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Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


m 


not  if  the  vasodilator  is 

VASODILAN® 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydiate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  75.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows 
Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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Month  in  Washington 


The  only  two  crucial  health  bills  that  have  an  outside 
chance  of  passage  in  the  93rd  Congress  face  tough  sled- 
ding in  the  remaining  “lame  duck”  days,  mostly  due  to 
the  wide  differences  between  the  House  and  Senate  ver- 
sions. 

The  House  Commerce  Committee  has  approved  and 
sent  to  the  floor  for  action  an  Aid-For-Medical  Educa- 
tion bill  requiring  medical  school  graduates  to  pay  back 
the  Federal  government  for  its  contribution  to  their  edu- 
cation through  capitation  assistance  or  serve  in  shortage 
areas. 

Another  provision  of  the  House  Committee  bill  estab- 
lishes an  agency  for  accrediting  medical  residency  train- 
ing programs  and  for  limiting  the  number  of  positions  in 
each  program.  The  total  would  equal  125  per  cent  of 
the  estimated  number  of  graduates  from  U.S.  medical 
schools,  thus  imposing  a ceiling  on  the  number  of  slots 
that  could  be  filled  by  foreign  medical  graduates.  Some 
7,000  residencies  could  be  eliminated  if  this  limitation 
were  imposed  now. 

The  Senate  has  approved  a manpower  bill  much 
broader  in  overall  scope  than  that  of  the  House  but  the 
Administration,  the  American  Medical  Association,  and 
the  Association  of  American  Medical  Colleges  vigorously 
oppose  both  bills.  As  a result  of  this  controversy  and 
the  shortage  of  time  remaining,  both  health  manpower 
bills  may  founder  this  year. 

A one-year  extension  of  present  aid  programs  is  the 
alternative.  The  AMA  and  others  support  this  latter 
course. 

Health  planning  bills  are  also  pending  in  the  Senate 
and  House.  Both  bills  have  been  substantially  modified 
from  the  original  versions  which  called  for  a tough  regu- 
latory structure  for  the  health  sector  similar  to  sanctions 
which  now  govern  the  operations  of  public  utilities. 

The  arguments  of  the  AMA  and  other  groups  have 
prevailed  and  a rate  setting  provision  has  been  struck 
from  the  House  bill.  However,  the  Senate  bill  still  con- 
tains authority  for  government  regulation  of  hospital 
rates. 

The  AMA  opposes  the  Senate  because:  **  The  bill 

represents  a mechanism  for  the  regulation  of  the  health 
care  delivery  system.  **  Control  of  the  planning  and 
regulation  process  would  not  be  at  the  local  level,  but 
would  be  directed  from  HEW.  **  Health  care  would  be 
subject  to  public  utility  type  regulation.  “There  is  no 
proven  basis  for  adopting  this  extreme  system  of  con- 
trols,” the  AMA  asserts.  **  State  legislatures  would  be 
required  to  adopt  certificate  of  need  legislation  to  im- 
plement state  programs  of  control  meeting  the  satisfac- 
tion of  the  HEW  Secretary.  **  States  would  be  expect- 
ed to  establish  rates  for  all  health  services,  which 
through  regulation,  could  cover  all  institutional  and  am- 
bulatory services,  including  professional  charges.  HEW 
is  empowered  to  establish  criteria  respecting  basic  ele- 
ments of  the  rate  structures.  **  Control  of  the  health 
sector  would  be  federalized  through  the  broad  authority 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


vesting  such  power  in  HEW.  **  The  complicated  plan- 
ning program  proposed  in  the  bill  “could  delay  health 
resource  development  and  adversely  affect  health  ser- 
vices,” according  to  the  AMA. 

Similar  but  less  strenuous  objections  were  raised  by 
AMA  against  the  more  moderate  planning  bill  approved 
by  the  House  Commerce  Committee.  “While  the  bill 
does  not  contain  the  original  public  utility  type  controls 
proposed,  which  included  rate  setting  authority  in  the 
states,  the  bill  does  establish  a controlled  planning  sys- 
tem embracing  characteristics  of  a public  utility  type 
approach  to  the  regulation  of  health  services  and  facili- 
ties,” according  to  the  AMA. 

“The  bill  should  be  rejected  and  the  existing  authori- 
ties for  Comprehensive  Health  Planning  and  Regional 
Medical  Programs  should  be  extended  until  an  appro- 
priate alternative  is  developed,”  the  AMA  argues. 

The  great  difference  between  the  House  and  Senate 
versions  of  both  the  planning  and  manpower  bills,  the 
opposition  of  almost  all  provider  groups,  plus  the  time 
bind  would  seem  to  reduce  greatly  the  passage  of  either 
bill  this  year. 

* * * 

President  Ford  has  indicated  that  the  national  health 
insurance  plan  he  will  submit  to  the  next  Congress  will 
be  similar  to  former  President  Nixon’s  Comprehensive 
Health  Insurance  Plan  (CHIP)  which  was  based  on 
mandatory  coverage  of  workers  by  employers  through 
the  existing  private  health  insurance  system.  In  a legis- 
lative message  to  “lame-duck”  Congress,  Ford  made  no 
pitch  for  action  in  the  present  Congress. 

Meanwhile,  HEW  Secretary  Caspar  Weinberger  has 
been  meeting  with  principal  medical  and  health  care 
providers,  including  the  AMA,  in  an  effort  to  arrive  at 
some  sort  of  consensus  with  respect  to  a NHI  bill. 

The  AMA  has  provided  the  Secretary  and  other  pro- 
viders with  a 14-point  set  of  principles  that  it  believes 
essential  in  any  NHI  plan.  Approved  by  the  AMA 
Board  of  Trustees,  these  NHI  guidelines  are: 

(1)  Minimum  Federal  involvement  in  administration 
of  any  national  health  insurance  program;  (2)  state  ju- 
risdiction with  respect  to  licensure  and  certification  of 
professional  health  personnel  and  regulation  of  insur- 
ance; (3)  minimum  Federal  dollars  in  financing  of  pro- 
grams for  comprehensive  coverage  at  least  possible  cost; 
(4)  funding  through  Federal,  state,  and  private  funds  in- 
cluding (a ) employer-employee  contributions  for  pri- 
vate health  insurance  and  ( b ) an  individual  tax  credit  as 
applied  for  full  health  care  protection;  (5)  no  added  So- 
cial Security  tax  for  financing;  (6)  no  administration  by 
Social  Security;  (7)  cost  sharing  by  participating  indi- 
viduals and  families  and  a subsidy  for  the  indigent 
scaled  according  to  income;  (8)  use  of  private  insurance 
on  risk  and  underwriting  basis,  (9)  comprehensive  cov- 
erage, basic  and  catastrophic,  for  the  entire  population; 
(10)  pluralism  in  methods  of  health  care  delivery;  (11) 
cost  controls  as  appropriate;  (12)  quality  controls  as  ap- 

continued  on  page  17 
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Antihypertensive 

action  at  the  * 
vasomotor  centers 

in  the  brain 


(Based  on  animal  studies) 


Please  see  last  page  of  advertisement  for  a brief  summary 
of  the  prescribing  information  including  relationship  of 
pharmacologic  actions  and  antihypertensive  effect 


Now... 

antihypertensive  action 
at  the  vasomotor  centers 
in  the  brain 


Tablets  of  0.1  and  0.2  mg 


(clonidine 
hydrochloride) 


Central  action: 

Catapres  appears  to  lower  blood 
pressure  through  central  alpha- 
adrenergic  stimulation,  as  shown  i 
in  animal  studies.  This  results  in 
diminution— but  not  blocking— of 
Sympathetic  outflow  from  cardio- 
accelerator  and  vasoconstrictor 
centers  in  the  medulla. 


Not  a “depleter” 

Not  a “blocker” 

Not  an  “inhibitor” 

Not  a “false  transmitter” 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 
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new  Catapres 

(clonidine  hydrochloride) 

Effective  in  hypertension, 
mild  to  severe 

Catapres  is  distinguished  by  its  broad  clinical  usefulness 
in  the  treatment  of  hypertension. 

More  than  600  major 
published  papers* 

The  extensive  experimental  and  clinical  work  with  Catapres 
has  been  reported  in  hundreds  of  papers  published  in 
scientific  journals  in  this  country  and  abroad.  Controlled 
studies1'7  plus  numerous  other  clinical  evaluations  have 
demonstrated  that  Catapres  is  an  effective  antihyper- 
tensive drug  with  these  desirable  properties: 


does  not  alter  normal  hemodynamic  responses  to  exercise 

renal  blood  flow  and  glomerular  filtration  rate  essentially 
unchanged 


antihypertensive  response  enhanced  by  diuretics  such  as 
chlorthalidone 


compatible  with  other  antihypertensive  agents 


has  been  shown  to  reduce  plasma  renin  activity  and  to 
decrease  excretion  of  aldosterone  and  catecholamines 

(See  ACTIONS  section  of  Brief  Summary) 


What  to  watch  for— The  principal  side  effects  of  Catapres  are  dry 
mouth,  sedation,  and  drowsiness.  Constipation,  dizziness,  headache, 
and  fatigue  also  have  been  reported.  Generally,  these  effects  tend  to 
diminish  with  continued  therapy.  As  with  other  antihypertensive  agents, 
tolerance  may  develop  in  some  instances.  For  a more  detailed  discus- 
sion of  side  effects,  warnings,  and  precautions,  see  the  brief  summary 
of  prescribing  information  on  the  last  page  of  this  advertisement  or 
consult  the  Catapres  package  insert. 


♦ Complete  Catapres  bibliography  available  on  request. 


Mild  and  infrequent 
orthostatic  effects 


Normal  hemodynamic  Renal  blood  flow  and 
responses  to  exercise  glomerular  filtration  rate 

not  altered  essentially  unchanged 


im'd- 


Standing  and  supine  blood  pressure 
response  at  the  conclusion  of  therapy  in 
7 controlled  studies1-7 


200- 


Control 

Supine 

Standing 


Systolic  Diastolic 


25- 


o-HH  ■■  ■■  ■■  ■■  ■■ 

Study  No  1 No  2 No  3 No  4 No  5 No  6 No  7 

No  of 

Pts.  9 13+  17  41+  12+  9*  10  + 

Received  Catapres  alone. 
tReceived  Catapres  + a diuretic. 

Note:  In  study  No. 4,  blood  pressure  was  taken  in  the 
sitting  rather  than  the  supine  position. 


Mean  blood  pressure  reductions  in 
9 hypertensive  patients  receiving 
Catapres  (0.1 5 mg  daily)  for  4 weeks 


Systolic  pressure  reduction 
(mm  Hg) 


Diastolic  pressure  reduction 
(mm  Hg) 


Renal  hemodynamics  before  and 
after  Catapres  in  7 hypertensive 
patients.  Mean  blood  pressure 
reductions  were  significant  in 
both  the  supine  position  (from  155 
to  128  mm  Hg)  and  the  standing 
position  (from  151  to  101  mm  Hg). 


Supine  BIMH 
Head-up  tilting  (45°)mbbh 


Renal  Blood  Flow  (ml/min) 
Before  After 

646 


512  (-6%) 


Glomerular  Filtration  Rate  (ml/min) 
Before  After 

79 

i%) 


59  (-12%) 
Adapted  from  Onesti  et  al  a 
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Boehringer  Ingelheim  Ltd. 
Elmsford,  New  York  10523 


new  Catapres 

(clonidine  hydrochloride) 


It’s  easy  to  start  with  Catapres.  The 

usual  starting  dose  of  Catapres  is  one 
0.1  mg  tablet  twice  daily.  Increments  of 
0.1  to  0.2  mg  per  day  (up  to  the  maximum 
daily  dose  of  2.4  mg)  may  be  made  until 
the  desired  blood  pressure  response  is 
achieved. 

How  to  stop  Catapres.  Reduce  the  dose 
gradually  over  two  to  four  days  to  avoid  a 
possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  on  Catapres  should  be  instructed 
not  to  discontinue  therapy  without  con- 
sulting their  physician.  It  has  been  dem- 
onstrated that  a rapid  rise  in  blood 
pressure,  should  it  occur,  can  be  re- 
versed by  resumption  of  Catapres  or  by 
administration  of  intravenous 
phentolamine. 

Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 

Actions:  The  mechanism  of  action  appears  to  be  cen- 
tral alpha-adrenergic  stimulation  as  demonstrated  in 
animal  studies.  This  results  in  inhibition  of  bulbar  sym- 
pathetic cardioaccelerator  and  sympathetic  vasocon- 
strictor centers,  thereby  decreasing  sympathetic  outflow 
from  the  brain.  Other  studies  in  humans  have  provided 
evidence  of  a reduction  in  plasma  renin  activity  and  the 
excretion  of  aldosterone  and  catecholamines.  The  exact 
relationship  between  these  pharmacologic  actions  of 
Catapres  (clonidine  hydrochloride)  in  humans  and  its 
antihypertensive  effect  has  not  been  fully  elucidated  at 
this  time. 

Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency. 
It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxlc  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  Is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  available 
with  the  use  of  Catapres  (clonidine  hydrochloride)  In 
children. 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 
4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician.  Rare  Instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 
of  clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  In  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  In  blood  pres- 
sure, should  It  occur,  can  be  reversed  by  resumption 
of  clonidine  hydrochloride  therapy  or  by  Intrave- 


nous phentolamine.  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative  effect. 

This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydrochloride) 
should  receive  periodic  eye  examinations.  While, 
except  for  some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmologic  findings  have  been  recorded 
with  Catapres  (clonidine  hydrochloride),  in  several 
studies  the  drug  produced  a dose-dependent  increase 
in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  continued 
therapy.  The  following  reactions  have  been  associated 
with  the  drug,  some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been  established.) 
These  include:  Anorexia,  malaise,  nausea,  vomiting, 
parotid  pain,  mild  transient  abnormalities  in  liver  func- 
tion tests:  one  report  of  possible  drug-induced  hepa- 
titis without  icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone,  and 
papaverine  hydrochloride.  Weight  gain,  transient  eleva- 
tion of  blood  glucose,  or  serum  creatine  phosphokinase; 
congestive  heart  failure,  Raynaud's  phenomenon:  vivid 
dreams  or  nightmares,  insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or  burning  of  the 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 
Overdosage:  Profound  hypotension,  weakness,  somno- 
lence, diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to 
5 years  of  age.  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  In  Intravenous  doses  of 
10  mg  at  30-mlnute  intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage 
How  Supplied:  Catapres,  brand  of  clonidine  hydro- 
chloride, is  available  as  0.1  mg  (tan)  and  0 2 mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
information. 

Under  license  from  Boehringer  Ingelheim  GmbH 
References:  1.  Elkeles,  R.  S.,  Goldby,  F.  S.  and  Oliver, 
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continued  from  page  10 

propriate;  (13)  continuity  of  benefits;  and  (14)  coordina- 
tion of  benefits. 

* * * 

The  Government  has  issued  its  long-promised  regula- 
tions to  encourage  purchase  of  lower  priced  drugs  for 
the  Medicare  and  Medicaid  programs,  and  introduced  a 
new  wrinkle — a drug  price  information  bulletin  to  be 
sent  to  all  physicians. 

Major  impact  of  the  regulations — if  finally  carried 
out — would  be  on  physicians  and  pharmacies  dealing 
with  Medicaid  patients  and  their  outpatient  drug  bene- 
fits. The  inpatient  Medicare  program  involving  hospi- 
tal drug  purchase  would  be  less  affected.  However,  the 
long-range  implications  of  the  HEW  Department’s  plan 
in  event  of  a National  Health  Insurance  Plan  are  signifi- 
cant. HEW  would  clearly  attempt  to  extend  something 
like  the  Medicaid  proposal  for  outpatient  drugs  to  any 
national  program  that  reimbursed  such  costs. 

The  new  regulations  are  aimed  at  reimbursement  for 
the  lowest  price  drugs  available  where  the  drugs  are 
chemically  identical.  The  limit  is  termed  “maximum 
allowable  cost,”  or  MAC.  Physicians  prescribing  for 
Medicaid  patients  would  have  to  prescribe  the  designat- 
ed drug  or  certify  the  necessity  for  prescribing  a more 
expensive  drug  and  give  reasons. 

HEW  gave  interested  parties  sixty  days  to  comment 
on  the  proposals.  After  that,  and  assuming  the  final 
regulations  are  little  changed,  the  only  possibilities  for 
blocking  the  drug  pricing  plan  would  be  court  action  or 
legislation.  A Food  and  Drug  Administration  spokes- 
man told  a news  conference  that  the  HEW  Department 
has  “ample  legislative  authority”  to  promulgate  such 
regulations.  He  estimated  the  plan  would  save  Federal 
and  state  governments  at  least  $89  million  a year  when 
fully  implemented  in  several  years. 

Pharmacists  would  be  limited  to  their  actual  acquisi- 
tion cost  plus  a dispensing  fee.  According  to  HEW, 
pharmacists  in  many  state  Medicaid  programs  are  pres- 
ently reimbursed  on  the  basis  of  a published  wholesale 
price  “which  may  be  more  than  15  per  cent  higher  than 
the  actual  cost  of  acquisition.” 

Under  the  proposal,  HEW  would  concentrate  on  the 
200  most  widely-used  drugs,  some  12  to  20,  if  all  goes  ac- 
cording to  plan,  would  be  placed  on  the  MAC  list  this 
summer. 

The  reimbursement  plan  would  have  the  greatest  im- 
pact on  drugs  that  aren’t  presently  under  patent  protec- 
tion and  therefore  come  from  several  sources,  about  40 
of  the  top  200  fall  in  this  category. 

A Pharmaceutical  Reimbursement  Board  would  be 
set  up  at  HEW  to  determine  the  maximum  allowable 
costs.  FDA  would  have  to  establish  bio-equivalence  to 
its  satisfaction.  An  advisory  committee  would  have  a 
shot  at  the  data  and  the  recommendations  before  they 
were  proposed  formally. 

The  Pharmaceutical  Manufacturers  Association 
(PMA)  said  that  though  it  recognizes  the  need  to  hold 
down  Federal  spending,  it  believes  many  questions  and 
problems  are  involved  in  the  proposals.  One  is  the  pro- 
fessional role  of  the  pharmacist  and  the  physician  in  the 
prescribing  process,  according  to  the  PMA.  Another 
worry  is  the  possible  discouragement  of  innovation  and 
improvement  of  drugs,  PMA  said. 


Tax  provisions  that  would  have  affected  physicians 
and  patients  were  dropped  from  the  “mini-tax”  reform 
measure  recently  approved  by  the  House  Ways  and 
Means  Committee,  ending  chances  of  these  provisions 
reaching  enactment  any  time  soon. 

The  provisions  chopped  from  the  bill  included  a pro- 
posal to  eliminate  the  present  deduction  for  one  half  of 
the  premium  cost  for  private  health  insurance  up  to 
$150;  a plan  to  deny  business  treatment  for  conventions 
or  meetings  arbitrarily  held  in  exotic  foreign  locales;  and 
a recommendation  to  place  a deductible  in  front  of  legit- 
imate business  expenses  for  such  items  as  professional 
dues,  books,  and  so  forth. 

* * * 

The  Federal  government  is  now  providing  33  cents  of 
every  health  care  dollar  spent  in  this  country,  according 
to  a unique  report  made  annually  by  the  AMA-Wash- 
ington  office. 

Actual  dollar  outlays  in  any  given  year  may  vary  con- 
siderably from  the  appropriations  provided  by  Congress, 
but  the  appropriations  figure  used  by  the  AMA  gives  an 
accurate  guideline  as  any  other  yardstick  available  on 
the  nation’s  year-to-year  health  spending. 

During  the  fiscal  year  that  ended  last  -July,  the  Federal 
government  disbursed  more  than  $32.7  billion  for 
health,  up  $2.6  billion  from  the  previous  year,  plus  more 
than  $12  billion  for  disability  programs.  Total  spending 
from  all  sources  on  health  was  estimated  at  about  $100 
billion. 

The  Federal  tab  for  the  current  fiscal  year,  ending  in 
July,  1975,  is  slated  to  register  a sharp  jump  as  new  Fed- 
eral programs  get  going  and  increased  overall  health 
care  costs  are  reflected. 

The  HEW  Department  leads  the  list  of  government 
health  spenders  with  $23.7  billion  appropriated  last  fis- 
cal year  for  its  many  health  activities  including  Medi- 
care and  Medicaid.  Next  in  line  were  Defense, 
$3,065,274,500,  and  Veterans  Administration, 
$3,016,853,000.  Fourth  and  fifth  slots  are  occupied  by 
relatively  recent  Federal  activities — the  Federal 
Employees  Health  Insurance  program— $696.6  million — 
and  the  Environmental  Protection  Agency,  $528.9  mil- 
lion. Agriculture  comes  next  at  $302.7  million  for  ani- 
mal disease  control,  research,  meat  inspection,  and  so 
forth  (not  counted  are  $7.8  billion  for  health-related 
programs  of  food  for  school  children,  and  rural  housing, 
water  and  waste  disposal  activities). 

Medicare  is  the  single  largest  Federal  health  plan 
moneywise  though  financed  out  of  Social  Security  taxes, 
it  technically  remains  an  appropriation  that  must  be  ap- 
proved by  Congress  each  year,  cost  of  Medicare  last  fis- 
cal year  was  $12.1  billion,  a $2.5  billion  increase  due  to 
increased  utilization,  higher  costs,  and  the  new  program 
for  the  disabled,  including  kidney  disease  patients, 
which  accounted  for  $1.25  billion. 

Of  the  Medicare  total,  almost  $3  billion  was  paid  out 
for  the  supplemental  insurance  plan  for  outpatient  ben- 
efits. Half  of  the  premium  is  paid  for  by  the  benefici- 
aries. 

The  Federal  government  allotted  $5.8  billion  to  the 
states  for  the  Medicaid  program  for  medically  indigent 
people,  an  increase  of  almost  $1  billion  due  to  expansion 
of  categories  eligible  for  such  assistance.  If  Federal, 
state,  and  local  funds  are  counted,  Medicaid  costs  $10.5 
billion. 


January  1975/  New  York  State  Journal  of  Medicine  17 


Medical  Meetings 


Annual  clinical  conference 

The  New  York  Heart  Association  Annual  Clinical 
Conference  on  “Emerging  Problems  in  Adults  and  Chil- 
dren After  Cardiac  Surgery,”  will  be  held  on  Tuesday, 
January  21,  1975,  9:00  a.m.  to  4:00  p.m.  at  the  Waldorf- 
Astoria,  New  York  City.  The  program  is  acceptable  for 
five  (5)  credit  hours  in  Category  I toward  the  A.M. A. 
Physicians’  Recognition  Award.  Advanced  registration 
is  requested.  For  further  information,  write  Clinical 
Conference  Registration,  New  York  Heart  Association,  2 
East  64th  Street,  New  York,  New  York  10021,  or  call 
(212)  838-8800. 

American  Association  for  the 
Advancement  of  Science 

The  American  Association  for  the  Advancement  of 
Science  will  present  its  141st  Annual  Meeting  in  New 
York  City,  January  26  to  31,  1975,  at  the  Americana 
Hotel  complex.  For  further  information,  please  contact 
Mr.  Wadsworth  Likely,  Public  Information  Consultant, 
200  East  36th  Street,  New  York,  N.Y.  10016,  or  call 
(212) 679-3356. 

Third  annual  spring  meeting 

The  third  annual  spring  meeting  of  the  American  Col- 
lege of  Surgeons  will  be  held  on  April  21  to  24  at  the 
Hyatt  Regency  Atlanta  and  Marriott  Motor  Hotel  in  At- 
lanta, Georgia. 

The  main  purpose  of  the  meeting  will  be  postgraduate 
education,  with  special  emphasis  on  eight  formal  post- 
graduate courses.  The  College’s  annual  spring  meeting 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


is  designed  to  supplement  and  complement  the  offerings 
of  its  annual  Clinical  Congress. 

One-day  symposium 

A one-day  symposium  on  “Clinical  Aspects  of  Anaero- 
bic Infectious  Disease — Diagnosis  and  Treatment”  will 
be  held  on  Friday,  April  25,  1975,  at  the  Hotel  Ameri- 
cana, New  York  City.  Sponsored  by  the  Long  Island 
Jewish-Hillside  Medical  Center  and  the  State  Universi- 
ty at  Stony  Brook,  the  symposium  will  relate  the  recent 
advances  in  the  understanding  of  diseases  involving  an- 
aerobic bacteria  to  the  problems  confronting  the  clini- 
cian in  his  office  and  hospital  practice.  Approved  for 
continuing  education  credit  by  the  American  Medical 
Association  and  acceptable  for  seven  (7)  elective  hours 
by  the  American  Academy  of  Family  Physicians,  further 
information  can  be  obtained  by  writing  to:  Office  of  the 
Dean  of  the  Clinical  Campus,  Long  Island  Jewish-Hill- 
side Medical  Center,  New  Hyde  Park,  New  York  11040. 

The  Medical  Society  of 
New  Jersey 

The  209th  annual  meeting  of  The  Medical  Society  of 
New  Jersey,  will  be  held  May  31  to  June  3,  1975,  in  the 
Garden  State  Park  Convention  Center,  Cherry  Hill, 
New  Jersey.  Interested  members  of  the  Medical  Soci- 
ety of  the  State  of  New  York  are  invited  to  submit  ap- 
plications for  space  in  the  Scientific  Exhibits. 

Applications  for  space  and  regulations  may  be  ob- 
tained from:  Executive  Offices  of  The  Medical  Society 
of  New  Jersey,  315  West  State  Street,  Trenton,  New 
Jersey;  or  Reply  to  P.O.  Box  904,  Trenton,  New  Jersey 
08605. 


Medical  News 


Special  grants  for  training 
in  psychiatry  announced 

Medical  students  planning  to  enter  family  practice 
and  related  fields  will  receive  special  training  in  psychi- 
atry at  six  universities  under  training  grants  totaling 
$317,000  recently  awarded  by  the  National  Institute  of 
Mental  Health  of  HEW’s  Alcohol,  Drug  Abuse,  and 
Mental  Health  Administration. 

The  training  is  designed  to  teach  medical  students, 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


residents,  interns,  and  primary  care  personnel  how  to 
deal  with  mental  stress  and  the  body’s  response  to  that 
stress,  and  to  enhance  their  understanding  and  manage- 
ment of  all  illness. 

The  University  of  Rochester  in  New  York  was 
awarded  $39,823  for  a collaborative  project  of  the  Uni- 
versity Medical  Center  and  a local  Health  Maintenance 
Organization  to  train  internists  in  psychological  skills  in 
the  primary  health  care  setting.  Following  an  intensive 
training  program  at  the  University  Medical  Center,  each 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepaticdysfunctionordevelopinghyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( 5.4  mEq/L)  has 

been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thia/.ide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
an  ‘Dyazide’  regularly  for  possible  blood  dys- 
rrasias,  liver  damage  or  other  idiosyncratic 
eactions.  Blood  dyscrasias  have  been  reported 
n patients  receiving  Dvrenium  (triamterene. 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
igranulocytosis.  and  aplastic  anemia  have  been 
eported  with  the  thiazides.  Watch  for  signs  of 
mpending  coma  in  acutely  ill  cirrhotics.  Thia- 
'ides  are  reported  to  cross  the  placental  barrier 
ind  appear  in  breast  milk.  This  may  result  in 
etal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia. altered  carbohydrate  metabolism 
ind  possibly  other  adverse  reactions  that  have 
'ccurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
thildren.  weigh  potential  benefits  against 
Possible  hazards  to  fetus. 

’recautions:  Do  periodic  serum  electrolyte  and 
SUN  determinations.  Do  periodic  hematologic 
■tudies  in  cirrhotics  with  splenomegaly.  Anti- 
lypertensive  effects  may  be  enhanced  in  post- 
wmpatheetomy  patients.  The  following  may 
>ccur:  hyperuricemia  and  gout,  reversible 
litrogen  retention,  decreasing  alkali  reserve 
vith  possible  metabolic  acidosis,  hypergly- 
emia  and  glycosuria  (diabetic  insulin  require- 
nents  may  be  altered),  digitalis  intoxication  (in 
lypokalemia).  Use  cautiously  in  surgical  pa- 
ients.  Concomitant  use  with  antihypertensive 
gents  may  result  in  an  additive  hypotensive 
ffect. 

Vdverse  Reactions:  Muscle  cramps,  weakness.. 
izziness.  headache,  dry  mouth;  anaphylaxis; 
ash.  urticaria,  photosensitivity,  purpura,  other 
ermatological  conditions;  nausea  and  vomiting 
may  indicate  electrolyte  imbalance),  diarrhea, 
onstipation.  other  gastrointestinal  disturbances, 
lardy.  necrotizing  vasculitis,  paresthesias, 
rterus.  pancreatitis,  and  xanthopsia  have 
ccurred  with  thiazides  alone, 
upplied:  Bottles  of  100  capsules;  in  Single 
'nit  Packages  of  100  (intended  for  institutional 
se  only). 


KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 

DVftZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Just  ‘Dyazide'  once  daily  or  twice  daily 
No  inconvenient  potassium  supplements 
Nor  special  K+  rich  diets  needed  as  a rule 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


K&F  CO. 

arolina.  P.R.  00630 
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TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POIASSIUM  LEVELS  UP 


Abstracts 


Tandon,  R.  K.,  and  Tsapogas,  M.  J.:  Bleeding  peptic 
ulcer;  a follow-up  study  on  patients  in  a Veterans  Ad- 
ministration Hospital,  New  York  State  J.  Med.  75:  35 
(Jan.)  1975. 

A recent  study  was  carried  out  at  the  Veterans  Ad- 
ministration Hospital  in  Albany,  New  York,  to  assess 
factors  influencing  the  mortality  rate  of  patients  with 
bleeding  peptic  ulcer  and  to  compare  the  results  with 
different  methods  of  treatment.  A total  of  234  patients 
were  involved  in  this  study.  Factors  studied  included: 
age  at  initial  hemorrhage  and  its  severity,  duration  of 
symptoms,  frequency  of  bleeding,  atherosclerosis,  and 
alcohol.  Initially,  all  patients  were  treated  medically 
and  were  closely  followed  by  a surgeon.  If  bleeding  was 
prolonged  or  difficult  to  control,  emergency  surgery  was 
carried  out.  Of  the  total  234  patients,  157,  67  per  cent, 
were  treated  medically  and  77,  33  per  cent,  required  sur- 
gery. Patients  operated  on  within  forty-eight  hours  of 
the  bleeding  episode  had  a significantly  lower  mortality 
rate  than  others  who  had  surgery.  Surgical  intervention 
should  not  be  delayed  if  the  patient  requires  transfusion 
with  more  than  6 units  of  blood  during  the  episode. 
Early  surgical  intervention  is  also  indicated  in  the  elder- 
ly, alcoholic  patients,  or  in  patients  with  atherosclerosis, 
since  they  run  a higher  mortality  rate  following  bleed- 
ing. 

Mantell,  C.  A.,  and  Yoeli,  M.:  Parasitologic  investiga- 
tions in  gastroenterologic  practice,  New  York  State  J. 
Med.  75:  39  (Jan.)  1975. 

Microscopic  stool  examinations,  in  an  endeavor  to  de- 
tect suspected  parasitic  infections,  were  carried  out  in 
patients  under  office  and  hospital  care  for  gastrointesti- 
nal disorders  in  the  Staten  Island,  New  York,  communi- 


ty. Of  412  patients  examined  over  a period  of  ten  years, 
33  were  found  to  harbor  pathogenic  protozoa  or  hel- 
minths. In  all  the  patients,  clinical  symptoms  were 
present;  14  infections  with  Giardia  (lamblia)  intesti- 
nalis,  5 with  Entamoeba  histolytica,  and  4 with  Dienta- 
moeba fragilis  were  detected.  Specific  antiparasitic 
therapy  eliminated  the  infections  and  the  clinical  symp- 
toms caused  by  them.  The  authors  emphasize  the  im- 
portance of  parasitologic  stool  examinations,  not  only 
for  travelers  returning  from  the  tropics,  but  also  in  the 
resident  populations  of  temperate  regions  of  the  United 
States. 

Goldberg,  P.  B.:  Emergency  medical  services  in  New 
York  City;  are  they  sufficient?  New  York  State  J. 
Med.  75:  44  (Jan.)  1975. 

An  estimated  60,000  deaths  per  year  in  the  United 
States,  including  a significant  proportion  of  patients 
dying  from  acute  myocardial  infarction  before  reaching 
a hospital,  could  be  prevented  if  currently  available  res- 
cue and  resuscitation  methods  were  applied  sufficiently 
early.  With  the  advent  of  telemetry  systems  capable  of 
transmitting  electrocardiogram  findings  and  trained 
paramedical  personnel  capable  of  defibrillating  cardiac 
patients  and  administering  medication  and  other  thera- 
py on  the  scene,  it  is  now  possible  to  medically  stabilize 
patients  before  transporting  them  to  a hospital.  The 
current  resources  and  personnel  of  the  New  York  City 
Emergency  Medical  Services  Division  and  their  utiliza- 
tion, are  compared  with  that  of  a university  medical 
center-affiliated  private  ambulance  service.  Several 
ways  of  improving  emergency  health  care  delivery  are 
indicated  in  New  York  City  by  integrating  existing  re- 
sources. 


Abstracts  in  Interlingua 


I andon,  R.  K.,  e Tsapogas,  M.  J.:  Ulcera  peptic  hem- 
orrhagic; studio  seriate  de  patientes  del  Hospital  del  Ad- 
ministration de  Veteranos,  New  York  State  J.  Med. 
75:  35  (Januario)  1975. 

Un  studio  h i i ssite  facite  recientemente  in  le  Hospital 
del  Administration  de  Veteranos  de  Albany,  Nove  York, 
pro  evalutar  le  factores  influentiante  del  indice  de  mor- 
talitate  de  patientes  con  ulcera  peptic  hemorrhagic,  e 
comparar  le  resultatos  obtenite  con  differentes  metho- 
do-  therapeutic.  Un  total  de  234  patientes  esseva  indu- 


dite  in  iste  studio.  Le  factores  studiate  esseva:  etate  in 
que  le  hemorrhagia  esseva  initiate  e su  gravitate,  le  du- 
ration del  symptomas,  le  frequentia  del  hemorrhagias,  le 
atherosclerosis  e le  alcohol.  Initialmente,  omne  pa- 
tientes esseva  tractate  medicmente  e observate  de  cerca 
per  un  chirurgo.  Si  le  hemorrhagia  esseva  prolongate  o 
difficile  de  controlar,  un  operation  chirurgic  de  urgentia 
esseva  facite.  Del  total  de  234  patientes,  157  (67  pro 
cento)  esseva  tractate  medicmente  e 77  (33  pro  cento) 
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continued  from  page  20 

requireva  tractamento  chirurgic.  Le  mortalitate  del  pa- 
tientes  operate  intra  le  48  horas  del  hemorrhagia  esseva 
significativemente  plus  basse  que  in  le  altere  que  esseva 
operate  in  un  stato  tardive.  Le  operation  chirurgic  non 
debe  esser  retardate  si  le  patiente  necessita  un  transfu- 
sion de  plus  que  6 unitates  (3  litros)  de  sanguine  per  un 
episodio  hemorrhagic.  Le  operation  temprane  es  etiam 
indicate  in  le  patientes  ancian,  le  alcoholic  o le  athero- 
sclerotic per  que  illes  ha  un  mortalitate  plus  elevate  de- 
post le  hemorrhagia. 

Mantel),  C.  A.,  e Y'oeli,  M.:  Investigationes  parasitolo- 
gic in  le  practica  gastroenterologic,  New  York  State  J. 
Med.  75:  39  (Januario)  1974. 

Examinationes  microscopic  del  feces  pro  discoperir  in- 
fectiones  parasitic  suspectate  esseva  facite  in  patientes 
de  consultorio  e hospitales  que  suffreva  afectiones  gas- 
trointestinal in  Staten  Island,  a communitate  de  Nove 
York.  De  412  patientes  examinate  durante  un  periodo 
de  10  annos,  33  habeva  protozoa  o helminthos  pathogen- 
ic. Omne  patientes  presentava  symptomas  clinic.  Le 
Giardia  lamblia  intestinal  esseva  presente  in  14  casos,  le 
Entamoeba  histolytica  in  5,  e le  Dientamoeba  fragilis  in 
4.  Le  therapia  antiparasitic  specific  eliminate  le  infec- 
tion e le  symptomas  clinic.  Le  autores  emphatisa  le  im- 
portantia  del  examination  parasitologic  del  feces,  non 
solmente  in  le  viagiatores  que  retorna  del  tropico  mais 
etiam  in  le  residentes  de  regiones  temperate  del  Statos 
Unite. 

Goldberg,  P.  B.:  Servicios  medic  de  emergentia  in  le 
ciate  de  Nove  York.  Es  illes  sufficiente?,  New’  York 
State  J.  Med.  75:  44  (Januario)  1975. 

Es  calculate  que  60.000  mortes  per  anno,  in  le  Statos 
Unite,  includente  un  proportion  significative  de  pa- 
tientes morinte  per  un  infracto  myocardial  acute  ante  de 
arrivar  al  hospital,  poteva  haber  se  prevenite  si  le  meth- 
odos  actualmente  disponibile  de  salvation  e resuscita- 
tion es  usate  sufficientemente  temprane.  Con  le  intro- 
duction del  systema  telemetric  pro  transmiter  le  trova- 
tos  electrocardiographic  e con  le  personal  paramedic 
preparate  pro  defibrillar  le  patientes  cardiac  e adminis- 
trar  le  medication  adequate  o altere  tractamento  in  situ, 
es  possibile  ora  stabilisar  le  patiente  medicmente  ante  de 
su  transporte  al  hospital.  Le  actual  recursos  e le  per- 
sonal del  Division  de  Servicios  Medic  de  Emergentia  del 
citate  de  Nove  York,  e su  utilisation,  es  comparate  con 
ille  de  un  Centro  Medic  Universitari  que  ha  un  servicio 
private  e affiliate  de  ambulantias.  Diverse  medios  de 
melioramento  del  attention  de  emergentia  in  le  citate  de 
Nove  York  e le  recursos  existente,  es  describite. 
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Isoetharine- 

The  unique  bronchodilator 
with  preferential  affinity 
for  Beta2  receptors 


Contraindication:  Hypersensitivity  to 
any  ingredient. 

Warnings:  Excessive  use  of  an  adrenergic 
aerosol  should  be  discouraged  as  it  may 
lose  effectiveness.  Occasional  patients  have 
been  reported  to  develop  severe  paradoxical 
airway  resistance  with  repeated  excessive  use 
of  an  aerosol  adrenergic  inhalation  preparation. 

In  such  instances  the  use  of  the  aerosol  adrenergic 
should  be  discontinued  immediately  and  alternative 
therapy  instituted.  Cardiac  arrest  has  been  noted  in 
several  instances. 

Should  not  be  administered  along  with  epinephrine  or  other 
sympathomimetic  amines,  since  these  drugs  are  direct  cardiac 
stimulants  and  may  cause  excessive  tachycardia.  They  may, 
however,  be  alternated  if  desired. 


Use  in  Pregnancy:  Although  there  has  been  no  evidence  of 
teratogenic  effects  with  these  drugs,  use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  potential  requires  that  the 
potential  benefit  of  the  drug  be  weighed  against  its  possible  hazard 
to  the  mother  or  child. 


Precautions:  Dosage  must  be  carefully  adjusted  in  patients  with 
hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac 
asthma,  limited  cardiac  reserve,  and  in  individuals  sensitive  to 


All  sympathomimetic  bronchodilators  work 
on  Beta  adrenergic  receptors.  However, 
there  are  two  kinds  of  Beta  receptors— 

Betai  that  stimulates  the  heart,  Beta2 
that  dilates  the  bronchioles.  Isoetharine, 
the  bronchodilator  used  in  Bronkosol  and 
Bronkometer,  acts  preferentially  on  Beta2 
receptors.  It  has  little  affinity  for  cardio- 
stimulating  receptors.  For  this  reason 
Bronkosol  and  Bronkometer  can  open  small 
airways,  shrink  swollen  bronchial  mucosa, 
improve  respiratory  function  and  vital 
capacity.  All  with  minimal  direct 
cardiotonic  effect. 


Relative  effects  on  Adrenergic  Rece 

ptors* 

Drug  and 
Receptor 
Selection 

Alpha 

Produces 

Vasopressor 

Effects 

Betai 

Stimulates 

Heart 

Beta?  Dilates 
and  Relaxes 
Bronchi  and 
Arterioles 

Epinephrine 

+ + + 

+ + + + 

+ + 

R-epinephrine 

+ + 

+ + 

+ + + 

Isoproterenol 

+ + + + 

+ + + + + 

Isoetharine 

+ 

+ + + 

*Ziment,  1.:  Resp.  Therap.  4:51,  May-June,  1974. 


Bronkometer1 


Each  ml.  of  solution  delivers  approximately  20  metered  doses  of  56 
mg,,  each  containing  340  meg.  isoetharine  mesylate  (0.61%  W/W) 
and  70  meg.  phenylephrine  HCI  (0.125%  W/W),  with  saccharin, 
menthol,  alcohol  30%  (W/W)  and  fluorochlorohydrocarbons  as  gaseous 
propellants.  Preserved  with  ascorbic  acid  0.1  % W/W 


Bronkosol’ 


Isoetharine  HCI  1.0%;  phenylephrine  HCI  0.25%;  in  an  aqueous-glycerin 
solution  containing  saccharin  sodium  with  sodium  chloride,  sodium 
citrate,  3odium  bisulfite  0.3%,  methylparaben  0 025%,  and 
propylparaben  0.014%  as  preservatives. 

As  originally  marketed,  Bronkometer  and  Bronkosol  contained 
thenyldiamine  hydrochloride.  'Hie  present  formulations  have  been 
revised  to  delete  that  ingredient. 


Indications:  Based  on  a review  of  Bronkosol  and  Bronkometer 
by  the  National  Academy  of  Sciences  — National  Research 
( OUiu  il  and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows: 

“Probably” effective  for  the  acute  relief  of  bronchial  asthma 
and  other  conditions  in  which  bronchospasm  is  a complicating 
factor,  such  as  chronic  bronchitis  or  emphysema.  Final  classi- 
fi<  ation  of  less-than-cffective  indications  requires  further  in- 
vestigation. 
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anxiety,  tension,  restlessness,  insomnia,  tremor,  weakness,  dizzi- 
ness and  excitement  as  is  the  case  with  other  sympathomimetic 
amines. 

Dosage  and  Administration:  Bronkosol— Oral  inhalation.  Can  be 
administered  by  hand  nebulizer,  oxygen  aerosolization,  or  inter- 
mittent positive  pressure  breathing  (1PPB).  Usually  treatment 
need  not  be  repeated  more  often  than  every  four  hours,  although 
in  severe  cases  more  frequent  administration  may  be  necessary. 

Recommended  Dosage:  Bronkometer— The  average  adult  dose  is 
one  or  two  inhalations.  Occasionally,  more  may  be  required.  It  is 
important,  however,  to  wait  one  full  minute  after  the  initial  one  or 
two  inhalations  in  order  to  be  certain  whether  another  is  neces- 
sary. In  most  cases,  inhalations  need  not  be  repeated  more  often 
than  every  four  hours,  although  more  frequent  administration 
may  be  necessary  in  severe  cases. 

How  Supplied:  Bronkosol®  for  inhalation  — bottles  of  10  ml. 
(Code  No.  1711);  Bronkometer®  10  ml.  vial  with  Oral  Nebulizer 
(Code  No.  1701);  Bronkometer®  20  ml.  vial  with  Oral  Nebulizer 
for  desk  or  bedside  (Code  No.  1702);  Bronkometer®  10  ml.  refill 
only  (Code  No.  1703);  Bronkometer®  tpr  Actuator  and  10  ml. 
refill  (Code  No.  1704). 


The  Beta2  Inhalant  Solution 

R0NK0S0L 

isoetharine  1.0%,  phenylephrine  HCI  0.25% 

BRONKOMETER 


isoetharine  0 61%  W/W.  phenylephrine  HCI  0.125%  W/W 

The  Beta?  Aerosol 


The  Beta2 
Bronchodilators 


with  minimal  direct 
cardiotonic  action 


Isoetharine,  the  bronchodilator  in  Bronkosol 
and  Bronkometer,  has  minimal  Beta]  activity, 
thus  making  it  possible  to  select  a drug  for 
predominance  of  a desired  effect.  Beat  by  beat- 
breath  by  breath  Bronkosol  and  Bronkometer 
promote  airway  clearance  with  minimal  direct 
cardiostimulating  action. 


pitation,  nausea,  headache. 


sympathomimetic  amines, 
since  overdosage  may 
result  in  tachycardia,  pal- 
or  epinephrine-like  side  effects. 


Adverse  Effects:  Although  Bronkosol  and  Bronkometer  are  rela- 
tively free  of  toxic  side  effects,  too  frequent  use  may  cause  tachy- 
cardia, palpitation,  nausea,  headache,  changes  in  blood  pressure. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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physician  will  have  clinical  responsibility  for  his  own  pa- 
tients in  the  HMO,  the  Genesee  Valley  Group  Health 
Association.  The  supervised  training  in  patient  care 
will  emphasize  interview  skills,  therapeutic  approaches, 
and  understanding  of  pathophysiologic  and  psycho- 
physiologic  aspects  of  illness 

Hypertension  reference 
laboratory  established 

Lowell  E.  Beilin,  M.D.,  New  York  City  Health  Com- 
missioner announced  that  the  Health  Department  has 
received  a $175,000  grant  to  establish  a hypertension 
reference  laboratory  which  would  evaluate  the  present 
methods  of  testing  for  hypertension. 

According  to  Dr.  Bernard  Davidow,  Assistant  Com- 
missioner for  Laboratories  of  the  Health  Department, 
the  one-year  grant  from  the  federally-funded  New  York 
Metropolitan  Regional  Program  would  be  used  to  evalu- 
ate the  commercially  available  materials  used  to  test  for 
hypertension  and  possibly  develop  a standardized 
chemical  means  of  testing  for  the  disease. 

An  advisory  committee  of  laboratory  directors  and 
chemists  appointed  by  Dr.  Davidow  will  guide  Dr.  Balk- 
rishena  Kaul,  the  new  laboratory  head. 

For  further  information  contact:  Helen  S.  Stone  at 
(212)  566-8040,  Night  and  Week-end  Number  (212) 
340-4494. 

New  health  care  plan 
available  to  Nassau  County 
residents 


Clinical  Capsules 

Neonatal  Herpes  Simplex 
Modification  of  Spontaneous  PEEP  System 

Clinical  Clues 

Physicians’  Home 
Bone  Health  in  Elderly 
Scanning  Electron  Microscopy  of 
Psoriatic  Nail  Pits 
Physician’s  Associate  in 
Municipal  Hospitals 
Juxtaglomerular  Apparatus  in 
Renal  Allograft  Rejection 
Carcinoma  of  Biliary  Tree 


Plans  were  announced  on  November  14,  1974,  for  the 
formation  of  a new  health  care  plan  that  will  be  avail- 
able to  Nassau  County  residents.  The  new  program,  to 
be  known  as  the  Nassau  Health  Care  Plan,  was  expected 
to  be  operational  January  1,  1975.  Participants  in 
forming  the  Plan  are  the  Nassau  Medical  Services  Foun- 
dation, established  by  the  Nassau  County  Medical  Soci- 
ety, and  The  Equitable  Life  Assurance  Society  of  the 
United  States. 

Dr.  Leo  Fishel,  president  of  the  Nassau  Medical  Ser- 
vices Foundation,  said  the  Nassau  Health  Care  Plan  is 
designed  to  offer  quality  care  at  reasonable  prices,  and 
to  allow  freedom  of  choice,  rather  than  requiring  mem- 
bers to  obtain  health  services  at  any  one  location  or 
from  any  one  doctor. 

He  said  a significant  number  of  the  2,000  physicians 
who  practice  in  Nassau  County  are  expected  to  become 
participants  in  the  Plan,  so  that  most  members  will  be 
able  to  continue  their  relationships  with  their  own  fami- 
ly physicians.  In  addition,  16  general  hospitals  have  al- 
ready signed  participation  agreements. 

Dr.  Fishel  said  the  Nassau  Health  Care  Plan  covers 
nearly  all  medical  expenses  without  any  deductible  to  be 
met  before  benefits  are  available.  For  example,  hospi- 
talization and  health  services  performed  in  the  hospital 
are  fully  covered  in  most  cases,  and  most  visits  to  a doc- 
tor’s office  will  cost  a Plan  member  only  $3.00. 

Another  main  feature  of  the  Plan,  according  to  Dr. 
Fishel,  is  that  it  will  emphasize  preventive  health  care. 

Morton  I).  Miller,  executive  vice  president  and  chief 
actuary  of  The  Equitable  said,  his  company  is  financing 

continued  on  page  2.5 


?4  New  York  State  Journal  of  Medicine /January  1975 


continued  from  page  24 

developmental  costs  for  the  Plan  and  will  be  responsible 
for  administration  and  marketing. 

“We  believe  that  this  kind  of  plan  offers  consumers  a 
rational  means  of  obtaining  comprehensive,  coordinated 
health  services,”  Mr.  Miller  commented.  “The  Plan 
carries  with  it  an  affirmation  of  high  quality  and  accessi- 
bility of  care  at  a reasonable  price  for  the  broad  scale  of 
benefits  involved.  We  think  it  builds  on  and  preserves 
the  best  aspects  of  private  medicine — including  freedom 
of  choice.” 

Mr.  Miller  said  The  Equitable  decided  to  become  in- 
volved with  the  Nassau  Health  Care  Plan  out  of  a deep 
concern  about  the  health  of  the  nation  and  health  care 
delivery  systems  in  the  U.S.  today. 

The  Nassau  Health  Care  Plan  will  be  offered  to  Nas- 
sau County  residents  as  an  alternative  to  existing  group 
health  insurance  through  employers  who  agree  to  par- 
ticipate. Monthly  premium  rates  will  be  $26.  for  an  in- 
dividual and  $69.75  to  cover  all  members  of  a family; 
with  a portion  of  these  costs  paid  by  employers  in  most 
cases. 

Public  health  nurse 
epidemiologist  being  trained 
to  work  in  City  clinics 

A new  health  professional,  specializing  in  epidemiolo- 
gy will  soon  be  added  to  the  growing  number  of  Public 
Health  Nurses  in  the  Health  Department  who  are 
upgrading  their  skills.  The  Health  Department,  in  co- 
operation with  Cornell  University — New  York  Hospital 
School  of  Nursing  and  the  Cornell  University  Medical 
College,  is  in  the  process  of  training  ten  nurses  who  will 
become  the  City’s  first  Public  Health  Nurse  Epidemiol- 
ogists. Lowell  E.  Beilin,  M.D.,  New  York  City  Health 
Commissioner  said,  “These  nurses,  trained  to  detect  per-, 
sons  or  groups  of  persons  at  risk  of  contracting  contagious 
diseases,  will  improve  the  Health  Department’s  capabil- 
ity to  handle  both  minor  disease  outbreaks  and  major 
epidemics.” 

The  new  demonstration  program  is  a first  in  the  field. 
It  begins  with  six  weeks  of  medical  training  at  Cornell 
University-New  York  Hospital.  Courses  include:  micro- 
biology, epidemiology,  biostatistics,  administrative  pro- 
cedure and  environmental  health.  The  classroom  work 
is  followed  by  seven  and  one-half  months  of  internship 
under  the  guidance  of  Dr.  John  S.  Marr,  the  Bureau  Di- 
rector of  the  Health  Department’s  Bureau  of  Infectious 
Disease  Control  and  under  the  Bureau’s  part-time  phy- 
sician epidemiologist. 

Miss  Margaret  O'Brien,  Director  of  the  Bureau  of 
Public  Health  Nursing,  says:  “This  structured,  educa- 
tional program  is  specially  geared  to  build  upon  the 
medical  and  interviewing  knowledge  of  the  public  health 
nurses  and  add  to  this  knowledge  the  more  specialized 
skills  needed  for  epidemiological  investigation.” 

Dr.  Marr,  in  clarifying  the  role  of  the  epidemiologist, 
says,  “The  task  of  the  epidemiologist  can  be  likened  to 
that  of  a detective — epidemiologists  have  to  find  the 
person  or  groups  of  persons  at  risk,  determine  when  and 
how  a disease  outbreak  took  place  and  also  the  time  and 
type  of  people  involved.”  The  ongoing  responsibilities 
of  the  epidemiologist  will  vary,  partially  due  to  the  sea- 
sonal nature  of  some  diseases.  Cases  of  flu  commonly  in- 
crease in  the  fall  and  winter  while  cases  of  food  poison- 


ing jump  when  warm  weather  arrives. 

According  to  Dr.  Marr,  one  of  the  newer  problems  in 
need  of  investigation  is  that  of  nosocomial  infections,  in- 
fections produced  and  caused  by  being  in  a hospital. 
Common  examples  of  these  are:  outbreaks  of  staph  in- 
fections or  infant  diarrhea  in  the  newborn  hospital  nur- 
sery. 

For  further  information  contact:  Helen  S.  Stone  at 

(212)  566-8040,  Night  Number  (212)  340-4494. 

Major  program  to 
train  nurse  practitioners 

In  an  effort  to  reduce  the  health  manpower  shortage 
in  Central  and  Northern  New  York  the  Upstate  Medical 
Center’s  College  of  Health  Related  Professions  has  an- 
nounced a major  program  to  train  Nurse  Practitioners. 

The  program  will  train  registered  nurses  for  expanded 
roles  in  nursing  permitting  the  physician  to  attend  to 
the  more  acute  cases  as  well  as  see  additional  patients, 
according  to  Dr.  Margaret  Sovie,  director  of  Continuing 
Education  for  Nursing  Programs  at  the  Medical  Center. 

It  is  anticipated  that  graduates  of  the  program  would 
return  to  their  former  health  care  settings  in  various 
locations  throughout  the  Upstate  New  York  region. 

The  Nurse  Practitioners  will  specialize  in  one  of  the 
four  following  areas:  Adult  Medicine,  Critical  Care, 

Gerontology,  and  Pediatrics.  The  course  has  been 
scheduled  to  begin  in  January  of  1975  and  the  college  is 
accepting  candidates  in  each  program. 

The  sixteen-week,  full-time  program  will  combine 
nursing  instruction  and  supervised  clinical  experience  in 
a variety  of  appropriate  settings.  Course  work  will  be 
followed  by  a preceptorship  for  a minimum  of  four 
months  as  a nurse  practitioner  in  the  individual's  place 
of  employment  under  the  supervision  of  a physician  who 
will  act  as  preceptor. 

The  curriculum  was  developed  in  conjunction  with 
the  Medical  Center’s  College  of  Medicine  and  reflects  a 
philosophy  which  prepares  nurse  practitioners  to  work 
with  physicians  and  other  health  workers  to  deliver  indi- 
vidualized health  care  in  a variety  of  settings,  according 
to  Dr.  Sovie. 

Candidates  for  the  program  must  be  currently  li- 
censed registered  nurses  and  will  be  awarded  a certifi- 
cate of  achievement  from  the  college  on  the  successful 
completion  of  the  program. 

Each  of  the  four  specialty  programs  has  both  a physi- 
cian and  nursing  director.  Applications  for  the  Nurse 
Practitioner  Programs  may  be  secured  from  the  Office 
of  Admissions  and  Student  Affairs  at  the  Upstate  Medi- 
cal Center,  155  Elizabeth  Blackwell,  Syracuse,  New 
York. 

Psychiatric  nursing 
training  grants 

Twenty-six  psychiatric  nursing  training  grants  total- 
ling more  than  $2  million,  have  been  awarded  to  schools 
throughout  the  U.S.  and  the  Virgin  Islands  by  the  Na- 
tional Institute  of  Mental  Health  of  HEW’s  Alcohol, 
Drug  Abuse,  and  Mental  Health  Administration. 

The  grants  will  support  both  graduate  and  undergrad- 
uate training  in  mental  health.  Primary  emphasis  will 
be  on  the  development  of  skills  needed  in  caring  for  per- 

continued  on  page  143 
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Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

400360 
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Editorials 


Important  releases  by  Board  of  Regents  on 
acupuncture  and  abortion 


The  practice  of  acupuncture  requires  regulation  New  regulations  have  also  been  issued  about  the 
and  control.  The  recent  release  covering  the  products  of  conception  and  this  short  listing  of 

guidelines  for  acupuncture  in  the  practice  of  medi-  regulations  will  be  found  useful;  it  follows  the  de- 
cine  is  printed  below  and  physicians  are  urged  to  tailed  regulations  governing  acupuncture, 
become  acquainted  with  them.  AAA 


AMENDMENT  TO  RULES  OF  THE  BOARD  OF  REGENTS 
AND  REGULATIONS  OF  THE  COMMISSIONER  OF 

EDUCATION 

Pursuant  to  Section  207  of  the  Education  Law  and  Chapter 

959  of  the  Laws  of  1974 

Practice  of  acupuncture 


1.  Part  30  of  the  Rules  of  the  Board  of  Regents 
is  repealed,  effective  October  15,  1974. 

2.  The  Regulations  of  the  Commissioner  are 
amended,  effective  October  15,  1974,  by  the  addi- 
tion of  new  sections  60.10,  61.11,  and  52.27  to  read 
as  follows: 

Section  60.10  Practice  of  Acupuncture  (a)  Gen- 
eral requirements.  Acupuncture  may  be  ad- 
ministered only  within  the  provisions  of  a re- 
search protocol  approved  in  accordance  with  the 
provisions  of  this  subdivision  by  an  institutional 
review  committee  in  accordance  with  21  Code  of 
Federal  Regulations  Section  130.3  and  Food  and 
Drug  Administration  Form  F.  D.  1571,  division 
10,  unit  (c)  and  only  to  patients  who  have  pre- 
viously consented  in  writing  to  the  use  of  acu- 
puncture, and  to  the  use  of  the  records  of  such 
treatment  by  the  institution,  physician,  or  den- 
tist conducting  the  research  and  by  the  Depart- 
ment or  its  agent,  for  purposes  of  compilation 
and  evaluation  of  the  effects  of  such  treatment. 
Research  protocols  shall  be  submitted  to  the 
Department  for  approval,  prior  to  commence- 
ment together  with  the  written  initial  approval 
of  said  institutional  review  committee.  No  re- 
search program  using  acupuncture  as  a modality 


may  operate  without  such  approval.  Acupunc- 
ture shall  be  administered  only  by  those  persons 
u'ho  are  certified  by  the  Department  as  qualified 
to  include  acupuncture  in  their  practice  in  ac- 
cordance with  these  regulations. 

(b)  To  be  authorized  to  administer  acupuncture 
outside  of  an  institutional  setting,  an  applicant 
must  provide  evidence  satisfactory  to  the  De- 
partment that: 

(1)  he  is  licensed  and  registered  as  a physician 
or  dentist  in  the  State  of  New  York;  and 

(2)  he  has  completed  education  and  training  in 
acupuncture  as  provided  in  subdivision  (d)  of 
this  section. 

(c)  To  be  authorized  to  administer  acupuncture 
within  an  approved  institutional  setting,  an  ap- 
plicant must  provide  evidence  satisfactory  to 
the  Department  that: 

(1) .  he  meets  the  requirements  of  subdivision 
(b)  of  this  section;  or 

(2)  he  is  in  possession  of  a limited  permit  to 
practice  medicine  or  dentistry  in  accordance 
with  sections  6525  or  6605  of  the  Education 
Law  and  has  met  the  requirements  of  subdivi- 
sion (d)  of  this  section;  or 

(3)  he  is  a graduate  of  a school  of  medicine  or  a 
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school  of  traditional  oriental  medicine,  herb 
medicine  or  acupuncture  acceptable  to  the 
Department,  and  has  received  education  and 
training  in  acupuncture  at  least  equal  to  that 
required  by  subdivision  (d)  of  this  section.  In 
addition,  to  be  certified  in  accordance  with 
this  paragraph,  an  applicant  must  furnish  evi- 
dence satisfactory  to  the  Department  of  com- 
pletion of  at  least  five  years  of  experience  ac- 
ceptable to  the  Department  in  the  use  of  acu- 
puncture. Such  persons  shall  be  registered  as 
“Specialist’s  Assistant  (acupuncture)”  in  ac- 
cordance with  the  provisions  of  §6531  of  the 
Education  Law. 

(4)  The  Department  may  in  its  discretion  ad- 
ditionally require  the  passing  of  an  examina- 
tion in  acupuncture  satisfactory  to  the  State 
Board  for  Medicine  or  State  Board  for  Den- 
tistry by  those  applicants  who  meet  all  other 
requirements  for  certification  in  acupuncture 
but  claim  education  and  training  equivalent 
to  subdivision  (d)  of  this  section  for  which 
satisfactory  evidence  may  not  be  available. 

(5)  Persons  authorized  to  use  acupuncture  on 
the  basis  of  having  met  the  requirements  of 
paragraphs  (2)  or  (3)  of  this  subdivision  may 
do  so  only  in  an  approved  institutional  set- 
ting, and  only  under  the  supervision  of  a phy- 
sician or  dentist  licensed  and  registered  in 
this  state  and  who  is  certified  by  the  Depart- 
ment for  the  application  of  acupuncture. 

(6)  For  the  purposes  of  this  section,  an  ap- 
proved institutional  setting  shall  include  a 
school  of  medicine  or  dentistry  offering  a pro- 
gram of  professional  instruction  registered  by 
the  Department,  a hospital  or  other  research 
facility  conducting  a research  protocol  on  the 
use  of  acupuncture  approved  pursuant  to  this 
section,  but  shall  not  include  physicians  or 
dentists  administering  acupuncture  in  their 
private  practice. 

(d)  Minimum  requirements  for  education  and 
training  in  acupuncture  shall  include  evidence 
satisfactory  to  the  Department  of: 

(1)  At  least  100  hours  of  instruction  in  pro- 
grams in  acupuncture  registered  by  the  De- 
partment, or  in  a program  determined  by  the 
Department  to  be  the  equivalent  of  a regis- 
tered program.  Such  instruction  shall  consist 
of: 

i.  at  least  50  hours  of  didactic  instruction 
and  clinical  demonstrations  in  general  and 
basic  aspects  of  acupuncture. 

ii.  at  least  50  hours  of  instruction,  both 
didactic  and  clinical,  and  consisting  of  more 
specialized  instruction  in  specific  uses  and 
techniques  of  acupuncture.  Topics  of  in- 
struction shall  include;  indications  and  con- 
traindications for  acupuncture  administra- 
tion, techniques  for  locating  acupuncture 


points,  needling  and  stimulating  tech- 
niques, and  trainee  participation  in  admin- 
istration of  acupuncture  in  clinical  demon- 
strations. 

(e)  A copy  of  each  approved  research  protocol, 
together  with  curriculum  vitae  of  all  partici- 
pants other  than  subjects,  shall  be  filed  with  the 
State  Board  for  Medicine  or  State  Board  for 
Dentistry.  The  principal  investigator  shall  no- 
tify the  State  Board  for  Medicine  or  State 
Board  for  Dentistry  of  any  change  in  either  the 
research  protocol  or  the  personnel  involved  in 
administering  acupuncture.  The  records  of  all 
patients  to  whom  acupuncture  is  administered 
shall  be  kept  on  forms  approved  by  the  Depart- 
ment. These  records  and  the  signed  consent 
forms  shall  be  retained  for  a period  of  at  least 
six  years  after  the  last  date  of  treatment.  Such 
records  shall  be  available  for  use  by  the  Depart- 
ment or  its  agent  for  the  compilation  and  evalu- 
ation of  the  effects  of  such  treatment. 

(f)  A physician  or  dentist  authorized  to  use  acu- 
puncture may  disclose  such  fact  on  his  profes- 
sional cards,  office  signs  and  directory  listings  in 
a manner  consistent  with  the  accepted  stan- 
dards of  professional  conduct,  by  use  of  the 
word  “acupuncture.” 

(g)  The  fee  for  certification  in  acupuncture  shall 
be  $50. 

(h)  Failure  to  comply  with  any  or  all  of  the  regu- 
lations of  this  section  shall  constitute  profes- 
sional misconduct. 

61.11  Use  of  Acupuncture  in  Dentistry 

General  provisions.  The  use  of  acupuncture  in 
conjunction  with  the  practice  of  dentistry  shall 
be  in  conformity  with  section  60.10  of  these  reg- 
ulations. 

52.27  Registration  of  Curricula  in  Acupuncture 

(a)  An  approved  program  for  education  and 
training  in  acupuncture  may  be  offered  by  a 
hospital,  medical  or  dental  school,  or  profes- 
sional organization  in  acupuncture,  medicine 
or  dentistry  acceptable  to  the  Department, 
and  shall  have  adequate  equipment  and  re- 
sources. 

(b)  Such  programs  shall  include  instruction 
not  less  than  that  provided  in  subdivision  (d) 
of  section  60.10  of  these  regulations. 

(c)  Such  programs  shall  provide  a sufficient 
number  of  qualified  instructors  and  a director 
with  satisfactory  professional  training  for 
both  the  clinical  and  the  academic  portions  of 
the  program. 

(d)  Admission  to  such  programs  shall  he  limit- 
ed to  those  eligible  for  authorization  to  prac- 
tice acupuncture  as  provided  in  section  60.10 
of  these  regulations. 

(e)  Such  programs  shall  maintain  adequate  in- 
dividual student  records,  including  all  evi- 
dence of  prior  experience  submitted  by  appli- 
cants and  of  the  performance  of  students  in 
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both  the  academic  and  clinical  portions  of  the 
program. 

(f)  Application  for  approval  of  a program  shall 
he  made  on  forms  provided  by  the  Depart- 
ment. Copies  of  all  catalogues,  brochures  and 
any  advertising  material  describing  the  ap- 
proved program  shall  be  filed  with  the  De- 
partment. The  organization  or  institution  of- 
fering an  approved  program  shall  be  subject 
to  visitation  by  the  Department  and  shall 
promptly  submit,  on  request,  any  reports  or 
statistical  data  which  the  Department  may  re- 
quire. 

(g)  The  approval  of  a program  shall  continue 
until  withdrawn  by  the  Department.  The  ap- 
proval of  the  Department  may  be  withdrawn 
at  any  time  if  the  program  does  not  meet  the 
standards  of  the  Department  or  for  any  other 
sufficient  cause. 

Below  we  quote  from  January,  1974  Minutes  of 
the  Council  of  MSSNY. 

Abortion 

The  joint  program  for  the  study  of  abortion 
(JPSA)  showed  that  second  trimester  abortions 
have  complication  rates  3 times  as  high  as  abor- 
tions performed  at  a gestational  age  of  less  than 
thirteen  weeks.  In  New  York  City  the  complica- 
tion rates  for  second  trimester  abortions  was  more 
than  7%  times  greater  than  the  first  trimester 
abortions  and  a study  there  showed  saline  proce- 
dures to  have  a mortality  rate  of  18.8  per  100,000 


Medic  one  means  fast 
help  in  emergency 

Medic  I is  saving  lives  in  Seattle — lives  of  men  and 
women  who  would  have  died  without  the  innovative 
emergency  mobile  units  to  aid  heart  attack  victims. 

A report  in  the  August  12,  1974,  issue  of  the  Journal  of 
the  American  Medical  Association  tells  of  the  work  of 
Medic  I. 

The  last  thing  Eldon  Holmes,  a fifty-three-year-old 
Seattle  salesman,  remembers  about  the  morning  of  Feb- 
ruary 29,  1972,  is  that  he  was  sitting  at  the  breakfast 
table  drinking  coffee.  His  wife  was  in  the  bathroom 
when  she  heard  a terrible  crash. 

Mrs.  Holmes  ran  into  the  living  room  where  she  found 
her  husband  sprawled  on  the  floor,  his  face  turning  pur- 
ple. She  grabbed  a wet  towel  for  his  face  then  realized 
he  was  unconscious  and  rushed  to  the  telephone. 

Her  call  to  911,  Seattle’s  emergency  number,  was  re- 
ceived at  7:14  a.m.  Two  minutes  later  a fire  department 
aid  car  arrived  at  Mr.  Holmes’  high-rise  apartment 
building  near  downtown.  Within  another  minute, 
Medic  I,  one  of  the  city’s  three  intensive  coronary  care 
units,  was  on  the  scene.  The  four  firemen,  two  trained 


procedures,  hysterotomy  208.3  per  100,000  proce- 
dures and  sharp  or  suction  curettage,  1.4  per 
100,000  procedures. 

The  following  is  from  a letter  sent  by  Hollis  S. 
Ingraham,  M.D.,  Commissioner  of  Health,  dated 
October  24,  1974. 

Recently  enacted  legislation  and  action  by  the 
Public  Health  Council  and  the  State  Hospital  Re- 
view and  Planning  Council  have  strengthened  the 
legal  requirements  governing  induced  termina- 
tions of  pregnancy  performed  with  the  intent  to 
induce  miscarriage. 

All  such  induced  terminations  in  New  York 
State  after  the  twelfth  week  of  pregnancy  must  be 
performed  in  a hospital  and  only  on  an  in-patient 
basis. 

Moreover,  when  such  an  induced  termination  is 
performed  after  the  twentieth  week  of  pregnancy, 
a physician  other  than  the  physician  performing 
the  procedure  must  be  in  attendance  to  take  con- 
trol of  and  to  provide  immediate  care  for  any 
product  of  conception  which  after  separation  from 
the  woman,  breathes  or  shows  any  other  evidence 
of  life  such  as  beating  of  the  heart,  pulsation  of  the 
umbilical  cord,  or  definite  movement  of  voluntary 
muscles,  whether  or  not  the  umbilical  cord  has 
been  cut  or  the  placenta  is  attached.  It  is  further 
required  that  the  medical  records  of  all  life-sus- 
taining efforts  put  forth  for  such  a product  of  con- 
ception, their  failure  or  success,  must  be  kept  by 
both  the  attending  physician  and  the  hospital. 


in  emergency  first  aid  and  two  as  advanced  paramedics, 
found  the  victim  on  the  floor  with  no  pulse  and  no  spon- 
taneous respiration.  Clinically,  he  could  have  been  pro- 
nounced dead. 

Yet  Mr.  Holmes  was  able  to  walk  out  of  the  hospital  a 
few  weeks  later.  And  today,  despite  another  heart  at- 
tack in  February  of  this  year  and  a second  encounter 
with  Medic  I,  he  is  one  of  335  persons  whose  lives  were 
saved  by  the  emergency  medical  program  during  its  first 
four  years  of  operation. 

“There  is  no  doubt  in  my  mind  that  if  it  weren’t  for 
Medic  I,  I wouldn’t  be  here,”  says  Mr.  Holmes,  whose 
heart  was  in  ventricular  fibrillation  on  arrival  of  Medic 
I.  Had  he  not  received  cardiopulmonary  resuscitation 
within  five  minutes,  he  would  have  died  on  that  winter 
morning  in  1972. 

Nearly  15,000  people  in  Seattle  have  been  treated  by 
Medic  I since  it  was  started  in  March,  1970.  Of  that 
total,  36  per  cent  were  hav  ing  some  kind  of  “heart  at- 
tack” when  the  unit  arrived.  The  percentage  of  long- 
term survivors  who  were  in  ventricular  fibrillation  on  ar- 
rival of  the  Medic  I has  increased  from  11  per  cent  dur- 
ing the  first  two  years  to  25  per  cent  in  the  past  year. 

Medic  I was  one  of  the  country’s  first  mobile  intensive 
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coronary  care  systems.  A number  of  them  are  in  opera- 
tion now,  but  no  other  city  has  such  impressive  survival 
statistics  as  Seattle.  Hardly  a week  goes  by  in  Seattle 
without  a visit  from  communities  as  far  away  as  Mel- 
bourne, Australia,  seeking  advice  on  how  to  set  up  simi- 
lar systems. 

The  originator  of  Medic  I was  Leonard  Cobb,  M.D.,  a 
University  of  Washington  cardiologist.  He  is  on  the 
staff  of  the  University-affiliated  Harborview  Medical 
Center,  a former  county  hospital,  which  has  the  busiest 
emergency  room  in  Seattle. 

Since  most  deaths  due  to  coronary  heart  disease  occur 
outside  the  hospital,  Dr.  Cobb  began  six  years  ago  to  ex- 
plore the  possibilities  of  a mobile  intensive  coronary 
care  system.  There  were  no  national  models.  The  na- 
tional average  response  time  to  emergencies  was,  and 
still  is  in  many  places,  a devastating  forty-four  minutes. 
When  breathing  stops,  the  victim  has  five  minutes  to  get 
help  before  the  occurrence  of  irreversible  brain  damage. 

The  first  paramedics  were  recruited  among  firemen 
already  experienced  with  aid  units.  They  took  a one 
hundred  fifty-hour  course,  backed  up  by  ten-months’ 
experience  with  a physician  accompanying  every  Medic 
I run.  Hernan  Alvarez,  III,  M.D.,  then  a resident,  was 
one  of  the  first  physicians  to  “ride  the  rig.”  He  and  Dr. 
Cobb  now  direct  the  paramedic  training  program. 

“We  were  not  sure  what  the  paramedics  could  do,” 
Dr.  Cobb  said,  explaining  the  use  of  a physician  on  all 
runs  for  the  first  ten  months.  “This  proved  to  be  inval- 
uable training  for  the  paramedics,  but  it  has  been  re- 
placed by  expanding  the  scope  and  duration  of  hospital 
training  and  providing  careful  supervision  in  the  field 
during  a two  hundred  eighty-eight-hour  internship.” 
The  entire  training  course  consists  of  one  thousand  and 
twenty-two  hours  of  instruction  and  experience. 

Among  the  skills  mastered  by  the  paramedics  are: 
recognition  and  interpretation  of  normal  and  abnormal 
heart  rhythms  by  electrocardiogram  and  oscilloscope 
readings,  intravenous  and  intracardiac  administration  of 
drugs,  endotracheal  intubation  and  defibrillation.  The 
program  has  been  expanded  from  its  original  concept  of 
mobile  coronary  care  to  include  emergency  life  support 
for  any  critically  ill  or  injured  citizen.  Physicians  are 
impressed  with  how  well  the  paramedics  manage  victims 
of  acute  trauma,  extrications  at  accident  scenes,  severe 
fractures,  and  complex  obstetrical  cases.  Recently,  they 
were  credited  with  saving  the  life  of  a young  man  who 
was  shot  through  the  heart  at  close  range  with  a 38-cali- 
ber bullet. 

Anybody  who  dials  911  for  medical  aid  is  immediately 
transferred  to  the  fire  department  dispatcher.  The  dis- 


patcher is  the  key  link  in  the  system  and  has  been 
trained  to  recognize  life-threatening  emergencies  over 
the  telephone.  Calmly  and  rationally,  he  sends  the 
nearest  of  ten  strategically  located  aid  units  to  insure  a 
rapid  two-to-five  minute  response. 

The  aid  units  are  manned  by  firemen  who  have  com- 
pleted an  eighty-hour  Emergency  Medical  Technician 
(EMT)  course.  The  more  highly  trained  paramedics  in 
the  nearest  Medic  I van  are  called  in  simultaneously  if 
the  dispatcher  determines  that  a life-threatening  emer- 
gency is  likely.  In  more  remote  parts  of  the  city,  where 
an  aid  car  or  Medic  I unit  may  be  more  than  five  min- 
utes away,  the  nearest  fire  engine  company  is  dis- 
patched to  insure  rapid  response. 

If  the  patient  requires  resuscitation,  definitive  thera- 
py is  carried  out  without  physician  involvement  under 
standing  written  orders  from  Dr.  Cobb. 

There  are  now  37  trained  paramedics  and  one  officer- 
in-charge,  who  work  ten-hour  shifts  to  keep  the  three 
Medic  I vans  in  constant  service.  The  same  men  may 
also  be  assigned  to  fire  combat  duty.  The  paramedics’ 
extra  pay  amounts  to  only  $75  per  month;  and  yet  there 
is  a waiting  list  of  50  who  want  to  enter  the  program. 

Lt.  Michael  Olsen,  who  was  a first  aid  instructor  be- 
fore he  became  a paramedic,  (and  the  officer-in-charge), 
was  attracted  to  the  program  because  “it’s  innovative, 
exciting,  and  different  from  the  firehouse  routine.”  He 
receives  calls  from  citizens  who  want  to  become  para- 
medics, and  do  not  know  they  must  be  fire-fighters  first. 

The  response  of  the  Seattle  community  to  Medic  I has 
been  highly  supportive.  This  became  apparent  at  the 
end  of  the  first  year  of  operation  when  the  funding  ran 
out.  An  appeal  was  made  to  the  public  for  $110,000. 
“It  was  a miracle  the  way  the  community  responded,” 
Fire  Chief  Gordon  Vickery  recalls.  It  raised  $185,000  in 
less  than  two  months.  The  Seattle  Rotary  Club  paid  for 
one  of  the  Medic  I vans. 

Another  indication  of  widespread  community  support 
has  been  the  phenomenal  success  of  Medic  II,  a cardio- 
pulmonary resuscitation  training  course  for  citizens.  It 
was  Chief  Vickery’s  idea  to  offer  a free  three-hour 
course  to  persons  of  high  school  age  and  above,  taught 
by  Fire  Department  paramedics  and  including  manne- 
quin practice.  More  than  60,000  persons  have  taken  the 
course  in  the  last  two  years.  The  goal  of  the  program  is 
to  train  100,000  citizens  by  the  end  of  1974,  so  that  one 
in  every  five  persons  could  initiate  cardiopulmonary  re- 
suscitation at  the  scene  of  an  emergency.  Medic  II  has 
already  meant  an  increase  from  5 per  cent  to  20  per  cent 
of  the  resuscitations  started  by  citizens  who  happened 
to  be  on  the  scene. 
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Tofranil-PM 

imipramine  pamoate 


Capsules*  of  150, 125,100 
and  75  mg. 


One  capsule  lasts  from  bedtime  to  bedtime. 


For  singie-dose  therapy  in 
depression  when  the  dosage  is 
established. 

• simple  enough  dosage  regimen 
to  help  avoid  missed  doses. 

• while  daily  dosage  ranges 
from  75  to  300  mg.,  the  150-mg. 
capsule  may  be  the  most  effec- 
tive daily  dose  for  many  patients. 


• becomes  part  of  the  regular 
bedtime  routine— making  it 
easier  to  establish  a more  re- 
liable pattern  of  self-medication. 

• safety/efficacy  ratio  equivalent 
to  divided  daily  doses. 

• provides  a full  range  of  single 
daily  dosage  strengths  to  facili- 
tate increasing  or  gradually 
decreasing  medication. 


Please  read  the  prescribing  in- 
formation for  details  of  usage, 
precautions,  warnings,  contra- 
indications. adverse  experiences, 
and  dosage  recommendations. 

A summary  of  this  information 
appears  on  the  following  page. 

’Each  capsule  contains  Imipramine 
pamoate  equivalent  to  150,  125,  100  or 
75  mg.  of  imipramine  hydrochloride. 


• saves  time  and  cost  of  dosage 
administration  in  the  hospital. 


Tofranil-PM  Geigy 

imipramine  pamoate 


One  capsule  lasts  from  bedtime  to  bedtime. 


Tofranil-PM 

brand  of  imipramine  pamoate 
Tofranil 

brand  of  imipramine  hydrochloride  USP 

Indications:  For  the  relief  of  symptoms  of 
depression  Endogenous  depression  is  more 
likely  to  be  alleviated  than  other  depressive 
states 

Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is 
contraindicated  Hyperpyretic  crises  or  severe 
convulsive  seizures  may  occur  in  patients  re- 
ceiving such  combinations-  The  potentiation 
of  adverse  effects  can  be  serious  or  even 
fatal  When  it  is  desired  to  substitute  Tofranil, 
brand  of  imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as 
long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days 
Initial  dosage  should  be  low  and  increases 
should  be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  during  the  acute 
recovery  period  after  a myocardial  infarction. 
Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug.  The 
possibility  of  cross-sensitivity  to  other  dibenz- 
azepine  compounds  should  be  kept  in  mind. 
Warnings:  Usage  in  Pregnancy:  Safe  use  of 
imipramine  during  pregnancy  and  lactation 
has  not  been  established;  therefore,  in  admin- 
istering the  drug  to  pregnant  patients,  nursing 
mothers,  or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards.  Animal  repro- 
duction studies  have  yielded  inconclusive 
results  There  have  been  clinical  reports  of 
congenital  malformation  associated  with  the 
use  of  this  drug,  but  a causal  relationship  has 
not  been  confirmed 

Extreme  caution  should  be  used  when  this 
drug  is  given  to 

— patients  with  cardiovascular  disease  be- 
cause of  the  possibility  of  conduction  de- 
fects, arrhythmias,  myocardial  infarction, 
strokes  and  tachycardia, 

— patients  with  increased  intraocular  pres- 
sure, history  of  urinary  retention,  or  history 
of  narrow-angle  glaucoma  because  of  the 
drug  s anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid 
medication  because  of  the  possibility  of 
cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder 
because  this  drug  has  been  shown  to  lower 
the  seizure  threshold, 

— patients  receiving  guanethidine  or  similar 
agents  since  imipramine  may  block  the 
pharmacologic  effects  of  these  drugs 

Usage  in  Children  Pending  evaluation  of  re- 
sults from  clinical  trials  in  children,  Tofranil, 
brand  of  imipramine  hydrochloride,  is  not 
recommended  for  treatment  of  depression  in 
patients  under  twelve  years  of  age 
Tofranil-PM,  brand  of  imipramine  pamoate, 
should  not  beused  in  children  of  any  age 
because  of  the  increased  potential  for  acute 
overdosage  due  to  the  high  unit  potency 
(75  mg  , 100  mg  , 125  mg  and  150  mg  ) Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75  mg  , 100  mg  , 125  mg  or  1 50  mg 
imipramine  hydrochloride 
Since  imipramine  may  impairthe  mental  and/ 
or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks,  such  as 
operating  an  automobile  or  machinery,  the 


patient  should  be  cautioned  accordingly. 
Precautions:  It  should  be  kept  in  mind  that 
the  possibility  of  suicide  in  seriously  de- 
pressed patients  is  inherent  in  the  illness  and 
may  persist  until  significant  remission  occurs 
Such  patients  should  be  carefully  supervised 
during  the  early  phase  of  treatment  with 
Tofranii,  brand  of  imipramine  hydrochloride, 
and  may  require  hospitalization  Prescriptions 
should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur, 
particularly  in  patients  with  cyclic  disorders 
Such  reactions  may  necessitate  discontinu- 
ation of  the  drug  If  needed,  Tofranil,  brand  of 
imipramine  hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes  are  re- 
lieved. Administration  of  a tranquilizer  may  be 
useful  in  controlling  such  episodes 
Prior  to  elective  surgery,  imipramine  hydro- 
chloride should  be  discontinued  for  as  long  as 
the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  and 
may  require  reduction  of  dosage  and  the  addi- 
tion of  a phenothiazine. 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents)  in  addition,  the 
atropine-like  effects  may  become  more  pro- 
nounced (e  g . paralytic  ileus).  Close  super- 
vision and  careful  adjustment  of  dosage  is 
required  when  this  drug  is  administered  con- 
comitantly with  anticholinergic  or  sympatho- 
mimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decon- 
gestants and  local  anesthetics,  which  contain 
any  sympathomimetic  amine  (e  g.,  adrenalin, 
noradrenalin),  since  it  has  been  reported  that 
tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 
Patients  should  be  warned  that  the  concomi- 
tant use  of  alcoholic  beverages  may  be 
associated  with  exaggerated  effects 
Both  elevation  and  lowering  of  blood  sugar 
levels  have  been  reported 
Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  haz- 
ards; such  treatment  should  be  limited  to 
those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note:  Although  the  listing 
which  follows  includes  a few  adverse  reac- 
tions which  have  not  been  reported  with  this 
specific  drug,  the  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered 
when  imipramine  is  administered 
Cardiovascular:  Hypotension,  hypertension, 
tachycardia,  palpitation,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke,  falls 
Psychiatric:  Confusional  states  (especially  in 
the  elderly)  with  hallucinations,  disorienta- 
tion. delusions,  anxiety,  restlessness,  agita- 
tion; insomnia  and  nightmares,  hypomania; 
exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthe- 
sias of  extremities,  incoordination,  ataxia, 
tremors,  peripheral  neuropathy,  extrapyram- 
idal  symptoms,  seizures,  alterations  in  EEG 
patterns,  tinnitus 

Anticholinergic  Dry  mouth,  and,  rarely,  asso- 
ciated sublingual  adenitis;  blurred  vision,  dis- 
turbances of  accommodation,  mydriasis,  con- 
stipation, paralytic  ileus;  urinary  retention, 
delayed  micturition,  dilation  of  the  urinary  tract 


Allergic:  Skin  rash,  petechiae.  urticaria,  itch- 
ing. photosensitization  (avoid  excessive  expo- 
sure to  sunlight),  edema  (general  or  of  face 
and  tongue);  drug  fever;  cross-sensitivity  with 
desipramine 

Hematologic:  Bone  marrow  depression  includ- 
ing agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia  Leukocyte  and  differential 
counts  should  be  performed  in  any  patient 
who  develops  fever  and  sore  throat  during 
therapy,  the  drug  should  be  discontinued  if 
there  is  evidence  of  pathological  neutrophil 
depression 

Gastrointestinal  Nausea  and  vomiting,  ano- 
rexia. epigastric  distress,  diarrhea,  peculiar 
taste,  stomatitis,  abdominal  cramps,  black 
tongue 

Endocrine:  Gynecomastia  in  the  male;  breast 
enlargement  and  galactorrhea  in  the  female, 
increased  or  decreased  libido,  impotence; 
testicular  swelling,  elevation  or  depression  of 
blood  sugar  levels 

Other.  Jaundice  (simulating  obstructive); 
altered  liver  function,  weight  gain  or  loss, 
perspiration,  flushing,  urinary  frequency; 
drowsiness,  dizziness,  weakness  and  fatigue, 
headache;  parotid  swelling,  alopecia 
Withdrawal  Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment 
after  prolonged  therapy  may  produce  nausea, 
headache  and  malaise 

Dosage  and  Administration:  Lower  dosages 
are  recommended  for  elderly  patients  and 
adolescents  Lower  dosages  are  also  recom- 
mended for  outpatients  as  compared  to  hos- 
pitalized patients  who  will  be  under  close 
supervision  Dosage  should  be  initiated  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
at  a low  level  and  increased  gradually,  noting 
carefully  the  clinical  response  and  any  evi- 
dence of  intolerance  Following  remission, 
maintenance  medication  may  be  required  for 
a longer  period  of  time,  at  the  lowest  dose 
that  will  maintain  remission 
Once-a-day  maintenance  dosage  can  be  pro- 
vided with  Tofranil-PM,  brand  of  imipramine 
pamoate,  capsules  if  this  dosage  has  been 
established  as  explained  above  This  dose 
may  be  given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and  insom- 
nia with  this  dosage  regimen,  the  capsules 
may  be  given  in  the  morning 
Parenteral  administration  should  be  used 
only  for  starting  therapy  in  patients  unable  or 
unwilling  to  use  oral  medication  The  oral 
form  should  supplant  the  injectable  as  soon 
as  possible 

How  Supplied:  Tofranil,  brand  of  imipramine 
hydrochloride:  Round  tablets  of  25  and 
50  mg  ; triangular  tablets  of  1 0 mg  , and  am- 
puls, each  containing  25  mg  in  2 cc  for  I M 
administration 

Tofranil-PM,  brand  of  imipramine  pamoate: 
Capsules  of  75,  1 00,  1 25  and  1 50  mg  (Each 
capsule  contains  imipramine  pamoate  equiva- 
lentto75.  100,  125or  150  mg  of  imipramine 
hydrochloride.)  ( B)  98-1  46-850-P  (2/74) 

For  complete  details,  including  dosage  and 
administration,  please  refer  to  the  full  pre- 
scribing information. 
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More  than  10  million  Americans  are  afflicted 
with  peptic  ulcer,  and  of  those  admitted  to  hospi- 
tals about  25  per  cent  manifest  bleeding.1  Per- 
haps an  equal  number  go  undetected  or  unrecord- 
ed. The  overall  mortality  rate  of  bleeding  peptic 
ulcer  still  remains  a formidable  5 to  9 per  cent.2-4 
A recent  analysis  by  Schiller,  Truelove,  and  Wil- 
liams3 revealed  no  improvement  in  the  final  out- 
come of  patients  with  bleeding  ulcer  during  the 
last  fifteen  years.  This  appears  paradoxical  and 
discouraging  in  the  face  of  additional  and  im- 
proved diagnostic  methods  as  well  as  in  increased 
experience  in  the  management.  Is  there  then  a 
changed  behavior  of  the  disease,  or  are  we  doing 
something  wrong?  In  this  study,  the  various  fac- 
tors influencing  the  mortality  rate  of  patients  with 
bleeding  peptic  ulcer  have  been  assessed,  and  the 
results  compared  with  different  methods  of  treat- 
ment among  patients  in  a V.A.  (Veterans  Adminis- 
tration) Hospital. 

Methods  and  Materials 

The  case  histories  of  all  patients  with  gastroin- 
testinal hemorrhage  admitted  to  the  Albany  V.A. 
Hospital  during  1960  to  1970  were  reviewed.  Only 
those  with  radiologic  and/or  histopathologic  evi- 
dence of  peptic  ulcer  were  included  in  the  study. 
The  first  bleeding  episode  in  the  patient’s  history 
was  considered  as  the  “initial  hemorrhage.”  The 
follow-up  period  was  computed  from  a date  deter- 
mined from  the  records  of  subsequent  admissions 
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A recent  study  was  carried  out  at  the  Veterans  Ad- 
ministration Hospital  in  Albany,  New  York,  to  as- 
sess factors  influencing  the  mortality  rate  of  pa- 
tients with  bleeding  peptic  ulcer  and  to  compare 
the  results  with  different  methods  of  treatment.  A 
total  of  234  patients  were  inuolued  in  this  study. 
Factors  studied  included:  age  at  initial  hemor- 

rhage and  its  severity,  duration  of  symptoms,  fre- 
quency of  bleeding,  atherosclerosis,  and  alcohol. 
Initially,  all  patients  were  treated  medically  and 
were  closely  followed  up  by  a surgeon.  If  bleeding 
was  prolonged  or  difficult  to  control,  emergency 
surgery  was  carried  out.  Of  the  total  234  patients, 
157,  67  per  cent,  were  treated  medically  and  77,  33 
per  cent,  required  surgery.  Patients  operated  on 
within  forty-eight  hours  of  the  bleeding  episode 
had  significantly  lower  mortality  rates  than  others 
who  had  surgery  at  a later  stage.  Surgical  inter- 
vention should  not  be  delayed  if  the  patient  re- 
quires transfusion  with  more  than  6 units  of  blood 
in  one  episode.  Early  surgical  intervention  is  also 
indicated  in  the  elderly,  alcoholic  patients,  or  in 
patients  with  atherosclerosis,  since  they  run  a 
higher  mortality  rate  following  bleeding. 


to  the  V.A.  Hospital  for  further  problems  due  to 
the  peptic  ulcer  or  other  causes,  or  even  from  the 
records  of  posthospital-care  clinics.  The  follow- 
up of  almost  all  patients  was  carried  out  as  close  to 
the  present  date  as  possible  by  seeing  them  in  the 
posthospital-care  clinic  or  through  their  family 
physicians.  Patients  who  attended  hospitals  other 
than  the  V.A.  during  the  initial  or  any  subsequent 
bleeding  episode  and  those  with  stress  ulcers  were 
excluded  from  the  study. 

The  severity  of  bleeding  was  graded  according 
to  the  amount  of  blood  transfused  during  the  en- 
tire episode2;  on  this  basis,  the  patients  were  clas- 
sified into  four  categories,  as  shown  in  Table  I. 

The  medical  management  consisted  essentially 
of  replacement  of  blood  loss,  sedation,  and  antac- 
ids. During  the  active  bleeding  phase,  iced  saline 
lavage  of  the  stomach,  followed  by  instillation  of 
antacid  and  milk,  was  instituted.  Once  the  bleed- 
ing was  controlled,  the  lavage  was  discontinued, 
but  not  the  antacids  and  milk,  and  a bland  diet 
was  started.  All  patients  in  our  study  were  initial- 
ly treated  medically  and  were  closely  followed  up 
by  a surgeon.  If  the  bleeding  was  prolonged  or 
difficult  to  control,  emergency  surgery  was  carried 
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TABLE  I.  Severity  of  initial  hemorrhage  and  mortality  rates 


Units  of 
Blood 

Number  of 
Patients 

Deaths  (per  cent) 

0 to  2 

51 

1 (2.0) 

3 to  6 

127 

3 (2.4) 

7 to  10 

34 

5 (14.7) 

10  plus 

22 

4 (18.2) 

TABLE 

II.  Duration  of  follow-up 

Number  of 

Y ears 

Patients 

Initial 

234 

1 

203 

2 

180 

3 

143 

4 

137 

5 

101 

6 

87 

7 

69 

8 

42 

9 

38 

10  plus 

32 

TABLE  III.  Effect  of  age  at  initial  hemorrhage  on  mortality 

rate 

Age 

Number  of 

Deaths 

(Y  ears) 

Patients 

(per  cent) 

<40 

29 

0 

40  to  49 

64 

1 (1  .6) 

50  to  59 

39 

2 (5.1) 

60  to  69 

37 

3 (8.1) 

70  to  79 

56 

6 (10.7) 

80  plus 

9 

1 (11.1) 

Total 

234 

13 (5.6) 

out.  Fmdoscopic  and  x-ray  film  contrast  studies 
were  done  within  twenty-four  to  seventy-two 
hours  of  the  onset  of  bleeding.  Celiac  angiograms 
and  other  diagnostic  tests  were  performed  in  pa- 
tients posing  a diagnostic  problem.  The  decision 
as  to  the  type  of  therapy  was  made  by  both  the  in- 
ternist and  the  surgeon.  Surgery  was  selected  for 
those  who  suffered  three  or  more  episodes  of 
bleeding,  or  when  medical  therapy  failed.  The 
type  of  surgery  depended  on  the  site  of  the  ulcer, 
duration  of  the  disease,  age  of  the  patient,  and  on 
other  factors.  In  general,  vagotomy  with  pyloro- 
plasty and  suture  ligation  was  the  procedure  of 
choice.  Gastrectomy  was  done  in  diffuse  bleeding, 
while  gastrojejunostomy  with  vagotomy  was  per- 
formed when  the  other  procedures  were  not  tech- 
nically feasible. 

Results 

A total  of  234  patients  satisfied  the  criteria  of 
selection  for  this  study.  The  follow-up  period  is 
shown  in  Table  II.  Thirty-one  patients  were  fol- 
lowed up  for  less  than  one  year  and  32  others  for 
more  than  ten  years. 

Table  III  shows  the  effect  of  age  on  the  mortali- 
ty rate  in  patients  with  bleeding  peptic  ulcer. 


TABLE  IV.  Effect  of  atherosclerosis  on  mortality  rates 


Diagnosis 

Number  of 
Patients 

Deaths 
(per  cent) 

N on-atherosclerosis 

138 

1 (0.7) 

Peripheral  atherosclerosis 
Peripheral  atherosclerosis 

61 

6 (9.8) 

and  old  C.A.D. 

31 

4 (12.9) 

Acute  myocardial  infarction 

2 

2 (100) 

TABLE  V. 

Effect  of  alcohol  on  mortality  rates 

Number  of 

Deaths 

Diagnosis 

Patients 

(per  cent) 

Nonalcoholics 

82 

2 (2.44) 

Alcoholics 

152 

11  (7.24) 

TABLE  VI.  Duration  of  Symptoms  and  mortality  rates 

Duration 

Number  of 

Deaths 

in  Years 

Patients 

(per  cent) 

<1 

17 

1 (5.9) 

1 to  3 

52 

3(5.7) 

3 to  5 

83 

4 (4.8) 

5 to  10 

61 

3 (4.9) 

>10 

21 

2 (9.5) 

This  starts  rising  from  the  age  of  fifty  years  and 
reaches  11.1  per  cent  in  the  over-eighty  age  group; 
the  overall  mortality  rate  was  5.6  per  cent.  These 
deaths  were  all  attributed  primarily  to  bleeding. 
Twelve  of  13  fatal  cases  had  generalized  athero- 
sclerosis (Table  IV).  Six  had  only  extensive  pe- 
ripheral atherosclerosis,  while  4 had  also  nonspe- 
cific electrocardiographic  changes.  Definite  evi- 
dence of  acute  myocardial  infarction  was  found  in 
2 cases,  and  this  was  considered  to  be  due  to  isch- 
emia secondary  to  the  acute  bleeding.  It  is  evi- 
dent why  those  with  atherosclerosis  had  a higher 
risk  of  succumbing  to  a bleeding  episode. 

Patients  with  a history  of  excessive  alcohol  in- 
take over  a period  of  five  years  or  more  revealed  a 
much  higher  mortality  rate  than  did  nonalcoholic 
patients  (Table  V). 

The  severity  of  hemorrhage  also  adversely  af- 
fected the  mortality  rate  (Table  I).  Patients  re- 
quiring transfusion  with  more  than  6 units  of 
blood  had  a higher  mortality  rate;  this,  however, 
was  not  affected  by  the  duration  of  symptoms 
prior  to  the  initial  hemorrhage  (Table  VI)  or  by 
the  number  of  times  the  patients  had  previously 
bled  (Table  VII). 

Of  the  157  patients  treated  medically,  7 died 
(Table  VIII).  As  previously  mentioned,  the  death 
rate  was  much  higher,  5.7  per  cent,  in  the  patients 
above  the  age  of  fifty  years  as  compared  with  the 
younger  group,  1.9  per  cent.  The  overall  mortality 
rate  in  the  medically  treated  patients  was  4.5  per 
cent. 

Seventy-seven  patients  were  treated  surgically 
(Table  IX);  55  of  them  had  vagotomy  and  pyloro- 
plasty procedure,  with  or  without  suturing  of  the 
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TABLE  VII.  Frequency  of  bleeding  and  mortality  rates 


Number  of 

Deaths 

Episodes 

Patients 

(per  cent) 

1 

45 

3 (6.7) 

2 

92 

4 (4.3) 

3 

84 

4 (4  .8) 

4 

7 

1 114  3) 

5 plus 

6 

1 (16  6) 

TABLE  VIII. 

Mortality  rate  in 

nonsurgical  group 

Age 

Number  of 

Deaths 

(Years) 

Patients 

(per  cent) 

<50 

52 

1 (19) 

>50 

105 

6(5.7) 

Total 

157 

7(4.5) 

blood  vessel.  Some  form  of  gastric  resection  and 
vagotomy  was  done  on  15  patients,  and  gastrojeju- 
nostomy with  vagotomy  on  5 patients.  Only  1 pa- 
tient had  wedge  resection  of  a gastric  ulcer  and  an- 
other had  hiatus  hernia  repair  in  addition  to  va- 
gotomy with  pyloroplasty.  These  2 patients  are 
not  included  in  Table  IX,  and  both  did  well  fol- 
lowing surgery. 

Review  of  the  charts  of  the  6 deceased  patients 
showed  that  surgery  was  belatedly  performed  in 
each  one  of  them  and  they  all  had  received  more 
than  7 units  of  blood  prior  to  surgery. 

The  recurrence  rate  of  bleeding  ranged  from 
15.5  per  cent  in  the  first  two  years  to  27.3  per  cent 
over  the  ten-year  follow-up  period  in  the  medically 
treated  patients  (Table  X).  In  those  treated  sur- 
gically the  rates  were  lower. 

Comment 

The  patients  in  this  study  differ  from  those  in 
other  studies  in  that  all  of  them  are  males  and  a 
higher  proportion  than  usual  fall  in  the  age  group 
of  seventy  to  seventy-nine  years.2-5’6  A higher  in- 
cidence of  alcoholism  is  also  noted.  Further,  most 
of  the  patients  always  sought  treatment  in  the 
same  hospital  and  thus  provided  a good  follow-up, 
usually  difficult  to  achieve. 

The  overall  mortality  rate  of  5.6  per  cent  is  com- 
parable to  that  reported  by  others.2-6  A gradual 
increase  was  noted  with  advancing  age.  This  also 
agrees  with  the  general  experience.2,5,7-9 

Prolonged  bleeding  due  to  loss  of  contractile 
power  of  the  blood  vessels  may  explain  the  signifi- 
cantly higher  death  rate  in  those  with  generalized 
atherosclerosis.  Associated  coronary  atherosclero- 
sis is  another  contributing  factor.  Acute  bleeding 
may  precipitate  coronary  ischemia;  this  was  the 
case  in  2 atherosclerotic  patients  who  developed 
acute  myocardial  infarction  during  active  gastroin- 
testinal bleeding. 

Because  of  higher  operative  risk  in  the  elderly 
and  in  those  with  generalized  atherosclerosis,  sur- 
gical intervention  for  bleeding  peptic  ulcer  should 


TABLE  IX.  Mortality  rate  in  surgical  group 


Age 

(years) 

Number  of 
Patients 

Deaths 
(per  cent) 

<50 

40 

2 (5.0) 

>50 

35 

4 (11  .5) 

Total 

75 

6 (8  .0) 

TABLE  X.  Recurrence  of  hemorrhage  in 
patients 

medically  treated 

Years  of 

Number  of 

Recurrence 

Follow-Up 

Patients 

(per  cent) 

2 

129 

20  (15.5) 

5 

64 

11  (17.2) 

9 

24 

5 (20.8) 

10  plus 

22 

6 (27.3) 

not  be  delayed.10,11  The  chances  of  successful 
conservative  therapy  decrease  with  age.12  16  Pa- 
tients operated  on  within  forty-eight  hours  of 
bleeding  from  a peptic  ulcer  have  significantly 
lower  mortality  rates  than  others  who  had  surgery 
at  a later  stage.14  Kaplan  et  al. 10  reported  good 
results  with  timely  surgery  in  the  aged  despite  ath- 
erosclerotic, cardiovascular,  and  other  associated 
diseases.  Even  if  the  bleeding  episode  is  con- 
trolled, early  elective  surgical  intervention  is  indi- 
cated in  the  aged,  thus  preventing  emergency  sur- 
gery at  a later  stage  with  a significantly  increased 
postoperative  morbidity  and  mortality  rate.11 
The  recent  trend  of  prolonged  medical  treatment 
because  of  improved  transfusion  facilities  and 
other  supportive  measures  may  be  the  cause  for 
delaying  surgery  and  thus  not  improving  the  over- 
all mortality  rate  as  reported  by  Schiller,  Truelove, 
and  Williams.3  Improvement  in  mortality  rates 
can  be  achieved  by  early  surgery.17 

Patients  with  a history  of  excessive  alcohol  in- 
take had  significantly  higher  mortality  rates  after 
peptic  ulcer  bleeding,  in  view  of  the  known  meta- 
bolic and  coagulation  defects  that  may  be  present. 

The  death  rate  rose  sharply  in  patients  requir- 
ing transfusion  with  more  than  6 units  of  blood 
during  the  first  episode  of  bleeding.  A graded  rise 
in  mortality  rates  consistent  with  the  increasing 
severity  of  hemorrhage  has  also  been  reported  by 
others.2,18,19 

The  duration  of  symptoms  prior  to  the  initial 
hemorrhage  as  well  as  the  number  of  bleeding  epi- 
sodes did  not  affect  the  mortality  rate.  Borland, 
Hancock,  and  Borland-  also  noted  that  the  severi- 
ty of  each  subsequent  hemorrhage  was  no  greater 
than  that  of  the  initial  or  preceding  one. 

A higher  mortality  rate  appears  in  the  surgically 
treated  group  as  compared  with  those  medically 
treated.  However,  these  two  groups  are  not  com- 
parable since  the  surgical  group  consisted  of  more 
seriously  ill  patients.  Of  the  massive  bleeders  who 
required  6 units  of  blood  or  more,  64  per  cent  were 
surgically  treated,  while  only  23  per  cent  of  the 
mild-to-moderate  bleeders  underwent  surgery. 
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Those  treated  by  vagotomy  and  pyloroplasty,  had 
the  lowest  mortality  rate,  5.4  per  cent,  consistent 
with  the  findings  of  most  investigators. 20-24 

A progressive  increase  in  the  recurrence  rate 
with  the  number  of  years  of  follow-up  was  ob- 
served in  this  study.  Stolte25  noted  a similar  in- 
crease and  felt  that  the  susceptibility  of  the  pa- 
tient to  recurrent  bleeding  remained  the  same  at 
all  times  so  that  given  a greater  number  of  years  he 
would  bleed  a greater  number  of  times.  The  inci- 
dence of  recurrence  of  bleeding  following  medical 
management  ranges  from  7.6  to  51  per  cent  in  the 
literature.15’26-31  The  figures,  of  course,  depend 
on  the  length  of  time  of  the  follow-up.  The  recur- 
rence rates  in  similar  groups  of  patients  in  our 
study  range  from  15.5  to  27.3  per  cent,  with  two  to 
ten  or  more  years  of  follow-up,  respectively  (Table 
X).  Although  the  condition  of  the  patients  treat- 
ed surgically  was  more  serious,  the  recurrence  rate 
was  no  higher  in  this  group.  Recurrence  of  bleed- 
ing among  the  medically  treated  patients  may  be 
artificially  low  because  those  on  whom  surgery  was 
performed  for  a second  or  further  bleeding  are  in- 
cluded in  the  surgically  treated  group. 

Farris  and  Smith22  found  only  an  8.5  per  cent 
recurrence  within  a period  of  7.4  years  following 
vagotomy  and  pyloroplasty.  The  ten-year-or- 
more-follow-up  period  in  our  study  showed  that 
for  up  to  five  years  the  recurrence  of  hemorrhage 
was  no  higher  in  those  treated  with  vagotomy  and 
pyloroplasty;  beyond  that  period  this  was  much 
higher  as  compared  with  those  treated  with  gastric 
resection. 

Summary 

Based  on  the  results  of  the  present  study,  the 
initial  or  any  subsequent  hemorrhage  should  be 
treated  in  essentially  the  same  manner.  Surgical 
intervention  should  not  be  delayed  if  the  patient 
requires  transfusion  with  more  than  6 units  of 
blood  in  one  episode.  Elderly  patients  and  those 
associated  with  alcoholism  or  generalized  athero- 
sclerosis run  a higher  mortality  rate  following  a 
bleeding  episode.  Early  surgical  intervention  is 
therefore  indicated  since  a subsequent  episode 
may  occur  at  a still  older  age  when  the  associated 
diseases  may  have  progressed  even  further. 

Ellis  Hospital 
Schenectady,  New  York  12308 
(DR.  TSAPOGAS) 
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Among  the  investigative  procedures  employed  in 
the  diagnosis  of  gastrointestinal  disorders  in  pa- 
tients residing  in  temperate  regions,  microscopic 
stool  examinations  are  infrequently  used.  Ad- 
vanced x-ray  techniques,  proctoscopy  and  sig- 
moidoscopy, and  the  more  refined  modern  endos- 
copy and  colonoscopy,  dominate  both  hospital  and 
office  practice  in  gastroenterology.  Microscopic 
studies  of  fecal  material,  in  an  endeavor  to  eluci- 
date possible  hidden  parasitic  infections,  an  ab- 
normally changed  intestinal  bacterial  flora,  or 
other  microscopically  distinguishable  evidence  of 
an  ulcerative  process,  are  rarely  performed. 
There  is,  one  must  admit,  a general  belief  that 
such  examinations  relate  to  medical  practice  in  the 
tropics  among  populations  living  in  poverty  and 
under  low  sanitary  conditions.  Furthermore,  the 
need  for  specialized  knowledge  in  parasitology,  not 
usually  attained  by  personnel  of  clinical  laborato- 
ries, and  coupled  with  the  reluctance  often  ex- 
pressed by  patients  when  asked  to  produce  a fresh 
fecal  specimen,  have  all  contributed  to  the  neglect 
and  diminished  use  of  this  valuable  clinical  explor- 
atory method. 

Yet  the  need  for  such  investigations  becomes 
more  evident  from  year  to  year,  for  many  and  di- 
verse reasons. 

1.  Millions  of  Americans  leave  their  homes 
with  the  annual  vacation  season  and  jet  to  remote 
parts  of  the  globe:  to  tropical  Africa  and  the  Mid- 


Microscopic  stool  examinations,  in  an  endeavor  to 
detect  suspected  parasitic  infections,  were  carried 
out  in  patients  under  office  and  hospital  care  for 
gastrointestinal  disorders  in  the  Staten  Island, 
New  York  community.  Of  412  patients  examined 
over  a period  of  ten  years,  '33  were  found  to  harbor 
pathogenic  protozoa  or  helminths.  In  all  the  pa- 
tients, clinical  symptoms  were  present;  14  infec- 
tions with  (liardia  (lamblia)  intestinalis,  5 Enta- 
moeba histolytica,  and  4 Dientamoeba  fragilis  were 
detected.  Specific  antiparasitic  therapy  eliminat- 
ed the  infections  and  the  clinical  symptoms  caused 
by  them.  The  authors  emphasize  the  importance 
of  parasitologic  stool  examinations,  not  only  for 
travelers  returning  from  the  tropics,  but  also  in 
resident  populations  of  temperate  regions  of  the 
United  States. 


die  East,  to  the  Indian  subcontinent  and  the  Far 
East,  and,  nearer  home,  to  the  Caribbean  Islands 
and  Central  America.  These  great  masses  of  hu- 
manity crowd  the  bazaars,  mingle  with  the  local 
populations  in  places  of  attraction  and  entertain- 
ment, and  partake  of  their  food  and  drink  their 
drinks,  eager,  even  if  briefly,  to  taste  the  colorful 
and  exotic  life.  They  are  thus  easily  exposed  to 
contaminative  and  enteric  infections  of  viral,  bac- 
terial, protozoan,  and  helminthic  origin,  endemic 
to  those  regions.  This  exposure  may  result  in 
mild  and  transient  clinical  episodes,  terminating 
quickly  and  leaving  no  visible  traces  of  infection. 
On  the  other  hand,  in  susceptible  individuals,  an 
acute  clinical  manifestation,  requiring  specific 
treatment,  with  the  possibility  of  delayed  and 
chronic  recurrence,  and  a carrier  state,  may  ensue. 

2.  Many  thousands  of  Americans  spend  years 
in  tropical  countries,  working  there  in  industrial 
enterprises,  engineering,  oil  drilling,  and  in  educa- 
tional and  missionary  activities.  Although  they 
keep,  in  general,  a high  standard  of  hygiene,  they 
are,  nevertheless,  by  the  very  nature  of  their  work 
and  environment,  exposed  to  different  pathogens, 
mainly  to  those  of  contaminative  and  fecal  origin. 

3.  Parasitic  infections  causing  gastrointestinal 
disorders  are  not  confined  solely  to  the  tropics. 
Reservoirs  of  cosmopolitan,  pathogenic  protozoa, 
and  helminths  exist  in  countries  endowed  with 
mild  and  temperate  climates,  and  outbreaks  of  au- 
tochthonous parasitic  infections  have  also  oc- 
curred in  the  cooler  parts  of  the  United  States.  A 
typical  example  of  such  a contaminative  infection 
is  giardiasis,  caused  by  Giardia  lamblia,  which  has 
been  reported  from  tourists  returning  from  visits 
to  the  Soviet  Union.1  A serious  outbreak  of  giar- 
diasis has  also  occurred  in  recent  years  among 
guests  in  the  ski  resort  of  Aspen,  Colorado.2 3 4 

4.  Microscopic  stool  examinations  may  reveal 
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an  altered  bacterial  intestinal  flora,  caused  by  the 
administration  of  antibiotics  or  by  other  known  or 
unknown  causes,  which  could  covertly  interfere 
with  the  normal  function  of  the  bowel  and,  if  not 
corrected,  affect  the  health  of  the  patient.  Micro- 
scopic stool  examinations  may  also  reveal  a heavy 
growth  of  yeast-like  organisms,  which  have  been 
found  to  be  associated  with  clinical  symptoms  of 
abdominal  pressure,  gas,  and  distention.  The 
presence  of  an  overgrowth  of  Blastocystis  homi- 
nus,  although  a nonpathogen,  often  indicates  ab- 
normalities in  bowel  function  and  interference  in 
absorption.  Lastly,  a microscopic  study  of  a fecal 
specimen  may,  through  the  revealed  evidence  of 
cellular  sloughing  and  desquamation,  erythrocytes, 
leukocytes,  and  Charcot-Leyden  crystals,  confirm 
a previously  suspected  ulcerative  process  or  colitis, 
or,  conversely,  by  the  absence  of  such  findings,  ne- 
gate such  clinical  assumptions. 

This  present  report  presents  a collaborative  in- 
vestigation, carried  out  through  the  past  ten  years, 
in  which  parasitologic  studies  and  microscopic 
stool  examinations  were  integrated  within  the  di- 
agnostic method  of  gastrointestinal  disorders  of 
unknown  etiology  in  patients  under  office  or  hos- 
pital care. 

Materials  and  methods 

Patients.  During  the  period  1964  to  1974,  stool 
specimens  from  412  patients  were  submitted  for 
parasitologic  and  microscopic  investigations.  The 
majority  of  patients  belonged  to  the  middle-in- 
come group;  93  per  cent  were  residents  of  Staten 
Island,  the  remainder  came  from  New  York  City 
and  New  Jersey.  Their  ages  varied  from  eight  to 
seventy-four  years;  280,  67  per  cent,  were  female, 
132,  33  per  cent,  male.  Stool  examinations  were 
not  a routine  procedure  for  all  attending  patients, 
but  rather  a selective  method  for  those  suspected 
of  harboring  a parasitic  infection  due  to  their  trav- 
eling abroad  or  to  exposure,  and  in  those  patients 
in  whom  no  clear  diagnosis  could  be  established  by 
other  investigative  methods. 

Microscopy.  The  stool  specimens  submitted 
for  examination  were  obtained  from  morning  nat- 
ural bowel  movements  or  after  purgation.  A di- 
rect fecal-saline  smear  and  an  iodine  fecal  prepa- 
ration were  examined  under  low-  and  high-dry  mi- 
croscopy. Two  Ritchie  * concentrates  were  also  ex- 
amined from  each  stool  sample  submitted.  Tissue 
and  mucus  obtained  from  biopsies  by  sigmoidosco- 
py or  colonoscopy  were  preserved  in  polyvinyl  al- 
cohol and  in  formalin.  A portion  of  the  material 
was  kept  in  saline  for  immediate,  direct  micro- 
scopic examination.  Amebic  cultures  were  pre- 
pared from  a number  of  fecal  specimens  which 
contained  cysts  of  Entamoeba  histolytica.  In  a 
number  of  suspected  cases,  cultures  for  pathogenic 
bacteria,  shigella  and  salmonella,  were  also  pre- 
pared. 


TABLE  I.  Results  of  parasitologic  stool  examinations  of 
412  patients  investigated  for  gastrointestinal  disorders  of 
unknown  etiologic  conditions  during  the  period  1964  to  1974 


Positive  Pathogen  Parasites 

Number 

Identified 

(percent) 

Giardia  lambia 

14 

(3.2) 

Entamoeba  histolytica,  large  invasive  race 
Entamoeba  histolytica,  small  race 

3 ( 
2) 

• G.2) 

Entamoeba  coli,  nonpathogenic 

5 

(1.2) 

Dientamoeba  fragilis 

4 

(0.9) 

Strongyloides  stercoralis 

1 

(0.24) 

Hymenolepis  nana 

1 

(0.24) 

Ascaris  lumbricoides 

1 

(0.24) 

Enterobius  vermicularis  (pinworm) 

2 

(0.48) 

Total 

33 

(8) 

Results 

The  results  of  the  microscopic  stool  examina- 
tions are  summarized  in  Table  I. 

It  will  be  noted  that  a 33,  8 percent,  of  the  412 
patients  examined  were  found  to  harbor  a parasit- 
ic infection.  Of  the  different  pathogens,  G.  lam- 
bda predominated;  14,  3.2  per  cent,  patients  were 
found  to  harbor  this  intestinal  protozoon.  Five  G. 
lamblia  cases  were  contracted  outside  the  United 
States,  2 in  the  Soviet  Union,  2 in  the  Caribbean 
region,  and  1 in  the  Middle  East.  The  other  9 G. 
lamblia  infections  were  in  patients  who  did  not 
leave  the  confines  of  either  the  country  or  their 
community. 

The  outstanding  clinical  features  of  all  the  giar- 
diasis cases  contracted  abroad  were  their  acute 
onset,  painful  diarrhea  and  cramps,  loss  of  appe- 
tite, and  feeling  of  general  malaise,  accompanied 
by  a weight  loss  varying  from  8 to  15 
pounds  within  two  to  three  weeks.  A slight  ashen- 
gray  discoloration  of  the  face  was  noted  in  these 
patients.  The  autochthonous  giardiasis  cases  ap- 
peared less  acute  and  of  more  prolonged  duration. 
All  G.  lamblia  infections  responded  to  a seven-day 
quinacrine  (Atabrine)  treatment,  1 tablet  of  0.1 
Gm.  three  times  daily,  after  meals.  Follow-up 
stool  examinations,  one  week  and  two  to  four 
weeks  following  treatment,  revealed  no  parasites. 
Quinacrine  treatment  brought  quick  relief  from 
the  painful  abdominal  symptoms  within  a few 
days,  and  an  improvement  of  appetite  and  weight 
gain  followed. 

Five  cases  of  intestinal  amebiasis  were  diag- 
nosed in  patients  who  complained  of  intermittent 
chronic  diarrhea  and  constipation  and  of  vague  ab- 
dominal pain.  In  all  these  patients,  x-ray  tech- 
niques and  sigmoidoscopic  and  endoscopic  inspec- 
tions failed  to  elucidate  the  cause  of  their  ailment. 
Microscopic  stool  examination  showed  that  3 of 
the  patients  harbored  cysts  of  the  large,  invasive 
race  of  E.  histolytica,  as  was  confirmed  in  cultures 
of  the  cysts.  The  2 other  patients  harbored  cysts 
of  the  small  race  of  E.  histolytica. 
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It  is  of  interest  to  note  that  2 of  the  amebiasis 
cases,  in  which  the  large  invasive  race  of  E.  histoly- 
tica was  discovered,  could  be  traced  to  exposure 
and  sources  of  infection  outside  the  United  States. 
The  first  was  a physician  fifty-two  years  of  age 
who  regularly  spent  his  vacations  traveling  in  trop- 
ical countries,  Africa,  and  India.  The  second  case 
was  a sixty-six-year-old  resident  of  Staten  Island 
who  went  for  a visit  to  his  native  township  in 
southern  Italy,  Puglia  Province,  and  stayed  eight 
months;  he  experienced  his  first  diarrheal  attacks 
during  his  sojourn  there.  The  3 other  amebiasis 
cases  were  residents  of  Staten  Island  who  did  not 
travel  far  outside  their  community. 

A seven-day  metronidazole  (Flagyl)  treatment,  3 
tablets,  each  250  mg.,  three  times  daily,  followed 
by  diiodohydroxyquin  (Diodoquin)  treatments  for 
fifteen  days,  1 tablet,  650  mg.,  three  times  daily, 
were  administered.  No  relapses  were  observed. 

Four  patients  among  the  412  examined,  0.9  per 
cent,  were  found  to  harbor  Dientamoeba  fragilis. 
In  all  of  them,  symptoms  of  acute,  explosive  diar- 
rhea were  evident.  D.  fragilis,  long  considered  a 
nonpathogenic  ameba,  has  been  incriminated,  in 
recent  years,  as  the  cause  of  acute,  painful  intesti- 
nal disorder,  usually  accompanied  by  foul-smelling 
foamy  stools.4  The  4 observed  cases  were  all  in 
younger  people,  ages  eighteen  to  thirty-two,  resi- 
dents of  the  Staten  Island  community  who  did  not 
go  abroad. 

Tetracycline  treatment,  1 capsule  of  250  mg., 
three  times  daily  for  five  days,  has  been  found  to 
be  the  drug  of  choice  in  eliminating  the  symptoms 
and  preventing  relapse. 

One  case  of  Strongyloides  stercoralis  infection 
and  1 case  of  Hymenolepis  nana  were  diagnosed  in 
patients  with  vague  abdominal  pains  and  diarrhea. 
Both  patients  were  retired  employees  of  a State  in- 
stitution for  the  mentally  retarded  and  in  their  ca- 
pacities as  attendants  had  been  in  close  contact 
with  the  residents  of  the  endemic  wards.5 

The  case  history  of  the  patient  with  strongyloi- 
diasis was  most  interesting,  since  it  revealed  a past 
history  of  bouts  of  upper  respiratory  symptoms 
and  bronchopneumonia  that  did  not  respond  to 
penicillin  or  to  tetracyclines  and  must  be  consid- 
ered as  having  been  caused  by  the  migration  of  lar- 
vae of  S.  stercoralis  through  the  lungs.  Thia- 
bendazole (Mintezol)  suspension,  administered 
orally  for  three  days  in  doses  of  25  mg.  per  kilo- 
gram, twice  daily,  eradicated  the  infection.6 

The  patient  harboring  the  dwarf  tapeworm  H. 
nana  complained  only  of  minor  abdominal  distur- 
bances. The  infection,  however,  was  clearly  asso- 
ciated with  neurologic  and  central  nervous  system 
symptoms,  dizziness,  irritation,  and  often  nausea. 


Yomesan  (Niclosamide),*  a nontoxic,  well-tolerat- 
ed drug  specific  against  tapeworms,  administered 
2 Gm.  daily  in  a single  dose,  for  five  consecutive 
days,  resulted  in  the  elimination  of  the  infection 
and  its  clinical  symptoms.7 

The  patient  found  harboring  ova  of  Ascaris  lum- 
bricoides  was  a recent  immigrant  from  Pakistan. 
His  main  symptoms  were  gnawing  abdominal  pain, 
nausea,  and  occasional  colic.  His  eosinophil  count 
was  14  per  cent.  Administration  of  pyrantel  pa- 
moate, 800  mg.  in  a single  dose,  relieved  the  symp- 
toms. A follow-up  stool  examination  two  and  six 
weeks  after  treatment  failed  to  reveal  ova  of  the 
nematode. 

Comment 

Within  the  broad  spectrum  of  the  etiology  of  in- 
testinal disorders,  parasitic  infections  in  resident 
populations  of  the  temperate  regions  of  the  United 
States  should  not  be  overlooked.  The  finding  of 
an  8 per  cent  parasite  infection  rate  among  a se- 
lected group  of  patients  investigated  for  various 
gastrointestinal  complaints  on  Staten  Island,  New 
York,  directs  attention  to  the  manifold  and  wide 
possibilities  for  contaminative  infection  with  path- 
ogenic protozoa  and  helminths.  Both  travelers  to 
the  warmer  climates  and  residents  of  communities 
within  the  United  States  may  contract  parasitic 
infections.  This  report  underlines  the  fact  of  the 
existence  of  islands  of  autochthonous  endemic 
parasitic  infections  amid  hygiene-conscious  popu- 
lations in  the  United  States. 

Microscopic  stool  examinations  by  competent 
investigators  should  be  made  an  integral  part  of 
the  investigative  method  of  gastroenterologic  prac- 
tice. 
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Family  Physician 
Encino,  California 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 

Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limittheirdiscussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihoi 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


s He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
ias  a great  fund  of  information 
ibout  the  drug  products  he  is  re- 
;ponsible  for.  He  is  usually  able  to 
inswer  most  questions  fully  and 
ntelligently.  He  can  also  supply 
eprints  of  articles  that  contain  a 
;reat  deal  of  information.  Here, 
oo,  I exercise  some  caution.  I usu- 
illy  accept  most  of  the  statements 
ind  opinions  that  I find  in  the 
>apers  and  studies  which  come 
rom  the  larger  teaching  facilities, 
t goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
ources  for  his  information  on 
iharmacology. 

raining  of  Sales  Representatives 

Ideally,  a candidate  for  the 
losition  as  a sales  representative 
'fa  pharmaceutical  company 
hould  be  a graduate  pharmacist 
/ho  has  a questioning  mind.  I don’t 
hink  this  is  possible  in  every  case, 
nd  so  it  becomes  the  responsibility 


; apacity  they  are  indeed  useful; 
>articularly  in  the  fact  that  they 
isseminate  broadly  based  educa- 
ional  material  and  serve  not  just 
s “pushers”  of  their  drugs. 

he  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
al  companies  are  not  producing  all 
iis  material  as  a labor  of  love  — 
iey  are  in  the  business  of  selling 
roducts  for  profit.  In  this  regard 
ie  ambitious  and  improperly  moti- 
ated  sales  representative  can 
xert  a negative  influence  on  the 
racticing  physician,  both  by  pl- 
anting a one-sided  picture  of  his 
roduct,  and  by  encouragingthe 
ractitionerto  depend  too  heavily 
i drugs  for  his  total  therapy.  In 
lese  ways,  the  salesman  has  often 
istorted  objective  reality  and 
ndermined  his  potential  role  as  an 
ducator. 

he  Industry  Responsibility 

Since  the  detail  man  must  be 
1 information  resource  as  well  as 
"epresentative  of  his  particular 
oarmaceutical  company,  he 
iould  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuingeducation.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a wnole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 
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Almost  2 million  deaths  from  all  causes  occur 
every  year  in  the  United  States.  An  estimated 
60,000  of  these  deaths  could  have  been  prevented 
if  rescue  and  resuscitation  methods  now  known 
were  applied  early  enough  to  these  victims.1  Ac- 
cording to  a report  by  the  National  Research 
Council,  more  than  one  third  of  the  accident  fa- 
talities in  the  United  States  occur  at  the  scene,  in 
the  ambulance,  or  within  minutes  after  arrival  in 
the  emergency  room.2  Moreover,  several  studies 
suggest  that  deaths  from  accidents  alone  could  be 
reduced  from  10  to  20  per  cent  by  proper  care  at 
the  scene  or  en  route. 

The  need  for  adequate  emergency  health  care 
cannot  be  more  dramatically  emphasized  than  by 
looking  at  the  impact  it  could  make  on  the  treat- 
ment of  cardiac  disease.  The  National  Center  for 
Health  Statistics  estimates  that  in  1969  there  were 
359,740  deaths  due  to  acute  myocardial  infarction, 
with  more  than  70  per  cent  of  these  deaths  occur- 
ring before  the  victim  reached  the  hospital.  Al- 
though 40  per  cent  died  within  fifteen  minutes,  30 
per  cent  of  the  nonhospital  deaths  due  to  myocar- 
dial infarction  occurred  from  fifteen  minutes  to 
two  hours  after  the  onset.2  Although  the  hospital 
C.C.U.  (coronary  care  unit)  has  reduced  inhospital 
mortality  rates  by  approximately  10  per  cent 
through  the  mechanism  of  arrhythmia  detection 
and  therapy,  unfortunately,  the  total  impact  of  the 
C.C.U.  on  mortality  rates  from  coronary  artery 
disease  has  been  miniscule  because  the  majority  of 
patients  do  not  reach  the  hospital  alive.  The  dra- 
matic suddenness  of  a potentially  lethal  coronary 
attack  associated  with  the  extremely  high  early 


mortality  rate  demands  a specific  system  with  an 
efficient  communication  center  in  contact  with 
highly  trained  personnel  in  vehicles  equipped  for 
electrocardiograph  monitoring,  cardiac  resuscita- 
tion, and  drug  administration.  The  purpose  of 
such  a system  would  be  to  detect  and  control  car- 
diac arrhythmias,  carry  out  cardiopulmonary  re- 
suscitation (C.P.R.)  at  the  site  of  attack  and,  only 
when  the  patient  is  medically  stable,  transport 
him  to  a hospital  C.C.U.  under  monitoring  condi-  1 
tions.  Pantridge  and  Giddes,23  in  Great  Britain, 
have  shown  that  patients  transported  by  means  of 
a mobile  C.C.U.  have  a significantly  reduced  mor- 
tality rate  in  the  hospital  C.C.U.  It  has  been  pro- 
posed that  the  early  therapy  with  measures  that 
assure  adequate  oxygenation  and  early  therapy  of 
hypotension  probably  reduce  the  degree  of  myo- 
cardial infarction  and  may,  therefore,  reduce  the 
subsequent  number  of  patients  who  die  of  pump 
failure;  as  a result,  inhospital  mortality  rates  may 
well  be  reduced  bv  another  10  per  cent  by  an  effec- 
tive precoronary  system. 

The  efficacy  of  on-the-scene  paramedical  care  to 
the  critically  ill  patient  has  been  dramatically 
shown  by  the  Seattle  Fire  Department,  one  of  the 
pioneers  in  the  paramedical  field.  Resuscitation 
from  circulatory  arrest,  with  defibrillation  as  re- 
quired, is  carried  out  by  paramedical  personnel 
under  standing  written  orders,  while  therapy  for 
all  other  conditions,  including  the  administration 
of  drugs  intravenously  and  endotracheal  intuba- 
tion, is  monitored  and  directed  by  a supervising 
physician  through  radio  or  telephone  contact.  Of 
the  6,636  patients  helped  by  the  Seattle  unit  over  a 
thirty-month  period,  9 per  cent  were  in  ventricular 
fibrillation  when  they  arrived,  and  36  per  cent  of 
these  patients  were  resuscitated  and  returned  to  a 
medical  facility  for  continuing  care;  13  per  cent  of 
these,  42  patients,  left  the  hospital  as  long-term 
survivors.3  When  other  life-threatening  condi- 
tions, such  as  shock  and  respiratory  arrest,  are 
considered,  it  is  estimated  that  the  Seattle  para- 
medical team,  as  a result  of  their  special  training, 
have  been  able  to  save  136  lives  over  a thirty- 
month  period.  It  thus  appears  evident  that  para- 
medical personnel  can  be  extremely  effective  in  so- 
phisticated resuscitative  measures. 

New  York  City  Emergency  Medical  Service 

The  E.M.S.  (Emergency  Medical  Service),  a di- 
vision of  the  New  York  City  Health  and  Hospitals 
Corporation,  operates  the  Emergency  Ambulance 
Service  within  the  five  boroughs  of  New  York  City. 

It  has  a complement  of  129  ambulances  available 
for  emergency  activity.  Ninety  of  these  ambulan- 
ces are  operated  directly  by  the  E.M.S.,  while  39 
are  owned  by  25  voluntary  hospitals  operating 
under  contract  with  the  Health  and  Hospitals  Cor- 
poration and  dispatched  and  supervised  by  the 
E.M.S.  The  E.M.S.  does  not  utilize  private  ambu- 
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An  estimated  60,000  deaths  per  year  in  the  United 
States,  including  a significant  proportion  of  pa- 
tients dying  from  acute  myocardial  infarction  be- 
fore reaching  a hospital,  could  be  prevented  if  cur- 
rently available  rescue  and  resuscitation  methods 
were  applied  sufficiently  early.  With  the  advent 
of  telemetry  systems  capable  of  transmitting  the 
electrocardiogram  and  trained  paramedical  per- 
sonnel capable  of  defibrillating  cardiac  patients 
and  administering  medication  and  other  therapy 
on  the  scene;  it  is  now  possible  to  medically  stabi- 
lize patients  before  transporting  them  to  a hospi- 
tal. The  current  resources  and  personnel  of  the 
New  York  City  Emergency  Medical  Services  Divi- 
sion and  their  utilization,  are  compared  with  that 
of  a university  medical  center-affiliated  private 
ambulance  service.  Several  ways  of  improving 
emergency  health  care  delivery  are  indicated  in 
New  York  City  by  integrating  existing  resources. 


lance  services  in  any  manner.  Ambulances  are 
stationed  at  58  locations  throughout  the  city,  at  41 
hospitals  and  17  satellite  outposts.  There  are  47 
municipal  and  voluntary  hospitals  that  routinely 
receive  ambulance  patients. 

There  are  1,317  people  employed  by  the  E.M.S.4 
The  90  ambulances  operated  by  E.M.S.  are  each 
manned  by  1 driver,  a civil  service  employee  paid 
$9,300  annually  and  not  required  to  have  any  first- 
aid  background,  and  by  1 technician,  a noncivil 
service  employee  paid  $7,893  annually.5  The 
E.M.S.  has  established  an  official  E.M.T.  (emer- 
gency medical  technician)  training  program,  con- 
sisting of  two  hundred  and  forty  hours  of  class- 
room time  and  practical  skills,  which  has  been 
completed  by  over  60  per  cent  of  its  ambulance 
technicians.  The  remaining  40  per  cent  have  ad- 
vanced first-aid  training  and  will  eventually  take 
the  E.M.T.  course.  The  ambulance  drivers  have 
the  option  of  taking  the  course — 25  per  cent  of 
them  have — but  must  remain  drivers  according  to 
their  union  contract.  They  may,  however,  help 
the  E.M.T.  person  if  he  requires  it.  At  present,  an 
E.M.T.  person  may  not  drive  an  ambulance,  and  if 
there  are  two  E.M.T.  employees  available  but  no 
drivers,  an  ambulance  may  not  be  used  by  them 
for  an  emergency  call,  even  though  there  is  an 
available  vehicle.  The  voluntary  hospital  teams, 
however,  are  cross-trained  and  are  all  E.M.T.s. 

The  E.M.S.  is  attempting  to  alleviate  this  prob- 
lem by  negotiating  with  the  unions  to  establish  a 
“corpsman”  program  under  which  the  driver  and 
technician  will  have  equivalent  training  and  be 
able  to  interchange  functions,  but  there  has  not 
been  significant  progress  made  on  this  at  present. 
The  E.M.T.s  may  not  administer  drugs,  nor  may 
they  defibrillate  patients  in  ventricular  fibrilla- 
tion. They  may  perform  only  basic  cardiopulmo- 
nary resuscitation  techniques.  To  help  alleviate 
this  situation,  the  E.M.S.  has  established  a three- 
month  paramedical  training  course  on  a provision- 
al basis  which  has  recently  graduated  its  first  class 
of  20  paramedics. 

In  1973,  there  was  an  ambulance  call,  on  the  av- 
erage, at  the  rate  of  one  every  61.6  seconds  with  an 
average  of  1,407  calls  per  day,  city-wide.6  If  an 
ambulance  in  a given  district  is  unavailable,  the 
closest  available  ambulance  in  another  district  is 
dispatched.  The  average  response  time  for  a call 
is  said  by  E.M.S.  to  be  thirteen  minutes.5 

At  a meeting  of  the  New  York  County  Regional 
Emergency  Medical  Services  Council  in  January, 
1974,  Ronald  Holloway,  M.D.,  director  of  E.M.S., 
identified  some  deficiencies  of  the  present  ambu- 
lance system,  such  as  a shortage  of  supervisors.7 
The  present  ratio  of  supervisors  to  staff  is  1:20 
compared  with  1:5  for  the  New  York  City  Fire  De- 
partment. There  does  not  exist  an  ongoing  train- 
ing program  because  of  staff  shortages.  Dr.  Hollo- 
way feels  that  there  are  not  enough  ambulances  to 


cover  the  city  adequately,  and  that  because  of  the 
service’s  inclusion  in  the  Health  and  Hospitals 
Corporation,  there  is  a lack  of  flexibility  and  plan- 
ning for  future  growth. 

At  present,  there  are  two  special  emergency  am- 
bulance services  available  in  New  York  City  asso- 
ciated with  the  emergency  telephone  code  “911” 
system.  The  E.M.S.  operates  4 MERVANs  (mo- 
bile emergency  room  vans)  staffed  by  physicians 
and  nurses,  used  in  instances  of  disaster  and  mul- 
tiple-person injuries.  St.  Vincent’s  Hospital  oper- 
ates a mobile  C.C.U.  manned  by  two  physicians 
and  a nurse  which  delivers  complete  cardiac  emer- 
gency care  within  the  radius  of  St.  Vincent’s  dis- 
trict. 

University  medical  center-affiliated  private 
service 

In  comparison  with  the  E.M.S.  of  New  York 
City,  there  is  a private  ambulance  service  associ- 
ated with  a major  university  medical  center.* 
This  service  at  present  has  five  emergency  vehi- 
cles, two  of  which  are  fully  equipped  with  narcot- 
ics and  a telemetry  system  that  allows  simulta- 
neous transmission  of  voice  and  electrocardiogram 
findings  to  physicians  in  the  hospital  emergency 
room  and  C.C.U.,  and  are  continually  manned  by 
two  paramedical  persons.  The  service  also  has  at 
its  disposal,  twenty-four  hours  a day,  four  Bell  Jet 
Ranger  helicopters  and  two  large  Sikorsky  helicop- 
ters. 

The  company  employs  15  E.M.T.s  and,  in  addi- 
tion, 8 paramedical  assistants  who  have  completed 
a supplemental  training  program  beyond  the 
E.M.T.  level,  which  is  given  at  the  affiliated  medi- 
cal center  and  consists  of  two  hundred  and  fifty 

* The  Empire  State  Ambulance  Service  associated  with  the 
New  York  Hospital-Cornell  Medical  Center. 
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hours  of  classroom  time  and  practical  experience. 
The  company  pays  an  E.M.T.  $12,000  per  year  and 
a paramedic  receives  a salary  of  $14,000  per  year.8 

In  addition  to  adult  emergency  service  and 
transportation,  the  ambulance  service  has  become 
proficient  in  the  emergency  care  and  transport  of 
high-risk  newborns  through  its  association  with 
the  neonatal  intensive  care  unit  at  the  medical 
center.  Since  1971,  this  neonatal  intensive  care 
unit  has  become  a regional  center  treating  new- 
borns flown  in  by  helicopter  from  as  far  away  as 
Philadelphia.  In  1973,  218  neonates  utilized  this 
specialized  service. 

The  director  of  the  service  estimates  that  with 
the  company’s  present  equipment  and  crew,  it 
could  handle  100  calls  per  day,  including  emergen- 
cies, neonatal  calls,  transfers,  paramedic  calls,  and 
ambulette  calls,  if  operating  at  optimum  efficien- 
cy, for  a yearly  total  of  over  36,000  calls,  five  times 
the  number  handled  in  1973.  It  is  interesting  to 
note  that  for  the  entire  year  1973  there  were  only 
127  paramedic  calls,  64  per  ambulance,  and  that  at 
the  present  rate,  in  1974  there  will  be  approxi- 
mately 230  paramedic  calls,  or  115  per  ambulance. 
There  are  only  100  calls  per  month,  on  the  average, 
that  can  be  considered  emergencies,  and  these 
calls  are  divided  among  five  emergency  units.  In 
contrast,  one  paramedic  unit  in  Seattle  is  dis- 
patched an  average  of  300  times  per  month.  The 
service  claims  an  average  response  time  of  six  min- 
utes to  any  location  within  Manhattan.  The  utili- 
zation of  this  private  company’s  services  is  com- 
pared with  that  of  the  New  York  City  ambulance 
service  in  Figure  1. 

Comment 

From  the  data  presented  in  the  introduction  to 
this  report,  it  is  evident  that  the  care  provided 
during  the  first  hour  after  the  onset  of  a medical 
emergency  is  probably  more  important  than  the 
entire  subsequent  episode.  Within  the  limits  of 
present  medical  knowledge,  effective  emergency 
medical  care  provides  the  potential  for  a greater 
reduction  in  premature  death  and  disability  than 
does  any  other  area  of  medicine.  If  possible,  es- 
tablished emergency  care  systems  should  be  uti- 
lized to  avoid  expensive  reduplication  of  services 
already  in  existence.  Extensive  paramedical 
training  is  necessary  to  develop  the  skills  neces- 
sary for  both  life  support  and  for  the  recognition 
and  therapy  of  premorbid  cardiac  events.  When- 
ever possible,  the  system  should  be  hospital  based 
so  that  personnel  can  continually  interact  with 
physicians  by  working  in  emergency  rooms  or  hav- 
ing access  to  hospital  facilities  for  study  and  con- 
tinued experience. 

The  New  York  Heart  Association  set  up  a task 
force  on  emergency  cardiac  care  to  investigate 
ways  to  upgrade  emergency  care  in  New  York 
City.9  In  their  report,  submitted  within  the  last 
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FIGURE  1.  Comparative  utilization  of  emergency  ambu- 
lances in  New  York  City  for  1973. a 

year,  the  task  force  suggested  that  all  E.M.S.  am- 
bulances be  equipped  with  two-way  voice  commu- 
nications and  radiotelemetry  for  transmission  of 
electrocardiographic  data  to  a control  base  station. 
In  addition,  all  ambulance  attendants  and  drivers, 
in  their  opinion,  should  be  trained  as  paramedics 
able  to  recognize  cardiac  emergencies,  institute 
emergency  resuscitative  measures,  and  act  as  the 
agent  of  the  base-station  physicians;  this  would  in- 
clude the  delivery  of  definitive  treatment,  includ-: 
ing  defibrillation  and  intravenous  drug  therapy. 
The  task  force  encouraged  the  affiliation  and  inte- 
gration of  existing  private,  voluntary,  and  indus- 
trial emergency  transport  and  fixed  life-support 
stations  with  the  emergency  cardiac  care  system  as 
long  as  their  employees  meet  the  same  training 
standards  as  the  city  ambulance  technicians.  The 
total  cost  of  a base  unit,  137  field  units,  and  the 
training  of  600  paramedics  is  estimated  at  over  3 
million  dollars.9 

An  undertaking  of  such  magnitude  would  re- 
quire Federal  support  as  well  as  cooperation 
among  city  officials,  voluntary  hospitals,  and  pri- 
vate ambulance  services,  factors  not  easily  obtain 
able. 

According  to  the  chief  of  ambulance  at  E.M.S. 
the  E.M.S.  is  attempting  to  train  all  its  ambulanc( 
personnel  as  paramedics  independent  of  the  tasl 


force  proposal,  a project  estimated  to  take  at  least 
five  years  to  achieve  fruition.  Among  the  factors 
impeding  the  progress  of  this  program  is  union  op- 
position to  eliminating  the  distinction  between 
ambulance  driver  and  E.M.T.  by  making  the  posi- 
tions interchangeable. 

With  the  achievement  of  a comprehensive  pro- 
gram of  emergency  medical  care  far  from  reality; 
the  city  is  left  with  the  alternative  of  either  mak- 
ing the  best  use  of  the  personnel  and  equipment  it 
has  at  its  disposal  at  present,  including  the  sources 
outside  of  E.M.S.,  or  allowing  its  population  to  do 
without  adequate  emergency  medical  care  for  at 
least  the  next  five  years.  At  the  moment,  the  poli- 
cy of  the  E.M.S.  is  to  work  within  the  orgnization’s 
own  resources  toward  improvement  of  medical 
care  delivery.  The  private  ambulance  services  are 
looked  on  as  a heterogeneous  group  with  nonuni- 
form standards  and  a preoccupation  with  profit 
making. 

The  information  presented  in  this  study  clearly 
indicates  that  at  least  one  university  hospital- 
based  private  ambulance  service  in  New  York  City 
is  an  operation  with  ultramodern  equipment  and 
with  some  of  the  most  highly  trained  paramedical 
personnel  available  in  the  country;  this  private 
service’s  resources  are  being  used  to  only  10  per 
cent  of  its  potential.  The  need  for  adequate  emer- 
gency medical  care  in  New  York  City  and  the  in- 
voluntary underutilization  of  both  a highly  sophis- 
ticated ambulance  service  and  a university  medical 
center  are  clearly  contradictory;  the  real  loser  is 
the  unfortunate  citizen  who  finds  himself  in  need 
of  rapid  and  efficient  emergency  care. 

What  can  be  done  at  the  present  time  to  allevi- 
ate this  problem?  One  alternative  is  to  allow  the 
medical  center  with  its  affiliated  ambulance  ser- 
vice to  service  part  of  its  neighborhood  district 
now  served  by  the  one  E.M.S. -affiliated  ambu- 
lance. Another  alternative  would  be  to  make  use 
of  the  capabilities  of  the  ambulance  service  on  a 
city-wide  basis  by  feeding  to  it  all  the  calls  that 
might  benefit  from  telemetry-equipped  paramedi- 
cal care.  The  two  paramedical  ambulances  could 
be  stationed  so  that  they  would  be  capable  of 
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FDA  approvals 

Newly  approved  use  of  Imipramine  (Tofranil,  Geigy) 
has  been  approved  for  use  in  the  symptomatic  treat- 
ment of  nocturnal  enuresis  in  children  aged  six  and 
' older. 

Dosage  is  25  mg.  one  hour  before  bedtime.  After  one 
• week,  if  the  response  is  unsatisfactory,  up  to  50  mg.  may 


reaching  any  location  within  a given  area  within 
five  minutes.  The  ambulance  would  bring  the  pa- 
tient, after  he  had  been  medically  stabilized,  to  its 
university  medical  center,  where  the  physician 
who  had  been  directing  the  patient  management  is 
located,  or  to  the  nearest  hospital  if  the  physician 
being  communicated  with  feels  that  is  appropriate. 

Many  other  alternatives  could  be  offered  with 
the  same  purpose  in  mind,  to  enable  this  universi- 
ty medical  center  and  its  affiliated  ambulance  ser- 
vice, as  well  as  others  like  it,  to  extend  its  underu- 
tilized professional  services  to  the  citizen  of  New 
York  City  while  an  overloaded,  undertrained,  and 
underequipped  city  ambulance  system  attempts  to 
improve  its  services. 

427  East  69th  Street 
New  York,  New  York  10021 
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be  given  to  children  six  years  and  older,  or  up  to  75  mg. 
to  children  twelve  years  or  cider.  A daily  dose  greater 
than  75  mg.  does  not  enhance  efficacy  and  may  increase 
side  effects. 

It  should  be  used  as  temporary  adjunctive  therapy  in 
reducing  enuresis.  Safety  in  long-term  chronic  use  has 
not  been  established  in  children. 

nuary  1 975  New  York  State  Journal  of  Medicine  47 


VALIUM 

(diazepam) 

IN  THE  CONTEXT  OF 
SUPPORTIVE 
PSYCHOTHERAPY 
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At  times,  psychic 
tension  can  incapacitate  the 
patient 

When  the  psychiatric 
patient’s  self-esteem  and  inner 
security  are  threatened,  psychic 
tension  can  become  incapacitat- 
ing. Unable  to  handle  stressful 
situations,  the  patient  may 
feel  out  of  control  and  tension 
may  prevent  a calm  and  logical 
approach  to  problems. 


The  use  of  supportive 
psychotherapy  with  adjunctive 
Valium  (diazepam) 

Supportive  psychotherapy 
provides  reassurance  and  seeks  to 
reinforce  the  patient’s  defenses. 
Sympathetic  recognition  of  the 
patient’s  problem  and  realistic 
reassurance  arc  used  bv  the  physi- 
cian to  provide  the  necessary 
emotional  support  for  the  patient 
with  whom  he  shares  the  difficul- 
ties and  responsibilities  of  coping. 


In  the  course  of  this  treat- 
ment, Valium  (diazepam)  can 
often  be  a useful  psychotherapeu- 
tic adjunct  to  help  relieve  exces- 
sive levels  of  tension  and  anxiety, 
as  well  as  to  counteract  the  psy- 
chophysiologic  effects  of  anxiety 
that  may  be  quite  devastating. 
The  patient  may  suffer  anxiety- 
related  symptoms  affecting  any 
organ  system,  including  skin, 
musculoskeletal,  respiratory,  car- 
diovascular, gastrointestinal  and 
genitourinary.  Valium  can  also 
help  reduce  these  symptoms  and 
their  impact  on  the  patient’s  abil- 
ity to  function. 

Valium  (diazepam)  may 
not  have  the  major  role,  but  it 
can  have  an  important  one 

W hen  used  to  relieve  ex- 
cessive anxiety  and  tension  dur- 
ing supportive  psychotherapy, 
Valium  offers  several  distinct  ad- 
vantages. The  patient  usually 


starts  to  benefit  as  early  as  the  first 

J 

day  of  therapy,  and  significant 
improvement  is  usually  evident 
within  the  first  few  days,  although 
some  patients  may  require  a longer 
period.  Valium  (diazepam)  is  pro- 
vided in  three  dosage  strengths, 
so  you  can  precisely  and  easily 
control  the  medication  to  suit 
your  patient’s  needs.  If  the  patient 
remains  symptomatic  at  bedtime, 
an  h.s.  dose  added  to  a b.i.d.  or 
t.i.d.  regimen  is  often  very  effec- 
tive. Valium  is  generally  well 
tolerated  and  in  recommended 
dosages  rarely  produces  signifi- 
cant adverse  reactions.  As  with 


most  CiNb-acting  agents,  patients 
taking  Valium  should  be  cautioned 
against  driving  or  operating  dan- 
gerous machinery. 

Before  prescribing,  consult 
complete  product  information. 


VALIUM 

(diazepam) 

2-mg,  5 -mg,  10 -mg  tablets 

It  may  play  a small  role.  But  it  can  be  an  important  one. 

f <B> 


Please  see  following  page  for  a summary  of  product  information. 


VALIUM 

(diazepam) 

2-mg,  5-mg,10-mg  tablets 


In  the  context  of 
supportive  psychotherapy, 
helps  reduce  psychic  tension 

and  anxiety. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states,  somatic 
complaints  which  are  concomitants  of 
emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
symptomatic  relief  of  acute  agitation,  tremor, 
de|irium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute 
narrow  angle  glaucoma;  may  be  used  in 
patients  with  open  angle  glaucoma  who  are 
receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 


against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms 
(similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics, 
barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have  been 
reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and 
psychoneurotic  states,  2 to  10  mg  b.i.d.  toq.i.d. 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to 
10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 Vi  mg,  1 or  2 times 
daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to 
2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under  6 
months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg, 

5 mg  and  10  mg;  bottles  of  100  and  500.  All 
strengths  also  available  in  Tel-E-Dose® 
packages  of  100. 
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Thoracic  Surgery 
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Winter  Session 

The  Winter  meeting  of  the  New  York  Society 
for  Thoracic  Surgery  was  held  on  February  21. 
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1974,  at  Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City. 

lyzed  in  comparison  with  conventional  rigid  bron- 
choscopy. Seventy  cases  of  therapeutic  bronchos- 
copies and  130  cases  of  diagnostic  procedures  are 
reviewed. 

Most  of  the  therapeutic  bronchoscopies  were 
performed  at  the  bedside  with  minimum  morbidi- 
ty, and  dramatic  improvement  was  achieved  in 
most  instances.  Most  of  these  patients  were  too  ill 
to  tolerate  rigid  bronchoscopy. 

Diagnostic  bronchoscopy  was  also  performed 
with  minimum  difficulties.  Punch  biopsy,  brush- 
ing biopsy,  and  bronchial  washing  for  cytologic 
study  were  routinely  done. 

Most  of  the  time,  third  or  fourth  division  of 
bronchii  are  well  visualized.  Results  of  biopsies 
and  cytologic  studies  will  be  presented  and  will  be 
compared  with  surgical  results.  Some  of  the  cen- 
trally located  lesions  with  marked  inflammatory 
reaction  gave  false  negative  results  in  spite  of  ob- 
vious visual  lesions.  In  these  cases,  rigid  bron- 
choscopy with  bigger  biopsies  gave  better  results. 

Photographs  of  bronchoscopic  findings  and  sur- 
gical specimens  will  be  shown. 

The  following  report  will  be  given  in  its  entire- 
ty. 

Recent  publications  on  thoracoscopy,  coupled 
with  our  familiarity  and  satisfaction  with  endosco- 
py of  conventional  sites  with  the  revolutionary 
flexible  fiberoptic  endoscopes,  led  us  to  explore 
further  uses  of  the  flexible  fiberoptic  broncho- 
scope as  a thoracoscope.1'3 

Fiberoptic  thoracoscopy  permits  early,  deliber- 
ate identification  and  satisfactory  assessment  of 
suspected  lesion  (that  is,  biopsy  of  tumor),  a sys- 
tematic search  for  suspected  secondary  sites  of  pa- 
thology (tumor,  trauma,  atelectasis,  and  pulmo- 
nary infarction,  for  example),  and  exploratory  in- 
trathoracic  survey,  to  exploit  full  use  of  the  new 
concept  of  fiberoptic  thoracoscopy. 
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TABLE  I.  Indication  for  fiberoptic  thoracoscopy 


Pathologic  Condition 

Characteristics 

Pleural  effusions 

Pleuropulmonary  illness  undiagnosed  by  con- 
ventional methods  short  of  thoracotomy 
Perplexing  intrathoracic  abnormalities 

Conditions  in  need  of  new  insights 

Unknown  cause;  carcinoma  or  tuberculosis  suspected; 

thoracentesis  fluid  nondiagnostic;  recurrent 
Primary  pleural  tumor;  peripheral  parenchymal  pul- 
monary lesions 

Hilar  enlargement;  postresection  space  problems;  spon- 
taneous pneumothorax,  recurrent  and  persistent 
Trauma;  pulmonary  infarction 

Indications 

Fiberoptic  thoracoscopy  may  be  considered  for 
the  diagnosis  of  processes  in  patients  with  pleural 
effusions  of  unknown  cause,  especially  when  fluid 
obtained  by  thoracentesis  is  nondiagnostic  by 
smear,  culture,  cell  blocks,  and  Papanicolaou  tech- 
niques, and  when  secondary  tumor  or  tuberculosis 
is  suspected.  This  technique  may  be  an  accept- 
able substitute  for  exploratory  thoracotomy  or 
mediastinoscopy  in  instances  of  suspected  pleural 
tumor,  peripheral  pulmonary  tumor,  or  hilar  ade- 
nopathy. There  are  perplexing  intrathoracic  ab- 
normalities in  need  of  new  insights,  such  as  trau- 
ma (closed  and  penetrating),  postresection  causes 
of  space  problems,  spontaneous  pneumothorax 
that  is  recurrent  or  persistent,  and  pulmonary  in- 
farction. Any  condition  not  yielding  early  diagno- 
sis by  other  techniques  or  requiring  tube  thoracos- 
tomy for  any  purpose  may  be  reason  enough  for 
systematic  intrathoracic  inspection  by  fiberoptic 
thoracoscopy  (Table  I). 

Technique 

The  flexible  fiberoptic  bronchoscopic  instru- 
ments of  the  American  Cystoscope  Makers  Incor- 
porated and  of  the  Olympus  Corporation  have  ex- 
ternal diameters  exceeding  5 mm.,  which  pass 
readily  through  36-French  cathethers.  Electively, 
the  sixth  interspace  in  the  mid-  to  anterior  axillary 
line  is  used  to  introduce  the  closed  thoracotomy 
tube  and  scope.  The  patient  is  positioned  as  for 
thoracentesis  and  closed  thoracotomy.  One-half 
per  cent  lidocaine  is  infiltrated  into  the  skin,  the 
intercostal  space,  and  the  intercostal  nerves.  The 
skin  incision  is  made  large  enough  to  prevent 
undue  friction  of  the  36-French  tube,  and  its  tro- 
car introduces  the  tube  in  the  direction  of  the 
pathologic  condition  or  to  the  depth  or  location 
desired  to  drain  the  space.  The  trocar  is  with- 
drawn and  the  tube  clamped  while  cutting  it  near 
the  chest  wall  and  adapting  the  T-connector  to  the 
chest  tube  (Fig.  1A).  A rubber  diaphragm  or  fin- 
ger cot  may  be  adapted  to  the  straight  limb,  and  a 
connecting  tube  for  underwater  seal  or  drainage  is 
attached  to  the  T-limb  (Fig.  IB).  The  clamp  is  re- 
moved to  drain  fluid  or  to  regulate  the  amount  of 
pneumothorax  consistent  with  comfortable  respi- 
ration, yet  permitting  intrapleural  inspection. 

A nurse  or  assistant  surgeon  practices  sterile 


FIGURE  1.  (A)  Variety  of  T-shaped  connectors  adapt  to 

36-French  chest  tube  and  admit  5-mm. -diameter  flexible 
fiberoptic  bronchoscope  for  use  as  thoracoscope.  (B) 
Underwater  suction  through  T-limb  and  rubber  cot  or  dia- 
phragm over  straight  limb  control  degree  of  pneumothorax 
during  endoscopy. 

technique  in  incising  the  rubber  diaphragm,  intro- 
ducing the  scope  through  the  thoracotomy  tube 
into  the  pleural  space,  and  manipulating  suction 
and  biopsy  instruments.  When  the  thoracoscope 
has  not  been  gas-sterilized,  the  surgeon  now  con- 
fines his  manipulations  to  the  optics  and  working 
parts  of  the  thoracoscope  and  biopsy  forceps. 

Patients  may  be  assisted  in  changing  positions, 
the  degree  of  pneumothorax  may  be  varied,  and 
the  effectiveness  of  nonthoracotomy  ligation  of  in- 
tercostal bleeding  vessels  may  be  established. 
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FIGURE  2.  Case  1.  Admission  posterioanterior  film  with 
pleural  process,  decreased  interspaces,  and  scoliosis. 

After  thoracoscopy,  the  tube  is  converted  to 
conventional  underwater  suction  drainage  for  re- 
moval on  usual  indications  and  timing. 

Case  histories  and  chest  x-ray  films 

Case  1.  A sixty-six-year-old  man  with  dyspnea,  re- 
current effusion,  and  thickened  pleura  eluded  diagnosis 
despite  thoracentesis,  closed  thoracotomy  drainage, 
analysis  of  fluid  and  sediment,  and  multiple  needle 
biopsies  (Fig.  2).  Mesothelioma  was  suspected,  so  a 
metal  trocar  was  introduced  immediately  after  thora- 
centesis yielded  fluid.  The  flexible  scope  was  intro- 
duced, and  photographs  were  taken  of  sites  visualized. 
Only  tiny  fragments  of  nonspecific-appearing  tissues 
were  obtained  with  bronchoscopic  biopsy  forceps.  To 
assure  obtaining  sufficient  tissue  for  diagnosis,  a direct 
biopsy  through  the  intercostal  space  was  performed  at 
the  same  time.  The  pathologist’s  report  was  mesotheli- 
oma, diagnosed  in  specimens  obtained  by  both  routes. 

Case  2.  A routine  interval  follow-up  chest  x-ray  film 
disclosed  a 2-cm.  nodular  lesion  in  the  right  upper  lobe 
of  a fifty-four-year-old  woman  four  years  after  right 
mastectomy  for  carcinoma  (Fig.  3).  In  the  operating 
room,  fiberoptic  thoracoscopy  was  performed  under 
general  anesthesia,  with  the  patient  in  the  left  lateral 
decubitus  position,  prepared  for  thoracotomy.  The  dia- 
phragm was  seen  to  be  studded  with  implants  of  obvious 
tumor  up  to  2 cm.  in  diameter.  Biopsy  disclosed  adeno- 
carcinoma consistent  with  metastasis  from  the  primary 
lesion. 

Case  3.  A sixty-nine-year-old  man  was  subjected  to 
exploratory  laparotomy  twenty-four  hours  after  admis- 
sion to  the  hospital  with  left  lower  quadrant  abdominal 
pain,  a mass,  fever,  and  leukocytosis.  A retroperitoneal 
hematoma  extending  to  the  diaphragm  was  found. 
While  preparations  were  made  for  excision  of  an  aortic 
aneurysm,  the  left  side  of  the  patient  was  elevated  30 
degrees  with  sandbags  under  the  hip  and  the  shoulder. 


FIGURE  3.  Case  2.  Admission  chest  film  shows  ab- 
sence of  right  breast  shadow  and  2-cm. -diameter  coin  le- 
sion at  fourth  rib  near  anterior  axillary  line. 

The  chest  wall  was  prepared  past  the  posterior  axillary 
line,  and  fiberoptic  thoracoscopy  was  performed  to  visu- 
alize the  intrathoracic  periaortic  areas,  seeking  evidence 
of  a possible  dissecting  aneurysm  of  the  thoracic  aorta. 
Neither  enlargement  nor  discoloration  of  the  aorta  was 
seen,  and  subsequent  aortic  operation  was  confined  to 
the  abdomen. 

Case  4.  A thirty-one-year-old  man  was  admitted  to 
the  hospital  following  a stab  wound  in  the  epigastrium, 
to  the  left  of  the  xiphoid  process.  A right  hemopneu- 
mothorax  was  treated  with  tube  thoracostomy,  but 
bleeding  continued  at  the  rate  of  300  cc.  per  hour.  For 
the  purpose  of  fiberoptic  thoracoscopy,  a chest  tube  was 
introduced  in  the  sixth  interspace  in  the  anterior  axil- 
lary line.  Partial  pneumothorax  was  allowed  to  occur, 
and  the  bleeding  site  was  visualized  adjacent  to  sternum 
and  cartilage.  Local  and  intercostal  block  anesthesia 
was  used  by  an  assistant  surgeon,  who  made  a small  skin 
incision  to  the  right  of  the  xiphoid  and  passed  two  peri- 
costal  sutures  of  number  2 chromic  catgut.  Through 
the  thoracoscope,  the  bleeding  was  seen  to  cease  imme- 
diately. 

Case  5.  A sixty-five-year-old  man  was  admitted  to 
the  hospital  with  diagnoses  of  congestive  failure  and 
right  hydrothorax.  Chest  x-ray  films  showed  right  hy- 
drothorax plus  emphysematous  bullae,  but  the  left  lung 
field  had  no  evidence  of  interstitial  edema.  Medical 
thoracentesis  resulted  in  hydropneumothorax,  persis- 
tent and  recurrent.  Tube  thoracotomy  and  fiberoptic 
thoracoscopy  showed  bullae  and  fibrinous-inflamed  pa- 
rietal pleura.  The  biopsy  report  revealed  a tumor  of  an 
unknown  type. 

Comment 

Figure  4A  is  a photograph  of  the  ACMI  fiberop- 
tic flexible  bronchoscope  superimposed  on  a chest 
x-ray  photograph.  The  adaptability  of  the  scope 
to  intrathoracic  contours  is  evident.  The  fortui- 
tous distribution  of  tuberculous  and  tumor  im- 
plants on  pleural  surfaces  favors  dependent  por- 
tions, but  needle  biopsies  commonly  miss  lesions, 
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FIGURE  4.  (A)  Flexible  fiberoptic  bronchoscope  superimposed  on  chest  x-ray  photograph  demonstrates  compatible  size 

and  contour  relations  of  thorax  and  instrument.  (B)  Adequate-sized  biopsy  instrument  shown  extended  from  fiberscope. 


and  clinical  caution  interdicts  attempts  to  obtain 
tumor  deposits  from  the  diaphragm  with  needle 
biopsy  technique. 

DeCamp  et  al.1  commented  on  the  frequency 
with  which  metastases  were  found  on  the  dia- 
phragm, consistent  with  what  is  known  about  lym- 
phatic pathways  and  dynamics.  In  the  lateral  de- 
cubitus position  (awake  or  anesthetized,  with 
pneumothorax)  the  lung  commonly  falls  away 
from  the  diaphragm  as  well  as  from  the  chest  wall, 
providing  room  to  manipulate  the  flexible  thora- 
coscope for  visualization  and  biopsy  (Fig.  4B). 

It  is  realized  that  excess  and  underutilization  of 
new  instruments  can  accompany  their  availability. 
Less  than  expected  yields  of  diagnoses  by  analysis 
of  pleural  fluid  prompts  one  to  look  inside  the 
pleural  space,  anticipating  specific  pathologic 
diagnoses  by  biopsy  of  concentrated  foci  of  tumor 
cells,  granulomata,  bacteria,  or  fungi.  It  is  hoped 
to  improve  on  the  54  per  cent  finding  of  tumor 
cells  and  the  4 per  cent  incidence  of  tubercle  bacil- 
li reported  in  studies  of  pleural  fluid.4’5  The  high- 
er percentage  of  positive  diagnoses  of  parenchymal 
lesions  by  needle  (72  per  cent)  and  trephine  (94 
per  cent)  biopsy  techniques  cause  high  incidences 
of  pneumothorax  (40  per  cent)  and  a few  instances 
of  severe  pulmonary  hemorrhage  and  hemoptyses 
(7  per  cent).6,7 

Surgeons  once  again  have  the  opportunity  to  at- 
tempt to  make  the  same  observations  by  thoracos- 
copy that  they  have  made  by  direct  inspection  at 
surgery  and  in  the  autopsy  room.  Visual  correla- 
tions of  lung  surfaces  in  congestion,  infarction,  and 
atelectasis  may  he  made  with  x-ray  film,  scan,  an- 
giography, and  changes  in  response  to  time  and 
therapy.  Pathologic  confirmation  of  what  is  seen 


with  both  selective  and  multiple  random  biopsies 
should  increase  diagnostic  yield  and  decrease 
delay  in  making  differential  diagnoses.  This  is  as 
important  as  outmoding  exploratory  thoracotomy 
when  alternatives  exist. 
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Discussion 

Nathaniel  Ching,  M.D.,  New  York  City.  I 
certainly  enjoyed  and  congratulate  the  authors  of 
these  first  two  reports  in  expanding  the  use  of  the 
fiberoptic  scope.  I’ll  address  myself  primarily  to 
the  first  study  since  I have  had  no  experience  in 
the  second  technique.  We  at  St.  Vincent’s  have 
been  using  the  bronchoscope  since  1970.  How- 
ever, we  were  unfortunate  in  having  purchased  it 
so  early,  since  its  suction  channel  is  smaller.  With 
the  improved  fiberoptics  that  Dr.  Nussbaum  is 
using,  just  as  good  a picture  is  obtained  with  a 
smaller  number  of  fiberoptic  bundles.  Thus  there 
is  a larger  suction  channel,  which  means  a larger 
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brush,  a larger  biopsy  forceps  may  be  used,  and 
more  adequate  suction.  We  have  not  really  pur- 
sued the  diagnostic  aspects  of  this  because  my 
work  has  primarily  been  in  the  study  of  the  trache- 
al damage  from  cuffs. 

In  one  of  our  slides  the  view  is  excellent  with  the 
fiberoptic;  you  can  see  three  tracheoesophageal  fis- 
tulas as  a result  of  using  fracheostomy  cuffs.  For 
diagnostic  work  we  use  it  in  selected  cases,  primar- 
ily in  patients  more  seriously  ill  who  cannot  toler- 
ate regular  bronchoscopy.  However  recent  studies 
of  other  authors  measuring  blood  gases  during  fi- 
beroptic bronchoscopy  show  that  there  is  a lower- 
ing of  blood  oxygen;  as  a result,  I add  nasal  oxygen. 
We  introduce  the  scope  transnasally  and  have  had 
adequate  results.  However,  our  greatest  use,  also 
alluded  to  by  Dr.  Nussbaum,  is  in  the  therapeutic 
application.  We  get  numerous  requests  to  bron- 
choscope fairly  ill  patients  not  only  on  our  own 
service,  but  on  the  medical  service.  These  pa- 
tients cannot  tolerate  routine  regular  bronchosco- 
py because  they  need  continuous  ventilation. 
When  we  interrupted  and  took  the  endotracheal 
tube  out,  we  had  a couple  of  disasters.  We  have 
used  essentially  the  same  technique  as  the  authors. 
I generally  increase  the  volume  because  when  we 
have  done  some  of  these  under  general  anesthesia, 
as  a diagnostic  work-up,  the  anesthesiologists  rec- 
ord increased  airway  resistance.  Although  that  is 
only  5 mm.  in  diameter  you  can  see  how  a number 
36  endotracheal  tube  will  be  decreased  in  the  cross 
sectional  area,  increasing  the  resistance  with  which 
one  needs  to  ventilate  the  patient. 

A patient  with  a tracheostomy  developed  atelec- 
tasis in  the  left  lung.  We  bronchoscoped  him 
while  he  was  on  the  ventilator  using  the  same  tech- 
nique. His  x-ray  film  the  following  day  showed 
some  improvement,  but  still  a little  atelectasis  in 
the  left  lower  lobe  requiring  a second  treatment, 
with  resolution  and  improvement  with  tracheal 
care  and  ventilation.  Even  though  our  suction 
channel  is  small  we  have  gotten  satisfactory  re- 
sults, and  it  is  amazing  how  much  you  can  get 
through  this  narrow  channel.  You  can  selectively 
inject  the  saline  into  the  suspected  areas  that  you 
see;  the  orientation  is  a little  different,  and  to  be 
truthful,  I still  prefer  the  rigid  bronchoscope  with 
air  interface  for  diagnostic  work  rather  than  the  fi- 
beroptic bundle  interface.  I think  we  can  get  a 
better  cleaning  out  using  the  rigid  scope,  the  large 
suction  catheter,  and  direct  irrigation.  However, 
in  the  patients  that  require  ventilation  you  dare 
not  disrupt  the  physiologic  mechanism  unless  you 
can  get  satisfactory  treatment  as  Dr.  Nussbaum 
has  outlined. 

Everett  Dargan,  M.D.,  The  Bronx,  New  York. 
My  question  to  Dr.  Nussbaum  relates  to  the  ther- 
apeutic application  of  the  fiberoptic  bronchoscope. 
Even  with  the  rigid  scope,  one  sometimes  get  spil- 
lage of  blood  into  the  other  lung.  My  question  to 


you  is  how  do  you  avoid  spillage  of  blood  into  the 
other  lung  in  a patient  with  massive  bleeding  when 
using  the  fiberoptic  bronchoscope  with  its  limited 
suction  capacity?  The  suction  orifice  is  rather 
small  in  the  fiberoptic  bronchoscope,  and  there- 
fore the  rate  of  aspirating  a large  amount  of  free 
frank  liquid  blood  must  be  somewhat  less  than  in 
the  rigid  scope. 

Dr.  Nussbaum:  In  the  2 cases  we  had  with 

massive  bleeding,  clots  had  formed  on  all  of  the  or- 
ifices on  both  sides,  and  we  were  fortunate  that  in 
these  2 cases  we  were  able  to  keep  up  with  the  rate 
of  bleeding.  The  advantage  of  the  fiberoptic 
scope  lies  in  the  fact  that  you  could  then  get  into 
each  orifice  and  get  out  the  clot  that  was  already 
formed  and  obstructing  the  orifice.  I am  sure  you 
are  correct  that  if  the  rate  of  bleeding  is  faster 
than  this  small  channel  can  allow  you  to  suction, 
you  will  be  far  better  off  with  an  open  scope;  there 
is  no  question  about  that.  Perhaps  these  2 cases 
are  not  necessarily  proof  of  the  entire  picture. 

Emil  Naclerio,  M.D.,  New  York  City.  Two 
questions:  number  one,  are  we  to  forget  about  the 
rigid  bronchoscope,  or  are  there  specific  indica- 
tions for  the  use  of  each  instrument?;  and  number 
two,  how  is  the  fiberoptic  scope  sterilized? 

Dr.  Nussbaum:  In  answer  to  the  first  part  of 

Dr.  Naclerio’s  first  question,  you  absolutely  cannot 
forget  the  rigid  bronchoscope.  The  therapeutic 
usefulness  of  the  rigid  bronchoscope  in  the  remov- 
al of  foreign  bodies  is  unquestioned.  I will  tell  you 
that  just  this  week  Dr.  Cho  was  able  to  remove  an 
aspirated  hypodermic  needle  with  the  fiberoptic 
scope.  However,  I would  not  attempt  to  remove 
most  foreign  bodies  with  a fiberoptic  scope. 

One  disadvantage  of  the  fiberoptic  scope  is  the 
size  of  the  biopsy  forceps,  and  therefore  the 
amount  of  tissue  obtained  is  small.  I usually  do 
flexible  bronchoscopy  first.  If  this  doesn’t  give  us 
satisfactory  results  and  the  lesion  is  within  range 
of  the  rigid  scope,  I then  rebronchoscope  the  pa- 
tient. The  flexible  scope  is  so  well  tolerated  the 
first  time  that  there  are  few  objections  to  a second 
bronchoscopy. 

Dr.  Clauss:  Dr.  Nussbaum  nicely  presented  a 
handsome-sized  series  accumulated  in  the  short 
period  since  the  flexible  fiberoptic  bronchoscope 
has  become  available.  I am  surprised  that  many 
people  are  not  discussing  his  report.  I believe  that 
most  hospitals  in  New  York  City  have  the  Olym- 
pus scope,  while  just  two  have  the  ACMI.  I first 
saw  the  Olympus  scope  used  well  by  their  sales- 
men, who  passed  it  through  the  nasopharynx. 
However,  I now  prefer  to  use  the  fiberscope  via  an 
endotracheal  tube.  So  many  times  secretions  are 
thick,  or  the  lens  becomes  fogged.  The  endotra- 
cheal tube  allows  one  to  remove  the  scope,  suction 
the  trachea  with  a larger  bore  cathether,  correct 
the  problem  in  the  scope,  and  reinsert  it.  About  a 
year  ago  the  Japanese  ear,  nose,  and  throat  sur- 
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geon  who  is  the  head  of  the  National  Institutes  of 
Health-equivalent  cancer  institute  in  Japan 
showed  a movie  in  New  York  City  in  which  he 
used  the  endotracheal  tube  routinely.  Theoretical 
advantages  of  searching  for  nasopharyngeal  dis- 
ease seem  negated  by  Dr.  Nussbaum’s  report  of 
seeing  nasal  abnormality  (a  polyp)  only  once  in 
250  passages. 

I find  it  interesting  that  there  are  two  trends  in 
bronchoscopy.  One  is  Dr.  Nussbaum’s:  getting 

closer  to  precise  localization  of  pathologic  condi- 
tions by  endoscopy  in  the  fluoroscopy  room.  He 
coordinates  endobronchial  appearances  with  bron- 
chograms  and  with  confirmed  location  of  the  tip  of 
the  scope  relative  to  the  x-ray  site  of  lesions.  The 
second  trend  takes  the  technique  of  endoscopy 
away  from  experienced  surgeons,  allowing  practi- 
cally anyone  with  an  expressed  interest  to  perform 
endoscopy  at  the  bedside.  Such  novice  endoscop- 
ists are  bound  to  be  imprecise  and  fail  to  find  what 
is  there,  or  misinterpret  what  is  seen,  in  contrast  to 
the  specialists,  such  as  Dr.  Nussbaum,  with  his 
concentrated  experience,  interest,  and  zeal.  I be- 
lieve Dr.  Nussbaum  is  right! 

Dr.  Senno  praised  the  advantages  of  flexibility 
compared  to  the  rigidity  of  the  old  bronchoscope. 
One  might  discuss  technical  comparisons  between 
the  ACMI  and  the  Japanese  flexible  fiberoptic 
bronchoscopes.  ACMI  flexes  135  degrees  in  each 
of  two  directions;  the  Olympus  bends  135  degrees 
one  way  and  just  35  degrees  in  the  opposite  direc- 
tion. The  ACMI  scope,  flexed  more  than  90  de- 
grees, prevents  easy  passage  of  biopsy  instru- 
ments. One  must  position  the  biopsy  forceps  be- 
yond the  flexible  portion  before  passing  the  tip 
into  a segment.  Of  course,  this  negates  use  of  the 
suction  modality. 

Dr.  Nussbaum  can  selectively  aspirate  bronchi 
visually  via  SSTBD  (Selective  Systematic  Tra- 
cheobronchial Drainage).  Dr.  E.  E.  Rockey,  with 
his  preformed  catheters  of  larger  caliber,  created 
the  SSTBD  concept  whereby  nursing  personnel, 
routinely  and  round-the-clock,  can  achieve  the  ad- 
vantages of  selective  therapeutic  endobronchial 
aspiration. 

Coming  now  to  our  study  about  fiberoptic  tho- 
racoscopy, all  you  bridge  buffs  know  that  a peek  is 
worth  two  finesses!  Dr.  Senno  demonstrated  that 
one  really  can  be  quite  satisfied  that  the  patholog- 
ic condition  has  been  seen  and  sampled,  or  it 
hasn’t.  The  report  emphasized  that  thoracoscopy 
allows  systematic  inspection  and  selective  biopsy. 
It  bothers  me  when  a thoracotomy  uncovers  what 
blind  needling  has  missed  and  what  fiberoptic  tho- 
racoscopy could  have  achieved.  Even  a limited 
thoracotomy  is  so  much  more  debilitating  than 


tube  thoracotomy-thoracoscopy. 

One  of  the  more  interesting  examples  of  the 
value  of  fiberoptic  thoracoscopy  is  in  trauma, 
when  hemothorax  reaccumulates  at  a rate  and  vol- 
ume which  causes  concern.  Recently,  we  treated  a 
patient  with  a stab  wound  to  the  left  of  the  xi- 
phoid causing  right  hemopneumothorax.  The 
flexible  fiberoptic  bronchoscope  was  directed  to 
the  retroxiphoid  area,  visualizing  the  intrathoracic 
wound  with  its  continued  trickle  of  bright  red 
blood.  Even  though  the  knife  wound  was  at  the 
left  of  the  xiphoid,  the  pericardium,  seen  as  well 
through  the  scope  as  if  the  chest  were  open,  was 
free  of  blood.  I envision  expanded  uses  of  fiberop- 
tic thoracoscopy  in  trauma,  with  pulmonary  in- 
farction, and  with  pleural  space  problems  after  re- 
sections. 

Dr.  Naclerio  voiced  concern  about  infection. 
Occasionally,  there  is  not  enough  time  between 
cases  for  gas  sterilization.  We  consider  gas  steril- 
ization mandatory  after  endoscopy  for  tuberculo- 
sis, but  not  for  other  infections.  Manufacturers’ 
brochures  accompanying  the  scopes  cite  the  effec- 
tiveness and  acceptability  of  betadine  solution  or 
alcohol  for  “sterilization.”  We  suspend  the  scope 
vertically  in  a long  translucent  cylinder,  surround- 
ing the  outside  of  the  scope  with  the  cleansing 
agent,  maintaining  a level  from  a reservoir  while 
aspirating  the  “sterilizing”  fluid  through  the 
length  of  the  suction  channel. 

Nicholas  J.  Demos,  M.D.,  Jersey  City,  New 
Jersey.  I would  like  to  make  a short  discussion  of 
the  flexible  scope  with  your  permission.  Two 
things:  sometimes  we  use  the  flexible  scope 

through  the  endotracheal  tube,  and  we  found  that 
it  adheres  to  the  wall  of  the  endotracheal  tube. 
Would  you  give  us  a solution  to  this  problem,  espe- 
cially when  one  does  thoracoscopy  through  the 
plastic  tube?  I would  expect  the  scope  to  be  very 
adherent  at  times  and  hard  to  pass.  Sometimes 
our  scope  fogs  up  a little  bit,  and  the  solution  we 
found  to  this  problem  is  to  remove  the  scope  and 
dip  it  in  sterile  water,  which  clears  up  the  fogging 
immediately.  The  water  doesn’t  have  to  be  hot. 
So,  what  do  you  do,  Dr.  Clauss,  if  it  sticks,  or  does 
it  never  stick? 

Dr.  Clauss:  As  Dr.  Senno  indicated,  we  gener- 
ally use  a 36-French  tube  through  the  chest  wall 
directing  the  tube  where  we  think  we  want  to  look, 
then  cutting  off  the  tube  near  the  chest  wall.  This 
provides  a relatively  short,  large-bore  straight  tub- 
ing. We,  like  Dr.  Nussbaum,  may  be  well-advised 
to  perform  some  of  our  procedures  with  the  aid  of 
fluoroscopic  guidance. 

The  following  report  will  be  given  in  its  entire- 

ty. 
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Considerable  experience  has  now  been  gained 
by  Collis1  in  England  and  by  North  American  sur- 
geons in  the  performance  of  the  Collis  gastroplasty 
for  the  prevention  of  gastroesophageal  reflux.2,3 
Long-term  results  have  been  excellent  with  the 
initial  Collis  procedure,4  or  with  the  addition  of 
Belsey  repair  to  the  Collis  esophageal  lengthening 
technique.3 

In  the  original  Collis1  procedure,  the  fundus  of 
the  stomach  is  divided  in  a line  parallel  to  the  less- 
er curvature,  thus  creating  out  of  the  lesser  curva- 
ture a prolongation  of  the  esophagus.  A suture 
line  is  produced  of  14  to  20  cm.  in  length,  requiring 
a double  row  of  sutures  and  forty-five  to  sixty  min- 
utes to  perform  at  the  depth  of  a transthoracic 
incision.  Subsequently,  the  remaining  fundic 
stomach  may  be  wrapped  around  the  newly  creat- 
ed tubular  structure  as  suggested  by  Pearson.2 

A modification  of  the  lengthening  procedure  has 
been  perfected  in  the  dog,  which  has  proved  safe, 
simple,  and  effective,  and  which  reduces  the  oper- 
ating time  by  at  least  forty-five  to  sixty  minutes. 

Technique 

A double  row  of  staples  is  placed  with  the  TA-55 
stapler  on  the  fundus  of  the  stomach  parallel  to 
the  lesser  curvature  and  approximating  the  anteri- 
or and  posterior  walls  of  the  stomach,  thus  creat- 
ing an  additional  5.5  cm.  of  esophageal  length  (Fig. 
1A). 

This  procedure  takes  about  thirty  seconds  to 
perform  and  avoids  the  incision  into  the  stomach 
and  the  double  row  of  sutures  placed  in  the  origi- 
nal Collis1  gastroplasty.  Next,  the  remaining  gas- 
tric fundus  is  wrapped  around  the  newly  created 
tubular  segment.  In  cases  of  severely  shortened 
human  esophagus  or  in  the  dogs  with  esophagogas- 
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FIGURE  1.  (A)  Construction  of  additional  esophageal 

length,  usually  over  size  40  bougie,  by  stapling  parallel  to 
lesser  curvature.  (B)  Fundoplication.  (C)  Suture  of  part 
of  new  plicated  segment  below  diaphragm  and  suture  of 
right  crus.  (D)  Fixation,  whenever  possible,  of  entire  new 
segment  below  diaphragm. 

trostomy,  some  of  the  fundus  may  have  to  remain 
above  the  diaphragm  (Fig.  IB  and  C).  Frequent- 
ly, however,  the  entire  tubular  segment  and  the 
fundic  wrap  may  be  secured  below  the  diaphragm 
(Fig.  ID). 

Materials  and  methods 

Through  a left  seventh  intercostal  space  inci- 
sion, esophagogastric  incompetence  was  produced 
in  a group  of  8 dogs,  either  by  esophagogastros- 
tomy  or  by  esophagogastromyectomy,  which  we 
and  others  have  found  effective  in  creating  reflux 
esophagitis.5,6  In  a subsequent  operation  through 
the  same  incision,  the  technique  of  esophageal 
lengthening  and  fundoplication  was  constructed  as 
described. 

In  an  additional  group  of  10  dogs  the  gastric  car- 
dia  was  rendered  incompetent,  and  at  the  same 
time  the  new  gastroplasty  was  performed  to  main- 
tain competence.  It  was  found  that  in  the  dog, 
only  partial  fundoplication  is  possible  if  one  is  to 
avoid  total  constriction  of  the  newly  created  tubu- 
lar segment. 

The  effectiveness  of  the  new  gastroplasty  was 
tested  by  pre-  and  postoperative  photographic  fi- 
beresophagoscopy,  esophagrams,  fluoroscopy,  and 
gastroesophageal  pressure  studies. 

Results 

One  of  the  8 initial  dogs  died  of  massive  pneu- 
monia one  day  after  the  second  procedure.  A sec- 
ond dog  died  of  starvation  fourteen  days  after  the 
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FIGURE  2.  (A)  Absence  of  high-pressure  zone  in  dog  in  which  gastroesophegeal  sphincter  was  rendered  incompetent. 

(B)  Intraluminal  pressure  study  after  new  gastroplasty  showing  high-pressure  zone  between  intra-abdominal  and  intratho- 
racic  areas. 


second  procedure  because  the  new  channel  had 
been  made  too  narrow  and  the  fundoplication  too 
tight.  Thereafter,  because  the  dog’s  fundus  is  not 
as  abundant  as  the  human  fundus,  there  was  only 
partial  wrapping  performed.  Moreover,  the  sta- 
pling was  performed  after  a Maloney  bougie,  size 
40  to  44,  was  placed  into  the  esophagus  and  lesser 
curvature. 

In  the  6 remaining  dogs  the  severe  hemorrhagic 
and/or  ulcerating  esophagitis  healed  after  the  new 
gastroplasty  procedure.  The  last  10  dogs  in  a fol- 
low-up of  up  to  two  years  remained  free  of  esopha- 
gitis as  seen  in  the  fiberoptic  examinations. 

Typical  esophageal  pressure  studies  in  dogs  with 
incompetent  cardia  may  be  seen  in  Figure  2A. 
After  the  new  gastroplasty  operation,  the  high- 
pressure  zone  in  the  gastroesophageal  area  was  re- 
stored (Fig.  2B). 

Gastrointestinal  x-ray  films  revealed  a 5 to  6- 
cm.  sphincteric  gastroesophageal  segment  without 
reflux  (Fig.  3). 

Comment 

Even  though  the  exact  mechanism  of  gastro- 
esophageal sphincteric  competence  is  not  well  un- 
derstood, great  strides  have  been  made  in  recent 
years  in  the  treatment  of  reflux  esophagitis.  Sim- 
ple reflux  esophagitis  without  esophageal  stricture 
or  short  esophagus  is  amenable  to  simple  transab- 
dominal or  transthoracic  repair  which  restores  an 
intra-abdominal  esophageal  segment. 

Frequently,  in  long-standing  esophagitis,  the 
healing  process  results  in  a circular  luminal  stric- 
ture as  well  as  longitudinal  shortening  of  the 
esophagus.  The  principles  of  repair  then  are:  (1) 
dilatation  of  the  stricture;  (2)  prolongation  of  the 
esophagus;  and  (3)  fixation  of  the  last  several  cen- 
timeters of  the  esophageal  segment  below  the  dia- 
phragm. The  new  gastroplasty  presented  in  this 
report  creates  the  prolongation  of  the  esophagus  in 
a simple,  safe,  fast,  and  effective  way.  Fundopli- 
cation produces  a permanent,  soft,  and  cushioned 
collapse  of  this  segment,  maintains  the  desired 
angle  between  esophagus  and  stomach,  and  by  its 
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FIGURE  3.  Esophagram  in  dog  with  new  gastroplasty 
with  competent  lower  esophageal  segment. 


bulk  helps  fix  the  last  several  centimeters  intra- 
abdominally.  During  the  creation  of  the  addition- 
al length  of  esophagus  the  gastric  lumen  is  not  en- 
tered, and  leakage  problems  with  attendant  mor- 
bidity are  obviated. 

Long-term  observations  in  dogs  up  to  two  years 
with  fiberoptic  photography,  gastrointestinal  se- 
ries, and  intraluminal  pressure  studies  have  con- 
firmed the  soundness  of  the  procedure  in  the  ex- 
perimental animal. 

Limited  clinical  application  of  the  procedure 
has  been  undertaken  in  cases  with  short  esophagus 
with  encouraging  early  results. 

Summary 

A safe,  simple,  effective,  and  fast  gastroplasty 
procedure  for  short  esophagus  with  reflux  esopha- 
gitis is  described.  It  has  been  proved  sound  in 
dogs  with  up  to  two  years’  follow-up  and  tested 
with  gastrointestinal  x-ray  examinations,  fiberop- 
tic esophagoscopy,  and  gastroesophageal  pressure 
studies.  Early  clinical  application  is  encouraging. 
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Discussion 

Stanley  C.  Fell,  M.D.,  The  Bronx,  New  York. 
Bernard  Langer,  M.D.,  an  associate  of  F.  G.  Pear- 
son, M.D.,  at  the  Toronto  General  Hospital,  has 
employed  a procedure  similar  to  that  described  by 
Dr.  Demos.  After  inserting  a large  bougie  in  the 
esophagus,  he  places  a row  of  overlapping  horizon- 
tal mattress  sutures  in  the  stomach  parallel  to  the 
lesser  curvature.  He  then  performs  a Nissen  fun- 
doplication.  This  procedure  was  described  in 
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Right  pulmonary  artery — left-atrial  communi- 
cation is  a rare  congenital  heart  lesion. 

The  authors  recently  treated  a thirteen-year-old 
boy  who  complained  of  dyspnea  on  exertion  and 
easy  fatigability.  Physical  examination  revealed 
extreme  cyanosis,  marked  clubbing  of  his  fingers 
and  toes,  but  no  audible  murmur.  His  hemoglo- 
bin was  20.8,  and  his  arterial  oxygen  pressure  was 
* By  invitation. 


Surgical  Advances,  a publication  of  the  Eli  Lilly 
Company  in  November  of  1973. 

In  my  own  experience  I consider  it  essential  that 
a stricture  if  present  should  be  dilated  to  at  least 
F-50,  via  gastrostomy  and  retrograde  dilation  if 
necessary,  and  also  that  every  effort  be  made  to 
have  the  new  cardioesophageal  junction  placed 
below  the  diaphragm. 

Dr.  Demos:  Pearson,  as  I referred  to  him  in 

the  manuscript  which  I entered  for  publication, 
has  added  the  fundoplication  and  has  talked  about 
it.  We  tried  first  to  suture  the  stomach,  but  it  was 
very  difficult  to  produce  a very  nice  channel  in  the 
stomach  with  sutures.  It’s  technically  not  very 
good.  The  TA-55  stapler  has  produced  an  excel- 
lent result. 

Now,  suppose  we  have  one  of  these  cases  with 
the  cardia  of  the  stomach  at  the  level  of  the  dia- 
phragm. If  you  create  the  channel  and  do  a Nis- 
sen plication,  the  top  of  the  fundoplication  can 
still  be  contained  beneath  the  diaphragm.  If  you 
do  only  the  Nissen,  you  have  to  bring  the  fundus 
above  the  cardia,  and  therefore  some  of  the  fundus 
remains  above  the  diaphragm,  and  most  of  us  have 
not  found  this  desirable.  Dr.  Pearson  has  proved 
that  when  the  fundus  remains  above  the  dia- 
phragm, it  is  not  as  effective  as  when  the  old  or 
new  cardia,  plus  the  fundus,  are  both  beneath  the 
diaphragm. 


38.8.  Cardiac  catheterization  and  angiography 
showed  that  the  right  distal  pulmonary  artery  had 
formed  a saccular  structure  which  communicated 
directly  with  the  left  atrium.  At  operation,  the 
large  right-to-left  shunt  was  closed  by  ligating  the 
right  distal  pulmonary  artery.  Postoperative 
studies  indicated  that  the  patient  was  doing  well 
and  had  normal  arterial  blood  gas. 

A review  of  the  literature  is  followed  by  a discus- 
sion of  the  complications  and  problems  of  this 
anomaly. 

Discussion 

Walter  Adam  Wichern,  M.D.,  New  York  City. 

Dr.  Potter,  I understand  you  may  have  had  a simi- 
lar case? 

Robert  T.  Potter,  M.D.,  Brooklyn,  New  York. 
No,  I have  not  had  a similar  case.  However,  I 
would  like  to  say  a few  words  about  pulmonary  ar- 
teriovenous fistula,  a physiologically  similar  condi- 
tion. Many  of  you  will  remember  a film  which 
Max  Chamberlain,  M.D.,  showed  to  this  Society 
about  ten  years  ago  relating  to  a sixty-three-year- 
old  woman  with  a pulmonary  arteriovenous  fistula 
in  the  right  lower  lobe.  The  reason  you  may  re- 
member the  film  is  that  instead  of  resecting  the 
right  lower  lobe,  Dr.  Chamberlain  carried  out  a 
very  delicate  resection  of  the  fistula  and  associated 
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aneurysm  without  removing  any  lung  parenchyma. 

The  pulmonary  arteriovenous  fistula  resembles 
the  lesion  which  Dr.  Yeoh  described  in  his  beauti- 
fully documented  study  in  that  both  conditions 
are  right-to-left  shunts  which  enter  the  left  atri- 
um. Embolization  may  occur  from  either  the  pul- 
monary arteriovenous  fistula  or  the  right  pulmo- 
nary artery  and  left  atrial  communication,  and  oc- 
curs directly  into  the  left  side  of  the  heart.  On  the 
other  hand,  the  right-to-left  shunt  in  the  pulmo- 
nary arteriovenous  fistula  usually  is  small  enough 
so  that  clubbing,  cyanosis,  polycythemia,  and  car- 
diac enlargement  are  not  seen.  Hemorrhage, 
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Current  statistics  on  myocardial  infarction  fol- 
lowing coronary  surgery,  based  on  nonspecific  en- 
zyme and  electrocardiographic  changes,  indicate 
definite  infarction  in  10  to  20  per  cent  of  patients 
and  suspected  infarction  in  many  others.  Postop- 
erative changes  in  cardiac-specific  isoenzymes, 
ventriculographic  evidence  of  new  akinetic  areas, 
and  angiographic  changes  in  coronary  arteries 
were  added  to  the  usual  electrocardiograph,  stan- 
dard enzymes,  and  graft  angiography  studies  to 
clarify  the  problem  of  suspected  infarctions,  pro- 
vide more  accurate  figures  on  the  incidence  of  in- 
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manifested  either  by  hemoptysis  or  hemothorax,  is 
a complication  of  pulmonary  arteriovenous  fistula 
which  was  not  mentioned  in  conjunction  with  pul- 
monary artery  and  left  atrial  communication. 

I found  Dr.  Yeoh’s  report  extremely  interesting, 
and  I congratulate  him  and  Dr.  Harris  and  Dr. 
Ferrara  on  their  presentation. 

George  Robinson,  M.D.,  The  Bronx,  New 
York.  The  anatomy  of  this  anomaly  was  not 
clear,  Dr.  Yeoh.  I am  under  the  impression  that 
all  of  the  anomalies  are  essentially  extrapericar- 
dial. 

Dr.  Yeoh:  That’s  right. 


farction,  and  define  the  mechanism  of  postcorona- 
ry surgery  myocardial  infarction.  Isoenzyme 
studies  were  prospective  and  controlled  in  other 
thoracic  and  noncoronary  cardiac  surgery  patients. 
Fifty  patients  with  bypass  grafts  were  evaluated. 

Myocardial  infarction  occurred  in  only  3 of  75 
patients  (4  per  cent).  Both  infarctions  occurred  in 
myocardium  supplied  by  diffusely  diseased  arte- 
ries which  were  left  untreated  when  more  suitable 
lesions  in  other  arteries  were  bypassed.  Postoper- 
ative ventriculogram  and  electrocardiogram  find- 
ings demonstrated  infarcted,  akinetic  areas  con- 
fined to  myocardium  supplied  by  the  diffusely  dis- 
eased arteries  rather  than  in  myocardium  supplied 
by  patent  bypass  grafts.  Myocardial  infarction 
never  resulted  from  vein-graft  thrombosis  or  clo- 
sure of  the  distal  arterial  runoff  by  a technically 
inadequate  lower  anastomosis.  In  4 patients  with 
vein-graft  closure,  coronary  angiography  revealed 
backflow  from  the  coronary  artery  through  the  dis- 
tal anastomosis  into  a short  segment  of  open  vein 
graft,  and  filling  of  the  coronary  artery  distal  to 
the  lower  anastomosis.  Lactic  dehydrogenase  en- 
zyme elevations  after  coronary  surgery  were 
caused  by  release  of  large  amounts  of  liver-muscle 
isoenzymes  and  not  by  elevations  of  the  cardiac 
specific  fractions  expected  after  myocardial  infarc- 
tion. Statistical  analysis  of  standard  serum  en- 
zyme changes  after  surgery  showed  no  difference 
in  enzyme  levels  between  patients  with  normal 
electrocardiogram  findings  and  those  with  electro- 
cardiogram changes  suggesting  possible  myocar- 
dial infarction. 
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Chronic  Hip  Pain 

Case  history 

Linda  K.  Pier,  M.D.*:  This  sixteen-year-old 
girl  visited  her  physician  with  a complaint  of  inter- 
mittent left  hip  and  leg  pain  of  four  years’  dura- 
tion. Recently  the  pain  had  worsened,  causing  her 
to  limp.  The  pain  increased  with  activity.  There 
was  no  history  of  trauma. 

General  physical  examination  revealed  a nor- 
mal-appearing woman  in  no  acute  distress.  Ten- 
derness was  present  over  the  left  hip,  and  pain 
could  be  produced  with  movement  of  the  hip. 

Results  of  laboratory  examinations,  including 
blood  count  and  blood  chemistries,  were  normal. 
First-strength  purified  protein  derivative  result 
was  normal.  Aspiration  of  the  left  hip  joint  yield- 
ed a small  amount  of  sanguineous  fluid. 

Plain  roentgenograms  and  tomograms  of  the  left 
hip  were  then  obtained. 

Arlen  K.  Snyder,  M.D.+:  Anteroposterior  and 
frog  lateral  radiographs  and  one  anteroposterior 
tomogram  of  the  left  hip  show  multiple  radiolu- 
cent  areas  in  the  left  femoral  neck  and  head  (Figs. 
1 and  2).  The  multicystic  changes  in  the  bone  ex- 
tend as  far  as  the  acetabulum.  The  cortical  mar- 
gins of  the  bone  are  scalloped.  The  areas  of  scal- 
loping have  thin  sclerotic  margins  suggesting  a 
slow-growing  process.  The  hip  joint  is  narrowed, 
but  there  is  no  evidence  of  a joint  effusion  or  soft- 
tissue  mass  associated  with  the  bony  changes. 

One  seldom  sees  a lesion  involving  both  articu- 
lar surfaces  of  the  hip  joint  as  well  as  the  adjacent 
femoral  neck.  In  an  older  person  one  would  have 
to  exclude  such  entities  as  monoarticular  gout,  os- 
teoarthritis, or  rheumatoid  arthritis.  In  a sixteen- 
year-old,  three  diagnoses  should  be  considered;  tu- 
berculosis, synovial  sarcoma,  and  pigmented  villo- 
nodular  synovitis.  One  would  expect  to  see  more 
osteoporosis,  an  increased  sedimentation  rate, 
fever,  and  an  effusion  with  tuberculosis  of  the  hip 
joint.  Calcification  is  usually  present  in  synovial 
sarcoma.  Also,  the  cortical  margins  of  the  in- 

* Guest  Kditor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 

' Assistant  Professor,  Department  of  Radiology. 


volved  bones  would  be  destroyed.  Pigmented  vil- 
lonodular  synovitis  is  usually  monoarticular,  shows 
normal  mineralization,  contains  no  calcification,  is 
slowly  growing,  and  is  not  a systemic  disease.  It  is 
a disease  of  young  adults  and  typically  causes  cys- 
tic changes  in  the  bone  on  both  sides  of  the  in- 
volved joint. 

Dr.  Snyder’s  diagnosis 

Pigmented  villonodular  synovitis 

Dr.  Pier:  An  arthrotomy  and  biopsy  of  the  left 
hip  were  done  and  a total  left  hip  replacement  per- 
formed. 

Pathologic  discussion 

Bedros  Markarian,  M.D.**:  The  surgical 

specimen  was  submitted  in  two  portions.  One 
portion  was  made  up  of  fragments  of  soft  tissue  in 
aggregate  measuring  3 by  5 by  8 cm.  and  having  a 
reddish  color.  The  second  portion  consisted  of 
the  femoral  head  with  parts  of  its  articular  surface 
displaying  destruction  by  the  adherent  soft  tissue. 

Microscopic  examination  of  the  soft-tissue  frag- 
ments demonstrates  a markedly  cellular  lesion 
which  has  a somewhat  polypoid  villous  pattern  at 
low  magnification.  A high-power  view  shows  the 
many  giant-cell  forms  along  with  a mixture  of  his- 
tiocytes and  plasma  cells  interspersed  with  areas 
of  hyalinization  (Fig.  3).  The  hemosiderin-la- 
dened  macrophages  present  impart  the  character- 
istic reddish-brown  color  to  the  gross  lesion. 

Microscopic  examination  of  the  second  portion 
of  the  specimen  shows  the  same  tissue  growing 
into  and  destroying  the  articular  surface  of  the 
femoral  head  (Fig.  4).  The  combination  of  these 
findings  is  quite  typical  of  pigmented  villonodular 
synovitis. 

Comment 

Dr.  Pier:  In  1941,  Jaffe,  Lichtenstein,  and 

Sutro1  first  categorized  a previously  diverse  group 
of  lesions  with  common  features  as  pigmented  vil- 
lonodular synovitis.  This  lesion  may  be  diffuse, 
involving  the  entire  synovial  cavity,  or  very  cir- 
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FIGURE!  Radiographs  of  left  hip  demonstrating  multiple 
radiolucent  areas  in  left  femoral  neck  and  head.  Cortical 
margins  of  bone  scalloped.  (A)  Anteroposterior.  (B)  Frog 
r lateral. 

cumscribed,  involving  only  a limited  area  of  an 
otherwise  normal  synovium.  This  form  is  rarely 
diagnosed  preoperatively.2-4 

The  cause  of  pigmented  villonodular  synovitis 
remains  obscure.  Most  investigators  feel  that  it  is 
a benign  inflammatory  response  to  an  unidentified 
agent.  A post-traumatic  response  has  also  been 
suggested,  but  no  history  of  trauma  can  be  elicited 
from  many  patients.1’2’5’6 


FIGURE  2.  Anteroposterior  tomogram  of  left  hip  shows 
areas  of  scalloping  surrounded  by  thin  sclerotic  margins. 


FIGURE  3.  High-power  photomicrograph  demonstrates 
numerous  giant  cells,  macrophages,  and  plasma  cells  in- 
terspersed with  islands  of  early  hyalinization  (hematoxylin 
and  eosin  stain). 


Approximately  1 per  cent  of  all  patients  with 
joint  complaints  are  found  to  have  pigmented  vil- 
lonodular synovitis.  Usually  patients  in  the  third 
through  fifth  decades  are  affected  and  women 
more  often  than  men.5  It  is  usually  a monoarticu- 
lar process,  although  involvement  ot  two  joints  has 
been  reported.’5  The  knee  joint  is  involved  in  50 
per  cent  of  cases.  Next  in  order  of  decreasing  fre- 
quency of  involvement  are  the  hip,  ankle,  tarsus, 
carpus,  elbow,  and  shoulder.5’ ' 

Patients  most  often  appear  with  vague  com- 
plaints such  as  chronic  joint  pain,  swelling,  limita- 
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FIGURE  4.  High-power  photomicrograph  shows  invasion 
and  destruction  of  the  femoral  head  by  proliferative  pro- 
cess (hematoxylin  and  eosin  stain). 


tion  of  motion,  and  locking  of  the  joint.  The  aver- 
age duration  of  symptoms  is  more  than  six  years, 
and  systemic  symptoms  are  not  a feature.6 

Aspiration  of  the  involved  joint  usually  yields  a 
sanguineous  or  xanthochromic  fluid  which  rapidly 
reaccumulates.4’5 

Soft-tissue  changes  are  shown  on  x-ray  films  in 
60  per  cent  of  cases.  These  include  synovial  hy- 
perplasia indistinguishable  from  effusion  or  multi- 
ple discrete  or  conglomerate  nodules  which  may  be 
intra-articular,  extra-articular,  or  both.3 

Fifty  per  cent  of  cases  will  show  osseous 


changes.3-6  These  include  cystic  lesions  in  the 
subchondral  or  juxta-articular  bone  commonly  on 
both  sides  of  the  joint  space.  Hypertrophic 
changes  are  minimal  or  absent.  The  bone  is  nor- 
mally mineralized.  Calcification  is  not  a feature, 
and  the  joint  space  is  preserved.  Osseous  changes 
about  the  knee  joint  are  uncommon,  probably  be- 
cause of  the  large  synovial  space  which  allows  for 
expansion  of  the  lesion  without  causing  erosion.4 

Final  diagnosis 

Pigmented  villonodular  synovitis 
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Clinical  clues 

— The  incidence  of  ventricular  aneurysm  accompanying  coronary  artery  disease  as  reported  in  the  literature  varies 
from  3.5  to  38  per  cent.  The  latter  figure  is  probably  the  most  accurate,  based  on  arteriographic  investigations. 

— The  two  most  significant  physical  findings  diagnostic  of  ventricular  aneurysm  are  a double  impulse  and  a diffuse 
sustained  systolic  apical  thrust.  These  physical  findings  occur  more  frequently  than  the  characteristic  electrocardio- 
graphic abnormalities  consisting  of  elevation  of  the  S-T  segment.  S-T  segment  elevation  may  be  brought  out  during 
an  exercise  test  and  may  further  suggest  ventricular  aneurysm. 

— Patients  with  ventricular  aneurysm  generally  do  not  display  cardiomegaly  on  x-ray  films,  and  a localized  bulge 
along  one  of  the  margins  of  the  left  ventricle  on  which  the  roentgenologic  diagnosis  of  ventricular  aneurysm  depends 
is  not  common,  being  present  in  only  20  per  cent  of  cases.  Recognition  of  a small  ventricular  aneurysm,  however, 
may  be  facilitated  by  the  Valsalva  maneuver. 

— The  finding  of  a loud  first  heart  sound  may  give  an  additional  clue  to  the  diagnosis  of  ventricular  aneurysm.  This 
also  occurs  in  papillary  muscle  dysfunction  which  is  commonly  associated  with  ventricular  aneurysm.  If  a thrombus 
is  present  within  the  ventricular  aneurysm,  then  the  first  heart  sound  is  softened  in  intensity. 

Although  mural  thrombus  is  present  in  a significant  proportion  of  patients  with  ventricular  aneurysm  (one-third  to 
one-half),  systemic  embolism  is  a rare  complication. 

Papillary  muscle  dysfunction  is  present  in  about  one  third  of  the  patients  with  ventricular  aneurysm,  and  ventricu- 
lar aneurysm  occurs  in  one  third  of  the  patients  wit  h papillary  muscle  dysfunction. 

Death  in  ventricular  aneurysm  is  primarily  due  to  recurrent  myocardial  infarction  or  to  progressive  heart  failure. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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QUESTION  166.  What  is  the  rhythm,  lead  II? 
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ELUCIDATION 


Question  165.  The  initial  three  beats  are  irreg- 
ular, narrow,  and  no  P wave  is  visible.  There  are 
undulations  which  represent  atrial  fibrillation. 
Beat  4 and  the  ensuing  nine  beats  have  a QRS 
measuring  0.15  second  and  are  slightly  irregular  at 
a rate  of  approximately  160  beats  per  minute. 
This  represents  a burst  of  ventricular  tachycardia. 
It  resumes  in  the  last  two  beats  of  the  electrocardi- 
ogram. Such  bursts  of  ventricular  tachycardia  oc- 
casionally occur  in  the  course  of  acute  myocardial 
infarction  or  can  be  secondary  to  digitalis  or  elec- 
trolyte disturbances.  The  arrhythmia  should  be 


treated  promptly  with  the  appropriate  suppressive 
therapy.  If  the  patient  has  been  on  digitalis,  the 
drug  should  be  stopped. 

Question  166.  Regular  P waves  can  be  seen  at 
a rate  of  approximately  180  beats  per  minute. 
The  ventricular  rate  is  slightly  irregular  at  ap- 
proximately 120  beats  per  minute.  There  is  a re- 
petitive relationship  between  the  P waves  and  the 
QRS.  The  first  P-R  interval  is  0.16  second,  the 
second  is  0.28  second.  The  third  P wave  is  buried 
in  the  T wave  of  the  second  QRS  and  is  blocked. 
The  process  then  repeats  throughout  the  rest  of 
the  tracing. 

The  rhythm  is  atrial  tachycardia  with  3:2 
Wenckebach  periodicity.  Rapid  atrial  rates  often 
show  this  type  of  atrioventricular  block.  Digitalis 
toxicity  is  a frequent  cause  of  this  arrhythmia. 


Clinical  clues 

— Those  patients  with  active  chronic  hepatitis  and  a positive  LE  (lupus  erythematosus)  cell  test  finding  (15  per  cent 
of  cases)  have  more  active  disease  than  those  in  whom  the  test  result  is  negative. 

— Overweight  people  often  develop  abnormalities  in  pulmonary  function  in  the  absence  of  primary  lung  disease.  The 
association  of  obesity,  episodic  somnolence,  hypoventilation,  and  core  pulmonale  is  often  referred  to  as  the  Pickwick- 
ian syndrome.  This  syndrome  occurs  in  some  10  per  cent  of  obese  subjects.  It  may  also  occur  in  the  nonobese  but 
then  is  usually  associated  with  neurologic  abnormalities  (Brit.  M.  J.  1:  519  (-June)  1974). 

— Death  due  to  gross  obesity  may  result  from  hypoventilation,  pulmonary  embolism,  and  acute  renal  failure,  proba- 
bly secondary  to  renal  vein  thrombosis.  Treatment  consists  of  the  early  use  of  assisted  ventilation  and  vigorous 
treatment  of  congestive  heart  failure  with  digatalis,  diuretics,  and  anticoagulants  (Miller,  A.,  and  Granada,  N.:  Am. 
J.  Med.  56:  144  (1974). 

— It  has  been  recommended  that  1 mg.  of  diethylstilbestrol  may  achieve  sustained  suppression  of  prostatic  cancer 
while  reducing  the  risk  of  thrombosis.  However,  the  recent  finding  that  there  is  a diurnal  variation  in  the  plasma  tes- 
tosterone and  that  at  this  dosage  there  may  be  escape  from  suppression  has  led  to  a newer  dosage  schedule  of  1 mg. 
three  times  per  day,  still  lower  than  the  formerly  recommended  dosage  of  5 mg.  which  increased  the  liability  to 
thrombosis  (Byar,  D.  P.:  Cancer  32:  1126  (1973);  Shearer,  R.  J.  Brit.  J.  Urol.  45:  668  (1973)). 

— The  syndrome  of  allergic  bronchopulmonary  aspergillosis  occurs  in  10  to  20  per  cent  of  asthmatic  patients  in  Brit- 
ain and  may  not  be  as  rare  in  North  America  as  previously  believed. 

— Overvigorous  nasotracheal  aspiration  for  more  than  a few  seconds  may  aspirate  the  patient’s  own  air,  producing  an- 
oxia and  cardiac  arrest. 

Tic  douloureux  in  a young  patient  should  raise  the  suspicion  of  multiple  sclerosis. 

Patients  on  total  parenteral  nutrition  hyperalimentation  should  be  watched  for  the  following  complications:  low 
serum  phosphate,  low  urea  nitrogen,  “work”  hypert  rophy  of  t he  liver,  metabolic  acidosis,  hyperosmoslar  coma,  phos- 
phate depletion  syndrome,  hyperviscosity,  hypercalcemia,  endocarditis,  and  candidiasis. 
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Increasing  numbers  of  elderly  and  aged  people 

in  the  technically  advanced  industrial  societies 
have  forced  the  medical  and  other  caring  profes- 
sions to  review  the  needs  of  this  group.  It  is  well 
recognized  that  morbidity  increases  with  age  so 
that  the  greatest  demands  made  on  the  medical 
profession  as  a whole  are  made  by  those  over  sixty- 
five.  In  1972  for  instance,  48  per  cent  of  the  beds 
available  daily  in  the  National  Health  Service  hos- 
pitals in  the  United  Kingdom  were  occupied  by 
this  group.1  Almost  one-hundred  years  ago  Char- 
cot2 pleaded  for  a special  study  of  the  diseases  of 
old  age,  claiming  that  “Senile  pathology  too  has  its 
difficulties,  which  can  only  be  surmounted  by  long 
experience  and  a profound  knowledge  of  its  pecu- 
liar characters.”  Among  the  “peculiar  characters” 
is  the  response  of  the  elderly  to  drugs.  This  is  well 
known  by  those  whose  clinical  practice  is  mostly 
among  the  elderly,  and  many  geriatricians  cynical- 
ly claim  that  their  greatest  therapeutic  successes 
are  achieved  by  stopping  the  drugs  with  which 
their  colleagues  were  poisoning  their  patients. 
There  are  many  reasons  for  this  and  some  are 
worth  recording. 

1.  Geriatric  medicine  is  a new  medical  discipline  and 
has  not  yet  been  universally  accepted  as  a subject 
worthy  of  independent  study  as  a specific  part  of 
general  medicine. 

2.  Few  physicians  have  received  any  instruction  in 

geriatric  medicine  as  undergraduates  or  post- 

graduates. 


3.  Few  academic  departments  in  pharmacology,  bio- 
chemistry, or  physiology  are  involved  in  the  study 
of,  or  research  into,  the  aging  process.  This  may 
relate  to  the  difficulty  and  expense  of  maintaining 
animal  colonies  to  provide  aged  animals  for  study. 

4.  Pharmaceutical  companies  have  not  always  recog- 
nized that  their  products,  developed  for  general 
use,  may  have  an  enhanced  or  altered  action  and 
effect  in  elderly  subjects.  Clinical  trials  are  usual- 
ly done  on  young  or  middle-aged  patients,  and  the 
elderly,  if  included,  are  included  only  by  chance 
rather  than  design.  Furthermore,  toxicology  stud- 
ies are  usually  done  only  on  young  animals,  and  the 
effect  of  therapeutic  substances  is  not  checked  in 
older  animals. 

Consequently,  the  symptomatology  of  disease 
and  of  aging  is  not  understood  by  the  majority  of 
physicians.  The  drug  treatment  and  dosage  is 
therefore  often  inappropriate  to  the  elderly  pa- 
tient. The  physician  is  inadequately  briefed  in 
the  use  and  effect  that  drugs  may  have  on  his  el- 
derly patient. 

The  purpose  of  this  article  is  to  discuss  some  of 
these  points  in  greater  detail  so  that  physicians  in 
all  specialties  who  treat  the  elderly  may  have  a 
greater  insight  into  some  of  the  problems. 

General  principles 

Some  of  the  general  principles  in  relation  to  the 
use  of  drugs  and  their  adverse  reactions  have  been 
described  elsewhere.3-4  The  prime  question 
should  always  be,  “Does  the  patient  need  a drug?” 
To  answer  this,  symptoms  must  be  assessed  to  de- 
termine whether  these  are  due  to  disease  or  aging 
and,  if  so,  whether  a preparation  with  an  active 
pharmacologic  effect  is  justified.  A good  example 
of  such  a symptom  is  breathlessness  which  may  be 
due  to  age  changes  in  lung  parenchyma,  cardiac 
disease,  respiratory  disease,  a psychologic  cause,  or 
even  a combination  of  any  or  all  causes.  If  no 
cause  which  justifies  the  use  of  an  active  pharma- 
cologic preparation  can  be  found,  then  the  physi- 
cian must  decide  whether  it  is  justifiable  to  use  a 
placebo. 

Symptoms  in  the  elderly  are  often  misleading 
and  difficult  to  interpret.  The  physician  needs  to 
take  time  over  his  assessment,  often  difficult  in  a 
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busy  clinic.  Multiple  disorders  are  frequently 
present,5  and  the  effect  of  drugs  on  other  systems 
which  may  be  diseased  or  involved  in  the  aging 
process  must  be  borne  in  mind.  Finally,  the  pa- 
tient’s symptoms  may  be  unrelated  to  either  aging 
or  disease;  they  may  be  simply  a cry  for  help,  so 
that  in  his  assessment  the  physician  must  take 
into  account  not  only  the  physical  and  mental 
state  but  also  the  environmental  and  social  aspects 
of  the  patient’s  case.  In  some  cases  it  may  be 
more  apposite  to  prescribe  a social  worker  than  a 
drug! 

Having  decided  that  it  is  necessary  to  treat  the 
patient  with  a drug,  then  the  effect  of  the  treat- 
ment needs  to  he  closely  monitored,  first  to  see 
that  it  is  having  the  desired  and  intended  effect, 
and  second  to  ensure  that  no  adverse  reaction  has 
occurred.  Higher  blood  concentrations  per  dose 
are  often  achieved  in  elderly  patients,  and  conse- 
quently a lower  or  less  frequent  dose  is  needed.  It 
is  often  necessary,  therefore,  to  titrate  the  dose  to 
patient  response,  and  because  of  the  uncertainty 
of  patient  response,  it  is  wise  to  use  a small  initial 
dose.  Large  loading  doses  are  rarely  necessary 
but,  paradoxically,  large  doses  may  often  be  need- 
ed to  treat  some  conditions,  such  as  diuretics  in 
heart  failure. 

The  continuation  of  any  drug  regimen  must  be 
kept  under  review.  While  many  patients  may  re- 
quire treatment  for  the  rest  of  their  lives  in  order 
that  they  remain  active,  in  many  treatment  is  con- 
tinued when  it  is  no  longer  necessary.  For  exam- 
ple, digitalis  as  maintenance  therapy  is  probably 
unnecessary  in  about  70  per  cent  of  cases.6  In 
other  patients,  accumulation  of  the  drug  in  the 
body  may  enable  both  frequency  of  administration 
and  dose  to  be  lowered.  Digitalis  is  again  a good 
example,  and  the  dose  of  digoxin  can  sometimes  be 
reduced  to  as  low  as  0.0625  mg.  daily  and  still  re- 
main effective.  Obviously,  drug  accumulation  is 
dangerous  and  this  may  account  for  the  increased 
incidence  of  adverse  reactions  in  the  elderly,  such 
as  hypoglycemia  following  administration  of  the 
sulfonylurea  compounds  for  the  control  of  diabe- 
tes. 

Drug  administration  and  physician- 
patient  relationship 

It  has  been  said  that  the  most  important  drug  a 
physician  prescribes  is  himself.7  George  Bernard 
Shaw  was  obviously  aware  of  this  when  he  wrote 
the  Doctor’s  Dilemma,  for  Sir  Ralph  Bloomfield 
Bonnington  was  a man  “who  radiates  an  enormous 
self-satisfaction,  cheering  and  healing  by  the  mere 
incompatability  of  disease  with  his  presence. 
Even  broken  bones  have  been  known  to  unite  at 
the  sound  of  his  voice.”  Lillie8  quotes  his  mother- 
in-law  as  saying  she  doesn’t  have  a physician,  only 
a man  who  sends  her  pills.  Physicians  in  all  fields 
of  medicine  are  guilty  of  this  fault.  Patients  at- 


tending the  hospital  outpatient  clinic  frequently 
deny  taking  medicine,  but  will  admit  to  taking 
tablets.  Likewise,  patients  discharged  from  a hos- 
pital often  take  home  large  numbers  of  tablets  in 
containers  which  their  crippled  hands  cannot 
open.  They  have  had  no  training  in  how  and 
when  to  take  their  drugs,  and  often  have  no  idea 
what  they  are  for.  It  is  not  surprising  that  there  is 
complete  failure  to  take  medication  in  25  to  50  per 
cent  of  all  outpatients.9 

The  British  National  Formulary  now  has  a note 
on  prescribing  for  the  elderly.  It  makes  three 
points,  in  relation  to  time  span,  patient’s  reactions, 
and  patient’s  mentality.  The  problem  of  time 
span  has  already  been  mentioned  in  relation  to  the 
importance  of  reviewing  the  effect  of  treatment. 
There  is,  however,  another  important  point. 
Much  treatment  is  given  to  younger-age  groups  in 
the  hope  that  it  will  prevent  morbidity  in  the  dis- 
tant future.  Mild  side-effects  associated  with 
treatment  are  acceptable  if  it  is  known  that  the 
gain  is  positive.  The  strict  control  of  hyperten- 
sion is  a good  example  of  this  type  of  gain.  Old 
people,  however,  have  a lesser  distant  future  and, 
consequently,  it  is  debatable  if  long-term  treat- 
ments should  be  continued  or  even  started,  partic- 
ularly if  the  symptoms  produced  by  the  treatment 
are  worse  than  those  produced  by  the  disease. 

The  importance  of  monitoring  the  reactions  of 
the  patient  has  also  been  mentioned.  In  addition 
to  the  prolonged  effect  of  many  drugs,  the  thresh- 
old for  unwanted  effects  is  also  reduced  so  that 
even  cautious  doses  of  some  substances,  and  par- 
ticularly those  with  cerebral  actions,  are  liable  to 
cause  confusion,  postural  hypotension,  unsteadi- 
ness, dizzy  attacks  and  falls,  and  consequently 
worsen  the  symptoms  they  are  supposed  to  relieve. 

Most  elderly  patients  have  poor  memories,  and 
this  must  be  taken  into  consideration.  Also,  some 
patients  are  confused  and  unable  to  follow  even 
simple  instructions.  Complicated  schedules, 
therefore,  present  problems.  Fortunately,  they 
are  also  creatures  of  habit,  and  many  have  been 
used  to  taking  tablets  regularly  at  certain  times; 
this  may  sometimes  aid  the  planning  of  new  treat- 
ments, although  it  may  make  it  difficult  or  even 
unkind  to  stop  old  regimens.  The  responsibility 
for  the  success  of  the  treatment  of  many  condi- 
tions falls  primarily  on  the  patient.10  In  the  case 
of  the  elderly,  the  physician  has  to  ask  himself  if 
this  individual  patient  can  cope  with  the  medicinal 
regimen  which  he  is  going  to  prescribe.  If  not, 
then  does  this  force  a hospital  admission  where 
treatment  can  be  monitored,  or  can  some  method 
of  drug  administration  be  devised  which  would  en- 
sure that  the  patient  takes  his  treatment.  It 
should  be  remembered  that  the  elderly  can  usually 
only  manage  3 to  4 different  preparations  at  a 
time.11  Consequently,  it  is  unwise  to  prescribe 
more  than  this  number  if  self-administration  is  to 


I 


68  New  York  State  Journal  of  Medicine/ January  1975 


be  relied  on.  Studies  of  elderly  patients  show  that 
medication  errors  are  common.  For  instance, 
while  nearly  all  will  remember  to  take  digoxin  and 
most  will  remember  to  take  their  diuretic,  only 
about  half  will  take  the  potassium  supplement.12 
Omission  of  medication  is  the  most  frequent 
error,1-1  but  potentially  serious  errors  may  occur  in 
about  a quarter  of  elderly,  chronically  ill,  ambu- 
lant patients.  Some  of  these  may  be  due  to  poor 
vision,  and,  consequently,  labeling  and  packaging 
need  careful  consideration.  Specially  prepared 
plastic  packs,  however,  may  be  difficult  to  open; 
other  studies  have  shown  that  special  packaging 
does  not  reduce  medication  errors,  and  doubt  has 
been  cast  on  the  effect  of  training.1415  However, 
the  inclusion  of  self-medication  training,  as  part  of 
a general  program  of  teaching  self-care  methods  in 
all  the  activities  of  daily  living  is  important,  may 
be  successful,  and  should  be  attempted.16 

Patients  seem  to  fall  into  three  groups  in  regard 
to  their  ability  to  manage  their  own  therapy: 
those  who  are  meticulous  with  regard  to  self-medi- 
cation, those  who  can  be  trained  for  self-medica- 
tion, and  those  who  will  always  make  errors,  re- 
gardless of  training  and  aids.  This  last  group  will 
contain  the  forgetful  and  the  confused,  and  the 
physician  must  learn  to  recognize  those  patients 
who  fall  into  the  third  group  and  modify  or  order 
their  treatment  so  that  they  actually  receive  it. 

Pharmacology  and  formulation  of  drugs 

Three  processes  play  a major  role  in  controlling 
the  pharmacologic  activity  of  drugs.  These  are 
absorption,  metabolism,  and  excretion.  It  is  well 
known  that  renal  function  declines  with  age,  and  it 
is  tempting  to  ascribe  the  altered  pharmacologic 
activity  solely  to  this.  However,  the  other  factors 
should  be  also  considered.  The  whole  subject  has 
been  well  reviewed  recently  by  Gorrod.17  In  fact, 
very  little  work  has  been  done  in  this  field.  Ab- 
sorption seems  little  affected,  although  there  is 
some  work  which  suggests  that  there  may  be  some 
decrease  or  delay  in  the  absorption  of  some  drugs. 
However,  this  seems  of  little  practical  importance 
and  can  be  ignored. 

Metabolism  occurs  almost  entirely  in  the  liver 
and  seems  to  occur  by  a two-phase  process.  The 
first  phase  is  designed  to  expose  or  form  a func- 
tional group,  while  the  second  phase  results  usual- 
ly in  the  production  of  highly  toxic  and  usually 
water-soluble  compounds  which  are  then  ready  for 
excretion.  Liver  function  seems  to  be  compara- 
tively little  affected  by  age  as  judged  from  clini- 
copathologic  tests  of  liver  function.  However, 
some  changes  undoubtedly  occur.  Age-dependent 
modification  of  hepatic  enzyme  induction  has  been 
proposed  as  a biochemical  parameter  of  aging.18 
It  has  been  suggested  that  a common  oxidizing 
system  involving  cytochrome  P-450  is  concerned 
with  the  metabolism  of  drugs,  and  the  levels  of 


this  enzyme  fall  with  age.  It  is  well  known  that 
the  metabolism  of  anesthetics  of  the  barbiturate 
group  is  affected  by  age,  so  that  a smaller  dose  in 
an  old  animal  produces  the  same  narcotic  effect  as 
a larger  dose  in  a young  animal.  This  may  ac- 
count for  the  altered  effect  of  barbiturates  in  the 
elderly,  and  also  account  for  what  has  been  de- 
scribed in  the  past  as  increased  tissue  sensitivity 
as  a cause  for  some  of  the  abnormal  or  toxic  reac- 
tions seen  in  old  age.  In  fact,  one  would  expect 
tissues  to  be  less  sensitive  with  age. 

Other  factors  which  may  affect  drug  metabolism 
in  the  elderly  are  being  slowly  explored.  Metabol- 
ic rhythms,  for  instance,  seem  to  alter  with  age, 
but  it  is  not  clear  yet  how  these  may  influence 
pharmacologic  activity.  It  is  well  known  that  ge- 
netic factors  also  play  a part  in  drug  metabolism, 
but  it  is  as  yet  unknown  how  these  are  varied  with 
age.  For  instance,  the  metabolism  of  the  mono- 
amine oxidase  inhibitor,  phenelzine,  is  determined 
by  the  liver  enzyme  N-acetyltransferase.  Higher 
levels  of  the  drug  are  achieved  in  those  who  are  of 
slow  acetylator  phenotype,  and  these  subjects  are 
consequently  more  likely  to  respond  to  treat- 
ment.19 Equally,  however,  they  may  be  more 
prone  to  adverse  reactions  due  to  higher  blood  lev- 
els. 

Poor  renal  excretion  undoubtedly  plays  a large 
part  in  the  retention  of  some  drugs  in  the  elderly. 
The  accumulation  of  digitalis  has  already  been 
cited  and  is  a good  example.  Studies  on  the  fate 
of  digoxin  in  the  elderly  have  shown  that  the  plas- 
ma half-life  is  prolonged  and  that  this  is  due  to  a 
low  renal  clearance  of  the  drug.  Adverse  reactions 
may  therefore  be  common  if  a normal  adult  dosage 
is  prescribed.  Other  drugs  may  be  handled  in  a 
similar  way  so  that  they  are  actually  dangerous  to 
use  in  the  elderly.  Streptomycin  and  kanamvcin 
are  both  examples  in  which  low  renal  clearance 
may  produce  such  high  blood  levels  as  to  produce 
irreversible  deafness  in  the  elderly.  Consequent- 
ly, if  used,  they  should  be  given  with  great  caution. 
Other  factors  may  also  affect  the  handling  of  drugs 
by  the  kidney.  Basic  drugs,  for  instance,  are  bet- 
ter reabsorbed  by  the  kidney  if  the  urine  is  alka- 
line. Elderly  subjects,  living  on  reduced  incomes, 
often  reduce  their  protein  intake,  and  therefore 
their  urine  is  more  alkaline.  In  addition,  old  peo- 
ple often  drink  less  fluid  and  consequently  pass 
less  urine.  Both  these  factors  will  lead  to  higher 
blood-drug  concentrations.  Reduced  protein  in- 
take may  also  lead  to  lower  plasma  albumin  levels 
and  less  effective  protein  binding,  so  that  more  ac- 
tive drug  is  available. 

Drug  interactions 

In  recent  years  the  importance  of  drug  interac- 
tions has  become  increasingly  recognized.  Since 
multiple  pathologic  conditions  are  common  in  the 
elderly,  several  drugs  may  be  necessary.  Also, 
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self-medication  is  common;  in  particular,  laxatives 
may  be  taken  in  large  amounts.  This  means  that 
all  physicians  treating  elderly  patients  must  be 
aware  of  how  one  drug  may  affect  the  action  of  an- 
other. Basically  this  may  happen  in  one  of  five 
ways:  (1)  Drug  absorption  is  altered,  (2)  drugs 

compete  for  albumin,  (3)  end-organ  response  is  al- 
tered, (4)  drug  metabolism  is  altered,  and  (5)  drug 
excretion  is  altered. 

Absorption  may  be  increased  if  gut  motility  is 
reduced  by  other  drugs.  Common  examples  are 
anticholinergics  given  in  the  attempt  to  control  in- 
continence and  tricyclics  and  phenothiazines  given 
for  mental  illness.  On  the  other  hand,  absorption 
is  decreased  if  gut  motility  is  increased  with  a con- 
sequent reduction  in  gastrointestinal  transit  time, 
as  often  occurs  when  laxatives  are  taken.  Conse- 
quently, slow-release  preparations  may  be  less  ef- 
fective in  these  circumstances.  Absorption  will 
also  be  decreased  if  insoluble  complexes  are 
formed  in  the  gut.  Many  old  people  receive  iron 
for  anemia  and  calcium  for  bone  disease  since 
these  substances  form  an  insoluble  complex  with 
tetracycline,  and  this  should  be  borne  in  mind 
when  the  treatment  of  infections  is  considered. 

Once  absorbed,  drugs  compete  for  binding  sites 
on  albumin  molecules.  This  means  that  displaced 
drugs  or  drugs  which  cannot  be  bound  will  have  an 
enhanced  action.  For  instance,  analgesics  such  as 
phenylbutazone  or  salicylates  will  displace  tolbu- 
tamide so  that  elderly  diabetic  patients  being 
treated  with  this  drug  will  be  more  susceptible  to 
hypoglycemia  if  they  take  aspirin  for  their  aches 
and  pains. 

There  are  many  examples  of  how  one  drug  may 
interfere  with  the  action  of  another  at  its  receptor 
site.  This  may  sometimes  enhance  the  effect  of 
one  or  even  both  drugs  or  even  block  the  action  of 
one  or  both.  The  action  may  further  be  unpre- 
dictable. For  instance,  tricyclic  antidepressants 
block  the  uptake  of  bethanidine  or  guanethidine 
by  the  sympathetic  end  organ.20  On  the  other 
hand,  if  guanethidine  is  given  to  patients  who  are 
already  on  imipramine,  hypotension  and  varying 
degrees  of  heart  block  may  follow,  and  this  risk  in- 
creases with  age.21 

Competition  for  the  same  hepatic  enzyme  sys- 
tem alters  the  metabolism  and  effect  of  many 
drugs,  as  will  competition  for  the  same  excretory 
transport  mechanism.  On  the  one  hand,  however, 
hepatic  enzyme  induction  produced  by  one  drug 
may  hasten  the  metabolism  of  another,  so  that  the 
effect  of  a combination,  for  instance,  of  chlorpro- 
mazine  and  phenobarbital  will  result  in  a reduced 
action,  such  as  decreased  sedation.  On  the  other 
hand,  many  drugs  use  a common  transport  system 
in  the  distal  renal  tubule  such  as  uric  acid,  salicy- 
lates, tolbutamide,  thiazides,  sulphonamides,  or 
penicillins.  Consequently,  combinations  of  these 
substances  cause  higher  blood  levels  of  each  other. 


Changes  in  body  composition  such  as  low  potas- 
sium and  albumin  reserves  will  also  affect  drug 
metabolism  and  play  a part  in  drug  interaction. 
These  and  other  factors  must  be  borne  in  mind 
when  planning  treatment  in  elderly  patients.  The 
subject  is  a big  one  and  has  been  well  reviewed  re- 
cently by  MacLennan.22  However,  as  MacLennan 
points  out,  many  of  the  drugs  involved  in  interac- 
tions are  valuable  therapeutic  agents  and  must  be 
given,  often  in  combinations,  to  treat  elderly  pa- 
tients. Dose  adjustment  and  careful  monitoring 
of  response  is  of  vital  importance,  and  all  physi- 
cians and  surgeons  treating  elderly  patients  must 
maintain  the  highest  standards  of  clinical  practice. 

Conclusion 

Geriatric  medicine  is  the  primary  medical  disci- 
pline concerned  with  the  study  of  “senile  patholo- 
gy.” Its  practitioners,  however,  cannot  possibly 
be  involved  in  the  care  of  all  the  elderly  sick. 
They  have,  however,  an  important  educational 
role:  to  transmit  the  results  of  their  studies  to 

their  colleagues  in  other  medical  disciplines  who 
are  also  concerned  with  the  elderly  patient.  Con- 
sequently, departments  of  geriatric  medicine  need 
to  be  integral  parts  of  all  those  medical  centers 
dealing  with  the  elderly.  In  this  way  a better  un- 
derstanding of  the  therapeutic  needs  of  the  elderly 
and  their  response  to  pharmacologic  preparations 
will  be  possible. 

The  elderly  have  special  therapeutic  needs,  and 
their  response  to  drugs  is  different.  Physicians  in 
all  specialties  treating  them  must  he  aware  of 
these  facts.  The  careful  assessment  of  the  pa- 
tient’s symptoms,  the  likelihood  of  the  response  of 
these  to  drugs,  and  the  symptomatic  effect  of  the 
drugs  themselves  must  be  made. 

The  effect  of  drugs  when  given  must  be  moni- 
tored carefully  and  dosage,  which  initially  should 
be  small,  adjusted  carefully.  The  capacity  of  the 
patient  to  manage,  as  well  as  tolerate,  complex 
drug  regimens  must  be  remembered,  as  well  as  the 
possible  risk  and  effect  of  drug  interactions.  It 
must  be  remembered  also  that  the  patient’s  own 
self-medication  may  affect  the  plan,  and  this  must 
be  taken  into  account. 

Drug  regimens  must  be  kept  under  constant  re- 
view and  drugs  discontinued  when  they  are  no 
longer  necessary.  The  objectives  of  treatment 
must  also  be  reviewed  and  altered  when  necessary. 

When  complex  drug  regimens  are  necessary  to 
enable  the  patient  to  continue  to  lead  a life  of  good 
quality,  care  should  be  taken  to  ensure  that  the 
patient  knows  how  to  self-administer  the  drugs 
concerned.  The  possibility  of  training  should  be 
considered,  and  drugs  dispensed  in  appropriate 
containers. 

In  prescribing  for  the  elderly  it  is  wise  to  re- 
member Napoleon’s  words:  “I  do  not  want  two 

diseases-one  nature  made,  one  doctor  made  . . . .” 
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Clinical  clues 

— Systolic  & diastolic  murmurs  have  been  heard  in  the  presence  of  a ventricular  aneurysm.  The  mechanism  of  these 
murmurs  is  uncertain  but  may  be  due  to  blood  going  to  and  out  of  the  aneurysm. 

— Tricuspid  insufficiency  produces  a systolic  murmur  at  the  apex  which  is  differentiated  from  that  of  mitral  insuffi- 
ciency in  that  it  becomes  louder  on  deep  inspiration  whereas  the  murmur  of  mitral  insufficiency  diminishes  in  inten- 
sity. 

— A new'  syndrome  has  been  described  consisting  of  a late  systolic  murmur  and  mid  or  late  systolic  clicks  due  to  mi- 
tral insufficiency  as  a result  of  an  abnormal  doming,  bulging,  or  ballooning  mitral  valve  leaflet.  The  patient  with  this 
syndrome  has  symptoms  of  chest  pain,  fatigability,  and  palpitations.  This  syndrome  may  be  complicated  by  ar- 
rhythmias, sudden  death,  and  bacterial  endocarditis.  The  electrocardiogram  finding  is  usually  abnormal,  with  most 
of  the  abnormalities  occurring  in  leads  II,  III,  aVf,  V5,  and  Vg. 

— It  is  well  known  that  the  absence  or  diminuition  of  femoral  arterial  pulsation  often  gives  the  physician  his  first  in- 
dication of  a coarctation  of  the  aorta.  Exception  to  this  may  occur  when  a patient  has  severe  aortic  insufficiency  in 
combination  with  coarctation.  Then  the  femoral  arteries  are  easily  felt. 

— A feature  wrhich  enables  the  physician  to  diagnose  complete  heart  block  at  the  bedside  is  the  changing  intensity  of 
the  first  heart  sound  together  with  the  detection  of  atrial  sounds  and  a slow  ventricular  rate. 

— In  general,  the  severity  of  a valve  lesion  cannot  be  evaluated  by  the  intensity  of  the  murmur  alone. 

— Large  Q waves  seen  in  the  Wolff-Parkinson-White  syndrome  (pre-excitation)  should  not  be  mistaken  for  a myocar- 
dial infarction.  These  represent  the  reciprocal  of  the  diagnostic  delta  waves. 

— In  the  third  nerve  palsies  due  to  diabetic  neuropathy,  the  fibers  from  the  Edinger-Westphal  nucleus  are  spared, 
hence  the  pupil  is  not  dilated. 

— It  is  suggested  by  some  that  to  achieve  adequate  doses  of  aspirin  to  treat  rheumatoid  arthritis  the  dosage  should  be 
increased  until  ringing  in  the  ears  is  noted.  This  effect  is  dose-related  and  is  completely  reversible. 

— Although  vascular  thrombosis  is  a common  complication  (20  to  28  per  cent)  of  polycythemia  vera,  anticoagulant 
therapy  is  generally  contraindicated  because  of  another  frequent  complication:  hemoirhage.  In  polycythemia  vera 
secondary  to  a disorder  such  as  a kidney  tumor  or  cerebellar  hemangioma,  the  primary  diagnosis  might  not  be  ob- 
vious, and  therefore  the  differential  diagnosis  of  polycythemia  vera  may  be  most  difficult  . 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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The  Upper  Functional  G.I.  Disorder 


The  Pseudo-ulcer 


l.Tlcer-like  symptoms: 
no  G.I.  pathology 


X-ray  demonstrates  normal  stomach. 


The  patient  is  convinced  he  has  an  nicer. 
However,  symptoms  are  not  quite  typical,  and 
\-ray  findings  are  negative.  These  findings  and 
the  results  of  additional  diagnostic  procedures 
exclude  an  organic  basis  for  the  patient’s  com- 
plaints. A diagnosis  of  “upper  f unctional  gastro- 
intestinal disorder”  is  made,  which  is  supported 
by  the  fact  that  episodes  of  painf  ul  symptoms 
coincide  with  episodes  of  excessive  anxiety,  as 
indicated  by  the  history. 

It  may  be  useful  to  explain  to  the  patient  the 
mechanism  by  which  emotions  upset  normal 
G.I.  functioning,  resulting  in  hypersecretion  and 
hypermotility  and  thus  causing  such  symptoms  as 
nausea  and  epigastric  pain.  In  upper  functional 
gastrointestinal  disorders,  counseling  by  the 
primary  physician  can  often  help  the  patient 
understand  how  excessive  anxiety  may  cause 
flare-ups  of  G.I.  symptoms. 

A disproportionate  number  of  patients  seen 
by  the  general  practitioner  suffer  f rom  func- 
tional disorders,  as  do  more  than  half  of  those 
seen  by  the  gastroenterologist.*  Where  milder 
cases  may  respond  to  counseling  alone,  if  symp- 
toms are  severe  and  disabling  to  any  degree,  a 
suitable  regimen  may  inc  lude  medication  to  re- 
duce the  symptoms  and  the  excessive  anxiety 
that  often  provokes  these  distressing  symptoms. 

In  these  cases.  Librax  as  an  adjunct  can 
greatly  contribute  to  the  course  of  therapy.  Its 
dual  action  can  offer  relief  of  both  painful  symp- 
toms and  excessive  anxiety,  because  each  capsule 
contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  Br.  The  antianxiety  ac  tion  of 
Librium®  (chlordiazepoxide  HC1)  makes  Librax 
exceptional  among  drugs  for  certain  gastrointes- 
tinal disorders  associated  with  excessive  anxiety; 
the  clidinium  bromide  (Quarzan™ ) component 
furnishes  dependable  antisecretory-antispasmodic 
action.  Dosage  is  flexible;  it  may  be  adjusted 
according  to  your  patient’s  requirements  within 
the  range  of  1 or  2 capsules  three  or  four  times 
daily,  up  to  8 capsules  daily  in  divided  doses. 

Please  consult  the  complete  product  information 
regarding  precautions  and  adverse  reactions. 

*Rome  HP.  Brannick  TL:  Orientation  and  mechanism  of 
functional  disorders;  clinicophysiologic  correlation,  chap.  133, 
in  Gastroenterology,  edited  by  Bockus  HL.  Philadelphia.  W.  B. 
Saunders  Company.  1965,  p.  1 1 16. 


An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


Please  see  summary  of  product  information  on  following  page. 
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An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 

Librax' 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Initial  therapy 

The  initial  prescription  allows 
evaluation  of  patient  response  to 
therapy. 


Follow-up  therapy 

Follow-up  therapy. with  a pre- 
scription for  2 to  3 weeks’  medica- 
tion usually  helps  maintain 
patient  gains. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures 


necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  /.<?.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan™  )— bottles  of  100  and  500. 
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Ulnar  Nerve 
Entrapment  After 
Anterior  Transposition 
at  Elbow 

ALBERTO  L.  LLUCH,  M.D. 

New  York  City 

From  the  Department  of  Orthopedics, 
New  York  University  Medical  Center 


Displaced  fractures  about  the  elbow  occasionally  re- 
quire anterior  transposition  of  the  ulnar  nerve.  This 
may  result  in  secondary  iatrogenic  entrapment  if  careful 
surgical  technique  is  not  followed.  The  following  case 
illustrates  this  complication  in  a patient  having  prophy- 
lactic anterior  transposition  at  the  time  of  open  reduc- 
tion and  internal  fixation  of  severely  comminuted  frac- 
tures of  the  distal  humerus  and  proximal  ulna. 

Case  report 

On  February  2,  1974,  a fifty-one-year-old  white  male 
was  admitted  to  the  hospital  after  sustaining  a fall  while 
walking  on  the  street.  Physical  examination  revealed  a 
robust  man  with  a swollen,  ecchymotic,  and  deformed 
left  elbow.  No  skin,  nerve,  or  other  associated  lesions 
were  present.  X-ray  films  demonstrated  a comminuted 
supracondylar  fracture  of  the  humerus,  with  intercondy- 
lar extension,  and  a comminuted  fracture  of  the  olecra- 
non. 

Two  days  later,  open  reduction  and  internal  fixation 
were  performed  through  a midline  posterior  approach. 
The  humeral  fragments  were  fixed  with  a combination 
of  interfragmentary  A.S.I.F.  compression  screws  and 
Kirschner  wires.  The  olecranon  fracture  was  fixed  with 
two  Kirschner  wires  and  a figure-of-eight  tension  band 
wire.  A “prophylactic”  anterior  transposition  of  the 
ulnar  nerve  was  also  performed,  and  the  patient  was 
placed  in  a long  arm  cast  with  the  elbow  at  90  degrees  of 
flexion. 

Twelve  hours  after  surgery  the  patient  complained  of 
paresthesia  in  the  ulnar  nerve  distribution  area  of  the 
left  hand.  Twenty-four  hours  later  he  had  complete 
motor  and  sensory  ulnar  nerve  loss.  At  that  time  the 


MELVIN  H.  WORTH,  Jr.,  M.D. 
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SC 


FIGURE  1.  Diagram  of  operative  finding.  SC  = subcuta- 
neous tissues;  FCU  = flexor  carpi  ulnaris;  UN  = ulnar 
nerve. 


condition  was  thought  to  be  neuropraxia,  resulting  from 
direct  pressure  of  the  nerve  against  the  cast.  Reexplo- 
ration was  deferred,  and  the  patient  was  followed  in  the 
trauma  clinic. 

Serial  electromyograms,  the  last  of  which  was  done 
three  months  after  the  injury,  revealed  complete  ulnar 
nerve  denervation  distal  to  the  left  elbow.  Three  and  a 
half  months  after  the  injury,  the  patient  had  a strong 
and  stationary  Tinel  sign  2 cm.  anterior  to  the  medial 
humeral  epicondyle,  and  definite  muscular  and  skin 
changes  secondary  to  the  ulnar  nerve  paralysis. 

The  range  of  motion  of  the  elbow  joint  was  free  of 
pain  from  40  to  90  degrees  of  flexion.  There  was  no 
stiffness  of  the  small  joints  of  the  hand.  X-ray  films  re- 
vealed well-healed  fractures  without  evidence  of  gross 
deformities  or  myositis  ossificans. 

On  May  17,  1974,  the  patient  underwent  exploration 
of  the  nerve  through  a medial  longitudinal  incision.  Se- 
vere “kinking”  of  the  nerve  was  present  at  the  site  where 
a sling-type  suture  was  placed  to  maintain  the  nerve  in 
its  new  translocated  position  (Fig.  1).  An  endoneurol- 
ysis  revealed  intact  funicular  continuity  with  moderate 
proximal  pseudoneuroma  formation  (Fig.  2).  A trans- 
position of  the  nerve  was  then  performed  by  the  method 
devised  by  Learmonth. 

Comment 

There  are  essentially  two  ways  of  performing  an  ante- 
rior transposition  of  the  ulnar  nerve.  In  one,  the  nerve 
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FIGURE  2.  Operative  photograph  of  endoneurolysis  of 
ulnar  nerve  demonstrating  funicular  continuity. 


is  transposed  subcutaneously,  and  in  the  other  it  is  bur- 
ied in  the  flexor  muscle  mass.  The  subcutaneous  trans- 
position is  less  suited  to  patients  with  thin  subcutaneous 
tissue  and  requires  careful  technique  to  avoid  acute  an- 
gulation of  the  nerve.  This  angulation  may  occur  at  the 
medial  humeral  intermuscular  septum,  at  its  entrance  to 
the  mass  of  the  flexor  carpi  ulnaris,  or  at  the  point 


In  brief 

Coverage  for  chiropractic  services  under  Medicare 
will  not  be  expanded.  HEW  issued  final  regulations 
limiting  a chiropractor’s  activity  under  law.  Coverage 
will  be  provided  only  for  treatment  of  “subluxation” 
when  “a  malpositioning  of  a vertebra  (is)  anatomically 
demonstrable  on  an  x-ray  film.”  Chiropractors  will  not 
be  paid  for  diagnostic  x-rays. 

AMA  computer  services  available  to  state  and  med- 
ical specialty  societies  under  AM-CAP — American  Med- 
ical Computer  Services — are  detailed  in  a booklet  pre- 
pared by  the  AMA’s  Department  of  Data  Services.  So- 
cieties may  obtain  a copy  from  Department  of  Data  Ser- 
vices, AMA  Headquarters. 
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where  a “sling  suture”  is  usually  placed  to  maintain  the 
nerve  in  its  new  bed.  The  latter  was  the  cause  of  en- 
trapment in  this  case,  a frequently  recognized  cause  of 
“secondary  iatrogenic”  entrapment. 

Transmuscular  transposition  is  the  preferred  proce- 
dure and  mainly  applicable  in  cases  of  fractures  of  the 
distal  humerus.  The  flexor  carpi  ulnaris  is  reflected 
medially  and  detached  from  the  medial  epicondyle.  It 
is  best  to  begin  this  dissection  distally  where  a plane  of 
cleavage  for  the  ulnar  nerve  is  easily  identified.  The 
nerve  is  then  transposed  anteriorly  and  the  flexor  carpi 
ulnaris  reattached,  with  the  elbow  flexed  to  90  degrees 
and  the  forearm  pronated.  This  position  should  be 
maintained  in  plaster  of  paris  for  a period  of  three 
weeks.  In  this  way,  the  nerve  follows  a more  direct  an- 
terior course  surrounded  by  muscular  tissue  and  does 
not  require  a sling-type  fixation  suture. 

Conclusion 

Early  reexploration  is  indicated  for  those  patients 
demonstrating  persistent  postoperative  ulnar  nerve  loss 
or  dysfunction  following  anterior  transposition. 

550  First  Avenue 
New  York,  New  York  10016 


The  joint  commission  on  Accreditation  of  Hospitals 
Board  of  Commissioners  has  expanded  due-process  pro 
visions  for  physicians  employed  by  hospitals  in  medical 
administrative  positions.  Under  the  new  policy,  a phy 
sician  or  dentist  who  is  being  terminated  has  the  right  t( 
a hearing  before  a joint  conference  of  hospital  governin; 
board  representatives  and  representatives  selected  b} 
the  voting  members  of  the  medical  staff.  The  change  ii 
the  interpretive  material  of  Standard  VIII  of  the  “Gov 
erning  Body  Management”  section  of  the  JCAH  Accred 
itation  Manual  for  Hospitals,  is  expected  to  restrict  ar 
bitrary  action  in  the  termination  of  salaried  chiefs  o 
services  and  other  physicians  in  medical-administrativi 
positions. 

In  Brief:  AMA,  535  North  Dearborn  Street,  Chicago,  Illinoii 
60610. 
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Rare  complication  of  laparoscopy 
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Laparoscopy  (peritoneoscopy)  has  become  an 
increasingly  popular  procedure  in  diagnosis  and  in 
female  sterilization.  A correct  abdominal  diagno- 
sis has  been  obtained  in  90  per  cent  of  patients 
studied  in  most  series,  while  lesions  are  missed  or 
the  procedure  is  unsatisfactory  in  about  10  per 
cent.  Peritoneoscopy  is  safer  than  exploratory 
laparotomy,  and  it  compares  favorably  with  lapa- 
rotomy as  a diagnostic  procedure  in  selected  pa- 
tients.1 Female  sterilization  is  performed  by  elec- 
trocauterization of  the  Fallopian  tubes.  The 
tubes  are  isolated  and  the  cauterization  performed 
under  the  vision  afforded  by  a laparoscope.  La- 
paroscopic tubal  sterilization  can  be  performed 
with  general  or  local  anesthesia  and  has  markedly 
reduced  patient  morbidity  versus  abdominal  tubal 
ligations. 

Laparoscopy  is  performed  with  local  or  general 
anesthesia.  Pneumoperitoneum  is  induced  by 
carbon  dioxide  insufflation  via  a needle  inserted 
percutaneously  into  the  peritoneal  cavity.  The  la- 
paroscope is  then  introduced  through  a cannula 
that  has  been  inserted  percutaneously  with  the  aid 
of  a trocar  into  the  peritoneum.  In  gynecologic 
procedures  the  cannula  is  usually  inserted  below 
the  umbilicus,  but  in  an  attempt  to  visualize  the 
upper  abdominal  contents  or  in  cases  of  previous 
lower  abdominal  surgery  the  carbon  dioxide  and 
laparoscope  cannulas  may  be  introduced  above  the 
umbilicus.  The  following  is  a case  report  of  a pa- 
tient who  suffered  the  rare  complication  of  perfo- 
ration of  the  stomach  by  a misplaced  carbon  diox- 
ide cannula. 


Case  report 

A sixty-five-year-old  female  was  admitted  for 
evaluation  of  a right  breast  mass  first  noted  two 
months  prior  to  admission.  The  patient  under- 
went a left  radical  mastectomy  in  1958  and  a hys- 
terectomy in  1949  for  fibroid  uterus.  For  many 
years  the  patient  had  been  irregularly  using  an  un- 
known antihypertensive  medication.  She  had  not 
seen  a physician  regularly  for  many  years. 

Physical  examination  revealed  a markedly  anx- 
ious female  with  a blood  pressure  of  100-140/56-90 
torr,  a pulse  of  84  per  minute,  and  respirations  of 
16  per  minute.  Examination  of  the  chest  revealed 
a well-healed  left  radical  mastectomy  scar  with  a 
moderate  amount  of  nonpitting  edema  of  the  left 
arm.  Lungs  were  clear  to  percussion  and  auscul- 
tation. The  heart  was  not  enlarged,  and  no  mur- 
murs were  audible.  No  abdominal  organomegaly 
was  present. 

Laboratory  examinations  revealed  a hematocrit 
of  42,  a biochemical  profile  within  normal  limits 
except  for  fasting  blood  sugar  149  mg.  per  100  ml., 
blood  urea  nitrogen  24  mg.  per  100  ml.,  and  alka- 
line phosphatase  12  units.  Chest  x-ray  and  elec- 
trocardiogram findings  were  within  normal  limits. 
A radioactive  liver  scan  revealed  multifocal  areas 
of  diminished  parenchymal  activity,  indicating 
liver  metastases.  A bone  survey  did  not  reveal 
any  metastatic  lesions. 

A surgical  consultant  suggested  a laparoscopic 
examination  before  extensive  breast  surgery  to 
rule  out  metastatic  liver  disease.  The  patient  was 
premedicated  with  chloral  hydrate  500  mg.  by 
mouth  and  atropine  0.4  mg.  intramuscularly,  one 
hour  and  ten  minutes  before  the  start  of  anesthe- 
sia. Induction  for  surgery  was  with  thiopental  250 
mg.  followed  by  succinylcholine  60  mg.  A few 
controlled  respirations  were  given  with  a tight 
mask  fit  before  intubation  was  easily  accom- 
plished. Anesthesia  was  maintained  with  halo- 
thane,  nitrous  oxide,  and  oxygen.  The  preanes- 
thetic blood  pressure  of  140/90  torr  dropped  to  120/ 
80  with  induction  and  remained  at  that  level 
throughout  the  patient’s  course. 

A small  skin  incision  was  performed  in  the  mid- 
line 2 cm.  above  the  umbilicus  and  a Verres  needle 
was  introduced.  A high  flow  of  carbon  dioxide 
was  started,  and  after  abdominal  distention  was 
produced,  repeated,  noisy  eructations  were  heard, 
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and  the  abdomen  became  flat.  The  surgeon  re- 
moved the  cannula  immediately,  and  a nasogastric 
tube  was  placed;  gas  escaped  freely  from  the  tube. 

A presumptive  diagnosis  of  iatrogenic  gastric  per- 
foration was  made.  The  cannula  was  reintroduced 
at  a point  one-third  of  the  way  between  the  umbi- 
licus and  the  right  anterior  superior  iliac  crest. 
Carbon  dioxide  was  reintroduced  through  the  can- 
nula, abdominal  distention  was  accomplished,  and 
the  laparoscopic  examination  was  performed.  No 
visible  metastases  were  located  in  the  liver.  A 
small  wound  was  located  in  the  anterior  wall  of  the 
stomach  confirming  the  diagnosis  of  iatrogenic 
perforation.  Since  no  blood  was  seen  at  the  gas- 
tric wound  margins  and  no  blood  was  issuing  from 
the  nasogastric  tube,  the  decision  was  made  to 
drain  the  stomach  with  the  nasogastric  tube  and 
not  perform  surgical  repair. 

A breast  biopsy  revealed  carcinoma,  for  which  a 
right  radical  mastectomy  was  performed.  The  an- 
esthetic and  surgical  courses  were  otherwise  un- 
eventful. The  patient  demonstrated  no  signs  or 
symptoms  of  abdominal  disease  and  started  to  eat 
on  the  second  postoperative  day.  She  was  dis- 
charged two  weeks  after  surgery  without  any  fur- 
ther complications. 

Comment 

Steptoe2  has  recommended  general  anesthesia 
for  laparoscopy  since  this  avoids  patient  discom- 
fort due  to  abdominal  distention,  allows  control  of 
ventilation,  and  eliminates  patient  movement  that 
might  complicate  the  procedure.  The  most  com- 
monly used  anesthetic  technique  consists  of  intra- 
venous induction  with  an  ultrashort-acting  barbi- 
turate followed  by  a depolarizing  muscle  relaxant 
and  endotracheal  intubation.  Anesthetic  mainte- 
nance is  accomplished  with  nitrous  oxide  and  oxy- 
gen usually  supplemented  by  halothane.  Endo- 
tracheal intubation  protects  the  patient  against  as- 
piration of  gastric  contents  that  may  be  regurgitat- 
ed either  because  of  increased  intra-abdominal 
pressure  or  the  steep  Trendelenburg  position 
which  is  commonly  employed.  It  also  facilitates 
controlled  ventilation.  Hyperventilation  is  typi- 
cally employed  to  allow  for  the  pulmonary  elimi- 
nation of  carbon  dioxide  that  is  insufflated,  subse- 
quently diffused,  and  dissolved  in  the  patient’s 
blood.3-6 

Most  complications  occur  during  the  induction 
of  pneumoperitoneum.  Blood  vessels  can  be  pen- 
etrated, and  subsequent  gas  insufflation  causing 
shock  and  death  from  embolism  have  been  re- 
ported. The  high  tissue  and  blood  solubility  of 
carbon  dioxide  minimizes  the  chance  of  embolic 
phenomena.  Perforation  of  an  intestinal  loop  and 
subsequent  pneumocolon  can  occur.  Subcuta- 
neous and  mediastinal  emphysema  are  caused  bv 
failure  to  place  the  pneumoperitoneum  needle  cor- 
rectly into  the  peritoneal  cavity. 
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In  1 of  134  cases  reported  by  Fear,6  performed 
under  endotracheal  general  anesthesia,  repeated 
insertions  of  the  carbon  dioxide  needle  were  neces- 
sary before  it  was  placed  into  the  peritoneal  cavity. 
The  laparoscopic  examination  was  performed,  but 
following  the  procedure  the  patient  became  hypo- 
tensive and  vomited  1,500  ml.  of  blood.  Laparot- 
omy revealed  three  gastric  puncture  sites.  In  an- 
other case  in  a patient  of  short  stature,  both  the 
carbon  dioxide  needle  and  the  laparoscope  perfo- 
rated the  anterior  stomach  wall,  the  complication 
being  revealed  when  gastric  rugae  were  visualized 
through  the  laparoscope.  The  authors  felt  that 
the  anesthetic  contributed  to  this  complication 
since  there  was  a failure  to  empty  the  stomach  of 
gas  after  an  esophageal  intubation,  and  subse- 
quent gastric  inflations  occurred  during  attempted 
endotracheal  intubation  and  ventilation.7 

In  the  patient  reported  by  Fear6  apparently  no 
eructations  were  noted  since  large  amounts  of  gas 
were  not  introduced  until  correct  placement  of  the 
needle  was  verified.  No  eructations  were  present 
until  the  laparoscopy  trocar  was  introduced  as  de- 
scribed in  the  report  by  Whitford  and  Gunstone.7 
This  was  ascribed  to  the  competence  of  the  gastric 
cardia  which  is  able  to  withstand  intragastric  pres- 
sures of  up  to  28  cm.  of  water.  Atropine  has  been 
reported  to  increase  the  competence  of  the  gastric 
cardia  and  thus  reduce  reflux.  In  our  case  the 
mean  pressure  measured  at  the  carbon  dioxide  ap- 
paratus at  the  end  of  insufflation  was  reported  to 
be  20  cm.  of  water  and  ranged  above  that  before 
the  eructations  occurred.  The  maximum  pressure 
was  not  noted,  although  the  pressure  within  the 
stomach  would  probably  be  lower  since  the  needle 
and  tubing  represent  a resistance  to  flow. 

The  position  of  placement  of  the  Verres  needle 
undoubtedly  predisposed  our  patient  to  the  re- 
ported complication.  The  placement  was  dictated 
by  the  procedure  to  be  performed  and  the  previous 
lower  abdominal  surgery.  The  patient’s  anxious 
state  and  possibly  accompanying  aerophagy  may 
have  produced  gastric  dilatation. 

In  addition,  the  anesthetic  sequence  may  have 
brought  about  this  complication.  Good  anesthetic 
practice  dictates  that  a patent  airway  be  demon- 
strated before  a paralyzing  dose  of  a muscle  relax- 
ant is  administered.  After  the  relaxant  is  given,  a 
short  period  of  hypoventilation  and  apnea  prior  to 
the  onset  of  conditions  ideal  for  endotracheal  intu- 
bation may  occur.  At  this  time  additional  posi- 
tive-pressure ventilations  are  appropriate.  Dur- 
ing any  one  of  these  passive  lung  inflations,  gas 
may  be  driven  through  the  esophagus  into  the 
stomach.  The  dilated  stomach  is  more  liable  to 
trauma  and  perforations. 

Preoxygenating  patients  when  they  are  awake 
with  a mask  and  high  flows  of  oxygen  prior  to  in- 1 
duetion  with  barbiturate  and  muscle  relaxant 
should  enable  the  anesthetist  to  avoid  using  pas-/ 


sive  lung  inflations  prior  to  intubation  in  all  but 
the  most  difficult  cases.  The  prophylactic  use  of  a 
nasogastric  tube  in  all  cases  of  difficult  lung  infla- 
tion with  likely  passage  of  gas  into  the  stomach 
should  reduce  gastric  inflation  and  subsequent 
trauma.  Nevertheless,  gastric  distention  due  to 
other  causes  and  upper  abdominal  placement  of 
the  Verres  needle  is  likely  to  predispose  to  this 
complication. 

Summary 

Laparoscopy  has  become  increasingly  popular  in 
abdominal  diagnosis  and  female  sterilization,  per- 
formed under  local  or  general  anesthesia.  Previ- 
ous lower  abdominal  surgery  or  an  attempt  to 
visualize  the  upper  abdomen  may  necessitate  the 
placement  of  the  carbon  dioxide  and  the  laparo- 
scope cannulas  percutaneously  in  the  upper  abdo- 
men. A case  is  reported  in  which  laparoscopy  was 
scheduled  to  rule  out  metastatic  liver  disease  prior 
to  operation  for  a second  mammary  carcinoma. 
During  attempted  peritoneal  inflation  with  carbon 
dioxide  through  the  Verres  needle,  repeated  eruc- 
tations preceded  flattening  of  the  abdomen.  Suc- 


ln brief 

Acceptance  of  foreign  medical  graduates  by  all  U.S. 
training  hospitals  was  urged  by  the  AMA’s  Committee 
on  Housestaff  Affairs.  The  committee  issued  a report 
with  45  separate  recommendations  advocating  the 
elimination  of  double  standards,  discriminatory  re- 
quirements and  other  pernicious  policies  ...  .”  The  re- 

port was  forwarded  to  the  AMA’s  Board  of  Trustees  to  be 
included  in  the  Board’s  report  to  the  Clinical  Convention 
in  December. 

Nonprofit  hospitals  are  no  longer  exempt  from  the 
National  Labor  Relations  Act.  The  new  law  includes  a 


cessful  laparoscopy  was  performed,  and  since  no 
blood  was  visible  from  the  serosal  margins  or  re- 
coverable from  a nasogastric  tube  it  was  elected  not 
to  repair  the  stomach.  The  patient  was  dis- 
charged after  radical  mastectomy  without  any  fur- 
ther complications. 

140-55  34th  Avenue,  5N 
Flushing,  New  York  11354 
(DR.  MILLIKEN) 
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provision  for  a thirty-day  fact-finding  period  prior  to 
the  end  of  negotiations  on  contracts.  The  American 
Hospital  Association  had  advocated  a sixty-day  cooling- 
off  period  beginning  at  the  end  of  contract  negotiations. 

Retired  military  physicians  may  now  take  positions 
as  physicians  with  the  Defense  Department  without  los- 
ing any  of  their  retirement  pay.  Defense  asked  the  Civil 
Service  Commission  to  waive  provisions  of  the  Dual  Com- 
pensation Act  because  of  the  physician  shortage  caused 
by  the  end  of  the  “doctor  draft.”  Previously,  CSC  had 
waived  the  provisions  against  dual  compensation  in  in- 
dividual cases,  but  had  never  granted  the  blanket  au- 
thority. 
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Radial  Head 
Subluxation  in 
Adolescence 

T.  0.  MILLER,  M.D. 
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JOHN  INSALL,  M.D. 

New  York  City 

From  the  Hospital  for  Special  Surgery,  Affiliated  with  New  York 
Hospital,  Cornell  University  Medical  Center 

Pulled  elbow,  nursemaid’s  elbow,  or  Malgaigne’s 
luxation  is  a fairly  common,  well-recognized  entity 
in  children  between  two  and  six  years  of  age.1-5 
We  could  find  no  mention  of  a similar  subluxation 
of  the  radial  head  occurring  in  adolescence.  It  is 
also  stated  that  isolated  dislocation  of  the  radial 
head  is  extremely  rare.6  This  case  illustrates  such 
an  injury  occurring  as  a result  of  a pull  on  the  arm. 

* Present  address:  1914  Thompson  Drive,  Lynchburg,  Vir- 

ginia 24501. 


FIGURE  1.  (Top)  Roentgenogram  of  right  elbow  taken 
shortly  after  initial  injury,  posterior  subluxation  of  radial 
head  apparent.  (Lower)  Roentgenogram  of  opposite 
elbow  for  comparison. 


FIGURE  2.  Roentgenogram  four  months  after  injury 
showing  developing  osteoarthritis. 


Case  report 

A fifteen-year-old  Caucasian  male  came  to  The 
Hospital  for  Special  Surgery  in  January,  1969, 
complaining  of  pain  and  restricted  motion  in  the 
right  elbow.  In  January,  1968,  following  a wres- 
tling practice,  he  was  leaving  the  locker  room  and 
pulled  vigorously  at  the  heavy  exit  door.  He  felt 
something  pop  in  the  right  elbow  as  though  the^ 
elbow  had  pulled  apart  and  then  snapped  back  to- 
gether, and  he  experienced  immediate  pain  and  in- 
ability to  fully  extend  the  elbow.  He  was  exam- 
ined by  a physician,  and  roentgenograms  were 
taken  (Fig.  1).  He  was  advised  to  rest  the  elbow  I 
but  the  pain  did  not  subside,  and  motion  remained 
restricted.  Six  weeks  following  the  injury  he  was 
referred  to  a physical  therapist  for  a course  of  ac- 
tive exercises  which  lasted  for  several  months.  Nc 
passive  stretching  or  other  manipulation  was  per 
formed.  In  spite  of  therapy  the  elbow  remainec 
painful,  and  motion  was  progressively  lost 
Roentgenograms  showed  the  development  o 
osteoarthritic  changes  (Fig.  2). 

When  he  was  first  examined  at  The  Hospital  foi 
Special  Surgery,  the  range  of  motion  was  35  to  101 
degrees,  the  forearm  was  held  in  the  mid  position 
60  degrees  of  pronation  were  present,  and  then 
was  no  supination.  Inspection  of  the  elbow  re 
vealed  prominence  of  the  radial  head  with  tender 
ness  in  this  region.  There  was  crepitus  and  pair 
at  the  extremes  of  motion.  Roentgenogram: 
showed  quite  marked  osteoarthritic  changes,  wit! 
proliferative  spurring  around  the  head  of  the  radi 
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FIGURE  3.  (A)  Roentgenogram  taken  at  time  of  examina- 

tion at  The  Hospital  for  Special  Surgery  one  year  after  in- 
jury. (B)  Arthrotomogram  one  year  after  injury  showing 
more  clearly  posterior  displacement  of  radial  head  with  im- 
pingement against  capitulum. 

us  and  the  coronoid  process,  sclerosis  and  loss  of 
joint  space  in  the  radiohumeral  joint,  and  several 
loose  bodies  in  the  anterior  compartment  of  the 
elbow  (Fig.  3).  When  compared  with  the  normal 
elbow,  it  was  obvious  that  the  head  of  the  radius 
was  displaced  posteriorly,  and  review  of  the  previ- 
ous roentgenograms  showed  that  this  posterior 
displacement  had  been  present  on  the  initial 
roentgenograms. 

In  February,  1969,  the  right  elbow  was  explored 
through  a lateral  incision.  The  head  of  the  radius 
was  found  to  be  subluxed  posteriorly  and  im- 


FIGURE  4.  Roentgenogram  taken  one  year  after  opera- 
tion. Radial  head  has  been  excised,  and  there  is  no  fur- 
ther progression  of  osteoarthritis.  Some  ossification  has 
occurred  in  posterior  capsule. 

pinged  on  the  capitulum  when  rotation  of  the  fore- 
arm was  attempted.  Marked  degenerative 
changes  were  found  in  the  capitulum  and  head  of 
the  radius,  and  several  osteocartilaginous  loose 
bodies  were  removed  from  the  joint.  The  head  of 
the  radius  was  fixed  in  the  subluxed  position  and 
could  not  be  reduced  to  a normal  relationship. 
The  orbicular  ligament  was  inspected  and  was 
found  to  be  thin  and  lax.  The  head  of  the  radius 
was  excised,  the  loose  bodies  removed,  and  the 
spur  removed  from  the  coronoid  process.  The 
range  of  motion  of  the  elbow  under  anesthesia  im- 
proved and  was  now  20  to  125  degrees,  with  60  de- 
grees of  pronation  and  40  degrees  of  supination. 
Postoperatively  the  patient’s  recovery  was  un- 
eventful, and  active  motion  was  started  after  three 
weeks.  When  last  seen  one  year  later,  the  patient 
stated  that  the  elbow  was  painless  and  had  normal 
strength.  He  was  participating  in  all  sports  and 
had  played  for  his  school  football  team  as  a full- 
back. The  range  of  motion  was  20  to  120  degrees, 
with  45  degrees  of  pronation  and  20  degrees  of  su- 
pination. 

There  was  no  local  tenderness.  The  strength  of 
the  elbow  and  hand  was  normal.  Roentgenograms 
showed  no  further  progression  of  osteoarthritic 
change  (Fig.  4). 

Comment 

Pulled  elbow  is  manifested  by  an  inability  to  use 
the  arm  normally,  and  there  is  painful  limitation 
of  both  flexion  and  extension  as  well  as  pronation 
and  supination.  The  condition  is  usually  caused 
by  a minor  injury  such  as  a sudden  pull  on  the 
child’s  arm.  It  is  stated  that  in  young  children  the 
radial  head  is  small  enough  to  sublux  through  the 
orbicular  ligament,  although  it  is  impossible  to 
confirm  this  roentgenographically  because  the  epi- 
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physes  are  cartilaginous.  Reduction  is  easily  ac- 
complished bv  extending  the  elbow  and  pronating 
the  forearm  and  occurs  with  a palpable  and  usual- 
ly audible  snap. 

Full  function  of  the  elbow  is  then  immediately 
regained. 

This  case  suggests  that  a similar  injury  may 
occur  in  adolescence  or  even  in  young  adults  as  a 
result  of  a pull  on  the  elbow  and  that  failure  to 
recognize  and  reduce  the  subluxation  may  result  in 
permanent  loss  of  motion  of  the  elbow. 


References 

1.  Blount,  W.:  Fractures  in  Children,  Baltimore,  Williams 
& Wilkins  Co.,  1954,  p.  58. 

2.  Hutchinson,  J.,  Jr.:  Partial  dislocation  of  the  head  of 

the  radius  peculiar  to  children,  Brit.  M.  J.  1:  9 (1886). 

3.  Lindenman,  S.  H.:  Partial  dislocation  of  the  head  of  the 
radius  peculiar  to  children,  (hid  2:  1058  (1885). 

4.  Magill,  H.  K.,  and  Aitken,  A.  P.:  Pulled  elbow,  Surg. 
Gynec.  & Obst.  98:  753  (1954). 

5.  Van  Arsdale,  W.  W.:  On  subluxation  of  the  head  of  the 
radius  in  children — with  a resume  of  100  consecutive  cases, 
Ann.  Surg.  9:  401  (1889). 

6.  Smith,  F.  M.:  Surgery  of  the  Elbow,  Springfield,  Illinois, 
Charles  C Thomas,  1954,  p.  241. 


Record  14,436  students 
begin  medical  school 

A record  total  of  14,436  first-year  medical  students 
was  expected  in  the  fall  of  1974  in  the  114  medical 
schools  across  the  country. 

Total  enrollment  is  estimated  at  53,735  by  the  Ameri- 
can Medical  Association’s  Department  of  Undergrad- 
uate Medical  Education.  Both  totals  represent  a slight 
increase  over  1973  when  14,182  first-year  students,  out 
of  a total  of  50,912,  were  enrolled  in  the  same  114 
schools. 

The  new  enrollment  figures  were  reported  in  a Sep- 
tember issue  of  American  Medical  News,  the  AMA’s 
weekly  newspaper. 

I’his  is  the  first  year  in  recent  memory  in  which  no 
new  medical  schools  are  admitting  students  for  the  first 
time,  say  AMA  staff  members.  Some  schools  are  sched- 
uled to  open  their  doors  next  fall  or  in  1976,  however. 

Expansion  of  several  schools,  plus  admission  of  new 
classes  by  fledgling  schools  b-ss  than  four  years  old,  ac- 
counts for  the  increase  in  enrollment. 


A total  of  107  of  the  nation’s  medical  schools  will  be 
graduating  about  12,857  new  M.D.s  in  the  spring  of 
1975 — compared  to  last  spring’s  total  of  11,613  M.D. 
graduates  from  103  medical  schools. 

The  four  new  medical  schools  which  will  be  granting 
degrees  for  the  first  time  this  academic  year  are  the  Uni- 
versity of  Hawaii  in  Honolulu;  Brown  University  in 
Providence,  R.I.;  the  University  of  South  Florida  in 
Tampa;  and  Southern  Illinois  University  in  Springfield. 
The  former  two  were  two-year  schools  which  have  ex- 
panded to  degree-granting  status;  the  latter  two  are  new 
institutions  which  admitted  their  first  students  in  1971. 

The  total  of  degree-granting  institutions  is  expected 
to  increase  to  110  by  the  1975-76  academic  year,  AMA 
staff  members  reported,  when  three  more  schools  in  de- 
velopment reach  the  graduation  stage. 

The  AMA  annual  fall  survey  of  medical  schools  n 
longer  breaks  enrollment  down  into  four  classes,  since 
large  proportion  of  the  schools  now  offer  a more  flexibl 
curriculum.  Some  42  medical  schools  now  permit  stu 
dents  to  complete  work  in  less  than  four  years,  and  of 
these,  seven  require  MD  completion  in  three  years. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage. 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of;  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema.  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications:  Children  14  years  or  less, 
senile  patients;  history  or  symptoms  of  G I.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion ; thyroid  disease;  systemic  edema ; stomatitis 
and  salivary  gland  enlargement  due  to  the  drug ; 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings  Age,  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions  The  disease  con- 
dition itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug.  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS, 
adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient's weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions:  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respnatory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome,  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement. 

(B)98-  146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  lull  prescribing  information 
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Primary  Cartilaginous 


Laryngeal  Neoplasm 


DONALD  M.  KURTZ,  M.D. 

Elmira,  New  York* 

From  the  Department  of  Pathology,  St.  Joseph's  Hospital 


An  obstructing  primary  laryngeal  neoplasm  of 

cartilaginous  composition  is  uncommon.  Huizen- 
ga  and  Baloghf  in  their  pathologic  study  and  re- 

* At  present  Associate  Pathologist,  Columbus  Pathology  Ser- 
vice. The  Medical  Center,  Columbus,  Georgia  31902 

f Huizenga,  C.,  and  Balogh,  K.:  Cartilaginous  tumors  of  the 
larynx.  A clinicopathologic  study  of  10  new  cases  and  a review 
of  the  literature,  Cancer  26:  201  (1970). 


FIGURE  1.  Lesion  on  vocal  cords.  Arrow  indicates  la- 
ryngeal cartilage. 


FIGURE  2.  Submucosal  lobulated  tumor  cells.  Arrow  in- 
dicates binucleate  cell. 


view  of  the  literature  proposed  a histopathologic 
appraisal  of  these  noeplasms  and  correlated  the 
findings  with  clinical  aggressiveness  of  the  tumor. 
By  this  analysis,  they  defined  four  neoplastic 
types:  chondroma,  osteochondroma,  low-grade 

chondrosarcoma,  and  chondrosarcoma.  The  fol- 
lowing report  represents  an  example  of  the  latter. 

Case  report 

This  sixty-seven-year-old  white  male  was  admit- 
ted with  moderate  dyspnea.  The  respirations 
were  rapid,  40  per  minute,  with  a rasping  quality. 
A large  amount  of  copious  mucus  was  continually 
expectorated.  Low-flow  oxygen  therapy  was 
begun,  aminophylline  provided  by  suppository, 
and  sedation  given.  Restlessness  continued,  and 
he  became  incontinent  of  urine.  Respirations 
ceased,  and  he  was  pronounced  dead  two  and  one- 
half  hours  after  admission. 

At  autopsy,  a yellowish,  greenish-gray  mass  aris- 
ing from  the  posterolateral  aspect  of  the  vocal 
cords  was  noted.  The  mucosal  surface  was  ulcer- 
ated and  necrotic.  The  lesion  extended  posterior- 
ly, infiltrated  the  laryngeal  wall,  and  pressured  the 
esophagus  (Fig.  1). 
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Because  of  the  mucosal  ulceration  and  the  ob- 
structing nature  of  the  lesion,  a gross  impression  of 
squamous-cell  carcinoma  of  the  larynx  was  enter- 
tained. However,  histologically,  the  tumor  was 
submucosal,  lobulated,  and  composed  of  pleomor- 
phic cartilaginous  cells  with  plump  nuclei.  There 
were  variations  in  individual  cell  size  and  shape, 
hyperchromatism,  multiple  binucleated  cells,  en- 
larged nucleoli,  and  cell  gigantism  (Fig.  2).  The 
aggressiveness  and  invasive  quality  of  the  neo- 
plasm are  also  evident,  with  necrosis  probably  re- 
sulting from  ischemia  as  the  tumor  outgrew  its 
blood  supply. 


Clinical  clues 

— Eosinophilic  gastroenteritis  is  an  uncommon  inflammatory  syndrome  which  may  be  suspected  when  there  is  pe- 
ripheral blood  eosinophilia  with  recurrent  abdominal  pains  and  intestinal  obstruction  or  diarrhea.  The  diagnosis  is 
confirmed  by  peroral  biopsy  of  the  stomach  and  jejunum.  Symptoms  respond  to  steroids  (Am.  J.  Gastroenterol.  59: 
41  (1973)). 

— The  standard  dosage  of  antacids  for  ulcer  patients  does  not  significantly  reduce  gastric  acidity  in  most  patients 
(New  England  J.  Med.  288:  923  (1973)). 

— Certain  metabolic  disorders,  including  gout,  acromegaly,  and  hypoparathyroidism,  are  associated  with  an  increased 
incidence  of  osteoarthritis. 

— It  is  very  rare  for  osteoarthritis  to  produce  symptoms  in  the  elbow.  The  elbow  is  one  of  the  most  infrequently  in- 
volved joints  clinically  with  osteoarthritis.  In  acromegaly,  however,  one  of  the  most  frequently  complained  of  joints 
is  a very  active  arthritis  of  the  elbow.  A young  person  with  pain  in  the  elbow  and  x-ray  changes  of  osteoarthritis 
should  be  considered  as  a possible  candidate  for  acromegaly. 

— Between  20  and  30  per  cent  of  the  cases  of  subacute  bacterial  endocarditis  occur  in  patients  over  the  age  of  sixty. 
The  condition  is  easily  missed  in  old  age,  its  insidious  onset  in  the  elderly  may  be  associated  with  congestive  heart 
failure.  It  should,  therefore,  be  suspected  in  patients  with  congestive  heart  failure,  low-grade  fever,  and  dispropor- 
tionate constitutional  symptoms.  Because  of  the  frequency  of  occurrence  of  heart  murmurs  in  the  elderly,  this  sign 
may  not  be  given  its  due  importance  (Lerner,  P.  I.,  and  Weinstein,  L.:  New  England  J.  Med.  274:  199,  259,  388 
(1966);  Wedgewood,  J.:  Lancet  2:  1058  (1955). 

— Atrial  fibrillation  is  common  in  the  elderly,  and  yet  it  should  always  make  one  think  of  hyperthyroidism. 

—A  report  has  suggested  that  hypokalemia  during  the  response  to  treatment  of  megaloblastic  anemia  with  vitamin 
B 1 2 may  be  a significant  cause  of  death.  Hypokalemia  is  ascribed  to  the  entry  of  potassium  from  plasma  into  rapidly 
proliferating  hematopoietic  cells  in  the  marrow,  coinciding  with  cessation  of  release  of  intracellular  potassium  from 
dying  (ineffective)  marrow  cells  into  plasma.  Thus  it  may  be  wise  to  consider  giving  oral  potassium  supplements 
during  the  early  days  of  treatment  of  patients  with  extreme  anemia  (Hoffbrand,  Brit.  M.  J.  1:  550  (June  8)  1974). 

— With  the  improvement  in  temperature-taking  technique  and  the  use  of  low-reading  thermometers,  the  syndrome  of 
periodic  or  episodic  hypothermia  and  profuse  sweating  believed  to  be  due  to  diencephalic  epilepsy  may  be  recognized 
more  frequently.  The  more  common  causes  of  hypothermia  are  accidental  hypothermia  (freezing),  hypothyroidism 
hypoglycemia,  brain  disorders,  and  effects  during  recovery  from  infection. 

— Although  opinions  vary,  it  seems  that  a four-hour  fast  should  be  the  minimal  fasting  period  before  performing  £ 
glucose  tolerance  test.  The  fast  should  not  be  longer  than  sixteen  hours. 

In  most  diseases  atypical  symptoms  are  often  more  prominent  than  the  classical  clinical  picture.  This  certainlj 
holds  true  for  such  diseases  as  hyperthyroidism,  hypothyroidism,  and  bacterial  endocarditis. 

NATHANIEL  SHAFER,  M.D 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 


No  pertinent  past  history  is  available  in  this 
case  to  determine  the  initial  clinical  presentation 
and  the  duration  of  symptoms. 

The  remainder  of  the  autopsy  displayed  no  met- 
astatic lesions. 


Conclusion 

While  chondrosarcoma  of  the  laryngeal  cartilage 
is  a rare  neoplasm,  its  lethal  aspects  are  amply 
supported  by  obstruction,  invasion,  and  tissue  ne- 
crosis. 
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capsules 


Opens  new  possibilities 
for  the  patient  with 
cerebral  ischemia  due 
to  vasospasm 

■ Direct  vasodilating  effect  on  cerebral 
vasculature 

■ Practically  devoid  of  effects  on  central 
nervous  system 

■ Long-term  use  particularly  feasible  because 
of  rare  incidence  of  side  effects 

■ May  be  useful  in  symptoms  of  cerebral 
insufficiency  when  secondary  to  temporary 
arterial  spasm  such  as  transient  visual 
disturbances,  poor  coordination  and 
weakness  of  the  extremities,  memory  lapses 
and  speech  difficulties. 


Kenwood  Laboratories,  Inc. 

New  Rochelle,  New  York  10801 

developers  and  suppliers  of  I LX  Bl2"and  Kengesin' 


Indications:  For  the  relief  of  cerebral  and  peripheral  ischemia 
associated  with  arterial  spasm. 

Contraindications:  The  use  of  ethaverine  hydrochloride  is 
contraindicated  in  the  presence  of  complete  atrioventricular 
dissociation. 

Precautions:  Use  with  caution  in  patients  with  glaucoma. 
Hepatic  hypersensitivity  has  been  reported  with  gastrointesti- 
nal symptoms,  jaundice,  eosinophilia  and  altered  liver  function 
tests.  Discontinue  drug  if  these  occur. 

The  safety  of  ethaverine  hydrochloride  during  pregnancy  or 
lactation  has  not  been  established;  therefore  it  should  not  be 
used  in  pregnant  women  or  in  women  of  childbearing  age 
unless,  in  the  judgment  of  the  physician,  its  use  is  deemed 
essential  to  the  welfare  of  the  patient. 

Adverse  Reactions:  Although  occurring  rarely,  the  reported 
side  effects  of  ethaverine  include  nausea,  abdominal  distress, 
hypotension,  anorexia,  constipation  or  diarrhea,  skin  rash, 
malaise,  drowsiness,  vertigo,  sweating,  and  headache. 

Dosage  and  Administration:  One  capsule  three  times  a day. 
How  Supplied:  1 00  mg  capsules  in  bottles  of  50  and  500. 
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Today’s  woma 
spend  a lot  of  ti 
contraceptive 


oesn’t  want  to 


comfortable  wift 


Neither  do  you. 

If  adverse  reactions  such  as  spotting 
breakthrough  bleeding  occur  when  she 
arts  on  an  oral  contraceptive,  you're 
mong  the  first  to  hear  about  it.  Anxious, 
Drried,  she's  in  your  office  immediately.  Or 
i the  phone,  at  all  hours. 

'vral®  helps  eliminate  questions. 

To  help  her  maintain  her  busy  schedule 
and  not  interfere  with  yours— you  might 
insider  starting  her  on  Ovral.  Experience 
3s  shown  that  most  patients  who  start  on 
vral  stay  on  Ovral.  Its  low  incidence  of 
sotting,  breakthrough  bleeding  and  other 
Dmmon  adverse  reactions  undoubtedly 
ontributes  to  this  fine  record* 
alanced  hormone  content. 

To  achieve  an  optimum  dose,  Ovral 


WF 

*pm9m  .*  - 


combines  one-half  milligram  of  norgestrel, 
a totally  synthetic  progestational  agent,  and 
50  micrograms  of  ethinyl  estradiol. 
“Normal”  periods,  few  drop-outs. 

You  know  how  important  a "normal" 
period  is  to  a woman  on  an  oral  contra- 
ceptive. With  Ovral,  duration  of  cycle,  length 
of  period  and  amount  of  flow  usually  resem- 
ble those  of  normal  periods.  This  is  one  rea- 
son why  the  drop-out  rate  for  Ovral  is  low— 
4.5%  in  clinical  trials  totaling  127,872  cycles. 

Today's  woman  tends  to  stay  on  Ovral. 
She's  seldom  in  your  office  or  on  the  phone 
with  questions  or  complaints. 

Ovral?  A very  “quiet”  pill. 

’Serious  as  well  as  minor  adverse  reactions  have  been  reported 
following  the  use  of  all  oral  contraceptives.  The  physician  shoula  re- 
main alert  to  their  earliest  manifestations  and  in  the  event  of  serious 
adverse  reactions  should  avoid  any  oral  contraceptives.  Special 
note,  contraindications,  warnings,  precautions,  and  adverse  reactions 
in  Ihe  accompanying  IN  BRIEF  should  be  carefully  considered. 

CVRAI. 

Each  tablet  contains  0.5  mg.  norgestrel 
with  0.05  mg.  ethinyl  estradiol. 
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Ovral. 
Avery 
“quiet”pill. 

IN  BRIEF. 

SPECIAL  NOTE:  Oral  contraceptives  have  been  ma'keted  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  fhe  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  com- 
pletely effective  contraception. 

An  increased  risk  ot  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can  neither 
be  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of  all  women 
taking  oral  contraceptives  must  be  continued. 

INDICATIONS:  For  oral  contraception. 

CONTRAINDICATIONS:  T.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions;  2.  Markedly  impaired 
liver  function;  3.  Known  or  suspected  carcinoma  of  the  breast;  4.  Known  or 
suspected  estrogen  dependent  neoplasia,  5.  Undiagnosed  abnormal 
genital  bleeding. 

WARNINGS:  T.  The  physician  should  be  alert  to  the  earliest  manifestations 
of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pul- 
monary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies 
of  morbidity  in  the  United  States  have  shown  a statistically  significant  associa- 
tion between  thrombophlebitis,  pulmonary  embolism,  and  cerebral  throm- 
bosis and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain""31  leading  to  this  conclusion,  and  one1*"  in 
this  country,  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study 
by  Vessey  and  Doll131  was  about  sevenfold,  while  Sartwel!  and  associates  in 
the  United  States  found  a relative  risk  of  4 4,  meaning  that  the  users  are 
several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  non-users.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long  continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of 
sequential  products.  This  risk  cannot  be  quantitated,  and  further  studies  to 
confirm  this  finding  are  desirable. 

(1)  Royal  College  of  General  Practitioners:  Oral  Contraception  and 
Thromboembolic  Disease.  J,  Coll.  Gen.  Pract.  13:267-279, 1967.  (2)  Inman 
W.H.W,  and  Vessey,  M.P.  Investigation  of  Deaths  from  Pulmonary  Coronary 
and  Cerebral  Thrombosis  and  Embolism  in  Women  in  Child-Bearing  Age 
Brit.  Med,  J.  2:193-199,  1968.  (3)  Vessey,  M.P.  and  Doll,  R.  Investigation  of 
Relation  between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit,  Med.  J.  2:651-657,  1969.  (4)  Sartwell.  P.E., 
Masi,  AT,,  Arthes,  F.G.,  Greene,  G.R..  and  Smith,  H E.  Thromboembolism 
and  Oral  Contraceptives  An  Epidemiological  Case-Control  Study.  Am. 
J.  Epidem  90  365-380  (Nov.)  1969. 

2.  Discontinue  medication  pending  exdmination  if  there  is  sudden,  partial 
or  complete  loss  of  vision,  or  if  there  is  sudden  onset  of  proptosis,  diplopia, 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn.  3.  Since  the  safety  of  Ovral  in  pregnancy 
has  not  been  demonstrated,  it  is  recommended  that  for  any  patient  who  has 
missed  two  consecutive  periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  patient  has  not  adhered  to 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period  4 A small  fraction  of  the  hormonal  agents 
in  oral  contraceptives  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long  range  effect  to  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

PRECAUTIONS  1.  The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  deluding 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant.  In  five  species  of  subprimate  animals.  2.  Endocrine 
and  possibly  liver-function  tests  may  be  affected  by  treatment  with  Ovral. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovral,  it  is  recom- 
mended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  3.  Under  the  influence  of  estrogen-progestogen  preparations,  pre- 
existing uterine  fibromyomafa  may  increase  in  size  4 Because  these  agents 
may  cause  some  degree  of  fluid  retention,  conditions  which  might  be  In- 
' renced  by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observation,  5.  In  breakthrough  bleeding,  and  in 
ail  cases  of  irregular  bleeding  per  vaglnam,  nonfunctional  causes  should 


be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam.  adequate 
diagnostic  measures  are  indicated  6.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  7.  Any  possible  influence  of  prolonged 
Ovral  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  8.  A decrease  in  glucose  tolerance  has  been  observed 
in  a significant  percentage  of  patients  on  oral  contraceptives.  The  mechan- 
ism of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be 
carefully  observed  while  receiving  Ovral  therapy.  9.  The  age  of  the  patient 
constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovral  may 
mask  the  onset  of  the  climacteric.  10.  The  pathologist  should  be  advised  of 
Ovral  therapy  when  relevant  specimens  are  submitted.  11.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of 
contraceptive  steroids. 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRACEP- 
TIVES: A statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
thrombophlebitis,  pulmonary  embolism,  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions  neuro-ocular  lesions  (e  g.,  retinal  thrombosis  and  optic 
neuritis). 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (e  g.,  ab- 
dominal cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea  during  and  after  treatment,  dysmenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  discomfort, 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease), 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lacta- 
tion when  given  immediately  post-partum,  cholestatic  jaundice,  migraine, 
acne,  rash  (allergic),  hypertension,  rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression,  pain  in  legs,  arms  or  body,  paresthesias, 
allergy,  palpitations,  vasomotor  symptoms,  dyspnea,  insomnia,  blurred  vision, 
chest  pain,  urinary  tract  symptoms,  dyspareunia,  neuralgia  and  myalgia, 
excess  salivation,  dryness  of  mouth,  heartburn,  minor  eye  problems. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post-treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption,  and  itching  and  vaginal  dis- 
charge. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  con- 
traceptives—hepatic  function:  increased  sulfobromophthalein  retention  and 
other  tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and 
X,  thyroid  function:  increase  in  PBI  and  butanol-extractable  protein-bound 
iodine  and  decrease  in  T3  uptake  values,  metyrapone  test;  and  pregnanediol 
determination. 

Note:  For  more  specific  details  on  Ovral,  refer  to  package  insert. 
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The  implication  of  diuretics  in  the  etiology  of 
facial  spasm  and  pain  has  not  been  reported  pre- 
viously to  our  knowledge.  A syndrome  which 
seems  to  establish  a cause  and  effect  relationship 
in  8 patients  is  presented  herein.  The  significance 
of  this  observation  may  unfold  with  the  increasing 
knowledge  of  neuromuscular  physiology  and  di- 
uretic therapy. 

The  8 patients  in  this  series  were  being  treated 
for  hypertension  and  peripheral  edema  during  the 
interval  from  March,  1967,  to  March,  1970.  Brief- 
ly, the  syndrome  was  characterized  by  paroxysmal 
spasm  and  pain  of  the  facial  muscles  of  expression. 
Unlike  tetanus  and  tetany,  there  was  no  wide- 
spread involvement  of  other  muscle  groups.  This 
syndrome  is  thought  to  represent  a chemical  lesion 
of  the  peripheral  nerves  at  various  levels.1  The 
cluster  of  symptoms  was  presumably  determined 
by  the  level  of  origin  of  the  lesion  resulting  from 
alterations  of  ionic  concentrations  by  the  diuretics 
employed.  That  the  variations  in  symptoms  may 
be  related  to  the  level  of  the  irritable  focus  within 
the  nerve  is  suggested  by  the  knowledge  that  the 
muscle  spasms  of  tetany  originate  from  irritable 
foci  in  the  proximal  trunks  of  peripheral  nerves. 

It  is  postulated  that  the  irritable  foci  were  es- 
tablished by  alterations  in  electrolyte  and  fluid 
balance  either  extracellularly  or  intracellularly,  or 
a relative  disequilibrium  between  the  extracellular 
and  intracellular  stores.  It  is  possible  that  defects 
in  electrolyte  and  fluid  balance  may  have  resulted 
in  a new  and  different  equilibrium  being  estab- 
lished, which  was  responsible  for  the  onset  of 
symptoms.  The  literature  is  replete  with  evidence 
substantiating  these  theories. 

Symptoms  included  craniofacial  pain  and 
spasm,  facial  distortion,  aphasia,  a stiffness  of  the 
overlying  skin,  and  a feeling  of  numbness  over  the 


area  of  facial  spasm  simultaneously  with  the 
spasm.  Table  I outlines  for  each  patient  the  perti- 
nent medical  information  relating  to  these  symp- 
toms. 

Case  report 

The  patient,  Case  1,  exemplifies  the  outstanding 
features  of  this  syndrome.  This  fifty-eight-year- 
old  white  female  had  a history  of  hypertension 
treated  successfully  with  hydrochlorothiazide.  On 
several  occasions  she  had  experienced  severe  noc- 
turnal leg  cramps,  which  responded  to  methocar- 
bamol (Robaxin)  and  did  not  recur  after  metho- 
carbamol was  prescribed  concomitantly  with  the 
diuretic.  When  seen  for  weakness  and  dizzy  spells 
of  several  days’  duration,  she  had  been  taking  ben- 
droflumethiazide,  2.5  mg.  daily,  and  had  no  leg 
cramps.  Her  blood  pressure  was  220/110.  The 
bendroflumethiazide  was  increased  to  2.5  mg. 
twice  daily,  and  the  patient  was  placed  on  bed  rest 
and  phenobarbital.  The  dizziness  subsided  after 
one  day  on  this  regimen;  however,  she  was  feeling 
“a  little  dry,”  with  aching  and  stiffness  in  her  left 
jaw.  Her  spirits  were  high,  and  she  went  visiting 
with  her  spouse.  That  evening,  within  a half  hour 
after  her  oral  dose  of  bendroflumethiazide,  the 
aching  and  stiffness  in  her  left  jaw  increased  mark- 
edly, and  she  was  unable  to  speak.  The  symptoms 
were  relieved  by  vigorous  massage.  When  this  ep- 
isode recurred  several  more  times  in  the  next  two 
hours,  she  attributed  her  condition  to  an  oncoming 
stroke  and  was  rushed  home  to  bed.  The  fol- 
lowing morning  she  awoke  feeling  very  dry.  She 
took  another  diuretic  tablet  and  approximately 
one-half  hour  later  experienced  an  excruciating 
paroxysm  of  facial  pain  on  the  left  side.  This  time 
her  mouth  clamped  completely  shut,  she  was  un- 
able to  speak,  and  her  left  jaw  and  lip  were  twisted 
to  the  left. 

When  she  was  seen  two  hours  later,  her  mouth 
was  distorted,  and  she  was  in  agony.  On  palpa- 
tion, her  left  jaw  was  rigid  and  unyielding.  Her 
tongue  was  not  deviated  to  either  side  and  was 
very  dry.  Her  blood  pressure  had  dropped  to 
100/85,  and  she  appeared  to  be  in  a state  of  utter 
exhaustion.  Her  pupils  were  normal;  ophthalmo- 
scopic examination  revealed  no  pathologic  findings. 
Deep-tendon  reflexes  and  sensation  to  touch  and 
pain  were  normal.  The  examination  showed  oth- 
erwise essentially  negative  findings.  The  patient’s 
tight  facial  muscles  were  massaged,  and  about  fif- 
teen minutes  later  the  pain  had  subsided  and  she 
was  able  to  talk.  She  spoke  thickly  at  first,  but  re- 
gained normal  speech  within  an  hour. 

According  to  the  patient,  the  alarming  features 
of  her  paroxysm  were  the  agonizing  pain  and  tris- 
mus, described  as  lockjaw.  She  compared  the 
stiffness  of  her  jaw  to  that  of  the  nocturnal  leg 
cramps  which  she  had  experienced  the  night  be- 
fore. Methocarbamol  was  prescribed  and  ben- 
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TABLE  I.  Correlation  of  Facial  Symptoms  and  Diuretic  Therapy 


Case  Number  and  Diuretic 

Daily  Dose 

Duration  of 
Therapy 

Relationship  of  Diuretic  to 
Onset  of  Facial  Symptoms 

1 

Hydrochlorothiazide 

NS* 

Several  years 

No  symptoms 

Bendroflumethiazide 

2 . 5 mg.  per  day 

NS* 

No  symptoms 

Bendroflumethiazide  (disc. 

2 .5  mg.  b.i.d. 

2 days 

Within  one-half  hour  of  4th  dose 

bendroflumethiazide) 

Methocarbamol 

Few  days 

No  symptoms 

Acetozolamide 

o 

500  mg. 

Single  dose 

Within  one-half  hour  of  single  dose 

Chlorothiazide  (disc. 

500  mg. 

3 weeks 

Gradual  onset 

chlorothiazide) 

Symptoms  subsided  in  twenty-four 

O 

hours 

Chlorothiazide 

250  mg.  b.i.d. 

2 weeks 

Gradual  onset 

Reduce  chlorothiazide 

250  mg.  per  day 

Followed  for 

No  further  symptoms 

several  months 

4 

Antihypertensives 

For  years 

No  symptoms 

Chlorthalidone  (disc,  chlor- 

100  mg.  per  day 

Recent 

Gradual  onset 

thalidone;  add  salt  to  diet) 

Symptoms  subsided  in  twenty-four 

hours 

Reduce  chlorthalidone 

50  mg.  per  day 

Recent 

No  further  symptoms 

Mercuhydrin 

1 cc  inter-  1 

3 weeks 

Gradual  onset  of  mild  symptoms 

mittently  > 

Triamterene 

100  mg.  per  day' 

Mercuhydrin 

2 cc 

Single  injection 

Severe  symptoms 

Triamterene  (disc,  diuretics) 

200  mg.  per  day 

3 days 

Methocarbamol 

500  mg.  q.i.d. 

No  symptoms 

Renew  mercuhydrin 

Intermittent  injections  . . . 

Renew  triamterene 

100  mg.  per  day 

Continue  methocarbamol! 
a 

Rauwolfia  serpentina 

50  mg.  t.i.d. 

For  years 

No  symptoms 

Hydrochlorothiazide 

25  mg.  b.i.d. 

NS* 

No  symptoms 

Increase  hydrochlorothiazide 

25  mg.  t.i.d. 

Several  months 

Gradual  onset 

Methocarbamol 

10  cc.  I.V. 

Relief  in  one-half  hour 

Methocarbamol 

750  mg.  q.i.d. 

2 weeks 

No  symptoms 

Deer,  hydrochlorothiazide 

25  mg.  b.i.d. 

(disc,  methocarbamol) 

Cont.  hydrochlorothiazide 

25  mg.  b.i.d. 

1 week 

Recurrence  of  symptoms 

Renew  methocarbamol 

750  mg.  q.i.d. 

1 week 

No  symptoms 

(disc,  methocarbamol) 

Increase  hydrochlorothiazide 

25  mg.  t.i.d. 

1 week 

Recurrence  of  symptoms 

Deer,  hydrochlorothiazide 

7 

25  mg.  per  day 

No  symptoms 

Rauwolfia  preparations 

NS* 

Years 

No  symptoms 

Chlorthalidone 

100  mg.  per  day 

1 week 

Gradual  onset 

Include  salt  in  diet,  serpasil 

NS* 

No  symptoms 

(disc,  chlorthalidone) 

Q 

Chlorothiazide** 

500  mg.  per  day 

1 dose 

Sudden  onset,  one  hour 

* NS:  not  stated. 

t Patient  failed  to  take  methocarbamol  on  several  occasions  and  developed  recurrence  of  severe  symptoms. 

**  She  had  taken  a few  doses  two  years  ago  but  “somehow  the  drug  did  not  seem  to  agree  with  her  and  she  discontinued  it.” 


droflumethiazide  discontinued.  Her  jaw  clamped 
briefly  on  two  occasions  in  the  next  twenty-four  to 
forty-eight  hours.  Methocarbamol  was  continued 
for  several  days.  She  had  no  recurrences  of 
cramps.  Eight  months  later  she  underwent  sur- 
gery for  a detached  retina.  Postoperative  medica- 
tion included  acetazolamide,  500  mg.  to  reduce  in- 
traocular pressure.  A short  time  after  taking  the 
single  dose  of  acetazolamide,  in  full  view  of  her  vis- 
itors, the  left  side  of  her  face  sagged,  her  mouth 
was  tightly  closed,  and  she  could  not  speak.  Be- 


cause of  her  history  of  hypertension,  and  despite 
her  obvious  pain,  it  was  assumed  that  she  was 
undergoing  a cerebrovascular  accident. 

Later,  the  patient  explained  the  situation  as  fol- 
lows. About  one-half  hour  after  taking  the  aceta- 
zolamide, her  tongue  and  mouth  felt  extremely  dry 
and  stiff  and,  as  she  tried  to  talk,  her  mouth  twist- 
ed to  the  left  and  the  cramping  pain  became  ex- 
cruciating. Self-manipulation  and  massage  re- 
lieved the  pain  and  spasm  within  four  to  five  min- 
utes. She  had  another  transitory  episode  several 
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hours  later.  She  has  not  received  any  diuretics 
since  that  to  date  and  has  been  free  of  symptoms. 

Comment 

The  original  paroxysm  was  precipitated  by  a 
thiazide  and  relieved  by  massage  and  oral  metho- 
carbamol. For  the  following  seven  months  she 
had  no  facial  cramps  until  she  was  administered 
acetazolamide.  She  was  not  informed  that  it  was 
a diuretic.  Seizures  came  on  approximately  one- 
half  hour  after  medication.  The  physicians  treat- 
ing her  eye  ailment  had  no  knowledge  of  her  previ- 
ous facial  cramps. 

In  each  case  cited  diuretics  were  the  precipitat- 
ing cause  of  the  facial  cramps.  Discontinuing  the 
diuretics  and/or  administering  methocarbamol 
terminated  the  attacks  promptly.  This  was  espe- 
cially evident  in  Case  6 to  whom  methocarbamol 
was  given  intravenously  on  two  separate  occasions, 
resulting  in  dramatic  relief  of  pain  and  relaxation 
of  the  facial  muscles  within  one-half  hour.  Four 
patients  Cases  1,  2,  4,  and  5,  were  stated  to  have 
nocturnal  leg  cramps  with  facial  spasm  and  pain. 
Another  patient,  Case  7,  had  suffered  with  noctur- 
nal leg  cramps  periodically  during  the  previous 
twenty  years.  Lack  of  response  to  analgesics,  sed- 
atives, and  narcotic  drugs,  such  as  aspirin,  barbi- 
turates, propoxyphene  hydrochloride,  and  meperi- 
dine, seems  to  support  the  analogy  of  nocturnal  leg 
cramps  and  facial  spasm  seen  in  these  patients. 
Methocarbamol  is  a skeletal  muscle  relaxant  which 
blocks  the  spinal  multisynaptic  reflex  pathways. 
Its  successful  use  in  treating  nocturnal  leg  cramps 
has  been  previously  reported  by  this  author.2 

The  muscle  cramps  reported  to  result  from  di- 
uretic therapy  have  been  in  the  extremities,  pri- 
marily in  the  legs  and  feet;  however,  at  least  one 
case  of  muscular  cramps  of  the  upper  extremity 


In  brief 

A $240,000  grant  from  HEW  has  been  awarded  to  a 
Johns  Hopkins  University  research  team  to  monitor  the 
performance  of  foreign-born  versus  American  residents 
for  the  next  two  years.  The  study  will  break  down  for- 
eign doctors’  performance  by  region  of  medical  educa- 
tion and  by  native  language. 

AMA  now  has  more  dues-paying  members  than  ever 
before.  As  of  September  27,  1974  there  were  168,509 
dues-paying  members,  295  more  than  there  were  in 


has  been  reported.3  In  4 patients,  Cases  1,  3,  4, 
and  7,  a distinct  drop  in  blood  pressure  accom- 
panied varying  degrees  of  fatigue  and  dehydration. 

These  patients  exhibited  features  of  at  least  4 
well-recognized  conditions:  chronic  hemifacial 

spasm,  cerebral  transient  ischemic  attacks  (T1A), 
tetanic  muscle  spasm,  and  peripheral  muscle 
cramps.  We  should  note  the  fact  that  one  patient, 
Case  1,  was  diagnosed  as  having  a stroke  while  hos- 
pitalized. Subsequent  neurologic  examination  of 
this  patient  and  the  other  7 patients  gave  negative 
findings. 

Summary 

A hitherto  unrecognized  craniofacial  syndrome 
precipitated  by  diuretics  is  reported.  It  is  charac- 
terized by  paroxysmal,  recurrent  craniofacial 
cramps  and  muscle  spasm  associated  with  varying 
degrees  of  dehydration  and  pain.  One  case  is  de- 
scribed. 

The  presence  of  numbness,  distortion  of  the 
face,  and  aphasia  may  resemble  hemifacial  spasm 
or  cerebral  transient  ischemic  attack. 

This  condition  appears  to  be  analogous  to  noc- 
turnal leg  cramps. 

Analgesics,  sedatives,  and  narcotics  do  not  offer 
relief. 

Relief  iollowed  massage,  forcible  manipulation,  ' 
and  methocarbamol. 

2135  79th  Street 
Brooklyn,  N.Y.  11214 
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AMA’s  highest  previous  membership  year,  1970,  when 
168,214  dues-paying  members  were  recorded. 

“I  Love  You,  Frank,”  is  a new  AMA  film  showing 
what  can  go  wrong  in  a medical  emergency.  Designed  to 
motivate  physicians  and  the  public  to  improve  local 
emergency  services  systems,  the  film  is  available  on  free 
loan  to  organizations  and  individuals  from  the  AMA 
Film  Library,  AMA  Headquarters.  It  may  be  pur- 
chased for  $200  from  the  Radio,  TV  and  Film  Dept., 
AMA  Headquarters.  A summary  of  AMA,  medical  & 
health  news. 
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and  due  to  susceptible  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter  and  Proteus  mirabilis. 
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Glutethimide  (Doriden),  known  primarily  for  its 
sedative  and  hypnotic  actions,  has  been  in- 
creasingly abused.  Its  toxic  effects,  addictive  po- 
tential, withdrawal  symptoms  in  addicts,  and 
death  from  overdosage  have  been  well  docu- 
mented.1’2 The  use  of  glutethimide  in  combina- 
tion with  codeine  was  reported  recently,  in  one 
case,  to  induce  a state  of  euphoria  and  to  ultimate- 
ly lead  to  an  addiction  to  these  two  drugs.3  The 
purpose  of  this  report  is  to  describe  5 additional 
patients  who  had  abused  this  combination  of 
drugs. 

Case  reports 

Case  1.  A preliminary  report  of  this  case  ap- 
peared in  1969.3  The  patient,  a twenty-four-year- 
old,  white,  single  male  was  admitted  to  the  inpa- 
tient service  with  a history  of  drug  abuse  dating 
from  the  age  of  seventeen,  at  which  time  he  was  in- 
troduced to  the  use  of  cough  medicine  (Robitussin 
A.C.).  He  ingested  approximately  3 to  4 ounces 
(180  to  240  mg.  codeine)  per  day  for  “kicks.”  Sub- 
sequently, the  patient  supplemented  the  codeine 
intake  with  1.5  to  2 Gm.  of  glutethimide  to  in- 
crease and  prolong  the  euphoria  which  could  be 
maintained  with  an  additional  0.5  Gm.  of  glutethi- 
mide every  three  to  four  hours.  One  to  two 
months  later  the  patient  had  to  increase  the  dos- 
age of  glutethimide  to  3 to  4 Gm.  and  the  cough 
medicine  to  6 to  8 ounces  (360  to  480  mg.  codeine) 
to  maintain  the  euphoria.  At  that  time  he  was 
hospitalized  for  glutethimide  withdrawal  and 
manifested  anxiety,  sweating,  diarrhea,  muscular 
spasms,  and  rhinorrhea.  On.e  year  prior  to  his 


present  admission,  while  addicted  to  high  doses  of 
codeine  and  glutethimide,  the  patient  began  to 
have  paranoid  delusions,  became  depressed,  and 
attempted  suicide  with  10  Gm.  of  glutethimide. 
The  result  was,  “I  just  got  a good  night’s  sleep.” 
Since  that  time  the  patient  had  been  using  3 to  4 
Gm.  of  glutethimide  and  6 to  8 ounces  of  cough 
medicine  (360  to  480  mg.  of  codeine)  per  day.  On 
occasion  he  would  withdraw  himself  gradually 
from  these  drugs  only  to  repeat  the  pattern  again. 

The  patient  was  hospitalized  for  three  months 
and  during  this  time  was  withdrawn  from  the 
drugs,  treated  with  psychochemotherapeutic 
agents,  and  given  intensive  individual  and  group 
psychotherapy.  The  patient  was  seen  three  times 
after  discharge  and  on  each  visit  was  euphoric  and 
addicted  to  glutethimide,  4 to  5 Gm.,  and  codeine, 
480  to  540  mg.  These  drugs  have  been  used  by 
this  patient  for  eight  to  nine  years  continuously 
except  for  two  periods  each  lasting  approximately 
five  to  six  months. 

Case  2.  A twenty-two-year-old,  white,  single 
male  was  introduced  to  the  use  of  these  two  drugs 
at  the  age  of  fifteen  and  since  then  has  been  ad- 
dicted, on  and  off,  to  dosages  of  glutethimide  and 
codeine  as  high  as  4 Gm.  and  480  mg.  respectively. 
At  these  high  levels  the  euphoria  was  frequently 
unpleasant.  The  patient  would  gradually  with- 
draw himself  from  the  drugs  and  restart  on  a lower 
dosage  to  reexperience  the  pleasant  euphoric  state. 
He  experienced  the  usual  withdrawal  symptoms 
but  denied  having  grand  mal  seizures,  delusions, 
or  hallucinations.  When  initially  seen  he  was  ad- 
dicted to  approximately  4 Gm.  of  glutethimide  and 
480  mg.  of  codeine.  He  refused  medical  assistance 
and  again  was  in  the  process  of  withdrawing  him- 
self. He  was  addicted  to  heroin  on  a single  subse- 
quent visit.  Cases  1 and  2 are  members  of  a larger 
drug  culture  in  a borough  of  Manhattan,  and  used 
only  glutethimide  and  codeine  until  recently. 

Case  3.  A twenty-one-year-old,  white,  single 
male  was  seen  in  the  outpatient  department  with 
the  complaint  of  being  depressed.  The  patient 
had  a history  of  drug  abuse  starting  at  the  age  of 
twelve  when  he  was  introduced  to  “pot”  and  barbi- 
turates. After  the  last  overdose  he  was  introduced 
to  the  pleasant  euphoria  produced  by  the  combi- 
nation of  codeine  and  glutethimide.  Subsequent- 
ly, he  became  addicted  to  3 to  4 Gm.  of  glutethim- 
ide and  approximately  360  to  480  mg.  of  codeine. 
Fearing  an  overdose,  he  gradually  withdrew  him- 
self from  the  combination  before  voluntarily  ad- 
mitting himself  to  a psychiatric  hospital  for  six 
months.  He  became  depressed,  was  preoccupied 
with  suicide,  and  was  treated  with  antidepressant 
medication.  On  discharge  he  discontinued  the  an- 
tidepressant medication  and  resumed  using  glu- 
tethimide and  codeine.  He  again  became  addict- 
ed reaching  4 to  5 Gm.  of  glutethimide  and  ap- 
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proximately  480  mg.  of  codeine  per  day.  This  pa- 
tient, like  Cases  1 and  2,  withdrew  himself  slowly 
only  to  resume  at  a lower  dose.  On  a follow-up 
visit,  he  was  using  the  combination  only  when  very 
depressed. 

Case  4.  An  eighteen-year-old,  single,  white  fe- 
male was  admitted  to  the  inpatient  service  because 
of  an  overdose  of  barbiturates.  Introduced  to 
LSD  (lysergic  acid  diethylamide)  at  the  age  of  fif- 
teen, her  subsequent  drug  experience  included 
barbiturates,  amphetamines,  and  glutethimide 
and  codeine.  The  particular  drug  used  depended 
on  the  drug  traffic.  This  patient  stated  that  al- 
though she  used  the  combination  of  codeine  and 
glutethimide  frequently,  up  to  doses  of  120  mg. 
and  2 Gm.  per  day  respectively,  she  had  never 
been  addicted.  Signs  of  withdrawal  were  not 
noted  during  hospitalization.  Within  two  years 
this  patient  became  addicted  to  heroin  and  is  pres- 
ently on  methadone. 

Case  5.  A friend  of  Case  4 and  part  of  the  same 
drug  culture  in  New  York  City  is  a twenty-year- 
old,  white,  single  female  who  was  introduced  to 
drugs  at  the  age  of  seventeen.  Although  she  used 
1 to  2 Gm.  of  glutethimide  and  240  to  360  mg.  of 
codeine  on  occasion  to  “get  high  and  feel  good,” 
the  patient  denied  ever  having  been  addicted  to  or 
having  used  the  combination  over  prolonged  peri- 
ods. Like  Case  4 this  patient  had  been  exposed  to 
other  drugs. 

Case  6.  An  eighteen-year-old,  white,  single 
male  who  began  using  “pot”  at  fourteen  was 
brought  to  the  emergency  room  because  of  his  in- 
ability to  control  his  drug  problem.  At  fifteen  he 
used  barbiturates  to  get  high,  and  subsequently 
when  he  couldn’t  obtain  these  drugs  he  used  the 
combination  of  glutethimide  and  codeine.  The 
dosage  never  exceeded  1 Gm.  of  glutethimide  and 
240  mg.  of  codeine.  Although  he  increased  the  use 
of  these  two  drugs  during  the  past  two  years,  he 
denied  ever  having  been  addicted.  The  patient, 
who  was  from  a suburb  of  New  York  City,  reported 
that  several  friends  used  glutethimide  and  codeine 
for  “kicks”  and  thought  that  a few  of  them  might 
be  addicted. 

Comments 

Less  potent  opiates,  such  as  paregoric  or  cough 
medicine  containing  codeine  or  hydrocodeine,  are 
often  combined  with  barbiturates  or  meprobamate 
to  heighten  euphoria.4  The  use  of  codeine  and 
glutethimide  is  another  combination  which  can 
produce  a euphoric  state.3-5 

Indeed  the  patients  described  in  this  report,  as 
well  as  those  of  DiGiacomo  and  King,5  were  im- 
pressed by  the  euphoria  due  to  glutethimide  and 
codeine.  The  state  was  achieved  initially  with  0.5 
to  1 Gm.  of  glutethimide  followed  within  a half 


hour  by  approximately  240  mg.  of  codeine,  4 
ounces  of  cough  medicine.  The  high  feeling  usual- 
ly appeared  within  a half  hour  and  lasted  for  ap- 
proximately six  to  eight  hours.  When  the  codeine 
dosing  was  not  properly  timed  after  the  ingestion 
of  glutethimide,  it  resulted  in  slurred  speech,  atax- 
ia, and  finally  sleep.  If  the  euphoric  state  was  not 
refortified  with  the  combination,  a glutethimide 
“hangover”  resulted  consisting  of  awakening  from 
a state  of  sleep  with  a severe  headache,  irritability, 
and  tremulousness.  The  patients  prevented  these 
untoward  effects  by  initially  ingesting  one  or  two 
500  mg.  glutethimide  tablets  followed  by  240  to 
480  mg.  of  codeine  to  perpetuate  the  state  of  eu- 
phoria. The  dosage  of  both  drugs  was  gradually 
increased  when  tolerance  developed.  The  maxi- 
mum dosage  for  the  6 patients  was  4 to  5 Gm.  of 
glutethimide  and  360  to  480  mg.  of  codeine.  Addi- 
tional dosages  did  not  result  in  a pleasant  eupho- 
ria. Cases  1 and  2 periodically  would  withdraw 
themselves  gradually  from  the  combination  to  re- 
establish the  pleasant  euphoria  again  at  a lower 
dosage.  Usually,  when  these  patients  are  seen 
they  are  clinically  intoxicated,  euphoric,  and  show 
signs  and  symptoms  similar  to  those  induced  by 
excessive  amounts  of  ethyl  alcohol  or  barbiturates. 
These  include  motor  incoordination,  disorienta- 
tion, impaired  memory,  confusion,  double  vision, 
trance-like  state,  and,  on  occasion,  rage  reactions. 
However,  according  to  the  patients  the  euphoria  is 
smoother  and  longer  than  that  produced  by  some 
of  the  other  drugs  they  had  used. 

Although  none  of  the  patients  in  this  report, 
contrary  to  that  of  DiGiacomo  and  King,5  reported 
having  grand  mal  seizures,  2 patients,  Cases  1 and 
2,  stated  that  seizures  were  common  among  their 
friends  after  withdrawal.  The  withdrawal  symp- 
toms frequently  reported  were  anxiety,  tremors, 
muscular  spasms,  sweating,  and  rhinorrhea.  Hal- 
lucinations and  paranoid  delusions  were  present  in 
one  patient,  Case  1.  Such  patients  may  present 
symptoms  of  an  overdose,  withdrawal,  grand  mal 
seizure,  or  a psychosis. 

Thus,  in  addition  to  the  euphoria,  the  continu- 
ous use  of  glutethimide  and  codeine  can  lead  to  an 
addiction  to  this  combination.  Interestingly,  the 
present  case  reports  suggest,  but  do  not  unequivo- 
cally prove,  that  glutethimide  addiction  is  poten- 
tiated by  the  concomitant  use  of  codeine. 

Only  one  patient,  Case  1,  addicted  to  the  combi- 
nation agreed  to  be  withdrawn  under  medical  su- 
pervision. As  previously  noted,  the  program  con- 
sisted of  glutethimide  and  substitution  of  metha- 
done for  codeine.3  The  dosage  of  methadone  was 
gradually  reduced  and  discontinued  after  seven 
days.  Withdrawal  from  glutethimide  was  com- 
pleted within  two  weeks.  The  patient  was  treated 
with  chlorpromazine  during  hospitalization,  and 
no  withdrawal  symptoms  were  noted.  However, 
DiGiacomo  and  King5  withdrew  their  patients 
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with  pentobarbital  and  glutethimide;  the  latter 
was  decreased  by  20  per  cent  per  day  and  the  for- 
mer reduced  by  10  per  cent  per  day.  Of  the  6 pa- 
tients in  this  study,  3,  Cases  1,  2,  and  3,  had,  at  one 
time  or  another,  withdrawn  themselves  but  were 
not  able  to  maintain  a drug-free  state  for  any 
length  of  time.  Even  intensive  psychotherapy,  on 
an  individual  and  group  basis,  was  unsuccessful  in 
the  one  patient,  Case  1,  who  had  been  treated  as 
an  inpatient.  Five  of  these  patients  have,  since 
their  initial  evaluations,  frequently  used  heroin. 

The  4 male  and  2 female  patients  presented  in 
this  report,  from  various  socioeconomic  back- 
grounds, were  between  eighteen  and  twenty-four- 
years  of  age  when  initially  evaluated.  Three  were 
from  one  specific  borough  of  New  York  City  and 
were  part  of  a larger  group  which  only  used  glu- 
tethimide and  codeine  to  get  high.  Addiction  to 
the  combination  in  that  group  was  common.  Al- 
though Cases  4 and  5 denied  having  been  addicted 
to  codeine  and  glutethimide,  they  reported  that 
others  from  their  group  had  been,  and  probably 
were  still  addicted.  Case  6 also  reported  that  sev- 
eral friends  in  a specific  suburb  of  New  York  City 
were  addicted.  The  abuse  of  this  combination 


AMA  leaders  report  mixed  view 
of  acupuncture  after  China  visit 

After  three  weeks  of  studying  medical  care  in  the  Pe- 
ople’s Republic  of  China,  an  American  Medical  Associa- 
tion delegation  emerged  with  high  praise  for  certain 
Chinese  medical  accomplishments  and  a mixed  view- 
point toward  acupuncture. 

In  a statement  transmitted  from  Hong  Kong  via  tele- 
phone to  AMA  headquarters  in  Chicago,  the  16-member 
delegation  stated  that  it  looks  on  Chinese  medical  ac- 
complishments in  replantation  of  severed  limbs,  repair 
of  broken  bones,  and  treatment  of  burns  “as  significant 
contributions  in  medical  science.” 

The  delegation,  headed  by  AMA  President  Malcolm 
C.  Todd,  M.D.,  of  Long  Beach,  California,  concluded 
that,  while  study  of  acupuncture  to  alleviate  pain  is  im- 
portant, use  of  acupuncture  in  an  effort  to  cure  human 
ills  is  dubious. 

“Acupuncture  is  to  be  regarded  as  experimental  medi- 
cine, legal  in  the  United  States  only  in  investigational 
settings  in  the  hands  of  licensed  physicians,  dentists, 
and  research  scientists.  Acupuncture  should  not  be 
permitted  to  become  a new  kind  of  quackery  in  the 
Western  world,  used  for  exploitation  of  the  public.” 

Acupuncture  as  a method  of  reducing  pain  perception 
during  surgery  is  used  in  some  15  per  cent  of  Chinese 
major  surgery  and  presents  features  which  should  be 
further  studied  since  it  may  reduce  some  complications 
of  surgery,  but  its  widespread  use  in  Western  surgery 
seems  highly  unlikely,  the  delegation  said. 


seems  to  be  widespread  throughout  the  New  York 
City  area  and  has  been  reported  recently  from  the 
Philadelphia  area.5 

Summary 

The  use  of  glutethimide  and  codeine  combina- 
tion to  achieve  a pleasant  euphoria  has  been  re- 
ported. The  prolonged  use  of  these  two  drugs  re- 
sults in  a state  of  addiction.  Such  patients  may 
present  symptoms  of  overdose,  of  withdrawing,  a 
grand  mal  seizure,  or  psychosis. 

525  East  68th  Street 
New  York,  New  York  10021 
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“Acupuncture  as  treatment  for  a wide  range  of  com- 
mon medical  complaints  has  been  in  use  for  thousands 
of  years.  It  has  not  produced  very  satisfactory  results 
in  past  treatment  and  there  is  no  scientific  evidence  to 
show  that  anything  has  changed  in  present  treatment.” 

Acupuncture  anesthesia  is  misnamed,  they  said.  Not 
even  the  Chinese  represent  it  to  be  anesthesia.  It  is 
more  properly  analgesia,  or  still  more  accurately  “hypal- 
gesia,”  a reduced  perception  of  pain,  the  delegation  re- 
ported. 

In  addition  to  Dr.  Todd,  the  AMA  delegation  includ- 
ed these  physicians:  Jay  M.  Arena,  chairman  of  the 

AMA’s  Interspecialty  Council  and  past  president  of  the 
American  Academy  of  Pediatrics;  John  M.  Chenault, 
past  member  of  the  AMA  Board  of  Trustees;  John  S. 
Cowan,  director  of  the  AMA’s  Department  of  Interna- 
tional Medicine;  Charles  A.  Hoffman,  AMA  past  presi- 
dent; Marion  T.  Jenkins,  past  president,  American  Soci- 
ety of  Anesthesiologists  and  alternate  member  of  the  In- 
terspecialty Council;  Richard  E.  Palmer,  chairman  of 
the  AMA  Board;  Russell  B.  Roth,  immediate  past  presi- 
dent of  the  AMA;  James  H.  Sammons,  AMA  executive 
vice  presidept-designate;  Kenneth  C.  Sawyer,  member 
of  the  Board;  Claude  E.  Welch,  president  of  American 
College  of  Surgeons  and  vice  chairman  of  the  Interspeci- 
alty Council;  Donald  E.  Wood,  past  member  of  the 
Board. 

Others  in  the  delegation  were  Mrs.  Jules  Lederer,  who 
is  Ann  Landers,  syndicated  columnist;  Mrs.  Roth:  Mrs. 
Hoffman;  and  Joe  D.  Miller,  AMA  assistant  executive 
vice  president. 
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Carcinoid  tumor  with  bone  metastases  has 

been  documented  in  39  cases1-23  with  the  skull  in- 
volved in  5 reports.1-5  The  primary  tumor  was  a 
bronchial  carcinoid  in  17  cases.1-3’5-14  It  is  our 
purpose  to  present  a case  of  bronchial  carcinoid 
tumor  with  skull  metastases  with  a review  of  the 
literature,  and  emphasize  the  indolent  but  malig- 
nant nature  of  the  carcinoid  tumors  and  the  os- 
teoblastic aspect  of  the  bone  lesions  as  a helpful 
tool  in  their  diagnosis.  An  additional  interesting 
finding  in  this  patient  was  a lipoma  removed  from 
the  scalp.  The  association  of  carcinoid  tumor  and 
lipomas  has  been  reported.4 

Clinical  history 

A sixty-six-year-old  white  female  entered  Uni- 
versity Hospital  on  September  19,  1971,  for  reeval- 
uation of  right  rectovaginal  and  perineal  pain,  12- 
pound  weight  loss,  and  bifrontal  headache  of  ten 
months’  duration.  She  also  complained  of  a 
cough  of  approximately  one  year  duration  with  re- 
cent increase  in  severity. 

Significant  past  history  included  a left  lower  lo- 
bectomy fourteen  years  ago  for  bronchial  adeno- 
ma, carcinoid  type.  She  had  previously  been  ad- 
mitted to  University  Hospital  in  May,  1971,  for 
evaluation  of  similar  complaints  and  for  removal 
of  a lipoma  of  the  left  scalp. 

Physical  examination  revealed  a firm,  tender 
scalp  nodule  3 cm.  by  1 cm.  located  just  left  of  the 
sagittal  plane  in  the  parietal  area.  The  lungs  were 
resonant  except  for  a slight  dullness  in  the  left 
upper  lung  field  posteriorly.  Radiologic  examina- 
tion revealed  a nodular  density  in  the  right  middle 
lung  field  not  present  in  1966,  thickening  of  the 


FIGURE  1.  (A)  Tumor  nests  of  regular  epithelial  cells  se| 

arated  by  vascularized  stroma  (hematoxylin  and  eos 
stain).  (B)  High  power  of  same  area  showing  oval  nucl 
and  fine  chromatin  network  of  tumor  cells  (hematoxyl 
and  eosin  stain  X 400). 


calvarium,  and  sclerosis  of  the  diploic  space  of  tl 
left  parietal  bone.  Downward  displacement  of  tl 
right  kidney  with  no  evidence  of  a mass  wj 
thought  to  be  due  to  an  enlarged  liver.  The  spir 
showed  degenerative  changes. 

On  October  15,  1971,  a right  middle  lobectom 
was  performed.  Following  satisfactory  recovei 
from  her  thoracotomy,  a craniectomy  was  pe 
formed  on  November  16,  1971.  The  patholog 
findings  are  described  subsequently.  The  patiei 
did  well  postoperatively.  However,  she  continue 
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FIGURE  2.  (A)  Nest  of  tumor  cells  in  intraepithelial  bron- 

chiolar  location.  Pattern  different  from  main  tumor  and 
cells  slightly  elongated.  (B)  Tumor  present  in  bronchial 
submucosa.  Bronchial  epithelium  appears  normal. 
(Hematoxylin  and  Eosin  Stain. 


having  pain  in  her  perineal  region.  On  November 
24,  1971,  she  was  started  on  a two-week  course  of 
radiation  treatment  of  the  lumbar  spine  and  sa- 
crum, with  reduction  in  perineal  pain.  Prior  to 
discharge,  an  x-ray  film  of  the  right  wrist  revealed 
a moth-eaten  appearance  in  the  distal  radius  com- 
patible with  demineralization,  but  most  likely  due 
to  metastatic  disease.  The  patient  was  discharged 
in  fair  condition.  She  was  readmitted  to  Universi- 
ty Hospital  on  June  17,  1972,  for  reevaluation  and 
treatment  of  the  persistent  perineal  pain.  It  was 
felt  that  the  pain  was  due  to  metastatic  disease; 
however,  this  was  never  documented.  A saline 
wash  procedure  of  the  spinal  canal  was  performed. 


Pathology 

Gross.  Left  lower  lobe.  According  to  the  re- 


port of  the  hospital  at  which  the  surgery  was  per- 
formed, the  specimen  consisted  of  an  apparently 
encapsulated,  soft,  gray-pink  tumor  measuring  1.2 
by  1 by  0.8  cm.  with  small  tags  of  pulmonary  pa- 
renchyma attached  to  the  surface.  A separate 
nodule  specimen  measuring  0.4  by  0.3  by  0.2  cm. 
represented  a point  at  which  the  tumor  did  not  ap- 
pear well  encapsulated. 

Right  middle  lobe.  Surrounding  the  main 
bronchus  of  the  right  middle-lobe  segment,  a 3 by 
2 by  2-cm.  grey-white  tumor  mass  was  seen  involv- 
ing the  lung  parenchyma  and  lymph  nodes.  The 
tumor  extended  to  involve  the  bronchial  mucosa 
producing  a surface  granularity.  A peripheral 
mass  1.5  by  1 by  1.9  cm.  in  size,  present  at  6 cm. 
from  the  orifice,  involved  the  pleural  surface. 

Craniectomy  specimen.  The  craniectomy 
specimen  consisted  of  a 3.5  by  0.9-cm.  segment  of 
bone  and  additional  fragments  of  firm  white  tis- 
sue. 

Microscopic.  Left  lung.  The  tumor  consisted 
of  nests  and  occasional  trabeculae  of  regular  epi- 
thelial cells,  with  oval  nuclei  and  fine  chromatin 
network,  separated  by  a vascularized  stroma  which 
was  focally  hyalinized.  Mitotic  figures  were  ab- 
sent. There  was  brown  pigment  which  gave  Fon- 
tana-positive and  argentaffin-negative  findings  in 
many  of  the  tumor  cells.  In  a single  section,  the 
wall  of  a small  vein  was  invaded  by  small  nests  of 
tumor  cells.  Tumor  was  present  underlying  bron- 
chial epithelium  and  in  one  focus  was  present 
within  the  bronchial  lumen. 

Right  middle  lobe.  The  microscopic  appear- 
ance of  the  tumor  cells  present  in  the  right  middle 
lobe  was  essentially  similar  to  that  described  for 
the  opposite  lung  (Fig.  1).  Of  particular  interest 
in  this  specimen  were  the  mitotic  figures  present,  1 
per  3 or  4 per  high-power  field.  The  pigment  pre- 
viously described  was  not  demonstrated  here. 
The  bronchial  mucosa  was  superficially  eroded  by 
tumor,  while  in  other  areas  tumor  nests  were  pres- 
ent in  an  intraepithelial  bronchiolar  location,  as 
well  as  in  bronchial  submucosal  locations  (Fig.  2). 
Intraparenchymal  and  pleural  deposits  of  tumor, 
in  addition  to  peribronchial  and  pleural  lymphatic, 
and  probably  venous  spread  were  present  (Fig.  3). 
Remnants  of  lymphoid  tissue  with  anthracotic  pig- 
ment showed  involvement  by  tumor. 

Lipoma.  The  lipoma  on  microscopic  examina- 
tion was  composed  of  mature  fat  cells. 

Craniectomy  specimen.  The  hematoxylin  and 
eosin  stain  slides  showed  nests  of  tumor  cells  in- 
distinguishable from  those  described  previously 
within  the  marrow  spaces  of  densely  sclerotic  bone 
(Fig.  4). 

Comments 

Carcinoid  tumors  are  classified  according  to  pri- 
mary site  as  derived  from  the  foregut,  midgut,  and 
hindgut.15  Each  of  these  groups  has  distinctive 
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FIGURE  3.  (A)  Tumor  cells  in  pleural  lymphatics.  (B) 

High  power  of  same  area.  (C)  Pulmonary  vein  containing 
tumor  cells.  (Hematoxylin  and  Eosin  Stain). 


characteristics,  one  of  which  is  preferential  sites  of 
metastases.  The  great  majority  of  carcinoids  from 
the  midgut  metastasize  to  liver  and  regional  lymph 
nodes.  Other  metastatic  sites  are  omentum,  pan- 
creas, spleen,  kidneys,  adrenals,  lung,  pleura, 
brain,  and  skin.  Bone  metastases  are  rare  except 
when  considering  tumors  of  foregut  origin,  which 
produce  bone  and  skin  metastases. 

In  tumors  of  foregut  origin,  bronchial  adenomas 
have  been  associated  with  the  largest  number  of 
bone  metastases.  The  thymus,4’16  pancreas,17  and 
stomach18  represent  additional  areas  of  origin  of 
foregut  carcinoid  tumors  which  have  also  produced 
secondary  bone  deposits.  Despite  the  traditional 
association  of  bone  metastases  and  foregut  carci- 
noids, a small  but  well-documented  number  of 
midgut,6’19’20  and  hindgut,6’8’21  tumors  have  pro- 
duced bone  metastases.  Four  cases  of  bone  me- 
tastases from  a carcinoid  tumor  of  unknown  pri- 
mary site14’22’23  are  also  described  in  the  literature. 
An  additional  group  of  bone  metastases,  5 alto- 
gether, following  carcinoid  tumor,  have  been  re- 
ported. However,  the  primary  sites  were  not  spec- 
ified.24 In  many  instances  the  bone  lesions  were 
radiologically  and  histologically  studied,  and  the 
great  majority  were  osteoblastic.  The  reason  for 
this  is  obscure. 

Carcinoid  tumors  arise  from  the  argentaffin 
cells  which  are  normally  present  in  the  mucosa  of 
the  gastrointestinal  tract,  pancreas,  bile  ducts, 
lungs,  thyroid,  and  thymus.4  Originally  thought 
to  be  benign  tumors,  the  finding  of  local  and  dis- 
tant metastases  made  it  clear  that  carcinoid  tu- 
mors are  malignant.  The  protracted  clinical 
course  is  an  important  feature  in  this  disease,  and 
the  bone  metastases,  although  uncommon,  are  im- 
portant for  their  distinctive  radiologic  appearance. 

Our  patient  demonstrated  the  clinical  and 
pathologic  characteristics  of  a carcinoid  tumor. 


FIGURE  4.  Bone  marrow  replaced  by  tumor  cells.  Thick 
bony  trabeculae  seen  (Hematoxylin  and  Eosin  Stain). 


The  finding  of  microscopic  blood-vessel  invasion 
in  the  original  specimen  fourteen  years  ago  shows 
the  aggressive  behavior  of  the  tumor,  albeit  in  a 
slow,  indolent  manner.  At  this  time  the  appear- 
ance of  the  tumor  is  more  aggressive,  with  a high 
rate  of  mitotic  activity  and  tumor  in  lymphatics 
and  veins. 


Conclusion 

The  presence  of  tumor  cells  in  an  intra-epitheli- 
al  location  within  bronchiolar  mucosa  is  unusual, 
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and  is  suggestive  of  a new  site  of  primary  origin  of 
tumor  in  that  location.  The  histologic  appearance 
is  also  reminiscent  of  “tumorlets,”  while  others 
might  consider  such  organoid  multifocal  tumors  in 
the  lung  to  be  chemodectomas.  We  prefer  to  con- 
sider, as  did  others  in  consultation,  that  these  are 
areas  of  either  multicentric  origin  or  intrapulmo- 
nary  dissemination  of  carcinoid  tumor.25  The  pa- 
tient’s documented  osteoblastic  skull  metastases 
reconfirms  the  more  frequent  osteoblastic  nature 
of  the  secondary  bone  lesions. 

550  First  Avenue 
New  York,  New  York  10016 
(DR.  GRECO) 
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organization  will  continue  to  use  the  acronym  ECFMG. 
Until  new  offices  are  established  in  San  Francisco  early 
in  1975,  ECFMG  may  be  addressed  at  either  3624 
Market  St.,  Philadelphia,  Pennsylvania  19104,  or  1 
Decker  Square,  Room  245,  Bala  Cynwyd,  Pennsylvania 
19004. 
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Hospital  Governing 
Board  and  Medical 
Staff  Relationships* 

BETTY  JANE  ANDERSON,  J.D. 

Chicago,  Illinois 

Director,  Health  Law  Department,  American  Medical  Association 

During  the  past  few  years,  the  number  of  dis- 
putes between  hospital  governing  boards  and  orga- 
nized medical  staffs  has  been  increasing  at  an 
alarming  rate.  The  basic  issue  in  these  disputes  is 
relatively  simple:  are  hospitals  or  physicians  pri- 
marily responsible  for  the  care  and  treatment  of 
patients?  Will  the  patient  of  tomorrow  look  to  a 
particular  physician  to  guide  his  treatment  from 
sickness  back  to  health  or  will  he  look  to  a hospi- 
tal? 

The  hue,  cry,  and  concern  about  the  corporate 
practice  of  medicine  is  not  a new  battle  cry.  Reso- 
lutions of  the  A.M.A.  House  of  Delegates  have  de- 
plored the  corporate  practice  of  medicine  in  the 
United  States  practically  since  the  founding  of  the 
A.M.A.  The  present  ramifications  of  corporate 
practice  of  medicine,  however,  are  different  and 
more  sophisticated  than  ever  before. 

In  the  past,  laymen  seeking  personal  financial 
gain  endeavored  to  hire  physicians,  to  exploit 
them,  and  then  sell  their  services  at  a profit. 
Some  proprietary  hospitals  operated  for  profit 
similarly  hired  physicians  on  a salary  basis,  sold 
their  services,  and  profited  while  perhaps  provid- 
ing poor  services  because  only  incompetent  or 
inept  physicians  were  tempted  by  the  salary  offers. 
Today,  the  threat  of  corporate  practice  involves 
many  of  the  finest  hospitals  and  teaching  institu- 
tions in  the  United  States,  including  well-funded 
community  hospitals  and  teaching  hospitals  allied 
with  prestigious  universities  and  medical  schools. 
Consequently,  the  threat  of  the  corporate  practice 
of  medicine  to  the  interests  of  the  patient  and  the 
physician  is  more  real  and  more  insidious  than 
ever  before. 

Presented  at  the  North  Central  Medical  Conference  Pro- 
gram, Bloomington,  Minnesota,  October  20,  1973. 

* Reprinted  from  proceedings,  North  Central  Conference, 
Bloomington,  Minnesota,  1973. 


Corporate  specter 

When  a university-affiliated  teaching  hospital 
becomes  more  interested  in  treating  individuals  as 
teaching  material  than  in  treating  them  as  pa- 
tients, when  research  is  given  higher  priority  than 
success  in  treating  individual  patients,  when  staff 
physicians  are  subjected  to  constant  pressure  to 
publish  journal  articles  and  obtain  research  grants, 
then  individualized  patient  care  yields  and  the 
corporate  specter — the  image  of  the  corporate 
giant  versus  that  of  the  individual  physician — be- 
comes a matter  of  deep  concern  for  practicing  phy- 
sicians. Teaching  and  research  have  their  proper 
place,  but  the  physician-patient  relationship 
should  be  dominant.  The  corporate  practice  of 
medicine,  or,  perhaps  more  correctly,  the  trend  of 
hospitals  to  engage  in  the  corporate  treatment  of 
patients  is  now  spreading  to  nonteaching  hospitals 
and  is  reported  with  increasing  frequency  in  hospi- 
tals operated  by  religious  organizations. 

If  the  medical  care  of  patients  is  to  remain  the 
primary  responsibility  of  physicians  and  not  of  im- 
personal corporations,  then  it  is  mandatory  that 
the  organized  medical  staff  of  a hospital  truly 
functions  as  the  name  implies  with  emphasis  on 
the  word  “organized.”  The  hospital  medical  staff 
is  and  should  be  more  than  a group  of  individual 
physicians  who  have  some  sort  of  relationship  to 
the  hospital  and  its  governing  board  by  virtue  of 
the  hospital  privileges  accorded  them  individually. 

The  individual  medical-staff  physician  has  an 
obligation  to  the  organized  medical  staff,  the  obli- 
gation to  participate  productively  and  responsibly. 
Similarly,  the  organized  medical  staff  has  a basic 
obligation  to  discipline  its  members  so  that  togeth-  n 
er  they  may  fulfill  through  self-government  and 
self-direction  the  medical  management  of  the  hos- 
pital. If  the  medical  staff  defaults  in  this  obliga- 
tion, the  governing  board  can  be  expected  to  react. 
When  laymen  alone  attempt  to  make  decisions 
which  should  only  be  made  on  the  recommenda-  l 
tion  of  physicians,  patient  care  can  be  expected  to 
suffer  and  the  concept  of  professionalism  to  dete-  ‘ 
riorate. 

Hospital  governance 

To  provide  for  the  best  interests  of  patients  and 
the  physicians  who  serve  patients,  the  governance 
of  the  hospital  should  function  as  a partnership 
between  the  governing  board  carrying  out  its  re-  j 
sponsibility  for  the  business  management,  the  op- 


106  New  York  State  Journal  of  Medicine/ January  1975 


i 


eration  and  administration,  on  the  one  hand  and 
the  organized  medical  staff  carrying  out  its  re- 
sponsibility for  the  medical  management  of  the 
hospital  on  the  other  hand. 

The  governing  board  of  the  hospital  is  entitled 
to  an  organized  medical  staff  that  governs  the 
medical  affairs  of  the  hospital  efficiently,  economi- 
cally, and  in  the  best  interests  of  the  patients,  the 
physicians,  and  the  institution.  The  medical  staff 
should  be  well  organized  and  exercise  its  self-gov- 
erning prerogatives  diligently  and  responsibly. 

The  governing  board  of  a hospital  is  a lay  board. 
It  is  a lay  board  even  though  some  of  its  members 
may  be  physicians.  Whether  the  governing  board 
of  the  hospital  is  composed  entirely  of  laymen  or 
includes  some  or  all  physicians,  neither  the  hospi- 
tal nor  the  governing  board  as  such  is  licensed  to 
practice  medicine.  Only  physicians  are  autho- 
rized legally  to  practice  medicine. 

This  brings  us  to  the  question  of  whether  or  not 
it  is  desirable,  important,  or  necessary  for  the  gov- 
erning board  of  a hospital  to  have  physicians  as 
members.  There  have  been  instances  of  governing 
boards  having  engaged  in  the  practice  of  making 
medical  decisions  reflecting  the  views  of  physician 
board  members. 

A physician  on  the  hospital  governing  board  is 
there  to  act  in  a management  capacity  and  not  to 
make  medical  decisions.  Some  medical  organiza- 
tions, including  the  A.M.A.,  have  advocated  hav- 
ing at  least  one  physician  on  the  hospital  govern- 
ing board.  This  can  work  well  if  the  purpose  is  to 
have  a conduit  for  communication  between  the 
governing  board  and  the  medical  staff.  It  can 
work  well  if  the  physicians  so  included  are  not  en- 
gaged in  making  decisions  that  should  emanate 
from  the  organized  staff  itself. 

The  physician  member  of  a hospital  governing 
board  who  does  not  serve  as  a conduit  of  commu- 
nication and  who  does  not  sit  as  a representative 
of  the  medical  staff  often  is  responsible  for  engen- 
dering disputes  between  the  governing  board  and 
the  medical  staff.  This  can  occur  if  the  governing 
board  relies  more  on  the  physician  member  for 
medical  input  than  on  the  organized  medical  staff. 
What  is  important  is  not  whether  a physician  is  on 
the  governing  board  but  whether  or  not  two-way 
communication  between  the  governing  board  and 
the  medical  staff  is  currently  and  intelligently 
maintained. 

Group  cooperation 

Ideally,  a hospital’s  primary  objective — that  of 
providing  high-quality  patient  care  services  for  the 
community — can  be  achieved  best  if  there  is  a 
; close  working  relationship  and  effective  coopera- 
. tion  between  the  two  groups  who  share  the  respon- 
: sibility  for  hospital  operation:  (1)  the  board  of  di- 
rectors or  trustees  responsible  for  the  business 
management,  housekeeping,  and  prudent  use  of 


the  institution’s  resources  to  attain  quality  patient 
care,  and  (2)  an  organized  staff  of  physicians  prac- 
ticing within  the  hospital  and  responsible  for  the 
methods  and  implementation  of  the  system  under 
which  the  resources  of  the  medical  community  are 
used  to  provide  the  best  attainable  quality  of  med- 
ical care  and  services. 

In  some  hospitals,  the  governing  board  appar- 
ently suffers  from  the  misconception  that  it  is  re- 
sponsible for  making  medical  decisions  and  for  ex- 
ercising medical  discretion  in  assuring  high-quali- 
ty patient  care. 

The  governing  board  is  a lay  instrumentality  of 
hospital  management.  The  board  is  responsible 
to  the  community,  to  charitable  donors,  and  to 
governmental  agencies  that  provide  funds,  but 
first  and  foremost  to  patients.  The  board  is  re- 
sponsible for  seeing  to  it  that  funds  are  spent  wise- 
ly to  bring  together  the  best  available  facilities  and 
services  that  budgetary  considerations  can  provide 
for  quality  patient  care. 

The  governing  board’s  responsibility  includes 
permitting  only  qualified,  competent  practitioners 
to  use  the  hospital  facilities.  With  respect  to  phy- 
sicians, a lay  board  frequently  can  make  negative 
judgments  as  to  ethical,  moral,  and  medical  com- 
petence to  practice.  For  example,  laymen  are  ca- 
pable of  determining  that  physicians  with  criminal 
records  or  those  excluded  from  other  hospitals  be- 
cause of  medical  malpractice  or  lack  of  reasonable 
cooperation  with  the  nursing  staff  and  the  hospital 
administrator  should  not  be  permitted  to  practice 
in  the  hospital.  With  respect  to  medical  evalua- 
tions, the  fact-finding  of  medical  competence  or 
incompetence  must  be  left  to  the  physician’s  peers 
who  have  observed  his  performance  and  evaluated 
his  ethical  and  professional  credentials. 

Professional  liability 

It  has  often  been  said  that  the  governing  board 
of  the  hospital  is  legally  and  morally  responsible 
for  the  quality  of  patient  care  within  the  institu- 
tion. Unfortunately,  these  words  have  been  mis- 
interpreted— sometimes  innocently  and  some- 
times deliberately — with  respect  to  physician’s 
services.  In  the  case  of  salaried  physicians,  re- 
sponsibility may  mean  that  the  hospital  is  liable 
for  damages  for  their  malpractice.  Even  with  sal- 
aried physicians,  however,  the  courts  are  divided 
as  to  whether  the  hospital  is  or  is  not  liable  for 
their  professional  services. 

In  some  of  the  states  where  hospitals  have  been 
held  legally  responsible  for  the  negligence  of  sala- 
ried physicians,  the  courts  have  treated  physicians 
serving  as  independent  contractors  when  provid- 
ing medical  services  in  the  hospital  as  if  they  were 
employees;  this  is  in  cases  where  the  hospital  fur- 
nishes the  services  of  the  physician  and  the  patient 
has  no  voice  in  his  selection.  Included  in  the  cate- 
gory of  physicians  who  are  independent  contrac- 
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tors  for  purposes  of  providing  professional  services 
in  the  hospital,  but  are  employees  for  purposes  of 
patient  liability,  are  anesthesiologists,  patholo- 
gists, radiologists,  and  physicians  serving  in  the 
emergency  department. 

There  is  not  1 single  reported  case  in  which  a 
hospital  has  been  held  legally  responsible  for  the 
malpractice  of  an  attending,  competent  physician 
engaged  in  independent  practice  and  selected  by 
the  patient. 

Some  hospital  consultants,  and  hospital  admin- 
istrators and  their  attorneys,  have  spread  an  erro- 
neous interpretation  of  the  Darling*  case  with 
such  frequency  that  there  seems  to  be  a generally 
held  opinion  that  the  misinterpretation  accurately 
reflects  the  law  of  the  land.  Nothing  could  be  fur- 
ther from  the  truth.  In  the  nine  years  since  the 
Darling  case  was  first  tried,  it  has  either  been  en- 
tirely rejected  by  other  courts  or  narrowly  con- 
strued. 

Darling  is  an  Illinois  case,  and  even  in  Illinois 
the  case  has  been  given  a narrow  construction. 
Some  of  those  hospital  administrators,  governing 
boards,  and  their  attorneys  who  cite  Darling  as  a 
precedent  would  have  physicians  believe  that  the 
hospital  is  jointly  responsible  for  any  act  of  mal- 
practice they  may  commit  in  the  delivery  of  medi- 
cal services  within  the  hospital.  With  this  as  a 
base,  they  say  that  if  the  hospital  is  responsible  for 
the  attending  physician’s  mistakes,  it  has  the  right 
to  supervise  and  direct  his  services.  This  is  not 
what  the  Darling  case  holds. 

Before  a hospital  can  be  held  liable  for  the  mis- 
takes or  negligence  of  an  independent,  attending 
physician,  there  must  be  some  showing  of  negli- 
gence on  the  part  of  the  hospital;  it  must  be 
proved  negligent  in  its  own  right.  Hospital  negli- 
gence can  be  found,  for  example,  if  a physician  of 
known  incompetence  is  permitted  to  continue 
practicing  in  the  hospital  or  is  granted  privileges. 

In  the  Darling  case,  the  facts  are  basically  sim- 
ple. The  services  of  the  physician  as  described  in 
the  case  clearly  show  negligence.  Although  the 
physician  involved  was  not  an  employee  of  the 
hospital  and  was  engaged  in  the  independent  prac- 
tice of  medicine,  nevertheless,  the  services  from 
which  the  negligence  arose  took  place  when  he  was 
on  emergency  call. 

Darling,  who  received  negligent  care  in  the  set- 
ting and  follow-up  treatment  of  a broken  leg,  did 
not  select  the  physician.  The  physician  was  on 
emergency  call  and  provided  by  the  hospital.  In- 
sofar as  the  medical  care  delivered,  a physician  se- 
lected and  provided  by  the  hospital  has  status  sim- 
ilar to  one  who  is  on  a salary  basis. 

In  essence,  the  court  held  the  hospital  responsi- 
ble for  the  physician’s  negligent  treatment,  first, 

* Darling  v.  Charleston  Community  Memorial  Hospital,  33 
111.  2d.  326,  21 1 N.E.  2d.  253  (Supreme  Court  of  Illinois,  Sept. 
29,  1965); /rehearing  denied  Nov.  18,  1965. 


because  his  services  were  provided  by  the  hospital, 
and  second,  because  the  facts  of  the  case  show  and 
the  court  found  that  the  nursing  care  was  negli- 
gent. The  nurses  failed  to  call  attention  to  what 
was  obviously  a gangrenous  condition  as  evidenced 
by  the  continuing  excruciating  pain  of  the  patient 
and  the  foul  and  putrid  odor  that  filled  the  room. 

The  reported  cases  in  the  various  states  fol- 
lowing the  Darling  case  either  have  rejected  4he 
case  as  a precedent  or  have  followed  it  as  prece- 
dent for  hospital  liability  for  employee  negligence. 

Staff  physicians 

The  developing  trend  on  the  part  of  some  hospi- 
tal governing  boards  to  attempt  to  exercise  direc- 
tion and  supervision  over  staff  physicians  in  reli- 
ance on  the  Darling  case  is  widespread  enough  to 
be  of  grave  concern.  In  some  of  these  hospitals, 
such  control  is  exercised  by  the  governing  board’s 
appointing  salaried  department  heads,  salaried 
chiefs  of  staff,  and  a medical-staff  executive  com- 
mittee of  salaried  physicians.  The  members  of 
the  attending  staff  then  become  subject  to  the  di- 
rection of  the  salaried  physicians.  Under  these 
circumstances,  the  medical  staff  is  not  self-govern- 
ing and  has  no  separate  existence  as  a deliberative 
medical  body. 

When  the  chain  of  command  and  control  stems 
from  a lay  governing  board,  there  are  influences 
that  conflict  with  the  physician’s  undivided  loyal- 
ty to  his  patient.  Salaried  physicians  in  a line  of 
command  to  the  governing  board  have  divided 
loyalties  between  the  interests  of  the  institution 
and  those  of  the  patient  which  ideally  should  not 
be  in  conflict. 

In  some  institutions,  the  situation  has  become 
sufficiently  grave  to  create  a line  of  authority  that 
goes  from  the  attending  staff  to  a salaried  medical 
hierarchy  which  in  turn  is  responsible  to  a hospital 
administrator,  often  styled  as  president  of  the  hos- 
pital and  frequently  not  only  the  chief  hospital  ex- 
ecutive but  the  dominant  voice  on  the  hospital 
governing  board.  In  institutions  in  which  the  hos- 
pital administrator  occupies  the  role  of  hospital 
president  and  chairman  of  the  hospital  governing 
board,  the  only  line  of  communication  between  the 
governing  board  and  the  medical  staff  is  through 
him.  This  is  lay  domination  at  its  zenith  and  z 
trend  that  should  be  aborted  as  early  as  possible. 

It  is  too  late  in  time  and  not  practical  to  turr 
back  the  clock  and  engage  in  a campaign  againsl 
the  salaried  employment  of  physicians  in  hospi- 
tals. Quality  care  requires  that  the  employment 
of  salaried  physicians  in  hospitals  should  bf 
subject  to  the  condition  that  the  salaried  physi 
cians  must  obtain  and  continue  their  hospital  priv 
ileges  in  the  same  manner  as  other  attending  phy 
sicians,  that  is,  on  the  recommendations  of  the  or 
ganized  medical  staff  following  evaluation  of  theii 
credentials.  In  the  absence  of  any  clear  showing 
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that  the  organized  medical  staff  has  abused  its 
functions,  its  recommendations  should  be  accept- 
ed by  the  governing  board. 

Physicians  function  best  when  they  are  self-gov- 
erning, when  they  accept  the  supervision  and  di- 
rection of  their  peers’  evaluations,  and  are  selected 
through  democratic  processes.  Attending  physi- 
cians who  are  salaried  and  depend  only  on  a lay 
governing  board  for  their  authority  do  not  normal- 
ly receive  the  respect  of  other  physicians.  Their 
positions  are  given  to  them  by  laymen  and  are  not 
earned  through  medical  achievement  and  recogni- 
tion. 

Unfortunately,  medical  democracy  can  only  be 
achieved  when  the  governing  board  is  enlightened 
and  follows  the  procedures  recommended  by  the 
Joint  Commission  on  Accreditation  of  Hospitals. 
The  courts  are  not  available  under  existing  laws 
and  judicial  precedents  to  guarantee  a medical 
staff  self-governance  and  self-determination  in 
medical  affairs.  No  court  has  held  a not-for-profit 
hospital  to  be  engaged  in  the  illegal  practice  of 
medicine,  although,  in  a few  jurisdictions,  such  as 
Iowa,  there  are  statutes  that  prohibit  the  corporate 
practice  of  medicine  by  hospitals. 

How  can  physicians  protect  their  professional 
rights  and  assure  self-governance  in  medical  mat- 
ters in  the  hospital  setting?  It  does  not  seem  like- 
ly that  any  court  would  rule  that  salaried  physi- 
cians within  the  hospital  must  be  cleared  by  the 
medical  staff  and  must  continue  to  serve  as  mem- 
bers of  the  medical  staff.  How  can  individual  at- 
tending physicians  protect  themselves  from  domi- 
nance by  full-time  salaried  chiefs  of  staffs?  How 
can  medical  staffs  assure  themselves  a direct  line 
of  communication  to  the  governing  board?  What 
weapons  are  available  to  a medical  staff  in  dealing 
with  a recalcitrant  or  misguided  governing  board? 

Attending  physician 

Although  physicians  engaged  in  the  indepen- 
dent practice  of  medicine  are  largely  entrepre- 
neurs with  respect  to  their  financial  arrangements 
with  patients,  nevertheless  such  physicians  have  a 
great  deal  in  common  with  salaried  physicians 
when  they  treat  patients  in  a hospital. 

It  is  abundantly  clear  that  the  hospital  privi- 
leges given  to  a particular  physician  should  be 
quite  explicit  with  respect  to  what  he  can  and  can- 
not do  in  the  treatment  of  patients  within  the  hos- 
pital. As  a practical  matter,  the  professional  man 
performing  services  for  a patient  in  a hospital  is 
governed  by  rules  that  differ  little  from  those  of  a 
salaried  physician  treating  patients,  for  example, 
in  a university-affiliated  hospital  where  all  physi- 
cians might  be  on  a salary  basis. 

The  attending  physician  is  given  to  understand 
what  he  can  and  cannot  do  in  the  treatment  of  pa- 
tients. There  are  rules  he  must  observe  as  to 
when  he  must  obtain  consultation.  To  a large  ex- 


tent he  must  follow  a medical  methodology  and 
order  tests  as  required  by  hospital  rules.  Like 
employees  in  an  employer-employee  relationship, 
his  work  is  or  should  be  under  the  constant  sur- 
veillance and  scrutiny  of  his  peers  in  the  frame- 
work of  the  organized  medical  staff. 

In  common  with  the  employee,  the  so-called  in- 
dependent, attending  physician  is  required  to  at- 
tend medical  staff  meetings;  he  is  assigned  com- 
mittee chores  and  may  be  assigned  involuntarily  to 
take  his  turn  on  call  in  the  emergency  department. 
As  is  required  by  those  who  have  an  employee  re- 
lationship with  the  hospital,  the  attending  physi- 
cian’s hospital  privileges  require  him  to  observe 
the  administrative  rules  and  procedures  of  the 
hospital  which  the  governing  board  or  the  hospital 
administrator  may  establish  for  the  orderly  opera- 
tion of  the  hospital. 

The  physician  who  loses  his  hospital  privileges 
for  cause  has  a great  deal  in  common  with  the  sala- 
ried physician  who  is  fired  for  cause.  It  is  a truism 
that  the  physician’s  hospital  privileges  make  him 
just  as  economically  dependent  on  the  hospital  as 
an  employee  is  on  his  employer. 

If  it  is  true  that  attending  and  salaried  physi- 
cians have  numerous  characteristics  common  to 
their  occupational  performances,  it  is  equally  true, 
even  though  some  physicians  may  prefer  not  to  en- 
gage in  such  comparisons,  that  the  hospital  and  its 
governing  board  have  a relationship  to  the  attend- 
ing physician  quite  comparable  in  nature  and  re- 
sponsibility to  the  governing  board’s  relationship 
to  employees  in  the  hospital. 

The  governing  board  is  obligated  to  be  selective 
in  granting  hospital  privileges  to  qualified  physi- 
cians. In  executing  this  function,  it  should  rely  on 
the  evaluation  of  professional  attainments  made 
by  the  organized  medical  staff.  Without  belabor- 
ing the  point,  it  is  quite  obvious  that  the  hospital, 
either  directly  through  the  administrative  pro- 
cesses of  the  governing  board  or  through  the  oper- 
ation of  the  organized  medical  staff  functioning  on 
behalf  of  the  hospital,  exercises  a great  deal  of  con- 
trol over  the  attending  physician,  control  that 
matches  the  control  employers  exercise  over 
employees. 

Furthermore,  just  as  there  is  close  economic  mu- 
tual dependence  between  employers  and 
employees,  there  is  perhaps  an  even  closer  mutual 
dependence  between  the  hospital  and  the  attend- 
ing physician  who  is  responsible  for  bringing  pa- 
tients to  the  hospital. 

Organized  medical  staff 

Identifying  the  common  characteristics  of  at- 
tending, independent  physicians  and  employees 
has  great  legal  significance.  Employees  have 
strong,  legally  protected,  economic  weapons  which 
they  are  entitled  to  use  in  “labor  disputes”  with 
their  employers  over  terms  and  conditions  of  their 
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employment.  The  Clayton  and  Norris-LaGuardia 
Acts  specifically  exempt  “labor  disputes”  from  the 
application  of  the  Sherman  Antitrust  Act. 

The  term  “labor  dispute”  is  not  limited  exclu- 
sively to  those  persons  who  are  wage  earners.  In 
the  case  in  which  the  A.M.A.  was  held  to  be  in  vio- 
lation of  the  Sherman  Antitrust  Act,  the  United 
States  Court  of  Appeals  by  way  of  an  aside  pointed 
out  that  there  were  circumstances  under  which 
physicians  who  were  entrepreneurs  could  qualify 
for  the  same  protection  afforded  wage  earners  en- 
gaged in  labor  disputes.  In  other  words,  where  the 
issue  involves  the  terms  and  conditions  under 
which  labor  is  expended,  whether  by  wage  earners 
or  independent  contractors,  the  exclusion  from  the 
antitrust  laws  should  be  applicable. 

In  general,  the  Federal  antitrust  laws  prohibit 
unreasonable  restraints  against  interstate  com- 
merce. Hospitals  have  been  held  to  be  engaged  in 
interstate  commerce  and  therefore  subject  to  the 
antitrust  laws  and  entitled  to  the  protection  of  the 
exceptions  to  those  laws. 

In  a dispute  between  a hospital  governing  board 
and  the  organized  medical  staff,  what  are  the  limi- 
tations on  what  the  medical  staff  can  do  to  enforce 
its  demands  concerning  the  terms  and  conditions 
under  which  attending  physicians  serve  patients  in 
the  hospital?  What  can  the  medical  staff  do  to 
protect  itself  against  a governing  board  that  wants 
to  make  physicians  the  servants  of  the  hospital 
rather  than  of  the  patient?  What  can  the  medical 
staff  do  to  protect  medical  professionalism  from 
conversion  to  the  institutionalized  practice  of  the 
healing  arts?  What  can  be  done  to  prevent  the 
hospital-patient  relationship  from  becoming  domi- 
nant over  the  physician-patient  relationship? 

The  antitrust  laws  prohibit  unreasonable  re- 
straints. Reasonable  restraints  are  not  prohib- 
ited. At  a minimum,  the  organized  medical  staff 
can  use  reasonable  measures  to  improve  the  terms 
and  conditions  under  which  its  members  exercise 
hospital  privileges  and  undertake  counter  mea- 
sures to  the  actions  of  the  governing  board.  “Rea- 
sonable” in  such  cases  would  be  determined  in 
light  of  the  action  taken  by  the  governing  board. 

Although  the  issue  has  not  been  litigated,  in 
particular  situations  it  appears  that  the  organized 
medical  staff  should  be  entitled  to  the  kind  of  eco- 
nomic and  other  weapons  that  trade  unions,  which 
are  exempt  from  the  antitrust  laws  when  engaged 
in  labor  disputes,  use  in  dealing  with  employers. 

Conclusion 

At  stake  in  all  of  this  is  the  physician’s  profes- 
sionalism— the  right  to  give  top  priority  to  the  in- 
dividual physician-patient  relationship.  Institu- 
tional objectives,  such  as  the  provision  of  patient 
care  that  meets  high  statistical  standards,  some- 
times is  achieved  only  at  the  expense  of  the  indi- 
vidual patient. 


There  is  an  important  role  for  the  medical  soci- 
ety in  all  of  this.  If  the  medical  staff  is  to  function 
as  a collective  unit  on  behalf  of  its  members,  it 
must  have  the  assistance  and  guidance  of  those 
who  are  professionals  in  the  process  of  arbitration, 
mediation,  and  collective  negotiation.  No  matter 
how  highly  trained  as  practitioners,  physicians  are 
novices  and  not  professionals  in  the  art  of  negotia- 
tion and  mediation. 

Hospitals  have  governing  boards  of  business- 
men, trained  administrators,  and  highly  qualified 
attorneys,  sometimes  even  professional  labor  law-  i 
yers,  who  guide  the  hospital’s  dealings  with  the 
medical  staff.  Often  this  professional  team  of  ad- 
ministrators and  lawyers  is  not  visible,  but  then 
guidance  is  always  present. 

In  physician-hospital  disputes,  the  medical  stafi 
must  have  a comparable  team  of  experts  if  medica' 
practice  is  not  to  be  institutionalized.  This  should 
be  the  role  of  organized  medicine,  with  the  count} 
medical  society  at  the  firing  line  providing  direc 
tion  and  guidance  to  equalize  the  bargaining  posi 
tion  of  the  medical  staff. 

Just  as  the  union  provides  a business  agent  anc 
legal  experts  to  represent  employees  in  difficuli 
dealings  with  their  employers,  the  same  kind  o 
help  should  emanate  from  county  and  state  medi 
cal  societies  with  A.M.A.  participation. 

It  is  no  longer  sinful  or  despicable  for  medica 
societies  to  be  called  physician  unions.  The  Na 
tional  Education  Association,  for  example,  an  old 
line  professional  association  of  teachers,  learne( 
this  the  hard  way  after  the  A.F.L.-C.I.O.  got  inb 
the  picture.  Now  the  National  Education  Associ 
ation  openly  and  aggressively  functions  as  a union 
If  organized  medicine  is  unwilling  or  unable  to  ac 
cept  the  challenge,  then  most  assuredly  the  physi 
cian-union  movement  will  flourish  and  fill  the  vac 
uum.  Unfortunately,  they  cannot  do  the  job  a 
well  as  organized  medicine. 

Physician-hospital  disputes  are  not  necessaril 
one-sided  affairs.  There  may  be  instances  wher 
there  are  legitimate  grievances  on  one  side  or  th 
other  or  mutual  grievances  of  a legitimate  natun 
A few  instances,  in  which  the  organized  medici 
staff  has  been  lax  in  instituting  recommended  rc 
forms  or  in  keeping  bylaws  current,  have  come  t 
the  attention  of  the  A.M.A.  The  result  has  bee 
that  harsh  consultants  were  called  in  by  the  hosp 
tal,  swinging  the  pendulum  too  far  in  the  opposit 
direction. 

A medical  society  that  has  objective,  qualifie 
professionals  to  help  it  can  render  the  best  servic 
by  objectively  pointing  out  where  and  how  remed 
al  measures  should  be  voluntarily  undertake] 
Responsible  unions  do  this  also  when  members  fa 
out  of  line  and  the  employer  calls  on  the  union  1 
help  correct  the  situation. 

Medical  societies  can  help  by  preparing  mater 
als  such  as  kits  of  educational  materials.  A do-i 
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yourself  handbook  is  insufficient,  however,  to  deal 
with  a governing  board  that  is  represented  by 
high-priced  lawyers  and  professionally  trained  ad- 
ministrators. 


National  health  manpower  goals 
to  be  aired  at  conference 

National  health  manpower  needs  and  the  role  of  the 
foreign  medical  graduate  in  meeting  them  was  discussed 
at  the  Second  National  Congress  on  Health  Manpower 
> here  October  31  to  November  2. 

Sponsored  by  the  American  Medical  Association’s 
Council  on  Health  Manpower,  the  Congress  was  seeking 
answers  to  broad  issues  in  the  field  of  health  manpower 
* in  the  United  States,  according  to  Francis  C.  Coleman, 
: M.D.,  Tampa,  Florida,  Council  chairman.  Congress 
r delegates  tried  to  reach  a consensus  on  what  the  nation’s 
i needs  are  and  how  well  they  can  be  achieved. 

One  of  the  primary  topics  was  an  attempt  to  deter- 
mine how  well  the  nation  had  reached  its  gross  physi- 
- cian  manpower  goal.  As  an  offshoot  of  the  same 
subject,  Congress  delegates  examined  the  geographic 
.,  and  specialty  distribution  of  physicians,  and  how  those 
factors  affected  the  national  supply  of  doctors. 

Foreign  medical  graduates,  those  physicians  who  have 
: been  educated  in  other  nations  but  who  now  practice  in 
the  United  States,  were  also  a major  area  of  study.  The 
i'i  Congress  tried  to  identify  what  changes,  if  any,  needed  to 
>rr  be  made  in  national  policy  concerning  foreign  medical 
al  graduate  entry  to  the  United  States,  and  whether  such 
changes  would  influence  U.S.  manpower  needs. 

There  was  also  a special  evening  program  the  first  day 
of  the  Congress  to  examine  the  subject  of  foreign  medi- 
: cal  graduates  from  a broader  perspective. 

•IT 
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The  Congress  also  considered  manpower  needs  on  the 
local  level,  focusing  its  attention  on  how  to  better  identi- 
fy manpower  shortages  in  the  community,  and  what 
kind  of  local  planning  could  be  initiated  to  solve  these 
problems. 

A total  of  300  health  specialists  participated  in  six 
working  groups  to  study  the  three  general  issues  of  na- 
tional manpower,  foreign  medical  graduates,  and  local 
planning.  In  addition,  Congress  members  heard  special 
presentations  on  licensure  and  certification,  expanding 
roles  for  nursing  and  continuing  competence  of  physi- 
cians. 

Among  the  speakers  and  resource  consultants  who 
participated  in  the  Congress  were  Angelo  P.  Angelides, 
M.D.,  Commission  on  Foreign  Medical  Graduates,  Ed- 
ward W.  Ciriacy,  M.D.,  University  of  Minnesota  Medi- 
cal School,  Henry  T.  Clark,  M.D.,  University  of  Con- 
necticut Health  Center,  Robert  C.  Derbyshire,  M.D., 
Federation  of  State  Medical  Boards  of  the  U.S.,  William 
C.  Felch,  M.D.,  American  Society  of  Internal  Medicine, 
John  S.  Freymann,  M.D.,  Educational  Council  for  For- 
eign Medical  Graduates,  Glenn  E.  Garrison,  M.D.,  Med- 
ical College  of  Georgia,  Eli  Ginzberg,  Ph.D.,  Columbia 
University,  Louis  V.  Goodman,  Ph.D.,  Yale  University 
School  of  Medicine,  Philip  W.  Held,  Ph.D.,  Mathemati- 
ca,  Inc.,  Hilliard  Jason,  M.D.,  Association  of  American 
Medical  Colleges,  Carl  M.  Stevens,  Ph.D.,  Reed  College, 
Vernon  E.  Wilson,  M.D.,  University  of  Missouri  School 
of  Medicine,  and  Alonzo  S.  Yerby,  M.D.,  M.P.H.,  Har- 
vard University  School  of  Public  Health. 
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NATURAL 

For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 
For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P.  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 
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BRIEF  SUMMARY 

(tor  full  prescribing  information,  see  package 

circular.) 

PREM VRIN- 

(Conjugated  Estrogens  Tjblcls,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad 
emy  of  Sciences  National  Research  Council 
and  or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
"Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  arc 
contraindicated  in  patients  with  (I)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
3 scars  postmenopausal;  (3)  known  or  suspected 
estrogen  dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (-1)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
its  of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
con t i nued  i m mediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  mctastascs.  I bis  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  inas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  si/e  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions  I his  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
@ selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P.) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Patient’s  Bedside 

Importance  of  lingering  awhile  longer 

DAVID  S.  DAVID,  M.D. 

New  York  City 

The  Rogosin  Kidney  Disease  Center,  The  New  York 
Hospital-Cornell  Medical  Center 


In  the  busy  practice  of  hospital  medicine  two 
of  the  hardest  things  to  teach  house  staff  and  at- 
tending staff  alike  is  when  to  run  and  when  to 
walk  to  the  patient’s  bedside,  and  once  there  how 
long  to  stay.  Many  books  have  been  written  on 
what  constitutes  a medical  emergency,  and  I think 
every  physician  should  familiarize  himself  with  the 
diagnosis  and  treatment  of  these  conditions  early 
in  his  internship  year.  In  fact,  as  many  hospitals 
already  do,  a course  should  be  given  to  all  new 
house  staff  physicians  during  their  orientation  pe- 
riod on  the  diagnosis  and  treatment  of  medical 
emergencies.  But  what  is  important  to  point  out, 
as  ridiculous  as  it  may  seem,  is  that  a medical 
emergency  is  no  less  an  emergency  at  3:00  A.M. 
than  at  10:00  A.M.,  which  is  something  an  over- 
worked house  officer  or  an  attending  may  forget. 

To  my  knowledge,  there  are  no  books  or  articles 
describing  how  long  to  stay  at  the  patient’s  bed- 
side. Obviously,  this  is  a very  difficult  subject  to 
write  about  since  it  depends  on  the  patient’s  ill- 
ness, the  ability  of  the  physician  to  recognize  the 
condition  and  institute  therapy,  the  results  of 
therapy,  the  nursing  care  on  the  floor,  and  the 
availability  and  ability  of  the  house  officers  to  fol- 
low up  on  the  patient.  But  the  general  trend,  I 
find,  is  to  spend  less  time  at  the  patient’s  bedside 
and  leave  more  and  more  of  the  patient’s  care  with 
the  nurses  and  house  staff.  This  is  especially  true 
with  regard  to  very  sick  patients  because  of  ready 
access  to  intensive  care  units.  But  from  my  own 
experience  in  managing  many  severely  ill  patients 
both  in  and  out  of  the  intensive  care  unit  I would 
like  to  make  a case  for  spending  more  time  at  the 
patient’s  bedside. 

Therapeutic  benefits 

The  key  question  is:  What  is  the  therapeutic 

value  of  an  extra  fifteen  minutes  or  an  hour  stand- 
ing at  the  patient’s  bedside?  The  first  and  one  of 


the  most  important  therapeutic  benefits  is  the 
calming  effect  on  the  patient.  It  is  true  we  havt 
available  some  very  potent  drugs  for  doing  this 
But  to  my  surprise  and  joy  I find  that  patients  stil 
feel  a great  deal  of  comfort  and  reassurance  ir 
having  their  physician  at  their  bedside  chatting 
with  them,  explaining  what  is  being  done  and  why 
and  reassuring  them.  The  results  of  this  therapy 
can  truly  be  amazing  and  involves  no  side-effect 
such  as  hypotension  and  respiratory  depressioi 
that  may  occur  with  drugs.  This  calming  effec 
will  also  usually  last  longer  than  will  that  of  man; 
drugs  that  are  in  use  for  the  same  purpose.  Th 
extra  time  spent  has  a similar  effect  on  the  famil 
in  the  waiting  room  since  they  are  aware  of  th 
time  the  physician  spends  with  the  patient. 

The  time  spent  and  the  concern  shown  for  th 
patient  also  reinforce  the  concern  of  the  physicia 
that  the  patient  get  better.  Any  physician  wh 
has  dealt  with  a sufficient  volume  of  critically  i 
patients  knows  that  there  is  an  important  psyche 
logical  factor,  that  cannot  be  measured  in  dete: 
mining  the  outcome  of  therapy;  this  factor  is  th 
patient’s  own  desire  to  live.  In  patients  who  ha\ 
been  chronically  ill  for  months  or  years,  such  i 
hemodialysis  patients,  the  tendency  of  the  patiei 
and  sometimes  of  the  physician  is  to  give  up.  T1 
reassurance  and  the  offer  of  hope  that  the  phys 
cian  can  communicate  to  the  patient  can  in  son 
cases  make  a great  difference  in  the  outcome, 
therapy. 

The  time  spent  at  the  patient’s  bedside  al 
helps  underscore  the  physician’s  concern  for  ti 
patient  to  the  nurses  and  house  officers  takiiii 
care  of  the  patient.  In  my  experience,  this  dei 
onstration  of  concern  and  devotion  by  the  phy; 
cian  usually  begets  closer  supervision  of  the  p 
tient  by  both  the  nurses  and  house  officers,  ai 
thus  better  care  for  the  patient.  While  at  the  be 
side,  the  physician  can  spend  some  of  the  time  e 
plaining  the  rationale,  goals,  and  guidelines  of  1 1 
therapy  to  the  rest  of  the  staff.  This  serves  t'> 
important  purposes:  first  by  verbalizing  Is 

thinking  processes  he  helps  clarify  them  in  his  o'  i 
mind,  and  by  discussing  it  with  the  rest  of  the  st  f 
he  may  get  some  valid  criticism  and  suggestio  . 
Second,  the  physician  in  explaining  the  aims  a 1 
guidelines  of  the  therapy  for  the  patient  to  the  r<  t 
of  the  staff  makes  the  orders  he  has  written  w i 
regard  to  the  patient’s  care  more  meaningful  to  1e 
people  asked  to  deliver  that  care.  I find  that  t s 
kind  of  informed  care  leads  to  much  better  nurs  g 
and  house-staff  coverage  of  the  patient. 

Another  benefit  of  spending  the  extra  time  t 
the  critically  ill  patient’s  bedside  is  to  organize  ed 
correlate  all  the  data,  procedures,  and  consul - 
tions  involved  in  the  patient’s  care.  By  be  g 
there  the  physician  can  turn  the  wheels  for  the  i- 
tient’s  care  at  a faster  rate.  I call  this  the  “b 
ging”  process.  By  “bugging”  the  ward  clerk  o 


114  New  York  State  Journal  of  Medicine/ January  1975 


“bug”  the  chemistry  laboratory  for  the  patient’s 
serum  electrolytes,  or  the  blood  bank  for  the 
blood,  the  desired  results  are  achieved  much  fast- 
er. You  cannot  transmit  the  sense  of  urgency  to 
the  staff  by  phone  or  by  written  orders  alone.  The 
physician  must  be  there.  The  nurses  will  draw  up 
the  intravenous  medication  much  faster  when  they 
see  the  attending  physician  waiting  at  the  bedside 
to  give  the  medication  than  if  the  order  is  written 
and  they  are  told  to  page  the  house  officer  to  give 
the  medication.  Even  consulting  physicians  will 
arrive  at  the  patient’s  bedside  faster  knowing  that 
the  attending  physician  is  waiting.  The  consulta- 
tion is  also  more  informative  when  it  is  discussed 
person-to-person  at  the  patient’s  bedside  than  by 
exchange  of  notes  in  the  chart  or  by  phone  conver- 
sation. 

Another  important  benefit  derived  from  staying 
at  the  patient’s  bedside  is  observation  of  the  pa- 
tient and  his  response  to  therapy.  By  being  pres- 
ent and  observing  the  patient’s  response  to  thera- 
py the  physician  will  know  in  a much  shorter  peri- 
od of  time  whether  or  not  the  therapy  is  working, 
and  need  not  leave  the  nurse  alone  to  make  the  ob- 
servations and  page  him  with  the  results.  Fur- 
thermore, assuming  the  physician’s  experience,  he 
is  able  to  make  critical  observations  of  the  pa- 
tient’s status  that  cannot  be  measured  by  vital 
signs  alone. 

Last,  and  most  important,  by  staying  at  the  pa- 
tient’s bedside  the  physician  is  forced  to  face  and 
think  about  the  problems  of  his  patient.  Once  he 
leaves  the  bedside,  with  all  the  distractions  of  a 
busy  schedule,  the  physician  will  have  less  time  to 
think  about  the  patient.  It  never  ceases  to  amaze 
me  how  many  important  bits  of  information  one 
can  pick  up  about  a patient  and  his  management 
from  nurses,  medical  students,  house  staff,  and 
consultants  as  they  come  in  to  see  the  patient. 

When  to  stay 

Now  that  I have  discussed  the  therapeutic  bene- 
fits of  spending  time  at  the  patient’s  bedside,  the 
question  remains  as  to  when  and  with  what  pa- 
tient this  should  be  done.  The  answer  to  this 
question  is  hard  because  it  comes  only  with  experi- 
ence in  dealing  with  very  ill  patients.  But  certain- 
ly this  extra  time  should  be  spent  with  any  criti- 
cally ill  patient  who  is  not  responding  well  to  ther- 
apy. I do  not  think  any  physician  should  walk 
away  from  the  bedside  of  a patient  in  shock  or  a 
patient  with  pulmonary  edema  until  he  sees  some 
response  to  therapy.  If  he  has  to  walk  away,  he 
must  be  sure  that  another  physician,  who  has  been 
well  informed  about  the  case,  can  take  his  place  at 
the  bedside. 

I would  like  to  give  two  examples  of  the  thera- 
peutic benefits  one  can  achieve  by  staying  at  the 
patient’s  bedside.  The  first  case  was  that  of  a 
sixty-year-old  man  on  chronic  hemodialysis  who 


was  in  the  convalescent  phase  of  Klebsiella  pneu- 
moniae. After  his  dialysis  he  came  back  to  the 
ward  and  the  nurse  called  me  to  see  him  because 
“he  didn’t  look  good”  and  had  a respiratory  rate  of 
35  per  minute.  When  I went  to  see  him  he  had  no 
specific  complaints  except  that  he  was  not  feeling 
well.  His  blood  pressure  and  pulse  were  stable, 
and  he  was  afebrile.  Examination  of  the  heart 
was  unremarkable,  and  his  lung  findings  were  un- 
changed. I reassured  him  and  started  some  small 
talk  with  him  about  his  family.  I noticed  that 
after  ten  minutes  his  respiratory  rate  had  dropped 
to  25  per  minute.  I left  his  room  forty-five  min- 
utes later  having  chatted  with  him  casually.  His 
respiratory  rate  when  I left  was  18  per  minute,  and 
he  said  something  to  me  that  was  very  significant. 
He  said  “Thank  you  for  taking  the  time  to  talk  to 
me,  I feel  much  better.” 

This  reminded  me  of  something  that  the  late 
Prof.  David  Seegal  told  us  in  medical  school,  “The 
patient  should  feel  better  for  your  visit,  else  why 
the  visit.” 

The  other  case  was  that  of  a sixteen-year-old 
girl  who  within  three  weeks  following  an  unsuc- 
cessful kidney  transplant  had  massive  upper  gas- 
trointestinal bleeding.  At  the  time  of  her  bleeding 
she  was  on  the  hemodialysis  machine,  her  hemato- 
crit having  dropped  from  23  to  12  over  a twelve- 
hour  period.  I was  called  to  see  her  because  her 
systolic  blood  pressure  was  60  mm.  Hg,  her  pulse 
was  150  per  minute,  her  respiratory  rate  was  45 
per  minute,  and  she  was  extremely  agitated  and 
complaining  of  diffuse  abdominal  pains.  While 
awaiting  blood,  plasma  protein  fraction  (Plasma- 
tein)  was  infused  into  her  as  rapidly  as  possible. 
On  examination  her  lungs  were  clear  and  she  had 
good  bowel  sounds  in  the  abdomen,  with  voluntary 
guarding.  I spoke  to  her  calming  her  down,  asking 
her  to  breathe  slowly,  explaining  to  her  what  was 
happening  and  that  she  would  feel  better  after  re- 
ceiving blood.  After  about  ten  minutes  of  this 
therapy,  although  her  blood  pressure  had  only 
come  up  to  70  mm.  Hg  systolic,  her  pulse  rate  had 
dropped  to  125  per  minute,  her  respiratory  rate 
was  28  per  minute  she  was  much  more  relaxed,  and 
her  abdominal  pains  had  improved.  She  spent  the 
next  two  days  in  the  intensive  care  unit;  I spent 
about  three  hours  each  day  at  her  bedside  orga- 
nizing her  care  and  consulting  with  the  gastroen- 
terologist, the  hematologist,  and  the  surgeons  in- 
volved with  her  care. 

Because  of  the  high  surgical  risk,  with  her 
uremia  it  was  decided  to  try  a selective  vasopressin 
(Pitressin)  drip.  In  the  meantime  peritoneal 
dialysis  was  started.  To  my  enormous  pleasure 
I found  that  even  some  of  the  usually  non- 
enthusiastic  house-staff  officers  volunteered  to 
stay  with  her  to  help  me.  When  the  vasopressin 
drip  failed  to  stop  the  bleeding,  she  was  taken  to 
surgery  where  a duodenal  ulcer  was  found  and  pli- 
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cated,  and  pyloroplasty  and  vagotomy  were  per- 
formed. Postoperatively  she  has  done  very  well. 

The  mortality  rate  in  severe  upper  gastrointesti- 
nal bleeding  in  the  postoperative  transplant  period 
is  extremely  high,  probably  close  to  90  per  cent. 
This  patient  received  excellent,  well-coordinated, 


medical  and  surgical  care.  It  would  be  very  diffi- 
cult for  anyone  to  convince  me  that  the  hours 
spent  at  her  bedside  were  unnecessary,  that  the 
end  results  would  have  been  the  same. 

1300  York  Avenue 
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Clinical  clues 

— When  a systolic  murmur  develops  after  myocardial  infarction  in  the  region  of  the  apex,  four  conditions  must  be 
considered:  (1)  rupture  of  a papillary  muscle,  (2)  papillary  muscle  dysfunction,  (3)  rupture  of  the  interventricular 
septum,  and  (4)  left  ventricular  dilatation. 

— Rupture  of  the  papillary  muscles  complicates  acute  myocardial  infarction  in  about  1 per  cent  of  the  cases.  This 
condition  may  be  diagnosed  by  the  sudden  appearance  of  a loud,  rough,  holosystolic  murmur  which  is  heard  over  the 
entire  precordium  but  is  loudest  at  the  apex  and  is  transmitted  toward  the  axilla.  An  associated  thrill  is  not  com- 
mon, a point  distinguishing  this  condition  from  rupture  of  the  interventricular  septum.  There  is  a dramatic  turr 
with  development  of  acute  pulmonary  edema  and  intractable  heart  failure. 

— One  third  of  the  patients  with  rupture  of  a papillary  muscle  die  almost  immediately;  more  than  50  per  cent  die  ' 
within  the  first  twenty-four  hours,  and  fewer  than  20  per  cent  survive  the  second  week.  Long  survival  is  rare. 

— In  most  cases,  rupture  of  the  papillary  muscle  takes  place  about  one  week  after  the  acute  infarction,  which  is  mosi  i 
commonly  of  the  posterior  or  inferior  variety  rather  than  anterior. 

— Rupture  of  the  interventricular  septum  accounts  for  death  in  about  1 to  2 per  cent  of  patients  with  acute  myocar 
dial  infarction.  This  catastrophe  usually  occurs  within  four  to  eleven  days  after  the  infarction  before  organizatior 
occurs. 

— The  murmur  which  ensues  after  rupture  of  the  interventricular  septum  is  usually  located  in  the  fourth  interspace 
to  the  left  of  the  sternal  border,  more  medially  than  that  of  rupture  of  a papillary  muscle,  rarely  radiates  to  the  apex 
and  is  usually  accompanied  by  a thrill.  Fifty  per  cent  of  the  patients  die  in  the  first  week  with  only  13  per  cent  sur 
viving  two  months.  The  course  is  that  of  severe  intractable  congestive  heart  failure,  with  right  ventricular  failure  anc 
tricuspid  insufficiency.  In  about  75  per  cent  of  cases  of  rupture  of  the  interventricular  septum  the  myocardial  infarc 
tion  is  of  the  anterior  variety. 

— Pericarditis  is  reported  to  occur  in  about  20  per  cent  of  patients  with  myocardial  infarction.  The  rub  usually  ap 
pears  on  the  second  or  third  day,  persists  briefly,  and  recurs  intermittently.  It  is  usually  heard  best  just  inside  tb 
apical  impulse  or  along  the  left  border  of  the  sternum,  but  may  be  audible  over  any  part  of  the  precordium. 

— Papillary  muscle  dysfunction  is  characterized  by  the  appearance  of  a middle  or  late  systolic  apical  murmur  in  tb 
course  of  acute  myocardial  infarction.  This  complication  may  occur  in  20  to  50  per  cent  of  the  patients  with  acute  in 
farction. 

— Papillary  muscle  dysfunction  must  now  be  considered  as  a major  cause  of  apical  systolic  murmurs  in  middle-age< 
and  older  patients  with  coronary  artery  disease. 

— The  appearance  of  a murmur  during  an  episode  of  angina  pectoris  may  be  a useful  clue  to  substantiate  that  diagnc 
sis;  the  murmur  is  due  to  papillary  muscle  dysfunction  resulting  from  ischemia  of  the  papillary  muscle  with  inabilit 
to  contract  properly. 

— The  murmur  associated  with  acute  ventricular  dilatation  is  due  to  papillary  muscle  dysfunction  rather  than  to  dila 
tation  of  the  mitral  ring:  the  mitral  annulus  consists  of  tough,  fibrotic  material,  does  not  dilate  but  contracts  in  sys 
tole,  and  the  mitral  orifice  is  easily  covered  by  the  diameter  of  the  mitral  valves. 

— Characteristically,  the  murmur  of  papillary  muscle  dysfunction  is  mid-  or  late  systolic  in  timing  and  radiates  to  th 
axilla.  It  frequently  is  of  a crescendo,  descrescendo,  midsystolic  character,  with  a delayed  onset  after  the  first  hea 
sound.  In  rupture  of  the  papillary  muscle  the  murmur  is  usually  holosystolic.  A thrill  is  not  common  in  either  ir 
stance. 

— Although  myocardial  infarction  is  usually  antecedent  to  the  development  of  papillary  muscle  dysfunction,  man 
patients  give  no  history  of  prior  infarction  and  may  show  no  electrocardiographic  evidence  of  an  infarction. 

— Rupture  of  the  chordae  tendineae  may  produce  a murmur  and  clinical  picture  that  is  identical  to  a rupture  of  a pd 
pillary  muscle.  This  condition,  however,  is  rarely  due  to  coronary  artery  disease  but  occurs  more  frequently  an 
spontaneously  as  a sequela  of  bacterial  endocarditis,  rheumatic  carditis,  or  blunt  thoracic  trauma. 

— Rupture  of  the  papillary  muscle  or  chordae  tendineae  to  the  posterior  medial  mitral  valve  leaflet  may  produce  a r< 
gurgitant  jet  into  the  left  atrium  which  radiates  to  the  aortic  region  and  even  to  the  neck  and  will  mimic  aortic  stem 
sis. 

— An  atrial  gallop  sound  may  be  present  in  cases  of  rupture  of  the  papillary  muscles;  this  is  generally  absent  in  cas< 
of  acute  perforation  of  the  ventricular  septum  or  mitral  insufficiency  due  to  rheumatic  heart  disease. 

Patients  with  mitral  insufficiency  due  to  rheumatic  heart  disease  generally  have  a large  left  atrium  and  atrial  fibri 
lation.  These  two  features  are  absent  in  papillary  muscle  disease. 

NATHANIEL  SHAFER,  M I 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospita 
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In  his  book  The  Falling  Sickness  Temkin1  points 
out  that  in  the  struggle  between  the  magic  and  sci- 
entific conception  of  disease,  epilepsy  held  one  of 
the  key  positions,  since  it  showed  both  physical 
and  psychic  symptoms.  The  scientific  viewpoint 
seems  now  finally  victorious,  but  what  is  presented 
here  is  an  earlier  stage  in  this  struggle,  when  an  at- 
tempt to  establish  scientific  explanations  failed  to 
be  victorious. 

Origin  of  scientific  lore 

As  is  well  known,  the  first  men  deserving  the 
name  of  scientists,  the  pre-Socratic  philosophers, 
came  not  from  the  mainland  of  Greece  but  from 
the  Greek  cities  on  the  coast  of  Asia  Minor.  The 
reason  for  this  is  not  clear.  Thirty  years  ago, 
when  it  was  fashionable  to  explain  everything  in 
Marxist  terms,  it  was  usual  to  explain  the  preemi- 
nence of  the  Greeks  of  Asia  Minor  over  their  fel- 
lows on  the  mainland  on  an  economic  basis.  Only 
there,  so  ran  the  argument,  were  the  Greeks  en- 
abled to  become  rich  enough  to  support  a leisure 
class,  a leisure  class  that  could  indulge  itself  in  sci- 
entific speculation.  A second  explanation  of  the 
leadership  of  the  Ionian  philosophers  might  also 
be  mentioned,  that  is,  that  they  were  physically 
closer  to  the  older  civilizations  of  the  Middle  East, 
and  were  therefore  more  exposed  to  influences 

Presented  at  the  167th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
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such  as  that  of  Babylonian  astronomy.  It  is  cer- 
tainly true  that  the  Ionians  had  such  close  con- 
tacts and  were  open  to  such  influences.  The  best 
example  of  this  is  the  treaty  port  which  the  Ioni- 
ans were  allowed  to  set  up  in  Egypt  at  Naucratis 
where  the  Greeks  were  allotted  a specific  area  of 
the  town;  they  further  subdivided  themselves  ac- 
cording to  their  city  of  origin.  However,  I do  not 
believe  that  the  Ionians  of  the  Asia  Minor  coast 
were  more  receptive  to  the  influences  of  the  older 
civilizations  of  the  Middle  East  than  were  their 
fellows  on  the  mainland.  The  distances  involved 
are  not  that  significant,  and  many  of  the  ideas 
picked  up  by  the  Greeks  from  the  Middle  East  are 
traditionally  said  to  have  been  developed  in  main- 
land Greece,  the  most  notable  example  being  the 
adaptation  of  the  North  Semitic  alphabet,  which  is 
traditionally  stated  to  have  taken  place  at  Thebes. 
More  recently  it  has  been  suggested  that  the  very 
act  of  leaving  the  mainland,  and  forming  autono- 
mous colonies,  had  a liberating  effect  on  the  Ioni- 
an Greek  and  set  the  stage  for  scientific  specula- 
tions.2 

But,  whatever  the  reasons,  the  first  attempts  to 
explain  the  world  in  scientific  terms  arose  in  the 
Greek  cities  of  the  Asia  Minor  coast  and  the  adja- 
cent Greek  islands.  Originally  the  most  important 
attempts  were  in  the  field  of  physics,  in  particular 
cosmogony.  The  origin  of  the  universe  was  to  be 
explained  rationally,  and  not  by  religion,  as  had 
been  the  case  in  the  Middle  East  and  in  the  poetry 
of  Hesiod.  But  the  pre-Socratic  philosophers  de- 
veloped their  scientific  interests  beyond  physics 
into  other  areas:  Xenophanes  examined  fossils, 

and  Anaximander  even  approached  a theory  of  ev- 
olution; from  the  long  nursing  period  and  depen- 
dence of  the  human  infant,  and  the  importance  of 
moisture  to  human  beings,  he  deduced  that  the 
human  race  must  have  evolved  from  some  other 
species,  probably  fishy.  This  seems  a remarkable 
prescience  of  Darwin  and  of  Claude  Bernard’s  ex- 
planation of  the  salt  content  of  our  blood. 

Although  highly  speculative,  rather  than  addict- 
ed to  experiment,  the  Ionian  philosophers  had 
thus  established  a tradition  of  seeking  for  non- 
theological  explanations  of  natural  phenomena. 

It  is  the  glory  of  Hippocrates  and  his  school  on 
the  neighboring  island  of  Kos  that  they  picked  up 
this  scientific  attitude  and  attempted  to  apply  it  to 
the  field  of  medicine.  Any  doubts  about  their 
debt  to  the  pre-Socratic  philosophers  can  be  re- 
solved by  a simple  linguistic  observation.  Kos  was 
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a Dorian  island,  but  the  Hippocratic  school  wrote 
not  in  their  native  Dorian  dialect,  but  in  Ionic 
Greek,  which  had  been  established  by  the  pre-So- 
cratics  farther  north  as  the  language  of  science.3 

Hippocratic  school 

At  this  point,  it  is  appropriate  to  say  something 
about  Hippocrates  himself  and  the  writing  of  the 
Hippocratic  corpus.  We  know  that  he  was  a real 
person;  he  is  referred  to  twice  by  Plato  in  the 
fourth  century,  and  with  respect,  as  “the  best  of 
the  sons  of  Asklepios.”  Although  the  school  was 
based  on  Kos,  he  probably  traveled  to  Thasos  and 
Thessaly.  The  works  surviving  under  his  name 
are  of  different  dates  and  authorship  and  show 
several  different  approaches  to  the  philosophy  of 
medicine.  But  this  doubt  of  authorship,  this  het- 
erogeneity of  approach,  is  not  important  for  this 
thesis.  What  is  important  is  that  imbedded  in  the 
Hippocratic  corpus  are  writings  of  the  fifth  centu- 
ry B.C.  which  have  a definitely  empirical  and  sci- 
entific approach  to  the  study  of  medicine  and  thus 
carry  forward  into  medicine  the  approach  of  the 
Ionian  philosophers. 

This  scientific  approach  may  be  first  shown 
from  its  negative  side,  in  the  Hippocratic  physi- 
cian’s attack  on  magicians  and  charlatans  and 
their  quack  cures;  it  should  be  noted  that  this  is 
not  an  anticlerical  attack  on  a priesthood,  since  it 
was  characteristic  of  classical  Greek  religion  that 
there  was  no  professional  priesthood.  The  charla- 
tans and  magicians  are  most  famously  attacked  in 
the  monography  On  the  Sacred  Disease,  that  is, 
epilepsy.  In  the  ancient  world  the  epileptic  was 
viewed  as  suffering  not  from  a disease  but  as  being 
a victim  of  diabolic  possession.  Hippocrates  will 
have  none  of  this  since  epilepsy  is  no  more  sacred 
to  him  than  is  any  other  disease.  But  he  goes  fur- 
ther; he  correctly  locates  the  seat  of  the  disorder  in 
the  brain,  at  a time  when  the  mind  of  man  was 
conventionally  located  in  the  heart,  midriff,  bow- 
els, or  other  organs.  One  must  quote  Hippocrates 
at  length  on  this  point. 

The  fact  is  that  the  cause  of  this  affection,  as  of 
more  serious  diseases  as  a whole,  is  the  brain  .... 
Men  ought  to  know  that  from  the  brain  only  arise  our 
pleasures,  joys,  laughter  and  jests,  as  well  as  our  sor- 
rows, pains,  griefs,  and  tears.  Through  it  ...  we 
think,  see,  hear  and  distinguish  the  ugly  from  the 
beautiful,  the  bad  from  the  good,  the  pleasant  from 
the  unpleasant.  It  is  the  brain  which  makes  us  mad 
or  delirious,  inspires  us  with  dread  and  fear,  whether 
by  night  or  day,  brings  sleeplessness  and  anxieties.'1 

This  passage  is  worth  quoting,  not  merely  as  il- 
lustrative of  an  attack  on  charlatanism,  not  merely 
for  the  accuracy  of  its  statements,  but  more  espe- 
cially for  the  illustration  it  gives  of  the  empirical 
spirit  of  the  Hippocratic  school.  Many  examples 
can  be  given  of  the  acute  clinical  observations  to 


which  this  spirit  gave  rise.  Two  neurologic  exam- 
ples drew  my  personal  attention:  (1)  there  is  an 

accurate  account  of  the  natural  history  of  febrile 
convulsions  in  childhood  and  (2)  Hippocrates  was 
aware  that  paralysis  occurs  on  the  side  of  the  body 
opposite  the  side  of  the  cerebral  lesion.  Unfortu- 
nately, he  failed  to  make  the  observation  that 
aphasia  is  connected  with  left  hemispheric  lesions, 
a simple  observation  which  had  to  wait  a further 
thirteen  hundred  years.  Credit  for  introducing 
the  revolutionary  concept  that  the  brain  was  the 
seat  of  the  mind  is  usually  given  to  Alcmeon  of  Co- 
rinth, and  it  is  thought  that  he  based  his  belief  on 
dissection  of  the  sensory  cranial  nerves  and  found 
that  their  input  was  to  the  brain.5 

Collapse  of  scientific  spirit 

Thus  we  see  that  under  the  influence  of  the  Io- 
nian philosopher-physicists,  an  empirical  school 
of  medicine  grew  up  on  Kos,  with  an  aggressive  de- 
termination to  substitute  rationalism  for  supersti- 
tion, and  that  their  view  of  epilepsy  was  cardinal 
to  their  philosophy.  Unfortunately,  the  promise 
of  this  approach  was  not  fulfilled  over  succeeding 
centuries. 

To  find  out  why  this  happened,  it  is  important 
first  to  look  at  the  fate  of  the  Ionian  philosopher- 
physicists  themselves.  Although  called  philoso- 
phers, they  were  principally  interested  in  natural 
science,  and  seemed  to  give  promise  that  a scien- 
tific outlook  of  modern  type  might  arise  in  classi- 
cal Greece;  this  promise  was  not  fulfilled.  Instead, 
in  the  fourth  century,  philosophy  came  to  be 
equated  with  metaphysical  speculation,  indiffer- 
ent or  actively  hostile  to  empiricism.  The  archi- 
tect of  this  victory  of  metaphysics  over  physics  has 
been  thought  to  be  the  all-influential  Plato,  al- 
though the  greatness  and  complexity  of  his 
thought  was  such  that  other  trends  of  thought  can 
be  unravelled  from  his  works.  It  is  my  belief  that 
the  victory  of  metaphysics  over  physics  in  the 
fourth  century  B.C.  also  had  a lethal  effect  on  the 
Hippocratic  tradition,  and  that  with  the  victory  ol 
Platonic  antiempiricism,  the  cause  of  natura 
science  was  set  back  and  had  to  await  the  Renais 
sance  before  the  earlier  promise  of  the  Ionian*  j 
could  be  fulfilled.  It  is  interesting  and  importam  j 
to  try  to  explain  this  failure  of  empirical  promise. 

Once  again,  thirty  years  ago,  when  Marxist  ex 
planations  were  readily  accepted,  everything 
looked  easy.  The  existence  of  slavery  in  ancien 
society,  it  was  said,  removed  the  incentive  to  scien 
title  discovery,  the  incentive  to  find  productivt 
machines.  This  argument  is  not  thought  to  be  S( 
sound  today,  since  it  exaggerates  the  importanci 
in  numbers  and  contribution,  and  distorts  the  so 
cial  function,  of  slaves  in  classical  Greece.5  Thi 
explanation  might  have  a partial  validity — the  ex 
istence  of  slaves  might  tend  to  reinforce  aristocrat 
ic  prejudices  against  manual  labor — and  manua 
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labor  is  necessary  to  perform  scientific  experi- 
ment. There  was,  indeed,  little  actual  experimen- 
tation in  Greek  science.  Hippocrates  reports  on 
the  brain  of  an  animal  that  had  died  in  an  epilep- 
tic fit,  but  he  appears  to  have  performed  little  dis- 
section otherwise.  Neither  physicist  nor  physician 
developed  the  idea  of  repeated  controlled  experi- 
ment. Sambursky7  has  pointed  out  as  significant 
the  fact  that  Greek  science  continued  to  make 
magnificent  progress  in  two  areas:  mathematics, 

where  experiment  is  not  required  for  proof,  and  as- 
tronomy, where  the  recurrent  patterns  of  move- 
ment of  the  heavenly  bodies  present  the  observer 
with  an  “experiment  of  nature.” 

Two  political  factors  of  relevance  to  the  collapse 
of  the  scientific  spirit  have  been  cited.  They  were 
the  defeat  of  the  Ionian  cities  by  the  Persians,  and, 
more  important  from  the  Platonic  point  of  view, 
the  failure  of  nerve  of  Athenians  after  the  disas- 
trous Peloponnesian  War. 

I might  be  accused  of  distorting  the  medical  rec- 
ord at  this  point.  It  is  true  that  many  meticulous 
dissections,  if  not  experiments,  were  performed  by 
later  Greek  physicians,  even  after  Plato  had  rele- 
gated empiricism  to  a back  seat.  In  the  fourth 
century,  for  example,  Theophrastus  dissected  nu- 
merous fish,  and  Alexandrian  anatomists,  in  par- 
ticular Herophilos,  made  important  contributions 
to  our  knowledge  of  the  anatomy  of  the  brain. 
But  the  nurturing  Ionian  and  Hippocratic  spirit 
was  dead  in  physics  and  medicine  alike.  Physics 
was  replaced  for  two  thousand  years  by  metaphys- 
ics. What  replaced  the  Hippocratic  ethos? 

Asklepios  cult 

The  answer  to  this  question  lies,  I believe,  in  the 
rise  of  the  cult  of  Asklepios.  Asklepios  had  a long 
preclassical  history  as  a god  of  medicine,  apparent- 
ly originating  in  Trikka,  the  modern  Trikkala  in 
Thessaly.  He  is  mentioned  spottilv  in  classical  lit- 
erature up  until  the  fourth  century  B.C.,  notably 
by  Homer  and  Pindar.  But  in  the  fourth  century 
and  later  his  cult  became  the  focus  of  Greek  medi- 
cal treatment.  The  shrines  of  Asklepios,  such  as 
those  at  Kos  and  Epidaurus,  were  built,  to  which 

Clinical  clues 


desperate  Greeks  flocked  for  cure.  The  treatment 
received  was  not  excessively  scientific,  hut  doubt- 
less many  patients  felt  better  after  their  trip  to 
Epidaurus,  with  its  psychotherapeutic  enkoimesis 
(ritual  sleep  in  the  shrine)  and  its  reliance  on  the 
interpretation  of  the  patient’s  dreams.  But  essen- 
tially it  was  the  substitution  of  religion  for  science. 
Relevant  to  our  thesis  today  is  the  inscription  from 
Epidaurus  concerning  an  epileptic,  “M.N.  from 
Argos,  Epileptic:  This  man  during  his  sleep  in  the 
curative  chamber  saw  a vision:  he  dreamed  that 

the  god  approached  him  and  pressed  his  ring  upon 
his  mouth,  nostrils  and  ears — and  he  recovered.”1,8 

Equally  important  for  human  history,  Asklep- 
ios’  victory  not  only  represented  the  substitution 
of  religion  for  science;  it  also  represented  the  sub- 
stitution of  one  type  of  religion  for  another.  The 
bas-reliefs  of  Asklepios  portray  him  as  looking  on 
the  sick  with  compassion,  a quality  notably  lacking 
in  the  attributes  given  by  the  classical  Greeks  to 
their  gods.  The  idea  of  God  as  compassionate, 
and  as  the  divine  physician  in  particular,  is  con- 
nected historically  with  the  rise  of  the  cult  of  Ask- 
lepios. In  this  regard,  the  cult  played  a role  in 
preparing  the  Mediterranean  world  for  Christian- 
ity. 

260  Crittenden  Boulevard 
Rochester,  New  York  14642 

References 

1.  Temkin,  O.:  The  Falling  Sickness,  2nd  ed.,  Baltimore 
and  London,  Johns  Hopkins  Press,  1971,  p.  3. 

2.  Entralgo,  P.  L.:  The  Therapy  of  the  Word  in  Classical 
Antiquity,  New  Haven  and  London,  Yale  University  Press, 
1970,  p.71. 

3.  Meillet,  A.:  Apercu  D’Une  Histoire  de  La  Langue  Grec- 
que,  Paris,  Librairie  C.  Klincksieck,  1965,  p.  231. 

4.  Hippocrates,  translated  by  W.  H.  S.  Jones,  Cambridge, 
Massachusetts,  Loeb  Classical  Library,  Harvard  University 
Press,  and  London,  William  Heinemann,vol.  2,  pp.  153,  175. 

5.  Kirk,  G.  S.,  and  Raven,  J.  E.:  The  Presocratic  Philoso- 
phers, Cambridge  University  Press,  1960,  p.  233. 

6.  Finley,  M.  I.,  Ed.:  Slavery  in  Classical  Antiquity,  Cam- 
bridge. England,  Heffer,  and  New  York  City,  Barnes  and 
Noble,  1964,  p.  161. 

7.  Sambursky,  S.:  The  Physical  World  of  the  Greeks,  Lon- 
don, Routledge  and  Kegan  Paul,  1963,  p.  222. 

8.  Herzog,  R.:  Die  Wunderheilungen  von  Epidauros,  Leip- 
zig, Dieterich,  1931,  p.  33. 


— Rupture  of  the  chordae  supplying  the  anterior  mitral  leaflets  produces  a jet  which  is  directed  toward  the  posterior 
wall  of  the  left  atrium  adjacent  to  the  spine.  This  favors  the  propagation  of  the  murmur  to  the  back  and  to  the  cervi- 
cal and  lumbar  spine,  which  may  even  radiate  to  the  vertex  of  the  skull  and  to  the  pelvis  (bone  transmission). 

- — The  postinfarction  syndrome  as  described  by  Dressier  (Dressier  syndrome)  consists  of  the  occurrence  of  severe 
1 chest  pain  associated  with  signs  of  pericarditis,  fever,  and  leukocytosis.  It  must  be  differentiated  from  recurrent 
myocardial  or  pulmonary  infarction.  A clue  to  this  syndrome  is  its  occurrence  usually  after  the  second  week  of  the 
t infarction. 

— Rupture  of  the  heart  is  a complication  of  myocardial  infarction  which  occurs  in  about  5 to  10  per  cent  of  cases  and 
. usually  between  the  fourth  and  seventh  days,  rarely  after  the  second  week.  Rupture  of  the  heart  is  therefore  an  un- 
common cause  of  sudden  death  (5  per  cent).  Most  of  the  cases  of  sudden  death  are  due  to  ventricular  tachycardia 
and  fibrillations. 

NATHANIEL  SHAFER,  M.D. 

i-  Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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IN  GONORRHEA 

INJECTION 

VVycillirT 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N.  gonorrhoeae  acute 
and  chronic  (without  bacteremia). 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen  and  intravenous  corti- 
costeroids should  also  be  administered  as  indicated 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi 
enced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  mtra- 
dermally  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. It  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis:  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings!’)  I 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated) — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7 14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  other 
wise,  a culture  specimen  should  be  obtained  from  the  anterior: 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units  1 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow  up  cervical  or  rectal  cultures  remain  positive  foi 
N gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  unit- 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  fo 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  wh< 
also  have  syphilis  should  be  given  additional  treatment  appro  j 
priate  to  the  stage  of  syphilis. 

Composition:  Each  TUBEX®  disposable  syringe  2,400,00 
units  (4-cc.  size)  contains  procaine  penicillin  G in  a stabilizer 
aqueous  suspension  with  sodium  citrate  buffer,  and  as  w/v  approx 
imately  0.7%  lecithin,  0.4%  carboxymethylcellulose,  0.4%  poly 
vmylpyrrolidone,  0.01%  propylparaben  and  0.09%  methylparaberl 
The  multiple-dose  10-cc.  vial  contains  per  cc.  300,000  units  prc] 
caine  penicillin  Gina  stabilized  aqueous  suspension  with  sodiur  I 
citrate  buffer  and  approximately  7 mg.  lecithin,  2 mg.  carboxyl 
methylcellulose,  3 mg.  polyvinylpyrrolidone,  0.5  mg.  sorbitai1 
monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan  monopalmitaSJ 
0.14  mg.  propylparaben  and  1,2  mg.  methylparaben.  '* 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 
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MJECTION 


3icillin 


■ LONG- 
ACTING 


STERILE  BENZATHINE 
’ENICILUN  G 
SUSPENSION)  WYETH 

yphilis  is  preferably  treated  with  benzathine 
enicillin  G,  which  is  also  the  drug  of  choice 
)r  prophylaxis  after  exposure.  Administra- 
on  of  2 4 million  units  (1.2  million  in  each 
uttock)  usually  cures  most  cases  of  primary. 
3Condary  and  latent  syphilis  with  negative 
oinal  fluid. 


Indications:  In  treatment  of  infections  due  to  penicillin 
sensitive  microorganisms  that  are  susceptible  to  the  low  and 
ry  prolonged  serum  levels  common  to  this  particular  dosage 
m Therapy  should  be  guided  by  bacteriological  studies  (in- 
idmg  sensitivity  tests)  and  by  clinical  response 
The  following  infections  will  usually  respond  to  adequate 
sage  of  intramuscular  benzathine  penicillin  G. -Venereal  m- 
.tions:  Syphilis,  yaws,  beiel  and  pmta. 

FOR  DEEP  INTRAMUSCULAR  INJECTION  ONLY 
Contraindications:  Previous  hypersensitivity  reaction  to  any 
nicillm. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
ylactoid'  reactions  have  been  reported  Anaphylaxis  is  more 
quent  following  parenterai  therapy  but  has  occurred  with  oral 
nicillins.  These  reactions  are  more  apt  to  occur  m individuals 
th  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
en  well  documented  in  patients  with  history  of  penicillin  hyper- 
nsitivity  Before  penicillin  therapy,  carefully  inquire  into  pre 
ius  hypersensitivity  to  penicillins,  cephalosporins  and  other 
ergens.  It  allergic  reaction  occurs,  discontinue  drug  and  treat 
:h  usual  agents,  e g.,  pressor  amines,  antihistamines  and  corti 
steroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  ir  ection 
into  or  near  maior  peripheral  nerves  or  blood  vessels,  since  such 
iniection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism,  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (maculopapuiar  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana- 
phylaxis. Fever  and  eosmophilia  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopema.  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ- 
ated with  high  doses  of  parenteral  penicillin. 

As  with  other  antisy philitics,  Jarisch  Herxheimer  reaction  has 
been  reported 

Administration  and  Dosaga:  Venereal  infections  - 
Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)—  2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  - under  2 years  of  age.  50.000  units/Kg.  body 
weight:  ages  2 12  years,  ad|ust  dosage  based  on  adult  dosage 
schedule 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  Intramuscular 
Injection  n the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref 
erable  When  doses  are  repeated,  vary  the  injection  site  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel  if  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  2.400.000  units  n 4-cc.  single  dose  disposable 
syringe  Each  TUBEX  disposable  syringe  also  contains  in  aqueous 
suspension  with  sodium  citrate  buffer,  as  w/v  approximately  0.5% 
lecithin,  04%  carboxymethylcellulose.  0,4%  polyvinylpyrrolidone. 
0.01%  propylparaben  and  0.09%  methylparaben.  Units  benzathine 
penicillin  G (as  active  ingredient):  300.000  units  per  cc.  — 10-cc. 
multi-dose  vial  Each  cc.  also  contains  sodium  citrate  buffer, 
approximately  6 mg.  lecithin,  3 mg.  fwlyvmylpyrrolidone,  1 mg. 
carboxymethylcellulose.  0.5  mg.  sorbitan  monopal mitate,  0.5  mg. 
polyoxyethylene  sorbitan  monopaimitate.  0. 14  mg.  propylparaben 
and  1.2  mg  methylparaben. 
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cessfully  himself  and  by  propagating  its  use  among 
his  many  disciples.*  Using  the  testimony  of  To- 
bias Lear  and  the  attending  physicians  on  Wash- 
ington’s condition  on  February  14,  1799,  and  limit- 
ed in  their  medical  armory  to  the  theories  and 
practices  of  eighteenth  century  medicine,  it  would 

GGOrCjG  Washington’s  be  instructive  to  read  the  “this  is  the  way  I would 

have  done  it”  pronouncements  of  an  eminent  sam- 
Health  pling  of  contemporary  physicians.4 


In  peace  and  war 


ABRAHAM  BLINDERMAN,  Ph.D. 

Levittown,  New  York 

Professor  of  English,  Agricultural  and  Technical  College  of  the 
State  of  New  York,  Farmingdale,  New  York 


I have  often  thought  that  if  we  had  acted  accord- 
ing to  his  (Elisha  Dick , M.D.’s)  suggestion  when  he 
said,  “he  needs  all  his  strength — bleeding  will  di- 
minish it,”  and  taken  no  more  blood,  from  him,  our 
good  friend  might  have  been  alive  now.  But  we  were 
governed  by  the  best  light  we  had;  we  thought  we 
were  right,  and  so  we  are  justified.1 

Charles  Dicken’s  death  while  he  was  writing 
The  Mystery  of  Edwin  Drood  has  provided  scores 
of  novelists  with  a challenge  to  solve  the  mystery 
of  Drood’s  disappearance.  Dickens  left  no  clues  in 
his  notes  that  would  identify  Drood’s  murderer,  if 
indeed  there  were  one;  consequently,  writers  have 
enjoyed  employing  their  investigative  minds  in  a 
literary  exercise  to  solve  definitively  the  problem 
of  Drood’s  disturbing  exit  from  the  novel’s  hap- 
penings. Only  Dickens  knew  in  what  direction  his 
plot  was  moving;  his  many  voluntary  collaborators, 
brilliantly  logical  and  imaginatively  engrossing, 
are  nevertheless  mere  conjectural  artists  in  this  in- 
stance, since  the  question  of  Drood’s  fate  can 
never  be  solved. 

Similarly,  it  seems  idle  to  hypothesize  today 
whether  or  not  George  Washington  would  have 
survived  his  acute  attack  of  cynanche  trachealis 
had  the  advice  of  Martha  Washington  and  Dr. 
Dick  to  avoid  or  limit  the  bleeding  of  the  stricken 
general  prevailed.  James  Craik,  M.D.,  and  Gusta- 
vus  Brown,  M.D.,  have  been  condemned  roundly 
by  medical  critics  for  their  alleged  ineptness  in 
treating  their  stoical  patient,  but  even  as  late  as 
1828,  an  eminent  medical  historian,  James  Thach- 
er,  M.D.,  praised  Benjamin  Rush,  M.D.,  for  the 
great  good  he  had  brought  to  mankind  and  to  the 
medical  profession  by  employing  the  lancet  suc- 


Washington’s  health:  broad  overview 

Although  his  mother  lived  until  eighty-two, 
Washington’s  inheritance  in  health  did  not  fore- 
cast a long  lifespan  for  him.  The  tabulation  of 
Table  I illustrates  the  limited  longevity  of  Wash- 
ington’s relatives.2 

But  as  a boy  Washington’s  physical  well-being 
gave  little  indication  that  he  might  be  as  short- 
lived as  his  father,  grandfather,  and  great-grand- 
father. He  was  an  enthusiastic  athlete,  participat- 
ing in  running,  wrestling,  pitching  quoits,  and 
tossing  bars.  His  frame  was  large  and  powerful, 
and  he  enjoyed  riding  passionately.3  When  he 
was  twenty-three  he  boasted  of  his  physical  stami- 
na extravagantly,  proclaiming  that  “I  have  a con- 
stitution hard  enough  to  encounter  and  undergo 
the  most  severe  trials.”  1 He  must  have  had  enor- 
mous strength  in  his  hands  according  to  observers 
who  witnessed  his  cracking  of  nuts  between  his 
fingers4;  but  whether  or  not  this  is  another  apocry- 
phal feat  ascribed  to  him  by  his  adulators,  Wash- 
ington in  1760  was  described  by  George  Mercer  as 
having  well-developed  muscles;  large  bones,  joints, 
hands,  and  feet;  wide  shoulders;  broad  hips;  long 
arms  and  legs;  colorless,  pale  skin;  a chest  neither 
deep  nor  round;  and  a mouth  that  disclosed  defec- 
tive teeth.5  A year  later  Washington  wrote:  “My 
stature  is  six  feet;  otherwise  slender  than  corpu-  a 
lent.” 6 But  at  age  fifty-five,  the  general  had 
passed  the  meridian  of  his  strength;  two  wars,  his 
political  concerns,  and  his  private  affairs  had  di- 
minished his  youthful  enthusiasm,  his  physical  re- 
sources, and  his  faith  in  many  of  his  trusted  asso- 
ciates.7 

Temperamental  traits  of  Washington 

Temperamentally,  Washington  evidenced  a 
wide  gamut  of  traits  that  are  generally  associated 

* Dr.  Thacher  wrote  his  flattering  article  on  Dr.  Rush  in  1828  I 
when  venesection  was  practiced  extensively.  To  condemn 
Rush  today  for  his  “erroneous”  theories  of  the  1790s  is  perhaps 
a too  liberal  use  of  hindsight  pontificating.  If  Rush  failed  to 
see  the  relationship  of  the  pestilential  “moschitoes”  to  yellow  ' 
fever  in  1789  he  was  not  alone  among  eminent  physicians  who  > 
noted  the  presence  of  the  mosquito  in  contaminated  areas  but 
failed  to  relate  the  insect  to  the  disease. 

+ Resistance  to  change  in  medicine  is  no  different  from  resis- 
tance to  change  in  other  disciplines.  Harvey,  Pasteur,  and 
Semmeiweis  found  to  their  dismay  that  their  glad  tidings  to  | 
their  scientific  peers  brought  them  more  grief  than  accolades,  i 
Galileo,  Servetus,  and  Darwin  also  endured  calumny — in  the  I 
case  of  Servetus,  death— for  espousing  views  deemed  heretical  < 
by  their  crusading  intellectual  brethren  of  the  opposition. 
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TABLE  I.  Longevity  of  Washington’s  relatives2 


Relationship 

Age  at 
Death 
(Years) 

Great-Grandfather,  John 

46 

Washington 

Grandfather,  Lawrence 

38 

Father,  Augustine 

49 

Brother,  Samuel 

47 

Brother,  John  Augustine 

51 

Brother,  Charles 

61 

Sister,  Betty  Washington  Lewis 

64 

Sister,  Mildred 

Infancy 

with  strong  leaders  in  critical  times.  At  times  he 
was  irascible  and  short-tempered,  but  the  squire  of 
the  Potomac,  like  King  Lear,  suffered  deeply  when 
he  gazed  helplessly  on  the  agonies  of  the  cold,  the 
ill,  and  the  hungry.  As  a boy  he  smashed  his  black 
servant  Peter  on  the  head  with  a cane,  an  act 
which  later  gave  him  remorse.8  He  had  great  fits 
of  temper  throughout  his  life,  some  of  them  un- 
doubtedly occasioned  by  his  frequent  nerve-rack- 
ing toothaches.  Stubbornly  refusing  to  have  his 
infected  teeth  extracted  until  they  tormented  him 
unbearably,  it  is  remarkable  that  he  bore  the 
responsibilities  of  rank  and  office  as  competently 
as  he  did.  At  times,  though,  his  despair  over  the 
conduct  of  his  troops  enraged  him.  When  the 
British  attacked  New  York  City  from  the  Hudson 
River  and  Long  Island,  the  militia  ran  in  panic. 
Washington  tried  to  halt  the  retreat  but  “losing  all 
self-command  at  the  sight  of  such  dastardly  con- 
duct, he  dashed  his  hat  upon  the  ground  in  a 
transport  of  rage,”  crying:  “Are  these  the  men 

with  whom  I am  to  defend  America?”  3 Irving3 
describes  the  next  scene  colorfully: 

In  a paroxysm  of  passion  and  despair  he  snapped 
his  pistols  at  some  of  them,  threatened  others  with  his 
sword,  and  was  so  heedless  of  his  own  danger,  that  he 
might  have  fallen  into  the  hands  of  the  enemy,  who 
were  not  eighty  yards  distant,  had  not  an  aide-de- 
camp  seized  the  bridle  of  his  horse  and  absolutely 
turned  him  away. 

General  Greene  who  had  observed  this  incident 
wrote  that  “Washington  was  so  vexed  at  this  infa- 
mous conduct  of  his  troops,  that  he  sought  death 
rather  than  life,”  an  example  of  unrestrained  tem- 
per that  might  have  cost  America  the  war  had 
Washington  been  captured.3  At  forty-six,  his 
touches  of  illness,  his  ordeals  as  commander-in- 
chief, and  his  constant  struggle  with  his  temper 
were  aging  him.'  In  December,  1791,  after  Gener- 
al St.  Clair’s  defeat  by  the  Indians,  Washington 
had  a fit  of  anger.  The  bickering  of  Congress 
frayed  his  nerves,  and  both  parties  were  constantly 
irritating  him  with  their  overtures  to  him  for  the 
second  term.  Jefferson  sensed  Washington’s  men- 
tal turmoil  accurately  in  his  comments  on  the 
President’s  ordeal: 


Were  he  to  continue  longer,  it  might  give  room  to 
say  that,  having  tasted  the  sweets  of  office,  he  could 
not  do  without  them;  that  he  really  felt  himself  grow- 
ing old,  his  bodily  health  less  firm,  his  memory  always 
bad,  becoming  worse,  and  perhaps  the  other  faculties 
of  his  mind  showing  a decay  to  others  of  which  he  was 
insensible  of  himself;  that  this  apprehension  particu- 
larly oppressed  him;  that  he  found,  moreover,  his  ac- 
tivities lessened;  business  therefore  more  irksome, 
and  tranquillity  and  retirement  became  an  irresistible 
passion.9 

Washington’s  medical  attitudes 

As  a plantation  owner  and  an  officer  it  was  in- 
cumbent on  Washington  to  acquaint  himself  with 
some  medical  knowledge,  including  the  uses  of  the 
more  common  drugs.  Basically,  American  medi- 
cal practice  in  the  late  eighteenth  century  was 
primitive  in  contrast  to  the  sophisticated  tech- 
niques of  today’s  practitioners;  drugs  and  tonics 
were  widely  used,  and  in  the  treatment  of  disease 
bloodletting,  purges,  emetics,  and  sweating  were 
the  routine  techniques  employed.  William  Ship- 
pen,  M.D.,  had  improved  the  obstetric  specialty, 
but  in  surgery  bloodletting,  intoxication,  opium, 
and  noise  were  ineffectively  used  to  distract  the 
patient  from  his  agonies.  Physicians  practiced 
dentistry,  and  surgery  was  at  a great  low  in  medi- 
cal esteem.10 

As  a boy  Washington  had  been  taught  the  sensi- 
ble dictum:  “In  visiting  the  sick,  do  not  presently 
play  the  Physician  if  you  be  not  knowing  therein.” 
But  plantation  life  impresses  the  owners  into 
quasi-medical  practice.  Washington  stocked  his 
dispensary  with  ipecacuanha,  jalap,  Venice  treacle, 
rhubarb,  diacodium,  Dr.  James’  Powders,  God- 
frey’s Cordials,  and  a variety  of  pills.1  Physicians 
were  not  always  available,  and  sometimes  the  ri- 
gors of  jogging  for  20  miles  on  horseback  inspired 
the  relentless  rider  to  partake  of  restorative  spir- 
its. For  example,  when  Laurie  James,  M.D.,  ar- 
rived one  night  to  bleed  Martha,  he  was  put  to  bed 
for  the  night  because  of  his  intoxication.1  Wash- 
ington was  not  much  of  a reader  but  his  library  in- 
cluded Leigh  on  Opium,  Botanical  Medical  Dis- 
sertations, and  Mease  on  the  Bite  of  a Mad  Dog.n 

Washington  wrote  a quaint  letter  to  his  brother 
John  in  which  he  praised  Dr.  James’  Powders  lav- 
ishly. He  was  serving  under  Braddock  in  June, 
1755,  when  he  fell  victim  to  ague  and  fever,  one  of 
his  common  complaints  during  the  French  and  In- 
dian War.  His  shorthand  is  amusing: 

Dear  Jack:  Immediately  upon  our  leav’g  the  C.  at 
George’s  Cr’k  the  14th  inst  ...  I was  seiz’d  with  viol’t 
Fevers  and  Pns.  in  my  h’d  w’ch  con’d  w’out  the  Ft  in- 
termisn.  till  the  23  foll’g  when  I was  reliev’d  by  the 
Genls.  absol’ly  ordering  the  Phy’ns  to  give  me  Doctr. 
Ja’s  excel’t  Powder  w’ch  is  the  most  excel’t  mede  in 
the  w’d  for  it  gave  me  immed.  ease,  and  removed  my 
Fev’rs  and  other  comp’ts  in  4 Days  time.  My  illness 
was  too  violent  to  suffer  me  to  ride.6 
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The  phosphate  of  lime  and  the  oxide  of  antimo- 
ny of  Robert  James,  M.D.,  the  celebrated  author  of 
a three- volume  Folio  Medical  Dictionary,  reduced 
Washington’s  fevers,  and  he  was  able  to  catch  up 
by  wagon  train  with  Braddock’s  main  forces  for 
the  disastrous  battles  ahead.  A believer  in  small- 
pox inoculation,  he  did  not  discount  the  value  of 
jalap  and  calomel  in  the  treatment  of  300  of  his 
“family”  in  May,  1777, 6 nor  did  he  hesitate  to  rec- 
ommend old  women  to  inoculate  against  the  small- 
pox since  “one  of  the  best  physicians  in  the  army” 
assured  him  that  no  great  art  is  needed  in  the 
treatment  of  smallpox.  Washington  prescribed 
low  diet,  cooling  agents,  and  purgative  of  white 
walnut  bark  for  smallpox  patients,  but  he  favored 
compulsory  inoculation  of  his  troops  to  prevent 
epidemics.6  He  was  always  solicitous  about  the 
army’s  health;  in  March,  1778,  he  feared  that  the 
lack  of  salted  meat  would  cause  fluxes  and  other 
diseases  in  hot  weather;  he  warned  the  troops  not 
to  cook  pokes  (greens)  in  June  and  July  because  of 
their  poisonous  qualities  in  those  months.6  When 
he  left  the  army  for  politics  he  ascribed  his  repeat- 
ed illnesses  to  his  change  from  an  active  to  a sed- 
entary life6: 

Public  meetings,  and  a dinner  once  a week  to  as 
many  as  my  table  will  hold,  with  the  references  to  and 
fro  from  the  different  departments  of  State  and  other 
communications  with  all  parts  of  the  Union,  are  as 
much,  if  not  more,  than  I am  able  to  undergo;  for  I 
have  already  had  within  less  than  a year,  two  severe 
attacks,  the  last  worst  than  the  first.  A third,  more 
than  probable,  will  put  me  to  sleep  with  my  fathers.1 

About  four  months  before  his  death,  Washing- 
ton responded  philosophically  to  Landon  Carter 
for  his  suggestions  on  how  to  maintain  health. 
Washington  assured  his  well-wisher  that  he  had 
always  been  fortunate  in  health  but  that  . . . 
“against  the  effect  of  time  and  age,  no  remedy  has 
ever  yet  been  discovered;  and  like  the  rest  of  my 
fellow  mortals,  I must  (if  life  is  prolonged)  submit 
and  be  reconciled  to  a gradual  decline.”  6 

Medical  treatment  of  slaves 

Since  he  possessed  many  slaves  Washington  was 
naturally  concerned  about  their  health.  Ailing 
slaves  are  unproductive;  Washington  suspected 
frequently  that  some  of  his  slaves  were  malinger- 
ers, but  he  apparently  was  unable  to  support  his 
suspicions  medically.  When  his  house  servant 
Breechy  “appeared  extreamely  ill  all  the  day,” 
Washington  recorded  in  his  diary  that  he  was  in 
suspense  whether  “to  send  for  Doctr.  Laurie  or 
not.”  He  went  along  with  the  bloodletting  notions 
of  his  age,  ordering  his  slaves  Grig  and  Lucy  to  be 
blooded12;  but  in  the  case  of  his  slave,  Sam,  he 
wrote  the  following  directive  to  his  overseer,  Wil- 
liam Pierce:  “Sam  pretends  Asthmatical  condi- 

tion. Fxamine  his  case  also,  but  not  by  the  doc- 


tors, for  he  has  had  Doctors  enough  already,  of  all 
Colours  and  sexes,  and  to  no  effect.  Laziness  is  I 
believe  his  principal  ailment.”  6 Again,  he  doubt- 
ed that  slaves  Dicks  and  Betty  Davis  were  ill  as 
they  claimed — probably  malingerers.6  On  malin-  j 
gering,  Washington  became  almost  pontifical,  pos- 
iting medical  policy  with  Galenical  authority: 

Nobody  can  be  very  sick  without  having  a fever,  nor 
will  a fever  or  any  other  disorder  continue  long  upon 
any  one  without  reducing  them:  Pain  also,  if  be  such 
as  to  yield  entirely  to  its  force,  week  after  week,  will 
appear  by  its  effects;  but  my  people  . . . will  lay  up  a 
month  at  the  end  of  which  no  visible  change  in  their 
countenance,  nor  the  loss  of  an  oz.  of  flesh  is  discov-w| 
erable.6 

Yet  he  was  kind  enough  to  have  his  persona, 
physician,  Dr.  Craik,  attend  to  the  illness  ol 
Charles  Washington,  a slave  seized  with  a fever6 
and  when  Dr.  Craik  was  unable  to  treat  slave  Tonr 
for  an  eye  tumor,  Washington  sent  Tom  to  Wil 
liam  Boynahn,  M.D.,  who  operated  on  both  o 
Tom’s  eyes,  but  there  is  no  reference  in  Washing 
ton’s  notes  to  the  outcome  of  the  surgery.6  Or  , 
October  14,  1797,  Washington’s  body  servanl  ; 
Christopher  was  bitten  by  a dog  supposedly  dis- 
eased. The  dog  died  in  a state  of  madness,  anc 
Christopher  was  treated  by  a medical  gentleman  ir 
Alexandria  who  “cut  as  far  as  he  could,  the  plac( 
bit,  applyed  ointment  to  keep  it  open,  and  put  thf 
boy  under  a course  of  Mercury.”  6 This  intelli 
gence  was  brought  to  William  Stoy,  M.D.,  by  th( 
ailing  Christopher,  and  Stoy,  a specialist  in  hydro 
phobia,  prescribed  the  following  preparation  foi  i 
Christopher:  red  chickweed,  1 ounce;  theriac,. i 

ounces;  and  beer,  1 quart. 

After  this  mixture  was  well  combined,  Christo 
pher  was  given  a wine  glass  full.13  Five  month: 
later  Washington  mailed  Dr.  Stoy  a check  for  fivi 
dollars,  a reasonable  fee  he  thought  for  treatinj  I 
Christopher  who  “continues  to  do  well.”  6 

Washington  on  physicians 

Although  he  believed  that  a well-trained  womai 
could  competently  assume  the  role  of  a physiciai  i 
in  many  instances,  Washington  admired  and  be 
friended  a dozen  or  so  physicians  whom  he  had  ob  i 
served  in  practice,  both  in  civilian  and  militar  i 
life.  He  had  an  exceptionally  fond  regard  for  Di  i 
Craik  who  had  campaigned  with  him  under  Brad 
dock  and  who  was  with  him  when  he  died.  He  ex 
pressed  his  opinion  of  Dr.  Craik  in  superlativ 
terms:  “If  I should  ever  have  occasion  for  a Physi  i 
cian  or  a Surgeon,  I should  prefer  my  old  Surgeor 
Dr.  Craik,  who  from  40  years  of  experience,  is  bet 
ter  qualified  than  a Dozen  of  them  put  together.” 

In  July,  1789,  Washington  again  praised  Dr.  Crai 
as  the  worthiest  of  physicians:  “The  habits  of  in 
timacy  and  friendship  which  I have  long  lived  witi 
Dr.  Craik,  and  the  opinion  I have  of  his  medic£ 
knowledge,  would  most  certainly  point  him  out  a 
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the  man  of  mv  choice  in  all  cases  of  sickness.  I am 
convinced  of  his  sincere  attachment  to  me,  and 
should  with  cheerfulness  trust  my  life  in  his 
hands.”6  Ten  years  later  his  life  was  virtually  in 
Dr.  Craik’s  hands,  but  his  dear  friend  could  do  lit- 
tle more  than  medicate  him  and  watch  him  slowly 
die. 

Washington  was  kind  to  his  former  military  sur- 
geons. After  the  War  of  Independence  ended,  he 
nominated  John  Cochran,  M.D.,  former  director- 
general  of  the  Hospital  of  the  United  States,  to  the 
office  of  commissioner  of  loans  of  the  State  of  New 
York.13  James  McHenry,  M.D.’s,  brilliance  ironi- 
cally ended  his  medical  career;  surgeon  of  the 
Flying  Hospital  during  the  war,  his  genius  came  to 
Washington’s  attention.  The  general  made  Dr. 
McHenry  his  secretary  and  after  the  war  named 
him  as  his  secretary  of  state,  an  office  that  he  held 
also  under  John  Adams.6  Washington's  aide-de- 
camp  in  the  Battle  of  the  Brandywine,  Joshua 
Clayton,  M.D.,  was  a valuable  asset  to  the  army  at 
Valley  Forge  where  it  is  said  he  devised  a substi- 
tute prepared  from  oak  and  polar  when  the  supply 
of  quinine  ran  out.13 

But  not  all  of  Washington’s  medical  experiences 
were  positive.  He  was  compelled  to  court-martial 
Francis  O’Neil,  M.D.,  of  the  Tenth  Pennsylvania 
Regiment  for  neglect  of  duty,  cruel  treatment  of 
the  sick  “who  were  afraid  to  apply  to  him,”  embez- 
zling hospital  stores,  and  “ungentlemanlike  behav- 
ior in  selling  in  the  Country  some  Coffee  and  Tea 
drawn  from  the  State  store.”  6 One  of  the  gener- 
al's most  unpleasant  tasks  was  to  preside  at  the 
court-martial  of  Benjamin  Church.  M.D.,  director- 
general  and  chief  physician  of  the  Army,  who  had 
communicated  with  the  enemy.  Dr.  Church,  a 
member  of  the  Provisional  Congress,  was  convict- 
ed, expelled  from  Congress,  and  jailed;  he  pleaded 
his  innocence  brilliantly  but  could  not  convince 
the  jury  that  his  coded  letter  was  in  essence  a 
decoy  to  deceive  the  enemy  and  to  draw  informa- 
tion from  him.13  Another  unpleasant  task  of 
Washington  was  to  order  the  seizure  of  the  drugs 
of  Silvester  Gardiner,  M.D.,  a spectacular  physi- 
cian practicing  in  Boston.  Gardiner  was  a Tory  in 
sympathy  and  expressed  himself  openly  to  the 
chagrin  of  the  revolutionists.  He  angrily  referred 
to  “that  thief  Washington”  after  John  Morgan, 
M.D.,  confiscated  his  drugs,  one  of  the  finest  col- 
lections in  America.13 

His  health  in  the  British  Army 

As  a soldier  Washington  suffered  more  ill  health 
in  the  service  of  the  king  than  he  suffered  as  com- 
mander-in-chief  of  the  American  forces.  The 
British  army  suffered  incessantly  from  mosqui- 
toes, black  flies,  ticks,  and  midges.  The  more 
alert  rangers,  however,  undressed  and  picked  off 
the  ticks  nightly.  In  the  campaign  between  Wills 
Creek  and  Fort  Duquesne  in  1755  Colonel  Wash- 


ington was  seized  with  violent  fevers  and  pains  in 
the  head  which  omened  an  attack  of  the  colonial 
disease  called  the  “bloody  flux.”  14  Too  feeble  to 
ride,  the  stricken  officer  was  stretched  out  in  a 
wagon  and  awaited  the  curative  effects  of  Dr. 
James’  celebrated  Powders.14  His  fevers  reduced 
hut  still  very  weak,  Washington  rode  into  the  ill- 
fated  battle  popularly  known  as  Braddock’s  De- 
feat, seated  on  a cushion  tied  to  the  saddle  of  his 
horse.  His  escape  from  harm  was  somewhat  mi- 
raculous: two  horses  were  shot  out  from  under 

him,  a bullet  sliced  his  hat,  and  his  uniform  was 
grazed  by  three  balls.14  He  was  the  only  officer  on 
Braddock’s  staff  who  was  not  killed  or  wounded.15 
Dr.  Craik  was  wounded  but  not  seriously  enough 
to  prevent  his  attending  to  General  Braddock’s  se- 
rious wounds.8 

Washington  recovered  slowly  from  his  agues, 
fevers,  and  fluxes.  On  July  2 he  advised  Col. 
James  Innes  that  writing  was  injurious  to  his 
health,  and  on  August  2,  1755,  he  wrote  to  his 
brother  Augustine  from  Mount  Vernon  of  the  ef- 
fects of  his  five  weeks’  illness.  The  young  officer 
was  disillusioned;  he  had  volunteered  for  a winter 
expedition  that  no  one  else  would  have.  For  his 
labors  he  was  paid  expenses  but  no  salary.  His 
pay  for  the  expedition  to  Ohio  was  trifling;  his 
troops  were  soundly  beaten,  and  he  lost  his  com- 
mission to  boot.  He  would  always  be  ready  to 
serve  his  country  again  but  “never  upon  the  terms 
I have  done,  having  suffer’d  much  in  my  private 
fortune,  besides  impairing  one  of  the  best  of  Con- 
stitutions.” 6 In  November,  1757,  Washington 
was  ill  again.  Dr.  Craik  insisted  that  his  friend 
should  change  his  locale:  a return  to  Mount  Ver- 
non was  his  recommendation.  Craik  advised 
Washington  to  take  leave  of  the  armv  convincing- 
ly: 

As  nothing  is  more  conducive  to  a Speedy  recovery 
(than)  a tranquil,  easy  mind,  accompanied  by  a good 
flow  of  spirits,  I would  beg  of  you  not  as  a Physician 
but  as  a real  friend  who  has  your  speedy  recovery  sin- 
cerely at  Heart;  that  you  will  keep  up  your  spirits,  and 
not  allow  your  mind  to  be  disturbed  wdth  any  part  of 
Publick  business  that  perhaps  may  not  be  going  on  so 
well  as  your  concern  for  the  Publick  would  wish  . . . ,15 

Governor  Dinwiddie  of  Virginia  had  harassed 
Washington  severely  because  of  the  poor  showing 
of  the  British  troops  in  the  French  and  Indian 
War.  Washington’s  repeated  attacks  of  dysentery 
aggravated  by  itermittent  attacks  of  fever  de- 
pressed him.3  Perhaps  Dr.  Craik  unwittingly  per- 
formed a great  service  to  our  nation  when  he  urged 
Washington  to  return  to  Mount  Vernon  to  regain 
his  health  since  “the  fate  of  your  Friends  and 
Country  are  in  a manner  dependent  on  your  recov- 
ery.” 15  At  Mount  Vernon  his  fevers  and  dysen- 
tery persisted.  Apparently  Dr.  James’  Powders 
had  lost  their  magic  virtues,  for  Washington  wrote 
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complainingly  of  his  miseries:  “My  disorder  at 

times  returns  obstinately  upon  me  in  spite  of  the 
efforts  of  all  the  sons  of  Aesculapius,  whom  I have 
previously  consulted.”  He  feared  an  “approach- 
ing decay,”  1 a symptom  of  hypochondria  perhaps, 
but  in  November,  1757,  he  was  so  feeble  that  he 
could  barely  walk  or  stand,  so  constant  was  his 
pain  and  fever.15 

At  Mount  Vernon,  the  Reverend  Mr.  Green  pre- 
scribed jellied  substitutes  for  meat,  delicacies  not 
common  in  the  larder  of  Washington's  household. 
But  there  was  a neighbor,  Sally  Fairfax,  who  might 
provide  him  with  these  necessities.  Sally’s  hus- 
band George  was  away,  but  the  ailing  warrior 
thought  it  not  amiss  to  write  to  Sally,  whom  he 
had  known  as  a girl,  for  her  receipt  book,  a pound 
of  Hyson  tea,  and  a bottle  or  two  of  Mountain  or 
Canary  wine  to  mix  as  prescribed  with  gum  ara- 
bic.16  Perhaps  this  was  only  a pretext  of  Wash- 
ington to  establish  a relationship  with  the  young 
wife  of  his  friend,  but  leading  biographers  of 
Washington  discount  any  notion  that  Washington 
had  any  designs  on  vivacious  Sally.* 

In  March,  1758,  Washington  had  dropped  to  the 
nadir  of  despair  in  his  young  life.  He  wrote 
pessimistically  of  his  health  and  military  prospects 
to  Colonel  Stanwix: 

My  condition  is  much  impaired  and  nothing  can  re- 
trieve it  but  the  greatest  care  and  the  most  circum- 
spect course  of  life.  This  being  the  case,  as  I have 
now  no  prospect  left  of  preferment  in  the  military 
way,  and  despair  of  rendering  that  immediate  service 
which  my  country  may  require  from  the  person  com- 
manding its  troops,  I have  thought  of  quitting  my 
command  and  retiring  from  all  public  business,  leav- 
ing my  post  to  be  filled  by  some  other  person  more  ca- 
pable of  the  task.3 

His  melancholia  persisted,  and  his  cough  and 
pain  in  the  chest  gave  him  forebodings  of  death. 
But  after  seeing  Dr.  Amson  in  Williamsburg  who 
assured  the  suspicious  colonel  that  he  was  free  of 
tuberculosis  infection,  the  young  man  had  a 
change  of  heart  and  regained  his  peace  of  mind,  a 
remarkable  instance  of  obliteration  of  psychoso- 
matic syndromes.6 

As  a colonel  in  His  Majesty’s  forces  and  com- 
mander-in-chief of  the  American  Army,  Washing- 
ton was  responsible  for  the  health  of  the  troops. 
His  directives  constitute  an  interesting  page  in  the 
history  of  military  medicine.  As  a British  officer 
Washington  issued  these  messages  to  his  medical 
officers  and  superiors: 

1.  7’he  regimental  surgeon  is  to  receive  two-pence 

* For  example,  Fitzgerald6  dismisses  biographical  conjecture 
based  on  the  correspondence  between  Sally  Fairfax  and  George 
Washington  that  purports  to  establish  a love  affair  between 
them.  “It  is  difficult  to  be  patient,”  he  writes,  “with  the  ideas 
put  forth  with  much  parade  of  knowledge  about  Sally  Fairfax 
and  George  Washington.  The  ideas  are  entirely  products  of  a 
type  of  mind.”  17 
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per  month  from  the  Sergeants  and  noncom- 
missioned officers  for  the  purchase  of  medicine.6 

2.  The  Doctors  of  the  Regiments  request  Mates  tc 
assist  them  because  of  the  pressure  of  business.6 

3.  The  barracks  at  Fort  Cumberland  should  be 
cleaned  and  sweetened  as  soon  as  the  hospital  is 
removed  and  the  Troops  marched  into  them 
The  officers  and  men  must  be  exercised  twice 
daily.6 

4.  Soldiers  are  required  to  pay  Nurse  Mary  Bailej 
for  stoppage  to  her  at  the  Winchester  Hospital 
To  Captain  Peter  Hogg:  “You  must  be  very  cir 
cumspect  in  employing  Mr.  Fleming  as  a Surgeon 
and  to  see  that  he  has  no  more  opportunities  thar 
what  are  absolutely  necessary  to  enhance  a Bill.” 1 

5.  Request  to  Dr.  Craik  to  supply  a medical  chesi 
but  to  take  “care  to  purchase  no  more  than  is  ab 
solutely  necessary  for  the  support  of  the  Regi 
ment.”  6 

The  harried  general  was  at  his  wits’  ends  to  sup 
ply  surgeons;  finally,  he  advised  officers  not  t( 
harangue  him  for  medical  help  becausejie  had  “m 
concern  with  the  Provisions  nor  medicines,”  a con 
cern  that  is  properly  that  of  the  medical  depart 
ment  of  the  Army.6  He  was  also  disturbed  abou 
the  employment  of  quacks  by  the  officers,  a resor 
which  he  complained  about  to  Capt.  R.  Stewart  ii 
1756:  “I  would  desire  you  to  be  careful  how  yoi 
employ  that  doctor.  The  country  has  great  objec 
tion  to  those  occasional  Quacks;  whose  only  stud; 
is  to  Swell  their  Bills,  and  to  make  their  profit  o 
the  Country.  Let  him  be  used  as  seldom  as  possi 
ble;  as  I believe  he  can  administer  not  a deal  o 
comfort  to  those  indisposed,  if  one  may  judge  b; 
his  sobriety  . ...”  6 But  if  surgeons  were  scare 
and  quacks  abounded,  what  expedient  might  t> 
used  to  assist  the  ailing?  Washington  had  a solu 
tion.  He  advised  Capt.  Thomas  Waggener  “t< 
employ  some  old  woman  from  whom  they  hav 
often  relief;  and  what  you  allow  her  will  be  repai< 
you.”  6 

Surgeons  threatened  to  quit  the  service  becaus 
of  the  poor  salaries  paid  them.  In  one  instance 
the  regimental  officers  contributed  one  day’s  pa 
per  month  to  retain  their  reluctant  surgeon,6  am 
Ensign  Fleming,  an  acting  surgeon,  declined  t 
continue  his  services  without  reassurance  of  re 
compense.6  Obviously,  a surgeon’s  lot  was  not 
happy  one  in  His  Majesty’s  colonial  forces. 

Medical  conditions  in  Continental  Army 

But  conditions  were  hardly  better  medically  i) 
the  American  Army  commanded  by  Generg 
Washington.  The  precarious  financial  state  of  th 
nation,  the  difficulties  of  carrying  on  trade  becaus 
of  England’s  mastery  of  the  sea  lanes,  and  the  lac 
of  cooperation  from  the  large  and  influential  poi 
tion  of  the  population  loyal  to  the  Crown,  create' 
procurement  problems  for  the  Army  that  were  al 
most  insurmountable.  In  July,  1777,  Washingto 
complained  to  the  Continental  Congress  of  th 


lack  of  salt,  vegetables,  beer,  and  cider  in  the  com- 
missary. The  bread  was  poor  in  quality  and  the 
absence  of  soap  encouraged  filthiness  and  disease 
among  the  troops.6 

The  general  was  deeply  concerned  with  the  wel- 
fare of  his  men.  In  his  general  orders  for  October, 
1777,  he  directed  the  regimental  surgeon  to  march 
with  his  regiment  whenever  it  moved  to  attend  the 
sick  and  fallen.6  When  smallpox  ravaged  his 
troops  at  Morristown,  New  Jersey,  in  that  same 
year,  he  was  grief-stricken  according  to  Rev.  Jo- 
seph S.  Tuttle.  To  stem  the  epidemic’s  fury, 
Washington  ordered  his  men  to  be  inoculated  and 
had  a church  converted  into  a hospital  for  the  af- 
flicted.3 Earlier  that  year,  he  had  an  attack  of 
quinsy  at  Morristown  which  affected  his  throat, 
appetite,  and  his  temper.  But  after  Martha 
served  him  a concoction  of  onion  and  molasses,  he 
recovered  by  the  next  day,  a brew,  alas,  that  he 
could  not  swallow  while  he  fought  to  live  in  his  last 
illness.  On  March  15,  the  Continental  Congress 
happily  announced  that  “His  Excellency,  who  had 
been  ill  for  several  days  ...  is  now  perfectly  recov- 
ered and  has  the  satisfaction  of  his  amiable  lady’s 
company.”  17 

In  December,  1777,  Washington  directed  his 
troops  to  be  clean  and  to  eat  well  and  sanely,  but 
he  knew  that  deficient  supplies  would  nullify  the 
force  of  his  orders.  He  requested  surgeons  to  visit 
their  troops  regularly  by  rotation  to  insure  that 
the  lazy  surgeons  would  do  their  share  of  doctoring 
the  sick.6  But  in  1778  conditions  had  not  im- 
proved; John  Warren,  M.D.,  wrote  to  the  governor 
and  the  council  of  Massachusetts  that  the  condi- 
tions in  the  hospitals  were  deplorable,  that  there 
was  an  acute  shortage  of  medicines  and  vegetables, 
and  that  “the  groans  of  the  wounded  and  suffer- 
ing, and  perhaps  dying  for  want  of  necessities  has 
been  perpetually  saluting  my  ears.”  18 

The  following  excerpts  and  paraphrased  direc- 
tives from  Washington’s  general  orders  to  the  Con- 
tinental Army  reveal  the  vicissitudes  of  military 
life  in  the  late  eighteenth  century: 

1.  Men  with  the  itch  are  to  be  placed  in  huts  and 
anointed.6 

2.  Surgeons  are  to  attend  lectures  on  anatomy  and 
surgery  at  a building  near  headquarters.  Dr.  Wil- 
liam Brown  will  deliver  the  first  lecture  on  "The 
Theory  of  Practice  of  Physic.”  6 

3.  No  bathing  may  take  place  between  8:00  and  5:00 
and  remaining  too  long  in  the  water  is  to  be  dis- 
continued, as  it  is  too  relaxing  and  injurious  to 
health.  It  is  also  expected  that  the  soldiers  in 
this  kind  of  recreation  will  observe  more  decency 
than  they  usually  practice.6  * 

"In  Washington’s  general  orders  for  August  4,  1782,  he  again 
insisted  on  cleanliness  and  prudence  in  bathing.  Shyrock19 
writes  that  rural  conditions  in  America  discouraged  bathing. 
Bath  houses  were  discouraged  on  moral  grounds.  A Quaker 
entered  this  quaint  notice  in  her  diary  for  1799:  “Nancy  came 
this  evening.  She  and  self  went  into  the  Shower  bath.  I bore 
it  better  than  I expected,  not  having  been  wett  all  over  once,  for 
28  years  past.” 


4.  Regimental  surgeons  to  have  the  same  allowance 
of  rum  as  captains.6 

5.  Because  of  the  scarcity  of  hospital  stores  and  the 
advancing  season,  inoculation  against  smallpox 
will  be  discontinued.  Recruits  must  be  kept  away 
from  recent  victims  of  the  disease  (April,  1781). 6 

6.  Our  ungenerous  enemy  having  as  usual  propagat- 
ed the  smallpox  in  this  part  of  the  country,  (bio- 
logical warfare?)  the  Commander-in-Chief  forbids 
the  officers  and  soldiers  of  this  Army  having  any 
connection  with  the  Houses  or  Inhabitants  in  this 
neighborhood  or  borrowing  any  utensils  from 
them.6 

7.  The  regimental  surgeons  to  send  the  return  of  the 
sick  every  Saturday  (sic)  to  the  flying  hospital 
where  on  application  they  will  receive  a propor- 
tion of  bandages  and  degestive  (sic)  ointment. 

8.  The  pay  for  deputy  director  and  physician  shall 
be  100  dollars  monthly  and  40  dollars  monthly  for 
subsistence.  Apothecaries  and  Purveyors  shall 
receive  92  dollars  monthly  and  32  dollars  monthly 
for  subsistence.6 

Washington  the  civilian 

Perhaps  it  was  fortunate  both  for  Washington 
and  the  nation  that  he  contracted  smallpox  in  the 
Barbados  in  November,  1751.  He  had  accompa- 
nied his  brother  Lawrence  on  a sea  voyage  to  the 
islands  which  they  hoped  would  cure  Lawrence’s 
“pulmonary  systems  of  a threatening  nature.”  3 
Washington  noted  the  progress  of  his  illness  brief- 
ly: “Was  strongly  attacked  with  the  smallpox: 

sent  for  Dr.  Lanahan  whose  attendance  was  very 
constant  till  my  recovery  and  going  out  which  was 
not  ’till  Thursday  the  12th  of  December.”  12  The 
attack  seized  him  with  a curious  rigor,  induced 
high  fever,  and  afflicted  him  with  violent  head- 
aches and  pains  in  his  back  and  loins.  Three  days 
after  his  attack,  red  spots  appeared  on  his  fore- 
head; papules  first,  and  then  vesicles  appeared  at 
his  hair  roots,  but  two  days  later  his  temperature 
dropped,  only  to  return  again  in  three  days.20  Irv- 
ing3 attributes  his  restoration  to  health  to  “skillful 
medical  treatment, . . . the  kind  attention  of 
friends,  and  especially  of  his  brother.”  His  face, 
however,  would  henceforth  be  slightly  scarred.3 

Probably  weakened  by  his  bout  with  smallpox, 
Washington  was  seized  with  “a  violent  pleurisie, 
which  has  reduced  me  very  low,”  after  his  return 
from  the  Barbados,  which  some  biographers  hy- 
pothesize might  have  been  tuberculosis  contracted 
from  his  brother  Lawrence.21  Although  Washing- 
ton was  flat-chested  later  in  life,  there  is  no  signifi- 
cant reason  to  associate  this  “symptom”  with  tu- 
berculosis in  this  instance.2 

In  the  summer  of  1761,  he  contracted  “river 
fever”  which  depressed  him  intensely.  One  hun- 
dred years  later  this  fever  was  called  “breakbone” 
fever  which  in  a milder  form  is  today’s  malaria.1  + 

t Taber’s  Cyclopedic  Medical  Dictionary,  1968,  cites  break- 
bone  fever  as  a synonym  for  dengue,  “an  acute,  epidemic,  fe- 
brile disease  lasting  8 days,  seldom  fatal.”  Mr.  Ford  seems  to 
be  confused  here. 
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In  a letter  to  Richard  Washington,  the  despondent 
chieftain  wrote: 

Since  my  last  of  the  14th  July  I have  in  appearance 
been  near  my  last  gasp;  the  Indisposition  then  spoken 
of  Increased  upon  me  and  I fell  into  a low  and  very 
dangerous  State.  I once  thought  the  grim  King  would 
certainly  master  my  utmost  efforts  and  that  I must 
sink  in  spite  of  a noble  struggle  but  thank  God  I have 
now  got  the  better  of  the  disorder  and  soon  shall  be 
restored  I hope  to  perfect  health  again.6 

To  find  perfect  health  again  Washington  visited 
the  warm  springs  at  Berkeley  where  he  found  some 
200  people  with  all  kinds  of  ailments  seeking  the 
vaunted  succour  of  the  baths.  Two  or  three  physi- 
cians were  in  their  midst,  but  he  could  not  deter- 
mine whether  they  were  attending  physicians  or 
patients  themselves.6  Although  the  air  was  un- 
wholesome and  the  living  quarters  uncomfortable, 
Washington  wrote  a month  later  that  the  moun- 
tain air  and  exercises  he  took  at  the  springs  gave 
him  some  relief  from  his  indisposition.  Apparent- 
ly the  air  had  improved  since  his  arrival!6 

Seven  years  later  the  Potomac  Squire  returned 
from  a hunt  suffering  from  a “Lax,  griping,  and  vi- 
olent straining.”  After  seven  days  of  rest  and  at- 
tendance by  Dr.  Rumney  he  found  himself  mend- 
ing.15 In  comparatively  good  health  during  the 
Revolutionary  War  and  his  early  presidential 
years,  his  later  years  were  marked  by  several  seri- 
ous illnesses.  When  he  was  fifty-one  he  com- 
plained of  troubled  vision.  Lines  of  letters  ap- 
peared “like  a mist,  blended  together  and  con- 
fused.” Washington  solved  his  oculary  problems 
by  experimenting  with  the  spectacles  of  some  of 
his  officers  until  he  found  a comfortable  pair.  He 
sent  them  to  David  Rittenhouse  in  Philadelphia  as 
models  for  the  scientist  to  fashion  a pair  for  him- 
self.22 Two  years  later,  in  1785,  he  complained  of 
a painful  oppresion  in  the  head  accompanied  by 
difficulty  in  hearing,21  and  in  the  following  year  a 
fever  and  ague  played  such  havoc  with  his  mouth, 
chin,  and  nose,  that  he  could  hardly  shave.6  Later 
that  year,  in  October,  he  began  to  endure  rheumat- 
ic pains,  a condition  which  affected  his  shoulder  in 
March,  1787,  so  acutely  that  he  was  hardly  able  to 
raise  his  hand  to  his  head  or  to  turn  in  bed.  Inter- 
estingly, the  general  gave  his  rheumatic  condition 
as  an  excuse  for  not  attending  some  of  the  official 
meetings  that  he  detested,  but  there  is  no  evidence 
to  indicate  that  these  were  expedient  ploys.6  By 
May,  however,  his  rheumatic  pain  diminished  suf- 
ficiently to  enable  him  to  attend  the  Constitution- 
al Convention.6 

A cold  aggravated  by  a cough  “which  has  greatly 
disordered  my  breast”  served  as  an  excuse  for  ab- 
senting himself  from  a meeting  of  the  directors  of 
the  Potomac  Company  in  January,  1788. 6 At- 
tacked again  by  his  frequent  visitations  of  the 
ague,  he  found  relief  in  cathartics  and  hark;  in 


Boston  he  contracted  the  flu,  later  called  Washing- 
ton’s influenza,  and  suffered  at  the  same  time  an 
inflammation  of  his  left  eye.1  In  the  same  year 
(1789)  his  hearing  worsened;  according  to  Senator 
Maclay  the  president  was  so  deaf  that  he  could  not 
hear  ordinary  conversation.1 

Only  two  months  after  his  inauguration  as  Pres- 
ident, Washington  was  stricken  with  what  he 
called  “a  very  large  and  painful  tumor  on  the  pro- 
tuberance of  my  thigh,”  a swelling  that  his  secre- 
tary, Tobias  Lear,  classed  as  a “malignant  carbun- 
cle.” He  called  the  disease  anthrax,  popularly 
known  as  the  wool-sorter’s  disease,  but  since 
Washington’s  mother  was  then  dying  of  cancer,  it 
is  likely  that  the  President  and  his  friends  were 
fearful  that  he  too  might  have  a malignant 
growth.14  He  was  attended  in  New  York  City  by 
Samuel  Bard,  M.D.,  a fashionable  physician  who 
had  been  educated  at  King’s  College,  Edinburgh 
University,  and  the  University  of  London.  So  | 
great  was  his  reputation  that  Washington  over- 
looked Bard’s  Loyalist  sympathies  in  the  Revolu- 
tion; and  although  Bard  was  unable  to  diagnose 
the  President’s  condition  accurately,  he  made  up 
his  mind  that  it  was  imperative  to  operate  since 
mortification  was  indicated.14  Washington  asked 
the  physician  to  be  candid  about  his  prospects: 
“Do  not  flatter  me  with  vain  hopes.  I am  not 
afraid  to  die,  and  therefore  can  bear  the  worst.” 
Bard  reassured  the  President  that  there  was  hope 
for  him,  but  it  is  unlikely  that  he  went  into  the  op- 
erating chamber  without  apprehension.3 

Dr.  Bard  did  not  perform  the  operation  himself. 
Dr.  Thacher’s  biographical  notice  on  Bard  in  1828 
records  that  the  President’s  physician  fainted 
when  he  bound  up  the  wound  of  his  first  opera- 
tion, but  this  in  itself  is  insufficient  evidence  to  ex- 
plain Bard’s  reluctance  to  operate.  The  tumor 
was  a large  one;  it  had  a dangerous  fiery  hue  and 
was  very  sore.  The  surgeon  made  a deep  incision, 
and  the  tumor  showed  itself  as  an  abscess.2’6’23 
To  lessen  the  noise  on  Cherry  Street  ropes  were 
stretched  across  the  street.  The  weather  was  hot 
and  humid,  conditions  hardly  conducive  to  conva- 
lescence, but  Washington  improved  steadily  and 
even  dared  to  take  coach  rides  stretched  out  on  a 
bed,  with  Martha  beside  him.14  The  wound  from 
the  thigh  incision  was  not  yet  closed  in  September. 
Although  he  admired  Dr.  Bard’s  skill  and  was 
grateful  to  him  for  the  rest  of  his  life,  he  wrote  to 
Dr.  Craik  requesting  that  he  examine  the  wound, 
which  he  hoped  would  be  skinned  over  by  the  thir- 
teenth week.  6 

Washington  recovered  from  this  illness  only  to 
fall  victim  a year  later  to  what  he  described  as  a 
severe  attack  of  the  “peripneumony  kind.”  6 On 
May  9,  1790,  the  President  complained  of  a bad 
cold  and  called  in  Dr.  Bard  for  consultation.  In 
turn,  Dr.  Bard  requested  Charles  McKnight,  M.D.,  . 
and  John  Charlton,  M.D.,  to  assist  him  in  the  diag- 
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nosis  and  treatment  of  the  suffering  President 
whose  respiration  was  hurried  and  shallow.  The 
three  physicians  decided  that  Washington  was  suf- 
fering from  an  attack  of  peripneumonia  and  in- 
fluenza.20 Dr.  Hard  thought  Washington’s  condi- 
tion serious  enough  to  send  for  the  assistance  of 
Gardner  Jones,  M.D.,  of  New  York.  The  message 
to  Dr.  Jones  was  sent  with  great  secrecy,  and  he 
was  advised  to  manufacture  a pretext  for  leaving 
the  city  that  would  not  give  rise  to  suspicion 
among  the  public  of  the  President’s  dangerous  ill- 
ness. Dr.  Jones  set  off  at  once  on  his  important 
mission  on  receipt  of  Dr.  Hard’s  letter.6 

On  May  15  the  President’s  condition  was  criti- 
cal. Senator  Maclav  wrote  pessimistically  of  the 
prognosis  for  Washington:  “Every  eye  full  of 

tears.  His  life  despaired  of.  Dr.  MacKnight  told 
me  he  would  trifle  neither  with  his  own  character 
nor  the  public  expectation;  his  danger  was  immi- 
nent, and  every  reason  to  expect  that  the  event  of 
his  disorder  would  he  unfortunate.” 9 Happily, 
the  President’s  resistance  prevailed  over  his  ill- 
ness; his  copious  sweating  subsided,  his  heart  beat 
steadied,  and  his  color  returned.17  By  May  24  he 
was  riding  in  his  carriage,  but  on  June  15  he  wrote 
that  he  had  suffered  two  severe  attacks  in  less 
than  a year,  that  he  had  never  been  as  ill  in  thirty 
years,  and  that  “a  third  attack  more  than  proba- 
ble, will  put  me  to  sleep  with  my  fathers.”  6 For- 
tunately, the  recess  of  Congress  in  November  af- 
forded him  “a  respite  from  office”  and  an  opportu- 
nity for  “the  re-establishment  of  perfect  health.”  6 
From  1791  to  1795  Washington  was  concerned 
with  carbuncles  and  tumors,  none  of  them  serious 
it  turned  out.  On  July  6 he  mentioned  the  ap- 
pearance of  a minor  carbuncle20  which  he  likened 
in  August  to  a “tumor  not  much  unlike  the  one  I 
had  at  New  York  in  1789.”  6 On  February  2,  1975, 
Washington  wrote  to  Thomas  Pinckney  of  the  re- 
markable Dr.  Tate  as  “one  possessed  of  the  valu- 
able secret  of  curing  cancerous  complaints.”  14  He 
praised  Dr.  Tate  for  having  cured  him  of  “an  irri- 
table spot  on  my  right  cheek  which  had  for  years 
been  increasing  in  pricking  and  disagreeable  sen- 
sations; and  in  June  last  assumed  the  decided 
character  of  a cancer;  of  which  I was  perfectly  re- 
lieved by  Doctr.  Tate  in  about  two  months  by  an 
easy  course  of  which  I felt  no  confinement  or  any 
other  inconvenience,  nor  any  injury  to  my  consti- 
tution since.”6  But  Tebbell14  believes  Washing- 
ton was  mistaken  in  reporting  his  skin  condition  as 
cancerous:  “From  the  vantage  point  of  modern 

medicine,  it  can  be  safely  assumed  that  Washing- 
ton did  not  have  a skin  cancer,  and  that  Dr.  Tate 
certainly  had  no  ‘cure’  for  the  disease,  but  on  the 
other  hand,  whatever  Washington  did  have,  Dr. 
Tate  apparently  cured  it . . .”  14 

Washington  and  his  dental  woes 

\\  ashington’s  dental  problems  have  provided 


writers  with  materials  for  amusing  articles,  but  to 
one  plagued  with  infected  and  defective  teeth 
there  is  little  to  be  merry  over.  Although  army 
surgeons  practiced  dentistry  in  the  eighteenth  cen- 
tury, Washington  was  not  overly  sanguine  about 
their  dental  skills.  In  May,  1781 , he  wrote  to  John 
Baker,  M.D.,  of  Philadelphia  to  send  him  a pair  of 
pincers  to  fasten  the  wires  of  his  teeth,  and  he 
asked  also  for  a scraper  for  cleaning  his  teeth.6  In 
addition,  he  asked  for  plaster  of  Paris  “with  which 
you  take  in  wax  a model  of  the  mouth  for  your 
false  teeth,  and  directions  how  to  mix  and  make 
use  of  it.  When  you  have  done  this,  I can  then 
give  you  a model  as  will  enable  you  to  furnish  me 
with  what  I want.”  Alas,  Washington  was  not 
given  the  opportunity  to  practice  do-it-yourself 
dentistry  for  his  letter  to  Dr.  Baker  was  intercep- 
ted by  the  British,  who,  if  they  had  had  a decent 
sense  of  humor,  should  have  sent  him  a bag  of 
plaster.'22 

Of  great  interest  to  medical  and  dental  histori- 
ans is  Washington’s  letter  of  congratulation  to 
Richard  Varick  for  submitting  to  Dr.  Jean  Pierre 
Le  Mayeur’s  successful  operation  of  transplanting 
living  teeth.  “I  have  been  staggered  in  my  belief 
in  the  efficacy  of  transplantation”  wrote  Washing- 
ton,6 and  he  invited  the  dentist  to  enter  the  patriot 
lines  to  give  him  dental  assistance  since  he  had 
“some  teeth  which  are  very  troublesome  to  me  at 
times,  and  of  which  I wish  to  be  eased,  provided  I 
could  substitute  others  (not  by  transplantation, 
for  of  this  I have  no  idea,  even  with  young  people, 
and  sure  I am  it  cannot  succeed  with  old)  and 
gums  which  might  be  relieved  by  a man  of  skill.”  22 

In  March,  1790,  Washington  attended  a dinner 
given  for  Sen.  Samuel  Johnson  of  North  Carolina. 
The  observant  Senator  Maclay  noted  the  Presi- 
dent’s melancholia  marked  by  his  playing  “on  the 
table  with  a fork  or  knife,  like  a drumstick.”  Ste- 
phen Decatur,  Jr.,  a biographer  of  Washington,  as- 
cribed Washington’s  nervousness  to  his  miseries 
with  his  aching  teeth.  Later,  he  had  his  teeth  ex- 
tracted from  one  jaw  and  replaced  with  a set  of  ar- 
tificial teeth  made  of  “seahorse”  (hippopotamus) 
ivory.  This  set  was  too  large,  distorting  his  mouth 
and  chin  and,  undoubtedly,  embarrassing  him  im- 
measurably.9 Artificial  teeth  continued  to  cause 
him  grief;  in  1790  he  wrote  to  John  Greenwood 
that  the  bar  supporting  his  false  teeth  shot  beyond 
the  gums  and  forced  his  lips  out  under  his  nose 
causing  him  both  soreness  and  embarrassment.6 
Two  years  before  his  death  he  was  still  having  den- 
tal mishaps:  three  false  teeth  worked  themselves 
loose,  and  his  substitute  pair  of  teeth  forced  his 
lips  to  bulge  outward.6  Irving3  attributed  Gilbert 
Stuart’s  unflattering  portrait  of  Washington  to  the 
President’s  loss  of  teeth: 

The  feature,  usually  exaggerated  in  poor  copies, 

and  the  least  agreeable  in  the  original,  is  the  mouth, 
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resulting  from  the  want  of  support  of  those  muscles 
consequent  on  the  loss  of  teeth,  a defect  which  Stuart 
vainly  attempted  to  remedy  by  inserting  cotton  be- 
tween the  jaw  and  the  lips;  and  Wilson  Peale  more 
permanently,  but  not  less  ineffectually,  sought  to  re- 
lieve by  a set  of  artificial  teeth.3 

His  final  illnesses 

Although  he  had  survived  two  wars  and  unceas- 
ing political  attacks  in  his  Presidential  tenure, 
Washington  appeared  to  be  in  fine  health  in  1795, 
four  years  before  his  death.20  He  wrote  to  Gover- 
ner  Jay  on  May  8,  1796,  that  the  Presidency  had 
harmed  his  mind  more  than  his  body  and  that  he 
looked  forward  to  a few  years  of  peace  in  retire- 
ment.20 A week  later,  James  McHenry  reported 
that  Dr.  Craik  thought  well  of  Washington’s  pres- 
ent health,  but  on  June  1 a fever  kept  the  Presi- 
dent from  attending  a cabinet  meeting.20  He  was 
particularly  disturbed  by  the  personal  attacks  on 
him  in  the  National  Gazette  and  Phillip  Frenau’s 
pro-French  editorials  embittered  him.20  A year 
later  he  lost  20  pounds  in  an  attack  of  the  ague.* 
His  friends  were  grieved  with  his  appearance  after 
his  recovery,15’20-24  and  with  good  reason,  for  he 
was  still  convalescing  from  his  fever  in  October.6 

In  his  Memoir  on  the  Last  Sickness  of  George 
Washington  and  its  Treatment  by  the  Attendant 
Physicians,  James  Jackson,  M.D.,  wrote  that 
Washington’s  death  was  unexpected.  The  retired 
President  was  still  in  good  health  and  he  was  not 
to  have  a “wearing  or  wasting  chronic  malady.”  25 
It  is  surprising,  though,  that  a man  as  fearful  of 
colds  as  Washington  should  have  ventured  hatless 
into  the  cold  on  Thursday,  December  12,  1799.6 
He  returned  to  the  house  with  a wet  neck  and 
snow  in  his  hair.  On  Friday  he  complained  of  a 
sore  throat,  but  he  refused  to  take  a remedy  from 
Mr.  Lear  saying,  “No,  you  know  I never  take  any- 
thing for  a cold.  Let  it  go  as  it  came.”  26  On  Sat- 
urday morning,  between  2:00  and  3:00,  he  experi- 
enced a sharp  attack  of  the  ague.  He  spoke  only 
with  difficulty,  but  he  refused  to  let  Martha  get  up 
to  call  a servant  because  he  feared  that  she  would 
contract  a cold.  Help  for  the  acutely  ill  General 
was  not  sought  until  7:00  in  the  morning.2 

Unwillingly,  Mr.  Rawlins,  Washington’s  over- 
seer, bled  the  insistent  patient.  Martha’s  pana- 
cea, onions  and  molasses,  almost  suffocated  her 
poor  husband.  At  last,  Dr.  Craik  arrived  at  9:00 
A.M. 

In  brief,  this  is  what  Dr.  Craik,  Dr.  Brown,  and 
Dr.  Dick  reported  on  the  President’s  death:  On 

February  13,  1799,  the  President  suffered  an  in- 
flammatory affection  of  the  upper  part  of  the 
windpipe,  technically  known  as  cynanche  trache- 
alis.  He  experienced  a violent  ague  with  pain  in 
the  upper  and  fore  part  of  the  throat  and  stricture 

* Washington  lost  20  pounds  during  this  illness.15  Inter- 
estingly, Peruvian  Bark  (quinine)  was  shunned  by  Protestants 
who  disliked  its  popular  name,  Jesuit’s  Bark.24 


in  the  same  parts.  He  had  a bad  cough  and  diffi- 
cult deglutition.  His  fever  was  high,  and  his  respi- 
ration was  laborious.  He  was  bled  12  to  14  ounces 
before  the  physician’s  arrival.  On  Saturday  the 
case  became  alarming.  Dr.  Craik  sent  for  two  con- 
sultants. Meanwhile,  Craik  bled  his  old  friend 
again  and  applied  blisters  to  the  affected  parts. 
Two  moderate  doses  of  calomel  followed,  but  an 
infection  affected  the  lower  intestines.  No  observ- 
able benefits  resulted  from  bleeding  and  medica- 
tion; the  respiration  became  more  distressing. 
The  consulting  physicians  agreed  to  further  bleed- 
ings; 32  ounces  of  blood  were  drawn,  but  again 
there  was  no  relief  by  venesection.  Vapor  of  vine- 
gar and  water  was  used  as  an  inhalant.  Medica- 
tion was  resumed:  10  gr.  of  calomel  and  5 gr.  of 

emetic  tartar.  The  only  result  was  a copious 
bowel  discharge.  The  patient  appeared  to  be  slip- 
ping. Blisters  were  applied  to  his  extremities;  ca- 
taplasms of  bran  and  vinegar  were  applied  to  his 
throat.  Speaking  became  almost  unbearable  and 
respiration  painful  and  imperfect.  At  11:30  P.M. 
he  died  in  full  possession  of  his  intellectual  facul- 
ties.13 

Washington  appeared  to  know  that  he  was 
dying.  At  4:30  he  confided  to  Lear  “I  find  I am 
going.  My  breath  cannot  last.  I believed  from 
the  first  that  the  disorder  would  be  fatal.”  26  To 
Dr.  Craik  he  said,  “Doctor,  I die  hard,  but  I am  not 
afraid  to  die.”  26  Finally,  at  10:00  he  said  with  dif- 
ficulty, “I  am  just  going.  Have  me  decently  bur- 
ied, and  do  not  let  my  body  be  put  into  the  vault  in 
less  than  three  days.”  Between  10:00  and  11:0C 
his  breathing  became  easier.  He  lay  quietly,  felt 
his  own  pulse,  and  expired  without  a struggle  or  a 
sigh.26 

Washington’s  death  has  been  attributed  tc 
quinsy,  membranous  croup,  and  acute  laryngitis 
In  the  1840s  Dr.  Jackson  argued  that  Washingtoi 
“was  in  fact  strangulated  by  the  closure  of  th( 
windpipe  as  much  as  if  a tight  cord  had  been  twist 
ed  around  his  neck.” 25  He  called  this  disease 
acute  laryngitis,  a rare  disease  not  clearly  de 
scribed  before  Washington’s  time  and  cited  th« 
post  mortems  performed  by  Matthew  Baillie 
M.D.,  of  London  in  1810  that  reinforced  his  find 
ings  on  acute  laryngitis.25  On  the  basis  of  3 pos 
mortems,  Dr.  Bailie  described  the  pathology  o 
acute  laryngitis: 

1.  Inflammation  of  the  mucous  membrane  of  tb 
whole  larynx  and  epiglottis. 

2.  Inflammation  of  muscles  and  cartilage  of  these  or 
gans. 

3.  These  inflammations  prevent  the  epiglottis  fron 
shielding  the  windpipe  of  substances  passin 
through  the  pharynx. 

4.  Swallowing  becomes  difficult — the  epiglottis  in 
stinctively  shuts  up  the  larynx. 

5.  This  consequently  induces  pain  and  disables  th 
pharynx  which  can’t  convey  the  liquids  and  solid 
brought,  to  it.  The  narrowest  part  of  the  air  tub 
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becomes  inflammed  with  accompanying  horseness 
and  swelling  that  impede  breathing  and  speak- 
ing.25 

In  Dr.  Brown’s  somewhat  guilt-ridden  letter  to 
Dr.  Craik  he  reminded  him  that  Dr.  Dick  had  op- 
posed further  bleeding  of  the  President  on  that 
fateful  Saturday  in  February.13 

But  Dr.  Brown  did  not  mention  another  recom- 
mendation that  Dr.  Dick  had  made  that  day, 
namely,  to  perform  a tracheotomy  on  the  dying 
man  as  a last  resort.2  Perhaps  the  operation  was 
too  risky  for  a dying  man  to  undergo;  perhaps  he 
was  too  far  gone  for  surgery  to  save  him,  but  had 
Martha’s  and  Dr.  Dick’s  opposition  to  bleeding 
prevailed  the  President  might  have  survived  his 
last  ordeal.  But  bleeding  was  a respectable  prac- 
tice in  Washington’s  time,  and  its  chief  apostle, 
the  revered  Dr.  Rush,  who  had  written  A Defence 
of  Bloodletting  as  a Remedy  for  Certain  Diseases, 
dominated  the  medical  profession.23  Rush  had 
taught  2,250  students  who,  according  to  Thach- 
er,23  "have  extended  the  blessings  of  his  instruc- 
tion and  improvement  in  the  theory  and  practice 
of  medicine,  over  the  United  States,  and  in  a few 
instances  to  South  America,  the  West  Indies,  and 
the  eastern  Continent.”  If  Rush  modestly 
claimed  to  have  saved  the  lives  of  only  100  yellow 
fever  patients  in  the  great  epidemic  of  1793  in 
Philadelphia  by  purging  them  with  calomel,  com- 
bined with  rhubarb  and  jalap,  bloodletting,  low 
diets,  cold  drinks,  and  applications  of  cold  water,27 
his  admirer,  Thacher,23  generously  raised  the 
number  of  6,000  cured  souls,  and  praised  Rush  un- 
stintingly:  "This  was  the  most  eventful  year  in 
the  life  of  Dr.  Rush.  It  laid  a solid  foundation  for 
his  fame,  which  will  last  till  sin  and  sickness  are  no 
more.”  Rush  had  other  champions.  Professor 
Francis  of  Geneva  College  in  New  York  City  asked 
that  Rush  be  honored  as  much  as  Sydenham  and 
Boerhaave.23 

Dr.  Jackson  approved  the  bleeding  of  Washing- 
ton, citing  the  policy  of  Dr.  Watson  of  London  to 
bleed  in  the  early  stages  of  acute  laryngitis.25 
Washington  was  “not  bled  enough  initially  be- 
cause of  Martha’s  intervention,  but  Craik’s  second 
bleeding  was  right — the  anceps  remedium  is  justi- 
fiable." Jackson  seconded  Dick’s  wish  to  perform 
a tracheotomy,  but  he  cautioned  that  this  opera- 
tion should  be  used  only  “after  all  other  methods 
have  failed.”  25 

Rush’s  most  bitter  opponent  was  William  Cob- 
bett  who  termed  bloodletting  “as  one  of  those 
great  discoveries  which  are  made  for  the  depopula- 
tion of  the  earth."  19  Cobbett  blamed  Rush’s  sys- 
tem of  medicine  for  Washington’s  death  and  de- 
voted a full  issue  of  The  Porcupine  Gazette  to 
driving  this  point  home.28  Stung  by  this  blow  to 
his  pride,  Rush  sued  Cobbett  for  slander  and  was 
awarded  a sum  of  money  by  the  jury.  Rush  gave 
the  award  to  the  poor,  a gesture  not  to  be  con- 


strued as  shallow  philanthropy  when  it  is  remem- 
bered that  Rush  remained  in  Philadelphia 
throughout  the  dreadful  yellow  fever  epidemic  of 
1793,  subjecting  himself  to  the  infection  that  took 
the  lives  of  ten  of  his  fellow  physicians.23  But  an- 
other critic  of  Rush,  William  Thornton,  M.D., 
after  hearing  Rush’s  complaint  that  too  many  peo- 
ple have  “been  murdered  by  large  and  ill-timed 
doses  of  wine  and  bark,”  asked,  “But  of  bleeding 
. . ?”  And  a modern  medical  historian  who  down- 
grades Rush  as  an  innovative  physician  writes  that 
everywhere  Rush  “attempted  to  cast  out  nature  by 
unlimited  bloodletting  and  overdrugging — the  fa- 
mous physician  was  really  a menace  in  the  sick- 
room.” 24 

Conclusion 

It  was  fitting  that  Washington’s  old  comrade- 
in-arms  was  with  him  at  the  final  battle  that  the 
general  fought.  Dr.  Craik  was  with  Washington 
when  Braddock  fell,  he  was  with  him  during  the 
long  War  for  Independence,  and  he  was  with  him 
intermittently  until  the  “quinsy”  felled  him.  He 
doctored  the  Virginian  as  squire,  soldier,  and 
statesman,  and  if  his  art  was  insufficient  to  heal 
his  dying  friend,  it  is  doubtful  that  any  other  phy- 
sician would  have  been  more  skillful.  Whether 
Martha’s  and  Dr.  Dick’s  antipathy  for  bleeding 
was  more  sensible  than  Rush’s  and  Craik’s  advoca- 
cy of  venesection  is  of  interest  to  antiquarians  and 
historians,  but  the  modern  medical  consensus  is 
that  the  bloodletting  in  Washington’s  case  was  “a 
blundering  and  brutal  attempt  to  treat  the  dis- 
ease.” 7 

Washington’s  inheritance  was  a poor  prognosis 
for  his  longevity,  but  he  almost  attained  the  three 
score  and  ten  Biblical  standard  for  a long  life.  Af- 
flicted with  smallpox,  numerous  “fluxes,  agues, 
and  laxes,”  respiratory  ailments  including  a form 
of  “peripneumonia,”  tumors  and  carbuncles  and 
“cancerous”  spots,  and  burdened  for  most  of  his 
life  with  painful  teeth,  his  own  and  artificial,  he 
managed  to  effect  reasonably  rapid  recoveries. 
Psychologically,  the  burdens  of  war  and  office 
sapped  his  mental  strength;  few  Presidents  have 
escaped  the  ordeals  of  office.  A military  man,  he 
stressed  the  need  for  our  nation  to  subordinate  the 
military  authority  to  civilian  rule,  and  it  is  to  his 
credit  that  he  did  not  seek  to  play  a monarchical 
role  as  President.  There  were  many  eulogies  spo- 
ken and  written  after  Washington’s  death,  but  the 
brief  statement  supposedly  made  by  Dr.  Craik  is 
perhaps  the  most  fitting  with  which  to  conclude  a 
report  on  Washington’s  medical  history: 

I,  who  was  bred  amid  scenes  of  human  calamity, 
who  had  so  often  witness  death  in  its  direct  and  most 
awful  forms,  believed  that  its  terrors  were  too  familiar 
to  my  eye  to  shake  my  fortitude,  but  when  I saw  this 
great  man  die,  it  seemed  as  if  the  bonds  of  my  nature 
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were  rent  asunder,  and  that  the  pillar  of  my  country’s 
happiness  had  fallen  to  the  ground.23 

47  Tanager  Lane 
Levittown,  New  York 
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AMA  to  support  survey 
of  antibiotic  usage  patterns 

A pilot  study  to  analyze  the  antibiotic  usage  patterns 
of  a cross  section  of  American  physicians  will  be  con- 
ducted by  the  American  Medical  Association. 

The  $70,000  study  will  be  done  under  the  direction  of 
the  AMA’s  Committee  on  Antibiotic  Utilization  and  will 
be  funded  by  the  AMA  Education  and  Research  Foun- 
dation. 

The  proposed  study,  committee  officials  said,  will  be 
the  first  relatively  large-scale  effort  to  study  the  use  of 
antibiotics  in  outpatients  and  to  include  detailed  diag- 
nostic information. 

The  committee’s  proposal  said  the  study  will  be  done 
in  cooperation  with  the  Kaiser-Permanente  Medicai 
Group,  the  San  Joaquin  Foundation,  and  the  University 
of  Southern  California-Los  Angeles  County  Hospital,  all 
in  California. 

In  approving  funding,  AMA-ERF’s  directors  asked 
the  committee  to  include  in  its  study  a fee-for-service 
ambulatory  group. 

The  project  coordinator  will  be  Joseph  F.  Sadusk  Jr., 
M.D.,  a member  of  the  committee  on  antibiotic  utiliza- 
tion, former  director  of  the  Food  and  Drug  Administra- 
tion’s Department  of  Medicine  and  formerly  senior  vice 
president  of  Warner-Lambert  Co. 

The  committee  told  AMA-ERF’s  directors  that  the  ad 


York,  AMS  Press  Inc.,  1968,  p.  23. 

11.  Bixley,  W.  K.:  Inventory  of  the  Contents  of  Mount 

Vernon,  1810,  privately  printed,  1909,  p.  11. 

12.  Fitzpatrick,  J.  C.:  The  Diaries  of  George  Washington, 
Boston,  Houghton  Mifflin  Company,  1923,  1:  121,  25. 

13.  Gordon,  M.  B.:  Aesculapius  Comes  to  the  Colonies, 

Vennor,  New  Jersey,  Ventnor  Publishers,  1949,  pp.  460,  370, 
283,  95,  90,  43. 

14.  Tebbel,  J.:  George  Washington’s  America,  New  York, 
E.P.  Dutton  & Co.,  Inc.,  1954,  pp.  38,  272,  274,  356. 

15.  Thane,  E.:  Potomac  Squire,  New  York,  Duell,  Sloan 
and  Pearce,  1963,  pp.  14,  27,  26,  87,  393. 

16.  Corbin,  J.:  The  Unknown  Washington,  New  York, 

Charles  Scribner’s  Sons,  1930,  p.  61. 

17.  Thane,  E.:  Washington’s  Lady,  New  York,  Dodd  Mead 
& Co.,  1960,  introduction,  pp.  151,  290. 

18.  Farmer,  L.,  Ed.:  The  Doctor’s  Legacy,  New  York,  Har- 
per and  Bros.  1955,  p.  55. 

19.  Shyrock,  R.  H.:  Medicine  and  Society  in  America 

1660-1860,  New  York,  New  York  University  Press,  1960,  pp. 
90,  70. 

20.  Freeman,  D.  S.:  The  Life  of  Washington,  1948,  1:  252; 
6:  214,  259,  324;  7:  235,  377,  460,  84,  527. 

21.  Ford,  W.  C.:  George  Washington,  New  York,  Charles 
Scribner’s  Sons,  1900,  1:  32;  2: 105. 

22.  Flexner,  J.  T.:  George  Washington  and  the  American 
Revolution,  Boston,  Little  Brown  and  Company,  1968,  pp.  499, 
124. 

23.  Thacher,  J.:  American  Medical  Biography  or  Memoirs 
of  Eminent  Physicians  Who  Have  Flourished  in  America,  New 
York,  Milford  House,  1967,  pp.  120;  2:  37,  32,  42,  66,  69;  239. 

24.  Robinson,  V.:  The  Story  of  Medicine,  New  York. 

Tudor  Press,  1931,  pp.  313,  454. 

25.  Everett,  E.:  The  Life  of  George  Washington,  New 

York,  Sheldon  Press,  1860,  pp.  273,  275,  277,  283. 

26.  Lossing,  S.:  The  Life  and  Times  of  Washington,  Alba- 
ny, Belcher  Publishing  Co.,  1903,  1:  1994,  1996. 

27.  Packard,  F.  R.:  History  of  Medicine  in  the  Unitec 

States,  New  York,  Hafner  Press,  1963,  1: 139. 

28.  Binger,  C.:  Revolutionary  Doctor,  New  York,  W.W 

Norton  & Co.,  1966,  p.  246. 


hoc  group’s  deliberations  have  centered  on  how  to  inves 
tigate  objectively  the  patterns  of  antibiotic  utilization  i) 
the  U.S.,  particularly  in  the  outpatient  setting.  Th 
committee  said  it  has  found  that  much  good  data  on  an 
tibiotic  usage  already  exist  in  computer  banks  of  univer 
sity  hospitals  and  medical  foundations. 

“If  accumulated  and  correlated,”  the  committee  saic 
“these  data  will  yield  valuable  information  that  ca 
serve  as  a base  for  establishing  usage  guidelines.  It  i 
(our)  belief  that  guidelines  predicated  on  such  data  hav 
an  infinitely  better  chance  of  influencing  the  prescribin 
habits  of  the  medical  practitioner  than  guidelines  base 
only  upon  a consensus  opinion,  regardless  of  how  well  i 
might  be  formulated.” 

The  pilot  study  will  cover  only  patients  receiving  arr 
bulatory  care  and  will  be  a retrospective  study.  Th 
committee  hopes  the  pilot  study  will  lead  to  a largt 
scale  prospective  study. 

Members  of  the  AMA’s  Ad  Hoc  Committee  on  Antib 
otic  Utilization,  in  addition  to  Dr.  Sadusk,  are  M.D 
Morton  D.  Bogdonoff,  head  of  the  Department  of  Med 
cine,  the  Abraham  Lincoln  School  of  Medicine,  Chicago 
Maxwell  Finland,  professor  emeritus,  Channing  Labor; 
tory,  Harvard  University  and  Boston  City  Hospita 
Boston;  John  E Kasik,  professor  of  medicine,  Oakda 
Hospital  Chest  Unit,  University  of  Iowa,  Oakdale,  low 
William  H.  Morris  Jr.,  Dept,  of  Pediatrics,  the  Han 
mond  Clinic,  Munster,  Indiana. 
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Letters  to  the  Editor 


Remission  of  sarcoid 

To  the  Editor:  Isolated  lesions  of  sarcoid  have  long 

been  studied  pathologically  with  little  benefit  to  either 
medical  knowledge  or  to  the  patient.  The  lack  of 
spread  suggests  an  early  specific  resistance  and  the  ab- 
sence of  caseation  or  other  necrosis  implies  no  allergic 
process.  Occasional  coexistence  with  tuberculosis  may 
compound  the  problem  of  etiology  and  some  units  still 
support  a tuberculous  origin. 

A forty-one-year-old  Negro  woman  first  developed  a 
lesion  on  the  left  cheek  at  age  nineteen.  Initial  clinical 
and  pathologic  studies  established  the  diagnosis  of  cuta- 
neous sarcoid  and  she  was  treated  with  repeated  courses 
of  steroids.  No  extension  of  the  lesion,  3.0  cm.  wide,  2.5 
cm.  long,  and  1.5  cm.  high,  occurred.  It  was  a firm  cen- 
trally-raised mass  thinly  covered  by  epidermis,  with  no 
pigmentary  changes. 

She  was  seen  again  twenty  years  later,  at  which  time 
newer  dermal  preparations  of  cortisone  and  gentamicin 
creams  were  applied  with  no  improvement.  Subse- 
quently an  extensive  course  of  vitamin  B12  (cyanoco- 
balamine)  was  administered  both  intramuscularly  and 
orally.  After  several  weeks  of  cvanocobalamine  therapy 
the  lesion  regressed  and  there  was  a flat  surface  over 
which  the  skin  remained  intact.  About  a month  later, 
the  patient  chose  to  discontinue  the  therapy  and  several 
weeks  after  this,  the  lesion  again  began  to  extend  to  its 
previous  size. 


ponents  produce  a valuable  cytotoxic  effect.  Other 
agents  in  these  categories  might  produce  salubrious  or 
antimetabolic  effects  which  may  he  of  more  lasting  ben- 
efit. 

This  approach  to  the  therapy  of  sarcoid  clearly  may 
be  of  benefit. 

In  another  case  typical  of  pulmonary  sarcoid,  a lack  of 
effect  of  either  corticoids  or  of  vitamin  B12  (cyanoco- 
halamine)  therapy  may  indicate  that  the  richness  of  vas- 
cularity in  neighboring  tissues  and  of  the  lesion  may  be 
a factor  in  supplying  the  affected  tissue  with  the  agents 
one  seeks  to  use. 

HOWARD  S.  ZUCKER,  M.D. 

305  Willetts  Lane 
W.  Islip,  New  York  11795 


Prescription  versus 
cheapest  drug  substitution 

To  the  Editor:  The  repeal  of  state  antisubstitution  leg- 
islation and  the  possible  imposition  of  prescribing  prac- 
tices via  a national  generic  formulary  loom  as  real  issues 
which  will  have  to  be  dealt  with  in  the  not  too  distant 
future.  The  rationale  for  substitution  and  generic  pre- 
scribing is  basically  twofold: 

1.  The  major  factor,  agreed  on  by  all  supporters  of 
substitution  legislation  is  based  on  potential  economic 
savings. 


Vitamin  Bi2  (cyanocobalamine)  does  not  cure  cuta- 
neous sarcoid,  but  it  has  in  this  instance  apparently  pro- 
duced a clear  and  almost  complete  remission.  It  is  pos- 
sible that  it  exerts  either  a salubrious  effect  on  resis- 
tance and  resorption,  or  that  the  degradation  of  its  com- 


2.  The  other  factor  concerns  the  ability  to  insure  the 
degree  of  difference  or,  more  correctly,  the  degree  of 
sameness  among  multisource  drugs  (generic  equiva- 
lents). 

continued  on  page  135 


FIGURE  1.  The  area  under  each  curve  is  the  same  (equal  bioavailability),  but  the  attained  peak  blood  levels  are  not  equal. 
In  fact,  Drug  number  2 never  reaches  an  effective  concentration. 
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MEDI-SCAN  Q&A 


What’s  wrong  with  this"patient”? 


Supplementary 
vitamins  in  febrile 
illness 


Poor  appetite.  Depletion  of  vitamin  C. 
Possible  antibiotic  interference  with 
intestinal  microorganisms  that  syn- 
thesize the  B-complex  vitamins.  These 
factors  may  lead  to  a vitamin  deficient 
state  in  the  patient  with  advanced 
chronic  infection  or  severe  acute 
febrile  illness. 

During  the  recovery  period,  high 
potency  Berocca  Tablets  can  supple- 
ment inadequate  dietary  supply  of  both 
B-complex  and  C vitamins  and  can  help 
meet  essential  vitamin  requirements  in 
the  patient  with  these  types  of  infection. 


When  nutritional 
supplementation  is  indicated 
in  infection 


BEROCCAtab  as 

PY 


vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  odor  or  aftertaste 
Low  priced  Rx  formula 

* Diagnosis  appears  on  next  page. 

See  next  page  for  summary  of  Product 
Information. 


DIAGNOSIS:  Chronic  pyelo- 
nephritis is  revealed  in  these 
illustrations:  (A)  Intravenous 
pyelogram  showing  irregular  renal 
outline  and  deformed  pelvis; 

( B)  Renal  scan  showing  decreased 
renal  size:  (C)  X-ray  of  the  lumbar 
spine  and  pelvis  showing  osteo- 
porosis; ( D)  V3  lead  showing T-wave 
elevation  due  to  hyperkalemia. 


Please  see  complete  product  information. 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  Bi)  15  mg 

Riboflavin  (Vitamin  B2) 15  mg 

Pyridoxine  HC1  (Vitamin  Bg)  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  B 12)  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  ( Vitamin  C ) 500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylacticallv  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress. despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indi- 
cated by  clinical  need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  New  Jersey  07110 


continued  from  page  133 

The  term  substitution  denotes  the  act  of  compound- 
ing, dispensing,  or  sale  of  drugs  of  brand  or  trade  names 
other  than  those  specified  by  the  physician  prescribing 
without  obtaining  the  physician’s  consent  each  time  it  is 
done.1  It  is  argued  by  some  that,  today,  such  permis- 
sion is  no  longer  necessary  since  generic  equivalence 
supposedly  implies  therapeutic  equivalence. 

But  is  generic  equivalence,  the  foundation  for  future 
state  and  federal  legislation,  a single  concept?  Or  is  it, 
in  fact,  composed  of  several  facets?  We  believe  that  in 
order  to  have  true  generic  equivalence,  drug  products 
should  be  equivalent  in  all  ways;  chemically  equivalent, 
bioequivalent,  and  therapeutically  equivalent. 

Chemical  equivalence  means  that  the  active  ingredi- 
ent of  various  brands  of  the  same  drug  are  chemically 
identical  and  that  each  dosage  unit  contains  the  same 
quantity  of  that  active  ingredient.  For  example:  if  tet- 
racycline hydrochloride  (Tetracyn)  250  mg.,  tetracycline 
hydrochloride  (Sumycin)  250  mg.,  tetracycline  hydro- 
chloride (Achromycin)  250  mg.,  and  tetracycline  U.S.P. 
250  mg.,  each  contain  250  mg.  tetracycline  hydrochlo- 
ride, they  are  chemically  equivalent. 

We  have  discovered,  however,  that  the  manufacturing 
process  of  various  compounds  affect  such  vital  things  as 
in  vivo  absorption.  For  example,  the  use  of  such  ab- 
sorption preventing  additives  as  dicalcium  phosphate  in 
antibiotics  was  routine  until  it  was  discovered  that  this 
supposedly  inactive  chemical  depressed  antibiotic  blood 
levels  by  preventing  complete  absorption  of  such  drugs 
as  tetracycline.2 

Other  reasons  for  variability  of  absorption  between 
chemically  equivalent  drugs  can  range  from  the  degree 
of  compression  of  a tablet  to  the  other  “filler”  sub- 
stances that  are  placed  in  a capsule  or  tablet  in  order  to 
facilitate  the  manufacturing  process. 

Bio-equivalence  (equal  bioavailability)  means  that 
equal  amounts  of  various  brands  of  drugs  are  delivered 
from  their  dosage  forms  to  the  site  of  absorption  or  ad- 
ministration and  then  to  the  systemic  circulation.3  In  a 
strict  sense  it  is  a comparative  term  since  drugs  are 
often  compared  to  a standard  drug  either  by  blood  or 
urine  level  determinations.  When  methods  of  assay  of 
some  compounds  are  either  nonexistent  or  insensitive, 
other,  less  precise  indices  of  drug  activity  such  as  the 
electroencephalogram  are  used  instead  as  in  the  case  of 
some  psychotropic  drugs. 

Nevertheless,  bioavailability  is  being  touted  as  the 
method  of  insuring  therapeutic  equivalence.  But  there 
are  several  problems  inherent  in  adopting  this  posture. 
Among  them  are: 

1.  By  strict  definition,  drugs  may  have  equal  bio- 
availability but  the  physician  may  question  their  thera- 
peutic equivalence  (Fig.  I).4 

2.  Methodologies  for  determining  bioequivalence  do 
not  exist  for  many  compounds. 

3.  In  order  to  choose  among  products,  all  of  the 
brands  of  the  compound  should  have  bioavailability 
data  available.  This  is  not  the  case  in  most  instances 
since  only  a few  products  of  any  given  compound  have 
adequate  documentation. 

Therapeutic  equivalence  means  that  chemically 
equivalent  drugs  exhibit  equal  clinical  activity.  Those 
who  would  repeal  antisubstitution  legislation  or  other- 
wise impose  blanket  generic  prescribing  based  on  the 

continued  on  page  146 

January  1975/  New  York  State  Journal  of  Medicine  135 


Drug  Information* 


Questions  and  Answers 

Do  you  have  any  information  comparing  the  com- 
mercially available  cephalosporins ? 

Seven  different  cephalosporin  antibiotics  are  now 
commercially  available.  The  following  chart  summa- 
rizes important  data  concerning  these  drugs  (Table  I). 

Since  p-dichlorosulfamoylbenzoic  acid  (Halazone) 
has  been  discontinued , what  methods  can  be  used  to 
decontaminate  or  purify  water  for  drinking ? 

The  following  is  from  a recent  report  from  Morbidity 
& Mortality*  and  can  be  used  by  people  traveling 
abroad  and  may  also  be  helpful  to  campers. 

* Health  information  for  international  travel,  Morbid.  Mor- 
tal. Weekly  Rep.  supp.  23:  66  (Sept.)  1974. 


Health  hints  for  the  traveler 

Water  is  probably  safe  in  most  hotels  in  large  cities 
commonly  used  by  American  travelers;  however,  only 
water  from  adequately  chlorinated  sources  can  be  con- 
sidered truly  safe.  In  areas  of  the  world  where  hygiene 
and  sanitation  are  poor,  the  traveler  should  be  advised 
that  only  beverages  made  from  boiled  water  (tea,  coffee, 
and  so  on),  bottled  water,  bottled  carbonated  drinks, 
beer,  and  wine  may  be  safe  to  drink.  Where  water  is 
contaminated,  ice  must  also  be  considered  contaminat- 
ed; it  should  be  emphasized  that  under  these  circum- 
stances ice  may  serve  to  contaminate  containers  used  for 
drinking  if  the  ice  is  merely  discarded  and  the  contain- 
ers not  thoroughly  cleaned  with  soap  and  hot  water. 
Tap  water  which  is  uncomfortably  hot  to  the  touch  is 
usually  safe  and  may  be  used  for  brushing  teeth  as  well 
as  for  drinking. 

Water  of  uncertain  purity  may  be  made  safe  for 
drinking  by  the  use  of  either  heat  or  chemicals.  If  water 
is  cloudy  or  not  obtained  directly  from  the  tap,  strain  it 
through  a clean  cloth  into  a container  to  remove  any 
sediment  or  floating  matter;  then  treat  with  heat  or 
chemicals  as  follows: 

Heat 

1.  Boil  the  water  vigorously  for  at  least  one  full  min- 
ute. 

2.  After  cooling,  the  water  is  safe  to  use.  Adding  a 
pinch  of  salt  to  each  quart  or  pouring  the  water  from 
one  clean  container  to  another  several  times  will  im- 

* The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Hrookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  .Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Modell,  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)  622-8989  or  622-4040. 


prove  the  taste. 

Chemicals  (laundry  bleach  or  tincture  of  iodine) 

1.  Liquid  chlorine  laundry  bleach  can  be  purchased 
at  grocery  stores,  and  so  on.  Read  the  label  to  find  the 
percentage  of  chlorine  available  and  follow  the  direc- 
tions in  Table  II.  Liquid  chlorine  laundry  bleach  usual- 
ly has  4 to  6 per  cent  available  chlorine. 

2.  Tincture  of  iodine,  from  the  medicine  chest  oi 
first-aid  kit,  can  be  used  as  directed  in  Table  III. 

I understand  that  there  is  a new  treatment  for  heart 
burn  utilizing  bethanechol.  Have  you  heard  about  it? 

Incompetence  of  the  pressure  barrier  at  the  gastro 
esophageal  junction  is  a major  factor  in  the  patho 
physiology  of  gastroesophageal  reflux  and  heartburn 
Heartburn  can  be  caused  by  inadequate  constriction  o 
the  low  esophageal  sphincter.  The  pressure  in  th 
stomach  increases  and  the  weak  sphincter  muscle  allow 
the  pressure  to  produce  a gastroesophageal  reflux.  Thi 
causes  the  pain  associated  with  heartburn. 

It  has  been  known  that  subcutaneous  injection  of  th 
cholinergic  agent  bethanechol  (Urecholine,  Myocholine 
increases  lower  esophageal  sphincter  (LES)  pressure  i 
both  normal  subjects  and  in  patients  with  gastroesophg 
geal  reflux.1  Recently,  oral  bethanechol  also  has  bee 
shown  to  produce  a sustained  rise  in  lower  esophaget 
sphincter  pressure.  Farrell  et  al.2  studied  its  effects  o 
20  patients  with  chronic  heartburn  who  had  evidence  e 
lower-sphincter  incompetence.  In  a randomized  dot 
ble-blind  crossover  study,  each  patient  received  eitht 
25  mg.  bethanechol  or  placebo  four  times  a day  for  tw 
months;  after  a two-month  rest  period  the  opposil 
treatment  (drug  or  placebo)  was  given  for  two  month 
The  patients’  symptoms  were  evaluated  each  month  < 
the  study.  Antacid,  taken  as  desired,  was  quantitate 
monthly.  The  results  showed  significant  improvemei 
in  heartburn  symptoms  and  decreased  antacid  use  du 
ing  bethanechol therapy. 

The  marked  stimulatory  effects  of  oral  bethanech 
on  the  lower  esophageal  sphincter  and  the  apparent  lo 
side-effects  at  the  dosage  utilized  suggests,  that  th 
agent  may  be  a welcome  addition  to  therapy  of  refract 
ry  heartburn,  and  it  might  be  a logical  approach  to  tl 
treatment  of  an  age-old  problem. 

1.  Castell,  D.  0.:  Heartburn:  New  insights  into  our  ag 

old  problem.  Drug  Therap.  2:  78  (Oct.)  1972. 

2.  Farrell,  R.  L.,  et  al.:  Cholinergic  therapy  of  chron 

heartburn,  a controlled  trial,  Ann  Int.  Med.  8:  573  (May)  1974 

What  is  the  latest  recommended  treatment  for  go . 
orrhea  in  adults? 

The  latest  recommended  treatment  for  uncomplicejl 
ed  gonococcal  infections  in  men  and  women  is  as  f< 
lows.f 

1 Oonorrhea — CDC  recommended  treatment  schedule 
1974,  Morbid.  Mortal.  23:  34  (Oct.  5)  1974. 

Drug  regimen  of  choice 

APPG  (aqueous  procaine  penicillin  G)  4.8  million  uni 
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TABLE  I.  Data  concerning  seven  cephalosporin  antibiotics 


Cost  to 


Pharmacist 
for  One  Day’s 


Generic  Name 

Trade 

Namefs) 

Route 

Daily  Dose 

Serum  T x/t 
(Hours)  (A) 

Koute(s)  of 
Elimination 

Advantages 

Therapy  (B) 

Disadvantages  (Dollars) 

Cephalexin 

Keflex 

By  mouth 

250  mg.  to  1 
Gm.  four 
times  a day 
(1  to  4 Gm. 
daily) 

0 9 ± 0 02 

(Low-protein 

binding) 

Kidney 

High  urine  lev- 
els; acid  stable; 
more  resistant 
to  staphylococ- 
cal penicillinase 
than  cephalori- 
dine 

Possible  nephrotoxicity 

1 . 20-4 . 65 

Cephaloglycin 

Kafocin 

By  mouth 

250  mg.  to  500 
mg.  four  times 
a day 

(1  to  2 Gm. 
daily) 

Unavailable 

Kidney, 

liver 

High  urine  lev- 
els; acid  stable 

Only  useful  for  urinary 
tract  infections 

1 26-2  52 

Cephaloridine 

Loridine 

IM,  IV 

500  mg.  to  1 
Gm.  four 
times  a day 
(1  to  4 Gm. 
daily) 

1.5 

Kidney 

Is  more  potent 
and  yields 
higher  and  more 
sustained  serum 
levels  than 
cephalothin 

Nephrotoxicity;  false 
positive  direct 
Coombs’  has  been 
reported;  (C)  furos- 
emide (and  perhaps 
ethacrynic  acid)  may 
enhance  nephrotoxic- 
ity of  cephaloridine 
l ’ 

7 80-14.30 

Cephalothin  (E) 

Keflin 

IM,  IV* 

500  mg.  to  2 
Gm.  every  4-6 
hrs. 

(2  to  12  Gm. 
daily) 

0.47  ± 0.13 
(Intermedi- 
ate protein 
binding) 

Kidney. 

liver 

Few  toxic,  side- 
effects;  high 
serum  levels 
can  be  obtained 

Possible  nephrotoxic- 
ity; severe  pain  on 
IM  administration; 
thrombophlebitis  is 
rather  common  com- 
plication when  large 
doses  are  given  IV 

5 60-33 . 00 

Cephapirin 

Cefadyl 

1M,  IV 

500  mg.  to  2 
Gm.  every  4-6 
hrs. 

(2  to  12  Gm. 
daily) 

0 62  dc  0.2 
(Intermedi- 
ate protein 
binding) 

Kidney, 

liver 

May  be  lower  in- 
cidence of  phle- 
bitis than  with 
cephalothin 
therapy;  nephro 
toxicity  not  re- 
ported to  date 

Unknown  at  this  time, 
but  probably  similar 
to  other  cephalo- 
sporins 

5 00-29 . 40 

Cefazolin  (F) 

Kefzol, 

Ancef 

IM*.  IV 

250  mg.  to  1 
Gm.  every  6-8 
hrs. 

(0. 75  to  4 Gm. 
daily) 

1.8  ±0.2 
(Very  high 
protein 
binding) 

Kidney 

Peak  serum  con- 
centration and 
duration  of  ac- 
tion greater 
than  for  cepha- 
lothin or  cepha- 
loridine 

Possible  nephrotoxic- 
ity 

3 90-20  60 

Cephradine 

Velosef 

By  mouth  (as 
of  this  writing, 
no  parenteral 
form  commer- 
cially avail- 
able) 

250  mg.  to  500 
mg.  four  times 
a day 

(1  to  2 Gm. 
daily) 

0.7 

(Intermedi- 
ate protein 
binding)* 

Kidney, 
other  (?) 

Rapidly  ab- 
sorbed 
when  given 
orally;  acid 
stable;  high 
urine  levels 
obtained 

Unknown  at  this  time, 
but  probably  similar 
to  other  cephalo- 
sporins 

1.35-2  70 

* Preferred. 

(A)  = Serum  T 12  is  the  time  for  50  per  cent  of  a drug  to  be  eliminated. 

B = Prices  based  on  1974  Blue  Book  tSiegelman,  S.:  American  Druggist  Blue  Book,  44th  ed..  New  York,  The  Hearst  Corporation,  1974). 

C ' = Since  cephaloridine  has  produced  a false  positive  direct  Coombs’  test  result,  it  should  be  recognized  that  a patient  receiving  any  cephalo- 
I sporin  antibiotic  may  develop  a false  positive  direct  Coombs’  result. 

<D)  = Furosemide  and  perhaps  also  ethacrynic  acid  may  enhance  the  nephrotoxicity  of  any  cephalosporin  drug  that  is  nephratoxic. 

(E)  = and  i F)  = The  Medical  Letter  states  that  when  a parenteral  cephalosporin  is  indicated,  either  cephalothin  or  cefazolin  is  preferred;  cefazolin  is 
I less  painful  on  intramuscular  injection  »Cephapirin,  M.  Letter,  16:53  (June  21)  1974). 


TABLE  II. 

Directions  for  chlorine 

Available 

Drops*  to  be  Added  per  Quart 

Chlorine 

Clean 

Cloudy 

(Per  Cent) 

Water 

Water 

1 

10 

20 

4 to  6 

2 

4 

7 to  10 

1 

2 

Unknown 

10 

20 

* 1 drop  = 0.05  ml.  (1)  Mix  thoroughly  by  stirring  or  shaking  water  in 
container;  (2)  let  stand  for  thirty  minutes;  (3)  a slight  chlorine  odor 
should  be  detectable  in  the  water;  if  not,  repeat  the  dosage  and  let  stand 
for  an  additional  fifteen  minutes  before  using;  and  (4)  water  is  safe  to 
use. 


intramuscularly  is  divided  into  at  least  two  doses  and  in- 
;ected  at  different  sites  at  one  visit,  together  with  1 Gm. 
af  probenecid  (Benemid)  by  mouth  just  before  the  injec- 
tions. 


TABLE  III.  Directions  for  iodine 

Tincture  Drops*  to  be  Added  per  Quart 

of  Iodine  Clean  Water  Cloudy  Water 

2 per  cent  5 10 

* 1 drop  = 0.05  ml.  (1)  Let  stand  for  thirty  minutes;  and  (2)  water  is 
safe  to  use. 

Alternative  regimens 

A.  Patients  in  whom  oral  therapy  is  preferred:  am- 
picillin  3.5  Gm.  by  mouth,  together  with  1 Gm. 
probenecid  by  mouth  administered  at  the  same 
time.  There  is  evidence  that  this  regimen  may 
be  slightly  less  effective  than  the  recommended 
APPG  regimen. 

B.  Patients  who  are  allergic  to  the  penicillins  or  pro- 
benecid (that  is,  allergy  to  penicillin,  ampicillin, 
probenecid,  or  previous  anaphylactic  reaction): 
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1.  Tetracycline  hydrochloride,  1.5  Gm.  initially  by 
mouth,  followed  by  0.5  Gm.  by  mouth  four  times 
per  day  for  four  days  (total  dosage  9.5  Gm.). 
Other  tetracyclines  are  not  more  effective  than 
tetracycline  hydrochloride.  All  tetracyclines  are 
ineffective  as  single-dose  therapy. 

2.  Spectinomycin  hydrochloride,  2 Gm.  intramus- 
cularly in  one  injection. 

Treatment  failures 

Most  recurrent  infection  after  treatment  with  the  rec- 
ommended schedules  is  due  to  reinfection.  True  treat- 
ment failure  after  therapy  with  penicillin,  ampicillin,  or 
tetracycline  should  be  treated  with  2 Gm.  of  spectino- 
mycin intramuscularly. 

Other  problems 

Postgonococcal  urethritis  is  treated  with  tetracycline 
0.5  Gm.  four  times  a day  by  mouth,  for  at  least  seven 
days. 

Pharyngeal  gonococcal  infections  may  be  more  diffi- 
cult to  treat  than  anogenital  gonorrhea.  Post-treatment 
cultures  are  essential  follow-up  for  pharyngeal  infection. 
The  schedules  of  ampicillin  and  spectinomycin  recom- 
mended for  anogenital  gonorrhea  are  ineffective  in  pha- 
ryngeal gonorrhea.  Patients  whose  infection  is  not  era- 
dicated after  treatment  with  4.8  million  units  of  APPG 
plus  1 Gm.  of  probenecid  may  be  treated  with  9.5  Gm.  of 
tetracycline  in  the  dosage  schedule  outlined  in  “alterna- 
tive regimens.” 

All  patients  with  gonorrhea  should  have  a serologic 
test  for  syphilis  at  the  time  of  diagnosis.  Seronegative 
patients  without  clinical  signs  of  syphilis  who  are  receiv- 
ing the  recommended  parenteral  penicillin  schedule 
need  not  have  follow-up  serologic  tests  for  syphilis.  Pa- 
tients treated  with  ampicillin,  spectinomycin,  or  tetra- 
cycline should  have  a follow-up  serologic  test  after  three 
months  to  detect  inadequately  treated  syphilis. 

Patients  with  gonorrhea  who  also  have  syphilis  should 
be  given  additional  treatment  appropriate  to  the  stage 
of  syphilis. 

Although  long-acting  forms  of  penicillin  (such  as  ben- 
zathine penicillin  G)  are  effective  in  syphilotherapy, 
they  have  NO  place  in  the  treatment  of  gonorrhea.  Oral 
penicillin  preparations  such  as  penicillin  V are  not  rec- 
ommended for  the  treatment  of  gonococcal  infection. 

In  the  treatment  described,  physicians  are  cautioned 
to  use  no  less  than  the  recommended  dosage  of  antibiot- 
ics. Also,  when  children  are  postpubertal  and/or  over 
100  pounds,  he  or  she  should  be  treated  with  dosage  reg- 
imens as  have  been  defined  for  adults. 

Is  an  atropine-containing  drug  always  contraindicat- 
ed in  patients  with  glaucoma ? 

Almost  any  drug  with  anticholinergic  activity*  has  a 
warning  included  in  its  labeling  to  the  effect  that  it 
should  not  be  used  by  patients  with  glaucoma. 

* The  main  groups  of  drugs  hearing  a warning  for  use  in  glau- 
coma include:  (1)  antispasmodics,  such  as  atrophine,  pro- 

pantheline, and  so  on,  (2)  phenothiazine  derivatives,  that  is, 
chlorpromazine,  trifluoperazine,  and  so  on;  (3)  tricyclic  antide- 
pressants, or  amitryptyline,  desipramine,  and  so  forth;  (4) 
monoamine  oxidase  inhibitors,  including  isocarboxazid  and 
tranylcypromine;  and  (5)  miscellaneous  agents,  such  as,  anti- 
histamines, decongestants,  and  adrenal  corticosteroids. 


Glaucoma  can  be  conveniently  classified  into  primary, 
secondary,  and  congenital  types.  Primary  glaucoma  can 
be  further  divided  into  simple  open-angle  glaucoma, 
also  known  as  wide-angle  (refers  to  angle  between  the 
iris  and  corneoscleral  recess),  and  angle-closure  glauco- 
ma which  is  also  called  narrow-angle  glaucoma.  Open- 
angle  glaucoma  is  the  most  commonly  occurring  form 
and  accounts  for  about  90  per  cent  of  the  cases  of  glau- 
coma diagnosed. 

Less  than  5 per  cent  of  glaucomas  are  of  the  narrow-  ' > 
angle  type.1  In  this  type  of  glaucoma  the  angle  made 
between  the  iris  and  corneoscleral  recess  becomes  criti- 
cal. As  this  angle  closes  off,  the  intraocular  pressure 
rises  rapidly,  and  the  classical  symptoms  of  pain,  red- 
ness, and  blurred  vision  result.  Angle  closure  (narrow 
angle)  may  be  precipitated  by  atropine,  cycloplegic  or 
mydriatic  agents,  or  by  any  of  the  anticholinergic  drugs 
which  dilate  the  pupil  and  crowd  the  already  narrow 
angle.  This  is  probably  the  form  of  glaucoma  for  which 
the  original  warnings  were  placed  on  the  drug  products.2  i 
Therefore,  it  is  necessary  that  these  patients  be  moni-  | 
tored  by  an  ophthalmologist  when  anticholinergic  drugs 
are  used  during  initial  therapy  and  must  be  warned 
against  discontinuing  the  miotic  for  any  reason. 

The  patient  with  open-angle  glaucoma  is  not  in  the 
same  danger,  since  drug-induced  elevations  of  pressure 
are  reversible  even  if  several  pilocarpine  instillations  are 
missed.3 

In  conclusion,  in  patients  under  treatment  for  open- 
angle  glaucoma,  it  is  probable  that  in  most  instances  the 
potentially  adverse  effects  of  systemically  administered 
anticholinergic  drugs  would  be  completely  counteractec 
by  the  drugs  being  used  for  the  treatment  of  glaucoma.’ 
Therefore,  the  use  of  systemic  anticholinergic  drugs  is 
not  necessarily  contraindicated  in  patients  with  this 
form  of  glaucoma. 

1.  Tong,  T.  G.,  and  lgnoffo,  R.  J.:  Glaucoma,  J.  Am 

Pharm.  Ass.  12:  522  (Oct.)  1972. 

2.  Frank,  M.  G.:  The  drug  induced  glaucomas,  J.  M.  Soc 
New  Jersey  71:  470  (June)  1974. 

3.  Willetts,  G.  S.,  and  Hopkins,  D.  J.:  Systemic  therapeu 
tic  agents  and  glaucoma,  Practitioner  209:  27  (July)  1972. 

4.  Grant,  W.  M.:  Ocular  complications  of  drugs,  glaucomr 
-J.A.M.A.  207:  2089  (Mar.  17)  1969. 
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Obituaries 


Salvatore  Amato,  M.D.,  of  New  York  City,  died  on 
May  22,  1973,  at  the  age  of  seventy-four.  Dr.  Amato  re- 
ceived his  medical  degree  from  the  University  of  Rome 
in  1925.  He  was  an  attending  physician  at  Columbus 
Hospital.  Dr.  Amato  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

James  Ernest  Ayre,  M.D.,  of  Melville  and  Old  VVest- 
bury,  died  on  October  11,  1974,  at  the  age  of  sixty-four. 
Dr.  Ayre  graduated  in  1936  from  the  University  of  Al- 
berta Faculty  of  Medicine.  He  was  a member  of  the 
Nassau  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Gaetano  Beccari,  M.D.,  of  New  York  City,  died  on  No- 
vember 30,  1973,  at  the  age  of  ninety-three.  Dr.  Beccari 
received  his  medical  degree  from  the  University  of 
Rome  in  1903.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

David  Bloom,  M.D.,  of  New  York  City,  died  on  October 
27,  1974,  at  the  age  of  seventy.  Dr.  Bloom  graduated  in 
1928  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Oscar  Harry  Bloom,  M.D.,  of  Great  Neck,  died  on  No- 
vember 1,  1974,  at  the  age  of  seventy-five.  Dr.  Bloom 
graduated  in  1921  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  had  been  an  attending  gynecol- 
ogist at  Parsons  Hospital.  He  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Arnold  Burkhardt,  M.D.,  of  New  York  City, 
died  on  October  18,  1974,  at  the  age  of  seventy.  Dr. 
Burkhardt  graduated  in  1928  from  Harvard  University 
Medical  School.  He  was  a consulting  physician  in  med- 
icine at  the  New  York  Eye  and  Ear  Infirmary.  Dr.  Burk- 
hardt was  a Fellow  of  the  American  College  of  Physi- 
cians and  a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  \ork  Gastroenterological  Society,  the 
New  \ ork  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Alexander  I.  Charin,  M.D.,  of  New  York  City,  died  on 
September  24,  1974,  at  the  age  of  eighty-two.  Dr.  Char- 


in received  his  medical  degree  from  the  University  of 
Warsaw  in  1916.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Chester,  M.D.,  of  Mamaroneck,  died  on  Octo- 
ber 24,  1974,  at  the  age  of  seventy.  Dr.  Chester  gradu- 
ated in  1927  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  attending  cardiologist  at 
Montefiore  Hospital  and  Medical  Center,  director 
emeritus,  and  an  attending  physician  in  medicine  at 
United  Hospital  (Port  Chester),  chief  of  medicine  at  St. 
Vincent’s  Hospital  of  the  City  of  New  York,  Westches- 
ter Branch  (Harrison),  and  a consulting  cardiologist  at 
United  Hospital.  Dr.  Chester  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
International  Society  of  Internal  Medicine,  the  New 
York  Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Ralph  Colp,  M.D.,  of  New  York  City,  died  on  Novem- 
ber 11,  1974,  at  the  age  of  eighty-one.  Dr.  Colp  gradu- 
ated in  1915  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a consulting  surgeon  and 
director  emeritus  at  The  Mount  Sinai  Hospital.  Dr. 
Colp  was  a Diplomate  of  the  American  Board  of  Sur- 
gery, a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Surgical  Association,  the 
American  Gastro-Enterological  Association,  the  New 
York  Academy  of  Medicine,  the  New  York  Surgical  So- 
ciety, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Bernard  Disick,  M.D.,  of  Brooklyn,  died  on  October  7, 
1974,  at  the  age  of  seventy-seven.  Dr.  Disick  graduated 
in  1925  from  the  Medical  College  of  Virginia. 
He  was  a staff  physician  in  general  practice  at  Kings 
Highway  Hospital.  Dr.  Disick  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Max  Eagle,  M.D.,  of  Forest  Hills,  died  on  August  29, 
1974,  at  the  age  of  seventy-nine.  Dr.  Eagle  graduated  in 
1919  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Leonard  Feit,  M.D.,  of  The  Bronx,  died  on  October  6, 
1974,  at  the  age  of  sixty-two.  Dr.  Feit  graduated  in 
1938  from  the  Royal  College  of  Physicians  and  Surgeons 
of  Edinburgh  and  Glasgow.  He  was  a clinical  assistant 
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physician  in  medicine  at  Bronx-Lebanon  Hospital  Cen- 
ter. Dr.  Feit  was  a member  of  the  American  Academy 
of  Family  Physicians,  the  Bronx  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  R.  Fisher,  M.D.,  of  West  Palm  Beach,  Florida, 
formerly  of  New  York  City,  died  on  October  9,  1974,  at 
the  age  of  seventy-six.  Dr.  Fisher  graduated  in  1924 
from  the  University  of  Maryland  School  of  Medicine 
and  College  of  Physicians  and  Surgeons.  He  had  been 
an  assistant  surgeon  in  otolaryngology  at  Manhattan 
Eye,  Ear  and  Throat  Hospital.  Dr.  Fisher  was  a Diplo- 
mate  of  the  American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alfred  I.  Frankel,  M.D.,  of  Massapequa,  died  on  Octo- 
ber 12,  1974,  at  the  age  of  fifty-seven.  Dr.  Frankel  grad- 
uated in  1939  from  Dalhousie  University  Faculty  of 
Medicine.  He  was  an  attending  surgeon  at  Lakeside 
Hospital  (Copiague).  Dr.  Frankel  was  a Diplomate  of 
the  American  Board  of  Surgery. 

Helmut  Robert  Freisinger,  M.D.,  of  Warwick,  died  on 
September  23,  1974,  at  the  age  of  sixty-six.  Dr.  Fre- 
isinger received  his  medical  degree  from  the  University 
of  Vienna  in  1933.  He  was  chief  of  medicine  at  St.  An- 
thony Community  Hospital.  Dr.  Freisinger  was  a mem- 
ber of  the  Orange  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benjamin  Freudenfall,  M.D.,  of  New  York  City,  died 
on  October  16,  1974,  at  the  age  of  eighty-nine.  Dr. 
Freudenfall  graduated  in  1907  from  University  and  Bel- 
levue Hospital  Medical  College.  He  was  an  emeritus 
otolaryngologist  at  Midtown  Hospital.  Dr.  Freudenfall 
was  a member  of  the  American  Academy  of  Compensa- 
tion Medicine,  Inc.,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rubin  Friedman,  M.D.,  of  The  Bronx,  died  on  October 
30,  1974,  at  the  age  of  sixty-one.  Dr.  Friedman  gradu- 
ated in  1940  from  the  University  of  Cambridge  Facidty 
of  Medicine.  He  was  a clinical  assistant  cardiologist  at 
Bronx-Lebanon  Hospital  Center.  Dr.  Friedman  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

David  Frieman,  M.D.,  of  Brooklyn,  died  on  October  7, 
1974.  Dr.  Frieman  graduated  from  Eclectic  Medical  In- 
stitute, Cincinnati. 

David  Paul  German,  M.D.,  of  New  York  City,  died  on 
July  20,  1974,  at  the  age  of  sixty-five.  Dr.  German  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1936.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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William  Joseph  Godfrey,  M.D.,  of  Long  Island  City, 
died  on  October  13,  1974,  at  the  age  of  eighty.  Dr.  God- 
frey graduated  in  1918  from  Long  Island  College  Hospi- 
tal. He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Norbert  Goldenberg,  M.D.,  of  New  York  City,  died  on 
September  25,  1974,  at  the  age  of  sixty-five.  Dr. 
Goldenberg  received  his  medical  degree  from  the  Uni- 
versity of  Geissen  in  1932.  He  was  an  associate  attend- 
ing physician  in  pulmonary  diseases  at  Montefiore  Hos- 
pital and  Medical  Center.  Dr.  Goldenberg  was  a Fellow 
of  the  American  College  of  Chest  Physicians  and  a mem- 
ber of  the  American  Thoracic  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Hyman  Goldstein,  M.D.,  of  New  York  City,  died  on 
October  29,  1974,  at  the  age  of  eighty-six.  Dr.  Goldstein 
graduated  in  1910  from  Long  Island  College  Hospital. 
He  was  a member  of  the  New  York  State  Society  for 
Medical  Research,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  Gorfinkel,  M.D.,  of  New  York  City,  died  on 
August  31,  1974,  at  the  age  of  seventy-six.  Dr.  Gorfink- 
el graduated  in  1921  from  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leo  Baker  Halleran,  M.D.,  of  New  York  City,  died  on 
November  2,  1974,  at  the  age  of  fifty-eight.  Dr.  Haller- 
an graduated  in  1942  from  Columbia  University  College 
of  Physicians  and  Surgeons.  He  was  an  attending  phy- 
sician at  Roosevelt  Hospital  and  also  an  attending  phy- 
sician in  diabetes  and  medicine  there.  Dr.  Halleran  was 
a Diplomate  of  the  American  Board  of  Internal  Medi- 
cine and  a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alfred  Herbert  Iason,  M.D.,  of  New  York  City,  died 
on  November  8,  1974,  at  the  age  of  eighty-three.  Dr. 
Iason  graduated  in  1915  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  a member  of 
the  Industrial  Medical  Association,  the  American  Geri- 
atrics Society,  the  New  York  State  Society  of  Industrial 
Medicine,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Emanuel  Manes  Klaften,  M.D.,  of  Larchmont,  died  on 
January  4,  1971,  at  the  age  of  seventy-nine.  Dr.  Klaften 
received  his  medical  degree  from  the  University  of  Vien- 
na in  1919.  He  was  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the 
American  Geriatrics  Society,  the  New  York  Academy  of 


Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Clarence  Klein,  M.D.,  of  Rochester,  died  on 
September  18,  1974,  at  the  age  of  sixty-four.  Dr.  Klein 
graduated  in  1986  from  Marquette  University  School  of 
Medicine.  He  was  a member  of  the  Industrial  Medical 
Association,  the  Rochester  Academy  of  Medicine,  the 
Monroe  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Felix  Philip  Lowenfish,  M.D.,  of  New  York  City,  died 
on  August  19,  1974,  at  the  age  of  seventy-six.  Dr.  Low- 
enfish graduated  in  1924  from  Syracuse  University  Col- 
lege of  Medicine.  He  was  a consulting  dermatologist  at 
City  Hospital  Center  at  Elmhurst.  Dr.  Lowenfish  was  a 
Diplomate  of  the  American  Board  of  Dermatology,  Inc., 
and  a member  of  the  American  Academy  of  Dermatolo- 
gy, the  Society  for  Investigative  Dermatology,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Andrew  Lukacs,  M.D.,  of  Walden  and  Wall- 
kill,  died  on  October  19,  1974,  at  the  age  of  fifty-one. 
Dr.  Lukacs  graduated  in  1950  from  New  York  Medical 
College.  He  was  an  attending  physician  at  St.  Luke’s 
Hospital  (Newburgh).  Dr.  Lukacs  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
i tion. 

EdwTard  James  McCabe,  M.D.,  of  New  York  City,  died 
| on  October  28,  1974,  at  the  age  of  seventy-five.  Dr. 

McCabe  graduated  in  1926  from  Yale  University  School 
, of  Medicine.  He  was  an  attending  surgeon  at  Flower 
and  Fifth  Avenue  and  Doctors  Hospitals  and  a consult- 
, ing  surgeon  at  Metropolitan  Hospital.  Dr.  McCabe  was 
a Fellow  of  the  American  College  of  Surgeons,  a Fellow 
j of  the  International  College  of  Surgeons,  and  a member 
( of  the  American  Geriatrics  Society,  the  Pan  American 
Medical  Association,  the  New  York  Academy  of  Medi- 
t cine,  the  New  York  County  Medical  Society,  the  Medi- 
i cal  Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  William  McCullough,  M.D.,  of  Port  Jervis, 
died  on  July  24,  1974,  at  the  age  of  sixty-four.  Dr. 
McCullough  graduated  in  1936  from  the  University  of 
. Virginia  School  of  Medicine.  He  was  an  attending  sur- 
geon at  St.  Francis  Hospital.  Dr.  McCullough  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  Orange  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
i Association. 

Gladys  May  McDermaid,  M.D.,  of  Canton,  Massachu- 
setts, formerly  of  Brooklyn,  died  on  November  7,  1974, 
at  the  age  of  seventy-five.  Dr.  McDermaid,  retired, 
graduated  in  1926  from  the  University  of  Colorado 
School  of  Medicine.  She  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  (Psychiatry) 


and  a member  of  the  American  Psychiatric  Association, 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Howard  Marvin,  M.D.,  of  New  York  City  and 
Yonkers,  died  in  December,  1973,  at  the  age  of  sixty- 
nine.  Dr.  Marvin  graduated  in  1932  from  Cornell  Uni- 
versity Medical  College.  He  was  an  assistant  attending 
urologist  at  French  and  Polyclinic  Medical  School  and 
Health  Center.  Dr.  Marvin  was  a Fellow  of  the  Interna- 
tional College  of  Surgeons  and  a member  of  the  Ameri- 
can Geriatrics  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ward  W.  Millias,  M.D.,  of  Rome,  died  on  October  12, 
1974,  at  the  age  of  eighty-six.  Dr.  Millias  graduated  in 
1912  from  Albany  Medical  College.  He  was  a senior 
emeritus  psychiatrist  at  Rome  Hospital  and  Murphy 
Memorial  Hospital.  Dr.  Millias  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric  Associa- 
tion, the  Utica  Academy  of  Medicine,  the  Oneida  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Daniel  Mound,  M.D.,  of  The  Bronx,  died  on  September 
26,  1974,  at  the  age  of  sixty-three.  Dr.  Mound  gradu- 
ated in  1937  from  the  University  of  Edinburgh  Faculty 
of  Medicine  and  the  University  of  Glasgow  Faculty  of 
Medicine.  He  was  a clinical  assistant  pediatrician  at 
Bronx-Lebanon  Hospital  Center  and  an  attending  gen- 
eral practitioner  at  Westchester  Square  Hospital.  Dr. 
Mound  was  a Diplomate  of  the  American  Board  of  Fam- 
ily Practice  and  a member  of  the  American  Academy  of 
Family  Practice,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  August  Muendel,  M.D.,  of  Jamaica  and 
Queens  Village,  died  on  November  3,  1974,  at  the  age  of 
seventy-six.  Dr.  Muendel  graduated  in  1923  from  the 
University  of  Pennsylvania  School  of  Medicine.  He  was 
a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Maximilian  M.  Nemser,  M.D.,  of  New  York  City,  died 
on  October  12,  1974,  at  the  age  of  eighty-one.  Dr.  Nem- 
ser graduated  in  1916  from  Columbia  University  College 
of  Physicians  and  Surgeons.  He  was  a consulting  urolo- 
gist at  Lenox  Hill,  St.  Clares,  and  Misericordia  Hospi- 
tals. Dr.  Nemser  was  a Diplomate  of  the  American 
Board  of  Urology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Urological  As- 
sociation, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Aaron  Robert  Peskin,  M.D.,  of  New  York  City,  died 
on  October  19,  1974,  at  the  age  of  seventy-five.  Dr. 
Peskin  graduated  in  1925  from  Long  Island  College  Hos- 
pital. He  was  a consulting  physician  at  Unity  Hospital 
(Brooklyn).  Dr.  Peskin  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine,  a Fellow  of  the  Ameri- 
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can  College  of  Physicians,  and  a member  of  the  Ameri- 
can Public  Health  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Karl  Poliak,  M.D.,  of  New  York  City,  died  on  April  4, 
1974,  at  the  age  of  seventy-nine.  Dr.  Poliak  received  his 
medical  degree  from  the  University  of  Vienna  in  1920. 
He  was  a member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  Louis  Preston,  M.D.,  of  New  York  City,  died 
on  November  5,  1974,  at  the  age  of  seventy.  Dr.  Preston 
graduated  in  1928  from  the  University  of  Nebraska  Col- 
lege of  Medicine.  He  was  an  orthopedic  surgeon  at  Uni- 
versity, Bellevue,  New  York  City  Veterans  Administra- 
tion, Columbus,  and  Doctors  Hospitals.  Dr.  Preston 
was  a Diplomate  of  the  American  Board  of  Orthopedic 
Surgery,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of  Orthopaedic 
Surgeons,  the  Society  for  Experimental  Biology  and 
Medicine,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Benjamin  Rabbiner,  M.D.,  of  New  York  City,  died  on 
November  11,  1974,  at  the  age  of  eighty-six.  Dr.  Rab- 
biner graduated  in  1915  from  Long  Island  College  Hos- 
pital. He  had  been  an  assistant  attending  obstetrician 
and  gynecologist  at  Maimonides  Medical  Center.  Dr. 
Rabbiner  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Medical  Soci- 
ety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jonathan  Harris  Ranney,  M.D.,  of  New  York  City, 
died  on  April  27,  1974,  at  the  age  of  eighty-seven.  Dr. 
Ranney  graduated  in  1909  from  the  University  of  Ver- 
mont College  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  I.  Rosenstein,  M.D.,  of  New  York  City,  died 
on  October  9,  1974,  at  the  age  of  seventy-one.  Dr.  Ro- 
senstein graduated  in  1930  from  the  University  of  Ten- 
nessee College  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Louis  Sachs,  M.D.,  of  New  York  City,  died  on  October 
14,  1974,  at  the  age  of  eighty-seven.  Dr.  Sachs  received 
his  medical  degree  from  the  University  of  Konigsberg  in 
1912.  He  was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons,  the  New  York  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Arthur  Samuel,  M.D.,  of  Seattle,  Washington,  former- 
ly of  New  York  City,  died  on  October  17,  1974,  at  the 
age  of  eighty-eight.  Dr.  Samuel  received  his  medical 
degree  from  the  University  of  Bonn  in  1911.  He  had 
been  a clinical  assistant  attending  physician  at  Jewish 
Memorial  Hospital.  Dr.  Samuel  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  M.  Schwartz,  M.D.,  of  Queens  Village,  died  on 
November  3,  1974,  at  the  age  of  fifty-four.  Dr. 
Schwartz  graduated  in  1945  from  Long  Island  College  of 
Medicine.  He  was  a member  of  the  medical  staff  in 
general  practice  at  Terrace  Heights  Hospital.  Dr. 
Schwartz  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harold  Daniel  Sehl,  M.D.,  of  Clark  Mills,  died  on  No- 
vember 8,  1974,  at  the  age  of  seventy-four.  Dr.  Sehl 
graduated  in  1922  from  Albany  Medical  College.  He 
was  a member  of  the  Utica  Academy  of  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

David  Eli  Silberman,  M.D.,  of  Santa  Barbara,  Califor- 
nia, formerly  of  Jefferson  Valley,  died  in  August,  1974, 
at  the  age  of  sixty-five.  Dr.  Silberman  graduated  in 
1936  from  New  York  University  College  of  Medicine. 
Retired,  he  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry),  Fellow  of  the 
American  College  of  Physicians  and  a member  of  the 
American  Psychiatric  Association,  the  American  Acade- 
my of  Psychoanalytic  Medicine,  the  New  York  Academy 
of  Medicine,  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Daniel  Glen  Smith,  M.D.,  of  Schenectady,  died  on  Oc- 
tober 23,  1974,  at  the  age  of  eighty-five.  Dr.  Smith 
graduated  in  1916  from  Johns  Hopkins  University 
School  of  Medicine.  He  was  an  honorary  member  of  the 
medical  staff  at  Ellis  Hospital  and  Sunnyview  Hospital 
and  Rehabilitation  Center.  Dr.  Smith  was  a member  of 
the  Schenectady  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

E.  Fletcher  Smith,  M.D.,  of  New  York  City  and  Man- 
hasset,  died  on  November  2,  1974,  at  the  age  of  seventy- 
two.  Dr.  Smith  graduated  in  1928  from  the  University 
of  Texas  School  of  Medicine.  He  was  a consulting  ob- 
stetrician and  gynecologist  at  The  New  York  Hospital, 
an  associate  obstetrician  and  gynecologist  at  Beth  Israel 
Medical  Center,  and  an  honorary  obstetrician  and  gyne- 
cologist at  North  Shore  Hospital.  Dr.  Smith  was  a Di- 
plomate of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  Pan  American 
Medical  Association,  the  New  York  Obstetrical  Society, 
the  New  York  County  Medical  Society,  the  Medical  So- 
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ciety  of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Lawrence  Weld  Smith,  M.D.,  of  Ridge,  died  on  August 
23,  1974,  at  the  age  of  seventy-nine.  Dr.  Smith  gradu- 
ated in  1920  from  Harvard  University  Medical  School. 
He  was  a consulting  pathologist  at  Syosset  Hospital. 
Dr.  Smith  was  a Diplomate  of  the  American  Board  of 
Pathology  (Clinical  Pathology),  a Fellow  of  the  College 
of  American  Pathologists,  and  a member  of  the  Ameri- 
can Association  of  Pathologists  and  Bacteriolo- 
gists, the  American  Association  for  Cancer  Research,  the 
American  Society  for  Experimental  Pathology,  the 
American  Society  of  Clinical  Pathologists,  the  New  York 
Pathological  Society,  the  Suffolk  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

David  Soloway,  M.D.,  of  Valley  Stream,  died  on  Octo- 
ber 28,  1974,  at  the  age  of  seventy.  Dr.  Soloway  gradu- 
ated in  1930  from  Cornell  University  Medical  College. 
He  was  an  honorary  member  of  the  medical  staff  in  fam- 
ily medicine  at  South  Nassau  Communities  Hospital 
and  a general  practitioner  on  the  medical  staff  at  Frank- 
lin General  Hospital.  Dr.  Soloway  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Isadore  Sommer,  M.D.,  of  Poughkeepsie  and 
Pleasant  Valley,  died  on  September  30,  1974,  at  the  age 
of  sixty-three.  Dr.  Sommer  received  his  medical  degree 
from  the  University  of  Bern  in  1936.  He  was  an  attend- 
ing physician  at  St.  Francis  Hospital  (Poughkeep- 
sie) and  a consulting  physician  in  medicine  at  Highland 
Hospital.  Dr.  Sommer  was  a Fellow  of  the  American 
College  of  Cardiology  and  a member  of  the  New  York 
State  Society  of  Internal  Medicine,  the  Dutchess  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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sons  with  psychosocial  problems.  Special  projects  will 
be  directed  at  providing  training  relevant  to  treating 
children,  the  aged,  and  disadvantaged  persons  in  rural 
and  poverty  areas. 

The  largest  award,  $596,298,  went  to  the  Division  of 
Nursing  Education  of  New  York  University  in  New 
York  City,  to  support  a new  graduate-level  program  in 
child  and  adult  psychiatric  nursing  education.  The  pro- 
gram will  focus  on  prevention,  therapy,  and  rehabilita- 
tion involving  individuals,  families,  and  groups. 

New  affiliation  announced 

The  affiliation  of  the  Booth  Memorial  Medical  Center 
in  Flushing,  Queens,  with  the  New  York  University 
Medical  Center  was  announced  on  Monday,  November 
18,  1974. 

The  announcement  was  made  jointly  by  Dr.  Ivan  L. 
Bennett,  Jr.,  provost  of  New  York  University  Medical 
Center  and  dean  of  the  NYU  School  of  Medicine,  and 
Lt.  Col.  Albert  Scott,  executive  director  of  the  Booth 


Abbas  Taheri,  M.D.,  of  New  York  City,  died  on  Octo- 
ber 5,  1974,  at  the  age  of  forty-five.  Dr.  Taheri  received 
his  medical  degree  from  the  University  of  Teheran  in 
1954.  He  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Cesare  Tomasulo,  M.D.,  of  New  York  City,  died  on 
August  11,  1974,  at  the  age  of  ninety-two.  Dr.  Tomasu- 
lo received  his  medical  degree  from  the  University  of 
Naples  in  1906.  He  was  a consulting  gynecologist  at 
Italian  Hospital.  Dr.  Tomasulo  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Edmond  Uhry,  Jr.,  M.D.,  of  New  York  City,  died  on 
October  24,  1974,  at  the  age  of  sixty-one.  Dr.  Uhry 
graduated  in  1937  from  the  School  of  Medicine  of  the 
University  of  Chicago.  He  was  an  assistant  orthopedic 
surgeon  (off  service)  at  The  Mount  Sinai  Hospital,  an 
attending  orthopedic  surgeon  at  Montefiore  Hospital 
and  Medical  Center,  and  a consulting  orthopedic  sur- 
geon at  Morrisania  City  Hospital.  Dr.  Uhry  was  a 
Diplomate  of  the  American  Board  of  Orthopedic  Sur- 
gery, a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Academy  of  Orthopaedic 
Surgeons,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edmund  Vermes,  M.D.,  of  Rego  Park,  died  on  October 
13,  1974,  at  the  age  of  sixty-nine.  Dr.  Vermes  received 
his  medical  degree  from  the  University  of  Vienna  in 
1924.  He  was  an  emeritus  otolaryngologic  surgeon  at 
Manhattan  Eye,  Ear  and  Throat  Hospital.  Dr.  Vermes 
was  a Diplomate  of  the  American  Board  of  Otolaryngol- 
ogy and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Memorial  Medical  Center,  who  signed  the  agreement  at 
2 p.m.  at  the  NYU  Medical  Center,  550  First  Avenue, 
New  York  City. 

Proposed  new  Board  of  Health 
Regulation  on  animal  bites 

Lowell  E.  Beilin,  M.D.,  New  York  City  Health  Com- 
missioner on  Thursday,  November  21,  1974,  recom- 
mended to  the  Board  of  Health,  a change  in  the 
City’s  Health  Code  which  would  end  the  practice  of 
holding  in  shelters  dogs,  cats,  or  other  animals  that  have 
bitten  persons  when  the  animals  are  not  suspected  of 
having  rabies. 

The  proposed  new  amendment  to  the  Code  would 
change  the  requirement  for  owners  to  confine  such  ani- 
mals in  shelters,  and  permit  their  confinement  at  home 
or  in  other  places  acceptable  to  the  Health  Department. 
This  would  apply  even  in  cases  where  animals  cause  face 
bites.  Owners  must,  however,  notify  the  Department 
immediately  if  the  animal  shows  any  signs  of  illness. 

continued  on  page  147 
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Eighth  Annual  Symposium  on 
MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Concord  Hotel,  Kiamesha  Lake,  New  York 
Thursday,  January  23,  1975-Saturday, 

January  25,  1975 

PROGRAM 

REGISTRATION — Main  Lobby  (on  arrival) 


Thursday,  January  23,  1975 

12:30  P.M.  Empire  Dining  Room 

to  Medical  Symposium  Program 

1:45  P.M. 


Topic:  “What  Sports  Medicine  Is  All  About” 

Speaker:  James  Nicholas,  M.D. 

Cornell  University  Medical  College;  Orthopaedic 
Surgeon  to  the  New  York  Jets;  Member  Adviso- 
ry Committee  to  Medical  Aspects  of  Sports, 
Medical  Society  of  the  State  of  New  York;  Di- 
rector, Institute  of  Sports  Medicine  and  Athletic 
Trauma,  Lenox  Hill  Hospital,  New  York  City. 


2:30  P.M.  Doric  Room 

to  Medical  Symposium  Program 

3:30  P.M. 

Topic:  “Problems  Among  the  High  School 

Athletes” 

Speaker:  James  Garrick,  M.D. 

Seattle,  Washington;  Vice-President  (Medicine) 
American  College  of  Sports  Medicine 


Topic:  “The  Team  Approach  to  Safety  in 

Athletic  Programs” 

Speaker:  Donald  Kasprzak,  M.D. 

Vice  Chairman,  Committee  on  Medical  Aspects 
of  Sports,  Medical  Society  of  the  State  of  New 
York;  School  Physician,  St.  John 's  Central  High 
School,  Plattsburgh,  New  York 


Topic:  “Characteristics  of  Tight  and  Loose 

Jointed  Individuals” 

Speaker:  James  Nicholas,  M.D. 

Cornell  University  Medical  College,  Orthopae 
Surgeon  to  the  New  York  Jets;  Member  Adv, 
ry  Committee  to  Medical  Aspects  of  Sports, 
Medical  Society  of  the  State  of  New  York;  D 
rector.  Institute  of  Sports  Medicine  and  Athle 
Trauma,  Lenox  Hill  Hospital,  New  York  City 


Topic:  “Muscular/Skeletal  Age  Difference 

Speaker:  John  Marshall,  D.V.M.,  M.D. 

Assistant  Professor  of  Orthopaedic  Surgery  i 
Anatomy,  Cornell  University  Medical  College  ^ 
rector  of  Department  of  Sports  Medicine,  Hi  i- 
tal  for  Special  Surgery,  New  York  City;  Men  ' 
Advisory  Committee  to  Medical  Aspects  of 
Sports  Committee,  Medical  Society  of  the  S i ; 
of  New  York 

Topic:  “Aspect  of  Growth  Development” 

Speaker:  Joseph  T.  Findaro,  M.D. 

Chairman  of  Athletics  and  Physical  Fitness 
the  American  Academy  of  Pediatrics,  New  * 
State  Chapter  2,  District  II;  Member  Advisoi 
Committee  to  Medical  Aspects  of  Sports  C<  ■ | 
mittee.  Medical  Society  of  the  State  of  New 
York 


9:15  A.M.  Room  A 234 

to  Medical  Symposium  Program 

12:15  P.M.  Athletic  Training  Center  Open 


2:00  P.M.  Corinthian  Room 

to  Medical  Symposium  Program 

5:15  P.M. 


2:00  P.M.  Room  A 234 

to  Medical  Symposium  Program 

5:15  P.M.  Athletic  Training  Center  Open 


Friday,  January  24,  1975 

9:15  A.M.  Corinthian  Room 

to  Medical  Symposium  Program 

10:30  A.M. 


Theme:  “Athletic  Injury  and  Its  Precaution’ 

Presiding:  Donald  Kasprzak,  M.D. 

Vice  Chairman,  Committee  on  Medical  As,  its 
of  Sports,  Medical  Society  of  the  State  of  * 
York;  School  Physician,  St.  John 's  Central  7 
School,  Plattsburgh,  New  York 

INTRODUCTION  AN  WELCOME 
Ralph  Emerson,  M.D. 

Chairman,  Medical  Aspects  of  Sports  Con  V- 
tee.  Medical  Society  of  the  State  of  New  1 * 
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2 0 P.M. 

U 

3 5 P.M. 


3 5 P.M. 

tt 

5 5 P.M. 


Richard  McLean 

President.  New  York  State  Public  High  School 
Athletic  Association ; Superintendent  of  Schools. 
Binghamton 

Topic:  "Identifying  Athletic  Injury  Through 

Epidemiologic  Study’’ 

Speaker:  James  Garrick,  M.D. 

Seattle.  Washington;  Vice  President  (Medicine) 
American  College  of  Sports  Medicine 


Topic:  "Recognition  of  Ligamental  Injuries — 

Why  Are  They  a Problem?” 

Speaker:  John  L.  Marshall,  D.V.M.,  M.D. 

Assistant  Professor  of  Orthopaedic  Surgery  and 
Anatomy.  Cornell  University  Medical  College;  Di- 
rector of  Department  of  Sports  Medicine.  Hospi- 
tal for  Special  Surgery.  New  York  City;  Member 
Committee  on  Medical  Aspects  of  Sports.  Medi- 
cal Society  of  the  State  of  New  York 

Topic:  "Measurement  of  Performance  Fit- 

ness As  It  Relates  to  Athletics" 
Speaker:  Gerald  J.  Hase,  Ph  D. 

Division  of  Physical  Education  and  Recreation, 
State  Education  Department.  Albany.  New  Yok 


Topic:  "How  To  Program  the  Athletes  in  High 

School  Sports" 

Speaker:  Fred  Allman,  Jr.,  M.D. 

Georgia  Tech  Team  Physician;  Past  President, 
American  Academy  of  Sports  Medicine;  Mem- 
ber Advisory  Committee.  Medical  Aspects  of 
Sports  Committee.  Medical  Society  of  the  State 
of  New  York 


Topic:  "Total  Conditioning" 

Speaker:  Brent  Steuerwald,  Director  of  H.P.E.R. 

Varsity  Football  Coach,  Shenendehowe  Central 
School,  Elnora.  New  York 

PANEL  DISCUSSION 
Moderator:  James  Nicholas,  M.D. 

Theme:  “Qualities  of  High  School  Athletes  As 

Related  to  Injuries  and  Their  Assess- 
ment" 


Room  A 234 

Medical  Symposium  Program 

Athletic  Training  Center  Open 


Imperial  Room 
Medical  Symposium  Room 


Presiding:  Lorraine  Hoffmann,  Chairman 
Massapequa  High  School.  Long  Island 
Topic:  "Prevention  and  Treatment  of  Injury” 

Speaker:  George  Sheehan,  M.D. 

Red  Bank.  New  Jersey;  Cardiologist;  Medical 
Editor.  Runner  's  World  Magazine 


Topic:  "What  Is  Equal?” 

Speaker:  Daniel  Hanley,  M.D. 

Chairman,  Medical  and  Training  Services,  U S. 
Olympic  Committee,  Director  of  Health  Ser- 
vices, Bowdoin  College,  Brunswick.  Maine 


Topic:  "The  Potential  of  Girls  and  Women 

for  Athletic  Competition" 

Speaker:  Dorothy  V.  Harris,  Ph.D. 

Professor.  Pennsylvania  State  University,  Uni- 
versity Park,  Pa. 


8:30  P.M.  Grecian  Room 

to  Medical  Symposium  Program 

10:00  P.M. 

PANEL  DISCUSSION 

Theme:  “Legal  Implications  of  Athletic  Injury 

Code" 

Presiding:  Thomas  Collins 

President.  N Y. S.C. A H.P.E.R , Byram  Hills  Cen- 
tral School.  A r monk.  New  York 

Panel:  Onslow  Gordon,  M.D. 

Formerly  Supervisor  of  Medical  Service.  Bureau 
of  Health  Services.  New  York  State  Education 
Department 

Vincent  Salamone 

Athletic  Trainer,  C.W.  Post  College,  Long  Island 

Ronald  Sha  w 

Scotia.  New  York;  Counsel.  New  York  State 
Public  High  School  Athletic  Association 

Daniel  Hanley,  M.D. 

Chairman,  Medical  and  Training  Services,  U S. 
Olympic  Committee;  Director  of  Health  Ser- 
vices, Bowdoin  College,  Brunswick,  Maine 


Saturday,  January  25,  1975 


9:00  A.M. 

Board  Room 

to 

Annual  Meeting — Medical  Society  of  the 

12:15  P.M. 

State  of  New  York,  Committee  on  Medical 
Aspects  of  Sports 

9:15  A.M. 

Room  A 234 

to 

Medical  Symposium  Program 

12:15 

Athletic  Training  Center  Open 

10:45  A.M. 

Little  Club 

to 

12:15  P.M. 

Medical  Symposium  Program 

Presiding:  Lorraine  Hoffman 

Chairman,  S.C.G  A. A , Massapequa  High 
School.  Long  Island 

Theme:  "Determining  the  Development  Sta- 

tus of  Girls  for  Placement  in  the  Girls' 
Interscholastic  Program” 

Topic:  "Getting  Involved” 

Speaker:  Natalie  Smith 

Chairman,  N.Y.S.P.H.S.A  A.  Safety  Committee 
for  Girls,  Liverpool  High  School.  Liverpool,  New 
York 

Topic:  "Screening  Test  to  Determine  Stage 

of  Female  Adolescent  Development" 
Speaker:  Thomas  E.  Shaffer,  M.D. 

Professor  of  Pediatrics,  Ohio  State  Medical  Col- 
lege; Former  Chairman.  A M.  A.  Medical  As- 
pects of  Sports  Committee;  Consultant, 
N.Y.S.P.H.S.A. A.  Safety  Committee 


Topic:  "New  York  State  Physical  Fitness 

Test  As  a Partial  Means  for  Placement 
of  Girls  in  the  Interscholastic  Pro- 
gram" 

Speaker:  Gerald  J.  Hase,  Ph.D. 

Division  of  Physical  Education  and  Recreation, 
State  Education  Department,  Albany,  New  York 


Topic:  "What  Do  We  Really  Want  in  Athlet- 

ics” 

Speaker:  Lou  Jean  Moyer 

Northern  Illinois  University,  DeKalb,  Illinois;  Pres- 
ident-elect National  Association  for  Girls  and 


Women  in  Sports — H.P.E.R. 
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9:15  A.M. 
to 

12:15  P.M. 

2:00  P.M. 
to 

5:15  P.M. 

The  Athletic  Training  Center  will  be 
open  for  consultation,  demonstration 
relating  to  procedures  of  prevention 
and  management  of  injury.  Detailed 
time  schedule  will  be  available  at  the 
desk  in  the  main  lobby  and  in  the 
Training  Center. 

Representing  the  Eastern  Trainers  As- 
sociation will  be: 

Joseph  Abraham,  Ph.D. 

Hobart  College  Trainer,  Olympic  Trainer,  Wom- 
en’s Olympic  Team;  Secretary-Treasurer,  East- 
ern Trainers  Association 

John  Gimmler 

St.  John's  University,  New  York  City 

Vincent  Salamone 

C.  W.  Post  College,  Long  Island 

Thomas  Sheehan 

R.P.I.,  Troy,  New  York 

Jeff  Snedecker 

New  York  Jets 

Ms.  Doris  Wickel 

Princeton  University,  Princeton,  New  Jersey 


Room  A 234 

THE  ATHLETIC  TRAINING  CENTER 
Mornings: 

Friday,  January  24  and 
Saturday,  January  25,  1975 

Afternoons: 

Thursday,  January  23;  Friday,  January  24; 
Saturday,  January  25,  1975 


• Physicians  attending  this 
conference  on  a daily  basis 
may  purchase  meal  tickets  at 
the  registration  desk. 

• Continuing  medical  education 
— 24  elective  credits, 

American  Academy  of  Family 
Physicians. 


co-sponsors  NEW  YORK  STATE  PUBLIC  HIGH  SCHOOL  ATH- 
LETIC ASSOCIATION;  NEW  YORK  STATE  ASSOCIATION  FOR 
HEALTH,  PHYSICAL  EDUCATION  AND  RECREATION;  EAST- 
ERN ATHLETIC  TRAINERS  ASSOCIATION,  AND  THE  NEW 
YORK  STATE  COACHES  ASSOCIATION. 


"For  further  Information  and  program,  write: 
Committee  on  Medical  Aspects  of  Sports 
Medicaj  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  New  York  1 1040 
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lowest  cost  drug  assume  that  all  brands  of  any  given 
drug  are  therapeutically  equal  based  on  chemical  equiv- 
alence and  bioequivalence.  But  since  these  parameters 
may  be  insufficient,  all  brands  should  be  clinically  eval- 
uated against  a standard  to  insure  therapeutic  equiva- 
lence. Yet  even  the  advocates  of  the  repeal  of  antisub- 
stitution legislation,  the  proponents  of  a national  gener- 
ic formulary,  and  the  sponsors  of  the  lowest  cost  drug 
philosophy  recognize  that  the  enormity  of  this  task  pre- 
cludes its  feasibility. 

Where  are  we  then?  It  seems  we  are  at  a point  where 
we  cannot  routinely  assess  and  insure  the  therapeutic 
equivalence  of  many  classes  of  drugs.  This  implies  that 
the  use  of  generic  drugs  without  such  therapeutic  equiv- 
alency data  may  expose  the  patient  to  suboptimal  thera- 
py or  indeed  excessive  toxic  levels.  Recent  dramatic 
events  with  digitalis  preparations,  both  here  and 
abroad,5  exemplify  how  formulation  effects  exhibited  by 
various  brands  of  digoxin6  caused  some  life-threatening 
situations  due  to  both  excessive  and  insufficient  drug 
absorption. 

It  seems  unwise  at  this  time,  therefore,  to  endorse  any 
mandatory  extensive  generic  prescribing  or  substitution 
program.  Also,  at  this  point  in  time,  generally  speaking, 
the  wisdom  of  adhering  to  the  prescription  as  written 
still  appears  to  be  in  order.  The  push  by  government 
for  purchasing  the  lowest  priced  drug  is  particularly  dis- 
turbing since  the  annual  savings  gained  in  Medicaid 
prescriptions  is  estimated  to  be  only  28  million  dollars,7 
the  approximate  cost  of  not  even  one  747  airplane.  Fig- 
ures on  the  total  savings,  however,  have  not  been  pub-  fi 
lished  at  this  time.  But  it  does  make  sense,  when  data 
to  insure  therapeutic  equivalence  are  available,  to  use 
generic  drugs,  if  they  are  substantially  cheaper. 

BRUCE  A.  LEPP,  PHARM.D. 

Director,  Planning  Division-Consumer  Products  Group 
Rio/Basics  International  Corp. 

260  Madison  Avenue 
New  York,  N.Y.  10016 
Clinical  Instructor 
College  of  Pharmacy 
Rutgers  University 
STEPHEN  L.  DEFELICE,  M.D. 

President,  Bio/Basics  International  Corp. 

260  Madison  Avenue 
New  York,  N.Y.  10016 
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Following  notification,  the  animal  must  be  taken  to  a 
place  designated  by  the  Department  or  to  a private  vet- 
erinarian. 

According  to  Dr.  Alan  M.  Beck,  Director  of  the  Health 
Department’s  Bureau  of  Animal  Affairs,  the  last  case  of 
human  rabies  transmitted  from  a native  animal  in  New 
York  City  was  in  1944. 

Leukemia  Society  reports 
million  more  in  revenue 

More  than  a million  dollar  gain  in  revenue  has  been 
recorded  for  the  third  consecutive  year  by  the  Leukemia 
Society  of  America,  Inc.  in  its  just-issued  annual  report 
for  1974. 

The  report,  covering  the  fiscal  period  which  ended  in 
June,  shows  a total  income  of  $7,531,375  compared  with 
$6,427,073  for  the  same  time  span  in  1973.  According  to 
Rudolph  F.  Badum,  President,  the  rise  made  it  possible 
for  the  agency  to  top  last  year’s  research  allocation  by 
upwards  of  $260,000  and  to  achieve  a first  in  its  twenty- 
five-year  history:  the  funding  of  over  100  investigators 
in  a single  year.  The  report  states  that  the  Society  has 
funnelled  $1,564,269  into  current  research  to  support 
106  medical  scientists  who  are  working  at  58  institutions 
in  20  states  and  six  foreign  countries. 

In  addition  to  its  research  support,  the  Leukemia  So- 
ciety provides  aid  to  outpatients  with  leukemia  and  al- 
lied disorders  of  the  blood-forming  tissues — Hodgkin’s 
disease  and  the  lymphomas— through  its  local  Chapters. 
Funds  spent  in  this  category  increased  also  with  the 
amount  going  from  $1,116,509  to  $1,253,784.  Expendi- 
tures for  public  education  and  community  services  rose 
$175,000  each  and  $100,000  additional  was  spent  on  pro- 
fessional education,  according  to  the  report. 

The  Society  has  national  headquarters  at  211  East 
43rd  Street,  New  York,  N.Y.  10017.  There  are  49  Chap- 
ters located  in  major  cities  throughout  the  United 
States. 

New  classifications 
for  tuberculosis 

New  classifications  for  tuberculosis  released  the  first 
week  in  December,  1974,  by  the  American  Lung  Associa- 
tion reflect  modern  medical  opinion  which  considers  TB 
much  as  it  does  measles,  pneumonia,  or  pregnancy. 

“Twenty  years  experience  with  anti-TB  drugs  proves 
that  adequate  chemotherapy  can  cure,  rather  than  just 
arrest,  TB,”  says  John  G.  Weg,  M.D.,  of  the  American 
Thoraric  Society,  medical  section  of  the  nationwide 
Christmas  Seal  association. 

Dr.  Weg  chaired  a committee  of  experts  representing 
many  disciplines  which  prepared  the  new  edition  of  Di- 
agnostic Standards  and  Classifications  of  Tuberculosis, 
in  which  the  new  classifications  appear.  The  lung  asso- 
ciation publication  is  the  standard  reference  on  TB. 

The  new  classifications  are  explained  as  follows:  No 
• uberculosis  exposure,  not  infected.  No  history  of  ex- 
posure, negative  tuberculin  skin  test.  Tuberculosis  ex- 


posure, no  evidence  of  infection.  History  of  exposure, 
negative  tuberculin  test.  Tuberculosis  infection,  with- 
out disease.  Positive  tuberculin  skin  test,  negative  bac- 
teriological studies  (if  done),  no  x-ray  findings  compat- 
ible with  tuberculosis,  no  symptoms  due  to  tuberculosis. 
Tuberculosis:  infected,  with  disease.  The  current  status 
of  the  patient’s  tuberculosis  is  described  by  three  char- 
acteristics: location  of  the  disease,  bacteriological  sta- 

tus, and  chemotherapy  status. 

There  also  will  be  a transition  period  while  individual 
states  determine  requirements  for  reporting  TB  under 
the  new  classifications.  Laws  in  each  state  require  that 
TB  be  reported,  but  each  is  responsible  for  its  own  re- 
porting procedures. 

The  first  classifications  for  TB  were  devised  by  Ed- 
ward Livingston  Trudeau,  M.D.,  a founder  of  the  Ameri- 
can Lung  Association,  in  1887.  Since  then,  each  revi- 
sion of  Diagnostic  Standards  has  incorporated  the  sci- 
entific advances,  knowledge  and  medical  practices  of  the 
time. 

The  latest  edition,  the  13th,  includes  recent  informa- 
tion on  the  development  and  transmission  of  TB  and 
lung  diseases  caused  by  other  mycobacteria,  diagnosis 
and  demonstration  of  the  tubercle  bacillus  in  clinical 
specimens,  and  TB  bacteriology,  including  drug  suscep- 
tibility testing.  A supplement,  The  Tuberculin  Skin 
Test,  is  issued  concurrently.  Published  with  Christmas 
Seal  contributions,  both  are  available  from  lung  associa- 
tions throughout  the  U.S. 

Appointed:  Gerald  P.  Murphy,  M.D.,  Institute  Direc- 
tor of  Roswell  Park  Memorial  Institute  in  Buffalo,  New 
York,  is  the  newly  appointed  Secretary-General  of  the 
International  Union  Against  Cancer  (UICC).  This  ac- 
tion was  taken  at  a recent  UICC  meeting  held  in  Flor- 
ence, Italy,  in  late  October,  1974. 

The  International  Union  Against  Cancer  is  the  only 
nongovernmental,  voluntary  organization  devoted  sole- 
ly to  promoting  throughout  the  world,  the  campaign 
against  cancer  in  its  research,  therapeutic  and  preventa- 
tive aspects.  Over  the  years  the  UICC  has  developed 
into  a worldwide  association  with  member  organizations 
in  78  countries  . . . H.  William  Scott,  Jr.,  M.D.,  F.A.C.S., 
professor  and  chairman,  Department  of  Surgery,  Van- 
derbilt University,  Nashville,  Tennessee,  President- 
Elect  of  the  American  College  of  Surgeons  at  the  Col- 
lege’s annual  clinical  congress,  which  was  held  in  Miami 
Beach,  Florida. 

Promoted:  Richard  E.  Kessler,  M D.,  assistant  chief  of 
the  Department  of  Surgery,  New  York  Veterans  Admin- 
istration Hospital,  to  clinical  professor  of  surgery  and 
cell  biology,  and  Lewis  Shenker,  M.D.,  director  of  ob- 
stetrics and  gynecology,  Booth  Memorial  Medical  Cen- 
ter, Flushing,  New  York,  to  professor  of  obstetrics  and 
gynecology  at  New  York  University  School  of  Medicine. 

Faculty  appointment:  Stephen  A.  Kieffer,  M.D.,  as 

professor  and  chairman,  Department  of  Radiology  at 
the  State  University  of  New  York  Upstate  Medical  Cen- 
ter. 


January  1 975/ New  York  State  Journal  of  Medicine  1 47 


Books  Reviewed 


First  International  Conference  on  the  Mental 
Health  Aspects  of  Sickle  Cell  Anemia,  Department 
of  Health,  Education,  & Welfare  Publication  No.  HSM 
73-9141.  Paper,  $1.35. 

The  papers  collected  in  this  slim  volume  are  the  resul- 
tant of  a 1972  NIMH  sponsored  conference  held  at  Me- 
harry  Medical  College  to  alert  and  inform  the  profes- 
sional community  to  “the  great  emotional  sensitivity, 
anxiety  and  concern  of  the  black  population  relative  to 
sickle  cell  anemia  and  the  mental  health  problems  which 
are  to  be  anticipated.” 

While  high  in  expressing  anxiety  and  concern,  the  ma- 
terials included,  with  a few  exceptions,  provide  little  in 
the  way  of  hard  data  and  programatic  ideas  for  assessing 
and  dealing  with  the  nominal  subject  matter  of  the 
book. 

Several  papers  describe  and  condemn  a number  of  un- 
fortunate public  reactions  to  Federal  and  state  programs 
to  publicize  and  introduce  mass  screening  for  sickle  cell 
disease.  These  include  the  stigmatization  of  Blacks 
even  though  other  ethnic  groups  are  vulnerable  to  the 
disease;  confusion  between  sickle  cell  disease  and  sickle 
trait,  which  has  resulted  in  discrimination  in  employ- 
ment, life  insurance,  and  military  recruitment  policies; 
and  poorly  conceived  “genetic  counselling”  which  has 
caused  undue  anguish  for  individuals  with  both  sickle 
trait  and  sickle  disease  seeking  advice  regarding  plans 
for  marriage  and  child  bearing.  However,  in  decrying 
public  information  programs  which  do  not  clearly  spell 
out  the  facts,  many  of  the  papers  reflect  the  self-same 
weakness  in  viewing  with  alarm  without  offering  clear 
alternatives. 

Consistent  with  the  professed  thesis  of  the  conference 
organizers,  that  understanding  and  knowledge  are  criti- 
cal in  alleviating  psychological  turmoil,  are  the  papers 
submitted  by  two  West  African  groups  who  have  care- 
fully studied  and  treated  large  numbers  of  patients  with 
sickle  cell  disease  and  make  specific  recommendations 
regarding  treatment  including  the  particularly  difficult 
problem  of  management  of  the  pregnant  woman  with 
homozygous  (SS)  disease. 

Unfortunately,  nowhere  in  the  book  is  there  reference 
to  diagnosis  and  management  of  clinical  psychiatric 
manifestations  of  sickle  cell  disease,  for  example  organic 
brain  syndromes  with  psychosis  resulting  from  cerebro- 
vascular insult  consequent  to  the  sickling  phenomenom. 

In  summary,  this  collection  of  papers,  with  the  nota- 
ble exceptions  mentioned,  contributes  more  heat  than 
light  to  a field  of  major  public  health  importance. 
Morton  G.  Miller,  M.D. 

Personality  Disorders.  Diagnosis  & Management. 

John  R.  Lion,  M.D.  432  pages  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1974.  Cloth,  $21. 

This  is  a useful  and  somewhat  surprisingly  optimistic 
book,  dealing  with  patients  characterized  bv  the  Ameri- 
can Psychiatric  Association's  Diagnostic  and  Statistical 
Manual  (II)  as  showing  “deeply  ingrained  maladaptive 


patterns  of  behavior  that  are  perceptibly  different  in 
quality  from  psychotic  and  neurotic  symptoms.  Gener- 
ally these  are  life-long  patterns,  often  recognizable  by 
the  time  of  adolescence  or  earlier.” 

Twenty-nine  contributors,  writing  about  what  has  be- 
come almost  a psychiatric  wasteland,  might  well  be  ex- 
pected to  produce  not  only  contentual  diffusion,  but  a 
sense  of  futility  in  the  face  of  problems  ranging  from 
“explosive  personality”  to  “drug  dependence.”  Fortu- 
nately, diffusion  and  pessimism  are  not  the  response  of 
these  writers,  most  of  whom  have  extensive  first-hand 
experience  dealing  with  extremely  difficult  problems. 
Generally,  a fairly  homogeneous  point  of  view  is  provid- 
ed by  the  geographic  proximity  of  many  of  the  authors 
(over  half  of  whom  work  in  the  Baltimore  area),  al- 
though the  book’s  theoretical  range  extends  from  classi- 
cal analytic  to  behavioral.  The  optimism  which  per- 
meates the  book  is  expressed  strikingly  with  respect  to 
one  of  the  more  difficult  character  types,  the  antisocial 
personality:  “to  reduce  the  severity  of  a disorder  is 

surely  to  accomplish  something  of  value.” 

Despite  their  efforts  to  overcome  the  ambiguities  of 
the  nomenclature  (for  example,  by  clustering  many  of 
the  subcategories),  the  inherent  scramble  of  logical 
typology  in  psychiatric  nosology,  based  on  the  funda- 
mental disparities  between  modes  of  classification  (such 
as  behavior,  social  labeling,  personality  style,  symptoms, 
and  etiology),  remains  with  the  writers  and  the  reader  of 
this  book. 

Clinical,  pragmatic  approaches,  born  of  long  first- 
hand experience,  are  what  these  writers  have  to  offer  in 
their  approach  to  the  personality  disorders,  and  this  is 
no  negligible  contribution. 

The  book  is  to  be  recommended  to  psychiatric  practi- 
tioners, trainees,  and  allied  professionals,  particularly 
those  engaged  in  dealing  with  institutions  where  person- 
ality disorders  may  be  found  in  large  numbers,  as  in  mil- 
itary or  correctional  settings. 

The  nonpsychiatric  physician  will  find  of  particular 
value  those  chapters  on  drug  dependence  and  the  de- 
pressive personality  disorder.  Principles  elucidated  in 
the  chapters  on  behavior  therapy  and  the  therapeutic 
community  will  be  helpful  to  all  those  who  participate  in 
the  care  of  troublesome  patients  in  any  hospital  setting.  < 
Other  particularly  valuable  chapters  to  those  in  psychia- 
try, or  in  family  medicine,  are  those  by  Leaff  on  the  psy- 
chodynamics of  the  personality  disorders,  Tupin’s  re- 
view of  hysterical  personality,  Weintraub’s  analysis  of 
obsessive  and  paranoid  personalities,  and  a valuable 
clarifying  chapter  (which  ought  to  have  been  the  intro- 
duction to  the  book)  by  Penna,  “Classification  of  Per- 
sonality Disorders.”  Discussions  useful  to  those  in  spe- 
cial responsibilities  include  “Personality  Disorders  in 
Court,”  and  “Personality  Disorders  in  Private  Practice.” 

In  summary,  this  is  a worthwhile  book,  of  help  to  any 
who  deal  with  these  difficult  patients,  and  perhaps  most 
useful  because  of  its  positive  tone,  as  expressed  by  Dr. 

continued  on  page  149 
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Pasternack,  speaking  of  the  explosive,  antisocial  and 
passive-aggressive  personalities:  “There  is  no  place  for 
therapeutic  nihilism.”  John  J.  Sandt,  M.D. 

Cardiac  Catheterization  and  Angiocardiography. 

David  Verel  and  Ronald  G.  Grainger.  228  pages,  illus- 
trated. New  York,  N.Y.,  Longman  Inc.,  1973.  Cloth, 
$21. 

This  procedural  manual  in  cardiac  catheterization 
techniques  provides  a most  concise  and  clear  exposition 
of  the  subject,  and  while  not  of  general  interest,  should 
be  read  by  all  trainees  in  cardiology.  The  authors,  an 
eminent  British  cardiologist  teamed  with  an  equally 
qualified  radiologist,  have  “attempted  to  provide  a ra- 
tional explanation  of  the  technical  methods  employed  in 
the  current  practices  of  cardiac  catheterization  and  an- 
giocardiography.” 

To  a noteworthy  extent  they  have  achieved  their  pur- 
pose. The  chapters  dealing  with  the  insertion  and  ma- 
nipulation of  catheters  through  the  heart  and  those  per- 
taining to  clinical  aspects  of  angiocardiography  are  par- 
ticularly valuable.  Much  of  the  information  obtained  is 
not  readily  available  elsewhere  in  such  a concentrated 
form.  The  appended  angiographic  atlas  contains  a 
large,  representative,  clearly  marked,  and  annotated  col- 
lection of  cardiac  anatomy  and  pathology — it  alone 
makes  ownership  of  this  volume  worthwhile. 

Like  the  first  edition,  however,  the  book  tends  to  be 
uneven,  with  thorough  handling  of,  for  instance,  hemo- 
dynamic data  recording  but  cursory  treatment  of  flow 
measurements.  The  detailed  analysis  of  radiological 


equipment  renders  conspicuous  the  lack  of  information 
on  dye  densitometers  and  it  would  have  been  better  to 
eliminate  entirely  the  sketchy,  undergraduate  level  ma- 
terial on  calculation  of  derived  hemodynamics  and  con- 
fine the  work  to  the  excellent  and  sophisticated  treat- 
ment of  data  acquisition.  By  American  standards,  the 
text  is  somewhat  old-fashioned  and  it  is  disappointing 
that  the  second  edition  has  not  corrected  some  of  the 
shortcomings  of  the  first.  Illustrations  of  now-common 
pressure  artifacts  remain  unexplained  and  the  acknowl- 
edgedly  poor,  dye-curve  tracings  of  the  original  edition 
stand  unchanged. 

Consequently,  the  technical  advancements  discussed 
and  the  editorial  improvements  incorporated  into  the 
second  edition  are  insufficient  to  necessitate  its  repur- 
chase by  first-edition  owners.  However,  the  techniques 
described  are  basic  and  catheterization  cardiologists  and 
radiologists  who  have  hitherto  overlooked  this  work 
should  include  it  as  one  of  their  reference  books. 

Pills  Profits  & Politics.  By  Milton  Silverman,  Ph.D., 
and  Philip  R.  Lee,  MD.  403  pages.  Berkeley  and  Los 
Angeles,  California,  The  University  of  California  Press, 
1974.  Cloth,  $10.95. 

The  authors’  special  authority  in  the  matter  under 
discussion  arose  during  the  period  Dr.  Lee  was  Assistant 
Secretary  for  Health  and  Scientific  Affairs  in  the  United 
States  Department  of  Health,  Education,  and  Welfare, 
and  he  and  Dr.  Silverman  were  Chairman  and  Staff  Di- 
rector, respectively,  of  the  HEW  Task  Force  on  Pre- 
scription Drugs.  Accumulated  testimony  from  Congres- 

continued  on  page  150 
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sional  investigations,  industry  spokesmen,  physicians, 
pharmacists,  medical  educators,  governmental  scien- 
tists, and  officials,  glaringly  revealed  what  no  doubt  was 
already  being  bruited  about:  that  “too  often  . . . the 

wrong  drug  is  ordered  for  the  wrong  patient,  at  the 
wrong  time,  and  in  the  wrong  amounts  and  with  no  con- 
sideration of  costs”  and  too  often,  a remarkably  safe  and 
effective  drug  is  prescribed  when  the  patient  should  be 
free  of  medication.  The  terrible  waste  of  money  is  bad 
enough,  but  the  greater  tragedy  lies  in  the  fact  that  such 
irrational  prescribing  is  “calculated  in  terms  of  tens  of 
thousands  of  needless  drug-caused  deaths  each  year,  a 
million  or  more  hospital  admissions  for  adverse  drug 
reactions,  and  tens  of  millions  of  hospital  days.”  In 
short:  increasingly,  and  to  an  alarming  degree,  the  phy- 
sician is  not  prescribing  in  the  best  interests  of  the  pa- 
tient. The  title  of  the  book  gives  only  a small  sense  of 
the  interplay  of  forces  contributing  to  the  sad  state  of 
affairs.  The  authors  are  not  muckrakers;  they  have 
tried  to  be  fair,  giving  each  respondent  in  the  matter  a 
chance  to  be  heard. 

The  final  chapter  of  the  book  deals  with  “prescrip- 
tions for  action”;  some  already  in  effect  or  predicted, 
such  as  PSROs,  and  directives  that  call  for  reimburse- 
ment only  for  the  price  of  generic  drugs  prescribed 
under  federally  supported  programs.  Several  remedies 
are  proposed  as  outgrowths  of  studies  of  HEW’s  Task 
Force  on  Prescription  Drugs.  The  proposals  are  no 
doubt  subject  to  a considerable  degree  of  heated  discus- 
sion, considering  the  varieties  of  vested  interests  that 
are  involved  in  their  implementation. 

This  book  should  be  read  by  all  concerned  with  health 
care  if  only  to  give  them  a perspective  of  the  problem 
they  are  encountering  and  a basis  for  constructive  dis- 
cussion and,  hopefully,  action.  A reading  will  also  leave 
no  one  surprised  when  scanning  the  headlines  of  the 
press,  for  this  reviewer  had  a sense  of  having  a preview 
of  things  to  come.  One  last  thought:  industry  would  be 
performing  a public  service  if  they  presented  each  medi- 
cal student  with  a complimentary  copy,  to  be  easily  read 
parallel  with  their  pharmacology  texts,  so  as  to  get  an 
appreciation  of  the  jungle  they  are  entering.  Julius 
Belford,  Ph.D. 


Television  can  give  you 
a pain  in  the  neck 

Television  can  give  you  a pain  in  the  neck.  Literally. 

A communication  in  the  October  21,  1974,  issue  of  the 
■Journal  of  the  American  Medical  Association  relates 
that  those  who  watch  television  from  reclining  chairs  or 
prone  on  couches  must  force  their  necks  into  unnatural 
positions  to  view  the  screen.  This  sometimes  causes 
neck  pain,  says  David  Goldberg,  M.D.,  of  Springfield, 
Massachusetts. 


The  Lives  of  a Cell,  Notes  of  a Biology  Watcher.  By 

Lewis  Thomas,  M.D.  153  pages.  New  York,  N.Y.,  The 
Viking  Press  Inc.,  1974.  Cloth,  $6.95. 

For  those  of  us  who  have  avidly  awaited  the  editorials 
in  the  New  England  Journal  of  Medicine  under  the 
caption  “Notes  of  a Biology  Watcher,”  this  book  of  short 
essays  fulfills  a yearning. 

The  approximately  30  stints  cover  a wide  range  of 
topics,  and  all  are  delightful.  Their  reading  yields  the 
feeling  of  riding  at  high  speed  in  a hydroplane,  just 
above  the  earth  and  sea,  touching  down  to  reality  ever  so 
often,  with  a jarring  awareness  of  the  extent  of  our  own 
limitations  in  the  full  understanding  of  so  many  aspects 
of  biology. 

The  language  is  exciting,  just  fits,  and  most  appropri- 
ate for  each  and  every  essay.  The  themes  make  one 
chuckle  often  and  are  yet  serious  and  meaningful.  Dr. 
Thomas  gives  us  a broad  expansive  view  from  the  top  of 
Mount  Olympus,  and  puts  into  perspective  each  and 
every  topic,  from  the  ultrastructure  of  the  single  cell  to 
groupings  forming  syncytial  and  separated  cell  masses, 
social  groupings  including  insect  societies,  to  the  ab- 
stract and  powerful  role  of  odor,  music,  computers,  or- 
ganelles in  biological  activity,  the  forces  that  hold  us  to- 
gether and  tear  us  apart,  the  attitude  toward  death 
based  on  the  “long  habit  of  living,”  the  relationship  of 
the  horseshoe  crab  to  gram  negative  sepsis  in  the  human 
and  in  other  species,  the  broad  philosophical  viewpoint 
toward  lower  forms,  including  germs,  role  of  symbiosis 
and  survival  of  some  biological  systems,  as  certain  ants 
and  aphids,  termites,  and  so  forth,  and  the  origin  of  mi- 
tochondria, membranes  in  general  and  their  differentia- 
tion, cilia  and  centrioles  and  such,  in  the  scheme  of  crea- 
tion and  evolution  interrelation,  the  evaluation  of  good 
health  and  modern  technology  in  medicine  today,  the 
role  and  applicability  of  probability  and  possibility,  bio- 
logically as  well  as  mathematically,  the  basic  meaning 
changes  and  significance  of  language,  and  many  othei 
fascinating  topics,  all  in  sharp  relief  and  turned  upside 
down  and  inside  out;  we  yearn  for  more! 

This  short  group  of  essays  is  worth  reading  and  re 
reading,  with  gains  from  each  repetition.  A.  A.  A. 


When  first  questioned  about  the  time  they  spen  i 
watching  television,  patients  usually  belittle  the  insir 
uation  that  they  might  be  spending  leisure  time  foolisl 
ly,  says  Dr.  Goldberg. 

“The  most  rewarding  therapy  (for  tv  neck  pain)  is  t | 
refrain  from  watching  television  in  a reclined  or  lyinj  I 
down  position.  Unless  the  set  is  placed  close  to  the  cei  ; 
ing,  a straight-backed  chair  is  mandatory.  Rest  perioc  ; 
help  considerably  until  the  pain  subsides,”  he  says. 
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The  anguish  associated  with 
cancer  is  compounded  by  the 
cancer  quack.  False  hopes  — 
harmful  delays  — shattering 
expenses  — deceptive  diag- 
noses— loss  of  life  — these  are 
hazards  facing  the  cancer  pa- 
tient desperate  enough  to 
seek  a cancer  quack. 

The  problem:  how  to 
divert  the  patient  from  this 
tragic  encounter. 

As  medical  guide,  family 
counselor,  trusted  friend  — 
you.  doctor,  play  a major  role 
in  the  fight  against  cancer 
quackery. 

We  are  here  to  “partner” 
you. 

Our  National  Office  main- 
tains an  up-to-date  central 
clearing  house  for  materials 
on  unproven  methods  of 
cancer  diagnosis  and  treat- 
ment. This  is  a unique  opera- 
tion and  the  principal  source 
of  such  information  in  the 


country.  Its  services  are  widely 
used.  Hundreds  of  inquiries 
are  received  and  answered 
from  all  segments  of  the  com- 
munity, from  coast  to  coast. 

To  trigger  grass-roots  ac- 
tion, we  have  formulated  a 
model  State  Cancer  Remedy 
Act  designed  to  control  the 
promotion  and  sale  of 
unproven  methods  of  cancer 
management. This  has  already 
inspired  nine  states  to  legis- 
late against  cancer  quackery 
— with  active  support  from 
the  medical  community.  Cop- 
ies of  the  model  act,  as  well 
as  copies  of  the  laws  in  effect, 
are  available  in  our  National 
and  Division  offices. 

In  these  actions  against 
cancer  quackery,  as  in  all  our 
efforts  against  cancer,  ours  is  a 
lifesaving  partnership. 

American 
Cancer  I 
Society  % 
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Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 

Issue  Date:  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 

10c  each.  Dept,  numbers,  500  extra,  per  insertion.  (On 
request.  Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  1 1040 

Name 

Please  Print 


Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10ff  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a Dept  number  for  replies  (500  per  insertion) 
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Index  to  Advertised  Products 


Antibiotics 

Bactrim  (Roche  Laboratories) 94,  95,  96 

3icillin  (Wyeth  Laboratories) 121 

<efzol  (Eli  Lilly  & Company)  26 

Wycillin  (Wyeth  Laboratories) 120 

\ntiarthritics 

Butazolidin  (Geigy  Pharmaceuticals) 83.  84 

Vntlhypertensives 

Batapres  (Boehringer  Ingelheim) 11,  12,  13,  14,  15,  16 

Vntipyretlc  analgesics 

mpirin  (Burroughs  Wellcome  & Company) 1 

kntlvertigo 

vntivert  (J.  B.  Roerig  & Company)  2,  3 

Ironchodilators 

tronkometer  (Breon  Laboratories) 22,  23 

bronchopulmonary 

ronkotabs  (Breon  Laboratories)  2nd  cover 

:erebrovascular  dilators 

ebral  (Kenwood  Laboratories)  87 

strogenic  hormones 

remarm  (Ayerst  Laboratories) 1 12,  1 13 

ematinics 

X B12  (Kenwood  Laboratories)  149 

jection  instruments 

eoject  (Impac.  Inc) 5 

, ood  elevators 

rfranil  (Geigy  Pharmaceuticals)  33,  34 

■al  contraceptives 

rral  (Wyeth  Laboratories) 88,  89,  90 

itassium  sparing  agents 

'azide  (Smith  Kline  & French  Laboratories) 19 

ivings  banks 

ipire  Savings  Bank 61 

dative  non-barbiturates 

Imane  (Roche  Laboratories) 3rd  & 4th  covers 

100th  muscle  relaxants 

sodilan  (Mead  Johnson  & Company) 9 

rface  analgesics 

^ r-O-Foam  (Geriatric  Pharmaceutical  Corp.) 7 

inquiiizers 

^Jium  (Roche  Laboratories)  48,  49,  50 

inquilizer  antispasmotics 

--"ax  (Roche  Laboratories) 72,  73,  74 

amin  supplements 

°cca  (Roche  Laboratories) 134,  135 


We're  specialists  in 

fiCJTO  LEfQINQ 


When  you're  a specialist  in  your  field,  people 
depend  on  you  And  when  it  comes  to  leasing  a 
car,  doctors  have  been  depending  on  us  for 
years.  Maybe  it's  because  we  lease  any  car,  any 
make,  any  model,  any  equipment  ...  at  the  right 
prices  too.  And  we  don't  waste  time  discussing 
service  . . . we  do  it! 

We  know  you're  busy,  so  why  not  give  us  a call. 
We  can  handle  most  of  the  details  on  the  phone. 


AUTO  LEASING,  INC 

1712  E.  9th  St.,  Brooklyn  (212)  336-6767 


POSITIONS  WANTED 


UROLOGIST,  BOARD  ELIGIBLE,  SEEKING  ASSOCIATION  WITH  ESTAB- 
lished  urologist  or  group  leading  to  partnership.  Available  -January  1,  1975. 
Dept.  457,  c/o  NYSJM. 


ASSOCIATE  PROFESSOR  OF  SURGERY  (GENERAL  SURGEON)  WITH 
the  following  qualifications:  M B.,  Ch.B  (Bristol,  England)  1959;  FRCS 

Edinburgh  1966;  FRCS  England  1967;  married  with  two  children;  looking  for 
hospital  and  or  group  practice  in  New  Hampshire  or  New  York.  Available 
for  interview  by  arrangement.  For  further  information  and  communication 
please  contact:  c/o  Mr.  Cvrus  A.  Ansarv,  1000  Connecticut  Ave.,  N.W., 

Washington,  D.C.  20036.  Call  (202)  452-1140. 


MEDICAL  TECHNICIAN,  18  YRS.  RECENT  EXPERIENCE  HOSPITAL 
and  doctors  offices,  internal  medicine,  cardiology,  gastroenterology.  EKG, 
X-ray  (licensed),  CBCs,  blood  chemistries,  urinalyses,  medical  terminology. 
Excellent  references,  mature,  good  appearance,  own  car,  reliable.  No  evenings 
or  Saturdays.  Call  (212)  BA  9-2224. 


PRACTICES  AVAILABLE 


FAMILY  PRACTICE  OF  RECENTLY  DECEASED  PHYSICIAN  NOW 
available  in  Walden  (Orange  Co.)  and/or  Wallkill  (Ulster  Co.)  New  York. 
Two  offices  are  fully  equipped,  and  situated  in  rural  mid-Hudson  Valley. 
Hospitals  nearbv.  Contact:  Mrs.  Ann  R.  Lukacs,  RDrl,  Box  34,  Walden, 
N.Y.  12586,  or  call  (914)  774-2132. 


CERTIFIED  OR  BOARD  ELIGIBLE  NEUROPSYCHIATRIST  WANTED  TO 
fill  vacancy  caused  by  sudden  death.  Established  practice  in  Newburgh. 
N.Y.,  one  hour  from  New  York  City,  close  to  West  Point  and  Poughkeepsie, 
in  the  beautiful  Hudson  Valley.  Attractive,  new  leased  office,  fully  furnished. 
Immediate  action  will  mean  turnover  of  current  patient  load.  Secretary  on 
hand  to  assist  transition.  Contact  Mrs.  William  Hutchins,  132  South  Plank 
Rd.,  Newburgh,  N.Y.  (914)  562-2821. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 
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INDUSTRIAL 

PHYSICIAN 


Pratt  and  Whitney  Aircraft,  largest  employer 
in  New  England,  has  an  opening  in  its  Medi- 
cal Department  for  an  Industrial  Physician. 
Responsibilities  include  examination  of  new 
and  existing  employees  to  determine  physi- 
cal and  mental  suitability  for  employment 
and  treatment  of  occupational  injury  and 
disease  resulting  from  this  employment. 

The  Medical  Department  totals  approxi- 
mately 65  employees.  Support  personnel 
are  available  in  Safety  Engineering,  Indus- 
trial Hygiene  and  Health  Physics.  Candi- 
dates must  possess  a valid  state  license  (or 
be  suitable  for  Connecticut  reciprocity)  and 
qualify  for  a narcotic  license. 


All  inquires  will  be  handled  in  complete 
professional  confidence.  Please  forward 
your  resume  (including  salary  require- 
ments) to  Mr.  H.  M.  Heldmann,  Profes- 
sional Placement,  Office  125,  Pratt  & Whit- 
ney Aircraft,  East  Hartford,  Conn.  06108. 


Pratt  & 

Whitney 

Aircraft 


u 
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OVISOM  OF  UNITED  AIRCRAFT  COffP. 


An  Equal  Opportunity  Employer  Male  & Female 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT'D 


PHYSICIAN  DURING  JULY  AND  AUGUST  1975  FOR  CHILDREN’! 
located  at  Beach  Lake,  Pa.;  accommodates  350  campers,  ages  6-16;  c 
modern  health  center;  2 R.N.s  in  attendance;  will  accept  one  M.D. 
month;  no  children  accepted;  that  is,  of  camp  age.  Camp  opens  .Jun  ( 
closes  August  23.  Private  room  and  facilities.  Write,  and  include  yo  | 
number,  to  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Ej 
N.Y.  11201. 


PHYSICIAN  WANTED:  INTERNIST-ASSOCIATE  LEADING  TC  I 
partnership.  Any  subspecialty  other  than  gastroenterology.  300  R j 
with  flouroscopy  now  in  use  in  office.  Upstate  college  town  near  i 
Performing  Arts  Center  and  ski  resorts.  Send  resume  and  curricul 
Dept.  460,  c/o  NYSJM. 


LICENSED  PHYSICIANS  FOR  FULL  TIME  WORK  IN  THE  OUT1 
clinic.  U.S.  graduate  preferred.  Work  largely  of  a general  medic 
but  any  specialty  can  be  utilized.  Salary  $30,000-$36,000,  depi 
training  and  experience.  Fringe  benefits  include  hospitalization 
life  insurance  and  retirement.  Equal  Opportunity  Employer.  Inqi 
be  made  by  letter  or  telephone  to  the  Chief,  Outpatient  Service,  V.A 
3495  Bailey  Ave.,  Buffalo,  N.Y.  14215,  Phone  (716)  834-9200. 
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NEW  YORK:  AN  INCORPORATED  GROUP  OF  A SURGEON  A 
ily  physician,  situated  in  the  southern  part  of  the  Finger  Lakes  are  a . 
internist  or  a family  physician.  Attractive  salary  and  fringes.  P a 
curriculum  vitae  to  Dept.  456,  c/o  NYSJM. 


THE  ALCOHOLISM  REHABILITATION  UNIT  AT  GOWANDA  1 l 
trie  Center  has  positions  available  for  psychiatrists,  medical  spec/ 
clinical  physicians.  Salaries  for  psychiatrists  and  medical  specia  s 
$38,375.  Salaries  for  clinical  physicians  up  to  $32,406.  The  Alco  it 
habilitation  Unit  at  Gowanda  Psychiatric  Center  has  a 30-bed  int.  it 
unit  dealing  with  chronic  alcoholic  clients  on  a voluntary  basis.  S'S 
provided  on  a out-patient  basis  in  counties  in  the  Gowanda  Psychia  tl 
catchment  area.  Other  duties  may  include  teaching  and  research,  ul 
York  State  benefits  including  retirement,  health  insurance  and  va  i] 
provided.  For  information,  contact  Director,  Gowanda  Psychiat  C 
Helmuth,  N.Y.  14079. 


E.  R.  PHYSICIAN:  FULL-TIME,  DIVERSIFIED  DUTIES  IN  MODERN, 
204-bed  accredited  community  hospital  with  all  services.  Located  South- 
western coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Con 
venient  to  lovely  New  England  suburbia.  Dept.  425,  c/o  NYSJM. 


POSITIONS  IN  OPHTHALMOLOGY,  OTOLARYNGOLOGY,  OBSTE- 
trics/gynecology,  internal  medicine,  orthopedics,  pediatrics  now  open  with 
full  time,  salaried  plus  extras,  multi-specialty  group  at  long  established,  non- 
profit hospital  and  clinic.  Contact:  Franz  J Herpok,  Asst.  Director-Admin- 
istration, Clifton  Springs  Hospital  & Clinic,  Clifton  Springs,  N.Y.  11432. 
(315)462-9561. 


INTERNIST  OR  FAMILY  PRACTITIONER  WITH  PRIMARY  INTEREST 
in  internal  medicine  and/or  family  practice  to  join  full  time  hospital  based 
group  Beautiful  area  of  rural  Upstate  New  York.  Modern  office  facility 
adjacent  to  hospital.  Excellent  salary  and  fringe  benefits.  Contact:  Thomas 
e.  Lavell,  M.D.,  Medical  Office  Facility,  Delaware  Valiev  Hospital,  Walton, 
N.  Y.  (607)865-4101. 


WANTED:  FELLOW  IN  ANESTHESIOLOGY  FOR  300  BED,  VOLUN- 

tary  hospital  in  Brooklyn,  New  York.  Contact  director  of  anesthesiology, 
Lutheran  Medical  Center,  HY  2-3200. 


OBSTETRICIAN-GYNECOLOGIST:  FOR  PREPAID,  MULTISltl 

medical  group  on  Staten  Island,  N.Y.  $35,000;  good  fringe  benefi  pi 
ship  available  in  two  years.  Include  complete  curriculum  vitfU 
Dept.  458,  c/o  NYSJM. 


GOWANDA:  OPPORTUNITIES  FOR  PSYCHIATRISTS  ARE  A'lL 
Vacancies  exist  for  psychiatrists  with  salary  to  $41,450.  Applicai  ® 
licensed  or  hold  ECFMG  and  LMCC.  Gowanda  is  an  accredited  yc 
hospital  operated  by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  south  B 
N.Y.  It  carries  an  active  community  treatment  program  and  p id 
patient  services  for  a 3-county  area.  Benefits  include  .Jhi  weeks  pa  lei 
11  paid  holidays  during  the  first  year  of  employment.  A liberal  m of  1 
tory  retirement  plan  is  one  of  the  many  benefits.  Contact  D: 
Gowanda  Psychiatric  Center,  Helmuth,  N.Y.  14079. 


INTERNIST  WANTED:  BOARD  ELIGIBLE  OR  CERTIFIED  T# 
specialty  training  in  cardiology  to  join  physician  in  growing  privjfj 
Ft.  Lauderdale  area.  Salary  leading  to  partnership.  Some  exjpe® 
ferred.  P.O.  Box  4077,  Margate,  Fla.  33068. 


LEE  TODD  INC. 

“SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028 
(Mailing  address  only) 

(212)  RH  4-3615-3466 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions. 


ANESTHESIOLOGIST  WANTED  IMMEDIATELY  TO  JOl  /j 
group.  Private  practice,  congenial  O.R.  surroundings,  and  relax  li'A 
small  city  in  center  of  recreational  area  of  Northern  New  York  J,lt 
York  license  and  Board  eligibility  required.  Curriculum  vitae  tr  ID** 
c - NYSJM. 


CAMP  PHYSICIANS,  PREMIER  COED  CAMP.  NEW  YORF 
Mt.  area  from  June  27  to  August  24,  Physicians  for  two  or  four 
Medical  staff  includes  2 UN’s  and  nurses'  aide.  Infirmary  and  si 
Contact  Perrv  Sandler,  Brookwood  Camps,  41-23  Murray  St.,  F 
11355.  (212) 939-9090,  or (516  ) 621-0424. 
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li'SICI ANS  WANTED  — CONT  D 


5KD  CERTIFIED,  OB  GVN  SEEKS  ASSOCIATE  BOARD  ELIGIBLE 
It.  Ob  Gyn  to  join  busy  solo  practice  in  large  city  in  Connecticut.  Salary, 
In  partnership  Spanish  speaking  requirement.  Reply  Dept.  462,  c/o 

: sjm 


1 IPMENT 


..TROMYOGRAPH,  TECA  TWO  CHANNEL  WITH  DIRECT  WRI  TING, 
t ut  two  years  old,  in  perfect  condition.  Call  (914)  471-2325. 


(iL  ESTATE  FOR  SALE  OR  RENT 

— 

1'E  SPACE  AVAILABLE,  1500  SQ  FT.  NEW,  BRK'K  BUILDING; 
t ';  elevator.  Opposite  village  hall,  F'reeport,  L.I.  (516)  378-4949. 


; H YONKERS  PROFESSIONAL  OFFICE  FOR  RENT  ALL  OR 
•<  of  2,000  sq.  ft  Pleasant  setting  Elaborate  X rav  set-up  Three  M l). s 
xsidence.  looking  for  two  additional.  Call  (914)  969-0432 


' >ET  BAY.  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFUL 
4 physician's  own  luxuriously  appointed  villa.  Accommodates  five.  Right 
i rivate  virgin  white  beach  safe  for  children.  Private  tennis  club  with  regis 
d Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat  visits  and 
oy  thank  you  letters  from  pleased  fellow  physicians.  Brochure.  Gilbert 
iorton,  M.D.,  101  Jefferson  Ave.,  Endicott,  N.Y.  13760.  Call  after  9 p.m. 
.()  ST  5-5810. 


TALE:  HOME-OFFICE  COMBINATION.  SMITHTOWN.  L.I.  Seven 
i split,  3 bedrooms,  IV.  baths,  full  basement,  fully  carpeted,  profes- 
- illy  decorated;  landscaped,  fenced,  corner  1/3  acre  opposite  Smithtown 
ural  Hospital.  3V>  room  air  conditioned  office  with  bath,  room  for 
nsion.  Suitable  G.P.,  any  specialty.  Mid  50’s.  Owner  (516)  265-4244. 


TEASE  MEDICAL  BUILDING,  FOREST  HILLS.  QUEENS,  ON 
ns  Blvd.  Approximately  14,000  sq,  ft.,  2-story  bldg,  under  construction. 
Medical  Society  of  the  County  of  Queens,  will  meet  tenant’s  specifica- 
i.  Suitable  for  insurance  companies,  medical  groups,  institutional 
’ies.  Write:  Shayani,  P.O.  Box  87,  Canal  St.  Station,  New  York  City 


.ST  66  STREET,  MANHATTAN.  CO-OP  APARTMENT  FOR  SALE, 
able  for  several  doctors.  Call  Tuesdays  only  (212)  737-9488. 


R THE  DOCTOR.  LONG  ISLAND  MINI  ESTATE,  NASSAU  COUN- 
'jasily  reached  from  all  directions.  Two  levels,  48'  64',  both  with  own 

way  and  entrances.  4 bedrooms,  3%  baths.  Excellent  construction  in- 
rnd  outside.  Spacious  parking  area.  1V<2  acres  fenced.  Near  schools, 
hes.  svnagogue,  shopping.  LIRR.  Will  finance  for  quick  sale.  (516) 


E OF  DECEASED  OFFERS  OFFICE  FOR  RENT.  EXCELLENT 
tunity  for  GP  or  EENT  in  fast  growing  area.  Seven  miles  from  three 
hospitals;  65  miles  north  of  New  York  City.  Box  356,  Wappingers 
N.Y.  12590. 


IANS  OFFICE  FOR  SALE  OR  RENT:  FULLY  EQUIPPED  FOR  G.P. 
jrnist.  X-ray  EKG,  etc.  Available  immediately  due  to  sudden  death. 
Iished  practice  over  20  years.  Hospital  privileges,  quiet  Nassau,  South 
neighborhood:  *4  hr.  to  N.Y.C.  Terms  negotiable.  Call  (516)  LO 
T or  (516)  VA  5-0212. 


PSVCHMTRI3S 

Rural  community  mental  health  agency  with  three  com- 
prehensive centers  in  eastern  Arkansas  has  openings  for  two 
psychiatrists.  Work  as  team  member  with  80  other  professionals. 
Salary  is  in  low  40's  and  includes  exceptional  benefits  plus  reloca- 
tion and  interviewing  expenses.  For  more  information  call 
Stephen  Foti  COLLECT  at  501-338-6741,  or  send  resume  to 

EAST  ARKANSAS  REGIONAL 
MENTAL  HEALTH  CENTER 
30S  Valley  Drive  Helena,  Arkansas  72342 

An  Equal  Opportunity  Employer  M/F 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


HAUPPAGUE:  ONE  OF  MANY!  IDEAL  PROFESSIONAL  SITES. 

Spacious,  legal  two  family,  6 & 5 rooms  w night  club  basement.  Corner,  park 
like  grounds  w/ample  off  street  parking.  Asking  $74,900.  Carll  S.  Burr,  Jr., 
Inc.,  1008  Jericno  Tpke.,  Smithtown,  N.Y.  11787.  (516)543-9400, 


RADIOLOGY  OFFICE:  IMMEDIATE  AVAILABILITY,  COMPLETELY 

equipped;  including  Daylight  Developing  System.  Located  in  fully  occupied 
medical  building  at  Smithtown,  L.I.,  N.Y.  Dept.  461,  c/o  NYSJM. 


SUPER,  PRESTIGE  HOUSE  FOR  YOUR  FAMILY  AND  PRACTICE.  MAG- 
nificent  English  Tudor,  air  conditioned,  exquisite  5 bedroom,  5 \ baths, 
finished  attic,  has  additional  2 bedroom  plus  bath,  new  Blooningdale-style 
kitchen  with  indoor  barbeque;  1,000  sq.  ft.  all  panelled  basement,  fully  land- 
scaped grounds,  heated  swimming  pool,  walk  to  golf,  tennis,  yachting. 
$133,000.  Lawrence,  L.I.  (516)  239-4651. 


MEDICAL  OFFICE  FOR  RENT:  NORTH  WOODMERE  VALLEY  STREAM. 
Large  waiting  room,  2 examining  rooms,  nurse's  station,  lavatory,  consultation 
room  , air  cond.,  private  entrance,  parking.  Call  after  5 p.m.  (516)  791-6257. 


BROOKLYN:  STORE  FRONT  EXCELLENT  FOR  MEDICAL  CENTER  OR 
clinic.  One  story,  air  conditioned,  45  x 110  (full  5000  sq.  ft.).  Ideally  lo- 
cated in  the  heart  of  Flatbush  on  Church  Avenue  off  Flatbush  Avenue.  Can 
also  be  used  as  Medicaid  or  Medicare  offices.  For  immediate  interview,  call 
Mr.  Brecher  at  (212)  522-5770,  Brecholz  Realty,  16  Court  St.,  Brooklyn,  N.Y. 
11201. 


STATEN  ISLAND:  FOR  SALE  OR  RENT,  NEW,  ALL-BRICK,  TWO 

family  home  & doctor’s  office  on  ground  level,  in  residential  area  near  every- 
thing. Two  six-room  apartments,  five  baths,  separate  utilities.  Office  space 
can  be  divided  into  treatment,  consultation,  business  and  waiting  rooms.  Mid 
80’s.  Call  (212)351-7069. 


PUERTO  RICO,  COSTA  AZUL  AT  LUQUILLO.  THREE  BEDROOM 
house,  all  conveniences.  Ideal  for  convalescing  while  enjoying  the  world's 
greatest  beaches.  For  rent  weekly.  Edward  Pinney,  M.D.,  148  East  78th  St., 
NYC  10021.  (212)879-8870. 


A RARE  OPPORTUNITY:  HOME  & OFFICE,  DUE  TO  DEATH  OF  PHYSI- 
cian-owner,  a recently  viable  practice,  near  modern  accredited  hospital.  Fully 
equipped  office  for  G.P.  or  internist.  Asking  $85,000,  limited  investment  re- 
quired, financing  available.  Contact:  Mrs.  Jacob  Schloss,  3 Highland  Ave., 
Middletown,  N.Y.  10940.  Call  (914)  343-8559. 
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ANNOUNCING ! 
ANA’S  REGIONAL 
CONTINUING  NEDICAL 
EDUCATION  PROGRAN 


ama  brings  continuing 
medical  education 
(C.I1.E.)  to  you 

• Near  your  hometown  Recognition  Award,  and  credit  for  other 

• Clinical  topics  from  practicing  medicine  continuing  education  programs 

• 12  hours  of  Category  I Continuing  Medical  • Presented  on  weekends  — will  not  interfere 
Education  credit  toward  the  AMA’s  Physician’s  with  office  hours 

Each  Regional  meeting,  sponsored  by  AMA’s  Council  on  Scientific  Assembly,  will  consist  of 

eight  postgraduate  courses:* 

1.  Human  Sexuality  6.  Infectious  Diseases  and  Antibiotics 

2.  Venereal  Disease  7.  Dermatology  for  Non-Dermatologists 

3.  Basic  Electrocardiography  8.  Basic  and  Advanced  Life  Support  — 

4.  Pulmonary  Function  and  Blood  Gases  Cardiopulmonary  Resuscitation  (CPR) 

5.  Fluid  and  Electrolyte  Balance 

'Courses  1 through  7 are  6 hours  each;  each  is  presented  twice 

(onceon  Saturday,  onceon  Sunday).  Course  No.  8 is  a 12-hour  course  that  runs  both  days. 
Sites 

Tampa,  Fla.  - February  8-9,  1975  Minneapolis,  Minn.  - July  26-27,  1975 

Phoenix,  Ariz.  - March  15-16,  1975  Williamsburg,  Va.  - September  27-28,  1975 

For  more  information  WRITE: 

Dept,  of  Circulation  & Records/'AMA,  535  N.  Dearborn  St./  Chicago,  IL  60610 
CALL  (312)  751-6187  for  immediate  details  by  return  mail 
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NEW  YORK  CITY  AREA 


February  1 / 22,  1975 

10:00  a.m. — 12:00  noon  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Kerbs  Auditorium 
1275  York  Avenue 

February  1 

TONGUE  CANCER 

SURGERY:  RADICAL  NECK  DISSECTION; 
COMMANDO  OPERATION 

February  8 

CANCER  OF  THE  BUCCAL  MUCOSA, 
GUM  AND  PALATE:  SURGICAL 
TREATMENT 

CANCER  OF  THE  PARANASAL  SINUSES; 
MAXILLECTOMY  WITH  AND  WITHOUT 
ORBITAL  EXENTERATION 

February  15 

CAROTID  BODY  TUMOR.  SCHWANOMA, 
ESOPHAGEAL  DIVERTICULUM 

ENDOSCOPY.  CANCER  OF  THE 
LARYNX:  PARTIAL  LARYNGECTOMY: 
TOTAL  LARYNGECTOMY;  RADICAL 
NECK  DISSECTION  PLUS  LARYNX; 
TRACHEAL  STOMA  CONSTRUCTION; 
STATISTICS. 

February  22 

BENIGN  PAROTID  TUMORS: 

SUPERFICIAL  PAROTIDECTOMY  WITH 
FACIAL  NERVE  DISSECTION. 

CANCER  OF  THE  PAROTID:  TOTAL 
PAROTIDECTOMY  WITH  AND  WITHOUT 
NECK  DISSECTION. 

For  additional  information  Contact  H.  Randall  Tollefsen,  M.D., 
737  Park  Avenue,  10021  Tel:  212/RE-7-0042. 


February  / May,  1975 

The  Institute  of  International  Medical  Education 

222  East  19th  Street 

FRONTIERS  OF  MEDICINE 

A series  of  lectures  on  recent  advances  in  Medicine, 

Surgery  and  the  Specialties,  primarily  intended  for  the 
practicing  physician,  with  open  forum  discussion  between 
faculty  and  participants. 

For  further  information  please  contact;  Natale  Colosi,  Ph.D., 
Director,  Institute  of  International  Medical  Education,  at  above 
address,  10003.  Tel  212/677-4728. 

February  3 / 26,  1975 

The  New  York  Academy  of  Medicine 

2 East  103rd.  Street 

February  3,  Monday — 7:30  p.m. 

Section  on  Orthopedic  Surgery 
TRAUMA  OF  THE  UPPER  EXTREMITY 

WHAT’S  NEW  IN  THE  TREATMENT  OF 
UPPER  EXTREMITY  TRAUMA 

LOUIS  ANDERSON,  M.D. 

University  of  Tennessee  College  of  Medicine 

CUFF  TEARS  OF  THE  SHOULDER 

CHARLES  S.  NEER,  M.D. 

Columbia  University  College  of  P & S 

SUBACUTE  VOLKMANN’S  ISCHEMIA- 
ETIOLOGY  AND  MANAGEMENT 

RICHARD  G.  EATON,  M.D. 

Columbia  University  College  of  P & S 


February  4,  Tuesday — 7:00  p.m. 

Section  on  Dermatology  and  Sy philology 

PRESENTATION  OF  CASES 

Members-7:00-7:45 — Non-Members-7:45-8: 15 

JESSE  A.  TOLMACH,  M.D. 

Beth  Israel  Medical  Center 

Subscription  Dinner  6:30  p.m. — Cocktails  6:00 


WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road,  Lake  Success,  N.  Y.  1 1040  Date 

Name No.  of  Subscriptions_ 

Attention .Title 

Address 

City State Zip 

□ $3.00  check  enclosed  for  ‘WHAT  GOES  ON" 
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MICHAEL  FISHER.  M.D. 

Bronx  Municipal  Hospital  Center 

YELVA  LYNFIELD,  M.D. 

Veterans  Administration  Hospital 

YEHOSHUA  RAPP,  M.D. 

Kings  County  Hospital 

GERALD  S.  LAZARUS.  M.D. 
Montefiore  Hospital  and  Medical  Center 

HARRY  SHATIN,  M.D. 

Mount  Sinai  Hospital 

Business  Meeting  7:45-8: 15 

Discussion  of  Cases  8: 15-9:45 


February  5,  Wednesday — 8:00  p.m. 

I Section  on  Physical  Medicine  and  Rehabilitation  with  the  New 
York  Society  of  Physical  Medicine  and  Rehabilitation 

THE  CHALLENGE  OF  OSTEOPOROSIS 

URIEL  BARZEL,  M.D. 

Albert  Einstein  College  of  Medicine 

Subscription  Dinner  7:30  p.m. — Cocktails  6:00 


February  11,  Tuesday — 8:00  p.m. 

Section  on  Bio-Medical  Engineering 

ULTRASONIC  APPLICATIONS  IN 
MEDICINE 

Moderator 

IRA  NATHAN.  M.D. 

New  York  University  Medical  College 

Discussants 

HOWARD  ALLIGER 
Heat  Systems  Ultrasonics 

LEE  DUNBAR 
Grumman  Health  Systems 

LEU  ROSENBLUM 
Ultrasound  Division 
Picker  Corporation 

Subscription  Dinner  7:00  p.m. — Cocktails  6:00 


- February  24,  Monday — 4:30  p.m.-8:00 

Section  on  Radiology  with  the 
New  York  Roentgen  Society 

NEW  FACES  IN  NEW  YORK  NUCLEAR 
MEDICINE 

Moderator 

LEONARD  M.  FREEMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

Panelists: 

JEROME  JACOBSTEIN,  M.D. 

- — : Cornell  University  School  of  Medicine 

DAVID  MILSTEIN,  M.D. 

Albert  Einstein  College  of  Medicine 


PETER  WINTER,  M.D. 

Columbia-Presbyterian  Medical  Center 

MORDECAI  KOENIGSBERG,  M.D. 

Albert  Einstein  College  of  Medicine 

Cocktails  & Dinner  6:00  p.m.-7:00 

Evening  Diagnostic  Lecture — 8:00  p.m. 

THE  ROLE  OF  RADIOLOGY  AND 
NUCLEAR  MEDICINE  IN  THE 
EVALUATION  OF  ISCHEMIC  HEART 
DISEASE,  A.D.  1975 

MELVIN  P.  JUDKINS.  M.D. 

Loma  Linda  University  School  of  Medicine 

Section  on  Radiotherapy-Evening  Session — 8:00  p.m. 

NEW  TOOLS  FOR  TUMOR 
LOCALIZATION  AND  TREATMENT 
PLANNING 

1.  Ultrasound 

DONALD  L.  KING,  M.D. 

Columbia-Presbyterian  Medical  Center 

2.  Emi  Scan 

IRVIN  I.  KRICHEFF.  M.D. 

New  York  University  Medical  Center 

3.  Gallium-67  Scan 

RICHARD  F.  BENUA 

Memorial  Sloan-Kettering  Cancer  Center 


February  26,  Wednesday — 8:15  p.m. 

Section  on  Historical  Medicine 

THE  ORIGIN  OF  OUR  CORONER’S 
SYSTEM  AND  ITS  TRANSITION  INTO 
THE  MEDICAL  EXAMINER’S  SYSTEM  OF 
TODAY:  THE  NEED  FOR  IMPROVEMENT 
IN  OFFICIAL  MEDICAL-LEGAL 
INVESTIGATION  AT  THE  PRESENT  TIME 

MILTON  HELPERN,  M.D. 

Retired  Chief  Medical  Examiner,  City  of  New  York 
Subscription  Dinner  7:15  p.m. — Cocktails  6:15 


February  4 / 19,  1975 
Wyckoff  Heights  Hospital 

Main  Building  (Basement  Conference  Room) 

374  Stockholm  Street 
Brooklyn 

February  4,  10:00 — 1 1:00  a.m. 

THERAPY  IN  MODERN  BLOOD  BANKING 

MALCOLM  E.  LEVINE,  M.D. 

Jamaica  Hospital 

NO  FEE 

For  further  information  contact:  Dr  V.  J.  Adams,  Director  of 
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Medical  Education,  Wyckoff  Heights  Hospital,  at  above 
address,  1 1 237,  Tel:  2 1 2/456-8200  Ext.  352-356. 

February  1 1,  10:00 — 1 1:00  a.m. 

CANCER  MEDICINE,  CHEMOTHERAPY 

SEYMOUR  D.  RITTER,  M.D. 

Downstate  Medical  Center 

NO  FEE 

February  14,  10:30 — 1 1:30  a.m. 

CURRENT  STATUS  OF  PHOTO-THERAPY 

BRUCE  ACKERMAN,  M.D. 

Beth  Israel  Medical  Center 

NO  FEE 

February  18,  10:00 — 1 1:00  a.m. 

THE  REMOTE  EFFECTS  OF  MALIGNANT 
NEOPLASMS 

SAMUEL  KORMAN,  M.D. 

Downstate  Medical  Center 

NO  FEE 

February  19,  10:00 — 1 1:00  a.m. 

PSYCHIATRIC  EMERGENCIES 

NORBERT  PREMINGER,  M.D. 

Wyckoff  Heights  Hospital 

NO  FEE 

February  5 / 19,  1975 

4:00 — 5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

February  5 

RESPIRATORY  FAILURE 

CHANG  SHIM,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  1 \ 

February  19 

4:00 — 5:30  p.m. 

FLUID  ELECTROLYTES 

CHAIM  CHARYTAN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  1 \ 


February  6,7  & 8,  1975 

9:00  a.m. — 4:30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai 
School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

NEUROPHARMACOLOGY 

GERARD  M.  LEHRER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200  CREDIT:  AMA  Cat.  1 


February  6 / April  24,  1975 

9:15-10:30  a.m.  Thursdays 

Booth  Memorial  Medical  Center  and  New  York 
University  Post-Graduate  Medical  School 

North  Conference  Room 
Booth  Memorial  Medical  Center 
56-45  Main  Street 
Flushing 

Course  6 10 

THE  PEDIATRIC  SCENE:  PEDIATRIC 
CARDIOLOGY  1975 

This  course  is  designed  to  assist  pediatricians  and  general 
practitioners  in  improving  and  updating  their  clinical  skills  in 
recognizing  and  managing  heart  disease  in  infancy  and 
childhood. 

Directors: 

EUGENIE  F.  DOYLE,  M.D. 

NYU  Medical  Schools 

SHELDON  H.  PUTTERMAN,  M.D. 

Booth  Memorial  Medical  Center 

Fee:  $125. — Payable  when  submitting  preregistration  form. 
Preregistration  is  required 

For  further  information  and  preregistration  form  contact  NYU 
Post-Graduate  Medical  School,  Office  of  the  Recorder,  Rm 
4-44N  LHB,  550  First  Avenue,  NYC  10016. 


February  10  / March  17,  1975 

1:00  p.m.  Mondays 

The  Downstate  Medical  Center 

Basic  Sciences  Building  (Lecture  Hall  1) 

450  Clarkson  Avenue 
Brooklyn 

The  R.  Janet  Watson  Hematology  Lectures 
January  10 

DIFFERENTIATION  OF  FRIEND 
LEUKEMIA  CELLS  IN  VITRO 

HARVEY  PREISLER,  M.D. 

Roswell  Memorial  Park  Institute 

February  24 
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REGULATION  OF  ERYTHROPOIESIS 

RICHARD  RIFKIND,  M.D. 

Columbia  University  College  of  P & S 

March  3 

THE  GENETIC  DEFECT  IN  THALASSEMIA 

ARTHUR  BANK.  M.D. 

Columbia  University  College  of  P & S 

March  17 

VON  WILLEBRAND’S  DISEASE 

HARVEY  WEISS.  M.D. 

Columbia  University  College  of  P & S 

For  further  information  write  The  Downstate  Medical  Center 
at  above  address,  11203. 


February  11  / April  15,  1975 

1:15 — 2:15  p.m.  Tuesdays 

Downstate  Medical  Center  (SUNY) 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

February  11 

STUDIES  OF  THE  REGULATION  OF 
PITUITARY  HORMONE  SECRETION 

NORMAN  FLEISCHER.  M.D. 

Albert  Einstein  College  of  Medicine 

March  11 

THE  ROLE  OF  THE  LIVER  AS  SITE  OF 
INSULIN  ACTION 

PHILIP  FELIG,  M.D. 

Yale  University 

April  15 

ECTOPIC  HUMAN  CHORIONIC 
GONADOTROPIN  SECRETION 

JUDITH  L.  VAITUKAITIS,  M.D. 

National  Institute  of  Health 


February  11  / April  8,  1975 

1:30 — 3:00  p.m.  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

PSYCHOPHARMACOLOGY  FOR 
PSYCHIATRISTS 

SAMUEL  L.  FEDER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200  CREDIT:  AMA  Cat.  1 


WEDNESDAY,  February  12 


The  New  York  Surgical  Society 

The  New  York  Academy  of  Medicine 
103rd  Street  & Fifth  Avenue 

Case  Report: 

OMENTAL  PEDICLE  GRAFT  IN  THE 
CLOSURE  OF  LARGE  ANTERIOR  CHEST 
WALL  DEFECTS, 

D.  M.  CARBERRY.  M.D. 

LOWYD  W.  R.  BALLANTYNE,  JR.,  M.D. 

Papers: 

1)  Abdominal  Cutaneous  Nerve  Entrapment 
Syndrome 

G.  E.  WANTZ.  M.D. 

2)  A Protein  Dietary  Supplement;  The 
Nonsurgical  Answer  to  Severe  Dumping 
Syndrome 

H.  C.  ALEXANDER,  M.D. 

3)  Spontaneous  Reversal  of  Portal  Blood 
Flow:  The  Case  For  and  Against  Its 
Occurrence  in  Patients  with  Cirrhosis  of 
the  Liver. 

J.  A.  STEEN,  PH  D. 

W.  F.  PANKE,  M.D. 

T.  F.  NEALON,  JR.,  M.D. 

For  further  information  contact  J.  Beall  Rodgers,  M.D.,  1 160 
Park  Avenue.  10028.  Tel:  212/427-7575. 


SUNDAY,  FEBRUARY  16 

6:00  p.m. 

A.A.M.A. 

Queens  Chapter 

Kneer’s  Golden  Pheasant 
32-08  Broadway 
Astoria 

Tenth  Anniversary  Celebration 

Dinner:  $15.00  per  person  Dress:  optional 

For  reservations,  please  contact:  Mrs.  Marie  Owen,  31-22 
29th  Street,  Astoria,  11106.  Tel:  212/726-1937. 


February  21 — 24,  1975 

10:00  a.m. — 5:00  p.m.  Monday-Friday 

Columbia  University  College  of  P & S 

630  West  168th  Street 

HYPNOSIS  AND  PSYCHIATRY 

Open  only  to  psychiatrists,  psychologists  (Ph.D.  level)  & 
Research  Scientists  with  special  interest,  (subject  to  Course 
Director's  approval)  who  have  taken  the  basic  hypnosis 
course  or  the  equivalent.  Lectures,  seminars,  and  case 
material  to  elaborate  the  various  techniques  with  which 
hypnosis  can  facilitate  the  psychotherapeutic  process. 

FEE:  $200. 
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For  application  write  to  Jose  M.  Ferrer,  Jr.,  M.D.,  Associate 
Dean,  at  above  address,  10032. 


February  24— 28,  1975 

9:00  a.m. — 5:15  p.m.  Monday-Friday 

The  New  York  University  Post-Graduate 
Medical  School 

550  First  Avenue 

ARTHRITIS  AND  RELATED  DISORDERS 

Directors: 

EDWARD  C.  FRANKLIN,  M.D. 

NYU  School  of  Medicine 

GERALD  WEISSMANN,  M.D. 

NYU  School  of  Medicine 

The  symposium  is  designed  for  physicians  and  researchers 
seeking  detailed,  up-to-date  knowledge  of  arthritis,  rheumatic 
f ever,  systemic  lupus  erythematosus  and  gout.  Recent 
developments  of  particular  note  will  be  discussed  in  the 
session  on  Tuesday,  Feb.  25  at  9:00  a.m.  on  INFLAMMATION 
& COMPLEMENT. 

FEE:  $195 

Fee  is  payable  in  advance  with  an  application  for  enrollment. 
Address  to  the  Office  of  the  Recorder,  Room  4-44-N,  Arnold 
and  Marie  Schwartz  Lecture  Hall,  NYU  Post-Graduate  Medical 
School  at  above  address,  10016. 


February  27  / May  8,  1975 

4:00 — 5:30  p.m.  Thursdays  (Excluding  March  27th) 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

HYPNOSIS  FOR  THE  PHYSICIAN  AND 
DENTIST 

ELLIOT  N.  WINEBURG,  M.D. 

Mount  Sinai  School  of  Medicine 

FtE:  $100  CREDIT:  AMA  Cat.  1 


BUFFALO 


February  6 /27,  1975 

7:30 — 9:30  p.m. 

Continuing  Medical  Education  School  of 
Medicine 

SUNY  at  Buffalo 
Capen  Hall  Room  G22 

February  6 

THE  JUGULAR  PULSE 

February  20 

AUSCULTATION 

February  27 


PRECORDIAL  PULSATIONS 


SUFFOLK 


February  7 / June  13,  1975 

8:00 — 9:00  a.m. 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

(2nd  Floor  Conference  Room) 

February  7 

MANAGEMENT  OF  ACUTE  AND 
CHRONIC  PULMONARY  INSUFFICIENCY 

JOHN  RODGERS,  M.D. 

February  21 

CARDIAC  ARRYTHMIAS  J 

HARVEY  MADELL,  M.D. 

March  7 

CARDIAC  ARRYTHMIAS  II 

HARVEY  MADELL,  M.D. 

March  14 

ACUTE  & CHRONIC  EAR  DISEASE 

DOMINICK  SAMPOGNA,  M.D. 


April  1 1 

CLINICAL  APPROACH  TO  THE 
INFERTILE  COUPLE 

MILTON  ROSENBERG,  M.D. 

April  18 

RADIOLOGIC  SCANNING 

IRA  LANGER,  M.D. 

April  25 

RADIOLOGY  OF  THE  Gl  TRACT 

IRA  LANGER,  M.D. 

May  9 

OBESITY 

ROBERT  CHERNAIK,  M.D. 

May  30 

CYTOLOGIC  RATIONALE 

ARTHUR  GARUTTI,  C.T. 


June  6 

DIAGNOSIS  & WORKUP  OF  DIFFICULT 
ANEMIA 

JAMES  MAGIDSON,  M.D. 

June  13 

MENINGITIS 

JOSEPH  D'AGROSA,  M.D. 

NO  FEE  CREDIT:  23  AAFP  Hrs.  Class  I (Prescribed 


For  further  information  please  contact  Dorothy  S.  Lane,  M.l 
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Director  of  Medical  Education,  at  above  address.  Tel: 
516/475-5000.  Ext.  452. 


OUT  OF  STATE 


January  31  / February  2,  1975 

Council  on  Medical  Education  of  the  AMA  in 
Collaboration  with  the  Association  for  Hospital 
Medical  Education,  American  Society  of  Allied 
Health  Professions  Federation  of  State  Medical 
Boards  of  the  U.S. 

Palmer  House 
Chicago,  Illinois 

MEDICAL  EDUCATION-RESPONSIBILITIES 
IN  THE  PUBLIC  INTEREST 

The  registration  fee  is  $5.00  per  person  for  students:  and 
$15.00  per  person  for  all  others,  including  interns  and 
residents.  Checks  for  registration  should  be  made  out  to  the 
AMA  Congress  on  Medical  Education  and  mailed  to  Division  of 
Medical  Education,  American  Medical  Association,  535  N 
Dearborn  St.,  Chicago,  III.  60610. 

The  registration  fee  does  not  include  the  tickets  for  the 
Annual  Herbert  M.  Platter  Luncheon  or  the  Annual  Banquet 
sponsored  by  the  Federation  of  State  Medical  Boards.  These 
tickets  will  be  available  for  purchase  from  the  FSMB  at  the 
time  of  the  Congress. 


February  21  / 22,  1975 

Division  of  Continuing  Medical  Education 

University  of  Miami  School  of  Medicine 
Miami 

PEDIATRIC  BEHAVIOR  MANAGEMENT 
CONFERENCE 

For  fee  information,  program  site,  and  registration,  contact 
the  Division  of  Continuing  Medical  Education,  University  of 
Miami  School  of  Medicine,  P.O.  Box  520875  Biscayne  Annex, 
Miami,  Florida.  33152.  Tel:  305/547-6716. 


February  26— 28,  1975 
Aspen  Systems  Corporation 

Diplomat  Resort  & Country  Club 
3515  South  Ocean  Drive 
Hollywood,  Florida  33022 

EMERGENCY  MEDICAL  SERVICES 

For  further  information  contact  Health  Law  Center  Aspen 
Systems  Corporation,  11600  Nebel  Street,  Rockville, 
Maryland  20852.  Tel:  301/770-4900. 


February  10 — 13,  1975 
American  College  of  Cardiology 

fyatt  Regency  Hotel 
'*  Houston,  Texas 

Vatton  s Cardiovascular  Scientists ' Annual  Scientific  Meeting 


EXCELLENCE  IN  CARDIOVASCULAR 
PRACTICE 

RICHARD  S.  ROSS,  M.D. 

American  Heart  Association 

Panel  Discussion: 

MALPRACTICE  RISK  IN 
CARDIOVASCULAR  PRACTICE 

For  further  information  contact  the  American  College  of 
Cardiology,  9650  Rockville  Pike,  Bethesda,  Maryland  20014. 


February  11  / 28,  1975 

UNIVERSITY  OF  MICHIGAN  MEDICAL 
CENTER 

Department  of  Post-Graduate  Medicine  and  Health  Professions 
Education 

Towsley  Center  tor  Continuing  Medical  Education 
Ann  Arbor,  Michigan 

February  11 — 12 

CHEST  PHYSICAL  THERAPY  WORKSHOP 

February  13 

CONTINUING  PATHOLOGY  CONFERENCE 

February  18 — 20 

EKG  DIAGNOSIS 

February  25 — 28 

EMERGENCY  MEDICINE 

For  further  information  contact:  Robert  K.  Richards, 

Director,  Office  of  Intramural  Education,  G 1 109  Towsley,  U 
of  M,  Ann  Arbor,  Michigan  48104. 


FUTURE  EVENTS 


April  4 /5,  1975 

Medical  Society  of  the  State  of  New  York 
Committee  on  Aging  and  Nursing  Homes  in 
cooperation  with  AMA  and  HEW. 

Concord  Hotel 
Kiamesha  Lake,  New  York 

ROLE  OF  MEDICAL  DIRECTOR  IN 
SKILLED  NURSING  FACILITY 

A seminar  for  physicians,  nursing  service  directors  and 
administrators  concerned  about  patient  care  in  skilled  nursing 
facilities. 

PURPOSE: 

1)  To  identify  ways  in  which  medical 
directors,  nursing  service  directors,  and 
administrators  can  engage  in  a team 
effort  with  attending  physicians  and  allied 
health  professionals  in  improving  patient 
care  in  skilled  nursing  facilities. 
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2)  To  share  ways  in  which  the  Medical 
Director  role,  as  a full-time  or  part-time 
function,  can  be  feasibly  implemented  in 
a local  setting. 

3)  To  explore  the  future  of  the  Medical 
Director  role  as  viewed  by  the  private  and 
public  sectors. 

4)  To  help  physicians  organize  permanent 
State  and  local  work  groups  that  would 
have  the  continuing  responsibility  for 
upgrading  medical  services  in  nursing 
homes. 

CREDIT:  Appropriate  credits  will  be  sought  for  physicians  in 
Category  No.  1,  AMA  Physician's  Recognition  Award  and  the 
continuing  education  program  of  the  AAFP.  Continuing 
education  credit  for  nursing  home  administrators,  applied  for. 

June  4/6,  1975 

Columbia  University  College  of  P & S 

630  West  168th  Street 

ELECTROPHYSIOLOGY  AND 
PHARMACOLOGY  OF  CARDIAC 
ARRHYTHMIAS  AND  CONDUCTION 
DISTURBANCES 

Under  direction  of: 

MICHAEL  R.  ROSEN,  M.D. 

ANDREW  L.  WIT,  PH.D. 

Cardioactive  Drugs:  Basic  Mechanisms,  Pharmacokinetics, 
Clinical  Applications. 

The  course  is  designed  for  the  cardiovascular  practitioner  and 
the  investigator  interested  in  the  mechanisms  of  drug  action 
and  the  application  of  appropriate  pharmacotherapy  to  the 
patient. 

June  12  / 14,  1975 

Columbia  University  College  of  P & S 

630  West  168th  Street 

PEDIATRIC  COURSE,  ADVANCES  IN 
DIAGNOSIS  AND  MANAGEMENT 

The  course  is  devoted  to  advances  in  the  diagnosis  and 
treatment  of  common  and  uncommon  pediatric  problems. 

FEE:  $150  For  interns  and  residents — $100. 

For  further  information  write  to  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  at  above  address,  10032. 


FUTURE— OUT  OF  STATE  EVENT 


March  5,  1975 

McMaster  University  Medical  Centre 

Room  4F5  1200  Main  Street  W 


Hamilton,  Ontario 

DIALOGUE  IN  DIAGNOSIS  VALUE  AND 
RELIABILITY  OF  SOME  ENDOSCOPIC, 
NUCLEAR,  RADIOLOGIC  AND 
ULTRASOUND  TECHNIQUES 

For  further  information  contact:  Dr  W.  P.  Cockshott,  Chm., 
Dept,  of  Radiology,  McMaster  University  Medical  Centre,  at 
above  address,  L8S  4J9. 


MOST  RECENT  PHYSICIAN  S 
PLACEMENT  OPPORTUNITIES 


COMPLETE  LIST  OF  PHYSICIAN’S  PLACEMENT  OPPORTUNI- 
TIES APPEARS  IN  JANUARY  WHAT  GOES  ON— DECEM- 
BER ISSUE  OF  THE  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE. 


FAMILY  PHYSICIANS: 

CANAJOHARIE,  N.Y.,  Montgomery  County  needs  a Family  Physi- 
cian. For  further  information  contact  Major  John  L.  Tooker, 
Canajoharie,  Tel:  518/673-5512. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  For  further  information  con- 
tact Donald  R.  Gibbs,  M.D.,  Cortland  Tel:  607/756-9941. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm. 
General  Hospital  of  Saranac  Lake,  Saranac  12983.  Tel 
518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor 
mation  contact  Mr.  Fred  Yanni,  Executive  Director,  Healtl 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202 
Tel:  315/424-3863. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me 
morial  Hospital  of  William  F.  & Gertrude  F.  Jones,  191  Nortl 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 

INTERNISTS: 

GENEVA,  N.Y.  Ontario  County  needs  an  Internist.  For  further  in 
formation  contact  Mr.  G.  J.  Hucker,  Geneva  General  Hospita 
Geneva  14456. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  i j 
new  professional  building  on  hospital  grounds.  For  further  ir 
formation  contact  Michael  C.  Mazzarella,  Adm.,  Northern  Du* 
chess  Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  cor 
tact  Mr.  Fred  Yanni,  Executive  Director,  Health  Service 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 
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DERMATOLOGISTS 

i 3ENEVA,  N Y.  Ontario  County  needs  a Dermatologist.  For  fur- 
ther information  contact  Mr.  G.  J.  Hucker,  Geneva  General 
Hospital.  Geneva,  14456. 

NEUROLOGISTS 

3ENEVA,  N.Y.  Ontario  County  needs  a Neurologist.  For  further 
information  contact  Mr.  G.  J.  Hucker,  Geneva  General  Hospi- 
tal, Geneva  14456. 

3BSTETRICIAN/GYNECOLOGISTS 

Syracuse,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St..  Syracuse  13202.  Tel: 
315/424-3863. 

PEDIATRICIANS 

: SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St„  Syracuse  13202.  Tel: 
315/424-3863. 

IADIOLOGIST 

MITHTOWN,  N.Y.  Suffolk  County  needs  a Radiologist  to  work 
part-time  or  four  day  week.  For  further  information  contact 
Robert  Bloom,  M.D.,  498  Route  111,  Smithtown  11787. 


VMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


hysicians  seeking  placement  opportunities  outside  New  York 
tate  should  contact  AMA,  Physicians’  Placement  Service,  535 
. Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

id  also  refer  to  the  physicians’  opportunities  listed  in  the  classi- 
jd  ad  section  of  JAMA,  The  Journal  of  the  AMA. 


O:  Subscribers  to  "What  Goes  On  In  Medicine" 
ROM:  The  Editor 


EVENT  RECEIVED  AFTER 
DEADLINE 


February  10  / 24,  1975 

3:30  p.m.  Mondays 

Mount  Sinai  School  of  Medicine  (CUNY) 

City  Hospital  Center 
79-01  Broadway 
Elmhurst 

February  10 

TRANSITION  FROM  LIVER  ADAPTATION  TO 
INJURY  IN  ALCOHOLISM 

CHARLES  S.  LIEBER,  M.D. 

Mount  Sinai  School  of  Medicine 

February  24 

THE  ROLE  OF  PROSTAGLANDINS  IN 
HYPERTENSION 

LAWRENCE  KRAKOFF,  M.D. 

Mount  Sinai  School  of  Medicine 

For  further  information  contact  Stanley  G.  Seckler,  M.D.,  Di- 
rector, Dept,  of  Medicine,  City  Hospital  Center  at  Elmhurst,  at 
above  address  1 1373.  Tel:  212/830-1321. 


s a past  reader  of  "What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

he  Editors  thank  you  for  your  past  interest  in  “What  Goes  On”  and  invite  your  suggestions  and  comments. 


“WHAT  GOES  ON" 

SUBSCRIPTION  ORDER  BLANK 

• 

RATES,  INCLUDING  POSTAGE 

4 

$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
“What  Goes  On” 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name _ 

Address - 

City,  State 

(zip) 
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1975  ANNUAL  CONVENTION 

MEDICAL  SOCIffl  OF  THE  STATE  OF  NEW  FORK 

SUNDAY,  MARCH  9 THROUGH  WEDNESDAY,  MARCH  12 

HOTEL  AMERICANA,  NEW  YORK  CITY 

SCIHEDU LE_OF^  IF  IC_  ET INGS 

SUNDAY,  MARCH  9 

10  A.M.  GENERAL  SESSION,  Royal  Ballroom  A,  JOINT  MEETING 
FAM.  & GEN.  PRAC.;  OB  & GYN;  PSYCH.;  UROL. 

ALLERGY,  Versailles  Ballroom 
ARCHIVES,  Royal  Box 
NEUROSURGERY,  Princess  Room 
OPHTHALMOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY;  RADIOLOGY 
Joint  Meeting,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A (Co nt’d.  as  above ) 

ANESTHESIOLOGY,  Versailles  Terrace 

PLASTIC  & RECONSTRUCTIVE  SURGERY,  Royal  Ballroom  B 

MONDAY,  MARCH  10 

9 A.M.  DATA  PROCESSING  IN  MEDICINE,  Royal  Ballroom  B 
DERMATOLOGY  & SYPHILOLOGY,  Versailles  Ballroom 
GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY;  PATHOLOGY  AND 
BLOOD  BANKING 
Joint  Meeting,  Royal  Ballroom  A 
SCHOOL  HEALTH,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 

TUESDAY,  MARCH  11 

9 A.M.  CHEST  DISEASES,  Royal  Ballroom  A 
OTOLARYNGOLOGY;  PEDIATRICS 
Joint  Meeting,  Royal  Ballroom  B 
PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A,  Joint  Meeting 
CARDIOVASCULAR  DISEASES 

MEDICAL  LEGAL  & WORK.  COMP.  MATTERS;  OCCUPATIONAL  MEDICINE 
Joint  Meeting,  Versailles  Ballroom 
PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH,  Versailles  Terrace 
SURGERY;  EMERGENCY  MEDICINE 
Joint  Meeting,  Royal  Ballroom  B 

WEDNESDAY,  MARCH  12 

9 A.M.  INTERNAL  MEDICINE,  The  Royal  Ballroom 
SPACE  MEDICINE,  Versailles  Ballroom 

2 P.M.  GENERAL  SESSION,  The  Royal  Ballroom 

SCIENTIFIC  MOTION  PICTURES  AND  SCIENTIFIC  AND  TECHNICAL  EXHIBITS, 

SUNDAY  THROUGH  WEDNESDAY,  MARCH  9 THROUGH  12,  9 A.M.  to 
5 P.M.,  IN  ALBERT  HALL,  LOWER  LOBBY. 

SCIENTIFIC  MEETING  ROOMS,  2nd  FLOOR. 
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231  Annual  Reports — Index 


January  1 975  New  York  State  Journal  of  Medicine  1 67 


Officers 


Medical  Society  of 
the  State  of  New  York 


Lynn  R.  Callin,  M.D.,  Monroe 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Ralph  S.  Emerson,  M.D.,  Nassau 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  G.  Zimring,  M.D.,  Nassau 
Albert  M.  Schwartz,  M.D.,  New  York 
Warren  A.  Lapp,  M.D.,  Kings 
George  T.  C.  Way,  M.D.,  Dutchess 
Samuel  Wagreich,  M.D.,  Bronx 


President 
Past-President 
President-Elect 
Vice-President 
Secretary 
Assistant  Secretary 
Treasurer 
Assistant  Treasurer 
Speaker 
Vice-Speaker 


Councilors 

Term  Expires  1975 

Richard  D.  Eberle,  M.D.,  Onondaga 
Keith  O.  Guthrie,  Jr.,  M.D.,  New  York 
Ralph  M.  Schwartz,  M.D.,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 


Term  Expires  1976 
John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
Abraham  W.  Freireich,  M.D.,  Nassau 


Term  Expires  1977 
G.  Rehmi  Denton,  M.D.,  Albany 
Albert  H.  Douglas,  M.D.,  Queens 
Milton  Gordon,  M.D.,  Suffolk 
Allison  B.  Landolt,  M.D.,  Westchester 


Trustees 

Walter T.  Heldmann,  M.D., Richmond,  Chairman 

Joseph  J.  Kaufman,  M.D.,  Wayne 

Reid  R.  Heffner,  M.D.,  Westchester 

James  M.  Blake,  M.D.,  Schenectady 

Milton  Helpern,  M.D.,  New  York 

Walter  Scott  Walls,  M.D.,  Erie 

John  Edward  Lowry,  M.D.,  Queens 


The  Council  is  composed  of  the  officers,  the  council- 
ors, and  the  chairman  of  the  Board  of  Trustees. 


Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  11040 
Tel.  516-488-6100 

Staff 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

Alfred  A.  Angrist,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  of  j 
the  New  York  State  Journal  of  Medicine 

Directing  Librarian 

Guy  D.  Beaumont,  Director 

Division  of  Public  and  Professional  Affairs 

J.  Richard  Burns,  J.D.  General  Counsel  j 

Morton  N.  Chalef,  Sc.M.,  Director 

Division  of  P.S.R.O 

Eugene  S.  Dombrowski,  M.B.A.,  Comptroller 

and  Director  of  Business  Divisior 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Service ■ i 

Max  N.  Howard,  M.D.,  Director 

Division  of  Medical  Service 

Bernard  M.  Jackson,  C.L.U.,  Director 

Division  of  Insurance  and  Membership  Benefit 

George  J.  Lawrence,  Jr.,  M.D.,  Director 

Division  of  Scientific  Activitie 

Ernest  T.  Mattison,  Director 

Division  of  Research  and  Plannin, 

Martin  J.  Tracey,  J.D.,  Director 

Division  of  Legislate o 1 


Gretchen  Wunsch 


Executive  Associa.i 


Authorized  Indemnity  Representative 

Donald  J.  Eager,  Esq. 

2 Park  Avenue,  New  York,  New  York  10016 
Tel:  212  684-3211 


168  New  York  State  Journal  of  Medicine/January  1975 


1975  ANNUAL  CONVENTION 


CONVENTION  SCHEDULE 

169th  ANNUAL 
CONVENTION 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


March  9 through  13,  1975 

AMERICANA 
OF  NEW  YORK 


Scientific  Program  171 

Scientific  Exhibits 190 

Scientific  Motion  Pictures  195 

Technical  Exhibits  197 

Woman’s  Auxiliary  Program  200 

House  of  Delegates 201 


House  of  Delegates 

The  annual  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  will  be  called 
to  order  at  2:00  P.M.  on  Sunday,  March  9,  1975,  in  the 
Georgian  Ballroom  of  the  Americana  of  New  York. 

In  accordance  with  Article  III,  Section  3,  of  the  By- 
laws, the  House  will  assemble  according  to  the  following 
schedule: 

Sunday,  March  9,  2:00  P.M. 

Tuesday,  March  11,  2:00  P.M. 

Wednesday,  March  12,  9:00  A M.  and  2:00  P.M. 

Thursday,  March  13,  9:00  A.M. 

At  the  last  scheduled  session  (Thursday,  March  13, 
9:00  a.m.)  the  election  of  officers,  councilors,  trustees,  and 
delegates  to  the  American  Medical  Association  will  take 
place  in  accordance  with  Article  VIII  of  the  Bylaws. 

George  T.  C.  Way,  M.D.,  Speaker 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


169th  Annual  Meeting 

The  169th  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York  will  be  held  on  Thursday,  March 
13,  1975,  at  10:30  A.M.  in  the  Georgian  Ballroom  of  the 
Americana  of  New  York. 

Lynn  R.  Callin,  M.D.,  President 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


Registration 

Registration  for  delegates  will  be  held  in  Vendome,  10, 
third  floor  of  the  Americana,  on  Saturday,  March  8, 
from  12:00  noon  to  7:30  p.m.  and  in  the  foyer  of  the 
Georgian  Ballroom,  third  floor,  Sunday  through  Thurs- 
day, March  9 through  13  from  9:00  a.m.  to  5:00  p.m. 

General  registration  for  State  Society  members  and 
guests  will  take  place  in  Albert  Hall,  Americana  Hotel, 
Sunday,  March  9,  through  Wednesday,  March  12,  from 
8:30  a.m.  to  5:00  p.m. 


Exhibits 

Scientific  Exhibits  will  be  located  in  Albert  Hall. 
Scientific  Motion  Pictures  will  be  shown  in  the  Mo- 
tion Picture  Theatre  in  Albert  Hall. 

Technical  Exhibits  will  be  located  in  Albert  Hall. 
Exhibits  will  be  on  view  Sunday,  March  9,  through 
Wednesday,  March  12,  9:00  A.M.  to  5:00  P.M. 


Scientific  Program 

General  Sessions  will  be  held  Sunday,  March  9,  at 
10:00  A.M.  and  2:00  P.M.;  Monday,  Tuesday,  and 
Wednesday,  March  10,  11,  and  12,  at  2:00  P.M. 

Section  and  Session  Meetings  will  be  held  Sunday, 
March  9,  at  10:00  A.M.  and  2:00  P.M.;  Monday,  March  10, 
through  Wednesday,  March  12,  at  9:00  A.M.  and  2:00 
P.M. 


Dinner  Dance 

The  Dinner  Dance  will  be  held  in  the  Royal  Ballroom, 
second  floor  of  the  Americana,  on  Wednesday,  March  27, 
at  8:00  p.m.,  preceded  by  the  President’s  Reception  in  the 
Versailles  Suite  at  7:00  P.M. 

Tickets  should  be  ordered  in  advance  from  the  Medi- 
cal Society  of  the  State  of  New  York,  420  Lakeville 
Road,  Lake  Success,  New  Yo^k  11040.  Subscription  is 
$28  per  person. 


Woman’s  Auxiliary 

See  page  200  for  program. 
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1975  ANNUAL  CONVENTION 


Scientific  Program 


Chairman 

BERNARD  J.  PISANI,  M.D.,  New  York 
Associate  Chairmen 

STEPHEN  NORDLICHT,  M.D.,  New  York 
MAXWELL  SPRING.  M.D..  The  Bronx 
WILLIAM  J.  STAUBITZ,  M.D.,  Buffalo 
LEO  J.  SWIRSKY,  M.D.,  Brooklyn 
Director,  Division  of  Scientific  Activities 
GEORGE  J.  LAWRENCE,  Jr.,  M.D.,  Lake  Success 
AND 

CHAIRMEN  OF  SECTIONS  AND  SESSIONS 


GENERAL  SESSIONS 

Sunday,  March  9, 1975,  10:00  A.M.  to  12:00  Noon 

Royal  Ballroom  A,  Second  Floor 
All  day  symposium 
JOINT  MEETING  WITH 

Sections  on  Family  and  General  Practice; 
Obstetrics  and  Gynecology; 

Psychiatry;  Urology 

Leo  J.  Swirsky,  M.D.,  Brooklyn,  Presiding 
Associate  Chairman,  Scientific  Program  Committee 

Symposium  and  Panel  Discussion: 

HUMAN  SEXUALITY  PROBLEMS 

Myron  H.  Marshall,  M.D.,  Buffalo,  Moderator 
Director  of  the  Psychiatric  Institute 

1.  Introductory  Remarks 

Myron  H.  Marshall,  M.D.,  Buffalo 

Problems  in  sexual  identity  and  expression  are  among 
the  most  frequently  seen  causes  of  emotional  misery  in 
our  culture.  This  symposium  and  panel  discussion  will 
focus  on  a multidisciplinary  treatment  approach  and 
expertise  from  various  vantage  points. 

By  open  and  frank  discussion  and  sharing  of  experi- 
ences, we  will  encourage  more  interest  in  this  vital  area. 

2.  Sexual  Problems  in  the  Family  Practitioner’s 
Office 

Harry  L.  Metcalf,  M.D.,  Buffalo 
Senior  Attending  in  Family  Practice,  Deaconess 
Hospital;  Instructor  in  Social  and  Preventive 
Medicine,  State  University  of  New  York  at 
Buffalo  School  of  Medicine 

3.  Organic  Problems  in  the  Female 

J.  Conrad  Greenwald,  M.D.,  Great  Neck 
Clinical  Associate  Professor  of  Obstetrics  and 
Gynecology,  Cornell  University  Medical  Col- 
lege; Associate  Attending  Obstetrician  and 
Gynecologist,  North  Shore  University  Hospital 

4.  Organic  Problems  in  the  Male 

Samuel  H.  Rothfeld,  M.D.,  Great  Neck 

Clinical  Associate  Professor  of  Urology,  Cornell 
University  Medical  College;  Director,  Urology 
Service,  Long  Island  Jewish-Hillside  Medical 
Center 


The  organic  causes  of  impotence  in  the  male  involve 
physical  abnormalities,  systemic  disease,  vascular  dis- 
turbances, neurogenic  disorders,  traumatic  factors,  and 
psychic  disorders. 

These  will  be  discussed  in  more  detail,  and  will  include 
suggestions  as  to  treatment. 

5.  Sex  Therapy 

Helen  Singer  Kaplan,  M.D.,  New  York  City 
Clinical  Associate  Professor  of  Psychiatry, 
Cornell  University  Medical  College;  Head, 
Sexual  Treatment  and  Study  Program,  Payne 
Whitney  Clinic  of  The  New  York  Hospital 

2:00  P.M.  to  5:00  P.M. 

1.  The  Interrelationships  Between  Physiologic 
and  Psychologic  Aspects  of  Sexual  Behavior 

Sallie  S.  Schumacher,  Ph.D.,  Pittsburgh, 
Pennsylvania  (by  invitation) 

Assistant  Professor  of  Clinical  Psychiatry, 
University  of  Pittsburgh  School  of  Medicine, 
Western  Psychiatric  Institute  and  Clinic; 
Director,  Center  for  Study  of  Human  Sexual 
Behavior 

2.  Sex  Counseling — An  Office  Procedure 

Don  Sloan,  M.D.,  New  York  City 

Clinical  Assistant  Professor,  Department  of 
Obstetrics  and  Gynecology;  Director  of 
Psychosomatics  and  Codirector  of  the  Sexual 
Therapy  Center,  New  York  Medical  College 

The  physician  in  clinical  practice  often  misses  the 
patients’  real  symptoms  and  problems  because  of  a lack 
of  ease  in  dealing  with  a subject.  It  may  be  that  the 
prior  training  has  been  insufficient,  or  the  area  too  cul- 
turally mysterious  or  delicate.  There  ax;e  ways  that  we 
can  all  get  to  feel  more  comfortable. 

Self-education,  sex  history  taking,  and  the  proper 
direction  for  referral  are  reviewed. 

3.  Panel  Discussion 

Helen  S.  Kaplan,  M.D.,  New  York  City 
Sallie  Schumacher,  Ph.D.,  Pittsburgh,  Penn- 
sylvania (by  invitation) 

Don  Sloan,  M.D.,  New  York  City 
Robert  A.  Senescu,  M.D.,  New  York  City 
Director,  Department  of  Psychiatry,  Beth 
Israel  Medical  Center 


Monday,  March  10,  1975,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 


Stephen  Nordlicht,  M.D.,  New  York  City,  Presiding 
Associate  Chairman,  Scientific  Program  Committee 

Symposium  and  Panel  Discussion: 

STRESS  AND  ADAPTATION 

Alfred  A.  Angrist,  M.D.,  New  York  City,  Moderator 
Chairman  (Emeritus)  and  Professor  of  Pathology, 
Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1.  Effects  on  the  Cardiovascular  System 

Irving  S.  Wright,  M.D.,  New  York  City 

National  Chairman,  The  Intersociety  Commis- 
sion for  Heart  Disease  Resources;  Clinical 
Professor  of  Medicine  (Emeritus),  Cornell 
University  Medical  College 
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2.  The  Military  Man 

Peter  H.  Patterson,  M.D.,  West  Point 

Chief  of  Professional  Services,  The  U.S.  Army 
Hospital,  U.S.  Military  Academy 

3.  Stress,  Aging,  and  Mental  Health 

Stephen  Nordlicht,  M.D.,  New  York  City 
Clinical  Associate  Professor  of  Psychiatry, 
Cornell  University  Medical  College;  Associate 
Attending  Psychiatrist,  The  New  York  Hospi- 
tal 

4.  Stress  as  a Factor  of  Renal  Function 

Samuel  L.  Kountz,  M.D.,  Brooklyn 

Professor  and  Chairman,  Department  of 
Surgery,  State  University  of  New  York  Down- 
state  Medical  Center 

5.  Stress  Without  Distress 

Hans  Selye,  M.D.,  Montreal,  Canada  (by 

invitation) 

Professor  and  Director,  Institute  of  Experi- 
mental Medicine  and  Surgery,  University  of 
Montreal  Faculty  of  Medicine 

This  symposium  and  panel  discussion  has  been  made 
possible  with  a grant  from  and  the  cooperation  of  Lederle 
Laboratories  and  Davis  and  Geek. 


Tuesday,  March  11,  1975,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 
JOINT  MEETING  WITH  SESSION  ON 

Cardiovascular  Diseases 

George  J.  Lawrence,  Jr.,  M.D.,  Lake  Success, 
Presiding 

Director,  Division  of  Scientific  Activities 

Symposium  and  Panel  Discussion: 

CARDIAC  FAILURE 

Charles  A.  Bertrand,  M.D.,  White  Plains,  Moderator 
Assistant  Clinical  Professor  of  Medicine,  New  York 
Medical  College 

1.  THE  NEW  YORK  STATE  TRUDEAU  SOCIETY 
LECTURE 

Pulmonary  Dysfunction  in  Cardiac  Failure 

Francis  Chinard,  M.D.,  Newark,  New  Jersey 
(by  invitation) 

Professor  of  Medicine,  College  of  Medicine  and 
Dentistry  of  New  Jersey,  New  Jersey  Medi- 
cal School 

2.  Ventricular  Failure 

Rejane  M.  Harvey,  M.D.,  New  York  City 
Professor  of  Medicine,  Columbia  University 
College  of  Physicians  and  Surgeons 

3.  Management  of  Cardiac  Failure 

Robert  M.  Kohn,  M.D.,  Buffalo 

Clinical  Associate  Professor  of  Medicine,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine 

Panel  Discussion: 

The  above  speakers 
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Wednesday,  March  12,  1975,  1:45  P.M. 

Royal  Ballroom,  Second  Floor 


All  day  symposium  (see  page  171) 

Symposium  and  Panel  Discussion 


THE  BONE 

Maxwell  Spring,  M.D.,  The  Bronx,  Presiding 

Associate  Chairman,  Scientific  Program  Committee 

1.  Hyperparathyroidism 

Claude  D.  Arnaud,  M.D.,  Rochester,  Minnesota 
(by  invitation) 

Professor  of  Medicine  and  Head,  Endocrine 
Research  Unit  and  Mineral  Research  Labora- 
tory, Mayo  Clinic 

2.  Hormonal  Factors  in  the  Pathogenesis  of 
Osteoporosis 

Lawrence  Riggs,  M.D.,  Rochester,  Minnesota 
(by  invitation) 

Professor  of  Medicine,  Mayo  Medical  School; 
Consultant  in  Endocrinology,  Mayo  Clinic 

3.  Treatment  of  Paget’s  Disease 

Stanley  Wallach,  M.D.,  Albany  (by  invitation) 
Professor  of  Medicine,  Albany  Medical  College 
of  Union  University;  Chief  of  Medical  Service, 
Veterans  Administration  Hospital 

4.  The  Radiology  of  Metabolic  Bone  Disease 

Stanley  Siegelman,  M.D.,  Baltimore,  Maryland 

(by  invitation) 

Professor  of  Radiology  and  Director,  Division 
of  Diagnostic  Roentgenology,  Johns  Hopkins 
Medical  Institutes 

-'"Is 

5.  Clinical  Applications  of  Radioisotope  Bone 
Scanning 

David  Charkes,  M.D.,  Philadelphia,  Pennsyl- 
vania (by  invitation) 

Professor  of  Radiology;  Associate  Professor  of 
Medicine;  Director,  Section  of  Nuclear  Medi- 
cine, Temple  University  Health  Sciences  Center 


Panel  Discussion 

W.P.L.  Myers,  M.D.,  New  York  City,  Moderator 
Chairman,  Department  of  Medicine,  Memoriai 
Hospital  and  Memorial  Sloane-Kettering  Can- 
cer Center;  Professor  of  Medicine,  Cornell 
University  Medical  College 
Panelists 

Claude  D.  Arnaud,  M.D. 

David  Charkes,  M.D. 

Lawrence  Riggs,  M.D. 

Stanley  Siegelman,  M.D. 

Stanley  Wallach,  M.D. 
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Sections  and  Sessions 


All  papers  read  before  the  Society  by  members  be- 
come the  property  of  the  Society.  The  original  copy 
of  each  paper  shall  be  left  with  the  Secretary  of  the 
Section  or  Session. 

Discussers  should  have  their  remarks  typed  and 
should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly 
at  the  hour  specified. 

Executive  Session — The  first  order  of  business, 
election  of  officers.  “ To  participate  in  the  election  of 
any  section,  a member  must  register  with  such  section.” 
I —Bylaws,  Chapter  XII,  Section  3 


SECTION  ON 

Allergy 


I Chairman 

William  M.  Nicholas,  M.D.,  New  Hyde  Park 

Vice-Chairman  Bernard  Redner,  M.D.,  Brooklyn 
1 Secretary  Henry  H.  Gelfand,  M.D.,  New  York  City 
Delegate  William  E.  Hermance,  M.D.,  White  Plains 

Sunday,  March  9/10:00  A.M./Versailles  Ballroom,  Second 
Floor 

Symposium  and  Panel  Discussion — Cellular  Aspects  of 
Clinical  Immunology 

William  M.  Nicholas,  M.D.,  New  Hyde  Park, 

Moderator 

Attending  Physician,  Robert  A.  Cooke  Institute  of 
Allergy,  The  Roosevelt  Hospital;  Staff  Physician, 
Long  Island  Jewish-Hillside  Medical  Center 

1.  Eosinophils:  Clinical  Significance  of  Eosin- 

ophilia 

Michael  H.  Grieco,  M.D.,  New  York  City 
Director,  Robert  A.  Cooke  Institute  of  Allergy, 
The  Roosevelt  Hospital;  Associate  Professor 
of  Clinical  Medicine,  Columbia  University 
College  of  Physicians  and  Surgeons 

The  eosinophil,  described  initially  by  Wharton  Jones 
in  1846,  continues  to  be  incompletely  understood.  Com- 
pared to  polymorphonuclear  leukocytes,  the  lysosomes 
have  a high  content  of  peroxidase  and  absent  lysozyme 
and  phagocytin.  Chemotactic  factors  include  comple- 
ment fragments,  bacterial  filtrates,  lymphokines,  and 
ItCF-A  (extracellular  fluid).  Functions  include  in- 
activation of  pharmacologic  agents,  phagocytosis,  and 
adherence  to  parasites. 

The  significance  of  eosinophilia  will  be  reviewed  in  the 
atopic  disorders  including  Loeffier’s  syndrome,  broncho- 
pulmonary aspergillosis  and  chronic  eosinophilic  pneu- 
monia, parasitic  infections,  cutaneous  disorders,  hemato- 
logic diseases,  and  the  hypereosinophilic  syndromes. 

2.  Tissue  Mast  Cells  in  Allergic  Rhinitis  and 
Bronchial  Asthma 

John  Connell,  M.D.,  New  York  City 

Director,  Nasal  Diseases  Study  Center;  At- 
tending Pediatrician,  St.  Vincent’s  Hospital 
and  Medical  Center 


3.  Mast  Cell-Produced  Mediators  of  the  Allergic 
Reaction 

David  McConnell,  M.D.,  Warwick 

Assistant  Clinical  Professor  of  Medicine, 
Columbia  University  College  of  Physicians  and 
Surgeons 

The  interaction  of  antigen  with  Ig  (immunoglobulin)  E 
on  the  mast  cell  leads  to  the  release  of  two  major  media- 
tors of  inflammation — histamine  and  SRS-A  (slow  react- 
ing substance  of  anaphylaxis).  The  release  of  these 
mediators  is  inhibited  by  increasing  the  intracellular  level 
of  CAMP  (cyclic  adenine  monophosphate).  The  effect 
of  a number  of  pharmacologic  agents  on  mast  cell  CAMP 
levels  will  be  reviewed.  In  addition,  the  effect  of  certain 
pharmacologic  agents  that  affect  histamine  and  SRS-A 
release  without  involving  CAMP  will  be  discussed. 

4.  Lymphocyte  Surface  Markers  and  Their  Clini- 
cal Significance 

Sudhir  Gupta,  M.D.,  New  York  City  (by  invita- 
tion) 

Research  Fellow  in  Immunology,  Memorial 
Sloan-Kettering  Cancer  Center 

Lymphocytes  are  the  primary  cells  involved  in  all  im- 
munologic reactions.  Lymphocytes  are  classified  in  two 
subpopulations  according  to  their  origin  and  functions. 
T lymphocytes  derived  their  immunologic  maturity  from 
the  thymus  and  are  responsible  for  cell-mediated  immu- 
nity, and  B lymphocytes  mature  in  an  unknown  site 
(probably  in  bone  marrow)  and  are  responsible  for  anti- 
body-mediated immunity.  In  recent  years  a number  of 
receptors  and  antigens  have  been  identified  on  the  surface 
of  human  lymphocytes.  These  surface  markers  to 
evaluate  lymphoid  cell  populations  in  a variety  of  human 
diseases  and  their  significance  are  discussed. 


SECTION  ON 

Anesthesiology 

Chairman  Edward  C.  Sinnott,  M.D.,  Old  Westbury 

Vice-Chairman 

Desmond  F.  McLaughlin,  M.D.,  Syracuse 

Secretary Alexander  W.  Gotta,  M.D.,  Great  Neck 

Delegate Victor  J.  Tofany,  M.D.,  Rochester 

Sunday,  March  9/2:00  P.M. /Versailles  Terrace,  Second  Floor 

1.  THIRD  ROBERTAZZI  MEMORIAL  LECTURE- 

Quality  of  Anesthesia  Care  Rendered  by 
Anesthesiologists  in  Surgical  and  Obstetric 
Areas 

Joseph  F.  Artusio,  Jr.,  M.D.,  New  York  City 
Anesthesiologist-in-Chief,  New  York  Hospital; 
Professor  and  Chairman,  Department  of  An- 
esthesiology, Cornell  University  Medical  Col- 
lege 

2.  Panel  Discussion 

PaulA.  Radnay,  M.D.,  New  York  City,  Moderator 
Chairman,  Committee  on  Anesthesia  Study, 
New  York  State  Society  of  Anesthesiologists 

The  panel  will  discuss  individual  case  reports  in  various 
areas  of  anesthesiology  practice  to  demonstrate  the 
techniques  of  retrospective  evaluation  of  patient  care. 

Panelists 

Andrew  F.  Forbat,  M.D.,  The  Bronx 

Director,  Medical-Surgical  Intensive  Care  Unit, 
Montefiore  Hospital  Medical  Center;  Assistant 
Professor  of  Anesthesiology,  Albert  Einstein  College 
of  Medicine  of  Yeshiva  University 
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Maximilian  Schapira,  M.D.,  Dobbs  Ferry 
Director  of  Anesthesiology,  Montefiore-Morrisania 
Affiliation,  The  Bronx;  Associate  Professor  of 
Anesthesiology,  Albert  Einstein  College  of  Medicine 
of  Yeshiva  University 

Daniel  G.  Schonfeld,  M.D.,  Rockville  Centre 
Attending  Anesthesiologist,  South  Nassau  Commu- 
nities Hospital 

David  C.  C.  Stark,  M.D.,  New  York  City 

Attending  Anesthesiologist,  The  Mount  Sinai 
Hospital;  Clinical  Professor  of  Anesthesiology, 
Mount  Sinai  School  of  Medicine 


SECTION  ON 

Chest  Diseases 


Chairman 

Edward  Ernest  Rockey,  M.D.,  New  York  City 


Vice-Chairman Edward  Gillie,  M.D.,  Garden  City 

Secretary Pasquale  Ciaglia,  M.D.,  Utica 

Delegate Arthur  Q.  Penta,  M.D.,  Schenectady 


Tuesday,  March  11/9:00  A.M./Royal  Ballroom  A,  Second 
Floor 

1.  Modulation  of  Circulation  and  Oxygenation 

Roy  H.  Clauss,  M.D.,  New  York  City 

Professor  of  Surgery,  New  York  Medical  College 

Regulating  circulation  for  optimal  oxygenation  may  be 
aided  by  serial  measurements  of  indicators  of  adequacy 
of  tissue  nutrition.  Per  cent  oxygen  saturation  in  venous 
blood  (SO,)  is  such  an  indicator  readily  determined  in  any 
hospital  laboratory. 

Changes  in  inspired  gas  tension,  airway  end-expiratory 
pressure,  body  position,  blood  composition,  and  vascular 
resistances  affect  alveolar-capillary-interstitial  relations 
and  oxygenation  of  pulmonary  venous  blood. 

Organ  and  tissue  oxygenation  may  be  finely  tuned 
clinically  by  adjusting  the  oxyhemoglobin  dissociation 
curve,  doubling  or  halving  oxygen  delivery.  The 
responses  to  selective  use  of  vasoactive  drugs  to  influence 
microcircula tory  perfusion  and  proportionate  control  of 
factors  affecting  metabolic  rate  are  reflected  early  in 
systemic  venous  blood  saturation,  regionally  and  cen- 
trally. 

2.  Periodic  Selective  Systematic  Tracheobronchial 
Drainage  in  the  Treatment  of  Chronic  Obstruc- 
tive Pulmonary  Disease 

Morton  C.  Gluck,  M.D.,  New  York  City 

Clinical  Assistant  Professor  of  Medicine  and 
Director  of  Pulmonary  Function  Laboratory, 
New  York  Medical  College 

Edward  Ernest  Rockey,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Surgery,  New 
York  Medical  College;  Associate  Attending 
Surgeon,  Flower  and  Fifth  Avenue  Hospitals 

Therapy  of  COPD  (chronic  obstructive  pulmonary 
disease),  including  physiotherapy,  IPPB  (intermittent 
positive  pressure  breathing),  and  exercise  training,  has 
questionable  beneficial  effect  upon  the  chronic  phase  of 
COPD.  The  effect  of  SSTBD  (selective  systematic  tra- 
cheobronchial drainage)  has  not  been  heretofore  evalu- 
ated. 

A group  of  patients  treated  with  medications  and 
periodic  and  serial  SSTBD  are  evaluated  by  ventilatory 
function  studies  over  a one-  to  two-year  period.  Func- 
tional parameters  are  compared  to  those  previously 
determined  by  others  of  COPD  populations  treated  by 


methods  other  than  SSTBD.  Preliminary  studies  con- 
cerning the  effect  of  SSTBD  on  the  chronic  phase  of 
COPD  are  presented. 

3.  Cor  Pulmonale 

Dorothy  Kunstadt,  M.D.,  New  York  City 

Assistant  Clinical  Professor  of  Medicine  (Cardi- 
ology) New  York  Medical  College 

The  purpose  of  this  report  is  to  document  the  effect  of 
serial  selective  systematic  tracheobronchial  drainages 
over  the  period  of  months  to  years  in  a patient  with  doc- 
umented chronic  obstructive  lung  disease.  Out  of  all  the 
patients  treated,  those  with  either  clinical  and/or  elec- 
trocardiographic evidence  of  cor  pulmonale  were  selected 
for  study. 

The  effects  of  this  treatment  on  (1)  the  clinical  course 
and  (2)  electrocardiographic  findings  were  studied. 

A number  of  the  patients  had  evidence  of  left  ventricu- 
lar dysfunction  as  well  as  right  ventricular  disease.  A 
spectrum  of  electrocardiographic  findings  and  various 
arrhythmias  were  observed. 

There  was  good  correlation  between  improvement  in 
cardiac  status  and  pulmonary  function  as  reflected  in 
various  parameters. 

4.  The  Annual  Howard  Lilienthal  Lecture — Bronchiecta- 
sis: A Disappearing  Pulmonary  Lesion 

Alton  Ochsner,  M.D.,  New  Orleans,  Louisiana 
(by  invitation) 

Senior  Consultant  in  Surgery,  Ochsner  Clinic  and 
Ochsner  Foundation  Hospital;  Professor  of 
Surgery  (Emeritus)  Tulane  University  School  of 
Medicine 

Introduced  by  Arthur  Q.  Penta,  M.D.,  Syracuse, 
Secretary,  New  York  State  Chapter,  American  College 
of  Chest  Physicians 

Fifty  years  ago  bronchiectasis  was  a frequent,  disabling 
condition  associated  with  profuse,  fetid  expectoration 
making  life  miserable  and  producing  social  outcasts.  All 
ages  except  early  childhood  were  affected.  Life  ex- 
pectancy was  usually  shortened.  The  condition  usually 
developed  in  childhood  during  the  first  decade  of  life 
following  a severe  pneumonitis  usually  associated  with 
pertussis  or  one  of  the  exanthemata.  Following  this  the 
child  became  a frequent  victim  of  respiratory  tract  infec- 
tions, but  bronchiectasis  was  seldom  suspected.  The 
symptoms  and  signs  progressed,  however,  with  age. 
Diagnosis  of  advanced  cases  could  be  made  clinically,  but 
it  was  not  until  contrast  bronchography  became  available 
that  early  and  mild  cases  were  diagnosed  and  the  location 
and  extent  of  the  lesion  determined.  Conservative  treat- 
ment was  generally  only  palliative,  but  did  make  life 
more  bearable  for  the  unfortunate  victim.  Surgical  ex- 
cision of  the  involved  portion  of  the  lung  early  was  as- 
sociated with  an  extremely  high  mortality  rate,  and  be- 
cause of  this,  cautery  pneumonectomy  resulting  in 
multiple  bronchial  fistula  was  advocated  and  used  by 
Graham.  Howard  Lilienthal  was  an  early  advocate  of 
surgical  excision  and  did  much  to  further  this  mode  of 
therapy.  Early  attempts  at  surgical  excision  of  the  in-  i 
volved  portion  were  done  by  mass  ligation  of  the  hilar 
structures,  and  it  was  not  until  individual  ligation  of  the 
hilar  structures  was  instituted  that  surgical  therapy  be- 
came more  successful.  With  the  introduction  of  anti- 
biotics, these  procedures  were  associated  with  fewei 
complications. 

Whereas  bronchiectasis  was  an  extremely  importan' 
surgical  lesion  up  to  thirty  years  ago,  it  has  now  almos 
entirely  disappeared  and  is  of  little  clinical  significance  1 
I believe  this  is  true  because  children  with  severe  pneu 
monitis  associated  with  pertussis  or  exanthemata  an 
adequately  treated  by  means  of  antibiotics  and  do  no 
develop  dilatation  and  irreparable  damage  of  the  bronchi  , 
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SECTION  ON 

Data  Processing  in  Medicine 


SECTION  ON 

Family  and  General  Practice 


> 


Chairman  Alvin  H.  Freiman,  M.D.,  New  York  City 
Vice-Chairman  Terence  W.  Murphy,  M.D.,  Larchmont 
Secretary.  William  A.  Bauman,  M.D.,  New  York  City 
Delegate Elemer  R.  Gabrieli,  M.D.,  Buffalo 

Monday,  March  10/9:00  A. M. /Royal  Ballroom  B,  Second  Floor 

1.  Chairman's  Address 

The  Hospital  Data  Base 

Alvin  H.  Freiman,  M.D.,  New  York  City 
Director,  Clinical  Information  Center,  Mem- 
orial Sloan-Kettering  Cancer  Center;  Clinical 
Associate  Professor  of  Medicine,  Cornell  Uni- 
versity Medical  College 

2.  Medical  Audit  and  the  Computer  Data  Base 

Daniel  Catlin,  M.D.,  New  York  City  (by  in- 
vitation) 

Quality  Assurance  Coordinator,  and  Associate 
Attending  Surgeon,  Memorial  Hospital 

3.  Computers  and  Medical  Records  in  the  Service 

of  Child  Health:  Successes  and  Failures 

MargaretS.  Lyman,  M.D.,  New  York  City  {by 
invitation) 

Medical  Director,  Health  Information  System, 
Bellevue  Hospital;  Associate  Professor  of  Clini- 
cal Pediatrics,  New  York  University  School  of 
Medicine 

4.  Computers  and  Confidentiality  in  Medicine 

Elemer  R.  Gabrieli,  M.D.,  Buffalo 

Director,  Clinical  Information  Center,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine,  and  Edward  J.  Meyer  Memorial 
Hospital 

SECTION  ON 

Dermatology  and  Syphilology 

Chairman Samuel  B.  Frank,  M.D.,  White  Plains 

V ice-Cha  irma  n 

John  T.  McCarthy,  M.D.,  New  York  City 

Secretary Maurice  J.  Stone,  M.D.,  Syracuse 

Delegate Norman  B.  Kanof,  M.D.,  New  York  City 

Monday,  March  10/9:00  A. M. /Versailles  Ballroom,  Second 
Floor 

JOINT  MEETING  WITH 

New  York  State  Society  of  Dermatology 

Panel  Discussion:  Problems  in  Diagnosis  and 

Management  of  Dermatoses 

Richard  C.  Gibbs,  M.D.,  New  York  City,  Moderator 
Associate  Professor  of  Clinical  Dermatology,  New 
York  University  School  of  Medicine 
Discussion  Leaders: 

Alfred  W.  Kopf,  M.D.,  New  York  City 

Professor  of  Dermatology,  New  York  University 
School  of  Medicine 

Samuel  L.  Moschella,  M.D.,  Boston,  Massachu- 
setts (by  invitation) 

Chairman,  Department  of  Allergy  and  Derma- 
tology, Lahey  Clinic 

A series  of  three-  to  five-minute  clinical  presentations 
will  be  made.  Kodachromes  will  be  shown  with  brief 
descriptions  of  practical  problems  in  diagnosis  or  therapy. 
Unusual  clinical  observations  will  be  discussed. 
Presenters: 

Names  to  be  announced 
Questions  and  Answers 


Chairman  Harry  L.  Metcalf,  M.D.,  Buffalo 

Vice-Chairman 

Clement  J.  Boccalini,  M.D.,  Floral  Park 

Secretary Leo  Thomas  Wolff,  M.D.,  Syracuse 

Delegate  James  R.  Nunn,  M.D.,  Amherst 

Sunday,  March  9/10:00  A. M. /Royal  Ballroom  A,  Second  Floor 

All  day  symposium 
JOINT  MEETING  WITH 

General  Session  and  Sections  on  Obstetrics 
and  Gynecology,  Psychiatry,  and  Urology 

Symposium  and  Panel  Discussion:  Human  Sexuality 

Problems 

Myron  H.  Marshall,  M.D.,  Buffalo,  Moderator 
Director,  The  Psychiatric  Institute 

1.  Introductory  Remarks 

Myron  H.  Marshall,  M.D.,  Buffalo 

Problems  in  sexual  identity  and  expression  are  among 
the  most  frequently  seen  causes  of  emotional  misery  in 
our  culture.  This  symposium  and  panel  discussion  will 
focus  on  a multidisciplinary  treatment  approach  and 
expertise  from  various  vantage  points. 

By  open  and  frank  discussion  and  sharing  of  experi- 
ences, we  will  encourage  more  interest  in  this  vital  area. 

2.  Sexual  Problems  in  the  Family  Practitioner’s 
Office 

Harry  L.  Metcalf,  M.D.,  Buffalo 

Senior  Attending  in  Family  Practice,  Deaconess 
Hospital;  Instructor  in  Social  and  Preventive 
Medicine,  State  University  of  New  York  at 
Buffalo  School  of  Medicine 

3.  Organic  Problems  in  the  Female 

J.  Conrad  Greenwald,  M.D.,  Great  Neck 
Clinical  Associate  Professor  of  Obstetrics  and 
Gynecology,  Cornell  University  Medical  Col- 
lege; Associate  Attending  Obstetrician  and 
Gynecologist,  North  Shore  University  Hospital 

4.  Organic  Problems  in  the  Male 

Samuel  H.  Rothfeld,  M.D.,  Great  Neck 

Clinical  Associate  Professor  of  Urology,  Cornell 
University  Medical  College;  Director,  Urology 
Service,  Long  Island  Jewish-Hillside  Medical 
Center 

The  organic  causes  of  impotence  in  the  male  involve 
physical  abnormalities,  systemic  disease,  vascular  dis- 
turbances, neurogenic  disorders,  traumatic  factors,  and 
psychic  conditions. 

These  will  be  discussed  in  more  detail,  and  will  include 
suggestions  as  to  treatment. 

5.  Sex  Therapy 

Helen  Singer  Kaplan,  M.D.,  New  York  City 
Clinical  Associate  Professor  of  Psychiatry,  Cor- 
nell University  Medical  College;  Head,  Sexual 
Treatment  and  Study  Program,  Payne  Whitney 
Clinic  of  The  New  York  Hospital 

2:00  P.M. 

1.  The  Interrelationships  Between  Physiologic 
and  Psychologic  Aspects  of  Sexual  Behavior 

Sallie  S.  Schumacher,  Ph.D.,  Pittsburgh,  Penn- 
sylvania (fry  invitation) 

Assistant  Professor  of  Clinical  Psychiatry,  Uni- 
versity of  Pittsburgh  School  of  Medicine,  West- 
ern Psychiatric  Institute  and  Clinic;  Director, 
Center  for  Study  of  Human  Sexual  Behavior 
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2.  Sex  Counseling — An  Office  Procedure 

Don  Sloan,  M.D.,  New  York  City 

Clinical  Assistant  Professor,  Department  of 
Obstetrics  and  Gynecology;  Director  of  Psy- 
chosomatics  and  Codirector  of  the  Sexual 
Therapy  Center,  New  York  Medical  College 

The  physician  in  clinical  practice  often  misses  the  pa- 
tients’ real  symptoms  and  problems  because  of  a lack  of 
ease  in  dealing  with  a subject.  It  may  be  that  the  prior 
training  has  been  insufficient,  or  the  area  too  culturally 
mysterious  or  delicate.  There  are  ways  that  we  can  all 
get  to  feel  more  comfortable. 

Self-education,  sex  history  taking,  and  the  proper  di- 
rection for  referral  are  reviewed. 

3.  Panel  Discussion 

Helen  S.  Kaplan,  M.D.,  New  York  City 
Sallie  Schumacher,  Ph.D.,  Pittsburgh,  Pennsyl- 
vania (by  invitation) 

Don  Sloan,  M.D.,  New  York  City 
Robert  A.  Senescu,  M.D.,  New  York  City 
Director,  Department  of  Psychiatry,  Beth 
Israel  Medical  Center 

SECTION  ON 

Gastroenterology  and  Colon  and 
Rectal  Surgery 


Chairman Hugo  W.  N.  Mancinx,  M.D.,  Brooklyn 

Vice-Chairman Hans  J.  Bruns,  M.D.,  Syracuse 

Secretary Stuart  Quan,  M.D.,  New  York  City 

Delegate Martin  Lipkin,  M.D.,  New  York  City 


Monday,  March  10/9:00  A. M. /Royal  Ballroom  A,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Pathology,  Clinical  Pathology, 
and  Blood  Banking 

1.  Reliability  of  Laboratory  Tests 

Roy  Barnett,  M.D.,  Norwalk,  Connecticut  (by 
invitation) 

Director  of  Laboratories  and  Chief  of  Pathology, 
Norwalk  Hospital;  Clinical  Professor  of  Pathol- 
ogy, Yale  University  Medical  School 

How  do  I know  whether  the  laboratory  results  are 
correct?  A practitioner  examining  laboratory  results 
should  have  some  familiarity  with  the  following  concepts: 
(1)  accuracy — closeness  to  the  truth;  (2)  impression — 
inherent  analytic  variation;  and  (3)  erratic  results  and 
errors.  He  should  also  consider  possible  sample  deterior- 
ation as  well  as  physiologic  variability.  Finally  he  can 
use  certain  internal  checks  to  warn  himself  of  possible 
problems.  All  of  these  areas  will  be  explored  as  carefully 
as  possible  in  the  time  available. 

2.  Manifestation  of  Vascular  Diseases  of  the  Gas- 
trointestinal Tract 

Sidney  M.  Fierst,  M.D.,  Brooklyn 

Physician-in-Chief,  Chief  of  Gastroenterology, 
The  Brooklyn-Cumberland  Medical  Center; 
Clinical  Professor  of  Medicine,  State  University 
of  New  York  Downstate  Medical  Center 

In  recent  years  vascular  disease  of  the  intestine  has 
beep  established  as  a clinical,  radiologic,  and  pathologic 
entity.  The  vascular  lesions  in  disseminated  lupus, 
Schonlein-Henoch  purpura,  may  affect  the  bowel  and 
responds  to  therapy  of  the  underlying  disease.  Primary 
vascular  disease  of  the  intestines,  chiefly  atherosclerosis, 
is  the  major  cause  of  symptoms  of  circulatory  insuffi- 


ciency. Extensive  mesenteric  ischemia  is  associated  with 
disease  of  the  superior  mesenteric  artery,  whereas  segmen- 
tal bowel  ischemia  is  most  often  associated  with  inferior 
mesenteric  vascular  disease.  Nonocclusive  disease  is 
responsible  for  more  than  60  per  cent  of  intestinal 
ischemic  disease.  The  value  of  aggressive  diagnosis  with 
arteriography  and  careful  endoscopy  is  demonstrated  in 
the  reduction  of  mortality. 

3.  ALBERT  F.  R.  ANDRESEN  MEMORIAL  LEC- 
TURE. Ischemia  of  the  Colon 

Scott  J.  Boley,  M.D.,  The  Bronx 

Director  of  Pediatric  Surgery,  Montefiore  Hospi- 
tal and  Medical  Center;  Professor  of  Surgery, 
Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

Ischemia  of  the  colon  may  produce  a spectrum  of 
pathologic  changes  and  clinical  presentations  varying 
from  colitis,  chronic  colitis,  ischemic  stricture,  or  gan- 
grene. The  past  decade  has  seen  increased  recognition  of 
these  entities  as  their  roentgenographic  features  have 
been  identified  and  their  under  lying  pathophysiology 
demonstrated.  The  gamut  of  ischemic  lesions  of  the 
large  bowel  will  be  shown  in  both  their  experimental  and 
clinical  forms.  While  conservative  management  is  em- 
phasized in  patients  appearing  with  reversible  forms  of 
the  disease,  aggressive  surgical  intervention  is  recom- 
mended for  patients  whose  disease  persists  for  more  than 
two  or  three  weeks. 

4.  Chairman's  Address:  Prevention  of  Thrombo- 

embolism 

Jacob  George  Sharnoff,  M.D.,  Mount  Vernon 
Director  of  Laboratories  and  Chief  of  Pathology, 
Mount  Vernon  Hospital 

Preoperative  administration  of  heparin  can  prevent 
fatal  postoperative  thromboembolism.  This  has  been 
the  nearly  invariable  finding  of  the  investigation  reported 
here. 

This  study,  begun  in  August,  1960,  was  prompted  by  a 
series  of  earlier  observations  on  the  role  of  the  pulmonary 
megakaryocytes  in  the  causation  under  stress  of  sudden 
transient  thrombocytosis,  the  hypercoagulable  state, 
leg  vein  thrombosis,  and  pulmonary  embolism.  Addi- 
tional studies  disclosed  that  minor  shortening  of  coagula-  ; 
tion  time  below  the  normal  level  was  associated  with 
thrombosis  and  fatal  pulmonary  embolism,  whereas 
maintenance  of  normocoagulation,  especially  during  the 
critical  operative  period,  prevented  these  occurrences. 
Thus  it  seemed  possible  that  normocoagulation  could  be 
preserved  by  the  subcutaneous  administration  of  small 
doses  of  heparin  before  surgery.  This  hypothesis  was  | 
examined  using  three  groups  of  patients.  The  experi-  , 
mental  group  was  given  subcutaneous  injections  of 
heparin  before  and  after  surgery,  one  control  group  was 
given  subcutaneous  infections  of  heparin  postoperatively 
only,  and  a second  control  group  was  not  given  heparin. 
Both  control  groups  disclosed  a similar  incidence  of  fatal 
thromboembolism,  whereas  the  group  treated  preopera- 
tively  was  almost  entirely  free  of  thrombosis  and  em- 
bolism. Subsequent  experience  with  the  preopera tivf 
use  of  heparin  suggests  that  this  method  is  far  more  sue 
cessful  than  any  form  of  prophylaxis  yet  reported.  Th< 
success  attained  is  also  attributable  to  the  ease  anc  ■ 
simplicity  of  control  of  heparin  propylaxis  with  the  modi  ( 
fled  Dale  and  Laidlaw  coagulometer. 


SECTION  ON 

Internal  Medicine 

Chairman George  R.  Lovell,  M.D.,  Rocheste  ; 

Vice-Chairman I 
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Seymour Halpern,  M.D.,  New  York  City 


Secretary  Monte  Mauch,  M.D.,  Brooklyn 

Delegate John  R.  Williams,  M.D.,  Rochester 


Wednesday,  March  12/8:45  A.M./Royal  Ballroom,  Second 
Floor 

1 JOINT  MEETING  WITH 

New  York  State  Society  of  Internal 
Medicine 

Symposium  and  Panel  Discussion:  THE  BONE 

(all  day  symposium  see  page  172  for  afternoon  program) 

George  R.  Lovell,  M.D.,  Rochester,  Moderator 

1.  The  Histology  and  Fine  Structure  of  Bone 

James  L.  Matthews,  Ph.D.,  Dallas,  Texas  (by 
invitation) 

Professor  of  Anatomy,  Baylor  University 
Medical  Center 

2.  Skeletal  Remodeling  Physiology  and  Its  Rela- 
tion to  Metabolic  Bone  Disease 

Robert  P.  Heaney,  M.D.,  Omaha,  Nebraska 
(by  invitation) 

Professor  of  Medicine;  Vice-President  for 
Health  Sciences,  Creighton  University 

3.  Calcitonin 

Geraud  V.  Foster,  M.D.,  Baltimore,  Maryland 
(by  invitation) 

Associate  Professor  of  Medicine  and  Physiol- 
ogy, Johns  Hopkins  University  School  of 
Medicine 

Maxwell  Spring,  M.D.,  The  Bronx,  Presiding 
Clinical  Associate  Professor  of  Medicine,  The 
College  of  Medicine  and  Dentistry  of  New 
Jersey  Medical  School,  Newark,  New  Jersey 

4.  Acid  Base  Balance  in  Disorders  of  Calcium 
Metabolism 

Uriel  S.  Barzel,  M.D.,  The  Bronx 

Assistant  Professor  of  Medicine,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  University 

5.  Vitamin  D,  Anticonvulsants,  and  Osteomalacia 

Louis  V.  Avioli,  M.D.,  St.  Louis,  Missouri 
(by  invitation) 

Shoenberg  Professor  of  Medicine,  Washington 
University  School  of  Medicine;  Department  of 
Medicine,  The  Jewish  Hospital  of  St.  Louis 

6.  New  Factors  Influencing  Bone  Metabolism: 
Their  Role  in  the  Pathogenesis  and  Treatment 
of  Metabolic  Bone  Disease 

Lawrence  G.  Raisz,  M.D.,  Farmington,  Con- 
necticut (by  invitation) 

Professor  of  Medicine,  and  Head,  Division  of 
Endocrinology  and  Metabolism,  University  of 
Connecticut  School  of  Medicine 

7.  Panel  Discussion 

Richard  Belsy,  M.D.,  Boston,  Massachusetts 
(by  invitation).  Moderator 
Assistant  Professor  of  Medicine,  Havard 
Medical  School;  Endocrine  Unit,  Massachu- 
setts General  Hospital 

°anelists 

Louis  V.  Avioli,  M.D. 

Uriel  S.  Barzel,  M.D. 

Giraud  V.  Foster,  M.D. 

Robert  P.  Heaney,  M.D. 

James  L.  Matthews,  Ph  D. 

Lawrence  G.  Raisz,  M.D. 


SECTION  ON 

Medical-Legal  and  Workmen's 
Compensation  Matters 

Chairman  Albert  B.  Accettola,  M.D.,  Staten  Island 

Vice-Chairman 

Howard  R.  Brown,  M.D.,  New  York  City 

Secretary  Philip  M.  Bourland,  M.D.,  New  York  City 
Delegate  Robert  Katz,  M.D.,  New  York  City 

Tuesday,  March  11/2:00  P.M. /Versailles  Ballroom,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Occupational  Medicine, 

New  York  State  Society  of  Industrial 
Medicine,  and  American  Academy  of 
Compensation  Medicine 

A Mock  Trial:  Justice  Deeper  Than  Skin 

1.  Introduction 

Andrew  G.  Franks,  M.D.,  New  York  City 
Professor  of  Clinical  Dermatology,  New  York 
University  School  of  Medicine;  Director  of 
Dermatology,  Cabrini  Health  Care  Center 

2.  Presiding  Judge 

Herberts.  Hollender,  LL.B.,  New  York  City 
(by  invitation) 

Senior  Referee,  New  York  State  Workmen’s 
Compensation  Board 

3.  Counsel  for  the  Employer  and  Carrier 

Hugh  J.  Foley,  LL.B.,  New  York  City  (by 
invitation) 

Member,  Foley,  Smith,  & Morabito 
Ellsworth  W.  Buckland,  J.D.,  Cold  Spring 
Harbor  (by  invitation) 

4.  Counsel  for  the  Claimant 

William  Doblin,  LL.B.,  New  York  City  (by 
invitation) 

5.  Medical  Expert  Furnished  by  the  Claimant 

Franklin  S.  Glickman,  M.D.,  Brooklyn 

Assistant  Professor  of  Dermatology,  State 
University  of  New  York  Downstate  Medical 
Center 

6.  Medical  Expert  Furnished  by  the  Employer  or 
Carrier 

Benjamin  Bender,  M.D.,  Brooklyn 

Associate  Clinical  Professor  of  Dermatology, 
State  University  of  New  York  Downstate 
Medical  Center 

7.  Summation 

Samuel  Popish,  LL.B.,  New  York  City  (by 
invitation) 

Member,  Pasternack,  Popish,  Ciaccio,  Popish 
and  Burton,  P.C. 

Irvin  Klein,  M.D.,  New  York  City 

Medical  Director,  New  York  State  Workmen’s 
Compensation  Board 

SECTION  ON 

Neurology 


Chairman David  O.  Marsh,  M.D.,  Rochester 

Vice-Chairman Richard  Satran,  M.D.,  Rochester 

Secretary Robert  J.  Joint,  M.D.,  Rochester 

Delegate David  O.  Marsh,  M.D.,  Rochester 
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Monday,  March  10/2:00  P.M. /Royal  Ballroom  B,  Second 
Floor 

Symposium:  Evaluation  and  Management  of  Pain 

1.  Pain  of  Central  Origin 

Richard  Satran,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

Thalamic  pain  due  to  vascular  disease  is  a well-rec- 
ognized clinical  entity.  Within  the  nervous  system  pain 
may  also  originate  in  the  spinal  cord,  bulbopontine  re- 
gions, and  at  cortical  and  subcortical  levels.  Traumatic, 
demyelinating,  degenerative,  and  neoplastic  processes 
may  produce  central  nervous  system  pain.  Paroxysmal 
pain  has  been  described  as  an  epileptic  phenomenon  in 
the  medical  literature.  Surgical  excisions  and  ablations 
performed  on  the  nervous  system  to  relieve  or  lessen 
pain  may  later  give  rise  to  central  pain. 

The  mechanisms  of  this  phenomenon  will  be  reviewed, 
and  the  available  kinds  of  treatment  for  patients  with 
this  symptom  will  be  considered. 

2.  Facial  Pain 

David  O.  Marsh,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

Most  patients  with  facial  pain  have  no  neurologic  signs, 
and  then  the  diagnosis  of  trigeminal  neuralgia,  atypical 
facial  pain,  migrainous  neuralgia,  and  glossopharyngeal 
neuralgia  depends  on  a detailed  and  meticulous  history. 
Precipitating  factors,  site  of  onset  and  distribution  of 
pain  radiation,  character  and  duration  of  the  pain,  and 
associated  symptoms  aid  in  differentiating  these  syn- 
dromes. Dental  causes  and  temporomandibular  arthri- 
tis are  excluded.  When  neurologic  deficits  accompany 
the  complaint  of  facial  pain  then  neurologic  investigations 
are  required.  The  management  of  facial  pain  will  be 
discussed. 

3.  Headache 

Robert  J.  Joynt,  M.D.,  Rochester 

Professor  of  Neurology;  Chairman  and  Pro- 
fessor of  Anatomy,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

Headache  is  an  almost  universal  complaint  of  man- 
kind. Its  basic  mechanisms  are  poorly  understood.  In 
general,  the  type  of  headache  can  be  readily  ascertained 
by  a brief  clinical  history  and  examination.  Categoriza- 
tion of  the  headache  then  leads  to  more  appropriate 
therapy.  Newer  modes  of  therapy  for  various  types  of 
headaches  will  be  discussed. 

4.  Upper  Limb  Pain 

David  Green,  M.D.,  Albany 

Clinical  Associate  Professor  of  Neurology, 
Albany  Medical  College  of  Union  University 

Pain  in  the  upper  extremity  is  caused  by  different 
conditions  operating  at  different  levels  of  the  central  and 
peripheral  nervous  systems.  At  a spinal  cord  level,  a 
neoplasm  either  extrinsic  to  the  cord  or  intra-axial  may 
cause  pain  to  radiate  into  an  extremity.  Multiple 
sclerosis  may  occasion  paresthesias  which  might  be 
interpreted  by  the  patient  as  pain.  At  a root  level, 
cervical  spondylosis,  herpes  zoster,  and  brachial  neuritis 
are  common  conditions.  Single  nerve  entrapment  syn- 
dromes of  the  ulnar  nerve  at  the  elbow  and  median  nerve 
at  the  wrist  frequently  attract  a patient’s  attention  be- 
cause of  the  pain,  while  the  sensory  loss,  weakness,  and 
wasting  may  go  unnoticed.  Multiple  peripheral  nerve 
involvement  in  a peripheral  neuritis  of  diabetes  mellitus 
and  alcoholism  commonly  cause  the  patient  enough  pain 
to  seek  relief.  Finally,  supraspinatous  tendinitis  and 
bursitis,  though  not  neurologic  in  origin,  is  frequently 


mistaken  for  pain  caused  by  cervical  spondylosis  and 
thus  deserves  mention  on  that  basis. 

5.  Modification  of  Pain  by  Cutaneous  Stimula- 
tion 

Marvin  N.  Goldstein,  M.D.,  Rochester 

Assistant  Professor  of  Neurology  and  Anatomy, 
University  of  Rochester  School  of  Medicine  and 
Dentistry 

6.  Referred  Pain 

Maurice  H.  Charlton,  M.D.,  Rochester 

Associate  Professor  of  Neurology  and  Pediat- 
rics, University  of  Rochester  School  of  Medi- 
cine and  Dentistry 

7.  Surgical  Approach  to  Pain 

Joseph  V.  McDonald,  M.D.,  Rochester 

Clinical  Associate  Professor  of  Neurological 
Surgery,  University  of  Rochester  School  of 
Medicine  and  Dentistry 
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1.  Transsphenoidal  Microsurgery  of  Pituitary 

Tumors:  Experience  in  40  Cases 

Robert  E.  Decker,  M.D.,  New  Hyde  Park 

Neurosurgeon,  Long  Island  Jewish-Hillside  Medi- 
cal Center 

Joseph  A.  Epstein,  M.D.,  New  Hyde  Park 

Neurosurgeon,  Long  Island  Jewish-Hillside  Medi- 
cal Center 

The  history  and  technique  of  transsphenoidal  opera- 
tions for  pituitary  tumor  are  reviewed.  Fourteen  opera- 
tions were  performed  for  acromegaly,  and  the  remaining 
26  were  nonfunctioning  chromophobe  adenomas.  Tumor 
size  with  respect  to  suprasellar  extension  did  not  alter  the 
surgical  approach. 

Significant  and  immediate  reduction  in  growth-stimula- 
ting hormone  levels  were  obtained  in  12  cases  out  of  14. 
Marked  improvement  in  visual  fields  and  cranial  nerve 
palsies  was  obtained  in  large  chromophobe  tumors. 
One  transient  episode  of  meningitis  occurred,  and  no  re- 
operations for  cerebrospinal  fluid  rhinorrhea  were 
necessary. 

There  was  no  postoperative  mortality  and  no  worsening 
of  neurologic  status. 

2.  Complete  Embolization  of  Adamkiewicz’s  Artery 
to  Obliterate  an  Intramedullary  Arteriovenous 
Aneurysm  at  Spinal  Cord 

Joseph  A.  Epstein,  M.D.,  New  Hyde  Park 

Neurosurgeon,  Long  Island  Jewish-Hillside  Medi- 
cal Center 

Robert  E.  Decker,  M.D.,  New  Hyde  Park 

Neurosurgeon,  Long  Island  Jewish-Hillside  Medi- 
cal Center 

A case  history  of  an  intramedullary  arteriovenous 
aneurysm  of  the  thoracolumbar  junction  is  presented. 
An  unusual  fourteen-year  follow-up  after  the  original 
subarachnoid  bleeding  episode  is  detailed.  Surgical 
versus  embolization  treatment  of  mixed  angiomas  of  the 
spinal  cord  is  discussed.  Embolization  is  the  recom- 
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mended  therapy  in  centers  where  angiographers  experi- 
enced in  selective  catheter  techniques  are  available. 

3.  Percutaneous  Implantation  of  Spinal  Cord 
Stimulators  for  Relief  of  Chronic  Intractable 
Pain 

Reuben  Hoppenstein,  M.D.,  New  York  City 
Clinical  Instructor  in  Neurosurgery,  Mount 
Sinai  Hospital  School  of  Medicine 

A percutaneous  screening  technique  has  been  devised, 
whereby  preliminary  positive  testing  under  local  an- 
esthesia with  a bipolar  stimulating  electrode  can  be 
converted  to  a permanent  indwelling  one  by  connection 
to  a subcutaneous  radioreceiver.  The  stimulation  is 
produced  in  the  conventional  manner  by  transcutaneous 
induction. 

The  screening  technique  is  done  via  a 17-gauge  spinal 
needle  in  the  C1-C2  lateral  interspace.  An  air  panto- 
paque  myelogram  is  done,  and  the  cord  is  stimulated  in 
all  quadrants.  If  the  patient’s  pain  is  relieved,  the 
implantation  is  proceeded  with.  On  the  other  hand,  a 
negative  P.O.S.S.  (percutaneous  on-surface  spinal  cord 
stimulation)  in  a patient  with  a malignancy  would  be 
immediately  followed  by  a percutaneous  cordotomy  as 
the  needle  is  already  in  good  position. 

Surgical  trauma  has  now  been  minimized,  and,  we 
believe,  has  made  the  procedure  more  universal,  as 
laminectomy  has  now  been  abandoned  for  this  percu- 
taneous technique. 

It  is  believed  that  the  “physiologic  block”  occurs  in  the 
spinothalamic  tract  and  not  in  the  dorsal  columns.  In 
dorsal  column  stimulation  it  has  been  noted  on  numerous 
occasions  that  pain  relief  could  be  achieved  without 
tingling  in  the  region  of  pain,  and  relief  was  presumably 
due  to  current  spread  in  the  cerebrospinal  fluid,  to  the 
ventral  columns.  Because  of  the  simplicity  of  screening 
and  implantation,  the  applications  of  this  mode  of 
therapy  are  markedly  broadened. 

4.  Pyrogenic  Cervical  Osteomyelitis:  Chondro- 

Osteomyelitis  of  the  Cervical  Spine  Frequently 
Associated  with  Intravenous  Drug  Use 

Henry  D.  Messer,  M.D.,  New  York  City 
Chief  of  Neurosurgery  Service,  Harlem  Hospital 
Jerome  Litvinoff,  M.D.,  New  York  City  {by 
invitation) 

Resident  in  Neurosurgery,  St.  Vincent’s  Hospital 
and  Medical  Center 

Osteomyelitis  of  the  cervical  spine  was  successfully 
treated  by  immobilization  without  grafting  in  8 of  9 
patients  with  the  disease.  Staphylococcus  aureus  was 
the  causative  agent  in  5,  Staphylococcus  and  Klebsiella 
in  1,  and  cultures  failed  to  reveal  an  organism  in  the 
other  3.  Four  of  these  9 patients  were  heroin  addicts,  1 
had  recently  received  a long  course  of  intravenous 
penicillin  therapy  for  pneumococcal  meningitis,  and  1 
had  received  numerous  intravenous  medications.  After 
diagnostic  procedures,  cultures,  and  drainage  when  ap- 
propriate, the  patients  were  immobilized  and  treated  with 
antibiotics.  The  one  very  ill  patient  died,  but  the  8 
others  recovered  with  spontaneous  fusion. 

5.  Reconstitution  of  the  Cerebral  Cortical  Mantle 
Following  Ventricular  Shunting 

Robert  C.  Rubin,  M.D.,  The  Bronx 

Assistant  Professor  of  Neurological  Surgery, 
Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

Gerald  Hochwald,  M.D.,  New  York  City  (by 
invitation) 

Professor  of  Neurology,  New  York  University 
School  of  Medicine 

Fred  J.  Epstein,  M.D.,  New  York  City 


Assistant  Professor  of  Neurological  Surgery,  New 
York  University  School  of  Medicine 

Adult  cats  with  hydrocephalus  were  sacrificed  at  vary- 
ing times  following  valveless  ventricular  shunting.  This 
shunting  resulted  in  a prompt  reduction  of  ventricular 
size  and  rapid  gross  reconstitution  of  cortical  mantle. 
Ultrastructurally,  it  was  evident  that  white  matter 
edema  persisted  for  many  weeks  even  in  the  presence  of 
normal-size  ventricles.  The  areas  most  severely  effected 
by  the  hydrocephalus,  such  as  the  corpus  callosum, 
showed  a paucity  of  myelinated  fibers  and  their  replace- 
ment by  numerous  reactive  astrocytes. 

Reconstitution  of  the  cortical  mantle  consists  pre- 
dominantly of  a diminution  of  white  matter  edema  and 
reactive  astrocytosis.  Clinical  improvement  undoubt- 
edly results  from  the  functional  improvement  of  remain- 
ing elements  rather  than  the  replacement  of  lost  elements. 

This  scheme  of  hydrocephalus  suggests  that  if  hy- 
drocephalus is  relieved  when  only  ependymal  disruption 
and  periventricular  water  accumulation  have  occurred,  it 
may  be  reversible.  The  subsequent  sequence  of  events, 
consisting  of  axonal  degeneration,  myelin  disruption,  and 
reactive  astrocytosis  may  be  less,  if  at  all,  reversible. 

6.  Percutaneous  Radiofrequency  Gasserian  Gan- 

gliolysis  for  Tic  Douloureux 

Richard  L.  Rovit,  M.D.,  New  York  City 

Professor  of  Clinical  Neurosurgery,  New  York 
University  School  of  Medicine;  Director  of 
Neurosurgery,  St.  Vincent’s  Hospital  and  Medical 
Center 

Henry  J.  McVeety,  M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Neurosurgery, 
New  York  University  School  of  Medicine;  As- 
sociate Attending  Neurosurgeon,  St.  Vincent’s 
Hospital  and  Medical  Center 

Over  the  past  two  years  we  have  performed  the  proce- 
dure of  radiofrequency  Gasserian  gangliolysis  in  over  40 
patients  with  tic  douloureux.  Our  results  have  con- 
firmed the  enthusiasm  generated  by  the  original  report 
of  Sweet  and  Wepsic.  All  the  patients  in  our  series  either 
had  pain  which  was  refractory  to  carbamazepine  (Tegre- 
tol), or  they  could  not  continue  with  this  drug  because  of 
intolerable  clinical  or  laboratory  side  effects. 

We  have  employed  the  technique  of  Nugent  and 
Berry,  utilizing  an  insulated  fine  wire  electrode  placed 
within  the  Gasserian  ganglion  under  radiographic  control 
and  dissociative  anesthesia.  Temperature  at  the  elec- 
trode tip  is  not  monitored,  and  precise  localization  within 
the  Gasserian  ganglion  is  determined  by  the  distribution 
and  threshold  of  electric  stimulation.  Radiofrequency 
lesions  are  made  in  the  Gasserian  ganglion  or  adjacent 
posterior  root,  and  the  patient  is  examined  for  the  dis- 
tribution and  depth  of  neurologic  deficit,  the  usual  “end 
point”  being  moderate  hypalgesia  in  the  appropriate 
division  of  the  trigeminal  nerve.  This  procedure  has 
not  been  associated  with  any  mortality  or  significant 
morbidity,  although  25  per  cent  of  our  patients  were  over 
seventy  years  of  age.  There  has  been  no  deficit  outside 
the  confines  of  the  trigeminal  nerve. 

The  indications,  technical  details,  and  complications 
of  the  procedure  will  be  discussed,  and  a thorough  as- 
sessment of  the  results  to  date  will  be  provided. 

7.  The  “Solo”  Neurosurgeon:  Saint  or  ? 

Robert  W.  Mackie,  M.D.,  Cooperstown 

Assistant  Clinical  Professor  of  Neurologic  Sur- 
gery, Columbia  University  College  of  Physicians 
and  Surgeons;  Associate  Surgeon,  Mary  Imogene 
Bassett  Hospital 

The  essayist  has  been  engaged  in  the  practice  of 
neurologic  surgery  for  twenty  years.  The  first  ten  years 
of  this  interval  was  in  a setting  of  a 2-  to  4-man  group  of 
completely  trained  neurosurgeons.  The  last  ten  years 
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have  been  devoted  to  “solo”  practice  in  a rural  area. 
The  first  decade  of  practice  usually  afforded  the  patient 
the  benefit  of  the  judgment  of  more  than  one  individual 
and  the  assistance  in  the  operating  theater  of  trained 
hands.  During  the  second  decade,  the  surgeon  has  had 
to  “go  it  alone”  often  without  benefit  of  even  a neurologic 
consultation.  Assistants  in  the  operating  theater  have 
consisted  of  general  surgical  residents  and  interns. 

A strong  plea  is  entered  for  consideration  of  the  aboli- 
tion of  the  solo  practice  in  neurosurgery,  in  the  interests 
of  delivering  better  patient  care.  The  pioneers  in  our 
speciality  were  of  necessity  solo  neurosurgeons,  and  none 
can  detract  from  their  remarkable  achievements  and 
enviable  record  of  successfully  treated  patients.  In  the 
light  of  today’s  plethora  of  neurosurgeons,  there  seems  to 
be  little  excuse  for  any  of  us  to  practice  alone. 

8.  Precocious  Puberty  Associated  with  Intracranial 
Arachnoid  Cyst 

Ghassan  F.  Khayyat,  M.D.,  Syracuse  {by  invita- 
tion) 

Resident  in  Neurosurgery,  State  University 
Hospital 

Luciano  M.  Modesti,  M.D.,  Syracuse 

Assistant  Professor  of  Neurosurgery,  State  Uni- 
versity of  New  York  Upstate  Medical  Center 

A two-year-old  girl  appeared  with  regular  vaginal 
bleeding  since  the  age  of  eleven  months.  The  examina- 
tion revealed  enlarged  breasts,  pubic  hair,  and  a uterus 
3 to  4 times  normal  size.  Endocrine  studies  confirmed 
the  diagnosis  of  precocious  puberty.  A right  intracranial 
avascular  mass  was  noted  on  cerebral  angiography  dis- 
placing the  anterior  and  middle  cerebral  arteries  towards 
the  left  side.  At  operation  this  mass  was  found  to  be  a 
large  arachnoid  cyst  occupying  the  right  middle  fossa, 
pushing  the  hemisphere  up  and  medially.  Postopera- 
tively  the  patient’s  menses  stopped,  and  her  secondary 
sex  characteristics  regressed.  Possible  mechanism  for 
precocious  puberty  in  this  setting  will  be  elaborated  on. 

9.  Application  of  Computerized  Axial  Tomography 
to  the  Common  Neurosurgical  Problems  of  In- 
fancy and  Childhood 

Fred  J.  Epstein,  M.D.,  New  York  City 
Thomas  P.  Naidich,  M.D.,  New  York  City 

Clinical  Instructor  in  Radiology,  New  York  Uni- 
versity School  of  Medicine 
Irvin  I.  Kricheff,  M.D.,  New  York  City 

Professor  of  Radiology,  New  York  University 
School  of  Medicine 

Joseph  Ransohoff,  M.D.,  New  York  City 

Professor  and  Chairman,  Department  of  Neuro- 
surgery, New  York  University  School  of  Medicine 

Hydrocephalus,  intracranial  neoplasm,  trauma,  and 
congenital  anomalies  are  the  most  frequent  therapeutic 
problems  encountered  by  the  pediatric  neurosurgeon. 
Most  commonly,  air  contrast  studies  have  been  utilized 
in  conjunction  with  conventional  angiography  to  evaluate 
the  first  three  of  these  disease  processes.  With  the  recent 
availability  of  computerized  axial  tomography,  the 
necessity  for  invasive  diagnostic  procedures  has  become 
less  frequent.  It  is  the  purpose  of  this  report  to  sum- 
marize the  experience  of  the  authors  in  utilizing  this 
technique  for  treatment  of  the  common  pediatric  neuro- 
surgical problems. 

10.  Local  Hypothermia  in  the  Neurosurgical 
Management  of  Traumatic  Spinal  Cord  Injuries 

Juan  Negrin,  Jr.,  M.D.,  New  York  City 
Neurosurgeon,  Flushing  Hospital  and  Medical 
Center,  and  Lenox  Hill  Hospital 

The  technique  and  instrumentation  of  spinal  cord 
hypothermia  will  be  discussed.  Our  experience  in  the 
past  twelve  years  with  local  hypothermia  in  the  neuro- 


surgical management  of  spinal  cord  traumatic  injuries 
with  acute  and  chronic  neurologic  sequelae  will  be  pre- 
sented. 
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JOINT  MEETING  WITH 

General  Session  and  Sections  on  Family  and 
General  Practice,  Psychiatry,  and  Urology 

Symposium  and  Panel  Discussion:  Human  Sexuality 

Problems 

Myron  H.  Marshall,  M.D.,  Buffalo,  Moderator 
Director,  The  Psychiatric  Institute 

1.  Introductory  Remarks 

Myron  H.  Marshall,  M.D.,  Buffalo 

Problems  in  sexual  identity  and  expression  are  among 
the  most  frequently  seen  causes  of  emotional  misery  in 
our  culture.  This  symposium  and  panel  discussion  will 
focus  on  a multidisciplinary  treatment  approach  and 
expertise  from  various  vantage  points. 

By  open  and  frank  discussion  and  sharing  of  experi- 
ences, we  will  encourage  more  interest  in  this  vital  area. 

2.  Sexual  Problems  in  the  Family  Practitioner’s 
Office 

Harry  L.  Metcalf,  M.D.,  Buffalo 

Senior  Attending  in  Family  Practice,  Dea- 
coness Hospital;  Instructor  in  Social  and  Pre- 
ventive Medicine,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

3.  Organic  Problems  in  the  Female 

J.  Conrad  Greenwald,  M.D.,  Greak  Neck 
Clinical  Associate  Professor  of  Obstetrics  and 
Gynecology,  Cornell  University  Medical  Col- 
lege; Associate  Attending  Obstetrician  and 
Gynecologist,  North  Shore  University  Hospital 

4.  Organic  Problems  in  the  Male 

Samuel  H.  Rothfeld,  M.D.,  Great  Neck 

Clinical  Associate  Professor  of  Urology,  Cornell 
University  Medical  College;  Director,  Urology 
Service,  Long  Island  Jewish-Hillside  Medical 
Center 

The  organic  causes  of  impotence  in  the  male  involve 
physical  abnormalities,  systemic  disease,  vascular  dis- 
turbances, neurogenic  disorders,  traumatic  factors,  and 
psychic  conditions. 

These  will  be  discussed  in  more  detail,  and  will  include 
suggestions  as  to  treatment. 

5.  Sex  Therapy 

Helen  Singer  Kaplan,  M.D.,  New  York  City 
Clinical  Associate  Professor  of  Psychiatry,  Cor- 
nell University  Medical  College;  Head,  Sexual 
Treatment  and  Study  Program,  Payne  Whitney 
Clinic  of  The  New  York  Hospital 
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cu  ft'l  T a 


2:00  P.M. 

1.  The  Interrelationships  Between  Physiologic 
and  Psychologic  Aspects  of  Sexual  Behavior 

Sallie  S.  Schumacher,  Ph.D.,  Pittsburgh,  Penn- 
sylvania (by  invitation) 

Assistant  Professor  of  Clinical  Psychiatry,  Uni- 
versity of  Pittsburgh  School  of  Medicine,  West- 
ern Psychiatric  Institute  and  Clinic;  Director, 
Center  for  Study  of  Human  Sexual  Behavior 

2.  Sex  Counseling — An  Office  Procedure 

Don  Sloan,  M.D.,  New  York  City 
Clinical  Assistant  Professor,  Department  of 
Obstetrics  and  Gynecology;  Director  of  Psy- 
chosomatics  and  Codirector  of  the  Sexual 
Therapy  Center,  New  York  Medical  College 

The  physician  in  clinical  practice  often  misses  the  pa- 
tients’ real  symptoms  and  problems  because  of  a lack  of 
ease  in  dealing  with  a subject.  It  may  be  that  the  prior 
training  has  been  insufficient,  or  the  area  too  culturally 
mysterious  or  delicate.  There  are  ways  that  we  can  all 
get  to  feel  more  comfortable. 

Self-education,  sex  history  taking,  and  the  proper  di- 
rection for  referral  are  reviewed. 

3.  Panel  Discussion 

Helen  S.  Kaplan,  M.D.,  New  York  City 
Sallie  Schumacher,  Ph.D.,  Pittsburgh,  Penn- 
sylvania (by  invitation) 

Don  Sloan,  M.D.,  New  York  City 
Robert  A.  Senescu,  M.D.,  New  York  City 
Director,  Department  of  Psychiatry,  Beth 
Israel  Medical  Center 
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Tuesday,  March  1/12:00  P.M. /Versailles  Ballroom,  Second 
Floor 


JOINT  MEETING  WITH 
SECTION  ON 

Medical-Legal  and  Workmen's 
Compensation  Matters,  New  York  State 
Society  of  Industrial  Medicine  and 
American  Academy  of  Compensation 
Medicine 


A Mock  Trial:  Justice  Deeper  Than  Skin 

1.  Introduction 

Andrew  G.  Franks,  M.D.,  New  York  City 
Professor  of  Clinical  Dermatology,  New  York 
University  School  of  Medicine;  Director  of 
Dermatology,  Cabrini  Health  Care  Center 

2.  Presiding  Judge 

Herbert  S.  Hollender,  LL.B.,  New  York 
City  (by  invitation) 

Senior  Referee,  New  York  State  Workmen’s 
Compensation  Board 

3.  Counsel  for  the  Employer  and  Carrier 


Hugh  J.  Foley,  LL.B.,  New  York  City  (by 
invitation) 

Member,  Foley,  Smith,  & Morabito 
Ellsworth  W.  Buckland,  J.D.,  Cold  Spring 
Harbor  (by  invitation) 

4.  Counsel  for  the  Claimant 

William  Doblin,  LL.B.,  New  York  City  (by 
invitation) 

5.  Medical  Expert  Furnished  by  the  Claimant 

Franklin  S.  Glickman,  M.D.,  Brooklyn 

Assistant  Professor  of  Dermatology,  State 
University  of  New  York  Downstate  Medical 
Center 

6.  Medical  Expert  Furnished  by  the  Employer  or 
Carrier 

Benjamin  Bender,  M.D.,  Brooklyn 

Associate  Clinical  Professor  of  Dermatology, 
State  University  of  New  York  Downstate 
Medical  Center 

7.  Summation 

Samuel  Popish,  LL.B.,  New  York  City  (by 
invitation) 

Member,  Pasternack,  Popish,  Ciaccio,  Popish 
and  Burton,  P.C. 

Irvin  Klein,  M.D.,  New  York  City 

Medical  Director,  New  York  State  Workmen’s 
Compensation  Board 


SECTION  ON 

Ophthalmology 


Chairman Edwin  N.  Berry,  M.D.,  Brooklyn 

Vice-Chairman Stephen  J.  Sills,  M.D.,  Albany 

Secretary  Robert  C.  Mickatavage,  M.D.,  Rye 

Delegate Francis  J.  Gilroy,  M.D.,  Binghamton 


Sunday,  March  9/10:00  A. M. /Royal  Ballroom  B,  Second  Floor 

1.  Treatment  of  Senile  Entropion 

Albert  Hornblass,  M.D.,  New  York  City 

Assistant  Professor  of  Ophthalmology  and  Chief 
of  Ophthalmologic  Plastic  Surgery,  State  Univer- 
sity of  New  York  Downstate  Medical  Center; 
Assistant  Attending  Ophthalmologist,  Manhattan 
Eye,  Ear  and  Throat  Hospital 

2.  Symposium  and  Panel  Discussion:  Microsurgical 

Treatment  of  Glaucoma 

Hobart  A.  Lerner,  M.D.,  Rochester,  Moderator 
Ophthalmologist-in-Chief,  Genesee  Hospital;  At- 
tending Ophthalmologist,  Strong  Memorial  Hos- 
pital 

A.  Surgical  Anatomy  of  the  Anterior  Chamber 

Donald  E.  Willard,  M.D.,  Philadelphia,  Penn- 
sylvania (by  invitation) 

Associate  Professor  of  Ophthalomology,  Tem- 
ple University  Health  Sciences  Center 

B.  Trabeculotomy  Ab  Externo 

Miles  A.  Galin,  M.D.,  New  York  City 

Professor  of  Ophthalmology,  New  York  Medi- 
cal College 

C.  Trabeculectomy 

Peter  G.  Kansas,  M.D.,  Albany 

Assistant  Clinical  Professor  of  Ophthalmology, 
Albany  Medical  College  of  Union  University 

D.  Goniotomy 

Edward  L.  Raab,  M.D.,  New  York  City 
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Assistant  Clinical  Professor  of  Ophthalmology 
and  Director,  Pediatric  Ophthalmology  and 
Ocular  Motility,  Mount  Sinai  School  of  Medi- 
cine of  the  City  University  of  New  York; 
Consulting  Ophthalmologist,  U.S.  Public 
Health  Service  Hospital 

For  many  years,  goniotomy  has  been  the  treatment  of 
choice  for  primary  infantile  (“congenital”)  glaucoma. 
It  has  also  been  variably  successful  in  childhood  glaucoma 
associated  with  other  ocular  and/or  systemic  anomalies, 
such  as  aniridia  and  the  Sturge- Weber  syndrome. 

Several  instrument  systems  and  techniques  have  been 
advocated  for  the  performance  of  this  operation.  They 
attempt  to  facilitate  fixation  and  controlled  maneuver- 
ability of  the  eye  during  the  procedure,  maintenance  of 
optical  clarity  and  of  the  anterior  chamber,  and  direct 
visualization  of  the  angle  structures  during  the  incision. 
Although  the  operation  itself  takes  relatively  little  time, 
the  details  of  preoperative  examination,  preparation, 
positioning,  and  so  forth,  are  numerous  and  painstaking. 

Even  a well-performed  goniotomy  does  not  always 
result  in  satisfactory  control  of  intraocular  pressure. 
An  advantage  of  this  procedure  is  that  it  can  be  re- 
peated several  times  in  different  portions  of  the  angle 
with  relatively  little  alteration  of  the  natural  function  of 
the  eye.  In  other  than  long-standing  cases  of  infantile 
glaucoma  with  extensive  damage,  the  success  rate  of 
properly  performed  goniotomy  is  relatively  high.  The 
major  complications  are  hemorrhage  due  to  incision  into 
the  major  vessels  of  the  iris  root  and  injury  to  the  lens. 
In  the  hands  of  an  experienced  surgeon,  these  are  mini- 
mized. 

Goniotomy  performed  across  the  anterior  chamber  re- 
quires an  at  least  moderately  clear  cornea.  When  this 
is  not  present,  the  operation  can  be  performed  using  a 
limited  section  in  the  limbal  region  and  direct  visualiza- 
tion of  the  angle  structures  (goniotrypsy) . This  varia- 
tion has  been  successful  in  several  cases. 

E.  Congenital  Glaucoma 

Pei-Fei  Lee,  M.D.,  Albany 

Associate  Professor  of  Ophthalmology,  Albany 
Medical  College  of  Union  University;  Director 
of  Glaucoma,  Albany  Medical  Center  Hospital 
Panel  Discussion: 

The  above  speakers 

SECTION  ON 

Orthopedic  Surgery 

Chairman.  Carlo  R.  L.  J.  DeRosa,  M.D.,  Syracuse 

Vice-Chairman Leo  A.  Green,  M.D.,  Forest  Hills 

Secretary Bernard  Jacobs,  M.D.,  New  York  City 

Delegate 

Frederick  Lee  Liebolt,  M.D.,  New  York  City 

Sunday,  March  9/10:00  A. M. /Versailles  Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Radiology 

1.  Symposium  and  Panel  Discussion:  Skeletal  Radi- 

ology 

Harold  G.  Jacobson,  M.D.,  New  York  City, 
Moderator 

Professor  and  Chairman,  Department  of  Radi- 
ology, Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

A.  Chondroid  Lesions  of  the  Skeleton 

Frieda  Feldman,  M.D.,  New  York  City 

Professor  of  Radiology,  Columbia  University 
College  of  Physicians  and  Surgeons 


B.  Interesting  Manifestations  of  Skeletal  Trauma 

Jeremy  J.  Kaye,  M.D.,  New  York  City 

Assistant  Professor  of  Radiology,  Cornell 
University  Medical  College;  Associate  Attend- 
ing Radiologist,  New  York  Hospital 

2.  Film  Reading  Panel  with  Clinical  Evaluations 

Harold  G.  Jacobson,  M.D.,  Moderator 

Various  chondroid  lesions  with  unusual  aspects  of 
trauma,  for  film  interpretation  and  discussion  will  be 
presented. 

Robert  Freiberger,  M.D.,  New  York  City 

Director  of  Radiology,  Hospital  for  Special 
Surgery;  Associate  Professor  of  Radiology, 
Cornell  University  Medical  College 

Howard  Rosen,  M.D.,  New  York  City 

Attending  Orthopedic  Surgeon  and  Chief  of  Problem 
Trauma  Service,  Hospital  for  Joint  Diseases;  As- 
sociate Clinical  Professor  of  Orthopedic  Surgery, 
Mount  Sinai  School  of  Medicine  of  City  University 
of  New  York 

Ralph  Marcove,  M.D.,  New  York  City 

Chief  of  Orthopedic  Surgery,  Memorial  Hospital; 
Chief  of  Bone  Tumor  Service,  Hospital  for  Special 
Surgery 


SECTION  ON 

Otolaryngology 

Chairman Robert  M.  Hui,  M.D.,  New  York  City 

Vice-Chairman.  . Roger  S.  Kaufman,  M.D.,  Syracuse 

Secretary . . Stanley  Whitfield,  M.D.,  New  York  City 

Delegate.  . William  F.  Robbett,  M.D.,  New  York  City 

Tuesday,  March  11/9:00  A. M. /Royal  Ballroom  B,  Second 

Floor 

JOINT  MEETING  WITH 

Section  on  Pediatrics 

1.  Prevention  of  Complications  of  Composite  Re- 
section After  High  Dose  Preoperative  Radio- 
therapy 

Harvey  Tucker,  M.D.,  Syracuse 

Associate  Professor  of  Otolaryngology,  State  Uni- 
versity of  New  York  Upstate  Medical  Center 

2.  Comparison  of  the  Flexible  Fiberoptic  Broncho- 
scope with  the  Rigid  Bronchoscope 

Gabriel  Tucker,  Jr.,  M.D.,  Philadelphia,  Pennsyl- 
vania {by  invitation ) 

Professor  of  Laryngology  and  Bronchoesopha- 
gology,  Temple  University 

3.  Reconstruction  of  the  Mandible 

Robin  Rankow,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Otolaryngology, 
Columbia  University  College  of  Physicians  and 
Surgeons 

4.  Functional  Approach  to  Surgical  Management 
of  the  Pierre-Robin  Syndrome 

Abraham  Lapidot,  M.D.,  Brooklyn 

Associate  Professor  and  Head  of  Division  of  Oto- 
laryngology, State  University  of  New  York  Down- 
state  Medical  Center 

5.  Sleep  Apnea,  Upper  Airway  Obstruction,  the 
Sudden  Death  Syndrome 

Alfred  Steinschneider,  M.D.,  Syracuse 

Associate  Professor  of  Pediatrics,  State  Univer- 
sity of  New  York  Upstate  Medical  Center 
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SECTION  ON 

Pathology,  Clinical  Pathology,  and 
Blood  Banking 


Chairman  

Jacob  George  Sharnoff,  M.D.,  Mount  Vernon 

Vice-Chairman  

Alfred  Schwarz,  M.D.,  New  York  City 

Secretary  Louis  G.  Jakovic,  M.D.,  Albany 

Delegate Herbert  Lansky,  M.D.,  Eggertsville 


Monday,  March  10/9:00  A. M. /Royal  Ballroom  A,  Second 
Floor 


JOINT  MEETING  WITH 

Section  on  Gastroenterology  and  Colon  and 
Rectal  Surgery 

1.  Reliability  of  Laboratory  Tests 

Roy  Barnett,  M.D.,  Norwalk,  Connecticut  (by 
invitation) 

Director  of  Laboratories  and  Chief  of  Pathology, 
Norwalk  Hospital;  Clinical  Professor  of  Pathol- 
ogy, Yale  University  Medical  School 


How  do  I know  whether  the  laboratory  results  are  cor- 
rect? A practitioner  examining  laboratory  results 
should  have  some  familiarity  with  the  following  con- 
cepts: (1)  accuracy — closeness  to  the  truth;  (2)  im- 

| pression — inherent  analytic  variation;  and  (3)  erratic 
v results  and  errors.  He  should  also  consider  possible 

(sample  deterioration  as  well  as  physiologic  variability. 

Finally  he  can  use  certain  internal  checks  to  warn  himself 
; of  possible  problems.  All  of  these  areas  will  be  explored 
1 carefully  as  possible  in  the  time  available. 


J 2.  Manifestation  of  Vascular  Diseases  of  the  Gas- 
trointestinal Tract 

Sidney  M.  Fierst,  M.D.,  Brooklyn 

Physician-in-Chief,  Chief  of  Gastroenterology, 
The  Brooklyn-Cumberland  Medical  Center; 
Clinical  Professor  of  Medicine,  State  University 
of  New  York  Downstate  Medical  Center. 


In  recent  years  vascular  disease  of  the  intestine  has 
been  established  as  a clinical,  radiologic,  and  pathologic 
entity.  The  vascular  lesions  in  disseminated  lupus, 
Schonlein-Henoch  purpura,  may  affect  the  bowel  and 
respond  to  therapy  of  the  underlying  disease.  Primary 
vascular  disease  of  the  intestines,  chiefly  atherosclerosis, 
is  the  major  cause  of  symptoms  of  circulatory  insuffi- 
ciency. Extensive  mesenteric  ischemia  is  associated 
with  disease  of  the  superior  mesenteric  artery,  whereas 
segmental  bowel  ischemia  is  most  often  associated  with 
inferior  mesenteric  vascular  disease.  Nonocclusive  di- 
sease is  responsible  for  more  than  60  per  cent  of  intes- 
tinal ischemic  disease.  The  value  of  aggressive  diagnosis 
with  arteriography  and  careful  endoscopy  is  demon- 
strated in  the  reduction  of  mortality. 

3.  ALBERT  F.  R.  ANDRESEN  MEMORIAL  LEC- 
TURE. Ischemia  of  the  Colon 
Scott  J.  Boley,  M.D.,  The  Bronx 

Director  of  Pediatric  Surgery,  Montefiore  Hospi- 
tal and  Medical  Center;  Professor  of  Surgery, 
Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 


Ischemia  of  the  colon  may  produce  a spectrum  of 
pathologic  changes  and  clinical  presentations  varying 
from  colitis,  chronic  colitis,  ischemic  stricture,  or  gan- 
grene. The  past  decade  has  seen  increased  recognition  of 
these  entities  as  their  roentgenographic  features  have 
been  identified  and  their  underlying  pathophysiology 


demonstrated.  The  gamut  of  ischemic  lesions  of  the 
large  bowel  will  be  shown  in  both  their  experimental  and 
clinical  forms.  While  conservative  management  is  em- 
phasized in  patients  appearing  with  reversible  forms  of 
the  disease,  aggressive  surgical  intervention  is  recom- 
mended for  patients  whose  disease  persists  for  more  than 
two  or  three  weeks. 

4.  Chairman’s  Address : Prevention  of  Thrombo- 

embolism 

Jacob  George  Sharnoff,  M.D.,  Mount  Vernon 
Director  of  Laboratories  and  Chief  of  Pathology, 
Mount  Vernon  Hospital 

Preoperative  administration  of  heparin  can  prevent 
fatal  postoperative  thromboembolism.  This  has  been 
the  nearly  invariable  finding  of  the  investigation  re- 
ported here. 

This  study,  begun  in  August,  1960,  was  prompted  by  a 
series  of  earlier  observations  on  the  role  of  the  pulmonary 
megakaryocytes  in  the  causation  under  stress  of  sudden 
transient  thrombocytosis,  the  hypercoagulable  state,  leg 
vein  thrombosis,  and  pulmonary  embolism.  Additional 
studies  disclosed  that  minor  shortening  of  coagulation 
time  below  the  normal  level  was  associated  with  throm- 
bosis and  fatal  pulmonary  embolism,  whereas  mainte- 
nance of  normocoagulation,  especially  during  the  critical 
operative  period,  prevented  these  occurrences.  Thus  it 
seemed  possible  that  normocoagulation  could  be  pre- 
served by  the  subcutaneous  administration  of  small  doses 
of  heparin  before  surgery.  This  hypothesis  was  ex- 
amined using  three  groups  of  patients.  The  experimental 
group  was  given  subcutaneous  injections  of  heparin 
before  and  after  surgery,  one  control  group  was  given 
subcutaneous  infections  of  heparin  postoperatively  only, 
and  a second  control  group  was  not  given  heparin.  Both 
control  groups  disclosed  a similar  incidence  of  fatal 
thromboembolism,  whereas  the  group  treated  preopera- 
tively  was  almost  entirely  free  of  thrombosis  and  em- 
bolism. Subsequent  experience  with  the  preoperative 
use  of  heparin  suggests  that  this  mefhod  is  far  more 
successful  than  any  form  of  prophylaxis  yet  reported. 
The  success  attained  is  also  attributable  to  the  ease  and 
simplicity  of  control  of  heparin  prophylaxis  with  the 
modified  Dale  and  Laidlaw  coagulometer. 


SECTION  ON 

Pediatrics 

Chairman Charles  E.  Hunter,  M.D.,  Liverpool 

Vice-Chairman Bernard  Redner,  M.D.,  Brooklyn 

Secretary William  W.  Whitten,  M.D.,  Larchmont 

Delegate Moe  Goldstein,  M.D.,  Forest  Hills 

Tuesday,  March  11/9:00  A. M. /Royal  Ballroom  B,  Second 
Floor 


JOINT  MEETING  WITH 

Section  on  Otolaryngology 

1.  Prevention  of  Complications  of  Composite  Re- 
section After  High  Dose  Preoperative  Radio- 
therapy 

Harvey  Tucker,  M.D.,  Syracuse 

Associate  Professor  of  Otolaryngology,  State  Uni- 
versity of  New  York  Upstate  Medical  Center 

2.  Comparison  of  the  Flexible  Fiberoptic  Bron- 
choscope with  the  Rigid  Bronchoscope 

Gabriel  Tucker,  Jr.,  M.D.,  Philadelphia,  Pennsyl- 
vania (by  invitation ) 

Professor  of  Laryngology  and  Bronchoesophagol- 
ogy.  Temple  University 
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3.  Reconstruction  of  the  Mandible 

Robin  Rankow,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Otolaryngology, 
Columbia  University  College  of  Physicians  and 
Surgeons 

4.  Functional  Approach  to  Surgical  Management 
of  the  Pierre-Robin  Syndrome 

Abraham  Lapidot,  M.D.,  Brooklyn 

Associate  Professor  and  Head  of  Division  of  Oto- 
laryngology, State  University  of  New  York  Down- 
state  Medical  Center 

5.  Sleep  Apnea,  Upper  Airway  Obstruction,  the 
Sudden  Death  Syndrome 

Alfred  Steinschneider,  M.D.,  Syracuse 

Associate  Professor  of  Pediatrics,  State  Univer- 
sity of  New  York  Upstate  Medical  Center 

SECTION  ON 

Physical  Medicine  and  Rehabilitation 


Chairman Edward  H.  Poskanzer,  M.D.,  Albany 

Vice-Chairman . Harold  Gellert,  M.D.,  New  York  City 

Secretary Ralph  Geller,  M.D.,  Schenectady 

Delegate Asa  Ruskin,  M.D.,  Brooklyn 


Tuesday,  March  11/9:00  A.M./Versailles  Terrace,  Second 
Floor 

Symposium:  Low  Back  Pain 

1.  Low  Back  Dysfunction:  Neurologic  Aspects 

James  P.  O’Brien,  M.D.,  Albany 

Neurosurgeon,  Albany  Medical  Center  Hospi- 
tal, and  St.  Peter’s  Hospital 

Low  back  pain  and  dysfunction  is  a complicated  prob- 
lem that  can  be  confusing  even  to  those  who  deal  with  it 
each  day.  The  separation  of  surgical  from  nonsurgical 
care  can  be  misleading  if  the  dysfunction  of  the  nervous 
system  is  not  clearly  defined  in  objective  findings. 

Common  back  problems  will  be  presented  from  the 
neurosurgical  point  of  view  in  a general  way.  A con- 
current discussion  of  the  radiologic  findings  in  patients 
complaining  of  low  back  pain  by  the  radiologist  will 
accompany  the  neurosurgical  presentation.  It  is  hoped 
that  in  this  combined  manner  a more  clear  understanding 
of  the  objective  radiographic  findings  will  contribute  to 
the  correct  diagnosis,  with  separation  of  surgical  from 
nonsurgical  approaches  to  treatment.  It  is  felt  that 
patients  with  low  back  pain  should  be  examined  radio- 
graphically, and  hopefully  the  discussion  of  this  topic  will 
sufficiently  impress  the  clinician  to  request  a complete 
lumbar  spine  examination  for  these  patients. 

2.  Back  Pain  and  the  Radiologist 

Sheilah  M.  O’Connor,  M.D.,  Albany 

Attending  Radiologist,  St.  Peter’s  Hospital 

3.  Nonmechanical  Cause  of  Low  Back  Pain 

B.  J.  Paul,  M.D.,  Albany 

Professor  and  Chairman,  Department  of  Physi- 
cal Medicine  and  Rehabilitation,  Albany  Medi- 
cal College  of  Union  University;  Director,  De- 
partment of  Physical  Medicine  and  Rehabilita- 
tion, Albany  Medical  Center  Hospital 

Low  back  pain  is  most  frequently  considered  to  be  on 
the  basis  of  mechanical  disorders  of  the  vertebral  column 
including  the  supportive  ligaments  and  intervertebral 
discs.  When  investigation  of  these  structures  fails  to 
reveal  an  adequate  cause  for  the  symptoms,  the  patient  is 
frequently  considered  to  be  neurotic.  Nonmechanical 
cause  of  back  pain  should  be  considered,  and  we  will 
present  examples  of  some  of  these  from  the  literature 
and  our  own  experience. 


SECTION  ON 

Plastic  and  Reconstructive  Surgery 


Chairman Samuel  Shatkin,  M.D.,  Buffalo 

Vice-Chairman Alvin  Harris,  M.D.,  Brooklyn 

Secretary Joseph  D.  Kepes,  M.D.,  Rochester 

Delegate Howard  B.  Rasi,  M.D.,  Brooklyn 


Sunday,  March  9/2:00  P.M./Royal  Ballroom  B,  Second  Floor 

Symposium:  Maxillofacial  Trauma 

1.  Resuscitation 

Alvin  H.  Harris,  M.D.,  Brooklyn 

Attending-in-Charge  of  Plastic  Surgery,  Jewish 
Hospital  and  Medical  Center  of  Brooklyn 

2.  Management  of  Minor  and  Major  Facial 
Wounds 

Robert  M.  McCormack,  M.D.,  Rochester 
Plastic  Surgeon-in-Chief,  Strong  Memorial 
Hospital 

Harold  W.  Bales,  M.D.,  Rochester 

Senior  Associate  Plastic  Surgeon,  Strong 
Memorial  Hospital 

3.  Diagnosis  and  Management  of  Fractures  of 
the  Mandible 

Robin  M.  Rankow,  M.D.,  New  York  City 
Associate  Attending  Surgeon,  The  Presbyterian 
Hospital 

4.  Diagnosis  and  Management  of  Fractures  of  the 
Maxilla 

Richard  H.  Walden,  M.D.,  Mineola 

Chairman  and  Attending  in  Plastic  and  Max- 
illary Surgery,  Nassau  Hospital 

Bertram  E.  Bromberc,  M.D.,  Mineola 

Plastic  Surgeon,  Nassau  County  Medical  Cen- 
ter 

5.  Management  of  Fractures  of  the  Orbit  and 
Malar  Complex 

John  M.  Converse,  M.D.,  New  York  City 
Director  of  Plastic  Surgery,  Manhattan  Eye, 
Ear  and  Throat  Hospital 

Donald  Wood  Smith,  M.D.,  New  York  City 
Associate  Plastic  Surgeon,  University  Hospital 

6.  Management  of  Fractures  of  the  Nose  and 
Paranasal  Sinuses 

Ray  A.  Elliott  Jr.,  M.D.,  Albany 

Plastic  Surgeon,  Albany  Medical  Center  Hos- 
pital 

7.  Secondary  Reconstructive  Procedures,  Flap 
Reconstruction,  Bone  Grafts,  Correction  of 
Facial  Palsy,  Dacryorhinocystostomy 

Michael  L.  Lewin,  M.D.,  The  Bronx 

Surgeon-in-Charge  of  Plastic  Surgery,  Monte- 
fiore  Hospital 

SECTION  ON 

Preventive  Medicine  and  Public  Health 


Chairman Franklyn  B.  Amos,  M.D.,  Glenmont 

Vice-Chairman 

Julius  Warren  Toff,  M.D.,  New  York  City 

Secretary James  J.  Quinlivan,  M.D.,  Albany 

Delegate Donald  C.  Walker,  M.D.,  Albany 


Tuesday,  March  11/2:00  P.M. /Versailles  Terrace,  Second 
Floor 

Symposium  and  Panel  Discussion:  Preventive  Medi- 

cine in  Clinical  Practice 
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Franklyn  B.  Amos,  M.D.,  Glenmont,  Moderator 
Associate  Professor  (Emeritus)  of  Community 
Health,  Albany  Medical  College  of  Union  University 


Hospital;  Instructor  in  Social  and  Preventive 
Medicine,  State  University  of  New  York  at 
Buffalo  School  of  Medicine 


1.  Primary  Prevention  of  Disease 

Alan  R.  Hinman,  M.D.,  Albany 

Assistant  Commissioner,  Division  of  Epidemiol- 
ogy and  Preventive  Health  Services,  New  York 
State  Department  of  Health;  Adjutant  Assistant 
Professor  of  Preventive  and  Community  Medi- 
cine, Albany  Medical  College  of  Union  University 

Three  important  aspects  of  primary  prevention  of 
j disease  in  clinical  practice  are  immunizations,  weight 
I control,  and  avoidance  of  smoking.  Some  of  the  practi- 
cal aspects  of  these  preventive  measures,  including  costs 
and  benefits  of  taking  or  not  taking  these  preventive 
medical  steps,  will  be  discussed. 

2.  Potentials  for  Preventive  Medicine  in  Essential 
Hypertension 

Joseph  T.  Doyle,  M.D.,  Albany 

Professor  of  Medicine,  and  Head,  Division  of 
Cardiology,  Albany  Medical  College  of  Union 
University;  Head  and  Attending,  Division  of 
Cardiovascular  Diseases,  Albany  Medical  Center 
Hospital 

3.  Fiscal  Determinants  of  Health  Care  Delivery 
Systems 

Andrew  C.  Fleck,  M.D.,  Albany 

Adjutant  Associate  Professor  of  Preventive  and 
Community  Health,  Albany  Medical  College  of 
Union  University;  First  Deputy  Commissioner, 
New  York  State  Department  of  Health 

Discussion 

l-  I 

SECTION  ON 

Psychiatry 


3.  Organic  Problems  in  the  Female 

J.  Conrad  Greenwald,  M.D.,  Great  Neck 
Clinical  Associate  Professor  of  Obstetrics  and 
Gynecology,  Cornell  University  Medical  Col- 
lege; Associate  Attending  Obstetrician  and 
Gynecologist,  North  Shore  University  Hospital 

4.  Organic  Problems  in  the  Male 

Samuel  H.  Rothfeld,  M.D.,  Great  Neck 

Clinical  Associate  Professor  of  Urology,  Cornell 
University  Medical  College;  Director,  Urology 
Service,  Long  Island  Jewish-Hillside  Medical 
Center 

The  organic  causes  of  impotence  in  the  male  involve 
physical  abnormalities,  systemic  disease,  vascular  dis- 
turbances, neurogenic  disorders,  traumatic  factors,  and 
psychic  conditions. 

These  will  be  discussed  in  more  detail,  and  will  include 
suggestions  as  to  treatment. 

5.  Sex  Therapy 

Helen  Singer  Kaplan,  M.D.,  New  York  City 
Clinical  Associate  Professor  of  Psychiatry,  Cor- 
nell University  Medical  College;  Head,  Sexual 
Treatment  and  Study  Program,  Payne  Whit- 
ney Clinic  of  The  New  York  Hospital 

2:00  P.M. 

1.  The  Interrelationships  Between  Physiologic 
and  Psychologic  Aspects  of  Sexual  Behavior 

Sallie  S.  Schumacher,  Ph.D.,  Pittsburgh,  Penn- 
sylvania (by  invitation ) 

Assistant  Professor  of  Clinical  Psychiatry,  Uni- 
versity of  Pittsburgh  School  of  Medicine,  West- 
ern Psychiatric  Institute  and  Clinic;  Director, 
Center  for  Study  of  Human  Sexual  Behavior 


Chairman  Myron  H.  Marshall,  M.D.,  Buffalo 

Vice-Chairman . David  M.  Engelhardt,  M.D.,  Brooklyn 
Secretary . Edward  L.  Pinney,  Jr.,  M.D.,  New  York  City 
Delegate  Matthew  Brody,  M.D.,  Brooklyn 


Sunday,  March  9/10:00  A.M./Royal  Ballroom  A,  Second  Floor 


All  day  symposium 


'OINT  MEETING  WITH 

General  Session  and  Sections  on  Family 
snd  General  Practice,  Obstetrics  and 
Gynecology,  and  Urology 


Symposium  and  Panel  Discussion:  Human  Sexuality 

’roblems 

Myron  H.  Marshall,  M.D.,  Buffalo,  Moderator 
Director,  The  Psychiatric  Institute 


1.  Introductory  Remarks 

Myron  H.  Marshall,  M.D.,  Buffalo 


' - 


Problems  in  sexual  identity  and  expression  are  among 
he  most  frequently  seen  causes  of  emotional  misery  in 
ur  culture.  This  symposium  and  panel  discussion  will 
ocus  on  a multidisciplinary  treatment  approach  and 
xpertise  from  various  vantage  points. 

By  open  and  frank  discussion  and  sharing  of  experi- 
nces,  we  will  encourage  more  interest  in  this  vital  area. 


2.  Sexual  Problems  in  the  Family  Practitioner’s 
Office 

Harry  L.  Metcalf,  M.D.,  Buffalo 

Senior  Attending  in  Family  Practice,  Deaconess 


2.  Sex  Counseling — An  Office  Procedure 

Don  Sloan,  M.D.,  New  York  City 

Clinical  Assistant  Professor,  Department  of 
Obstetrics  and  Gynecology;  Director  of  Psy- 
chosomatics  and  Codirector  of  the  Sexual 
Therapy  Center,  New  York  Medical  College 

The  physician  in  clinical  practice  often  misses  the 
patients’  real  symptoms  and  problems  because  of  a lack 
of  ease  in  dealing  with  a subject.  It  may  be  that  the 
prior  training  has  been  insufficient,  or  the  area  too  cul- 
turally mysterious  or  delicate.  There  are  ways  that  we 
can  all  get  to  feel  more  comfortable. 

Self-education,  sex  history  taking,  and  the  proper  di- 
rection for  referral  are  reviewed. 

3.  Panel  Discussion 

Helen  S.  Kaplan,  M.D.,  New  York  City 
Sallie  Schumacher,  Ph.D.,  Pittsburgh,  Penn- 
sylvania (by  invitation) 

Don  Sloan,  M.D.,  New  York  City 
Robert  A.  Senescu,  M.D.,  New  York  City 
Director,  Department  of  Psychiatry,  Beth 
Israel  Medical  Center 


SECTION  ON 

Radiology 

Chairman Joseph  Naples,  M.D.,  Corning 

Vice-Chairman 

Alexander  S.  Butkiewicz,  M.D.,  White  Plains 

Secretary Theodore  F.  Van  Zandt,  M.D.,  Pittsford 

Delegate. Samuel  H.  Madell,  M.D.,  New  York  City 
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Sunday,  March  9/10:00  A. M. /Versailles  Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Orthopedic  Surgery 

1.  Symposium  and  Panel  Discussion:  Skeletal  Radi- 

ology 

Harold  G.  Jacobson,  M.D.,  New  York  City, 
Moderator 

Professor  and  Chairman,  Department  of  Radiol- 
ogy, Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

A.  Chondroid  Lesions  of  the  Skeleton 

Frieda  Feldman,  M.D.,  New  York  City 

Professor  of  Radiology,  Columbia  University 
College  of  Physicians  and  Surgeons 

B.  Interesting  Manifestations  of  Skeletal 
Trauma 

Jeremy  J.  Kaye,  M.D.,  New  York  City 

Assistant  Professor  of  Radiology,  Cornell 
University  Medical  College;  Associate  At- 
tending Radiologist,  New  York  Hospital 

2.  Film  Reading  Panel  with  Clinical  Evaluations 

Harold  G.  Jacobson,  M.D.,  Moderator 

Various  chondroid  lesions  with  unusual  aspects  of 
trauma,  for  film  interpretation  and  discussion  will  be 
presented. 

Robert  Freiberger,  M.D.,  New  York  City 

Director  of  Radiology,  Hospital  for  Special  Surgery; 
Associate  Professor  of  Radiology,  Cornell  University 
Medical  College 

Howard  Rosen,  M.D.,  New  York  City 

Attending  Orthopedic  Surgeon  and  Chief  of  Problem 
Trauma  Service,  Hospital  for  Joint  Diseases;  As- 
sociate Clinical  Professor  of  Orthopedic  Surgery, 
Mount  Sinai  School  of  Medicine  of  City  University 
of  New  York 

Ralph  Marcove,  M.D.,  New  York  City 

Chief  of  Orthopedic  Surgery,  Memorial  Hospital; 
Chief  of  Bone  Tumor  Service,  Hospital  for  Special 
Surgery 


SECTION  ON 

School  Health 

Chairman Edward  K.  Reid,  M.D.,  Rome 

Vice-Chairman.  . Viola  F.  Anderson,  M.D.,  Bronxville 

Secretary . . . .Justin  W.  Mignault,  M.D.,  Baldwinsville 

Delegate Arthur  Howard,  M.D.,  Johnstown 

Monday,  March  10/9:00  A. M. /Versailles  Terrace,  Second 

Floor 

1.  Cardiac  Evaluation  in  School  Screening  Ex- 
aminations 

Charles  E.  Hunter,  M.D.,  Liverpool 

Clinical  Instructor  of  Pediatrics,  State  University 
of  New  York  Upstate  Medical  Center 

2.  How  to  Recognize  the  Maltreated  Child  in  School 

Vincent  J.  Fontana,  M.D.,  New  York  City 

Medical  Director  and  Pediatrician-in-Chief,  New 
York  Foundling  Hospital  Center  for  Parent  and 
Child  Development;  Professor  of  Clinical  Pediat- 
rics, New  York  University  School  of  Medicine 

3.  Symposium  and  Panel  Discussion:  School  Health 

Service  in  1975 


Edward  K.  Reid,  M.D.,  Rome,  Moderator 

Director  of  Health  Services,  Rome,  New  York 
Schools;  Deputy  Commissioner  of  Health  of 
Oneida  County 

A.  The  View  from  Albany 

The  Honorable  Emlyn  I.  Griffith,  Rome  (by 
invitation) 

Attomey-at-Law;  Regent,  New  York  State 
Department  of  Education 

B.  School  Nurse-Teacher  Service  in  1975 

Mildred  Rae  Franks,  SNT,  Stony  Point,  (by 
invitation) 

President,  New  York  State  School  Nurse 
' Teachers 

C.  Chairman’s  Address — The  Physician’s  Role  in 
School  Health  Today 

Edward  K.  Reid,  M.D.,  Rome 

Panel  Discussion 

Members  of  Staff  of  New  York  State  Education 

Department 

Names  to  be  announced 


SECTION  ON 

Space  Medicine 

Chairman 

Vice-Chairman 

Constantine  D.  J.  Generales,  M.D.,  New  York  City 

Secretary Nathaniel  E.  Reich,  M.D.,  Brooklyn 

Delegate Seymour  Fiske,  M.D.,  New  York  City 

Wednesday,  March  12/9:00  A.M./Versailles  Ballroom 
Second  Floor 


SECTION  ON 

Surgery 

Chairman Frank  J.  Fragala,  M.D.,  White  Plains 

Vice-Chairman Paul  M.  Walczak,  M.D.,  Buffalo 

Secretary J.  Beall  Rodgers,  M.D.,  New  York  City 

Delegate Irving  Kramer,  M.D.,  Utica 

Tuesday,  March  11/2:00  P.M./Royal  Ballroom  B,  Second 
Floor 

JOINT  MEETING  WITH 

Session  on  Emergency  Medicine 

1.  Annual  Report  on  Economics  from  the  New 
York  State  Society  of  Surgeons 

Theodore  Max,  M.D.,  Utica 
President,  N.Y.S.S.S. 

This  paper  will  discuss  newer  trends  in  medical  legisla- 
tion which  affects  the  medical  profession,  the  newly 
formed  Relative  Value  Scales,  and  socioeconomic  factors 
affecting  surgeons  in  practice. 

2.  Problems  Encountered  During  Biliary  Tract 
Surgery  and  Their  Management 

Milton  Reeves  Porter,  M.D.,  New  York  City 
Professor  of  Clinical  Surgery,  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons;  Attend- 
ing Surgeon,  The  Presbyterian  Hospital 

This  paper  will  discuss  unexpected  findings  encountered 
during  biliary  tract  surgery  and  proper  surgical  judg- 
ment regarding  their  management. 
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3.  Current  Trends  in  the  Surgical  Treatment  of 
Carcinoma  of  the  Breast 

Jerome  A.  Urban,  M.D.,  New  York  City 

Attending  Breast  Surgeon,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases 

This  paper  will  discuss  the  various  approaches  in  the 
surgical  treatment  of  cancer  of  the  breast,  and  reasons 
for  what  is  considered  the  best  management  of  cancer  of 
the  breast. 

4.  Current  Concepts  Regarding  the  Primary  Care 
of  Burns 

Philip  C.  Bonanno,  M.D.,  White  Plains 

Clinical  Assistant  Professor  of  Plastic  Surgery, 
New  York  University  School  of  Medicine;  As- 
sociate Attending  Plastic  Surgeon,  St.  Agnes 
Hospital 

Newer  concepts  in  burn  management  include  limiting 
administration  of  hypotonic  fluid  to  decrease  burn  wound 
edema  and  enhance  early  “third  space”  mobilization, 
and  early  escharectomy  and  interim  coverage  with 
biologic  dressing.  Furthermore,  newer  topical  anti- 
bacterial (and  antifungah  agents  can  be  expected  to 
decrease  morbidity  and  increase  patient  care  and  com- 
fort. The  indications  for  immediate  tracheostomy  have 
been  more  clearly  defined. 

5.  Technique,  Complications,  and  Interpretations 
of  Diagnostic  Peritoneal  Lavage 

Kirk  K.  Kazarian,  M.D.,  New  York  City 

Assistant  Professor  of  Surgery,  New  York  Medi- 
cal College;  Chief  of  Surgery,  Metropolitan 
Hospital 

This  paper  will  discuss  the  technique  of  diagnostic 
peritoneal  lavage,  the  use  of  quantitative  microscopic 
analysis  of  the  recovered  fluid,  and  assessment  of  hemo- 
peritoneum  or  injury  of  abdominal  organs.  Contrain- 
dications and  complications  of  the  procedure  are  also 
discussed. 

6.  Radiologic  Diagnosis  of  the  Acute  Abdomen 

Bernard  S.  Wolf,  M.D.,  New  York  City 

Director  of  Radiology,  The  Mount  Sinai  Hospital 

Harold  A.  Mitty,  M.D.,  New  York  City 

Associate  Radiologist,  The  Mount  Sinai  Hospital 

A radiologic  approach  to  the  acute  abdomen  will  be 
presented  with  emphasis  on  plain  films.  The  major 
areas  to  be  covered  will  include:  (1)  Abnormal  gas 

patterns  including  perforation,  obstruction,  and  infarc- 
tion. The  usefulness  of  various  views  will  be  discussed; 
(2)  Significant  calcification  including  stones  and  aneu- 
rysms; and  (3)  Masses  associated  with  or  due  to  bleed- 
ing. Appropriate  confirmatory  radiologic  examinations 
and  follow-up  will  also  be  discussed. 


SECTION  ON 

Urology 

Chairman Henry  B.  Marshall,  M.D.,  Elmira 

Vice-Chairman 

William  J.  Nelson,  M.D.,  New  York  City 

Secretary  Rodman  D.  Carter,  M.D.,  Cooperstown 
Delegate  Perrin  B.  Snyder,  M.D.,  New  York  City 

Sunday,  March  9/10:00  A. M. /Royal  Ballroom  A,  Second  Floor 

All  day  symposium 

JOINT  MEETING  WITH 

General  Session  and  Sections  on  Family 


and  General  Practice,  Obstetrics  and 
Gynecology,  and  Psychiatry 

Symposium  and  Panel  Discussion:  Human  Sexuality 

Problems 

Myron  H.  Marshall,  M.D.,  Buffalo,  Moderator 
Director,  The  Psychiatric  Institute 

1.  Introductory  Remarks 

Myron  H.  Marshall,  M.D.,  Buffalo 

Problems  in  sexual  identity  and  expression  are  among 
the  most  frequently  seen  causes  of  emotional  misery  in 
our  culture.  This  symposium  and  panel  discussion  will 
focus  on  a multidisciplinary  treatment  approach  and 
expertise  from  various  vantage  points. 

By  open  and  frank  discussion  and  sharing  of  experi- 
ences, we  will  encourage  more  interest  in  this  vital  area. 

2.  Sexual  Problems  in  the  Family  Practitioner’s 
Office 

Harry  L.  Metcalf,  M.D.,  Buffalo 

Senior  Attending  in  Family  Practice,  Deaconess 
Hospital;  Instructor  in  Social  and  Preventive 
Medicine,  State  University  of  New  York  at 
Buffalo  School  of  Medicine 

3.  Organic  Problems  in  the  Female 

J.  Conrad  Greenwald,  M.D.,  Great  Neck 
Clinical  Associate  Professor  of  Obstetrics  and 
Gynecology,  Cornell  University  Medical  Col- 
lege; Associate  Attending  Obstetrician  and 
Gynecologist,  North  Shore  University  Hospital 

4.  Organic  Problems  in  the  Male 

Samuel  H.  Rothfeld,  M.D.,  Great  Neck 

Clinical  Associate  Professor  of  Urology,  Cornell 
University  Medical  College;  Director,  Urology 
Service,  Long  Island  Jewish-Hillside  Medical 
Center 

The  organic  causes  of  impotence  in  the  male  involve 
physical  abnormalities,  systemic  disease,  vascular  dis- 
turbances, neurogenic  disorders,  traumatic  factors,  and 
psychic  conditions. 

These  will  be  discussed  in  more  detail,  and  will  include 
suggestions  as  to  treatment. 

5.  Sex  Therapy 

Helen  Singer  Kaplan,  M.D.,  New  York  City 
Clinical  Associate  Professor  of  Psychiatry,  Cor- 
nell University  Medical  College;  Head,  Sexual 
Treatment  and  Study  Program,  Payne  Whitney 
Clinic  of  The  New  York  Hospital 

2:00  P.M. 

1.  The  Interrelationships  Between  Physiologic 
and  Psychologic  Aspects  of  Sexual  Behavior 

Sallie  S.  Schumacher,  Ph.D.,  Pittsburgh,  Penn- 
sylvania (by  invitation) 

Assistant  Professor  of  Clinical  Psychiatry,  Uni- 
versity of  Pittsburgh  School  of  Medicine,  West- 
ern Psychiatric  Institute  and  Clinic;  Director, 
Center  for  Study  of  Human  Sexual  Behavior 

2.  Sex  Counseling — An  Office  Procedure 

Don  Sloan,  M.D.,  New  York  City 

Clinical  Assistant  Professor,  Department  of 
Obstetrics  and  Gynecology;  Director  of  Psy- 
chosomatics  and  Codirector  of  the  Sexual 
Therapy  Center,  New  York  Medical  College 

The  physician  in  clinical  practice  often  misses  the  pa- 
tients’ real  symptoms  and  problems  because  of  a lack  of 
ease  in  dealing  with  a subject.  It  may  be  that  the  prior 
training  has  been  insufficient,  or  the  area  too  culturally 
mysterious  or  delicate.  There  are  ways  that  we  can  all 
get  to  feel  more  comfortable. 
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Self-education,  sex  history  taking,  and  the  proper  di- 
rection for  referral  are  reviewed. 

3.  Panel  Discussion 

Helen  S.  Kaplan,  M.D.,  New  York  City 
Sallie  Schumacher,  Ph.D.,  Pittsburgh,  Penn- 
sylvania (by  invitation) 

Don  Sloan,  M.D.,  New  York  City 
Robert  A.  Senescu,  M.D.,  New  York  City 
Director,  Department  of  Psychiatry,  Beth 
Israel  Medical  Center 


SESSION  ON 

Archives 

Chairman Paul  S.  Striker,  M.D.,  New  York  City 

Vice-Chairman . . . Morris  R.  Keen,  M.D.,  Huntington 
Secretary Nathan  Roth.  M.D.,  New  York  City 


Sunday,  March  9/10:00  A.M. /Royal  Box 
JOINT  MEETING  WITH 

Medical  Archivists  of  New  York,  and  the 
Woman’s  Auxiliary  of  the  Medical  Society 
of  the  State  of  New  York 

1.  The  Open  Collections  in  the  Rockefeller  Founda- 
tion Archives 

J.  William  Hess,  Ph.D.,  New  York  City  (by  invita- 
tion) 

Archivist,  Rockefeller  Foundation 

2.  Reflections  and  Early  History  of  the  Coroner's 
Office  of  the  City  of  New  York 

Leo  Hershkowitz,  Ph.D.,  Queens  (by  invitation) 
Director,  Queens  College  Historical  Documents 
Collection 

Discussion:  Milton  Helpern,  M.D.,  New  York 

City 

Retired  Chief  Medical  Examiner  of  the  City  of  New 
York;  Emeritus  Professor  of  Forensic  Medicine, 
New  York  University  School  of  Medicine 

3.  St.  Vincent’s  Hospital,  New  York  City,  1849 

Ronald  Ollstein,  M.D.,  New  York  City 

Chief  of  Plastic  Surgery,  St.  Vincent’s  Hospital 
and  Medical  Center 

4.  Lenox  Hill  Hospital,  New  York  City,  1861 

Edgar  P.  Berry,  M.D.,  New  York  City 
Attending-in-Charge  of  Plastic  Surgery,  Lenox 
Hill  Hospital 

5.  Metropolitan  Hospital,  New  York  City,  1875 

Harmon  T.  Rhoads,  M.D.,  New  York  City 
Attending  Surgeon,  Metropolitan  Hospital 


SESSION  ON 

Cardiovascular  Diseases 

Chairman.  Charles  A.  Bertrand,  M.D.,  White  Plains 

Tuesday,  March  11/2:00  P.M. /Royal  Ballroom  A,  Second 
Floor 


JOINT  MEETING  WITH 

General  Session 

Symposium  and  Panel  Discussion:  Cardiac  Failure 

Charles  A.  Bertrand,  M.D.,  White  Plains,  Moderator 
Assistant  Clinical  Professor  of  Medicine,  New  York 
Medical  College 

1.  THE  NEW  YORK  STATE  TRUDEAU  SOCIETY 
LECTURE 

Pulmonary  Dysfunction  in  Cardiac  Failure 

Francis  Chinard,  M.D.,  Newark,  New  Jersey 

(by  invitation) 

Professor  of  Medicine,  College  of  Medicine 
and  Dentistry  of  New  Jersey,  New  Jersey 
Medical  School 

2.  Ventricular  Failure 

Rejane  M.  Harvey,  M.D.,  New  York  City 
Professor  of  Medicine,  Columbia  University 
College  of  Physicians  and  Surgeons 

3.  Management  of  Cardiac  Failure 

Robert  M.  Kohn,  M.D.,  Buffalo 

Clinical  Associate  Professor  of  Medicine,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine 

Panel  Discussion: 

The  above  speakers 


SESSION  ON 

Emergency  Medicine 

Chairman David  N.  Kluge,  M.D.,  Rochester 

Secretary Edward  L.  McNeil,  M.D.,  Mount  Kisco 

Tuesday,  March  11/2:00  P.M./Royal  Ballroom  B,  Second 
Floor 


JOINT  MEETING  WITH 

Section  on  Surgery 

1.  Annual  Report  on  Economics  from  the  New  York 
State  Society  of  Surgeons 

Theodore  Max,  M.D.-,  Utica 
President,  N.Y.S.S.S. 

This  paper  will  discuss  newer  trends  in  medical  legisla- 
tion which  affects  the  medical  profession,  the  newly 
formed  Relative  Value  Scales,  and  socioeconomic  factors 
affecting  surgeons  in  practice. 

2.  Problems  Encountered  During  Biliary  Tract 
Surgery  and  Their  Management 

Milton  Reeves  Porter,  M.D.,  New  York  City 
Professor  of  Clinical  Surgery,  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons;  Attend- 
ing Surgeon,  The  Presbyterian  Hospital 

This  paper  will  discuss  unexpected  findings  encountered 
during  biliary  tract  surgery  and  proper  surgical  judg- 
ment regarding  their  management. 

3.  Current  Trends  in  the  Surgical  Treatment  of 
Carcinoma  of  the  Breast 

Jerome  A.  Urban,  M.D.,  New  York  City 

Attending  Breast  Surgeon,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases 

This  paper  will  discuss  the  various  approaches  in  the 
surgical  treatment  of  cancer  of  the  breast,  and  reasons  for 
what  is  considered  the  best  management  of  cancer  of  the 
breast. 
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4.  Current  Concepts  Regarding  the  Primary  Care  of 
Burns 

Philip  C.  Bonanno,  M.D.,  White  Plains 

Clinical  Assistant  Professor  of  Plastic  Surgery, 
New  York  University  School  of  Medicine;  Associ- 
ate Attending  Plastic  Surgeon,  St.  Agnes  Hospital 

Newer  concepts  in  burn  management  include  limiting 
administration  of  hypotonic  fluid  to  decrease  burn 
wound  edema  and  enhance  early  “third  space”  mobiliza- 
tion, and  early  escharectomy  and  interim  coverage  with 
biologic  dressings.  Furthermore,  newer  topical  anti- 
bacterial (and  antifungal)  agents  can  be  expected  to  de- 
crease morbidity  and  increase  patient  care  and  comfort. 
The  indications  for  immediate  tracheostomy  have  been 
more  clearly  defined. 

5.  Technique,  Complications,  and  Interpretations 
of  Diagnostic  Peritoneal  Lavage 

Kirk  K.  Kazarian,  M.D.,  New  York  City 

Assistant  Professor  of  Surgery,  New  York  Medical 
College;  Chief  of  Surgery,  Metropolitan  Hospital 


This  paper  will  discuss  the  technique  of  diagnostic 
peritoneal  lavage,  the  use  of  quantitative  microscopic 
analysis  of  the  recovered  fluid,  and  assessment  of  hemo- 
peritoneum  or  injury  of  abdominal  organs.  Contrain- 
dications and  complications  of  the  procedure  are  also 
discussed. 

6.  Radiologic  Diagnosis  of  the  Acute  Abdomen 

Bernard  S.  Wolf,  M.D.,  New  York  City 

Director  of  Radiology,  The  Mount  Sinai  Hospital 
Harold  A.  Mitty,  M.D.,  New  York  City 

Associate  Radiologist,  The  Mount  Sinai  Hospital 

A radiologic  approach  to  the  acute  abdomen  will  be 
presented  with  emphasis  on  plain  films.  The  major  areas 
to  be  covered  will  include:  (1)  Abnormal  gas  patterns 

including  perforation,  obstruction,  and  infarction.  The 
usefulness  of  various  views  will  be  discussed;  (2)  Signif- 
icant calcification  including  stones  and  aneurysms;  and 
(3)  Masses  associated  with  or  due  to  bleeding.  Ap- 
propriate confirmatory  radiologic  examinations  and 
follow-up  will  also  be  discussed. 


Dinner  Meeting 

NEW  YORK  STATE  CHAPTER  OF  THE 
AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 

Americana  Hotel,  La  Reserve  Room,  Fourth  Floor 
Tuesday,  March  11,  1975,  6:30  P.M. 

Cocktails  and  Dinner— $12.00  per  person 

Please  make  reservations  before  March  1,  1975 

Call  or  write:  Arthur  Q.  Penta,  M.D. 

1301  Union  Street 
Schenectady,  New  York  12308 
(518)  FR4-0314 
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1975  ANNUAL  CONVENTION 


Scientific  Exhibits 


ALBERT  HALL,  LOWER  LEVEL 


THOMAS  S.  BUMBALO,  M.D.,  Buffalo,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Glen  Cove 
LESTER  BLUM,  M.D.,  New  York  City 
BERNARD  S.  EPSTEIN,  M.D.,  New  Hyde  Park 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York  City 

Scientific  Exhibits 

Certificates  of  Award  will  be  given  by  the  Medical 
Society  of  the  State  of  New  York  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  individual 

investigation  which  are  judged  on  the  basis  of  originality 
and  excellence  of  presentation. 

Group  II:  Awards  are  made  for  exhibits  which  do  not 

exemplify  purely  experimental  studies  and  which  are 
judged  on  the  basis  of  presentation  and  correlation  of 
data. 


BREAST  CANCER 

Applications  for  scientific  exhibits  related  to  breast 
cancer  were  not  accepted  by  the  Committee  on  Scien- 
tific Exhibits  this  year.  Current  interest  is  so  wide- 
spread and  diagnostic,  and  therapeutic  modalities  are 
so  varied  that  the  committee  decided  that  an  in-depth 
treatment  of  the  subject  of  breast  cancer  is  appro- 
priate. 

Therefore  the  decision  was  made  to  hold  a full-day 
General  Session  on  the  subject  at  the  1976  Convention. 
A panel  of  experts  will  be  invited  to  discuss  all  phases 
of  the  subject.  Pertinent  exhibits  will  be  solicited  and 
proferred  papers  considered. 


National  Prostatic  Cancer  Project 
Gerald  P.  Murphy,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 
A cooperative,  National  Prostatic  Cancer  Project- 
sponsored  phase  II  chemotherapy  study  for  advanced 
(Stage  D)  prostatic  cancer  is  outlined  in  terms  of  purpose, 
protocol,  cost,  and  location  of  participating  centers. 
Patients  may  be  referred  to  these  centers  for  inclusion  in 
the  study  (Booth  200). 

Treatment  of  Back  Pain  in  Cancer  Patients:  The 

Role  of  Acupuncture 

Raymond  J.  Trudnowski,  M.D. 

Todolfo  C.  Rico,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 
Twenty-two  patients  with  intractable  back  pain  from 
tumors  or  their  sequelae  were  treated  with  electroacu- 
puncture. Thirteen  obtained  at  least  75  per  cent  pain 
relief  lasting  from  two  days  to  six  weeks.  Five  had  less 
pain.  Four  of  them  obtained  no  relief.  A mannequin 
shows  the  points  used.  - Technique  and  results  are  dis- 
cussed (Booth  201). 


The  New  Diets:  Criteria  for  Nutritional  Evalua- 

tion 

Dairy  Council  of  Metropolitan  New  York,  New  York 

City 

Current  societal  trends  are  affecting  the  eating  habits 
and  nutritional  health  of  American  as  well  as  world 
populations.  This  exhibit  critically  examines  current 
diets  of  affluence  and  poverty  in  terms  of  calories,  protein 
quality,  and  other  key  nutrients.  The  effects  of  wide- 
spread adoption  of  an  “alternative  diet”  (less  animal 
foods,  more  legumes,  grains,  vegetables,  and  fruits)  on 
health  maintenance  and  resource  conservation  is  ex- 
plored, along  with  specific  recommendations  for  counsel- 
ing patients  (Booth  202). 

Treatment  of  Pathologic  Fractures 

Ralph  C.  Marcove,  M.D. 

John  P.  Lyden,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases, 
New  York  City 

Various  levels  of  pathologic  fractures  of  the  hip  and 
recommended  surgical  procedures,  based  on  experience 
with  over  200  cases,  are  shown.  Other  sites  of  fractures 
will  be  discussed  along  with  methods  of  fixation.  New 
types  of  nails  and  a new  application  of  methylmethacry- 
late in  these  fractures  will  be  illustrated  (Booth  203). 

Look  Beyond  the  Curve 

Patrick  F.  O’Leary,  M.D. 

Wan  Ngo  Lim,  M.D. 

David  B.  Levine,  M.D. 

Hospital  for  Special  Surgery,  New  York  City 

Scoliosis  (spinal  curvature)  may  be  the  first  sign  in  a 
growing  child  of  other  pediatric  disorders.  Often  the 
scoliosis  will  be  well  managed  by  the  physician,  but  the 
patient  may  have  other  associated  conditions  which 
escape  diagnosis  during  the  early  years  of  life. 

Diminished  I.Q.,  short  stature,  and  other  systems’ 
diseases  may  be  found  in  Noonan’s,  Treacher-Collins, 
basal  cell  nevus,  and  Prader-Willi  syndromes,  as  well  as 
in  Conradi’s  disease.  Familial  dysautonomia  occurs 
exclusively  in  Ashkenazi  Jews  where  the  child  has  car- 
diorespiratory disability  and  no  tears. 

Ten  such  syndromes  are  illustrated,  all  having  scoliosis. 
The  significant  nonscoliosis  features  of  each  case  are 
emphasized.  Establishing  the  complete  diagnosis  is 
mandatory  in  order  for  optimum  total  patient  manage- 
ment (Booth  204). 

Psychohormonal  Treatment  of  the  Menopause 

M.  Dorothea  Kerr,  M.D. 

Cynthia  Vaughan,  M.A. 

Cornell  University  Medical  College,  New  York  City 

A multifactional  approach  utilizing  hormones,  psycho- 
therapy, and  concomittant  drug  therapy  has  been  shown 
to  be  effective  in  the  treatment  of  emotional  and  physical 
problems  related  to  the  menopause.  The  vaginal  smear 
is  utilized  to  determine  the  extent,  if  any,  of  an  estrogen 
deficiency  (Booth  205). 

Let  No  Woman  Be  Overlooked 

M.  Steven  Piver,  M.D. 

Virginia  M.  Steffen 

Roswell  Park  Memorial  Institute,  Buffalo 
American  Cancer  Society,  Syracuse 

Continuous  comprehensive  audiovisual  presentation 
on  the  latest  techniques  on  cervical  cancer  control  in  the 
clinical  setting  will  be  presented.  Also,  a presentation  of 
cervical  cancer  control  programs  applicable  to  the  phy- 
sician’s office  and  to  the  community  at  large  will  be  given 
(Booth  206). 
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Blepharoptosis  Surgery:  Internal  Tarsoconjunc- 

tival  Muscle  Resection 

Pierre  Guibor,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital,  New 
York  City 

This  exhibit  demonstrates  a new  ptosis  procedure 
which  is  useful  for  correcting  minimal  amounts  of  ptosis 
of  4 mm.  or  less  and  where  a good  lid  fold  is  present  pre- 
operatively.  The  suture  material  employed  is  5-0 
polyglycolic  acid  synthetic  absorbable  type  with  a 
straight  tapered  and  3/8-inch  reverse  cutting  needle 
assembly  (Booth  207). 

Corneal  Cryopreservation 
Donald  J.  Yung,  M.D. 

Edward  J.  Meyer  Memorial  Hospital,  Buffalo 
The  purpose  and  need  for  cryopreserved  corneal  tissue 
is  shown,  along  with  the  necessary  equipment  and  proce- 
dures followed  in  a cryopreservation  technique.  Some 
preoperative  problems  and  postoperative  results  are 
shown  also,  using  both  fresh  and  cryopreserved  donor 
tissue  (Booth  208). 

Vascular  Malformations  of  the  Cecum 
Jeanne  W.  Baer,  M.D. 

Stephen  Ryan,  M.D. 

St.  Luke’s  Hospital,  New  York  City 
Fifty  postmortem  and  surgically  extirpated  cecums 
were  examined  angiographically  and  microscopically  in  a 
search  for  vascular  malformations  and  to  define  the 
normal  vascular  pattern.  The  findings  were  compared 
with  the  appearance  of  two  surgically-proved  cases  of 
vascular  malformations  of  the  cecum,  one  nonspecific 
cecal  ulcer,  and  bleeding  diverticula  of  the  cecum  (Booth 
209). 

New  Lordotic  Projections  for  Improved  Visualiza- 
tion of  the  Main  Left,  and  Anterior  Descending 
Coronary  Arteries 

Harold  A.  Baltaxe,  M.D. 

Thomas  A.  Sos,  M.D. 

The  New  York  Hospital — Cornell  University  Medi- 
cal Center,  New  York  City 
Coronary  angiography  is  a reliable  and  accurate  radio- 
graphic  technique.  There  are,  however,  cases  where 
lesions  are  missed  because  they  are  obscured  by  over- 
lapping vessels.  A new  technique  for  the  visualization 
of  the  left  coronary  artery  and  its  branches  is  described. 
This  technique  consists  in  aiming  the  x-ray  beam  from 
feet  to  head  which  overcomes  the  problem  of  overlapping. 
The  radiographic  technique  is  described,  and  multiple 
examples  of  lesions  are  shown  to  demonstrate  its  value 
(Booth  210). 

The  Nonopacified  Gallbladder  on  Oral  Cholecys- 
tography: Incidence,  Causes,  Significance,  and 

Fate 

Zuheir  Mujahed,  M.D. 

Joseph  P.  Whalen,  M.D. 

John  A.  Evans,  M.D. 

The  New  York  Hospital — Cornell  Medical  Center, 
New  York  City 

Nonopacification  of  the  gallbladder  on  oral  cholecys- 
tography sometimes  raises  problems  of  management. 
Further  evaluation  is  often  sought  in  intravenous  chol- 
angiography, which  may  show  a normally  opacified  gall- 
bladder. Confusion  then  arises  regarding  which  study 
to  believe  and  base  the  future  management  on. 

In  this  presentation  the  authors  seek  an  answer  to  this 
important  question  as  well  as  to  the  value  of  further  oral 
examinations  through  a retrospective  review  of  5,000 
patients  examined  in  the  last  three  years.  The  review 


of  this  large  number  of  patients  allows  the  drawing  of 
valid  and  statistically  significant  conclusions  easily  ex- 
plained by  the  anatomy  and  physiology  of  the  biliary 
system.  Practical  considerations  arising  from  these 
conclusions  are  developed  (Booth  211). 

Neurogenic  Disorders  of  the  Foot  in  Diabetes 
Mellitus 

Ernest  Kraft,  M.D. 

E.  Spyropoulos,  M.D. 

N.  Finby,  M.D. 

New  York  Veterans  Administration,  New  York  City 

Neurogenic  disorders  of  the  foot  can  be  readily  cor- 
related with  the  metabolic  disorder.  Occasionally,  how- 
ever, the  diabetes  remains  unknown,  so  that  roentgen 
changes  can  serve  as  clues  to  the  detection  of  the  under- 
lying condition.  Specific  bone  lesions  may  even  precede 
an  overt  diabetes  (Booth  212). 

Tracts  in  Granulomatous  Colitis  and  Diverticulitis: 
Newer  Roentgen  Concepts 

R.  Marshak,  M.D. 

R.  POCHACZEVSKY,  M.D. 

J.  Kurzban,  M.D. 

D.  Maklansky,  M.D. 

Mount  Sinai  School  of  Medicine,  New  York  City 

The  roentgen  findings  in  granulomatous  colitis  and 
diverticulitis  have  been  previously  confused.  The 
clinical  history  of  both  can  be  similar,  with  fever,  diar- 
rhea, and  pain.  All  fistulous  tracts  in  the  sigmoid, 
especially  in  the  presence  of  diverticula,  were  previously 
considered  to  be  due  to  diverticulitis.  Our  studies  have 
revealed  that  a long  fistulous  tract  in  this  region  is  most 
commonly  secondary  to  granulomatous  colitis  and  that 
the  abscesses  of  granulomatous  colitis  may  simulate 
diverticula.  Diverticula  may  additionally  be  present, 
particularly  in  elderly  patients.  The  fistulous  tracts 
characterizing  diverticulitis  are  usually  short,  associated 
with  an  intact  mucosa,  and  are  paracolic  in  the  great 
majority  of  cases.  The  tracts  in  granulomatous  disease 
are  intramuscular  with  a step  ladder  configuration  due 
to  transverse  fissures.  This  feature  of  granulomatous 
disease  occurs  only  in  approximately  10  per  cent  of  cases 
of  diverticulitis  with  perforation  of  multiple  diverticula. 
When  long  fistulous  tracts  occur  in  diverticulitis,  they, 
too,  may  be  due  to  perforation  of  multiple  diverticula  or 
“communicating  diverticulitis”  (Booth  213). 

The  Water  Double-Contrast  Barium  Enema:  A 

New  Method  of  Roentgen  Examination  of  the  Colon 

R.  POCHACZEVSKY,  M.D. 

Mount  Sinai  School  of  Medicine,  New  York  City 

A new  technique  for  double-contrast  examination  of 
the  colon,  utilizing  water  instead  of  gas,  is  described. 

The  study  is  carried  out  by  means  of  a disposable 
prepackaged  double  bag  enema  kit  utilizing  a one-stage, 
closed  system.  Reliable  postevacuation  roentgenograms 
of  the  colon  are  achieved  simply  by  passive  syphoning 
and  without  the  use  of  tannic  acid  (Booth  214). 

Lymphoma  Staging  with  67-Gallium  Citrate 

Orlando  L.  Manfredi,  M.D. 

Farouk  Ramadan,  M.D. 

St.  Vincent’s  Medical  Center,  Staten  Island,  New 

York 

Clinical  material  will  be  presented  demonstrating  the 
role  of  67-Gallium  Citrate  total  body  scanning  as  an 
adjunct  in  the  staging  of  lymphomas  as  well  as  assessing 
the  efficacy  of  radiation  therapy  and  chemotherapy 

(Booth  215). 
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Postmortem  Radiology  of  Head  and  Neck  Injuries 
in  Fatal  Traffic  Accidents 

George  J.  Alker,  Jr.,  M.D. 

Young  S.  Oh,  M.D. 

Eugene  V.  Leslie,  M.D. 

Edward  J.  Meyer  Memorial  Hospital,  Buffalo 

Victims  of  fatal  traffic  accidents  were  subjected  to  ap- 
propriate radiographic  examinations  prior  to  the  medico- 
legal autopsy.  The  exhibit  shows  the  head  and  neck 
injuries  encountered  on  postmortem  radiographic  ex- 
aminations of  a series  of  200  victims  of  fatal  traffic 
accidents  who  were  either  killed  immediately  or  died 
shortly  after  arrival  at  a hospital,  essentially  untreated 
except  for  first  aid. 

Approximately  50  per  cent  of  victims  had  skull  frac- 
tures, and  20  per  cent  had  fractures  and/or  dislocations 
of  the  cervical  spine.  The  nature  and  mechanism  of  in- 
juries is  analyzed,  and  appropriate  examples  are  shown. 
Some  of  the  findings  are  unique  to  postmortem  radiology 
and  are  not  seen  in  living  patients  (Booth  216). 

American  College  of  Emergency  Physicians 

E.  McNeil,  M.D. 

Mr.  Fred  Towns 

East  Lansing,  Michigan 

Photographs  will  be  shown  depicting  aspects  of  emer- 
gency medicine:  emergency  care,  in  the  hospital,  of 

acute  medical  care  and  surgical  conditions;  leadership  in 
operation  and  organization  of  “disaster  plans”;  emer- 
gency medical  service  systems;  and  training  of  emergency 
medical  technicians  and  paramedical  personnel. 

Services  performed  by  the  American  College  of  Emer- 
gency Physicians  will  be  exhibited:  consultation,  post- 

graduate education,  and  publications. 

Residencies,  those  already  established,  and  those 
planned  will  be  listed  (Booth  217). 

LIFE  SUPPORT  STATION 
Protocol 

At  this  convention,  the  Medical  Society  of  the  State  of 
New  York,  in  cooperation  with  the  American  College  of 
Emergency  Physicians,  is  exhibiting  a Life  Support  Sta- 
tion which  is  prepared  to  handle  any  medical  emergency 
that  may  occur.  The  station  will  be  manned  at  all  times 
by  emergency  medicine  physicians  and  staff. 

PLEASE  READ  THE  FOLLOWING 
INSTRUCTIONS  CAREFULLY 

1.  The  Life  Support  Station  is  located  in  Booth  218, 
in  the  Scientific  Exhibit  Area  in  Albert  Hall. 

2.  At  several  eites  in  the  meeting  rooms  there  will  be 
signs  listing  the  telephone  extension  of  the  Life  Support 
Station. 

3.  If  an  emergency  (e.g.,  cardiac  arrest)  occurs  proceed 
to  the  nearest  house  telephone  and  call  the  extension 
listed  to  reach  the  Life  Support  Station.  State  the 
telephone  number  and  the  room  you  are  calling  from  and 
the  nature  of  the  incident. 

4.  When  the  Life  Support  team  and  supplies  arrive 
they  will  assume  command  over  the  emergency  medical 
care  delivery.  Do  not  interfere  or  offer  assistance  unless 
asked  to  do  so.  The  best  policy  is  to  withdraw,  assist  in 
crowd  control,  and  open  passageways  for  evacuation  of 
the  patient. 

5.  Do  not  summon  ambulances  or  call  neighboring 
hospitals  as  this  will  be  done  by  the  Life  Support  team. 

6.  If  there  is  a less  critical  situation,  the  Life  Support 
team  can  be  summoned  to  transport  the  patient  via 
wheelchair  or  gurney.  Summon  the  Life  Support  Sta- 
tion exactly  as  stated  in  Number  3. 

7.  Any  person  who  feels  the  need  for  acute  medical 
attention  should  present  himself  to  the  Life  Support 


Station  to  be  triaged  to  a designated  emergency  depart- 
ment. 

8.  The  Life  Support  Station  also  will  supply  aspirin, 
antacids,  Band-Aids,  etc.,  per  request,  however,  only 
after  a patient  has  been  logged  and  vital  signs  taken. 

9.  Edward  McNeil,  M.D.,  is  the  director  of  the  Life 
Support  Station.  Inquiry  and  information  concerning 
its  function  can  be  obtained  from  him.  (Booth  218). 

Disability  Evaluation  Under  Social  Security 

Joseph  J.  Oliva,  M.D. 

Mr.  Sidney  Houben 

New  York  State  Department  of  Social  Services, 
Bureau  of  Disability  Determinations,  New  York 
City 

Disability  is  defined  according  to  the  Social  Security 
Act  and  its  amendments.  The  use  of  nationally  uniform 
criteria  for  the  evaluation  of  medically  determinable 
impairments  is  presented  along  with  the  impact  of  the 
1972  amendments  (Title  XVI)  to  the  Social  Security 
Act  (Booth  219). 

Intractable  Asthma 

Asthmatic  Children’s  Foundation  of  New  York 
Residential  Treatment  Center,  Ossining 
Intractable  asthma  is  described:  data  on  incidence, 

diagnosis,  treatment,  and  complications  are  given. 
Asthmatic  Children’s  Foundation  Residential  Treat- 
ment Centers  for  intractable  asthma  are  depicted  (Booth 
220). 

A New  Drug  in  the  Treatment  of  Arthritis 

Edward  L.  Tarpley,  M.D. 

Nashville,  Tennessee 

The  exhibit  relates  clinical  experiences  in  the  use  of 
Ibuprofen  in  treating  91  patients  over  extended  periods  of 
up  to  thirty-four  months.  The  mechanism  of  action,  cri- 
teria for  patient  selection,  dosage,  side  effects,  tests  for  ef- 
ficacy, and  the  clinician’s  evaluation  are  presented 
(Booth  221). 

Anti-Inflammatory  Drugs  and  Gastrointestinal 
Bleeding:  A Comparison  of  Aspirin  and  Ibuprofen 

Frank  Schmid,  M.D. 

Northwestern  University  School  of  Medicine, 
Chicago,  Illinois 

Comparative  studies  involving  Ibuprofen,  aspirin,  and 
a placebo  were  conducted.  Stool  samples  were  evaluated 
for  incidence  of  gastrointestinal  bleeding  by  means  of 
radioactive  tagging  (Booth  222). 

Medical  Treatment  of  Angina  Pectoris 
Maxwell  L.  Gelfand,  M.D. 

Howard  H.  Kloth,  M.D. 

Louis  Goodkin,  M.D. 

New  York  Infirmary,  New  York  City 
A new  Beta-adrenergic  blocking  agent,  propranalol, 
has  recently  been  introduced  for  the  treatment  of  angina. 
We  have  treated  75  patients  with  severe  angina  with 
propranalol,  in  addition  to  correcting  comorbidity. 
Relief  was  obtained  in  75  to  80  per  cent  as  evidenced  by 
(1)  decrease  in  angina,  (2)  reduced  need  for  nitroglyc- 
erine, (3)  increased  exercise  tolerance,  and  (4)  increased 
well-being  (Booth  223). 

Substitution  Symptoms  in  Acute  Myocardial  In- 
farction 

Maxwell  L.  Gelfand,  M.D. 

Louis  Goodkin,  M.D. 

K.  Lieu,  M.D. 

New  York  Infirmary,  New  York  City 
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Chest  pain  has  been  considered  for  a long  time  the  hall- 
mark of  acute  myocardial  infarction.  Ofttimes  this  is 
lacking,  and  instead  a variety  of  substitution  symptoms 
exist  that,  if  not  recognized,  may  result  in  missed  diagno- 
sis and  increased  mortality.  We  have  classified  them 
into  six  categories:  (1)  musculoskeletal,  (2)  gastro- 

intestinal, (3)  embolic,  (4)  pulmonary,  (5)  neurologic, 
and  (6)  general  constitutional.  Illustrative  cases  will 
be  presented  (Booth  224). 

Management  of  Congenital  Craniofacial  Defor- 
mities 

Michael  L.  Lewin,  M.D. 

Ravelo  V.  Argamaso,  M.D. 

Milton  Berkman,  D.D.S. 

Montefiore  Hospital  and  Medical  Center,  The 
Bronx 

This  exhibit  deals  with  congenital  deformities  of 
craniofacial  skeleton:  Crouzon  and  Apert  syndromes; 

hypertelorism;  Treacher-Collins;  hemifacial  microso- 
mia; and  skeletal  hypoplasia  secondary  to  cleft  palate 
deformity. 

The  surgical  management  (osteotomies  and  bone 
grafts)  is  presented.  Evaluation  and  treatment  re- 
quires a comprehensive  team  approach,  including  plastic 
surgeon,  neurosurgeon,  orthodontist,  and  anesthesiol- 
ogist (Booth  225). 

Surgery  of  Craniofacial  Deformities 

John  Marquis  Converse,  M.D. 

Fred  J.  Epstein,  M.D. 

Melvin  H.  Becker,  M.D. 

New  York  University  School  of  Medicine,  New  York 
City 

The  intracranial  technique  for  the  surgical  correction 
of  severe  craniofacial  deformities  such  as  orbital  hyper- 
telorism, asymmetrical  facial  anomalies,  and  maldevel- 
opment  of  the  mandible  is  presented.  Preoperative  and 
postoperative  photographs  are  included  (Booth  226). 

Parenteral  Hyperalimentation 

Donald  E.  Janelli,  M.D. 

Franklin  Johnson,  M.D. 

Carlos  A.  Romero,  M.D. 

Nassau  Hospital,  Mineola 

TPH  (Total  Parenteral  Hyperalimentation)  is  one  of 
the  most  significant  advances  in  surgical  physiology  in 
the  past  few  decades.  TPH  can  maintain  a patient  in  a 
state  of  positive  nitrogen  balance  for  an  indefinite  period 
of  time. 

The  purpose  of  this  exhibit  is  to  demonstrate  that  a 
TPH  program  can  be  successfully  established  in  a com- 
munity teaching  hospital.  Essential  to  the  success  of 
our  program  was  the  training  and  assignment  of  surgical 
residents  to  initiate  and  supervise  the  program  and  to 
train  nurses  in  maintenance  and  monitoring  (Booth  227). 

A Three-Phase  Study  of  a Narcotic  Antagonist 
Anesthetic  Supplement:  Premedication,  Mainte- 

nance, and  Double-Blind  Postoperative 

George  Wallace,  M.D. 

Celia  Sagullo,  M.D. 

Iqbal  Ansari,  M.D. 

Methodist  Hospital  of  Brooklyn,  Brooklyn 

Morphine  and  meperidine  have  long  been  preferred 
analgesics  for  the  relief  of  pain  and  the  production  of 
analgesia  for  surgery.  Both,  however,  frequently  pro- 
duce side  effects  and  depress  respiration  or  autonomic 
nervous  system  functions.  In  addition,  because  of  their 
addictive  properties,  both  are  under  narcotic  regulation. 

Analgesics  are  used  in  connection  with  surgery  for 
premedication,  as  part  of  balanced  anesthetic  techniques 


and  during  the  postoperative  period.  We  have  evaluated 
the  effectiveness  of  parenteral  pentazocine  as  a pre- 
medication drug,  as  an  intraoperative  analgesic,  and  as  a 
recovery  room  analgesic.  In  the  last  phase,  pentazocine 
was  compared  with  morphine  and  meperidine  in  a double- 
blind study  (Booth  228). 

Correlative  Dynamic  Evaluation  of  Peripheral 
Vascular  Disease 

B.  Y.  Lee,  M.D. 

J.  L.  Madden,  M.D. 

F.  S.  Trainor,  Ph.D. 

St.  Clare’s  Hospital  and  Health  Center,  New  York 
City 

The  correlates  of  blood  flow  can  be  determined  by  a 
dynamic  approach:  (1)  waveform  analysis  and  pattern 

recognition,  (2)  the  dynamic  physiologic  evaluation,  (3) 
use  of  noninvasive  flowmetry  techniques  such  as  electrical 
impedance  plethysmography,  (4)  appropriate  selection  of 
patient,  procedure,  and  therapy,  and  (5)  the  correlations 
of  degree  of  involvement  and  functional  disability 
(Booth  229). 

Acute  Otitis  Media  in  Children  (Antibiotic  Levels  of 
a New  Cephalosporin  in  Middle  Ear  Exudates) 

Samuel  E.  McLinn,  M.D. 

Polyclinic  Hospital,  Harrisburg,  Pennsylvania 

One  hundred  four  children  with  acute  otitis  media  were 
studied  to  determine  the  usefulness  of  a new  cephalo- 
sporin, Cephrodine.  Techniques  used  to  obtain  middle- 
ear  specimens,  diagnostic  “clues”  for  otitis  media,  and 
the  tympanic  membrane  appearance  caused  by  different 
bacteria  are  illustrated.  Results  by  distribution  of 
organism  found  and  correlation  with  success  rate  are 
given.  Measured  middle-ear  and  serum  levels  of  Cephro- 
dine are  listed.  A visual  clinic  quiz  asks  pertinent  facts 
about  otitis  media  (Booth  230). 

Tay-Sachs  Disease:  Model  for  the  Prevention  of 

Genetic  Disease 

Laird  G.  Jackson,  M.D. 

Jefferson  Medical  College  of  Thomas  Jefferson  Univer- 
sity, Philadelphia,  Pennsylvania 

Tay-Sachs  disease  is  currently  the  only  genetic  disease 
amenable  to  mass  screening  and  prevention.  As  a result 
of  technologic  advances  and  active  community  involve- 
ment, programs  for  heterozygote  detection  and  genetic 
counseling  have  been  developed.  These  programs  can 
serve  as  models  for  future  attempts  to  prevent  other 
genetic  diseases  (Booth  231). 

Cystic  Fibrosis 

Paul  A.  DiSant’  Agnese,  M.D. 

National  Institutes  of  Health,  National  Institute 
of  Arthritis,  Metabolism,  and  Digestive  Diseases, 
Bethesda,  Maryland 

The  work  results  of  cystic  fibrosis  by  institute  scientists 
are  presented.  Included  are  diagrams  of  the  glands  and 
other  organs  involved  in  the  disease  and  a sequence  of 
general  body  involvement.  X-ray  films  show  this 
progression  in  the  lungs,  and  a series  of  charts  and  graphs 
give  the  data  collected  during  the  course  of  the  study. 
In  addition,  diagnostic  criteria  are  presented  and  out- 
lines of  treatment  are  suggested  (Booth  232). 

The  “Crane”  Principle  as  Applied  to  Surgery  of  the 
Hand 

Arthur  Lehrman,  M.D. 

State  University  of  New  York  Upstate  Medical 
Center,  Syracuse 

A technique  applicable  to  hand  reconstruction  using 
the  “Crane”  principle  is  presented.  The  exhibit  consists 
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of  color  transparencies  illustrating  the  technique  supple- 
mented with  a diagram  and  brief  text  (Booth  233). 

Halcinonide:  A Potent  New  Agent  in  the  Treat- 

ment of  Psoriasis  and  Other  Steroid-Responsive 
Dermatoses 

Fillmore  K.  Bagatell,  M.D. 

Daniel  F.  Shanahan,  M.D. 

H.  Brian  Landes,  M.D. 

Good  Samaritan  Hospital,  Phoenix,  Arizona 

Halcinonide  cream  was  compared  with  betamethasone 
valerate  cream  in  double-blind,  paired,  comparison  fash- 
ion in  the  treatment  of  psoriasis  and  other  steroid-respon- 
sive dermatoses.  There  was  a statistically  significant 
superiority  of  halcinonide  in  the  treatment  of  psoriasis. 
No  differences  were  noted  in  the  treatment  of  atopic 
dermatitis  (including  pediatric  patients).  Halcinonide 
cream  was  also  statistically  superior  to  its  placebo 
cream,  both  in  psoriasis  and  in  atopic  dermatitis  (Booth 
234). 

Erythropoietic  Protoporphyria 

Maureen  B.  Poh-Fitzpatrick,  M.D. 

Leonard  C.  Harber,  M.D. 

Columbia  University  College  of  Physicians  and 
Surgeons,  New  York  City 

Signs  and  symptoms  of  erythropoietic  protoporphyria 
are  correlated  with  aspects  of  protoporphyrin  photo- 
chemistry thought  responsible  for  cutaneous  photosen- 
sitivity in  this  disease.  Screening  tests  are  outlined. 
A simple  quantitative  test  for  erythrocyte  porphyrins  is 
made  available  to  physicians  through  the  National  Pro- 
gram for  Dermatology.  Effective  beta-carotene  therapy 
is  discussed  (Booth  235). 


Urologic  Abdominal  Masses  in  Infants  and  Chil- 
dren 

Thomas  E.  Kasper,  M.D. 

Hrant  S.  Semerjian,  M.D. 

Harry  C.  Miller,  M.D. 

George  Washington  University  Medical  Center, 
Washington,  D.C. 

About  700  abdominal  masses  in  infants  and  children, 
treated  at  the  Children’s  Hospital  National  Medical 
Center  in  Washington,  D.C.  over  an  extended  period  of 
twelve  years,  from  1961  to  1973,  are  reviewed.  The  pre- 
ponderance of  masses  of  urologic  cause  is  noted,  which 
roughly  accounts  for  50  per  cent  of  the  palpable  masses 
if  the  ones  associated  and  recognized  with  medical  and 
hematologic  conditions  are  excluded.  A breakdown  into 
solid  malignant  tumors  of  the  abdomen  is  made,  includ- 
ing Wilms’  tumor,  neuroblastoma,  cystic  disease,  and 
hydronephrosis  (Booth  236). 

Comprehensive  Management  of  Epilepsy 

Samuel  Livingston,  M.D. 

Lydia  L.  Pauli,  M.D. 

Irving  M.  Pruce,  B.S. 

The  Samuel  Livingston  Epilepsy  Diagnostic  and 
Treatment  Center,  Baltimore,  Maryland 

The  data  presented  in  this  exhibit  are  based  on  direct 
clinical  observations  and  electroencephalogram  examina- 
tions of  25,000  epileptic  patients  over  the  past  thirty- 
eight  years.  Recent  advancements  in  the  diagnosis, 
treatment,  and  management  of  epilepsy  are  displayed, 
with  special  emphasis  on  the  dosage,  initiation,  selection, 
and  side  reactions  of  antiepileptic  drug  therapy  (Booth 
237). 
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Scientific  Motion  Pictures 

Sunday,  March  9,  through 
Wednesday,  March  12 
Motion  Picture  Theatre,  Albert  Hall 

Chairman 

JAMES  J.  QUINLIVAN,  M.D.,  Albany 

Sunday 
March  9,  1975 
Morning 

9:00  Medical  Genetics — Part  I 

Department  of  Medicine,  Johns  Hopkins 
School  of  Medicine,  Baltimore,  Maryland 
9:41  Medical  Genetics — Part  II 

Department  of  Medicine,  Johns  Hopkins 
School  of  Medicine,  Baltimore,  Maryland 
10:20  Medical  Genetics — Part  III 

Department  of  Medicine,  Johns  Hopkins 
School  of  Medicine,  Baltimore,  Maryland 
11:30  Prostaglandins:  Tomorrow’s  Physiology 

The  Upjohn  Company,  7000  Portage  Road, 
Kalamazoo,  Michigan 

11:32  Modern  Obstetrics:  Preeclampsia-Eclamp- 

sia 

Wexler  Film  Productions,  801  North  Seward 
Street,  Los  Angeles,  California 

Afternoon 

12:07  Posterior  Vaginal  Culpotomy 

Wexler  Film  Productions,  801  North  Seward 
Street,  Los  Angeles,  California 
12:23  The  Open  Cuff  in  Vaginal  Hysterectomy 

Wexler  Film  Productions,  801  North  Seward 
Street,  Los  Angeles,  California 
12:40  Bulbocavernosus  Fat-Pad  Transplant 

Wexler  Film  Productions,  801  North  Seward 
Street,  Los  Angeles,  California 
12:55  Hypertension 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

1:28  Edema  and  Ascites 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

2:00  The  Effect  of  Anticholinergic  Drugs  on  Gas- 
tric Motility  and  Pyloric  Function 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

2:23  Cardiac  Arrhythmias  During  Anesthesia 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

2:56  Alcoholism:  Disease  in  Disguise 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

3:30  Vasectomy  Patient  Counseling 

Eaton  Laboratories,  Norwich,  New  York 
3:47  Testicular  Torsion 

Eaton  Laboratories,  Norwich,  New  York 
4:09  Repair  of  Recurrent  Urethrovaginal  Fistula 
by  Bladder  Flap  Advancement  Technique 
Eaton  Laboratories,  Norwich,  New  York 
4:30  Surgery  for  Multiple  Stones  in  the  Kidney, 
Pelvis  and  Calyces 

Eaton  Laboratories,  Norwich,  New  York 


Monday 
March  10,  1975 

Morning 

9:00  The  Function  of  the  Normal  Larynx 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles, 
California 

9:28  Physiology  of  the  Larynx  Under  Daily  Stress 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles, 

California 

9:58  The  Function  of  the  Pathologic  Larynx 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles, 

California 

10:29  Contact  Ulcer  of  the  Larynx 

Institute  of  Laryngology  and  Voice  Disorders, 
c/o  Hans  Von  Leden,  M.D.,  University  of 
California  Medical  Center,  Los  Angeles, 

California 

10:47  The  Modern  Management  of  Tuberculosis 

American  Lung  Association,  1740  Broadway, 
New  York,  New  York 
11:49  What  Did  You  Take? 

New  York  State  Department  of  Health,  84 
Holland  Avenue,  Albany,  New  York  12237 

Afternoon 

12:32  Chronic  Recurring  Headache 

Arnold  P.  Friedman,  M.D.,  Sandoz,  Inc., 
East  Hanover,  New  Jersey  07936 
1:09  Endoscopic  Techniques  in  Gynecology  and 
Infertility 

Wyeth  Laboratories,  P.O.  Box  8299,  Philadel- 
phia, Pennsylvania 
1:43  Anaerobic  Infections 

Upjohn  Company,  7000  Portage  Road,  Kala- 
mazoo, Michigan 
2:10  Absorption 

Eaton  Laboratories,  Norwich,  New  York 

2 : 37  Repair  of  Old  Complete  Perineal  Lacerations 
Eaton  Laboratories,  Norwich,  New  York 
2:58  Autotransplantation  of  the  Kidney  for 
Renal  Vascular  Hypertension 

Eaton  Laboratories,  Norwich,  New  York 
3:23  Urinary  Diversion:  The  Isolated  Sigmoid 

Conduit 

Eaton  Laboratories,  Norwich,  New  York 
3:46  Cadaver  Donor  Nephrectomy  with  Prepara- 
tion of  Kidney  for  Preservation 

Eaton  Laboratories,  Norwich,  New  York 
4:09  Trigonal  Ileal  Anastomosis 

Eaton  Laboratories,  Norwich,  New  York 
4:30  Vasectomy  Procedures 

Eaton  Laboratories,  Norwich,  New  York 

Tuesday 
March  11,  1975 

Morning 

9:00  Palmar  Hand  Part  I — Orientation 

Teaching  Films,  Inc.,  Houston,  Texas 
9:21  Palmar  Hand  Part  II — Intrinsic  Muscles 
Teaching  Films,  Inc.,  Houston,  Texas 
9:43  Anesthesiology  in  Tonsillectomy  and  Ade- 
noidectomy 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 
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10:13  Recognizing  Strabismus 

Ay  erst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 
10:44  Recognizing  Glaucoma 

Ay  erst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

11:07  Cardiopulmonary  Resuscitation — Recent 
Developments  in  Emergency  Care 

Ay  erst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

11:34  Cardiopulmonary  Resuscitation — Emer- 
gency Techniques  and  Training 

Ay  erst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

Afternoon 

12:10  Recognition  and  Management  of  Skin 
Lesions 

Ay  erst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

12:41  Physiology  and  the  Emotions  in  the  Ma- 
ture Woman 

Ay  erst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 
1:19  Estrogen  Deficiency 

Ay  erst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

1:40  Principles  of  Beta-Adrenergic  Blockade 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

2:12  Beta-Adrenergic  Blockade 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

2:41  Resuscitation  in  the  Operating  Room 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York 

3:04  Combined  Pelvic  Lymphadenectomy  and 
Radical  Retropubic  Prostatectomy 
Eaton  Laboratories,  Norwich,  New  York 
3 : 25  Surgical  Treatment  of  Urinary  Incontinence 
in  the  Male  Using  the  Silicone  Gel 
Prosthesis  Technique 

Eaton  Laboratories,  Norwich,  New  York 
3:46  To  Die  Today — Part  I — Part  II 

Film  Makers-Film  Library,  743  Alexander 
Road,  Princeton,  New  Jersey 

Wednesday 
March  12,  1975 

Morning 

9:00  Muscles  of  Mastication  and  the  Infratem- 
poral Fossa 

Teaching  Films,  Inc.,  Houston,  Texas 


9:22  Inguinal  Region 

Teaching  Films,  Inc.,  Houston,  Texas 
9:45  Male  Perineum 

Teaching  Films,  Inc.,  Houston,  Texas 
10:10  Female  Pelvic  Viscera 

Teaching  Films,  Inc.,  Houston,  Texas 
10:35  Iron:  A Total  Clinical  Learning  Experience 

Lakeside  Laboratories,  Inc.,  Milwaukee,  Wis- 
consin 

11:12  The  Measurement  of  Depression 

Lakeside  Laboratories,  Inc.,  Milwaukee,  Wis- 
consin 

11:41  Depression 

Lakeside  Laboratories,  Inc.,  Milwaukee,  Wis- 
consin 

Afternoon 

12:18  The  Pharmacology  of  Disordered  Sleep:  A 

Laboratory  Approach 

Lakeside  Laboratories,  Inc.,  Milwaukee,  Wis- 
consin 

12:41  Transpubic  Repair  of  Membranous  Ure- 
thral Strictures 

Eaton  Laboratories,  Norwich,  New  York 

1:02  The  Beginning  of  Life 

Rokura  Hiashi,  M.D.,  Nishi-Ike-Bwkuro, 
Tokyo,  Japan 

1:39  Congestive  Cardiac  Failure 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

2 : 08  Basic  Mechanisms  in  Neurophysiology 

The  Consulate  of  the  Netherlands,  Holland 

2:54  Chronic  Bronchitis  and  Pulmonary  Em- 
physema— Part  I 

United  States  Department  of  Health,  Educa- 
tion, and  Welfare  with  New  York  University 
Medical  Center,  New  York,  New  York 

3:30  Chronic  Bronchitis  and  Pulmonary  Em- 
physema— Part  II 

United  States  Department  of  Health,  Educa- 
tion, and  Welfare  with  New  York  University 
Medical  Center,  New  York,  New  York 

4:02  Aldosterone:  Story  of  a Hormone 

Searle  Company,  P.O.  Box  5110,  Chicago, 
Illinois 

4:43  Assessment  of  Lingual  Sensation  and  Per- 
ception 

Byron  Motion  Pictures,  65K  Street,  N.E., 
Washington,  D.C. 
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^^ANNUAL  CONVENTION 

Technical  Exhibits 

Albert  Hall 

T he  Technical  Exhibits  will  again  be  located  in 
Albert  Hall  of  the  Americana  Hotel  and  will  open 
officially  on  Sunday,  March  9,  1975,  at  9:00  A.M. 
Exhibits  will  be  open  from  9:00  A.M.  to  5:00  P.M., 
Sunday,  March  9,  to  Wednesday,  March  13,  1975. 

Exhibitors  look  forward  to  the  pleasure  of  meeting 
and  serving  members  and  guests  of  the  Medical  Society 
of  the  State  of  New  York. 

The  Alkalol  Company  Booth  A 

Taunton,  Massachusetts 

Alkalol,  Alkalol  Nasal  Cup,  Irrigol 

American  Massage,  Inc.  Booth  50 

Lighthouse  Point,  Florida 

American  automatic  thermal  massage  portable  and 
furniture  appliances 

Ames  Company,  Booth  9 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana 

Multistix  Reagent  Strips;  Microstix  Reagent  Strips; 
Eyetone  Reflectance  Colorimeter;  Ames  Blood 
Analyzer 

Armour  Pharmaceutical  Company  Booth  52 

Phoenix,  Arizona 

Thyrolar  and  Nicolud 

Astra  Pharmaceutical  Products,  Inc.  Booth  19 

Worcester,  Massachusetts 

Xylocaine  local  and  topical  anesthetics 

Ayerst  Laboratories  Booths  43,  44,  and  45 

New  York  City 

Premarin,  Atromid,  Inderal 

Biometric  Systems  Booth  26 

Commack,  New  York 

Vitalograph  Spirometer  and  the  FJC-7110  Portable 
ELG  Machine 

E.  & W.  Blanksteen  Booth  74 

New  York  City 

Insurance  Administrators 

Boehringer  Ingelheim  Ltd.  Booth  42 

Elmsford,  New  York 

Catapres,  Alupent,  Persantine,  Dulcolax 


Bristol  Laboratories  Booth  30 

Syracuse,  New  York 

Cefadyl,  Kantrex  Injection,  Tegopen,  Tetrex,  Pro- 
staphlin,  Salutensin,  Naldecon,  and  Polycillin 

Brookes  Research  Booth  33 

Hanover,  New  Jersey 

Physician  interviewing 

Burroughs  Wellcome  Company  Booth  54 

Research  Triangle  Park,  North  Carolina 

Septra,  Empirin  Compound  with  Codeine 

Chemical  Bank  Booth  8 

New  York  City 

Banking  pamphlets 

Coin  Guild  of  America,  Inc.  Booth  48 

Baldwin,  New  York 
Rare  coins 

Datamedic  Corporation  Booth  21 

Manhasset,  New  York 

Computerized  billing  system  using  customized 
terminal  installed  in  doctor’s  office. 

The  Devereux  Foundation  Booth  14 

Devon,  Pennsylvania 

Nonprofit,  residential  treatment  center  for  emo- 
tionally disturbed  and  mentally  retarded  children. 
The  program  is  determined  by  the  child’s  specific 
needs  but  invariably  includes  special  educational 
techniques,  psychiatry,  psychology,  medicine,  neu- 
rology, speech  pathology,  and  other  related  areas. 

Dow  Diagnostics  Booth  B 

Indianapolis,  Indiana 

Dow  Enzyme  Spectrophotometer  and  a complete 
line  for  in-office  blood  chemistries 

The  Emko  Company  Booth  36 

St.  Louis,  Missouri 

Emko  Vaginal  Foam  Contraceptive,  Emko  Pre-Fil, 
Because  Contraceptor,  Sunril  Premenstrual  Cap- 
sules, My  Own  Feminine  Towelettes,  Emko  Diene- 
strol  Foam 

Encyclopaedia  Britannica,  Inc.  Booth  32 

Chicago,  Illinois 

1975  edition  of  Encyclopaedia  Britannica  3,  the 
Britannica  Junior,  and  other  related  products 

First  Coinvestors,  Inc.  Booth  64 

Albertson,  New  York 
Coins 

C.  B.  Fleet  Company,  Inc.  Booth  25 

Lynchburg,  Virginia 

Fleet  Enema,  Fleet  Children’s  Enema,  Fleet  Mineral 
Oil  Enema,  Phospho-Soda,  Fleet  Biscolax,  Fleet 
Theophylline  Rectal  Unit 
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Group  Health  Incorporated  Booth  20 

New  York  City 

Descriptive  literature 

Hoechst  Pharmaceuticals,  Inc.  Booth  37 

Somerville,  New  Jersey 

Lasix,  Sursak,  Doxidan 

Homemakers  Upjohn  Booth  34 

Kalamazoo,  Michigan 

Homemakers  Upjohn  is  a nationwide  home  and 
health  care  service  organization  and  provides  para- 
medical personnel  for  private  duty  care  and  staff 
relief.  All  employees  are  screened,  bonded,  and 
insured. 

Hyland,  Div.  Travenol  Laboratories,  Inc.  Booth  3 

Costa  Mesa,  California 

Clotek  machine,  Ur-Sure,  and  other  chemical 
control  products. 

Ives  Laboratories,  Inc.  Booth  53 

New  York  City 

Isordil,  Cyclospasmol 

Kenwood  Laboratories,  Inc.  Booth  49 

New  Rochelle,  New  York 

Cebral  Capsules,  Papavatral  Capsules  and  Tablets, 
I.L.X.  Elixir,  and  Tablets  with  B12. 

Keter,  Inc.  Booth  23 

New  York  City 

Encyclopaedia  Judaica,  Keter  Press 

Lakeside  Laboratories,  Inc.  Booth  5 

Milwaukee,  Wisconsin 

Triclos,  Norpramin,  Cantil,  Casafru,  Genapax, 
Ipsatol,  Ipsatol/DM,*  Pil-Digis,  Quinora,  Funda- 
Vite,  Funda-Vite  F,  Funda-Vite  (F)A,  Quanti  Vite  F 

Lederle  Laboratories  Booth  31 

Pearl  River,  New  York 

Hinocin,  Aristocort,  and  Zorane  oral  contraceptives 

Life  Support  & Equipment  Corporation  Booth  7 

Woburn,  Massachusetts 

Eli  Lilly  & Company  Booth  16 

Indianapolis,  Indiana 
Keflex  and  Kefzol 

Medical  Opinion  Research  Associates  Booth  61 

New  York  City 

Merrill  Lynch,  Pierce, 

Fenner  & Smith,  Inc.  Booth  12 

New  York  City 

Met  Path,  Inc.  Booth  24 

Hackensack,  New  Jersey 

Clinical  Laboratory  Testing  Services 


New  York  State  Drug  Abuse 

Control  Commission  Booth  29 

Albany,  New  York 

A pictorial  display  of  the  program  of  the  Drug 
Abuse  Control  Commission  with  literature  to  be 
distributed  to  the  attendees. 

Gaines  Service  Leasing  Corp.  Booth  47 

Brooklyn,  New  York 

Medical  and  office  equipment 

Organon,  Inc.  Booth  41 

West  Orange,  New  Jersey 

Durabolin,  Deca-Durabolin,  Hexadrol,  Wigraine 

Ortho  Pharmaceuticals  Booth  4 

Raritan,  New  Jersey 

A complete  line  of  medically  accepted  products  for 
the  control  of  conception  and  the  treatment  of 
vaginitis. 

Parke,  Davis  & Company  Booth  22 

Detroit,  Michigan 

Selected  pharmaceutical  products 

Perception  Research  Services  Booths  72  and  73 

Englewood  Cliffs,  New  Jersey 
Physician  interviewing 

Portraits  by  Parle  Booth  46 

New  York  City 

Professional  Research,  Inc.  Booth  40 

Los  Angeles,  California 

Patient  counseling  films  and  continuing  education 
tapes  for  physicians 

A.  H.  Robins  Company  Booth  27 

Richmond,  Virginia 

Ethical  Pharmaceuticals 

Roche  Laboratories  Booths  17  and  18 

Nutley,  New  Jersey 

William  H.  Rorer,  Inc.  Booth  15 

Fort  Washington,  Pennsylvania 

Sandoz  Pharmaceuticals  Booth  28 

East  Hanover,  New  Jersey 

Mellaril,  Hydergine  and  Sanorex 

W.  B.  Saunders  Company  Booth  1 

Philadelphia,  Pennsylvania 
Medical  Books 

Searle  Laboratories  Booth  11 

Chicago,  Illinois 

Cu-7,  Ovulen,  Demulen,  Enovid,  Aldactazide, 
Aldactone,  Flagyl,  Lomotil,  Pro-Banthine,  Meta- 
mucil. 
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Charles  J.  Sellers  & Company  Booth  58 

Buffalo,  New  York 

Endorsed  administrators  for  the  Medical  Society 
of  the  State  of  New  York  insurance  programs 

E.  R.  Squibb  & Sons,  Inc.  Booth  13 

Princeton,  New  Jersey 
Velosef  and  Halog 

Standard  Brands  Inc.  Booths  76  and  77 

New  York  City 

Fleischmann’s  Margarines,  Fleischmann’s  Egg 
Beaters 

Ultrasound  Laboratories  Booth  10 

New  York  City 

Material  and  reprints  on  laboratories’  services. 

United  Medical  Service,  Inc.  Booth  57 

New  York  City 

Brochures,  pamphlets,  and  leaflets  concerning  Paid- 
in-full  benefits,  service  contracts,  and  pertinent 
current  Medicare  information.  Public  service  and 
health  booklets  if  available. 

Bacti-Lab.  Booth  35 

Mountain  View,  California 

Diagnostic  Culture  Systems 


U.S.  Air  Force  Medical  Services  Booth  75 

Information  on  career  opportunities  for  physicians 
in  the  Air  Force  and  on  Air  Force-sponsored  Medical 
Education  Programs  is  provided  by  this  exhibit. 

United  States  Navy  Booth  55 

Opportunities  for  physicians  in  the  United  States 
Navy.  Pamphlets,  brochures,  and  posters. 

The  Upjohn  Company  Booth  79 

Kalamazoo,  Michigan 

Ethical  pharmaceuticals 

USV  Pharmaceutical  Corporation  Booth  6 

Tuckahoe,  New  York 

Hygroton  and  Arlidin 

H.  F.  Wanvig,  Inc.  Booth  78 

New  York  City 

Thermo-Mold  Medical  Products,  Inc.  Booth  63 

New  York  City 

Orthopedic  materials  and  devices 

Respiratory  Science  Industries  Ltd.  Booth  39 

Brooklyn,  New  York 
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Woman's  Auxiliary 


39th  Annual  Convention 
Americana  of  New  York 

Sunday,  March  9,  through 
Wednesday,  March  12,  1975 


Mrs.  Torrence  P.  B.  Payne,  President;  Mrs.  Jesse  J. 
Kaye,  President-Elect;  the  officers;  Convention  Chairman, 
Mrs.  James  Caddy;  and  Convention  Co-chairman,  Mrs. 
Clement  Boccalini  extend  to  all  doctors'  wives  an  invitation 
to  register  and  attend  all  the  general  sessions  and  social 
functions  of  the  thirty-ninth  Annual  Convention. 

Sunday,  March  9 

11:00  a.m.  Board  of  Directors  Meeting, 

Provence  46 

1:30-4:30  p.m.  Registration  and  Information, 

Imperial  Ballroom  Foyer 

7:00-8:00  p.m.  Reception  in  honor  of  Past 

State  Presidents, 

Royal  Box 


Monday,  March  10 

8:00  a.m.-4:00  p.m. 


8:30  a.m.-12  noon 


1:00-4:30  p.m. 


Registration  and  Information, 
Imperial  Ballroom  Foyer 

House  of  Delegates, 

Imperial  Ballroom  B 
Keynote  Speaker:  Mrs.  How- 
ard Liljestrand,  President  of 
the  Woman’s  Auxiliary  to  the 
American  Medical  Associa- 
tion 

House  of  Delegates, 

Imperial  Ballroom  B 
Reports  of  County  Presi- 
dents 

Voting  for  Nomination  Com- 
mittee and  for  Delegates 
to  the  National  Convention, 
June  15-18,  Atlantic  City, 
New  Jersey. 


Monday  Evening,  March  10 

7:30  p.m.  Theatre  Party  Benefit  for 

AMA-ERF  and  Scholarship 
Fund. 


Tuesday,  March  11 

8:00-11:30  a.m.  Registration  and  Information 

Imperial  Ballroom  Foyer 


8:00  a.m.  Breakfast  Meeting 

Chairman  of  Councilors,  Mrs. 

Vincent  A.  Lacovara;  Counci- 
lors, Presidents  and  Presidents- 
Elect  with  National  President, 
Mrs.  Howard  Liljestrand 
8:45  a.m.-12:30  p.m.  House  of  Delegates 

Imperial  Ballroom  B 
Installation  of  Officers 
Forecast  1975-76  State  Chair- 
men’s Reports 

1:00  p.m.  Luncheon  honoring  Mrs.  Tor- 

rence P.  B.  Payne,  President  of 
the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of 
New  York 
Imperial  Ballroom  A 
Entertainment:  The  Trio  Bel- 
canto,  Athens’  foremost  in- 
strumentalists 


Wednesday,  March  12 

9:00  a.m.  Board  of  Directors  Meeting 

Presidential  Suite 

7:00  p.m.  Reception  and  Dinner  Dance 

honoring  Lynn  R.  Callin, 
M.D.,  President  of  the  Medi- 
cal Society  of  the  State  of 
New  York 

Versailles  and  Royal  Ball- 
rooms 


Officers 

President 

President-Elect 
First  Vice-President 

Second  Vice-President 
Recording  Secretary 

Corresponding  Secretary 

Treasurer 

Assistant  Treasurer 

Convention  Committee 
Chairman 
Co-Chairman 

Upstate  Coordinator 


Mrs.  Torrence  P.  B.  Payne, 
Orange 

Mrs.  Jesse  J.  Kaye,  Albany 

Mrs.  Lawrence  J.  Radice, 
Erie 

Mrs.  James  Caddy,  Nassau 

Mrs.  Richard  Spitzer,  War- 
ren-Washington 

Mrs.  Joseph  Polifrone, 
The  Bronx 

Mrs.  Raymond  Donovan, 
Richmond 

Mrs.  M.  Theodore  Tanen- 
haus,  Kings 

Mrs.  James  Caddy,  Nassau 

Mrs.  Clement  Boccalini, 
Nassau 

Mrs.  Jack  D.  O’Neil,  Steuben 


< 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of 
Delegates 

March  9 through  13,  1975 
Americana  Hotel 


Schedule  of  Sessions  201 

Order  of  Business 202 

Members  of  House 206 

Reference  Committees 209 

Resume  of  Instructions  from  1974 

House  of  Actions  Thereon 212 

Annual  Reports  to  House 234 


Sunday,  March  9 

Opening  Session 

2:00  p.m. 

Monday,  March  10 

Reference  Committee  Hearings 

Reference  Committee  Hearings  

9:00  a.m. 

2:00  p.m. 

Schedule 

Tuesday,  March  11 

Reference  Committee  Hearings 

Second  Session 

9:00  a.m. 

2:00  p.m. 

of 

Wednesday,  March  12 

Third  Session 

Fourth  Session  

9:00  a.m. 

2:00  p.m. 

Sessions 

Thursday,  March  13 

Closing  Session 
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According  to  the  Bylaws,  Article  III,  Section  3,  the  fol- 
lowing shall  be  the  order  of  business  at  the  Sessions  of 
the  House  of  Delegates 


1. 

Calling  the  meeting  to  order 

2. 

Invocation 

Order  of 

3. 

National  Anthem 

4. 

Report  of  Reference  Committee  on  Creden- 
tials 

Business 

5. 

Report  by  the  secretary  as  to  the  presence  or 
absence  of  a quorum 

6. 

Remarks  by  the  speaker 

7. 

Reading  the  minutes  of  the  previous  meeting 
by  title 

8. 

Address  by  the  president 

9. 

Report  of  House  Committee  on  Bylaws 

10. 

Report  of  the  Judicial  Council 

11. 

Report  of  Council  commissions  and  com- 
mittees 

12. 

Report  of  the  secretary 

13. 

Report  of  the  treasurer 

14. 

Report  of  the  Board  of  Trustees 

15. 

Report  of  the  executive  vice-president 

16. 

Reports  of  district  branches 

17. 

Reports  of  special  committees 

18. 

Reports  of  reference  committees 

19. 

Elections 

20. 

Recess  for  annual  meeting  of  the  State  Soci- 
ety 

21. 

Unfinished  business 

22. 

New  business 

23. 

Adjournment 

A1 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1974-1975 


M onroe 

President 


Nassau 

President-  Elect 


Arthur  H.  Diedrick 


Westchester 

Vice-President 


New  York 

Secretary 


Nassau 

Assistant  Secretary 


Albert  M.  Schwartz 

New  York 

Treasurer 


Warren  A.  Lapp 


Kings 

Assistant  Treasurer 


George  T.  C.  Way 


Dutchess 

Speaker 


Samuel  Wagreich 

The  Bronx 

Vice-Speaker 
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Board  of 
Trustees 
1974-1975 


Walter  T.  Heldmann 

Richmond 

Chairman 


Joseph  J.  Kaufman 
Wayne 


Reid  R.  Heffner 
Westchester 


James  M.  Blake 
Schenectady 


Milton  Helpern 
New  York 


Walter  Scott  Walls 
Erie 


John  Edward  Lowry 
Queens 


Councilors 

1974-1975 


Richard  1).  Eberle 
Onondaga 


Keith  O.  Guthrie,  Jr. 
New  York 


Ralph  M.  Schwartz 
Kings 
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J 


John  H.  Carter 
Albany 


George  L.  Collins,  Jr. 
Erie 


Charles  D.  Sherman,  Jr. 
Monroe 


Paul  M.  DeLuca 
Broome 


Abraham  W.  Freireich 
Nassau 


G.  Rehmi  Denton 
Albany 


Albert  H.  Douglas 
Queens 


Milton  Gordon 
Suffolk 


Allison  B.  Landolt 
Westchester 
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1975  HOUSE  OF  DELEGATES 


MEMBERS 


The  following  pages  contain  a list  of  members  of  the  1975  House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York 


Officers  1974-1975 

President — Lynn  R.  Callin,  Monroe 
President-Elect — Ralph  S.  Emerson,  Nassau 
Vice-President — Arthur  H.  Diedrick,  Westchester 
Secretary — Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  Nassau 
Treasurer — Albert  M.  Schwartz,  New  York 
Assistant  Treasurer — Warren  A.  Lapp,  Kings 
Speaker — George  T.  C.  Way,  Dutchess 
Vice-Speaker — Samuel  Wagreich,  Bronx 

Councilors 

Term  Expires  1975 
Richard  D.  Eberle,  Onondaga 
Keith  O.  Guthrie,  Jr.,  New  York 
Ralph  M.  Schwartz,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 
Term  Expires  1976 
John  H.  Carter,  Albany 
George  L.  Collins,  Jr.,  Erie 
Paul  M.  DeLuca,  Broome 
Abraham  W.  Freireich,  Nassau 
Term  Expires  1977 
G.  Rehmi  Denton,  Albany 
Albert  H.  Douglas,  Queens 
Milton  Gordon,  Suffolk 
Allison  B.  Landolt,  Westchester 

Trustees 

Walter  T.  Heldmann,  Richmond,  Chairman 

Joseph  J.  Kaufman,  Wayne 

Reid  R.  Heffner,  Westchester 

James  M.  Blake,  Schenectady 

Milton  Helpern,  New  York 

Walter  Scott  Walls,  Erie 

John  Edward  Lowry,  Queens 

Past  Presidents 

1950-1951 — Carlton  E.  Wertz,  Erie 
1955-1956 — Renato  J.  Azzari,  Bronx 
1957-1958 — Thurman  B.  Givan,  Kings 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 
1966—1967 — James  M.  Blake,  Schenectady 

1968  1969  Edward  C.  Hughes,  Onondaga 

1969  1970 — Walter  T.  Heldmann,  Richmond 

1970  1971 — Walter  Scott  Walls,  Erie 

1971  1972 — George  Hirnler,  New  York 

1972  1973 — Edward  Siegel,  Clinton 

1973  1974 — Thomas  F.  McCarthy,  Bronx 


Commissioner,  New  York  State  Department  of 
Health 

( to  be  announced ) 

District  Delegates 

(Elected  Delegates  of  District  Branches) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — Phillip  I.  Levitan,  Suffolk 
Third — Thomas  W.  Greenlees,  Schoharie 
Fourth — Richard  A.  Hughes,  Warren 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Jason  K.  Moyer,  Broome 
Seventh — Vincent  I.  Bonafede,  Livingston 
Eighth — David  R.  Harrington,  Genesee 
Ninth — Burton  Allyn,  Rockland 

Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy — W7illiam  E.  Hermance,  Westchester 
Anesthesiology — Victor  J.  Tofany,  Monroe 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Data  Processing  in  Medicine — Elemer  R.  Gabrieli,  Erie 
Dermatology  and  Syphilology — Norman  B.  Kanof,  New 
York 

Family  and  General  Practice — James  R.  Nunn,  Erie 
Gastroenterology  and  Colon  and  Rectal  Surgery — Mar- 
tin Lipkin,  New  York 

Internal  Medicine — John  R.  Williams,  Jr.,  Monroe 
Medical-Legal  and  Workmen’s  Compensation  Matters — 
Robert  Katz,  New  York 
Neurology — David  O.  Marsh,  Monroe 
Neurosurgery — Russel  H.  Patterson,  Jr.,  New  York 
Obstetrics  and  Gynecology — Donald  W.  Hall,  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology — Francis  J.  Gilroy,  Broome 
Orthopedic  Surgery— Frederick  Lee  Liebolt,  New  York 
Otolaryngology — William  F.  Robbett.,  New  York 
Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Herbert  Lansky,  Erie 
Pediatrics — Moe  Goldstein,  Queens 
Physical  Medicine  and  Rehabilitation — Asa  P.  Ruskin, 
New  York 

Plastic  and  Reconstructive  Surgery — Howard  B.  Rasi, 
Kings 

Preventive  Medicine  and  Public  Health — Donald  C. 
Walker,  Albany 

Psychiatry — Matthew  Brody,  Kings 
Radiology — Samuel  H.  Madell,  New  York 
School  Health — Arthur  Howard,  Fulton 
Space  Medicine — Seymour  Fiske,  New  York 
Surgery — Irving  Cramer,  Oneida 
Urology — Perrin  B.  Snyder,  New  York 
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Delegates  from  Component  County  Medical 
Societies 

Albany  (4) 

Edward  Attarian,  Albany 
James  A.  Moore,  Albany 
John  J.  Phelan,  Jr.,  Albany 
Robert  H.  Randles,  Albany 
Allegany  (1) 

Irwin  Felsen,  Wellsville 
Bronx  (12) 

John  P.  Albanese,  The  Bronx 
Marcelle  T.  Bernard,  The  Bronx 
Alan  L.  Goldberg,  The  Bronx 
Isaiah  Gross,  The  Bronx 
Leonard  L.  Heimoff,  The  Bronx 
Frank  LaGattuta,  The  Bronx 
John  LoCascio,  The  Bronx 
Francis  J.  Loperfido,  The  Bronx 
Milton  M.  Lowy,  The  Bronx 
Joseph  C.  Polifrone,  The  Bronx 
Alvin  D.  Yasuna,  The  Bronx 
Saul  Zucker,  The  Bronx 
Broome  (3) 

John  A.  Kalb,  Endicott 
Theodore  W.  Nowicki,  Jr.,  Endicott 
John  F.  Spring,  Endicott 
Cattaraugus  (1) 

William  C.  MacFarland,  Olean 
Cayuga  (1) 

Frank  T.  Moran,  Auburn 
Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Harriett  E.  Northrup,  Jamestown 
Chemung  (2) 

Robert  E.  Good.  Elmira 
Henry  B.  Marshall,  Elmira 
Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

David  B.  McDowell,  Plattsburgh 
Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

William  J.  McAuliffe,  Cortland 
Delaware  (1) 

Thomas  E.  Lavell.  Jr.,  Walton 
Dutchess  (3) 

Richard  D.  H.  Flaherty,  Poughkeepsie 
Henry  Sherman  Hirst,  Hyde  Park 
Martin  G.  Koloski.  Poughkeepsie 
Erie  (9) 

Guy  S.  Alfano,  Buffalo 
Ralph  J.  Argen,  Tonawanda 
Carmelo  S.  Armenia.  Kenmore 
Frank  J.  Bolgan,  Buffalo 
Thomas  S.  Bumbalo.  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Anthony  J.  Federico,  Buffalo 
Stephen  J.  Paolini,  Buffalo 
Charles  E.  Wiles,  Cheektowaga 
Essex  (1) 

George  G.  Hart,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 


Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Hans  W.  Leeds,  Catskill 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (2) 

Warren  W.  Daub,  Watertown 
Thomas  P.  Hamilton,  Jr.,  Watertown 
Kings (23) 

Lawrence  Ames,  Brooklyn 
Joseph  C.  Amico,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Philip  Cohen,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Franklin  S.  Glickman,  Brooklyn 
Robert  E.  Gordon,  Brooklyn 
David  Kershner,  Brooklyn 
Irving  G.  Kroop,  Brooklyn 
Adrian  C.  Lamos,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Louis  Peleman,  Brooklyn 
James  L.  Schiuma,  Brooklyn 
Arthur  A.  Shachner,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
M.  Theodore  Tanenhaus,  Brooklyn 
Lewis  (1) 

Louis  A.  Avallone,  Lowville 
Livingston  (1) 

John  W.  Stoll,  Dansville 
Madison  (1) 

Theodore  J.  Prowda,  Sherrill 

Monroe  (7) 

Thomas  E.  Cardillo,  Pittsford 
William  B.  Forsyth.  Rochester 
Gerald  L.  Glaser,  Rochester 
Robert  C.  McVeigh,  Rochester 
John  H.  Morton,  Rochester 
Donald  S.  Raines,  Rochester 
Robert  C.  Webster,  Webster 
Montgomery  (1) 

Roger  L.  Miller,  Amsterdam 
Nassau  (12) 

Arnold  M.  Behrer,  Jr.,  Garden  Citj' 
Clement  J.  Boccalini,  Floral  Park 
Sears  E.  Edwards,  Garden  City 
John  P.  Glaubitz,  Bethpage 
Morton  Goldfarb,  Massapequa  Park 
Waldemar  F.  Hermann,  Mineola 
Robert  P.  Jessup,  Syosset 
Lawrence  S.  Kryle,  Roslyn  Heights 
Harold  W.  Mavberger,  Glen  Cove 
Jack  W.  McElw-ain,  Bethpage 
Lawrence  Ravich,  Bethpage 
Edward  C.  Sinnott,  Old  Westbury 
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New  York  (25) 

Ivan  L.  Bennett,  Jr.,  New  York  City 
Seyton  G.  Bentham,  New  York  City 
Edgar  P.  Berry,  New  York  City 
George  D.  Cannon,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
Hugh  C.  Davidson,  Jr.,  New  York  City 
Clayton  R.  DeHaan,  New  York  City 
Gerald  D.  Dorman,  New  York  City 
Lawrence  Essenson,  New  York  City 
John  A.  Finkbeiner,  New  York  City 
Edgar  P.  Fleischmann,  New  York  City 
Albert  S.  Lyons,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
James  R.  Nealon,  New  York  City 
Richard  B.  Nolan,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
Bernard  J.  Pisani,  New  York  City 
Oma  H.  Price,  New  York  City 
William  B.  Rawls,  New  York  City 
Francis  Z.  Reinus,  New  York  City 
George  M.  Saypol,  New  York  City 
Ann  M.  Shearman,  New  York  City 
Mary  H.  Spalding,  Freeport 
Clifford  L.  Spingarn,  New  York  City 
Roger  W.  Steinhardt,  New  York  City 
Meyer  Texon,  New  York  City 

Niagara  (2) 

John  T.  Donovan,  Jr.,  Lockport 
William  C.  Stein,  Jr.,  Lockport 
Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  H.  Cross,  New  Hartford 
Robert  B.  Wallace,  Utica 
Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Bruce  E.  Chamberlain,  Syracuse 
Carl  E.  Marlow,  North  Syracuse 
Roderick  A.  McLean,  Syracuse 
Robert  E.  Westlake,  Syracuse 
Ontario  (2) 

Bruce  R.  Mills,  Gorham 
Robert  M.  Price,  Clifton  Springs 
Orange  (3) 

Harold  Sobel,  Middletown 
Orin  A.  Wahl,  Newburgh 
Leonard  S.  Weiss,  Middletown 
Orleans  (1) 

Edward  A.  Barrett,  Albion 
Oswego  (1) 

Leonard  Goldfarb,  Fulton 
Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 
Putnam  (1) 

Garrett  W.  Vink,  Carmel 
Queens  (16) 

Alfred  A.  Angrist,  Beechhurst 
Sol  Axelrad,  Woodhaven 
Lester  J.  Candela,  Great  Neck 
Franz  L.  Ebstein,  Forest  Hills 
John  L.  Finnegan,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Edith  Gutmann,  Flushing 


William  M.  Hewlett,  St.  Albans 
Philip  K.  Kaufman,  Long  Island  City 
Joseph  Elements,  Forest  Hills 
Morton  M.  Kurtz,  Flushing 
George  J.  Lawrence,  Jr.,  Bayside 
Norton  M.  Luger,  Fresh  Meadows 
Karl  Neumann,  Forest  Hills 
Ralph  E.  Schlossman,  South  Ozone  Park 
Lester  R.  Tuchman,  New  York  City 
Rensselaer  (2) 

Thomas  D.  Pemrick,  Troy 
William  A.  Whyland,  Troy 
Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
Robert  J.  O’Connor,  Staten  Island 
William  A.  Schwarz,  Staten  Island 
Rockland  (4) 

Ralph  J.  Greenberg,  Spring  Valley 
Herbert  L.  Sperling,  Bardonia 
Boris  A.  Vanadzin,  Pomona 
Lionel  Zemek,  New  City 
St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 
Saratoga  (1) 

John  A.  Esposito,  Saratoga  Springs 
Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Stephen  J.  Grey,  Schenectady 
Schoharie  (1) 

Francis  S.  Reilly,  Cobleskill 
Schuyler  (1) 

Joseph  Y.  Roberts,  Watkins  Glen 
Seneca  (1) 

Paul  C.  Jenks,  Waterloo 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Wayne  C.  Templer,  Corning 
Suffolk  (10) 

Anthony  F.  Fragola,  West  Islip 
Daniel  Friedman,  Bay  Shore 
Thomas  M.  Gellert,  Huntington 
John  G.  Hansen,  Greenport 
James  A.  Holleran,  East  Setauket 
Joseph  F.  Palmieri,  Huntington 
Milton  Rosenberg,  Patchogue 
Herman  P.  Saltz,  Northport 
Charles  W.  Shlimbaum,  Bay  Shore 
Leonard  Weitzman,  Commack 
Sullivan  (1) 

John  M.  Stirna,  Jr.,  Narrowsburg 
Tioga  (1) 

John  R.  Scott,  Apalachin 
Tompkins  (2) 

George  G.  McCauley,  Ithaca 
Dale  B.  Pritchard,  Ithaca 
Ulster  (2) 

John  A.  Cooke,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 
Warren  (1) 

Walter  F.  Harrison,  Jr.,  Glens  Falls 
Washington  (1) 

John  E.  Glennon,  Granville 
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Wayne  ( 1) 

-James  M.  Flanagan,  Newark 
Westchester  (8) 

Charles  A.  Bertrand,  White  Plains 
Allan  H.  Bruckheim,  Yonkers 
William  P.  Clark,  Tuckahoe 
Katharine  L.  Friedmann,  Ardsley 
Robert  A.  Mayers,  Port  Chester 
William  J.  McCann,  New  Rochelle 
Thomas  Dignan  Rizzo,  Bronxville 
Charles  Weller,  Larchmont 
Wyoming  ( 1) 

Richard  T.  Williams,  Warsaw 
Yates  (1) 

Kenneth  -J.  Berkes,  Penn  Yan 
Medical  School  Delegates 

Albany  Medical  College — Anthony  Philip  Tartaglia,  Al- 
bany 

Albert  Einstein  College  of  Medicine — Ephraim  Fried- 
man, The  Bronx 


Columbia  University  College  of  Physicians  and  Sur- 
geons— Edward  C.  Curnen,  -Jr.,  New  York 
Cornell  University  Medical  College — Jack  Richard,  New 
York 

Mount  Sinai  School  of  Medicine — Sherman  Kupfer, 
New  York 

University  of  Rochester  School  of  Medicine  and  Den- 
tistry— Ernest  W.  Saward,  Monroe 
New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals — Saverio  S.  Bentivegna,  New  York 
New  York  University  School  of  Medicine — Abraham 
Sunshine,  New  York 

State  University  of  New  York  at  Buffalo  School  of  Med- 
icine— William  J.  Staubitz,  Erie 
State  University  of  New  York  Downstate  Medical  Cen- 
ter— Julius  E.  Stolfi,  Kings 

State  University  of  New  York  Upstate  Medical  Center 
in  Syracuse — Walter  F.  Leavell,  Onondaga 
State  University  of  New  York  at  Stony  Brook — Tamar- 
ath  K.  Yolles,  Suffolk 

Student  Delegate — 


Reference  Committees 
1975  House  of  Delegates 


Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 

John  P.  Albanese,  The  Bronx 

Arthur  Howard,  Fulton 

Jack  W.  Me  Elwain,  Nassau 

Orin  A.  Wahl,  Orange 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
Council  Activities 
New  York  Delegation  to  AM  A 

George  M.  Saypol,  New  York,  Chairman 
Frederic  W.  Holcomb,  Jr.,  Ulster 
Harold  W.  Mayberger,  Nassau 
Donald  S.  Raines,  Monroe 
John  F.  Spring,  Broome 


Scientific  Activities,  Publications  and  Miscellane 
ous 

Journal 

What  Goes  On 

Archives 

Prize  Essays 

Convention 

Physician’s  Placement 

District  Branches 

Publications 

Library 

Public  and  Professional  Relations 
Research  and  Planning 
Membership 

Ad  Hoc  to  Study  Sections  and  Sessions 
Student  Affairs 

Francis  -J.  Loperfido,  The  Bronx,  Chairman 

Francis  -J.  Gilroy,  Broome 

Alfred  A.  Hartmann,  Franklin 

James  A.  Holleran,  Suffolk 

Victor  J.  Tofany,  Monroe 
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Public  Health  and  Education 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 

Chronic  Pulmonary  Diseases 

Continuing  ( Postgraduate ) Education 

Data  Processing  in  Medicine 

Disaster  Medical  Care 

Drug  Abuse 

Emergency  Medicine 

Environmental  Quality 

Family  Physicians 

Forensic  Medicine 

Health  Manpower 

Nursing  and  Allied  Health  Professions 
Maternal  and  Child  Welfare 
Medical  Aspects  of  Sports 
Mental  Health 
Metabolic  Diseases 
Physical  Medicine  and  Rehabilitation 
Preventive  Medicine 
Quackery 

Rural  Medical  Service 
School  Health 
Venereal  Disease 

Liaison  with  Deans  of  Medical  Schools 

A Public  Health 

Boris  A.  Vanadzin,  Rockland,  Chairman 
William  C.  MacFarland,  Cattaraugus 
Richard  A.  Hughes,  Warren 
Milton  Rosenberg,  Suffolk 
Richard  Nauen,  New  York 

B— Education 

Katharine  L.  Friedmann,  Westchester,  Chair- 
man 

Thomas  E.  Cardillo,  Monroe 
Bruce  E.  Chamberlain,  Onondaga 
John  E.  Hansen,  Suffolk 
Martin  Markowitz,  Kings 


Medical  Services 

Socioeconomics 
Medical  Care  Insurance 

Workmen’s  Compensation  and  Occupational  Health 
Interspecialty 

Hospital  and  Professional  Relations 
John  J.  Phelan,  Jr.,  Albany,  Chairman 
John  P.  Glaubitz,  Nassau 
Martin  G.  Koloski,  Dutchess 
Leonard  S.  Weiss,  Orange 
Robert  E.  Westlake,  Onondaga 

Governmental  Affairs  and  Legal  Matters 

Federal  Legislation 
State  Legislation 

Professional  Standards  Review  Organizations  (PSRO) 

Peer  Review 

Ethics 

Foundations 

New  York  State  Association  of  the  Professions 
Guy  S.  Alfano,  Erie,  Chairman 
John  A.  Finkbeiner,  New  York 
Gerald  L.  Glaser,  Monroe 
Thomas  P.  Hamilton,  Jr.,  Jefferson 
Walter  F.  Harrison,  Jr.,  Warren 

Insurance  and  Membership  Benefits 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
General  Insurance 
Membership  Benefits 

Henry  B.  Marshall,  Chemung,  Chairman 
David  B.  McDowell,  Clinton 
Harriett  E.  Northrup,  Chautauqua 
Francis  S.  Reilly,  Schoharie 
Ralph  E.  Schlossman,  Queens 

Tellers 

Isaiah  Gross,  The  Bronx,  Chairman 
Vernal  G.  Cave,  Kings 
John  A.  Kalb,  Broome 
Edward  A.  Barrett,  Orleans 
John  W.  Stoll,  Livingston 


Sergeant  At  Arms 

Oma  H.  Price,  New  York,  Chairman 
Armand  J.  D’Errico,  Fulton 
Bernard  J.  Hartnett,  Cayuga 
Henry  S.  Hirst,  Dutchess 
Wayne  C.  Templer,  Steuben 
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Nominating  Committee 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  accordance  with  Article  XI,  Section  2 of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the  Nomi- 
nating Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on  Thursday,  De- 
cember 12,  1974,  at  4:00  p.m. 


Members  of  the  committee  present  were: 

Member- At-Large — John  A.  Finkbeiner,  M.D.,  New  York,  Chairman 
First  District — Franz  L.  Ebstein,  M.D.,  Forest  Hills 
Second  District — Harold  W.  Mayberger,  M.D.,  Glen  Cove 
Third  District — Frederic  W.  Holcomb,  Jr.,  M.D.,  Kingston 
Fifth  District — Bernard  J.  Hartnett,  M.D.,  Auburn 
Sixth  District — Henry  B.  Marshall,  M.D.,  Elmira 
Seventh  District — Gerald  L.  Glaser,  M.D.,  Rochester 
Eighth  District — Herbert  A.  Laughlin,  M.D.,  Westfield 
Ninth  District — William  P.  Clark,  M.D.,  Tuckahoe 
Member- At-Large — Ralph  M.  Schwartz,  M.D.,  Brooklyn 
Excused:  Daniel  F.  O'Keeffe,  M.D.,  Fourth  District.  President  Lynn  R.  Callin,  M.D.,  designated  Carl  Goldmark, 

Jr..  M.D.,  Secretary,  to  act  in  Dr.  O’Keeffe’s  absence. 


Upon  motion  duly  made  and  seconded,  the  committee  voted  to  use  closed  ballots  when  there  were  multiple  nomi- 
nations for  a single  office.  The  committee  also  agreed  that  when  a candidate  received  a majority  of  the  legal  votes 
cast  for  a single  office,  he  would  be  selected  nominee  for  that  office. 

After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  county  medical  societies, 
and  scientific  sections  in  response  to  a memorandum  of  September  10,  1974,  and  nominations  from  the  floor,  your 
committee  respectfully  nominates  the  following  candidates  for  election  on  March  13,  1975: 

President  Ralph  S.  Emerson,  M.D.,  Nassau 
President  Elect — George  L.  Collins,  Jr.,  M.D.,  Erie 
Vice-President  Bernard  J.  Pisani,  M.D.,  New  York 
Secretary — Carl  Goldmark,  Jr.,  M.D.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  M.D.,  Nassau 

Treasurer — Albert  M.  Schwartz,  M.D.,  New  York 
Assistant  Treasurer — Warren  A.  Lapp,  M.D.,  Kings 

Speaker — George  T.  C.  Way,  M.D.,  Dutchess 
Vice-Speaker  Joseph  F.  Shanaphy,  M.D.,  Richmond 
Trustee  (one  for  five  years  — Thomas  F.  McCarthy,  M.D.,  Bronx 
Councilor-*  < four  for  three  year*  — Richard  D.  Eberle,  M.D.,  Onondaga 

Keith  O.  Guthrie,  Jr.,  M.D..  New  York 
Ralph  M.  Schwartz,  M.D.,  Kings 
Charles  I).  Sherman,  Jr.,  M.D.,  Monroe 


Delegates  to  the  American  Medical  Association  for  tw'o  years  commencing  January  1,  1976: 


John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
G.  Rehmi  Denton,  M.D.,  Albany 
Ralph  S.  Emerson,  M.D.,  Nassau 
John  A.  Finkbeiner,  M.D.,  New  York 
Milton  Gordon,  M.D.,  Suffolk 
Keith  O.  Guthrie,  Jr.,  M.D.,  New  York 
George  Himler,  M.D.,  New  York 


Martin  Kurtz,  M.D.,  Nassau 
Allison  B.  Landolt,  M.D.,  Westchester 
Warren  A.  Lapp,  M.D.,  Kings 
Martin  Markowitz,  M.D.,  Kings 
Bernard  J.  Pisani,  M.D.,  New  York 
Jay  S.  Reibel,  M.D.,  New  York 
Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 
Wayne  C.  Templer,  M.D.,  Steuben 
Robert  E.  Westlake,  M.D.,  Onondaga 


The  nine  nominees  receiving  the  largest  number  of  votes  will  be  delegates;  the  second  nine  will  be  alternates. 


Respectfully  submitted, 

John  A.  Finkbeiner,  M.D.,  Chairman 
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Instructions  from  1974  House 


Resume  of  instructions  of  the  1974  House  of 
Delegates  and  actions  thereon  by  the  Council, 
Board  of  Trustees,  and  Officers  as  reported  by 
November  15,  1974.  * 

Acute  Medical  Care  Service  Units  (page  1235). 
The  House  of  Delegates  referred  resolution  74-94,  Im- 
provement of  Acute  Medical  Care  Services  in  the  Com- 
munity, to  the  Council.  At  its  meeting  in  March  1974, 
the  Council  took  no  action  on  the  resolution  because  the 
chairman  of  the  Committee  on  State  Legislation  re- 
ported that  there  was  a bill  in  the  Legislature  (the  Lom- 
bardi-Hardt  bill)  concerning  emergency  health  services. 
The  Committee  on  State  Legislation  reported  in  Sep- 
tember the  enactment  of  Chapter  1053  which  creates  a 
State  Emergency  Medical  Services  Council  to  establish 
minimum  standards  for  emergency  medical  services  and 
which  coordinates  delivery  of  such  services  under  re- 
gional councils. 

Air  Pollution  (pages  1204  and  1220).  The  House 
adopted  a portion  of  the  report  of  the  Reference  Com- 
mittee on  Public  Health  and  Education  which  “accept- 
ed” the  reports  of  several  committees  and  acknowledged 
the  work  of  the  members  of  those  committees.  Among 
them  was  the  report  of  the  Committee  on  Chronic  Pul- 
monary Diseases,  which  contained  the  following  para- 
graph: 

Air  Pollution.  This  continues  to  be  a concern  of 
this  committee.  It  is  still  the  suggestion  of  the  com- 
mittee that  the  Medical  Society  of  the  State  of  New 
York  through  its  county  societies  urge  metropolitan 
areas  of  the  State  to  develop  more  sophisticated 
methods  of  morning  and  evening  commuter  traffic 
flow  to  reduce  the  hazard  of  automotive  pollution. 
Enforcement  of  parking  regulations  during  such  peri- 
ods would  make  multiple  lane  traffic  flow  possible 
and  enhance  the  effectiveness  of  public  transporta- 
tion as  well.  The  State  Legislation  Committee  last 
year  reviewed  a similar  suggestion  and  informed  this 
Committee  that  this  suggestion  should  be  sent  to  the 
Department  of  Environmental  Conservation.  It  does 
appear  that  such  a move  is  the  prerogative  of  this 
committee. 

This  action  was  reported  to  the  director  of  the  Divi- 
sion of  Scientific  Activities. 

Ambulance  Units  and  Emergency  Medical  Facili- 
ties: Liaison  (page  1231).  The  House  adopted  resolu- 
tion 74-39,  Medical  Liaison  and  Advice  by  the  Ambu- 
lance Units  and  Emergency  Medical  Service  Facilities, 
the  “resolved”  paragraphs  of  which  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  closest  possible  liaison  be- 
tween physicians  serving  in  emergency  facilities  and 
members  of  emergency  ambulance  units  serving  those 
facilities  and  be  it  further 

* Pages  referred  to  are  from  the  Minutes  of  the  1974 
Annual  Meeting  of  the  House  of  Delegates,  as  pub- 
lished in  the  New  York  State  Journal  of  Medicine  for 
June  1974,  Vol.  74,  No.  7,  pages  1115  to  1315. 


Resolved,  That  MSSNY  urge  physicians  to  offer 
their  services  where  appropriate  and  where  the  need 
exists,  so  that  no  ambulance  unit  in  the  State  of  New 
York  be  without  an  active  medical  advisor  or  liaison 
with  the  medical  staff  of  the  emergency  facilities  it 
serves. 

This  was  referred  to  the  director  of  the  Division  of 
Public  and  Professional  Affairs.  Copies  were  sent  also 
to  the  editor  of  News  of  New  York,  the  chairman  of  the 
Commission  on  Public  Health  and  Education,  the  chair- 
man of  the  Committee  on  Emergency  Health  Services, 
and  the  director  of  the  Division  of  Scientific  Activities. 

The  resolved  portions  of  resolution  74-39  were  pub- 
lished in  full  on  page  2 of  the  May  1974  issue  of  News  of 
New  York. 

American  Medical  Association  Membership:  No- 
tification to  Other  State  Medical  Associations  (page 
1296).  The  House  adopted  resolution  74-111,  Prompt 
and  Complete  Dissemination  of  Action  of  the  House  of 
Delegates,  providing  that  this  Society  notify  the  other 
forty-nine  states  and  territories  that  it  has  voted  over- 
whelmingly in  favor  of  unified  membership  with  the 
American  Medical  Association  and  that  it  urge  the  other 
forty-nine  states  and  territories  to  take  similar  action. 

Telegrams  responding  to  our  notifications  of  this  ac- 
tion were  received  from  the  California  Medical  Associa- 
tion, the  Illinois  State  Medical  Society,  and  the  Hawaii 
Medical  Association  and  were  read  to  the  House  of  Del- 
egates on  Wednesday,  February  27, 1974. 

Antipollution  Measures:  Relaxation  (page  1229). 
The  House  approved  resolution  74-18,  Threat  of  Relax- 
ation of  Antipollution  Measures,  which  instructs  the 
Committee  on  Environmental  Quality  to  work  with  the 
New  York  State  Department  of  Environmental  Conser- 
vation and  Other  State  agencies  in  carefully  evaluating 
the  effects  on  health  as  well  as  the  energy  utilization  ef- 
fects of  any  relaxation  of  antipollution  measures. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Environmental  Quality. 

The  annual  report  of  the  Committee  on  Environmen- 
tal Quality  states: 

The  committee  recognized  the  crisis  thinking  pro- 
duced by  the  oil  shortage,  questioned  the  validity  of 
the  shortage,  and  recommended  against  a panic  aban- 
donment of  advances  already  achieved  in  the  fight 
against  pollution. 

Assignment  of  Benefits  (page  1264).  The  House 
amended  and  adopted  resolution  74-81,  Mandatory  As- 
signment of  Benefits.  The  “resolved”  portions  of  the 
amended  resolution  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  urge  and  encourage  the  Superin- 
tendent of  Insurance  in  this  State  to  mandate  that 
such  third  party  payers  permit  their  insureds  to  as- 
sign benefits  to  their  physicians,  and  be  it  further 
Resolved,  That  MSSNY  urge  and  encourage  third 
party  payers  to  continue  or  resume  assignment  of 
benefits  to  treating  physicians. 

Copies  of  the  resolution  were  sent  to  the  Superinten- 
dent of  Insurance,  the  chairman  of  the  Committee  on 
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Medical  Care  Insurance,  the  chairman  of  the  Committee 
on  Socioeconomics,  the  chairman  of  the  Committee  on 
Workmen’s  Compensation,  and  the  director  of  the  Divi- 
sion of  Medical  Services. 

Blue  Shield  Benefits  Manual  (page  1285).  The 
House  amended  and  approved  resolution  74-7,  Blue 
Shield  Benefits  Manual,  and  referred  it  to  the  Medical 
Care  Insurance  Committee  for  investigation  as  to  its 
feasibility.  The  resolution  would  provide  that  this  Soci- 
ety request  the  Blue  Shield  plans  to  issue  to  all  physi- 
cians a manual  similar  to  that  issued  to  participating 
hospitals  in  order  to  simplify  the  understanding  of  the 
benefits  allowed  under  the  various  Blue  Cross  contracts. 

The  chairman  of  the  Medical  Care  Insurance  Com- 
mittee was  informed  of  this  action. 

At  the  September  Council  meeting,  the  Committee  on 
Medical  Care  Insurance  reported  its  discussion  of  the 
increasing  complexity  of  this  problem  and  of  the  Soci- 
ety’s plans  to  renew  its  efforts  to  obtain  passage  of  a bill 
widening  covered  hospital  out-patient  services  to  in- 
clude those  in  physicians’  offices.  The  Committee  also 
reported  its  opinion  that  action  on  this  resolution 
should  be  deferred  “pending  a survey  by  the  Medical 
Society  of  the  State  of  New  York  to  determine  the  ex- 
tent of  the  problem  and  suggestions  by  third  party 
payers  for  a solution.” 

Chiropractic  (pages  1232  and  1233).  The  House  ap- 
proved resolution  74-49,  Chiropractic,  opposing  review 
by  chiropractors  of  the  validity  of  claims  for  governmen- 
tal or  private  programs  and  also  opposing  the  extension 
of  staff  privileges  to  chiropractors  or  any  other  cultists 
at  any  voluntary,  proprietary,  or  governmental  hospital 
in  the  State  of  New  York.  The  resolution  also  requires 
that  copies  be  distributed  to  all  physicians  in  the  State 
of  New  York. 

This  was  referred  to  the  director  of  the  Division  of 
Public  and  Professional  Affairs.  Copies  were  sent  also 
to  the  editor  of  the  News  of  New  York,  the  chairman  of 
the  Commission  on  Public  Health  and  Education,  the 
chairman  of  the  Committee  on  Quackery,  the  director  of 
the  Division  of  Scientific  Activities,  the  chairman  of  the 
Commission  on  Medical  Services,  the  chairman  of  the 
Committee  on  Hospital  and  Professional  Relations,  and 
the  director  of  the  Division  of  Medical  Services. 

The  resolved  portions  of  resolution  74-49  were  pub- 
lished in  full  on  page  2 of  the  May  1974  issue  of  News  of 
New  York. 

Chiropractors  (pages  1262  and  1263).  The  Refer- 
ence Committee  on  Governmental  Affairs  and  Legal 
Matters  reported  as  follows  on  resolution  74-13,  Chiro- 
practic, and  resolution  74-14,  The  Use  of  X-Rays  by 
Chiropractors: 

These  resolutions  were  considered  jointly  by  your 
reference  committee.  We  learned  from  testimony 
that  a detailed  position  paper  and  bill  are  in  prepara- 
tion by  the  State  Legislation  Committee.  It  was  also 
pointed  out  that  more  adequate  and  complete  educa- 
tion of  legislators  and  citizens  is  needed,  so  that  intro- 
duction of  such  legislation  would  not  prove  counter- 
productive. Your  reference  committee  recommends 
referral  of  these  resolutions  to  the  Council. 

The  House  of  Delegates  referred  both  of  these  resolu- 
tions to  the  Council. 

At  its  meeting  on  March  28,  the  Council  took  no  ac- 
tion on  them. 


Chiropractors’  Services  Under  Workmen’s  Com- 
pensation Law  and  Volunteer  Firemen’s  Benefit 

Law  (page  1263).  The  House  amended  and  adopted 
resolution  74-28,  Chiropractors.  The  amended  “re- 
solved” portion  of  the  resolution  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  all  feasible  means  to  lessen  the  ef- 
fect of  Chapter  940  of  the  Laws  of  1973,  which  amend- 
ed the  Workmen’s  Compensation  Law  and  the  Volun- 
teer Firemens’  Benefit  Law  in  relation  to  the  care  and 
treatment  of  injured  or  disabled  employees,  civil  de- 
fense volunteers  and  voluntary  firemen  by  duly  li- 
censed chiropractors,  and  commence  appropriate  ac- 
tion forthwith. 

This  was  referred  to  the  Committee  on  Workmen’s 
Compensation. 

At  its  September  meeting  the  Council  approved  a 
statement  by  the  Committee  on  Workmen’s  Compensa- 
tion and  Occupational  Health  endorsing  the  intent  of 
this  resolution  and  recommending  that  the  Society’s  ef- 
forts for  revocation  of  the  authorization  of  chiropractors 
to  treat  workmen’s  compensation  claimants  be  contin- 
ued and  augmented. 

Computerized  Medical  Records:  Confidentiality 

(page  1224).  The  House  adopted  a portion  of  the  re- 
port of  the  Reference  Committee  on  Public  Health  and 
Education  which  stated: 

The  reference  committee  heard  valuable  and  excel- 
lent testimony  from  a member  of  this  committee  re- 
garding the  necessity  of  safeguarding  the  confidential- 
ity of  computerized  medical  records.  The  reference 
committee  notes  with  regret  that  no  supplementary 
report  was  received  from  the  committee,  although  the 
reference  committee  was  made  aware  of  the  prodi- 
gious amount  of  work  regarding  this  most  critical 
question  facing  medicine  today. 

This  information  was  transmitted  to  the  chairman  of 
the  Committee  on  Data  Processing  in  Medicine. 

Continuing  Education  (page  1223).  The  House  of 
Delegates  adopted  a portion  of  the  report  of  the  Refer- 
ence Committee  on  Public  Health  and  Education  which 
urged  the  Council  to  support  the  endeavor  of  the  Com- 
mittee on  Continuing  (Postgraduate)  Education  to  for- 
mulate a program  using  a new  methodology  for  continu- 
ing education  in  the  State  of  New  York. 

At  its  March  meeting  the  Council  postponed  action  on 
this  recommendation,  pending  the  results  of  the  report 
of  the  Rand  Corporation.  The  chairman  of  the  Com- 
mittee was  so  informed. 

The  Rand  Report  was  presented  to  the  Council  at  its 
October  meeting. 

Continuing  Medical  Education  Programs:  Cer- 
tifying Agency  (page  1181).  The  House  adopted  a 
portion  of  the  report  of  the  Reference  Committee  on 
Scientific  Activities,  Publications,  and  Miscellaneous 
Matters  which  stated: 

Your  reference  committee  would  strongly  suggest  that 
the  Medical  Society  of  the  State  of  New  York  take  ac- 
tion to  become  the  certifying  agency  for  American 
Medical  Association’s  approved  programs  on  Con- 
tinuing Medical  Education. 

This  was  referred  to  the  chairman  of  the  Subcommit- 
tee on  Scientific  Program. 
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The  annual  report  of  the  Committee  on  Convention 
states,  “The  American  Academy  of  Family  Practice  will 
again  be  requested  to  arrange  credit  for  those  scientific 
programs  that  meet  their  current  criteria.” 

Continuing  (Postgraduate)  Education:  Staff 

(page  1178).  The  House  adopted  resolution  74-100, 
Staff  Allocation  to  Committee  on  Continuing  (Post- 
graduate) Education,  which  calls  for  assignment  to  the 
Committee  on  Continuing  (Postgraduate)  Education  of 
appropriate  and  sufficient  staff,  having  as  a primary  or 
sole  responsibility  the  provision  of  supportive  services  to 
the  Committee. 

At  the  Council  meeting  on  March  28  the  executive 
vice-president  introduced  the  directors  and  personnel  of 
the  divisions  under  the  new  table  of  organization  and 
stated  concerning  staff  for  continuing  education  that 
the  present  structure  should  suffice,  especially  in  view  of 
the  fact  that  the  Rand  Corporation  Report  still  had  not 
been  received. 

Death,  Definition  of  (page  1271).  The  House  of 
Delegates  referred  resolution  74-40,  Definition  of 
Death,  to  the  Council  for  prompt  evaluation  and  action. 
The  Council  amended  the  third  resolved  and  approved 
the  resolution  as  thus  amended.  The  resulting  “re- 
solved” portion  of  the  resolution  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  death  shall  be  determined  by  the 
clinical  judgment  of  the  physician  using  the  necessary 
available  and  currently  acceptable  criteria — the  diag- 
nosis of  death  to  be  made  by  the  physician  upon  the 
permanent  cessation  of  spontaneous  heart  beat  and 
respiration;  and  be  it  further 

Resolved , That  the  MSSNY  approve  the  concept 
that  a physician  may  use  brain  death  to  pronounce  a 
patient  legally  dead  when  extraordinary  measures, 
such  as  modern  drugs  and/or  mechanical  devices  are 
used  to  mask  the  pertinent  cessation  of  spontaneous 
breathing  and  heart  beat;  and  be  it  further 

Resolved,  That  the  diagnosis  of  brain  death  in 
those  who  have  been  placed  on  life  supporting  sys- 
tems must  be  based  on  accepted  criteria  such  as  the 
criteria  of  the  Ad  Hoc  Committee  of  the  Harvard 
Medical  School  as  follows: 

Criteria 

1)  unreceptivity  and  unresponsivity  to  external- 
ly applied  stimuli  and  inner  need; 

2)  no  spontaneous  muscular  movements  or  spon- 
taneous respiration; 

3)  no  elicitable  brain  reflexes; 

4)  flat  electroencephalogram; 

5)  the  above  to  be  repeated  in  24  hours; 

6)  the  existence  of  hypothermia  and  CNS  de- 
pressants be  excluded,  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 

New  York,  through  its  delegates  introduce  this  resolu- 
tion at  the  annual  meeting  of  the  American  Medical 
Association. 

This  was  referred  to  the  chairman  of  the  New  York 
Delegation  to  the  American  Medical  Association  House 
of  Delegates. 

I he  annual  report  of  the  Committee  on  Ethics  con- 
tains the  following  paragraph: 

Your  Committee  on  Ethics  introduced  a “Defini- 
tion of  Death,”  as  requested  by  the  Council,  which 


was  passed  by  them  at  their  meeting  on  March  28, 

1974  and  referred  to  the  Delegates  to  the  AMA  for 
their  submission  of  the  “Definition  of  Death”  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Disability  Insurance  (Page  1195).  The  House  of 
Delegates  adopted  a portion  of  the  report  of  the  Refer- 
ence Committee  on  Insurance  and  Membership  Benefits 
which  stated,  under  the  heading  “General  Insurance:” 

Your  reference  committee  has  received  the  report 
of  the  Research  and  Planning  Committee,  chaired  by 
Lynn  R.  Callin,  M.D.  Embodied  in  this  report  is  the 
information  that  a Statewide  program  for  disability 
and  other  types  of  general  insurance  was  recommend- 
ed to  and  approved  by  the  Council.  . . . 

Testimony  has  shown  that  there  is  a potential  for 
conflict  between  county,  district,  and  State  insurance 
plans.  Therefore  the  reference  committee  recom- 
mends that  the  Council,  through  the  Committee  on 
General  Insurance,  restudy  this  problem  so  that  a 
more  intense  critique  may  result  in  maximizing  the 
impact  of  our  27,000  members  in  the  determination  of 
premium  costs  and  improved  benefit  structure.  The 
reference  committee  urges  the  Council,  upon  comple- 
tion of  this  study,  to  implement  this  plan. 

This  was  referred  to  the  chairman  of  the  Commission 
on  Insurance  and  Membership  Benefits. 

The  annual  report  of  the  Committee  on  General  In- 
surance describes  the  progress  of  the  disability  insur- 
ance program  and  the  methods  followed  to  avoid  con- 
flict with  county  society  programs. 

Disaster  Situations  Due  to  Strikes  (page  1225). 

The  House  adopted  a portion  of  the  report  of  the  Refer- 
ence Committee  on  Public  Health  and  Education  which 
stated: 

The  committee  has  received  testimony  that  where 
medical  crises  may  occur  due  to  internal  problems  of 
certain  hospitals  manifested  by  a shortage  of  person- 
nel, it  may  be  necessary  that  disaster  contingency 
plans  ask  for  riot  control  other  than  what  is  available 
locally. 

This  information  was  transmitted  to  the  chairman  of 
the  Committee  on  Disaster  Medical  Care. 

The  annual  report  of  the  Committee  on  Disaster 
Medical  Care  states: 

The  establishment  of  a statewide  emergency  phone 
system  was  explained.  The  phone  number  518 — 
457-2200  connects  with  the  State  Police  in  Albany, 
who  then  properly  direct  the  caller. 

Drug  Abusers,  Standards  for  Physicians  Engaged 
in  Treatment  of  (page  1229).  Upon  recommendation 
of  the  Reference  Committee  on  Public  Health  and  Edu- 
cation, the  Council  referred  resolution  74-17,  Physicians 
and  Others  Specializing  in  the  Treatment  of  Drug 
Users,  via  the  Council  to  the  Committee  on  Drug  Abuse 
for  its  recommendations.  If  adopted  the  resolution 
would  provide  that  this  Society  ask  the  American  Medi- 
cal Association  to  appoint  a Committee  to  establish 
standards  of  training  and  practice  for  physicians  en- 
gaged in  the  treatment  of  drug  abusers  and  would  also  B 
stipulate  t hat  such  standards  should  not  be  construed  as  | (• 
the  establishment  of  a specialty  or  subspecialty. 

The  resolution  was  t ransmitted  to  the  chairman  of  the  j, 
Committee  on  Drug  Abuse. 
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At  the  September  Council  meeting,  the  Committee 
reported: 

It  would  be  impossible  at  the  present  time  to  set  up 
standards  for  the  treatment  of  drug  abuse,  per  se,  as 
required  by  resolution  74-17. 

The  Council  received  this  as  information. 

Drug  Advertising  in  News  Media:  Elimination 

(page  1231).  The  House  referred  resolution  74-29, 
Elimination  of  Drug  Advertising  in  the  News  Media, 
via  the  Council  to  the  Committee  on  Federal  Legisla- 
tion. If  adopted,  the  resolution  would  provide  that  this 
Society  urge  the  introduction  of  legislation  similar  to 
that  restricting  cigarette  advertising  on  radio  and  televi- 
sion as  well  as  in  all  other  media  and  would  also  provide 
that  this  Society  introduce  a similar  resolution  in  the 
AMA  House  of  Delegates  and  send  copies  to  the  New 
York  State  Congressional  delegation,  the  Secretary  of 
HEW,  and  other  governmental  agencies  interested  in 
drug  control. 

This  action  was  reported  and  a copy  of  the  resolution 
was  transmitted  to  the  chairman  of  the  Committee  on 
Federal  Legislation. 

The  annual  report  of  the  Committee  on  Federal  Leg- 
islation states: 

While  we  are  in  sympathy  with  the  intent  of  this 
resolution,  your  committee  believes  that  the  introduc- 
tion of  such  legislation  should  be  left  to  the  AMA. 
Dr.  Fineberg  has  agreed  to  communicate  our  desire 
for  such  legislation  to  the  AMA  through  MSSNY’s 
delegation  to  the  upcoming  clinical  session. 

Economic  Controls  in  the  Health  Field  (page 
1290).  The  House  amended  and  adopted  resolution 
74-56,  Opposition  to  Economic  Controls  in  the  Health 
Field,  which  urges  each  member  of  the  House  of  Dele- 
gates to  write  a letter  to  his  Congressman  and  Senator 
with  copies  to  Senator  Sparkman  and  Senator  Tower 
protesting  continued  economic  controls  on  physicians 
and  also  to  urge  his  friends  and  colleagues  to  write  such 
letters. 

This  was  referred  to  the  director  of  the  Division  of 
State  Governmental  Affairs. 

Election  of  Councilors,  Officers,  and  Delegates  to 
the  American  Medical  Association:  Methods  of 

(page  1178).  The  House  of  Delegates  adopted  a resolu- 
tion instructing  the  Speaker  to  appoint  an  ad  hoc  com- 
mittee to  study  possible  changes  in  the  methods  of  elec- 
tion “of  the  members  of  the  Council,  officers,  and  dele- 
gates to  the  AMA”  and  to  submit  a report  to  the  1975 
meeting  of  the  House  of  Delegates.  The  House  noted 
that  the  ad  hoc  committee  should  take  under  consider- 
ation the  changes  in  the  Bylaws  proposed  in  resolution 
74-1,  Election  of  Councilors. 

These  instructions  were  transmitted  to  the  chairman 
of  the  Ad  Hoc  Committee  of  the  House  to  Study  Meth- 
ods of  Election  of  Council  Members  and  AMA  Dele- 
gates. 

Emergency  Health  Services  Session  (pages  1205 
and  1220).  The  House  adopted  a portion  of  the  report 
of  the  Reference  Committee  on  Public  Health  and  Edu- 
cation which  “accepted”  the  reports  of  several  com- 
mittees and  acknowledged  the  work  of  the  members  of 
those  committees. 

Among  them  was  the  report  of  the  Committee  on 
Emergency  Health  Services,  which  contained  the  fol- 
lowing statements: 


A combined  meeting  of  the  Session  on  Emergency 
Health  Services  and  the  Section  on  Preventive  Medi- 
cine has  been  planned  for  the  next  annual  convention 
of  the  State  Society  in  February  1974.  This  meeting 
will  be  devoted  to  emergency  health  services. 

It  is  estimated  that  this  will  save  money  for  the  So- 
ciety, prevent  further  splintering  of  activities,  and, 
hopefully,  provide  a greater  attendance.  It  is  hoped 
that  this  meeting  will  be  recognized  as  the  first  Ses- 
sion on  Emergency  Health  Services  and  that  credit 
will  be  so  granted.  It  is  felt  that  emergency  medicine 
will  have  a greater  impact  on  medicine  in  the  future 
and  that  this  will  be  an  important  section  for  the 
State  Medical  Society. 

This  action  was  reported  to  the  director  of  the  Divi- 
sion of  Scientific  Activities. 

Emergency  Medicine  (page  1188).  The  House 
adopted  resolutions  74-21,  Emergency  Medicine  Ses- 
sion, which  provides  that  this  Society  consider  “the 
three  hours  of  scientific  presentation  on  Emergency 
Medicine  held  at  the  168th  Annual  Meeting  . . . the  first 
session  for  Emergency  Medicine”  in  order  to  comply 
with  Section  1,  Article  XII  of  the  Bylaws. 

This  was  referred  to  the  chairman  of  the  Subcommit- 
tee on  Scientific  Program. 

Ethics  (page  1259).  The  House  of  Delegates  adopt- 
ed a portion  of  the  report  of  the  Reference  Committee 
on  Governmental  Affairs  and  Legal  Matters  which  stat- 
ed: 

Under  the  dedicated  and  incisive  leadership  of  Jo- 
seph G.  Zimring,  M.D.,  the  Ethics  Committee  consid- 
ered several  problems.  Of  particular  interest  to  pub- 
lic and  physicians  alike  is  the  problem  of  the  “right  to 
die  with  dignity.” 

In  reference  to  a policy  adopted  by  the  Medical  So- 
ciety of  the  State  of  New  York  last  year,  your  refer- 
ence committee  takes  note  that  the  Judicial  Council 
of  the  American  Medical  Association  reaffirmed  their 
position  that  “if  the  physician’s  bill  is  not  paid,  it 
should  be  collected  in  the  regular  legal  manner  and 
not  by  withholding  signature  on  insurance  company 
forms.”  Further  your  reference  committee  suggests 
that  physicians  being  contacted  by  the  news  media 
seek  guidance  from  their  medical  society. 

The  chairman  of  the  Committee  on  Ethics  was  in- 
formed of  this  action. 

Family  Physician:  Definition  (pages  1228  and 

1229).  The  House  of  Delegates  adopted  resolution  74- 
lb,  Definition  of  Family  Physician,  the  “resolved”  para- 
graphs of  which  are  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  that  the  family  physician  be  defined 
as  a physician  who  practices  in  the  discipline  of  family 
medicine  whose  training  and  experience  qualify  him 
to  practice  in  several  fields  of  medicine  and  surgery, 
with  particular  emphasis  on  the  family  unit,  and  who: 

(a)  Serves  the  public  as  the  physician  of  first  con- 
tact and  means  of  entry  into  the  health  care  systems; 

(b)  Evaluates  his  patient’s  total  health  needs,  pro- 
viding personal  medical  care  within  one  or  more  fields 
of  medicine,  and  refers  the  patient  when  indicated  to 
appropriate  sources  of  care  while  preserving  the 
continuity  of  his  care; 
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(c)  Assumes  responsibility  for  his  patient’s  compre- 
hensive and  continuing  health  care  and  acts  as  coordi- 
nator of  his  patient’s  health  services,  and 

(d)  Accepts  responsibility  for  his  patient’s  total 
health  care,  including  the  use  of  consultants,  within 
the  context  of  their  environment,  including  the  com- 
munity and  the  family  or  comparable  social  unit,  and 

(e)  May  give  primary,  secondary  and  tertiary  care; 
and  be  it  further 

Resolved,  That  this  resolution  be  introduced  into 
the  1974  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

This  was  referred  to  the  chairman  of  the  New  York 
delegation  to  the  American  Medical  Association. 

Family  Practice:  Code  Letters  (page  1286).  The 
House  adopted  resolution  74-9,  Recognition  of  Family 
Practice  as  a Specialty  Under  Compensation  Law, 
which  instructs  the  Council  to  take  all  actions  necessary 
to  insure  the  granting  of  Family  Practice  code  letters  to 
qualified  family  physicians  on  a basis  equal  to  the  grant- 
ing of  code  letters  to  all  other  specialties.  This  was  pre- 
sented to  the  Council  at  its  meeting  on  March  28th. 
The  Council  voted  approval  of  recommendations  made 
by  General  Counsel  in  response  to  an  earlier  request  by 
the  Council.  The  recommendations  follow: 

It  is  therefore  our  conclusion  that  legal  action  to 
compel  the  chairman  of  the  Workmen’s  Compensa- 
tion Board  to  grant  the  Family  Practitioner  a special- 
ists rating  would  not  be  successful.  . . . 

It  is  our  suggestion  that  the  efforts  of  our  Director 
of  Medical  Services  to  persuade  the  chairman  to  grant 
such  specialist  rating  be  encouraged  and  continued 
and  that,  if  this  method  is  unsuccessful,  legislation  be 
introduced  on  behalf  of  the  Medical  Society  of  the 
State  of  New  York  to  compel  the  chairman  to  issue 
specialty  designations  to  all  physicians  having  the 
requisite  education  and  professional  experience  nec- 
essary to  qualify  for  designation  as  such  in  those 
specialties  recognized  by  the  American  Medical  Asso- 
ciation and  other  professional  groups. 

The  director  of  the  Division  of  Medical  Services  and 
the  chairman  of  the  State  Legislation  Committee  were 
informed  of  this  action. 

At  the  September  Council  meeting  the  Committee  on 
Workmen’s  Compensation  reported  that  repeated  re- 
quests to  the  chairman  of  the  Workmen’s  Compensation 
Board  to  establish  a FP  designation  have  been  turned 
down,  but  that  it  is  the  opinion  of  the  director  of  the  Di- 
vision of  Medical  Services  that  we  have  made  consider- 
able progress  and  that  it  is  only  a question  of  time  be- 
fore such  a designation  will  he  established. 

Gastroenterology  and  Proctology  Section  (page 
1 191).  The  House  of  Delegates  adopted  resolution  74- 
112,  Change  of  Name  of  Section  on  Gastroenterology 
and  Proctology,  and  also  referred  it  to  the  House  Com- 
mittee on  Bylaws.  The  resolution  calls  for  a change  in 
the  designation  of  the  Section  on  Gastroenterology  and 
Proctology  to  “Section  on  Gastroenterology  and  Colon 
and  Rectal  Surgery.”  This  was  reported  to  the  chair- 
man of  the  Subcommittee  on  Scientific  Program  and 
also  to  the  chairman  of  the  House  Committee  on  By- 
laws. Noting  that  this  resolution  requires  no  change  in 
the  bylaws,  the  House  Committee  on  Bylaws  recom- 


mended that  it  be  referred  to  the  appropriate  reference 
committee  for  action. 

The  annual  report  of  the  Convention  Committee 
states  that  this  name  change  has  been  made. 

Geriatric  Patients:  Medical  Facilities  (page 

1284).  The  House  amended  and  adopted  resolution 
74-5,  Lack  of  Medical  Facilities  for  Geriatric  Patients, 
calling  upon  the  Society  to  write  to  the  appropriate  au- 
thorities requesting  immediate  implementation  of  the 
necessary  machinery  to  make  existing  unused  state  and 
county  facilities  available  for  medical  care  of  geriatric 
patients  who  are  physically  impaired  or  emotionally  ill. 

Copies  of  this  resolution  were  sent  to  Governor  Wil- 
son, Commissioner  Miller  of  the  Department  of  Mental 
Hygiene,  and  Secretary  Weinberger  of  the  Department 
of  Health,  Education,  and  Welfare.  A reply  from  Dr. 
Faye  G.  Abdellah,  Assistant  Surgeon  General  and  Direc- 
tor of  the  Office  of  Nursing  Home  Affairs  of  the  Public 
Health  Service,  states: 

The  regional  Office  of  the  Department  of  Health, 
Education,  and  Welfare  has  been  working  with  the 
Departments  of  Health,  Social  Services,  and  Mental 
Hygiene  in  New  York  State  in  planning  improve- 
ments in  resources  for  care  of  the  elderly.  You  may 
want  to  express  your  interest  in  the  problem  to  Mrs. 
Bernice  Bernstein,  Regional  Director,  Region  II,  Fed- 
eral Building,  26  Federal  Plaza,  New  York,  N.Y. 
10007. 

Accordingly  a copy  of  the  resolution  was  sent  to  Mrs. 
Bernstein  with  a request  for  information  regarding  any 
progress  made  toward  improving  resources  for  care  of 
the  elderly  or  toward  making  existing  unused  state  and 
county  facilities  available  for  medical  care  of  geriatric 
patients.  Mrs.  Bernstein’s  reply  stated  in  part: 

Before  these  facilities  can  be  considered  for  approv: 
al  however  it  would  be  wise  to  clear  their  absolute 
need  by  the  planning  agency.  It  is  not  clear  whether 
the  New  York  State  Hospital  Review  and  Planning 
Council  has  made  the  determination  that  there  really 
is  this  ‘need.’  ...  I am  deeply  concerned  that  we  de- 
velop for  our  older  citizens  the  range  of  community 
services  needed  to  prevent  premature  or  inappro- 
priate placement  in  institutions,  and  I have  made  this 
a Regional  priority  for  Fiscal  Year  1975. 

Her  letter  was  referred  to  the  Director  of  the  Division 
of  Scientific  Activities. 

Handicapped:  Facilities  in  Convention  Hotels 

(page  1234).  The  House  amended  and  adopted  resolu- 
tion 74-61,  Medical  Society  of  the  State  of  New  York  to 
Demand  Facilities  for  the  Handicapped  in  its  Conven- 
tion Hotels,  The  amended  resolution  provides: 

That  the  Medical  Society  of  the  State  of  New  York 
give  priority  to  those  hotels  or  public  places  that  pro- 
vide special  access  to  public  rooms  for  wheelchairs,  in- 
cluding specially  arranged  rest  rooms,  telephones,  and 
other  facilities  to  aid  the  disabled  when  holding  their 
annual  conventions  and  that  the  hotels  under  consid- 
eration be  so  apprised  and  strongly  urged  to  comply. 
This  was  referred  to  the  executive  vice-president. 

Health  Care  Facilities:  Federal  Regulations 

(page  1287).  The  House  adopted  resolution  74-31,  Reg- 
ulations of  Patient  Care  to  Apply  to  all  Federal  Gov- 
ernment Health  Care  Facilities,  as  amended  by  the 
Reference  Committee  on  Medical  Services.  The  resolu- 
tion provides  that  this  Society  “urge  that  the  regula- 
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tions  governing  patient  care  and  the  agencies  authorized 
to  set  forth  and  enforce  such  regulations  should  apply 
with  equal  vigor  to  all  areas  of  health  care,  including  fa- 
cilities under  aegis  of  the  federal  government.”  The 
resolution  further  resolves  "that  the  benefits  of  the  indi- 
vidual with  respect  to  health  care  be  equal,  regardless  of 
their  political,  social,  or  economic  status.” 

This  was  referred  to  the  chairman  of  the  Committee 
on  Federal  Legislation. 

The  report  of  the  Committee  on  Federal  Legislation 
contains  the  following  statement: 

It  is  understood  that  PSHO  will  service  these  feder- 
ally run  health  care  and  hospital  facilities  and  that 
this  should  satisfy  the  intent  of  this  resolution.  Your 
committee  believes  that  MSSNY  should  contact  vet- 
erans’ groups  to  enlist  their  support  for  this  resolu- 
tion. We  also  feel  that  letters  to  the  Secretary  of 
HEW,  the  Public  Health  Service,  the  various  branch- 
es of  the  military,  as  well  as  New'  York’s  Congressional 
delegation  would  be  appropriate. 

Health  Care:  Improvement  (pages  1188  and  1189). 
The  House  referred  resolution  74-46,  Improvement  in 
Health  Care,  to  the  Council.  The  “resolved”  portion  of 
the  resolution  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  its  willingness  and  desire  to  work 
with  community  and  government  in  the  development 
and  implementation  of  public  programs  to  ameliorate 
the  current  health  care  crisis;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  pledge  to  render  cooperative  assistance  to 
the  community  in  planning  and  improved  housing, 
sanitation,  educational  programs  and  facilities,  police 
and  fire  protection,  which  must  also  be  included  in 
overall  public  efforts  to  improve  the  life  and  health  of 
the  inhabitants  of  our  State;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New'  York  direct  the  executive  officers  and  the  rele- 
vant committees  of  the  MSSNY  to  take  all  possible 
steps  toward  immediate  implementation  of  this  reso- 
lution; and  be  it  further 

Resolved,  That  the  MSSNY  direct  the  executive 
officers  and  the  relevant  committees  to  report  to  the 
House  of  Delegates  at  its  next  meeting  of  the  current 
activities  which  have  been  taken  to  implement  this 
resolution. 

At  its  March  meeting  the  Council  voted  disapproval 
as  report  back  to  the  House  of  Delegates  would  be  im- 
practical to  carry  out.  The  Council  also  voted  to  refer 
the  resolution  to  the  New'  York  City  Comprehensive 
Health  Agency.  A copy  of  the  resolution  was  according- 
ly sent  to  Dr.  Norma  Aronson,  Acting  Director  of  the 
Comprehensive  Health  Planning  Agency  of  the  City  of 
New  York.  Dr.  Aronson’s  reply,  dated  April  11,  1974, 
stated 

“We  will  be  delighted  to  cooperate  in  carrying  out 
the  intent  of  this  resolution,  and  we  shall  bring  it  to 
the  attention  of  our  Personal  Health  Services  Com- 
mittee and  to  our  Board  members  from  the  local  med- 
ical societies.” 

Health  Data  Centers:  Educational  and  Public 

Information  Programs  (pages  1230  and  1231).  The 
House  of  Delegates  adopted  resolution  74-26,  Initiation 
of  Effective  Public  Information  Effort  Explaining 
Value  of  Medical  Privacy.  The  “resolved”  paragraphs 
of  the  resolution  follow: 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  initiate  an  effective  public  information  ef- 
fort explaining  the  value  of  medical  privacy,  the 
emerging  threats  to  medical  privacy,  and  the  available 
ways  to  conserve  privileged  medical  information;  and 
be  it  further 

Resolved,  That  the  MSSNY  request  the  immediate 
creation  of  appropriate  educational  programs  under 
the  auspices  of  the  New  York  State  Department  of 
Education,  for  those  physicians,  nurses,  medical  rec- 
ord administrators,  other  health-related  professionals 
and  information  scientists  for  staffing  ethical  health 
data  centers. 

This  resolution  was  transmitted  to  The  Honorable 
Ewald  B.  Nyquist,  New  York  State  Commissioner  of 
Education,  with  an  offer  to  cooperate  with  the  State  Ed- 
ucation Department  in  order  to  carry  out  its  intent. 
Copies  were  also  sent  to  the  chairman  of  the  Commis- 
sion on  Public  Health  and  Education,  the  chairman  of 
the  Committee  on  Data  Processing  in  Medicine,  the 
chairman  of  a joint  task  group  on  ethical  health  data 
centers,  the  director  of  the  Division  of  Scientific  Activi- 
ties, the  director  of  the  Division  of  Public  and  Profes- 
sional Affairs,  and  the  editor  of  News  of  New  York. 

The  resolved  portions  of  resolution  74-26  were  pub- 
lished in  full  on  page  2 of  the  May  1974  issue  of  News  of 
New  York. 

Health  Data  Centers:  Standards  (pages  1229  and 
1230).  The  Reference  Committee  on  Public  Health  and 
Education  presented  a substitute  resolution  for  resolu- 
tion 74-23,  Ethical  Health  Data  Centers,  resolution  74- 
24,  Ethical  Standards  for  Processing  Medical  Data,  and 
resolution  74-25,  Supervision  of  Processing  Centers  for 
Medical  Data.  The  House  of  Delegates  amended  and 
adopted  the  substitute  resolution.  The  “resolved” 
paragraphs  of  the  resolution  as  adopted  follow: 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  support  the  creation  of  ethical  health  data 
centers  with  a formal  code  of  professional  conduct, 
explicit  and  appropriate  operational  standards,  data 
access  policies,  and  adequate  data  security  measures 
to  provide  medical  privacy;  and  be  it  further 

Resolved,  That  such  ethical  health  data  centers  be 
the  only  acceptable  way  for  handling  confidential  and 
potentially  sensitive  clinical  data;  and  be  it  further 
Resolved,  That  the  professional  staff  operating  an 
ethical  health  data  center  have  proven  competence  in 
information  processing  sciences  and  technology,  in- 
tegrity, and  moral  obligation  to  provide  medical  pri- 
vacy to  those  patients  who  have  agreed  to  store  and 
process  their  health-related  data;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  cooperation  with  other  appropriate  or- 
ganizations, create  an  agency  to  inspect,  accredit,  and 
regularly  visit  ethical  health  data  centers  located  in 
the  State  of  New  York:  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  those  computer-based  data 
handling  operations  in  the  State  of  New  York,  which 
process  potentially  sensitive  clinical  information  be 
regulated  as  to  data  collection,  access,  and  informa- 
tion release,  so  as  to  conform  with  the  ethical  stan- 
dards promulgated  by  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of  New 
York  and  the  Code  of  Ethics  of  the  American  Medical 
Association;  and  be  it  further 
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Resolved,  That  a copy  of  this  resolution  be  for- 
warded to  the  American  Medical  Association’s  House 
of  Delegates  in  order  to  establish  a similar  national 
policy. 

This  was  referred  to  the  chairman  of  the  New  York 
delegation  to  the  American  Medical  Association  and  to 
the  chairman  of  the  Committee  on  Data  Processing  in 
Medicine.  The  chairman  of  the  Commission  on  Public 
Health  and  Education  and  the  director  of  the  Division 
of  Scientific  Activities  were  informed  of  these  referrals. 

Home  Health  Care:  Standards  (pages  1268  and 

1269).  The  House  adopted  resolution  74-32,  Home 
Health  Care  and  PSRO’s,  which  calls  on  this  Society  to 
encourage  PSRO’s  “to  assume  the  responsibilities  in  the 
development  of  improving  the  coordination  and  integra- 
tion of,  and  monitoring  for  quality,  utilization,  and 
costs,  of  Home  Health  Care  as  part  of  the  comprehen- 
sive Health  Care  Delivery  System”  and  also  calls  on  the 
Society  to  develop  mechanisms  to  implement  this  con- 
cept. 

This  was  referred  to  the  Committee  on  PSRO. 

Hospital  Medical  Staff  Bylaws  and  JCAH  Stan- 
dards: Due  Process  (pages  1287  and  1288).  Upon 
recommendation  of  the  Reference  Committee  on  Medi- 
cal Services,  the  House  of  Delegates  approved  resolution 
74-74,  Hospital  Medical  Staff  Bylaws  and  the  Selection 
and  Removal  of  Physician  Members  of  Hospitals.  In- 
cluding Chiefs  of  Professional  Departments  Within  the 
Hospital  Setting,  and  Due  Process  Requirements  for 
All  Salaried  Physicians  of  the  Hospital,  in  principle 
and  referred  it  to  the  Committees  on  Hospital  and  Pro- 
fessional Relations  and  State  Legislation.  The  text  of 
the  resolution  follows: 

WHEREAS,  Substitute  Resolution  104  (AMA  House 
of  Delegates,  1973)  places  the  primary  responsibility 
for  medical  judgments  and  evaluation  of  professional 
competence  on  the  physicians  of  the  hospital  medical 
staff;  and 

WHEREAS,  These  physicians  should  be  responsible 
for  their  professional  judgments  and  evaluations  to 
the  community  of  patients  who  must  use  the  facilities 
of  the  community  hospital  as  well  as  to  the  hospital’s 
Board  of  Governors;  and 

WHEREAS,  Chiefs  of  the  Clinical  Departments  with- 
in the  hospital  setting  are  most  intimately  concerned 
with  the  monitoring  of  the  medical  competence  and 
professional  judgments  of  the  individual  physicians  of 
their  respective  departments  and  therefore  should  be 
responsible  to  the  medical  staff  for  their  professional 
administrative  evaluations,  and  indeed,  they  are,  ac- 
cording to  JCAH  Medical  Staff  Standard  II;  and 

WHEREAS,  All  medico-administrative  positions  in 
clinical  departments  and  salaried  physicians  in  clini- 
cal departments  (now  to  be  increased  markedly  by  the 
advent  of  HMO’s)  involve  only  matters  of  clinical  pa- 
tient care  having  a direct  relationship  to  the  very  pur- 
pose of  a hospital — quality  patient  care;  therefore  be 
it 

Resolved,  That  hospital  medical  staff  bylaws  in- 
clude in  their  preambles  resolution  104  (AMA  1973) 
as  a guide  to  those  whose  duty  it  is  to  determine  who 
shall  be  held  primarily  responsible  for  the  profession- 
al activities  of  the  hospital  medical  staff;  and  be  it 
further 


Resolved,  That  medical  staff  bylaws  provide  for  the 
selection  of  Chiefs  of  the  Clinical  Departments 
through  recommendations  of  a Search  Committee  of, 
and  selected  by,  the  Medical  Staff  and,  as  with  any 
other  member  of  the  medical  staff,  be  appointed  only 
with  the  approval  of  the  members  of  the  medical  staff; 
and  be  it  further 

Resolved,  That  remedial  removal  of  a Chief  of  a 
Clinical  Department  from  his  medico-administrative 
professional  activities  as  a Chief  of  Department  be 
only  for  due  cause  related  to  standards  of  patient 
care,  patient  welfare,  character  and  competency  (i.e., 
only  for  written  reasons  based  on  criteria  or  profes- 
sional justification  and  with  due  process  procedure 
enjoyed  by  all  members  of  the  medical  staff  of  the 
hospital  with  the  hearing  before  a neutral  body  of 
peers  from  the  medical  staff  selected  by  fair  proce- 
dure by  the  organized  medical  staff  of  the  hospital; 
and  be  it  further 

Resolved,  That  a change  in  working  conditions  in 
the  hospital  of  any  hospital-salaried-physician  which 
diminishes  in  any  way  the  physician’s  initial  agree- 
ment or  interferes  with  his  clinical  privileges  receive 
the  identical  due  process  review  procedure  on  request 
of  the  physician;  and  be  it  further 

Resolved,  That  a statement  be  included  in  the 
JCAH  Standards  that  the  aforementioned  due  pro- 
cess procedures  cannot  be  taken  away  or  abrogated  by 
a private  contract  between  a hospital  and  a physician, 
for  a hospital  cannot  supercede  the  Standards  and  re- 
tain accreditation;  and  be  it  further 

Resolved,  That  the  AMA  be  requested  to  have  its 
members  of  the  Board  of  Commissioners  of  the  JCAH 
take  action  to  effect  incorporation  of  the  above  rec- 
ommendations into  the  JCAH  Standards  with  appro- 
priate deletion  of  present  Standard  language  that 
conflicts  with  these  recommendations;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  specific  New  York  State  legislation 
to  the  above  effect. 

Copies  of  the  resolution  were  sent  to  the  chairmen  of 
the  committees  on  Ethics,  State  Legislation,  and  Hospi- 
tal and  Professional  Relations. 

At  the  September  Council  meeting,  the  Committee  on 
Hospital  and  Professional  Relations  submitted  a report 
describing  its  discussion  of  this  resolution  and  resolu- 
tion 74-44.  The  Council  received  the  report  as  informa- 
tion. 

The  April  1974  report  of  the  Committee  on  Ethics  to 
the  Council  quotes  the  following  statements  from  para- 
graph 15,  section  4 of  the  AMA  Judicial  Council  Opin- 
ions and  Reports: 

The  basic  principles  of  a fair  and  objective  hearing 
should  always  be  accorded  to  the  physician  whose 
professional  conduct  is  being  reviewed.  . . . All  physi- 
cians are  urged  to  observe  diligently  these  fundamen- 
tal safeguards  of  due  process  whenever  they  are  called 
upon  to  serve  on  a committee  which  will  pass  judg- 
ment on  physicians.  Medical  societies  and  hospital 
staffs  are  urged  to  review  the  constitution  and  bylaws 
of  the  society  or  staff  to  make  sure  that  these  instru- 
ments provide  for  such  safeguards. 

I 11 

Hospital  Medical  Staff:  Chiefs  of  Professional 

Departments  (pages  1287  & 1288).  The  House  adopt- 
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ed  a recommendation  of  the  Reference  Committee  on 
Medical  Services  that  resolution  74-44,  Hospital  Medi- 
cal Staff  Bylaws  and  the  Selection  and  Removal  of 
Chiefs  of  Professional  Departments  Within  the  Hospi- 
tal Setting,  be  approved  in  principle  and  referred  to  the 
Committee  on  Hospital  and  Professional  Relations  “for 
further  study  because  local  conditions  are  so  variable 
that  a generalized  statement  cannot  be  made.”  The 
House  also  voted  to  refer  the  resolution  to  the  Commit- 
tee on  State  Legislation.  The  text  of  the  resolution  fol- 
lows: 

WHEREAS,  Substitute  Resolution  104,  approved  by 
the  1973  AMA  House  of  Delegates,  which  states 
“The  hospital  and  the  medical  staff  have  a duty  to  co- 
operate in  their  mutual  responsibility  of  assuring  the 
highest  quality  of  patient  care  standards  within  the 
hospital.  Only  physicians  can  practice  medicine 
under  the  laws  of  the  state.  In  those  areas  in  which 
medical  judgment  and  the  evaluation  of  professional 
competence  are  involved,  the  hospital  has  a duty  to 
rely  upon  the  judgments  and  recommendations  of  the 
medical  staff,  to  cooperate  and  to  provide  needed  as- 
sistance with  full  understanding  that  primary  respon- 
sibility is  that  of  the  medical  staff," 
places  the  primary  responsibility  for  medical  judg- 
ments and  evaluation  of  professional  competence  on 
the  physicians  of  the  hospital  medical  staff;  and 

WHEREAS.  These  physicians  should  be  responsible 
for  their  professional  judgments  and  evaluations  to 
the  community  of  patients  who  must  use  the  facilities 
of  the  hospital  as  well  as  to  the  hospital’s  Board  of 
Governors;  and 

WHEREAS,  Chiefs  of  the  Professional  Departments 
within  the  hospital  setting  are  most  intimately  con- 
cerned with  the  monitoring  of  the  medical  compe- 
tence and  professional  judgment  of  the  individual 
physicians  of  their  respective  departments  and  there- 
fore should  be  responsible  to  the  medical  staff  for 
their  professional  administrative  evaluations;  there- 
fore be  it 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  the  hospital  medical  staff  bylaws 
include  in  its  preamble,  Resolution  104  (AMA  1973), 
as  a guide  to  those  whose  duty  it  is  to  determine  who 
shall  be  held  primarily  responsible  for  the  profession- 
al activities  of  the  hospital  medical  staff;  and  be  it 
further 

Resolved,  That  the  MSSNY  urge  that  the  medical 
staff  bylaws  provide  for  the  selection  of  Chiefs  of  the 
Professional  Departments  through  recommendations 
of  a Search  Committee  of  the  Medical  Staff  and,  as 
with  any  other  member  of  the  medical  staff,  shall  be 
appointed  only  with  the  approval  of  the  members  of 
the  medical  staff:  and  be  it  further 

Resolved,  That  the  MSSNY  urge  that  remedial  re- 
moval of  a Chief  of  a Professional  Department  from 
his  administrative  professional  activities  as  a Chief  of 
Department  shall  be  only  for  due  cause  and  with  due 
process  procedure  enjoyed  by  all  members  of  the 
medical  staff  of  the  hospital. 

Copies  of  the  resolution  were  transmitted  to  the 
chairman  of  the  Hospital  and  Professional  Relations 
Committee,  the  chairman  of  the  State  Legislation  Com- 
mittee, and  the  chairman  of  the  Committee  on  Ethics. 

At  the  September  Council  meeting,  the  Committee  on 
Hospital  and  Professional  Relations  submitted  a report 


describing  its  discussion  of  this  resolution  and  resolu- 
tion 74-74.  The  Council  received  the  report  as  informa- 
tion. 

The  April  1974  report  of  the  Committee  on  Ethics  to 
the  Council  quotes  the  following  statements  from  para- 
graph 15,  section  4 of  the  AMA  Judicial  Council  Opin- 
ions and  Reports: 

The  basic  principles  of  fair  and  objective  hearing 
should  always  be  accorded  to  the  physician  whose 
professional  conduct  is  being  reviewed.  . . . All  physi- 
cians are  urged  to  observe  diligently  these  fundamen- 
tal safeguards  of  due  process  whenever  they  are  called 
upon  to  serve  on  a committee  which  will  pass  judge- 
ment on  physicians.  Medical  Societies  and  hospital 
medical  staffs  are  urged  to  review  the  constitution 
and  bylaws  of  the  society  or  staff  to  make  sure  that 
these  instruments  provide  for  such  safeguards. 

Hospital  Patients:  Responsibility  of  Personal 

Private  Physician  for  Care  (pages  1288  and  1289). 
The  House  amended  resolution  74-45,  The  Professional 
Ethics  and  the  Legality  of  Certain  Special  Arrange- 
ments for  the  Teaching  of  House  Staffs,  and  referred  it 
to  the  Committee  on  Hospital  and  Professional  Rela- 
tions and  to  the  Committee  on  Ethics  for  study.  The 
resolution,  if  adopted,  would  warn  members  that  “the 
current  special  teaching  arrangements  generally  carried 
out  without  the  informed  consent  of  the  patient  and 
without  the  approval  of  the  attending  physician  in- 
volved raise  so  many  serious  questions  of  professional 
ethics,  patient  responsibility,  and  legality  that  ....  they 
should  be  immediately  abandoned.” 

It  would  also  provide  that  this  Society  (1)  support  the 
position  taken  by  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  “that  there  shall  be  one  physi- 
cian responsible  for  the  care  of  the  patient  in  the  hospi- 
tal, that  this  physician  shall  be  the  patient’s  own  private 
physician,  and  that  this  rule  shall  be  carried  out  by  all 
hospitals;”  (2)  introduce  this  resolution  at  the  next 
meeting  of  the  House  of  Delegates  of  the  American  Med- 
ical Association;  and  (3)  send  a copy  of  the  resolution  to 
the  Joint  Commission  on  Hospital  Accreditation  and  to 
the  Commissioner  of  Health  of  the  State  of  New  York. 

This  resolution  was  transmitted  to  the  chairman  of 
the  Committee  on  Hospital  and  Professional  Relations 
and  to  the  chairman  of  the  Committee  on  Ethics. 

At  the  September  Council  meeting  the  Committee  on 
Hospital  and  Professional  Relations  reported  its  en- 
dorsement of  the  principle  of  the  resolution  and  its  deci- 
sion to  defer  making  a recommendation  regarding  it  to 
the  Council  pending  a rewording  of  the  resolution. 

The  April  1974  report  of  the  Committee  on  Ethics  to 
the  Council  quotes  the  following  from  paragraph  5,  sec- 
tion 1 of  the  AMA  Judicial  Council  Opinions  and  Re- 
ports: 

To  have  another  physician  operate  on  or  medically 
treat  one’s  patient  without  that  patient’s  informed 
consent  and  without  his  knowledge  of  the  substitution 
is  a fraud  and  deceit  and  a violation  of  an  ethical  basic 
concept. 

Hospitals:  Physician  Representation  on  Govern- 
ing Bodies  (page  1284).  The  House  amended  and 
adopted  resolution  74-6,  Physician  Representation  on 
Hospital  Boards  of  Trustees,  recommending  to  the 
Boards  of  Trustees  of  all  hospitals  in  New  York  State 
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that  private  practicing  physicians  from  the  community 
served  by  the  hospital  serve  on  that  governing  body 
(Board  of  Trustees,  Board  of  Managers,  etc.)  in  a capac- 
ity equal  to  any  other  member  of  the  Board  of  Trustees 
and  that  additional  physicians,  by  virtue  of  a particular 
office  which  they  might  hold  on  the  medical  staff,  serve 
for  the  period  of  that  office. 

Copies  of  the  resolution  were  sent  on  March  25,  1974 
to  “Board  of  Governors  and/or  Trustees,  New  York 
State  Hospitals.” 

Dr.  Fineberg  reported  to  the  Council  in  April  that 
replies  had  been  received  from  six  hospitals  stating  that 
the  provisions  called  for  by  the  resolution  were  already 
in  effect  in  those  hospitals. 

House  of  Delegates’  Meeting  Place  (pages  1190 
and  1191).  The  House  referred  resolution  74-110, 
Change  of  Meeting  Place  for  the  House  of  Delegates,  to 
the  Council.  The  resolution  directs  the  Council  “to  ex- 
plore available  facilities  in  other  areas  of  the  State”  and 
“to  study  and  consider  the  desirability  of  holding  the 
annual  meeting  of  the  House  of  Delegates  in  other  ac- 
ceptable facilities  in  this  State.” 

At  the  March  meeting  of  the  Council,  approval  was 
voted,  and  the  matter  was  referred  to  Administration 
for  implementation. 

Insurance  Claim  Forms  (pages  1285-86).  The 
House  approved  resolution  74-59,  Uniform  Health  In- 
surance Claim  Form,  which  rejects  the  affidavit  on  the 
reverse  of  uniform  health  insurance  claim  form  devel- 
oped by  the  AMA  Council  on  Medical  Services,  dated 
October  1973  and  which  instructs  the  New  York  delega- 
tion to  the  AMA  House  of  Delegates  to  introduce  the 
appropriate  resolution  calling  for  the  removal  of  the  af- 
fidavit from  the  uniform  health  insurance  claim  form. 

This  resolution  was  transmitted  to  the  New  York  del- 
egation to  the  American  Medical  Association  House  of 
Delegates.  The  AMA  House  of  Delegates  adopted  reso- 
lution 24  which  requested  that  the  AMA  work  with  third 
parties  and  State  Medical  Societies  to  bring  about  ac- 
ceptance of  the  uniform  insurance  claim  form  developed 
by  the  AMA  Work  Group  on  Attending  Physician  Re- 
port Forms.  The  affidavit  referred  to  in  our  resolution 
74-59  appears  on  the  reverse  of  the  form. 

At  its  September  meeting  the  Council  recommended 
that  a letter  be  written  to  the  Superintendent  of  Insur- 
ance urging  the  adoption  of  the  AMA  Uniform  Health 
Insurance  Claim  Form.  Accordingly  the  director  of  the 
Division  of  Medical  Services  wrote  as  follows  to  Mr. 
John  G.  Day,  Deputy  Superintendent  of  the  State  Insur- 
ance Department. 

The  Council,  on  Sept.  12,  1974,  reaffirmed  its  ap- 
proval of  the  American  Medical  Association  uniform 
health  claim  form  and  requested  that  all  carriers,  and 
the  Superintendent  of  Insurance,  implement  this  on  a 
state-wide  basis.  We  would  appreciate  your  efforts  in 
effecting  this. 

Insurance  Claim  Forms  (page  1285).  The  House 
approved  resolution  74-8,  Uniform  Claim  Form  for  Ac- 
cident and  Health  Insurance  and  Uniform  Patient 
Identification  Cards,  which  provides  that  the  Society 
(1)  encourage  all  physicians  to  accept  and  use  the  stan- 
dard claim  form,  (2)  urge  that  the  Superintendent  of  In- 
surance of  the  State  of  New  York  require  all  third  party 
financing  mechanisms  to  utilize  the  uniform  claim  form 
for  all  health  and  accident  insurance,  (3)  encourage  the 


Superintendent  of  Insurance  to  require  all  third  party 
financing  mechanisms  to  issue  their  insureds  appropri- 
ate identification  cards,  and  (4)  propose  through  its  del- 
egates to  the  American  Medical  Association  that  the 
same  plan  be  presented  “to  the  Commissioner  of  Insur- 
ance of  the  fifty  states  in  the  United  States  of  America.” 
This  resolution  was  transmitted  to  the  New  York  del- 
egation to  the  American  Medical  Association  House  of 
Delegates. 

Laboratory  Testing:  Quality  Criteria  (page 

1235).  The  House  approved  resolution  74-92,  Partici- 
pation of  Pathologists  in  Creating  Criteria  for  Labora- 
tory Evaluation,  which  provides  that  this  Society  en- 
courage participation  by  pathologists  and  their  regional 
organizations  in  the  formation  of  regional  standards  of 
quality  criteria,  with  respect  to  laboratory  testing. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Peer  Review. 

Licensure:  Requests  to  Board  of  Regents  (pages 
1267  and  1268).  The  House  adopted  a recommendation 
of  the  Reference  Committee  on  Governmental  Affairs 
and  Legal  Matters  that  resolution  74-95,  Communica- 
tion Between  Board  of  Regents  and  County  Medical 
Societies,  and  resolution  74-96,  Permanent  Licensure 
of  Filipe  Alperovich,  M.D.  be  referred  to  the  Executive 
Vice-President. 

Copies  of  the  resolutions  were  accordingly  transmit- 
ted to  the  executive  vice-president. 

Malpractice  Claims:  Arbitration  (page  1261). 

The  House  adopted  resolution  74-20,  Medical  Malprac- 
tice Compulsory  Binding  Arbitration,  which  requires 
this  Society,  through  its  State  Legislation  Committee,  to 
seek  legislation  to  effect  compulsory  binding  arbitration 
in  all  cases  of  medical  malpractice. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

The  annual  report  of  the  Professional  Medical  Liabil- 
ity Insurance  and  Defense  Board  states: 

Arbitration  which  contemplates  a binding  result  is 
considered  to  be  a highly  desirable  long  range  goal. 
However,  there  may  be  a constitutional  problem,  and 
there  certainly  would  be  resistance  in  the  Legislature. 
In  the  meantime,  two  legislative  arbitration  proposals 
are  being  considered,  a pilot  plan  for  Health  care  and  a 
plan  involving  the  Greater  New  York  Hospital  Associ- 
ation. 

In  its  annual  report,  the  Committee  on  State  Legisla- 
tion announces  enactment  of  the  Malpractice  Mediation 
Panel  Law,  and  states  that  it  is  hoped  that  this  proce- 
dure will  be  successful  in  eliminating  the  necessity  of 
lengthy  and  costly  trials  in  many  malpractice  cases. 

Maternity  and  Newborn  Care:  Health  Insurance 

(page  1289).  The  Reference  Committee  on  Medical 
Services  recommended  that  resolution  74-51,  Health  In- 
surance for  Complete  Maternity  and  Newborn  Care,  be 
referred  to  the  Medical  Care  Insurance  Committee. 
The  House  of  Delegates,  after  discussion,  approved  the 
resolution  and  referred  it  to  the  Committee  on  Medical 
Care  Insurance,  to  the  Committee  on  State  Legislation, 
and  to  the  New  York  Delegation  to  the  American  Medi- 
cal Association  for  presentation  at  the  AMA  annual 
meeting. 

Copies  of  the  resolution  were  sent  to  the  Medical  Care 
Insurance  and  State  Legislation  Committees  and  to  the 
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New  York  delegation  to  the  American  Medical  Associa- 
tion. 

At  the  September  Council  meeting  the  Committee  on 
Medical  Care  Insurance  recommended  that  this  resolu- 
tion be  approved  and  forwarded  to  the  Superintendent 
of  Insurance  after  insertion  of  the  words  ‘‘in  the  basic 
contract”  after  the  word  “coverage”  in  the  third  re- 
solved. The  Council  voted  to  amend  the  resolution  fur- 
ther by  adding  a final  resolved,  as  follows: 

Resolved,  That,  if  this  resolution  is  rejected  by  the 

Superintendent  of  Insurance,  this  will  be  made  a part 

of  the  Medical  Society  of  the  State  of  New  York  legis- 
lative program  next  year. 

The  Council  then  approved  the  amended  resolution 
and  referred  it  to  the  Superintendent  of  Insurance. 

A copy  of  the  amended  resolution  was  sent  to  Super- 
intendent Schenck,  and  he  was  informed  of  the  Coun- 
cil’s approval. 

Maxillofacial  Surgery  (page  1189).  The  House  of 
Delegates  referred  resolution  74-103,  Change  of  Name 
of  Section  on  Plastic  and  Reconstructive  Surgery  to  the 
"Section  on  Plastic,  Reconstructive,  and  Maxillofacial 
Surgery,"  to  the  House  Committee  on  Bylaws.  Noting 
that  this  resolution  requires  no  change  in  the  Bylaws, 
the  annual  report  of  the  House  Committee  on  Bylaws 
recommends  that  no  action  be  taken  at  this  time  but 
that  the  resolution  be  referred  to  an  appropriate  refer- 
ence committee. 

‘‘Medic”:  Use  as  a Title  (page  1268).  The  Refer- 
ence Committee  on  Governmental  Affairs  and  Legal 
Matters  recommended  disapproval  of  resolution  74-43, 
The  Title  "Medic”  as  an  Officially  Recognized  Desig- 
nation. The  House  of  Delegates,  however,  voted  to 
refer  it  to  the  Committee  on  Health  Manpower  (includ- 
ing Nursing  and  Paramedical  Personnel).  A copy  of  the 
resolution  has  been  sent  to  the  chairman  of  that  com- 
mittee. 

If  adopted  the  resolution  would  provide  that  this  So- 
ciety sponsor  legislation  to  provide  for  use  of  this  title 
for  physicians’  associates  and  physicians’  assistants  and 
also  that  the  Society  introduce  a similar  resolution  in 
the  American  Medical  Association  House  of  Delegates. 

Medicaid:  Hospital  Utilization  Review  (pages 

1286  & 1287).  The  House  of  Delegates  amended  and 
adopted  resolution  74-30,  New  York  State  Medicaid 
Hospital  Utilization  Review  Program,  which  calls  on 
this  Society  to  request  immediate  revocation  of  the 
State  Medicaid  Hospital  Utilization  Review  Program,  to 
advise  members  to  carefully  evaluate  the  liability  in- 
volved in  compliance  with  this  program,  and  to  recom- 
mend a State  Register  comparable  to  the  Federal  Regis- 
ter to  provide  advanced  information  on  all  proposed  reg- 
ulations on  health  matters. 

The  Council  referred  this  resolution  to  the  Committee 
on  State  Legislation,  and  the  chairman  was  so  informed. 

The  Committee  reports  passage  of  a law  providing  for 
publication  in  a State  Bulletin  and  as  literature  avail- 
able to  interested  parties  on  request  of  notices  of  regula- 
tions affecting  physicians.  The  committee’s  annual  re- 
port, however,  states  that  this  bill  was  vetoed  by  the 
Governor  and  that  another  bill  designed  to  accomplish 
the  same  purpose  died  in  committee  in  the  Legislature. 


Medicaid:  Legislative  Modification  of  Program 

(page  1295).  The  House  amended  resolution  74-99, 
Legislative  Modification  of  the  Medicaid  Program  in 
the  City  of  New  York,  by  including  both  “City”  and 
“State”  where  applicable.  The  House  then  adopted  the 
amended  resolution.  The  resolution  calls  on  the  Coun- 
cil to  seek  legislation  to  modify  the  present  New  York 
City  and  State  Medicaid  Programs  to  provide  realistic 
professional  fee  schedules  and  to  provide  that  "all  pro- 
fessional fees  (or  the  professional  component  of  fees 
paid  for  physicians’  services)  ....  be  paid  exclusively 
and  directly  to  the  physician  rendering  the  service.” 

The  Council,  at  its  March  meeting  referred  this  reso- 
lution to  the  Committee  on  State  Legislation,  and  the 
chairman  of  that  committee  has  been  so  informed. 

Medicaid:  Office  Laboratory  Tests  (page  1295). 
The  House  adopted  resolution  74-101,  Medicaid  Pay- 
ment for  Office  Laboratory  Tests,  which  calls  upon  the 
Society  to  pursue  actively  with  the  New  York  State 
Health  Department  the  problem  of  office  laboratory 
tests  in  order  to  reinstitute  the  authorization  for  pay- 
ment of  office  laboratory  tests  for  patients  covered  by 
Medicaid. 

Accordingly  a copy  of  the  resolution  was  transmitted 
to  Commissioner  Ingraham.  Commissioner  Ingraham’s 
response,  presented  to  the  Council  at  its  May  meeting, 
contained  the  following  statements: 

The  Department  and  the  Committee  on  Health 
Economics  . . . have  agreed  that  certain  laboratory 
tests  are  properly  performed  outside  of  the  clinical 
laboratory  control  procedures;  such  tests  include  rou- 
tine CBC,  utinalysis,  sedimentation  rate.  To  this  list 
we  have  recently  added  throat  culture  performed  in 
the  physician’s  office,  as  a result  of  discussions  with 
physicians  of  the  State. 

Let  me  assure  you  that  we  are  continually  looking 
into  the  propriety  of  changing  our  regulations  on  this 
subject  and  that  I will  ask  our  Bureau  of  Medicaid  to 
think  this  through  once  again. 

Medical  Aspects  of  Sports:  Symposium  on  (pages 
1212  and  1220).  The  House  adopted  a portion  of  the  re- 
port of  the  Reference  Committee  on  Public  Health  and 
Education  which  “accepted”  the  reports  of  several  com- 
mittees and  acknowledged  the  work  of  the  members  of 
those  committees.  Among  them  was  the  report  of  the 
Committee  on  Medical  Aspects  of  Sports,  which  con- 
tained the  following  statement: 

If  the  House  of  Delegates  and  Council  approves,  the 
Committee  would  like  to  again  schedule  the  1975 
Symposium  in  conjunction  with  the  annual  conven- 
tion of  the  New  York  State  Association  of  Health, 
Physical  Education,  and  Recreation,  Inc. 

This  action  was  reported  to  the  Director  of  the  Divi- 
sion of  Scientific  Activities. 

The  annual  report  of  the  Committee  on  Medical  As- 
pects of  Sports  states: 

We  have  been  invited  to  participate  in  their  annual 
convention  at  the  Concord  Hotel  in  January  1975. 
The  Council  has  approved  and  we  are  planning  a day 
and  a half  sports  program. 

Medical  Assistants  (pages  1187  and  1188).  Upon 
recommendation  of  the  Reference  Committee  on  Scien- 
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tific  Activities,  Publications,  and  Miscellaneous  Mat- 
ters, the  House  approved  recommendations  of  the  Advi- 
sory Committee  to  the  American  Association  of  Medical 
Assistants,  New  York  State  Society,  Inc.  that  (1)  this 
Society  continue  to  urge  its  members  to  advise  their 
medical  assistants  to  join  and  participate  in  the  activi- 
ties of  the  American  Association  of  Medical  Assistants, 
New  York  State  Society,  Inc.  (2)  this  Society  urge  its  as- 
sistants to  form  groups  if  there  are  none  in  the  area  (3) 
this  Society  urge  its  members  to  pay  all  or  part  of  their 
medical  assistants’  dues  in  this  organization  and  (4)  this 
Society  continue  to  provide  communication  facilities, 
desk  space  and  storage  space  for  the  American  Associa- 
tion of  Medical  Assistants,  New  York  State  Society, 
Inc.,  as  heretofore. 

This  was  referred  to  the  chairman  of  the  Advisory 
Committee  to  the  American  Association  of  Medical  As- 
sistants, New  York  State  Society,  Inc.  and  to  the  direc- 
tor of  the  Division  of  Public  and  Professional  Affairs. 

The  report  of  the  executive  vice-president,  under  the 
heading  “Public  and  Professional  Affairs,”  states  that 
the  Department  of  Information  provides  clerical,  typing, 
duplicating,  and  mailing  service  to  the  Medical  Assis- 
tants Association. 

Medical  Records:  Legislation  to  Insure  Confi- 

dentiality (page  1260).  The  House  adopted  resolution 
74-38,  Confidentiality  of  Medical  Records,  which  pro- 
vides that  this  Society  urge  “that  third  parties  seeking 
any  exceptions  (to  the  confidentiality  of  medical  rec- 
ords) be  mandated  and  charged  with  the  responsibility 
of  fully  informing  patients  of  possible  consequences  of 
such  exceptions  and  that  use  by  third  parties  of  privi- 
leged information  be  limited  to  the  purpose  for  which  it 
was  solicited.”  The  resolution  also  provides  that  the 
Society  “work  through  appropriate  legislative  channels 
and  appropriate  professional  organizations  for  a law 
which  will  provide  ‘due  process  guarantees  of  confiden- 
tiality’ to  include  security,  accuracy,  provision  for 
change,  knowledge  of  purpose,  and  informed  permission 
for  use”  and  that  copies  of  the  resolution  be  sent  to  New 
York  State  representatives  in  Congress  and  to  the  Sec- 
retary of  Health,  Education,  and  Welfare. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion and  to  the  Committee  on  Federal  Legislation. 

The  annual  report  of  the  Committee  on  Federal  Leg- 
islation states: 

Your  committee  feels  that  a tightly  drawn  amend- 
ment to  the  PSRO  law  may  be  necessary.  However, 
we  understand  that  the  Committee  on  Data  Process- 
ing in  Medicine  has  been  working  on  this  matter. 
Your  committee  therefore  believes  that  specific  rec- 
ommendations for  legislation  should  await  the  report 
of  the  Data  Processing  Committee. 

Medical  Records:  Unauthorized  Disclosure 

(page  1260).  The  House  adopted  an  amended  version 
of  resolution  74-64,  Confidentiality  of  Medical  Records, 
which  provides  that  this  Society  “notify  appropriate 
state  authorities,  including  the  Commissioner  of  Health 
and  Superintendent  of  Insurance,  of  unauthorized  dis- 
closure of  hospital  records.” 

This  resolution  was  transmitted  to  Hollis  S.  Ingra- 
ham, M.D.,  New  York  State  Commissioner  of  Health, 
and  to  Mr.  Benjamin  R.  Schenck,  New  York  State  Su- 
perintendent of  Insurance. 


Medical  Students:  Field  Placement;  Means  of 

Communication  (pages  1189  and  1190).  The  House  of 
Delegates  adopted  a substitute  for  resolution  74-105, 
Medical  Society  of  the  State  of  New  York  Sponsorship 
of  a Summer  Field  Placement  for  Medical  Students, 
and  resolution  74-107,  To  Improve  Communications 
Among  the  Medical  Students  of  New  York  State  and 
the  Medical  Society  of  the  State  of  New  York.  The 
substitute  resolution  provides  that  this  Society  (1)  spon- 
sor a six  to  ten  week  field  placement  program,  (2)  spon- 
sor a means  by  which  students  can  communicate  with 
each  other  and  with  the  State  Society  and  (3)  appoint  a 
committee  to  implement  this  resolution. 

This  was  referred  to  President  Callin,  and  a Commit- 
tee on  Student  Affairs  has  been  appointed. 

Mental  Health  Committee — Function  (pages  1216 
and  1220).  The  House  adopted  a portion  of  the  report 
of  the  Reference  Committee  on  Public  Health  and  Edu- 
cation which  “accepted”  the  reports  of  several  com- 
mittees and  acknowledged  the  work  of  the  members  of 
those  committees.  Among  them  was  the  report  of  the 
Committee  on  Mental  Health,  which  contained  the  fol- 
lowing statements: 

It  is  the  consensus  of  the  Mental  Health  Committee 
that  it  should  function  as  an  evaluation  organ  to  de- 
termine the  validity  of  psychiatric  concepts.  We 
should  assume  responsibility  for  opinions  and  recom- 
mendations and  develop  program  ideas  which  our 
State  Society  can  encourage  and  support.  Our  scope 
of  activities  should  encompass  all  matters  pertaining 
to  mental  health.  This  would  include  treatment  in- 
novations, evaluation  of  new  ideas,  legislative  propos- 
als, liaison  with  other  psychiatric  groups,  and  health 
care  delivery  critiques. 

With  the  rapid  development  of  mental  health,  drug 
abuse,  and  alcoholism  programs  and  with  the  increas- 
ing emphasis  on  community  mental  health  services,  it 
is  more  and  more  evident  that  the  Society  should  re- 
consider its  role  in  this  growing  and  important  field. 
It  is  our  feeling  that  only  a statewide  organization  can 
exert  the  influence  necessary  to  guide  physicians  and 
educate  the  public  in  this  evergrowing  and  primarily 
important  area.  To  encourage  the  type  of  input  es- 
sential to  healthy  program  development,  we  need  an 
arm  of  the  State  Society  which  is  able  to  act  indepen- 
dently with  direct  responsibility  to  the  Council. 
With  this  in  mind,  we  would  like  to  suggest  that  the 
Council  consider  the  formation  of  a Commission  on 
Mental  Health  Services  to  encompass  all  committees 
involved  in  this  area.  Let  us  anticipate  the  problems 
of  the  future  and  be  ready  when  called  upon. 

This  action  was  reported  to  the  Director  of  the  Divi- 
sion of  Scientific  Activities. 

The  annual  report  of  the  Committee  on  Mental 
Health  reiterates  the  request  that  a Commission  on 
Community  Health  Services  be  established. 

Narcotics:  Rules  for  Handling  in  Hospitals  (page 
1233).  The  House  referred  resolution  74-57,  Narcotic 
Control  in  Hospitals,  to  the  Committee  on  Drug  Abuse. 
If  adopted,  the  resolution  would  require  the  Society  to 
alert  the  Governor,  t he  Commissioner  of  Health,  and  the 
people  of  the  State  to  its  opposition  to  the  deleterious 
effect  of  present  rules  and  regulations  for  hospital  han- 
dling of  narcotics  and  barbiturates  and  would  also  re- 
quire the  Society  to  “urgently  request  the  Commissioner 
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of  Health  to  review  and  revise  them  after  consultation 
with  the  Medical  Society  of  the  State  of  New  York  and 
the  Hospital  Association  of  New  York  State.” 

The  resolution  was  transmitted  to  the  chairman  of  the 
Committee  on  Drug  Abuse  with  notification  of  the  ac- 
tion of  the  House. 

At  the  September  Council  meeting,  the  Committee  on 
Drug  Abuse  reported  that  "resolution  74-57  is  now  obso- 
lete” because  of  a new  section  of  the  State  Health  De- 
partment rules  and  regulations.  The  Council  received 
this  as  information. 

Noise  Exposure:  Toxic  Effect  (pages  1260  and 

1261).  The  House  amended  and  adopted  resolution 
74-35,  State  Legislation  Mandating  a Noise  Code,  pro- 
viding that  this  Society  “support  legislation  at  the  State 
level  mandating  a noise  code  in  all  major  municipalities 
with  funding  to  insure  proper  enforcement  of  the  code" 
and  also  "urge  the  New  York  State  Education  Depart- 
ment to  distribute  educational  material  for  use  in  the 
school  districts  of  our  State  to  alert  each  student  to  the 
toxic  effects  of  noise  exposure.” 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion, to  the  Committee  on  Environmental  Quality,  and 
to  the  New  York  State  Commissioner  of  Education. 

Nurses:  Voluntary  Continuing  Education  (pages 

1234  and  1235).  The  House  approved  resolution  74-66, 
Continuing  Professional  Education  Program  on  a Vol- 
untary Basis,  and  referred  it  to  the  Committee  on 
Health  Manpower  (Including  Nursing  and  Paramedical 
Personnel).  The  resolution  provides  that  this  Society 
encourage  continuing  professional  education  programs 
on  a voluntary  basis  in  all  professional  categories. 

A copy  of  the  resolution  was  transmitted  to  the  chair- 
man of  the  Committee  on  Health  Manpower. 

Nursing  Homes:  Hules  (page  1233).  The  House  of 
Delegates  referred  resolution  74-52,  Amendment  to 
Rules  Applying  to  Proprietary  Nursing  Homes,  to  the 
Committee  on  Aging  and  Nursing  Homes  for  clarifica- 
tion and  evaluation.  If  adopted  the  resolution  would 
provide  that  this  Society  urge  the  State  of  New  York  to 
differentiate  between  a contiguous  hospital-affiliated 
extended  care  facility  and  a nursing  home  and  ask  that 
all  present  regulations  and  requirements  by  the  New 
York  State  Department  of  Social  Welfare  and  the  New 
York  State  Department  of  Health  applying  to  proprie- 
tary nursing  homes  be  removed  from  the  rules  governing 
the  contiguous  hospital-affiliated  extended  care  facility. 

This  referral  was  reported  to  the  chairman  of  the 
Committee  on  Aging  and  Nursing  Homes. 

The  Committee’s  annual  report  quotes  resolution  74- 
52  without  comment. 

At  the  May  Council  meeting,  the  Committee  on  Aging 
and  Nursing  Homes  reported  that  there  were  several 
technical  errors  of  terminology  in  the  resolution  and 
that  “Federal  Statute  requires  that  the  new  combined 
Medicare-Medicaid  standards  be  included  on  applica- 
tions of  all  skilled  nursing  facilities  regardless  of  wheth- 
er they  are  hospital  based  or  not  or  whether  they  are 
under  voluntary,  non-profit,  proprietary,  or  public  spon- 
sorship.” The  Council  approved  a recommendation 
that  a letter  be  sent  to  the  Medical  Society  of  the  Coun- 
ty of  Oneida,  proposer  of  the  resolution,  explaining  the 
above. 


Nutrition  (page  1232).  The  House  of  Delegates 
adopted  resolution  74-47,  Nutrition,  placing  the  Medi- 
cal Society  of  the  State  of  New  York  on  record  as 
strongly  supporting  the  continuation  of  all  programs  at 
every  level  of  government  aimed  at  improving  and  main- 
taining nutrition  through  subsidized  school  lunches  and 
other  supplementary  food  programs. 

This  was  referred  to  the  Honorable  Ewald  B.  Nyquist, 
New7  York  State  Commissioner  of  Education.  Copies 
were  sent  also  to  the  chairman  of  the  Commission  on 
Public  Health  and  Education,  the  chairman  of  the  Com- 
mittee on  School  Health,  and  the  director  of  the  Divi- 
sion of  Scientific  Activities. 

Physical  Therapy  Practice:  Education  Law 

Amendment  (pages  1259  and  1260).  The  House  adopt- 
ed resolution  74-60,  An  Act  to  Amend  the  Law  in  Rela- 
tion to  the  Practice  of  Physical  Therapy,  which  provid- 
ed that  this  Society  oppose  the  passage  of  Assembly  bill 
8450,  “To  amend  the  education  law  in  relation  to  the 
definition  of  the  practice  of  physical  therapy.” 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

The  annual  report  of  the  Committee  on  State  Legisla- 
tion contains  the  following  statement: 

This  bill,  which  was  vigorously  opposed  by 
MSSNY,  would  have  changed  the  definition  of  the 
practice  of  physical  therapy  thereby  allowing  thera- 
pists to  use  highly  sophisticated  electrical  and  elec- 
tronic devices  (S.9792-A,  McGowan).  Although 
passed  by  the  Legislature,  this  bill  was  vetoed  by  the 
Governor  at  the  request  of  MSSNY  and  other  con- 
cerned groups. 

Physicians'  Associates:  Regulations  of  New  York 
City  Hospital  Corporation  (page  1268).  The  House 
referred  resolution  74-106,  Physicians'  Associates,  to 
the  Committee  on  Health  Manpower  (Including  Nurs- 
ing and  Paramedical  Personnel). 

The  chairman  of  that  committee  was  notified  on  the 
action  taken  by  the  House  of  Delegates. 

The  resolved  portion  of  the  proposed  resolution  fol- 
lows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New'  York  condemn  the  regulations  governing  the 
privileges  and  duties  of  socalled  physicians’  associates 
in  New  York  City  hospitals  which  have  been  promul- 
gated by  the  Hospital  Corporation  and  urge  the  State 
Health  Department,  State  Education  Department, 
the  Corporation  Counsel  of  the  City  of  New  York,  and 
the  Attorney  General  of  the  State  of  New  York  to  in- 
vestigate and  begin  remedial  action  to  correct  this  sit- 
uation: and  be  it  further 

Resolved,  That  the  Secretary  of  HEW  be  notified 
inasmuch  as  such  regulations  violate  Federal  laws  and 
regulations  governing  ECF,  Medicaid,  and  Medicare. 

Physicians’  Rights  on  Hospital  Staffs  (pages  1272 
and  1273).  Reporting  on  resolution  74-73,  Physicians' 
Bill  of  Rights,  w'hich  includes  a draft  of  a bill  to  be  pre- 
sented for  consideration  by  the  New  York  State  Senate 
Committee  on  Health,  the  Reference  Committee  on 
Governmental  Affairs  and  Legal  Matters  stated: 

After  hearing  testimony  concerning  changes  in  the 
guidelines  of  the  Joint  Commission  on  Accreditation 
of  Hospitals,  we  recommend  referral  of  this  resolution 
to  the  State  Legislation  Committee  for  whatever  ac- 
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tion  it  deems  necessary  to  insure  the  right  of  due  pro- 
cess for  hospital-employed  physicians. 

This  is  a little  vague,  but  the  whole  thing  has  to  do 
with  hospital-employed  physicians,  a very  intricate 
subject,  and  we  suggest  referral  to  the  State  Legisla- 
tion committee. 

The  House,  after  discussion,  amended  resolution  74- 
73  by  adding  two  resolves  and,  after  further  discussion, 
adopted  the  amended  resolution.  The  “resolved”  por- 
tion as  adopted  reads: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  and  submit  the  following  draft  of  a 
Proposal  for  New  Legislation  to  be  considered  by  the 
New  York  State  Senate  Committee  on  Health: 


THE  PEOPLE  OF  THE  STATE  OF  NEW  YORK,  REP- 
RESENTED IN  SENATE  AND  ASSEMBLY,  DO  ENACT  AS 
FOLLOWS: 

Section  1. 

The  hospital  must  state  in  writing  reasons  for  its 
action  against  the  physician  as  related  to  standards  of 
patient  care,  patient  Welfare  or  the  character  or  com- 
petency of  the  physician,  for  any  of  the  following: 

a)  The  denial  or  withholding  from  a physician  of 
staff  membership  or  professional  privileges  in  a 
hospital. 

b)  The  exclusion  or  expulsion  of  a physician 
from  staff  membership  in  a hospital. 

c)  The  curtailment,  termination  or  the  limitation 
in  any  way  of  a physician’s  professional  privileges  in 
a hospital. 

d)  The  reduction  of  physician’s  status  on  the 
medical  staff,  including  reduction  in  relation  to  any 
substantial  element  of  a physician’s  hospital  affilia- 
tion as  a duly  elected  or  appointed  officer  of  a clini- 
cal department  in  a hospital. 

e)  The  change  in  working  conditions  in  the  hos- 
pital of  an  employee-physician  which  diminishes  in 
any  way  the  physician’s  initial  agreement  or  inter- 
ference with  the  exercise  of,  or  meaningful  opportu- 
nity to  utilize  his  clinical  privileges. 

Section  2. 

Unless  the  right  is  waived,  the  physician  charged 
is  at  least  entitled  to: 

1)  The  right  to  written  notice  of  the  grounds 
for  the  action,  including  a reasonably  definite  no- 
tice of  the  charge  or  charges. 

2)  The  right  to  a neutral  hearing  hody. 

3)  A fair  hearing  before  a body  of  peers  from  the 
medical  staff,  selected  by  fair  procedure  by  the  or- 
ganized medical  staff  of  the  hospital. 

4)  Proper  notice  of  a time  and  place  of  hearing. 

5)  The  right  to  call  witnesses  and  to  rebut  ad- 
verse evidence  and  to  introduce  favorable  evidence, 
including  the  right  to  cross-examine  the  witnesses 
who  testify  against  him,  and  the  right  to  produce 
witnesses  in  his  own  behalf. 

6)  A full  consideration  and  a fair  determination 
according  to  the  evidence  of  the  controversy  hy  the 
body  before  whom  the  hearing  is  held. 

7)  A record  of  the  hearing,  maintained  by  the 
hospital  for  the  benefit  of  the  hospital  and  the  phy- 
sician, with  a copy  provided  to  the  physician. 


Section  3. 

This  law  applies  to  all  hospitals  and  all  physicians 
in  the  State,  and  its  content  or  intent  can  not  be  su- 
perceded by  a contract  between  the  hospital  and  phy- 
sician; and  the  courts  are  to  afford  redress  in  a prop- 
erly proven  case  of  violation. 

Section  4. 

The  provisions  of  this  act  shall  not  be  deemed  to 
impair  or  affect  any  other  right  or  remedy. 

Section  5. 

This  act  shall  take  effect  immediately. 

Section  6. 

This  act  does  not  deprive  a hospital  governing 
body,  or  its  appropriately  designated  administration 
or  medical  officers,  of  the  right  to  take  summary  ac- 
tion against  a physician  where  dictated  by  the  circum- 
stances, provided  that  an  opportunity  to  be  heard  and 
the  required  due  process  is  afforded  the  physician 
within  a reasonably  prompt  time. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  idea  of  any  method,  legal  or 
otherwise,  that  would  guarantee  due  process  for  phy- 
sicians on  hospital  staffs,  and  that  this  resolution  be 
referred  to  the  Committee  on  State  Legislation  for 
implementation  and  report  back  to  the  House  of  Del- 
egates in  1975;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
be  urged  to  instruct  its  representative(s)  on  the  Joint 
Commission  for  Accreditation  of  Hospitals  to  help 
correct  this  situation. 

Copies  of  the  resolution  were  sent  to  the  chairman  of 
the  Committee  on  State  Legislation  and  to  the  executive 
vice-president  of  the  American  Medical  Association. 
This  resolution  will  be  discussed  at  the  conference  of 
county  legislation  committee  chairmen. 

Preadmission  Utilization  Review  Requirement 

(page  1290).  The  House  adopted  resolution  74-63, 
Preadmission  Applied  Before  Hospitalization  of  Medi- 
care and  Medicaid  Patients,  which  places  the  Society 
on  record  as  being  unalterably  opposed  to  the  rules 
identified  as  45  CFR  Part  250  and  20  CFR  Part  405  as 
published  in  the  Federal  Register  on  January  9,  1974 
and  which  also  calls  on  the  Society  to  voice  its  objections 
to  the  proposed  rule  changes  in  the  strongest  possible 
terms  to  the  appropriate  authorities. 

This  resolution  was  transmitted  to  the  chairman  of 
the  Committee  on  Federal  Legislation. 

The  annual  report  of  the  Committee  on  Federal  Leg- 
islation contains  the  following  statement: 

Our  State  Medical  Society  did  go  on  record  as  being 
opposed  to  these  regulations.  The  regulations  were 
withdrawn  by  the  Secretary  of  HEW  on  a temporary 
basis,  but  they  may  come  up  again  in  January  1975. 
If  these  regulations  are  brought  up  next  year,  your 
committee  believes  that  MSSNY  should  reaffirm  its 
strong  opposition  to  this  program. 

Professional  Corporations:  State  Income  Tax  on 
Pension  and  Profit  Sharing  Funds  (page  1261).  The 
House  adopted  resolution  74-36,  Repeal  of  New  York 
Stale  Income  Tax  on  Pension  and  Profit  Sharing 
Funds  of  Professional  Corporations,  providing  that  this 
Society  use  its  financial  and  legal  resources  to  have  Sec- 
tion 612  (b)  (7)  of  the  New  York  State  Tax  Law  repealed 
as  soon  as  possible. 
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It  was  noted  that  Senate  Bill  7490  (Pisani)  sponsored 
by  the  New  York  State  Association  of  the  Professions 
met  the  purposes  of  this  resolution. 

The  resolution  was  referred  to  the  Committee  on 
State  Legislation  and  to  the  executive  vice-president. 

Professional  Medical  Liability  Insurance  and  De- 
fense Hoard  (page  1194).  The  House  adopted  a por- 
tion of  the  report  of  the  Reference  Committee  on  Insur- 
ance and  Membership  Benefits  which  commended  and 
expressed  gratitude  to  the  Board,  especially  its  chair- 
man, Dr.  Hicks,  and  which  also  recommended  (1)  ap- 
pointment of  additional  specialty  subcommittees  to  ex- 
pedite the  work  of  the  Board;  (2)  increased  communica- 
tion between  the  Board  and  the  general  membership  by 
informing  members  through  a suitable  organ  of  the 
State  Medical  Society  of  the  numbers  and  frequency  of 
malpractice  claims  and  perhaps  of  even  punitive  actions 
taken  against  members;  and  (3)  a request  to  members  to 
use  their  most  vigorous  efforts  in  support  of  the  Lom- 
bardi-Jonas  Screening  Mediation  Bill  (S3599-C,  A 
5028-C)  by  contacting  their  individual  representatives 
in  the  State  Legislature. 

The  House  also  went  on  record  as  favoring  the  Flynn 
Binding  Arbitration  Bill  "when  such  is  feasible.” 

A copy  of  this  portion  of  the  report  was  sent  to  the 
chairman  of  the  Professional  Medical  Liability  Insur- 
ance and  Defense  Board.  Copies  were  sent  also  to  the 
chairman  of  the  Committee  on  State  Legislation,  the 
Legislative  Counsel,  the  Indemnity  Representative,  the 
former  Indemnity  Representative,  the  chairman  of  the 
Commission  on  Governmental  Affairs,  and  the  chairman 
of  the  Commission  on  Insurance  and  Membership  Bene- 
fits. 

Professional  Medical  Liability:  Study  of  Prob- 
lem (pages  1195  and  1196).  As  a substitute  for  resolu- 
tion 74-54,  Ad  Hoc  Committee  to  Study  Malpractice 
and  resolution  74-55,  Division  to  Deal  Extensively  with 
Professional  Medical  Liability  Insurance  Problem,  the 
House  adopted  the  following: 

Resolved,  That  the  President,  with  the  advice  and 
assistance  of  the  chairman  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  structure 
a subcommittee  of  the  Board  with  the  mission  of 
surveying  the  entire  problem  of  professional  medical 
liability.” 

This  was  referred  to  the  President,  and  a subcommit- 
tee was  appointed  which  has  the  title  Subcommittee  of 
the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  to  Review  All  Facets  of  the  Malpractice 
Problem. 

PSRO  Law:  Limited  Endorsement;  Amendment 
or  Repeal  (pages  1269,  1270,  and  1271).  The  Refer- 
ence Committee  on  Governmental  Affairs  and  Legal 
Matters  proposed  a substitute  resolution  for  resolution 
74-12,  PSRO,  resolution  74-34,  Repeal  of  PSRO  Legis- 
lation, and  resolution  74-102,  Repeal  of  PSRO  Legisla- 
tion. The  House  of  Delegates  amended  the  substitute 
resolution  and  adopted  it.  The  "resolved”  portions  of 
the  resolution  as  finally  adopted  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  basic  principle  of  “professional 
review”  and  the  implementation  of  PL  92-603  so  long 
as  standards  and  criteria  endorsed  by  the  practicing 
physicians  of  the  PSRO  area  are  used;  and  be  it  fur- 
ther 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  local  autonomy  for  each  PSRO; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  American  Medical  Association 
in  all  its  efforts  to  amend  the  law,  in  order  to  remove 
those  features  objectionable  to  physicians  or  likely  to 
interfere  with  quality  patient  care  or,  failing  such,  to 
seek  repeal. 

This  was  referred  to  the  Committee  on  PSRO  and  to 
the  Committee  on  Federal  Legislation. 

The  annual  report  of  the  Committee  on  Federal  Leg- 
islation states: 

Upon  reviewing  this  resolution,  your  committee  ex- 
pressed support  for  the  three  resolves  contained 
therein  but  feels  that  the  resolution  requires  no  spe- 
cific action  on  our  part  since  they  already  have  been 
implemented. 

PSRO's:  Norms  (page  1269).  The  House  amended 
and  adopted  resolution  74-33,  Development  of  Norms 
for  PSRO's.  The  text  of  the  amended  resolution  fol- 
lows: 

WHEREAS,  PSRO’s  are  required  to  apply  profession- 
ally developed  norms  of  care,  diagnosis  and  treatment 
based  upon  typical  patterns  of  practice  in  their  re- 
spective regions;  and 

WHEREAS.  The  manner  of  development  as  well  as 
the  precise  nature  of  the  “norms”  is  ambiguous  and 
the  subject  of  varied  interpretations;  and 

WHEREAS,  The  AMA  Task  Force  on  Guidelines  of 
care  in  the  course  of  its  study  of  the  PSRO  law  has  of- 
fered the  following  technical  definitions  of  the 
"norms,  criteria  and  standards”  which  have  been 
adopted  by  the  National  PSRO  Council; 

Norms — Medical  care  appraisal  norms  are  numeri- 
cal or  statistical  measures  of  usual  observed  perfor- 
mance. 

Criteria — Medical  care  criteria  are  predetermined 
elements  against  which  aspects  of  the  quality  of  a 
medical  service  may  be  compared.  They  are  devel- 
oped by  professionals  relying  on  professional  exper- 
tise and  on  the  professional  literature. 

Standards—  Standards  are  professionally  devel- 
oped expressions  of  the  range  of  acceptable  variation 
from  a norm  or  criteria. 

Screening — Screening  is  a process  in  which  norms, 
criteria,  and  standards  are  used  to  analyze  large  num- 
bers of  cases  in  order  to  select  for  study  in  greater 
depth  those  cases  not  meeting  agreed-upon  standards; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  to  have  the  PSRO  law  amended  to 
specifically  direct  the  respective  PSRO’s  to  ascertain 
and  develop  appropriate  norms,  criteria  and  stan- 
dards, drawing  upon  the  expertise  of  national,  state, 
and  county  medical  associations  and  specialty  so- 
cieties, especially  those  at  the  local  level;  and  be  it 
further 

Resolved,  That  the  PSRO  law  be  further  amended 
to  specifically  state  that  norms,  criteria,  and  stan- 
dards are  to  be  guides  only  and  cannot  be  substituted 
for  individual  professional  judgment  of  physicians. 
This  was  referred  to  the  Committee  on  PSRO  and  to 
the  Committee  on  Federal  Legislation. 

The  annual  report  of  the  Committee  on  Federal  Leg- 
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islation  expresses  the  opinion  that  “any  action  on  the 
part  of  the  State  Medical  Society  should  be  based  on 
recommendations  of  the  PSRO  Committee.” 

Publicity:  Weekly  Articles  in  Media  (page  1178). 
The  House  referred  resolution  74-42,  Publicity  to  the 
Laity,  through  the  Council  to  the  Committee  on  Public 
and  Professional  Relations  for  further  consideration. 

This  resolution  was  transmitted  to  the  chairman  of 
the  Committee  on  Public  and  Professional  Relations. 

The  committee’s  September  report  to  the  Council 
stated: 

“A  program  of  communicating  to  and  influencing 
the  public  only  can  be  accomplished  if  enough  funds 
are  available.”  The  cost  of  a display  advertisement  in 
the  Sunday  Times  each  week  for  a year  was  estimated 
at  $115,000 — an  amount  far  in  excess  of  the  allocation 
of  $10,000  a year  proposed  in  the  resolution.  The  re- 
port stated  the  committee’s  intention  of  using  Public 
Relations  Committee  funds  and  Public  and  Profes- 
sional Division  staff  to  conduct  a survey  “to  help  de- 
termine the  membership’s  desire  for  the  Medical  So- 
ciety of  the  State  of  New  York  to  fund  and  place  paid 
advertising  in  the  State  media.”  The  Committee  re- 
quested the  provision  of  a budget  of  not  more  than 
$7,000  to  prepare  a series  of  public  service  radio 
broadcasts.  The  Council  approved  this  request  and 
submitted  it  to  the  Board  of  Trustees.  At  the  Sep- 
tember meeting  of  the  Board,  the  Trustees  authorized 
an  allocation  of  up  to  $7,000  for  this  purpose. 

The  annual  report  of  the  Committee  on  Public  and 
Professional  Relations  describes  the  survey  which  was 
conducted  and  presents  the  results.  The  report  states: 
The  committee  reported  to  the  Council  that  a pro- 
gram to  accomplish  the  goals  of  resolution  74-42  has 
merit,  is  feasible,  is  desired  by  the  membership,  and 
has  the  support  of  the  committee.  The  committee 
further  recommended  that  an  assessment  be  placed 
on  all  members  in  the  amount  of  $30  per  member  to 
fund  the  needed  and  desired  program.  The  Council 
accepted  the  report  and  referred  the  report  to  the 
1975  House  of  Delegates  for  action. 

Radiologists:  Fee  for  Service  Payments  in  Hospi- 
tals (pages  1295  and  1296).  The  House  of  Delegates 
amended  and  adopted  resolution  74-113,  Opposition  to 
Mandated  Fixed-Salary  Contracts  Between  Hospitals 
and  Radiologists.  The  resolution  begins  by  citing  an 
advisory  opinion  to  the  State  Commissioner  of  Health 
by  Counsel  to  the  Comptroller  of  the  State  of  New  York 
to  the  effect  that  “a  public  general  hospital  must  com- 
pensate its  radiologists  exclusively  on  a salary  basis.” 
The  amended  resolved  portion  provides  that  “The  Med- 
ical Society  of  the  State  of  New  York  reaffirm  its  posi- 
tion that  physicians  shall  be  free  to  make  financial  ar- 
rangements with  the  hospital  as  they  see  fit  without 
compulsion  and  that,  if  the  above  fact  represents  an  ac- 
curate interpretation  of  the  law,  action  be  taken  to 
amend  the  law.” 

A copy  of  the  resolution  was  sent  to  the  Society’s  Gen- 
eral Counsel,  J.  Richard  Burns,  J.D.,  with  a request  for 
his  opinion  on  the  procedure  to  be  followed  to  accom- 
plish the  instructions  contained  in  it. 

Relative  Value  Scale:  Regional  Conversion  Fac- 
tors (page  1289).  The  House  amended  and  adopted 
resolution  74-48,  Relative  Value  Scale,"  which  provides 


that  the  representatives  of  the  Medical  Society  of  the 
State  of  New  York  who  negotiate  for  the  Society  be  in- 
structed to  utilize  negotiated  regional  conversion  factors 
for  application  to  the  Relative  Value  Scale  when  such 
are  warranted  to  reflect  the  different  fee  patterns  of 
physicians  that  exist  in  different  regions  of  the  State. 

This  resolution  was  transmitted  to  the  chairman  of 
the  Committee  on  Workmen’s  Compensation. 

At  the  June  Council  meeting,  the  Committee  on  So- 
cioeconomics proposed  an  amended  version  of  the  re- 
solved of  this  resolution.  The  Council  amended  the  re- 
solved paragraph  further  to  read  as  follows: 

(deletions,  lined);  (additions  underlined) 

That  the  representatives  of  the  Medical  Society  of  the 
State  of  New  York,  who  negotiate  for  the  Society,  be 
instructed  to  utilize  regional  conversion  factors  with 
floating  consideration  for  application  to  the  RVS 
when  such  is  warranted  mandated  by  governmental 
agencies  to  reflect  the  different  fee  patterns  of  physi- 
cians that  exist  in  different  regions  of  the  State,  and 
that  the  Council  approve  the  amended  terminology. 
The  Council  voted  approval  of  the  resolution  as  thus 
amended. 

Resolutions:  Deadline  (page  1296).  The  House 

adopted  resolution  74-115,  House  of  Delegates  Resolu- 
tions, providing  that  the  Speaker  require  the  submis- 
sion to  him  of  all  except  emergency  and  newly  pertinent 
resolutions  not  less  than  24  hours  prior  to  the  opening 
session  of  the  1975  House  of  Delegates,  with  the  excep- 
tion of  resolutions  submitted  by  section  delegates.” 

The  letter  of  December  9,  1974  to  members  of  the 
House  of  Delegates  from  Speaker  Way  and  Vice-Speak- 
er Wagreich  states  this  requirement.  Copies  of  the  let- 
ter were  sent  to  officers  of  the  county  medical  societies. 

Rubeola:  Reporting  (page  1229).  The  House 

amended  and  adopted  resolution  74-19,  Prompt  Re- 
porting of  Cases  of  Rubeola  to  Local  Health  Depart- 
ments. As  amended  the  resolution  provides  that  this 
Society  continue  to  alert  physicians,  through  its  commu- 
nications media,  to  promptly  report  cases  of  rubeola  by 
telephone  and  by  mail  to  their  local  Public  Health  De- 
partment. 

This  was  referred  to  the  director  of  the  Division  of 
Public  and  Professional  Affairs  and  to  the  editor  of  the 
News  of  New  York. 

This  resolution  was  published  in  full  on  page  2 of  the 
May  1974  issue  of  News  of  New  York. 

School  Physical  Examinations:  Use  of  Nurse 

Practitioners  (pages  1227  and  1228).  The  House 
adopted  a reference  committee  report  which  stated: 

The  reference  committee  has  read  with  great  inter- 
est the  report  of  the  School  Health  Committee  and 
endorses  the  report  with  one  exception.  A statement 
in  the  report  reads  as  follows:  “Routine  tests  and 

simple  examinations  might  be  performed  by  a school 
nurse  practitioner.” 

The  reference  committee  recommends  that  this 
procedure  be  carried  out  only  under  the  direct  super- 
vision and  responsibility  of  a physician. 

This  action  was  reported  to  the  chairman  of  the  Com- 
mittee on  School  Health. 

Scientific  Program  (pages  1180  and  1181).  The 
House  adopted  a portion  of  t he  report  on  Scientific  Ac- 
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tivities.  Publications,  and  Miscellaneous  Matters  which 
stated: 

Your  reference  committee  would  like  to  applaud 
the  Convention  Committee  for  its  maintenance  of 
high  quality  programs.  The  committee  would  like  to 
suggest  that,  in  light  of  present  conditions,  future  ses- 
sions involve  clinically  oriented  programs  which  will 
place  emphasis  on  performance  and  correction  of  defi- 
ciencies indicated  by  medical  audit  procedures. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Convention. 

Scat  Holts  and  Head  Hosts  (pages  1263  and  1264). 
The  House  of  Delegates  amended  and  adopted  resolu- 
tion 74-65,  Deactivation  of  Seat  Belt  Mechanisms  and 
Nonuse  of  Head  Rests,  which  calls  on  the  Society  to 
condemn  the  practice  of  deactivating  seat  belt  mecha- 
nisms, to  request  the  enactment  of  legislation  outlawing 
that  practice,  and  to  support  in  principle  “legislation  to 
make  it  a traffic  violation  with  appropriate  punishment 
for  anyone  driving  a 1974  or  later  model  automobile 
without  having  the  seat  belt  properly  attached  and 
hooked  up  and  without  having  the  head  rest  in  the  fully 
raised  position.” 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

The  report  of  the  Committee  on  Accident  and  Injury 
Prevention  states  that  seat  belt  legislation  was  passed 
bv  the  New  York  State  Senate  but  not  by  the  Assembly. 
The  report  expresses  the  hope  that  this  bill  will  be  en- 
acted in  1975. 

Smallpox  Vaccination  (page  1227).  The  House 
adopted  a recommendation  of  the  Reference  Committee 
on  Public  Health  and  Education  supporting  “the  action 
taken  by  the  Council  in  September  1973,  which,  in  ef- 
fect, asks  for  mandatory  smallpox  vaccination.” 

This  action  was  reported  to  the  chairman  of  the  Com- 
mittee on  Preventive  Medicine. 

The  annual  report  of  the  Committee  on  Preventive 
Medicine  states,  "It  is  our  hope  that  we  discontinue 
mandatory  smallpox  vaccination  when  the  disease  ap- 
pears definitely  on  the  wane.” 

Smoking  in  House  of  Delegates  (page  1235).  The 
House  adopted  resolution  74-93,  Ban  on  Smoking  in  the 
House  of  Delegates,  which  provided  that  the  Society 
impose  such  a ban. 

The  Speaker  ruled  that  the  ban  would  take  effect  at 
the  1975  annual  meeting  of  the  House. 

Specialists:  Recertification  (page  1283).  The 

House  of  Delegates  adopted  a portion  of  the  report  of 
the  Reference  Committee  on  Medical  Services  which 
stated  that  the  committee  was  recently  informed  that 
the  American  Board  of  Medical  Specialty  Societies  was 
in  the  process  of  recommending  mandatory  recertifica- 
tion of  specialists  based  on  challenge  examinations:  and 
that  the  committee  disapproved  of  this  stance  and  rec- 
ommended recertification  based  on  the  concept  of  con- 
tinuing medical  education  and  performance. 

This  action  of  the  House  was  reported  to  the  chair- 
man of  the  Interspecialty  Committee. 

Specialty  Status:  Recertification  (page  1234). 

The  House  of  Delegates  amended  and  adopted  resolu- 
tion 74-58,  Recertification  of  Medical  Specialty  Status, 
the  resolved  portions  of  which  follow: 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  concept  of  recertification 
through  documented  continuing  medical  education 
and  assessment  of  performance;  and  be  it  further  . . . 

Resolved,  That  the  Medical  Society  of  the  State  of 
New'  York,  through  its  delegates  to  the  American 
Medical  Association,  propose  the  support  of  this  con- 
cept by  the  American  Medical  Association;  and  be  it 
further 

Resolved,  That  copies  of  this  resolution  be  for- 
warded to  all  certifying  Medical  Specialty  Boards  in 
the  United  States. 

This  resolution  was  referred  to  the  chairman  of  the 
New  York  Delegation  to  the  American  Medical  Associa- 
tion. 

The  twenty-two  certifying  medical  specialty  boards  in 
the  United  States  were  notified  of  the  action  of  our 
House  of  Delegates.  The  executive  director  of  the 
American  Board  of  Surgery  replied,  “Your  notification 
will  be  presented  to  the  Board  when  it  meets  in  January 
1975.” 

Sterilization  Under  Medicaid  (page  1286).  The 
House  amended  and  adopted  resolution  74-10,  Steril- 
ization Under  Medicaid,  supporting  the  principle  that 
the  sterilizing  procedure  be  reimbursable  under  the 
State  Medicaid  Law,  calling  for  removal  from  the  State 
Medicaid  handbook  of  all  statements  to  the  contrary, 
and  calling  on  this  Society  to  pursue  elimination  of  dis- 
criminatory regulations  in  Federal  and  State  law  to  ac- 
complish this  objective. 

This  resolution  was  transmitted  to  the  chairman  of 
the  Committee  on  State  Legislation. 

Supplementary  Reports:  Availability  to  Refer- 

ence Committees  (pages  1235  and  1296).  The  House 
received  a report  from  its  Reference  Committee  on  Pub- 
lic Health  and  Education  which  contained  the  following 
statement: 

The  reference  committee  notes  with  regret  that  the 
published  committee  reports  in  the  January  issue  of 
the  New  York  State  Journal  of  Medicine  do  not  al- 
ways accurately  reflect  the  up-to-date  deliberations  of 
these  committees.  We  recommend  that  some  meth- 
odology be  promulgated  to  make  certain  the  reference 
committee  has  the  most  recent  information  that  the 
individual  committee  has  to  offer  to  insure  adequate 
discussion.  WTe  urge  that  the  committees  make  avail- 
able to  the  reference  committee  their  supplementary 
reports  prior  to  the  beginning  of  its  hearings.  We 
also  urge  the  Speaker  to  make  a ruling  that  the  final 
filing  date  for  submission  of  resolutions  be  at  least 
one  week  prior  to  the  convening  of  the  House  of  Dele- 
gates. 

Action  on  this  recommendation  was  postponed,  and 
the  House  finally  adopted  resolution  74-115  providing 
that,  with  some  exceptions,  resolutions  be  submitted  to 
the  Speaker  not  less  than  24  hours  prior  to  the  opening 
session  of  the  1975  House  of  Delegates. 

The  letter  of  December  9,  1974  to  members  of  the 
House  of  Delegates  from  Speaker  Way  and  Vice-Speak- 
er Wagreich  states  this  requirement.  Copies  of  the  let- 
ter were  sent  to  officers  of  the  county  medical  societies. 

Triplicate  Prescriptions  (pages  1261  and  1263). 
The  House  of  Delegates  adopted  resolution  74-15,  Trip- 
licate Prescriptions,  the  “iesolved”  portion  of  which 
reads: 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  promote  and  enthusiastically  support  a re- 
peal of  that  portion  of  the  Drug  Control  Law  that  re- 
quires triplicate  prescriptions. 

The  House  also  adopted  resolution  74-37,  New  York 
State  Triplicate  Prescription  Law — Amendment  to 
Protect  the  Privacy  of  Patients,  the  “resolved”  portions 
of  which  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  physicians  and  their  patients 
to  exert  every  effort  to  amend  the  Triplicate  Prescrip- 
tion Law  to  protect  the  privacy  of  physicians’  pa- 
tients; and  be  it  further 

Resolved,  That  MSSNY  contact  the  State  legisla- 
ture to  inform  them  of  its  position  in  this  regard  and 
to  request  their  help  and  cooperation;  and  be  it  fur- 
ther 

Resolved,  That  MSSNY  contact  physicians  and 
their  patients  in  a manner  similar  to  that  used  by  the 
Nassau  County  Medical  Society. 

Both  of  these  resolutions  were  referred  to  the  Com- 
mittee on  State  Legislation. 

The  annual  report  of  the  Committee  on  State  Legisla- 
tion states  that  a bill  sponsored  and  supported  by  the 
Medical  Society  of  the  State  of  New  York  which  would 
have  repealed  the  triplicate  prescription  provisions  of 
the  Controlled  Substances  Act  died  in  committee  in  the 
Legislature. 

What  Goes  On  (page  1182).  The  House  adopted  a 
suggestion  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous  Matters  that 
additional  input  for  What  Goes  On  be  sought  from  local 
agencies  such  as  medical  centers,  regional  medical  pro- 
grams, county  medical  societies,  and  so  forth. 

This  was  referred  to  the  editor  of  What  Goes  On. 

A report  of  the  sources  from  which  material  is  sought 
and  received  for  publication  in  What  Goes  On  is  includ- 
ed in  the  report  of  the  executive  vice-president  under 
the  heading  “Scientific  Activities.” 

Workmen’s  Compensation:  Arbitration  Enforce- 
ment (page  1267).  Upon  recommendation  of  the  Ref- 
erence Committee  on  Governmental  Affairs  and  Legal 
Matters,  the  House  of  Delegates  referred  resolution  74- 
78,  Failure  of  a Carrier  to  Pursue  Agreed  Arbitration, 
to  the  Workmen’s  Compensation  Committee.  The 
chairman  of  the  Committee  on  Workmen’s  Compensa- 
tion was  informed  of  this  action. 

If  adopted  the  resolution  would  provide  that  this  So- 
ciety (1)  “request  the  chairman  of  the  Workmen’s  Com- 
pensation Board  to  establish  within  its  structure  an  of- 
fice for  arbitration  proceedings  which  shall  have  the 
power  to  enforce  arbitration  where  arbitration  has  been 
requested  by  the  carrier  and  consented  to  and  paid  for 
by  the  physician”  and  (2)  “urge  the  enactment  of  legis- 
lation to  provide  that  any  carrier  failing  to  bring  his  case 
for  arbitration  when  the  physician  has  expressed  will- 
ingness to  arbitrate  and  has  paid  the  statutory  fee  shall 
be  penalized  by  a fine  to  be  set  forth  in  the  law.” 

The  Committee  on  Workmen’s  Compensation  and 
Occupational  Health  reported  to  the  Council  in  Septem- 
ber: 

Mechanisms  now  exist  to  deal  with  the  problem 
noted,  and  a carrier  cannot  unilaterally  stop  an  arbi- 


tration proceeding.  It  is  recommended  that  the 

Council  take  no  action  on  this  resolution. 

The  Council  approved  the  recommendation. 

Workmen’s  Compensation  Board:  Complaint  Bu- 
reau (pages  1266  and  1267).  The  Reference  Commit- 
tee on  Governmental  Affairs  and  Legal  Matters  recom- 
mended that  resolution  74-77,  Relief  from  the  Failure  of 
Carriers  to  Follow  the  Guidelines  for  Payment  as  De- 
scribed in  the  Workmen’s  Compensation  Law,  be  re- 
ferred to  the  Workmen’s  Compensation  Committee. 

The  House  of  Delegates  voted  to  do  so. 

The  chairman  of  the  Committee  on  Workmen’s  Com- 
pensation was  informed  of  this  action. 

If  adopted,  the  resolution  would  require  that  the  Soci- 
ety request  remedial  legislation  and  regulations  to 
create  a Complaint  Bureau  within  the  Workmen’s  Com- 
pensation Board  with  powers  to  receive  and  act  on  all 
complaints  and  to  provide  relief  and  to  impose  penalties 
as  shall  be  provided  by  law.  It  would  also  provide  that 
such  legislation  and  regulations  require  that  physicians 
send  copies  of  their  bills  with  their  reports  to  the  Chair- 
man of  the  Board  to  establish  date  of  receipt  thereof. 

The  Committee  on  Workmen’s  Compensation  and 
Occupational  Health  reported  to  the  Council  in  Septem- 
ber: 

Mechanisms  already  exist  within  the  Workmen’s 

Compensation  Board  to  deal  with  complaints,  and  the 

Committee  recommends  that  the  Council  take  no  ac- 
tion on  this  resolution. 

The  Council  approved  the  recommendation  of  “no  ac- 
tion.” 

Workmen’s  Compensation  Hearings:  Written  In- 
terrogatories (page  1291).  The  House  amended  and 
adopted  resolution  74-82,  The  Use  of  Written  Inter- 
rogatories as  Evidence  in  Compensation  Hearings, 
which  calls  on  this  Society  to  petition  the  Workmen’s 
Compensation  Board  to  amend  its  rules  to  permit  (1) 
submission  of  written  interrogatories  by  a physician  in 
lieu  of  personal  appearance  at  hearings,  (2)  payment  of  a 
regular  testifying  fee  for  completion  of  such  interrogato- 
ries, and  (3)  if  it  is  necessary,  summoning  of  the  physi- 
cian to  attend  the  hearing  and  payment  of  the  regular 
fee  for  such  purpose. 

This  was  referred  to  the  chairman  of  the  Committee 
on  Workmen’s  Compensation. 

At  its  September  meeting,  the  Council  adopted  a rec- 
ommendation of  the  Committee  on  Workmen’s  Com- 
pensation and  Occupational  Health  that  this  resolution 
be  conveyed  to  the  chairman  of  the  Workmen’s  Com- 
pensation Board  for  his  consideration  and  implementa- 
tion. A copy  of  the  resolution  was  accordingly  sent  to 
the  Honorable  Albert  D’Antoni  with  a request  for  con- 
sideration and  implementation. 

Workmen’s  Compensation  Law:  Proposed 

Amendments  (page  1293).  The  Reference  Committee 
on  Medical  Services  recommended  that  resolution  74- 
88,  Legislation  Relief  Under  Compensation  Law,  be  re- 
ferred to  the  Workmen’s  Compensation  Committee  for 
consideration  and  clarification  with  the  Superintendent 
of  Insurance. 

The  House,  after  discussion,  voted  to  refer  this  resolu- 
tion to  general  counsel  for  report  to  the  Committee  on 
Workmen’s  Compensation  Insurance  and  Occupational 
Health. 
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A copy  of  the  resolution  was  accordingly  transmit  ted 
to  Mr.  Burns.  Upon  recommendation  of  the  Committee 
on  Workmen’s  Compensation  and  Occupational  Health, 
the  Council,  at  its  September  meeting  again  referred 
this  matter  to  the  general  counsel,  and  Mr.  Burns  was  so 
informed. 

Workmen's  Compensation  Insurance:  No-Fault 

Insurance  (page  1267).  The  House  of  Delegates  re- 
ferred resolution  74-86,  Suspension  of  Corporation 
Guidelines  in  Patients  Covered  by  No-Fault  Insurance, 
to  the  Committee  on  Workmen’s  Compensation  “for 
further  clarification,”  and  the  chairman  of  the  commit- 
tee has  been  so  informed. 

If  adopted,  the  resolution  would  call  on  this  Society  to 
request  legislation  to  provide  for  suspension  of  benefits 
under  the  Workmen’s  Compensation  Law  until  the  ben- 


efits of  the  No-Fault  Law  have  been  used  up  and  for  re- 
version to  the  Workmen’s  Compensation  Law  for  any 
necessary  further  treatment. 

The  Committee  on  Workmen’s  Compensation  and 
Occupational  Health  reported  to  the  Council  in  Septem- 
ber: 

The  New  York  State  Superintendent  of  Insurance 
. . . has  held  hearings  and  presumably  will  hold  fur- 
ther hearings  to  resolve  this  matter.  The  Medical  So- 
ciety of  the  State  of  New  York  will  keep  abreast  of  de- 
velopments and,  as  it  has  to  date,  continue  its  efforts 
to  assure  the  proper  care  of  the  patient  and  the  rights 
of  the  treating  physician.  It  is  therefore  recommend- 
ed to  the  Council  that  no  action  be  taken  on  this  reso- 
lution pending  developments. 

The  Council  approved  this  recommendation. 


House  Committee  on  Bylaws 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
The  House  Committee  on  Bylaws  consists  of  the  fol- 


lowing members: 

Joseph  F.  Shanaphy,  M.D.,  Chairman  ....  Richmond 

Carl  Goldmark,  Jr.,  M.D.,  New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Gerald  L.  Glaser,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

George  T.  C.  Way,  M.D.,  ex  officio  Dutchess 

Lynn  R.  Callin,  M.D.,  ex  officio  Monroe 

Henry  I.  Fineberg,  M.D.,  ex  officio 
Edward  Siegel,  M.D.,  ex  officio 
J.  Richard  Burns,  J.D.,  ex  officio 


The  House  Committee  on  Bylaws  has  been  charged 
with  the  consideration  of  those  resolutions  referred  to  it 
by  the  1974  House  of  Delegates.  The  committee  has 
considered  such  resolutions  and  the  recommendations 
of  the  committee  are  as  follows: 


Resolution  74-1,  Election  of  Councilors 

Introduced  by  Seventh  District  Branch 

WHEREAS,  The  Councilors  of  the  Medical  Society 
of  the  State  of  New  York  are  now  elected  by  the 
House  of  Delegates;  and 

\\  HEREAS,  This  method  does  not  necessarily  in- 
sure that  the  individual  Councilor  will  truly  represent 
his  constituency;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  democratic  principle  of  having 
each  of  the  nine  councilors  elected  by  the  District 
Branch  he  represents;  and  be  it  further 
Resolved,  That  the  remaining  three  Councilors  be 
elected  by  the  House  of  Delegates;  and  be  it  further 
Resolved,  That  Article  IV,  Section  1,  Paragraph  3, 
of  the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  changed  to  read: 


Three  councilors  should  be  elected  at  large,  one 
each  year  to  serve  overlapping  terms  of  three  years 
each.  Nine  of  the  councilors  should  be  elected  by 
their  respective  district  branches  with  overlapping 
terms  of  three  years  each  so  that  three  would  be 
elected  each  year.  In  the  event  of  a vacancy,  a 
councilor  shall  be  elected  for  the  unexpired  term. 
The  committee  unanimously  voted  to  defer  action  on 
this  resolution  pending  a report  of  the  Ad  Hoc  Commit- 
tee of  the  House  To  Study  Methods  of  Election  of 
Council  Members  and  AM  A Delegates. 

Resolution  74-2,  Osteopathic  Physicians 

Introduced  by  The  Medical  Society  of  the  County  of 
New  York 

WHEREAS,  Many  able,  well  trained  graduates  of 
osteopathic  schools  are  now  participating  in  intern 
and  resident  programs  approved  by  the  American 
Medical  Association;  and 

WHEREAS,  Despite  their  completion  of  approved 
programs,  they  are  ineligible  for  membership  in  coun- 
ty medical  societies  and  in  the  Medical  Society  of  the 
State  of  New  York;  and 

WHEREAS,  The  American  Medical  Association  ac- 
cepts qualified  graduates  of  osteopathic  schools  as 
members;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  give  equal  consideration  for  membership  in 
these  societies  to  graduates  of  approved  osteopathic 
medical  schools,  who  complete  their  training  at  intern 
or  residency  level  in  programs  approved  by  the  Amer- 
ican Medical  Association;  and  be  it  further 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

Article  II,  Section  1,  be  changed  by  inserting  the 
words  “or  osteopathic-’  after  the  words  "medical-- 
in  the  second  and  third  paragraphs  each  time  it  ap- 
pears. 
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Resolution  74-3,  Membership  for  Osteopathic 
Physicians  in  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  John  E.  Shelley,  M.D.,  as  an  individual 
WHEREAS,  The  training  in  schools  of  osteopathic 
medicine  is  similar  to  that  given  in  Medical  Schools; 
and 

W7HEREAS,  Osteopathic  physicians  are  licensed  to 
practice  medicine  and  surgery  in  New  York;  and 
WHEREAS,  Osteopathic  graduates  are  eligible  for 
American  Medical  Association  approved  internship 
and  residency  training  in  most  specialties;  and 

WHEREAS,  Osteopathic  graduates  are  eligible  for 
medical  society  membership  in  some  states;  therefore 
be  it 

Resolved , That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

Article  II,  Section  1,  be  changed  by  inserting  the 
words  “or  osteopathic”  after  the  word  “medical”  in 
the  second  and  third  paragraphs  each  time  it  ap- 
pears. 

These  resolutions  were  considered  together  since  the 
purpose  of  each  was  to  create  a new  category  of  mem- 
bership for  osteopathic  physicians.  The  committee 
voted  to  recommend  that  no  action  be  taken  on  these 
resolutions  since  their  purpose  was  effectively  accom- 
plished at  the  last  session  of  the  House  of  Delegates. 
Osteopathic  physicians  are  presently  eligible  for  mem- 
bership in  the  Medical  Society  of  the  State  of  New  York. 


Resolution  74-4,  Eligibility  of  Life  Membership 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  The  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  now  allow  any  member  to  be- 
come a Life  Member,  enjoying  all  the  benefits  of  life 
membership  upon  attaining  the  age  of  70;  and 

WHEREAS,  There  is  no  specification  as  to  any  re- 
quired duration  of  active  membership  prior  to  eligibil- 
ity for  life  membership;  therefore  be  it 

Resolved,  That  the  MSSNY  amend  the  Bylaws,  Ar- 
ticle II,  Section  1,  Seventh  paragraph  as  follows: 

An  active  member  in  good  standing  for  five  con- 
secutive years  before  reaching  the  age  of  seventy 
years,  unless  there  are  extenuating  reasons  such  as 
illness,  or  an  active  member  in  good  standing  for 
five  years  or  more  who  is  permanently  disabled, 
may  apply  for  life  membership. 

In  considering  this  resolution  the  committee  dis- 
cussed the  advisability  of  requiring  that  the  physician 
applying  for  life  membership  on  the  basis  of  age  or  disa- 
bility have  been  an  active  member  for  the  five  consecu- 
tive years  immediately  preceeding  such  application. 
Although  the  vote  was  not  unanimous  the  committee 
voted  to  recommend  approval  of  the  following  substi- 
tute resolved  portion: 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York,  Article  II,  Section  1 , para- 
graph 7,  be  amended  to  read  as  follows: 

“An  active  member  in  good  standing  for  THE 
five  consecutive  years  before  reaching  the  age  of 
seventy  years,  unless  there  are  extenuating  rea- 
sons such  as  illness,  or  an  active  member  in  good 
standing  for  five  consecutive  years  or  more  who  is 


permanently  disabled,  may  apply  for  life  member- 
ship.” 

The  committee  recommends  approval  of  resolution 
74-4  as  amended 

Resolution  74-97,  The  First  District  Branch  as 
the  Medical  Society  of  the  City  of  New  York 
Introduced  by  First  District  Branch 

WHEREAS,  The  present  structure  and  function  of 
the  First  District  Branch  and  its  Coordinating  Coun- 
cil does  not  provide  sufficient  coordination  or  coop- 
eration between  the  five  county  medical  societies  of 
the  City  of  New  York  to  best  meet  the  needs  of  the 
physicians  and  the  people  of  the  City  of  New  York; 
and 

WHEREAS,  In  its  wisdom  the  legislature  of  the 
State  of  New  York  has  granted  sufficient  “home  rule 
and  autonomy”  to  the  Municipal  Government  of  the 
City  of  New  York  to  provide  for  the  special  needs  of 
its  inhabitants;  and 

WHEREAS,  The  First  District  Branch  presently 
encompasses  approximately  one  half  of  the  physician- 
members  of  the  Medical  Society  of  the  State  of  New 
York;  and 

WHEREAS,  The  First  District  Branch  has  as  its 
objectives; 

1.  To  consider  and  to  make  policy  concerning 
those  matters  of  medical  practice  and  health  care 
delivery  that  are  specifically  local  city  problems 
which  are  characteristic  and  special  to  the  needs  of 
the  physician  and  citizens  of  the  City  of  New  York; 
and 

2.  To  provide  a consensus  of  opinion  of  five 
New  York  City  county  medical  societies  to  the 
Medical  Society  of  the  State  of  New  York  in  mat- 
ters concerning  general  interest  to  the  medical  pro- 
fession and  the  delivery  of  health  care  to  the  people 
of  this  State  and  this  Nation;  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical  Society 

of  the  State  of  New  York  be  amended  in  the  following 
manner; 

Article  XVII,  (District  Branches)  Section  1 (para- 
graph 2)  shall  read: 

The  First  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Counties 
of  Bronx,  Kings,  New  York,  Queens,  and  Richmond 
and  shall  alternately  be  designated  as  the  Medical 
Society  of  the  City  of  New  York;  and  be  it  further 
Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  in  the  following 
manner: 

Article  XVII,  Section  2,  (District  Branches)  de- 
lete “.  . . in  any  way  which  that  body  may  advise,” 
and  substitute  . . . with  budgetary  allotment  and 
administrative  assistance  provided  by  the  Medical 
Society  of  the  State  of  New  York  in  proportion  to 
the  contribution  of  each  of  the  dues  paying  mem- 
bers of  the  district  branches. 

Article  XVII,  Section  2,  first  paragraph  1 would 
then  read  as  follows:  The  objectives  of  the  district 
branches  shall  be  to  promote  the  scientific,  social, 
cultural,  and  other  interests  of  the  medical  profes- 
sion within  the  district  and  to  cooperate  with  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  with  budgetary  allotment  and  administrative 
assistance  provided  by  the  Medical  Society  of  the 
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State  of  New  York  in  proportion  to  the  contribu- 
tion of  each  of  the  dues  paying  members  of  the  dis- 
trict branches. 

The  committee  noted  that  there  are  no  medical  so- 
cieties of  cities  within  the  structure  of  the  State  Society. 
Thus  there  would  seem  to  be  no  justification  for  amend- 
ing the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  to  provide  for  special  budgetary  allotment 
and  administrative  assistance  to  the  First  District 
Branch  different  from  that  afforded  the  other  district 
branches. 

Therefore  the  committee  unanimously  recommends 
disapproval  of  Resolution  74-97. 

Resolution  74-98,  Amendment  to  the  Bylaws  to 
Redistribute  First  District  Branch  Members 

Introduced  by  Lester  R.  Tuchman,  M.D.,  as  an  Individ- 
ual 

WHEREAS,  The  First  District  Branch  of  the  Med- 
ical Society  of  the  State  of  New  York  has  13,145  mem- 
bers, while  three  districts  have  fewer  than  1,000  mem- 
bers, three  districts  between  1,000  and  2,000  mem- 
bers, and  two  districts  between  2,000  and  3,000  mem- 
bers; and 

WHEREAS,  This  disproportion  represents  an  ineq- 
uity; therefore  be  it 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  XVII,  Section  1 of  the  By- 
laws by  deleting  the  following: 

“The  First  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Counties 
of  Bronx,  Kings,  New  York,  Queens,  and  Rich- 
mond" and  substituting  therefore  the  following: 
"Members  of  the  Medical  Society  of  the  County  of 
New  York  shall  comprise  the  First  District  Branch; 
members  of  the  Bronx  County  Medical  Society  shall 
comprise  the  Tenth  District  Branch;  members  of  the 
Medical  Society  of  the  County  of  Kings  and  the 
Richmond  County  Medical  Society  shall  comprise 
the  Eleventh  District  Branch;  members  of  the 
Medical  Society  of  the  County  of  Queens  shall  com- 
prise the  Twelfth  District  Branch.” 

The  effect  of  this  resolution  would  be  twofold.  It 
would  create  three  additional  district  branches  and  it 
wrould  permit  an  individual  county  to  create  its  own  dis- 
trict branch.  Your  committee  was  of  the  opinion  that 
district  branches  should  be  composed  of  the  physicians 
of  several  counties.  If  this  resolution  were  permitted  to 
pass  it  would  set  a precedent  w hereby  any  county  could 
petition  the  State  Society  to  create  its  own  district 
branch  thereby  making  it  entitled  to  financial  support 
from  the  Medical  Society  of  the  State  of  New'  York. 

Accordingly,  the  committee  recommends  disapproval 
of  Resolution  74-98. 

Resolution  74-108,  Abolishment  of  Compulsory 
Membership  in  the  AMA  by  Student’s  House  Offi- 
cers 

Introduced  by  James  K.  Weber.  Delegate  of  the  Medical 
School  Representatives 

WHEREAS,  The  House  of  Delegates  has  just 
passed  a resolution  mandating  membership  in  the 
AMA  for  all  members  of  MSSNY;  and 

WHEREAS,  The  House  of  Delegates  has  just 
passed  a resolution  permitting  students  in  the  medi- 
cal schools  of  New  York  State  to  join  the  Medical  So- 
ciety of  the  State  of  New  York;  and 


WHEREAS,  There  already  exists  a student  AMA 
as  well  as  a national  organization  of  interns  and  resi- 
dents; and 

WHEREAS,  Both  students  and  house  officers  may 
be  constrained  either  financially  or  temporarily  from 
participation  in  both  statewide  and  national  medical 
organizations;  therefore  be  it 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  membership  in  the  Medical 
Society  for  both  house  officers  and  students  of  New 
York  medical  schools  not  be  contingent  upon  mem- 
bership in  the  AMA. 

This  resolution  was  introduced  as  a result  of  the  ac- 
tions of  the  1974  House  of  Delegates  which  both  created 
a class  of  membership  for  medical  students  and  made 
membership  in  the  AMA  mandatory  for  all  members. 
The  Bylaws  of  the  AMA  do  not  permit  students  to  be- 
come regular  members  of  that  organization  unless  their 
state  organization  accords  them  full  membership. 
Since  the  Bylaws  of  the  State  Society  do  not  grant  stu- 
dent members  the  right  to  vote  or  hold  office,  their  only 
entrance  into  the  AMA  would  be  via  the  direct  route. 
Thus  the  Medical  Society  of  the  State  of  New  York  can- 
not compel  its  student  members  to  belong  to  the  AMA. 
However,  since  the  committee  feels  that  it  would  be  ad- 
vantageous to  spell  this  out  in  our  Bylaws,  it  is  hereby 
recommended  that  resolution  74-108  be  approved  with 
the  following  substitute  resolved  portion: 

Resolved,  That  Article  II,  Section  1,  paragraph  7 of 
Sentence  3 of  the  State  Society  Bylaws  should  be 
amended  to  read  as  follows: 

“Concurrent  membership  in  a component  county 
society  and  the  American  Medical  Association  is 
not  a requirement  for  student  membership.” 

The  committee  recommends  approval  of  the  resolu- 
tion 74-108  as  amended. 

Resolution  74-114,  Separation  of  House  of  Dele- 
gates for  Annual  Convention 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual 
WHEREAS,  One  of  the  most  important  areas  of 
medical  activism  for  the  Medical  Society  of  the  State 
of  New  York  is  with  State  legislation;  and 

WHEREAS,  The  Legislature  of  the  State  of  New 
York  initiates  its  annual  session  promptly  after  the 
first  of  January;  and 

WHEREAS,  By  the  time  of  the  meeting  of  the 
House  of  Delegates  in  late  February,  major  activities 
in  the  area  of  health  legislation  are  already  pro- 
grammed for  the  current  session;  and 

WHEREAS,  The  Council  of  this  Society  in  Sep- 
tember, 1973,  fully  aware  of  this  major  roadblock  to 
effective  legislation  effort,  voted  to  separate  and 
transfer  the  meeting  of  this  House  of  Delegates  from 
the  time  of  the  annual  convention  in  February  to  a 
Fall  meeting  time  w'ithout  specification  of  place;  and 
WHEREAS,  The  1973  Bylaws  of  this  Society  man- 
dates that  both  the  Convention  and  the  House  of  Del- 
egates meet  at  the  same  time  and  place;  therefore  be 
it 

Resolved,  That  the  first  sentence  of  Article  III, 
Section  3 of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  to  read  as  follows: 

The  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  and  the  annual  meeting  of  the 
House  of  Delegates  shall  be  held  at  the  call  of  the 
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speaker.  Such  annual  meetings  may  be  held  during 
the  annual  convention  of  the  Medical  Society  of  the 
State  of  New  York  though  this  is  not  required;  and 
be  it  further 

Resolved,  That  Article  XIII,  Section  1,  paragraph  2 
of  the  Bylaws  be  amended  as  follows: 

This  convention  shall  include  the  annual  scientif- 
ic program  which  shall  include  the  annual  meetings 
of  the  sections  and  sessions  and  scientific  motion 
pictures  and  exhibits,  and  such  other  activities  and 
presentations  as  the  House  of  Delegates  or  Council 
may  direct. 

The  annual  meetings  of  the  Medical  Society  of 
the  State  of  New  York  and  the  House  of  Delegates 
may  or  may  not  be  held  at  such  convention  pursu- 
ant to  the  provisions  of  Article  III,  Section  3 of 
these  Bylaws. 

Your  committee  heartily  approves  of  this  resolution 
since  it  would  permit  the  flexibility  which  is  needed  at 
this  time.  The  resolution  would  permit  the  annual 
meetings  of  the  House  of  Delegates  and  the  Medical  So- 
ciety of  the  State  of  New  York  to  be  held  jointly  but 
would  not  mandate  that  they  be  so  held.  The  effect 
would  be  to  permit  the  annual  meeting  of  the  House  of 
Delegates  to  be  held  in  the  Fall  of  the  year  which  would 
be  most  appropriate  for  the  implementation  of  the  Soci- 
ety’s legislation  program  without  requiring  that  a choice 
be  made  with  respect  to  the  scientific  program  schedule 
prior  to  the  time  when  the  effect  of  such  choice  can  be 
evaluated. 

The  committee,  therefore,  unanimously  recommends 
approval  of  Resolution  74-114. 

Resolution  74-116,  House  of  Delegates  Resolu- 
tions 

Introduced  by  Schenectady  County  Medical  Society 
WHEREAS,  Resolutions  to  the  House  of  Delegates 
may  be  submitted  any  time  in  the  year  intervening 
between  the  prior  House  of  Delegates  and  the  com- 
mencement of  the  House  at  which  the  resolutions  will 
be  presented;  and 

WHEREAS,  In  these  times  of  significant  changes 
in  the  health  field  which  require  careful  deliberation 
in  an  attempt  to  meet  the  problems  which  arise;  and 
WHEREAS,  At  this  House  of  Delegates  there  have 
been  submitted  one  hundred  and  fourteen  resolutions 
of  which  over  sixty  were  submitted  on  Sunday,  Febru- 
ary 24th  in  a two  hour  period;  and 

WHEREAS,  It  is  both  impossible  for  the  Delegates 
to  give  these  resolutions  the  consideration  which  they 
deserve  and  next  to  impossible  for  staff  to  process 
these  in  the  short  time  allotted;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws,  Article  V,  Section  2 — so 
as  to  require  that  all,  except  emergency  and  newly 
pertinent  resolutions,  be  submitted  to  the  Speaker 
not  less  than  24  hours  prior  to  the  opening  session  of 
the  House  of  Delegates.  The  section  as  amended 
would  then  read  as  follows: 


The  Speaker  shall  preside  at  all  meetings  of  the 
House  of  Delegates.  He  shall  appoint  all  com- 
mittees to  serve  during  the  meeting  of  the  House  of 
Delegates  at  least  thirty  days  in  advance  of  the 
meeting.  All  resolutions  submitted  by  component 
county  medical  societies,  district  branches,  scientif- 
ic sections,  and  medical  schools  to  be  presented  to 
the  House  of  Delegates  should  be  forwarded  to  the 
speaker  at  least  forty-five  days  in  advance  of  the 
annual  meeting  of  the  House  and  referred  by  him  to 
the  appropriate  reference  committees;  and  all  reso- 
lutions sent  in  subsequent  to  forty-five  days'should 
be  presented  to  the  House  and  referred  to  the  ap- 
propriate reference  committees. 

No  resolutions,  other  than  emergency  resolutions 
or  resolutions  submitted  by  Section  Delegates  will 
be  accepted  less  than  24  hours  prior  to  the  opening 
session  of  the  House  Delegates  unless  approved  by 
two-thirds  vote  of  the  House. 

Your  committee  is  of  the  opinion  that  the  matters  em- 
bodied in  this  resolution  can  best  be  handled  without  an 
amendment  to  the  Bylaws  since  any  subsequent  change 
which  became  necessary  could  not  be  readily  made  but 
would  have  to  lay  over  for  a year.  As  it  presently 
stands,  the  1975  House  of  Delegates  will  be  governed  by 
Resolution  74-115  which  was  passed  by  the  1974  House 
and  which  provided  that  all  resolutions  are  to  be  sub- 
mitted not  less  than  twenty-four  hours  prior  to  the 
opening  session  of  the  House  of  Delegates  with  the  ex- 
ception of  emergency  resolutions,  newly  pertinent  reso- 
lutions, and  resolutions  submitted  by  section  delegates. 
It  is  the  intention  of  this  committee  to  introduce  a 
standing  resolution  at  the  1975  House  of  Delegates  to 
this  effect  which  will  establish  such  a requirement  for  all 
subsequent  meetings  of  the  House  of  Delegates  until 
such  time  as  it  is  validly  changed.  Your  committee  feels 
that  if  such  a change  becomes  necessary  in  the  future  it 
can  be  made  more  expeditiously  if  there  is  no  need  for 
an  amendment  to  the  Bylaws. 

Thus,  your  committee  recommends  disapproval  of 
Resolution  74-116. 

Resolution  74-103,  Change  of  Name  of  Section  on 
Plastic  and  Reconstructive  Surgery  to  the  Section 
on  Plastic,  Reconstructive  and  Maxillofacial  Sur- 
gery 

Introduced  by  Howard  B.  Rasi,  M.D.,  Delegate  from 
Section  on  Plastic  and  Reconstructive  Surgery 

WHEREAS,  The  name  of  the  American  Medical 
Association  Section  on  Plastic  and  Reconstructive 
Surgery  is  being  changed  to  Plastic,  Reconstructive 
and  Maxillofacial  Surgery,  and 

WHEREAS,  The  Section  dealing  with  these 
subjects  in  the  American  College  of  Surgeons  is 
known  as  Plastic  and  Maxillofacial  Surgery,  and 
WHEREAS,  On  a national  level,  the  American  So- 
ciety of  Plastic  and  Reconstructive  Surgery  and  the 
American  Society  of  Maxillofacial  Surgeons  now  meet 
jointly;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  the  name  of  the  Section  on  Plastic 
and  Reconstructive  Surgery  to  the  Section  on  Plastic, 
Reconstructive  and  Maxillofacial  Surgery. 

Resolution  74-112  Change  of  Name  of  Section  on 
Gastroenterology  and  Proctology 
Introduced  by  A.  W.  Martin  Marino,  Jr.,  M.D.,  as  an 
individual  and  Bertram  A.  Portin,  M.D.,  Delegate,  Sec- 
tion on  Gastroenterology  and  Proctology 

WHEREAS,  The  designation  Colon  and  Rectal 
Surgery  has  replaced  the  designation  Proctology  in 
the  various  specialty  sections  of  the  American  Medi- 
cal Association  and  the  American  College  of  Surgeons; 
and 

WHEREAS,  The  certifying  board  in  the  specialtv  is 
the  American  Board  of  Colon  and  Rectal  Surgery;  and 
WHEREAS,  The  national  organization  of  the  spe- 
cialty is  the  American  Society  of  Colon  and  Rectal 
Surgeons;  therefore,  be  it 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  change  the  designation  of  the  Section  on 
Gastroenterology  and  Proctology  to  the  Section  on 
Gastroenterology  and  Colon  and  Rectal  Surgery. 

Since  neither  of  these  resolutions  require  a change  in 
the  Bylaws,  your  committee  recommends  that  no  action 
be  taken  at  this  time. 

Your  committee  further  recommends  that  these  two 
resolutions  be  referred  to  the  appropriate  reference 
committees  for  action. 


The  House  Committee  on  Bylaws  discussed  one  other 
item  which  has  come  to  its  attention  since  the  passage  of 
the  new  State  Society  Bylaws.  Article  V,  Section  1, 
paragraph  3 now  provides  that  upon  the  death,  resigna- 
tion, removal,  permanent  incapacity  or  refusal  to  act  of 
the  president,  the  vice-president  shall  succeed  him 
whereas  formerly  the  president-elect  was  designated  to 
succeed  the  president.  However  in  Article  IV,  Section 
4,  the  vice-president  is  not  a member  of  the  executive 
committee.  It  is  therefore  the  recommendation  of  your 
committee  that  such  section  be  amended  so  as  to  insert 
the  words  “vice-president”  following  the  word  “presi- 
dent” in  the  first  sentence  thereof.  The  committee  also 
recommends  that  in  the  interim  the  vice-president  be 
invited  to  attend  all  sessions  of  the  executive  committee. 

Acknowledgments.  In  addition  to  the  members  of 
this  committee  who  have  contributed  their  time  and  en- 
ergy, your  chairman  would  also  like  to  thank  those 
members  of  the  staff  who  have  contributed  to  the  work 
of  this  committee,  J.  Richard  Burns,  J.D.,  General 
Counsel,  his  associate,  Francis  J.  McKee,  J.D.,  and  Miss 
Theresa  D’Oria,  who  acted  as  secretary  to  the  commit- 
tee. 


Respectfully  submitted, 

Joseph  F.  Shanaphy,  M.D.,  Chairman 
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Reports  of  Officers 


PRESIDENT 


One  year  ago — 13  months  to  be  exact — I stood  before 
you  as  your  new  president.  Today,  at  the  end  of  my 
term  of  office,  I want  to  thank  you  deeply  and  sincerely 
for  bestowing  this  high  honor  upon  me.  You  have  given 
me  a rich  and  rewarding  experience  I could  not  have  had 
otherwise.  I shall  treasure  this  year  for  the  remainder 
of  my  life. 

To  be  president  of  an  organization  of  the  size  and 
complexity  of  this  one  requires,  among  other  things,  a 
lot  of  time  and  travel — two  days  a week  out  of  my  office 
has  been  the  average.  Born  and  brought  up  in  upper 
New  York  State,  I felt  familiar  with  the  territory  in- 
volved, but  I have  been  amazed  at  the  number  of  new 
places  I have  visited,  the  miles  I have  driven  and  flown 
within  the  State’s  borders.  And  yet,  I feel  I have  cov- 
ered only  a small  portion  of  what  I would  have  liked  to. 

My  year  began,  you  will  recall,  with  the  immediate 
need  of  finding  a new  malpractice  insurance  carrier. 
Before  I left  New  York  City,  it  was  compounded  by  the 
unified  membership  action  of  the  House  of  Delegates 
and  thereafter  each  week  or  less,  seemed  to  pose  a new 
problem.  Items  such  as  PSRO  designated  areas — State 
Medical  Society  Technical  Resource  Center — attempt 
by  the  State  Department  of  Health  to  initiate  pre-ad- 
mission certification  in  Medicare  and  Medicaid— the 
takeover  of  Blue  Shield  by  Blue  Cross  here  in  New  York 
City  and  its  possible  implications  for  other  Blue  Plans 
are  but  a few  of  the  immediate  happenings.  And  now  as 
I approach  the  end  of  my  term,  we  are  faced  with  a 
whole  new  political  setup  in  Albany,  the  impact  of  which 
as  yet  in  large  measure  to  be  determined.  Internally,  we 
have  come  a long  way  and  are  in  very  good  shape.  Our 
executive  vice-president’s  corporate  restructuring  has 
been  working  beautifully,  although  time  has  not  yet  al- 
lowed its  full  effectiveness  to  be  felt.  The  addition  of 
several  new  full  time  division  directors  and  subsequent 
enlargement  of  their  departments  makes  it  now  possible 
for  me  to  state  that  we  have,  in  Lake  Success,  the  re- 
sources to  fill,  either  immediately  or  on  short  notice,  in- 
formation and  data  requests  from  our  constituent  Coun- 
ty Societies. 

Concerning  activities,  two  conferences  were  held,  in 
April  and  again  in  October -November,  with  our  county 
society  executives  and  two  with  our  county  society  presi- 
dents. All  were  well  attended.  Presentations  were 
made  at  each  by  our  full-time  division  directors,  thus 
bringing  the  “working  part  of  our  State  Society  face  to 
face  with  our  county  leaders.”  The  overwhelming  con- 
sensus after  each  of  these  meetings  was  that  they  served 
wonderfully  as  forums  for  daily  problem  discussion.  No 
one  does  any  lecturing.  They  are  purely  give  and  take, 


and  it  is  fascinating  to  see  the  number  of  viewpoints 
that  can  be  taken  on  any  one  particular  issue. 

Council  meetings  were  held  monthly  instead  of  every 
other  month,  and  ran  from  9:30  a.m.  to  3:30  p.m.  with  a 
short  break  for  lunch.  Every  effort  has  been  made  to 
give  voice  to  staff  in  order  to  supply  not  only  back- 
ground data  but  opinion  as  well.  At  every  Council 
meeting,  opportunity  is  also  given  to  individual  physi- 
cians or  county  society  officers  to  appear  and  present 
their  problems  and  their  recommendations. 

Recognizing  the  need  for  improved  public  relations 
and  the  sharing  of  some  of  our  burdens,  the  president 
and  president-elect  of  our  State  Woman’s  Auxiliary 
have  also  been  attending  Council  and  certain  committee 
meetings.  For  too  long,  we  have  been  operating  as  un- 
related organizations,  although  bearing  the  same  name. 

More  than  365  physicians  serve  on  our  more  than  65 
standing  and  ad  hoc  committees  and  deserve  your  recog- 
nition of  their  efforts.  A day  spent  in  the  State  Health 
Commissioner’s  office,  listening  to  some  23  committee 
chairmen  from  the  Commission  on  Public  Health  give 
reports,  is  most  impressive,  to  say  the  least.  The 
amount  of  work  done  by  the  members  of  this  one  com- 
mission alone  would  convince  anyone  that  our  members 
do  care  to  become  involved  in  the  operations  of  our  So- 
ciety. We  are  trying  to  set  up  tenure  in  all  committees 
so  that  experience  and  fresh  faces  can  be  in  a proper 
blend.  While  I believe  all  committees  are  hard  working, 
several  this  year  deserve  mention  for  tasks  completed  or 
milestones  reached. 

John  R.  Williams  Jr.,  M.D.,  and  his  Interspecialty 
Committee  have  labored  for  nearly  three  years  on  a rela- 
tive value  scale,  performing  a monumental  task  in  get- 
ting it  ready  for  the  printer.  It  is  not  a final  finished 
product,  they  will  tell  you,  but  that  is  also  not  too  far 
away.  In  order  to  shoot  something  down,  you  know,  you 
must  first  have  a target,  and  putting  something  in  print 
is  one  way  of  setting  one  up.  Ralph  S.  Emerson,  M.D., 
and  his  Peer  Review  Committee,  together  with  his 
friends  in  the  American  College  of  Surgeons,  has  put  out 
Criteria  Predictor  of  Quality  of  Care  guidelines  for  in- 
hospital  use.  These  are  not  norms  or  standards,  but 
strictly  guidelines  to  be  used  or  not  used  as  is  seen  fit  by 
individual  hospital  utilization  review  groups.  Marvin  L. 
Bloom,  M.D.,  and  his  Committee  on  Continuing  (Post- 
graduate) Education,  after  some  five  years,  have  pro- 
posed a concrete  program,  unique  in  its  makeup,  and 
have  filed  a foundation  grant  application  for  developing 
funds.  To  be  against  the  concept  of  continuing  educa- 
tion is  unrealistic  and  I do  not  believe  that  anyone  hon- 
estly is.  To  me  the  form  such  a program  takes  is  more 
important  than  whether  it  is  compulsory  or  voluntary 
and  this  latter  is  what  all  the  hue  and  cry  seems  to  be 
about.  Recertification  or  relicensure  is  a part  of  every 
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National  Health  Insurance  proposal.  Apparently  four 
states  have  legislated  continuing  education  programs  or 
recertification  and  six  State  Medical  Societies  have 
made  this  a prerequisite  for  continuing  membership. 
Nineteen  of  twenty-one  Specialty  Boards  apparently 
offer  continuing  educational  programs,  only  two  of  these 
are  mandatory.  While  I)r.  Bloom’s  plan  is  unique  in 
that  it  is  based  on  performance,  the  question  of  volun- 
tarism or  compulsion  still  exists.  This  is  a matter,  I 
think,  you  are  going  to  have  to  make  your  minds  up  on — 
and  soon. 

A new  Physician’s  Committee,  chaired  by  Stanley  E. 
Gitlow,  M.D.,  has  developed  and  the  Council  has  ap- 
proved a long  overdue  plan  of  Help  for  the  Sick  Physi- 
cian. These  and  others  are  definite,  positive,  concrete 
examples  of  the  efforts  of  our  committee  members  and, 
as  I said  earlier,  they  deserve  our  recognition. 

Our  malpractice  problem  continues  at  a stalemate. 
Two  committees  in  addition  to  our  broker  are  devoting 
much  time  and  effort  to  this,  one  committee  to  the 
upgrading  of  our  present  program,  the  other  to  an  analy- 
sis of  other  types  of  programs  and  experiences  in  other 
areas,  the  questions  of  selfinsurance,  legislative  relief, 
poolings,  different  plans,  partial  coverage  indemnities, 
etc.  Our  State  program  lost  fewer  than  400  members 
with  the  premium  rise  as  of  July  1st.  We  have  since 
taken  in  physicians  from  the  bankrupt  Professional  In- 
surance Plan  and  from  the  American  College  of  Sur- 
geons, recently  dropped  by  Liberty  Mutual.  Mediation 
panels  have  largely  been  chosen,  but  the  system  has  not 
as  yet  begun  to  function  throughout  the  State.  Legis- 
lation is  to  be  introduced  to  allow  mediation  panel  find- 
ings admissible  as  evidence  in  suits  going  to  trial.  Rein- 
troduction of  legislation  concerning  arbritration,  stat- 
ute of  limitations,  etc.,  are  also  being  done.  My  own 
personal  feeling  is  that  we  must  very  seriously  consider  a 
self-insurance  program  in  view  of  the  continuing  drop- 
ping out  of  this  field  by  the  commercial  carriers. 

My  predecessor,  Thomas  F.  McCarthy,  M.D.,  spent 
much  time  and  many  words  talking  about  political  ac- 
tion committees  last  year,  and  I have  done  the  same  this 
year.  This  being  an  election  year,  we  honestly  felt  that 
we  would  experience  a manyfold  increase  in  the  number 
of  physician  contributors.  We  did,  indeed,  have  an  in- 
crease, but  it  was  not  manyfold.  Last  year  230  physi- 
cians contributed  to  EMPAC,  this  year  270.  Three 
times  the  amount  of  money  raised  in  New  York  State 
was  brought  into  the  State  from  outside  by  EMPAC  for 
local  political  purposes.  Fewer  than  2%  of  our  physi- 
cians support  our  political  action  committees  and  in 
California,  65%  do  so.  Lest  we  forget,  laws  are  made  by 
politicians.  Politicians  can  only  be  influenced  through 
tangible  evidence  of  your  support. 


We  have  two  very  active  legislation  committees,  State 
Legislation  headed  by  John  H.  Carter,  M.D.,  Federal 
Legislation  headed  by  Joseph  R.  Fontanetta,  M.D.  We 
are  ably  represented  in  Albany  by  Martin  J.  Tracey, 
J.D.,  and  by  a prestigious  law  firm,  DeGraff,  Foy,  Con- 
way and  Holt-Harris.  Many  of  you  know  legislators  and 
I can  assure  you  your  legislators  know  doctors,  and  in 
knowing  doctors  they  are  sure  to  ask  “what  did  they  do 
to  help  me  get  elected?” 

Some  degree  of  philosophical  comment  should  be  in- 
cluded in  this  brief  preliminary  report  of  my  term  as 
president.  In  an  address  to  the  House  of  Delegates  of 
the  American  Medical  Association  in  June  of  this  year, 
retiring  President,  Russell  R.  Roth,  M.D.,  said  in  part 
“so  one  will  hear  many  voices,  saying  many  different 
things.”  His  words  are  applicable  within  the  house  of 
medicine  as  well  as  without,  and  apply  equally  to  a dis- 
cussion of  a single  entity  such  as  National  Health  Insur- 
ance, for  example,  as  well  as  to  a consideration  of  many 
factors,  such  as  Continuing  Education,  primary  care, 
and  adequacy  of  present  systems;  in  short,  to  all  medi- 
cal, political,  and  social  economics.  Dr.  Roth  also  raised 
a most  pertinent  question  when  he  asked,  “What  do  on- 
coming generations  of  physicians  really  want,  and  will 
there  be  substantial  diversity  in  their  ranks  as  they  grow 
older.”  Age  and  experience,  taken  together,  provide 
much  knowledge  and  many  answers,  but  they  require 
time  and  time  cannot,  so  to  speak,  be  recycled  and  used 
over.  The  delivery  of  medical  care  remained  relatively 
static  for  a number  of  years,  but  beginning  about  30 
years  ago,  changes  appeared  from  both  within  and  with- 
out, and  the  rate  of  change  has  continued  to  accelerate 
until,  today,  it  is  difficult  to  characterize  what  the  pres- 
ent system  is.  We,  as  individuals,  are  too  busy  coping 
with  a new-way  this  and  new-regulation  that,  to  be  able 
to  stand  Lack  and  take  a broad  view  of  the  whole  scene. 
Scientific  advances,  and  improved  communications, 
transportation,  facilities,  and  equipment,  today,  consti- 
tute only  a small  part  of  the  cause  of  change.  Medical, 
political,  and  social  economics  is  the  name  of  the  game 
today,  with  a particular  stress  on  the  middle  two. 
Change  is,  of  course,  reflected  in  the  present  makeup  of 
our  own  organizations,  which  are  quite  different  from 
those  of  some  years  ago.  One  thing  we  will  all  agree  on 
is  that  the  medical  practitioner  today  is  much  more 
aware  of  his  surroundings.  No  matter  what  his  mode  of 
political  practice,  he  is  affected  to  a significant  extent  by 
socalled  third-party  influences.  Awareness  is  probably 
todays  key  word,  although  a little  worry  mixed  in  with  it 
will  do  us  no  harm. 

Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  President 
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SECRETARY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Secretary  for  the 
year  1974  to  1975. 

HOUSE  OF  DELEGATES.  Verbatim  minutes  of 
the  1974  meeting  of  the  House  of  Delegates  are  on  file  at 
the  headquarters  office.  An  edited  version  of  the  min- 
utes was  transmitted  to  the  New  York  State  Journal  of 
Medicine  and  was  published  in  the  June  1974  issue,  Vol. 
74,  No.  7.  Matters  referred  by  the  House  of  Delegates 
to  the  Council  were  reported  by  the  Secretary  to  the 
Council  in  March  1974.  Instructions  of  the  House  of 
Delegates  were  referred  by  the  executive  vice-president 
to  the  appropriate  officers,  committee  chairmen,  divi- 
sion directors,  or  other  persons.  The  “Resume  of  In- 
structions of  the  1974  House  of  Delegates  and  Actions 
Thereon  by  the  Council,  Board  of  Trustees,  Officers, 
and  Committee  Chairmen,”  (pages  212  to  229  of  this 
issue)  record  the  final  dispositions  of  the  instructions  of 
the  House  as  reported  at  the  time  of  this  writing  by  the 
committees  and  officers  concerned. 

COUNCIL,  EXECUTIVE  COMMITTEE,  JUDI- 
CIAL COUNCIL,  and  BOARD  OF  TRUSTEES. 
The  secretary  has  sent  notices  of  the  meetings  of  the 
Council,  the  Board  of  Trustees,  and  the  Executive  Com- 
mittee and  has  also  reported  Executive  Committee  Ac- 
tions to  the  Council.  The  Office  of  the  General  Counsel 
sent  a notice  in  the  Secretary’s  name  of  the  one  meeting 
of  the  Judicial  Council  which  was  held  during  the  year. 

MEMBERSHIP.  County  medical  societies  have 
submitted  requests  of  113  members  for  remission  of 
dues  because  of  illness,  financial  hardship,  or  military 
service.  These  were  presented  by  the  secretary  to  the 
Council  and  were  approved  by  the  Council.  The  final 
membership  figures  for  the  year  will  be  presented  in  a 
supplementary  report.  They  will  reflect  any  additional 
dues  remissions  approved  by  the  Council  in  November 
and  December  1974. 

The  county  medical  societies  have  submitted  and  the 
secretary  has  presented  to  the  Council  the  names  of  217 
applicants  for  election  to  life  membership  and  the 
Council  elected  them  at  meetings  held  in  March,  April, 
May,  June,  and  September.  The  list  of  persons  so  elect- 
ed follows. 

Richard  G.  Abell,  New  York  City 
David  Abrahamsen,  New  York  City 
Frank  E.  Adair,  New  York  City 
Gaspar  M.  Adamo,  Astoria 
Herman  A.  Altman,  Long  Island  City 
Elmer  E.  Amerman,  Flushing 

Harry  Barowsky,  New  York  City 
Frank  A.  Bassen,  New  York  City 
Samuel  Belkowitz,  DeWitt 
Maxwell  Berkowitz,  Brooklyn 
Hyman  I.  Biegeleisen,  East  Setauket 
Reginald  J.  Blaber,  Brooklyn 
Samuel  Blinder,  New  York  City 
Harry  Bloch,  Forest  Hills 
George  R.  Bodon,  Key  Largo,  Florida 
Charles  Dean  Bohrer,  Westbury 
Thomas  T.  Bowman,  Staten  Island 
Michael  A.  Brescia,  Flushing 
Joseph  R.  Brodie,  Elmhurst 
Carleton  W.  Bullard,  Auburn 


John  Butler  Burns,  Binghamton 
Raymond  K.  Bush,  Mount  Vernon 
Joseph  I.  Butler,  Brooklyn 

Reuben  Cares,  Fort  Salonga 

Frederick  T.  Cavanaugh,  Troy 

Alice  Childs,  Albuquerque,  New  Mexico 

Samuel  Clayton,  Kew  Gardens 

Clarence  J.  Cohen,  Whitestone 

Dorothy  O.  Cooper,  Albion 

John  E.  Cunningham,  Warrensburg 

Dominic  J.  Dell’Aquila,  New  Rochelle 
E.  Joseph  Delmonico,  Fayetteville 
John  Di  Maio,  North  Tarrytown 
Samuel  Dimond,  Brooklyn 
Harold  J.  Dunlap,  Scarsdale 

Israel  H.  Egelman,  Lynbrook 
Wade  B.  Ellis,  Buffalo 

George  F.  Etling,  Hackettstown,  New  Jersey 
George  B.  Ewing,  Clifton  Springs 

Joseph  A.  Fahey,  Buffalo 

George  F.  Fahlberg,  New  York  City 

Armando  G.  Favazza,  Brooklyn 

Abraham  Lewisohn  Feldman,  Mount  Vernon 

Jacob  Feldman,  Brooklyn 

Milton  D.  Feltenstein,  Berkeley  Heights,  New  Jersey 

Milton  B.  Filberbaum,  Patchogue 

Vincent  J.  Fiocco,  New  York  City 

J.  Vincent  Flack,  Pelham 

Orin  Q.  Flint,  Delhi 

George  H.  Fonde,  Huntington 

Louis  G.  Fournier,  Syracuse 

Vincent  D.  Francis,  Fresh  Meadows 

Irving  G.  Fuhr,  Brooklyn 

George  J.  Ginandes,  New  York  City 

Charles  Glassman,  Brooklyn 

Samuel  M.  Gluck,  Kew  Gardens 

Henry  Goldberg,  New  York  City 

Leo  G.  Goldberg,  Jamaica 

Joseph  L.  Goldman,  New  York  City 

Max  M.  Goldstein,  Brooklyn 

Joseph  Lawrence  Gottesman,  Great  Neck 

Charles  H.  Gradinger,  Brooklyn 

Gordon  L.  Green,  Huntington 

Richard  Grimes,  Jamaica 

Morris  Grosfeld,  New  York  City 

Grant  Guillemont,  Niagara  Falls 

W.  Spencer  Gurnee,  New  York  City 

Mahlon  C.  Halleck,  Worcester 
Mary  O’Neil  Hawkins,  New  York  City 
Vincent  A.  Hawro,  Buffalo 
Reid  R.  Heffner,  Larchmont 
Gottlieb  Helpern,  New  York  City 
Martin  Hirschowitz,  New  York  City 
William  J.  Hochbaum,  New  York  City 
Robert  S.  Hotchkiss,  Pelham 

Eugenia  Ingerman,  New  York  City 

Mildred  W.  Jackson,  Hemlock 

William  M.  James,  The  Bronx 

Frank  C.  Johnson,  Brooklyn 

Paul  B.  Johnson,  New  York  City 

Samuel  Calvin  Johnson,  Buffalo 

Austin  Louis  Joyner,  River  Edge,  New  Jersey 

Bernard  Juris,  New  York  City 
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Bernard  S.  Kahn,  New  York  City 

David  Kalkstein,  New  York  City 

Abraham  H.  Kantrowitz,  Brooklyn 

Emanuel  B.  Kaplan,  Teaneck,  New  .Jersey 

Adib  H.  Karam,  New  York  City 

Julius  Katzenstein,  Batavia 

David  Kershner,  Brooklyn 

Benjamin  I.  Klein,  Hallandale,  Florida 

Joseph  C.  Klein,  Henrietta 

John  Knvsh,  Brooklyn 

Howard  -J.  Kopins,  New  Rochelle 

Harry  M.  Krasnoff,  Brooklyn 

Nathan  Krinsky,  Brooklyn 

Minna  N.  Kruger,  Long  Beach 

Rudolf  Kurcz,  New  York  City 

Benedict  Kurshan,  Port  Washington 

Jacob  1.  Lamstein,  North  Miami  Beach,  Florida 

William  G.  Lancellotti,  Brooklyn 

Swen  L.  Larson,  Elmira 

John  B.  Lauricella,  New  York  City 

Harry  Leibowitz,  Brooklyn 

John  A.  Leone,  Niagara  Falls 

William  H.  Le  Strange,  Brooklyn 

Benjamin  S.  Levine,  Fort  Lauderdale,  Florida 

Samuel  B.  Levy,  Westlake  Village,  California 

Arnold  Leo  Lieberman,  New  York  City 

Herman  S.  Lieberman,  New  York  City 

Erwin  Lindenfeld,  North  Syracuse 

Arthur  Linksz,  New  York  City 

Eva  K.  Lipshutz,  New  York  City 

Rudolph  M.  Loewenstein,  New  York  City 

Louis  Lostfogel,  Brooklyn 

John  LoVerme,  New  York  City 

Egon  E.  Lustig,  New  York  City 

Thomas  J.  Mackie,  New  York  City 
Vincent  M.  Maddi,  Binghamton 
Michael  J.  Maggiore,  Endwell 
Joseph  Markel,  Miami  Beach,  Florida 
Eleanor  Martin,  New  Rochelle 
Marsh  McCall,  New  York  City 
Duncan  R.  McCuaig,  New  York  City 
William  W.  Meissner,  Buffalo 
Ira  W.  Mensher,  Brooklyn 
David  A.  Meyer,  Fort  Lauderdale,  Florida 
Joseph  E.  Milgram,  New  York  City 
David  K.  Miller,  Buffalo 
Adolph  S.  Millman,  Middletown 
Morton  R.  Milsner,  New  York  City 
Bernard  J.  Mintz,  New  York  City 
David  I.  Mirow,  Flushing 

E.  Terrill  Montgomery,  Southbury,  Connecticut 

Attilio  J.  Morpurgo,  Sag  Harbor 

G.  Charles  Morrone,  Yonkers 

Charles  A.  Mossew.  Binghamton 

Charles  W.  Mueller,  Brooklyn 

Walter  Mueller,  Wappingers  Falls 

Gerald  E.  Murphy,  Mount  Morris 

Hugh  L.  Murphy,  Brooklyn 

C.  Philip  Naidorf,  Miami  Beach,  Florida 
John  D.  Naples,  Buffalo 

Laurence  C.  Older,  Cuba 
Philip  Ollstein,  New  York  City 
Theodore  W.  Oppel,  New  York  City 
Henry  Ostern,  New  York  City 


Jesse  S.  Parker,  Glens  Falls 
Samuel  Pearl,  Brooklyn 
George  H.  Petti,  Truxton 
Joseph  B.  Pincus,  Brooklyn 
Louis  Pincus,  New  York  City 
Leonard  Plechavicius,  Yonkers 
Gerald  H.  Pratt,  Sea  Girt,  New  Jersey 
Charles  J.  Preefer,  Rockville  Centre 
Garrett  A.  Hobart  Price,  Poughkeepsie 
Donald  G.  Purple,  Corning 

Philip  H.  Rakov,  Syracuse 

Isabella  S.  R.  Ralph,  Guelph,  Ontario,  Canada 

Wellington  W.  Reynolds,  Fairport 

Abraham  A.  Richman,  Brooklyn 

Harry  Richman,  Far  Rockaway 

Raymond  Rivkin,  North  Miami  Beach,  Florida 

Robert  Rivkin,  Brooklyn 

Benjamin  B.  Rosenberg,  Seaford 

Aurelia  Rozov,  New  York  City 

Gdali  Rubin,  Brooklyn 

Edward  P.  Ryan,  Glens  Falls 

S.  Senior  Sack,  Flushing 
Felix  Salama,  Paris,  France 
Angelo  Salvato,  Valley  Stream 
Theresa  Scanlan,  New  York  City 
Joseph  Schachno,  Brooklyn 
Lewis  Alfred  Scheuer,  New  York  City 
Bruno  W.  Schmidt,  Homer 
Morris  R.  Schneier,  Valley  Stream 
Samuel  J.  Schneierson,  Scarborough 
Evan  L.  Schweitzer,  Jackson  Heights 
Herta  Seidemann,  New  York  City 
Thomas  N.  Sheen,  New  York  City 
Jeanne  E.  Shore,  New  York  City 
Simon  Shulman,  Lawrence 
David  Siegel,  Cedarhurst 
Isidor  Silbermann,  New  York  City 
Solomon  Silver,  New  York  City 
Michael  Slovak,  Schenectady 
Erwin  Fletcher  Smith,  New  York  City 
Marjorie  K.  Smith,  New  York  City 
Eugene  R.  Snyder,  New  York  City 
Leo  A.  Spiegel,  New  York  City 
Frank  A.  Sportiello,  Staten  Island 
Stirling  P.  Stackhouse,  Rome 
Alexander  Stein,  New  York  City 
Eldred  J.  Stevens,  Hammondsport 
Albert  S.  Strauss,  Chappaqua 
Irving  Swartz,  Syracuse 

Joseph  A.  Taferner,  Bricktown,  New  Jersey 
Henry  D.  Taterka,  New  York  City 
Angelo  J.  Tortora,  Brooklyn 
Percy  J.  Tuthill,  Orient 
Thomas  I.  Tyrrell,  Albany 

Charles  E.  Umhey,  Sr.,  Warwick 

Roman  R.  Violyn,  Amsterdam 
Howard  H.  Volan,  Syracuse 

Harry  Warner,  Woodcliff  Lake,  New  Jersey 
Paul  H.  Watson,  Newburgh 
William  Gonder  Weare,  Osprey,  Florida 
Arthur  A.  Weinberg,  Sun  City,  Arizona 
William  D.  Weiss,  New  York  City 
Esther  R.  Wilks,  Scarsdale 
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Wanda  Willig,  New  York  City 
T.  Scudder  Winslow,  New  York  City 
Morris  J.  Wolf,  New  York  City 
Joseph  W.  Wycoff,  Hicksville 

Victor  K.  Young,  Fort  Lauderdale,  Florida 
Horace  I.  Yu,  Flushing 

Eva  Zarrow,  Yonkers 

The  secretary’s  supplementary  report  will  list  life 
members  elected  in  November  and  December  1974  and 
in  January  and  February  1975. 

DUES  PAYMENTS.  The  following  list  shows  the 
number  of  members  in  each  county  whose  dues  had 
been  paid  by  May  1,  1974,  the  date  after  which  good 
standing  is  lost. 


Albany 

433 

Allegany 

30 

Bronx 

1426 

Broome 

325 

Cattaraugus 

80 

Cayuga 

75 

Chautauqua 

120 

Chemung 

130 

Chenango 

41 

Clinton 

77 

Columbia 

45 

Cortland 

42 

Delaware 

38 

Dutchess 

320 

Erie 

1397 

Essex 

25 

Franklin 

45 

Fulton 

47 

Genesee 

59 

Greene 

21 

Herkimer 

36 

Jefferson 

106 

Kings 

2858 

Lewis 

8 

Livingston 

38 

Madison 

53 

Monroe 

1000 

Montgomery 

49 

Nassau 

1933 

New  York 

6527 

Niagara 

199 

Oneida 

295 

Onondaga 

571 

Ontario 

108 

Orange 

247 

Orleans 

26 

Oswego 

61 

Otsego 

57 

Putnam 

44 

Queens 

2210 

Rensselaer 

140 

Richmond 

315 

Rockland 

381 

St.  Lawrence 

94 

Saratoga 

57 

Schenectady 

270 

Schoharie 

23 

Schuyler 

10 

Seneca 

24 

Steuben 

108 

Suffolk 

1189 

Sullivan 

46 

Tioga 

25 

Tompkins 

110 

Ulster 

160 

Warren 

94 

Washington 

37 

Wayne 

68 

Westchester 

1579 

Wyoming 

29 

Yates 

16 

MEETINGS. 

The  secretary  has  attended  meetings 

of  the  Council,  the  Executive  Committee,  the  Board  of 
Trustees,  the  Judicial  Council,  and  all  meetings  of  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board,  as  well  as  meetings  of  the  Committees  on  Re- 
search and  Planning,  Foundations,  Membership  Bene- 
fits, and  General  Insurance;  also  meetings  of  The  House 
Committee  on  Bylaws. 

He  has  also  attended  the  Conference  of  Legislation 
Chairmen  in  Syracuse;  and  the  meetings  of  the  Ad  Hoc 
Committee  to  Review  All  Facets  of  the  Malpractice 
Problem.  He  represented  MSSNY  as  a director  of 
Group  Health  Insurance,  as  a director  of  the  New  York 
State  Association  of  the  Professions,  as  a director  of  the 
Physicians’  Home,  and  as  a member  of  the  American 
Bar  Association-American  Medical  Association  Confer- 
ence, as  well  as  the  annual  meeting  of  the  American 
Medical  Association  House  of  Delegates  and  meetings  of 
the  New  York  delegation  to  the  American  Medical  Asso- 
ciation. 

By  the  time  of  publication  of  this  report  he  will  have 
attended  the  meeting  of  the  Nominating  Committee,  the 
clinical  meeting  of  the  American  Medical  Association 
House  of  Delegates,  and  any  additional  meetings  of  the 
New  York  delegation  to  the  American  Medical  Associa- 
tion. 

OTHER  MATTERS.  As  custodian  of  the  seal  of  the 
Society  the  secretary  has  had  it  affixed  to  appropriate 
documents.  As  required  by  the  Bylaws,  he  has  kept  the 
minutes  and  verbatim  record  of  the  House  of  Delegates, 
the  Council,  the  Executive  Committee,  the  Board  of 
Trustees,  and  the  Judicial  Council  and  has  also  kept 
files  of  the  correspondence  resulting  from  those  meet- 
ings. 

Respectfully  submitted. 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 
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Henry  I.  Fineberg,  M D 


EXECUTIVE  VICE-PRESIDENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  report  covers  the  activities  of  the  administrative 
staff  during  the  first  ten  months  of  1974. 

Again,  this  has  been  a very  active  year;  and  we  have 
been  beset  by  numerous  problems,  many  of  them  the 
same  old  dilemmas  of  yesteryears — Professional  Medi- 
cal Liability,  PSRO,  Foundations,  HMO’s,  Peer  Review, 
legislative  maneuvers,  Continuing  Medical  Education, 
Physicians’  Assistants,  Nursing,  Workmen’s  Compensa- 
tion, Research  & Planning,  General  Insurance,  etc.,  etc. 

The  committees  concerned  with  these  spheres  of  ac- 
tivities are  submitting  their  own  accounts  of  their  ac- 
tions; and  therefore  we  will  try  not  to  invade  their 
realms.  We  will  attempt  to  confine  ourselves  mainly  to 
the  staff s aspects  of  the  issues  that  come  before  us,  al- 
though some  duplications  cannot  be  avoided. 

Our  Bylaws  prescribe  that  your  Executive  Vice-Presi- 
dent shall  “be  a member  of  all  boards,  commissions  and 
committees  with  voice  but  without  vote.”  Wherever 
possible  we  have  fulfilled  this  obligation;  and  we  have 
been  afforded  the  high  privilege  of  being  heard.  We 
“speak  our  piece”  whenever  we  feel  that  what  we  have  to 
say  is  constructive  and  will  contribute  to  the  discus- 
sions. This  routine  was  agreed  upon  when  the  Board  of 
Trustees  approved  my  appointment  some  years  ago. 

THE  STAFF 

Norman  S.  Moore,  M.D.,  retired  as  Director  of  the  Di- 
vision of  Scientific  Activities.  He  was  replaced  by  an 
outstanding,  fine  gentleman.  George  J.  Lawrence,  Jr., 
M.D.,  who,  for  some  time  was  active  in  MSSNY  affairs — 
Councilor,  Chairman  of  many  committees,  Delegate  to 
the  AMA,  etc.  Dr.  Moore  agreed  to  stay  on  as  consul- 
tant until  the  end  of  1974. 

The  Division  of  Research  and  Planning  was  revived; 
and  has  shown  considerable  activity.  The  Director  is 
Ernest  T.  Mattison,  a well  qualified  person  who  comes 
from  Syracuse  and  was  recommended  to  us  by  Edward 
C.  Hughes,  M.D.,  who,  fortunately,  also  agreed  to  re- 


main with  us  as  a consultant  in  the  area  of  research.  It 
is  not  necessary  for  us  to  point  out  that  Dr.  Hughes  is  an 
eminent  physician,  a former  professor  of  obstetrics  and 
gynecology  at  the  Upstate  Medical  Center,  and  an  emi- 
nent medical  researcher. 

Eugene  H.  O’Reilly,  director  of  the  Division  of  Insur- 
ance and  Membership  Benefits  left  us  for  greener  pas- 
tures. His  replacement  is  Bernard  T.  Jackson,  C.L.U., 
who  was  formerly  associated  with  the  New  York  State 
Insurance  Association.  As  has  previously  been  re- 
ported, he  was  an  assistant  to  Max  N.  Howard,  M.D., 
Director  of  the  Division  of  Medical  Services. 

Dr.  Howard  will  have  a new  associate  at  the  beginning 
of  next  year.  As  all  of  you  realize,  both  of  these  gentle- 
men will  be  confronted  with  tremendous  tasks  which  de- 
mand expert  and  immediate  solutions. 

We  have  a medical  librarian,  and  we  hope  that  this 
department  will  develop  rapidly.  As  we  have  stated  be- 
fore, our  Library  will  be  a research  and  reference  divi- 
sion concerned  mainly  with  socioeconomics  and  the  like. 
There  will  be  some  clinical  material  available  for  consul- 
tation. 

The  AMA  Delegation  and  other  AMA  activities  have 
been  assigned  to  the  Division  of  Public  and  Professional 
Affairs,  with  our  Executive  Associate  assisting  in  every 
way  possible. 

YY'e  present  below  a communication  which,  on  August 
6th,  we  transmitted  to  the  Council,  Trustees,  Chairmen 
of  Committees,  County  Medical  Society  Presidents, 
Secretaries  and  Executive  Secretaries,  Presidents  and 
Secretaries  of  District  Branches,  and  Chairmen  of  Sci- 
entific Sections: 

Attached  herewith  is  the  latest  edition  of  the  Table 
of  Organization  (T.O.)  of  the  Staff  of  the  Medical  So- 
ciety of  the  State  of  New  York.  Due  to  the  fact  that, 
from  time  to  time,  new  situations  arise  and  new  divi- 
sions evolve,  there  undoubtedly  will  be  changes  at  ir- 
regular intervals  in  the  future.  At  the  appropriate 
time,  these  developments  will  be  transmitted  to  you. 

Malpractice  has  become  one  of  the  most  important 
problems  that  we  face  today.  In  order  that  we  may 
be  intimately  involved  in  this  area  (a  recommendation 
of  the  committee  concerned),  I am  transferring  this 
vital  activity  from  the  Division  of  Insurance  and 
Membership  Benefits  to  the  Office  of  the  Executive 
Vice-President. 

May  I stress  what  I have  said  many  times  before — 
YVe  believe  that  it  is  important  to  repeat  that  the  staff 
must  participate  in  all  committee  activities. 

Therefore,  we  have  again  assigned  our  staff  to  Com- 
missions and  Committees.  If  a Commission  or  Com- 
mittee Chairman  requires  secretarial  or  other  assis- 
tance, the  designated  Division  Director  should  be  con- 
sulted. 

Therefore,  I also  submit  to  you,  with  this  memoran- 
dum. a list  of  Commissions  and  Committees  and  their 
Counterparts — Staff  Divisions. 
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Commissions  and  Committees 

and  their  counterparts — Staff  Divisions. 

Office  of  the  Executive  Vice-President 

(including  Executive  Associate) 

House  of  Delegates 
Council 

Executive  Committee  of  Council 
Board  of  Trustees  and  Committees 
Nominating 

Professional  Medical  Liability  Insurance  and  Defense 
Board 

Subcommittee  to  Review  all  Facets  of  the  Malprac- 
tice Problems 

Ad  Hoc  Committee  (House)  to  study  Election  of 
Council  and  AMA  Delegates. 

Division  of  Scientific  Activities 

Commission  on  Public  Health  and  Education 
Committee  on 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Education 

Date  Processing  in  Medicine 

Disaster  Medical  Care 

Drug  Abuse 

Emergency  Medicine 

Environmental  Quality 

Family  Physicians 

Forensic  Medicine 

Health  Manpower 

Nursing  and  Allied  Professions 

Home  Health  Care 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Quackery 

Rural  Medical  Service 
School  Health 
Venereal  Disease 
Archives 
Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Motion  Pictures 
Scientific  Programs 
Liaison  with  Deans  of  Medical  Schools 
Investigation  of  Hospital  Care 


Division  of  Scientific  Publications 

Publications 

Library 

Division  of  Medical  Services 

Commission  on  Medical  Services 
Hospital  and  Professional  Relations 
Ad  Hoc  Committee  to  Study  Structure  of  Interspe- 
cialty Committee 
Socioeconomics 

Workmen’s  Compensation  and  Occupational 
Health 

Medical  Care  Insurance 
Interspecialty 

Division  of  Governmental  .Affairs 
Governmental  Relations 
State  Legislation 
Federal  Legislation 

New  York  State  Association  of  the  Professions 
PSRO  and  Related  Activities 
PSRO 
Peer  Review 
Foundations 

General  Counsel 

Constitutions  and  Bylaws  (Council) 

Bylaws  (House) 

Ethics 

Judicial  Council 

Consultant  to  Professional  Medical  Liability  Insur- 
ance and  Defense  Board 

Business  Division 
Budget  and  Finance 
Convention 

Technical  Exhibits 

Division  of  Research  and  Planning 

Research  and  Planning 

Division  of  Public  and  Professional  Affairs 

Public  and  Professional  Affairs 

Advisory  to  New  York  State  Medical  Assistants  Asso- 
ciation 
Membership 

Advisory  to  Woman’s  Auxiliary 
New  York  Delegation  to  the  AMA 

Division  of  Insurance  and  Membership  Benefits 

General  Insurance 
Membership  Benefits 

Division  of  Management  Services 

Convention— Dinner 
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DIVISIONS 

Scientific  Activities 

The  varied  activities  of  this  Division  can  best  be  ap- 
preciated by  reading  the  annual  reports  of  the  many 
committees  included  in  the  Commission  on  Public 
Health  and  Education.  The  Commission  held  its  annu- 
al meeting  in  Albany  on  July  18,  1974  at  the  offices  of 
the  New  York  State  Department  of  Health.  This  meet- 
ing was  attended  by  the  chairmen  of  all  committees  in 
the  commission  and  by  representatives  of  the  Depart- 
ment of  Health,  Department  of  Mental  Hygiene,  and 
Department  of  Education  who  are  involved  in  activities 
related  to  those  covered  by  our  committees.  Each 
chairman  reported  on  his  committee’s  activities;  and  his 
report  was  then  discussed  by  all  those  present.  This 
meeting  serves  as  an  excellent  means  of  correlating  the 
activities  of  MSSNY  and  the  various  governmental 
agencies  in  Albany. 

When  he  was  Director  of  the  Division  of  Scientific  Ac- 
tivities, Dr.  Moore  represented  MSSNY  at  meetings  of 
the  Public  Health  Council,  the  Mental  Hygiene  Council, 
and  the  Acupuncture  Commission. 

Since  May  1st,  as  Consultant  to  the  Division,  Dr. 
Moore  attended  a meeting  of  the  Emergency  Health 
Services  Committee  in  Syracuse  on  May  9th.  He  has 
also  been  available  at  all  times  to  advise  and  guide  the 
new  director  in  smoothing  the  latter’s  transition  to  ad- 
ministrative medicine. 

Since  May  1st  the  new  director  has  attended  three 
meetings  of  the  MSSNY  Council  and  one  Executive 
Committee  meeting.  He  has  also  attended  meetings,  at 
Society  Headquarters,  of  the  following  committees; 
Quackery,  Preventive  Medicine,  Mental  Health,  Re- 
search and  Planning,  Alcoholism,  Accident  and  Injury 
Prevention,  Cancer,  Nursing,  Ad  Hoc  Committee  to 
Study  Problems  of  Formation  of  Sections,  Scientific 
Program,  Aging  and  Nursing  Homes,  and  two  Joint 
Meetings  of  the  Alcoholism,  Drug  Abuse  and  Mental 
Health  Committees  studying  the  problem  of  the  “Sick 
Physician.” 

On  May  19th,  he  attended  a meeting  of  the  Data  Pro- 
cessing Committee  which  was  held  in  Niagara  Falls  in 
conjunction  with  the  Sixth  Buffalo  Conference  on  Com- 
puters in  Clinical  Medicine;  and  from  May  22nd  to  May 
26th  he  attended  the  Annual  Meeting  of  the  AMA  in 
Chicago.  He  travelled  to  Albany  on  the  17th  of  July  to 
attend  the  annual  meeting  of  the  Commission  on  Public 
Health  and  Education  of  MSSNY,  held  on  the  18th  at 
the  headquarters  of  the  State  Depart  ment  of  Health. 

He  also  was  present  at  several  meetings  of  the  Com- 
mittee on  Interns  and  Residents,  with  representatives  of 
MSSNY,  to  make  plans  for  an  extensive  study  of  hospi- 
tal care  in  New  York  City.  On  August  10th  he  attended 
a regional  conference  of  SAMA  at  the  Downstate  Medi- 
cal School.  At  this  meeting  he  explained  to  the  stu- 
dents MSSNY’s  plans  to  encourage  participation  of  stu- 
dents in  the  State  Medical  Society. 

“What  Goes  On”  and  the  Physicians’  Placement  Bu- 
reau continued  under  the  capable  direction  of  Mrs.  Eve- 
lyn Clark  until  August  1st  when  she  retired,  after  having 
been  employed  by  MSSNY  for  27  years.  Mrs.  Clark 
was  honored  by  the  entire  MSSNY  staff  at  a reception 
in  her  honor  at  the  Swan  Club  on  July  15th.  Mrs.  Eliza- 
beth Daepp  is  capably  filling  the  void  left  by  Mrs. 
( Jark's  retirement. 


The  Physicians’  Placement  Bureau  received  letters 
and  calls  reporting  that  an  estimated  65  openings  for 
physicians  were  filled  between  the  period  of  September 
15,  1973  and  September  24,  1974.  The  bureau  must  de- 
pend on  hospital  administrators,  community  committee 
chairmen,  or  the  individual  who  is  placing  the  request 
for  a physician,  to  inform  us  when  a position  is  filled. 
Therefore  the  bureau  cannot  project  an  accurate  picture 
of  the  number  of  physicians  it  assisted  in  placement. 
We  are  however  trying  to  establish  a closer  communica- 
tion with  the  committees  and  hospital  administrators  to 
extend  the  services  of  the  Physicians’  Placement  Bureau 
and  at  the  same  time  enable  the  bureau  to  assist  more 
physicians  through  the  awareness  of  what  positions  are 
available. 

The  bureau  had  reports  from  a cross  section  of  com- 
munities of  the  State  where  it  had  been  responsible  for 
placing  physicians.  Areas,  such  as  Amsterdam,  Auburn, 
Bronx,  Brooklyn,  Carthage,  Fair  Haven,  Flushing,  Gen- 
eseo,  Hammondsport,  Highland  Falls,  Jamaica,  Johns- 
town, Margaretville,  Massena,  Medina,  Newark,  New 
York  City,  Norwich,  Oneida,  Onondaga,  Stanfordville, 
Suffolk,  Syracuse,  Warwick,  and  Westchester  reported 
that  the  bureau  had  placed  physicians  through  the  re- 
ferral service.  The  bureau  received  many  letters  of  ap- 
preciation for  this  service. 

The  Physicians’  Placement  Bureau  maintained  a 
booth  at  the  annual  convention.  This  was  visited  by 
over  250  physicians  interested  in  opportunities  for  phy- 
sicians in  New  York  State.  Many  visitors  from  upstate 
communities  requested  assistance  in  placing  physicians 
in  their  areas.  More  than  500  pieces  of  literature  con- 
cerning physician  opportunities,  placement,  and  statisti- 
cal data  were  distributed  from  the  booth.  These  includ- 
ed the  Physicians’  Placement  Brochure,  the  bureau’s  list 
of  opportunities  in  New  York  State,  questionnaires,  lit- 
erature published  by  the  AMA  relating  to  group  prac- 
tice, and  a brochure  entitled  “A  Physician  for  Your 
Community”  which  explains  how  a community  can  at- 
tract physicians. 

The  American  Medical  Association’s  Physicians’  Ser- 
vice referred  to  our  bureau  over  1,350  resumes  of  physi- 
cians who  were  seeking  opportunities  in  New  York 
State.  The  AMA  Physicians'  Placement  Service  Annu- 
al Report  shows  New  York  State  as  the  number  one  pre- 
ferred state  by  physicians  making  placement  requests. 

“What  Goes  On”  has  publicized  well  over  a thousand 
meetings,  lectures,  and  courses  for  hospitals,  medical 
schools,  academies  of  medicine,  specialty  societies, 
county  medical  societies,  and  other  organizations  since 
September  15,  1973. 

The  number  of  “What  Goes  On”  subscriptions  in- 
creased from  95  on  September  15,  1973  to  109  on  Sep- 
tember 24,  1974.  In  an  effort  to  apprise  physicians  of  as 
many  continuing  medical  education  opportunities  as 
possible,  the  editor  continues  to  urge  hospitals,  medical 
schools,  academies  of  medicine,  etc.  to  submit  schedules 
of  medical  courses. 

Scientific  Publications 

Starting  with  the  January  1974  issue,  the  New  York 
State  Journal  of  Medicine  has  been  published  on  a 
monthly  rather  than  a semimonthly  basis.  This  was  ap- 
proved by  the  appropriate  committees  and  the  Council. 
Included  are  two  supplements,  one  in  January  for  the 
Annual  Convention,  the  House  of  Delegates  program, 
and  annual  reports;  and  the  other  in  July  containing  the 
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Proceedings  of  the  House  of  Delegates.  These  special 
issues  are  prepared  and  indexed  under  the  direction  of 
our  Executive  Associate. 

It  was  also  decided  that  advertisements  were  to  be  in- 
terspersed throughout  the  Journal,  not  appearing  only 
in  the  front  and  back  of  each  issue  as  heretofore. 

Again  the  members  of  the  Associate  Editorial  Board, 
who  serve  so  faithfully,  are  to  be  commended  for  their 
dedication. 

The  Journal  continues  to  attract  an  increasing  num- 
ber of  manuscripts  for  consideration.  An  effort  is  being 
made  to  cut  down  on  the  number  accepted;  to  include 
only  the  best;  and  to  reduce  our  backlog  of  material. 

As  of  the  date  of  this  report,  a total  of  442  manu- 
scripts have  been  submitted,  190  have  been  accepted, 
and  105  rejected;  190  have  been  referred  to  consultants; 
and  40  are  still  under  consideration. 

We  try  steadily  to  improve  the  Journal;  and  we  appre- 
ciate the  words  of  praise  we  have  received.  With  your 
help,  our  Journal  will  maintain  its  high  position. 

Medical  Services 

Interspecialty  Committee.  This  committee,  be- 
cause of  its  involvement  with  the  development  of  the 
Relative  Value  Scale  has  demanded  a considerable  pro- 
portion of  the  time  and  effort  of  the  Division.  Even  at 
this  late  date  there  are  still  some  changes  being  made  in 
the  scale  by  some  groups.  After  receiving  estimates 
from  six  printers  we  have  selected  one;  and  we  are  in  the 
process  of  delivering  material  for  typesetting.  There  is 
still  the  task  of  proofreading,  but  it  is  hoped  that  this 
project  will  be  completed  and  the  scale  ready  for  distri- 
bution in  November. 

The  overlapping  activities  between  the  Committees 
on  Peer  Review,  PSRO,  and  Continuing  Medical  Educa- 
tion and  the  Interspecialty  Subcommittees  on  Peer  Re- 
view and  Continuing  Medical  Education  have  made  it 
necessary  for  the  director  to  participate  in  the  meetings 
of  the  three  committees  named  so  as  to  have  first  hand 
information  for  dissemination  of  pertinent  material  to 
the  involved  interspecialty  groups. 

There  have  been  two  meetings  of  the  Ad  Hoc  Com- 
mittee to  Study  the  Structure  of  the  Interspecialty 
Committee.  It  is  expected  that  recommendations  will 
be  forthcoming  from  this  group  which  will  lead  to  great- 
er and  better  interrelationships  between  our  Society  and 
the  specialty  societies. 

Workmen’s  Compensation.  Apart  from  the  routine 
problems  of  our  physician  members  in  the  course  of 
treating  workmen’s  compensation  cases,  usually  involv- 
ing intervention  by  us  with  the  Workmen’s  Compensa- 
tion Board  or  the  carriers,  there  have  been  some  major 
problems  that  warrant  specific  mention. 

The  Podiatry  Society  of  the  State  of  New  York  last 
year  presented  a new  fee  schedule  to  which  we  took 
strong  objection  because  it  included  procedures  that  we 
felt  were  beyond  their  scope  and  in  direct  violation  of 
the  State  Education  Law.  This  led  to  a confrontation 
and  finally  to  a withdrawal  by  the  Podiatry  Society  of 
almost  all  the  procedures  to  which  we  objected.  There 
have  been  numerous  meetings  of  a subcommittee  and 
repeated  analyses  and  correspondence  in  regard  to  the 
problems.  At  this  point  we  have  come  to  an  agreement 
on  all  but  three  of  four  items.  This  matter  should  be  re- 
solved soon.  The  basic  issue  is  so  fundamental  and  of 
such  importance  to  physicians,  however,  that  it  should 


not  be  left  dormant  but  be  pursued  further  through  the 
St  e Education  Department.  A communication  to  the 
latter  asked  for  a meeting  and,  although  in  acknowledg- 
ing receipt  of  our  communication  many  months  ago,  it 
was  f ited  that  we  would  hear  further;  there  has  been  no 
additional  correspondence.  It  is  proposed  that  we  fol- 
low this  up  by  another  communication  at  an  early  date. 
We  have  also  had  several  inquiries  from  physicians  on 
hospital  medical  boards  asking  our  assistance  in  defin- 
ing the  privileges  of  podiatrists  working  or  asking  for 
privileges  in  their  institutions.  It  is  planned  to  survey 
hospitals  to  learn  what  the  patterns  are  in  this  regard. 

Medical  Fee  Schedule.  The  absence  of  hard  statisti- 
cal data  in  the  analysis  of  workmen’s  compensation  ac- 
tivities, including  attempting  to  project  costs  when  ne- 
gotiating for  physician  fee  increases,  became  apparent 
during  the  two  detailed  time-consuming  studies  per- 
formed by  this  division  last  year  and  the  year  before. 
This  motivated  the  formation  of  a Workmen’s  Compen- 
sation Board  subcommittee  which  has  met  many  times, 
with  active  participation  by  the  division  director,  and 
has  formulated  a comprehensive  detailed  study  project. 
A pilot  run  has  already  been  conducted  and  at  this  time 
three  indoctrination  courses  to  be  held  in  New  York 
City,  Albany,  and  Rochester  have  been  set  with  the  divi- 
sion director  as  one  of  the  program  participants.  Fol- 
lowing these  instructional  lectures,  it  is  planned  to  ana- 
lyze 30,000  cases,  with  approximately  100,000  bills, 
throughout  the  State  using  October  1974  as  the  base 
month.  The  project  is  a costly  one  but  we  have  stipu- 
lated that  the  Medical  Society  of  the  State  of  New  York 
will  not  share  in  any  of  this  cost  other  than  physician  as- 
sistance where  required.  It  is  to  be  noted  that  this  proj- 
ect, in  the  conception  of  which  we  played  an  important 
role,  will  not  only  furnish  data  as  to  frequency  of  proce- 
dures, costs,  etc.,  but  will  also  yield  a breakdown  of  the 
compensation  medical  dollar  into  physicians,  osteopath, 
hospital,  chiropractor,  and  other  components. 

It  had  been  agreed  that  the  next  fee  schedule  increase 
in  the  Workmen’s  Compensation  Fee  Schedule  would 
take  effect  on  July  1,  1974.  It  is  now  evident  that  the 
study  project  results,  on  which  the  increase  was  to  have 
been  negotiated,  will  not  be  available  until  probably  the 
fall  of  1975.  We  have  already  stated  that  we  would  not 
accept  any  delay  beyond  the  July  1,  1975  date  and  that 
we  plan  to  initiate  active  negotiations  very  soon.  We 
have  been  accumulating  data  from  many  sources  on 
which  to  base  the  percentage  of  increase  we  shall  be  re- 
questing. 

Family  Physicians.  One  of  the  major  problems  we 
have  had  to  deal  with  during  this  past  year  has  been 
that  of  establishing  a Workmen’s  Compensation  Board 
Code  designation  for  the  family  physicians.  In  the 
spring  of  1973  it  had  been  recommended  to  the  New 
York  State  Academy  of  Family  Physicians  that,  instead 
of  asking  for  a rating  classification  that  would  cover  all 
specialties,  they  restrict  it  to  the  field  of  internal  medi- 
cine. They  rejected  it  at  that  time.  In  the  1974  Legis- 
lature a bill  was  introduced  that  would  have  mandated 
the  chairman  of  the  Workmen’s  Compensation  Board  to 
grant  specialty  status  to  family  physicians.  Although  it 
was  the  opinion  of  the  MSSNY  that  the  preferable  ap- 
proach was  an  administrative  one  through  the  WCB 
chairman  rather  than  by  legislation,  we  supported  the 
bill.  The  bill  did  not  come  out  of  committee.  Subse- 
quently representatives  of  the  Academy  of  Family  Phy- 
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sicians  again  appeared  before  the  WCB  Advisory  Com- 
mittee to  press  their  suit;  but  this  time,  accepted  a limi- 
tation to  the  field  of  internal  medicine.  However,  they 
would  not  proffer  a request  as  to  the  fee  structure  they 
desired.  The  Advisory  Committee  has  agreed  in  princi- 
ple to  forward  a favorable  recommendation  to  the  chair- 
man for  an  FP  designation,  but  being  undecided  as  to 
the  fee  to  be  set  (these  fees  apply  only  to  office  visits,  as 
all  physicians  receive  the  same  fees  for  performing  stat- 
ed procedures,  such  as  fractures,  etc.),  asked  MSSNY 
for  a recommendation.  We  suggested  to  the  officers  of 
the  New  York  State  Academy  of  Family  Physicians  that 
they  meet  with  their  counterparts  of  the  New  York 
State  Society  of  Internal  Medicine,  and  reach  an  agree- 
ment on  the  question  of  equitable  fees.  They  did  hold 
such  discussions  but  unfortunately  could  not  arrive  at  a 
consensus.  Accordingly,  this  subject  is  now  before  the 
MSSNY  Workmen’s  Compensation  Committee.  This 
problem  deserves  our  very  careful  consideration  since 
the  dispute  is  fundamental  and  involves  two  major 
groups  of  our  members. 

A situation  has  developed  involving  physiatrists,  or- 
thopedists, and  registered  physical  therapists,  due  to  the 
carriers  attempting  to  prorate  orthopedists  fees  with 
registered  physical  therapists  when  the  latter  start  ther- 
apy during  the  inclusive  aftercare  period.  The  director 
has  held  several  discussions  with  the  involved  groups 
but  no  ready  solution  is  at  hand  at  the  moment.  He 
also  participated  in  a conference  with  our  general  Coun- 
sel and  the  Counsel  of  the  Orthopedic  Society  which  was 
very  fruitful  in  that  we  were  able  to  erase  several  misun- 
derstandings held  by  the  latter  group. 

Medical  Care  Insurance  Committee.  This  com- 
mittee has  dealt  with  many  third  party  payor  problems 
and  has  considered  the  effects  of  the  various  proposed 
national  health  insurance  bills.  The  major  problem 
during  the  past  year  relating  to  this  committee  has  been 
the  downstate  Blue  Cross-Blue  Shield  merger.  There 
were  numerous  meetings  held  involving  the  17  county 
medical  societies  covered  by  the  Blues  in  an  attempt  to 
formulate  a common  approach.  Except  for  one  county, 
however,  MSSNY  stood  alone  in  opposition  to  the  merg- 
er, which  has  since  been  effected.  We  will  have  to  await 
developments  to  determine  if  our  fears  that  the  merger 
of  the  two  groups  will  be  hospital,  rather  than  physician 
oriented,  to  the  detriment  of  the  medical  care  of  the 
public,  are  well  founded. 

Hospital  and  Professional  Relations  Committee. 

The  spin-off  of  activities  from  this  committee  have  been 
relatively  small  to  date  but  we  foresee  a considerable  in- 
crease in  problems  that  will  fall  within  its  sphere.  This 
committee  could  by  involvement  with  the  problems  of 
hospital-based  physicians,  make  the  latter  group  more 
cognizant  of  and  encourage  their  membership  in 
MSSNY. 

The  director  of  the  division  has  been  working  with 
Ralph  S.  Emerson,  M.D.,  chairman  of  the  Peer  Review 
Committee,  and  Russell  C.  Johnson,  M.D.,  Director  of 
Professional  Affairs  for  the  Hospital  Association  of  New 
York  State,  in  the  implementation  of  the  Predictors 
through  field  tests. 

Socioeconomics  Committee.  This  committee  has 
not,  in  our  mind,  been  as  active  or  as  fertile  as  it  should 
be.  The  fault  is  more  that  of  the  director  of  the  division 
rather  than  the  committee  members,  resulting  from 


overwhelming  pressures  from  more  urgent  matters. 
The  socioeconomics  of  medicine  has  become  a major  in- 
terest and  concern  to  our  members  and  it  is  felt  we 
should  be  more  responsive  to  this. 

Conclusion.  We  have  tried  in  this  summary  to  sin- 
gle out  the  major  activities  of  the  division  during  the 
past  year.  Reference  is  made,  only  in  passing,  to  the 
routine  handling  of  numerous  inquiries  and  complaints 
received  both  by  phone  and  by  mail  from  component 
county  medical  societies,  our  physician  members,  insur- 
ance carriers,  and  the  public.  The  wide  ranging  areas 
which  this  division  encompasses,  overlapping  the  inter- 
ests of  many  other  MSSNY  committees,  has  required 
many  meetings  and  joint  activities  with  the  other  divi- 
sions, particularly  the  following  General  Counsel,  Com- 
mission on  Governmental  Relations,  Division  of  PSRO 
and  Related  Activities,  Commission  on  Public  Health 
and  Education,  and  the  Division  of  Public  and  Profes- 
sional Affairs. 

General  Counsel 

The  Office  of  General  Counsel  has  continued  its  ac- 
tivities on  a constantly  expanding  scale.  As  more  and 
more  of  the  county  medical  societies  and  individual  phy- 
sician members  learn  of  the  integration  of  the  manage- 
ment of  the  legal  affairs  of  the  Society  into  the  head- 
quarters staff  structure,  a greater  number  of  requests  for 
advice  and  assistance  are  received. 

The  general  counsel  and  his  staff  attorney  have  con- 
tinued to  attend  all  meetings  of  the  Council  and  Board 
of  Trustees  as  well  as  the  meetings  of  other  committees 
assigned  to  it  for  staff  research  and  support.  These  in- 
clude the  Professional  Medical  Liability  Insurance  and 
Defense  Board,  the  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  to  Re- 
view all  Facets  of  the  Malpractice  Problem,  the  Judicial 
Council,  the  Committee  on  Ethics,  the  House  Commit- 
tee on  Bylaws  and  the  Council  Committee  on  County 
Society  Constitutions  and  Bylaws. 

They  have  also,  by  invitation,  attended  meetings  of 
the  Professional  Standards  Review  Organization  Com- 
mittee, the  Peer  Review  Committee,  the  Committee  on 
Data  Processing  in  Medicine,  the  General  Insurance 
Committee,  the  Membership  Benefits  Committee, 
Health  Manpower  Committee,  Continuing  (Postgradu- 
ate) Education  Committee,  and  Drug  Abuse  Committee. 

In  the  period  since  the  adjournment  of  the  House  in 
February  1974,  the  general  counsel  has  transmitted  a 
number  of  memoranda  to  the  component  county  medi- 
cal societies  dealing  with  a wide  variety  of  medical-legal 
matters.  These  include  a memorandum  advising  how 
physicians  should  respond  to  requests  for  information 
on  practice  procedures  from  consumer  action  groups;  a 
model  of  rules  of  procedure  for  boards  of  censors;  a 
model  for  county  medical  society  constitutions  and  by- 
laws which  insure  conformity  with  New  York  State  laws 
as  well  as  the  Bylaws  of  the  State  Society;  a number  of 
memoranda  explaining  the  details  of  the  operation  of 
the  new  malpractice  mediation  panels;  memoranda  giv- 
ing details  of  the  court’s  decision  permitting  consolida- 
tion of  Associated  Hospital  Service  of  New  York  (Blue 
Cross)  and  United  Medical  Service,  Inc.  (Blue  Shield) 
despite  the  objections  of  the  State  Society;  a number  of 
memoranda  concerning  promulgation  of  relative  value 
scales  and  the  effect  of  the  Sherman  Anti-Trust  Law  on 
such  actions. 


244  New  York  State  Journal  of  Medicine/ January  1975 


The  general  counsel  has  also  reviewed  all  contracts 
and  agreements  involving  the  Society;  and  he  has  as- 
sisted in  the  preparation  of  reports  and  documents  re- 
quired by  various  official  agencies. 

One  of  the  most  time  consuming  activities  of  the  Of- 
fice of  General  Counsel  has  been  the  review  of  the  con- 
stitutions and  bylaws  of  all  the  component  county  medi- 
cal societies  to  bring  them  up  to  date  and  insure  that 
they  comply  with  applicable  State  Law  as  well  as  the 
Bylaws  of  the  State  Society. 

He  has  also  assisted  the  medical  staffs  of  various  hos- 
pitals throughout  the  State  in  revising  and  updating 
their  hospital  bylaws  to  insure  that  their  interests  are 
protected  and  that  individual  staff  physicians  receive 
“due  process”  in  dealings  with  the  hospital  trustees  and 
administrative  officials. 

Governmental  Relations  Division 

Albany  Operations.  Again  this  year  the  director 
represented  the  State  Medical  Society  in  Albany  during 
the  1974  session  of  the  New  York  State  Legislature.  As 
the  session  progressed,  he  communicated  the  position  of 
the  State  Society  on  the  various  health  bills  considered 
by  the  Legislature.  He  personally  contacted  the  key 
lawmakers  and  their  staffs  to  discuss  in  detail  the  bills 
of  interest  to  the  medical  profession.  He  also  worked 
very  closely  with  MSSNY’s  legislative  counsel  at  the 
Capitol  in  directing  and  preparing  State  Medical  Soci- 
ety position  memoranda  on  pending  bills;  and  he  active- 
ly participated  in  the  presentation  and  discussion  of 
these  statements  with  members  of  both  houses  of  the 
Legislature. 

The  director’s  telephone  answering  service  was  rein- 
stituted this  year  to  assist  him  in  communications  with 
the  legislators  and  their  staffs,  as  well  as  county  medical 
societies,  individual  physicians,  and  the  division  staff. 
This  service  has  proven  to  be  a valuable  aid  in  reaching 
the  director  while  he  is  on  the  go  at  the  Capitol. 

Capitol  News,  our  weekly  legislative  newsletter,  was 
distributed  during  the  session  to  keep  county  medical 
societies  and  key  physicians  abreast  of  developments 
concerning  bills  pending  in  the  Legislature.  A total  of 
twenty  issues  were  published:  eighteen  during  the  ses- 
sion and  two  following  the  session.  The  final  issue  on 
June  24,  1974  gave  a report  of  the  Governor’s  actions 
during  his  thirty-day  signing  period. 

Headquarters  Activities.  During  and  following  the 
legislative  session,  the  division  staff  carried  out  a variety 
of  assignments  given  them  by  the  director.  While  in  Al- 
bany, the  director  supervised  the  activities  of  the  staff 
through  daily  telephone  conferences,  and  personally  di- 
rected the  followup  work  upon  his  return  from  the  Capi- 
tol at  the  close  of  the  session.  The  following  were  some 
of  the  principal  achievements. 

(1)  Seven  memoranda  were  mailed  to  all  members  of 
the  State  Legislature.  Each  memorandum  acted  as  a 
transmittal  letter  for  a group  of  MSSNY  position  state- 
ments on  pending  health  legislation. 

(2)  The  LAB  (Legislation  Action  Bulletin)  was  uti- 
lized again  this  year  to  alert  county  medical  society  leg- 
islation chairmen  and  our  panel  of  liaison  physicians  to 
the  happenings  in  Albany  and  to  spell  out  specific  ac- 
tions to  be  taken.  Copies  were  also  sent  to  county  med- 
ical society  officers  and  executive  secretaries  as  well  as 
officers  of  the  Woman’s  Auxiliary  for  their  information 
and  support.  Eight  LAB’s  were  sent  out  this  year  along 
with  position  statements  on  numerous  health  bills. 


(3)  Certain  county  medical  society  executive  secre- 
taries were  also  contacted  by  telephone  to  enlist  their 
support  of  our  efforts  on  several  key  bills.  These  execu- 
tive secretaries  whose  Assemblymen  or  Senators  were  on 
committees  considering  these  important  bills  were  asked 
to  call  or  telegraph  their  representatives  to  reinforce  the 
State  Medical  Society’s  position.  This  combined  effort 
of  the  State  and  county  societies  proved  successful  in 
getting  our  views  across  to  the  lawmakers.  The  end  re- 
sult of  these  calls  and  mailings  were  enactment  of  the 
malpractice  mediation  panel  law  and  defeat  of  the  chiro- 
practic x-ray  and  physical  therapy  bills. 

(4)  Telegrams  were  also  sent  to  Senators  Javits  and 
Buckley  on  July  26,  1974  regarding  S.3585  (Kennedy) 
and  Congressmen  Murphy,  Lent,  Podell  and  Hastings 
on  August  20,  1974  regarding  H.R.  16204  (Rogers). 

(5)  Files  on  State  and  Federal  legislation  have  been 
kept  for  reference  by  the  director,  MSSNY  committees 
and  division  heads,  and  individual  physicians.  Copies 
are  supplied  to  interested  parties  by  the  division  staff. 
Up-to-date  files  of  selected  bills  from  the  State  Legisla- 
ture are  sent  to  the  division  by  the  Legislative  Index 
Company.  The  division  also  subscribes  to  the  compa- 
ny’s daily  and  weekly  legislative  services  which  provide 
summaries  of  all  bills  introduced  and  the  action  taken 
on  each.  Through  this  service  the  division  staff  is  able 
to  answer  the  many  inquiries  regarding  State  legislation 
which  come  into  the  division  office  each  week  during 
and  after  the  session. 

(6)  At  the  close  of  the  Governor’s  thirty-day  signing 
period,  the  director  and  staff  prepared  a brochure  enti- 
tled “1974  Health  Legislation.”  This  report,  providing 
a summary  of  the  major  bills  acted  upon  by  the  State 
Legislature,  wras  distributed  widely. 

State  Legislation  Committee  Meetings.  Meetings 
were  as  follows: 

(1)  On  January  17,  1974,  the  State  Legislation  Com- 
mittee held  a meeting  at  the  Fort  Orange  Club,  Albany, 
New  York.  This  meeting  was  primarily  concerned  with 
MSSNY’s  1974  Legislative  Program. 

(2)  On  February  24,  1974,  the  Committee  met  again 
immediately  after  the  opening  session  of  the  House  of 
Delegates.  This  meeting  was  devoted  to  an  update  on 
program  bills  and  discussion  of  other  health  bills  intro- 
duced to  that  date. 

(3)  On  October  16,  1974,  the  Committee  held  its  reg- 
ular fall  meeting  to  consider  MSSNY  program  bills  for 
1975,  and  to  make  final  preparations  for  the  Annual 
Legislative  Conference. 

Federal  Legislation  Committee  Meetings.  The 

following  meetings  were  held: 

(1)  On  July  1,  1974,  the  Federal  Legislation  Com- 
mittee held  a meeting  at  MSSNY  headquarters  to  dis- 
cuss the  legislative  proposal  regarding  medical  data  sys- 
tem administration  and  current  developments  in  Wash- 
ington. 

(2)  A meeting  was  held  on  October  16,  1974,  to  con- 
sider the  latest  developments  on  bills  before  Congress 
and  to  make  final  arrangements  for  the  Annual  Legisla- 
tion Conference. 

Annual  Legislative  Conference.  On  October  17, 
1974  our  annual  conference  was  held  at  the  Hilton  Inn, 
Syracuse.  The  preparations  for  this  meeting  were  un- 
derway for  several  weeks  with  mailings  sent  to  county 
medical  society  legislation  chairmen,  officers  and  execu- 
tive secretaries.  Memoranda  were  sent  by  John  H.  Car- 
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ter,  M.D.,  Chairman,  State  Legislation  Committee,  to 
the  county  medical  societies  and  MSSNY  committee 
chairmen  asking  for  suggestions  for  bills  to  be  included 
in  our  1975  legislative  program.  Those  proposals  which 
have  been  made  to  date  were  sent  to  the  director  to  be 
included  in  the  agenda  of  the  State  Legislation  Commit- 
tee meeting.  The  director  has  also  worked  closely  with 
the  chairmen  of  the  State  and  Federal  Legislation  Com- 
mittees preparing  the  program  for  the  all-day  confer- 
ence. 

The  morning  session  dealt  with  State  legislative  mat- 
ters, and  the  afternoon  session  was  devoted  to  Federal 
legislation  with  a representative  from  the  AMA’s  Wash- 
ington office  present  to  lead  the  discussion  and  answer 
questions. 

Malpractice  Mediation  Program.  During  the  re- 
cent legislative  session,  MSSNY  was  successful  in  ob- 
taining passage  of  the  malpractice  mediation  panel  law 
which  sets  up  a pretrial  mediation  system  from  medical 
malpractice  cases  throughout  the  state.  One  of  the 
three  members  of  the  mediation  panel  will  be  a physi- 
cian selected  from  lists  compiled  by  the  State  and  coun- 
ty medical  societies.  To  facilitate  the  implementation 
of  this  new  program,  the  director  and  other  MSSNY  re- 
presentatives have  met  with  the  Presiding  Justices  of 
the  four  Appelate  Divisions  who  are  charged  with  pro- 
mulgating rules  and  regulations  for  this  procedure.  At 
the  request  of  the  Justices,  the  director  has  acted  as  in- 
termediary in  obtaining  lists  of  physicians  for  service  on 
the  panels  from  the  county  medical  societies  for  trans- 
mittal to  the  Justices.  The  division  staff  has  also  pre- 
pared files  for  the  panel  lists,  and  will  continue  to 
update  them  for  ready  reference  by  interested  parties. 

Meetings  and  Public  Hearings.  As  part  of  our  leg- 
islative efforts  at  the  State  Capitol,  the  director  attends 
many  public  hearings  and  private  conferences  during 
the  session.  He  also  attends  and  participates  in  numer- 
ous MSSNY  committee  meetings  at  headquarters.  In 
addition  to  these  activities,  the  director  has  represented 
the  State  Medical  Society  at  various  hearings  and  con- 
ferences around  the  state. 

PSRO  and  Related  Activities 

In  December  of  1973,  the  Medical  Society  of  the  State 
of  New  York  organized  the  PSRO  Committee  composed 
of  one  physician  representative  from  each  PSRO  region 
(17)  in  the  State.  This  committee  has  met  a total  of 
eight  times,  on  the  first  Monday  of  each  month  from 
January  through  August  1974.  Beginning  with  the  first 
meeting,  the  MSSNY  staff  and  committee  chairman  re- 
peatedly stated  and  restated  that  the  function  of  the 
committee  is  to  give  body  to  the  PSRO  undertaking  in 
New  York  State  and  to  provide  cohesive  force  necessary 
to  tie  the  entire  operation  together.  During  the  first 
months  of  the  year,  we  were  involved  in  the  area  desig- 
nation problem  where  the  Medical  Society  of  the  State 
of  New  York  disagreed  with  the  area  designation  as  pro- 
mulgated by  the  Department  of  Health,  Education,  and 
Welfare.  One  of  the  major  accomplishments  of  this  di- 
vision was  the  effort  we  undertook  to  redirect  the 
DHEW  decision  so  that  ultimately  the  areas  desired  by 
the  MSSNY  and  the  constituent  county  areas  within  the 
state  were  agreed  to  by  DHEW. 

The  PSRO  Committee  was  also  the  first  to  set  up  a li- 
aison with  the  New  York  State  Osteopathic  Society  by 
extending  an  invitation  for  its  representative  to  sit  in  on 


the  meetings  of  the  MSSNY  PSRO  Committee.  Their 
representative  has  attended  five  of  the  eight  scheduled 
meetings  to  date.  The  division  director  of  PSRO  has 
also  held  periodic  meetings  with  the  designated  repre- 
sentative of  the  Dental  Society  of  the  State  of  New 
York. 

Early  in  January  this  division  recommended  to  the 
Council  that  there  be  created  a New  York  State  Re- 
source Center  for  Administrative  and  Technical  Affairs 
which  was  to  be  the  forerunner  of  the  Statewide  Sup- 
port Center  for  PSRO’s  which  was  funded  by  DHEW. 

During  January,  February  and  March,  we  assisted 
several  of  the  PSRO  regions  in  their  incorporation  pro- 
cesses, and  we  assisted  in  the  preparation  of  planning 
grant  applications  for  several  of  the  downstate  PSRO 
regional  areas. 

During  the  month  of  April,  the  Department  of  HEW 
mandated  the  completion  and  submission  of  the  propos- 
als for  planning  and/or  conditional  grants  by  the  local 
PSRO’s.  It  was  during  this  period  of  time  that  the  Divi- 
sion of  PSRO  (this  was  prior  to  the  creation  of  a funded 
Statewide  Support  Center)  assisted  in  the  completion  of 
the  PSRO  planning  applications  and  secured  from,  and 
supplied  to,  the  various  regions  the  necessary  letters  of 
support  as  required  by  DHEW. 

It  was  during  April  that  the  PSRO  Committee  formal- 
ly approved  the  request  of  the  Association  of  Interns 
and  Residents  to  regularly  attend  our  meetings  as  ob- 
servers; and  this  representative  has  been  a fairly  regular 
attendee  from  May  to  the  present. 

Also,  during  April,  MSSNY  submitted  an  application 
for  designation  as  a Statewide  Support  Center;  and  our 
original  request  for  approximately  $500,000  dollars  was 
subsequently  reduced  to  a grant  of  $208,000.  This 
grant  was  awarded  to  us  on  June  26  and  became  effec- 
tive as  of  July  1st. 

In  July,  the  PSRO  Committee  decided  to  establish  a 
subcommittee  on  educational  matters,  and  at  the  one 
meeting  of  this  subcommittee  the  decision  was  made  to 
present  a statement  to  HEW  concerning  the  approach 
that  we  wish  to  take  in  order  to  “educate”  the  40,000 
doctors  in  New  York  State  concerning  i chat  PSRO  is 
all  about. 

This  proposal  was  submitted  to  HEW  in  August  and 
to  date  there  has  been  no  agreement  between  the  United 
States  government  and  MSSNY  concerning  the  method 
of  procedure  for  undertaking  this  operation.  We  feel 
that  in  order  to  get  the  word  to  this  vast  number  of  indi- 
viduals, the  only  approach  is  audio  visual,  since  any 
other  approach,  namely,  written  material,  does  not  seem 
to  be  an  adequate  medium  of  communication. 

In  July,  the  Federal  Legislation  Committee  recom- 
mended to  the  PSRO  Committee  that  both  committees 
support  a letter  of  opposition  to  229  of  P.L.  603,  which 
was  being  proposed  by  the  Department  of  Health,  Edu- 
cation, and  Welfare  to  create  “Program  Review  Teams” 
and  which,  it  was  felt,  would  infringe  upon  the  activities 
of  PSRO’s.  This  recommendation  was  sent  to  the 
Council  which  subsequently  approved  it.  Such  a letter 
was  sent  to  Secretary  Caspar  Weinberger. 

The  director  of  the  Division  of  PSRO  has  made  trips 
to  Washington,  D.C.  to  attend  the  National  Professional 
Standards  Review  Council  meetings  and  has  also  at- 
tended various  meetings  in  Chicago  as  well  as  various 
places  in  New  York  State. 
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Public  and  Professional  Affairs 

The  Division  of  Public  and  Professional  Affairs  in- 
cludes among  its  responsibilities  public  relations  activi- 
ty, news  media  relations,  management  of  the  news  room 
at  the  MSSNY  Annual  Meeting  and  the  publication  of 
the  News  of  New  York  and  the  Ad  Rem  bulletins  which 
are  posted  in  the  hospitals  throughout  the  state. 

Its  General  Information  Department  serves  the  mem- 
bership and  the  public,  assists  the  Woman’s  Auxiliary 
and  the  Medical  Assistants  Association,  provides  speak- 
ers’ bureau  assistance  and  handles  the  details  involved 
with  five  annual  award  programs  including  the  MSSNY 
Fifty  Year  Awards  (an  average  of  350  per  year),  the 
President’s  Citation  and  the  Albion  O.  Bernstein  Award. 

In  addition  to  the  direction  of  the  activities  of  the  di- 
vision, the  director  supervises  the  activities  of  the  re- 
gional representatives  comprising  our  field  service  and 
staffs  the  Council  Committee  on  Membership  and  the 
New  York  Delegation  to  the  AMA. 

The  News  of  New  York  continues  to  be  the  principal 
means  of  communicating  nontechnical  and  nonscientific 
information  to  our  membership  and,  because  of  its  im- 
portance, every  effort  is  made  to  produce  an  informative 
and  appealing  publication.  It  appears  that  we  are  doing 
so,  for  we  are  generating  an  increasing  number  of  letters 
from  our  readers.  In  September,  after  eight  months  of 
research,  the  News  of  New  York  was  radically  changed 
from  an  eight-page  monthly  to  a four-page  semimonth- 
ly. Obviously,  the  twice  monthly  issuance  provides  a 
needed  timeliness,  and  the  reaction  of  our  readers  has 
been  uniformly  complimentary.  Coupled  with  the  dou- 
bling of  its  frequency  is  the  obvious  use  of  succinct  re- 
ports of  Council  and  House  actions  and  medical,  legal, 
and  economic  news,  as  well  as  other  useful  advice  for  the 
membership.  Also  the  Ad  Rem  bulletins  have  experi- 
enced innovation:  more  regular  issuance  and  a distinct 
policy  of  news  complementary  to  the  News  of  New  York. 
In  the  past  year,  we  have  expanded  the  number  of  bulle- 
tin boards  we  have  erected  in  hospitals,  but  requests 
from  additional  hospitals  for  participation  in  this  com- 
munication program  continue  to  be  received. 

During  the  past  year,  we  prepared  and  mailed  four 
"Hotline  Letters.”  "Hotlines”  are  sent  by  first  class 
mail  to  every  member  of  the  Society.  Our  policy  of 
using  the  distinctive  red  and  white  stationery  for  only 
priority  news  emphasizes  the  exceptional  importance  of 
all  communication  via  this  medium. 

Our  public  and  professional  relations  activity  has 
been  led  by  an  active  and  productive  Public  Relations 
Committee.  Notable  was  the  July  random  survey  of 
member  opinion  regarding  Statewide  newspaper  adver- 
tising done  at  the  request  of  the  House  of  Delegates.  As 
reported  in  the  committee's  annual  report,  this  survey 
had  a remarkably  unprecedented  and  heartening  re- 
sponse from  our  members.  We  have  interpreted  it  as  an 
indication  that  our  members  are  concerned  and  are 
ready  to  participate  in  worthwhile  Society  activities. 

Among  projects  underway  are  the  expansion  of  our 
file  of  statements  of  the  official  policy  or  position  of  the 
Society,  the  production  of  a series  of  public  health  an- 
nouncements for  distribution  to  radio  stations  through- 
out the  state,  and  a series  of  public  health  messages  for 
Station  WNBC-TV  to  be  produced  in  cooperation  with 
the  Medical  Societies  of  Connecticut  and  New  Jersey. 

The  Department  of  Information,  a one  person  opera- 
tion. continues  to  be  one  of  our  best  public  relations  ef- 


forts. We  receive  an  average  of  24  requests  per  day 
from  our  membership  and  the  public,  in  the  form  of  let- 
ters, telephone  calls,  and  personal  visits.  Each  contact 
is  handled  with  courtesy  and  dispatch  in  fulfillment  of 
our  policy  never  to  appear  bureaucratic.  This  depart- 
ment also  serves  the  Woman’s  Auxiliary  and  the  Medi- 
cal Assistants  Association  with  clerical,  typing,  duplicat- 
ing, and  mailing  chores.  The  President’s  Citation,  the 
Bernstein  Award  and  the  annual  Fifty-Year  Service 
Award  programs  are  also  managed  in  this  Department. 

The  State  Society’s  field  servicemen  (Regional  Rep- 
resentatives) are  an  extension  of  the  service  of  MSSNY 
to  the  county  medical  societies  and  to  their  officers  and 
members.  These  men  constantly  circulate  throughout 
their  territories,  offering  their  assistance  and  expertise 
where  needed,  and  they  are  present  at  endless  meetings 
to  answer  questions  regarding  MSSNY’s  policy  or  pro- 
gram. 

Insurance  and  .Membership  Benefits 

(General  Insurance.  Our  endorsed  insurance  ad- 
ministrator, Charles  J.  Sellers  & Co.,  Inc.,  has  reported 
to  the  Division  on  Insurance  and  Membership  Benefits 
that  approximately  four  thousand  physicians  are  en- 
rolled in  the  State-sponsored  disability  income  program. 
In  keeping  with  the  promise  to  protect  the  county  medi- 
cal societies,  many  of  these  physicians  indicated  on  their 
enrollment  forms  that  they  did  not  have  the  maximum 
coverage  through  their  county  societies.  They  were  ad- 
vised of  the  right  to  purchase  the  county  program  first 
and  requested  to  support  the  county  program.  Ap- 
proximately 500  physicians  have  withdrawn  their  origi- 
nal applications  from  the  State  program  and  enrolled  to 
maximum  in  their  county  societies.  Of  the  approxi- 
mately 500  physicians  who  have  done  this  approximate- 
ly 150  physicians  have  reapplied  for  more  coverage  at 
the  State  level.  The  total  enrolled  at  this  time  is  3,667 
physician  members  of  MSSNY. 

The  State  program  has  spurred  considerable  addi- 
tional activity  at  the  county  level.  According  to  the 
Continental  Insurance  Company,  our  endorsed  adminis- 
trator has  been  advised  that  more  new  insurance  has 
been  written  since  the  State  program  started  than  had 
been  produced  at  the  county  level  in  the  preceeding  five 
years.  Thus,  the  State  program  may  add  to  the 
strength  of  the  county  programs  rather  than  jeopardize 
them,  as  some  have  claimed. 

Our  endorsed  administrator  has  advised  us  that  ap- 
proximately 1,000  physicians  have  enrolled  in  the  State- 
sponsored  Group  Term  Life  Program.  Many  of  the 
physicians  who  enrolled  did  so  under  the  charter  enroll- 
ment period.  Thus,  they  were  able  to  receive  additional 
life  insurance  protection  regardless  of  their  medical  his- 
tory. 

The  Council  approved  criteria  outlining  the  responsi- 
bilities of  our  endorsed  administrator  to,  and  on  behalf 
of,  the  Medical  Society  of  the  State  of  New  York  was  ac- 
cepted and  agreed  to  by  the  endorsed  administrator. 
This  will  enable  the  Medical  Society  to  have  greater  di- 
rection and  control  of  its  own  insurance  programs. 

The  General  Insurance  Committee  is  continuing  to  re- 
view other  programs  such  as  business  overhead  expense, 
inhospital  income,  accidental  death  and  dismember- 
ment, and  pension  programs  that  may  be  of  meaningful 
benefit  to  the  membership. 

Membership  Benefits  We  are  exploring  all  areas 
and  means  to  suppl}’  meaningful  programs  for  the  mem- 
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bership.  Our  idea  is  to  bring  to  our  members  savings 
under  such  various  and  diverse  items  as  auto  and  equip- 
ment leasing,  special  arrangements  with  financial  insti- 
tutions, group  travel  programs,  gourmet  foods,  coin  col- 
lections, objects  of  art,  jewelry,  tires,  household  applian- 
ces, etc.  All  these  products  and  services  will  be  offered 
to  the  membership  at  reduced  prices. 

Research  and  Planning 

In  March,  shortly  after  assuming  his  position,  the  Di- 
rector of  the  Division  of  Research  and  Planning,  trav- 
eled to  California  to  discuss  research  division  activities 
with  the  chief  of  that  activity  at  the  California  Medical 
Association.  Some  of  the  ideas  and  concepts  of  the  Cal- 
ifornia Medical  Association  Research  Division  have 
been  very  helpful  in  guiding  our  Division  of  Research 
and  Planning  to  a meaningful  and  fundamentally  sound 
start. 

One  of  the  initial  projects  undertaken  by  this  Division 
was  that  of  assisting  the  Monroe  County  Foundation  foj- 
Health  Care  in  identifying  the  problems  of  that  Founda- 
tion. Although  no  concrete  solution  was  determined  to 
solve  the  problems  of  that  Foundation,  several  sugges- 
tions were  presented. 

In  May  the  division  was  asked  to  undertake  a study  of 
the  structure  and  functions  of  all  committees  and  com- 
missions in  the  Medical  Society  of  the  State  of  New 
York.  This  was  carried  out  and  the  recommendations 
were  that  (1)  a committee  be  organized  to  assist  the 
President-Elect  in  making  decisions  and  appointing 
committee  members;  that  (2)  each  committee  chairman 
submit  an  annual  report  showing  attendance  and  activi- 
ties of  each  of  the  committee  members  for  the  preceding 
year;  that  (3)  a composite  profile  of  each  committee  be 
documented  stating  the  makeup  of  committee  members, 
the  tenure  of  committee  members,  the  scope  of  activity 
of  the  committee  and  the  functions  and  responsibilities 
of  the  committee.  This  would  be  published  for  the  in- 
formation of  any  new  incoming  member  of  any  commit- 
tee. 

Also,  the  Council  requested  that  the  division  gather 
information  about  and  make  recommendations  pertain- 
ing to  the  Medical  Society  affiliation  with  the  establish- 
ment of  ethical  data  centers.  The  terminology  “ethical 
data  centers”  was  used  by  Elemer  Gabrieli,  M.D.  in  his 
report  on  the  Joint  Task  Force  on  Medical  Records  and 
Computer  Technology.  The  conclusions  reached  were 
that  the  Medical  Society  of  the  State  of  New  York 
should  not  become  involved  in  the  establishment  of 
physical  data  centers  for  the  purpose  of  processing  med- 
ical or  any  other  form  of  computerized  records.  This 
was  due  largely  to  the  tremendous  expense  that  would 
be  incurred  to  establish  such  a facility.  It  was  suggested 
that  the  Society  pursue  with  vigor,  legislation  to  control 
all  types  of  medical  data  and  privileged  information 
thereby  protecting  the  confidentiality  of  medical  infor- 
mation and  protecting  the  physician-patient  relation- 
ships. It  was  also  recommended  that  the  Society  estab- 
lish standardized  guidelines  that  would  be  used  in  moni- 
toring any  data  center  processing  medical  records. 

During  the  summer  months,  the  Community  Medical 
Services  of  Syracuse,  New  York,  under  the  direction  of 
the  Division  of  Research  and  Planning  conducted  a pre- 
liminary analysis  on  physician  distribution  in  New  York 
State.  From  this  study,  possible  geographic  deprive- 
ment  of  health  services  were  (bund  in  New  York  State. 


In  some  areas  it  was  discovered  that  the  physician/pop- 
ulation ratio  was  as  high  as  1:12300.  Another  indication 
of  the  lack  of  health  care  services  was  the  finding  that 
residents  of  our  State,  in  some  areas,  must  travel  in  ex- 
cess of  40  miles  to  obtain  medical  services.  The  recom- 
mendations for  alternatives  and  approaches  to  this 
problem  are  now  being  reviewed  by  the  division  with 
subsequent  recommendations  being  prepared  for  Coun- 
cil consideration. 

Innovation  is  the  tool  of  research,  and  the  initiation 
and  implementation  of  innovative  ideas  are  the  fulfill- 
ment of  the  plans.  Our  director  truly  believes  that  his 
division  is  off  to  an  excellent  start  and  he  looks  forward 
to  its  progressively  active  role  within  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Business 

The  following  is  a list  of  accomplishments  of  the  Busi- 
ness Division. 

Accounting 

Streamlining  of  accounting  activities  has  continued. 
Financial  reports  were  more  up-to-date.  This  depart- 
ment was  charged  with  the  financial  reporting  and  rec- 
ord keeping  of  the  PSRO  Support  Center. 

Budget  and  Finance 

a. )  The  Division  prepared  the  original  and  revised 
budgets  for  the  year  1974.  Division  heads  received  fi- 
nancial figures  approximately  every  two  months.  All 
activities  seem  to  be  within  budgetary  limits. 

b. )  Many  hours  were  spent  in  putting  together  an 
appropriate  budget  for  the  PSRO  Support  Center. 
After  presentation  of  five  different  estimated  budgets, 
one  was  finally  accepted  by  HEW. 

c. )  The  new  Medical  Directories  were  finally  printed 
and  distributed  in  June,  1974.  We  should  exceed  our 
directory  sales  originally  projected  at  $87,500. 

d. )  Interest  on  our  short-term  investments  of  the 
general  fund  (commercial  paper  and  certificates  of  de- 
posit) also  exceeded  our  expectations.  The  original  pro- 
jection was  $50,000.  It  can  now  safely  be  calculated 
that  we  may  earn  up  to  $100,000  in  these  short-term  in- 
vestments. 

Journal  Advertising 

Advertising  revenues  continue  to  decrease  despite  the 
fact  that  we  increased  our  advertising  rates  slightly  in 
1974.  This,  however,  seems  to  be  the  trend  nationwide; 
and  from  all  reports,  it  seems  that  we  are  doing  better 
than  comparable  organizations  in  this  area.  As  of  nine 
months  ended,  September  30,  gross  advertising  revenue 
stands  at  $168,111,  which  is  over  $19,000  less  than  for 
the  comparable  period  in  1973.  Of  course,  although  we 
are  incurring  lower  revenues,  our  estimated  budget  pro- 
jected savings  in  production  costs  of  the  Journal  because 
of  the  new  once-per-month  publication. 

Membership  Directory 

a. )  The  dues  paying  membership  now  totals  23,670, 
which  is  higher  bv  about  170  members  from  the  figure 
estimated  for  1974. 

b. )  This  department  is  now  working  with  AMA  rep- 
resentatives in  initiating  the  new  dues  billing  program 
called  AMCAP,  which  is  replacing  the  Fisher-Stevens 
CAPIS  program.  Everything  seems  to  be  going  smooth- 
ly during  the  transition  period. 

c. )  Work  has  already  started  on  the  1975-76  Medical 
Directories.  Questionnaires  have  been  mailed  to  physi- 
cians and  are  being  returned  at  a rapid  pace. 
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Miscellaneous 

a. )  Unrelated  Business  Income  Tax  for  the  Year 
1968.  We  have  protested  the  IRS  decision  that  they 
will  not  honor  our  claim  for  tax  refund  for  1968 
($46,134.04  amount  of  tax  and  penalty).  Subsequently, 
we  engaged  the  law  firm  of  Wilkie,  Farr  and  Gallagher 
to  present  a protest  on  our  hehalf  which  was  rendered  to 
the  IRS  on  August  17,  1974.  We  are  awaiting  a reply. 
Further  developments  on  unrelated  business  income  tax 
reached  us  via  a civil  action  taken  by  the  Massachusetts 
Medical  Society  (New  England  Journal  of  Medicine) 
against  the  United  States  of  America  to  recover  taxes 
assessed  by  the  IRS  on  the  New  England  State  - Journal 
of  Medicine,  journal  advertising  for  the  year  1968.  A 
memorandum  and  order  issued  by  the  U.S.  District 
Court,  District  of  Massachusetts,  on  September  9,  1974, 
granted  the  Massachusetts  Medical  Society  a summary 
judgment  and  Massachusetts  Medical  Society  was 
granted  return  of  the  taxes  paid  for  the  year  1968 
($32,638)  plus  interest.  The  decision  of  this  Court  cer- 
tainly should  help  our  own  case,  which  is  similar;  and  it 
gives  us  a better  chance  to  recover  the  taxes  that  we 
have  paid,  under  protest. 

b. )  Employee  Benefits  Program.  Several  meetings 
have  been  held  during  the  course  of  the  year  with  Mr. 
Francis  P.  McClpskey,  Independent  broker,  Mr.  J.  Terry 
Twerell,  representing  Aetna  Life  &.  Casualty  Co.,  Mr. 
Eugene  O'Reilly,  formerly  of  our  office,  and  the  comp- 
troller to  try  to  improve  our  plan  in  areas  that  may  need 
adjustment  in  light  of  changing  economic  and  social 
conditions.  We  shall  be  prepared  in  the  near  future  to 
discuss  possible  changes  in  the  pension  plan  and  to  re- 
port on  a possible  change  to  a private  insurance  carrier 
for  our  medical — surgical  coverage  utilizing  the  reason- 
able, usual,  and  customary  fee  concept. 

Because  of  the  new  “Pension  Reform  Law"  enacted 
on  September  2,  our  comptroller  will  be  attending  some 
seminars  in  the  near  future  on  this  subject  to  see  how 
these  reforms  affect  our  plan.  These  seminars  and 
other  meetings  will  determine  whether  we  must  make 
any  changes  in  our  pension  plan  to  comply  with  the  new 
law. 

c. )  Exemption  from  N Y.  State  Labor  Law  to  Pay 
Employees'  Salaries  in  CASH.  A recent  labor  law, 
mandating  payment  of  employees'  salaries  in  cash  to 
those  who  earn  less  than  $200  per  week  became  effective 
October  1.  We  filed  an  application  to  be  exempted 
from  this  law  and  on  September  13,  we  were  granted  a 
“permit  to  pay  wages  by  check.” 

MISCELLANEOUS 

AMA-ERF.  In  March,  the  American  Medical  Asso- 
ciation submitted,  to  us,  AMA-ERF  grant  checks  for 
presentation  to  the  medical  schools  in  our  state  as  fol- 
lows: 

Columbia  University  College  of  Physicians 


and  Surgeons $6,055.85 

Albany  Medical  College  of  Union 

University $5,213.11 

State  University  of  New  York  at  Buffalo  . . .$4,154.85 
State  University  of  New  York,  Downstate 

Medical  Center $3,554.50 

New  York  Medical  College $4,459.98 

State  University  of  New  York,  Upstate 

Medical  Center $3,541.93 


New  York  University  School  of  Medicine  . . .$4,410.61 

Cornell  University  Medical  College $6,922.86 

University  of  Rochester  School  of  Medicine 

and  1 )entist  ry  $4,83 1 .35 

Albert  Einstein  College  of  Medicine  at 

Yeshiva  University $2,654.98 

Mount  Sinai  School  of  Medicine  of  the  City 

l Iniversity  of  New  York $2,406.85 

State  University  of  New  York,  Stony  Brook 

Foundation $2,891.85 


Contributions  to  the  AMA-ERF  medical  school  fund 
in  1973  totaled  $1,250,357,  an  increase  of  $277,994  over 
1972.  More  than  $659,870  of  the  grand  total  came  from 
the  Woman’s  Auxiliary. 

Osteopathic  Physicians.  The  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York,  at  its  An- 
nual Meeting  in  February,  voted  to  amend  the  Bylaws 
so  as  to  grant  full  membership  to  eligible  osteopathic 
physicians. 

By  virtue  of  our  structure,  such  action  now  requires 
that  the  Constitutions  and/or  Bylaws  of  the  county 
medical  societies  be  similarly  amended  to  effectuate  this 
change. 

If  a county  medical  society  has,  as  yet,  not  done  so,  it 
should  take  appropriate  measures  to  include  the  re- 
quired provisions  as  quickly  as  possible. 

Following  is  a copy  of  the  section  of  the  MSSNY  By- 
laws affected  by  this  decision  which  may  be  used  as  a 
guide  on  the  local  level. 

Upon  approval  of  the  appropriate  change  by  the 
county,  a copy  thereof  should  be  forwarded  to  the  Coun- 
cil Committee  on  Constitutions  and  Bylaws  in  care  of 
the  Office  of  General  Counsel  of  this  Society  for  review 
and  presentation  to  the  Council  of  the  Medical  Society 
of  the  State  of  New  York. 


Article  II  Membership 

SECTION  1.  CLASSES 

The  membership  in  the  Medical  Society  of  the 
State  of  New  York  shall  be  divided  into  five  classes: 
(a)  active,  (b)  junior,  (c)  life,  (d)  honorary,  and  (e) 
student. 

Active  and  junior  membership  shall  be  limited  to 
graduates  of  recognized  medical  or  osteopathic 
schools  who  have  completed  not  less  than  four  satis- 
factory years  of  at  least  eight  months  each,  or  the 
equivalent,  in  a medical  or  osteopathic  school  in  the 
United  States  of  America  or  Canada  registered  as 
maintaining  at  the  time  a standard  satisfactory  to  the 
medical  or  osteopathic  licensing  authorities  of  the 
State  of  New  York,  or  in  a medical  or  osteopathic 
school  in  a foreign  country  maintaining  a standard 
not  lower  than  that  prescribed  for  medical  schools  in 
this  State. 

Junior  members  shall  be  those  members  who  have 
been  graduated  from  medical  or  osteopathic  college 
not  more  than  five  calendar  years,  not  counting  active 
service  in  the  armed  forces  of  the  United  States  or  in 
the  United  States  Public  Health  Service,  or  who  have 
not  completed  their  continuous  residency  training. 

In  no  case  may  junior  membership  continue  more 
than  seven  years  after  the  date  of  graduation  from 
medical  or  osteopathic  school. 
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IRS.  The  following  item  appeared  in  an  issue  of 
“Tax  Letter.”  This  is  published  by  Organization  Man- 
agement, Inc.  of  Washington,  D.C.) 

The  IRS  has  issued  TIR-1275,  dated  February  14, 
1974.  This  TIR  indicates  that  the  IRS  will  examine 
business  trips,  conventions,  and  cruises  which  appear 
to  be  vacations  in  disguise.  Accordingly,  all  business 
and  professional  groups  and  others  should  be  on  no- 
tice that  the  IRS  does  have  continuing  authority  to 
disallow  expenses  which  are  not  “ordinary  and  neces- 
sary” business  expenses  under  §162  of  the  Internal 
Revenue  Code.  Most  regular  trade  and  professional 
associations  meet  the  requirements  of  §162  in  their 
conventions. 

Relevant  also  is  the  fact  that  within  an  eight  year 
period  the  American  Bar  Association  (Tax  Section) 
has  held  or  will  hold  meetings  in  Bermuda,  Hawaii 
(twice),  San  Juan,  London,  and  Mexico  City.  The 
Federal  Bar  Association  (government  lawyers)  goes  to 
San  Juan  in  May,  1974  and  the  D.C.  Bar  Association 
goes  to  the  Costa  del  Sol  (Spain)  also  in  May,  1974. 

With  the  officers  of  the  courts  making  this  record, 
where  does  the  average  business  layman  stand?  Cer- 
tainly no  worse  treatment  should  be  accorded  him. 

It  should  be  pointed  out  also  that  the  IRS  has  not 
always  been  consistent  in  this  regard.  For  instance, 
at  a tax  conference  on  nonprofit  organizations  held  in 
San  Diego  in  January,  1973,  attended  and  addressed 
by  the  then  head  of  the  IRS,  the  brochure  advertised 
all  forms  and  types  of  family-type  vacation  attrac- 
tions and  pleasures.  Particular  points  were  made  in 
the  advertising  to  the  vacation  and  pleasure  aspects  of 
San  Diego  and  environs.  Obviously,  the  head  of  the 
IRS  would  not  have  attended  this  meeting  unless  he 
had  thought  that  such  promotion  came  squarely  with- 
in the  rules;  such  IRS  Commissioner  had  issued  a pro- 
mulgation similar  to  TIR-1275  in  1972,  so  he  was  well 
aware  of  the  rules. 


It  would  seem  also  that  TIR-1275  is  an  answer  to 
the  several  bills  that  have  been  introduced  in  the 
Congress  which  would  disallow  the  cost  of  foreign 
business  conventions.  It  should  be  noted,  however, 
that  a business  convention  would  not  have  to  be  out- 
side the  United  States  in  order  to  be  “for  pleasure.” 
It  is  conceivable,  though  not  probable,  that  a business 
meeting  might  have  many  pleasurable  aspects,  even  in 
such  places  as  Gary,  Indiana  (though  the  American 
Bar  Association  has  never  met  there).  TIR-1275 
states  in  part  as  follows:  “Deductions  claimed  for 

cruises,  trips  and  conventions  where  little  time  is  de- 
voted to  professional  or  business  activities  will  be 
checked  carefully  by  IRS  examiners  to  determine 
whether  the  expenses  are  properly  deductible.  Tax- 
payers will  be  required  to  substantiate  the  amount  of 
time  spent  on  business  activities.  Where  there  are  in- 
dications of  abuse,  the  IRS  will  request  lists  of  the 
names  and  addresses  of  the  participants  on  cruises 
and  vacation  trips  which  purport  to  provide  profes- 
sional or  business  activities  during  or  in  combination 
with  recreation.” 

One  other  factor  may  be  relevant  as  to  what  is  “pri- 
marily business.”  Most  associations  have  meetings 
on  Saturday  and  Sunday.  Did  you  ever  try  to  reach 
the  average  IRS  employee  on  Saturday  or  Sunday 
(even  though  some  of  the  top  IRS  officials  work  7 
days  a week)? 

Acknowledgment.  Again  we  are  very  grateful  to  all 
who  have  worked  for  MSSNY  in  the  numerous  capaci- 
ties which  are  inherent  in  our  organization. 

Also  may  I express  my  thanks  to  the  many  friends 
who  rallied  to  my  support — during  my  surgical  experi- 
ence. You  will  be  pleased  to  know  that  all  is  well. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 
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Governmental  Affairs 
and  Legal  Matters 


COMMISSION  ON  GOVERNMENTAL 
AFFAIRS 

To  the  House  of  Delegates,  Ladies  and  (ientlemen: 

The  Commission  on  Governmental  Affairs  has  been 
one  of  the  most  active  commissions  in  your  State  Medi- 
cal Society.  It  would  be  impossible  for  me  to  detail  the 
activities  of  each  committee  within  this  Commission  and 
I recommend  that  you  study  thoroughly  the  committee 
reports,  particularly  those  on  Federal  and  State  legisla- 
tion and  PSRO.  The  State  Medical  Society  through 
this  Commission  and  its  working  committees  has  at- 
tempted to  carry  out  your  mandates  and  policies  to  the 
best  of  their  ability. 

On  October  16  and  17,  1974,  there  were  important 
meetings  of  the  Committees  on  Federal  Legislation  and 
State  Legislation  and  a meeting  with  the  legislative  rep- 
resentatives from  each  component  county  society.  This 
was  an  important  two-day  conference  which  was  de- 
signed to  propose  the  legislative  direction  for  the  Medi- 
cal Society  of  the  State  of  New  York  for  the  coming 
year.  It  will  be  important  for  these  committees  and  for 
the  Council  to  have  your  comments  concerning  the  de- 
tails of  these  programs. 

Under  Federal  legislation,  the  Committee  carried  out 
your  resolutions  as  submitted  to  them  from  the  1974 
House  of  Delegates.  A report  from  John  F.  Fochtman, 
the  Assistant  Director  of  the  Department  of  Congressio- 
nal Relations  of  the  AMA  in  Washington,  was  heard 
with  interest.  It  is  worthy  to  note  here  that  HR  16204 
and  its  companion  bill  S2994,  which  in  the  House  of  Re- 
presentatives is  called  the  House  Health  Planning  Bill 
and  in  the  Senate  is  the  National  Health  Policy  Plan- 
ning Resources  Development  Act  and  both  of  which  in 
essence  develop  a health  system  which  is  controlled 
from  the  top  down  by  the  Secretary  of  HEW,  taking 
over  the  functions  of  CHP  agencies,  RMP  agencies,  and 
the  Hill-Burton  funds  for  facility  development,  will 
probably  pass  Congress  this  year  and  be  sent  to  the 
President  for  his  signature.  It  is  possible  that  some  re- 
visions may  be  made  before  the  final  bill  leaves  Con- 
gress, and  the  AMA  is  diligently  working  in  this  regard. 
This,  however,  is  a very  important  bill  which  completely 
changes  the  concept  for  health  planning  and  develop- 
ment of  health  programs  and  has  been  fought  both  on 
the  Federal  and  State  level  by  organized  medicine.  Mr. 
Fochtman  also  indicated  that  perhaps  there  would  not 
be  a comprehensive  national  health  insurance  bill 
passed  this  year,  but  that  it  might  be  likely  that  a cata- 
strophic bill  would  have  a chance.  Within  the  next  year 
or  two,  some  sort  of  national  health  insurance  program 
is  expected.  In  this  regard,  the  AMA  has  changed  its 
Medicredit  bill  somewhat  modifying  the  financial  end 
of  it  to  make  it  more  acceptable  perhaps  to  the  legisla- 
tors. Catastrophic  health  insurance  standing  alone  has 
been  opposed  by  the  AMA. 


The  proposed  program  of  the  State  Legislation  Com- 
mittee and  its  legislative  Council  in  Albany  is  important 
to  each  physician  in  this  State  and  I recommend  this  re- 
port to  you  in  detail.  Perhaps  the  most  crucial  part  of 
the  State  Legislative  program  will  be  the  State  Medical 
Society’s  attempt  to  influence  the  judicial  departments 
of  the  State  to  accept  the  admissability  of  evidence  from 
malpractice  arbitration  panels.  It  is  felt  that  this  evi- 
dence if  admissable  to  any  trial  on  professional  liability 
would  be  helpful  to  the  medical  profession.  It  is  felt 
that  binding  arbitration  would  not  be  acceptable  to  the 
legislators  and  that  the  admissability  of  evidence  from 
such  arbitration  panels  might  well  discourage  cases 
which  do  not  have  any  basis  in  fact.  This  also  might 
well  allow  those  cases  which  clearly  do  involve  malprac- 
tice to  be  settled  on  an  equitable  basis  for  the  plaintiff. 

The  PSRO  Committee  has  been  meeting  at  monthly 
intervals  with  representatives  from  the  PSRO  areas  of 
the  State  as  committee  members.  A great  deal  of  prog- 
ress has  been  made  in  many  areas  and  the  report  gives 
the  up  to  date  status  of  each  PSRO  area.  In  addition, 
the  State  Support  Center  which  has  been  established 
within  the  Medical  Society  of  the  State  of  New  York  has 
been  funded  and  is  in  the  process  of  proceeding  with  the 
first  step  of  its  program.  Its  director  has  been  involved 
also  in  assisting,  upon  request,  certain  PSRO  areas  in 
planning  and  organizational  efforts.  The  main  thrust  of 
the  Support  Center  in  the  beginning  will  be  the  educa- 
tion of  the  physicians  of  this  State  concerning  PSRO. 
It  is  obvious  to  me  that  this  is  also  very  necessary  on  a 
local  level  and  is  being  carried  out  by  many  of  the 
PSROs  on  an  area  basis.  The  Support  Center  could  be 
helpful  in  such  a program.  It  is  also  obvious  to  me  that, 
if  physicians  are  going  to  succeed  in  making  the  concept 
of  peer  review  and  PSRO  work,  the  medical  profession 
including  osteopathic  physicians  must  work  together  so 
that  there  is  cohesiveness  and  cooperation  at  all  levels. 
This  has  to  mean  that  a State  level  organization  which 
truly  represents  the  feelings  and  objectives  of  the  medi- 
cal profession  is  important  even  to  those  PSROs  which 
seem  to  be  independent. 

In  the  Peer  Review  Committee  report,  it  is  important 
to  point  out  the  areas  of  concern  in  the  development  of 
predictor  criteria  that  have  been  accomplished  over  the 
past  couple  of  years.  These  criteria  are  available  for 
any  agency  or  any  individual  who  wishes  to  have  them. 
These  criteria  were  developed  not  as  inflexible  regula- 
tions but  as  guidelines  upon  which  others  could  build  or 
mold  to  their  own  peculiar  situations  and  stages  of  de- 
velopment. This  has  been  repeatedly  stated  by  the 
Medical  Society  of  the  State  of  New  York. 

This  Commission  faces  the  coming  years  with  confi- 
dence that  physicians  can  and  will  control  their  destiny, 
placing  patient  care  before  personal  gain. 

Respectfully  submitted, 
Richard  D.  Eberle,  M.D.,  Chairman 
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ETHICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Ethics  are  as  fol- 


lows: 

Joseph  G.  Zimring,  M.D.,  Chairman Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D Bronx 

John  Sauer,  M.D New  York 


Submitted  by  several  county  societies  and  individuals 
were  many  questions  on  the  ethics  of  advertising,  which 
were  reduced  to  one  important  question — “Why  can’t  I, 
as  a solo  practitioner  of  medicine,  be  permitted  to  ad- 
vertise in  the  same  fashion  as  the  HMO’s,  the  ‘Blues,’ 
and  certain  medical  institutions  of  learning  or  hospi- 
tals?” 

The  Committee  on  Ethics,  as  well  as  the  Judicial 
Council  of  the  American  Medical  Association,  notes  that 
publication  or  circulation  of  simple  professional  cards  is 
approved  in  certain  localities  but  is  disapproved  in  oth- 
ers, and  we  believe  that  disregard  of  local  customs  and 
offenses  against  recognized  ideals  are  unethical.  The 
same  applies  to  listing  in  commercial  directories,  such  as 
the  telephone  book.  It  is,  therefore,  our  opinion  that 
the  component  county  medical  society  must,  in  the  final 
analysis,  determine  what  practice  is  in  accord  with  local 
custom,  but  in  doing  so,  must  also  make  sure  that  physi- 
cians should  resort  only  to  the  most  limited  use  of  ad- 
vertising, and  then  only  to  the  extent  necessary  to  serve 
the  common  good  and  improve  the  health  of  the  com- 
munity. 

The  government  has  stated  that  since  the  HMO  is  a 
new  concept,  and  to  help  get  it  established,  the  public 
must  be  made  aware  of  it  and  as  a result,  the  govern- 
ment, in  Section  1311  of  the  HMO  Act  of  1973,  states 
that  there  should  be  “no  advertising  which  identifies,  re- 
fers to,  or  makes  any  qualitative  judgment  concerning 
any  health  professional  who  provides  services  for  a 
health  maintenance  organization.” 

Another  question  brought  before  the  Committee  on 
Ethics,  which  has  caused  considerable  meditation  is  the 
one  of  “Whether  a physician  can  charge  interest  on  bal- 
ance of  a patient’s  bill?” 

In  the  “Opinions  and  Reports”  of  the  Judicial  Council 
of  the  AMA,  paragraph  12  of  section  7,  it  is  stated: 

“It  is  not  in  the  best  interest  of  the  public  or  the 
profession  to  charge  interest  on  an  unpaid  bill  or  note 
or  to  charge  a penalty  on  fees  for  professional  services 
not  paid  within  a prescribed  period  of  time  nor  is  it 
proper  to  charge  a patient  a flat  collection  fee  if  it  be- 
comes necessary  to  refer  the  account  to  an  agency  for 
collection.” 

After  a discussion  with  our  Counsel,  it  is  our  opinion 
that  it  is  not  clearly  unethical  to  charge  interest  on  un- 
paid medical  accounts  [as  long  as  the  physician  complies 
with  applicable  statutes  such  as  the  “Truth  in  Lending 
Act”,  etc.],  but  that  it  is  somewhat  less  than  improper  to 
do  so,  and  that  most  emphatically  the  AMA  Judicial 
Council  and  the  Committee  on  Ethics  of  the  Medical 
Society  of  the  State  of  New  York  frown  upon  such  prac- 
tices. 

Your  Committee  on  Ethics  introduced  a “Definition 
of  Death”  as  requested  by  the  Council,  which  was 
passed  by  them  at  their  meeting  on  March  28,  1974  and 
referred  to  the  Delegates  to  the  AMA  for  their  submis- 


sion of  “Definition  of  Death”  as  a resolution  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Your  chairman  contacted  the  NBC  Television  station 
regarding  several  remarks,  detrimental  to  the  medical 
profession,  made  on  a television  show  entitled  “Medi- 
cine— Where  Does  It  Hurt?”  NBC,  as  usual,  answered 
by  stating  that  statements  made  on  this  show  were 
“factually  true  and  contextually  accurate.”  However,  a 
local  county  medical  society  investigated,  on  our  behalf, 
one  of  the  remarks  made  by  a member  of  that  society  on 
that  particular  show  and  a letter  of  explanation  and 
apology  was  received. 

The  Council  referred  a question  about  the  problem  of 
social  affairs  sponsored  by  drug  or  surgical  houses  for 
the  benefit  of  the  members  of  a medical  society.  The 
committee’s  reply  to  the  Council  was  as  follows: 

“Social  affairs  and/or  social  trips  for  special  groups 
when  partially  or  wholly  subsidized  by  drug  houses  or 
manufacturers  of  applicances,  not  including  their  hos- 
pitality rooms  in  relation  to  medical  conventions,  are 
frowned  upon  by  the  Committee  on  Ethics  since  they 
must  be  considered  a form  of  reba  :ing  and,  therefore, 
unethical.” 

The  Committee  on  Ethics  suggested  that  a copy  of 
this  statement  be  sent  to  the  component  county  medical 
societies  and  district  branches  of  the  Medical  Society  of 
the  State  of  New  York.  This  was  approved  on  April  25, 
1974  by  the  Council. 

The  House  of  Delegates  in  February,  1974,  after  ap- 
proving Resolutions  74-44,  74-74  and  74-45,  referred 
them  to  the  Committee  on  Ethics  for  a study  on  ethical 
problems  that  may  be  found  in  these  resolutions.  A 
study  was  made  by  the  Committee  on  Ethics  and  a re- 
port was  made  to  the  Council  at  its  meeting  on  April  25, 
1974.  The  resume  of  the  ethics  involved  in  these  resolu- 
tions was  approved  by  the  Council.  The  complete  ethi- 
cal principles  involved  in  Resolutions  74-44  and  74-74 
may  be  found  in  Paragraph  15,  section  4 of  the  AMA 
“Judicial  Council  Opinions  and  Reports”  as  follows: 


Section  4.  The  Medical  profession  should  safe- 
guard the  public  and  itself  against  physicians  defi- 
cient in  moral  character  or  professional  competence. 
Physicians  should  observe  all  laws,  uphold  the  dignity 
and  honor  of  the  profession  and  accept  its  self-im- 
posed disciplines.  They  should  expose,  without  hesi- 
tation, illegal  or  unethical  conduct  of  fellow  members 
of  the  profession. 


15.  “Due  Process” in  the  Medical  Profession. 

The  basic  principles  of  a fair  and  objective  hearing 
should  always  be  accorded  to  the  physician  whose 
professional  conduct  is  being  reviewed.  These 
basic  guarantees  are:  a specific  charge,  adequate 

notice  of  hearing,  the  opportunity  to  be  present  and 
to  hear  the  evidence,  and  to  present  a defense. 
These  principles  apply  when  the  hearing  body  is  a 
medical  society  tribunal  or  a hospital  committee 
composed  of  physicians. 

These  principles  of  fair  play  apply  in  all  disci- 
plinary hearings  and  in  any  other  type  of  hearing  in 
which  the  physician  may  be  deprived  of  valuable 
rights.  Whenever  physicians  sit  in  judgment  on 
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physicians  and  whenever  that  judgment  affects  a 
physician’s  reputation,  professional  status  or  liveli- 
hood, these  principles  of  fair  play  must  be  observed. 

All  physicians  are  urged  to  observe  diligently 
these  fundamental  safeguards  of  due  process  when- 
ever they  are  called  upon  to  serve  on  a committee 
which  will  pass  judgment  on  physicians.  Medical 
societies  and  hospital  medical  staffs  are  urged  to  re- 
view the  constitution  and  bylaws  of  the  society  or 
staff  to  make  sure  that  these  instruments  provide 
for  such  safeguards. 

and  for  Resolution  74-45  in  Paragraph  5,  section  1 
of  the  AMA  “Judicial  Council  Opinions  and  Re- 
ports” as  follows: 

Section  1.  The  Principal  objective  of  the  medi- 
cal profession  is  to  render  service  to  humanity  with 
full  respect  for  the  dignity  of  man.  Physicians  should 
merit  the  confidence  of  patients  entrusted  to  their 
care,  rendering  to  each  a full  measure  of  service  and 
devotion. 

5.  SUBSTITUTION  OF  SURGEON  WITH- 
OUT PATIENT’S  KNOWLEDGE  OR  CON- 
SENT. The  Principles  in  Section  1 state  that  the 
principal  objective  of  the  medical  profession  is  to 
render  service  to  humanity  with  full  respect  for  the 
dignity  of  man.  To  have  another  physician  operate 
on  one’s  patient  without  that  patient’s  consent,  and 
without  his  knowledge  of  the  substitution,  is  a 
fraud  and  deceit  and  a violation  of  a basic  ethical 
concept.  The  patient  as  a human  being  is  entitled 
to  choose  his  own  physician  and  he  should  be  per- 
mitted to  acquiesce  in  or  refuse  to  accept  the  sub- 
stitution. 

The  surgeon’s  obligation  to  the  patient  requires 
him  to  perform  the  surgical  operation:  (1)  within 

the  scope  of  authority  granted  him  by  the  consent  to 
the  operation;  (2)  in  accordance  with  the  terms  of 
the  contractual  relationship;  (3)  with  complete  dis- 
closure of  all  facts  relevant  to  the  need  and  the  per- 
formance of  the  operation;  and  (4)  to  utilize  his  best 
skill  in  performing  the  operation. 

It  should  be  noted  that  it  is  the  operating  surgeon 
to  whom  the  patient  grants  his  consent  to  perform 
the  operation.  The  patient  is  entitled  to  the  ser- 
vices of  the  particular  surgeon  with  whom  he  con- 
tracts. The  surgeon  in  accepting  the  patient  obli- 
gates himself  to  utilize  his  personal  talents  in  the 
performance  of  the  operation  to  the  extent  required 
by  the  agreement,  creating  the  physician-patient 
relation.  He  cannot  properly  delegate  to  another 
the  duties  which  he  is  required  to  perform  personal- 
ly- 

Under  the  normal  and  customary  arrangement 
with  private  patients,  and  with  reference  to  the 
usual  form  of  consent  to  operation,  the  surgeon  is 
obligated  to  perform  the  operation  himself,  and  he 
may  use  the  services  of  assisting  residents  or  other 
assisting  surgeons  to  the  extent  that  the  operation 
reasonably  requires  the  employment  of  such  assis- 
tance. If  a resident  or  other  physician  is  to  per- 
form the  operation  under  the  guidance  of  the  sur- 
geon, it  is  necessary  to  make  a full  disclosure  of  this 
fact  to  the  patient,  and  this  should  be  evidenced  by 
an  appropriate  statement  contained  in  the  consent. 

If  the  surgeon  employed  merely  assists  the  resi- 
dent or  other  physician  in  performing  the  operation. 


it  is  the  resident  or  other  physician  who  becomes 
the  operating  surgeon.  If  the  patient  is  not  in- 
formed as  to  the  identity  of  the  operating  surgeon, 
the  situation  is  “ghost  surgery.” 

An  operating  surgeon  is  construed  to  be  a per- 
forming surgeon.  As  such  his  duties  and  responsi- 
bilities go  beyond  mere  direction,  supervision,  guid- 
ance, or  minor  participation. 

He  is  not  employed  merely  to  supervise  the  oper- 
ation. He  is  employed  to  perform  the  operation. 
He  can  properly  utilize  the  services  of  an  assistant 
to  assist  him  in  the  performance  of  the  operation. 
But  he  is  not  performing  the  operation  where  his 
active  participation  consists  of  guidance  or  standby 
responsibilities  in  the  case  of  an  emergency. 

A letter  from  a hospital  asked  our  opinion  on  a proce- 
dure that  they  wished  to  institute:  The  hospital  wished 
to  distribute  a brochure  to  the  people  in  their  city  advis- 
ing them  that  they  can  come  to  this  hospital’s  laborato- 
ry, without  a physician’s  order  to  get  multiphasic  health 
testing  done  at  a very  reasonable  fee.  The  committee’s 
answer  was  that  “. . . the  committee  objects  to  the  pro- 
gram from  an  ethical  standpoint.  The  committee  be- 
lieves that  the  brochure  is  medical  advertising  and  as 
such  is  solicitation  of  patients,  which  is  frowned  upon  by 
the  Medical  Society  of  the  State  of  New  York.  The 
committee  also  believes  that  laboratory  work  when  done 
by  a hospital  or  private  laboratory  should  be  done  upon 
a physician’s  order  and  not  because  of  a modest  fee.” 

I believe  that  the  basic  principles  of  the  Code  of  Eth- 
ics should  not  be  changed.  However,  I believe  that  our 
committee  must  attempt  to  change  the  interpretations 
of  these  principles  in  order  to  update  them  in  keeping 
with  the  changing  times.  In  making  interpretations  of 
the  Principles  of  Professional  Conduct  or  the  Code  of 
Ethics,  we  must  keep  in  mind  that  the  practice  of  medi- 
cine is  a profession  and  a profession  is  governed  by  a 
somewhat  different  etiquette  than  is  a true  business  op- 
eration. I am  also  a firm  believer  in  the  fact  that  when 
certain  principles  are  determined  by  the  Committee  on 
Ethics  of  the  Medical  Society  of  the  State  of  New  York, 
they  should  be  considered  guidelines  and  as  such  to  be 
used  by  the  local  county  medical  society  to  determine 
the  details  and  certain  changes  which  must  be  consis- 
tent with  the  basic  principles. 

The  committee  would  like  to  express  its  deep  appre- 
ciation for  the  counseling  and  cooperation  given  to  it  by 
J.  Richard  Burns,  J.D.,  General  Counsel  for  the  Medical 
Society  of  the  State  of  New  York,  and  also  to  Mrs.  Joan 
Grimm  for  her  cooperation  and  assistance. 

Respectfully  submitted, 
Joseph  G.  Zimring,  M.D.,  Chairman 

FEDERAL  LEGISLATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Federal  Legislation  is  composed 


of  the  following  members: 

Joseph  R.  Fontanetta,  M.D.,  Chairman  Kings 

Jacob  H.  Buchbinder,  M.D Putnam 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Seymour  L.  Halpern,  M.D New  York 

George  M.  Savpol,  M.D New  York. 
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SUMMER  MEETING 

The  Federal  Legislation  Committee  met  on  July  1, 
1974  at  State  Medical  Society  headquarters  at  Lake 
Success.  At  the  meeting,  the  committee  considered  a 
proposed  Federal  bill  regarding  medical  privacy  which 
was  submitted  by  Elemer  R.  Gabrieli,  M.D.  of  Erie 
County.  After  discussing  this  measure  at  length,  the 
committee  concluded  that  the  bill  would  establish  a 
large  administrative  superstructure  without  a clear  defi- 
nition of  need  for  such  a bureaucracy,  and  without  any 
provision  for  funding  such  an  operation.  Your  commit- 
tee also  agreed  that  the  bill  lacked  necessary  provisions 
regarding  the  input  of  information  and  protection 
against  unauthorized  output. 

In  regard  to  the  general  subject  of  confidentiality  and 
this  bill  specifically,  your  committee  reached  the  fol- 
lowing conclusions:  (1)  medical  privacy  must  be  main- 
tained; (2)  a large  administrative  superstructure  to 
monitor  activities  involving  medical  information  should 
be  avoided;  (3)  an  amendment  to  the  PSRO  law  should 
be  enacted  to  protect  medical  privacy  in  the  PSRO  field; 
(4)  protection  of  medical  privacy  should  not  be  limited 
to  computerized  data,  but  should  include  all  medical  in- 
formation, computerized  and  non-computerized;  (5) 
any  unauthorized  release  of  information  should  result  in 
the  dismissal  of  the  employee  who  released  it,  coupled 
with  a heavy  fine;  and  (6)  the  employer  who  holds  the 
information  should  be  responsible  for  the  act  of  its  em- 
ployee and  it  should  also  be  fined  heavily. 

The  committee  then  proceeded  to  a consideration  of 
the  major  national  health  insurance  proposals  in  the 
Congress  and  their  status  at  that  time.  Following  con- 
sideration of  these  bills,  the  committee  turned  its  atten- 
tion to  Section  229  of  the  PSRO  law  and  the  relation- 
ship of  PSRO  to  Program  Review  Teams  (PRT).  These 
teams,  composed  of  physicians,  professional  personnel 
in  the  health  care  field,  and  consumer  representatives  in 
each  state,  are  empowered  to  review  statistical  data  on 
program  utilization  and  particular  cases  of  unnecessary 
or  harmful  services.  The  PRT’s  are  supposed  to  coordi- 
nate their  activities  with  PSRO’s  operating  in  the  same 
area  to  avoid  duplication  of  effort.  Your  committee  de- 
cided that  these  teams  should  be  located  within  each 
local  PSRO,  but  with  a recommendation  that  there  be 
cross-checking  between  PSRO  districts  in  the  New  York 
metropolitan  area  and  between  individual  counties 
within  a single  PSRO  district  in  the  upstate  area. 

The  committee  concluded  this  meeting  with  a consid- 
eration of  the  question  of  health  manpower  and  the 
“physician  shortage.”  It  is  the  feeling  of  this  committee 
that  the  real  problem  lies  not  in  the  number  of  physi- 
cians practicing  but  in  the  distribution  of  those  physi- 
cians among  the  population  and  among  the  various  spe- 
cialty groups.  A point  was  also  raised  about  the  nonac- 
cessibility of  physicians  and  other  health  care  services  in 
certain  urban  and  rural  areas.  The  malpractice  prob- 
lem was  also  mentioned  as  a cause  of  many  physicians 
leaving  areas  like  New  York  City. 

FALL  MEETING 

The  Federal  Legislation  Committee  conducted  its 
regular  fall  meeting  on  the  afternoon  of  October  16,  1974 
at  the  Syracuse  Hilton  Inn.  This  meeting  was  held  to 
review  the  progress  of  major  health  legislation  in  the 
Congress  and  to  make  final  preparations  for  the  Annual 
Conference  of  County  Medical  Society  Legislative  Rep- 
resentatives held  the  following  day. 


In  attendance  at  this  meeting  was  John  F.  Fochtman, 
Assistant  Director,  AMA  Department  of  Congressional 
Relations,  who  presented  an  update  on  several  major 
health  bills  of  interest  to  our  members.  Included  in  this 
group  was  the  National  Health  Policy,  Planning,  and 
Resources  Development  Act  of  1974  (H.R. 16204,  Rogers; 
S.2994,  Kennedy)  and  the  four  national  health  insur- 
ance bills  currently  receiving  the  greatest  attention  in 
Washington:  (1)  AMA  Medicredit  (S.444  and 

H.R. 2222);  (2)  Kennedy-Griffiths  (S.3  and  H.R. 22);  (3) 
Kennedy-Mills  (S.3286  and  H.R. 13870);  and  (4)  Long- 
Ribicoff  (S.2513). 

The  National  Health  Planning  bill  would  replace 
CHP,  RMP  and  Hill-Burton  programs  with  regional 
Health  Systems  Agencies  which  would  work  in  conjunc- 
tion with  state  agencies  and  be  responsible  for  both  the 
planning  and  development  of  health  care  services.  Our 
State  Medical  Society  joined  the  AMA  in  opposing  this 
bill  and  sent  correspondence  to  New  York’s  Congressio- 
nal delegation  expressing  our  opposition.  MSSNY 
urged  an  extension  of  the  present  programs  while  a 
study  is  undertaken  to  evaluate  the  necessity  of  this  new 
bureaucratic  setup. 

In  considering  the  various  national  health  insurance 
bills,  your  committee  was  informed  that  none  of  the  bills 
has  sufficient  support  in  Congress  for  passage  in  1974. 
We  were  also  told  that  a comprehensive  national  health 
insurance  program  is  now  more  likely  to  come  in  stages 
over  a period  of  several  years.  Mr.  Fochtman  felt  that  if 
a bill  does  pass  in  1975,  it  will  be  a compromise  measure 
with  some  form  of  catastrophic  medical  insurance  cover- 
age. Based  on  this  report,  your  committee  feels  that  no 
definite  conclusions  on  national  health  insurance  can  be 
made  at  this  writing. 

RESOLUTIONS  REFERRED 

After  discussion  of  the  aforementioned  bills,  your 
committee  went  on  to  consider  the  resolutions  referred 
to  it  by  the  1974  House  of  Delegates.  A brief  review  of 
the  committee’s  actions  on  these  resolutions  follows: 

Preadmission  Certification  Before  Hospitaliza- 
tion of  Medicare  and  Medicaid  Patients.  Resolution 
74-63  calls  for  MSSNY  opposition  to  the  proposed 
HEW  regulations  regarding  preadmission  certification. 
Our  State  Medical  Society  did  go  on  record  as  being  op- 
posed to  these  regulations.  The  regulations  were  with- 
drawn by  the  Secretary  of  HEW  on  a temporary  basis, 
but  they  may  come  up  again  in  January  1975.  If  these 
regulations  are  brought  up  next  year,  your  committee 
believes  that  MSSNY  should  reaffirm  its  strong  opposi- 
tion to  this  program. 

Regulations  of  Patient  Care  to  Apply  to  all  Feder- 
al Government  Health  Care  Facilities.  Resolution 
74-31  directs  MSSNY  to  urge  the  Federal  government 
to  apply  regulations  regarding  patient  care  to  facilities 
run  by  the  government.  It  is  understood  that  PSRO 
will  service  these  Federally  run  health  care  and  hospital 
facilities,  and  that  this  should  satisfy  the  intent  of  this 
resolution.  Your  committee  believes  that  MSSNY 
should  contact  veterans’  groups  to  enlist  their  support 
for  this  resolution.  We  also  feel  that  letters  to  the  Sec- 
retary of  HEW,  the  Public  Health  Service,  the  various 
branches  of  the  military,  as  well  as  to  New  York’s  con- 
gressional delegation  would  be  appropriate. 

Elimination  of  Drug  Advertising  in  the  News 
Media.  Resolution  74-29  calls  for  Federal  legislation, 
similar  to  the  ban  on  cigarette  advertising,  which  would 
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restrict  or  eliminate  drug  advertising  on  radio,  televi- 
sion, and  all  other  media.  While  we  are  in  sympathy 
with  the  intent  of  this  resolution,  your  committee  be- 
lieves that  the  introduction  of  such  legislation  should  he 
left  to  the  AMA,  and  Dr.  Henry  I.  Fineberg  has  agreed 
to  communicate  our  desire  for  such  legislation  to  the 
AMA  through  MSSNY’s  delegation  at  the  upcoming 
clinical  session. 

Development  of  Norms  for  PSHO’s.  Resolution 
74-33  directs  MSSNY  to  seek  amendments  to  the  FSRO 
law  which  would  require  that  appropriate  norms,  crite- 
ria and  standards  be  ascertained  and  developed  by 
drawing  upon  the  expertise  of  national,  state  and  county 
medical  societies  and  specialty  societies.  The  resolution 
also  calls  for  PSRO  amendments  which  state  that  such 
norms,  criteria,  and  standards  be  guides  only  and  that 
they  cannot  be  substituted  for  the  individual  profession- 
al judgment  of  physicians.  This  resolution  was  also  re- 
ferred to  the  PSRO  Committee,  and  while  it  calls  for 
legislation,  your  committee  believes  that  any  action  on 
the  part  of  the  State  Medical  Society  should  be  based  on 
recommendations  of  the  PSRO  Committee. 

Confidentiality  of  Medical  Records.  Resolution 
74-38  directs  MSSNY  to  work  through  appropriate  leg- 
islative channels  and  professional  organizations  for  a 
law  which  will  provide  certain  guarantees  of  confidenti- 
ality in  regard  to  the  use  of  medical  information.  Your 
committee  feels  that  a tightly  drawn  amendment  to  the 
PSRO  law  may  be  necessary.  However,  we  understand 
that  the  Committee  on  Data  Processing  in  Medicine  has 
been  working  on  this  matter  and  may  develop  some  leg- 
islative proposals  based  on  their  investigation.  Your 
committee  therefore  believes  that  specific  recommenda- 
tions for  legislation  should  await  the  report  of  the  Data 
Processing  Committee. 

Substitute  Resolution  for  74-12,  34  and  102.  This 
resolution  calls  for  MSSNY  support  and  endorsement  of 
certain  principles  and  concepts  regarding  the  implemen- 
tation of  the  PSRO  law.  Upon  reviewing  this  resolu- 
tion, your  committee  expressed  support  for  the  three  re- 
solves contained  therein,  but  feels  that  the  resolution  re- 
quires no  specific  action  on  our  part,  since  they  already 
have  been  implemented. 

ANNUAL  LEGISLATIVE  CONFERENCE 

The  Annual  Conference  of  County  Medical  Society 
Legislative  Representatives  was  held  on  October  17, 
1974  at  the  Syracuse  Hilton  Inn.  As  in  past  years,  this 
daylong  conference  was  divided  into  two  sessions:  The 

morning  session  which  dealt  with  State  legislation  and 
the  afternoon  session  which  was  devoted  to  Federal  leg- 
islation with  your  chairman  presiding.  The  afternoon 
meeting  was  highlighted  by  a panel  discussion  of  four 
major  national  health  insurance  proposals  and  a presen- 
tation by  John  F.  Fochtman  of  the  AMA  Washington 
Office.  In  presenting  our  discussion  on  national  health 
insurance,  each  committee  member  was  assigned  a par- 
ticular bill  which  he  reviewed  and  analyzed  for  the  audi- 
ence. Following  the  panel  presentation,  Mr.  Fochtman 
spoke  on  several  major  bills  now  before  Congress,  and 
offered  some  impressions  on  what  types  of  legislation 
organized  medicine  can  expect  in  the  future. 

HEADQUARTERS  ACTIVITIES 

During  the  past  year,  the  staff  responsibility  for  Fed- 
eral legislation  has  been  moved  from  the  PSRO  Division 
to  the  Governmental  Relations  Division  headed  by  Mar- 
tin J.  Tracey,  J.D.,  director.  The  Governmental  Rela- 


tions Division  will  now  deal  with  both  State  and  Federal 
legislative  matters,  and  will  have  information  available 
on  legislation  at  both  levels  of  government.  When  the 
new  Congress  convenes  in  January,  the  lawmakers  will 
be  starting  fresh,  and  all  bills  from  the  previous  session 
will  have  to  be  reintroduced  if  they  are  to  be  considered 
in  1975.  Therefore,  to  assist  your  committee  in  its  work 
during  the  coming  year,  the  director  and  his  staff  will  be 
reviewing  materials  received  from  the  AMA  and  other 
sources  on  all  the  major  health  bills  introduced. 

COMMITTEE  ACTIVITIES 
Because  of  the  growing  importance  of  Federal  legisla- 
tion to  our  members,  your  committee  has  decided  to 
meet  more  often  in  the  future.  The  next  meeting  will 
be  scheduled  in  late  January  after  the  new  Congress  has 
been  convened,  and  a second  meeting  is  planned  for 
early  April  following  the  1975  House  of  Delegates  meet- 
ing. 

A CKNO  WL  EDO  EM  ENTS 
We  express  our  thanks  to  the  members  of  our  com- 
mittee and  others  who  have  assisted  us.  We  appreciate 
especially  the  interest  of  Henry  I.  Fineberg,  M.D.,  Ed- 
ward Siegel,  M.D.  and  Richard  D.  Eberle,  M.D.,  Chair- 
man, Commission  on  Governmental  Affairs. 

As  mentioned  previously,  the  Federal  Legislation 
Committee  has  worked  with  both  the  PSRO  and  Gov- 
ernmental Relations  Divisions  during  the  past  year. 
We  would  like  to  thank  both  Morton  N.  Chalef,  Direc- 
tor. PSRO  Division,  and  Martin  J.  Tracey,  J.D.,  Direc- 
tor of  Governmental  Relations  and  their  staffs  for  their 
valuable  assistance. 

Respectfully  submitted, 
Joseph  R.  Fontanetta,  M.D.,  Chairman 

JUDICIAL  COUNCIL 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Judicial  Council  are  as  follows: 


Walter  T.  Heldmann,  M.D.,  Chairman  ....  Richmond 

James  M.  Blake,  M.D Schenectady 

Reid  R.  Heffner,  M.D Westchester 

Theodore  J.  Prowda,  M.D Madison 

Joseph  G.  Zimring,  M.D Nassau 


Lynn  R.  Callin,  M.D.,  President,  ex  officio  . . . Monroe 

Carl  Goldmark,  Jr.,  M.D.,  Secretary,  ex  officio 

New  York 

In  accordance  with  the  requirements  of  Section  3 of 
Article  VII  of  the  Bylaws,  the  Judicial  Council  held  an 
organizational  meeting  on  February  28,  1974,  immedi- 
ately at  the  close  of  the  annual  meeting  of  the  House  of 
Delegates.  Walter  T.  Heldmann,  M.D.,  was  elected 
Chairman. 

On  October  3,  1974,  the  Judicial  Council,  all  voting 
members  being  present,  heard  an  appeal  by  a physician 
from  a decision  of  the  Medical  Society  of  the  County  of 
New  York  censuring  the  said  physician  after  finding  him 
guilty  of  tw'o  charges  of  violating  the  Bylaws  of  the 
county  medical  society  entitled  "Regulations  Respecting 
Professional  Conduct.” 

Carl  Goldmark.  Jr..  M.D.,  Secretary;  Henry  I.  Fine- 
berg, M.D.,  Executive  Vice-President;  Edward  Siegel, 
M.D..  Deputy  Executive  Vice-President;  J.  Richard 
Burns,  J.D.,  General  Counsel,  and  Francis  J.  McKee, 
J.D..  Staff  Attorney,  also  attended  the  hearing. 
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The  Judicial  Council,  after  reading  all  of  the  written 
material  provided  to  it  and  after  hearing  extensive  oral 
argument  by  counsel  for  the  physician  and  for  the  Medi- 
cal Society  of  the  County  of  New  York,  voted  to  affirm 
the  censure  of  the  physician  predicated  upon  the  Second 
Charge  made  against  him  and  to  reverse  the  censure  of 
the  physician  predicated  upon  the  Third  Charge. 

Respectfully  submitted, 
Walter  T.  Heldmann,  M.D.,  Chairman 


PEER  REVIEW 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


The  following  are  members  of  the  committee  on  Peer 
Review: 

Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Edward  A.  Burkhardt,  M.D.* New  York 

Louis  Bush,  M.D Nassau 

Lester  J.  Candela,  M.D Queens 

William  C.  Felch,  M.D Westchester 

Thomas  . M.  Flanagan,  M.D Chenango 

Geroge  Schaefer,  M.D Queens 

William  A.  Schwarz,  M.D Richmond 

Robert  E..  Westlake,  M.D Onondaga 

Marvin  L.  Bloom,  M.D.,  ex  officio Erie 


In  recent  years  our  committee  has  provided  an  infor- 
mational servce  regarding  the  why,  what,  how,  when, 
and  where  of  peer  review.  We  have  responded  to  re- 
quests from  county  medical  societies  for  adjudication  of 
disputed  cases.  With  the  development  of  more  compre- 
hensive reviews  in  county  medical  societies,  hospitals, 
foundations,  and  the  emerging  PSRO’s  the  peer  review 
functions  have  been  provided  at  the  local  level.  We 
have  continued  to  assist  these  organizations  when  re- 
quested within  the  framework  of  the  Commission  on 
Government  Agencies  and  PSRO.  During  the  past  year 
our  efforts  were  concentrated  in  the  areas  of:  definition 
of  terms,  liaison  with  the  Interspecialty  Committee  and 
the  Hospital  Association  of  the  State  of  New  York  in  de- 
veloping a coordinated  program  of  quality  review  of  hos- 
pitals in  the  State  and  completing  the  Quality  Criteria 
Project  of  quality  care  in  hospitals.  The  following  will 
summarize  our  progress  to  date  in  these  areas. 

The  committee  at  its  meeting  on  May  29,  1974,  ap- 
proved the  following  definition  of  terms,  the  glossary  of 
which  was  developed  jointly  by  the  AMA’s  Committee 
on  Health  Care  Financing  and  the  American  Society  of 
Internal  Medicine  and  approved  by  the  House  of  Dele- 
gates of  the  AM  A. 

Peer  review  is  the  all-inclusive  term  for  medi- 
cal review  efforts.  Any  of  the  following  may  be  a 
type  of  peer  review: 

Claims  Review.  Peer  evaluation  and  adjudica- 
tion of  claims  questions  referred  for  peer  review  by 
any  party  with  a valid  interest  in  the  case. 

Medical  Audit.  A retrospective  examination  of 
the  clinical  application  of  medical  knowledge,  ad- 
vancing the  level  of  medical  care  in  an  institution  or 
in  a community  through  an  educational  process. 

* Deceased 


Utilization  Review.  The  evaluation  of  the  effi- 
cient use  of  professional  medical  care  services,  pro- 
cedures and  facilities. 

As  a function  of  the  institutional  medical  staff,  uti- 
lization review  would  include  analysis  of  the  appro- 
priateness of  admissions;  services  ordered  and  provid- 
ed; length  of  stay  and  discharge  practices,  and  docu- 
mentation, both  on  a current  and  retrospective  basis. 

As  a function  of  the  local  medical  society,  or  other 
organization  authorized  by  the  medical  society,  utili- 
zation review  would  focus  on  the  appropriateness  of 
diagnostic  procedures,  therapy  and  documentation. 

The  following  definitions  categorize  review  from 
the  perspective  of  its  timing  in  relation  to  the  care 
given: 

Restrospective  Review.  An  evaluation  of 
medical  care  after  care  has  been  delivered.  Such 
an  approach  permits  all  data  pertinent  to  be  assem- 
bled, and  then  evaluated  and  assessed  at  a conve- 
nient time.  It  has  the  disadvantage  that  it  cannot 
impact  on  care  as  it  is  being  rendered;  the  review 
output  must  be  applied  in  later  educational  pro- 
grams. 

Concurrent  Review.  An  analysis  of  care  as  it 
is  being  delivered.  Such  an  approach  is  exempli- 
fied by  the  “live  audit”  of  hospital  records  and  the 
direct  observation  of  the  physician  and/or  his  medi- 
cal records  (documentation)  while  he  is  caring  for 
his  patient.  Concurrent  review  is  particularly  ef- 
fective in  the  hospital  setting  where  bed-utilization 
can  be  maintained  at  an  optimal  level  and  the  pro- 
cess of  care  can  receive  on-going  evaluation  and  im- 
provement. The  disadvantages  are  that  assess- 
ment is  often  based  upon  limited  information  and 
must  be  performed  within  strict  time  constraints. 

Prospective  Review.  Strictly,  an  evaluation  of 
medical  care  before  it  is  provided.  As  often  used, 
however,  the  term  means  review  of  medical  care 
after  it  has  been  provided  but  before  payment  for 
such  care. 

Preadmission  Certification.  A form  of  pro- 
spective review,  most  often  used  for  elective  hospi- 
talization. Designed  to  eliminate  inappropriate  use 
of  hospital  beds,  this  type  of  review  examines 
whether  or  not  previously  set  criteria  for  appropri- 
ate admission  are  being  met  in  a particular  in- 
stance. 

The  use  of  four  terms — norms,  standards,  criteria, 
guidelines — has  increased  as  peer  review  mechanisms 
have  evolved.  For  example,  the  PSRO  legislation  re- 
quires that  relevant  criteria  be  developed  relating  to 
the  provision  of  health  care  and  that  norms  of  health 
care  services  be  determined  for  various  illnesses  or 
health  conditions. 

There  is  little  agreement  on  the  meaning  of  these 
terms.  Definitions  by  ASIM,  AMA,  HEW  and  the 
World  Health  Organization  (WHO)  all  differ.  Nor  do 
dictionary  definitions  agree.  Nevertheless,  since 
some  explanation  of  these  terms  seems  necessary,  the 
interpretations  of  Webster’s  New  World  Dictionary 
of  the  American  Language,  College  Edition  are  pre- 
sented: 

Norm.  A standard,  model  or  pattern  for  a 
group;  especially,  such  a standard  of  achievement 
as  represented  by  the  median  or  average  achieve- 
ment of  a large  group. 
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Criterion.  Means  of  judging,  a standard  rule  or 
test  by  which  a judgment  of  something  can  be 
formed. 

Standard.  A level  or  grade  of  excellence,  at- 
tainment; regarded  as  a goal  or  measure  of  adequa- 
cy. 

Guideline.  A standard  or  principle  by  which  to 
make  a judgment  or  determine  a policy  or  course  of 
action:  Our  concept — Predictors  relating  to  the 

MSSNY  Quality  Criteria  Project  were  defined  as  a 
weighted  process  of  evaluating  criteria  leading  to 
the  development  of  a standard 

Functions  of  Review  were  discussed  consisting  of: 
(1)  Process  review,  (2)  Signal  criteria,  (3)  Weighted  pro- 
cess, (4)  Outcome. 

The  Criteria  Predictors  are  a very  valuable  weighted 
process  tool  in  providing  information  for  a more  sophis- 
ticated review.  It  requires  testing  to  see  if  it  is  valid 
and  constant  revision  as  experience  dictates.  This  is 
being  done  by  the  Brooklyn-Long  Island  Chapter  of  the 
American  College  of  Surgeons  utilizing  selected  hospi- 
tals in  the  area  for  review  of  acute  appendicitis,  biliary 
tract  disease  and  diseases  of  the  uterus,  etc. 

It  was  recommended  that  MSSNY  take  the  leader- 
ship in  quality  review  and  urge  that  all  hospital  staffs 
develop  criterias  and  tool  up  to  provide  the  necessary 
MR  A (Medical  Records  Analysis)  to  do  the  job. 

A joint  meeting  was  convened  on  May  29,  1974  at  3 
P.M.  with  the  chairmen  of  the  Peer  Review  Committees 
of  the  Interspecialty  Committee.  A resume  was  pre- 
sented of  the  Quality  Criteria  Predictor  Project. 

It  was  further  recommended  that  a pilot  study  be  de- 
veloped of  coordinated  review  in  selected  hospitals.  It 
was  suggested  that  Russell  C.  Johnson,  M.D.,  director  of 
Professional  Relations  of  the  Hospital  Association  of 
New  York  State,  be  asked  to  provide  a list  of  hospitals 
which  are  “ready  to  go”  in  developing  such  a project 
The  program  would  be  coordinated  through  the  respec- 
tive specialty  societies  and  should  be  done  gradually  to 
avoid  overloading  the  administrative  staffs  of  the  hospi- 
tals. Throughout  the  entire  discussion,  the  importance 
of  coordinating  activities  with  the  local  PSRO  and  func- 
tioning as  a team  effort  was  repeatedly  emphasized. 
The  discrepancy  findings  in  such  studies  could  provide 
valuable  material  for  productive  continuing  medical  ed- 
ucation programs. 

In  furtherance  of  this  project,  a joint  meeting  of  the 
Peer  Review  Committee  and  representatives  of  hospitals 
expressing  an  interest  in  the  project  was  held  on  Sep- 
tember 23,  1974,  at  MSSNY  headquarters.  The  con- 
cept of  this  project  was  presented  by  Dr.  Johnson  and 
your  chairman.  Techniques  of  review  such  as  the 
JCAH,  MAP.  and  UIS  were  reviewed.  The  hospitals 
represented  were  Beekman.  Manhasset  Medical  Center, 
South  Nassau  Communities,  Penninsula,  Metropolitan, 
Huntington,  Long  Island  College,  Good  Samaritan,  Nas- 
sau, St.  Francis,  and  Brooklyn.  Some  of  these  hospitals, 
along  with  North  Shore,  Nassau  County  Medical  Cen- 
ter, Cumberland,  and  Methodist,  have  been  participat- 
ing in  the  project  since  its  start  January  1974. 


The  Criteria  Predictor  Project  of  quality  care  was 
completed  in  September  1974  and  the  following  summa- 
ry was  released  through  the  MSSNY  Ad  Rem  and  News 
of  New  York: 

The  Medical  Society  of  the  State  of  New  York  is 
pleased  to  announce  the  completion  and  availability 
to  the  medical  profession  of  the  Criteria  Predictor 
Project  of  quality  care  in  hospitals.  A progress  report 
was  published  in  January  1974  covering  forty-five  dis- 
ease categories  in  surgery,  obstetrics  and  gynecology. 

Ninety-six  additional  diagnoses  and  categories  have 
been  developed  by  the  respective  state  specialty  so- 
cieties in  orthopedics,  plastic  surgery,  neurosurgery, 
anesthesia,  allergy,  pediatrics  and  medicine.  In  or- 
thopedics and  plastic  surgery  the  predictors  were 
based  on  anatomical  areas  rather  than  on  individual 
disease  and  therefore  encompass  multiple  diagnoses. 
Thirty-one  pediatric  and  forty  medical  diagnoses  were 
selected  and  predictors  developed  for  these  diagnoses 
by  the  New  York  State  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  American  Society  of 
Internal  Medicine. 

Additional  features  of  the  report  include  ICDA’s, 
CPT’s,  modules  for  criteria  of  admissions  and  dis- 
charge, antibiotics,  normagrams  for  calculating  chart 
scores  by  the  weighted  process  review  method,  and  a 
suggested  summary  sheet  for  quality  and  utilization 
review. 

Since  the  project  was  developed  by  internal  financ- 
ing without  grant  money,  we  must  charge  $25.00  for 
the  complete  manual  to  help  defray  expenses.  For 
those  who  purchased  the  Progress  Report  for  $10.00, 
we  will  make  the  additional  supplement  available  for 
$15.00.  Checks  should  be  made  out  to:  Medical  Soci- 
ety of  the  State  of  New  York,  Criteria  Predictor  Proj- 
ect, 420  Lakeville  Road,  Lake  Success,  New  York 
11040. 

Suggestions  regarding  immunity  were  referred  to  the 
Legislation  Committee  of  MSSNY  with  special  refer- 
ence to  PL  92-603,  Section  249C  (d)3  and  Section  1166 
(a)  and  (b);  Public  Health  Law  206. 1J;  and  the  State 
Education  Law,  Section  6527-3. 

We  wish  to  express  our  appreciation  for  the  valuable 
assistance  and  cooperation  during  the  past  year  of  the 
members  of  the  committee,  the  state  specialty  societies, 
Henry  I.  Fineberg,  M.D.;  Edward  Siegel,  M.D.;  Max  N. 
Howard,  M.D.;  and  Mr.  Morton  Chalef.  We  wish  to  call 
particular  attention  to  the  devoted  and  faithful  services 
of  Mrs.  Clara  Wald,  of  MSSNY’s  Special  Services  De- 
partment who  labored  arduously  for  many  hours  in  the 
preparation  of  the  Criteria  Predictor  Project.  Our  com- 
mittee activities  will  be  merged  within  the  newly  formed 
Commission  on  Government  Affairs  and  PSRO.  We 
trust  our  activities  and  new  projects  will  be  continued 
within  the  framework  of  the  new  commission  structure. 
We  thank  you  for  the  opportunity  of  serving  the  Medi- 
cal Society  of  the  State  of  New  York  during  the  past 
several  years. 

Respectfully  submitted, 
Ralph  S.  Emerson.  M.D.,  Chairman 
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STATE  LEGISLATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of 


the  following  members: 

John  H.  Carter,  M.D Chairman  Albany 

Allan  H.  Bruckheim,  M.D Westchester 

Robert  B.  Bryant,  M.D Onondaga 

John  A.  Finkbeiner,  M.D New  York 

Gerald  L Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Henry  W.  Kaesslei;,  M.D Westchester 

Richard  E.  Murphy,  M.D Clinton 

Ralph  M.  Schwartz,  M.D Kings 

John  W.  Stoll,  M.D Livingston 

Richard  E.  Sullivan,  M.D Broome 


The  regular  session  of  the  New  York  State  Legislature 
adjourned  on  the  morning  of  May  16,  1974.  During  the 
four  month  session,  several  major  health  measures  were 
enacted  including  the  new  Acupuncture  Law  and  Emer- 
gency Medical  Services  Law.  Of  particular  interest  to 
the  medical  profession  was  the  enactment  of  the  Mal- 
practice Mediation  Panel  Law  which  our  State  Medical 
Society  strongly  supported.  Following  the  close  of  the 
regular  session,  a special  session  was  held  to  deal  with 
the  subject  of  legislative  reapportionment.  Your  com- 
mittee, through  our  director  of  State  Governmental 
Relations  and  our  legislative  counsel,  monitored  this 
session,  but  no  health  matters  were  considered. 

During  the  regular  1974  session,  8246  bills  were  intro- 
duced in  the  Legislature.  Those  bills  not  acted  upon  in 
1973  were  held  over  for  consideration  this  year  bringing 
the  combined  total  to  18,983.  Your  committee  esti- 
mates that  approximately  20%  of  all  the  bills  introduced 
dealt  either  directly  or  indirectly  with  health  or  the 
practice  of  medicine.  1340  bills  were  passed  by  the  Leg- 
islature this  year,  and  1082  of  these  were  signed  into 
law.  As  in  years  past,  most  of  these  bills  were  rushed 
through  at  the  close  of  the  session.  This  year  960  bills 
were  passed  by  the  Legislature  in  the  last  ten  days,  and 
717  of  these  were  signed  by  the  Governor  during  his 
thirty  day  signing  period. 

This  tremendous  volume  of  legislation  kept  our  direc- 
tor, his  staff,  and  our  legislative  counsel  extremely  busy. 
While  the  staff  kept  records  and  files  on  pending  legisla- 
tion, our  Albany  representatives  were  at  the  capitol 
working  directly  with  the  lawmakers.  These  personal 
contacts  were  supplemented  by  mailings  from  State  So- 
ciety headquarters  and  county  medical  societies.  Our 
executive  vice-president,  Henry  I.  Fineberg,  M.D.,  sent 
memoranda  to  the  legislators  containing  position  state- 
ments drawn  up  by  our  legislative  counsel,  the  law  firm 
of  DeGraff,  Foy,  Conway  and  Holt -Harris. 

At  this  writing,  preparations  are  already  underway  for 
the  1975  legislative  session.  Your  committee,  through 
its  chairman  solicited  suggestions  for  our  program  from 
county  medical  societies,  MSSNY  committees  and  divi- 
sion directors.  Our  Annual  Conference  of  County 
Medical  Society  Legislative  Representatives  was  held  on 
October  17,  1974  in  Syracuse.  A review  of  this  meeting 
appears  later  in  this  report. 

1974  STATE  LEGISLATION  PROGRAM 

During  the  1974  session  of  the  State  Legislature,  your 
committee  worked  diligently  for  the  implementation  of 
the  1974  State  Legislation  Program  approved  by  this 


House.  Periodic  progress  reports  were  submitted  to  the 
Council.  The  following  is  a short  resume  of  the  key 
health  bills  enacted  into  law  and  several  proposals 
which  failed  of  enactment,  many  of  which  we  vigorously 
opposed. 

LAWS  OF  1974 

Medical  Malpractice.  The  malpractice  problem  in 
New  York  State  has  grown  to  critical  proportions  in  re- 
cent years.  As  a result,  both  the  cost  and  quality  of 
medical  care  have  been  affected.  To  alleviate  some  of 
this  burden,  seven  bills  dealing  with  various  aspects  of 
the  problem  were  initiated  and  supported  by  our  State 
Medical  Society  as  part  of  our  1974  State  Legislation 
Program.  Carrying  out  the  wishes  of  the  House  of  Dele- 
gates, our  legislative  efforts  were  primarily  concentrated 
on  the  enactment  of  legislation  creating  a statewide  pre- 
trial mediation  program  for  all  medical  malpractice 
cases.  We  are  pleased  to  report  that  the  Legislature 
and  the  Governor  responded  to  our  efforts  and  enacted 
the  Malpractice  Mediation  Panel  Law  (S.3599-E.  Lom- 
bardi; Chapter  146  and  S.  10569,  Lombardi;  Chapter 
657).  This  new  statute,  which  has  generated  a great 
deal  of  interest  in  other  states,  establishes  mediation 
panels  in  each  of  the  four  Judicial  Departments  of  the 
state.  Before  trial  the  panel,  consisting  of  a physician, 
an  attorney,  and  a Supreme  Court  Justice,  will  hear  the 
evidence  of  each  case  and  recommend  disposition  there- 
of based  upon  the  merits  of  the  claim.  If  the  decision  of 
the  panel  is  not  accepted  by  the  parties,  the  case  is  then 
put  back  on  the  court  calendar  for  a jury  trial.  Based 
on  the  encouraging  results  of  the  voluntary  program  in 
New  York  County,  it  is  hoped  that  this  procedure  will  be 
successful  in  eliminating  the  necessity  of  lengthy  and 
costly  trials  in  many  malpractice  cases. 

Family  Practice  Residency  Program.  Although 
two  bills  (S.5329,  Conklin;  A. 7 135,  Cook  and  S.5330, 
Conklin;  A. 7151  Cook),  which  were  included  in  our  1974 
legislative  program,  did  not  pass,  a substitute  measure 
was  enacted  which  provides  a $2,000,000  appropriation 
for  family  practice  residency  programs  in  thirteen  hospi- 
tals around  the  state.  Under  this  plan,  programs  pres- 
ently operating  will  be  extended  and  several  new  ones 
will  be  started  (S.  10844,  Stafford;  Chapter  942). 

Acupuncture.  The  new  statute,  which  was  accept- 
able to  our  State  Medical  Society,  follows  the  legislative 
recommendations  of  the  New  York  State  Commission 
on  Acupuncture.  Under  this  law,  acupuncture  may  be 
administered  only  within  the  provisions  of  an  approved 
research  protocol  and  with  patient’s  written  consent. 

Use  of  acupuncture  is  limited  to  physicians  and  dentists 
certified  to  use  acupuncture  and  to  certified  acupunctu- 
rists in  an  approved  institutional  setting  under  the 
supervision  of  a certified  physican  or  dentist.  The 
measure  also  calls  for  a statewide  program  of  data  col- 
lection and  study.  The  State  Boards  of  Medicine  and 
Dentistry  are  required  to  promulgate  rules  and  regula- 
tions to  implement  the  statute,  and  these  regulations 
were  released  in  October  (S. 10440,  Flynn;  Chapter  959). 

Emergency  Medical  Services.  Our  State  Medical 
Society  supported  this  measure  which  creates  a State 
Emergency  Medical  Services  Council  to  establish  mini- 
mum standards  for  emergency  medical  services,  and 
which  coordinates  delivery  of  such  services  under  re-  li 
gional  councils  (S.7602-A,  Lombardi;  Chapter  1053). 

Disease  Tests  for  Newborns.  This  statute  enacts  ! pn 
requirements  for  testing  of  certain  metabolic  diseases  in  ; 
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infants  28  days  of  age  or  less.  Responsibility  for  such 
testing  is  placed  on  persons  in  charge  of  institutions  car- 
ing for  infants  in  such  age  group  and  on  those  individu- 
als required  to  register  births.  MSSNY  supported  this 
measure  with  recommendations  (S.7005,  Conklin;  Chap- 
ter 943).  Those  parents  who  have  strong  objection  to 
these  tests  based  on  religious  beliefs  may  have  their 
children  exempted  from  this  testing  (S.7591,  Lombardi; 
Chapter  1016). 

Care  and  Treatment  of  Intoxieated  Persons. 

This  measure,  supported  by  MSSNY,  removes  the  stig- 
ma of  criminality  from  public  intoxication  and  enacts 
new  provisions  for  emergency  care  of  those  who  are  in- 
toxicated or  incapacitated  by  alcohol  (A. 9178,  Wertz; 
Chapter  1068). 

Treatment  of  Alcoholism.  The  Mental  Hygiene 
Department  is  to  establish  eleven  state  hospital  pro- 
gram units  for  the  treatment  and  control  of  alcoholism, 
subject  to  the  commissioner’s  consent,  and  to  improve 
the  eight  existing  facilities  for  alcoholism  treatment 
(S.9299,  Pisani;  Chapter  1074). 

Age  of  Majority.  The  age  of  majority  has  been 
changed  from  21  to  18  in  most  New  York  State  Laws 
containing  age  provisions.  Although  the  statute  of  limi- 
tations itself  remains  the  same  for  malpractice  cases,  the 
infant  tolling  provision  is  affected  since  the  statutory 
period  for  an  infant  plaintiff  to  bring  an  action  will  now 
begin  to  run  at  age  18  instead  of  21.  Thus  the  waiting 
period  for  minors  has  been  shortened  by  three  years. 
Fifty-two  separate  statutes  were  enacted  regarding  the 
age  of  majority,  and  the  following  are  of  special  interest 


to  physicians: 

Civil  Practice  Law  and  Rules Chapter  924 

Public  Health  Law  Chapter  894 

Education  Law Chapter  919 

Mental  Hygiene  Law Chapter  931 

Workmen’s  Compensation  Law Chapter  934 

Insurance  Law Chapter  929 

Social  Services  Law Chapter  909 


Our  State  Medical  Society  supported  the  principle  of 
reducing  the  age  of  majority  to  18  years  of  age. 

Emergency  Financing  for  Voluntary  Hospitals. 
Nonprofit  insurance  carriers  and  government  agencies 
will  now  make  up  the  operating  losses  incurred  in  out- 
patient departments  of  voluntary  hospitals  (S.10032, 
Lombardi;  Chapter  1061).  In  computing  such  operating 
losses,  allowance  is  to  be  made  for  any  surplus  attribut- 
able to  other  hospital  services  (S. 10752,  Lombardi; 
Chapter  1062).  MSSNY  strongly  opposed  the  primary 
bill  (S.10032)  but  favored  the  amendment  (S. 10752). 

Amendments  to  the  Controlled  Substances  Act. 
This  measure  amends  technical  provisions  relating  to 
schedules  of  controlled  substances,  makes  certain 
changes  and  conditions  with  regard  to  dispensing  and 
administering  controlled  substances,  and  requires  that 
within  five  years  of  the  date  received,  the  Health  De- 
partment must  expunge  or  destroy  the  record  of  the 
name  of  any  patient  received  from  a practitioner  dis- 
pensing controlled  substances  which  can  only  be  pre- 
scribed on  an  official  state  prescription  form  (A.8834-A, 
Betros;  Chapter  965). 

Dispensing  Schedule  IV  Drugs  on  Oral  Prescrip- 
tion. Instead  of  the  original  five-day  supply,  a licensed 
practitioner  may  now  telephone  an  oral  prescription  to  a 
pharmacist  for  a supply  of  a schedule  IV  drug  not  to  ex- 
ceed 30  days  or  100  dosage  units,  whichever  is  less 


(S. 10647,  Lombardi;  Chapter  960  and  A.  12380,  Rules; 
Chapter  961 ). 

Records  of  Controlled  Substances — Inspection. 

This  measure  requires  that  records  of  controlled  sub- 
stances, including  prescriptions,  he  maintained  at  the 
premises  where  licensed  activity  is  conducted,  and  that 
access  to  the  records  be  available  to  Health  Department 
Personnel  during  regular  business  hours  only  (A. 8631 -A. 
Hardt;  Chapter  58). 

Transfer  of  Patients’  Records.  A patient,  or  his 
parent  or  guardian  in  the  case  of  a minor  or  incompe- 
tent, may  request  in  writing  to  have  his  medical  records, 
x-rays  and  test  reports  transferred  from  one  examining, 
consulting  or  treating  physician  or  hospital  to  another 
physician  or  hospital.  Excluded  are  personal  notes  of 
the  physician  or  hospital,  and  exceptions  are  also  made 
for  records  of  treatment  of  minors  for  venereal  diseases 
and  abortions  performed  on  minors.  A reasonable 
charge  for  such  transfer  is  permitted  (A.9128-A,  Hevesi; 
Chapter  759). 

Abortion  Law  Amendments.  This  new  statute 
amends  the  Abortion  Law  by  adding  the  following  provi- 
sions: (1)  any  abortion  performed  after  the  twelfth 

week  of  pregnancy  must  take  place  in  a hospital  on  an 
inpatient  basis;  (2)  any  abortion  performed  after  the 
twentieth  week  requires  the  presence  of  two  physicians — 
one  to  perform  the  abortion  and  one  to  care  for  the  fetus 
should  it  be  born  alive;  (3)  full  records  of  all  life  sustain- 
ing efforts  on  the  child  must  he  kept;  (4)  the  live  child  is 
accorded  full  rights  under  the  laws  of  New  York  State 
(A.10743-C,  Grune;  Chapter  991 ). 

Qualifications  for  Hospital  Directors  in  Mental 
Hygiene  Department.  This  measure  removes  provi- 
sions requiring  that  hospital  directors  in  the  Depart- 
ment of  Mental  Hygiene  by  licensed  physicians 
(A. 11429,  Mannix;  Chapter  555).  MSSNY  opposed  this 
bill. 

BILLS  NOT  ENACTED 

Practice  of  Physical  Therapy.  This  bill,  which 
was  vigorously  opposed  by  MSSNY,  would  have 
changed  the  definition  of  the  practice  of  physical  thera- 
py thereby  allowing  therapists  to  use  highly  sophisticat- 
ed electrical  and  electronic  devices  (S.9792-A,  McGow- 
an). Although  passed  by  the  Legislature,  this  bill  was 
vetoed  by  the  Governor  at  the  request  of  MSSNY  and 
other  concerned  groups. 

Publication  of  State  Agency  Regulations.  This 
measure  would  have  required  notice  and  publication  of 
state  administrative  regulations  before  adoption 
(A. 9670,  Taylor).  The  bill  was  passed  by  the  Legisla- 
ture but  vetoed  by  the  Governor  despite  MSSNY  sup- 
port. As  part  of  our  1974  legislative  program,  MSSNY’ 
also  supported  S.3745-B  (Hudson)  which  was  designed 
to  accomplish  the  same  purpose.  However,  that  bill 
died  in  committee  in  the  Legislature. 

Chiropractic  Use  of  X-ray  and  Clinical  Laborato- 
ry Findings.  The  x-ray  bill  would  have  removed  the 
present  restrictions  on  the  use  of  x-ray  within  the  scope 
of  chiropractic  analysis,  thereby  allowing  chiropractors 
to  x-ray  any  part  of  the  human  body  on  children  as  well 
as  adults  (S.1802,  Marino;  A.  1586,  Jonas).  The  other 
bill  would  have  allowed  chiropractors  to  use  clinical  lab- 
oratory findings  within  the  scope  of  their  practice 
(S.2688,  Dunne;  A. 4280,  Levine).  MSSNY’  was  success- 
ful in  defeating  these  two  measures  in  the  Legislature. 
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Hospital  Service  Insurance.  The  same  proposal 
was  introduced  in  two  forms  by  the  sponsors.  The  goal 
of  each  was  the  same:  to  have  health  and  accident  in- 
surance companies  offer  coverage  for  emergency  room 
treatment,  preadmission  testing  and  ambulatory  care  in 
a hospital  facility,  and  nursing  home  care.  MSSNY  op- 
posed these  measures  since  there  was  no  parallel  cover- 
age mandated  for  treatment  in  a physician’s  office 
(S.8947,  Lombardi;  A. 10825,  Hardt),  (S.8272-A,  Lom- 
bardi; A.9741-A,  Hardt,  S.8273-A,  Lombardi;  A.9740-A, 
Hardt,  S.8274-A,  Lombardi;  A.9739-A,  Hardt  and 
S.8275-A,  Lombardi;  A.9738-A,  Hardt).  All  five  bills 
died  in  the  Assembly. 

Generic  Drug  Substitution.  This  proposal  would 
have  allowed  a pharmacist  to  substitute  a less  expensive 
brand-name  or  generic  name  drug  for  that  prescribed  by 
a physician  or  dentist  (S.8338-A,  Dunne;  A.9446-A,  Lev- 
ine). MSSNY  opposed  this  measure,  and  it  died  in 
committee  at  adjournment. 

Triplicate  Prescription  Law  Repeal.  This  bill, 
sponsored  and  supported  by  MSSNY,  would  have  re- 
pealed the  triplicate  prescription  provisions  of  the  Con- 
trolled Substances  Act  (S.3145,  Pisani;  A. 5148,  Boland). 
This  measure  also  died  in  committee  in  the  Legislature. 

ALBANY  OPERATIONS 

During  the  1974  legislative  session,  the  director  repre- 
sented the  State  Medical  Society  in  Albany  as  he  has 
the  previous  two  years.  He  joined  with  our  legislative 
counsel  in  communicating  the  State  Society’s  views  on 
the  major  health  bills  considered  during  the  session. 
This  was  accomplished  through  personal  contact  with 
the  legislators  and  their  staffs.  The  director’s  tele- 
phone answering  service  was  in  operation  in  Albany 
again  this  year.  This  mechanism  proved  to  be  a valu- 
able aid  and  tool  for  the  director  since  the  work  de- 
mands that  he  and  our  legislative  counsel  be  constantly 
on  the  go  in  order  to  convey  our  views  to  as  many  of  the 
lawmakers  as  possible. 

HEADQUARTERS  ACTIVITIES 

The  division  staff  followed  the  many  health  bills  in 
the  Legislature  and  kept  up-to-date  files  on  these  bills 
for  use  by  the  director  and  for  the  information  of  our 
members.  While  the  Legislature  was  in  session,  the  di- 
rector coordinated  and  supervised  these  activities  via 
telephone  and  mail  from  the  State  Capitol.  Some  of  the 
principal  accomplishments  follow: 

During  the  legislative  session,  the  Legislation  Action 
Bulletin  (LAB)  was  used  on  eight  different  occasions  to 
alert  county  medical  society  legislation  chairmen  and 
our  panel  of  liaison  physicians  to  the  events  taking  place 
in  Albany,  and  to  enlist  their  aid  in  communicating  our 
feelings  to  the  legislators.  The  LAB  mailings  include 
copies  of  position  statements  developed  by  our  legisla- 
tive counsel  which  assist  the  local  people  in  their  legisla- 
tive activities.  Copies  are  also  sent  to  the  county  medi- 
cal society  presidents,  secretaries  and  executive  secreta- 
ries as  well  as  to  officers  of  the  Woman’s  Auxiliary  for 
their  information  and  support. 

Over  the  signature  of  our  executive  vice-president, 
seven  memoranda  were  mailed  directly  to  all  members 
of  the  State  Legislature.  Each  memorandum  served  as 
a transmittal  letter  for  position  statements  on  a variety 
of  important  health  bills  which  were  pending  at  the  time 
of  mailing. 


When  time  became  a vital  factor,  mailgrams  were  sent 
to  the  lawmakers  and  special  memoranda  were  circulat- 
ed personally  by  our  director  and  legislative  counsel. 
Certain  county  medical  societies  whose  Assemblymen  or 
Senators  were  on  key  committees  were  contacted  by 
telephone  and  asked  to  call  or  telegraph  their  represen- 
tatives regarding  important  legislation.  This  coopera- 
tive effort  between  the  state  and  local  organizations 
proved  to  be  very  effective. 

At  the  close  of  the  session,  the  director  and  his  staff 
prepared  a concise  report  entitled  “1974  Health  Legisla- 
tion.” This  brochure  was  a review  of  the  major  health 
bills  considered  by  the  Legislature  in  1974  giving  final 
disposition  of  each.  Those  bills  discussed  in  this  report 
were  also  included  in  that  report.  Copies  were  distrib- 
uted to:  county  medical  society  presidents,  secretaries, 
executive  secretaries  and  legislation  chairmen;  officers 
of  Woman’s  Auxiliary;  the  Council;  the  Board  of  Trust- 
ees; MSSNY  division  heads  and  regional  representa- 
tives; executive  secretaries  of  state  medical  societies 
throughout  the  country;  and  the  AMA. 

LEGISLATIVE  COUNSEL 

The  work  of  the  State  Medical  Society  in  Albany  is 
the  product  of  a combined  effort  by  our  division  and  our 
legislative  counsel,  the  law  firm  of  DeGraff,  Foy,  Con- 
way and  Holt-Harris.  We  have  been  ably  represented 
this  year  by  three  members  of  the  firm:  John  E.  Holt- 
Harris,  Esq.;  Gerard  L.  Conway,  Esq.  and  John  C.  Rice, 
Esq. 

The  position  statements  which  express  the  views  of 
our  organization  on  important  health  legislation  are 
drawn  up  by  our  legislative  counsel.  The  statements  are 
filed  with  the  Governor,  the  leadership  in  both  chambers 
of  the  Legislature,  chairmen  and  members  of  committees 
considering  health  bills,  the  sponsors  of  the  bills  and  the 
other  members  of  both  houses.  To  reinforce  these  writ- 
ten statements,  our  legislative  counsel  and  director  meet 
the  lawmakers  personally  to  discuss  the  bills  in  more  de- 
tail. Our  legislative  counsel  has  also  worked  closely 
with  our  director  and  other  state  society  representatives 
on  government  regulatory  matters. 

LEGISLATION  INFORMATION  CENTER 

The  Legislative  Information  Center,  which  is  part  of 
our  State  Governmental  Relations  Division,  continues 
to  supply  valuable  information  to  individuals,  com- 
mittees, and  organizations  interested  in  State  and  Fed- 
eral legislation.  This  center,  which  plays  a vital  role  in 
the  work  of  your  committee,  has  up-to-date  files  on  all 
the  important  health  bills  on  both  State  and  Federal 
levels.  Numerous  requests  for  information  and  materi- 
als are  received  each  week  by  telephone  and  mail,  and 
these  requests  are  answered  promptly  and  efficiently  by 
the  division  staff. 

The  center  also  receives  and  processes  notices  of  pub- 
lic hearings.  Copies  of  the  notices  are  sent  to  key  State 
Medical  Society  respresentatives  so  they  can  take  ap- 
propriate action.  As  the  situation  demands,  individual 
physicians  who  are  expert  in  the  area  under  consider- 
ation will  be  contacted  and  assisted  in  the  preparation 
of  their  presentations. 

The  principal  purpose  of  the  center  is  to  help  individ- 
ual physicians  and  county  medical  societies;  however, 
information  and  assistance  have  also  been  supplied  to 
legislators,  administrative  officials,  hospitals,  allied 
health  organizations,  and  other  state  and  county  medi- 


260  New  York  State  Journal  of  Medicine/ January  1975 


cal  societies  throughout  the  country.  This  year  a tre- 
mendous amount  of  interest  has  been  generated  in  other 
states  by  the  passage  of  the  new  malpractice  mediation 
panel  law.  The  center  has  supplied  copies  of  the  law' 
and  related  materials  to  all  those  requesting  them. 

CAPITOL  NEWS 

Our  legislative  newsletter,  Capitol  News,  was  sent 
out  weekly  during  the  session  this  year.  Two  additional 
issues,  which  highlighted  the  results  of  the  session  and 
the  Governor’s  signing  period  were  also  distributed  fol- 
lowing adjournment.  Capitol  News  has  generated  a 
great  deal  of  interest  both  among  physicians  and  lay- 
men, and  the  number  of  requests  for  mailings  grows 
steadily  each  year.  Our  State  Medical  Society  is  fortu- 
nate in  having  William  W.  Tyler,  a former  Associated 
Press  correspondent  in  the  capitol,  to  write  and  edit  the 
copy  for  publication.  Mr.  Tyler  worked  closely  with  our 
director  who  supervised  the  preparation  and  content  of 
the  Capitol  News.  Twenty  issues  were  published  this 
year. 

PANEL  OF  LIAISON  PHYSICIANS 

Again  this  year,  your  committee  continued  the  work 
of  the  panel  of  liaison  physicians.  This  group  is  com- 
posed of  physicians  recommended  by  their  county  medi- 
cal societies  who  are  interested  in  legislation  and  per- 
sonally acquainted  with  members  of  the  State  Legisla- 
ture. As  mentioned  above,  the  panel  members  keep  in- 
formed about  legislative  activities  through  LAB  mail- 
ings sent  by  our  director.  The  LAB  material  includes 
MSSNY  position  statements  which  supply  the  panel 
members  with  information  to  use  in  their  contacts  with 
the  legislators. 

PUBLIC  HEARINGS  AND  PRIVATE 
CONFERENCES 

During  the  year,  your  committee  continued  to  pursue 
State  Medical  Society  goals  in  many  public  hearings  and 
private  conferences.  In  addition  to  meetings  with  indi- 
vidual legislators,  State  Medical  Society  representatives 
have  held  meetings  with  administrative  officials  on  a va- 
riety of  important  subjects.  They  also  met  with  the 
Presiding  Justices  of  three  of  the  four  Appellate  Divi- 
sions to  assist  in  implementation  of  the  new  malpractice 
mediation  panel  law.  Your  committee  believes  that 
participation  in  such  meetings  is  very  worthwhile  for  it 
allows  the  State  Medical  Society  to  contribute  its  view’s 
on  major  issues  and  gain  valuable  insight  into  the  rea- 
soning behind  many  government  decisions. 

MSSNY  COMMITTEES 

Your  chairman,  once  again,  invited  the  chairmen  of 
our  various  State  Medical  Society  committees  to  submit 
their  suggestions  regarding  the  introduction  of  bills  bv 
MSSNY.  as  well  as  their  views  on  other  bills  which 
might  come  before  the  State  Legislature.  This  was  part 
of  our  continuing  campaign  over  the  years  to  develop  a 
program  of  State  legislation  which  will  be  responsive  to 
all  the  varied  concerns  of  organized  medicine  in  this 
State.  The  response  to  a memorandum  sent  to  such  in- 
dividuals prior  to  our  MSSNY  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives 
was  not  encouraging.  While  a number  of  chairmen  an- 
swered our  memorandum,  many  did  not  respond. 
There  is  room  for  improvement  in  this  area.  Your 
chairman  strongly  urges  all  committee  chairmen  of 
MSSNY  to  cooperate  in  our  State  Medical  Society's  leg- 


islative endeavors  by  submitting  to  your  committee  any 
suggestions  they  may  have  concerning  State  legislation 
at  anytime. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

Again  in  1974,  your  committee,  through  our  director, 
worked  closely  with  the  New  York  State  Association  of 
the  Professions  on  various  legislative  matters  of  com- 
mon interest.  Our  State  Medical  Society  is  an  active 
member  of  the  association,  and  as  a result  we  were  able 
to  gain  NYSAP  sponsorship  of  two  of  our  program  bills, 
in  addition  to  their  endorsement  of  our  other  program 
bills.  NYSAP  also  joined  our  efforts  in  support  or  op- 
position to  certain  measures  before  the  Legislature 
which  were  initiated  by  other  sources. 

SPRING  MEETING 

Your  committee  held  a meeting  on  February  24,  1974, 
at  the  Americana  Hotel,  New  York  City,  following  the 
opening  session  of  the  1974  House  of  Delegates.  At  this 
meeting,  our  1974  program  bills  were  discussed  in  detail 
with  emphasis  on  those  measures  designed  to  alleviate 
the  malpractice  situation.  Various  health  bills,  spon- 
sored by  other  groups,  were  also  discussed,  and  determi- 
nations were  made  regarding  support  or  opposition  of 
these  measures.  Present  at  this  meeting  were  our  direc- 
tor and  legislative  counsel  who  participated  actively  in 
the  discussions  and  who  advised  the  committee  mem- 
bers of  the  latest  developments  at  the  capitol. 

FALL  MEETING 

Your  committee  met  on  October  16,  1974  at  the  Hil- 
ton Inn,  Syracuse,  New  York.  This  was  a dinner  meet- 
ing attended  also  by  the  members  of  the  Federal  Legis- 
lation Committee.  The  committee  reviewed  proposals 
submitted  for  our  State  Medical  Society’s  1975  Legisla- 
tive Program  and  made  final  preparations  for  the  Annu- 
al Legislation  Conference  scheduled  for  the  following 
day.  At  the  time  this  report  is  being  drawn  up,  your 
committee  is  also  preparing  a report  to  be  submitted  to 
the  Council  at  its  November,  1974  meeting.  A supple- 
mentary report,  therefore,  setting  forth  the  actions  of 
the  Council  on  the  recommendations  submitted  by  your 
committee,  will  be  submitted  to  the  House  in  March 
1975. 

ANNUAL  LEGISLATIVE  CONFERENCE 

The  Annual  Conference  of  County  Medical  Society 
Legislative  Representatives  w’as  held  on  October  17, 
1974,  at  the  Syracuse  Hilton  Inn.  This  was  an  all-day 
meeting  which  began  at  9 a.m.  with  80  people  in  atten- 
dance representing  37  county  medical  societies  from 
around  the  State.  Henry  I.  Fineberg,  M.D..  executive 
vice-president,  opened  the  conference  by  greeting  the 
conferees  and  introducing  your  chairman  who  presided 
at  the  morning  session.  A panel  discussion,  involving 
your  chairman,  legislative  counsel,  and  director,  high- 
lighted the  session.  Our  proposed  1975  legislative  pro- 
gram w’as  thoroughly  reviewed  and  practical  suggestions 
for  working  effectively  with  legislators  were  presented. 
The  county  representatives  took  an  active  part  in  the 
discussion  of  our  program  bills,  and  there  was  general 
agreement  on  the  program  which  your  committee  has 
submitted  in  this  report. 

Following  their  consideration  of  all  the  legislative  pro- 
posals submitted,  the  conferees  heard  two  informative 
presentations  by  Donald  J.  Fager,  Esq.,  MSSNY’s  In- 


January  1975/  New  York  State  Journal  of  Medicine  261 


demnity  Representative  and  Andrew  C.  Fleck,  Jr.,  M.D., 
First  Deputy  Commissioner  of  Health.  Mr.  Fager  com- 
mented on  our  legislative  proposals  for  1975  and  gave  a 
detailed  report  on  the  recent  Senate  Insurance  Commit- 
tee Public  Hearing  held  to  consider  the  present  mal- 
practice crisis  in  New  York  State.  Dr.  Fleck  spoke  to 
the  gathering  about  several  major  health  issues  which 
will  undoubtedly  be  the  subject  of  legislation  in  1975. 
These  included  insurance  coverage  for  certain  treat- 
ments performed  in  a physician’s  office  as  well  as  cover- 
age for  complete  maternity  and  newborn  care.  Dr. 
Fleck  stressed  the  fact  that,  in  considering  any  health 
legislation  next  year,  the  State  Legislature  and  the  exec- 
utive branch  will  be  concentrating  their  attention  on  the 
inflationary  impact  of  such  proposals  with  lower  cost  al- 
ternatives in  health  care  delivery  given  top  priority. 

At  the  luncheon  following  the  morning  session,  the 
Honorable  Harold  E.  Koreman,  Administrative  Judge  of 
the  Third  Judicial  District,  spoke  on  the  new  Malprac- 
tice Mediation  Panel  Law.  Justice  Koreman  described 
the  panel  procedure  to  the  conferees,  and  asked  them  to 
encourage  their  members  to  participate  actively  in  the 
program.  He  also  stated  that  the  judiciary  would  do  its 
part  in  trying  to  solve  the  malpractice  problem  we  cur- 
rently face  in  New  York  State. 

Once  again  this  meeting  offered  county  society  rep- 
resentatives the  opportunity  of  participating  in  the 
preparation  of  MSSNY’s  legislative  program  for  the 
next  year,  and  provided  them  with  valuable,  firsthand 
information  from  our  Albany  representatives  and  gov- 
ernment officials.  Based  on  our  own  observations  and 
on  the  comments  which  we  have  received,  your  commit- 
tee believes  that  the  conference  was  an  outstanding  suc- 
cess. 

GENERAL  COMMENTS 

As  we  know,  the  malpractice  problem  in  New  York 
State  has  grown  tremendously  in  recent  years.  In  work- 
ing toward  a solution  to  this  problem,  the  State  Medical 
Society  sponsored  and  supported  seven  bills  in  the  Leg- 
islature dealing  with  various  aspects  of  the  problem. 
Upon  your  directive,  we  concentrated  our  efforts  on  the 
mediation  panel  proposal  which  was  enacted  this  year. 
The  combined  activities  of  the  State  and  county  medical 
societies  once  again  bore  fruit,  and  we  feel  strongly  that 
this  is  a good  lesson  for  the  future.  If  we  are  to  succeed 
in  solving  the  malpractice  problem,  the  State  and  local 
societies  must  work  together  to  develop  innovative  ap- 
proaches which  are  satisfactory  to  all  the  parties  in- 
volved. Your  committee  hopes  that  this  new  mediation 
program  will  be  a success,  but  we  realize  that  it  is  now 
up  to  our  members  to  make  themselves  available  for  ser- 
vice on  the  panel  and  to  participate  actively  in  its  delib- 
erations. 

This  year  we  witnessed  an  attempt  by  the  Legislature 
to  expand  the  delivery  of  medical  care  through  our  hos- 


pitals. The  hospital  service  insurance  bills  would  have 
required  sickness  and  accident  insurance  carriers  to 
write  certain  types  of  coverage  for  medical  services  per- 
formed only  in  a hospital  facility  which  could  be  provid- 
ed in  a physician’s  office  at  a lower  cost  to  the  consumer. 
We  strongly  opposed  these  measures  and  were  instru- 
mental in  defeating  them;  however,  we  can  surely  expect 
to  see  them  reintroduced  next  year. 

Another  trend  which  we  have  witnessed  in  recent 
years  is  the  emergence  of  paraprofessional  groups  in  the 
health  care  field.  Too  often  we  have  seen  these  groups 
attempting  to  increase  the  scope  of  their  practices  in 
areas  of  medical  care  which  are  beyond  their  training 
and  experience.  The  medical  profession  kept  a watch- 
ful eye  on  this  type  of  legislation  in  the  interest  of  sound 
medical  practice.  The  three  most  striking  examples 
this  year  came  in  the  fields  of  acupuncture,  chiropractic, 
and  physical  therapy.  Undoubtedly,  situations  like 
these  will  arise  in  the  future,  and  the  State  Medical  So- 
ciety must  continue  its  vigilance  to  protect  the  public 
from  unqualified  and  underqualified  practitioners. 

In  reviewing  the  actions  taken  by  the  Legislature  and 
the  Governor  during  the  1974  session,  we  were  success- 
ful in  supporting  significant  legislation  in  the  areas  of 
malpractice,  acupuncture,  emergency  medical  services, 
infant  testing,  and  family  residencies.  We  also  played  a 
key  role  in  the  defeat  of  several  dangerous  measures 
which  were  discussed  above. 

In  1975,  however,  we  will  face  a new  legislature,  di- 
rected by  new  political  forces.  Our  job  will  be  more  dif- 
ficult and  more  complicated.  More  than  ever  before, 
your  State  Medical  Society  will  need  the  full  coopera- 
tion of  every  county  medical  society  in  order  to  achieve 
success  in  what  is  anticipated  to  be  a most  unusual  legis- 
lative year. 

A CKNO  WLEDGEMENTS 

Since  many  persons  have  devoted  considerable  effort 
and  time  to  the  functions  sponsored  by  your  committee, 
we  express  our  appreciation  to  all  who  have  cooperated 
with  us  during  the  1974  session  of  the  State  Legislature. 
We  are  especially  indebted  to  our  legislative  counsels, 
John  E.  Holt-Harris,  Jr.,  Esq.,  Gerard  L.  Conway,  Esq., 
and  John  C.  Rice,  Esq.,  for  the  work  they  did  in  fur- 
thering our  program.  We  also  want  to  express  our  grati- 
tude to  Henry  I.  Fineberg,  M.D.,  who  was  intimately 
and  continuously  involved  with  us  at  the  decision-mak- 
ing level  and  to  Edward  Siegel,  M.D.  A vote  of  thanks 
also  goes  to  Richard  D.  Eberle,  M.D.,  Chairman,  Com- 
mission on  Governmental  Affairs;  Martin  J.  Tracey, 
J.D.,  Director,  Governmental  Relations;  Richard  M. 
Berry,  J.I).,  Assistant  to  our  Director;  and  to  members 
of  the  secretarial  staff  of  the  Division  of  Governmental 
Relations. 

Respectf  ully  submitted, 

John  H.  Carter,  M.D.,  Chairman 
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Public  Health  and  Education 


COMMISSION  ON  PUBLIC  HEALTH  AND 
EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Commission  on  Public 


Health  and  Education  is  as  follows: 

Keith  O.  Guthrie,  Jr.,  M.D.,  Chairman  ....  New  York 

William  A.  Bauman,  M.D New  York 

Marcelle  T.  Bernard,  M.D Bronx 

Charles  A.  Bertrand,  M.D Westchester 

Stephen  W.  Blatchlv,  M.D Tompkins 

Marvin  L.  Bloom,  M.D Erie 

Lester  J.  Candela,  M.D Queens 

George  F.  Cunningham,  M.D Suffolk 

Arthur  H.  Dube,  M.D Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

Stanley  I.  Fishman,  M.D Kings 

Vincent  J.  Fontana,  M.D New  York 

Irving  G.  Frohman,  M.D Queens 

Stanley  E.  Gitlow,  M.D New  York 

Leonard  L.  Heimoff,  M.D Bronx 

Milton  Helpern,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

David  N.  Kluge,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

Herbert  A.  Laughlin,  M.D Chautauqua 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  M.D Westchester 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

Charles  E.  Rogers,  M.D Nassau 

John  D.  States,  M.D Monroe 

Bruce  P.  Webster,  M.D New  York 


The  commission  held  its  annual  meeting  on  July  18, 
1974  at  the  headquarters  of  Health  Department  of  New 
York  State.  We  were  the  guests  of  the  Department  and 
were  very  cordially  welcomed  by  Hollis  S.  Ingraham, 
M.D.,  Commissioner.  The  meeting  was  well  attended 
by  the  chairmen  of  the  committees,  only  three  of  whom 
were  unable  to  be  present  because  of  the  pressure  of 
other  duties.  Reports  were  submitted  from  every  com- 
mittee and  thoroughly  discussed  by  all  present,  includ- 
ing representatives  from  the  Departments  of  Health, 
Mental  Hygiene,  and  Education.  As  in  previous  years 
the  time  limit  imposed  by  a one  day  meeting  significant- 
ly diminished  the  productiveness  of  the  meeting.  All 
concerned  feel  that  a longer  meeting  is  indicated,  and 
your  commission  chairman  recommends  that  staff  be  in- 
structed to  explore  the  feasibility  and  cost  of  a two-day 
meeting  in  1975. 

Your  chairman  also  recommends  that  the  members  of 
the  House  of  Delegates  carefully  read  all  committee  re- 
ports in  order  to  inform  themselves  of  the  vast  amount 
of  valuable  work  contributed  to  MSSNY  by  its  various 
committees.  Particular  attention  is  called  to  the  report 
of  the  Joint  Ad  Hoc  Committee  (Committees  on  Alco- 
holism. Drug  Abuse,  and  Mental  Health)  wrhich  was  ap- 
pointed to  devise  a solution  to  the  problems  of  the  “sick 
physician.”  This  report  represents  a voluminous 
amount  of  work  and  is  a valuable  contribution  to  our 
State  Medical  Society.  It  illustrates  one  effort  being 


made  by  MSSNY  to  assist  its  members.  The  report  was 
approved  by  the  Council  at  its  meeting  on  September 
12,  1974. 

Attention  is  also  directed  to  the  reports  of  the  Com- 
mittees on  Continuing  (Postgraduate)  Education,  Data 
Processing  in  Medicine,  Cancer,  Quackery,  and  Aging 
and  Nursing  Homes.  Delegates  should  familiarize 
themselves  with  all  these  reports  before  the  delibera- 
tions of  the  House. 

As  chairman  of  the  Commission  on  Public  Health  and 
Education  and  on  behalf  of  the  committee  chairmen 
who  make  up  the  commission,  may  I express  my  appre- 
ciation of  the  assistance  rendered  to  the  commission  by 
the  staff  of  the  Division  of  Scientific  Activities  of 
MSSNY. 

Respectfully  submitted, 
Keith  O.  Guthrie,  Jr.,  M.D.,  Chairman 


ACCIDENT  AND  INJURY  PREVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Ac- 


cident and  Injury  Prevention: 

John  D.  States,  M.D.,  Chairman Monroe 

Harold  Brandaleone,  M.D New  York 

James  Cosgriff,  M.D Erie 

Francis  J.  Gilroy,  M.D Broome 

James  E.  Holmblad,  M.D Schnectady 

George  Lim,  M.D Oneida 

Robert  Huszar,  M.D.,  Advisor Albany 

Leslie  Fisher,  M.D.,  Advisor Albany 


The  committee  met  three  times  in  the  past  year. 

Medical  Driving  Disabilities  and  Legislation  Re- 
garding Reporting  Thereof.  Medical  driving  disabil- 
ities have  remained  a primary  concern.  The  committee 
collaborated  w'ith  the  New  York  State  Department  of 
Health  in  developing  a brochure,  “Should  Your  Patient 
Drive?”  Dr.  States,  Chairman,  represented  The  Medi- 
cal Society  of  the  State  of  New  York  and  moderated  one 
section  of  the  American  Medical  Association’s  National 
Conference  on  the  Aged  Driver,  May  2-4,  1974  at  Wash- 
ington, D.C.  The  committee,  at  its  most  recent  meet- 
ing, addressed  an  inquiry  to  the  Federal  Highway  Ad- 
ministration concerning  a contract  with  Southwest  Re- 
search Institute  to  write  a manual  of  guidelines  for  phy- 
sicians examining  interstate  commercial  drivers.  The 
expertise  of  the  committee  was  offered  to  aid  in  the  de- 
velopment of  this  manual  because  the  American  Medi- 
cal Association  Committee  on  Medical  Aspects  of  Auto- 
mobile Safety  was  disbanded  at  the  end  of  1972. 

These  physicians  have  chaired  ably  the  various  com- 
mittees composing  the  commission.  As  this  report  is 
being  written  in  the  Fall  of  the  year  many  of  the  com- 
mittee reports  will  be  incomplete  until  supplemental  re- 
ports are  submitted  at  the  end  of  the  year. 
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A resolution  recommending  that  legislation  be  devel- 
oped and  supported  to  protect  physicians  who  report 
drivers  with  medical  disabilities  from  liability  was  sub- 
mitted and  approved  by  the  MSSNY  Council  and  has 
been  transmitted  to  the  MSSNY  Legislation  Committee 
for  implementation.  Hopefully,  such  legislation  will  be 
introduced  next  Spring.  It  is  believed  that  such  legisla- 
tion will  place  the  physician  in  a better  position  to  per- 
suade his  medically  disabled  driver  to  stop  driving  and 
that  his  reporting  against  the  patient’s  wishes  will  be 
rarely  necessary. 

Detection  of  the  Alcoholic  Driver.  This  was  ex- 
tensively discussed,  and  a final  recommendation  not  de- 
veloped. Currently,  driver  license  applicants  are  re- 
quired to  answer  the  question,  “Have  you  been  confined 
to  an  institution  or  received  medical  treatment  for  alco- 
holism?” The  committee  believes  this  question  should 
remain  in  the  license  application  until  a better  means  of 
detection  is  devised.  Politically,  it  is  essential  that 
some  effort  be  made  to  detect  alcoholic  drivers.  Signifi- 
cant federal  funds  are  contingent  on  this  ongoing  effort. 

In  the  near  future  it  may  be  technicologically  possible 
to  develop  a vehicle  with  an  alcohol  detector  which 
would  automatically  disable  the  vehicle,  if  the  driver 
was  intoxicated.  Research  efforts  are  on  the  way  in  the 
United  States  and  Japan  at  this  time  and  this  may  pro- 
vide a far  more  effective  means  of  preventing  the  alco- 
holic driver  from  driving  when  he  is  intoxicated. 

Surveillance  of  the  New  York  State  Legislature. 
This  was  maintained.  The  committee  supported  the 
Consumer  Home  Products  Safety  legislation  because  of 
the  pioneering  research  program  which  would  be  ex- 
panded through  the  legislation.  The  bill  failed  but 
hopefully,  will  be  reintroduced  in  1975. 

Seat  belt  usage  legislation  was  again  introduced  by 
Senator  John  D.  Caemmerer  and  passed  the  Senate  but 
was  not  reported  out  of  committee  in  the  Assembly. 
Hopefully,  this  bill  will  be  enacted  in  1975. 

A law  was  enacted  requiring  that  new  school  buses  be 
equipped  with  high  back  seats,  offering  impact  protec- 
tion to  passengers  seated  behind  them  and  neck  protec- 
tion for  the  occupant  in  the  seat.  This  law  represents  a 
significant  step  forward  in  school  bus  safety. 

Vision  Problems.  Two  committee  members  have 
participated  in  the  New  York  State  Driver  Licensing 
Physician  Consultant  Panel  advisory  to  the  Department 
of  Health  and  Department  of  Motor  Vehicles.  Vision 
problems  have  remained  the  source  of  controversy  but 
the  gradual  introduction  of  a peripheral  field  test  will 
resolve  many  of  these  controversies,  it  is  believed.  At 
present,  some  legally  blind  drivers  continue  to  be  li- 
censed by  using  telescopic  lenses  which  technically  meet 
present  vision  standards  but  would  not  meet  peripheral 
vision  standards  when  they  are  introduced. 

Bicycle  Safety.  Bicycle  safety  was  also  discussed 
with  presentation  of  statistics  showing  that  each  year 
this  becomes  a more  serious  problem.  There  was  also 
discussion  of  the  reporting  hy  physicians  of  drivers  with 
disabilities. 

Respectfully  submitted, 
John  D.  States,  M.D.,  Chairman 


AGING  AND  NURSING  HOMES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Committee  on  Aging  and 


Nursing  Homes  is  as  follows: 

Marcelle  T.  Bernard,  M.D.,  Chairman Bronx 

Robert  Collins,  M.D Syracuse 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze,  III,  M.D Suffolk 

James  A.  Moore,  M.D Albany 

Leon  M.  Rothman,  M.D Kings 

George  M.  Warner,  M.D.,  Advisor Albany 


This  committee  endeavors  to  keep  informed  on  the 
distribution  of  medical  care  (or  lack  of  it)  among  the  el- 
derly in  nursing  homes  and  health  related  facilities.  We 
are  concerned  with  Federal  and  State  regulations  as 
they  affect  medical  practice  in  nursing  homes  and  quali- 
ty patient  care. 

Of  prime  importance  in  this  year’s  deliberations  was 
utilization  review.  Since  1966,  the  utilization  review  re- 
quirements paralleled  Medicare  requirements  and  the 
basic  approach  was  that  of  peer  review.  It  is  vitally  nec- 
essary to  assure  that  each  and  every  patient  receives  the 
services  he  needs  to  achieve  his  maximum  potential  in 
the  most  suitable  setting. 

A major  problem  in  chronic  illness  care  is  the  relative 
unrelatedness  of  needs  of  patients  to  their  clinical  diag- 
nostic labels.  Another  is  the  lack  of  information  to 
identify  functional  deficits  and  physical  impairments. 
A third  problem  is  in  profiling  the  complex  of  deficits 
and  of  needs  in  all  areas  of  care. 

It  was  learned  that  a workable  terminology  is  needed 
in  assessing  and  classifying  patients  for  long  term  care. 
Patient  assessment  systems  are  designed  to  obtain  in- 
formation that  includes: 

1.  Socio-demo-graphic  data 

2.  Assessments  of  physical  impairments 

3.  Functional  status  assessments 

4.  Medical  status  identification  and  categorization 

5.  Assessments  of  needs  for  certain  kinds  of  special 
care  assistance. 

One  cannot  create  an  artificial  definition  of  care.  It  is 
far  better  to  know  the  needs  of  the  patient  and  to  care 
for  those  needs. 

The  committee  sent  a resolution  to  the  Council  for 
approval.  The  resolution  was  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  deplore  the  failure  of  residency  programs 
to  include  adequate  training  in  geriatric  medicine; 
and  be  it  further 

Resolved,  That  the  New  York  delegation  to  the 
American  Medical  Association  be  instructed  to  intro- 
duce a resolution  or  resolutions  at  the  June  meeting  of 
the  AMA  House  of  Delegates  calling  for  an  increased 
effort  for  training  physicians  in  geriatrics;  and  be  it 
further 

Resolved,  That  the  AMA  explore  with  appropriate 
specialty  groups,  such  as  the  American  Geriatrics  So- 
ciety, American  Academy  of  Family  Physicians, 
American  College  of  Physicians,  American  Society  of 
Internal  Medicine,  and  American  Psychiatric  Associa- 
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tion,  ways  in  which  geriatric  medicine  can  be  incorpo- 
rated into  residency  programs  in  family  practice,  in- 
ternal medicine,  and  psychiatry;  and  be  it  further 
Resolved,  That  programs  in  geriatric  medicine  be 
included  in  continuing  medical  education  curricula  at 
both  state  and  national  levels. 

Throughout  the  year,  the  Federal  Register  regarding 
skilled  nursing  facilities,  standards  for  certification,  and 
participation  for  Medicare  and  Medicaid  programs  was 
discussed  and  evaluated. 

RESOLUTION  74-52.  Amendment  to  Rul.es 
Applying  to  Proprietary  Nursing  Homes.  This  is  under 
study.  The  resolution  follows: 

WHEREAS,  Extended  care  facilities  throughout 
the  State  of  New  York  are  eligible  to  provide  skilled 
nursing  care  for  Medicare  recipients;  and 

WHEREAS,  The  State  of  New  York  designates 
these  same  facilities  as  “Nursing  Homes,”  thereby 
subjecting  them  to  all  of  the  rules  and  regulations 
governing  proprietary  nursing  homes;  and 

WHEREAS,  This  leads  to  confusion  since  most 
third  party  carriers  will  not  pay  for  nursing  home  or 
custodial  care;  and 

WHEREAS,  The  New  York  State  Department  of 
Social  Services  now  makes  it  mandatory  for  any  nurs- 
ing home  with  empty  beds  to  accept  patients  from 
outside  the  community;  and 

WHEREAS,  Extended  care  facilities  are  already 
maintaining  nursing  home  transfer  lists  to  remove 
custodial  patients  from  these  institutions,  so  as  to  re- 
tain their  rehabilitative  and  convalescent  functions  in 
providing  skilled  nursing  care;  therefore  be  it 

Resolved,  That  the  State  of  New  York  differentiate 
between  a contiguous  hospital-affiliated  extended 
care  facility  and  a nursing  home;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  present  regulations  and  re- 
quirements by  the  New  York  State  Department  of  So- 
cial Welfare  and  the  New  York  State  Department  of 
Health  applying  to  proprietary  nursing  homes,  be  re- 
moved from  the  rules  governing  the  contiguous  hospi- 
tal-affiliated extended  care  facility. 

The  Committee  on  Aging  and  Nursing  Homes  pre- 
sented to  the  Council  a recommendation  that  a sympo- 
sium be  held  with  regard  to  Medical  Directors  in  Long 
Term  Care  Facility.  This  has  been  approved  and  the 
symposium  will  take  place  on  April  4-6,  1974  at  the 
Concord  Hotel. 

The  program  will  be  presented  in  cooperation  with 
AMA.  The  purpose  of  the  symposium  is  to  increase  the 
knowledge  of  physicians  and  administrators  re  the  roll 
of  the  medical  directors,  to  communicate  ways  in  which 
physician  leadership  and  administrators  can  work  in  im- 
proving patient  care  in  facilities. 

On  September  20th  the  committee  met  with  Mr.  Her- 
man Gruber  of  the  AMA  Committee  on  Aging  and  with 
representatives  of  the  following  organizations:  New 

York  State  Nursing  Home  Association;  American  Col- 
lege of  Nursing  Home  Administrators;  New  York  State 
Association  of  Homes  for  the  Aging;  New  York  State 
Nurses’  Association:  Long-Term  Care  Education  Coor- 
dinator/HEW. 

Robert  Collins,  M.D.,  and  George  M.  Warner,  M.D. 
have  been  appointed  from  the  committee  to  work  with 
Mr.  Gruber  on  the  planning  of  the  seminar. 


I wish  to  express  thanks  to  the  members  of  committee 
all  of  whom  are  knowledgeable,  interested  and  con- 
cerned with  the  problems  that  arise. 

My  special  thank  you  to  George  Warner,  M.D.,  for  his 
efforts  on  our  behalf  and  his  selfless  giving  of  his  time  to 
keep  us  informed  of  latest  Federal  and  State  regulations 
and  his  help  in  our  deliberations. 

Respectfully  submitted, 
Marcelle  Bernard,  M.D.,  Chairman 

ALCOHOLISM 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 


follows: 

Stanley  E.  Gitlow,  M.D.,  Chairman New  York 

LeClair  Bissell,  M.D New  York 

Sidney  Greenberg,  M.D New  York 

Luther  Cloud,  M.D New  York 

Stephen  Clement,  M.D Erie 

W’illiam  Holt,  Jr.,  M.D Albany 

Sheila  B.  Blume,  M.D Suffolk 

Susan  E.  Hanson,  M.D Monroe 

Pasquale  A.  Carone,  M.D Suffolk 


In  its  efforts  to  improve  the  prevention,  diagnosis, 
and  therapy  of  alcoholism,  the  committee  addressed  it- 
self to  reclassification  of  this  disease,  obtaining  statuto- 
ry group  health  insurance  for  alcoholism,  demanding  ad- 
equate coverage  for  alcoholism  in  any  health  insurance 
endorsed  by  the  county,  State,  or  national  medical  so- 
cieties for  New  York  State  physicians,  urging  favorable 
legislative  action  on  efforts  to  “decriminalize”  alcohol- 
ism (by  enactment  of  the  Giuffreda-Wertz  Bill),  and 
amendment  of  the  education  law  such  as  to  require  in- 
clusion of  alcoholism  in  professional  school  curricula, 
and  the  formulation  of  a system  whereby  earlier  and  su- 
perior medical  care  for  the  mentally  ill,  narcotic  addict- 
ed, or  alcoholic  physician  might  be  achieved  in  conjunc- 
tion with  improved  protection  of  those  patients  under 
the  care  of  such  “sick  physicians.” 

Efforts  in  regard  to  the  problems  of  the  “sick  physi- 
cian” were  conducted  in  cooperation  with  the  Com- 
mittees on  Mental  Health  (Allison  B.  Landolt,  M.D., 
chairman)  and  Drug  Abuse  (Leonard  L.  Heimoff,  M.D., 
chairman).  A subcommittee,  consisting  of  LeClair  Bis- 
sell, M.D.;  Stanley  E.  Gitlow,  M.D.;  Leonard  L.  Heimoff, 
M.D.;  Stephen  Nordlicht,  M.D.;  Allison  B.  Landolt, 
M.D.;  and  Abraham  Halpern,  M.D.;  formulated  detailed 
methodology  for  combatting  such  problems.  The  Coun- 
cil and  representatives  from  the  New  York  State  De- 
partment of  Education,  Division  of  Professional  Con- 
duct approved  the  plan  as  presented.  Council-ap- 
proved resolutions  during  the  past  year  include  the  fol- 
lowing: 

1.)  WHEREAS,  Alcoholism  represents  one  of  the 
major  public  health  problems  in  the  State  of  New 
York;  and 

WHEREAS,  The  therapeutic  efficacy  of  broad 
multidisciplinary  medical  treatment  programs  has 
been  widely  accepted  by  physicians  expert  in  the  care 
of  the  alcoholic;  and 
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WHEREAS,  There  is  currently  inadequate  insur- 
ance coverage  for  the  care  of  alcoholism;  and 

WHEREAS,  New  York  State  in  its  Mental  Hygiene 
Law  of  1973  has  provided  for  licensure  of  alcoholism 
treatment  facilities,  thereby  accepting,  in  principle, 
the  wisdom  of  such  treatment  programs  for  the  care  of 
those  afflicted  with  alcoholism;  and 

WHEREAS,  The  absence  of  adequate  health  insur- 
ance for  the  care  of  the  alcoholic  subject  represents  a 
major  impediment  to  the  achievement  of  the  aims  of 
both  the  State  and  the  private  physician;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  encourage  early  passage  of  legisla- 
tion whereby  no  group  policy  or  group  plan  of  health, 
medical,  hospitalization,  or  accident  and  sickness  in- 
surance shall  be  delivered,  issued,  executed,  or  re- 
newed in  this  State,  or  approved  for  insurance  or  re- 
newal in  this  State  unless  such  group  policy  or  plan 
specifically  includes  and  provides  health  service  bene- 
fits to  any  subscriber  or  other  person  covered 
thereunder  for  the  treatment  of  alcoholism  in  an  alco- 
holism treatment  facility  as  defined  in  the  Mental 
Hygiene  Law  and  implemented  in  the  Codes,  Rules, 
and  Regulations,  Part  84  and  86  of  the  Department  of 
Mental  Hygiene,  for  at  least  20  per  cent  of  the  total 
patient  days  allowed  by  the  policy  with  a minimum  of 
no  less  than  thirty  days  in  any  calendar  year. 

2.)  WHEREAS,  In  the  International  Classification 
of  Diseases  (Eighth  Revision),  alcoholism  is  designat- 
ed as  a mental  disorder  under  the  general  numerical 
code  303;  and 

WHEREAS,  This  places  alcoholism  into  a general 
classification,  numbers  300  to  309,  which  constitutes  a 
section  described  as — neurosis,  personality  disorders, 
and  other  non-psychotic  mental  disorders;  and 

WHEREAS,  This  permits  only  a psychiatric  rather 
than  a medical  classification  of  this  disease;  and 

WHEREAS,  Clinical  and  investigative  work  of  the 
past  three  decades  has  led  many  workers  in  this  field 
to  the  conclusion  that  alcoholism  may  well  be  a medi- 
cal condition  with  concomitant  emotional  and  psychi- 
atric components,  and 

WHEREAS,  The  inclusion  of  alcoholism  under  a 
psychiatric  nomenclature  appears  to  add  an  unneces- 
sary and  undesired  stigma  to  this  already  overly  stig- 
matized illness;  and 

WHEREAS,  As  long  as  alcoholism  remains  classi- 
fied as  a psychiatric  disease,  third  party  payments  by 
insurance  carriers  for  health  care  will  be  limited  to 
that  ordinarily  offered  for  psychiatric  conditions,  in 
amounts  often  less  adequate  than  those  for  medical 
diseases;  and 

WHEREAS,  It  is  the  considered  opinion  of  many 
authorities  in  the  field  of  alcoholism,  including  the 
members  of  the  Committee  on  Alcoholism  of  the 
Medical  Society  of  the  State  of  New  York,  that  expert 


treatment  of  the  patient  with  alcoholism  is  in  no  way 
limited  to  the  physician  whose  specialty  discipline  is 
that  of  psychiatry;  and 

WHEREAS,  The  present  classification  of  alcohol- 
ism as  a psychiatric  illness  represents  a major  impasse 
to  the  assumption  of  responsibility  by  third  party 
contractors  for  payments  for  health  care  of  these  pa- 
tients to  other  than  psychiatrists;  and 

WHEREAS,  Adequate  medical  education  as  well  as 
research  concerning  alcoholism  might  be  significantly 
broadened  and  advanced  by  its  inclusion  within  a 
“medical”  classification  of  illness;  and 

WHEREAS,  Such  reclassification  might  also  result 
in  significant  improvement  in  the  accuracy  with 
which  alcoholism  is  reported  in  documents  dealing 
with  public  health;  and 

WHEREAS,  A precedent  currently  exists  for  a dual 
classification  of  certain  illnesses  (peptic  ulcer,  asth- 
ma, ulcerative  colitis,  etc.),  such  that  they  appear 
under  both  psychiatric  and  medical  codes,  therefore 
be  it 

Resolved,  That  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  endorse  the  dual  classifica- 
tion of  alcoholism  under  both  psychiatric  and  medical 
sections  of  the  International  Classification  of  Diseas- 
es. 

3.)  WHEREAS,  Alcoholism  represents  a major 
public  health  problem  in  New  York  State;  and 

WHEREAS,  Instruction  in  alcoholism  and  its 
treatment  has  been  recommended  by  county,  state 
and  national  medical  organizations  for  inclusion  in 
medical  school  curricula  for  many  years;  and 

WHEREAS,  These  curricula  have  yet  to  include  in- 
struction adequate  to  enable  physicians  to  manage 
problems  presented  by  patients  suffering  with  this 
disease;  and 

WHEREAS,  Legislation  (S.10231-A11978)  has 
been  introduced  in  the  New  York  State  Legislature  to 
correct  this  deficiency  in  medical  school  education; 
therefore  be  it 

Resolved,  That  the  Committee  on  Alcoholism  of 
the  Medical  Society  of  the  State  of  New  York  unani- 
mously endorse  the  passage  of  this  legislation. 

The  Council  approved  the  following  proposed 
MSSNY  plan  for  the  alcoholic,  drug  addicted,  or  men- 
tally ill  physician. 

A.  Noncoercive  Approach.  A MSSNY  committee 
is  to  be  formed  known  as  the  Physicians  Committee.  It 
will  have  three  subcommittees,  each  composed  initially 
of  approximately  a dozen  physicians.  These  three  will 
be  the  Alcoholism,  Drug  Abuse,  and  Mental  Health  sub- 
committees. Appointments  to  these  committees  will  be 
recommended  by  the  existing  Alcoholism,  Drug  Abuse, 
and  Mental  Health  committees.  Insofar  as  possible, 
names  of  members  of  these  subcommittees  will  be  un- 
publicized. 
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Subcommittees  will  function  as  follows: 

1.  A special  telephone  extension  will  be  set  up  at 
MSSNY  Headquarters  and  manned  by  a secretary 
fully  conversant  with  the  purposes  and  functions  of 
the  committee.  Each  subcommittee  will  give  a list  of 
names,  addresses,  and  phone  numbers  to  this  secre- 
tary. When  a call  is  received,  asking  that  someone 
aid  a sick  physician,  the  caller  (complainant)  will  he 
provided  with  two  names  and  asked  to  call  one  of 
them  directly.  There  is  no  restriction  as  to  the  quali- 
fications of  the  complainant.  He  will  not  be  required 
to  name  the  sick  physician  to  the  secretary.  The  sec- 
retary will  take  into  consideration  geographical  loca- 
tion but  will  otherwise  give  names  in  turn.  She  will 
notify  the  committee  members  chosen  to  expect  a call 
and  will  instruct  the  caller  to  state  his  business  in  a 
Physicians  Committee  matter.  If  desired,  the  secre- 
tary will  forward  to  the  complainant  a written  de- 
scription of  the  manner  in  which  the  Physicians  Com- 
mittee operates. 

2.  If  the  caller  is  willing  to  be  identified  by  name 
to  the  sick  physician,  one  caller  is  enough  to  activate 
the  subcommittee.  If  the  caller  prefers  that  his  name 
be  kept  confidential,  he  will  be  asked  to  get  a second 
person  to  call  so  as  to  minimize  any  risk  of  harass- 
ment. 

3.  The  committee  member  receiving  the  call  will 
explain  the  modus  operandi,  i.e.,  that  no  report  can  be 
given  nor  will  any  disciplinary  action  be  taken.  He 
will  invite  the  caller  to  contact  him  again  in  six  to 
eight  weeks  time  to  report  on  any  observed  changes  in 
the  sick  physician’s  behavior.  The  complainant  will 
be  informed  that  the  physician  to  whom  he  has  spo- 
ken will  not  himself  contact  the  sick  physician,  there- 
by minimizing  the  risk  of  leaking  privileged  informa- 
tion. 

4.  Two  subcommittee  members  will  then  approach 
the  sick  physician,  inform  him  that  someone  ex- 
pressed concern  and  offer  him  assistance  in  dealing 
with  his  problem.  If  help  is  accepted,  referral  to  an 
appropriate  treatment  resource  will  be  made.  If  it  is 
refused,  there  will  be  no  coercion.  Subcommittee 
members  making  the  call  will  not  attempt  to  do  treat- 
ment themselves.  How  often  and  by  what  techniques 
the  sick  physician  will  be  approached  will  depend  on 
the  judgment  of  the  subcommittee  members. 

5.  Each  subcommittee  will  meet  together  on  a pe- 
riodic basis  to  share  experience  and  to  improve  their 
techniques.  No  individual  case  will  be  discussed  out- 


*  Monitored  treatment:  The  committee  agreed  that  an  obvious 
problem  in  previous  approaches  to  the  physician  coerced  into 
treatment  has  been  that  of  combining  a treatment  and  monitoring 
role  in  the  same  person.  Clearly  a sick  physician  who  continues 
to  act  out  with  drugs  or  alcohol  or  In  other  ways  will  not  feel  free 
to  admit  these  behaviors  to  the  same  person  who  may  have  to 
report  him.  Also,  It  is  difficult  to  trust  a therapist  to  whom  one 
has  been  assigned,  yet  free  choice  of  a reporting  physician  may 
well  lead  the  sick  physician  to  choose  a friend  whom  he  knows 
will  be  lenient.  A solution  to  this  problem  would  be  to  assign  the 
job  of  monitor  to  a physician  who  would  agree  to  fill  this  role  but 
who  would  not  attempt  to  do  treatment.  (The  monitor  should  be 
as  competent  as  the  treater.  His  methods  should  be  his  own  but 
with  the  DPC  staff  available  to  him  *or  help  If  needed.  He  should 


side  of  the  subcommittee.  No  records  will  be  kept  ex- 
cept for  numbers,  type  of  problem,  and  result  if 
known  (unless  a hold  harmless  clause  can  be  legislat- 
ed). The  larger  Physicians  Committee  will  hold 
quarterly  meetings  of  representatives  of  the  subcom- 
mittees for  the  same  purposes. 

6.  Availability  of  this  opportunity  to  extend  help 
to  the  sick  physician  shall  be  well-publicized  so  that 
concerned  professionals  (and  others)  are  made  aware 
of  it. 

7.  It  is  hoped  that  concerned  colleagues  will  utilize 
this  approach  prior  to  resorting  to  the  coercive  meth- 
ods described  below.  Having  done  so,  if  coercion  be- 
comes necessary,  hopefully,  they  can  proceed  to  in- 
voke it  with  greater  personal  comfort,  knowing  that 
help  has  already  been  offered  and  rejected  or  that  the 
physician  was  too  ill  to  avail  himself  of  less  directive 
methods. 

If.  Coercive  Approach.  This  will  he  ns  follows: 

1.  The  coercive  approach  will  utilize  no  more  than 
modifications  of  the  existing  structure  by  which  the 
Division  of  Professional  Conduct  of  the  New  York 
State  Department  of  Education  presently  operates. 
The  major  changes  will  affect  the  speed  and  efficiency 
with  which  charges  may  be  acted  upon.  Moreover, 
the  sick  physician  is  to  be  given  the  opportunity  to 
enter  “monitored  treatment”  (see  note  below)  at  each 
and  every  step  in  his  licensure  difficulties.  Entrance 
into  such  therapy  would  stop  the  progress  of  his  legal 
problems  at  the  level  then  attained.  A complainant 
both  calls  and  writes  (for  documentation)  directly  to 
the  Division  of  Professional  Conduct  of  the  New  York 
State  Department  of  Education. 

2.  Within  thirty  days,  DPC  investigates.  If  com- 
plaint appears  valid,  charges  are  filed  through  the  at- 
torney general  with  the  sick  physician  himself. 

3.  The  sick  physician  has  twenty  days  in  which  to 
reply.  He  has  two  options:  (a)  he  can  elect  to  go  into 
monitored  treatment*  without  this  constituting  an 
admission  of  guilt  or  acceptance  of  a diagnosis,  in 
which  case  the  M.D.  monitor  assumes  responsibility 
for  notifying  DPC  if  their  help  is  needed  beyond  this 
stage,  or:  (b)  he  can  fail  to  reply  or  deny  charges,  in 
which  case  DPC  investigates  again  w'ithin  thirty  days. 

4.  If  on  second  investigation  the  physician  is  still 
in  trouble  and  appears  imminently  dangerous,  the  at- 
torney general  (DPC)  seeks  a restraining  order  within 
ten  days.  If  at  this  point  the  sick  physician  accepts 
monitored  treatment,  charges  again  can  be  dropped. 


not  be  able  to  demand  that  the  treating  M.D.  breach  the  confi- 
dence of  his  physician  patient.  His  responsibility  is  simply  to  de- 
termine whether  or  not  the  sick  physician's  behavior  permits  his 
continuing  in  the  practice  of  medicine  without  endangering  the 
welfare  of  his  patients  and  his  reports  should  be  to  DPC  on  at 
least  a quarterly  basis.)  While  the  monitor  would  be  assigned, 
the  sick  physician  would  have  free  choice  of  the  person  to  whom 
he  entrusted  himself  for  treatment.  While  both  treating  and  re- 
porting physicians  might  be  psychiatrists,  in  the  case  of  alcohol- 
ism and  drug  addiction  problems  they  might  be  of  other  medical 
disciplines.  The  duration  of  monitored  treatment  would  remain 
at  the  discretion  of  the  Board  for  Medicine  (or  the  Court,  In  the 
case  of  a restraining  order). 
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At  all  times  the  physician  is  fully  protected  by  the 
right  of  due  process,  including  the  right  of  appeal. 
On  the  other  hand,  a restraining  order  can  be  sought 
whenever  circumstances  appear  to  warrant. 

5.  If  no  urgency  exists  for  interrupting  the  physi- 
cian’s professional  activities,  charges  are  presented 
before  a hearing  panel  consisting  at  the  present  time 
of  five  or  more  members  of  the  Committee  on  Profes- 
sional Conduct  of  the  New  York  State  Board  for  Med- 
icine. The  present  sequence  of  appearance  before  the 
Committee  on  Discipline  of  the  Board  of  Regents,  re- 
view by  the  full  Board  of  Regents,  and,  if  desired,  by 
the  Appellate  Division  of  the  Court  may  still  be  fol- 
lowed in  such  a circumstance.  Following  such  a pro- 
cedure, a punitive  verdict  entailing  curtailment  of  li- 
censure privileges  may  be  arrived  at  and  monitored 
treatment  would  then  achieve  the  official  status  of 
probation  (finite  period). 

Problems: 

1.  Increased  budget  and  staff  are  needed  by  the 
Divison  of  Professional  Conduct  if  it  is  to  be  able  to 
function  efficiently. 

2.  Monies  will  have  to  be  found  to  pay  for  the 
treatment  needs  of  the  sick  physician.  While  we  have 
given  some  attention  to  insurance  coverage  for  alco- 
holism, this  requires  follow-up  and  similar  action  for 
the  drug  addict  and  the  mentally  ill.  Insurance  alone 
will  still  leave  the  problem  of  the  physician  who  is  not 
insured  and  who  will  in  some  cases  be  destitute. 

3.  Consideration  must  be  given  to  the  compensa- 
tion for  travel  expenses  of  Physicians  Committee 
members  and  services  of  physician  monitors. 

Respectfully  submitted 
Stanley  E.  Gitlow,  M.D.,  Chairman 

CARDIOVASCULAR  DISEASE 

To  the  House  of  Delegates,  Ladies  and  Gentlmen: 

The  members  of  the  Committee  on  Cardiovascular 
Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  . . . Westchester 

Norman  S.  Amer,  M.D Nassau 

Charles  P.  Bailey,  M.D Bronx 

Joseph  T.  Doyle,  M.D Albany 

Franz  L.  Ebstein,  M.D Queens 

Abraham  Jezer,  M.D Bronx 

Jerome  A.  Schack,  M.D.  New  York 

Morris  A.  Shapiro,  M.D Schenectady 

The  committee  endorsed  the  hypertension  screening 
programs,  as  supported  by  the  New  York  Heart  Associa- 
tion, the  New  York  Heart  Assembly,  and  James  J.  Quin- 
livan,  M.D.,  Director  of  The  Hypertension  Program  of 
the  Health  Department  of  New  York  State.  The  state- 
ment made  by  Harry  S.  Liehtman,  M.D.,  chairman  of 
the  Preventive  Medicine  Committee  is  an  excellent  one 
— “the  committee  would  endorse  any  medically  con- 
trolled program  for  hypertension  that  would  not  exploit 
the  patient  .”  Doctors  in  their  own  offices  can  be  of  great 
value.  Many  doctors  do  not  routinely  measure  blood 
pressure,  particularly  the  specialty  and  subspecialty 
groups,  ophthalmology,  PINT,  etc.  Imagine  the  yield  if 
such  groups  of  physicians  or  their  nurses  routinely  mea- 


sure blood  pressure.  This  should  be  done  on  a continu- 
ing basis.  Sometimes  hypertension  may  develop  sud- 
denly or  abruptly,  and  therefore  BP  screening  should  be 
done  on  a routine  basis,  year  after  year  after  year. 

Again,  this  year,  we  approved  the  leadership  course  in 
prevention  of  heart  disease,  given  by  N.  Alexiou,  M.D. 
Dr.  Alexiou  is  to  be  commended  for  his  fine  work. 

And  lastly,  cardiovascular  diseases  represent  the  larg- 
est segment  of  Internal  Medicine  and  as  yet,  there  is  no 
cardiovascular  section  in  the  Medical  Society  of  the 
State  of  New  York.  The  formation  of  such  a section 
was  discussed  at  our  last  Cardiovascular  Committee 
meeting  and  approved  unanimously.  Therefore,  appli- 
cation has  been  made  in  the  appropriate  manner 
and  referred  to  the  Council.  Accordingly  there  will 
be  a scientific  Session  on  Cardiovascular  Disorders  at 
the  next  meeting  in  March  1975.  According  to  the  By- 
laws, two  such  scientific  sessions  must  be  held  before  a 
section  may  be  established,  and  we  expect  that  the  sec- 
tion will  be  formally  established  in  1976. 

The  following  is  a report  presented  at  the  meeting  of 
the  Commission  in  July  by  Donald  D.  Dickson,  M.D., 
giving  highlights  of  a meeting  of  the  New  York  State 
Department  of  Health  Cardiac  Advisory  Committee 
held  on  May  17,  1974. 

1.  The  new  expanded  role  of  the  advisory  committee 
was  reviewed.  The  full  range  of  cardiac  diagnosis  and 
surgery  (adults  and  children),  including  coronary  ar- 
tery disease,  all  of  which  are  subject  to  approval  under 
Article  28,  are  now  to  be  within  the  purview  of  the 
Cardiac  Advisory  Committee.  This  will  include  both 
Upstate  and  New  York  City  facilities.  The  committee 
agreed  to  provide  input  on  all  new  applications  and 
on-recertification  of  existing  centers  in  the  following 
manner: 

a.  Review  reporting  data. 

b.  Perform  on-site  visits. 

c.  Review  and  recommend  standards/guidelines. 

It  was  agreed  that  the  New  York  City  committee 
would  continue  to  function  in  an  advisory  role  relative 
to  New  York  City  Centers.  Members  of  the  New 
York  City  committee  will  continue  with  site  visits  in 
their  area  and  report  their  findings  and  recommenda- 
tions to  the  State  advisory  committee. 

2.  As  noted  above,  Article  28  of  the  New  York 
State  Public  Health  Law  has  statewide  application  to 
all  institutions  providing  cardiac  diagnostic  and  surgi- 
cal services  to  both  adults  and  children.  The  new 
Hospital  Code  item  relating  to  Cardiac  Diagnostic 
Centers  and  Cardiac  Surgical  Centers,  adopted  by  the 
State  Hospital  Review  and  Planning  Council  in  De- 
cember, 1973,  received  the  endorsement  of  the  adviso- 
ry committee.  There  was  general  consensus  that  the 
new  Code  item  allows  for  flexibility  and  the  exercise 
of  professional  judgment  in  assessing  quality  of  care 
of  the  services  rendered  in  the  Centers.  It  was  agreed 
that  the  optimum  number  of  procedures  (diagnostic 
and  surgical)  as  recommended  by  the  Inter-Society 
Commission  on  Heart  Disease  Resources,  should  not 
appear  in  the  Code,  but  can  be  used  as  guidelines  in 
the  review  and  assessment  of  facilities  by  the  Com- 
mittee team  members. 

3.  An  ad  hoc  committee  is  to  be  appointed  to  re- 
view and  revise,  as  indicated,  both  a diagnostic  and 
surgical  reporting  form  to  collect  pertinent  data  from 
approved  Centers  on  a uniform  basis  throughout  the 
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State.  The  existing  forms  currently  in  use  to  collect 
data  from  the  New  York  City  facilities  will  also  be  re- 
viewed. It  was  agreed  by  all  that  the  diagnostic  and 
surgical  reporting  forms  should  be  uniform  through- 
out the  State.  It  was  also  agreed  that  the  report  peri- 
od should  be  changed  to  a calendar  year  basis.  Thus, 
the  1974  reporting  period  will  include  an  18  month 
period. 

Upon  receipt  of  the  reports  from  the  approved  fa- 
cilities, the  advisory  committee  will  assess  the  data  to 
determine,  insofar  as  possible,  quality  of  care  ren- 
dered. The  committee  will  perform  site  visits  if  nec- 
essary and  advise  the  commissioner  on  the  recertifica- 
tion of  the  existing  centers. 

4.  It  was  agreed  that  the  State  Health  Department 
will  ascertain  an  accurate  inventory  of  facilities  cur- 
rently providing  coronary  angiography. 

There  was  general  agreement  that  prior  to  the  site 
visit  by  a selected  team  of  the  Cardiac  Advisory  Com- 
mittee, the  Department  will  write  the  hospital  outlin- 
ing the  objectives,  request  pertinent  records,  and  in 
general  setup  the  survey  program  ahead  of  the  site 
visit.  The  survey  team  will  submit  a report  of  their 
findings  and  recommendations  to  the  Department. 

Respectfully  submitted 

Charles  A.  Bertrand.  M.D.,  Chairman 

CHRONIC  PULMONARY  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on 


Chronic  Pulmonary  Diseases: 

Frank  Clay  Maxon,  Jr.,  M.D.,  Chairman Albany 

Henry  J.  Brock,  M.D Erie 

William  C.  Clyne,  M.D Bronx 

Joseph  J.  Fusco,  M.D Columbia 

Marshall  Henry  Williams,  Jr.,  M.D Bronx 


Cromolyn  Sodium  for  the  Treatment  of  Asthma. 

During  the  past  year  the  Federal  Drug  Administration 
has  approved  Cromolyn  Sodium  for  use  in  the  treatment 
of  asthma.  This  drug  had  been  used  for  a number  of 
years  in  Europe  with  rather  promising  results.  Its  ac- 
tion in  the  control  of  asthma  consists  in  its  ability  to  in- 
hibit the  degranulation  of  Mast  cells  which  have  been 
sensitized  to  specific  antigens  to  which  the  individual  is 
allergic.  It  inhibits  the  release  of  histamine  and  SRS-A 
(slow  reacting  substance  of  anaphylaxis).  It  should  be 
pointed  out  that  this  is  not  a panacea  for  the  control  of 
asthma.  It  would  appear  that  its  use  is  appropriate  in 
those  asthmatics  wrho  require  frequent  or  continued 
treatment  with  corticosteroids  to  control  symptoms. 
The  severity  and  duration  of  bronchospasm  in  such 
cases  may  be  favorably  influenced  by  the  inhalation  of 
cromolyn  sodium,  which  is  dispersed  in  powder  form  by 
those  pharmaceutical  companies  providing  the  drug. 
Another  promising  area  in  asthma  control  would  appear 
to  be  in  those  asthmatics  who  develop  severe  broncho- 
spasm on  excess  exercise.  The  prophylactic  inhalation 
of  20  mg.  cromolyn  sodium  may  be  effective  in  prevent- 
ing episodes  of  bronchospasm . 

The  Fiberoptic  Bronchoscope.  During  the  past 
few  years  the  popularity  of  the  fiberoptic  bronchoscope 


has  increased.  Reports  concerning  the  effectiveness  of 
this  particular  instrument  with  its  appropriate  applica- 
tion are  appearing  with  increasing  frequency  in  the  liter- 
ature. Its  proper  use  enables  the  operator  to  visualize 
the  smaller  ramifications  of  the  bronchial  tree  more  ef- 
fectively than  with  the  conventional  bronchoscope.  It  is 
also  possible  to  obtain  brush  biopsy  specimens  in  more 
peripheral  areas.  It  is  not  necessarily  a simpler  proce- 
dure for  the  patient.  It  should  be  done  in  an  area  where 
there  are  available  all  facilities  for  respiratory  support. 
The  procedure  is  particularly  useful  in  the  evaluation  of 
patients  with  unexplained  hemoptysis  and  with  very 
small  peripheral  lesions.  It  would  seem  that  any  hospi- 
tal or  medical  center  with  a large  population  of  pulmo- 
nary disease  patients  should  have  or  should  develop  the 
capabilities  of  performing  fiberoptic  bronchoscopy. 

Alpha-1  Antitrypsin  Deficiency.  It  has  been  gen- 
erally appreciated  for  years  that  both  asthma  and  cystic 
fibrosis  are  pulmonary  diseases  which  have  some  degree 
of  congenital  background.  A genetic  abnormality  which 
may  be  present  in  individuals  who  develop  evidence  of 
severe  pulmonary  emphysema  in  young  adult  life  is 
Alpha- 1 antitrypsin  deficiency  the  serum  trypsin  inhibi- 
tory capacity  is  markedly  impaired.  An  association  be- 
tween a genetically  determined  deficiency  of  Alpha- 1 
antitrypsin  and  emphysema  has  been  confirmed.  Pa- 
tients with  this  deficiency  will  develop  dyspnea  in  the 
third  or  fourth  decades  and  there  are  usually  uniformal- 
ly  symmetrical  radiological  changes  of  lower  lung  in- 
volvement characteristic  of  emphysema.  It  is  appropri- 
ate to  obtain  Alpha- 1 antitrypsin  levels  on  all  young 
adults  who  have  evidence  of  pulmonary  emphysema.  If 
an  Alpha- 1 antitrypsin  deficiency  is  demonstrated  it  is 
appropriate  to  study  siblings  and  children  of  the  pa- 
tient. It  would  seem  obvious  that  all  individuals  with  a 
tendency  to  have  reduced  Alpha- 1 antitrypsin  levels 
should  be  made  aware  of  the  situation  and  advised  to 
avoid  smoking  and  other  sources  of  bronchial  irritation 
and  to  be  particularly  aware  of  symptoms  of  bronchial 
infection  and  to  seek  early  appropriate  therapy. 

Observations  Regarding  Rifampin.  Dietrich 
Reimers,  M.D.,  of  Germany,  reported  at  the  22nd  Inter- 
national Tuberculosis  Conference  in  Tokyo  that  there 
appears  to  be  a breakdown  of  estrogen  by  Rifampin. 
He  points  out  that  the  use  of  Rifampin  in  women  on  oral 
contraceptives  has  been  associated  with  five  pregnancies 
occurring  among  88  women.  Dr.  Reimers’  observations 
were  reported  in  the  February  11,  1974  issue  of  the 
Journal  of  the  American  Medical  Association,  Vol.  227, 
No.  6.  Further  observations  in  this  regard  have  not  yet 
been  forthcoming.  It  would  appear  that  clinicians 
treating  young  women  in  the  childbearing  age  with  Ri- 
fampin should  be  alert  to  this  possible  problem  and  ei- 
ther advise  an  alternative  contraceptive  method  or  try 
to  avoid  the  use  of  Rifampin. 

The  intermittent  use  of  Rifampin  has  been  reported 
to  be  associated  with  a “flu-like”  syndrome;  also,  the 
formation  of  antibodies  has  been  observed  during  inter- 
mittent regimens  to  a significantly  greater  degree  than 
when  Rifampin  is  administered  daily.  Therefore,  the 
most  desirable  program  of  therapy  is  to  prescribe  Ri- 
fampin daily  and  to  carefully  supervise  the  patient. 

Respectfully  submitted 

Frank  Clay  Maxon.  M.D.,  Chairman 
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DATA  PROCESSING  IN  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Data 


Processing  in  Medicine: 

William  A.  Bauman,  M.D.,  Chairman New  York 

William  J.  Burke,  M.D Armonk 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Buffalo 

Michael  Movnihan,  M.D Plattsburgh 

Terence  W.  Murphy,  M.D Larchmont 

Leon  Pordy,  M.D New  York 

Charles  T.  Ryder,  M.D New  York 

Edward  Vastola,  M.D Brooklyn 

Charles  Weller,  M.D Larchmont 

Sheldon  Zimberg,  M.D New  York 

Dr.  Philip  Aisen,  Advisor Bronx 

Mr.  Allan  C.  Anderson,  Advisor Rochester 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Dr.  Donald  M.  Shapiro,  Advisor New  York 

Mr.  William  J.  Mueller,  Advisor Syracuse 


During  1974  the  committee’s  activities  centered 
around  guidelines  to  safeguard  privacy  and  confidential- 
ity of  medical  information  stored  by  computer  systems. 

A task  force,  jointly  sponsored  by  the  Medical  Society 
of  the  County  of  Erie,  the  Medical  Society  of  the  State 
of  New  York,  and  several  other  State  organizations,  de- 
veloped guidelines  for  the  establishment  of  ethical  data 
centers  and  for  the  safeguarding  of  medical  information. 
Their  full  report  was  published  in  early  1974.  Subse- 
quently, resolutions  based  on  the  guidelines  were  ap- 
proved by  the  House  of  Delegates  at  its  Annual  Meeting 
in  February  1974. 

On  June  19  at  the  Sixth  Buffalo  Conference  on  Com- 
puters in  Clinical  Medicine,  the  committee  attended  the 
part  of  the  conference  that  was  devoted  to  discussion  of 
specifics  of  storage  and  retrieval  of  confidential  medical 
data. 

On  October  8,  the  committee  designated  two  of  its 
members  to  work  in  conjunction  with  Mr.  Ernest  T. 
Mattison,  Director  of  the  Division  of  Research  and 
Planning,  to  convert  guidelines  into  specific  regulations 
regarding  the  handling  of  private  and  confidential  com- 
puter-processed patient  information.  These  regulations 
when  approved  by  the  Council  of  the  State  Society  will 
be  published  in  the  appropriate  media  of  MSSNY. 

After  adoption  of  the  regulations,  it  is  planned  to  re- 
quest the  New  York  State  Department  of  Health  to  par- 
ticipate in  the  establishment  of  legislation  concerning 
computer  stored  patient  data.  The  Medical  Society  will 
also  seek  cooperation  from  the  Hospital  Association  of 
the  State  of  New  York. 

The  committee  examined  the  proposed  AMA  spon- 
sored uniform  medical  insurance  claim  forms  and  en- 
dorsed the  uniformity. 

Members  of  the  committee  planned  the  Data  Process- 
ing Section  program  for  the  1975  Annual  Convention  of 
the  Medical  Society  of  the  State  of  New  York.  Our 
members  are  studying  issues  of  education  of  the  health 
profession  regarding  computers  and  medicine. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 


DISASTER  MEDICAL  CARE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 
Care  are  as  follows: 


Irving  G.  Frohman,  M.D.,  Chairman Queens 

William  G.  Abel,  M.D Suffolk 

Russell  W.  Greenhalgh,  M.D Onondaga 

Patrick  E.  O’Hara,  M.D Broome 

Edward  D.  Sugarman,  M.D Onondaga 


Fortunately,  there  have  been  no  major  natural  disas- 
ters reported  in  the  State  of  New  York.  Indications 
have  been  noted  recently  of  flooding  in  the  Syracuse 
area  and  of  windstorm  damage.  The  recent  Port  Ches- 
ter dance  hall  conflagration  took  twenty-four  lives. 

A replay  was  narrowly  averted  this  July  of  the  disas- 
trous November  1973  strike  against  metropolitan  hospi- 
tals and  nursing  homes.  Implementation  of  hospital 
disaster  plans  was  in  process,  although  the  threatened 
strike  did  not  materialize.  It  may  be  of  interest  to  re- 
port that  on  July  1st,  District  1199  of  the  National 
Union  of  Hospitals  and  Health  Care  Employees,  num- 
bering some  35,000  nonprofessionals,  paid  $300,000  on 
its  contempt  of  court  fine.  The  balance  of  $423,500  is  to 
be  paid  in  monthly  installments  of  $100,000. 

Since  termination  of  the  Division  of  Emergency 
Health  Services  of  HEW,  there  has  been  a dearth  of  di- 
saster-related information.  The  Commission  on  Emer- 
gency Medical  Services  of  the  American  Medical  Associ- 
ation continues  to  supply  “Emergency  Medicine  To- 
day.” Each  edition  is  devoted  to  a short  exposition  on  a 
related  phase.  It  is  anticipated  that  information  on  di- 
saster medical  care  will  be  presented  on  a state  level. 

In  October,  a citywide  disaster  drill  was  held  in  Syra- 
cuse and  provided  a good  test  of  communications  and 
hospital  and  ambulance  services.  On  April  6,  a surprise 
test,  involving  administration  only,  elicited  an  excellent 
response. 

Your  chairman  was  involved  in  setting  up  and  staffing 
a certified  Emergency  Medical  Technicians  Course.  I 
have  been  informed  that  a repeat  performance  this  Fall 
will  he  requested  of  the  New  York  State  Department  of 
Health.  A new  volunteer  ambulance  service  is  in  opera- 
tion locally.  The  response  time  of  this  service  is  excel- 
lent. 

Hospital  disaster  plans  have  functioned  very  well. 
The  committee  has  discussed  plans  of  the  Health  De- 
partment to  set  up  disaster  areas  on  a district  basis 
throughout  the  State  for  the  handling  of  possible  disas- 
ters in  the  future;  plans  for  the  setting  up  of  “disaster 
hospitals”;  the  handling  of  “mass  gatherings”;  and  the 
establishment  of  a Statewide  emergency  phone  system, 
in  which  the  phone  number  518  457-2200  connects  with 
the  State  police  in  Albany,  who  then  properly  directs 
the  caller. 


Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 
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DRUG  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on 


Drug  Abuse: 

Leonard  L.  Heimoff,  M.D.,  Chairman New  York 

Douglas  Evans,  M.D Oneida 

Sidney  Greenberg,  M.D New  York 

Allison  B.  Landolt,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Arthur  G.  Baker,  M.D.,  Advisor  Albany 

Joseph  B.  Robinson,  M.D.,  Advisor  Albany 


The  Committee  on  Drug  Abuse  has  been  concerned, 
since  the  last  meeting  of  the  Commission  on  Public 
Health  and  Education,  with  the  following  matters. 

There  have  been  many  requests  from  the  State 
Health  Department  concerning  various  drugs  which  are 
to  be  added  to  Class  II  and  Class  IV  of  the  Triplicate 
Prescription  and  Controlled  Substance  Law.  Numer- 
ous requests  were  answered,  some  of  the  more  common 
drugs  added  were  Valium  and  Librium. 

There  has  been  continuing  dialogue  and  communica- 
tion between  the  State  Health  Department  and  the 
Medical  Society  of  the  State  of  New  York  concerning 
the  addition  or  deletion  of  various  drugs,  and  we  sin- 
cerely hope  that  this  will  continue. 

A position  paper  on  Methadone  Maintenance  was  ap- 
proved by  the  Council  and  is  now  the  official  position  of 
the  Medical  Society  of  the  State  of  New  York.  In  addi- 
tion, a report  on  Methadone  maintenance  clinics  was 
also  approved  by  the  Council.  This  paper  concerned 
the  need  of  more  specialized  Methadone  maintenance 
units  for  the  treatment  of  the  severely  disturbed  pa- 
tients. 

There  have  been  several  meetings  with  the  Com- 
mittees on  Alcoholism  and  Mental  Health  concerning 
the  setting  up  of  a policy  and  procedure  for  helping  and 
evaluating  physicians  who  have  a problem  with  drug 
and  alcohol  abuse.  At  its  last  meeting  a position  paper 
was  authorized.  The  committee  met  on  October  9,  1973 
and  June  11,  1974. 

At  its  June  meeting  the  committee  approved  a resolu- 
tion to  have  drug  abuse  included  under  the  psychiatric 
and  medical  sections  of  the  International  Classification 
of  Diseases.  Resolutions  assigned  to  the  committee  by 
the  last  House  of  Delegates  were  also  acted  upon  and 
the  results  of  this  are  included  in  the  minutes. 

The  Committee  on  Drug  Abuse  is  continuing  to  coop- 
erate and  work  with  the  Committees  on  Alcoholism  and 
Mental  Health  concerning  the  sick  physician. 

The  committee  is  continuing  to  observe,  evaluate,  and 
report  on  all  therapeutic  modalities  concerned  with  the 
treatment  of  drug  abuse  in  the  State  of  New  York. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 

ENVIRONMENTAL  QUALITY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  En- 


vironmental Quality: 

Stanley  I.  Fishman,  M.D.,  Chairman Kings 

William  E.  Mosher,  M.D Erie 

Dwight  F.  Metzler,  M.D Albany 


During  the  past  year,  the  Committee  on  Environmen- 
tal Quality  established  liaison  with  representatives  of 
most  of  the  component  county  societies,  including  a 
method  of  two-way  contact  with  regard  to  matters  of  en- 
vironmental importance. 

The  committee  was  most  concerned  with  the  “energy 
crisis,”  and  decided  that  “clean”  energy  sources,  such  as 
harnessing  solar  or  geothermal  energy,  should  be  en- 
couraged and  be  considered  as  long  term  solutions.  Nu- 
clear power  plants  are  currently  thought  to  represent 
the  best  available  solution,  provided  the  necessary  safe- 
guards against  local  damage  are  instituted.  The  possi- 
bility of  major  accidents  due  to  unforeseen  catastrophe 
remains  a big  problem.  The  committee  should  give  con- 
sideration to  the  possibility  of  making  a recommenda- 
tion against  nuclear  plants  until  a reasonable  solution  is 
found. 

The  committee  recognized  the  “crisis  thinking”  pro- 
duced by  the  oil  shortage,  questioned  the  validity  of  the 
"shortage,”  and  recommended  against  a panic  abandon- 
ment of  advances  already  achieved  in  the  fight  against 
pollution. 

Two  problems  concerning  energy  from  nuclear  plants 
are  (1)  a possible  major  accident,  and  (2)  theft  of  nucle- 
ar material  to  be  used  for  weapon  manufacture. 

As  scientists  used  to  dealing  with  problems  involving 
probabilities,  we  recognize  the  remoteness  of  a possible 
major  accident  to  a nuclear  power  plant.  Nevertheless, 
damage  from  such  an  accident  would  be  of  the  order  of 
earthquake  damage,  and  not  previously  equalled  by 
man-made  catastrophies  (other  than  warfare).  Deaths 
numbering  in  the  thousands,  injuries  in  the  tens  of  thou- 
sands, and  large  areas  made  uninhabitable  and  untra- 
versable  for  years  are  expected. 

The  AEC  reports  that,  to  date,  there  has  been  no  in- 
stance of  loss  or  theft  of  plutonium  from  nuclear  plants. 
Yet,  several  instances  of  loss  of  less  dangerous  I131  have 
been  reported  in  the  national  press.  It  is  acknowledged 
that  there  are  at  least  several  thousand  private  individu- 
als capable  of  manufacturing  a small  nuclear  bomb, 
given  the  plutonium  necessary. 

Both  of  these  unfortunate  possibilities,  major  acci- 
dent and  theft  of  fissionable  material,  increase  in  likeli- 
hood with  the  proliferation  of  nuclear  plants.  Because 
of  these  possible  horrendous  results,  the  continued  con- 
struction of  nuclear  power  plants  cannot  be  endorsed, 
and  an  accelerated  program  for  the  development  of 
other  energy  sources  is  recommended. 

Respectfully  submitted, 

Stanley  I.  Fishman,  M.D.,  Chairman 


FAMILY  PHYSICIANS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Family  Physicians 


are  as  follows: 

Herbert  A.  Laughlin,  M.D.,  Chairman  . . Chautauqua 

Max  Cheplove,  M.D Erie 

G.  Alex  Galvin,  M.D Tompkins 

Donald  M.  Gelb,  M.D Queens 

George  G.  Hart,  M.D Essex 

William  L.  Ladue,  M.D  Clinton 

Joseph  F.  Palmieri.  M.D Suffolk 
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The  committee  is  pleased  to  report  the  signing  of 
Governor  Malcolm  Wilson’s  Omnibus  Bill  for  higher  ed- 
ucation (S10844  A12484).  This  law  will  supply  two  mil- 
lion dollars  to  the  New  York  State  Department  of 
Health  to  provide  State  funding  to  continue  and  expand 
Family  Practice  residency  programs  in  New  York  State 
Hospitals  approved  by  the  Commissioner  of  Health. 
Funds  allocated  under  this  program  should  not  exceed 
ten  thousand  dollars  per  resident,  provided,  however, 
that  each  resident  for  whom  payment  is  made  shall 
agree  to  practice  in  the  State  of  New  York  for  at  least 
two  years  following  completion  of  his  residency.  The 
New  York  State  Academy  of  Family  Physicians  is  ex- 
tremely pleased  with  the  help  and  cooperation  we  have 
received  from  Commissioner  Hollis  S.  Ingraham,  M.D., 
and  his  Health  Department  toward  implementing  this 
law  which  became  effective  June  13,  1974.  Of  course, 
the  New  York  State  Academy  of  Family  Physicians  is 
grateful  to  the  Medical  Society  of  the  State  of  New  York 
for  its  support  of  the  Academy’s  legislation  program. 

The  foregoing  law  will  provide  the  necessary  financial 
help  to  the  twelve  residencies  in  family  medicine  in  New 
York  State.  We  foresee  the  further  development  of 
needed  residency  programs  to  about  16-20  residencies 
by  mid  1975.  Under  the  current  programs  the  number 
of  residents  in  training  will  be:  190  for  1974-75,  232  for 
1975-76,  and  278  for  1976-77. 

During  the  year  the  New  York  State  Academy  of 
Family  Physicians  conducted  a Teaching  Workshop  for 
Office  Preceptors.  This  program  provided  background 
education  for  physicians  in  pedagogy. 

The  Academy’s  Legislative  Seminar  which  provided 
an  opportunity  to  exchange  views  with  the  Legislators 
was  a resounding  success,  so  much  so  that  another  pro- 
gram has  been  scheduled  for  September  13-15,  1974,  for 
all  physicians. 

The  Advisory  Committee  on  the  Medical  Fee  Sched- 
ule and  Allied  Problems  of  the  Workmen’s  Compensa- 
tion Board  decided  that  it  would  recommend  to  the 
chairman  that  an  FP  Classification  be  established.  A 
commensurate  fee  schedule  will  be  worked  out.  We 
again  thank  the  Medical  Society  of  the  State  of  New 
York  for  its  continuing  help  in  this  area  and  rely  on  it 
for  further  cooperation  in  future  negotiations. 

As  a committee  of  the  Medical  Society  of  the  State  of 
New  York,  we  are  grateful  to  its  officers,  Council,  dele- 
gates, and  staff,  as  well  as  the  Commission  on  Public 
Health  and  Education  and  its  Chairman,  Keith  O. 
Guthrie,  Jr.,  M.D.,  and  to  the  Director  of  Scientific  Ac- 
tivities George  J.  Lawrence,  Jr.,  M.D.,  for  their  continu- 
ous support  and  untiring  efforts  in  behalf  of  Family 
Physicians. 

Respectfully  submitted, 

Herbert  A.  Laughlin,  M.D.,  Chairman 

MEDICAL  ASPECTS  OF  SPORTS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects 


of  Sports  are  as  follows: 

Ralph  S.  P7merson,  M.D.,  Chairman Nassau 

Albert  B.  Accettola,  M.D Richmond 

Joseph  T.  Findaro,  M.D Queens 

Frederick  H.  Grabo,  M.D Oneida 

Donald  T.  Kasprzak,  M.D Clinton 

John  L.  Marshall,  M.D New  York 


A report  on  the  Medical  Aspects  of  Sports  1974  Sym- 
posium was  submitted  at  the  February  meeting  of  the 
House  of  Delegates,  since  the  symposium  was  held  in 
January  1974. 

This  was  a joint  session  with  the  annual  meeting  of 
the  Health,  Physical  Education,  and  Recreation,  New 
York  State  Public  High  School  Athletic  Association, 
New  York  State  Coaches  Association,  Association  of 
Women  in  Physical  Education  in  New  York  State,  and 
the  Eastern  Athletic  Trainers  Association.  By  bringing 
in  these  organizations  the  attendance  was  increased 
from  800  to  3,500  and  the  expenditures  of  the  Medical 
Society  reduced  from  $8500  to  $5000. 

We  have  been  invited  to  participate  in  the  same  annu- 
al convention  at  the  Concord  Hotel  in  January  1975. 
The  Council  has  approved  this,  and  we  are  planning  a 
day  and  a half  sports  program.  The  1974  theme  “Clas- 
sification for  Participation  in  Sports,”  will  be  continued 
with  workshops  pertaining  to  sports  for  boys  and  girls. 
The  tentative  program  will  emphasize  what  sports  medi- 
cine is  all  about  or  workshops  on  modified  athletics, 
classification  of  boys  and  girls  for  participation  in  ath- 
letics, qualities  of  an  athlete,  the  handicapped  child  in 
athletic  competition,  the  legal  aspects  of  athletics  at  the 
high  school  level,  and  trainers  workshops. 

Our  committee  wishes  to  thank  the  staff  of  the  State 
Medical  Society,  especially  Norman  S.  Moore,  M.D., 
presently  Consultant  to  the  Division  of  Scientific  Activi- 
ties, George  J.  Lawrence,  Jr.,  M.D.,  Director,  Division  of 
Scientific  Activities,  and  Dorothy  M.  Smith  for  their  in- 
valuable assistance  during  the  past  year. 

Respectfully  submitted 

Ralph  S.  Emerson,  M.D.,  Chairman 


MENTAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health 


are  as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  ....  Westchester 

Gurston  D.  Goldin,  M.D New  York 

Abraham  L.  Halpern,  M.D Westchester 

Edith  M.  Jurka,  M.D New  York 

John  P.  Lambert,  M.D Westchester 

Carole  Barry,  M.D Monroe 

Laurence  Loeb,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 


Your  committee  has  continued  to  maintain  close  rela- 
tionships with  other  mental  health  organizations. 

This  past  year  has  been  most  productive.  The  Men- 
tal Health  Committee  has  met  in  joint  session  with  the 
Alcoholism  and  Drug  Abuse  Committees  to  develop  a 
program  to  deal  with  the  problem  of  the  “sick  physi- 
cian.” The  final  plan  was  first  presented  at  the  July 
1974  meeting  of  the  Commission  on  Public  Health  and 
Education  and  the  New  York  State  Health  Department 
in  Albany.  A representative  from  the  State  Education 
Department  attended  t he  conference  and  indicated  that 
members  of  his  department  were  gratified  by  our  con- 
cepts. In  September  the  Council  of  our  Society  gave  its 
approval  to  the  implementation  of  this  program.  An- 
other joint  meeting  of  our  three  committees  will  be  con- 
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vened  in  October  1974  to  organize  the  structure  of  oper- 
ations. A supplementary  report  regarding  this  meeting 
will  he  presented  to  the  reference  committee  in  1975. 

Further  meetings  of  the  Mental  Health  Committee 
will  he  called  this  Fall  to  discuss  two  important  issues. 
Firstly,  we  must  try  to  develop  a position  paper  regard- 
ing the  stand  the  American  Psychiatric  Association  has 
taken  on  homosexuality,  and  secondly,  we  are  most  anx- 
ious to  support  legislation  concerning  psychiatrist-pa- 
tient confidentiality.  A bill  is  being  sponsored  for  this 
purpose  bv  Senator  -Joseph  Pisani  of  Westchester.  Last 
year  such  legislation  died  in  committee,  but  we  hope 
this  year  to  bring  it  to  a vote. 

It  was  suggested  in  our  1973  report  to  the  House  of 
Delegates  that  the  formation  of  a new  Commission  on 
Community  Health  Services  be  considered.  Such  a 
commission  should  include  the  Mental  Health,  Alcohol- 
ism. and  Drug  Abuse  Committees  and  possibly  the 
Quackery  and  Venereal  Disease  Committees,  and  such 
other  groups  which  pertain  to  community  health  prob- 
lems. The  State  Medical  Society  should  not  only  be  re- 
sponsive to  the  community’s  health  needs  but  be  in  a 
position  to  augment  its  value  with  anticipatory  pro- 
grams. 

As  your  committee  chairman,  my  gratitude  to  my  col- 
leagues for  their  selfless  dedication  to  their  time  and 
ideas  continues  to  be  unstinting.  We  wish  to  thank 
George  J.  Lawrence,  Jr.,  M.D.,  Director  of  the  Division 
of  Scientific  Activities  for  his  invaluable  assistance.  As 
always,  we  are  deeply  grateful  to  Miss  Dorothy  Smith 
for  her  devotion  in  helping  us  function  effectively. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.  Chairman 


MATERNAL  AND  CHILD  WELFARE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Ma- 


ternal and  Child  Welfare: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Roderick  McLean.  M.D..  Cochairman  Onondaga 

Walter  L.  Freedman.  M.D., Westchester 

Robert  M.  George,  M.D.,  Oneida 

Jacqueline  A.  Mauro,  M.D., Albany 

Richard  E.  Murphy,  M.D. , Clinton 

Clyde  L.  Randall,  M.D., Erie 

Ralph  M.  Schwartz,  M.D.,  Kings 

M.  Leon  Tancer,  M.D., Kings 


As  chairman  of  the  Maternal  and  Child  Welfare  Com- 
mittee of  the  Medical  Society  of  the  State  of  New  York, 
I respectfully  submit  the  following: 

The  projects  which  have  been  completed  or  are  in 
progress  have  been  supported  by  a grant  from  the  New 
York  State  Health  Department  and  in  part  by  the  Re- 
search Foundation  of  the  State  of  New  York  and  the 
Empire  State  Medical,  Scientific  and  Educational  Foun- 
dation, Inc. 

The  following  projects  have  either  been  completed  or 
are  being  worked  upon  at  present. 

The  effect  of  contraceptives  upon  the  endometrium 
has  been  published  in  Obstetrics  and  Gynecology.  Fur- 
ther work  has  been  completed. 


Experimental  work  concerning  the  enzyme  activity  in 
normal  and  abnormal  endometrium  such  as  adenoma- 
tous hyperplasia  and  adenocarcinoma  is  being  carried 
out. 

Research  upon  the  biochemical  parameters  of  abnor- 
mal endometrium  was  presented  at  a seminar  of  the 
American  Cancer  Society  and  will  be  published  in  the 
Journal  of  Oncology. 

Perinatal  mortality  analyses  have  been  conducted  for 
several  hospitals  in  New  York  State.  A statistical  re- 
port for  the  year  1973,  generated  on  the  Potter  classifi- 
cation, appears  on  page  274. 

Preliminary  analyses  of  maternal  deaths  have  been 
completed  by  regional  consultants.  Final  review  of  the 
cases  has  been  conducted  by  the  chairman  of  the  com- 
mittee with  confirmation  of  the  clinical  review  support- 
ed by  autopsy  reports  received  in  83%  of  the  cases  re- 
ported in  1973.  A cumulative  statistical  report  for  1973, 
Appendix  II,  appears  on  page  276. 

Hospital  obstetric  charts  have  been  studied  to  identi- 
fy the  criteria  for  the  classification  of  the  “high  risk”  ob- 
stetric patient.  These  patients  are  responsible  for  the 
high  cost  of  obstetric  hospital  care  and  must  be  identi- 
fied when  hospital  regionalization  is  considered.  A 
checklist  form  has  been  developed  for  analysis  of  hospi- 
tal obstetric  records  to  identify  “high  risk”  patients,  and 
also  through  this  data  gathering  process,  to  aid  in  the  re- 
vision of  the  mortality  reporting  questionnaire.  The 
checklist  form  was  constructed  in  consultation  with  The 
American  College  of  Obstetricians  and  Gynecologists 
and  obstetric  consultants  in  New  York  State.  Incorpo- 
rated in  the  checklist  is  The  American  College  of  Obste- 
tricians and  Gynecologists’  definition  of  “high  risk”  ob- 
stetric patient  criteria.  The  checklist  is  designed  so 
that  physicians’  notes  found  on  the  hospital  chart  can  be 
identified  and  captured  for  the  analysis  process.  The 
form  has  been  field  tested  in  various  hospitals  in  the 
Central  New  York  area.  This  field  test  procedure  re- 
sulted in  three  revisions  of  the  checklist  form. 

The  committee  has  been  studying  the  problem  of  re- 
gionalization and  has  worked  with  The  American  College 
of  Obstetricians  and  Gynecologists  and  other  depart- 
ments and  organizations  interested  in  this  problem. 

The  problem  of  developing  a standardized  obstetric 
record  has  also  been  studied  in  cooperation  with  The 
American  College  of  Obstetricians  and  Gynecologists, 
the  Health  Department  of  New  York  State  and  other  or- 
ganizations. 

The  Committee  on  Maternal  and  Child  Welfare  was 
asked  by  the  Bureau  of  Maternal  and  Child  Health  of 
the  Department  of  Health  of  the  State  of  New  York  to 
render  an  opinion  on  use  of  the  delivery  room  suite  for 
clean  gynecologic  procedures.  The  majority  of  the  com- 
mittee was  not  in  favor  of  granting  the  permission. 

The  committee  has  been  promoting  the  enactment  of 
a “Motherhood  Bill”  in  the  New  York  State  legislature. 

The  Maternal  and  Child  Welfare  Committee  was  rep- 
resented at  the  “Sixth  Buffalo  Conference  on  Comput- 
ers in  Clinical  Medicine:  Computer-Based  Obstetric 

Record.” 


Respectfully  submitted. 

Edward  C.  Hughes,  M.D.,  Chairman 
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APPENDIX  I 


Perinatal  Mortality 

1974 

Stillborn  infants  736  Neonatal  Deaths  859  Total  1595 

Stillborn  Neonatal  Total 


Potter  Classification  Number 


Malformations  69 

Brain  and  spinal  cord  46 

Heart  and  blood  vessels  2 

Lungs  and  trachea 
Stomach,  intestine  including  tracheo- 
esophageal fistulas  2 

Kidneys,  bladder  and  organs  of  re- 
production 2 

Skeleton  4 


Skin  and  muscle 
Tumors 

Inborn  errors  of  metabolism 
More  than  1 potentially  lethal  mal- 


formation 12 

Other  1 

Trauma  11 

No  autopsy:  symptoms  interpreted 

as  trauma  5 

Cranial  cavity:  hemorrhage  from 

laceration  of  tentorium  cerebelli 
or  vein  of  Galen  1 

Cranial  cavity:  subdural  hematoma  1 

Cranial  cavity:  other  2 

Spinal  cord:  hemorrhage  or  lacera- 
tion — 

Adrenal:  gross  hemorrhage 
Liver:  gross  hemorrhage 

Other  2 

Anoxia  495 

Abruptio  placentae  124 

Placenta  previa  12 

Cord  prolapse  37 

Cord  knots  and  entanglement  91 

Maternal  hypotension  2 

Anesthesia  — - 

Shoulder  dystocia  2 

Delayed  delivery  of  aftercoming 

head  1 

Prolonged  labor  3 

Other  cause  107 

Unknown  cause  116 

Infection  17 

Lungs,  probably  intrauterine  2 

Lungs,  probably  extrauterine 
Intestine,  stomach  or  esophagus 
Heart  or  hlood  vessels  1 

Kidneys  or  bladder 
Brain  or  meninges 
Bone,  muscle  or  skin 

Umbilicus  1 

Generalized,  bacterial  8 

Generalized,  virial  2 

Syphilis 

Other  3 


Per  cent 

Number 

Per  cent 

Number 

Per  cent 

9.38 

132 

15.37 

201 

12.60 

6.25 

38 

4.42 

84 

5.27 

0.27 

33 

3.84 

35 

2.19 

— 

5 

0.58 

5 

0.31 

0.27 

4 

0.47 

6 

0.38 

0.27 

6 

0.70 

8 

0.50 

0.54 

5 

0.58 

9 

0.56 

— 

1 

0.12 

1 

0.06 

— 

2 

0.23 

2 

0.13 

1 .63 

35 

4.07 

47 

2.95 

0.14 

3 

0.35 

4 

0.25 

1 .49 

44 

5.12 

55 

3.45 

0.68 

7 

0.81 

12 

0.75 

0.14 

8 

0.93 

9 

0.56 

0.14 

6 

0.70 

7 

0.44 

0.27 

19 

2.21 

21 

1 .32 

— 

1 

0.12 

1 

0.06 

0.27 

3 

0.35 

5 

0.31 

67.26 

377 

43.89 

872 

54.67 

16.85 

123 

14.32 

247 

15.49 

1 .63 

33 

3.84 

45 

2.82 

5.03 

19 

2.21 

56 

3.51 

12.36 

14 

1 .63 

105 

6.58 

0.27 

— 

— 

2 

0.13 

0.27 

1 

0.12 

3 

0.19 

0.14 

1 

0.12 

2 

0.13 

0.41 

— 

— 

3 

0.19 

14.54 

48 

5.59 

155 

9.72 

15.76 

136 

15.83 

252 

15.80 

2.31 

37 

4.31 

54 

3.39 

0.27 

14 

1 .63 

16 

1 .00 

— 

7 

0.81 

7 

0.44 

— 

1 

0.12 

1 

0.06 

0.14 

— 

— 

1 

0.06 

— 

6 

0.70 

6 

0.38 

0.14 

1 

0.12 

2 

0.13 

1.09 

4 

0.47 

12 

0.75 

0.27 

1 

0.12 

3 

0.19 

— 

1 

0.12 

1 

0.06 

0.41 

2 

0.23 

5 

0.31 
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Potter  Classification 

Stillborn 

Number  Per  cent 

Neonatal 

Number  Per  cent 

Total 

Number  Per  cent 

Blood  Dyscrasias 

62 

8 42 

35 

4 .07 

97 

6.08 

ABO  erythroblastosis 

— 

— 

— 

— 

— 

— - 

Rh  erythroblastosis  with  fetal 

hydrops 

15 

2.04 

8 

0.93 

23 

1 .44 

Rh  erythroblastosis  with  kernicterus 

1 

0.14 

11 

1.28 

12 

0.75 

Rh  erythroblastosis  without  hydrops 

or  kernicterus 

44 

5 98 

12 

1 .40 

56 

3.51 

Hemorrhagic  disease 

1 

0.14 

3 

0.35 

4 

0.25 

Leukemia 

1 

0 14 

— 

— 

1 

0.06 

Anemia  from  other  than  above 

causes 

1 

0.12 

1 

0.06 

Abnormal  Pulmonary  Function 

4 

0.54 

188 

21  .89 

192 

12.04 

Generalized  atelectasis  with  hyaline 

membrane 

— 

— 

68 

7.92 

68 

4.26 

Generalized  atelectasis  without 

hyaline  membrane 

4 

0.54 

118 

13.74 

122 

7.65 

Mild  hyaline  membrane  without 

other  recognizable  cause  of  death 

— 

— 

2 

0.23 

2 

0.13 

Other 

3 

0.41 

5 

0.58 

8 

0.50 

Kernicterus  not  due  to  erythroblas- 

tosis 

— 

— 

— 

— 

— 

— 

Hydrops  without  erythroblastosis 

— 

— 

1 

0.12 

1 

0.06 

Liver  necrosis,  cirrhosis,  etc.,  without 

known  cause 

— 

— 

— 

— 

— 

— 

Diffuse  pulmonary  hemorrhage 

without  known  cause 

— 

— 

1 

0.12 

1 

0.06 

Other 

3 

0.41 

3 

0.35 

6 

0.38 

Latrogenic  Causes 

Craniotomy  or  other  destructive 

2 

0.27 

— 

— 

2 

0.13 

operation  on  living  fetus 
Delivery  for  maternal  cause  prior 

— 

— 

— 

to  viability 

2 

0.27 

— 

— 

2 

0.13 

Not  Classifiable  Elsewhere 

36 

4.89 

11 

1.28 

47 

2.95 

No  known  maternal  factor 

19 

2.58 

3 

0.35 

22 

1.38 

Toxemia  of  pregnancy 

5 

0.68 

2 

0.23 

7 

0.44 

Glomerulonephritis 

— 

— 

— 

— 

— 

— 

Pyelocystitis 

— 

— 

— 

— 

— 

— 

Diabetes  mellitus 

8 

1 .09 

3 

0.35 

11 

0.69 

Heart  disease,  symptomatic 

— 

— 

— 

— 

— 

— 

Preceding  accident 

2 

0.27 

— 

— 

2 

0.13 

Preceding  operation 

Over  301  days  gestation  without 

2 

0.27 

— 

— 

2 

0.13 

other  complications 

— 

— 

— 

— 

— 

— 

Other 

2 

0.27 

3 

0.35 

5 

0.31 

Conceptuses  Not  Included  as  Fetal  or 
Neonatal  Deaths 

32 

4.35 

16 

1 .86 

48 

2.88 

Fetus,  with  or  without  chorionic 
vesicle,  normal  nonmacerated 

15 

2.04 

13 

1 .51 

28 

1 .76 

Fetus,  with  or  without  chorionic 
vesicle,  normal  macerated 

15 

2 .04 

2 

0.23 

17 

1.07 

Fetus,  with  or  without  chorionic 
vesicle,  malformed  (regardless  of 
preservation) 

1 

0.14 

1 

0.12 

2 

0.13 

Not  Codeable 

5 

0.68 

16 

1.86 

21 

1.32 
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APPENDIX  II 


Maternal  Mortalities  by  Major  Categories 


1974 


Category 

Number 

Per  cent 

Obstetric 

376 

40.21 

Cardiac 

149 

15  .94 

Embolism 

120 

12.83 

Pulmonary 

51 

5.45 

Neoplasms,  Malignant 

48 

5.13 

Infections 

34 

3.64 

Endocrine 

20 

2.14 

Accidents,  Murders,  Suicides 

19 

2.03 

Anesthetic  Reaction 

18 

1 .93 

Genitourinary 

16 

1.71 

Gastrointestinal 

16 

1 .71 

Blood  Dyscrasias 

15 

1.60 

Not  Stated  or  Undetermined 

12 

1.28 

Other 

16 

1.71 

Contagious  Diseases 

9 

0.96 

Liver  and  Biliary 

9 

0.96 

Neoplasms,  Benign 

6 

0.64 

Drug  Reaction 

1 

0.11 

935 

99.98% 

Maternal  Mortalities  Classified 

as  Preventable 

or  Nonpreventable 

Preventable 

.37.32% 

Nonpreventable 

60.85% 

Not  Classifiable 

. 1.81% 
99.98% 

Detailed  Breakdown  of  Maternal  Deaths 

Category 

Number 

Per  cent 

Obstetric 

376 

40.21 

Infected  Abortion 

86 

9.20 

Puerperal  Sepsis 

37 

3.96 

Hypertensive  States  of  Pregnancy 

41 

4.39 

Placental  Abnormalities 

55 

5.88 

Ruptured  Ectopic  Pregnancy 

36 

3.85 

Ruptured  Uterus 

58 

6.20 

Postpartum  Hemorrhage 

58 

6.20 

Hyperemesis  Gravidarum 

1 

0.11 

Shock,  associated  with  traumatic 

delivery 

1 

0.11 

Hydatidiform  mole,  ruptured 
uterus,  hemorrhagic  diathesis. 

surgical  ligation  of  left  ureter 

1 

0.11 

Irreversible  shock,  hematoma 
right  broad  ligament,  cervical 

laceration 

1 

0.11 

Uterine  hemorrhage  and  shock 

1 

0.11 

Cardiac 

149 

15  .94 

Cardiac  Arrest 

46 

4.92 

Heart  Disease 

58 

6.20 

Cardiovascular 

45 

4.81 

Pulmonary 

51 

5.45 

Aspiration 

8 

0.86 

Pulmonary  Disease 

42 

4.49 

Pulmonary  and  Cerebral  Edema 

1 

0.11 

Embolism 

120 

12.83 

Category 

Number 

Per  ce: 

Endocrine 

20 

2.14 

Diabetes 

13 

1.39 

Endocrine  Disorders 

6 

0.64 

Anterior  Pituitary  Necrosis 

1 

0.11 

Blood  Dyscrasias 

15 

1.60 

Afibrinogenemia 

4 

0.43 

Blood  Dyscrasias 

11 

1.18 

Anesthetic  Reaction 

18 

1 .93 

Drug  Reaction 

1 

0.11 

Contagious  Diseases 

9 

0.96 

Infections 

34 

3.64 

Neoplasms,  Malignant 

48 

5.13 

Neoplasms,  Benign 

6 

0.64 

Gastrointestinal 

16 

1.71 

Acute  Pancreatitis 

1 

0.11 

Paralytic  Ileus 

1 

0.11 

Perforated  Ulcer 

1 

0.11 

Gastrointestinal  Disorders 

13 

1.39 

Liver  and  Biliary 

Encephalomalacia  subsequent  to 

9 

0.96 

surgery  for  cholecystitis 

1 

0.11 

Acute  Yellow  Atrophy 

4 

0.43 

Hepatitis 

2 

0.21 

Subacute  Hepatic  Necrosis 

1 

0.11 

Hepatolenticular  Degeneration 

1 

0.11 

Genitourinary 

Malignant  nephrosclerosis,  bi- 

16 

1.71 

lateral  renal  cortical  necrosis 

1 

0.11 

Glomerulonephritis 

7 

0.75 

Nephrosclerosis 

1 

0.11 

Nephritis 

2 

0.21 

Renal  Cortical  Necrosis 
Renal  Failure,  self-induced 

2 

0.21 

abortion 

1 

0.11 

Pyelonephritis 

1 

0.11 

Acute  Uremia 

1 

0.11 

Other 

16 

1 .71 

Epilepsy 

Rupture  of  varicose  vein  of  broad 

2 

0.21 

ligament 

1 

0.11 

Guillain-Barre  Syndrome 
Massive  intraperitoneal 

1 

0.11 

hemorrhage 

1 

0.11 

Ruptured  Spleen 
Massive  intraabdominal 

1 

0.11 

hemorrhage 

Rupture  of  congenital  aneurysm 

1 

0.11 

of  splenic  artery 
Rupture  of  aneurysm  of  splenic 

1 

0.11 

artery 

Rupture  of  aneurysm  of  splenic 

1 

0.11 

vein 

Spontaneous  rupture  of  left 

1 

0.11 

uterine  vessel 

Cerebral  hemorrhage,  arterio- 

1 

0.11 

sclerosis 

1 

0.11 

Cerebral  hemorrhage 

1 

0.11 

Cerebral  infarction 

1 

0.11 

Cerebrovascular  hemorrhage 

1 

0.11 

Acute  narcotic  autointoxication 

1 

0.11 

Accidents,  Murders,  Suicides 

19 

2.03 

Not  Stated  or  Undetermined 

12 

1.28 
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METABOLIC  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Met- 


abolic Diseases: 

Arthur  H.  Dube,  M.D.,  Chairman Onondaga 

Marshall  Clinton,  M.D Erie 

Ann  B.  Wright,  M.D Dutchess 


The  committee  has  met  bv  phone  and  letter  during 
the  past  year.  We  have  discussed  three  problems,  1) 
weight  reduction  program,  2)  obstetrical  centers  for 
problem  pregnancy,  and  3)  diabetes  detection  drives. 

Weight  Reduction.  In  most  doctors’  offices  the 
standard  diets  are  based  on  the  food  exchange  lists.  Be- 
cause of  limitations  in  time  and  lack  of  professionally 
trained  dietitians  in  an  office  setting,  patients  often  do 
not  understand  the  basic  diet  and  soon  revert  to  their 
old  eating  habits.  Fad  diets  are  continuously  available, 
but  usually  are  only  of  short  time  benefit.  The  use  of 
appetite  depressant  drugs  seems  to  be  on  the  wane  and 
should  be  condemned.  Programs  using  groups  such  as 
weight  watchers  and  diet  workshops  are  of  value.  Some 
hospital-based  dieticians  have  made  themselves  avail- 
able for  diet  counseling.  Since  the  problem  of  obesity  is 
universal,  and  its  treatment  largely  unsuccessful,  we 
would  recommend  that  a special  committee  be  appoint- 
ed, incorporating  members  of  the  Health  Department  to 
explore  the  entire  problem  and  report  back  their  find- 
ings and  recommendations  to  the  State  Medical  Society 
for  possible  action. 

Obstetrical  Centers  for  Problem  Pregnancies. 

Diabetes  is  the  main  metabolic  disease  demanding  spe- 
cial attention  during  pregnancy.  We  recently  surveyed 
the  results  in  Syracuse  for  1955-60,  1965-70.  and  1 971— 
74.  The  fetal  mortality  has  decreased  from  30  per  cent 
to  9 per  cent  to  0 per  cent  currently.  The  major  factor 
in  the  reduced  mortality  has  been  the  construction  of 
skills  in  one  hospital  revolving  around  the  same  group  of 
obstetricians,  internists,  and  pediatricians.  Based  on 
this  experience,  we  support  the  concept  of  strategically 
located  obstetrical  centers  to  handle  high  risk  pregnan- 
cies. 

Diabetes  Detection  Drives.  During  diabetes  detec- 
tion week,  which  usually  falls  in  November,  local  medi- 
cal societies  throughout  the  State  distributed  pamphlets 
and  handouts  to  the  press  for  diabetes  education.  At 
the  same  time,  a detection  drive  is  encouraged  with  pa- 
tients picking  up  urine  test  kits  at  area  drug  stores  and 
returning  them  for  analysis.  Since  so  many  cases  are 
missed  with  urine  testing  and  since  simple  urine  testing 
materials  are  available  at  any  drug  store  for  selftesting, 
we  would  favor  discontinuing  urine  testing  programs 
during  diabetes  detection  weeks. 

We  conducted  a drive  during  diabetes  detection  week 
last  year  in  the  Syracuse  area,  using  finger  tip  blood 
sugar  tests  with  dextrostix.  The  program  was  run  by 
volunteers  and  purchase  of  necessary  materials  fur- 
nished through  donations.  3,331  people  were  screened 
in  a three  day  period  and  165  suspects  were  found  and 
referred  for  further  testing  or  treatment — 53  had  no  dia- 
betes, 29  newly  diagnosed,  27  had  been  previously  diag- 


nosed, 15  results  undetermined,  and  39  lost  to  followup. 
We  recommend  that  in  the  future,  our  local  medical  so- 
cieties discontinue  the  urine  testing  program  and  adopt 
a blood  sugar  screening  program. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 


NURSING  AND 

ALLIED  HEALTH  PROFESSIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Subcommittee  on  Nursing  and 
Allied  Health  Professions  of  the  Health  Manpower 


Committee  are  as  follows: 

Lester  J.  Candela,  M.D.,  Chairman Queens 

Frank  A.  Baumann,  M.D Broome 

Clarke  T.  Case,  M.D Oneida 

Katharine  L.  Friedmann,  M.D Westchester 

Frank  C.  Nichols,  M.D Nassau 


1.  In  .July  1974,  the  chairman  of  the  committee  at- 
tended a meeting  in  Albany,  held  by  the  Commission  on 
Public  Health  and  Education,  where  he  presented  a re- 
port including  some  of  the  ensuing  problems  and  other 
related  matters  dealing  with  the  nursing  situation. 

2.  On  August  7,  1974,  the  Subcommittee  on  Nursing 
and  Allied  Health  Professions  met  to  discuss  occurren- 
ces around  the  State,  transmitted  to  the  Health  Man- 
power Committee  from  various  sources. 

3.  There  is  a plethora  of  problems  dealing  with 
unorthodox  situations  involving  specific  nurse  individu- 
als. groups,  and  situations  existing  or  blossoming  around 
the  State  on  which  the  advice,  opinions,  or  action  of  the 
State  Society  have  been  requested. 

4.  The  chairman  reminded  the  committee  particu- 
larly of  the  communication  from  an  Upstate  hospital 
last  Spring,  informing  the  State  Society  of  the  desire  of 
an  affiliated  school  of  nursing  to  have  students  do 
“histories  and  physicals,”  using  a tape  recorder.  The 
opinions  of  the  counsel  to  the  committee  stipulated  that 
this  would  be  the  practice  of  medicine  and  would  addi- 
tionally constitute  an  invasion  of  privacy  and  confiden- 
tiality. Accordingly,  for  these  and  associated  reasons, 
the  hospital  was  advised  against  the  procedure,  which, 
apparently,  was  abandoned. 

5.  Since  that  time,  word  has  been  received  of  sundry 
other  questionable  situations  such  as  a report  of  an  Up- 
state area,  where  a nurse  does  the  insurance  physicals. 
The  State  Education  Department  was  apprised.  No  re- 
sponse is  available  as  yet. 

6.  Elsewhere  Upstate,  there  is  an  obesity  group 
where  a nurse  takes  a history  and  does  a physical  exami- 
nation and  draws  blood,  after  which  she  administers  an 
injection  of  a hormone  and  a diuretic  plus  B12.  The 
physician  was  seen  by  the  complaining  patient  only  once 
for  about  five  minutes,  and  then  never  again  during  the 
“course  of  treatment.”  Action  is  awaited. 

7.  In  Long  Island,  several  nurse  practitioners  set  up 
private  offices  (in  two  different  locations)  for  indepen- 
dent private  practice.  Apparently,  one  office  has  since 
closed  but  no  news  is  available  about  the  other  as  yet. 
The  State  Education  Department  has  been  apprised  of 
these. 
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8.  In  New  York  City  a complaint  was  forwarded  to 
the  Division  of  Professional  Conduct.  A report  had 
been  received  that  at  a New  York  Telephone  Company, 
Medical  Department  Office,  a full  employment  physical 
was  being  done  by  a nurse  on  employees,  who  stated 
that  at  no  time  did  they  see  a doctor.  There  is  a danger 
here  as  to  what  may  be  allegedly  diagnosed  or  missed. 
The  reply  that,  if  anything  is  found,  a physician  is  ad- 
vised, is  meaningless  because  something  incipient  may 
not  be  found  until  it  is  too  late. 

9.  More  recently,  in  another  Upstate  hospital,  in  a 
desire  to  comply  with  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  (which  requires  a policy  statement  in 
the  hospital  bylaws  on  problems  of  nurse  staff  commu- 
nications vis-a-vis  medical  staff  procedures),  advice  was 
requested  on  about  twenty  inhospital  procedures,  and 
the  advisability  or  propriety  of  permitting  or  delegating 
the  particular  functions  to  the  nursing  staff,  seven  items 
of  which  the  latter  had  intimated  a desire  to  function  in- 
dependently, without  prior  permission  or  order  of  the 
attending  physician.  The  committee  met  August  7, 
1974  on  this  request,  and  after  discussion,  notified  the 
hospitals  (through  the  Council)  of  their  opinion  that,  in 
essence,  disapproved  of  most  of  the  procedures  which 
carried  possible  threats  or  complications. 

10.  One  Upstate  committee-man  brought  news  from 
his  hospital,  which  had  been  attempting  to  utilize  grad- 
uates of  the  two-year  programs  (as  fully  paid  RN’s)  who 
were  so  inadequate  that  the  hospital  was  about  to  stop 
employing  them.  He  brought  a request  for  an  inquiry 
to  the  State  Education  Department  suggesting  that  an 
“internship”  be  required  for  one  year  before  conferring 
an  RN.  This  has  been  transmitted  to  the  State  Educa- 
tion Department  (Jackson  Riddle.  M.D.,)  who  has  re- 
sponded that  the  correspondence  has  been  forwarded  to 
Dr.  Mildred  Schmidt  of  the  Nursing  Division,  from 
whom  a reply  is  being  awaited. 

11.  The  mounting  question  now  is  the  continuing 
thrust  of  some  elements  of  nursing  to  act  independently 
without  supervision,  and  some  of  the  foregoing  indicates 
areas  of  action  where  the  law,  in  effect,  is  being  tested. 

12.  Communication  between  the  ANA  and  members 
of  Congress,  particularly  the  Ways  and  Means  Commit- 
tee, reflect  the  thrust  via  “Nursing  cooperation”  in  the 
delivery  of  health  care  where  “the  ANA  continues  its  ef- 
forts to  secure  a national  health  insurance  program  that 
guarantees  provision  of  a full  range  of  comprehensive 
health  services  that  are  not  necessarily  dependent  on 
physicians.”  While  this  lends  itself  to  varied  interpre- 
tation, it  does  skirt  the  issues  evident  in  the  efforts  to 
preempt  the  Nurse  Practice  Act  and  permit  what  might 
be,  in  effect,  the  legal  practice  of  medicine.  The  propa- 
ganda has  even  been  taken  to  newspapers  with  exagger- 
ated statements  by  interviewing  columnists  that  can  be 
misleading  to  the  public  which  is  not  aware  of  the  facts. 

13.  The  gradual  but  consistent  closure  of  three-year 
hospital  schools — the  chief  source  of  the  well  trained 
nurses  with  in-depth  clinical  experience  continues.  In 
the  last  ten  years,  47  hospital  programs  have  been  elimi- 
nated in  New  York  State  alone,  and  while  statistics  were 
not  available  at  this  time  for  all  the  47  schools  in  the  full 


ten-year  period — in  the  last  three  years,  excluding  the 
graduating  class  of  a special  policemen’s  and  firemen’s 
program  of  84  students,  the  last  class  graduated  343  stu- 
dents (the  five  year  average  was  305) — which  reflects 
losses  of  only  11  schools — many  top-notch  well  estab- 
lished institutions.  One  can  imagine  how  many 
students  are  lost  in  the  47  schools  closed  in  the  last  ten 
years  if  one  realizes  that  in  only  11  schools  over  300 
nurses  are  lost  each  year,  and  the  need  for  nurses  grows 
steadily.  Some  programs  have  been  replaced  by  the 
two-year  Associate  Degree  programs,  but  these  nurses, 
although  willing  and  anxious,  are  not  clinically  equiva- 
lent (as  noted  in  Paragraph  10,  above)  and  even  the 
Nurses  Associations  state  that  they  are  not  professional 
nurses — but  technical  nurses. 

14.  Peculiarly,  there  is  an  apparent  split  between 
the  National  League  for  Nursing  and  the  American 
Nursing  Association  as  to  which  will  accredit  Nursing 
Schools  with  the  delegates  of  the  latter  urging  that 
they  “move  with  all  deliberate  speed  to  establish  a sys- 
tem of  accreditation  of  continuing  education  programs 
in  nursing”  and  to  move  “just  as  expeditiously  to  exam- 
ine the  feasibility  of  accreditation  of  basic  and  graduate 
programs.”  The  NLN  pledged  that  it  “will  not  relin- 
quish its  role  in  the  accreditation  of  nursing  education 
programs.”  And  meanwhile  “Rome  burns”  as  more  and 
more  good  programs,  that  have  supplied  thousands  of 
good  nurses,  are  closed  and  replaced  by  obviously  inade- 
quate programs. 

15.  As  noted  in  a report  to  the  Council,  there  is  an 

increasing  attempt  by  nonmedical  people,  paramedical 
and  other  incompletely  trained  people,  to  act  indepen- 
dently beyond  legal  and  professional  scope,  with  the  po- 
tential hazards  being:  increased  malpractice  dangers; 

breach  of  confidentiality;  practice  of  medicine  by  non- 
physicians; unethical  practices;  technical  errors  by  in- 
completely trained  people;  and  dangers  to  patients 
through  allegedly  definitive  employment  and  insurance 
examinations  by  unknowledgeable  individuals  who  are 
not  really  aware  that  they  are  not  knowledgeable.  Em- 
ployment and  insurance  may  be  denied,  and  health  risks 
may  increase  by  the  false  security  of  alleged  “good 
health”  where  minimal  or  insidious  clues  are  missed,  or 
a proper  history  is  not  obtained. 

16.  Nursing  is  an  important  field.  It  should  not  be 
misused,  and,  it  should  be  subject  to  the  same  safe- 
guards that  are  exercised  in  medicine.  Years  ago,  Flex- 
ner  closed  medical  schools  that  produced  incompletely 
prepared  physicians,  now  there  is  the  thrust  to  undo  this 
through  the  back  door,  by  sincere  but  possibly  misguid- 
ed proponents  of  the  “independent  action”  groups.  Pe- 
culiarly, medicine,  through  the  years,  has  seen  the  need 
for  bedside  teaching  and  brought  the  students  closer 
and  closer  to  the  patient  (with  clinical  exposure  in  the 
first  year).  Nursing  has  been  taking  the  student  further 
and  further  from  the  patient.  There  is  no  substitute  for 
the  bedside  “classroom”;  learning  comes  from  doing,  not 
by  memorization  of  the  printed  page  or  notes. 

The  current  events  need  attention  and  cooperation. 

Respectfully  submitted, 

Lester  J.  Candela,  M.D.,  Chairman 
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RURAL  MEDICAL  SERVICE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 
The  following  are  members  of  the  Committee  on 


Rural  Medical  Service: 

Edward  C.  Hughes,  M.D.,  Chairman Onondago 

Edward  A.  Barrett,  M.D Orleans 

Stephen  W.  Blatchly,  M.D Tompkins 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D.  Ostego 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Donald  W.  Richie,  M.D Westchester 

Stuart  A.  Winning,  M.D St.  Lawrence 

Hugh  M.  McChesney,  M.D.,  Aduisor Oswego 

James  J.  Quinlivan,  M.D.,  Advisor  Albany 


The  Rural  Medical  Service  Committee  has  been 
studying  the  problem  of  providing  physicians  for  rural 
areas  for  some  time.  In  an  attempt  to  help  relieve  the 
physician  shortage  in  rural  areas,  the  committee  identi- 
fied the  following  approach  to  the  problem: 

A.  The  Medical  Society  of  the  State  of  New  York, 
through  its  Rural  Medical  Service  Committee,  must 
identify  areas  in  need  of  medical  services. 

Committee  members  have  assumed  responsibility  for 
collection  of  data  relating  to  medical  services  available 
in  their  area  and  will  sponsor  and  promote  the  use  of 
Your  Own  Community  Health  Survey  Kit.  However, 
there  are  areas  of  New  York  State  not  represented  on 
this  committee  and  it  is  requested  that  the  committee 
be  expanded  so  that  it  will  be  representative  of  all  rural 
areas  of  New  York  State. 

B.  The  communities  must  document  the  type  of 
medical  services  needed  in  their  own  areas. 

To  aid  communities  in  obtaining  their  own  town  and 
village  level  health  information.  Community  Medical 
Services,  the  research  arm  of  the  Rural  Medical  Services 
Committee,  developed  the  Your  Own  Community 
Health  Survey  Kit.  The  unique  aspect  of  the  Commu- 
nity Medical  Services  model  is  that  community  effort, 
mobilized  to  collect  indepth,  accurate  health  data  and 
provide  areawide  health  profiles,  has  not  ended  with  the 
provision  of  statistics.  Community  involvement  and  in- 


terest generated  in  conducting  surveys  and  administer- 
ing questionnaires  have  provided  the  dynamics  which 
have  enabled  communities  to  proceed  from  data  collec- 
tion and  research  to  planning  and  implementation. 
The  procedure  has  created  essential  relationships  be- 
tween health  statistics  and  health  delivery  systems  be- 
cause of  the  involvement  of  community  leaders  and  or- 
ganizations, and  of  providers  and  consumers,  and  be- 
cause of  the  volunteer  contribution  which  makes  the 
project  possible.  The  “kit”  has  been  tested  in  six  areas 
of  the  State  which  has  set  the  stage  for  obtaining  physi- 
cians for  many  of  these  areas. 

C.  The  medical  colleges  must  answer  to  the  com- 
munities by  training  physicians  to  fulfill  these  needs. 
Programs  have  been  developed  in  Upstate  medical  col- 
leges and,  through  cooperation  with  the  Rural  Medical 
Services  Committee,  many  physicians  have  been  placed 
in  Northern  New  York  State. 

The  committee  requests  representation  from  the 
medical  colleges  on  the  Rural  Medical  Service':  Commit- 
tee in  an  attempt  to  coordinate  the  training  of  physi- 
cians to  meet  community  needs. 

Appended  are  tables  illustrating  Physician  Distribu- 
tion in  New  York  State  and  Physician-Population  Ra- 
tios in  New  York  State  for  1915,  1940,  1960,  and  1970. 
See  appendix  A and  B (pages  280-282). 

At  a recent  meeting  of  the  Rural  Medical  Services 
Committee,  Mr.  Ernest  Mattison,  Director  of  the  Divi- 
sion of  Research  and  Planning,  presented  the  following 
for  committee  consideration: 

To  enhance  continuing  education  and  provide  qual- 
ified consultants  to  physicians  in  rural  areas,  it  was 
proposed  that  research  be  conducted  in  the  area  of 
communication  network  techniques,  including  emer- 
gency medical  services. 

After  thorough  discussion  on  the  merits  and  possi- 
ble applications  of  modern  communication  systems  to 
rural  areas,  the  committee  decided  to  formally  re- 
quest the  assistance  of  the  Division  of  Research  and 
Planning  in  conducting  this  project. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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APPENDIX  A 


PHYSICIAN  DISTRIBUTION— NEW  YORK 


County 

Doctors  in 
Medical  Society 

Doctors  not  in 
Medical  Society 

Total  Number  of 
Doctors  in  County 

Population 
of  County 

Western  Region 
Cattaraugus 

85 

4 

89 

81,666 

Chautauqua 

124 

12 

136 

147,305 

Erie 

1,553 

242 

1,795 

1,113,491 

Buffalo 

1,065 

194 

1,259 

462,768 

Genesee 

60 

11 

71 

58,722 

Niagara 

221 

14 

235 

235,720 

Niagara  Falls 

108 

0 

108 

85,615 

Wyoming 

32 

3 

35 

37,688 

Ontario  Region 
Allegany 

30 

5 

35 

46,458 

Chemung 

131 

9 

140 

101,537 

Livingston 

42 

3 

45 

54,041 

Monroe 

1,018 

277 

1,295 

711,917 

Rochester 

911 

259 

1,170 

296,233 

Ontario 

108 

16 

124 

78,849 

Orleans 

13 

1 

14 

37,305 

Schuyler 

12 

1 

13 

16,737 

Seneca 

27 

7 

34 

35,083 

Steuben 

112 

7 

119 

99,546 

Wayne 

33 

2 

35 

79,404 

Yates 

24 

2 

26 

19,831 

Central  Region 
Broome 

359 

28 

387 

221,815 

Binghamton 

223 

19 

242 

64,123 

Cayuga 

76 

5 

81 

77,439 

Chenango 

44 

4 

48 

46,368 

Cortland 

46 

7 

53 

45,894 

Herkimer 

40 

7 

47 

67,633 

Jefferson 

106 

6 

112 

88,508 

Lewis 

9 

2 

11 

23,644 

Madison 

54 

7 

61 

62,864 

Oneida 

326 

29 

355 

273,037 

Utica 

201 

13 

214 

91,611 

Onondaga 

683 

159 

842 

472,835 

Syracuse 

574 

133 

707 

197,297 

Oswego 

66 

5 

71 

100,897 

St.  Lawrence 

89 

16 

105 

111,991 

Tioga 

25 

1 

26 

46,513 

Tompkins 

119 

7 

126 

77,064 
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County 

Doctors  in 
Medical  Society 

Doctors  not  in 
Medical  Society 

Total  Number  of 
Doctors  in  County 

Population 
of  County 

Northeastern  Region 
Albany 

487 

199 

686 

286,742 

Albany 

398 

171 

569 

115,781 

Clinton 

79 

7 

86 

72,934 

Columbia 

47 

9 

56 

51,519 

Delaware 

45 

5 

50 

44,718 

Essex 

25 

10 

35 

34,631 

Franklin 

48 

10 

58 

43,931 

Fulton 

53 

6 

59 

52 , 637 

Greene 

25 

3 

28 

33,136 

Hamilton 

4 

1 

5 

4,714 

Montgomery 

48 

6 

54 

55,883 

Otsego 

57 

18 

75 

56,181 

Rensselaer 

148 

21 

169 

152,510 

Troy 

121 

10 

131 

62,918 

Saratoga 

63 

11 

74 

121,764 

Schenectady 

273 

16 

289 

161,078 

Schenectady 

255 

16 

271 

77,958 

Schoharie 

21 

4 

25 

24,750 

Warren 

92 

7 

99 

49,402 

Washington 

77 

5 

82 

52,725 

Mid-Hudson  Region 


Dutchess 

384 

66 

450 

222,295 

Orange 

183 

30 

213 

221.657 

Putnam 

70 

14 

84 

56,696 

Rockland 

437 

88 

525 

229,903 

Sullivan 

57 

4 

61 

52,580 

Ulster 

167 

17 

184 

141,241 

Westchester 

2,201 

398 

2,599 

894,406 

New  Rochelle 

221 

42 

263 

75,385 

White  Plains 

315 

47 

362 

50,346 

Yonkers 

295 

50 

345 

204,297 

Long  Island  Region 


Nassau 

2,609 

340 

2,949 

1,428,838 

Suffolk 

1,418 

228 

1,646 

1,127,030 
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APPENDIX  B 


NEW  YORK  STATE 


Physician-Population  Ratios 


County  1915  1940  1960  1970 


Albany 

1 

: 652 

1 

:584 

1 

: 463 

1 

:418 

Allegany 

1 

:693 

1 

:882 

1 

: 1189 

1 

: 1327 

Broome 

1 

: 682 

1 

: 694 

1 

: 684 

1 

:573 

Cattaraugus 

1 

:774 

1 

:931 

1 

:853 

1 

:918 

Cayuga 

1 

:685 

1 

: 799 

1 

:948 

1 

:956 

Chautauqua 

1 

:885 

1 

:889 

1 

: 1061 

1 

: 1083 

Chemung 

1 

: 729 

1 

: 752 

1 

: 836 

1 

:725 

Chenango 

1 

: 632 

1 

:935 

1 

: 1030 

1 

:966 

Clinton 

1 

: 95 1 

1 

: 1000 

1 

: 1119 

1 
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:989 
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: 745 

1 
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1 
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1 
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1 
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1: 
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1: 
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1 
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1 

: 1439 

Jefferson 

1 

: 681 

1 

:866 

1 

:870 

1 

: 790 

Lewis 

1 

:865 

1 

: 1268 

1 
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1 

:2149 

Livingston 

1 

:582 

1 

:664 

1 

:958 

1 

: 1201 

Madison 

1: 
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1: 

:683 

1 

:976 

1 

: 1031 

Monroe 

1: 
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1: 

: 659 

1 

: 566 

1 

:550 

Montgomery 
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:969 

1 
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1 

: 1041 
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: 1035 

Niagara 

1: 

:823 

1: 
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1 
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1 

: 1003 

Oneida 

1 : 
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1: 

: 697 

1 
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1 

:769 
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1 
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1 
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1 

:590 

1 
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Ontario 

1: 

:666 
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1 

: 636 
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1: 
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1: 

: 738 
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1: 
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1: 
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1: 
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1: 
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1: 
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1: 
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Otsego 

1 : 

622 

1: 

623 

1: 
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1: 

749 

Putnam 

1: 
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1: 

: 788 

1: 

755 

1: 
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Rensselaer 

1: 

: 754 

1: 

: 757 

1: 

:824 

1: 

:902 

Rockland 

1: 

: 885 

1: 

624 

1: 

563 

1: 

438 

St.  Lawrence 

1: 
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1: 

990 

1: 

1040 

1: 

1067 

Saratoga 

1: 

759 

1: 

830 

1: 

1220 

1: 

1645 

Schenectady 

1: 

930 

1: 
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1: 

648 

1: 

557 
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1 : 

: 697 

1: 

:867 

1: 

983 

1: 

990 

Schuyler 

1: 

537 

1: 

998 

1: 

1254 

1: 
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Seneca 
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:587 

1: 

695 

1: 

1184 

1 : 

1032 

Steuben 

1: 

721 

1: 

858 

1: 
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1: 

837 

Sullivan 

1: 

830 

1: 

642 

1: 

742 

1 : 

862 

Tioga 

1: 

751 

1: 

645 

1 : 

1454 

1: 

1789 

Tompkins 

1: 

481 

1: 

510 

1: 

655 

1: 

612 

Ulster 

1: 

871 

1: 

763 

1: 

842 

1: 

768 

Warren 

1: 

611 

1: 
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1: 
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1: 

499 

Washington 

1: 

854 

1: 

934 

1: 

1182 

1: 

643 

Wayne 

1: 

723 

1: 

754 

1: 

1062 

1: 

2269 

Westchester 

1: 

731 

1: 

529 

1: 

414 

1: 

344 

Wyoming 

1: 

734 

1: 

682 

1: 

1338 

1: 

1077 

Yates 

1: 

650 

1: 

585 

1: 

1034 

1: 
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PREVENTIVE  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Committee  on  Preventive 
Medicine  is  as  follows: 


Harry  S.  Lichtman,  M.D.,  Chairman Kings 

John  P.  Albanese,  M.D Bronx 

Gerald  J.  Duffner,  M.D Wayne 

Thomas  S.  Bumbalo,  M.D Erie 

Leonard  L.  Heimoff,  M.D Bronx 

Howard  B.  Shookhoff,  M.D Bronx 

Harry  A.  Feldman,  M.D.,  Advisor Onondaga 

Alan  R.  Hinman,  M.D.,  Advisor Albany 


Small  Pox.  The  committee  is  continuing  to  study 
the  problems  of  smallpox  from  a global  point-of-view. 
It  is  our  hope  that  we  discontinue  mandatory  smallpox 
vaccination  when  the  disease  appears  definitely  on  the 
wane. 

Requests  by  physicians  have  been  made  to  the  com- 
mittee to  draft  an  authorization  form  that  would  satisfy 
our  legal  department  that  the  person  signing  the  autho- 
rization has  signed  with  “informed  consent.”  This  form 
has  been  prepared  and  approved  by  the  Council  of  the 
Medical  Society  of  the  State  of  New  York. 

The  committee  has  continued  to  support  mandatory 
vaccination  of  hospital  employees  unless  medically  con- 
traindicated. The  State  Hospital  Code  720-6  states 
that  “hospital  employees  be  administered  smallpox  vac- 
cine every  three  years  unless  medically  contraindicated 
and  that  a hospital  would  have  the  right  to  terminate  or 
refuse  employment  to  those  individuals  who  do  not  con- 
sent to  such  measures.” 

Conklin  Bill.  Legislation,  calling  for  screening  of 
the  newborn  for  genetic  metabolic  abnormalities  known 
to  cause  mental  retardation  and  amenable  to  treatment, 
was  supported  in  principle  by  the  committee.  The  com- 
mittee also  endorsed  a proposal  that  adequate  funding 
be  included  in  the  bill.  Consideration  must  be  given  for 
support  of  the  families  of  babies  having  these  problems 
in  order  to  assure  the  requisite  continuity  of  care.  This 
requires  sophisticated  monitoring  and  direction,  gener- 
ally not  available  in  areas  removed  from  teaching  and 
research  centers. 

Immunizations.  Dr.  John  Witte,  Director  of  the 
Center  for  Disease  Control,  a unit  of  HEW,  reported  re- 
cently that  the  level  of  polio  immunizations  throughout 
the  country  has  declined  during  the  past  ten  years.  In 
1964  the  rate  of  adequate  immunizations  was  78  per 
cent,  in  1972  only  62.9  per  cent,  and  in  1973,  60.4  per 
cent.  At  least  85  per  cent  is  needed  to  protect  a com- 
munity against  the  risk  of  an  outbreak.  A similar  de- 
cline in  immunizations  has  been  noted  against  diphthe- 
ria, pertussis,  tetanus,  rubella,  and  measles.  Outbreaks 
of  measles  are  being  reported  in  the  New  England 
states,  particularly  in  the  inner  cities. 

The  Center  for  Disease  Control  is  again  planning  a 
major  campaign,  scheduled  for  October,  to  reverse  this 
downward  trend,  by  planning  the  2nd  annual  “Immuni- 
zation Action  Month.”  The  Medical  Society  of  the 
County  of  Kings  is  planning  monthly  programs  of  exhib- 
its, announcements  to  the  press,  radio  programs,  and 
lectures  to  the  public,  highlighting  public  health  prob- 
lems, in  cooperation  with  foundations  and  associations. 
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The  need  for  immunizations  will  he  stressed  during  the 
months  of  September  and  October  each  year.  The 
American  Medical  Association  will  also  cooperate  by  re- 
questing each  state  medical  society  to  make  common 
cause  with  CDC  by  publicizing  “Immunization  Action 
Month”  among  its  members.  The  Committee  on  Pre- 
ventive Medicine  urges  MSSNY  to  do  likewise. 

Continuing  Education.  The  committee  approved  a 
suggestion  that  an  article  on  the  subject  of  spoilage  of 
live  vaccines  due  to  lack  of  continuous  refrigeration  be 


brought  to  the  attention  of  the  medical  profession 
through  the  publications  available  to  the  MSSNY. 

The  problems  of  genetic  metabolic  diseases  should 
also  be  on  the  program  of  professional  education.  Pub- 
lic health  education  of  the  laity  is  the  responsibility  of 
physicians  when  they  support  legislation  concerning 
community  health  programs  such  as  screening  for  genet- 
ic metabolic  diseases,  sickle  cell  disease,  and  adequate 
immunizations. 

Respectfully  submitted 

Harry  S.  Lichtman,  M.D.,  Chairman 


Insurance  and  Membership 


GENERAL  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  General  Insurance  is  composed  of 
the  following  members: 


Bernard  J.  Hartnett,  M.D.,  Chairman Cayuga 

Arthur  Ancowitz,  M.D New  York 

Irving  Cramer,  M.D Oneida 

Daniel  Friedman,  M.D Suffolk 

John  G.  Hamilton,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Jack  Lehman,  M.D Queens 

Thomas  J.  Sheehy,  Jr.,  M.D Nassau 


The  Committee  on  General  Insurance  is  pleased  to 
announce  that  approximately  4,000  physicians  members 
of  The  Medical  Society  of  the  State  of  New  York  have  en- 
rolled in  the  State-sponsored  disability  program.  In 
keeping  with  the  promise  to  protect  the  county  pro- 
grams, many  of  the  enrolling  physicians  indicated  that 
they  did  not  have  the  maximum  coverage  through  their 
county  societies.  They  were  advised  of  their  right  to 
purchase  the  county  program  first  and  requested  to  sup- 
port the  county  programs.  Approximately  500  physi- 
cians have  withdrawn  their  original  applications  from 
the  State  program  and  enrolled  to  maximum  in  their 
county  societies.  Approximately  150  physicians  have 
reapplied  for  more  coverage  at  the  State  level. 

The  State  program  has  spurred  considerable  addi- 
tional activity  at  the  county  level.  According  to  the 
Continental  Insurance  Company  our  endorsed  adminis- 
trator has  been  advised  that  more  new  insurance  has 
been  written  since  the  State  program  started  in  many 
counties  than  had  been  produced  at  the  county  level  in 
the  preceeding  five  years.  This  may  add  to  the  strength 
of  the  county  programs  rather  than  support  any  claim 
that  these  programs  might  be  jeopardized  by  the  State 
program. 


Our  endorsed  administrator  has  advised  us  that  ap- 
proximately 1,000  physicians  have  enrolled  in  the  State- 
sponsored  Group  Term  Life  Program.  Many  of  the 
physicians  who  enrolled  did  so  under  the  charter  enroll- 
ment period.  Thus,  they  were  able  to  receive  additional 
life  insurance  protection  regardless  of  their  medical  his- 
tory. 

The  Council  approved  criteria  outlining  the  responsi- 
bilities of  our  endorsed  administrator  to  and  on  behalf 
of  the  Medical  Society  of  the  State  of  New  York  was  ac- 
cepted and  agreed  to  by  the  endorsed  administrator. 
This  will  enable  the  State  Medical  Society  to  have  great- 
er direction  and  control  of  its  own  insurance  programs. 

The  Committee  on  General  Insurance  is  continuing 
its  review  of  other  programs  such  as  business  overhead 
expense,  inhospital  income,  accidental  death  and  dis- 
memberment, and  pension  programs  that  may  be  of 
meaningful  benefit  to  the  membership. 

Your  chairman  would  like  to  thank  the  members  of 
his  committee  who  have  contributed  a considerable 
amount  of  their  time  and  energy  to  the  work  of  this 
committee. 

Also,  I would  like  to  thank  Bernard  M.  Jackson, 
C.L.U.  and  his  secretary,  Mrs.  Sylvia  Frank,  for  their 
staff  assistance. 

Respectfully  submitted, 

Bernard  J.  Hartnett,  M.D.,  Chairman 

MEMBERSHIP  BENEFITS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Membership  Benefits  is  composed 


of  the  following  members: 

Edward  T.  Mulligan,  M.D.,  Chairman  Monroe 

Algirdas  Gamziukas,  M.D Erie 

Vincent  Geraci,  M.D.  Kings 

J.  Conrad  Greenwald,  M.D Nassau 

Francis  Z.  Reinus,  M.D  New  York 
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The  Committee  on  Membership  Benefits  is  exploring 
all  areas  and  means  to  supply  meaningful  programs  of 
goods  and  services  for  the  membership.  The  committee 
sees  itself  as  a distinct  means  of  retaining  and  increasing 
membership.  The  philosophy  of  the  committee  is  to 
make  it  economically  feasible  for  a physician  to  belong 
to  the  Society  because  of  substantial  savings  that  can  be 
received  in  purchasing  quality  goods  and  services  at  re- 
duced prices. 

This  past  year  the  committee  made  the  following  pro- 
posals: (1)  MSSNY  sponsorship  of  nongroup  travel  and 
vacation  opportunities  using  Stevens’  Yachts  Inc.  for 
cruises  on  the  S.S.  Oceanic  to  the  Caribbean  at  reduced 
prices.  (2)  MSSNY  sponsorship  of  auto  leasing  through 
Executive  Equipment  Corp.,  equipment  leasing  program 
through  Industra-Lease  Corp.,  and  sponsorship  of  group 
purchasing  programs  offered  by  General  Tire,  Peter  De- 
Natale  for  Jewelry,  Malcolm  Parle  for  portraits,  Phyllis 
Lucas  Gallery  for  Objects  of  Art,  Eldee  for  Household 
Appliances,  Inter-Vest  for  Gold  and  Rare  Coins,  Foods 
of  All  Nations  for  Gourmet  foods,  The  Cheese  Shop  for 
imported  and  domestic  cheeses,  Norman’s  for  prime 
meats,  and  special  arrangements  for  physician  members 
with  Chemical  Bank. 

Recommendation  (1)  was  acted  upon  favorably  by  the 
Council  on  June  13,  1974;  (2)  was  tabled  by  the  Council 
pending  further  investigation  and  the  establishment  of 
guidelines. 

The  Committee  plans  to  continue  the  theme  “mem- 
bership pays,  it  does  not  cost.” 

Your  chairman  would  like  to  thank  the  members  of 
the  committee  for  the  time  and  energy  which  they  gave 
to  this  committee. 

In  addition,  I would  like  to  thank  Bernard  M.  Jack- 
son,  C.L.U.,  and  his  secretary,  Mrs.  Sylvia  Frank,  for 
their  staff  assistance. 

Respectfully  submitted, 

Edward  T.  Mulligan,  M.D.,  Chairman 

PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  are  as  follows: 


Robert  G.  Hicks,  M.D.,  Chairman Westchester 

Andrew  H.  Patterson,  M.D New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Arthur  J.  Mannix,  Jr.,  M.D Westchester 

Joseph  Alper,  M.D Bronx 

Harold  N.  Schwinger,  M.D Kings 

Robert  Breault,  M.D Schenectady 

Antonio  F.  LaSorte,  M.D Broome 

M.  Theodore  Tanenhans,  M.D Kings 

Carl  Goldmark,  Jr.,  M.D.,  ex  officio New  York 

J.  Richard  Burns,  J.D.,  General  Counsel,  ex  offi- 
cio   New  York 

Albert  M.  Schwartz,  M.D.,  ex  officio New  York 


Donald  J.  Fager,  Executive  Secretary,  ex  officio  New 
York 

The  past  year  has  been  an  unusually  difficult  one, 
mirrored  in  part  by  the  following  from  Best’s  Insurance 
News  Digest  of  September  23,  1974: 


“The  horrendous  underwriting  experience  in  the 
general  liability  (including  medical  malpractice)  line 
in  1973  put  an  end  to  whatever  waning  enthusiasm 
might  have  existed  at  most  companies  for  taking  on 
additional  risks.  In  certain  lines,  malpractice  partic- 
ularly, companies  are  getting  off  entirely;  if  they  stay 
on  they  are  often  asking  for  rate  increases  of  100°7c  or 
more.  ” 

In  the  March  18,  1974  issue  of  Best’s,  it  is  reported 
that  the  St.  Paul  Fire  and  Marine  Insurance  Company: 

“.  . . has  lost  money  to  its  malpractice  business 
every  year  since  1965,  a spokesman  said.  Overall  it  is 
a pretty  terrifying  picture.” 

No  doubt  to  the  surprise  of  many,  rate  increases  are 
reported  in  Medical  Economics  of  April  1,  1974  where 
they  might  be  least  expected.  Recent  increases  have 
had  to  be  effected  in  Vermont  (up  100  per  cent)  and 
South  Dakota  (up  75  per  cent). 

In  my  report  last  year,  reference  was  made  to  the  situ- 
ation in  Southern  California  where  it  was  stated  that 
judging  from  past  experience  of  claims  developed  in  Cal- 
ifornia ...  a premium  increase  for  Hartford  (Insurance 
Company)  is  inevitable.  Again  referring  to  the  March 
18,  1974  issue  of  Best’s,  we  find  this  prophesy  came  to 
pass  and  Hartford  did,  in  fact,  plan  to  double  the  premi- 
ums, which  necessitated  bringing  the  Travelers  Insur- 
ance Company  into  the  picture  at  a not  quite  so  large  in- 
crease. 

The  California  insurance  department  held  a hearing 
very  recently  on  the  financial  condition  of  the  Casualty 
Indemnity  Exchange  of  St.  Louis,  which  recently  an- 
nounced the  termination  of  all  its  medical  malpractice 
policies  in  Missouri.  CIE  has  its  administrative  offices 
in  Denver,  but  writes  80  to  85  per  cent  of  its  business  in 
California.  A recent  examination  conducted  by  the 
Missouri  and  California  departments  showed  the  Ex- 
change’s liabilities  exceeded  its  assets  by  almost  $3  mil- 
lion. CIE  was  able  to  raise  about  $1  million,  and  the 
California  insurance  commissioner  approved  a plan  to 
assess  the  2,300  physicians  in  the  State,  insured  by 
CIE,  a total  of  $3.5  million,  or  up  to  90  per  cent  of  their 
annual  premiums. 

Another  major  carrier,  the  Liberty  Mutual  Insurance 
Company,  which  has  written  the  malpractice  program 
for  the  American  College  of  Physicians  for  a number  of 
years,  has  just  notified  the  College  that  it  has  terminat- 
ed its  agreement  to  offer  members  professional  liability 
insurance  coverage,  effective  March  1,  1975.  This  is  a 
program  that  has  been  ongoing  for  a number  of  years 
and  is  just  one  more  significant  example  of  what  I said 
in  my  report  last  year: 

“Within  our  own  State,  many  insurance  companies 
have  entered  the  malpractice  field,  but  very  few  en- 
dure. ” 

As  you  know,  we  felt  the  impact  of  these  nationwide 
problems  in  New  York  last  year.  On  October  3,  1973, 
Employers  Insurance  of  Wausau  notified  the  State 
Medical  Society  that  the  company  wanted  to  discontin- 
ue writing  our  State  Society  Program  on  April  30,  1973. 
Officials  of  the  State  Medical  Society  immediately  took 
steps  to  insure  the  continuity  of  our  Program.  Dr. 
Thomas  F.  McCarthy,  President;  Dr.  Henry  I.  Fineberg, 
Executive  Vice-President;  Dr.  Arthur  J.  Mannix,  Jr., 
representing  our  Board,  and  our  Indemnity  Representa- 
tive went  to  Wausau,  Wisconsin  for  a meeting  with  Mr. 
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Clyde  Schlueter,  the  President  of  Employers.  Mr. 
Schlueter  stated  that  there  were  two  determining  fac- 
tors in  the  Company’s  decision  to  cancel  our  coverage: 
(1)  Employers  was  losing  money  and,  (2)  malpractice  in- 
surance now  accounted  for  too  high  a percentage  of  their 
overall  business.  But,  he  did  agree  to  cooperate  fully 
with  us  during  the  transition  and  indicated  a willingness 
to  extend  the  April  30th  deadline,  as  later  became  nec- 
essary. 

The  search  for  a replacement  carrier  was  extremely 
extensive.  Our  Indemnity  Representative,  in  close  con- 
tact with  officers  of  your  Society  and  the  Board,  had 
conferences  and  discussions  with  all  of  the  major  insur- 
ance carriers.  Except  for  the  Argonaut,  these  com- 
panies all  declined  to  underwrite  our  program.  Some 
decided  very  quickly  that  they  did  not  wish  to  become 
involved  in  malpractice  insurance.  Others,  such  as  the 
Travelers,  Crum  & Forster,  and  Continental  National 
Assurance,  studied  our  program  and  our  experience  very 
carefully.  One  by  one,  they  came  to  the  conclusion  that 
our  premiums  were  too  low — but  even  if  the  premiums 
were  increased,  they  were  unwilling  to  assume  the  risk  of 
covering  this  extremely  volatile  line  of  insurance. 

While  many  people,  including  insurance  brokers, 
spoke  with  officials  of  the  Society  about  their  interest  in 
our  program,  none  of  them  was  able  to  produce  an  insur- 
ance carrier.  Consideration  was  also  given  to  methods 
of  providing  coverage  other  than  through  the  traditional 
insurance  company  arrangement.  The  principle  of  self- 
insurance  was  felt  to  be  financially  prohibitive  since  it 
would  require  each  physician  to  subscribe  to  a substan- 
tial amount  of  money  initially  and  then  be  faced  with  a 
high  premium.  However,  this  concept  is  still  under  in- 
tensive study. 

The  Argonaut  Insurance  Company  did  indicate  a will- 
ingness to  become  our  carrier  but  would  only  do  so  if 
several  substantial  companies  shared  the  risk.  The 
search  for  these  reinsurers  was  world  wide,  and  it  was 
not  until  April  1974  that  Argonaut  was  in  a position  to 
make  a definite  commitment  to  underwrite  our  program 
commencing  July  1,  1974.  In  the  meantime,  Employers 
had  extended  the  deadline;  they  renewed  all  existing 
policies  and  wrote  all  new  policies  for  a full  year  up  to 
June  30,  1974.  Thus,  despite  all  of  the  difficulties,  our 
State  Society  program  continued  to  provide  protection 
on  a continuous  basis  without  any  lapses  in  coverage. 

Another  manifestation  of  the  malpractice  crisis  in 
New  York  was  the  collapse  of  the  Professional  Insurance 
Company.  The  Professional,  which  had  been  writing 
insurance  at  slightly  lower  rates  than  our  program,  went 
into  bankruptcy  and  the  physicians  who  had  Profession- 
al policies  were  given  notice  that  they  would  have  to  ob- 
tain their  insurance  elsewhere.  Many  of  these  physi- 
cians, recognizing  the  stability  of  the  State  Society  Pro- 
gram, even  in  a time  of  crisis,  have  returned  to  the  pro- 
gram. 

The  Argonaut  commitment  brought  with  it  a dread- 
fully onerous  increase  in  premiums — 93.5  per  cent 
across  the  board.  But,  it  should  be  noted  that  the  car- 
riers who  would  have  made  up  the  Joint  Underwriting 
Association,  if  our  insurance  had  to  be  provided  by  stat- 
ute, were  predicting  increases  in  the  range  of  200-300 
per  cent. 

In  discussing  the  rate  increase,  the  Society’s  actuary, 
James  H.  Durkin,  reported  as  follows: 


“The  Society  was  confronting  the  fact  that  it  had 
little  choice  since  there  appeared  to  be  no  other  car- 
riers who  would  underwrite  the  coverage.  Further- 
more, it  was  necessary  for  Argonaut  to  meet  the  rate 
requirements  set  by  reinsurers  in  order  to  achieve  the 
risk-sharing  Argonaut  deemed  necessary  for  the  Pro- 
gram. Thus,  it  was  essentially  insurance  market  con- 
ditions that  set  the  price  this  year.” 

The  Board  continues  to  be  pleased  with  the  activities 
of  its  specialty  subcommittees  (Anesthesiology,  Neuro- 
surgery, Obstetrics  and  Gynecology,  Orthopedic  Sur- 
gery), particularly  in  the  areas  of  malpractice  prophy- 
laxis. Working  closely  with  the  indemnity  representa- 
tive, the  Neurosurgical  Subcommittee  developed  con- 
sent forms  to  try  to  deal  with  problems  of  “informed 
consent.”  The  Subcommittee  on  Obstetrics  and  Gyne- 
cology is  preparing  reports  on  loss-prevention  for  distri- 
bution to  their  colleagues.  The  Subcommittee  on  Anes- 
thesiology is  in  the  process  of  studying  claims  in  which 
halothane  anesthesia  has  been  used. 

The  Professional  Medical  Liability  Insurance  and  De- 
fense Board  is  convinced  that  only  legislative  relief  can 
help  alleviate  the  malpractice  problem.  With  this  in 
mind,  the  Board,  together  with  the  Indemnity  Repre- 
sentative, cooperated  actively  with  the  Division  of  State 
Governmental  Relations  of  the  Medical  Society  of  the 
State  of  New  York,  as  well  as  the  Society’s  Legal  Counsel 
in  Albany,  New  York,  resulting  in  the  passage  during 
the  1974  session  of  the  New  York  State  Legislature  of  a 
Malpractice  Mediation  Panel  Law.  This  legislation,  ef- 
fective September  1,  1974,  provides  for  the  implementa- 
tion of  mediation  panels  on  a Statewide  basis  similar  to 
the  one  in  effect  in  the  First  Department  for  the  past 
few  years.  The  Select  Subcommittee  (more  of  it  later) 
has  under  consideration  a recommendation  that  the  me- 
diation panel  law  be  amended  to  include  a provision 
that  either  party  to  the  action  could  offer  evidence  at  a 
trial  as  to  the  findings  of  the  Screening  Committee. 
This  is  being  actively  pursued. 

At  its  meeting  in  February  of  1974,  the  House  of  Dele- 
gates directed  that  a Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  be  ap- 
pointed to  investigate  all  facets  of  the  malpractice  prob- 
lem. Charged  with  this  obligation,  a Select  Subcommit- 
tee was  appointed,  chaired  by  Dr.  Andrew  H.  Patterson, 
and  it  has  undertaken  a broad  inquiry  with  initial  em- 
phasis placed  heavily  on  legislative  approaches  to  the 
problem.  The  amendment  to  the  mediation  panel  law 
is  just  one. 

Another  area  being  explored  is  an  effort  to  provide 
physicians  with  disciplinary  powers  to  move  effectively 
to  rid  the  profession  of  unqualified  and  incompetent 
doctors.  The  feeling  is  that  physicians  in  the  Medical 
Society  should  not  be  involved  in  licensing,  but  that 
they  should  be  in  power  to  initiate  and,  at  least  in  the 
first  instance,  decide  whether  penalties  should  be  im- 
posed upon  practicing  physicians.  The  subcommittee 
feels  that  physicians  should  be  in  power  to  take  some 
positive  action  but  are  willing  to  allow  the  right  of  ap- 
peal to  the  Department  of  Education.  The  Society’s 
Legal  Counsel  in  Albany  is  exploring  this  area. 

While  it  may  prove  to  be  a less  fruitful  area  of  amelio- 
ration, the  matter  of  contingency  fees  will  again  be  dis- 
cussed by  the  Select  Subcommittee. 

Arbitration,  which  contemplates  a binding  result,  is 
considered  to  be  a highly  desirable  long  range  goal. 
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However,  there  may  be  a constitutional  problem,  and 
there  certainly  would  be  resistance  in  the  Legislature. 
In  the  meantime,  two  nonlegislative  arbitration  propos- 
als are  being  considered,  a pilot  plan  for  Healthcare  and 
a plan  involving  the  Greater  New  York  Hospital  Associ- 
ation. 

The  Select  Subcommittee  is  also  actively  discussing 
the  subject  of  a Medical  Society  of  the  State  of  New 
York  captive  insurance  company. 

Further,  at  the  moment  of  this  writing,  I am  prepar- 
ing to  be  heard  as  a witness  at  the  public  hearing  of  the 
New  York  State’s  Select  Subcommittee  on  Insurance  to 
be  held  on  October  4,  1974. 

Let  me  express  my  personal  thanks  to  all  the  mem- 
bers of  the  Board,  and  to  Mr.  Donald  J.  Fager,  Mr. 


George  A.  Wright,  Jr.,  Mr.  J.  Richard  Burns,  Dr.  Ed- 
ward Siegel,  Dr.  Henry  I.  Fineberg,  Dr.  Lynn  R.  Callin, 
our  President,  and  all  the  officers  and  members  of  the 
Council  who  have  given  us  their  unlimited  support  and 
cooperation. 

In  conclusion,  let  me  say  that  this  Board  is  working 
very  hard  to  find  and  pursue  avenues  that  will  assist  in 
bringing  some  relief  to  this  most  vexing  problem  of  med- 
ical malpractice  litigation.  To  be  effective,  we  need  the 
complete  cooperation  and  assistance  of  every  member  of 
the  State  Medical  Society. 

Respectfully  submitted, 

Robert  G.  Hicks,  M.D.,  Chairman 


Scientific  Activities, 
Publications,  and  Miscellaneous 


ARCHIVES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Archives  are  as 


follows: 

Paul  S.  Striker,  M.D.,  Chairman  New  York 

Morris  R.  Keen,  M.D.  Suffolk 

Bernard  R.  Margolius,  M.D.  Greene 

Harriett  Northrup,  M.D Chautauqua 


The  Session  on  Archives  met  during  the  annual  con- 
vention held  at  the  Americana  Hotel  in  New  York  City 
in  a joint  meeting  with  the  Woman’s  Auxiliary  of  the 
Medical  Society  of  the  State  of  New  York,  the  Medical 
Archivists  of  New  York,  and  the  Cultural  Affairs  Com- 
mittee of  the  Medical  Board  of  Harlem  Hospital  Center. 

The  February  meeting  was  attended  by  over  60  archi- 
vists, and  a distinguished  panel  presented  reports  deal- 
ing with  the  general  theme  of  the  continuing  search  for, 
and  the  preservation  of,  medical  archives  in  New  York 
State. 

At  the  executive  meeting  of  this  session,  the  micro- 
publishing of  the  records  of  the  Medical  Society  of  the 
County  of  New  York  from  1806  to  1876  was  announced. 
This  was  a milestone  in  medical  archival  progress  since, 
for  the  first  time  in  history,  museum  archives  of  a re- 
gional medical  organization  were  made  available  in  their 
entirety  to  any  qualified  person.  The  ease  of  circulating 
and  studying  these  microfilmed  archives  will  be  the 
basis  of  a national  stimulus  to  other  medical  societies  to 
preserve  their  archives  and  follow  the  example  of  the 
Medical  Society  of  the  County  of  New  York. 

Much  credit  is  due  to  Joseph  Tamerin,  M.D.,  past 
president  of  the  Medical  Archivists  of  New  York  and 
Mrs.  Louise  Heinze,  librarian  of  the  United  Hospital 
Fund.  As  a result  of  their  efforts  in  bringing  this  proj- 
ect to  fruition,  it  is  hoped  that  out  of  it  will  be  born  the 
Association  of  the  Medical  Archivists  of  America.  An 
executive  committee  meeting  has  outlined  the  direction 
of  this  effort,  as  well  as  the  role  our  committee  will  take 
in  the  bicentennial  celebration  of  the  Declaration  of  In- 
dependence in  1976. 


Our  program  for  the  next  annual  meeting  will  again 
center  on  the  preservation  of  hospital  archives  and  will 
feature  St.  Vincent’s  Hospital  celebration  of  its  125th 
anniversary  as  well  as  both  Lenox  Hill  and  Metropolitan 
Hospitals. 

We  are  confident  that  the  accomplishments  of  the 
past  year  will  catalyze  the  national  interest  in  medical 
archives,  culminating  in  separate  state  archival  so- 
cieties, based  on  the  model  and  pioneering  work  of  the 
medical  archivists  of  New  York. 

Respectfully  submitted, 

Paul  S.  Striker,  M.D.,  Chairman 

MEMBERSHIP 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  are: 
Franz  L.  Ebstein,  M.D.,  Chairman  Queens 

Maria  A.  Crea,  M.D Niagara 

Glen  M.  Ebersole,  M.D.  Chautauqua 

Abraham  W.  Freireich,  M.D Nassau 

Nathaniel  J . Hurst,  M.D.  Monroe 

Richard  A.  Knutson,  M.D New  York 

Morton  Kurtz,  M.D.  Queens 

Donald  A.  Richter,  M.D.  Franklin 

Ravinda  F.  Shah,  M.D Oswego 

Wayne  C.  Templer,  M.D.  Steuben 

William  A.  Whvland,  M.D.  Rensselaer 

The  Committee  on  Membership  held  its  first  meeting 
on  June  19,  1974,  at  the  headquarters  of  The  Medical 
Society  of  the  State  of  New  York.  Franz  L.  Ebstein, 
M.D.,  chairman,  greeted  his  newly  formed  committee 
and  stated  the  Council’s  mission  for  the  committee:  To 

Study  Unified  Federation  Membership  and  to  De- 
velop Ways  and  Means  for  Membership  Recruit- 
ment and  Retention. 

Dr.  Ebstein  then  posed  two  important  questions:  1. 
Can  the  job  be  done?  2.  Can  the  committee  be  produc- 
tive? The  committee  voted  “yes”  to  both  questions. 


286  New  York  State  Journal  of  Medicine/ January  1975 


The  committee  first  discussed  membership  problems 
and  then  the  possible  solutions  to  these  problems. 

The  problems  were  identified  as: 

1.  To  increase  membership  rather  than  increase 
dues. 

2.  To  attract  young  physicians  to  membership. 

3.  To  attract  physicians  who  are  medical  school 
faculty,  on  hospital  staffs,  in  industrial  medicine. 

4.  To  bring  our  large  percentage  of  foreign  gradu- 
ates into  active  participation. 

5.  To  offset  or  integrate  specialty  groups  and  mi- 
nority groups  which  have  organized  independently. 
The  possible  solutions  suggested  were: 

1.  Conducting  a person-to-person  solicitation  for 
membership. 

2.  Offering  membership  to  interns,  residents,  and 
students  with  a very  nominal  fee  for  dues.  Asking 
county  societies  to  rewrite  their  bylaws  to  conform 
with  State  Society  Bylaws. 

4.  Calling  for  an  active  membership  campaign  by 
AMA. 

5.  Showing  interns  and  residents  concrete  evi- 
dence of  state  and  county  societies  helping  them  with 
their  problems. 

6.  Letting  physicians  know  the  benefits  we  have  to 
offer,  insurance,  improved  publications,  etc. 

7.  Developing  a more  militant,  aggressive  attitude; 
assisting  physicians  with  their  individual  problems. 

8.  Instituting  a vigorous  membership  campaign. 
Identifying  to  doctors  the  forces  opposing  them; 
meeting  problems  head  on. 

9.  Conducting  an  active  campaign  to  inform  the 
public  of  the  malpractice  problem. 

10.  Suggesting  that  doctors  pay  “tax  deductible” 
dues  to  the  medical  society. 

The  committee  resolved  to  attempt  the  following: 

1.  To  increase  membership  in  the  national  federa- 
tion. 

2.  To  activate  our  existing  membership. 

3.  To  motivate  the  foreign-born  and  foreign-edu- 
cated members. 

4.  To  use  AMA  materials. 

5.  To  review  Constitutions  and  Bylaws  re  residents 
and  interns. 

6.  To  identify  the  membership  potential  aided  by 
computer  printouts  from  the  AMA. 

7.  To  present  this  resolution  to  the  Council: 
Resolved,  That  all  county  medical  societies  be 

asked  to  establish  a “junior”  membership.  The  fee 

for  this  membership  which  would  include  residents, 

interns,  and  students  would  be  no  less  than  $1  and 

no  more  than  $10. 

At  the  second  meeting  of  the  Committee  on  Wednes- 
day, September  18,  1974,  Abraham  W.  Freireich,  M.D., 
reported  that  the  Council  on  September  12  approved 
the  committee’s  resolution  that  all  county  medical  so- 
cieties be  asked  to  establish  a “junior”  membership  cat- 
egory. However,  he  said  the  resolution  submitted  is 
vague  and  the  committee  should  present  a new  resolu- 
tion in  more  precise  language  with  respect  to  the  dues 
and  separate  interns  and  residents  from  students. 

Richard  A.  Knutson,  M.D.,  proposed  that  “junior” 
membership  in  MSSNY  have  dues  of  $20  to  $25,  a more 
realistic  figure.  He  said,  if  a voting  membership  were  to 


be  established,  the  interns  and  residents  would  join  in 
rather  large  numbers. 

George  J.  Lawrence,  Jr.,  M.D.,  Director  of  the  Divi- 
sion of  Scientific  Activities,  reported  that  he  had  at- 
tended the  regional  meeting  of  SAMA  and  had  informed 
them  of  the  resolutions  passed  by  our  House  of  Dele- 
gates in  February  1974,  which  were  meant  to  increase 
the  participation  of  medical  students  in  the  State  Medi- 
cal Society. 

Dr.  Lawrence  told  the  Committee  on  Membership 
that  action  was  started  with  a group  from  MSSNY  and 
the  Committee  on  Interns  and  Residents  which  is  visit- 
ing four  New  York  City  Hospitals.  He  said  conditions 
were  found  to  be  deplorable.  These  projects,  Dr.  Law- 
rence said,  illustrate  how  MSSNY  is  working  with  young 
doctors  to  demonstrate  that  MSSNY  is  interested  in 
working  with  them  on  community  problems. 

Dr.  Knutson  said  that  the  State  Society  visitation  of 
the  City  hospitals  is  the  type  of  action  that  convinces  in- 
terns and  residents  that  the  State  Society  really  cares. 

Dr.  Lawrence  added  that  a Student  Affairs  Commit- 
tee has  been  appointed  which  will  represent  the  twelve 
medical  schools.  Plans  will  be  made  for  representatives 
to  meet  before  the  House  of  Delegates  convenes.  These 
twelve  representatives  will  elect  a delegate  to  the  House 
of  Delegates. 

Ravinda  F.  Shah,  M.D.,  Fulton,  said  foreign  medical 
graduates  are  shy,  they  want  to  become  acquainted. 
They  feel  put  down  by  organized  medicine.  They 
should  be  made  to  feel  that  they  are  on  equal  footing 
with  other  graduates.  They  are  ciriticized  in  medical 
publications.  Dr.  Shah  said  he  would  like  to  see  the  for- 
eign graduate  given  the  same  chance  as  the  native  born 
physician. 

Dr.  Ebstein  presented  a letter  which  he  recommended 
be  mailed  to  all  members  and  nonmembers  in  New  York 
State.  The  committee  was  in  favor  of  the  letter  being 
mailed  but,  as  no  budget  was  presently  available,  it  was 
suggested  that  the  Council  be  asked  for  approval  to 
make  the  mailing  and  for  an  adequate  budget. 

The  committee  agreed  that  better  progress  would  be 
made  if  it  was  divided  into  subcommittees  which  would 
meet,  act,  and  report  to  the  committee  as  a whole.  Dr. 
Freireich  was  appointed  chairman  of  a Subcommittee  on 
Students,  Interns,  and  Residents.  His  committee  will 
consist  of  Drs.  Knutson  and  Whyland.  Dr.  Kurtz  was 
appointed  chairman  of  a Subcommittee  on  Foreign 
Medical  Graduates,  whose  members  are  Drs.  Shah  and 
Hurst.  Dr.  Templer  was  appointed  chairman  of  a Sub- 
committee on  General  Membership,  whose  members  are 
Drs.  Richter,  Ebersole,  and  Crea. 

Dr.  Ebstein  greeted  Mrs.  Torrence  P.  B.  Payne,  Presi- 
dent, Woman’s  Auxiliary  of  the  MSSNY,  who  reported 
that  the  chairman  of  the  Woman’s  Auxiliary  Member- 
ship Committee  will  attend  meetings  of  the  MSSNY 
Committee  on  Membership  in  the  future. 

A ballot  on  tenure  was  taken.  The  results  were  as  fol- 
lows: members  through  1975  are  Drs.  Knutson,  Hurst, 
and  Ebersole;  members  through  1976  are  Drs.  Shah, 
Whyland,  Kurtz,  and  Richter;  members  through  1977 
are  Drs.  Freireich,  Ebstein,  Templer,  and  Crea. 

Respectfully  submitted, 

Franz  L.  Ebstein,  M.D.,  Chairman 
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PUBLIC  AND  PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Public  and  Professional  Rela- 


tions Committee  are: 

Milton  Rosenberg,  M.D.  Chairman Suffolk 

George  W.  Benninger,  M.D Orange 

Robert  E.  Good,  M.D Chemung 

David  B.  McDowell,  M.D Clinton 

Richard  B.  Nolan,  M.D New  York 

Jack  D.  O’Neil,  M.D. Steuben 

Thomas  D.  Pemrick,  M.D Rensselaer 

John  A.  Root,  M.D Onondaga 

William  C.  Stein,  M.D Niagara 


During  1974  the  Public  and  Professional  Relations 
Committee  continued  to  serve  the  needs  of  the  member- 
ship and  the  various  divisions  and  committees  of  the 
Medical  Society  of  the  State  of  New  York.  During  the 
year  the  committee  took  under  consideration  the  possi- 
bility of:  1)  issuing  membership  certificates;  2)  com- 

municating to  patients  via  printed  material  to  be  dis- 
tributed in  doctors’  offices;  3)  preparing  a slide  presen- 
tation reviewing  MSSNY  member  benefits;  and  4)  hold- 
ing a MSSNY  openhouse  (encouraging  members  to  visit 
MSSNY  headquarters).  The  committee  reviewed  the 
various  MSSNY  communications  media  (News  of  New 
York,  Ad  Rem,  New  York  State  Journal  of  Medicine 
and  Hotline)  and  the  necessity  of  obtaining  position  pa- 
pers from  the  appropriate  MSSNY  committees.  One  of 
the  most  important  subjects  reviewed  by  the  committee 
was  the  problem  of  the  medical  profession  in  New  York 
State  not  being  able  to  discipline  itself.  A survey  was 
conducted  on  discipline  systems  in  other  states  and  joint 
discussions  were  held  with  representatives  of  the  State 
Legislation  Committee.  Several  proposals  for  legisla- 
tion are  being  considered  and  the  committee  looks  for- 
ward to  the  introduction  of  a MSSNY  supported  bill  in 
the  1975  New  York  State  Legislature  to  improve  this  sit- 
uation. 

House  of  Delegates  Resolution  74-42,  Communi- 
cating to  the  Public.  The  Council  requested  the  Pub- 
lic and  Professional  Relations  Committee’s  opinion  and 
guidance  on  the  feasibility  and  merit  of  the  program 
concept  set  forth  in  House  of  Delegates  Resolution  74- 
42.  The  resolution  proposed  allocating  $10,000  to  ac- 
complish the  goal  of  communicating  the  views  of  orga- 
nized medicine  to  the  people  of  New  York  State  via  the 
purchasing  of  newspaper  space  and  advertising  time 
segments  on  the  electronic  media. 

At  the  committee’s  request,  the  Public  and  Profes- 
sional Relations  staff  researched  the  costs  involved  in 
developing  and  administering  a program  to  fulfill  the 
goals  of  HR  74-42.  The  report  concluded  that  a 
$700,000-800,000  budget  would  be  needed  to  provide 
the  required  statewide  basic  newspaper  coverage.  Since 
only  $10,000  had  been  provided  for  in  HR  74-42,  the 
committee  sought  further  information  and  instructed 
the  staff  to  design  and  conduct  a survey  to  determine 
the  desires  of  the  membership  for  such  a program  and 
the  willingness  to  fund  same  through  an  assessment.  A 
random  sample  survey  was  completed  in  early  August 
with  51.8%  of  the  membership  surveyed  responding. 


After  reviewing  the  survey  results  (Exhibit  A)  the 
committee  reported  to  the  Council  that  a program  to 
accomplish  the  goals  of  HR  74-42  has  merit,  is  feasi- 
ble, is  desired  by  the  membership,  and  has  the  sup- 
port of  the  committee.  The  committee  further  rec- 
ommended that  an  assessment  be  placed  on  all  mem- 
bers in  the  amount  of  $30  per  member  to  fund  the 
needed  and  desired  program.  The  Council  accepted 
the  report  and  referred  the  report  to  the  1975  House 
of  Delegates  for  action. 

Condensed  Survey  Report 
The  random  sample  survey  was  designed  by  applica- 
tion of  well-established  survey  principles  and  tech- 
niques resulting  in  the  greatest  dependability  given  ac- 
ceptable sampling  criteria.  The  sample  of  500  names 
was  selected  from  the  active  member  list  (23,672)  which 
is  maintained  in  MSSNY  files  by  zip  code.  Probability 
theory  permits  the  deduction  that  the  results  of  a ran- 
dom survey  will  agree  with  results  that  would  have  been 
obtained  if  the  entire  universe  of  member  physicians 
had  been  surveyed. 

Of  the  500  surveys  mailed,  a total  of  259  surveys  was 
returned  equaling  a 51.8%  response  (Exhibit  A).  This  is 
considered  an  exceptionally  high  return  under  any  cir- 
cumstances and  particularly  so  during  summer  vacation 
period  when  the  sample  group  was  given  only  10  days  to 
respond. 

The  director  of  the  Division  of  Research  and  Planning 
confirmed  that  the  random  selection  base  used  and  re- 
lated criteria  were  statistically  valid.  He  concluded,  “I 
can  see  no  reason  that  would  invalidate  the  statistical 
projections  of  this  survey  . . . By  national  standards  of 
mail  survey  response,  this  survey  was  a remarkable  suc- 
cess. The  average  response  for  a survey  of  this  type  is 
usually  between  2%  and  5%.  The  51.8%  returned  is  sig- 
nificant of  the  concern  of  physicians  and  their  desire  to 
participate  in  activities  of  this  nature.  Inasmuch  as  the 
survey  response  by  area  is  in  close  correlation  with  the 
total  membership  by  area,  (Exhibit  B),  I see  no  reason 
to  reject  any  part  of  this  survey,  but  rather  use  the  re- 
sults as  indicators  in  planning,  funding,  and  initiating  a 
sound  communication  program.” 

Public  Service  Radio  Programs.  The  committee 
received  approval  from  the  Council  to  establish  a series 
of  public  service  radio  programs  to  be  sent  to  a select 
group  of  stations  in  New  York  State.  The  committee 
feels  that  the  public  considers  organized  medicine  as 
being  concerned  only  with  selfinterest  programs  and 
that  a public  service  radio  series  covering  health  and  re- 
lated socioeconomic  subjects  could  be  an  extremely 
valuable  tool  in  communicating  that  physicians  are  con- 
cerned about  the  public’s  welfare. 

MSSNY  Staff  Background  Information.  The  Coun- 
cil approved  the  committee’s  recommendation  that  the 
New  York  State  Journal  of  Medicine  published  a com- 
prehensive review  of  the  MSSNY  operating  structure 
and  staff  personnel  on  a yearly  basis. 

Workshop  For  Physicians.  The  committee  re- 
ceived Council  approval  for  the  development  of  a pilot 
workshop  for  New  York  State  physicians  to  be  conduct- 
ed in  conjunction  with  the  AMA. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 
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EXHIBIT  A 


Questionnaire 


House  Resolution  74-42  calls  for  the  prompt  estab- 
lishment of  intensive,  professionally-produced,  State- 
wide communication  with  the  public  to  convey  the  true 
facts  regarding  the  delivery  of  health  care  and  other 
issues  involving  medical  practice. 


Q.  MSSNY  should  purchase  newspaper  space  and  Q.  The  primary  topics  which  I feel  should  be  includ- 
radio/TV  time  as  the  only  sure  way  of  having  medicine’s  ed  in  such  a public  education  program  are: 
message  accurately  communicated. 


A.  178 — Yes  80 — No  1 — No  Answer 


Q.  Educating  the  public  by  purchasing  space  and 
time  would  be  an  expensive  program,  beyond  the  limits 
of  the  present  MSSNY  budget.  To  fund  a professional- 
ly produced  program  I am  in  favor  of  an  individual 
member  surcharge  in  the  amount  of: 


A.  Responses 
114 
136 
132 
71 
71 
152 
122 


Subject 

Record  Confidentiality 
Liability  Insurance  Costs 
Third  Party  Intervention 
Fee  Limitation 
Hospital  Privileges 
Governmental  Regulations 
Control  of  Practice 


Totals  More  Than  259  because  of  multiple 
selection  responses  to  this  question. 


A.  83— $20  18— $35  32— $50 

122— I DO  NOT  AGREE  4— NO  ANSWER 
(133  vs.  122) 


Q.  MSSNY  should  also  establish  a communication 
project  to  educate  the  public  on  how  to  improve  their 
health  through  better  nutrition,  exercise,  etc. 

A.  171 — Yes  81 — No  7 — No  Answer 


EXHIBIT  B 


Area 

Area 

Area 

Area 

Area 

No 

=1 

=2 

*3 

=4 

=5 

Zip 

TOTAL 

Response  to  Survey  By  Area* 

71% 

5% 

2% 

9% 

10% 

3% 

100% 

MSSNY  Membership  Distribution 

76% 

4% 

3% 

9% 

8% 

— 

100% 

* Survey  Area 

Area  § 1 — MSSNY  District  Branches  1,  2 & 9 
Area  §2— MSSNY  District  Branch  3 
Area  # 3 — MSSNY  District  Branch  6 
Area  § 4 — MSSNY  District  Branches  7 & 8 
Area  f 5 — MSSNY  District  Branches  4 & 5 
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District  Branches 


SECOND  DISTRICT  BRANCH 

The  Second  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  held  its  Annual  Meeting  on  Octo- 
ber 30,  1974.  The  Biennial  election  of  District  Branch 
officers  was  held  with  the  following  results: 

President  Clement  J.  Boccalini,  M.D. 

1st  Vice-President Leonard  Weitzman,  M.D. 

2nd  Vice-President  John  A.  Billows,  M.D. 

Secretary Noel  H.  Miller,  M.D. 

Treasurer Samuel  Cytryn,  M.D. 

District  Delegate Phillip  I.  Levitan,  M.D. 

The  program  for  the  Annual  Meeting  was  an  indepth 
discussion  regarding  the  American  Medical  Association. 
The  guest  speakers  at  this  program  were  Tom  Nesbitt, 
M.D.,  Speaker,  House  of  Delegates,  AMA,  and  James  M. 
Blake,  M.D.,  Trustee,  AMA. 

Since  most  of  the  programs  undertaken,  on  a joint 
basis  between  the  two  County  Medical  Societies  which 
make  up  the  Second  District  Branch,  were  achieved  on  a 
direct  relationship  basis,  the  District  Branch  itself  had  a 
relatively  inactive  year. 

Respectfully  submitted, 

Phillip  I.  Levitan,  M.D.  President 


SEVENTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Seventh  District  Branch  had  an  active  year  with 
varied  interests  and  activities. 

A campaign  was  initiated  to  enroll  members  in  the 
American  Medical  Association.  Detailed  guides  for  the 
campaign  were  provided  through  the  cooperation  of  the 
AMA  and  the  Medical  Society  of  the  State  of  New  York. 
This  resulted  in  an  additional  40  or  50  new  members. 

The  Seventh  District  Branch,  in  cooperation  with 
ROCOM  (Medical  Record  System)  sponsored  a seminar 
on  problem  oriented  record  keeping  for  physicians  in 
the  district  branch  on  February  21,  1974.  The  Seminar 
was  well  attended  with  over  75  participants  and  was  a 
definite  aid  to  the  physicians  in  improved  record  keep- 
ing. 

A survey  was  conducted  on  PSRO  which  resulted  in 
98  per  cent  of  physicians  replying,  indicating  they  were 
in  favor  of  the  Genesee  Region  PSRO.  Subsequently, 
the  Genesee  Region  PSRO  was  formally  organized, 
funds  obtained  to  support  the  planning  effort,  and  staff 
employed  with  the  objective  of  obtaining  a conditional 
designation  as  the  Genesee  Region  PSRO  for  Area  II  of 
New  York  State.  All  parts  of  the  district  are  represent- 
ed on  the  committee  and  board  structure  of  this  organi- 
zation. By  the  time  this  report  is  made  to  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York,  we  should  know  whether  or  not  we  have  received 
our  designation. 


The  district  branch  continued  to  support  the  Monroe 
Plan,  which  is  a foundation  for  medical  care.  Interest 
in  its  sponsored  programs  has  been  developing  outside 
of  Monroe  County.  Many  of  the  patients  presently  en- 
rolled through  the  Blue  Cross/Blue  Shield  underwriting 
include  patients  from  counties  surrounding  Monroe 
County.  The  plan  has  grown  considerably  in  the  last 
year,  and  is  the  leading  program  of  the  three  health  care 
alternative  plans  presently  being  offered  in  Monroe 
County. 

The  Seventh  District  Branch,  in  cooperation  with  the 
Eighth  District  Branch,  sponsored  its  usual  caucus  and 
delegates  meetings  at  the  annual  meeting  of  the  State 
Society.  Outstanding  events  that  occurred  at  this  activ- 
ity were  the  election  of  Lynn  R.  Callin,  M.D.,  as  presi- 
dent of  the  Medical  Society  of  the  State  of  New  York; 
the  reelection  of  Charles  D.  Sherman,  Jr.,  M.D.,  as  coun- 
cilor; and  the  election  of  Joseph  J.  Kaufman,  M.D.,  as  a 
delegate  to  the  American  Medical  Association. 

The  district  branch  continued  its  efforts  to  organize  a 
program  to  bring  physicians  into  the  rural  areas  of  the 
district  branch.  Ralph  C.  Parker,  Jr.,  M.D.,  has  chaired 
this  activity,  and  the  program  is  based  on  surveys  and 
information  which  he  has  conducted  over  a period  of 
time.  Requests  to  the  Rochester  Regional  Medical  Pro- 
gram for  funding  to  organize  a district-sponsored  re- 
cruiting program,  unfortunately  were  not  realized. 

The  district  branch  concerned  itself  with  the  guide- 
lines for  sterilization  in  the  Medicaid  program,  working 
in  conjunction  with  Monroe  County’s  Maternal  Welfare 
Committee.  A position  was  taken  of  strong  opposition 
to  dual  standards  of  private  patient  care  vs  Medicaid 
patients.  It  was  also  felt  that  the  New  York  State  At- 
torney General  should  reinterpret  the  guidelines  for 
sterilization  in  view  of  recent  United  States  Supreme 
Court  rulings  and,  until  these  have  been  accomplished, 
the  Seventh  District  Branch  committee,  headed  by  Wil- 
liam E.  Achilles,  M.D.,  of  Ontario  County,  will  continue 
to  work  with  the  Regional  Health  Department  represen- 
tatives on  individual  cases.  None  have  been  referred 
since  this  decision. 

The  district  branch  was  active  in  the  field  of  legisla- 
tion, taking  a position  of  opposition  to  the  utility  type 
health  service  agencies  which  have  been  proposed,  and 
also  supporting  the  establishment  of  malpractice  media- 
tion panels.  The  latter  legislation  was  passed  by  the 
New  York  State  Legislature,  and  a program  to  establish 
the  panels  in  the  district  has  been  organized. 

During  the  year,  the  Seventh  District  Branch  spon- 
sored an  umbrella  malpractice  insurance  program  and 
then  lost  its  carrier  for  the  malpractice  insurance  um- 
brella coverage.  Mr.  Charles  J.  Sellers  Jr.,  has  been 
able  to  obtain  another  carrier  to  continue  this  protec- 
tion. 

The  Joint  Annual  Convention  of  the  Seventh  and 
Eighth  District  Branches  was  held  in  Acapulco,  October 
6-13,  1974,  at  the  Princess  Resort. 

Five  scientific  sessions  were  held  Monday  through 
Friday  and  included  the  following  subjects: 
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1.  Medical  Care  in  Mexico,  Guillermo  Fajardo, 
M.D.; 

2.  The  Study  of  Disease  Through  Radiologic- 
Pathologic  Correlation,  Rlias  G.  Theros,  M.D.; 

3.  Ob-Gyn  Hospital  Reds  and  Planning,  David  L. 
Koch.  M.D.; 

4.  The  Road  Ahead,  Ernest  B.  Howard,  M.D.; 

5.  PSRO  Panel,  Kenneth  H.  Eckhert,  M.D., 
Thomas  E.  Cardillo,  M.D.,  Victor  J.  Tofany,  M.D., 
Paul  Sum,  M.D.,  Ernest  B.  Howard,  M.D. 

State  Medical  Society  President,  Lynn  R.  Callin, 
M.D.,  was  the  guest  speaker  at  the  annual  banquet, 
which  concluded  a well  attended  (300  physicians  and 
their  wives)  and  very  informative  meeting. 

The  1974  Annual  Meeting  of  the  Seventh  District 
Branch  is  scheduled  to  be  held  October  29,  1974.  At  the 
time  of  this  writing  the  meeting  has  not  been  held. 
Subjects  that  will  be  discussed  at  the  time  of  the  annual 
meeting  include  the  development  of  the  Genesee  Region 
PSRO;  the  Ob-Gyn  bed  problem  with  the  New  York 
State  Health  Department  and  the  Comprehensive 
Health  Planning  Agency;  New  York  State  legislation  ac- 
tivities and  concerns;  and  the  proposed  health  service 
agency  proposals  for  utility  type  planning  agencies. 
The  development  of  national  health  insurance  is  anoth- 
er major  concern  for  discussion  at  that  meeting. 

It  has  been  a busy  and  difficult  year,  principally  be- 
cause of  the  increasing  legislation  and  regulations  which 
govern  the  health  providers.  The  attitude  of  this  dis- 
trict branch  has  been  to  cooperate  to  the  extent  possible 
and,  at  the  same  time  to  maintain  the  freedom  of  the 
medical  profession.  It  is  becoming  more  difficult  every 
year.  Leadership  and  willing  assistance  from  physi- 
cians as  a unified  organization  is  essential  if  we  are  to 
successfully  handle  the  many  problems  with  which  we 
are  confronted. 

Respectfully  submitted, 

David  L.  Koch,  M.D.,  President 


EIGHTH  DISTRICT  BRANCH 

To  the  House  of  Delegates  Ladies  and  Gentlemen: 

This  is  the  second  and  final  annual  report  of  my  two- 
year  term  of  office  as  the  president  of  the  Eighth  Dis- 
trict Branch.  In  accordance  with  the  Bylaws  of  the 
Branch,  the  president-elect,  Paul  Sum,  M.D.,  of  Sala- 
manca, New  York,  will  assume  the  chair  as  president  as 
of  the  close  of  the  annual  meeting  of  the  Medical  Society 
of  the  State  of  New  York  on  March  13,  1975. 

Soon  after  the  beginning  of  my  term  of  office,  several 
of  the  county  societies  almost  simultaneously,  suggested 
that  the  Eighth  District  Branch  was  the  logical  forum 
for  discussion  of  the  feasibility  of  forming  the  Profes- 
sional Service  Review  Organization  mandated  by  the 
1972  Amendments  to  the  Social  Security  laws.  And  so, 
the  major  and  ongoing  activity  of  the  Eighth  District 
Branch  for  the  past  eighteen  months  has  been  the  spon- 
sorship, formation,  and  implementation  of  a Profession- 
al Service  Review  Organization. 

From  the  very  inception  of  the  Steering  Committee, 
back  in  March  of  1973,  we  have  had  consistent  and 
wholehearted  support  and  effort  by  each  member  of  this 
group,  representative  of  and  designated  by  each  of  the 


county  medical  societies,  the  Osteopathic  Association 
and  the  District  Branch. 

The  Steering  Committee,  having  agreed  that  the  geo- 
graphical territory  of  the  Eighth  District  Branch  was 
also  valid  as  the  boundary  for  a PSRO,  petitioned  the 
Secretary  of  Health,  Education,  and  Welfare  through  the 
mechanism  of  a hearing  in  Albany,  New  York,  to  so  des- 
ignate our  area.  This  having  been  accomplished,  the 
committee  undertook  the  job  of  formulating  bylaws, 
proposing  a modest  voluntary  assessment  of  the  county 
societies  and  osteopathic  group  for  “seed  money,  and 
then,  filing  for,  and  obtaining  papers  of  incorporation 
for  the  Erie  Region  PSRO,  Inc.”  The  Branch  Steering 
Committee  then  became  the  initial  Board  of  Directors 
for  the  incorporated  PSRO.  I think  it  would  be  most 
appropriate  at  this  point  to  recognize  those  individuals 
comprising  the  Steering  Committee  who  have  given  so 


much  of  their  time  and  effort: 

Irwin  Felsen,  M.D Allegany  County 

James  A.  Doucett,  M.D Cattaraugus  County 

Dana  Wheelock,  M.D Chautauqua  County 

Bernard  M.  Reen,  M.D Erie  County 

Bruce  Baker,  M.D Genesee  County 

Maria  A.  Crea,  M.D Niagara  County 

Edward  A.  Barrett,  M.D Orleans  County 

Bruno  J.  Tryka,  M.D Wyoming  County 

Duane  H.  Tucker,  D.O. . . W.N.Y.  Osteopathic  Associa- 
tion 

Paul  Sum,  M.D.,  President-Elect Eighth  District 

Branch 


Kenneth  H.  Eckhert,  M.D.,  President  .Eighth  District 
Branch 

The  Erie  Region  PSRO  is  now  a formal,  separate  or- 
ganization, with  a six-month  funding  grant  from  the 
Federal  government  to  prepare  plans  for  the  next  phase — 
that  of  a conditionally  approved  agency  to  conduct  pro- 
fessional standards  review  under  the  Federal  laws. 

In  the  first  few  months  of  its  incorporation  more  than 
half  of  the  practicing  physicians  in  the  District  have 
signed  on  as  members,  giving  them  a voice  in  the  selec- 
tion of  directors,  and  the  formulation  of  criteria  for  the 
conduct  of  peer  review.  The  first  annual  meeting  and 
election  of  directors  has  been  called  and  the  Erie  Region 
PSRO,  Inc.  is  about  to  leave  the  District  Branch  nest 
and  try  its  wings.  We  wish  it  well  and  a minimal 
amount  of  frustration  with  Federal  redtape. 

As  in  past  years,  we  have  continued  our  active  liaison 
with  our  neighbors  in  the  Seventh  District  Branch,  the 
Rochester  area.  Our  delegates  caucused  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New 
York  in  New  York  City  last  February,  and  plans  are  now 
completed  to  caucus  together  during  the  next  annual 
session  to  be  held  in  March,  1975. 

In  cooperation  with  the  Seventh  District,  we  cospon- 
sored our  Annual  Joint  Convention,  held  in  Acapulco, 
Mexico,  October  6-13,  1974. 

The  following  scientific,  socioeconomic  sessions  were 
held: 

Monday,  October  7,  Medical  Care  in  Mexico,  Dr. 
Guillermo  Fajardo,  Professor  of  Hospital  Administra- 
tion, University  of  Mexico; 

Tuesday,  October  8,  The  Study  of  Disease  Through 
Radiologic-Pathologic  Correlation,  Elias  G.  Theros, 
M.D.,  Chief  and  Registrar,  American  Institute  of  Pa- 
thology, Washington,  D.C.; 
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Wednesday,  October  9,  Seminar  on  Obstetrical 
Beds  and  Planning — Where  Are  We  Going?,  David  L. 
Koch  M.D.,  President,  Seventh  District  Branch,  Mod- 
erator; 

Thursday,  October  10,  The  Road  Ahead  For  Medi- 
cine, Ernest  B.  Howard,  M.D.,  Executive  Vice  Presi- 
dent, American- Medical  Association, 

Friday,  October  11,  PSRO  Panel  Discussion,  mod- 
erated by  Kenneth  H.  Eckhert,  M.D.,  President, 
Eighth  District  Branch, 

Saturday,  October  12,  Report  of  the  President, 
Medical  Society  of  the  State  of  New  York,  Lynn  R. 
Callin,  M.D.,  Rochester,  New  York. 

We  look  forward  to  continuing  joint  efforts  by  the 
Seventh  and  Eighth  Districts  in  the  years  ahead. 

I should  like  to  take  note  of  two  exceptional  happen- 
ings within  the  Eighth  District  in  the  past  several 
months: 

1. )  A significant  and  substantial  step  was  taken 
by  the  County  Medical  Societies  of  Niagara,  Genesee, 
and  Orleans  upon  the  establishment  of  a joint  admin- 
istrative office  and  the  engagement  of  a fulltime  ad- 
ministrator for  the  three  counties.  Even  though  this 
was  not  a Branch  effort,  we  are  pleased  to  note  that 
our  colleagues  have  made  this  commitment.  Mr.  Wil- 
liam Carbone  is  the  executive. 

2. )  Our  endorsed  insurance  administrators,  the 
Charles  J.  Sellers  Company  contacted  96  insurance 
companies  and  finally  succeeded  in  obtaining  a re- 
placement carrier,  Merchants  Mutual  Insurance  Com- 
pany of  Buffalo,  to  insure  our  Branch  program  of  um- 
brella liability  protection.  Employers  Fire  Insurance 
Company,  the  superseded  carrier,  had  served  notice 
that  it  would  no  longer  renew  the  umbrella  program, 
since  it  was  withdrawing  from  the  malpractice  insur- 
ance market. 

The  Annual  Meeting  of  the  Eighth  District  Branch 
was  held  on  Tuesday,  November  5,  1974,  in  Williams- 
ville,  New  York  and  the  following  were  nominated  and 
elected  to  be  officers  of  the  Branch  for  the  two-year  pe- 
riod commencing  with  the  close  of  the  March,  1975 
Meeting  of  the  Medical  Society  of  the  State  of  New 


York  House  of  Delegates: 

President,  Paul  Sum,  M.D Cattaraugus 

President-Elect,  William  Stein,  M.D.  Niagara 

Secretary,  George  Taylor,  M.D.  Allegany 

Treasurer,  Carmelo  Armenia,  M.D Erie 

Past  President  and  Delegate,  Kenneth  H.  Eckhert, 

M.D.  Erie 


I believe  you  will  agree  that  the  Branch  acted  deci- 
sively, and  cohesively,  in  the  matter  of  pulling  together 
the  PSRO  program.  There  is  no  reason  to  believe  it 
cannot  address  itself  to  other  major  problems  of  area- 
wide concern  with  as  much  effectiveness.  Matters  af- 


fecting the  practice  of  medicine  and  community  health 
deserve  more  of  our  attention  as  a District  Branch. 

As  the  District  Branch,  we  must  develop  more  effec- 
tive liaison  with  third  party  health  insurance  payers,  re- 
gional and  county  health  departments,  our  State  and 
County  legislators,  and  the  Comprehensive  Health 
Planning  Agency  and  county  governments. 

In  closing  this  report,  I wish  to  express  my  apprecia- 
tion for  the  excellent  cooperation  of  the  component 
county  medical  societies  officers  who  cooperated  when 
called  upon,  to  the  administrative  staff,  to  our  allies  in 
the  Seventh  District  Branch,  and  especially  to  Richard 
F.  Treccase,  Warren  Mutz  and  Joseph  Guariglia.  I 
thank  you  for  the  privilege  of  having  served  as  your 
president. 

Respectfully  submitted, 
Kenneth  H.  Eckhert,  M.D.,  President 


NINTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Annual  Meeting  of  the  Ninth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  was  held 
on  Monday,  February  25,  1974,  at  the  Americana  Hotel 
in  New  York  City.  Westchester  County  was  host  and 
twenty  members  were  present. 

The  report  of  President  Garrett  W.  Vink,  M.D.,  cov- 
ered meetings  held  during  the  year.  Subjects  discussed 
were  PSRO  and  legislation,  as  well  as  medical  topics  of 
concern  to  physicians,  including  a Venereal  Disease 
Seminar  at  the  Hilton  Inn  in  Tarrytown,  New  York,  No- 
vember 28,  1973.  Plans  for  increasing  activity  for  the 
district  were  considered. 

It  was  proposed  that  a luncheon  meeting  be  held  on 
Sunday  at  12  Noon  prior  to  the  meeting  of  the  House  of 
Delegates  next  year,  so  that  discussion  and  decisions  can 
be  made  in  advance  of  the  meeting  and  can  be  imple- 
mented at  the  time  of  the  meeting. 

A special  effort  will  also  be  undertaken  to  get  the 
presidents  and  executive  secretaries  of  the  component 
societies  to  the  district  meetings. 

The  following  slate  of  officers  of  the  Ninth  District 
Branch  was  elected  to  serve  until  February  1976. 

President Burton  Allyn,  M.D.,  Rockland 

1st  Vice  President . .James  K.  Keeley,  M.D.,  Dutchess 
2nd  Vice  President  . .Leonard  S.  Weiss,  M.D.,  Orange 

Secretary Allison  B.  Landolt,  M.D.,  Westchester 

Treasurer  John  Simmons,  M.D.,  Putnam 

Delegate Burton  Allyn,  M.D.,  Rockland 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Secretary 
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CONVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1974  Convention  Committee  consisted  of  the  fol- 


lowing: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

Frank  LaGattuta,  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

Joseph  G.  Zimring,  M.D Nassau 

Norman  S.  Moore,  M.D.,  ex  officio Tompkins 


The  168th  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  February  24  through 
28,  1974,  at  the  Hotel  Americana  in  New  York  City. 
The  following  are  the  attendance  figures: 


GENERAL  ATTENDANCE 


Sun. 

Mon. 

Tues. 

Wed. 

Total 

♦Physicians 

♦♦Ailied 

1321 

275 

301 

289 

2186 

Professions 

215 

84 

92 

208 

599 

Guests 

305 

100 

67 

64 

536 

Totals 

1841 

459 

460 

561 

3321 

Technical 

Exhibitors  550 

GRAND  TOTAL  3871 

* Includes:  House  of  Delegates 

**  Includes:  Dentists,  Ph.D.’s,  medical  students,  nurses,  med- 
ical technicians,  etc. 


SCIENTIFIC  SECTION  AND  SESSION 
ATTENDANCE 
General  Sessions 

Sunday 200 

Monday 50 

Tuesday 150 

Wednesday 300 

Total  700 

Sections  and  Sessions 

Allergy 40 

Anesthesiology 60 

Archives 30 

Chest  Diseases  200 

Data  Processing 48 

Dermatology  & Syphilology  80 

Emergency  Health  Services  140 

(with  Preventive  Medicine  & Public  Health) 

Family  and  General  Practice  70 

(with  Obstetrics  & Gynecology) 

Gastroenterology  and  Proctology 90 

(with  Pathology) 

Internal  Medicine 500 

Medical  Legal  & Workmen’s  Compensation 

Matters 52 

(with  Occupational  Medicine) 

Neurology 35 

Neurosurgery 40 

Obstetrics  & Gynecology 70 

(with  Family  & General  Practice) 

Occupational  Medicine 52 

(with  Medical  Legal  & Workmen’s  Compensation 
Matters) 

Ophthalmology 40 


Orthopedic  Surgery 40 

Otolaryngology 125 

(with  Radiology) 

Pathology  90 

(with  Gastroenterology) 

Pediatrics  60 

(with  Psychiatry) 

Physical  Medicine  & Rehabilitation  35 

Plastic  and  Reconstructive  Surgery 150 

Preventive  Medicine 140 

(with  Emergency  Health  Service) 

Psychiatry 60 

(with  Pediatrics) 

Radiology 125 

(with  Otolaryngology) 

School  Health 40 

Space  Medicine 50 

Surgery  50 

Urology 50 


Scientific  Meetings.  In  general,  attendance  at  sci- 
entific meetings  has  not  increased  greatly  over  the  years, 
except  for  those  sections  which  have  combined  for  joint 
meetings.  However,  the  Section  on  Chest  Diseases  in- 
creased from  125  in  1973  to  200  in  1974.  It  was  noted 
that  physcians  are  attending  more  than  one  meeting,  re- 
turning on  consecutive  days. 

The  Section  on  Internal  Medicine  again  combined 
with  the  Wednesday  General  Session  for  an  all-day 
meeting  on  the  lung,  with  excellent  attendance.  The 
Session  on  Neurology  was  voted  a Section  and  presented 
the  first  meeting  as  such  with  an  attendance  of  35. 

The  Cochairmen  of  the  Scientific  Program  Commit- 
tee, Doctors  Edward  A.  Burkhardt,  Stephen  Nordlicht, 
William  B.  Rawls,  Maxwell  Spring  and  Leo  J.  Swirsky, 
are  congratulated  upon  assembling  their  excellent  gen- 
eral session  programs. 

Scientific  Exhibits.  Thomas  S.  Bumbalo,  M.D., 
Chairman,  and  his  committee  chose  37  exhibits.  Many 
hospitals  throughout  the  State  of  New  York  had  been 
contacted  through  their  chiefs-of-service,  to  submit  ap- 
plications for  exhibits.  Government  and  research  orga- 
nizations were  also  approached  for  suitable  exhibits.  In 
order  to  increase  the  flow  of  traffic  through  the  techni- 
cal exhibits,  the  scientific  exhibits  were  separated  and 
set  up  at  either  end  of  Albert  Hall.  This  did  not  work 
out  to  the  advantage  of  either;  accordingly,  the  previous 
arrangement  will  be  restored  for  1975.  The  chairman 
thanks  the  members  of  his  committee  for  reviewing  the 
applications  and  attending  the  meeting  to  select  the 
suitable  exhibits.  He  renders  thanks,  also,  to  Mollie 
Pesikoff,  whose  intelligent  cooperation  was  an  asset  to 
the  scientific  exhibit  program. 

Scientific  Motion  Pictures.  James  J.  Quinlivan, 
M.D.,  Chairman,  presented  an  excellent  motion  picture 
program.  The  State  Department  of  Health  again  sent  a 
member  of  its  staff  to  supervise  the  showing  of  films,  to 
take  attendance,  and  to  answer  questions  with  respect 
to  obtaining  the  films  for  use  by  outside  medical  agen- 
cies. We  are  grateful  again  to  the  State  Department  of 
Health  for  its  valuable  cooperation.  Of  the  65  films 
shown,  the  greatest  interest  displayed  was  in  the  three 
films  on  medical  genetics.  Total  attendance  at  the  Sci- 
entific Motion  Picture  Program  was  1208.  (Report  of 
Film  Library,  page  294) 
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Scientific  Exhibits  Awards.  Albert  H.  Douglas, 
M.D.,  Chairman,  and  his  committee  viewed  the  many 
exhibits  individually  and  then  met  to  evaluate  and 
choose  the  winning  exhibits.  Temporary  certificates 
were  presented  to  the  award-winning  exhibitors,  and 
following  the  convention,  properly  inscribed  certificates 
were  sent  them.  The  names  of  the  award  winners  ap- 
pear on  page  1138,  #7  Volume  74  of  the  June  1974  Issue 
of  the  New  York  State  Journal  of  Medicine. 

This  annual  report  of  the  scientific  program  would 
not  be  complete  without  recording  with  regret  the  re- 
tirement of  Norman  S.  Moore,  M.D.,  from  his  position 
as  Director  of  the  Division  of  Scientific  Activities  of 
MSSNY.  The  contributions  of  this  distinguished  phy- 
sician to  the  quality  and  character  of  the  scientific  pro- 
grams structured  and  presented  over  the  last  decade  are 
legion.  We  are  all  indebted  to  him  for  this  leadership 
and  special  expertise. 

The  chairman  also  thanks  the  members  of  his  com- 
mittee and  again  records  special  thanks  to  Miss  Mollie 
Pesikoff,  whose  intelligent  and  diligent  efforts  contrib- 
ute greatly  to  the  success  of  these  programs. 

Technical  Exhibits.  William  B.  Rawls,  M.D.,  Chair- 
man. Mrs.  Camille  M.  Cunningham,  technical  exhibits 
manager,  reports  that  all  available  booth  space  at  the 
1974  Annual  Convention  was  sold,  resulting  in  an  in- 
crease in  revenue  from  previous  years.  It  should  be  re- 
peated that  the  technical  exhibitors,  who  are  charged  for 
their  space  contribute  substantially  in  reducing  the  ex- 
penditures of  our  annual  meeting.  All  members  and 
guests  should  continually  be  urged  to  support  the  exhi- 
bitors by  visiting  the  exhibit  hall.  Mrs.  Cunningham’s 
able  management  of  this  part  of  the  program  is  very 
much  appreciated. 

Dinner  Dance.  Arthur  H.  Diedrick,  M.D.,  Chair- 
man. Approximately  300  members  and  guests  attended 
the  banquet  in  honor  of  Thomas  F.  McCarthy,  M.D., 
outgoing  President.  The  reception  and  cocktail  party 
was  followed  by  dinner,  at  which  Henry  I.  Fineberg, 
M.D.,  served  as  toastmaster. 

Dr.  Diedrick  and  his  committee  are  again  to  be  con- 
gratulated upon  this  successful  event,  coordinated  with 
the  efforts  of  Mr.  George  Forrest  of  our  staff. 

House  of  Delegates.  The  House  of  Delegates  was 
convened  on  Sunday,  February  24,  and  adjourned  on 
Thursday,  February  28.  Elections  of  officers  and  dele- 
gates for  the  State  Society  were  held  on  the  last  day, 
February  28,  1974.  One  hundred  and  sixteen  resolu- 
tions were  brought  before  the  House  for  deliberation 
and  action  (see  June  1,  1974  issue  of  the  New  York  State 
Journal  of  Medicine  for  detailed  report). 

Two  of  the  highlights  of  this  annual  meeting  were  the 
presence  and  participation  of  both  Russell  B.  Roth, 
M.D.,  President,  and  E.  B Howard,  M.D.,  Executive 
Vice  President,  American  Medical  Association. 

1975  Convention.  At  the  time  of  this  report,  plans 
are  well  underway  for  the  scientific  program  of  the  1975 
Convention.  The  Convention  Committee,  the  Associate 
Chairmen  for  General  Sessions,  and  the  Scientific  Pro- 
gram Committee  have  held  meetings  and  presented  ten- 
tative programs.  The  director  of  the  Division  of  Scien- 
tific Activities,  George  J.  Lawrence,  Jr.,  M.D.,  who  as- 
sumed the  responsibilities  of  that  division  in  May,  is  ac- 
tively concerned  and  involved  in  the  development  and 
progress  of  all  phases  of  scientific  programs  for  the  1975 
Convention.  He  and  Thomas  S.  Bumbalo,  M.I).,  chair- 


man of  the  Scientific  Exhibits  Committee,  visited  and 
screened  the  exhibits  presented  at  the  last  AMA  Con- 
vention (June  1974)  and  invited  a number  of  exhibitors 
of  outstanding  presentations  to  attend  our  1975  conven- 
tion. Hospitals,  teaching,  and  research  institutions 
throughout  the  State,  Federal  government  agencies,  and 
other  known  sources  of  current  medical  advances  are 
being  approached  for  good  exhibits.  There  has  been  a 
sharp  curtailment  of  funds  for  the  display  of  scientific 
exhibits  throughout  the  United  States,  and  this  is  being 
reflected  in  the  decreased  requests  for  applications. 

An  Ad  Hoc  Committee  appointed  by  the  Council  to 
Study  the  Whole  Problem  of  Sections  and  Sessions,  held 
one  meeting  and  then  was  asked  to  convene  with  the  In- 
terspecialty Committee  for  another  meeting  concerning 
section  and  specialty  activities.  It  is  hoped  that  a sys- 
tem of  mutual  cooperation  between  the  recognized  spe- 
cialty societies  and  the  State  Medical  Society  will  en- 
hance the  convention  scientific  programs  and  help  to 
augment  the  attendance  at  the  meetings  of  the  specialty 
sections. 

A new  Session  on  Cardiovascular  Diseases  was  estab- 
lished by  the  Council  upon  the  recommendation  of  the 
Ad  Hoc  Committee;  however,  it  was  suggested  that  a 
moratorium  be  placed  on  establishing  new  sessions  until 
further  study  by  the  Council  and  its  committees  has 
been  completed.  The  name  of  the  Section  on  Gastroen- 
terology and  Proctology  was  changed  by  the  1974  House 
of  Delegates  to  the  Section  on  Gastroenterology  and 
Colon  and  Rectal  Surgery. 

The  American  Academy  of  Family  Practice  will  again 
be  requested  to  arrange  credit  for  those  scientific  pro- 
grams that  meet  their  current  criteria. 

Every  member  of  the  Society  and  especially  the  mem- 
bers of  the  many  committees  involved  with  the  annual 
meeting  are  well  aware  of  the  fact  that  this  Society’s 
dedicated  staff  is  the  backbone  of  any  successful  con- 
vention. They  deserve  a special  vote  of  thanks  from  all. 

I would  like  to  thank  Mollie  Pesikoff,  individually,  for 
her  dedication  and  invaluable  assistance. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

SCIENTIFIC  MOTION  PICTURES  LIBRARY 

Total  Number  of  Films  Shipped 


July  5,  1973  to  July  3,  1974 25,252 

Showings  (Reported)  62,233 

Attendance  (Reported) 1,711,477 


The  inventory  of  films  on  July  3,  1974  is  as  follows: 
1066  Titles 
3350  Films 

During  the  past  12  months  ending  July  3,  1974  film 
evaluation  of  older  titles  resulted  in  the  removal  of  73  ti- 
tles and  357  prints. 

At  the  Annual  Convention  of  the  Medical  Society  of 
the  State  of  New  York  at  the  Americana  in  February, 
1974,  65  medical  films  were  shown  over  a four  day  peri- 
od to  1208  professionals.  The  films  drawing  the  great- 
est number  of  viewers  were  the  three  Medical  Genetics 
films  seen  by  155  people. 

New  medical  and  nursing  films  added  to  the  Library 
July  5,  1973  to  July  3,  1974: 

Psychohormonal  Aspects  of  the  Menopause;  Post- 
menopausal Osteoporosis:  Differential  Diagnosis  and 
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Treatment;  The  Treatment  of  Acute  Drug  Overdose; 
Merry-Go-Round;  The  Assessment  of  Lingual  Sensa- 
tion and  Perception;  Dirofilaria  Immitis,  Develop- 
ment and  Transmission;  Alaryngeal  Speech;  Hearing 
and  Noise;  Can  You  Hear  Me;  Seasons;  Step  Aside, 
Step  Down;  Play  in  the  Hospital;  To  Live  with  Dig- 
nity; Audiscan  Cassettes-Training  (23) 

The  following  lists  the  Medical  Films  shipped  in  the 
eight  categories  for  the  year  July  5,  1973  to  July  3,  1974: 


Individual 

Films 

Shipments 

Used 

Private  Physicians 

119 

216 

Medical  Staffs  of  Hospitals 

2287 

3200 

Medical  Schools 

346 

482 

Pharmacy  Colleges 

0 

0 

Nursing  Schools 

4239 

5773 

Public  Health  Staffs 

778 

1126 

Voluntary  Health  Agencies 

419 

560 

Colleges-Bio-Sciences 

2079 

2757 

Medical  Services 


MEDICAL  CARE  INSURANCE 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Medical  Care  Insurance  is  com- 
posed of  the  following: 

Robert  D.  Fairchild,  M.D.,  Chairman  Onondaga 

Irving  Cramer,  M.D.  Oneida 

Franz  L.  Ebstein,  M.D.  Queens 

Sidney  I.  Etkin,  M.D.  Albany 

Samuel  H.  Madell,  M.D.  New  York 

Monte  Malach,  M.D.  Kings 

Robert  J.  O’Connor,  M.D.  Richmond 

Joseph  F.  Shanaphy,  M.D.  Richmond 

H.  Gregory  Thorsell,  M.D.  Chautauqua 

Daniel  H.  Webster.  M.D.  Clinton 

A meeting  was  held  on  June  6,  1974,  at  the  Medical 
Society  of  the  State  of  New  York,  Lake  Success,  New 
York. ' 


Resolution  74-7  ( Blue  Shield  Out-patient  Benefits 
Manual).  “Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Blue  Shield  Plans  to 
issue  to  all  physicians  a Blue  Shield  Benefits  Manual 
similar  to  that  issued  to  participating  hospitals  in  order 
to  simplify  the  understanding  of  the  benefits  allowed 
under  the  various  Blue  Shield  contracts.” 

The  numerous  and  varying  benefits  being  offered  by 
different  contracts,  not  only  by  Blue  Shield  but  also  by 
other  9-C  and  third  party  payors,  were  discussed.  Re- 
cently, there  has  been  increasing  coverage  of  out-of-hos- 
pital procedures.  The  cards  that  patients  present  do 
not  clearly  indicate  what  benefits  are  covered.  It  was 
moved  and  passed  that  further  action  on  this  resolution 
be  deferred  pending  a survey  by  the  MSSNY  to  deter- 
mine the  extent  of  the  problem  and  suggestions  from 
third  party  payors  for  an  acceptable  solution. 

As  part  of  the  above  discussion,  it  was  noted  that 
many  policies  are  now  being  written  that  cover  outpa- 
tient services  in  a hospital  setting  but  not  in  a physi- 
cian’s office.  There  is  evidence  that  comparable  ambu- 
latory services  provided  in  a physician’s  office  are  of 
higher  quality  and  less  costly  than  in  hospital  outpatient 
departments.  In  the  1974  Albany  legislative  session  the 
MSSNY  had  attempted  to  have  a bill  that  mandated 


health  insurance  coverage  of  hospital  outpatient  services 
widened  to  include  parallel  coverage  when  such  services 
are  rendered  in  physician’s  offices,  but  without  success. 
It  is  planned  to  seek  passage  of  such  extended  coverage 
in  the  1975  legislative  session. 

Resolution  74-51  (Health  Insurance  for  Complete 
Maternity  & Newborn  Care ).  Resolved,  That  the 
Medical  Society  of  the  State  of  New  York  affirm  and 
support  the  principles  of  model  bill  of  the  American 
College  of  Obstetricians  and  Gynecologists;  and  be  it 
further 

Resolved,  That  the  MSSNY  recommend,  endorse, 
and  support  enactment  of  model  bill  into  law  by  the 
Legislature  of  the  State  of  New  York;  and  be  it  further 

Resolved,  That  every  insurer  issuing  an  individual, 
group  or  hospital  service  corporation  policy  of  health  in- 
surance provide  for  coverage  for  complete  maternity 
care;  and  be  it  further 

Resolved,  That  such  coverage  should  include  com- 
plete maternity  care  as  follows:  (1)  treatment  associ- 

ated with  voluntary  control  of  reproduction,  (2)  normal 
obstetric  care,  (3)  all  complications  of  obstetrics,  (4) 
prenatal  care,  (5)  care  of  the  unborn  infant,  (6)  labor, 
delivery  and  puerperium,  and  (7)  newborn  care  from  the 
moment  of  birth  through  the  first  year  of  life;  and  be  it 
further 

Resolved,  That  complete  maternity  care  shall  be  pro- 
vided in  all  policies,  whether  single  or  family  coverage; 
and  be  it  further 

Resolved,  That  deductible  and  co-insurance  may  be 
allowed  if  the  usual,  customary  and  reasonable  charges 
for  maternity  services  are  reimbursed  to  the  same  per 
cent  or  proportion,  as  is  the  maximum  authorized  for 
reimbursement  of  the  usual,  customary  and  reasonable 
charges  for  other  surgical  procedures;  and  be  it  further 

Resolved,  That  total  maternity  coverage  shall  be 
given  in  all  policies  regardless  of  the  marital  status  of 
the  insured;  and  be  it  further 

Resolved,  That  in  order  to  provide  continuity  of  cov- 
erage, the  following  eligibility  period  shall  be  written 
into  all  insurance  policies  concerning  benefits  for  obstet- 
ric care — pregnancy  which  begins  while  the  insurance  is 
in  force  shall  be  covered  until  the  termination  of  the 
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pregnancy,  the  puerperium  and  until  discharge  of  the 
newborn  from  the  hospital  care  to  home;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  extend  its  influence  to  accomplish  this  end  ei- 
ther through  administration  channels  or  legislative 
change. 

Max  N.  Howard,  M.D.,  director,  Division  of  Medical 
Services,  reviewed  previous  actions  taken  by  the 
MSSNY  to  implement  the  intent  of  this  resolution.  A 
group  of  officers  and  staff  had  met  last  year  with  the  Su- 
perintendent of  Insurance  to  discuss  the  feasibility  of 
mandatory  coverage  as  an  integral  part  of  the  basic 
health  insurance  offered  to  the  public  in  New  York 
State,  and  to  fully  explore  the  problems  involved.  The 
Superintendent  did  not  favor  mandating  coverage,  ex- 
pressing the  opinion  that  the  public  should  be  offered 
various  policies  with  the  option  of  selecting  those  that 
met  personal  needs.  He  was  not  receptive  to  full  mater- 
nity and  well  newborn  care,  pointing  out  that  this 
would  be  chosen  only  by  those  who  planned  to  have  chil- 
dren and  would  be  more  expensive  than  if  paid  for  di- 
rectly since  there  would  be  added  on  an  administrative 
cost,  about  15%.  He  mentioned  that  where  such  cover- 
age was  offered  to  groups  as  an  optional  inclusion  at  a 
higher  premium,  there  had  been  few  who  had  selected  it. 

The  Superintendent  was  receptive  to  removing  the 
limitation  of  the  coverage  of  the  ill  newborn  from  the 
fifth  day,  mandating  insurance  coverage  of  such  infants 
from  the  moment  of  birth,  and  encouraged  a concrete 
proposal  from  the  MSSNY.  The  two  pediatrician  rep- 
resentatives invited  to  this  conference  were  to  draw  up 
such  a proposal. 

After  full  discussion  it  was  voted  to  recommend  that 
the  third  resolved  be  amended  by  inserting  the  words  “in 
the  basic  contract,”  to  read  as  follows:  Resolved,  That 
every  insurer  issuing  an  individual,  group  or  hospital 
service  corporation  policy  of  health  insurance  provide 
for  coverage  in  the  basic  contract  for  complete  materni- 
ty care. 

The  committee  approved  the  principles  of  this  resolu- 
tion and  recommended  to  the  Council  that  the  amended 
resolution  74-51  be  approved  and  forwarded  to  the  Su- 
perintendent of  Insurance  of  the  State  of  New  York,  re- 
questing implementation. 

Resolution  74-100  (Staff  Allocation  to  Committee  on 
Continuing  Postgraduate  Education):  The  committee 

was  of  the  opinion  that  this  matter  does  not  fall  within 
its  province  and  recommended  to  the  Council  that  it  be 
referred  to  the  Committee  on  Continuing  (Postgradu- 
ate) Education. 

Associated  Hospital  Service  of  New  York  (Blue 
Cross)  and  United  Medical  Service,  Inc.,  (Blue 
Shield)  Merger  in  Greater  New  York  Area.  Dr. 

Howard  reviewed  the  circumstances  that  led  to  the 
merger,  effective  June  1,  1974.  The  severe  financial  dif- 
ficulties that  Blue  Shield  experienced,  its  reserves  fall- 
ing below  the  2 V2%  statutory  requirement,  necessitated 
the  Superintendent  of  Insurance  to  take  measures  to  re- 
habilitate the  company.  The  Superintendent,  in  pre- 
ceding discussions,  had  indicated  that  no  solution  other 
than  a complete  merger  would  be  acceptable.  The 
State  Society,  in  an  attempt  to  arrive  at  a consensus  of 
the  involved  17  downstate  county  medical  societies  and, 
if  possible,  to  develop  an  alternative  to  the  complete 
merger,  called  four  emergency  meetings  of  the  represen- 


tatives of  those  county  medical  societies.  No  practical 
alternatives  developed  from  these  meetings,  with  the 
majority  indicating  that  they  would  vote  for  the  merger. 
The  Council  then  considered  the  problem,  felt  that  the 
merger  effected  a major  shift  from  a physician-oriented 
to  a hospital-oriented  plan,  and  that  this  would  be  detri- 
mental to  patient  care.  It  was  also  concerned  that  this 
would  be  but  the  first  step  in  forcing  mergers  of  other 
Blue  Plans  throughout  the  State.  Accordingly,  the 
Council  approved  a recommendation  that  MSSNY  vote 
against  the  merger,  which  it  did;  its  vote  was  the  only 
negative  one  of  the  39  votes  cast.  The  Bronx  County 
Medical  Society  had  intended  to  vote  in  the  negative 
but  an  unavoidable  delay  caused  its  representative  to 
arrive  too  late  for  its  vote  to  be  counted.  Because  of  its 
dissenting  vote  MSSNY  was  asked  to  and  did  file  an  af- 
fidavit in  the  Supreme  Court  stating  the  reasons  for  its 
objection,  without  effect. 

The  merged  plans  will  have  a Board  of  Directors  of 
44,  five  of  which  (11.4%)  will  be  practicing  physicians,  in 
contrast  to  the  50%  physician  membership  on  the  Blue 
Shield  Board.  The  merged  corporation  will  also  have  a 
Medical  Policy  Advisory  Committee  consisting  of  the 
five  practicing  physician  members  of  the  Board  and  a 
physician  representative  from  each  of  the  17  county 
medical  societies.  The  Superintendent  of  Insurance  has 
approved  an  overall  increase  of  18.9%  in  Blue  Shield 
premiums  so  that  the  contracts  affected  by  this  increase 
will  become  self-supporting  and  enable  Blue  Shield  to 
restore  its  statutory  reserve.  Portions  of  the  news  re- 
lease from  the  Superintendent  of  Insurance  dated  May 
30,  1974  notes,  among  other  implications  of  the  merger, 
that  there  would  be  increased  subscriber  control  and  a 
opportunity  for  the  development  of  new  health  care  or 
health  maintenance  organizations.  It  also  comments 
that  although  the  two  organizations  do  not  now  directly 
compete  with  one  another,  the  consolidation  will  elimi- 
nate potential  future  competition  between  them,  but 
concluded  that  although  this  is  a disadvantage,  it  is  con- 
sidered marginal  and  hypothetical.  The  Superinten- 
dent further  noted  that  the  enlarged  size  of  the  Board 
may  hinder  its  ability  to  operate  effectively,  and  went  on 
to  say  that,  when  the  major  reorganization  changes  are 
completed,  serious  consideration  should  be  given  to  the 
development  of  a smaller  Board.  He  also  expressed  the 
thought  that  the  public  rightly  felt  it  should  have  an  in- 
creasing say  in  the  conduct  and  management  of  the  or- 
ganizations involved.  Accordingly,  one  would  doubt 
that  on  a smaller  Board  the  percentage  of  physician  rep- 
resentatives would  remain  at  an  even  11%. 

After  an  indepth  discussion  of  the  multiple  facets  of 
the  problem,  the  committee  voted  to  recommend  to  the 
Council  that  MSSNY  1)  exert  all  effort  to  increase  the 
number  of  physicians  on  the  Board  of  Directors  of  the 
consolidated  Blue  Cross-Blue  Shield  organization  so 
that  there  will  be  a meaningful  representation  of  both 
practicing  and  participating  physicians;  and  2)  express 
its  concern  that  the  involvement  of  Blue  Cross  in 
HMO’s  and  health  care  delivery  package  programs  will 
lead  to  the  exclusion  of  physicians  who  do  not  partici- 
pate in  such  prepaid  plans  from  health  care  institutions, 
and  thus  deny  them  and  their  patients  the  free  choice  of 
health  care  coverage;  and  3)  communicate  the  above  to 
the  Superintendent  of  Insurance,  to  the  Legislature,  to 
the  county  medical  societies,  to  the  merged  Blue  Cross- 
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Blue  Shield  organization,  and  to  the  six  other  Blue 
Shield  Plans  now  operating  in  New  York  State. 

Following  the  Council’s  approval  of  the  above,  appro- 
priate letters  were  dispatched  to  the  Superintendent  of 
Insurance,  the  president  of  the  Blue  Cross-Blue  Shield 
of  Greater  New  York,  and  to  all  county  medical  so- 
cieties. 

National  Health  Insurance.  Copies  of  the  booklet 
“Analyses  of  National  Health  Insurance  Proposals”  pre- 
pared by  the  American  Hospital  Association  were  dis- 
tributed and  Mr.  Bernard  M.  Jackson  summarized  the 
principal  features  of  the  various  programs  being  consid- 
ered, comparing  the  salient  effects  that  each  might  have 
on  the  practice  of  medicine.  He  also  reviewed  the  basic 
principles  that  the  House  of  Delegates  had  approved  for 
incorporation  in  any  national  health  insurance  program. 
It  was  noted  that  MSSNY  had  gone  on  record  as  sup- 
porting the  Medicredit  Bill  of  the  AMA.  The  discus- 
sion focused  on  whether  this  committee  felt  it  desirable 
or  necessary  to  recommend  modification  of  MSSNY’s 
policy. 

The  committee  reaffirmed  the  principles  enunciated 
by  the  House  of  Delegates.  It  was  left  that  the  commit- 
tee members  would  give  further  thought  to  any  policy 
modification  and  that  the  division  director  will  keep  the 
committee  apprised  of  developments  by  supplying  infor- 
mation and  literature  as  such  are  received. 

It  was  noted  that  some  of  the  NHI  proposals  would 
mandate  a fixed  fee  schedule.  There  was  unanimous 
agreement  that  MSSNY  should  resist  the  imposition  of 
any  fixed  fee  schedule.  It  was  voted  to  recommend  to 
the  Council  that  the  MSSNY  communicate  to  the  AMA 
and  other  appropriate  groups  that  any  national  health 
insurance  remuneration  program  should  be  based  on  the 
concept  of  “usual,  customary,  and  prevailing  fees.” 

No-Fault  Claim  Forms.  Dr.  Howard  read  a com- 
munication from  the  New  York  State  Department  of  In- 
surance, addressed  to  Dr.  Fineberg,  requesting  an  opin- 
ion as  to  the  propriety  of  physicians  charging  a fee  for 
filling  out  a “No-fault”  motor  vehicle  insurance  claim 
form.  The  letter  stated  that  a number  of  complaints 
had  been  received  that  doctors  were  charging  from  $10 
to  $25  for  filling  out  the  form;  that  the  claim  form  is 
very  similar  to  that  of  Blue  Cross  and  Blue  Shield;  that 
the  form  is  not  used  in  “tort”  procedures;  and  that 
“charging  of  a fee  for  filling  out  the  ‘No-fault’  medical 
claim  form  is  not  in  the  public  interest.” 

Previous  discussion  within  this  committee  concerning 
the  charges  for  completing  insurance  forms  for  patients 
were  reviewed.  Noted  were  pertinent  portions  from  the 
AMA's  Opinions  of  the  Judicial  Council  which  recom- 
mend that  the  attending  physician  should  complete, 
without  charge,  a routine  health  insurance  claim  form; 
that  a charge  for  more  complex  forms  may  be  made  in 
conformity  with  local  custom;  and,  if  more  than  one 
form  is  to  be  completed  thus  imposing  additional  work 
upon  the  doctor’s  staff,  a charge  for  such  would  not  be 
improper.  The  “No-fault”  claim  form  is  different  from 
other  forms,  and  in  keeping  with  our  support  of  the 
AMA’s  Lniform  Health  Insurance  Claim  Form,  we 
should  seek  the  use  of  the  latter  in  New  York  State. 

The  committee  voted  to  recommend  that  the  Council 
inform  the  Superintendent  of  Insurance  of  the  State  of 
New  York  that  it  supports  the  AMA’s  position  on  charg- 
ing for  completing  insurance  claim  forms  and  urge  the 
Superintendent  of  Insurance  to  adopt  the  AMA  Uni- 
form Health  Insurance  Claim  Form. 


Counter  Action  To  Insurance  Companies  That 
Encourage  & Assist  Their  Contractees  In  Refusing 
To  Pay  Physicians’  Fees  Considered  “Unreason- 
able” By  The  Carrier.  The  informational  bulletin 
from  the  Ohio  State  Medical  Society  contained  a resolu- 
tion by  that  society  to  publicize  “insurance  companies 
inimical  to  the  private  practice  of  medicine.”  The 
problems  that  had  arisen  from  actions  taken  by  the 
Aetna  Insurance  Company  in  advising  its  insureds  not 
to  pay  physician  fees  above  what  the  carrier  considered 
“reasonable  and  customary,”  and  in  offering  to  assist  if 
the  physician  instituted  legal  proceedings  for  collection, 
were  reviewed,  as  were  the  actions  taken  by  the  AMA  in 
this  matter  and  the  response  by  the  Aetna  Insurance 
Company.  Dr.  Ebstein  reported  that  a representative 
of  the  Aetna  Insurance  Company  had  met  with  the 
Queens  County  Medical  Society  and  promised  to  coop- 
erate by  submitting  those  instances,  where  it  considered 
fees  to  be  excessive,  to  the  county  medical  society’s  peer 
review  committee  rather  than  having  their  agents  make 
a unilateral  decision.  After  discussion  it  was  felt  that  a 
“case-by-case”  resolving  of  such  issues,  when  they  arise, 
would  be  preferable  to  action  such  as  that  taken  by  the 
Ohio  State  Medical  Society. 

Universal  Health  Insurance  Claim  Form.  This 
committee  had  previously  endorsed  the  AMA  health  in- 
surance claim  form  and  its  use  by  all  carriers  throughout 
New  York  State.  We  had  communicated  with  the 
AMA,  recommending  that  the  form  be  modified  for  use 
of  an  ID  card  imprinter  and  that  the  AMA’s  Current 
Procedural  Terminology  code  be  required.  The  AMA 
responded  that  it  is  trying  to  get  all  third  party  insur- 
ance carriers  to  use  its  CPT;  it  did  not  respond  to  the 
recommendation  of  an  ID  card  imprint  box.  To  a fur- 
ther question  as  to  the  affidavit  on  the  back  of  the  claim 
form,  we  were  informed  that  this  was  requested  by  Med- 
icare and  Medicaid  representatives,  as  required  by  law. 

It  was  voted  to  recommend  that  the  Council  1)  inform 
all  third  party  payors  in  the  State  of  New  York  that 
MSSNY  endorses  the  use  of  the  health  insurance  claim 
form  of  the  AMA;  2)  urge  the  carriers  to  adopt  this  form 
universally;  and  3)  recommend  that  the  carriers  utilize 
the  AMA-CPT  third  edition  coding. 

Embossed  ID  Cards.  This  committee  has  repeated- 
ly urged  that  insurance  carriers,  writing  health  insur- 
ance, furnish  each  insured  an  embossed  ID  card  that 
could  be  used  with  an  imprint  machine,  the  use  of  which 
would  lessen  the  time  involved  and  the  possibility  of 
error  in  completing  health  claim  forms.  We  had  com- 
municated with  the  National  Association  of  Blue  Shield 
Plans  in  regard  to  this  and  received  a response,  dated 
March  15,  1974,  stating  that  they  have  initiated  a study 
of  practicality  of  such  cards  and  will  keep  us  informed  of 
the  results  of  this  study.  Any  action  on  this  matter  was 
deferred  pending  further  reports. 
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SOCIOECONOMICS 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Socioeconomics  is  composed  of  the 


following: 

Dallas  E.  Billman,  M.D.,  Chairman  Steuben 

Jeff  J.  Coletti,  M.D Nassau 

Alfred  L.  George,  M.D Genesee 

Francis  J.  Loperfido,  M.D Bronx 

Gerald  J.  Lustig,  M.D Richmond 

Robert  C.  McVeigh,  M.D Monroe 

Daniel  F.  O’Keeffe,  M.D Warren 

Harold  N.  Schwinger,  M.D Kings 


A meeting  was  held  on  May  8,  1974,  at  the  Medical 
Society  of  the  State  of  New  York,  Lake  Success,  New 
York. 

Max  N.  Howard,  M.D.,  referring  to  the  questioning  by 
the  committee  as  to  the  number  of  physicians  treating 
Medicaid  patients  in  New  York  City,  cited  the  following 
varying  figures  from  press  releases  by  officials  involved 
in  the  administration  of  the  program:  December  7, 

1972 —  8%  of  physicians  in  New  York  City  treated  Medi- 
caid patients;  February  4,  1973 — 13%;  and  March  10, 

1973 —  4%  treated  85%  of  Medicaid  patients.  These  fig- 
ures would  substantiate  that,  for  reasons  that  have  been 
explored  in  previous  discussions,  only  a very  small  per- 
centage of  physicians  who  accept  and  treat  Medicaid  pa- 
tients. 

Relative  Value  Scale  Study.  Dr.  Howard  reported 
that  the  Interspecialty  Committee,  in  accordance  with 
its  own  resolution  of  Feb.  24,  1974,  was  discharged  as  of 
March  31,  1974  of  its  task  to  prepare  a relative  value 
scale  for  consideration  by  the  Socioeconomics  Commit- 
tee. The  next  step  in  the  promulgation  of  the  Relative 
Value  Scale  was,  therefore,  consideration  by  this  com- 
mittee of  the  RVS  and  the  recommendation  of  action  by 
the  Council. 

It  was  pointed  out  that  there  were  still  blank  spaces 
scattered  throughout  the  scale,  that  data  to  fill  these 
would  be  obtained  from  the  Interspecialty  Committee 
representatives,  and  that  one  could  anticipate  further 
reviews  and  corrections  between  now  and  the  approval 
of  the  galley  proofs.  However,  since  the  scale  was  al- 
most complete,  and,  to  avoid  further  delay,  it  was  sug- 
gested that  sufficient  material  was  now  at  hand  for  the 
deliberations  and  decisions  of  the  Socioeconomics  Com- 
mittee. 

The  problems  that  had  arisen  in  the  development  of 
each  section  of  the  RVS,  how  they  had  been  dealt  with 
and  resolved,  were  reviewed.  In  the  section  on  Medi- 
cine there  was  still  disagreement  among  the  primary 
physician  groups  (Internal  Medicine,  Family  Physicians, 
and  Pediatricians)  relative  to  the  development  and  utili- 
zation of  guidelines  to  indicate  the  most  commonly  per- 
formed office  procedures  by  each  of  the  groups.  The 
problem  is  not  yet  resolved,  but  since  the  guidelines  are 
not  to  be  an  integral  part  of  the  RVS,  it  does  not  affect 
the  printing  of  the  Relative  Value  Scale. 

At  its  meeting  on  March  31,  1974,  the  Interspecialty 
Committee  readily  arrived  at  decisions  affecting  many 
items  within  the  Surgery  section.  One  subspecialty, 
Cardiovascular  Surgery,  had  not  submitted  figures  prior 
to  the  meeting  of  March  31st.  On  review,  it  was  consid- 
ered that  the  figures  finally  obtained  were  too  high  in 
relationship  to  other  procedures  and  an  adjustment  was 


agreed  upon.  Dr.  Lustig  felt  the  adjustment  was  ine- 
quitable and  criticized  the  Interspecialty  Committee  for 
not  having  sought  input  from  the  Thoracic  Surgeons 
In  response  it  was  pointed  out  that  wherever  a subspe- 
cialty was  not  organized  on  a State-wide  basis  and 
therefore  did  not  have  a representative  on  the  Interspe- 
cialty Committee,  the  group  most  closely  allied  to  that 
subspecialty  was  asked  to  obtain  the  necessary  input  by 
appropriate  communication.  This  had  been  standard 
procedure  and,  in  the  instance  of  the  cardiovascular 
group,  the  New  York  State  Society  of  Surgeons,  Inc., 
had  sought  and  obtained  input  from  representatives  of 
the  former. 

The  committee  was  asked  to  consider  that  the  mem- 
bers of  the  Interspecialty  Committee  and  members  of 
the  groups  they  represented,  as  well  as  other  physicians, 
have  been  developing  this  scale  over  a two  and  a half 
year  period.  They  have  devoted  many  hours  and  much 
thought  to  the  project;  have  been  discussing,  deliberat- 
ing, and  arguing;  and  have  finally  come  to  a consensus 
that  represents  their  best  efforts.  No  matter  how  much 
additional  time  is  spent  and  how  many  added  groups  are 
brought  into  the  picture,  there  will  be  some  disagree- 
ment with  the  final  product.  The  chairman  expressed 
the  opinion  that  since  there  was  agreement  within  the 
Interspecialty  Committee  on  approximately  99%  of  the 
scale,  this  committee  should  accept  it  in  “toto.”  G. 
Rehmi  Denton,  M.D.,  chairman  of  the  Commission  on 
Medical  Services,  agreed  with  the  thoughts  expressed, 
and  pointed  out  that  it  was  urgent  that  the  Scale  be 
printed,  that  revisions  and  up-dating  would  be  an  on- 
going process,  and  that  what  we  are  presenting  now 
would  be  a “take-off’  point. 

It  was  moved  and  approved  that  the  Socioeconomics 
Committee  accept  the  Relative  Value  Scale  presented 
by  the  Interspecialty  Committee  with  the  re-affirmation 
that  there  will  be  an  on-going  review  of  the  same  and 
that  it  recommend  to  the  Council  that  it  approve  this 
action. 

Resolution  74-48  (Relative  Value  Scale).  This  reso- 
lution asked  that  the  representatives  of  MSSNY,  who 
negotiate  for  the  Society,  be  instructed  to  utilize  region- 
al conversion  factors  for  application  to  the  Relative 
Value  Scale,  when  such  is  warranted,  to  reflect  the  dif- 
ferent charging  patterns  of  physicians  that  exist  in  dif- 
ferent regions  of  the  State. 

The  discussion  of  the  resolution  emphasized  that  the 
RVS  is  not  a fee  schedule  and  that  conversion  factors  to 
translate  it  into  a fee  schedule  would  only  be  deter- 
mined where  required  (for  example:  Workmen’s  Com- 
pensation Fee  Schedule).  There  was  discussion  of  the 
various  factors  to  be  considered  in  arriving  at  a conver- 
sion factor. 

It  was  moved,  seconded,  and  approved  that  the  re- 
solved portion  of  resolution  74-48  be  amended  to  read  as 
follows:  “That  the  representatives  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  who  negotiate  for  the  Soci- 
ety, be  instructed  to  utilize  regional  conversion  factors 
with  floating  considerations  for  application  to  the  RVS 
when  such  is  warranted  to  reflect  the  different  fee  pat- 
terns of  physicians  that  exist  in  different  regions  of  the 
State.  The  committee,  then  voted  to  recommend  that 
the  Council  approve  the  amended  terminology.” 

American  Medical  Association  Committee  to  Cor- 
relate State  RVS  Activities.  This  committee,  in  No- 
vember, 1971,  had  forwarded  to  the  Council  a recom- 
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mendation  that  a committee  to  correlate  relativity 
values  be  established  by  the  AMA.  The  Council  ap- 
proved this  and  a resolution  calling  for  such  a commit- 
tee was  introduced  in  the  AMA’s  House  of  Delegates  in 
June,  1972,  but  was  defeated.  A comparison  of  differ- 
ent state  medical  society  relative  value  scales  reveals 
unexplainable  and  marked  variations  in  relativity  and 
the  committee  was  asked  to  consider  the  appropriate- 
ness of  reintroducing  such  a resolution  designed  to  have 
the  AMA  unify  and  coordinate  activities  in  this  area. 
Dr.  Schwinger  called  attention  to  the  Justice  Depart- 
ment’s investigation  of  the  New  York  State  Society  of 
Anesthesiologists’  RVS  as  to  whether  the  use  of  it  by  its 
members  constituted  a violation  of  the  Antitrust  Act. 
He  thought  it  would  be  unwise  to  introduce  the  contem- 
plated resolution  at  this  time.  Dr.  Howard  pointed  out 
that  the  RVS  was  not  a fee  schedule  and  that  conversion 
factors  would  not  be  set  except  in  those  instances  where 
the  law  or  regulations  required  it.  The  committee  de- 
cided that  the  matter  be  held  in  abeyance  at  this  time. 

Collection  of  Professional  Overhead  Expense 
Data.  Although  the  AMA  had  accummulated  such 
data,  it  was  on  a regional  rather  than  a state  basis.  At- 
tempts to  have  them  break  it  down  into  New  York  State 
figures  have  to-date  been  unsuccessul.  The  matter  will 
be  pursued  further.  The  committee  reaffirmed  the  use- 
fulness of  having  such  data  on  hand. 

Medical  Care  For  The  Poor.  It  was  suggested  that 
MSSNY  attempt  to  have  a more  realistic  Medicaid  Fee 
Schedule  adopted  so  that  medical  care  of  good  quality 
would  be  more  readily  available  to  the  poor.  Dr.  Den- 
ton reported  on  efforts  exerted  in  this  direction  and 
stated  that  Edward  Siegel,  M.D.,  our  Deputy  Executive 
Vice-President,  is  now  a member  of  the  Governor’s 
Medical  Assistance  Advisory  Committee  which  consid- 
ers such  subjects.  It  was  suggested  that  prior  to  the 
next  meeting  a report  be  requested  of  Dr.  Siegel. 

Dr.  Loperfido  suggested  that  a better  term  than  the 
“poor”  be  used  in  dealing  with  Medicaid  and  similar 
programs.  Dr.  Howard  reminded  the  committee  that 
prior  to  its  submission  of  the  report  on  “Medical  Care 
Of  The  Poor”  to  the  Council,  the  substitution  of  either 
“Medically  Deprived”  or  “Medically  Needy”  was  dis- 
cussed, but  that  the  term  “poor”  had  been  retained 
since  that  was  the  wording  in  the  charge  to  the  commit- 
tee. 

Dr.  Lustig  suggested  that  we  also  concern  ourselves 
with  the  quality  of  medical  care  being  rendered  under 
the  Medicaid  program,  reciting  some  of  the  deficiencies 
in  various  reports.  Dr.  Loperfido  stated  this  was  an 
acute  problem  in  The  Bronx  and  that  at  present  groups 
concerned  with  the  development  of  standards  are  meet- 
ing and  when  this  project  becomes  organized,  invitations 
to  participate  will  be  sent  to  county  and  state  medical 
societies. 

Dr.  Lustig  reported  that  at  a Conference  of  Presidents 
of  the  County  Medical  Societies,  the  deplorable  condi- 
tions in  hospitals  treating  Medicaid  patients  was  dis- 
cussed and  the  opinion  voiced  that  we  should  become 
involved  in  establishing  criteria  for  good  quality  medical 
care.  President-Elect  Ralph  S.  Emerson,  M.D.,  stated 
that  the  PSROs  would  have  to  establish  such  criteria 
and  that  input  from  all  groups  was  welcomed.  Dr.  Bill- 
man  questioned  whether  this  fell  within  the  purview  of 
this  committee. 


The  chairman’s  suggestion  that  a letter  of  apprecia- 
tion be  sent  to  the  Interspecialty  Committee  for  the 
work  it  had  performed  in  compiling  the  Relative  Value 
Scale  was  approved. 

Acknowledgments.  Your  chairman  wishes  to  ex- 
press his  appreciation  to  the  members  of  the  committee 
for  their  cooperation  and  attendance  at  meetings;  to 
Max  N.  Howard,  M.D.,  Director  of  the  Division  of  Medi- 
cal Services,  for  his  assistance  and  guidance  in  dealing 
with  many  complicated  and  detailed  matters;  and  to 
Mrs.  Clementine  Thompson  for  her  secretarial  services. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 


INTERSPECIALTY 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Interspecialty  Committee  is  composed  of  the  fol- 


lowing: 

John  R.  Williams,  Jr.,  M.D.,  Chairman Monroe 

(Internal  Medicine) 

Irving  Cramer,  M.D Oneida 

(General  Surgery) 

Henry  Fleck,  M.D Bronx 

(Physical  Medicine  and  Rehabilitation) 

Francis  J.  Gilroy,  M.D Erie 

(Ophthalmology) 

Donald  H.  Stewart,  Jr.,  M.D Onondaga 

(Neurosurgery) 

Irwin  Gribetz,  M.D New  York 

(Pediatrics) 

William  J.  Rogers,  III,  M.D Erie 

(Orthopedic  Surgery) 

Donald  W.  Hall,  M.D Erie 

(Obstetrics  and  Gynecology) 

John  Richard  W’illiams,  M.D Westchester 

(Otolaryngology) 

Norman  B.  Kanof,  M.D New  York 

(Dermatology) 

John  P.  Lambert,  M.D Westchester 

(Psychiatry) 

Herbert  Lansky,  M.D Erie 

(Pathology) 

George  Liberman,  M.D Kings 

(Family  Practice) 

Samuel  H.  Madell,  M.D New  York 

(Radiology) 

Howard  B.  Rasi,  M.D Kings 

(Plastic  Surgery) 

Andrew  J.  McGowan,  Jr.,  M.D New  York 

(Urology) 

Victor  J.  Tofany,  M.D Monroe 

(Anesthesiology) 


The  Interspecialty  Committee  has  had  four  meetings 
of  the  full  committee  and  numerous  meetings  of  sub- 
committees throughout  the  year. 

At  the  end  of  last  year,  the  committee  decided  that  it 
would  recommend  delaying  the  publication  of  the  then 
almost  completed  Medical  Society  of  the  State  of  New 
York  revised  Relative  Value  Scale  until  the  numerous 
changes  in  the  soon  to  be  issued  Third  Edition  of  the 
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American  Medical  Association’s  Current  Procedural 
Terminology  could  be  reviewed  and  incorporated  into  it. 
This  has  been  done,  and  through  the  long  hours  and  in- 
tensive efforts  that  the  members  of  this  committee  de- 
voted to  this  project,  both  in  meetings  and  at  home,  the 
Relative  Value  Scale  has  been  completed  and  submitted 
to  the  printers  for  publication. 

One  major  problem,  relating  to  the  utilization  of  the 
Relative  Value  Scale,  was  never  completely  resolved, 
and  that  was  how  to  instruct  physicians  to  use  the  prop- 
er code  number  to  describe  the  service  or  services  they 
rendered  when  multiple  choices  exist.  A motion  was 
adopted  unanimously  by  the  committee  which  reads  as 
follows: 

“It  is  necessary  to  assist  physicians  using  the  RVS  to 
determine  which  terminology  and  code  to  use  for  the 
services  they  render.  It  is  also  necessary  to  assist 
third  parties  in  utilizing  the  RVS.  Each  specialty  so- 
ciety will  prepare  the  necessary  lists  to  accomplish 
this,  submitting  the  latter  to  the  Interspecialty  Com- 
mittee.” 

Mechanisms  have  been  established  for  developing 
these  lists  by  almost  all  of  the  specialty  society  represen- 
tatives. Hopefully,  by  the  time  the  RVS  is  to  be  uti- 
lized, these  lists  will  be  completed  and  agreeable  to  ev- 
eryone concerned.  The  RVS  is  not  and  cannot  be  a 
static  document.  We  who  have  worked  so  long  in  devel- 
oping it  are  all  sure  that  there  are  going  to  be  errors  and 
the  necessity  for  adjustment.  It  has  been  understood 
by  the  committee  that  there  will  be  yearly  reviews  and 
readjustments. 

The  committee  has  been  involved,  together  with  an  ad 
hoc  committee  of  the  Council  and  officers  of  the  Medi- 
cal Society  of  the  State  of  New  York,  in  a study  explor- 
ing the  relationships  between  the  specialty  societies,  the 
Interspecialty  Committee,  and  the  Medical  Society  of 
the  State  of  New  York  in  order  to  effect  better  integra- 
tion of  these  societies.  This  effort  is  still  ongoing.  It  is 
the  expectation  of  all  concerned  that  concrete  sugges- 


tions will  be  ready  for  submission  to  the  House  of  Dele- 
gates to  help  implement  this  integration. 

The  Interspecialty  Society  has  also  met  with  the  Con- 
tinuing (Postgraduate)  Education  Committee  and  has 
supported  the  committee  with  regard  to  the  Rand  Study 
and  the  application  for  a grant  to  develop  a program  of 
continuing  education  for  the  Medical  Society  of  the 
State  of  New  York.  This  is  a profound  and  farreaching 
program  which  we  believe  will  establish  the  Medical  So- 
ciety of  the  State  of  New  York  as  the  leader  in  the  devel- 
opment of  postgraduate  medical  education.  The  Inter- 
specialty Committee,  through  its  already  established 
formal  liaison  with  the  various  specialty  societies,  ex- 
pects to  contribute  to  the  development  of  meaningful 
programs. 

The  Interspecialty  Committee  has  also  worked  closely 
with  the  Peer  Review  Committee  and  Ralph  S.  Emer- 
son, M.D.,  in  an  effort  to  develop  methodology  for 
PSRO’s  to  maintain  and  improve  the  quality  of  medical 
care.  We  anticipate  continuing  to  be  deeply  involved  in 
this  extremely  difficult  problem. 

The  committee  has  also  considered  other  problems 
which,  although  not  strictly  within  its  purview,  involve 
the  interests  of  various  specialty  societies  and  has  for- 
warded appropriate  recommendations  to  the  pertinent 
committees  for  the  latter’s  consideration  and  action. 

Acknowledgments:  I wish  to  express  my  appre- 

ciation to  the  members  of  the  committee  for  the  time 
and  efforts  they  devoted  to  this  committee’s  activities, 
to  commend  Max  N.  Howard,  M.D.,  director  of  the  Divi- 
sion of  Medical  Services,  without  whose  untiring  efforts 
and  masterful  diplomacy  we  would  never  have  been  able 
to  have  developed  the  Relative  Value  Scale;  and  to  ex- 
tend my  thanks  to  his  secretaries,  Miss  Alice  Wheeler 
and  Mrs.  Clementine  Thompson  for  their  devotion  to 
the  affairs  of  the  committee. 

Respectfully  submitted, 

John  R.  Williams,  Jr.,  M.D.,  Chairman 
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NOTES 


N E W for  Angina  Pectoris 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


(ISOSORBIDE  DINITRATE)  40  mg.Capsules 

SUSTAINED  RELEASE  THROUGH 
MICRO-DIALYSIS  DIFFUSION... 

AN  IMPROVED  DELIVERY  SYSTEM 

New  ISO-BID  can  help  to  reduce  the  frequency  and  intensity  of  angina 
attacks  through  microdialysis  diffusion  (controlled  sustained  release). 

Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosor- 
bide  dinitrate  for  up  to  12  hours  at  a smooth,  continuous,  predictable, 
controlled  rate.  Micro-dialysis  is  dependent  only  upon  the  presence 
of  fluid  in  the  G.l.  tract  and  not  on  pH  or  other  variables.  ISO-BID  is 
particularly  advantageous  in  the  prevention  of  nocturnal  angina. 

Prescribe  ISO-BID.  There  is  nothing  else  just  like  it...  because 
MICRO-DIALYSIS  DIFFUSION  MAKES  THE  DIFFERENCE. 

DOSAGE:  One  ISO-BID  capsule  every  12  hours  on  an  empty  stomach 
according  to  need,  for  continuous  24-hour  therapy.  Not  intended  for 
sublingual  use.  Supplied  in  bottles  of  30, 100  and  500  ISO-BID  capsules. 

Consult  product  brochure  before  prescribing. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 


GERIATRIC  PHARMACEUTICAL  CORP. 

397  JERICHO  TURNPIKE,  FLORAL  PARK,  N.Y.  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 
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i69th  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  - - STATE  OF  NEW  YORK 

Americana  of  New  York 

March  9-13,  1975  New  York  City 


Highlights  . . . General  Sessions:  Cardiovascular  Diseases;  Human  Sexuality;  Stress; 

The  Bone  • 29  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of 
Delegates  • President's  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific 

Motion  Pictures 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


americana  of  new  york  seventh 

Please  make  reservations  for 

persons 


NAME(S). 


Address 

City State. 

Arrive:  Date 


.Zip. 

.AT. 


A.M. 

.P.M. 


(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 


Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 


AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 
TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 


SINGLE  BEDROOM 

□ $27  □ $30  □ $33 

□ $36 

□ $39 

DOUBLE  FOR  2: 

□ $33  □ $36 

□ $39 

□ $42 

□ $45 

TWIN  FOR  2: 

□ $35  □ $38 

□ $41 

□ $44 

□ $47 

STUDIO  FOR  1: 

□ $33  □ $36 

STUDIO  FOR  2: 

□ $35  □ $38 

□ $41 

PARLOR  & 1 BEDROOM: 

□ $80  & Up 

PARLOR  & 2 BEDROOMS: 

□ $110  & Up 
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1975  ANNUAL  CONVENTION 


SUNDAY,  MARCH  9 THROUGH  WEDNESDAY,  MARCH  12 

HOTEL  AMERICANA,  NEW  YORK  CITY 


5CJHE D U L E O ^ SC  I E N TJ F I C M E ET I NGS 

SUNDAY,  MARCH  9 

10  A.M.  GENERAL  SESSION,  Royal  Ballroom  A,  JOINT  MEETING 
FAM.  & GEN.  PRAC.;  OB  & GYN;  PSYCH.;  UROL. 

ALLERGY,  Versailles  Ballroom 
ARCHIVES,  Royal  Box 
NEUROSURGERY,  Princess  Room 
OPHTHALMOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY;  RADIOLOGY 
Joint  Meeting,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A (Co nt’d.  as  above) 

ANESTHESIOLOGY,  Versailles  Terrace 

PLASTIC  & RECONSTRUCTIVE  SURGERY,  Royal  Ballroom  B 

MONDAY,  MARCH  10 

9 A.M.  DATA  PROCESSING  IN  MEDICINE,  Royal  Ballroom  B 
DERMATOLOGY  & SYPHILOLOGY,  Versailles  Ballroom 
GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY;  PATHOLOGY  AND 
BLOOD  BANKING 
Joint  Meeting,  Royal  Ballroom  A 
SCHOOL  HEALTH,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 

TUESDAY,  MARCH  11 

9 A.M.  CHEST  DISEASES,  Royal  Ballroom  A 
OTOLARYNGOLOGY;  PEDIATRICS 
Joint  Meeting,  Royal  Ballroom  B 
PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A,  Joint  Meeting 
CARDIOVASCULAR  DISEASES 

MEDICAL  LEGAL  & WORK.  COMP.  MATTERS;  OCCUPATIONAL  MEDICINE 
Joint  Meeting,  Versailles  Ballroom 
PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH,  Versailles  Terrace 
SURGERY;  EMERGENCY  MEDICINE 
Joint  Meeting,  Royal  Ballroom  B 

WEDNESDAY,  MARCH  12 

9 A.M.  INTERNAL  MEDICINE,  The  Royal  Ballroom 

2 P.M.  GENERAL  SESSION,  The  Royal  Ballroom 


SCIENTIFIC  MOTION  PICTURES  AND  SCIENTIFIC  AND  TECHNICAL  EXHIBITS, 
SUNDAY  THROUGH  WEDNESDAY,  MARCH  9 THROUGH  12,  9 A.M.  to 
5 P.M.,  IN  ALBERT  HALL,  LOWER  LOBBY. 

SCIENTIFIC  MEETING  ROOMS,  2nd  FLOOR. 
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Scientific  Articles 

326  Problems  of  Bone  Health  in  Elderly;  Ten-year  study 

Anthony  A.  Albanese,  Ph.D.,  A.  Herbert  Edelson,  D.D.S.,  Edward  J.  Lorenze,  Jr., 
M.D.,  Maurice  L.  Woodhull,  M.D.,  and  Evelyn  H.  Wein,  B.S. 

339  Scanning  Electron  Microscopy  of  Psoriatic  Nail  Pits 

Jacqueline  Mauro,  M.D.,  Lee  R.  Lumpkin,  M.D.,  and  Paul  I.  Dantzig,  M.D. 

347  Abstracts  and  Reports  of  Proceedings — New  York  Society  for  Thoracic  Surgery — Spring 
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Abstracts 


Albanese,  A.  A.,  Edelson,  A.  H.,  Lorenze,  E.  J.,  Jr., 
and  Wein,  E.  H.:  Problems  of  bone  health  in  elderly; 
ten-year  study,  New  York  State  J Med.  75:  326  (Feb.) 
1975. 

Prior  and  present  data  reveal  that  in  both  men  and 
women,  bone  loss  is  an  age-related  phenomenon  which  is 
fast  becoming  a major  health  problem  for  the  rapidly 
growing  population  of  older  Americans.  With  the  de- 
velopment of  a practical  and  quantitative  radiographic 
survey  technique,  we  undertook  studies  on  detection  of 
osteoporosis,  causative  factors,  and  counterosteoporotic 
efficacy  of  various  therapeutic  and  dietary  substances. 
A survey  of  2,917  healthy  normal  females  (fifteen  to 
ninety-five  years  of  age)  disclosed  that  the  coefficient  of 
bone  density  peaks  at  thirty-five  to  forty-five  years  of 
age  and  then  declines  steadily  to  the  age  limit  of  our 
measurements.  In  936  healthy  normal  males  (fifteen  to 
eighty-five  years  of  age)  the  peak  is  reached  at  forty-five 
to  fifty-five  years  and  then  falls  slowly  thereafter.  Ra- 
diographic measurements  on  313  female  and  110  male 
fracture  patients  disclosed  that  our  “5-2  phalanx”  meth- 
od is  highly  predictive  of  fracture  tendency  in  females 
forty-five  years  and  over  and  in  males  of  fifty-five-plus 
years.  Also,  disuse  osteoporosis  in  the  paralyzed  side  of 
72  hemiplegic  patients  was  a frequent  finding.  Fol- 
lowing administration  of  calcium  supplements  of  700  to 
800  mg.  per  day,  bone  loss  reversal  became  radiogram- 
metrically  evident  in  long-term  studies  of  twenty-four  to 
thirty-six  months  in  12  elderly  females  (seventy-eight  to 
eighty-six  years  of  age)  who  had  long  histories  of  sub- 
normal dietary  calcium.  Significant  improvement  in 
bone  density  levels  was  also  found  in  shorter  calcium 
supplement  trials  with  postmenopausal  women  (forty- 
two  to  sixty-three  years)  with  or  without  fractures,  and 
with  or  without  estrogen  medication.  Recent  develop- 
ment, application,  and  results  of  a quantitative  radio- 
graphic  technique  for  determination  of  alveolar  bone 
density  suggest  that  subnormal  skeletal  bone  coeffi- 
cients are  also  frequently  associated  with  significantly 
subnormal  alveolar  bone  indices.  These  investigations 


indicate  beyond  a reasonable  doubt  that  a daily  mini- 
mum intake  of  1 Gm.  of  calcium,  and  perhaps  more  from 
whatever  source  throughout  the  human  life  span,  is 
needed  to  maintain  normal,  if  not  optimal,  bone  density. 
Furthermore,  the  findings  do  not  support  claims  that 
the  human  body,  especially  that  of  the  elderly,  can 
adapt  to  suboptimal  levels  of  calcium  intake  without  the 
jeopardy  of  bone  loss  and  the  greater  risks  of  disabling 
fractures  of  that  adaptation  to  low  intakes,  and  proba- 
bly undesirable  at  any  age. 

Mauro,  J.,  Lumpkin,  L.,  and  Dantzig,  P.:  Scanning 
electron  microscopy  of  psoriatic  nail  pits,  New  York 
State  J.  Med.  75:  339  (Jan.)  1975. 

Normal  nail  surfaces  and  the  surface  structure  of  pso- 
riatic nail  pits  have  been  examined  by  the  SEM  (scan- 
ning electron  microscope).  The  structure  has  been  cor- 
related with  the  anatomy  and  histology  of  both  condi- 
tions. The  abnormal  cellular  stacking  relationship  is 
striking.  A new  structure  not  previously  reported  in 
psoriatic  nails  but  seen  in  psoriatic  skin  by  SEM,  the 
micro-pit,  is  described.  We  feel  this  may  be  related  to 
desmosomal  attachments. 

Bergevin,  P.  B.:  Central  nervous  system  leukemia, 

New  York  State  J.  Med.  75:  367  (Feb.)  1975. 

CNS  (central  nervous  system)  leukemia  is  increasing- 
ly becoming  recognized  as  a major  obstacle  in  the  con- 
trol of  acute  leukemia,  particularly  in  children  for  whom 
intensive  chemotherapy  has  allowed  a longer  survival. 
Careful  attention  to  the  protean  signs  and  symptoms  of 
CNS  leukemia  will  allow  an  earlier  diagnosis.  The  vari- 
ous diagnostic  tests  and  modalities  of  treatment  are  dis- 
cussed. The  prophylactic  use  of  cranial/craniospinal  ir- 
radiation and  intrathecal  methotrexate  on  diagnosis  of 
acute  leukemia  can  prevent  or  delay  the  manifestations 
of  CNS  leukemia  in  most  cases  and  is  advocated  by 
some  hematologists. 


Abstracts  in  Interlingua 


Albanese,  A.  A.,  Edelson,  A.  H.,  Lorenze,  E.  J.,  e 
Wein,  E.  H.:  Problemas  ossee  in  le  ancian;  studio  de  10 
annos,  New  York  State  J.  Med.  75:  326  (Februario) 
1975. 

Le  information  previe  e actual  revela  que,  in  homines 
e feminas,  le  perdita  ossee  es  un  phenomeno  relationate 
con  le  etate.  Iste  condition  representa  un  problema 


principal  de  sanitate  de  evolution  rapide  pro  le  popula- 
tion ancian  american  que  cresce  rapidemente.  Con  le 
disveloppamento  del  technica  radiographic  practic  e 
quantitative  nos  ha  studiate  le  detection  del  osteoporo- 
sis, le  factores  causative,  e le  efficatia  antiosteoporotic, 
therapeutic  e nutritional  de  varie  substantias.  In  un 

continued  on  page  413 
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Mild  and  infrequent  orthostatic  hypotension 
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Renal  blood  flow  and  glomerular  filtration  rate 
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Central  action: 
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new  Catapres 

(clonidine  hydrochloride) 

Effective  in  hypertension, 
mild  to  severe 

Catapres  is  distinguished  by  its  broad  clinical  usefulness 
in  the  treatment  of  hypertension. 

More  than  600  major 
published  papers* 

The  extensive  experimental  and  clinical  work  with  Catapres 
has  been  reported  in  hundreds  of  papers  published  in 
scientific  journals  in  this  country  and  abroad.  Controlled 
studies1'7  plus  numerous  other  clinical  evaluations  have 
demonstrated  that  Catapres  is  an  effective  antihyper- 
tensive drug  with  these  desirable  properties: 


does  not  alter  normal  hemodynamic  responses  to  exercise 

renal  blood  flow  and  glomerular  filtration  rate  essentially 
unchanged 


antihypertensive  response  enhanced  by  diuretics  such  as 
chlorthalidone 


compatible  with  other  antihypertensive  agents 


has  been  shown  to  reduce  plasma  renin  activity  and  to 
decrease  excretion  of  aldosterone  and  catecholamines 

(See  ACTIONS  section  of  Brief  Summary) 


What  to  watch  for— The  principal  side  effects  of  Catapres  are  dry 
mouth,  sedation,  and  drowsiness.  Constipation,  dizziness,  headache, 
and  fatigue  also  have  been  reported.  Generally,  these  effects  tend  to 
diminish  with  continued  therapy.  As  with  other  antihypertensive  agents, 
tolerance  may  develop  in  some  instances.  For  a more  detailed  discus- 
sion of  side  effects,  warnings,  and  precautions,  see  the  brief  summary 
of  prescribing  information  on  the  last  page  of  this  advertisement  or 
consult  the  Catapres  package  insert. 

♦ Complete  Catapres  bibliography  available  on  request. 
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Mild  and  infrequent 
orthostatic  effects 


Normal  hemodynamic  Renal  blood  flow  and 
responses  to  exercise  glomerular  filtration  rate 

not  altered  essentially  unchanged 
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Standing  and  supine  blood  pressure 
response  at  the  conclusion  of  therapy  in 
7 controlled  studies1-7 


200- 


175-1 


Control 

Supine  

Standing 

Systolic  Diastolic 


o 

X 

E 

§ 125- 


a 100- 


I 


75- 


50- 


25-1 


0-1 

Study  No  1 


No  2 No  3 No  4 No  5 No  6 No  7 


No.  of 

Pts  9 13t  17®  41  f 12t  9* 

Received  Catapres  alone. 
tReceived  Catapres  + a diuretic. 

Note:  In  study  No. 4,  blood  pressure  was  taken  in  the 
sitting  rather  than  the  supine  position. 
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Mean  blood  pressure  reductions  in 
9 hypertensive  patients  receiving 
Catapres  (0.15  mg  daily)  for  4 weeks 

Systolic  pressure  reduction 
(mm  Hg) 


Diastolic  pressure  reduction 
(mm  Hg) 


15 


20 


25 


Lying 

Standing 

After 

Exercise 

15  0 

15  8 

15  1 

Adapted  from  Elkeles  et  al.} 


Renal  hemodynamics  before  and 
after  Catapres  in  7 hypertensive 
patients.  Mean  blood  pressure 
reductions  were  significant  in 
both  the  supine  position  (from  155 
to  128  mm  Hg)  and  the  standing 
position  (from  151  to  101  mm  Hg). 

Supine  — 

Head-up  tilting  (45°)aaMI 

Renal  Blood  Flow  (ml/min) 
Before  After 

646 


606  (-6%) 


542 


51 2 (-6%) 


Glomerular  Filtration  Rate  (ml/min) 
Before  After 

79 


-9%) 


59  (-1 2% ) 


Adapted  from  Onesti  eta/.8 
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New  from  Boehringer  Ingelheim 


Boehringer  Ingelheim 


Boehringer  Ingelheim  Ltd. 
Elmsford,  New  York  10523 


new  Catapres 

(clonidine  hydrochloride) 


It’s  easy  to  start  with  Catapres.  jhe 

usual  starting  dose  of  Catapres  is  one 
0.1  mg  tablet  twice  daily.  Increments  of 
0.1  to  0.2  mg  per  day  (up  to  the  maximum 
daily  dose  of  2.4  mg)  may  be  made  until 
the  desired  blood  pressure  response  is 
achieved. 

How  to  stop  Catapres.Reduce  the  dose 
gradually  over  two  to  tour  days  to  avoid  a 
possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
PatientsonCatapresshould  beinstructed 
not  to  discontinue  therapy  without  con- 
sulting their  physician.  It  has  been  dem- 
onstrated that  a rapid  rise  in  blood 
pressure,  should  it  occur,  can  be  re- 
versed by  resumption  of  Catapres  or  by 
administration  of  intravenous 
phentolamine. 

Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 

Actions:  The  mechanism  of  action  appears  to  be  cen- 
tral alpha-adrenergic  stimulation  as  demonstrated  in 
animal  studies.  This  results  in  inhibition  of  bulbar  sym- 
pathetic cardioaccelerator  and  sympathetic  vasocon- 
strictor centers,  thereby  decreasing  sympathetic  outflow 
from  the  brain.  Other  studies  in  humans  have  provided 
evidence  of  a reduction  in  plasma  renin  activity  and  the 
excretion  of  aldosterone  and  catecholamines.  The  exact 
relationship  between  these  pharmacologic  actions  of 
Catapres  (clonidine  hydrochloride)  in  humans  and  its 
antihypertensive  effect  has  not  been  fully  elucidated  at 
this  time. 

Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency. 
It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxlc  findings  in 
animals,  and  since  information  on  possible  adverse 
ejects  in  pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  available 
with  the  use  of  Catapres  (clonidine  hydrochloride)  in 
children. 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 
4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician.  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  nave  been  recorded  after  cessation 
of  clonidine  hydrochloride  therapy  A causal  relation- 
ship has  not  been  established  In  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  In  blood  pres- 
sure, should  It  occur,  can  be  reversed  by  resumption 
of  clonidine  hydrochloride  therapy  or  by  Intrave- 


nous phentolamine.  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative  effect. 

This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydrochloride) 
should  receive  periodic  eye  examinations.  While, 
except  for  some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmologic  findings  have  been  recorded 
with  Catapres  (clonidine  hydrochloride),  in  several 
studies  the  drug  produced  a dose-dependent  increase 
in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  continued 
therapy.  The  following  reactions  have  been  associated 
with  the  drug,  some  of  them  rarely.  (In  some  instances  | 
an  exact  causal  relationship  has  not  been  established.) 
These  include:  Anorexia,  malaise,  nausea,  vomiting, 
parotid  pain,  mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug-induced  hepa- 
titis without  icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone,  and 
papaverine  hydrochloride.  Weight  gain,  transient  eleva- 
tion of  blood  glucose,  or  serum  creatine  phosphoklnase: 
congestive  heart  failure,  Raynaud's  phenomenon;  vivid 
dreams  or  nightmares,  Insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or  burning  of  the 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somno- 
lence, diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  Ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to 
5 years  of  age.  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazollne  In  Intravenous  doses  of 
10  mg  at  30-mlnute  Intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage 
How  Supplied:  Catapres,  brand  of  clonidine  hydro- 
chloride. is  available  as  0.1  mg  (tan)  and  0.2  mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
Information. 

Under  license  from  Boehringer  Ingelheim  GmbH 
References:  1.  Elkeles,  R.  S.,  Goldby,  F.  S.  and  Oliver, 

D.  O.:  A Double  Blind  Study  of  Catapres.  A New  Hypo- 
tensive Agent,  In  Conolly,  M.  E.  (ed .) : Catapres  In 
Hypertension,  London,  Butterworths,  1970,  pp.  139-144  1 

2. Freis,  E.  D.:  Data  on  file  at  Boehringer  Ingelheim  Ltd 

3.  Hickler,  R.  B.:  Data  on  file  at  Boehringer  Ingelheim 
Ltd.  4.  Mroczek,  W.  J.,  Leibel,  B.  A.  and  Finnerty,  F.  A. 

Jr.:  Comparison  of  clonidine  and  methyldopa  in  hyper- 
tensive  patients  receiving  a diuretic,  Am.  J.  Cardiol. 
29:712,  1972.  5.  Putzeys,  M.  R.  and  Hoobler,  S.  W.: 
Comparison  of  clonidine  and  methyldopa  on  blood  pras 
sure  and  side  effects  In  hypertensive  patients,  Am. 

Heart  J.  83:464,  1972.  6.  MacDonald,  R.  H.  and  Shapirc 
A.:  Data  on  file  at  Boehringer  Ingelheim  Ltd.  7,  Klrken  i 
dall,  W.  M.,  Toubes,  D.  B.  ef  a/.:  Hypertensive  effects  < 
clonidine  and  chlorthalidone,  Am.  Heart  J.  82:312,  1971 
6.  Onesti,  G.  et  a/.:  Pharmacodynamic  effects  of  a neu 
antihypertensive  drug,  Catapres  (ST-155),  Circulation 
39:219,  1969. 


320 


i 


Index  to  Advertisers 

Ayerst  Laboratories 321,400,401,465 

Boehringer  Ingelheim 315,  316,  317, 

318,  319,  320 

Breon  Laboratories  2nd  cover 

Burroughs  Wellcome  & Company  ....  309,  467 
Geigy  Pharmaceuticals  ....  337,  338,  435,  436 


When  the  need  is  for  nutritional 
supplementation  with 
B complex  and  vitamin  C. 
BEMINAL-500  has  what  it  takes: 


Geriatric  Pharmaceutical  Corp 305,  366 

Kenwood  Laboratories 469,  471 

Eli  Lilly  & Company  322 

Mead  Johnson  & Company 311 


Pharmaceutical  Manufacturers’ 

Association 390,  391 

A.  H.  Robins  Company  . . . .416,  417,  418,  419 

Roche  Laboratories  . . . 344,  345,  346,  462,  463 


Sandoz  Pharmaceuticals 4th  cover 

Smith  Kline  & French  Laboratories  431 


• High  potency  B complex 
vitamins 

• 500  mg.  of  vitamin  C 

• No  odor 

• No  aftertaste 

Each  BEMINAL-500  tablet  contains 
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Editorials 


The  malpractice  muddle  again 


This  is  the  patient’s  problem 

The  idea  is  extant  that  the  exploding  malprac- 
tice insurance  premiums  is  a problem  for  the  phy- 
sician. Nothing  can  be  further  from  the  truth;  it 
is  in  fact  the  patient’s  problem.  The  sooner  this  is 
realized  the  better,  as  far  as  a permanent  solution 
is  concerned.  The  money  to  pay  for  the  increased 
cost  of  malpractice  insurance  must  be  added  to  the 
already  inflated  cost  of  professional  and  hospital 
medical  care.  This  cost  was  practically  doubled 
last  year,  and  then  the  present  new  insurance  car- 
rier demanded  what  was  practically  an  additional 
threefold  increase.  The  same  carrier  has  also  in- 
creased hospital  negligence  insurance;  one  institu- 
tion has  been  asked  to  pay  $800,000  per  annum. 
This  money  can  only  come  from  one  tangible 
source — the  patient — and  will  be  reflected  in  the 
physician’s  fee  and  in  the  cost  of  every  hospital 
day’s  stay.  It  is  the  patient  who  will  pay  (see  arti- 
cle by  Dr.  Saypol  on  page  427). 


The  patient  should  be  aware  of  this  fact.  Fur- 
ther, when  July  1st  comes  around  and  no  reason- 
able solution  is  offered  the  physician  then  the  pa- 
tient will  be  in  trouble,  not  only  the  physician. 
Many  physicians  are  already  retiring  early.  Grad- 
ual retirement  is  now  out  completely  and  has  been; 
there  is  no  provision  for  limited  liability  or  respon- 
sibility of  a limited  practice.  Many  doctors  are 
leaving  New  York  State  and  ever  fewer  of  our 
young  graduates  settling  in  this  State. 

When  July  1st  comes  around  many  physicians 
will  refuse  to  practice  medicine  without  insurance. 
This  is  a true  crisis  for  the  patient.  What  will  he 
do  when  he  needs  a physician  and  a hospital? 
This  is  a serious  emergency  and  only  appropriate 
effective  legislative  action  will  supply  an  adequate 
remedy.  All  other  remedies  can  be  added,  but 
none  will  succeed  without  all-important  legislative 
action. 


Physicians  committee  to  care  for  colleagues 
needing  help 


In  this  issue  will  be  found  an  article  describing  a 
new  special  committee  established  to  help  the 
physician  who  manifests  a problem  with  alcohol, 
drugs,  or  mental  illness.  Two  programs,  one  vol- 
untary, which  is  already  in  operation,  and  the 
other  with  graded  elements  of  compulsion,  are 
projected. 

Both  have  in  mind  the  protection  of  the  patient 
and  the  physician  himself.  The  meticulous  provi- 
sions for  anonymity  of  all  concerned  assures  abso- 
lute privacy  and  preservation  of  the  confidential 
relationship  between  the  doctor  and  patient. 

The  committee  sympathizes  with  the  plight  of 
the  sick  physician,  isolated  as  he  usually  is  from 
his  family  and  also  ultimately  from  his  patients. 
Our  problem  is  to  reach  him  and  uncover  his  defi- 
ciency before  more  progressive  or  total  destruction 


ensues.  Recourse  to  some  compulsion  and  disci- 
plinary action  may  become  necessary  or  even  im- 
perative. These  considerate  provisions  extend  to 
any  limitations  of  practice,  these  vary  from  the 
very  minimum  to  the  hopefully  rare  maximum — 
the  total  suspension  of  licensure.  The  safeguards 
were  set  up  meticulously  with  a self-effacing  com- 
plete foregoing  of  all  personal  credit,  both  finan- 
cial and  kudos. 

This  effort  represents  a meritorious  contribu- 
tion on  the  part  of  all  concerned.  Anonymity  per- 
meates the  whole  process.  Helping  other  col- 
leagues has  always  been  part  and  parcel  of  the 
Hippocratic  oath  and  has  long  been  a tradition  of 
the  medical  profession.  All  physicians  should 
read  this  special  report  to  be  better  able  to  advise 
and  help  their  sick  colleagues. 
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Osteoporosis  is  one  of  the  most  common  and  yet 
poorly  understood  debilitating  disorders  of  middle 
age.  Various  surveys  in  the  past  few  years  in 
homes  for  the  aged  and  of  ambulatory  individuals 
(aged  forty-five  to  ninety-five  years)  requiring 
medical  care  disclosed  bone-loss  incidence  ranging 
from  15  to  50  per  cent  of  these  populations.  Other 
estimates  indicate  that  a minimum  of  10  per  cent 
of  the  population  over  fifty  years  of  age  suffers 
from  senile  osteoporosis  severe  enough  to  cause 
vertebral,  hip,  or  long-limb  fractures.1  Senile  os- 
teoporosis, which  includes  the  involutional  or 
postmenopausal  type,  may  be  defined  as  a condi- 
tion of  the  skeleton  in  which  the  absolute  amount 
of  the  bone  has  been  diminished  while  the  remain- 
ing bone  is  normal  in  chemical  composition.  Os- 
teoporosis is  a major  orthopedic  disorder  in  about 
25  per  cent  of  postmenopausal  women.  The  oc- 
currence of  osteoporosis  from  this  cause  is  lower  in 
Negro  women.  Among  white  women,  those  of 
Anglo-Saxon  origin  are  particularly  prone  to  verte- 
bral atrophy.  The  incidence  of  senile  osteoporosis 
appears  to  be  four  times  greater  in  women  than  in 
men. 

♦These  investigations  were  supported  in  part  by  The  Man- 
ning Foundation. 


FIGURE  1 . Annual  death  rates  for  falls  by  age,  color,  and 
sex  of  persons  age  forty-five  and  over  in  United  States 
1959-1961. 1 


These  estimates  of  sex  and  racial  differences  are 
supported  by  the  survey  of  Iskrant2  shown  in  Fig- 
ure 1.  The  data  reveal  that  the  incidence  of  fatali- 
ties due  to  spontaneous  falls  is  highest  for  white 
females  and  white  males,  and  much  lower  for  non- 
white  females  and  males. 

Demographic  data  assembled  by  Brotman3  indi- 
cate that  the  fifty-plus  age  group  is  the  fastest- 
growing  minority  in  the  world,  particularly  in  the 
United  States.  The  estimated  increases  in  the 
population  sixty-four  years  and  over  can  be  ex- 
pected to  lead  to  greater  incidences  of  fractures. 
In  short,  bone  health  is  fast  becoming  a major 
health  problem  which  deserves,  if  not  demands, 
consideration  and  early  establishment  of  preven- 
tive measures.  A practical  approach  to  the  man- 
agement of  osteoporosis  requires  an  understanding 
of  factors  affecting  bone  physiology,  biochemistry, 
and  nutrition. 
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FIGURE  2.  Normal  and  osteoporotic  vertebrae  and  iliac 
crest  respectively  of  twenty-  and  sixty-year  females. 


Skeletal  bone  loss 

At  the  outset,  it  is  important  to  note  that  there 
are  two  basic  histologic  types  of  bone  in  the  human 
body,  skeletal  and  alveolar.  Apart  from  their  his- 
tology, mature  skeletal  and  alveolar  bones  are 
made  up  of  approximately  90  per  cent  fibrous  col- 
lagen protein  and  the  remainder  primarily  of  calci- 
um and  phosphorus.  A twelve-week  fetus  con- 
tains 0.2  Gm.  of  calcium,  a newborn  infant  con- 
tains 80  Gm.  (2.5  ounces),  and  at  maturity 
(twenty-one  years  and  over)  1,100  to  1,500  Gm. 
(3.8  to  5.3  pounds).  This  age  gain  in  calcium  con- 
tent of  the  body  depends  entirely  on  an  adequate 
supply  of  calcium  and  good  quality  protein  in  the 
diet  and  the  ability  of  the  body  to  use  both  for  nor- 
mal growth  and  adult  maintenance;  99  per  cent  of 
calcium  and  80  to  90  per  cent  of  phosphorus  are  in 
the  bones  and  teeth.  The  rest  is  in  the  soft  tissues 
and  body  fluids  where  these  minerals  participate 
in  highly  important  biochemical  functions. 

Assuming  normal  bone  formation  in  the  young, 
we  can  now  discuss  the  effects  of  some  factors  and 
age  on  bone  health  which  cause  skeletal  bone  loss. 
In  the  first  instance  we  must  distinguish  between 
osteomalacia,  which  has  been  characterized  by  de- 
creased bone  density  due  primarily  to  loss  of  calci- 
um content  of  the  protein  matrix,  such  as  abnor- 
mal calcium:protein  ratios,  and  osteoporosis.  Os- 
teomalacia (adult  rickets)  results  from  a lack  of  vi- 
tamin D which  is  needed  by  the  body  to  utilize  cal- 
cium in  bone  formation.  Osteomalacia  occurs  pri- 
marily in  geographic  areas  with  limited  sunshine 
and/or  poor  vitamin  D intake.  Osteoporosis,  on 
the  other  hand,  is  defined  as  decreased  bone  densi- 
ty of  total  substance  without  change  in  chemical 
composition,  such  as  normal  calcium:protein  ra- 
tios. The  latter  appears  to  be  the  predominant 
form  of  bone  loss  of  elderly  females  in  the  United 
States.  The  structural  changes  between  normal 
and  osteoporotic  vertebrae  of  the  spine  and  iliac 
crest  are  shown  in  Figure  2. 

Unfortunately,  severe  bone  loss  in  mature  men 
and  women  may  exist  long  before  symptomatic 
complaints  or  outward  physical  change  begin.  In 
many  instances  advanced  osteoporosis  is  first  re- 


Prior and  present  data  reveal  that  in  both  men  and 
women,  bone  loss  is  an  age-related  phenomenon 
which  is  fast  becoming  a major  health  problem  for 
the  rapidly  growing  population  of  older  Americans. 
With  the  development  of  a practical  and  quantita- 
tive radiographic  survey  technique,  we  undertook 
studies  on  detection  of  osteoporosis,  causative  fac- 
tors, and  counterosteoporotic  efficacy  of  various 
therapeutic  and  dietary  substances.  A survey  of 
2,917  healthy  normal  females  (fifteen  to  ninety- 
five  years  of  age)  disclosed  that  the  coefficient  of 
bone  density  peaks  at  thirty-five  to  forty-five  years 
of  age  and  then  declines  steadily  to  the  age  limit  of 
our  measurements.  In  936  healthy  normal  males 
(fifteen  to  eighty-five  years  of  age)  the  peak  is 
reached  at  forty-five  to  fifty-five  years  and  then 
falls  slowly  thereafter.  Radiographic  measure- 
ments on  313  female  and  1 10  male  fracture  pa- 
tients disclosed  that  our  “5-2  phalanx”  method  is 
highly  predictive  of  fracture  tendency  in  females 
forty-five  years  and  over  and  in  males  of  fifty-five- 
plus  years.  Also,  disuse  osteoporosis  in  the  para- 
lyzed side  of  72  hemiplegic  patients  was  a frequent 
finding.  Following  administration  of  calcium  sup- 
plements of  700  to  800  mg.  per  day,  bone  loss  rever- 
sal became  radiogrammetrically  evident  in  long- 
term studies  of  twenty-four  to  thirty-six  months  in 
12  elderly  females  (seventy-eight  to  eighty-six 
years  of  age)  who  had  long  histories  of  subnormal 
dietary  calcium.  Significant  improvement  in  bone 
density  levels  was  also  found  in  shorter  calcium 
supplement  trials  with  postmenopausal  women 
(forty-two  to  sixty-three  years)  with  or  without 
fractures,  and  with  or  without  estrogen  medica- 
tion. Recent  development,  application,  and  re- 
sults of  a quantitative  radiographic  technique  for 
determination  of  alveolar  bone  density  suggest 
that  subnormal  skeletal  bone  coefficients  are  also 
frequently  associated  with  significantly  subnormal 
alveolar  bone  indices.  These  investigations  indi- 
cate beyond  a reasonable  doubt  that  a daily  mini- 
mum intake  of  1 Gm.  of  calcium,  and  perhaps  more 
from  whatever  source  throughout  the  hunan  life- 
span is  needed  to  maintain  normal,  if  not  optimal, 
bone  density.  Furthermore,  the  findings  do  not 
support  claims  that  the  human  body,  especially 
that  of  the  elderly,  can  adopt  to  suboptimal  levels 
of  calcium  intake  without  the  jeopardy  of  bone  loss 
and  the  greater  risks  of  disabling  fractures  of  that 
adaptation  to  low  intakes  and  probably  undesir- 
able at  any  age. 


vealed  by  the  occurrence  of  spontaneous  fractures. 
In  postmenopausal  women  the  first  symptom  is 
progressive  and  persistent  pain  in  the  lumbar 
spine  area  which  seldom  radiates.  Physical 
changes,  especially  in  elderly  women,  are  the 
“dowager’s  hump”  and  loss  of  height.  It  has  been 
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Procedure: 

Finger  placed  flush  to  aluminum  wedge  of 
known  density. 

Usual  variables  such  as  distance,  kilovolts, 
amperage,  film,  time,  temperature,  age  of 
developer  and  densitometric  measurements 
are  rigidly  controlled 

Method  affords  minimal  exposure  to  x-rays  and 
minimal  interference  from  soft  tissue. 


Dental  Film  Phalanx  5-2 


Aluminum  Wedge 
and  Plate  Holder 


Photo 

Densitometer 


X-Ray 

Exposure 


Dental 

Film 


PHALANX  5-2  X-RAY  METHOD 


FIGURE  3.  X-ray  film  of  5-2  phalanx  and  aluminum  wedge. 


found  that  a minimum  of  26  per  cent  of  all  women 
over  sixty  years  of  age  have  osteoporosis  severe 
enough  to  cause  vertebral  deformity,  loss  of 
height,  and  pain.4  However,  postmenopausal 
bone  loss  has  seldom  been  detectable  less  than  ten 
years  after  spontaneous  menopause  or  less  than 
three  years  after  an  artificially  induced  meno- 
pause. Loss  of  height  may  progress  at  the  rate  of 
1.5  inches  per  decade  after  the  onset  of  meno- 
pause. In  the  management  of  senile  osteoporosis 
it  is  important  to  exclude  beyond  a reasonable 
doubt,  by  radiologic  and  biochemical  procedures, 
other  diseases  which  may  cause  bone  loss,  such  as 
neoplastic  entities,  spontaneous  or  iatrogenic 
Cushing’s  disease,  intestinal  malabsorption,  pro- 
longed immobilization,  and  osteoarthritis. 

Detection  of  bone  loss 

One  of  the  persistent  obstacles  in  probing  this 
disease  entity  has  been  the  lack  of  simple  objective 
methods  to  detect  bone  loss  in  patients  before  it 
becomes  a clinical  fait  accompli.  Isotope  tracer 
methods,  measurements  of  serum  and  urine  calci- 
um levels,  and  calcium  balance  determinations 
have  proved  less  than  adequate  for  the  early  detec- 
tion of  hone  loss.  Consideration  of  the  subjective 
shortcomings  of  conventional  visual  examination 
of  x-ray  films  for  the  diagnosis  of  osteoporosis  and 
other  biomedical  problems  prompted  us  to  develop 


a practical  and  proved  radiographic  method  for 
quantitative  evaluation  of  bone  loss.5  This  devel- 
opment of  a densitometric  procedure  was  based  on 
the  reports  of  Schraer6  and  Mack  et  al.  7 who  dem- 
onstrated that  determination  of  radiographic  den- 
sity of  the  middle  phalanx  of  the  fifth  digit  (5-2) 
provides  a practical  and  useful  criterion  of  incipi- 
ent bone  loss  or  overt  osteoporosis.  The  selection 
of  the  5-2  phalanx  was  based  on  the  earlier  find- 
ings of  Virtama8  and  Garn,  Rothmann,  and  Nolan, 
Jr.,9  that  the  bone  mass  of  other  phalanges  in  the 
same  subject  were  clearly  related.  Moreover,  the 
ready  accessibility,  the  substantial  amount  of  com- 
pact skeletal  tissue,  and  the  relatively  small 
amount  of  soft  tissue  involved  give  the  quantita- 
tive x-ray  densitometry  of  this  bone  high  prefer- 
ence for  detection  of  bone  loss  in  a large  number  of 
healthy  normal  subjects.  On  the  basis  of  this  evi- 
dence and  our  trials,  a prototype  lucite  cassette 
with  an  aluminum  wedge  was  constructed  which 
permits  a radiograph  of  phalanx  5-2  to  be  taken  on 
1 V4  by  1%-inch  dental  film  with  a conventional 
dental  or  clinical  x-ray  unit.  The  exposed  film  is 
processed  under  conditions  of  standard  time  and 
temperature  and  read  in  a recording  photodensi- 
tometer (Fig.  3). 

This  method  has  been  applied  with  considerable 
success  by  ourselves  and  others  to  surveys  of  nor- 
mal healthy  individuals  as  well  as  ambulatory  hos- 
pital patients.1011  It  affords  minimal  exposure  to 
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FIGURE  4.  Effect  of  age  on  coefficient  of  bone  density  of 
normal  healthy  males  and  females. 


low-intensity  x-rays  and  minimal  interference 
from  soft  tissue.  The  results  compare  favorably 
with  the  more  complicated  radiographic  procedure 
and  isotope  emission  methods. 

The  data  obtained  from  a survey  of  a normal 
healthy  population  by  this  method  are  shown  in 
Figure  4.  As  of  this  date  our  test  sample  has 
grown  to  include  some  4,000  free-living  partici- 
pants. Examination  of  these  data  have  disclosed 
the  following  pertinent  facts: 

1.  In  both  males  and  females  bone  loss  is  an  age-re- 
lated phenomenon. 

2.  After  twenty-five  years  of  age  bone  density  of 
males  is  approximately  25  per  cent  greater  than  that 
of  females. 

3.  In  the  female,  phalanx  5-2  bone  density  is  at  a 
peak  at  thirty-five  to  forty-five  years,  whereas  in  the 
male,  peak  is  reached  at  forty-five  to  fifty-five  years. 

4.  These  data  revealed  that  significant  subnormal 
bone  density  prevails  in  10  to  15  per  cent  of  healthy 
normal  individuals  in  both  sexes  as  early  as  age 
twenty-five. 

5.  In  most  right-handed  subjects  the  bone  density  of 
the  phalanx  5-2  of  the  right  hand  was  8 to  12  per  cent 
greater  than  that  of  the  left  hand.  This  relationship 
was  reversed  in  all  of  the  13  left-handed  persons  test- 
ed. 

6.  It  is  significant  to  note  that  the  phalanx  5-2  bone 
densities  of  17  black  females  included  in  this  survey 
were  15  to  20  per  cent  higher  than  white  females  and 
equal  to  that  of  some  white  males  of  similar  age.  This 
observation  is  in  accord  with  previously  reported 
race-linked  differences  which  are  reflected  in  the  dra- 
matically fewer  fractures  in  black  females  as  shown  by 
Iskrant’s  data  (Fig.  1). 

Apart  from  these  apparent  basic  sex  differences, 
the  observed  incidence  of  excessive  subnormal 
bone  density  in  females  may  result  from: 

1.  Weight-reducing  diets  which  induce  not  only  loss 
of  soft  tissue  but  also  of  skeletal  mass. 

2.  Calcium  losses  incurred  during  pregnancies  and 
previously  existing  calcium  deficits  which  may  not 
have  been  adequately  repleted  by  prescribed  prenatal 
supplements. 


3.  Failure  to  continue  calcium  supplements  in  moth-. 

ers  who  breast  feed  their  infants. 

4.  Progressive  bone  losses  associated  with  hormonal 

changes  of  the  menopause. 

Clinical  studies 

Recently  the  recommended  daily  allowance  for 
calcium  was  reaffirmed  at  0.8  Gm.  daily  for  the 
adult  in  the  United  States.12  The  increase  in  this 
calcium  allowance  from  0.5  Gm.  per  day  on  data 
available  has  now  been  related  to  mandatory  en- 
dogenous losses  and  true  absorption  of  calcium. 
The  Food  and  Nutrition  Board  also  recognized 
that  the  prevalence  of  osteoporosis  in  the  elderly 
could  be  attributed  to  long-term  suboptimal  calci- 
um intakes  and  noted  that  a daily  allowance  of  0.8 
calcium  may  grant  little  margin  of  safety  for  such 
individuals.  Whedon13  observed  that  intakes  of 
calcium  greater  than  800  mg.  per  day  were  neces- 
sary to  achieve  calcium  balance  in  most  patients 
studied  with  postmenopausal  or  senile  osteoporo- 
sis. Similarly,  Spencer  et  al. 14  found  that  elderly 
patients  with  osteoporosis  had  a decreased  ability 
to  absorb  calcium  from  the  intestine,  and  thus 
greater  calcium  intakes  were  necessary  to  achieve 
calcium  balance  in  these  patients  compared  with 
control  subjects. 

These  and  other  components  of  biochemical  in- 
dividuality which  affect  bioavailability  of  calcium 
which  may  predispose  to  osteoporosis  should  not 
be  overlooked  in  consideration  of  the  optimal  in- 
take of  calcium.  It  is  obvious  that  even  at  this  late 
date  there  are  serious  gaps  in  our  knowledge  on 
the  metabolism  of  calcium.  The  following  clinical 
studies  are  an  attempt  to  clarify  these  problems. 
Because  of  the  known  high  vulnerability  of  women 
to  bone  loss  and  fracture  risk,  our  investigations 
have  been  confined  for  the  most  part  to  women.15 

Normal  healthy  elderly  women  (seventy- 
nine  to  eighty-nine  years).  In  the  first  study,  12 
female  residents  of  Osborn  Home,  whose  average 
initial  age  was  eighty  years  and  average  bone-den- 
sity index  was  at  90.6,  were  placed  on  calcium  sup- 
plements for  thirty-six  months.  A group  of  17 
subjects,  whose  average  age  was  eighty-two  years 
and  whose  bone-density  index  was  90.3,  was  not 
given  the  calcium  supplement  during  a matched 
period  of  time.  Both  groups  had  similar  menus, 
which  offered  daily  averages  of  2,400  calories,  in- 
cluding 59  Gm.  of  protein  and  700  mg.  of  calcium. 
However,  the  average  calcium  intake  was  450  plus 
or  minus  50  mg.  per  day.  The  supplement  provid- 
ed 750  mg.  of  calcium  and  375  units  of  vitamin  D2 
per  day,  so  that  the  average  daily  calcium  intake 
approximated  1,200  mg. 

During  the  three-year  period  of  study  the  aver- 
age coefficient  of  bone  density  of  the  supplement- 
ed group  increased  from  90.6  to  96.1  mils  whereas 
that  of  the  nonsupplemented  group  decreased 
from  90.3  to  84.2  mils.  Statistical  analysis  of  the 
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between  the  two  groups  has  a clinically  significant 
p value  of  0.01. 

During  this  study  periodic  biochemical  mea- 
surements of  the  blood  were  done  by  multiphasic 
automated  analysis  (Fig.  5). 16  Urinary  calcium 
excretion  was  monitored  by  colorimetric  analy- 
ses.17 No  statistically  significant  changes  in 
serum  calcium  or  phosphorus  levels  or  ratios  or 
urinary  calcium  were  found  in  either  the  supple- 
mented or  placebo  groups  throughout  the  test  pe- 
riod. However,  a striking  and  highly  probable  (p 
<0.001)  decrease  in  serum  cholesterol  levels  was 
found  within  twelve  months  in  the  supplemented 
group  but  not  in  the  placebo  group.  The  details 
and  clinical  implications  of  these  findings  have 
been  reported  elsewhere.18 

Normal  healthy  mature  females  (thirty-six 
to  sixty-two  years).  Subsequently,  the  investi- 
gation was  extended  to  include  23  female  hospital 
employees  who  volunteered  for  this  study  and 
were  divided  at  random  into  a test  and  a control 
group.  The  average  initial  age  of  the  14  test  par- 
ticipants who  consumed  three  calcium  tablets  per 
day  along  with  their  regular  diet  was  forty-seven 


MONTHS  OF  SUPPLEMENT 

FIGURE  6.  Individual  effects  of  calcium  supplement-vitamin  D2  on  coefficient  of  bone  density  of  normal  healthy  females. 


SUPPLEMENT 


r m 


FIGURE  5.  Effect  of  calcium-vitamin  D2  supplement  and 
placebo  on  bone  density  and  serum  cholesterol  levels  of 
normal  healthy  elderly  females. 


results  shows  that  the  probability  of  the  increase 
in  the  supplemented  group  is  p >0.02,  while  the 
decrease  in  the  placebo  group  is  p >0.001.  It  is 
clear  from  these  data  that  the  biologic  significance 
of  the  change  for  each  group  has  a high  degree  of 
statistical  probability.  And  the  difference  of  11.6 
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FIGURE  7.  (A)  Contrast  study  of  effect  of  calcium  and  no 

supplement  of  bone  density  of  one  healthy  normal  female 
patient  (initial  age  forty-eight  years).  (B)  Contrast  study  on 
effect  of  calcium  and  no  supplement  on  bone  density  of 
another  healthy  normal  female  patient  (initial  age  eighty- 
two  years). 

years  and  the  initial  5-2  bone  density  index  101 
mils.  The  placebo  group,  composed  of  9 subjects 
whose  average  initial  age  was  thirty-three  years 
and  bone  density  coefficient  108.9  ml.,  consumed 
three  placebo  tablets  daily.  All  of  these  individu- 
als lived  at  home  and  were  actively  engaged  in 
their  various  daily  hospital  duties.  A graphic  rep- 
resentation of  individual  results  obtained  with  the 
calcium-supplemented  group  is  shown  in  Figure  6 
to  indicate  the  rate  and  manner  of  5-2  bone  densi- 
ty changes  found  during  this  study.  It  will  be 
noted  that  the  pattern  of  change  varies  greatly  and 
that  generalizations  as  to  individual  mode  of  ac- 
tion could  not  be  made  in  the  absence  of  quantita- 
tive radiographic  measurements.  On  the  whole, 
little  or  no  improvement  was  observed  during  the 
first  six  to  nine  months  of  supplementation.  Sub- 
sequently, some  dramatic  changes  occurred  in  4 
subjects.  The  other  4 subjects  improved  more 
slowly  but  steadily.  It  appears  from  these  data 
that  the  rate  and  degree  of  increased  bone  density 
with  calcium  supplements  may  or  may  not  be  re- 
lated to  level  of  initial  bone  density  or  age  of  the 
subject.  Attention  is  also  called  to  the  fact  that 


with  thirty-six  months  of  supplementation  the 
bone  density  of  6 of  the  test  subjects  rose  to  the 
level  found  in  males  of  comparable  age  which  is 
usually  associated  with  a far  lower  fracture  risk. 

Both  of  our  long-term  studies  revealed  no  ad- 
verse renal  effects  from  supplemental  calcium  of 
750  to  1,500  mg.  daily  or  adverse  changes  in  blood 
chemistry. 

In  order  that  we  could  convince  ourselves  and 
others  that  a calcium  intake  of  1,000  mg.  or  more 
per  day  improved  osseous  status,  serial  bone-den- 
sity measurements  were  continued  on  several  of 
the  participants  who  tired  of  taking  the  calcium 
supplements.  The  results  of  one  such  study  are 
shown  graphically  in  Figure  7A.  It  is  interesting 
to  note  that  the  initial  subnormal  5-2  bone  density 
of  this  volunteer  (a  nurse)  rose  above  her  age  norm 
within  the  calcium  period  of  twenty-two  months 
and  fell  to  a borderline  norm  level  within  twelve 
months  after  she  stopped  the  supplement. 

A similar  result  was  experienced  with  one  of  our 
elderly  volunteers  whose  bone  loss  seemed  to  be 
controlled  over  a period  of  twenty-eight  months 
during  which  she  partook  a daily  supplement  of 
600  mg.  of  calcium  as  the  gluconate.  At  the  end  of 
this  period  she  refused  to  continue  because  of  the 
taste,  size,  and  number  of  tablets  needed  for  the 
dosage.  The  results  of  our  5-2  phalanx  bone  den- 
sity before,  during,  and  after  the  supplemental  pe- 
riods are  assembled  in  Figure  7B. 

Postmenopausal  women.  In  1940  Albright, 
Bloomberg,  and  Smith19  proposed  the  existence  of 
a hormonal  regulation  of  osteogenesis  in  adults 
based  on  the  antagonistic  action  between  anabolic 
and  catabolic  hormones.  According  to  this  hy- 
pothesis, osteoporosis  could  be  induced  by  a pre- 
dominance of  catabolic  hormones  or  a deficiency 
of  anabolic  hormones.  On  the  basis  of  this  ratio- 
nale the  estrogens  or  anabolic  steroids  have  been 
employed  for  the  management  of  osteoporosis  in 
postmenopausal  women.  However,  knowledge  on 
the  prevention  of  postmenopausal  bone  loss  by  an- 
abolic hormones  remains  controversial. 

The  clinical  interpretation  of  therapeutic  trials 
with  estrogens  is  further  complicated  by  demo- 
graphic analyses  by  the  U.S.  Department  of  Agri- 
culture which  show  that  the  calcium  intake  of 
women  diminishes  progressively  onward  from  age 
twenty-nine.  Based  on  these  observations  and 
other  information,  the  National  Academy  of 
Science  and  the  Food  and  Drug  Administration 
reached  the  opinion  that  estrogen  therapy  in  post- 
menopausal osteoporosis  is  probably  effective  only 
when  used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium,  phys- 
iotherapy, and  other  good  general  health-promot- 
ing measures.  Gordan’s  study  concluded  that 
“final  classification  of  this  indication  requires  fur- 
ther investigation.”  20 

In  the  interest  of  possible  clarification  of  this 
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FIGURE  8.  Effect  of  estrogen  product  on  coefficient  of 
bone  density  of  50  normal  healthy  females. 

problem,  5-2  phalanx  measurements  were  done  on 
50  normal  healthy  postmenopausal  women  (forty- 
seven  to  sixty-seven  years)  who  had  or  had  not  re- 
ceived long-term  estrogen  therapy.  The  results 


shown  in  Figure  8 indicate  that  there  appears  to  be 
no  difference  in  the  incidence  of  bone  loss  in  the 
estrogen-treated  or  untreated  participants. 

These  findings  prompted  us  to  investigate  the 
counterosteoporotic  effects  of  calcium  supple- 
ments on  postmenopausal  females  (forty-five  to 
seventy-six  years)  by  means  of  our  procedures. 
Preliminary  results  of  this  study  are  summarized 
graphically  in  Figure  9.  These  results  suggest  that 
administration  of  estrogen  and  calcium  or  calcium 
alone  for  seven  to  seventeen  months  was  associ- 
ated with  significant  increases  in  5-2  phalanx  bone 
density  in  26  healthy  normal  women  forty-seven  to 
seventy-six  years  of  age.  However,  the  age-related 
losses  in  5-2  bone  density  continued  in  the  13 
healthy  normal  women  who  received  estrogen  or 
calcium  placebo  preparations  for  six  to  fifteen 
months.  Although  the  observations  appear  to 
support  the  opinion  that  increased  calcium  intake 
in  addition  to  estrogen  therapy  is  indicated  to  re- 
tard or  reverse  the  bone  loss  of  menopause,  the 
need  for  a large  test  sample  and  longer  periods  of 
calcium  supplementation  is  obvious.  This  need 
prompted  us  to  undertake  the  following  studies. 
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FIGURE  9.  Effect  of  calcium  supplements  and  estrogen  supplements  on  coefficient  of  bone  density  of  healthy  normal 
menopausal  women. 
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FIGURE  10.  Relationship  of  incidence  of  spontaneous 
fracture  risk  and  calcium  consumption  of  normal  females 
in  United  States. 

Postmenopausal  female  fracture  patients. 

A radiographic  survey  of  the  1972  to  1973  male 
and  female  fracture  patients  admissions  to  Burke 
Rehabilitation  Center  disclosed  a close  correlation 
of  hip,  vertebral,  and  long-limb  fracture  incidence 
with  subnormal  and  suboptimal  coefficients  of 
bone  density.  In  particular,  the  results  showed 
that  phalanx  5-2  bone-density  measurements  are 
highly  predictive  of  fracture  risk  in  females  of 
forty-five  years  of  age  and  over.  The  possible  re- 
lationship of  inadequate  calcium  intake  to  the  in- 
cidence of  osteoporosis  resulting  in  disabling  frac- 
tures of  long  limbs  and  hips  of  313  postmenopaus- 
al women  appears  to  be  indicated  by  the  statistical 
data  shown  in  Figure  10.  It  will  be  noted  that 
fracture  risk  increases  with  age  and  prolonged  ex- 
posure to  calcium  intakes  of  less  than  50  per  cent 
of  the  United  States  recommended  daily  allowance 
value  of  0.8  Gm.  per  day.21 

With  these  data  on  hand  we  undertook  studies 
with  5 female  fracture  patients  who  had  been  on 
estrogen  therapy  for  five  or  more  years  (Table  I). 


TABLE  I.  Effect  of  estrogen  and  calcium  supplements  on 
5-2  phalanx  bone  density  on  women  with  fractures 


Age  of 
Patient 
(Years) 

Diagnosis 

Calcium 

Supple- 

ment 

(Weeks) 

Phalanx 

Bone 

Density 

(Mils) 

Premarin 

Therapy 

56 

Fractured  right  hip 

0, 12 

120,  125 

1 . 25  mg.  5 yrs. 
after  50 

73 

Compound  fractured 
lumbar  spine 

0,  12 

92, 110 

None 

60 

Right  hip  osteotomy 

0,27 

110,  115 

1 . 25  mg.  since 
50.  yrs. 

64 

Multiple  vertebral 
collapse 

0,  29 

95, 110 

1 . 25  mg.  since 
55  yrs. 

76 

Fractured  left  hip 

0,  27 

110, 121 

1 . 25  mg.  8 yrs. 
after  52 

FIGURE  11.  Effect  of  calcium  supplement  on  coefficient 
of  bone  density  in  estrogen-treated  female  with  multiple 
vertebral  collapse. 


Although  this  test  sample  is  clearly  small,  the 
improvement  in  bone  density  is  rather  consistent 
and  significant  for  the  relatively  short  period  of 
calcium  supplement.  It  is  interesting  to  note  that 
the  increase  in  5-2  phalanx  bone  density  of  one  pa- 
tient, who  had  not  received  estrogen  medication, 
was  comparable  to  that  found  for  the  4 estrogen- 
treated  patients. 

The  rate  of  left  and  right  5-2  phalanx  bone  den- 
sity improvement  associated  with  a daily  calcium 
intake  of  830  mg.  per  day  in  a fracture  patient  who 
had  received  regular  estrogen  medication  for  some 
nine  years  is  shown  in  Figure  11.  Because  of  the 
practical  clinical  aspects  of  these  observations,  this 
aspect  of  our  osteoporosis  research  program  is 
under  intensive  and  continuing  investigation. 
Frequent  questions  regarding  the  possible  effects 
of  increased  calcium  intake  on  the  rate  of  fracture 
healing  must  await  the  development  of  new  meth- 
ods and  investigations. 

Disuse  osteoporosis  of  hemiplegia.  It  has 

long  been  known  that  bone  loss  will  occur  in  both 
sexes  at  any  age  if  physical  activity  is  markedly  re- 
duced. This  fact  was  dramatically  demonstrated 
in  the  space  program  when  healthy  young  male  as- 
tronauts lost  significant  amounts  of  calcium  in  the 
os  calcis  and  phalanges  5-2  during  a seventy-two- 
hour  flight.22 

Evidence  of  subnormal  bone  effects  of  reduced 
physical  activity  were  found  in  our  survey  data 
which  showed  that  the  average  coefficient  of  bone 
density  for  the  right  hand  of  right-handed  individ- 
uals is  10  plus  or  minus  2 per  cent  greater  than 
that  of  the  left  (Fig.  4). 

The  occurrence  of  a spontaneous  fracture  in  the 
paralyzed  leg  of  an  elderly  patient  prompted  Hod- 
kinson  and  Brain23  to  study  the  incidence  of  local- 
ized osteoporosis  in  other  patients  with  long- 
standing hemiplegia.  Subsequently,  investiga- 
tions were  undertaken  of  14  elderly  male  and  fe- 
male patients  (sixty-three  to  eighty-nine  years) 
with  spastic  hemiplegia  of  at  least  six  months’  du- 
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FIGURE  12.  Incidence  of  subnormal  coefficient  of  bone 
density  in  male  and  female  patients  recovering  from  hemi- 
plegic strokes. 


ration  resulting  from  cerebrovascular  accidents, 
with  reference  to  the  incidence  of  osteoporosis  in 
the  paralyzed  limbs.  In  10  of  the  14  patients  there 
was  a significant  reduction  in  bone  density  on  the 
hemiplegic  side.  Bone  loss  was  associated  with 
fractures  in  4 patients.  In  a recent  radiographic 
study  of  23  hemiplegic  patients,  Goodman24  found 
osteoporosis  of  the  affected  side  in  15  patients  ap- 
proximately nine  weeks,  on  the  average,  after  the 
onset  of  disability.  In  3 patients,  the  presence  of 
osteoporosis  was  detected  as  early  as  two  to  four 
weeks  from  the  accident.  This  author  concluded 
that  an  important  part  of  the  preventive  treat- 
ment would  be  the  early  detection  and  treatment 
of  osteoporosis. 

The  clinical  importance  of  these  observation 
considerations  in  the  care  of  hemiplegic  patients  is 
indicated  by  the  fact  that  2 million  or  more  people 
per  year  in  the  United  States  are  handicapped  or 
incapacitated  by  cerebral  vascular  disease,  includ- 
ing strokes  with  hemiplegia.  With  the  continuing 
increase  in  the  number  of  people  in  the  sixty-five 
years  and  over  group  we  can  expect  stroke -related 
bone  loss  to  become  an  even  greater  problem  in 
the  future. 

Soon  after  the  development  of  our  quantitative 
phalanx  5-2  x-ray  method  we  undertook  a survey 
of  hemiplegic  patients.  To  date,  measurements 
have  been  made  on  34  females  and  29  males  from 
one  to  three  months  after  the  onset  of  paralysis. 
These  results  of  our  radiographic  measurements 
are  in  good  accord  with  the  findings  of  Hodkinson 


and  Brain23  and  Goodman24  that  a 10  to  25  per 
cent  bone  loss  of  the  affected  side  is  a frequent  and 
an  early  complication  of  hemiplegia,  and  its  pres- 
ence was  detectable  by  our  method  (Fig.  12).  In 
the  absence  of  prestroke  measurements  it  is  ob- 
viously difficult  from  these  data  to  ascertain  the 
extent  to  which  disuse  osteoporosis  associated 
with  hemiplegia  is  responsible  for  the  presence  of 
subnormal  bone  density  in  these  elderly  patients. 
However,  regardless  of  specific  cause,  the  need  for 
appropriate  therapeutic  measures,  such  as  physi- 
cal exercise  and  dietary  modalities,  to  overcome 
existing  bone  demineralization  of  these  patients,  is 
clearly  indicated  by  these  data.  The  effect  of 
physical  exercise  and  increased  calcium  intake  on 
the  rate  of  bone-density  improvement  in  hemiple- 
gic patients  remains  to  be  explored  and  docu- 
mented. 

Alveolar  bone  loss 

Oral  disease  in  general,  and  dental  caries  and 
periodontal  disease  in  particular,  are  today  the 
most  prevalent  dietobacterial  diseases  in  the  Unit- 
ed States.  Preventive  dentistry  and,  more  specifi- 
cally, utilization  of  the  science  of  nutrition  as  it 
applies  to  the  prevention  of  dental  caries  and  per- 
iodontal disease,  is  one  of  several  necessary  ap- 
proaches. The  incidences  of  these  two  major  oral 
health  problems  are  influenced  by:  (1)  the  innate 
resistance  of  the  tooth  or  supporting  structure  to 
disease,  (2)  the  type  and  virulence  of  the  bacteria 
in  the  dental  plaque,  and  (3)  the  salivary  charac- 
teristics of  the  oral  environment.  An  adequate  in- 
take of  calcium,  magnesium,  vitamin  D,  and  pro- 
tein appear  to  be  essential  to  the  development  of 
teeth  quality  that  will  be  resistant  to  dental  caries. 
Periodontal  disease  is  an  insidious  process  that  is 
initiated  in  the  young  and  runs  a protracted  course 
over  many  years  before  loss  of  teeth  occurs.  It  af- 
fects almost  80  per  cent  of  the  adults  in  the  United 
States  with  over  50  per  cent  of  the  population  be- 
coming edentulous  by  the  age  of  sixty,  and  in  other 
parts  of  the  world  the  incidence  is  even  greater.25 

Periodontal  disease,  specifically,  involves  the 
loss  of  tooth-bearing  bone  which  results  in  dimin- 
ished tooth  support  and  ultimate  loss  of  teeth  and 
may  have  two  independent  components.  The  first 
is  periodontal  disease  as  a specific  phenomenon  in- 
volving only  tooth-bearing  bone.  The  second  is 
loss  of  tooth-bearing  bone  along  with  bone  Joss 
known  to  occur  in  other  parts  of  the  body  with  age. 
The  latter  is  not  unlikely  since  parallelism  already 
exists,  at  least  in  point  of  time.26  This  relation- 
ship is  supported  by  observations  that  rapid  loss  of 
tooth-bearing  bone  frequently  occurs  in  individu- 
als with  generalized  osteoporosis,  and  cortisone- 
induced  osteoporosis  in  mice  and  rats  produces 
marked  changes  in  tooth-bearing  bone.27’28 

The  role  of  nutrition  in  the  development  of  per- 
iodontal disease  is  yet  to  be  completely  resolved. 
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Available  evidence  suggests  that  malnutrition  may 
be  a conditioning  rather  than  a causative  factor, 
especially  in  chronic  periodontitis.  However,  re- 
cent studies  indicate  that  one  factor  might  be  al- 
veolar bone  resorption  induced  by  dietary  calcium 
deficiency  or  malabsorption  so  that  the  strength  of 
the  supporting  alveolar  bone  is  a primary  event  in 
the  etiology  of  periodontal  disease.  Osteoporosis 
due  either  to  dietary  deficiency  of  calcium  or  an 
imbalance  of  calcium  and  phosphorus  intakes  has 
been  shown  to  affect  the  periodontal  tissues  in 
dogs  by  causing  progressive  loss  of  alveolar  bone 
and  detachment  of  incisor  teeth.29  The  relevance 
of  these  and  other  animal  studies  to  human  perio- 
dontal disease  has  been  suggested  by  Krook  and 
associates. :,°  Namely,  the  histologic  responses 

and  qualitative  radiographic  examination  of  alveo- 
lar bone  in  subjects  with  periodontal  disease  who 
received  0.8  to  1 Gm.  of  calcium  daily  for  six 
months  indicated  some  improvement  in  the  densi- 
ty of  alveolar  bone.  These  important  observations 
which  have  provoked  considerable  interest  merit 
further  study  before  definitive  conclusions  as  to 
the  efficacy  of  calcium  supplementation  in  the 
management  of  chronic  periodontitis  can  be  rec- 
ommended. 

Since  dental  repairs  are  costly  and  the  need  oc- 
curs most  frequently  in  the  elderly,  who  can  ill  af- 
ford the  cost,  development  of  procedure  for  the 
early  detection  and  the  study  of  modalities  for  the 
correction  of  alveolar  bone  loss  seemed  a worth- 
while extension  of  our  program.  To  undertake 
this  investigation  it  was  necessary  to  develop  ra- 
diographic techniques  and  instrumentation  for 
quantitative  determination  of  alveolar  bone  densi- 
ty. Accuracy  and  reproducibility  of  the  method 
was  validated  by  various  bone  models  and  calibra- 
tion curves. 

In  principle,  the  method  is  similar  to  that  de- 
scribed for  the  quantitative  radiographic  density 
of  phalanx  5-2;  dental  x-ray  films  of  the  left  and 
right  molar  1 and  2 area  are  taken  at  a fixed  dis- 
tance, angle,  and  exposure  time  with  an  aluminum 
reference  block  attached  to  the  film.  The  result- 
ing film  is  processed  under  standard  time  and 
temperature  and  alveolar  bone  density  adjacent  to 
the  teeth  determined  by  a microphotodensitome- 
ter. This  area  of  the  mandible  was  selected  for  ex- 
amination because  of  its  early  and  high  incidence 
of  tooth  loss  in  the  elderly. 

By  means  of  this  method  we  have  found  that 
measurements  of  alveolar  bone  in  the  molar  1 and 
2 area  yield  highly  reproducible  and  clinically  sig- 
nificant results.  At  this  writing  quantitative  ra- 
diographic alveolar  and  5-2  phalanx  bone  determi- 
nations have  been  done  on  69  normal  healthy  fe- 
male (fifteen  to  sixty-five  years)  dental  patients; 
the  sample  of  39  male  patients  is  far  too  small  and 
scattered  to  report.  The  preliminary  results  for 
the  female  group  are  collected  in  Table  II.  These 


TABLE  II.  Relationship  of  subnormal  skeletal  and  alveolar 
bone  density  in  healthy  normal  females 


Age 

Group 

(Years) 

Number 

of 

Subjects 

•—  Bone  Density  Below — . 

Age  Norms  (Per  Cent) 
5-2  Phalanx  Alveolar 

15  to  24 

31 

25 

23 

25  to  34 

13 

21 

29 

35  to  44 

7 

28 

37 

45  to  54 

11 

30 

28 

55  to  64 

7 

37 

33 

data  seem  to  support  the  view  that  in  females  a 
parallelism  exists  in  the  relative  radiographic  den- 
sities of  5-2  phalanx  and  mandibular  bone.  Clini- 
cal studies  are  now  in  progress  to  ascertain  the  ef- 
fect of  calcium  supplements  on  individuals  with 
subnormal  bone  densities  in  skeletal  or  alveolar 
bone.  It  will  be  of  interest  to  determine  which  site 
will  respond  first  to  the  supplements. 

Comment 

Ninety  per  cent  of  the  skeleton  is  composed  of 
collagen  fibrils  and  the  remainder  calcium  and 
phosphorus.  The  process  of  calcification  that 
takes  place  around  the  fibrils  results  in  a two- 
phase  system,  which  gives  calcified  tissues  essen- 
tial tensile  strength,  resistance  to  pressures,  and 
elasticity.  Almost  99  per  cent  of  the  body’s  calci- 
um, 1,500  Gm.  at  the  age  of  twenty,  is  found  in  the 
skeleton.  Since  bone  is  constantly  undergoing  re- 
sorption and  regeneration,  it  obviously  cannot  be 
normally  produced  or  its  structure  maintained 
without  an  adequate  supply  of  calcium.  Dietary 
calcium  deficiency  and  intestinal  malabsorption 
syndromes  may  produce  osteoporosis  simply  by 
presenting  the  organism  with  less  mineral  than 
needed  to  overcome  minimal  daily  losses.  Thus  it 
may  be  possible,  and  not  unusual,  to  find  individu- 
als with  osteoporosis  and  in  negative  calcium  bal- 
ance despite  very  high  dietary  intakes.  These  ob- 
servations have  led  to  controversies  regarding  the 
use  of  calcium  supplements  as  a counterosteoporo- 
tic  modality.  Available  evidence  from  metabolic 
studies  indicates  that  calcium  may  not  be  the  sole 
therapeutic  role  in  the  treatment  of  patients  with 
osteoporosis. 

It  has  been  estimated  from  dietary  surveys  that 
women,  in  particular,  consume  about  400  mg.  of 
calcium  per  day  of  which  only  10  to  50  per  cent  is 
absorbed.  Thus,  known  losses  of  approximately 
270  mg.  and  absorption  of  180  mg.  result  in  a nega- 
tive calcium  balance  of  90  mg.  per  day.  Calcula- 
tions from  these  values  show  that  by  the  age  of 
fifty,  about  one  third  of  the  skeletal  calcium  re- 
mains. Although  some  individuals  have  been 
found  to  remain  in  calcium  balance  on  low  levels  of 
intake,  there  is  no  evidence  that  adaptation  to  low 
intake  is  desirable.  Many  individuals  have  diffi- 
culty in  adapting,  and  some  are  unable  to  do  so  at 
all;  these  are  the  people  who  may  be  most  suscep- 
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tible  to  disorders  of  bone  mineralization,  with  high 
fracture  risk.  The  dangers  of  inadequate  calcium 
intake  in  the  incidence  of  osteoporosis  resulting  in 
disabling  fractures  of  long  limbs  and  hips  of  post- 
menopausal women  is  clearly  indicated  by  the  data 
shown  in  Table  II.  It  will  be  noted  that  fracture 
risk  increases  with  age  and  prolonged  exposure  to 
calcium  intakes  of  less  than  60  per  cent  of  the 
United  States  recommended  daily  allowance  value 
of  0.8  Gm.  per  day.  We  must  hasten  to  add,  how- 
ever, that  the  multitude  of  other  known  causes  of 
osteoporosis  must  be  considered  in  the  interpreta- 
tion of  this  statistical  relationship. 

Apart  from  endogenous  differences  in  calcium 
metabolism  related  to  biochemical  individuality, 
consideration  must  also  be  given  to  bioavailability 
of  calcium  from  different  dietary  sources.  Calci- 
um absorption  may  be  greatly  affected  not  only  by 
salt  form,  but  also  by  the  ratio  of  dietary  calcium 
to  phosphorus  ratio.  A survey  of  American  diets 
in  1960  by  the  U.S.  Department  of  Agriculture 
showed  that  milk  was  a primary  source  of  calcium, 
and  the  calcium-to-phosphorus  ratio  was  approxi- 
mately 1:2.8.  Changes  in  food  habits  since  that 
time  include  decreased  consumption  of  milk  and 
increased  consumption  of  high-phosphorus  foods, 
such  as  meat,  fish,  and  poultry.  These  and  other 
present  dietary  changes  have  resulted  in  an  imba- 
lanced calcium-phosphorus  ratio  of  about  1:4 
which  with  age  may  result  in  decreased  calcium 
utilization  and  serious  skeletal  and  alveolar  bone 
loss.  With  the  advent  and  application  of  ours  and 
other  quantitative  radiographic  densitometry 
studies  early  detection  of  bone-density  deficiencies 
has  now  become  possible. 

Thus  in  the  near  future  many  present  uncer- 
tainties due  to  inadequate  methodology  for  the 
early  diagnosis  and  preventive  management  of 
bone  loss  can  be  clarified  by  means  of  quantitative 
data  rather  than  subjective  impressions,  which 
have  too  long  prevailed. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis.  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage. 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of:  fever,  sore  throat  oral  lesions 
(symptoms  of  blood  dyscrasia) . dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema.  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty. 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications:  Children  14  years  or  less; 
senile  patients:  history  or  symptoms  of  6.1.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion ; thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug 
polymyalgia  rheumatica  and  temporal  arteritis;- 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings  Age,  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS, 
adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient's weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions . This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis, fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme, 
Stevens-Johnson  syndrome  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
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states,  lethargy;  CNS  reactions  associated  with 
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The  SEM  (scanning  electron  microscope)  has 
proved  to  be  an  interesting  tool  for  dermatology.1- 
10  This  instrument  primarily  gives  three-dimen- 
sional surface  details  at  magnifications  compara- 
ble to  a transmission  electron  microscope.  The 
SEM  three-dimensional  view  is  more  easily  inter- 
preted because  it  represents  a magnification  of  our 
usual  visual  experience.  Because  of  the  great 
depth  of  field  (approximately  1,600  microns  mag- 
nified 100  times),  topographical  relationships  not 
seen  with  light  optics  at  high  magnification  be- 
come apparent  with  the  SEM. 

Although  hair  and  skin  have  been  viewed  with 
the  SEM,  there  have  been  only  scanty  reports  of 
SEM  of  nail.11 

The  anatomy  of  the  psoriatic  nail  has  been  de- 
scribed by  Zaias12  and  Lewin,  DeWit,  and  Ferring- 
ton.13  They  maintain  that  nail  plate  abnormali- 
ties, that  is,  pits  and  grooves,  result  from  previous 
matrix  psoriasis.  Nail  bed  discoloration,  onychol- 
ysis, and  subungual  keratosis  result  from  nail  bed 
or  hyponychium  involvement.  Histologically  a pit 
represents  a defect  in  the  superficial  layers  of  the 
nail  plate.  The  lining  of  the  pit  varies  from  nor- 
mal nail  plate  cells  to  layers  of  parakeratotic  cells. 
Pits  situated  distally  on  the  nail  plate  contain 
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Normal  nail  surfaces  and  the  surface  structure  of 
psoriatic  nail  pits  have  been  examined  by  the  SEM 
(scanning  electron  microscope).  The  structure  has 
been  correlated  with  the  anatomy  and  histology  of 
both  conditions.  The  abnormal  cellular  stacking 
relationship  is  striking.  A new  structure  not  pre- 
viously reported  in  psoriatic  nails  but  seen  in  pso- 
riatic skin  by  SEM,  the  micro-pit,  is  described. 
We  feel  this  may  be  related  to  desmosomal  attach- 
ments. 


fewer  parakeratotic  cells  compared  to  more  proxi- 
mally  situated  pits. 

The  SEM  of  the  stratum  corneum  demonstrates 
that  the  most  superficial  layer  of  skin  appears  as  a 
continuous  sheet  of  joined  angular  cells  with  su- 
perimposed contours  or  ridges.  Some  cells  over- 
lap or  curl  on  themselves.  Cell  margins  are  often 
difficult  to  see,  and  adjacent  cells  appear  to  merge 
because  of  their  close  apposition.  Mean  cell  diam- 
eter was  45  microns.  The  present  study  includes 
SEM  of  the  surface  of  normal  nail  and  psoriatic 
pits. 

Method 

Six  nails  exhibiting  grossly  visible  pits  were 
clipped  from  patients  with  psoriasis.  The  nail 
samples  were  mounted  on  standard  SEM  cylinders 
with  silver  paint  to  provide  a conducting  path  for 
the  secondary  electrons  produced  on  the  sample 
surface.  The  samples  were  then  coated  under  a 
vacuum  evaporator  with  a 60  to  40  per  cent  palla- 
dium-gold alloy  to  render  the  sample  surface  con- 
ductive. 

Apparatus 

The  samples  were  then  observed  by  means  of  a 
MAC  scanning  electron  microscope  operated  at  a 
gun  voltage  of  20  kv.  and  a condensor  beam  cur- 
rent of  450  ma. 

The  specimen  under  vacuum  is  bombarded  with 
a beam  of  electrons  which  produce  secondary  elec- 
trons on  the  specimen  surface.  These  secondary 
electrons  are  produced  in  quantities  which  reflect 
the  surface  topography  of  the  specimen.  These 
secondary  electrons  are  accelerated  away  from  the 
specimen  surface  onto  a scintillator  whose  light 
output  is  fed  into  a photomultiplier  by  means  of 
an  optical  waveguide.  The  photomultiplier  in 
turn  converts  this  light  signal  into  an  electrical  sig- 
nal, which  after  many  electronic  operations  is  con- 
verted into  a picture  of  the  specimen  on  the  oscil- 
loscope screen. 

Results 

All  micrographs  are  oriented  so  that  the  free 
edge  of  the  nail  is  to  the  left. 
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FIGURE  1.  Views  of  surface  of  normal  nail  showing  over- 
lapping pattern  of  cornified  superficial  cells.  Overlapping 
is  opposite  to  direction  of  growth.  Cells  are  approximate- 
ly 30  to  40  microns  in  diameter.  (A)  SEM  X 690.  (B) 
SEM  X 345. 

The  surface  of  the  normal  nails  is  made  up  of 
overlapped  flat  cells  with  the  overlapping  opposite 
to  the  direction  of  growth  (Fig.  1).  This  is  similar 
to  the  structure  of  hair.  The  cells  are  approxi- 
mately 30  to  40  microns  in  greatest  diameter.  The 
cell  surfaces  are  generally  flat  and  closely  apposed. 
At  higher  magnifications  a few  “micropits”  and 


villi  may  be  seen.  Multiple  sections  show  this 
rather  monotonous  pattern-  of  tightly  cemented 
horny  cells  with  a smooth  surface.  Psoriatric  nail 
pits  differ  from  normal  nail  in  that  the  cells  com- 
prising the  surface  are  smaller  and  do  not  have  the 
overlapped  pattern  (Figs.  2 and  3).  They  appear 
to  be  heaped  up,  growing  in  a haphazard  pattern, 
and  are  more  on  edge  as  if  crowded  together  (Fig. 
4).  There  are  spaces  between  the  poorly  interdigi- 
tated  cells.  A striking  feature  is  the  presence  of 
numerous  micropits  and  occasional  villi  on  the 
surface  of  the  cells.  This  structure  of  the  psoriatic 
nail  pit  is  different  from  the  pits  seen  in  eczema- 
tous processes,  which  will  be  reported  in  a forth- 
coming publication. 

Comment 

The  histology  of  the  normal  nail  would  lead  us 
to  expect  the  overlapped  monotonous  structure 
that  we  see  with  SEM.12  As  we  recall,  the  nail  is 
formed  by  the  upward  growth  of  the  nail  matrix 
which  is  given  a forward  directional  axis  by  the 
posterior  nail  fold. 

The  changes  of  the  nail  bed  in  psoriasis  are  simi- 
lar to  those  found  in  psoriasis  of  the  skin.13  In 
acute  psoriasis  the  nail  matrix  may  develop  a gran- 
ular layer  which  it  does  not  normally  have.13  The 
stratum  corneum  frequently  shows  alternating  or- 
thokeratosis and  parak  ratosis  related  to  the  pres- 
ence or  absence  of  the  granular  layer.  Since  the 
nail  matrix  gives  rise  to  the  nailplate,  it  follows 
that  any  disease  within  the  matrix  will  be  reflected 
in  the  nailplate.  Disease  of  the  proximal  part  of 
the  nailplate  should  produce  defects  such  as 
grooves  and  pits,  because  the  parakeratotic  cells, 
which  are  incorporated  into  the  nail,  are  poorly  ad- 
herent to  one  another  and  are  easily  dislodged  by 
minor  trauma.  The  parakeratotic  cells  as  seen  by 
the  SEM  are  smaller  and  have  rolled  edges. 

Transmission  and  scanning  electron  microscopy 
of  psoriatic  skin  shows  significant  alteration  of  the 
cell  surfaces  of  psoriatic  cells.14  These  authors 


FIGURE  2.  (A)  Upper  view  exhibits  general  overall  architecture  of  nail  pit.  (B)  Lower  view  of  same  pit  shows  “scale’’ 

formation  and  overlapping  of  cell  edges  in  direction  of  growth  opposite  normal  pattern  seen  (SEM  X 245). 
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FIGURE  4.  Magnifications  of  depths  of  psoriatic  pit.  Haphazard,  crowded,  on  edge  pattern  can  be  seen  as  well  as 
micropits  prominent  in  higher  magnification.  (A)  SEM  X 485.  (B)  SEM  X 975. 


FIGURE  3.  Psoriatic  nail  pit  is  present  in  lower  half  of  mi- 
crograph. More  normal  nail  is  present  in  upper  half  of  mi- 
crograph (SEM  X 95). 


crographs  are  seen  in  SEM  of  psoriatic  skin.  Or- 
fanos  et  al. 14  feel  that  they  represent  the  irregular 
villous  surface  of  the  psoriatic  cell  and  may  repre- 
sent a regulative  mechanism  to  balance  their  poor 
chemical  cementation.  Dawber,  Marks,  and 
Swift,3  however,  feel  that  these  micropits  (350  na- 
nometers) were  of  such  a size  (350  nanometers) 
and  frequency  that  they  might  represent  desmo- 
somes. 

Mishima16  postulated  that  these  “pores”  as  he 
termed  them  contributed  to  an  increased  rate  of 
transport  of  substances  through  psoriatic  epider- 
mis. 

Menton  and  Eisen15  studied  the  structure  of  the 
skin  stratum  corneum  in  scaling  disorders  of  the 
skin  including  psoriasis.  They  found  that  in  con- 
ditions associated  with  an  increased  epidermal  mi- 


describe  microvillous  transformation  of  cell  mem- 
brane, decreased  adhesiveness  of  extradesmosomal 
membrane  regions,  nearly  complete  absence  of 
surface  coating  in  the  malpighian  layer,  thickening 
of  surface  coating  in  the  horny  layer,  and  incom- 
plete marginal  bands  and  irregular  spatial  archi- 
tecture of  horny  cell  surfaces.  These  findings 
suggest  that  psoriatic  cells  have  lost  contact  inhi- 
bition of  growth.  The  SEM  views  of  the  psoriatic 
horny  cells  showed  a very  irregular  pattern  of 
loosely  interdigitated  cytoplasmic  protrusions  and 
invaginations  and  lack  of  adhesion. 

Menton  and  Eisen15  have  demonstrated  an  ab- 
normal stacking  of  cells  in  psoriasis  of  the  skin. 
Our  views  of  psoriatic  nail  also  show  this  marked 
loss  of  cohesion  and  piling  up  of  cells  which  appear 
to  be  smaller  than  the  normal  cornified  cell  and  to 
have  more  rounded  cell  outlines.  The  orderly 
close  overlapping  of  normal  cells  of  the  nail  is  gone 
with  substitution  of  an  irregular,  heaped  up,  and 
disorderly  pattern. 

The  micropits  which  are  so  striking  in  our  mi- 


totic activity,  the  stratum  corneum  lacks  that 
neatly  stacked  cellular  arrangement  typical  of  nor- 
mal stratum  corneum.  They  also  note  that  the 
plasma  membrane  appears  to  bristle  with  small 
“nipple-like”  projections  that  are  easily  observed 
both  in  cross  section  and  in  intact  cells.  While  a 
few  of  these  structures  were  seen  in  normal  stra- 
tum corneum,  they  were  never  as  well  developed  as 
the  psoriatric  specimens.  They  also  feel  that  they 
are  desmosomal  in  origin  (0.3  to  0.4  microns  in  di- 
ameter). These  psoriatic  cells  have  irregular  rath- 
er than  the  typical  hexagonal  shape  of  normal  cor- 
nified cells. 

He  comments  on  the  apparent  stiffness  of  these 
cells  which  appear  to  lack  the  surface  folds  of  nor- 
mal cells. 
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Clinical  Clues 

— People  found  “dead”  from  hypothermia  with  cardiac 
arrest,  unconsciousness,  and  absent  peripheral  pulses 
may  recover  on  active  rewarming.  They  may  simply  be 
placed  in  a warm  room,  but  the  most  effective  method  of 
rewarming  is  immersion  of  the  body  in  a bath  of  hot 
water  (Lancet  1:237  (Jan.  29)  1972). 

— Marfan’s  syndrome  is  the  chief  cause  of  dissecting 
aortic  aneurysm  in  the  under-forty  age  group. 

— The  Aschner-Dagninis  sign  is  the  occurrence  of  vagal 
syncope  brought  about  by  reflexes  from  points  other 
than  the  carotid  sinus,  such  as  on  the  eyeballs. 

— Bradycardia  in  the  elderly  patient  should  always  be 
regarded  with  suspicion.  It  may  be  a sign  of  heart  dis- 
ease, an  indication  of  conduction  disturbance,  a precur- 
sor to  cardiac  arrest,  and  may  precede  the  development 
of  premature  ventricular  contractions.  When  associ- 
ated with  an  arrhythmia  it  is  classified  under  the  brady- 
cardia-tachycardia syndrome,  called  the  “lazy  sinus” 
syndrome. 

— Acute  glaucoma  may  be  a complication  following  gen- 
eral surgery.  Responsible  factors  are:  premedication 

with  atropine  and  scopolamine;  deep  anesthesia  with 
pupillary  dilatation;  excitement  of  hospitalization;  a se- 
midark recovery  room;  and  the  anatomic  structures  of 
the  eye  that  predispose  these  patients  to  acute  attacks. 

— Persistent  “toe  walking”  has  been  described  as  a sign 
of  childhood  schizophrenia  (J.  Pediat.  53:  219). 

— The  conventional  test  for  Bence-Jones  protein  on  un- 
concentrated urine  gives  a positive  result  in  only  about 
half  the  cases  of  multiple  myeloma  (Snapper,  I.,  Myelo- 
matosis: Fundamental  Clinical  Features,  Baltimore 

University  Popular  Press,  1971,  p.  205). 

Patients  with  multiple  myeloma  have  an  increased  in- 
cidence of  deterioration  of  renal  function  following  in- 
travenous pyelography. 
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— In  contrast  to  hyperglobulinemic  purpura  that  is  de- 
pendent (lower  extremities  and  buttocks),  amyloid  pur- 
pura is  most  frequently  present  on  the  face,  neck,  and 
upper  extremities  (Ann.  Int.  Med.  69:  746  (1968)). 

— Primary  hyperparathyroidism  is  the  only  clinical  dis- 
order in  which  hypercalcemia  may  occur  without  in- 
creased urinary  calcium  excretion.  However,  hypercal- 
ciuria  may  be  a diagnostic  clue  of  hyperparathyroidism 
in  up  to  one  half  to  two  thirds  of  cases  (Greep,  Ed.: 
Parathyroids,  Charles  C Thomas,  1961,  p.  353). 

— Patients  with  chronic  hyperparathyroidism  usually 
have  mild  hyperchloremia  (Brit.  M.  J.  1:  1153  (1964)). 

— Tenting  of  the  T waves  is  the  earliest  and  best-known 
electrocardiographic  sign  of  hyperkalemia.  It  is  usually 
present  at  serum  potassium  concentrations  greater  than 
6.5  mEq.  per  liter. 

— Untreated  sprue  (gluten-induced  enteropathy)  may 
be  a predisposing  factor  in  the  development  of  lympho- 
mas. Although  these  lymphomas  are  more  common  in 
the  stomach  than  in  the  small  intestine,  enlarged  pe- 
ripheral nodes  are  the  chief  presenting  feature  (Ann.  J. 
Dig.  Dis.  12:  475  (1967)). 

— The  inappropriate-antidiuretic-hormone  syndrome 
generally  occurs  with  oat-cell  tumors  of  the  lung,  where- 
as the  parahormone-like  syndrome  is  associated  with 
squamous  cell  tumors;  but  there  may  be  overlap. 

— A variety  of  rheumatoid  arthritis  has  been  described 
which  occurs  in  about  25  per  cent  of  the  aged  with  this 
disease.  There  is  an  acute  onset  described  as  stormy, 
the  course  shows  rapid  fluctuations,  there  is  more  large- 
joint  involvement  such  as  the  knees,  there  is  a good 
prognosis  with  a remission  occurring  usually  in  a year, 
and  there  is  a predominance  of  males.  This  disorder 
has  been  called  “benign  rheumatoid  arthritis  of  the 
aged”  (Brit.  M.  J.  1:  444  (Mar.  9)  1974). 
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TROUBLE 
FALLING  ASLEEP... 


HOURS  1 2 


"Trouble 
sleeping”  means 
different  things 
to  different 


Dalmane  (flurazepam  HC1) 

provides  sleep 
within  17  minutes 

. . .on  average,  after  taking  one  30-mg 
capsule  of  Dalmane  at  bedtime.15 


Insomnia  patients  under  the  age  of  50  with 
“trouble  sleeping”  usually  describe  difficulty 
falling  asleep.  Conversely,  the  over-fifty  insomnia 
patient  more  often  complains  of  frequent, 
lengthy  awakenings  — or  of  early  morning  awakening. 
This  composite  sleep  profile  characterizes  the  three  most  common 
forms  of  insomnia. 


people.: 
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TROUBLE 
STAYING  ASLEEP... 


Dalmane  (flurazepam  HC1) 

provides  sleep 

with  fewer  awakenings 

...without  repeating  dosage  during  the 
night.2'5 

An  added  benefit:  Dalmane  may  be 
used  in  patients  on  chronic  warfarin 
therapy:  studies  have  indicated  no 
unacceptable  fluctuation  in 
prothrombin  time. 


Please  see  following  page  for  a summary 
of  Complete  Product  Information. 


TROUBLE 

SLEEPING  LONG  ENOUGH 


Dalmane  (flurazepam  HC1) 
provides  sleep 
for  7 to  8 hours 

...on  average.1'5  with  infrequent  morning 
"hang-over”  and  relative  safety.  In  elderly 
and  debilitated  patients,  initial  dosage 
should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia. 

the  benefits  of 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

when  restful  sleep 
is  indicated 


the  benefits  of 

Dalmane 

(flurazepam  HCI) 

when 

restful  sleep 
is  indicatec 


■ sleep  within  17  minutes, 
on  average* 1'5 

■ sleep  with  fewer 
awakenings2 3 4'5 

■ sleep  for  7 to  8 hours, 
on  average,  without 
repeating  dosage1'5 


Before  prescribing  Dalmane  (flurazepam 
HCI ),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness ( e.g .,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 


irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Neurofibromatosis  is  a relatively  common  dis- 
ease; however,  thoracic  neurofibromata  are  un- 
common. The  authors  have  had  the  opportunity 
to  observe  2 cases  of  von  Recklinghausen’s  disease 
with  probable  malignant  degeneration  of  thoracic 
neurofibromata  to  malignant  schwannoma. 

Case  reports 

Case  1.  A thirty-four-year-old  Lebanese  male  was 
admitted  with  pain  in  the  right  axilla.  Three  years  pre- 
viously, after  wrestling  with  friends,  he  noted  pain  in  the 
right  axilla  which  persisted  for  a few  days  and  disap- 

* By  invitation. 


New  York  City. 

The  following  report  will  be  given  in  its  entire- 
ty- 

peared.  A week  prior  to  admission,  he  was  again  wres- 
tling, following  which  he  had  acute  pain  along  the  distri- 
bution of  the  fourth  intercostal  nerve.  This  was  aggra- 
vated by  direct  pressure  on  the  chest  wall  and  deep 
breathing.  He  had  no  other  symptoms  referable  to  the 
respiratory  system.  Family  history  revealed  that  his  fa- 
ther, two  sisters,  and  an  uncle  had  neurofibromatosis. 
One  sister  had  intradural  neurofibroma,  which  led  to 
acute  compression  of  the  spinal  cord  and  the  patient’s 
subsequent  demise,  and  an  uncle  died  with  what  seemed 
to  be  sarcoma.  Past  history  included  inguinal  hernior- 
rhaphy and  orchiectomy  for  undescended  testicle  in 
childhood.  Physical  examination  was  normal  except  for 
multiple  subcutaneous  nodules,  cafe-au-lait  spots,  and 
tenderness  over  the  right  fourth  rib  in  the  midaxillary 
line. 

The  patient  was  admitted  to  Parkland  Memorial  Hos- 
pital, Dallas,  Texas,  on  February  15,  1967.  Chest  x-ray 
Films  showed  a 5 to  6-cm.  mass  in  the  midaxillary  line, 
protruding  into  the  thoracic  cavity  for  approximately  1 
to  2 cm.  At  the  end  of  the  lesion  the  cortex  of  the  rib 
was  expanded  and  eroded  (Fig.  1).  Over  the  course  of 
the  tumor  the  rib  was  completely  destroyed.  On  Febru- 
ary 16,  1967,  a resection  of  the  entire  fourth  rib  and  ad- 
jacent intercostal  muscles  was  carried  out.  A 5 to  6-cm. 
tumor  was  also  excised  from  the  right  paraspinous  mus- 
cle between  the  third  and  fifth  dorsal  vertebrae.  This 
was  a discrete  mass  with  no  invasion  of  surrounding  tis- 
sue. Gross  pathologic  study  showed  the  fourth  rib  re- 
placed by  tumor  which  was  not  well  encapsulated,  had 
areas  of  necrosis,  was  growing  into  the  bone,  and  origi- 
nated from  the  fourth  intercostal  nerve  (Fig.  2).  Micro- 
scopically, the  tumor  was  made  up  of  densely  packed 
cells,  frequently  spindly  in  appearance.  Special  stains 
excluded  origin  from  the  muscle  or  bone.  The  patient 
expired  three  and  one-half  years  later  with  local  and  dis- 
seminated tumor  recurrence. 

Case  2.  A thirteen-year-old  Negro  female  was  first 
admitted  to  the  Hospital  of  the  Albert  Einstein  College 
of  Medicine  on  September  26,  1971,  with  steadily  in- 
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FIGURE  1.  Tomogram  showing  expansion  of  cortex  and 
destruction  of  anterior  portion  of  right  fourth  rib. 


creasing  right  upper  extremity  pain  radiating  down  the 
ulnar  side  of  three  months’  duration.  The  pain  in- 
creased with  coughing  or  straining.  The  right  upper  ex- 
tremity also  had  progressively  increasing  weakness. 
Family  history  showed  neurofibromatosis  in  the  father 
and  one  sibling.  Physical  examination  showed  a 4 by 
4-cm.  nonmobile  soft  nodule  on  the  right  buttock  and 
cafe-au-lait  spots.  Neurologic  examination  showed  dif- 
fuse motor  weakness  from  the  fifth  cervical  vertebra  to 
the  first  thoracic  and  diffuse  weakness  of  the  right  lower 
extremities.  Cranial  and  sensory  nerves  were  intact. 
X-ray  films  showed  pleural  thickening  in  the  right  supe- 
rior mediastinum  and  a myelographic  block  at  the  first 
thoracic  vertebra  (Fig.  3A). 

The  patient  had  more  symptoms  from  spinal  cord 
compression  than  thoracic  manifestations.  On  Septem- 
ber 28,  1971,  laminectomy  of  the  fifth  cervical  to  the 
third  thoracic  vertebrae  was  performed.  No  pathologic 
condition  was  found.  Her  postoperative  course  was  un- 
eventful except  for  a urinary  tract  infection.  Mild  weak- 
ness of  the  triceps  was  noted,  but  the  radicular  pain  in 
the  right  arm  became  less. 

In  September,  1972,  she  developed  a pain  in  the  lower 
extremities  which  progressed  to  paraparesis.  In  Febru- 
ary, 1973,  she  developed  fecal  and  urinary  incontinence. 
Myelogram  showed  a high  grade  block  at  the  first  tho- 
racic vertebra  and  a large  right  apical  mass  (Fig.  3B). 
Cisternal  injection  showed  the  tumor  protruding  into 
the  spinal  canal  (Fig.  4). 


FIGURE  2.  Cut  surface  of  gross  specimen  showing  de- 
struction of  rib  by  fleshy  tumor  originating  from  intercostal 
nerve  at  left  side  of  lesion. 


On  June  13,  1973,  a right  thoracotomy  was  done,  and 
a large  encapsulated  mass  was  encountered  in  the  apex 
of  the  chest.  By  sharp  and  blunt  dissection  the  mass 
was  enucleated  including  a portion  protruding  into  the 
spinal  canal.  As  much  tumor  as  possible  was  removed, 
but  some  was  left  on  the  dural  surface  from  which  it 
could  not  be  removed.  Grossly  the  tumor  had  three 
portions:  intrathoracic,  spinal  canal,  and  nerve.  The 

cut  surface  showed  cystic  necrosis  (Fig.  5A).  Micro- 
scopically it  was  a highly  pleomorphic,  cellular  tumor 
with  areas  of  necrosis  (Fig.  5B).  Axons  trapped  within 
the  tumor  were  demonstrated  by  silver  stain  (Fig.  5C). 
Postoperative  myelogram  on  August  7,  1973,  showed  no 
extradural  mass  and  no  displacement  of  the  cord.  Post- 
operatively,  she  had  flicker  movements  in  the  lower  ex- 
tremities, hip  flexion  on  the  right,  and  abduction  on  the 
left.  Beginning  August  17,  1973,  she  had  5,000  rads  of 
radiotherapy  followed  by  progressive  improvement.  At 
present,  she  has  4-plus  strength  and  sensation  in  both 
lower  extremities.  Severe  arm  pain  persists  due  to  early 
local  recurrence  in  the  chest.  Subsequently,  she  has 
had  chemotherapy  with  some  improvement. 

Comment 

There  are  two  benign  tumors  of  nerve-sheath  or- 
igin, neurilemmoma  and  neurofibroma,  and  one 
malignant  tumor,  neurogenic  sarcoma  (malignant 
schwannoma).  The  incidence  of  generalized  neu- 
rofibromatosis has  been  estimated  at  one  case  in 
every  2,500  to  3,300  births.1  Malignant  schwan- 
noma comprises  less  than  10  per  cent  of  all  thorac- 
ic neurogenic  tumors  in  adults.  Crowe,  Schull, 
and  Neel1  and  Holt  and  Wright2  report  the  inci- 
dence of  malignant  degeneration  as  2 to  5 per  cent 
of  all  patients  with  neurofibromatosis.1-3  In  our  2 
patients,  malignant  degeneration  is  assumed  on 
the  basis  of  a three-year  antecedent  history  in  the 
first  patient  and  two  years  in  the  second  before  a 
sudden  onset  of  rapid  growth  in  each,  and  also  on 
pathologic  findings  suggestive  of  transformation. 
Genersick4  first  mentioned  a thoracic  lesion  noted 
at  autopsy  in  a patient  with  neurofibromatosis  in 
1970.  Since  then,  additional  authors  have  re- 
ported such  cases.5-10 

There  are  no  universally  accepted  diagnostic  cri- 
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FIGURE  3.  (A)  Cervical  spine  x-ray  film  from  1971  showing  slight  thickening  of  pleura  in  right  apex.  (B)  Myelogram 

made  in  1972  (one  year  later)  showing  mass  in  right  apex  and  high  grade  block  at  first  thoracic  with  pressure  on  right  side 
of  cord  down  to  fourth  thoracic. 


teria  for  neurofibromatosis.  However,  the  diagno- 
sis usually  depends  on  clinical  manifestations  sup- 
ported by  the  family  history  (dominant  inheri- 
tance), and  skin  stigmata  with  cafe-au-lait  spots 
exceeding  1.5  cm.  in  broader  diameter.1  Skeletal 
changes  occur  in  30  to  50  per  cent  of  cases.11  Ky- 
phoscoliosis is  characteristically  present  in  thorac- 
ic and  thoracolumbar  lesions,  and  kyphosis  is  the 
usual  deformity  in  the  cervical  spine.  Curtis  et 
al. 12  feel  that  kyphosis  contributes  more  to  the 
production  of  paraplegia  than  does  scoliosis.  Dis- 
tant metastases  are  usually  hematogenous.  The 
lung  is  the  most  frequent  site  of  metastasis,  and 
pulmonary  involvement  is  the  most  common  cause 
of  the  death.13 

Curtis  et  al . 12  think  that  neurofibromatosis  with 
paraplegia  should  be  treated  by  early  spine  stabili- 
zation and  that  laminectomy  may  increase  insta- 
bility and  contribute  to  paraplegia.  When  decom- 
pression is  performed,  stabilization  of  the  spine  by 
fusion  is  indicated.  The  treatment  of  choice  for 
malignant  schwannoma  is  surgical  resection.  The 
tumor  is  often  radioresistant.14-16  However,  Win- 
deyer,  Dische,  and  Mansfield17  reported  fair  re- 
sults in  treating  fibroscarcoma  of  the  soft  tissue  by 
radiotherapy  alone  or  in  combination  with  surgery 


with  17  patients  among  34  alive  at  five  years  free 
of  recurrence.  Chemotherapy  has  been  disap- 
pointing. Our  second  patient  received  radiothera- 
py and  chemotherapy  with  adriamycin.18  She  im- 
proved with  radiotherapy  initially. 

Summary 

We  have  reported  2 cases  of  von  Recklinghau- 
sen’s disease  with  probable  malignant  degenera- 
tion of  thoracic  neurofibroma  to  malignant 
schwannoma.  This  unusual  diagnosis  is  rarely 
seen  but  must  be  considered  in  any  unusual  tho- 
racic tumor  especially  in  association  with  neurofi- 
bromatosis. 
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FIGURE  4.  Cisternal  injection  showing  top  extent  of 
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Discussion 
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You  have  heard  an  excellent  description  of  the 
malignant  degeneration  of  neurofibromata  in  von 
Recklinghausen’s  disease.  Neurogenic  tumors  of 
the  thorax  behave  in  a capricious  manner.  The 
pathology  is  rather  complex,  but  some  sense  of 
order  has  been  provided  by  the  nice  classifications 
given  by  Arthur  Purdy  Stout,  M.D.,  and  the 
Armed  Forces  Institute  of  Pathology  fascicle  on 
Tumors  of  the  Peripheral  Nerves.* 

Basically  there  are  two  types  of  benign  periph- 
eral nerve  tumors:  (1)  benign  neurilemmomas, 

which  arise  from  Schwann  cells,  are  well  encapsu- 
lated and  may  be  enucleated  without  damage  to 
the  nerve;  and  (2)  solitary  benign  neurofibromas, 
which  also  arise  from  schwann  cells,  are  circum- 
scribed but  not  encapsulated,  have  a plexiform  ar- 
rangement, and  cannot  be  removed  from  a periph- 
eral nerve  trunk  without  damage  to  the  nerve. 
Then  there  is  the  malignant  schwannoma  which 
usually  occurs  in  association  with  the  neurofibro- 
matosis of  von  Recklinghausen’s  disease  but  which 
may  arise  without  this  genetically  predetermined 
situation.  Malignant  schwannoma  may  arise  side 
by  side  with  a benign  neurofibroma. 

I would  like  to  discuss  four  examples  of  peculiar 
behavior  of  malignant  thoracic  neurogenic  tumors. 

A sixty-seven-year-old  white  woman  had  a neurofi- 
broma of  the  left  phrenic  nerve  weighing  900  Gm.  re- 
moved by  Herbert  Maier,  M.D.,  a former  president  of 
this  Society.  Ten  years  later  she  appeared  with  a huge 
recurrence  in  the  anterior  mediastinum  and  two  nodules 
in  the  right  lung.  A 500-Gm.  tumor  was  removed 
through  a sternotomy  incision.  She  died  one  year  later 
with  a massive  recurrence  and  bloody  pleural  effusion. 
Histologically,  the  original  tumor  and  the  recurrence 
were  considered  to  be  “benign”  neurofibromata. 

A thirty-one-year-old  white  woman  appeared  with  a 
mass  in  the  right  superior  mediastinum.  The  top  of  the 
mass  could  be  felt  deep  in  the  right  supraclavicular 
fossa,  and  pressure  on  it  caused  coughing.  Biopsy  taken 
at  mediastinoscopy  revealed  schwannoma.  At  thoracot- 
omy, a malignant  schwannoma  of  the  right  vagus  nerve 
was  removed.  She  died  within  one  year  with  recurrence 
in  the  lung  and  with  pleural  effusion. 

An  elderly  white  man  had  multiple  previous  opera- 
tions for  recurrent  neurofibrosarcoma  of  the  chest  wall. 
He  finally  appeared  with  a huge  intrathoracic  recur- 
rence and  superior  vena  cava  obstruction.  We  were  able 
to  relieve  the  obstruction  by  enucleating  large  masses 
from  the  mediastinum,  but  he  ultimately  again  devel- 
oped chest  wall  recurrences  and  died  at  a later  date. 

Finally,  a sixty-three-year-old  black  woman  with  von 
Recklinghausen’s  disease  had  developed  malignant 
schwannoma  of  the  left  thigh  three  years  previously. 
She  now  had  a mediastinal  mass  and  left  pleural  effu- 
sion, and  at  mediastinoscopy,  tissue  containing  meta- 
static malignant  schwannoma  was  found.  She  died 
within  a year. 

I would  like  to  commend  Dr.  Lee  and  Dr.  Cook 
on  their  excellent  presentation  and  for  bringing  up 
this  subject  before  the  Society. 
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Manjit  S.  Bains,  M.D.,  Rochester,  New  York.  We 
have  had  6 cases  of  malignant  schwannoma  of  the  poste- 
rior mediastinum  seen  and  treated  by  the  thoracic  ser- 
vice at  Memorial  Hospital.  Certain  diagnostic  steps  in 
the  work-up  of  such  patients  need  to  be  stressed.  In  ad- 
dition to  routine  chest  studies  and  laminograms  of  the 
spine,  a neurologic  consultation  is  obtained.  If  abnor- 
mal neurologic  findings  are  detected  or  if  erosion  or  wid- 
ening of  the  foramina  are  noted  on  the  spine  films,  a 
myelogram  to  rule  out  intraspinal  extension  of  tumor  is 
done.  The  neurosurgeon  is  also  alerted  prior  to  the 
planned  treatment  and  is  available  in  case  any  intraspi- 
nal resection  is  necessary.  To  illustrate  this  approach  I 
would  like  to  cite  one  case  history. 

A forty-six-year-old  woman  was  hospitalized  else- 
where for  progressive  weakness  of  the  lower  extremities 
of  four  months’  duration.  No  neurologic  abnormality 
was  found,  and  the  patient  was  referred  for  psychiatric 
care.  While  electroshock  therapy  was  planned,  the  pa- 
tient suddenly  collapsed  and  was  found  to  have  paraple- 
gia. An  emergency  laminectomy  was  performed  with 
partial  improvement.  Tissues  excised  at  surgery  were 
reported  as  granulation  tissue.  However,  the  chest  x- 
ray  film  revealed  a left  posterior  mediastinal  mass.  She 
was  transferred  to  Memorial  Hospital.  Work-up  con- 
firmed an  intraspinal  block  by  myelogram  at  the  sev- 
enth thoracic  vertebra.  At  surgery  the  intrathoracic 
component  of  the  tumor  was  resected  along  with  the 
posterior  aspect  of  involved  ribs  by  the  thoracic  team, 
leaving  it  attached  to  the  vertebral  bodies.  At  this  time 
the  neurosurgical  team  resected  the  involved  part  of  the 
vertebral  bodies,  pedicles,  and  transverse  processes 
along  with  the  intraspinal  component,  leaving  the  spinal 
cord  without  any  bony  coverage  from  the  sixth  to  eighth 
thoracic  vertebrae.  The  tumor  was  extradural  but  in- 
volved the  lateral  aspect  of  the  vertebral  bodies  and  the 
portion  of  the  resected  ribs. 

The  surgery  was  performed  in  August,  1970.  The  pa- 
tient did  well  postoperatively,  was  able  to  walk  with  the 
aid  of  a cane,  and  is  still  alive  and  well  four  years  later. 

Dr.  Cook:  Thank  you  very  much  for  the  oppor- 
tunity to  present  these  2 cases.  We  really  thought 
them  worth  presenting  because  they  represented 
an  unusual  but  continuing  source  of  chest  wall 
masses  which  we  thought  should  again  be  brought 
before  this  Society.  The  subject  has  been  present- 
ed in  the  past  by  Dr.  Potter  and  his  colleagues,  but 
we  feel  that  every  once  in  awhile  it  is  profitable  to 
review  the  matter. 

I would  like  to  thank  Dr.  Kirschner  and  Dr. 
Bains  for  discussing  the  report.  When  I talked  to 
Dr.  Kirschner,  he  pointed  out  that  in  several  of  his 
cases  the  tumor  masses  were  associated  with  defin- 
itive nerves  and  I think  that  is  a rather  constant 
finding.  I would  like  to  point  out  that  in  the  first 
of  the  2 cases  we  presented,  the  nerve  above  the  le- 
sion was  resected  with  the  soft  tissue  for  that  rib, 
and  that  the  intercostal  nerve  had  a neurofibroma 
in  it  directly  opposite  the  neurofibrosarcoma.  It 
really  provoked  me  to  think  that  it  could  be  under- 
going the  same  type  of  malignant  degeneration. 

We  have  a slide  that  you  would  recognize  as 
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showing  a condition  very  similar  to  the  one  that  we 
showed  in  our  patient  Case  2.  It  was,  in  fact,  in 
the  right  apex  of  a thirteen-year-old  girl:  same 

age,  same  sex,  same  location,  and  that  was  the  way 
it  looked  in  the  chest  before  it  was  enucleated. 
When  this  tumor  was  removed  and  sectioned,  it 
turned  out  to  be  neurofibroma  and  not  a neurofi- 
brosarcoma, and  the  patient  is  still  alive  and  well. 
Thus,  I believe  we  should  treat  these  tumors  surgi- 
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Although  some  controversy  exists  in  the  litera- 
ture relative  to  the  appropriate  management  of  in- 
strumental perforation  of  the  esophagus,  we  feel 
that  esophageal  perforation  is  a potentially  lethal 
condition  requiring  immediate  diagnosis  and  supe- 
rior surgical  judgment.  The  purpose  of  this  report 
is  to  present  2 cases  of  lower  esophageal  perfora- 
tion managed  conservatively  for  twelve  and  thir- 
teen days  respectively,  complicated  by  empyema 
and  mediastinitis,  and  treated  successfully  by 
combined  fundal  patch  repair  and  modified  fundo- 
plication. 

Case  reports 

Case  1.  The  patient,  a fifty-nine-year-old  white 
male,  was  admitted  on  May  13,  1969,  with  a six-month 
history  of  dysphagia  and  easy  fatigability.  Work-up  in 
the  gastrointestinal  laboratory  revealed  a Schatzki  ring 
(Fig.  1A).  On  May  22,  1969,  the  patient  underwent 
pneumostatic  dilatation.  Shortly  after  bougienage,  the 
patient  developed  an  intense  pain  in  the  back  and  in  the 
epigastrium.  The  next  day,  the  patient  developed 
fever,  and  a chest  x-ray  film  revealed  pneumomedias- 
tinum and  subcutaneous  emphysema  in  the  neck  (Fig.  IB 
and  C).  The  patient  was  seen  by  one  of  us  (F.C.)  twelve 
days  after  perforation,  at  which  time  he  showed  all  the 
signs  of  severe  generalized  sepsis.  He  was  subjected  im- 
mediately to  left  thoracotomy  which  revealed  a large 
amount  of  fibrinopurulent  material  in  the  left  lower 
* By  invitation. 


cally  and  try  to  get  as  much  of  the  tumor  out  as 
possible. 

We  have  been  encouraged  to  think,  because  of 
the  progress  of  our  last  patient,  that  both  radio- 
therapy and  chemotherapy  may  have  something  to 
contribute  to  these  patients  when  they  have  a re- 
currence. 

The  following  report  will  be  given  in  its  entire- 
ty. 

hemithorax;  this  was  evacuated.  The  esophageal  rup- 
ture was  a 5-cm.  longitudinal  tear  in  the  left  posterolat- 
eral wall  of  the  lower  esophagus  extending  into  the 
stomach  (Fig.  2A).  All  the  surrounding  tissue  were  ex- 
tremely edematous,  fiery  red,  and  friable.  The  lacera- 
tion was  then  plugged  using  a fundal  patch  repair  with 
serosal  surface  of  healthy  gastric  wall  reinforced  by  a 
modified  fundoplication  (Fig.  2B,  C,  D,  E,  F,  and  G).  A 
local  pleural  decortication  was  also  done.  The  patient 
made  a relatively  uneventful  recovery  and  was  dis- 
charged on  July  12,  1969. 

Case  2.  The  patient,  a forty-year-old  white  male,  was 
admitted  on  October  22,  1969,  for  treatment  of  achala- 
sia. The  patient  had  a history  of  progressive  dysphagia 
of  two  years’  duration.  The  physical  examination  and 
laboratory  evaluation  on  admission  were  within  normal 
limits.  On  the  day  of  admission,  the  patient  was  taken 
to  the  operating  room,  and  the  lower  esophageal  sphinc- 
ter was  dilated  with  the  pneumostatic  dilator  to  the 
pressure  of  20  pounds  per  square  inch  for  three  separate 
periods.  About  five  hours  after  dilatation,  the  patient 
developed  severe  pain  in  the  interscapular  region,  ra- 
diating to  the  left  shoulder.  The  next  day,  the  patient 
developed  a temperature  of  103°F.,  and  a chest  x-ray 
film  revealed  left  pleural  effusion  (Fig.  3A).  The  pa- 
tient was  treated  conservatively  for  possible  esophageal 
perforation,  with  nasoesophageal  suction,  intravenous 
fluids,  ampicillin,  and  closed  thoracostomy  tube  drain- 
age of  left  pleural  cavity  (Fig.  3B).  The  patient  contin- 
ued to  deteriorate,  and  because  of  failure  of  conservative 
treatment,  the  patient  was  seen  by  one  of  us  (F.C.)  thir- 
teen days  after  perforation  of  the  esophagus.  The  pa- 
tient immediately  underwent  left  thoracotomy  which  re- 
vealed a large  amount  of  fibrinopurulent  exudate  in  the 
lower  left  hemithorax.  An  approximately  6-cm.  longitu- 
dinal tear  in  the  left  posterolateral  wall  of  the  lower 
esophagus  extending  into  the  stomach  was  repaired  by 
the  same  technique  used  in  Case  1.  The  patient  made 
an  uneventful  recovery  and  was  discharged  on  Novem- 
ber 17,  1969,  on  the  eighteenth  postoperative  day.  Fol- 
low-up esophagogram  shows  the  area  of  reconstruction 
(Fig.  3C). 

Comments 

Early  diagnosis  and  treatment  of  esophageal 
perforation  play  vital  roles  in  reducing  mortality. 
The  prognosis  hinges  directly  on  the  time  between 
the  perforation  and  the  institution  of  appropriate 
management,  whether  operative  or  nonoperative. 
The  controversy  over  proper  management  has 
been  heated  in  recent  years.  At  one  extreme  are 
those  who  advocate  conservative,  nonoperative 
treatment  with  impressive  results.1-4  At  the  other 
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FIGURE  1.  Case  1.  (A)  Esophagogram  in  lateral  view 
showing  Schatzki  ring.  (B)  Posteroanterior  view  showing 
mediastinal  and  subcutaneous  emphysema  in  neck.  (C) 
Posteroanterior  view  showing  left  pleural  effusion. 


extreme  are  those  who  practice  early  operative  in- 
tervention, with  equally  impressive  results.5-10 
Hardin,  Hardy,  and  Conn11  and  Mathewson  et 
al. 12  favor  a middle  ground  and  support  their 
argument  with  comparable  results. 

We  strongly  believe  that  the  only  place  for  non- 
operative treatment  is  for  small  iatrogenic  perfora- 
tions of  the  cervical  esophagus.  These  injuries  can 
be  observed  safely  under  rigid  conservative  man- 
agement consisting  of  intensive  antibiotic  therapy 
and  prohibition  of  all  oral  intake.  When  initiating 
nonoperative  management,  the  physician  or  sur- 


geon must  observe  the  patient  very  closely  and  be 
prepared  to  employ  operative  intervention  if  high 
fever  or  other  signs  of  sepsis  appear. 

All  intrathoracic  esophageal  perforations  should 
be  treated  by  early  operative  intervention  because 
of  rapid  mediastinal  and  pleural  contamination 
which  may  lead  to  hypovolemia  and  shock.  A 
large  proportion  of  these  patients  are  extremely  ill 
if  seen  even  twenty-four  to  thirty-six  hours  after 
perforation.  Our  patients  showed  evidence  of  se- 
vere sepsis  for  many  days  prior  to  operative  inter- 
vention; it  seemed  obvious  that  both  patients 
would  have  died  if  operation  had  not  been  per- 
formed. Although  a successful  outcome  resulted 
in  both  of  our  cases,  we  object  strongly  to  the  con- 
servative, nonoperative  approach  for  such  a pro- 
longed period  prior  to  thoracotomy.  If  the  nonop- 
erative approach  is  truly  successful,  the  patient 
must  be  relatively  afebrile,  and  the  x-ray  film  find- 
ing must  support  the  decision  that  the  patient’s 
course  is  satisfactory.  The  critical  lesson  to  be 
learned  from  these  2 patients  is  that  operative  in- 
tervention can  be  successful  even  in  seriously  ill 
patients  after  failure  of  prolonged  nonoperative 
treatment. 

A number  of  operative  procedures  have  been  de- 
scribed for  the  management  of  distal  esophageal 
perforation.  Blalock,13  Satinsky  and  Kron,14  and 
Johnson,  Schwegman,  and  MacVaugh10  have  em- 
ployed primary  esophagogastrectomy;  however, 
unless  the  operation  is  performed  within  six  to 
eight  hours  of  perforation,  inflamed,  friable  tissue 
around  the  perforation  site  may  lead  to  an  unsafe 
anastomosis.  Thai16  has  employed  fundal  patch 
repair  for  spontaneous  rupture  of  esophagus  in  6 
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and  Henderson17  have  employed  primary  esopha- 
gectomy and  reestablishment  of  gastrointestinal  . )6 

continuity  in  3 pediatric  and  2 adult  patients  with  Woodward,18  in  addition  to  utilizing  1 hal  s ’ 
no  mortality  and  no  postoperative  infection.  fundal  patch  repair,  wrapped  the  distal  esophagus 
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FIGURE  2.  Operative  procedure.  (A)  Longitudinal  tear  in 
left  posterolateral  wall  of  lower  esophagus  is  plugged.  (B) 
Fundal  patch  repair  is  used  in  plugging.  (C)  Fundal  patch 
repair  with  serosal  surface  of  healthy  gastric  wall.  (D)  Re- 
inforcement of  modified  fundoplication.  (E)  View  from 
greater  curvature  side  after  completing  reconstruction. 
(F)  View  from  lesser  curvature  side.  (G)  Coronal  view  of 
gastroesophagal  junction.  Shaded  area  represents  area 
of  laceration. 

with  the  fundus  of  the  stomach.  Our  technique  is 
very  similar  to  Woodward’s,18  except  that  the  dis- 
tal esophagus  was  incompletely  wrapped  (Fig.  2F). 
We  are  concerned  about  the  paraesophageal  her- 
nia in  our  second  patient,  but  to  date,  he  has  had 
no  symptoms.  Neither  patient  has  any  dysphagia. 

Summary 

Two  patients  with  distal  esophageal  perforation 
due  to  pneumostatic  dilatation  failed  to  respond  to 
conservative  nonoperative  therapy.  They  were 
operated  on  twelve  and  thirteen  days  after  perfo- 
ration for  continuing  sepsis  and  deterioration. 
Both  patients  were  managed  successfully  by  a 
combined  fundal  patch  and  modified  fundoplica- 
tion. Even  though  the  operation  was  successful  in 
these  neglected  cases,  we  feel  strongly  that  the  op- 
timum treatment  for  all  intrathoracic  esophageal 
perforations  is  early  thoracotomy  and  repair. 

24  Prospect  Park  West 
Brooklyn,  New  York  11215 
(DR.  CIFARELLI) 
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Discussion 

Walter  A.  Wichern,  M.D.,  New  York  City. 
Will  you,  by  a show  of  hands,  let  me  see  how  many 
in  the  audience  would  choose  to  treat  a perforation 
in  the  lower  esophagus  by  conservative  manage- 
ment? The  overwhelming  majority  in  this  audi- 
ence is  opposed  to  conservative  therapy. 

When  I was  young  and  ambitious  I surveyed  five 
hospitals  other  than  my  own  in  this  geographic 
area  and  found  that  iatrogenic  perforation  of  the 
esophagus  appeared  approximately  once  in  every 
300  passages  of  a rigid  esophagoscope.  In  those 
patients  with  perforation  of  the  lower  third  of  the 
esophagus  who  were  treated  conservatively,  and  by 
that  I include  tube  thoracotomy  or  local  drainage 
(in  fact,  anything  but  a definitive  procedure)  the 
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mortality  rate  was,  I think,  nearly  80  per  cent.  On 
the  other  hand,  those  treated  by  aggressive  surgi- 
cal management  such  as  presented  by  our  speakers 
tonight  had  a mortality  of  less  than  20  per  cent. 

Dr.  Cook:  I would  like  to  compliment  the  au- 

thors on  the  success  of  their  efforts.  I would  like 
to  comment  that  last  year  at  the  Southern  Thorac- 
ic Surgical  Association,  Richard  W.  Naef,  M.D., 
presented  his  results  on  fundoplication.  They 
were,  1 must  say,  impressive  enough  to  convince 
many  surgeons  who  had  been  sold  on  the  Helsey 
repair  for  years. 

My  comments  relate  to  what  happens  when  this 
repair  brings  the  stomach  into  the  chest.  In  his 
presentation,  Dr.  Naef  said  that  when  there  was 
shortening  of  the  esophagus  due  to  esophageal  ero- 
sion and  stricturing,  he  did  not  hesitate  to  make 
the  fundoplication  intrathoracic.  He  found  in  a 
large  series  of  cases  that  it  seemed  to  make  no  dif- 
ference in  the  effectiveness  of  the  plication  as  a 
valve  mechanism.  This  must  also  be  so  when  the 
operation  is  done  for  traumatic  or  spontaneous 
perforation  of  the  lower  esophageal  segment. 
Therefore,  I think  we  can  confidently  accept  the 
suggestion  of  the  authors  that  it  is  a good  opera- 
tion for  this  problem. 

Stanley  C.  Fell,  M.D.,  The  Bronx,  New  York. 
I agree  with  the  authors’  conclusions  regarding  the 
management  of  lower  esophageal  perforations. 
What  I wish  to  emphasize  is  that  patients  who 
have  instrumentation  of  the  esophagus  such  as  di- 
latation of  a stricture,  removal  of  a foreign  body, 
pneumatic  dilatation,  and  other  such  procedures 
should  have  a routine  postoperative  chest  film, 
and,  if  necessary,  a diatrizoate  medium  (Gastro- 
grafin)  swallow. 

When  we  do  a esophagocardiomyotomy  for 
achalasia  of  the  esophagus,  a routine  chest  film  is 
performed  on  the  day  of  the  operation  and  on  the 
first  postoperative  day;  a diatrizoate  medium  swal- 
low is  performed  prior  to  removal  of  the  chest 
tube. 

The  esophagogram  of  a seventy-three-year-old 
man  with  megaesophagus  due  to  achalasia  shows 
the  classic  bird’s-beak  appearance  of  the  lower 
esophageal  segment.  Because  the  patient  had  se- 
vere chronic  pulmonary  disease  we  elected  to  do 
his  myotomy  via  the  abdominal  approach;  his 
esophagus  was  not  well  prepared,  and  although  we 
obtained  an  excellent  myotomy,  one  tiny  opening 
was  made  in  the  mucosa.  This  was  repaired  care- 
fully with  arterial  silk.  Approximately  five  days 
later  he  had  some  vague  epigastric  pain,  and  al- 
though he  looked  quite  well,  the  chest  film  dis- 
closed reaction  at  both  pleural  bases.  A diatri- 
zoate medium  swrallow  was  immediately  per- 
formed; this  showed  extravasation  of  contrast  ma- 
terial in  the  region  of  the  transverse  mesocolon. 
The  patient  underwent  reexploration  of  the  abdo- 
men as  an  emergency  procedure,  and  a Thai  fund- 


al  patch  was  performed  to  seal  the  leak.  This  was 
elected  since  suturing  the  myotomy  site  to  close 
the  perforation  would  have  reconstituted  the  acha- 
lasia, and  we  felt  that  secondary  closure  would  not 
be  successful  because  of  tissue  friability.  The 
fundal  patch  successfully  sealed  the  leak,  and  the 
achalasia  was  relieved.  A gastrostomy  was  per- 
formed as  well. 

Another  point  I would  like  to  make  is  that  in 
cases  of  perforation  of  the  esophagus  due  to  hydro- 
static dilatation  for  achalasia,  the  procedure  of 
choice  is  not  fundal  patch  esophagoplasty  but  clo- 
sure of  the  perforation  and  a myotomy  in  another 
zone  of  the  esophagus.  We  have  experience  with 
this  procedure,  and  the  results  have  been  success- 
ful. 

In  perforations  of  esophageal  carcinoma  during 
endoscopy,  closure  of  the  perforation  in  areas  of 
malignant  condition  is  not  successful.  A slide 
demonstrates  carcinoma  of  the  midthoracic  esoph- 
agus in  an  aged  female.  She  had  an  esophageal 
perforation  during  endoscopic  biopsy;  total  pneu- 
mothorax resulted. 

A surgeon  attempted  to  close  the  perforated  car- 
cinoma, but  contrast  material  leaking  recurred 
from  the  esophagus  chest  tube.  She  was  present- 
ed to  us  in  this  state  with  a gastrostomy.  We  han- 
dled the  problem  by  inserting  an  esophageal  pros- 
thesis. Total  reexpansion  of  the  lung  then  took 
place,  and  a sealed  esophageal  perforation  was 
bridged  by  the  esophageal  prosthesis.  The  gas- 
trostomy tube  was  removed,  and  the  patient  was 
discharged  within  a week. 

William  I.  Wolff,  M.D.,  New  York  City.  I en- 
joyed the  presentation.  I want  to  compliment  the 
authors  on  their  solution  to  the  problem.  I think 
it  was  a good  one.  I think  it  will  stand  the  test  of 
time.  I want  to  address  myself  to  this  controversy 
of  operative  versus  nonoperative  management  of 
perforations  and  note  that  this  report  has  the  title 
of  “neglected”  cases  of  lower  esophageal  perfora- 
tion. I would  like  to  suggest  that  neglect  may  not 
be  a matter  of  several  days  or  a week  as  it  is  here, 
but  it  may  be  neglect  of  as  little  as  a couple  of 
hours.  I quite  agree  with  the  thought  that  perfo- 
rations of  the  esophagus  associated  with  medias- 
tinitis  and  with  pleurisy  or  empyema  require  sur- 
gical intervention.  Under  such  circumstances 
nonoperative  management  is  not  conservative  but 
is  actually  radical.  However,  we  reviewed  a num- 
ber of  cases  that  we  encountered,  and  we  found 
that  if  you  looked  over  the  situation  immediately 
after  the  instrumentation,  you  generally  found 
that  within  a few  hours,  one  of  a number  of  things 
happened;  usually,  however,  the  patient  had  a very- 
slight  rise  in  temperature,  or  the  patient  com- 
plained of  untoward  distress  in  the  area.  These 
findings  preceded  overt  evidence  of  esophageal 
perforation.  Following  this  we  made  it  a rule  on 
the  service  that  any  patient  who  had  any  extensive 
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manipulation  procedure  on  the  esophagus,  such  as 
a difficult  esophagoscopy  with  a rigid  instrument, 
a dilatation,  a pneumostatic  dilatation,  and  so 
forth,  must  be  placed  routinely  on  penicillin  and 
streptomycin  immediately.  Also,  instructions 
were  given  that  that  patient  was  to  receive  nothing 
by  mouth.  Such  a patient  was  watched  carefully, 
and  no  orders  were  given  to  feed  that  patient  until 
his  temperature  chart  had  been  checked  and  he 
had  been  seen  by  a physician.  Under  those  cir- 
cumstances we  have  had  a number,  I think  proba- 
bly 4 or  5 patients,  who  had  documented  evidence 
of  perforation  so  detected  very  early,  and  under 
the  conservative  regimen  described  they  did  per- 
fectly well.  So  I think  that  if  you  check  through 
the  records  in  these  cases  of  instrumental  perfora- 
tion you  will  find  that  the  immediate  signs  of 
mediastinitis  were  there  but  were  missed,  that  as  a 
rule  these  patients  had  been  fed,  and  once  such  a 
patient  is  fed  you  have  leakage,  mediastinitis,  and 
pleurisy.  At  this  stage  there  is  no  question  that 
the  treatment  should  be  operative.  I think  one 
other  circumstance  where  early  operation  is  indi- 
cated is  if  you  are  dealing  with  a patient  who  has 
an  operable  carcinoma;  in  other  words  you  are  not 
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In  1972,  Nagler  and  Levenson1  described  a PTLF 
(passively  transferrable  lethal  factor)  in  the  plas- 
ma of  animals  in  irreversible  shock  that  causes 
death  when  transfused  into  animals  in  mild  revers- 
ible shock.  In  summary,  the  current  information 
from  Nagler  and  Levenson2  on  PTLF  is  as  follows: 

1.  PTLF  is  found  in  the  plasma  of  normal  and 

germ-free  rats  subjected  to  reversible  shock. 

* By  invitation. 


doing  esophagoscopy  and  dilatation  as  a palliative 
maneuver.  I think  under  those  circumstances 
early  operative  intervention  is  indicated.  But  to 
repeat,  I do  make  a plea  that  any  patient  subjected 
to  esophageal  manipulation  be  placed  on  prophy- 
lactic antibiotics  and  that  you  be  absolutely  sure 
that  that  patient  gets  nothing  by  mouth  until  he 
has  been  checked  by  a physician  who  sees  him  per- 
sonally and  is  on  the  alert  for  any  symptoms. 
Under  those  special  circumstances  I think  conser- 
vative or  nonoperative  management  may  be  car- 
ried out  successfully  for  perforation. 

Dr.  Shin:  I wish  to  thank  all  the  discussants 

for  their  fine  remarks  and  comments.  In  response 
to  Dr.  Fell’s  comment,  I would  like  to  make  the 
point  clear  that  we  are  not  recommending  this  pro- 
cedure for  early  esophageal  perforations.  As  I 
mentioned  during  my  presentation,  when  esopha- 
geal perforation  is  diagnosed  within  twenty-four 
hours  after  perforation,  I think  probably  the  best 
procedure  is  transthoracic  repair  of  the  perfora- 
tion and  appropriate  drainage  of  the  pleural  space. 

The  following  report  will  be  given  in  its  entire- 
ty• 


2.  On  column  chromatography  with  diethylami- 
noethanol  cellulose,  PTLF  activity  resides  in  a frac- 
tion eluted  with  0.02  M.  of  phosphase  buffer,  pH  (hy- 
drogen ion  concentration)  5.3.  Ultracentrifugation 
and  immune  electrophoresis  produced  data  consistent 
with  the  PTLF  activity  residing  in  an  aggregated 
gamma  globulin. 

3.  PTLF  is  heat  stable,  nondialysable,  and  ap- 
pears to  be  a polypeptide  with  a molecular  weight 
greater  than  10,000. 

4.  Injection  of  PTLF  intraventricularly  into  the 
heart  of  the  frog  Rana  pipiens  produced  no  change  in 
ventricular  activity,  nor  did  it  produce  any  effect  on  a 
Langendorff  rabbit  heart  preparation. 

5.  Incubation  of  PTLF  with  a white  blood  cell  ly- 
sate (prepared  from  acid  lysis  of  white  cells)  produced 
material  which  caused  depression  or  cessation  of  frog 
heart  ventricular  contractility.  Incubation  of  plasma 
from  animals  in  irreversible  shock  with  white  blood 
cell  lysate  also  produced  cardiotoxic  activity.  Lysate 
by  itself  had  no  effect  on  ventricular  activity,  and  in- 
cubation with  plasma  or  plasma  fractions  from  nor- 
mal animals  or  animals  in  mild  shock  similarly  pro- 
duced no  cardiotoxin. 

6.  Incubation  of  PTLF  with  acid  phosphatase 
produced  the  same  effect  as  incubation  with  white 
blood  cell  lysate. 

7.  Direct  injection  of  endotoxin  (Escherichia  coli 
011B4)  had  no  effect  on  the  frog  heart  preparation  by 
itself  or  after  incubation  with  PTLF. 

8.  PTLF  may  also  be  designated  as  cardiotoxin 
precursor.  It  is  hypothesized  that  it  may  be  a white- 
cell leukokininogen  which  is  activated  by  a white  cell 
derived  protease  in  a system  such  as  that  described  by 
Greenbaum,  et  al.3  in  1969. 

9.  Injection  into  intact  anesthetized  dogs  of  plas- 
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FIGURE  1.  Effect  of  injection  of  CVTF  into  intact,  unshocked,  anesthetized  dog.  (A)  Electrocardiogram.  (B)  Injection  of 
5 cc.  of  human  plasma  with  severe  CVTF  activity  into  left  atrium.  (C)  Ascending  aorta  flow.  (D)  Left  anterior  descending 
coronary  flow.  (E)  Left  ventricular  and  aortic  pressures.  Note  modest  fall  in  aortic  flow,  immediate  rise  then  fall  in  coro- 
nary flow,  and  fall  in  left  ventricular  and  aortic  pressures. 


ma,  positive  for  cardiotoxin  by  the  frog  bioassay,  pro- 
duces an  immediate  fall  in  ventricular  pressure  and 
dP/dT,  a rise  and  then  a fall  in  coronary  blood  flow, 
and  a probable  fall  in  peripheral  vascular  resistance 
(Fig.  1).  The  effect  on  ventricular  pressure  lasts  ap- 
proximately 1.5  minutes,  suggesting  inactivation  or 
consumption  of  the  toxin.  Because  of  the  effect  on 
vasculature  evident  in  these  experiments,  CVTF  (car- 
diovascular toxic  factor)  has  been  used  instead  of  car- 
diotoxic  factor.4 

10.  PTLF  was  not  found  in  the  blood  of  24  normal 
donors.  Of  35  patients  in  our  intensive  care  unit,  12 
had  no  shock  and  only  minimal  bleeding  and  had 
weak  or  negative  titers  of  toxic  factor  or  PTLF. 
Twelve  had  moderately  high  titers  on  one  or  two  occa- 
sions. Some  of  these  patients  had  bled  significantly 
but  had  not  been  in  shock.  A fall  in  titers  to  normal 
coincided  with  clinical  recovery.  In  patients  with 
shock  due  to  various  causes,  + + + + (severe)  levels 
of  toxic  factor  were  seen.  All  were  dead  within 
twenty-four  hours  of  the  development  of  + + + + lev- 
els. The  plasma  of  these  patients  on  further  analysis 
appeared  to  contain  the  same  factor  that  had  been 
present  in  the  animal  experiments.5 

With  this  body  of  preliminary  information 
available,  it  was  decided  to  look  for  PTLF  and 
CVTF  in  patients  undergoing  open-heart  surgery. 

Methods 

Blood  was  collected  according  to  the  following 
schedule: 

1.  After  premedication,  before  induction. 

2.  From  the  bypass  machine  after  priming  (one 
unit  of  “fresh”  CPD  (Citrate  Phosphate  Dextrose) 
blood,  less  than  seventy-two  hours  old,  and  3,000  ml. 
of  multiple  electrolyte  solution  (Normosol-R)  with,  in 


addition,  albumin,  calcium  chloride,  sodium  bicarbon- 
ate, and  heparin). 

3.  Five  minutes  after  the  start  of  bypass. 

4.  At  the  end  of  bypass. 

5.  At  the  end  of  the  operation. 

6.  In  some  cases  twenty-four  hours  later. 

The  plasma  was  tested  for  CVTF'  by  the  frog 
bioassay  and  then  incubated  with  white-cell  lysate 
to  convert  PTLF  or  toxic  factor  precursor  to  active 
CVTF  to  assess  the  presence  of  PTLF,  again  by 
the  frog  heart  bioassay. 

Twenty-four  patients  were  studied.  In  13,  car- 
diac outputs  and  pulmonary  arteriovenous  shunt- 
ing were  measured  before  and  after  cardiopulmo- 
nary bypass  as  well  as  white-cell  lysosomal  en- 
zymes and  oxygen  dissociation  curves.  By  a dou- 
ble blind  random  technique,  7 patients  had  30  mg. 
per  kilogram  body  weight  of  methylprednisolone 
intravenously  before  anesthesia,  and  8 had  a place- 
bo. Half  of  all  the  patients  had  morphine  anes- 
thesia and  half  halothane. 

Cardiopulmonary  bypass  was  run  at  2.5  to  3 L. 
per  minute  per  square  meter  except  when  on  par- 
tial bypass  when  the  rate  was  set  in  relation  to 
what  the  patient  was  capable  of  doing.  Acid-base 
balance  was  maintained  by  adjusting  gas  flows  and 
administering  sodium  bicarbonate  as  necessary. 
Bentley  or  Harvey  oxygenators  were  used  with  fil- 
ters in  suction  and  perfusion  lines. 

During  the  course  of  the  study,  certain  bloods 
were  tested  for  ventricular  depressant  activity 
using  a Langendorff  preparation:  a spontaneously 
beating  isolated  rabbit  heart  was  perfused  under 
constant  pressure,  temperature,  and  pH  (Fig.  2). 
Developed  tension  was  measured  by  a transducer 
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FIGURE  2.  Effect  of  CVTF  on  ventricular  contractility  in  isolated  beating  rabbit’s  heart,  perfused  under  constant  pres- 
sure. (A)  Electrocardiogram.  (B)  Coronary  blood  flow.  (C)  Ventricular  tension.  At  intensive  therapy  infusion  is  started, 
prepared  of  4 cc.  of  plasma  with  46  cc.  of  Feigin’s  glucose-electrolyte  solution.  At  intensive-care  infusion  is  started  of  50 
cc.  of  Feigin’s  glucose-electrolyte  solution  while  ventricular  depressant  effect  of  first  infusion  is  still  present.  Electrolyte 
concentrations  of  these  two  infusions  are  only  slightly  different.  Note  recovery  of  ventricular  tension  despite  infusion  of 
control  solution. 


TABLE  I.  PTLF  and  CVTF  results  in  priming  solution 


Degree  of 
Toxic  Factor 

•• — Number 
PTLF 

of  patients — - 
CVTF 

— 

12 

18 

+ 

3 

4 

+ + 

4 

1 

+ + + 

6 

3 

+ + + + 

2 

1 

TABLE  II.  PTLF  results  at  begining  and  end  of  bypass 


Degree  of 

Number  of  Patients 

F actor 

Beginning 

End 

— 

10 

15 

+ 

4 

4 

+ + 

5 

4 

+ + + 

6 

3 

+ + + + 

2 

1 

and  coronary  flow  collected  directly.  Fifty  ml.  of 
Feigin’s  glucose  electrolyte  solution  was  alternated 
with  randomly  selected  mixtures  of  46  ml.  of  Feig- 
in’s solution  and  4 ml.  of  treated  test  plasma,  so 
that  each  heart  was  its  own  control. 

Results 

On  induction.  PTLF  results  were  absent  in  12, 
+ (mild)  in  7,  + + (moderate)  in  3,  + + + (moder- 
ately severe)  in  4,  and  + + + + (severe)  in  1. 
CVTF  was  essentially  absent  except  in  2 patients 
with  the  same  levels  ( + + + + and  + + + respec- 
tively) that  they  had  of  PTLF.  Both  patients  had 
severe  ventricular  disease  (1  aortic  stenosis  and  1 
coronary  occlusive  disease)  but  did  not  have  cardi- 
ac outputs  lower  than  other  patients  who  did  not 
have  CVTF  in  their  plasma  at  this  stage. 

Prime.  To  our  surprise,  in  view  of  our  previous 
experience  with  freshly  drawn  donor  blood,  PTLF 
and  CVTF  were  found  in  the  priming  solution  in 
at  least  half  the  cases  (Table  I). 

Although  the  unit  of  blood  added  was  by  the 
definition  already  given  “fresh,”  it  was  never 
straight  from  a donor,  and  it  was,  on  several  occa- 
sions, packed  cells  or  reconstituted  whole  blood. 
In  one  patient  with  a -P  + -P  level  of  CVTF  in  the 
prime,  the  high  plasma  potassium  and  red  blood 
cell  sodium  and  low  red  blood  cell  potassium  sug- 
gested poor  red-cell  preservation  despite  the  ap- 
parent two-day  age  of  the  blood.  These  chance 
observations  led  to  a study  of  PTLF  and  CVTF  as 
well  as  white-cell  lysosomal  enzymes,  B glucuroni- 
dase, I)-cathepsin,  and  acid  phosphatase  in  stored 


CPD  and  acid  citrate  dextrose  human  and  dog 
blood.6-7  PTLF  by  the  frog  bioassay  appeared 
from  the  second  day  in  human  blood  and  the 
fourth  day  in  dog  blood.  CVTF  was  also  found 
early  but  reached  critical  levels  by  the  sixth  or  sev- 
enth days  of  storage.  B glucuronidase  and  acid 
phosphatase  levels  were  also  raised,  the  former 
reaching  levels  seen  in  man  in  irreversible  shock. 
The  Langendorff  preparation  showed  a decrease  in 
developed  tension  by  the  fifth  day,  with  all  results 
of  samples  positive  on  repeated  trials  by  the  sixth 
day. 

Beginning  and  end  of  bypass.  Five  minutes 
after  the  beginning  of  bypass  and  at  the  end  of  by- 
pass, varying  from  forty  to  two  hundred  forty  min- 
utes, including  partial  bypass,  the  results  for 
PTLF  were  as  shown  in  Table  II. 

Those  patients  with  high  titers  on  induction 
tended  to  retain  them  at  the  start  of  bypass.  A 
high  level  in  the  prime  was  usually  associated  with 
a high  level  at  the  beginning  of  bypass.  In  3 pa- 
tients with  known  poor  ventricular  function  (car- 
diac outputs  in  2 being  1.56  and  1.84  L.  per  minute 
just  prior  to  bypass)  and  low  systemic  pressures 
after  induction,  there  were  striking  changes  from 
low  to  high  titers  during  the  period  of  not  more 
than  one  hour  between  induction  and  the  institu- 
tion of  bypass. 

However,  there  were  other  patients  with  similar 
clinical  circumstances  (one  with  a cardiac  output 
of  1.6  L.  per  minute  who  did  not  increase  their 
PTLF  titers.  A + + + titer  of  CVTF  was  present 
at  the  beginning  of  bypass  in  one  patient,  Case  1, 
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who  had  already  appeared  as  the  patient  with 
+ + + levels  both  on  induction  and  in  the  priming 
fluid. 

By  the  end  of  bypass  PTLF  assay  results  were 
generally  lower.  High  titers  were  seen  in  2 pa- 
tients in  w'hom,  because  of  poor  ventricular  func- 
tion, prolonged  partial  bypass  was  necessary  to 
“wean”  them  from  the  pump.  One  of  these,  the 
patient  already  alluded  to,  was  also  the  only  pa- 
tient in  the  series  to  have  a low  flow  of  2.1  L.  per 
square  meter  per  minute  and  a low  mean  arterial 
pressure  of  40  mm.  Hg  during  perfusion.  The 
other  was  a patient.  Case  2,  with  a grossly  dilated, 
poorly  contractile  ventricle,  who  had  developed  a 
+ + + + level  of  PTLF  by  the  beginning  of  by- 
pass. By  the  end  of  the  very  difficult  weaning  pe- 
riod after  bypass,  this  had  become  converted  to  a 
+ + + level  of  PTLF.  These  2 patients  had  also 
-I-  + + levels  of  CVTF.  High  PTLF  titers  were 
seen  also  in  1 patient  who  received  8 units  of  blood 
during  bypass,  and  in  the  only  cyanotic  child  in 
the  series  in  which  the  hematocrit,  which  had  been 
70  at  the  start  of  bypass,  was  still  50  at  the  end; 
but  CVTF  was  absent  in  these  patients.  Duration 
of  bypass  had  no  effect  on  the  level  of  PTLF  or 
CVTF  at  the  end  of  bypass. 

End  of  operation.  Five  patients  who  had  had 
PTLF  levels  of  zero  to  + + at  the  end  of  bypass 
had  developed  levels  of  + + + by  the  end  of  the 
operation.  These  patients  were  bleeding  more 
than  usual  and  received  3 to  5 units  of  blood  dur- 
ing this  period.  One  of  these  had  + + + levels  of 
both  CVTF  and  PTLF.  However,  2 other  patients 
who  received  similar  amounts  of  transfusion  had 
no  rise  in  PTLF  or  CVTF  titers.  Two  patients, 
including  Case  1 with  + + + levels  at  the  end  of 
bypass,  were  still  at  those  levels,  and  one  with  a 
f + + level  fell  to  + by  the  end  of  anesthesia. 
CVTF  was  inadvertently  not  measured  in  Case  2 
who  almost  certainly  still  had  high,  if  not  higher, 
levels  at  that  time,  since  he  had  had  + + + levels 
at  the  end  of  bypass,  was  still  in  a profound  low 
cardiac  output  state,  and  went  on  to  die  with  in- 
tractable left  ventricular  failure  a few  hours  later. 
CVTF  was  still  at  + + + levels  in  Case  1 so  that 
there  were  certainly  2 patients,  and  probably  3, 
who  had  + + + levels  of  CVTF  at  the  end  of  anes- 
thesia. 

Twenty-four  hours  after  surgery.  PTLF 
was  present  in  4 of  13  patients  who  were  tested 
twenty-four  hours  postoperatively.  Titers  were 
+ + in  one,  + + + in  2,  and  + + + + in  1.  Two 
patients  had  low  cardiac  output  syndromes,  and  2 
had  had  larger  than  usual  amounts  of  transfusion. 
CVTF  was  present  at  + + + levels  in  2 of  these  pa- 
tients, Case  1 who  remained  in  profound  cardi- 
ogenic shock  and  another  who  had  received  a large 
volume  of  blood.  In  the  sense  that  cold,  poorly 
perfused  extremities  with  large  arteriovenous  oxy- 
gen differences  are  features  of  “shock,”  the  pa- 


tients with  low  cardiac  output  syndromes  were  in 
shock  although  their  blood  pressures  were  main- 
tained above  100  mm.  of  mercury  systolic. 

Correlations.  In  general  terms,  there  ap- 
peared to  be  correlations  between  the  presence  of 
PTLF  and  CVTF  in  these  patients  and  low  cardiac 
output  and/or  hlood  transfusion.  The  factors 
were  seen  to  develop  between  induction  and  by- 
pass when  the  cardiac  output  was  low,  during  a low 
flow,  low-pressure  perfusion  (in  which  only  two 
units  of  blood  were  used),  post  bypass,  and,  post- 
operatively, in  the  presence  of  low  cardiac  output 
states.  These  correlations  were  not  absolute;  it  is 
not  possible*  as  yet  to  quantify  the  exact  degree, 
type,  and  duration  of  low  cardiac  output  state  in 
these  patients  that  will  inevitably  cause  the  devel- 
opment of  PTLF  or  CVTF.  Similarly,  while  the 
factors  have  unquestionably  been  shown  to  be 
present  in  donor  blood  and  to  increase  progres- 
sively with  storage  under  good  conditions,  the  ti- 
ters present  in  the  prime  were  quite  variable  even 
though  the  single  units  used  were  allegedly  more 
or  less  equally  fresh.  Some  patients  who  received 
as  much  as  5 units  of  blood  did  not  develop  high 
titers,  but,  nevertheless,  when  larger  amounts  of 
blood  were  transfused,  high  titers  were  always 
seen. 

No  correlation  was  found  with  duration  of  by- 
pass; on  the  contrary,  cardiopulmonary  bypass, 
per  se,  appeared  to  result  in  a lowering  of  begin- 
ning bypass  titers  of  PTLF  or  CVTF  although,  as 
has  already  been  pointed  out,  low  perfusion  pres- 
sure and  flow  and  larger  than  usual  blood  use  may 
result  in  high  titers  at  the  end  of  perfusion. 

Within  the  obvious  limitation  of  the  small  sam- 
pling sizes,  there  were  no  correlations  with  type  of 
anesthesia  (morphine  or  halothane),  type  of  oxy- 
genator (Harvey  with  1:1  or  Bentley  with  3:1  gas: 
blood  flow  ratios),  type  of  abnormality,  acid-base 
balance,  pulmonary  arteriovenous  shunting,  con- 
centrations of  white-cell  lysosomal  enzymes  (B 
glucuronidase  and  D-cathepsin),  and  the  adminis- 
tration of  30  mg.  per  kilogram  of  methylprednisol- 
one  or  a placebo. 

Correlations  with  mortality  must  be  made  with 
the  levels  of  CVTF  and  not  with  PTLF  since  the 
latter  is  not  itself  active  on  the  heart  and  circula- 
tion but  is  only  a precursor.  In  the  study  on 
shocked  patients  already  alluded  to,  + + + + lev- 
els were  associated  with  death  within  twenty-four 
hours.5  In  this  study,  + + + + levels  of  CVTF 
were  present  once  in  the  bypass  priming  solution. 
This  patient  had  cleared  this  by  the  end  of  bypass, 
and  although  a + + + level  appeared  at  twenty- 
four  hours  after  postoperative  transfusion  of  more 
than  5 units  of  stored  blood,  this  had  cleared  by 
forty-eight  hours.  Three  patients  had  + + T lev- 
els of  CVTF  in  the  priming  fluid;  2 of  these  cleared 
without  incident  as  the  cases  proceeded.  One  was 
Case  1,  with  a subsequent  low  flow,  low  pressure 
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perfusion,  who  can  suitably  be  described  com- 
pletely at  this  point. 

At  the  beginning  of  bypass,  it  was  this  latter  pa- 
tient who  was  the  only  one  in  the  series  to  have  a 
+ + + level  of  CVTF.  At  the  end  of  his  already 
described  poorly  run  cardiopulmonary  bypass, 
+ + + levels  of  CVTF  were  still  present.  It  is  no- 
table that  his  peripheral  vascular  resistance  on 
pump  was  the  lowest  of  any  patient  in  this  series. 
It  remained  low  at  the  end  of  anesthesia  when  the 
cardiac  output  was  also  low.  At  this  stage,  it  was 
quite  clear  that  despite  triple  artery  bypass  graft- 
ing with  excellent  flows  in  all  three  veins,  the  pa- 
tient had  suffered  a severe  depression  of  ventricu- 
lar function.  Left  atrial  filling  pressures  were  ex- 
tremely high  and  responded  acutely  to  small  alter- 
ations in  blood  volume,  and  the  systolic  and  mean 
blood  pressures  were  low.  There  was  no  evident 
ischemia  or  infarcted  tissue  visible  on  exterior  in- 
spection of  the  heart,  and  subendocardial  infarc- 
tion was  diagnosed.  The  patient  continued  in  this 
low  cardiac  output  state  for  three  days.  CVTF 
levels  reached  + + + + on  the  second  day,  and 
death  occurred  twenty-four  hours  later.  At  autop- 
sy the  grafts  were  patent,  but  there  was  a massive 
left  ventricular  subendocardial  infarction.  Thus, 
in  this  case,  the  ultimate  postoperative  worsening 
of  CVTF  levels  could  fairly  be  correlated  with  the 
prolonged  cardiogenic  shock  exhibited  by  the  pa- 
tient. This  continued  despite  the  use  of  intra-aor- 
tic  balloon  pumping.  However,  it  should  be  noted 
that  there  were  other  patients  with  lower  cardiac 
outputs  (some  with  lower  and  some  with  higher 
peripheral  resistances)  at  the  end  of  operation  who 
had  not  by  that  time  developed  + + + titers  of 
CVTF  and  who  went  on  to  complete  recovery. 

One  other  patient  besides  Case  1 had  a + + + 
level  of  CVTF  at  the  end  of  bypass.  This  was  the 
patient  with  aortic  insufficiency  and  extremely  se- 
vere ventricular  dysfunction  who  had  developed  a 
+ + + + level  of  the  precursor  PTLF  by  the  begin- 
ning of  bypass.  He  died  six  hours  after  surgery 
with  a progressively  rising  left  atrial  pressure  and 
falling  cardiac  output  and  systemic  pressure  un- 
fortunately without  further  examination  of  CVTF 
levels. 

At  the  end  of  operation,  excluding  the  patient 
just  discussed  who  would  presumably  have  had  a 
continued  high  level  of  CVTF,  there  was  only  one 
other  patient  besides  Case  1 who  had  a + + + level 
at  the  end  of  anesthesia.  This  dropped  to  + + 
after  twenty-four  hours,  and  the  patient  went  on 
to  a complete  recovery.  Both  hypovolemia,  hypo- 
tension, and  large  volume  transfusions  were  pres- 
ent temporarily  in  this  case. 

In  summary,  one  patient  had  + + + levels  of 
CVTF  at  every  phase  of  his  operation  and  went  on 
to  die  of  a massive  subendocardial  infarction. 
One  patient  had  developed  a + + + level  by  the 
end  of  bypass  and  died  early  of  left  ventricular 


failure  and  cardiogenic  shock.  Four  other  pa- 
tients had  + + + + (once)  or  + -I-  + (twice)  levels 
either  in  the  priming  fluid  or  at  the  end  of  the  op- 
eration, and  all  survived. 

Comment.  A number  of  questions  are  raised 
by  this  investigation:  (1)  What  is  the  relationship 
of  CVTF  to  the  MDF  (myocardial  depressant  fac- 
tor) of  Lefer  and  Glenn?8  (2)  what  is  the  mecha- 
nism of  production  of  PLTF  and  CVTF  in  surgical 
patients?,  and  (3)  what  is  the  significance  of  the 
presence  of  PLTF  and  CVTF  in  open-heart  surgi- 
cal patients? 

The  first  two  questions  are  subjects  of  discus- 
sion in  forthcoming  publications  and  continued  in- 
vestigations in  our  laboratories.2’5  It  should  be 
noted  here  that  MDF  has  a molecular  weight  of 
1,000  and  does  not  produce  cardiac  arrest  in  the 
frog  heart  preparation.  The  question  of  the  mech- 
anism of  production  in  clinical  situations  has  be- 
come complicated  by  the  finding  of  PLTF  and 
CVTF  in  stored  blood.  For  the  low  cardiac  output 
status  of  either  hemorrhagic  or  impaired  ventricu- 
lar function,  blood  transfusion  is  appropriate  ther- 
apy so  that  it  is  difficult  to  define  whether  factors 
found  are  endogenous  or  exogenous.  The  clinical 
data  from  this  study  show  that  ordinary  cardiopul- 
monary bypass  does  not  contribute  to  their  pro- 
duction, but  that  a persistent  low  cardiac  output 
state,  even  in  the  absence  of  hemorrhage  and  sig- 
nificant transfusion,  will  result  in  the  appearance 
of  the  factors  in  both  precursor  and  potent  forms. 
Although  in  vitro  the  importance  of  white  cell  en- 
zymes in  the  conversion  of  PTLF  to  CVTF  is  criti- 
cal, it  is  not  clear  what  happens  in  vivo. 

From  a practical  clinical  point  of  view  it  can  be 
stated  that  precursor  or  potent  forms  of  a cardiac 
toxin  may  appear  and  develop  in  cardiac  surgical 
patients  who  are  in  low  cardiac  output  states  and 
receiving  large  volumes  of  stored  blood.  Since  the 
potent  form  depresses  ventricular  function,  it  is 
entirely  possible  that  there  will  be  further  aggra- 
vation of  low  cardiac  output  states  possibly  to  the 
point  of  irreversibility.  Quantification  of  this 
toxin  at  present  is  crude,  and  delineation  of  the 
precise  circumstances  that  will  result  in  the  ap- 
pearance of  PTLF  and  its  conversion  to  CVTF  is 
so  imperfect  as  to  allow  only  the  broadest  kind  of 
prediction  of  its  demonstration  in  a given  case. 
The  morals  are  almost  trite  and  have  been  princi- 
ples of  good  cardiac  surgical  management  since  its 
inception:  anticipate,  prevent,  and  abort  the  de- 
velopment of  low  cardiac  output  states,  and  pre- 
vent hemorrhage  and  arrest  it  before  massive 
transfusion  is  needed. 

Summary 

A heat-stable,  nondialysable  polypeptide  occurs 
in  precursor  and  active  forms  in  the  blood  of  ex- 
perimental animals  and  patients  in  irreversible 
shock.  The  active  form  is  vasoactive  and  cardio- 
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toxic.  The  precursor  is  activated  in  vitro  by  incu- 
bation with  white-cell  lysates  or  acid  phosphatase. 
Both  precursor  and  toxin  develop  progressively  in 
stored  blood.  When  maximum  toxic  activity  is 
found  in  patients  in  a variety  of  kinds  of  shock, 
death  has  ensued  within  twenty-four  hours. 

The  precursor  was  found  in  at  least  half  of  a 
group  of  patients  undergoing  major  cardiopulmo- 
nary bypass  surgery.  Its  appearance  was  related 
to  low  systemic  blood  flow  and  large  transfusions 
before,  during,  and  after  bypass.  Significant  lev- 
els were  seen  in  about  one  fourth  of  the  patients. 
In  these  patients,  the  potential  for  conversion  to 
the  toxic  factor  existed,  and  the  most  potent  cause 
for  this  would  appear  to  have  been  prolongation  of 
low  flow  states.  Fortunately,  this  apparently  hap- 
pens only  rarely,  but  when  cardiovascular  toxic 
factor  does  appear  it  can  only  serve,  by  its  ventric- 
ular depressant  action,  to  aggravate  the  situation 
and  help  to  make  it  irreversible. 
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Discussion 

Stanley  Giannelli,  Jr.,  M.D.,  Neiv  York  City. 
Dr.  Frater  asked  me  to  discuss  this  report.  I 
wasn’t  quite  sure  why  he  thought  I was  qualified. 
I received  a copy  of  the  manuscript  and  promptly 
went  to  Patrick  J.  McKenna,  M.D.,  of  our  hema- 
tology department.  He  and  I have  worked  togeth- 
er on  a number  of  problems  associated  with  heart- 
lung  bypass.  The  first  comment  that  I would  like 
to  make  is  that  I think  we  have  all  become  compla- 
cent about  heart-lung  bypass  and  have  come  to 
feel  it  is  innocuous,  and  it  certainly  is  not  in  the 
critically  ill  patients.  I think  that  the  abnormal 
aspects  of  perfusion  are  probably  responsible  for 
most  of  the  morbidity,  in  fact,  the  mortality,  in  the 
critically  iil  patient.  In  seeking  a relationship  to 
our  own  work  in  this  study,  I thought  that  I might 
discuss  this  from  the  standpoint  of  work  that  we 
have  done  that  suggests  that  there  is  a release  of 
bradykinin  during  bypass.  But  before  presenting 
this  and  discussing  specifically  the  report  present- 
ed, I think  the  general  comment  may  be  made  that 


attempts  to  document  the  presence  of  a circulating 
toxic  factor  in  states  of  various  forms  of  shock  or 
low  cardiac  output  have  been  very  difficult.  It  is 
an  elusive  factor,  and  at  present  there  is  a great 
deal  of  controversy  as  to  whether  in  fact  there  is  a 
cardiotoxic  factor  present  in  various  clinical  and 
experimental  shock  states. 

I would  like  to  present  briefly  data  suggesting 
that  bradykinin  release  characterizes  most  clinical 
bypasses  and,  in  fact,  it  is  possible  that  the  factor 
that  Dr.  Frater’s  group  has  measured  is  related  to 
the  kinin  system.  I think  there  are  two  observa- 
tions all  of  us  have  made  who  have  been  involved 
in  heart-lung  bypass:  (1)  It  is  not  unusual  for  an 
individual  to  develop  severe  arterial  hypotension 
during  heart-lung  bypass,  especially  during  the 
early  period  of  perfusion.  Mean  arterial  pressures 
of  25  to  30  mm.  Hg  are  not  uncommon  at  flow 
rates  that  may  be  double  the  preoperative  cardiac 
output.  This  extreme  degree  of  arteriolar  dilata- 
tion is  consistent  with  the  presence  of  circulating 
bradykinin.  (2)  There  is  pretty  good  evidence 
now  that  capillary  permeability  tends  to  increase 
during  bypass.  Perhaps  one  reflection  of  this  is 
the  rather  constant  increase  in  total  body  water 
that  has  been  measured  following  bypass.  Also  of 
interest  during  heart-lung  bypass  is  that  the  lungs 
are  bypassed  and  the  primary  site  of  bradykinin 
inactivation  is  the  lung.  Therefore  if  there  is,  in 
fact,  the  formation  of  bradykinin  during  bypass, 
one  would  expect  that  there  would  be  a decreased 
clearance  of  the  bradykinin  activity. 

A number  of  years  ago  we  made  the  observation 
that  the  fibrinolytic  system  is  activated  in  the 
pump  prime.  In  searching  for  a reason  we  ob- 
served the  effects  of  admixture  of  two  aliquots  of 
homologous,  freshly  drawn  plasma  from  individu- 
als of  the  same  ABO  blood  group  and  Rh  blood 
type.  We  found  that  in  50  per  cent  of  the  cases 
simple  admixture  of  two  plasmas  activated  the  fi- 
brinolytic system.  Subsequently  we  found  that 
this  activation  of  the  fibrinolytic  system  also  is  as- 
sociated with  the  presence  of  bradykinin  activity. 
W’e  have  also  demonstrated  bradykinin  activity, 
whenever  we  have  looked  for  it,  to  some  degree  in 
our  perfusate  during  open-heart  bypass.  In  addi- 
tion to  the  admixture  of  human  plasmas,  activa- 
tion of  the  contact  factor,  factor  XII  in  the  blood, 
might  be  expected.  This  is  probably  another 
mechanism  for  bradykinin  activation.  Molvat,  in 
his  studies,  created  an  antibody-antigen-antibody 
complex,  and  then  mixed  that  with  fresh  human 
serum.  In  a high  percentage  of  experiments  the 
bradykinin  system  was  activated.  When  this  ma- 
terial was  separated  on  the  same  type  column  that 
your  group  used  they  were  able  to  identify  these  3 
fractions  with  kinin  activity.  At  least  I think  it  is 
possible  that  you  might  be  studying  a manifesta- 
tion of  the  bradykinin  system. 

Dr.  Cook:  I would  like  to  thank  Dr.  Giannelli 
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for  utilizing  expertise  of  his  own  and  his  associa- 
tive departments  and  giving  us  an  erudite,  provoc- 
ative discussion  of  this  study  which  I admit  is  dif- 
ficult for  discussion.  I think  the  kinin  compounds 
are  probably  not  the  ones  we  are  looking  at  be- 
cause most  of  them  have  a molecular  weight  below 
10,000.  The  factor  we  are  looking  at  has  a molecu- 
lar weight  above  10,000  based  on  its  nondialyzable 
characteristics.  It  may  be  that  surface  effects 
which  are  only  now  being  reported  between  extra- 
corporeal plastic  surfaces  and  formed  elements  of 
the  blood  are  the  generative  factor  in  the  produc- 
tion of  whatever  we  are  looking  at,  despite  the 
names  we  assign.  Of  the  possibilities  that  Dr. 
Giannelli  has  presented  one  would  think  that  per- 
haps kininogens  may  be  the  best  bet  for  an  active 
precursor  factor  because  of  the  large  molecular 
weight  of  those  substances  and  their  relationship 
to  blood  banking  techniques. 

Just  today  we  discovered  that  the  albumin  we 
used  in  the  prime  of  all  of  these  patients  has  a 
+ + + + PTLF  factor  which  shows  how  you  get 
sandbagged  in  a clinical  investigation.  I would 
like  to  summarize  for  the  authors  since  I have  done 
such  a poor  job  of  presentation. 
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The  cellular  enzymes  LDH  (lactic  acid  dehydro- 
genase) and  AP  (acid  phosphatase)  were  measured 
in  the  myocardium  of  the  dog  before,  during,  and 
after  cardiopulmonary  bypass  using  the  following 
modalities  to  obtain  a nonbeating  heart. 

One-hour  normothermic  anoxic  arrest  was  used 
* By  invitation. 


A heat-stable,  nondialyzable  polypeptide  occurs 
in  precursor  and  active  forms  in  the  blood  of  ex- 
perimental animals  and  patients  in  irreversible 
shock.  The  active  form  is  vasoactive  and  cardio- 
toxic.  The  precursor  is  activated  in  vitro  by  incu- 
bation with  white-cell  lysates  and  acid  phospha- 
tase. Both  the  precursor  and  the  toxic  factor  de- 
velop progressively  in  stored  blood.  When  maxi- 
mum toxic  activity  is  found  in  patients  in  a variety 
of  kinds  of  shock,  death  ensues  within  twenty-four 
hours.  The  precursor  was  found  in  at  least  half  of 
a group  of  patients  who  had  major  cardiopulmo- 
nary bypass  surgery.  Its  appearance  was  related 
to  low  systemic  blood  flow  and  large  transfusions 
before,  during,  and  after  bypass.  Significant  lev- 
els were  seen  in  one  fourth  of  the  patients.  In 
these  patients  the  potential  for  conversion  to  the 
toxic  factor  existed,  and  the  most  potent  cause  for 
this  would  appear  to  have  been  prolonged  low-flow 
states. 

Fortunately,  this  happens  only  rarely,  but  when 
cardiovascular  toxic  factor  does  appear  it  can  only 
serve,  by  its  ventricular  depressant  action,  to  ag- 
gravate the  situation  and  help  to  make  it  irrevers- 
ible. 

in  5 dogs.  With  this  process,  LDH  was  260  per 
cent  above  control  at  the  end  of  perfusion.  Sixty 
minutes  later  it  averaged  over  350  per  cent.  The 
AP  was  over  150  per  cent  at  the  end  of  bypass  and 
over  300  per  cent  one  hour  after  perfusion. 

Using  one-hour  anoxic  arrest  at  30°  C.  in  5 dogs, 
the  LDH  was  over  20  per  cent  following  perfusion 
and  over  36  per  cent  one  hour  later.  AP  was  over 
25  per  cent  after  bypass  and  over  80  per  cent  one 
hour  postperfusion. 

With  normothermic  ventricular  fibrillation, 
which  was  used  in  5 dogs,  LDH  was  over  360  per 
cent  at  the  end  of  bypass  and  over  56  per  cent  one 
hour  later.  AP  was  over  18  per  cent  at  the  end  of 
perfusion,  and  dropped  to  control  level  one  hour 
after  bypass. 

The  fourth  process,  ventricular  fibrillation  hy- 
pothermia at  30°  C.,  was  also  used  in  5 dogs. 
LDH  was  12  per  cent  below  control  at  the  end  of 
bypass  and  returned  to  control  level  one  hour 
later.  AP  was  54  per  cent  below  control  level  at 
the  end  of  perfusion  and  returned  to  normal  one 
hour  postperfusion. 

The  data  suggest  that  the  most  effective  way  to 
preserve  myocardial  cellular  integrity  is  to  employ 
moderate  degrees  of  hypothermia  and  continuous 
coronary  perfusion. 
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Prevention  of 
Increased  Hemoglobin 
Affinity  for  Oxygen 
During  Open-Heart 
Surgery 
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We  have  previously  reported  that  patients 
undergoing  HLB  (heart-lung  bypass)  have  a pro- 
gressive decrease  in  red  blood  cell  2,3  DPG  (2,3- 
diphosphoglvcerate)  and  a corresponding  decrease 
in  P50  (oxygen  pressure  at  the  point  where  hemo- 
globin is  50  per  cent  saturated).  The  2,3  DPG  de- 
crease does  not  occur  during  simple  recirculation 
through  the  heart-lung  machine,  indicating  that 
the  alteration  results  from  circulation  of  blood 
through  the  combined  patient  and  machine.  The 
addition  of  IPP  (inosine,  pyruvate,  and  phos- 
phate) to  stored  blood  induces  an  increase  in  2,3 

* By  invitation. 


Clinical  Clues 

— Bruising  of  the  anterior  abdominal  wall  is  surprisingly 
uncommon  in  association  with  major  intra-abdominal 
damage,  probably  because  many  such  cases  follow  trau- 
ma to  a relaxed  and  unguarded  abdominal  wall,  so  that 
the  brunt  of  the  injury  falls  on  the  abdominal  contents 
rather  than  the  wall  itself.  We  should  not  forget  the 
importance  of  referred  pain  to  the  shoulder  tip  in  allow- 
ing a diagnosis  of  rupture  of  the  spleen  or  liver  (Am.  J. 
Surg.  111:477(1966)). 

— It  is  generally  accepted  that  Hodgkin's  disease  origi- 
nates in  a single  group  of  lymph  nodes.  In  the  early 
stage  it  spreads  to  contiguous  lymphatic  sites.  When 
the  upper  abdominal  lymph  nodes  are  involved,  there  is 
a high  incidence  of  disease  in  the  left  supraclavicular 
nodes  because  of  the  penetration  of  malignant  cells  into 
the  thoracic  duct.  A patient  with  Hodgkin’s  disease  in- 
volving the  left  cervical  or  supraclavicular  nodes  should 


DPG.  A similar  effect  has  been  found  when  this 
mixture  is  infused  into  man.  In  the  present  study, 
IPP  was  administered  to  10  patients  during  HLB, 
and  these  were  compared  with  10  similarly  per- 
fused control  patients.  Control  patients  had  a 
mean  P50  of  28.7  mm.  Hg  and  a mean  decrease  to 
24.3  mm.  Hg  following  HLB.  Study  patients  had 
a mean  P50  of  25.8  mm.  Hg.  Administration  of 
IPP  (7.5  Gm.  inosine  per  kilogram)  during  HLB 
prevented  the  expected  decrease  in  P50,  the  mean 
postoperative  P50  being  25.9  mm.  Hg.  IPP  has 
been  demonstrated  to  be  safe  when  administered 
to  man  during  HLB.  It  prevents  the  expected  de- 
crease in  P50  and  should  improve  tissue  oxygen- 
ation in  the  postoperative  patient. 

Discussion 

Roy  H.  Clauss,  M.D.,  New  York  City.  A com- 
mon thread  seems  to  run  through  these  last  three 
reports.  It  is  that  inadequate  perfusion  and  oxy- 
genation fail  to  maintain  integrity  of  mitochon- 
dria, patients  don’t  do  well,  and  the  plasma  is  de- 
filed by  enzyme  elevations,  toxic  factors,  or  tissue 
debris,  possibly  of  molecular  weight  over  10,000. 

Suboptimal  oxygenation  and  its  effects  are  to  be 
avoided  by  effective  operations  and  by  clinical  uti- 
lization of  biochemical  information.  Yesteryear’s 
reports  before  this  Society  equated  hypoxemia 
with  lactic  acidemia.  Today  we  examine  serum 
for  tissue-specific  isoenzyme  markers  of  regional 
ischemia.  Tonight  we  applaud  the  imaginative 
concepts,  admire  the  elegant  experiments,  and  ap- 
preciate these  energetic  presentations  contributing 
to  our  knowledge. 


be  suspected  of  having  abdominal  node  involvement. 
There  is  also  a correlation  between  mediastinal  disease 
and  right  cervical  or  supraclavicular  node  involvement. 

— The  stomach  cancer  victim  often  cannot  eat  meat 
products.  (Taylor,  A Primer  of  Clinical  Symptoms, 
New  York,  Harper  and  Row). 

— The  initial  rise  in  uric  acid  excretion  produced  by  uri- 
cosuric drugs  is  responsible  for  an  approximate  10  per 
cent  incidence  of  stone  passage  reported  with  the  initia- 
tion of  therapy.  This  complication  can  be  prevented  by 
the  maintenance  of  a high  urinary  output  (about.  3 L. 
per  day)  and  mild  alkalinization  until  the  serum  uric 
acid  has  stabilized. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  ^Adaptation 
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CNS  (central  nervous  system)  leukemia  is  increas- 
ingly becoming  recognized  as  a major  obstacle  in 
the  control  of  acute  leukemia,  particularly  in  chil- 
dren for  whom  intensive  chemotherapy  has  al- 
lowed a longer  survival.  Careful  attention  to  the 
protean  signs  and  symptoms  of  CNS  leukemia  will 
allow  an  earlier  diagnosis.  The  various  diagnostic 
tests  and  modalities  of  treatment  are  discussed. 
The  prophylactic  use  of  cranial/craniospinal  irra- 
diation and  intrathecal  methotrexate  on  diagnosis 
of  acute  leukemia  can  prevent  or  delay  the  mani- 
festations of  CNS  leukemia  in  most  cases  and  is 
advocated  by  some  hematologists. 


Central  Nervous 
System  Leukemia 


PATRICK  R.  BERGEVIN,  M.D. 

Brooklyn,  New  York 

Co-Director,  Division  of  Oncology,  Maimonides  Medical  Center, 
and  Director  of  Oncology,  Coney  Island  Hospital 

CNS  (central  nervous  system)  leukemia  is  in- 
creasingly becoming  recognized  as  a major  obstacle 
in  the  control  of  acute  leukemia,  especially  in  chil- 
dren for  whom  intensive  chemotherapy  has  al- 
lowed a longer  survival.  The  overall  incidence  of 
CNS  leukemia  in  childhood  ALL  (acute  lymphocy- 
tic leukemia)  has  recently  been  reported  as  50  to 
70  per  cent.1-2  Approximately  50  per  cent  of  cases 
of  childhood  leukemia  are  in  bone-marrow  remis- 
sion when  the  first  clinical  signs  of  CNS  leukemia 
become  manifest,  usually  at  nine  to  fourteen 
months  after  initial  diagnosis.1  In  fact,  com- 
plete remission  in  these  patients  is  terminated  bv 
CNS  leukemia  at  least  as  often  as  by  hematologic 
relapse.4-5  An  increased  incidence  of  CNS  leuke- 
mia has  been  noted  in  adults  who  have  entered 
complete  remission  with  prolonged  survival,  par- 
ticularly in  association  with  ALL  variant.6  Adults 
with  acute  myeloblastic  leukemia  (AML)  may  be 
more  likely  to  develop  root  infiltration,  cord  com- 
pression, and  other  local  neurologic  signs.7  The 
increasing  incidence  of  CNS  leukemia  since  the 
early  1950’s  reflects  the  performance  of  routine 
lumbar  punctures,  awareness  of  the  protean  signs 
and  symptoms,  and,  most  importantly,  the  longer 
life  span  today  of  leukemic  patients. 

Since  manifestations  of  CNS  leukemia  usually 
require  several  months  to  become  evident,  those 
patients  who  expire  during  the  first  three  months 
after  diagnosis  of  their  leukemia  generally  will  not 
have  this  complication.  However,  CNS  leukemia 
has  been  rarely  diagnosed  as  the  first  evidence  of 
acute  leukemia.8-9  In  mice  inoculated  with  L 1210 
leukemia  subcutaneously,  only  those  animals 
whose  lives  were  lengthened  by  treatment  with 
methotrexate  (MTX)  had  CNS  leukemia  at  autop- 
sy.10 Conceivably,  persistence  of  the  CNS  leuke- 
mic filtration  provides  a source  of  cells  to  reseed 
the  bone  marrow  and  precipitate  a hematologic  re- 
lapse, as  demonstrated  by  Johnson11  with  L 1210 
leukemia  in  mice. 

Pathology 

Virtually  any  area  of  the  CNS  can  be  involved 
with  leukemic  cell  infiltration,  including  the  men- 
inges, cerebral  hemispheres,  cerebellum,  brain- 
stem, spinal  cord,  and  cranial  and  spinal  nerve 


roots.12  That  CNS  leukemia  may  be  primarily  an 
arachnoid  disease  is  proposed  by  Price  and  John- 
son13 who  found  that  the  earliest  evidence  of  CNS 
leukemia  was  seen  in  the  walls  of  superficial  arach- 
noid veins.  The  arachnoid  leukemia  followed  a 
predictable  expanding  pattern  to  eventual  inva- 
sion of  brain  parenchyma  and  destruction  of  the 
piaglial  membrane.  In  mice  given  subcutaneous 
inoculations  of  L 1210  leukemia  and  treated  with 
methotrexate,  Thomas14  found  that  leukemic  cells 
entered  the  arachnoid  by  direct  migration  and 
growth  through  the  perivascular  and  perineural 
tissues  of  vessels  and  nerves  bridging  the  subdural 
space. 

The  local  proliferation  of  leukemic  cells  in  the 
brain  may  result  in  destruction  of  arterioles  and  in 
massive  hemorrhage.  Patients  with  acute  leuke- 
mia with  a peripheral  white  blood-cell  count  great- 
er than  100,000  per  cubic  millimeter  have  an  in- 
creased incidence  of  developing  a fatal  intracranial 
hemorrhage  which  involves  primarily  the  white 
matter.  Within  the  areas  of  hemorrhage  are  nod- 
ules of  leukemic  cells,  and  leukostasis  is  found  in 
small  intracerebral  vessels.15  The  leukostasis  and 
perivascular  nodule  formation  have  been  observed 
in  brains  without  concomitant  hemorrhage  and  are 
felt  to  be  predisposing  factors  to  bleeding  by  de- 
struction of  the  vessel  wall.15-16  That  this  phe- 
nomenon may  not  be  entirely  intravascular  has 
been  emphasized  by  others  who  found  perivascular 
cuffing  only  with  arachnoidal  infiltration  and  pos- 
tulate an  extension  of  arachnoidal  leukemic  cells 
along  Virchow-Robin  and  deep  perivascular 
spaces.13-14-16  Hydrocephalus  may  be  seen,  due  to 
interference  with  CSF  (cerebrospinal  fluid)  flow  at 
the  base  of  the  brain.14-16  Areas  of  gliosis,  necro- 
sis. and  nonhemorrhagic  degenerative  encephalop- 
athy may  also  be  seen  in  the  brains  of  patients 
with  CNS  leukemia,  especially  with  antileukemic 
therapy,  both  intrathecal  and  systemic.13-17  With 
greater  leukemic  cell  mass  in  the  perivascular  a- 
rachnoid,  the  veins  and  arteries  are  reduced  in  cali- 
ber, and  ischemic  changes  are  seen.  Chronic  sub- 
dural hematoma  has  been  reported  in  a number  of 
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children  with  acute  lymphocytic  leukemia,  related 
primarily  to  leukemic  infiltration  of  the  dura 
mater.18 

Diagnosis 

The  most  frequent  signs  and  symptoms  in  CNS 
leukemia  are  papilledema,  lethargy,  vomiting,  and 
headache,  which  occur  in  80  to  90  per  cent  of  pa- 
tients and  are  indicative  of  elevated  intracranial 
pressure.1’8’19’20  Ocular  disturbances  are  fre- 
quently seen,  including  diplopia,  strabismus,  and 
blurred  vision.  Cranial  nerve  palsies  other  than 
ocular  are  most  frequently  secondary  to  seventh 
cranial  nerve  involvement. 

Paraplegia,  seizures,  hemiparesis,  blindness,  pe- 
ripheral and  autonomic  nervous  system  dysfunc- 
tion, and  auditory  and  speech  disturbances  may  be 
seen.  Psychic  disturbances  such  as  extreme  hy- 
perirritability, hallucinations,  depression,  and  dis- 
orientation have  been  noted.  Rapid  weight  gain, 
probably  due  to  a hypothalamic  dysfunction,  is  an 
occasional  early  sign.19 

In  one  series  of  patients  with  CNS  leukemia, 
CSF  examination  revealed  an  elevated  pressure  in 
90  per  cent,  elevated  cell  count  in  84  per  cent,  and 
depressed  glucose  in  55  per  cent.8  The  CSF  pro- 
tein is  usually  normal  but  can  be  elevated  or  de- 
pressed. Skull  x-ray  films  may  show  evidence  of 
increased  intracranial  pressure.  The  electroen- 
cephalogram is  abnormal  in  most,  demonstrating 
mainly  diffuse  dvsrythmia. 

The  abnormal  CSF  cells  may  best  be  visualized 
by  the  method  of  Skiel,  Yankee,  and  Henderson,21 
in  which  normal  serum  is  added  to  the  CSF  sedi- 
ment after  centrifugation  to  restore  a normal  mor- 
phologic state.  The  cells  may  then  be  identified 
after  proper  preparation  and  staining  by  the  pres- 
ence of  nucleoli,  nuclear  clefts,  and  nuclear  lobula- 
tion. The  cytocentrifuge  has  been  used  to  pick  up 
abnormal  cells  before  the  CSF  becomes  abnormal 
by  routine  analysis.22  In  one  study  22  blast  cells 
were  identified  in  6.8  per  cent  of  specimens  with 
cell  counts  of  less  than  10  per  cubic  millimeter. 

Treatment 

The  CNS  is  considered  to  be  a pharmacologic 
sanctuary  for  leukemic  cells,  since  most  of  the  che- 
motherapy given  for  systemic  disease  does  not 
pass  the  blood-brain  barrier  in  significant 
amounts.  For  this  reason,  IT  (intrathecal)  chemo- 
therapy such  as  methotrexate  and  cytosine  arabin- 
oside  (Ara-C)  have  been  given.  In  the  series  of 
Hyman  et  a/.,8’23  the  use  of  IT  methotrexate  in  es- 
tablished CNS  leukemia  allowed  a complete  or 
partial  remission  in  57  of  67  episodes,  with  onset  of 
improvement  immediately  after  the  lumbar  punc- 
ture to  eighteen  days  later.  The  duration  of  re- 
sponse with  complete  relief  of  symptoms  was  eight 
to  seven  hundred  and  fifty-one-plus  days,  with  a 


median  of  eighty-four  days.  Median  values  for 
CSF  pressure,  cell  count,  and  glucose  were  normal 
one  week  after  completion  of  therapy.  Similar 
data  for  median  duration  of  CSF  remission  were 
obtained  by  Sullivan  et  al.24 

IT  methotrexate  may  still  be  effective  therapy 
for  CNS  leukemia  in  patients  whose  systemic  dis- 
ease was  initially  sensitive  but  later  developed  re- 
sistance to  systemically  administered  methotrex- 
ate. Melhorn  et  al.2b  randomized  47  children  with 
newly  diagnosed  acute  leukemia  to  treatment  with 
IT  methotrexate,  0.9  mg.  per  kilogram  in  one  dose 
within  twenty-four  hours  of  initial  diagnosis  of 
acute  leukemia,  or  no  IT  methotrexate.  This  one- 
shot  treatment  did  not  prevent  or  decrease  the  fre- 
quency of  occurrence  of  CNS  infiltration,  but  it 
did  delay  the  onset  of  CNS  involvement  in  pa- 
tients with  elevated  peripheral  white  blood  cell 
counts.  Sullivan  et  al.26  compared  three  CNS  re- 
mission maintenance  programs  in  children  after 
initial  complete  remission  of  CNS  leukemia  was 
obtained  with  IT  methotrexate:  (1)  IT  metho- 

trexate, 12  mg.  per  dose  per  square  meter  of  body 
surface  every  six  to  eight  weeks,  (2)  BCNU  (bis- 
nitrosourea),  100  mg.  per  dose  per  square  meter  of 
body  surface  intravenously  every  six  to  eight 
weeks,  and  (3)  no  CNS  treatment.  The  duration 
of  CNS  remission  for  BCNU-maintained  and  no- 
treatment patients  was  similar,  with  a median 
length  of  remission  of  ninety-six  and  one  hundred 
and  twelve  days,  respectively.  The  median  dura- 
tion of  remission  for  the  methotrexate-mainte- 
nance group  was  four  hundred  and  seventy-two 
days.  CNS  remissions  were  longer  in  patients  in 
bone-marrow  remission;  the  median  duration  was 
one  hundred  and  twenty-three  days  compared 
with  forty-four  days  for  patients  in  bone-marrow 
relapse. 

Leucovorin,  citrovorum  factor,  is  frequently 
given  to  offset  the  toxicity  of  methotrexate  passing 
from  the  CSF  into  the  systemic  circulation. 
Methotrexate  blocks  the  synthesis  of  thymidylic 
acid,  and  therefore  of  DNA,  from  deoxyuridylic 
acid  by  inhibiting  dehydrofolate  reductase,  thus 
preventing  formation  of  the  essential  coenzyme  te- 
trahydrofolic  acid  (THFA).  Leucovorin  supplies 
tetrahydrofolic  acid,  which  bypasses  this  block 
and,  thereby,  permits  renewed  deoxyribonucleic 
acid  (DNA)  synthesis.  Thus,  leucovorin  “rescues” 
normal  cells  whose  synthesis  of  deoxyribonucleic 
acid  has  been  inhibited  by  methotrexate  but  are 
still  viable.  Leucovorin  may  be  given  intravenous- 
ly or  intramuscularly  at  the  same  dose  as  that  of 
the  methotrexate  given  intrathecally,  at  the  time 
of  administration  of  the  IT  methotrexate,  and 
again  eighteen  hours  later.  Other  dose  schedules 
are  presently  under  investigation. 

The  high  frequency  both  of  recurrence  of  clini- 
cal meningeal  leukemia  and  of  histologic  persis- 
tence of  leukemic  cells  in  the  arachnoid  at  autopsy 
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following  treatment  with  IT  methotrexate  suggests 
that  leukemic  cells  are  not  eliminated  from  the 
meninges  completely  even  when  the  CSF  cell 
count  has  become  normal.  Cytologic  examination 
by  the  millipore  filter  technique  in  one  series  re- 
vealed abnormal  cells  in  41  per  cent  of  CSF  sam- 
ples w’ith  a routine  cell  count  of  less  than  4 per 
cubic  millimeter.27  Selawry  and  Odom2H  gave  ad- 
ditonal  injections  of  IT  methotrexate  beyond  the 
point  of  complete  remission  to  4 patients  with 
CNS  leukemia  and  increased  the  median  duration 
of  CSF  remission  to  two  hundred  and  twenty-five- 
plus  days;  these  patients  received  a median  of  5.5 
semiweekly  injections  of  IT  methotrexate  after  the 
onset  of  CNS  remission.  In  their  patients,  the 
CSF  contained  initially  a median  of  1,210  mono- 
nuclear cells  per  cubic  millimeter,  corresponding 
to  108  to  109  leukemic  cells.  The  cell  kill  per  dose 
of  IT  methotrexate  w'as  estimated  at  1 times  101 
with  a range  of  0 to  6 times  103.  Remissions  lasted 
for  a median  of  one  hundred  and  forty-three  and 
one  hundred  and  thirty-three  days,  respectively 
(IT  methotrexate  once  and  twice  weekly),  when  2 
to  3 doses  of  IT  methotrexate  were  given  after  CSF 
normalization. 

The  data  of  Rieselbach  et  al ,29  show  that  the 
volume  of  injection  is  an  important  factor  in  in- 
fluencing the  distribution  of  drugs  instilled  in  the 
lumbar  sac.  In  the  monkey,  the  volume  of  injec- 
tion must  be  approximately  10  per  cent  of  the  total 
CSF  volume  for  the  drug  to  reach  the  basal  cis- 
terns. and  about  25  per  cent  of  the  total  volume  for 
distribution  throughout  the  cerebral  subarachnoid 
space  and  ventricular  system.  In  human  patients, 
external  scanning  confirmed  the  observations  in 
monkeys  that  lumbar  instillation  in  volumes  great- 
er than  10  per  cent  of  estimated  CSF  fluid  volume 
results  in  significant  drug  concentration  reaching 
the  basal  cisterns.  The  added  turbulence  of  aspi- 
ration of  CSF  in  and  out  of  a syringe  after  instilla- 
tion of  the  drug  was  of  no  definite  advantage  in 
monkeys. 

Wang  and  Pratt30  reported  the  use  of  IT  cytos- 
ine arabinoside  given  twice  weekly  at  a dosage  of  5 
to  70  mg.  per  dose  per  square  meter  of  body  sur- 
face to  13  children  with  CNS  leukemia,  11  of 
whom  had  been  previously  treated  with  IT  metho- 
trexate and/or  x-irradiation  to  the  skull  or  cranio- 
spinal axis.  Seven  of  11  children  showed  complete 
remission  of  the  CSF  with  a median  duration  of  re- 
sponse of  twenty-eight  days.  No  leukopenia  or 
other  systemic  toxicity  was  noted.  The  number  of 
intrathecal  injections  to  the  point  of  CSF  complete 
remission  was  in  a range  of  one  to  seven. 

L-asparaginase  may  be  another  useful  agent  in 
the  treatment  of  CNS  leukemia.  In  some  children 
with  ALL  and  CNS  leukemia,  intravenous  L-as- 
paraginase  caused  a decrease  in  symptoms,  CSF 
cell  count,  and  protein,  although  in  no  instance 
has  L-asparaginase  been  detected  in  the  CSF  after 


as  many  as  5,000  I.U.  per  kilogram  intravenously 
were  given.31,32  Partial  remissions  were  seen  in  a 
few  patients  given  IT-L-asparaginase  at  100  to 
5,000  I.U.  daily;  the  drug  was  well  tolerated,  and 
plasma  levels  were  detectable  by  this  route  of  ad- 
ministration. 

Steroids,  such  as  dexamethasone  M.S.D.  (Deca- 
dron)  and  prednisone,  alone  in  CNS  leukemia 
have  been  shown  to  result  in  a prompt  relief  of 
symptoms  in  many  patients  by  presumably  de- 
creasing intracranial  pressure,  but  they  do  not  ap- 
pear to  influence  the  CSF  cell  count  or  chem- 
istries.33 The  rarity  of  clinical  CNS  leukemia  in 
the  first  three  months  after  diagnosis  of  acute  lym- 
phocytic leukemia  may  also  be  related  to  the  fact 
that  most  of  these  children  are  receiving  steroids.8 
BCNU  given  intravenously  has  allowed  significant 
remissions  in  a few  patients.34  Pyrimethamine 
given  by  mouth  was  used  to  treat  1 patient  with 
acute  myeloblastic  leukemia  with  a clearing  of 
symptoms,  although  the  CSF  was  never  entirely 
free  of  leukemic  cells.35  Pyrimethamine  is  a sub- 
stituted pyrimidine  and  acts  as  a folic  acid  antago- 
nist. It  easily  crosses  the  blood-brain  barrier  due 
to  its  lowr  ionization  and  high  lipid  solubility.  The 
use  of  the  Ommaya  reservoir  for  easy  instillation 
of  chemotherapeutic  agents  into  the  cerebral  ven- 
tricles has  been  described  by  Rubin  et  al.36 

Recently,  several  instances  of  neurologic  disor- 
ders following  IT  methotrexate  have  been  re- 
ported.26,3'^42 These  have  included  headache, 
vomiting,  fever,26  confusion,  irritability,  somno- 
lence, ataxia,  seizures,  dementia,39  meningismus,40 
ascending  palsy,41  and  paraplegia.37,38,42  A fre- 
quently noted  side-effect  of  IT  methotrexate  has 
been  arachnitis,  made  manifest  as  a pain  in  the 
lower  back  and  radiating  into  1 or  both  lower  ex- 
tremities, with  transient  weakness  and  sensory 
disturbances  seen  in  some.  Onset  of  these  reac- 
tions may  occur  during  the  course  of  IT  metho- 
trexate or  several  weeks  later.  Residual  defects 
have  been  noted  in  a few  patients,  including  par- 
tial blindness,  ataxia,  and  intellectual  impair- 
ment.39 Autopsy  studies  in  many  of  the  patients 
have  demonstrated  no  evidence  of  leukemic  infil- 
tration. In  the  case  of  Saiki  et  al.,42  of  paraplegia 
following  both  IT  methotrexate  and  cytosine  ara- 
binoside, autopsy  showed  demyelination  of  spinal- 
nerve  roots  in  the  lumbosacral  area  surrounded  by 
CSF;  small  areas  of  demyelination  of  superficial 
portions  of  the  white  matter  of  the  spinal  cord  and 
hyalinization  of  meningeal  vessels  without  occlu- 
sion were  also  noted,  without  evidence  of  CNS  leu- 
kemia. 

Because  many  of  these  reactions  have  occurred 
after  administration  of  either  IT  methotrexate  or 
cytosine  arabinoside,  it  has  been  proposed  that  a 
preservative  in  the  diluent  used  for  both  may  be  to 
blame.  Nathan  and  Sears43  found  that  topical  ap- 
plication of  0.1  per  cent  methylhydroxybenzoate 


February  1975  New  York  State  Journal  of  Medicine  369 


solution  to  spinal  nerve  roots  produced  a conduc- 
tion block.  Prolonged  exposure  of  nerve  fibers  to 
benzyl  alcohol  has  been  found  to  result  in  exten- 
sive degeneration  of  nerve  fibers.44  However,  use 
of  a diluent  not  containing  a preservative  has  not 
prevented  the  arachnoiditis.45  Mollica  et  al.46 
used  only  10  micrograms  per  kilogram  of  IT  meth- 
otrexate every  two  to  three  days  and  achieved 
good  results  in  treatment  of  CNS  leukemia  with- 
out neurologic  complications.  Duttera  et  a/.47  rec- 
ommend the  use  of  Elliott’s  B solution  as  a diluent 
for  methotrexate  and  cytosine  arabinoside  of  IT 
administration.  Elliott’s  B solution  is  an  artificial 
CSF  and  is  more  physiologic  than  saline  or  water. 
Treatment  of  the  neurologic  reaction  with  folic  or 
folinic  acid  immediately  may  arrest  the  progress  of 
the  condition  and  allow  recovery.39 

Recent  observations  suggest  that  the  neurotox- 
icity associated  with  IT  methotrexate  may  be  sec- 
ondary to  prolonged  exposure  to  excessive  drug 
concentration  in  the  CNS.48  In  particular,  the 
presence  of  meningeal  leukemia  appears  to  predis- 
pose to  increased  CSF  concentration  and  develop- 
ment of  methotrexate  neurotoxicity.  Perhaps  a 
smaller  dose  of  IT  methotrexate  should  be  admin- 
istered to  patients  with  overt  meningeal  leukemia. 

Sullivan  et  al.24  compared  several  radiothera- 
peutic  regimens  to  IT  methotrexate,  including  500 
rads  to  the  skull  over  five  to  six  days,  1,000  rads  to 
the  skull  over  ten  to  twelve  days,  and  1,000  rads  to 
the  skull  and  spine  over  five  to  seven  days.  It  was 
concluded  that  500  to  1,000  rads  to  the  skull  was 
ineffective  in  normalizing  the  CSF  although  symp- 
tomatic relief  was  often  obtained.  Radiation  to 
the  entire  neuraxis  was  far  superior,  with  12  of  13 
complete  responses  and  a median  duration  of  re- 
mission of  fifty-two  days.  None  of  the  radiation 
regimens,  however,  was  superior  to  IT  methotrex- 
ate alone  in  (1)  duration  of  CNS  remission,  (2)  du- 
ration of  existing  marrow  remission,  (3)  survival 
from  onset  of  CNS  leukemia,  and  (4)  number  of 
CNS  relapses. 

Castro  and  Sullivan49  treated  14  children  with 
CNS  leukemia  to  the  entire  neuraxis  with  2,000  to 
2,500  rads  over  a three-week  period.  The  dura- 
tion of  CNS  remission  ranged  from  forty-eight  to 
four  hundred  and  twenty-seven  days,  median  one 
hundred  and  eighty-one  days,  with  the  longest  re- 
mission in  2 patients  given  two  doses  of  IT  metho- 
trexate immediately  prior  to  radiotherapy. 

In  another  series,  during  initial  bone-marrow  re- 
mission, 25  children  with  acute  lymphocytic  leuke- 
mia were  given  1,200  rads  to  the  entire  neuraxis;50 
10  of  the  children  received  an  additional  1,200  rads 
to  the  liver,  spleen,  and  kidneys.  CNS  leukemia 
developed  in  only  1 of  25  patients  during  initial 
hone-marrow  remission,  compared  with  30  per 
cent  in  a similar  group  not  treated  prophylactical- 
ly.  Hustu  et  al .51  have  compiled  data  indicating 
that  craniospinal  irradiation  alone  (2,400  rads)  or 


cranial  irradiation  (2,400  rads)  with  simultaneous 
IT  methotrexate  is  extremely  effective  in  prevent- 
ing CNS  relapse;  however,  once  CNS  leukemia  be- 
comes clinically  manifest,  the  same  2,400  rads  are 
not  sufficient  to  eradicate  it  in  many  cases.  Ap- 
proximately 10  per  cent  of  these  patients  who  re- 
ceived cranial  irradiation  developed  a syndrome  of 
fever  and  somnolence,  sometimes  accompanied  by 
dizziness  and  CSF  pheocytosis  five  to  seven  weeks 
later.  The  long-term  effects  of  craniospinal  irra- 
diation remain  to  be  assessed. 

Summary 

The  CNS  is  considered  to  be  a pharmacologic 
sanctuary  for  leukemic  cells,  since  most  of  the  che- 
motherapy given  for  systemic  disease  does  not 
pass  the  blood-brain  barrier  in  significant 
amounts.  Attention  to  the  protean  signs  and 
symptoms  of  CNS  leukemia  and  frequent  spinal 
taps  will  allow  an  earlier  diagnosis.  Treatment  of 
the  systemic  disease  before  the  onset  of  high-count 
leukemia  will  help  to  prevent  a fatal  intracranial 
hemorrhage.  The  use  of  the  cytocentrifuge  or  mil- 
lipore  filter  technique  will  allow  a more  precise  de- 
termination of  CSF  cell  count  and  thus  determine 
the  need  for  further  therapy.  The  efficacy  of  vari- 
ous chemotherapeutic  agents  in  the  treatment  of 
CNS  leukemia  is  discussed  and  the  neurologic 
reactions  seen  occasionally  after  their  use  are  ana- 
lyzed as  to  cause  and  prevention.  The  prophylac- 
tic use  of  cranial-craniospinal  irradiation  and  in- 
trathecal methotrexate  on  the  diagnosis  of  acute 
leukemia  will  prevent  or  delay  the  manifestations 
of  CNS  leukemia  in  most  cases  and  is  advocated 
by  some.  Of  the  children  who  achieve  remissions 
and  who  are  given  modern  multiple-drug  chemo- 
therapy and  CNS  prophylaxis,  more  than  50  per 
cent  are  expected  to  be  alive  and  well  after  five 
years. 

Maimonides  Medical  Center 
Division  of  Oncology 
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Pancreatic  angiography  is  one  of  the  methods  of 
choice  for  diagnosing  pancreatic  disease.  The  dis- 
tortion or  changes  in  the  arterial  system  and  stain- 
ing of  tumor  tissue  are  used  to  recognize  patholog- 
ic entities.  Many  different  methods  are  being  em- 
ployed including  percutaneous  selective  angiogra- 
phy of  the  celiac  artery,  percutaneous  selective  an- 
giography of  the  superior  mesenteric  artery,  selec- 
tive celiac  and  superior  mesenteric  angiography, 
and  superselective  angiography.1-7  Some  exami- 
nations are  more  or  less  complicated,  all  are  time 
consuming,  and  none  gives  the  radiologist  the  ex- 
pected information.  The  stomach  was  also  inflat- 
ed with  carbon  dioxide  effervescent  powder  and 


air  to  displace  the  transverse  colon  and  to  help  to 
differentiate  between  gastric  and  pancreatic  ves- 
sels.1,2 However,  in  the  literature  no  mention  was 
found  of  the  visualization  of  the  pancreas  itself  by 
any  of  those  methods. 

Within  the  last  few  weeks  we  have  been  using  a 
double-contrast  method  and  “subtraction”  for 
visualizing  the  pancreas  and  its  vessels  with  rather 
remarkable  results  after  intubating  the  stomach 
and  then  performing  celiac  arteriography.  The 
stomach  should  be  empty  at  the  time  of  the  exami- 
nation; the  tube  is  placed  within  the  stomach  and 
air  is  injected  under  fluoroscopic  control.  The  air 
is  injected  according  to  the  size  and  capacity  of  the 
stomach  thus  preventing  any  distress  to  the  pa- 
tient; usually  300  to  400  cc.  are  used.  We  use  air 
because  of  the  low  absorption  of  air  by  the  gas- 
trointestinal tract;  this  gives  us  more  time  in  case  a 
repeated  injection  is  required.  The  air  is  injected 
after  the  catheter  for  the  angiographic  study  is  in 
place.  The  dye  is  then  injected,  30  to  40  cc.  of  75 
per  cent  diatrizoate  (Hypaque),  5 to  6 cc.  per  sec- 
ond, and  serial  studies  are  taken. 

In  the  cases  performed  using  this  method  we  ob- 
tained excellent  visualization  of  the  pancreas,  in- 
cluding its  vessels  (Fig.  1).  The  visualization  is 
best  seen  at  the  end  of  the  arterious  venous  phase. 
By  stretching  the  stomach,  all  the  gastric  arteries 
are  pushed  away  from  the  pancreatic  area,  leaving 
the  splenic  artery  and  particularly  the  arteries 
supplying  the  pancreas;  this  permits  an  easy  inter- 
pretation. By  using  the  subtraction  method  we 


FIGURE  1.  Pancreatograms.  (A)  Thirty-six-year-old  male  with  gastrointestinal  bleeding.  (B)  Sixty-year-old  male  with 
diabetes  mellitus.  Admitted  with  gastrointestinal  bleeding. 
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can  enhance  the  picture  by  reducing  the  amount  of 
superimposed  shadows  not  required  for  the  inter- 
pretation of  the  pancreas.  The  method  described 
causes  no  additional  stress  to  the  patient.  It 
should  be  done  with  the  first  injection  so  no  dis- 
turbing picture  from  other  visualizations  as  of  the 
kidney  is  encountered.  After  the  examination  is 
complete,  the  air  can  easily  be  withdrawn  from  the 
stomach. 

We  hope  that  the  described  method  will  en- 
hance the  possibilities  of  diagnosing  abnormalities, 
as  well  as  pathologic  entities,  within  the  pancreas. 

Queens  Hospital  Center 
82-68  164th  Street 
Jamaica,  New  York  11432 


Clinical  Clues 

— It  is  now  believed  that  renal  vein  thrombosis  may  rep- 
resent a consequence  rather  than  a cause  of  the  nephrot- 
ic syndrome.  Evidence  in  support  of  this  hypothesis 
derives  from  observations  that  a hypercoagulable  state 
characterized  by  an  increase  in  fibrinogen,  platelets,  fac- 
tor V,  factor  VIII,  and  by  accelerated  thromboplastin 
generation  exists  in  patients  with  the  nephrotic  syn- 
drome (Arch.  Int.  Med.  127:  1021  (1971)). 

— The  development  of  the  nephrotic  syndrome  is  not  an 
invariable  accompaniment  of  renal  vein  thrombosis,  but 
depends  on  such  factors  as  the  degree  of  renal  vein  ob- 
struction, whether  one  or  both  veins  are  involved,  and 
whether  the  rapidity  of  onset  permits  the  development 
of  collateral  circulation. 

—The  manner  of  death  of  a patient  with  untreated  ad- 
vanced gangrene  is  not  often  described  in  the  literature. 
It  involves  anorexia,  dehydration,  fever,  apathy,  lethar- 
gy, and  semistupor,  proceeding  into  prolonged  coma 
with  recurrent  pneumonitis  and  genitourinary  tract  in- 
fections. The  stench  from  progressive  ulcerations  and 
gangrene  is  overpowering  and  constitutes  a traumatic 
experience,  not  only  for  the  family  but  also  for  the  nurs- 
ing home  staff.  The  stress  on  limb  amputation  is  much 
less,  in  comparison,  and  often  affords  relief. 

— The  clinical  diagnosis  of  thyrotoxicosis  is  more  diffi- 
cult in  elderly  patients.  It  often  is  a more  subtle  dis- 
ease, and  frequently  presents  a cardiovascular  problem, 
either  congestive  heart  failure  or  atrial  arrhythmia. 

— Myopathies  due  to  potassium  depletion  are  the  com- 
monest form  of  periodic  paralysis  and  muscle  weakness 
seen  in  medical  practice. 

— A spurious  rise  in  potassium  can  occur  in  the  serum  of 
patients  with  leukemia  or  myeloproliferative  disorders 
or  in  serum  samples  taken  with  the  finger  stick  or  heel 
stick. 

— The  sudden  onset  of  headache  and  mental  change 
should  suggest  crvptococcal  meningitis.  Headache  rep- 
resents meningeal  reaction,  and  mental  changes  repre- 


References 

1.  Odman,  P.:  Percutaneous  selective  angiography  of  the 

celiac  artery,  Acta  radiol.  supp.  159:  1 (1958). 

2.  Idem  Percutaneous  selective  angiography  of  the  supe- 
rior mesenteric  artery,  ibid.  51:  25  (1959). 

3.  Nebesar,  R.  A.,  and  Pollard,  J.  J.:  A critical  evaluation 
of  selective  celiac  and  superior  mesenteric  angiography  in  the 
diagnosis  of  pancreatic  diseases,  particularly  malignant  tumor; 
facts  and  “artefacts,"  Radiology  X9:  1017  ( 1967). 

4.  Boijsen,  E.:  Selective  pancreatic  angiography,  Brit.  J. 

Radiol.  39:  465,  481  (1966). 

5.  Idem:  Selective  visceral  angiography  using  a percuta- 

neous axillary  technique,  ibid.  39:  414  ( 1966). 

6.  I.underquist,  A.:  Angiography  in  carcinoma  of  the  pan- 

creas, Acta  radiol.  supp.  235:  1 (1965). 

7.  Boijsen,  E.:  Pancreatic  angiography,  in  Abrams,  H.  I,. 

Ed.:  Angiography,  Boston,  Mass.,  Little  Brown  and  Co.,  1971, 
vol.  2,  p.  952. 


sent  the  blocking  of  pathways  at  the  base  of  the  brain. 

— The  radioactive  iodine  uptake  in  patients  with  nodu- 
lar goiter  suspected  of  being  hyperthyroid  is  often  nor- 
mal or  even  low.  This  is  not  true  in  Grave’s  disease, 
where  it  is  most  certainly  high. 

— It  is  generally  agreed  that  three  types  of  renal  lesions 
may  occur  in  the  course  of  bacterial  endocarditis:  (1) 

renal  infarcts,  (2)  focal  “embolic”  glomerulonephritis, 
and  (3)  acute  diffuse  glomerulonephritis. 

— The  symptoms  of  myasthenia  gravis  can  be  so  like  or- 
dinary fatigue  that  they  tend  to  be  diagnosed  as  such  or 
as  due  to  psychological  disturbance  of  one  kind  or  an- 
other. 

— The  blood  calcium  may  be  spuriously  raised  if  the 
tourniquet  is  not  released  when  withdrawing  blood. 

— Some  series  of  hyperparathyroidism  have  reported 
the  presence  of  an  ulcer  in  24  per  cent  of  patients.  In  a 
series  of  ulcer  patients,  on  the  other  hand,  only  1.3  per 
cent  had  hyperparathyroidism. 

— Hypercalcemia  is  a well-recognized  complication  of 
malignant  neoplastic  disease.  It  is  found  most  fre- 
quently in  association  with  osteolytic  metastases  but  oc- 
casionally accompanies  osteoblastic  lesions. 

— Hypocalcemia  may  also  be  seen  in  cases  of  cancer, 
particularly  when  associated  with  blastic  bene  involve- 
ment as  by  prostatic  carcinoma  and  adenocarcinoma  of 
the  lung  (Arch.  Int.  Med.  132:  539  (Oct.)  1973). 

— Licorice,  because  of  its  mineralocorticoid  activity,  has 
been  used  as  therapy  in  adrenal  insufficiency.  The 
agent  is  effective  only  when  some  adrenocortical  activity 
remains.  A clue  to  the  presence  of  adrenal  insufficiency 
is  that  patients  with  this  disease  may  crave  licorice  and 
consume  it  in  large  quantities  (Lancet  I:  294  (1973)). 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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The  PGs  (prostaglandins)  are  20  carbon  fatty 
acids  which  are  biosynthesized  throughout  the 
body  from  polyunsaturated  fatty  acids.  Five 
major  types  of  PGs  have  been  described;  PGE, 
PGF,  PGA,  PGB,  and  PGC.1  Respiratory  studies 
have  centered  primarily  around  three  PGs;  the 
naturally  occurring  PGE2,  PGF2a,  and  PGE}. 
The  lungs  were  one  of  the  earliest  sources  of  PGE2 
and  PGF2„,  yet  their  effects  on  respiration  have 
only  recently  been  studied  in  detail. 

Experimental  effects  on 
respiratory  smooth  muscle 

Early  in  vitro  studies  on  the  PGs  presented  a 
confusing  picture  of  their  effects  on  respiratory 
smooth  muscle.  The  general  impression  that 
PGEs  tend  to  relax  and  PGFs  tend  to  constrict  re- 
spiratory smooth  muscle  is  not  without  outstand- 
ing exceptions.  For  example,  in  1963  Angg&rd  and 
Bergstrom2  first  showed  various  smooth  muscles 
contract  when  challenged  with  PGF2„,  but  respira- 
tory smooth  muscle  (trachea)  of  the  cat,  guinea 
pig,  and  rat,  and  cat  bronchial  smooth  muscle  were 
virtually  nonresponsive.  Human  bronchial 
smooth  muscle  was  constricted  by  PGF2a,  but  cat 
trachea  in  which  tone  was  induced  by  acetylcho- 
line responded  to  PGF2a  by  relaxing.3’4  PGE] 
and  PGE2  induced  relaxation  of  isolated  tracheal 
muscle  from  a number  of  species  only  if  a natural 
state  of  constriction  or  tone  existed,  as  in  the  guin- 
ea pig,  ferret,  sheep,  and  pig,  but  not  in  the  cat, 
monkey,  or  rabbit,  where  tone  had  to  be  induced 
with  a bronchoconstrictor  (acetylcholine,  hista- 
mine, and  so  forth)  before  relaxation  could  be 
demonstrated.5,6 
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Prostaglandins  exert  variable  and  sometimes 
opposite  effects  in  vivo  depending  on  the  experi- 
mental procedures  employed.  Angg&rd  and  Berg- 
strom2 first  showed  PGF2(V  to  be  a bronchocon- 
strictor when  administered  intravenously  to  the 
cat,  while  Large,  Leswell,  and  Maxwell7,8  de- 
scribed a dilating  effect  for  PGF2„  in  the  guinea 
pig  with  induced  tone.  PGEi  caused  bronchocon- 
striction  in  the  normal  cat,  but  bronchodilation  by 
intravenous  route  in  the  guinea  pig  and  cat  with 
induced  tone.5,7  PGE2  caused  bronchodilation  in 
the  cat,  guinea  pig,  and  monkey  but  not  in  the 
dog.9,10  As  a final  example,  PGAi  and  PGA2  were 
shown  to  be  bronchoconstrictors  in  cats  with  no 
tone,  and  PGA2,  while  exerting  constrictor  effects 
in  a methacholine-induced  tonal  cat,  was  a bron- 
chodilator  in  a neostigmine-induced  tonal  cat.9-11 

These  observations  serve  to  emphasize  that  fac- 
tors such  as  f he  type  of  respiratory  smooth  muscle 
selected,  its  tone,  the  species  it  is  derived  from, 
and  the  type  of  preparation  and  PG  used  (struc- 
ture, or  as  will  be  illustrated  later,  isomeric 
changes)  exert  a critical  influence  on  response. 

Against  this  background  biosynthetic  produc- 
tion of  the  PGs  began  in  our  laboratories,  and  sev- 
eral of  the  PGs  were  investigated  in  a variety  of  re- 
spiratory systems.12  On  the  assumption  that  a 
previously  untested  route  of  administration  for  the 
PGs,  the  aerosol  route,  might  offer  certain  advan- 
tages over  those  already  utilized,  we  started  our  in- 
vestigations. Our  experimental  preparations  were 
designed  to  enable  measurement  by  total  changes 
in  lung  mechanisms,  that  is,  by  clinical  observa- 
tion in  an  aerosol  chamber,13,14  changes  in  infla- 
tion volume,15-17  or  resistance  and  compliance 
changes.18-20  The  following  facts  emerged  from 
these  experimental  studies. 

Potency.  A variety  of  PGs  are  capable  of  pro- 
ducing bronchodilation  by  the  aerosol  route,  the 
most  potent  being  PGEi  or  PGE2.  In  the  guinea 
pig  or  cat,  using  cholinergic  tone,  either  PGEi  or 
PGE2  are  10  to  100  times  as  potent  bronchodila- 
tors as  isoproterenol  when  administered  by  the 
aerosol  route.  PGE!  or  PGE2  are  capable  of  in- 
ducing significant  bronchodilation  in  these  experi- 
ments at  the  incredibly  low  total  dose  of  2 ng. 
(0.002  micrograms).7,9,16,20 

Species  specificity.  The  bronchodilator  po- 
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tency  of  PGE_>  differs  in  various  species  tested;  the 
guinea  pig  and  cat  appear  to  be  most  responsive 
followed  by  the  monkey  and  the  dog,  which  gave 
virtually  no  response.21  It  is  interesting  to  note 
that  the  cat  and  guinea  pig  have  considerable 
amounts  of  naturally  occurring  PGE2,  while  the 
dog  has  none.22 

Route  of  administration.  Comparative  stud- 
ies have  showm  that  the  PGs  are  approximately  20 
to  100  times  as  potent  when  administered  by  the 
aerosol  route  as  by  the  intravenous  route,  while 
the  reverse  is  true  for  isoproterenol.'16-20’23  'These 
effects  may  he  explained  by  the  short  half-life  of 
the  PGs  in  the  blood.  Approximately  95  per  cent 
of  an  administered  dose  of  PGEj  or  PGE2  is  re- 
moved by  enzymic  inactivation  (by  PG  dehydroge- 
nase which  acts  by  oxidation  of  the  alcoholic  group 
at  the  fifteenth  carbon  position)  after  a single  cir- 
culation through  the  pulmonary  vascular  bed.24,25 
Direct  local  application  (by  aerosol)  could  thus 
conceivably  result  in  a slower  rate  of  tissue  inacti- 
vation, allowing  the  full  pharmacologic  effects  to 
occur  on  the  lung  before  systemic  inactivation  oc- 
curs. The  PG  receptor  sites  could  also  he  more 
accessible  to  aerosols  than  to  circulating  PGs.26 

Cardiovascular  side-effects.  Virtually  no  ef- 
fects on  either  blood  pressure  or  heart  rate  are  ob- 
tained even  with  multiples  of  the  bronchodilator 
dose  of  the  PGEs  when  they  are  administered  by 
aerosol.20,27  The  local  mechanism  for  virtually 
complete  inactivation  of  PGs  at  their  site  of  action 
would  appear  to  be  responsible  for  this  interesting 
finding. 

Mechanism  of  action.  In  vitro  studies  using  a 
variety  of  inhibitors,  such  as  ganglionic  or  auto- 
nomic blockers  and  botulism  toxin,  indicate  that 
the  PGs  directly  affect  isolated  smooth  mus- 
cle.26-28 Similarly,  in  vivo  studies  in  several 
species  have  shown  that  the  PGs  retain  their  bron- 
chodilating  properties  in  the  presence  of  surgical 
and  chemical  blockades  of  reflexes  and  receptors, 
suggesting  a direct  effect  on  bronchial  smooth 
muscle.9’20  These  effects  may  be  mediated 
through  stimulation  of  adenyl  cyclase  and  changes 
in  intracellular  CAMP  (cyclic  adenosine  mono- 
phosphate) or  CGMP  (cyclic  guanosine  monophos- 
phate).1-26 

Isomerism.  Small  changes  in  the  PG  molecule 
can  induce  diametrically  opposite  pharmacologic 
effects.  The  stereoisomer  of  the  naturally  occur- 
ring bronchoconstrictor  PGF2a  is  PGF2/j.  Respi- 
ratory, cardiovascular,  and  autonomic  studies  both 
in  vivo  and  in  vitro  indicate  that  PGF2(3  has  dia- 
metrically opposite  pharmacologic  properties  and 
is  an  effective  relaxant  of  bronchial  smooth  mus- 
cle.29 Interconversion  of  certain  PGs  has  been  re- 
ported, such  as  conversion  of  PGAx  to  PGBj  or 
PGE2  to  PGF.28  It  is  intriguing  to  speculate  on 
the  possibility  of  controlling  bronchial  smooth 
muscle  tone  by  the  transformation  in  the  lungs  of 
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FIGURE  1.  Postulated  factors  regulating  allergic  mediator 
release  from  sensitized  tissue.  Antigen-antibody  interac- 
tion on  cell  surface  triggers  two-stage  release  of  allergic 
mediators.  This  mechanism  controlled  by  intracellular  nu- 
cleotides which  themselves  can  be  regulated  by  variety  of 
substances  acting  through  various  receptors.  Drugs  and 
naturally  occurring  humoral  agents  can  interact  and  regu- 
late this  mechanism.  Several  of  these  steps  have  yet  to 
be  conclusively  proved.30-33 

Receptors:  adrenergic  (or  and  (3),  histamine,  choliner- 
gic, prostaglandins,  cholera  enterotoxins;  Antagonist:  di- 
benamine,  propranolol  (burimamide,  atropine);  polyphlore- 
tin  phosphate  (cholera  toxoid) 

Mediators  released  (secretory  mechanism):  H = hista- 
mine; SRS-A  = slow  reacting  substance  of  anaphylaxis; 
PG  = prostaglandins;  ACH  = acetylcholine;  ECF-A  = eo- 
sinophil chemotactic  factor  of  anaphylaxis. 

Stages  of  histamine  and  SRS-A  release:  First  stage, 
antigen,  and  serine  esterase  dependent.  Inhibited  by:  in- 
creased CAMP  levels  as  by  PGE,  xanthines,  histamine,  and 
CAMP  analogs.  Cromolyn  (?);  Second  stage,  Ca++  ener- 
gy (glycolysis),  and  microtubule  dependent,  antigen  inde- 
pendent. Inhibited  by:  colchicine,  vinca  alkaloids  (all  an- 
tagonized by  D20);  2-deoxyglucose. 

Intracellular  cyclic  nucleotides:  CAMP  cyclic  3', 5' — 

adenosine  monophosphate;  CGMP  cyclic  3', 5' — gua- 
nosine monophosphate;  (formed  from  guanylate  cyclase), 
increases  mediator  release. 

Reflexes  activated:  vagal  nerve  afferents  stimulated 

by  histamine. 


constrictor  PGs  to  isomers  with  dilator  properties 
such  as  PGF2/s,  although  these  are  as  yet  unreport- 
ed. 

In  addition  to  these  studies  on  the  effects  of 
PGs  on  mechanical  properties  of  the  lungs,  a num- 
ber of  studies  have  focused  on  the  possible  antial- 
lergic properties  of  the  PGs.  Recent  evidence  in- 
dicates that  a variety  of  immunoinflammatory  re- 
sponses can  be  inhibited  by  increasing  the  intra- 
cellular CAMP  concentration  and  potentiated  by 
increasing  CGMP  concentrations.30-32  PGE]  and 
PGEo  stimulate  CAMP  in  a variety  of  tissues,  in- 
cluding the  lung  and  leukocyte,  apparently 
through  a specific  receptor  site  other  than  the  beta 
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receptor,  since  this  effect  is  not  blocked  by  beta 
blockers.1  Both  are  the  most  potent  inhibitors  of 
the  in  vitro  release  of  allergic  mediators  described 
thus  far.31  PGF2a  (and  also  acetylcholine)  in- 
crease CGMP  through  yet  other  receptors.  These 
two  cyclic  nucleotides  induce  diametrically  oppo- 
site effects  on  the  lung  and  thus  may  play  a role  in 
the  control  of  bronchial  smooth  muscle  tone.  The 
reciprocal  relationships,  with  regard  to  release  of 
allergic  mediators  from  a sensitized  cell  and  the 
possible  antiallergic  effects  of  the  PGEs,  is  out- 
lined in  Figure  1. 

Evidence  for  role  in 
homeostasis  and  pathology 

PGs  may  be  involved  in  the  physiologic  regula- 
tion of  both  ventilation  and  blood  supply  to  the 
lungs  through  effects  on  bronchial  smooth  muscle, 
and  malfunction  of  this  system  might  result  in 
asthma  and  possibly  other  disease  states.34  This 
evidence  can  be  briefly  outlined  as  follows: 

1.  Several  PGs  are  synthesized  and  found  in  the 
lungs  and  bronchi.  Some  naturally  occurring  PGs 
have  antagonistic  properties,  with  generally  higher 
concentrations  of  the  constrictor  PGF2„  being  present 
than  the  dilator  PGE2  in  most  species.  PGE2  is 
found  in  the  bronchial  wall,  while  PGF2„  is  usually  in 
the  lung  parenchyma.  Local  destruction  of  PGs  also 
occurs,  prostaglandin  dehydrogenase  being  more  ef- 
fective against  the  PGEs  than  the  PGFs. 

2.  The  PGs  are  extremely  potent  agents;  dilator  or 
constrictor  effects  can  be  obtained  in  animals  with 
doses  in  the  nanogram  ( 10— 6 mg.)  range. 

3.  PGs  are  released  from  the  lungs  by  a variety  of 
stimulants,  such  as  after  overinflation,  anaphylaxis, 
allergic  mediators,  embolization,  and  so  forth.  It  thus 
has  been  speculated  that  a variety  of  mediators  or  al- 
lergic reactions  might  induce  bronchoconstriction  by 
releasing  PGF2„,  while  release  of  PGE2  could  be  one 
of  the  normal  homeostatic  mechanisms  available  to 
offset  this  bronchoconstriction. 

4.  The  local  synthesis  and  release  of  antagonistic 
PGs  in  the  lung  may  also  play  a role  in  the  regulation 
and  relationship  of  pulmonary  blood  flow  (perfusion) 
to  bronchial  tone  (ventilation),  through  their  potent 
effects  on  both  vascular  as  well  as  bronchial  smooth 
muscle,  and  their  ability  to  modify  tissue  responsive- 
ness to  autonomic  stimuli. 

5.  As  previously  indicated,  the  PGs  can  regulate 
the  concentration  of  intracellular  cyclic  nucleotides, 
which  are  capable  of  influencing  both  the  release  of 
allergic  mediators  (now  shown  for  the  lung,  white 
blood  cell,  and  mast  cell),  and  the  tone  of  smooth 
muscle.  They  can  also  modify  tissue  responsiveness 
to  autonomic  nerves  and  mediators.  Recent  evidence 
suggests  that  intramural  generation  of  PGs  is  essen- 
tial for  maintaining  tone  of  some  muscle.35 

6.  An  imbalance  of  PG  metabolism,  conversion, 
synthesis,  or  receptor  sensitivity  could  he  involved  in 
the  pathogenesis  of  asthma.  This  speculation  ap- 
pears attractive  when  one  considers  the  close  relation- 
ship of  PGs  with  nucleotide  and  autonomic  mecha- 


nisms as  has  been  outlined,  and  the  recent  studies 
which  show  that  asthmatic  patients  are  thousands  of 
times  more  sensitive  to  the  bronchoconstricting  prop- 
erties of  PGF2a  and  that  white  blood  cells  from  asth- 
matic persons  have  a decreased  CAMP  response  to 
catecholamines  but  show  a good  response  to 
PGE!.34'36 

Evidence  against  role 
of  PGs  in  disease 

The  nonsupportive  role  of  PGs  in  asthma  can  be 
briefly  outlined.34 

1.  Asthmatic  patients  have  increased  sensitivity 
(although  not  to  as  great  an  extent)  to  a variety  of  al- 
lergic mediators  and  not  only  to  PGF2„.  Additional- 
ly, PGE2  does  not  consistently  reverse  PGF2„-induced 
bronchoconstriction  in  adults,  a result  one  would  ex- 
pect if  PGF2„  is  a major  factor  in  an  asthmatic  attack. 

2.  Aspirin,  which  blocks  PG  synthetase,  is  not 
considered  of  great  value  in  asthma. 

3.  Atropine,  which  is  effective  in  immunologic- 
induced  bronchoconstriction  in  animals  and  human 
beings,  has  no  effect  on  PGF2a-induced  bronchocon- 
striction.29'37 

4.  Whether  or  not  PGs  are  released  from  human 
lung  in  immunologic  reactions,  or  they  are  found  in 
asthmatic  secretions,  or  there  are  abnormal  levels  in 
bronchial  smooth  muscle  or  pulmonary  venous  blood 
of  asthmatic  patients  are  questions  yet  to  be  an- 
swered. 

Advantages  of  the  PGs 
as  bronchodilator  aerosols 

Although  the  role  of  the  PGs  in  the  patho- 
physiology and  regulation  of  lung  function  remains 
to  be  elucidated,  the  PGs  offer  considerable  prom- 
ise as  therapeutic  agents. 

1.  Some,  such  as  PGEo,  are  natural  constituents  of 
the  lung,  and  most  are  extremely  potent  agents. 

2.  Minimal  side-effects  are  seen  after  aerosol  ad- 
ministration because  of  virtually  complete  and  rapid 
inactivation  at  their  site  of  action. 

3.  The  PGs  do  not  act  through  the  beta  receptor. 
Thus,  they  could  be  the  drugs  of  choice  in  broncho- 
constriction accompanied  by  significant  beta  block- 
ade, as  in  asthmatic  patients  with  epinephrine  fast- 
ness (“locked  lung  syndrome”).30  If  asthma  is  a dis- 
ease of  the  beta  receptor,  as  recently  proposed,  PGs 
should  prove  effective  as  treatment.34,38 

4.  By  increasing  intracellular  CAMP,  the  PGEs 
could  exert  an  additional  antiallergic  effect.  Finally, 
a highly  speculative  and  hypothesized  deficiency  of 
PGEo  could  be  corrected  by  continued  administration 
of  PGE2. 

These  factors  prompted  several  clinical  trials  of 
PGE]  and  PGE2  in  both  normal  and  asthmatic 
persons.  Additionally,  some  information  con- 
cerning the  effects  of  intravenous  PGE2  and 
PGF2„  on  the  lungs  are  available  from  some  induc- 
tion of  labor  and  abortion  studies.  These  can  be 
summarized  as  follows. 
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Clinical  effects  of 
PGs  on  lung 

Aerosol  route.  PGE 1 and  PGE 2.  (1)  Little 

effect  was  obtained  in  healthy  volunteers  using 
spirometric  methods,  but  effective  hronchodila- 
tion  occurred  (decreased  resistance)  when  a body 
plethysmograph  was  used.''9,40  (2)  Potent  bron- 

chodilation  occurred  (10  times  the  potency  of  iso- 
proterenol) in  patients  with  reversible  airway  ob- 
struction. The  PGs  were  capable  of  increasing 
first  forced  expiratory  volume,  vital  capacity,  and 
peak  (low.  4143  (3)  The  PGs  generally  had  a slow- 
er onset  and  longer  duration  of  action  than  isopro- 
terenol. (4)  The  major  side-effect  was  pharyngeal 
irritation  and  cough  in  some  patients.  This  was 
decreased  to  some  extent  by  using  the  triethanola- 
mine salt  instead  of  the  free  acid.  Some  cardio- 
vascular effects  were  reported  in  only  one  of  the 
five  studies  mentioned  previously. 

PGF-2n.  (1)  PGF2„  is  a bronchoconstrictor  in 
human  beings.  This  bronchoconstriction  can  usu- 
ally be  reversed  by  PGE2  and  reduced  by  pretreat- 
ment with  flufenamic  acid  but  not  with  cromolyn 
sodium  (Intal)  or  atropine.42-44  (2)  Asthmatic  pa- 
tients are  perhaps  thousands  of  times  more  sensi- 
tive to  PGF2„  than  nonasthmatic  patients.  Cough 
and  irritation  are  also  seen  after  PGF2„.36 

Intravenous  route.  PGF2<)  and  PGE2  induce  a 
modest  increase  in  airways  resistance  which  is 
asymptomatic  in  normal  pregnant  women.  In 
males,  however,  intravenous  PGE2  decreases  air- 
ways resistance.45-46 

The  presently  available  natural  PGEs  are  limit- 
ed in  their  clinical  usefulness  by  cough-inducing 
properties  when  administered  bv  aerosol  and  their 
chemical  instability  in  solution.  New  synthetic 
analogs  of  the  natural  PGs  hopefully  may  over- 
come these  disadvantages. 
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Everyday  staph  varieties 
now  immune  to  penicillin 

The  common  street  variety  of  staphylococcal  infec- 
tions have  developed  resistance  to  the  commonly  used 
drug  treatment — penicillin  G — and  doctors  are  urged  to 
switch  to  other  drugs  in  treating  this  widespread  infec- 
tion in  a research  report  in  the  August  19,  1974,  issue  of 
the  Journal  of  the  American  Medical  Association. 

It  had  been  known  for  some  years  that  the  staph 
strains  circulating  in  hospitals  had  become  resistant  to 
penicillin  G,  but  most  physicians  had  assumed  that  it 
was  still  useful  to  treat  common  staph  infections  seen  in 
the  office  or  in  outpatient  clinics. 

A Washington,  D.C.,  study — utilizing  a sensitive  new 
test  for  drug-resistant  staph — found  that  this  is  no  long- 
er true. 

The  Washington  research  group  tested  133  children 
seen  as  outpatients  or  in  private  practice  for  resistance 
to  Penicillin  G.  Resistance  to  staph  strains  common  in 
the  community  was  84  per  cent.  Resistance  to  hospital 
strains  was  95  per  cent. 

The  resistance  has  developed  in  the  last  twenty  years, 
says  the  report.  It  quotes  studies  showing  that  in  1957 
the  resistance  was  16  per  cent,  and  ten  years  later  it  had 
risen  to  38  per  cent.  However,  it’s  possible  that  the  less 
sensitive  tests  of  those  years  did  not  reveal  the  true  fig- 
ures. 

Increase  in  the  resistance  pattern  “seems  to  parallel 
the  intensive  and  often  indiscriminate  use  of  antibiotics 
outside  the  hospital.  Also,  the  hospital  has  served  as  a 
locus  for  ‘lateral’  dissemination  of  resistant  strains  into 
the  community.” 
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Staph  germs  are  widespread  among  the  population. 
The  Washington  group  also  tested  309  healthy  elemen- 
tary school  children,  and  found  that  47  per  cent  were 
carrying  the  infections  in  their  nasal  passages. 

The  report  notes  that  many  laboratories  still  are  not 
using  the  new,  ultrasensitive  test — known  as  the  Kirby- 
Bauer  technique.  Only  seven  of  14  hospitals  polled  in 
the  Washington  area  used  the  new  test.  Thus,  “many 
strains  of  staphylococci  will  be  reported  as  susceptible 
while  in  reality  they  are  resistant.” 

“In  view  of  the  extremely  high  incidence  of  resistance 
both  among  street  and  hospital  strains  of  staphylococci, 
the  question  logically  arises  whether  penicillin  should  be 
used  at  all  in  suspected  or  proven  staph  disease.” 

Fortunately  for  the  patients,  other  effective  drugs  are 
available. 

“The  routine  use  of  dicloxacillin,  a cephalosporin,  or 
clindamycin  would  be  preferable  therapy  since  all  three 
agents  are  98  to  100  per  cent  effective.  Erythromycin 
can  also  be  regarded  as  a useful  agent,  although  approxi- 
mately 8 per  cent  of  staph  strains  are  resistant  to  this 
antibiotic.” 

The  report  is  by  Sydney  Ross,  M.D.;  William  Rodri- 
guez, M.D.;  Guido  Controni,  M.D.,  and  Waheed  Kahn. 

A problem  in  switching  to  more  effective  drugs  is  the 
price,  declares  Jerome  0.  Klein,  M.D.,  of  Boston  City 
Hospital,  in  an  accompanying  editorial  in  the  same  issue 
of  the  Journal.  Dr.  Klein  points  out  that  the  alternate 
drugs  cost  up  to  ten  times  as  much  as  Penicillin  G. 

“The  tenfold  increase  in  price  cannot  be  ignored. 
Yet,  the  cost  to  the  patient  for  inappropriate  therapy  is 
also  high.” 
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QUESTION  168.  This  electrocardiogram  was  obtained  from  a twenty-five-year-old  asymptomatic  man.  What  is 

the  interpretation? 
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Question  167.  The  first  3 beats  are  sinus  beats 
at  a rate  of  65  per  minute.  Beat  4 is  preceded  by  a 
long  pause  which  is  almost  precisely  double  the 
usual  P-P  interval.  It  is  preceded  by  a P wave  of 
normal  configuration.  Following  beat  6 the  long 
pause  recurs.  The  diagnosis  is  either  sinoatrial 
block  or  sinus  arrest.  When  the  pause  is  exactly 


double  the  normal  P-P  interval,  sinoatrial  block  is 
probable. 

Question  168.  The  P wave,  QRS,  and  T wave 
are  negative  in  lead  I,  as  well  as  aVl.  The  V leads 
show  loss  of  height  of  R wave  in  leads  left  of  the 
sternum  as  well  as  negativity  of  the  T wave. 
These  changes  are  compatible  with  dextrocardia. 
V leads  taken  over  the  right  precordium  show  nor- 
mal R-wave  progression  confirming  the  diagnosis. 

If  the  RA  and  LA  wires  had  been  transposed  ac- 
cidentally, the  standard  leads  would  look  like  this 
patient’s,  but  the  V leads  would  be  normal. 


New  speed  limit  gets  undue  credit 
for  lowered  highway  death  toll 

The  new  55-mile-per-hour  speed  limit  imposed  during 
the  period  of  gasoline  shortage  last  year  has  been  given 
undue  credit  for  a reduction  in  highway  fatalities,  says 
an  editorial  in  the  August  19,  1974,  issue  of  the  Journal  of 
the  American  Medical  Association. 

Most  crashes  occtir  at  speeds  of  less  than  55  mph  any- 
way, writes  Lee  N.  Hames,  director  of  safety  education 
for  the  AMA. 

“We  hope,  of  course,  that  the  nationwide  downward 
trend  continues,  but  we  believe  that  the  savings  in  lives 
cannot  honestly  be  attributed  to  any  great  extent  to  the 
reduction  in  the  speed  limit,”  Hames  says. 

The  energy  shortage,  with  car  pooling  and  the  use  of 
other  methods  of  transportation,  has  greatly  reduced 


the  number  of  miles  being  driven.  There  are  fewer  au- 
tomobiles on  the  road  to  hit,  or  be  hit.  Many  lives  are 
being  saved  by  a greatly  increased  use  of  safety  belts  as 
a result  of  warnings  and  an  interlock  system  in  new  cars 
that  prevents  cars  from  being  driven  without  the  safety 
belts  being  locked,  he  points  out. 

“It  seems  dubious  that  drinking  drivers  who  are  in- 
volved in  so  many  fatal  crashes  will  be  too  influenced  by 
lower  speed  limits,  since  they  already  are  disobeying  the 
law  by  driving  while  intoxicated.  And  we  don’t  see 
much  change  in  the  number  of  drunken  pedestrians  who 
are  killed  each  year.” 

The  editorial  reminds  that  the  Department  of  Trans- 
portation estimates  that  the  increased  use  of  bicycles, 
motorcycles,  and  small  cars  brought  about  by  the  energy 
shortage  will  bring  with  it  between  1,000  and  2,000 
deaths  which  will  tend  to  further  reduce  the  hoped  for 
savings  in  lives. 
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My  presence  here  is  no  accident.  After  all,  what 
could  be  more  logical  than  sharing  in  a discussion 
of  mutual  interests  with  old  friends  and  colleagues 
and  trying  to  suggest  some  needed  security  in  a 
very  uncertain  world.  But,  in  a sense,  it  is  some- 
what accidental  just  because  this  uncertainty  and 
the  chance  ways  of  life  could  have  dictated  that  I, 
along  with  others,  could  not  be  here  because  of 
other  commitments.  Or,  having  planned  to  join 
yoti,  an  accident,  in  the  sense  we  usually  intend, 
could  have  prevented  my  arrival. 

Definition 

It  is  obvious  then  that  we  need  a definition,  one 
that  fits  our  particular  purpose  and  will  distin- 
guish that  from  other  understandings  of  the  term 
which  may  be  quite  adequate  for  a fire,  storm, 
mass  earthquake  or  flood,  or  some  other  tragic 
happening.  Or,  on  a brighter  note,  there  is  the 
lucky  accident  of  meeting  the  person  whom  you 
happily  marry,  or  winning  a prize  or  game  quite 
beyond  any  hope  or  dream. 

We  are  here  concerned  with  the  medical  acci- 
dent, one  that  is  perhaps  best  defined  as  an  unex- 
pected or  unanticipated  occurrence,  usually  a swift 
or  sudden  event,  that  causes  bodily  injury,  either 
physical  or  mental-emotional  or,  quite  often,  both. 

Delivered  at  Symposium  on  Accidents  in  the  Aged,  Daugh- 
ters of  Jacob  Geriatric  Center,  New  York  City,  May  14,  1974. 


The  injury  may  be  direct  or  indirect  and  immedi- 
ate or  distant  in  time  or  effect,  as  long  as  it  is 
traceable  in  some  way  to  the  incident.  The  injury 
therefore  may  be  a resultant  disease  or  condition 
as  well  as  a trauma. 

Significance 

If  the  essence  of  an  accident  is  uncertainty,  that 
is,  it  is  unexpected  and  perhaps  unusual  either  in 
the  happening  or  the  outcome,  why  is  there  a med- 
icolegal question?  It  is  quite  common  for  us  to 
say,  somewhat  sadly,  that  an  accident  is  not  the  re- 
sult of  someone’s  fault,  whether  through  action  or 
inaction,  but  the  contrariness  of  life.  We  tend  to 
consider  the  incident  and  consequence  as  arising 
without  such  fault,  almost  spontaneously,  and 
without  reference  to  other  conditions. 

In  fact,  however,  most  so-called  accidents  are 
preventable,  at  least  in  a statistical  sense.  That  is, 
an  analysis  of  factors  preexisting  and  also  operat- 
ing at  the  time  of  a series  of  similar  accidents 
should  help  point  to  what  can  be  done  to  remove 
the  causes  and  problems  and  thus  reduce  the  num- 
ber and  severity  of  the  untoward  events.  In  our 
accident-prevention  activity  in  industry,  in  our 
homes  and  communities,  and,  of  course,  in  health 
institutions,  we  do  precisely  that,  and,  I am 
pleased  to  say,  there  have  been  some  remarkable 
improvements. 

Thus,  we  do  not  usually  accept  the  idea  that 
since  there  is  no  fault,  no  one  is  responsible,  and 
the  unfortunate  one  must  so  remain.  But  all  take 
risks:  some  win  and  some  lose.  The  winner  keeps 
his  reward,  and  the  loser,  in  turn,  should  accept  his 
loss.  That  is  one  way  to  look  at  it,  and,  in  some 
circumstances,  that  may  still  be  fair. 

Generally  speaking,  however,  ordinary  knowl- 
edge and  experience  and,  in  special  situations, 
technical  or  professional  expertise  may  very  well 
suggest  the  possibility  or  even  the  probability  of 
an  untoward  occurrence.  To  be  sure,  the  specific 
time,  place,  person,  or  circumstance  will  not  be 
predictable.  If  we  did  know,  we  would  have  a fore- 
seeable occasion.  But,  as  is  evident,  we  are  learn- 
ing more  about  the  so-called  accident,  to  the  point 
where  we  should  be  looking  forward  to  retiring  the 
term  to  history. 
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From  a medicolegal  point  of  view,  therefore,  it  is 
reasonable  and  appropriate  to  claim  that  some  in- 
dividual or  institution  or  combination  is  responsi- 
ble and  should  be  held  liable.  The  responsible 
party  would  then  have  to  compensate  the  individ- 
uals harmed  by  the  accident. 

The  basic  legal  issue  is  causation.  The  claimant 
must  not  only  show  injury,  but  also  some  identifia- 
ble relationship  to  the  person  or  instrumentality 
said  to  be  responsible,  as  well  as,  and  this  is  cru- 
cial, a logical,  unbroken  tie  between  the  damaging 
event  and  the  action  or  the  failure  to  act  when  nec- 
essary. Put  quite  simply,  there  must  be  a chain 
between  the  two  with  unbroken  links. 

Legal  cause 

In  law,  the  person  making  the  claim  must  dem- 
onstrate “proximate  cause”:  that  which,  in  a nat- 
ural and  continuous  sequence  unbroken  by  any  ef- 
ficient intervening  cause,  produces  the  injury  and 
without  which  the  result  would  not  have  oc- 
curred.1 That  puts  considerable  burden  on  a pa- 
tient suing  a physician,  for  example,  since  it  is  not 
enough  to  show  that  the  physician  might  possibly 
have  caused  the  injury,  but  it  must  be  demon- 
strated that  he  did  or  there  was  a reasonable  prob- 
ability. If  the  injury  or  condition  could  have  aris- 
en regardless  of  the  physician’s  act  or  omission  or 
if  another  cause  operated,  not  attributable  to  the 
physician,  then  proximate  cause  has  not  been  es- 
tablished, and  the  patient  will  not  prevail. 

Basically,  the  same  rule  of  cause-effect  relation- 
ship applies  to  a hospital,  a nursing  home,  and  any 
other  medical  care  facility.  Of  course,  institutions 
do  not  practice  medicine,  but  the  physicians  and 
their  associates — nurses,  technicians,  aides,  and 
others  who  are  part  of  the  modern  medical  team — 
provide  diagnosis,  treatment,  aftercare,  and  sur- 
veillance on  behalf  of  the  institution.  In  today’s 
legal  environment,  the  institution  for  all  practical 
purposes  is  directly  and  deeply  engaged  in  provid- 
ing medical  care  not  alone  through  its  medical  and 
allied  health  staff  but  also  through  the  supervision 
and  direction  of  administrators  and  even  trustees. 
If  all  contribute,  as  they  should,  to  the  manage- 
ment of  a health  delivery  program,  then  they  must 
accept  responsibility  along  with  credit.  In  legal 
parlance,  the  vicarious  liability  of  the  institution 
for  the  acts  of  staff,  consultants,  and  others  invit- 
ed or  permitted  to  practice,  is  called  respondeat 
superior,  that  is,  the  principal  is  responsible  for 
the  acts  of  agents  or  subordinates. 

Institutional  liability 

Among  medical  care  institutions,  those  caring 
for  the  elderly  and  patients  who  are  handicapped 
physically  or  mentally  or  are  afflicted  with  chronic 
illness  are  perhaps  most  vulnerable  in  terms  of 
their  vicarious  liability  because  of  their  compre- 


hensive coverage  and  care.  Their  responsibility 
for  full  control  and  the  extent  of  management  ren- 
ders them  potential  targets  in  their  own  names  as 
well  as  in  their  capacities  as  administrators.  As 
public  interest  agencies  and  as  agencies  perform- 
ing vital  tasks  in  behalf  of  health  and  security, 
these  institutions  are  held  to  a high  standard  of 
conduct  and  supervision.  They  are  strictly  regu- 
lated, reviewed,  and  inspected  and  are  expected  to 
exercise  special  care  in  hiring  or  admitting  staff 
and  in  monitoring  what  they  do. 

Medical  care  institutions  and  geriatric  facilities, 
among  them,  cannot  specifically  direct  physicians 
in  carrying  out  their  professional  duties;  but  they 
can,  do,  and,  indeed  must,  by  procedures,  staff  by- 
laws, organization,  and  other  controls,  insure  that 
patient  care  is  optimum.  The  institution,  under 
the  celebrated  case  of  Darling  v.  Charleston  Com- 
munity Hospital,2  is  obligated  to  provide  supervi- 
sion and  control  to  guarantee  adequate  patient 
care.  In  that  case,  a general  practitioner  treated  a 
fractured  leg  in  the  hospital  and  failed  to  call  a 
consultant,  despite  rules  of  the  hospital  specifying 
such  referral.  The  physician  settled  in  advance, 
but  suit  was  continued  against  the  proprietary 
hospital  which  claimed  that  it  could  not  be  held 
responsible  since  it  was  not  engaged  in  the  practice 
of  medicine.  The  case  went  through  two  appeals 
in  Illinois.  And  the  U.S.  Supreme  Court,  in  refus- 
ing to  hear  the  case,  upheld  the  consistent  judicial 
decisions  that  a hospital  could  not  evade  its  re- 
sponsibility of  control  even  though  it  could  not,  by 
itself,  diagnose  and  treat. 

The  obligation  to  develop  methods  of  preven- 
tion is  clear.  From  the  medicolegal  point  of  view, 
therefore,  negligent  or  deliberate  failure  on  the 
part  of  an  institution  will  open  the  door  to  claims, 
suits,  and  likely  findings  of  liability.  As  is  well 
known,  the  cost  is  not  money  damages  alone,  al- 
though these  are  high  and  going  higher,  but  the 
reputation  of  the  institution  and  its  professional 
standing. 

Accidents  among  elderly  in  institutions 

To  bring  this  discussion  home  to  residents  of 
geriatric  centers,  we  should  try  to  identify  those 
situations  which  may  lead  to  accidents.  As  we 
now  understand,  the  medical  accident  occurs  in 
context,  some  framework  or  perspective.  There- 
fore, even  though  it  was  not  expected,  it  was  not 
totally  unforseeable.  If  not  anticipated,  it  may 
yet  be  explainable. 

In  part,  this  process  of  explanation  depends  on 
the  characteristics  of  the  people  we  are  trying  to 
serve.  If  they  are  more  likely  to  be  hurt  or 
harmed,  then  more  precaution  and  care  is  re- 
quired. It  is  well  known  that  the  elderly  have 
more  chronic  disease  than  the  rest  of  the  popula- 
tion: estimates  suggest  that  about  80  per  cent 

have  one  or  more  chronic  ailments  compared  with 
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40  per  cent  for  people  under  age  sixty-five.  Also, 
they  have  many  more  health  problems  and  gener- 
ally more  severe  and  debilitating  conditions. 
Therefore,  their  physical  and  mental  capacities  to 
meet  and  overcome  everyday  pressures  are  consid- 
erably undermatched. 

We  now  have  over  20  million  older  persons  in 
this  country  and  about  a million,  or  5 per  cent,  are 
institutionalized.  These  are  the  oldest,  with  an 
average  age  above  eighty,  and  most  impaired.  Of 
all  the  elderly,  therefore,  they  are  most  apt  to  be- 
come victims  of  accidents  if  left  on  their  own. 
They  are  thus  most  deserving  of  protection,  and, 
speaking  legally,  the  accident  which  befalls  such  a 
person  will  most  likely  be  charged  to  inadequate 
care  or  lack  of  safeguards. 

It  should  not  be  implied  that  every  misfortune  is 
a proper  basis  for  suit  or  claim  or  that  every  un- 
toward occurrence  is  a preventable  accident.  Let 
us  consider  the  types  of  unfavorable  outcomes  par- 
ticularly applicable  to  geriatric  centers. 

1.  Continuing  disease,  disability,  or  death  which 
may  be  due  to  the  natural  course  of  the  condition, 
whether  one  accepts  the  concept  of  aging  as  a condi- 
tion or  syndrome  or,  as  modern  medicine  suggests, 
that  specific  problems  are  more  prevalent  among  the 
elderly.  Clearly,  such  a result  would  not  be  an  acci- 
dent, even  though  not  predictable  with  accuracy  or 
precision. 

2.  Adverse  effects  of  medication  or  treatment. 
Adverse  side-effects  are  reactions  which  do  not  affect 
all  persons  in  the  same  wav  and  thus  cannot  be  com- 
pletely foretold  but  are  not  inadvertent.  For  our  dis- 
cussion, this  type  of  result  is  not  an  accident  in  the 
same  way  that  giving  a drug  to  the  wrong  patient  or 
putting  a medication  in  the  wrong  container  may  be 
deemed  accidental. 

3.  The  harm  or  injury  arising  from  the  deliberate 
act  of  a patient  or  an  attendant  intending  to  hurt  a 
patient.  Such  acts  are  rare  occurrences  and,  while 
they  may  precipitate  a suit  against  the  institution, 
they  are  not  accidental. 

4.  The  unexpected  injury  arising  from  an  event  or 
condition,  generally  not  related  to  care  or  treatment, 
that  is,  maloccurrences  due  to  interactions  between 
people  and  their  surroundings.  When  the  environ- 
ment, natural  or  man  made,  defeats  an  individual  in  a 
strange,  unexpected  fashion,  without  advance  notice, 
we  can  consider  that  an  accident.  Such  accidents 
happen  all  too  often  among  older  people.  They  ac- 
counted for  the  third  leading  cause  of  death  following 
heart  disease,  cancer,  and  arteriosclerosis.  In  the 
general  population,  average  death  rates  from  acci- 
dents (all  ages)  was  57.5  per  100,000  as  of  1970.  For 
those  age  sixty-five  to  seventy-four,  it  was  88.4  per 
100,000  and  255.9  per  100,000  for  the  group  over  age 
seventy-five. 

Causes  of  accidents  in  institutions 

Recognizing  that  older  people  in  homes  for  the 
aged,  in  long-term  facilities  and  geriatric  centers, 
are  impaired  by  decreased  sight,  hearing,  muscular 


strength,  and  neural  capacity,  so  that  they  cannot 
react  swiftly  and  cope  adequately,  it  is  still  medi- 
cally and  legally  essential  to  know  what  else  may 
provoke  accidents.  At  the  risk  of  oversimplifica- 
ton,  the  important  areas  may  be  remembered  as 
the  five  Ds:  Design,  Discipline,  Drugs,  Devices, 

and  Diet.  These  represent  what  the  institution 
and  the  professional  and  other  staff  add  to  the 
conditions  which  the  patients  may  have  or  devel- 
op. What  the  patients  may  suffer  from,  of  course, 
the  physicians  and  social  workers,  nurses,  adminis- 
trators, and  aides  should  know  and  treat.  What 
may  be  imposed  and  may  cause  accidents  is  the 
focus  of  this  symposium  and  the  basis  for  liability. 

Before  entering  this  discussion,  it  is  critical  that 
we  appreciate  the  plus  as  well  as  the  minus  as- 
pects. It  is  appropriate  to  note  the  weaknesses 
and  impairments  and  their  relations  to  acci- 
dents.3,4 For  example,  Rodstein3  includes  such 
factors  as  changes  due  to  arthritis,  hypotension, 
muscular  weakness,  and  memory  disorders  as  well 
as  hearing,  vision,  and  touch  impairments.  But 
older  people  have  the  benefit  of  experience,  else 
they  would  not  have  reached  advanced  age,  and 
they  maintain  intellectual  capability  which  helps 
keep  them  from  obvious  risk  and  hazard  and  also 
has  taught  many  to  accept  instructions  when  prop- 
erly and  clearly  given.  Unless  mentally  disturbed 
and  depressed,  older  people  are  likely  to  be  self- 
protective.  Another  important  consideration  is 
that  a well-organized  and  managed  institution  has 
a policy  and  practice  which  effectively  safeguards 
patients  against  their  own  possible  mistakes  and 
the  mischances  of  their  neighbors.  Therefore,  we 
cannot  blame  accidents  in  geriatric  centers  on  the 
patients,  as  so  many  are  prone  to  do. 

Design 

By  far  the  most  significant  cause  of  accidents,  as 
defined  for  this  analysis,  is  design,  meaning  the 
physical  environment,  the  structure,  the  furniture 
and  large  equipment,  and  the  total  living  space — 
bed,  ward,  room,  and  common  quarters — as  well  as 
the  buildings  and  locations.  The  geriatric  center 
cannot  be  just  a converted  large  home,  hotel,  or  an 
abandoned  hospital.  As  Brandt5  has  pointed  out, 
“to  prevent  accidents,  examine  the  hazards,”  and 
they  range  all  the  way  from  unlighted  corridors, 
steps  without  rails,  improperly  designed  furniture, 
electrical  hazards  of  all  types,  to  the  basic  struc- 
tural components  which  may  be  impossible  to  cor- 
rect.6 The  classic  malpractice  cases  against  hospi- 
tals some  ten  years  ago  cited  burns  to  patients  too 
near  hot  radiators,  falls  from  bed  because  of  lack 
of  side  rails,  slippery  floors,  and,  perhaps  most 
common,  bathroom  accidents,  especially  at  night. 

In  a sample  (19  units)  study  on  bed  rails  just 
completed  among  New  York  hospitals,  only  7 had 
a comprehensive  policy  with  written  instructions; 
the  rest  relied  on  an  unaerstood  general  policy  and 
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experience.7  Of  those  sued  for  malpractice  be- 
cause of  patient  falls,  usually  based  on  employee 
(nurse  or  aide)  negligence,  the  hospitals  with  clear 
policies  and  supervision  were  most  likely  to  pre- 
vail. Courts  understand  that  not  all  accidents  can 
be  prevented  but  will  almost  invariably  conclude 
that  an  institution  is  at  fault  if  there  is  no  demon- 
stration (as  by  bylaw  and  practice)  that  it  tried. 
The  authors  of  this  study  concluded,  “There  ap- 
pears to  be  a direct  relationship  between  the 
strength  of  the  hospital  policy  and  the  outcome  of 
the  legal  decision.”7 

There  must  be  appropriate  architecture,  in  the 
full  sense  of  that  term,  and  prudent  use  of  facili- 
ties. Employees  should  be  encouraged  to  report 
troublesome,  hazardous,  and  even  inconvenient 
features  (these  encourage  poor  care),  and  it  follows 
that  a concerned  administration  will  make  needed 
corrections.  Today,  the  government’s  goal 
through  the  use  of  the  environmental  safety  and 
health  regulations  is  getting  action  where  only 
promises  existed  before.  It  should  not  be  neces- 
sary for  a law  suit  or  an  inspector  to  point  out  a 
fault  or  violation.8’9 

Discipline 

Under  “discipline”  may  be  grouped  all  the  func- 
tioning and  interrelationships  of  professional  staff, 
administration,  and  management,  including  main- 
tenance, as  they  impinge  on  patient  care.  It 
would  appear  that  most  accidents,  despite  the  im- 
portance of  design,  are  the  result  of  human  error. 
The  nurse  seems  to  bear  the  brunt  of  accident 
claims,  obviously  because  the  nurse  (including  at- 
tendant, practical  nurse,  aide,  and  soon  the  physi- 
cian’s assistant)  has  closest,  continuing  contact 
with  patients  and  holds  the  pivotal  position  be- 
tween physician  and  patient.  Hershey,10  a medi- 
colegal consultant  to  the  nursing  profession,  spells 
out  the  types  of  care  and  concern  of  a nursing 
home  and  its  staff  necessary  to  avoid  accidents, 
with  special  emphasis  on  standards  and  adherence 
to  current  improvements.1 112  Important  but 
often  overlooked  is  the  heavy  obligation  of  the 
medical  institution  to  keep  abreast  of  progress, 
and  in  this  area  it  is  rapid.  While  legally,  a physi- 
cian and  a nurse  and,  likewise,  a home  for  the  el- 
derly are  not  liable  for  innovations  which  have 
been  accepted  after  an  accident  has  occurred,  they 
are  bound  to  be  aware  of  new  practices. 

For  example,  the  geriatric  center  which  seeks  to 
explain  its  way  of  caring  for  patients  as  based  on 
love  and  sympathy  and  wholesomeness  will  not 
today  overcome  the  specific  requirements  for  pro- 
fessional staffing  and  proper  staff-patient  ratios. 
In  particular,  the  nursing  home,  which  has  been 
singled  out  among  medical-care  facilities  as  requir- 
ing a licensed  administrator,  must  demonstrate 
care  in  selection  as  well  as  concern  for  his  ac- 
tions.18 


Discipline  must  extend,  through  clear  policy  and 
consistent  application,  to  those  who  serve  and 
those  who  observe.  Therefore,  attending  physi- 
cians, consultants,  visiting  specialists,  private-duty 
nurses,  and  the  students  and  trainees  who  may 
work  with  patients  must  all  be  properly  advised  of 
hospital  rules.  If  accidents  are  to  be  avoided,  all 
necessary  cautions  must  be  understood  and  fol- 
lowed. 

Drugs 

Least  visible  but  most  vulnerable  are  the  acci- 
dent problems  associated  with  drugs,  medications, 
and  pharmaceuticals.  Older  persons  use  propor- 
tionately more  prescription  drugs  than  younger 
people,  by  as  much  as  4 to  1.  In  hospitals,  the  dif- 
ference is  greater  because  of  the  number  and  na- 
ture of  the  diseases,  the  greater  length  of  stay,  and, 
frankly,  the  tendency  to  use  drugs  as  the  main 
form  of  therapy,  not  just  for  curative  purposes  but 
for  sedation  and  tranquilization.  The  number  of 
accidents,  however  defined,  is  evidently  directly 
related  to  drugs  not  alone  because  of  quantity  but 
because  of  number  of  simultaneous  medications, 
irrational  mixtures,  poor  administration,  adverse 
reactions  left  unmonitored,  ineffectiveness  left 
equally  unmonitored,  and  simple  mix-ups.  The 
obvious  result,  no  matter  which  of  these  is  the  rea- 
son, is  that  the  patient  does  not  respond  as  expect- 
ed, and,  in  weakened  condition  or  a state  not  an- 
ticipated by  the  physician  or  nurse,  the  patient  be- 
comes easy  prey  to  vicissitudes  of  confinement  or 
treatment. 

Last  year,  a medical  student  conducted  a study 
at  this  institution  (Daughters  of  Jacob  Geriatric 
Center)  covering  accidents  reported  for  1972. 14 
For  about  500  inpatients,  approximately  440  acci- 
dents were  noted.  These  were  compared  with 
medical  records  of  the  220  patients  involved  (al- 
most half  had  more  than  one  accident)  to  see 
whether  the  drug  patterns  were  related  to  the  acci- 
dents. The  reported  accidents  which  were  higher 
for  the  hospital  than  for  the  home-division  pa- 
tients (about  5 to  1)  occurred  going  to  or  from  the 
bathroom  or  in  the  bathroom,  for  the  most  part; 
sitting  in  or  changing  positions  in  chair  or  wheel- 
chair; in  bedside  activity;  and  walking  in  a straight 
direction.  The  significant  finding,  however,  was 
that  the  accident  victims  received  an  average  of 
five  medications,  including  vitamins,  many  or- 
dered several  times.  A substantial  number  of 
fixed-dose  combinations  were  prescribed  and  re- 
filled; these  drugs  represent  average  or  normal- 
dose  relationships  between  or  among  ingredients 
as  established  on  a general  population  and  there- 
fore may  not  be  suitable  for  a geriatric  group 
which  has  different  metabolic,  absorption,  and  ex- 
cretion patterns.  But  the  records  showed  fre- 
quent use  of  tranquilizers,  sedatives,  diuretics,  va- 
sodilators, antidiabetic  agents,  antihypertensive 
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agents,  antihistamines,  barbiturates,  and  antide- 
pressants among  others,  all  of  which  can  cause  diz- 
ziness, drowsiness,  lethargy,  and  apathy  in  healthy 
adults.14 

The  association  between  such  medication  and 
accidents  is  evident,  but  there  may  be  no  direct, 
causal  relationship  as  required  under  the  legal 
proximate  cause  doctrine.  Yet  it  does  not  seem 
that  legal  proof  through  a lawsuit  should  be  neces- 
sary to  demonstrate  that  a closer  check  is  indicat- 
ed. Among  the  recommendations  in  the  study  are: 
better  reporting  of  accidents,  w-ith  sufficient  detail 
to  pinpoint  possible  causes;  review  of  prescribing 
practices;  use  of  records  which  require  application 
of  nursing  or  medical  attention  to  changes  in  pa- 
tient’s condition,  such  as  a problem-oriented  rec- 
ord and  a profile  which  grades  disability  of  physi- 
cal and  mental  function;  better  design  of  facilities; 
and,  interestingly,  education  of  patients  to  under- 
stand their  limitations  and  the  hazards  associated 
with  certain  movements.  It  is  satisfying  to  note 
that  the  center  has  made  many  of  the  changes  and 
has  created  a new,  more  appropriate  environment 
for  geriatric  care. 

Devices 

Closely  allied  to  the  problems  of  drugs,  except 
that  they  are  external,  are  the  many  devices  used 
by  and  for  the  elderly  in  institutions.  Accidents 
occur  because  of  improper  application  or  use  of 
canes,  crutches,  walkers,  wheelchairs,  and  various 
types  of  special  clothing  and  shoes,  all  of  which  are 
intended  to  permit  patients  to  get  about.  The  de- 
vices have  to  be  constantly  checked,  adjusted, 
changed,  and,  very  important,  removed  when  not 
needed  so  that  a presumed  aid  does  not  become  a 
hazard. 

More  lethal,  however,  are  the  instruments,- 
equipment,  and  devices  used  by  the  staff  in  at- 
tempting to  help  patients.  These  include  straps 
and  harnesses,  bed  adjusters,  carts,  and  stretchers. 
Every  qualified  administrator  knows  what  equip- 
ment is  needed,  how  it  should  be  maintained,  and 
who  is  qualified  to  use  it.  And  any  legal  represen- 
tative of  a patient  who  suffers  an  accident  can  eas- 
ily determine  these  facts  from  the  hospital  manu- 
als, manufacturers’  instructions,  and  government 
regulations. 

The  stationary  equipment  and  large  installa- 
tions are  well-known  hazards.  A great  deal  has 
been  compiled  on  such  subjects  as  wiring,  protec- 
tive flooring,  fire  and  water  proofing,  back-up 
power  supplies,  various  types  of  insulation,  and 
the  devices  essential  to  test  and  check  these  mate- 
rials. The  computerization  and  mechanization  of 
our  medical  facilities,  moreover,  has  added  the 
problems  of  a technology  not  often  understood  by 
technicians,  laboratory  assistants,  and  various  ma- 
chine operators.  The  accident  may  not  arise  from 
a wire  touching,  an  x-ray  burn,  or  an  exerciser 


wrench.  It  may  come  about  because  the  autoana- 
lyzer gives  a false  reading,  the  electrocardiac 
equipment  is  off  kilter,  or  the  printout  was  wrong. 
Then  too,  diagnoses  and  treatments  made  by  ma- 
chine, so  to  speak,  may  create  havoc.  There  is  no 
substitute  for  careful,  experienced  clinical  judg- 
ment, supported  and  supplemented  by  well-under- 
stood  devices  and  equipment  in  good  working 
order.  These  must  help,  not  hinder. 

As  a matter  of  interest  and  concern  to  the  army 
of  equipment  and  computer  users  in  all  areas,  not 
just  geriatric  centers,  suits  based  on  mistakes  are 
increasing  rapidly.  The  person  or  agency  is  re- 
sponsible for  correct  application,  interpretation, 
and  the  recognition  of  possible  error  in  light  of  ex- 
perience and  the  particular  case  at  hand. 

Diet 

The  diet  is  the  mainstay  of  any  geriatric  organi- 
zation. If  all  the  items  so  far  discussed  apply  as 
well  to  other  institutions,  the  special  feeding  re- 
quirements of  a comprehensive  agency  for  the 
aged  are  certainly  unique.  First,  accidents  occur, 
often  not  noticeably,  as  when  the  special  diet  for 
diabetic  patients  is  not  served  to  the  right  pa- 
tients; where  times,  portions,  and  medication-food 
combinations  get  mixed  up;  and  where  similar 
mishaps  occur.  Older  people  often  are  not  aware 
that  a meal  is  missed  or  the  wrong  plates  are 
served.  But,  even  small  amounts  missed  or  mixed 
may  well  be  the  source  of  a serious  fall  or  slip. 

Every  aspect  of  the  food-handling  operation 
must  be  under  the  most  careful  supervision. 
Apart  from  the  cleanliness  and  hygienic  rules  for 
meeting  medical  and  religious  diets,  the  problems 
of  mass  feeding  and  tray-patient  identification  call 
for  prevention  of  airborne  infections,  carriage  of 
disease  from  person  to  person  (staff  as  well  as  pa- 
tients), and  cautions  against  food  poisoning  and 
spoilage.  Food  must  be  prepared  early,  delivered 
on  time,  and  trays  removed  promptly  in  such  fash- 
ion that  wholesomeness  and  freshness  are  main- 
tained. But,  beyond  that,  physicians  and  nurses 
must  see  that  patients  eat  what  they  are  supposed 
to.  That  includes  watching  for  “contraband” 
brought  in  by  “helpful”  friends  and  relatives. 

The  inclusion  of  diet  as  an  aspect  of  accident  li- 
ability should  remind  us  that  apparently  routine 
operations,  just  as  features  of  the  building  man- 
agement— elevators,  air  conditioners,  and  storage 
practices — are  all  potentially  implicated.  Nothing 
can  be  taken  for  granted,  and  when  a patient  or  a 
visitor  is  "accidentally”  injured  or  hurt,  the  insti- 
tution and  staff  must  be  able  to  demonstrate  the 
type  of  prudent  consideration  appropriate  to  this 
kind  of  specialized  institution. 

Reporting 

Accidents  must  be  recorded  and  reported  and, 
hopefully,  immediately  rectified.  This  require- 
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ment  is  known  to  physicians,  nurses,  and  adminis- 
trators but,  all  too  often,  is  more  observed  in  the 
breach. 

Accident  reporting  is  intended  to  serve  three 
purposes: 

1.  To  mark  a medical  event  on  the  patient’s  chart 
for  treatment  or  as  part  of  the  running  history  in  later 
examination,  diagnosis,  and  care. 

2.  To  note  an  incident  that  may  call  for  manage- 
ment review  and  remedy.  For  instance,  a series  of 
falls  may  call  for  a change  in  floor  coverings  or  clean- 
ing methods.  Radiator  burns  may  require  an  adjust- 
ment of  controls.  The  administrator  must  be  alerted 
to  all  conditions  that  may  affect  the  institution’s  li- 
cense, accreditation,  insurance,  and  capability  of  com- 
pliance with  environmental,  safety,  fire,  and  other 
rules. 

3.  To  meet  legal  and  statistical  requirements.  For 
example,  accidents  resulting  in  death  must  by  law  be 
reported  to  the  medical  examiner.  These  so-called 
M.E.  cases,  along  with  potential  homicides,  suicides, 
deaths  from  violence,  and  other  unexplained  deaths, 
are  matters  for  public  record.  Failure  to  report  such 
deaths  is  a criminal  violation,  with  heavy  penalties  if 
there  is  any  intent  to  hide  or  deceive.  Often,  how- 
ever, nonreporting  is  not  wilful  but  is  ignorance  of  the 
fact  that  a mortal  accident,  even  though  the  result  of 
a minor  mishap,  is  reportable.  So  also  is  a death 
which  might  be  attributable  to  other  causes,  if  there 
are  unexplained  aspects.  To  assure  a broad  interpre- 
tation, the  medical  examiner  requests  notice  of  all 
deaths  where  a physician  was  not  in  attendance  for 
the  treatment  of  a specific  medical  problem  associ- 
ated with  the  death.  Incidentally,  a medical  examin- 
er’s case  does  not  always  require  an  autopsy.  The 
great  majority  are  promptly  inspected,  some  at  the 
site,  and  promptly  returned,  without  any  sign  of  a 
knife  or  probe. 

The  interest  in  accidents  has  also  developed  a series 
of  accident-reporting  systems,  mandatory  and  volun- 
tary. As  a result,  the  National  Electronic  Injury  Sur- 
veillance System,  now  under  the  new  U.S.  Consumer 
Product  Safety  Commission,  collects  and  analyzes  a 
variety  of  data  on  accident  causes  and  circumstances 
from  medical  institutions  and  other  sources. 

The  importance  of  medical  records  cannot  be 
overestimated.  They  are  of  obvious  and  major 
significance  for  the  patient’s  treatment  and  the 
most  critical  evidence  in  a professional  liability 
suit.  It  has  been  the  practice  of  many  hospitals 
and  nursing  homes  to  record  accidents  as  incident 
reports,  along  with  nurses’  notes  and  administra- 
tive records,  so  that  they  do  not  appear  on  the 
treatment  charts  and  cannot  easily  be  associated 
with  the  stages  of  diagnosis  and  care.  Since  add- 
ing these  items  to  the  record  would,  in  the  opinion 
of  some  nurses  and  administrators,  be  tantamount 
to  adding  evidence  of  possible  negligence,  omission 
is  considered  preferable  to  inclusion. 

This  practice  is  most  questionable.  Not  only 
does  it  deprive  a physician  of  important  informa- 
tion, but  also  it  may  suggest  either  carelessness, 


negligence,  or,  worse,  an  intent  to  conceal.  Proof 
of  careful  record  keeping  may  also  be  the  best 
proof  of  careful  treatment.15  If  the  institution  im- 
mediately acted  to  repair  the  injury,  and  if  the 
data  show  a true  accident  unrelated  to  the  factors 
suggesting  possible  negligence  or  oversight,  the 
record  will  serve  both  patient  and  institution. 

Change  and  innovation 

The  rapid  changes  in  health-care  delivery  have 
had  special  impact  on  geriatric  centers  and  institu- 
tions for  long-term  care.  Since  many  of  them 
serve  individuals  who  are  covered  under  various 
governmental  programs,  supervision  and  control 
for  reimbursement  based  on  care  is  substantially 
greater.  Accidents  are  thus  not  likely  to  go  unno- 
ticed. 

It  is  sufficient  to  note  the  admonitions  about 
prevention,  reporting,  and  record  keeping. 

Many  centers  are  trying  new  organizational  and 
administrative  formats:  using  paramedical  and 

allied  health  personnel,  aides  in  new  capacities, 
and  teams,  often  with  nurse  leadership.  Also, 
with  the  increasing  legal  scope  of  the  nurse,  more 
responsibility  has  been  accorded  to  this  profession. 
All  these  changes  should  improve  care  for  the  pa- 
tient; but  change,  by  its  nature,  has  the  capacity  to 
generate  accidents,  simply  because  there  are  no 
tried  practices  and  experience.  It  is  well  to  inno- 
vate, to  mount  new  programs,  but  the  Chinese 
proverb  must  be  borne  in  mind:  “He  who  decides 
to  ride  the  tiger  should  know  his  position,  should 
he  wish  to  dismount.”  The  saying  is  particularly 
applicable  to  programs  of  community  care,  apart- 
ment dwelling,  and  other  extensions  which  neces- 
sarily add  new  challenges  and  thus  new  hazards.13’16- 
18 

Finally,  nursing  homes  like  other  medical  insti- 
tutions may  wish  to  consider  new  ways  of  dealing 
with  complaints  and  claims  based  on  medical  and 
administrative  service.  Accident  claims  are  prom- 
inent among  allegations  of  professional  liability. 
Many  organizations  have  now  established  internal 
complaint  processes  and  use  of  arbitration  to  set- 
tle unresolved  disputes,  as  a voluntary  alternative 
to  the  court  suit.  Arbitration  of  medical  malprac- 
tice offers  prompt,  private,  and  fair  proceedings 
conducted  by  a neutral  expert  with  final  decision- 
making authority^nforceable  at  law.  All  rights  of 
all  parties  are  preserved  and  maintained,  and  the 
method  is  most  suitable  to  health  and  medical  ac- 
tions since  it  maintains  the  physician-patient  rela- 
tionship and  needed  professional  participation.19 
Also  many  institutions  now  have  resident  councils 
which  encourage  patients’  participation,  including 
their  suggestions  for  accident  avoidance. 

“It  is  a good  book  that  is  opened  with  expecta- 
tion and  closed  with  profit.”  It  is  hoped  that  this 
discussion  fulfills  Bronson  Alcott’s  recommenda- 
tion for  reading. 
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The  patient  was  transferred  to  another  hospital, 
where  gas  gangrene  was  diagnosed.  The  wound  was 
opened,  and  the  patient  was  transferred  to  a third  hos- 
pital, where  another  orthopedist  utilized  a hyperbaric 
chamber  in  treatment  and  further  debridement  was 
done.  Three  days  after  his  arrival  at  the  third  hospital, 
the  patient’s  leg  was  amputated. 

In  a suit  against  the  first  hospital  and  the  three  sur- 
geons, the  patient  contended  that  closing  the  severely 
fractured  leg  was  improper  treatment  and  that  the  anti- 
biotic therapy  was  insufficient.  He  also  contended  that 
postoperative  examinations  and  care  were  insufficient, 
leading  to  the  otherwise  unnecessary  amputation. 

The  hospital  and  surgeons  contended  that  the  pa- 
tient’s leg  was  virtually  severed  in  the  accident  and  that 
there  was  only  a little  skin  and  muscle  left  on  the  lateral 
thigh.  They  said  that  he  would  have  lost  his  leg  in  any 
case  and  that  the  treatment  was  in  accordance  with 
community  standards. — Newton  v.  Lutheran  Society  of 
Southern  California  (Cal.  Super.  Ct.,  Los  Angeles  Co., 
Docket  No.  978029,  May  18,  1974)  The  Citation:  29: 
169  (Sept.  15)  1974. 
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Untreated  or  unrecognized  injuries  of  the  diaphragm 
may  not  produce  symptoms  for  many  years  but  are  po- 
tential causes  for  severe  surgical  emergencies.  The  fol- 
lowing case  illustrates  the  latency  of  this  clinical  entity 
and  its  sometimes  confusing  presenting  signs. 


Case  report 

A thirty-one-year-old  black  male  entered  the  hospital 
with  a history  of  nausea,  anorexia,  obstipation,  and  dull, 
constant  epigastric  pain  radiating  to  the  back  beginning 
six  days  prior  to  admission.  He  had  not  passed  flatus 
for  five  days,  had  immediately  vomited  all  ingested  food 
for  four  days,  and  had  been  vomiting  and  eructating 
constantly  for  twenty-four  hours.  The  vomitus  was  bile 
stained,  clear  except  for  food  particles,  and  never  fecu- 
lent. There  were  several  previous  similar  episodes  dur- 
ing the  two  years,  each  of  which  had  subsided  sponta- 
neously within  seventy-two  hours  without  treatment,  al- 
though he  had  sought  treatment  in  local  emergency 
rooms  and  clinics. 

Past  medical  history  was  remarkable  for  remote  in- 
guinal and  umbilical  herniorrhaphies  and  for  penetrat- 
ing gunshot  wound  of  the  left  hemithorax  five  years 
prior  to  admission  which  had  been  treated  with  thora- 
centesis. Previous  upper  and  lower  gastrointestinal 
contrast  series  at  other  hospitals  were  said  to  have  been 
unremarkable. 


FIGURE  I.  Chest  roentgenograms.  (A)  Six  weeks  prior  to  admission  showing  metallic  fragment  and  pleural  reaction  with 
possible  effusion.  (B)  On  admission  showing  multiple  radiolucencies  with  bowel  pattern  in  left  hemithorax. 
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Six  weeks  prior  to  admission,  a chest  x-ray  film 
showed  pleural  reaction  and  possible  effusion  with  a me- 
tallic fragment  noted  posterolaterally  on  the  left  (Fig. 
1A). 

Physical  examination  revealed  a dehydrated  young 
black  male,  obtunded  but  arousable.  Blood  pressure 
was  140/90,  pulse  120  and  regular,  temperature  100.6°F. 
rectally,  respirations  30  per  minute,  and  central  venous 
pressure  less  than  3 cm.  of  water.  Examination  of  the 
chest  revealed  an  old  entrance  wound  at  the  left  costal 
margin  in  the  midclavicular  line.  No  exit  wound  was 
evident.  Dullness  to  percussion  was  present  at  the  left 
base.  The  chest  was  clear  to  auscultation.  Breath 
sounds  were  normal,  and  neither  bowel  sounds  nor  suc- 
cussion  splash  was  present.  Heart  sounds  were  normal. 
The  abdomen  was  scaphoid  with  well-healed  umbilical 
and  left  inguinal  herniorrhaphy  incisions.  Bowel  sounds 
were  absent,  and  minimal  tenderness  was  elicited  in  the 
midepigastrium  by  deep  palpation  without  rebound  or 
referred  tenderness  and  without  guarding.  The  rectal 
ampulla  contained  brown  stool  which  tested  negative  for 
occult  blood.  The  remainder  of  the  physical  examina- 
tion was  within  normal  limits. 

Chest  roentgenogram  showed  clear  lung  fields  with 
the  gastric  air  bubble  in  normal  position  but  with  multi- 
ple radiolucencies  in  the  left  hemithorax  with  bowel  pat- 
tern (Fig.  IB).  Abdominal  x-ray  films  demonstrated 
only  nonspecific  gas  pattern. 

Abnormal  laboratory  findings  were  a mild  compensat- 
ed metabolic  alkalosis,  hematocrit  of  51,  and  serum 
amylase  of  480  (normal  less  than  200). 

A diagnosis  of  traumatic  diaphragmatic  rupture  was 
entertained,  and  a diatrizoate  (Hvpaque)  swallow  was 
obtained.  This  study  showed  contrast  puddling  in  the 
proximal  stomach.  The  patient  was  vigorously  hydrat- 
ed in  preparation  for  emergency  laparotomy. 

After  vital  signs  were  stable  and  urine  output  estab- 
lished, an  exploratory  laparotomy  was  performed 
through  a midline  incision  carried  up  to  the  left  of  the 
xiphoid.  The  patient’s  left  side  was  elevated  30  degrees 
on  sand  bags  to  allow  for  possible  anterolateral  thora- 
cotomy. 

At  exploration,  omentum,  transverse  colon,  distal 
stomach,  and  proximal  jejunum  were  found  to  be  incar- 
cerated in  the  left  pleural  cavity  with  adhesions  of 
omentum  to  parietal  pleura  and  to  the  diaphragmatic 
perforation.  The  defect  in  the  dome  of  the  left  hemidi- 
aphragm  was  oval  and  approximately  6 by  10  cm.  with  a 
thickened  fibrous  rim.  The  viscera  were  not  contained 
by  peritoneum. 

The  viscera  were  easily  delivered  into  the  abdomen  by 
dividing  the  fibrous  rim  of  the  diaphragmatic  defect. 
Adhesions  of  omentum  to  pleura  were  divided  sharply 
between  clamps  and  ligated.  The  edges  of  the  dia- 
phragm were  then  reapproximated  with  interrupted 
full-thickness  horizontal  mattress  sutures  of  2-0  cotton 
which  were  placed  first  then  tied  sequentially,  after 
which  several  reinforcing  sutures  of  2-0  cotton  were 
placed  in  the  approximated  cuff.  A number  36  Argyle 


chest  tube  was  positioned  posterolaterally  in  the  left 
pleural  cavity  and  brought  out  through  a stab  wound  at 
the  costal  margin.  The  lung  was  hyperinflated  to  insure 
complete  expansion  of  atelectatic  segments. 

The  abdomen  was  closed  with  number  28  stainless 
steel  wire  with  near-far  sutures.  A chest  tube  was 
placed  to  20  cm.  constant  suction  drainage.  The  chest 
tube  was  removed  on  the  third  postoperative  day,  and 
liquids  were  begun  at  that  time.  The  patient’s  postop- 
erative course  was  uneventful,  and  he  was  discharged  on 
the  tenth  postoperative  day  asymptomatic  and  with  a 
clear  chest  x-ray  picture. 

Comment 

Either  blunt  or  penetrating  thoracoabdominal  trauma 
may  produce  unrecognized  diaphragmatic  perforation. 
The  defect  may  be  small  and  be  plugged  by  omentum  or 
intestine.  Herniation  occurs  because  of  the  differential 
in  pressure  between  thorax  and  abdomen,  and  the  inter- 
position of  tissue  prevents  healing  of  the  edges  of  the  di- 
aphragm. 

As  in  the  present  case,  the  presence  of  hemothorax 
may  mask  the  clinical  and  radiologic  signs  of  intestinal 
herniation.  On  this  patient’s  first  visit  to  the  emergen- 
cy room,  the  diagnosis  should  have  been  made  with  a 
high  index  of  suspicion  and  confirmed  by  obtaining  lat- 
eral and  decubitus  x-ray  films  or  a contrast  study  to 
demonstrate  the  bowel  in  the  chest.  With  a history  of 
trauma,  thoracentesis  should  not  be  performed  until  di- 
aphragmatic perforation  with  intestinal  herniation  has 
been  ruled  out.  The  result  of  ill-advised  thoracentesis 
may  be  empyema  and  intestinal  fistula.  The  symptoms 
of  diaphragmatic  perforation  are  those  of  either  the  as- 
sociated intestinal  or  pulmonary  complications:  that  is, 
dyspnea,  epigastric  or  subcostal  pain  usually  of  a dull 
nature  and  radiating  to  the  back  and  left  shoulder,  nau- 
sea, vomiting,  and  dyspepsia.  The  classical  signs  are  di- 
minished breath  sounds  in  the  hemithorax  with  dullness 
to  percussion. 

Bowel  sounds,  tympany,  and  succussion  splash  may 
also  be  noted.  The  abdominal  findings  are  usually  un- 
remarkable. 

Because  of  the  potentially  fatal  complications,  expe- 
ditious repair  should  be  advised  for  all  traumatic  dia- 
phragmatic perforations.  In  the  elective  case,  a thora- 
cotomy has  been  recommended  for  repair  of  the  defect. 
If  exploration  is  undertaken  for  the  emergency  case  in 
which  strangulated  bowel  may  be  present,  an  initial  lap- 
arotomy with  separate  anterolateral  thoracotomy,  if  re- 
quired, is  preferable. 
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Dialogue 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 

Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limittheirdiscussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihood 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
attimes  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 
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Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  larger  teaching  facilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
"starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  "pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu-. 
cated  and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuingeducation.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 
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Acute  leukemia  is  the  commonest  malignant  con- 
dition of  infancy  and  childhood,  and  is  almost  al- 
ways lymphoblastic  in  type.  Chronic  myeloge- 
nous leukemia  is  rare  in  children.  Its  incidence  is 
variously  reported  to  be  between  1.3  and  5 per 
cent  of  all  leukemias  in  childhood.1-15 

Reisman  and  Trujillo10  divided  childhood 
chronic  myelogenous  leukemia  into  two  distinct 
varieties:  an  infantile  type  and  a juvenile  type. 

The  infantile  type  (myelomonocytic  type  of  Ber- 
nard, Seligmann,  and  Acar2),  is  usually  seen  in  pa- 
tients under  the  age  of  three,16  and  appears  with 
an  eczematous  rash  of  the  face,  recurrent  infec- 
tions, generalized  lymphadenopathy  with  a ten- 
dency toward  suppuration,17  and  hemorrhagic 
manifestations  early  in  the  course  of  the  disease 
with  persistent  thrombocytopenia.  Laboratory 
studies  disclose  a persistently  high  fetal  hemoglo- 
bin,7’18’19 and  the  absence  of  the  Philadelphia 
chromosome.  These  patients  have  a poor  re- 
sponse to  either  busulfan  or  radiation  therapy, 
and,  as  a result,  survival  is  short,  with  a mean  of 
nine  months. 

The  juvenile  type  of  chronic  myelogenous  leuke- 
mia is  more  common  in  children  over  the  age  of 
five  years,  but  occasionally  occurs  in  infants.  1*’20’21 
These  patients  have  lymphadenopathy,  marked 
splenomegaly,  and  normal  or  increased  platelet 
counts.  Fetal  hemoglobin  concentration  is  normal 

‘Supported  by  grants  from  the  National  Leukemia  Society, 
United  Leukemia  Fund,  Inc.,  and  the  Zelda  Grossberg  Founda- 
tion. 


or  decreased,  and  a Philadelphia  chromosome  can 
be  demonstrated  on  chromosomal  analysis.  There 
is  usually  a good  response  to  busulfan  or  radiation 
therapy,  and  a longer  median  survival,  a mean  of 
two  years.  This  form  of  the  disease  resembles  the 
adult  type  of  chronic  myelocytic  leukemia. 

Between  1960  and  1971,  174  cases  of  leukemia  in 
children  were  treated  at  The  Long  Island  Jewish 
Hospital.  Only  6 were  diagnosed  to  have  chronic 
myelogenous  leukemia.  There  were  2 patients 
with  the  infantile  type  and  4 cases  of  the  juvenile 
form. 

Case  reports 

Case  1.  A three-and-one-half-year-old  white 
boy  was  well  until  September,  1960,  when  he 
began  to  have  fatigue,  fever,  and  frequent  sore 
throats.  The  hemoglobin  concentration  at  that 
time  was  normal,  and  the  white  cell  count  was 
40,000  per  cubic  millimeter.  A bone  marrow  aspi- 
ration study  was  interpreted  as  “reactive,”  and  no 
definite  diagnosis  was  made. 

Three  months  later  the  patient  was  admitted  to 
another  hospital  with  a diagnosis  of  “nephritis.” 
The  white  blood  cell  count  at  the  time  was  60,000 
per  cubic  millimeter  and  the  bone  marrow  study 
again  was  “nondiagnostic.”  Despite  antibiotic 
treatment,  infections  recurred. 

He  was  first  seen  by  one  of  us  (R.N.L.)  in  Febru- 
ary, 1961.  There  was  cervical  lymphadenopathy, 
but  the  liver  and  spleen  were  not  felt.  The  hemo- 
globin was  11.7  Gm.  per  100  ml.,  the  white  blood 
cell  count  38,000  per  cubic  millimeter,  platelet 
count  83,000  per  cubic  millimeter,  and  reticulocyte 
count  3.4  per  cent.  Differential  leukocyte  count 
revealed  11  per  cent  myelocytes,  11  per  cent  non- 
segmented  neutrophils,  36  per  cent  segmented 
neutrophils,  26  per  cent  lymphocytes,  16  per  cent 
monocytes,  and  1 nucleated  erythrocyte  per  100 
leukocytes. 

In  March,  1961,  he  developed  an  enlarging 
abdomen,  easy  bruisability,  and  petechiae.  He 
was  hospitalized  in  May,  1961.  Birth  weight, 
growth  and  development,  and  previous  medical 
history  were  otherwise  unremarkable,  and  there 
was  no  family  history  of  hematologic  disease. 

Physical  examination  on  admission  revealed  a 
pale,  acutely  and  chronically  ill  white  boy  with  a 
generalized  petechial  eruption  and  venous  dilation 
over  the  abdomen.  The  blood  pressure  was  105/ 
60  mm.  Hg,  with  a regular  pulse  of  170  beats  per 
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FIGURE  1.  Clinical  course  of  Case  1,  a three-and-one-half-year-old  white  male  child  with  juvenile  type  of  chronic  my- 
elogenous leukemia. 


minute,  a temperature  of  101. 3°F.,  and  labored 
respirations  at  40  per  minute.  There  were  buccal 
petechiae,  and  generalized  1-  to  3-cm.  anterior  and 
posterior  cervical,  nontender,  rubbery  nodes  were 
palpable.  The  liver  extended  5 cm.  below  the 
right  costal  margin,  and  the  spleen  was  felt  10  cm. 
below  the  left  costal  margin.  The  hemoglobin  was 
8.7  Gm.  per  100  ml.,  and  the  white  blood  cell  count 
was  84,000  per  cubic  millimeter  with  6 blasts,  33 
promyelocytes,  16  myelocytes,  13  bands,  18  lym- 
phocytes, 4 monocytes,  1 eosinophil,  8 basophils,  1 
atypical  lymphocyte,  and  30  normoblasts  per  100 
white  blood  cells.  There  were  3,000  platelets  per 
cubic  millimeter  and  5.7  per  cent  reticulocytes. 
Repeated  urinalyses  were  normal  except  during 
the  second  week  of  hospitalization  when  gross  he- 
maturia was  noted.  The  stools  were  negative  for 
occult  blood.  The  fasting  blood  sugar  was  86  mg. 
per  100  ml.  and  the  blood  urea  nitrogen  9 mg.  per 
100  ml.  The  total  serum  protein  was  6.1  Gm.  per 
100  ml.  with  albumin  2.6  Gm.  per  100  ml.  and 
globulin  3.5  Gm.  per  100  ml.  The  alkaline  phos- 
phatase was  11  King- Armstrong  units,  the  uric 
acid  7 mg.  per  100  ml.,  the  bilirubin  1.3  mg.  per 


100  ml.,  and  the  cephalin  flocculation  3 plus  in 
forty-eight  hours.  The  direct  Coombs’  test  result 
was  negative.  Leukocyte  alkaline  phosphatase 
was  absent.  The  bone  marrow  aspirate  showed 
hypercellularity  with  an  increase  in  myeloid  ele- 
ments consistent  with  a diagnosis  of  chronic  my- 
elogenous leukemia  (Fig.  1).  Fetal  hemoglobin 
concentration  was  not  determined.  Despite  anti- 
biotics, numerous  blood  transfusions,  splenic  irra- 
diation, 6-mercaptopurine,  and  prednisone,  the 
patient’s  condition  worsened,  and  he  expired  eight 
weeks  after  admission. 

Case  2.  A four-year-old  white  boy  appeared 
with  repeated  sore  throats  over  the  past  several 
months  requiring  almost  continual  antibiotic 
treatment.  His  white  cell  count  was  noted  to  be 
22,000  per  cubic  millimeter,  and  his  hemoglobin 
concentration  was  6.8  Gm.  per  100  ml.  The  pe- 
ripheral blood  smear  showed  a marked  shift  to  the 
left  with  3 myeloblasts,  1 promyelocyte,  9 myelo- 
cytes, 25  nonsegmented  neutrophils,  41  segmented 
neutrophils,  5 monocytes,  16  lymphocytes,  and  19 
nucleated  red  blood  cells  per  100  leukocytes. 
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Thrombocytopenia  was  marked  (platelet  count 
10,000  per  cubic  millimeter),  and  the  reticulocyte 
count  ranged  from  7 to  15  per  cent. 

Physical  examination  revealed  a pallid,  chroni- 
cally ill  child,  with  puffy  eyes,  scattered  petechiae, 
and  ecchymoses.  There  was  generalized  1-  to  2- 
cm.  lymphadenopathy,  and  the  liver  and  spleen 
were  each  palpable  6 cm.  below  their  respective 
costal  margins. 

The  bone  marrow  aspirate  showed  an  increase  in 
immature  and  in  all  myeloid  elements.  The  leu- 
kocyte alkaline  phosphatase  score  was  zero.  The 
fetal  hemoglobin  was  39  per  cent  of  the  total  he- 
moglobin. Chromosomal  analysis  revealed  a nor- 
mal karyotype  without  a demonstrable  Philadel- 
phia chromosome.  The  patient  died  approximate- 
ly one  month  after  the  initial  diagnosis  was  made, 
in  spite  of  chemotherapy  and  supportive  treat- 
ment. 

Case  3.  A four-and-one-half-year-old  white  boy 
was  admitted  to  the  hospital  in  February,  1961,  for 
evaluation  of  fever,  splenomegaly  (2  cm.  below  the 
costal  margin),  and  an  enlarged  lymph  node  at  the 
angle  of  the  left  jaw.  Liver  was  not  palpable. 
The  hemoglobin  at  that  time  was  7.8  Gm.  per  100 
ml.,  and  the  white  cell  count  was  294,000  per  cubic 
millimeter  with  8 blasts,  4 myelocytes,  17  nonseg- 
mented  cells,  38  segmented  cells,  23  lymphocytes, 
and  10  monocytes.  The  platelet  count  was  30,000 
per  cubic  millimeter.  The  bone  marrow  was  hy- 
perplastic with  a predominance  of  immature  mye- 
loid forms.  The  leukocyte  alkaline  phosphate 
score  was  zero.  The  patient  responded  well  to 
three  months  of  busulfan  therapy  (4  to  8 mg.  daily 
orally),  and  in  February,  1962,  his  white  cell  count 
was  18,000  per  cubic  millimeter,  and  the  spleen 
was  no  longer  palpable.  The  leukocyte  alkaline 
phosphatase  score  remained  zero.  The  patient 
was  maintained  on  intermittent  busulfan  therapy 
receiving  2 to  4 mg.  per  day  for  one  to  four  weeks 
on  9 occasions  between  February,  1962,  and  June, 
1967. 

In  February,  1967,  a chromosomal  analysis  re- 
vealed the  presence  of  a Philadelphia  chromo- 
some. The  fetal  hemoglobin  level  was  0.8  mg.  per 
100  ml.  The  serum  BI2  was  800  picograms  per  100 
ml.  (normal  130  to  500).  He  remained  well  until 
August,  1967,  when  he  developed  fatigue,  weak- 
ness, groin  pains,  and  fever.  Physical  examination 
at  this  time  revealed  a pale,  acutely  and  chronical- 
ly ill  youngster.  A gangrenous  gingival  area  was 
noted  from  which  pseudomonas  aeruginosa  was 
cultured.  The  spleen  was  felt  2 cm.  below  the  left 
costal  margin.  The  hemoglobin  concentration  was 
5.4  Gm.  per  100  ml.,  the  platelet  count  was  15,000 
per  cubic  millimeter,  and  the  white  cell  count  was 
over  100,000  per  cubic  millimeter  of  which  90  per 
cent  were  blasts.  The  bone  marrow  was  replaced 
by  myeloblasts.  The  leukocyte  alkaline  phospha- 
tase score  was  208,  the  serum  B]2  level  was  850  mi- 


FIGURE  2.  Clinical  course  of  Case  3,  an  eleven-year-old 
white  male  child  with  adult  type  of  childhood  chronic  my- 
elogenous leukemia.  Note  that  this  patient’s  diagnosis 
was  made  at  age  four  and  one-half. 


crograms  per  100  ml.,  and  the  fetal  hemoglobin 
level  was  0.3  per  cent.  The  patient  was  treated 
with  transfusions,  6-mercaptopurine,  and  intrave- 
nous antibiotics;  the  white  cell  count  fell  to  900  per 
cubic  millimeter,  but  numerous  myeloblasts  per- 
sisted on  the  peripheral  blood  smear.  The  clinical 
situation  did  not  improve  (Fig.  2).  The  patient 
became  icteric,  bled  from  the  gastrointestinal 
tract,  and  died  three  weeks  after  admission  to  the 
hospital. 

The  postmortem  examination  was  consistent 
with  a diagnosis  of  myelogenous  leukemia.  Leu- 
kemic infiltrations  in  the  lung,  bone  marrow, 
spleen,  and  lymph  nodes  were  prominent. 

Case  4.  A four-year-old  white  girl  was  admit- 
ted to  the  hospital  on  June  13,  1967,  with  com- 
plaints of  right  knee  and  hip  pain  of  one  week’s 
duration.  She  had  been  in  good  health  until  Octo- 
ber, 1966,  when  she  noted  the  onset  of  left  elbow 
pain  followed  by  recurrent  joint  pains  involving 
the  knees,  elbows,  and  shoulders.  She  remained 
afebrile  but  in  December,  1966,  a white  blood  cell 
count  of  29,800  per  cubic  millimeter  was  found, 
and  the  spleen  was  felt  2 cm.  blow  the  left  costal 
margin.  The  serum  uric  acid  was  7.1  mg.  per  100 
ml.  Radiologic  examination  of  the  bones  suggest- 
ed periostitis  of  the  radius.  The  patient  was  treat- 
ed with  lincomycin  hydrochloride  (Lincocin).  She 
remained  well  from  February,  1967,  until  five  days 
prior  to  admission  when  her  joint  pains  recurred. 

Physical  examination  revealed  a spleen  palpable 
3 cm.  below  the  left  costal  margin,  but  no  hepato- 
megaly or  lymphadenopathy  was  noted.  The 
right  knee  was  warmer  than  the  left  with  pain  on 
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rotation  of  the  knee  and  hip.  The  patient  was  afe- 
brile. 

Radiologic  examination  of  the  chest  and  several 
joints,  electrocardiogram  findings,  and  urinalysis 
results  were  all  normal.  Normal  serum  titers  of 
serum  agglutinins  for  proteus  OX- 19,  brucella,  and 
salmonella  were  found.  Antistreptolysin  O titer 
was  833  Todd  units  on  June  15,  1967,  and  625 
units  ten  days  later.  The  serum  uric  acid  was  5.7 
mg.  per  100  ml.  The  erythrocyte  sedimentation 
rate  was  20  mm.  per  hour,  and  the  latex  floccula- 
tion test  result  was  negative.  Serum  electrophore- 
sis was  unremarkable,  and  no  antinuclear  anti- 
bodies were  demonstrated.  The  hemoglobin  con- 
centration was  11.5  Gm.  per  100  ml.  with  418,000 
platelets  per  cubic  millimeter,  and  the  white  blood 
cell  count  ranged  from  30,000  to  36,000  per  cubic 
millimeter  with  1 blast,  9 myelocytes,  11  bands,  47 
polymorphonucleocvtes,  2 eosinophils,  9 basophils, 
and  21  lymphocytes.  Rone  marrow  aspirate  dis- 
closed increased  cellularity  and  myeloid  immatur- 
ity. The  mveloid-erythroid  ratio  was  10:1.  The 
leukocyte  alkaline  phosphatase  score  was  zero. 

During  her  hospital  course  the  patient  remained 
afebrile,  and  although  her  joint  pain  was  improved 
by  aspirin,  the  range  of  motion  of  her  right  hip  was 
unimproved,  and  pain  continued  with  weight- 
bearing. 

Four  months  later  the  white  blood  cell  count 
reached  130,000  per  cubic  millimeter,  with  the  he- 
moglobin concentration  11.2  Gm.  per  100  ml.  and 
platelet  count  570,000  per  cubic  millimeter.  The 
fetal  hemoglobin  was  4.8  per  cent.  The  leukocyte 
alkaline  phosphatase  score  continued  to  be  zero. 
The  spleen  was  now  felt  8 cm.  below  the  left  costal 
margin.  Busulfan  therapy  (4  mg.  per  day)  was 
started,  but  had  to  be  discontinued  because  of  the 
development  of  a pancytopenia  with  hemoglobin  8 
Gm.  per  100  ml.,  leukocyte  count  3,300  per  cubic 
millimeter,  and  platelets  116,000  per  cubic  milli- 
meter. The  splenomegaly  receded  only  minimal- 
ly- 

Subsequently,  the  patient  was  treated  intermit- 
tently with  6-mercaptopurine  and  splenic  irradia- 
tion. She  became  persistently  anemic  and  throm- 
bocytopenic with  platelets  as  low  as  8,000  per 
cubic  millimeter.  The  leukocyte  count  increased 
to  187,000  per  cubic  millimeter  with  2 per  cent 
myeloblasts,  78  per  cent  myelocytes,  and  20  per 
cent  mature  neutrophils.  She  expired  with  an 
intracranial  hemorrhage  eighteen  months  from  the 
time  of  diagnosis. 

Case  5.  A fourteen-year-old  white  boy  was  first 
seen  in  July,  1965,  for  evaluation  of  easy  fatigabil- 
ity, sore  throat,  and  purpura. 

The  physical  examination  revealed  ecchymoses 
over  the  extremities,  several  small  (1  by  1 cm.)  ax- 
illary nodes,  a liver  palpable  2 cm.  below  the  right 
costal  margin,  and  a spleen  felt  4 cm.  below  the 
left  costal  margin. 


The  laboratory  data  included  a hemoglobin  con- 
centration of  13.3  Gm.  per  100  ml.  and  a white 
blood  cell  count  of  154,000  per  cubic  millimeter 
with  1 blast,  12  myelocytes,  34  nonsegmented  neu- 
trophils, 32  segmented  neutrophils,  6 eosinophils, 
6 basophils,  and  9 lymphocytes.  The  platelet 
count  was  1.2  million  per  cubic  millimeter.  The 
blood  urea  nitrogen  was  15.8  mg.  per  100  ml.,  and 
the  serum  uric  acid  was  6.8  mg.  per  100  ml.  The 
bone  marrow  aspirate  was  hyperplastic  with  a dif- 
ferential pattern  consistent  with  a diagnosis  of 
chronic  myelogenous  leukemia.  The  leukocyte  al- 
kaline phosphatase  score  was  zero.  The  serum  Bj2 
level  was  5,504  picograms  per  milliliter,  and  the 
fetal  hemoglobin  was  7 per  cent.  Chromosome 
studies  were  not  done.  Two  weeks  after  the  initial 
examination,  the  spleen  was  felt  8 cm.  below  the 
left  costal  margin  and  the  liver  6 cm.  below  the 
right  costal  margin.  The  white  blood  cell  count 
had  risen  to  185,000  per  cubic  millimeter.  The 
patient  was  started  on  busulfan  (6  mg.  per  day) 
with  a good  clinical  and  hematologic  response.  He 
did  well  while  receiving  intermittent  busulfan 
therapy  1 to  2 mg.  daily  for  thirty-eight  months. 
He  then  developed  blast  crisis  and  died  two 
months  later. 

Case  6.  A thirteen-year-old  boy  was  asymp- 
tomatic when  splenomegaly  was  discovered  in  No- 
vember, 1970.  The  patient  was  pale,  and  the 
spleen  was  felt  20  cm.  below  the  left  costal  margin. 
The  hemoglobin  was  9.8  Gm.  per  100  ml.,  hemato- 
crit 32,  white  blood  cell  count  402,000  per  cubic 
millimeter,  platelet  count  428,000  per  cubic  milli- 
meter, and  reticulocyte  count  2.5  per  cent.  There 
were  4 per  cent  myeloblasts,  16  per  cent  myelo- 
cytes, 34  per  cent  nonsegmented  neutrophils,  38 
per  cent  neutrophils,  2 per  cent  eosinophils,  and  2 
per  cent  basophils.  The  leukocyte  alkaline  phos- 
phatase was  zero  Kaplow  units.  Bone  marrow  as- 
piration revealed  a hypercellular  specimen  with  in- 
creased megakaryocytes  and  cells  of  the  granulo- 
cytic series  (94  per  cent  of  cells).  Cytogenetic 
study  revealed  the  Philadelphia  chromosome. 

The  patient  was  treated  with  busulfan  (6  mg. 
daily)  and  allopurinol  (300  mg.  daily).  Blood 
count  returned  to  normal  after  three  months,  and 
the  spleen  receded  under  the  costal  margin. 
Drugs  were  discontinued.  Eight  months  later  the 
white  cell  count  increased  to  275,000  per  cubic  mil- 
limeter, and  the  spleen  was  enlarged  to  15  cm. 
below  the  costal  margin.  Busulfan  was  restarted 
in  December,  1971. 

The  clinical  data  for  all  6 cases  is  summarized  in 
Table  I.  The  hematologic  findings  at  diagnosis 
are  found  in  Table  II. 

Comment 

The  diagnosis  of  chronic  myelogenous  leukemia 
in  children  is  difficult  to  make  with  certainty  on 
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TABLE  I.  Clinical  data  concerning  six  patients  with  childhood  chronic  myelogenous  leukemia 


Case 

Number 

Sex 

Age  at 
Diagnosis 
(Years) 

Therapy 

Duration 
of  Illness 
(Months) 

Terminal  Event 

1 

M 

3.5 

6-Mercaptopurine,  prednisone, 
splenic  x-ray 

2 

Sepsis,  hemorrhage 

2 

M 

4 

6-Mercaptopurine,  prednisone 

1 

Sepsis,  hemorrhage 

3 

M 

4 

Busulfan 

79 

Blastic  phase 

4 

F 

4 

Busulfan,  6-mercaptopurine, 
splenic  x-ray 

18 

Intracranial  hemorrhage 

5 

M 

14 

Busulfan 

40 

Blastic  phase 

6 

M 

13 

Busulfan 

15  + 

Still  living 

TABLE  II.  Hematologic  findings  at  diagnosis  in  6 patients  with  childhood  chronic  myelogenous  leukemia 


Hematologic  Finding 

1 

2 

3 

4 

5 

6 

Hemoglobin  (Gm./lOO  ml.) 

8.7 

6.8 

7.8 

11.5 

13.3 

9.8 

Leukocytes  (per  mm.3) 

84 , 000 

22 , 000 

294,000 

30,000 

154,000 

402,000 

Myeloblasts 

6 

3 

8 

1 

1 

4 

Promyelocytes 

33 

1 

0 

0 

0 

0 

Myelocytes 

16 

9 

4 

9 

12 

16 

Segmented  neutrophils 

0 

41 

38 

47 

32 

38 

Nonsegmented  neutrophils 

13 

25 

17 

11 

34 

34 

Lymphocytes 

19 

16 

23 

21 

9 

4 

Monocytes 

4 

5 

10 

0 

0 

0 

Eosinophils 

1 

0 

0 

2 

6 

2 

Basophils 

8 

0 

0 

9 

6 

2 

Platelets  (per  mm.3) 

3,000 

10,000 

230,000 

418,000 

1,200,000 

428,000 

Normoblasts  (per  100  WBC) 

30 

19 

0 

0 

0 

0 

Leukocyte  alkaline  phosphatase 

Absent 

Absent 

Absent 

Absent 

Absent 

Absent 

Reticulocytes  (per  cent) 

5.7 

7 

3.4 

2.8 

3.1 

2.5 

Bone  marrow  aspirate 

Myeloid 

Myeloid 

Myeloid 

Myeloid 

Myeloid 

Myeloid 

hyper- 

hyper- 

hyper- 

hyper- 

hyper- 

hyper- 

plasia 

plasia 

plasia 

plasia 

plasia 

plasia 

Fetal  hemoglobin  (per  cent) 

Not  done 

39 

0.8 

4.8 

7 

Not  done 

Philadelphia  chromosome 

Not  done 

Absent 

Present 

Not  done 

Not  done 

Present 

Serum  vitamin  Bi2  (picograms 
per  ml.) 

Not  done 

Not  done 

800 

4,400 

5,504 

Not  done 

Lymph  nodes 

Cervical 

Generalized 

1 node  in 
neck 

None 

Axillary 

None 

Liver  size  (cm.) 

5 

6 

0 

0 

2 

0 

Spleen  size  (cm.) 

10 

6 

2 

3 

4 

20 

Type  of  childhood  chronic  myelo- 
genous leukemia 

Infantile 

Infantile 

Juvenile 

Juvenile 

Juvenile 

Juvenile 

clinical  and  hematologic  grounds  alone.  Leuke- 
moid  reactions  are  more  common  in  this  age  group 
than  in  adults  and  may  be  due  to  various  infec- 
tions, metastatic  tumors,  acute  hemolytic  syn- 
dromes, or  the  recovery  phase  following  drug-in- 
duced granulocytopenia. 

The  difficulty  in  diagnosis  is  further  illustrated 
by  Randall  et  al.22  who  describe  9 children  in  one 
family  in  whom  a diagnosis  of  myeloproliferative 
disorder  was  made.  In  these  children  the  clinical 
features  and  peripheral  blood  and  bone  marrow 
findings  resembled  the  adult  form  of  chronic  my- 
elogenous leukemia,  yet  these  patients  did  not  re- 
spond to  antileukemic  therapy.  Three  of  the  chil- 
dren died  after  a short  and  acute  course  (weeks  to 
months),  but  the  others  experienced  long  survival 
with  complete  remission  evident  even  after  ten  to 
twelve  years.  Although  no  consistent  chromosom- 


al defect  was  found,  karyotypic  analysis  in  4 
showed  hyperploidy.  The  leukocyte  alkaline 
phosphatase  score  was  decreased  in  4 of  the  9 chil- 
dren as  well  as  in  18  of  20  asymptomatic  relatives. 

Eisenberg  and  Wallerstein23  reviewed  30  re- 
ported cases  of  childhood  chronic  myelogenous 
leukemia  up  to  1934  and  added  1 case  of  their  own. 
Bernard,  Seligmann,  and  Acar2  reviewed  119  cases 
of  childhood  chronic  myelogenous  leukemia  re- 
ported in  the  literature  up  to  1962  and  added  20 
cases  of  their  own.  Since  then  more  than  62  new 
cases  have  been  reported  as  follows:  19  patients 

have  the  juvenile  type  of  chronic  myelogenous  leu- 
kemia (10  male,  9 female),  14  have  the  infantile 
type  (7  male  and  7 female),  and  29  are  unclassi- 
fied.7’10’12'20’24-29  In  1964  Hardisty,  Speed,  and 
Till7  reviewed  104  cases  of  chronic  myelogenous 
leukemia  in  children  found  in  the  literature  from 
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TABLE  III.  Summary  of  the  features  of  differentation  between  the  two  types  of  childhood  chronic 

myelogenous  leukemia* 


Feature  of  Differentiation 


Infantile 


Juvenile 


2.3 


3.3 


Incidence  of  all  childhood  leukemia 
(per  cent) 

Age  (years) 

Sex  (Male: Female) 

Facial  rash 

Susceptibility  to  infection 
Lymphadenopathy  with  tendency  to 
suppuration 
Splenomegaly 

Peripheral  blood  at  time  of  diagnosis 


Leukocytes  per  mm.1 
Platelets 

Normoblasts  (per  cent) 

Bone  marrow  at  time  of  diagnosis 


Philadelphia  chromosome 
Leukocyte  alkaline  phosphatase 
Serum  B,?  level 
Hemoglobin  F level  (per  cent) 
Response  to  therapy 
Aveiage  survival 


1 to  2 years 

1.3:1 

Frequent 

Frequent 

Frequent 

Mild  to  moderate 
Greater  proportion  of  blasts  and 
immature  cells,  monocytes  and 
increased  lymphocytes 
Under  100,000 
Decreased 

1 to  18  (markedly  increasing 
terminally) 

Decreased  megakaryocytes, 

higher  proportion  of  blasts  and 
lymphocytes 
Absent 
Reduced 
Increased 

Increased  (40  to  55  per  cent) 
Poor 

Short  (mean  nine  months) 


10  to  12  years 
1 .6:1 
Not  seen 
Not  frequent 
Occasional 

Marked 

Greater  proportion  of  mature 
granulocytes 

Usually  over  100,000 
Normal  or  increased 
0.25  to  0.5 

Normal  or  increased  granulocytes 

Present 
Reduced 
Increased 
Normal  (<2.0) 

Good 

As  in  adult  chronic  (mean  2.75  years) 
myelogenous  leukemia 


* Modified  from  Bloom,  Gerald,  and  Diamond.20 


1934  to  1964.  These  authors  classified  68  cases  as 
the  juvenile  type,  32  as  the  infantile  type,  and  4 
could  not  be  classified. 

The  differentiating  features  of  these  two  types 
of  childhood  chronic  myelogenous  leukemia  are 
summarized  in  Table  III.  Infants  usually  appear 
with  infection  and  with  hemorrhagic  manifesta- 
tions. Older  children  present  distended  abdomen, 
marked  splenomegaly,  bone  pain,  and  occasionally 
priapism.-5  Other  symptoms  in  both  groups  are 
fatigue,  loss  of  weight,  abdominal  discomfort,  ar- 
thralgia, and  fever. 

In  the  infantile  type  of  chronic  myelogenous  leu- 
kemia, eczematous  facial  rash,  increased  suscepti- 
bility to  infection,  and  lymphadenopathy  with  a 
tendency  to  suppuration  are  common.  This  form 
of  the  disease  is  further  characterized  by  a lower 
total  white  cell  count  and  thrombocytopenia  at  the 
onset.  There  is  a greater  proportion  of  peripheral 
blood  blast  cells  and  monocytes  with  an  absolute 
lymphocytosis  and  increased  number  of  normo- 
blasts which  increase  terminally. 

The  juvenile  type  of  chronic  myelogenous  leuke- 
mia is  characterized  by  a marked  increase  in  total 
white  cell  count,  usually  in  excess  of  100,000  per 
cubic  millimeter.  There  is  a larger  proportion  of 
mature  granulocytes,  and  normal  or  increased 
numbers  of  platelets,  as  was  well  documented  by 
cases  3,  4,  5,  and  6 in  the  present  series.  Even 
though  Case  4 had  a white  count  under  50,000  per 
cubic  millimeter  initially,  it  increased  to  over 


100,000  per  cubic  millimeter  within  six  months. 

The  bone  marrow  is  hypercellular  with  an  in- 
crease in  megakaryocytopoiesis  and  a greater  pro- 
phils  in  both  types  of  chronic  myelogenous  leuke- 
mia. In  the  infantile  type  of  disease,  there  is  de- 
crease in  megakaryocytopoiesis  and  a greater  pro- 
portion of  bone  marrow  blasts  and  lymphocytes. 

Serum  B12  levels  are  markedly  increased  (4,000 
to  9,500  picograms  per  milliliter)14  in  both  types  of 
chronic  myelogenous  leukemia,  but  may  fall  to 
normal  levels  during  remission.  During  blastic 
crisis  Case  3 in  the  present  series  had  a level  of 
serum  B12  of  800  picograms  per  milliliter.  Case  4 
had  4,400  picograms  per  milliliter  of  serum  vita- 
min B 12  at  the  onset  of  her  disease.  This  value  de- 
creased to  900  picograms  per  milliliter  after  suc- 
cessful treatment  but  increased  to  4,480  picograms 
per  milliliter  on  relapse. 

The  leukocyte  alkaline  phosphatase  activity  is 
low  or  absent  in  both  types  of  childhood  chronic 
myelogenous  leukemia.  The  enzyme  level  may  oc- 
casionally become  normal  or  slightly  increased 
during  associated  infections,  during  remission, 
with  associated  myeloid  metaplasia,  and  usually 
with  onset  of  blast  crisis.  All  of  the  present  series 
of  patients  had  absent  leukocyte  alkaline  phospha- 
tase at  the  time  of  diagnosis,  but  in  Case  3,  the  leu- 
kocyte alkaline  phosphatase  increased  to  205  units 
at  the  time  of  blast  crisis. 

In  the  infantile  type  of  chronic  myelogenous  leu- 
kemia, there  are  persistently  increased  fetal  hemo- 
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globin  levels  of  11  to  55  per  cent,  as  illustrated  in 
the  second  case  of  the  present  series.  In  the  juve- 
nile type,  fetal  hemoglobin  is  usually  less  than  1.5 
per  cent  as  found  in  3 of  the  patients  reported  here 
with  this  type  of  chronic  myelogenous  leukemia. 

The  response  of  patients  with  childhood  chronic 
myelogenous  leukemia  to  busulfan  and  radiation 
therapy  is  good  in  the  juvenile  type,  but  very  poor 
in  the  infantile  type.  Although  Case  4 had  the  ju- 
venile type  of  disease,  her  therapeutic  response 
was  more  typical  of  the  infantile  type.  In  the  in- 
fantile type  of  chronic  myelogenous  leukemia, 
thrombocytopenia  persists  to  the  end.  Case  4 
showed  a decrease  in  white  blood  cell  count,  but 
never  had  a rise  in  hemoglobin  or  platelets. 

Survival  is  short  in  the  infantile  type  of  chronic 
myelogenous  leukemia  and  both  of  the  patients  re- 
ported died  within  ten  weeks  of  diagnosis.  The 
juvenile  type  of  this  disease  has  a better  prognosis 
for  survival  (Table  I). 

As  in  adults  with  chronic  myelogenous  leuke- 
mia, myelofibrosis  with  myeloid  metaplasia  or 
blast  crises  have  supervened  in  children  who  have 
had  long  survival.4’25’26  This  is  typified  by  Cases  3 
and  5 in  the  present  series. 

Since  the  description  in  1960  of  the  Philadel- 
phia chromosome  by  Nowell  and  Hungerford30 
and  by  Baikie  et  al.,31  this  chromosomal  aberra- 
tion has  been  consistently  found  in  the  majority  of 
dividing  hematopoietic  cells  of  adult  patients  with 
chronic  myelogenous  leukemia  and  in  children 
with  the  juvenile  form  of  chronic  myelogenous  leu- 
kemia.7’10’25’32’33 The  Philadelphia  chromosome 
can  be  identified  in  the  dividing  cells  of  bone  mar- 
row aspirates  in  the  remission  phase  of  the  disease, 
but  is  not  seen  in  peripheral  blood  chromosomal 
analysis  during  remission  when  a normal  differen- 
tial leukocyte  pattern  is  present.  The  Philadel- 
phia chromosome  has  been  identified  even  in  in- 
fants with  the  juvenile  form  of  chronic  myeloge- 
nous leukemia.10,20 

On  the  other  hand  the  Philadelphia  chromo- 
some has  always  been  absent  in  the  infantile  type 
of  chronic  myelogenous  leukemia.  Inconstant  and 
nonspecific  chromosomal  abnormalities  have  been 
reported  by  various  authors.  These  include  aneu- 
ploidy  and  chromosomal  fragmentation  with  min- 
ute extra  chromosomes.  Some  of  these  changes 
may  be  secondary  to  therapy.  Hardisty,  Speed, 
and  Till  7 believe  that  in  both  the  juvenile  and  in- 
fantile types  of  chronic  myelogenous  leukemia, 
autosome  22  is  abnormal.  These  authors  postulate 
a chromosomal  change  to  be  etiologically  related 
to  the  type  of  chronic  myelogenous  leukemia  ob- 
served (the  abnormality  being  a loss  of  genetic  ma- 
terial in  the  juvenile  type)  and  some  structural  ab- 
normality of  autosome  22,  such  as  a condensation 
of  chromatin  in  the  infantile  type;  hence  the  ab- 
sence of  the  Philadelphia  chromosome  in  the  lat- 
ter. 


The  infantile  type  of  chronic  myelogenous  leu- 
kemia may,  therefore,  be  a congenital  disorder  due 
to  structural  and  functional  abnormality  arising  in 
autosome  22  within  an  embryonic  hematopoietic 
cell  requiring  a variable  time  for  the  development 
of  its  full  pathologic  effect.  The  age  of  onset  of- 
this  disease  and  the  presence  of  increased  amounts 
of  hemoglobin  F in  these  patients  may  represent 
additional  evidence  for  the  hypothesis  mentioned 
previously.  The  juvenile  type  of  chronic  myeloge- 
nous leukemia  can  then  be  considered  to  be  ac- 
quired after  the  formation  of  cells  committed  for 
myeloid  differentiation,  since  this  type  of  leuke- 
mia is  associated  with  the  presence  of  a Philadel- 
phia chromosome  only  in  hematopoietic  precursor 
cells  and  not  in  lymphocytes,  fibroblasts,  or  other 
tissue  cells.  Additional  evidence  for  this  hypothe- 
sis is  the  finding  that  the  Philadelphia  chromo- 
some occurs  only  in  the  diseased  twin  of  an  identi- 
cal twin  set.34,35 

Weatherall,  Edwards,  and  Donohoe19  noted  a 
reversion  of  the  hemoglobin  and  red  blood  cell  car- 
bonic anhydrase  enzyme  patterns  to  a fetal  form 
coincident  with  a gradual  deterioration  in  the  leu- 
kemic picture  of  a child  with  the  infantile  form  of 
chronic  myelogenous  leukemia. 

The  finding  of  persistent  elevation  of  fetal  he- 
moglobin in  patients  with  infantile  chronic  my- 
elogenous leukemia  and  the  absence  of  this  eleva- 
tion in  children  with  the  juvenile  form  suggests  a 
relationship  between  the  Philadelphia  chromo- 
some, autosome  22,  and  the  regulation  of  the  type 
of  hemoglobin  produced.  Where  a Philadelphia 
chromosome  is  found,  that  is,  where  part  of  auto- 
some 22  is  deleted  or  translocated,  beta  chain  glo- 
bin synthesis  is  not  affected.  However,  in  chronic 
myelogenous  leukemia  of  the  infantile  type,  by  vir- 
tue of  perhaps  viral  activity  or  other  influence 
wherein  autosome  22  is  not  visibly  altered,  beta 
chain  synthesis  is  suppressed,  and  fetal  hemoglo- 
bin appears.  These  activities  may  in  turn  be  re- 
lated in  some  way  to  the  time  of  exposure  of  the 
cell  to  the  environmental  influence.  When  the 
noxious  agent  acts  at  an  early  stage  of  gametogen- 
esis,  autosome  22  is  altered  functionally  but  not 
visibly,  and  the  infantile  type  of  chronic  myeloge- 
nous leukemia  ensues,  whereas  if  the  agent  acts 
postzygotically,  a Philadelphia  chromosome  is  pro- 
duced, and  the  juvenile  form  of  chronic  myeloge- 
nous leukemia  results. 

Thus  the  clinical  and  hematologic  findings  sup- 
port the  concept  that  the  infantile  and  juvenile 
types  of  chronic  myelogenous  leukemia  are  two 
modes  of  presentation  of  a similar  disease,  and  the 
dissimilarities  between  the  two  types  are  due  to 
the  action  at  different  stages  of  embryonal  devel- 
opment of  an  as  yet  unknown  etiologic  aget. 

An  excellent  summary  of  childhood  chronic  my- 
elogenous leukemia  is  available  in  Smith’s36  classic 
textbook. 
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$630,000  Wrongful  death  verdict 
against  anesthesiologist 

A patient  suffered  a cardiac  arrest  during  an  opera- 
tion and  later  died.  In  a suit  for  malpractice  and 
wrongful  death,  the  deceased  patient’s  husband  and 
children  were  awarded  $630,472  by  a California  jury. 

The  patient,  a thirty-year-old  mother  of  five  minor 
children,  entered  the  hospital  for  varicose  vein  surgery. 
During  the  operation  she  suffered  a cardiac  arrest  for 
three  to  five  minutes.  She  died  about  three  months 
later. 

The  deceased  patient’s  husband  sued  the  surgeon,  the 
anesthesiologist,  and  the  hospital.  He  contended  that 


the  anesthesiologist  improperly  monitored  the  patient 
and  left  her  during  the  period  of  anesthesia.  He  also 
contended  that  the  anesthesiologist  failed  to  recognize 
the  cardiac  arrest  and  administered  the  anesthesia  im- 
properly. 

The  physicians  and  hospital  denied  that  their  negli- 
gence was  the  proximate  cause  of  the  patient’s  death. 
They  said  that  the  cardiac  arrest,  brain  damage,  and 
consequent  death  were  due  to  unknown  causes  and  that 
there  was  no  negligence.  The  verdict  was  against  the 
anesthesiologist  only. — Machado  v.  Terry  (Cal.  Super. 
Ct.,  San  Francisco  Co.,  Docket  No.  629769,  May  25, 
1974)  The  Citation:  29:  169  (Sept.  15)  1974. 
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For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 


PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
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BRIEF  SUMMARY 

(hn  full  prescribing  information,  see  package 

circular.) 

PREMARIN* 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Scienccs-National  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  stales  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause:  senile  vaginitis  and 
kraurosis  vulvac.  with  or  without  pruritus. 
“Probably"  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  arc 
contraindicated  in  patients  with  (I)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases.  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  dicthyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  w hich  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  I his  should 
lie  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  f;)por,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREM  ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .25  mg.  daily,  cycli- 
cally- Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P.) 

No.  8G5— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Mucocutaneous  pigmentation  associated  with 
hamartomatous  polyps  of  the  gastrointestinal 
tract  is  of  interest  and  presents  a challenge  in  the 
surgical  management.  This  clinical  phenomenon 
was  first  described  in  Holland  by  Peutz  in  1921. 
The  syndrome  became  more  widely  recognized  fol- 
lowing the  detailed  description  by  Jeghers  in  1949, 
and  it  later  became  known  as  Peutz-Jeghers  syn- 
drome. By  1967  there  were  approximately  29 
cases  in  the  United  States  and  321  cases  reported 
in  the  world  literature.1  Since  then,  6 additional 
cases  have  been  added.2-5  This  syndrome  is  also 
reported  in  association  with  ureteral  polyposis  and 
functional  ovarian  tumor.6 

Case  report 

A twenty-six-year-old  male  was  seen  at  the  Me- 
morial Sloan-Kettering  Cancer  Center  in  January, 
1971,  with  complaints  of  progressive  weight  loss, 
anemia,  and  abdominal  cramping.  Past  history 
revealed  that  since  his  childhood  he  was  chronical- 
ly anemic  and  had  occasional  bleeding  per  rectum 
and/or  melena  stools.  Ten  years  ago  the  patient 
had  had  abdominal  exploration  for  intussuscep- 
tion and  removal  of  polyps  from  the  stomach,  duo- 
denum, and  small  bowel.  There  was  no  family 
history  of  similar  condition. 

Examination  on  admission  revealed  a young, 
alert  man  with  clinical  anemia,  evidence  of  weight 
loss,  abdominal  scar,  and  pigmentation  over  the 
lips  and  oral  mucosa.  Laboratory  data  revealed, 


hemoglobin  5.9  Gm.,  hematocrit  20,  white  blood 
count  7,200  per  cubic  millimeter,  platelets  370,000 
per  cubic  millimeter,  mean  corpuscular  volume  61, 
mean  corpuscular  hemoglobin  17,  and  mean  cor- 
puscular hemoglobin  concentration  26.8.  Bone- 
marrow  studies  were  compatible  with  iron-defi- 
ciency anemia.  Serum  calcium,  phosphorous, 
blood  urea  nitrogen,  glucose,  and  liver  function 
tests  were  all  within  normal  limits.  Chest  x-ray 
film  and  electrocardiograph  findings  were  normal. 
Gastric  and  colonic  cytology  was  negative  for  ma- 
lignant cells.  Upper  gastrointestinal  series  and 
small  bowel  series  revealed  multiple  polyps  in  the 
stomach,  duodenum,  and  small  intestine;  scattered 
colonic  polyps  were  found  in  the  barium  enema 
study  (Fig.  1).  Gastroscopy  confirmed  multiple 
polyps  in  the  stomach  and  duodenum. 

The  patient  was  given  several  blood  transfu- 
sions, and  after  bowel  preparation  underwent  ex- 
ploratory laparotomy.  Six  small-bowel  intussus- 
ceptions were  found  associated  with  multiple 
polyps  of  the  intestine  (Fig.  2).  After  reducing 
areas  of  chronic  edematous  intussusceptions,  10 
enterotomies,  a large  gastrotomy  and  duodeno- 
tomy  were  performed.  Thirty  of  the  largest  sessile 
and  pedunculated  polyps  were  removed  (Fig.  3). 
Recovery  from  operation  was  smooth  and  unevent- 
ful; the  patient  was  discharged  on  the  tenth  post- 
operative day  in  good  condition.  Microscopically, 
all  the  polyps  were  found  to  be  hamartomatous  in 
nature  without  evidence  of  any  cancer. 

Comment 

This  patient  is  typical  of  those  afflicted  with 
Peutz-Jeghers  syndrome.  As  in  most  cases,  symp- 
toms appeared  early  in  life  during  the  first  and 
second  decades.  That  the  diagnosis  can  be  de- 
layed until  later  years  is  shown  by  a case  reported 
by  Troxell7  where  the  symptoms  developed  in  a 
patient  in  his  seventies. 

The  association  of  melanin  pigment  in  the  oral 
mucocutaneous  areas  with  hamartomatous  polyps 
of  the  gastrointestinal  tract,  is  the  criterion  for  the 
diagnosis  of  Peutz-Jeghers  syndrome.8  There  is 
no  sex  predominance;  cases  have  been  reported  in 
all  races. 

Although  no  other  member  of  our  patient’s 
family  was  known  to  have  the  same  disease  entity, 
in  approximately  45  per  cent  of  cases  reported  in 
the  literature,  familial  incidence  of  Peutz-Jeghers 
syndrome  has  been  established  after  careful  histo- 
ry and  physical  examination. 

Differential  diagnoses,  not  to  be  confused  with  | 
the  Peutz-Jeghers  syndrome,  include  juvenile  I 
polyposis,  familial  polyposis  of  the  colon,  dissemi- 
nated polyposis  of  the  colon  and  rectum,  gastric 
polyposis,  Gardner’s  syndrome,  and  Turcot  syn- 
drome. 

Symptoms  commonly  seen  are  chronic  anemia, 
recurrent  attacks  of  cramping  abdominal  pain, 
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FIGURE  1.  Roentgenograms  with  barium.  (A)  Polyps  in  stomach.  (B)  Polyps  in  duodenum.  (C)  Polyps  in  small  intes- 
tine. (D)  Barium  enema  showing  polyps  in  colon. 


nausea  and  vomiting,  partial  or  complete  intesti- 
nal obstruction,  hematemesis,  melena,  and/or 
frank  rectal  bleeding. 

Physical  examination  often  reveals  one  or  more 
palpable  abdominal  masses  during  an  acute  attack 


of  pain  secondary  to  intestinal  intussusception. 
By  endoscopic  examination  one  can  see  polyps  in 
the  stomach  and  rectosigmoid  areas.  Barium 
studies  will  usually  demonstrate  diffuse  involve- 
ment of  the  gastrointestinal  tract  with  polyps. 
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FIGURE  2.  Picture  during  surgery  showing  three  of  six 
intussusceptions.  Clamps  reveal  intussusceptions. 


The  relationship  of  hamartomatous  polyps  of 
the  Peutz-Jeghers  syndrome  to  the  incidence  of 
malignant  conditions  in  the  gastrointestinal  tract 
is  still  a matter  of  concern. 

Dozois  et  al . 1 carefully  reviewed  the  literature 
and  concluded  that  most  malignant  tumors  of  the 
gastrointestinal  tract  in  patients  with  Peutz-Jeg- 
hers syndrome  were  in  the  same  location  as  in  the 
general  population,  namely,  the  stomach  and 
colon.  Most  polyps  in  Peutz-Jeghers  syndrome 
occurred  in  jejunum  and  ileum;  these  locations 
were  least  often  affected  by  malignant  neoplasms. 
In  view  of  these  facts  it  is  implied  that  patients 
with  Peutz-Jeghers  syndrome  may,  in  addition  to 
hamartomatous  polyps,  develop  adenomatous 
polyps  of  the  stomach  and  colon  as  in  the  general 
population,  and  these  latter  polyps  may  be  respon- 
sible for  carcinomatous  processes  in  the  Peutz- 
Jeghers  patient. 

Similarly  McKittrick  et  al.5  discuss  the  same 
problem  of  cancer  in  Peutz-Jeghers  syndrome,  and 
concluded  that  malignant  conditions  from  hamar- 
tomatous polyps  was  problematical  and  that  their 
malignant  potential  was  minimal.  As  far  as  malig- 
nant degeneration  of  pigmented  areas  of  the  mu- 
cocutaneous regions  is  concerned,  we  are  unaware 
and  have  been  unable  to  find  such  reported  prob- 
lems. 

Surgical  challenge  in  this  syndrome  comes  in 
trying  to  operate  on  these  patients  conservatively, 
yet  adequately,  to  control  anemia  and  problems  of 


FIGURE  3.  (A)  Pendunculated  polyps  of  duodenum.  (B) 

Specimen  showing  polyps  of  stomach,  duodenum,  and 
small  intestine  (total  30). 


intussusception  and  intestinal  obstruction.9  It  is 
important  that  the  surgeon  bear  in  mind  that 
short  of  removal  of  the  entire  gastrointestinal 
tract,  it  will  be  impossible  to  remove  all  polyps. 
These  lesions  may  extend  from  the  esophagus  to 
the  anal  canal.  These  lesions  may  be  microscopic 
to  several  centimeters  in  diameter.  Polyps  may  be 
few  in  number,  or  the  mucosa  of  the  gastrointesti- 
nal tract  may  resemble  a “shag  rug,”  with  some 
areas  of  the  “nap”  being  hypertrophied  to  greater 
or  lesser  degree.  Polyps  may  be  sessile  or  on  a 
long  stalk. 

Surgical  attention  should  be  directed  toward  re- 
moval of  as  many  large  and  symptomatic  polyps  as 
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possible  through  a series  of  enterotomies.  Those 
polyps  on  a long  stalk  are  more  easily  resected  as 
compared  to  those  on  a broad  base.  In  this  latter 
type  of  polyp  we  have  found  it  helpful  to  place  a 
Carmalt  clamp  transversely  against  the  base  tran- 
secting the  polyp  and  running  a continuous  hemo- 
static suture  over  and  over  approximating  the  mu- 
cosa and  submucosa  in  this  manner.  Smaller  pol- 
yps may  be  destroyed  by  cautery.  A sterile  sig- 
moidoscope is  useful  for  visualizing  the  bowel 
lumen.  Evagination  of  the  bowel-wall  mucosa 
through  enterotomy  sites  with  a sponge  stick  will 
make  some  polyps  more  readily  accessible.  Local 
surgical  removal  of  individual  polyps  felt  to  be  re- 
sponsible for  symptoms  is  favored  in  preference  to 
bowel  resection.  This  is  especially  true  since  most 
of  these  patients  with  Peutz-Jeghers  syndrome  in 
the  future  will  probably  require  additional  surgery 
at  undetermined  intervals  for  the  same  symptoms. 
Complications  of  short-bowel  deficiency  syndrome 
should  be  avoided. 

Since  the  stomach  and  colon  are  frequently  sites 
of  adenomatous  polyps  and  malignant  disease,  it  is 
desirable  to  remove  all  polyps  when  possible. 
More  often  the  polyps  are  too  diffuse  to  be  totally 
eliminated,  and  here  again  one  usually  has  to  be 
satisfied  with  removal  of  the  major  polyps. 

Colon  polyps  present  a problem  in  that  they 
may  be  hamartomatous,  adenomatous,  or  malig- 
nant tumors.  These  should  be  treated  as  in  the 
general  population  without  Peutz-Jeghers  syn- 
drome. If  necessary,  partial  colon  resection  can  be 
done,  since  colonic  resection  is  not  as  critical  as 
small-bowel  resection. 

Postoperative  follow-up  for  these  patients 
should  include  careful  history  for  symptoms  of  re- 
current intussusception  and  physical  examination 
with  attention  to  weight  loss  and  signs  of  anemia. 
Laboratory  data  should  include  periodic  hemoglo- 
bin levels.  Gastrointestinal  and  barium  enema 
studies  may  reveal  progression  of  polyp  size  or  evi- 
dence of  new  ones,  as  well  as  sites  of  repeated 
intussusception.  Gastroscopy  colonoscopy,  and 
sigmoidoscopy,  along  with  cytology  of  gastric  and 
colonic  washings,  may  be  helpful  in  the  differential 
diagnosis  of  a malignant  condition. 

In  spite  of  the  necessity  for  repeated  follow-up, 
the  chronicity  of  the  Peutz-Jeghers  syndrome,  and 
the  need  for  multiple  surgical  interventions,  the 
overall  prognosis  for  longevity  is  good. 

In  the  future,  should  bowel  transplant  be  per- 
fected with  long-term  graft  survival  and  absence  of 
rejection,  this  may  be  a feasible  solution  for  those 
patients  with  severe,  diffuse  gastrointestinal  in- 
volvement. 

Summary 

A twenty-six-year-old  patient  with  Peutz-Jeg- 
hers syndrome  has  been  presented.  The  criterion 
for  diagnosis  is  oral  mucocutaneous  pigmentation 


in  association  with  hamartomatous  polyps  of  the 
gastrointestinal  tract.  These  usually  cause  signs 
of  anemia,  weight  loss,  and  symptoms  of  intestinal 
obstruction. 

This  syndrome  seems  to  affect  both  sexes  equal- 
ly and  has  been  noted  in  all  races. 

Symptoms  occur  most  frequently  early  in  life 
but  may  be  delayed  until  later  life. 

The  literature  indicates  that  malignant  degener- 
ation of  hamartomatous  polyps  rarely  occurs. 
There  have  been  reported  cases  of  cancer  arising 
in  patients  with  Peutz-Jeghers  syndrome;  how- 
ever, the  majority  of  malignant  conditions  have 
been  in  the  stomach  and  colon  where  adenomatous 
polyps  are  frequent.  The  latter  polyps  may  be 
present  in  association  with  hamartomatous  polyps, 
and  may  account  by  malignant  degeneration  for 
the  reported  cancers  of  the  stomach  and  colon  in 
Peutz-Jeghers  disease. 

Since  malignant  degeneration  does  not  seem  to 
be  a prime  consideration  with  hamartomatous  po- 
lyps of  the  Peutz-Jeghers  syndrome,  it  is  impossi- 
ble to  eradicate  all  hamartomatous  polyps  of  the 
gastrointestinal  tract,  and  most  patients  with 
Peutz-Jeghers  syndrome  will  undergo  multiple 
surgical  procedures  for  symptomatic  polyps,  there 
is  now  almost  universal  agreement  that  surgery 
should  be  conservative  and  directed  toward  remo- 
val of  the  largest  and  most  symptomatic  polyps. 
Multiple  enterotomies  and  polypectomies  are  pre- 
ferred to  bowel  resection  to  prevent  nutritional  de- 
ficiences  of  the  short-bowel  type. 

Careful  follow-up  by  history,  physical  examina- 
tion, and  laboratory  means  is  indicated.  Periodic 
endoscopic  examinations  and  gastric  and  colonic 
cytology  should  be  done  to  rule  out  malignant  con- 
ditions. 

The  overall  prognosis  is  good  for  long-term  sur- 
vival. 
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Clinical  and  epidemiologic  features  of  cytome- 
galovirus infection  have  been  recently  reviewed.1 
Postnatal  transmission  has  been  associated  with 
close  contact,  for  example,  oral  or  respiratory,2’3 
and  whole-blood  transfusion.1’4  Although  the  lat- 
ter is  repeatedly  stressed  in  recent  reports,1  the  as- 
sociation of  cytomegalic  inclusion  disease  and  in- 
travenous heroin  usage  has  not  been  described. 

Case  report 

A twenty-seven-year-old  Caucasian  female  was 
admitted  with  pleuritic  chest  pain,  chills,  and 
night  sweats.  The  patient  had  been  using  intrave- 
nous heroin  daily  for  several  years.  The  tempera- 
ture was  103°F.  Examination  of  the  chest  re- 
vealed diminished  breath  sounds  and  a friction 
rub  at  the  right  base.  A 4-fingersbreadth,  firm, 
nontender  liver  was  palpable.  The  span  of  hepat- 
ic dullness  was  20  cm.  in  the  right  midclavicular 
line.  The  spleen  was  enlarged  to  percussion. 
There  was  no  lymphadenopathy. 

The  white  blood  count  was  8,600  per  cubic  milli- 
meter, with  57  per  cent  lymphocytes  and  3 per 
cent  atypical  lymphocytes.  The  serum  glutamic 
oxaloacetic  transaminase  was  55,  the  lactic  dehy- 
droganese  410,  alkaline  phosphatase  160,  thymol 
turbidity  130,  and  zinc  flocculation  17.  The  total 
protein  was  7.6  Gm.  per  100  ml.  and  the  globulin 
4.4  Gm.  per  100  ml.  Febrile  agglutinins,  hetero- 
phil agglutinin,  V.D.R.L.,  and  cold  agglutinin  test 
results  were  negative.  A toxoplasmosis  indirect 
fluorescent  antibody  titer  was  1:16.  A cytomega- 
lovirus complement-fixation  test  result  was  posi- 
tive in  a titer  of  1:2,048.*  Chest  x-ray  film  find- 
ings revealed  consolidation  at  the  right  base  and 
abdominal  x-ray  film  findings  demonstrated  hepa- 
tosplenomegaly.  A lung  scan,  using  I131  macro- 
aggregated  albumin,  revealed  absent  perfusion  of 
the  right  upper  lobe.  Liver  scanning  with  techne- 
tium sulfur  colloid  demonstrated  splenomegaly 

* Virus  Diagnostic  Laboratory,  City  of  New  York  Depart- 
ment of  Health. 


and  patchy  hepatic  uptake.  One  year  after  hospi- 
talization cytomegalovirus  complement-fixation 
test  result  was  positive  in  a titer  of  1:64. 

Comment 

A twenty-seven-year-old  heroin  addict,  hospital- 
ized for  pulmonary  embolism,  was  discovered  to 
have  clinical  and  serologic  evidence  of  acute  cyto- 
megalovirus infection. 

In  view  of  the  known  transmission  of  cytomega- 
lovirus by  blood,  it  is  suggested  that  this  patient 
may  have  acquired  the  disease  through  the  intra- 
venous use  of  heroin. 

Several  blood-borne  diseases  are  known  to  be 
transmitted  by  contaminated  needles,  and  pre- 
sumably for  this  reason,  occur  with  high  frequency 
among  addicts.  These  include  septicemia,  endo- 
carditis, hepatitis,  malaria,  and  chronic  liver  dis- 
ease.5-12 

It  is  suggested  that  cytomegalovirus  infection 
may  represent  yet  another  medical  hazard  of  her- 
oin usage  and  should  be  considered  in  the  differen- 
tial diagnosis  of  any  user  of  parenteral  drugs  who 
develops  fever,  hepatosplenomegaly,  a mononucle- 
osis-type  syndrome,  or  other  suggestive  signs. 

Summary 

A case  of  cytomegalic  inclusion  disease  in  a 
twenty-seven-year-old  female  heroin  addict  is  de- 
scribed. The  possibilities  of  transmission  of  the 
cytomegalovirus  via  addicts’  needles  and  the  haz- 
ard of  cytomegalovirus  infection  in  heroin  usage 
are  discussed. 

1385  York  Avenue 
New  York,  N.Y.  10021 
(DR.  SMOLAR) 
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The  gravest  cases  of  lithium  poisoning  are  char- 
acterized by  coma  and  epileptic  seizures.  Some  of 
them  end  fatally.  In  the  few  cases  of  status  epi- 
lepticus reported  in  the  literature  on  lithium  the 
patient  has  invariably  died.1-2 

This  case  of  a patient  with  lithium  intoxication 
is  noteworthy  primarily  because  he  survived  fol- 
lowing prolonged  coma  and  multiple  grand  mal 
seizures.  Moreover,  he  sustained  no  demonstrable 
neurologic  deficit.  In  addition  to  this  unusual 
outcome,  a number  of  features  of  the  patient’s  his- 
tory and  clinical  course  are  remarkable,  such  as 
the  high  doses  of  lithium,  the  high  serum  levels, 
and  the  time  lag  between  discontinuation  of  medi- 
cation and  onset  of  neurologic  symptoms. 

Case  report 

A twenty-six-year-oid  male,  who  suffered  from  a 
long-standing  schizoaffective  illness,  had  been  tak- 
ing lithium  for  two  months.  In  an  overactive 
manic  condition,  he  had  taken  large  amounts  of 
lithium,  and  the  dosage  was  out  of  control.  The 
precise  amount  of  lithium  taken  was  never  estab- 
lished, but  questioning  of  the  family  indicated  that 
it  had  probably  been  as  much  as  6 Gm.  daily. 
Thirty  hours  before  admission  the  referring  physi- 
cian had  stopped  the  lithium  and  prescribed  chlor- 
promazine  (Thorazine),  haloperidol  (Haldol),  and 


trihexyphenidyl  hydrochloric  acid  (Artane).  Dur- 
ing the  whole  course  of  lithium  treatment  he  had 
taken  4 to  5 Gm.  of  salt  daily.  For  the  last  three 
days  he  had  had  nausea,  vomiting,  and  diarrhea. 
There  was  no  history  of  abuse  of  alcohol,  barbitu- 
rates, or  any  other  medication. 

On  admission  he  showed  increased  psychomotor 
activity  and  pressure  of  speech  to  the  point  of  in- 
coherence. He  was  euphoric  and  giddy  and,  in 
short,  presented  a very  typical  picture  of  manic  ex- 
citement. The  symptoms  of  nausea,  vomiting, 
and  diarrhea  were  no  longer  present.  Chlorpro- 
mazine  was  prescribed  in  moderate  dosage  (50  mg. 
four  times  a day)  and  fluids  pushed. 

On  the  following  day  the  clinical  picture  was 
dramatically  different.  He  was  withdrawn  and 
uncommunicative,  responded  only  to  simple  ques- 
tions, and  seemed  to  be  in  a catatonic  state.  Cerea 
flexibilitas  was  elicited;  when  his  arm  was  raised 
he  held  it  in  the  assumed  position  for  several  min- 
utes. Later  he  began  to  show  rhythmic  twitchings 
of  the  lower  jaw  and  myoclonic  jerking  of  the  right 
arm,  symptoms  consistent  with  lithium  toxicity. 

The  laboratory  reported  a serum  lithium  level  of 
4 mEq.  per  liter.  Other  abnormal  studies  were: 
white  blood  count  15,000,  serum  chloride  89  mEq. 
per  liter  (normal  99  to  110),  and  the  electrocardio- 
gram showed  a right  bundle  branch  block.  Within 
the  normal  limits  were  hematocrit,  BUN  (blood 
urea  nitrogen),  SGOT  (serum  glutamic  oxaloacetic 
transaminase),  T4  (thyroxine),  sodium,  potassium, 
and  carbon  dioxide. 

Forty  hours  after  admission  and  three  days  after 
the  last  dose  of  lithium,  the  patient  had  a grand 
mal  seizure;  within  the  next  five  hours  he  had  6 
more  seizures  in  spite  of  medication  with  diphe- 
nylhydantoin  (Dilantin)  and  diazepam  (Valium). 
He  remained  comatose  after  the  first  seizure  and 
was  transferred  to  the  intensive  care  unit  of  a gen- 
eral hospital. 

In  the  next  twenty-four  hours  he  had  3 more  sei- 
zures, followed  by  multifocal  myoclonic  jerks  for 
several  days.  Treatment  consisted  of  100  mg.  di- 
phenylhydantoin  four  times  a day,  60  mg.  pheno- 
barbital  four  times  a day,  ampicillin,  dexametha- 
sone  (Decadron),  and  intravenous  fluids.  An  en- 
dotracheal tube  was  inserted,  and,  when  the  pa- 
tient’s coma  persisted,  a tracheostomy  was  per- 
formed. 

Laboratory  studies  after  the  onset  of  status 
showed  the  following  abnormal  results:  serum  po- 
tassium level  2.9  mEq.  per  liter  (normal  3.6  to  5.5) 
and  serum  carbon  dioxide  16.4  mM.  per  liter  (nor- 
mal 24  to  34).  Serum  sodium,  serum  chloride,  and 
blood  urea  nitrogen  were  within  normal  limits. 
Blood  gases  taken  later  showed  a higher  carbon 
dioxide  level  of  22.8  mM.  per  liter;  presumably  the 
first  reading  which  was  lower  was  postictal.  Oxy- 
gen saturation  and  pH  (hydrogen  ion  concentra- 
tion) were  normal.  Urinalysis  showed  protein  3 
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TABLE  1.  Serum  lithium  level 

in  patient  during  coma 

Serum  Lithium  Level 

Day  of  Coma 

(mEq./L.) 

1 

4 

2 

2.1 

3 

2 

4 

1 .5 

6 

0.6 

7 

0.3 

9 

0.2 

10 

0.1 

plus,  glucose  3 plus,  acetone  1 plus,  and  specific 
gravity  1.018.  Lumbar  puncture  gave  a clear  col- 
orless fluid  with  protein  57  mg.  per  100  ml.  (nor- 
mal 15  to  45),  sugar  normal,  and  no  cells.  A sec- 
ond electrocardiogram  revealed  delayed  intraven- 
tricular conduction  with  nonspecific  T-wave 
changes.  Electroencephalograph  findings  showed 
marked  bilateral  slow  waves  compatible  with  a 
toxic  or  metabolic  disorder.  A second  electroen- 
cephalogram on  the  third  day  of  coma  showed  dif- 
fuse slow  waves  with  multifocal  spikes  and  sharp 
waves. 

On  the  second  day  of  coma  he  developed  a defi- 
nite electrolyte  imbalance:  serum  sodium  114 
mEq.  per  liter  (normal  135  to  150),  serum  potassi- 
um 3.2  mEq.  per  liter  (normal  3.6  to  5.5),  serum 
chloride  119  mEq.  per  liter  (normal  99  to  110),  and 
serum  carbon  dioxide  15.4  mM.  per  liter  (normal 
24  to  34).  This  may  have  been  secondary  to  a di- 
lutional  effect;  after  hypertonic  saline  the  serum 
sodium  returned  to  normal.  On  the  same  day  he 
developed  a left  lower  lobe  infiltrate  which  re- 
solved with  the  antibiotic.  The  serum  lithium 
level  gradually  fell  (Table  I). 

On  the  sixth  day  of  coma  the  patient  responded 
with  purposeful  movements  when  suctioned  and 
followed  with  his  eyes.  On  the  eighth  day  he  was 
awake  and  responded  to  voice  commands  by  look- 
ing at  the  speaker.  On  the  tenth  day  he  was  able 
to  answer  “yes.”  Although  he  became  more  alert 
and  appeared  to  have  regained  a normal  level  of 
consciousness,  he  seemed  withdrawn,  depressed, 
and  possibly  catatonic.  At  this  point  he  was 
transferred  from  the  intensive  care  unit  to  a psy- 
chiatric unit. 

After  he  recovered  consciousness  the  electroen- 
cephalogram showed  a more  normal  record  with 
some  slow  wave  activity  still  present.  The  electro- 
cardiogram finding  was  reported  as  normal.  Later 
psychological  testing  showed  no  evidence  of  organ- 
ic brain  damage.  He  continued  to  have  psycholog- 
ical difficulties,  but  these  were  less  acute  than  they 
had  been.  One  observer  commented  that  the  af- 
fective element  seemed  to  have  been  “washed 
out.” 

Comment 

In  1950,  Roberts1  reported  the  case  of  a fifty- 


seven-year-old  woman  who  developed  a toxic  reac- 
tion after  receiving  4 Gm.  of  lithium  daily  for  eight 
days.  Twenty-four  hours  after  the  lithium  was 
stopped,  she  had  a grand  mal  seizure,  and  four 
days  after  that  she  had  a series  of  5 seizures  in  a 
period  of  one  hour.  She  died  nine  days  after  the 
onset  of  symptoms.  The  postmortem  findings 
were  essentially  negative  and  did  not  reveal  the 
cause  of  death.  In  1950,  when  this  article  was 
written,  the  protective  action  of  salt  was  not  recog- 
nized, and  a sodium  salt  had  not  been  given  with 
lithium.  Roberts1  comments  on  the  interval  be- 
tween withdrawal  of  the  drug  and  the  onset  of  sta- 
tus epilepticus  and  coma,  which  is  also  noteworthy 
in  the  present  case. 

In  1954,  Glessinger2  described  the  case  of  a 
forty-five-year-old  man  who  developed  lithium 
toxicity  after  receiving  4 Gm.  of  lithium  daily  for 
fourteen  days.  One  day  after  the  lithium  was 
stopped  he  had  several  epileptic  seizures,  and  ten 
days  later  he  died.  Postmortem  examination 
showed  both  macroscopic  and  microscopic  changes 
indicating  “encephalitis.”  In  other  cases  of  lithi- 
um encephalopathy  and/or  death  reported  in  the 
literature,  as  reviewed  by  Shopsin,  Johnson,  and 
Gershon,3  necroscopy  revealed  no  indication  of 
brain  damage,  but  microscopic  examination  of  his- 
tologic specimens  was  not  carried  out. 

Noack  and  Trautner4  refer  to  2 other  fatal  cases 
of  lithium-induced  status  epilepticus  observed  by 
Cade  and  reported  in  personal  communication  to 
these  2 authors.  They  also  comment  on  the  fact 
that  seizures  were  not  observed  in  the  fatal  cases 
reported  by  Corcoran,  Taylor,  and  Page5  and  by 
Hanlon  et  al.  in  1949, 6 in  which  patients  suffering 
from  grave  cardiac  or  circulatory  disease  were 
maintained  on  sodium-poor  diets  while  using  un- 
controlled amounts  of  salt  substitutes  containing 
lithium. 

In  frequency  and  number  of  seizures  the  present 
case  is  more  severe  than  any  of  the  others  de- 
scribed in  these  reports. 

The  amount  of  lithium  taken  by  the  patient  was 
well  above  the  usual  recommended  dosage,  and  it 
is  significant  that  the  cases  reviewed  previously 
were  all  from  the  early  days  of  lithium  treatment, 
when  it  seems  that  higher  dosage  was  used.  The 
first  serum  lithium,  taken  three  days  after  the  lith- 
ium was  stopped,  was  4 mEq.  per  liter.  If  one  goes 
by  the  rule  of  thumb,  that  the  serum  lithium  falls 
by  one  half  every  one  to  two  days  after  discontin- 
uation of  the  drug,  then  the  level  during  lithium 
intake  in  this  patient  may  have  been  as  high  as  10 
mEq.  per  liter. 

The  manic  picture  on  admission  and  the  cata- 
tonic symptoms  the  next  day  caused  some  diag- 
nostic confusion  before  the  serum  lithium  was  re- 
ported. They  would  seem  to  represent  aggrava- 
tion of  the  underlying  psychopathology  of  the  pa- 
tient by  the  toxic  state.  He  had  shown  manic  be- 
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havior  and  catatonic-like  states  at  different  times 
in  the  past. 

The  possibility  that  trihexyphenidyl  might  have 
caused  a toxic  psychosis  cannot  be  ruled  out;  this 
would  certainly  affect  the  clinical  picture  of  devel- 
oping toxicity.  In  addition  both  haloperidol  and 
chlorpromazine  can  cause  seizures,  and  the  diag- 
nosis of  mixed  toxicity  must  be  considered.  It  is 
probable  that  the  patient  took  excessive  doses  of 
all  three  medications  before  admission.  However, 
he  only  took  them  for  a twenty-four-hour  period 
and  stopped  taking  them  one  day  before  admission 
because  of  nausea  and  vomiting.  When  admitted 
he  had  no  gastrointestinal  symptoms,  and  chlor- 
promazine was  resumed  in  very  moderate  dosage 
to  control  his  disturbed  behavior.  It  was  difficult 
to  obtain  an  accurate  history  of  this  patient,  whom 
we  had  not  seen  before  admission,  and  the  amount 
of  each  drug  taken  was  not  established. 

Whatever  other  factors  were  at  work,  the  high 
serum  levels  clearly  indicate  massive  lithium  toxic- 
ity, which  seems  to  be  the  cause  of  status  epilepti- 
cus  in  this  case.  There  is  no  clinical  indication  of 
a reaction  to  any  of  the  other  medications. 

Finally,  a most  intriguing  and  fundamental 
question:  Why  should  a drug,  which  was  once 

used  clinically  as  an  anticonvulsant,  precipitate  a 
series  of  uncontrollable  seizures? 

Glesinger2  has  suggested  that  the  toxic  effect  of 
lithium  on  the  nervous  system  is  encephalopathy, 
similar  to  the  effect  of  other  toxic  metals.  On  the 
other  hand,  the  delay  in  onset  of  the  seizures, 
which  did  not  appear  until  the  serum  lithium  had 
started  to  fall,  suggests  that  some  factor  other 
than  the  direct  action  of  lithium  on  the  nervous 
system  is  involved.  A withdrawal  or  rebound  ef- 
fect may  be  responsible  as  in  barbiturate  with- 
drawal. 

An  alternative  explanation  for  this  paradoxical 
effect  of  lithium  may  be  found  in  the  studies  done 
by  Johnson  et  al.‘  at  New  York  University.  In  a 
study  relating  lithium  and  electroencephalogram 
abnormalities,  they  found  that  the  most  signifi- 
cant changes  in  electroencephalogram  during  lithi- 
um administration  were  seen  in  individuals  with 
baseline  abnormalities.  Neurologic  abnormalities 
are  more  common  in  psychiatric  patients  in  all  di- 
agnostic groups  except  the  primary  affective  disor- 
ders.8 It  would,  therefore,  follow  that  neurotoxic- 
ity in  lithium  administration  would  be  highest  in 
other  than  primary  affective  disorders,  that  is, 
subjects  who  are  not  diagnosed  with  manic-de- 
pressive illness.  This  was  demonstrated  by  John- 


son, Gershon,  and  Hekimian9  and  Shopsin  and 
Gershon10  in  double  blind  control  studies  using 
lithium  or  chlorpromazine  in  schizophrenic  pa- 
tients. These  patients  showed  a decrease  toler- 
ance or  sensitivity  for  the  lithium  ion  and 
devloped  central  nervous  system  toxicity  at  low  to 
moderate  serum  levels. 

This  hypothesis  might  account  for  the  fact  that 
seizures  were  not  seen  in  the  fatal  cases  reported 
by  Corcoran,  Taylor,  and  Page5  and  Hanlon  et  al ,6 
Following  the  same  reasoning,  an  increased  risk  of 
neurotoxicity  would  be  expected  in  the  patient  re- 
ported on  here  since  he  did  not  have  typical 
manic-depressive  illness.  He  had  no  previous  his- 
tory of  neurologic  impairment,  but  a detailed  neu- 
rologic study  is  lacking. 

However,  there  are  many  basic  questions  about 
the  action  of  lithium  on  the  central  nervous  system 
that  are  still  unanswered.  We  were  unable  to  find 
any  other  references  in  the  literature  that  were 
helpful  in  explaining  the  underlying  physiologic 
cause  of  seizures  in  patients  on  lithium. 

The  fact  that  seizures  and  even  status  epilepti- 
cus  do  occur  in  lithium  overdosage  and  may  have  a 
particularly  grave  prognosis  indicates  that  anti- 
convulsants should  be  given  prophylactically  in 
cases  of  lithium  toxicity  with  higher  serum  levels, 
or  in  those  with  a history  of  baseline  neurologic 
impairment. 
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Although  intestinal  tuberculosis  is  uncommon 
in  the  United  States,  2 cases  of  tuberculosis  in- 
volving the  ileocecal  region  have  recently  been  en- 
countered in  this  hospital,  situated  in  metropoli- 
tan New  York.  In  both  cases,  the  diagnostic  prob- 
lem was  complicated  by  coexisting  schistosomal 
infestation,  because  the  dual  infection  closely 
mimicked  a variety  of  neoplastic  and  inflammato- 
ry conditions  of  the  ileocecal  region.  The  fol- 
lowing 2 case  reports  illustrate  the  difficulties  in- 
volved in  the  diagnosis  of  intestinal  tuberculosis, 
both  clinically  and  pathologically. 

Case  reports 

Case  1.  A fifty-two-year-old  Chinese  male, 
who  was  born  in  China,  migrated  to  Brazil,  and 
came  to  the  United  States  four  years  prior  to  ad- 
mission, complained  of  abdominal  pain  of  two 
days’  duration.  Two  weeks  earlier  he  had  crampy 
abdominal  pains  which  increased  in  intensity  for 
two  days,  accompanied  by  episodes  of  diarrhea 
and  vomiting.  In  the  preceding  six  months  he  had 
lost  20  pounds.  He  denied  any  history  of  tubercu- 
losis. Physical  examination  findings  were  normal, 
except  for  abdominal  distention  and  tenderness. 
Chest  roentgenography  revealed  innumerable 
small  infiltrations  in  the  apices  of  both  lungs  sug- 
gestive of  pulmonary  tuberculosis;  flat  film  find- 
ings of  the  abdomen  revealed  a small-bowel  ob- 
struction. Stool  examinations  showed  calcified 


parasitic  ova;  sputum  culture  was  positive  for  My- 
cobacterium tuberculosis. 

Antituberculosis  therapy  was  started.  The 
small-bowel  obstruction  cleared  within  a few  days 
with  intravenous  fluids,  but  returned  when  oral 
feedings  were  resumed.  The  patient  was  operated 
on  with  a preoperative  diagnosis  of  small-bowel 
obstruction.  An  obstructing  lesion  was  found  at 
the  ileocecal  valve,  and  an  ileocolic  resection  with 
end-to-end  anastomosis  was  performed. 

In  the  laboratory  the  segment  of  terminal  ileum, 
cecum,  and  ascending  colon,  measuring  15  cm.  in 
length,  revealed  a 6 by  5-cm.  irregular  mucosal 
ulceration  involving  the  terminal  ileum  and 
ileocecal  valve.  The  walls  of  the  ileocecal  junction 
and  the  terminal  ileum  were  markedly  thickened, 
with  severe  narrowing  of  the  lumen  (Fig.  1A). 
These  features  grossly  resembled  the  picture  of  re- 
gional ileocolitis.  However,  frozen  sections  re- 
vealed numerous  caseating  granulomata.  At  this 
point,  the  possibility  of  tuberculosis  rather  than 
regional  ileocolitis  was  entertained,  a diagnosis 
supported  by  the  observation  of  several  grayish- 
white  small  nodules  on  the  serosal  surfaces  of  the 
terminal  ileum,  cecum,  and  appendix.  Paraffin 
sections  contributed  to  the  puzzle  by  revealing 
round  to  oval  calcified  bodies,  approximately  124  to 
200  microns  by  80  to  100  microns,  in  the  sub- 
mucosa and  muscularis  propria  of  the  appendix, 
ileum,  and  cecum,  in  addition  to  the  caseating 
granulomata  (Fig.  IB  and  C).  The  calcified 
bodies  were  judged  to  be  ova  of  Schistosoma 
japonicum  by  their  size  and  shape,  and  were  dif- 
ferentiated from  Schistosoma  mansoni  by  their 
tremendous  number.1 

The  microscopic  picture  raised  the  question  of 
whether  or  not  the  obstructing  intestinal  lesion 
was  caused  solely  by  the  inflammatory  reaction  at- 
tendant on  the  parasitic  infection,  or  whether 
there  were  two  separate,  coexisting  disease  pro- 
cesses.2 Since  the  granulomatous  reaction  might 
have  been  induced  by  the  S.  japonicum  ova  alone, 
further  studies  were  done  to  define  the  possible 
etiologic  role  of  tuberculosis.  Acid-fast  and  au- 
ramine  0 stains  demonstrated  the  presence  of  tu- 
bercle bacilli,  proving  the  existence  of  tuberculosis 
together  with  schistosomiasis. 

Case  2.  A twenty-year-old  black  female  com- 
plained of  postprandial  substernal  pain.  This 
began  one  year  earlier  as  a burning  substernal  dis- 
comfort one-half  hour  after  eating.  Occasionally 
the  pain  was  associated  with  nausea,  but  not  with 
vomiting.  She  denied  any  history  of  hematemesis 
or  melena.  There  was  no  past  history  of  tubercu- 
losis or  of  any  other  significant  disease. 

Physical  and  laboratory  examination  findings 
were  normal.  Esophagoscopy  revealed  a moderate 
degree  of  esophagitis  in  the  distal  esophagus,  along 
with  a hiatus  hernia  and  some  evidence  of  gastric 
reflux.  The  patient  underwent  exploratory  lapa- 
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rotomy  for  repair  of  the  hiatus  hernia  and  inciden- 
tal appendectomy.  At  surgery,  routine  explora- 
tion of  the  abdomen  disclosed  a palpable  mass  in 
the  right  lower  quadrant.  The  mass  was  isolated 
and  found  to  be  a subacutely  inflamed  appendix. 
There  were  several  enlarged  lymph  nodes  in  the 
mesentery.  An  appendectomy  and  repair  of  the 
hiatal  hernia  were  performed,  and  several  lymph 
nodes  were  removed  for  study.  Gross  examination 
of  the  mesenteric  node  revealed  caseation  necrosis 
suggestive  of  tuberculosis.  Antituberculous  thera- 
py was  instituted.  Chest  roentgenography  on  the 
first  postoperative  day  showed  opacities  and  a ra- 
diolucency  in  the  right  upper  lung  field,  which 
were  interpreted  as  inflammatory,  possibly  tuber- 
culous, in  nature.  A barium  enema  on  the  tenth 
postoperative  day  revealed  conical  irregularity  of 
the  cecum,  with  some  limitation  of  distensibility 
and  distortion  of  the  cecal  contour.  These  find- 
ings suggested  cecal  or  pericecal  inflammatory  dis- 
ease. 

Histologic  sections  of  the  lymph  nodes  and  ap- 
pendix revealed  caseating  granulomata  (Fig.  2A). 
In  addition,  there  were  several  calcified  Schistoso- 
ma ova,  approximately  140  to  200  microns  by  60  to 
90  microns,  in  the  submucosa  and  muscular  coat  of 
the  appendix  (Fig.  2B).  Once  again,  a question 
arose  as  to  the  nature  of  the  granulomata.  Acid- 
fast  stains  revealed  the  presence  of  tubercle  bacilli. 


FIGURE  1.  (A)  Terminal  ileum  and  cecum  involved  by 

Schistosoma  infestation.  Note  cobble-like  appearance  of 
mucosa  and  stenosis  of  lumen.  (B)  Ileum  showing  caseat- 
ing granuloma  of  tuberculosis  and  Schistosoma  japonicum 
ova.  (C)  Calcified  Schistosoma  japonicum  ova  in  submu- 
cosa and  wall  of  appendix. 

Comment 

The  incidence  of  intestinal  tuberculosis  in  the 
western  hemisphere  has  dramatically  declined 
over  the  past  thirty  years,  as  reflected  in  the  scar- 
city of  reports  in  the  recent  literature.  Recently, 
however,  there  has  been  a resurgence  of  gastroin- 
testinal tuberculosis  due  to  the  emergence  of  resis- 
tant strains  of  tubercle  bacilli.3 

The  possibility  of  gastrointestinal  tuberculosis 
should  be  considered  in  the  differential  diagnosis 
of  ileocecal  obstruction.  Over  a period  of  twelve 
years,  Howel  and  Knapton4  found  7 proved  and  6 
presumed  cases  of  ileocecal  tuberculosis  in  the 
United  Kingdom.  Ukil5  recorded  1,000  such  cases 
in  India. 

Schistosomal  infestation  has  been  reported  by 
several  investigators  to  cause  granulomata  and  in- 
testinal obstruction.6-9  The  importance  of  parasi- 
tic lesions  in  the  differential  diagnosis  of  the  ap- 
pendicitis has  been  stressed  by  Soliman.10 

In  the  2 cases  presented,  the  presence  of  parasit- 
ic ova  in  conjunction  with  an  uncommon  gross  and 
histologic  picture  of  tuberculosis  created  some 
confusion  in  the  diagnosis.  In  Case  1,  the  clinical 
symptoms  of  gastrointestinal  obstruction  led  to  di- 
agnostic consideration  of  entities  such  as  carcino- 
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FIGURE  2.  (A)  Tuberculous  granulomata  in  submucosa  of  appendix.  (B)  Calcified  Schistosoma  ova  in  appendiceal  wall. 


ma  or  granulomatous  enterocolitis  (regional  en- 
terocolitis). Exploratory  laparotomy  revealed  a 
mass  in  the  ileocecal  region,  which  on  gross  and 
frozen-section  examinations  has  suggestive  fea- 
tures of  tuberculosis.  The  diagnostic  confusion 
was  compounded  when  permanent  histologic  sec- 
tions disclosed  the  presence  of  S.  japonicum  ova  in 
the  mass.  A question  naturally  arose  of  whether 
or  not  the  disease  process  was  parasitic  or  tubercu- 
lous, or  was  a combination  of  both.  The  diagnosis 
of  simultaneous  intestinal  schistosomiasis  and  tu- 
berculosis was  established.  In  Case  2,  although 
symptoms  of  ileocecal  obstruction  were  lacking,  a 
mass  was  found  in  the  ileocecal  region  at  laparot- 
omy. Several  enlarged  lymph  nodes  removed 
from  the  adjacent  mesentery  provided  histologic 
evidence  of  tuberculosis,  confirmed  by  acid-fast 
staining.  The  appendix  showed  histologic  fea- 
tures of  both  tuberculosis  and  schistosomiasis. 
Therefore,  this  case  also  represents  an  instance  of 
combined  infection  by  tubercle  bacilli  and  para- 
sites. 

Since  schistosomal  infection  may  produce  symp- 
toms of  intestinal  obstruction,  which  mimic  ileo- 
cecal tuberculosis  or  neoplasia,  it  is  important  to 
carefully  examine  granulomatous  intestinal  lesions 
for  evidence  of  tuberculous  infection,  parasitic  in- 
festation, or  the  coexistence  of  both.11-12  Clinical 
diagnosis  of  such  infections  in  the  ileocecal  region 
is  quite  difficult,  and  the  differential  diagnosis 


should  include  neoplastic  conditions  and  regional 
enterocolitis.13  Histologic  examination  of  the 
tissues  involved  is  essential,  as  the  2 reported  cases 
illustrate. 


Summary 

Two  cases  of  tuberculosis  in  the  ileocecal  region 
in  association  with  schistosomal  infestation  are 
presented.  Difficulties  of  clinical  and  pathologic 
diagnosis  of  the  combined  infection  are  discussed. 
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studio  de  2917  feminas  san  e normal  (de  15  a 95  annos 
de  etate)  esseva  observate  que  le  coeficiente  del  densi- 
tate  ossee  es  maxime  inter  le  35  e 45  annos  de  etate,  e 
depost  declina  constatemente  hasta  le  limite  de  etate  de 
nos  mensuras.  In  936  homines  san  e normal  (de  15  a 85 
annos  de  etate),  le  maxime  es  inter  le  etates  45  e 55  pro 
descender  depost  lentemente.  Le  mensuras  radiograph- 
ic de  313  feminas  e 110  homines  con  fracturas  revelava 
que  nostre  methodo  “phalange  5-2”  es  multe  predictive 
del  tendentia  al  fracturas  in  feminas  de  45  annos  o plus, 
e in  homines  de  55  annos  o plus.  Le  osteoporosis  per 
desuso  in  le  latere  paralisate  de  72  patientes  hemiplegic 
etiam  esseva  un  trovato  frequente.  Depost  le  adminis- 
tration de  supplementos  de  calcium  al  dose  de  700  a 800 
mg/die,  le  reversion  del  perdita  ossee  esseva  radiogram- 
maticmente  evidente  in  studios  prolongate  inter  24  e 36 
menses  en  12  feminas  ancian  (78  a 86  annos  de  etate) 
con  longe  antecendentes  de  dieta  subnormal  in  calcium. 
Un  melioramento  significative  del  nivellos  del  densitate 
ossee  etiam  esseva  trovate  in  studios  breve  con  supplem- 
entos calcic  in  feminas  menopausic  (42  a 63  annos  de 
etate)  con  o sin  fracturas,  e con  o sin  tractamentos  estro- 
genic. Disveloppamentos  recente,  le  application  e le  re- 
sultatos  de  un  technica  radiographic  quantitative  pro  le 
determination  del  densitate  ossee  alveolari  suggiere  que 
le  coeficiente  subnormal  del  ossos  skeletic  es  con  fre- 
quentia  associate  con  indices  significativemente  subnor- 
mal del  osso  alveolari.  Iste  investigationes  indica,  quasi 
sin  dubita,  que  un  minimum  quotidian  de  1 gramma  de 
calcium,  et  probabilemente  plus  que  iste  quantitate, 
provenente  de  qualcunque  fonte  e durante  tote  le  vita 
human,  es  necessari  pro  mantener  le  densitate  ossee 
normal  o optime.  De  plus,  le  trovatos  non  supporta  le 
affirmation  de  que  le  corpore  human,  specialmente  del 
ancian  pote  adaptar  se  a nivellos  suboptime  de  ingestion 

$15,000  Verdict  for  failure  to 
diagnose  appendicitis 

A patient  suffered  an  abscessed  appendix  and  perito- 
nitis after  an  emergency  room  physician  and  her  family 
physician  both  failed  to  diagnose  appendicitis.  In  a suit 
against  the  hospital  and  her  family  physician,  the  pa- 
tient was  awarded  $15,000  against  the  physician  only  by 
a California  jury. 

The  patient  went  to  the  hospital  emergency  room 
with  complaints  of  severe  abdominal  pain  and  excessive 
vomiting.  The  physician  on  duty  examined  her,  or- 
dered a complete  blood  cell  count,  and  made  a diagno- 
sis of  urinary  tract  infection.  He  referred  her  to  her 
family  physician. 

The  family  physician  treated  the  patient  on  two  sepa- 
rate days.  Her  condition  deteriorated,  and  about  five 
days  later  the  patient  consulted  another  physician,  who 


reference  to  their  importance  in  the  differential  diagnosis  of 
appendicitis,  Tr.  Roy.  Soc.  Trop.  Med.  & Hyg.  60:  493  (1966). 

11.  Stock,  F.  E.,  and  Li,  F.  W.:  Granulomas  of  the  large 
bowel  simulating  malignant  disease,  Brit.  J.  Surg.  51:  898 
(1964). 

12.  Horn,  R.  C.,  Jr.:  Alimentary  tract,  in  Anderson,  W.  A. 
D.,  Ed.:  Pathology,  St.  Louis,  C.  V.  Mosby  Company,  1966, 
vol.  2,  p.  842. 

13.  Winter,  J.,  and  Goldman,  M.:  Tuberculosis  of  terminal 
ileum,  Gut  7:478(1966). 


de  calcium  sin  le  risco  de  perdita  ossee  o del  risco  major 
de  fracturas  incapacitante  resultante  de  iste  adaptation 
al  ingestion  basse  e probabilemente  nondesirabile  in 
qualque  etate. 

Mauro,  J.,  Lumpkin,  L.,  e Dantzig,  P.:  Microscopia 
electronic  selective  del  base  del  ungue  psoriatic,  New 
York  State  J.  Med.  75:  339  (Februario)  1975. 

Le  superficie  ungueal  normal  e del  superficie  struc- 
tural del  base  del  ungues  psoriatic  esseva  examinate  me- 
diante  le  microscopio  electronic  selective  (“MES”).  Le 
structura  ungueal  esseva  correlate  con  le  anatomia  e his- 
tologia  de  ambe  casos.  Le  relation  inter  le  distribution 
cellulari  abnormal  es  surprendente.  Un  structura  nove, 
le  micro- base,  nonreporta te  previemente  in  le  ungues 
psoriatic  mais  observate  in  le  pelle  psoriatic  mediante  le 
MES,  es  describite.  Nos  crede  que  isto  pote  esser  rela- 
tionate  con  le  structuras  dermosomic  adjacente. 

Bergevin,  P.  B.:  Leukemia  del  systema  nervose  cen- 
tral, New  York  State  J.  Med.  75:  367  (Februario)  1975. 

Le  leukemia  del  systema  nervose  central  (“SNC”)  es 
cata  vice  plus  recognoscite  como  un  obstaculo  principal 
in  le  controllo  del  leukemia  acute,  specialmente  in  pu- 
eros  que  supervivite  plus  longe  tempore  infra  le  chi- 
miotherapia  intensive.  Le  studio  attente  del  signos  e 
symptomas  protean  del  leukemia  del  SNC  permite  facer 
un  diagnose  plus  temprane.  Le  varie  tests  diagnostic  e 
le  modalitate  therapeutic  es  discutite.  Le  uso  prophy- 
lactic del  radiation  cranial-craniospinal  e le  tractamento 
intrathecal  con  methotrexato  in  casos  de  leukemia  acute 
pote  prevenir  o retardar  le  manifestationes  del  leukemia 
del  SNC  in  le  plus  parte  del  patientes;  iste  systema  es 
recommendate  per  varie  hematologistas. 

Translated  by:  Eduardo  I.  Juliet,  M.D. 

discovered  an  abscess  of  the  appendix  and  peritonitis. 
The  appendix  could  not  be  removed  at  that  time,  and  a 
drain  was  inserted  for  three  months.  An  appendectomy 
was  then  performed. 

The  patient  sued  the  hospital  and  her  family  physi- 
cian. She  contended  that  the  hospital  failed  to  diag- 
nose her  condition  because  improper  tests  were  taken. 
She  alleged  failure  to  perform  a rectal  and  vaginal  ex- 
amination. She  claimed  that  she  underwent  unneces- 
sary pain  and  suffering  over  a period  of  months  and  al- 
most died  before  the  problem  was  discovered. 

The  hospital  contended  that  its  staff  acted  according 
to  the  standard  of  practice  at  all  times.  On  the  basis  of 
the  patient’s  symptoms  at  the  time,  the  hospital  said, 
she  was  properly  referred  to  her  family  physician  after 
receiving  adequate  emergency  care. — Brace  v.  Davis 
(Cal.  Super.  Ct.,  Los  Angeles  Co.,  Docket  No.  EAC 
15302,  April  16,  1974)  The  Citation:  29:  171  (Sept.  15) 
1974. 
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Dysphagia  is  perhaps  one  of  the  most  specific 
symptoms  emanating  from  the  gastrointestinal 
tract;  it  almost  always  signifies  disease.  Its  evalu- 
ation should  always  include  radiography,  including 
cinefluoroscopic  studies,  esophagoscopy,  and 
esophageal  motility  studies,  when  available.  The 
relationship  of  dysphagia  to  iron-deficiency  ane- 
mia has  been  well  described  as  Plummer-Vinson 
syndrome,  Paterson-Kelly  syndrome,  or  sidero- 
penic dysphagia.  Often  only  the  most  careful 
studies  will  delineate  the  presence  of  the  web  and 
clarify  a lingering  clinical  problem.  Frequent  re- 
view of  this  syndrome  is  therefore  warranted. 

Sideropenic  dysphagia  or  Plummer-Vinson  syn- 
drome refers  to  an  iron-deficiency  anemia,  and  to 
dysphagia  secondary  to  an  intrinsic  web  in  the 
upper  esophagus.  The  web  usually  lies  just  be- 
yond the  level  of  the  cricopharyngeal  muscle. 
Histologic  sections  usually  reveal  chronic  inflam- 
matory tissue  with  normal  squamous  epithelium. 

The  majority  of  patients  with  the  Plummer-Vin- 
son syndrome  are  women,  with  approximately  10 
per  cent  occurring  in  men.  In  discussing  the  epi- 
demiology of  this  syndrome,  Elwood  et  al . 1 point 
out  the  increased  incidence  in  the  northern  hemi- 
sphere, particularly  in  the  northern  latitudes. 
The  atrophic  mucosal  findings  in  the  tongue  and 
oropharynx,  in  addition  to  the  proposed  geograph- 
ic location  of  this  syndrome,  bring  to  mind  a simi- 
larity with  pernicious  anemia.  This  has  been 
pointed  out  by  Seaman2  and  is  further  strength- 
ened by  the  frequent  findings  of  achlorhydria. 

The  etiologic  relationship  of  the  iron  deficiency 
to  the  presence  of  the  web  remains  in  question. 
Indeed,  the  finding  of  an  upper  esophageal  web  is 
more  common  in  the  absence  of  iron  deficiency. 


In  a Swedish  study  by  Wynder  et  al.,3  they  note 
the  presence  of  anemia  in  46.5  per  cent  of  patients 
at  the  time  of  evaluation  of  the  symptom  of  dys- 
phagia. The  length  of  time  the  anemia  has  been 
present  prior  to  developing  dysphagia  remains  an 
unanswered  question.  It  has  been  reasonable  to 
assume  that  it  is  the  dysphagia  that  leads  to  de- 
creased intake  of  iron-containing  food,  particularly 
meat,  thereby  producing  the  anemia.4  Several 
factors,  however,  point  to  the  etiologic  significance 
of  the  anemia.  Anemia  has  been  noted  in  many 
reports  to  be  present  prior  to  dysphagia5;  iron 
therapy  will  improve  the  symptom  of  dysphagia 
without  dilatation  of  the  esophagus;  dysphagia 
often  develops  following  iron-deficiency  anemia 
secondary  to  gastrointestinal  blood  loss  from  a 
source  other  than  the  esophagus. 

Even  the  most  careful  study  of  the  barium-filled 
esophagus  fluoroscopically  is  not  as  helpful  in  es- 
tablishing the  diagnosis  as  is  a cinefluoroscopic  ex- 
amination. A web  on  the  lateral  wall  anteriorly, 
below  the  level  of  the  cricopharyngeal  muscle,  may 
elude  even  the  most  careful  radiologist. 

Case  report 

A sixty-three-year-old  white  female  was  evalu- 
ated owing  to  a six-month  history  of  dysphagia, 
particularly  for  solid  foods.  The  problem  ap- 
peared to  be  passage  in  the  area  of  the  pharynx 
and  upper  cervical  esophagus.  Liquids  and  soft 
foods  did  pass  easily,  but  much  difficulty  occurred 
with  meat;  a fear  of  eating  solids  thus  resulted. 
She  denied  water  brash,  heartburn,  cough,  and  al- 
coholic intake,  and  did  not  smoke  cigarettes. 
There  was  no  melena  or  gross  blood  per  rectum. 

Physical  examination  revealed  a blood  pressure 
of  190/90,  her  tongue  was  noted  to  be  markedly 
atrophic,  and  she  was  edentulous.  Her  chest  was 
clear  to  percussion  and  auscultation.  There  was  a 
grade  III/VI  harsh,  precordial  systolic  murmur, 
best  audible  at  the  aortic  area,  with  radiation  to 
the  neck;  there  were  no  diastolic  components, 
thrills,  rubs,  or  gallop  Abdominal  examination 
findings  were  negative.  Rectal  examination  re- 
vealed no  masses,  and  the  stool  guaiac  findings 
were  negative.  Extremities,  including  nails,  were 
normal. 

Laboratory  studies  revealed  a hematocrit  of  28, 
with  a hemoglobin  of  9 Gm.  per  100  ml.  White 
blood  count  was  7,500,  with  a normal  differential 
count.  Serum  iron  was  28  micrograms  per  100  ml. 
A bone-marrow  examination  revealed  an  absence 
of  hemosiderin  consistent  with  an  iron-deficiency 
anemia.  An  azuresin  (Diagnex  Blue)  gastric  acid 
study  was  performed  and  this  revealed  achlorhy- 
dria. Additional  studies  showed  a total  bilirubin 
of  0.23  mg.  per  100  ml.,  cholesterol  245  mg.  per  100 
ml.,  alkaline  phosphatase  1.71  Bodansky  units, 
fasting  blood  sugar  86  mg.  per  100  ml.,  uric  acid 
5.2  mg.  per  100  ml.,  total  protein  6.74  Gm.  per  100 
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ml.,  albumin  4.35  Gm.  per  100  ml.,  and  a blood 
urea  nitrogen  level  of  13  mg.  per  100  ml.  An 
upper  gastrointestinal  series  revealed  a constant 
area  of  circular  narrowing  in  the  cervical  esopha- 
gus, having  the  appearance  of  an  esophageal  web. 
The  remainder  of  the  upper  gastrointestinal  tract 
was  normal.  A sigmoidoscopic  examination  and 
barium  enema  also  disclosed  normal  findings. 
Esophageal  motility  study  findings  were  entirely 
normal  throughout  the  length  of  the  esophagus, 
including  the  sphincter  zones.  Esophagoscopic 
findings  did  reveal  a web  in  the  upper  cervical 
esophagus,  and  this  was  dilated  with  the  passage 
of  the  instrument. 

Following  perforation  of  the  web,  the  patient 
noted  prompt  subsidence  of  her  dysphagia.  Her 
hematocrit  and  serum  iron  returned  to  normal  lev- 
els. Subsequent  studies  during  a six-year  follow- 
up period  revealed  normal  esophagram  and  upper 
gastrointestinal  series  findings,  consistently  nor- 
mal hemoglobins  and  hematocrits,  and  no  further 
symptoms  of  dysphagia. 

Our  patient  did  lack  certain  of  the  features  so 
often  described  in  these  patients,  such  as,  spleno- 
megaly, and  spoon-shaped  fingernails,  although 
she  is  edentulous,  a feature  noted  in  the  majority 
of  patients;  she  did  have  a red,  smooth  tongue  and 
cheilosis.  A six-year  follow-up  indicated  no  fur- 
ther web  development;  the  complete  absence  of 
dysphagia,  normal  hemoglobin,  hematocrit,  and 
serum  iron  levels;  and  no  evidence  of  gastrointesti- 
nal cancer.  Correction  of  her  anemia  made  evi- 
dent two  problems  partially  hidden  by  the  low 
hematocrit:  persistent  hypertension  and  the  pres- 


Improved  survival  from  acute  renal  failure  after 
treatment  with  intravenous  essential  L-amino 
acids  and  glucose 

In  a prospective  double-blind  trial  of  patients  in  acute 


ence  of  a murmur  suggestive  of  aortic  stenosis. 
Evaluation  of  her  hypertension  indicated  essential 
hypertension,  and  there  was  no  hemodynamically 
significant  aortic  stenosis. 

Conclusion 

The  evaluation  of  dysphagia  should  always  in- 
clude esophagoscopic  examination.  The  simulta- 
neous presence  of  anemia,  particularly  with  guaiac- 
negative  stools,  should  lead  to  careful  cinefluoros- 
copic  studies  to  locate  a possible  web.  Esophagos- 
copy  should  be  accomplished  with  an  instrument 
such  as  the  fiberscope,  which  will  allow  complete 
examination  of  the  lower  pharynx  and  upper 
esophagus,  since  blind  passage  of  a rigid  instru- 
ment with  an  obturator  tip  may  rupture  the  web 
prior  to  its  being  visualized.  The  latter  is,  how- 
ever, therapeutic. 

23  Green  Street 
Huntington,  New  York  11743 
(DR.  ROSOF) 
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“It  has  become  clear  that, 
in  fact,  the  association  of 
obesity  and  hypertension  in 
many  patients  is  related,  and 
that  obesity  may  actually 
cause  certain  forms  of 
hypertensive  disease 

(Mayer,  J.:  Med.  Opinion:  19-23.  April,  1974.) 


fenfluramine  HCI) 

ondimin 


20  MG.  TABLETS 


ts  ability  to  suppress  appetite 
without  producing  pressor  effects 
is  a special  advantage  for  certain 
obese  hypertensives? 

:or  this  reason,  Fondimin  may  be  used  in  mild-to-moderate  hyper- 
ension  when  the  usual  precautions  are  observed.  Further,  Pondimin 
nay  increase  slightly  the  effect  of  certain  anti-hypertensive  drugs. 


rondimin  also  offers  advantages 
:or  your  other  obese  “special  risk” 
•atients: 


:or  the  obese  diabetic — no  adverse  effect  on  the  diabetic  state 
l as  been  noted. 

or  the  obese  teenager — Pondimin  can  be  prescribed  for  patients 
own  to  12  years  of  age.  Because  it  is  not  stimulating,  nervousness, 
xcitability,  hyperirritability  and  insomnia  are  seldom  encountered. 
Moreover,  with  a DEA  rating  of  Schedule  IV,  its  abuse  potential  is 
onsidered  minimal. 


Over:  See  following  pages  for  additional  Pondimin  advantages, 
patient  aid  material  and  prescribing  information  . . . 


aution:  Not  recommended  in 
le  severely  hypertensive  patient. 
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Breakfast  Lunch  Dinner  Snack 

195  calories  485  calories  530  calories  355  calories 


Control  of  late  evening  eating  is  vital- 
with  Pondimin*  it  is  possible 
and  practical 


A distressingly  large  percentage  of  obese  patients  are  habitual  night  eaters. 
In  fact,  this  is  such  a common  occurrence  that  the  term  “night-eating 
syndrome”  has  been  used  to  describe  it. 

Many  anorexigenic  drugs  carry  with  them  the  liability  of  CNS  stimula- 
tion, and  this  can  be  a real  deterrent  to  an  effective  dietary  regimen  if  it 
persists  into  the  late  evening. 

Pondimin  can  avoid  this  problem  because  it  does  not  produce  CNS 
stimulation.  You  can  prescribe  it  before  dinner,  or  even  later  in  the  evening 
and  know  that  it  won’t  keep  your  patient  awake.  And  his  appetite  will  be 
effectively  suppressed  during  the  period  when  he  is  in  the  habit  of  consum- 
ing a great  number  of  calories. 
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A H Robins  will  be  producing 
a series  of  special  aids  to  help 
the  obese  patient  deal  with  diets 
and  dieting. 

No.  1:  “How  to  Get  the  Fat  Out 
of  Food” — a practical  guide  to  food 
preparation  and  cooking  to  keep  fat 
content  to  a minimum. 

To  order  a supply,  write  “Pondimin 
Motive-Aiders  No.  1”  on  your  Rx 
blank  and  mail  to: 

Pondimin  Motive- Aiders,  Dept.  T4 
A H.  Robins  Company,  1407  Cummings 
Drive,  Richmond,  Virginia  23220. 

Or  ask  your  Robins  representative. 


Pondimin 

Diet 

"Motive- 

Aiders 


Obesity,  Data  & Directions 
for  the  70’s — 

A Medcom'  learning  system  (film,  monograph 
and  self  test) — now  available  for  showing  to 
groups  at  your  hospital  staff  meetings.  Three 
hours  continuing  education  credit  granted 
by  the  American  Academy  of  Family 
Physicians.  American  Medical  Association, 
and  American  Osteopathic  Association.  Check 
with  your  state  society  for  credit  category. 

See  your  Robins  Representative. 


Brief  Summary 

Indication:  In  exogenous  obesity  as  short-term  (a  few  weeks)  adjunct  in 
weight  reduction  regimen  based  on  caloric  restriction  Limited  usefulness  of 
agents  of  this  class  should  be  measured  vs.  possible  risks  Contraindica- 
tions: Glaucoma,  hypersensitivity  to  this  or  other  sympathomimetic 
amines:  during  or  within  14  days  after  the  administration  of  MAO  inhibi- 
tors (hypertensive  crises  may  result);  history  of  drug  abuse  Warnings: 
When  tolerance  to  the  "anorectic''  effect  develops,  do  not  exceed  maxi- 
mum recommended  dose  in  attempt  to  increase  effect  rather,  discon- 
tinue drug.  May  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  motor  vehicle;  caution  patient 
accordingly.  Drug  Dependence  Fenfluramine  is  related  chemically  to 
amphetamines,  differs  somewhat  pharmacologically  Amphetamines 
and  related  stimulant  drugs  have  been  extensively  abused  and  can 
produce  tolerance,  severe  psychological  dependence,  and  other 
adverse  organic  and  mental  changes.  There  is  a recent  report  of 
abuse  of  fenfluramine  by  subjects  with  a history  of  abuse  of 
other  drugs.  Abuse  of  80  to  400  mg  of  the  drug  was  re- 
portedly associated  with  euphoria,  derealization,  percep- 
tual changes.  Fenfluramine  did  not  produce  signs  of 
dependence  in  animals;  appeared  to  produce  sedation 
more  often  than  CNS  stimulation  at  therapeutic  doses. 

Its  abuse  potential  appears  qualitatively  different  from 
that  of  amphetamines.  Keep  in  mind  the  possibility  that 
fenfluramine  may  induce  dependence  when  evaluat- 
ing desirability  of  including  it  in  individual  weight  reduc- 
tion programs  Usage  in  Pregnancy  Safe  use  in  pregnancy 
not  established.  Reproduction  studies  in  rats  suggested 
embryotoxic  potential;  in  rabbits,  mice  and  monkeys 
yielded  negative  results  Use  in  women  who  are  or 
may  become  pregnant  requires  that  potential  benefit  A 
be  weighed  vs.  possible  hazard  to  mother  and  in- 
fant.  Usage  in  Children  Safety  and  efficacy  in 
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Special  Articles 


Physicians’  Committee 

Special  report 


Physicians  have  for  centuries,  by  oath  and  by 
tradition,  accepted  responsibility  for  the  care  of 
their  colleagues  who  became  ill.  They  have  also 
agreed  to  the  difficult  and  often  painful  duty  of 
policing  their  own  ranks.  Usually  accepted  gladly 
is  the  opportunity  to  treat  physical  disease,  but 
those  illnesses  that  carry  moralistic  overtones  or 
might  result  in  a colleague’s  loss  of  freedom  to 
practice  medicine  have  been  approached  with  un- 
certainty and  discomfort. 

In  1973,  the  Council  on  Mental  Health  of  the 
American  Medical  Association1  published  a report 
on  the  problem  of  the  mentally  ill,  alcoholic,  and 
drug-addicted  physician  in  which  local  medical  so- 
cieties were  urged  to  develop  methods  for  helping 
these  sick  physicians.  Model  legislation  toward 
this  end  was  also  suggested.2 

On  September  12,  1974,  at  the  Council  meeting 
of  the  Medical  Society  of  the  State  of  New  York,  a 
plan  was  presented  and  approved  for  dealing  with 
the  problem  of  the  sick  physician  in  New  York 
State.  This  plan  was  devised  after  much  study 
and  many  meetings  by  a joint  ad  hoc  committee  of 
the  committees  on  Alcoholism,  Drug  Abuse,  and 
Mental  Health.  Jackson  W.  Riddle,  M.D.,  execu- 
tive secretary  of  the  State  Board  for  Medicine,  and 
Mr.  Peter  Milana,  acting  director  of  the  DPC  (Di- 
vision of  Professional  Conduct)  of  the  State  of 
New  York  Department  of  Education,  had  met  with 
this  group,  were  aware  of  the  proposals  contained 
in  the  plan,  and  fully  approved  them. 

Problems 

This  plan  attempts  to  solve  some  of  the  prob- 
lems that  have  beset  similar  efforts  in  the  past. 
Among  these  difficulties  have  been  the  following. 

1.  Confusion  as  to  whether  the  sick  physician 
should  he  regarded  as  “ill”  or  as  “bad,”  so  that 
plans  often  combined  two  opposing  philosophies 
in  such  a way  that  neither  approach  could  be 
taken  effectively  or  consistently. 

2.  Divided  responsibility  in  New  York  State 
where  the  public  assumes  that  physicians  deter- 
mine the  right  to  practice  of  other  physicians  but 


where,  in  fact,  the  power  to  grant  or  revoke  a li- 
cense is  held  by  the  Department  of  Education, 
which  must  also  monitor  many  other  licensed  pro- 
fessions. It  attempts  to  do  so  with  a very  small 
staff  and  inadequate  budget. 

3.  Reluctance  on  the  part  of  physicians  to  re- 
port a colleague  for  fear  that  their  attempt  to  help 
might  result  in  punishment  instead. 

4.  Concern  that  intervention  in  a colleague’s 
personal  affairs  might  lead  to  unpleasant  social, 
legal,  and  professional  consequences  for  the 
would-be  helper. 

5.  Dissatisfaction  with  the  speed  and  efficien- 
cy of  presently  available  methods  for  intervention 
so  that  these  methods  are  not  regarded  as  reliable, 
rapidly  responsive,  and  worth  invoking  except  in 
extreme  and  clear-cut  cases. 

6.  Ignorance  of  actual  methods  of  reporting 
and  procedures  available. 

7.  Lack  of  consensus  among  groups  of  physi- 
cians as  to  what  course  of  action  should  be  fol- 
lowed so  that  ambivalence  waits  hopefully  for  una- 
nimity and  is  rewarded  instead  with  indecision 
and  delay. 

Extent  of  problem 

Unfortunately  accurate  statistics  are  not  avail- 
able for  the  incidence  of  mental  illness,  alcoholism, 
and  drug  addiction  among  physicians  in  the  Unit- 
ed States.  Even  if  such  figures  were  available, 
they  might  not  apply  to  New  York  State.  If  inci- 
dence were  known,  it  would  still  be  difficult  to  pre- 
dict how  many  of  the  total  population  of  sick  phy- 
sicians would  be  recognized  as  in  need  of  help  dur- 
ing any  given  year.  What  is  clear  is  that  physi- 
cians have  no  special  immunity  against  these  ill- 
nesses. Whether  the  incidence  is  higher  among 
physicians  than  the  general  public  is  probably  not 
as  important  as  the  fact  that  such  physicians  do 
exist  and  that  organized  medicine  is  the  first  pro- 
fessional group  to  address  itself  frankly  and  openly 
to  these  problems  within  its  own  ranks  and  to  at- 
tempt to  devise  solutions.  Hopefully,  if  physi- 
cians are  able  to  develop  workable  methods  for 
reaching  and  assisting  each  other,  other  profes- 
sions may  follow  suit. 

Proposed  plans 

Two  completely  separate  approaches  to  the  sick 
physician  are  to  be  available.  One,  the  noncoer- 
cive  approach,  is  already  operational  in  the  form  to 
be  described  later.  The  other  approach  which  is 
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frankly  coercive  is  described  as  it  is  recommended, 
not  as  it  presently  exists. 

It  is  important,  if  the  reader  is  to  understand 
the  proposed  plan  and  use  it  effectively,  to  make  a 
clear  distinction  between  these  two  approaches 
which  are  quite  separate  and  whose  functions  do 
not  overlap.  The  noncoercive  approach  provides  a 
means  by  which  the  sick  physician  can  be  offered 
help  by  a colleague,  but,  by  this  method,  if  that 
help  is  refused,  there  is  no  further  action.  The  co- 
ercive method  provides  for  a series  of  increasingly 
stern  measures  to  get  the  sick  physician  who  is  felt 
to  be  dangerous  to  his  patients  into  treatment 
whether  he  wishes  it  or  not. 

Noncoercive  approach.  A committee  has 
been  formed  by  the  MSSNY  known  as  the  Physi- 
cians’ Committee.  Its  members  are  physicians 
with  skill  in  dealing  with  alcoholic,  drug-addicted, 
or  mentally  ill  patients.  Committee  members  may 
or  may  not  be  members  of  other  MSSNY  com- 
mittees. They  serve  without  pay  and  remain,  as 
far  as  possible,  anonymous,  so  as  to  avoid  their 
being  approached  or  questioned  outside  of  the 
agreed-on  channels  of  communication.  There  is 
no  public  recognition  of  their  service  nor  opportu- 
nity for  financial  gain.  This  committee  is  in  oper- 
ation and  has  already  begun  its  work. 

To  illustrate  how  the  committee  operates,  a hy- 
pothetical case  might  be  useful.  Assume  that  Dr. 
X is  alcoholic  and  that  Dr.  A and  Dr.  B who  work 
with  him  are  seriously  concerned.  They  are  reluc- 
tant to  discuss  him  with  the  chief  of  his  service 
who  sometimes  overreacts  or  with  hospital  admin- 
istration since  it  is  a matter  of  medical  compe- 
tence. They  are  hesitant  to  speak  to  Dr.  X him- 
self, because  if  he  responds  with  anger  and  denial 
future  work  relations  may  be  even  more  strained, 
and  he  has  other  friends  on  the  staff  who  might 
also  be  upset  by  what  could  be  perceived  as  an  at- 
tack on  Dr.  X rather  than  as  an  expression  of  con- 
cern. 

Dr.  A and  Dr.  B then  decide  to  contact  the  Phy- 
sicians’ Committee.  Dr.  A calls  the  MSSNY,  asks 
to  speak  to  a secretary  regarding  a sick  physician. 
He  gives  his  own  name,  address,  and  phone  num- 
ber but  does  not  give  the  name  of  Dr.  X.  Dr.  A 
states  whether  the  problem  appears  to  be  with  al- 
cohol, drugs,  or  mental  illness.  He  is  then  told 
that  an  appropriate  physician  will  call  him  for  fur- 
ther details. 

Dr.  C,  having  been  called  by  the  secretary,  con- 
tacts Dr.  A.  If  Dr.  A is  willing  for  his  name  to  be 
used  as  a source  of  information  when  Dr.  X is  seen, 
his  call  alone  activates  the  committee.  If  he  pre- 
fers that  his  name  not  be  used,  he  will  be  asked  to 
have  a second  complainant,  Dr.  B,  contact  Dr.  C 
and  thereby  minimize  the  risk  that  someone  mere- 
ly wishes  to  harass  Dr.  X.  With  the  second  call, 
Dr.  C designates  two  committee  members  to  ap- 
proach Dr.  X.  Dr.  C will  not  do  this  himself  nor 


will  he  identify  the  original  caller  to  them.  Dr.  C 
will  have  no  report  on  what  transpires  between  Dr. 
X and  the  other  committee  members.  He  will 
know  for  certain  only  that  an  attempt  to  make 
contact  has  occurred.  Dr.  C will  urge  Dr.  A and 
Dr.  B to  call  him  again  in  some  six  weeks’  time  to 
report  whether  or  not  there  has  been  an  observable 
change  in  Dr.  X’s  behavior.  Thus  the  committee 
may  be  able  to  judge  its  own  effectiveness.  Dr.  C 
will  also  explain  that  while  Dr.  X will  be  offered 
help,  he  will  remain  entirely  free  to  refuse  it.  If  he 
does  refuse  it  and  denies  that  there  is  in  fact  any 
problem,  the  committee  will  take  no  further  ac- 
tion. If  Dr.  A and  Dr.  B wish  to  attempt  to  coerce 
Dr.  X into  treatment,  they  are  free  to  do  so  at  any 
time,  before,  during,  or  after  the  Physicians’  Com- 
mittee attempts  to  make  contact. 

The  Physicians’  Committee  keeps  no  records 
and  makes  no  reports  to  anyone.  Its  members  re- 
late to  the  sick  physician  as  physicians  to  patients. 
Under  no  circumstances  can  they  then  take  steps 
to  do  him  harm.  In  fact,  their  membership  on  this 
committee  binds  them  not  to  accept  appointment 
to  any  disciplinary  committees  before  a significant 
period  of  time  has  elapsed  so  that  they  will  not 
carry  with  them  into  other  settings  information 
gained  as  Physicians’  Committee  members. 

When  Dr.  C has  satisfied  himself  that  Dr.  A and 
Dr.  B are  acting  in  good  faith,  he  contacts  Dr.  D 
and  Dr.  E of  the  alcoholism  group.  If  either  Dr.  D 
or  Dr.  E knows  Dr.  X they  will  not  as  a rule  con- 
tact him.  Assuming  they  do  not  know  him  and 
can  therefore  approach  without  the  anxiety  and 
discomfort  they  might  feel  were  Dr.  X a personal 
friend,  they  proceed  to  make  personal  contact  with 
him.  They  explain  that  two  of  his  colleagues  are 
sufficiently  upset  at  what  they  perceive  to  be  a se- 
rious drinking  problem  that  they  have  seen  fit  to 
activate  the  committee.  Dr.  D and  Dr.  E are  not 
there  to  sit  in  judgment  of  Dr.  X nor  to  ask  him  for 
a confession.  Their  only  desire  is  to  be  of  help  if 
he  needs  and  wants  it.  If  he  does  want  help,  they 
know  exactly  where  and  how  it  can  be  obtained 
since  they  are  proficient  in  the  area  of  his  illness. 
They  cannot  themselves  take  Dr.  X into  treat- 
ment. 

If  Dr.  X agrees,  he  is  helped  into  treatment.  If 
he  refuses,  he  will  know  that  Dr.  D and  Dr.  E are 
available  for  help  at  a later  date,  should  he  change 
his  mind.  Whether  or  not  Dr.  D and  Dr.  E call  on 
Dr.  X more  than  once  is  a matter  left  to  their  judg- 
ment. If  Dr.  X does  not  wish  treatment  his  de- 
sires are  respected. 

Clearly  the  noncoercive  route  can  only  help.  It 
can  fail,  but  it  cannot  do  harm.  Concern  is  often 
expressed  that  every  man  “accused”  of  illness  has 
a right  to  face  his  accuser  and  that  the  sick  physi- 
cian has  a right  to  know  who  called  about  him. 
That  would  certainly  be  true  if  this  committee 
were  to  collect  records,  make  reports,  or  in  any 
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way  interfere  with  Dr.  X’s  privacy  or  his  freedom. 
Another  concern  expressed  is  dismay  that  if  Dr.  X 
refuses  to  accept  treatment  he  will  be  free  to  con- 
tinue as  before.  The  answer  to  that  is  that  Dr.  A 
and  Dr.  B have  always  been  free  to  invoke  coercive 
methods  and  remain  free  to  do  so  whether  the 
Physicians’  Committee  is  successful  in  its  ap- 
proach or  not.  The  committee  on  the  other  hand 
will  be  used  by  people  who  will  not  invoke  coercive 
means  but  who  first  wish  to  try  a gentler  approach. 
Its  strength  is  in  fact  derived  from  its  weakness. 

Coercive  approach.  The  coercive  approach 
(not  as  yet  implemented)  will  utilize  no  more  than 
modifications  of  the  existing  structure  by  which 
the  DPC  of  the  State  of  New  York  Department  of 
Education  now  operates.  The  major  changes  will 
be  the  introduction  of  the  concept  of  “monitored 
treatment”  and  will  make  use  of  the  speed  and  ef- 
ficiency with  which  changes  may  be  acted  on.  The 
sick  physician  is  to  be  given  the  opportunity  to 
enter  monitored  treatment  at  each  and  every  step 
of  his  licensure  difficulties.  Acceptance  of  such 
therapy  would  stop  the  progress  of  his  legal  prob- 
lems at  the  level  then  attained. 

Monitored  treatment.  The  committee  agreed 
that  an  obvious  problem  in  previous  approaches  to 
the  physician  coerced  into  treatment  has  been  that 
of  combining  a treatment  and  monitoring  role  in 
the  same  person.  Clearly  a sick  physician  who 
continues  to  act  out  with  drugs  or  alcohol  or  in 
other  ways  will  not  feel  free  to  admit  these  behav- 
iors to  the  same  person  who  may  have  to  report 
him.  Also,  it  is  difficult  to  trust  a therapist  to 
whom  one  has  been  assigned,  yet  free  choice  of  a 
reporting  physician  may  well  lead  the  sick  physi- 
cian to  choose  a friend  whom  he  knows  will  be  len- 
ient. A solution  to  this  problem  would  be  to  as- 
sign the  job  of  monitor  to  a physician  who  would 
agree  to  fill  this  role  but  who  would  not  attempt  to 
do  treatment.  The  monitor  should  be  as  compe- 
tent as  the  treater.  His  methods  are  his  own  but 
with  the  DPC  staff  available  to  him  for  help  if 
needed.  He  should  not  be  able  to  demand  that 
the  treating  physician  breach  the  confidence  of  his 
physician  patient.  His  responsibility  is  simply  to 
determine  whether  or  not  the  sick  physician’s  be- 
havior permits  his  continuing  in  the  practice  of 
medicine  without  endangering  the  welfare  of  his 
patients,  and  his  reports  should  be  to  the  DPC  on 
at  least  a quarterly  basis.  While  the  monitor 
would  be  assigned,  the  sick  physician  would  have 
free  choice  of  the  person  to  whom  he  entrusted 
himself  for  treatment.  While  both  treating  and 
reporting  physicians  might  he  psychiatrists,  in  the 
case  of  alcoholism  and  drug  addiction  problems, 
they  might  be  of  other  medical  disciplines.  The 
duration  of  monitored  treatment  would  remain  at 
the  discretion  of  the  Board  for  Medicine,  or  the 
Court,  in  the  case  of  a restraining  order. 

Steps  in  implementing  suggested  coercive  ap- 


proach. 1.  A complainant  both  calls,  for  speed,* 
and  writes,  for  documentation, f directly  to  the  Di- 
vision of  Professional  Conduct  of  the  State  of  New 
York  Department  of  Education. 

2.  Within  thirty  days  the  DPC  will  investigate. 
If  the  complaint  appears  valid,  charges  are  filed 
through  the  attorney  general  with  the  sick  physi- 
cian himself. 

3.  The  sick  physician  has  twenty  days  in  which 
to  reply.  He  has  two  options:  (1)  he  can  elect  to 
go  into  monitored  treatment  without  this  consti- 
tuting an  admission  of  guilt  or  acceptance  of  a di- 
agnosis, in  which  case  the  physician  monitor  as- 
sumes responsibility  for  notifying  the  DPC  if  their 
help  is  needed  beyond  this  stage;  or  (2)  he  can  fail 
to  reply  or  deny  charges,  in  which  case  the  DPC 
will  reinvestigate  within  thirty  days. 

4.  If  on  second  investigation  the  physician  is 
still  in  trouble  and  appears  imminently  dangerous, 
the  DPC  requests  the  attorney  general  to  seek  an 
immediate  restraining  order,  within  a maximum  of 
ten  days.  If  at  this  point  the  sick  physician  ac- 
cepts monitored  treatment,  charges  again  can  be 
dropped.  At  all  times  the  physician  is  fully  pro- 
tected by  the  right  of  due  process  including  the 
right  of  appeal.  On  the  other  hand,  a restraining 
order  can  be  sought  whenever  circumstances  ap- 
pear to  warrant. 

5.  If  no  urgency  exists  for  interrupting  the 
physician’s  professional  activities,  charges  are  pre- 
sented before  a hearing  panel  consisting  at  the 
present  time  of  five  or  more  members  of  the  com- 
mittee on  professional  conduct  of  the  New  York 
State  Board  for  Medicine.  The  present  sequence 
of  appearance  before  the  committee  on  discipline 
of  the  Board  of  Regents,  review  by  the  full  Board 
of  Regents,  and,  if  desired,  by  the  appellate  divi- 
sion of  the  Court  may  still  be  followed  in  such  a 
circumstance.  Following  such  a procedure,  a pu- 
nitive verdict  entailing  curtailment  of  licensure 
privileges  may  be  arrived  at,  and  monitored  treat- 
ment would  then  achieve  the  official  status  of  pro- 
bation (finite  period). 

Conclusion 

The  two  methods  here  outlined  provide  a means 
for  reaching  out  to  New  York  State’s  sick  physi- 
cian. The  noncoercive  approach  brings  a skilled 
and  tactful  confrontation  and  the  offer  of  help 
without  the  need  for  disciplinary  measures.  This 
mechanism  was  accepted  and  funded  by  the  Coun- 
cil of  MSSNY  in  September,  1974.  It  became  op- 
erational in  November,  1974. 

The  coercive  method  as  described  represents  a 
more  rapidly  responsive  and  streamlined  version 
of  the  present  system;  it  could  be  implemented 
without  the  need  for  passage  of  new  legislation.  It 
would,  however,  require  appropriate  and  more  ad- 

* Telephone:  212-687-3513. 

+ Address:  261  Madison  Avenue,  New  York,  New  York 

10016. 
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equate  budget  than  that  presently  offered  to  the 
Division  of  Professional  Conduct.  The  MSSNY 
has  strongly  urged  the  State  to  avoid  any  failure  to 
fulfill  the  responsibilities  which  the  legislature  as- 
signed to  the  Department  of  Education.  The  phy- 
sicians of  this  State,  in  their  willingness  to  assist 
the  sick  physician  and  serve  to  protect  the  best  in- 
terests of  their  patients,  can  do  no  more  than  urge 


Reserpine  reported 
to  increase  incidence 
of  breast  cancer 

The  Food  and  Drug  Administration  has  taken  great 
interest  in  an  unexpected  finding  reported  in  a series  of 
three  papers  published  in  the  September  21,  1974,  issue 
of  Lancet.  The  authors  report  that  the  long-term  ad- 
ministration of  reserpine  to  women  with  hypertension  is 
associated  with  an  estimated  two  to  threefold  increase  in 
the  risk  of  developing  breast  cancer. 

This  association  was  originally  detected  by  the  Boston 
Collaborative  Drug  Surveillance  Program.1  Because  of 
the  importance  of  this  finding,  additional  retrospective 
epidemiological  studies  were  conducted  by  investigators 
in  Finland2  and  the  United  Kingdom.3  These  trials  in- 
dependently confirmed  the  increased  incidence  of  breast 
cancer  in  women  taking  reserpine.  In  addition,  the 
Boston  study  and  the  British  study  raise  concern  that 
the  long-term  administration  of  reserpine  may  be  asso- 
ciated with  an  increased  risk  of  other  tumors  in  both 
males  and  females. 

FDA  emphasizes  that  an  increased  risk  of  cancer  has 
been  reported  only  for  reserpine.  These  studies  have 
not  identified  an  increased  risk  of  cancer  in  hyper- 
tensives in  general,  nor  any  increased  risk  associated 
with  the  use  of  other  antihypertensive  drugs  such  as 
thiazides,  hydralazine,  methyldopa,  or  guanethidine. 


the  public  and  the  legislature  to  give  their  full  co- 
operation and  assistance. 
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FDA  believes  that  the  reported  studies  are  important 
epidemiological  trials  which  demand  a reassessment  of 
the  role  of  reserpine  in  the  management  of  hypertension 
in  relation  to  this  newly  reported  risk.  Accordingly, 
FDA  is  conducting,  in  consultation  with  outside  advisors 
and  consultants,  an  independent  review  of  the  data  re- 
cently reported  in  Lancet. 

In  addition,  FDA  convened  a joint  meeting,  in  mid- 
October,  of  its  Cardiovascular  and  Renal  Advisory  Com- 
mittee and  its  Biometry  and  Epidemiological  Methodol- 
ogy Advisory  Committee.  This  meeting  provided  an 
opportunity  for  open  discussion  of  these  papers  and 
their  implications. 

After  review  of  all  the  evidence,  FDA  will  promptly 
announce  its  decision  regarding  the  continued  market- 
ing status  and  labeling  of  reserpine  and  its  analogs. 
Meanwhile,  physicians  may  wish  to  make  their  own  ap- 
praisal of  these  reports  and  their  implications. 
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Several  serologic  surveys  and  outbreak  re- 
ports have  documented  suboptimal  poliomyelitis 
and  measles  vaccine  performance.1-7  Vaccine  fail- 
ure has  sometimes  been  attributable  to  mishan- 
dling. One  recent  study,  in  which  live  virus  vac- 
cine from  clinics  and  private  offices  was  tested  di- 
rectly, showed  that  one  specimen  in  five  had  be- 
come inactive  during  transport  or  storage  in  the 
community.8  In  view  of  currently  inadequate  im- 
munization levels,  which  will  be  discussed  briefly, 
mishandling  of  heat  and  light-labile  live  virus  vac- 
cines takes  on  added  significance.  Vaccine  spoil- 
age is  a problem  which  is  easy  to  avoid.  Guide- 
lines for  proper  vaccine  transport  and  storage  are 
presented  at  the  conclusion  of  this  report. 

The  poliomyelitis  immune  status  of  children  in 
the  United  States  has  been  declining  sharply  over 
the  past  several  years.  This  decline,  which  in- 
volves school-age  children  and,  most  strikingly, 
preschool-age  children,  has  been  well  documented 
by  the  annual  national  immunization  survey  con- 
ducted by  the  U.S.  Bureau  of  the  Census.  In  1973, 
60.4  per  cent  of  children  one  to  four  years  of  age 
had  a history  of  three  or  more  doses  of  poliomyeli- 
tis vaccine.  In  1964,  78.6  per  cent  had  been  vacci- 
nated with  three  or  more  doses. 

Seroepidemiologic  surveys  have  indicated  that 
the  percentage  of  children  with  detectable  anti- 
bodies to  poliovirus  types  1 and  3 may  be  even 
lower.3’4’7  In  several  investigations  the  waning  of 
antibody  levels  over  time  has  been  substantial.4’7 
In  one  study  low  poliomyelitis  antibody  titers  were 
attributed  to  vaccination  with  relatively  impotent 
lots  of  trivalent  oral  poliomyelitis  vaccine 
(TOPV).1  The  possibility  of  vaccine  inactivation 
during  storage  or  multiple  thawings  was  raised  by 
Lamb  and  Feldman,5  who  surveyed  289  Syracuse 
children  for  poliovirus  antibody.  Righty-six  per 
cent  of  the  children,  most  of  whom  were  four  or 


five  years  of  age,  had  received  three  or  more  doses 
of  oral  poliomyelitis  vaccine;  the  exact  dates  of  po- 
liovirus vaccination  could  be  documented  for  91 
per  cent  of  the  children.  Type  2 antibody  levels 
were  adequate  in  the  great  majority,  but  55  per 
cent  of  the  children  had  no  detectable  antibodies 
to  type  1,  and  findings  for  62  per  cent  were  nega- 
tive for  type  3.  While  the  possibility  of  spoilage  of 
vaccine  was  considered,  the  investigators  were  not 
fully  satisfied  with  any  of  several  hypothesized  ex- 
planations for  the  large  difference  between  the  se- 
rologic findings  and  the  well-documented  vaccina- 
tion histories. 


Efficacy 

The  issue  of  vaccine  efficacy  is  crucial  in  the 
face  of  the  present  immunization  status  of  U.S. 
children,  and  optimal  vaccine  efficacy  in  the  com- 
munity clearly  cannot  be  taken  for  granted.  The 
Bureau  of  the  Census  reports  that  64  per  cent  of 
children  of  ages  one  to  four  have  a history  of  either 
natural  measles  infection  or  measles  vaccination. 
Actual  immune  status  must  be  lower,  partly  be- 
cause measles  vaccine,  under  optimal  conditions, 
fails  to  induce  seroconversion  in  2 to  5 per  cent  of 
vaccinations.9’10  Several  measles  outbreak  inves- 
tigations have  identified  many  more  cases  of  vac- 
cine failure  than  expected  purely  on  the  basis  of 
these  optimal  vaccine  ineffectiveness  rates.  In 
some  outbreaks,  vaccine  ineffectiveness  has  been 
on  the  order  of  20  per  cent.2  In  these  epidemics, 
instances  of  vaccine  failure  can  occasionally  be  at- 
tributed to  improper  gamma  globulin  administra- 
tion concurrent  with  vaccination  or  to  vaccination 
before  the  age  of  twelve  months.  Cases  of  vaccine 
failure  have  also  been  linked  to  vaccine  spoilage, 
sometimes  tentatively  and  sometimes  with  a high 
degree  of  assurance.  Epidemiologists  who  investi- 
gated a large  measles  epidemic  in  St.  Louis  in  1970 
to  1971  found  that  the  numbers  of  instances  of 
vaccine  failure  varied  markedly  from  physician  to 
physician  and  suspected  that  either  bad  batches  of 
vaccine  or  poor  immunization  practices  were  fac- 
tors in  the  high  vaccine  failure  rate.2  No  attempt 
to  analyze  these  two  potential  factors  separately 
was  reported.  In  a 1969  measles  outbreak  in  Ohio 
14  children  who  had  been  given  live  attenuated 
measles  vaccine  contracted  measles  as  did  46  un- 
vaccinated children.  The  measles  attack  rate  was 
17.9  per  cent  among  children  vaccinated  by  one 
physician  who  had  stored  measles  vaccine  on  the 
shelf  of  his  refrigerator  door.  The  door  was  fre- 
quently opened  during  the  busiest  hours  of  the 
day;  it  was  felt  the  vaccine  had  been  exposed  to 
temperatures  high  enough  to  decrease  its  potency 
significantly.  No  record  of  vaccine  lots  had  been 
kept,  but  all  vaccine  had  been  obtained  from  the 
local  health  department.  Children  who  had  been 
vaccinated  by  other  physicians  or  by  the  health 
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department  had  a measles  incidence  of  1.2  per 
cent.6 

Krugman  et  al.s  looked  more  directly  at  the 
issue  of  vaccine  spoilage.  These  authors  deter- 
mined infectivity  titers  of  vaccine  samples  ob- 
tained from  various  public  health  clinics  and  from 
private  practitioners.  They  compared  these  find- 
ings with  infectivity  titers  of  samples  from  identi- 
cal lots  stored  at  the  Bureau  of  Biologies  and 
found  a significant  loss  of  potency  in  19  per  cent  of 
the  field  samples  tested.  Twenty-nine  per  cent  of 
the  clinics  sampled  were  using  vaccine  which  did 
not  have  significant  potency.  Two  trivalent  oral 
poliomyelitis  vaccine  samples  had  no  detectable 
live  virus.  Although  transport  and  storage  histo- 
ries were  also  obtained,  it  was  not  generally  possi- 
ble to  pinpoint  the  time  or  place  of  improper  han- 
dling. It  was,  nevertheless,  apparent  that  spoilage 
had  occurred  after  the  vaccines  had  been  received 
from  the  manufacturer. 

Comment 

The  problem  is  by  no  means  confined  to  private 
offices  and  health  department  clinics.  Several 
cases  of  measles  vaccine  failure  have  been  linked 
to  vaccine  spoilage  at  the  University  of  Syracuse 
Medical  Center.11  Seven  seronegative  medical 
students  had  been  vaccinated  against  measles,  but 
all  failed  to  seroconvert.  It  was  found  the  vaccine 
had  been  stored  in  a refrigerator  at  48°F.,  or  3 de- 
grees higher  than  the  maximum  recommended 
storage  temperature.  All  seven  students  were 
later  immunized  with  active  measles  vaccine,  and 
all  seroconverted. 

“If  we  are  to  avoid  the  development  of  pockets 
of  susceptible  children,"  write  Krugman  and  col- 
leagues, “we  need  to  be  as  compulsive  in  handling 
iive-virus  vaccines  as  we  are  with  blood  or  other 
perishable  biological  products.”8  It  is  more  diffi- 
cult to  attribute  vaccine  failure  cases  to  vaccine 
spoilage  than  to  attribute  cases  of  failure  to  prob- 
lems which  are  readily  documented,  such  as  im- 
proper gamma  globulin  administration  concurrent 
with  measles  vaccination.  Several  instances  of 
mishandling  have,  nevertheless,  been  clearly  iden- 
tified. The  appeal  of  these  authors  for  compulsive 
attention  to  vaccine  temperature  and  light  re- 
quirements is  very  much  in  order.  An  outline  of 
recommendations  for  storage  of  biologicals  follows. 

Recommendations  for  storage  of  biologicals 

General  rules.  (1)  Never  store  vaccines  on  refrigera- 
tor door  because  of  lowered  temperature.  (2)  Use  styro- 
foam container  to  transport  biologicals;  add  ice  packs  to 
protect  vaccine.  Use  dry  ice  for  poliomyelitis  vaccine! 

Poliomyelitis  vaccine.  When  maintained  contin- 
uously in  the  frozen  state  at  14°F.  (10°C.)  or  lower, 
the  vaccine  will  retain  its  potency  for  twelve 
months  as  indicated  by  the  expiration  date. 
Unopened  poliomyelitis  vaccine  may  be  refrozen  if 


it  thaws  in  storage  or  transit  provided  the  tempera- 
ture does  not  exceed  46°F.  (8°C.)  during  the  thaw 
period. 

A maximum  of  10  freeze-thaw  cycles  is  permissible 
for  unopened  vaccine  provided  the  cumulative  du- 
ration of  thaw  does  not  exceed  four  hours  and  tem- 
perature never  goes  over  46°F.  (8°C.). 

Unopened  vials  of  vaccine  in  the  liquid  state  may 
be  used  up  to  thirty  days  provided  they  have  been 
stored  at  35°  to  46°F.  (2°  to  8°C.)  during  that  peri- 
od. 

Once  opened,  poliomyelitis  vaccine  must  be  kept 
refrigerated  between  doses  and  used  within  seven 
days. 

If  vaccine  is  not  returned  to  refrigerator  between 
doses,  it  must  be  thrown  out  at  the  end  of  the  day. 
Do  not  refreeze  poliomyelitis  vaccine  after  opening. 
Poliomyelitis  vaccine  has  a variable  red  to  yellow 
tinge.  Color  change  may  occur  on  thawing  or  stor- 
age but  is  unimportant  if  vaccine  remains  crystal 
clear.  (However,  the  possibility  of  bacterial  con- 
tamination should  be  considered  whenever  a 
thawed  and  entered  vial  shows  color  changes  from 
red  to  pink  to  yellow  during  subsequent  storage.) 
Measles,  rubella,  mumps.  The  measles,  rubella, 
and  mumps  vaccines  are  extremely  light  and  heat 
sensitive. 

Exposure  of  these  vaccines  to  light,  either  before  or 
after  reconstitution,  kills  the  Hue  virus. 

Store  in  refrigerator  at  35.6°  to  46.4°F.  (2°  to  8°C.). 
Protect  from  light. 

Use  only  the  diluent  supplied  to  reconstitute  the 
vaccine. 

After  mixing,  use  vaccine  as  soon  as  possible. 

Store  reconstituted  vaccine  in  a dark  place  (in  its 
carton,  within  a towel,  or  wrapped  with  aluminum 
foil)  and  in  the  refrigerator. 

Discard  mixed  vaccine  if  not  used  within  eight 
hours. 

Influenza.  Store  in  refrigerator  at  35°  to  46°F.  (2° 
to  8°C.).  Do  not  freeze.  Freezing  destroys  poten- 
cy- 

DPT  (diphtheria,  pertussis,  tetanus),  Td  (tetanus, 
diphtheria).  Store  at  35°  to  46°F.  (2°  to  8°C.).  Do 
not  freeze:  this  reduces  potency.  Shake  vial  vig- 
orously before  withdrawing  each  dose. 

Smallpox.  Store  below  32°F.  (0°C.).  Heat  destroys 
potency. 

Typhoid  and  cholera.  Store  at  a uniform  tempera- 
ture between  36°  and  46°F.  (2°  and  8°C.),  prefera- 
bly at  the  lower  limit. 

Immune  serum  globulin  (human).  Store  between 
35°  and  46°F.  (2°  and  8°C.). 
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$1,540,000 Verdict  against 
anesthesiologist 

A patient  who  suffered  brain  injury,  allegedly  because 
of  an  anesthesiologist’s  negligence  in  preparing  her  for 
an  operation,  sued  the  anesthesiologist,  a surgeon,  and 
the  hospital  where  the  operation  was  performed.  A Cal- 
ifornia jury  awarded  her  $1,540,000  against  the  anesthe- 
siologist only. 

The  patient,  a forty-four-year-old  woman,  entered  the 
hospital  for  an  elective  hysterectomy.  During  a preop- 
erative evaluation,  she  told  the  anesthesiologist  that  she 
had  previously  had  a prolonged  emergence  from  sodium 
Pentothal  anesthesia,  so  he  decided  to  use  epidural  an- 
esthesia. 

After  the  epidural  anesthetic  was  administered,  the 
anesthesiologist  left  his  position  at  the  head  of  the  oper- 
ating table  for  twelve  to  fourteen  minutes  to  insert  an 
intravenous  needle  that  had  slipped  out  of  the  patient’s 
vein.  When  he  returned  to  the  head  of  the  table,  he 
found  that  the  patient’s  systolic  blood  pressure  had  fall- 
en to  60. 

In  thirty  seconds  the  blood  pressure  dropped  to  40,  at 
which  time  the  anesthesiologist  called  the  surgeon,  who 
was  scrubbing,  and  administered  1:1000  cc.  of  adrenalin 
intravenously.  The  blood  pressure  increased  to  190/100 
and  eventually  returned  to  normal. 

Although  the  surgeon  wanted  to  cancel  the  operation, 
the  anesthesiologist  informed  him  that  there  had  been 
only  a transitory  drop  in  blood  pressure.  No  real  evi- 
dence of  cardiac  arrest  was  found. 

Allegedly  because  of  brain  injury  due  to  lack  of  oxy- 
gen, the  patient  suffered  tremors,  ataxia,  and  loss  of 
equilibrium.  She  became  sensitive  to  Dilantin,  result- 
ing in  severe  contracture  of  her  right  upper  extremity. 
She  also  had  almost  constant  severe  frontal  headaches 
that  appeared  worse  during  periods  of  depression  and 
nervousness. 

The  patient  was  unable  to  use  her  hands,  shoulders, 
and  right  elbow  and  suffered  respiratory  difficulties, 
urinary  frequency,  constant  aching  in  her  knees,  a stom- 
ach ulcer,  occasional  burning  sensations  in  her  extremi- 
ties, stiff  ankles,  and  exquisite,  obnoxious  sensitivity  to 
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food  odors.  She  was  essentially  confined  to  a wheel- 
chair. 

In  a suit  to  recover  damages  for  malpractice  and  neg- 
ligence, the  patient  contended  that  her  blood  pressure 
should  have  been  taken  at  least  every  minute  for  the 
first  five  minutes  after  injection  of  the  epidural  anes- 
thetic. She  said  that  it  was  standard  practice  to  moni- 
tor the  blood  pressure  for  such  period  and  watch  the  pa- 
tient very  closely  because  of  the  danger  of  sympathetic 
nerve  blockage  that  would  cause  hypotension.  She  con- 
tended that  the  anesthesiologist  did  not  take  her  blood 
pressure  more  than  once  during  the  first  five  minutes 
and  that  as  a result  she  became  hypotensive  for  a suffi- 
cient period  to  produce  inadequate  oxygenation  of  the 
brain. 

The  patient  further  contended  that  the  anesthesiolo- 
gist also  deviated  from  accepted  medical  practice  in  fail- 
ure to  ask  the  surgeon,  the  assistant  surgeon,  or  a nurse 
to  monitor  her  while  he  was  inserting  the  intravenous 
needle.  She  said  that  he  and  the  surgeon  deviated  from 
the  standard  in  failing  to  determine  her  level  of  con- 
sciousness before  proceeding  with  an  elective  operation. 

With  regard  to  the  hospital,  the  patient  contended 
that  the  circulating  nurse  failed  to  inform  the  anesthesi- 
ologist that  she  was  cyanotic.  The  anesthesiologist  tes- 
tified that  if  he  had  been  so  informed  he  would  not  have 
let  the  operation  proceed.  The  surgeon  contended  that 
he  relied  on  the  anesthesiologist’s  expertise  and  profes- 
sional opinion  in  proceeding  with  the  surgery. 

The  anesthesiologist  said  that  he  took  the  patient’s 
blood  pressure  for  at  least  five  minutes  after  giving  the 
epidural  anesthetic  and  left  the  head  of  the  table  only 
when  he  was  sure  that  there  probably  would  be  no  drop 
in  blood  pressure.  He  contended  that  the  nurses  were 
negligent  in  failing  to  inform  him  of  the  cyanosis.  The 
hospital  contended  that  the  nurses  did  inform  him  and 
that  he  acted  accordingly. 

The  patient  had  had  $40,700  in  medical  expenses  to 
the  time  of  trial  and  expected  future  nursing  costs  of 
$936,000. — McCann  v.  Community  Hospital  of  the  Mon- 
terey Peninsula  (Cal.  Super.  Ct.,  Monterey  Co.,  Docket 
No.  69505,  March  8,  1974)  The  Citation  29:  102  (July 
15) 1974. 
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Medical  malpractice  is  negligence  in  diagnosis 
and  treatment  resulting  in  harm  to  patients. 

The  problem 

In  the  United  States  during  1973  there  were 
over  10,000  medical  malpractice  suits  filed.  In 
many  of  them  there  were  multiple  defendants,  in- 
dividuals and/or  hospitals,  numbering  over  15,000. 

Premiums  paid  by  physicians  alone  for  coverage 
are  well  over  200  million  dollars  annually. 

In  New  York  State  891  suits,  claims,  and  events 
were  reported  in  1964.  In  1969  it  was  1,283,  and 
by  1973  reached  2,071.  In  1964,  in  The  New  York 
State  Society  Professional  Liability  program 
which  insures  approximately  22,000  physicians, 
paid  losses  were  $2,013,000,  and  the  average  cost 
for  claims  in  which  some  payment  was  made  was 
$6,082.  In  1969  total  losses  were  $4,865,490,  and 
the  average  cost  had  risen  to  $10,788.  By  1973  the 
paid  losses  were  $17,452,000,  and  the  average 
claim  cost  was  $23,426. 

Since  July  1, 1974,  the  annual  malpractice  insur- 
ance premium  for  neurosurgeons  and  orthopedic 
surgeons  is  $14,329  for  $1  million  to  $3  million  cov- 
erage. For  general  surgeons;  gynecologists  and  ob- 
stetricians; ear,  nose  and  throat  surgeons  also 
doing  plastic  surgery;  plastic  surgeons;  vascular 
surgeons;  and  anesthesiologists  the  premium  is 
$9,433.  For  the  latter  six  specialties,  the  cost  from 
August  1,  1970,  to  August  1,  1971,  was  $2,050;  from 
1971  to  1972  it  was  $4,983;  from  1972  to  1973, 
$5,195;  and  from  1973  to  1974,  $4,875.  The  1974 
to  1975  rate  of  $9,433  represents  a 93.5  per  cent  in- 
crease since  August  1, 1974. 

The  distressing  effect  on  practicing  physicians, 
with  mounting  rates  each  month  as  the  premium 
comes  due  and  renewal  notices  are  received,  is  evi- 


dent. Physicians  in  their  fifties  and  early  sixties, 
particularly  those  in  the  surgical  specialties,  well 
trained  and  experienced,  are  being  forced  to  cur- 
tail their  practices.  Some  are  retiring  early  from 
active  practice,  and  others  are  seeking  full-time 
salaried  positions.  Patients  are  being  deprived  of 
services  which  took  much  time  and  large  financial 
investments  to  develop.  Not  yet  obvious,  but  in- 
evitable and  boding  ill,  is  the  determination  of 
many  young  physicians,  on  completing  long,  ardu- 
ous residency  training,  to  avoid  large  cities  because 
of  the  expense  of  private  practice,  compounded  by 
incredibly  high  insurance  premiums.  An  alterna- 
tive, sought  by  those  who  wish  to  stay  in  large 
cities,  is  salaried  employment  by  hospitals  or  clin- 
ics. However,  insufficient  salaried  positions  will 
drive  away  more  and  more  physicians  who  would 
ordinarily  stay  in  practice  locally. 

The  added  cost  of  malpractice  insurance  and  a 
diminishing  supply  of  practicing  physicians  will 
inevitably  increase  the  charges  to  patients. 

Increasing  suits  and  increasing  awards,  many 
without  merit,  are  creating  an  untenable  atmo- 
sphere for  practice.  Fear  of  a suit,  long  delays  in 
adjudication,  harassment  in  pretrial  and  court- 
room appearances,  and  concern  about  adverse 
publicity  interfere  with  good  medical  practice. 

Defensive  medicine,  forcing  the  physician  to 
perform  unnecessary  examinations  and  tests  be- 
cause of  the  fear  of  a lawsuit,  is  replacing  carefully 
considered,  relevant  examinations  and  tests.  A 
negative  aspect  of  defensive  medicine  is  the  avoid- 
ance of  certain  techniques,  proved  useful,  because 
they  are  sometimes  attended  by  risk. 

The  cost  to  the  taxpayer  is  highlighted  by  in- 
creasing insurance  costs,  suits,  and  awards  involv- 
ing the  Federal  government  through  its  Veterans 
Administration  hospitals,  public  health  hospitals, 
and  military  hospitals,  and  state,  county,  and  mu- 
nicipal hospitals. 

The  problem,  truly  a crisis,  developed  slowly 
following  World  War  II,  spurted  from  1964  to 
1969,  then  surged  up  to  its  present  state.  The 
medical  profession,  unaware,  did  not  foresee  all 
this  and  its  full  potential. 

In  New  York  and  other  similarly  affected  states 
we  are  confronted  with  a situation  calling  for  ac- 
tion on  two  fronts.  First  and  pressing  is  to  halt 
rising  premiums  and  reduce  present  premiums  to 
contain  the  threatened  rapidly  rising  costs  of  med- 
ical care;  to  encourage  young  physicians  in  train- 
ing, eager  to  practice  in  New  York  State,  to  remain 
here;  and  to  discourage  older  physicians  from  leav- 
ing New  York  State  or  from  leaving  private  prac- 
tice. Second  is  a carefully  planned  and  coordinat- 
ed effort  to  alleviate  the  present  system  of  medical 
malpractice  insurance. 

Short-range  (urgent)  suggestions 

A halt  in  rising  premiums  and  a reduction  of 
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current  premiums  require  emergency  measures. 
One  approach  could  be  the  creation  of  a fund  to 
which  physicians  contribute  on  a regular  basis, 
aided  if  necessary  by  Federal  and/or  State  and 
local  governments.  Relief,  too  long  delayed  by 
private  efforts,  may  force  government  action. 
U.S.  Department  of  Hjalth,  Education,  and  Wel- 
fare interest,  reported  by  the  secretary’s  Commis- 
sion on  Medical  Malpractice  January  16,  1973, 
awaits  implementation.  The  public,  medicine, 
law,  the  insurance  industry,  and  the  judiciary 
should  participate. 

Initially,  the  fund  could  be  used  to  insure  pay- 
ment of  settlements  or  awards  by  a jury  over  a 
fixed  sum,  for  example,  $300,000.  This  should  im- 
mediately enable  insurance  companies  to  reduce 
premiums,  by  protecting  them  against  verdicts 
reaching  million-dollar  levels  in  some  states. 

Simultaneously  there  should  be  insistence  on  a 
spread  of  risk  by  groups  of  insurance  companies. 
Not  all  insurance  is  high  risk;  the  industry  should 
be  encouraged  to  share  responsibility  for  the  cost 
of  medical  malpractice.  For  the  public  good  their 
participation  is  essential.  With  time,  longer-range 
efforts  to  improve  the  system  should  further  re- 
duce the  risk. 


Long-range  suggestions 

If  statistics  are  to  become  more  useful,  the  mer- 
its and  demerits  of  cases  and  their  outcome  should 
be  studied  and  recorded.  There  should  be  careful 
documentation  of  cases  settled  before  or  during 
trial,  awards  following  trial,  and  dismissals  or  dis- 
continuances. They  should  be  kept  by  plaintiff 
and  defendant  attorneys,  by  insurance  companies, 
and  by  the  courts.  They  should  be  readily  avail- 
able for  analysis. 

PSROs  (Profesional  Standards  Review  Organi- 
zations) may  become  useful  in  this  effort  to  collect 
and  record  data.  It  might  lead  to  earlier  disposi- 
tion of  cases  in  which  there  is  proved  merit. 

Alternative  plans  for  adjudicating  claims  should 
be  considered  to  help  toward  earlier  settlement 
and,  where  necessary,  prompt  trial.  One  or  more 
states  could  be  asked  to  try  mediation,  arbitration, 
Workmen’s  Compensation-type  techniques,  and 
even  an  experimental  no-fault  program. 

There  should  be  legislation  to  establish  uniform 
standards  throughout  the  country  regarding  dis- 
covery, informed  consent,  statute  of  limitations, 
oral  contracts,  and  breach  of  warranty. 

There  should  be  a single,  national  licensing  body 
permitting  a physician  to  practice  in  any  state. 
The  imposition  and  implementation  of  strict  rules 
of  discipline  including  revocation  of  right  to  prac- 
tice, where  indicated,  is  long  overdue. 

Immunity  from  lawsuits  should  be  provided  for 
physicians  serving  on  disciplinary  committees, 
those  performing  cardiopulmonary  resuscitation  in 


emergencies,  and  those  serving  the  public  in  simi- 
lar situations. 

The  physician 

Without  a patient  seeking  diagnosis  and  treat- 
ment from  a physician  there  could  not  be  a medi- 
cal malpractice  suit;  an  action  implies  a bad  result. 
But  a bad  result  is  not  necessarily  the  result  of 
negligence.  Suits  can  be  separated  into  those  in 
which  there  is  negligence,  those  in  which  there  is 
no  negligence,  and  those  in  which  it  is  difficult  to 
determine  whether  there  was  negligence. 

Examples  of  negligence,  often  administrative 
rather  than  medical,  are  “falls”  out  of  a bed  unse- 
cured by  guard  rails  and  off  examining  and  x-ray 
tables  by  elderly  or  infirm  patients,  and  burns 
caused  by  defective  or  improperly  used  heating 
pads,  warm  water  bottles,  and  diathermy.  Other 
common  examples  of  negligence  are  transfusion  of 
mismatched  blood;  improper  or  excessive  use  of 
drugs;  overlooked  foreign  bodies  such  as  laparot- 
omy pads,  sponges,  and  instruments  in  wounds, 
the  thorax,  and  the  peritoneal  cavity;  and  improp- 
er positioning  of  patients  on  operating  tables,  re- 
sulting in  weakness  of  extremities  caused  by  pres- 
sure on  nerves. 

In  cases  where  there  is  no  negligence,  careful 
scrutiny  of  medical  records  may  reveal  deficiencies 
of  the  physician,  unrelated  to  the  implied  bad  re- 
sult. They  make  the  physician  vulnerable  and 
force  him  into  settlements,  to  avoid  the  risk  of  ex- 
posure and  an  unfavorable  verdict  by  a jury.  Ex- 
amples are  the  overworked  physician  who  becomes 
impatient,  who  fails  to  return  phone  calls  by  pa- 
tients seeking  advice;  the  physician  who  rarely,  if 
ever,  seeks  consultations;  the  physician  who  keeps 
poor  records;  unwarranted  criticism  of  care  by  col- 
leagues who  treated  the  patient  previously;  exces- 
sive charges  and  unnecessary  dunning  for  payment 
of  bills;  all  these  prevent  a meaningful  appropriate 
humane  physician-patient  relationship. 

A long-range  program  should  include  mandato- 
ry education  of  the  physician  in  medical  school 
and  during  residency  training  in  the  legal  and  per- 
sonal hazards  of  the  practice  of  medicine.  Confer- 
ences, exhibits,  and  publications  dealing  with  mal- 
practice, no  less  than  in  teaching  scientific 
subjects,  should  be  encouraged. 

Additional  considerations  relating  to  the  physi- 
cian are  the  following: 

1.  Tax  the  physician  a percentage,  up  to  $2,500,  a 
so-called  surcharge,  in  cases  where  negligence  is  ob- 
vious. 

2.  Establish  a cutoff  point  for  physicians  who  are 
repeatedly  involved  in  medical  malpractice  suits  by 
refusing  to  insure  them.  If  they  insist  on  continuing 
to  practice  in  their  specialty,  they  should  be  encour- 
aged to  practice  in  an  area  of  medical  care  where  they 
are  not  suit  prone.  When  indicated,  their  licenses 
should  be  revoked. 
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3.  Encourage  service  by  all  qualified  physicians  on 
impartial  medical  panels. 

4.  Encourage  service  as  expert  witnesses  in  all 
malpractice  proceedings  as  an  aid  to  the  court.  This 
should  include  the  use  of  more  than  one  medical  spe- 
cialist when  indicated,  and  should  he  available  to  both 
plaintiffs  and  defendants. 

5.  Defend  more  cases  where  there  is  a question- 
able basis,  or  no  merit  to  the  claim  exists. 

6.  In  cases  mediated  or  tried,  where  there  is  a 
breach  of  ethics  by  a medical  expert,  summon  him  be- 
fore an  appropriate  committee  of  his  county  medical 
society  for  an  inquiry. 

The  hospital 

Medical  care  in  hospitals,  especially  of  seriously 
ill  patients,  is  becoming  increasingly  a responsibil- 
ity of  the  combined  efforts  of  physicians,  nurses, 
and  paramedical  personnel;  more  physicians  are 
full  time  and  working  exclusively  in  one  hospital. 
To  combat  a growing  number  of  suits  alleging  hos- 
pital responsibility,  the  bylaws  under  which  they 
function  require  change.  These  changes  will  ulti- 
mately become  incorporated  in  standards  now  set 
by  The  Joint  Committee  for  Accreditation  of  Hos- 
pitals. 

Hospitals  should  have  grievance  committees 
and  administrators  assigned  specifically  to  deal 
with  patients  in  matters  of  safety  from  injury  and 
in  situations  where  unpleasant  relationships  with 
treating  physicians  and  hospital  personnel  may 
occur. 

The  hospital  should  require  and  enforce  precau- 
tions for  patients  with  allergies  by  conspicuous 
notes  on  the  face  of  charts.  Infection  sheets 
should  be  included  in  all  charts.  Medical  record 
room  follow-up  would  insure  written  reports  in  in- 
fected cases — important  and  yet  difficult  to  en- 
force. Uniformity  of  charts  and  uniformity  of  per- 
missions for  operation  (informed  consent),  special 
treatment,  and  so  forth,  established  by  the  Ameri- 
can Hospital  Association,  could  help  to  reduce 
malpractice  suits. 

Hospital  emergency  rooms  should  be  prohibited 
from  informing  patients,  after  their  first  visit  for 
an  undiagnosed  condition,  that  they  can  no  longer 
return  there  but  must  seek  follow-up  by  their  pri- 
vate physicians.  This  misdirection  has  led  in 
many  instances  to  missed  diagnoses  of  acute  ap- 
pendicitis with  perforations.  The  patient,  in 
whom  progression  of  symptoms  and  signs  may 
make  the  diagnosis  obvious,  when  discouraged 
from  returning  to  the  emergency  room  may,  for 
economic  reasons  or  unavailability  of  his  physi- 
cian, be  deprived  of  proper  care. 

The  public 

The  patient  has  become  better  informed  about 
medical  matters  and  as  a result  has  become  more 
inquisitive.  However,  he  must  be  apprised  of  the 


increasing  complexity  of  medical  care,  with  its  un- 
avoidable complications.  They  are  the  result  of 
rapid  advances  in  diagnosis  and  treatment,  nota- 
bly in  vascular,  cardiac,  and  transplant  surgery. 
He  should  be  made  aware  that  physicians  perform 
in  an  inexact  science  where  there  can  be  no  guar- 
antees and  where  results,  despite  excellent  diagno- 
sis and  treatment,  are  not  always  good.  He  should 
be  informed  regarding  risks,  and  he  must  be  kept 
abreast  of  what  is  transpiring  at  all  times  while 
under  care.  He  should  he  invited  to  participate  in 
the  deliberations  of  mediation  and  arbitration 
panels  so  he  will  be  better  able  to  understand  the 
problems  facing  physicians  in  the  treatment  of 
their  patients. 

The  legal  profession 

The  medical  profession  would  like  to  see  the 
legal  contingent  fee  eliminated,  believing  it  to  be  a 
major  incentive  to  medical  malpractice  suits.  The 
legal  profession  defends  the  contingent  fee,  argu- 
ing that  without  it  those  who  could  not  afford  to 
pay  an  attorney  a retainer  in  a projected  malprac- 
tice suit  could  not  obtain  redress.  Its  representa- 
tives claim  that  the  expense  of  instituting  and 
bringing  a medical  malpractice  suit  to  its  conclu- 
sion is  becoming  increasingly  costly;  if  a minimal 
award  of  $20,000  by  settlement  or  after  a jury  trial 
is  unlikely,  they  say  they  cannot  afford  to  under- 
take these  claims.  They  state  further  that  they  do 
not  accept  most  potential  malpractice  cases  be- 
cause of  the  low  incidence  of  awards;  they  believe 
their  time  expended  in  lost  cases  justifies  the  con- 
tingent fee.  They  contend  that  they  reject  4 out 
of  every  5 patients  interviewed  because  merit  is 
lacking;  and  for  this  time  they  are  uncompensated. 

Nevertheless  the  following  measures  demand 
consideration: 

1.  Limit  the  percentage  of  the  plaintiff  attorney’s 
fee  in  settlements  or  awards  by  juries  according  to 
time  expended,  experience,  and  litigation  costs.  In 
New  Jersey,  in  a million-dollar  award  an  attorney  can 
receive  about  $117,000.  In  New  York  and  Bronx 
Counties,  in  a similar  award  an  attorney  can  receive 
about  $250,000.  A greater  portion  of  the  award 
should  go  to  the  patient.  In  selected  instances  where 
there  are  large  awards,  creation  of  trust  funds  should 
be  encouraged. 

2.  Enlarge  and  improve  current  medical  malprac- 
tice panels.  Plaintiff  and  defendant  attorneys  should 
be  encouraged  to  select  their  experts  from  these  pan- 
els. In  questionable  cases  the  court  should  have  the 
prerogative  of  selecting  one  or  more  additional  medi- 
cal expert  witnesses.  Ultimately,  for  time  now  given 
voluntarily  by  medical  and  legal  experts  serving  in 
mediation,  reasonable  compensation  for  time  expend- 
ed may  become  necessary. 

3.  Limit  the  number  of  defendants  in  a suit  to 
those  reasonably  believed  to  be  negligent.  The  prac- 
tice of  including  multiple  defendants  in  an  action,  al- 
legedly because  of  uncertainty  about  those  liable,  is 


February  1975/New  York  State  Journal  of  Medicine  429 


often  questionable.  Time  should  be  permitted  plain- 
tiffs attorneys  to  determine  who  are  the  legitimate 
defendants  in  a case,  before  they  commence  a suit  en- 
compassing uninvolved  parties.  The  attorney  insists 
on  the  need  to  sue  multiple  parties  to  insure  against 
omitting  a responsible  one.  He  contends  that  he 
might  be  forced,  if  not  too  late,  to  then  start  suit 
against  individuals  not  included  in  the  original  action. 
It  appears  that  with  proper  investigation,  this  objec- 
tion could  be  overcome. 

4.  Eliminate  the  referral  fee  which  the  malprac- 
tice lawyer  rebates  to  the  referring  attorney.  This 
abuse  is  analogous  to  splitting  fees  among  physicians; 
both  are  reprehensible  and  should  be  eliminated. 

The  insurance  industry 

When  multiple  defendants  are  included  in  a 
medical  malpractice  action  (physicians,  paramedi- 
cal personnel,  and/or  hospitals)  there  is  duplica- 
tion of  effort  and  expense.  Defendants  may  have 
different  insurance  companies,  attorneys,  and  in- 
vestigators. The  allegations  are  often  common  to 
all,  particularly  when  the  hospital  is  included.  In- 
vestigation and  placement  of  responsibility  means 
duplication  of  effort  and  expense. 

There  is  an  increasing  amount  of  practice  being 
performed  by  physicians  in  a single  hospital;  a suit 
against  the  physician  is  usually  for  care  adminis- 
tered in  that  hospital.  The  hospital  and  its  staff 
of  physicians  are  joined  in  a common  cause. 
Their  insurance  costs  could  be  reduced  if  they 
used  one  insurance  agency,  one  law  firm,  and  one 
investigating  firm. 

The  courts 

The  judiciary  has  been  slow  to  deal  with  the 
delay  in  bringing  medical  malpractice  cases  to 
trial.  This  means  additional  cost  and  unnecessary 
emotional  strain  in  plaintiffs  and  in  defendant 
physicians.  Often,  where  merit  is  lacking,  cases 
are  needlessly  settled. 

In  the  Appellate  Division,  First  Department 
(New  York  and  Bronx  Counties)  the  mediation 
malpractice  panel  has  functioned  since  1971. 
Techniques  to  facilitate  disposition  of  cases  are 
being  modified  as  follows: 

Bills  of  Particulars,  often  unclear  as  to  the  true 
allegations,  make  selection  of  the  proper  medical 
expert  difficult.  Currently,  the  plaintiffs  and  de- 
fendant’s attorneys  are  required  to  submit,  in  ad- 
vance, statements  designating  the  medical  special- 
ty involved.  Where  there  is  agreement,  the  clerk 
can  readily  assign  an  expert  in  the  appropriate 
specialty. 

Cases  are  being  screened,  separating  those 


which  are  strictly  administrative  in  nature,  such  as 
falls  out  of  bed  or  off  tables,  and  including  them  in 
routine  negligence  cases.  Dental  and  podiatry 
cases  are  being  separated.  Cases  in  which  awards 
are  likely  to  be  less  than  $10,000  are  being  trans- 
ferred to  civil  courts  for  speedier  disposition. 
Plaintiffs  and  defendant’s  medical  expert  reports 
are  being  exchanged. 

Also  the  courts  promise  to  become  more  strin- 
gent in  disciplining  plaintiff  and  defendant  law- 
yers who  appear  late  for  mediation  sessions  or  who 
assign  unprepared  or  poorly  prepared  members  of 
their  firms  to  these  sessions. 

One  should  consider  seriously  the  elimination  of 
in-camera  (secrecy)  in  all  matters  dealing  with 
medical  malpractice.  These  cases  are  unlike  other 
negligence  cases.  Plaintiffs  in  medical  malprac- 
tice, where  merit  is  proved,  deserve  open  discus- 
sion and  swift  resolution  of  their  claims. 

Nevertheless,  the  right  to  trial  by  a judge  or  jury 
should  be  retained  where  mediation  cannot  be  ef- 
fected. In  the  so-called  “grey-area”  cases,  this 
right,  as  a means  of  obtaining  justice,  must  be  pre- 
served. The  plaintiff  who  has  been  abused 
should  be  redressed  quickly  and  properly. 

To  facilitate  justice  and  incidentally  cut  costs, 
the  proceedings  before  a mediation  panel  should 
be  recorded,  and  their  use  should  be  permissible  in 
cases  remanded  for  trial.  Evidence  developed,  fa- 
vorable or  detrimental  to  either  side,  should  be 
brought  out.  The  presiding  judge  and  medical  ex- 
perts should  be  permitted  participation  in  a subse- 
quent trial  and  the  facts  made  known  to  the  jury. 
In  an  era  of  disclosure  and  enlightenment  there 
should  no  longer  be  concealment. 

In  cases  where  the  mediation  panel  concludes 
there  is  no  merit,  every  effort  should  be  made  to 
bring  them  to  trial  promptly.  If  there  are  inordi- 
nate delaying  tactics,  cases  should  be  promptly 
dismissed. 

Summary 

A review  of  the  medical  malpractice  system  is 
presented. 

Urgent  and  less  urgent  measures  are  offered  to 
alleviate  the  problem,  truly  a crisis. 

Resolution  is  imperative  if  quality  medical  care 
is  to  continue  in  this  country. 

151  East  83rd  Street 
New  York,  N.Y.  10028 

Acknowledgment.  We  are  grateful  to  numerous  individu- 
als who  serve  voluntarily  on  medical  malpractice  mediation 
panels  and  to  the  members  of  the  medical  and  legal  professions 
and  the  judiciary,  as  well  as  the  insurance  industry,  who  are  co- 
operating in  the  public  interest,  toward  alleviating  a serious 
problem. 


430  New  York  State  Journal  of  Medicine/February  1975 


Before  prescribing,  see  complete  prescribing 
nformation  in  SK&F  literature  or  PDR  The 
allowing  is  a brief  summary, 
ndications:  Edema  associated  with  congestive 
leart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome:  steroid-induced  and  idiopathic 
'dema;  edema  resistant  to  other  diua'tic  (her 
ipy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
lotassium  Hypersensitivity  toeithercom- 
jonent.  Continued  use  in  progressive  renal  or 
lepaticdysfunctionor  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
nents  or  potassium  salts  unless  hypokalemia 
ievelops  or  dietary  potassium  intake  is  markedly 
mpaired.  Enteric-coated  potassium  salts  may 
:ause  small  bowel  stenosis  with  or  without 
deeration.  Hyperkalemia  ( >5.4  mEq/L)  has 
leen  reported  in  4%  of  patients  under  60  years, 
n 12%  of  patients  over  60  years,  and  in  less 
han  8%  of  patients  overall.  Rarely,  cases  have 
ieen  associated  with  cardiac  irregularities. 
\ccordingly,  check  serum  potassium  during 
herapy,  particularly  in  patients  with  suspected 
ir  confirmed  renal  insufficiency  (e.g.,  elderly  or 
liabetics).  If  hyperkalemia  develops,  substitute 
i thiazide  alone.  If  spironolactone  is  used  con- 
omitantly  with  ‘Dyazide’,  check  serum  potas- 
,ium  frequently  —both  can  cause  potassium  re- 
ention  and  sometimes  hyperkalemia.  Two 
leaths  have  been  reported  in  patients  on  such 
ombined  therapy  (in  one.  recommended  dosage 
vas  exceeded;  in  the  other,  serum  electrolytes 
vere  not  properly  monitored).  Observe  patients 
>n  'Dyazide-  regularly  for  possible  blood  dys- 
rasias.  liver  damage  or  other  idiosyncratic 
eactions.  Blood  dyscrasias  have  been  reported 
i patients  receiving  Dyrenium  (triamterene. 
iK&F).  Rarely,  leukopenia,  thrombocytopenia, 
granulocytosis,  and  aplastic  anemia  have  been 
eported  w ith  the  thiazides.  Watch  for  signs  of 
Tipending  coma  in  acutely  ill  cirrhotics.  Thia- 
ides  are  reported  to  cross  the  placental  barrier 
nd  appear  in  breast  milk.  This  may  result  in 
etal  or  neonatal  hyperbilirubinemia,  thrombo- 
ytopenia.  altered  carbohydrate  metabolism 
nd  possibly  other  adverse  reactions  that  have 
ccurred  in  the  adult.  When  used  during 
regnanev  or  in  women  w ho  might  bear 
jhildren.  weigh  potential  benefits  against 
ossible  hazards  to  fetus, 
recautions:  Do  periodic  serum  electrolyte  and 
■UN  determinations.  Do  periodic  hematologic 
tudies  in  cirrhotics  with  splenomegaly.  Anti- 
ypertensive  effects  may  be  enhanced  in  post- 
rmpathectomy  patients.  The  following  may 
ccur:  hyperuricemia  and  gout,  reversible 
itrogen  retention,  decreasing  alkali  reserve 
ith  possible  metabolic  acidosis,  hvpergly- 
:mia  and  glycosuria  (diabetic  insulin  require- 
lents  may  be  altered),  digitalis  intoxication  (in 
ypokalemia).  Use  cautiously  in  surgical  pa- 
ents.  Concomitant  use  with  antihypertensive 
?ents  may  result  in  an  additive  hypotensive 
feet. 

dverse  Reactions:  Muscle  cramps,  weakness.. 
zziness.  headache,  dry  mouth:  anaphylaxis; 
ish,  urticaria,  photosensitivity,  purpura,  other 
.Tmatological  conditions:  nausea  and  vomiting 
lav  indicate  electrolyte  imbalance),  diarrhea, 
mstipation.  other  gastrointestinal  disturbances, 
arely.  necrotizing  vasculitis,  paresthesias, 
terus.  pancreatitis,  and  xanthopsia  have 
curred  w'ith  thiazides  alone, 
applied:  Bottles  of  100  capsules;  in  Single 
Tit  Packages  of  100  (intended  for  institutional 
e only). 


KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 


DftZIDE 


Each  capsule  contains  50  mg.  of  Dyrenium  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Just  ‘Dyazide’  once  daily  or  twice  daily 
No  inconvenient  potassium  supplements 
Nor  special  K+  rich  diets  needed  as  a rule 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’.  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


<6F  CO. 

irolma.  P.R.  00630 
bsidiary  of 

nthKline  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  P0IASSIUM  LEVELS  UP 


Continuity  of  Care 
in  Municipal 
Hospitals 


Role  for  physician's  associate 


DAVID  W.  WESTRING,  M.D.a 

Brooklyn,  New  York 

ARNOLD  LEWIS,  M.D.b 

Brooklyn,  New  York 

WILLIE  H.  TOLER,  R.P.A.C 

Brooklyn,  New  York 

From  the  Brooklyn-Cumberland  Medical  Center. 
a Director  of  Hematology,  Department  of  Medicine;  and  Assistant 
Professor  of  Medicine,  State  University  of  New  York,  Downstate 
Medical  Center. 

b Director  of  Physician’s  Associate  Program;  and  Long  Island 
University. 

c Department  of  Pathology. 

In  the  management  of  patients  with  multisys- 
temic  disease,  the  physician  frequently  acts  as  a 
coordinator  of  services.  He  seeks  consultation 
with  specialists,  requests  personal  considerations 
for  his  patients  from  employers  or  teachers,  and 
advises  vacations,  home  nursing  care,  or  better  cli- 
mate. He  counsels,  consoles,  and  sometimes 
scolds  his  patients,  and  he  provides  emotional  and 
psychological  support  to  the  patients  and  their 
families  during  protracted  or  severe  illnesses. 

Although  many  or  all  of  these  services  are  of- 
fered to  patients  in  municipal  hospitals,  there  is 
rarely  a physician  assigned  whose  job  it  is  to  assure 
their  proper  application,  much  less  establish  the 
interpersonal  relationships  that  make  them  effec- 
tive. Thus,  long-term  management  of  a chronic 
disease  rarely  falls  to  a single  physician  in  city  hos- 
pitals. 

Most  municipal  hospitals,  whether  or  not  affili- 
ated with  a medical  school,  structure  the  profes- 
sional staff  on  a broad  base  of  house  officers  who 
assume  a complex  role  of  student,  teacher,  and 
provider  of  services.  Full-time  and  visiting  staff, 
on  the  other  hand,  provide  teaching,  administra- 

Presented  in  part  at  the  84th  Annual  Meeting  of  the  Associa- 
tion of  American  Medical  Colleges,  Washington,  D.C.,  No- 
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TABLE  I.  Estimated  hours  of  patient  care  by  professional 
staff  in  department  of  medicine 


Rank 

N um- 
ber 

Usual 

Duration 

of 

Clinical 

Assign- 

ments 

Attrition 

Rate 

Estimated 
Hours  of 
Patient 
Care  Per 
Week 

Staff  physicians 

126 

3 months 

Very  low 

10 

Chief  residents 

2 

6 months 

High 

20 

Second-year 

residents 

10 

3 months 

High 

65 

First-year 

residents 

12 

3 months 

High 

85 

Interns 

19 

3 months 

High 

80 

Senior  medical 
students 

30 

6 weeks 

Very  high 

50 

tive,  and  supervisory  responsibilities.  Table  I lists 
the  estimated  hours  of  direct  patient  contact  in 
the  wards  and  clinics  by  professional  staff  in  the 
department  of  medicine  at  Cumberland  Hospital, 
a municipal  hospital  in  Brooklyn,  New  York.  As- 
signment to  a ward  or  to  a clinic  is  for  three 
months  at  most  levels.  Attrition  refers  to  the  time 
each  physician  serves  at  the  medical  center  in  one 
category.  In  the  case  of  attending  physicians,  this 
may  be  ten  or  more  years;  the  house  staff  serves 
for  strictly  limited  periods.  It  is  apparent  from 
this  analysis  that  the  most  experienced  physicians 
are  assigned  the  least  number  of  hours  of  direct 
patient  responsibility;  interns,  residents,  and  stu- 
dents provide  most  of  the  routine  and  urgent  care. 
It  is  equally  clear  that  there  is  little  opportunity 
for  the  development  of  stable,  long-term  physi- 
cian-patient relationships  in  this  system. 

We  have  attempted  to  overcome  this  lack  of 
management  continuity  for  a small  group  of  pa- 
tients by  employing  a P.A.  (physician’s  associate); 
these  are  persons  who  have  been  trained  as  para- 
medical personnel  to  assist  physicians  in  the  care 
of  patients.  Cumberland  Hospital  is  a 350-bed, 
medical  school-affiliated  municipal  hospital, 
where  sickle-cell  anemia  is  found  relatively  fre- 
quently. This  report  describes  our  efforts  in  man- 
aging certain  patients  with  hemoglobinopathic 
conditions  in  and  out  of  the  hospital  through  the 
services  of  a specialty-trained  P.A. 

Sickle  cell  clinic 

Sickle-cell  anemia  is  an  inherited  condition  of 
the  blood  that  may  lead  to  severe  pain  and  crip- 
pling disorders  of  virtually  any  organ  system  in  the 
patient  with  homozygous  disease.  Aside  from 
pain  relief,  there  is  presently  no  effective  therapy. 
The  disease  may  be  prevented  only  through  detec- 
tion and  counseling  of  potential  parents  who  are 
“silent”  carriers  of  the  mutant  gene. 

Although  the  disease  was  described  over  sixty 
years  ago,  and  much  of  the  pathophysiology  of 
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FIGURE  1.  Hospital  and  clinic  visits  of  child  with  sickle-cell  anemia.  Each  vertical  line  represents  one  clinic  visit,  each 
solid  block  a period  of  hospitalization.  (Abbreviations:  E.R.:  emergency  room;  Ped.:  pediatric;  hemat.:  hematology; 
ortho.:  orthopedic). 


sickle  hemoglobin  has  been  defined,  efforts  to  de- 
tect carriers  in  the  population  have  lagged.1-3  A 
sickle-cell  clinic  was  established  at  Cumberland 
Hospital  in  June,  1971,  to  detect,  diagnose,  treat, 
and  counsel  hemoglobinopathic  patients  and  their 
families.4 

Case  report 

The  case  of  a seven-year-old  boy,  diagrammed  in  Fig- 
ure 1,  illustrates  the  difficulties  in  providing  continuity 
of  care  to  some  of  these  patients. 

Initially  seen  in  June,  1968,  the  patient  had  been  ad- 
mitted to  the  hospital  on  five  different  occasions  for  a 
total  of  fifty-six  days,  and  attended  the  emergency  room 
and  five  different  clinics  on  41  occasions.  Admission  to 
the  sickle-cell  clinic  served  to  reduce  the  number  of  phy- 
sicians and  clinics  providing  fragmentary  care,  but  his 
illness  had  not  been  significantly  altered  and  admissions 
occurred  no  less  often.  By  counting  the  signatures  on 
consultation  and  progress  notes  in  his  clinic  and  hospital 
records,  it  was  found  that  41  house  officers  and  8 at- 
tending physicians  had  seen  this  child  in  his  ninety-five 
days  of  physician-patient  contact,  an  average  of  only 
two  contacts  with  each  physician. 

Patient  selection 

A class  A P.A.  was  included  in  the  initial  table  of 
organization  to  provide  examination  and  counsel- 
ing of  large  numbers  of  people  with  sickle-cell  trait 
who  are  clinically  healthy.  As  the  clinic  popula- 
tion increased,  however,  so  did  new  patients  with 


homozygous  disease  and  related  hemoglobin  vari- 
ants that  cause  multisystemic  symptoms.  Be- 
cause of  their  difficulties  in  achieving  coordinated 
care  even  when  attending  the  sickle-cell  clinic,  cer- 
tain of  these  patients  were  selected  for  manage- 
ment by  the  sickle-cell-program  P.A.  Patients 
were  chosen  according  to  the  severity  of  disease, 
frequency  of  symptoms,  the  number  of  organ-sys- 
tems affected,  or,  in  1 or  2 cases,  by  their  emotion- 
al reaction  to  the  disease.  Thus,  most  patients  in 
this  program  have  homozygous  sickle-cell  anemia 
or  an  equally  serious  variant.  One  patient,  how- 
ever, had  sickle-cell  trait  with  frequent  symptoms 
resembling  painful  crises. 

Patient  management 

Selection  of  patients  may  originate  with  the  P.A. 
or  a physician.  On  introduction,  the  P.A.  offers 
his  services,  identifying  himself  as  a physician’s  as- 
sistant. He  records  the  patient’s  medical  history, 
performs  physical  examination,  and  orders  labora- 
tory work-ups.  He  provides  the  patient  with  his 
home  and  hospital  telephone  numbers  and  indi- 
cates he  will  be  available  whenever  symptoms 
occur.  Patients  are  advised  to  attend  the  sickle- 
cell clinic  regularly,  but  when  symptoms  are  severe 
enough  to  warrant  it,  the  P.A.  will  see  them  at 
home,  in  the  clinic,  or  in  the  emergency  room.  No 
candidate  has  rejected  this  arrangement. 

Training  of  the  P.A.  for  this  position  included 
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attending  hematology  teaching  rounds,  answering 
selected  hematology  consultations,  attending  adult 
and  pediatric  hematology  clinics,  and  participating 
in  department  of  medicine  conferences  and  semi- 
nars on  subjects  relating  to  general  medicine,  he- 
matology, and  genetics.  In-service  training  in  ge- 
netic counseling  of  families  with  hemoglobin- 
opathic  conditions  was  provided  by  staff  hema- 
tologists. 

Following  is  a summary  of  the  responsibilities  of 
the  P.A.  to  his  sickle-cell  anemia  patients. 

1.  Performs  initial  chart  review,  history,  physical 

examination,  and  laboratory  studies. 

2.  Arranges  regular  and  emergency  sickle-cell  clinic 

visits. 

3.  Refers  to  specialty  clinics. 

4.  Provides  telephone  advice  to  patient. 

5.  Provides  environmental  and  social  assistance. 

6.  Provides  emergency  care,  house  call  or  emergen- 
cy room. 

7.  Coordinates  hospitalization  service. 

8.  Examines  and  counsels  family  members. 

9.  Assists  in  obtaining  educational  and  job  services. 

10.  Provides  emotional  support. 

House  calls  and  emergency-room  contact  are 
provided  when  the  P.A.  judges  these  modalities  to 
be  proper.  When  the  patient  is  hospitalized,  the 
P.A.  advises  the  laboratory  so  that  requests  for  he- 
moglobin electrophoresis  and  other  diagnostic 
tests  are  not  duplicated,  but,  rather,  are  reported 
to  the  physician  from  existing  records.  When  in- 
dicated, he  contacts  other  hospitals  for  pertinent 
data. 

A sickle-cell  registry  is  maintained  for  patients 
referred  to  the  hematology  service  and  sickle-cell 
program.  At  this  time,  160  patients  with  homozy- 
gous-S  disease  or  other  hemoglobinopathies  of 
clinical  importance  have  applied  at  the  clinic  reg- 
istry; of  these,  40  have  been  invited  to  participate 
in  the  program.  Approximately  10  make  regular 
contact  with  the  P.A.  in  the  clinic  and  by  phone, 
accounting  for  about  twenty  hours  per  week  of  his 
time. 

Although  no  measurable  index  of  services  has 
emerged,  patient  acceptance  of  this  program  has 
been  gratifying.  House  and  attending  staff  have 
recognized  the  simplification  of  their  responsibili- 


ties to  the  patient  and  his  family.  We  have  seen 
no  resentment  toward  the  P.A.  from  hospital  per- 
sonnel. Indeed,  he  is  often  the  first  one  called  to 
see  sickle-cell  patients  in  the  emergency  room, 
where  he  is  well  known,  and  his  recommendations 
have  been  appreciated  and  respected  in  virtually 
every  case. 

Conclusions 

Many  patients  with  sickle-cell  anemia  require 
constant  and  special  medical  attention,  not  avail- 
able at  most  municipal  hospitals.  A program 
employing  a P.A.  was  implemented  to  coordinate 
available  services,  to  provide  constant  and  undu- 
plicated effort  toward  maintaining  relative  health 
stability,  and  to  reduce  periods  of  hospitalization 
in  certain  patients  with  sickle-cell  anemia. 

It  is  believed  that  these  efforts  have  been  re- 
warding. This  highly  specialized  program  is 
chronicled  here  because  we  believe  it  is  adaptable 
to  many  other  areas  of  medical  care.  For  example, 
patients  with  malignant  conditions  undergoing  co- 
operative therapy  programs  by  protocol  seem  ide- 
ally suited  for  this  type  of  long-term  and  meticu- 
lous supervision.  Selected  patients  with  renal  dis- 
ease, heart  disease,  arthritis,  or  with  orthopedic, 
emotional,  or  other  disabling  handicaps  might 
benefit  from  long-term,  coordinated  services  by  a 
P.A.  when  followed  in  a municipal  hospital  setting. 

A second  P.A.  was  recently  hired  for  the  sickle- 
cell clinic;  her  responsibilities  will  be  expanded  to 
include  hypertension  and  other  diseases  of  equal 
impact  on  the  community  served  by  this  medical 
center. 

Brooklyn-Cumberland  Medical  Center 
121  DeKalb  Avenue 
Brooklyn,  New  York  11201 
(DR.  WESTRING) 
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monoamine  oxidase  inhibiting  compounds  is 
contraindicated  Hyperpyretic  crises  or  severe 
convulsive  seizures  may  occur  in  patients  re- 
ceiving such  combinations.  The  potentiation 
of  adverse  effects  can  be  serious,  or  even 
fatal  When  it  is  desired  to  substitute  Tofranil, 
brand  of  imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as 
long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days. 
Initial  dosage  should  be  low  and  increases 
should  be  gradual  and  cautiously  prescribed. 
The  drug  is  contraindicated  during  the  acute 
recovery  period  after  a myocardial  infarction 
Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug  The 
possibility  of  cross-sensitivity  to  other  dibenz- 
azepine  compounds  should  be  kept  in  mind 
Warnings:  Usage  in  Pregnancy : Safe  use  of 
imipramine  during  pregnancy  and  lactation 
has  not  been  established;  therefore,  in  admin- 
istering the  drug  to  pregnant  patients,  nursing 
mothers,  or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards.  Animal  repro- 
duction studies  have  yielded  inconclusive 
results-  There  have  been  clinical  reports  of 
congenital  malformation  associated  with  the 
use  ofthisdrug,  butacausal  relationship  has 
not  been  confirmed 

Extreme  caution  should  be  used  when  this 
drug  is  given  to: 

— patients  with  cardiovascular  disease  be- 
cause of  the  possibility  of  conduction  de- 
fects. arrhythmias,  myocardial  infarction, 
strokes  and  tachycardia, 

— patients  with  increased  intraocular  pres- 
sure, history  of  urinary  retention,  or  history 
of  narrow-angle  glaucoma  because  of  the 
drug's  anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid 
medication  because  of  the  possibility  of 
cardiovascular  toxicity, 

— patients  with  a history  of  seizure  disorder 
because  this  drug  has  been  shown  to  lower 
the  seizure  threshold, 

— patients  receiving  guanethidine  or  similar 
agents  since  imipramine  may  block  the 
pharmacologic  effects  of  these  drugs 

Usage  in  Children  Pending  evaluation  of  re- 
sults from  clinical  trials  in  children,  Tofranil, 
brand  of  imipramine  hydrochloride,  is  not 
recommended  for  treatment  of  depression  in 
patients  under  twelve  years  of  age 
Tofranil-PM,  brand  of  imipramine  pamoate, 
should  not  beused  in  children  of  any  age 
because  of  the  increased  potential  for  acute 
overdosage  due  to  the  high  unit  potency 
(75  mg  , 1 00  mg  1 25  mg  and  1 50  mg  ) Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75  mg  , 1 00  mg  , 1 25  mg  or  1 50  mg 
imipramine  hydrochloride. 

Since  imipramine  may  impairthe  mental  and/ 
or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks,  such  as 
operating  an  automobile  or  machinery,  the 


patient  should  be  cautioned  accordingly. 
Precautions:  It  should  be  kept  in  mind  that 
the  possibility  of  suicide  in  seriously  de- 
pressed patients  is  inherent  in  the  illness  and 
may  persist  until  significant  remission  occurs 
Such  patients  should  be  carefully  supervised 
during  the  early  phase  of  treatment  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
and  may  require  hospitalization.  Prescriptions 
should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur, 
particularly  in  patients  with  cyclic  disorders 
Such  reactions  may  necessitate  discontinu- 
ation of  the  drug.  If  needed,  Tofranil,  brand  of 
imipramine  hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes  are  re- 
lieved Administration  of  a tranquilizer  may  be 
useful  in  controlling  such  episodes 
Prior  to  elective  surgery,  imipramine  hydro- 
chloride should  be  discontinued  for  as  long  as 
the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  and 
may  require  reduction  of  dosage  and  the  addi- 
tion of  a phenothiazine 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents)  in  addition,  the 
atropine-like  effects  may  become  more  pro- 
nounced (e  g , paralytic  ileus).  Close  super- 
vision and  careful  adjustment  of  dosage  is 
required  when  this  drug  is  administered  con- 
comitantly with  anticholinergic  or  sympatho- 
mimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decon- 
gestants and  local  anesthetics,  which  contain 
any  sympathomimetic  amine  (e  g , adrenalin, 
noradrenalin),  since  it  has  been  reported  that 
tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 
Patients  should  be  warned  that  the  concomi- 
tant use  of  alcoholic  beverages  may  be 
associated  with  exaggerated  effects. 

Both  elevation  and  lowering  of  blood  sugar 
levels  have  been  reported 
Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  haz- 
ards; such  treatment  should  be  limited  to 
those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing 
which  follows  includes  a few  adverse  reac- 
tions which  have  not  been  reported  with  this 
specific  drug,  the  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered 
when  imipramine  is  administered 
Cardiovascular:  Hypotension,  hypertension, 
tachycardia,  palpitation,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke,  falls 
Psychiatric  Confusional  states  (especially  in 
the  elderly)  with  hallucinations,  disorienta- 
tion, delusions;  anxiety,  restlessness,  agita- 
tion, insomnia  and  nightmares,  hypomania, 
exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthe- 
sias of  extremities;  incoordination,  ataxia, 
tremors;  peripheral  neuropathy;  extrapyram- 
idal  symptoms,  seizures,  alterations  in  EEG 
patterns,  tinnitus 

Anticholinergic  Dry  mouth,  and,  rarely,  asso- 
ciated sublingual  adenitis,  blurred  vision,  dis- 
turbances of  accommodation,  mydriasis,  con- 
stipation, paralytic  ileus,  urinary  retention, 
delayed  micturition,  dilation  of  the  urinary  tract 


Allergic:  Skin  rash,  petechiae.  urticaria,  itch- 
ing, photosensitization  (avoid  excessive  expo- 
sure to  sunlight);  edema  (general  or  of  face 
and  tongue),  drug  fever,  cross-sensitivity  with 
desipramine 

Hematologic:  Bone  marrow  depression  includ- 
ing agranulocytosis;  eosinophilia.  purpura; 
thrombocytopenia  Leukocyte  and  differential 
counts  should  be  performed  in  any  patient 
who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if 
there  is  evidence  of  pathological  neutrophil 
depression 

Gastrointestinal:  Nausea  and  vomiting,  ano- 
rexia. epigastric  distress,  diarrhea,  peculiar 
taste,  stomatitis,  abdominal  cramps,  black 
tongue 

Endocrine:  Gynecomastia  in  the  male,  breast 
enlargement  and  galactorrhea  in  the  female, 
increased  or  decreased  libido,  impotence; 
testicular  swelling,  elevation  or  depression  of 
blood  sugar  levels 

Other:  Jaundice  (simulating  obstructive); 
altered  liver  function,  weight  gain  or  loss, 
perspiration,  flushing,  urinary  frequency; 
drowsiness,  dizziness,  weakness  and  fatigue; 
headache;  parotid  swelling,  alopecia 
Withdrawal  Symptoms : Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment 
after  prolonged  therapy  may  produce  nausea, 
headache  and  malaise 

Dosage  and  Administration:  Lower  dosages 
are  recommended  for  elderly  patients  and 
adolescents  Lower  dosages  are  also  recom- 
mended for  outpatients  as  compared  to  hos- 
pitalized patients  who  will  be  under  close 
supervision  Dosage  should  be  initiated  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
at  a low  level  and  increased  gradually,  noting 
carefully  the  clinical  response  and  any  evi- 
dence of  intolerance  Following  remission, 
maintenance  medication  may  be  required  for 
a longer  period  of  time,  at  the  lowest  dose 
that  will  maintain  remission 
Once-a-day  maintenance  dosage  can  be  pro- 
vided with  Tofranil-PM  brand  of  imipramine 
pamoate,  capsules  if  this  dosage  has  been 
established  as  explained  above  This  dose 
may  be  given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and  insom-  I 
nia  with  this  dosage  regimen,  the  capsules 
may  be  given  in  the  morning 
Parenteral  administration  should  be  used 
only  for  starting  therapy  in  patients  unable  or 
unwilling  to  use  oral  medication  The  oral 
form  should  supplant  the  iniectable  as  soon 
as  possible 

How  Supplied:  Tofranil,  brand  of  imipramine 
hydrochloride:  Round  tablets  of  25  and 
50  mg  .triangular  tablets  of  1 0 mg  , and  am- 
puls, each  containing  25  mg  in  2 cc  for  I M 
administration. 

Tofranil-PM,  brand  of  imipramine  pamoate 
Capsules  of  75,  100,  1 25  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equiva 
lent  to  75.  100,  1 25  or  1 50  mg  of  imipramine 
hydrochloride  ) (B)  98-1  46-850-P  (2/7 

For  complete  details,  including  dosage  and 
administration,  please  refer  to  the  full  pre- 
scribing information. 
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There  are  compelling  reasons  to  promote  the 
use  of  anesthesia  and  surgery  for  minor  procedures 
on  an  outpatient  basis. 

First  and  foremost,  in  the  case  of  minor  proce- 
dures of  short  duration,  overnight  hospitalization 
usually  is  totally  unnecessary.  Second,  vitally 
needed  hospital  beds  may  be  made  available  for 
the  seriously  ill.  The  Folsom  Committee  recom- 
mended “a  broader  spectrum  of  diagnostic  and 
nonhospitalized  patients.  Such  ambulatory  ser- 
vices would  minimize  hospital  bed  utilization.”1 
Third,  control  of  spiraling  costs  must  be  consid- 
ered. Our  total  hospital  charge  for  many  minor 
procedures  when  performed  in  the  outpatient  fa- 
cility is  $25.  This  fee  does  not  include  laboratory 
or  x-ray  charges.  The  hospital  cost  is  decreased 
by  as  much  as  $150  per  case.  For  example,  in  cer- 
tain surgical  cases,  physical  arrangements  and 
scheduling  of  hospital  facilities  now'  permit  pa- 
tients to  enter  the  hospital  in  the  morning,  have 
their  operation  before  noon,  and  be  home  by  night. 

There  is  a fourth  and  very  important  advantage 
to  the  patient  himself.  Just  as  unnecessary  hospi- 
talization is  avoided,  so  unnecessary  overanesthe- 
tization is  minimized.  Overpremedication  w'ith 
attendant  hypotension,  respiratory  depressions, 
and  nausea  and  vomiting  are  avoided.  Deep  anes- 
thesia with  the  hazards  of  hypotension  and  pro- 
longed recovery  is  avoided.  Excessive  postopera- 
tive sedation  is  eliminated.  Only  light-plane  gen- 
eral anesthesia  is  used.  I suggest  that  in  addition 
to  the  other  desirable  considerations  listed,  the  pa- 
tient’s clinical  course  is  much  improved. 


The  Journal  of  the  American  Medical  Associa- 
tion commented  in  an  editorial  on  the  subject  of 
outpatient  herniorrhaphy  for  infants,  “Hospitali- 
zation of  small  children  still  leads  to  undesirable 
emotional  trauma,  in  large  part  the  result  of  sepa- 
ration from  the  mother.  Hospitalization  still 
leads  to  cross  infection;  this  can  be  documented  if 
one  takes  the  trouble  to  look  for  nuisance  colds 
and  diarrhea  which  appear  after  hospitalized  in- 
fants go  home.”2  A hospitalized  child  may  come 
in  contact  with  as  many  as  27  people.  The  editori- 
al continues:  “Hospitalization  costs  mount  almost 
logarithmically  year  by  year.  ...  It  is  indeed  quite 
possible  to  operate  on  selected  infants  in  a hospital 
without  keeping  them  there.”2 

A hospital-based  facility  for  ambulatory  surgical 
patients  offers  substantial  advantages  over  a so- 
called  free-standing  surgical  center.  A wide  spec- 
trum of  backup  supportive  facilities  of  the  parent 
hospital  stands  readily  available  for  the  unusual, 
unexpected  complication  of  the  simple  procedure. 

Facilities  and  procedures 

Such  standby  facilities  include:  (1)  available 

overnight  bed  space;  (2)  blood  transfusion  facili- 
ties; (3)  major  surgical  care  facilities  (for  example, 
a perforated  uterus  during  a curettage);  and  (4) 
major  resuscitation  facilities  for  cardiopulmonary 
care. 

Certain  common  operative  procedures  of  a 
minor  nature  may  be  carried  out  in  a hospital  out- 
patient facility  that  would  not  be  feasible  to  per- 
form in  a free-standing  surgical  clinic.  For  exam- 
ple, since  1947  over  20,000  adenotonsillectomies 
have  been  performed  in  our  hospital  on  an  eight- 
hour  hospital  stay  program.  About  1 per  cent  of 
these  patients  remain  overnight  because  of  compli- 
cations such  as  postoperative  bleeding  or  fever. 
Yet  no  one  can  predict  which  specific  one  in  the 
hundred  will  be  the  one  to  require  overnight  sur- 
veillance. These  children  are  operated  on  be- 
tween 8:00  A.M.  and  10:00  A.M.  and  are  dis- 
charged at  4:00  P.M.  All  adenotonsillectomies  are 
performed  under  oral  endotracheal  anesthesia. 
Since  1958,  the  anesthetic  of  choice  has  been  ni- 
trous oxide-halothane.  Meticulous  attention  is 
•paid  to  any  bleeding  spot  in  the  tonsillar  or  ade- 
noid bed. 

All  bleeding  is  completely  controlled  before  the 
patient  is  awakened  from  anesthesia. 

During  the  years  from  1968  through  1972,  an  av- 
erage of  10  patients  per  year  would  remain  over- 
night in  the  hospital  the  night  of  surgery.  There 
were  several  reasons  why  these  few  patients  were 
not  discharged  within  the  usual  eight-hour  period. 
One  reason  is  an  elevation  of  temperature  at  4:00 
P.M.  Also,  once  or  twice  a year  it  would  be  neces- 
sary during  surgery  to  insert  an  adenoid  pack  for 
twenty-four  hours.  Finally,  those  children  who 
live  over  forty-five  minutes’  driving  time  from  the 
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TABLE  I.  Outpatient  minor  surgery  under  general 
anesthesia;  five-year  review  of  adenotonslllectomles— 
eight-hour  hospital  stay 


Year 

Total 

Number 

Performed 

Number 

Re- 

mained 

Over- 

night 

Re- 

admitted 

Within 

Twenty- 

four 

Hours 

Re- 

admitted 

After 

Twenty- 

four 

Hours 

1968 

776 

8 

0 

2 

1969 

857 

10 

1 

1 

1970 

836 

9 

0 

2 

1971 

— 848 

11 

1 

4 

1972 

795 

8 

1 

2 

Totals 

4,112 

46 

3 

11 

hospital  would  usually  remain  overnight  in  the 
hospital  (Table  I). 

During  the  five  years  from  1968  through  1972, 
only  3 out  of  4,112  patients  were  readmitted  with- 
in twenty-four  hours  of  discharge  from  our  hospb 
tal.  The  remaining  11  readmissions  ranged  from 
the  second  to  the  sixth  postoperative  days. 

A similar  situation  exists  with  the  breast-tumor 
patient  scheduled  for  biopsy  and  possible  radical 
mastectomy.  With  the  backup  facilities  of  the 
hospital  one  may  prepare  for  either  a four-hour 
hospital  stay  or  a radical  mastectomy.  On  occa- 
sion, patients  in  our  community  have  been  faced 
with  a pending  table  diagnosis  to  rule  out  carcino- 
ma and  have  been  confronted  with  a six-week 
waiting  period  for  a hospital  bed.  Such  situations 
have  resulted  in  hysteria  and  panic  for  the  in- 
volved family. 

Successful  outpatient  minor  surgery  is  based  on 
two  well-tested  premises.  Premise  1:  A large  va- 
riety of  minor  surgical  procedures,  either  emergen- 
cy or  elective,  do  not  require  overnight  postsurgi- 
cal  care  and  observation.  Premise  2:  It  is  rarely 
necessary  for  such  a patient  to  remain  overnight  in 
a hospital  solely  for  postanesthesia  care  and  obser- 
vation. Although  these  basic  premises  are  vigor- 
ously contested  by  some,  our  experience  over 
twenty-eight  years  with  40,000  cases  fully  supports 
them. 

For  these  reasons,  many  minor  surgery  cases  are 
handled  on  an  intraday  hospital  stay.  Currently 
about  2,000  cases  are  processed  annually  in  our 
hospital  on  ambulatory  basis  (Table  II).  By  this 
means,  at  least  10  beds  are  made  available  each 
day  in  this  hospital.  The  total  number  of  surgical 
anesthetics  performed  by  the  department  of  anes- 
thesia in  1972  totalled  5,277.  Outpatient  anes- 
thetics totalled  2,122  or  40.21  per  cent  of  the  vol- 
ume. 

The  cost  of  medical  care  is  drastically  reduced. 
For  example,  when  a myringotomy  is  performed 
on  a child  as  an  outpatient,  the  total  hospital 
charge  equals  $30.  This  charge  includes  laborato- 
ry fees  for  hemoglobin  and  urinalysis,  drug  charg- 
es, and  the  myringotomy  tubes.  The  same  proce- 


dure when  performed  on  an  inpatient  will  total  a 
minimum  of  $150. 

Patients  are  discharged  from  the  hospital  from 
within  thirty  minutes  to  eight  hours  following  the 
completion  of  the  surgical  procedure  (Table  II). 

The  duration  of  postoperative  stay  in  the  hospi- 
tal relates  not  only  to  the  surgical  procedure,  but 
also  to  the  type  of  anesthesia  used.  The  use  of  in- 
halation anesthesia,  such  as  halothane-nitrous 
oxide,  permits  the  most  rapid  recovery  time  and 
earlier  release  from  the  hospital.  Atropine  is  the 
sole  premedication. 

It  is  also  important  to  provide,  in  certain  cases, 
for  adequate  postoperative  analgesia  after  release 
from  the  hospital.  The  oral  use  of  meperidine  hy- 
drochloride (Demerol),  or  aspirin-codeine  combi- 
nations is  recommended.  Sometimes  regional 
block  with  long-acting  anesthetics  is  valuable. 

The  hospital  facilities  used  include: 

Main  operating  room  (for  maximum  sterile  technic; 

most  expensive,  regular  operating  room  rates) 

Procedures  here  include: 

1.  Tonsillectomy  and  adenoidectomy 

2.  Dilatation  and  curettage  (induced  abortions) 

3.  Vasectomies 

4.  Hernias  in  children 

5.  Excision  of  cysts,  lipomas,  ganglions  of  ex- 
tremities 

6.  Management  of  uncomplicated  fractures  re- 
quiring aseptic  pin  insertion  or  removal 

The  cystoscopy  room  (for  cystoscopy  or  related 

studies) 

Special  unit  in  outpatient  department  (usual  hospi- 
tal charge  of  $25.) 

Procedures  here  are  relatively  simple,  not  requiring 


major  surgery  facility: 

1.  Fundoscopic  examination  of  eye 

2.  Tension  measurement  in  children 

3.  Tear  duct  probing  excision  of  chalazion 

4.  Reduction  of  nasal  fractures 

5.  Removal  of  foreign  bodies  from  ear  or  nose 

6.  Myringotomy  with  tube  insertion 

7.  Pelvic  examination  under  anesthesia 


8.  Closed  reduction  fractures  and  dislocations 

9.  Change  of  case  in  infants 

10.  Incision  and  drainage  of  abscesses  of  pilo- 
nidal, perianal,  sebaceous  glands  (It  is  im- 
portant to  note  that  these  infected  cases 
never  get  into  the  main  hospital  area  for 
possible  dissemination  of  their  infection 
throughout  the  hospital.) 

11.  Extraction  of  teeth  (dental  caries  repair) 

12.  Diagnostic  lumbar  puncture  performed 
under  mild  analgesia 

As  a general  guide,  any  surgical  procedure  will  j 
be  cared  for  on  an  outpatient  basis  if  the  patient's  , 
condition  will  not  require  overnight  care  and  ob-  j 
servation. 

Anesthetic  management 

The  American  College  of  Surgeons  has  stated 


438  New  York  State  Journal  of  Medicine  / February  1975 


TABLE  II.  Outpatient  minor  surgery  under  general  anesthesia— five-year  review 


Procedure 

1968 

Number  of  Cases 
1969  1970  1971 

1972 

Average  Postoperative 
Stay  in  Hospital 

Ophthalmological 

Kundoscopic  examination  in  children 

0 

0 

0 

6 

8 

L hirty  minutes 

Tension  measurement  in  children 

0 

0 

0 

4 

4 

Thirty  minutes 

Tear  duct  probing 

6 

7 

9 

15 

18 

Thirty  minutes 

Excision  of  chalazion 
Eye  muscle  resection 

Cataracts  performed  as  outpatients  under 

3 

3 5 9 

(started  in  1973) 
(started  in  1973) 

9 

Thirty  to  sixty  minutes 

Two  hours 

Two  to  four  hours 

regional  block  plus  sedation 
Ear,  nose  and  throat 

Adenotonsillectomy 

776 

857 

836 

848 

795 

Eight  hours  to  monitor 
bleeding 

Myringotomy  with  tube  insertion 

60 

65 

55 

60 

75 

Thirty  minutes 

Reduction  of  nasal  fracture 

Laryngoscopy  with  vocal  cord  polyp  removal 

30 

40  36 

(started  in  ] 

46 

1973) 

40 

One  hour 

One  to  two  hours 

Removal  of  foreign  body  in  ear  or  nose  of  child 

3 

3 

2 

2 

1 

Thirty  minutes 

Urology  and  gynecology 

Cystoscopy 

74 

75 

75 

100 

106 

One  to  two  hours 

Vasectomy 

0 

0 

100 

250 

275 

One  to  two  hours 

Circumcision  in  babies 

2 

2 

1 

1 

2 

One  hour  to  monitor 
bleeding 

Meatotomv 

1 

0 

1 

2 

2 

One  hour 

Second-stage  orchiopexy 

6 

6 

8 

7 

8 

One  hour 

Needle  biopsy  prostate 

4 

3 

5 

4 

4 

One  to  two  hours 

Diagnostic  dilatation  and  curettage 

2 

75 

100 

150 

140 

One  to  two  hours 

Induced  abortion 

0 

0 

0 

55 

45 

Four  hours  to  monitor 
bleeding 

Pelvic  examination 

1 

1 

0 

0 

1 

One  hour 

Bartholin’s  abscess  drainage 

7 

10 

10 

8 

10 

One  to  two  hours 

Orthopedic 

Uncomplicated  fracture  for  closed  reduction  or 

97 

114 

150 

140 

136 

One  to  two  hours 

aseptic  pin  insertion  or  removal 

Dislocated  shoulder  or  elbow 

3 

2 

2 

3 

2 

One  hour 

Change  of  body  cast  (infants) 

3 

3 

5 

2 

3 

Thirty  minutes 

Carpal  tunnel  syndrome 

0 

0 

2 

3 

9 

One  to  two  hours 

General  surgery 

Inguinal  hernia  in  children 

4 

3 

3 

5 

4 

Four  hours 

Repair  lacerations 

30 

27 

47 

22 

40 

One  to  two  hours 

Superficial  cysts,  lipomas,  ganglions 

24 

30 

32 

35 

35 

One  to  two  hours 

Incision  and  drainage  of  abscesses  (pilonidal, 

24 

27 

42 

40 

40 

One  to  two  hours 

perianal,  cervical) 

Breast  biopsy 

0 

0 

4 

6 

6 

One  to  two  hours 

Cyrohemorrhoidectomy 

0 

0 

0 

0 

20 

One  to  two  hours 

Multiple  warts  electrocautery 

0 

0 

0 

0 

40 

One  hour 

Dental 

Extraction  of  teeth 

70 

64 

84 

78 

80 

One  to  two  hours 

Dental  caries  repair 

102 

100 

140 

136 

160 

One  to  two  hours 

Minor  intra-oral  surgery 

2 

2 

2 

4 

4 

One  to  two  hours 

Totals 

1,334 

1,529 

1,756 

2,041 

2,122 

that  “as  a rule,  patients  requiring  general  anesthe- 
sia should  be  admitted  and  treated  in  the  hospital 
operating  suite.”3  We  respectfully  suggest  that 
this  group  would  change  its  point  of  view,  were  it 
to  study  our  program  and  our  results.  Individual 
management  varies  from  case  to  case.  The  elec- 
tive, surgically  clean,  minor  procedure  may  be  per- 
formed best,  for  the  outpatient,  in  the  regular  sur- 
gical suite.  This  decision  may  be  necessary  to 
achieve  optimum  aseptic  technique.  On  the  other 
hand,  incision  and  drainage  of  an  abscess  may  be 
done  preferably  in  the  outpatient  area. 

Proper  facilities  allow  for  equally  good  and  safe 
anesthesia  in  the  outpatient  suite  as  for  regular 
surgery.  General  anesthesia  is  potentially  hazard- 


ous at  all  times  and  in  any  situation,  be  it  in  main 
surgery  or  in  outpatient  surgery.  The  hazards  are 
related  to  three  main  aspects: 

Surgical  procedure.  We  are  concerned  here 
with  minor  surgical  procedures  of  short  duration 
which  of  themselves  do  not  constitute  a hazard  to 
the  patient. 

Patient’s  condition.  Patients  should  be  care- 
fully surveyed  and  screened.  The  vast  majority  of 
patients  are  handled  readily,  but  some  must  be  ei- 
ther rejected  or  handled  in  a special  manner.  The 
pertinent  history  and  physical  findings  must  be 
carefully  reviewed.  Laboratory  studies  should  be 
obtained  to  better  appraise  such  problems  as  ane- 
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mia  or  diabetes.  Every  diagnostic  facility,  such  as 
electrocardiograph  tracings  or  chest  x-ray  films 
should  be  readily  utilized  as  part  of  outpatient 
studies.  The  elective  cases  with  food  in  the  stom- 
ach should  be  given  a reappointment.  Patients 
with  respiratory  problems  such  as  asthma  or  em- 
physema must  be  individually  handled.  A patient 
with  suspicion  or  evidence  of  coronary  insufficien- 
cy must  be  carefully  evaluated.  Any  evidence  of 
apparent  debility  calls  for  further  study.  On  one 
occasion,  in  an  ambulatory  individual,  leukemia 
was  discovered  with  a red  blood  count  of  1 million 
red  cells  per  cubic  centimeter.  Some  mildly  dia- 
betic patients  may  be  managed  on  an  ambulatory 
basis.  Our  anesthetic  management  is  such  that 
usually  these  patients  are  able  to  drink  and  retain 
orange  juice  within  thirty  minutes  after  anesthe- 
sia. The  prolonged  use  of  corticosteroids  must  be 
carefully  evaluated. 

Anesthetic  management.  Narcotics  should  be 
omitted  preoperatively  and  postoperatively  be- 
cause of  the  long  duration  of  action  and  the  ten- 
dency to  produce  hypotension,  vertigo,  and  faint- 
ing, as  well  as  nausea  and  vomiting.  Patients  are 
so  handled  that  they  readily  react  on  the  cessation 
of  anesthesia.  Postoperative  nausea  is  seldom 
seen.  Early  ambulation  is  facilitated  by  avoidance 
of  any  preoperative  or  postoperative  sedation. 

The  patient  should  not  be  allowed  to  leave  the 
hospital  until  he  has  demonstrated  his  ability  to 
walk  without  difficulty.  All  patients  should  be  ac- 
companied by  a responsible  relative  or  friend  to 
escort  them  home.  Patients  should  be  cautioned 
not  to  drive  a car.  Patients  must  be  forewarned 
that  it  may  be  necessary  to  remain  in  the  hospital 
for  several  hours  postoperatively. 

There  is  no  compromise  in  the  standards  of  an- 
esthesia care  for  the  outpatient.  Proper  facilities 
and  personnel  provide  the  same  anesthesia  stan- 
dards for  the  outpatient  as  for  the  inpatient. 

Each  anesthetizing  area  is  provided  with  ade- 
quate anesthesia  equipment,  wall  suction,  moni- 
toring and  resuscitation  facilities,  and  a postan- 
esthesia observation  area. 

General  anesthesia  is  used  in  the  great  majority 
of  cases.  Anesthetic  agents  include  intravenous 
barbiturates,  nitrous  oxide,  and  halothane.  The 
nasal  pharyngeal  airway  is  a frequent  alternative 
to  intratracheal  intubation.  Simple  regional  block 
techniques  for  the  hand,  the  face,  and  other  areas 
are  used  on  occasion.  The  longest  postoperative 
stay  relates  to  the  post-tonsillectomy  child.  Our 
record  of  20,000  such  tonsillectomies  and  ade- 
noidectomies  handled  on  an  eight-hour  stay  dur- 
ing the  past  twenty-five  years  has  been  successful 
primarily  because  of  meticulous  hemostasis  on  the 
part  of  the  operating  surgeon.  The  other  cases 
listed  are  discharged  from  the  hospital  usually 
from  thirty  minutes  to  four  hours  postoperatively 


(Table  II).  The  only  premedication  used  is  intra- 
venous atropine.  It  is  also  essential  that  minimal 
postoperative  sedation  is  used. 

Patients  must  arrive  two  hours  early  for  indicat- 
ed laboratory  tests  and  physical  examinations. 
Laboratory  tests  may  be  only  a hematocrit  and 
urinalysis,  but  should  any  further  studies  be  need- 
ed, such  as  chest  x-rays,  cardiogram,  or  even  de- 
tailed liver  function  studies,  the  services  are  avail- 
able. A complete  history  and  physical  examina- 
tion by  the  attending  physician  should  be  taken. 
Printed  instruction  sheets  are  distributed  to  the 
offices  of  our  physicians.  These  instructions  in- 
clude the  following:  (1)  nothing  by  mouth  for  the 
patient  since  the  previous  midnight;  (2)  each  pa- 
tient be  accompanied  by  a responsible  adult;  (3) 
fresh  specimen  of  urine  in  a clean  bottle  brought 
to  the  hospital  two  hours  in  advance;  and  (4)  fail- 
ure to  comply  with  these  indstructions  necessi- 
tates cancellation  of  surgery. 

Reluctance  to  embark  on  a program  of  general 
anesthesia  for  the  ambulatory  surgery  patient  re- 
lates primarily  to  two  potential  hazards:  (1)  Gen- 
eral anesthesia  should  be  avoided  for  the  patient 
who  comes  to  the  hospital  with  food  in  his  stom- 
ach; and  (2)  each  patient  should  be  adequately 
surveyed  medically. 

When  properly  selected  patients  are  managed 
under  expert  anesthesia,  hospital-based  outpatient 
surgery  has  much  to  recommend  it.  Costly  time- 
consuming  hospitalization  is  eliminated.  Patient 
care  becomes  available  in  the  presence  of  critical 
shortages  of  hospital  beds.  Thus,  the  availability 
of  minor  surgery  care  on  an  outpatient  basis  has 
become  an  urgent  need.  The  definition  of  the 
term  “outpatient”  as  used  throughout  this  discus1 
sion  means  an  individual  who  does  not  remain 
overnight  in  the  hospital. 

Results 

This  program  has  had  a significant  impact  on 
the  long-term  plans  of  our  hospital.  The  need  for 
additional  hospital  beds  has  been  minimized. 
Substantial  expansion  of  our  outpatient  surgical 
facilities  has  become  a high-priority  item. 

In  this  series  of  over  40,000  cases  during  a 
twenty-eight-year  period  there  has  not  occurred  a 
single  death  or  serious  complication.  Presumably 
because  this  series  consists  of  relatively  minor  pro- 
cedures managed  with  minimal  anesthesia  dosage 
in  carefully  screened  patients,  it  has  been  delight- 
fully free  of  major  anesthesia  complications. 
None  of  these  patients  required  subsequent  read- 
mission to  the  hospital  except  for  a few  adeno- 
tonsillectomies  (Table  I). 

Nausea  and  vomiting  were  very  minor  problems, 
especially  since  we  eliminated  cyclopropane  and 
ether  and  all  narcotic  premedication.  No  an- 
tiemetic drugs  were  needed  or  used.  Fortunately, 
there  were  no  cases  of  prolonged  apnea  related  to 
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the  use  of  succinylcholine  and  no  episodes  of  ma- 
lignant hyperpyrexia,  hemorrhage,  or  cardiopul- 
monary collapse.  However,  we  wish  to  emphasize 
the  point  that  had  there  been  such  problems,  the 
supportive  facilities  of  the  hospital  were  immedi- 
ately available. 

Conclusion 

This  program  has  been  a great  economy  and 
convenience  to  the  patient,  the  family,  the  sur- 
geon, and  the  hospital.  Other  outstanding  bene- 
fits include  much  improved  efficiency  in  the  deliv- 
ery of  medical  care,  as  wrell  as  the  increased  avail- 


ability of  medical  care.  Over  a period  of  twenty- 
eight  years  the  number  of  outpatients  managed  as 
described  now  exceeds  40,000. 

1557  Colvin  Boulevard 
Buffalo,  New  York  14223 
(DR.  LIEBERMAN) 
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Prophylactic  cephaloridine  in  the  prevention  of 
postoperative  pelvic  infections  in 
premenopausal  women  undergoing  vaginal 
hysterectomy 

The  results  of  a double-blind  100-patient  prospective 
study  in  premenopausal  women  undergoing  vaginal  hys- 


terectomy, showed  that  patients  receiving  3 Gm.  of  ce- 
phaloridine (Loridine)  prophylactically  on  the  day  of 
surgery,  had  significantly  less  postoperative  morbidity 
than  the  control  group.  This  finding  directly  related  to 
the  significantly  decreased  incidence  of  postoperative 
pelvic  infections  in  the  antibiotic-treated  group.  Led- 
ger, W.,  et  al. : Am.  J.  Obst.  & Gynec.  115:  766  (Mar. 
15)  i973 
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Cancer  Education 
in  Perspective 

Continuing  challenge* 


DAVID  A.  WOOD,  M.D. 

San  Francisco,  California 

Director  Emeritus,  Cancer  Research  Institute,  and 
Professor  of  Pathology,  Emeritus,  University  of  California 


The  first  annual  conference  of  the  American 
Association  for  Cancer  Education  group  twenty- 
five  years  ago,  as  the  coordinators  of  cancer  teach- 
ing, was  held  at  the  Billings  Memorial  Hospital 
under  the  chairmanship  of  Samuel  C.  Harvey, 
M.D.  At  the  fourth  meeting,  held  in  Cincinnati  in 
1951,  two  years  before  Dr.  Harvey’s  sudden  “on- 
the-job”  death,  Darley1  gave  the  first  Samuel  Har- 
vey Lecture.  Ward  Darley,  M.D.,  medical  educa- 
tor, president  of  the  Association  of  American  Med- 
ical Colleges,  and  vice-president  of  the  University 
of  Colorado,  spoke  on  “Medical  Education:  Re- 

trospect and  Prospect.”  The  timeliness  of  that 
title  becomes  even  more  evident  as  we  speak  about 
Dr.  Harvey.  In  fact,  the  topic  has  been  a recur- 
rent one  for  a quarter  of  a century,  with  only 
minor  variations  in  such  titles  as  “The  Past  and 
the  Future,”  and  one  taken  from  Shakespeare’s 
The  Tempest:  “Whereof  what’s  past  is  prologue; 
what  to  come,  In  yours  and  my  discharge” 
(II, i, 261).  When  relating  the  life  of  Dr.  Harvey  to 
the  history  of  the  association — its  philosophy,  im- 
mediate objectives,  and  ultimate  goals — Shake- 
speare’s words  appear  most  apt. 

Since  the  first  meeting  of  the  association  in 
1948,  there  has  been  concern  with  the  challenge  to 
enhance  cancer  knowledge  within  the  framework 
of  the  medical  school  curriculum.  This  has 
brought  the  members  repeatedly  face  to  face  with 
intra-  and  extramural  forces  with  impact  on  the 
basic  objective  and  on  each  of  them  as  individuals. 
It  is  evident  that  the  members  must  manage  the 
changes  that  grow  out  of  important  trends  and  not 
allow  the  changes  to  manage  them. 

The  lectureship  was  established  as  a living  trib- 

* Samuel  C.  Harvey  Lecture,  American  association  for 
Cancer  Education,  Honolulu,  Hawaii,  November  10,  1971!. 


ute  to  Dr.  Harvey  in  recognition  of  his  many  skills, 
talents,  and  accomplishments.  Not  the  least  of 
these  was  his  pedagogic  philosophy,  which  contrib- 
uted greatly  to  a method  of  medical  education  that 
some  considered  unique,  the  “Yale  System.”2  A 
charcoal  drawing  of  Dr.  Harvey  was  done  by 
Deane  Keller,  in  1952,  one  year  after  21  surgeons 
had  presented  a portrait  of  him  by  the  same  artist 
to  Yale  University.  All  had  served  their  residency 
at  Yale  during  Dr.  Harvey’s  chairmanship  of  the 
department  of  surgery  from  1922  to  1947. 

In  scanning  the  roster  of  the  association’s  mem- 
bers and  past  conference  chairmen,  a number  of 
members  were  found  whose  good  fortune  it  was  to 
have  been  residents  under  or  postdoctoral  trainees 
of  Dr.  Harvey.  Among  them  are  Edwin  Lawrence, 
M.D.,  Edward  T.  Krementz,  M.D.,  Walter  Bur- 
dette, M.D.,  Benjamin  F.  Rush,  Jr.,  M.D.,  and  An- 
drew Mayer,  M.D. 

Background  on  Dr.  Harvey 

Now,  I must  tell  you  a bit  about  Dr.  Harvey  so 
that  his  importance,  not  only  to  us  as  cancer  edu- 
cators but  to  medical  pedagogy  as  a whole,  can  be 
understood.  A native  of  Connecticut,  born  on 
February  12,  1886,  he  received  his  A.B.  degree 
from  Yale  College,  New  Haven,  Connecticut,  in 
1907  and  his  M.D.,  cum  laude,  from  Yale  Universi- 
ty in  1911.  Except  for  absences  for  postgraduate 
training  and  for  service  during  World  War  I,  he 
spent  his  full  and  illustrious  career  at  Yale.  In  the 
interim  period,  he  became  an  Alonzo  Clark  Fellow 
and  an  instructor  in  pathology  at  Columbia  Uni- 
versity under  Prof.  William  G.  MacCallum.  From 
1914  to  1917,  he  was  assistant  resident  in  surgery 
at  the  Peter  Bent  Brigham  Hospital  and  was  the 
Arthur  Tracy  Cabot  Fellow  under  Harvey  Cush- 
ing, M.D.,  in  Boston.  In  1917,  at  the  height  of 
World  War  I,  not  only  was  his  formal  surgical 
training  interrupted  but  also  his  concomitant  re- 
searches on  shock  and  hemostasis.  At  this  time  he 
joined  the  newly  organized  U.S.  Army  Base  Hospi- 
tal Number  5 under  the  direction  of  Dr.  Cushing 
and  served  in  France  as  a major.  From  an  instruc- 
torship  in  surgery  at  Yale  in  1919  he  was  promoted 
to  assistant  professor,  and  thereafter  progressed 
rapidly  to  the  dual  role  in  1921  of  associate  profes- 
sor and  acting  departmental  chairman.  Three 
years  later  he  was  made  the  William  H.  Carmalt  : 
professor  of  surgery,  the  chair  he  held  until  1947.  ! 
At  this  time  he  was  appointed  professor  of  surgery 
in  oncology,  the  first  such  appointment  at  Yale 
and,  in  fact,  in  the  United  States.  In  accepting  his 
appointment  he  devoted  himself  exclusively  for 
the  next  three  years  to  the  study  of  malignant  dis- 
ease. Following  a recurrent  bout  of  serious  illness 
in  1949,  he  relinquished  the  professorship  of  on- 
cology in  1950,  shifting  his  activities  to  the  histori- 
cal library  of  the  medical  school.  In  August,  1952,  : 
after  thirty-three  years  on  the  faculty  of  Yale,  he 
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retired  with  the  title  of  William  H.  Carmalt  Pro- 
fessor Emeritus  of  Surgery.3 

Edward  T.  Krementz,  M.D.,  chairman  and  pro- 
fessor of  surgery  at  Tulane  University  School  of 
Medicine,  Dr.  Harvey’s  last  chief  resident,  wrote  to 
me: 

Dr.  Harvey  was  a quiet,  unassuming  man  who  had  a 
tremendous  breadth  of  knowledge.  He  was  a man  of 
all  seasons — widely  read,  a good  historian,  physiolo- 
gist, clinician  and  surgeon.  His  work  on  “Wound 
Healing”  with  Sam  Howes  was  of  basic  importance  to 
present  day  surgical  concepts.  I recall  how  we  valued 
his  words  after  heated  discussions  about  the  manage- 
ment of  a complicated  case;  Dr.  Harvey  would  listen 
quietly  to  all  the  comments,  then  he  would  come  up 
with  a succinct  and  pertinent  analysis  of  the  situation 
that  always  seemed  to  arrive  at  the  heart  of  the  mat- 
ter. 

From  time  to  time  during  our  sessions  with  Dr. 
Harvey,  he  would  put  aside  the  problems  of  the  day 
and  reminisce  about  some  of  his  early  experiences, 
and  I can  remember  all  of  us  hanging  onto  his  words 
one  afternoon  as  he  recounted  some  of  his  experiences 
with  Dr.  Halstead  .... 

Dr.  Harvey  commanded  the  respect  of  his  col- 
leagues and  his  residents  both  as  a surgeon  and  as  a 
scholar.  All  of  his  Chief  Residents  spent  a year  in  the 
Pathology  Department  where  we  had  the  good  for- 
tune of  doing  the  surgical  pathology  for  a year  under 
direction,  and  it  was  my  particular  good  fortune  that 
Dr.  Harry  Greene  was  directing  at  that  time.  It  was 
Harry  who  spirited  my  interest  in  cancer  more  than 
anyone  else  at  New  Haven. 

As  to  the  teaching  of  categorical  diseases,  it  was  ob- 
vious that  Dr.  Harvey  was  interested  in  this  approach, 
as  it  was  he  who  had  instigated  the  Annual  Cancer 
Conferences  of  the  Coordinators  of  Cancer  Teaching 
...  . Nonetheless,  the  surgical  program  at  New 
Haven  when  Dr.  Harvey  was  Professor  was  a broad 
one  with  rotations  by  surgical  specialties  such  as  Urol- 
ogy, Orthopaedics,  Neurosurgery,  Thoracic  Surgery, 
etc.,  and  not  by  disease.  We  did  have  a tumor  clinic 
and  the  resident  on  the  surgical  pathology  service 
spent  three  mornings  a week  in  the  tumor  clinic  where 
we  saw  new  tumor  patients  for  diagnostic  or  consulta- 
tion purposes.  Dr.  Harvey  was  very  much  interested 
in  cancer  registries.  The  registry  at  Yale  was  started 
very  early  in  the  thirties  and  was  one  of  the  key  hospi- 
tals in  the  Connecticut  State  Tumor  Registry.  When 
we  finished  our  training  at  New  Haven,  we  were  well 
trained  general  surgeons,  and  our  knowledge  about 
behavior  and  pathology  of  malignant  disease  was 
quite  strong. 

Although  Dr.  Harvey’s  formal  academic  associa- 
tion with  cancer  education  was  brief,  it  was  note- 
worthy. In  June,  1947,  the  National  Advisory 
Cancer  Council  established  grants-in-aid  to  medi- 
cal schools  for  the  purpose  of  improving  the  un- 
dergraduate teaching  of  cancer.  Immediately 
thereafter,  Dr.  Harvey  initiated,  organized,  and 
chaired  the  first  annual  conference  of  coordinators 
of  cancer  teaching  programs.4 

In  recognition  of  these  accomplishments,  his 
leadership  of  the  tumor  registry  at  Yale  and  at  the 


Connecticut  State  Tumor  Registry,  the  Connecti- 
cut division  of  the  American  Cancer  Society  nomi- 
nated Dr.  Harvey  for  the  society’s  Bronze  Award, 
which  he  received  in  1950. 

Dr.  Harvey’s  sound,  realistic,  and  progressive 
pedagogic  views  and  humanistic  philosophy  are  of 
vital  importance  to  us  today.  His  views  are  espe- 
cially valuable  in  dealing  with  the  great  changes, 
imbalances,  and  escalating  problems  occurring 
since  World  War  II  in  medical  education,  biomedi- 
cal research,  and  delivery  of  health  care.5’6  Dr. 
Harvey  set  forth  his  views  before  the  Congress  on 
Medical  Education  and  Licensure  in  Chicago,  Feb- 
ruary 17,  1941. 2 Yet,  today,  they  continue  to  be 
applicable  to  problems  of  medical  education. 

Dr.  Harvey  believed  that  great  care  should  be 
exercised  in  the  selection  of  medical  students,  and 
that  these  students  should  then  be  encouraged  to 
perform  to  their  ultimate  capacities.  He  hoped  to 
imbue  students  with  the  understanding  of  princi- 
ples and  with  the  utilization  of  experimental  ap- 
proaches. He  was  equally  opposed  to  spoon  feed- 
ing and  to  the  overloading  or  arrest  of  synapses  by 
a flood  of  encyclopedic  data  readily  available  in 
handbooks  and  reference  works.  Dr.  Harvey  be- 
lieved that  students  selected  and  trained  accord- 
ing to  these  precepts  had  the  greatest  potential  for 
adjusting  to  new  knowledge,  discarding  the  old, 
and  becoming  in  the  days  ahead  the  ideal  physi- 
cian, one  best  equipped  to  keep  abreast  of  the 
times.  He  was  also  a staunch  and  outspoken  an- 
tagonist of  the  didactic  lecture  and  the  quiz  sys- 
tem of  teaching.  He  believed  that  knowledge  can- 
not be  passively  transferred  or  given  away,  but  can 
be  acquired  only  by  an  active,  painstaking,  and 
continuing  process  of  discriminating  study  and  re- 
flection. 

Dr.  Harvey  considered  it  the  function  of  the 
teacher: 

1.  To  arouse  enthusiasm  and  stimulate  inter- 
est 

2.  To  provide  students  with  opportunities  for 
pursuing  such  interest 

3.  To  guide  them  in  use  of  the  “experimental 
method” 

4.  To  help  them  develop  habits  of  effective 
and  sustained  study 

5.  To  spark  their  curiosity 

6.  To  develop  within  students  a rational  spirit 
of  inquiry  that  would  be  a stimulus  for  learning 
and  study  long  after  they  left  the  protective  aegis 
of  school  and  teacher. 

This  last  function  and  the  manner  in  which  it  is 
sustained  can  help  us  solve  current  problems  in 
medical  education,  problems  arising  from  the  ac- 
quisition of  information  resulting  from  massive 
programs  of  research  initiated  following  the  con- 
clusion of  World  War  II  and  the  sifting  of  relevant 
new  knowledge.5-11 


February  1975  New  York  State  Journal  of  Medicine  443 


Medical  education 

Dr.  Harvey  felt  that  the  chief  objective  of  medi- 
cal education  in  developing  the  best  general  prac- 
titioner possible  can  be  attained  only  through  the 
selection  of  suitable  candidate  students.  They 
must  be  considered  adults  who  possess  certain 
well-recognized  but  hard-to-define  qualities. 
These  are  difficult  to  list  in  relative  importance. 
None  can  be  taught  by  traditional  didactic  and 
obligatory  methods;  all  can,  however,  be  learned 
by  personal  experience,  in  the  laboratory  and  in 
the  clinic  as  contrasted  to  the  lecture  hall.  In  his 
1941  Chicago  report  Harvey2  identified  these 
qualities  as: 

1.  Integrity:  honesty,  wholeness,  and  uprightness 

2.  Intelligence:  a basic  capacity  for  learning 

3.  Capacity  for  work:  intellectual  endurance  and  a 
faculty  for  initiating  work* 

4.  Common  Sense:  judgment,  a quality  dependent 
on  a balanced  integration  of  past  experience  and 
present  situations  with  a view  to  the  future 

5.  Wahrheit : use  of  the  scientific  method,  a faculty 
for  ascertaining  the  truth1 

In  retrospect  it  would  seem  that  problems  of 
medical  education,  research,  service  (practice), 
and  the  requirements  of  society  are  chronic,  often 
characterized  by  changing  bases,  but  ever  chal- 
lenging. This  aggregate  of  problems  has  been  so 
widely  discussed,  and  considered  so  often  by  foun- 
dations and  commissions,  both  governmental  and 
nongovernmental,  and  by  associations,  deans,  and 
university  presidents,  that  some  might  consider 
the  topics  stale,  if  not  unfashionable.  However, 
we  are  in  a period  of  ideas  and  ideals,  many  con- 
cerned with  improving  the  quality  of  life  and, 
therefore,  directly  relevant  to  medical  educa- 
tion.12’13 

For  reasons  mentioned  later,  in  reviewing  the 
past  we  must  look  energetically  to  the  future  if  we 
are  to  correct  unbalanced  curricula  and  imbalan- 
ces now  existing  in  the  support  and  the  emphasis 
given  to  biomedical  research  in  comparison  with 
clinical  education.5’14’15  In  our  search  for  answers, 
Dr.  Harvey’s  tenets  remain  most  helpful,  especial- 
ly, as  stated  earlier,  in  view  of  the  great  material 
and  social  changes  that  have  occurred  since  World 
War  II,  in  particular  the  quickening  pace  of  ad- 
vances in  medicine  during  the  past  two  decades.5 

* Dr.  Harvey  concluded  that  given  sufficient  intellectual  cu- 
riosity, “the  ideal  physician  will  be  dynamic,  continually  learn- 
ing throughout  his  professional  life  by  virtue  of  a capacity  for 
work  initiative  and  work  endurance.”3 

+ In  view  of  the  continuous  inflow  of  new  knowledge,  Dr. 
Harvey  believed  that  the  ideal  physician  must  have  the  capaci- 
ty to  identify  as  peculiarly  dangerous  any  older  knowledge  that 
does  not  correspond  with  reality.  One  must  never  be  glibly 
content  with  “knowledge  of  a certain  vintage.”  Only  the  scien- 
tific method  is  constant  while  that  with  which  it  deals  is  chang- 
ing. He  believed  that  “the  province  of  the  faculty,  clinical  or 
otherwise,  is  to  set  an  example  by  actively  engaging  in  the  solu- 
tion of  problems,  and  in  giving  the  student  ample  opportunity 
to  do  for  himself.”  With  repeated  use  of  any  method,  skill  is 
acquired.3 


Unable  to  predict  with  accuracy  the  advances 
having  the  greatest  potential,  we  must  strive  in  our 
teaching  institutions  not  only  for  excellence  but 
also  for  a proper  balance  between  basic  research 
and  the  clinical  disciplines.  In  so  doing,  we  must 
not  neglect  the  major  categoric  components  of  the 
clinical  sciences,  such  as  cancer,  stroke,  heart, 
lung,  and  kidney  diseases.16’17 

As  medical  education  advances,  one  seemingly 
minimal  period  of  advance  overlaps  and  influences 
that  which  follows.  Those  attempts  to  date  the 
renaissance  in  medical  education  may  be  as  impre- 
cise as  those  in  biomedical  research.  All  too  often 
we  are  prone  to  link  it  with  a specific  event,  such 
as  the  termination  of  World  War  II,  the  Vannevar 
Bush  Report  of  1945, 8J8  or  the  Abraham  Flexner 
Report  of  1910.19’20  Noteworthy,  too,  is  the  emer- 
gence of  the  National  Institutes  of  Health  with  a 
magnitude  of  support  never  before  envisaged.6-11** 
Historically,  we  associate  the  broad-based  emer- 
gence of  modern  medical  education  with  the  Flex- 
ner Report  of  1910. ^S’14’21’22!! 

Darley,1  in  the  first  Samuel  C.  Harvey  Lecture 
twenty-two  years  ago,  discussed  the  reign  of  the 
apprentice  system  and  its  close  kin,  the  proprie- 
tary school,  first  appearing  in  the  early  seven- 
teenth century,  flourishing  in  post-Civil  War  days 
and  persisting  into  the  early  part  of  the  20th  cen- 
tury. This  epoch  was  not  all  dismal,  however.  In 
its  earlier  period  we  find  such  physicians  as  Benja- 
min Rush,  John  Morgan,  and  Weir  Mitchell,  all  of 
Philadelphia.  Although  most  of  the  medical 
schools  that  had  come  into  existence  during  the 
1800s  were  privately  owned  and  were  independent 
institutions,  their  proprietors  sought  little  if  any 
affiliation  with  universities.  Some  universities, 
such  as  the  University  of  Pennsylvania,  in  1765, 
Harvard,  and  Yale,  established  schools  of  medicine 
early. 

Medical  advances 

Thanks  to  the  dawn  of  scientific  approaches  en- 
gendered by  the  brilliant  work  and  discoveries  of 
outstanding  physicians  and  scientists,  advances  in 
medicine  were  more  significant  and  came  at  a fast- 
er pace  than  in  any  previous  period.  To  be  re- 
called are  the  names  of  Jenner,  1749  to  1823,  Pas- 
teur, 1822  to  1895,  Virchow,  1821  to  1902,  Mendel, 

**  Beginning  with  a congressional  appropriation  of  less  than 
$4  million  in  1947  it  has  risen  to  a level  of  $2.7  billion  dollars  in 
a Senate-approved  appropriations  bill  for  1974.  (This  has  re- 
cently been  referred  to  a conference  committee  of  the  House 
and  Senate  to  resolve  a difference  of  $200  million.) 

tt  This  survey  of  medical  education  in  the  United  States  was 
inaugurated  in  1908  by  George  H.  Simmonds,  M.D.,  of  the 
American  Medical  Association  and  its  Council  on  Medical  Edu- 
cation, was  conducted  by  Abraham  Flexner,  and  was  sponsored 
and  financed  by  the  Carnegie  Foundation  for  the  Advancement 
of  Teaching.22  When  the  study  was  initiated  there  were  ap- 
proximately 150  medical  schools  in  the  United  States.5  In 
1909  there  were  15  which  required  work  beyond  that  of  high 
school;  .88  others,  however,  had  voted  to  elevate  their  admission 
requirements.  Two  required  an  A.B.:  Johns  Hopkins  Univer- 
sity and  Harvard.22 
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1822  to  1884,  Lister,  1827  to  1912,  Koch,  1843  to 
1910,  and  Ehrlich,  1854  to  1915.  The  impact  of 
their  discoveries  on  European  medical  education 
led  to  the  establishment  of  a firm  scientific  base 
for  the  temple  of  medicine  which  was  to  remain  in 
Europe  for  many  decades. 

It  became  clear  that  in  the  future  medical  re- 
search and  medical  education  were  to  be  insepara- 
ble. No  longer  could  the  art  of  medicine  remain 
purely  descriptive,  with  emphasis  mainly  on  the 
diagnosis  and  treatment  of  acute  conditions.  In 
the  late  1880s  several  factors  provided  new  oppor- 
tunities and  stimuli  for  development  of  university- 
affiliated  medical  education,  for  example,  an  in- 
crease in  the  number  of  endowed  universities  and 
the  success  of  the  land-grant  college  system.  An- 
teceding  the  Flexner  report  by  twenty-five  or  more 
years,  important  developments  were  under  way  in 
universities  such  as  Johns  Hopkins,  Cornell,  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons, Western  Reserve,  and  Stanford. 

Five  years  ago  in  the  eighteenth  annual  Harvey 
Lecture,  Copeland23  eloquently  alluded  to  curricu- 
lum problems  in  new  university-affiliated  schools 
of  medicine,  specifically  Johns  Hopkins  in  1889 
under  its  president  Daniel  C.  Gilman,  former  pres- 
ident of  the  University  of  California,  Berkeley. 
Pedagogically  significant  for  the  future  was  an 
early  vis-a-vis  confrontation  between  the  art  of 
medicine  and  scientifically  based  medicine.  The 
proponents  were  highly  respected  and  are  still  so 
regarded  today,  namely  Sir  William  Osier,  the 
clinician,  and  Prof.  Franklin  P.  Mall,  the  German- 
trained  anatomist  who  had  been  brought  to  Johns 
Hopkins  by  William  H.  Welch,  M.D.  Other  uni- 
versity presidents  who  believed  that  the  key  to 
new  knowledge  was  dependent  on  scientific  in- 
quiry, the  "Harvey”  quality  of  wahrheit  (truth), 
and  academic  freedom  of  the  faculty  included 
Eliot  at  Harvard,  White  at  Cornell,  and  Jordan24 
at  Stanford.  When  he  became  the  first  president 
of  Stanford  University  in  1891,  Dr.  Jordan  applied 
this  philosophy,  building  a firm  foundation  for  the 
long-range  planning  that  eventually  led  to  the  in- 
corporation of  San  Francisco’s  Cooper  Medical 
College  with  Stanford  University  in  1915.  His 
philosophy  influenced  curriculum  planning  and 
resulted  in  the  appointment  of  a full-time  faculty 
in  selected  disciplines.  It  contributed  to  the 
maintenance  of  proper  balance  between  clinical 
teaching  and  the  establishment  of  supporting  re- 
search laboratories,  and  the  raising  of  admission 
standards  of  the  school  of  medicine.  An  active 
participant  in  the  planning  was  Wilbur,22  who 
later  became  the  first  dean  of  the  university-af- 
filiated school  of  medicine. 

Changes  of  the  type  just  outlined  constituted 
some  of  the  highlights  of  the  Flexner  report, 
changes  already  activated  or  under  way  prior  to 
1910  in  the  relatively  few  university-affiliated 


schools  of  medicine.  The  importance  of  the  Flex- 
ner report  lay  in  its  applicability  to  all  medical 
schools  and  in  its  role  in  the  ultimate  demise  of 
those  that  were  proprietary,  as  well  as  in  the  devel- 
opment of  basic  science  depart  ments  at  all  medical 
schools,  with  a corresponding  enhancement  of  in- 
terest in  the  scientific  approach.  It  helped  to  raise 
academic  standards  for  admission,  to  establish  in- 
ternships, and  to  initiate  programs  of  formal  hos- 
pital training  as  preparation  for  later  specialty 
practice.  Thus,  the  renaissance  of  medical  educa- 
tion in  the  United  States  is  appropriately  associ- 
ated with  the  Flexner  report  of  1 91 0. 19 

Prior  to  World  War  II  in  the  post-Flexner  era, 
the  desired  balance  between  medical  education 
and  research  was  found  chiefly  in  private  universi- 
ties, with  endowments  and  support  from  founda- 
tions that  facilitated  establishment  and  mainte- 
nance of  the  research  component.  Accordingly,  in 
many  medical  schools  clinical  training  was  essen- 
tially a descriptive  experience. 

During  World  War  II,  it  is  to  be  noted  that  the 
unrestricted  performance  of  medical  research  and 
the  training  of  medical  scientists  were  curtailed, 
even  in  the  private  universities,  so  that  the  con- 
tinuing elevation  of  general  standards  of  medical 
education  lagged  during  this  period.  By  the  end 
of  the  war  we  realized,  as  had  other  nations  fol- 
lowing times  of  national  stress,  that  the  essential 
resources  committed  to  medical  education  were  in- 
sufficient.’ Today,  we  recognize  more  than  ever 
that  medical  education  and  research  cannot  be  di- 
vorced, that  the  two  are  essential  for  elevation  of 
standards  and  for  production  of  essential  medical 
manpower.  Increasing  availability  of  Federal 
funds  for  research  has  given  all  schools  of  medicine 
in  the  United  States  an  opportunity  to  attain  the 
goal  of  a balanced  program  that  meets  both  pres- 
ent and  future  needs. 

Interposed  between  1945  and  1950  was  the  his- 
toric Vannevar  Bush  report,  prepared  at  the  re- 
quest of  the  late  President  Roosevelt,  on  the  desir- 
ability of  providing  Federal  financial  support  for 
research.8-18  The  most  compelling  argument  cited 
in  the  report  was  the  success  with  which  the  war- 
time Office  of  Scientific  Research  and  Develop- 
ment had  conducted  mission-oriented  research  in 
the  medical  and  physical  sciences  for  the  purpose 
of  national  defense.  The  report  maintained  wisely 
that  such  research  could  best  be  done  in  our  uni- 
versities, colleges,  and  research  institutes  under 
their  own  organization  and  administration.  The 
committee  on  postwar  medical  service  in  reviewing 
the  report  stated18: 

Federal  support  can  in  many  important  ways  en- 
able these  institutions  to  intensify  the  research  pro- 
grams with  the  expectation  of  even  greater  success 
than  at  present,  particularly  in  view  of  the  mounting 
costs  of  research  and  the  limited  funds  for  such  pur- 
poses in  many  of  the  institutions. 
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Two  years  later  the  appropriation  for  the  Na- 
tional Institutes  of  Health  was  almost  $4  million. 
The  Bush  report  had  also  noted  that  “After  a pro- 
gram is  under  way,  perhaps  $20  million  a year  can 
be  spent  effectively.” 

Since  1950  there  has  been  substantial  Federal 
support  for  biomedical  research,  and  by  1951  the 
awards  of  the  Public  Health  Service  for  medical 
research  and  fellowships  had  risen  to  approxi- 
mately $18  million.17* 

After  the  noble  fifties,  the  volatile  sixties,  and 
into  the  uncertain  seventies,  we  continue  to  expe- 
rience new  challenges  and  idealism.  In  this  era  we 
have  witnessed  an  extraordinary  flowering  of 
science  and  medicine.  The  greatest  stimulus  as 
well  as  the  source  of  greatest  financial  support  for 
clinical  research  in  our  schools  of  medicine  has 
been  the  National  Institutes  of  Health.  During 
recent  years  we  have  witnessed  the  maturation  of 
an  intellectual  discipline  underlying  clinical  medi- 
cine and  a remarkable  growth  of  full-time  facul- 
ties. The  beneficent  largesse  of  the  Federal  gov- 
ernment, however,  has  inevitably  contributed  to 
imbalances  that  have  developed  in  our  systems  of 
medical  education,  medical  research,  and  health- 
care delivery.  In  some  areas,  a decline  in  the  qual- 
ity of  clinical  teaching  now  poses  the  problem  of 
making  research  more  fundamental  without  draw- 
ing the  clinician-investigator  further  from  the  pa- 
tient. Has  the  essential  clinical  base  from  which 
the  clinician-investigator  teaches  become  too  nar- 
row because  of  the  time  he  devotes  to  research? 
In  an  address  earlier  this  year  before  the  Harvard 
medical  alumni,  Federman,14  professor  of  medi- 
cine at  Stanford,  discussed  the  problem  of  how  to 
widen  the  present  constricted  clinical  base  of  those 
who  are  responsible  for  the  teaching  of  clinical 
medicine. 

Teaching  curricula  and  concepts 

In  formulating  a core  curriculum,  an  essential 
objective  has  been  to  sift  out  material  thought  to 
be  essential  for  all  students  and  to  reduce  its 
teaching  time.15  By  also  offering  a wider  variety 
of  elective  courses  and  a greater  flexibility,  we 
could  better  meet  student  needs.  Medical  educa- 
tors had  two  goals:  (1)  adding  captured  time,  to 

give  students  more  freedom  of  choice  in  selecting 
courses  on  the  basis  of  individual  interests,  and  (2) 
encouraging  independent  thinking,  so  that  the  stu- 
dents would  be  more  likely  to  continue  to  gain  in 
knowledge  and  wisdom  after  graduation.  Neither 
goal  has  been  satisfactorily  attained.25  The  goals, 
however,  remain  unimpeachable.  With  five  or 
more  years  experience,  various  schools  such  as 
Harvard  and  Yale  are  now  critically  reviewing 

* Consideration  of  finances  involved  in  the  Bush  Report  was 
under  the  chairmanship  of  Rowell  Reed,  Rh.D.,  vice  president 
of  -Johns  Hopkins  University.  Rres.  -James  Conant  of  Harvard, 
I’res.  I).  W.  Bronk  of  Johns  Hopkins,  and  others  expressed 
views  pro  and  con. 


their  obvious  successes  and  failures.  Possibly,  the 
core  curriculum  was  initiated  with  incomplete 
planning.  At  least  10  areas  of  change  have  been 
recommended  by  the  curriculum  committee  at 
Harvard.15  These  experiments  naturally  interest 
those  of  us  wishing  to  enhance  the  quality  of  can- 
cer education. 

The  ever-expanding  time  requirements  of  medi- 
cal education  have  elicited  a variety  of  suggestions. 
These  include:  (1)  a three-year  curriculum,21  (2) 
the  Millis10  report’s  recommendation  in  1966  that 
the  internship  be  abolished,  (3)  a 2-step  type  of 
evaluation  and  licensure — an  “A”  on  completion 
of  the  internship  and  a “B”  following  specialty  res- 
idency training,25’26  and  (4)  changes  in  the  pre- 
medical curriculum  designed  to  minimize  overlap 
and  to  reduce  the  years  now  spent  in  medical 
school.  Again,  these  general  problems  of  medical 
education  are  also  of  particular  concern  to  us  in 
cancer  education. 

Conclusion 

Since  the  excellent  interim  committee  report 
given  by  Brown4  twenty-two  years  ago  in  Cincin- 
nati, we  have  addressed  ourselves  recurrently  to 
the  basic  concept  of  cancer  teaching.  We  have  re- 
viewed repeatedly  our  objectives,  approaches, 
principles,  and  techniques  of  cancer  teaching.  Re- 
peatedly, we  have  reaffirmed  the  adage  that  good 
teaching  is  less  dependent  on  methods  than  on 
people,  especially  their  interest,  energy,  and  gener- 
al enthusiasm. 

In  the  future,  the  American  Association  for  Can- 
cer Education  has  a great  opportunity  to  provide 
leadership  at  all  levels  of  cancer  education — in  the 
medical  school  curriculum,  hospital  residency  pro- 
grams, and  postgraduate  education  at  the  commu- 
nity level.  In  these  endeavors,  it  should  work 
closely  with  other  groups  having  a common  educa- 
tional interest,  for  example,  the  Association  of 
American  Medical  Colleges,  the  American  College 
of  Surgeons,  the  Professional  Education  Section  of 
the  American  Cancer  Society,  and  the  Federation 
of  Oncologic  Societies. 

In  considering  clinical  cancer  training  programs, 
the  American  Association  for  Cancer  Education 
should  strongly  recommend  their  continuation, 
even  under  a different  designation  if  necessary. 
Training  support  for  pre-  and  postdoctoral 
trainees,  in  my  experience  and  observation,  has 
been  most  valuable.  The  program  for  summer 
and  off-quarter  students  has  been  outstanding. 
For  relatively  small  sums,  the  seed  money  involved 
provides  great  potential  dividends  in  terms  of  fut- 
ure manpower.  If  such  support  were  reduced,  the 
consequences  could  be  serious.  For  instance,  de- 
leting salaried  support  for  faculty  from  our  train- 
ing grants,  usually  modest  ones,  would  further  en- 
hance the  present  imbalance  between  medical  ed- 
ucation and  research,  and  would  accelerate  the 


446  New  York  State  Journal  of  Medicine/ February  1975 


“flight  from  teaching.”9  I predict  that  a deletion 
of  such  support  will  jeopardize  and  weaken  rather 
than  strengthen  potential  gains  derived  from  a 
core  curriculum. 

We  must  never  forget,  however,  that  cancer 
knows  no  limits  as  to  the  organs,  soft  tissues,  psy- 
che, and  systems  it  attacks.  Despite  formidable 
advances  during  the  past  decade — and  our  knowl- 
edge of  its  natural  history,  epidemiology,  preven- 
tion, early  diagnosis,  clinical  treatment,  and  man- 
agement— it  remains  our  number  two  killer  dis- 
ease. Exclusive  of  in  situ  and  skin  cancer,  only  1 
of  every  2 cancer  patients  is  being  cured.27*  Citi- 
zens of  the  United  States,  as  evidenced  by  passage 
of  the  National  Cancer  Act  of  1971  (Public  Law 
92-218)  by  the  ninety-second  Congress,  have  made 
it  plain — loud  and  clear — that  they  want  some- 
thing done  about  cancer  and  its  conquest.16 

Oncology,  in  itself,  is  a specialty  par  excellence. 
Inescapably,  it  requires  not  only  individual  atten- 
tion but  also  an  inter-  and  multidisciplinary  inte- 
gration by  all  departments  of  the  school  of  medi- 
cine. The  Coordinators  Group,  antecedent  of  the 
American  Association  for  Cancer  Education,  under 
the  stimulation  and  leadership  of  Dr.  Harvey  was 
among  the  first  to  cross  the  departmental  barriers. 
Today,  teaching  in  the  field  of  cancer  requires 
both  horizontal  and  vertical  approaches.  More 
and  more  these  are  truly  multidisciplinary,  requir- 
ing student  participation  and  motivation.7’12’28 
The  association’s  vision  and  leadership  have  been 
of  incalculable  aid  to  deans  and  their  curriculum 
committees,  especially  in  this  era  of  change  and 
experimentation  with  core  curriculum. 

Our  enthusiastic  zeal  in  pursuing  leads  from  re- 
search in  the  molecular  sciences  must  not  distract 
us  from  the  teaching  of  clinical  oncology.  We 
must  be  ever  cognizant  that  today  medicine  has 
come  to  occupy  as  large  a place  in  the  social  pat- 
tern of  life  as  in  the  medical  field.12’-13  As  cancer 
educators,  we  must  discharge,  with  excellence,  our 
responsibilities  to  the  clinicians  of  tomorrow  and 
the  society  they  will  serve. 

54  Commonwealth  Avenue 
San  Francisco,  California  94118 

References 

1.  Darley,  W.:  Medical  education:  retrospect  and  pros- 
pect. Samuel  Harvey  Lecture,  proceedings.  Fourth  Annual 
Conference  of  Coordinators  of  Cancer  Teaching,  Cincinnati, 
October,  1951,  p.  M23. 

2.  Harvey,  S.  C.:  The  objectives  of  medical  education. 

An  introduction  to  the  consideration  of  a curriculum,  Yale  J. 
Biol.  & Med.  13:  847  (1941);  reprinted  ibid.  26:  8 (1953). 

* In  1974  it  is  estimated  that  new  cancer  cases  for  all  sites  ex- 
clusive of  in  situ  and  skin  cancer  will  total  255,000  as  contrast- 
ed to  355,000  deaths. 


3.  Taffel,  M.:  Samuel  Clark  Harvey,  1886-1953,  ibid.  26: 

1 (1953). 

4.  Brown,  R.  L.:  Basic  outline  of  cancer  teaching  suggest- 
ed by  interim  committee,  proceedings,  Fourth  Annual  Confer- 
ence of  Coordinators  of  Cancer  Teaching,  Cincinnati,  October, 
1951,  p.  M37. 

5.  Coggeshall,  L.  T.:  Planning  for  Medical  Progress 

Through  Education,  A report  submitted  to  the  executive  coun- 
cil of  the  Association  of  American  Medical  Colleges,  Evanston, 
April,  1965,  p.  107. 

6.  Whittaker,  C.  A.,  et  al .:  The  Impact  of  the  Federal 
Government’s  Support  of  Medical  Rearch  upon  the  Conduct  of 
Research  Itself  and  upon  Medical  Schools,  the  Education  of 
Physicians,  and  the  Provision  of  Medical  Services,  Report  of 
A.M.A.  Commission  on  Research,  Chicago,  American  Medical 
Association,  February  1967,  p.  147. 

7.  Allport,  G.  W.:  The  teaching-learning  situation,  pro- 
ceedings, Fifth  Annual  Conference,  Boston,  Coordinators  of 
Cancer  Teaching,  1952,  p.  4. 

8.  Bush,  V.:  Science,  the  endless  frontier,  A report  to  the 
President  by  Vannevar  Bush,  director  of  the  office  of  scientific 
research  and  development,  Washington,  D.C.,  U.S.  Govern- 
ment Printing  Office,  July  1,  1945,  vol.  9,  p.  184. 

9.  Gardner,  J.:  The  flight  from  teaching,  summary  of  a 
discussion  by  the  trustees  of  the  Carnegie  Foundation  for  the 
Advancement  of  Teaching,  1964,  p.  12. 

10.  Millis,  J.  S.,  et  al.:  The  Graduate  Education  of  Physi- 
cians, The  report  of  the  Citizens  Commission  on  Graduate 
Medical  Education,  Chicago,  commissioned  by  the  American 
Medical  Association.  August,  1967,  p.  114. 

11.  Turner,  T.  B.:  The  medical  schools  twenty  years  after- 
wards: impact  of  the  extramural  research  support  programs  of 
the  National  Institutes  of  Health,  J.  Med.  Educ.  42:  109  ( 1967). 

12.  Buchanan,  J.  R.:  Remarks  at  convocation,  Cornell 

Univ.  Med.  Coll.  Alum.  Quart.  36:  14  (summer)  1973. 

13.  Dubos,  R.:  Expectancy  revisited  or  the  complaints  of  a 
grateful  patient,  ibid.  36:  8 (summer)  1973. 

14.  Federman,  D.  D.:  They  oughta  change  the  name,  Har- 
vard Med.  Alum.  Bull.  47:  8 (July-Aug.)  1973. 

15.  Freiman,  D.  G.,  and  Leaf,  A.:  A reappraisal  of  the  Har- 
vard curriculum,  ibid.  47:  14  (July-Aug.)  1973. 

16.  The  National  Cancer  Act  of  1971,  Public  Law  92-218, 
Ninety-second  Congress,  S.  1929,  Dec.  23, 1971. 

17.  Scheele,  L.  A.,  and  Sebrell,  S.  H.:  Medical  research  and 
medical  education,  Science  114:  517  (1951). 

18.  Blake,  F.  G.,  et  al.:  The  Vannevar  Bush  report,  sub- 
committee of  the  Committee  on  Postwar  Medical  Service,  anal- 
ysis presented  to  the  entire  committee,  J. A.M.A.  129:  466 
(1945). 

19.  Flexner,  A.:  Medical  Education  in  the  United  States 
and  Canada,  A report  to  the  Carnegie  Foundation  for  the  Ad- 
vancement of  Teaching,  Bull.  4,  D.  B.  Updike,  Boston,  The 
Merrymount  Press,  1910. 

20.  Idem:  Medical  Education:  A Comparative  Study, 

New  York,  The  Macmillan  Company,  1925. 

21.  Hartsuck,  J.  M.,  et  al.:  The  effect  of  the  three-year 
medical  school  curriculum  on  undergraduate  surgical  educa- 
tion, Bull.  Am.  Coll.  Surgeons  58:  14  (Sept.)  1973. 

22.  Wilbur,  R.  L.:  Memoirs,  Stanford,  Calif.,  Stanford 

University  Press,  1960,  pp.  80,  81,  109,  162,  163,  167,  168,  172, 
173. 

23.  Copeland,  M.  M.:  The  cancer  problem  and  medical  ed- 
ucation, Samuel  Harvey  Lecture,  proceedings,  Second  Annual 
Conference  of  American  Association  of  Cancer  Education, 
Washington,  D.C.,  October  25,  1968. 

24.  Jordan,  D.  S.:  The  Days  of  a Man,  Yonkers,  New  York, 

World  Book  Company,  1922,  vol.  2,  p.  280.  " 

25.  Goldhaber,  S.  Z.:  Medical  education:  Harvard  reverts 
to  tradition,  Science  181:  1027  (Sept.  14)  1973. 

26.  Walsh,  J.:  Medical  evaluation:  Design  for  a compre- 
hensive system,  ibid.  181: 1023  (Sept.  14)  1973. 

27.  74  Cancer  Facts  and  Figures,  New  York  City,  American 
Cancer  Society,  1973. 

28.  Keppel,  F.:  Problems  in  adult  education,  proceedings, 
Fifth  Annual  Conference  of  Coordinators  of  Cancer  Teaching, 
Boston,  1952,  p.  11. 


February  1975  New  York  State  Journal  of  Medicine  447 


IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 

Indications:  I n treatment  of  moderately  severe  i nfecttons  d ue  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per 
sistent  serum  levels  common  to  this  particulardosage  form  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N  gonorrhoeae.  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  mtra- 
dermally  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis:  urticaria:  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings.") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated) — Men  or  Women:  4.8  II 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral  I 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control.  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  other-, ! 
wise,  a culture  specimen  should  be  obtained  from  the  anterior! 
urethra.  In  the  female,  culture  specimens  should  be  obtained  < 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists! 
3 or  more  days  following  initial  therapy  and  smear  or  culture! 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units! 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is] 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  foil 
N gonorrhoeae  Follow-up  treatment  consists  of  4.8  million  unit; I 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  fo 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  whc 
also  have  syphilis  should  be  given  additional  treatment  appro 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-cc 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  sus 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5% 
lecithin, 0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  methyl 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  via 
contains  per  cc.  300,000  units  procaine  penicillin  Gina  stabilizer 
aqueous  suspension  with  sodium  citrate  buffer  and  approximate] 

7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povidqs 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbf 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg._  proi 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


IN  SYPHILIS 

INJECTION 

Bicillin  Kg 

(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2 4 million  units  (12  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  in  treatment  of  infections  due  to  penicillin 
I G sensitive  microorganisms  that  are  susceptible  to  the  low  and 
I very  prolonged  serum  levels  common  to  this  particular  dosage 
I form  Therapy  should  be  guided  by  bacteriological  studies  (in- 
[ dudmg  sensitivity  tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G— Venereal  in- 
I fections:  Syphilis,  yaws  beiel  and  pmta 

For  deep  intramuscular  injection  only. 

Contraindications:  Previous  hyper  • ' vity  reaction  to  an/ 

I Qenicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
I phylactoid)  reactions  have  been  reported.  Anaphylaxis  is  more 
I frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
I with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
( been  well  documented  in  patients  with  history  of  penicillin  hyper- 
sensitivity Before  penicillin  therapy,  carefully  inquire  into  pre 
vious  hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
I with  usual  agents,  eg.  pressor  amines,  antihistamines  and  codi 
f costeroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma 
Carefully  avoid  intravenous  or  intraarterial  use.  or  iniection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism,  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptibieorganisms  including  fungi  Take  appropriate  measures 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana 
phylaxis.  Fever  and  eosmophilia  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopenia.  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  assoc 
ated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jarisch  Herxheimer  reaction  has 
been  reported 

Administration  and  Dosage:  Venereal  infections - 
Syphilis  - Primary,  secondary  and  latent  2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphihs)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital -under  2 years  of  age.  50.000  units/Kg.  body 
weight;  ages  2-1 2 years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
Injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref 
erable  When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  benzathine  penicillin  G (as  active  iri- 
redient):  2,400,000  units  in  4-cc.  single  dose  disposable  syringe, 
ach  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose.  0.6%  povidone.  0.1%  methylparaben.  and 
0.01%  propylparaben.  300,000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone,  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate.  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 

Wyeth  Laboratories 

^ ^ Philadelphia.  Pa.  19101 


Physicians’  Home 

What  is  it? 


BEVERLY  C.  SMITH,  M.D. 

New  York  City 

From  the  Physicians'  Home 


Physicians’  Home  is  a charitable  fund,  organized 
in  1919  under  the  Membership  Corporation  Law 
of  the  State  of  New  York.  It  has  functioned  con- 
tinuously since  that  date.  It  is  administered  by  a 
president  who  is  elected  annually,  an  executive 
committee,  a board  of  25  physicians  (one-third  of 
whom  are  elected  for  three  years),  a legal  counsel, 
a managing  director,  and  Manufacturers  Hanover 
Trust  Company,  who  supervise  the  investment  of 
all  funds  with  the  approval  of  the  trustees  (the  last 
five  presidents). 

Physicians’  Home  is  not  a physical  home,  but  a 
fund  which  gives  financial  aid  to  needy  indigent 
physicians  and  their  wives,  widows,  and  dependent 
children.  Eligibility  depends  on  the  financial  sit- 
uation of  the  applicant.  Each  applicant  is  judged 
upon  his  merits.  The  managing  director  inter- 
views the  applicant,  gathers  the  necessary  infor- 
mation, and  makes  a recommendation  to  the  exec- 
utive committee  which  is  transmitted  to  the  board 
of  directors  for  final  action.  Checks  are  sent  on  the 
first  of  each  month  to  the  beneficiary  and  are  con- 
tinued as  long  as  the  need  exists.  If  the  benefici- 
ary’s circumstances  improve  and  he  becomes  fi- 
nancially independent,  our  financial  assistance 
ceases.  Several  beneficiaries  have  returned  to  the 
organization  the  amount  of  money,  in  whole  or  in 
part,  which  they  have  received  during  their  life- 
time. 

How  does  it  function? 

Funds  are  derived  from  several  sources. 

1.  Through  a direct  annual  appeal  to  all  members  of 
the  Medical  Society  of  the  State  of  New  York,  asking 
for  an  annual  membership  contribution  of  ten  dollars 
or  more.  A gift  of  ten  dollars  entitles  the  contributor 
to  vote  at  the  annual  meeting  of  members  held  on  the 
third  Tuesday  of  November.  Our  aim  has  been  to  en- 
list the  support  of  every  member  of  the  State  Society, 
but  thus  far  we  have  had  a response  from  only  about 


25  per  cent  of  the  membership.  Efforts  to  increase 
this  percentage  have  failed. 

2.  Funds  from  a voluntary  assessment  of  two  dollars 
are  collected  annually  by  the  component  county  so- 
cieties. 

3.  Contributions  are  made  by  the  women’s  auxilia- 
ries of  the  county  societies.  These  organizations  are 
most  sympathetic  to  this  charity.  At  the  present  time 
Mrs.  Harry  J.  Secky  is  the  liaison  between  the  State 
Auxiliary  and  Physician’s  Home.  She  has  regularly 
attended  meetings  of  our  directors.  She  has  been  en- 
thusiastic and  helpful  and  has  inspired  members  of 
the  Auxiliary  to  greater  efforts  on  our  behalf.  For  her 
help,  our  members  and  officers  are  most  grateful. 

4.  Funds  are  derived  also,  from  time  to  time,  from 
legacies  and  special  gifts,  all  of  which  are  invested 
under  the  supervision  of  the  trustees,  and  the  income 
from  that  source  is  used  for  the  purposes  of  the  orga- 
nization. The  trustees  created  a general  reserve,  from 
which  money  can  be  drawn  to  meet  annual  operating 
deficits  in  years  when  income  does  not  equal  the  cost 
of  beneficiary  aid  and  administrative  expenses. 

What  is  it  doing? 

We  assist  95  to  100  individuals  annually.  Physi- 
cians’ Home  is  primarily  geared  to  help  elderly,  in- 
digent physicians,  their  wives,  widows,  and  depen- 
dent children.  An  allowance  toward  funeral  ex- 
penses is  given  to  the  family  of  a beneficiary  if 
needed. 

In  the  past  five  years  the  organization  has  ex- 
pended over  three  quarters  of  a million  dollars  in 
beneficiary  aid.  Administrative  costs  are  kept  at  a 
minimum.  There  are  two  paid  employees  in  the 
office;  the  legal  counsel  is  the  only  paid  officer. 

On  two  occasions  the  directors  tried  to  establish 
a physical  home,  once  in  upper  New  York  State 
and  again  on  Long  Island,  but  overhead  expenses 
were  so  costly,  and  so  few  applicants  were  willing 
to  enter  an  institution  that  since  1936  the  organi- 
zation has  functioned  in  the  manner  described  (by 
giving  monthly  checks  to  needy,  eligible  persons), 
permitting  them  to  live  in  dignity  and  security  in 
places  of  their  own  choosing,  in  familiar  surround- 
ings among  friends  or  with  members  of  their  fami- 
lies. 

Applications  for  aid  may  be  made  by  any  physi- 
cian, a member  of  his  family,  the  county  medical 
society  of  which  he  has  been  a member,  or  any  per- 
son who  knows  of  his  need  for  help.  On  receipt  of 
the  application,  the  applicant  is  usually  inter- 
viewed by  our  managing  director,  Miss  Beatrice 
Hoyt,  who  gathers  pertinent  facts,  goes  over  a 
monthly  budget  with  the  individual  which  seems 
adequate  for  reasonably  comfortable  living,  and 
then  makes  a recommendation  to  the  executive 
committee  as  to  the  amount  of  help  needed. 
Monthly  allotments  have  been  increased,  from 
time  to  time,  to  meet  the  rising  cost  of  living. 

Indigency  among  physicians  is  caused  by  many 
factors:  catastrophic  family  illnesses,  poor  busi- 

ness administration,  lack  of  provision  for  retire- 
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ment  or  illness,  and  desertion  by  children.  If  the 
applicant  has  children  who  are  able  to  help  him, 
we  expect  them  to  do  so,  hut  in  many  instances 
children  are  unable  to  assist  their  parents  because 
of  their  own  families  and  lack  of  space.  No  appli- 
cant is  deprived  of  help  because  children  cannot  or 
will  not  assist  them. 

Aside  from  the  prominent  men  who  organized 
the  corporation  and  served  as  its  directors,  Physi- 
cians’ Home  has  been  fortunate  in  having  the  ser- 
vices, as  presidents,  trustees,  or  directors,  of  many 
physicians  prominent  in  medical  affairs  of  the 
State  of  New  York.  Having  served  in  these  capac- 
ities are,  to  name  a few,  Charles  Gordon  Heyd, 
David  Kaliski,  H.  Wallace  Hamilton,  Beverly  C. 
Smith,  Philip  D.  Allen,  W.  Laurance  Whittemore, 
Waring  Willis,  George  Himler,  Abram  J.  Abeloff, 
Edgar  P.  Berry,  and  others,  many  of  whom  are 
now  deceased. 

The  officers  of  Physicians’  Home  are  deeply 
grateful  for  the  services  of  Mr.  J.  Miller  Walker, 
vice-president  and  general  counsel.  It  was  decid- 
ed that  the  services  of  an  attorney  were  necessary 
for  the  proper  supervision  of  legal  and  financial 
problems.  Mr.  Walker  has  given  of  himself  over 
and  above  the  call  of  duty,  and  his  wise  counsel 
and  advice  have  contributed  enormously  to  the 
success  of  the  organization.  We  are  anxious  to  let 


Topical  vitamin  A acid  in  the  treatment  of 
psoriasis 

No  preferential  beneficial  response  was  seen  to  vita- 
min A acid.  Retinoic  Acid  (Available  only  as  a .05  per 
cent  solution  by  Johnson  & Johnson  [Retin-A]  and 


those  who  may  be  interested  know  that  the  Home 
is  properly  administered  legally  and  financially. 
Manufacturers  Hanover  Trust  Company  has  ad- 
vised the  trustees  as  to  the  care  of  our  funds,  and 
their  service  has  been  wise  and  beneficial. 

The  officers  and  beneficiaries  are  deeply  grate- 
ful to  Miss  Hoyt,  managing  director  of  the  Home. 
She  has  interviewed  many  applicants,  made  sym- 
pathetic and  interesting  reports  concerning  them 
to  the  executive  committee,  and  has  visited  benefi- 
ciaries annually  throughout  the  State  and  brought 
news  of  their  needs  and  wants  to  the  directors. 

The  present  members  of  the  board  of  trustees 
are: 

Abram  J.  Abeloff,  M.D.,  Edgar  P.  Berry,  M.I).,  George 
Himler,  M.D.,  Beverly  C.  Smith,  M.D.,  and  J.  Miller 
Walker. 

The  Physicians’  Home  has  met  a crucial  need 
and  continues  to  do  so.  It  deserves  our  every  sup- 
port. We  hope  members  of  the  Society  will  con- 
tinue to  make  their  donations,  increase  them  if 
possible,  and  remember  the  Physicians’  Home  in 
their  wills  and  testaments. 

63  East  84th  Street 
New  York,  New  York  10028 


McNeil  Laboratories  [Aberal]),  in  seven  psoriatic  pa- 
tients using  vitamin  A acid  cream,  0.05  per  cent  as  test- 
ed in  a double-blind  manner  against  placebo  cream  for 
twelve  weeks.  Peck,  G.,  et  ai:  Arch.  Dermat.  107:  245 
(Feb.)  1973 
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History  of  Medicine 


King  Asa’s 


Presumed  Gout 

Twentieth  century  A.D.  discussion  of 
ninth  centur  y B.C.  biblical  patient 

ANDRE  DE  VRIES,  M.D. 

Petah  Tikva,  Israel 

ABRAHAM  WEINBERGER,  M.D. 

Petah  Tikva,  Israel 

From  the  Tel-Aviv  University  Medical  School  and  the  Department 
of  Medicine  D,  Beilinson  Hospital 


King  Asa,  great  grandson  of  King  Solomon, 
reigned  as  King  of  Judah  for  a full  forty  years  from 
the  year  915  to  the  year  875  B.C.1  The  illness 
from  which  he  suffered  during  the  last  two  years  of 
his  reign,  and  which  allegedly  caused  his  death 
2,850  years  ago,  has  been  subject  to  comment  by 
Bible  scholars  throughout  the  ages.  One  diagnosis 
of  King  Asa’s  disease,  presumed  by  various  com- 
mentators, classical2-3  and  more  recent,4’5  is  that  of 
gout,  an  old  disease  indeed,  dating  back  thousands 
of  years.6  However,  on  scrutinizing  the  data 
available  on  King  Asa’s  illness,  the  evidence  for  its 
having  been  gout  appears  rather  scanty.  Thus,  it 
appears  of  interest  to  reevaluate  King  Asa’s  case 
report  and  its  historical  interpretations. 

Case  report 

King  Asa,  son  of  King  Abija,  son  of  King  Reho- 
boam,  son  of  King  Solomon,  and  father  of  King  Je- 
hoshaphat,  was  a strong  ruler  and  military  com- 
mander, faithful  to  the  Lord,  and  brutal  to  the 
people  who  objected  to  him,  as  interpreted  from 
the  First  Book  of  Kings  and  the  Second  Book  of 
Chronicles. 

King  Asa’s  illness  is  mentioned  in  the  Bible  in 
two  places;  according  to  the  text  of  the  New  En- 
glish Bible7  (1  Kings  15:23):  “But  in  his  old  age 
his  feet  were  crippled  by  disease,”  and  (2  Chron. 
16:12-14):  “In  the  thirty-ninth  year  of  his  reign 
Asa  became  affected  with  gangrene  in  his  feet;  he 


did  not  seek  guidance  of  the  Lord  but  resorted  to 
physicians.  He  rested  with  his  forefathers,  in  the 
forty-first  year  of  his  reign  ...  .”  Older  Bibles 

present  different  versions,  especially  of  the  report 
in  the  Second  Book  of  Chronicles.  According  to 
the  Red  Letter  Bible  (King  James  Version)8: 
“And  Asa  in  the  thirty  and  ninth  year  of  his  reign 
was  diseased  in  his  feet,  until  his  disease  was  ex- 
ceedingly great  . . . according  to  the  Holy 
Bible,  revised  Standard  Version  (1962)9  based  on 
the  King  James  Version:  “In  the  thirty  ninth  year 
of  his  reign  Asa  was  diseased  in  his  feet,  and  his 
disease  became  severe  . . . .”;  in  the  Complete 

Bible  ( 1942) 10:  “In  the  thirty  ninth  year  of  his 

reign,  Asa  became  diseased  in  his  feet,  the  disease 
was  exceedingly  painful.” 

Comment 

The  first  reference  to  King  Asa’s  illness  as  poda- 
gra is  found  in  the  Babylonian  Talmud,  Sota  10a,2 
around  the  third  century  A.D.,  that  is,  some  twelve 
hundred  years  after  the  king’s  demise:  “Asa  (was 
punished)  in  his  feet,  as  it  is  written, ...  . But  in 

the  time  of  his  old  age  he  was  diseased  in  his  feet,” 
and  Rab  Judah  said  in  the  name  of  Rab,  podagra 
attacked  him.  Mar  Zutra,  son  of  Rab  Nahman, 
asked  Rab  Nahman,  What  is  podagra  like? — he 
answered,  like  a needle  in  living  flesh.  How  did  he 
know  this?  Some  say  he  suffered  from  it  himself, 
others  say  that  he  heard  it  from  his  teacher;  and 
others  declared  “The  secret  of  the  Lord  is  with 
them  that  hear  Him,  and  He  will  show  them  His 
Covenant.”  The  English  translator  remarks: 
“His  (Mar  Zutra’s)  teacher  was  a Rabbi  named 
Samuel  who  was  a physician.”2 

It  has  been  commonly  accepted  throughout  his- 
tory that  podagra,  a derivation  from  the  Greek 
words  pous  (foot)  and  agra  (hunting  or  chase,  way 
of  catching)  stands  for  the  gouty  attack  of  the 
foot.11  According  to  various  sources  the  term 
podagra  was  already  used  by  Hippocrates  in  the 
fifth  to  fourth  century  B.C.  for  such  a condition  in 
man,  while  before  his  time  “it  had  been  used  for  an 
affection  of  the  joints  of  beasts  of  burden.”12  The 
term  podagra  was  also  used  by  Aristotle  and  later 
by  Celsus  and  Galen  (131-200  A.D.).13  The  word 
gout  came  into  use  much  later,  around  the  begin- 
ning of  the  thirteenth  century.3  In  the  second 
century  B.C.  the  physician  Aretaeus  the  Cappado- 
cian, “Who  wrote  in  imitation  of  Hippocrates,”  1 
pointed  out  that  podagra  designates  pain  in  the 
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feet.14  Also  the  Jerusalem  Talmud,  J.  Sabb.  VI  8, 
mentioned  podagra,  specifically  as  a synonym  for 
the  word  Zinith,  the  meaning  of  which,  however,  is 
uncertain.  According  to  the  Babylonian  Talmud, 
Sabb.  65a,  Zinith  represents  “a  growth  caused  by 
the  soil.” 

Could  the  growth  have  been  a tophus? 

Noteworthy  is  the  comment  by  Rashi  (Rabbi 
Shlomo  Itzchaki),3  living  in  France  in  the  eleventh 
century,  on  the  word  podagra  mentioned  in  con- 
nection with  King  Asa’s  disease  in  the  Babylonian 
Talmud:  “Name  of  a disease  which  attacks  the 

feet.”  Commenting  on  King  Asa’s  illness,  Stuk- 
eley4  in  the  eighteenth  century  expresses  certitude 
as  to  its  gouty  nature:  “It  can’t  be  doubted  that 
this  (Asa’s)  distemper  was  the  gout.”  Also  Ros- 
ner,5  in  a recent  comment  on  gout  in  the  Bible  and 
the  Talmud,  tends  to  accept  this  diagnosis  of  King 
Asa’s  disease. 

Still  the  question  must  be  asked  whether  King 
Asa’s  illness  was  gout  indeed.  In  the  diagnosis  of 
King  Asa’s  ailment  three  additional  items  of  infor- 
mation available  in  the  Biblical  case  report  must 
be  considered. 

First,  King  Asa  became  ill  in  the  thirty-ninth 
year  of  his  reign.  The  age  at  which  he  started  to 
reign  is  not  mentioned,  so  that  we  do  not  know  the 
exact  age  at  which  he  became  sick.  On  the  other 
hand,  making  the  reasonable  assumption  that  he 
became  head  of  state  after  having  reached  adult- 
hood, his  illness  would  not  have  started  before  the 
age  of  about  sixty  or  possibly  later,  that  is,  when 
he  was  advanced  in  years.  This  is  well  reflected  in 
the  text  of  the  Hebrew  Bible,  1 Kings  15:23  (our 
translation):  “Only  at  his  old  age  . . .”  and  in  New 
English  Bible:  “But  in  his  old  age  ...  .”  More 

precisely,  but  with  unfounded  accuracy,  the  Span- 
ish Jewish  philosopher  Abarbanel,15  living  in  the 
fifteenth  century,  comments  (our  translation): 
“and  see  he  was  eighty  years  old  and  what  could 
the  physicians  do  in  a natural  way  in  such  an  old 
man  with  such  disease?” 

Occurrence  of  the  first  manifestation  at  ad- 
vanced age  would  be  compatible  with  gout  al- 
though by  no  means  decisive  for  the  diagnosis.  If 
true,  King  Asa’s  gout  would  probably  not  belong  to 
the  group  of  inborn  abnormalities  of  enzymes  in- 
volved in  purine  metabolism,  such  as  complete  or 
partial  hypoxanthine-guanine  phosphoribosyl- 
transferase  deficiencies  or  phosphoribosylpyro- 
phosphate  synthetase  mutants,  all  generally  be- 
coming manifest  at  a young  age.  Furthermore, 
there  is  no  reference  in  the  case  report  or  else- 
where in  the  Bible  to  a similar  disease  in  King 
Asa’s  relatives,  which  could  have  indicated  a heri- 
ditary  enzyme  deficiency  as  a cause  of  his  gout. 

Second,  the  second  part  of  the  verse  2 Chron. 
16:12,  concerned  with  King  Asa’s  disease,  adds  a 
specific  qualification  indicating  that  his  condition 
was  severe:  (literally  translated  by  us  from  the 


Hebrew  text)  “Until  above  his  illness”  or  “until 
upwards  his  disease.”  None  of  the  English  texts, 
whether  of  the  Book  of  Kings  or  of  the  Book  of 
Chronicles,  translates  this  part  of  the  verse  verbal- 
ly, but  the  various  translators  may  have  intended 
to  reflect  the  severity  of  his  disease  by  the  versions 
“gravely  affected  with  gangrene”  (New  English 
Bible),  “exceedingly  great”  (Red  Letter  Bible), 
“severe”  (Holy  Bible),  “exceedingly  painful” 
(Complete  Bible);  but  these  of  course  are  free 
translations.  We  have  additional  interpretations 
of  this  text  from  two  recent  commentators,  both 
indicating  the  graveness  of  King  Asa’s  disease. 
Casuto16  of  the  Hebrew  University  in  Jerusalem 
interprets:  “what  is  meant  (by  upwards)  is  above 
suffering,  above  tolerance.”  Also  Segal17  from  the 
same  university  interprets:  “very  strong.” 

On  the  other  hand,  eleventh-century  Rashi3  in- 
terprets: “the  swelling  of  his  feet  went  up  from 

the  sole  of  his  feet  to  the  top  of  head.”  Rather  lib- 
erally he  assigns  to  King  Asa’s  feet  a swelling 
which  is  not  mentioned  explicitly  in  the  Hebrew 
Bible,  but  his  interpretation  of  an  extension  of  the 
disease  upward  could  fit  the  text  as  well.  The 
same  opinion  is  expressed  in  the  Jewish  Universal 
Encyclopedia, 1 King  Asa  having  been  “diseased  in 
his  feet  until  higher  up.”  Similar  interpretations 
indicating  the  disease  to  have  involved  the  upper 
part  of  King  Asa’s  body  can  be  found  in  other 
comments,  such  as  in  The  Fortress  of  David 18; 
“the  illness  of  his  feet  increased  and  rose  upwards 
to  his  skull,”  and  in  Malb’em19:  “the  illness  rose 
from  the  feet  to  the  upper  part  of  the  body.” 

If  King  Asa’s  disease  did  extend  from  his  feet  to 
the  top  of  his  head,  then  the  diagnosis  of  gout 
seems  insufficient  to  cover  the  complete  symp- 
tomatology. Indeed,  the  physician  author  of  the 
chapter  on  biblical  medicine  in  the  Jewish  Univer- 
sal Encyclopedia 1 states:  “The  ailment,  which 

spread  from  the  feet  upwards,  may  have  been  a 
form  of  gangrene:  senile  (he  lived  to  a high  old 

age),  traumatic  (he  participated  in  many  battles), 
diabetic,  thrombotic,  a spreading  infection  (celluli- 
tis, erysipelas),  but  he  still  leaves  gout  or,  as  the 
Talmud  Sotah  10a  states,  podagra,  within  the  dif- 
ferential diagnosis.”  It  would  not  be  difficult  to 
add  other  diseases  covering  King  Asa’s  symptoma- 
tology. 

Third,  King  Asa  died  about  two  years  after  his 
disease  first  manifested  itself.  The  biblical  text 
does  not  explicitly  state  that  he  died  from  the 
same  disease  which  attacked  him  two  years  pre- 
viously, but  mentioning  his  death  in  the  sentence 
following  that  on  his  “gangrene”  (New  English 
Bible,  2 Chron.  16:13):  “He  rested  with  his  forefa- 
thers, in  the  forty-first  year  of  his  reign  . . .”  ap- 
pears to  imply  an  intended  connection.  If  indeed 
King  Asa  died  from  the  disease  which  began  in  his 
feet,  gout  as  such  seems  insufficient  to  explain  his 
death,  except  when  one  assumes  blockade  of  his 
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urinary  tract  by  uric  acid  crystals  or  stones,  renal 
failure  due  to  urate  nephropathy,  or  even  rare 
complications  such  as  a tophus  damaging  the  con- 
ducting system  of  the  heart  and  other  peculiari- 
ties. 

Thus,  in  spite  of  the  effort  through  the  ages  of 
the  various  Bible  commentators  and  translators, 
no  doubt  deeply  sincere  and  knowledgeable,  the 
nature  of  King  Asa’s  disease  remains  unclear  and 
his  gout  questionable.  It  seems  ironic  to  consider 
here  the  easy  way  out  of  this  dilemma,  chosen, 
whether  consciously  or  erroneously,  by  Flavius  Jo- 
sephus, the  Jewish-Roman  commander-historian, 
living  in  the  first  century  A.D.,  who  wrote  (Whis- 
ton’s  translation)20:  “But  Asa,  who  was  king  of 

Jerusalem,  and  one  of  the  two  tribes,  attained  by 
God’s  blessing,  a long  and  blessed  old  age,  for  his 
piety  and  righteousness,  and  died  happily,  when 
he  had  reigned  forty  and  one  years.” 

When  considering  King  Asa’s  foot  illness,  we 
may  ask  a few  more  questions.  Why  did  the  Bible 
mention  Asa’s  disease  specifically?  It  is  an  im- 
probable assumption  that  it  was  mentioned  only 
because  of  its  severity.  Other  and  not  less  impor- 
tant kings  whose  diseases  are  not  recorded  must 
have  had  grave  illnesses  as  well,  even  if  some  of 
them  ended  their  lives  in  battle  or  by  family  vio- 
lence. It  is  possible  that  the  legend  concerning 
Asa’s  illness  was  motivated  by  a religious  consider- 
ation, a punishment  for  having  neglected  God.  As 
written  (New  English  Bible  2 Chron.  15:12-13)  im- 
mediately following  “gangrene  in  his  feet”:  “he 

did  not  seek  guidance  of  the  Lord  but  resorted  to 
physicians,”  appears  to  stress  that  Asa  repeated  a 
sin  previously  committed.  Indeed,  when  being  at- 
tacked by  Baasha,  King  of  Israel,  he  approached 
for  help  (2  Chron.  16:2)  “Benhadad,  King  of  Aram, 
whose  capital  was  Damascus,”  for  which  he  was  re- 
proached by  the  seer  Hanani:  “Because  you  relied 
on  the  King  of  Aram  and  not  on  the  Lord  your 
God”  (2  Chron.  16:7).  Was  Asa’s  disease  empha- 
sized in  the  Bible  to  demonstrate  the  ominous  re- 
sults of  neglecting  the  Lord  in  favor  of  the  wordly? 

Could  King  Asa’s  case  history  actually  have 
been  sufficiently  accurate?  King  Asa  fell  ill  in  the 
first  half  of  the  ninth  century  B.C.,  but  the  Bible, 
including  the  Book  of  Kings  and  the  Book  of 
Chronicles,  was  written  up  hundreds  of  years  later. 
When  is  uncertain,  but  certainly  not  before  the 
fifth  century  B.C.,  that  is,  four  hundred  years  after 
King  Asa,  or  even  later.  If  the  case  history  had 
been  transmitted  orally  during  so  many  hundreds 
of  years,  its  reliability  might  well  be  questioned. 
On  the  other  hand,  and  here  we  consulted  Dotan21 
of  the  Tel- Aviv  University,  there  is  good  evidence 
that  the  writers  of  the  Bible  based  their  informa- 
tion on  old  scripts  such  as  court  protocols.  Thus, 
it  is  possible  that  documentation  had  been  avail- 
able. 

Was  gout  at  all  prevalent  in  biblical  times? 


What  we  know  for  certain  is  that  gout  was  present 
in  ancient  Egypt,  as  documented  by  the  findings  of 
tophi  and  uric  acid  stones  in  Egyptian  mummies 
examined  in  the  present  century.22’23  Apparently 
gout  was  also  present  in  ancient  Mesopotamia6 
and  in  Hippocrates’  time  in  Greece.12-13  It  should 
also  not  be  forgotten  that  King  Solomon  married 
many  wives  and  had  many  concubines  from  other 
countries,  including  Egypt.  Furthermore,  our 
forefather  Abraham  came  from  Mesopotamia,  and 
Moses’  mother  probably  was  an  Egyptian  princess. 
Thus,  even  though  arthritis  or  disease  of  the  foot  is 
not  reported  in  this  biblical  kindred,  a genetic  pre- 
disposition to  gout  could  have  been  present  in 
Asa’s  family.  If  so  predisposed  indeed,  no  doubt 
the  conditions  of  living  could  have  been  such  as  to 
make  the  disease  become  manifest.  Consider  only 
the  luxury  and  wealth  at  the  court  of  King  Asa’s 
great  grandfather,  King  Solomon  (New  English 
Bible,  1 Kings  5:2,3):  “Solomon’s  provision  for 

one  day  was  thirty  kor  of  flour  and  sixty  kor  of 
meal,  ten  fat  oxen  and  twenty  oxen  from  the  pas- 
tures and  a hundred  sheep,  as  well  as  stags,  ga- 
zelles, roebucks  and  fattened  fowl.”  Furthermore, 
these  kings  lived  hard;  King  Asa’s  father  Abiyah  (2 
Chron.  12:22)  “married  fourteen  wives  and  became 
father  of  twenty  sons  and  sixteen  daughters.”  On 
the  other  hand,  Asa  himself  is  depicted  as  a robust 
warrier,  god -believing  except  for  his  two  previous- 
ly mentioned  “religious”  errors,  and  he  is  not  con- 
nected with  any  debauchery,  in  contrast  to  his 
rival  colleagues,  the  kings  of  Israel. 

Conclusion 

In  trying  to  write  an  epilogue  to  the  biblical 
drama  of  King  Asa’s  disease,  one  must  be  aware  of 
the  difficulty  inherent  in  the  judgment  of  a case 
history  written  more  than  two  millennia  ago  of  an 
illness  occurring  nearly  three  millennia  ago,  the 
first  documented  discussion  of  which  dates  back 
some  seventeen  hundred  years.  Not  only  ought 
the  distance  in  time  render  one  cautious  in  inter- 
pretation, but  also,  as  we  know  today  in  the  light 
of  recent  biochemical  advances,  the  accurate  diag- 
nosis of  gout  requires  more  than  a purely  clinical 
impression.  Even  a positive  response  to  colchi- 
cine, a drug  which  may  well  have  been  used  in 
those  times,24’25  would  not  have  been  diagnostical- 
ly specific. 

We  conclude  that  the  biblical  case  report  does 
not  provide  sufficient  data  to  diagnose  King  Asa’s 
illness  accurately  but  that,  considering  the  course 
of  his  disease,  gout  seems  improbable.  Taking 
into  account  the  patient’s  sex,  the  advanced  age  at 
which  he  became  ill,  and  the  severity  of  his  disease 
leading  to  his  death  within  two  years  from  the 
onset,  the  diagnosis  of  peripheral  obstructive  vas- 
cular disease  with  ensuing  gangrene  seems  a more 
probable  assumption. 


454  New  York  State  Journal  of  Medicine/ February  1975 


References 

1.  Medicine.  1.  In  the  Bible,  in  Landman,  J.,  Ed.:  Jew- 
ish Universal  Encyclopedia:  An  Authoritative  and  Popular  Pre- 
sentation Of  Jews  and  Judaism  Since  the  Earliest  Times,  New 
York,  Universal  Jewish  Encyclopedia  Co.,  Inc.,  1948,  vol.  7,  p. 
434. 

2.  The  Babylonian  Talmud  Sotah  10a,  translated  by  J. 
Epstein,  London,  The  Soncino  Press,  1936,  p.  46. 

3.  Rashi,  comment,  on  ibid.,  Jerusalem,  El-Mekorot  Ltd 
1950,  p.  19. 

4.  Stukeley,  W.:  Of  The  Gout,  In  Two  Parts,  Roberts, 
1734,  cited  in  Mertz,  D.  P.:  Gicht,  Grundlagen,  Klinik  und 
Therapie,  Stuttgart,  Georg  Thieme  Verlag,  1971,  p.  6. 

5.  Rosner,  F.:  Gout  in  the  Bible  and  Talmud,  J.A.M.A. 
207:  151  (1969). 

6.  Sigerist,  H.  E.:  A History  of  Medicine,  Primitive  And 
Archaic  Medicine,  New  York,  Oxford  University  Press,  1951, 
vol.  1,  pp.  436,  64. 

7.  New  English  Bible,  Oxford  and  Cambridge  University 
Press,  1970,  p.  397. 

8.  The  Red  Letter  Bible,  The  London  Bible  Warehouse,  p. 
420. 

9.  The  Holy  Bible,  Revised  Standard  Version,  Thomas 
Nelson  and  Sons  Ltd.,  1962,  p.  345. 

10.  The  Complete  Bible,  translated  by  J.  M.  Powis  Smith, 
The  University  of  Chicago  Press,  1942. 

11.  Liddle,  H.  G.,  and  Scott,  R.:  Greek  English  Lexicon, 
Oxford,  Oxford  University  Press,  1968. 

12.  Skinner,  H.  A.:  The  Origin  of  Medical  Terms,  Balti- 
more, The  Williams  & Wilkins  Co.,  1949,  p.  283. 


Drug  induced  extrapyramidal  symptoms 

Extrapyramidal  symptoms  were  found  to  occur  in 
about  1 per  cent  of  general  medical  patients  treated  with 
the  phenothiazines  or  the  tricyclic  antidepressants. 


13.  Wain  H.:  The  Story  Behind  the  Word;  Some  inter- 
esting origins  of  medical  terms,  Springfield,  Illinois,  Charles  C 
Thomas,  1968,  p.  250. 

14.  Hammond,  N.  G.  L.,  and  Schullard,  H.  A.:  Oxford 

Classical  Dictionary,  Oxford,  Oxford  University  Press,  1970. 

15.  Aharbanel,  I).  I.:  Jerusalem,  Bible  and  Knowledge 

Publishing  Company,  1955. 

16.  Casuto,  M.  D.:  The  Books  of  the  Bible;  Chronicles, 
Second  Book,  Tel  Aviv,  Yavneh  Publishing  House,  1957  n 
119. 

17  Segal,  M.  Ts.:  Comments  on  the  Bible,  Tel-Aviv,  Dvir 
Publishing  Company,  1953,  p.  69. 

18.  The  Fortress  of  David,  Jerusalem,  Eshkol  Publishing 
Company,  p.  161. 

19.  Malb’em:  A Treasure  of  Comments  on  the  Bible,  Jeru- 
salem, Pardess  Israel  Publishing  Company,  1958,  vol.  3,  p.  246. 

20.  The  Life  and  Works  of  Flavius  Josephus,  Antiquities  of 
the  Jews,  translated  by  W.  Whiston,  Philadelphia,  John  Win- 
ston Company,  1737,  p.  266. 

21.  Dotan,  A.:  Personal  communication,  Tel-Aviv  Univer- 
sity. 

22.  Smith,  G.  E.,  and  Jones,  F.  W.:  The  Archeological  Sur- 
vey of  Nubia;  Report  for  1907-8,  Cairo,  National  Printing  De- ' 
partment,  1910,  vol.  2,  pp.  44,  269,  cited  in  Talbott,  J.  H.: 
Gout,  2nd  ed.,  New  York,  Grune  & Stratton,  1964,  pp.  1,  249. 

23.  Kittredge,  W.  E.,  and  Downs,  R.:  The  role  of  gout  in 
the  formation  of  urinary  calculi,  J.  Urol.  67:  841  (1952). 

24.  Mertz,  D.  P.:  Gicht,  Grundlagen,  Klinik  und  Therapie, 
Stuttgart,  Georg  Thieme  Verlag,  1971,  pp.  3,  205. 

25.  Hartung,  E.  F.:  History  of  the  use  of  colchicum  and  re- 
lated medicaments  in  gout,  with  suggestions  for  further  re- 
search, Ann.  Rheum.  Dis.  13:  190  (1954). 


The  drug  most  likely  to  produce  these  symptoms  is  tri- 
fluoperazine hydrochloride  (Stelazine).  There  is  a 
suggestion  that  the  tendency  for  these  drugs  to  produce 
these  symptoms  is  enhanced  in  persons  with  systemic 
lupus  erythematosus  or  in  persons  taking  prednisone. 
JAMA  224:  889  (May  7)  1973 


February  1975/  New  York  State  Journal  of  Medicine  455 


Obituaries 


James  Stevenson  Allen,  M.D.,  of  Geneva,  died  on  No- 
vember 19,  1974,  at  the  age  of  ninety.  Dr.  Allen  gradu- 
ated in  1908  from  Syracuse  University  College  of  Medi- 
cine. He  was  a member  of  the  Ontario  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alexander  Altschul,  M.D.,  of  New  York  City,  died  on 
December  15,  1974,  at  the  age  of  eighty-two.  Dr.  Alts- 
chul graduated  in  1916  from  Cornell  University  Medical 
College.  He  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Moe  Ashley,  M.D.,  of  Brooklyn,  died  on  November  8, 
1974,  at  the  age  of  sixty-one.  Dr.  Ashley  graduated  in 
1939  from  Anderson  College  of  Medicine,  Glasgow,  Scot- 
land. He  was  an  associate  attending  physician  at  Coney 
Island  Hospital.  Dr.  Ashley  was  a member  of  the  Clini- 
cal Society,  New  York  Diabetes  Association,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Harry  Austin,  M.D.,  of  Valley  Stream,  died  on  Novem- 
ber 27,  1974,  at  the  age  of  sixty-seven.  Dr.  Austin  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1938.  He  was  a member  of  the  medical  staff  in  family 
medicine  at  South  Nassau  Communities  Hospital 
(Oceanside),  a family  practitioner  at  Nassau  County 
Medical  Center,  and  an  attending  physician  in  ambula- 
tory care  at  Queens  Hospital  Center.  Dr.  Austin  was  a 
member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Richard  C.  Blackwell,  M.D.,  of  New  York  City,  died 
on  October  24,  1974,  at  the  age  of  seventy-one.  Dr. 
Blackwell  graduated  in  1927  from  Johns  Hopkins  Uni- 
versity School  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Charles  Dean  Bohrer,  M.D.,  of  Westhury,  died  on  De- 
cember 17,  1974,  at  the  age  of  sixty-four.  Dr.  Bohrer 
graduated  in  1935  from  the  University  of  Michigan 
Medical  School.  He  was  a consulting  surgeon  at  Nassau 
Hospital.  Dr.  Bohrer  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  Nassau  Academy  of  Medi- 
cine, the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Marvin  Borenstein,  M.D.,  of  Mineola,  died  on  Decem- 
ber 4,  1974,  at  the  age  of  forty-eight.  Dr.  Borenstein 
graduated  in  1951  from  New  York  University  College  of 
Medicine.  He  was  an  associate  attending  physician  in 
internal  medicine  at  Nassau  Hospital.  Dr.  Borenstein 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Angiolo- 
gy,  and  a member  of  the  Clinical  Society,  New  York  Dia- 
betes Association,  the  Nassau  Academy  of  Medicine,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Milton  Edward  Bork,  M.D.,  of  Buffalo,  died  on  No- 
vember 6,  1974,  at  the  age  of  eighty-one.  Dr.  Bork  grad- 
uated in  1915  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  emeritus  ophthalmologic  surgeon 
at  Deaconess  Hospital.  Dr.  Bork  was  a member  of  the 
Pan  American  Medical  Association,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Emil  Joseph  Bove,  M.D.,  of  Seneca  Falls,  died  on  July 
25,  1974,  at  the  age  of  sixty-seven.  Dr.  Bove  graduated 
in  1934  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a member  of  the  Geneva  Academy  of 
Medicine,  the  Seneca  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frederick  Butler,  M.D.,  of  Elmira,  died  on  November 
10,  1974,  at  the  age  of  sixty-three.  Dr.  Butler  graduated 
in  1936  from  Georgetown  University  School  of  Medi- 
cine. He  was  a member  of  the  surgical  staff  at  St.  Jo- 
seph’s Hospital.  Dr.  Butler  was  a member  of  the  Amer- 
ican Geriatrics  Society,  the  Chemung  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Domenico  A.  Dimassimo,  M.D.,  of  Brooklyn  and  New 
York  City,  died  on  November  11,  1974,  at  the  age  of 
forty-seven.  Dr.  Dimassimo  graduated  in  1953  from 
New  York  University  College  of  Medicine.  He  was  a 
member  of  the  American  Psychiatric  Association,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Robert  Seymour  Donnenfeld,  M.D.,  of  Dix  Hills  and 

Plainview,  died  on  December  1,  1974,  at  the  age  of  forty- 
four.  Dr.  Donnenfeld  graduated  in  1953  from  New 
York  Medical  College.  He  was  director  of  the  Physiolo- 
gy Service  at  St.  John’s  Hospital  (Smithtown),  director 
of  respiratory  diseases  at  Smithtown  General  Hospital, 
chief  of  inhalation  therapy  at  Central  General  Hospital 
(Plainview),  and  medical  director  of  respiratory  diseases 
at  Mid-Island  Hospital  (Bethpage).  Dr.  Donnenfeld 
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was  a Diplomate  of  the  American  Board  of  Anesthesiol- 
ogy, a Fellow  of  the  American  College  of  Anesthesiol- 
ogists, a Fellow  of  the  American  College  of  Chest  Physi- 
cians, and  a member  of  the  Nassau  Academy  of  Medi- 
cine, the  Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Mary  Rose  Eleston,  M.D.,  of  New  York  City,  died  on 
November  22,  1974,  at  the  age  of  seventy-eight.  L)r.  Kl- 
eston graduated  in  1925  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  She  was  a preceptor- 
in  psychiatry  at  The  Mount  Sinai  Hospital.  Dr.  Eleston 
was  a member  of  the  American  Psychiatric  Association, 
the  American  Academy  of  Psychoanalysis,  the  American 
Geriatrics  Society,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herman  Gladstone,  M.D.,  of  New  York  City,  died  on 
November  7,  1974,  at  the  age  of  sixty-six.  Dr.  Glad- 
stone graduated  in  1937  from  the  University  of  Illinois 
College  of  Medicine.  He  was  an  associate  attending  or- 
thopedic surgeon  at  French  and  Polyclinic  Medical 
School  and  Health  Center  and  at  St.  Joseph’s  Hospital 
(Yonkers).  Dr.  Gladstone  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Pan 
American  Medical  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ralph  Edward  Goodall,  M.D.,  of  Flushing,  died  on 
November  18,  1974,  at  the  age  of  seventy-two.  Dr. 
Goodall  graduated  in  1929  from  Long  Island  College 
Hospital.  He  was  a Fellow  of  the  International  College 
of  Surgeons  and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Eliott  Baldwin  Hague,  M.D.,  of  Buffalo,  died  on  Octo- 
ber 29,  1974,  at  the  age  of  seventy-one.  Dr.  Hague  grad- 
uated in  1932  from  the  University  of  Pennsylvania 
School  of  Medicine.  He  was  a consulting  ophthalmolo- 
gist at  Millard  Fillmore,  Deaconess,  and  Mercy  Hospi- 
tals. Dr.  Hague  was  a Diplomate  of  the  American  Board 
of  Ophthalmology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Werner  Hochstetter,  M.D.,  of  New  York  City,  died  on 
November  13,  1974,  at  the  age  of  seventy-seven.  Dr. 
Hochstetter  received  his  medical  degree  from  the  Uni- 
versity of  Freiburg  in  1921.  He  was  an  assistant  attend- 
ing (off  service)  psychiatrist  at  The  Presbyterian  Hospi- 
tal. Dr.  Hochstetter  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
Association  for  Research  in  Nervous  and  Mental  Dis- 
ease, the  New  York  County  Medical  Society,  the  Medi- 


cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  John  Hutchins,  M.D.,  of  Newburgh,  died  on 
November  14,  1974,  at  the  age  of  sixty-two.  Dr.  Hutch- 
ins graduated  in  1939  from  Stritch  School  of  Medicine 
of  Loyola  University.  He  was  chief  of  neurology  and 
psychiatry  at  St.  Luke’s  Hospital  and  a consulting  neu- 
rologist and  psychiatrist  at  St.  Francis  Hospital  (Port 
Jervis).  Dr.  Hutchins  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
Orange  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

A.  Verne  Johnston,  M.D.,  of  Utica,  died  on  December 
16,  1974,  at  the  age  of  seventy-two.  Dr.  Johnston  grad- 
uated in  1926  from  Queens  University  Faculty  of  Medi- 
cine. He  was  an  honorary  member  of  the  medical  staff 
at  St.  Luke’s-Memorial  Hospital  Center.  Dr.  Johnston 
was  a member  of  the  Utica  Academy  of  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Ernest  E.  Keet,  Jr.,  M.D.,  of  Saranac  Lake,  died  on 
December  3,  1974,  at  the  age  of  sixty-one.  Dr.  Keet 
graduated  in  1937  from  Cornell  University  Medical  Col- 
lege. He  was  an  attending  physician  on  the  medical 
staff  at  General  Hospital  of  Saranac  Lake.  Dr.  Keet 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  New  York  State  Society  of 
Internal  Medicine,  the  Franklin  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Byron  B.  Kenyon,  M.D.,  of  Millerton,  died  on  Septem- 
ber 29,  1974,  at  the  age  of  seventy-seven.  Dr.  Kenyon 
graduated  in  1924  from  the  University  of  Toronto  Fac- 
ulty of  Medicine.  He  was  an  honorary  otolaryngologist 
at  Lawrence  Hospital.  Dr.  Kenyon  was  a Diplomate  of 
the  American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  New  York  Academy  of  Medicine,  the  Dutchess 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  M.  Kerrigan,  M.D.,  of  Wappingers  Falls,  died  on 
July  5,  1974,  at  the  age  of  sixty-eight.  Dr.  Kerrigan 
graduated  in  1936  from  Albany  Medical  College.  He 
was  an  honorary  otolaryngologist  at  Vassar  Brothers 
Hospital  and  a consulting  physician  in  ear,  nose,  and 
throat  at  Matteawan  State  Hospital.  Dr.  Kerrigan  was 
a member  of  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Paul  M.  Kober,  M.D.,  of  Rochester,  died  on  November 
22,  1974,  at  the  age  of  seventy-eight.  Dr.  Kober  gradu- 
ated in  1923  from  the  University  of  Michigan  Medical 
School.  He  was  an  associate  member  of  the  medical 
staff  in  medicine  at  Genesee  Hospital  and  an  honorary 
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physician  in  internal  medicine  at  Park  Avenue  Hospital.  1 
Dr.  Kober  was  a member  of  the  Rochester  Academy  of  i 
Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  A.  Koota,  M.D.,  of  Brooklyn,  died  on  December 
9,  1974,  at  the  age  of  sixty-five.  Dr.  Koota  graduated  in 
1933  from  Long  Island  College  of  Medicine.  He  was  an 
assistant  attending  pediatrician  at  Coney  Island  Hospi- 
tal, an  attending  family  practitioner  at  State  University 
Downstate  Medical  Center,  and  an  active  attending 
family  practitioner  at  Kings  County  Hospital  Center. 

Dr.  Koota  was  a Diplomate  of  the  American  Board  of 
Family  Practice  and  a member  of  the  American  Acade- 
my of  Family  Practice,  the  Medical  Society  of  the  Coun- 
ty of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sally  Spalten  Kove,  M.D.,  of  Great  Neck,  died  on  Oc- 
tober 24,  1974,  at  the  age  of  forty-eight.  Dr.  Kove  grad- 
uated in  1958  from  New  York  University  College  of 
Medicine.  She  was  an  assistant  attending  psychiatrist 
at  North  Shore  Hospital.  Dr.  Kove  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psychiatric  As- 
sociation, the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

I 

John  B.  Laidlaw,  M.D.,  of  Rochester,  died  on  October 
27,  1974,  at  the  age  of  seventy-three.  Dr.  Laidlaw  grad- 
uated in  1927  from  the  University  of  Toronto  Faculty  of  ( 
Medicine.  He  was  an  assistant  emeritus  physician  at 
Strong  Memorial  Hospital  and  an  attending  physician 
at  Genesee  Hospital.  Dr.  Laidlaw  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a member 
of  the  Rochester  Academy  of  Medicine,  the  New  York 
Society  of  Pathologists,  the  Monroe  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and  ( 
the  American  Medical  Association. 

Robert  Louis  Levy,  M.D.,  of  New  York  City,  died  on  ] 
November  23,  1974,  at  the  age  of  eighty-six.  Dr.  Levy  j 

graduated  in  1913  from  Johns  Hopkins  University  . 

School  of  Medicine.  He  was  a Diplomate  of  the  Ameri-  j 
can  Board  of  Internal  Medicine,  a Fellow  of  the  Ameri- 
can College  of  Physicians,  and  a member  of  the  Ameri-  ( 
can  Society  for  Clinical  Investigation,  the  American  < 
Clinical  and  Climatological  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  ^ 
and  the  American  Medical  Association. 

1 

Leopold  Liffgens,  M.D.,  of  New  York  City,  died  in  Oc-  1 
tober,  1972.  Dr.  Liffgens  received  his  medical  degree  - 
from  the  University  of  Munich  in  1917.  ( 

t 

Constantine  D.  Logotheti,  M.D.,  of  Brooklyn,  died  on  | 
November  30,  1974.  Dr.  Logotheti  received  his  medical  ‘ 
degree  from  the  University  of  Athens  in  1910.  f 

Schuyler  M.  Martin,  M.D.,  of  Troy,  died  on  Septem-  t 

her  24,  1974,  at  the  age  of  eighty-five.  Dr.  Martin  grad-  j 

uated  in  1913  from  Albany  Medical  College.  He  was  a 
member  of  the  Rensselaer  County  Medical  Society,  the  1 
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Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Pauline  Perlin  Matusow,  M.D.,  of  Long  Beach,  died 
on  November  10,  1974,  at  the  age  of  seventy-two.  Dr. 
Matusow  graduated  in  1927  from  New  York  Homeopa- 
thic Medical  College  and  Flower  Hospital. 

May  R.  Mayers,  M.D.,  of  New  York  City,  died  on  No- 
vember 13,  1974,  at  the  age  of  eighty-three.  Dr.  Mayers 
graduated  in  1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  She  was  a member  of  the 
American  Public  Health  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Hector  James  McNeile,  M.D.,  of  New  York  City,  died 
on  November  16,  1974,  at  the  age  of  eighty-one.  Dr. 
McNeile  graduated  in  1916  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a consult- 
ing physician  in  internal  medicine  at  French  and  Poly- 
clinic Medical  School  and  Health  Center.  Dr.  McNeile 
was  a Fellow  of  the  American  College  of  Physicians  and 
a member  of  the  American  Academy  of  Allergy,  the 
American  Geriatrics  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Theodore  Meltzer,  M.D.,  of  New  York  City,  died  on 
November  29,  1974,  at  the  age  of  sixty-nine.  Dr.  Melt- 
zer graduated  in  1935  from  the  University  of  St.  An- 
drews Conjoint  Medical  School,  St.  Andrews  and  Dun- 
dee. He  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry  and  Neurology) 
and  a member  of  the  American  Academy  of  Neurology, 
the  American  Psychiatric  Association,  the  Association 
for  Research  in  Nervous  and  Mental  Disease,  the  New 
York  Neurological  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Louis  Miller,  M.D.,  of  New  York  City,  died  on  Decern-  | 
ber  13,  1974,  at  the  age  of  eighty-two.  Dr.  Miller  gradu- 
ated in  1921  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  a member  of  the 
American  Academy  of  Family  Practice,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa-  j 
lion. 

Gordon  D.  Oppenheimer,  M.D.,  of  New  York  City, 
died  on  December  9,  1974,  at  the  age  of  seventy-four. 
Dr.  Oppenheimer  graduated  in  1922  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a consulting  urologist  at  The  Mount  Sinai  Hospital  and 
director  emeritus  of  urology  at  The  Mount  Sinai  Hospi- 
tal. Dr.  Oppenheimer  was  a Diplomate  of  the  American 
Board  of  Urology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Urological  As- 
sociation, the  New  York  Academy  of  Medicine,  the  New 
York  Surgical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ralph  G.  Reed,  M.D.,  of  Central  Islip,  died  on  Novem- 
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ber  23,  1974,  at  the  age  of  ninety-one.  Dr.  Reed  gradu- 
ated in  1908  from  Baltimore  Medical  College.  He  was  a 
member  of  the  American  Psychiatric  Association,  the 
American  Academy  of  Family  Practice,  the  American 
Board  of  Legal  Medicine,  the  American  School  Health 
Association,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Richard  P.  Robison,  M.D.,  of  New  York  City,  died  on 
November  27,  1974,  at  the  age  of  sixty-nine.  Dr.  Robi- 
son graduated  in  1929  from  Hahnemann  Medical  Col- 
lege of  Philadelphia. 

Hyman  William  Rosen,  M.D.,  of  Brooklyn,  died  on  De- 
cember 6,  1974,  at  the  age  of  seventy-eight.  Dr.  Rosen 
graduated  in  1920  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  attending  general 
practitioner  at  Unity  Hospital.  Dr.  Rosen  was  a mem- 
ber of  the  American  Academy  of  Family  Practice,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Jack  M.  Rowe,  M.D.,  of  New  York  City,  died  on  No- 
vember 12,  1974,  at  the  age  of  seventy-two.  Dr.  Rowe 
received  his  medical  degree  from  the  University  of  Ber- 
lin in  1927.  He  was  an  assistant  attending  obstetrician 
and  gynecologist  at  Beth  Israel  Medical  Center.  Dr. 
Rowe  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Louis  Saltzman,  M.D.,  of  the  Bronx,  died  on  December 
25,  1974,  at  the  age  of  seventy-six.  Dr.  Saltzman  gradu- 
ated in  1925  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Walter  Vincent  Schule,  M.D.,  of  Corona  and  Forest 
Hills,  died  on  November  23,  1974,  at  the  age  of  fifty- 
three.  Dr.  Schule  graduated  in  1946  from  Long  Island 
College  of  Medicine.  He  was  an  attending  obstetrician 
and  gynecologist  at  St.  John’s  Queens  Hospital.  Dr. 
Schule  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Salvatore  R.  Scorza,  M.D.,  of  Brooklyn,  died  on  Au- 
gust 4,  1974,  at  the  age  of  ninety.  Dr.  Scorza  graduated 
in  1917  from  Fordham  University  School  of  Medicine. 
He  was  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Marks  S.  Shaine,  M.D.,  of  New  York  City,  died  on  De- 
cember 22,  1974,  at  the  age  of  ninety-two.  Dr.  Shaine 
graduated  in  1906  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of 
the  New  York  County  Medical  Society,  the  Medical  So- 


ciety of  the  State  of  New  York,  and  the  American  Medi- 
i cal  Association. 

| 

i George  S.  Stayner,  M.D.,  of  Nanuet,  died  on  Decem- 
i ber  18,  1974,  at  the  age  of  fifty-eight.  Dr.  Stayner  re- 
i ceived  his  medical  degree  from  the  University  of  Lau- 

i sanne  in  1941.  He  was  a member  of  the  American 

Academy  of  Family  Practice,  the  Rockland  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Walter  Waitzfelder,  M.D.,  of  New  York  City,  died  on 
November  29,  1974,  at  the  age  of  eighty.  Dr.  Waitzfeld- 
er received  his  medical  degree  from  the  University  of 
Berlin  in  1918.  He  was  a member  of  the  American  Geri- 
atrics Society,  the  New  York  County  Medical  Society, 

J.  the  Medical  Society  of  the  State  of  New  York,  and  the 

American  Medical  Association. 

I 

Janet  Y’oh  Wang,  M.D.,  of  Latham,  died  on  December 
16,  1974,  at  the  age  of  fifty-nine.  Dr.  Wang  received  her 
medical  degree  from  the  University  of  West  China 
Union  Chengtu  Medical  School  in  1941.  She  was  an  as- 
sistant attending  dispensary  physician  at  Albany  Medi- 
cal Center.  Dr.  Wang  was  a member  of  the  American 
Academy  of  Family  Practice,  the  Albany  County  Medi- 
' cal  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

i 

Jerome  P.  Webster,  M.D.,  of  New  York  City,  died  on 
I November  14,  1974,  at  the  age  of  eighty-six.  Dr.  Web- 
> ster  graduated  in  1914  from  Johns  Hopkins  University 
School  of  Medicine.  He  was  a consulting  surgeon  at 
The  Presbyterian  Hospital.  Dr.  Webster  was  a Diplo- 
mate of  the  American  Board  of  Surgery,  a Diplomate  of 
the  American  Board  of  Plastic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Surgical  Association,  the  American  Associa- 
tion of  Plastic  Surgeons,  the  American  Society  of  Plastic 
and  Reconstructive  Surgery,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  M.  Weinreb,  M.D.,  of  Brooklyn,  died  on  De- 
1 cember  10,  1974,  at  the  age  of  seventy-six.  Dr.  Weinreb 
i graduated  in  1923  from  Cornell  University  Medical  Col- 
lege. He  was  an  assisting  physician  in  internal  medicine 
at  Brooklyn-Cumberland  Medical  Center  and  an  assis- 
I tant  attending  emeritus  physician  in  medicine  at 
p Maimonides  Medical  Center.  Dr.  Weinreb  was  a mem- 
ber of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

1 Arthur  G.  Weiser,  M.D.,  of  New  York  City,  died  on 
November  14,  1974,  at  the  age  of  seventy-eight.  Dr. 
r Weiser  received  his  medical  degree  from  the  University 

r of  Vienna  in  1921.  He  was  a member  of  the  New  York 

County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

: Leon  L.  Winter,  M.D.,  of  Commack,  died  on  October 

: 29,  1974,  at  the  age  of  sixty-four.  Dr.  Winter  received 

f his  medical  degree  from  the  University  of  Munich  in 

1948.  He  was  an  active  member  of  the  medical  staff  at 
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Southside  Hospital.  Dr.  Winter  was  a member  of  the  the  State  of  New  York,  and  the  American  Medical  Asso- 
Suffolk  County  Medical  Society,  the  Medical  Society  of  ciation. 


Correction:  In  reference  to  the  article  “Traumatic  Aortic  Transection:  Repair  using  heparin-coated  bypass  cannu- 
la,” which  appeared  under  “Clinical  Capsules,  December,  1974,  vol.  74,  no.  13,  page  2412,  in  the  second  column  on 
page  2412,  the  sixth  and  seventh  lines  of  the  first  paragraph,  the  statement  “purse  string  cannulation  of  the  arch  of 
the  aorta”  should  read  “purse  string  cannulation  of  the  ascending  aorta.” 

The  correction  has  been  requested  by  the  authors:  Ramon  A.  Cukingnan,  Jr.,  M.D.,  William  I.  Brenner,  M.D.,  and 
Anthony  J.  Acinapura,  M.D.,  who  did  not  "pick  up”  the  error  on  the  galley  proof. 

This  is  an  important  correction  because  “we  cannulated  the  ascending  aorta  during  the  operation.  It  is  also 
dangerous  to  cannulate  the  arch  of  the  aorta  because  of  the  great  risk  of  dissection  and  uncontrollable  hemorrhage.” 


Medical  Meetings 


Symposium  on  “New  Health  Practitioners 
in  Primary  Care” 

An  examination  and  discussion  of  the  role  of  the  phy- 
sician’s associate  and  the  nurse  practitioner — their  per- 
formance and  their  impact  on  quality  of  care  and  costs. 
Speakers  will  include  Physician’s  and  Nurses  who  em- 
ploy and  supervise  these  workers  and  experts  who  have 
studied  other  issues  relating  to  their  education,  employ- 
ment, and  utilization. 

The  symposium,  sponsored  by  The  Bronx  Health 
Manpower  Consortium,  Inc.,  1882  Grand  Concourse,  The 
Bronx,  New  York  10457,  will  be  held  on  Wednesday, 
February  26,  1975,  from  9 a.m.  to  4 p.m.,  at  the  Robbins 
Auditorium,  Albert  Einstein  College  of  Medicine,  1300 
Morris  Park  Avenue,  The  Bronx,  New  York  10461. 

Advanced  registration  is  required  and  for  further  in- 
formation please  call:  The  Bronx  Health  Manpower 

Consortium,  Inc.,  212-299-4540. 

Annual  meeting  and  scientific  session 

The  New  York  State  Chapter  of  the  American  College 
of  Chest  Physicians  will  hold  its  Annual  Meeting  and 
Scientific  Session  at  the  Americana  Hotel  in  New  York 
City,  March  10  to  11,  1975.  This  meeting  will  he  held  in 
conjunction  with  the  Section  on  Diseases  of  the  Chest, 
Medical  Society  of  the  State  of  New  York. 

For  further  information,  contact:  Arthur  Q.  Penta, 

M.D.,  Secretary,  New  York  State  Chapter,  American 
College  of  Chest  Physicians,  1301  Union  Street,  Sche- 
nectady, New  York  12308. 

Internists  to  study 
cardiology 

The  American  College  of  Physicians  (ACP)  will  spon- 
sor a five-day  postgraduate  course  entitled  “Cardiology 

Material  for  inclusion  in  the  medical  news  section  must  he 
received  six  weeks  prior  to  publication  date. 


1975 — Topics  of  Current  Interest”  on  March  10  to  14, 
1975,  in  New  York  City.  The  course,  held  in  conjunc- 
tion with  the  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School  of  Medi- 
cine of  the  City  University  of  New  York,  will  take  place 
in  the  Annenberg  Building  Auditorium  of  the  Mount 
Sinai  Medical  Center. 

For  information  and  registration:  Registrar,  Post- 

graduate Course,  ACP,  4200  Pine  Street,  Philadelphia, 
Pennsylvania  19104. 

The  American  College  of  Physicians 

The  combined  meeting  of  the  New  York  Downstate  I 
and  II  Regions  of  The  American  College  of  Physicians  j 
will  be  held  on  Wednesday,  March  12,  1975,  in  the  Cas-  ( 
pary  Auditorium  of  Rockefeller  University,  York  Ave-  J 
nue  and  66th  Street,  New  York  City.  The  program  will 
be  devoted  to  “A  DAY  OF  GENETICS.” 

There  will  be  a morning  panel  on  “Inherited  Lipopro-  ' 
tein  Abnormalities  and  Coronary  Heart  Disease,”  mod-  j 
erated  by  Professor  DeWitt  Goodman,  of  Columbia  Uni- 
versity’s College  of  Physicians  and  Surgeons.  The 
panel  will  consist  of  Professor  Paul  H.  Schreibman  of 
The  Rockefeller  University  discussing  “Promising  De-  I 
velopments  in  Hyperlipidemia”;  Professor  Howard  A. 
Eder  of  The  Albert  Einstein  College  of  Medicine  dis-  ; 
cussing  “Biochemistry  and  Metabolism  of  Lipopro-  k 
teins”;  Professor  Paul  Samuel  of  The  Rockefeller  Uni- 
versity discoursing  on  the  “Treatment  of  H vperlipidem- 
ias,”  and  Professor  Avedis  Khachadurian  of  Rutgers 
Medical  School  who  will  expound  on  the  “Genetics  of 
Hyperlipidemias.” 

The  American  College  of  Physicians  is  inaugurating 
the  Julia  M.  Jones  Memorial  Lectures  in  collaboration 
with  The  New  York  Lung  Association.  This  Lecture 
will  be  given  by  Dr.  Jack  Lieberman  of  The  City  of  Hope 
Medical  Center.  His  topic  will  be  “Alphai — Antitryp- 
sin Deficiency  and  Chronic  Pulmonary  Disease.” 
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Dr.  Eric  R.  Jaffe,  Professor  of  Medicine  at  The  Albert 
Einstein  College  of  Medicine,  will  present  The  Annual 
American  College  of  Physicians  Lecture  on  “Enzymatic 
Deficiencies  of  Human  Erythrocytes.” 

Dr.  Stephen  D.  Litwin  of  Cornell  University  Medical 
College,  Chairman  of  the  Program  Committee,  will  mod- 
erate an  afternoon  panel  on  “New  Directions  in  Genet- 
ics.” Other  highlights  of  the  meeting  will  be  a luncheon 
talk  on  “Biologic  Conditioning  versus  Genetic  Manipu- 
lation,” by  Professor  Rene  Dubos,  world-famous  micro- 
biologist of  The  Rockefeller  University  and  a report 
from  College  Headquarters  by  Dr.  Truman  Schnabel, 
Jr.,  the  current  President  of  The  American  College  of 
Physicians. 

Advances  in  cardiology 
of  importance  to  the 
practicing  physician 

A three-day  course  on  “Advances  in  Cardiology  of  Im- 
portance to  the  Practicing  Physician”  will  be  held  at  the 
New  York  University  Post-Graduate  Medical  School  be- 
ginning March  20,  1975. 

This  course  is  designed  to  assist  primary  physicians 
and  internists  who  are  not  cardiologists  and  to  improve 
and  update  their  clinical  skills  in  caring  for  patients 
with  heart  disease.  Special  emphasis  will  be  placed  on 
practical  aspects  of  newer  concepts  in  diagnosis  and 
treatment.  The  material  will  be  presented  through  lec- 
tures, panel  discussions,  audiovisual  aids,  and  an  anno- 
tated list  of  selected  references.  Most  important,  ample 
time  is  provided  for  questions  from  course  participants. 

A panel  of  distinguished  clinicians  will  present  recent 
information  about  coronary,  valvular,  and  peripheral 
vascular  disease  and  hypertension  and  analyze  current 
diagnostic  and  treatment  approaches. 

The  course  director  is  Kenneth  Krauss,  M.D.,  assis- 
tant professor  of  medicine.  This  course  is  acceptable 
for  seventeen  (17)  elective  hours  by  the  American  Acad- 
emy of  Family  Physicians  and  is  also  approved  for  sev- 
enteen (17)  hours  credit  on  Category  I for  the  Physi- 
cians Recognition  Award  of  the  American  Medical  Asso- 
ciation. 

For  information  and  an  application  for  enrollment; 
Office  of  the  Recorder,  Room  4-44-N,  Arnold  and  Marie 
Schwartz  Lecture  Hall,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York, 
N.Y. 10016. 

Richard  A.  Rendich  Memorial  Lecture 

The  Richard  A.  Rendich  Memorial  Lecture  cospon- 
sored by  the  Department  of  Radiology  and  the  Brooklyn 
Radiological  Society  will  be  held  on  Tuesday,  April  3, 
1975,  at  5 p.m.  Manuel  Viamonte,  Jr.,  M.D.,  professor 
and  chairman.  Department  of  Radiology,  University  of 
Miami  School  of  Medicine,  will  discuss  “Radiology  of 
Visceral  Veins.”  The  lecture  will  be  held  in  the  first 
floor  lecture  hall,  Basic  Sciences  Building,  450  Clarkson 
Avenue. 

One-day  symposium 

“External  Diseases  of  the  Eye”  will  be  presented  by 
David  D.  Donaldson,  M.D.,  associate  professor  of  oph- 
thalmology, Massachusetts  Eye  and  Ear  Infirmary,  Har- 


vard Medical  School,  and  associate  surgeon  in  ophthal- 
mology, Massachusetts  Eye  and  Flar  Infirmary,  on  Mon- 
day, April  14,  1975,  9 a.m.  to  4 p.m. 

The  symposium  is  sponsored  by  Long  Island  Jewish- 
Hillside  Medical  Center  and  the  State  University  of 
New  York  at  Stony  Brook. 

For  further  information  contact:  Office  of  the  Dean 
of  the  Clinical  Campus,  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  New  York  11040. 

Symposium  on  radiological  diagnosis 
and  treatment  of  breast  diseases 

A one-day  symposium  on  “Radiological  Diagnosis  and 
Treatment  of  Breast  Disease”  will  be  held  on  April  29, 
1975,  at  Queens  Hospital  Center,  Jamaica,  New  York. 
This  will  be  an  intensive  one-day  symposium  on  the 
clinical  and  radiological  diagnosis  and  treatment  of 
breast  diseases  and  it  is  open  to  both  attendings  and  res- 
idents in  all  fields  of  medicine. 

The  program  chairman  is  Jacob  Dorfman,  M.D.,  radi- 
ologist and  assistant  professor  of  clinical  radiology, 
School  of  Medicine,  Health  Sciences  Center,  State  Uni- 
versity of  New  York  at  Stony  Brook.  This  course  is  ac- 
ceptable for  seven  (7)  credit  hours  in  Category  1 for  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

For  further  information;  contact:  Jan  J.  Smulewicz, 
M.D.,  Director,  Department  of  Radiology,  Queens  Hos- 
pital Center  Affiliation,  Long  Island  Jewish-Hillside 
Medical  Center,  82-68  164th  Street,  Jamaica,  New  York 
11432. 

One-day  seminar 

“Sciatica  and  Low  Back  Pain  . . . The  Stenotic  Lum- 
bar Canal  and  the  Ridge-Disc  Syndrome”  will  be  pre- 
sented as  a one-day  seminar  on  Friday,  May  2,  1975, 
from  9 a.m.  to  5 p.m.,  at  The  Jewish  Institute  for  Geria- 
tric Care,  New  Hyde  Park,  New  York. 

This  seminar  is  sponsored  by  The  Department  of  Ra- 
diology, Long  Island  Jewish-Hillside  Medical  Center, 
The  Jewish  Institute  for  Geriatric  Care,  and  the  State 
University  of  New  York  at  Stony  Brook. 

The  course  is  acceptable  for  seven  (7)  credit  hours  in 
Category  1 for  the  Physicians  Recognition  Award  of  the 
American  Medical  Association. 

To  obtain  further  information,  apply  to:  Office  of  the 
Dean  of  the  Clinical  Campus,  Long  Island  Jewish-Hill- 
side Medical  Center,  New  Hyde  Park,  New  York  11040. 

Annual  meeting  and  scientific  conference 

The  New  York  Chapter-American  College  of  Emer- 
gency Physicians — Annual  Meeting  and  Scientific  Con- 
ference will  be  held  on  May  16  and  17,  1975,  at  the  Ram- 
ada  Inn,  Albany,  New  York.  For  further  information 
contact  Thomas  E.  Couch,  M.D.,  41  Upper  Loudon 
Road,  Loudonville,  New  York  12211. 

Pediatric  postgraduate  conference 

The  fourteenth  annual  pediatric  postgraduate  sympo- 
sium, presented  by  Maimonides  Medical  Center,  Brook- 
lyn, New  York,  will  be  held  May  23,  24,  25,  and  26th, 
1975,  at  Concord  Hotel,  Kiamesha  Lake,  New  York. 

For  additional  information  write:  Mrs.  Shirley 
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MEDI-SCAN  Q&A  1 


What’s  wrong  with  this"patient”? 


B 


Supplementary  vitamins 
when  water-soluble 
stores  are  depleted 


“He  would  rather  drink  than  eat’.' Although 
the  alcoholic  is  not  necessarily  a continuous 
drinker,  and  may  eat  adequately  during 
periods  of  sobriety,  he  may  eat  very  little, 
or  not  at  all  during  drinking  bouts.  In  ad- 
dition, intestinal  mucosal  atrophy  may  com- 
pound the  problem  of  inadequate  dietary 
intake  by  decreasing  the  absorptive  area. 

For  the  alcoholic  patient,  poorly  stored, 
water-soluble  B-complex  vitamins  are  among 
the  nutrients  most  in  danger  of  depletion. 

Thus,  as  part  of  the  management  of  the 
alcoholic  patient,  it  may  be  advisable  to 
supplement  inadequate  vitamin  intake. 
Berocca  Tablets,  available  by  prescription 
only,  provide  generous  amounts  of  the  major 
B-complex  vitamins,  as  well  as  500  mg 
vitamin  C in  each  tablet. 


When  nutritional 
supplementation  is  indicated 

BEROCCAabi 

PY 


vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  odor  or  aftertaste 
Low  priced  Rx  formula 

* Diagnosis  appears  on  next  page. 

See  next  page  for  summary  of  Product 
Information. 
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DIAGNOSIS:  Results  of  alcohol- 
ism are  revealed  in  these  illustra- 
tions: (A()  Liver  scan  showing 
decreased  uptake  due  to  Laennec’s 
cirrhosis:  ( A2)  Liver  biopsy  show- 
ing Laennec’s  cirrhosis;  (B)  Diabetic 
glucose  tolerance  test  due  to  recur- 
rent attacks  of  acute  pancreatitis; 

(C)  Endoscopy  showing  esophageal 
varices;  ( D)  Chest  x-ray  showing  an 
area  of  aspiration  pneumonia  and 
abscess  formation  in  the  right 
middle  lobe:  ( E ) Barium  meal 
showing  esophageal  varices. 

Please  see  complete  product  information. 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  Bi) 15  mg 

Riboflavin  (Vitamin  B2)  15  mg 

Pyridoxine  HC1  ( Vitamin  B^l  5 mg 

Niacinamide  100  mg 

Calcium  pantothenate  20  mg 

Cvanocobalamin  (Vitamin  B 1 2 > 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  (Vitamin  C) . 500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress. despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  wrho  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indi- 
cated by  clinical  need. 

Available:  In  bottles  of  100. 


nn rur\  ROCHE  laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc 
L / Nutley  New  Jersey  07110 


Month  in 
Washington 


The  93rd  Congress  concluded  its  two-year  session 
that  was  highlighted  by  the  historic  Watergate  affair. 

Congress  held  hearings  but  took  no  action  on  a Na- 
tional Health  Insurance  (NHI)  program.  However,  the 
lawmakers  approved  during  the  last  days  a health  plan- 
ning bill  anticipating  NHI.  Earlier,  they  voted  for  a lib- 
eralization of  the  Keogh  plan  allowing  self-employed 
people  to  set  aside  much  higher  amounts  for  their  retire- 
ment subject  to  tax  deferral.  Aid  for  medical  education 
legislation  foundered  and  will  be  revived  this  year. 

The  Democratic  victories  in  the  November  elections, 
the  Democratic  push  for  legislative  reforms  within  Con- 
gress, and  the  downfall  of  Rep.  Wilbur  Mills  (D.,  Ark.) 
as  Chairman  of  the  House  Ways  and  Means  Committee 
signalled  a more  liberal  and  activist  Congress  in  1975. 

The  House  Democratic  Caucus  voted  to  pack  Ways 
and  Means,  which  has  the  prime  jurisdiction  over  NHI, 
with  liberal  Democrats  and  enlarge  its  membership  to 
37,  compared  to  25  last  year.  The  ratio  in  1975  is  25 
Democrats,  12  Republicans.  Rep.  A1  Ullman  (D.,  Ore.) 
is  the  new  Chairman.  For  the  first  time,  Ways  and 
Means  will  be  broken  into  subcommittees.  The  Sub- 
committee on  Health  is  headed  by  Rep.  Dan  Rosten- 
kowski  (D.,  111.). 

The  Caucus  stripped  Committee  Democrats  of  their 
long-held  power  to  appoint  all  House  Democrats  to  com- 
mittee slots,  a move  that  weakened  Ways  and  Means. 

♦ * * 

On  the  final  day  of  the  session  in  December,  the  last 
Congress  approved  legislation  giving  health  planning 
agencies  strong  new  authority  over  hospital  services  and 
construction.  The  lawmakers  failed  to  reach  agreement 
on  health  manpower  bills  that  would  have  required 
many  young  physicians  to  serve  in  shortage  areas  and 
dictated  apportionment  of  specialization  education  at 
medical  schools. 

Both  measures  had  stirred  controversy  and  generated 
opposition  among  health  groups.  The  planning  bill’s 
most  disputed  original  provisions  would  have  paved  the 
way  for  public  utility-type  regulation  of  physicians’  ser- 
vices as  well  as  those  of  institutions.  These  were 
dropped  from  the  final  version  sent  to  the  White  House. 

The  health  manpower  bill  had  been  toned  down  from 
the  one  first  backed  by  Sen.  Edward  Kennedy  (D., 
Mass.)  and  approved  by  the  Senate  Labor  and  Public 
Welfare  Committee.  A more  moderate  substitute  was 
adopted  on  the  Senate  floor  minus  such  items  as  relicen- 
sing of  physicians.  However,  medical  schools  and  medi- 
cal provider  organizations,  including  the  American  Med- 
ical Association,  had  contended  the  scaled-down  bill  was 
still  too  harsh  in  its  effect  on  young  physicians  and  med- 
ical schools.  This  opposition  plus  Sen.  Kennedy’s  deci- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 

continued  on  page  465 


February  1975  New  York  State  Journal  of  Medicine  463 


continued  from  page  461 

Lasky,  Registrar,  Maimonides  Medical  Center,  4802 
Tenth  Avenue,  Brooklyn,  New  York  11219.  An  early 
registration  is  requested. 

Myasthenia  gravis  conference 

A “Conference  on  Myasthenia  Gravis”  will  be  held 
May  30  and  31,  1975,  at  Delmonico  Hotel,  New  York 
City. 

Sponsored  by  The  New  York  Academy  of  Sciences 
and  The  Myasthenia  Gravis  Foundation,  the  topics  to 
be  covered  are: 

(1)  Structure  and  function  of  the  neuromuscular  junc- 
tion; (2)  Physiology  and  pharmacology  of  neuromuscu- 
lar transmission;  (3)  Immunologic  aspects  of  myasthenia 
gravis  and  other  disorders  of  neuromuscular  transmis- 
sion; (4)  Role  of  hormones  and  immunosuppressant 
drugs  in  the  management  of  myasthenia  gravis. 

The  chairman  is  David  Grob,  M.D.,  Director,  Depart- 
ment of  Medicine,  Maimonides  Medical  Center,  Brook- 
lyn, New  York  11219. 

For  further  information  contact:  Conference  Depart- 
ment, The  New  York  Academy  of  Sciences,  2 East  63rd 
Street,  New  York,  New  York  10021,  (212)  838-0230. 


Dermatopathology  symposium 

A three-day  dermatopathology  symposium  entitled 
“Histologic  Diagnosis  of  Inflammatory  Skin  Diseases,” 
sponsored  by  the  Departments  of  Dermatology  and  Pa- 
thology of  New  York  University  School  of  Medicine,  will 
be  held  in  June,  1975.  It  will  take  place  in  Alumni  Hall, 
NYU  Medical  Center,  550  First  Avenue,  New  York, 
N.Y.  The  program  will  begin  on  Thursday,  June  26,  at 
1 p.m.  and  conclude  on  Saturday,  June  28,  at  1 p.m. 

For  further  details  inquire  at  the  Office  of  the  Asso- 
ciate Dean,  New  York  University  Post-Graduate  Medi- 
cal School,  550  First  Avenue,  New  York,  N.Y.  10016. 
Telephone:  (212)  679-3200,  Ext.  4037. 

Mental  Health  aspects  of  sports, 
exercise,  and  recreation 

The  seventh  conference  on  the  “Mental  Health  As- 
pects of  Sports,  Exercise,  and  Recreation”  will  be  held 
June  13  to  14,  1975,  at  Convention  Hall,  Atlantic  City, 
New  Jersey,  in  conjunction  with  the  Annual  Convention 
of  the  American  Medical  Association.  For  further  in- 
formation write:  Tim  Craig,  Ph.D.,  The  Committee  on 
the  Medical  Aspects  of  Sports,  535  N.  Dearborn  Street, 
Chicago,  Illinois  60610. 


Medical  News 


Physicians  urged  to  help 
allay  patients’  fears 

The  American  Cancer  Society  urges  physicians  to 
help  allay  patients’  fears  by  explaining  exactly  what 
constitutes  a complete,  comprehensive  breast  examina- 
tion: history  taking,  clinical  (feeling),  mammography, 

and  thermography. 

The  quarterly  newsletter  of  the  Society’s  New  York 
City  Division,  Cancer  Information  Service,  advises  that 
“the  tremendous  wave  of  interest  has  created  a good  cli- 
mate for  doctors  to  prescribe  early  detection.” 

Noting  that  the  media  are  now  doing  scores  of  stories 
about  breast  cancer,  Hugh  R.  K.  Barber,  M.D.,  presi- 
dent of  the  New  York  City  Division,  says,  “Women  are 
motivated  not  only  to  self-examination  but  also  to  ask 
their  doctors  for  complete  exams  including  mammogra- 
phy and  thermography.” 

To  help  doctors  cope  with  their  patients’  concern,  the 
newsletter  presents  some  current  facts: 

* Nine  out  of  ten  lumps  are  benign. 

* The  clinical  exam  with  mammography  reduced 
deaths  by  a third  over  a seven-year  followup,  and  a third 
of  breast  cancers  were  found  by  mammography  before 
the  tumors  were  large  enough  to  be  detected  physically, 
per  a HIP  study  of  62,000  women. 

* The  debate  about  surgery  is  oversimplified.  The 
recent  NCI  study  reports  no  difference  in  the  two-year 
survival  rate  between  radical  and  total  mastectomy,  but 

Material  for  inclusion  in  the  medical  news  section  must 
he  received  six  weeks  prior  to  publication  date. 


notes  that  either  operation  involves  loss  of  a breast. 

The  Society  reiterated  its  policy  that  treatment  for 
breast  cancer  should  be  decided  on  an  individual  basis 
until  definitive  statistics  become  available — five  years 
or  more. 

The  newsletter  alerts  physicians  to  the  fact  that 
daughters  of  women  who  used  diethylstilbestrol  (DES) 
during  their  pregnancy  should  now  be  coming  through 
their  offices.  These  patients  are  four  times  more  likely 
to  develop  cervical  or  vaginal  cancer. 

Among  services  offered  to  doctors  by  the  American 
Cancer  Society’s  New  York  City  Division  are  free  train- 
ing in  breast  examination  and  Pap  tests  for  the  office 
nurse,  professional  education  films,  and  leaflets  on  early 
detection.  Asymtomatic  residents  of  New  York  City  are 
offered  free  detection  examinations  including  Pap  tests, 
breast  checks,  prostate  exams,  and  proctos. 

The  quarterly  newsletter  is  distributed  to  all  general 
practitioners  in  New  York  City.  Additional  copies  are 
available  from  the  ACS  at  19  West  56th  Street,  New 
York,  N.Y.  10019,  or  JUdson  6-8700,  ext.  218. 

Study  of  cancer  and 

immunity  among  invertebrate  animals 

A study  of  cancer  and  immunity  among  invertebrate 
animals,  including  the  common  cockroach,  is  being  un 
dertaken  at  Memorial  Sloan-Kettering  Cancer  Center 
on  a grant  of  $33,000  from  the  Whitehall  Foundation, 
Robert  A.  Good,  M.D.,  president  of  Sloan-Kettering  In- 

continued  on  page  46'/ 
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sion  to  block  action  this  year  killed  the  health  manpow- 
er legislation.  Meantime,  existing  programs  will  con- 
tinue as  in  the  past. 

The  planning  bill,  approved  by  a 236  to  79  House  vote 
a few  weeks  previously,  was  swiftly  adopted  by  a House- 
Senate  conference  which  ironed  out  differences  in  the 
bills  approved  by  the  two  chambers.  The  compromise 
was  adopted  by  the  House  and  Senate  only  hours  before 
the  93rd  Congress  quit. 

Conceived  as  a preparatory  measure  to  gear  for  a na- 
tional health  insurance  program,  the  planning  bill  sets 
up  an  elaborate  system  of  Federal  standards  and  regula- 
tions covering  state  and  local  health  planning  agencies 
and  endowing  them  with  strong  power  to  force  institu- 
tions to  abide  by  planning  decisions  on  services.  All 
new  hospital  building  and  expansion  would  be  subject  to 
rigid  controls. 

The  aim  is  to  avoid  waste  and  duplication,  provide  ef- 
ficiency, raise  quality  and  availability,  and  relieve  short- 
age areas.  The  incentive  for  the  states  is  Federal  aid. 
The  ultimate  impact  of  the  bill  will  be  increased  control 
from  the  state  and  Federal  level  on  institutional  health 
care. 

Writing  the  regulations  to  carry  out  the  program  will 
take  a long  time  as  will  the  ensuing  administrative  work 
of  putting  the  planning  scheme  into  operation.  The  bill 
provides  for  the  establishment  of  local  and  state  agen- 
cies for  the  development  of  comprehensive  health  plans 
under  national  guidelines  developed  by  the  Secretary  of 
Health,  Education,  and  Welfare.  Health  systems  agen- 
cies would  be  set  up  throughout  the  United  States.  The 
bill  requires  that  all  states  enact  certificate  of  need  leg- 
islation; it  expands  existing  review  authority  to  include 
authority  to  review  existing  facilities  and  services  as  well 
as  proposed  facilities.  The  measure  authorizes  Federal 
assistance  to  no  more  than  six  states  which  have  rate 
setting  legislation  or  are  planning  such  legislation  in  the 
near  future.  This  demonstration  of  Federal  assistance 
would  be  given  to  designated  state  health  planning  and 
development  agencies  for  the  regulation  or  establish- 
ment of  rates  for  the  payment  or  reimbursement  of 
those  engaged  in  the  delivery  of  health  services. 

Under  the  bill,  a National  Council  on  Health  Plan- 
ning and  Development  will  make  recommendations  on 
national  guidelines  and  implementation  and  evaluate 
“the  implications  of  new  medical  technology  for  the  or- 
ganization, delivery,  and  equitable  distribution  of  health 
care  services.”  Health  services  areas  would  be  estab- 
lished throughout  the  United  States. 

A health  systems  agency  for  a health  service  area  will 
be  a nonprofit  private  corporation  (or  similar  legal 
mechanism  such  as  a public  regional  corporation)  which 
is  incorporated  in  the  state;  or  a public  regional  plan- 
ning body,  if  it  is  has  a governing  board  composed  of  a 
majority  of  elected  officials  of  units  of  general  local  gov- 
ernment if  the  area  of  the  jurisdiction  of  that  unit  is 
identical  to  the  health  service  area. 

State  health  planning  and  development  agencies 
would  conduct  the  health  planning  activities  of  the  state 
and  implement  those  parts  of  the  state  health  plan  and 
the  plans  of  the  health  systems  agencies  within  the  state 
which  relate  to  the  government  of  the  state. 

A state  health  planning  and  development  agency  shall 
be  advised  by  a statewide  health  coordinating  council. 
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* * * 

Strict  utilization  review  procedures  for  Medicare  ar 
Medicaid  were  ordered  by  the  HEW  Department. 

The  final  regulations  tighten  and  standardize  hospit 
and  skilled  nursing  home  admission  and  stay  rules  f .1 
Federal  program  beneficiaries.  They  are  designed  to  1 
applicable  to  all  patients  and  to  fit  in  with  any  futu 
NHI  program. 

“Health  care  is  an  expensive  and  scarce  resource 
commented  HEW  Secretary  Caspar  Weinberger.  “V 
must  learn  now  to  make  the  most  efficient  use  of  it  b 
fore  National  Health  Insurance  places  additional  d 
mands  on  the  system.” 

The  regulations  are  expected  to  have  a great  impa 
on  all  hospital  and  nursing  home  review  operations. 

The  HEW  Department  said  they  are  compatible  wi 
and  supportive  of  HEW’s  Professional  Standards  F) 
view  Organization  (PSRO)  program,  and  will  permit 
orderly  transition  to  the  operation  of  the  PSRO 
While  the  nationwide  PSRO  program  is  one  to  two  yea 
away  from  full  scale  operation,  review  under  these  m 
regulations  can  begin  now  in  all  facilities  serving  eligil 
individuals.  The  regulations  implement  provisions 
the  Social  Security  Amendments  law  approved  by  Cc  1 
gress in  1972. 

A controversial  feature  of  the  earlier  proposed  regu 
tions  was  to  require  pre-admission  certification.  TJ.  : 
drew  a flood  of  protests — 8,000  adverse  comments 
8,300  responses  overall — and  was  dropped  from  the  fii 
regulations. 

The  new  requirements  and  the  major  changes  in  t ! 
final  regulations  which  modify  conditions  of  partici] 
tion  by  hospitals  and  skilled  nursing  facilities  in  Me  • 
caid  and  Medicare  programs  are: 

* Hospitals  will  be  required  to  undertake  concurn  t 
admission  review,  rather  than  prior  approval  as  fit 
proposed.  Approved  length  of  stay  will  be  based  on  ] - 
tients’  condition  and  diagnosis  and  will  be  subject  to  - 1 
tension,  if  medically  justified. 

* Timely  review  of  a patient’s  need  for  continued  h - 
pitalization  according  to  criteria  developed  by  the  - 
view  committee,  and  retrospective  review  of  the  qua  y | 
of  care  through  medical  care  evaluation  studies. 

* Composition  of  the  utilization  review  committee  s 
been  changed  to  permit  professional  personnel  < - 
ployed  by  hospitals  to  be  members. 

In  addition,  under  Medicaid,  states  will  be  requirero  j 
establish  utilization  control  programs  which  inch  e i 
provisions  for  (1)  physicians’  certification  at  admissn 
and  every  sixty  days  thereafter  of  a patient’s  need  r , 
institutional  care;  (2)  development  and  review  of  a pn 
of  care  for  each  patient;  and  (3)  on-site  inspection;  o j 
determine  adequacy  and  quality  of  services. 

Here’s  how  HEW  described  hospital  admission  revwj 
rules  for  Medicare  and  Medicaid: 

* All  patients  admitted  under  Medicare  or  Medit  d 
are  reviewed. 

* Review  within  one  working  day  of  admission  « 
final  determination  made  within  two  working  days  j 

* Review  using  criteria  and  standards  developed  <\ 
the  utilization  review  committee. 

* Appropriate  regional  norms  are  used,  where  a\  > 
able,  to  assist  in  assigning  a date  for  extended  sta> J 
view. 
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stitute,  announced  on  January  6,  1975.  The  program  is 
under  the  direction  of  Dr.  Robert  S.  Anderson,  a re- 
searcher at  the  Institute’s  Donald  S.  Walker  Laboratory, 
located  in  Rye,  New  York. 

Grant  to  study  medical  malpractice  dispute 
settlement  systems  now  in  use 

Robert  Coulson,  President  of  the  American  Arbitra- 
tion Association,  on  January  6,  1975,  announced  receipt 
of  a $60,000  grant  to  support  a study  of  medical  mal- 
practice dispute  settlement  systems  now  in  use,  and  to 
recommend  alternative  systems  better  designed  to  re- 
solve the  controversies  and  to  preserve  the  economic 
rights  of  doctors,  health  organizations,  and  patients. 

The  two-year  grant  will  he  equally  provided  by  the 
Henry  J.  Kaiser  Family  Foundation  and  the  Common- 
wealth Fund.  Both  Foundations  are  noted  for  their 
support  of  innovative  medical  and  health  projects. 

Project  to  edit  papers 
of  Josiah  Bartlett 

The  New  Hampshire  Historical  Society  is  currently 
sponsoring  a project  to  edit  the  papers  of  Josiah  Bartlett 
(1729  to  1795)  with  Frank  C.  Mevers  as  editor.  Sup- 
ported by  the  New  Hampshire  American  Revolution  Bi- 
centennial Commission  and  the  National  Historical 
Publications  Commission,  the  project  will  result  in  a 
comprehensive  microfilm  edition  followed  by  a letter- 
press  edition  of  selected  documents.  Josiah  Bartlett,  a 
signer  of  the  Declaration  of  Independence,  was  a promi- 
nent physician  in  New  England  and  the  founder  of  the 
New  Hampshire  Medical  Society.  In  addition,  Bartlett 
served  as  a justice  of  the  peace,  a delegate  to  the  Conti- 
nental Congress,  a militia  colonel  during  the  Revolution, 
a justice  on  the  state  superior  court,  and  the  last  presi- 
dent and  first  governor  of  New  Hampshire. 

Persons  having  knowledge  of  the  existence  of  corre- 
spondence to  or  from  Bartlett  or  of  other  papers  written 
or  signed  by  him  are  requested  to  contact  the  Historical 
Society  at  Thirty  Park  Street,  Concord,  New  Hampshire 
- 03301. 

Appointments:  Paul  Scheman,  D.D.S.,  as  director  of 
Medical-Dental  Affairs  at  Kingsbrook  Jewish  Medical 
Center.  Dr.  Scheman  is  known  particularly  for  his  work 
in  temporomandibular  joint  problems  and  research  in 
oral  psychology  and  early  cancer  detection.  He  has  pio- 
neered at  Kingsbrook  in  a multidisciplinary  program  of 
craniofacial  rehabilitation  ...  R.  Thomas  Bergeron, 
M.D.,  professor  of  radiology,  formerly  professor  of  radi- 
. ology  at  the  University  of  Southern  California  and  for 
the  past  three  years,  director  of  radiology,  Rancho  Hos- 
pital of  the  University  of  Southern  California;  Vittorio 
Defendi,  M.D.,  an  international  authority  on  tumor 
virology,  as  professor  and  chairman,  Department  of  Pa- 
thology; and  Bernard  Pasternack,  Ph.D.,  promoted  to 
professor  of  environmental  medicine  (biostatistics) — all 
at  New  York  University  School  of  Medicine  . . . John 
Naughton,  M.D.,  dean  for  academic  affairs  at  George 
Washington  University  School  of  Medicine  and  Health 
Sciences,  Washington,  D.C.,  as  dean,  State  University  of 
New  York  at  Buffalo  School  of  Medicine,  to  become  ef- 
fective March,  1975. 
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* Selected  diagnosis/problems,  practitioners,  or  insti- 
tutions which  present  problems  are  reviewed  in  great- 
er depth. 

For  hospital  stay  review,  all  patients  still  in  the  hospi- 
tal on  the  date  assigned  at  admission  will  be  reviewed. 
They  will  be  reviewed  prior  to  or  on  date  assigned  at  ad- 
mission. A final  determination  is  made  within  two 
working  days  of  the  end  of  the  certified  period.  The  re- 
view employs  criteria  and  standards  developed  by  the 
utilization  review  committee. 

Purpose  of  required  medical  care  evaluation  studies 
“is  to  improve  the  quality  of  medical  care  and  the  effi- 
ciency of  health  care  delivery,”  HEW  said.  The  studies 
will  be  retrospective  with  in-depth  reviews  of  known  or 
suspected  problem  areas  in  medical  care. 

The  studies  should  identify  specific  needed  changes, 
and  lead  to  appropriate  action  programs  to  make  such 
changes — that  is — programs  of  continuing  education. 

Each  institution  must  have  at  least  one  study  in  prog- 
ress at  any  point  in  time  and  must  complete  at  least  one 
study  annually,  HEW  said. 

* * * 

Charles  Edwards,  M.D.,  resigned  as  Assistant  Secre- 
tary for  Health  at  the  HEW  Department.  He  will  be- 
come Senior  Vice  President  of  Becton,  Dickenson  and 
Company,  manufacturer  of  medical  and  surgical  equip- 
ment in  Rutherford,  N.J. 

Dr.  Edwards,  fifty-one,  served  five  years  at  HEW, 
starting  off  in  1969  as  Commissioner  of  the  Food  and 
Drug  Administration.  Previously,  he  was  an  executive 
with  the  management  consultant  firm,  Booze,  Allen,  and 
Hamilton,  and  Director  of  the  Division  of  Socioeconom- 
ic Activities  of  the  American  Medical  Association. 

* * * 

President  Ford  vetoed  the  $1.8  billion  health  revenue 
sharing  and  health  services  bill  which  provided  authori- 
zations for  Community  Mental  Health  Centers,  migrant 
workers,  and  neighborhood  health  centers.  These  pro- 
grams will  be  funded  on  an  interim  basis  until  Congress 
takes  another  crack  this  year.  The  Administration  had 
opposed  many  provisions,  and  the  veto  was  no  surprise. 
President  Ford  said  the  bill  called  for  three  times  as 
much  spending  as  the  Administration  wanted. 

The  bill  provided  $320  million  for  health  revenue 
sharing  programs  in  1975  to  76. 

Community  health  centers  were  authorized  $258  mil- 
lion for  the  two  years. 

Migrant  health  centers  would  have  been  authorized 
$105  million  for  grants  to  establish  and  operate  in  high- 
impact  areas.  Family  planning  services  were  authorized 
$334  million  for  project  and  training  grants  and  con- 
tracts. 

Home  health  services  would  have  received  $15  mil- 
lion. 

* * * 

The  Supreme  Court  refused  to  block  a lower  court  re- 


quirement that  drug  manufacturers  warn  parents  during 
community-wide  vaccination  drives  that  vaccine,  might 
be  harmful. 

The  American  Medical  Association,  pediatricians,  and 
epidemiologists  had  warned  that  parents’  fears  could 
hamper  inoculation  campaigns. 

Manufacturers  are  required  by  the  Federal  Govern- 
ment to  include  warning  pamphlets  in  drug  shipments 
to  pharmacists.  There  is  no  requirement  to  warn  the 
patient. 

The  Supreme  Court  appeal  was  brought  by  Wyeth 
Laboratories,  which  manufactures  a Sabin  oral  vaccine. 
The  vaccine  was  used  during  a 1970  drive  to  combat  a 
polio  epidemic  in  Hidalgo,  Texas. 

* * * 

The  American  Medical  Association  urged  the  Admin- 
istration to  explore  with  it  the  feasibility  of  legislation 
dealing  with  the  malpractice  liability  of  physicians  in 
treating  beneficiaries  of  Federal  programs. 

In  a message  delivered  to  HEW  Secretary  Caspar 
Weinberger  by  AM  A President  Malcolm  C.  Todd,  M.D., 
and  Richard  Palmer,  M.D.,  chairman  of  the  AMA  Board 
of  Trustees,  the  Association  declared  that  “what  is 
needed  is  a swift  system  for  paying  deserving  claims  so 
that  justice  can  be  prompt.  For  both  the  physician  ac- 
cused of  malpractice,  who  bears  a severe  emotional  bur- 
den, and  the  patient  who  becomes  an  unfortunate  plain- 
tiff, justice  delayed  is  justice  denied.” 

The  letter  by  Dr.  Todd  noted  that  in  1975  as  much  as 
50  per  cent  of  the  cost  of  health  care  may  be  provided 
through  government-sponsored  plans  and  programs. 

Dr.  Todd  said  at  present  it  is  estimated  that  after  all 
costs  of  the  tort  system  are  met — fees  to  defense  and 
plaintiffs  attorneys — and  witnesses,  costs  of  investiga- 
tion, insurance  underwriting,  and  so  forth,  plaintiffs  ac- 
tually receive  a net  of  only  $1.00  out  of  every  $6.00  paid 
in  premiums  for  hospital  and  physician’s  liability  insur- 
ance. 

He  pointed  out  that  government  health  care  programs 
now  contribute  a major  part  of  the  cost  of  a system 
which  provides  claimants  with  only  16  cents  out  of  every 
dollar  paid  for  malpractice  insurance.  The  remainder 
goes  for  the  services  of  plaintiffs  and  defense  lawyers, 
investigators,  witnesses,  insurance  carriers  and  brokers, 
and  miscellaneous  items  of  overhead,  Dr.  Todd  noted. 

“Any  payments  or  awards  made  to  claimants  arising 
out  of  medical  accidents  should  exclude  medical  costs 
which,  in  fact,  were  actually  paid  for  by  Medicare,  Medi- 
caid, and  such.  Under  existing  law,  a successful  mal- 
practice claimant  can  recover  for  medical  and  hospital 
costs  that  have  been  paid  or  that  will  be  paid  in  the  fut- 
ure by  Medicare  or  Medicaid.  Such  windfall  payments 
which  the  government  pays  for  directly  or  indirectly 
should  cease,”  said  Dr.  Todd  in  the  letter. 

He  urged  “a  conference  at  the  earliest  mutually  con- 
venient time  between  representatives  of  the  AMA  and 
HEW  to  discuss  the  feasibility  of  Federal  legislation 
which  would  deal  with  the  concepts  discussed.” 
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Letters  to  the  Editor 


What  has  the  AMA  done  for  me  lately? 

To  the  Editor:  The  shifting  sands  beneath  its  political 

structure  seriously  threaten  the  future  effectiveness  of 
the  AMA  as  a political  organization.  The  disaffection 
of  a sizable  portion  of  its  membership,  the  emergence  of 
the  Association  of  American  Medical  Colleges  as  a rival 
spokesman  on  the  Washington  scene,  and  the  outright 
hostility  of  a substantial  segment  of  the  body  politic 
serve  only  to  resonate  the  tremors  shaking  that  institu- 
tion. This  development  should  not  come  as  a surprise 
inasmuch  as  the  hierarchy  of  organized  medicine,  on  a 
national  level,  has  long  been  out  of  step  with  the  needs 
and  aspirations  of  its  grass  roots  membership. 

To  reestablish  its  national  leadership  of  a fundamen- 
tally maverick  and  heterogeneous  professional  body  the 
leaders  of  the  AMA  must,  by  innovative  reforms  and 
bold  insights,  win  back  the  minds  and  hearts  of  the  phy- 
sicians of  this  country.  Instead,  they  attempt  to  blud- 
geon their  way  into  the  consciousness  of  the  individual 
physician  by  commanding  membership  in  the  AMA  as 
the  price  for  eligibility  to  join  the  State  Medical  Society. 
This  blackmailing  concept  is  morally  wrong,  constitu- 
tionally doubtful,  and  politically  disastrous  because  it 


kindles  in  the  very  people  it  seeks  to  enlist  a burning  re- 
sentment at  arbitrary  actions  arbitrarily  arrived  at. 
The  leaders  of  the  AMA  must  divest  themselves  of  the 
arrogant  notion  that  only  they  know  what  is  best  for  the 
membership.  In  times  of  political  ferment  the  people, 
historically,  have  always  been  conceptually  ahead  of 
their  leaders.  The  present  situation  is  no  exception. 

The  AMA,  like  any  organization  fighting  for  a way  of 
life  in  a democratic  society,  can  only  be  as  strong  as  the 
numbers  and  the  unity  of  its  membership.  This  unity 
can  never  be  achieved  by  “diktat.”  The  men  now  out- 
side the  organization  would  be  only  too  eager  to  join  if 
they  could  be  persuaded  by  deeds  and  not  threats  that 
the  leadership  has,  indeed,  something  of  value  to  offer 
them.  Too,  many  members  of  the  profession  have  lost 
confidence  in  the  representation  afforded  them  by  the 
top  leadership  of  the  AMA.  They  cannot  be  blamed  for 
asking  the  elemental  question,  “What  can  you  do  for 
me?” 

To  retain  the  reins  that  seem  to  be  slipping  from  its 
grasp,  the  leadership  of  the  AMA  must  mount  an  en- 
lightened, aggressive,  regional,  and  national  effort  aimed 
at  reconciling  the  legitimate  needs  of  the  individual 

continued  on  page  471 
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Books  Received* 


Dream  Telepathy,  Experiments  in  Nocturnal  ESP. 

By  Montague  Ullman,  M.D.,  and  Stanley  Krippner, 
Ph.D.,  with  Alan  Vaughan.  300  pages,  illustrated.  Bal- 
timore Maryland,  Penguin  Books  Inc.,  1974.  Paper, 
$2.95. 

From  a Gynecologist’s  Notebook.  Questions 
Women  Ask.  By  Sherwin  A.  Kaufman,  M.D.  264 
pages.  New  York  City,  Stein  & Day  Publishers,  1974. 
Cloth,  $6.95. 

Introduction  to  Dental  Anatomy.  By  the  late  James 
Henderson  Scott  and  Norman  Barrington  Bray  Symons. 
Seventh  edition,  460  pages,  illustrated.  New  York  City, 
Longman,  Inc.,  1974.  Cloth,  $17. 

Dye  Curves:  The  Theory  and  Practice  of  Indicator 
Dilution.  Edited  by  Dennis  A.  Bloomfield.  450  pages, 
illustrated.  Baltimore,  Maryland,  University  Park 
Press,  1974.  Cloth,  $27.50. 

The  Humanities  and  Medicine  in  Texas.  Reports 
on  Biology  and  Medicine.  Special  Issue,  Volume  32, 
Number  1,  Spring  1974.  By  Guest  Editors:  Chester 
R.  Burns  and  H.  Tristram  Engelhardt,  Jr.  311  pages. 
Galveston,  Texas,  Texas  Reports,  University  of  Texas 
Medical  Branch,  1974.  Paper. 

The  Physiological  Basis  for  Starling’s  Law  of  the 
Heart.  Ciba  Foundation  Symposium,  24,  (New  Series). 
298  pages,  illustrated.  New  York,  Elsevier,  1974. 
Cloth,  $15.40. 

Parasites  in  the  Immunized  Host:  mechanism  of 

survival.  Ciba  Foundation  Symposium,  25,  (New  se- 
ries). 280  pages,  illustrated.  New  York,  Elsevier,  1974. 
Cloth,  $16.10. 

Your  Blood  Pressure:  the  most  deadly  high.  A 

physician’s  guide  to  controlling  your  hypertension. 

By  Norman  M.  Kaplan.  New  York,  Medcom  Press, 
1974.  Price,  $8.50. 

The  Challenges  of  Community  Medicine.  By  Robert 
L.  Kane.  New  York,  Springer  Publishing  Company, 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


1974.  369  pages.  Cloth,  $13.50. 

Diagnostic  Ultrasound.  By  Donald  L.  King.  St. 
Louis,  C.  V.  Mosby  Company,  1974.  Illustrated,  311 
pages.  Cloth,  $42.50. 

English-Spanish  Guide  for  Medical  Personnel.  By 

Joseph  M.  Armengol.  Flushing,  N.Y.,  Medical  Exami- 
nation Publishing  Company,  Inc.,  1966.  141  pages. 

Paper,  $2.50. 

Spanish  for  Hospital  Personnel.  By  Josephine  Car- 
reno.  Flushing,  N.Y.,  Medical  Examination  Publishing, 
Company,  Inc.,  1974.  Illustrated,  140  pages.  Paper, 
$2.50. 

Psychiatric  Disorders  in  Adolescents.  By  Richard 
W.  Hudgens.  Baltimore,  Md.,  Williams  & Wilkins, 
Company,  1974.  234  pages.  Cloth,  $15.50. 

Psychiatry  in  Primary  Care.  By  Remi  J.  Cadoret. 
St.  Louis,  C.  V.  Mosby  Company,  1974.  339  pages. 

Paper,  $12.95. 

Referring  the  Psychiatric  Patient.  By  Larry  R. 
Kimsey  and  Jean  L.  Roberts.  Springfield,  111.,  Charles 
C Thomas,  1973.  80  pages.  Cloth,  $6.95. 

MED:  Medical  Engravings  of  the  19th  Century. 

By  Philemon  Stein.  New  York  City,  Universe  Books, 
1974.  Illustrated,  n.p.  Price,  $8.00. 

Anatomical  Correlates  of  Clinical  Electromyogra- 
phy. By  Joseph  Goodgold.  Baltimore,  Md.,  Williams 
& Wilkins  Company,  1974.  Illustrated,  153  pages. 
Cloth,  $15. 

Nursing  Home  Administration.  Editors,  Stephen  M. 
Schneeweiss  and  Stanley  W.  Davis.  Baltimore,  Md., 
University  Park  Press,  1974.  Cloth,  278  pages.  Price, 
$14.50. 

Quality  of  Life:  The  Later  Years.  Editors,  Leo  E. 
Brown  and  Effie  O.  Ellis.  Acton,  Mass.,  Publishing  Sci- 
ences Group,  Inc.,  1975.  Cloth,  200  pages.  Price,  $12. 

Health  Care  Teams:  an  Annotated  Bibliography. 

By  Monique  K.  Tichy.  New  York,  Praeger,  1974. 
Cloth,  177  pages.  Price,  $12.50. 
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practitioner  with  the  legitimate  needs  of  the  patients  he 
serves.  This  fairness  doctrine  is  the  only  cornerstone  on 
which  the  private  practice  of  medicine  can  survive. 

The  resolute  and  unremitting  application  of  the  ener- 
gies of  the  leadership  of  the  AMA  to  this  thorny  prob- 
lem, with  due  regard  for  the  rights  of  the  individual  as 
well  as  the  group,  would  go  a long  way  towards  deciding 
one  of  the  critical  choices  for  America. 

The  goal  is  worth  the  price. 

GEORGE  M.  ROSEN,  M.D. 

368  Commack  Road 
Commack,  N.Y.  11725 

Criteria  for 

emergency  hospital  admissions 

To  the  Editor:  Occasionally,  patients  are  medically 

discharged  after  emergency  treatment  even  though  they 
require  emergency  admissions,  as  illustrated  in  the  fol- 
lowing abstract. 

An  eighty-four-year-old  woman  was  brought  to  the 
emergency  service  of  a large  municipal  hospital  at  5:00 
a.m.  on  February  9,  1974,  because  of  severe  chest  pains 
of  two  hours  duration  and  severe  shortness  of  breath. 
She  had  been  treated  for  hypertensive  and  arteriosclero- 
tic heart  disease  for  many  years.  Her  precordial  chest 
pains  persisted  for  at  least  ten  minutes  at  a time  and  re- 
curred without  interruption.  The  examination  revealed 
a respiratory  rate  of  28,  a regular  sinus  pulse  of  132  per 
minute,  a blood  pressure  of  140/100  mm.  Hg,  and  a holo- 
systolic  murmur  was  heard  over  the  entire  anterior 
chest.  Rales  were  present  over  both  lung  fields,  and  the 
EKG  showed  decreased  ST  and  T waves  in  the  first 
lead,  AVI,  and  over  the  V3  through  V6  chest  leads.  A 


chest  x-ray  demonstrated  a pulmonary  infiltrate  at  the 
base  of  the  right  lung.  The  heart  was  enlarged  in  its 
transverse  diameter.  The  examining  physicians’  overall 
impression  was  that  of  congestive  heart  failure  and  coro- 
nary insufficiency.  The  patient  was  treated  with  80  mg. 
furosemide  (Lasix)  and  .25  mg.  digoxin  intravenously 
and  was  medically  released  to  her  home  to  continue  the 
same  medications.  Twelve  days  later  she  died  sudden- 
ly- 

A review  of  the  emergency  room  record  showed  that 
she  was  treated  by  two  resident  physicians,  one  of  whom 
was  a medical  consultant.  The  diagnosis  of  suspected 
myocardial  infarction  cries  out  from  this  brief  history; 
furthermore,  there  was  documented  evidence  that  the 
patient  was  in  acute  congestive  heart  failure.  At  no 
time  was  there  any  consideration  given  for  a hospital  ad- 
mission. 

A minimum  of  twelve  to  twenty-four  hours  of  hospital 
observation  was  needed  in  order  to  ascertain  that  the 
prescribed  medical  treatment  and  locale  of  therapy  was 
the  appropriate  one. 

Some  of  the  questions  which  come  to  mind  are  as  fol- 
lows: Is  the  medical  supervision  of  residents  in  training 
adequate?  Are  the  pressures  for  available  hospital  beds 
so  acute  that  it  interferes  with  the  appropriate  adminis- 
tration of  medical  care  in  busy  emergency  rooms?  Is  it 
proper  for  unlicensed  physicians  to  perform  such  vitally 
responsible  work  in  emergency  rooms? 

It  seems  to  me  that  the  entire  diagnostic  and  treat- 
ment process  is  useless  unless  appropriate  medical  dis- 
position ensues.  The  introduction  of  minimal  voluntary 
criteria  for  emergency  hospital  admissions  might  allevi- 
ate such  problems. 

REUBEN  TIZES,  M.D. 

Hewlett,  N . Y.  11557 
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OSITIONS  WANTED 


)R\1ER  SURGEON  INTERESTED  IN  PART  TIME  ASSISTING  IN  OPER 
ating  room  Available  weekends  and  all  night  Fridays.  N.Y.C.  area  Helen 
Heiman,  M D , 15  West  81st  St.,  N.Y.C.  10024  (212)  TE  8 1334,  or  SU 

7-3423. 


ADIOLOGIST:  SENIOR  RADIOLOGIST  RECENTLY  RETIRED  AS  Dl 
rector  medium-size  hospital,  interested  in  diagnostic  roentgenology  at  hos 
pital  only,  part  or  full  time  from  May  through  October.  Coverage  for  summer 
months  also  available.  Dept.  466,  c/o  NYSJM. 


MESTHESIOLOGIST  SEEKING  FULL  TIME  GROUP,  FEE  FOR  SER 
vice  N.Y.  FLEX.,  FACA,  Board  eligible.  Completed  first  part  of  Board 
Fouryrs.  of  university  hospital  experience.  Dept.  467,  c/o  NYSJM 


SESTHESIOLOGIST.  BOARD  ELIGIBLE,  3 YEARS  OF  UNIVERSITY 
training.  Available  July  1975.  Dept.  464,  c/o  NYSJM. 


sESTHESIOLOGIST.  20  YEARS  EXPERIENCE.  12  YEARS  AS  DEPT. 
Director  in  275-bed  general  hospital,  wishes  to  again  reside  in  Manhattan. 
Interested  in  group,  fee  for  service  or  salary  in  specialty  or  general  hospital  in 
Manhattan  only.  Dept.  471,  c/o  NYSJM. 


5 GYN,  AGE  31,  MALE.  FMG  BOARD  ELIGIBLE.  COMPLETING  RESI 
lency  June  1975,  experienced  in  laproscopy,  fetal  monitoring,  seeks  assoc. 
?roup  practice  or  solo.  Licensed  Flex  N.Y.  I.  Karim,  M.D..  Ob/Gyn  office, 
Millard  Fillmore  Hospital,  3 Gate  Circle.  Buffalo,  N.Y.  14209.  (716)  845- 
1773. 
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Hahnemann  Medical  College 
and  Hospital 
Department  of  Surgery 


announces 


The  2nd  Annual  Symposium  on 

PAIN  AND  ACUPUNCTURE 


APRIL  7,  8,  and  9,  1975 

For  program  details  write: 

Teruo  Matsumoto,  M.D.,  PhD.  FACS 
Professor  of  Surgery 

Hahnemann  Medical  College  and  Hospital 
230  North  Broad  Street 
Philadelphia,  Pennsylvania  19102 

The  symposium  is  approved  for  21  hours  of 
Category  One  Credit. 


UCTICES  AVAILABLE 


'HTHALMOLOGY  PRACTICE:  OFFICE  FULLY  EQUIPPED.  RE 

ently  deceased  M.D.  Unopporsed  residental -resort  community,  90  miles 
'LY  C.;  2 blocks  from  2 hospitals.  Home  (8  rooms),  exclusive  of  office,  on  lot 
45'  x 150'.  Mrs.  N.  Nemerson,  2 High  St.,  Monticello,  N.Y.  12701. 


TERNAL  MEDICINE  PRACTICE  AVAILABLE.  GOOD  NEIGHBOR 
lood,  Mid-Manhattan.  Growing,  good  earning  practice;  fully  equipped; 
easonably  priced;  will  introduce.  Dept.  465,  c/o  NYSJM. 


LEE  TODD  INC. 

“SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028 
(Mailing  address  only) 

(212)  RH  4-3615-3466 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions. 
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TO  HELP  OTHERS. 

CARE-  New  York.  N.Y.  10016  or  regional  offices 


Let  Us  Operate  On  Your  Overhead.*. 

Enjoy  tax  benefits,  more  working  capital 
and  an  improved  financial  statement  by 

LEASING  Your  Equipment 

Our  expert  consultants  will  tailor  a plan  to  your 
specific  requirements  without  obligation. 

LEASING  Makes  Sensed  Saves  Dollars 

Call  Frank  Minerof 

Gaines  Service  Leasing  Corp. 

Medical  and  Equipment  Specialists 

2508  Flatbush  Ave.,  Bklvn.  N.Y.  11234 
212-252-4440 
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PHYSICIAN(S) 

UNIQUE/yu-'nek/ac//. 
being  without  a like  or  equal 
unique-ly  acfv.-unique-ness  n. 

A truly  unique  opportunity  for  a physician(s)  to  establish  a 
private  practice  (solo  or  group)  in  family  medicine  while  func- 
tioning as  part  time  medical  director  for  our  $100  million  NYSE 
company.  The  present  occupational  medical  program  can  be 
performed  in  four  half  days  a week.  Remaining  time  can  be 
devoted  to  other  professional  arrangements.  Facilities  include 
a fully  equipped  health  center  and  a new  60  bed  community 
hospital.  Adequate  coverage  is  obtainable  and  other  medical 
specialities  are  represented. 

Our  community  offers  a safe,  comfortable  environment  with 
excellent  public  services  and  leisure  activities.  Batesville  is 
located  on  Interstate  74  among  the  rolling  hills  of  Southeastern 
Indiana  in  close  proximity  (1  hour)  to  cultural  centers,  major 
medical  installation  sand  teaching  hospitals  in  Indianapolis  and 
Cincinnati.  It  is  an  area  where  a physician  can  practice  good 
medicine  as  a respected  member  of  the  community. 

An  attractive  compensation  package  will  be  tailored  to  suit  the 
individual’s  interests. 

Contact: 

J.  J.  Cepicka 

Hillenbrand  Industries,  Inc. 

Highway  46 

Batesville,  Indiana  47006 
(812)  934-3535 

An  Equal  Opportunity  Employer— Male/Female 


PHYSICIANS  WANTED 


EMERGENCY  SERVICES  DIRECTOR.  SHADYSIDE  HOSPITAL,  MAJOR 
advanced  teaching  hospital  in  Pittsburgh,  especially  known  for  its  excellence 
in  cardiopulmonary  and  cardiovascular  medicine,  endocrinology  and  thoracic 
surgery,  is  seeking  a trained  emergency  services  physician,  capable  of  coordi- 
nating the  Emergency  Service  with  a developing  Critical  Care  Medicine  Pro- 
gram. Excellent  salary  and  fringe  benefits.  Contact  in  confidence:  James 
E Mebs,  Director  of  Planning,  Shadyside  Hospital,  5230  Centre  Avenue, 
Pittsburgh,  Pa.  15232,  412-622-2003. 


E.R.  PHYSICIAN:  FULL  TIME  DIVERSIFIED  DUTIES  IN  MODERN,  204- 
bed  accredited  community  hospital  with  all  services.  Located  Southwestern 
coastline  of  Connecticut,  close  to  Metropolitan  New  York  area,  convenient  to 
lovely  New  England  suburbia.  Dept.  468,  c/o  NYSJM. 


PSYCHIATRIST  TO  BE  RESPONSIBLE  FOR  EVALUATION,  DIAGNOSIS 
and  treatment  of  mentally  ill  and  emotionally  disturbed  inmates  in  large  State 
Correctional  Facility.  Work  with  other  mental  health  professionals  and  medi- 
cal staff  in  developing  wide  variety  of  programs  aimed  at  upgrading  treatment 
resources.  Population  of  1600  adult  male,  long-term  offenders.  20-bed  ac- 
credited hospital,  forward  looking,  progressive  staff  and  wide  variety  of  work, 
and  inmates  seeking  treatment  Pleasant  college  town  in  beautiful  Finger 
Lakes  on  Owasco  Lake.  Ideal  country  setting  for  family  facilities  and  outdoor 
sports.  Salary  negotiable,  approx.  $30,000-$34,000.  Start  immediately, 
contact:  Anthony  Gillett,  M.D  , MPH  Regional  Health  Services  Director, 

Western  Region,  Auburn  Correctional  Facility,  135  State  St.,  Auburn,  N.Y. 
13021. 

OPHTHALMOLOGIST  IS  LOOKING  FOR  AN  ASSISTANT.  EVENTUAL 
ly  taking  over  practice  in  favorable  Manhattan  location.  Please  call  9 a.m.- 
3 p.m.  daily  TR 7-6170. 

DIRECTOR  OF  PROFESSIONAL  SERVICES,  FULL  TIME,  EXPERIENCED 
in  community  hospital  affairs,  to  assume  Chief  of  Staff  leadership  in  manag 
ing  education,  staff  development,  in  a 204-bed  accredited  community  hospital 
with  all  services.  Located  Southwestern  coastlihe  of  Connecticut  close  to 
Metropolitan  New  York  area,  convenient  to  lovely  New  England  suburbia. 
Must  have  outstanding  record  of  achievement  in  his  field.  Dept.  470,  c/o 
NYSJM 


PHYSICIANS  WANTED— CONT  D 


CHIEF,  EMERGENCY  ROOM  AND  AMBULATORY  CARE  PHYSICIA 
full  time  leadership  position,  diversified  planning  duties,  etc.,  in  mode 
204-bed  accredited  community  hospital  with  all  services.  Located  Sou 
western  coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Ci 
venient  to  lovely  New  England  suburbia.  Dept.  469,  c/o  NYSJM. 


HOUSE  PHYSICIAN  FOR  JULY  1975.  INTERNAL  MEDICINE  OR  0 
Gyn  preferred.  Completion  of  residency  required  and  ECFMG  if  forei 
graduate.  342-bed  hospital  located  Mid-Hudson  Valley.  Excellent  salary  a 
benefits.  Send  inquiries  and  curriculum  vitae  to  James  E.  Connolly,  Empk 
ment  Manager,  Vassar  Brothers  Hospital,  Poughkeepsie,  N.Y.  12601. 


GOWANDA:  OPPORTUNITIES  FOR  PSYCHIATRISTS  AVAILABI 

Vacancies  exist  for  psychiatrists  with  salary  to  $41,450.  Applicants  must 
licensed  or  hold  ECFMG  & LMCC.  Gowanda  is  an  accredited  psychial 
hospital  operated  by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  south  of  Buffs 
N.Y  It  carries  an  active  community  treatment  program  & provides  o 
patient  services  for  a 3-county  area.  Benefits  include  3%  weeks  paid  leavi 
11  paid  holidays  during  first  year  of  employment.  A liberal  non-contribut 
retirement  plan  is  one  of  many  benefits.  Contact:  Director,  Gowanda  P 
chiatric  Center,  Helmuth,  N.Y.  14079. 


CAMP  DOCTOR  FOR  CO-ED  CAMP  IN  PA.  POCONO  MOUNTAINS.  TV 
4-week  sessions  (June  28-July  26)  (July  26-Aug.  23).  Bungalow  provid 
Two  R.N.s  on  staff.  Write  to  Camp  Tioga,  65  Westwood  Drive,  Westbu 
N.Y.  11590,  or  call  (516)  997-8560. 


GOWANDA:  POSITION  AVAILABLE  FOR  A FULL  TIME  DIRECT! 

Mental  Hospital  Alcoholism  Unit  at  Gowanda  Psychiatric  Center.  Start 
salary  is  $36,875.  The  unit  has  a 30-bed,  intensive  care  unit  dealing  w 
chronic  alcoholic  clients  on  a voluntary  basis.  Services  are  provided  on 
outpatient  basis  in  counties  in  the  Gowanda  Psychiatric  Center  catchm 
area.  Other  duties  may  include  teaching  and  research.  Full  N.Y.S.  benef 
including  retirement,  health  insurance,  and  vacations  are  provided.  For 
formation,  contact:  Director,  Gowanda  Psychiatric  Center,  Helmuth,  N 
14079. 


EXTRAORDINARY  FLORIDA  OPPORTUNITY  FOR  INTERNIST.  ASf 
ciate  sought  for  a prestigious  practice.  MUST  be  Board  certified  or  Be  I 
eligible,  and  have  Florida  license.  Preference  lor  internist  in  practice  less  t i 
five  years.  Send  correspondence  to:  H.  J.  Roberts,  M.D.,  300  27th 

West  Palm  Beach,  Fla.  33407. 


MANHATTAN:  OFFICE  WITH  FULL  OPERATING  ROOM  FACILITIES  J i 
one  of  New  York’s  best  hotels.  Fully  equipped  and  staffed  for  all  plastic,  i j 
and  dermatology,  and  some  ENT  and  Gyn  procedures.  Elegant  hotel  • 
comodations  and  special  nurses  available  at  small  fraction  of  hospital  c 
Available  for  regular,  part  time  or  occasional  basis.  N.Y.  license  requi  . 
Dept.  472,  c/o  NYSJM. 


EQUIPMENT 


ELECTROMYOGRAPH,  TECA  TWO-CHANNEL  WITH  DIRECT  WRITI1 
about  two  years  old,  in  perfect  condition.  Call  (914)  471-2325. 


LARGE,  USED  X RAY  MACHINE,  IN  GOOD  CONDITION,  WITH  ALL  - 
cessories  free  of  charge.  You  pay  only  for  dismantling  and  shipping.  1 1 
Dr.  Holzer,  Poughkeepsie,  (914)  454-0140. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SI 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  r 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10 
LO  5-2943. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SPACE  AVAILABLE.  1500  SQ  FT  NEW.  BRICK  BUILDING; 
A/C;  elevator.  Opposite  village  hall.  Freeport,  L.l.  (5161.178-4949. 

NORTH  YONKERS:  PROFESSIONAL  OFFICE  FOR  RENT  ALL  OR 

part  of  2,000  sq.  ft.  Pleasant  setting.  Elaborate  X-ray  set-up.  Three  M.D.s 
in  residence,  looking  for  two  additional.  Call  (914)969-0482. 

COW  PET  BAY.  GARDEN  SPOT  OF  ST  THOM  AS.  RELAX  PEACEFUL 
ly  in  physician's  own  luxuriously  appointed  villa  Accommodates  five.  Right 
on  private  virgin  white  beach  safe  for  children.  Private  tennis  club  with  regis 
tered  Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat  visits  and 
happy  thank  you  letters  from  pleased  fellow  physicians.  Brochure.  Gilbert 
C Norton.  M.D.,  101  Jefferson  Ave.,  Endicott,  N.Y.  13760.  Call  after  9 p.m. 
(607)  ST  5-5810. 


FOR  SALE:  HOME-OFFICE  COMBINATION.  SMITHTOWN.  L.l.  Seven 
room  split.  3 bedrooms.  1)4  baths,  full  basement,  fully  carpeted,  profes- 
sionally decorated;  landscaped,  fenced,  corner  1/3  acre  opposite  Smithtown 
General  Hospital.  3'.  room  air  conditioned  office  with  bath,  room  for 
expansion.  Suitable  G.P..  any  specialty.  Mid50’s.  Owner  (516)  265-4244. 


116  EAST  66  STREET.  MANHATTAN.  CO  OP  APARTMENT  FOR  SALE. 
Suitable  for  several  doctors.  Call  Tuesdays  only  (212)  737-9488. 


RX  FOR  THE  DOCTOR  LONG  ISLAND  MINI  ESTATE.  NASSAU  COUN 
tv.  Easily  reached  from  all  directions.  Two  levels.  48'  64'.  both  with  own 

driveway  and  entrances.  4 bedrooms.  344  baths.  Excellent  construction  in 
side  and  outside  Spacious  parking  area.  144  acres  fenced.  Near  schools, 
churches,  synagogue,  shopping.  L1RR.  Will  finance  for  quick  sale.  (516) 
935-2083. 


•SUPER,  PRESTIGE  HOUSE  FOR  YOUR  FAMILY  AND  PRACTICE.  MAG- 
nificent  English  Tudor,  air  conditioned,  exquisite  5 bedroom.  5*4  baths, 
finished  attic,  has  additional  2 bedroom  plus  bath,  new  Blooningdale-style 
kitchen  with  indoor  barbeque;  1,000  sq.  ft.  all  panelled  basement,  fully  land- 
1 scaped  grounds,  heated  swimming  pool,  walk  to  golf,  tennis,  yachting. 
$133,000.  Lawrence,  L.L  (516)  239-4651. 


r r GARDEN  CITY, 


(a  quiet  residential  community) 


“Plaza  7”  Condominium 


NEW  PROFESSIONAL  UNITS  AVAILABLE 


"Plaza  7" at  99  Seventh  Street 


Large  living  area  + over  300  sq.  ft.  of  office  space 
with  separate  entrance  to  lobby.  3 bedrooms,  2 baths, 
dressing  room,  ultra  modern  kitchens,  spacious  dining 
area.  Living  rooms  with  wood  burning  fireplaces. 

Wall  to  wall  carpeting,  private  underground  parking, 
security  control.  Completely  fireproof. 

Mortgages  available  to  $50,000.  Monthly  mainte- 
nance & taxes  $220. 

Priced  at  $92,500  & $95,000.  Model  available  for 
inspection  at  99  $eventh  Street. 


Exclusive  Agent 

FRANCIS  B.  WILSON  REALTY 


171  Seventh  St.,  Garden  City,  N.Y.  11530 
516-746-1563  or  212  TW5-5468 


Offering  by  prospectus  only.  NY  362 


v RARE  OPPORTUNITY;  HOME  & OFFICE.  DUE  TO  DEATH  OF  PHYSI- 
cian-owner,  a recently  viable  practice,  near  modern  accredited  hospital.  Fully 
■ equipped  office  for  G.P.  or  internist.  Asking  $85,000,  limited  investment  re- 
quired. financing  available.  Contact:  Mrs.  Jacob  Schloss,  3 Highland  Ave., 
Middletown.  N.Y.  10940.  Call  (914)  343-8559. 


LUSHING,  BAYSIDE:  FRESH  MEADOWS  HEALTH  CENTER  AND  OF 
. fice  building.  58-47  Francis  Lewis  Blvd..  at  the  Long  Island  Expressway.  Just 
completed!  New  3-story  building.  Ideal  for  doctors,  dentists,  medical  group 
practices,  optometrists,  therapists,  psychologists,  medical  or  dental  labs. 
Will  divide  to  suit.  Carlran  Associates.  Owners.  Call  (516)  484-5100. 


EW  HYDE  PARK.  L.L  HOME-OFFICE  COMBINATION  FOR  SALE. 
Seven  room  house,  3 bedrooms,  fireplace,  gas  heat,  all  facilities,  superior 
location.  Walk  major  transportation,  minutes  to  parkways,  schools,  hospital. 
■ shopping.  Beautiful  five  room  office,  X-rav,  EKG,  fullv  equipped.  Active 
practice.  Call  6-8  p.m.  (516)  354-0032.  or  GE  7-5627. 


ITRACTIYE  PROFESSIONAL  SPACE  AVAILABLE.  SUITABLE  FOR 
doctors'  offices,  and  formerly  occupied  by  a team  of  doctors  who  relocated 
out-of-state.  Approximately  1.000  sq.  ft.  (will  subdivide).  Consisting  of  6 
rooms,  plus  waiting  room,  reception  room,  darkroom.  X-ray  alcove  and  2 
lavatories.  This  space  is  located  at  971  Jerome  St..  Brooklyn,  N.Y.,  between 
Cozzine  and  Flatland  Avenues,  and  is  part  of  Fairfield  Towers.  A develop- 
ment of  1,152  apartments  and  adjacent  to  several  large  housing  developments. 
[Call  Leslie  Chayet  (212)  TA  8-4002. 


STABLISHED  PROFESSIONAL  MEDICAL  BUILDING  IN  PLEASANT- 
ville.  N.\  Prestige  building  located  in  lovely  suburban  area,  ample  parking 
and  in  area  of  heavy  traffic.  Present  occupants  include  one  optometrist,  2 
internists,  and  dentist.  Area  needs  pediatrician  and  podiatrist,  plus  others. 
Call  (914)  769-6330. 


100KLYN.  PARK  SLOPE  SECTION.  'FORMER  HOFFMAN-LA  ROCHE 
aboratory).  One  story,  brick  comer  building  (12.800  sq.  ft.).  Fully  clima- 
ized.  Finished  paneled  offices.  Parking  facilities.  Close  to  transportation, 
deal  for  M.D..  Medicaid.  Medicare  offices  or  laboratory.  Write:  C.  Sorrano 
197  Union  St..  Brooklyn,  N.Y.  11231.  (212)625-7182. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


ELLENVILLE.  N.Y.:  MODERN  ONE-STORY,  FIVE-OFFICE  BUILDING 
now  available  for  medical  group  or  individual  physician.  Area  in  particular 
need  of  pediatrician  or  general  practitioner.  No  pediatrician  within  25  miles 
of  the  Village  of  Ellenville,  population  5,000.  Contact:  Phyllis  Norton, 

broker  for  Meadowlark  Agency,  Wurtsboro,  N.Y.  12790.  (914)  888-2452. 

MANHATTAN:  TO  SHARE  4 ROOM  EQUIPPED  OFFICE;  ANY  SPECIAL- 
ty;  good  location.  J.  L.  Linden,  M.D.  (Physiatrist),  65  Central  Park  West, 
N.Y.C.  10023,  or  call:  a. m.  (212)  621-3309.  or  after  5 p.m.  873-7878. 

PROFESSIONAL  BUILDING  IN  LOVELY  RESIDENTIAL  QUEENS  AREA 
for  sale.  Includes  income  apartment  and  new  but  growing  general  practice. 
$80,000  firm.  Option  to  purchase  new  furnishings  and  equipment  (including 
completely  equipped  X-ray  room)  at  savings.  Dept.  463,  c/o  NYSJM. 

BAYSIDE  (QUEENS)  N.Y.  NEWLY  FURNISHED  DOCTOR'S  OFFICE  FOR 
rent.  Four  rooms.  Excellent  location,  opposite  LIRR  station.  Reasonable 
rental.  (212)423-3083. 

SALE:  CORNERHOUSE,  BRICK.  130  x 94,  DETACHED,  3 BEDROOMS, 
finished  basement;  garage.  Pelham  Parkway  section;  Jacobi  Hospital  vicin- 
ity. Call  after  4 p.m.  (212)  655-4051. 


Give  a FREE  1 WEEK  TRIAL  of  a 
PORTABLE  ELECTRONIC  AIR  CLEANER 

to  your  patients,  for  symptomatic  relief  of 

ASTHMA,  ALLERGY,  CHRONIC  BRONCHITIS  or  EMPHYSEMA. 

Your  patients  have  nothing  to  lose  by  trying  & a lot  to  gain! 

For  details  & free  brochures  call  or  write: 

Ozone  emissions  well  VITA1RE  CORP.  81-13  Broadway 

below  1974  FDA  stand.  212  446-1000  Elmhurst,  NY  1 1 373 
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ROLE  OF  MEDICAL  DIRECTOR 
IN  SKILLED  NURSING  FACILITY 

A Seminar  for  Physicians,  Nursing  Service  Directors,  and 
Administrators  Concerned  About  Patient  Care  in  Skilled  Nursing 
Facilities. 

APRIL  4-5,  1975,  Concord  Hotel,  Kiamesha  Lake,  New  York 


Presented  by 

Medical  Society  of  the  State  of  New  York 
Committee  on  Aging  and  Nursing  Homes 


Seminar  Director : Marcelle  Bernard,  M.D. 

Bronx,  New  York 


PURPOSE 

To  identify  ways  in  which  medical  directors,  nursing 
service  directors,  and  administrators  can  engage  in 
a team  effort  with  attending  physicians  and  allied 
health  professionals  in  improving  patient  care  in 
skilled  nursing  facilities. 

To  share  ways  in  which  the  Medical  Director  role,  as 
a full-time  or  part-time  function,  can  be  feasibly 
implemented  in  a local  setting. 

To  explore  the  future  of  the  Medical  Director  role  as 
viewed  by  the  private  and  public  sectors. 

ACCREDITATION 

Appropriate  credits  will  be  sought  for  physicians  in 
Category  No.  1,  American  Medical  Association  Physician’s 
Recognition  Award  and  the  continuing  education  program 
of  the  American  Academy  of  Family  Physicians.  Continuing 
education  credit  will  also  be  sought  from  State  boards 
of  examiners  for  nursing  home  administrators. 

Registration  Fee — $25.00 
Developed  in  cooperation  with : 

Committee  on  Aging,  Council  on  Medical  Service,  American 
Medical  Association 

Health  Resources  Administration/HEW 
New  York  State  Department  of  Health 
New  York  State  Nurses  Association 

New  York  State  Chapter  of  American  College  of  Nursing  Home 
Administrators 

New  York  State  Health  Facilities  Association 
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WHAT 


CONTENTS 

New  York  City  Area  2 


New  York  State 


Buffalo  6 

Suffolk  7 

Syracuse  8 


Out-of-State  Events  8 


Future  Events  8 


Role  of  Medical  Director  in  Skilled  Nursing  Facility  9 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


Physicians’  Placement  9 

MSSNY's  Annual  Convention  16 


SPECIALTY  INDEX 


Allergy  6 

Anesthesiology 3 

Arthritis 6 

Cancer  2,  4 

Cardiology  4,  5,  7 

Dermatology 3,  6 

General  Practice 8 

Hematology  2,  4,  6 
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Surgery 4 
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Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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WGOI 


I 


New  York  City 

SATURDAY,  MARCH  1 

10:00  a.m.-12:00  noon 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Kerbs  Auditorium 
1275  York  Avenue 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

Pre-operative  X-ray  Therapy 
Keratoacanthoma,  Desmoid,  Lymphangioma 

Median  Labiomandibular  Glossotomy 

H.  RANDALL  TOLLEFSEN,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

Surgical  Technique  of  Transantral 
Sphenoidal  Hypophysectomy. 

Indications  for  Hypophysectomy. 

H.  RANDALL  TOLLEFSEN,  M.D. 

E.  GREENBERG,  M.D. 

Medical  and  Endocrine  Service 

For  additional  information  contact  Dr.  Tollefsen’s  Office,  737 
Park  Avenue,  10021.  Tel:  212/Re-7-0042. 


March  3/7,  1975 

9:00  a. m. -5:00  p.m.  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

CLINICAL  NEUROLOGY 

MELVIN  D.  YAHR,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 


March  3 / 17 

1:00  p.m.  Mondays 

The  Downstate  Medical  Center 

Basic  Sciences  Building  (Lecture  Hall  1) 

450  Clarkson  Avenue 
Brooklyn 

The  R.  Janet  Watson  Hematology  Lectures 

March  3 

THE  GENETIC  DEFECT  IN  THALASSEMIA 

ARTHUR  BANK,  M.D. 


March  17 

VON  WILLEBRAND  S DISEASE 

HARVEY  WEISS,  M.D. 

Columbia  University  College  of  P & S 


MONDAY,  MARCH  3 

7:30  p.m. 

The  Clinical  Society  of  French  & Polyclinic 
Hospital 

French  and  Polyclinic  Hospital 
345  West  50th  Street 
Wyeth  Amphitheatre-3rd  Floor 

MANAGEMENT  OF  CHRONIC 
INTRACTABLE  PAIN— SOME  NEW 
APPROACHES 

HENRY  D.  MESSER,  M.D. 

Harlem  Hospital  Center 

RICHARD  L.  ROVIT,  M.D. 

New  York  University  School  of  Medicine 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Ms.  Catherine  Rich,  Secty., 
The  Clinical  Society  of  the  French  & Polyclinic  Hospital,  345 
West  50th  Street,  10019.  Tel:  212/CO-5-8000.  Ext.  240. 


March  4 / 25,  1975 
Wyckoff  Heights  Hospital 

Basement  Conference  Room  (North  Building) 

374  Stockholm  Street 
Brooklyn 

March  4,  Tuesday,  10:00-11:00  a.m. 
THYROID  DISORDERS 

DAVID  GROB,  M.D. 

Maimonides  Medical  Center 

NO  FEE 

For  further  information  contact  Dr.  V.  J.  Adams,  Director  of 
Medical  Education,  Wyckoff  Heights  Hospital  at  above 
address,  Brooklyn,  11237,  Tel:  212/456-8200.  Ext.  352 


March  1 1,  Tuesday,  10:00- 1 1:00  a.m. 
VENEREAL  DISEASE 

YEHUDI  M.  FELMAN,  M.D. 

Downstate  Medical  Center 


March  12,  Wednesday,  10:00- 1 1:00  a.m. 

PAROXYSMAL  NOCTURNAL 
HEMOGLOBINURIA 

E.  SALERNO,  M.D. 


Wyckoff  Heights  Hospital 


Columbia  University  College  of  P & S - 
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March  14,  Friday,  10:30-11:30  a.  m. 

IMMUNOLOGIC  DEFICIENCY  DISEASES 

HUGH  EVANS,  M.D. 

Brooklyn  Jewish  Hospital  & Medical  Center 


March  18,  Tuesday,  10:00-11:00  a. m. 

IMMUNOLOGY— CELLULAR  AND 
HUMORAL 

ALAN  JOSEPHSON,  M.D. 

Downstate  Medical  Center 


March  25,  Tuesday,  10:00- 1 1:00  a.m. 

CLINICAL  ASPECTS  OF  PERIPHERAL 
VASCULAR  DISEASE 
EARLY  DIAGNOSIS  & MEDICAL 
TREATMENT 

BENJAMIN  A ROSENBERG,  M.D. 

Downstate  Medical  Center 


March  4 / 26,  1975 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

March  4,  Tuesday,  7:00  p.m. 

Section  on  Dermatology  and  Sy philology 

PRESENTATION  OF  CASES 

LEONARD  HARBER,  M.D. 
Columbia-Presbyterian  Medical  Center 

WILBUR  HURLBUT,  M.D. 

Roosevelt  Hospital 

ALEX  W.  YOUNG,  JR..  M.D. 

St.  Luke's  Hospital 

JAMES  FIELDS,  M.D. 

U.S.P.H.S.  Hospital 

john  McCarthy,  m.d. 

Lenox  Hill  Hospital 


March  5,  Wednesday,  7:00  p.m. 

Section  on  Anesthesiology  and  Resuscitation 

RECENT  FINDINGS  ON  THE  PLACENTAL 
TRANSFER  OF  LOCAL  ANESTHETICS 

MIECZYSLAW  FINSTER,  M.D. 

Columbia  University  College  of  P & S 

EFFECTS  OF  LOCAL  ANESTHETICS  ON 
THE  FETAL  HEART  RATE 

ROY  PETRIE,  M.D. 

Columbia  University  College  of  P & S 

EFFECTS  OF  LOCAL  ANESTHETICS  ON 
THE  NEUROBEHAVIORAL  ASSESSMENT 
OF  THE  NEONATE 

JOHN  W.  SCANLON,  M.D. 

Harvard  Medical  School 


This  program  approved  for  1 hr.  of  continuing  education  by 
the  N.Y.S.  Society  of  Anesthesiologists. 


March  5,  Wednesday,  8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

ANATOMICAL  CONSIDERATIONS  IN 
ELECTROMYOGRAPHY 

EDWARD  F.  DELAGI,  M.D. 

Albert  Einstein  College  of  Medicine 

ALDO  PEROTTO,  M.D. 

Albert  Einstein  College  of  Medicine 

JOHN  IAZZETTI,  M.D. 

Albert  Einstein  College  of  Medicine 

Subscription  Dinner  7:00  p.m. — Cocktails  6:00 


March  6,  Thursday,  8:00  p.m. 

Section  on  Psychiatry 

LAIUS,  OEDIPUS,  AND  UNBOUND 
AGRESSION 

MARGARET  MEAD,  M.D. 


March  17,  Monday,  8:00  p.m. 

LASER  THERAPY  OF  GLAUCOMA 

Moderator: 

MAX  FORBES,  M.D. 

Columbia-Presbyterian  Medical  Center 

1.  Laser:  Trabeculotomy 

2.  Laser:  Iridotomy 

3.  Laser:  Cyclocoagulation 

Subscription  Dinner  7:00  p.m. — Cocktails  6:00 

March  17,  Monday,  4:30  p.m. 

Section  on  Radiology  with  the  New  York  Roentgen  Society 

AFTERNOON  TEACHING  SESSION 

(HOSACK  HALL) 

Moderator: 

MORTON  A.  BOSNIAK,  M.D. 

New  York  University  Medical  Center 

Dinner  7:00  p.m. — Cocktails  6:00  (President's  Gallery) 

Business  meeting — 7:00  p.m.  (President's  Gallery) 

Resident’s  Quiz — 7:00  p.m.  (Hosack  Hall) 

Review  of  Quiz  Films  7:45  p.m. 

Evening  Diagnostic  Lecture  8:00  p.m.  (Hosack  Hall) 

HILLIER  L.  BAKER,  JR.,  M.D. 
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Mayo  Clinic,  Rochester,  Minnesota 


University  of  Massachusetts 


Section  on  Radiotherapy 

Evening  session  8:00  p.m.  (Room  441) 


March  19,  Wednesday,  8:00  p.m. 

Section  on  Urology 

THE  FOURTEENTH  FERDINAND  C. 
VALENTINE  MEMORIAL  LECTURE 

ARTERIOGRAPHY:  A RETROSPECTIVE 
SURVEY 

Subscription  Dinner  7:00  p.m. — Cocktails  6:30 


March  26,  Wednesday,  8: 15  p.m. 

Section  on  Historical  Medicine 

What  the  Law  Requires  of  the  Physician  being  some  account 
of  the  genesis  of  the  malpractice  mess  from  1374  to  the 
present. 

CARLETON  C.  CHAPMAN 

Executive  Vice  President,  The  Commonwealth  Fund 
Subscription  Dinner  7:15-p.m. — Cocktails  6:15 


WEDNESDAY,  MARCH  5 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

ACID-BASE  AND  BLOOD  GASES 

CHAIM  CHARYTAN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 % AAFP 

March  6,  13  & 20,  1975 

12:15  p.m.  Thursdays 

Albert  Einstein  College  of  Medicine 

Fourth  Floor  Auditorium 
Jacobi  Hospital 

March  6 

THE  PORPHYRIAS 

RUDI  SCHMID,  M.D. 

University  of  California 

March  13 

RHEUMATIC  VALVULAR  AND 
MYOCARDIAL  DISEASE:  THE 
STREPTOCOCCAL  CONNECTION 

MELVIN  KAPLAN,  M.D. 


March  20 

HEPATITIS— HOW  MANY  VIRUSES? 

JAMES  W.  MOSLEY,  M.D. 

University  of  Southern  California 

For  further  information  contact  Ms.  Freida  Fagin,  Adm.,  Albert 
Einstein  College  of  Medicine,  1300  Morris  Park  Avenue, 
Bronx,  10461,  Tel:  2 1 2/430-2822. 


March  11  / April  15,  1975 

1:15 — 2:15  p.m.  Tuesdays 

Downstate  Medical  Center  (SUNY) 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

March  1 1 

THE  ROLE  OF  THE  LIVER  AS  SITE  OF 
INSULIN  ACTION 

PHILIP  FELIG,  M.D 
Yale  University 

April  15 

ECTOPIC  HUMAN  CHORIONIC 
GONADOTROPIN  SECRETION 

JUDITH  L.  VAITUKAITIS,  M.D. 

National  Institute  of  Health 


WEDNESDAY,  MARCH  12 

2:00  p.m. 

New  York  Surgical  Society  with  the 
Philadelphia  Academy  of  Surgery 

University  Club 
1 West  54th  Street 

1)  NEW  DEVELOPMENTS  IN  LUNG 
TRANSPLANTATION 

F.  J.  VEITH,  M.D.,  S.  K.  KOERNER,  M.D.,  P. 
CHANDLER,  M.D.,  J.  W.  C.  HAGSTROM,  M.D.,  K. 
RICHARDS,  M.D.,  S.  BLUMCKE,  M.D.,  S. 
SPRAYREGEN,  M.D.,  R.  CRANE,  M.D.,  T.  YIPINTSOI, 
M.D.,  M.  L.  GLIEDMAN,  M.D. 

2)  A PRECISE  MODEL  FOR  TEN  YEAR 
SURVIVAL  IN  OPERABLE  BREAST 
CANCER 

W.  METCALF,  M.D. 

3)  HEPARIN  DISSOLUTION  OF  GALL 
STONES:  CURRENT  STATUS 

B.  GARDINER,  M.D.,  C.  DENNIS,  M.D.,  J.  PATTI, 

M.S. 

4)  SURGICAL  MANAGEMENT  OF 
MALIGNANT  POLYPS  OF  THE  COLON 

W I.  WOLFF,  M.D.,  H.  SHINYA,  M.D.,  R.  STENGER, 
M.D.,  A.  DeCHABON,  M.D.,  K.  MORI,  M.D. 
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5)  PREDICTABILITY  OF  CURE  IN 
RENOVASCULAR  HYPERTENSION 

J.  A.  BUDA,  M.D.,  F.  F.  McALLISTER,  M.D.,  A.  B. 
VOORHEES,  M.D.,  J.  H.  LARAGH,  M.D.,  C.  PIRANI. 
M.D. 

6)  END  RESULTS  IN  MANAGEMENT  OF 
298  SOFT  TISSUE  SARCOMAS  OF 
THE  LOWER  EXTREMITY 

M.  H.  SHIU,  M.D.,  E.  B.  CASTRO.  M.D.,  R.  B. 
GOLBEY,  M.D.,  G.  J.  D'ANGIO,  M.D.,  S.  I.  HAJDU. 
M.D.,  J.  G.  FORTNER,  M.D. 

For  further  information  contact  J.  Beall  Rodgers.  M.D., 
1 160  Park  Avenue.  10028,  Tel  212/427-7575. 


FRIDAY,  MARCH  14 

8:45  a m. -4:45  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

COMMUNICATION  DISORDERS 

ASHER  BAR,  PH  D. 

Mount  Sinai  School  of  Medicine 
FEE:  $10.  CREDIT:  AMA  Cat.  1 


March  17,  18  & 19,  1975 
Columbia  University  College  of  P & S 

Columbia-Presbyterian  Medical  Center 
622  West  168th  Street 

RADIOLOGY  OF  THE  BONES  AND 
JOINTS 

Director 

FRIEDA  FELDMAN.  M.D. 

Columbia-Presbyterian  Medical  Center 

The  course  is  designed  for  Radiologists,  Orthopedists  and 
Rheumatologists,  and  will  cover  basic  and  current  concepts 
of  skeletal  radiology  and  topics  relating  to  the  pathology, 
physiology  and  treatment  of  skeletal  disease. 

CREDIT:  24  hrs  AMA  Cat.  1 

For  further  information  contact  Frieda  Feldman,  M.D.,  Colum- 
bia-Presbyterian Medical  Center,  at  above  address,  10032. 


WEDNESDAY,  MARCH  19 

9:00  a.m. 

Mercy  Hospital 

MacArthur  Auditorium 
Rockville  Centre 

NEW  DEVELOPMENTS  IN  HYPERTENSION 

ALLAN  B.  SCHWARTZ,  M.D. 

Hahnemann  Medical  College  & Hospital 


NO  FEE 


WEDNESDAY,  MARCH  19 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

PULMONARY  FUNCTION  TESTS 

ABRAHAM  KUPERMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 % AAFP 


THURSDAY,  MARCH  20 

9:00  a m. 

New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 

Metropolitan  Hospital 
97th  Street  & 2nd  Avenue 
(6th  Floor  Auditorium) 

Chaikin  Lecture  in  Gastroenterology 

SPECTRUM  OF  ACTIVE  CHRONIC  LIVER 
DISEASE 

SHEILA  SHERLOCK,  M.D. 

London,  England 

March  20,  21  & 22,  1975 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

ADVANCES  IN  CARDIOLOGY  OF 
IMPORTANCE  TO  THE  PRACTICING 
PHYSICIAN 

Under  the  Direction  of 

KENNETH  KRAUSS,  M.D. 

New  York  University  Medical  Center 

This  course  is  designed  to  assist  primary  physicians  and  inter- 
nists who  are  not  cardiologists,  to  improve  and  update  their 
clinical  skills  in  caring  for  patients  with  heart  disease.  Spe- 
cial emphasis  will  be  placed  on  practical  aspects  of  newer 
concepts  in  diagnosis  and  treatment.  The  material  will  be 
presented  through  lectures,  panel  discussions,  audiovisual 
aids  and  an  annotated  list  of  selected  references.  Time  is 
provided  for  questions  from  course  participants. 

FEE:  $175.  CREDIT:  17  elective  hrs.  AAFP,  Cat.  1 

AMA  Award 

For  further  information  contact  the  Office  of  the  Associate 
Dean,  at  above  address,  10016,  Tel:  212/679-3200. 


March  21,  22,  1975 

9:00  a.m.-5:00  p.m. 
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The  Methodist  Hospital  of  Brooklyn 

506  Sixth  Street 
Brooklyn 

GYNECOLOGIC  ENDOSCOPY 

JOHN  M.  ESPOSITO,  M.D. 

FEE:  $150.  for  attendings,  $75.  for  residents.  CREDIT:  12 
hrs.  AMA  Cat.  1,  Physician’s  Recognition  Award. 

The  course  is  limited  to  Board  Certified  and  Board  Eligible 
physicians  in  Ob/Gyn. 

For  further  information  contact  John  M.  Esposito,  M.D.,  Dept, 
of  Ob/Gyn,  506  Sixth  Street,  Brooklyn,  11215,  Tel:  212/ 

780-3262. 


FRIDAY,  MARCH  21 

8:30  p.m. 

The  New  York  Academy  of  Medicine  with  the 
Semmelweis  Scientific  Society 

2 East  103rd  Street 

Dr.  Aladar  Farkas  Memorial  Meeting 

EUOLOGY 

OTTO  C.  KESTLER,  M.D. 

CURRENT  CONCEPTS  OF  THE 
PATHOGENESIS  OF  OSTEOARTHRITIS 

HENRY  J.  MANKIN,  M.D. 

Massachusetts  General  Hospital 

INFLAMMATORY  DISEASES  OF  JOINTS: 
RHEUMATOID  ARTHRITIS  AND  RELATED 
ENTITIES. 

HOWARD  D.  DORFMAN,  M.D. 

Sinai  Hospital  of  Baltimore,  Inc. 

For  further  information  contact  the  New  York  Academy  of 
Medicine,  2 East  103rd  Street. 


March  24  / 28,  1975 

9:00  a.m.-5:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine. 

The  Mount  Sinai  School  of  Medicine 

LABORATORY  METHODS  IN 
IMMUNOHEMATOLOGY  AND  BLOOD 
BANKING 

RICHARD  E.  ROSENFIELD,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150.  CREDIT:  AMA  Cat.  1 Award 


BUFFALO  AREA 

March  4/6,  1975 

Hospital  Association  of  New  York  State 


15  Computer  Drive  West 
Albany 

Holiday  Inn 
Grand  Island 
Buffalo 

March  4 & 5 

MEDICAL  AUDIT  TEAM  SEMINAR 

March  6 

PENSION  REFORM  LAW  SEMINAR 

For  further  information  contact  Mr.  Richard  Umbdenstock, 
HANYS  Institute  Coordinator,  at  above  address.  Albany 
12205,  Tel:  518/458-7940. 


March  6 / 22,  1975 

School  of  Medicine 

State  University  of  New  York 

E.  J.  Meyer  Memorial  Hospital 

462  Grider  Street 
Buffalo 

March  6 

8:15  a.m.  Registration 

How  to  Use  Immunologic  Techniques  in  the 
Diagnosis  of  Disease:  Child  With  Excessive 
Infections 

ANTHONY  M.  YURCHAK,  M.D. 

Practical  Approach  to  Office  Diagnosis  & 
Treatment  of  Extrinsic  Allergy 

DORIS  J.  RAPP,  M.D. 

Allergic  Contact  Dermatitis — How  to  do 
Patch  Testing 

THOMAS  T.  PROVOST,  M.D. 

Old  and  New  Therapeutic  Approaches  to 
Treatment  of  Asthma 

ELLIOT  F.  ELLIS,  M.D. 

Pearls  Related  to  Everyday  Office  Allergy 

DORIS  J.  RAPP,  M.D. 

Panel  Discussion: 

Aspects  of  Allergy  Related  to  Everyday 
Office  Practice 

Moderator: 

HENRY  P.  STAUB,  M.D. 

Panelists: 

ULRICH  BAUER,  M.D. 

School  of  Medicine  (SUNY) 

MARIE  L.  KUNZ,  M.D. 

School  of  Medicine  (SUNY) 

ANTHONY  M.  YURCHAK,  M.D. 

School  of  Medicine  (SUNY) 

ELLIOT  F.  ELLIS,  M.D. 

School  of  Medicine  (SUNY) 

THOMAS  T.  PROVOST,  M.D. 

School  of  Medicine  (SUNY) 
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For  further  information  contact  the  E.  J.  Meyer  Memorial  Hos- 
pital, at  above  address,  14215.  Tel:  716/894-1212. 

This  program  is  approved  for  credit  by  the  Council  on  Medical 
Education  of  the  AMA  and  is  accepted  for  7 Prescribed  hrs. 
by  the  AAFP. 

FEE:  $35.  Checks  should  be  made  payable  to  Faculty  Stu- 
dent Association  of  SUNYAB  and  send  registration  form  to 
Continuing  Medical  Education,  2211  Main  Street,  Buffalo, 
14214. 


March  21  / 22 

8:15  a m.  Registration 

The  Sheraton  Inn 

Buffalo  East 
2040  Walden  Avenue 

Dermatitis  Herpetiformis  (THOMAS  T. 
PROVOST,  M.D.) 

Lupus  Erythematosus  (MORRIS  REICHLIN, 
M.D.) 

Prostaglandins  and  the  Skin  (PETER 
HEBBORN,  M.D.) 

Lipids,  Lipoproteins,  and  Xanthomas  (FRANK 
PARKER,  M.D.) 

Immunology  of  Dermatophyte  Infections 
(WALTER  C.  LOBITZ,  JR.f  M.D.) 

Toxic  Epidermal  Necrolysis  (JAMES  E. 
RASMUSSEN,  M.D.) 

Immunotherapy  of  Cutaneous  Malignancy 
(EDMUND  KLEIN,  M.D.) 

Bullous  Pemphigoid  (JOHN  C.  MAIZE,  M.D.) 

Psoriasis  (NORMAN  W.  WINKLER,  M.D.) 

Atopic  Dermatitis  (RICHARD  L.  DOBSON, 
M.D.) 

This  program  is  approved  for  credit  by  the  Council  on  Medical 
Education  of  the  AMA,  and  for  10  Prescribed  hrs.  by  the 
AAFP. 

FEE:  $55.  Make  checks  payable  to  Faculty  Student  Associ- 
ation of  SUNYAB  and  send  with  a registration  form  to:  Con- 
tinuing Medical  Education,  2211  Main  Street,  Buffalo,  14214. 
Registration  must  include  the  following  information:  Name, 

Address,  Medical  School  & year  of  graduation.  Nature  of 
Practice. 


March  6 / 20,  1975 
School  of  Medicine 

State  University  of  New  York  with  the  Heart 
Association  of  Western  N.Y. 

SUNYAB,  Main  Campus 
Capen  Hall  Basement 

March  6 

7:30  p.m. 


AUSCULTATION— The  S4 

The  Timing  of  Atrial  Contraction,  Mechanism,  Including  Asso- 
ciated Etiologies,  Differentiation  from  the  S3.  Arrhythmias 

March  13 

PRECORDIAL  PULSATIONS 

The  Left  Ventricular  Impulse  in  Left  Ventricular  Hypertrophy, 
Right  Ventricular  Hypertrophy  and  Dilatation,  Arrhythmias 

March  20 

AUSCULTATION— The  SI 

Normal  Splitting,  Aortic  and  Pulmonary  Ejection  Sounds,  Ar- 
rhythmias 

For  further  information  contact  Continuing  Medical  Education 
Main  Street  Division,  School  of  Medicine,  SUNY,  2211  Main 
Street,  Buffalo,  14214. 


SUFFOLK  COUNTY 


March  14  / June  13,  1975 

8:00 — 9:00  a m. 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

(2nd  Floor  Conference  Room) 

February  7 

MANAGEMENT  OF  ACUTE  AND 
CHRONIC  PULMONARY  INSUFFICIENCY 

JOHN  RODGERS,  M.D. 

February  2 1 

CARDIAC  ARRYTHMIAS  I 

HARVEY  MADELL,  M.D. 

March  7 

CARDIAC  ARRYTHMIAS  If 

HARVEY  MADELL,  M.D. 

March  14 

ACUTE  & CHRONIC  EAR  DISEASE 

DOMINICK  SAMPOGNA,  M.D. 

April  1 1 

CLINICAL  APPROACH  TO  THE 
INFERTILE  COUPLE 

MILTON  ROSENBERG,  M.D. 

/ April  18 

RADIOLOGIC  SCANNING 

IRA  LANGER,  M.D. 

April  25 

RADIOLOGY  OF  THE  Gl  TRACT 

IRA  LANGER,  M.D. 

May  9 

OBESITY 
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ROBERT  CHERNAIK,  M.D. 

May  30 

CYTOLOGIC  RATIONALE 

ARTHUR  GARUTTI,  C.T. 

June  6 

DIAGNOSIS  & WORKUP  OF  DIFFICULT 
ANEMIA 

JAMES  MAGIDSON,  M.D. 

June  13 

MENINGITIS 

JOSEPH  D’AGROSA,  M.D. 

NO  FEE  CREDIT:  23  AAFP  Hrs.  Class  I (Prescribed) 

For  further  information  please  contact  Dorothy  S.  Lane,  M.D. 
Director  of  Medical  Education,  at  above  address.  Tel: 
516/475-5000.  Ext.  452. 


SYRACUSE  AREA 


WEDNESDAY,  MARCH  5 
Hospital  Association  of  New  York  State 

15  Computer  Drive  West 
Albany 

Syracuse 

PENSION  REFORM  LAW  SEMINAR 

For  further  information  contact  Mr.  Richard  Umbdenstock, 
HANYS  Institute  Coordinator,  at  above  address  12205,  Tel: 
518/458-7940. 


OUT  OF  STATE 


March  5,  1975 

McMaster  University  Medical  Centre 

Room  4F5  1200  Main  Street  W 
Hamilton,  Ontario 

DIALOGUE  IN  DIAGNOSIS  VALUE  AND 
RELIABILITY  OF  SOME  ENDOSCOPIC, 
NUCLEAR,  RADIOLOGIC  AND 
ULTRASOUND  TECHNIQUES 

For  further  information  contact:  Dr  W.  P.  Cockshott,  Chm., 
Dept,  of  Radiology,  McMaster  University  Medical  Centre,  at 
above  address,  L8S  4J9. 


WEDNESDAY,  APRIL  2 
McMaster  University 

Hamilton,  Ontario 

SECOND  ANNUAL  DAY  IN  CLINICAL 


NEUROSCIENCES  FOR  FAMILY 
PHYSICIANS  AND  INTERNISTS. 

For  further  information  contact  Dr.  Andrew  Talalla,  Associate 
Professor  (Neurological)  Dept,  of  Surgery,  McMaster  Universi- 
ty Medical  Centre,  1200  Main  Street  West,  Hamilton,  Ontario 
L8S  4J9. 


April  11  & 12,  1975 
McMaster  University 

FETAL  MONITORING  WORKSHOP 

For  further  information  contact  Dr.  S.  B.  Effer,  Associate  Pro- 
fessor, Dept,  of  Ob/Gyn.  at  above  address. 


March  13  / April  26,  1975 
University  of  Kentucky,  College  of  Medicine 

Continuing  Education  Center  for  Health  Sciences 
Lexington,  Kentucky 

March  13  / 15 
ANNUAL  OB-GYN  REVIEW 

FEE:  $125. 

April  9,  1975 

RETINOSCOPY  COURSE 

FEE:  $100.  Limited  to  40  registrants 

April  10-11,  1975 

CURRENT  CONCEPTS  IN 
OPHTHALMOLOGY  & 
NEUROPHTHALMOLOGY 

FEE:  $80. 

April  24-26,  1975 

SEMINAR  ON  LAW  & MEDICINE 

FEE:  $65. 

For  further  information  on  the  above  contact  Frank  R.  Lemon, 
M.D.,  Associate  Dean  for  Extramural  Affairs,  College  of 
Medicine,  University  of  Kentucky,  Lexington,  KY.  40506. 


FUTURE  EVENTS 


THURSDAY,  APRIL  3 

5:00  p.m. 

Downstate  Medical  Center 
SUNY 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
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Brooklyn 

Richard  A.  Rendich  Memorial  Lecture 

RADIOLOGY  OF  VISCERAL  VEINS 

MANUEL  VIAMONTE.  JR.,  M.D. 

University  of  Miami  School  of  Medicine 

For  further  information  contact  Evelyn  Potter,  Director  of  Pub- 
lic Affairs  at  above  address,  11203,  Tel:  212/270-1176. 


of  Medical  Examiners  for  the  Part  II  Board  examination,  and 
by  the  Educational  Commion  for  Foreign  Medical  Graduates. 

For  further  information  contact  Natale  Colosi,  Ph  D.,  Director, 
Institute  of  International  Medical  Education,  at  above  address, 
10003,  Tel:  212/677-4728. 


FUTURE  ROCHESTER  AREA  EVENT 


KIAMESHA  LAKE 

April  4 / 5,  1975 

Medical  Society  of  the  State  of  New  York 

Committee  on  Aging  and  Nursing  Homes  in 

cooperation  with  AMA  and  HEW. 

Concord  Hotel 

Kiamesha  Lake,  New  York 

ROLE  OF  MEDICAL  DIRECTOR  IN 
SKILLED  NURSING  FACILITY 

A seminar  for  physicians,  nursing  service  directors  and 
administrators  concerned  about  patient  care  in  skilled  nursing 
facilities. 

PURPOSE: 

1)  To  identify  ways  in  which  medical 
directors,  nursing  service  directors,  and 
administrators  can  engage  in  a team 
effort  with  attending  physicians  and  allied 
health  professionals  in  improving  patient 
care  in  skilled  nursing  facilities. 

2)  To  share  ways  in  which  the  Medical 
Director  role,  as  a full-time  or  part-time 
function,  can  be  feasibly  implemented  in 
a local  setting. 

3)  To  explore  the  future  of  the  Medical 
Director  role  as  viewed  by  the  private  and 
public  sectors. 

4)  To  help  physicians  organize  permanent 
State  and  local  work  groups  that  would 
have  the  continuing  responsibility  for 
upgrading  medical  services  in  nursing 
homes. 

CREDIT:  Appropriate  credits  will  be  sought  for  physicians  in 
Category  No.  1,  AMA  Physician's  Recognition  Award  and  the 
continuing  education  program  of  the  AAFP.  Continuing 
education  credit  for  nursing  home  administrators,  applied  for. 

April  7 / July  11,  1975 

Institute  of  International  Medical  Education 

222  East  1 9th  Street 

CLINICAL  MEDICINE  CURRICULUM 

This  course  is  primarily  intended  for  candidates  for  ECFMG, 
State  Board  and  FLEX  examinations.  The  course  content  is 
based  on  the  subject  outline  suggested  by  the  National  Board 


April  10,  11  & 12,  1975 

Highland  Hospital  and  the  University  of 
Rochester  Medical  School 

COLPOSCOPY  COURSE 

Conducted  by 

The  American  Society  for  Colposcopy  and  Colpomicroscopy 

For  further  information  contact  Dr  George  C.  Trombetta, 
Highland  Hospital,  Rochester,  14620. 


TUESDAY,  APRIL  29 

Queens  Hospital  Center 
affiliated  with  Long  Island  Jewish  Hillside 
Medical  Center,  Catholic  Medical  Center, 
Health  Sciences  Center/SUNY 

Queens  Hospital  Center 
164  Street 
Jamaica 

RADIOLOGICAL  DIAGNOSIS  AND 
TREATMENT  OF  BREAST  DISEASES 

Chairman 

JACOB  DORFMAN,  M.D. 

School  of  Medicine,  SUNY 

FEE:  $25.  (includes  lunch  and  coffee  break) 

CREDIT:  7 hrs  AMA  Cat.  1 for  Physician’s  Recognition 

Award. 

For  further  information  contact  Ms.  Loree  Garfield,  New  York 
Medical  College,  Flower  & Fifth  Avenue  Hospitals,  Fifth  Ave- 
nue at  106  Street,  10029. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBANY,  N.Y.,  Albany  County.  Emergency  Room  Physician  for 
800  bed  teaching  medical  center. 

CONTACT:  Edward  I.  Lummus,  Jr.,  Ass’t.  Dir , Albany  Medical 
Center  Hospital,  Albany,  N.Y.  12208.  Tel.  518  445-4378 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 
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CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  716/589-7117. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  and 
Ob/Gyn  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  3 1 5/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass’t.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen’s  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunity  for  private  referrals  from  Pediatric  Staff. 

CONTACT:  Gerald  M.  Blum,  M.D.,  Chief,  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brooklyn,  N.Y.  11238.  Tel.  212/240- 
1701. 


BROOKLYN,  N.Y.  Full  time  (9-5,  Monday-Friday).  General 
Medical  care  plus  physicals  for  employees  of  Brookdale 
Hospital. 

CONTACT:  Mr.  L.  Nirenberg,  525  Rockaway  Parkway, 
Brooklyn,  N.Y.  11212.  Tel.  212/240-5331. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  2 1 2/240-6 1 26. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 
group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CATO,  N.Y.,  Cauyga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 
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COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr  George  Tiffany,  P.O.  Box  1 16,  Colton,  N Y. 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N Y.  14830  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr  Donald  Davies,  Dannemora,  N Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 
Road.  Delhi,  N Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N Y.  14901.  Tel:  607/734-5117. 


ELMIRA,  N.Y.,  Chemung  County.  Internist  wanted  for  group 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  N.Y.  14901.  Tel:  607/734-8624. 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr.  Robert  L.  Beard,  Ass't.  Adm.,  Arnot-Ogden 
Memorial  Hospital,  Elmira.  N.Y.  14901.  Tel:  607/737-4100. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HAMILTON,  N.Y.,  Madison  County.  FPs  or  Internists  needed  for 
innovative  rural  health  center  adjacent  to  community  hospital. 

CONTACT:  N.  Cara  Ackerman,  Director,  Community  Memorial 
Hospital,  Hamilton,  N.Y.  13346.  Tel:  315/824-1100. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee.  Holland  Patent,  N.Y.  13354  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass  t Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444 


JAMESTOWN,  N.Y.,  Chautauqua  County.  Internist  and  F.P ./ 
for  Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Director,  Jamestown 
Medical  Clinic.  103  Allen  Street,  Jamestown,  N.Y.  14701. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.'s  and  Family 
Physicians  to  practice  in  a group  format. 

CONTACT:  Mr.  Ronald  J.  Fryzel,  Adm.  Ass  t.,  Jamestown 
General  Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 
Tel:  716/484-1161. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 


MAHOPAC,  N.Y.,  Putman  County.  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac,  N.Y.  10541.  Tel:  914/628- 
3473. 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


MASSENA,  N.Y.,  St.  Lawrence  County.  Family  Physicians 
needed.  Prosperous  Northern  New  York  Rural  industrial 
community  with  good  hospital. 
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CONTACT-  John  Clough,  M.D.,  176  Maple  Street,  Massena, 
N.Y.  13662.  Tel:  315/769-6227. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  Internist  and 
F.P.’s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
716/798-2000. 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  Physicians. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of 
Commerce,  Inc.,  116  Park  Ave.,  Mechanicville,  N.Y.  12118 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NEW  YORK  CITY.  General  or  Orthopedic  Surgeon. 

CONTACT:  John  Stump,  M.D.,  Veterans  Administration,  O.P.D. 
7th  Avenue  and  24th  St.,  New  York,  N.Y.  Call  before  9 am 
212/620-6588  or  6595. 


NEW  YORK  CITY.  Emergency  Room  Board  Eligible/Certified 
(preferably  Surgeon)  for  small  hospital. 

CONTACT:  Stanley  Reichman,  M.D.,  Hospital  for  Joint 

Diseases,  1919  Madison  Avenue,  New  York,  N.Y.  10035  (send 
resume). 


NEW  YORK  CITY.  Board/Cert/Elig.  Physician  with  cardiology 
background  to  work  in  occupational  medicine.  Modern 
facilities. 

CONTACT:  Mr.  Henry  Leonard,  20  E 49th  Street,  10017. 


NEW  YORK  CITY.  Part  time  Board  Elig/Cert.  Internist  who  would 
be  willing  to  work  in  comprehensive  alcoholism  treatment 
center,  inpatient  service  and  outpatient  clinic  and  halfway 
house. 

CONTACT:  Sheldon  Zimberg,  M.D.,  Hospital  for  Joint  Diseases, 
1919  Madison  Avenue,  New  York,  N.Y.  10035.  (by  letter  only) 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph’s  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  Specialists  in 
Ophthalmology,  Pediatrics,  Internal  Medicine  and  Family 
Medicine. 

CONTACT:  Administrator,  A.  Barton  Hepburn  Hospital, 
Ogdensburg,  N.Y.  13369.  Tel:  315/393-3600. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
807/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


POTSDAM,  N.Y.,  St.  Lawrence  County.  Family 
Physicians  wanted. 

CONTACT:  Henry  Vinicor,  M.D.,  Chief  of  Staff,  Potsdam 
Hospital,  Potsdam,  N.Y.  13676.  Tel:  315/353-2341. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 
Mary’s  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
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Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker.  Jr..  M.D.,  University  of  Rochester 
Medical  Center.  260  Crittenden  Blvd.,  Rochester,  N Y.  14620. 
Tel:  716/275-4540. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists, 
Pediatricians  and  Ob/Gyn's  for  Health  Center  (a 
comprehensive  health  care  plan  featuring  prepayment  and 
fee  for  services). 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir  Northeast  Health 
Center,  1171  Culver  Rd.,  Rochester,  N Y.  14609.  Tel: 
716/482-4300. 


RUSHFORD.  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba.  N Y.  14727.  Tel:  716/437-2768 


SARANAC  LAKE,  N Y.  Franklin  County  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake.  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N Y.  12302.  Tel:  518/346-7748. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed. 
Two  Internists  and  a Pediatrician  for  Tri  Town  area. 

CONTACT:  Mr.  E.  B.  Watson,  Pres.,  Board  of  Managers;  or  Mr. 
J.  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  N.Y. 
13838.  Tel:  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician  Internist. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N.Y. 

14551.  Tel:  315/483-9136. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  E.  Fisher,  D.D.S.,  Adm.  Myers  Community 
Hospital,  Sodus,  N.Y.  14551.  Tel:  315/483-9161. 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 


CONTACT:  Everett  Forman,  M.D.,  Stamford,  N.Y.  12167.  Tel: 
607/652-7324. 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certified  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  Mr  Stewart  Redman,  Adm.,  Community  Hospital, 
Stamford.  N.Y.  12167.  Tel:  607/652-7312. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake.  N.Y.  12927.  TEL:  315/848-2428  or  Mrs 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


UTICA,  N.Y.,  Oneida  County  needs  F.P.'s  Pediatricians  and 
Internists. 

CONTACT:  Reynold  S.  Golden,  M.D.,  2206  Genesee  Street, 
Utica,  N.Y.  13502.  Tel:  315/735-5261. 


WALTON,  NY.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton.  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.’s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 
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CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


OVERSEAS  NEED — Doctors  in  all  specialties  needed  to  serve 
overseas  with  MEDICO,  a service  of  CARE.  Two-year 
positions  on  teams  with  salary,  benefits,  travel  expenses. 
Also  one-month  volunteers. 

CONTACT:  Mr.  Leonard  J.  Coppold,  Dir.,  Contract  Personnel, 
CARE  MEDICO,  660  First  Avenue,  New  York,  N.Y.  10016. 

Tel:  212/686-3110. 

CARE/MEDICO — Needed  immediately  is  a Public  Flealth  Doctor 
and  two  Public  Health  Nurses  to  work  in  Kontum  S.V.  Also 
required  is  an  Internist  to  serve  with  16-member  Medico  team 
in  Indonesia  under  two-year  contract. 

CONTACT:  Leonard  J.  Coppold,  at  the  above  address. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


Physicians  who  wish  to  apply  to  the  MSSNY’s  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians’  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 


FAMILY  PHYSICIANS: 

CANAJOHARIE,  N.Y.,  Montgomery  County  needs  a Family  Physi- 
cian. For  further  information  contact  Major  John  L.  Tooker, 
Canajoharie,  Tel:  518/673-5512. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  For  further  information  con- 
tact Donald  R.  Gibbs,  M.D.,  Cortland  Tel:  607/756-9941. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y  , Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  12983.  Tel: 
518/891-4141. 


SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician. 

CONTACT:  .Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospi- 
tal, 37  N.  Chemung  Street,  Waverly  14892.  Tel:  607/565- 
2861. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 


ANTHESIOLOGIST 

CARTHAGE,  N.Y.  Jefferson  County  needs  an  Anethesiologist. 

CONTACT:  George  Nuffer,  M.D.,  Carthage  Area  Hospital,  West 
Street  Rd„  Carthage,  13619,  Tel:  315/493-1000. 


DERMATOLOGISTS 

GENEVA,  N.Y.  Ontario  County  needs  a Dermatologist.  For  fur- 
ther information  contact  Mr.  G.  J.  Hucker,  Geneva  General 
Hospital,  Geneva,  14456. 


INTERNISTS: 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine. 

CONTACT:  W.  H.  Stevenson,  Ass't  Director  of  Personnel,  the 
Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

GENEVA,  N.Y.  Ontario  County  needs  an  Internist.  For  further  in- 
formation contact  Mr.  G.  J.  Hucker,  Geneva  General  Hospital, 
Geneva  14456. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 


NEUROLOGISTS 

GENEVA,  N.Y.  Ontario  County  needs  a Neurologist.  For  further 
information  contact  Mr.  G.  J.  Hucker,  Geneva  General  Hospi- 
tal, Geneva  14456. 


OBSTETRICIAN/GYNECOLOGISTS 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 

Harper  Street,  Stamford  12167.  Tel:  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc..  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 
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PEDIATRICIANS 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202  Tel: 
315/424-3863 


RADIOLOGIST 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a Radiologist  to  work 
part-time  or  four  day  week.  For  further  information  contact 
Robert  Bloom,  M.D.,  498  Route  111,  Smithtown  11787. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians'  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA.  The  Journal  ofthe  AMA. 


NOTICE  TO  HOSPITALS  AND  MEDICAL  SCHOOLS 


The  Medical  Society  of  the  State  of  New  York  invites  you  to  send  notices  of  continuing  medical  edu- 
cation including  "Teaching  Days,"  important  lectureships,  courses,  and  similar  programs  for  free 
publication  in  WHAT  GOES  ON  Please  address  all  correspondence  to:  The  Editor,  WHAT  GOES 

ON.  Medical  Society  of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success.  N.Y.  11040.  Be 
sure  to  include  the  following  information: 

Day  and  Date  of  Meeting 

Time  of  meeting,  including  length  of  time 

Name  of  Organization  giving  meeting 

Place  of  Meeting 

Topic 

Speaker 

Speaker’s  affiliation 

Fee 

Credit 


TO:  Subscribers  to  "What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (ir>  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On”  and  invite  your  suggestions  and  comments. 


‘ WHAT  GOES  ON” 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
“What  Goes  On” 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address 

City,  State 

(zip) 


February  1975/New  York  State  Journal  of  Medicine  491 

WGO-15 


197S  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  (IF  THE  STATE  OF  1W  YORK 

SUNDAY,  MARCH  9 THROUGH  WEDNESDAY,  MARCH  12 

HOTEL  AMERICANA,  NEW  YORK  CITY 

Hj: D U L E O SC  Ij: N TJF I C M E ET IJJGS 

SUNDAY,  MARCH  9 

10  A.M.  GENERAL  SESSION,  Royal  Ballroom  A,  JOINT  MEETING 
FAM.  & GEN.  PRAC.;  OB  & GYN;  PSYCH.;  UROL. 

ALLERGY,  Versailles  Ballroom 
ARCHIVES,  Royal  Box 
NEUROSURGERY,  Princess  Room 
OPHTHALMOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY;  RADIOLOGY 
Joint  Meeting,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A (Co ril’d,  as  above) 

ANESTHESIOLOGY,  Versailles  Terrace 

PLASTIC  & RECONSTRUCTIVE  SURGERY,  Royal  Ballroom  B 

MONDAY,  MARCH  10 

9 A.M.  DATA  PROCESSING  IN  MEDICINE,  Royal  Ballroom  B 
DERMATOLOGY  & SYPHILOLOGY,  Versailles  Ballroom 
GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY;  PATHOLOGY  AND 
BLOOD  BANKING 
Joint  Meeting,  Royal  Ballroom  A 
SCHOOL  HEALTH,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 

TUESDAY,  MARCH  11 

9 A.M.  CHEST  DISEASES,  Royal  Ballroom  A 
OTOLARYNGOLOGY;  PEDIATRICS 
Joint  Meeting,  Royal  Ballroom  B 
PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Terrace 

2 P.M.  GENERAL  SESSION,  Royal  Ballroom  A,  Joint  Meeting 
rARDIOVASrill  AR  DISFASF^ 

MEDICAL  LEGAL  & WORK.  COMP.  MATTERS;  OCCUPATIONAL  MEDICINE 
Joint  Meeting,  Versailles  Ballroom 
PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH,  Versailles  Terrace 
SURGERY;  EMERGENCY  MEDICINE 
Joint  Meeting,  Royal  Ballroom  B 

WEDNESDAY,  MARCH  12 

9 A.M.  INTERNAL  MEDICINE,  The  Royal  Ballroom 

2 P.M.  GENERAL  SESSION,  The  Royal  Ballroom 


SCIENTIFIC  MOTION  PICTURES  AND  SCIENTIFIC  AND  TECHNICAL  EXHIBITS, 
SUNDAY  THROUGH  WEDNESDAY,  MARCH  9 THROUGH  12,  9 A.M.  to 
5 P.M.,  IN  ALBERT  HALL,  LOWER  LOBBY. 

SCIENTIFIC  MEETING  ROOMS,  2nd  FLOOR. 
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COMMEMORATING 
200 YEARS 
OF  IRREGULAR 
AMERICANS 


CaseyJones  was  a bug  on 
punctuality— some  even  set 
their  watches  by  his 
train’s  whistle. 


Just  get  me  to  the  station  on  time.  For  200  years,  Americans  have  been 
in  a hurry.  But  some  things  just  don’t  happen  on  schedule— like  bowel 
movements  in  a constipated  patient.  And  for  200  years,  Americans  have  dealt 
with  this  problem  in  a variety  of  ways—  and  with  varying  degrees  of  success. 

Now  there’s  Modanef  One  tablet  with  the  evening  meal  provides  comfortable 
taxation  in  the  morning... for  postoperative,  pregnant,  or  geriatric  patients. 
Because  it’s  reliable.  Because  it’s  predictable.  Because  it’s  gentle. 


MOOANE 


WAR  REIM-TEED I 

PHARMACEUTICALS  INCORPORATED) 

SUBSIDIARY  Of  ROMM  AND  MAAS  COMPfl 

COLUMBUS.  OHIO  433151 


LAXATIVE  TABLETS 


New  York  is  a vertigo  festival* 


Antivert/25 

(25  mg.  meclizine  HC1)  Tablets 

for  vertigo* 


Antivert®  (meclizine  HC1)  has  been  found 
useful  in  the  management  of  vertigo  associ- 
ated  with  diseases  affecting  the  vestibular  sys' 
tern.  It  is  available  as  Anti  vert  25  (25  mg. 
meclizine  HC1)  and  Antivert  (12.5  mg. 
meclizine  HC1)  scored  tablets  for  convenience 
and  flexibility  of  dosage.  Antivert/25  (25  mg. 
meclizine  HC1)  Chewable  Tablets  are  avail- 
able for  the  management  of  nausea,  vomiting, 
and  dizziness  associated  with  motion  sickness. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

*INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences-National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associ- 
ated with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  FfCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 


WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnayicy:  See  “Contraindications.”. 


ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

More  detailed  ROGRIG  (SE& 

professional  information  , „ 

r A division  of  Pfizer  Pharmaceuticals 

available  on  request.  New  York.  New  York  10017 
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Scientific  Articles 

529  Role  of  Juxtaglomerular  Apparatus  in  Renal  Allograft  Rejection 

Michael  J.  Varkarakis,  M.D.,  and  Gerald  P.  Murphy,  M.D.,  D.Sc. 

535  Aminoglycoside  Antibiotics;  Selected  aspects  of  antibacterial  activity  and  pharmacology 
Samuel  L.  Rosenthal,  M.D. 

550  Carcinoma  of  Biliary  Tree;  I.  Carcinoma  of  gallbladder 
Bjorn  Thorbjarnarson,  M.D. 

553  Congenital  Chylothorax;  Recommendations  for  treatment 

Richard  F.  Brodman,  M.D. 

558  Endogenous  Depression;  Outpatient  management 

Itamar  Salomon,  M.D. 

563  Radiologic  Anatomy  of  Heart;  Simplified  approach 
Melvin  N.  Zelefsky,  M.D. 

569  Elective  Termination  of  Pregnancy;  Evaluation  of  fetal  lung  maturity  for  lowering  risk 

Amrutha  Bhakthavathsalan,  M.D.,  Robert  R.  Weiss,  M.D.,  and  Leon  I.  Mann,  M.D. 

Recent  Advances  in  Medicine  and  Surgery 

575  Neurologic  Manifestations  in  Acute  Leukemia;  I.  Symptoms  due  to  increased 
cerebrospinal  fluid  pressure  and  hemorrhage 
Carl  Pochedly,  M.D. 

Correlation  Conferences  in  Radiology  and  Pathology 

584  Holes  in  the  Head 

Bronx  Municipal  Hospital  Center 

Proceedings  of  the  Committee  on  Anesthesia  Study 

587  Normal  Blood  Gases;  Respiratory  failure 

Clinical  Notes 

591  Fail-Safe  Modification  of  Spontaneous  PEEP  System 
Richard  T.  Purdy,  M.D.,  and  Prafull  V.  Bole,  M.D. 

Electrocardiograms  of  the  Month 

597  Questions  169  and  170 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Case  Reports 

599  Truncus  Arteriosus;  Long-term  survival 

Roland  D.  Paegle,  M.D.,  William  J.  Grace,  M I).,  Michela  Catalano,  M.D.,  and  Dennis 
Kelly,  M.D. 

continued  on  page  49H 
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The  strongest  thing  you  can 
recommend  when  the 
family’s  got  a cough. 
2/G-DIW 


Ind.  46268 


/ stop  nagging  dry  cough. 

/ 2/G-DM  is  safe.  Its  pleasant  taste 
/ promotes  patient  acceptance. 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Nicotinic  Acid 12  5 mg 

Iron  (from  Ferrous  Sulfate) 2 82  mg. 

Vitamin  A 2.500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.1  mg. 

Vitamin  B-12 1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol 10  mg. 

Calcium  Pantothenate 2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide)  0.075  mg. 
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Phosphorus  (from  Dicalcium 
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Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 

Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  ‘‘middle  years”  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 

TESTAND-B  INJECTABLE:  Vials  of  10  cc 

Testand-B  UM‘ 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 
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Abstracts 


Murphy  G.  P.,  and  Varkarakis,  M.  J.:  Role  of  jux- 
taglomerular apparatus  in  renal  allograft  rejection.  New 
York  State  J.  Med.  75:  529  (Mar.)  1975. 

The  granulation  index  of  the  juxtaglomerular  appara- 
tus (JGI)  can  be  higher  in  severe  rejection  than  in  early 
rejection.  The  hemodynamic  changes  following  the  re- 
jection process,  which  result  in  severe  hypoxia,  are  a fac- 
tor in  explaining  the  relationship  between  JGI  and  pe- 
ripheral hormonal  levels  in  allografts.  The  juxtaglo- 
merular apparatus,  even  in  the  presence  of  vascular 
changes  seen  with  the  severe  degree  of  rejection  in  renal 
allografts,  can  respond  to  stimuli  that  regulate  renin  re- 
lease. Renin  production  by  the  transplanted  kidney 
need  not  be  associated  with  erythropoietin  secretion. 
Although  the  exact  nature  of  the  granules  present  in  the 
afferent  arteriole  of  the  examined  model  is  unknowm, 
the  majority  of  findings  established  a close  correlation 
between  the  juxtaglomerular  granularity  index  and  plas- 
ma renin  activity  levels  rather  than  those  of  serum  er- 
ythropoietin. 

Rosenthal,  S.  L.:  Aminoglycoside  antibiotics;  selected 
aspects  of  antibacterial  activity  aspects  of  antibacterial 
activity  and  pharmacology,  New  York  State  J.  Med. 
75:  535  (Mar.)  1975 

This  review  provides  a definition  of  “aminoglycoside" 
antibiotics  and  describes  the  antibacterial  spectrum  of 
the  more  prominent  members  of  the  group,  their  distri- 
bution in  various  body  fluids,  and  their  excretion.  The 
nature  of  aminoglycoside  ototoxicity  and  renal  toxicity 
is  discussed.  Recommendations  are  made  concerning 
mode  of  administration  and  monitoring  of  dosage  using 
serum  levels.  Some  of  the  newer  aminoglycoside  antibi- 
otics are  described. 

Brodman,  R.  F.:  Congenital  chylothorax;  recommen- 
dations for  treatment,  New*  York  State  J.  Med.  75:  553 
(Mar.)  1975 

This  review  clearly  defines  the  entity  congenital  chy- 
lothorax and  traces  the  development  of  a concept  of 
therapy.  Reduction  of  thoracic  duct  lymph  flow  and 
control  of  pleural  fluid  accumulation  may  be  achieved 
with  medium  chain  tryglyceride  diets  and  repeated  tho- 
racenteses. The  therapeutic  regimen  proposed  includes 
giving  nothing  by  mouth  to  effect  a maximal  reduction 
in  intestinal  lymphatic  flow  and  thus  ultimately  to  re- 
duce accumulation  of  lymphatic  fluid  in  the  pleural 
space.  After  three  thoracenteses,  chest  tube  drainage 
should  be  instituted,  if  control  of  the  chylous  effusion 
has  not  been  achieved.  A more  rapid  control  of  chylo- 
thorax is  anticipated,  obviating  the  need  for  hyperali- 


mentation since  hypoalbuminemia  may  not  occur. 

Salamon,  I.:  Endogenous  depression;  outpatient  man- 
agement, New  York  State  J.  Med.  75:  558  (Mar.) 

1975. 

The  syndrome  of  endogenous  depression  is  delin- 
eated, differentiated  from  a depressive  reaction,  and  a 
“medical  model”  approach  to  its  management  is  de- 
scribed. A guide  for  the  use  of  antidepressant  drugs  is 
given.  The  indications  for  intensive  psychotherapy  and 
psychiatric  referral  are  discussed. 

Zelefsky,  M.  N.:  Radiologic  anatomy  of  heart;  simpli- 
fied approach,  New  York  State  J.  Med.  75:  563  (Mar.) 
1975. 

The  increasing  number  of  physicians  now  involved 
with  patients  undergoing  cardiac  and  coronary  vascular 
surgery  makes  the  clear  appreciation  of  the  anatomy 
demonstrated  on  their  roentgenographic  studies  a 
subject  of  considerable  importance.  A simple  approach 
based  on  a schematic  representation  of  the  heart  as  a 
pair  of  ice  cream  cones  has  been  used  to  teach  cardiac 
anatomy  that  has  been  well  received  by  medical  stu- 
dents and  medical  house  staff  for  many  years.  The 
method  has  resulted  in  quickly  enabling  students  and 
physicians  to  locate  and  identify  coronary  and  valvular 
calcifications  on  roentgenograms  and  fluoroscopy  and  to 
give  them  a three-dimensional  appreciation  not  only  of 
the  anatomy  of  the  normal  heart,  but  of  altered  cardiac 
configurations  seen  with  congenital  and  acquired  heart 
disease. 

Bhakthavathsalan,  A.,  Weiss,  R.  R.,  and  Mann,  L.  I.: 

Elective  termination  of  pregnancy;  evaluation  of  fetal 
lung  maturity  for  lowering  risk,  New  York  State  J. 
Med.  75:  569  (Mar.)  1975. 

The  Nassau  County  Medical  Center  has  been  adopt- 
ing a policy  of  amniotic  fluid  testing  for  evidence  of  fetal 
lung  maturity  in  all  cases  requiring  elective  termination 
of  pregnancy,  in  recent  years,  which  has  resulted  in  im- 
proved perinatal  mortality  and  morbidity  rates.  The 
rapid  “shake  test”  was  found  to  be  simple  and  reliable 
and  was  routinely  employed  in  all  these  cases.  The  re- 
sults from  one  such  calendar  year,  when  compared  with 
two  previous  years  when  no  such  testing  was  done, 
showed  reduction  in  fetal  loss  and  decreased  incidence 
of  respiratory  distress  syndrome  (RDS)  in  the  former 
group.  These  statistics  are  reviewed  and  a discussion  of 
factors  leading  to  improved  perinatal  outcome  in  the 
group  with  evaluation  of  fetal  lung  maturity  prior  to  de- 
livery is  presented. 
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I. . -'K; 

oesn’t  want  to 
spend  a lot  of  tinrfl  searching  for  a 
contraceptive  shes  comfortable  witl 


Neither  do  you. 

If  adverse  reactions  such  as  spotting 
r breakthrough  bleeding  occur  when  she 
arts  on  an  oral  contraceptive,  you're 
mong  the  first  to  hear  about  it.  Anxious, 
orried,  she's  in  your  office  immediately.  Or 
n the  phone,  at  all  hours. 

>vral®  helps  eliminate  questions. 

To  help  her  maintain  her  busy  schedule 
•and  not  interfere  with  yours— you  might 
cnsider  starting  her  on  Ovral.  Experience 
ds  shown  that  most  patients  who  start  on 
vral  stay  on  Ovral.  Its  low  incidence  of 
rotting,  breakthrough  bleeding  and  other 
Dmmon  adverse  reactions  undoubtedly 
Dntributes  to  this  fine  record* 

□lanced  hormone  content. 

To  achieve  an  optimum  dose,  Ovral 

WM  P ~ 


' T.--  r — — - " — 


combines  one-half  milligram  of  norgestrel, 
a totally  synthetic  progestational  agent,  and 
50  micrograms  of  ethinyl  estradiol. 
“Normal”  periods,  few  drop-outs. 

You  know  how  important  a "normal" 
period  is  to  a woman  on  an  oral  contra- 
ceptive. With  Ovral,  duration  of  cycle,  length 
of  period  and  amount  of  flow  usually  resem- 
ble those  of  normal  periods.  This  is  one  rea- 
son why  the  drop-out  rate  for  Ovral  is  low— 
4.5%  in  clinical  trials  totaling  127,872  cycles. 

Today's  woman  tends  to  stay  on  Ovral. 
She's  seldom  in  your  office  or  on  the  phone 
with  questions  or  complaints. 

Ovral?  A very  “quiet”  pill. 

‘Serious  as  well  as  minor  adverse  reactions  have  been  reported 
foliowing  the  use  of  all  oral  contraceptives.  The  physician  should  re- 
main alert  to  their  earliest  manifestations  and  in  the  event  of  serious 
adverse  reactions  should  avoid  any  oral  contraceptives.  Special 
^WKontrqindications.  wamingsjprecautions.  and  adverse  reactions 
in  the  acocmpanytnajN  BRIEF  shoulct-be  carefully  considered- 


Important  information  on  next  page. 


Ovral. 

Avery 

“quiet”pill. 


IN  BRIEF. 

SPECIAL  NOTE:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  I960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  com- 
pletely effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can  neither 
be  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of  all  women 
taking  oral  contraceptives  must  be  continued 
INDICATIONS:  For  oral  contraception. 

CONTRAINDICATIONS:  1.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions;  2.  Markedly  impaired 
liver  function.  3.  Known  or  suspected  carcinoma  of  the  breast;  4.  Known  or 
suspected  estrogen  dependent  neoplasia;  5.  Undiagnosed  abnormal 
genital  bleeding. 

WARNINGS:  'll  The  physician  should  be  alert  to  the  earliest  manifestations 
of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pul- 
monary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies 
of  morbidity  in  the  United  States  have  shown  a statistically  significant  associa- 
tion between  thrombophlebitis,  pulmonary  embolism,  and  cerebral  throm- 
bosis and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain"'41  leading  to  this  conclusion,  and  one”1  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study 
by  Vessey  and  Doll131  was  about  sevenfold,  while  Sartwell  and  associates  in 
the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are 
several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  non-users.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long  continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of 
sequential  products.  This  risk  cannot  be  quantitated,  and  further  studies  to 
confirm  this  finding  are  desirable. 

(1)  Royal  College  of  General  Practitioners:  Oral  Contraception  and 
Thromboembolic  Disease.  J.  Coll.  Gen.  Pract  13:267-279.  1967.  (2)  Inman, 
W.H.W.  and  Vessey.  M.P.  Investigation  of  Deaths  from  Pulmonary  Coronary 
and  Cerebral  Thrombosis  and  Embolism  in  Women  in  Child-Bearing  Age. 
Brit,  Med.  J.  2:193-199,  1968.  (3)  Vessey,  M.P.  and  Doll,  R.  Investigation  of 
Relation  between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit  Med.  J 2:651-657.  1969.  (4)  Sartwell.  P.E., 
Masi,  AT.,  Arthes,  F.G..  Greene.  G.R..  and  Smith,  H E Thromboembolism 
and  Oral  Contraceptives:  An  Epidemiological  Case -Control  Study.  Am. 
J.  Epidem.  90  365-380  (Nov.)  1969, 

2.  Discontinue  medication  pending  examination  if  there  is  sudden,  partial 
or  complete  loss  of  vision,  or  if  there  is  sudden  onset  of  proptosis,  diplopia, 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn.  3.  Since  the  safety  of  Ovral  in  pregnancy 
has  not  been  demonstrated,  it  is  recommended  that  for  any  patient  who  has 
missed  two  consecutive  periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen  If  the  patient  has  not  adhered  to 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period  4 A small  fraction  of  the  hormonal  agents 
in  oral  contraceptives  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long  range  effect  to  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

PRECAUTIONS  1 The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  including 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  2.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovral. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovral.  it  is  recom 
mended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  3.  Under  the  influence  of  estrogen-progestogen  preparations,  pre- 
existing uterine  fibromyomata  may  increase  in  size.  4 Because  these  agents 
may  cause  some  degree  of  fluid  retention,  conditions  which  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observation,  5.  In  breakthrough  bleeding,  and  in 
all  cases  of  irregular  bleeding  per  vaginam.  nonfunctional  causes  should 


be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam,  adequate 
diagnostic  measures  are  indicated.  6.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  7.  Any  possible  influence  of  prolonged 
Ovral  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  8.  A decrease  in  glucose  tolerance  has  been  observed 
in  a significant  percentage  of  patients  on  oral  contraceptives.  The  mechan- 
ism of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be 
carefully  observed  while  receiving  Ovral  therapy.  9,  The  age  of  the  patient 
constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovral  may 
mask  the  onset  of  the  climacteric.  10.  The  pathologist  should  be  advised  of 
Ovral  therapy  when  relevant  specimens  are  submitted  11.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of 
contraceptive  steroids 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRACEP- 
TIVES: A statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
thrombophlebitis,  pulmonary  embolism,  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions  neuro-ocular  lesions  (eg,  retinal  thrombosis  and  optic 
neuritis). 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives,  nausea,  vomiting,  gastrointestinal  symptoms  (e.g . ab- 
dominal cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea  during  and  after  treatment,  dysmenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  discomfort, 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease), 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lacta- 
tion when  given  immediately  post-partum.  cholestatic  jaundice,  migraine, 
acne,  rash  (allergic),  hypertension,  rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression,  pain  in  legs,  arms  or  body,  paresthesias, 
allergy,  palpitations,  vasomotor  symptoms,  dyspnea,  insomnia,  blurred  vision, 
chest  pain,  urinary  tract  symptoms,  dyspareunia,  neuralgia  and  myalgia, 
excess  salivation,  dryness  of  mouth,  heartburn,  minor  eye  problems. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post-treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness. fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption,  and  itching  and  vaginal  dis- 
charge 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  con- 
traceptives—hepatic  function:  increased  sulfobromophthalein  retention  and 
other  tests,  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII.  IX  and 
X;  thyroid  function:  increase  in  PBI  and  butanol-extractable  protein-bound 
iodine  and  decrease  in  T3  uptake  values,  metyrapone  test,  and  pregnanediol 
determination. 

Note:  For  more  specific  details  on  Ovral,  refer  to  package  insert. 


Wyeth  Laboratories  Philadelphia,  Pa. 


Each  tablet  contains  0.5  mg.  norgestrel  with  0.05  mg.  ethinyl  estradiol 

Available  in  3-Pak  and 
packages  of  six  single-cycle 
Pilpak®  dispensers. 
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21  white  tablets  each  containing  0.5  mg  norgestrel  with  0.05  mg.  ethinyl 
estradiol  and  7 pink  inert  tablets 

Available  in  packages  of  six  single- 
cycle Pilpak"  dispensers. 
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Abstracts  in  Interl'mgua 


Murphy,  G.  P.,  e Varkarakis,  M.  J.:  Rolo  del  appara- 
to  juxtaglomerular  in  le  rejection  del  allograffo  renal. 
New  York  State  J.  Med.  75:  529  (Martio)  1975 

Le  indice  de  granulation  del  apparato  juxtaglomerular 
(“1JG”)  pote  esser  plus  elevate  in  le  rejection  intense 
que  in  le  rejection  temprane.  Le  cambios  hemodynamic 
que  sigue  al  processo  de  rejection,  que  pote  producer 
hypoxia  grave,  es  un  factor  pro  explicar  le  relation  inter 
le  IJG  e le  nivello  hormonal  peripheric  in  le  allograffos. 
Le  apparato  juxtaglomerular,  mesmo  in  presentia  del 
cambios  vasculari  observate  in  le  rejection  intense  del 
allograffo  renal,  pote  responder  al  stimulation  que  regu- 
la  le  liberation  del  renina.  Le  production  de  renina  per 
le  rein  transplantate  no  ha  que  esser  relationate  con  le 
secretion  de  erythropoietina.  Ben  que  le  natura  exacte 
del  granulos  presente  in  le  arteriola  afferente  del  model- 
lo  examinate  es  non  cognoscite,  le  majoritate  del  trova- 
tos  permite  establecer  un  relation  proxime  inter  le  in- 
dice del  granulation  juxtaglomerular,  e le  nivellos 
plasmatic  del  activitate  del  renina  plus  que  ille  del  er- 
ythropoietin seric. 

Rosenthal,  S.  L.:  Antibioticos  aminoglycosidic;  aspec- 
tos  seleccionate  del  activitate  e pharmacologia  antibac- 
terian,  New  York  State  J.  Med.  75:  535  (Martio)  1975. 

In  iste  revision  es  donate  un  definition  del  antibiot- 
icos “aminoglycosidic”  e le  description  del  spectrum  an- 
tibacterian  del  compostos  plus  prominente  de  iste  grup- 
po;  etiam  es  donate  le  distribution  in  le  differente  flui- 
dos  del  corpore  e su  excretion.  Le  natura  del  oto  e ne- 
phrotoxicitate  aminoglycosidic  es  discutite.  Recom- 
mendationes  es  facite  ab  le  modo  de  administrar  e le  po- 
sologia  usante  le  nivellos  seric.  Alicun  del  antibioticos 
aminoglycosidic  plus  nove  es  describite. 

Brodman,  R.  F.:  Chylothorax  congenite;  recommenda- 
tiones  therapeutic,  New  York  State  J.  Med.  75:  553 
(Martio)  1975. 

In  iste  studio  es  definite  clarmente  le  entitate  chylo- 
thorax congenite  e is  traciate  le  disveloppamento  del 
concepto  therapeutic.  Le  reduction  del  flucto  lymphat- 
ic del  ducto  thoracic  e le  controllo  del  accumulation  de 
liquido  pleural  pote  esser  complite  con  dietas  con  trigly- 
ceridos  de  catena  medie  e thoracenteses  repetite.  Le 
tractamento  proposite  include  starvation  (nil  per  bucca) 
pro  effectuar  un  reduction  maxime  del  flucto  lymphatic 
intestinal  e,  assi,  ultimemente  reducer  le  accumulation 
del  liquido  lymphatic  in  le  cavitate  pleural.  Depost  de  3 
thoracenteses,  un  tubo  de  drenage  debe  esser  placiate  in 
le  thorax,  si  le  controllo  del  effusion  chylose  non  esseva 
complite.  Es  anticipate  un  controllo  plus  rapide  del 
chylothorax,  obviante  le  necessitate  de  hyperalimenta- 
tion desde  que  hypoalbuminemia  pote  non  ocurrer. 


Salamon,  I.:  Depression  endogenose;  tractamento  am- 
bulatori,  New  Y’ork  State  J.  Med.  75:  558  (Martio) 
1975. 

Le  syndrome  del  depression  endogenose  es  delineate, 
differentiate  del  reaction  depressive,  e un  approche 
“medic  modello”  pro  le  tractamento  es  describite.  Un 
guida  pro  le  uso  del  drogas  antidepressive  es  donate.  Le 
indicationes  del  psychotherapia  intensive  e le  referenda 
psychiatric  es  discutite. 


Zelefsky,  M.  N.:  Anatomia  radiologic  del  corde;  ap- 

proche simplificate,  New  York  State  J.  Med.  75:  563 
(Martio)  1975. 

Le  numero  crescente  de  medicos  que  assiste  patientes 
pro  chirurgia  cardiac  e coronari  face  que  le  appreciation 
evidente  del  anatomia  demonstrate  per  le  studios  roent- 
genographic  sia  un  materia  de  importantia  considerabile. 
Un  approche  simple  basate  in  le  representation  sche- 
matic del  corde  como  un  par  de  conos  de  gelato  ha  essite 
usate  pro  le  enseniamento  del  anatomia  cardiac  que  ha 
essite  recipete  ben  per  le  studentes  de  medicina  e le  per- 
sonal medic  hospitalari  durante  multe  annos.  Le  meth- 
odo  ha  permitite  al  studentes  e medicos  le  localisation  e 
identification  rapide  del  arterias  coronari  e calcifica- 
tiones  valvulari  in  le  roentgenogrammas  e fluoroscopias, 
e etiam  ha  permitite  le  appreciation  tri-dimensional  non 
solmente  del  anatomia  del  corde  normal  mais  del  config- 
urationes  alterate  del  corde  existente  in  le  morbo  cardi- 
ac congenital  e acquirite. 


Bhakthavathsalan,  A.,  Weiss,  R.  R.,  e Mann,  L.  I.: 

Termination  elective  del  pregnantia;  evaluation  del 
maturitate  del  pulmon  fetal  pro  in  risco  plus  basse,  New 
York  State  J.  Med.  75:  569  (Martio)  1975. 

Le  Centro  Medic  del  Condato  Nassau  ha  adoptate  le 
test  del  fluido  amniotic  como  evidentia  del  maturitate 
del  pulmon  fetal  in  omne  casos  que  require  le  termina- 
tion elective  del  pregnantia.  Iste  test  ha  permitite,  in  le 
ultime  annos,  le  melioramento  del  indices  de  mortalitate 
perinatal  e morbiditate.  Le  test  de  “agitation:”  (“shake 
test”)  esseva  trovate  simple  e de  confidentia,  e ha  essite 
usate  rutinarimente  in  omne  casos.  Le  resultatos  in 
cata  anno  calendario,  comparate  con  le  del  duo  annos 
previe  in  que  le  test  non  esseva  facite,  demonstrate  un 
reduction  del  perdita  fetal  e del  incidentia  del  syndrome 
de  difficultate  repiratori  in  le  ultime  anno.  Iste  statisti- 
cas  es  revisate  e un  discussion  del  factores  conducente  al 
melioramento  del  resultatos  final  del  perinatalitate  in  le 
gruppo  in  que  le  evalutation  del  maturitate  del  pulmon 
fetal  esseva  facite  ante  le  parto,  es  presentate. 
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antihypertensive  action 
at  the  vasomotor  centers 

in  the  brain  (Based  on  animal  studies) 
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Central  action 

Catapres  appears  to  lower 
blood  pressure  through 
central  alpha-adrenergic 
j stimulation,  as  shown  in 
! animal  studies  This  results 
in  diminution-  but  not 
: blocking- of  sympathetic 
| outflow  from  cardioaccelera- 
i tor  and  vasoconstrictor 
'centers  in  the  medulla 

Not  a “depleter  ”, 
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Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd. 
Elmsford.  New  York  10523 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


The  most  common  side  effects  are  dry  mouth,  drowsiness  and 
sedation.  These  generally  tend  to  diminish  with  continued  therapy. 
Other  potential  adverse  reactions  are  listed  in  the  Brief  Summary. 


Catapres'  (clonidine  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some 
patients  necessitating  a reevaluation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embi^o- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possible  adverse  effects  in 
pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine 
hydrochloride  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as 
operating  machinery  or  driving  should  be 
advised  of  the  sedative  effect.  This  drug 
may  enhance  the  CNS-depressive  effects 
of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should 
be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial 
infarction,  cerebrovascular  disease  or 
chronic  renal  failure. 

As  an  integral  part  of  their  overall  long- 
term care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres,  in 


several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common 
reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  head- 
ache, and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  re- 
actions have  been  associated  with  the  drug, 
some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been 
established).  These  include:  Anorexia, 
malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug- 
induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving 
clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phospho- 
kinase;  congestive  heartfailure,  Raynaud's 
phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  ner- 
vousness, restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic 
edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash, 
impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal 
mucosa,  pallor,  gynecomastia,  weakly 
positive  Coombs’  test,  asymptomatic  elec- 
trocardiographic abnormalities  manifested 
as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage: Profound  hypotension,  weak- 
ness, somnolence,  diminished  or  absent 
reflexes  and  vomiting  followed  the  acci- 
dental ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from 
19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous 
doses  of  10  mg  at  30-minute  intervals 
usually  abolishes  all  effects  of  Catapres 
(clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres,  brand  of  cloni- 
dine hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single- 
scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full 
prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  GmbH 


Letters  to  the  Editor 


Acupuncture  certification 

To  the  Editor:  On  October  15,  1974,  the  Rules  of  the 
Board  of  Regents  and  the  Regulations  of  the  Commis- 
sioner were  revised  to  require  that  a physician  submit 
evidence  that  he  has  completed  at  least  one  hundred 
hours  of  instruction  in  acupuncture  as  well  as  a fee  of 
$50.  In  order  to  become  certified  to  practice  this  mo- 
dality. “Failure  to  comply  with  any  or  all  of  the  regula- 
tions of  this  section  shall  constitute  professional  mis- 
conduct.” 

Although  I am  an  Internist,  as  a licensed  physician  in 
New  York  State,  I am  legally  permitted  to  perform  brain 
surgery,  heart  transplants,  cholectomies,  hepatec- 
tomies,  and  so  forth,  despite  having  provided  no  evi- 
dence that  I am  capable  of  performing  these  procedures. 

Further,  of  course,  I can  perform  venipunctures,  arte- 
rial punctures,  spinal  taps,  cisternal  punctures,  closed 
liver  and  kidney  biopsies,  and  so  forth,  but  should  I in- 
sert a needle  in  the  soft  tissues  of  an  extremity  and  twirl 
it,  I will  be  guilty  of  professional  misconduct. 

I trust  that  the  New  York  State  Medical  Society  will 
take  notice  of  this  asinine  regulation  and  make  every  ef- 
fort to  have  it  repealed. 

JACK  R.  HARNES,  M.D. 

102  Maiden  Lane 
New  York,  N.Y.  10005 


Latex  fixation  positivity  in  perioral  dermatitis 

To  the  Editor:  The  dichotomy  of  negative  lupus  er- 

ythematosus preparation  and  positive  latex  fixation  test 
requires  further  explanation.  Numerous  cases  come  to 
light  in  which  consistent  positive  results  or  transient 
positivity  in  one  or  the  other  test  casts  some  doubt  on 
the  applicability  of  the  latex  fixation  method  to  lupus 
erythematosus,  as  a replacement  for  the  lupus  erythem- 
atosus preparation  test.  These  two  cases  illustrate 
other  lesions  which  may  possibly  be  associated  with 
latex  fixation  positivity. 

A fifty-seven-year-old  Negro  woman  with  a history  of 
an  “allergic”  infection  around  the  mouth  and  rheuma- 
toid arthritis  showed  a negative  l.e.  preparation  and 
latex  fixation  positivity  during  November,  1973.  In 
March,  1974,  she  had  an  eczematoid  dermatitis  of  the 
wrists  and  hands,  focally  hemorrhagic,  and  an  incon- 
stant systolic  cardiac  murmur,  midline,  at  the  clavicular 
level.  Her  electrocardiogram  showed  tachycardia  and 
changes  in  polarity.  A month  later,  the  cardiac  murmur 
was  found  at  the  mid-base  and  she  had  chest  and  ab- 
dominal pains.  In  May,  1974,  the  lupus  erythematosus 
test  was  negative  and  the  latex  fixation  positive.  She 
had  repeated  episodes  of  angina  pectoris  in  the  next  few 
months.  The  possibility  of  lupoid  carditis  cannot  be  ex- 


cluded, although  unlikely,  and  her  history  points  more 
suggestively  to  the  perioral  inflammation  as  the  source 
of  the  positive  latex  fixation.  Certainly  elastic  fibers 
are  abundant  in  this  area  and  a direct  primary  relation- 
ship of  latex  fixation  to  elastic  tissue  is  indicated.  Its 
applicability  to  lupus  erythematosus  also  would  appear 
related  to  elastic  tissue  rather  than  any  elusive  antibody 
mechanism. 

Another  case  of  a middle-aged  Puerto-Rican  woman 
who  had  lupus  erythematosus  negativity  and  latex  posi- 
tivity was  encountered  when  she  complained  of  pain  in 
the  hands  and  arm  for  a six-month  period.  Her  only 
history  was  of  a verruca  vulgaris  on  the  hand  in  child- 
hood. 

The  difference  in  reactivity  of  these  two  tests  implies 
differing  processes  that  occasionally  converge.  That  de- 
struction of  elastic  tissue  in  lupus  erythematosus  and 
many  other  processes  undeniably  implicate  the  elastic 
degeneration  but  do  not  always  require  specific  anti- 
body mechanisms  distinguishes  it  from  such  lesions  as 
glomerulonephritis.  That  collagen-vascular  diseases 
and  elastica  are  all  affected  together  enables  some  un- 
derstanding of  this  phenomenon. 

HOWARD  S.  ZUCKER,  M.D. 

302  Avenue  N 
Brooklyn,  N.Y.  11230 


Preliminary  Statement 

The  following  Letter  to  the  Editor  was  prompted  by 
Dr.  Fischl’s  editorial  in  the  December,  1974,  issue  of  the 
New  York  State  Journal  of  Medicine.  The  editor  wel- 
comes it  as  an  appropriate  response  worthy  of  the  atten- 
tion of  our  readers. 

In  defense  of  doctors 

To  the  Editor:  I have  just  read  Dr.  Fischl’s  editorial 

entitled  “In  Defense  of  Doctors”  in  your  December  ’74 
issue.  It  is  sad  to  me  that  obviously  sincere,  dedicated 
doctors  like  Dr.  Fischl  so  misunderstand  the  growth, 
duty,  and  function  of  the  law. 

I fully  understand  and  share  Dr.  Fischl’s  frustrations 
with  the  mounting  demands  on  my  time  and  energy  re- 
quired by  some  of  the  present  legal  doctrines.  I certain- 
ly agree  with  his  statements  that  the  legal  profession  has 
much  self  house  cleaning  to  do.  I agree  that  most  pa- 
tients are  appreciative  of  our  work.  I think  medicine 
today  is  probably  the  best  it  ever  has  been.  However, 
we  must  not  let  our  vexations  cloud  our  judgment. 

Dr.  Fischl  presented  us  with  an  exquisite  description 
of  how  he  met  his  duty  of  “informed  consent”  to  a pa- 
tient who  presented  with  a simple  mole  he  intended  to 

continued  on  page  512 
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“A.H.  Robins  asked  me 
...  to  compare  the  banana  flavor  of  their 
Donnagel®  -PG  with  the  real  thing  and, 
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excise.  He  then  went  on  to  say  that  informing  the  pa- 
tient had  “nothing  to  do  with  treating  patients.”  On 
the  contrary  it  has  everything  to  do  with  treating  pa- 
tients. He  also  says  the  medical  record  has  become  a 
legal  document.  Well,  in  one  manner  of  speaking,  liter- 
ally any  writing  in  the  world  can  become  a legal  docu- 
ment depending  on  what  is  at  issue. 

I appeal  to  my  fellow  practicing  physicians  to  try  to 
stifle  our  irritations.  To  try  to  be  what  the  law  labels 
“reasonable  men”  and  recognize  that  law  also  has  a 
proud  tradition.  That  serious  jurists  try  to  advance  and 
enlarge  human  rights  in  an  orderly  and  generally  conser- 
vative manner.  That  most  of  the  demands  being  made 
on  us  have  long  historical  bases  in  Common  Law  which 
built  our  country.  Law  should  and  must  try  to  concern 
itself  with  each  person  just  as  deeply  and  devotedly  as 
medicine  does. 

At  a minimum  it  must  be  admitted  that  patient’s  do 
have  some  rights.  Precisely  what  these  rights  are, 
where  they  begin  and  end,  is  not  within  the  doctors 
power.  It  is  the  law  that  decides.  Our  system  has  al- 
ways operated  that  way  and  just  because  we  are  now 
being  besieged  is  no  reason  for  us  to  become  overly  petu- 
lant. 

I know  there  is  some  degree  of  relief  in  ventilating 
views  as  Dr.  Fischl  has  but  I believe  his  approach  has 
limited  constructive  value.  I do  not  think  it  will  accom- 
plish much.  I believe  it  is  much  more  helpful  to  work 
on  programs  that  diminish  malpractice  incidents  (and 
they  do  exist),  to  work  on  plans  for  more  mediation  and 
arbitration,  to  probe  types  of  no-fault  that  will  protect 
injured  patients,  and  so  forth  . . . 

ALAN  R.  ROSENBERG,  M.D. 

415  East  52nd  Street 
New  York , New  York  10022 

To  the  Editor:  As  I indicated  in  my  letter,  I fully 

sympthize  with  Dr.  Fischl’s  anger.  There  has  been  a 
spate  of  articles  in  the  medical  literature  somewhat 
along  these  lines  and  I do  not  believe  they  are  helping 
us.  It  is  my  hope  that  “reasonable  doctors”  will  quell 
their  frustrations  and  try  to  find  other  ways  to  abate 
this  terrible  malpractice  situation.  As  with  all  prob- 
lems, there  is  no  easy  solution,  but  there  are  very  defi- 
nite things  we  can  try  to  do,  and  that  is  where  I believe 
our  energies  should  go.  But  first  must  come  a little  un- 
derstanding of  what  law  means  to  America  and  what  law 
is  all  about.  It  helps  us  none  if  we  only  think  of  bad  law 
or  lawyers. 

I am  a Fellow  of  the  American  College  of  Legal  Medi- 
cine and  on  the  Executive  Council  of  the  American 
Academy  of  Psychiatry  and  Law  (an  affiliate  of  the 
American  Psychiatric  Association). 

ALAN  R.  ROSENBERG,  M.D. 

415  East  52nd  Street 
New  York,  N.  Y.  10022 

Malpractice  insurance 

To  the  Editor:  Enclosed  is  a copy  of  the  letter  I sent  to 
my  patients.  It  prompted  a dozen  or  so  written  replies 
and  some  very  interesting  comments  in  the  office. 

In  general,  few  parents  had  any  concept  of  the  magni- 
tude of  the  malpractice  burden  and  even  less  realization 
that  the  premiums  came  from  their  pockets.  Several  in- 
surance brokers  were  keenly  aware  of  the  problem  and 
one  told  me  that  he  himself  was  being  sued  by  a client. 


One  corporate  lawyer  apologized  for  some  of  his  col- 
leagues. Parents  from  England,  Scandinavia,  and 
Western  Europe  expressed  amazement.  “But  how  did 
you  let  this  happen  in  this  country?”  was  almost  a stan- 
dard query. 

Mr.  William  Kitay  of  Orthopaedic  Review,  Mr.  Sam 
Blum  of  Physicians  World  Magazine,  and  Mr.  David 
Baiky  of  Prism  have  requested  copies  of  my  letter.  I 
rather  expect  that  readers  vary  enough  from  group  to 
group  to  cause  no  excess  redundancy.  Mr.  William 
Glasscock,  of  the  hospital  Public  Interest  Department, 
is  amenable  to  your  use  of  the  letter — so  there  should  be 
no  problem. 

ROSAMOND  KANE,  M.D. 

Loudon  Woods 
Rye,  New  York  10580 

Dear* 

It  is  with  regret  that  I must  inform  you  of  my  inten- 
tion to  retire  from  private  practice  on  December  31, 
1974.  It  has  been  my  pleasure  to  participate  in  the  care 
of  your  children  and  it  has  been  rewarding  to  see  them 
flourish. 

I had  expected  to  continue  my  practice  for  many 
years  to  come  but  I find  that  I cannot  afford  to  carry  on. 
As  you  know,  all  physicians  carry  malpractice  insurance. 
The  premiums  vary  according  to  specialty  and  ortho- 
pedic surgeons  are  in  the  category  that  must  pay  the 
maximum  premiums.  I began  practice  in  1958  and  that 
year  paid  a premium  of  $480.  Ten  years  later  I had  to 
pay  $4,800.  Last  year  orthopedic  surgeons  in  the  met- 
ropolitan area  had  to  pay  nearly  $8,000  and  next  year 
the  premium  will  be  $14,000.  You  all  know  that  be- 
cause I teach  and  run  the  Childrens  Foot  Clinic  at  Pres- 
byterian Hospital,  I maintain  only  a small  practice.  It 
has  recently  averaged  260  patient  visits  per  year. 
$14,000  divided  by  260  is  approximately  $54.00.  It 
would  cost  me  more  than  $60.00  per  patient  visit  next 
year  and  that  is  a price  that  neither  you  nor  I can  afford. 

Fortunately  you  all  live  in  an  area  where  there  are 
many  well  qualified  and  competent  orthopedic  surgeons. 
You  will  be  able  to  obtain  excellent  care  from  these  men 
who  have  larger  practices  and  can  spread  the  $14,000 
over  a greater  number  of  patient  visits.  Nevertheless 
you  and  all  the  other  patients  will  ultimately  bear  the 
burden  of  that  $14,000  premium. 

No  one  is  more  distressed  than  physicians  when  a pa- 
tient has  an  unfortunate  experience.  We  are  very  much 
concerned  with  rendering  the  best  possible  care  but  we 
do  feel  that  the  mushrooming  number  of  suits  instituted 
is  far  in  excess  of  those  with  legitimate  grounds.  Legiti- 
mate or  groundless,  these  suits  cost  time  and  money. 
They  drive  the  insurance  premiums  higher  and  you,  the 
patients,  have  to  pay  higher  physicians  fees.  Juries  too 
may  contribute  to  the  problems.  In  the  belief  that  in- 
surance companies  have  limitless  funds  they  may  make 
excessive  awards.  Again  you  ultimately  have  to  bear 
that  burden. 

The  staggering  malpractice  premiums  also  have  other 
effects.  Older  men  with  skills  and  judgement  refined  by 
long  clinical  experience  used  to  retire  gradually.  This 
they  can  no  longer  afford  to  do  and  the  benefit  of  their 
experience  is  lost  to  patients  prematurely.  Young  men, 

* “Letter  from  a Doctor,”  Kane,  R.,  Rye,  New  York;  Reprint- 
ed by  permission,  The  New  York  Times,  January  13,  1975,  op. 
Ed. 
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by  the  sea .... 


49  Continuing  Medical  Education  courses  at 
AMA’s  Annual  Convention,  June  14-18,  1975 
Atlantic  City,  New  Jersey 


Those  49  Category  I Continuing  Medical  Education  courses  are  the 
largest  number  ever  offered  at  an  AMA  convention.  On  top  of  that, 
there’ll  be  Category  I symposia  and  medical  motion  pictures  on  a 
wide  variety  of  specialties. 

Also  featured  are  a number  of  special  interest  programs:  a two-day 
session  on  the  Medical  Aspects  of  Sports,  a series  of  special  courses 
on  clinical  pathology,  and  a joint  program  by  the  American  Veterinary 
Medical  Association  and  the  AMA  on  diseases  transmitted  to  man 
by  household  pets.  Physicians’  wives  and  families  will  be  offered 
interesting  programs  co-sponsored  by  the  AMA's  Council  on  Scien- 
tific Assembly  and  the  Woman’s  Auxiliary  of  the  AMA. 
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The  first  Daniel  C.  Baker,  Jr., 
lectureship  in  laryngology 

The  American  Laryngological  Association  announces 
the  first  Daniel  C.  Baker,  Jr.,  lectureship  in  laryngology. 
John  J.  Conley,  M.D.,  professor  of  clinical  otolaryngolo- 
gy, Columbia  University  College  of  Physicians  and  Sur- 
geons, and  chief,  Head  and  Neck  Service,  Saint  Vin- 
cent’s Hospital  Medical  Center,  New  York  City,  will  dis- 
cuss “Some  Reflections  on  Our  Specialty.”  The  lecture 
will  be  presented  at  the  annual  meeting  of  the  American 
Laryngological  Association,  Hyatt  Regency  Hotel,  At- 
lanta, Georgia,  April  6,  1975. 

National  conference 

The  AMA’s  national  conference  on  the  “Disabled 
Physician,”  will  be  held  in  San  Francisco,  April  11  to  12, 
1975.  The  following  letter  was  released  by  Malcolm  C. 
Todd,  M.D.,  President. 

January  17, 1975 

Dear  Physicians: 

The  existence  and  consequences  of  emotional  and 
psychological  illness  in  physicians,  as  well  as  of  patho- 
logical conditions  that  may  impair  the  doctor’s  judg- 
ment and  skill,  are  issues  of  paramount  concern  to  the 
medical  community. 

Organized  medicine,  by  virtue  of  its  professional  com- 
mitment to  the  public  welfare,  must  now  work  toward 
developing  a more  viable  strategy  of  identifying  and 
guiding  those  physicians  who  have  become  disabled  be- 
cause of  mental  disorders,  alcoholism  or  drug  depen- 
dence. 

The  American  Medical  Association,  through  its  De- 
partment of  Mental  Health,  will  sponsor  this  spring  a 
milestone  national  conference  dealing  with  the  disabled 
physician.  We  sincerely  hope  that  many  of  you  can  at- 
tend 

This  meeting  will  be  held  in  San  Francisco  at  the  St. 
Francis  Hotel  on  April  11-12.  It  will  focus  on  the  issues 
of  motivating  the  disabled  physician  to  seek  advice  and 
treatment,  and  exploring  alternative  procedures  to  in- 
sure the  effective  treatment,  rehabilitation  and  disci- 
plinary action,  when  necessary,  of  the  disabled  physi- 
cian. 

Another  charge  of  the  conference  will  be  to  examine 
various  options  for  legislative  support,  including  AMA’s 
“Disabled  Physicians  Act.”  As  many  of  you  may  know, 
the  AMA  has  developed  model  legislation  in  the  form  of 
a uniform  state  law.  The  approach  taken  through  this 
draft  bill  is  preventive  rather  than  punitive.  What  is 
really  intended  is  to  find  and  treat  the  physicians  with 
these  kinds  of  disabilities. 

Failing  other  more  informal  procedures,  the  model 

Material  for  inclusion  in  the  medical  meetings  section  must 
he  received  six  weeks  prior  to  publication  date. 
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recent  graduates  of  the  best  specialty  training  programs, 
are  reluctant  to  begin  practice  in  the  highly  litiginous 
areas  where  malpractice  premiums  and  other  overhead 
costs  mount  to  more  than  $20,000  a year  before  they  see 
a single  patient. 

Efforts  are  being  made  to  cope  with  this  snowballing 
problem.  New  York  State  this  year  inaugurated  a sys- 
tem of  mediation  panels  to  review  cases  before  they  go 
to  trial.  A step  further,  binding  arbitration,  has  been 
urged  by  some  groups  and  a form  of  malpractice  no- 
fault insurance,  similar  to  automobile  no-fault  insurance 
has  been  suggested.  State  Senator  John  R.  Dunne  will 
hold  public  hearings  in  New  York  City  on  October  4th 
to  prepare  proposals  for  1975  legislation.  It  behooves 
all  of  us  to  make  every  effort  to  bring  about  a resolution 
of  this  problem  that  will  protect  all  the  patients — those 
with  legitimate  problems  and  those  who  must  pay  for 
the  suit  settlements  via  their  physicians  fees. 

Your  children’s  records  will  be  retained  and  I will  be 
glad  to  send  summaries  of  those  records  to  physicians  of 
your  choice.  Those  children  who  are  patients  of  the 
Rye  Medical  Group  already  have  summaries  of  their  ini- 
tial visits  and  plans  for  treatment  in  the  records  main- 
tained by  Drs.  Seanor  and  Meharg. 

I will  continue  to  have  office  hours  until  the  end  of 
the  year  and  only  regret  that  I cannot  continue  thereaf- 
ter. 

Sincerely, 
Rosamond  Kane,  M.D. 

Re  “Necrotizing  (Rheumatoid)  Diseases  of 
Sclera” 

To  the  Editor:  In  your  recent  issue  of  October,  1974, 
there  is  an  article  on  Necrotizing  (Rheumatoid)  Disease 
of  Sclera.*  It  is  an  interesting  report  and  the  photo- 
graphs are  illustrative. 

Unfortunately,  in  my  experience,  rheumatic  patients 
generally  do  not  present  the  same  ophthalmic  signs  as 
those  stated  in  the  article.  “Uveitis,  in  particular,  has 
kept  a long  and  close  association,  especially  with  the 
more  chronic  types  of  the  disease.  In  fact,  the  occur- 
rence of  acute  or  chronic  uveitis,  typically  anterior  uvei- 
tis, lacking  an  obvious  cause,  always  leads  toward  ruling 
out,  first  and  foremost,  rheumatic  disease. 

Involvement  of  other  areas  in  the  eye  is  encountered 
less  frequently,  scleritis  and  episcleritis  comprising  the 
majority  of  instances.” 

During  many  years  as  the  ophthalmologist  to  The  Ar- 
thritis Clinic  of  The  Ruptured  and  Crippled  Hospital, 
now,  The  Hospital  For  Special  Surgery,  N.Y.C.,  and  in 
my  private  practice,  I examined  the  eyes  of  thousands  of 
patients  suffering  from  chronic  rheumatic  disease,  as 
well  as  many  with  acute  rheumatic  disease.  Except  for 
arteriosclerosis,  it  was  rare  to  see  a patient  suffering 
from  ocular  disease,  including  uveitis.  In  fact,  not  even 
was  there  a history  of  previous  inflammation  which 
might  be  suggestive  of  a diagnosis  of  anterior  or  posteri- 
or uveitis. 

As  for  ruling  out  rheumatic  disease  as  a cause  of  uvei- 
tis, surely  that  has  not  been  my  experience.  If  at  all,  it 
is  my  opinion  that  there  is  a common  etiology  for  rheu- 
matic disease  and  uveitis.  Many  patients  suffering 
from  uveitis  and  rheumatic  disease  treated  by  me  during 
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the  last  forty  years  have  had  their  anterior  uveitis  often 
cured  in  short  order,  while  the  posterior  type  was  arrest- 
ed or  cured.  But,  the  rheumatic  disease,  chronic  or 
acute,  lingered  on  without  particular  change. 

As  for  scleritis  and  episcleritis,  these  conditions  oc- 
curred most  rarely. 

In  regard  to  “necrotizing  inflammation,  a distinct 
chronic  pathologic  syndrome  not  infrequently  seen  in 
patients  with  rheumatoid  arthritis,”  may  I repeat  that  it 
has  not  been  my  experience  to  see  even  one  patient  of 
the  many  thousands  checked,  suffering  from  this  “dis- 
tinct chronic  pathologic  syndrome.” 

Dr.  Roca’s  further  report  expectantly  will  be  more  ex- 
planatory. 

ARTHUR  ALEXANDER  KNAPP,  M.D. 

The  Volney,  23  East  74th  Street 
New  York,  N.  Y.  10021 

Dr.  Roca’s  reply 

To  the  Editor:  It  is  difficult  to  reconcile  Dr.  Knapp’s 
comments  with  clinical  facts.  It  is  well  known  that  in 
the  collagen  group  of  diseases,  rheumatoid  arthritis  is 
the  most  common  entity  with  ocular  manifestations. 

It  is  true  that  ocular  complications  in  rheumatic  fever 
are  rare,  but  in  patients  with  rheumatoid  arthritis,  epi- 
sodes of  anterior  uveitis  (iritis)  are  not  uncommon  at  all. 
Cole’s1  has  stated  that  the  incidence  of  uveitis  in  pa- 
tients under  sixteen  years  of  age  with  Still’s  disease  is 
around  5 per  cent;  this  is  the  juvenile  form  of  rheuma- 
toid arthritis.  Newell2  states  that  ocular  changes  in 
rheumatoid  arthritis  are  fairly  common,  so  that  the  pos- 
sibility of  rheumatoid  disease  must  be  considered  in 
every  case  of  nongranulomatous  iritis  and/or  scleral  in- 
flammation. In  his  book,  he  giveS  an  incidence  of  ap- 
proximately 4 per  cent  of  iritis  in  patients  with  rheuma- 
toid arthritis  and  this  relationship  is  particularly  promi- 
nent in  ankylosing  spondilitis  (Marie-Strumpell  disease) 
where  the  figure  jumps  to  between  15  to  50  per  cent. 

I think  I was  specific  in  the  statement  that  deep  in- 
flammations of  the  sclera,  and  particularly  the  necrotiz- 
ing types  of  the  disease,  are  very  rare,  but  nevertheless, 
scleromalacia  and  the  grave  granulomatous  deep  scleri- 
tis with  their  formidable  complications  are  almost  al- 
ways seen  in  patients  with  rheumatoid  arthritis.  As 
stated,  many  times,  underlying  systemic  disease  may 
not  be  uncovered  until  years  later. 

Dr.  Knapp  is  correct  in  stating  that  there  may  be  a 
common  etiology  for  rheumatoid  disease  and  uveitis;  in- 
deed, the  latter  is  the  most  frequent  complication  of 
rheumatoid  arthritis.  Other  less  frequent  manifesta- 
tions are  scleritis  and  episclerit's,  but  as  emphasized, 
they  are  mild  episodic  entities  and  have  a totally  differ- 
ent prognosis.  Another  not  uncommon  association  is 
Sjogren  syndrome,  characterized  by  irritation  and  some- 
times ulcers  in  the  cornea,  but  these  are  typically  due  to 
a chronic  “dry  eye.” 

PRIMITIVO  D.  ROCA,  M.D. 

277  Alexander  Street 
Rochester,  New  York  14607 
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BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tabled,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvac,  with  or  without  pruritus. 
••Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tascs.  and  this  usually  indicates  progression  of 
bone  inetastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  dicthyl- 
stilbcstrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  dicthylstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
ANIJ  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P.) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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legislation  provides  for  restriction,  suspension  or  revoca- 
tion of  a practitioner’s  license  for  reasons  arising  out  of 
physical  or  mental  illness. 

Alcoholism  and  drug  addiction  in  physicians,  for  ex- 
ample, often  emerge  as  problems  of  significant  human 
tragedy  and  professional  devastation.  Now  is  a critical 
point  in  medical  history  for  us  to  assume  and  exercise 
our  full  responsibility  in  providing  competent  care  to 
patients.  Accountability  within  the  profession’s  ranks 
and,  more  importantly,  for  the  public  welfare  has  long 
been  organized  medicine’s  professional  commitment  as 
the  healers  in  society. 

Therefore,  we  hope  you  can  participate  at  this  land- 
mark meeting.  For  more  specific  information  con- 
cerning the  conference,  we  urge  you  to  contact  AMA’s 
Department  of  Mental  Health.* 

Sincerely  yours, 
(signed) 


Malcolm  C.  Todd,  M.D. 

President 

* AMA’s  Department  of  Mental  Health,  535  N.  Dearborn 
Street,  Chicago,  Illinois  60610. 


Cognitive  and  Perceptual  Remediation 
in  Brain-Damaged  Persons 

A course  presenting  new  methods  of  clinical  manage- 
ment, assessment,  and  principles  for  the  treatment  of 
brain-damaged  persons  will  be  presented  at  the  Insti- 
tute of  Rehabilitation  Medicine,  May  12  to  14,  1975. 
Entitled,  “Cognitive  and  Perceptual  Remediation  in 
Brain-Damaged  Persons,”  the  course  emphasizes  the 
treatment  ranging  from  young  adults  through  geriatric 
patients.  It  is  particularly  applicable  for  psychologists, 
physical  and  occupational  therapists,  speech  patholo- 
gists and  nurses. 

For  additional  information  and  a request  for  enroll- 
ment or  application,  write  to  The  Institute  of  Rehabili- 
tation Medicine,  New  York  University  Medical  Center, 
400  East  34th  Street,  New  York,  N.Y.  10016. 


Refresher  course 

A refresher  course  on  “Physics  of  Radiology,  Nuclear 
Medicine,  and  Radiobiology”  will  be  held  May  19  to  22, 
1975,  1 p.m.  to  5 p.m.,  at  Queens  Hospital,  Jamaica, 
New  York. 

For  further  information  contact:  Jan  J.  Smulewicz, 
M.D.,  Director,  Department  of  Radiology,  Queens  Hos- 
pital Center  Affiliation,  Long  Island  Jewish-Hillside 
Medical  Center,  82-68  164th  Street,  Jamaica,  New  York 
11432. 


A satellite  seminar 

The  Center  for  the  Study  of  Aging,  Inc.,  and  Wingate 
Institute  for  Physical  Education  and  Sport  announce  A 
Satellite  Seminar  at  Wingate  Institute,  Israel,  prior  to 
the  tenth  International  Congress  of  Gerontology  on 
“Physical  Exercise  and  Activity  for  the  Aging,”  June  19 

continued  on  page  628 
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the  title  of  the  chapter,  if  any. 
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cefazolin  sodium 

Ampoules,  equivalent  to  1 Gm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

400380 
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Editorials 


Drugs  and  doctors,  maximum  allowable  cost,  in- 
formed clinical  research 


The  ever-increasing  number  of  rules  and  regula- 
tions for  the  use  of  drugs  presumes  a ruthless  dis- 
regard of  the  welfare  of  the  patient  by  the  physi- 
cian. This  is  unwarranted  and  demeaning.  Phy- 
sicians do  care;  they  are  concerned  with  their  pa- 
tients, in  keeping  with  their  oath,  whether  it  be  the 
Oath  of  Geneva  or  of  Hippocrates.  Let  us  return 
to  a fuller  trust  in  the  physician.  He  is  primarily 
for  the  patient,  to  make  him  well  and  keep  him 
well. 

He  must  also  be  concerned  with  costs  to  the  pa- 
tient, and  this  includes  all  medical  costs,  hos- 
pital, professional,  and  drug.  If  we  trust  the  phy- 
sician, then  we  need  few  and  simple  regulations 
and  stipulations.  You  cannot  regulate  empathy 
and  concern  for  the  patient  any  more  than  you  can 
legislate  love.  Care  of  the  patient  is  a labor  of 
love.  We  see  the  turmoil  that  lack  of  trust  in  the 
physician  has  brought  us.  It  has  substituted  the 
malpractice  muddle,  with  its  adversary  status  in 
the  courtroom,  for  the  physician’s  genuine  propo- 
nent role — the  father  figure  of  long  ago.  We  urge 
all  our  readers  to  read  the  editorial  “In  Defense  of 
Doctors,”  reprinted  on  page  2338  in  the  December 
1974  issue  of  the  New  York  State  Journal  of  Med- 
icine. This  crystallizes  how  far  afield  lack  of  trust 
has  brought  us  and  to  what  extremes  protective 
defensive  medicine  must  go. 

The  above  change  in  relationship  of  patient  to 
physician  is  being  applied  and  intensified  by  the 
projected  promulgation  of  the  Maximum  Allow- 
able Cost  (MAC)  proposal.  Before  activation  of 
such  a MAC  consideration  it  is  the  duty  of  the 
government  to  certify  bioavailability  and  bioequiv- 
alence. This  is  not  an  easy  thing  to  do.  Bear 
witness  the  report  of  the  Select  Committee  ap- 
pointed by  HEW,  the  Commission  of  the  Office  of 
Technology  Assessment  (OTA);  so  far,  no  such  as- 
surance is  possible  for  most  drugs.  Until  this 
spadework  is  done,  the  effectiveness  and  the  safety 
of  each  drug  used  should  be  the  basis  of  choice — 
not  the  cost. 

Stressing  cost  unduly  represents  discrimination 


against  the  poor  and  the  old  who  depend  for  their 
care  on  Medicare  and  Medicaid;  others  are  free  to 
get  any  prescription  without  the  unwarranted 
stress  on  minimum  cost.  We  need  only  recall  the 
recent  story  of  the  dangerous  variation  in  the  de- 
pendability of  digitalis  tablets  to  see  the  real  haz- 
ard and  the  potential  harm  of  regulating  drug  pre- 
scriptions by  cost  rather  than  efficacy  of  action  or 
overall  effectiveness.  This  is  more  than  chemical 
identity.  Otherwise  the  patient  becomes  a guinea 
pig.  Permit  the  physician  to  choose  the  particular 
drugs  he  prefers  on  the  basis  of  experience.  HEW 
must  assume  the  responsibility  for  the  justification 
of  cost  consideration.  Trust  the  physician  and 
give  him  the  correct  information — the  full  truth 
about  a drug.  Then  give  him  a free  hand;  he  will 
not  abuse  such  a trust. 

Ascribable  to  this  lack  of  trust  today,  too,  is  the 
distinct  danger  that  all  clincial  research,  particu-  j 
larly  drug  trials,  will  disappear  in  this  country. 
We  will  be  totally  dependent  on  other  nations  for 
such  information.  The  many  new  hurdles  being 
introduced,  as  MAC’s  Organizational  Review 
Committee  (ORCs),  Ethical  Advisory  Boards 
(EABs),  Protection  Committees  (PCs),  Consent 
Committees  (CCs),  DHEW  Section  Review  Com- 
mittee (SRCs),  active  participation  of  lay  commu- 
nity representatives  and  outside  staff,  presumably 
more  objective  members  from  other  departments 
of  medical  college  faculties;  all  this  is  to  assure  full 
protection  of  human  subjects,  particularly  where 
those  with  limited  capacities  (psychotics),  and  also 
those  where  undue  inducement  or  pressures,  within 
or  without  (prisoners)  prevail;  have  introduced 
so  many  safeguards  to  prevent  a repetition  of  the 
thalidimide  tragedy,  and  so  many  precautions  as 
to  make  well-nigh  impossible  future  clinical  drug 
trials  and  medical  therapeutic  research  in  this 
country. 

In  lieu  of  regulations  we  plead  for  a return  of 
trust  in  the  physician. 

A.  A.  A. 
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The  health  and  hospital  corporation 


The  Health  and  Hospital  Corporation  was  creat- 
ed to  replace  the  long-neglected  deteriorated  De- 
partment of  Hospitals  and  was  to  be  run  as  a busi- 
ness, of  course  with  tender  loving  care  as  part  and 
parcel  of  the  objective  of  its  existence.  The  record 
so  far  has  been  far  from  a satisfactory  one.  Again, 
one  wonders  whether  leaving  one  municipal  hospi- 
tal to  be  run  without  an  affiliation  program,  with 
only  the  addition  of  equivalent  funds  given  to  all 
affiliated  institutions,  with  however  the  former 
voluntary  staff  arrangement,  as  a control — would 
not  such  an  unaffiliated  hospital  as  a control  now 
give  us  important  information  for  appropriate 
comparison  today. 

This  was  the  recommendation  made  to  former 
Commissioner  of  Hospitals,  Ray  E.  Trussed,  M.D., 
many  years  ago,  and  has  already  been  referred  to 
in  detail  in  a previous  editorial  published  January 
1974  in  the  New  York  State  Medical  Journal.  Our 
experience  with  the  affiliation  program  to  date 
seems  to  indicate  that  the  solution  to  our  munici- 
pal hospital  problems  cannot  be  financial  only. 
Public  health  may  be  purchasable,  as  Dr.  Biggs 
enunciated  many  years  ago,  but  it  remains  to  be 
proved  that  medical  care  of  a personal  loving  na- 
ture is  to  be  achieved  by  dollars  only.  The  Health 
and  Hospital  Corporation  was  to  substitute  effi- 
ciency of  private  enterprise  for  the  bureaucracy 
and  bogged-down  rigidity  of  government  and  civil 
service.  It  has  failed  to  some  degree  at  least . 

What  we  need  most,  and  probably  first,  is  a 

The  debacle  of  nursing 
the  profit  motive 

It  can  be  said  that  one  measure  of  a civilization 
is  to  be  found  in  the  care  it  gives  to  the  aged,  the 
infirm,  and  the  sick.  By  that  test  we  are  now  in 
the  sad  state  analogous  to  the  fall  of  Rome.  The 
family  unit  is  no  more;  it  has  declined  because 
love,  the  basis  of  holding  several  generations  to- 
gether, has  been  lost;  also  lost  are  religion,  respect, 
and  consideration.  Wre  care  with  our  lips,  not  with 
our  hearts,  and  many  do  not  care  at  all.  This 
country  needs  now  a modern  Elijah  to  give  vehe- 
ment expression  to  this  breakdown  in  our  social 
structure,  and  impel  deed  and  action  now. 

The  present  sad  situation  will  not  find  a solu- 
tion in  just  more  money.  Rather,  it  is  to  be  found 
in  a genuine  caring  for  the  aged,  in  striving  for  and 


change  in  our  social  structure  to  preserve  the  fami- 
ly, to  hold  the  separate  generations  together  by  the 
cement  of  love  and  affection;  that  must  come  first. 
Until  that  is  achieved,  and  this  is  no  small  task  in- 
deed, we  must  compromise  with  patchwork  ar- 
rangements. The  simplest  thing  to  do,  but  appar- 
ently not  enough,  is  to  substitute  dollars  for  empa- 
thy. Physicians  cannot  be  held  responsible  for 
poor  performance  of  our  municipal  hospitals,  past 
and  present,  they  are  ready  and  willing  to  do  their 
bit  and  more. 

Thus  far  the  effort  by  the  Health  and  Hospital 
Corporation  has  failed  to  achieve  its  goal,  better 
medical  care — this  is  more  than  just  better  profes- 
sional care — that  is,  it  must  include  real  tender 
loving  care.  This  is  the  real  test! 

Now  we  must  find  out  why  we  have  failed. 
Only  then  can  we  start  anew,  improve  the  care 
of  the  patient,  better  the  education  of  the  physi- 
cian, and  return  personal  interest  on  the  part 
of  all  physicians,  nurses,  technicians,  atten- 
dants, clerks,  and  all  other  personnel.  The  sys- 
tem must  try  to  provide  for  the  use  of  the  individ- 
ual hospitals  by  the  physicians  of  the  community 
as  well  as  the  patients;  it  must  become  part  and 
parcel  of  the  activities  of  the  local  community  as  it 
once  was. 

An  organized  mechanism  must  supply  an  om- 
bundsman  for  the  patient  and  assure  due  process 
and  continuing  training  for  the  physician. 

A.  A.  A. 


place  for 


developing  a pride  in  our  genuine  efforts  to  keep 
them  happy  and  a real  part  of  the  family  and  com- 
munity. 

A few  years  ago  a visit  to  the  Scandinavian 
countries  showed  what  could  be  done,  even  by  a 
small,  very  poor  country.  There  the  home  of  the 
aged  was  a community  enterprise;  there  was  com- 
petition among  communities  to  make  their  own 
home  a showplace,  better  than  that  of  any  other 
section.  The  home  was  right  in  the  community, 
and  the  whole  community  was  interested  and  par- 
ticipated. The  nursing  home  was  an  extension  of 
family  care,  with  also  a foster  family  structure, 
when  no  real  family  existed  any  longer.  Though 
the  patients  remain  in  the  artificial  atmosphere  of 


home  care — no 
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a structured  facility,  members  of  the  community 
adopt  one  or  more  for  visits,  take  them  to  their 
own  home  for  holidays,  for  participating  in  some  of 
their  own  family  activities.  Somebody  cares  and 
that  is  the  difference  that  transforms  what  pre- 
vails here,  with  impersonal  care,  no  matter  how  ex- 
pensive— to  tender  loving  care. 

One  can  visit  a whole  floor  of  bedridden  pa- 
tients, that  is,  patients  permanently  committed  to 
lie  in  bed  by  the  severity  of  their  chronic,  physical 
disability  or  superimposed  acute  ailment,  and  yet 
not  find  a single  bedsore.  That  event  is  an  emer- 
gency and  causes  consternation  and  is  considered  a 
disgrace  for  the  institution.  By  that  measure- 
ment, our  impersonal  facilities  are  disgraceful  in- 
deed. This  attitude  of  empathic  care  affects  all, 
even  the  lowliest  on  the  permanent  staff. 

Medicare  and  Medicaid  is  not  the  solution. 
Caring  for  the  aged  and  the  infirm  must  come 
first.  Physicians  bear  no  small  responsibility 
here,  particularly  those  who  are  called  on  to  render 
care  to  patients  in  our  money-making  nursing 
homes.  However,  physicians  cannot  solve  this 
problem  alone.  It  is  a social  problem,  and  in  our 
society  a profitmaking  social  evil.  Physicians  who 
come  into  such  facilities,  and  see  scandalous  con- 
ditions, and  do  not  “rock  the  boat,”  are  not  doing 


their  duty  to  their  own  conscience  nor  the  commu- 
nity. 

How  could  physicians  permit  the  aged  and  the 
infirm  to  be  exploited  for  profit  “under  their 
eyes,”  and  “stand  idly  by?”  Yes,  allow  the  scand- 
al to  reach  the  present  proportions,  so  that  we 
have  a total  of  12  investigations  and  commissions? 
It  is  noteworthy  that  in  all  of  these  investigations 
and  commissions  physicians  are  lacking.  It  is  our 
contention  that  physicians  should  demand  to  par- 
ticipate, as  should  also  representatives  of  the  local 
community.  Now  it  is  almost  entirely  in  the 
hands  of  our  legislators,  who  permitted  this  situa- 
tion to  develop  in  the  first  place.  Realistically, 
this  is  a social  responsibility,  as  well  as  a medical 
one,  for  physicians  too;  physicians  must  promote  a 
complete  restructuring  of  the  entire  system  of 
nursing  home  care;  as  it  now  prevails,  patchwork 
Band-Aid  compromises  will  not  work. 

The  aged  are  often  weak  and  meek,  do  not  com- 
plain, and  need  someone  to  act  as  their  ombuds- 
man. Here  the  physician  can  play  his  ancient 
role,  and  some  members  of  the  community  can 
help.  An  organized  mechanism  to  promote  real 
care,  as  well  as  to  give  good  care,  is  needed. 

A.  A.  A. 


Intrahospital  compliance  with  the  PSRO  law 


In  order  to  comply  with  the  intent  of  Public  Law 
No.  92-603,  the  hospitals  in  this  and  all  other 
states  must  set  up  mechanisms  for  review.  Hope- 
fully, they  will  be  of  high  caliber  and  acceptable  to 
the  organizations  designated  as  the  Regional 
PSRO’s. 

During  the  last  year,  medical  boards  and  staff 
members  in  all  of  the  hospitals  in  New  York  have 
been  groping  for  reasonable  procedures  that  will 
not  overburden  the  physicians  and,  at  the  same 
time,  meet  all  requirements.  Using  the  back- 
ground information  accumulated  by  attending  and 
participating  in  local  and  national  meetings  on  the 
subject,  the  following  is  suggested,  hopefully,  to 
help  all  concerned  individuals. 

Each  institution  should  set  up  four  committees: 

I.  The  Utilization  Review  Committee — to 

Monitor: 

1.  Preadmission  testing  procedures. 

2.  Elective  admissions  to  determine  necessi- 
ty for  hospitilization. 

3.  Emergency  admissions.  They  should  be 
reviewed  after  a predetermined  length  of 
time,  such  as  twenty-four  to  forty-eight 
hours  to  verify  the  designation. 

4.  Lengths  of  stay.  The  dates  for  recertifi- 
cation should  be  based  on  acceptable  sta- 


tistics for  the  area,  determined  according 
to  diagnoses,  age,  sex,  and  so  forth. 

5.  Discharge  planning — (that  is,  anticipation 
of  date  and  time  to  increase  the  efficiency 
of  the  Admissions  Departments). 

6.  Disposition  planning  to  determine  wheth- 
er provisions  have  been  made  to  send  the 
patient  home,  transfer  the  patient  to  an 
extended  care  facility  or  a nursing  home. 

7.  The  use  of  a periodic  retrospective  review 
program  based  on  the  above. 

8.  Provisions  for  continuing  education  cours- 
es to  correct  deficiences  discovered  by  the 
retrospective  review. 

II.  Ambulatory  Care  Committee: — The  duties 

of  this  committee  might  be  as  follows: 

1.  Oversee  the  use  of  available  facilities  in 
the  outpatient  department  to  ensure  effi- 
ciency of  operation  and  quality  of  patient 
care;  that  is,  waiting  period,  treatment, 
disposition,  and  so  forth. 

2.  Advisory  to  Director  of  Emergency  De 
partment  in  three  important  phases  of  op- 
erations, particularly: 

a.  Facilities  and  staff  to  service  true 
emergencies  (horizontal  patients). 
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b.  Facilities  and  staff  to  service  walk-ins 
(vertical  patients). 

c.  To  review  total  patient  care  and  reim- 
bursement from  all  third  parties  to 
ensure  efficient  operation. 

III.  Quality  Assurance  Committee:  This  com- 

mittee would  review  all  phases  of  inhospital 
patient  care  pertinent  to  objective  evaluation 
of  quality  and  must  include  at  least  the  fol- 
lowing: 

1.  History. 

2.  Physical  examination. 

3.  Provisional  diagnoses. 

4.  Diagnostic  procedures  planned  and  rea- 
sons for  same. 

5.  Treatment  with  results  of  same. 

6.  Patient  comfort. 

7.  House  officer  performance,  including 
their  attitude  and  attention. 

8.  Nursing  care,  including  attitude  and  at- 
tention of  nurses. 

9.  Dietary  services. 

10.  Transportation  facilities  within  the  hos- 
pital, such  as  the  escort  service  and  pro- 
vision for  transfers  from  one  department 
to  another. 

11.  Emergency  equipment,  particularly  their 
availability  and  administration  on  each 
floor  or  ward. 

12.  Housekeeping,  status  of. 

13.  Hospital  decorum  (noise  factors,  radio, 
and  TV  regulations,  visiting  privileges, 
and  so  forth). 

14.  Patient’s  evaluation  of  care  received — as 
recorded  by  an  ombudsman  or  obtained 
from  a questionnaire. 

15.  Quality  of  medical  record  keeping — sys- 
tem used,  availability,  and  so  forth. 

16.  Retrospective  review  on  a periodic  basis 
of  all  of  the  above  with  continuing  edu- 
cation programs  based  on  deficiencies 
found. 

It  is  my  opinion  that  the  quality  assurance  pro- 
gram should  be  intradepartmental.  Each  should 
establish  their  criteria  for  diagnosis,  treatment, 
and  average  length  of  stay  for  each  disease.  They 
could  monitor  their  own  staff,  and  it  would,  in  es- 
sence, be  a true  peer  review. 

Some  may  question  this  and  prefer  that  the 
Quality  Assurance  Committee  be  made  up  of  a 
cross  section  of  the  hospital  departments  to  avoid 
conflict  of  interest.  In  some  institutions,  this  is 
valid  criticism,  and  perhaps  it  would  be  better  to 
appoint  committee  members  across  departmental 
lines. 

IV.  PSRO  Liaison  Committee: — 

This  committee  should  be  composed  of  two 
members  from  each  of  the  previous  three.  It 
will  be  their  duty  and  responsibility  to  coordi- 
nate the  activities  of  the  Utilization  Review 


Committee,  the  Ambulatory  Care  Committee, 
and  the  Quality  Assurance  Committee  and  co- 
operate with  the  regional  PSRO  in  any  way 
that  circumstances  may  demand.  They  will 
help  set  overall  policy  and  assist  the  three 
working  committees  in  administrative  mat- 
ters, together  with  the  hospital  director  and/ 
or  the  governing  body. 

These  additional  suggestions  are  offered  to  in- 
crease the  efficiency  and  expedite  the  implementa- 
tion of  the  intrainstitutional  program: 

A.  A problem-oriented  record  (Weed’s),  if 
adopted  by  all  departments,  would  facili- 
tate the  work  of  the  Quality  Assurance 
Committee. 

B.  Use  of  a computer  for  screening  and  se- 
lecting cases  that  do  not  comply  with  the 
requirements  of  the  law  would  be  a tremen- 
dous time-saver  for  all  concerned.  Every- 
thing mentioned  in  this  report  can  be  pro- 
grammed into  a computer  system. 

C.  The  use  of  one  or  more  hospital  coordina- 
tors would  save  physicians’  time.  A doctor, 
nurse,  or  allied  health  professional  rnay  be 
so  employed. 

D.  The  adoption  of  specific  criteria  by  each 
department  for  minimally  acceptable  care 
for  each  disease  will  be  necessary  and,  even- 
tually, will  save  time.  One  could  begin  by 
listing  accepted  diagnostic  and  treatment 
procedures  for  those  conditions  that  statis- 
tically are  most  frequently  admitted  to  a 
specific  hospital. 

E.  Review  the  San  Joaquin  Foundations  Proj- 
ect and  adopt  applicable  facets  for  our  hos- 
pitals. They  have  set  standards  for  specific 
diseases  as  referred  to  in  “D.”  Most  spe- 
cialty organizations,  as  well  as  the  AMA 
and  state  associations,  are  establishing 
norms  and  will  make  them  available  on  re- 
quest. 

F.  The  law  requires  participation  by  physi- 
cians and  osteopaths.  All  regional  PSROs 
are  inviting  everyone  to  join.  The  number 
of  hospitals  to  be  surveyed  and  monitored 
is  such  that  the  cooperation  of  all  will  pre- 
vent over-burdening  a few. 

As  our  experience  accumulates,  changes  will 
have  to  be  made  in  any  system  adopted.  Flexibili- 
ty is  the  rule. 

The  law  also  calls  for  the  establishment  of  phy- 
sician and  provider  profiles.  Both  could  be  deter- 
mined by  reviewing  the  work  of  the  four  com- 
mittees outlined  above. 

An  acceptable  program  in  any  hospital,  ap- 
proved by  the  regional  PSRO,  would  obviate  the 
use  of  the  outside  survey  team  and  satisfy  the  in- 
tent of  the  law  which,  basically,  is  to  increase  the 
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efficiency  and  quality  of  the  delivery  of  health  ser- 
vices to  our  patients. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P.* 


True  merit 


The  notion  prevails  that  all  doctors  make  “lots 
of  money”;  this  is  related  directly  to  the  prob- 
lem of  the  too  frequent  and  the  inordinately  high 
malpractice  awards.  How  much  is  a doctor 
worth?  Please  consider  this  in  light  of  the  income 
of  others;  include  the  factors  of  the  stress  and  anx- 
iety associated  with  his  efforts,  the  years  of  prepa- 
ration, his  social  contribution,  and  his  relatively 
short  productive  life.  This  begins  with  the  tribu- 
lation of  being  selected  as  a student,  and  the  striv- 
ing for  preferential  hospitals  for  good  training,  and 
the  long  and  demanding  residency  programs. 

In  contrast  we  have  the  “job  rights”  system  and 
the  leveling  process  of  union  activity,  and  of  a pre- 
sumed value  established,  not  by  positive  contribu- 
tion as  such  only,  but  by  the  amount  and  degree  of 
disruption,  that  is,  the  trouble  one  can  cause  by 
withholding  one’s  service.  The  bridge  tender  who 
leaves  the  drawbridge  open  and  throws  the  key  in 
the  water  is  then  more  important,  in  fact  all  im- 
portant. Comparisons  of  this  nature  are  always 


Medical  terminology  listings 
now  on  computer  tapes 

The  latest  edition  of  the  American  Medical  Associa- 
tion’s Current  Procedural  Terminology  is  now  available 
on  magnetic  computer  tapes. 

CPT  is  the  AMA’s  basic  guide  to  aid  the  physician 
and  the  data  processor  in  developing  computer  pro- 
duced medical  reports.  It  is  widely  used  by  physicians, 
hospitals,  health  insurance  organizations,  and  others  in 
the  health  care  field. 

The  CPT  Short  Description  Tape,  suitable  for  com- 
puter billing,  describes  all  procedures  on  magnetic  tape 
in  layman’s  terms,  the  same  language  that  the  physician 
uses  with  his  patients  in  describing  the  services  he  pro- 
vides to  them.  Each  procedure  is  identified  by  a five- 
digit code  and  is  described  in  28  characters  or  less  on  a 
single  line. 

This  format  makes  it  an  ideal  framework  for  all  com- 
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odious  but  seem  to  be  the  basis  of  ultimate  evalua- 
tion of  worth  and  merit,  from  the  economic  stand- 
point at  least.  Is  a prizefighter  worth  four  million 
dollars  a year?  Other  athletes,  too,  command  sal- 
aries in  the  millions.  Compare  this  with  what  the 
best  physician  gets  for  his  best  responsible  ser- 
vices, which  involve  life  and  death  so  often?  Is 
not  a Nobel  Laureate  worth  more  still?  Affirma- 
tive action  programs,  too,  are  leveling  forces  which 
are  most  effective  when  they  parallel  merit  in  their 
reward,  as  does  equal  employment  opportunity. 

What  we  need  is  dedication,  community  welfare, 
quality  performance,  and  greater  productive  effort 
in  lieu  of  just  “the  nuisance  value”  factor  and  job 
rights,  for  evaluation  of  worth;  this  gives  protection 
to  mediocrity,  promotes  disinterest,  and  suppress- 
es quality  performance.  In  other  words  we  need 
brains  as  well  as  brawn  in  action  and  a genuine 
merit  system.  One  is  productive;  the  other  can  be 
counterproductive. 

A.  A.  A. 


puter  billing  systems;  even  a single  physician’s,  the 
AMA  said.  The  CPT  Short  Description  Tape  is  avail- 
able on  9-track,  800  BPI  or  1600  BPI,  card  image  rec- 
ords at  a cost  of  $385. 

For  more  involved  activities,  the  AMA  now  offers  the 
CPT  Full  Procedure  Tape,  containing  the  complete 
medical  procedural  text  of  CPT,  along  with  five-digit 
identifying  codes  for  each  procedure.  It  is  a most  useful 
tool  for  physicians  involved  in  research,  for  medical  so- 
cieties involved  in  medical  care  review,  or  in  the  con- 
struction of  relative  value  studies  where  concise,  uni- 
form terminology  is  required. 

CPT  Full  Procedure  Tape  also  is  available  on  9-track, 
800  BPI  or  1600  BPI,  card  image  records,  at  a cost  of 
$625. 

Further  information  on  the  tapes  and  how  to  obtain 
them  is  available  through  CPT  Computer  Tapes,  Order 
Department,  American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago,  111.  60610. 


and  worth  of  a man 
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Tofranil-PM 

imipramine  pamoate 

Capsules'  of  150, 125,100 
and  75  mg. 


One  capsule  lasts  from  bedtime  to  bedtime. 


For  single-dose  therapy  in 
depression  when  the  dosage  is 
established. 

• simple  enough  dosage  regimen 
to  help  avoid  missed  doses. 

• while  daily  dosage  ranges 
from  75  to  300  mg.,  the  150-mg. 
capsule  may  be  the  most  effec- 
tive daily  dose  for  many  patients. 


• becomes  part  of  the  regular 
bedtime  routine— making  it 
easier  to  establish  a more  re- 
liable pattern  of  self-medication. 

• safety/efficacy  ratio  equivalent 
to  divided  daily  doses. 

• provides  a full  range  of  single 
daily  dosage  strengths  to  facili- 
tate increasing  or  gradually 
decreasing  medication. 


Please  read  the  prescribing  in- 
formation for  details  of  usage, 
precautions,  warnings,  contra- 
indications, adverse  experiences, 
and  dosage  recommendations. 

A summary  of  this  information 
appears  on  the  following  page. 

'Each  capsule  contains  imipramine 
pamoate  equivalent  to  150,  125,  100  or 
75  mg  of  imipramine  hydrochloride. 


• saves  time  and  cost  of  dosage 
administration  in  the  hospital. 


Tofranil-PM  Geigy 

imipramine  pamoate 


One  capsule  lasts  from  bedtime  to  bedtime. 


Tofranil-PM 

brand  of  imipramine  pamoate 
Tofranil 

brand  of  imipramine  hydrochloride  USP 

Indications:  For  the  relief  of  symptoms  of 
depression-  Endogenous  depression  is  more 
likely  to  be  alleviated  than  other  depressive 
states. 

Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is 
contraindicated.  Hyperpyretic  crises  or  severe 
convulsive  seizures  may  occur  in  patients  re- 
ceiving such  combinations.  The  potentiation 
of  adverse  effects  can  be  serious,  or  even 
fatal  When  it  is  desired  to  substitute  Tofranil, 
brand  of  imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as 
long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  1 4 days. 
Initial  dosage  should  be  low  and  increases 
should  be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  during  the  acute 
recovery  period  after  a myocardial  infarction 
Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug  The 
possibility  of  cross-sensitivity  to  other  dibenz- 
azepine  compounds  should  be  kept  in  mind. 
Warnings:  Usage  in  Pregnancy:  Safe  use  of 
imipramine  during  pregnancy  and  lactation 
has  not  been  established,  therefore,  in  admin- 
istering the  drug  to  pregnant  patients,  nursing 
mothers,  or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards.  Animal  repro- 
duction studies  have  yielded  inconclusive 
results.  There  have  been  clinical  reports  of 
congenital  malformation  associated  with  the 
use  of  this  drug,  but  a causal  relationship  has 
not  been  confirmed 

Extreme  caution  should  be  used  when  this 
drug  is  given  to: 

— patients  with  cardiovascular  disease  be- 
cause of  the  possibility  of  conduction  de- 
fects, arrhythmias,  myocardial  infarction, 
strokes  and  tachycardia; 

— patients  with  increased  intraocular  pres- 
sure, history  of  urinary  retention,  or  history 
of  narrow-angle  glaucoma  because  of  the 
drug  s anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid 
medication  because  of  the  possibility  of 
cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder 
because  this  drug  has  been  shown  to  lower 
the  seizure  threshold, 

— patients  receiving  guanethidine  or  similar 
agents  since  imipramine  may  block  the 
pharmacologic  effects  of  these  drugs. 

Usage  in  Children:  Pending  evaluation  of  re- 
sults from  clinical  trials  in  children,  Tofranil, 
brand  of  imipramine  hydrochloride,  is  not 
recommended  for  treatment  of  depression  in 
patients  under  twelve  years  of  age 
Tofranil-PM,  brand  of  imipramine  pamoate, 
should  not  be  used  in  children  of  any  age 
because  of  the  increased  potential  for  acute 
overdosage  due  to  the  high  unit  potency 
(75  mg  , 100  mg. ,125  mg.  and  150  mg  ).  Each 
capsule  contains  imipramine  pamoate  equiva- 
lentto75mg  , 100mg.,125mg.or150mg. 
imipramine  hydrochloride. 

Since  imipramine  may  impair  the  mental  and/ 
or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks,  such  as 
operating  an  automobile  or  machinery,  the 


patient  should  be  cautioned  accordingly. 
Precautions:  It  should  be  kept  in  mind  that 
the  possibility  of  suicide  in  seriously  de- 
pressed patients  is  inherent  in  the  illness  and 
may  persist  until  significant  remission  occurs 
Such  patients  should  be  carefully  supervised 
during  the  early  phase  of  treatment  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
and  may  require  hospitalization.  Prescriptions 
should  be  written  for  the  smallest  amount 
feasible. 

Hypomanic  or  manic  episodes  may  occur, 
particularly  in  patients  with  cyclic  disorders. 
Such  reactions  may  necessitate  discontinu- 
ation of  the  drug.  If  needed,  Tofranil,  brand  of 
imipramine  hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes  are  re- 
lieved. Administration  of  a tranquilizer  may  be 
useful  in  controlling  such  episodes. 

Prior  to  elective  surgery,  imipramine  hydro- 
chloride should  be  discontinued  for  as  long  as 
the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  and 
may  require  reduction  of  dosage  and  the  addi- 
tion of  a phenothiazine 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents)  in  addition,  the 
atropine-like  effects  may  become  more  pro- 
nounced (e  g.,  paralytic  ileus).  Close  super- 
vision and  careful  adjustment  of  dosage  is 
required  when  this  drug  is  administered  con- 
comitantly with  anticholinergic  or  sympatho- 
mimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decon- 
gestants and  local  anesthetics,  which  contain 
any  sympathomimetic  amine  (e  g , adrenalin, 
noradrenalin),  since  it  has  been  reported  that 
tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomi- 
tant use  of  alcoholic  beverages  may  be 
associated  with  exaggerated  effects 
Both  elevation  and  lowering  of  blood  sugar 
levels  have  been  reported. 

Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  haz- 
ards; such  treatment  should  be  limited  to 
those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience. 

Adverse  Reactions:  Note:  Although  the  listing 
which  follows  includes  a few  adverse  reac- 
tions which  have  not  been  reported  with  this 
specific  drug,  the  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered 
when  imipramine  is  administered 
Cardiovascular:  Hypotension,  hypertension, 
tachycardia,  palpitation,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke,  falls. 
Psychiatric:  Confusional  states  (especially  in 
the  elderly)  with  hallucinations,  disorienta- 
tion, delusions;  anxiety,  restlessness,  agita- 
tion, insomnia  and  nightmares;  hypomania; 
exacerbation  of  psychosis. 

Neurological:  Numbness,  tingling,  paresthe- 
sias of  extremities;  incoordination,  ataxia, 
tremors;  peripheral  neuropathy,  extrapyram- 
idal  symptoms;  seizures,  alterations  in  EEG 
patterns,  tinnitus 

Anticholinergic:  Dry  mouth,  and,  rarely,  asso- 
ciated sublingual  adenitis;  blurred  vision,  dis- 
turbances of  accommodation,  mydriasis,  con- 
stipation, paralytic  ileus,  urinary  retention, 
delayed  micturition,  dilation  of  the  urinary  tract. 


Allergic:  Skin  rash,  petechiae,  urticaria,  itch- 
ing, photosensitization  (avoid  excessive  expo- 
sure to  sunlight),  edema  (general  or  of  face 
and  tongue);  drug  fever,  cross-sensitivity  with 
desipramme 

Hematologic:  Bone  marrow  depression  includ 
ing  agranulocytosis;  eosinophilia;  purpura; 
thrombocytopenia.  Leukocyte  and  differential 
counts  should  be  performed  in  any  patient 
who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if 
there  is  evidence  of  pathological  neutrophil 
depression 

Gastrointestinal:  Nausea  and  vomiting,  ano- 
rexia, epigastric  distress,  diarrhea,  peculiar 
taste,  stomatitis,  abdominal  cramps,  black 
tongue 

Endocrine:  Gynecomastia  in  the  male;  breast 
enlargement  and  galactorrhea  in  the  female; 
increased  or  decreased  libido,  impotence, 
testicular  swelling;  elevation  or  depression  of 
blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive); 
altered  liver  function;  weight  gain  or  loss; 
perspiration,  flushing,  urinary  frequency, 
drowsiness,  dizziness,  weakness  and  fatigue; 
headache,  parotid  swelling;  alopecia 
Withdrawal  Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment 
after  prolonged  therapy  may  produce  nausea, 
headache  and  malaise 

Dosage  and  Administration:  Lower  dosages 
are  recommended  for  elderly  patients  and 
adolescents.  Lower  dosages  are  also  recom- 
mended for  outpatients  as  compared  to  hos- 
pitalized patients  who  will  be  under  close 
supervision  Dosage  should  be  initiated  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
at  a low  level  and  increased  gradually,  noting 
carefully  the  clinical  response  and  any  evi- 
dence of  intolerance  Following  remission, 
maintenance  medication  may  be  required  for 
a longer  period  of  time,  at  the  lowest  dose 
that  will  maintain  remission 
Once-a-day  maintenance  dosage  can  be  pro- 
vided with  Tofranil-PM,  brand  of  imipramine 
pamoate,  capsules  if  this  dosage  has  been 
established  as  explained  above  This  dose 
may  be  given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and  insom- 
nia with  this  dosage  regimen,  the  capsules 
may  be  given  in  the  morning. 

Parenteral  administration  should  be  used 
only  for  starting  therapy  in  patients  unable  or 
unwilling  to  use  oral  medication  The  oral 
form  should  supplant  the  injectable  as  soon 
as  possible 

How  Supplied:  Tofranil,  brand  of  imipramine 
hydrochloride  Round  tablets  of  25  and 
50  mg;  triangular  tablets  of  lOmg  ; and  am- 
puls, each  containing  25  mg  in  2 cc.  for  I M 
administration 

Tofranil-PM,  brand  of  imipramine  pamoate: 
Capsules  of  75,  1 00.  125and  1 50  mg.  (Each 
capsule  contains  imipramine  pamoate  equiva 
lent  to  75,  100,  1 25  or  1 50  mg  of  imipramine 
hydrochloride.)  (B)  98-1  46-850-P  ( 2/7 ■ 

For  complete  details,  including  dosage  and 
administration,  please  refer  to  the  full  pre- 
scribing information 
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During  the  last  twenty  years,  a great  deal  of  in- 
vestigation has  been  undertaken  toward  under- 
standing the  JGA  (juxtaglomerular  apparatus)  and 
the  renin-angiotensin-aldosterone  system.  The 
JGA  seems  to  be  a multifunctioning  unit,  and  to 
date  its  function  may  be  only  partially  understood. 
Current  investigation  has  mostly  been  centered  on 
the  various  factors  that  influence  the  rate  of  JGA 
activity.  The  primary  function  of  the  JGA,  which 
has  been  extensively  examined,  seems  to  be  the  se- 
cretion of  renin.1'9  The  elaboration  of  ESF  (er- 
ythropoietin) also  by  the  JGA  cells  has  been  sug- 
gested.10-12 Thus,  the  multiple  hormonal  produc- 
tion of  the  JGA  cannot  be  presently  excluded. 

The  apparatus  occupies  a vital  anatomic  posi- 
tion in  the  vascular  pole  of  the  kidney  and  has  two 
closely  related  parts,  that  is,  the  epithelial  granu- 
lar secretory  cells  and  the  macula  densa  (Fig.  1). 
The  first,  the  epithelial  granular  secretory  cells, 
appear  to  be  differentiated  smooth-muscle  cells  in 
the  medial  layer  particularly  of  the  afferent  arteri- 
oles just  adjacent  to  the  glomerulus.2’1314  These 
cells  contain  small  granules,  uniform  in  size,  in  the 
cytoplasm  and  are  presumed  by  most  investigators 
to  be  the  site  of  renin  formation,  storage,  and  re- 
lease.1-9,15-19  These  granules  have  been  reported 
principally  in  medial  cells  of  preglomerular  arteri- 
oles. In  the  second  part  of  the  apparatus,  the  ma- 
cula densa  is  the  specialized  area  that  marks  the 
* This  work  was  supported  in  part  by  U.S.  Public  Health  Service 
Grant  RR-05648-08. 


The  granulation  index  of  the  juxtaglomerular  ap- 
paratus (JG1)  can  be  higher  in  severe  rejection 
than  in  early  rejection.  The  hemodynamic 
changes  following  the  rejection  process,  which  re- 
sult in  severe  hypoxia,  are  a factor  in  explaining 
the  relationship  between  JGI  and  peripheral  hor- 
monal levels  in  allografts.  The  juxtaglomerular 
apparatus,  even  in  the  presence  of  vascular 
changes  seen  with  the  severe  degree  of  rejection  in 
renal  allografts,  can  respond  to  stimuli  that  regu- 
late renin  release.  Renin  production  by  the  trans- 
planted kidney  need  not  be  associated  with  er- 
ythropoietin secretion.  Although  the  exact  nature 
of  the  granules  present  in  the  afferent  arteriole  of 
the  examined  model  is  unknown,  the  majority  of 
findings  established  a close  correlation  between 
the  juxtaglomerular  granularity  index  and  plasma 
renin  activity  levels  rather  than  those  of  serum  er- 
ythropoietin. 


transition  from  the  ascending  loop  of  Henle  to  the 
distal  tubule.  This  nephron  segment  always  lies 
in  contact  with  the  vascular  pole  of  the  glomeru- 
lus, and  the  cells  themselves  are  anatomically 
closely  associated  with  the  granular  cells.  Except 
for  the  close  anatomic  relationship  between  the 
granular  cells  and  the  macula  densa,  a functional 
relationship  between  these  parts  has  also  been 
shown.20-22  The  mesangial  cells  appear  to  be  inter- 
stitial cells  in  contact  with  both  the  granular  cells 
and  the  macula  densa  cells.  These  are  modified 
connective  tissue  cells  called  lacis.  Granules 
stained  with  the  Bovey  technique  and  located  in 
any  of  the  structures  of  the  JGA  as  visible  under 
light  microscopy,  can  be  termed  juxtaglomerular 
granules.7-9 

The  complex  endocrine  role  of  the  kidney  was 
elucidated  principally  from  the  study  of  the  granu- 
lar cells,  especially  the  afferent.  The  JGI  (juxta- 
glomerular apparatus  granulation  index)  has  been 
investigated  in  different  species  under  different 
experimental  conditions  such  as:  ischemia,1,23  hyp- 
oxia,11,24,25 sodium  deficiency  or  excess,2,26,27 
changes  in  perfusion  pressure,15  steroid  adminis- 
tration,2,26,28 magnesium  deficiency,29  adrenalec- 
tomy,28,30 level  of  plasma  sodium,31  length  of 
Henle’s  loop,32,33  human  hypertension,34  unilateral 
renal  denervation,35  deepness  of  renal  cortex  and 
size  of  glomeruli,33  and  following  renal  transplan- 
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FIGURE  1.  Diagram  of  juxtaglomerular  apparatus.  Close 
anatomical  relationship  of  macula  densa  and  afferent  ar- 
teriole is  demonstrated. 


tation.36  The  changes  in  JGI  in  these  and  other 
conditions  have  been  discussed  elsewhere.7-9’37  In 
the  present  review  we  will  discuss  the  important 
changes  of  JGA  seen  in  renal  allograft  rejection, 
compared  with  different  stimuli  which  normally 
affect  the  secretion  of  renin  and  ESF. 

Effects  of  allograft  rejection  on  juxtaglomerular 
apparatus 

The  JGA  following  renal  transplantation  seems 
to  be  affected  by  many  known  and  unknown  stim- 
uli present  during  the  different  stages  of  renal  al- 
lograft rejection.36  Indirect  evidence  of  such  a re- 
sponse of  the  apparatus  is  seen  in  the  increase  in 
peripheral  blood  renin  levels  during  acute  or 
chronic  rejection.38*39  The  activity  of  the  appara- 
tus can  be  influenced  by  the  early  hemodynamic 
changes  seen  in  the  rejection  process,  but  it  is  dif- 
ficult to  study  the  response  of  the  apparatus  be- 
fore there  is  obvious  histologic  damage  and  to  sep- 
arate what  is  the  subsequent  cause  of  these  alter- 
ations once  histologic  arteriolar  damage  is  evident. 
Such  answers  were  made  available  by  the  exami- 
nation of  the  granulation  activity  of  the  afferent 
arteriole  in  different  histologically  compared  stag- 
es of  rejection  in  canine  renal  allografts  using  seri- 
al biopsies.36 


We  have  observed  that  the  granulation  activity 
(juxtaglomerular  index  or  the  JGI)  of  the  appara- 
tus increased  after  the  rejection  process.36  In  the 
early  stages  of  rejection  the  index  showed  some  in- 
crease as  a result  of  the  operation,  not  different 
from  that  of  autografted  dogs.  In  contrast,  in  ad- 
vanced stages  of  rejection,  the  JGI  was  higher  than 
in  the  early  stages.  There  are  many  stimuli  pres- 
ent after  renal  transplantation  that  could  also  ex- 
plain the  increase  in  JGI.  A study  of  those  stimuli 
will  provide  some  basic  information  concerning 
some  of  the  pathophysiologic  mechanisms  associ- 
ated with  the  rejection  process. 

There  is  enough  evidence  that  the  sodium  bal- 
ance influences  the  function  of  the  juxtaglomeru- 
lar apparatus  in  the  untransplanted  state.40-42 
According  to  the  macula  densa  theory,  the  concen- 
tration or  load  of  sodium  in  that  segment  may  con- 
trol renin  release.40’42  During  the  rejection  pro- 
cess, decreased  glomerular  perfusion  and  conse- 
quently decreased  GFR  (glomerular  filtration 
rate)  is  due  to  vascular  damage  and  to  increased 
interstitial  pressure.43-45  The  increased  intersti- 
tial pressure  is  due  to  increased  capillary  perme- 
ability leading  to  interstitial  edema  and  hemor- 
rhage.45 The  lowering  of  the  GFR  could  decrease 
the  sodium  delivered  to  the  macula  densa  segment 
and  could  result  in  hypergranulation  of  the  JGA. 
However,  in  rejection,  decreased  sodium  reabsorp- 
tion can  result  not  only  from  the  decrease  of  GFR, 
but  also  from  the  decrease  of  renal  blood  flow.40’46- 
48  The  lowering  of  total  renal  blood  flow  following 
allotransplantation  is  well  documented.49-54  The 
exact  nature  of  the  early  vascular  lesions  seen  in 
rejection  are  still  in  some  dispute.51-55  In  the 
more  advanced  stage  of  the  process,  there  are 
obliterating  vascular  lesions  due  to  endothelial 
proliferation  or  to  fibrinoid  necrosis  of  the  arterial 
or  arteriolar  wall.45,56  All  these  hemodynamic 
changes  seen  in  rejection  are  in  accord  also  with 
the  documented  renal  metabolic  changes  of  the  re- 
jection process.54  Finally,  other  factors  that  can 
change  sodium  balance  in  macula  densa  seen  in  re- 
jection are  tubular  damage,  the  increased  vascular 
and  interstitial  pressure,  and  lymphatic  obstruc- 
tion. 43’44’55- 

According  to  the  baroreceptor  theory,  the  actual 
stimuli  for  the  baroreceptor  juxtaglomerular  cells 
influencing  renin  release  could  be  either  intravas- 
cular pressure  within  the  arteriole  at  the  site  of  the 
granular  cells,  transmural  pressure  of  the  afferent 
arteriole,  or  tension  within  the  granular 
cells.9’15’19,57  In  rejection,  the  factor  that  may 
most  likely  produce  those  stimuli  is  partial  occlu- 
sion of  the  afferent  arterial  bed  with  lowering  of 
the  glomerular  pressure.  This  could  result  in  low- 
ering the  perfusion  pressure  as  well  as  transmural 
pressure  and  wall  tension  and  in  enhanced  renin 
secretion.36 
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The  level  of  vascular  tone  in  the  afferent  ar- 
teriole affects  the  secretion  of  renin.7,9,37  An  in- 
creased afferent  arteriolar  constriction  could  have 
the  same  effect  on  the  juxtaglomerular  cells  as 
does  the  lowering  of  the  arterial  pressure. 
Dempster44,58  has  suggested  that  in  rejection,  va- 
soconstriction is  the  primary  event  that  precipi- 
tates the  reduction  of  GFR.  Other  investigators 
concur  that  the  onset  of  afferent  arteriole  constric- 
tion is  the  principal  focal  event  of  rejection.59 

Other  factors  in  rejection  that  can  also  change 
the  transmural  or  intravascular  pressure  are:  (1) 

the  increased  interstitial  pressure,  resulting  from 
increased  fluid  leakage  from  the  vessels  due  to  in- 
creased vascular  permeability  and  (2)  lymphatic 
obstruction  in  the  rejected  kidney. 7,43,44  In- 
creased interstitial  pressure  can  decrease  GFR  and 
can  also  decrease  transmural  pressure  with  hyper- 
granulation of  the  apparatus  and  renin  hyperten- 
sion.7 

Another  factor  that  can  enhance  hypergranula- 
tion of  JGA  is  hypoxia,  especially  in  chronic  exper- 
iments.25 Hypoxia,  and  especially  prolonged  cor- 
tical ischemia,  with  subsequent  sustained  cortical 
hypoxia,  is  seen  in  rejection.  This  hypoxia  is  ag- 
gravated by  the  histologic  or  hemodynamic 
changes  outlined  previously.43,44,49,51,53,59  A de- 
pression in  many  respiratory  enzymes  seen  in  the 
early  or  advanced  stage  of  rejection  mainly  attrib- 
utable to  ischemic  change  is  in  agreement  with  the 
measured  changes  seen  in  anaerobic  glycolysis  or 
aerobic  metabolism  following  renal  allotransplan- 
tation.54,60,61 However,  it  must  be  mentioned  that 
the  characteristic  pathognomonic  finding  in  renal 
rejection,  that  is,  the  redistribution  of  blood  from 
the  cortex  to  the  medulla  can  also  increase  renin 
secretion.7,49,53,59 

An  association  of  JGI  and  PRA  (plasma-renin 
activity)  has  been  demonstrated  in  some  chronic 
experiments  as  well  as  a relationship  between  the 
JGI  and  erythropoietin  activity.7,9,12,15  Therefore, 
the  granulation  changes  of  JGA  with  the  amount 
of  circulatory  renin  or  ESF  activity  in  the  periph- 
eral blood  were  examined  in  canine  renal  allo- 
grafts.62,63 It  was  found  that  in  the  azathioprine- 
treated  dogs  renin  levels  were  lower  than  in  the 
untreated  animals,  although  the  granulation  index 
was  slightly  increased.  The  different  stimuli  for 
renin  release  seemed  to  be  less  evident  than  in  the 
untreated  group.62  A high  degree  of  correlation 
between  PRA  and  JGI  was  found  only  in  the  pres- 
ence of  immunosuppressive  treatment.63  In  this 
group,  the  positive  correlation  between  renal  plas- 
ma flow  and  JGI  or  between  renal  plasma  flow  and 
PRA  reflects  the  better  perfusion  of  the  renal  cor- 
tex.62 It  is  known  that  immunosuppressive  treat- 
ment reverses  the  redistribution  of  blood  from  the 
cortex  to  the  medulla  that  occurs  during  the  rejec- 
tion process.49  On  the  other  hand,  lack  of  correla- 
tion in  the  untreated  group  was  related  to  the  im- 


FIGURE  2.  Electron  micrograph  of  portion  of  arteriolar 
wall  of  JGA.  L:  Lumen  of  vessel;  RBC:  red  blood  cell; 
EN:  endothelial  cell;  SMC:  smooth-muscle  cell;  AB:  at- 
tachment bodies;  GRC:  granular  cell;  GR:  granules; 

NSG:  nonspecific  granules.  (X3.495) 

paired  cortical  perfusion  and  to  the  severe  impair- 
ment of  renal  architecture  which  in  turn  also  dam- 
aged the  JGA.62  Further,  the  uremic  metabolic 
state,  more  evident  in  the  untreated  group,  also  in- 
duced inhibition  and/or  destruction  of  circulatory 
renin.64 

In  addition,  ESF  correlated  well  with  JGI  in  the 
untreated  dogs  because  the  severe  degree  of  hyp- 
oxia in  this  situation  was  such  that  it  produced  re- 
lease of  ESF  and  hypergranulation  of  the  juxtaglo- 
merular cells.62,63  It  is  known  that  hypoxia  is  a 
common  stimulus  to  juxtaglomerular  increase  and 
ESF  release.65 

Electronmicroscopic  study  of  the  rejected  ca- 
nine kidney  showed  also  that  the  juxtaglomerular 
cells  were  found  in  the  medial  layer  of  the  afferent 
arterioles  and  increased  their  granularity  as  the  re- 
jection process  progressed66,67  In  a small  group  of 
untreated  animal  allografts,  the  JGI  in  microscop- 
ic examination  was  found  to  correlate  well  with  the 
intensity  of  the  granulation  activity  estimations  of 
the  apparatus  seen  in  the  electromicroscopic 
study.66 

Electronmicroscopic  studies  are  closely  related 
to  light  microscope  findings.14,66,68  In  such  stud- 
ies, dense  granules  which  correspond  to  Bovey- 
positive  granules  seen  in  the  light  microscopy  ex- 
amination have  been  shown  in  renal  arterial 
walls.13  Dense  granules  in  the  electronmicroscop- 
ic study  were  sometimes  observed  in  macula  densa 
and  perivascular  cells,  but  none  of  these  cells  ever 
showed  changes  similar  to  those  of  granules  of  jux- 
taglomerular cells.69  Typical  electronmicroscopic 
granules  are  round  or  oval  in  shape,  and  homogen- 
eously electron  dense  in  the  cytoplasm  of  arteri- 
olar cells.  The  granular  cells  have  reached  endo- 
plasmic reticulum  with  an  abundance  of  ribonucle- 
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ic  acid  (RNA)  granules,  free  ribosomes,  and  a 
Golgi  cell  apparatus  (Fig.  2).66  These  are  charac- 
teristic of  cells  having  secretory  capabili- 
ties.2-13’14’70 More  details  have  been  discussed 
elsewhere.13-14’68”70  Under  electronmicroscopic 
study,  two  types  of  granules  were  distinguish- 
able68: the  first  type,  granular,  nonspecific  in  na- 
ture, and  related  to  lipofuscins;  the  second  type, 
specific  juxtaglomerular  cells  and  secretory  in  na- 
ture. The  last  type  was  almost  exclusively  local- 
ized in  epithelioid  cells.  The  Bovey  technique 
stained  both  types  of  granules.  Storage,  synthe- 
sis, and  release  of  juxtaglomerular  granules  are 
difficult  to  distinguish  only  by  means  of  electromi- 
croscopic  study.  Mature  granules  may  represent 
renin  formation  and  storage.69 

From  the  previous  discussion,  it  is  apparent  that 
many  stimuli  exist  during  the  rejection  process 
that  can  increase  hypergranulation  of  the  appara- 
tus; these  stimuli  are  more  potent  as  the  rejection 
process  progresses.  However,  in  the  late  stage  of 
rejection,  the  stimuli,  when  they  still  exist,  may 
not  produce  any  response  in  most  of  the  afferent 
arterioles  which  are  almost  completely  de- 
stroyed.36 In  addition,  necrotic  changes  affect  the 
glomerular-afferent  arteriole,  and  estimation  of 
the  granulation  index  is  not  reliable. 

Hypertension  and  juxtaglomerular  apparatus 

The  correlation  of  hypertension  with  the  renin- 
angiotensin-aldosterone  system  after  renal  trans- 
plantation is  not  less  complicated  than  in  other 
renal  diseases.  Hypertension  following  allo- 
transplantation is  a common  phenomenon.71  Its 
occurrence  is  associated  with  the  onset  of  clinical 
incidence  of  rejection,  weight  gain,  decreasing 
renal  function,  and  its  pathogenesis  is  related  to 
salt  retention,  decreased  renal  blood  flow,  and 
subsequent  renal  ischemia.71’72 

Increased  blood  pressure  with  high  serum  renin 
was  noted  previously  favoring  an  association  of 
renin-aldosterone  system  with  the  occurrence  of 
hypertension.73  However,  several  workers  have 
shown  that  plasma  renin  in  human  transplanta- 
tion correlated  poorly  with  clinical  rejection  and/ 
or  hypertension.74-76  These  data  are  in  agreement 
with  experimental  work  showing  that  the  degree  of 
rejection  was  not  always  associated  with  renin 
changes  or  hypertension.36’62  In  the  presence  of 
immunosuppressive  therapy,  a good  correlation  of 
peripheral  renin  activity  and  granulation  activity 
of  the  JGA,  possibly  by  affecting  hemodynamic 
conditions  of  the  cortex,  is  generally  observed.62’63 
For  this  correlation,  the  degree  of  uremia  seems  to 
play  some  role  since  inhibition  of  renin  has  been 
shown  in  uremia.64 

Disassociation  of  renin  and  erythropoietin 

The  renin-angiotensin  system  and  RSF  produc- 


tion have  common  characteristics:  both  hormones 
are  produced  by  the  kidney,  both  act  on  plasma 
substrates  to  produce  an  active  substance,  and 
both  hormones  are  increased  in  some  diseases  or 
experimental  conditions,  such  as  renal  artery  ste- 
nosis, renal  tumors,  and  renal  transplantation. 
The  study  of  the  interrelationship  of  these  hor- 
mones is  therefore  fascinating  and  attractive.77 

Examination  of  the  relationships  of  renin  and 
erythropoietin  was  undertaken  by  Bourgoignie  et 
al.18  who  determined  the  renin  activity  and 
erythropoietin  activity  in  plasma  samples  from  pa- 
tients with  and  without  hypertension;  renin  was 
elevated  in  patients  with  vascular  accelerated  hy- 
pertension. In  addition,  erythropoietin  was  sig- 
nificantly elevated  in  both  examined  groups.  This 
is  evidence  that  the  release  of  renin  and  erythro- 
poietin can  be  disassociated,  and  it  suggests  that 
their  secretion  is  influenced  by  different  mecha- 
nisms. The  coincidence  of  erythrocytosis  and  hy- 
pertension seems  to  result  from  an  appropriate 
elaboration  of  both  hormones  rather  than  from  the 
overlapping  activity  of  either.  Further  experi- 
ments showed  that  in  acute  experiments  the  di- 
uretic agent  polythiazide  increased  renin  signifi- 
cantly in  the  plasma,  but  did  not  alter  erythro- 
poietin.8 Hypoxemia  on  the  other  hand  markedly 
elevated  erythropoietin,  but  did  not  significantly 
alter  renin.9-65  In  other  experiments,  two  weeks  of 
salt  deprivation  increased  renin  but  did  not  alter 
erythropoietin,  while  salt  loading  with  desoxycor- 
ticosterone  decreased  renin  but  did  not  alter 
erythropoietin.7’8  It  appeared  that  blood-flow  re- 
striction by  partial  arterial  obstruction  stimulates 
the  release  of  both  hormones,  and  this  provides 
the  best  explanation  for  the  coincidence  of  hyper- 
tension and  accelerated  erythropoiesis  in  patients 
with  renal  artery  stenosis.79  There  is  evidence 
that  ESF  increased  with  renal  artery  stenosis;80 
the  significance  of  renal  blood-flow  changes  for 
renin  secretion  have  been  discussed  previously.7 
In  other  experiments  it  has  been  shown  that  sys- 
temic hypoxia  stimulates  ESF  response,  whereas 
increased  renin  release  was  not  observed.65  In  the 
same  study,  in  contrast,  hypertensive  dogs  having 
renal  arterial  stenosis  showed  renin  elevation  to  a 
more  marked  degree  than  ESF  levels. 

In  experimental  renal  transplantation,  dissocia- 
tion of  both  hormones  by  providing  the  provoca- 
tive stimuli  (salt  loading)  has  been  achieved  pre- 
viously.80 Abbrecht,  Vander,  and  Turcotte81 
showed  that  saline  loading  in  canine  renal  allo- 
grafts can  suppress  renin  release  without  inhibit- 
ing ESF  release  so  that  different  stimuli  appeared 
to  release  these  substances.  Further  experiments 
showed  that  in  renal  transplantation  the  renal  al- 
lograft in  response  to  various  provocative  stimuli 
resulted  in:  (1)  increased  plasma  renin  activity  in 
response  to  low  sodium  intake,  (2)  suppressed 
plasma  renin  activity  in  response  to  high  sodium 
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intake,  and  (3)  high  serum  erythropoietin  levels  in 
response  to  hypoxia.  The  granulation  activity  of 
the  JGA  correlates  well  with  the  degree  of  graft  re- 
jection and  with  the  PRA  in  the  groups  having 
changes  in  sodium  balance;  this  was  not  seen  with 
hypoxia.  Thus,  in  the  previous  study  a majority 
of  correlations  were  seen  between  the  degree  of 
JGI  and  PRA  levels  rather  than  of  ESF.82 
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was  successful  in  58  patients,  giving  a cure  rate  of  94  per 
cent.  No  side  effects  were  observed.  In  spite  of  these 
results,  the  authors  do  not  recommend  gentamicin  as  a 
routine  therapy  for  gonorrhea.  Its  use  is  indicated  in 
patients  with  pencillin  allergy  and  cases  refractory  to 
other  antibiotics  provided  renal  and  auditory  functions 
are  normal.  Strauss,  D.,  et  al.:  Brit.  J.  Vener.  Dis.  49: 
62  (1973). 
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The  aminoglycoside  antibiotics  are  an  impor- 
tant part  of  the  physician’s  armamentarium 
against  infectious  diseases  (Table  I).  Unlike  most 
other  antibiotics  in  common  use,  the  difference  be- 
tween effective  doses  of  aminoglycosides  and  doses 
which  may  cause  irreversible  toxicity  are  small. 
Despite  their  toxic  potential,  the  use  of  these 
drugs  is  warranted  by  the  lack  of  other  effective 
agents  for  the  treatment  of  infections  caused  by 
many  types  of  gram-negative  bacilli,  by  their  use- 
ful synergy  with  other  antibiotics  in  the  treatment 
of  gram-positive  infections,  and  by  their  estab- 
lished efficacy  in  the  treatment  of  tuberculosis  and 
other  diseases.  Much  has  been  learned  in  the  re- 
cent past  about  the  chemical  properties,  interac- 
tion with  bacteria,  pharmacology,  and  toxicity  of 
these  agents.  In  addition  to  the  more  widely 
known  aminoglycosides,  several  new  antibiotics  of 
this  class  are  presently  being  evaluated  and  may 
serve  useful  purposes  in  the  future. 

* At  present:  Director  of  Microbiology,  Jacobi  Hospital, 

Bronx  Municipal  Hospital  Center,  The  Bronx,  New  York. 


TABLE  I.  Some  therapeutically  useful  aminoglycosides 


Availability 

Aminoglycoside 

Presently  available  for 
parenteral  use 

For  parenteral  use,  not  yet 
available 

For  oral  and  topical  use 
only 

Spectinomycin,*  strepto- 
mycin, kanamycin, 
gentamycin 
Tobramycin,  amikacin 
(BB-K8),  sisomycin 
Neomycin,  paromomycin 

* Spectinomycin  is  a closely  related  nonaminoglycoside  antibiotic. 


This  review  provides  a definition  of  "aminogly- 
coside" antibiotics  and  describes  the  antibacterial 
spectrum  of  the  more  prominent  members  of  the 
group,  their  distribution  in  various  body  fluids, 
and  their  excretion.  The  nature  of  aminoglycoside 
ototoxicity  and  renal  toxicity  is  discussed.  Rec- 
ommendations are  made  concerning  mode  of  ad- 
ministration and  monitoring  of  dosage  using  serum 
levels..  Some  of  the  newer  aminoglycoside  antibi- 
otics are  described. 


Chemistry  terminology 

All  but  one  of  the  antibiotics  here  referred  to 
as  “aminoglycoside”  have  an  amino  sugar  in  their 
molecular  structures  which  is  connected  to  other 
portions  of  the  molecule  by  a glycoside  linkage 
(Fig.  1).  In  addition,  each  possesses  a cyclic  ali- 
phatic ring  which  bears  several  hydroxy-  and 
amine-containing  groups.  Hence  all  are  also  rep- 
resentatives of  the  aminocyclitol  class  of  antibiot- 
ics. Spectinomycin  is  the  lone  example  of  an  ami- 
nocyclitol antibiotic  which  is  not  an  aminogly- 
coside. Aminocyclitol  is  perhaps  a more  appropri- 
ate descriptive  term  than  aminoglycoside  for  the 
group  of  antibiotics  to  be  discussed  because  there 
are  many  aminoglycosides  with  antibacterial  activ- 
ity which  do  not  have  similar  properties.1  The 
term  “aminoglycoside  antibiotics”  will  be  used  fre- 
quently throughout  this  study  because  it  is  the  one 
which  is  more  familiar  to  physicians. 

The  aminocyclitol  aminoglycoside  antibiotics 
are  relatively  small  organic  compounds  containing 
two  to  four  ringed  structures.  Most  are  natural 
products  of  the  Streptomyces  species.  Gentami- 
cin and  sisomicin  are  derived  from  Micromonospo- 
ra,  a different  fungal  genus,  and  hence  the  “micin” 
in  their  names  is  spelled  differently  from  the 
“mycin”  of  other  antibiotics  in  the  group.  Butir- 
osin  differs  from  other  aminoglycoside  antibiotics 
in  being  derived  from  a bacterial  rather  than  a 
fungal  species,  and  amikacin  is  a semisynthethic 
derivative  of  a naturally  occurring  aminoglycoside. 

The  exact  chemical  structure  of  each  of  the 
compounds  listed  in  Table  I,  is  known.1-3  Studies 
presently  in  progress,  in  which  the  antibacterial 
activity  of  closely  similar  aminoglycosides  is  being 


AMINOCYCLITOL  AMINO-SUGAR 

GROUP 

FIGURE  1.  Gentamicin  Cia. 
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compared,  may  in  the  future  define  the  structural 
requirements  for  such  activity.3 

Antibacterial  action — 
some  general  features 

In  vitro  tests  of  sensitivity  are  helpful  in  pre- 
dicting which  antibiotics  may  be  used  to  treat  in- 
fections caused  by  various  organisms,  but  the  use- 
fulness of  an  antibiotic  in  a given  situation  can  be 
accurately  predicted  only  by  actual  tests  of  effica- 
cy. There  are  many  types  of  infection  in  which 
aminoglycosides  have  not  been  widely  used  despite 
apparently  favorable  “minimal  inhibitory  concen- 
trations.” In  these  cases  other  effective  agents  are 
available,  and  aminoglycosides  are  avoided  be- 
cause of  their  potential  toxicity.  Streptomycin, 
kanamycin,  and  gentamicin  all  inhibit  Mycobac- 
terium tuberculosis  in  vitro,4’5  but  only  streptomy- 
cin is  used  as  a primary  drug  in  the  treatment  of 
tuberculosis.  Aminoglycosides  are  not  used  in  the 
treatment  of  infections  caused  by  Hemophilus  in- 
fluenzae and  mycoplasmas  despite  moderate  in 
vitro  activity  against  these  organisms.6-9  Neisser- 
ia gonorrheae  is  inhibited  by  low  concentrations  of 
several  aminocyclitol  antibiotics,10’11  but  the  ne- 
cessity of  using  large  doses  has  eliminated  all  but 
spectinomycin  from  the  treatment  of  acute  gonor- 
rhea. 

Aminoglycosides,  particularly  gentamicin,  are 
active  to  some  extent  against  gram-positive  orga- 
nisms.12 Nevertheless,  their  therapeutic  use 
against  gram-positive  organisms  is  limited  at  pres- 
ent to  synergistic  combination  with  other  agents  in 
the  treatment  of  bacterial  endocarditis  and  serious 
enterococcal  infections.  In  vitro  tests  with  entero- 
cocci have  shown  potentially  useful  synergy  be- 
tween various  aminoglycosides  and  penicillin,  am- 
picillin,  carbenicillin,  and  vancomycin.13-16  The 
efficacy  of  such  combinations  has  been  confirmed 
in  the  treatment  of  experimental  infections.1718 
An  experimental  model  has  also  been  used  to  show 
that  bacterial  endocarditis  due  to  Streptococcus 
viridans  can  be  cured  more  rapidly  by  a combina- 
tion of  penicillin  and  streptomycin  than  by  peni- 
cillin alone.19  Prior  to  the  introduction  of  ce- 
phalosporins and  penicillinase-resistant  penicil- 
lins, streptomycin  and  kanamycin  were  used  in  the 
treatment  of  Staphylococcus  aureus  infections. 
The  use  of  aminoglycosides  for  this  purpose,  either 
alone  or  in  combination  with  other  agents,  may 
again  become  necessary  if  heteroresistant  staphy- 
lococci become  as  prevalent  in  this  country  as  they 
have  in  Europe.20’21 

In  addition  to  the  interaction  with  penicillins 
and  vancomycin,  in  vitro  tests  have  shown  many 
examples  of  synergy  and  antagonism  between  ami- 
noglycosides and  other  antibiotics.22  With  the 
possible  exception  of  antagonism  of  their  activity 
by  chloramphenicol,23’24  the  importance  of  these 
interactions  has  not  been  confirmed  by  observa- 


tion of  human  infection  or  by  in  vivo  tests.  Clin- 
damycin, a bacteriostatic  antibiotic,  has  been 
shown  to  interfere  with  the  activity  of  (bacterici- 
dal) aminoglycoside  antibiotics  in  vitro.25  In  view 
of  the  increasing  popularity  of  the  combination  of 
clindamycin  and  gentamicin  in  the  treatment  of 
apparent  sepsis  of  undetermined  cause,  in  vivo 
evaluation  of  this  possible  antagonism  would  be 
useful. 

Several  properties  of  aminoglycosides  have  an 
important  influence  on  their  efficacy  in  treating 
infections.  All  for  which  the  property  has  been 
tested  are  more  active  under  alkaline  than  neutral 
conditions  and  show  markedly  reduced  activity  in 
an  acid  milieu.7’26-28  Alkalinization  of  the  urine 
has  thus  been  suggested  when  they  are  used  in  the 
treatment  of  urinary  tract  infection.26  The  anti- 
bacterial activity  of  streptomycin  is  abolished  by 
anaerobic  conditions.29  This  is  probably  true  for 
other  aminoglycosides  and  explains  their  lack  of 
effectiveness  against  anaerobic  organisms.30 
Streptomycin  (and  probably  other  aminogly- 
cosides) can  penetrate  mammalian  cells  but  does 
so  poorly.31  This  may  explain  lack  of  aminogly- 
coside efficacy  in  the  treatment  of  typhoid  fever, 
an  intracellular  infection,  despite  in  vitro  inhibi- 
tion of  the  causative  organism.32 

Heparin,33’34  high  sodium  chloride  concentra- 
tion,35 calcium,  magnesium,  and  other  ions36-38  are 
antagonistic  to  the  action  of  aminoglycosides. 
Concentrations  sufficient  to  bring  about  these  ef- 
fects are  seldom  attained  in  vivo,  and  they  are  of 
little  significance  in  the  treatment  of  infections. 
The  effects  are  of  major  importance,  however,  in 
the  performance  and  interpretation  of  in  vitro  sen- 
sitivity tests  and  in  microbiologic  determinations 
of  antibiotic  concentration.  The  use  of  media 
with  high  calcium  content  for  sensitivity  tests,  for 
example,  may  lead  to  the  false  interpretation  that 
organisms  are  resistant  to  aminoglycosides.39 

Aminoglycosides  and  gram-negative  rods 

Since  the  introduction  of  streptomycin,  aminog- 
lycosides have  played  an  important  part  in  the 
treatment  of  infections  due  to  gram-negative  ba- 
cilli. When  kanamycin  became  available  in  the 
early  1960s  physicians  were  provided  with  an  anti- 
biotic effective  against  most  clinically  significant 
gram-negative  bacilli  other  than  Pseudomonas 
aeruginosa.  Resistant  strains  of  Enterobacteri- 
ceae  were  found,  however,  in  even  the  earliest 
studies  of  in  vitro  sensitivity  to  these  two 
agents.40’41  More  recent  data  from  various  insti- 
tutions show  that  only  about  half  of  all  Enterobac- 
teriaceae  isolates  are  sensitive  to  streptomycin, 
and  a considerable  number  are  resistant  to  kan- 
amycin.7’12’42’43 Bacteria  isolated  from  hospital- 
acquired  infections  are  appreciably  more  resistant 
to  both  drugs  than  those  from  “community-ac- 
quired” infections.41  It  is  widely  believed  that 


536  New  York  State  Journal  of  Medicine/  March  1975 


TABLE  II.  Enzymes  which  modify  aminoglycosides18 


Enzyme 

Bacterial  Source 

Abbreviation 

Kanamycin  acetyltransferase 

Escherichia  coli.  Pseudomonas 
aeruginosa 

KACT 

Gentamicin  acetyltransferase  I 

E.  coli,  Klebsiella  pneumoniae, 
P.  aeruginosa 

GACT  I 

Gentamicin  acetyltransferase  11 

Providencia 

GACT  II 

Streptomycin-Spectinomycin 

adenylyltransferase 

E.  coli 

SADT 

Gentamicin  adenylyltransferase 

E.  coli,  K.  pneumoniae 

GADT 

Streptomycin  phosphotransferase 

E.  coli,  P.  aeruginosa, 
staphylococcus  aureus 

SPT 

Neomycin-kanamycin 

E.  coli,  P.  aeruginosa, 

NPT  I 

phosphotransferase  1 

S.  aureus 

NPT  II 

Neomycin-kanamycin 

E.  coli,  P.  aeruginosa, 

phosphototransferase  II 

Staph,  aureus 

LVPT 

Lividomycin  phosphotransferase 

E.  coli,  P.  aeruginosa 

TABLE  III.  1 

inzymatic  modificatio 

n of  aminoglycosides17 

Inactivating  Enzyme 
SADT  GADT  SPT 

Antibiotic 

KACT 

GACT  I 

GACT  II 

NPT  I 

NPT  II 

LVPT 

Spectinomycin 

0 

0 

0 

A 

0 

0 

0 

0 

0 

Streptomycin 

0 

0 

0 

A 

0 

A 

0 

0 

0. 

Neomycin  B and  C 

B 

0 

0 

0 

0 

0 

A 

A 

A 

Paromomycin 

0 

0 

0 

0 

0 

0 

A 

A 

A 

Kanamycin  A* 

A 

0 

0 

0 

A 

0 

A 

A 

0 

B* 

B 

c 

0 

0 

A 

0 

A 

A 

0 

C* 

0 

0 

0 

0 

A 

0 

A 

A 

0 

Gentamicin  Ci„t 

B 

A 

A 

0 

A 

0 

0 

0 

0 

c,t 

B 

A 

A 

0 

A 

0 

0 

0 

0 

c,t 

0 

A 

A 

0 

A 

0 

0 

0 

0 

At 

0 

0 

C 

0 

A 

0 

A 

A 

0 

Sisomycin 

B 

A 

A 

0 

A 

0 

0 

0 

0 

Tobramycin 

B 

A 

C 

0 

A 

0 

0 

0 

0 

Amikacin 

A 

0 

0 

0 

0 

0 

0 

0 

0 

Butirosin 

B 

0 

0 

0 

0 

0 

0 

A 

7 

KACT  = Kanamycin  acetyltransferase;  GACT  I = Gentamicin  acetyltransferase  I;  GACT  II  = Gentamicin  acetyltransferase  II;  SADT  = Strepto- 
mycin-spectinomycin  adenylyltransferase;  GADT  — Gentamicin  adenylyltransferase;  SPT  = Streptomycin  phosphotransferase;  NPT  I = Neo- 
mycin-kanamycin  phosphotransferase  I;  NPT  II  = Neomycin-kanamycin  phosphotransferase  II;  LVIXI1  = Lividomycin  phosphotransferase;  A = 
Enzyme  inactivates  antibiotic;  B = Enzyme  partially  inactivates  antibiotic;  C = Antibiotics  are  modified  by  enzyme  but  are  poor  substrates;  strains 
possessing  these  enzymes  are  essentially  sensitive  to  antibiotic;  0 = antibiotic  is  not  a substrate  for  enzyme,  hence  is  not  inactivated;  * = Commer- 
cially available  kanamycin  consists  of  a mixture  of  these  comi>onents,  predominantly  kanamycin  B;  t = Commercially  available  gentamicin  consists  of 
a mixture  of  these  components,  predominantly  gentamicin  C t. 

suspectibility  of  gram -negative  rods  to  streptomy- 
cin and  kanamycin  has  progressively  decreased 
since  the  time  of  their  introduction.  Gentamicin, 
only  recently  released  for  general  use,  has  excellent 
in  vitro  activity  against  almost  all  clinically  sig- 
nificant gram-negative  bacilli, 7-12,28-42  notable 
exceptions  being  Proteus  rettgeri  and  Providencia 
species. 

Although  the  problem  is  not  widespread,  there 
have  already  been  reports  of  outbreaks  of  infection 
due  to  gentamicin-resistant  Klebsiella  and  P. 
aeruginosa.44-45  Newer  aminoglycosides  currently 
under  investigation  will  undoubtedly  be  promoted 
as  replacements  for  or  beneficial  alternatives  to 
gentamicin  in  the  treatment  of  infection  due  to 
Enterobacteriaceae  and  P.  aeruginosa.  To  fully 
understand  the  role  that  the  newer  aminogly- 
cosides may  play,  it  is  necessary  to  understand  the 
mechanisms  by  which  bacterial  resistance  occurs. 

Aminoglycosides  exert  their  lethal  action  by  al- 
tering bacterial  ribosomes  and  causing  organisms 


to  make  defective  proteins.46  There  are  three 
major  ways  in  which  bacteria  may  escape  the  ef- 
fects of  aminoglycosides:  penetration  of  the  anti- 
biotic into  the  cell  may  be  prevented;  the  ribo- 
somes may  become  altered  in  such  a way  that 
binding  of  antibiotic  no  longer  occurs;  and  sub- 
stances may  be  produced  which  modify  or  destroy 
the  antibiotic.  The  first  mechanism  may  explain 
in  part  the  “constitutive”  resistance  of  P.  aerugi- 
nosa to  streptomycin  but  is  not  otherwise  known 
to  be  of  great  importance.47  Mutant  gram-nega- 
tive rods  with  altered  ribosomal  binding  of  amino- 
glycosides can  readily  be  produced  in  the  laborato- 
ry, but  organisms  of  this  type  do  not  often  occur 
naturally.46  The  major  mode  of  aminoglycoside 
resistance  by  gram-negative  rods  is  enzymatic  in- 
activation of  the  antibiotic.48  The  genetic  infor- 
mation for  the  production  of  inactivating  enzymes 
is  usually  borne  on  extrachromosomal  “R  factors” 
which  may  be  transferred  between  bacteria  by 
conjugation.49  The  host  range  for  these  R factors 
may  include  genetically  divergent  types  of  orga- 
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TABLE  IV.  Serum  half-lives  and  peak  levels  in  adults  with 
normal  renal  function 


Antibiotic 

Dose  and 
Route 

Approxi- 
mate Mean 
Peak 
Level 

Half- 

Life 

(Hours) 

Streptomycin56  60 

500  mg.  intra- 
muscularly 

20 

2.7 

Kanamycin60-64 

500  mg.  intra- 
muscularly 

20  to  25 

2.3 

Gentamicin65-67 

100  mg.  intra- 
muscularly 

5 

2 

Tobramycin65-67 

100  mg.  intra- 
muscularly 

4.5 

2.1 

Amikacin63 

500  mg.  intra- 
muscularly 

20 

2.2 

nisms,  for  example  both  Enterobacteriaceae  and 
P.  aeruginosa.50 

A recent  comprehensive  review  of  antibiotic  re- 
sistance mechanisms  in  bacteria  provides  a de- 
tailed description  of  the  nine  enzymes  discovered 
thus  far  which  modify  and  inactivate  aminogly- 
cosides.48 Table  II  and  Table  III  are  modified 
from  this  review.  Examination  of  the  two  tables 
will  provide  explanations  for  many  observations 
that  have  been  made  about  bacterial  susceptibility 
to  aminocyclitol  antibiotics.  For  example,  exten- 
sive occurrence  of  resistance  to  spectinomycin,  an 
antibiotic  that  has  not  been  widely  used,  may  be 
due  to  the  fact  that  widespread  use  of  streptomy- 
cin has  caused  the  selective  survival  of  bacterial 
strains  which  produce  SADT  (streptomycin-spec- 
tinomycin  adenylyltransferase).51  The  common 
cross  resistance  between  neomycin  and  kanamycin 
is  probably  due  to  the  enzymes  which  inactivate 
both.52  Organisms  resistant  to  streptomycin  are 
often  sensitive  to  other  aminoglycosides,  because, 
with  the  exception  of  spectinomycin,  the  others 
are  not  affected  by  SADT  or  SPT  (streptomycin 
phosphotransferase).52 

The  following  two  examples  are  intended  to  il- 
lustrate how  knowledge  of  modifying  enzymes  may 
affect  future  thinking  about  the  use  of  aminogly- 
cosides, particularly  those  which  are  being  newly 
introduced. 

The  antibacterial  spectrum  of  sisomycin,  tob- 
ramycin, and  amikacin  includes  P.  aeruginosa  and 
most  Enterobacteriaceae.2’7’12’28’51  The  suscepti- 
bility of  P.  aeruginosa  to  sisomycin  and  tobramy- 
cin frequently  parallels  gentamicin  sensitivity  as 
would  be  predicted  from  the  data  in  Tables  II  and 
III;  if  stains  highly  resistant  to  gentamicin  were 
prevalent,  amikacin  might  be  an  acceptable  alter- 
native to  gentamicin  in  the  treatment  of  P.  aerugi- 
nosa infection  when  sisomycin  and  tobramycin 
were  not. 

If  some  of  the  Enterobacteriaceae  in  the  indige- 
nous flora  of  a hospital  carried  R factors  which 
conferred  the  ability  to  make  GADT  (gentamicin 
adenylyltransferase),  the  widespread  use  of  tob- 
ramycin would  selectively  encourage  their  surviv- 


al. The  use  of  tobramycin  might  therefore  pro- 
mote the  emergence  of  resistance  to  kanamycin, 
gentamicin,  and  sisomycin  in  the  hospital. 

There  is  at  least  one  situation  in  which  penicil- 
lin-aminoglycoside synergy  may  be  useful  in  the 
treatment  of  gram-negative  rod  infection.  In  ex- 
perimental P.  aeruginosa  infection  in  mice,  the 
combination  of  carbenicillin  and  gentamicin  or  to- 
bramycin is  more  effective  in  treatment  than  ei- 
ther type  of  drug  alone.53  In  vitro  studies  suggest 
that  other  combinations  of  penicillins  and  ce- 
phalosorins  with  aminoglycosides  may  provide 
useful  synergy  against  gram-negative  bacilli 54  but 
there  is  little  confirmatory  in  vivo  data.55 

Pharmacology 

Aminoglycosides  are  usually  given  intramuscu- 
larly. All  are  poorly  absorbed  from  the  gastroin- 
testinal tract.56-57  Intravenous  administration  is 
possible,  and,  in  patients  with  both  life-threaten- 
ing infection  and  shock  or  hypotension,  this  may 
be  the  route  of  choice.  Some  patients  have  been 
given  doses  by  rapid  intravenous  “push”  without 
apparent  adverse  effects,58  but  there  is  danger  of 
neuromuscular  blockade  and  respiratory  paralysis 
with  rapid  administration.59  Intravenous  use  is 
necessary  in  only  exceptional  circumstances,  and 
in  these  cases  it  is  most  safely  accomplished  by 
infusions  which  last  for  at  least  fifteen  minutes. 

Rapid  absorption  occurs  after  intramuscular  in- 
jection. Peak  serum  levels  are  attained  within 
thirty  to  ninety  minutes.  The  serum  half-lives  of 
the  various  antibiotics  are  quite  similar  and  range 
from  two  to  three  hours  (Table  IV). 

Excretion  occurs  almost  exclusively  in  the  urine 
and  is  essentially  complete  within  twelve  hours 
after  intramuscular  dose.40’56,68  The  major  mech- 
anism of  excretion  is  glomerular  filtration.67’69 
The  poor  cellular  penetration  of  aminoglycosides 
has  previously  been  mentioned.  Their  distribu- 
tion is  almost  entirely  limited  to  extracellular 
fluids.69  70  Until  recently  it  was  thought  that  the 
drugs  were  excreted  in  unchanged  form.  The 
finding  of  radioactive  material  without  biologic  ac- 
tivity in  the  urine  of  subjects  given  tritiated  gen- 
tamicin suggests  that  metabolic  conversion  to  an 
inactive  product  may  occur.71  It  has  been  postu- 
lated that  as  yet  undefined  body  compartments 
become  saturated  early  in  the  course  of  aminogly- 
coside therapy  and  that  the  drug  is  either  slowly 
metabolized  in  these  compartments  or  slowly  re- 
leased. Several  types  of  evidence  support  this  hy- 
pothesis. When  repeated  doses  are  given  at 
twelve-  to  twenty-four-hour  intervals  (intervals 
sufficient  to  allow  maximal  urinary  excretion  and 
to  allow  the  serum  level  to  fall  to  near  zero),  the 
peak  level  progressively  rises  before  reaching  a 
plateau,  and  the  amount  of  antibiotic  recovered  in 
the  urine  increases.64  When  a single  dose  of  tri- 
tiated gentamicin  is  given,  only  about  50  per  cent 
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TABLE  V.  Aminoglycoside  levels  in  various  body  fluids  following  intramuscular  injection 


Body  Fluid 

Time  of  Peak 
After  Injection 
(Hour) 

Ratio:  Maximum 
Observed  Level- 
Serum  Peak 

Data  Derived 
from  Study  of 
Antibiotic 

Amniotic  fluid80 

0 

K 

Aqueous  humor81  82 

? 

<0  25 

G(K) 

Ascitic  fluid56  83 

?,  4 

<0.5 

S 

Bile 

Normal  liver  function8* 

9 

1 

K 

Abnormal  liver  function85-89 

2 

<.5* 

GS 

Cerebrospinal  fluid 

Uninflammed  meninges53'83'90-93 

4 to  6 

0 to  <0  25 

G (K)KS 

Inflammed  meninges78'83'91 

4 

0 . 25  to  0 . 5 

GKS 

Interstitial  tissue94 

?,  4 

<0 .25  to  0 . 5 

(G)(T) 

Pancreatic  juice95 

0 

(K) 

Perilymph  of  inner  ear71  96  97 

6 to  8 

<0.25 

(KSN) 

Peritoneal  dialysate98" 

9 

<0.25 

GT 

Pleural  fluid56-83 

?,  8 

<0.5 

S 

Prostatic  fluid100 

0 

S 

Saliva60 

0 

S 

Sputum,  bronchial  secretions101-103 

2 

<0.25 

G(G)T 

Synovial  fluid80104 

9 

0.5  to  1 

K 

Thoracic  lymph92-105 

i 

0.5  to  1 

G(G) 

Umbilical  cord  blood80106 

1 to  2 

0 . 25  to  I 

GK 

Vitreous  humor80-82 

0 

G(K) 

G = Gentamicin;  K = Kanamycin;  N = Neomycin;  S = Streptomycin;  T = Tobramycin;  ( ) = Data  derived  from  animal  studies;  symbols  without 

parentheses  indicate  data  derived  from  human  studies;  * = markedly  reduced  level  if  common  bile  duct  obstructed;  0 level  if  cystic  duct  obstructed. 


of  the  dose  can  be  accounted  for  by  excretion.71  It 
is  possible  that  the  inner  ear  and  kidney  may  be 
included  among  the  compartments  where  drug  is 
sequestered.  Appreciable  quantities  of  antibiotic 
can  be  found  at  both  of  these  sites  long  after  the 
serum  level  has  become  negligible.72,73 

Despite  the  complexities  mentioned,  a useful 
approximation  of  aminoglycoside  pharmacokinet- 
ics can  be  had  if  one  assumes  that  the  drugs  are 
distributed  in  a single  extracellular  compartment 
and  excreted  solely  by  glomerular  filtration  in  an 
unchanged  form.  The  rate  of  disappearance  of 
antibiotic  from  the  body  can  then  be  predicted 
with  the  use  of  readily  available  tests  of  glomeru- 
lar filtration  such  as  the  serum  creatinine.  Rough 
correlation  has  indeed  been  found  between  the 
serum  half-life  of  both  kanamycin  and  gentamicin 
and  the  creatinine  concentration.  The  half-life 
can  be  estimated  by  multiplying  the  creatinine 
concentration  by  a number  which  has  varied  be- 
tween 3 and  5 in  different  studies.74-76 

It  has  been  recommended  that  aminoglycoside 
doses  be  given  to  patients  with  impaired  renal 
function  once  every  third  half-life.74  Excessive 
accumulation  of  antibiotic  can  thus  be  prevented 
and  toxic  reactions  rendered  less  likely.  In  pa- 
tients with  markedly  reduced  renal  function  the 
use  of  such  methods  might  result  in  unacceptably 
low  serum  concentrations  of  antibiotic  for  pro- 
longed periods  prior  to  doses.  At  Boston  City 
Hospital,  where  serum  level  determinations  are 
readily  available,  aminoglycosides  are  usually 
given  more  frequently  than  every  third  half-life  in 
reduced  doses.  After  the  initial  “loading  dose,” 
one  half  dose  is  given  every  half-life,  as  calculated 


from  the  serum  creatinine.  The  dose  is  subse- 
quently modified  according  to  the  results  of  anti- 
biotic level  determinations. 

The  serum  half-life  in  newborn  infants  particu- 
larly those  born  prematurely  is  considerably  long- 
er than  that  of  adults.77  '8  By  the  end  of  the  first 
month  of  life  the  half-life  in  infants  is  only  slightly 
different  from  that  of  adults,  and  by  the  end  of  the 
second  year  there  is  no  appreciable  difference.79 

Urine  is  the  only  body  fluid  in  which  aminogly- 
cosides are  more  highly  concentrated  than  in 
serum.  During  the  first  few  hours  after  a paren- 
teral dose  concentrations  of  several  hundred  mi- 
crograms per  milliliter  are  usual  in  the  urine. 
Table  V presents  a compilation  of  data  about  dis- 
tribution in  other  body  fluids.  Most  of  the  data 
are  self-explanatory,  but  several  comments  can  be 
made.  The  amount  of  drug  found  in  the  bile  is  in- 
versely proportional  to  hepatobiliary  function. 
Patients  with  the  most  serious  biliary  infections 
may  achieve  the  lowest  concentrations  of  antibiot- 
ic. Intrathecal  aminoglycoside  therapy  has  been 
advocated  in  the  treatment  of  gram-negative  rod 
meningitis  because  of  low  cerebrospinal  fluid  con- 
centration after  administration  by  the  usual 
routes.107  Such  therapy  exposes  patients  to  the 
dangers  associated  with  the  injection  of  any  for- 
eign substance  into  the  subarachnoid  space  and 
may  predispose  to  an  increased  hazard  of  ototoxic- 
ity because  of  rapid  antibiotic  transport  into  peri- 
lymph of  the  middle  ear.108  The  few  studies  avail- 
able of  patients  with  inflamed  meninges  show  that 
cerebrospinal  fluid  levels,  although  lower  than 
serum  levels,  may  be  appreciable.  Only  controlled 
studies  of  efficacy  can  answer  the  question  of 
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whether  or  not  intrathecal  therapy  is  advanta- 
geous in  the  treatment  of  meningitis.  The  tran- 
splacental passage  of  aminoglycosides  is  such  that 
the  possibility  of  toxicity  to  the  fetus  must  be  con- 
sidered when  they  are  given  to  a pregnant  woman. 
Poor  concentrations  are  achieved  in  ocular  tissue 
and  fluids  when  antibiotic  is  given  intramuscular- 
ly, but  quite  adequate  levels  follow  subconjuncti- 
val injection.109’110  Even  in  the  presence  of  peri- 
toneal inflammation,  the  concentration  of  aminog- 
lycosides in  peritoneal  dialysate  is  low.  It  has 
therefore  been  suggested  that  antibiotic  be  added 
to  the  lavage  solution  in  the  desired  concentration 
when  infection  develops  during  the  course  of  peri- 
toneal dialysis.98  Although  transport  from  serum 
to  peritoneum  is  poor,  the  reverse  is  not  true,  and 
considerable  systemic  absorption  should  be  ex- 
pected when  this  procedure  is  used.111 

Paucity  of  published  data  makes  it  difficult  to 
make  precise  statements  about  the  quantities  of 
drug  removed  during  peritoneal  or  hemodialysis. 
It  is  probably  accurate  to  say  that  less  than  half  an 
administered  dose  will  be  removed  by  thirty-six 
hours  of  peritoneal  dialysis  while  a single  hemodi- 
alysis run  removes  considerably  more  than  half  an 
administered  dose.66’98,99’112-114 

Oral,  endotracheal,  and  topical  use  of  aminogly- 
cosides is  not  usually  associated  with  significant 
systemic  absorption.  However,  under  certain  cir- 
cumstances, particularly  in  the  presence  of  renal 
failure,  high  serum  levels  may  follow  administra- 
tion by  these  routes,  and  toxicity  may  result.57 

Toxicity 

Neuromuscular  blockade  is  an  uncommon  but 
potentially  serious  side-effect  of  aminoglycoside 
antibiotics.  All  aminoglycosides  which  have  been 
studied  have  been  found  to  be  capable  of  causing 
this  effect.115  It  appears  to  be  dose  related  and 
self  limited  and  can  be  antagonized  by  anticholi- 
nesterases and  calcium  salts.59  Patients  with 
myasthenia  gravis  and  those  who  have  been  given 
other  neuromuscular  blocking  agents  or  ether  ap- 
pear to  be  particularly  prone  to  this  complication 
of  aminoglycoside  treatment.  The  resulting  respi- 
ratory paralysis  can  necessitate  assisted  ventila- 
tion for  hours  or  days. 

By  far  the  most  important  sites  of  subacute  and 
chronic  toxicity  are  the  kidney  and  both  the  ves- 
tibular sensory  organs  and  cochlea  of  the  inner  ear. 
Each  of  the  aminoglycosides  which  has  been  stud- 
ied has  proved  capable  of  causing  damage  at  all 
three  sites  in  experimental  animals,  but  there  are 
particular  areas  where  each  is  most  likely  to  exert 
toxicity.68,116  118  Table  VI  presents  a subjective 
impression  of  the  occurrence  of  the  different  types 
of  toxicity  in  persons  treated  systemically  with 
usual  doses.  The  table  is  based  on  review  of  the 
appropriate  literature1 17  127  and  on  personal  expe- 
rience.128 


TABLE  VI.  Subjective  impression  of  toxicity  of  various 
aminocyclitol  antibiotics 


Antibiotic 

“ ' 

Vestibular 

Auditory 

Renal 

Spectinomycin 

Absent 

Absent 

Absent 

Streptomycin 

Occasional 

Rare 

Absent 

Neomycin 

Rare 

Common 

Common 

Kanamycin 

Rare 

Occasional 

Infrequent 

Gentamicin 

Occasional 

Infrequent 

Infrequent 

Some  of  the  more  important  features  of  aminog- 
lycoside ototoxicity  are  summarized  in  the  fol-  j 
lowing  outline. 

Clinical  features 

Auditory  or  vestibular 
Unilateral  or  bilateral 
Nearly  always  irreversible 
Usually  occurs  late  in  course  of  therapy 
Tinnitus  occasionally  precedes  hearing  loss 
High-frequency  hearing  loss  precedes  loss  of  lower 
frequencies 

Progressive  or  delayed  toxicity  may  occur  after 
withdrawal  of  drug 
Predisposing  factors 
Definite 

Renal  insufficiency 
Age 

Daily  dose 

Synergy  with  other  causes  of  ototoxicity,  such  as 
noise  and  ethacrynic  acid 
Speculative 
Total  dose 
Hereditary 

Previous  ototoxic  agents 
Height  of  serum  level 
Perilymph  level 

When  it  occurs,  ototoxicity  is  almost  always  ir- 
reversible.117122 Continuation  of  the  antibiotic 
after  abnormalities  have  been  found  leads  to  fur- 
ther impairment  of  function.122  Vestibular  toxici- 
ty has  been  considered  less  serious  than  auditory 
toxicity.129  Although  function  is  permanently  al- 
tered. the  dizziness  associated  with  vestibular  tox- 
icity may  diminish  with  time,  and  the  impairment 
may  be  partially  compensated  with  visual  spatial 
orientation.  Thus  even  though  the  total  incidence 
of  ototoxicity  (both  auditory  and  vestibular)  in  pa- 
tients treated  with  dihydrostreptomycin  is  similar 
to  that  in  patients  treated  with  streptomycin,  the 
former  drug  has  been  abandoned  because  of  its 
greater  tendency  to  cause  hearing  loss.121-130 

A particularly  disturbing  aspect  of  aminogly-  1 
coside  ototoxicity  is  that  it  may  progress  or  even 
have  its  onset  after  the  drug  has  been 
stopped. 124’129,130  In  some  patients,  tinnitus  or  a 
feeling  of  pressure  in  the  ear  may  precede  hearing 
loss,  but  in  most  patients  there  is  no  warning  at  I 
all.122  A characteristic  pattern  of  hearing  loss  de- 
veloped in  persons  in  whom  kanamycin  therapy 
was  continued  after  the  onset  of  auditory  abnor- 
malities. The  highest  frequencies  were  lost  first, 
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and  progressively  lower  frequencies  (that  is,  those 
most  important  in  understanding  speech)  were 
lost  thereafter.122 

It  is  difficult  to  obtain  an  accurate  estimate  of 
the  incidence  of  ototoxicity  in  patients  treated 
with  the  various  aminoglycosides.  High-frequen- 
cy hearing  loss  and  mild  vestibular  disturbance 
may  be  inapparent  and  thus  missed  in  retrospec- 
tive studies  or  studies  which  depend  on  the  obser- 
vation of  symptoms.  It  has  been  suggested  that  a 
series  of  toxic  events  which  in  themselves  are  of 
minor  significance  may  eventually  combine  with 
the  normal  effects  of  aging  to  cause  severe  inner- 
ear  dysfunction.121  If  this  theory  is  correct,  sub- 
clinical  toxicity  may  he  of  major  importance.  The 
type  of  study  best  suited  to  accurately  measure  ot- 
otoxicity is  one  in  which  periodic  tests  of  auditory 
and  vestibular  function  are  compared  with  base- 
line data.  The  period  of  study  should  extend  until 
several  weeks  beyond  the  completion  of  therapy 
because  of  the  possibility  of  delayed  toxicity.  Few 
studies  of  aminoglycoside  ototoxicity  have  been 
done  which  incorporate  these  features.  Two  thor- 
ough early  investigations  of  streptomycin  and  kan- 
amycin  showed  a very  high  incidence  of  ototoxic- 
ity 121.122  Both  were  done  on  groups  of  patients 
given  large  doses  of  antibiotic  for  very  long  periods 
of  time.  Two  recent  studies  of  gentamicin  show  a 
low  rate  of  auditory  but  a substantial  rate  of  ves- 
tibular toxicity.124  125  Further  data  about  the  in- 
cidence of  both  immediate  and  long-term  effects 
of  aminocyclitol  antibiotics  on  the  inner  ear  are 
needed. 

Animal  studies  have  shown  that  aminoglycoside 
ototoxicity  is  dose  related.132  The  single  most  im- 
portant factor  predisposing  to  human  inner-ear 
damage  has  been  renal  insufficiency.123’129’130  Pa- 
tients in  whom  toxic  changes  have  occurred  have 
tended  to  be  older  than  other  patients  given  simi- 
lar doses.123  Older  patients  may  be  at  greater  risk 
of  ototoxicity  because  of  diminished  renal  function 
or  because  of  preexisting  subclinical  inner-ear  ab- 
normalities. Synergistic  toxicity  between  ethac- 
rynic  acid  and  aminoglycosides  has  been  observed 
in  patients  and  confirmed  in  experimental  ani- 
mals.133134 It  is  quite  possible  that  other  ototoxic 
agents  (such  as  aspirin,  furosemide,  chloroquine, 
quinine,  vancomycin,  and  antineoplastic  drugs131) 
may  interact  similarly  with  aminoglycosides. 
Both  kanamycin  and  neomycin  have  been  shown 
to  potentiate  noise-induced  inner-ear  dam- 

^crg  135,136 

Auditory  and  vestibular  abnormalities  rarely 
occur  during  the  first  few  days  of  aminoglycoside 
therapy  but  are  common  after  long  periods  of 
treatment.121  123  It  has  been  inferred  that  the 
total  amount  of  drug  given  is  an  important  deter- 
minant of  toxicity.  The  incidence  of  inner-ear 
damage  is,  however,  quite  low  regardless  of  the 
total  dose  when  the  daily  dose  is  small.122-125 


There  have  been  several  reports  which  have  de- 
scribed deafness  following  streptomycin  adminis- 
tration in  several  members  of  the  same  fami- 
ly  137,138  jt  js  possible  that  hereditary  factors  may 
predispose  to  aminoglycoside  ototoxicity. 

The  concentration  of  antibiotic  in  the  inner-ear 
fluids  may  be  a significant  determinant  of  ototoxi- 
city. This  concentration  is  not  related  in  any  sim- 
ple way  to  the  serum  level,  the  amount  of  drug  per 
dose,  or  the  dose  schedule.  Studies  on  perilymph 
obtained  in  animal  experiments  show  that  the 
pharmacokinetic  behavior  of  aminoglycosides  in 
the  inner-ear  fluids  is  quite  different  from  that  in 
the  serum. 73,96’97  There  is  slow  accumulation  of 
the  drug  for  several  hours  after  a dose  has  been 
given,  and  substantial  concentrations  may  be  pres- 
ent long  after  the  serum  level  has  become  unde- 
tectable. It  is  possible  that  delayed  ototoxicity  is 
caused  by  antibiotic  which  persists  in  the  inner  ear 
after  administration  has  been  discontinued.97 

Many  case  reports  document  an  association  be- 
tween aminoglycosides  and  acute  renal  failure. 
Two  recent  reports  suggest  that  changes  in  blood 
urea  nitrogen  and  serum  creatinine  may  be  com- 
mon in  patients  treated  with  gentamicin.139-140 
Most  of  the  patients  described  in  these  two  series 
were  acutely  ill,  and  diminished  renal  function 
may  have  been  due  to  many  causes  other  than  an- 
tibiotic toxicity. 

The  nature  and  incidence  of  aminoglycoside  ne- 
phrotoxicity is  probably  less  well  understood  than 
that  of  ototoxicity.  Available  evidence  suggests 
that  at  least  transient  alteration  of  renal  physiolo- 
gy is  an  inevitable  consequence  of  aminoglycoside 
treatment.  Both  human  beings  and  animals  given 
aminoglycosides  rapidly  develop  elevated  urinary 
concentrations  of  a variety  of  enzymes.141-143  The 
probable  source  of  these  enzymes  is  the  renal  tu- 
bular cell.  An  apparent  histologic  correlate  of  this 
phenomenon  has  recently  been  described  in  exper- 
imental animals.  Rats  given  subtoxic  doses  of 
gentamicin  uniformly  developed  lysosomal  abnor- 
malities in  their  renal  tubular  cells.144  In  most 
cases  the  enzymuria  and  the  histologic  changes  ob- 
served in  experimental  animals  appear  to  be  sta- 
ble, nonprogressive  conditions.  Proteinuria  and 
the  appearance  of  urinary  casts  have  been  de- 
scribed as  “toxic”  effects  of  aminoglycosides. 
Aminoglycosides  have  been  continued  in  some  pa- 
tients after  the  development  of  such  abnormalities 
without  resulting  deterioration  of  renal  func- 
tion.122 

It  is  thus  difficult  to  distinguish  between  what 
appears  to  be  an  expected  phenomenon  of  minor 
significance  and  a potentially  life-threatening 
complication  of  therapy.  The  incidence  of  clini- 
cally significant  aminoglycoside  nephrotoxicity  is 
probably  small.  If  it  is  detected  early  and  the 
drug  is  promptly  withdrawn,  it  appears  to  be  fully 
reversible.11.  It  remains  for  future  studies  to  de- 
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termine  whether  or  not  any  conveniently  mea- 
sured parameter  (for  example,  urinalysis,  degree  of 
enzymuria,  and  serum  antibiotic  level)  can  be  used 
to  predict  impending  toxicity  and  allow  dose  mod- 
ification before  it  occurs. 

Aminoglycoside  blood  levels: 
recommendations  for  their  use 

There  are  many  ways  in  which  the  concentration 
of  aminoglycosides  in  body  fluids  can  be  mea- 
sured.145-150 The  disk  diffusion  microbiologic 
assay  is  the  most  widely  available  of  these  and  is 
quite  adequate.  It  requires  little  equipment  and 
technical  expertise  beyond  that  which  is  available 
in  the  laboratories  of  most  large  hospitals.  The 
chief  drawback  of  this  method  is  that  it  is  time- 
consuming.  Its  routine  performance  requires  the 
full-time  attention  of  at  least  one  member  of  the 
laboratory’s  staff.  The  two  possible  uses  of  anti- 
biotic assay  are:  prediction  of  efficacy  and  avoid- 
ance of  toxicity. 

At  least  two  studies  suggest  that  aminoglycoside 
serum  assay  can  be  used  to  predict  the  efficacy  of  a 
given  dose  in  the  treatment  of  infection.151’152  In 
the  first  of  these,  success  in  treating  P.  aeruginosa 
bacteremia  varied  inversely  with  the  serum  level  of 
gentamicin.  A concentration  of  at  least  4 micro- 
grams per  milliliter  appeared  to  be  necessary  for 
the  elimination  of  bacteria.  In  the  second  study 
the  cure  rate  of  patients  with  various  gram-nega- 
tive infections  who  were  treated  with  gentamicin 
was  significantly  higher  if  certain  levels  were 
achieved  than  if  they  were  not  (8  micrograms  per 
milliliter  in  pneumonia,  5 micrograms  per  millili- 
ter in  other  infections). 

Aminoglycoside  ototoxicity  is  dose  related.  The 
serum  peak  level  is  also  related  to  the  dose  given. 
It  is  not  surprising  that  in  retrospective  studies 
patients  who  have  suffered  toxicity  have  had  high- 
er than  average  serum  antibiotic  concentrations.123 
It  is  not  necessarily  true  that  the  height  of  the 
serum  peak  concentration  is  a useful  predictor  of 
toxicity.  The  lack  of  direct  relationship  between 
the  serum  and  perilymph  levels  has  previously 
been  mentioned.  Aminoglycoside  toxicity  can  be 
greatly  reduced  if  the  drugs  are  given  every  other 
day  or  three  times  a week  rather  than  daily  despite 
the  fact  that  similar  individual  doses  are  used  and 
thus  similar  peak  concentrations  are  attained.122 
In  one  of  the  few  prospective  studies  which  has  at- 
tempted to  relate  toxicity  to  serum  level,  no  corre- 
lation was  found  between  the  incidence  of  “dizzi- 
ness” and  peak  concentration  in  patients  treated 
with  streptomycin.153  There  was  a significantly 
higher  incidence  of  dizziness  in  those  whose 
twenty-four-hour  serum  level  was  3 micrograms 
per  milliliter  or  higher.  On  the  basis  of  these  bits 
of  evidence,  it  seems  likely  that  the  serum  level  av- 
eraged over  some  period  of  time  or  perhaps  the 


“trough”  level  will  prove  to  be  more  useful  in  the 
prediction  of  toxicity  than  the  peak  concentration. 

With  these  considerations  in  mind  the  following 
recommendations  are  offered  for  the  use  of  serum 
level  determinations  when  they  are  available.  It 
should  be  understood  that  the  recommendations 
are  tentative  and  based  in  large  part  on  specula- 
tion. 

Relatively  low  doses  (for  example,  2 to  3 mg.  per 
kilogram  per  day  of  gentamicin)  can  be  given  in 
uncomplicated  urinary  tract  infections  because  the 
drug  is  selectively  concentrated  in  the  urine.  The 
effect  of  antibiotic  in  these  cases  can  be  potentiat- 
ed by  alkalinization  of  the  urine  with  bicarbonate 
or  acetazolamide.  In  infections  at  sites  other  than 
the  urinary  tract  one  should  try  to  achieve  a peak 
serum  level  (one  hour  after  an  intramuscular  dose) 
of  at  least  5 micrograms  per  milliliter  for  gentami- 
cin and  tobramicin  and  20  micrograms  per  millili- 
ter for  kanamycin  and  streptomycin.  Since  the 
peak  level  has  been  observed  to  either  rise  slightly 
or  remain  constant  when  successive  doses  of  ami-  t 
noglycosides  are  given,64  repeated  determinations 
of  peak  level  are  unnecessary  after  an  adequate 
concentration  has  been  attained  if  renal  function 
is  constant.  In  patients  with  normal  renal  func- 
tion the  eight-hour  level  of  gentamicin  and  tob- 
ramycin and  the  twelve-hour  level  of  streptomycin 
and  kanamycin  should  be  low,  and  results  of  1 mi- 
crogram per  milliliter  or  lower  are  acceptable.  Pe- 
riodic predose  levels  can  be  obtained  during  long 
courses  of  therapy  as  an  aid  in  the  avoidance  of 
toxicity.  Precise  control  of  dosage  with  the  help 
of  serum  levels  should  be  relatively  easy  in  pa- 
tients with  moderate  abnormalities  of  renal  func- 
tion, but  in  patients  with  advanced  renal  failure  it 
may  be  difficult  to  find  a dosage  schedule  which  is 
both  adequate  for  therapy  and  unlikely  to  cause 
ototoxicity. 

Toxicity  is  least  likely  to  occur  during  the  first 
few  days  of  therapy.121-123’130  In  many  cases  addi-  f!i 
tional  information  such  as  definitive  identification 
of  pathogens  or  results  of  sensitivity  tests  may  be- 
come available  during  that  period  allowing  a 
change  of  antibiotic.  If  the  use  of  aminoglycosides 
is  unavoidable,  ototoxicity  must  be  accepted  as  a 
likely  consequence  of  therapy  in  patients  with 
markedly  diminished  renal  function.  No  specific 
recommendations  can  be  given  at  the  present  time 
for  the  use  of  serum  levels  in  the  avoidance  of  ne- 
phrotoxicity. 

Some  specific  aminocyclitol 
antibiotics 

The  following  brief  descriptions  are  intended 
both  to  review  material  already  presented  and  to 
introduce  some  antibiotics  not  yet  mentioned. 
Some  of  the  newer  drugs  show  promise  of  impor- 
tant future  uses.  Others  are  described  here  be- 
cause they  can  be  found  in  the  recent  literature  of 
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antibiotics,  including  many  of  the  articles  cited  in 
this  review. 

Streptomycin,  although  the  oldest  of  the  amino- 
cyclitols,  still  retains  many  important  uses.  It  has 
long-established  usefulness  in  the  treatment  of  tu- 
berculosis. The  number  of  M.  tuberculosis  strains 
showing  in  vitro  resistance  of  streptomycin  re- 
mains small.154  It  can  still  be  used  in  gram-nega- 
tive rod  infections  when  in  vitro  tests  show  sensi- 
tivity, and  it  can  often  be  combined  synergistically 
with  penicillins  or  vancomycin  in  serious  gram- 
positive infections.  The  incidence  of  toxicity  due 
to  streptomycin  compares  favorably  with  that  due 
to  other  aminoglycosides.  The  most  usual  type  of 
toxicity  is  the  least  noxious  of  those  associated 
with  aminoglycosides  (vestibular  damage  as  com- 
pared to  hearing  loss  or  nephrotoxicity).  Strepto- 
mycin should  be  chosen  in  preference  to  other  am- 
inoglycosides when  in  vitro  tests  show  sensitivity. 

Neomycin  is  no  longer  available  for  parenteral 
use  because  of  the  high  incidences  of  hearing  loss 
and  nephrotoxicity  that  were  associated  with  its 
use.  Its  spectrum  of  antibacterial  activity  is  very 
similar  to  that  of  kanamycin.  Neomycin-kanamy- 
cin  cross  resistance  is  common,  almost  certainly 
because  both  drugs  are  inactivated  by  the  same 
bacterial  enzyme  (neomycin  phosphotransferase). 
Neomycin  is  widely  used  as  a topical  agent  and  as 
an  oral  drug  for  presurgical  bowel  preparation  and 
for  treatment  of  hepatic  encephalopathy.  Its  use 
for  these  purposes  selectively  promotes  the  surviv- 
al of  organisms  which  produce  neomycin  phospho- 
transferases and  thus  encourages  the  emergence  of 
transferase  kanamycin-resistant  strains. 

Kanamycin  has  the  same  uses  as  streptomycin 
but  apparently  greater  toxicity.  Most  Enterbac- 
teriaceae  involved  in  “community-acquired”  infec- 
tions will  be  sensitive  to  kanamycin.  Both  Provi- 
dencia  species  and  Proteus  rettgeri  which  are  often 
resistant  to  gentamicin  are  usually  sensitive  to  ka- 
namycin.7 

Gentamicin  has  the  broadest  spectrum  of  activi- 
ty of  any  aminoglycoside  presently  available  for 
general  use.  Included  among  the  organisms  which 
can  be  inhibited  with  therapeutically  attainable 
concentrations  of  gentamicin  are  most  Enterobac- 
teriaceae  species,  Pseudomonas  aeruginosa,  many 
other  types  of  gram-negative  rods,  Staph,  aureus, 
group  A streptococci,  Neisseria  gonorrheae,  and 
M.  tuberculosis.  The  toxic  potential  of  gentami- 
cin does  not  appear  to  be  particularly  high  com- 
pared with  other  aminoglycosides.  Gentamicin 
resistance  in  Enterobacteriaceae  and  P.  aeruginosa 
is  not  a significant  problem  at  the  present  time, 
but  resistant  strains  are  present  in  the  environ- 
ment, and  some  have  already  made  appearances  in 
hospitals.  Indiscriminate  overuse  of  this  drug 
may  encourage  the  development  of  bacterial  resis- 
tance and  ruin  what  has  become  a valuable  weap- 
on in  the  treatment  of  infection.  Gentamicin 


should  be  ordered  without  hesitation  when  life- 
threatening  infection  of  undefined  cause  is  pres- 
ent, but  it  need  not  necessarily  be  continued  if 
bacteriologic  data  indicate  that  another  agent  may 
be  substituted.  Its  use  should  otherwise  be  con- 
fined to  situations  where  in  vitro  tests  and  clinical 
judgment  indicate  that  other  agents  cannot  be 
used. 

Spectinomycin  is  the  smallest  in  molecular  size 
of  the  aminocyclitol  antibiotics  and  the  only  one  in 
current  use  that  is  not  also  an  aminoglycoside.  It 
has  moderate  in  vitro  activity  against  many  indi- 
vidual Enterobacteriaceae  strains,  but  most 
species  are  largely  resistant  to  its  effects.51  Its 
major  usefulness  is  an  alternative  to  penicillin  in 
the  treatment  of  gonorrhea.11  Studies  in  healthy 
volunteers  indicate  that  its  toxicity  is  minimal.127 

Paromomycin  is  closely  related  to  neomycin  and 
no  longer  used  parenterally  because  of  excessive 
toxicity.  It  still  retains  usefulness  as  an  oral  drug 
in  the  treatment  of  intestinal  amebiasis.155 

Tobramycin  is  both  structurally  and  pharmaco- 
logically similar  to  gentamicin.3’67  As  previously 
mentioned,  organisms  highly  resistant  to  one  are 
likely  to  be  resistant  to  the  other.  Minimum  in- 
hibitory concentrations  against  P.  aeruginosa  are 
usually  lower  for  tobramycin  than  for  other  amino- 
glycosides.12'28,51’156”158  Tobramycin  is  presently 
the  aminoglycoside  of  choice  in  documented  P. 
aeruginosa  infection.  It  offers  no  advantage  over 
gentamicin  for  most  other  uses. 

Sisomicin  is  similar  in  structure  and  virtually 
identical  in  antibacterial  spectrum  to  gentami- 
cin.12,28’156’157  It  is  inactivated  by  the  same  bacte- 
rial enzymes  as  gentamicin. 

Amikacin  is  produced  from  kanamycin  A by  a 
simple  chemical  modification.2  It  has  pharmaco- 
logic properties  similar  to  those  of  kanamycin  and 
antibacterial  spectrum  similar  to  that  of  gentami- 
cin.7’28,51,158  It  thus  has  significant  activity 
against  most  gram-negative  rods  including  P. 
aeruginosa  and  against  many  gram-positive 
species  and  most  strains  of  M.  tuberculosis.  It  is 
not  inactivated  by  the  same  enzymes  as  gentami- 
cin, tobramycin,  and  sisomicin,  and  organisms  re- 
sistant to  these  drugs  may  be  sensitive  to  amika- 
cin. 

Butirosin,  unlike  other  aminocyclitol  antibiot- 
ics, is  the  product  of  a bacterial  (Bacillus  circu- 
lans)  rather  than  a fungal  species.28  It  has  moder- 
ate in  vitro  activity  against  Staph,  aureus  and 
many  gram-negative  rods. 

Lividomycins  are  newly  discovered  products  of  a 
Streptomyces  species  which  thus  far  have  shown 
no  apparent  advantage  over  other  aminocyclitol 
antibiotics.159 

Viomycin  and  Capreomycin  are  peptide  antibi- 
otics which  are  neither  aminocyclitols  nor  aminog- 
lycosides.160 They  are  used  in  the  chemotherapy 
of  tuberculosis  and  are  frequently  grouped  with 
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the  aminoglycosides  because  of  similarities  in 
pharmacology  and  toxicology. 

Summary 

Aminoglycoside  antibiotics  are  low  molecular 
weight  compounds  which  contain  aminosugars  and 
amine-containing  cyclic  polyols  in  their  structures. 
Although  they  are  used  chiefly  for  the  treatment 
of  infections  caused  by  gram-negative  bacilli,  in 
vitro  studies  have  shown  activity  for  many  amino- 
glycosides against  a wide  variety  of  bacteria  in- 
cluding Mycobacteria,  Mycoplasmas,  Hemophilus 
influenzae,  and  Neisseriae.  Synergy  between  ami- 
noglycosides and  penicillins,  cephalosporins,  and 
vancomycin  against  gram-positive  organisms  has 
been  demonstrated  by  in  vivo  as  well  as  in  vitro 
studies.  When  gram-negative  bacilli  are  resistant 
to  aminoglycosides  it  is  usually  because  of  antibi- 
otic-inactivating enzymes  produced  by  the  orga- 
nisms as  a result  of  the  possession  of  “R  factors.” 
The  serum  half-life  of  all  members  of  the  group  is 
roughly  proportional  to  the  serum  creatinine  con- 
centration and  is  usually  between  two  and  three 
hours  in  persons  with  normal  renal  function. 
Urine  is  the  only  body  fluid  in  which  aminogly- 
cosides are  more  highly  concentrated  than  in 
serum.  Except  in  desperately  ill  patients,  intra- 
muscular is  preferable  to  intravenous  administra- 
tion because  of  the  danger  of  neuromuscular 
blockade.  Deafness  and  vestibular  dysfunction, 
the  most  common  forms  of  subacute  and  chronic 
aminoglycoside  toxicity,  often  occur  without  warn- 
ing, are  usually  irreversible,  and  may  first  occur 
after  the  drug  has  been  stopped.  In  addition  to 
age,  renal  function,  and  daily  dose,  heredity  and 
the  simultaneous  administration  of  other  drugs 
may  be  significant  factors  in  the  occurrence  of  oto- 
toxicity. Alteration  of  renal  physiology  appears  to 
be  an  inevitable  consequence  of  the  use  of  these 
antibiotics,  but  the  frequency  with  which  they 
cause  clinically  significant  renal  dysfunction  is  un- 
known. Peak  serum  levels  are  useful  in  predicting 
the  efficacy  of  aminoglycoside  therapy.  Trough 
levels  are  probably  more  useful  than  peak  levels  in 
the  avoidance  of  toxicity.  Among  the  newly  avail- 
able and  investigational  antibiotics  in  this  class, 
tobramycin,  amikacin,  and  spectinomycin  are  like- 
ly to  have  important  future  uses. 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.  — N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens,  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermallyO.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparation; ) 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat  j 
ment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus j 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen 
tial.  If  new  infections  due  to  bacteria  or  fungi  appear  durlnc  j 
therapy,  discontinue  penicillin  and  take  appropriate  measures.' 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  th< : 
opinion  of  the  physician,  the  condition  being  treated  is  lif< 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primarBj 
or  secondary  syphilis,  perform  proper  diagnostic  procedures* 
including  darkfield  examinations.  In  all  cases  in  which  concomi  ff 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for  a *8 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen  [ 
situation)  skin  rashes,  ranging  from  maculopapular  eruptions  t<,8 
exfoliative  dermatitis:  urticaria;  serum  sickness-like  reaction:  I; 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Seven  I 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings/)  ■ 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  ha  S 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  intra  S 
muscular  injection,  in  upper  outer  quadrant  of  buttock.  In  infant  I 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable  £ 
When  doses  are  repeated,  vary  injection  site.  Before  injectiorf- 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blool 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de  l 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  nc» 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice'! 
Physicians  are  cautioned  not  to  use  less  than  recommende* 
doses, 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4. 
million  units  intramuscularly  divided  into  at  least  two  doses  an 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  ore  j! 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection  |j 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  shoul 
be  individualized  using  large  amounts  of  short-acting  penicillirt 
Gonorrheal  endocarditis  should  be  treated  intensively  wit  > 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  fc  § 
gonorrhea  (male  and  female)  is  accomplished  with  same  trea  f 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control.  Venc  * 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therap 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  othe 
wise,  a culture  specimen  should  be  obtained  from  the  anterici 
urethra  In  the  female,  culture  specimens  should  be  obtaineil. 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persist  I 
3 or  more  days  following  initial  therapy  and  smear  or  culturM 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  unit 
I.M.  divided  in  2 injection  sites  at  single  visit 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  j 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  fc  I 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  unil«i 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  fc  f 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  whi 
also  have  syphilis  should  be  given  additional  treatment  apprcj 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-cc| 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  su: 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  O.JS II 
lecithin, 0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  methyJ 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  viil 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabilize  j 
aqueous  suspension  with  sodium  citrate  buffer  and  approximati ' 

7 mg.  lecithin,  2 mg,  carboxymethylcellulose,  3 mg. 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorb 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg., 
paraben, 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 
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IN  SYPHILIS 

INJECTION 


Bicillin  S 


(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G.  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
[G  sensitive  microorganisms  that  are  susceptible  to  the  low  and 
| very  prolonged  serum  levels  common  to  this  particular  dosage 
form  Therapy  should  be  guided  by  bacteriological  studies  (in 
eluding  sensitivity  tests)  and  by  clinical  response. 

! The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G.  — Venereal  in- 
fections: Syphilis,  yaws,  beiel  and  pmta 

For  deep  intramuscular  injection  only. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
| penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
Iphylactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
, frequent  following  parenteral  therapy  but  has  occurred  with  oral 
T penicillins  These  reactions  are  more  apt  to  occur  m individuals 
jwith  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper- 
sensitivity, Before  penicillin  therapy,  carefully  inquire  into  pre 
vious  hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  eg.  pressor  amines,  antihistamines  and  corti- 
costeroids. 


Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  miection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism,  otherwise  the  sequelae  of  streptococcal 
disease  may  occur  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana 
phylaxis.  Fever  and  eosmophilia  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopema.  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ- 
ated with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jartsch-Herxheimer  reaction  has 
been  reported 

Administration  and  Dosaga:  Venereal  infections - 
Syphilis  - Primary,  secondary  and  latent  2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age.  50,000  umts/Kg  body 
weight:  ages  2-1 2 years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
Injection  In  the  upper  outer  quadrant  of  the  buttock  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel  If  blood  appears,  remove  the  needle  and  miect  in 
another  site, 

Composition:  Units  benzathine  penicillin  G (as  active  in- 
gredient) 2.400,000  units  in  4-cc.  single  dose  disposable  syringe. 
Each  disposable  synnge  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethyiceliulose,  0.6%  povidone,  0.1%  methylparaben,  and 
0.01%  propylparaben.  300.000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg  povidone.  1 mg.  carboxymethyiceliulose. 
0.5  mg  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate.  1.2  mg.  methylparaben.  and  0.14  mg.  propyl- 
paraben. 
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I.  Carcinoma  of  gallbladder 

BJORN  THORBJARNARSON,  M.D. 

New  York  City 

Attending  in  Surgery,  New  York  Hospital — Cornell  Medical  Center 


Cancer  of  the  biliary  tree  is  a relatively  rare  dis- 
ease, but  uncommonly  deadly.  It  is  chiefly  a dis- 
ease of  late-middle  and  advanced  age.  The  esti- 
mated incidence  of  cancer  found  in  patients  oper- 
ated on  for  biliary  disease  is  about  0 to  0.7  per  cent 
under  the  age  of  fifty  and  5 to  9 per  cent  over  the 
age  of  fifty.  The  gallbladder  is  the  most  common 
primary  site  of  carcinomas  of  the  biliary  tree,  and 
cancer  is  found  in  about  1 of  every  50  gallbladders 
removed.1  Gallbladder  cancer  is  more  common 
among  women  than  men  in  approximately  the 
same  proportion  as  gallstones  are  more  common  in 
women.  Gallstones  are  mainly  implicated  as  caus- 
ing cancer  in  the  gallbladder,  and  stones  are  found 
in  at  least  83  per  cent  of  these  patients.  There 
may  be  an  indication  that  stones  are  more  impor- 
tant in  carcinogenesis  in  women  than  men,  since 
91  per  cent  of  all  women  with  gallbladder  cancer 
have  been  found  also  to  harbor  stones,  whereas 
only  59  per  cent  of  males  were  similarly  affected.1 
The  association  of  stones  with  cancer  is  not  fully 
explained;  perhaps  it  is  longstanding  chronic  irri- 
tation and  damage  from  the  stones  that  causes  the 
cancer,2  but  cholesterol  and  bile  salts  are  also 
closely  related  to  compounds  that  have  been  found 
to  cause  gallbladder  cancer  in  experimental  ani- 
mals.3’4 Some  evidence  of  environmental,  occupa- 
tional causes  of  biliary  tract  cancer  have  recently 
been  postulated.5 

Symptoms 

The  symptoms  and  signs  of  gallbladder  cancer 
vary  considerably  but  can  rarely  be  distinguished 
from  those  of  disease  caused  by  stones  alone.  The 
symptoms  of  patients  with  both  stones  and  cancer 
are  usually  of  longer  duration,  averaging  over  five 
years,  indicating  that  the  stones  had  been  present 
for  a long  time  before  cancer  developed.  Patients 
with  cancer  without  stones  usually  have  symptoms 
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of  less  duration,  averaging  six  months.  The  dura- 
tion of  symptoms  does  not  help  in  evaluating  the 
status  of  the  tumor.  The  most  common  symp- 
toms in  gallbladder  cancer  are  pain,  jaundice,  and 
weight  loss.  Jaundice  associated  with  gallbladder 
cancer  is  not  always  an  unfavorable  sign  although 
most  of  the  time  it  is  evidence  of  far-advanced  dis- 
ease. A significant  number  of  patients  have  con- 
comitant common  duct  stones,  and  these  may 
cause  the  jaundice  rather  than  the  tumor. 

Natural  course  of  patients 

Almost  all  patients  with  untreated  carcinoma  of 
the  gallbladder  die  from  liver  failure  secondary  to 
outflow  obstruction  of  the  biliary  tract.1-6  As  with 
other  malignant  tumors,  metastatic  lesions  of  the 
gallbladder  can  cause  unusual  problems.  Patients 
have  been  known  to  die  from  uremia  caused  by  ob- 
struction of  the  ureters  by  metastases  and  perfora- 
tions of  intra-abdominal  organs  from  involvement 
with  implants  and  metastases  occurring.  Untreat- 
ed patients  have  not  been  known  to  live  for  more 
than  a few  months  after  the  onset  of  symptoms  of 
gallbladder  tumor.1’7 

Diagnosis 

Carcinoma  of  the  gallbladder  can  only  be  diag- 
nosed at  surgery.  Up  to  now  there  are  only  isolat- 
ed cases  of  gallbladder  carcinoma  being  diagnosed 
with  cholecystography,8  but  there  are  indications 
of  a high  incidence  of  cancer  in  the  porcelaneous 
gallbladder.9-11  The  findings  both  on  physical  ex- 
amination and  through  laboratory  tests  are  the 
same  as  in  calculous  disease  of  the  biliary  tract, 
and  only  in  the  later  stages  a mass  may  be  palpa- 
ble or  distant  metastases  found.  The  findings 
usually  do  not  vary  significantly  from  those  in  be- 
nign biliary  tract  disease.  Most  gallbladder  can- 
cers originate  in  the  fundus  of  the  gallbladder,  but 
tumors  originate  also  in  the  body  or  the  ampulla  of 
the  gallbladder  and  these  tumors,  and  also  in  the 
later  stages  those  that  originate  in  the  fundus, 
have  a tendency  to  grow  over  onto  the  hepaticodu- 
odenal  ligament  causing  obstruction  of  the  flow  of 
bile  and  jaundice.  Some  of  the  tumors,  however, 
in  the  body  of  the  gallbladder  and  in  the  fundus 
first  cause  invasion  and  obstruction  of  the  duo- 
denum or  the  pylorus  of  the  stomach,  and  thus  a 
reasonably  early  symptom  may  occasionally  be  du- 
odenal or  pyloric  obstruction  even  before  jaundice 
becomes  apparent.1’2’5’7’10-13 

Pathologic  features 

Most  gallbladder  cancers  are  adenocarcinomas, 
but  a small  number  are  found  to  have  epidermoid 
features.1’14’15  Carcinoma  in  situ  may  be  found  in 
the  gallbladder,  and  patients  with  in  situ  tumor 
have  been  found  to  die  later  from  metastatic  le- 
sions.1 
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Surgery 

Surgery  for  gallbladder  carcinoma  may  be  divid- 
ed into  three  groups,  first  of  all  a gallbladder  can- 
cer that  is  removed  without  prior  knowledge  that 
there  is  a tumor  in  the  gallbladder  (Fig.  1A).  This 
is  not  uncommon,  and  in  this  group  are  most  of  the 
survivors  following  removal  of  gallbladder  cancer. 
When  the  cancer  is  found  to  be  localized  within 
the  wall  of  the  gallbladder  on  pathologic  examina- 
tion, there  is  probably  no  reason  for  any  further 
surgery.  The  second  group  includes  the  patients 
in  whom  the  cancer  is  present  in  the  gallbladder 
but  also  invading  the  right  lobe  of  the  liver  which 
is  the  location  where  extension  usually  first  be- 
comes apparent  (Fig.  IB).  Autopsy  studies  in 
gallbladder  cancer  have  shown  a small  but  signifi- 
cant number  of  patients  dying  from  gallbladder 
cancer  with  the  tumor  still  localized  and  causing 
jaundice.  This  would  indicate  that  a small  num- 
ber of  patients  might  be  helped  by  a radical  proce- 
dure involving  removal  of  the  right  lobe  of  the 
liver  along  with  the  gallbladder.  This  procedure 
indeed  has  been  carried  out  on  numerous  occa- 
sions, and  although  survivors  are  few  and  far  be- 
tween, the  procedure  should  still  be  kept  in  mind 
in  some  instances.12-16  The  third  group  of  pa- 
tients with  gallbladder  cancer  are  those  in  whom 
distant  spread  and  involvement  of  both  lobes  of 
the  liver  and/or  involvement  of  the  hepatic  blood 
supply  has  occurred  making  total  removal  unfeasi- 
ble (Fig.  1C).  This  group  of  patients  has  a very 
short  life  expectancy,  but  palliative  procedures 
may  make  life  more  bearable.  The  symptoms  that 
sometimes  may  be  helped  are  the  jaundice  and 
itching  associated  with  jaundice,  which  may  be 
helped  by  a T tube  placed  inside  the  common  duct 
bridging  the  obstructed  area  and  thus  allowing  bile 
to  flow  to  the  intestine.  The  duodenal  and  pyloric 
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FIGURE  1.  (A)  Carcinoma  of  gallbladder  incidentally  dis- 

covered after  cholecystectomy  for  stones  is  usually  ade- 
quately treated  by  cholecystectomy  alone,  and  no  further 
surgery  is  indicated.  (B)  Carcinoma  of  gallbladder  with  ex- 
tension into  right  lobe  of  liver,  particularly  at  level  of  fundus 
but  with  no  distant  metastases,  should  preferably  be  treat- 
ed by  total  right  hepatic  lobectomy  along  with  removal  of 
gallbladder.  (C)  Carcinoma  of  gallbladder  with  extension 
into  liver  and  onto  hepaticoduodenal  ligament  cannot  be 
cured  by  surgery.  Palliation  is  best  obtained  by  placing  a 
T tube  across  tumor  to  eliminate  jaundice.  Gastroenter- 
ostomy is  often  indicated  when  tumor  extends  over  to  duo- 
denum. 


obstruction  from  invasion  of  a cancer  of  the  body 
or  from  the  gallbladder  may  also  be  alleviated  by  a 
gastrojejunostomy. 

Survival  following  surgery 

Carcinoma  of  the  gallbladder  is  at  present  the 
fifth  most  common  malignant  lesion  of  the  gas- 
trointestinal tract  and  represents  3 to  4 per  cent  of 
all  malignant  lesions.  Survivors  following  surgery 
for  five  or  more  years  are  very  rare,  and  in  a series 
from  The  New  York  Hospital  involving  90  pa- 
tients, there  were  3 seven-year  survivors.  All  of 
these  had  been  treated  by  simple  cholecystectomy. 
In  this  series  there  were  no  long-term  survivors 
following  radical  surgery  for  gallbladder  cancer. 
Thus  at  present  gallbladder  cancer  may  be  consid- 
ered as  a universally  fatal  disease  unless  it  is  re- 
moved not  at  the  stage  where  it  is  grossly  recog- 
nized, but  rather  during  surgery  for  benign  biliary 
tract  disorders.  With  6,500  persons  dying  from 
gallbladder  cancer  each  year  in  the  United  States 
it  might  be  worthwhile  to  consider  whether  or  not 
this  should  be  used  as  an  indication  for  cholecys- 
tectomy in  patients  with  asymptomatic  gallstones 
and  as  a means  for  impressing  patients  with  gall- 
stones with  the  need  for  early  removal.  The  fact 
that  very  few  patients  are  found  with  gallbladder 
cancer  before  the  age  of  fifty  would  set  this  as  an 
obligatory  age  for  the  application  of  elective  chole- 
cystectomy in  preventing  gallbladder  cancer. 

525  East  68th  Street 
New  York,  N.Y.  10021 
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Part  II  will  appear  in  the  April  issue  of  the  Journal. 


Legislation  needed  to  solve  malpractice 
crisis,  according  to  insurance  executive 

Changes  in  the  entire  legal  and  social  approach  to  the 
question  of  medical  malpractice  may  be  needed  to  solve 
the  malpractice  insurance  crisis  engulfing  much  of  the 
medical  profession,  according  to  the  chief  executive  of 
an  insurance  company  prominent  in  the  malpractice 
field. 

“The  malpractice  crisis  is  on  the  brink  of  becoming  a 
disaster,  on  both  sides,”  says  Waverly  G.  Smith,  presi- 
dent of  the  St.  Paul  Fire  and  Marine  Insurance  Compa- 
ny- 

In  an  article  entitled  “Medical  Malpractice:  Is  It  In- 
surable?” in  the  January-February  issue  of  The  Journal 
of  Insurance,  a bimonthly  magazine  of  the  Insurance  In- 
formation Institute,  Mr.  Smith  states: 

“Currently  only  about  a dozen  insurance  companies 
provide  medical  malpractice  insurance  coverage.  It  is 
uncertain  how  long  any  of  us  can  continue.  The  condi- 
tions . . . have  deteriorated  so  much  that  in  1975  some 
doctors  in  some  states  may  be  unable  to  purchase  stan- 
dard malpractice  insurance  at  any  price.” 

The  problem  is  a difficult  one,  for  which  legislation 
may  be  the  only  remedy,  Mr.  Smith  suggests.  Says  the 
article: 

“Identifying  the  problems  has  not  been  easy.  There 
have  been  suggestions  that  the  malpractice  crisis  could 
be  solved  if  doctors  would  do  a better  job  of  policing 
their  own  profession,  weeding  out  the  incompetents  . . . 

“The  truth  is  that  the  most  highly  qualified  doctor 
can  lose  a malpractice  claim.  Any  doctor  can  face  a 
malpractice  allegation — not  because  he  is  incompetent, 
but  because  the  practice  of  medicine  is  complex  and  get- 
ting more  complex.  Mistakes  can  happen  even  under 
the  most  competent  practitioner.” 


Arbitration  rather  than  court  trial  of  malpractice 
cases  offers  some  promise  in  speeding  settlement  and  re- 
ducing the  cost  of  claims,  but  does  not  provide  a com- 
plete answer,  says  Mr.  Smith. 

He  continues: 

“We  must  consider  what  remedial  legislation  is  neces- 
sary to  prevent  the  complete  collapse  of  legal  defenses. 
The  medical  profession,  the  public  and  legislators  must 
recognize  that  doctors  cannot  be  expected  to  be  infalli- 
ble and  there  must  be  some  protection  under  the  law.” 

Mr.  Smith  mentions  specifically  the  need  for  remedial 
legislation  to  restore  and  retain  the  “locality  rule,” 
shorten  statutes  of  limitations,  guarantee  confidentiality 
and  immunity  from  legal  action  for  medical  peer  review 
groups,  and  establish  standards  for  informed  consent  of 
patients. 

Mr.  Smith  defines  the  locality  rule  as  the  common  law 
under  which  a doctor  is  held  responsible  for  following 
the  accepted  standard  of  medical  practice  in  his  own 
community. 

“Today,”  he  says,  “plaintiff  attorneys  are  bringing  in 
paid  medical  witnesses  from  all  parts  of  the  country,  in 
all  specialties,  to  testify  as  to  the  standard  of  care  the 
local  physician  should  have  followed.  Their  excuse  is 
that  local  doctors  won’t  testify  against  colleagues.  . . . 
This  ‘conspiracy  of  silence’  argument  frequently 
translates  into  the  fact  that  an  attorney  simply  was  not 
able  to  find  a local  doctor  whose  medical  opinion  agreed 
with  the  attorney’s  legal  conclusion.  In  reality,  a plain- 
tiff with  a legitimate  claim  has  little  trouble  obtaining 
adequate  local  medical  testimony.” 

Mr.  Smith  concludes: 

“Malpractice  insurers  are  eager  to  work  with  anv 
group  interested  in  solving  the  malpractice  crisis.  Ac- 
tion at  this  point  is  more  important  than  words.  Time 
is  running  out  in  terms  of  an  available  and  free  market 
for  medical  malpractice  insurance.” 
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We  previously  reported  a case  of  congenital  chy- 
lothorax which  responded  dramatically  to  modifi- 
cation of  the  treatment  regimen.1  Our  experience 
made  us  painfully  aware  of  some  of  the  drawbacks 
of  MCT  (medium-chain  triglyceride)  diets  and  re- 
peated thoracentesis.  During  the  treatment  of 
this  infant,  we  reviewed  previously  published  case 
reports  and  the  physiology  of  intestinal  lymphatic 
flow.  The  information  w-e  obtained  gave  us  a 
clearer  understanding  of  the  natural  history  of 
congenital  chylothorax,  an  explanation  for  pro- 
longed hospitalization  of  these  patients,  and  a rea- 
son for  the  ineffectiveness  of  MCT  diets.  Fortu- 
nately for  this  patient  our  understanding  came 
soon  enough  to  be  of  help  and  may  have  accounted 
for  this  infant’s  survival. 

This  review  clearly  defines  the  entity  of  congen- 
ital chylothorax  and  traces  the  development  of  a 
new  concept  of  therapy.  We  feel  the  therapeutic 
approach  outlined  will  be  particularly  useful  in 
congenital  chylothorax,  but  it  may  be  adapted  to 
acquired  forms  of  chylothorax. 

Chylothorax  is  the  most  common  cause  of  pleu- 
ral effusion  causing  respiratory  distress  in  the 
newborn  child.2  Prompt  recognition  of  this  neo- 
natal emergency  and  appropriate  therapy  are  es- 
sential to  insuring  its  generally  favorable  progno- 
sis. 

Summary  of  cases 

Thirty-four  cases  of  congenital  chylothorax* 
were  analyzed.3-31  The  first  report  of  a case  of 
congenital  chylothorax  was  in  a seven-week-old  in- 

* For  the  purpose  of  discussion,  congenital  chylothorax  and 
neonatal  chylothorax  are  used  as  synonymous  terms.  Any  pa- 
tient noted  to  have  a chylothorax  in  the  first  two  months  of  life 
was  considered  as  having  had  the  condition  from  birth. 


fant,  noted  by  Pisek  in  1917. 3 Such  cases  have 
been  noted  with  increasing  frequency,  with  only  2 
reported  in  the  1920s  and  10  in  the  1960s. 

Etiology.  In  1957  Randolph  and  Gross20  first 
referred  to  the  condition  as  congenital  chylotho- 
rax. Some  underlying  abnormality  of  the  lym- 
phatic system  has  been  implicated  as  the  cause  of 
neonatal  chylothorax,  although  no  etiologic  factor 
has  been  found.20 

Chylothorax  occurring  in  the  neonatal  period 
differs  from  chylothorax  occurring  in  childhood 
and  adulthood.  In  these  later  periods  of  life,  etio- 
logic factors  have  usually  been  defined.  In  child- 
hood the  most  common  etiologic  factor  is  trauma 
to  the  lymphatic  system  following  surgical  proce- 
dures on  the  heart  and  great  vessels.  In  fact, 
spontaneous  chylothorax  in  childhood  is  exceed- 
ingly rare.  Kirkland32  was  able  to  find  reference 
to  only  3 cases.  In  adult  life,  trauma,  neoplasm, 
and  inflammatory  obstruction  are  the  most  com- 
mon causes. 

Onset  of  symptoms.  Of  the  34  cases  reviewed, 
14  (41  per  cent)  were  symptomatic  at  birth.  Thir- 
teen others  (38  per  cent)  became  so  within  the  first 
week  of  life.  Of  these  latter  13,  7 had  their  onset 
within  the  first  twenty-four  hours  of  life.  Thus, 
symptoms  from  a congenital  chylothorax  occurred 
within  the  first  twenty-four  hours  of  life  in  21  of  34 
infants  (64  per  cent).  In  the  remainder,  symp- 
toms were  noted  at  two  weeks  in  3 infants,  three 
weeks  in  1,  five  weeks  in  1,  and  seven  weeks  in  2. 

Side  of  pleural  effusion.  Right-sided  effu- 
sion occurred  in  18  infants  (53  per  cent),  3 of 
whom  had  symptoms  at  birth.  Eleven  of  these 
had  an  associated  mediastinal  shift.  Left-sided 
effusion  occurred  in  12  infants  (35  per  cent). 
Seven  were  symptomatic  at  birth,  and  8 had  an  as- 
sociated mediastinal  shift.  Bilateral  pleural  effu- 
sions were  reported  in  4 of  the  34  cases,  with 
symptoms  occurring  at  birth  in  3. 

In  13  of  the  14  reported  cases  with  onset  of 
symptoms  at  birth  in  which  the  side  of  pleural 
effusion  was  noted,  7 were  left-sided,  3 right-sided, 
and  3 were  bilateral. 

Sex.  In  the  33  cases  in  which  sex  was  noted,  23 
occurred  in  males  and  10  in  females. 

Pregnancy,  labor,  and  delivery.  Pregnancy 
was  reported  as  normal  in  16  reports.  Complica- 
tions were  noted  in  4 mothers,  3 of  whom  had  pol- 
yhydramnios. Gestational  length  was  reported  as 
normal  in  21  cases.  There  was  no  apparent  rela- 
tionship between  type  of  labor  or  mode  of  delivery 
and  presence  of  chylothorax,  side  of  effusion,  or 
onset  of  respiratory  distress. 

Birth  weight.  Birth  weight  averaged  3,550 
Gm.  (range  2,520  to  5,727  Gm.)  in  the  27  cases  in 
which  it  was  reported.  No  patient  was  premature 
by  weight.  No  correlation  could  be  found  among 
birth  weight,  onset  of  symptoms,  degree,  or  side  of 
pleural  effusion. 
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Thoracentesis.  The  total  amount  of  fluid 
tapped  from  the  chest  of  these  infants  over  the 
course  of  their  disease  showed  wide  variability 
(Table  I).  The  smallest  amount  removed  was  60 
cc.,  taken  at  birth  with  one  tap;  the  largest  was 
5,300  cc. — 3,600  cc.  from  the  left  and  1,700  cc. 
from  the  right  chest.  This  large  amount  was  re- 
moved from  a child  with  bilateral  chylothorax  who 
had  had  onset  of  symptoms  at  birth.  However,  no 
fluid  was  removed  until  three  weeks  of  age.  This 
child  had  42  bilateral  thoracenteses  over  the 
course  of  sixty  days. 

In  15  of  the  22  patients  to  whom  thoracenteses 
were  done  and  the  amount  of  pleural  fluid  with- 
drawn recorded,  spontaneous  remission  within  one 
to  twenty  days  occurred  with  seven  procedures  or 
less  (Table  I).  It  is  important  to  note  that  the 
vast  majority  of  these  (11  of  15)  were  corrected 
with  three  or  less  thoracenteses.  The  average 
yield  of  chyle  in  these  mild*  cases  was  270  cc. 
(range  60  to  500  cc.).  None  of  these  patients  died. 

In  the  remaining  7 more  severe*  cases,  a signifi- 
cantly greater  number  of  taps  (for  example,  12  to 
42  bilateral  taps)  were  required  before  spontane- 

* “Mild”  is  arbitrarily  defined  in  Table  I as  having  less  than 
600  ml.  withdrawn  from  pleural  cavities;  whereas,  “severe”  pa- 
tients had  a total  of  more  than  1,000  cc.  removed. 


This  review  clearly  defines  the  entity  congenital 
chylothorax  and  traces  the  development  of  a con- 
cept of  therapy.  Reduction  of  thoracic  duct  lymph 
flow  and  control  of  pleural  fluid  accumulation  may 
be  achieved  with  medium  chain  tryglyceride  diets 
and  repeated  thoracenteses.  The  therapeutic  reg- 
imen proposed  includes  giving  nothing  by  mouth  to 
effect  a maximal  reduction  in  intestinal  lymphatic 
flow  and  thus  ultimately  to  reduce  accumulation  of 
lymphatic  fluid  in  the  pleural  space.  After  three 
thoracenteses,  chest  tube  drainage  should  be  insti- 
tuted, if  control  of  the  chylous  effusion  has  not 
been  achieved.  A more  rapid  control  of  chylotho- 
rax is  anticipated,  obviating  the  need  for  hyperali- 
mentation since  hypoalbuminemia  may  not  occur. 


ous  remission  occurred.  The  average  yield  in 
these  severe  cases  was  3,370  cc.  (range  1,155  to 
5,300  cc.).  Three  of  these  7 patients  died.  No  cor- 
relation could  be  found  between  the  degree  of  fluid 
accumulation  and  the  onset  of  respiratory  distress. 

Hospitalization.  Hospitalization  averaged 
twenty-eight  days  in  those  cases  reported;  the 
shortest  stay  was  six  days  and  the  longest  ninety- 


TABLE  I.  Treatment  solely  by  thoracentesis* 

Ap- 

proxi- 

mate 

Accu- 

mula- 

Total  tion 


Authors 

Year 

Re- 

ported 

Chyle 

Removed 

(cubic 

centi- 

meters) 

Age  at 
Onset 

Site 

per 

Day 

(cubic 

centi- 

meters) 

Number 
of  Taps 
per 

Number 
of  Days 

Mild  chylothorax 

Hermier  et  al. 28 

1964 

60 

Birth 

L 

1 

Said,  Rosalinas,  and  Reichelderfer31 

1968 

65 

Birth 

Bilateral 

7 

2/9 

Stephan  and  Otto23 

1961 

75 

Birth 

Bilateral 

43 

2/3 

Yancy  and  Spock29 

1967 

130 

Birth 

R 

2/3 

Sakula14 

1950 

137 

One  day 

R 

14 

3/10 

Repesse,  Chabrun,  and  Le  Balle25 

1962 

155 

Four  hours 

L 

50 

2/3 

Feinerman,  Burke,  and  Olsen18 

1957 

165 

Six  days 

L 

1 

Janet,  Boegner,  and  Laquerriere6 

1936 

200 

Birth 

R 

1 

Boles  and  Izant22 

1960 

316 

Four  hours 

R 

23 

6/14 

McKendry,  Lindsay,  and  Gerstein19 

1957 

335 

Birth 

L 

3/? 

Perry,  Hodgman,  and  Cass20 

1963 

410 

Fifty-eight  hours 

R 

100 

3/4 

Cugell  and  Scherl12 

1949 

425 

Fifteen  hours 

R 

21 

5/20 

Pisek3 

1917 

450 

Seven  and  one-half 
weeks 

R 

60 

2/7 

McKendry,  Lindsay,  and  Gerstein19 

1957 

575 

Birth 

L 

7/? 

Blood  and  Fairchild15 

1954 

590 

Three  weeks 

R 

32 

4/18 

Severe  Chylothorax 

Stewart  and  Linner1 

1926 

1,155 

Four  days 

R 

70 

14/? 

Wessel10 

1944 

1,278 

Two  weeks 

R 

160 

12/12 

Everhart  and  Jacobs8 

1939 

1,350 

Birth 

R 

75 

18/18 

Boles  and  Izant22 

1960 

1,995 

Five  weeks 

R 

66 

27/30  ' 

Martinez13 

1950 

2,135 

Birth 

L 

85 

23/25 

Watson  and  Foster11 

1946 

2,245 

Seven  weeks 

R 

160 

15/14 

Forbes9 

1944 

5 , 300 

Eight  weeks 

Bilateral 

84  60 

* Two  cases  are  excluded,  since  no  information  is  given  as  to  size  of  pleurol  effusion:  Stirlacci  (1955) 1,1 

and  Breton  et  al. 

(1962). 51 
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eight  days.  There  has  been  no  decline  in  recent 
years  in  the  length  of  hospital  stay. 

Chief  complaint.  Respiratory  distress  even- 
tually occurred  in  all  34  cases.  Fourteen  of  the  34 
had  respiratory  distress  at  birth,  but  in  other  in- 
stances this  did  not  occur  until  days  or  weeks  after 
birth.  Progressive  respiratory  difficulties  were 
usually  noted  prior  to  hospital  admission. 

Cyanosis  was  present  in  23  of  34  patients  (70  per 
cent).  Five  of  13  patients  who  were  cyanotic  at 
birth  manifested  persistent  cyanosis  in  room  air. 
If  cyanosis  was  not  present  at  rest,  it  occurred  al- 
most universally  with  crying,  exertion,  or  drinking. 
In  no  case  was  fever  reported  as  the  initial  chief 
complaint. 

Physical  examination.  Twenty-seven  of  the 
34  reports  noted  admission  physical  findings  com- 
patible with  chylothorax.  Dullness  to  percussion 
over  the  effusion  was  the  most  common  physical 
finding,  reported  in  18  of  the  27  cases.  During 
auscultation,  breath  sounds  were  reported  as  de- 
creased in  14  and  absent  over  the  involved  side  of 
12  instances.  Fine  rales  over  the  involved  side  or 
over  both  lung  fields  were  reported  in  6 cases. 
Other  congenital  anomalies  were  conspicuously 
absent.  Wolf-Parkinson-White  syndrome  re- 
ported by  Yancy  and  Spock  in  196729  is  the  only 
example  of  a cardiac  conduction  anomaly. 

Treatment.  Thoracentesis  alone  was  used  in 
24  cases  (Table  I).  Thoracentesis,  followed  by 
chest-tube  drainage  or  surgical  thoracotomy,  was 
performed  in  6 cases.  19-2°.27-28  No  specific  treat- 
ment of  the  effusion  was  reported  in  2 cases.0,7 
Information  as  to  treatment  is  not  available  in  one 
case.30 

Thoracotomies  after  thoracenteses  were  per- 
formed in  3 instances.19,20  In  one  of  these  cases, 
reported  by  McKendry,  Lindsay,  and  Gerstein,19  a 
thoracotomy  was  done  following  the  third  thora- 
centesis. At  surgery  the  site  of  chyle  leakage  was 
not  found,  although  diffuse  “pleural  weeping”  was 
noted. 

Prophylactic  antibiotics  without  clear-cut  indi- 
cation were  given  in  10  instances. 10,11,13,18,21_23- 
,26,28,29  Other  measures  utilized  to  maintain 
fluid,  electrolyte,  and  protein  balance  were  intra- 
venous electrolyte  solutions,  plasma,  blood,  and,  in 
one  instance,  the  reinfusion  of  chyle.9  However, 
the  infusion  of  chyle,  introduced  by  Oeken  in  1908, 
has  been  associated  with  sudden  death.32,33 

Complications.  In  the  30  cases  where  the 
number  of  thoracenteses  were  recorded,  a total  of 
259  throacenteses  were  performed.  Four  reported 
a resultant  pneumothorax  (15  per  cent),  but  the 
risk  of  pneumothorax  per  thoracentesis  was  only 
1.5  per  cent. 

Weight  loss  was  reported  in  6 infants,  3 of  whom 
died.4,8,9  Fever  at  any  time  during  the  course  of 
hospitalization  was  rare,  reported  in  only  3 cases. 

Deaths.  There  were  5 reported  deaths  (15  per 


cent).4,5,7  9 In  2 instances  no  specific  treatment  of 
the  pleural  effusion  was  instituted.5,7 

The  third  death,  reported  by  Stewart  and  Din- 
ner,4 was  in  an  infant  with  a right-sided  chylotho- 
rax, appearing  with  respiratory  distress  and  cya- 
nosis at  four  days  of  age.  In  the  twenty  days  prior 
to  death,  1,155  cc.  of  fluid  had  been  removed  from 
the  chest.  Because  progression  of  the  disease  pro- 
cess seemed  imminent,  fluid  was  mistakenly  al- 
lowed to  accumulate  in  hopes  that  by  increasing 
intrathoracic  pressure,  further  seepage  would  no 
longer  occur.  An  autopsy  revealed  atelectasis  of 
the  right  lung  secondary  to  the  effusion. 

The  fourth  death,  reported  by  Everhart  and  Ja- 
cobs,8 involved  a child  with  right-sided  effusion 
and  cyanotic  spells  from  birth  occurring  each  time 
the  baby  cried.  On  admission  to  the  hospital  at 
two  weeks  of  age,  the  child  had  a thoracentesis 
once  a day  for  eighteen  days  with  removal  of  50  to 
100  cc.  of  fluid  each  time.  The  child  lost  1 pound, 
8 ounces  in  thirty-six  days,  developing  abdominal 
distention  and  fever  prior  to  death.  The  autopsy 
gave  no  clue  to  the  cause  of  death. 

The  fifth  death  involved  a massive  bilateral 
effusion  within  an  infant  who  had  had  attacks  of 
dyspnea  and  cyanosis  since  birth.9  After  admis- 
sion at  three  weeks  of  age,  she  had  42  bilateral  tho- 
racenteses and  sustained  a 300-Gm.  weight  loss 
during  a sixty-day  hospitalization.  Three  days 
prior  to  death,  she  developed  bilateral  pneumonia 
which  was  confirmed  at  autopsy. 

Follow-up.  Follow-up  was  reported  in  19  pa- 
tients. The  average  follow-up  was  fifteen  months 
(range  two  weeks  to  six  years).  All  children  were 
normal  at  the  follow-up  examination  except  for 
the  three-month-old  infant  reported  by  Cugell  and 
Scherl.12  They  observed  occasional  sternal  retrac- 
tions and  x-ray  evidence  of  atelectasis  of  the  left 
upper  lobe. 

Roentgenographic  findings.  The  roentgeno- 
graphic  picture  of  chylothorax  is  that  of  pleural 
effusion.  A diffuse  haziness  or  opacification  may 
be  seen  on  the  side  of  the  effusion,  especially  if  the 
film  is  made  with  the  infant  in  a supine  position. 
The  lung  on  the  side  of  the  effusion  is  decreased  in 
size,  showing  prominence  of  the  interstitial  pat- 
tern. Mediastinal  shift  may  or  may  not  be  pres- 
ent, depending  on  the  size  of  effusion. 

Gross  description  or  appearance  of 
chyle.  The  appearance  and  composition  of  chylous 
fluid  varies  depending  on  a variety  of  factors.  The 
most  important  of  these  factors  is  the  diet  of  the 
patient  at  the  time  of  fluid  removal.  Prior  to  any 
type  of  oral  feeding,  or  the  feeding  of  diets  low  in 
long-chain  fatty  acids,  the  fluid  has  been  variously 
described  as  yellowish-white,  clear  yellow,  clear 
and  straw-colored,  yellowish-orange  to  pale  yellow 
clear  fluid,  and  fluid  resembling  egg  yolk.  With  a 
diet  containing  a greater  amount  of  long-chain 
fatty  acids,  the  fluid  has  been  described  as  creamy 
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TABLE  II.  Chyle  composition 

Composition  of  Chyle  Composition  of  Chyle 

—in  Literature  Reviewed^  in  Case  Reported- 


Component 

Mean 

Range 

Mean 

Range 

Total  protein  (Gm.  per  100  ml.) 

3.56 

1 .89  to  6 .17 

3.6 

2 . 7 to  4 . 2 

Albumin  (Gm.  per  100  ml.) 

2.24 

1 .26  to  3 

Total  lipids  (mg.  per  100  ml.) 

1,180 

56  to  3 , 500 

Cholesterol  (mg.  per  100  ml.) 

81 

48  to  200 

60  (on  infant  formula 
(Enfamil));  28  to  42 
(on  MCT*  diet) 

Triglycerides  (mg.  per  100  ml.) 

197 

123  to  234 

600  (on  infant  formula); 
93  to  155  (on  MCT 
diet) 

White  blood  cells  per  cubic  milli- 
meter 

15,200 

0 to  29,000 

12,800 

5 , 500  to  29 , 400 

Lymphocytes  (per  cent) 

90 

70  to  100 

95  to  100 

Hydrogen  ion  concentration 

7 5 

7.4  to  7.8 

Specific  gravity 

1 .013 

1 .008  to  1.027 

1.021 

* MCT  = medium  chain  triglyceride. 


white,  milky,  milky  white  and  opaque,  milky  light 
yellow,  dense  lactescent  yellowish  fluid,  turbid  or- 
ange, and  creamy  yellow.  All  of  these  types  of 
fluid  are  invariably  described  as  odorless  and  ho- 
mogeneous. Furthermore,  the  fluid  is  sterile  on 
culture,  bacteriostatic,  and  stains  with  lipophilic 
dyes.  Table  II  lists  the  composition  of  chyle  in 
patients  with  congenital  chylothorax  and  records 
the  composition  of  the  chyle  aspirated  in  the  case 
we  reported. 

Comment 

Current  therapeutic  modalities  are  repeated 
thoracentesis  and  diets  free  of  water-insoluble 
long-chain  fatty  acids.  Generally,  thoracentesis  is 
instituted  clinically  when  respiratory  distress  oc- 
curs and  is  continued  until  fluid  accumulation 
ceases.  As  noted  in  Table  I,  the  number  of  days 
vary  widely. 

Diets  free  of  fat-soluble  fatty  acids  are  generally 
begun  when  the  diagnosis  of  chylothorax  is  made. 
The  reason  for  this  treatment  is  the  reduction  in 
chyle  flow  resulting  in  decreased  accumulation  of 
lymph  fluid  in  the  chest.  Since  current  therapy 
has  not  resulted  in  any  reduction  in  the  number  of 
hospital  days  required  to  effect  cure  in  these  in- 
fants, hospitalization  remains  relatively  prolonged. 
Morbidity  depends  mostly  on  the  natural  history, 
and  our  inability  to  identify  the  severe  chylothorax 
early  in  the  clinical  course  has  hampered  more  ag- 
gressive therapy.  Collating  of  approaches  yielding 
the  treatment  to  be  outlined  may  represent  an  im- 
provement in  therapy  by  reducing  hospitalization 
and  morbidity.  Although  review  of  the  literature 
has  revealed  no  prospective  indicator  of  severity,  it 
has  given  us  clues  as  to  how  we  might  expect  se- 
vere chylothorax. 

In  regard  to  chyle  drainage,  Decancq  34  advocat- 
ed continuous  complete  drainage  of  the  pleural 
cavity  and  negative  pressure  for  lung  expansion. 
In  his  small  series,  such  treatment  reduced  the 
number  of  days  of  drainage  and  the  amount  of 


fluid  drained.  The  advantage  of  this  aggressive 
approach  is  that  the  fluid  accumulation  does  not 
recur  and  cause  respiratory  distress.  Even  if  ade- 
quate thoracenteses  are  performed  in  severe  chylo-  j 
thorax,  the  chance  of  death  is  real  from  weight 
loss,  atelectasis,  and  pneumonia.4*8’9  Without 
treatment  these  patients  inevitably  die.5-7  There- 
fore, early  diagnosis  and  prompt  aggressive  non- 
surgical  management  is  indicated.  In  half  of  the 
cases  reviewed  on  Table  I (11  of  22),  three  or  less 
thoracenteses  appeared  adequate  in  controlling 
the  effusion. 

If  a pleural  effusion  appears  as  respiratory  dis- 
tress during  the  neonatal  period,  an  initial  diag- 
nostic and  therapeutic  tap  should  be  performed 
removing  as  much  fluid  as  possible.  When  the  di-  1 
agnosis  of  congenital  chylothorax  is  established 
and  if  fluid  reaccumulates  in  spite  of  two  addition- 
al thoracenteses,  the  child  will  probably  have  a 
prolonged  illness  (Table  I).  Chest  tube  drainage 
should  then  be  instituted  on  the  affected  side  or 
sides.  Direct  surgery  is  not  indicated  in  the  treat- 
ment of  congenital  chylothorax,  since  the  site  of 
leakage  cannot  be  easily  determined  by  gross  ex- 
amination at  operation.20 

All  patients  under  treatment  for  chylothorax 
should  be  given  nothing  by  mouth.  The  impor-  1 
tance  of  this  has  not  been  fully  appreciated.  The 
experimental  literature  demonstrates  that  water-  i 
insoluble  long-chain  fatty  acids  are  absorbed  al-  1 
most  entirely  via  the  intestinal  lymphatics,  but  the 
short-chain  water-soluble  fatty  acids  are  absorbed 
directly  into  the  bloodstream  of  the  portal  circula- 
tion.35-40 When  long-chain  fatty  acids  are  re- 
moved from  the  diet  a reduction  in  intestinal  lym-  i 
phatic  and  thoracic  duct  flow  occurs.38,41  Because 
of  this  fact,  these  patients  have  been  fed  fat-free 
diets.  However,  it  has  been  noted  in  animals 
which  have  fasted  that  water  or  physiologic  saline 
given  bv  mouth  produces  an  increase  in  the  flow  of 
intestinal  lymph.42,43  In  man,  it  has  been  shown 
that  water  given  by  mouth  increases  thoracic 
lymph  flow.44  Since  the  aim  is  to  reduce  as  much 
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as  possible  the  flow  of  thoracic  duct  lymph,  the 
most  effective  regimen  would  include  not  feeding 
these  patients  by  mouth.  If  there  is  an  onset  of 
weight  loss  and  hypoalbuminemia,  intravenous  ali- 
mentation should  he  implemented  following  the 
cautions  outlined.45,46 

Conclusion 

On  the  basis  of  a clear  understanding  of  the  en- 
tity congenital  chylothorax,  the  described  experi- 
ments, the  proved  ineffectiveness  of  MCT  diets, 
and  repeated  thoracentesis  to  shorten  the  hospi- 
talization of  these  patients,  we  recommend  the  fol- 
lowing steps:  (a)  nothing  by  mouth;  (2)  chest  tube 
thoracentesis  if  reaccumulation  occurs  after  the 
third  thoracentesis  is  performed,  removing  as 
much  fluid  as  possible  from  the  chest  each  time; 
and  (3)  intravenous  fluids  and  alimentation  if 
weight  loss  and  hypoalbuminemia  occur. 

Department  of  Surgery 
Montefiore  Hospital 
1 1 1 East  210th  Street 
The  Bronx,  New  York  10467 
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The  experience  of  depression  is  familiar  to  al- 
most all  human  beings.  The  loss  of  a loved  per- 
son, a loss  of  self-esteem,  loss  of  a part  of  the  body, 
or  other  similar  events  all  lead  to  a state  of  sad- 
ness, lethargy,  and  partial  withdrawal  of  interest, 
ordinarily  lasting  for  a few  hours  to  a few  weeks 
before  a normal  mood  state  returns.  However,  the 
term  depression  is  also  applied  to  a specific  clinical 
syndrome,  with  specific  symptoms,  referred  to  in 
this  report  as  endogenous  depression.  This  term 
subsumes  the  diagnoses  of  psychotic  depression, 
involutional  melancholia,  and  manic-depressive 
illness,  depressed.  There  is  a mounting  body  of 
evidence  which  indicates  that,  although  frequently 
precipitated  by  the  same  sorts  of  events  as  other 
depressions,  endogenous  depression  is  the  result  of 
a biochemical  dysfunction,  at  least  sometimes  of 
hereditary  origin.1’2  The  interplay  of  psychologic 
and  physiologic  factors  is  akin  to  the  classical  psy- 
chosomatic ailments,  such  as  a peptic  ulcer,  in 
which  a precipitating  stress  in  a predisposed  per- 
sonality will  unleash  physiologic  forces  which  then 
run  a course  of  their  own. 

Symptoms 

The  patient  with  endogenous  depression  pre- 
sents symptoms  affecting  the  psychologic  and  bio- 
logic spheres  of  functioning.  In  the  psychologic 
sphere,  the  patient  complains  of  a depressed 
mood;  difficulty  concentrating;  excessive  worrying, 
often  over  inconsequential  matters;  strong  feelings 
of  guilt,  inadequacy,  and  hopelessness;  anxiety  and 
agitation;  somatic  concerns;  and  suicidal  preoccu- 
pation. At  times,  these  worries  and  concerns  may 
reach  delusional  proportions.  There  is  a uniform 
complaint  of  a loss  of  zest  in  living  (anhedonia), 


and  a loss  of  drive  and  motivation.  Biologic 
symptoms  include  fatigue;  a slowing  down  (psy- 
chomotor retardation);  insomnia,  typically  with 
early  morning  awakening;  anorexia,  sometimes  ac- 
companied by  weight  loss;  constipation;  loss  of  li- 
bido and  impotence;  and  diurnal  mood  variation, 
when  usually  the  patient  feels  worse  in  the  morn- 
ing, with  some  relief  late  in  the  day.  In  any  1 pa- 
tient, one  or  another  symptom  may  be  most  pro- 
nounced, and  careful  questioning  is  necessary  to 
elicit  other  aspects  of  the  syndrome.  For  example, 
some  patients  will  deny  appetite  or  weight  loss, 
but  will  admit  that  they  have  lost  the  pleasure  of 
eating,  and  force  themselves  to  eat  to  maintain 
weight.  If  the  milder  forms  are  taken  into  ac- 
count, endogenous  depression  is  undoubtedly  the 
most  common  of  the  major  psychiatric  syndromes. 
In  making  this  diagnosis,  of  course,  one  must  keep 
in  mind  the  possibilities  of  a concomitant  medical 
illness  or  a precipitating  organic  ailment,  such  as 
Cushing’s  disease  or  brain  tumor. 

Diagnosis 

Once  the  diagnosis  has  been  established,  the  de- 
cision must  be  made  whether  or  not  to  hospitalize 
the  patient.  Some  of  the  factors  to  be  taken  into 
account  include  the  severity  of  the  depression,  the 
presence  of  psychotic  ideation,  the  degree  of  sui- 
cidal risk,3  the  amount  of  agitation,  and  the  pa- 
tient’s nutritional  state;  if  there  has  been  a severe 
weight  loss,  hospitalization  may  be  necessary  to 
correct  metabolic  imbalances.  Social  factors  play 
a major  role  in  this  decision;  adequate  family  sup- 
port and  resources  may  enable  a severely  de- 
pressed patient  to  remain  at  home,  while  the  ab- 
sence of  such  support  may  necessitate  hospitaliza- 
tion in  patients  otherwise  suitable  for  outpatient 
treatment. 

The  purpose  of  this  report  is  to  discuss  the  of- 
fice management  of  endogenous  depression  and  to 
describe  an  approach  I have  found  highly  effective. 
After  an  adequate  history  has  been  obtained,  sig- 
nificant organic  disease  ruled  out,  and  the  diagno- 
sis established,  I invite  the  family  to  join  the  pa- 
tient in  the  consulting  room  and  state  that  I will 
explain  to  them  precisely  what  is  wrong.  I explain 
the  difference  between  a depressive  reaction  and 
endogenous  depression,  and  outline  the  symptoms 
of  endogenous  depression,  pointing  out  how  the 
patient’s  complaints  fit  into  the  syndrome.  I state 
that  current  evidence  indicates  that  this  is  a bio- 
chemical disorder  and  is  an  illness  in  every  sense 
of  the  word,  in  exactly  the  same  way  that  diabetes 
is  an  illness.  I point  out  that  psychologic  factors 
frequently  precipitate  organic  illness,  using  the 
analogy  of  peptic  ulcer,  and  that  the  organic  com- 
ponent of  the  illness  requires  somatic  therapy,; 
which  is  highly  effective  for  endogenous  depres- 
sion. I then  outline  the  usage  of  antidepressant 
drugs.  If  indicated,  I add  that  insight  psychother- 
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The  syndrome  of  endogenous  depression  is  delin- 
eated, differentiated  from  a depressive  reaction, 
and  a " medical  model"  approach  to  its  manage- 
ment is  described.  A guide  for  the  use  of  antide- 
pressant drugs  is  given.  The  indications  for  inten- 
sive psychotherapy  and  psychiatric  referral  are 
discussed. 


apy  might  help  the  patient  deal  more  adequately 
with  his  problems  in  living,  but  that  such  psycho- 
therapy is  best  undertaken  after  the  acute  symp- 
toms of  the  depression  have  been  relieved. 

This  “medical  model”  approach  to  the  de- 
pressed patient  serves  to  remove  much  of  the 
shame  concerning  his  “mental  illness,”  and  helps 
him  and  his  family  to  understand  and  be  more  ob- 
jective toward  his  very  distressing  symptoms.  He 
is  usually  relieved  to  hear  a hopeful,  positive  ap- 
proach, and  readily  accepts  treatment. 

Treatment 

Antidepressant  drugs.  The  most  useful  of  the 
antidepressant  drugs  are  the  tricyclic  compounds, 
the  most  familiar  of  which  are  imipramine  hydro- 
chloride (Tofranil)  and  amitriptyline  hydrochlo- 
ride (Elavil).  There  is  some  evidence  that  indi- 
cates that  amitriptyline  hydrochloride  is  more  ef- 
fective than  imipramine  hydrochloride,  and  I gen- 
erally prescribe  either  amitriptyline  hydrochloride 
or  its  congener  protriptyline  hydrochloride  (Vivac- 
til).4  The  choice  between  the  2 drugs  is  based  on 
their  different  side  effects;  amitriptyline  hydro- 
chloride tends  to  produce  some  sedation  and 
lightheadedness  initially,  and  this  is  useful  in  an 
anxious  or  agitated  patient.  Protriptyline  hydro- 
chloride has  no  sedative  effect,  and  this  is  prefera- 
ble for  the  patient  who  must  work  or  who  is  made 
uncomfortable  by  sedation;  at  times,  protriptyline 
hydrochloride  during  the  daytime  and  amitripty- 
line hydrochloride  at  bedtime  is  a useful  combina- 
tion. All  tricylic  agents  produce  anticholinergic 
side-effects,  most  prominently  dry  mouth  and  con- 
stipation, and  patients  should  be  forewarned  to 
expect  these.  The  physician  must  also  be  alert  to 
the  occasional  complications  resulting  from  these 
anticholinergic  effects,  especially  cardiovascular 
complications,  urinary  retention,  and  exacerbation 
of  glaucoma. 

Dosage.  Starting  doses  depend  in  part  on  the 
patient’s  age,  but  a patient  in  good  physical  condi- 
tion can  usually  tolerate  25  mg.  of  amitriptyline 
hydrochloride  or  5 mg.  of  protriptyline  hydrochlo- 
ride four  times  a day.  Although  some  patients 
will  respond  to  smaller  doses  than  these,  far  more 
frequently  good  therapeutic  results  are  not  ob- 
tained because  of  inadequate  dosage.  Failure  to 
respond  to  medication  cannot  be  said  to  have  oc- 
curred until  a dosage  of  300  mg.  per  day  of  ami- 
triptyline hydrochloride  or  60  mg.  per  day  of  pro- 
triptyline hydrochloride  has  been  maintained  for  at 
least  two  weeks  without  any  sign  of  improvement 
whatsoever.  There  is  usually  a time  lag  of  about 
two  weeks  until  early  signs  of  improvement  ap- 
pear; these  are  usually  a diminution  of  anxiety,  an 
increase  in  activity  and  appetite,  and  improve- 
ment in  sleep.  The  patient  may  begin  to  notice 
that  he  feels  relatively  well  for  a few  hours,  or  even 
a full  day,  only  to  experience  a return  of  symp- 


toms. The  time  lag  and  the  fluctuating  course  of 
improvement,  analogous  to  the  defervescence  of  a 
fever,  should  be  carefully  explained  to  the  patient 
to  avoid  disappointments  during  the  early  stages 
of  therapy. 

Follow-up 

During  the  first  weeks  of  treatment,  the  patient 
should  be  seen  briefly  at  least  once  a week  to  regu- 
late dosage,  and  to  provide  the  reassurance  and 
support  essential  to  therapy.  Giving  the  patient 
the  physician’s  telephone  number  and  assuring 
him  he  can  call  at  any  time  is  an  extremely  helpful 
therapeutic  approach.  During  these  visits,  addi- 
tional psychosocial  history  may  be  obtained  and 
precipitating  factors  and  personality  conflicts  fur- 
ther delineated.  By  the  end  of  one  month,  the 
typical  patient  will  feel  significantly  better,  al- 
though full  recovery  may  not  occur  until  three 
months  have  passed.  After  the  acute  symptoms  of 
the  depression  have  lifted,  some  patients  may  con- 
tinue to  experience  a certain  amount  of  lethargy 
and  a lack  of  zest.  In  such  instances,  a small 
amount  of  a stimulant,  such  as  dextroampheta- 
mine sulfate,  5 mg.,  or  methylphenidate  hydrochlo- 
ride (Ritalin),  10  mg.  once  or  twice  a day,  will  alle- 
viate such  symptoms  until  a full  remission  has  oc- 
curred. Once  the  patient  feels  completely  well, 
stimulants  may  be  discontinued  and  antidepres- 
sant dosages  lowered  to  maintenance  levels.  This 
should  be  done  gradually,  so  that  any  recurrence 
of  symptoms  can  be  detected  and  dosages  adjusted 
accordingly.  Although  there  is  wide  individual 
variability  in  response  to  antidepressant  drugs, 
100  mg.  per  day  of  amitriptyline  hydrochloride,  or 
20  mg.  per  day  of  protriptyline  hydrochloride,  are 
usually  adequate  for  maintenance.  Of  course,  the 
patient  should  remain  symptom  free  at  whatever 
dosage  level  is  determined.  There  is  no  hard  and 
fast  rule  for  duration  of  maintenance  therapy,  but 
current  thinking  is  that  at  least  six  symptom-free 
months  should  take  place  before  a gradual  reduc- 
tion in  dosage  is  attempted.5  If  the  patient  has 
had  recurrent  depressions,  even  one  or  two  years 
apart,  permanent  maintenance  treatment  is  advis- 
able, since  this  will  usually  either  prevent  or  mini- 
mize the  symptoms  of  future  episodes. 
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Comment 

The  decision  of  whether  or  not  to  engage  the  pa- 
tient in  ongoing  psychotherapy  of  other  than  a 
supportive  nature  should  be  based  on  the  patient’s 
premorbid  level  of  functioning,  the  degree  of  per- 
sonality conflict  present,  and  the  patient’s  own  de- 
sires. In  other  words,  the  decision  regarding  in- 
tensive psychotherapy  should  be  made  indepen- 
dently of  the  fact  that  the  patient  experienced  an 
endogenous  depression;  this  illness  can  be  treated, 
and  prevented,  quite  adequately  by  the  use  of  an- 
tidepressants and  brief  supportive  psychotherapy 
and,  in  uncomplicated  cases,  can  be  managed 
without  the  assistance  of  a psychiatric  specialist. 
Those  instances  that  require  specialized  psychiat- 
ric management  are  with  patients  who  have  psy- 
chotic ideation,  who  are  seriously  suicidal,  who 
have  a history  of  hypomanic  episodes,  and  those 
who  have  not  responded  to  the  measures  outlined 
previously.  Each  of  these  circumstances  requires 


management  techniques  that  are  beyond  the  scope 
of  this  report.  However,  the  majority  of  patients 
with  endogenous  depression  seen  in  a physician’s 
office  are  appropriately  treated  by,  and  will  re- 
spond to,  the  straightforward  approach  described 
here. 

Bronx  Municipal  Hospital  Center 
The  Bronx,  New  York  10461 
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The  St.  Paul  will  convert  physicians 
malpractice  insurance  to  claims-made 

St.  Paul  Fire  and  Marine  Insurance  Company  an- 
nounced January  23,  1975,  it  will  discontinue  writing 
“occurrence”  type  malpractice  policies  for  physicians 
and  surgeons  and  market  only  “claims-made”  coverage. 
The  St.  Paul,  which  insures  48,000  doctors,  said  no  new 
or  renewal  business  would  be  written  after  June  30, 
1975,  except  under  a claims-made  policy. 

The  decision  was  based  on  t he  Company’s  conclusion 
that  physicians  have  become  virtually  uninsurable 
under  occurrence  policies  because  actuaries  cannot 
properly  price  that  type  of  contract. 

It  said  it  had  designed  a claims-made  program  that 
guarantees  the  insured  the  same  degree  of  financial  pro- 
tection during  his  career  and  into  retirement  that  the 
physician  now  has  under  an  occurrence  policy. 

With  continued  large  underwriting  losses  unaccept- 


able, and  with  the  uncertainties  about  the  future  claims! 
climate  for  malpractice  insurance,  the  alternative  tol 
claims-made  coverage  was  completely  abandoning  the| 
medical  malpractice  market,  The  St.  Paul  said. 

The  new  form  will  be  filed  immediately  in  all  states  in jl 
which  the  Company  writes  medical  malpractice  insur-l 
ance.  Claims-made  will  replace  the  old  form  as  soon  asl 
it  is  approved.  Company  representatives  will  be  dis-| 
cussing  the  claims-made  program  with  agents  and  medi- 
cal groups. 

NOTE:  The  basic  difference  between  occurrence  andl 
claims-made  policies  is  that  the  former  covers  claims  re-| 
ported  any  time  in  the  future  resulting  from  profession- 
al services  rendered  while  the  policy  was  in  force.  Itl 
takes  five  or  more  years  for  most  claims  to  be  reported!! 
from  one  year’s  incidents.  The  claims-made  policy  cov-l 
ers  claims  or  incidents  reported  while  the  policy  is  ini 
force.  Actuaries  need  only  to  project  claims  cosh| 
months  ahead  instead  of  years. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage. 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema.  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty. 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion; thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug; 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug.  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS, 
adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient’s weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia, nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme, 
Stevens-Johnson  syndrome,  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matics, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions, giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement. 
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For  complete  details,  including  dosage,  please 
see  lull  prescribing  information. 
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With  the  widespread  development  of  cardiac 
surgical  technology,  the  repair  of  congenital  cardi- 
ac anomalies  and  procedures  ameliorating  arterio- 
sclerotic coronary  artery  disease  are  no  longer  lim- 
ited to  a few  major  centers  in  the  country.  As  a 
result,  the  need  for  practicing  physicians  to  be 
more  familiar  with  the  anatomy  of  the  heart  and 
the  coronary  circulation  as  viewed  roentgeno- 
graphically  is  becoming  increasingly  important. 
Unfortunately,  a clear  appreciation  of  the  location 
of  each  of  the  cardiac  chambers,  the  heart  valves, 
and  the  coronary  arteries  in  all  of  the  routine  pro- 
jections used  to  study  the  heart  is  often  found 
most  difficult. 

A simple  approach  has  been  used  in  teaching 
which  has  been  very  useful  in  giving  a three-di- 
mensional concept  of  cardiac  anatomy.  Obvious- 
ly, the  importance  of  the  knowledge  of  the  spatial 
relationships  of  the  intracardiac  structures  in  di- 
minishing the  frequent  confusion  encountered  by 
novices  when  viewing  cardiac  angiograms  cannot 
be  overemphasized. 

“Ice  cream  cone”  concept 

The  analogy  of  the  heart  to  a pair  of  ice  cream 
cones  lying  on  its  side  was  made  by  Storch1  to  help 
orient  the  fluoroscopist  to  the  overall  shape  of  the 
heart  in  the  oblique  projections.  However,  to  my 
knowledge  full  advantage  of  this  model  has  not 
been  taken. 

The  major  feature  of  the  “ice  cream  cone”  con- 
cept of  cardiac  anatomy  is  that  although  it  is  based 
on  a simple  and  easily  memorized  diagram,  it  is 
still  reasonably  accurate  in  locating  all  of  the 


The  increasing  number  of  physicians  now  involved 
with  patients  undergoing  cardiac  and  coronary 
vascular  surgery  makes  the  clear  appreciation  of 
the  anatomy  demonstrated  on  their  roentgeno- 
graphic  studies  a subject  of  considerable  impor- 
tance. A simple  approach  based  on  a schematic 
representation  of  the  heart  as  a pair  of  ice  cream 
cones  has  been  used  to  teach  cardiac  anatomy  that 
has  been  well  received  by  medical  students  and 
medical  house  staff  for  many  years.  The  method 
has  resulted  in  quickly  enabling  students  and  phy- 
sicians to  locate  and  identify  coronary  and  valvu- 
lar calcifications  on  roentgenograms  and  fluoros- 
copy and  to  give  them  a three-dimensional  appre- 
ciation not  only  of  the  anatomy  of  the  normal 
heart,  but  of  altered  cardiac  configurations  seen 
with  congenital  and  acquired  heart  disease. 


major  intracardiac  structures,  including  the  coro- 
nary vasculature,  in  any  roentgen  projection. 

The  concept  is  introduced  by  showing  a cross 
section  of  the  chest  with  the  heart  (without  the 
great  vessels)  depicted  as  two  ice  cream  cones  side 
by  side  resting  on  the  diaphragm  (Fig.  1A).  The 
cones  are  shown  positioned  obliquely  in  the  chest, 
and  as  a result  the  “frontal”  and  “lateral”  projec- 
tions of  the  heart  are  the  left  anterior  oblique  and 
right  anterior  oblique  projections  respectively.  A 
series  of  slides  is  then  shown  depicting  superim- 
position of  this  mental  model  on  the  cardiac  sil- 
houette (Fig.  IB,  C,  and  D).  This  is  reinforced  by 
showing  x-ray  films  of  patients  with  prosthetic 
valves  and  intracardiac  pacemaker  wires  outlining 
the  anatomy  in  that  projection.  The  series  is  re- 
peated showing  the  other  oblique  projection  and 
the  frontal  and  lateral  projections  (Figs.  2,  3,  and 
4). 

Anatomic  details 

Several  anatomic  details  are  emphasized  and 
correlated  with  the  diagrammatic  cross  section. 

1.  The  left  atrium  (receiving  blood  from  both 
lungs)  is  a midline  structure. 

2.  Although  the  right  border  of  the  cardiac  silhou- 
ette on  the  frontal  projection  is  made  by  the  right 
atrium,  the  right  ventricle  is  close  by. 

3.  The  right  ventricle  makes  up  the  anterior  bor- 
der on  the  lateral  projection,  but  the  right  atrium  is 
just  slightly  behind. 

4.  The  right  anterior  oblique  projection  superim- 
poses the  right  atrium  and  ventricle  on  the  left  atrium 
and  left  ventricle  but  “separates”  the  atria  from  the 
ventricles  and  therefore  would  best  demonstrate  mild 
mitral  insufficiency  in  a left  ventricular  angiogram. 

5.  In  the  left  anterior  oblique  projection  the  sep- 
tum is  seen  on  end  and  therefore  is  the  ideal  projec- 
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FIGURE  1.  Right  anterior  oblique  projection.  (A)  Cross  section  of  chest  showing  heart  depicted  as  pair  of  “ice  crean 
cones.”  Arrow  indicates  viewing  direction  in  right  anterior  oblique  projection.  (B)  Right  anterior  oblique  view  of  hear 
projection.  (C)  Right  anterior  oblique  radiograph  with  both  “ice  cream  cones”  superimposed.  (D)  Right  anterior  obliqut 
view  of  heart  projection. 


tion  for  evaluating  small  ventricular  septal  defects 
when  doing  a left  ventricular  angiogram. 

6.  Since  in  the  left  anterior  oblique  projection  the 
two  halves  of  the  heart  are  visualized  side  by  side  on 
each  side  of  the  septum  (projectional  “separation”  of 
the  right  and  left  side  of  the  heart),  the  resulting  sil- 
houette is  quite  symmetrical. 

7.  Knowledge  that  the  aortic  valve  is  in  contiguity 
with  the  anterior  leaflet  of  the  mitral  valve  always  al- 
lows one  to  locate  the  aortic  valve  after  the  position  of 
the  mitral  valve  has  been  determined. 

After  the  spatial  relationships  of  the  cardiac 


chambers  and  the  valves  are  described,  the  posi 
tion  of  the  great  vessels  and  venae  cavae  can  easil; 
be  located. 

At  this  point,  the  material  covered  is  reviewet. 
by  introducing  the  discussion  of  the  coronary  circu 
lation.  The  ring  and  loop  model  of  the  coronar; 
circulation  has  been  used  in  this  institution  fo 
many  years  to  teach  the  coronary  circulation  am 
has  been  well  received.  Daves2  has  recently  re 
ported  on  the  usefulness  of  this  model.  The  rin£ 
which  is  formed  by  the  right  coronary  artery  am 
the  circumflex  branch  of  the  left  coronary  arter 


564  New  York  State  Journal  of  Medicine/March  1975 


FIGURE  2.  Left  anterior  oblique  projection. 


encircles  the  outer  rim  of  the  two  “ice  cream 
cones,”  that  is,  the  atrioventricular  groove.  The 
loop  represents  the  LAD  (left  anterior  descending) 
branch  of  the  left  coronary  artery  and  the  posteri- 
or descending  branch  (usually  from  the  right  coro- 
nary artery),  which  descend  in  the  grooves  be- 
tween the  two  “ice  cream  cones”  (Fig.  5).  The  in- 
terventricular grooves  between  the  “ice  cream 
cones”  are  comprised  of  the  LAD  in  the  anterior 

. interventricular  groove  and  the  posterior  descend- 

■! 


ing  in  the  posterior  interventricular  groove,  which 
is  along  the  diaphragmatic  surface  of  the  heart. 

The  ring  and  loop  is  then  shown  in  each  of  the 
standard  projections  and  also  shown  superimposed 
on  the  cardiac  silhouette  (Figs.  6 and  7).  The  po- 
sition of  the  ring  and  loop  and  the  coronary  vessels 
is  easily  predictable  when  the  mental  image  of  the 
“ice  cream  cones”  is  superimposed  on  the  cardiac 
silhouette. 

1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
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FIGURE  3.  Frontal  projection.  (A)  Cross  section  schematic.  (B)  Radiograph  with  left-sided  “ice  cream  cone”  superim- 
posed. (C)  Radiograph  with  right-sided,  “ice  cream  cone”  superimposed.  Venae  cavae  and  pulmonary  artery  segment 
have  been  added  on.  (D)  Frontal  view  of  "ice  cream  cones”  in  situ. 
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FIGURE  4.  Lateral  projection.  (A)  Cross  section  schematic  drawing  showing  angle  of  view  in  lateral  projection.  (B)  Lat- 
eral radiograph  with  “ice  cream  cones”  on  right  side.  (C)  Lateral  radiograph  with  both  “ice  cream  cones”  superimposed. 
(D)  Lateral  view  of  “ice  cream  cone”  models  in  situ. 
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FIGURE  5.  (A)  Circle  and  loop  configuration  of  coronary 

arteries.  (B)  Relationship  of  circle  and  loop  model  to  “ice 
cream  cone”  model. 


FIGURE  6.  Coronary  circulation  as  depicted  by  circle  and 
loop  model  in  all  standard  projections. 


FIGURE  7.  Coronary  circulation  with  relation  to  radiograph  in  left  anterior  oblique.  (A)  View  of  coronary  model  in  left  an- 
terior oblique.  (B)  Position  of  coronary  arteries  on  radiograph.  (C)  Relation  of  coronary  arteries  to  “ice  cream  cones’ 
superimposed  on  radiograph. 
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Elective 
Termination  of 
Pregnancy 


The  Nassau  County  Medical  Center  has  been 
adopting  a policy  of  amniotic  fluid  testing  for  evi- 
dence of  fetal  lung  maturity  in  all  cases  requiring 
elective  termination  of  pregnancy,  in  recent  years, 
which  has  resulted  in  improved  perinatal  mortali- 
ty and  morbidity  rates.  The  rapid  "shake  test” 
was  found  to  be  simple  and  reliable  and  was  rou- 
tinely employed  in  all  these  cases.  The  results 
from  one  such  calendar  year,  when  compared  with 
two  previous  years  when  no  such  testing  was  done, 
showed  reduction  in  fetal  loss  and  decreased  inci- 
dence of  respiratory  distress  syndrome  (RDS)  in 
the  former  group.  These  statistics  are  reviewed 
and  a discussion  of  factors  leading  to  improved 
perinatal  outcome  in  the  group  with  evaluation  of 
fetal  lung  maturity  prior  to  delivery  is  presented. 
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Physiologic  lung  maturity  in  the  fetus  is  an  im- 
portant consideration  in  timing  delivery  for  any 
patient  requiring  elective  termination  of  pregnan- 
cy. Too  early  delivery  in  these  cases  involves  the 
hazards  of  prematurity  and  RDS  (respiratory  dis- 
tress syndrome),  and  too  late  delivery  is  often  dan- 
gerous to  the  fetus  and  possibly  to  the  mother  as 
well.  Lung  maturity  in  the  fetus  is  reflected  by 
the  levels  of  pulmonary  surfactant  in  the  amniotic 
fluid,  and  many  tests  have  been  devised  to  mea- 
sure the  same.1-3 

Among  these,  we  found  the  rapid  shake  test  to 
be  simple  and  reliable,  similar  to  the  experience  of 
others,  provided  strict  criteria  were  observed  in 
the  interpretation  of  results.4-6  In  normal  preg- 
nancy, the  shake  test  shows  positive  results  at 
around  thirty-seven  weeks  of  gestation.  Total  re- 

*  This  work  was  supported  in  part  by  the  Meadowbrook 
Medical  Education  and  Research  Foundation. 


liance  on  gross  and  frequently  inaccurate  clinical 
methods  for  the  determination  of  gestational  age 
and  timing  of  delivery  will  often  result  in  the  birth 
of  a premature  baby.  Recent  evidence  indicates 
that  in  pregnancies  with  associated  pathologic 
conditions,  fetal  lung  maturity  may  be  either  de- 
layed or  accelerated.'  In  addition,  these  pregnan- 
cies are  also  associated  with  a high  incidence  of 
small-  (for  example,  hypertensive  disorders)  or 
large-  (for  example,  diabetes)  -for-gestational-age 
babies.  In  these  cases,  therefore,  precise  evidence 
of  lung  maturity  in  the  fetus  becomes  critical  to 
the  management  of  the  course  of  pregnancy  re- 
gardless of  the  estimated  size  of  the  fetus. 

In  view  of  the  previously  mentioned  consider- 
ations, we  have  been  utilizing  the  shake  test  in  all 
cases  requiring  elective  termination  of  pregnancy. 
The  purpose  of  this  study  is  to  compare  the  results 
from  one  such  calendar  year  with  those  of  two  pre- 
vious years  to  confirm  improved  perinatal  outcome 
when  fetal  lung  maturity  was  evaluated  prior  to 
delivery. 

Material  and  methods 

The  cases  included  in  the  study  that  involved 
elective  termination  of  pregnancy  at  Nassau  Coun- 
ty Medical  Center  during  the  years  1970,  1971,  and 
1973  have  been  divided  into  two  broad  groups. 

Elective  cesarean  sections,  in  cases  with  no 
associated  medical  indications  for  prior-to- 
term  delivery.  The  indication  for  section  is 
purely  technical,  for  example,  previous  cesarean 
section,  pelvic  deformity,  and  so  forth.  Continu- 
ing pregnancy  to  term  in  cases  with  no  associated 
medical  indications  involves  no  danger  to  the 
fetus,  and  elective  scheduling  is  mainly  to  obtain 
the  advantages  of  daytime  facilities.  Prematurity 
in  this  group  is,  therefore,  totally  iatrogenic. 

Elective  termination  of  pregnancies  with  as- 
sociated medical  indications  for  prior-to-term 
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FIGURE  1.  Shake  test.  From  left  to  right,  test  tubes  con- 
tain following  dilutions  of  amniotic  fluid  with  normal  saline 
and  95  per  cent  ethyl  alcohol:  1:1,  1:1.3,  1:2,  1:4,  and 

1:5.  Each  test  tube  was  shaken  for  fifteen  seconds,  then 
allowed  to  stand  upright  for  fifteen  minutes.  Flighest  dilu- 
tion that  showed  complete  ring  of  bubbles  around  menis- 
cus then  noted  and  results  read  as  follows:  positive,  in- 

dicative of  fetal  lung  maturity,  at  1:2  or  higher  dilution;  in- 
termediate at  1:1.3  dilution;  and  negative  at  1:1  dilution  or 
no  bubbles  at  all. 

delivery.  Diabetes  and  hypertensive  disorders  of 
pregnancy  form  the  bulk  of  the  group  with  associ- 
ated medical  indications.  Continuing  pregnancy 
to  term  in  these  cases  is  often  hazardous  to  the 
fetus  and  possibly  to  the  mother  as  well.  There- 
fore, premature  delivery  frequently  becomes  un- 
avoidable. Delivery  is  either  vaginal,  following  ox- 
ytocin (Pitocin)  induction  of  labor,  or  by  cesarean 
section  with  or  without  prior  attempt  to  induce 
labor  with  oxytocin. 

In  1970  and  1971,  clinical  estimation  of  gesta- 
tion and  sometimes  x-ray  film  evidence  of  epiphy- 
seal appearance  were  used  as  guides  to  the  timing 
of  delivery.  None  used  testing  for  lung  maturity. 
In  1973,  all  the  patients  had  the  amniotic  fluid 
“shake  test”  prior  to  scheduling  delivery.  All  the 
criteria  described  by  Clements  et  al.3  were  rigidly 
followed  and  the  test  results  read  as  positive  (1:2 
dilution  and  above),  intermediate  (1:1.3),  and  neg- 
ative (1:1  dilution  or  none  at  all)  (Fig.  1).  When 
the  results  were  positive,  delivery  was  scheduled 
within  a few  days,  or  a week  at  most;  when  nega- 
tive, the  amniocentesis  was  repeated  at  one-to- 
two-week  intervals  until  the  shake-test  findings 
became  positive.  In  3 instances,  premature  labor 
was  averted  with  intravenous  alcohol  infusions.  If 
premature  delivery  became  necessary  because  of 
associated  maternal  or  fetal  indications,  the  pedi- 
atric team  was  alerted  in  advance  about  the  possi- 
ble incidence  and  probable  severity  of  RDS,  based 


on  the  results  of  the  shake  test,  in  the  neonate  to 
be  delivered.  The  perinatal  outcome  in  terms  of 
RDS  and  fetal  loss  in  each  group  in  the  years  1970 
and  1971  is  compared  with  that  in  the  year  1973  to 
show  improved  results  in  the  latter  group. 

The  shake -test  results  are  also  tabulated  to 
show  their  correlation  with  the  incidence  and  se- 
verity of  RDS  in  the  neonate. 

Results 

Table  I shows  the  test  results  in  Group  A.  In 
the  years  1970  and  1971,  3 out  of  23, 13  per  cent,  of 
the  neonates  whose  mothers  had  elective  cesarean 
sections  prior  to  labor  without  amniotic-fluid  test- 
ing for  lung  maturity  developed  moderately  severe 
RDS.  During  the  same  period,  no  neonates  devel- 
oped RDS  when  delivered  by  cesarean  section  fol- 
lowing the  onset  of  labor,  but  one  stillbirth  oc-  ' 
curred  at  thirty-nine  weeks’  gestation  associated 
with  unrecognized  intrauterine  growth  retardation 
(IUGR),  a perinatal  mortality  (PNM)  rate  of  4 per 
cent.  In  addition,  the  advantages  of  daytime 
scheduling  when  all  professional  and  supporting 
personnel  and  facilities  are  available  were  lost.  In 
1973,  all  cases  had  a positive  shake-test  finding 
prior  to  elective  scheduling  of  the  cesarean  section; 
only  1 neonate  in  this  group  developed  mild  RDS, 
and  no  perinatal  mortality  was  recorded. 

Table  II  shows  the  results  in  Group  B.  The 
slightly  higher  morbidity  and  perinatal  mortality 
rates  for  1970  and  1971,  when  compared  with  1973, 
would  have  been  preventable  if  fetal  lung-maturity 
testing  had  been  applied  to  those  earlier  cases  and 
the  timing  of  delivery  altered.  As  an  example,  de- 
livery could  have  been  postponed  in  the  Class  A 
diabetic  mother  until  evidence  of  fetal  lung  matu- 
rity was  obtained,  thus  preventing  the  severe  RDS 
that  resulted  in  a neonatal  death.  A second  exam- 
ple relates  to  identification  of  acceleration  of  fetal 
lung  maturity  associated  with  intrauterine  growth 
retardation.8  If  evidence  of  lung  maturity  had 
been  available  in  this  case,  earlier  delivery  might 
have  prevented  the  stillbirth.  In  1973,  RDS  oc- 
curred only  in  those  cases  where  associated  medi- 
cal indications  necessitated  delivery  before  fetal 


TABLE  I.  Group  A — Elective  cesarean  sections,  no  associated  medical  indications  for  preterm  delivery 

1970  and  1971  1973 

Delivery  Without  Fetal  Delivery  Following  Evidence 


Lung  Maturity  Testing . of  Fetal  Lung  Maturity 


Birth  Weight 

B.L.* 

RDS 

A.L.f 

RDS 

PNM** 

B.L.* 

RDS 

A.L.f 

RDS 

PNM! 

>2,500  Gm. 

21 

2 

18 

0 

0 

14 

1ft 

1 

0 

0 

^2,500  Gm. 

2 

1 

0 

1 

0 

0 

0 

0 

0 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

Totals 

23 

3 

(13  per 
cent) 

23 

0 

1 

(4  per 
cent) 

14 

1 

(7  per 
cent) 

1 

0 

0 

* B.L.  = Cesarean  section  before  onset  of  labor, 
t A.L.  = Cesarean  section  after  onset  of  labor. 

**  PNM  = Perinatal  mortality, 
ft  RDS  = Very  mild  and  transient. 

***  Includes  X stillbirth  at  thirty-nine  weeks’  gestation,  associated  with  unrecognized  intrauterine  growth  retardation  (IUGR). 
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TABLE  II.  Group  B— Elective  termination  of  pregnancy,  with  associated  indications  for  preterm  delivery 


1970  and  1971  1973  1973  Grand  Total . 


Delivery  Without  Prior  Fetal  Delivery  After  Fetal  Lung  Num- 
Lung  Maturity  Testing — • Maturity  Testing — - ber  of 


Birth  Weight 

Number  of 
Infants 
Delivered 

RDS 

PNM* 

AFMt 

RDS 

BFM** 

RDS 

Infants 

Deliv- 

ered 

RDS 

PNM* 

>2,500  Gm. 

25tt 

1 

1 

23 

0 

3 

1 

26 

1 

0 

g2,500  Gm. 

14*** 

3 

1 

10 

0 

3 

2ftt 

13 

2 

1 

Total 

39 

4 

2 

33 

0 

6 

3 

39 

3 

1 

(10  per 

(5  per 

(8  per 

(2.5  per 

cent) 

cent) 

cent) 

cent) 

* PNM  = Perinatal  mortality, 
t AFM  = Delivery  after  fetal  lung  maturity. 

**  BFM  = Delivery  before  fetal  lung  maturity. 

tt  Mother  Class  A diabetic — elective  delivery  at  thirty-nine  weeks'  gestation,  birthweight  3,200  Gm.,  severe  RDS,  expired. 

***  Includes  1 stillbirth  associated  with  IUGR  in  Class  B diabetic  mother  with  bad  obstetric  history. 

ttt  One  infant,  severe  RDS,  expired.  Mother  Class  B diabetic,  history  of  multiple  drug  addictions.  Acutely  falling  urinary  estriols  necessitated  pre- 
mature delivery. 


TABLE  III.  Correlation  of  shake-test  results  with  the 
incidence  of  RDS  in  the  1973  study  group 
(Groups  A and  B) 


Shake-Test 

Results 

Total 

Number 

Mild 

- RDS 

Mod- 
erate Severe 

Negative  (1:1) 

2 

1 

...  1 (Expired) 

Intermediate 

(1:1.3) 

4 

1 

Positive  (1:2  and 
above) 

48 

1 

lung  maturity  was  evidenced  by  amniotic  fluid 
testing.  Although  unavoidable,  the  incidence  and 
severity  of  RDS  were  predictable,  and  this  enabled 
advance  preparation  to  be  made  by  the  perinatal 
team  for  management  of  the  neonate.  There  were 
no  stillbirths  in  this  group,  which  included  13  neo- 
nates whose  birthweights  were  less  than  2,500 
Gm.,  possibly  because  delivery  was  performed 
soon  after  there  was  evidence  of  fetal  lung  maturi- 
ty. 

Table  III  shows  the  shake-test  results  in  the 
total  study  group  of  1973  and  their  correlation  to 
the  incidence  and  severity  of  RDS  in  the  neonate. 
The  predictability  of  RDS  proved  to  be  satisfacto- 
ry. These  results  were  also  borne  out  at  our  hos- 
pital in  a larger,  unrelated  group  of  nearly  200 
cases. 

Comments 

Amniotic  fluid  testing  for  evidence  of  fetal  lung 
maturity  has  many  useful  clinical  applications. 
One  such  situation  is  in  deciding  the  optimum 
time  for  delivery  in  any  case  requiring  elective  ter- 
mination of  pregnancy.  The  simple  and  rapid 
shake  test  proved  to  be  reliable  in  predicting  fetal 
lung  maturity.  The  results  from  the  group  of  elec- 
tive cesarean  sections  with  no  associated  medical 
indications  for  prior-to-term  delivery  indicate  that 
the  obstetrician  can  confidently  schedule  a day- 
time delivery  and  yet  avoid  iatrogenic  prematurity 
with  its  associated  high  incidence  of  RDS  or  still- 
birth while  awaiting  the  onset  of  labor.  The  bene- 


fits of  assessing  fetal  lung  maturity  in  prior-to- 
term  delivery  cases  necessitated  by  medical  com- 
plications of  pregnancy  seem  clear  from  this  study. 
Regardless  of  wide  discrepancies  in  the  estimated 
fetal  weight  or  gestational  age,  specific  objective 
evidence  of  the  most  critical  aspect  of  extrauterine 
survival  can  be  obtained.  When  delivery  with  im- 
mature test  results  becomes  necessary,  transfer  of 
the  patient  to  a perinatal  center  would  seem  indi- 
cated where  advance  preparations  can  be  made  in 
the  neonatal  intensive  care  unit  to  treat  the  ex- 
pected RDS. 

It  is  our  conclusion  that  an  evaluation  of  fetal 
lung  maturity  should  be  performed  routinely  prior 
to  the  elective  termination  of  any  gestation.  The 
shake  test  is  such  a simple,  rapid,  and  reliable  in- 
dication of  fetal  lung  maturity  that  an  obstetric 
service  should  incorporate  it  in  their  laboratory 
services.  The  results  of  the  test  must  be  consid- 
ered in  terms  of  the  clinical  condition  and  the 
proper  timing  and  method  of  elective  termination 
decided. 
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The  l npcr  Functional  G.I.  Disorder 


The  Pseudo-ulcer 


Ulcer-like  symptoms: 
no  G.I.  pathology 


X-ray  demonstrates  normal  stomach. 


1 lie.  |;aiiciu  n e on  > me  eu  uv.  na.i  an  uiv.v.i  . 

However,  symptoms  are  not  quite  typical,  and 
x-ray  findings  are  negative.  1'liese  findings  and 
the  results  of  additional  diagnostic  procedures 
exclude  an  organic  basis  for  the  patient’s  com- 
plaints. A diagnosis  of  “upper  f unctional  gastro- 
intestinal disorder’  is  made,  which  is  supported 
by  the  fact  that  episodes  of  painful  symptoms 
coincide  with  episodes  of  excessive  anxiety,  as 
indicated  by  the  history. 

It  may  be  useful  to  explain  to  the  patient  the 
mechanism  by  which  emotions  upset  normal 
G.I.  functioning,  resulting  in  hypersecretion  and 
hypermotility  and  thus  causing  such  symptoms  as 
nausea  and  epigastric  pain.  In  upper  functional 
gastrointestinal  disorders,  counseling  by  the 
primary  physician  can  often  help  the  patient 
understand  how  excessive  anxiety  may  cause 
flare-ups  of  G.I.  symptoms. 

A disproportionate  number  of  patients  seen 
by  the  general  practitioner  suffer  from  func- 
tional disorders,  as  do  more  than  half  of  those 
seen  by  the  gastroenterologist.*  Where  milder 
cases  may  respond  to  counseling  alone,  if  symp- 
toms are  severe  and  disabling  to  any  degree,  a 
suitable  regimen  may  include  medication  to  re- 
duce the  symptoms  and  the  excessive  anxiety 
that  often  provokes  these  distressing  symptoms. 

In  these  cases,  Librax  as  an  adjunct  can 
greatly  contribute  to  the  course  of  therapy.  Its 
dual  action  can  offer  relief  of  both  painful  symp- 
toms and  excessive  anxiety,  because  each  capsule 
contains  5 mg  chlordia/epoxide  HC1  and  2.5  mg 
clidinium  Br.  The  antianxiety  action  of 
Librium®  (chlordiazepoxide  HC1)  makes  Librax 
exceptional  among  drugs  for  certain  gastrointes- 
tinal disorders  associated  with  excessive  anxiety; 
the  clidinium  bromide  (Quarzan™ ) component 
furnishes  dependable  antisecretory-antispasmodic 
action.  Dosage  is  flexible;  it  may  be  adjusted 
according  to  your  patient's  requirements  within 
the  range  of  1 or  2 capsules  three  or  four  times 
daily,  up  to  8 capsules  daily  in  divided  doses. 

Please  consult  the  complete  product  information 
regarding  precautions  and  adverse  reactions. 

‘Rome  HP,  Brannick  TL:  Orientation  and  mechanism  of 
functional  disorders;  clinicophysiologic  correlation,  chap.  133, 
in  Gastroenterology , edited  by  Bockus  HL.  Philadelphia,  W.  B. 
Saunders  Company.  1965,  p.  1 1 16. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Please  see  summary  of  product  information  on  following  page. 
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An  adjunct  in  anxiety-related 
upper  functional  G.I.  disorders 


Librax' 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


The  initial  prescription  allows 
evaluation  of  patient  response  to 
therapy. 


Follow-up  therapy 

Follow-up  therapy  with  a pre- 
scription for  2 to  3 weeks’  medica- 
tion usually  helps  maintain 
patient  gains. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures 


necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libid< 
— all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo 
cytosis),  jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan™  )— bottles  of  100  and  500. 
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Neurologic  complications  are  now  a major  prob- 
lem in  management  of  acute  childhood  leukemia. 
The  CNS  (central  nervous  system)  appears  to  be  a 
“sanctuary”  in  which  leukemic  cells  are  protected 
and  may  later  give  rise  to  hemotologic  relapse. 
Thus,  intensive  prophylactic  CNS  therapy  is  a 
bright  new  hope  for  prolonged  survival  or  cure  of 
the  child  with  leukemia.  Review  of  the  unique 
ways  in  which  leukemia  affects  the  CNS  may  shed 
light  on  the  pathophysiology  of  leukemia  and  give 
clues  for  more  effective  therapy. 

The  neurologic  manifestations  of  acute  child- 
hood leukemia  may  be  divided,  according  to  cause, 
into  two  types:  those  due  to  intracranial  hemor- 
rhage and  those  due  to  leukemic  cellular  infiltra- 
tions of  the  brain,  meninges,  and  nerve  roots 
(meningeal  leukemia).  It  is  recognized,  however, 
that  intracranial  hemorrhage  may  be  promoted  by 
leukemic  infiltrations,  and  thus  the  two  causes  are 
often  interrelated. 

Until  about  twenty  years  ago  nonhemorrhagic 
CNS  complications  of  acute  leukemia  were  looked 
on  as  being  rare.1’2  However,  since  the  advent  of 
antileukemic  chemotherapy,  which  resulted  in 
marked  prolongation  of  survival,  these  complica- 


tions are  encountered  more  frequently.  Menin- 
geal leukemic  infiltrations  have  become  a major 
problem  in  the  management  of  children  with  acute 
leukemia.3,4  Any  child  with  acute  leukemia  may 
have  CNS  infiltrations.  Meningeal  leukemia  may 
occur  at  any  stage  of  the  disease:  as  an  initial 

manifestation  during  hematologic  remission5,6  or 
during  a leukemic  relapse.7  It  may  occur  even  be- 
fore there  is  hematologic  evidence  of  leuke- 
mia.5,6,8,9 In  such  cases  initial  diagnoses  have 
been  brain  tumor  and  spinal  epidural  abscess.  In 
4 children  with  leukemia  who  appeared  initially 
with  signs  and  symptoms  of  brain  tumor,  all  4 
cases  had  the  undifferentiated  cell  (stem  cell)  type 
of  leukemia.10  In  lymphoblastic  leukemia  CNS 
involvement  is  rare  when  the  disease  first  appears 
but  common  at  later  stages;  in  nonlymphoid  types 
of  acute  leukemia  in  childhood  CNS  involvement 
often  is  present  at  the  time  of  initial  diagnosis. 

One  third  of  the  total  number  of  children  who 
develop  CNS  complications  are  in  complete  hema- 
tologic remission  at  the  onset  of  the  CNS  symp- 
toms. The  bulk  of  the  cases  occur  during  the  mid- 
dle of  the  total  course  of  the  disease.  The  appear- 
ance of  meningeal  leukemia  during  a period  of  he- 
matologic remissions  indicates  that  the  therapy 
given  for  control  of  the  systemic  leukemia  failed  to 
reach  deep  arachnoid  infiltrates  in  effective  doses. 
The  appearance  of  meningeal  leukemia  is  indica- 
tive of  relapse,  regardless  of  the  hematologic  sta- 
tus.7 

In  1 case  of  acute  lymphoblastic  leukemia  there 
was  development  of  diffuse  meningeal  involve- 
ment prior  to  appearance  of  recognizable  systemic 
disease.  The  patient  showed  neurologic  signs  and 
leukemic  cells  in  the  CSF  (cerebrospinal  fluid)  as 
the  first  sign  of  her  disease.  Simultaneous  evalua- 
tion of  the  peripheral  blood  and  bone  marrow 
yielded  no  evidence  of  leukemia.  However,  within 
one  month  of  the  appearance  of  meningeal  signs, 
systemic  leukemia  became  apparent.5 

Although  meningeal  leukemia  is  seldom  fatal,  it 
is  associated  with  high  morbidity.  The  life  span 
of  children  with  meningeal  leukemia  is  shorter 
than  that  of  children  who  do  not  develop  this  com- 
plication.4,11 Prompt  recognition  and  treatment 
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TABLE  I.  Frequency  of  signs  and  symptoms  in  656  cases 
of  meningeal  leukemia* 


Sign  or  Symptom 

Per  Cent  of 
Patients 
Having 
Symptom 
or  Sign 

Vomiting 

54 

Headache 

54 

Papilledema 

50 

Cranial  nerve  palsy 

9.5 

Hypothalamic-hyperphagia  syndrome 

7.3 

Spinal  nerve  involvement 

6 

Visual  disturbance 

5.3 

Lethargy,  confusion,  or  irritability 

4.7 

Seizures 

3.8 

Hemiplegia 

2.8 

Ataxia 

2.3 

Auditory  disturbance 

1.4 

Speech  disturbance 

0.8 

* Adapted  from  Kanner  et  al. 80 


of  this  complication  permit  more  effective  control 
of  the  systemic  disease. 

Incidence  of  CNS  leukemia 

The  reported  incidence  of  CNS  leukemia  has 
been  increasing  rapidly  since  the  advent  of  effec- 
tive antileukemic  therapy.  Other  factors  that  in- 
fluence the  incidence  include  criteria  for  diagnosis 
(whether  based  exclusively  on  clinical  or  patholog- 
ic findings  or  both),  and  the  increased  awareness 
of  the  observers.  Actually,  the  CNS  may  have  leu- 
kemic involvement  in  the  absence  of  clinical  symp- 
toms.1112 This  is  possible  when  the  cerebral  cir- 
culation is  not  impaired  and  when  the  infiltration 
involves  a “silent  area”  of  the  cortex.  Thus,  CNS 
infiltrations  may  occur  without  CNS  symptoms12 
and  without  an  increased  number  of  cells  in  the 
spinal  fluid.8’13 

In  one  survey  the  incidence  of  CNS  infiltrations 
in  209  children  with  acute  leukemia  was  studied.14 
The  overall  incidence  was  51  per  cent,  and  the  me- 
dian time  for  occurrence  of  the  first  episode  was 
nine  months.  The  incidence  was  56  per  cent  in 
patients  with  acute  lymphoblastic  leukemia  and  25 
per  cent  in  those  with  other  forms  of  acute  leuke- 
mia, when  prophylactic  CNS  therapy  was  not 
given.  The  lower  incidence  of  CNS  involvement 
in  children  with  nonlymphoblastic  leukemia  may 
be  a function  of  the  decreased  duration  of  survival. 
In  children  with  leukemia  not  given  CNS  prophy- 
laxis CNS  symptoms  developed  at  a steady 
monthly  rate  of  3.8  per  cent  for  the  first  twenty- 
four  months  and  then  decreased  to  2 per  cent  per 
month.  It  is  concluded  that  the  increasing  surviv- 
al of  children  with  leukemia  is  the  chief  cause  for 
the  increased  incidence  of  meningeal  leukemia.14 
The  longer  a child  with  acute  leukemia  survives, 
the  greater  the  chance  he  will  develop  meningeal 
infiltrations.  The  true  incidence  of  CNS  involve- 
ment is  unknown  because  of  the  need  to  rely  on 


FIGURE  1.  (A)  X-ray  film  of  skull  of  five-year-old  child 

with  acute  lymphoblastic  leukemia  showing  separation  of 
coronal  sutures  (arrow)  and  marked  increase  of  digital 
markings  of  calvarium.  (B)  Pneumoencephalogram  show- 
ing slight  dilatation  of  lateral  ventricles  in  same  child  (Cour- 
tesy of  Albert  Zilkha,  M.D.). 

clinical  signs  and  symptoms  and  meager  or  incom- 
plete autopsy  statistics  for  its  determination 
CNS  infiltrations  may  be  present  in  children  wit! 
acute  leukemia  even  without  apparent  CNS  symp 
toms  and  without  abnormal  findings  in  the  spina 
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fluid.8,13  Thus,  it  is  obvious  that  the  true  inci- 
dence of  meningeal  infiltration  in  children  with 
acute  leukemia  is  difficult  to  determine.  But  it 
certainly  occurs  in  more  than  50  per  cent  of  these 
children.3,15 

Manifestations  of 
increased  CSF  pressure 

Meningeal  leukemia  is  a clinical  syndrome  re- 
sulting mainly  from  increased  intracranial  pres- 
sure (Table  I).  The  clinical  syndrome  consists  of 
nausea  and  vomiting,  lethargy,  headache,  convul- 
sions, cranial  nerve  palsies,  and  nonspecific  neuro- 
logic signs.  Papilledema  is  found  in  about  half  of 
the  patients.  Signs  of  meningeal  irritation  may  be 
present,  with  pain  on  neck  flexion  and  a positive 
Brudzinski’s  sign.  Depending  on  their  size  and 
location,  leukemic  infiltrations  in  the  central  ner- 
vous system  may  produce  a great  variety  of  signs 
and  symptoms. 

Usually  the  patient  appears  with  progressive 
headache,  nausea,  and  vomiting.  These  symp- 
toms may  be  misinterpreted  as  being  due  to  drug 
toxicity.  However,  the  presence  of  meningeal  or 
root  signs  or  both  as  well  as  papilledema  points  to 
the  diagnosis  of  leukemia  of  the  CNS.  Ataxia  may 
be  present.  X-ray  films  of  the  skull  commonly  re- 
veal suture  diastasis  and  increased  digital  mark- 
ings, especially  in  very  small  children  (Fig.  1A  and 
B).  Disorientation,  seizures,  lateralizing  weak- 
ness, and  varying  degrees  of  cranial  nerve  involve- 
ment can  be  seen.  Less  commonly  the  patient 
may  present  a more  focal  neurologic  syndrome 
such  as  transverse  myelitis  or  suprasellar  syn- 
drome. Visual-field  defects  and  deafness  may  also 
be  seen.16,17 

In  most  children,  the  early  and  constant  signs  of 
intracranial  involvement  are  vomiting,  headache, 
listlessness,  anorexia,  and  irritability.  Convul- 
sions do  not  usually  occur  as  an  early  sign.  The 
signs  of  increased  intracranial  pressure  may  not  be 
accompanied  by  papilledema,  and  the  retinal  ves- 
sels may  not  be  engorged  in  the  early  stages.  Nu- 
chal rigidity  is  often  present.  Defects  of  the  third, 
sixth,  and  seventh  cranial  nerves  occur,  and  blind- 
ness may  develop. 

Problems  in  diagnosis  may  arise  in  the  child 
with  leukemia  who  appears  with  acute  CNS  symp- 
toms. CNS  leukemia  may  mimic  the  clinical  pic- 
ture of  infectious  meningitis,  spinal  epidural 
tumor,  or  brain  tumor.  Acute  bacterial  meningitis 
may  resemble  leukemia  when  there  is  purpura  due 
to  meningococcemia.  A child  with  acute  leukemia 
may  appear  initially  with  a predominance  of  men- 
ingeal signs  or  signs  of  increased  intracranial  pres- 
sure.8,9 Thus,  meningitis  or  brain  tumor  may  be 
suspected  in  the  child  with  known  leukemia  who 
suddenly  shows  lethargy,  fever,  stiff  neck,  and  in- 
creased cells  in  the  cerebrospinal  fluid,  together 
with  increased  protein  and  decreased  sugar  con- 


FIGURE  2.  Coronal  section  of  brain  of  child  with  hypera- 
cute stem-cell  leukemia,  leukocyte  count  900,000  per 
cubic  millimeter,  showing  multiple  focal  hemorrhages.  On 
histologic  examination  there  were  nodular  leukemic  infil- 
trates of  brain,  perivascular  cuffing  by  leukemic  cells,  with 
weakening  of  vascular  walls. 

tent.  In  such  cases,  it  may  be  difficult  to  decide 
whether  the  child  has  bacterial  or  viral  meningitis 
or  meningeal  relapse  of  acute  leukemia.  The  dis- 
tinction can  be  made  only  by  finding  a predomi- 
nance of  leukemic  blast  cells  in  the  CSF.18  How- 
ever, if  the  meningitis  is  due  to  a virus,  such  as 
mumps  or  Echo,  there  may  be  a profusion  of  mo- 
nonuclear cells  in  the  CSF  which  closely  resemble 
leukemic  blasts. 

Intracranial  bleeding 

Intracranial  bleeding  caused  by  leukemia  tends 
to  occur  in  multiple  foci.  The  anatomic  site  of 
bleeding  may  be  the  brain  substance,  the  sub- 
arachnoid space,  the  subdural  space,  or  any  combi- 
nation of  these  sites.  Such  bleeding  may  occur  in 
any  of  these  locations  with  or  without  accompa- 
nying intracerebral  bleeding.  The  cerebral  hemi- 
spheres are  the  usual  sites  of  leukemic  hemor- 
rhage. Subarachnoid  hemorrhage  only  occurs 
with  thrombocytopenia.  Children  with  leukemia 
in  whom  intracranial  hemorrhage  is  found  at  au- 
topsy usually  have  associated  systemic  bleeding,  as 
in  the  skin,  lungs,  gastrointestinal  tract,  and  kid- 
neys. Therefore,  the  presence  of  a generalized 
bleeding  tendency  in  a leukemic  child  suggests  the 
possibility  that  cerebral  hemorrhage  is  immi- 
nent.19 

Most  children  who  incur  major  intracranial 
hemorrhage  are  in  an  advanced  stage  of  leukemia, 
when  the  disease  is  no  longer  responsive  to  chemo- 
therapy. There  are  generalized  signs  of  purpuric 
bleeding  associated  with  thrombocytopenia.  In 
some  cases,  however,  a major  intracranial  hemor- 
rhage may  develop  within  the  first  few  days  after 
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onset  of  the  first  symptom  of  leukemia.  The  hem- 
orrhage is  rapidly  fatal  in  the  majority  of  such 
cases.11  When  acute  intracranial  hemorrhage  oc- 
curs there  are  usually  convulsions  followed  by 
coma.11 

Pathogenesis.  Intracranial  bleeding  in  the 
child  with  acute  leukemia  is  most  commonly  asso- 
ciated with  severe  thrombocytopenia.  Leukemic 
cellular  infiltrates  which  extend  into  the  vascular 
wall  and  vasculitis  due  to  infection  are  contribut- 
ing factors.  Bleeding  may  occur  into  the  sub- 
arachnoid or  subdural  spaces  or  into  the  brain  sub- 
stance. Often,  more  than  one  site  is  involved. 
Intracerebral  hemorrhages  in  leukemia  commonly 
occur  during  acute  blastic  crises.20’21  When  there 
is  a very  high  leukocyte  count,  the  hemorrhages 
are  intracerebral  and  appear  as  confluent  nodules 
of  leukemic  leukocytes  which  are  surrounded  by 
hemorrhage  (Fig.  2).  Subarachnoid  and  subdural 
hemorrhages  are  associated  more  specifically  with 
thrombocytopenia.22 

Although  intracranial  hemorrhage  in  acute  leu- 
kemia is  mainly  due  to  thrombocytopenia,  there 
are  other  contributory  factors: 

1.  Thrombocytopenia 

2.  Leukemic  infiltration  of  blood  vessel  walls,  which 

causes  increased  vascular  fragility 

3.  Hyperleukocytosis,  which  causes: 

increased  nucleoprotein  catabolism 

1 

vasodilatation 

1 

increased  vascular  permeability 

I 

increased  blood  viscosity 

I 

tissue  hypoxia 

1 

increased  vascular  fragility 

4.  Sepsis,  which  causes  vasculitis  and  increased  vas- 

cular fragility 

5.  Consumptive  coagulopathy  (disseminated  intra- 

vascular coagulation),  with  consumption  of 

platelets  and  other  clotting  factors 

6.  Leukemic  relapse  status 

Adults  with  acute  leukemia  in  whom  peripheral 
leukocyte  counts  are  more  than  300,000  per  cubic 
millimeter  have  fatal  intracranial  hemorrhage  five 
times  more  frequently  than  those  with  lower 
counts.21  Whenever  the  leukocyte  count  exceeds 
300,000  per  cubic  millimeter,  such  a patient  has  a 
60  per  cent  risk  of  having  a fatal  intracranial  hem- 
orrhage shortly  thereafter.  Thus,  leukocytosis  of 
this  magnitude  is  an  ominous  sign.  The  associa- 
tion between  cerebral  hemorrhage  and  acute  blas- 
tic crises  may  be  related  to  the  magnitude  of  the 
increase  in  blood  viscosity,  or  to  sudden  hyperleu- 
kocytosis that  overwhelms  the  hemostatic  mecha- 
nism. This  increased  blood  viscosity  may  reduce 
flow,  cause  subsequent  reflex  vasodilation,  and 


further  increase  blood  viscosity.  The  result  is  vas- 
cular and  tissue  hypoxia.  Increased  nucleoprotein 
synthesis  and  catabolism  occurs  during  leukemic 
relapse.  The  resultant  purine  and  pyrimidine 
conjugates  are  able  to  stimulate  vasodilatation, 
and  vascular  permeability  increases.  The  final 
event  is  vascular  necrosis  and  rupture.  Thrombo- 
cytopenia plays  an  important  part,  particularly  in 
regard  to  the  continuation  of  bleeding,  once  hem- 
orrhage has  begun.19 

Patients  dying  of  intracranial  hemorrhage  with 
leukocyte  counts  above  300,000  per  cubic  millime- 
ter have  significantly  higher  platelet  counts,  less 
evidence  of  a generalized  bleeding  tendency,  high- 
er serum  uric  acid  concentrations,  and  a shorter 
overall  survival  than  those  who  die  of  intracranial 
hemorrhage  but  who  do  not  have  such  high  leuko- 
cyte counts.  These  differences  indicate  that  fac- 
tors other  than  thrombocytopenia  are  responsible 
for  the  greatly  increased  rate  of  fatal  intracranial 
hemorrhage  in  patients  with  hyperleukocytosis. 
These  factors  are  probably  related  to  the  intrace- 
rebral leukemic  lesion,  or  cerebral  vasculitis  due  to 
infection,  which  cause  injury  to  intracerebral  ves- 
sels and  thus  facilitate  intracranial  hemorrhage  in 
children  with  acute  blastic  crisis.20  Hyperleuko- 
cytosis is  less  commonly  associated  with  fatal 
intracranial  hemorrhage  in  children  than  it  is  in 
adults  with  acute  leukemia. 

Other  factors  of  the  coagulation  mechanism, 
especially  fibrinogen  deficiency,  may  be  important 
contributors  to  the  pathogenesis  of  intracranial 
hemorrhage  in  leukemic  patients.19  Massive 
intracranial  hemorrhages  occur  in  leukemia  only 
during  periods  of  hematologic  relapse,  when  the 
level  of  circulating  platelets  is  low  or  the  level  of 
circulating  leukemic  blasts  is  high.  Hemorrhagic 
accidents  within  the  CNS  are  more  prone  to  occur 
during  the  very  early  or  the  very  late  stages  of  the 
disease  rather  than  during  the  period  when  the 
disease  is  controlled  by  therapy.11 

The  coagulation  abnormalities  observed  in  chil- 
dren with  overt  leukemia  are  variable,  paradoxical 
and  poorly  understood.  It  is  clear  that  the  coagu- 
lation system  in  acute  leukemia  is  abnormal 
Coagulation  factors  were  assayed  in  12  childrer 
with  acute  lymphoblastic  leukemia  (Fig.  3).  Th( 
large  majority  of  these  children  showed  evidenct 
of  hypercoagulable  state,  as  manifested  by  short 
ened  partial  thromboplastin  time  and  the  presenci 
of  supernormal  levels  of  fibrinogen  and  of  factor: 
VIII,  IX,  and  XI.  In  children  in  whom  factor  VII 
assays  were  done  both  at  the  time  of  initial  diagno 
sis  and  later  when  in  complete  remission,  all  case 
showed  a decrease  in  the  factor  VIII  level,  fallinj 
into  the  normal  range.23 

The  cause  of  this  hypercoagulable  state  is  un 
known.  It  is  possible  that  partial  activation  o 
coagulation  factors  occurs  as  a result  of  release  o 
thromboplastic  material  from  breakdown  of  circu 
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FIGURE  3.  Partial  thromboplastic  times,  fibrinogen  levels, 
and  factor  VIII  levels  of  children  with  acute  lymphoblastic 
leukemia  (ALL)  in  relapse  or  disseminated  solid  tumors. 
Shaded  areas  are  normal  ranges.  Horizontal  lines  indi- 
cate mean  for  each  group  (Courtesy  of  Oncology23). 

lating  leukemic  blast  cells.  This  may  cause  in- 
creased consumption  of  coagulation  factors,  in- 
creased turnover,  and  a compensatory  overproduc- 
tion of  coagulation  factors.  It  is  also  possible  that 
coagulation  inhibitors  are  increased  to  maintain 
the  hemostatic  balance.  Thus,  an  elevation  of 
clotting  factors  might  then  be  associated  with  a 
rise  in  levels  of  naturally  occurring  inhibitors  of 
coagulation.  In  most  cases  these  two  opposing 
forces  cancel  each  other.  But  if  the  hemostatic 
balance  is  disturbed,  hemorrhage  or  thrombosis 
(disseminated  intravascular  coagulation)  may  re- 
sult.23 

Cerebral  hemorrhage  is  a common  and  often 
fatal  complication  of  leukemia,  and  it  occurs  more 
frequently  than  is  suspected  clinically.  Numerous 
factors  play  a part  in  causing  this  hemorrhage. 
Few  of  these  factors  are  amenable  to  treatment;  in 
fact,  some  of  these  factors  are  the  result  of  treat- 
ment (chemotherapy)  directed  at  the  leukemia  it- 
self. Study  of  microscopic  sections  of  the  brains 
affected  by  cerebral  hemorrhage  in  leukemic  pa- 
tients suggests  that  the  hemorrhage  is  not  the  re- 
sult of  leukemic  infiltration  alone,  but  rather  oc- 
curs because  of  a defect  of  the  integrity  of  the  ce- 
rebral vasculature  and  a defect  in  the  coagulation 
mechanism.24 

Treatment.  Treatment  of  intracranial  hemor- 
rhage is  prophylactic.  During  periods  of  severe 
thrombocytopenia,  platelet-containing  fractions  of 
whole  blood  are  needed  in  an  effort  to  prevent 
massive  bleeding  into  vital  organs,  as  well  as  to 
prevent  intracranial  bleeding.  However,  adminis- 
tration of  platelets  is  not  indicated  unless  the  child 
has  evidence  of  active  thrombocytopenic  bleeding, 
as  in  the  skin,  nose,  or  gastrointestinal  tract.  The 
presence  of  neurologic  signs  is  indicative  of  large 
hemorrhage  and  is  ominous,  and  transfusion  of 
platelets  is  then  usually  fruitless. 

A chronic  subdural  hematoma  may  occur  and 
result  in  refractory  otherwise  unexplained  in- 
creased intracranial  pressure.25’26  Subdural 
bleeding  in  these  cases  occurs  during  hematologic 


remission  and  is  not  related  to  thrombocytopenia. 
The  possibility  of  chronic  subdural  hematoma 
should  be  considered  whenever  meningeal  leuke- 
mia is  associated  with  hydrocephalus  and  loss  of 
vision  due  to  long-standing  increased  intracranial 
pressure.25  Also,  lumbar  puncture  in  a thrombo- 
cytopenic child  with  acute  leukemia  may  cause 
subdural  hematoma.  A large  subdural  hematoma 
in  the  lumbosacral  area  may  cause  symptoms  of 
acute  spinal  cord  compression.27 

Chronic  subdural  hematomas  were  present  at 
necropsy  in  13  of  126  children  with  acute  lym- 
phoblastic leukemia  (10.3  per  cent),  and  were  ab- 
sent in  other  types  of  acute  leukemia.  Thrombo- 
cytopenia, which  is  usually  associated  with  acute 
subdural  bleeding,  was  thought  to  have  an  insig- 
nificant role  in  the  pathogenesis  of  chronic  subdu- 
ral hematoma.  Clinically,  the  frequent  coexis- 
tence of  meningeal  leukemia  and  chronic  subdural 
hematoma  makes  diagnosis  difficult.  Chronic 
subdural  hematoma  should  be  suspected  in  chil- 
dren with  acute  lymphoblastic  leukemia  and  neu- 
rologic symptoms  who  have  no  pleocytosis  or  blast 
cells  in  the  CSF,  who  have  seizures,  local  neurolog- 
ic signs,  or  poor  clinical  response  to  therapy  for 
meningeal  leukemia.28 

Bone  pain  accompanied  by  skeletal  abnormality 
demonstrable  by  x-ray  film  examination  has  been 
recognized  as  a common  finding  in  acute  leukemia 
in  childhood,  although  involvement  of  the  verte- 
bral column  has  been  noted  less  frequently  than 
lesions  of  the  long  bones.  In  particular,  back  pain 
and  vertebral  compression  have  been  infrequently 
reported  to  be  the  primary  complaint  in  cases  of 
leukemia.  However,  one  report  presented  4 pa- 
tients with  acute  lymphoblastic  leukemia  in  whom 
severe  back  pain  and  associated  x-ray  film  evi- 
dence of  vertebral  compression  and  collapse,  to- 
gether with  marked  spinal  osteoporosis,  were  the 
most  striking  initial  findings.29  Back  pain  was  alle- 
viated when  systemic  remission  was  achieved  by 
chemotherapy.  None  of  the  cases  showed  neuro- 
logical deficits.  In  no  case  was  specific  therapy  di- 
rected toward  the  spinal  lesions,  and  symptomatic 
improvement  was  not  reflected  by  x-ray  film  evi- 
dence of  healing. 

Summary 

The  neurologic  manifestations  of  acute  child- 
hood leukemia  may  be  divided,  according  to  cause, 
into  two  types:  those  due  to  leukemic  cellular  in- 
filtrations of  the  brain  and  spinal  cord,  and  those 
due  to  intracranial  hemorrhage.  These  two  caus- 
es, however,  are  closely  interrelated.  Leukemic 
cellular  infiltrations  of  the  CNS  may  occur  at  any 
stage  of  the  disease.  When  prophylactic  CNS 
therapy  is  not  given,  at  least  50  per  cent  of  chil- 
dren with  acute  lymphoblastic  leukemia  will  even- 
tually develop  meningeal  infiltrations.  The  clini- 
cal syndrome  arising  from  meningeal  leukemia  re- 
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suits  mainly  from  increased  intracranial  pressure. 
Headache,  vomiting,  and  papilledema  are  the  com- 
monest symptoms  and  signs.  The  confirmatory 
laboratory  test  for  diagnosis  of  CNS  leukemia  is 
the  lumbar  puncture  and  analysis  of  the  cerebro- 
spinal fluid.  However,  many  cases  of  CNS  leuke- 
mia may  show  negative  CSF  findings. 

Intracranial  bleeding  in  children  with  acute  leu- 
kemia is  most  commonly  associated  with  severe 
thrombocytopenia.  Leukemic  cellular  infiltrates 
into  the  vascular  walls  and  vasculitis  due  to  infec- 
tion are  contributing  factors.  Hyperleukocytosis 
may  also  predispose  to  intracranial  hemorrhage  by 
impairment  of  the  hemostatic  mechanism.  The 
intracranial  hemorrhages  in  acute  leukemia  are 
commonly  intracerebral  but  subdural  hematomas 
also  frequently  occur. 

2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 
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when 

depression  is 
primary 


HELPS  PROVIDE 
EARLY  CONTROL 
OF  DEPRESSIVE 
SYMPTOMS... 


A 

lYnxiety  is  an  invidious  symptom.  It  feeds  upon 
sickness,  gnaivs,  grows  and  invades  every  cranny 
of  psychic  pathology  adding  intensity  to 
torment.  Anxiety  as  a symptom  secondary  to 
depression  may  be  so  dominant  that  it  obscures 
the  primary  diagnosis.  It  may  suggest  treatment 

with  tranquilizers  which  often  help.  But  as  the 
vampire  of  legend  had  to  have  a laurel  stake 
driven  through  its  heart  to  truly  die,  so  anxiety 
secondary  to  depression  will  not  cease  to  nibble  and 
bite  until  an  antidepressant  eradicates  the 
primary  illness — and  symptomatic  anxiety  starves. 


IN  BRIEF: 

Indications:  Norpramin"  (desipramine 

hydrochloride)  is  indicated  lor  the  relief 
of  depressive  symptoms  Endogenous 
depressions  are  more  likely  to  be  alle- 
viated than  others 

Contraindications:  Desipramine  hydro- 
chloride should  not  be  given  within  two 
weeks  of  treatment  with  a monoamine 
oxidase  inhibitor  Contraindications  in- 
clude the  acute  recovery  period  follow- 
ing myocardial  infarction  and  hypersen- 
sitivity to  the  drug.  Cross  sensitivity 
with  other  dibenzazepines  is  a possi- 
bility 

Warnings:  1.  Extreme  caution  should  be 
used  in  patients:  (a)  with  cardiovascular 
disease,  (b)  with  a history  of  urinary  re- 
tention or  glaucoma.  (c>  with  thyroid 
disease  or  those  on  thyroid  medication, 
(d)  with  a history  of  seizure  disorder  2 
This  drug  is  capable  of  blocking  the 
antihypertensive  effect  of  guanethidine 
and  similarly  acting  compounds.  3 Use 
in  Pregnancy:  Safe  use  during  pregnan- 
cy and  lactation  has  not  been  estab- 
lished 4 Use  in  Children  Norpramin*' 
(desipramine  hydrochloride)  is  not  rec- 
ommended for  use  in  children  5 This 
drug  may  impair  the  mental  and/or  phy- 
sical abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery 
Therefore,  the  patient  should  be  cau- 
tioned accordingly 

Precautions:  This  drug  should  be  dis- 
pensed in  the  least  possible  quantities 
to  depressed  outpatients,  since  suicide 
has  been  accomplished  with  drugs  of 
this  class  If  possible,  dispense  in  child- 
resistant  containers.  It  should  be  kept 
out  of  reach  of  children  Reduce  dos- 
age. or  alter  treatment,  if  serious  ad- 
verse effects  occur  Norpramin" 
(desipramine  hydrochloride)  therapy  in 
patients  with  manic-depressive  illness 
may  induce  a hypomanic  state  after  the 
depressive  phase  terminates  and  may 
cause  exacerbation  of  phychosis  in 
schizophrenic  patients.  Use  cautiously 
with  anticholinergic  or  sympathomimetic 
drugs.  Response  to  alcoholic  beverages 
may  be  exaggerated  In  the  concurrent 
administration  of  ECT  and  antidepres- 
sant drugs  one  should  consider  the 
possibility  of  increased  risk  relative  to 
benefits  Discontinue  as  soon  as  pos- 
sible prior  to  elective  surgery  because 
of  possible  cardiovascular  effects  Hy- 
pertensive episodes  have  been  observed 
during  surgery  in  patients  on  desipra- 
mine hydrochloride  Leukocyte  and  dif- 
ferential counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  neutropenia 
Adverse  Reactions:  Cardiovascular  hy- 
potension. hypertension,  tachycardia, 
palpitation,  arrhythmias,  heart  block, 
myocardial  infarction,  stroke  Psychi- 
atric confusional  states  (especially  in 
the  elderly),  hallucinations,  disorienta- 
tion. delusions;  anxiety,  agitation;  in- 
somnia and  nightmares;  hypomania;  ex- 
acerbation of  phychosis  Neurological: 
paresthesias  of  extremities;  incoordina- 
tion. ataxia,  tremors,  peripheral  neuro- 
pathy; extrapyramidal  symptoms;  sei- 
zures; alteration  in  EEG  patterns;  tinni- 
tus. Anticholinergic  dry  mouth,  and 
rarely  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommo- 
dation. mydriasis;  constipation,  paraly- 
tic ileus;  urinary  retention,  delayed  mic- 
turition. hypotonic  bladder.  Allergic: 
skin  rash,  petechiae.  urticaria,  itching, 
photosensitization,  edema  (of  face  and 
tongue  or  general),  drug  fever  Hema- 
tologic agranulocytosis,  eosinophilia, 
purpura,  thrombocytopenia  Gastrointes- 
tinal: anorexia,  nausea  and  vomiting, 
epigastric  distress,  peculiar  taste,  ab- 
dominal cramps,  diarrhea,  stomatitis, 
black  tongue.  Endocrine  gynecomastia; 
breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libi- 
do, impotence,  testicular  swelling;  ele- 
vation or  depression  of  blood  sugar 
levels.  Other  jaundice  (simulating  ob- 
structive), altered  liver  function;  weight 
gain  or  loss;  perspiration,  flushing;  uri- 
nary frequency,  nocturia;  parotid  swell- 
ing; drowsiness,  dizziness,  weakness 
and  fatigue,  headache;  alopecia  With- 
drawal Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  after  pro- 
longed therapy  may  produce  nausea, 
headache  and  malaise 
Dosage  and  Administration:  The  usual 
adult  dose:  50  mg.  three  times  daily;  in- 
crease if  necessary  after  7 to  10  days  to 
maximum  of  200  mg.  daily  Dosages 
above  200  mg.  per  day  are  not  recom- 
mended. Maintenance:  At  a lower  dose 
adequate  to  maintain  remission.  Adoles- 
cent and  geriatric  patient  dose:  25  to  50 
mg.  daily  if  necessary. 

Overdosage:  There  is  no  specific  anti- 
dote for  desipramine.  nor  are  there 
specific  phenomena  of  diagnostic  value 
characterizing  poisoning  by  the  drug. 
The  principles  of  management  of  coma 
and  shock  by  means  of  the  mechanical 
respirator,  cardiac  pacemaker,  monitor- 
ing of  central  venous  pressure  and  regu- 
lation of  fluid-  and  acid-base  balance 
are  well  known  in  most  medical  centers 
If  heart  failure  is  imminent,  digitalize 
promptly. 
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Holes  in  the  Head 


Case  history 

Jeffrey  Wexler,  M.D.*:  The  patient  is  a 

thirty-four-year-old  black  woman  who  appeared 
with  complaints  of  recurrent  pharyngitis,  head- 
aches, generalized  malaise,  and  recent  weight  loss 
of  10  pounds.  On  physical  examination  she  was 
found  to  have  a low-grade  fever,  generalized 
lymphadenopathy,  and  a right  breast  mass.  Her 
hematocrit,  white  blood  cell  count,  and  differential 
were  normal,  as  was  the  urinalysis.  Other  labora- 
tory examinations  were  also  within  normal  limits. 
A radiographic  examination  of  the  skull  was  ob- 
tained because  of  her  headaches  (Fig.  1). 

Martin  Parker,  M.D.*:  On  a lateral  film  of 

the  skull,  there  are  multiple  small  lucent  areas  of 
various  sizes.  They  have  ill-defined  borders  and 
are  located  diffusely  throughout  the  calvarium.  I 
see  no  evidence  of  intracranial  calcifications  or  of 
other  bony  abnormalities.  There  is  no  radio- 
graphic  evidence  of  increased  intracranial  pres- 
sure. 

The  finding  of  multiple  lytic  lesions  throughout 
the  skull  would  make  me  seriously  consider  a diag- 
nosis of  multiple  myeloma;  however,  the  patient’s 
age  makes  this  somewhat  unlikely.  Whatever  the 
diagnosis,  it  is  probable  that  this  represents  a gen- 
eralized disease  and  that  other  bony  structures 
would  be  involved.  I would  also  be  interested  in 
seeing  a chest  examination  to  determine  the  pres- 
ence or  absence  of  thoracic  lymphadenopathy  and 
of  pulmonary  disease. 

Dr.  Wexler:  The  chest  examination  was  within 
normal  limits;  however,  examinations  of  the  pelvis 
and  of  the  right  knee  demonstrate  interesting 
findings. 

Dr.  Parker:  An  anteroposterior  examination 

of  the  pelvis  shows  multiple  lucencies  throughout 
the  pelvic  bones,  as  well  as  in  the  proximal  femora 
(Fig.  2).  These  are  similar  in  appearance  to  those 

* Resident,  Department  of  Radiology. 


FIGURE  2.  Lucent  lesions  similar  to  those  seen  in  calvar- 
ium are  present  in  entire  pelvis  and  in  visualized  portions 
of  both  proximal  femurs. 

seen  in  the  skull.  The  frontal  film  of  the  right  ; 
knee  demonstrates  similar  lesions  as  well  as  endos- 
teal scalloping  of  the  proximal  fibular  shaft  (Fig 
3).  This  suggests  the  presence  of  a process  which  * 
originates  within  the  marrow  cavity. 

These  findings  serve  to  confirm  the  impressior  ( 
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FIGURE  3.  Frontal  film  of  right  knee  shows  similar 
findings.  There  is  endosteal  scalloping  (arrow)  indi- 
cating medullary  origin  of  lesions. 


that  this  represents  a tumor  arising  from  one  of 
the  blood-forming  elements.  While  multiple  mye- 
loma would  be  a reasonable  diagnosis  in  an  older 
patient,  in  this  case  I think  a process  such  as  ma- 
lignant lymphoma  or  leukemia  would  be  more 
' likely,  despite  the  absence  of  hepatic  or  splenic  en- 
largement. The  lymphadenopathy  of  course  sup- 
ports this  consideration.  With  normal  peripheral 


blood  findings,  I would  favor  lymphoma  over  leu- 
kemia. 

Another  consideration  exists.  In  view  of  the  pa- 
tient’s breast  mass,  the  possibility  of  a breast  car- 
cinoma with  metastatic  disease  cannot  be  exclud- 
ed. This  would  be  an  unusual  example,  however, 
in  view  of  the  clinical  picture,  especially  the 
lymphadenopathy.  The  bony  lesions  seen  in  pa- 
tients with  metastatic  breast  carcinoma  may  have 
this  appearance;  however  they  are  frequently  at 
least  partially  blastic  in  nature.  I think  therefore 
that  the  most  likely  consideration  would  be  a lym- 
phoproliferative  process  such  as  malignant  lym- 
phoma with  diffuse  bone  involvement. 

Dr.  Parker’s  final  diagnosis 

Malignant  lymphoma 

Dr.  Wexler:  Following  this  initial  evaluation,  a 
lymph-node  biopsy  was  performed.  The  findings 
will  be  discussed  by  Dr.  Taghavi-Nejad. 

Pathologic  discussion 

Marzie  Taghavi-Nejad,  M.D.*:  The  resected 
surgical  specimen  was  a 2-cm.  lymph  node  which 
was  soft,  tan,  and  homogeneous  in  appearance. 
Microscopic  examination  reveals  total  obliteration 
of  the  normal  lymph  node  architecture  (Fig.  4). 
The  node  is  diffusely  infiltrated  by  a somewhat 
pleomorphic  cell  population  composed  predomi- 
nantly of  large  histiocytic  cells,  bizarre  multinucle- 
ated  giant  cells,  and  occasional  lymphocytes.  Be- 
cause of  the  pleomorphic  nature  of  the  lesion, 
Hodgkin’s  disease  must  be  considered  in  the  dif- 
ferential diagnosis.  However,  since  no  typical 
Reed-Sternberg  cells  are  present,  the  diagnosis  of 
histiocytic  lymphoma,  diffuse  type,  can  be  made. 
It  is  of  interest  that  tissue  from  the  right  breast 
mass  showed  a similar  histology. 

Histiocytic  lymphoma  (reticulum-cell  sarcoma) 
forms  one  of  the  major  subgroups  of  malignant 
* Resident,  Department  of  Pathology. 


FIGURE  4.  (A)  Lymph  node  biopsy.  Normal  lymph  node  architecture  has  been  obliterated  and  is  replaced  by  dense  infil- 

trate of  neoplastic  cells.  (B)  Infiltrating  cells  are  pleomorphic  in  nature  and  consist  primarily  of  large  histiocytic  cells,  oc- 
casional small  lymphocytes,  and  bizzare  giant  cells  (X275). 
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lymphomas.  It  comprises  a group  of  tumors  com- 
posed predominantly  of  neoplastic  histiocytes  of 
varying  degrees  of  differentiation.  Occasional  tu- 
mors in  this  group  show  pleomorphism,  with  large 
bizarre  giant  cells  similar  to  those  in  our  case.1 

The  clinical  findings  in  histiocytic  lymphoma 
are  similar  to  those  of  other  types  of  malignant 
lymphoma.  Extranodal  primaries  are  somewhat 
more  common  in  this  type.  Approximately  20  per 
cent  of  patients  with  histiocytic  lymphoma  have 
bony  lesions,  usually  osteolytic.  Histiocytic  lym- 
phoma is  generally  an  aggressive,  rapidly  progres- 
sive neoplasm  with  a median  survival  of  less  than 
one  year.2 

Final  pathologic  diagnosis 

Histiocytic  lymphoma 

Comment 

Dr.  Wexler:  Because  of  their  common  site  of 
origin,  the  blood-forming  marrow  in  the  medullary 
portion  of  bone,  the  radiographic  findings  in 
most  tumors  of  hematopoietic  origin  are  similar  ir- 
respective of  their  specific  cell  type.  Consequent- 
ly, the  radiologic  diagnosis  of  one  of  these  tumors 
often  will  be  made  on  the  basis  of  factors  extrane- 
ous to  its  specific  radiographic  characteristics.  In 
today’s  case  the  findings  were  those  of  a lesion 
arising  in  the  marrow  cavity,  and  the  first  diagno- 
sis mentioned  was  multiple  myeloma.  This  ordi- 
narily would  be  a reasonable  one  principally  be- 
cause of  the  great  frequency  of  multiple  myeloma 
as  compared  with  other  neoplasms  arising  in  this 
area.  The  patient’s  age,  however,  made  one  of  the 
malignant  lymphomas  a more  likely  diagnosis.  It 
is  apparent,  therefore,  that  statistics  played  a large 
part  in  the  decision-making  process. 

The  lymphomas  which  may  involve  bone  are 
Hodgkin’s  disease,  lymphosarcoma,  and  histiocytic 
lymphoma  (reticulum-cell  sarcoma).  This  in- 
volvement is  generally  a manifestation  of  diffuse 
disease,  although  on  occasion  there  may  be  a pri- 
mary lesion  involving  a single  bone  with  no  evi- 
dence of  disease  elsewhere.  In  all  of  these  pro- 
cesses, there  is  a wide  age  range  making  it  difficult 
to  use  the  patient’s  age  as  a definite  indicator  of  a 
specific  type.  There  appears,  however,  to  be  a 
somewhat  greater  incidence  of  involvement  of 
younger  patients,  in  the  second  and  third  decades, 
by  Hodgkin’s  disease  as  compared  with  the  other 
two.  The  incidence  of  bone  involvement  in  pa- 


tients with  lymphoma  is  surprisingly  high. 
Ewing3  has  reported  that  in  autopsy  examination 
of  patients  with  Hodgkin’s  disease,  the  incidence 
of  bone  involvement  approaches  100  per  cent  of 
cases.  While  this  figure  is  far  in  excess  of  reports 
of  radiographically  identifiable  bone  lesions,  which 
occur  in  about  15  per  cent  of  cases,  it  serves  to 
point  out  the  great  frequency  with  which  these 
diseases  actually  involve  the  osseous  system.4 

The  most  common  site  of  involvement  for  all 
three  types  of  lymphoma  is  the  spine.  The  high- 
est number  of  lesions  has  been  reported  as  occur- 
ring in  the  thoracic  spine;  however,  this  is  proba- 
bly secondary  to  the  larger  number  of  vertebral 
bodies  there  than  elsewhere,  rather  than  reflecting 
any  specific  predilection  for  the  thoracic  spine. 
Pelvis,  ribs,  and  skull  are  also  frequently  involved 
as  are  the  larger  long  bones.  Destructive  lesions 
predominate  in  all  three  varieties  of  lymphoma, 
with  a lesser  number  of  mixed  lesions  containing 
both  destructive  and  productive  elements.  In  10 
to  15  per  cent  of  patients  with  Hodgkin’s  disease 
who  have  bone  involvement  there  may  be  purely 
productive,  or  blastic,  lesions.  Periosteal  reaction, 
expansion  of  bone,  and  pathologic  fractures  are 
frequently  seen  with  the  larger  lesions.  In  a case 
such  as  that  demonstrated  today  there  may  be 
multiple  small  lesions  involving  many  of  the  areas 
already  described,  with  small  medullary  foci  erod- 
ing the  endosteum.  It  is  obvious  from  these  com- 
ments that  patients  with  other  malignant  condi- 
tions involving  the  medullary  portion  of  bone,  spe- 
cifically leukemia  and  metastatic  disease,  may  ap- 
pear with  similar  radiographic  findings. 

As  was  suggested  earlier,  occasional  cases  of  pri- 
mary lymphoma  of  bone  do  occur,  primarily  the 
histiocytic  type.5  The  therapeutic  implication  of 
this  point  is  obvious,  since  these  patients  may  be 
completely  cured  by  local  therapy,  whether  surgi- 
cal or  by  radiotherapy. 
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The  Chairman  (Paul  A.  Radnay,  M.D.): 

Since  equipment  to  determine  blood  gases  has  eas- 
ily become  available,  there  appears  to  be  a tenden- 
cy to  rely  on  their  readings  in  assessing  the  clinical 
condition  of  a patient.  Thus  the  appropriate  time 
for  the  removal  of  an  endotracheal  tube  may  be 
misjudged.  The  case  to  be  presented  by  Dr.  For- 
bat  clearly  shows  that  this  kind  of  an  approach  is 
unjustified  and  outright  dangerous.  May  I ask 
you  now,  Dr.  Forbat,  to  proceed  with  your  report. 

Case  report 

Andrew  F.  Forbat,  M.D.:  The  patient  was  a 
man  in  his  late  sixties  seen  in  the  intensive  care 
unit  following  gastrectomy.  He  had  been  healthy 
until  the  beginning  of  October,  1973,  when  he  had 
a laparotomy  for  a benign  jejunal  polyp,  at  which 
time  carcinoma  of  the  pancreas  was  also  found. 
The  postoperative  course  was  uneventful  until  ten 
days  later  when  he  developed  melena.  He  had 
several  more  episodes  of  gastrointestinal  bleeding. 
To  control  the  bleeding  a vasopressin  infusion  was 
commenced  through  a catheter  placed  in  the  celiac 
artery.  That  night  he  developed  heart  block  with 
a ventricular  rate  of  42,  followed  by  an  episode  of 
ventricular  fibrillation  which  responded  to  resusci- 
tation. An  electrocardiogram  taken  the  next  day 
showed  evidence  of  infarction  with  complete  heart 
block.  A transvenous  pacemaker  was  inserted. 
Since  there  was  a further  episode  of  gastrointesti- 
nal bleeding  two  days  after  the  ventricular  fibrilla- 
tion and  myocardial  infarction,  he  was  taken  to 


the  operating  room,  and  vagotomy  and  hemigas- 
trectomy  were  performed.  Postoperatively  me- 
chanical ventilation  was  continued  until  the  fol- 
lowing morning. 

Six  days  later  he  began  to  bleed  again.  Conser- 
vative treatment  was  tried  for  two  days  unsuccess- 
fully. Chest  x-ray  films  at  the  time  showed  fluid 
at  both  bases.  At  emergency  laparotomy  an  ac- 
tively bleeding  ulcer  was  found  on  the  lesser  curva- 
ture of  the  stomach,  requiring  gastrectomy. 
There  was  also  a subhepatic  abscess  that  was 
drained.  Following  the  gastrectomy,  mechanical 
ventilation  was  continued  in  the  recovery  room, 
but  at  the  time  of  my  examination  in  the  intensive 
care  unit,  he  was  breathing  spontaneously  via  an 
endotracheal  tube,  with  70  per  cent  oxygen  on  a 
T-piece.  The  ventilation  was  quite  vigorous. 

The  Chairman:  Did  you  determine  the  blood 
gases  at  that  time? 

Dr.  Forbat:  They  were  rather  normal.  The 

pH  (reciprocal  of  hydrogen  ion  concentration)  was 
7.47,  carbon  dioxide  tension  (pCCD)  37,  and  oxy- 
gen tension  (pOj)  75.  As  a matter  of  fact  the  sur- 
geon and  the  attending  medical  staff  urged  extu- 
bation;  they  felt  that  the  obvious  respiratory  dis- 
tress, in  view  of  the  normal  blood  gases,  was  due  to 
the  discomfort  of  the  endotracheal  tube. 

Seymour  Goldenberg,  M.D.:  Did  you  decide 
to  extubate? 

Dr.  Forbat:  No.  Before  complying  with  their 
request,  we  measured  his  minute  volume  with  a 
Wright  spirometer  and  found  it  to  be  15  L.  per 
minute.  A little  thought  made  me  realize  that  the 
minute  volume  was  inconsistent  with  a normal  car- 
bon dioxide  pressure,  since  this  would  indicate 
normal  alveolar  ventilation,  say  4 to  4.5  L.  per 
minute. 

The  Chairman:  How  did  you  account  for  a 

minute  volume  of  15  L.? 

Dr.  Forbat:  If  his  alveolar  ventilation  were  4 

to  4.5  L.,  then  the  remaining  10  to  11  L.  were 
dead-space  ventilation,  giving  him  an  estimated 
physiologic  Vd/Vt  (dead  space  to  tidal-volume) 
ratio  of  about  0.7.  With  this  in  mind,  I advised 
against  extubation.  I felt  if  the  tube  were  re- 
moved, he  would  be  more  distressed  than  before. 

Yong  H.  Hahn,  M.D.:  Why  did  you  feel  this 
way? 

Dr.  Forbat:  Because  his  anatomic  dead  space 
would  increase  further  by  extubation.  He  was  ap- 
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parently  in  distress  because  he  had  to  move  so 
much  air  to  maintain  his  carbon  dioxide  tension  in 
the  normal  range. 

Simon  Halevy,  M.D.:  I am  not  impressed  by 

the  ventilatory  problem  as  being  primary.  I think 
the  underlying  problem  might  have  been  circulato- 
ry. 

Dr.  Goldenberg:  Did  you  investigate  further 

the  reasons  for  this  increase  in  dead  space,  and  if 
yes,  how  did  you  go  about  it?  What  did  you  con- 
sider necessary  to  reach  a diagnosis  as  to  the  cause 
of  this  ventilatory  problem? 

Dr.  Forbat:  Chest  x-ray  films  were  taken  and 
showed  cardiomegaly,  congestive  heart  failure,  and 
bilateral  pleural  effusion.  For  this  he  was  put  on 
digitalis  and  diuretics  immediately. 

Richard  L.  Keenan,  M.D.:  Did  this  treatment 
result  in  significant  improvement?  It  appears  ob- 
vious that  the  ventilatory  problem  was  only  secon- 
dary to  his  cardiac  insufficiency. 

Dr.  Forbat:  Yes.  In  the  afternoon  our  patient 
had  a significant  urinary  output,  the  chest  cleared 
somewhat.  An  estimation  of  the  Vn/Vr  ratio 
made  in  the  afternoon  by  collecting  a sample  of 
mixed  expired  air  was  0.5.  We  measured  concur- 
rently the  arterial  carbon  dioxide  tension.  At  the 
same  time,  on  100  per  cent  oxygen,  the  alveolar- 
arterial  oxygen  difference  was  determined.  A 
shunt  study,  using  venous  blood  from  the  CVP 
(central  venous  pressure)  line  for  the  “mixed”  ve- 
nous sample  gave  an  estimated  shunt  of  0.28. 

I think  that  the  key  to  treatment  here  was  the 
treatment  of  cardiac  failure.  I believe  that  the  re- 
tention of  the  endotracheal  tube  was  in  order,  and 
that  it  would  have  been  a great  mistake  to  have  it 
removed  earlier.  The  patient  made  a good  recov- 
ery in  the  course  of  time,  despite  the  fact  that  ev- 
erything appeared  to  go  against  him. 

Comment 

Dr.  Hahn:  Since  you  mentioned  that  venous 

blood  was  drawn  from  the  CVP  line,  can  you  tell 
us  what  the  CVP  was  at  the  time?  In  view  of  the 
diagnosis  of  cardiac  failure,  I think  this  is  relevant. 

Dr.  Forbat:  It  was  around  7 to  8,  but  at  one 

stage  it  rose  to  17.  I have  to  mention,  however, 
that  in  failure  of  the  left  heart  the  CVP  reading 
may  not  be  significant. 

The  Chairman:  This  appears  to  be  a case 

where  the  floating  of  a Swan-Ganz  catheter  into 
the  pulmonary  artery  would  have  been  well  justi- 
fied. The  wedge  pressure  in  addition  to  the  CVP 
would  have  been  of  very  great  help  in  the  diagnosis 
and  follow-up. 

Dr.  Hahn:  Can  you  also  tell  us,  Dr.  Forbat, 

how  you  calculated  the  Vn/Vr  of  0.5  and  the  Qs/Qt 
(flow  of  blood  through  shunt/total  cardiac  output) 
of  0.28? 

Dr.  Forbat:  To  get  the  Vn/Vr  ratio  we  used 

the  standard  equation  Vn/Vr  = PaCO_>  (arterial 


carbon  dioxide  tension)  — PECOo  (carbon  dioxide 
tension  of  mixed  expired  airl/PaCCD.1 

For  the  shunt  study  we  applied  the  shunt  equa-  I 
tion  Qs/Qt  = C6O2  (concentration  of  oxygen  in 
preliminary  end-capillary  blood)  — CaCD/CcCD  — 
CVO22  (concentration  of  oxygen  in  mixed  venous 
blood). 

Dr.  Keenan:  How  did  you  go  about  getting 

proper  samples? 

Dr.  Forbat:  Oxygen  contents  were  obtained 

from  hemoglobin,  per  cent  saturation,  and  oxygen 
tension  measurements.  Capillary  oxygen  content 
was  calculated  from  the  derived  alveolar  oxygen 
tension,  assuming  100  per  cent  saturation  of  pul-  j 
monary  capillary  blood. 

Dr.  Hahn:  In  calculating  dead  space  you  men-  - 
tioned  arterial  carbon  dioxide  pressure  in  your 
equation,  but  there  was  no  mention  of  the  end- 
expired  carbon  dioxide  pressure.  How  then  did 
you  derive  the  Vd/Vt? 

Dr.  Forbat:  We  took  the  arterial  rather  than 

the  end-expired  carbon  dioxide  pressure  because 
we  were  interested  primarily  in  the  physiologic 
rather  than  the  anatomic  dead  space.  End-ex- 
pired carbon  dioxide  tension  is  used  for  the  calcu 
lation  of  anatomic  dead  space.3 

Ventilatory  therapy 

Dr.  Keenan:  What  ventilator  was  used,  and 

what  was  the  inspiratory  pressure?  Would  you  se 
lect  a volume-controlled  or  pressure-controllec 
ventilator?  Would  you  use  slow  rate  and  large 
tidal  volume,  or  would  you  employ  PEEP  (positive 
end  expiratory  pressure)? 

Dr.  Forbat:  We  would  prefer  the  ventilatoi 

(Bennett  MAI)  that  we  used  during  the  night 
This  ventilator  may  be  used  for  controlled  as  wel 
as  assisted  ventilation.  The  selection  of  large 
tidal  volume  with  slow  rate  as  against  PEEP  de 
pends  on  the  individual  case.  This  patient  wa;  1 
breathing  spontaneously,  so  that  only  continuou: 
CPAP  (continuous  positive  airway  pressure)  coulc 
have  been  our  choice,  had  it  been  the  practice  a 
the  time.  When  I made  my  examination  this  pa 
tient  was  breathing  spontaneously  on  a T-piece. 

Kinichi  Shibutani,  M.D.:  I would  like  to  mak< 
the  point  that  there  is  no  one  specific  paramete 
on  which  we  can  depend  whether  a patient  needs  ; 
respirator  or  an  endotracheal  tube.  As  our  chair 
man  mentioned  in  his  introduction,  the  entire  clin 
ical  picture  has  to  be  taken  into  consideration. 

Dr.  Halevy:  This  case  has  been  presented  as 
ventilatory  problem;  however,  as  I alluded  to  pre 
viously,  I do  not  think  that  this  is  primarily  a ven 
tilatory  problem,  and  I think  that  is  what  you  ar 
trying  to  say.  During  the  discussion  my  conten 
tion  has  already  been  borne  out. 

Dr.  Forbat:  We  might  say  that  we  are  dis- 

cussing a problem  that  leads  to  ventilatory  dif 
ficulties. 
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Dr.  Halevy:  If  you  consider  this  as  a typical 

low  cardiac  output  problem,  then  everything  else 
fits.4  There  is  tremendous  desaturation,  shunt- 
ing, and  increase  in  the  alveolar  dead  space.  Ob- 
viously in  such  a case,  no  one  parameter  can  be 
significant  by  itself. 

Daniel  G.  Schonfeld,  M.D.:  There  are  a cou- 
ple of  things  I wanted  to  comment  on.  First  of  all, 
it  is  not  common  postoperativelv  to  find  a patient 
breathing  a 15-L.  minute  volume,  with  normal 
blood  gases.  1 would  have  expected  a lower  car- 
bon dioxide  tension.  Second,  I do  not  know  that 
the  removal  of  the  tube  would  have  made  any  dif- 
ference in  this  case.  If  we  postulate  that  the  tidal 
volume  was  as  high  as  600  ml.,  then  the  difference 
in  dead  space  caused  bv  removing  the  tube  would 
have  been  hardly  critical.  This  was  proved  by  the 
resident,  who  removed  the  tube  the  following  day. 
The  proof  was  not  scientific,  but  practical.  1 
would  be  interested  in  Dr.  Shibutani’s  comment 
on  the  association  of  the  high  tidal  volume  here 
with  normal  blood  gases. 

Dr.  Shibutani:  A normal  carbon  dioxide  ten- 
sion in  a sick  patient  could  be  good  or  bad.  In  a 
patient  who  has  the  ability  to  ventilate  15  L.  per 
minute,  only  by  using  all  his  auxiliary  muscles,  a 
normal  carbon  dioxide  tension  is  a bad  sign. 

Dr.  Keenan:  These  figures  can  be  explained 
only  by  a high  dead  space. 

Dr.  Goldenberg:  There  are  a number  of  pa- 

rameters that  have  so  far  been  ignored.  We  need 
the  volume  of  fluids  received  by  the  patient,  his 
urinary  output,  blood  replacement,  if  any,  hemo- 
globin value,  and  the  age  of  the  blood  given. 

Dr.  Forbat:  Hematocrit  ranged  at  various 

times  between  30  and  35.  On  the  day  the  high 
minute  volume  was  found,  his  fluid  intake  was 
3,315,  output  2,225  ml.  After  diuretics  and  digi- 
talis therapy  the  day  following,  intake  was  2,200, 
output  3,863  ml.  He  had  received  two  units  of 
packed  cells  during  his  last  operating  room  stay. 

The  Chairman:  With  reference  to  Dr.  Schon- 
feld’s  point,  in  cardiac  surgical  cases  I often  see 
normal  blood  gases  in  patients  who  have  just  been 
taken  off  a ventilator  with  endotracheal  tube  on  a 
T-piece  still  in  place.  Some  of  these  patients  are, 
however,  on  the  verge  of  respiratory  failure.  It  is 
in  this  stage  that  we  have  to  resume  mechanical 
ventilation.  It  is  our  duty  to  teach  our  residents 
not  to  extubate  the  patient  just  because  the  blood 
gases  that  were  reported  were  normal.  An  experi- 
enced person  should  be  able  to  observe  that  the 
patient  is  in  distress  and  deteriorating  despite 
"normal  blood  gases.” 

Dr.  Hahn:  The  problem  still  remains  as  to 

whether  this  patient  should  have  been  extubated 
or  remained  intubated  until  a definite  evaluation 
of  his  entire  cardiorespiratory  status  had  been 
made.  If  the  decision  was  to  leave  him  intubated, 
what  was  accomplished  by  the  tube  without  con- 


tinuing mechanical  ventilation,  or  placing  the  pa- 
tient on  CPAP? 

Dr.  Forbat:  The  patient  was  on  ventilatory 

therapy  on  the  night  of  the  operation.  I saw  him 
in  the  morning  after  mechanical  ventilation  was 
discontinued.  When  we  tried  to  ventilate  him 
again,  he  fought  the  ventilator,  and  would  not  syn- 
chronize, even  on  “assist.”  If  1 were  managing  the 
case  now,  I would  put  him  on  CPAP  since  it  has  al- 
ready been  suggested  during  the  course  of  this  dis- 
cussion.56 

Blood  gases 

Ralph  A.  Milliken,  M.D.:  What  was  the  actual 
inspired  oxygen  on  the  T-piece?  We  have  talked 
about  normal  blood  gases,  but  obviously  the  arteri- 
al carbon  dioxide  tension  (PaCCH)  was  maintained 
by  the  high  inspired  oxygen  concentration. 

Dr.  Forbat:  The  inspired  mixture  from  the  T- 
piece  was  70  per  cent  oxygen.  However,  it  is  im- 
portant to  realize  that  a flow  of  10  L.  of  oxygen 
through  the  Venturi  tube  will  give  a total  fresh  gas 
flow  of  16  L.,  since  atmospheric  air  will  be  drawn 
in  during  inspiration  through  the  open  arm  of  the 
T-piece,  with  resultant  dilution  of  the  70  per  cent 
oxygen  to  a lower  concentration.  The  actual  per- 
centage of  oxygen  may  be  determined  by  inserting 
the  probe  of  a Beckman  analyzer  into  the  endotra- 
cheal tube.  This  argument  would  apply  even 
more  to  100  per  cent  oxygen,  when  the  total  flow 
down  the  T-tube  equals  the  oxygen  flow  from  the 
rotameter.  It  is  obvious  that  a part  of  the  oxygen 
will  get  into  the  atmosphere  during  exhalation.  In 
order  to  measure  the  alveolar-arterial  oxygen  dif- 
ference on  100  per  cent  oxygen,  it  was  necessary  to 
insert  a reservoir  bag  and  a Frumin  valve  into  the 
circuit. 

Dr.  Goldenberg:  You  were  getting  a unidirec- 
tional gas  flow  at  the  time? 

Dr.  Forbat:  Yes,  at  the  time  when  we  were 

measuring  the  alveolar-arterial  difference,  and 
doing  the  shunt  study. 

Dr.  Milliken:  The  blood  gases  reported  in  the 
summary  were  presumably  done  while  the  patient 
was  on  a T-piece. 

Dr.  Forbat:  That  is  correct. 

Dr.  Hahn:  How  did  the  patient  tolerate  the 

endotracheal  tube  when  he  was  breathing  15  L.  per 
minute  at  a rate  of  25?  How  did  you  measure  his 
minute  volume? 

Dr.  Forbat:  The  patient  was  conscious,  not  se- 
dated. The  minute  volume  was  measured  over  a 
full  minute,  with  a Wright  spirometer  attached  to 
the  endotracheal  tube.  We  then  divided  this  vol- 
ume by  the  respiratory  rate,  which  was  25,  giving  a 
tidal  volume  of  600  ml. 

Dr.  Hahn:  If  this  patient’s  estimated  shunt 

was  28  per  cent,  then  this  was  already  an  indica- 
tion for  ventilatory  support. 

Dr.  Keenan:  I think  shunt  is  much  more  im- 
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portant  than  dead  space  in  determining  the 
hoped-for  success  of  ventilatory  therapy. 

Dr.  Milliken:  I disagree.  It  depends  on 

whether  the  28  per  cent  represents  a shunt  in- 
creasing to  a higher  figure,  or  decreasing  from  a 
higher  figure,  when  the  particular  estimation  is 
made.  Unfortunately  we  have  not  been  presented 
with  enough  readings  to  determine  which  part  of 
the  curve  he  was  on. 

Dr.  Keenan:  Any  patient  who  has  an  alveolar- 
arterial  gradient  in  excess  of  500  mm.  Hg  should 
remain  intubated,  since  there  must  obviously  be  a 
diffusion  problem  that  has  to  be  overcome. 

Dr.  Milliken:  He  was  not  extubated,  and  by 

morning  he  was  sufficiently  improved  to  tolerate 
extubation,  so  his  shunt  of  28  per  cent  was  proba- 
bly on  the  descending  limb  of  the  curve,  that  is, 
decreasing  from  a higher  figure. 

Dr.  Forbat:  I would  like  to  explain  why  the 

patient  was  not  put  back  on  the  ventilator.  This 
man’s  underlying  problem  was  stress.  Not  only 
did  he  have  severe  cardiac  disease,  but  he  had  re- 
peated episodes  of  gastrointestinal  bleeding  from 
stress  ulcers,  requiring  two  major  operations.  At 
this  stage  with  a recent  myocardial  infarct,  he  was 
quite  frightened,  fighting  all  attempts  at  artificial 
ventilation.  Heavy  sedation  might  have  compro- 
mised his  blood  pressure,  and  paralyzing  him  with 
muscle  relaxants  would  have  undoubtedly  been  a 
very  stressful  experience  for  him.  I settled  for 
leaving  him  intubated,  breathing  spontaneously. 
With  this  treatment  in  addition  to  reassurance,  his 
minute  volume  decreased  to  10  L.  per  minute. 

The  Chairman:  His  significant  improvement 

was  mainly  due  to  the  decrease  in  interstitial  pul- 
monary edema,  increased  pulmonary  compliance, 
and  increased  diffusion  capacity.  As  a conse- 
quence the  carbon  dioxide  elimination  increased, 
and  the  utilization  of  oxygen  had  improved.  The 
decrease  in  the  work  of  breathing,  decreased  oxy- 
gen demand,  and  the  greatly  improved  diffusion 
led  to  a significant  decrease  of  the  alveolar-arteri- 
al difference  from  500  to  about  200  mm.  Hg.  The 
treatment  of  his  heart  failure  was  effective  and  re- 
sulted in  the  greatly  improved  respiratory  situa- 
tion.' Now  Dr.  Forbat,  would  you  summarize  the 
proper  approach  to  the  diagnosis  and  treatment  of 
this  particular  case,  as  you  see  it. 

Dr.  Forbat:  The  first  thing  is,  as  Dr.  Schonfeld 
pointed  out,  the  consideration  of  the  “normal” 
blood  gases,  which  were  said  to  permit  extubation. 
In  fact  his  blood  gases,  although  numerically  nor- 
mal, were  grossly  abnormal,  considering  his  min- 
ute volume  and  his  inspired  oxygen  concentration. 
This  is  what  raised  my  suspicion.  How  can  a man 
have  a carbon  dioxide  tension  of  37  with  a minute 
volume  of  15  L.  unless  he  has  a high  dead  space? 
The  blood  gas  results  cannot  be  taken  on  their 


own,  but  have  to  be  correlated  with  the  patient’s 
clinical  condition,  respiratory  pattern,  and  in- 
spired mixture,  as  our  chairman  has  already  men- 
tioned. If  there  is  a disparity,  one  has  to  ask  why 
this  should  be  so,  and  then  start  to  treat  the 
underlying  pathologic  condition  most  vigorously. 

Dr.  Schonfeld:  I think  the  “why  is  it  so”  is 

most  important  to  therapy.  A large  shunt  due  to 
previous  pulmonary  disease,  possible  aspiration  of 
blood  or  vomit,  pneumonitis,  or  collapse  is  one 
thing.  If  these  are  not  the  culprits,  then  one  pre- 
sumes that  shunting  and  the  related  problems  may 
be  associated  with  fluid  exudation,  for  instance 
hypoproteinemia  or  cardiac  failure. 


Conclusion 

The  Chairman:  We  might  summarize  this  as  a 
case  of  hyperventilation  where  early  extubation 
might  have  precipitated  a tragedy  in  a critically  ill 
patient.  The  associated  maldistribution  of  venti- 
lation and  perfusion,  with  concurrent  increase  in 
the  alveolar-arterial  oxygen  gradient  secondary  to 
left  heart  failure,  was  properly  evaluated  and  rec- 
ognized. As  soon  as  the  cause  of  the  ventilatory 
problem  was  determined,  treatment  was  directed 
primarily  to  the  correction  of  cardiac  failure.  At 
the  same  time,  ventilation  was  maintained  as  close 
to  normal  as  possible,  minimizing  the  patient’s  en- 
ergy expenditure,  without  additional  stress  to  the 
patient  (who  had  a very  recent  myocardial  infarct 
and  who  had  cardiac  pacing  since)  with  the  use  of 
central  depressant  or  muscle  relaxants.  His  psy- 
chological problems  were  also  taken  into  consider- 
ation. The  use  of  muscle  relaxants  is  particular^ 
dangerous,  should  there  be  any  accidental  discon 
nection  of  the  ventilator,  or  should  the  ventilatoi 
stop  to  function  due  to  power  failure. 

This  case  was  handled  with  great  expertise  anc 
in  the  proper  setting  of  an  intensive  care  unit  aftei 
due  evaluation  of  the  underlying  problem. 
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Case  Reports 


Fail-Safe  Modification 
of  Spontaneous 
PEEP  System 

RICHARD  T.  PURDY,  M.D. 

New  York  City 

PRAFULL  V.  BOLE,  M.D. 

New  York  City 

From  the  Departments  of  Surgery,  Jewish  Memorial  Hospital,  and 
New  York  Medical  College 


That  ARDS  (acute  respiratory  distress  syn- 
drome) develops  in  a large  number  of  critically  ill 
patients  has  been  recognized  increasingly  within 
the  past  ten  years.1,2  The  principal  therapeutic 
measure  developed  for  this  syndrome  has  been 
PEEP  (positive  end-expiratory  pressure).  Initial- 
ly, this  was  employed  with  either  a pressure-con- 
trolled or  volume-controlled  respirator.1,3 

In  1972,  it  was  pointed  out  by  Civetta,  Brons, 
and  Gabel4  that  a patient  on  a volume-controlled 
respirator  could  lose  effective  perfusion  to  the  ex- 
tent of  25  per  cent  of  cardiac  output.  They  also 
noted  that  the  majority  of  patients  with  ARDS 
had  sufficient  respiratory  effort  to  maintain  tidal 
volume  without  mechanical  assistance,  implying 
that  the  diminution  of  perfusion  was  an  unneces- 
sary hazard  in  a critically  ill  patient.  Their  spon- 
taneous PEEP  system  was  therapeutically  effec- 
tive with  less  than  5 per  cent  loss  of  cardiac  output 
despite  end-expiratory  pressures  up  to  10  cm. 
water. 

The  spontaneous  PEEP  system  devised  by  Civ- 
etta, Brons,  and  Gabel4  is  simple,  inexpensive,  and 
readily  available  in  any  well-equipped  hospital, 
but  is  potentially  hazardous.  This  purely  me- 
chanical, nonelectronic,  and  completely  closed  sys- 
tem may  cause  asphyxia  if  the  5-L.  reservoir  bag  is 
emptied  by  hyperventilating  or  if  the  gas  supply 
becomes  exhausted.  Correction  of  this  defect  is 
the  point  of  this  article. 


PEEP.  One-way  valve  at  endotracheal  tube  insures  posi- 
tive end-expiratory  pressure.  One-way  valve  open  to 
room  air  functional  only  if  gas  supply  exhausted. 

We  utilized  a one-way  valve  installed  via  a “T” 
fitting  in  the  tubing  between  the  “Y”  adapter  join- 
ing the  gas  intake  and  the  reservoir  bag  (Fig.  1). 
The  valve  admits  free  flow  of  room  air  into  the  sys- 
tem with  0.5  cm.,  inspiratory  effort  in  the  event  of 
failure  due  to  either  of  the  previously  mentioned 
causes.  The  valve  does  not  admit  air  unless  the 
reservoir  balloon  collapses.  We  use  a one-way 
valve*  with  both  lateral  apertures  capped. 

We  have  used  this  fail-safe  modification  of  the 
spontaneous  PEEP  system  routinely  for  one  year 
and  feel  that  it  provides  a significant  margin  of 
safety. 

Jewish  Memorial  Hospital 
Broadway  and  196th  Street 
New  York,  N.Y.  10040 
(DR.  PURDY) 
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“It  has  become  clear  that, 
in  fact,  the  association  of 
obesity  and  hypertension  in 
many  patients  is  related,  and 
that  obesity  may  actually 
cause  certain  forms  of 
hypertensive  disease 

(Mayer,  J.:  Med.  Opinion:  19-23,  April,  1974.) 


ts  ability  to  suppress  appetite 
without  producing  pressor  effects 
s a special  advantage  for  certain 
obese  hypertensives? 

:or  this  reason,  Pondimin  may  be  used  in  mild-to-moderate  hyper- 
ension  when  the  usual  precautions  are  observed.  Further,  Pondimin 
nay  increase  slightly  the  effect  of  certain  anti-hypertensive  drugs. 


^ondimin  also  offers  advantages 
ror  your  other  obese  “special  risk” 

Datients: 

or  the  obese  diabetic — no  adverse  effect  on  the  diabetic  state 
as  been  noted. 

or  the  obese  teenager — Pondimin  can  be  prescribed  for  patients 
own  to  12  years  of  age.  Because  it  is  not  stimulating,  nervousness, 

'xcitability,  hyperirritability  and  insomnia  are  seldom  encountered, 
loreover,  with  a DEA  rating  of  Schedule  IV,  its  abuse  potential  is 
onsidered  minimal. 

iiution:  Not  recommended  in  Over:  See  following  pages  for  additional  Pondimin  advantages, 

e severely  hypertensive  patient.  patient  aid  material  and  prescribing  information  . . . 
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(Pondimin®  in  Obesity,  continued) 


the 

Night 

Eater: 


Patient  who  consumes 
at  least  25%  of  his  total 
daily  caloric  intake  after 
the  evening  meal. 

Stunkard,  A.J.,  Grace,  W.J.,  and  Wolff,  H.G.: 
“The  Night-Eating  Syndrome,”  Am.  J Me  ' 
Vol.  XIX,  No.  1,  pp.  78-85,  July,  1955. 


CALORIE  DIET 


125% 


100% 


75% 


50% 


25% 


0% 


Breakfast  Lunch  Dinner  Snack 

195  calories  485  calories  530  calories  355  calories 


Control  of  late  evening  eating  is  vital- 
with  Pondimin*  it  is  possible 
and  practical 

A distressingly  large  percentage  of  obese  patients  are  habitual  night  eaters. 

In  fact,  this  is  such  a common  occurrence  that  the  term  “night-eating 
syndrome”  has  been  used  to  describe  it. 

Many  anorexigenic  drugs  carry  with  them  the  liability  of  CNS  stimula- 
tion, and  this  can  be  a real  deterrent  to  an  effective  dietary  regimen  if  it 
persists  into  the  late  evening. 

Pondimin  can  avoid  this  problem  because  it  does  not  produce  CNS 
stimulation.  You  can  prescribe  it  before  dinner,  or  even  later  in  the  evening 
and  know  that  it  won’t  keep  your  patient  awake.  And  his  appetite  will  be 
effectively  suppressed  during  the  period  when  he  is  in  the  habit  of  consum- 
ing a great  number  of  calories. 
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Aiders” 


A H.  Robins  will  be  producing 
a series  of  special  aids  to  help 
the  obese  patient  deal  with  diets 
and  dieting. 

No.  1:  “How  to  Get  the  Fat  Out 
of  Food” — a practical  guide  to  food 
preparation  and  cooking  to  keep  fat 
content  to  a minimum. 

To  order  a supply,  write  “Pondimin 
Motive-Aiders  No.  1”  on  your  Rx 
blank  and  mail  to: 

Pondimin  Motive-Aiders,  Dept.  T4 
A H.  Robins  Company,  1407  Cummings 
Drive,  Richmond,  Virginia  23220. 

Or  ask  your  Robins  representative. 


Pondimin 

Diet 

Motive- 


Obesity,  Data  & Directions 
for  the  70’s — 

A Medcom®  learning  system  (film,  monograph 
and  self  test) — now  available  for  showing  to 
groups  at  your  hospital  staff  meetings.  Three 
hours  continuing  education  credit  granted 
by  the  American  Academy  of  Family 
Physicians,  American  Medical  Association, 
and  American  Osteopathic  Association.  Check 
with  your  state  society  for  credit  category. 

See  your  Robins  Representative. 


Brief  Summary 

Indication:  In  exogenous  obesity  as  short-term  (a  few  weeks)  adjunct  in 
weight  reduction  regimen  based  on  caloric  restriction  Limited  usefulness  of 
agents  of  this  dass  should  be  measured  vs.  possible  risks  Contraindica- 
tions: Glaucoma,  hypersensitivity  to  this  or  other  sympathomimetic 
amines;  during  or  within  14  days  after  the  administration  of  MAO  inhibi- 
tors (hypertensive  crises  may  result);  history  of  drug  abuse  Warnings: 
When  tolerance  to  the  “anorectic"  effect  develops,  do  not  exceed  maxi- 
Ttum  recommended  dose  in  attempt  to  increase  effect  rather,  discon- 
tinue drug.  May  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  motor  vehicle;  caution  patient 
accordingly  Drug  Dependence:  Fenfluramine  is  related  chemically  to 
amphetamines;  differs  somewhat  pharmacologically.  Amphetamines 
and  related  stimulant  drugs  have  been  extensively  abused  and  can 
taroduce  tolerance,  severe  psychological  dependence,  and  other 
adverse  organic  and  mental  changes.  There  is  a recent  report  of 
abuse  of  fenfluramine  by  subjects  with  a history  of  abuse  of 
ather  drugs  Abuse  of  80  to  400  mg  of  the  drug  was  re- 
aortedly  associated  with  euphoria,  derealization,  percep- 
ual  changes  Fenfluramine  did  not  produce  signs  of 
iependence  in  animals;  appeared  to  produce  sedation 
nore  often  than  CNS  stimulation  at  therapeutic  doses, 
s abuse  potential  appears  qualitatively  different  from 
hat  of  amphetamines  Keep  in  mind  the  possibility  that 
enfluramine  may  induce  dependence  when  evaluat- 
ng  desirability  of  including  it  in  individual  weight  reduc- 
ion  programs  Usage  in  Pregnancy  Safe  use  in  pregnancy 
tot  established  Reproduction  studies  in  rats  suggested 
‘mbryotoxic  potential;  in  rabbits,  mice  and  monkeys 
gelded  negative  results  Use  in  women  who  are  or 
nay  become  pregnant  requires  that  potential  benefit 
■>e  weighed  vs.  possible  hazard  to  mother  and  in- 
ant Usage  in  Children:  Safety  and  efficacy  in 

*4700-62 


20  MG.  TABLETS 


children  under  12  years  not  established  Precautions:  Differs  in  pharmacologic 
profile  from  other  “anorectic"  drugs  familiar  to  prescribing  practitioner  Corres- 
pondingly, there  are  prossible  adverse  effects  not  associated  with  other  “anor- 
ectics". including  diarrhea,  sedation,  depression.  Weigh  possibility  of  these 
effects  vs.  possible  advantage  of  less  CNS  stimulation  and/or  abuse 
potential.  Use  other  CNS  depressant  drugs  cautiously  with  fen- 
fluramine; effects  may  be  additive.  Use  only  wilh  caution  in  hypjer- 
tension  (monitor  blood  pressure);  evidence  insufficient  to  rule  out 
ptossible  adverse  effect  on  BP  in  some  hypertensives  Not  recom- 
mended in  severe  hypertensives  or  in  patients  with  symptomatic 
cardiovascular  disease  including  arrhythmias  May  increase  slightly 
the  effect  of  antihypertensive  drugs,  e g . guanethidine,  methyldopa, 
reserpine.  Exercise  caution  in  prescribing  for  patients  with  history 
of  mental  depression.  Further  depression  of  mood  may  occur 
while  on  fenfluramine  or  after  withdrawal  Adverse  Reactions: 
Commonest  adverse  reactions  are  drowsiness,  diarrhea,  dry 
mouth.  Less  frequently  reported  adverse  reactions  include: 
C N S . Dizziness;  confusion;  incoordination;  headache;  ele- 
vated mood,  depression;  anxiety,  nervousness,  tension;  insomnia, 
weakness,  fatigue;  increased  or  decreased  libido;  agitation,  dysarthria. 
Gl:  Consti pration,  abdominal  pain;  nausea  Autonomic  Sweating,  chills; 
blurred  vision.  GU:  Dysuria;  urinary  frequency.  C-V  Palpitation;  hyper- 
tension; hypertension;  fainting.  Skin  Rash;  urticaria,  burning  sensation. 
Miscellaneous:  Eye  irritation;  myalgia;  fever;  chest  pain;  bad  taste. 
Dosage  and  Administration:  Initiate  dosage  at  one  20  mg  tablet  t.i  d be- 
fore meals;  adjust  to  need  and  response  of  patient.  Depending  on  effec- 
tiveness and  side  effects,  increase  dosage  weekly  by  one  tablet  daily  to 
maximum  dosage  of  two  tablets  t i.d.  If  initial  dosage  not  well  tolerated, 
reduce  to  two  tablets  daily  and  thereafter  gradually  increase  to  minimize 
chance  of  side  effects.  How  Supplied:  20  mg  orange  tablets.  Before 
prescribing  or  administering,  see  full  prescribing  information. 

A H Robins  Company.  Richmond.  Va  23220  ft.  H'f 
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Empire  Medical  Political  Action  Committee 

1975 

THE  YEAR  OF  POLITICAL  DECISION 
FOR  MEDICINE 

• EMPAC  is  the  political  voice  of  New  York  State  medicine 

• EMPAC  contributions  to  a candidate  carry  more  impact  than  individual  con- 

tributions 

• EMPAC  support  assures  a candidate  that  physicians  are  interested  in  his 

election 

• EMPAC  strength  is  in  proportion  to  its  dollars  and  membership 

A copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is 
(or  will  be)  available  for  purchase  from  the  Superintendent  of  Documents, 

U.S.  Government  Printing  Office,  Washington,  D.C.  20402. 


Remit  by  PERSONAL  check  payable  to: 

EMPAC,  P.O.  Box  16,  Lake  Success,  N.Y.  11040 

(please,  no  “PC”  checks) 

Name 

Address 


City Zip  Code 

Sustaining  Member $100 

Family*(physician  and  spouse) $50 

Active  Member $35 


(Contribution  includes  membership  in  AMP  AC,  Political  Stethoscope  newsletter, 
AMP  AC  membership  card  & pin) 

*Name  of  spouse Home  Address 
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Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 


Electrocardiograms 
of  the  Month 


Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D. 

Associate  Head,  Department  of  Electrocardiography 


QUESTION  169.  What  is  the  diagnosis?  The  electrocardiogram  was  obtained  from  a fifty-three-year-old  woman 
with  symptoms  of  increasing  shortness  of  breath  of  several  years’  duration  and  heart  murmur  known  for  at  least 
twenty-five  years. 


QUESTION  170.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  169.  The  rhythm  is  sinus;  the  P wave 
is  biphasic,  with  a broad  negative  component  in 
lead  Vj  and  tall  and  narrow  in  V3.  The  axis  is 
right  at  approximately  100  degrees.  There  is  a 
tendency  to  low  voltage.  In  the  precordial  leads  of 
the  right  side,  and  V2,  there  is  a tall  R wave 
preceded  by  a small  q.  The  right-axis  deviation 
and  tall  R waves  of  the  right  side  are  evidence  of 
right  ventricular  hypertrophy.  In  addition,  the  P 
in  Vi  suggests  left  atrial  enlargement,  and  the  tall 
P in  V3  is  suggestive  of  right  atrial  enlargement  as 


well.  These  findings  are  consistent  with  right 
ventricular  hypertrophy  and  biatrial  enlargement. 
They  are  often  seen  in  mitral  stenosis  accompa- 
nied by  significant  pulmonary  hypertension,  as 
was  the  case  in  this  patient. 

Question  170.  The  first  three  beats  are  preced- 
ed by  a pacemaker  spike.  The  last  five  beats  are 
preceded  by  P waves,  and  the  rhythm  is  regular 
sinus  (with  no  pacemaker  spike  visible)  at  a very 
slightly  more  rapid  rate.  Beat  4 has  a pacer  spike 
preceding  the  QRS  as  well  as  a P wave.  The  QRS 
is  intermediate  in  contour  between  the  first  three 
and  the  remaining  beats.  Beat  4 is,  therefore,  a 
fusion  beat,  with  both  P wave  and  pacer  spike  de- 
polarizing the  ventricle.  The  patient  has  a de- 
mand pacemaker  which  is  suppressed  when  the 
spontaneous  rate  is  adequate. 


Medical  News 


Health  department  to  cover 
118  miles  of  city  blocks  in 
new  inspection  program 

Jean  B.  Cropper,  Deputy  New  York  City  Health  Com- 
missioner, announced  that  a major  multipronged  pro- 
gram to  improve  health  and  safety  conditions  in  six 
high-risk  ghetto  areas  began  on  Monday,  February  10th. 
The  effort  involves  nearly  100  Health  Department  in- 
spectors, field  surveyors,  auditors,  aides  and  engineers 
in  a thirty-week  survey  of  nearly  2,365  city  blocks  hous- 
ing an  estimated  2.4  million  New  Yorkers. 

“This  program  is  one  of  the  most  comprehensive  un- 
dertakings ever  conducted  by  the  New  York  City  Health 
Department.  It  is  aimed  at  improving  health  and  envi- 
ronmental conditions  in  six  of  our  most  densely  popu- 
lated areas,”  Cropper  said.  The  six  areas  which  Health 
Department  personnel  will  survey  and  inspect  are: 
Lower  East  Side,  East  Harlem,  Brownsville,  Bedford- 
Stuyvesant,  Jamaica  and  the  South  Bronx. 

Health  Department  statistics  indicate  that  the  six 
areas  chosen  for  the  Comprehensive  Environmental 
Neighborhood  Surveillance  Program  (CENS)  each  have 
a high  degree  of  health-related  problems.  Among  these 
problems  are  high  infant  mortality  rates,  instances  of 
venereal  disease,  and  accidental  poisonings  (Tables  I- 
IV). 

The  CENS  program  will  focus  on  ten  specific  areas  of 
investigation.  These  are:  1.  Food:  Inspection  of  all 

food  establishments,  including  supermarkets,  for  sani- 
tary and  food  handling  violations  as  well  as  for  the  qual- 
ity of  food  sold  in  the  areas.  A new  pilot  program  of 
food  establishment  inspections  will  be  field-tested.  2. 
Drugs:  All  pharmacies  and  other  drug  outlets  will  be 
audited  to  insure  the  legal  dispensing  of  all  controlled 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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TABLE  I.  Population  of  target  areas — 1971 


Lower  East  Side 

249,000 

East  Harlem 

157,000 

Brownsville 

319,000 

Bedford-Stuyvesant 

276,000 

Jamaica* 

713,000 

South  Bronx  t 

734,000 

Total 

2,448,000 

Citywide 

7,896,000 

* Includes  East  and  West  Jamaica. 

t Includes  Mott  Haven,  Tremont,  Morrisania. 

TABLE  II.  Infant  Mortality  rate- 

—per  1,000  live  births 

Lower  East  Side 

21.8 

East  Harlem 

27.6 

Brownsville 

17.2 

Bedford-Stuyvesant 

16.9 

Jamaica  (East) 

25.0 

Jamaica  (West) 

18.5 

Morrisania 

28.7 

Mott  Haven 

23.1 

Tremont 

15.0 

Citywide 

20.9 

TABLE  III.  Death  rate — per  1,000  population 

Lower  East  Side 

11.3 

East  Harlem 

8.9 

Brownsville 

7.4 

Bedford-Stuyvesant 

9.1 

Jamaica  (East) 

8.6 

Jamaica  (West) 

10.4 

Morrisania 

7.4 

Mott  Haven 

6.7 

Tremont 

8.3 

drugs.  3.  Hazards:  All  hardware  and  variety  store: 

will  be  visited  to  insure  that  no  hazardous  or  toxic  sub 

continued  on  page  621 


Case  Reports 


Truncus  Arteriosus 

Long-term  survival 


ROLAND  D.  PAEGLE,  M.D.a 

New  York  City 

WILLIAM  J.  GRACE,  M.D.b 

New  York  City 

MICHELA  CATALANO,  M.D.C 
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The  longest  reported  survival  of  a patient  with 
truncus  arteriosus  is  thirty-eight  years.  This  is  a 
report  of  a patient  who  lived  fifty  years  with  this 
congenital  cardiac  defect. 

Case  report 

Past  History: 

In  1959,  at  age  thirty-nine,  this  male  patient  was 
first  referred  to  St.  Vincent’s  Hospital  from  anoth- 
er institution  because  of  a behavioral  disturbance 
and  congenital  heart  disease. 

Cardiac  catheterization  had  been  performed  at 
the  referring  hospital.  It  was  reported  that  the 
catheter  seemed  to  pass  from  the  right  ventricle 
directly  into  the  aorta,  and  then  from  the  aorta 
into  the  pulmonary  arteries.  The  mean  right  pul- 
monary pressure  was  95  mm.  Hg,  and  the  aortic 
pressure  was  101  mm.  Hg.  The  right  ventricular 
end-diastolic  pressure  and  the  mean  right  arterial 
pressure  were  slightly  elevated.  A thoracic  aorto- 
gram  showed  opacification  of  the  right  ventricle 
with  immediate  partial  opacification  of  both  the 
aortic  and  pulmonary  arteries.  It  was  thought 
that  the  patient  had  either  a truncus  arteriosus  or 
an  aorticopulmonary  window.  Because  of  the  high 
pulmonary  pressures,  the  patient  was  not  consid- 
ered for  surgery. 

Physical  examination  in  1959  revealed  a patient 
actively  hallucinating.  Cyanosis,  digital  clubbing, 


and  disorientation  as  to  time,  place,  and  person 
were  present.  The  temperature  was  98.4°  F., 
pulse  96  per  minute,  and  the  blood  pressure  was 
130/70.  There  was  no  respiratory  distress.  The 
neck  veins  were  flat.  The  chest  was  clear.  The 
heart  was  enlarged  to  the  left  of  the  midclavicular 
line  in  the  fifth  intercostal  space.  A precordial 
systolic  thrill  was  palpable.  A grade  IV/VI  rough 
systolic  murmur  was  present  over  the  precordium 
but  loudest  at  the  lower  left  sternal  border. 

There  was  a grade  IV/VI  aortic  diastolic  mur- 
mur at  the  left  sternal  border.  The  liver  and 
spleen  were  not  palpable,  and  there  was  no  periph- 
eral edema.  No  petechiae  were  present.  The 
finding  on  neurologic  examination  was  normal. 

X-ray  film  examination  showed  a boot-shaped 
heart  and  borderline  cardiomegaly  without  specif- 
ic chamber  enlargement.  The  pulmonary  arteries 
were  prominent  and  calcified,  but  the  vascular 
markings  were  diminished  in  the  peripheral  lung 
fields.  There  was  no  evidence  of  pulmonary  vas- 
cular congestion.  Electrocardiograms  showed  a 
normal  sinus  rhythm,  right  atrial  hypertrophy, 
and  left  ventricular  hypertrophy.  The  hematocrit 
was  71,  and  the  white  cell  count  was  7,500  with  a 
normal  differential. 

With  repeated  phlebotomies  and  anticoagula- 
tion, the  patient’s  acute  brain  syndrome  complete- 
ly resolved  in  four  weeks.  He  returned  to  his  law 
practice  and  was  followed  regularly  on  an  outpa- 
tient basis  by  his  personal  physician. 

Crystalline  sodium  warfarin  (Coumadin)  was 
continued  and  the  patient  had  6 to  8 phlebotomies 
per  year. 

In  1962,  congestive  heart  failure,  weight  gain, 
and  several  episodes  of  paroxsymal  nocturnal 
dyspnea  and  ankle  edema  first  occurred.  Cardiac 
examination  findings  were  unchanged.  There  was 
an  excellent  response  to  digitalis  and  diuretics,  but 
with  the  addition  of  diuretics  there  were  recurrent 
attacks  of  gouty  arthritis  controlled  with  allopuri- 
nol  and  intermittent  colchicine. 

During  1967  his  cardiac  rhythm  changed  to  atri- 
al fibrillation,  and  increasing  congestive  heart  fail- 
ure necessitated  regular  doses  of  diuretics.  Never- 
theless, he  missed  no  time  from  work. 

Present  illness 

The  patient’s  final  admission  to  St.  Vincent’s 
Hospital  at  age  fifty  was  in  1971  because  of  exer- 
tional dyspnea,  watery  diarrhea,  profound  weak- 
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FIGURE  1.  Three  cusps  of  truncal  valve.  Large  septal 
defect  apparent. 


ness,  loss  of  appetite,  and  a weight  gain  of  15 
pounds. 

At  this  time  the  patient  was  thin,  cachetic, 
markedly  cyanotic,  and  in  mild  respiratory  dis- 
tress; blood  pressure  was  100/65,  temperature  was 
99°  F.,  respiratory  rate  was  22,  and  the  radial 
pulse  rate  was  82  per  minute.  Dullness  and  bilat- 
eral basal  rales  were  present  at  both  lung  bases 
posteriorly.  A left  parasternal  lift  and  a precor- 
dial diastolic  thrill  were  both  prominent.  Atrial 
fibrillation  was  present.  There  was  a third  sound 
gallop.  A grade  II  to  VI  systolic  ejection  murmur, 
heard  best  in  the  second  intercostal  space  at  the 
right  sternal  border,  radiated  to  the  neck.  A grade 
IV  to  VI  diastolic  blowing  murmur  was  audible 
over  the  precordium.  The  liver  and  spleen  were 
enlarged.  There  was  four-plus  ankle  and  sacral 
edema  with  marked  acrocyanosis  and  clubbing. 

The  electrocardiogram  showed  atrial  fibrillation 
with  a slow  ventricular  response,  right-axis  devia- 
tion, right  ventricular  hypertrophy,  and  an  incom- 
plete right  bundle  branch  block.  X-ray  films 
showed  marked  cardiomegaly,  bilateral  pleural 
effusion,  and  pulmonary  vascular  congestion  as 
well  as  the  previously  noted  abnormalities.  The 
hematocrit  was  62,  and  the  white  blood  count  was 
4,500  with  a normal  differential.  The  blood  urea 
nitrogen  was  62  mg.  per  100  ml.;  blood  sugar  was 
66  mg.  per  100  ml.;  serum  sodium  was  120  mEq. 
per  liter.  The  lactic  dehydrogenase  was  654  units 
per  milliliter;  serum  glutamic  oxaloacetic 
transaminase  27  units  per  milliliter;  and 
creatine  phosphate  kinase  11  units  per  milli- 
liter. The  clinical  and  laboratory  findings  were 
compatible  with  severe  congestive  heart  fail- 
ure. 

Twenty-four  hours  after  admission,  while  on  a 
commode,  the  patient  fell  to  the  floor  and  was 
found  pulseless  and  apneic.  Attempts  at  resusci- 
tation were  unsuccessful. 


Autopsy  findings 

Significant  gross  autopsy  findings  were  limited 
to  the  following:  The  heart  weighed  650  Gm.  and 
was  hypertrophied  and  dilated,  especially  the  right 
ventricle,  which  was  1.2  cm.  thick.  A single  arteri- 
al trunk,  truncus  arteriosus,  12  cm.  in  circumfer- 
ence, markedly  dilated,  arose  from  both  ventricles. 
The  three  cusps  of  the  truncal  valve  were  of  equal 
size,  but  although  deformed  by  atherosclerotic  and 
calcified  plaques  there  was  no  fusion  of  the  com- 
missures. A large,  3 by  4 cm.,  ovoid  ventricular 
septal  defect  was  present  in  the  muscular  portion 
of  the  septum.  Viewed  from  the  left  side  of  the 
heart,  it  was  located  anteriorly,  2 cm.  from  the 
membranous  septum  and  posterior  and  inferior  to 
the  left  coronary  cusp  and  proximal  half  of  the 
right  coronary  cusp.  Viewed  from  the  right  side  of 
the  heart;  the  defect  was  located  anterior  and  su- 
perior to  the  septal  leaflet  of  the  tricuspid  valve 
and  the  crista  (Fig.  1). 

The  pulmonary  arteries  arose  posterolaterally 
from  the  truncus  and  proximal  to  the  great  vessels. 
The  main  pulmonary  arteries  were  widely  dilated 
and  displayed  numerous  large  calcific  arterioscle- 
rotic plaques  (Fig.  2).  An  organized  thrombus  al- 
most completely  obstructed  the  main  pulmonary 
artery  branch  to  the  right  lower  lobe.  In  the  tho- 
racic aorta,  atherosclerosis  was  mild  but  more 
marked  below  the  renal  ostia. 

Both  coronary  arteries  were  patent  and  showed 
mild  atherosclerotic  changes.  The  left  coronary 
artery  originated  in  the  posterior  cusp  and  the 
right  coronary  artery  arose  from  the  base  of  the 
right  coronary  cusp.  Both  were  normal  in  caliber 
and  distribution. 

The  tricuspid  ring  was  13  cm.  in  circumference 
and  displayed  scattered  focal  calcific  excrescences 
along  the  line  of  closure;  the  valve  edges  and 
chordae  were  unremarkable.  The  right  atrial  ap- 
pendage contained  organizing  mural  thrombi. 

The  spleen,  kidneys,  and  liver  were  markedly 
congested.  The  right  lung  weighed  520  Gm.  and 
the  left  lung  350  Gm.  The  liver  weighed  2,029 
Gm.  and  the  edges  were  blunted  and  showed  mild 
cirrhosis.  The  walls  of  the  gallbladder  were  edem- 
atous and  markedly  thickened.  The  spleen 
weighed  1,020  Gm.  The  capsular  surface  exhib- 
ited several  large  organizing  areas  of  infarction, 
but  no  arterial  thrombi  were  identified. 

Microscopic  examination  showed  striking  evi- 
dence of  prolonged  pulmonary  hypertension  in  the 
vasculature.  The  larger  elastic  arteries  were  tor- 
tuous, dilated,  and  showed  advanced  atherosclero- 
sis with  severe  peripheral  calcification,  ulceration 
of  the  intima,  organizing  thrombus  formation, 
with  distal  seeding  of  smaller  branches.  There 
were  also  foci  of  mucinous  degeneration  of  the 
elastica.  The  muscular  arteries  and  arterioles  dis- 
played intimal  and  medial  hypertrophy  and  hyper- 
plasia. Angiomatoid  lesions,  marked  fibroelastic 
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FIGURE  2.  Major  pulmonary  artery  branches  originate 
from  ascending  aorta  and  are  heavily  calcified.  Commu- 
nication between  aorta  and  pulmonary  vessels  visible  be- 
tween arrow  and  tip  of  hemostat.  Note  in  right  lower  por- 
tion minimal  arteriosclerosis  in  arch  and  thoracic  aorta. 


hyaline  changes  of  intima  and  wall,  and  thrombi  in 
various  states  of  organization  were  present. 

Biochemical  examination  of  3 segments  of  the 
left  ventricle  revealed  a markedly  decreased  so- 
dium-to-potassium  ratio,  suggesting  that  early 


myocardial  necrosis  may  have  been  present  even 
though  none  could  be  identified  with  the  micro- 
scope.1 

Comments 

The  gross  anatomy  of  the  truncus  in  this  patient 
was  similar  to  that  described  by  Hudson.2  Long 
survival  is  unusual  with  this  condition.  The  mean 
age  of  94  patients  was  five  weeks.3  The  oldest  pa- 
tient reported  until  1968  was  thirty-six  years  of 
age.4  At  that  time,  a lone  patient  had  survived  to 
the  age  of  thirty-eight.5 

Except  for  the  one  episode  of  severe  behavior 
disturbance  which  we  related  to  polycythemia,  the 
patient  was  asymptomatic  and  supported  himself 
and  his  family  almost  to  the  time  of  his  death. 
For  example,  three  years  before  his  death  he 
bought  an  outboard  motor  boat  and  taught  his 
children  how  to  water  ski.  Meticulous  attention 
to  the  control  of  his  hematocrit  and  to  the  details 
of  management  of  his  congestive  heart  failure 
probably  contributed  to  the  relatively  long  symp- 
tom-free life. 

Summary 

Although  the  pulmonary  vascular  changes  due 
to  the  pulmonary  hypertension,  secondary  to  the 
truncus  arteriosus,  had  progressed  too  far  to  per- 
mit remedial  surgery,  this  patient  survived  to  the 
age  of  fifty.  To  date  this  is  the  longest  survival  re- 
ported with  this  congenital  abnormality. 

References 

1.  McVie,  J.  G.:  Postmortem  detection  of  inapparent  myo- 
cardial infarction,  J.  Clin.  Path.  23:  203  (1970). 

2.  Hudson,  R.  E.  B.:  Anomalies  of  the  aorta  and  pulmo- 

nary trunk,  in  Cardiovascular  Pathology,  Baltimore,  Maryland, 
Williams  & Wilkins  Co.,  1970,  vol.  3,  p.  S1085. 

3.  Fontana,  R.  S.,  and  Edwards,  J.  E.:  Congenital  cardiac 
disease:  A Review  of  357  cases  studied  pathologically,  Phila- 
delphia, W.  B.  Saunders  Company,  1962,  p.  95. 

4.  Carr,  F.  B.,  Goodale,  R.  H.,  and  Rockwell,  A.  E.  P.:  Per- 
sistent truncus  arteriosus  in  a man  aged  thirty-six  years,  Arch. 
Path.  19:833  (1935). 

5.  Hicken,  P..  Evans,  D.,  and  Heath,  D.:  Persistent  trun- 
cus arteriosus  with  survival  to  the  age  of  38  years,  Brit.  Heart  J. 
28:  284  (1966). 


March  1975/  New  York  State  Journal  of  Medicine  601 


Transfusion-Induced 
Malaria  After  Open- 
Heart  Surgery 

GLENDA  GARVEY,  M.D.a 

New  York  City 

HAROLD  C.  NEU,  M.D.b 

New  York  City 

MICHAEL  KATZ,  M.D.C 

New  York  City 

From  the  College  of  Physicians  and  Surgeons  of  Columbia 
University. 

a Fellow  in  Infectious  Diseases,  Department  of  Medicine. 
b Associate  Professor  of  Medicine  and  Director,  Division  of 
Infectious  Diseases,  Department  of  Medicine. 
c Professor  of  Tropical  Medicine  and  Pediatrics,  School  of 
Public  Health,  Head,  Division  of  Tropical  Medicine. 


Reported  cases  of  transfusion-induced  malaria 

in  the  United  States  have  increased  in  the  past  ten 
years.  Between  1958  and  1972,  42  cases  were  re- 
ported to  the  CDC  (Center  for  Disease  Control), 
the  majority  of  cases  occurring  in  the  past  five 
years.1  Many  of  these  recent  reports  have  identi- 
fied donors  returning  from  the  war  in  Viet  Nam. 
This  is  a significant  rise  from  the  12  cases  reported 
in  the  previous  decade.2  Awareness  of  this  new 
reservoir  of  imported  malaria  has  increased  suspi- 
cion of  the  diagnosis  in  febrile  patients  with  a his- 
tory of  transfusion.  The  availability  of  immu- 
nofluorescent  techniques  has  facilitated  precise 
identification  and  permitted  a more  secure  epi- 
demiologic linkage  between  patient  and  donor. 

In  January,  1973,  we  had  the  opportunity  to 
evaluate  a young  woman  who  developed  fever  and 
splenomegaly  approximately  two  weeks  after  cor- 
rective cardiac  surgery  for  tetralogy  of  Fallot. 
The  problems  of  diagnosis  in  this  clinical  setting, 
the  difficulties  of  accurate  identification,  and  epi- 
demiologic tracing  may  provide  guidelines  for 
evaluating  other  patients  in  whom  transfusion- 
induced  malaria  should  be  considered. 

Case  report 

This  was  the  third  Presbyterian  Hospital  admis- 
sion for  a twenty-two-year-old  New  York- born 
white  female,  legal  secretary,  admitted  for  evalua- 
tion of  fever  and  chills. 


On  January  2,  1973,  the  patient  underwent  sur 
gical  correction  of  tetralogy  of  Fallot.  Three  unit: 
of  whole  blood  were  used  in  cardiopulmonary  by 
pass,  and  the  patient  received  two  units  of  wholi 
blood  postoperatively. 

The  immediate  postoperative  course  was  com 
plicated  by  fever  to  101  °F.  and  pericardial  rub 
The  patient  became  afebrile  on  the  fourth  day 
and  the  pericardial  rub  was  no  longer  audible 
She  was  discharged  on  the  eighth  postoperativi 
day. 

One  week  later  the  patient  experienced  chill; 
and  fever.  There  were  no  noteworthy  physica 
findings.  Laboratory  data  revealed  normal  hemo 
globin,  white  cell  count,  and  chest  x-ray  film  find 
ings.  Blood  cultures  were  sterile,  but  the  urine 
culture  had  more  than  100,000  colonies  of  entero 
coccus  per  milliliter  of  urine.  The  patient  wa: 
given  ampicillin.  Six  days  later,  because  of  persis 
fence  of  fever,  she  was  admitted  to  the  hospital. 

On  admission,  the  patient  was  acutely  ill  with  ? 
temperature  of  105°F.  The  remainder  of  her  ex 
amination  was  unremarkable  except  for  the  pres 
ence  of  a palpable  spleen. 

The  laboratory  data  were:  sedimentation  rah 
of  36,  hematocrit  30,  and  white  blood  cell  coun 
5,100,  with  neutrophils  80  and  leukocytes  20  pe 
cent.  Routine  peripheral  blood  smears,  Wright 
stained,  showed  plasmodium  species  of  an  unde 
termined  type  in  the  red-blood  cells. 

The  patient  was  given  chloroquine  1 Gm.,  thei 
500  mg.  six  hours  later,  and  500  mg.  daily  for  twc 
days.  This  was  followed  by  rapid  defervescence. 

Giemsa-stained  smears  were  examined  by  expe 
rienced  observers  in  the  parasitic  diagnostic  labo 
ratory.  Definite  determination  of  the  malari; 
species  could  not  be  made  although  all  agreed  tha 
it  was  not  Plasmodium  falciparum.  Malaria  indi 
rect  fluorescent  antibody  test  carried  out  by  th< 
parasitic  serology  unit  of  the  CDC  revealed  titer 
against  Plasmodium  vivax  1:1,024,  P.  falciparur 
1:64,  and  Plasmodium  malariae  1:64.  Three  week 
later  these  antibody  titers  remained  unchanged. 

Donor  evaluation 

Serum  samples  from  the  five  units  of  bloo< 
which  the  patient  received  were  sent  to  the  CDC 
for  malaria  antibody  determination.  Three  of  tb 
five  were  positive:  two  had  titers  of  1:256  agains 
P.  vivax,  and  one  had  a titer  of  1:64  against  P.  fal 
ciparum.  The  donors  were  then  traced  to  tempo 
rary  commercial  blood  banks  set  up  in  Louisian; 
and  North  Carolina  during  late  December,  1972 
and  early  January  1973,  a time  of  severe  shortag' 
at  all  volunteer  blood  banks  in  New  York  City.  0 
the  two  donors  with  titers  to  P.  vivax,  one  could  b 
identified  only  as  a young  black  male.  Our  effort 
to  trace  him  were  unsuccessful.  The  second  dono 
was  an  elderly  white  female,  described  by  the  mis 
sion  blood  bank  director  in  North  Carolina  as 
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heavy  user  of  alcohol,  with  no  history  of  intrave- 
nous drug  use  and  no  history  of  travel  outside  the 
United  States.  The  third  donor,  with  titers  of 
antibody  to  P.  falciparum  was  identified  as  a “der- 
elict” and  erstwhile  merchant  mariner. 

Comment 

The  differential  diagnosis  of  fever,  chills,  and 
splenomegaly  occurring  within  the  first  postopera- 
tive month  after  open-heart  surgery  includes  con- 
sideration of  endocarditis,  either  bacterial  or  fun- 
gal, the  postcardiotomy  syndrone,  as  well  as  febrile 
illnesses  presumably  related  to  transfusion  of 
blood  perioperatively,  such  as  hepatitis,  cytomega- 
lovirus disease,  and  mononucleosis.  Transfusion- 
induced  malaria  now  must  be  considered  routinely 
in  these  patients.  The  case  of  transfusion-in- 
duced malaria  reported  by  Cokkinos  et  al.a  pre- 
sented symptoms  of  fever  three  months  after  aor- 
tic valve  replacement.  It  was  diagnosed  as  P.  ma- 
lariae  infection.  That  case  and  the  one  we  report 
now  exemplify  the  variability  in  the  length  of  the 
prepatent  period  that  is  characteristic  of  malaria 
induced  by  transfusion.  In  a review  of  37  cases  of 
the  problem,  Dover  and  Schultz1  report  that  the 
incubation  period  has  generally  been  longer  than 
for  the  mosquito-transmitted  disease;  it  was  be- 
tween eight  and  thirty  days  for  P.  vivax,  between 
six  and  one-hundred  six  days  for  P.  malariae,  and 
between  eight  and  twenty-nine  days  for  P.  falci- 
parum. 

The  diagnosis  may  also  be  obscured  by  the  ab- 
sence of  the  suggestive  cyclic  temperature  eleva- 
tion. In  our  patient,  fever  spikes  occurred  ran- 
domly within  twenty-four  and  forty-eight  hours. 
In  fact,  periodicity  of  fever  is  not  established  in 
the  post-transfusion  malaria,  and  irregular  or  daily 
fevers  are  characteristic.4 

A low  degree  of  parasitemia  is  usual,  and  the 
difficulty  in  finding  plasmodia  on  routine  initial 
peripheral  smear  is  a third  deterrent  to  rapid  diag- 
nosis. In  the  case  presented,  the  initial  routine 
peripheral  smear,  at  onset  of  symptoms,  was  unre- 
markable; it  was  only  one  week  later  that  plasmo- 
dia were  seen  on  smear. 

Determination  of  antibody  titers  was  required 
for  speciation.  Distinction  between  the  relatively 
benign  forms  of  malaria  and  P.  falciparum  infec- 
tion can  usually  be  made  by  careful  examination  of 
smears.  This  distinction  is  paramount  for  plan- 
ning therapy  for  the  patient.  The  existence  of 
chloroquine-resistant  strains  of  P.  falciparum  in 
cases  of  transfusion  malaria  due  to  P.  falciparum 
mandates  initiation  of  therapy  appropriate  for  re- 
sistant infection,  such  as  quinine  and  tetracy- 


cline,5 or  pyrimethamine  and  a sulfonamide.6 
Transfusion  malaria  due  to  any  one  of  the  other 
three  species  should  be  treated  with  chloroquine. 

Transfusion-induced  malaria,  in  contrast  to  nat- 
urally acquired  malaria,  is  not  transmitted  by  spo- 
rozoites and  therefore  does  not  develop  an  exo- 
erythrocytic  cycle.  Thus,  therapy  directed  at  the 
erythrocytic  forms  is  adequate,  and  additional 
therapy  with  primaquine  directed  at  the  elimina- 
tion of  an  exo-eryrthrocytic  cycle  is  unnecessary, 
regardless  of  the  species. 

Although  identification  of  the  particular  species 
of  the  benign  forms  is  not  necessary  for  effective 
therapy,  it  is  useful  for  epidemiologic  evaluation. 
Our  patient’s  antibody  titer  to  P.  vivax  was  within 
the  range  of  current  or  recent  infection.7  The 
titer  of  1/64  against  the  other  types  must  be  con- 
sidered a cross  reaction.  The  identification  of  2 
donors  with  significant  antibody  titers  to  P.  vivax 
and  our  patient’s  high  titer  strongly  suggest  that 
transfusion  of  blood  containing  detectable  anti- 
body can  be  correlated  with  induction  of  the  dis- 
ease in  the  recipient.  Whether  serology  offers  a 
solution  to  the  problem  of  eliminating  asymptom- 
atic carriers  from  the  blood  donor  pool  will  depend 
on  further  refinements  of  the  method  and  further 
definition  of  the  apparent  relationship  between  el- 
evated titers  and  infectivity.  At  the  present  time 
no  effective  practical  method  for  donor  screening 
has  been  devised. 

Conclusion 

Our  patient  is  presented  to  encourage  consider- 
ation of  transfusion-induced  malaria  in  evaluating 
postoperative  fever,  even  that  occurring  early,  in 
patients  who  have  undergone  open-heart  surgery 
and  in  any  patient  with  a history  of  blood  transfu- 
sion or  drug  addiction. 
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The  classic  symptoms  and  signs  of  acute  glauco- 
ma are  well  known:  monocular  pain,  redness, 

nausea,  vomiting,  visual  loss,  mid-dilated  nonreac- 
tive pupil,  cloudy  (steamy)  cornea,  shallow  anteri- 
or chamber,  and  palpably  hard  eye.  Treatment 
may  include  a carbonic  anhydrase  inhibitor  (intra- 
venous and/or  by  mouth),  oral  glycerine,  topical 
miotics,  and  corticosteroids,  supplemented  with 
intravenous  urea  or  mannitol,  analgesics,  antieme- 
tics, and  iridectomy. 

The  purpose  here  is  to  review  cases  demonstrat- 
ing variability  in  presentation.  Some  are  acute 
congestive  glaucoma  with  other  than  classic  find- 
ings, and  some  are  acute  glaucomas  not  caused  by 
primary  angle  closure. 

Since  many,  or  even  most,  of  these  patients  will 
first  consult  their  primary  physicians,  a general 
medical  journal  was  deemed  appropriate  for  this 
discussion.  Most  of  the  patients  to  be  presented 
did  indeed  first  consult  an  internist  or  family  phy- 
sician. In  some  cases  considerable  time  and  con- 
siderable vision  were  lost  because  of  diagnostic  dif- 
ficulty. 

A brief  review  of  the  pathophysiology  is  in 
order,  primarily  to  clarify  the  terms.  In  common 
parlance,  acute  glaucoma  is  synonomous  with 
angle-closure  glaucoma  or  acute  congestive  glauco- 
ma. By  implication,  these  terms  refer  to  cases  in 
which  drainage  of  aqueous  humor  from  the  anteri- 
or chamber  is  suddenly  impeded.  The  resultant 
rise  in  pressure  accounts  for  the  symptoms  and 
signs. 

In  primary  angle-closure  glaucoma,  the  drainage 
angle  becomes  occluded  by  the  periphery  of  the 
iris.  This  is  thought  to  occur  in  eyes  in  which 


there  is  abnormally  high  flow  resistance  to  aque- 
ous humor  between  the  iris  and  the  lens.  Pressure 
buildup  behind  the  iris,  in  the  posterior  chamber 
causes  the  iris  to  bow  forward  (bombe)  and  physi- 
cally contact  the  internal  face  of  the  trabeculum 
thus  preventing  the  aqueous  humor  from  exiting 
from  the  eye. 

A more  rare  type  of  primary  angle-closure  glau- 
coma may  be  caused  by  an  abnormal  iris  that  car 
block  the  angle,  although  there  is  no  iris  bombe,  01 
plateau  iris.1 

Where  there  are  other  mechanisms  pushing  th< 
iris  forward  to  close  the  angle,  secondary  angle 
closure  glaucoma  is  said  to  exist.  This  may  be  i 
swollen,  waterlogged  (intumescent)  cataract,  a dis 
located  lens,  or  a tumor. 

The  third  type  of  case  to  be  discussed  is  one  ii 
which  the  history  and  most  of  the  signs  strongh 
suggest  angle-closure  glaucoma,  and  indeed  the  in 
traocular  pressure  is  elevated  into  ranges  compat 
ible  with  this  diagnosis,  but  the  angle  is  not  closed 
These  are  mostly  inflammatory:  primary  iritis 

chorioretinitis,  or  secondary  uveitis.  Thus,  a dis 
located  lens  may  also  cause  acute  glaucoma  via  ai 
iritis  with  an  open  angle. 

Finally,  there  are  cases  where  angle-closuri 
glaucoma  occurs  over  a long  period  of  time 
chronic  angle-closure,  or  creeping  angle-closuri 
glaucoma.2  This  category  will  not  be  taken  u] 
here. 

A word  about  the  diagnosis  of  angle-closun 
glaucoma:  In  an  acutely  red  eye,  one  can  general 
ly  guess  correctly  at  a closed  angle  if  the  usua 
signs  are  present  and  the  anterior  chamber  is  shal 
low.  This  latter  diagnosis  does  require  some  expe 
rience  and  even  then  is  not  infallible. 

Gonioscopy,  the  method  used  to  view  the  angl 
directly,  utilizes  a contact  lens  and  a binocular  mi 
croscope.  An  alternate  bedside  method  has  beei 
described.3  In  some  cases,  the  cornea  is  so  haz 
that  it  precludes  a clear  gonioscopic  view.  A bet 
ter  view  is  obtained  after  the  pressure  is  lowere^ 
and  the  cornea  clears. 

Case  reports 

Case  1.  A seventy-year-old  female  was  seen  b 
her  internist  after  close  to  twenty-four  hours  o 
pain  and  blurring  in  the  left  eye,  abdominal  pair 
nausea,  and  vomiting.  A diagnosis  of  vitreou 
hemorrhage  was  entertained,  and  emergenc 
ophthalmologic  consultation  was  sought.  Find 
ings  in  the  left  eye  were:  markedly  elevated  ter 
sion  (greater  than  125  mm.  Hg),  injection  of  th 
conjunctiva,  hand-movements  vision,  cloudy  coi 
nea,  mid-dilated  sluggish  pupil,  early  senile  cats 
ract,  and  closed  angle. 

The  right  eye  had  a shallow  anterior  chambei 
narrow  angle,  arteriosclerotic  retinopathy,  an 
normal  pressure. 

The  treatment  opened  the  angle  and  lowere 
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he  pressure,  halting  the  nausea  and  improving  the 
ision  to  20/50  as  the  cornea  cleared.  An  iridecto- 
ny  was  performed  several  days  later. 

This  case  is  a classic  one,  handled  in  the  routine 
nanner.  Vision  returned  to  the  premorbid  level. 

Case  2.  An  eighty-one-year-old  female  was 
een  after  two  to  three  days  of  pain  in  the  left  eye. 
''he  eye  showed  light  perception  vision,  an  elevat- 
d pressure  of  64,  cloudy  cornea,  small  fixed  pupil, 
nd  a mature  cataract.  She  had  been  under 
phthalmologic  care  for  glaucoma  and  was  using  a 
ang-acting  topical  anticholinesterase  which  ac- 
ounted  for  her  small  pupil. 

The  pressure  was  lowered  with  usual  methods, 
trong  miotics  were  eliminated,  and  the  intumes- 
ent  cataract  was  extracted.  Vision  was  lost  due 
o optic  atrophy,  at  least  some  of  which  had  been 
•resent  before  the  acute  attack. 

Acute  glaucoma  may  coexist  with  miosis  if 
trong  topical  miotics  are  in  use.  This  should  not 
ie  frequent,  since  these  miotics  are  usually  not 
ised  in  narrow-angled  eyes.  One  should  be  aware, 
lowever,  that  a small  pupil  does  not  absolutely 
ule  out  angle-closure  glaucoma. 

Case  3.  A seventy-three-year-old  female  was 
;een  after  being  treated  for  conjunctivitis  for  four 
lays.  She  had  experienced  headaches,  nausea,  bi- 
ateral  ocular  injection,  and  bilaterally  sharply  de- 
ceased vision.  The  following  findings  were  pres- 
ent in  both  eyes:  hand-movements  vision,  injec- 
ion,  corneal  clouding,  shallow  anterior  chamber, 
nid-dilated  nonreactive  pupil,  and  an  elevated 
pressure  of  44. 

The  attacks  could  not  be  checked  medically, 
hat  is,  pressure  was  lowered  but  the  angles  did 
lot  open.  Bilateral  iridectomies  were  performed, 
ind  vision  returned  to  about  20/30  in  each  eye. 
tVhen  the  corneas  cleared  sufficiently  to  do  ade- 
quate gonioscopy,  adhesions  (peripheral  anterior 
;ynechiae)  were  found  to  be  present,  covering 
ibout  one-half  the  angle  in  each  eye. 

Bilateral  acute  glaucoma  is  not  common,  but 
his  does  not  represent  the  only  case  seen.  Anoth- 
c case  had  bilateral  hypermature  cataracts  and 
lad  been  previously  hospitalized  for  about  a week 
vhile  receiving  medical  treatment.  Bilaterality 
loes  not  rule  out  acute  glaucoma.  The  moderate- 
y low  pressure  here  represents  decreased  secretion 
>f  aqueous  humor  after  four  days  of  acute  glauco- 
na. 

Case  4.  A twenty-seven-year-old  male  was  seen 
ne  day  after  trauma  to  the  left  eye.  Vision  was 
iuestionable  light  perception.  Findings  in  this 
ye  included:  conjunctival  injection,  markedly  el- 
vated  pressure,  flat  anterior  chamber  (iris  up 


against  the  cornea),  white  pupil  due  to  a mature 
cataract,  and  much  pain. 

Hospital  admission  was  prompt  and,  at  surgery 
that  day,  a mature  anteriorly  dislocated  cataract 
was  removed.  The  anterior  chamber  then  re- 
mained deep  and  the  pressure  remained  normal. 
Damage  to  the  sensory  structures,  attributed  to 
the  initial  trauma,  precluded  return  of  vision. 

A rapidly  maturing  dislocated  traumatic  cata- 
ract occluded  the  angle  in  this  case.  Acute  glauco- 
ma was  not  originally  recognized.  Presumably,  it 
was  thought  that  the  loss  of  vision  was  due  to  the 
cataract  and  that  the  rest  of  the  findings  were 
trauma-related.  The  patient’s  mental  state — he 
spent  the  evening  after  the  trauma  doing  some  se- 
rious drinking — did  not  aid  in  establishing  the  di- 
agnosis. 

Another  variety  will  show  alternating  white  and 
black  pupil.  Such  a case  seen  recently  had  acute 
glaucoma  with  iritis  associated  with  a partially 
posteriorly  dislocated  lens  which  was  hinged  inte- 
riorly. It  could  be  made  to  float  up  and  whiten 
the  pupil  by  rapid  eye  movements. 

Case  5.  A forty-three-year-old  male  presented 
symptoms  of  intermittent  blurring  in  the  left  eye 
for  an  indefinite  time,  sometimes  accompanied  by 
a rainbow  effect.  The  left  eye  showed  injection, 
corneal  clouding,  and  an  elevated  pressure  of  58. 
The  pupil  was  reactive,  however,  and  the  angle  ap- 
peared open,  as  well  as  could  be  seen  through  the 
boggy  cornea  which,  on  slit-lamp  examination, 
showed  keratic  precipitates,  a sign  of  iritis. 

Treatment  was  usual  except  that  mydriatics 
were  used  instead  of  miotics.  The  pressure 
dropped  to  18,  and  the  cornea  cleared,  revealing 
classic  signs  of  iritis,  such  as  cells  and  flare  in  the 
anterior  chamber,  more  than  the  slight  amount 
often  seen  in  primary  angle  closure. 

In  spite  of  a reactive  pupil,  acute  glaucoma  was 
present  here;  miotics  were  not  indicated.  Indeed, 
chemical  miosis  could  well  have  aggravated  the  sit- 
uation by  inducing  greater  iris  irritability  and  in- 
creasing the  tendency  to  form  adhesions  between 
the  lens  and  iris  (posterior  synechiae). 

Case  6.  A fifty-five-year-old  female  presented 
symptoms  of  a red  and  irritated  right  eye  of  two 
days’  duration.  Best  vision  in  this  eye  was  20/100. 
The  eye  was  moderately  red.  the  cornea  was 
steamy,  the  pupil  was  fixed  at  mid-dilation,  there 
were  slight  signs  of  iritis,  and  pressure  was  mark- 
edly elevated  at  68,  but  the  angle  was  open.  The 
usual  treatment  brought  the  pressure  down,  and 
when  the  cornea  had  cleared  it  was  apparent  that  a 
massive  chorioretinitis  was  present.  Treatment 
was  then  directed  to  the  uveitis,  and  the  pressure 
has  remained  at  normal  levels. 
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This  unusual  case  illustrates  the  necessity  for 
complete  evaluation.  The  true  nature  of  the  ill- 
ness could  not  be  assessed  until  it  was  established 
that  the  angle  was  wide  and  proper  funduscopy 
with  pupillary  dilatation  could  safely  be  per- 
formed. Note  that  a fixed  mid-dilated  pupil  does 
not  prove  angle  closure. 

Comment 

Considerable  loss  of  vision  may  result  in  cases  of 
acute  glaucoma  if  recognition  and  treatment  are 
not  prompt.  Usual  symptoms  and  signs  were  enu- 
merated previously.  The  cases  presented  demon- 
strate significant  variations  which  were  sometimes 
responsible  for  delay  in  recognition. 

Obviously,  the  common  denominator  is  sudden 
drastic  rise  in  pressure  in  one  or  both  eyes.  Ex- 
cept in  cases  of  creeping  angle  closure,  loss  of  vi- 
sion, pain,  redness,  and  so  forth  will  be  present. 
The  cases  reported  herein  exemplify  the  variations 
of  bilaterality,  miosis,  and  the  associations  of  other 
conditions  that  may  confuse  the  diagnosis  initially. 

While  it  is  essential  ultimately  to  differentiate 
between  closed-angle  acute  glaucoma  and  open- 
angle  acute  glaucoma — the  former  will  require  mi- 
otics,  the  latter  often  mydriatics — both  forms  ben- 
efit from  an  immediate  lowering  of  the  pressure. 
The  matter  of  handling  the  pupil  can  be  delayed 
somewhat. 

Ophthalmologic  consultation  should  be  consid- 
ered urgent  in  cases  where  acute  glaucoma  is  a 
possibility.  While  it  is  not  the  purpose  here  to 
discuss  the  desirability  of  routine  tonometry  done 
by  internists  and  family  physicians,  it  seems  evi- 
dent that  the  use  of  this  test  to  confirm  acute  glau- 
coma would  be  effective.  Where  consultation 
must  be  delayed,  documentation  of  elevated  pres- 


Development of  meningitis  during  cephalothin 
therapy 

The  authors  present  five  cases  in  which  meningitis  de- 
veloped in  patients  receiving  cephalothin  (Keflin)  thera- 
py. This  complication,  among  other  things,  appears  to 
be  due  to  the  poor  penetration  of  cephalothin  across  the 
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sure  could  be  followed  immediately  by  administra- 
tion of  oral  glycerin  and/or  oral  and  intravenous 
acetazolamide. 

Using  the  classic  symptoms  and  signs  as  a guide, 
most  cases  can  be  fairly  easily  sorted  out.  The 
issue  may  be  confounded  by  bilaterality,  normally 
located  or  dislocated  mature  cataracts,  inflamma- 
tion of  the  anterior  (iritis)  or  posterior  (choriore- 
tinitis) segment,  or  unusual  dispositions  of  the 
pupil.  The  stakes  are  high:  in  1 bilateral  case, 

treatment  was  delayed  for  approximately  two 
weeks.  This  reduced  a vigorous  man  to  near  total 
blindness  and  complete  dependence  on  his  family. 
Where  suspicion  exists,  Schidtz  tonometry  may 
quickly  confirm  elevated  pressure  and  consulta- 
tion, and  treatment  can  then  be  prompt. 

If  tonometry  is  neither  available  nor  possible, 
palpation  may  be  useful.  Compare  the  hardness 
of  the  suspect  eye  with  the  fellow  eye,  or,  if  both 
are  suspect,  with  your  own. 

Do  not  be  misled  by  one  or  two  missing  signs. 
For  example,  as  illustrated  previously,  the  pupil 
may  be  small,  or  normal,  or  white.  Bilaterality 
may  be  uncommon,  but  it  is  not  exquisitely  rare. 
The  history  of  other  eye  disease  or  the  finding  of 
other  eye  disease  does  not  necessarily  rule  out 
acute  glaucoma. 

2260  Merrick  Road 
Merrick,  New  York  11566 
(DR.  SUSSMAN) 
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3efore  prescribing,  see  complete  prescribing 
nformation  in  SK&F  literature  or  PDR  The 
ollowing  is  a brief  summary, 
ndications:  Edema  associated  with  congestive 
leart  failure,  cirrhosis  of  the  liver,  the  nephrotic 

I syndrome;  steroid-induced  and  idiopathic 
>dema;  edema  resistant  to  other  diuretic  ther- 
ipy.  Also,  mild  to  moderate  hypertension. 

I Contraindications:  Pre-existing  elevated  serum 
xitassium.  Hypersensitivity  to  either  com 
x>nent.  Continued  use  in  progressive  renal  or 
lepaticdysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
nents  or  potassium  salts  unless  hypokalemia 
ievelops  or  dietary  potassium  intake  is  markedly 
mpaired.  Enteric-coated  potassium  salts  may 
•ause  small  bowel  stenosis  with  or  without 
ilceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
>een  reported  in  4%  of  patients  under  60  years, 
n 12%  of  patients  over  60  years,  and  in  less 
han  8%  of  patients  overall.  Rarely,  cases  have 
>een  associated  with  cardiac  irregularities. 
\ccordingly,  check  serum  potassium  during 
herapy,  particularly  in  patients  with  suspected 
ir  confirmed  renal  insufficiency  (e.g.,  elderly  or 
liabetics).  If  hyperkalemia  develops,  substitute 
t thiazide  alone.  If  spironolactone  is  used  con- 
omitantly  with  'Dyazide',  check  serum  potas- 
•ium  frequently  —both  can  cause  potassium  re- 
ention  and  sometimes  hyperkalemia.  Two 
leaths  have  been  reported  in  patients  on  such 
ombined  therapy  (in  one.  recommended  dosage 
vas  exceeded;  in  the  other,  serum  electrolytes 
vere  not  properly  monitored).  Observe  patients 
>n  ‘Dyazide’  regularly  for  possible  blood  dys- 
rasias.  liver  damage  or  other  idiosyncratic 
eactions  Blood  dyscrasias  have  been  reported 
n patients  receiving  Dyrenium  (triamterene. 
1K&F).  Rarely,  leukopenia,  thrombocytopenia, 
granulocytosis,  and  aplastic  anemia  have  been 
eported  with  the  thiazides.  Watch  for  signs  of 
mpending  coma  in  acutely  ill  cirrhotics.  Thia- 
ides  are  reported  to  cross  the  placental  barrier 
.nd  appear  in  breast  milk.  This  may  result  in 
etal  or  neonatal  hyperbilirubinemia,  thrombo- 
ytopenia.  altered  carbohydrate  metabolism 
nd  possibly  other  adverse  reactions  that  have 
■ccurred  in  the  adult.  When  used  during 
Tegnancv  or  in  women  who  might  bear 
hildren.  weigh  potential  benefits  against 
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Disseminated  infection  with  herpesvirus  hom- 
inis  (herpes  simplex  virus)  is  most  frequent  in  in- 
fants, and  is  often  associated  with  a fatal  outcome 
in  the  newborn.1’2  Recognition  of  this  disease  in 
pregnant  women  could  be  helpful  in  preventing 
neonatal  herpetic  infection  by  allowing  for  deliv- 
ery via  cesarean  section  or  other  appropriate  ac- 
tion.3 Diagnosis  is  conventionally  achieved  by 
demonstration  of  intranuclear  inclusions  in 
Giemsa-stained  tissqe,  detection  of  rising  titers  to 
herpesvirus,  and  by  viral  culture.  Recently,  rapid 
diagnosis  of  herpesvirus  by  immunofluorescent 
techniques  has  shown  promise.4  Electronmicros- 
copy  can  also  be  used  for  rapid  preliminary  diag- 
nosis and  has  the  advantage  that  routine  formalin- 
fixed  tissues  may  be  used.  We  describe  here  a 
case  of  disseminated  herpes  infection  in  a newborn 
infant  to  demonstrate  the  application  and  contri- 
bution of  this  latter  modality.  In  this  case  a pre- 
sumptive diagnosis  was  obtained  post  mortem  by 
electronmicroscopy,  and  later  confirmed  by  viral 
culture. 

Case  report 

A six-day-old  baby  boy  was  transferred  to  our 
hospital  because  of  sepsis  and  a bleeding  disorder. 

The  baby,  weighing  3,997  Gm.,  had  been  born 
without  distress  to  a twenty-seven-year-old  grav- 
ida II,  Para  1 white  woman  at  forty-four  week’s 


gestation.  The  mother  had  been  treated  for  uri- 
nary infection  in  the  latter  part  of  pregnancy. 
The  course  was  otherwise  uneventful.  Although 
the  labor  was  uncomplicated,  the  membranes  were 
artificially  ruptured  three  and  one-half  hours  be- 
fore delivery.  There  was  no  history  of  any  sore- 
ness of  the  mouth  or  genital  tract  during  pregnan- 
cy, nor  any  history  of  contact  with  herpes  simplex. 

On  the  second  day,  the  baby’s  temperature  was 
noted  to  be  102° F.  Cultures  obtained  from  blood 
and  spinal  fluid  were  sterile.  The  cerebrospinal 
fluid  showed  2 white  blood  cells  and  60  red  blood 
cells  per  cubic  millimeter.  The  baby  was  placed 
on  penicillin  and  kanamycin  and  did  fairly  well. 
Chest  x-ray,  electrocardiogram,  and  electrolyte 
studies  were  unremarkable.  A complete  blood 
count  was  within  normal  limits.  Three  days  later, 
the  platelet  count  was  65,000  per  cubic  millimeter, 
the  hematocrit  50,  and  the  white  blood  cell  count 
16,400  per  cubic  millimeter  with  32  per  cent  seg- 
mented neutrophils,  2 per  cent  bands,  60  per  cent 
lymphocytes,  2 per  cent  monocytes,  1 per  cent  eo- 
sinophils, 1 per  cent  myelocytes,  and  2 per  cent 
metamyelocytes.  The  baby  was  tachypneic. 
dusky,  and  shocky,  and  blood  was  oozing  from  all 
injection  sites.  A left-sided  seizure  of  sudden 
onset  was  controlled  with  phenobarbital. 

In  our  hospital,  the  baby  was  semicomatose 
He  had  a fifteen-minute  left  facial  seizure  shortly 
after  admission.  The  scalp  showed  numerous  ec 
chymoses,  predominantly  on  the  temporal  regions 
Respirations  were  35  per  minute  with  moderate 
chest  retraction.  The  liver  edge  was  felt  2 cm 
below  the  right  costal  margin.  The  remaining 
physical  findings  were  unremarkable.  Attemptec 
intravenous  injections  in  the  scalp  resulted  in  se 
vere  oozing  of  blood  and  the  formation  of  multiple 
hematomas.  The  fibrinogen  level  was  0.  The 
baby  was  given  40  cc.  of  packed  red  blood  cells 
dexamethasone  (Decadron),  gentamicin,  and  peni 
cillin  intravenously.  However,  the  blood  pressure 
continued  to  drop.  Emergency  resuscitation  wa 
to  no  avail,  and  he  expired  seven  hours  after  ad 
mission. 

Autopsy  findings.  At  autopsy  there  were  se\ 
eral  ecchymoses  on  both  temporal  regions.  Th 
areolar  tissue  beneath  the  scalp  was  diffusely  infi 
trated  with  liquid  to  gelatinous  blood.  The  brai 
was  symmetrical  and  markedly  edematous.  Th 
leptomeninges  were  focally  hemorrhagic.  All  oi 
gans  were  markedly  congested.  The  lungs  wei 
atelectatic.  The  dark-red  liver,  weighing  180  Gn 
(155  Gm.  being  normal  for  the  baby’s  weighi 
showed  diffuse  punctate  necrosis  with  peripher; 
hyperemia  averaging  1 to  2 mm.  in  diameter.  N 
necrosis  was  seen  in  the  adrenals  or  other  organs. 

Microscopically,  over  80  per  cent  of  the  liver  rt 
vealed  diffuse  punctate  areas  of  necrosis  and  hen 
orrhage  comprising  degenerated,  disintegrate 
liver  cells,  occasional  multinucleated  giant  cell 


608  New  York  State  Journal  of  Medicine/March  1975 


FIGURE  1.  Postmortem  liver  showing  disrupted  hepatic 
plates,  red  blood  cells,  necrotic  hepatocytes,  and  occa- 
sional multinucleated  giant  cells.  Also  noted  are  frequent 
central  nuclear  clearing  and  occasional  intranuclear  inclu- 
sions (hematoxlin  and  eosin  stain  X 250). 


FIGURE  2.  Ovoid  hepatocytic  nucleus  reveals  central 
clearing  and  chromatin  margination.  Elongated  nucleus  of 
sinusoidal  lining  cell  contains  some  viral  particles  in  area 
of  nuclear  clearing  (uranyl  and  lead  stain  X 5,000). 


red  blood  cells,  and  cellular  debris.  The  remain- 
ing hepatic  plates  were  disarrayed,  and  most  of  the 
nuclei  were  enlarged,  pale,  and  homogeneous  with 
a thin  rim  of  chromatin.  Occasional  intranuclear 
inclusions  were  seen  (Fig.  1). 

Under  the  electron  microscope,  numerous  viral 
particles  were  seen  in  the  nuclei  and  cytoplasm  of 
liver  cells  and  sinusoidal  lining  cells  (Fig.  2). 
These  spherical  particles  comprised  100-nanomet- 
er capsids  with  30  to  60-nanometer  electron  dense 
central  cores.  The  centers  of  the  cores  were  fre- 
quently electron  lucent  (Fig.  3).  Occasional  ex- 
tranuclear  viral  particles  showed  an  envelope  of 
about  150  to  200  nanometers  (Fig.  3,  insert). 

The  adrenals  showed  a few  microscopic  foci  of 
necrosis  with  rare  intranuclear  inclusions.  The 
brain  exhibited  edema  and  mild  generalized  neu- 
ronal degeneration.  Neither  inflammatory  infil- 
trates nor  inclusion  bodies  were  seen. 

Viral  cultures  were  obtained  at  autopsy  from  the 
brain,  spinal  fluid,  kidneys,  liver,  spleen,  lungs, 
and  heart.  Herpes  simplex  virus  was  isolated 
from  the  last  four  organs  by  the  Service  of  Virolo- 
gy, Department  of  Pathology,  Nassau  County 
Medical  Center. 

Tissue  cultures  were  inoculated  with  a 20  per 
:ent  suspension  of  the  autopsy  specimen,  resulting 
n cytopathic  effects  on  human  embryonic  kidney 
issue  cells  typical  of  herpesvirus.  Fluid  from 
hese  cultures  inoculated  intracerebrally  into  mice 
caused  encephalitis  and  death  in  about  four  days, 
because  of  nonavailability  of  antiserum,  viral  typ- 
ng  was  not  performed. 

Comment 

Genital  herpesvirus  infection  is  common.5  Her- 


FIGURE  3.  Viral  particles  comprising  nuclear  cores  and 
capsids  are  seen  in  the  nucleus  of  sinusoidal  lining  cell. 
Herpesvirus  with  envelope  is  seen  in  cytoplasm  (uranyl 
and  lead  stain  X 16,250).  Insert  shows  herpesvirus  in  cy- 
toplasm of  sinusoidal  lining  cell.  Envelope  of  200  na- 
nometers, capsid  of  100  nanometers,  and  nuclear  core  of 
60  nanometers  is  shown  (uranyl  and  lead  stain  X 45,000). 

pesvirus  hominis  type  2 appears  to  be  more  preva- 
lent than  type  1 in  the  female  external  genital 
canal,  and  appears  to  be  responsible  for  most  neo- 
natal infections.1-6-8  The  virus  appears  to  persist 
for  a longer  period  in  pregnant  women.9  Approxi- 
mately 50  per  cent  of  women  who  suffer  genital 
herpesvirus  infection  at  the  time  of  vaginal  deliv- 
ery will  infect  their  infants.6  This  will  most  often 
lead  to  disseminated  neonatal  herpesvirus  infec- 
tion, or  less  commonly  to  localized  skin  lesions. 
Most  neonatal  infants  with  disseminated  infection 
succumb  to  the  disease.10  Therefore,  it  is  impor- 
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tant  that  early  diagnosis  be  established,  hoping 
that  appropriate  action  could  bring  about  a desir- 
able outcome.  Most  neonatal  infections  are  con- 
sidered to  have  been  acquired  during  passage  of 
the  infant  through  the  birth  canal,  or  by  ascending 
infection  following  premature  rupture  of  the  mem- 
branes. In  occasional  cases  a transplacental  route 
has  been  suggested.10’11 

Bleeding  due  to  disseminated  intravascular 
coagulopathy  is  a common  sign  of  disseminated 
herpes  simplex  infection.12,13  Severe  liver  damage 
also  gives  rise  to  decreased  intravascular  coagula- 
tion factors.  Thus,  focal  hemorrhages  may  be- 
come manifest  in  the  liver,  adrenals,  and  other  or- 
gans. Treatment  with  heparin  proves  ineffective 
unless  hepatic  necrosis  subsides.14 

In  the  present  case,  studies  of  formalin-fixed 
liver  tissue  with  electron  microscopy  augmented 
the  light  microscopic  findings  by  demonstrating 
viral  particles  similar  to  those  found  by  other  in- 
vestigators in  the  nuclei  and  cytoplasm  of  hepato- 
cytes  and  sinusoidal  lining  cells  in  patients  with 
herpes  infection.15-17  Confirmation  was  achieved 
when  viral  cultures  from  four  organs  were  positive 
for  herpesvirus  hominis.  It  is  not  possible  to  dif- 
ferentiate the  various  members  of  the  herpesvirus 
group  (that  is,  cytomegalovirus  and  varicella-zos- 
ter virus,  and  so  forth)  by  morphologic  examina- 
tion of  the  viral  particles  alone;  viral  culture  is 
needed.  However,  the  differentiation  can  usually 
be  made  by  considering  as  a whole  the  epidemiolo- 
gic, clinical,  anatomic,  and  histopathologic  find- 
ings.17 

In  general,  electron  microscopy  has  been  used 
mostly  as  an  aid  in  confirming  the  existence  of 
viral  particles  in  the  inclusions.  Along  with  im- 
munofluorescent  microscopy  it  can  also  be  used  as 
one  of  the  adjunct  tools  in  establishing  a presump- 
tive diagnosis,  by  identifying  viral  particles  in  ve- 
sicular fluid,  body  fluid,  or  throat  swabs  using  neg- 
ative staining  methods.  Furthermore,  by  using 
modified  methods,  tissue  removed  can  be  exam- 
ined with  the  electron  microscope  within  three  to 
four  hours  in  contrast  to  the  conventional  method 
which  takes  one  to  four  days.18  This  should  make 
the  use  of  electron  microscopy  an  attractive  alter- 
native in  selected  cases. 

The  early  diagnosis  of  genital  herpesvirus  infec- 


tion in  late  pregnancy  may  give  the  physician  an 
opportunity  to  choose  the  appropriate  method  oi 
delivery  to  avoid  the  exposure  of  newborn  babies 
to  herpesvirus  infection.3,5 
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A hyperosmolar  diabetic  coma  without  acidosis 
was  first  reported  by  Sament  and  Schwartz  in 
1957. 1 Halmos,  Nelson,  and  Lowry,  in  1966,2 
mentioned  50  cases  having  been  reported  in  world 
literature.  A Journal  of  American  Medical  Asso- 
ciation editorial  refers  to  approximately  100  cases 
on  record  by  1968. 3 According  to  Gerich,  Martin, 
and  Recaut,4  the  actual  occurrence  rate  amounts 
to  about  200.  In  Hungary,  six  reports  were 
published  on  hyperosmolar  nonketotic  diabetic 
coma.5-10 

The  infrequent  incidence,  or  rather  its  rare  diag- 
nosis and  the  high  mortality  rate  of  30  to  60  per 
cent,  could  be  ascribed  to  the  slight  knowledge  of 
the  clinical  picture,  as  well  as  to  the  diagnostic  dif- 
ficulties and  the  lack  of  unequivocal  satisfactory 
treatment.  Evidence  of  the  diagnostic  difficulties 
is  displayed  in  our  case. 

Case  report 

A sixty-two-year-old  woman  was  admitted  first 
on  August  11,  1970.  She  had  had  no  diabetic  his- 
tory; hypertension  had  been  present  for  ten  years. 

Laboratory  work-ups  checked  out  as  follows: 
blood  sugar  level  was  86  mg.  per  100  ml.;  urine 
values  included  specific  gravity  1,025,  sugar  and 
acetone  normal,  sedimentation  rate  10  to  15  leuko- 
cytes, blood  urea  nitrogen  level  37  mg.  per  100  ml., 
serum  creatine  level  1.7  mg.  per  100  ml.,  creatinine 
clearance  57  mg.  per  100  ml.;  and  blood  pressure 
170/100  mm.Hg.  Test  findings  revealed  hyperten- 
sion, cerebral  sclerosis,  compensated  cardioscler- 
osis, and  cholelithiasis.  The  patient  was  dis- 
charged in  an  improved  condition. 

Due  to  spastic  pain  under  the  costal  arch,  a rise 
in  temperature,  and  weakness,  the  patient  was 
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FIGURE  1.  Peroral  sugar  loading  test  confirming  diabetes 
mellitus. 


readmitted  on  July  20,  1971.  At  that  time,  test 
findings  revealed:  blood  sugar  level  142  mg.  per 

100  ml.,  control  103  mg.  per  100  ml.;  urine  values 
included  specific  gravity  1,022,  sugar  and  acetone 
normal;  sedimentation  rate  was  10  to  12  erythro- 
cytes, bacterial  blood  urea  nitrogen  level  23  mg. 
per  100  ml.,  serum  creatinine  1.1  mg.  per  100  ml.; 
and  blood  pressure  230/140  mm.Hg.  The 
ophthalmologic  examination  revealed  normal  pa- 
pilla, Gunn’s  phenomenon,  and  intact  retinas.  Due 
to  the  raised  fasting  blood  sugar  level,  the  possible 
presence  of  diabetes  was  considered,  and  a peroral 
sugar  loading  test  was  performed.  The  findings 
confirmed  diabetes  mellitus  (Fig.  1). 

The  saccharide-free  diet  secured  a balanced 
sugar  metabolism.  No  urinary  sugar  or  acetone 
could  be  found  during  the  observation  period. 

The  patient  was  readmitted  for  the  third  time 
on  September  9,  1971.  Her  blood  pressure  read- 
ing was  240/140  mm.Hg,  and  severe  dementia  was 
evident.  Test  findings  revealed  carbohydrate  me- 
tabolism; no  circulatory  failure;  blood  sugar  level 
115  mg.  per  100  ml.;  and  urine  values  included  spe- 
cific gravity  1,022,  sugar  and  acetone  normal,  4 to 
5 erythrocytes,  epithelial  cells,  blood  urea  nitrogen 
level  20  mg.  per  100  ml.,  and  erythrocyte  sedimen- 
tation rate  36  mm.  per  hour. 

Thorax  radiography,  liver  function  tests,  and 
blood  count  all  yielded  normal  findings.  Although 
the  blood  pressure  became  normal  within  two 
days,  the  patient  became  confused,  restless,  and 
gradually  somnolent;  the  latter  was  ascribed  to  the 
sedation  therapy,  which  was  then  discontinued. 
However,  somnolence  increased,  and  a comatose 
state  developed.  The  temperature  rose  to  39.5°C. 
Dry,  coated  tongue,  and  dryness  of  the  oral  muco- 
sa were  present,  but  there  was  no  acidotic  respira- 
tion. Due  to  the  severe  dehydration,  Ringer’s 
infusion  was  given  repeatedly,  3 L.  during  a period 
of  thirty-three  hours. 

Control  examinations,  to  clear  the  origin  of  the 
comatose  state,  were  performed  on  the  thirteenth 
day  of  hospitalization:  blood  sugar  level  500  mg. 
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per  100  ml.;  blood  urea  nitrogen  level  120  per  100 

ml. ;  white  blood  cell  count  21,000;  and  erythrocyte 
sedimentation  rate  118  mm.  per  hour.  No  sugar 
or  acetone  could  be  detected  in  the  urine.  Blood 
pressure  readings  were  120/70  and  140/80. 

Since  the  sugar  and  acetone  findings  during  the 
regular  control  of  the  urine  remained  always  nor- 
mal, it  was  considered  that  the  500  mg.  per  100  ml. 
blood  sugar  finding  might  be  a laboratory  error, 
and  a reexamination  was  performed,  as  well  as 
continuous  control  of  the  urine. 

Although  the  repeated  blood  sugar  test  findings 
yielded  extremely  high  levels,  640  to  670  mg.  per 
100  ml.,  no  sugar  or  acetone  could  be  found  in  the 
urine.  Severe  dehydration  was  obvious,  but  there 
was  no  clinical  sign  of  acidosis,  and  repeated  re- 
agent strip  (Ketostix)  examination  findings  were 
normal.  The  blood  pressure  decreased  to  100/60 

mm. Hg,  and  thrombosis  of  the  deep  veins  devel- 
oped in  the  left  lower  limb,  with  persisting  high 
fever.  On  the  basis  of  the  very  high  blood  sugar 
level,  the  absence  of  ketoacidosis  and  glycosuria, 
the  high  azotemia,  120  to  161  mg.  per  100  ml.,  the 
hypernatremia,  157  mEq.  and  the  clinical  evidence 
of  severe  dehydration  and  hyperosmolarity,  as  well 
as  the  gradual  development  of  coma,  the  diagnosis 
of  hyperosmolar,  nonketoacidotic,  and  aglycosurial 
diabetic  coma  was  considered.1  The  urine  excre- 
tion over  a twenty-four-hour  period  was  between 
2,000  and  1,400  ml. 

In  addition  to  cardiotonics,  antibiotics,  and  an- 
tipyretics, insulin  (intravenously  and  subcuta- 
neously, 140  units  over  a ten-hour  period),  and  an 
infusion  of  5 per  cent  dextrose  over  a thirteen- 
hour  period  were  administered.  There  was  a con- 
siderable decrease  in  the  blood  sugar  level  after 
twelve  hours  to  between  130  and  175  mg.  per  100 
ml.  However,  pulmonary  edema  developed,  and 
the  patient  died  on  the  fifteenth  day  of  the  obser- 
vation with  symptoms  of  central  and  peripheral 
circulatory  failure. 

Necropsy 

The  pathologic  findings  were  as  follows:  pan- 

creatic atrophy  with  diabetes  mellitus,  clinical 
ischemia  of  left  venal  cortex,  thrombosis  of  femo- 
ral vein,  embolus  to  right  branch  of  artery,  and  pul- 
monary edema. 

Comment 

The  initial  benign  mild  diabetes  mellitus  diag- 
nosed some  months  earlier  in  this  sixty-two-year- 
old  female  developed  into  a hyperosmolar  agly- 
cosuric  diabetic  coma  without  ketoacidosis.  The 
high  fever  plus  the  reduced,  then  discontinued, 
fluid  uptake,  due  to  the  confusional  state,  has  to 
he  considered  responsible  for  the  development  of 
the  hyperosmolar  coma.11  The  administration  of 
the  3 L.  of  Ringer’s  infusion  prior  to  the  correct  di- 


agnosis might  have  increased  hypernatremia  and 
hyperosmolarity  as  a consequence  of  its  sodium 
content.  The  particular  characteristic  feature  of 
this  case,  the  permanent  absence  of  glycosuria,  is 
emphasized.  No  similar  report  in  the  available 
literature  was  found. 

The  review  of  127  reports  on  hyperosmolar 
nonketotic  diabetic  coma  revealed  a transitory  ab- 
sence of  glycosuria,  lasting  but  a few  hours,  in  only 
2 cases.9’12  Stevenson  and  Bowyer13  reported  on  3 
diabetic  infants  in  whom  hypernatremia  and  asso- 
ciated hyperglycemia,  with  blood  sugar  levels  oi 
360  to  600  mg.  per  100  ml.,  caused  hyperosmolai 
dehydration  without  ketosis,  but  glycosuria  was 
observed  only  in  1 of  the  instances. 

It  is  a well-known  fact  that  dextrose  passes  un- 
changed through  the  glomeruli  by  passive  filtra- 
tion; thus,  the  sugar  content  of  the  glomerular  fil- 
trate is  identical  to  the  sugar  content  of  the  plas- 
ma. The  urinary  sugar  is  reabsorbed  through  the 
tubular  epithelium  by  means  of  the  active  trans 
port  mechanism.  Over  a certain  blood  sugar  level 
above  the  renal  threshold,  the  sugar  appears  in  the 
urine.  The  quantity  of  filtrated  sugar  exceeds  the 
maximum  capacity  of  reabsorption  and  is  respon 
sible  for  the  glycosuria. 

Whether  or  not  sugar  is  present  in  the  urine  de 
pends  on:  (1)  the  blood  sugar  content,  (2)  th<  j 

quantity  of  the  glomerular  filtrate,  and  (3)  the  de 
gree  of  tubular  reabsorption. 

Prolonged  hyperglycemia  may  increase  the  ca 
pacity  of  tubular  reabsorption.14  A quantitativ 
decrease  of  the  glomerular  filtrate  reduces  th 
quantity  of  urinary  sugar  excretion. 

It  has  been  found  that  no  urinary  sugar  is  pres 
ent  in  some  of  the  diabetic  patients  with  arterio 
sclerosis  or  renal  disease,  although  the  blood  suga 
content  exceeds  300  mg.  per  100  ml.  The  immedi 
ate  cause  of  this  condition  should  be  ascribed  t 
the  low  amount  of  sugar  entering  the  tubules;  thi 
is  a consequence  of  the  decreased  quantity  of  glc 
merular  filtrate  that  becomes  easily  reabsorbec 
The  renal  function  of  our  hypertensive,  arteric 
sclerotic  patient  showed  an  initial  decrease,  as  pre 
vious  findings  revealed:  creatinine  clearance  5 

mg.  per  100  ml.  and  serum  creatine  level  1.7  mj 
per  100  ml.  The  condition  deteriorated  furthe 
because  of  hyperosmolar  dehydration  and  also  wa 
aggravated  by  the  blood  pressure  fall.  The  quar 
titative  correlation  between  the  blood  urea  nitre 
gen  level,  creatinine  clearance,  and  renal  functio 
is  displayed  in  Figure  2. 15  As  illustrated,  the  12  I 
mg.  per  100  ml.  blood  urea  nitrogen  level  and  the 
mg.  per  100  ml.  creatinine  clearance  are  indicat iv 
of  a glomerular  filtration  of  about  10  ml.  per  mir 
ute,  that  is,  of  a renal  function  of  somewhat  und(  . 
10  per  cent. 

Accordingly,  it  is  understandable  that  despi 
the  high  blood  sugar  content,  only  a very  lo  I 
amount  of  sugar  was  filtered  by  the  glomeruli  in 
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FIGURE  2.  Quantitative  correlation  between  blood  urea 
nitrogen  level,  serum  creatinine  level,  inulin  clearance,  and 
renal  function. 


the  urine  and  that  this  amount  could  be  easily 
reabsorbed  by  the  tubuli. 

The  extreme  serum  osmolarity  of  500  mOsm. 
per  liter  in  our  patient,  being  the  highest  among  all 
the  reviewed  127  cases,  should  be  emphasized.  It 
should  be  mentioned  that  there  was  a considerable 
discrepancy  between  the  serum  osmolarity  value, 
calculated  on  the  basis  of  the  -Jackson16  formula, 
and  that  measured  in  our  patient. 

Summary 

A case  of  hyperosmolar  aglycosuric  diabetic 
coma  without  ketoacidosis  has  been  presented;  no 
similar  description  could  be  found  in  the  available 
literature.  It  has  to  be  emphasized  that  an  ab- 


Double-blind trial  of  linoleate  supplementation 
)f  diet  in  multiple  sclerosis 

Seventy-five  patients  with  multiple  sclerosis  were 
liven  daily  supplements  of  a vegetable  oil  mixture  con- 
taining either  linoleate  or  oleate  for  two  years  in  a dou- 


sence of  glycosuria  can  present  severe  diagnostic 
difficulties.  The  extremely  high  serum  osmolarity 
measured  in  the  patient  is  another  interesting  fea- 
ture. 

Budapest,  XI 
Tetenyi  ut  36/a 
VI.  em.  20,  Hungary 
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ble-blind  control  study.  Relapses  were  less  frequent, 
significantly  less  severe,  and  of  shorter  duration  in  the 
linoleate  supplemented  group.  There  is  no  clear  evi- 
dence obtained  that  treatment  affected  the  overall  rate 
of  clinical  deterioration.  Millar,  J.  H.  D..  et  al Brit. 
M.  J.  1:  765  (Mar.  31)  1973 
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Ilw  weight  of  scientific  opinion 


If  the  pharmacist  substituted  a 
:)  mically  equivalent  drug  for  the 
) • you  have  specified  for  your 
o ient— could  you  be  certain  of  that 
o duct’s  safety  and  effectiveness 
jfply  because  the  chemical  content 
a;  the  same? 

Definitely  not,  unless  bio- 
* ivalence  tests  and  other  quality 
uirance  checks  had  been  conducted. 
U pharmaceutical  industry  and 
rny  scientists  have  maintained  this 
>ition  for  years,  but  others  have 
jvstioned  it.  Now  the  Office  of 
f hnology  Assessment  of  the 
Zigress  of  the  United  States  has  M 
torted  on  the  issue  in  its  Drug 
3 equivalence  Study.* 

L Here  are  a few  definitive  state- 
Kmts  in  the  O.T.A.  report: 

“...the  problem  of  bioinequiva- 
pfee  :y  in  chemically  equivalent  prod- 
bpki  is  a real  one.  Since  the  studies  in 
*:v  ch  lack  of  bioequivalence  was 
•inonstrated  involved  marketed 
ducts  that  met  current  compen- 
¥ standards,  these  documented  in- 
■ t ices  constitute  unequivocal 
Bdlence  that  neither  the  present 
mldards  for  testing  the  finished 
flfirpuct  nor  the  specifications  for 
Bierials,  manufacturing  process, 

Bn  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG 

bioequivalence 


orrtci  iicMwotouv  amhmmiui 

dmuo  aioauuivAtaMca 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new'  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufacturers 
lifliSBl  Association 

Im!  vill  1155  Fifteenth  Street, N.W 
LhLjII  Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 

ntegrity  of 
<our  prescription 
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School  Health 
Services  of  Future 

Need  for  comprehensive  planning 


ROY  E.  BROWN,  M.D.,  M.P.H. 

New  York  City 

WILLIAM  B.  RAWLS,  M.D. 

New  York  City 

Associate  Professor,  Department  of  Community  Medicine 
(Nutrition)  and  Assistant  Professor,  Department  of 
Pediatrics,  Mount  Sinai  School  of  Medicine  of  The  City 
University  of  New  York  (Dr.  Brown);  and  Internist, 

Consultant  in  Medicine,  St.  Clare’s  Hospital,  and  member, 
American  Medical  Association,  Committee  on  Poor  (Dr.  Rawls) 


Over  the  last  few  years  there  seems  to  be  an  in- 
creasing amount  of  criticism  being  leveled  at  those 
officials  who  are  responsible  for  the  delivery  of 
health  services  to  children  in  the  public  and  paro- 
chial schools.  The  critics  describe  the  attitude  of 
the  officials  as  being  complacent,  and  descriptions 
of  the  comprehensive  and  thorough  nature  of  ser- 
vices provided  school  children  have  been  looked  on 
with  skepticism.  Actually,  the  facts  and  figures 
related  to  the  school  health  services  have  been 
questioned  as  to  their  authenticity. 

In  all  fairness,  however,  one  must  concede  that 
the  officials  and  workers  in  the  Bureau  of  School 
Health  Services  are  not  entirely  to  blame  and  that 
a great  deal  of  their  deficiencies  are  due  to  a seri- 
ous lack  of  financial  support  for  both  staff  and 
equipment.  There  is  little  doubt  that  the  perfor- 
mance in  this  field  is  being  carried  out  by  a dedi- 
cated agency  suffering  from  serious  shortages  of 
trained  personnel  and  funding. 

Improvement  of  services 

It  seems  that  the  time  has  arrived  for  a joint  ef- 
fort on  behalf  of  the  health  of  the  school  children 
in  this  city  as  well  as  in  other  cities  throughout  the 
United  States.  It  is  time  to  conceive  with  imagi- 
native innovation  a comprehensive  plan  to  extend 
and  improve  school  health  services.  With  the  sup- 
port and  encouragement  of  both  the  New  York 
City  Board  of  Education  and  the  Bureau  of  School 
Health  Services  of  the  City  of  New  York  Depart- 


ment of  Health,  pilot  programs  have  been  devel- 
oped using  both  paraprofessional  and  volunteei 
personnel  who  show  good  promise  of  effectiveness 
Working  as  an  integral  part  of  the  health-testing 
program,  the  paraprofessional  persons  record 
medical  histories,  measure  children’s  heights 
weights,  and  blood  pressures,  administer  the  tine 
test  for  tuberculosis,  test  vision  using  an  automat 
ed  machine,  take  the  specimens  and  carry  out  ex 
aminations  of  blood  and  urine,  and  assess  the  im 
munization  and  nutritional  status  of  the  children 
As  an  extension  of  the  development  of  a prototype 
we  are  attempting  to  extend  the  use  of  paraprofes 
sional  persons  with  the  employment  of  video  tap 
ing  for  evaluation  of  speech  and  examinations  o 
the  cardiac,  dental,  orthopedic,  and  possibly  th< 
psychological  status  of  the  children.  All  the  tape: 
are  then  reviewed  by  the  appropriate  professiona 
staff  person  at  the  medical  center. 

It  can  be  clearly  documented  that  there  is  defi 
nite  room  for  improvement.  During  recent  healtl 
testing  of  nearly  400  primary  school  children,  thi 
department  of  community  medicine  of  the  Moun 
Sinai  School  of  Medicine  identified  154  necessar; 
referrals,  of  which  only  38  had  previously  been  ap 
parent  to  the  staff  of  the  Bureau  of  School  Healtl 
Services.  Although  children  had  been  previous! 
tested  within  the  school  visual  screening  program 
nearly  one  quarter  of  the  children  were  found  t 
need  corrective  lenses.  If  one  were  to  multiply  th 
findings  in  this  group  of  school  children  by  th 
nearly  2 million  children  in  the  New  York  Cit 
schools,  the  resultant  figures  for  similar  problem 
would  be  overwhelming.  There  are  predictabl 
many  hundreds  of  remedial  conditions  that  unfor 
tunately  remain  undiscovered  with  the  curren 
system.  In  addition  to  improvement  within  th 
structure  and  organization  of  the  system,  mor 
funds  must  be  identified  to  cover  the  costs  c 
creating  a better-functioning  system. 

School  children,  from  a preventive  and  promc 
tive  health  point  of  view,  can  be  considered  a rela 
tively  “captive  audience.”  The  basic  objective  c 
a school  health  screening  program  is  to  separah 
from  a large  group  of  apparently  healthy  childrer 
those  with  some  condition  or  disease  that  can  b 
treated  or  managed.  The  early  identification  c 
many  problems  and  the  swift  correction  of  sue 
problems  can  avoid  poor  school  performance,  a 
well  as  the  further  deterioration  of  a medical  c 
surgical  condition.  In  addition  to  identification  c 
problems  that  would  interfere  with  learning,  it  i 
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essential  to  develop  an  early  concern  for  health 
among  students,  parents,  and  teachers  by  the  pro- 
motion of  various  aspects  of  health  education. 

Within  the  given  limitations  of  available  fund- 
ing for  personnel  and  equipment,  a system  could 
be  designed  to  provide  adequate  health  services 
for  all  the  school  children  who  are  not  cared  for  by 
the  private  sectors  of  medicine  and  dentistry. 
There  is  no  question  that  we  who  are  interested  in 
the  provision  of  these  services  should  learn  from 
other  countries  where  more  adequate  services  have 
been  provided  with  the  use  of  paramedical  person- 
nel. Within  the  budgetary  restrictions,  there 
must  be  established  a set  of  priorities  that  may 
vary  from  area  to  area  throughout  the  country. 

School  health  program 

The  several  phases  of  such  a school  health  pro- 
gram would  include:  health  testing  after  a prelim- 
inary period  of  education  of  the  children  as  to 
what  is  involved  in  the  screening  procedures;  iden- 
tification of  those  problems  that  are  remedial;  es- 
tablishment of  a system  for  specific  follow-up  ap- 
pointments for  those  conditions  requiring  referral; 
development  of  a system  of  ongoing  surveillance 
within  the  stated  priorities;  and  a continual  effort 
on  the  part  of  both  parents  and  teachers  for  rele- 
vant health  education  aimed  at  nutrition,  growth 
and  development,  drug  abuse,  dental  problems, 
and  sex  education. 

With  the  use  of  well-trained  and  interested 
teams  of  school  health  workers,  both  the  screening 
procedures  and  the  surveillance  phase  can  easily 
be  managed.  Parents  and  community  groups 
must  be  urged  to  participate  actively  in  the  plan- 
ning and  subsequent  phases.  There  should  also 
be  the  involvement  of  neighborhood  medical  and 


Interaction  between  levodopa  and  methyldopa 

The  interaction  between  methyldopa  (Aldomet)  and 
levodopa  was  studied  in  18  patients  with  Parkinsonism. 
Together  they  produced  a fall  in  blood  pressure  in  doses 


dental  providers  as  well  as  official  agencies,  health 
insurance  groups,  and  schools  of  medicine  and 
nursing. 

It  is  recommended  that  mobile  teams  be  devel- 
oped for  multiphasic  screening  procedures.  The 
teams  would  consist  of  trained  paraprofessional 
technicians,  working  under  the  supervision  of  pub- 
lic health  nurses  and  physicians  from  the  Bureau 
of  School  Health  Services,  to  carry  out  comprehen- 
sive screening  procedures.  Other  workers  could 
be  based  permanently  in  each  school  district  to 
guarantee  ongoing  surveillance,  secure  appropriate 
parental  permission,  and  make  certain  that  the 
necessary  referral  appointments  are  kept  by  the 
children.  Local  community  hospitals  as  well  as 
medical  centers  in  the  area  could  be  organized  for 
appropriate  backup  services  and  examinations  as 
indicated.  Within  the  budgetary  restrictions  al- 
ready indicated,  there  is  room  for  improvement 
with  the  adoption  of  paramedical  technicians  and 
new  techniques  for  screening.  The  department  of 
health,  the  board  of  education,  the  local  health 
providers,  the  medical  schools,  and  the  community 
should  join  together  and  develop  and  organize  a 
comprehensive  delivery  system. 

Comment 

There  should  be  no  reason  for  children  to  have 
interference  with  learning  due  to  conditions  for 
which  there  is  a known  cure  or  management.  The 
cost  to  society  of  unidentified  child  health  prob- 
lems can  be  described  as  incalculable.  We  must 
design  and  implement  a comprehensive  school 
health  program  that  will  meet  the  needs  of  our 
school  children  across  the  entire  country.  The 
time  for  action  is  now.  This  report  is  based  on 
material  covering  the  period  to  1973. 


which  when  given  alone  had  no  effect  or  only  a slight  hy- 
potensive effect.  It  is  reasonable  to  give  methyldopa  to 
hypertensive  patients  on  levodopa  but  the  regimen 
should  be  initiated  in  the  hospital.  Gibberd,  F.  B.,  et 
al. : Brit.  M.  J.  2:  90  (Apr.  14)  1973 
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We  have  yet  no  prosodia,  not  so  much  as  a tolera- 
ble dictionary,  or  a grammar  so  that  our  language  is 
in  a manner  barbarous. — John  Dryden,  “Discourse 
Concerning  Satire,”  1693. 

In  the  late  fourteenth  century  a long  allitera- 
tive poem,  Piers  Plowman’s  Vision,  presented  to 
the  English  people  an  allegorical  epitomization  of 
their  country’s  moral  depravity.  A somber  poetic 
sermon,  Piers  Plowman’s  Vision  was  a diatribe 
against  the  seven  deadly  sins  and  their  congrega- 
tions, namely,  the  established  hierarchies  that 
worshiped  the  Antichrist  and  his  sordid  acolytes. 
To  vanquish  Conscience,  the  Antichrist  assaults 
his  foremost  enemy  with  seven  great  giants,  each 
representing  a deadly  sin.  Idleness  leads  the  at- 
tack; behind  her  press  one  thousand  prelates,  sin- 
ners in  the  Houses  of  God,  and  therefore  more 
damnable  than  the  sheep  they  pastor.  But  God 
will  not  sanction  an  Antichrist  conquest,  for  Con- 
science orders  Nature  to  assail  the  evil  hosts  with 
plagues  and  diseases: 

Kynde  Conscience  tho  herde, — and  came  out  of  the 
planetea, 

And  sente  forth  his  forreyours — feveres  and  fluxes, 
Coughes  and  cardiacles — crampes  and  tooth-aches, 
Reumes  and  radegundes — and  roynous  scabbes, 

Biles  and  bocces, — and  brennynge  agues, 

Frenesies  and  foule  yveles, — foragers  of  kynde  .... 
There  was  “Harrow!  and  Help! — Here  cometh  Kynde! 
With  Deeth  that  is  dredful — to  undo  us  alle!” 

The  lord  that  lyvved  after  lust — tho  aloud  cryde. 

Deeth  cam  dryvynge  after, — and  al  to  duste  passhed 
Kynges  and  knyghtes, — kaysers  and  popes, . . . 

Manye  a lovely  lady — and  lemmans  of  knyghts, 
Swowned  and  swelted  for  sorwe  of  his  dyntes.1 

Whoever  the  author  was — some  literary  histori- 
ans attribute  the  poem  to  William  Gangland 


(13327-1400)  whereas  others  contend  that  poet’s 
name  is  unknown — he  admonished  the  English 
upper  classes  to  purify  their  religion,  treat  the 
poorer  classes  compassionately,  and  disavow  their 
lecherous  and  slothful  materialism.  His  Dooms- 
day plagues — “bocces  and  brennynge  agues” — 
were  probably  symbols  of  spiritual  death  as  well  as 
literal  enemies  of  the  flesh. 

The  fluxes,  cardiacles,  radegundes,  and  frenesies 
of  yesterday  are  entombed  in  the  tomes  of  the 
past.  Only  the  antiquarian,  the  specialist-scholar, 
and  the  physician  would  note  the  obsolete  or  ar- 
chaic medical  term  in  a play,  novel,  or  poem  of  the 
sixteenth  century.  A graduate  student  in  the 
humanities  might  be  moved  to  investigate  the  ety- 
mology of  the  “biles  and  bocches”  that  Nature 
confounded  sinful  mankind  with,  but  the  sense  o! 
the  passage  is  sufficiently  lucid  to  tempt  him  t( 
read  on  without  referring  to  a dictionary  of  obso 
lete  words.  Yet,  it  would  be  a loss  to  the  medica 
profession  and  to  scholarship  in  general  were  the 
earthy  and  colorful  provincialisms,  archaisms,  anc 
obsolescences  of  medical  English  regarded  mereh 
as  avocational  toys  by  medical  antiquarians.  Ir 
1947  Andrews,2  a scholarly  physician,  appealed  t( 
qualified  colleagues  to  undertake  a serious  stud] 
of  medical  English,  but  his  requisites  for  the  medi 
cal  philologist  are  perhaps  too  exacting  for  thi 
learned  physician  who  lacks  versatility  in  linguist 
ic  enterprise.  But  Dr.  Andrew’s  call  for  a system 
atic  study  of  medical  philology  is  a pioneerin] 
manifesto  to  the  medical  profession  to  underwrite 
a project  that  might  very  well  be  named  The  Uni 
uersal  Medical  Dictionary  on  Historical  Princi 
pies.  In  his  stimulating  book,  A History  of  Scien 
tific  English,  Dr.  Andrews  laments  that  althougl 
“the  study  of  Medical  English  from  the  standpoin 
of  the  philologist  is  nearly  a virgin  field,”  its  pur 
suit  “demands  both  a sound  classical  educatioi 
and  a knowledge  of  modern  science,  a combinatioi 
rare  in  this  age  of  specialization.”2 

Undoubtedly,  specialization  inhibits  versatility 
especially  in  a technological  age  that  boasts  c 
100,000  academic  and  technical  journals  that  carr 
learned  distillations  of  the  respective  disciplines  t 
their  partisans.  But  in  our  vaunted  interdisciplin 
ary  times  why  cannot  medical  philology  be  pui 
sued  by  teams  of  concerned  specialists  from  th 
fields  of  medicine  and  linguistics?  Philology  i 
not  an  exact  science;  the  prefaces  of  even  re 
nowned  philologists  are  frequently  both  critical  c 
the  works  of  predecessors  and  apologetic  of  thei 
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own  works.  For  example,  in  the  preface  to  his 
Dictionary,  Halliwell3  F.R.S.,  humbly  justifies  his 
work  as  a more  comprehensive  philological  contri- 
bution than  Nares’s  Glossary.4* 

In  explaining  terms  and  phrases  of  the  Elizabethan 
era,  1 have  had  the  advantage  not  enjoyed  in  prepar- 
ing that  part  of  the  work  which  relates  to  the  earlier 
period,  of  referring  to  the  labours  of  a predecessor  in 
the  same  task.  The  Glossary  (1822)  of  Archdeacon 
Nares  has  here  necessarily  in  some  respects  been  my 
guide,  generally  a faithful  one  as  far  as  his  explana- 
tions are  concerned,  but  still  very  imperfect  as  a gen- 
eral glossary  to  the  writers  of  that  age.  I have  at- 
tempted to  supply  his  deficiencies  by  more  than  tre- 
bling his  prolixity,  and  I have  therefore  frequently 
stated  results  without  explaining  the  reasoning  or  giv- 
ing the  reading  which  led  to  them.  Nares’s  Glossary 
is  however,  notwithstanding  its  imperfections,  a work 
of  great  merit,  and  distinguished  by  the  clearness  and 
discriminations  with  which  the  collections  of  the 
Shakespearian  commentators  are  arranged  and  dis- 
cussed. To  find  him  occasionally  in  error  merely  il- 
lustrates the  impossibility  of  perfection  in  philological 
studies.3 

Halliwell  compiled  his  Dictionary  from  the  di- 
alectal vocabularies  of  35  English  counties,  an 
awesome  undertaking  that  few  scholars  today 
would  undertake  single-handedly.  In  the  late 
fourteenth  century,  Chaucer  anticipated  the  philo- 
logical problems  of  his  literary  heirs  in  a quatrain 
from  Troilus  and  Criseyde: 

And  for  ther  is  so  gret  diversite 
In  Englissh,  and  in  writyng  of  oure  tonge, 

So  prey  I god  that  non  myswrite  the, 

Ne  the  mys-metre  for  defaute  of  tonge.8 

Standard  English  speech  arose  at  the  end  of  the 
fourteenth  century  from  the  four  main  dialects, 
namely,  the  Northern,  East  Midland,  West  Mid- 
land, and  Southern  dialects.  In  the  fifteenth  cen- 
tury, the  East  Midland  dialect,  the  dialect  of  Lon- 
don, emerged  as  the  essential  component  of  stan- 

*  James  Orchard  Halliwell,  F.R.S.,  was  a literary  genius 
who  won  renown  as  an  antiquarian  manuscript  specialist,  as  a 
' Shakespearean  biographer  and  critic,  and  as  a contributing  fel- 
- low  to  many  learned  societies.  At  fifteen  he  was  already  a 
noted  rare  book  collector,  a mathematical  expert,  and  a con- 
tributor to  the  Parthenon.  In  1838,  a youth  of  eighteen,  he 
matriculated  at  Jesus  College;  but  finding  his  courses  dull,  he 
concentrated  on  self-study  in  the  university’s  libraries.  In 
March,  1839,  he  was  named  a fellow  of  the  Royal  Society,  an 
honor  more  meaningful  to  him  than  the  academic  degree  he 
forfeited  by  leaving  Cambridge.  Failing  in  his  attempts  to  in- 
terest English  intellectuals  in  a historical  society  of  science,  he 
turned  to  philology  and  when  only  twenty-six  completed  his 
'two-volume  Dictionary  (1846),  a work  that  went  into  eleven 
editions,  the  last  appearing  in  1889,  the  year  of  Halliwell’s 
death.'  In  1859,  Halliwell  and  his  associate,  the  noted  philolo- 
gist, Thomas  Wright,  edited  Robert  Nares’s  1822  edition  of  his 
Glossary  The  editors  praised  Nares’s  Glossary  as  an  indis- 
pensable reference  resource  for  students  of  Elizabethan  litera- 
ture. Robert  Nares  (1753-1822)  was  a King’s  scholar  at  four- 
teen and  an  M.A.  at  twenty-five.  He  entered  holy  orders  and 
rose  to  the  rank  of  arcdeacon  at  Stafford.  A prolific  writer  and 
editor,  he  was  also  one  of  the  founders  of  the  Royal  Society  of 
Literature.6  An  article  bv  the  author  is  a study  of  prefatorial 
apologetics  in  nineteenth  century  textbooks." 


dard  English  speech  and  writing,  probably  because 
the  London  area  was  England’s  largest  and  most 
populated  geographic  division,  London  was  the 
publishing  center  of  the  nation,  and  the  University 
at  Cambridge  favored  the  East  Midland  tongue.9 
Standard  English,  though,  had  many  literary  crit- 
ics in  the  stormy,  philological  battles  that  followed 
the  standardization  of  the  language.  In  illustra- 
tion, Dryden  complained  in  1693  that  “we  have  yet 
no  prosodia,  not  so  much  as  a tolerable  dictionary, 
or  a grammar,  so  that  our  language  is  in  a manner 
barbarous.”10  But  countering  Dryden,  Joseph 
Priestley  seconded  Dante’s  contention  that  gram- 
mar and  usage  cannot  be  prescribed  by  academics. 
An  innovator  in  science  and  a rebel  in  politics, 
Priestley  strikes  a modern  philological  chord  in 
this  passage  from  his  “Theory  of  Language,”  1762: 

In  modern  and  living  languages,  it  is  absurd  to  pre- 
tend to  set  up  the  compositions  of  any  person  what- 
soever as  the  standard  of  writing,  or  their  conversa- 
tion as  the  invariable  rule  of  speaking.  With  respect 
to  custom,  laws,  and  every  thing  that  is  changeable, 
the  body  of  a people,  who,  in  this  respect,  cannot  but 
be  free,  will  certainly  assert  their  liberty,  in  making 
what  innovations  they  judge  to  be  expedient  and  use- 
ful. The  general  prevailing  custom,  whatever  it  hap- 
pens to  be,  can  be  the  only  standard  for  the  time  it 
prevails.11 

Samuel  Johnson  and  Noah  Webster  were  hostile 
to  Priestley’s  enlightened  philological  theories. 
Johnson  piously  attested  that  in  writing  his  cele- 
brated dictionary  “I  have  labored  to  refine  our  lan- 
guage to  grammatical  purity,  and  to  clear  it  from 
colloquial  barbarisms,  licentious  idioms,  and  irreg- 
ular combinations.”12  In  1822,  Webster  defined 
slang  as  “low,  vulgar,  and  unmeaning  language,”  a 
narrow  view  corrected  almost  a century  later  by 
the  editors  of  the  Oxford  Dictionary  who  now  de- 
fined slang  as  “language  of  a highly  colloquial 
type,  below  the  level  of  standard  educated  speech 
and  consisting  either  of  new  words  or  of  current 
words  employed  in  some  special  sense.”13 

Because  many  existing  dialects  in  England  go 
back  to  the  earliest  period  of  the  language,  it 
might  be  a major  contribution  to  medical  history  if 
a medical  scholar  would  make  a definitive  study  of 
the  semantic  change  in  the  scientific,  dialectal  vo- 
cabularies of  English  from  the  language’s  origins 
to  the  present  time.  Undoubtedly,  a project  of 
this  magnitude  would  require  the  assistance  of 
computer  science,  especially  in  the  area  of  word 
counts.  Perhaps  the  vision  of  Dr.  Andrews  might 
be  vindicated  in  our  own  time. 

In  1534,  Sir  Thomas  Elyot  defended  the  use  of 
English  as  a fit  language  for  medical  writing.  In- 
censed by  the  attack  of  classical-oriented  physi- 
cians on  his  medical  writings  in  English,  Elyot  re- 
torted in  his  Castle  of  Health  vehemently: 

If  physicians  be  angry,  that  I have  written  physicke 
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in  englishe,  let  them  remember  that  the  grekes  wrate 
in  greke,  the  Romains  in  latine,  Avicenna,  and  the 
other  in  other  (Rhazes?)  in  Arabike,  which  were  their 
own  and  proper  maternall  tongues.  And  if  thei  had 
bene  as  muche  attached  with  envie  and  covetise,  as 
some  nowe  seeme  to  be,  they  woulde  have  devised 
some  particuler  language,  with  a strange  cipher  or 
forme  of  letters,  wherein  they  wold  have  written  their 
scyence,  whiche  language  or  letters  no  manne  should 
have  knowen  that  had  not  professed  and  practised 
physicke.14 

To  the  layman,  a modern  medical  dictionary  is 
indeed  composed  of  “some  particuler  language” 
which  he  would  be  unwise  to  plumb.  But  layman 
and  physician  will  suffer  no  harm  by  attending  to 
the  following  glossary  culled  from  the  works  of 
Robert  Nares  and  James  Orchard  Halliwell.  Per- 
haps, these  memorials  will  elicit  their  smiles. 


Glossary  of  archaic,  obsolete,  and 
provincial  medical  terms  from  dictionaries 
of  Robert  Nares  and  James  Halliwell 


The  physician  and  related  personnel 

authentic  An  epithet  for  a regularly  bred  physi- 

cian. The  diploma  of  a licentiate 
runs  authentic  licentiatus.  In  All’s 
Well  That  Ends  Well  the  word  is 
used  adjectively: 

“To  be  relinquished  of  Galen  and 
Paracelsus — And  all  the  learned 
and  authentical  fellows.” 

But  the  title  was  bestowed  on  non- 
medical scholars  as  well;  Gregory  of 
Rimini  (d.  1358)  earned  the  accolade, 
“authentic  doctor”  for  his  eminence 
in  scholastic  philosophy.  The  term 
is  derived  from  Old  French  auten- 
tique  from  Latin  authentic-us,  origi- 
nal, first-hand,  master. 

dog-leach  A disparaging  cant  term  for  a physi- 

cian: “Empirics  that  will  undertake 
all  cures,  yet  know  not  the  causes  of 
any  disease.”  (John  Ford) 


drugger 


howdy-wife 

kind-heart 


nimgimmer 


French  drogueur,  variant  forms 
druggister,  drugster;  one  who  deals  in 
drugs.  Last  used  in  1845. 

The  Scottish  word  for  a midwife. 
Also,  howdie  or  howdy. 

First  used  (c.  1610-1640)  as  a jocular 
term  for  a dentist: 

“Mistake  me  not,  Kindhart .... 

He  calls  you  tooth-drawer.” 
(William  Rowley,  New  Wonder) 

A physician,  surgeon,  apothecary,  or 
any  one  who  cures  a clap  or  the  pox. 


quacksalver  A common  term  in  the  seventeenth 

century  for  a charlatan  or  medical 
quack.  From  sixteenth  century 
Dutch  quacksalver  perhaps  from 
quack,  stem  of  quacken  to  quack 
plus  zalf  salve,  ointment.  At  fairs, 


one  who  “quacked”  forth  the  praises 
of  his  wares:  “Saltimbancoes, 

quacksalvers,  and  charlatans  deceive 
them  in  lower  degrees.”  (Sir  Thom- 
as Browne,  Pseudodoxia  Epidemica, 
I,  iii) 


pomster  One  who  plays  the  quack  with  salves 

and  slops. 

water-caster  A person  who  judged  diseases  by  in- 
specting urine.  A uromantes;  in  the 
sevententh  century,  a quack. 

Anatomy,  quaint  and  earthy 


ducky 


dentize 


keckcorn 


kerl 

lag-teeth 


lights 


lolliker 


noble 


pudding 


A woman’s  breast.  In  1819,  a term  o 
endearment  but  probably  an  unattri 
butable  word  of  folk  etymology. 

To  change  the  teeth.  “They  tell  o 
the  old  Countess  of  Desmond,  wh< 
lived  until  she  was  seven  score  yeare 
old;  that  she  did  dentize  twice  o 
thrice,  casting  her  old  teeth,  and  oth 
ers  coming  in  their  place.”  (Bacon 
Natural  History ) 

The  windpipe,  gullet,  uvula;  ii 
Gloucestershire,  the  tonsils.  In  1601 
to  keck  meant  to  make  a sound  as  i 
to  vomit  and  in  1820,  to  keckle  sign: 
fied  spasmodic  laughing. 

The  loin;  also,  the  kidney. 

The  grinders,  so  called  because  they 
are  the  last  in  growth.  A lag- tooth  i 
the  wisdom  tooth. 

The  lungs  from  Old  High  Germa 
lungar  related  to  Sanskrit  lagh 
from  Greek  light,  small.  Since  th 
lungs  are  distinguished  from  oth( 
internal  parts,  they  were  called  light 
A 1578  usage  indicates  the  equivaler 
use  of  the  two  words:  “Bitter  a 

monds  doo  open  the  stopping  of  tl 
lunges  or  lights.” 

Used  in  Cumberland  and  Lanacasti 
to  designate  the  tongue.  Cumbe 
land  variant:  “Open  thy  gob  an’  pi 
out  thy  lolika,  hinny.”  In  1611  or 
would  loll  (thrust  out)  the  tongu 
Also,  the  colloquial  lollipop  has  son 
kinship  to  lolliker. 

The  navel,  but  Samuel  Johnson  r< 
fers  to  the  noble  parts  of  the  body  ; 
the  essential  organs.  In  Middle  Ei 
glish  the  word  referred  to  those  par 
of  the  body  without  which  life  cann> 
be  sustained.  The  obvious  signii 
cance  of  the  navel  in  gestation  mak 
it  indeed  a noble  part. 

The  intestines,  later  referring  to  ar 
mals  only.  Possibly  from  the  Wei: 
poten.  An  interesting  metaphor 
pudding-house  or  belly: 

The  cough  that  nightly  breakes  n 
sleepe, 


I 
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riff 

shirt 

snulles 

spaut-bone 

weasand 

whirl  pan 


The  crampe  that  makes  me  tum- 
ble: 

The  winde  within  my  pudding- 
house. 

That  makes  my  guts  to  rumble. 
(Rowlands,  The  Knave  of  Hearts, 
1613) 

Anglo-Saxon,  hrif,  the  belly  or  bow- 
els. Still  used  today  as  the  midriff  in 
fashions,  although  the  original  mean- 
ing was  the  diaphragm. 

Inmost  of  the  three  membranes  that 
enwrap  a womb,  lodges  child. 

The  nostrils. 

Shoulder  bond,  Scottish  and  Middle 
English  from  Old  French  espolde. 
Middle  French  epaude,  shoulder 
bone,  Latin  spatula,  shoulder  blade. 

In  1450,  the  trachea,  throat,  esopha- 
gus from  Old  High  German  weisant. 
“Or  cut  his  wezand  with  thy  knife.” 
(Shakespeare) 

The  knee-pan;  the  thigh  bone  which 
fastens  into  the  socket  of  the  hip. 


Matters  alimentary  and  excretory 

abraid  To  rise  on  the  stomach  with  a degree 

of  nausea.  From  Latin  abrado,  to 
scrape.  Webster,  in  his  1856  edition, 
does  not  include  this  definition  but 
offers  another:  Abraid  is  used  espe- 
cially to  express  the  action  of  sharp, 
corrosive  medicines,  in  wearing  away 
or  removing  the  mucus  of  the  mem- 
branes. 

'brook  To  digest.  From  Old  Teutonic  bruk 

to  enjoy,  make  use  of.  Paston  Letter 
III,  1473:  “Water  of  mynte  . . . were 
good  for  my  cosyn  to  drynke  for  to 
make  hym  to  browke.”  Later,  from 
the  literal  to  chew  or  digest,  the  word 
acquired  a figurative  meaning,  to  en- 
dure or  to  support. 

crott  From  French  crote,  crotte  excrement: 

“An  touching  streets,  the  dirt  and 
crott  of  Paris  may  be  smelt  ten  miles 
off,  and  leaves  such  a tenacious  oily 
stain,  that  it  is  indelible.”  (Howel’s 
Londinopolis,  1657) 

fumous  Middle  English  from  Latin  fumosos, 

fumes,  vapors,  flatulence  “He  must 
abstaine  from  Garlick,  onions,  mus- 
tard, and  such  like  fumous  things.” 
(Burroughs  Method  of  Physick, 
1624) 

jakes  A privy;  used  by  John  Dryden,  Jona- 

than Swift,  and  Benjamin  Franklin. 
The  origin  of  the  word  has  a dubious 
history.  Sir  John  Harrington  in- 
curred the  displeasure  of  Queen  Eliz- 
abeth by  writing  “The  Metamorpho- 
sis of  Ajax — Improvement  of  a Jakes 


by  Forming  it  into  a Water  Closet.” 
Harrington’s  etymology  is  uncertain 
but  his  had  pun  was  derived  (proba- 
bly apocryphally)  from  an  old  man 
who  sat  in  a privy  calling  “age  akes, 
age  akes.”  Franklin’s  scatalogical 
letter  to  the  Royal  Academy  of  Brus- 
sels on  how  to  convert  offensive  flatu- 
lence into  sweet  smelling  aroma  was 
not  published  until  one  hundred  fifty 
years  later.  Franklin’s  wit  takes 
many  turns,  but  pharmaceutical 
houses  might  well  ponder  this  hy- 
pothesis for  fun  and  profit:  “As  a lit- 
tle quicklime  thrown  into  a jakes  will 
correct  the  amazing  quantity  of  fetid 
air  ...  who  knows  but  that  a little 
powder  of  lime  . . . taken  in  our  food, 
perhaps  may  have  the  same  effect  on 
the  air  produced  and  issuing  from  our 
bowels?”15  * 

lask  Old  Norman  French  lasque  adapted 

from  Old  French  lasche,  loosening, 
relaxation,  from  Middle  French 
lascher,  to  loosen.  Hence,  looseness 
of  bowels  but  used  now  only  in  veteri- 
nary medicine:  “Meate  excessively 

ingurgitate  and  eaten  . . . engendreth 
. . . laskes  and  vomit.”  ( Newton’s 
Health  Magazine,  1574).  Laskwort 
is  a herb  supposed  to  be  a remedy  for 
diarrhea. 

moot-end  The  backsides;  originally,  the  roots 

of  a tree.  Figuratively,  then,  the  bak- 
sides. 

pissing  post  Public  urinal.  Piss  was  a socially  ac- 

ceptable word  in  Middle  English.  It 
occurs  seven  times  in  the  King  James 
Bible.  Dr.  Andrews  notes  that  Cle- 
menceau  at  the  Versailles  Peace  Con- 
ference said  of  Lloyd  George,  “Ah  si 
je  pouvais  pisser  comme  il  parle!”16 
(Ah  if  I could  piss  as  he  speaks!). 
The  pissing  post  was  a favorite  haunt 
of  quacks:  “Now  the  spring  is  come- 
ing  on,  when  each  pissing  post  will  be 
almost  pasted  over  with  quack  bills, 
who  for  your  money  will  cure  you  of 
all  diseases,  especially  of  the  pox.” 
( Poor  Robin,  1694).  Shakespeare, 
too,  had  his  fun  with  the  public  uri- 
nal. Jack  Cade,  the  revolutionist  in 
Henry  VI,  part  2,  demands  that  the 
city  see  to  it  “that  the  pissing  conduit 
run  nothing  but  claret  wine  the  first 
year  of  our  reign.” 

prat  The  buttock.  Of  uncertain  origin, 

probably  rogue’s  cant.  Prat  is  still 

* Mark  Twain  wrote  a little  scatalogical  book,  1601,  which 
purports  to  describe  the  reactions  of  Queen  Elizabeth’s  court- 
iers to  her  unfortunate  “passing  of  the  wind”  at  the  dinner 
table.  Another  American,  Chic  Sales,  made  a sizable  fortune 
from  the  royalties  of  his  little  book.  The  Specialist,  a delightful 
fictionalization  of  the  art  of  outhcuse  craftsmanship.  Millions 
of  Americans  have  read  this  minor  classic  without  sensing  any 
offensive  implications  in  the  book. 
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unacceptable  in  polite  language,  but 
pratfall  appears  in  the  most  solemn 
theatrical  journals. 

ventosity  Flatulence  from  Old  French  ventos- 

ite  from  Latin  ventositas,  even,  con- 
cert, from  ventosus,  windy,  flatul- 
ence. 

water-brash  Water  on  the  stomach. 

Compendium  of  dermatologic  woes 

amper  In  Somersetshire,  a person  covered 

with  pimples  is  said  to  be  ampery. 
The  word  was  first  used  in  700  to  in- 
dicate tumors  or  blemishes,  but  it  was 
used  also  as  a term  for  scabs,  varicose 
veins,  and  inflamed  swellings.  In 
Sussex,  an  ampre-ang  was  a decayed 
tooth. 

ancome  A small  ulcerous  swelling  formed 

unexpectedly.  The  word  has  many 
variant  forms — uncome,  ancombe, 
and  andicomb.  It  is  probably  a vari- 
ant of  the  northern  English  on-com, 
visitation,  access  of  disease,  perhaps 
a partially  adapted  translation  of  the 
Icelandic  akoma,  eruption  of  the 
skin,  visitation.  “I  have  seen  a little 
prick,  no  bigger  than  a pin’s  head, 
swell  bigger  and  bigger  till  it  has 
come  to  an  ancome.”  (Marston, 
Eastward  Hoe  III,  iii) 

A kind  of  erysipelas — “A  swelling  full 
of  heats  and  redness,  with  paine 
rounde  about  a sore  or  wound  . . 
From  the  tradition  that  those  who 
sought  the  intercession  of  St.  Antho- 
ny recovered  from  the  pestilential  er- 
ysipelas, called  the  sacred  fire,  which 
proved  usually  fatal  in  1089. 

A scab.  From  eschar,  Latin  eschara, 
hearth;  hence,  mark  of  a burn.  In 
pathology  “A  ...  dry  slough,  result- 
ing from  the  destruction  of  a living 
part,  either  by  gangrene,  by  burn,  or 
by  caustics.”  (Sydenham) 

“Rub  till  it  bleede;  then  take  and 
bind  it  thereto  for  three  daies,  in 
which  space  you  shall  see  a white 
asker  on  the  sore;  then  take  that  off 
and  annoint  it  with  oyle  of  roses  or 
fresh  butter  until  it  be  thoroughly 
cured.”  (Topsell’s  Four-Footed 
Beasts ) 

Everything  that  grows  or  vegetates 
on  the  body — hair,  beard,  nails. 
“Dally  with  my  excrement,  my  mus- 
tache.” (Love’s  Labor  Lost  V,  i) 

Also  impingall  in  Somerset  and  Dev- 
onshire. 

An  ulcer,  cancer,  amper,  or  abscess. 

A face  pimple.  The  origin  of  the 
word  is  unknown.  Popular  belief 
was  that  overdrinking  brought  on  the 


Anthony’s  fire 


asker 


excrement 

impingang 

(nippigang) 

pimgenet 


pock-freden 


poud 

quitter 


radegunde 


sauseflemed 

scald 


blemishes:  “Nine  pimgenets  make  a 
pock  royal.”  (old  saying) 

“Is  it  not  a manly  exercise  to  stand 
licking  his  lips  into  rubies,  painting 
his  cheeks  into  cherries,  parching  his 
pimginits,  carbuncles,  and  buboes?” 
(Dunton’s  Ladies  Dictionary,  1694) 

Marked  with  smallpox.  The  word 
pock  has  an  interesting  etymology: 
Saxon  poc,  pocc;  Dutch  pok;  German 
pocke;  Danish  pukkel;  Welsh  pwg, 
that  which  swells  out;  Irish  bocam,  to 
swell,  coinciding  with  German  bouch, 
Dutch  buikj  Danish  bug,  the  belly, 
English  big  (probably  all  of  one  fami- 
ly). Freitten  is  Scottish  for  pitted, 
seamed,  as  with  smallpox. 

Boil  or  ulcer. 

The  nasty  matter  running  from  a 
wound.  Possibly  from  the  Old 
French  quiture,  cuiture  meaning 
cooking.  Later,  decoction,  pus,  pu- 
rulent discharge  from  a wound  or 
sore.  Thus,  Job  “with  a sherd  scra- 
pide  awei  the  quyture.”  (Wycliff 
Job  ii,  8).  The  word  now  is  limited 
to  veterinary  use. 

A sort  of  boil.  In  1597,  the  disease 
redgum  altered  from  the  earlier  rade- 
gounde.  Old  English  gund  pus.  Tht 
disease  is  marked  by  a papular  erup 
tion  of  rash  (Strophulus  intertinctus , 
incident  to  young  children,  especiall} 
during  dentition,  consisting  of  rec 
pimples  and  patches  irregularly  dis 
posed  on  the  skin.  Interestingly,  Ra 
degunde  was  the  name  of  the  wife  o 
Clothaire,  King  of  the  Franks  (558- 
561). 

Having  red  spots  or  scabs  on  face. 

Scurf  or  scabbiness,  possibly  fron 
the  Saxon  scyll,  a shell.  Thoma 
Wright  ( Dictionary  of  Obsolete  am 
Provincial  English,  1857)  notes  tha 
to  scald  meant  to  infect  with  lue 
venerea,  a reasonable  usage  if  on' 
follows  this  etymology:  scald,  Mid 

die  English  from  Old  North  Frenc) 
escalder,  escauder  from  late  Lath 
excaldere  to  wash  in  hot  water  fror 
ex  plus  cal  (i)  dus,  hot,  warm.  As 
verb  scald  is  to  produce  an  injuriou 
effect  on  something,  similar  to  the  el 
feet  produced  by  boiling  watei 
Hence,  inflammation,  scabbiness 
and  so  on.  By  1675,  a popular  terr 
for  scald-headed  was  tinia.  Bu 
Nares  states  that  scald  is  derive' 
from  Icelandic  skalladur,  bald. 

’’Her  crafty  head  was  altogethe 
bald, 

And,  as  in  hate  of  honourable  eld, 
Was  over  growne  with  scurfe  an 
filthy  scald.” 
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(Spenser,  Faerie  Queene,  I,  viii, 
47) 


skorphvllys 

Scrofula.  Skorphyllis  is  a variant  of 
scroffles  from  Old  French  scrophules 
from  Latin  scrofulae,  swelling  of  the 
glands,  a diminutive  of  scrofa,  a 
breeding  sow  supposed  to  be  subject 
to  the  disease. 

double-ribbed 

glib 

grincomes 

smittle 

Infection.  Old  English  smittian 
from  smittan,  smite  plus  le;  to  smit- 
tle, then,  meant  to  infect. 

sordius 

Filthy  from  French  sordide  from 
Latin  sordidus,  dirty.  In  1670,  the 
word  referred  to  filthy  or  fecculent 
matter  collecting  on  or  in  the  bodies 
of  people  or  animals.  In  1746  it  al- 
luded to  foul  crusts  formed  between 
the  teeth  and  lips  in  typhous  and 
other  fevers. 

goujere 

token 

Plague  spot  on  the  cheek.  From 
Saxon  tacn,  Goth  taikens,  Dutch 
tecken,  Danish  tegn,  Swedish  tcckn, 
German  zeichen.  Also,  may  be  relat- 
ed to  Latin  signum  a mark.  In  pes- 
tilential diseases,  tokens  are  livid 
spots  on  the  body  which  indicate  the 
approach  of  death. 

hummums 

wirsom 

Foul  pus,  in  the  Yorkshire  dialect. 
Variant  form,  worsum,  from  Old  En- 
glish worsm,  wursm,  metathetic  form 
of  the  more  usual  worms,  wurmes. 
Apparently  related  to  worms — puru- 
lent matter,  pus.  Also  related  to 
Latin  vermis,  worm;  Old  English 

wyrm. 

On  the  generative  functions  and  disorders 

moon-calf 

“Of  all  the  hundreds  of  familiar  terms  for  it  (the  vagi- 
na) or  the  penis,  not  a single  one  is  printable.”17 

Abraham’s  balm 

A kind  of  willow  used  as  a chain  to 
preserve  chastity.  The  term  is  used 
in  punning  sense  as  well — death  by 
hanging  since  the  tree  might  have 
been  used  to  execute  criminals. 
Originally,  Abraham’s  balsam. 

bone-ache 

Lues  venerea,  commonly  termed 
“peppered.”  Also  called  the  Neapol- 
itan bone-ache.  Used  colloquially  by 
Shakespeare  in  Troilus  and  Cressida: 
’’After  this  the  vengeance  on  the 
whole  camp!  or  rather  the  Bone- 
Ache!  for  that,  methinks,  is  the  curse 
dependent  on  those  that  war  for  a 
placket.” 

nonny 

bel-chose 

Pudendum  milliebre,  also  cited  as  la- 
pard,  mountfalcon,  naf,  nonny,  plum 
tree,  queint,  slit,  twackylle,  and  wick- 
ett.  Chaucer  did  not  hesitate  to 
print  familiar  names  for  the  vagina.17 
The  Wife  of  Bath  speaks  freely  of  her 
“private  parts”: 

”He  that  wolde  han  my  bel  chose 

(my  pretty  thing) 

Ye  shal  han  queinte  right  ynough 
at  eve.” 

In  Yorkshire  dialect,  pregnant: 
“That  lass  is  double-ribbed.” 

To  castrate,  that  is,  to  make  smooth. 
Still  in  use  in  1829. 

Cant  for  venereal  disease.  In  Jones’s 
Adrasta,  1635:  “You  must  know,  sir, 
in  a nobleman  ‘tis  abusive;  no,  in  him 
the  serpigo,  in  a knight  the  grin- 
comes,  in  a gentleman  the  Neapolitan 
scab,  and  in  a serving  man  or  artificer 
the  plainne  pox.” 

French  disease  from  gouge,  French 
for  a soldier’s  trull.  Used  as  an  ex- 
clamation: What  the  gouyere! 

Later  corrupted  to  mean  good-year. 
In  the  original  King  Lear,  the  word 
has  the  original  meaning:  “The  gou- 
jeres  shall  devour  them  . . . ere  they 
make  us  weep,”  but  the  folio  edition 
has  “the  good  yeeres  shall  devoure 

An  eastern  name  for  the  sweating 
baths.  The  following  dialogue  takes 
place  in  The  Beaux’  Stratagem  (Far- 
quhar): 

Q.  What’s  your  place  of  worship? 
A.  The  hummums. 

Q.  And  what’s  your  devotion 
there? 

A.  To  sweat  for  the  relicts  of  an 
old  clap,  and  cup  for  the  sake 
of  complexion. 

An  inanimate  shapeless  abortion  sup- 
posedly produced  by  the  moon’s  in- 
fluence. The  mola  carnea  or  imper- 
fectly formed  fetus.  Partix  lunaris, 
birth  occasioned  by  the  moon’s  influ- 
ence. Also,  a false  conception,  “a 
hard  swelling  or  shapeless  peece  of 
fiesche  in  the  wombe,  which  makes 
women  believe  they  are  with  child 
when  they  are  not.”  In  The  Tem- 
pest Trinculo  believes  Caliban  to  be 
a moon-calf:  “I  hid  me  under  the 

dead  moon-calFs  gaberdine.”  Luth- 
er used  the  term  mondkalb,  literally, 
a moon-calf. 

This  term  was  part  of  a refrain  of  a 
popular  song  in  the  nineteen  thirties: 
“Hey  nonny,  nonny,  and  a hotch-cha- 
cha.”  In  Florio’s  dictionary  the  word 
suggests  indecorous  meanings  that 
were  apparent  to  the  Elizabethans. 
Ophelia  sings  “nonny,  nonny”  in  her 
distraught  state,  and  Bishop  Percy 
records  the  suggestive  couplet  below 
in  his  collection  of  humorous  songs, 
1867: 

Cupid  bidds  itt  shold  be  soe, 
Because  all  men  were  made  for  her 
hynonino. 
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nutmegs 


pannier 


penule 

pillicock 


potato 


run-to-seed 

steg-month 


timothy 


tub 


wigil 


Used  as  low  colloquial  substitute  for 
the  testicles.  In  the  History  of  Jack 
Horner  (1697)  these  lines  illustrate 
the  popular  use  of  the  term: 

My  precious  nutmegs  doe  not 
wound, 

For  fear  I should  not  live. 

The  female  pudendum  from  Middle 
English  panier  Latin  panarium, 
breadbasket  from  panes , bread. 
Jestingly  called  “the  confessional.” 
“To  fill  a woman’s  panniers”  is  to  get 
her  with  child. 

Scrotum,  possibly  from  pendule. 

The  penis.  Also,  a term  of  endear- 
ment addressed  to  a boy.  But  an  old 
man  complaining  of  his  age,  ad- 
dresses his  “pillicock” 

Y ne  mal  no  more  of  love  done, 

Me  pilkoc  pisseth  on  mi  schone. 

Solanum  tuberosum,  introduced  to 
Ireland  and  England  by  Raleigh 
about  1584.  The  name,  though,  is 
derived  from  the  Haitian  batata  (Ba- 
tata edulis)  now  known  as  the  sweet 
potato.  The  potato  was  supposed  to 
have  aphrodisiacal  powers.  Falstaff 
appeals  to  the  elements  for  deluges  of 
passionate  provocations: 

Let  the  sky  rain  potatoes;  let  it 
thunder  to  the  tune  of  Green- 
sleaves;  hail  kissing  comfits,  and 
snow  eringoes;  let  there  come  a 
tempest  of  provocations.  ( Merry 
Wives  of  Windsor,  V,  5) 

Impregnate. 

The  month  of  a woman’s  confine- 
ment. From  steg,  a gander.  The 
month  in  which  a goose  sits  on  her 
eggs  is  called  a steg-month;  hence, 
the  month  of  confinement.  “To  be 
on  the  gander-hill”  is  a term  used  of  a 
husband  when  his  wife  is  confined: 
“0,  it’s  gander  moon  wi’  ’im;  he’s  lost 
and  disna  know  what  he’s  doin.” 

A child’s  penis.  Partridge18  writes 
that  “the  personification  of  penis 
(Dick,  man,  or  John  Thomas)  and  of 
pudend  (Fanny)  would  make  an  in- 
teresting but  unpublishable  essay.” 

From  Dutch  tobbe,  German  zuber, 
Gaelic  tubag;  a sweating  tub  for 
treatment  of  venereal  disease.  Also, 
a state  of  salivation,  so  called  because 
the  patient  was  formerly  sweated  in  a 
tub  (as  with  hummums). 

A hermaphrodite. 


Troubled  bones  and  joints 

artetkes  A kind  of  gout . . . affecting  the  joints; 

from  Old  French  artetique  from  me- 
dieval Latin  arteticus,  an  alteration 


of  arthriticus  to  its  present  form,  ar- 
thritis. 

boneshave  Exmoor  dialect  shave;  variant,  Dev- 

onshire shaw.  Sciatica  or  hip  gout. 
The  passage  below  is  quaintly  ren- 
dered: 

I be  main  sartin  I got  the  bone- 
shave  in  my  hip,  vur  I can’t  get  up 
nur  zit  down.  On  the  bank  of  a 
stream,  on  a bitterly  cold  night,  old 
John  Roden,  a martyr  to  sciatica, 
stretched  himself  out,  head  against 
stream,  in  the  hope  that  “the  wat- 
ter  wid  car  the  boneshave  down 
tuu  the  zai.”  At  his  side  was  laid 
an  ashen  staff.  Two  women  on  op- 
posite bands,  with  joined  hands 
stretched  over  Jack  and  the 
stream,  chanted, 

Bone-shave  right; 

Bone-shave  straight; 

As  the  water  runs  by  the  stave, 
Good  for  bone-shave. 

Alas,  for  Poor  Jack.  The  charm 
failed  and  the  stream  carried  him 
away  to  a painless  death.  (Hewett, 
Peas.  Sp.,  1892) 

lameter  A cripple  or  a deformed  person.  For- 

mation unknown,  but  the  word  exist- 
ed in  these  forms — lamiter,  lamiger, 
and  lameter.  In  Charlotte  Bronte’s 
Jane  Eyre  Rochester  advises  Jane: 
“You  have  friends  . . . who  . . . will 
not  suffer  you  to  devote  yourself  to  a 
blind  lameter  like  me.” 

Colds  and  rheums 

pose  ”A  rheume  or  humor  falling  dowm 

into  the  nose  stopping  the  nostrills 
hurting  the  voice,  and  causing  a 
cough  with  a singing  in  the  eares.’ 
(Wright,  Dictionary  of  Obsolete  En 
glish ).  Chaucer  uses  the  word  t( 
mean  a stuffing  of  the  head,  from  th< 
Saxon  gepose.  The  medical  name  o 
pose  is  coryza,  an  example  of  which  i: 
humorously  versified  by  the  poe 
Herrick: 

Megg  yesterday  was  troubled  witl 
a pose, 

Which  this  night  hardened,  sod 
ders  up  her  nose. 

rheum  A cold  in  the  head  or  lungs.  A thii 

serous  fluid  secreted  by  the  mucou 
glands,  as  a catarrh.  From  the  01< 
French  reume,  medieval  Frencl 
rhume,  Latin  rheume,  ultimatel; 
from  the  Greek  root  to  flow. 

sneke  Cold  in  the  head. 

swensil  A quinsey  in  the  throat. 

Headaches  and  vertigo 

head-wark  Headache.  Possibly  derived  fron 

head-work,  mental  or  intellectua 
labor. 
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megrims  Bad  spirits.  Corruption  of  Greek 

hemi-crania,  half  of  the  skull 
through  the  French  migraine.  A 
neuralgic  pain  in  the  side  of  the  head; 
dialectal  meanings,  whim,  fancy,  ca- 
price, absurd  notions.  “He  is  trou- 
bled by  a perpetuall  migrim;  at  sea  he 
would  be  on  land  and  on  land  at  sea.” 
(1631)  The  word  has  appeared  as 
magram,  mawgram,  maygrim,  mo- 
grim,  and  megrim.  A fourteenth 
century  manuscript  includes  this  rec- 
ipe for  relief  of  megrim  pains: 

For  the  mygreyene  in  the  head 
take  ovle  off  rose,  and  vinegre  aua  j 
quarter,  powder  of  hertishorne 
small  fyllid.  1.  j.,  and  menge  hem 
well  togeder,  1 and  make  theroff  an 
oyntement,  and  ther  with  anoynt 
the  hede  even  and  morne  after  the 
anoyntynge. 

scotomy  Anglicized  form  of  Latin  scotoma, 

from  the  Greek  for  dizziness.  As 
early  as  1543,  scotome  or  vertigo  was 
described  as  a “darkening  of  the 
syght,  and  a swymming  in  the  head  as 
though  all  thynges  turned  about” 
(Traheron,  translation  Vigo's  Chir.) 
In  Ben  Jonson’s  Volpone,  Corbaccio, 
a deaf  miser  wishes  to  administer  a 
self-prepared  narcotic  to  Volpone. 
This  dialogue  between  Mosca,  Vol- 
pone’s  parasite,  and  the  greedy  Cor- 
baccio is  medically  amusing: 

C.  How  does  your  patron? 

M.  His  mouth  is  ever  gaping  and 
his  eyelids  hang. 

C.  Good. 

M.  A freezing  numbness  stiffens 
all  his  joints. 

C.  ’Tis  good. 

M.  His  pulse  beats  slow  and  dull. 
C.  Good  symptoms  still. 

M.  And  from  his  brain. 

C.  I conceive  you  good. 

M.  Flows  a cold  sweat  with  a con- 
tinual rheum. 

Forth  the  resolved  corner  of 
his  eyes. 

C.  Is’t  possible?  Yet  I am  bet- 
ter, ha! 

How  does  he  with  the  swim- 
ming of  his  head? 

M.  O,  sir,  ’tis  past  the  scotomy; 
he  now  hath  lost  his  feeling, 
and  hath  left  to  snort; 

You  hardly  can  perceive  him, 
that  he  breathes. 

C.  Excellent,  excellent,  sure  I 
shall  outlast  him:  This 

makes  me  young  again,  a 
score  of  years.19 

Remedies  magical,  fanciful,  and  practical 
amergrease  An  aphrodisiac. 


anadesm 


anamzaptus 


angelica 


aurum-potible 


boosening 


colorye 


dragon-water 
forehead  cloth 


And  to  maintain  his  goatish  lux- 
ury, 

Eats  capons  cook’t  at  fifteen 

crowns  apiece, 

With  their  fat  bellies  stuff’d  with 

ambergrise.  (Drayton,  Mooncalf ) 

From  Latin  anadem  from  Greek  di- 
adem, a wreath  or  garland.  In  the 
seventeenth  century  it  was  first  used 
medically  as  a surgeon’s  bandage. 

The  word  repreated  in  the  ear  of  a 
man,  and  anamzapta  in  that  of  a 
woman,  is  a guard  against  the  plague. 
From  the  Hebrew  anani,  a name  for 
the  Messiah  and  the  Hebrew  shaph- 
ta,  to  judge,  vindicate.  Another  view 
is  that  the  word  stems  from  the  Arab 
h'nan,  a charm,  or  dust  from  a mar- 
tyr’s tomb.  This  word  had  been  in- 
scribed on  gems,  amulets,  and  pro- 
phylactics as  charms  against  the 
plague  and  epilepsy. 

In  1594  a book,  Present  Remedies 
Against  the  Plage,  included  the  root 
of  angelica  or  “water  of  cardius  ben- 
edictus,  or  angelica  mixed  with  mith- 
ridatum."  Elizabethan  writers 
constantly  refer  to  the  plant  as  a spe- 
cific against  the  plague. 

“And  then  the  golden  oyle  called 
aurum  potible,  a medicine  most  mer- 
velous  to  preserve  man’s  health.” 
George  Ripley,  Canon  of  Bridlington 
in  Yorkshire,  authored  The  Com- 
pound of  Alchemy  in  1591.  The 
book  consisted  of  twelve  sections  in 
verse,  designed  to  prepare  the  philo- 
sopher’s stone,  aurum-potible,  and 
other  “excellent  preparations.”20 

From  Welsh  bozi,  to  immerse.  A 
method  of  curing  mad  people  by  im- 
mersion. 

An  ointment  for  the  eye.  French  co/- 
lyrie  from  Latin  collyrium,  an  eye 
salve.  Emerson  uses  the  word  figu- 
ratively: “Great  men  are  thus  a col- 
lyrium to  clear  our  eyes  from  ego- 
tism.” Interestingly,  Andrews21  trac- 
es the  word  to  the  Greek  kolla,  a loaf 
of  bread.  (The  Hebrew  word  challah, 
ceremonial  bread  for  the  Sabbath, 
may  be  related.)  Dr.  Andrews  con- 
jectures that  “Greek  physicians  actu- 
ally placed  small  masses  of  unguent 
within  the  conjunctival  sac.  This 
implies  a care  in  their  preparation 
that  is  really  striking,  but  it  is  hard  to 
interpret  the  word  in  any  other  way.” 

A preparation  in  high  esteem  in  the 
seventeenth  century. 

A bandage  used  by  ladies  to  prevent 
wrinkles. 
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lop-loach 

mithridatum 


mummy 

parrot’s  bill 
philospher’s  egg 


pilgrim  salve 
plantain 

pomander 

popilion 

potato 


smeth 

sucking  bottle 


In  Northumberland  dialect,  the  leech 
used  by  surgeons  to  draw  blood. 

An  antidote  against  infection,  so 
called  from  Mithridates,  King  of 
Pontus  (died  63  B.C.)  who  supposed- 
ly rendered  himself  proof  against  poi- 
son by  the  constant  use  of  antidotes. 
Medieval  Latin  mithridatum  from 
Mithridatus  pertaining  to  Mith- 
ridates VI.  In  old  pharmacy,  an 
electuary  regarded  as  a universal 
antidote  or  preservative  against 
poison  and  infectious  diseases. 

But  what  brave  spirit  could  be  con- 
tent to  sit  in  his  shop  . . . selling 
Methridatum  and  dragons  water  to 
infected  houses.  (Beaumont  and 
Fletcher,  The  Knight  of  the  Burn- 
ing Pestle ) 

As  remedy  against  the  plague,  bodies 
embalmed  with  pitch,  frankincense, 
myrrh,  or  aloes. 

A surgeon’s  pincers.  Used  in  medi- 
cine in  1597. 

An  approved  medicine  for  the  plague, 
called  the  philospher’s  egg.  “It  is  a 
most  excellent  preservative  against 
all  poysons,  or  dangerous  diseases 
that  draw  towards  the  heart, — Take  a 
new  laid  egg,  and  break  out  the  white 
clean  from  the  yolk,  then  take  1 
ounce  of  saffron,  and  mingle  it  with 
the  yolk  . . . .”  ( The  Countess  of 

Kent’s  Choice  Manual,  1676) 

An  old  ointment  made  of  swine’s 
grease  and  isinglass. 

From  Latin  Plant  ago.  The  leaves  of 
this  plant  were  supposed  to  have 
great  healing  properties. 

These  poor  light  sores 
Need  not  a plantain.  (Beaumont 
and  Fletcher,  Two  Noble  Kins- 
men) 

French  from  pomme  d’ambre,  apple 
of  amber.  A sweet,  perfumed  ball  or 
powder,  sometimes  containing  am- 
bergris, was  carried  in  a case  to  ward 
off  infections  or  bad  smells. 

From  the  French  pompillion,  an 
ointment  made  of  black  polar  buds. 

In  Norfolk  dialect,  a stolen  potato 
was  supposedly  effective  against 
rheumatism  if  kept  in  one’s  pocket. 
But  this  instance  was  a disaster:  “I 
hev  carried  a tater  in  my  pocket  since 
Christmas,  an’  it  fare  ter  me  it  dew 
no  good;  the  tater  waste,  but  the 
rheumatecs  don’t  go.”  (Emerson, 
Wild  Life,  1890) 

An  ointment  for  removing  hair. 

A long,  narrow  hollow  glass,  put  to  a 


sore  nipple  for  a child  to  suck 
through. 

A small  portion  of  moist  sugar  tied 
up  in  a rag  of  linen  of  the  size  and 
shape  of  a woman’s  nipple,  given  to 
quiet  an  infant  when  the  mother  is 
unable  to  attend  (pacifier?). 

To  wash  the  cheeks  with  mercurial  or 
sulfur  water. 

”Of  the  heads  of  mice  being  burned  is 
made  that  excellent  powder,  for  the 
scowring  and  cleansing  of  the  teeth, 
called  tooth-soape;  unto  which  if 
spikenard  be  added  or  mingled,  it 
will  take  away  any  filthy  sent  or 
stronge  savor  in  the  mouth.”  (Top- 
sell’s  Beasts,  1607). 

Addendum  of  miscellania 

access  From  French  acces,  Old  French  aces, 

access  Latin  access-us  a coming  into, 
an  ague,  an  intermittent  fever.  In 
Chamber’s  Cyclopedia  1751):  “The 
cure  of  (ague)  is  usually  begun  with 
an  emetic  of  ipecacuanha  an  hour  be- 
fore the  access.”  Used  by  Chaucer  in 
1316:  “A  charme  . . . the  which  can 
heylen  the  of  theyn  accesse.”  Web- 
ster (1856)22  defines  the  word  as  “the 
return  of  a fit  or  paroxysm  of  a dis- 
ease or  fever;  he  also  defines  it  as  ad- 
mission to  sexual  intercourse:  “Dur- 
ing coverture,  access  of  the  husband 
shall  be  presumed  unless  the  con- 
trary be  shown.” 


sugar-teat 

surfel 

tooth-soap 


apertion 

canacin 

corpresant 

herse 


lattage 

lond-evil 


An  opening  or  incision — an  old  surgi- 
cal term. 

The  plague. 

A mortuary. 

A dead  body  from  French  herse 
Latin  herpicum,  a large  rake  used  as 
a harrow.  Later  used  to  des’gnate 
ornaments,  structures,  frameworks 
related  to  funerals. 

A speech  impediment,  from  lat,  late, 
backward. 

Land  evil,  epilepsy.  Curiously,  in 
Johnson’s  Dictionary  land  is  the  old 
word  for  urine,  and  to  stop  the  com- 
mon passages  and  functions  of  nature 
is  to  kill.  But  there  is  probably  no 
connection  between  the  falling  sick- 
ness and  land  evil  in  Johnson’s  sense. 


menison  From  Old  French  menison,  late  Latin 

manationem,  flowing  from  manare, 
to  flow.  Dysentery.  In  Withal’s 
Dictionary  (1562)  the  disease  is 
called  the  “bloudy  menson,  discen- 
teria.  ” 

nicotian  Tobacco.  “To  these  I may  associat 

and  joyn  our  adulterat  Nicotian  oi 
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planet-struck 


plurisy 


scunning 

searcher 


spagyric 


staking 


sweat 


wounds 


tobaco,  so  called  of  the  kn.  sir  Nicot, 
that  first  brought  it  over,  which  is  the 
spirits  incubus,  and  begets  many  ugly 
and  deformed  phantasies  in  the 
brain.”  (Optick  Glasse  of  Humors, 
1639) 

Affected  by  the  maligant  influence  of 
a planet.  “I  was  born  under  a Three- 
penny Planet,  never  to  worth  a 
Groat.”  (Jonathan  Swift) 

A plethora  or  redundancy  of  blood. 
From  plus,  pluris,  more.  Not  relat- 
ed to  pleurisy.  Used  figuratively  by 
Shakespeare:  “For  goodness,  grow- 

ing to  a plurisy,  Dies  in  his  own  too 
much.” 

A disease  of  the  heart. 

A person  appointed  to  examine 
corpses  and  to  report  on  the  causes  of 
death. 

A chemist;  no  longer  in  use.  “If  you 
will  have  them  spagirically  prepared, 
look  in  Oswaldercrollus.”  (Burton, 
Anatomy  of  Melancholia ) 

The  tightness  of  the  chest,  producing 
difficulty  of  breathing  is  called  stak- 
ing of  the  stomach. 

Violent  sweating  was  long  considered 
as  the  chief  specific  in  the  disease  in- 
cident to  brothels,  and  the  methods 
used  to  produce  it  were  extremely  vi- 
olent; no  wonder  that  death  was  often 
the  consequence.  The  bawd  in  Mea- 
sure for  Measure  denounces  the 
treatment  which  destroys  her  cus- 
tomers: 

’’What  with  the  war,  what  whith 
the  sweat, 

What  with  the  gallows,  and  w'hat 
with  poverty, 

I am  custom  struck.” 

The  wounds  of  a murdered  person 
were  supposed  to  bleed  anew  in  the 
presence  of  the  murderer: 

Oh,  gentlemen,  see,  see  dead  Hen- 
ry’s wounds, 

Open  their  congeal’d  mouths  and 
bleed  afresh! 

Blush,  blush,  thou  lump  of  foul  de- 
formity; 

For  ’tis  thy  presence  that  exhales 
the  blood 

From  cold  and  empty  veins 
Where  no  blood  dwells.  ( Richard 
III,  1,  a.) 

47  Tanager  Lane 
Levittown,  New  York  11756 
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continued  from  page  518 

to  21,  1975.  Scientific  papers  are  invited. 

The  program  includes  invited  speakers,  panels,  work- 
shops, and  visits  to  rehabilitation  facilities.  Registra- 
tion is  limited  to  professional  and  allied  personnel  in 
medicine,  physical  education,  sports,  gerontology,  and 
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TABLE  IV.  V.D.  cases 


Lower  East  Side 

497 

East  Harlem 

425 

Brownsville 

399 

Bedford-Stuyvesant 

619 

Jamaica 

493 

South  Bronx 

1,636 

Total 

4,056 

Citywide 

10,391 

stances  or  materials  are  being  sold  without  the  necessary 
cautionary  displays  or  warnings.  4.  Elderly:  All  Fed- 
eral and  State  feeding  programs,  day  care  centers,  or  do- 
miciliary care  facilities  within  the  six  areas  will  be  in- 
spected. Food  will  be  checked  for  wholesomeness.  5. 
Water:  Pure  water  samples  will  be  tested  for  contami- 
nants and  for  connections  with  waste  water.  6. 
Schools:  Schools  within  the  six  areas  will  be  reinspect- 
ed. 7.  Animals:  All  pet  shops  within  the  areas  will  be 
inspected  and  a special  dog  census  will  be  undertaken  to 
determine  the  extent  and  scope  of  the  stray-dog  and 
dog-pack  problems.  8.  Radiation:  All  medical  offices 
and  group  medical  practices  within  the  area  that  use  x- 
ray  machines  will  be  checked  to  insure  the  minimum  ra- 
diation hazard  for  the  community.  9.  Hotels:  All 

transient  residences  and  single  room  occupancy  dwell- 
ings will  be  inspected.  10.  Pest  control:  Intensive 

pest  control  activities,  currently  underway  in  these 
areas,  will  be  continued  or  intensified  including  the 
Super-Rat  program. 

Deputy  Commissioner  Cropper  said  that  over  the  past 
several  weeks,  meetings  have  been  held  with  numerous 
community  organizations  and  merchants  from  the  six 
areas,  to  explain  the  scope  and  purpose  of  the  program. 
As  a result,  five  field  health  offices  have  been  set  up  in 
each  area  to  coordinate  the  work  of  field  personnel  as 
well  as  to  establish  central  areas  where  merchants  and 
others  who  have  questions  may  seek  assistance. 

For  further  information  contact:  Helen  Stone  at 
(212)566-8040;  Night  & Weekend  340-4494. 

Hospital  management 
hit  for  antiunionism 

The  nation’s  largest  public  employee  union  has  at- 
tacked hospital  management  for  resisting  unionization 
of  their  workers  despite  passage  last  summer  of  amend- 
ments to  the  National  Labor  Relations  Act  extending 
coverage  to  health  institution  employees. 

Representatives  of  the  American  Federation  of  State, 
County,  and  Municipal  Employees — which  has  200,000 
members  in  health  care — told  a hearing  of  the  National 
Labor  Relations  Board,  January  27,  1975,  that  “now  it  is 
the  duty  of  employers,  employee  organizations,  and 
members  of  the  Board  to  contribute  to  making  this  leg- 
islation as  workable  as  possible.” 

But  the  AFSCME  representatives  charged  that  em- 


rehabilitation. 

For  further  information,  submission  of  papers,  and 
registration,  write:  (U.S.  North  and  South  America) 

Raymond  Harris,  M.D.,  President,  Center  for  the  Study 
of  Aging,  Inc.,  706  Madison  Avenue,  Albany,  New  York 
12208,  U.S. A. 


ployer  spokesmen  at  the  NLRB  hearing  had  merely  re- 
peated the  antiunion  arguments  that  had  failed  before 
Congress  in  1974.  AFSCME  representatives  urged  sep- 
arate bargaining  units  for  service  and  maintenance 
workers,  office  and  clerical  workers,  technica 
employees,  and  professionals. 

One-and-a-half  million  workers  are  affected  by  the  in 
elusion  of  health  institution  employees  under  NLRA. 

New  three-in-one  immunization 
against  measles,  mumps,  and  rubella 
offered  to  city  children 

Lowell  E.  Beilin,  M.D.,  New  York  City  Health  Com 
missioner,  announced  on  February  4,  1975,  that  a nev 
three-in-one  vaccine  is  being  used  in  the  city’s  77  chile 
health  stations  and  pediatric  treatment  clinics  to  im 
munize  children  one  year  of  age  against  measles 
mumps,  and  rubella.  The  new  vaccine  which  gives  life 
time  immunity  is  for  children  who  have  not  previous! 
been  vaccinated  against  any  of  these  diseases. 

Dr.  John  Marr,  director  of  the  Health  Department’ 
Bureau  of  Infectious  Disease  Control,  said  that  the  ne\ 
vaccine  may  bring  about  a decrease  in  the  number  c 
adults  who  contract  the  three  diseases  since  these  thre 
diseases  are  generally  contracted  by  adults  from  chil 
dren.  In  1973,  mumps  alone  affected  some  4,700  pei 
sons  in  New  York  City  although  the  incidence  of  the  dis 
ease  decreased  last  year  to  788  cases. 

Dr.  Margaret  T.  Grossi,  Director  of  the  Bureau  ( 
Child  Health,  said  that  20,000  doses  of  the  new  vaccin 
called  M-M-R,  would  be  available  free-of-charge  t 
child  health  stations  throughout  the  City.  In  1973,  t! 
Bureau  of  Child  Health  gave  9,319  doses  of  combine 
measles-rubella  vaccine,  19,784  doses  of  measles  vaccin 
and  10,258  doses  of  rubella  vaccine  to  children. 

For  the  nearest  child  health  station  or  pediatric  trea 
merit  clinic,  call:  212-566-7086. 

For  further  information  contact:  Helen  S.  Stor 

(212)566-8040;  Night  and  Weekend  340-4494. 

AHRC’s  parent  committee 
aids  parents  of  retarded 

In  September  1969,  a volunteer  group  of  parents  of  r 
tarded  children,  all  members  of  the  Association  for  tl 
Help  of  Retarded  Children,  organized  the  Parents  Assi 
tance  Committee.  The  aim  of  this  committee  is  to  g! 
support  to  other  parents  of  retarded  children  who  net 
the  help  of  a person-to-person  approach.  In  order 
reach  these  parents,  the  Parents  Assistance  Commit! 
contacts  professional  people  in  the  community  to  who 
parents  turn  for  advice.  Such  professionals  are  urged  1 
refer  the  parent  who  has  recently  discovered  that  1 
child  is  retarded,  to  a member  of  the  Parents  Assistan  i 
Committee. 

During  the  first  year  of  its  existence,  the  Parents  A 

continued  on  page  6' 
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Must  vasodilators 
and  therapy  for 
ather  diseases 
:ome  into 
conflict? 


lot  if  the  vasodilator  is 

IfASODILAIT 

JSOXSUPRINE  HCI) 

he  compatible  vasodilator... 

10  treatment  conflicts  reported 

,ie  cerebral  or  peripheral  vascular  disease  patient  often  has 
. existing  disease1  which  calls  for  another  drug  along  with  his 
; sodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
•uretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator, 
isodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
nflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
s not  been  reported  to  affect  carbohydrate  metabolism,  liver 
unction,  or  intraocular  pressure— or  to  complicate  treatment  of 
ibetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease, 
fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
recommended  oral  doses,  other  than  that  it  should  not  be  given 
the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

Gertler,  M.  M.,  et  al.:  Geriatrics  Z5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat lonal  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows 
Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-ef fecti ve  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg. -bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  L.S.A.  734017 


Secretary’s  Report  of  Results  of  Referendum  on 
Compulsory  Membership  in  the  American  Medical  Association 

STATE  OF  NEW  YORK) 

BOUNTY  OF  NASSAU)  bS  * S 

CARL  GOLDMARK,  JR.,  being  duly  sworn,  deposes  and  says: 

1.  That  I am  the  duly  elected  Secretary  of  the  Medical  Society  of  the 
State  of  New  York. 

2.  That  pursuant  to  Article  IX,  the  Council  at  its  December  17,  1974 
meeting  ordered  a referendum  as  set  out  below. 

3.  That  if  the  members  voting  comprise  a majority  of  all  the  active  and 
life  members  of  the  society,  a majority  of  such  vote  shall  determine  the  ques- 
tion and  be  binding  on  the  State  Society  and  the  House  of  Delegates. 

4.  That  pursuant  to  Article  V,  Section  2 of  the  Bylaws  of  such  Society  ii 
Is  my  duty  as  Secretary  to  notify  the  membership  of  all  official  decisions  of 
the  Society. 

5.  That  in  furtherance  of  my  responsibilities  on  January  15,  1975  I exam 
Ined  the  official  referendum  tally  of  this  Society  with  respect  to  the  quest lo 
"Should  compulsory  membership  In  the  American  Medical  Association  be  continued 

6.  That  the  ballots  of  this  referendum  were  forwarded  to  a special  post 
office  box  and  were  thereupon  counted  by  the  staff  of  the  Medical  Society  of 
the  State  of  New  York. 
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7.  That  the  official  raaulta  of  tha  aforementioned  referendum  ara  aa 


follows: 


TOTAL  VOTING  MEMBERSHIP  ROSTER 
TOTAL  NUMBER  OP  VOTES  REQUIRED 
TOTAL  NUMBER  OF  VOTES  CAST 
PERCENTAGE  OP  MEMBERSHIP  VOTING 
TOTAL  NUMBER  OP  "YES"  VOTES 
TOTAL  NUMBER  OP  "NO"  VOTES 
NUMBER  OP  VOTES  WITH  NO  INDICATION 
PERCENTAGE  OF  "YES"  VOTES  TO  VOTES  CAST 
PERCENTAGE  OP  "NO"  VOTES  TO  VOTES  CAST 


27,513 
13,758 
18,570 
67. 5* 
5,580 
12,915 
75 
30X 
70Z 


8.  That  as  a result  of  this  referendum  in  which  the  "NO* a"  carried  tha 


question,  compuleory  membership  in  tha  American  Medical  Association  shall  no 
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Drug  Information* 


Questions  and  Answers 

Do  you  have  any  information  concerning  the  use  of 
large  doses  of  vitamins  (“mega-doses”)  in  the  treat- 
ment of  schizophrenia? 

Many  of  the  symptoms  of  pellagra  mimic  those  of 
schizophrenia,  and  because  nicotinic  acid  and  nicotin- 
amide are  effective  in  treating  pellagra,  it  has  been  pos- 
tulated that  they  may  also  be  effective  in  the  treatment 
of  schizophrenia.  More  recently,  it  has  been  postulated 
that  in  schizophrenia  there  are  metabolic  alterations  in 
transmethylation  with  possible  production  of  unusual 
methyl  derivatives  of  the  brain  amines.  As  nicotinic 
acid  participates  in  the  transmethylation  process,  an  ex- 
cess of  nicotinic  acid  may  help  the  schizophrenic  patient 
maintain  normal  transmethylation  pathways.1 

In  1952,  Osmond  reported  that  large  doses  of  nicotinic 
acid  and  ascorbic  acid  in  6 schizophrenic  patients  re- 
sulted in  significant  improvement  or  recovery.2  The 
authors  reached  several  conclusions  concerning  the  use 
of  nicotinic  acid  and  nicotinamine  in  schizophrenia:  (1) 
Early  cases  of  schizophrenia  respond  better  than  chron- 
ic cases;  (2)  longer  treatment  prevents  relapse  more  ef- 
fectively than  short  treatment;  (3)  nicotinic  acid  is  more 
effective  than  nicotinamide  for  the  treatment  of  chronic 
schizophrenia;  (4)  nicotinic  acid  potentiates  the  action 
of  barbiturates,  anticonvulsants,  and  tranquilizers;  and 
(5)  nicotinic  acid  is  remarkably  safe  and  easy  to  admin- 
ister. 

In  an  uncontrolled  study,  Saarma  and  Vasar3  supple- 
mented the  medication  regimen  of  24  chronic  schizo- 
phrenic patients  with  3 Gm.  of  nicotinic  acid  a day. 
Clinical  improvement  (mainly  in  internal  inhibitory  ac- 
tivity) was  seen  in  8 of  the  24  patients. 

Hoffer4  described  a case  of  a young  woman  who  first 
showed  signs  of  schizophrenia  in  childhood.  After  the 
diagnosis  of  a fulminating  neurologic  form  of  schizo- 
phrenia was  made,  a daily  regimen  of  nicotinic  acid  3 
Gm.,  ascorbic  acid  3 Gm.,  riboflavin  100  mg.,  thiamine 
300  mg.,  plus  thioridazine  (Mellaril)  75  mg.  was  begun. 
When  the  thioridazine  was  discontinued,  she  was  stabi- 
lized solely  by  the  larger  doses  of  vitamins.  The  authors 
attributed  the  therapeutic  effect  to  the  nicotinic  acid. 

Smythies5  suggested  that  nicotinic  acid  ma>  be  bene- 
ficial only  in  certain  subtypes  of  schizophrenia,  but 

* The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Model),  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)  622-8989  or  (201)  445-4900, 
extension  131. 


many  other  clinical  studies  have  been  unable  to  sub 
stantiate  any  claims  made  for  the  efficacy  of  nicotinii 
acid.6,7 

Side-effects  observed  with  large  doses  of  nicotinii 
acid  include  chronic,  mild  flushing  or  itching;  gastroin 
testinal  symptoms  such  as  nausea,  vomiting,  heartburn 
or  diarrhea;  duodenal  ulcers;  moderate  to  severe  abnor 
malities  in  hepatic  function;  and  abnormal  glucose  toler 
ance. 

In  conclusion,  there  are  studies  in  the  literature  tha 
point  out  that  the  use  of  large  doses  (“mega-doses”)  o 
nicotinic  acid  in  the  treatment  of  schizophrenia  is  con 
troversial.  At  this  time,  there  is  no  clear-cut  evident 
that  nicotinic  acid  is  of  value  in  the  treatment  of  schizo 
phrenia.  Hopefully  future  large-scale  experiments  wil 
yield  more  definite  results. 

1.  Barboriak,  J.:  The  “mega-dose”  vitamin  controvers> 

Drug  Therapy  4:  115  (May)  1974. 

2.  Hoffer,  A.,  and  Osmond,  H.:  Nicotinamide  adenine  di 
nucleotide  (NAP)  as  a treatment  for  schizophrenia,  J.  Psycho 
pharmacol.  1:  70  (l966). 

3.  Saarma,  J.,  and  Vasar,  H.:  Nicotinic  acid  as  an  adjuvan 
in  the  treatment  of  chronic  schizophrenic  patients  with  specia 
reference  to  changes  in  higher  nervous  activity,  Curr.  Thei 
Res.  12:729  (1970). 

4.  Hoffer,  A.:  A neurological  form  of  schizophrenia,  Canad 
M.A.J.  108:  186  (Jan.  20)  1973. 

5.  Symthies,  J.  R.:  Nicotinamide  treatment  of  schizophre 
nia,  Lancet  2:  1450  (Dec.  22)  1973. 

6.  Nicotinic  acid  in  the  treatment  of  schizophrenia,  M.  Lei 
ter  15:  107  (Dec.  21)  1973. 

7.  Greenbaum,  G.:  An  evaluation  of  niacinamide  in  th 

treatment  of  childhood  schizophrenia,  Am.  J.  Psychiat.  12; 
129  (July)  1974. 

I understand  that  there  is  a progesterone-releasin 
IUD  (intrauterine  device).  Please  supply  information 
concerning  same. 

Several  progesterone-releasing  IUDs  are  under  inves 
tigation.  One  such  device  (Progestasert  65)4  is  undergo 
ing  evaluation.  The  device  is  a T-shaped  IUD  whic 
contains  a progesterone  reservoir  and  has  been  very  el 
fective  in  preventing  pregnancies  in  clinical  trial: 
(During  a one-year  period,  about  one  pregnancy  oc 
curred  per  100  users.)  Once  placed  in  the  uterus,  th 
device  releases  an  average  of  65  micrograms  of  proges 
terone  daily  for  a period  of  four  hundred  days.1  It  is  de 
signed  to  function  for  one  year  and  to  be  replaced  at  th 
time  of  the  patient’s  physical  examination.  Th 
amount  of  progesterone  released  daily  is  a miniscul 
fraction  compared  with  the  amount  secreted  daily  b 
the  ovaries  and  with  the  progesterone  activity  containe> 
in  a one-day  supply  of  oral  contraceptive,  which  wouf 
supply  twenty  to  twenty-five  years  of  fertility  contn 
when  released  by  this  system.2 

The  progesterone  released  locally  in  the  uterine  cavi 
ty,  which  has  a short  half-life,  is  rapidly  metabolized  a 
it  traverses  the  endometrial  layers.  The  deep  layer 

1 By  Alza  Corporation,  Palo  Alto,  California,  the  compan 
which  recently  introduced  a device  for  continuous  control-rat 
delivery  of  pilocarpine  to  the  eye  (Ocusert). 
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would  not  be  affected  by  the  exogenous  progesterone  to 
the  same  extent  as  the  superficial  layers.  Thus  the  sys- 
temic effects  of  oral  contraceptives  are  said  to  be  avoid- 
ed and  there  is  no  effect  on  the  occurrence  or  duration 
of  the  menstrual  cycle  which  is  still  left  under  the  con- 
trol of  endogenous  hormones.1 

To  demonstrate  the  antifertility  effects  of  intrauter- 
ine progesterone,  Scommegna  et  al.a  conducted  a study 
on  249  women  (greater  than  sixteen  hundred  women- 
months’  experience)  utilizing  a T-shaped  silicone  poly- 
mer IUD  that  released  an  average  of  128  micrograms  of 
progesterone  per  day.  Plasma  hormonal  assays  and  cer- 
vical mucus  studies  performed  on  selected  patients  gave 
normal  results,  suggesting  that  the  mechanism  of  activi- 
ty was  not  connected  with  the  inhibition  of  ovulation  or 
with  alteration  in  cervical  mucus.  No  pregnancies  oc- 
curred while  the  device  was  functioning  properly  and 
was  present  in  the  uterine  cavity.  However,  three 
pregnancies  did  occur:  one  due  to  an  expulsion  of  the 
device,  a second  because  of  a displaced  IUD,  and  the 
third  due  to  a faulty  release  system.  This  compares  fa- 
vorably  with  an  accidental  pregnancy  rate  of  18.3  per 
cent  in  women  utilizing  a similar  IUD  without  proges- 
terone. The  continuation  rate  of  the  device  at  the  end 
of  the  first  year  was  72  per  cent.  Among  the  major  rea- 
sons for  discontinuation  was  removal  for  medical  rea- 
sons 6.4  per  cent  and  removal  for  personal  reasons  12.9 
per  cent.  These  figures  are  very  similar  to  the  clinical 
results  obtained  with  the  progesterone  device.1 

In  conclusion,  progesterone-releasing  intrauterine  de- 
1 vices  are  presently  under  investigation  and  possibly  rep- 
resent a superior  technique  of  contraception. 

1.  Place,  V.  A.,  and  Pharriss,  R.  B.:  Progress  in  the  devel- 
opment of  the  Progestasert  65  progesterone  therapeutic  system 

• for  contraception.  -1.  Reprod.  Med.  13:  66  (Aug.)  1974. 

2.  Zaffaroni,  A.:  Special  requirements  for  hormone  releas- 
ing intrauterine  devices,  read  at  meeting  on  Pharmacological 
Models  to  Assess  Toxicity  and  Side  Effects  of  Fertility  Regu- 

' lating  Agents,  September,  1973,  Geneva. 

3.  Scommegna,  A.,  et  al Fertility  control  by  intrauterine 
release  of  progesterone,  Obst.  & Gynec.  43:  769  (May)  1974. 

Is  zoster  immune  globulin  available? 

ZIG  (zoster  immune  globulin)  is  again  available  for 
national  distribution  through  the  Center  for  Disease 
Control  (CDC)  ZIG  program.*  Unlike  previous  years 
when  ZIG  of  a single  titer  was  distributed,  ZIG  will  be 
distributed  from  two  lots  of  differing  titer  according  to  a 
protocol  investigating  dose-efficacy  relationships.  Sus- 
ceptible children  with  high-risk  conditions  (leukemia, 
lymphoma,  immunodeficiency  conditions,  or  treatment 
with  immunosuppressive  medications)  who  have  been 
exposed  to  a confirmed  active  case  of  varicella  (chicken- 
pox)  within  the  previous  seventy-two  hours  are  eligible 
for  ZIG  prophylaxis.  In  addition,  ZIG  will  be  available 
(or  the  first  time  to  neonates  at  high  risk  of  congenital 
Varicella;  that  is,  when  maternal  varicella  first  appears 
.vithin  four  days  before  delivery.  Adults,  children  with 
already  established  varicella-zoster  infection,  and  chil- 
dren with  previous  history  of  varicella  zoster  infection 
ire  not  eligible  for  ZIG  prophylaxis. 

Physicians  caring  for  children  who  have  been  exposed 
o varicella  and  meet  these  criteria  should  contact: 

Anne  A.  Gershon,  M.D.,  or 

Philip  A.  Brunell,  M.D. 

* Current  trends  zoster  immune  globulin  program — United 
tates.  Morbid.  Mortal.  23:  379  (Nov.  2)  1974. 


N.  Y.  Univ.  Med.  Ctr.,  New  York  10016 

Office:  (212)561-5259 

Residence:  (212)  369-5126  (Dr.  Gershon) 

or 

Joel  D.  Meyers,  M.D. 

Hosp.  of  the  Univ.  of  Pa.,  Philadelphia  19104 

Office:  (215)  662-4000  (page) 

Residence:  (215)  848-4729 

What  is  the  status  of  propranolol  hydrochloride  (In- 
deral)  in  the  treatment  of  hypertension? 

Propranolol,  a beta-adrenergic  blocking  agent,  is 
widely  used  in  Europe  and  other  countries  as  an  antihy- 
pertensive agent.  However,  this  drug  is  not  officially 
approved  for  this  purpose  in  the  United  States.  Pro- 
pranolol has  been  shown  to  be  useful  in  the  treatment  of 
essential  hypertension  since  1964. 1 Since  that  time, 
many  clinical  studies  have  appeared  in  the  literature  in- 
dicating the  usefulness  of  propranolol  in  the  treatment 
of  many  forms  of  hypertension.  Those  with  tachycardia 
or  labile  hypertension  may  respond  especially  well  and 
perhaps  also  those  with  high  plasma  renin.2 

Propranolol  hypotensive  effect  has  been  explained  by 
a number  of  different  proposed  mechanisms,  such  as,  a 
decrease  in  cardiac  output,  heart  rate,  renin  secretion,  or 
plasma  volume;  a central  nervous  system  mechanism; 
and  “resetting”  of  the  baroreceptors.-1  It  apparently 
produces  its  hypotensive  effect  without  many  of  the 
side-effects  (that  is,  weakness,  lethargy,  sexual  dysfunc- 
tion, postural  hypotension,  dizziness,  depression,  and 
diarrhea)  commonly  caused  by  other  antihypertensive 
agents. 

Propranolol  can  be  used  alone  to  control  hyperten- 
sion, especially  in  mild  cases,  but  combined  treatment 
with  a diuretic  is  more  effective  and  probably  less  liable 
to  cause  dyspnea.  The  use  of  propranolol  along  with 
adrenergic  neurone-blocking  drugs,  and  usually  with  a 
diuretic  also,  is  often  successful.  Combined  therapy 
with  a diuretic  and  a peripheral  vasodilator  appears  to 
be  promising.  In  general,  blood-pressure  control  in 
many  patients  is  improved  by  the  addition  of  propranol- 
ol to  their  existing  regimen.2 

Shoshkes4  treated  17  ambulatory  hypertensive  pa- 
tients who  had  been  unresponsive  to  standard  antihy- 
pertensive therapeutic  agents,  administered  singly  or  in 
combination.  He  added  propranolol  in  the  dosages  of 
40  to  160  mg.  daily  to  the  previous  drugs,  supplemented 
by  strict  dietary  salt  restriction.  This  combined  drug 
therapy  was  found  to  have  a superior  blood  pressure- 
lowering effect  in  15  out  of  17  patients  and  was  uniquely 
free  from  side-effects.  He  concluded  that  propranolol  is 
a valuable  addition  in  combined  antihypertensive  thera- 
py with  multiple  drugs. 

Wilson  et  al.5  conducted  a trial  in  24  ambulant  hyper- 
tensive patients  selected  on  a random  basis  and  who  fell 
predominantly  into  three  groups:  new  untreated  hyper- 
tensive patients;  well-controlled  hypertensive  patients 
on  conventional  therapy;  and  poorly  controlled  hyper- 
tensive patients  taking  large  doses  of  one  or  more  anti- 
hypertensive  drugs  and  still  having  a diastolic  blood 
pressure  of  120  mm.  of  mercury  or  more  in  the  supine 
position.  The  statistical  resultr  revealed  that  a total  of 
17  patients  out  of  24  had  real  blood-pressure  improve- 
ment with  propranolol,  when  compared  with  a no-thera- 
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py  situation,  or  were  as  well  off  when  compared  to  previ- 
ous treatment.  Six  patients  showed  a deterioration  in 
blood  pressure,  and  3 showed  no  change. 

Lambert6  treated  30  newly  diagnosed  hypertensive 
patients  or  those  with  troublesome  side-effects  on  exist- 
ing treatment.  The  patients  had  no  history  of  asthma 
or  bronchospasm,  or  evidence  of  cardiac  insufficiency, 
and  were  treated  with  propranolol  alone  over  a period 
ranging  from  two  to  eighteen  months.  The  majority  of 
these  patients  (80  per  cent)  showed  a satisfactory  con- 
trol of  blood  pressure  with  no  side-effects.  To  deter- 
mine if  the  reduction  in  blood  pressure  was  due  to  pro- 
pranolol, treatment  was  withdrawn  for  several  months 
in  17  patients.  Blood  pressure  rose  in  this  group  of  pa- 
tients toward  pretreatment  levels.  When  propranolol 
therapy  was  reintroduced,  satisfactory  control  was  again 
achieved.  The  author  concluded  that  propranolol 
would  appear  to  be  a valuable  drug  for  the  treatment  of 
hypertension  in  general  practice. 

Zacest  et  al.1  treated  23  ambulatory  moderate  or  se- 
vere essential  hypertensive  patients  with  a combination 
of  diuretic,  propranolol,  and  hydralazine  (Apresoline). 
In  20  of  these  patients  blood  pressure  had  not  been  sat- 
isfactorily controlled  by  diuretics,  methyldopa  (Aldo- 
met),  and  guanethidine  (Ismelin).  Daily  propranolol 
dosage  was  80  to  160  mg.  (mean,  143)  and  that  of  hy- 
dralazine 40  to  400  mg.  (mean,  225).  The  mean  blood- 
pressure  reduction  achieved  by  combined  propranolol 
and  vasodilation  was  46/30  mm.  of  mercury  in  the  lying 
and  42/32  mm.  in  the  standing  position.  Diastolic  arte- 
rial pressure  was  reduced  below  100  mm.  of  mercury  in 
21  patients  and  to  90  mm.  or  less  in  17  patients.  This 
effective  antihypertensive  action  was  not  associated 
with  the  usual  adverse  effects  of  antihypertensive 
agents.  Because  of  this,  the  authors  concluded  that 
there  was  strong  patient  preference  for  the  use  of  the 
combination  propranolol  and  hydralazine  over  sym- 
pathoplegic  drugs. 

Propranolol  must  never  be  used  without  due  consider- 
ation of  the  patient’s  cardiac  status  or  without  inquiry 
concerning  a history  of  bronchospasm  or  other  chronic 
chest  disease.8  If  these  precautions  are  taken,  and  if  di- 
uretics and  perhaps  digitalis  are  used  in  patients  with 
possible  cardiac  decompensation,  the  incidence  of  two 
serious  side-effects,  cardiac  failure  and  asthma,  is  very 
low.2  The  high  dosage  and  long-continued  administra- 
tion of  propranolol  used  in  the  treatment  of  hyperten- 


sion necessitates  that  a watch  be  kept  for  side-effects. 
Apart  from  cardiac  failure  and  asthma  (the  incidence  of 
which  should  be  very  low),  mental  depression,  vivid 
dreams,  or  nightmares  can  occur,  and  Raynaud’s  phe- 
nomenon can  be  troublesome.  Minor  gastroenterologic 
symptoms  are  not  uncommon.8 

In  conclusion,  propranolol,  an  adrenergic  beta-recep- 
tor blocker,  appears  to  be  an  effective  antihypertensive 
agent  with  relatively  few  side-effects.  It  is  not  ap- 
proved for  this  indication  in  the  United  States. 
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Resolution  approved  at 
January  Council  Meeting 

“It  is  the  recommendation  of  the  Maternal  and  Child 
Welfare  Committee  of  the  MSSNY  and  the  special  Ad 
Hoc  Committee  on  Guidelines  for  Abortion  that  induced 


termination  of  pregnancy  after  the  12th  week  of  prej 
nancy  be  performed  only  in  a hospital  and  only  on  an  ii 
patient  basis.  The  committee  also  recommended  th; 
following  inducement  of  abortion  all  patients  must  n 
main  in  the  hospital  until  the  abortion  process  is  total 
completed.” 
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herever  it  hurts,  Empirin 
ompound  with  Codeine  usually 
ovides  the  symptomatic 
lief  needed. 
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fection,  Empirin  Compound 
' th  Codeine  provides  an 
. titussive  bonus  in  addition  to 
i ief  of  pain  and  bodily 
^comfort. 
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6%. 
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#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
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Obituaries 


Erna  Goettsch  Anderson,  M.D.,  of  Rochester,  died  on 
July  30,  1974.  Dr.  Anderson  graduated  in  1939  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons. She  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  Industrial  Medical  As- 
sociation. 

Louis  Jonah  Baronberg,  M.D.,  of  Brooklyn,  died  on 
December  27,  1974,  at  the  age  of  seventy-one.  Dr. 
Baronberg  graduated  in  1927  from  Yale  University 
School  of  Medicine.  He  was  an  attending  general  prac- 
titioner at  Community  Hospital  of  Brooklyn.  Dr. 
Baronberg  was  a member  of  the  American  Academy  of 
Family  Practice,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Solomon  Berger,  M.D.,  of  Miami  Beach,  Florida,  for- 
merly of  The  Bronx,  died  on  August  5,  1973,  at  the  age 
of  eighty-one.  Dr.  Berger  graduated  in  1917  from  Cor- 
nell University  Medical  College.  Retired,  Dr.  Berger 
was  a member  of  the  American  Academy  of  General 
Practice,  the  Bronx  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hans  Butler,  M.D.,  of  The  Bronx,  died  on  January  1 at 
the  age  of  seventy-one.  Dr.  Butler  received  his  medical 
degree  from  the  University  of  Vienna  in  1931. 

Norman  Corin,  M.D.,  of  Great  Neck,  died  on  Decem- 
ber 21,  1974,  at  the  age  of  sixty-three.  Dr.  Corin  re- 
ceived his  medical  degree  from  the  University  of  Bern  in 
1936.  He  was  a Diplomate  of  the  American  Board  of 
Ophthalmology,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Medical  Soci- 
ety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Nelson  Warren  Cornell,  M.D.,  of  Chemung,  died  on 
December  31,  1974,  at  the  age  of  seventy-seven.  Dr. 
Cornell  graduated  in  1921  from  Cornell  University  Med- 
ical College.  He  was  a consulting  surgeon  at  Mount 
Vernon  Hospital  and  a consulting  general  surgeon  at 
Arnot-Ogden  Memorial  Hospital.  Dr.  Cornell  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  Chemung  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Salvatore  R.  Cutolo,  M.D.,  of  New  York  City,  died  on 
January  4 at  the  age  of  seventy-one.  Dr.  Cutolo  gradu- 
ated in  1928  from  Long  Island  College  Hospital.  He 
was  a member  of  the  New  York  Academy  of  Medicine, 


the  New  York  County  Medical  Society,  the  Medical  So 
ciety  of  the  State  of  New  York,  and  the  American  Medi 
cal  Association. 

William  Thomas  Daily,  M.D.,  of  Brooklyn,  died  oi 
January  30  at  the  age  of  seventy-nine.  Dr.  Daily  gradu 
ated  in  1929  from  Long  Island  College  Hospital.  H 
was  an  attending  obstetrician  and  gynecologist  at  Lon 
Island  College  Hospital.  Dr.  Daily  was  a Diplomate  o 
the  American  Board  of  Obstetrics  and  Gynecology, 
Fellow  of  the  American  College  of  Surgeons,  and  a mem 
ber  of  the  Medical  Society  of  the  County  of  Kings,  th 
Medical  Society  of  the  State  of  New  York,  and  th 
American  Medical  Association. 

Morris  Davidson,  M.D.,  of  San  Diego,  California,  for 
merly  of  New  York  City,  died  on  November  25,  1974,  z 
the  age  of  ninety-two.  Dr.  Davidson  graduated  in  190 
from  Baylor  University  College  of  Medicine.  He  was 
Diplomate  of  the  American  Board  of  Ophthalmolog 
and  a member  of  the  American  Academy  of  Ophtha 
mology  and  Otolaryngology,  the  New  York  Society  fc 
Clinical  Ophthalmology,  the  New  York  County  Medic* 
Society,  the  Medical  Society  of  the  State  of  New  Yorl 
and  the  American  Medical  Association. 

Harold  G.  Grayzel,  M.D.,  of  East  Chatham,  died  o 
January  10  at  the  age  of  sixty-nine.  Dr.  Grayzel  gradi 
ated  in  1924  from  University  and  Bellevue  Hospit; 
Medical  College.  He  was  a consulting  pediatrician  * 
Jewish  Hospital  and  Medical  Center  of  Brooklyn  and  * 
Kingsbrook  Jewish  Medical  Center.  Dr.  Grayzel  was 
Diplomate  of  the  American  Board  of  Pediatrics  and 
member  of  the  American  Academy  of  Pediatrics,  tl 
Clinical  Society,  New  York  Diabetes  Association,  tl 
Medical  Society  of  the  County  of  Kings,  the  Medical  S< 
ciety  of  the  State  of  New  York,  and  the  American  Med 
cal  Association. 

Carl  Hartley  Greene,  M.D.,  of  Southbury,  Connect 
cut,  formerly  of  Hartsdale,  died  on  January  7 at  the  af 
of  seventy-eight.  Dr.  Greene  graduated  in  1921  froi 
Johns  Hopkins  University  School  of  Medicine.  Retire' 
he  was  a Diplomate  of  the  American  Board  of  Intern 
Medicine,  a Fellow  of  the  American  College  of  Phys 
cians,  and  a member  of  the  American  Society  for  Clin 
cal  Investigation,  the  American  Gastro-Enterologic 
Association,  the  New  York  Academy  of  Medicine,  tl 
Westchester  County  Medical  Society,  the  Medical  Soc 
ety  of  the  State  of  New  York,  and  the  American  Medic 
Association. 

Ernst  Gundelfinger,  M.D.,  died  on  November  3 
1974.  Dr.  Gundelfinger  received  his  medical  degri 
from  the  University  of  Wurzburg  in  1914. 

Charles  A.  Hargitt,  M.D.,  of  Brooklyn,  died  on  Decer 
ber  16,  1974,  at  the  age  of  ninety-one.  Dr.  Hargitt  grad' 
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ated  in  1908  from  Syracuse  University  College  of  Medi- 
cine. He  was  a consulting  ophthalmologist  at  Kings 
County  Hospital  Center  and  Brooklyn-Cumberland 
Medical  Center.  Dr.  Hargitt  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Philip  Hirsch,  M.D.,  of  Elmhurst,  died  in  January, 
1974,  at  the  age  of  seventy-six.  Dr.  Hirsch  graduated  in 
1923  from  the  University  of  Maryland  School  of  Medi- 
cine and  College  of  Physicians  and  Surgeons.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hans  A.  Hirschmann,  M.D.,  of  Far  Rbckaway,  died  on 
December  29,  1974,  at  the  age  of  seventy-five.  Dr. 
Hirschmann  received  his  medical  degree  in  1923  from 
the  University  of  Wurzburg.  He  was  a consulting  oto- 
laryngologist at  Peninsula  General  Hospital.  Dr. 
Hirschmann  was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Pan  American 
Medical  Association,  the  Medical  Society  of  the  County 
1 of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Fred  Arthur  Jordan,  Jr.,  M.D.,  of  Hammondsport, 
died  on  August  1,  1974,  at  the  age  of  sixty-seven.  Dr. 
Jordan  graduated  in  1934  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a member  of  the  Cortland 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Benjamin  Kresberg,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  Glendale,  died  on  January  10  at  the  age  of 
• seventy-seven.  Dr.  Kresberg  graduated  in  1920  from 
Long  Island  College  Hospital.  He  was  retired.  Dr. 
Kresberg  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Charles  Augustus  Krauss,  M.D.,  of  Montclair,  New 
'Jersey,  formerly  of  Watervliet,  was  killed  by  a car  on 
'November  10,  1974,  at  the  age  of  eighty-three.  Dr. 
Krauss  graduated  in  1916  from  Albany  Medical  College. 
He  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Rensselaer  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

'Max  Krieger,  M.D.,  of  Bayside,  died  on  August  1,  1974, 
at  the  age  of  eighty-nine.  Dr.  Krieger  received  his  med- 
cal  degree  from  the  University  of  Vienna  in  1916.  He 
*vas  a member  of  the  American  Psychiatric  Association, 
he  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Thomas  James  Morrison,  M.D.,  of  New  York  City, 


died  on  December  29,  1974,  at  the  age  of  seventy.  Dr. 
Morrison  graduated  in  1928  from  Dalhousie  University 
Faculty  of  Medicine.  He  was  a member  of  the  Ameri- 
can Academy  of  Family  Practice,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Floyd  C.  Mourning,  M.D.,  of  New  York  City,  died  on 
December  21,  1974,  at  the  age  of  sixty-six.  Dr.  Mourn- 
ing graduated  in  1945  from  Meharry  Medical  College. 
He  was  a member  of  the  American  Academy  of  Family 
Practice,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Siegfried  F.  Neuberger,  M.D.,  of  Brooklyn,  died  on 
December  28,  1974,  at  the  age  of  eighty-two.  Dr.  Neu- 
berger received  his  medical  degree  from  the  University 
of  Wurzburg  in  1920.  He  was  a member  of  the  New 
York  Cardiological  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Bernard  M.  Norcross,  M.D.,  of  Buffalo,  died  on  Janu- 
ary 11  at  the  age  of  eighty.  Dr.  Norcross  graduated  in 
1938  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  physician  at  Buffalo  General  Hos- 
pital. Dr.  Norcross  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  (Rheumatology),  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of 
the  American  Rheumatism  Association,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Frederick  Oliven,  M.D.,  of  New  York  City, 
Peekskill,  and  Croton-on-Hudson,  died  on  January  6 at 
the  age  of  sixty.  Dr.  Oliven  received  his  medical  degree 
from  the  University  of  Rome  in  1938.  He  was  an  at- 
tending psychiatrist  at  United  Hospital  (Port  Chester), 
an  associate  attending  psychiatrist  at  Vanderbilt  Clinic, 
a consulting  psychiatrist  at  Peekskill  Community  Hos- 
pital, an  assistant  attending  psychiatrist  at  St.  Vincent’s 
Hospital  of  the  City  of  New  York,  Westchester  Branch, 
and  a consulting  psychiatrist  at  Putnam  Community 
Hospital.  Dr.  Oliven  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Mabel  H.  Pearson,  M.D.,  of  Bridgewater,  Connecticut, 
formerly  of  New  York  City,  died  on  August  12,  1974,  at 
the  age  of  ninety-five.  Dr.  Pearson  graduated  in  1920 
from  Woman’s  Medical  College  of  Pennsylvania.  She 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Anthony  F.  Pellicane,  M.D.,  of  Flushing  and  Rego 
Park,  died  on  January  4 at  the  age  of  sixty-six.  Dr.  Pel- 
licane graduated  in  1935  from  Georgetown  University 
School  of  Medicine.  He  was  an  assistant  general  practi- 
tioner at  W’yckoff  Heights  Hospital.  Dr.  Pellicane  was 
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a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Samuel  Milton  Posnock,  M.D.,  of  Roosevelt,  died  on 
January  12  at  the  age  of  sixty-six.  Dr.  Posnock  received 
his  medical  degree  from  the  University  of  Geneva  in 
1935.  He  was  a general  practitioner  on  the  medical 
staff  at  Doctors  Hospital.  Dr.  Posnock  was  a member  of 
the  American  Academy  of  Family  Practice,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Nunzio  Anthony  Rini,  M.D.,  of  Mount  Vernon,  died 
on  January  10  at  the  age  of  seventy-eight.  Dr.  Rini 
graduated  in  1923  from  Long  Island  College  Hospital. 
He  was  an  assistant  attending  surgeon  at  Holy  Family 
Hospital.  Dr.  Rini  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Milton  B.  Rosenblatt,  M.D.,  of  New  York  City,  died  on 
January  25  at  the  age  of  sixty-eight.  Dr.  Rosenblatt 
graduated  in  1931  from  Long  Island  College  of  Medi- 
cine. He  was  an  attending  physician  at  Metropolitan 
and  Doctors  Hospitals  and  an  associate  attending  physi- 
cian at  Flower  and  Fifth  Avenue  Hospitals.  Dr.  Rosen- 
blatt was  a Fellow  of  the  American  College  of  Cardiolo- 
gy, a Fellow  of  the  American  College  of  Chest  Physi- 
cians, and  a member  of  the  American  Thoracic  Society, 
the  American  Geriatrics  Society,  the  New  York  Acade- 
my of  Medicine,  the  New  York  Cardiological  Society, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Samuel  Roth,  M.D.,  of  Long  Beach,  died  on  December 
6,  1974,  at  the  age  of  eighty.  Dr.  Roth  graduated  in 
1916  from  Long  Island  College  Hospital.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leo  James  Rozan,  M.D.,  of  Niagara  Falls,  died  on  Jan- 
uary 1 at  the  age  of  eighty-six.  Dr.  Rozan  graduated  in 
1912  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  member  of  the  medical  staff  at  Ni- 
agara Falls  Memorial  Medical  Center  and  Mount  St. 
Mary’s  Hospital  of  Niagara  Falls.  Dr.  Rozan  was  a 
member  of  the  Niagara  Falls  Academy  of  Medicine,  the 
Niagara  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Jacob  Sehloss,  M.D.,  of  Middletown,  died  on  Novem- 
ber 13,  1974,  at  the  age  of  sixty-five.  Dr.  Sehloss  gradu- 
ated in  1935  from  the  University  of  Glasgow  Medical 
Faculty.  He  was  an  assistant  attending  physician  at 
Flower  and  Fifth  Avenue  Hospitals  and  an  attending 
cardiologist  at  Middletown  State  Hospital.  Dr.  Sehloss 
was  a F’ellow  of  the  American  College  of  Chest  Physi- 
cians, a Fellow  of  the  American  College  of  Cardiology, 
and  a member  of  the  American  Thoracic  Society,  the 
Orange  County  Medical  Society,  the  Medical  Society  of 


the  State  of  New  York,  and  the  American  Medical  Asso-  I 
ciation. 

Oscar  Paul  Schoenemann,  M.D.,  of  Harwinton  Cen- 
ter, Connecticut,  formerly  of  Brooklyn,  died  on  August 
27,  1974,  at  the  age  of  seventy-five.  Dr.  Schoenemann 
graduated  in  1928  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  had  been  a consulting 
urologist  at  Methodist  Hospital  of  Brooklyn.  Dr. 
Schoenemann  was  a Diplomate  of  the  American  Board 
of  Urology,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  New  York  Academy  of  Med- 
icine, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Adolph  Schorr,  M.D.,  of  Mount  Vernon,  died  on  April 
23,  1974,  at  the  age  of  seventy-six.  Dr.  Schorr  gradu- 
ated  in  1925  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso-,$J 
ciation. 

Ralph  Fuller  Sikes,  M.D.,  of  Yonkers,  died  on  January 
27  at  the  age  of  sixty-six.  Dr.  Sikes  graduated  in  1935 
from  Yale  University  School  of  Medicine.  He  was  an 
honorary  consulting  epidemiologist  at  St.  Joseph’s  Hos- 
pital. Dr.  Sikes  was  a Diplomate  of  the  American 
Board  of  Preventive  Medicine,  Inc.  (Public  Health)  and 
a member  of  the  American  Public  Health  Association 
the  Yonkers  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  tht 
State  of  New  York,  and  the  American  Medical  Associa 
tion. 

Joseph  A.  Sileo,  M.D.,  of  Brooklyn,  died  on  January  2( 
at  the  age  of  seventy-five.  Dr.  Sileo  graduated  in  192( 
from  New  York  Homeopathic  Medical  College  anc 
Flower  Hospital.  He  was  an  emeritus  surgeon  at  St 
John’s  Queens  Hospital.  Dr.  Sileo  was  a member  of  th( 
Medical  Society  of  the  County  of  Kings,  the  Medical  So 
ciety  of  the  State  of  New  York,  and  the  American  Medi 
cal  Association. 

Henry  Joseph  Sliski,  M.D.,  of  Oneida,  died  on  Januar 
3 at  the  age  of  sixty-three.  Dr.  Sliski  graduated  in  1931 
from  Syracuse  University  College  of  Medicine.  He  wa: 
a member  of  the  Industrial  Medical  Association,  th< 
American  Academy  of  Family  Practice,  the  Central  Nev 
York  Academy  of  Medicine,  the  Madison  County  Medi 
cal  Society,  the  Medical  Society  of  the  State  of  Nev 
York,  and  the  American  Medical  Association. 

Edward  Warren  Smith,  M.D.,  of  New  Rochelle,  die( 
on  December  29,  1974,  at  the  age  of  fifty-nine.  Di 
Smith  graduated  in  1941  from  Temple  Universit; 
School  of  Medicine.  He  was  an  attending  ophthalmolo 
gist  at  New  Rochelle  Hospital  Medical  Center.  Di 
Smith  was  a Diplomate  of  the  American  Board  of  Oph 
thalmology  and  a member  of  the  Westchester  Academ; 
of  Medicine,  the  Westchester  County  Medical  Society 
the  Medical  Society  of  the  State  of  New  York,  and  th 
American  Medical  Association. 

Louis  Steinbach,  M.D.,  of  The  Bronx,  died  on  Januar  < 
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14  at  the  age  of  eighty-three.  Dr.  Steinbach  graduated 
in  1915  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a Diplomate  of  the  American  Board  of 
Ophthalmology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New  York  Soci- 
ety for  Clinical  Ophthalmology,  the  Bronx  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jacob  Jerome  Steinfelder,  M.D.,  of  New  York  City, 
died  on  December  12,  1974,  at  the  age  of  ninety.  Dr. 
Steinfelder  graduated  in  1907  from  Baltimore  Universi- 
ty School  of  Medicine.  He  was  a member  of  the  Ameri- 
can Academy  of  Family  Practice,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Egon  Streicher,  M.D.,  of  Philadelphia,  Pennsylvania, 
formerly  of  Buffalo,  died  on  November  15,  1973,  at  the 
age  of  seventy-nine.  Dr.  Streicher  received  his  medical 
degree  from  the  University  of  Vienna  in  1919.  He  was  a 
member  of  the  Erie  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Arthur  Tamerin,  M.D.,  of  New  York  City, 
died  on  January  14  at  the  age  of  sixty-six.  Dr.  Tamerin 
graduated  in  1932  from  Cornell  University  Medical  Col- 
lege. He  was  an  attending  plastic  surgeon  at  French 
and  Polyclinic  Medical  School  and  Health  Center  and  at 
Harlem  Hospital  Center.  Dr.  Tamerin  was  a Diplomate 
of  the  American  Board  of  Plastic  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of  the 
American  Society  of  Plastic  and  Reconstructive  Sur- 
gery, the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Allen  Vincent  Walker,  M.D.,  of  East  Rochester,  died 
on  December  11,  1974,  at  the  age  of  ninety-one.  Dr. 
Walker  graduated  in  1909  from  the  University  of  Michi- 
gan Homeopathic  Medical  School.  He  was  an  honorary 
member  of  the  medical  staff  at  Highland  Hospital  of 

continued  from  page  628 

sistance  Committee  has  given  direct  help  to  50  families 
who  were  referred  to  them  by  doctors,  nurses,  social 
workers,  school  psychologists,  and  others. 

While  the  Committee,  at  this  time,  confines  its  activi- 
ties to  the  Borough  of  Queens,  it  is  planned  to  develop 
dmilar  committees  in  the  other  boroughs.  Experience 
^as  shown  that  this  person-to-person  approach  can  be 
extremely  helpful,  especially  to  parents  who  have  Te- 
rentiy been  informed  that  their  children  are  retarded. 
The  advice  that  the  members  of  the  Committee  give  is 
oased  on  their  own  personal  experiences. 

Health  department  records  show 
Irop  in  birth  rate  and  decline 
n infant  mortality 

Lowell  E.  Beilin,  M.D.,  New  York  City  Health  Com- 
nissioner,  announced  January  18,  1975,  that  the  steadi- 


Rochester.  Dr.  Walker  was  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  C.  Weaver,  M.D.,  of  New  York  City,  died  on  Jan- 
uary 11  at  the  age  of  fifty-five.  Dr.  Weaver  graduated 
in  1944  from  Meharry  Medical  College.  He  was  an  ad- 
junct in  cardiology  at  the  Hospital  for  Joint  Diseases,  an 
associate  attending  cardiologist  at  Sea  View  Hospital 
and  Home,  and  an  associate  attending  physician  in  am- 
bulatory care  at  Lincoln  Hospital.  Dr.  Weaver  was  a 
Fellow  of  the  American  College  of  Chest  Physicians  and 
a member  of  the  New  York  Cardiological  Society,  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Irving  Weinberg,  M.I).,  of  Hollywood,  Florida,  former- 
ly of  New  Rochelle,  died  on  January  4 at  the  age  of 
sixty-five.  Dr.  Weinberg  graduated  in  1933  from  New 
York  Homeopathic  Medical  College  and  Flower  Hospi- 
tal. He  was  a member  of  the  Bronx  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Aaron  A.  Weiner,  M.D.,  of  Brooklyn,  died  on  January 
12  at  the  age  of  sixty-eight.  Dr.  Weiner  graduated  in 
1934  from  the  University  of  St.  Andrews  Conjoint  Medi- 
cal School,  St.  Andrews  and  Dundee.  He  was  a visiting 
physician  in  medicine  at  Sea  View  Hospital  and  Home, 
an  attending  physician  at  Coney  Island  Hospital,  and  an 
attending  (emeritus)  physician  in  medicine  at  Maimon- 
ides  Medical  Center,  an  attending  physician  on  the 
medical  staff  at  Kings  Highway  Hospital,  and  an  at- 
tending physician  at  Lefferts  General  Hospital.  Dr. 
Weiner  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  American  Thoracic  So- 
ciety, the  American  Geriatrics  Society,  the  New  York 
State  Society  of  Internal  Medicine,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


ly  declining  birth  rate  in  New  York  City  has  continued 
through  1974.  The  Health  Department’s  Bureau  of 
Vital  Records  revealed  that  an  estimated  110,375  births 
occurred  in  1974  compared  to  110,639  in  1973.  The 
1974  birth  rate  was  14.0  per  1,000  population,  the  lowest 
on  record  since  1939  when  it  was  13.8  per  thousand  pop- 
ulation. Dr.  Beilin  also  noted  a record-breaking  decline 
in  the  infant  mortality  rate  in  New  York  City.  The  in- 
fant mortality  rate  for  1974  was  19.0  per  1,000  live 
births,  the  lowest  ever  recorded  in  New  York  City.  The 
rate  for  1973  was  19.6  per  1,000  live  births. 

Catholic  medical  mission  board 
shipped  $5,231,703  worth 
of  medicines  in  1974 

“It  was  a good  year  for  our  program  of  assistance  to 
medical  missionaries,”  concluded  Father  Joseph  J.  Wal- 
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W MEDI-SCAN  Q&A  1 


What’s  wrong  with  this"patient”?* 


Supplementary 
vitamins  in  febrile 
illness 


Poor  appetite.  Depletion  of  vitamin  C. 
Possible  antibiotic  interference  with 
intestinal  microorganisms  that  syn- 
thesize the  B-complex  vitamins.  These 
factors  may  lead  to  a vitamin  deficient 
state  in  the  patient  with  advanced 
chronic  infection  or  severe  acute 
febrile  illness. 

During  the  recovery  period,  high 
potency  Berocca  Tablets  can  supple- 
ment inadequate  dietary  supply  of  both 
B-complex  and  C vitamins  and  can  help 
meet  essential  vitamin  requirements  in 
the  patient  with  these  types  of  infection. 


When  nutritional 
supplementation  is  indicated 
in  infection 

BEROCCAtablfk 

PY 


vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  odor  or  aftertaste 
Low  priced  Rx  formula 

* Diagnosis  appears  on  next  page. 

See  next  page  for  summary  of  Product 
Information. 


DIAGNOSIS:  Chronic  pyelo- 
nephritis is  revealed  in  these 
illustrations:  (A)  Intravenous 
pyelogram  showing  irregular  renal 
outline  and  deformed  pelvis; 

(B)  Renal  scan  showing  decreased 
renal  size;  (C)  X-ray  of  the  lumbar 
spine  and  pelvis  showing  osteo- 
porosis; ( D)  V3  lead  showing T-wave 
elevation  due  to  hyperkalemia. 


Please  see  complete  product  information. 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  B | ) 15  mg 

Riboflavin  (Vitamin  B2)  15  mg 

Pyridoxine  HC1  ( Vitamin  B<J . 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  ( Vitamin  B 1 2 ) 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  (Vitamin  C)  500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylaetically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress, despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  w ith 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indi- 
cated by  clinical  need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


continued  from  page  639 

ter,  S.J.,  after  reviewing  the  1974  shipping  performance 
of  the  Catholic  Medical  Mission  Board,  10  West  17 
Street,  New  York  City,  whose  worldwide  operation  is 
now  in  its  forty-seventh  year. 

“The  Board  shipped  2,141,779  pounds  of  medicines 
and  medical  supplies  to  56  mission  countries,”  Father 
Walter  stated.  “Altogether,  2,121  medical  mission  facil- 
ities received  these  free  gifts  which  had  a wholesale 
value  here  in  America  of  $5,231,703.” 

New  lead  poisoning 
test  for  city  children 

The  New  York  City  Board  of  Health  has  amended  the 
Health  Code  under  Section  173.13,  to  change  the  meth- 
od for  identifying  children  at  risk  with  respect  to  lead 
poisoning.  The  new  method,  free  erythrocyte  porphy- 
rin (FEP)  test,  is  a simple,  rapid  micromethod  devel- 
oped by  Dr.  Sergio  Piomelli,  professor  of  pediatric  he- 
matology, New  York  University  Medical  Center,  who  is 
associated  with  the  New  York  City  Health  Research 
Council  and  Dr.  Bernard  Davidow,  assistant  commis- 
sioner for  Laboratory  Services,  Department  of  Health. 

Lowell  E.  Beilin,  M.D.,  chairman  of  the  Board  of 
Health  and  New  York  City  Health  Commissioner  said, 
“There  are  about  650,000  children  in  New  York  City  be- 
tween the  ages  of  one  and  six.  Of  these,  approximately, 

275.000  live  in  areas  of  old  pre-World  War  II  deteriorat- 
ing housing  and  are  the  children  at  risk  of  developing 
lead  poisoning.”  Dr.  Beilin  estimates  that  130,000  to 

150.000  of  this  target  population  will  be  screened  each 
year. 

For  further  information  contact:  Helen  Stone  at 

(212)566-8040;  Night  Number:  (212)340-4494. 

Personalities 

Appointments:  Richard  P.  Schmidt,  M.D.,  as  presi- 

dent, Upstate  Medical  Center,  effective  immediately  . . . 
Samuel  H.  Rubin,  M.D.,  as  dean,  New  York  Medical 
College,  and  vice-president  for  Academic  Affairs  . . . 
Reuben  Tizes,  M.D.,  as  director,  Ambulatory  Care  Ser- 
vices, Kingsbrook  Jewish  Medical  Center,  Brooklyn. 
Awarded:  Lowell  E.  Beilin,  M.D.,  commissioner  of  the 
New  York  City  Department  of  Health,  the  1974  Alumni 
Medallion  for  Distinguished  Service  to  American  Medi- 
cine (Downstate  Medical  Center)  . . . George  C.  Cotzias, 
M.D.,  senior  scientist  and  head,  Physiology  Division, 
Brookhaven  National  Laboratory,  Upton,  New  York, 
and  professor  of  neurology,  Cornell  Medical  College,  one 
of  ten  medical  educators  and  researchers  of  the  1975 
Awards  for  Distinguished  Achievement  from  Modern 
Medicine  . . . Lewis  Thomas,  M.D.,  president,  Memorial 
Sloan-Kettering  Cancer  Center,  one  of  ten  medical  edu- 
cators and  researchers,  1975  Awards  for  Distinguished 
Achievement  from  Modern  Medicine. 

Elected:  New  officers  and  directors  of  the  American 

Board  of  Family  Practice:  George  Burket,  Jr.,  M.D., 

Kansas  City,  Kansas,  President;  Neil  Chisholm,  M.D., 
Denver,  Colorado,  vice  president ; Nicholas  J.  Pisacano, 
M.D.,  Lexington,  Kentucky  (renamed),  secretary;  Amos 
Johnson,  M.D.,  Garland,  N.C.,  (reelected)  treasurer; 
and  directors:  James  G.  Price,  M.  Strong,  M.D.,  Van- 
couver, Washington  (from  AMA  Section  on  Family/ 
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Month  in  Washington 


The  94th  Congress,  which  numbers  within  its  ranks 
the  largest  group  of  Democratic  freshmen  representa- 
tives to  have  crossed  the  Potomac  in  a generation,  has 
quickly  proved  that  it  has  a will  of  its  own  and  a flagrant 
disregard  for  the  tradition  of  seniority. 

A successful  “freshman  revolt”  within  the  House 
Democratic  caucus  has  toppled  a number  of  good-old- 
boys  from  important  committee  chairmanships  and 
dealt  a stinging  blow  to  the  half-century-old  seniority 
system. 

A less  dramatic  revolution,  but  just  as  significant  a 
one,  has  quietly  occurred  in  the  Senate.  Senator  Ed- 
ward Kennedy,  (D.,  Mass.),  after  mustering  a liberal  co- 
alition in  his  party’s  Steering  Committee,  handed  out  a 
beating  to  Democratic  conservatives  with  respect  to 
committee  assignments. 

But  what  legislative  inklings  this  tumultous  reorgani- 
zation of  the  Congress  holds  for  medicine  is  still  far  from 
clear. 

Saddled  with  grave  economic  problems,  President 
Ford  stated  unequivocally  that  his  Administration  will 
not  introduce  a national  health  insurance  measure 
(NHI)  in  the  first  session  of  this  Congress.  Making  it 
painfully  clear  in  his  State  of  the  Union  message  that 
the  Congress  was  also  saddled  with  grave  economic 
problems,  the  President  also  said  that  he  would  veto  any 
approved  new  spending  programs  other  than  those  con- 
cerned with  energy. 

The  President’s  stand  would  seem  to  make  it  difficult 
indeed  for  Democratic  liberals  to  get  a NHI  bill  enacted 
this  year,  despite  the  enormous  pressures  from  Labor 
that  some  of  them  feel. 

On  the  other  side  of  the  picture,  however,  House 
Speaker  Carl  Albert  (D.,  Okla.)  in  his  party’s  formal 
reply  to  the  President’s  State  of  the  Union  message, 
urged  the  President  to  reconsider  his  apparent  threat  to 
veto  NHI  this  year.  Albert  said  NHI  merits  high  priori- 
ty- 

Other  top  members  of  the  democratic  leadership  in 
both  houses  have  gone  on  record  as  favoring  NHI  this 
year,  including  A1  Ullman  (D.,  Ore.)  who  has  replaced 
Wilbur  Mills  as  Chairman  of  the  House  Ways  and 
Means  Committee. 

During  the  organization  of  the  94th  Congress,  the 
House  Ways  and  Means  Committee  was  expanded  from 
25  to  37  members — largely  through  the  addition  of  liber- 
als— and  for  the  first  time  subcommittees  were  estab- 
lished, four  in  number.  Under  the  “two-to-one-plus- 
one”  formula  governing  party  representation  on  com- 
mittees, this  means  that  Ways  and  Means  now  consists 
of  25  democrats  and  12  republicans. 

Chairman  of  the  new  Ways  and  Means  subcommittee 
on  health  is  Rep.  Dan  Rostenkowski  (D.,  111.).  Appar- 
ently determined  to  make  a name  for  himself  in  the 
health  field,  the  Chicago  democrat  has  declared,  “I  see 
my  role  not  as  a proponent  of  an  individual  point  of 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 
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view,  but  rather  as  that  of  a consensus  builder — one  who 
will  try  to  resolve  the  differences  that  presently  block 
the  passage  of  this  landmark  program.” 

Rostenkowski  said  his  13-member  panel  will  start 
work  on  health  legislation  immediately  following  Ways 
and  Means’  deliberations  on  the  President’s  Emergency 
Energy  and  Tax  message. 

“Although  regular  meetings  of  my  committee  won’1 
begin  until  the  early  spring,”  he  said,  “I  hope  that  th( 
other  committee  members  will  review  the  considerabk 
materials  that  are  now  available  on  this  subject  in  ordei 
that  in  the  spring  we  can  begin  in  earnest. 

“At  the  present  time,  over  $100  billion  is  spent  annu 
ally  on  the  health  care  of  the  American  people,  thus,  any 
legislation  that  seeks  to  significantly  alter  both  the  fi 
nancing  and  the  delivery  of  that  health  care  will  have  tc 
be  developed  with  an  acute  sensitivity  of  the  many  di 
verse  problems  involved.  Equally  as  important  ir 
changing  the  present  system  of  health  care,  we  must  als 
be  concerned  with  the  4.4  million  Americans  who  ar 
employed  in  this,  the  nation’s  third  largest  industry.” 

Shortly  after  making  this  statement,  Representativ, 
Rostenkowski  announced  the  formation  of  an  Advisor;  • 
Panel  of  National  Health  Insurance — “a  group  fror® 
whom  the  subcommittee  can  draw  expert  informatio: 
and  advice  for  use  in  its  work  on  national  health  insui 
ance.” 

The  subcommittee  chairman’s  statement  continuec 
“The  passage  on  national  health  insurance  legislation  i 
a must,  but  most  important  of  all,  it  must  be  sounc 
workable  legislation.  The  people  who  have  agreed  t 
serve  on  this  advisory  panel  are  recognized  experts  o 
various  issues  which  the  subcommittee  will  have  to  rt 
solve  and  should  contribute  much  to  our  work.” 

The  list  of  panel  members,  however,  was  not  immed 
ately  released. 

* * * 

The  parade  of  national  health  insurance  bills  hi 
begun.  Senator  Kennedy  and  Representative  Jam< 
Corman  (D.,  Calif.)  have  introduced  Labor’s  Health  Si 
curity  Act,  essentially  last  year’s  Labor  NHI  measui 
calling  for  complete  Federal  financing  of  health  care  f< 
all  at  a price  tab  of  $85  billion  plus.  Kennedy’s  actic 
signified  that  he  will  again  be  the  standard  bearer  of  tl 
labor  plan  despite  some  coolness  after  the  Senator  la 
year  supported  a compromise  plan  drafted  with  Repn 
sentative  Wilbur  Mills  (D.,  Ark.).  The  American  Ho 
pital  Association’s  “Ameriplan”  calling  for  health  ca: 
corporations  centered  on  hospitals  as  the  focus  of  tl 
health  care  delivery  system  has  been  dumped  in  tl 
hopper  sponsored  anew  by  Chairman  A1  Ullman  (E 
Ore.)  of  House  Ways  and  Means  and  assigned  the  cove 
ed  H R.  1 legislative  number. 

It  seems  certain  that  a new  version  of  the  Senat 
Russell  Long  (D.,  La.)  and  Senator  Abraham  Ribico 
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(D.,  Conn.)  proposal  for  “catastrophic”  NHI  will  also  be 
introduced. 

There  are  some  who  believe  that  due  to  the  faltering 
economy,  the  Long-Ribicoff  proposal  will  draw  more  at- 
tention than  it  did  in  the  last  Congress.  With  unem- 
ployment rising,  the  “catastrophic”  proposal  could  gain 
political  popularity  with  its  obvious  advantages  to  hard- 
strapped  families. 

And  then  there  will  be  an  entry  from  the  American 
Medical  Association.  Not  yet  ready  for  introduction, 
the  AMA  proposal  may  contain  some  changes  from  its 
Medicredit  bill  of  last  year. 

The  AMA  House  of  Delegates  at  the  Portland  meet- 
ing last  December  gave  the  Board  of  Trustees  a vote  of 
confidence  for  its  efforts  to  develop  new  approaches  to 
national  health  insurance  which  maintain  traditional 
AMA  goals. 

The  House  at  Portland  also  adopted  a Board  report 
containing  basic  guidelines  for  national  health  insurance 
deliberations. 

The  guidelines  include  minimum  Federal  involvement 
in  the  administration  of  any  national  health  insurance 
program;  state  jurisdiction  for  licensure  of  physicians 
and  regulation  of  insurance;  no  Social  Security  tax  fi- 
nancing and  administration  of  any  program;  funding 
through  Federal  revenues,  state  revenues,  and  private 
funds,  including  employer-employee  contributions,  for 
private  health  insurance;  comprehensive  coverage  for 
basic  and  catastrophic  needs;  and  the  maintenance  of 
pluralism  in  health  delivery. 

Additionally,  AMA  President  Dr.  Malcolm  Todd  has 
been  quoted  in  the  press  as  saying  the  objective  of  his 


organization’s  new  national  health  insurance  proposal 
will  be  to  make  it  more  flexible,  while  at  the  same  time 
maintaining  certain  basic  precepts. 

* * * 

Other  changes  have  been  made — with  more  still  to 
come — in  the  structure  of  congressional  committees  of 
interest  to  medicine,  though  none  quite  so  spectacular 
as  the  revamping  of  the  House  Ways  and  Means  Com- 
mittee. 

The  Senate  health  leadership  lineup  should  be  much 
the  same  this  year.  Chairman  Russell  Long  of  the  Sen- 
ate Finance  Committee  will  be  the  dominant  man  in 
NHI,  and  Senator  Herman  Talmadge  (D.,  Ga.),  chair- 
man of  Finance’s  Health  Subcommittee,  is  slated  to  be 
heard  from  increasingly.  Senator  Edward  Kennedy 
again  will  be  Chairman  of  the  Health  Subcommittee  of 
Senate  Labor  and  Public  Welfare  which  is  led  by  Sen. 
Harrison  Williams  (D.,  N.J.). 

Representative  Paul  Rogers  (D.,  Fla.)  is  in  line  to  con- 
tinue as  head  of  the  powerful  Health  Subcommittee  of 
the  House  Commerce  Committee  and  to  be  even  more 
influential  in  the  94th  Congress  due  to  the  transfer  of 
some  health  jurisdiction  from  Ways  and  Means.  Rogers 
is  sure  to  carve  out  a sizable  chunk  of  any  NHI  program 
for  his  purview. 

Representative  Harley  0.  Staggers  (D.,  W.Va.),  chair- 
man of  the  full  Commerce  Committee,  was  defeated  in  a 
bitter  battle  by  Representative  John  E.  Moss  (D.,  Calif.) 
for  the  chair  of  the  Special  Subcommittee  on  Investiga- 
tions. Moss  has  said  he  plans  hearings  on  matters 
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under  the  jurisdiction  of  the  committee,  including 
health. 

* * * 

Before  the  dust  had  settled  from  the  skirmishing  in- 
volved in  the  organization  of  the  Congress,  plans  were 
being  mapped  for  health  legislative  action.  The  House 
Commerce  Subcommittee  on  Health  is  slated  to  take  up 
quickly  the  two  health  bills  vetoed  late  last  year  by 
President  Ford — providing  aid  for  nurses  training  and 
the  $1.8  billion  measure  authorizing  community  mental 
health  centers,  neighborhood  health  centers,  and  the 
like. 

Sen.  Edward  Kennedy,  chief  of  the  Senate  Health 
Subcommittee,  has  introduced  both  bills  in  a single 
package  and  defied  another  veto.  Not  known  is  wheth- 
er Congress  will  attempt  to  modify  the  measures  to  fore- 
stall a veto. 

The  House  and  Senate  Health  Subcommittee  also  are 
slated  to  take  up  early  the  Health  Manpower  measure 
which  collapsed  in  the  final  days  of  the  last  session. 
The  Administration  is  still  working  on  a new  proposal. 
Kennedy  is  expected  to  make  another  pitch  for  his 
sweeping  bill  requiring  compulsory  Federal  service  for 
young  physicians  and  the  licensing  and  relicensing  of 
physicians. 

* * * 

Medical  liability  is  emerging  as  a hot  topic  on  Capitol 
Hill  this  year.  The  Senate  Health  Subcommittee  will 
hold  mid-March  hearings  on  a bill  sponsored  by  Kenne- 
dy and  Sen.  Daniel  Inouye  (D.,  Hawaii)  embodying  a no- 
fault approach  plus  arbitration.  A controversial  section 
requires  physicians  who  wish  to  be  included  under  the 
program  to  have  their  practice  reviewed  by  Professional 
Standards  Review  Organizations  and  reside  in  states 
with  licensure  and  relicensure  laws.  Representative 
Dan  Rostenkowski,  chairman  of  the  Health  Subcommit- 
tee of  Ways  and  Means,  has  submitted  a bill  calling  for  a 
Federal  study  of  the  problem.  Sen.  Gaylord  Nelson  (D., 
Wis.)  has  a bill  establishing  a federally  administered 
program  of  reinsurance  to  protect  companies  against 
catastrophic  claims. 

* * * 

The  Administration  has  asked  Congress  to  bite  the 


continued  from  page  641 

General  Practice);  and  Shervert  Frazier,  Jr.,  M.D.,  Bel- 
mont, Massachusetts  (from  the  American  Board  of  Psy- 
chiatry and  Neurology)  . . . Richard  P.  Schmidt,  M.D., 
acting  president,  University  of  New  York  Upstate  Medi- 
cal Center,  chairman,  National  Committee  for  Research 
in  Neurological  Disorders  (NCRND). 

Grants  and  awards.  Columbia-Presbyterian  Medical 
Center,  The  Charles  A.  Dana  Foundation,  Inc.,  $450,000 
for  education — earmarked  for  endowment  of  student  fi- 
nancial assistance  programs  at  the  College  of  Physicians 
and  Surgeons,  and  for  post-doctoral  fellowships  at  The 


economy  bullet  on  health  programs  this  year.  Counting  t 
the  mammoth  Society  Security  Trust  Fund  outlays,  the 
Health,  Education,  and  Welfare  Department’s  total 
budget  for  the  fiscal  year  1976,  starting  in  July,  would 
be  $118.4  billion,  some  $8.5  billion  above  spending  this 
year.  Most  of  the  increase  is  due  to  scheduled  hikes  in 
Social  Security  retirement  benefits. 

Budget  comparisons  were  more  than  usually  compli- 
cated this  year  because  of  the  risky  assumptions  that 
Congress  will  go  along  with  President  Ford’s  request  for 
a budget  “recission”  of  $1.2  billion  for  current  HEW  ap- 
propriations, including  cutbacks  of  $516  billion  in 
health  programs.  (Most  of  the  recission  would  be  from 
research  and  mental  health  funds.) 

As  a result,  though  the  1976  budget  for  health  pro- 
grams in  the  so-called  “controllable”  area  was  described 
as  “hold-the-line,”  the  projected  non-Medicare-Medi- 
caid  health  outlays  of  $4.5  billion  would  actually  be  $500 
million  less  than  Congress  initially  appropriated  for  the 
present  fiscal  year. 

The  most  controversial  aspect  of  the  HEW  budget  is 
the  Ford  Administration’s  proposal  for  economies  in  the 
“uncontrollable”  trust  fund  field.  Recommendations 
that  will  require  congressional  legislation.  President 
Ford  is  asking  Congress  to  limit  the  slated  eight  to  nine 
per  cent  increase  in  Social  Security  retirement  benefits 
to  five  per  cent:  He  is  seeking  to  curb  Medicare  spend- 
ing by  initiating  higher  cost-sharing  provision  for  parts  < 
A and  B.  In  addition,  the  Administration  wants  to  re- I 
duce  Federal  matching  grants  to  the  wealthier  states,* 
from  50  per  cent  to  40  per  cent. 

Few  people  in  the  Administration  are  sanguine  about 
the  possibilities  of  a liberal  Congress  going  along  with 
the  proposed  economies  in  the  sensitive  health-welfare 
area.  “Accomplishing  this  slow-down  in  the  growth  of 
the  HEW  budget  will  not  be  easy,”  conceded  HEW  Sec-H 
retary  Caspar  Weinberger. 

“Even  with  all  of  the  proposals  put  forward  by  the 
President  to  reduce  or  slow  down  the  growth  of  various 
government  programs,  the  1975  and  1976  projected  defi-  I; 
cits  still  will  total  more  than  $86  billion,  unprecedented 
deficits  for  peacetime,”  Weinberger  said.  “But,  if  the 
President’s  budget  proposals  are  not  adopted,  the  two-  t 
year  deficit  could  reach  $107  billion  . . . which  could  be 
ruinous.” 


Presbyterian  Hospital  ...  to  the  American  Academy  ol  a 
Pediatrics,  awarded  by  the  Office  of  Child  Developmen 
(OCD),  Department  of  Health,  Education,  and  Welfare 
$1.8  million  contract  for  a one-year  continuation  of  its 
nationwide  medical  consultation  service  for  federally 
funded  Head  Start  early  childhood  education  projects  i 
which  provides  for  the  services  of  14  regional  health  lia 
sion  specialists  as  well  as  hundreds  of  local  Head  Star™ 
medical  consultants. 

Promoted:  William  Mackler,  M.D.,  director  of  surgica 
services,  The  Brookdale  Hospital  Medical  Center  ii  ■ 
Brooklyn,  to  professor  of  clinical  surgery,  New  Yorl 
University  School  of  Medicine. 
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Testand-B  (Geriatric  Pharmaceutical  Corp.) 499 

Laxatives 

Modane  (Warren-Teed  Pharmaceuticals) 493 

Mood  elevators 

Tofranil  (Geigy  Pharmaceuticals)  527,  528 

Oral  contraceptives 

Ovral  (Wyeth  Laboratories) 502,  503,  504 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 607 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 629 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories) 572,  573,  574 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 640,  641 


646 


1UIPMENT 


OFEXRAY  100  MA  WITH  BUCHY  TABLE  AND  WALL  CASSETTE 
older  Davlile  developer,  X-rav  file  cabinet.  X-ray  storage  bin,  illuminater 
nd  bright  spot,  cassettes  and  other  extras  All  new.  Asking  $20,000.  Call 
nytime  (2121  767-9707. 


IISCELLANEOUS 


LLS  COLLECTED- ABUSE  IS  RULED  OUT-TACTFUL  YET  SUC- 
.essful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
ietsils.  Crane  Discount  Corp.,  251  W 42nd  St.,  New  York,  N Y.  10036. 
10  5-2943 


RE  COINS— COLD,  SILVER,  TYPE  COINS  APPROVED  AND  CERTI 
ed  for  Keogh,  pension  or  private  investment.  Bullion  fluctuates  and  is  specu- 
itive,  but  select  rare  coins  increase  value  consistently.  Physician's  hobby 
many  years  converted  to  sound  counseling  service.  Confidential,  write  for 
■commended  plan.  Dept.  475,  c/o  NYSJM. 


Give  to 


Conquer  Cancer 


Need  help.  Doctor? 


Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

4-20  Lakeville  Road 
Lake  Success,  New  York  11040 


LEE  TODD  INC. 

"SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028 
(Mailing  address  only) 

(212)  RH  4-3615-3466 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions. 


POSITIONS  WANTED 


FORMER  SURGEON  INTERESTED  IN  PART  TIME  ASSISTING  IN  OPER 
ating  room  Available  weekends  and  all  night  Fridays.  N.Y.C.  area.  Helen 
Heiman.  M.D..  15  West  81st  St.,  N.Y.C.  10024.  (212)  TE  8-1334,  or  SU 

7-3423. 


RADIOLOGIST:  SENIOR  RADIOLOGIST  RECENTLY  RETIRED  AS  Di- 
rector medium-size  hospital,  interested  in  diagnostic  roentgenology  at  hos- 
pital only,  part  or  full  time  from  May  through  October.  Coverage  for  summer 
months  also  available.  Dept.  466,  c/o  NYSJM. 


ANESTHESIOLOGIST,  20  YEARS  EXPERIENCE,  12  YEARS  AS  DEPT. 
Director  in  275-bed  general  hospital,  wishes  to  again  reside  in  Manhattan. 
Interested  in  group,  fee  for  service  or  salary  in  specialty  or  general  hospital  in 
Manhattan  only.  Dept.  471,  c/o  NYSJM. 


AVAILABLE:  PEDIATRIC,  BOARD  ELIGIBLE  (WRITTEN  PASSED). 

Subspecialty  pediatric  endocrinology  Seeks  group,  partnership,  institution  or 
clinic.  Available  Julv  1975.  Jagan  N.  Pahuja,  M I).,  200  Carmen  Ave.,  r8H, 
E.  Meadow,  N.Y.  11554.  (516)  542-2205. 


ANESTHESIOLOGIST.  BOARD  CERTIFIED,  FACA,  UNIVERSITY  TRAIN - 
ed.  Wide  experience  all  anesthetic  techniques  and  departmental  administra- 
tion. 15  years  with  present  association.  Prior  background  in  internal  medi- 
cine and  cardiology.  Desire  relocation  with  congenial  group  and  equitable 
financial  arrangements.  No  obstetrics.  Prefer  Long  Island  or  Queens. 
Please  write  Dept.  477.  c/o  NYSJM. 


PRACTICES  AVAILABLE 


OPHTHALMOLOGY  PRACTICE:  OFFICE  FULLY  EQUIPPED.  RE- 

cently  deceased  M.D.  Unopporsed  residental-resort  community,  90  miles 
N.Y.C.;  2 blocks  from  2 hospitals.  Home  (8  rooms),  exclusive  of  office,  on  lot 
145'  x 150'.  Mrs.  N.  Nemerson,  2 High  St.,  Monticello,  N.Y.  12701. 


G.P.  OR  INTERNIST,  TAKE  OVER  NEW  BUT  GROWING  GENERAL 
practice  in  Whitestone.  Queens.  Includes  rental  of  newly  appointed  and  fully 
equipped  office.  Very  small  initial  payment.  Call  (212)  767-8439. 


WELL  ESTABLISHED  FAMILY  PRACTICE  AVAILABLE  (NO  INFANT  OR 
OB  care).  Will  stay  and  introduce.  Located  in  city  of  100,000,  L'pstate,  N.Y. 
Available  at  any  time.  Dept.  474,  c/o  NYSJM. 


<2^5 


ASTHMA,  ALLERGY  or  CHRONIC  BRONCHITIS 

symptoms  are  usually  reduced  with  a 

VITAIRE  PORTABLE  ELECTRONIC  AIR  CLEANER. 

Call  or  write  for  free  brochures  and  details  on  a 

FREE  1 WEEK  TRIAL  for  your  patients  without  any  obligation. 

Your  patients  have  nothing  to  lose  by  trying  & a lot  to  gain! 


VITAIRE 

81-13  Broadway 
Elmhurst,  N.Y.  11373 


(212)  446-1QOOI 

Ozone  emissions  well  below  1974  FDA  stand. 
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PHYSICIANS  WANTED— CONTD 


PHYSICIANS 


PART  TIME  WORK 


All  Specialties  Including  Pediatrics 


State  agency  located  in  Downtown  Manhat- 
tan engaged  in  review  and  adjudication  of  dis- 
ability claims. 


Must  be  Board  Certified  or  possess  a Work- 
men’s Compensation  Specialty  rating. 


Must  be  able  to  work  at  least  3 hours  per  day, 
5 days  per  week. 


Please  send  curriculum  vitae  to: 


New  York  State  Department  of  Social 
Services,  Bureau  of  Personnel  Manage- 
ment, A-l;  1450  Western  Ave.,  Albany, 
New  York  12223,  Att:  Ms.  C.  Cinney. 

Equal  Opportunity  Employer 


PHYSICIANS  WANTED 


E.R.  PHYSICIAN:  FULL  TIME  DIVERSIFIED  DUTIES  IN  MODERN,  204- 
bed  accredited  community  hospital  with  all  services.  Located  Southwestern 
coastline  of  Connecticut,  close  to  Metropolitan  New  York  area,  convenient  to 
lovely  New  England  suburbia.  Dept.  468,  c/o  NYSJM. 


PSYCHIATRIST  TO  BE  RESPONSIBLE  FOR  EVALUATION,  DIAGNOSIS 
and  treatment  of  mentally  ill  and  emotionally  disturbed  inmates  in  large  State 
Correctional  Facility.  Work  with  other  mental  health  professionals  and  medi- 
cal staff  in  developing  wide  variety  of  programs  aimed  at  upgrading  treatment 
resources.  Population  of  1600  adult  male,  long-term  offenders.  20-bed  ac- 
credited hospital,  forward  looking,  progressive  staff  and  wide  variety  of  work, 
and  inmates  seeking  treatment.  Pleasant  college  town  in  beautiful  Finger 
Lakes  on  Owasco  Lake.  Ideal  country  setting  for  family  facilities  and  outdoor 
sports.  Salary  negotiable,  approx  $30,000-$34,000.  Start  immediately, 
contact:  Anthony  Gillett,  M.D.,  MPH  Regional  Health  Services  Director, 

Western  Region.  Auburn  Correctional  Facility,  135  State  St.,  Auburn,  N.Y. 
13021. 


DIRECTOR  OF  PROFESSIONAL  SERVICES,  FULL  TIME,  EXPERIENCED 
in  community  hospital  affairs,  to  assume  Chief  of  Staff  leadership  in  manag- 
ing, education,  staff  development,  in  a 204-bed  accredited  community  hospital 
with  all  services.  Located  Southwestern  coastline  of  Connecticut  close  to 
Metropolitan  New  York  area,  convenient  to  lovely  New  England  suburbia. 
Must  have  outstanding  record  of  achievement  in  his  field.  Dept.  470,  c/o 
NYSJM 


CHIEF,  EMERGENCY  ROOM  AND  AMBULATORY  CARE  PHYSICIAN, 
full  time  leadership  position,  diversified  planning  duties,  etc.,  in  modern, 
204-bed  accredited  community  hospital  with  all  services.  Located  South- 
western coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Con- 
venient to  lovely  New  England  suburbia.  Dept.  469,  c/o  NYSJM. 


GOWANDA:  OPPORTUNITIES  FOR  PSYCHIATRISTS  AVAIL/* 

Vacancies  exist  for  psychiatrists  with  salary  to  $41,450.  Applicants  m bi 
licensed  or  hold  ECFMG  & LMCC.  Gowanda  is  an  accredited  psycltt 
hospital  operated  by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  south  of  B fit 
N.Y.  It  carries  an  active  community  treatment  program  & provide  m 
patient  services  for  a 3-county  area.  Benefits  include  3%  weeks  paid 
11  paid  holidays  during  first  year  of  employment.  A liberal  non-contri  oi 
retirement  plan  is  one  of  many  benefits.  Contact:  Director,  Gowanda 
chiatnc  Center,  Helmuth,  N.Y.  14079. 


CAMP  DOCTOR  FOR  CO-ED  CAMP  IN  PA.  POCONO  MOUNTAINS.  A 
4-week  sessions  (June  28-Julv  26)  (July  26-Aug.  23).  Bungalow  pnjsi 
Two  R.N.s  on  staff.  Write  to  Camp  Tioga,  65  Westwood  Drive,  Weilijr 
N.Y.  11590,  or  call  (516)  997-8560. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  FOR  EXPAN  N( 
progressive  general  hospital  in  upstate  New  York.  All  facilities  for  inf  ife 
diseases,  radio-isotopes,  pulmonary  function  and  cardiology,  including  2.1 
Full  time  staff  of  Board  certified,  general  and  urological  surgeons,  rad  sgi 
and  pathologists.  Possible  medical  school  affiliation  within  commuti  d> 
tance.  Salary  or  guaranteed  minimum  net  income  negotiable.  P sat 
residential  community  with  expanding  college.  Send  resume  and  ref  no. 
to:  Administrator,  Community  Hospital  of  Schoharie  County,  Inc.,  ibl 

skill,  N.Y.  12043. 


PHYSICIAN  WHO  LIKES  TO  DO  SOMETHING  DIFFERENT,  CHALltfi' 
ing,  and  with  opportunity  to  do  some  good.  Veterans  Administration  >sp: 

tal,  Canandaigua,  N.Y.  Call  J.  Gilbert,  M.D.,  or  E.  B.  Millard,  M.D. ; i31f 

394-2000. 

» 

PHYSICIAN  WANTED:  FULL  TIME  PHYSICIAN  FOR  MODER'  ST- 

bed  infirmary  and  extended  care  facility  in  growing  Orange  Cou  /,  : 
Goshen,  New  York.  Attractive  salary  with  excellent  county  employe  wu 
fits  (retirement  plan  and  hospitalization  provided).  New  York  State  sib 
necessary.  Write  to:  Michael  Temchin.  M.D.,  Medical  Director,  ang 

County  Home  & Infirmary,  Box  59,  Goshen,  N.Y.  10924. 


PSYCHIATRIST  WHO  LIKES  TO  DO  SOMETHING  DIFFERENT,  iR 
lenging.  and  with  opportunity  to  do  some  good.  Veterans  Administrati  Ha 
pital,  Canandaigua,  N.Y.  Call  J.  Gilbert,  M.D.,  or  V.  Welch,  M.D.  (31' 
394-2000. 


WANTED:  FAMILY  PHYSICIAN  OR  INTERNIST  TO  JOIN  GE1  RA 

practitioner,  Diplomate  of  American  Board  of  Family  Practice.  Busy  tier.- 
practice.  No  obstetrics.  New  luxurious  office.  X-ray,  EKG,  lab  tor 
200  bed  hospital  in  town.  Excellent  working  conditions;  superior  onl 
corporation  benefits.  Long  Island.  Nassau  County,  45  mins,  from  Mar  ttar 
Rudolph  Joseph,  M.D.,  33  No.  Ocean  Ave.,  Freeport.  N.Y.  11520  (SK 
378-4949. 


THERE  IS  AN  OPENING  IN  PORT  JERVIS,  NEW  YORK  FOR  A A 
fied  EENT  man.  Hospital  privileges.  Urgently  needed.  Doctors  St  ysu. 
Hospital,  Port  Jervis,  New  York.  Contact  Leonard  Gleason,  Admin  rat 
(914)856-5121. 


WAVERLY,  N.Y.,  TIOGA  COUNTY.  GENERAL/FAMILY  PRAC'  fl0‘ 
er.  Solo  or  shared  practice  in  pleasant  community  southern  Tier  of  N ' ¥o 
at  Pennsylvania  state  line.  73-bed  acute,  general  hospital  with  8CkiW 
tended  care  facility.  $35,000  net  guarantee;  free  office  space  and  Mj*1 
first  year.  Write  or  call  Mr.  Frederick  Kauffman.  Administrator,  Tio  Wl 
eral  Hospital,  Waverly,  N.Y.  (607)  565-2861. 


WANTED:  ANESTHESIOLOGIST,  BOARD  ELIGIBLE  FOR  SMAl  Htt 
pital  in  Queens,  N.Y.  to  join  one  other  on  a permanent  basis.  Good  Vtfcw 
conditions.  Salary  negotiable.  Dept . 473,  c/o  NYSJM . 


WAVERLY,  N.Y.,  TIOGA  COUNTY.  ORTHOPEDIC  SURGEON.  jSl 
ant  community  southern  Tier  of  New  York  at  Pennsylvania  line.  I 
acute  general  hospital  with  80-bed  extended  care  facility.  $50,000  net  ;<WP 
tee;  free  office  space  and  secretary  first  year.  Write  or  call  Mr.  IMP 
Kauffman,  Administrator,  Tioga  General  Hospital,  Waverly,  NY'lwW 
565-2861. 
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SIC  IANS  WANTED  — CONT  D 
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fclRLY,  N.Y.,  TIOGA  COUNTY  INTERNIST.  SOLO  OR  SHARED 
E tice  in  pleasant  community  southern  Tier  of  New  York  at  Pennsylvania 
6?  line  73-bed  acute,  general  hospital  with  80-bed  extended  care  facility. 
■ 000  net  guarantee;  free  office  space  and  secretary  first  year  Write  or  call 
N Frederick  Kauffman.  Administrator.  Tioga  General  Hospital,  Waverly, 
>.  (607)565-2861. 


f 1CIAN  DURING  JULY  AND  AUGUST  1975  FOR  CHILDREN  S CAMP 
It  .ed  at  Beach  Lake.  Pa.;  accommodates  350  campers,  ages  6 16;  complete 
nem  health  center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each 
■ th;  no  children  accepted;  that  is,  of  camp  age  Camp  opens  June  28  and 
JLs  August  23.  Private  room  and  facilities.  Write,  and  include  your  phone 
( ber,  to  Trail's  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St..  Brooklvn, 
'.11201. 


M1RLY.  N.Y.,  TIOGA  COUNTY.  ANESTHESIOLOGIST.  73-BED 
Eiital.  Southern  Tier  of  New  York  State  at  Pennsylvania  state  line  Sal- 
t negotiable.  Contact:  Frederick  A.  Kauffman,  Administrator.  Tioga 

leral  Hospital,  37  N.  Chemung  St.,  Waverly,  N Y 14892.  (607)  565-2861. 

•A  PRACTICE  PHYSICIAN  FOR  SMALL  HOSPITAL-SPONSORED 

■ th  center.  Attractive  opportunity  involving  salary,  all  fringe  benefits 
I uding  malpractice  insurance),  and  incentive  plan  Full  staff  membership 
a admitting  privileges;  excellent  specialist  backup.  Fine  community  and 

■ for  family  living  Robert  A.  Anderson,  Administrator.  Faxton  Hospital, 
■a,  N.Y.  13502. 


E. ESTATE  FOR  SALE  OR  RENT 


3 H YONKERS;  PROFESSIONAL  OFFICE  FOR  RENT  ALL  OR 
it  of  2.000  sq.  ft.  Pleasant  setting.  Elaborate  X-rav  set-up  Three  M.D.s 
irsidence.  looking  for  two  additional.  Call  (914)969-0432. 


)'  ’ET  BAY.  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFUL 
physician's  own  luxuriously  appointed  villa.  Accommodates  five.  Right 
oi  rivate  virgin  white  beach  safe  for  children.  Private  tennis  club  with  regis- 
tcl  Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat  visits  and 
h.  iy  thank  you  letters  from  pleased  fellow  physicians.  Brochure.  Gilbert 
C orton,  M.D.,  101  Jefferson  Ave..  Endicott.  N.Y.  13760.  Call  after  9 p.m. 
f ST  5-5810. 


C )R  THE  DOCTOR.  LONG  ISLAND  MINI  ESTATE.  NASSAU  COIN 
ly  Easily  reached  from  all  directions.  Two  levels,  48  64  . both  with  own 

dipway  and  entrances.  4 bedrooms.  3^  baths.  Excellent  construction  in- 
si  and  outside.  Spacious  parking  area  l^s  acres  fenced.  Near  schools, 
clches.  synagogue,  shopping.  LIRR.  Will  finance  for  quick  sale.  (516) 
9c  >083. 


A HYDE  PARK.  L.I.  HOME-OFFICE  COMBINATION  FOR  SALE, 
ifn  room  house.  3 bedrooms,  fireplace,  gas  heat,  all  facilities,  superior 
o<ion.  Walk  major  transportation,  minutes  to  parkways,  schools,  hospital, 
h ting.  Beautiful  five  room  office.  X-ray,  EKG.  fullv  equipped.  Active 
t ice.  Call  6-8  p.m.  (516)  354-0032.  or  GE  7-5627. 


J 1 FT.  PROFESSIONAL  OFFICE  SPACE.  LUXURY.  AIR  CONDI 
•icd  bldg.  Excellent  location.  Near  hospital  and  all  transportation. 
14$  35th  Ave.,  corner  146  St ..  Flushing.  N.Y.  (212)275-8550. 


I'1  -GILDING:  GREAT  OPPORTUNITY.  RENT  ADJACENT  TO  VERY 
J*  quality  dental  practice  Busy  comer  on  major  road  in  Oceanside.  L.I. 
A>  lformation  call  (516)  678-5023. 


R WE:  COUNTRY  PROPERTY  SUITABLE  VACATION  OR  RETIRE- 
Half  acre  with  lake  frontage.  Brant  Lake  approximately  25  miles 
•j  west  Lake  George,  about  two  miles  exit  25  Northway.  Two-story  house. 
¥ bin  siding,  wood  paneled  heated  living  room,  cathedral  ceiling.  Master 
•tom.  lavatory  and  small  bedroom  upstairs.  Small  bedroom,  bathroom. 
*-r  downstairs.  Fireplace  heatalator.  Kitchen,  automatic  dishwasher. 
« erator.  Full  cellar,  oil  burner.  Furniture  included.  Original  owner, 
o ct:  Bartholomew  Realty  Co..  15  Sherman  Ave.,  Glens  Falls,  N.Y.  12801. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


61ST  ST.,  115  EAST  PROFESSIONAL  MEDICAL  BLDG.  RECESSION 
special.  2 floors  available  3700  sq.  ft.  each.  For  sale  or  rent.  Ideal  for  large 
group  practice.  Private  elevator.  Reasonable  terms  available.  Call  Bruce 
Berlin.  Douglas  L.  Elliman  & Co.,  Inc.,  575  Madison  Ave.,  N.Y.  10022.  (212) 
371-2000. 


MEDICAL  OFFICE  TO  SHARE,  LYNBROOK,  EAST  ROCKAWAY,  LONG 
Island  Professional  area,  private  building.  Five  rooms,  completely  fur- 
nished. to  share  with  allergist.  Three  davs  and  evenings.  Call  (516  ) 599- 
2732. 


CHERRY  HILL.  NEW  JERSEY  SIX  ROOM  OFFICE  WITH  OVER  900  SQ 
ft.,  completely  apart  from  spacious  four-bedroom  home.  Huge  recreation 
room  with  fireplace,  formal  library.  Busy  corner  of  prestigious  area.  Close 
to  schools,  three  malls,  transportation  and  three  major  hospitals.  Great  op- 
portunity. Phila.  suburb.  Asking  $79,900.  Call  (609)  795-0781. 


FOR  SALE:  VERY  ACTIVE  GP  OFFICE  ESTABLISHED  30  YEARS.  OF- 
fice  building:  6 rooms  fully  equipped  and  ready  for  use.  plus  separate  resi- 
dence on  one  acre:  30  ft.  unusual  living  room,  3 bedrooms,  greenhouse.  Quiet 
residential  section  in  Wantagh,  L J.  Call  (516)  SU  5-1615. 


FIRST  SHOWING — WATERVIEW.  SANDS  POINT.  L.I  YOU  WILL  RE 
overwhelmed  approaching  this  magnificent,  new,  brick,  French  Normandy 
home.  Set  on  two  acre  knoll  overlooking  water,  it  clearly  bears  the  stamp  of 
prestige.  From  the  foyer  with  its  spiral  staircase  to  the  generously  propor- 
tioned rooms,  grace  and  elegance  combine  to  create  the  truly  perfect  home. 
Master  bedroom  suite  with  fireplace,  plus  5 bedrooms  and  4'>  baths.  Fam- 
ily room  with  fireplace.  3-car  garage  and  circular  driveway  complete  picture 
of  a trulv  breathtaking  home.  Must  be  seen.  Beach  rights.  $300,000.  (516) 
HU  7-9492. 


MEDICAL  BUILDING  IN  WHITESTONE.  INCLUDES  3'_  ROOM  IN- 
come  apartment,  newly  appointed  medical  suite  and  ancillary  downstairs  of- 
fice. Asking  $85,000.  Write  Dept.  476,  c/o  NYS-JM 


COMMACK.  L.I.  BRICK  COLONIAL  ON  ACRE.  DELUXE  4 BED- 
rooms.  2 j baths,  large  living  room  and  family  room.  Formal  dining  room, 
Florida  room  and  eat-in  kitchen.  Finished  basement,  two-car  garage.  Fully 
carpeted  with  many  extras.  Fully  landscaped.  Perfect  for  home  and  office. 
Convenient  to  schools  and  hospitals.  $60’s.  Owner  (516)  AN  6-5001. 


FOR  SALE:  BEAUTIFULLY  LANDSCAPED  CORNER  HOME  FOR  PHYSI- 
cian  who  wants  to  share  his  office  or  have  an  M.D.  tenant.  Four  bedrooms, 
4 baths,  full  cellar.  Perfect  condition.  Five  towns;  near  schools,  synagogues, 
churches,  shopping,  L.I. R.R.  $125,000.  (516)569-3433. 


FORTY  ACRES  SURROUND  THIS  ELEVEN  ROOM  COLONIAL  HOME. 
Center  hall  entrance,  five  bedrooms,  largo  kitchen,  2'j  baths,  and  glass  en- 
closed porch  insure  luxury  country  living.  Two  farm  size  barns  and  a trout 
stream  complete  the  setting.  Ninety  miles  north  of  New  York  City,  7 miles 
from  18  hole  golf  course,  only  two  miles  outside  of  Northern  Dutchess  town  on 
well  maintained  road.  Price  $149,000.  .After  4 p.m.  (914)  398-7352. 


WEST  ISLIP.  FOR  SALE:  HOME.  OFFICE;  FAMILY  PRACTICE  AVAIL 
able.  Or  rent  office  only.  Waterfront  property.  Practiced  17  years  on  this 
site.  Excellent  opportunity  for  newcomer  or  established  phvsician.  (516)  MO 
9-0222. 


OFFICE  FOR  SUBLEASE  TO  PSYCHOTHERAPIST  ONE  OR  TWO  DAYS  A 
week,  or  evenings  or  weekends.  F illy  equipped  consultation  and  waiting 
room  with  hotel  service.  Prestigious  address  across  from  the  Museum  of 
Natural  Historv.  Immediate  occupancy.  Lee  R.  Steiner,  Ph.D.  (212)  724- 
3110. 
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ROLE  OF  MEDICAL  DIRECTOR 
IN  SKILLED  NURSING  FACILITY 

A Seminar  for  Physicians,  Nursing  Service  Directors,  and 
Administrators  Concerned  About  Patient  Care  in  Skilled  Nursing 
Facilities. 

APRIL  4-5,  1975,  Concord  Hotel,  Kiamesha  Lake,  New  York 


Presented  by 

Medical  Society  of  the  State  of  New  York 
Committee  on  Aging  and  Nursing  Homes 


Seminar  Director : Marcelle  Bernard,  M.D. 

Bronx,  New  York 


PURPOSE 

To  identify  ways  in  which  medical  directors,  nursing 
service  directors,  and  administrators  can  engage  in 
a team  effort  with  attending  physicians  and  allied 
health  professionals  in  improving  patient  care  in 
skilled  nursing  facilities. 

To  share  ways  in  which  the  Medical  Director  role,  as 
a full-time  or  part-time  function,  can  be  feasibly 
implemented  in  a local  setting. 

To  explore  the  future  of  the  Medical  Director  role  as 
viewed  by  the  private  and  public  sectors. 

ACCREDITATION 

Appropriate  credits  will  be  sought  for  physicians  in 
Category  No.  1,  American  Medical  Association  Physician’s 
Recognition  Award  and  the  continuing  education  program 
of  the  American  Academy  of  Family  Physicians.  Continuing 
education  credit  will  also  be  sought  from  State  boards 
of  examiners  for  nursing  home  administrators. 

Registration  Fee — $25.00 
Developed  in  cooperation  with : 

Committee  on  Aging,  Council  on  Medical  Service,  American 
Medical  Association 

Health  Resources  Administration/HEW 
New  York  State  Department  of  Health 
New  York  State  Nurses  Association 

New  York  State  Chapter  of  American  College  of  Nursing  Home 
Administrators 

New  York  State  Health  Facilities  Association 
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NEW  YORK  STATE  APRIL  1975 
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New  York  City  Area  2 
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Buffalo  7 
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Rochester 8 

Suffolk  8 
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SUBSCRIPTION 
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NEW  YORK  CITY  AREA 


April  1 / May  13,  1975 

8:00  a.m.  Tuesdays 

Richmond  County  Chapter  American  Academy 
of  Family  Physicians 

Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

April  1 

DIABETES  MELLITUS 

RICHARD  HOFFMAN,  M.D. 

April  8 

HYPERTENSION 

ALBERT  MANISCALCO,  M.D. 

April  15 

CARCINOMA  OF  BREAST 

VINCENT  MONTANTI,  M.D. 

April  27 

CORONARY  ARTERY  DISEASE 

SALVATORE  SPATOLA,  M.D. 

April  29 

DUODENAL  ULCER 

WALTER  ROTHMAN.  M.D. 

May  6 

GENITOURINARY  INFECTION 

SIDNEY  KESSLER,  M.D. 

May  13 

BRONCHIAL  ASTHMA 

CONRAD  SCHROEDER,  M.D. 

CREDIT : Each  of  the  sessions  listed  above  equals  one 
prescribed  hr.  AAFP. 

For  further  information  contact  Sydney  Land,  M.D.,  Staten 
Island  Hospital,  at  above  address,  Tel:  212/447-6000. 


April  / May,  1975 

Institute  of  International  Medical  Education 

222  East  19th  Street 

FRONTIERS  OF  MEDICINE 

A series  of  lectures  on  recent  advances  in  Medicine,  Surgery 
and  the  Specialties,  primarily  intended  for  the  practicing 
physician,  with  open  forum  discussion  between  faculty  and 
participants. 


April  7 / July  11,  1975 

Institute  of  International  Medical  Education 

222  East  19th  Street 

CLINICAL  MEDICINE  CURRICULUM 


Primarily  intended  for  candidates  for  ECFMG,  State  Board  and 
FLEX  examinations.  The  course  content  is  based  on  the 
subject  outline  suggested  by  the  National  Board  of  Medical 
Examiners  for  the  Part  II  Board  examination,  and  by  the 
Educational  Commission  for  Foreign  Medical  Graduates. 

For  further  information  on  either  of  the  above  programs 
contact  Natale  Colosi,  Ph.D.,  Director,  Institute  of  Internationa 
Medical  Education,  222  East  19th  Street,  New  York  10003. 
Tel:  212/677-4728. 

— 

April  1 / 29,  1975 

- 

Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

Basement  Conference  Room  (North  Building) 

April  1,  10:00— 11:00  a.m. 


ANTICOAGULANT  THERAPY 


EMANUAL  E.  MANDEL,  M.D. 
Downstate  Medical  Center 


April  2,  10:00 — 1 1:00  a.m. 

THYROID  TODAY 

V.  WEINSTEIN,  M.D. 

Wyckoff  Heights  Hospital 

April  8,  10:00—  1 1:00  a.m. 

MANAGEMENT  OF  MARITAL  PROBLEMS 


RAYMOND  NADELL,  M.D. 
Downstate  Medical  Center 


April  1 1,  10:30—  1 1:30  a.m. 

LEAD  POISONING  IN  CHILDREN 


RANESH  JHAVERI,  M.D. 
Brooklyn  Jewish  Hospital 


April  15,  10:00—  1 1:00  a m. 

TOPICAL  TREATMENT  (Or  What  the  Detail 
Man  Didn’t  Tell  You) 

YELVA  L.  LYNFIELD,  M.D. 

Brooklyn  Veterans  Administration  Hospital 

April  16,  10:00—  1 1:00  a.m. 

NEW  CONCEPTS  IN  CONNECTIVE 
TISSUE  DISEASE 


LEE  BARTHOLOMEW,  M.D. 
Albany  Medical  College 


April  22,  10:00—  1 1:00  a.m. 


I ll^ 


NEPHROTIC  SYNDROME 

MORRELL  M.  AVRAM,  M.D. 

Nephrology  Long  Island  College  Hospital 

April  23,  10:00—  1 1:00  a.m. 

QUALITATIVE  PLATELET  DEFECT 

WILLIAM  STEIER,  M.D. 

Brookdale  Hospital 

April  29.  10:00— 11:00  a.m. 

HEMATOLOGY 

FRED  ROSNER,  M.D. 

Queens  Hospital  Center 


’ liK 


I "Be 
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For  further  information  on  any  of  the  above  conferences 
contact  Dr.  V.  J.  Adams,  Director  of  Medical  Education, 
Wyckoff  Heights  Hospital.  374  Stockholm  Street,  Brooklyn 
Tel:  212/456-8200.  ext.  352. 

April  1 / 23,  1975 

New  York  Academy  of  Medicine 

2 East  103rd  Street 

April  1,  7:30  p.m. 

Section  on  Dermatology  & Sy philology 

STEROIDS  AND  THE  SKIN 

Moderator  & Chairman 

LILIANNA  S.  SAUTER,  M.D. 

New  York  Medical  College 

Sebaceous  Gland  Studies  in  Acne  and 
Endocrine  Disorders 

PETER  E.  POCHI,  M.D 

Boston  University  School  of  Medicine 

Biologic  Activity  and  Metabolism  of 
Androgenic  Hormones 

WILLIAM  D.  DRUCKER,  M.D. 

New  York  University  School  of  Medicine 

Racial  Use  of  Systemic  Corticosteroids  in 
Dermatology 

RICHARD  L.  DOBSON,  M.D. 

SUNY,  Buffalo 

Factors  Enhancing  Efficacy  of  Topical 
Corticosteroids 

HOWARD  I.  MAIBACH,  M.D. 

University  of  California  Medical  School 

Panel  Discussion 

Subscription  dinner  6:30  p.m. — Cocktails  6:00 


April  7,  Monday,  7:30  p.m. 

Section  on  Orthopedic  Surgery 

MANAGEMENT  OF  THE  CONGENITAL 
DEFORMITIES  OF  THE  HAND 

Moderator 

HENRY  H.  SPRAGUE,  M.D. 

Papers: 

Guidelines  for  Timing  Reconstruction 

RICHARD  G.  EATON,  M.D. 

Columbia  University  College  of  P & S 

Recent  Advances  in  Surgery  for  Congenital 
Deformities 

ARTHUR  J.  BARSKY,  M.D. 

Albert  Einstein  College  of  Medicine 

Congenital  Absence  of  Forearm  Bones 

L.  RAMSAY  STRAUB,  M.D 
Cornell  University  Medical  College 

Index  Ray  Repositioning  for  Thumb  Agenesis 


J.  WILLIAM  LITTLER,  M.D. 

The  Roosevelt  Hospital 

Hand  Problems  in  Arthrogryposis  Multiplex 
Congenita 

ROBERT  E.  CARROLL.  M.D. 

Columbia-Presbyterian  Medical  Center 

Subscription  Dinner  6:30  p.m. — Reception  6:00. 


April  10,  Thursday,  8:00  p.m. 

The  Harvey  Society  in  affiliation  with  the  New 
York  Academy  of  Medicine 

Rockefeller  University 
York  Avenue  & 66th  Street 

DISSECTING  THE  GENOME  OF  A SMALL 
TUMOR  VIRUS 

DANIEL  NATHANS.  M.D. 

Johns  Hopkins  University 


April  21,  Monday,  8:00  p.m. 

Section  on  Ophthalmology 

COMPUTERIZED  TOMOGRAPHY  (EMI 
SCANNER)— A REVOLUTIONARY 
APPROACH  TO  ORBITAL  DIAGNOSIS 

SADEK  HILAL,  M.D. 

Columbia  University  College  of  P & S 

STEPHEN  L.  TROKEL,  M.D. 

Columbia  University  College  of  P & S 

The  Charles  H.  May  Memorial  Lecture 

CYSTOID  APHAKIC  MACULAR  EDEMA 

CHARLES  J.  CAMPELL,  M.D. 

EDWARD  S.  HARKNESS,  M.D. 

Columbia  University  College  of  P & S 

Subscription  Dinner  7:00  p.m. — Reception  6:00 


April  23,  Wednesday,  8: 15  p.m. 

Section  on  Historical  Medicine 

GEORGE  GERSHWIN— ILLUSTRIOUS  LIFE 
AND  TRAGIC  DEATH 

LOUIS  CARP,  M.D. 

Goldwater  Memorial  Hospital 

Subscription  Dinner  7:15  p.m. — Reception  6:15 


April  2 & 16,  1975 

April  2,  Wednesday 
4:00 — 5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room,  1625  St.  Peters  Avenue 
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Bronx 

DRUGS-IMMUNOLOGIC,  ANTIMETABOLIC 

FRANK  MUGGIA,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  1 % hrs  AAFP 


April  16,  Wednesday 

SCANS,  ISOTOPES,  X-RAY 

M.  DONALD  BLAUFOX,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  V/2  hrs  AAFP 


April  3 / 24,  1975 

11:30  a.m.  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

April  3 

ENDOSCOPY 

DR.  ZAWAHIR 

FORENSIC  MEDICINE 

DR.  A.  ROSENTHAL 
April  17 

BLOOD  COAGULATION 

DR.  NADROWSKI 

NO  FEE  CREDIT:  1 hr  AAFP  for  each  lecture 

For  further  information  contact  Williamsburgh  General 
Hospital,  Director  of  Medical  Education,  at  above  address, 
Tel:  212/455-9000. 


April  3,  10,  17,  24,  1975 

5:00 — 6:30  p.m.  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

RECENT  ADVANCES  IN  KIDNEY 
DISEASE  AND  ACID  BASE  BALANCE 

MARVIN  F.  LEVITT,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50.00  CREDIT:  AMA  Award  Cat.  1 


April  17  & 18,  1975 

9:00  a.m. — 3:00  p.m.,  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

RETINAL  DETACHMENT  AND  VITREOUS 


SURGERY 

DAVID  B.  KARLIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50.00  CREDIT:  AMA  Cat.  1 Award 
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April  25  / 29,  1975 

9:00  a.m. — 5:00  p.m.,  Friday — Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

CELL  PATHOLOGY  AND  SYSTEMIC 
NUCLEAR  MALIGNANCY  ASSOCIATED 
CHANGES  (MAC)  IN  TISSUES  AND 
SMEARS 

HERBERT  E.  NIEBURGS,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $250.00  CREDIT:  AMA  Cat  1 Award 


April  25,  1975 

9:00  a.m. — 5:00  p.m.  Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

DIAGNOSIS  AND  TREATMENT  OF 
PERINATAL  DISORDERS 

KARLIS  ADAMSONS,  JR.,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75.00  CREDIT:  AMA  Cat.  1 Award 


April  3,  1975 

5:00  p.m.,  Thursday 

Downstate  Medical  Center 
SUNY 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

Richard  A.  Rendich  Memorial  Lecture 

RADIOLOGY  OF  VISCERAL  VEINS 

MANUEL  VIAMONTE,  JR„  M.D. 

University  of  Miami  School  of  Medicine 

For  further  information  contact  Evelyn  Potter,  Director  of  Pub- 
lic Affairs  at  above  address,  11203,  Tel:  212/270-1176. 


April  5 / 26,  1975 

Hospital  for  Joint  Diseases  & Medical  Center 

1919  Madison  Avenue 
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April  5,  Saturday 

BIOMECHANICS  SYMPOSIUM 

April  12,  Saturday,  (9:00- 10:30  a m.) 

TREATMENT  OF  A-C  DISLOCATION 

MURRAY  BURTON,  M.D. 

Hospital  for  Joint  Diseases 

SPORTS  INJURIES  TO  THE  UPPER 
EXTREMITY— TENNIS  ELBOW 

ROBERT  NIRSCHL,  M.D. 

Georgetown  University  Medical  Center 

April  19,  Saturday 

SCOLIOSIS  SYMPOSIUM 

April  26,  Saturday  (9:00- 10:30  a.m.) 

TREATMENT  AND  DIFFERENTIAL 
DIAGNOSIS  OF  GIANT  CELL  TUMORS 

CRAWFORD  CAMPBELL,  M.D. 

Albany  Medical  Center  Hospital 

EXPERIENCE  WITH  RADIAL  NERVE 
LACERATIONS 

CRAWFORD  CAMPBELL,  M.D. 

Albany  Medical  Center  Hospital 


April  7,  1975 

8:30  p.m.,  Monday 

:ederation  of  American-European  Medical 
Societies,  Inc. 

Jew  York  Academy  of  Sciences 
East  103rd  Street 

SEIZURES:  TRENDS  IN  DIAGNOSIS  AND 
TREATMENT 

STEFAN  SHANZER,  M.D. 

Mount  Sinai  School  of  Medicine 

REHABILITATION  OF  CARDIACS 

VOJIN  N.  SMODLAKA,  M.D. 

Methodist  Hospital 

April  7/9,  1975 

4:00  p.m. 

few  York  University  Medical  Center 

50  First  Avenue 

THE  MANAGEMENT  OF  THE  INFANT 
CRITICALLY  ILL  WITH  HEART  DISEASE 

For  further  information  contact  Eugenie  F.  Doyle,  M.D.,  New 
York  University  School  of  Medicine,  at  above  address,  Tel: 
212/679-3200. 


\pril8,  1975 

9:00  p.m.,  Tuesday 

lueens  District  Branch  of  the  American 
sychiatric  Association 


Auditorium 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

IMPLICATIONS  OF  DRUG  TREATMENT 
FOR  THE  SOCIAL  REHABILITATION  OF 
SCHIZOPHRENIC  PATIENTS 

DAVID  M ENGELHARDT,  M.D. 

Downstate  Medical  Center 

For  further  information  contact  Irving  J.  Farber,  M.D.,  144-30 
Coolidge  Avenue,  Jamaica,  14435.  Tel:  212/739-6655. 


April  9 / 10,  1975 

American  Academy  of  Compensation  Medicine, 
Inc. 

Summit  Hotel 

51st  Street  & Lexington  Avenue 

Arteriosclerotic  Heart  Disease 
Injuries  of  the  Hand 
Occupational  Dermatitis 

* Luncheon  April  9 will  feature  a prominent  speaker. 

* Luncheon  April  10  will  feature  an  open  discussion  of 
compensation  medicine  issues. 

NO  FEE  for  symposium.  Luncheon — $12.00  each  day. 
Deadline  for  luncheon  reservations  is  April  2,  1975. 

For  further  information  and  reservation  forms  write  to  The 
American  Academy  of  Compensation  Medicine,  Inc.,  Box  336 
Murray  Hill  Station.  New  York  10016.  Tel:  212/679-3200. 
ext.  3026 


April  10,  1975 

8:00-p.m. — 10:00  p.m.,  Thursday 

The  Albert  Einstein  College  of  Medicine 

1300  Morris  Park  Avenue 
Bronx 

TREATMENT  OF  SEXUAL  DYSFUNCTION 

LEON  SALZMAN,  M.D. 

CREDIT:  2 hrs.  Cat.  1 by  AAFP. 

For  further  information  and  registration  contact  Mrs.  Frieda 
Fagin,  Albert  Einstein  College  of  Medicine,  at  above  address, 
Bronx  10461.  Tel:  212/430-2822. 


April  12,  1975 

Columbia  University  College  of  P & S 

630  West  168th  Street 

PRACTICAL  ASPECTS  OF  INTRA-AORTIC 
BALLOON  PUMPING 

under  the  direction  of 
DAVID  BREGMAN,  M.D. 

This  workshop  stresses  the  practical  knowledge  necessary 
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for  the  clinical  application  of  intra-aortic  balloon  pumping  in 
the  coronary  care  unit,  the  cardiac  catheterization  laboratory, 
the  operating  room,  and  the  recovery  room.  Emphasis  will 
be  placed  upon  patient  selection  and  details  of  patient 
management  during  circulatory  assistance.  Recent 
advances  in  the  care  of  medical  and  surgical  patients  will  be 
discussed.  Information  needed  for  clinical  decisions  will  be 
stressed.  Laboratory  and  bedside  instruction  will  be 
available. 

FEE:  $125.00 

For  further  information  and  application  write  to  Jose  M. 

Ferrer,  Jr.,  M.D.,  Associate  Dean,  Columbia  University, 
College  of  P & S,  at  above  address,  New  York  10032. 

April  15,  1975 

New  York  Metropolitan  Regional  Medical 
Program 

New  York  Academy  of  Medicine 
2 East  103rd.  Street 

DEVELOPING  AND  MANAGING 
COMMUNITY  PROGRAMS  FOR  THE 
CONTROL  OF  HYPERTENSION 

The  program  has  been  designed  for  professional  and 
administrative  personnel  from  a variety  of  settings  who  are  or 
expect  to  be  involved  with  the  operation  of  hypertension 
control  programs.  Emphasis  will  be  placed  on  the  systems 
approach  to  hypertension  control  rather  than  the 
management  of  individual  patients. 

FEE:  $10,00  will  include  lunch  and  refreshments. 

Registration  will  be  by  mail  only,  and  must  be  received  by 
April  1,  1975. 

For  further  information  contact  Mrs.  Beatrice  Bablove, 
Assistant  Director  for  Communication,  New  York  Metropolitan 
Regional  Medical  Program,  2 East  103rd  Street,  New  York, 
10029.  Tel:  212/427-4100. 


April  16,  1975 

Mercy  Hospital  1000  North  Village 

Rockville  Centre 

9:00  a.m.,  Wednesday 

MEDICAL  CAUSES  OF  POST  OPERATIVE 
SHOCK  AND  MANAGEMENT 

CHARLES  C.  WOLFERTH,  JR.,  M.D. 

Hahnemann  Medical  College  and  Hospital 

NO  FEE 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 

WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York, 


420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone- 
(516)  488-6100.  This  is  a free  service. 


April  17,  1975 

5:00  p.m.,  Thursday 

The  New  York  Hospital  Cornell  Medical  Center 

525  East  68th  Street 

Rogosin  Seminars  in  Nephrology  1975 

CLINICAL  LESSONS  FROM  THE 
TRANSPLANT  REGISTRY 

JOHN  J.  BERGAN,  M.D. 

Northwestern  University 

For  further  information  contact  E.  Lovell  Becker,  M.D., 
Professor  of  Medicine,  The  New  York  Hospital — Cornell 
Medical  Center,  at  above  address,  New  York,  10021. 


April  17,  1975 

7:00  p.m.,  Thursday 

New  York  & New  Jersey  Components  of  the 
American  Dental  Society  of  Anesthesiology 

Luchow’s  Restaurant 
110  East  14th  Street 

KETAMINE  FOR  GENERAL  ANESTHESIA 
AND  INTRAVENOUS  SEDATION  IN 
DENTISTRY 

SIMON  HALEVY,  M.D. 

Columbia  Presbyterian  Hospital 

PHILIP  HOWARD,  D.M.D. 

Elmhurst  City  Hospital 

For  further  information  contact  Dr.  Bernard  Scheuer,  25 
West  57th  Street,  New  York. 


April  18,  1975 

8:30  p.m.,  Friday 

The  New  York  Semmelweis  Scientific  Society 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street 
Rm  441. 

NEW  TRENDS  IN  TREATMENT  OF 
DEPRESSIONS 

THOMAS  A.  BAN,  M.D. 

McGill  University 

RECENT  PROGRESS  IN  THE  THERAPY 
OF  ADVANCED  CARCINOMA  OF  THE 
BREAST. 

JOHN  S.  KOVACH,  M.D. 

Columbia  University  College  of  P & S 

For  further  information  contact  Joseph  J.  Fried,  M.D.,  5 We 
86th  Street,  New  York,  10024.  Tel:  212/Tr-7-7188. 


April  21,  1975 

8:15  p.m.,  Monday 

Psychoanalytic  Association  of  New  York 
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Einhorn  Auditorium 
Lenox  Hill  Hospital 
131  E.  76th  Street 

FREUD  AND  THE  IDEA  OF  A 
UNIVERSITY 

(LEONARD  SHENGOLD,  M.D. 

Downstate  Medical  Center  (SUNY) 

NO  FEE 


April  23,  1975 

8:30-10:00  p.m. 

Postgraduate  Center  For  Mental  Health 

124  East  28th  Street 

SPECIAL  FOCUSING  TECHNIQUES  WITH 
PSYCHOSOMATIC  PROBLEMS  AND  THE 
USE  OF  MEDICATION— PART  II 

JOHN  C.  NEMIAH,  M.D. 

Harvard  Medical  School 

SARA  SHEINER,  M.D. 

Specialty  Training  Program  in  Psychoanalytic  Medicine 
MORTON  B.  CANTOR.  M.D. 

Specialty  Training  Program  in  Psychoanalytic  Medicine 

CHOGYAM  TRUNGPA  RINPOCHE 
Tibetan  Buddhist  Training  Center  (Vermont) 


April  27  / 30,  1975 

Sunday — Wednesday 
April  27,  9:00  a m.  registration 

International  Oculoplastic  Society  Congress 

The  Waldorf-Astoria  Hotel 

First  International  Oculoplastic  Congress 

For  further  information  contact  the  International  Oculoplastic 
Society  Congress.  Organizing  Committee,  32  East  64th 
Street,  New  York  10021. 


April  29,  1975 

Tuesday 

Queens  Hospital  Center 
affiliated  with  Long  Island  Jewish  Hillside 
Medical  Center,  Catholic  Medical  Center, 

Health  Sciences  Center/SUNY 

Queens  Hospital  Center 
'’64  Street 
Jamaica 

RADIOLOGICAL  DIAGNOSIS  AND 
TREATMENT  OF  BREAST  DISEASES 

Chairman 

JACOB  DORFMAN,  M.D. 

School  of  Medicine,  SUNY 

FEE:  $25.  (includes  lunch  and  coffee  break) 

CREDIT:  7 hrs  AMA  Cat.  1 for  Physician's  Recognition 

Award. 


For  further  information  contact  Ms.  Loree  Garfield,  New  York 
Medical  College,  Flower  & Fifth  Avenue  Hospitals,  Fifth  Ave- 
nue at  106  Street,  10029. 


BUFFALO  AREA 


April  3 / 24,  1975 

7:30 — 9:30  p.m.  Thursdays 

Continuing  Medical  Education 
School  of  Medicine  (SUNY) 

Buffalo 

CLINICS  IN  PHYSICAL  EXAMINATION  OF 
THE  CARDIAC  PATIENT  AND 
ARRHYTHMIA  WORKSHOPS 

CREDIT:  approved  by  the  Council  on  Medical  Education  of 
the  AMA  and  AAFP. 

For  further  information  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo.  14214,  Tel:  716/831-5526. 


April  4,  1975 

8:15-a.m. — 5:00  p.m.,  Friday 

Department  of  Biochemistry 
School  of  Medicine  (SUNY) 

Buffalo  General  Hospital 
Hamlin  House  Auditorium 

WHAT’S  NEW  ABOUT  THE  ADRENAL 
CORTEX? 

CREDIT:  7 Prescribed  hrs.  AAFP  & approved  for  credit  by  the 
Council  on  Medical  Education  AMA. 

For  further  information  and  registration  contact  Continuing 
Medical  Education  2211  Main  Street,  Buffalo,  14214.  Tel: 
716/831-5526. 


April  17  / 24,  1975 

Continuing  Medical  Education 
School  of  Medicine  (SUNY) 

Buffalo 
April  17 

NUCLEAR  MEDICINE  FOR  THE 
PRACTICING  PHYSICIAN 

April  19 — 20 

ANESTHESIOLOGY 

April  23—24 

SEXUALITY  AND  CONTRACEPTION 

For  further  information  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  14214.  Tel:  716/831-5526. 
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April  25  / 26,  1975 

State  University  of  New  York 
Faculty  of  Health  Sciences 
School  of  Nursing 

Buffalo 

ETHICAL  DILEMMAS  AND  HEALTH 
CARE  DELIVERY 

For  further  information  contact  Mila  A.  Aroskar,  Associate 
Professor,  School  of  Nursing  SUNYAB,  Buffalo,  14214. 


KIAMESHA  LAKE 


April  4 / 5,  1975 

Medical  Society  of  the  State  of  New  York 
Committee  on  Aging  and  Nursing  Homes  in 
cooperation  with  AMA  and  HEW. 

Concord  Hotel 
Kiamesha  Lake,  New  York 

ROLE  OF  MEDICAL  DIRECTOR  IN 
SKILLED  NURSING  FACILITY 

A seminar  for  physicians,  nursing  service  directors  and 
administrators  concerned  about  patient  care  in  skilled  nursing 
facilities. 

PURPOSE: 

1)  To  identify  ways  in  which  medical 
directors,  nursing  service  directors,  and 
administrators  can  engage  in  a team 
effort  with  attending  physicians  and  allied 
health  professionals  in  improving  patient 
care  in  skilled  nursing  facilities. 

2)  To  share  ways  in  which  the  Medical 
Director  role,  as  a full-time  or  part-time 
function,  can  be  feasibly  implemented  in 
a local  setting. 

3)  To  explore  the  future  of  the  Medical 
Director  role  as  viewed  by  the  private  and 
public  sectors. 

4)  To  help  physicians  organize  permanent 
State  and  local  work  groups  that  would 
have  the  continuing  responsibility  for 
upgrading  medical  services  in  nursing 
homes. 

FEE:  $25.00 

CREDIT:  Appropriate  credits  will  be  sought  for  physicians  in 
Category  No.  1,  AMA  Physician's  Recognition  Award  and  the 
continuing  education  program  of  the  AAFP.  Continuing 
education  credit  for  nursing  home  administrators,  applied  for. 


ROCHESTER  AREA 

April  10,  11  & 12,  1975 

Highland  Hospital  and  the  University  of 
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Rochester  Medical  School 
COLPOSCOPY  COURSE 

Conducted  by 

The  American  Society  for  Colposcopy  and  Colpomicroscopy 

For  further  information  contact  Dr.  George  C.  Trombetta, 
Highland  Hospital,  Rochester,  14620. 


SUFFOLK  COUNTY 


April  10  & 11,  1975 

The  South  Oaks  Foundation  in  conjunction  with 
The  Dept,  of  Psychiatry  Health  Sciences 
Center  SUNY  at  Stony  Brook 

South  Oaks  Hospital 

Sunrise  Highway  & County  Line  Road 

Amityville 

Fifth  Annual  Industrial  Medicine  Conference 

RETIREMENT— AN  INDUSTRIAL  AND 
COMMUNITY  CHALLENGE 

NO  FEE 

CREDIT:  AMA  Cat  2 for  Physician’s  Recognition  Award.  9 
hrs.  AAFP  10  hrs. 


WESTCHESTER  COUNTY 


April  10,  1975 

9:00  a.m.,  Thursday 

St.  Joseph’s  Hospital  (Solarium) 

1 27  South  Broadway 
Yonkers 

THE  NATURAL  HISTORY  OF 
GLOMERULONEPHRITIS 

KURT  LANG,  M.D. 

New  York  Medical  College 

CREDIT:  AAFP  approved  academic  credit. 

* Supported  by  a grant  from  the  Merck  Sharp  & Dohme 
Postgraduate  Program. 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  at  above  address,  10701,  Tel:  914/965- 
6700. 


April  11  / 25,  1975 

8:00  a.m. — 9:00  a m. 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

April  1 1 

CLINICAL  APPROACH  TO  THE 
INFERTILE  COUPLE 

MILTON  ROSENBERG,  M.D. 

April  18 

I 


RADIOLOGIC  SCANNING 

IRA  LANGER.  M.D. 

April  25 

RADIOLOGY  OF  THE  Gl  TRACT 

IRA  LANGER,  M.D. 

NO  FEE  CREDIT:  23  hrs  Class  I AAFP 

For  further  information  contact  Dorothy  S Lane,  M.D  , 

„ Director  of  Medical  Education,  Brookhaven  Memorial  Hospital, 
Patchogue.  11772.  Tel:  516/475-5000.  ext.  452. 


April  26,  1975 

8:30  a m. — 5:00  p m..  Saturday 

New  York  Medical  College 

Mental  Retardation  Building 

Grasslands 

Valhalla 

UROLOGY  FOR  THE  NON-UROLOGIST 

CREDIT:  6 hrs  prescribed  credit  by  AAFP  The  course 
accepted  in  conjunction  with  Westchester  County  Academy 
of  Family  Physicians. 

For  further  information  contact  Paul  Tucci,  M.D.,  Stevens 
Medical  Arts  Building,  105  Stevens  Avenue,  Mount  Vernon, 
N Y.  Tel:  914/MT-8-2682. 


OUT  OF  STATE 


April  12  / 13,  1975 

Temple  University  Medical  School 

Henry  Avenue 
Philadelphia,  Pa. 

SEXUAL  DYSFUNCTION:  A BEHAVIOR 
THERAPY  WORKSHOP 

Two  day  workshop  to  teach  physicians  and  mental  health 
professionals  how  to  handle  sexual  complaints  in  their 
practice  using  concrete  behavioral  methods. 

ne 

For  further  information  contact  Ms.  B.  J.  Foster,  Temple 
Department  of  Psychiatry,  c/o  E.P.P.I.,  Henry  Avenue, 
Phadelphia.  Pa.  19129. 

* The  Princeton  Center  for  Behavioral  Consultation  will 
sponsor  this  program  in  Atlanta  (April  18 — 19,  1975);  Boston 
(May  3—4,  1975);  Chicago  (May  10—11,  1975);  and  Miami 
Beach  (May  16 — 17,  1975).  For  information  on  these 
workshops,  write  to  Ms.  Debora  Phillips,  Princeton  Center  for 
Behavioral  Consultation,  53  Wilton  Street,  Princeton,  N.J 
08540. 


April  17,  1975 

10:00  a.m.,  Thursday 

American  Cancer  Society 
Vermont  Division,  Inc. 

Sugarbush  Inn 


Warren,  Vermont 

EVALUATION  AND  MANAGEMENT  OF 
BREAST  CANCER 

Guest  Speaker 

GEORGE  CRILE,  M.D. 

For  further  information  contact  G Stephen  Brown,  M.D., 
Clinical  Director,  Vermont  Regional  Cancer  Center,  Medical 
Center  Hospital  of  Vermont,  Burlington,  Vt. 


OUT  OF  THE  U.S.A. 


April  2,  1975 

McMaster  University  Medical  Centre 

1200  Main  Street  W. 

Hamilton,  Ontario  L8S4J9 
Canada 

RECENT  ADVANCES  IN  THE 
NEUROSCIENCES  AND  THEIR 
RELEVANCE  TO  CLINICAL  PRACTICE 

For  further  information  contact  Dr.  Andrew  Talalla,  Associate 
Professor  (Neurological)  Department  of  Surgery,  McMaster 
University  Medical  Center,  at  above  address 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT;  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N Y.  14411.  Tel.  716/589-7117. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gy n needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  and 
Ob/Gyn  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  3 1 5/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 
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CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass’t.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen’s  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunity  for  private  referrals  from  Pediatric  Staff. 

CONTACT:  Gerald  M.  Blum,  M.D.,  Chief,  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brooklyn,  N.Y.  11238.  Tel.  212/240- 
1701. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 


group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CATO,  N.Y.,  Cauyga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 


COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O’Connor  Hospital,  Andes 
Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.’s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N.Y.  14901.  Tel:  607/734-5117. 
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ELMIRA,  N Y , Chemung  County.  Internist  wanted  for  group 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  N Y.  14901.  Tel:  607/734-8624. 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr.  Robert  L.  Beard.  Ass  t.  Adm.,  Arnot-Ogden 
Memorial  Hospital.  Elmira,  N.Y.  14901.  Tel:  607/737-4100. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group 

CONTACT:  Mr  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HAMILTON,  N.Y.,  Madison  County.  FPs  or  Internists  needed  for 
innovative  rural  health  center  adjacent  to  community  hospital. 

CONTACT:  N.  Cara  Ackerman,  Director,  Community  Memorial 
Hospital,  Hamilton.  N.Y.  13346.  Tel:  315/824-1100 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  TeL  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850  Tel- 
607/274-4444. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  Internist  and  F.P ./ 
for  Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Director,  Jamestown 
Medical  Clinic,  103  Allen  Street,  Jamestown,  N.Y.  14701. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.'s  and  Family 
Physicians  to  practice  in  a group  format. 

CONTACT:  Mr  Ronald  J.  Fryzel,  Adm.  Ass't.,  Jamestown 
General  Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 
Tel:  716/484-1161. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847  Tel:  518/624-2111. 


MAHOPAC,  N.Y.,  Putman  County.  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac.  N.Y  10541.  Tel:  914/628- 
3473. 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


MASSENA,  N Y.,  St.  Lawrence  County.  Family  Physicians 
needed.  Prosperous  Northern  New  York  Rural  industrial 
community  with  good  hospital. 

CONTACT:  John  Clough,  M.D.,  176  Maple  Street,  Massena, 
N.Y.  13662.  Tel:  315/769-6227. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  Internist  and 

F.P.’s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
716/798-2000. 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  Physicians. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of 
Commerce,  Inc.,  116  Park  Ave.,  Mechanicville,  N.Y.  12118 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NEW  YORK  CITY.  General  or  Orthopedic  Surgeon. 

CONTACT:  John  Stump,  M.D.,  Veterans  Administration,  O.P.D. 
7th  Avenue  and  24th  St.,  New  York,  N.Y.  Call  before  9 am 
212/620-6588  or  5595. 
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NEW  YORK  CITY.  Emergency  Room  Board  Eligible/Certified 
(preferably  Surgeon)  for  small  hospital. 

CONTACT:  Stanley  Reichman,  M.D.,  Hospital  for  Joint 

Diseases,  1919  Madison  Avenue,  New  York,  N.Y.  10035  (send 
resume). 


NEW  YORK  CITY.  Board/Cert/Elig.  Physician  with  cardiology 
background  to  work  in  occupational  medicine.  Modern 
facilities. 

CONTACT:  Mr.  Henry  Leonard,  20  E 49th  Street,  10017. 


NEW  YORK  CITY.  Part  time  Board  Elig/Cert.  Internist  who  would 
be  willing  to  work  in  comprehensive  alcoholism  treatment 
center,  inpatient  service  and  outpatient  clinic  and  halfway 
house. 

CONTACT:  Sheldon  Zimberg,  M.D.,  Hospital  for  Joint  Diseases, 
1919  Madison  Avenue,  New  York,  N.Y.  10035.  (by  letter  only) 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph’s  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  Specialists  in 
Ophthalmology,  Pediatrics,  Internal  Medicine  and  Family 
Medicine. 

CONTACT:  Administrator,  A.  Barton  Hepburn  Hospital, 
Ogdensburg,  N.Y.  13369.  Tel:  315/393-3600. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 


Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 
Mary’s  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists, 
Pediatricians  and  Ob/Gyn’s  for  Health  Center  (a 
comprehensive  health  care  plan  featuring  prepayment  and 
fee  for  services). 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir.  Northeast  Health 
Center,  1171  Culver  Rd.,  Rochester.  N.Y.  14609.  Tel: 
716/482-4300. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 
CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
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9W,  Saugerties,  N Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE.  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
NY.  12302  Tel:  518/346-7748 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed 
Two  Internists  and  a Pediatrician  tor  Tri  Town  area 

CONTACT:  Mr.  E.  B.  Watson,  Pres  . Board  of  Managers:  or  Mr 
J.  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  N Y. 
13838.  Tel:  607/563-9934. 


SODUS,  N Y.,  Wayne  County.  Family  Physician  Internist. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir , Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N Y. 

14551.  Tel:  315/483-9136. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or 
Pediatrician.  Guarantee  available 

CONTACT:  Arthur  E.  Fisher.  D.D.S.,  Adm  Myers  Community 
Hospital.  Sodus,  N Y.  14551.  Tel:  315/483-9161 


STAMFORD,  N.Y.,  Delaware  County  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT:  Everett  Forman,  M.D.,  Stamford,  N Y.  12167.  Tel: 
607/652-7324. 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certified  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 
Stamford,  N Y.  12167.  Tel:  607/652-7312. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


UTICA,  N.Y.,  Oneida  County  needs  F.P.'s  Pediatricians  and 
Internists 

CONTACT:  Reynold  S.  Golden,  M.D.,  2206  Genesee  Street, 
Utica,  N.Y.  13502.  Tel:  315/735-5261. 


WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County  Family  M.D.'s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm  , Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr  Fred  A Kauffman.  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly.  N.Y.  14892.  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St  . Jamestown,  N.Y  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


OVERSEAS  NEED — Doctors  in  all  specialties  needed  to  serve 
overseas  with  MEDICO,  a service  of  CARE.  Two-year 
positions  on  teams  with  salary,  benefits,  travel  expenses. 
Also  one-month  volunteers. 

CONTACT:  Mr.  Leonard  J.  Coppold,  Dir.,  Contract  Personnel, 
CARE  MEDICO,  660  First  Avenue,  New  York,  N.Y.  10016. 

Tel:  212/686-3110. 

CARE/MEDICO — Needed  immediately  is  a Public  Health  Doctor 
and  two  Public  Health  Nurses  to  work  in  Kontum  S.V.  Also 
required  is  an  Internist  to  serve  with  16-member  Medico  team 
in  Indonesia  under  two-year  contract. 

CONTACT:  Leonard  J.  Coppold,  at  the  above  address. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place- 
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merit  Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 


FAMILY  PHYSICIANS: 

CANAJOHARIE,  N.Y.,  Montgomery  County  needs  a Family  Physi- 
cian. For  further  information  contact  Major  John  L.  Tooker, 
Canajoharie,  Tel:  518/673-5512. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  For  further  information  con- 
tact Donald  R.  Gibbs,  M.D.,  Cortland  Tel:  607/756-9941. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  12983.  Tel: 
518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician. 

CONTACT:  Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospi- 
tal, 37  N.  Chemung  Street,  Waverly  14892.  Tel:  607/565- 
2861. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 


ANTHESIOLOGIST 

CARTHAGE,  N.Y.  Jefferson  County  needs  an  Anethesiologist. 

CONTACT:  George  Nuffer,  M.D.,  Carthage  Area  Hospital,  West 
Street  Rd„  Carthage,  13619,  Tel:  315/493-1000. 


ENT 

AUBURN,  N.Y.  Cayuga  County  needs  an  ENT,  Family  Physicians 
and  an  Ob/Gyn.  For  further  information  contact  Mr.  Charles 
Hicks,  Director  of  Physicians'  Procurement  Committee,  157 
Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 

AMSTERDAM,  N.Y.  Montgomery  County  needs  an  ENT.  For 
further  information  contact  Sister  Mary  Theresa,  Adm.,  St. 
Mary's  Hospital,  Amsterdam,  12010. 


DIRECTOR  OF  COMMUNITY  MEDICINE 

FLUSHING,  N.Y.  Queens  County  needs  a Director  of  Community 
Medicine.  Looking  for  a physician  who  is  specialized  in  Gen- 
eral Surgery,  Public  Health,  Pediatrics,  Internal  Medicine  or 


Family  Practice.  For  further  information  contact  Mr.  Philip 
Palese,  Exec.  Director,  Flushing  Hospital  & Medical  Center, 
Parsons  Blvd  & 45th  Ave.,  Flushing,  11355.  Tel:  212/FL-9- 
2000.  Ext.  532 

DIRECTOR  OF  MEDICAL  EDUCATION 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a part-time  physician 
to  initiate  and  coordinate  graduate  medical  education  pro- 
grams for  physicians,  dentists,  podiatrists,  nurses  and  allied 
health  personnel.  The  services  would  not  exceed  24  hours 
per  week.  Contact:  St.  John’s  Smithtown  General  Hospital, 
Smithtown,  11787. 


INTERNISTS: 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine. 

CONTACT:  W.  H.  Stevenson,  Ass’t  Director  of  Personnel,  the 
Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 


OBSTETRICIAN/GYNECOLOGISTS 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 

Harper  Street,  Stamford  12167.  Tel:  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202  Tel- 
31 5/424-3863. 


PEDIATRICIANS 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 


RADIOLOGIST 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a Radiologist  to  work 
part-time  or  four  day  week.  For  further  information  contact 
Robert  Bloom,  M.D.,  498  Route  111,  Smithtown  11787. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  For  further  information  contact  Mr.  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place,  New 
York,  10038. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  Yor 
State  should  contact  AMA,  Physicians'  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-600C 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi 
fied  ad  section  of  JAMA,  The  Journal  of  the  AMA. 
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The  strongest  thing  you  can 
recommend  when  the 


family’s  got  a cough. 

2/G-DM' 


No  other  nonprescription  cough  \ 
formula  is  stronger.* 
2/G-DM  relieves  bronchial 
congestion  by  making  coughing  N'\ 
more  productive,  while  it  helps 


/ stop  nagging  “dry”  cough. 

/ 2/G-DM  is  safe.  Its  pleasant  taste 
/ promotes  patient  acceptance. 

And  since  you  can  recommend  it  over 
the  phone,  2/G-DM  saves  you  time. 


*At  recommended  dose 


DOW  PHARMACEUTICALS 

The  Dow  Chemical  Company  Indianapolis.  Ind  46268 


Specialists  in  cough  and  cold  care. 
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prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin'  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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antihypertensive  action 
at  the  vasomotor  centers 

in  the  brain  (Based  on  animal  studies) 


Central  action 

C.il.ipros  appt'ius  to  lower 
blood  pressure  through 
I central  alpha-adrenergic 
stimulation.. as  shown  in 
animal  studies  I his  results 
in  diminution  hut  not 
blocking  of  sympathetic 
luitllow  from  cardioaccelera 
tor  and  vasoconstnctor 
Icenters  in  the  medulla.  • 

Not  a “depleter” 
blocker",  “inhibitor”  or 
false  transmitter” 

Not  a rau  wolf  ia 
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Boehringer  Ingelheim 

'Boehringer  Ingelheim  Ltd. 
f Inisford.  New  York  10523 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


The  most  common  side  effects  are  dry  mouth,  drowsiness  and 
sedation.  These  generally  tend  to  diminish  with  continued  therapy. 
Other  potential  adverse  reactions  are  listed  in  the  Brief  Summary. 


Catapres-  (clonidine  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some 
patients  necessitating  a reevaluation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embryo- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possible  adverse  effects  in 
pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine 
hydrochloride  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as 
operating  machinery  or  driving  should  be 
advised  of  the  sedative  effect.  This  drug 
may  enhance  the  CNS-depressive  effects 
of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should 
be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial 
infarction,  cerebrovascular  disease  or 
chronic  renal  failure. 

As  an  integral  part  of  their  overall  long- 
term care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres,  in 


several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common 
reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  head- 
ache, and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  re- 
actions have  been  associated  with  the  drug, 
some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been 
established).  These  include:  Anorexia, 
malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug- 
induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving 
clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phospho- 
kinase;  congestive  heartfailure,  Raynaud’s 
phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  ner- 
vousness, restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic 
edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash, 
impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal 
mucosa,  pallor,  gynecomastia,  weakly 
positive  Coombs’  test,  asymptomatic  elec- 
trocardiographic abnormalities  manifested 
as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage:  Profound  hypotension,  weak- 
ness, somnolence,  diminished  or  absent 
reflexes  and  vomiting  followed  the  acci- 
dental ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from 
19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous 
doses  of  10  mg  at  30-minute  intervals 
usually  abolishes  all  effects  of  Catapres 
(clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres,  brand  of  cloni- 
dine hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single- 
scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full 
prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  GmbH 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


751  Welfare  Recipients  as  Paraprofessionals;  Utilization  in  facility  for  retarded  patients 
Arthur  Seltzer,  Arlene  S.  Moskowitz,  J.D.,  M.S.,  Theodore  Lucas, 
and  Joel  A.  Moskowitz,  M.D.,  F.A.A.P. 

758  Modern  Medicine,  Religion,  and  Law;  Human  experimentation 
Fred  Rosner,  M.D. 

766  Neighborhood  Drug  Treatment  Centers;  Opposition  to  establishment:  problem  in 
community  medicine 

Joyce  H.  Lowinson,  M.D.,  and  John  Langrod,  M.D. 

History  of  Medicine 

770  Women’s  Role  in  Medicine  in  Early  Colonial  Times 
Harry  Bloch,  M.D. 

Drug  Information 

774  Questions  and  Answers 


Editorials 

687  Masthead 

688  Information  for  Authors 

689  Physician’s  associates  vs.  physician’s 

assistant:  danger  ahead 


General 

672  State  Society  Officers 

673  Abstracts 

673  Abstracts  in  Interlingua 

676  Month  in  Washington 

Index  to  Advertising 

685  Index  to  Advertisers 

794  Index  to  Products 


689  What  do  we  do  now — about  liability 

insurance  for  physicians? 

690  The  AMA’s  golden  opportunity 


684  Letters  to  the  Editor 

685  Books  Reviewed 

777  Obituaries 

786  Medical  News 

788  Medical  Meetings 

794  Classified  Advertising 
799  WHAT  GOES  ON 


670  New  York  State  Journal  of  Medicine/  April  1975 


for  Angina  Pectoris  ■■■ 

A totally  new  and  improved 

delivery  system 

for  tsosorbide  Dinitrate 


(ISOSORBIDE  DINITRATE)  40  mg.Capsules 

SUSTAINED  RELEASE  THROUGH 
MICRO-DIALYSIS  DIFFUSION 


New  ISO-BID  can  help  to  reduce  the  frequency  and  intensity  of  angina 
attacks  through  microdialysis  diffusion  (controlled  sustained  release). 


Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosor- 
bide  dinitrate  for  up  to  12  hours  at  a smooth,  continuous,  predictable, 
controlled  rate.  Micro-dialysis  is  dependent  only  upon  the  presence 
of  fluid  in  the  G.l.  tract  and  not  on  pH  or  other  variables.  ISO-BID  is 
particularly  advantageous  in  the  prevention  of  nocturnal  angina. 

Prescribe  ISO-BID.  There  is  nothing  else  just  like  it...  because 
MICRO-DIALYSIS  DIFFUSION  MAKES  THE  DIFFERENCE. 


DOSAGE:  One  ISO-BID  capsule  every  12  hours  on  an  empty  stomach 
according  to  need,  for  continuous  24-hour  therapy.  Not  intended  for 
sublingual  use.  Supplied  in  bottles  of  30, 100  and  500  ISO-BID  capsules. 


Consult  product  brochure  before  prescribing. 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly’’  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage,- 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 
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Abstracts 


Ostow,  M.:  Treating  depression  with  tranquilizers;  dis- 
senting view  of  lithium  carbonate,  New  York  State  J. 
Med.  75:  693  (Apr.)  1975. 

Many  patients  who  are  depressed  or  subject  to  de- 
pression respond  to  small  doses  of  thioxanthene  or  phe- 
nothiazine  tranquilizer  with  an  antidepression  effect. 
Above  a low  threshold,  the  effect  gives  way  to  an  accent- 
uation of  depression.  This  antidepression  effect  can  be 
utilized  for  the  treatment  of  depression  in  a large  pro- 
portion of  depressed  patients.  Manic  depressives  will 
be  most  responsive;  and  those  depressives  who  exhibit 
an  active  life  style  during  periods  of  remission  will  also 
respond  well.  The  advantages  of  this  treatment  include 
prompt  response,  that  is  within  twenty-four  to  forty- 
eight  hours,  and  relative  freedom  from  side  and  toxic  ef- 
fects. The  author  feels  that  lithium  has  no  special  af- 
finity for  manic-depressive  illness.  Its  action  in  the 
treatment  of  mania  is  surpassed  by  moderate  or  high 
doses  of  tranquilizer;  and  for  the  deterrence  of  relapse 
during  remission,  low  doses  of  tranquilizer  are  less  toxic 
and  more  flexible,  although  no  less  potent  than  lithium. 

Knapp,  R.  C.,  Donahue,  V.  C.,  and  Friedman,  E.  A.: 


Gynecologic  Cancer;  methods  of  office  detection,  New 

York  State  J.  Med.  75:  701  (Apr.)  1975. 

Early  diagnosis  of  gynecologic  cancer  offers  the  great- 
est promise  for  cure.  Emphasis  should  be  placed  on  the 
signs  and  symptoms  as  well  as  on  the  routine  periodic 
application  of  cervical  cytologic  techniques  for  diagnosis 
in  asymptomatic  women.  The  shortcomings  of  cytolog- 
ic screening  in  diagnosis  of  endometrial  cancers  and  va- 
ginal adenosis  warrant  performance  of  office  endome- 
trial biopsy  procedures,  including  uterine  suction  curet- 
tage and  negative  pressure  irrigation,  and  colposcopic 
examinations.  There  are  serious  limitations  inherent  in 
our  ability  to  diagnose  ovarian  cancers  early.  Possible 
avenues  for  detecting  these  elusive  tumors  are  being  ex- 
plored. 

Bonanno,  P.  C.,  and  Converse,  J.  M.:  Primary  bone 
grafting  in  management  of  facial  fractures,  New  York 
State  J.  Med.  75:  710  (Apr.)  1975. 

A technique  for  the  prevention  of  unsatisfactory  results 
in  severe  facial  bone  injuries  is  presented.  It  is  based  on 
the  concept  that  bone  that  is  destroyed  should,  in  select- 
ed cases,  be  replaced  during  the  initial  operation. 


Abstracts  m Interl'mgua 


OstowT,  M.:  Tractamento  del  depression  con  tranquil- 
isantes;  vista  opposite  ab  le  carbonato  de  lithium.  New 
York  State  J.  Med.  75:  693  (April)  1975. 


* 

: 


Multe  patientes  con  depression  o exposite  al  depres- 
sion responde  a parve  doses  del  tranquilisante  thioxan- 
theno  o phenothiazina  que  ha  un  effecto  antidepressive. 
Infra  un  limine  basse,  le  effecto  conduce  al  accentuation 
del  depression.  Iste  effecto  depressive  pote  esser  utili- 
sate  pro  le  tractamento  del  depression  in  un  grande  pro- 
portion del  patientes  deprimite.  Le  patientes  con  de- 
pression manic  responde  melior;  illos  con  depression 
mais  con  un  vita  active  durante  periodos  de  remission, 
etiam  responde  ben  al  tractamento.  Le  avantage  de  iste 
tractamento  include  un  responsa  rapide  inter  24  e 48 
horas,  e un  liberation  relative  de  effectos  collateral  o 
toxic.  Le  autor  opina  que  le  lithium  no  ha  un  affinitate 
special  per  le  morbo  manic-depressive.  Su  action  in  le 
tractamento  del  mania  es  superpressate  per  le  doses 
moderate  o elevate  de  tranquilisante,  e per  le  impedim- 
ento  del  recadite  durante  le  remission;  le  dose  basse  del 
tranquilisante  es  minus  toxic  e plus  flexibile  ben  que 
minus  potente  que  ille  del  lithium. 


Knapp,  R.  C.,  Donahue,  V.  C.,  e Friedman,  E.  A.: 


Cancer  gynecologic;  methodos  pro  le  diagnose  in  le  offi- 
cina,  New7  York  State  J.  Med.  75:  701  (April)  1975. 

Le  diagnose  temprane  del  cancer  gynecologic  offere  le 
promissa  melior  per  le  curation  del  morbo.  Debe  dar  se 
importantia  al  signos  e symptomas  characteristic  e 
etiam  al  uso  periodic  rutinari  del  technicas  cytologic  cer- 
vical per  le  diagnose  in  feminas  asymptomatic.  Le  disa- 
vantage  del  cytologic  selective  in  le  diagnose  del  cancer 
endometrial  e del  adenosis  vaginal  justifica  le  uso  in  le 
officina  del  biopsia  endometrial,  includente  le  curettage 
per  suction  del  utero  e le  irrigation  a pression  negative,  e 
etiam  le  examination  colposcopic.  Existe  inherente  e 
serie  limitationes  de  nostra  habilitate  pro  le  diagnose 
temprane  del  cancer  del  ovario.  Le  medios  possibile  pro 
diagnosticar  iste  tumores  elusive  es  explorate. 

Bonanno,  P.  C.,  e Converse,  J.  M.:  Graffo  ossee  pri- 
mari  per  le  tractamento  del  fracturas  facial,  New7  York 
State  J.  Med.  75:  710  (April)  1975. 

Un  technica  pro  prevenir  resultatos  non  satisfactori  in 
lesiones  serie  del  ossos  facial  es  presentate.  Ille  es  ba- 
sate  in  le  concepto  que  le  osso  destruite  debe,  in  casos 
selectionate,  esser  reimplaciate  durante  le  operation  ini- 
tial. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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similarities  with  some  goitrogens,  diuretics  (aceta- 
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administration.  Cross-sensitivity  with  these  agents 
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Month  in  Washington 


The  American  Medical  Association  has  submitted  to 
the  94th  Congress  a new  proposal  for  national  health  in- 
surance (NHI). 

In  the  parade  of  would-be  NHI  legislation  before  the 
New  Congress,  the  medical  profession’s  plan  is  the  only 
major  proposal  to  have  been  substantially  revised  from 
the  offerings  of  previous  years. 

The  measure  is  designed  to  provide  full  health  care 
for  all  through  private  health  insurance  (with  the  excep- 
tion of  Medicare  beneficiaries)  including  catastrophic 
illness  protection. 

The  principal  features: 

* Mandated  employer  coverage. 

* Coverage  for  the  self-employed  and  unemployed 
with  a subsidy  for  premium  costs  for  those  self-em- 
ployed with  low  incomes. 

* Supplemental  coverage  plus  subsidized  premium 
for  Medicare  beneficiaries  in  order  to  equalize  bene- 
fits. 

The  major  difference  between  the  mandated  plan  and 
the  Medicredit  bill  endorsed  by  the  AMA  in  the  last 
Congress  is  that  the  bulk  of  the  government  financing 
relies  on  general  revenues  rather  than  on  tax  credits,  al- 
though the  tax  credit  principle  is  retained  for  the  self- 
employed. 

Despite  the  186  sponsors  that  backed  the  AMA’s 
Medicredit  plan  last  year — the  largest  body  of  support 
for  any  NHI  measure  including  that  of  labor — consider- 
able Congressional  resistance  developed  to  tax  credits  as 
a financing  base. 

Under  the  revised  AMA  proposal,  most  people  would 
receive  health  care  protection  under  a mandated  em- 
ployer program  fully  financed  by  premiums  paid  by  em- 
ployers and  their  employees.  Participation  would  be 
optional  for  employees.  At  least  65  per  cent  of  the  pre- 
mium would  be  payable  by  the  employer. 

The  former  Medicredit  principles  would  apply  to  in- 
surance for  the  jobless  and  the  self-employed.  The  in- 
dividual or  family  would  buy  “qualified  health  care  in- 
surance,” that  is,  insurance  which  meets  federally  estab- 
lished standards  of  benefits  and  policy  conditions,  and 
for  those  whose  income  falls  within  a defined  subsidy 
level,  the  Federal  government  would  contribute  toward 
the  cost  of  the  premium  on  a scale  related  to  income. 

Government  contributions  to  premiums  would  be  in 
the  form  of  a credit  against  income  tax  or  a certificate  of 
entitlement  issued  hy  the  government  and  acceptable  by 
the  insurer  for  payment  of  premium.  An  individual  or 
family  subsidy  in  any  year  would  be  based  on  its  income 
(measured  by  income  tax  liability)  for  the  preceding 
year.  Limited  income  individuals  or  families  having  no 
tax  liability  would  be  entitled  to  a tax  credit  (or  certifi- 
cate) for  the  full  amount  of  the  insurance  premium. 
For  other  eligible  persons,  the  entitlement  would  range 
from  10  per  cent  to  99  per  cent  of  the  premium. 

Nonemployed  Medicare  beneficiaries  would  be  eligi- 
ble for  Federal  subsidy  for  premiums  for  “qualified  sup- 
l’repared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


plemental  coverage”  designed  to  equalize  the  available 
benefits  for  the  elderly  as  for  all  others.  Such  supple- 
mental insurance  would  be  the  same  as  the  full  insur- 
ance policy,  for  persons  under  sixty-five,  but  would  con- 
tain a clause  for  exclusion  of  all  benefits  obtainable 
under  Parts  A and  B of  Medicare.  The  supplemental 
insurance  would  not  cover  deductibles  and  coinsurance 
under  Medicare  but  would  require  no  deductible  or 
coinsurance  payments  for  the  supplemental  benefits. 

The  plan  provides  for  continuation  of  an  employee’s 
insurance  following  termination  of  employment.  Such 
insurance  would  be  fully  paid  from  a special  fund  creat- 
ed from  general  revenues  to  cover  periods  of  unemploy- 
ment. 

The  catastrophic  coverage  provision  requires  no  de- 
ductible. Coinsurance  would  apply  at  a rate  of  20  per 
cent  on  the  cost  of  all  covered  benefits,  within  a ceiling 
limit.  The  poor  would  pay  no  coinsurance,  and  for  oth- 
ers, the  coinsurance  maximum  would  be  10  per  cent  of 
the  individual  or  family  income,  reduced  by  an  “exclu- 
sion base.”  The  amount  of  such  exclusion  would  vary 
according  to  family  size,  and  would  be  set  at  $4,200  for  a 
family  of  four.  Thus  a family  of  four  earning  $15,000 
would  have  a coinsurance  limit  of  10  per  cent  of  $10,800 
($15,000  less  $4,200,  or  $1,080.)  In  no  case,  however, 
could  coinsurance  for  a year  exceed  $1,500  for  an  indi- 
vidual or  $2,000  for  a family. 

The  ceiling  on  coinsurance  would  trigger  catastrophic 
expense  protection.  All  benefits  under  the  insurance 
policy  would  thereafter  continue  for  the  remainder  of 
the  policy  with  no  further  obligation  for  coinsurance. 
Some  special  provisions: 

* Employers  whose  payroll  costs  are  increased  by 
more  than  3 per  cent  as  a result  of  purchasing  man- 
dated coverage  for  employees  would  receive  a cash  (or 
tax  credit)  subsidy:  80  per  cent  of  the  excess  cost  in 
the  first  year,  continuing  on  a descending  scale  for 
four  years  following. 

* Employers  who  failed  to  comply  with  the  man- 
date would  be  liable  for  reimbursement  to  employees 
for  expenses  incurred  by  reason  of  the  employer’s 
noncompliance,  and  subject  to  a fine  of  up  to  two 
times  what  the  employer  would  have  spent  in  compli- 
ance. 

* For  the  unemployed  and  the  self-employed,  the 
maximum  premium  would  be  125  per  cent  of  the  aver- 
age per  employee  premium  for  all  large  group 
employees  in  the  state. 

* An  assigned  risk  pool  would  be  established  in 
each  state.  All  carriers  in  the  state  would  participate, 
and  would  accept  risk  assigned  to  it. 

* The  Federal  government  would  be  prohibited 
from  interfering  with  the  practice  of  medicine. 

* Physician  services  would  be  reimbursable  at 
“usual  and  customary,  or  reasonable  charges.”  Hos- 
pital services  payments  would  be  determined  by  a 
state  agency,  after  consultation  with  providers,  on  a 

continued  on  page  67 7 
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"reasonable  cost  basis”  under  acceptable  methods  of 
reimbursement  including  appropriate  prospective 
rate  determination  systems.  Other  costs  would  be 
paid  on  a reasonable  charge  or  a reasonable  cost  basis, 
as  appropriate. 

As  with  the  earlier  Medicredit  plan,  the  medical  pro- 
fession’s new  proposal  would  replace  Medicaid. 

* * * 

Despite  loud  barks  to  the  contrary  from  Democrats  of 
both  House  and  Senate  leadership,  the  chances  of  pas- 
sage of  any  type  of  national  health  insurance  (NHI) 
measure  this  year  seem  remote.  And  the  odds  at  this 
time  seem  to  suggest  that  NHI  may  have  trouble  the  fol- 
lowing year.  The  thinking  seems  to  be  that  such  land- 
mark legislation  is  more  likely  to  come  about  in  the  95th 
Congress  owing  to  the  ever-growing  restraints  on  the 
present  economy. 

Nonetheless,  the  House  Ways  and  Means  Com- 
mittee’s new  subcommittee  on  Health  has  named  an  ad- 
visory panel  on  NHI.  The  list  numbers  more  than  100 
names — with  more  to  come — and  draws  heavily  from 
academia. 

According  to  subcommittee  chairman  Dan  Rosten- 
kowski  (D.,  111.),  “the  advice  of  these  experts,  who  will 
be  meeting  with  the  subcommittee  during  the  coming 
months,  should  be  of  great  assistance  as  we  try  to  better 
understand  our  complex  health  care  system  and  how 
NHI  can  improve  it.” 

Present  plans  are  to  study  updated  legislative  recom- 
mendations of  interested  groups  through  April  15  and 
then  hold  few,  if  any,  public  hearings  on  NHI  before 
tackling  the  job  of  framing  a bill.  The  subcommittee 
will  be  meeting  almost  every  afternoon. 

The  advisory  group  was  said  to  “contain  no  members 
who  are  officials  of  national  organizations  or  groups  that 
have  espoused  specific  approaches  to  NHI.”  The  mem- 
bers “know  something  that  the  subcommittee  should 
learn  about  and  were  not  chosen  to  represent  organized 
interests,”  said  Rostenkowski. 

Several  ex-Federal  health  officers  were  named,  in- 
cluding: Wilbur  Cohen,  former  Health,  Education,  and 
Welfare  Secretary;  Philip  Lee,  M.D.,  and  Merlin  Duval, 
M.D.,  former  Assistant  HEW  Secretaries  for  Health; 
John  Veneman,  once  HEW  undersecretary;  former  So- 
cial Security  commissioner  Robert  Ball;  and  a former 
Social  Security  actuary,  Robert  Myers. 

From  universities  came  Roberta  Fenlon,  M.D.,  of  the 
University  of  California  Medical  School;  Robert  Heys- 
sel,  M.D.,  director  of  the  Johns  Hopkins  Hospital;  How- 
ard Hiatt,  M.D.,  dean,  Harvard  School  of  Public  Health; 
Edmund  Pellegrino,  M.D.,  professor  of  medicine  at  Yale 
University;  Ernest  Saward,  M.D.,  associate  dean,  Uni- 
versity of  Rochester  School  of  Medicine;  Nathan  Stark, 
University  of  Pittsburgh  School  of  Medicine;  Kerr 
White,  M.D.,  Johns  Hopkins;  and  William  Schwartz, 
M.D.,  chairman,  Department  of  Medicine,  Tufts  Uni- 
versity. 

Economists  in  the  health  field  represented  included  I. 
S.  Falk,  Victor  Fuchs,  Rashi  Fein,  and  Herman  Somers. 

Individual  practitioners  with  no  affiliations  listed 
were  David  Williams,  M.D.,  Laurinburg,  N.C.;  Darwin 
Richardson,  M.D.,  Needles,  Calif.;  Robert  Derbyshire, 
M.D.,  Santa  Fe,  N.M.;  and  Dan  Billmeyer,  M.D.,  Oregon 
City,  Ore. 
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Wheneveran  APC/narcotic  is  indicated. 


The  present  crisis  in  the  underwriting  of  professional 
liability  insurance  has  become  a key  issue  in  the  new 
Congress.  The  Senate  Health  Subcommittee  has  slated 
hearings  starting  in  April.  The  House  Health  Subcom- 
mittee is  expected  to  follow  suit.  Five  major  bills  tack- 
ling the  problem  already  have  been  introduced. 

However,  a ticklish  jurisdictional  problem  has 
cropped  up,  with  no  one  sure  yet  what  Congressional 
committee  should  have  prime  legislative  responsibility. 
Technically,  it  would  appear  that  the  House  and  Senate 
Judiciary  committees  would  have  a strong  claim  because 
of  the  legal  aspects  of  the  problem.  However,  the 
Health  subcommittees  as  well  as  House  Ways  and 
Means  and  Senate  Finance  also  have  an  obvious  stake. 

Principal  professional  liability  bills  already  intro- 
duced include: 

* H.R.  1305,  By  Representative  Marjorie  Holt  (R., 
Md.),  to  establish  a Commission  on  Awards. 

* H.R.  1378,  By  Chairman  Dan  Rostenkowski  (D., 
111.)  of  the  Ways  and  Means  Health  subcommittee,  to 
provide  for  studies  of  the  problem  by  the  National 
Academy  of  Science’s  Institute  of  Medicine. 

* S.  188,  By  Senator  Gaylord  Nelson  (D.,  Wis.),  to 
authorize  HEW  to  set  up  a reinsurance  program  and 
to  conduct  studies  and  experiments. 

* S.  482,  By  Senators  Ted  Kennedy  and  Daniel  In- 
ouye  (D.,  Hawaii),  for  a no-fault  plan  eliminating  con- 
tingency fees  but  subjecting  physicians  to  strict  su- 
pervision. 

* S.  215,  By  the  same  senators,  to  establish  compul- 
sory arbitration  as  an  alternative  to  the  above  propos- 
al. 

The  American  Hospital  Association  has  voted  for  the 
creation  of  a captive  reinsurance  company  or  compara- 
ble mechanism,  to  implement  a national  malpractice 
and  general  liability  insurance  program  for  hospitals 
and  a “positive  legislative  program”  to  seek  remedies. 
A one-time  assessment  of  $4  per  hospital  bed  would  help 
start  the  plan,  which  wouldn’t  be  acted  on  finally  until  a 
special  meeting  in  May. 

The  AHA  plan  would  provide  first  dollar  coverage  up 
to  the  limit  of  the  policy  purchased  by  the  hospitals.  It 
is  expected  that  this  policy  would  provide  coverage  for 
each  and  every  malpractice  occurrence  of  up  to  $15  mil- 
lion. 

All  employees  of  the  hospital  including  house  staff 
would  be  covered.  Physicians  under  contractual  com- 
pensation relationships  would  be  included — emergency 
room  contract  physicians,  anesthesiologists,  radiologists, 
pathologists,  and  so  forth,  for  their  professional  activi- 
ties within  the  hospital. 

However,  AHA  said  the  insurers  have  advised  that 
private  practitioners  cannot  be  included  at  this  time  in 
this  program. 

Rep.  James  Hastings  (R.,  N.Y.),  a member  of  the 
House  Health  Subcommittee,  has  announced  that  a na- 
tional conference  on  medical  malpractice  insurance  will 
take  place  in  late  March  in  Washington.  The  two-day 
conference  was  arranged  by  Hastings  and  the  American 
Group  Practice  Association.  Hastings  said  he  believes 
the  conference  will  be  the  first  attempt  “to  examine  the 
causes  of  the  malpractice  crisis  and  explore  all  alterna- 
tives so  as  to  be  able  to  develop  a workable  remedy 

continued  on  page  684 


Percodan  c 

Each  yellow,  scored  tablet  contains  4.50  mg  oxycodone  HCI  (Warning  May 
be  habit  forming).  0 38  mg  oxycodone  terephthalate  (Warning  May  be 
habit  forming).  224  mg  aspirin.  160  mg  phenacetm.  and  32  mg  caffeine 
INDICATIONS  Forthe  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etm  or  caffeine 

WARNINGS:  Drug  Dependence  Oxycodone  can  produce  drug  dependence  of 
the  morphine  type  and.  therefore,  has  the  potential  for  being  abused  Psychic 
dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated 
administration  of  Percodan.  and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate  to  the  use  of  other  oral  narcotic- 
containing  medications  Like  other  narcotic-containing  medications.  Percodan 
is  subject  to  the  Federal  Controlled  Substances  Act 
Usage  m ambulatory  patients:  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery  The  patient  using  Percodan  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  depressants.  Patients  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothiazmes.  other  tran- 
quilizers. sedative-hypnotics  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  Percodan  may  exhibit  an  additive  CNS  depression  When 
such  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should 
be  reduced 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not  been  established  relative 
to  possible  adverse  effects  on  fetal  development  Therefore.  Percodan  should 
not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the 
potential  benefits  outweigh  the  possible  hazards 
Usage  in  children.  Percodan  should  not  be  administered  to  children 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 

PRECAUTIONS  Head  m/ury  and  increased  intracranial  pressure  The  respi- 
ratory depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a pre-existing  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 
Acute  abdominal  conditions  The  administration  of  Percodan  or  other  narcotics 
may  obscure  the  diagnosis  or  clinical  course  in  patients  with  acute  abdominal 
conditions 

Special  risk  patients  Percodan  should  be  given  with  caution  to  certain  pa- 
tientssuch  as  the  elderly  or  debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism.  Addison's  disease,  and  prostatic 
hypertrophy  or  urethral  stricture 

Phenacetm  has  been  reported  to  damage  the  kidneys  when  taken  in  exces- 
sive amounts  for  a long  time 

ADVERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions 
include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting  Some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus 

DOSAGE  AND  ADMINISTRATION.  Dosage  should  be  adjusted  according 
to  the  severity  of  the  pain  and  the  response  of  the  patient  It  may  occasion- 
ally be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of 
more  severe  pain  or  in  those  patients  who  have  become  tolerant  to  the  anal- 
gesic effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six  hours  as 
needed  for  pain 

DRUG  INTERACTIONS:  The  CNS  depressant  effectsof  Percodan  may  be  addi- 
tive with  that  of  other  CNS  depressants  See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect  of 
uricosuric  agents 

MANAGEMENT  OF  0VER00SAGE  Signs  and  Symptoms  Serious  overdose 
with  Percodan  is  characterized  by  respiratory  depression,  extreme  somno- 
lence progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension  In  severe  overdos- 
age apnea,  circulatory  collapse,  cardiac  arrest  and  death  may  occur  The 
ingestion  of  very  large  amounts  of  Percodan  may.  in  addition,  result  in  acute 
salicylate  intoxication 

Treatment  Primary  attention  should  be  given  to  the  reestablishment  of  ade- 
quate respiratory  exchange  through  provision  of  a patent  airway  and  the 
institution  of  assisted  or  controlled  ventilation.  The  narcotic  antagonists 
naloxone,  nalorphine  or  levallorphan  are  specif icantidotes  against  respiratory 
depression  which  may  result  from  overdosage  or  unusual  sensitivity  to 
narcotics,  including  oxycodone  Therefore,  an  appropriate  dose,  of  one  of  these 
antagonists  should  be  administered,  preferably  by  the  intravenous  route, 
simultaneously  with  efforts  at  respiratory  resuscitation.  Since  the  duration 
of  action  of  oxycodone  may  exceed  that  of  the  antagonist,  the  patient  should 
be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
should  be  administered  as  needed  to  maintain  adequate  respiration 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  measures 
should  be  employed  as  indicated 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 
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] rapid  acting 

] effective,  reliable  oral  analgesia  in  moderate 
to  moderately  severe  pain 

] oxycodone,  the  principal  ingredient  of 
Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

• one  tablet  q. 6 h* 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning: 
May  be  habit  forming),  0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit  forming),  224  mg.  aspirin,  160  mg.  phenacetin,and32mg.  caffeine. 


See  facing  page  for  Brief  Summary 
See  dosage  and  administration  section  of  Brief  Summary 
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Whenever  an  APC/narcotic  is  indicated. 


“It  has  become  clear  that, 
in  fact,  the  association  of 
obesity  and  hypertension  in 
many  patients  is  related,  and 
that  obesity  may  actually 
cause  certain  forms  of 
hypertensive  disease . ” 

(Mayer,  J.-  Med.  Opinion.  19-23,  April,  1974.) 
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Pondimin 


20  MG.  TABLETS 


Its  ability  to  suppress  appetite 
without  producing  pressor  effects 
is  a special  advantage  for  certain 
obese  hypertensives? 

For  this  reason,  Pondimin  may  be  used  in  mild-to-moderate  hyper- 
tension when  the  usual  precautions  are  observed.  Further,  Pondimin 
may  increase  slightly  the  effect  of  certain  anti-hypertensive  drugs. 


Pondimin  also  offers  advantages 
for  your  other  obese  “special  risk” 
patients: 

For  the  obese  diabetic — no  adverse  effect  on  the  diabetic  state 
has  been  noted. 

For  the  obese  teenager — Pondimin  can  be  prescribed  for  patients 
down  to  12  years  of  age.  Because  it  is  not  stimulating,  nervousness, 
excitability,  hyperirritability  and  insomnia  are  seldom  encountered. 
Moreover,  with  a DEA  rating  of  Schedule  IV,  its  abuse  potential  is 
considered  minimal. 


“Caution:  Not  recommended  in  Over:  See  following  pages  for  additional  Pondimin  advantages, 

the  severely  hypertensive  patient.  patient  aid  material  and  prescribing  information  . . . 
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(Pondimin®  in  Obesity,  continued) 


Breakfast  Lunch  Dinner  Snack 

195  calories  485  calories  530  calories  355  calories 


Control  of  late  evening  eating  is  vital- 
with  Pondimin*  it  is  possible 
and  practical 

A distressingly  large  percentage  of  obese  patients  are  habitual  night  eaters. 

In  fact,  this  is  such  a common  occurrence  that  the  term  “night-eating 
syndrome”  has  been  used  to  describe  it. 

Many  anorexigenic  drugs  carry  with  them  the  liability  of  CNS  stimula- 
tion, and  this  can  be  a real  deterrent  to  an  effective  dietary  regimen  if  it 
persists  into  the  late  evening. 

Pondimin  can  avoid  this  problem  because  it  does  not  produce  CNS 
stimulation.  You  can  prescribe  it  before  dinner,  or  even  later  in  the  evening 
and  know  that  it  won’t  keep  your  patient  awake.  And  his  appetite  will  be 
effectively  suppressed  during  the  period  when  he  is  in  the  habit  of  consum- 
ing a great  number  of  calories. 
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Aiders' 


A H.  Robins  will  be  producing 
a series  of  special  aids  to  help 
the  obese  patient  deal  with  diets 
and  dieting. 

No.  1:  “How  to  Get  the  Fat  Out 
of  Food” — a practical  guide  to  food 
preparation  and  cooking  to  keep  fat 
content  to  a minimum. 

To  order  a supply,  write  “Pondimin 
Motive-Aiders  No.  1”  on  your  Rx 
blank  and  mail  to: 

Pondimin  Motive-Aiders,  Dept.  T4 
A.  H.  Robins  Company,  1407  Cummings 
Drive,  Richmond,  Virginia  23220. 

Or  ask  your  Robins  representative. 


Pondimin 

Diet 

“Motive- 


Obesity,  Data  & Directions 
for  the  70’s — 

A Medcom*-  learning  system  (film,  monograph 
and  self  test) — now  available  for  showing  to 
groups  at  your  hospital  staff  meetings.  Three 
hours  continuing  education  credit  granted 
by  the  American  Academy  of  Family 
Physicians.  American  Medical  Association, 
and  American  Osteopathic  Association  Check 
with  your  state  society  for  credit  category. 

See  your  Robins  Representative 


Brief  Summary 

Indication:  In  exogenous  obesity  as  short-term  (a  few  weeks)  adjunct  in 
weight  reduction  regimen  based  on  caloric  restriction  Limited  usefulness  of 
agents  of  this  class  should  be  measured  vs.  possible  risks  Contraindica- 
tions: Glaucoma,  hypersensitivity  to  this  or  other  sympathomimetic 
amines;  during  or  within  14  days  after  the  administration  of  MAO  inhibi- 
tors (hypertensive  crises  may  result);  history  of  drug  abuse  Warnings: 
When  tolerance  to  the  "anorectic' ' effect  develops,  do  not  exceed  maxi- 
mum recommended  dose  in  attempt  to  increase  effect  rather,  discon- 
tinue drug  May  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  motor  vehicle;  caution  patient 
accordingly  Drug  Dependence:  Fenfluramine  is  related  chemically  to 
amphetamines;  differs  somewhat  pharmacologically  Amphetamines 
and  related  stimulant  drugs  have  been  extensively  abused  and  can 
produce  tolerance,  severe  psychological  dependence,  and  other 
adverse  organic  and  mental  changes.  There  is  a recent  report  of 
abuse  of  fenfluramine  by  subjects  with  a history  of  abuse  of 
other  drugs.  Abuse  of  80  to  400  mg  of  the  drug  was  re- 
portedly associated  with  euphoria,  derealization,  percep- 
tual changes  Fenfluramine  did  not  produce  signs  of 
dependence  in  animals;  appeared  to  produce  sedation 
more  often  than  CNS  stimulation  at  therapeutic  doses 
Its  abuse  potential  appears  qualitatively  different  from 
that  of  amphetamines  Keep  in  mind  the  possibility  that 
fenfluramine  may  induce  dependence  when  evaluat- 
ing desirability  of  including  it  in  individual  weight  reduc- 
tion programs  Usage  in  Pregnancy:  Safe  use  in  pregnancy 
not  established  Reproduction  studies  in  rats  suggested 
embryotoxic  potential;  in  rabbits,  mice  and  monkeys 
yielded  negative  results  Use  in  women  who  are  or 
may  become  pregnant  requires  that  potential  benefit 
be  weighed  vs  possible  hazard  to  mother  and  in- 
fant. Usage  in  Children  Safety  and  efficacy  in 

644700-62 


20  MG.  TABLETS 


children  under  12  years  not  established  Precautions:  Differs  in  pharmacologic 
profile  from  other  "anorectic"  drugs  familiar  to  prescribing  practitioner  Corres- 
pondingly. there  are  possible  adverse  effects  not  associated  with  other  "anor- 
ectics". including  diarrhea,  sedation,  depression  Weigh  possibility  of  these 
effects  vs.  possible  advantage  of  less  CNS  stimulation  and/or  abuse 
potential  Use  other  CNS  depressant  drugs  cautiously  with  fen- 
fluramine; effects  may  be  additive  Use  only  with  caution  in  hyper- 
tension (monitor  blood  pressure),  evidence  insufficient  to  rule  out 
possible  adverse  effect  on  BP  in  some  hypertensives  Not  recom- 
mended in  severe  hypertensives  or  in  patients  with  symptomatic 
cardiovascular  disease  including  arrhythmias  May  increase  slightly 
the  effect  of  antihypertensive  drugs,  e g , guanethidine.  methyldopa, 
reserpine  Exercise  caution  in  prescribing  for  patients  with  history 
of  mental  depression.  Further  depression  of  mood  may  occur 
while  on  fenfluramine  or  after  withdrawal.  Adverse  Reactions: 
Commonest  adverse  reactions  are  drowsiness,  diarrhea,  dry 
mouth.  Less  frequently  reported  adverse  reactions  include 
C N S.:  Dizziness;  confusion;  incoordination;  headache;  ele- 
vated mood;  depression;  anxiety,  nervousness,  tension;  insomnia; 
weakness,  fatigue;  increased  or  decreased  libido;  agitation,  dysarthria. 
GI  Constipation,  abdominal  pain;  nausea  Autonomic  Sweating;  chills, 
blurred  vision.  GU:  Dysuria;  urinary  frequency.  C-V  Palpitation:  hypo- 
tension; hypertension;  fainting  Skin:  Rash;  urticaria;  burning  sensation 
Miscellaneous:  Eye  irritation;  myalgia;  fever;  chest  pain,  bad  taste 
Dosage  and  Administration:  Initiate  dosage  at  one  20  mg  tablet  t.i.d.  be- 
fore meals;  adjust  to  need  and  response  of  patient.  Depending  on  effec- 
tiveness and  side  effects,  increase  dosage  weekly  by  one  tablet  daily  to 
maximum  dosage  of  two  tablets  t.i.d.  If  initial  dosage  not  well  tolerated, 
reduce  to  two  tablets  daily  and  thereafter  gradually  increase  to  minimize 
chance  of  side  effects  How  Supplied:  20  mg  orange  tablets  Before 
prescribing  or  administering,  see  full  prescribing  information. 

AH  Robins  Company  Richmond.  Va  23220  /TH'|"^OBI  NS 
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continued  from  page  678 

which  would  protect  both  the  doctor  and  his  patient.” 

Among  the  scheduled  speakers  are  Senator  Edward 
Kennedy  (D.,  Mass.),  chairman  of  the  Senate  Health 
Subcommittee,  Chairman  Paul  Rogers  (D.,  Fla.)  of  the 
House  Health  Subcommittee,  and  Roger  Egeberg,  M.D., 
special  assistant  to  the  secretary  (HEW)  for  Health  Pol- 
icy Affairs. 

* * * 

Ten  patients  and  five  physicians  have  joined  the 
American  Medical  Association  in  legal  action  against 
new  hospital  utilization  review  regulations  adopted  by 
the  Department  of  Health,  Education,  and  Welfare. 

The  action  marks  the  first  time  the  AMA  has  taken 
court  action  against  the  government.  The  suit,  filed  in 
Northern  Illinois  Federal  District  Court,  seeks  a prelim- 
inary injunction,  on  the  grounds  that  the  plaintiffs  will 
be  “irreparably  injured”  if  the  regulations  are  permitted 
to  remain  in  force.  Ultimately,  a permanent  injunction 
is  requested. 

The  AMA  and  its  co-plaintiffs  contend  that  the  utili- 
zation review  regulations  violate  the  constitutionally 
protected  rights  of  patients  to  receive  medical  care  in 
accordance  with  the  best  judgment  of  their  doctors;  vio- 
late the  constitutionally  protected  rights  of  physicians 
to  practice  medicine;  violate  specific  sections  of  the 
Medicare  and  Medicaid  laws;  exceed  the  authority 
granted  to  the  secretary  of  HEW;  and  were  issued  in  a 
manner  contrary  to  the  procedures  required  by  the  Con- 
stitution and  the  Administrative  Procedure  Act. 

The  regulations  become  effective  February  1 and  hos- 
pitals have  been  given  until  April  1 to  file  with  state 
agencies  their  plans  for  implementing  the  regulations. 
They  require  that  every  decision  by  a physician  to  hos- 
pitalize a Medicare  or  Medicaid  patient  be  evaluated  by 
a “utilization  review  committee”  of  the  admitting  hospi- 
tal within  one  working  day  of  the  patient’s  admission. 


The  malpractice  insurance 

To  the  Editor:  The  Commissioner  of  Insurance  of  New 
York  State  has  temporarily  saved  the  situation  of  our 
malpractice  insurance  problems  until  July  1,  1975. 

Meanwhile,  the  Legislature  is  considering  the  is- 
suance of  decrees  which  will  form  a financial  pool  creat- 
ed by  contributions  from  all  liability  insurance  carriers 
in  the  State  to  cover  medical  malpractice  needs. 

Roth  these  measures  are  only  stop  gap  in  nature  and 
do  not  solve  the  underlying  problem.  Other  people 
have  proposed  a change  of  the  present  law  which  would 


The  committee  may  have  members  who  are  not  physi- 
cians and  may  act  through  agents  who  are  not  physi- 
cians. 

“This  is  the  issue  we  are  putting  before  the  courts  and 
before  the  American  people,”  stated  AMA  President 
Malcolm  C.  Todd,  M.D..  “Is  the  decision  that  you  need 
hospital  care  to  be  made  by  your  doctor— who  knows 
you — or  by  a physician  who  does  not  know  you — or 
worse  yet,  by  a nonphysician? 

“The  issue  is  that  simple,”  Dr.  Todd  said. 

* * * 

Congress  has  signaled  for  flank-speed  on  antirecession 
legislation  to  provide  health  insurance  to  the  unem- 
ployed. . Hearings  have  been  already  slated  by  the 
Health  Subcommittee  of  the  House  Ways  and  Means 
Committee.  The  Senate  Health  Subcommittee  will  also 
conduct  hearings. 

Major  bills  have  been  introduced  in  both  House  and 
Senate  to  ease  the  problems  of  the  growing  number  of 
the  out-of-work  by  helping  them  obtain  private  health 
insurance  in  those  cases  where  it  has  lapsed  because  of 
unemployment. 

The  American  Medical  Association  has  proposed  such 
assistance  and  urged  the  lawmakers  to  approve  it. 

The  AMA  bill  contains  the  following  concepts: 

* Employers  who  provide  health  coverage  insurance 
for  employees  would  be  required  to  continue  coverage 
for  thirty  days  after  an  employee’s  termination. 

* An  unemployed  person’s  working  spouse  would  , 
immediately  be  eligible  to  enrol  in  a health  insurance 
plan,  even  if  the  plan  was  not  open  to  enrolment  oth- 
erwise. 

* Other  unemployed  persons  eligible  for  unemploy-  ! | 
ment  compensation  would  be  continued  in  the  plan  at 
their  last  place  of  employment  with  premiums  paid  by 
the  Federal  government  from  general  revenues. 


Letters  to  the  Editor 


make  the  findings  of  an  impartial,  pretrial  panel  admis- 
sible as  evidence  at  a later  jury  trial. 

The  contingency  fees  for  lawyers  have  been  under  at- 
tack also,  because  they  are  thought  by  some  to  induce 
lawyers  to  initiate  malpractice  suits.  The  legal  profes- 
sion answers  this  accusation  by  pointing  out  that  the 
contingency  fee  system  gives  access  to  legal  counsel  even 
to  the  poor;  therefore  they  are  adverse  to  alter  it,  and 
since  most  legislators  are  also  lawyers  a change  in  this 
system  is  unlikely. 

continued  on  page  775 
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Books  Reviewed 


The  Physiological  Basis  for  Starling’s  Law  of  the 
Heart.  Ruth  Porter  and  David  W.  Fitzimons,  Editors. 
Ciba  Foundation  Symposium,  24  (New  Series).  Il- 
lustrated, 298  pages.  New  York,  Elsevier,  1974.  Cloth, 
$15.40. 

There  are  a number  of  bases  for  judging  a scientific 
book.  In  the  first  place,  a book,  as  the  title  of  this  work 
indicates  is  true  in  this  case,  can  have  a rather  limited 
scope  of  interest.  Concern  is  limited  to  how  cardiac 
muscle  fiber  length  affects  tension  developed  in  contrac- 
tion. The  current  concepts  of  muscle  contraction  are 
discussed  and  there  is  some  consideration  of  what  fac- 
tors affect  the  contractile  process  in  both  cardiac  and 
skeletal  muscle.  Rather  than  reviewing  and  summariz- 
ing the  state  of  our  knowledge  details  are  debated.  Un- 
questionably the  extensive  discussions  and  the  14  short, 
highly  specialized  papers  presented  were  and  will  be  of 
much  help  to  those  who  are  particularly  interested  in 
the  mechanical  aspects  of  cardiac  muscle  anatomy  and 
physiology.  For  those  not  experts  in  this  very  special- 
ized field  but  who  might  hope  to  advance  their  knowl- 
edge of  cardiac  contraction  the  book  is  very  difficult. 

Opinions  and  theories  held  by  the  participants  dif- 
fered and  remained  different.  One  can  assume  that 
some  progress  was  reported  but  it  is  difficult  to  identify. 
The  sliding  filament  concept  of  contraction  was  at- 
tacked but  rather  unsuccessfully.  At  any  rate  no  substi- 
tute was  provided  and  a good  deal  of  the  work  reported 
extended  rather  than  diminished  this  theory. 

One  is  impressed  by  the  multitude  of  considerations 
and  the  meticulous  work  described.  However,  no  at- 
tempt was  made  by  the  organizers  of  the  symposium  to 
pull  the  whole  thing  together  and  identify  progress  or 
any  major  new  conclusions  reached.  The  book  is  merely 
___  a record  of  a conversation  held  by  a group  of  capable, 
very  sophisticated  men  who  must  have  enjoyed  them- 
selves and  obtained  valuable  stimuli  and  ideas  relative 
to  their  own  work.  It  is  up  to  the  reader  to  identify  the 
►VI  progress  made,  if  any. 

It  does  seem  that  the  publication  and  the  volumes  of 
controversial  discussions  have  increased  disproportion- 
ately to  what  might  be  considered  the  advance  in  under- 
standing of  the  processes  basic  to  Starling’s  Law.  I am 
sure  it  will  gratify  admirers  of  Starling  that  this,  his  law 
of  the  heart,  remains,  and  that  it  attracts  so  much  atten- 
tion despite  the  fact  that  many  have  claimed  he  was  nei- 
ther the  first  to  perceive  the  effect  of  fiber  length  or  dia- 
stolic volume  on  strength  of  contraction,  nor  was  he  cor- 
rect in  his  conclusions  as  to  how  this  may  normally  oper- 
ate in  cardiac  function.  Starling  did  effectively  identify 
a matter  of  major  importance  and  it  is  appropriate  that 
his  name  should  be  used  in  a discussion  of  the  mecha- 
nism of  muscle  contraction  and  what  normally  may  af- 
fect it.  Chandler  McC.  Brooks 

Medicine  in  the  Tropics.  Edited  by  A.  W.  Woodruff, 
M.D.  Illustrated,  623  pages.  New  York  City,  Churchill 

continued  on  page  783 
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Editorials 


Physician’s  associates  vs.  physician’s  assistant: 
danger  ahead 
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The  dire  predictions  of  some  of  our  colleagues 
about  the  legalization  and  creation  of  the  position 
of  Physician’s  Associates  seems  to  have  been 
somewhat  prophetic  even  though  such  opposition 
was  called  reactionary.  The  cardinal  feature  of 
such  Physician's  Associates  was  to  be  that  they 
would  work  under  the  direction  of  a physician, 
with  the  direct  responsibility  for  all  their  activities 
to  be  in  the  hands  of  the  physician,  not  given  to 
any  intermediary  third  party  layman,  hospital,  or 
other  institution.  They  were  to  assist,  not  to  as- 
sume the  prerogatives  of  a physician. 

It  would  seem  that  under  these  circumstances 
the  title  itself  is  a misnomer.  The  position  should 
be  called  Physician’s  Assistant;  the  term  Asso- 
ciate should  be  reserved  for  a professional  or  other 
of  equal  rank  in  the  medical  hierarchy,  such  as  a 
physician,  a colleague,  a partner,  who  can  substi- 
tute for  the  physician  in  every  regard.  It  was 
meant  that  such  Physician’s  Assistants  would  offer 
an  extension  of  the  services  and  expand  the  capa- 
bilities of  the  doctor,  to  expand  his  usefulness  and 
his  ability  to  care  for  more  patients;  always,  how- 
ever, the  responsibility  would  be  that  of  the  super- 
vising physician;  the  Physician’s  Assistant  would 
not  substitute  for  the  physician. 

There  is  every  danger  that  we  will  be  confronted 
with  another  brand  new  problem,  a potent  new 
threat  to  good  medical  care,  unless  appropriate 
steps  are  taken  to  limit  the  authority  and  the  ac- 
tivities of  Physician's  Assistants.  The  limitation 
is  a simple  but  important  one,  namely,  to  act  and 
do  only  what  is  delegated  by  the  physician,  under 
his  direct  supervision,  with  his  continued  knowl- 
edge of  all  that  is  being  done  and  happening  to  his 


patient,  and  the  informed  awareness  of  every  old 
and  new  activity  assigned,  the  outcome,  and  the 
detailed  followup. 

The  Assistant  should  do  nothing  on  his  own  be- 
yond what  he  has  been  specifically  directed  to  do 
by  the  physician,  and  trained  for,  and  certified  as 
being  capable  of  doing  by  the  physician,  under 
whom  he  works.  Without  such  safeguards  we  will 
have  another  invasion  of  medical  practice  with 
grave  dangers  to  the  patient.  Already  some  are 
“hanging  shingles”  out  and  offering  services  di- 
rectly to  patients.  There  is  no  doubt  but  that 
Physician’s  Associates  will  then  practice  medicine 
and  some  undoubtedly  (may)  already  have  done 
so. 

This  development  then  presents  the  cogent  dan- 
ger of  being  worse  than  chiropractic,  for  such 
Physician’s  Assistants  do  have  some  background 
training  and  knowledge  of  medicine,  as  it  is  prac- 
ticed, by  dint  of  familiarity  derived  by  perfor- 
mance under  the  aegis  of  their  sponsoring  physi- 
cian. With  their  limited  training  and  experience 
there  exists  greater  danger  than  with  chiropractic, 
bad  as  that  is.  Always,  a little  knowledge  can  be 
dangerous,  often  more  so  than  none  at  all;  this 
certainly  is  true  when  lack  of  awareness  of  the  real 
limitations  prevails  and  incomplete  short-cut 
training  exists.  The  human  animal  is  such  that 
the  danger  is  grave  indeed,  more  hazardous  than 
that  which  pertains  with  the  complete  lack  of 
knowledge  of  medicine  that  prevails  in  chiroprac- 
tic practice. 


A.  A.  A. 


!8 

What  do  we  do  now — about  liability  insurance  for 
H physicians? 

if 

All  of  us  at  some  moment  in  time,  have  periods  uations,  but  to  ourselves.  I think  that  the  practic- 
in  our  lives  when  we  must  face  up,  not  only  to  sit-  ing  physician,  like  the  toreador,  must  now  recog- 
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nize  his  own  “moment  of  truth.” 

The  present  malpractice  dilemma  is  probably 
the  ultimate  straw  in  the  persistent  attack  on 
medicine  and  those  that  practice.  We  can  now 
trace  step-by-step  the  constant  erosion  in  the  so- 
cioeconomic aspects  of  the  private  practice  of 
medicine.  This  is  neither  the  time  nor  the  place 
to  resurrect  all  that  has  happened  to  the  profes- 
sion. 

On  July  1,  1975,  at  12:01  a.m.  (barring  miracles 
or  legislative  relief)  most  physicians  in  New  York 
State  will  finally  meet  their  “moment  of  truth.” 
We  must  face  the  question  that  there  may  be  no 
satisfactory  liability  program;  there  may  be  no  leg- 
islative relief;  there  may  be  just  nothing.  We  have 
spent  our  money;  we  have  mounted  our  PR  cam- 
paign; we  have  done  our  thing  with  our  patients; 
and  it  is  now  July  1,  1975,  at  12:01  a.m.  and  noth- 
ing has  changed.  What  do  we  do  now? 

Do  we  withhold  our  services? 

Do  we  strike? 

Do  we  go  on  a prolonged  vacation? 

Do  we  form  a union? 

Do  we  retire? 

Do  we  practice  without  insurance? 

Do  we  form  another  committee? 

Neither  the  impassioned  rhetoric  of  a medical 
society  meeting  nor  self-righteous  indignation  is 
enough.  The  castigation  of  those  seemingly  re- 


sponsible for  “getting  us  into  this  mess”  is  not  re- 
sponsive to  the  existence  of  the  present  dilemma. 

We  must  answer  this  ultimate  question.  Can 
we  deliver,  as  a Society  or  a profession,  a unanimi- 
ty of  action?  Is  it  possible  for  medicine  to  become 
a viable,  organized  group  subject  to  the  discipline 
required  for  a successful  resolution  of  the  prob- 
lem? 

In  my  acceptance  speech  as  your  President  in 
1972,  I made  the  following  remarks: 

“How  much  provocation  is  necessary  to  make 
reasonable  men  and  women  alter  life-long  convic- 
tions?” I also  said,  “on  December  1,  1862,  Abra- 
ham Lincoln  addressing  the  Congress  stated:  The 
dogmas  of  the  quiet  past  are  inadequate  to  the 
stormy  present.  As  our  case  is  new  so  we  must 
think  anew  and  act  anew.  We  must  disenthrall 
ourselves.” 

Are  we  prepared  to  alter  some  of  our  life-long 
convictions? 

Are  we  prepared  to  disenthrall  ourselves  to  un- 
dertaking measures  alien  to  our  basic  tenets  in 
practicing  medicine. 

Our  moment  of  truth  is  at  hand! 

July  1,  1975,  12:01  a.m.,  and  counting ! 

EDWARD  SIEGEL,  M.D. 

Deputy  Executive  Vice-President 
Lake  Success,  New  York 


The  AMA’s  golden  opportunity 


Our  national  organization,  like  many  others,  has 
had  its  ups  and  downs.  It  needs  a unifying  force 
and  one  exists  now  that  could  properly  be  termed 
“the  medical  malpractice  catastrophe.”  A reason- 
able solution  of  this  threat  to  our  health  care  deliv- 
ery system  should  rally  all  physicians  under  the 
banner  of  the  American  Medical  Association  as 
rapidly  as  a declaration  of  war  brought  our  people 
together  in  the  past. 

Obviously,  the  causes  and  prevention  of  the  lia- 
bility litigation  “epidemic”  are  of  basic  importance 
but  the  situation  is  such  that  “cures”  must  be 
found  quickly.  Whatever  the  inapparent  factors 
may  be,  it  is  evident  that  insurers  are  withdrawing 
because  physician  liability  coverage  is  unprofita- 
ble, and  to  practice  without  insurance  coverage  in 
today’s  environment  would  jeopardize  not  only  our 
daily  source  of  income  but  all  of  our  personal  as- 
sets. 

The  action  taken  by  the  Argonaut  Insurance 
Company  in  New  York  is  but  another  “warning 
shot”  across  the  bow  of  the  battered  medical  ship 
of  state. 

The  armistice  won  by  the  New  York  State  In- 


surance Department  is  fragile  and  limited  only  to 
July  1,  1975.  Practicing  brinksmanship  will  either 
accomplish  nothing  or  force  us  to  accept  govern- 
mental subsidization  and  that,  in  my  opinion, 
would  be  a horrible  mistake. 

In  an  editorial  in  April,  1974,  a list  of  possible 
solutions  was  published  and  two,  with  the  passage 
of  time,  stand  out  as  our  most  practical  options. 
One  would  be  a self-insurance  program,  preferably 
on  a national  scale  controlled  by  the  American 
Medical  Association  or  locally  under  the  sponsor- 
ship of  the  Medical  Society  of  the  State  of  New 
York.  It  would  be  expensive  and  we  would  have 
to  cope  with  all  of  the  intricacies  of  running  an  in- 
surance business  but  having  our  own  company 
would  free  us  from  the  unjust  and  excessive  premi- 
ums imposed  by  a profit-making  industry.  Inci- 
dentally, I find  it  difficult  to  fault  their  decision  to 
withdraw.  The  large  number  of  suits  and  exorbi- 
tant judgments  as  well  as  our  inflated  economy, 
lend  support  to  their  action.  Is  any  industry  so  al- 
truistic that  it  would  tolerate  insignificant  profit 
or  actual  loss  without  declaring  bankruptcy  or 
ceasing  to  render  service? 
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No  fault;  workmen’s  compensation  type  of  cov- 
erage, nonbinding  mediation  panels,  a hospital 
system  like  flight  insurance;  all  have  been  consid- 
ered. Having  little  or  no  legal  expertise,  it  is  diffi- 
cult to  pass  judgment  intelligently  but  all  have  de- 
ficiencies that  experts  emphasize  time  and  time 
again. 

Recently,  articles  published  in  a variety  of  peri- 
odicals have  cited  figures  that  are  interesting.  A 
conservative  interpretation  is  that  75  per  cent  of 
the  medical  liability  judgments  in  the  United 
States  average  less  than  $10,000  and  52  per  cent  of 
those  average  less  than  $4,000.  It  seems  reason- 
able then,  as  a second  possible  solution,  to  explore 
with  a consortium  of  insurance  companies  the  fea- 
sibility of  using  a deductible  clause  in  our  policies 
which  would  permit  coverage  from  one  to  three 
million  dollars  at  a lower  premium  than  we  pay 
now.  For  example,  all  physicians  would  have  to 
agree  to  be  responsible  for  the  first  $5,000  of  any 
judgment  rendered  against  them.  The  amount  in 
excess  of  $5,000  would  be  paid  by  the  carrier. 
This  could  bring  premiums  into  a reasonable 
range. 

If  we  become  self-insured  or  succeed  in  devel- 
oping a system  of  coverage  by  using  a deductible 
clause,  we  must  embark  on  an  educational  pro- 
gram for  our  members  and  the  public.  The  latter 
could  be  accomplished  by  employing  a good  public 
relations  concern  but  the  educational  program 
would  have  to  be  implemented  by  us  with  the  help 
of  the  medical  schools  and  be  cosponsored  by  the 
county  societies  and  specialty  organizations. 

I believe  that  liability  for  the  initial  outlay  of 
$5,000  would  be  an  incentive  for  accepting  a strict 
peer  review  program  to  advise,  warn,  and,  if  neces- 
sary, discipline  constant  offenders. 

The  probability  of  obtaining  governmental 
subsidization  as  a short-term  solution  is  good  and, 
although  attractive,  I would  advise  against  it  for 


the  long  pull.  An  old  but  proved  cliche  is  appro- 
priate here,  “He  who  pays  the  piper  calls  the 
tune.” 

The  public’s  concern  over  rising  medical  costs 
and  the  universal  need  for  medical  service  is  gain- 
ing sympathy  for  our  plight  and  it  too  may  lead  to 
a state  or  Federally  supported  plan  to  cover  our 
malpractice  liability.  This  would  be  a step  closer 
to  a complete  takeover  and  might  eventually  result 
in  destroying  our  fine  profession. 

These  are  difficult  times  and  although  the  crisis 
classification  is  overdone  and  shopworn,  it  does 
apply  to  the  present  state  of  our  malpractice  prob- 
lem. Appreciating  the  legal  complexities,  the 
American  Medical  Association  could  strengthen  its 
posture  and  quiet  the  cries  of  dissatisfied  members 
if  it  takes  the  lead  in  guiding  practitioners  out  of 
the  insurance  trap  that  threatens  the  entire  health 
care  delivery  system  in  the  United  States.  We 
urge  the  national  officers  to  pursue  this  course  vig- 
orously and  with  dispatch.  The  prestige  and  re- 
sources of  the  Chicago  command  post  is  far  superi- 
or to  that  of  the  individual  states.  A flexible  na- 
tional program  molded  to  fit  each  state  must  take 
into  consideration  differences  that  exist  in  the  in- 
surance laws  of  each  as  well  as  unusual  practice 
patterns  used  in  specific  areas. 

We  submit  that  if  physicians  become  self-in- 
sured, they  will  be  more  receptive  to  instruction  in 
prevention  of  malpractice  litigation.  They  will  ac- 
cept more  readily  strict  review  with  appropriate 
premium  penalties  for  constant  or  recurrent  of- 
fenders. Self-insurance  or  deductible  clause  cov- 
erage may  well  be  the  answer  to  our  problem  on  a 
long-term  basis.  They  deserve,  at  least,  study  by 
appropriate  committees,  consultants,  and  legal 
counsel. 

J.  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator- 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25  134  148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less  than  effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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Scientific  Articles 


Treating  Depression 
with  Tranquilizers 

With  dissenting  view  of  lithium 
carbonate  therapy 

MORTIMER  OSTOW,  M.D. 

Riverdale,  New  York 

Most  psychiatrists  have  observed  in  practice, 
and  the  literature  has  recorded,  the  occasional  re- 
lief of  depression  with  tranquilizing  drugs,  espe- 
cially the  phenothiazine  and  thioxanthene  tran- 
quilizers. Yet  these  substances  are  not  generally 
recommended  or  used  for  the  treatment  of  depres- 
sion. The  combination  of  perphenazine  (Trilafon) 
and  amitriptyline  (Elavil),  in  fixed  ratio,  is  offered 
as  treatment  for  a syndrome  of  depression  associ- 
ated with  anxiety  or  agitation.  But  here  the  per- 
phenazine is  assumed  to  act  on  the  anxiety  and  ag- 
itation, not  on  the  depression.  AMA  Drug  Evalu- 
ations does  not  mention  any  antidepression  poten- 
cy of  tranquilizing  drugs.1  For  a number  of  years 
I was  puzzled  by  the  discrepancy  between  the  re- 
ports of  antidepression  potency  I read  in  the  liter- 
ature and  observations  of  patients  whom  I saw  in 
consultation;  after  having  been  treated  with  phe- 
nothiazines  for  schizophrenia,  they  thereupon  be- 
came depressed  or  passed  into  a depressive  phase 
of  schizophrenia. 

The  situation  with  regard  to  lithium  carbonate 
is  in  some  respects  similar.  It  is  recommended 
only  for  the  treatment  of  mania  and  the  prophy- 
lactic treatment  of  the  manic-depressive  patient  in 
remission.  In  fact,  many  psychiatrists  regard  lith- 
ium carbonate  as  the  drug  of  choice  for  the  treat- 
ment of  mania.  It  has  also  been  reported  to  deter 
the  recurrence  of  depression  in  the  manic-depres- 
sive patient,  but  not  all  observers  agree  that  it 
does. 

The  purpose  of  this  report  is  to  attempt  to  re- 
solve some  of  these  discrepancies,  to  suggest  a sys- 
tematic program  for  the  use  of  tranquilizing  agents 
for  the  treatment  of  depression,  and  to  reconsider 
the  role  of  lithium  carbonate  in  manic-depressive 
illness. 

Patient  response 

Let  us  start  with  some  clinical  observations. 


Many  patients  who  are  depressed  or  subject  to  de- 
pression respond  to  small  doses  of  thioxanthene  or 
phenothiazine  tranquilizer  with  an  antidepression 
effect.  Above  a low  threshold,  the  effect  gives  way 
to  an  accentuation  of  depression.  This  antide- 
pression effect  can  be  utilized  for  the  treatment  of 
depression  in  a large  proportion  of  depressed  pa- 
tients. Manic  depressives  will  be  most  responsive; 
and  those  depressives  who  exhibit  an  active  life 
style  during  periods  of  remission  will  also  respond 
well.  The  advantages  of  this  treatment  include 
prompt  response,  that  is  within  twenty-four  to 
forty-eight  hours,  and  relative  freedom  from  side 
and  toxic  effects.  The  author  feels  that  lithium 
has  no  special  affinity  for  manic-depressive  illness. 
Its  action  in  the  treatment  of  mania  is  surpassed 
by  moderate  or  high  doses  of  tranquilizer;  and  for 
the  deterrence  of  relapse  during  remission,  low 
doses  of  tranquilizer  are  less  toxic  and  more  flexi- 
ble, although  no  less  potent  than  lithium. 


Not  all  patients  respond  the  same  way  to  tranquil- 
izing drugs.  Some  are  able  to  take  large  amounts 
without  becoming  depressed;  others  become  de- 
pressed on  even  small  doses.  That  is,  there  seems 
to  be  a constitutional  susceptibility  to  the  de- 
pressing effects  of  tranquilizing  drugs. 

When  patients  with  this  susceptibility  become 
schizophrenic  and  are  treated  for  schizophrenia 
with  proper  doses  of  tranquilizing  drugs,  they  are 
likely  to  respond  promptly  with  the  expected  re- 
covery from  schizophrenia,  but  then  to  pass  rapid- 
ly into  an  episode  of  clinical  depression  or  a de- 
pressive form  of  schizophrenia.  Increasing  the 
dose  of  tranquilizing  medication  at  that  point  will 
only  make  the  patient  worse.  If  the  patient  ini- 
tially had  symptoms  of  a depressive  phase  of  schiz- 
ophrenia, treatment  with  tranquilizers  will  only 
aggravate  his  condition. 

All  patients  with  recurrent  depression  are  sus- 
ceptible to  the  depressing  influences  of  tranquiliz- 
ers, whether  or  not  they  also  exhibit  manic  phases. 
However,  not  all  patients  who  are  susceptible  to 
the  depressing  effects  of  the  tranquilizers  exhibit 
spontaneous  clinical  depression. 

Yet  even  in  the  case  of  patients  susceptible  to 
the  depressing  effects  of  tranquilizers,  one  can 
usually  find  a threshold  dose,  below  which  the  de- 
pressing influence  does  not  appear.  This  thresh- 
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old  dose  varies  widely:  it  may  be  1 mg.  of  thi- 

othixene (Navane)  or  10;  or  10  mg.  of  chlorprothix- 
ene  (Taractan)  or  100.  I have  been  using  thiothix- 
ene and  chlorprothixene  for  this  work  because  I 
suspect  that  these  thioxanthenes  may  be  less  de- 
pressing than  phenothiazines,  but  I have  seen 
many  instances  in  which  the  phenothiazines  act 
similarly  to  the  thioxanthenes.  In  any  case,  my 
experience  is  not  broad  enough  to  warrant  a defin- 
itive comparative  statement. 

What  is  far  more  interesting  and  useful  is  the 
fact  that  below  this  threshold-depressing  dose,  the 
tranquilizing  drugs  exhibit  an  antidepression  ef- 
fect. This  effect  varies  in  intensity,  even  among 
patients  with  the  depressive  diathesis,  being  most 
pronounced  in  true  manic-depressive  persons,  and 
least  pronounced  in  those  depressive  patients  who 
show  only  low  activity  levels  in  their  depression- 
free  intervals.  In  true  manic-depressive  persons, 
the  effect  can  be  so  strong  that  it  can  elicit  an  at- 
tack of  mania.  I have  been  able  in  many  instances 
to  alleviate  depression  within  twenty-four  hours 
by  administering  thiothixene  in  small  doses.  In 
some  instances,  1 mg.  per  day  is  sufficient;  in  most 
instances  fewer  than  5 mg.  will  be  effective.  I can 
usually  find  an  optimal  dose  above  and  below 
which  the  antidepression  effect  subsides.  In  most 
instances  the  range  of  dosage  over  which  the  anti- 
depression effect  is  exhibited  is  fairly  narrow;  in 
other  patients,  and  especially  in  manic-depressive 
ones,  the  range  is  fairly  broad. 

Thiothixene  and  chlorprothixene  therapy 

Case  1.  A fifty-four-year-old  successful  entrepreneur 
had  been  moderately  depressed  for  about  three  years. 
He  had  neglected  his  work  so  that  his  income  had  fallen 
sharply,  and  he  spent  most  of  his  time  sitting  or  lying 
idly  at  home.  There  was  no  weight  loss  or  sleep  distur- 
bance, but  there  had  been  a sharp  decrease  in  sexual  de- 
sire. He  was  not  suicidal,  but  often  wished  that  his  life 
would  soon  be  over.  One  of  his  children  has  been  treat- 
ed for  depression.  He  himself  had  undertaken  psycho- 
therapy once  a week  about  two  years  ago  for  treatment 
of  his  depression,  but  had  found  it  not  helpful.  “I  am 
only  a shade  of  my  former  self,”  he  said.  Within 
twenty-four  hours  of  his  first  1 mg.  dose  of  thiothixene, 
he  felt  considerably  better,  and  after  a few  days,  for  the 
first  time  in  three  years,  he  resumed  active  search  for 
new  business  prospects.  When  the  dose  was  increased 
to  2 mg.,  on  each  of  two  occasions,  he  felt  tired  and  fa- 
tigued. Each  time,  after  the  dose  was  dropped  back  to  1 
mg.,  he  felt  better  within  twenty-four  hours. 

Case  2.  A thirty-year-old  man,  first  seen  in  acute 
mania,  was  brought  under  control  within  three  days  by  a 
daily  dose  of  20  mg.  of  trifluoperazine  hydrochloride 
(Stelazine).  Thereafter,  he  was  maintained  on  lithium 
carbonate.  Unfortunately  it  turned  out  that  on  900  mg. 
a day  he  lapsed  into  depression,  while  on  1,200,  1 tablet 
more,  he  became  too  manic.  Also,  this  threshold  level 
varied,  so  that  at  times  as  little  as  900  mg.  was  a helpful 
dose,  and  at  other  times,  over  1,200  mg.  did  not  suffice 


to  protect  him  against  depression.  I gradually  replaced 
the  lithium  carbonate  with  chlorprothixene;  at  a dose  of 
65  mg.,  he  was  usually  able  to  avoid  both  depression  and 
mania.  However,  he  used  a good  deal  of  marihuana, 
and  under  its  influence  he  frequently  escaped  into  hypo- 
mania.  Therefore,  I shifted  to  the  upper  end  of  the  en- 
ergizing range.  That  is,  I increased  the  dose  to  145  mg., 
below  which  he  became  manicky,  and  above  which  he 
became  depressed.  At  the  higher  dose  he  was  less  vola- 
tile and  less  responsive  to  marijuana. 

Treatment  method 

From  these  observations,  one  may  derive  a 
method  for  the  treatment  of  depressive  illness. 
Since  the  procedure  is  so  simple,  the  results  so 
prompt,  and  since  very  small  doses  are  employed 
so  that  there  are  relatively  few  side-effects,  there  is 
no  reason  why  this  procedure  should  not  be  tried 
for  all  depressed  patients,  except  for  those  whose 
medical  conditions  preclude  the  use  of  tranquiliz- 
ers. I have  found  that  those  patients  who  exhibit 
an  energetic  life  style  during  remission  are  most 
apt  to  do  well. 

I have  been  using  the  term  “depression”  in  this 
discussion  to  denote  true  melancholic  depression,  I 
with  or  without  agitation.  However,  there  are  also 
states  of  distressing  unhappiness,  in  which  the  pa- 
tient says  that  he  is  depressed,  and  which  resemble  < 
depression  in  that  the  patient  is  miserably  unhap- 
py, sees  little  hope  for  the  future,  and  may  enter-  < 
tain  suicidal  fantasies.  Such  states  differ  from  • 
melancholic  depression  in  that  the  patient  exhibits 
resilience,  improving  promptly  when  the  precipi- 
tating stress  relents;  there  is  often  much  weeping,  I 
and,  in  contrast  to  melancholia,  one  is  not  im- 1 
pressed  by  the  patient’s  preoccupation  with  sub-  ft 
jective  sensations.  In  these  conditions,  the  pri- 
mary problem  seems  not  to  be  that  of  constitution- 
al vulnerability  to  melancholia.  Therefore,  one 
would  not  expect  this  method,  which  operates  or  - 
the  depressive  mechanism,  to  be  effective  in  these 
nonmelancholic  states.  Yet  in  many  instances  il 
does  provide  the  patient  with  appreciable  relief 
although  it  is  not  as  effective  as  it  is  in  melancho-  ' 
lia. 

Low-dose  tranquilizing  treatment  of  depressior 
differs  from  the  administration  of  antidepressior  - 
agents  in  that  the  latter,  when  effective,  can  in 
duce  euphoria  in  some  patients,  even  in  the  face  o! 
continuing  stress.  The  former  method  has  rela 
tively  little  ability  to  counteract  serious,  continu 
ing  stress  or  to  induce  euphoria,  except  in  patient.1 
with  a manic  diathesis. 

One  merely  prescribes  either  1 mg.  of  thioihix 
ene,  or  10  mg.  of  chlorprothixene,  the  smalles  | 
available  units  of  these  substances,  or  equivalen 
units  of  phenothiazines,  on  the  first  day  of  treat 
ment.  After  forty-eight  hours,  2 units  are  given 
Probably  splitting  the  dose  between  morning  an< 
evening  is  useful,  but  even  once-a-day  medicatioi  A 
will  usually  suffice.  One  continues  increasing  tb 
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dose  by  1 unit  every  forty-eight  hours  if  there  is  no 
clinical  effect  or  if  there  is  improvement.  At  a 
given  dose,  usually  below  or  at  5 mg.  of  thiothixene 
or  50  mg.  of  chlorprothixene,  in  patients  who  are 
not  true  manic-depressive  persons,  the  patient  will 
be  more  depressed  on  the  larger  than  on  the  imme- 
diately previous  smaller  dose.  One  has  then 
passed  the  dose  that  gives  the  optimal  response 
with  this  method,  and  so  one  retreats  to  that  opti- 
mal dose.  The  true  manic-depressive  person  may 
be  energized  to  the  point  of  mania  by  doses  too  low 
to  elicit  depression.  Therefore,  the  optimal  dose 
will  be  either  a dose  below  which  there  will  he  no 
response  and  above  which  the  patient  will  exhibit 
an  unacceptable  degree  of  manic  arousal;  or  a 
higher  dose,  below  which  the  patient  will  he  too 
active  and  above  which  he  will  he  too  depressed. 

At  these  low  doses,  anticholinergic  side-effects 
are  few.  However,  one  occasionally  encounters  a 
mild  speech  disturbance  or  disturbance  of  tongue 
movements  in  the  case  of  thiothixene,  or  a sense  of 
heaviness  and  muscular  w-eakness  in  the  case  of 
chlorprothixene.  One  can  then  immediately  shift 
from  one  drug  to  the  other,  or  to  lithium  carbon- 
ate, as  we  shall  note.  Akathisia  is  occasionally  en- 
countered at  a dose  just  above  the  optimal  dose. 
Thiothixene  can  sometimes  ameliorate  depressive 
effects  greatly  within  only  a few  hours.  In  such 
cases,  I believe  a psychic  detachment  occurs  as  a 
result  of  anticholinergic  impairment  of  mental 
functions. 

If  the  therapeutic  effect  achieved  by  this  meth- 
od is  not  adequate,  one  may  then  employ  one  of 
the  tricyclic  or  monoamine  oxidase  (MAO)  inhibi- 
tor antidepression  agents.  Meanwhile  the  patient 
will  have  some  protection  while  waiting  the  three 
or  four  weeks  before  the  latter  drug  becomes  ac- 
tive. I do  not  believe  that  the  primary  antidepres- 
sion drugs  can  work  synergisticallv  with  the  low- 
dose  tranquilizers;  that  is,  there  is  no  advantage  in 
combining  them.  I have  not  made  the  observa- 
tions that  would  permit  me  to  make  this  statement 
definitively,  but  on  theoretical  grounds  I believe 
that  their  actions  are  incompatible,  so  that,  when 
given  together,  either  one  or  the  other  may  be  ef- 
fective, but  not  both. 

The  advantages  of  this  method  are  considerable. 
The  waiting  period  is  eliminated.  Toxic  and  side- 
effects  are  minimal.  In  manic-depressive  illness, 
both  manic  and  depressive  relapses  are  deterred. 
Protection  is  more  reliable  at  the  upper  end  of  the 
energizing  range  than  at  the  lower  end. 

It  is  evident  that  the  reason  for  the  inconsisten- 
t cies  reported  in  the  response  of  depression  to  tran- 
quilizing  drugs  is  that  depression  is  alleviated  with 
■ only  very  small  doses,  which  are  different  from  in- 
dividual to  individual.  When  administered  in  the 
usually  recommended  doses,  tranquilizers  will  ag- 
gravate depression.  To  offer  a model,  if  not  a 
theory,  which  could  explain  the  effect  I have  de- 
scribed, requires  a theoretic  framework  accepted 


by  the  profession.  Unfortunately,  such  a theoretic 
framework  does  not  exist,  either  on  the  biochemi- 
cal or  psychologic  level.  The  theory  I first  pro- 
posed almost  twenty  years  ago  that  the  psycholog- 
ic variable  that  is  primarily  affected  by  both  the 
tranquilizing  and  antidepression  drugs  is  psychic 
energy,  has  not  been  well  received.2'1  However, 
since  I have  encountered  no  other  theory  that 
works  nearly  as  well,  I shall  refer  to  it  here.  That 
theory  asserts  that  psychic  energy  in  general,  and 
libido  in  particular,  is  made  unavailable  to  the  ego 
by  tranquilizing  drugs,  and  is  made  more  available 
by  antidepression  drugs.  If  one  observes  closely 
patients  subject  to  recurrent  depression  over  a 
long  enough  period  of  time,  in  many  instances  one 
can  recognize  a series  of  maneuvers  in  which  the 
patient  engages  in  anticipation  of  a relapse.4 
These  maneuvers  frequently  include  forms  of  ov- 
eractivity, overindulgence,  mania,  or  hypomania. 
I infer  that  the  unconsciously  perceived  threat  of 
depression  elicits  reactive  defensive  endeavors, 
meant  to  overcome  or  cancel  out  the  depression- 
inducing  stress.  If  that  is  correct,  then  we  must 
merely  recognize  that  a tranquilizing  agent  exerts 
a depression-inducing  stress,  and  therefore  it  can 
elicit  countervailing  energy  supplies.  This  is  true 
only  when  the  agent  is  administered  in  small 
amounts.  In  doses  above  such  small  amounts,  the 
tranquilizing  agent  defeats  the  defensive  mecha- 
nism, and  then  aggravates  the  depression.  This 
theory  or  model  becomes  especially  compelling 
when  one  observes  that  a small  increment  in  dose 
will  alter  the  effect  of  the  tranquilizing  drug. 

The  theory  explains  another  observation  I 
made. 

Lithium  carbonate  therapy 

Case  3.  A man  in  his  sixties  had  had  many  recur- 
rences of  depression  in  the  past  and  had  had  so  many 
courses  of  electric  shock  therapy  (EST)  that  the  memo- 
ry of  his  childhood  was  virtually  obliterated.  For  a few 
years  I was  able  to  keep  him  free  of  depression  by  psy- 
chotherapy alone.  Later,  however,  under  serious  stress, 
his  relapses  resumed.  At  the  highest  doses  of  tricyclic 
antidepression  drugs,  he  remained  inert,  spending  his 
days  at  home,  doing  nothing,  neglecting  his  business, 
and  seeing  no  friends.  After  several  months,  when  I was 
convinced  that  the  drug  was  ineffective,  I began  to  re- 
duce the  dose  gradually.  He  promptly  recovered  and 
passed  into  a phase  of  mild  hypomania  which  continued 
for  about  a year.  The  first  time  this  happened,  I as- 
sumed it  was  a coincidence.  However,  the  same  se- 
quence of  events  recurred  on  4 separate  occasions.  Fi- 
nally, I prescribed  600  mg.  of  lithium  carbonate  a day, 
and  he  has  been  entirely  well  for  two  years  now. 

These  observations  comply  with  my  theory  be- 
cause I assume  that  while  the  tricyclic  agent  had 
not  been  powerful  enough  to  overcome  the  depres- 
sion, it  had  provided  some  support,  so  that  when  it 
was  withdrawn,  the  loss  exerted  the  same  kind  of 
depressive  stress  as  a small  dose  of  tranquilizer. 
Since  Case  3 was  disposed  to  hypomania,  the  latter 
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was  triggered  by  the  loss  of  even  subthreshold  en- 
ergizing support.  Lithium  carbonate,  as  we  shall 
see  here,  acts  similarly  to  a mild  tranquilizer,  and 
so  it  too  can  elicit  the  defensive  energizing. 

Comment 

The  concept  of  a dose-response  curve  is  not 
commonly  used  in  psychiatry.  It  is  generally  as- 
sumed that  within  their  useful  range,  psychiatric 
drugs  exert  an  influence  that  increases  directly 
with  the  dose.  In  fact,  the  tranquilizing  drugs  ex- 
hibit an  undulating  dose-response  curve.  I have 
described  an  antidepression  effect  at  very  low 
doses,  which  is  succeeded  by  a depressing  effect 
exerted  at  higher  doses,  those  usually  used  for  the 
treatment  of  schizophrenia.  I believe,  with  most 
of  these  drugs  and  with  most  patients,  one  can  ob- 
serve a second  dosage  range,  higher  by  at  least  one 
order  of  magnitude,  within  which  the  depression- 
inducing  effect  is  again  replaced  by  an  antidepres- 
sion effect.  In  a few  instances  I have  observed 
that  above  that  range,  the  depression  recurs.  Car- 
ried to  even  greater  doses,  the  undulations  might 
continue,  but  I have  no  direct  knowledge. 

I explain  the  reversal  at  the  lowest  doses  by  the 
dynamic  mechanism  I have  described.  I cannot 
explain  the  reversals  that  occur  at  the  higher 
doses,  except  by  referring  to  the  likelihood  that 
two  or  more  functional  systems  in  the  brain  are  af- 
fected differentially  by  these  substances  in  such  a 
way  that  at  one  dose  one  system  overrides  the 
other;  at  another  dose,  the  second  system  over- 
rides the  first.  The  fact  that  all  of  these  sub- 
stances exert  both  depressive,  parkinsonism-in- 
ducing effects,  and  antiparkinsonian  anticholiner- 
gic effects,  lends  some  reasonableness  to  this  last 
conjecture. 

It  will  doubtless  not  have  escaped  the  reader 
that  the  explanation  I propose  for  the  first  reversal 
is  given  in  psychologic  concepts.  Obviously  the 
two  are  not  mutually  exclusive.  That  is,  the  dy- 
namic mechanism  I propose  for  the  first  reversal 
may  be  executed  by  shifting  the  balance  between 
two  physiologic  systems  operating  in  complemen- 
tary antagonism  and  differentially  affected  by 
these  chemical  agents.  A set  of  substances  that 
initially  induces  euphoria  in  some  patients  and 
then,  at  a larger  dose  and  after  a longer  period  of 
exposure,  depression,  is  the  glucocorticoids.  Per- 
haps they  too  act  on  the  depression  mechanism  in 
the  same  way. 

Currently  it  is  generally  agreed  in  the  psychiat- 
ric literature  that  lithium  carbonate  is  a specific 
treatment  for  manic-depressive  illness;  AM  A Drug 
Evaluations'  reflects  this  consensus.  It  reports 
that  lithium  carbonate  is  effective  for  the  defini- 
tive treatment  of  the  manic  phase  and  for  prophy- 
lactic use  during  periods  of  remission.  It  does  rec- 
ord, though,  that  there  is  some  debate  about 


whether  or  not  lithium  carbonate  actually  surpass- 
es the  phenothiazines  in  the  manic  phase,  but  con- 
cludes that  the  phenothiazines  are  preferred  for 
seriously  disturbed  patients  and  lithium  carbonate 
for  the  less  disturbed. 

Lithium  carbonate’s  uniqueness  for  the  treat- 
ment of  manic-depressive  illness  would  then  reside 
in  its  unique  ability  to  prevent  relapses.  If  one 
administers  it  to  a manic-depressive  patient  in  re- 
mission, one  finds  that  above  a threshold  dose,  a 
further  increase  will  tend  to  elicit  a manic  re- 
sponse. Above  a still  higher  threshold  dose,  a fur- 
ther increase  will  tend  to  elicit  a depressive  re- 
sponse. It  appears  then  that  lithium  carbonate 
behaves  exactly  as  the  tranquilizers  do  when  the 
latter  are  administered  in  small  doses  for  the 
treatment  of  depressive  or  manic-depressive  ill- 
ness. I have  been  able  to  replace  lithium  carbon- 
ate with  a tranquilizer  as  a prophylactic  tool  for 
manic-depressive  illness  in  remission  and,  at 
times,  to  combine  the  two;  I was  ultimately  able  to 
make  such  a replacement  in  Case  3.  If  lithium 
carbonate  acts  as  a tranquilizer  which  is  given  in 
low  doses,  and  can  be  replaced  by  the  latter  for  the 
prophylaxis  of  manic  and  depressive  relapses,  then 
there  is  no  reason  to  attribute  to  it  any  special  role 
in  the  treatment  of  manic-depressive  illness. 

Why  was  the  potential  of  lithium  carbonate  to 
prevent  and  alleviate  depression  recognized  more 
readily  than  that  of  tranquilizers?  It  was  because 
tranquilizers  are  ordinarily  given  in  doses  high 
enough  to  treat  schizophrenia,  that  is,  one  or  twc 
orders  of  magnitude  greater  than  the  antidepres- 
sion dose.  Lithium  carbonate,  on  the  other  hand 
must  be  given  only  in  low  doses  because  it  is  toxi( 
in  doses  that  would  be  helpful  in  the  treatment  ol 
schizophrenia. 

The  advantages  of  using  the  tranquilizers  ir 
preference  to  lithium  carbonate  are  that  ont 
avoids  the  toxicity  of  the  latter  and  that  one  ob 
tains  greater  flexibility,  since  the  smallest  tablet  o 
thiothixene  or  chlorprothixene  is  less  potent  thar 
a single  lithium  carbonate  300-mg.  tablet  or  cap 
sule.  Lithium  carbonate  can  be  used  for  the  occa 
sional  patient  who  cannot  tolerate  the  side-effect: 
of  even  these  minimal  doses  of  tranquilizer,  or  fo 
such  patients  it  may  be  combined  with  tranquiliz 
er. 

5021  Iselin  Avenu< 
Riverdale,  New  York  1047;  I 

References 

1.  American  Medical  Association,  AMA  Drug  Evaluations 
2nd  ed.,  AMA  Department  of  Drugs,  Acton,  Massachusetts 
Publishing  Sciences  Group,  Inc.,  1973. 

2.  Ostow,  M.,  and  Kline,  N.S.:  The  psychic  action  of  reser 

pine  and  chlorpromazine,  in  Kline,  N.S.,  Ed.:  Psychophar 

macology  Frontiers,  Boston,  Little,  Brown  & Co.,  1959,  p.  481 . 

3.  Ostow,  M.:  Drugs  in  Psychoanalysis  and  Psychothera 

py,  New  York,  Basic  Books,  Inc.,  1962. 

4.  Idem:  The  Psychology  of  Melancholy,  New  York,  Har 
per  & Row,  1970. 


696  New  York  State  Journal  of  Medicine/ April  1975 


(Please  see  last  page  of  this  advertisement  for 


The  Lasix”  site  of  action  is  a dis- 
tinctive advantage— for  it  results  in 
fewer  electrolytes  in  each  liter  of  urine 
than  with  other  commonly  used  diu- 
retics.1,2 That  is  why,  if  you  control  urine 
volume  through  individual  dosage  ad- 
justment, you  may  face  fewer  problems 
with  electrolyte  disturbances.3  As  with 
any  diuretic,  electrolyte  depletion  can 
occur  during  therapy  with  furosemide. 
Careful  clinical  and  laboratory  observ- 
ations are  advisable. 

The  primary  site  of  Lasix®  action— at  the  loop 
of  Henle— distinguishes  Lasix  Tom  other  commonly 
used  diuretics.  The  action  at  this  site  enables  Lasix 
to  produce  a dilute  urine,4  which  may  be  the  basis 
for  its  relative  freedom  from  electrolyte  disturbances 
(hypokalemia).3  When  the  edematous  patient  has 
been  stabilized,  excessive  diuresis  can  usually  be 


avoided  by  simple  dosage  adjustment.  And, 
through  regulation  of  urine  volume  by  this  dos  » 
adjustment,  you  can  control  electrolyte  excreti  i. 
Careful  medical  supervision  is  required. 

Wide  dose-related  effectiveness  fo 
precise  control  of  diuretic  response.  The 

Lasix®  effect  is  dose-related.  A prompt  diuresis 
usually  ensues  with  a single  dose  of  20  to  80  mg 
given  preferably  in  the  morning.  Depending  on  r 
patient's  response,  a second  dose  may  be  admir 
istered  6 to  8 hours  later.  Clinical  and  laboratory 
observations  are  advisable  when  doses  exceedi  | 
80  mg/day  are  given  for  prolonged  periods.  Wf 
maintenance  of  the  edema-free  state  is  desired, , . 
dosage  may  be  adjusted  to  as  low  as  20  mg. 

(Please  see  the  dosage  and  administration 
section  on  the  last  page  of  this  advertisement.) 

Highly  effective/ short  acting.  The 

effectiveness  of  Lasix®  has  been  clearly  establisi  c 
in  hundreds  of  thousands  of  patients  in  a decad  > 
clinical  experience.  Consequently,  Lasix  is  the 
most  selected  diuretic  agent  today  in  the  treatrr 1 
of  edemas  associated  with  congestive  heart  fail  e 


because  fewer  electrolytes 
get  into  each  liter  of 
urine  than  with  other  commonly 
used  diuretics... 

LASIX(FUROSEMIDE) 

the  diuretic  for  both 
initial  & maintenance 
therapy 

in  cardiac  edema 


The  onset  of  diuresis  usually  occurs  within  an 
oiand  is  usually  complete  within  6 to  8 hours; 
iu  patient  inconvenience  is  minimized. 

Useful  in  patients  with  renal  impair- 
e t and  severely  depressed  renal  f unc- 

0 Unlike  other  commonly  used  diuretics,  Lasix® 
n e useful  in  patients  with  renal  impairment 
ic  everely  depressed  renal  function.  Even  in  the 
e nee  of  renal  insufficiency  with  depressed 
oierular  filtration,  acidosis,  alkalosis  or  hypo- 
b ninemia,  Lasix  has  been  found  effective  and 
el olerated.5  If  increasing  azotemia  and  oliguria 
c during  treatment  of  severe  progressive  renal 
$c  se,  the  drug  should  be  discontinued. 

>ee  next  page  for  prescribing  information.) 
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the  basic  unit 

LASIX  40  tablets 

(FUROSEMIDE) 

unsurpassed  effectiveness 
for  prompt  reduction 
of  edema 


the  adjuster  unit 

LASIX  20ra9b.ets 

(FUROSEMIDE) 

convenient  dosage  adjustment 
for  maintenance  therapy 


I AC IV^Orngand 
LMJIA  20  mg  tablets 

CFUROSEMIDE) 


logical  long-term  diuretic  therapy 
for  cardiac  edema 


WARNING  — Lasix®  (furosemide)  is  a potent  diuretic  which  if  given  in  ex- 
cessive amounts  can  lead  to  a profound  diuresis  with  water  and  electro- 
lyte depletion.  Therefore,  careful  medical  supervision  is  required,  and 
dose  and  dose  schedule  have  to  be  adjusted  to  the  individual  patient’s 
needs.  (See  under  "DOSAGE  AND  ADMINISTRATION.") 

DESCRIPTION— Lasix  is  an  anthranilic  acid  derivative.  Chemically,  it  is 
4-chloro-N-furfury!-5-sulfamoylanthranilic  acid. 

INDICATIONS— Lasix  is  indicated  for  the  treatment  of  the  edema  associ- 
ated with  congestive  heart  failure,  cirrhosis  of  the  liver,  and  renal  disease, 
including  the  nephrotic  syndrome.  Lasix  is  particularly  useful  when  an 
agent  with  greater  diuretic  potential  than  that  of  those  commonly  employed 
is  desired. 

Hypertension— Lasix  Tablets  may  be  used  for  the  treatment  of  hyperten- 
sion alone  or  in  combination  with  other  antihypertensive  drugs.  Hyperten- 
sive patients  who  cannot  be  adequately  controlled  with  thiazides  will  prob- 
ably also  not  be  adequately  controllable  with  Lasix  alone. 
CONTRAINDICATIONS— Because  animal  reproductive  studies  have  shown 
that  Lasix  (furosemide)  may  cause  fetal  abnormalities,  the  drug  is  con- 
traindicated in  women  of  child-bearing  potential. 

Lasix  is  contraindicated  in  anuria.  If  increasing  azotemia  and  oliguria 
occur  during  treatment  of  severe  progressive  renal  disease,  the  drug  should 
be  discontinued.  In  hepatic  coma  and  in  states  of  electrolyte  depletion, 
therapy  should  not  be  instituted  until  the  basic  condition  is  improved  or 
corrected.  Lasix  is  contraindicated  in  patients  with  a history  of  hypersen- 
sitivity to  this  compound. 

Until  more  experience  is  accumulated  in  the  pediatric  use  of  Lasix, 
children  should  not  be  treated  with  the  drug. 

WARNINGS— Excessive  diuresis  may  result  in  dehydration  and  reduction 
in  blood  volume,  with  circulatory  collapse  and  with  the  possibility  of  vas- 
cular thrombosis  and  embolism,  particularly  in  elderly  patients.  Excessive 
loss  of  potassium  in  patients  receiving  digitalis  glycosides  may  precipitate 
digitalis  toxicity.  Care  should  also  be  exercised  in  patients  receiving  potas- 
sium depleting  steroids. 

Frequent  serum  electrolyte, CO?  and  BUN  determinations  should  be  per- 
formed during  the  first  few  months  of  therapy  and  periodically  thereafter, 
and  abnormalities  corrected  or  the  drug  temporarily  withdrawn. 

In  patients  with  hepatic  cirrhosis  and  ascites,  initiation  of  therapy  with 
Lasix  (furosemide)  is  best  carried  out  in  the  hospital.  Sudden  alterations 
of  fluid  and  electrolyte  balance  in  patients  with  cirrhosis  may  precipitate 
hepatic  coma;  therefore,  strict  observation  is  necessary  during  the  period 
of  diuresis.  Supplemental  potassium  chloride  and,  if  required,  an  aldoste- 
rone antagonist  are  helpful  in  preventing  hypokalemia  and  metabolic 
alkalosis. 

As  with  many  other  drugs,  patients  should  be  observed  regularly  for  the 
possible  occurrence  of  blood  dyscrasias.  liver  damage,  or  other  idiosyn- 
cratic reactions. 

In  those  instances  where  potassium  supplementation  is  required,  coated 
potassium  tablets  should  be  used  only  when  adequate  dietary  supplemen- 
tation is  not  practical. 

There  have  been  several  reports,  published  and  unpublished,  concern- 
ing nonspecific  small-bowel  lesions  consisting  of  stenosis,  with  or  without 
ulceration,  associated  with  the  administration  of  enteric-coated  thiazides 
with  potassium  salts.  These  lesions  may  occur  with  enteric-coated  potas- 
sium tablets  alone  or  when  they  are  used  with  nonenteric-coated  thia- 
zides, or  certain  other  oral  diuretics. 

These  small-bowel  lesions  have  caused  obstruction,  hemorrhage,  and 
perforation.  Surgery  was  frequently  required,  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium  salts, 
although  lesions  of  this  type  also  occur  spontaneously.  Therefore,  coated 
potassium-containing  formulations  should  be  administered  only  when  indi- 
cated, and  should  be  discontinued  immediately  if  abdominal  pain,  disten- 
tion, nausea,  vomiting,  or  gastrointestinal  bleeding  occurs. 

Patients  with  known  sulfonamide  sensitivity  may  show  allergic  reac- 
tions to  Lasix. 

PRECAUTIONS— As  with  any  potent  diuretic,  electrolyte  depletion  may 
occur  during  therapy  with  Lasix,  especially  in  patients  receiving  higher 
doses  and  restricted  salt  intake.  Electrolyte  depletion  may  manifest  itself 
by  weakness,  dizziness,  lethargy,  leg  cramps,  anorexia,  vomiting  and/or 
mental  confusion. 

In  edematous  hypertensive  patients  being  treated  with  antihypertensive 
agents,  care  should  be  taken  to  reduce  the  dose  of  these  drugs  when 
Lasix  is  administered,  since  Lasix  potentiates  the  hypotensive  effect  of 
antihypertensive  medications. 

A ymptomatic  hyperuricemia  can  occur  and  gout  may  rarely  be  pre- 
il  iti  R<  /■  rsible  elevations  of  BUN  may  be  seen.  These  have  been 
observed  in  association  with  dehydration,  which  should  be  avoided,  par- 
ticularly in  patients  with  renal  insufficiency. 

When  parenteral  use  of  Lasix  precedes  its  oral  use,  it  should  be  kept  in 
mind  that  cases  of  reversible  deafness  and  tinnitus  following  the  injection 
of  l asix  have  been  reported.  These  adverse  reactions  occurred  when  Lasix 
/,  i , injc<  ted  at  doses  exceeding  several  times  the  usual  therapeutic  dose 
of  20  to  40  mg. 


Periodic  checks  on  urine  and  blood  glucose  should  be  made  in  dia  ic 
and  even  those  suspected  of  latent  diabetes  when  receiving  Las  in 
creases  in  blood  glucose,  and  alterations  in  glucose  tolerance  test  <it 
abnormalities  of  the  fasting  and  two-hour  postprandial  sugar  have  *■ 
observed,  and  rare  cases  of  precipitation  of  diabetes  mellitus  have  ;er 
reported. 

Lasix  (furosemide)  may  lower  serum  calcium  levels,  and  rarecato 
tetany  have  been  reported.  Accordingly,  periodic  serum  calcium  »ei! 
should  be  obtained. 

Patients  receiving  high  doses  of  salicylates,  as  in  rheumatic  disw; 
in  conjunction  with  Lasix  may  experience  salicylate  toxicity  at  lower  st 
because  of  competitive  renal  excretory  sites. 

It  has  been  reported  in  the  literature  that  diuretics  such  as  furos  lit 
may  enhance  the  nephrotoxicity  of  cephaloridine.  Therefore,  Las  in 
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Great  caution  should  be  exercised  in  administering  curare  or  its  ivz 
tives  to  patients  undergoing  therapy  with  Lasix,  and  it  is  advisable  dte 
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Hypertension— The  usual  dose  of  Lasix  is  40  mg  twice  daily  both  r n 
tiation  of  therapy  and  for  maintenance.  Careful  observations  for  c up 
in  blood  pressure  must  be  made  when  this  compound  is  used  wit  >«!•• 
antihypertensive  drugs,  especially  during  initial  therapy.  The  dcWM 
other  agents  must  be  reduced  by  at  least  60  per  cent  as  soon  as  SUL 
added  to  the  regimen  to  prevent  excessive  drop  in  blood  pressures  In 
blood  pressure  falls  under  the  potentiating  effect  of  Lasix,  a furtheW 
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Until  more  experience  is  accumulated  in  the  pediatric  use  c-US 
children  should  not  be  treated  with  the  drug. 

HOW  SUPPLIED— Lasix  (furosemide)  Tablets  are  supplied  as  whitf  X 
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Early  diagnosis  of  gynecologic  cancer  offers  the 
greatest  promise  for  cure.  Emphasis  should  be 
placed  on  the  signs  and  symptoms  as  well  as  on  the 
routine  periodic  application  of  cervical  cytologic 
techniques  for  diagnosis  in  asymptomatic  women. 
The  shortcomings  of  cytologic  screening  in  diagno- 
sis of  endometrial  cancers  and  vaginal  adenosis 
warrant  performance  of  office  endometrial  biopsy 
procedures,  including  uterine  suction  curettage 
and  negative  pressure  irrigation,  and  colposcopic 
examinations.  There  are  serious  limitations  in- 
herent in  our  ability  to  diagnose  ovarian  cancers 
early.  Possible  avenues  for  detecting  these  elusive 
tumors  are  being  explored. 
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It  is  a dictum  of  medicine  that  early  detection 
provides  the  greatest  opportunity  for  cure.  In 
gynecologic  cancer,  survival  rates  correlate  directly 
with  the  extent  of  disease;  for  example,  the  five- 
year  survival  rate  for  patients  with  early  Stage  0 
cervical  cancer  is  95  to  100  per  cent,  with  the  sur- 
vival rate  for  far-advanced  Stage  IV  patients  at 
only  8 per  cent.1  The  same  diminishing  survival 
rates  in  the  presence  of  advanced  disease  are 
found  in  neoplasms  of  the  uterine  corpus,  ovary, 
tube,  vagina,  and  vulva.2  Ovarian  carcinoma  is  a 
particularly  distressing  example  of  this  trend. 
More  than  half  the  women  with  ovarian  malignant 
tumors  have  unresectable  disease  at  the  time  of  di- 
agnosis.3 

The  concept  that  early  diagnosis  ensures  a high 
cure  rate  has  been  challenged.4,3  It  may  be  that 
small  easily  extirpated  cancers  represent  neo- 
plasms of  low  virulence.  However,  cancers  of  high 
innate  virulence  may  already  have  metastasized, 
although  the  primary  lesions  are  still  minute.6 
This  situation  is  illustrated  by  the  findings  in  a se- 
ries of  25  patients  with  apparent  Stage  I ovarian 
cancer  who  underwent  periaortic  node  biopsy.' 
Five  of  these  patients  had  tumor  in  these  distant 
nodes,  even  though  cancer  was  grossly  limited  to 
one  or  both  ovaries.  The  common  denominator  in 
these  5 patients  was  histologic  anaplasia  and 
hence,  perhaps,  a more  virulent  tumor. 

It  seems  that  some  cancers  are  biologically  pre- 
determined to  kill  their  host  despite  our  ministra- 
tions. However,  we  as  physicians  cannot  easily 
identify  these  lethal  malignant  conditions,  and 
must  proceed  pragmatically  on  the  assumption 
that  the  fewer  the  malignant  cells  present,  that  is, 
the  smaller  the  lesion,  the  better  the  outlook  for 
the  patient’s  survival.  This  view  has  generally 
proved  valid  and  applicable  in  the  use  of  radio- 
therapy and  chemotherapy.  Moreover,  animal  ex- 

Presented  at  the  168th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Obstetrics  and  Gynecology,  Sunday,  February  24, 1974. 


periments  using  immunotherapy  in  a murine  ovar- 
ian cancer  in  our  laboratory  further  support  this 
view.  Ninety  per  cent  of  animals  inoculated  with 
104  ovarian  cancer  cells  survive  following  immu- 
notherapy, whereas  only  20  per  cent  receiving  106 
cancer  cells  will  survive.8  Translated  into  medical 
practice,  this  means  that  our  goal  should  be  to  dis- 
cover cancers  containing  the  fewest  number  of 
cells  in  a confined  location.  This  article  will  re- 
view useful  office  methods  commonly  available  for 
detecting  such  early  gynecologic  malignant  condi- 
tions. 

Physical  examination 

All  gynecologic  examinations  should  be  carried 
out  in  an  examining  room  in  which  there  is  priva- 
cy, quiet,  and  warmth.  The  woman  is  interviewed 
in  a dignified,  methodical  manner  and  is  only  later 
asked  to  assume  a position  on  the  examining  table. 
The  most  useful  history  is  obtained  by  the  “prob- 
lem-oriented” method  with  emphasis  on  menstru- 
al pattern,  abnormal  genital  bleeding  or  discharge, 
birth-control  practices,  and  obstetric  history. 
Family  history  of  malignant  tumors  is  especially 
relevant  in  breast  and  ovarian  cancer  in  which  he- 
reditary predisposition  may  be  important. 

The  physical  examination  should  include  careful 
inspection  and  palpation  of  superficial  lymph 
nodes  including  those  in  the  supraclavicular,  axil- 
lary, and  inguinal  areas.  No  gynecologic  examina- 
tion for  the  detection  of  malignant  growths  can  be 
considered  complete  without  careful  inspection 
and  palpation  of  the  breasts.  Abdominal  exami- 
nation should  include  both  inspection  and  palpa- 
tion for  masses  and  tenderness. 

The  pelvic  examination  should  be  performed 
under  adequate  lighting  with  the  patient  carefully 
draped  and  positioned  properly  in  stirrups.  The 
entire  perineum  and  introitus  are  carefully  in- 
spected for  asymptomatic  masses,  pigmented  le- 
sions, and  pruritus.  The  warmed  metal  speculum 
should  preferably  be  used  dry  or  moistened  only 
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with  water;  lubricants  distort  cytologic  smears  and 
render  bacteriologic  cultures  inaccurate.  Care  is 
taken  to  visualize  the  entire  circumference  of  the 
vagina  with  slow,  gentle  rotation  of  the  speculum 
blades.  Cervical  inspection  should  be  the  last  part 
of  the  speculum  examination.  The  bimanual  pal- 
pation of  the  pelvic  organs  must  be  performed  in  a 
systematic  manner  and  must  include  a rectovag- 
inal examination  with  guaiac  testing  of  the  stool 
for  occult  blood.  A careful  history  and  properly 
performed  examination  play  complementary  roles 
in  the  campaign  to  detect  early  gynecologic  cancer. 

Cytology 

The  accuracy  of  cervical  cytologic  examination 
in  detecting  malignant  growths  is  highly  depen- 
dent on  the  sampling  method  used.  The  tech- 
nique to  be  described  should  provide  smears  that 
are  97  per  cent  accurate  in  their  ability  to  detect 
cervical  cancer.9’10  The  cell  sample  is  obtained  by 
aspirating  the  endocervical  canal  with  a glass  pipet 
and  placing  the  material  obtained  on  one  half  of  a 
clean  glass  slide.  The  squamocolumnar  junction 
on  the  exocervix  is  then  gently  scraped  with  a 
bifid-tipped  wooden  spatula,  and  the  cells  thus  ob- 
tained placed  on  the  remainder  of  the  slide.  The 
endocervical  sample  may  also  be  obtained  by  using 
a cotton-tipped  applicator,  first  moistened  with 
saline  so  that  cells  will  not  adhere  to  the  cotton, 
and  then  twirled  in  the  endocervical  canal.  The 
glass  slide  prepared  in  this  way  must  be  placed  im- 
mediately in  a mixture  of  equal  parts  of  ether  and 
95  per  cent  alcohol.  Delay  in  fixation  may  invali- 
date the  smear  for  purposes  of  cell  recognition.  A 
variety  of  spray  fixatives  are  also  available  and  are 
especially  useful  if  slides  must  be  mailed. 

Not  only  must  an  adequate  sampling  of  cells  be 
presented  to  the  laboratory,  but  also  careful  atten- 
tion must  be  paid  to  quality  control  within  the  cy- 
tology laboratory.  “Over-reading”  of  cervical 
smears,  that  is,  excessive  reporting  of  suspicious  or 
positive  smears  based  on  overly  liberal  interpreta- 
tions of  cell  morphologic  states,  will  result  in  pa- 
tients being  subjected  to  unnecessary  cervical-cone 
biopsies.  Many  such  conization  samples  will  show 
no  evidence  of  dysplasia  or  neoplasia.  “Directed” 
exocervical  biopsies  and  endocervical  curettage  in 
the  office  can  obviate  some  of  this  problem. 
These  involve  obtaining  the  biopsies  by  means  of 
punch  forceps  from  areas  that  appear  especially 
suspicious. 

Unlike  cervical  cancer,  the  accuracy  of  diagnosis 
of  endometrial  cancer  from  cervical  or  vaginal 
smears  is  no  greater  than  75  per  cent.11  The  pos- 
terior vaginal  pool  sample  is  superior  to  the  cervi- 
cal scraping  in  this  regard,  but  neither  provides  an 
adequate  cell  sample  in  corpus  cancer.  Smears 
obtained  from  the  cervix  or  vagina  for  purposes  of 
screening  for  ovarian  or  tubal  carcinoma  have  also 
been  found  to  he  poor  because  recognizable  exfol- 


iated cancer  cells  are  rarely  obtained  vaginally 
early  in  these  diseases.  Examination  of  peritoneal 
fluid  obtained  by  cul-de-sac  aspiration  through 
the  posterior  vaginal  fornix  has  been  advocated  as 
a method  to  detect  early  ovarian  cancer.12  The 
technique  is  painful,  not  without  risk,  and  the 
yield  disappointing. 

The  self-obtained  vaginal  irrigation  smear  tech- 
nique has  been  used  primarily  by  women  who  can- 
not or  will  not  report  to  a clinic  or  office  for  pelvic 
examination.13  The  percentage  of  false  negative 
results  is  considerably  higher  by  this  means  than 
by  the  more  accurate  methods  just  described. 

Office  biopsies 

Visible  lesions  of  the  vulva,  vagina,  and  cervix 
are  easily  biopsied  with  little  trauma  or  discomfort 
to  the  patient.  Office  biopsies  that  provide  his- 
tologic proof  of  malignant  conditions  may  obviate 
hospitalization  for  diagnostic  investigation.  For 
example,  a cervical  punch  biopsy  that  reveals  in- 
vasive carcinoma  makes  it  unnecessary  to  perform 
cervical  conization  with  all  the  attendant  risks, 
complications,  expense  and  delay  attendant  on 
that  procedure. 

“Directed”  biopsies  are  most  effective  in  target- 
ing disease.  Various  supravital  stains  have  been 
used.  The  Schiller  test  consists  of  the  application 
of  a solution  of  iodine,  Lugol’s  solution,  to  the  cer- 
vico-vaginal  epithelium.  The  iodide  taken  up  by 
glycogen  in  normal  squamous  epithelial  cells  im- 
parts a mahogany  brown  color.  Abnormal  cells  do 
not  contain  abundant  glycogen  and  therefore  ap- 
pear as  a pale  “Schiller-positive”  area.  However, 
it  must  be  emphasized  that  this  test  is  not  defini- 
tive for  cancer.  Normal  columnar  endocervical 
cells,  present  commonly  on  the  cervix  in  the  form 
of  an  “erosion”  or  eversion,  do  not  stain  with  io- 
dine. Moreover,  a cancer  can  develop  high  in  the 
endocervical  canal  well  beyond  areas  where  the  io- 
dine can  be  applied  and  even  beyond  visualization. 
Furthermore,  areas  of  infection  and  benign  hyper- 
keratosis may  give  a false  positive  reaction. 

Rapidly  proliferating  cells  of  cervical  dysplasia 
and  squamous  carcinoma  tend  to  have  nuclei  that 
take  up  supravital  dyes  avidly.  Toluidine  blue 
stain  exploits  this  tendency  by  coloring  such  active 
epithelium  bright  blue.  In  this  test,  a 1 per  cent 
aqueous  solution  of  toluidine  blue  is  applied  to  the 
cervix  and  vagina.  A 3 per  cent  aqueous  acetic 
acid  solution  is  then  swabbed  over  the  area  to 
show  the  pigmented  regions  that  mark  the  suspi- 
cious sites  as  targets  for  biopsy.  This  technique  is 
more  accurate  than  the  Schiller  test. 

Biopsy  samples  must  include  not  only  the  lesion 
under  investigation  but  adjacent  normal  tissue  as 
well.  These  specimens  should  be  placed  on  moist 
filter  paper  and  oriented  with  the  epithelial  sur- 
face uppermost  and  flat  on  the  paper.  This  en- 
ables the  pathologist  to  cut  the  tissue  correctly  for 
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longitudinal  rather  than  horizontal  sectioning. 
The  specimen  properly  mounted  on  paper  is 
placed  in  formaldehyde  for  suitable  tissue  fixation. 

Because  many  cervical  cancers  develop  high  in 
the  cervical  canal,  diagnostic  biopsy  surveillance 
cannot  be  considered  complete  without  endocervi- 
cal  curettage.  A fine,  sharp  curet  is  used.  This 
should  be  done  without  prior  dilatation  of  the 
canal.  Such  dilatation  will  distort  the  cell  mor- 
phologic state  and  the  histologic  architecture  of 
the  endocervical  epithelium. 

Vulvar  biopsy  is  optimally  excisional.  This  can 
be  accomplished  either  with  a knife  or  a rotating 
punch.  Multiple  samples  of  both  normal-  and  ab- 
normal-appearing tissue  can  easily  be  obtained. 
Disposable  dermatologic  punch  instruments  are 
available,  and  these  may  sometimes  be  of  value  in 
vulvar  lesions.  Bleeding  from  biopsy  sites  is  easily 
controlled  by  compression,  cautery,  or  by  suture  if 
necessary.  When  multiple  biopsies  are  obtained, 
these  should  be  labelled  and  placed  in  separate 
jars  to  enable  the  pathologist  to  report  the  precise 
area  in  which  a tumor  is  found. 

Unlike  the  accessible  areas  of  the  female  geni- 
talia, the  endometrial  cavity  is  more  difficult  to 
sample.  A negative  pressure  irrigation  technique, 
using  the  Gravlee-Jet  washer,*  has  been  used  to 
recover  cells  from  the  endometrial  cavity.1415 
This  procedure  has  recently  been  reported  to  have 
been  performed  on  141  patients  by  paramedical 
personnel  with  a success  rate  of  92.2  per  cent.16 
There  were  11  cases  of  adenocarcinoma  diagnosed 
during  the  study,  and  9 of  these  were  detected  by 
the  jet  washer.  Because  of  the  size  and  flexibility 
of  the  cannula,  it  sometimes  cannot  be  inserted 
through  the  endocervical  canal,  thereby  negating 
the  possibility  of  obtaining  adequate  cell  samples. 

A second  method  of  endometrial  sampling  utili- 
zes a cannula  attached  to  a vacuum  pump.  The 
Vabra  aspirator+  is  a sterile  disposable  unit  con- 
sisting of  an  aspiration  cannula  and  a collection 
chamber.1.  This  unit  has  the  advantage  over  the 
jet  washer  of  obtaining  more  abundant  endome- 
trial tissue  that  does  not  require  special  handling 
but  can  be  processed  as  easily  as  tissue  obtained 
by  endometrial  curettage.  The  cannula  is  thin, 
rigid,  and  easily  inserted  through  a stenotic  endo- 
cervical canal.  Patients  experience  only  transient 
cramping  discomfort.  The  disadvantage  of  this 
method  is  the  cost  of  the  disposable  unit,  but  its 
accuracy  is  comparable  to  conventional  curettage. 

In  all  cases,  the  endocervical  canal  should  first 
be  curetted  and  this  specimen  placed  in  a separate 
container  before  any  attempt  is  made  to  sample 
the  endometrial  cavity.  This  sequence  is  impor- 
tant if  the  spread  of  endometrial  cancer  to  the  en- 
docervix  is  to  be  diagnosed  and  the  appropriate 
management  for  that  cancer  instituted. 

* Upjohn  Company.  Kalamazoo,  Michigan. 

f Smith,  Miller,  and  Patch,  Inc.,  New  Brunswick,  New  Jer- 
sey. 


Biopsies  in  the  office  are  invaluable  particularly 
if  a positive  diagnosis  of  invasive  cancer  can  be  ob- 
tained. However,  with  a diagnosis  of  cervical  car- 
cinoma in  situ  or  if  no  cancer  is  found  after  a relia- 
bly positive  cytologic  report,  further  investigation 
is  warranted.  This  will  consist  of  fractional  dila- 
tation and  curettage,  cervical  conization,  or  both. 

Colposcopy 

The  colposcope  is  a binocular  device  with  a mag- 
nification of  10  to  20  times  that  gives  close,  de- 
tailed visualization  of  the  cervical  and  vaginal  sur- 
faces.18 Many  colposcopes  have  the  additional 
advantage  of  photographic  attachments  that  pro- 
vide permanent  records.  This  technique  has  the 
disadvantage  of  requiring  training;  also,  the  in- 
strument itself  is  expensive.  The  colposcope  is 
not  ideally  used  as  a screening  device  but  rather  as 
a means  for  selecting  sites  for  biopsy.  In  women 
with  abnormal  cervical  smears,  such  directed 
biopsies  can  replace  cervical  conization  at  least  90 
per  cent  of  the  time.  Recently,  we  have  utilized 
colposcopy  procedures  to  examine  daughters  of 
women  who  took  stilbestrol  during  pregnancy  for 
purposes  of  detecting  vaginal  adenosis.  Photo- 
graphic records  are  made  of  these  patients  and  di- 
rected biopsies  obtained,  thus  eliminating  the 
need  for  more  extensive  and  possibly  traumatic 
vaginal  surgery. 

Laboratory  tests 

An  easily  performed  test  using  a peripheral 
blood  sample  to  diagnose  gynecologic  malignant 
conditions,  monitor  response  to  therapy,  and  un- 
cover early  recurrence  would  be  ideal  for  physi- 
cians involved  in  patient  care.  Serum  lactic  dehy- 
drogenase might  be  such  a test  because  levels  have 
been  reported  elevated  in  advanced  ovarian  carci- 
noma and  diminished  following  successful  treat- 
ment.19 

It  has  been  known  for  years  that  some  tumors 
elaborate  products  with  systemic  effects  termed 
“para-neoplastic  syndromes.”20  These  products 
include  hormones  resembling  chorionic  gonadotro- 
pin, erythropoietin,  parahormone,  and  thyrocalci- 
tonin.  Other  tumors  produce  proteins  common  to 
both  neoplastic  tissue  and  to  the  fetal  anlage  of 
the  parent  tissue,  for  example,  alpha  fetoprotein 
and  carcinoembryonic  antigen. 

An  important  aid  to  the  diagnosis  of  gestational 
trophoblastic  disease  is  the  finding  of  chorionic  go- 
nadotropin titers  higher  than  levels  found  in  a nor- 
mal pregnancy  of  equivalent  duration.  When  ex- 
cessively high  gonadotropin  levels  are  found,  it  is 
important  to  distinguish  between  normal,  perhaps 
multiple  pregnancy,  and  molar  gestation.  Fol- 
lowing evacuation  of  molar  tissue,  occult  local 
tumor  or  distant  spread  of  choriocarcinoma  can  be 
uncovered  by  following  sequential  radioimmu- 
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noassay  titers.  Response  to  therapy  and  prognosis 
are  related  to  levels  of  chorionic  gonadotropin  in 
the  peripheral  blood.21  An  additional  assay  is  now 
available  to  help  avoid  misdiagnosis  by  differen- 
tiating molar  from  normal  gestation.22  This  is  the 
test  for  human  placental  lactogen  or  somatomam- 
motropin which  is  carried  out  simultaneously  with 
a chorionic  gonadotropin  assay.  In  a molar  preg- 
nancy, placental  lactogen  is  only  1/10  to  1/100  the 
amount  present  in  a normal  gestation  of  equal  du- 
ration. Circulating  levels  of  gonadotropins  have 
been  detected  in  a wide  range  of  neoplasms,  both 
with  and  without  recognizable  trophoblastic  ele- 
ments as  well  as  in  classic  trophoblastic  disease.23 

Alpha  fetoprotein,  a normal  globulin  in  fetal 
serum,  was  first  described  in  high  concentration  in 
mice  bearing  a transplantable  hepatoma.24  In 
human  beings  the  fetal  protein  is  found  in  high 
concentration  most  often  in  sera  from  patients 
with  hepatic  carcinoma,  although  other  human  tu- 
mors, including  germ-cell  tumors  in  both  sexes, 
produce  this  substance.25  Alpha  fetoprotein  titers 
have  been  followed  by  radioimmunoassay  in  pa- 
tients treated  with  either  chemotherapy  or  sur- 
gery. Tumor  regression  was  accompanied  by  a 
drop  in  alpha  fetoprotein  levels;  clinical  deteriora- 
tion was  associated  with  stable  or  increasing  levels 
of  this  product. 

The  first  report  in  1969  that  the  findings  of  the 
carcinoembryonic  antigen  assay  were  positive  in  97 
per  cent  of  patients  with  colorectal  cancer  evoked 
great  expectations  that  this  test  might  become 
useful  as  a screening  technique.26  As  experience 
with  this  assay  has  accumulated,  it  is  clear  that  pa- 
tients with  other  cancers,  including  gynecologic 
malignant  tumors,  may  have  elevated  levels  of  car- 
cinoembryonic antigen.27  Studies  also  show  fre- 
quent elevations  in  nonneoplastic  digestive  dis- 
ease, negating  the  value  of  the  assay  as  a cancer 
screening  method.  However,  since  there  appears 
to  be  a direct  relationship  between  the  amount  of 
circulating  antigen  and  the  bulk  of  neoplasm  pres- 
ent, this  test  can  be  used  to  follow  disease  progres- 
sion and  response  to  therapy.28 

In  the  office,  properly  performed  cytologic  and 
histologic  procedures  often  permit  detection  of 
malignant  gynecologic  disease.  Frequently, 
smears  and  biopsies  can  reduce  the  need  for  and 
cost  of  hospitalization  for  diagnostic  evaluation 
prior  to  definitive  therapy. 

Patients  treated  for  gynecologic  malignant  dis- 
ease may  also  be  followed  subsequently  in  the  of- 
fice by  cytologic,  colposcopic,  and  serologic  tech- 
niques. 
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In  Part  I of  this  review,  which  appeared  in  the 
March  issue  of  the  Journal,  the  author  surveyed 
information  regarding  carcinoma  of  the  gall  blad- 
der. Symptoms,  in  natural  course  of  patients,  di- 
agnosis, and  surgery  were  discussed. 

Malignant  tumors  of  the  bile  ducts  are  relatively 
uncommon,  but  according  to  Courvoisier,1  one  was 
observed  as  far  back  at  1508.  Cancer  of  the  bile 
ducts  may  be  found  in  0.01  to  0.46  per  cent  of  rou- 
tine autopsies.  This  tumor  is  less  common  than 
carcinoma  of  the  gallbladder,  and  there  is  proba- 
bly 1 carcinoma  of  the  bile  duct  for  every  3 carci- 
nomas of  the  gallbladder  encountered  on  surgical 
services.  The  bile  duct  tumors  are  found  in  both 
men  and  women.  Some  reports  indicate  there  is  a 
majority  in  men.  Gallstones  seem  to  be  certainly 
involved  in  the  pathogenesis  of  gallbladder  cancer, 
but  this  does  not  seem  to  be  the  case  in  bile  duct 
cancer,  since  only  about  1 in  every  4 patients  with 
bile  duct  cancer  has  gallstones  concomitantly.2  It 
must  be  recognized,  however,  that  there  are  re- 
ports of  incidence  as  high  as  57  per  cent  of  gall- 
stones associated  with  bile  duct  cancer.3  Bile  duct 
cancer  is  found  in  persons  from  middle  age  into 
old  age  and  is  rarely  found  before  the  age  of  forty. 
Pathologically  the  tumor  is  an  adenocarcinoma,  al- 
though isolated  examples  of  sarcoma  have  been 
described. 

Clinical  features 

Jaundice  is  the  single  most  important  symptom 
of  bile  duct  cancer.  Progressive  jaundice  occurs 
usually  quite  early  in  the  disease  but  may  vary  in 
intensity  and  may  fluctuate.  The  tumors  are  usu- 
ally small  when  discovered,  since  the  lumen  of  the 
bile  duct  does  not  allow  much  encroachment  be- 
fore it  becomes  obstructed.  A number  of  other 
symptoms  are  described  in  association  with  bile 
duct  cancer,  but  all  of  these  are  insignificant  as 
compared  with  the  occurrence  of  jaundice.2  Some 
patients  complain  of  right  upper  quadrant  pain, 
and  indeed  some  have  colicky  pain.  The  average 
duration  of  symptoms  in  patients  with  bile  duct 
cancer  was  about  three  months  in  a report  of  31 


patients.2  Occasionally  pruritus  precedes  the 
onset  of  jaundice,  and,  rarely,  fever  and  chills  in- 
dicative of  cholangitis  occur  before  obstruction  be- 
comes manifest  by  jaundice. 

Physical  examination  shows  an  enlarged  liver. 
It  is  usually  firm  and  rarely  tender.  When  the  ob- 
structing lesion  is  distal  to  the  cystic  duct  the  gall- 
bladder does  enlarge  and  becomes  palpable,  but 
this  may  also  occur  when  the  lesion  is  obstructing 
the  cystic  duct  or  the  junction  of  the  cystic  duct 
with  the  hepatic  causing  a hydrops  of  the  gallblad- 
der rather  than  a Courvoisier  gallbladder.  Labo- 
ratory examinations  are  important  only  in  that 
they  show  evidence  of  extrahepatic  ductal  obstruc- 
tion with  elevated  serum  bilirubin  and  high  alka- 
line phosphatase.  X-ray  films  are  quite  unre- 
warding except  through  the  use  of  percutaneous 
cholangiography  or  retrograde  cannulation  of  the 
ampulla  of  Vater  which  will  be  discussed  in  detail 
elsewhere. 

Location  of  bile  duct  cancers 

The  location  of  bile  duct  carcinomas  seems  to  be 
directly  related  to  the  length  and  size  of  the  parts 
of  the  biliary  ductal  system.  Thus  they  are  most 
commonly  found  in  the  common  duct  that  extends 
from  the  cystic  duct  down  to  the  ampulla  of  Vater. 
Next  in  frequency  they  are  found  in  the  hepatic 
duct  itself,  followed  there  by  the  junction  of  the 
cystic  duct  with  the  bile  ducts  and  less  often  found 
in  the  cystic  duct  itself  or  the  individual  hepatic 
ducts. 

Pathologic  findings 

As  has  been  mentioned  earlier,  these  tumors  are 
usually  small  when  they  are  found,  the  reason 
being  that  jaundice  developed  early  in  the  course, 
and  this  brings  the  patient  to  the  attention  of  the 
surgeon.  At  operation  the  tumors  are  usually 
found  infiltrating  the  ductal  system.  When  locat- 
ed in  the  parts  of  the  ductal  system  outside  the 
liver  parenchyma  they  are  sometimes  found  as  in- 
traluminal papilloma  growths,  which,  however,  is  a 
rare  occurrence,  or  else  more  commonly  as  an  infil- 
trating scirrhous  neoplasm  spreading  widely  up 
and  down  the  walls  of  the  bile  ducts  from  the  pri- 
mary growth,  which  may  then  be  found  by  exter- 
nal palpation.  Usually  there  is  irregular  involve- 
ment of  the  duct  which  creates  a nodular  appear- 
ance, which  at  times  may  be  appropriately  de- 
scribed as  palpating  a string  of  beads.  Distant 
metastases  are  found  only  in  half  of  the  patients 
with  primary  bile  duct  carcinoma  at  the  time  of 
surgery,  and  even  at  autopsy  there  are  many  pa- 
tients who  still  exhibit  a localized  tumor.2  The 
most  common  site  of  metastases  is  in  the  liver  and 
regional  lymph  nodes,  followed  by  the  peritoneum 
and  distant  lymph  nodes.  Invasion  of  the  hepa- 
ticoduodenal  ligament  may  occur  fairly  early,  and 
tumor  spread  is  found  in  the  endo-  and  perineural 
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spaces  in  the  ligament,  in  addition  to  direct  inva- 
sion of  the  areolar  tissues  surrounding  the  portal 
vein.  Direct  invasion  of  the  hepatic  artery  and 
portal  vein  are  frequent  and  constitute  the  most 
common  evidence  of  incurability.  The  tumors  in- 
volving the  intrahepatic  portions  of  the  bile  ducts 
are  more  difficult  to  demonstrate  at  the  time  of 
operation.  However,  once  they  have  reached  some 
size  there  is  usually  hardness  over  the  dome  of  the 
liver  where  the  tumor  is  residing,  and  on  explora- 
tion of  the  ducts  resistance  and  obstruction  may 
be  demonstrated  both  by  probing  and  x-ray  films. 
Some  of  these  tumors  are  papillary  as  mentioned 
earlier,  these  tumors  often  originate  inside  the  he- 
patic radicles,  and  on  occasion  a piece  of  tumor  tis- 
sue may  become  detached  and  fall  into  the  com- 
mon bile  duct  and  cause  obstruction  distally.4 
When  this  occurs  it  is  important  to  retrieve  the 
piece  of  tumor  and  have  it  subjected  to  histologic 
examination  since  the  diagnosis  may  thus  be  es- 
tablished. It  may  sometimes  be  difficult  to  estab- 
lish the  histologic  diagnosis  at  the  time  of  surgery, 
particularly  when  the  tumors  are  residing  high  up 
in  the  ductal  system  at  or  above  the  bifurcation, 
since  direct  biopsy  through  the  wall  is  difficult  in 
these  areas.  The  diagnosis  can,  however,  usually 
be  established  by  a full-thickness  biopsy  of  the 
wall  of  the  thickened  and  hardened  duct.  If  the 
wall  itself  does  not  seem  to  be  involved,  then  cu- 
retting of  the  area  of  obstruction  with  a sharp  in- 
strument through  the  lumen  of  the  bile  duct  may 
yield  a proof  of  the  diagnosis.  The  malignant  tu- 
mors of  the  biliary  tree  or  ductal  system  are  mostly 
adenoma  carcinomas.5  Other  types  of  tumor, 
however,  may  be  found  (for  instance,  papillary 
types)  which  have  been  mentioned  earlier,  and 
there  is  a possibility  that  some  of  these  cancers 
originate  in  preexisting  benign  papillomas  of  the 
ductal  system.  It  is  not  likely  that  this  is  a com- 
mon etiologic  factor,  since  benign  papillomas  of 
the  biliary  tree  are  rare.  There  are  cases  on  rec- 
ord, however,  in  which  papillomatosis  of  the  ductal 
system  has  been  found  to  lead  to  carcinoma  of  the 
bile  duct,  and  papillomas  of  the  bile  duct  with  car- 
cinomatous changes  have  been  described.6  Only 
rarely  are  epidermoid  carcinomas  and  other  rare 
types  of  tumors  such  as  adenoachantomas  found. 

Surgery  of  bile  duct  cancer 

Most  patients  with  bile  duct  cancer  are  unresec- 
table  or  incurable  when  they  are  seen  bv  the  sur- 
geon. The  reasons  for  unresectability  or  incura- 
bility are  usually  invasion  of  the  hepatic  artery  or 
portal  vein  or  else  involvement  by  the  tumor  of  the 
bifurcation  of  the  hepatic  ducts  with  the  tumor  in 
both  lobes  of  the  liver.  A significant  number  of 
patients  also  have,  of  course,  distant  metastases  at 
the  time  of  operation.2  The  resectability  of  the  le- 
sions is  usually  under  20  per  cent,  and  most  of  the 
resectable  ones  involve  the  distal  part  of  the  bile 


duct  where  they  are  removed  by  pancreaticoduo- 
denectomy, the  Whipple  procedure.2,5  The  sur- 
gery and  procedures  employed  may  be  divided  into 
curative  procedures  and  palliative  procedures  (Fig. 
1).  The  curative  procedures  to  be  considered  are 
right  or  left  hepatic  lobectomy  which  are  suitable 
for  certain  types  of  hepatic  duct  cancer,  proximal- 
ly  in  the  right  and  left  hepatic  ducts.  The  tumors 
involving  the  junction  of  the  cystic  and  hepatic 
duct  may  be  removed  by  local  resection  and  either 
end-to-end  anastomosis  of  the  bile  duct  or  else  a 
hepaticojejunostomy.7  Distal  to  the  cystic  duct 
the  tumors  are  removed  by  pancreaticoduodeno- 
tomy,  and  in  this  group  are  most  of  the  long-term 
survivors. 

Palliative  procedures 

Palliation  from  symptoms  of  bile  duct  cancer 
usually  revolve  around  relief  of  the  jaundice  with 
its  concomitant  pruritus,  which  at  times  may  be 
quite  severe.  The  procedures  available  for  decom- 
pression of  the  intrahepatic  bile  ducts  are  drainage 
of  the  ducts  through  splinting  tubes  crossing  the 
tumorous  area,  anastomosis  of  jejunum  to  the 
right  or  left  hepatic  ducts  above  the  level  of  ob- 
struction, or  resection  of  part  of  the  lobe  of  the 
liver  with  anastomosis  of  the  bile  ducts  in  the  re- 
sected area  to  a loop  of  jejunum.8,9  Simple  drain- 
age to  the  outside  through  a catheter  placed 
through  the  substance  of  the  liver  into  the  bile 
duct  can  also  be  performed,  particularly  if  pruritus 
is  the  main  symptom  and  biliary  intestinal  anasto- 
mosis is  not  feasible.  The  decompression  of  the 
liver  through  a splinting  T tube  has  given  good  re- 
sults in  a significant  number  of  patients,  and  since 
some  of  these  tumors  are  relatively  slow  growing, 
numerous  cases  are  on  record  where  patients  have 
lived  months  and  years  with  simple  decompression 
of  this  type.2,4  Jaundice  can  be  alleviated  anc 
pruritus  overcome  by  drainage  of  only  one  lobe  o!  i 
the  liver,  and  when  the  obstruction  involves  the  bi 
furcation  of  the  ducts,  usually  only  one  lobe  shoulc 
be  drained.4  The  proximal  end  of  the  tube  is 
placed  into  the  dilated  part  of  the  hepatic  duel 
after  first  dilating  the  carcinomatous  stricture  tc 
allow  passage  of  the  tube.  If  the  lower  part  of  the 
bile  duct  is  uninvolved  in  the  tumor,  the  tube  car 
reside  entirely  within  the  ductal  system.  Wher 
there  is  extensive  infiltration  of  the  extrahepati< 
ductal  system,  it  may  be  advisable  to  have  a lon£ 
arm  extending  through  the  ampulla  of  Vater  int< 
the  duodenum  for  drainage  purposes.10  The  in 
sertion  of  these  tubes  is  usually  fairly  simple,  sine 
only  rarely  is  there  a complete  occlusion  of  the  bil< 
duct  from  the  carcinomatous  growth.  Usually  thi 
occlusion  is  the  result  of  pressure  from  the  ser 
rhous  growth  within  the  walls  of  the  duct  but  no 
necessarily  breaking  through  the  mucosa.  A fiiv 
probe  can  usually  be  passed  first  and  then  the  due 
sequentially  dilated  with  enlarging-size  bougie 
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FIGURE  1.  (A)  Carcinoma  of  single  hepatic  duct  without  extension  to  bifurcation  can  and  should  be  treated  by  resection 

of  involved  lobe  of  liver.  Where  resection  cannot  be  undertaken,  T-tube  drainage  of  uninvolved  lobe  of  liver  should  be 
done  to  prevent  onset  of  jaundice  or  eliminate  jaundice  if  already  present  from  compression.  (B)  Carcinoma  of  bile  duct 
involving  bifurcation  of  ducts  can  only  occasionally  be  removed  surgically.  Resection  of  tumor  then  should  involve  entire 
hepatic  duct  along  with  gallbladder.  Palliation  in  situation  where  removal  is  impossible  can  best  be  obtained  by  either 
placing  T tube  across  tumor  or  else  by  anastomosis  of  loop  of  jejunum  to  hepatic  duct  above  tumor.  (C)  Carcinoma  of 
bile  ducts  involving  midportion  of  duct  can  often  be  removed  by  local  resection  which  then  should  also  involve  removal  of 
gallbladder.  Palliative  procedures  where  lesion  is  unresectable  are  placement  of  T tube  across  tumor  for  alleviation  of 
jaundice.  Consideration  can  be  given  to  add  hepaticojejunostomy  or  else  Longmire  procedure.  (D)  Tumors  of  bile  ducts 
involving  distal  part  should  be  treated  by  Whipple  procedure.  Same  applies  for  carcinomas  of  ampulla  of  Vater.  Pallia- 
tive procedures  here  involve  cholecysto-enterostomy  for  elimination  of  jaundice.  When  tumors  are  invading  duodenum, 
gastroenterostomy  should  also  be  performed  to  prevent  outlet  obstruction  of  stomach. 


until  the  T tube  can  be  placed.  A hepaticojeju- 
nostomy, that  is,  Roux  en  Y anastomosis  of  the  je- 
junum to  the  right  and  left  hepatic  duct,  is  to  be 
preferred  to  the  splinting  by  a T tube  when  this 
can  be  done,  since  there  is  no  outside  drainage, 
and  the  patient  is  saved  the  external  dressings  and 
discomfort  from  a drainage  tube  emerging  on  the 
skin. 

Results  from  surgery 

The  results  from  surgery  of  bile  duct  cancer  is 
poor.  Isolated  reports  describe  a few  patients 
alive  after  radical  procedures.5,11  There  is  a fairly 
high  mortality  rate  from  the  procedures  them- 
selves, particularly  the  radical  resections  such  as  a 
hepatic  lobectomy  or  a pancreaticoduodenectomy. 
A report  from  the  Lahey  clinic  indicates  25  per 
cent  mortality  in  pancreaticoduodenectomy  for  le- 
sions of  the  lower  end  of  the  common  duct;5  other 
series  report  a lower  mortality.11  In  a series  from 
The  New  York  Hospital,  only  14  per  cent  were 
found  to  have  a resectable  lesion  at  the  time  of 
surgery.  There  was  only  one  long-term  survivor 
following  resection  of  tumor  but  several  survivors 
up  to  two  years  with  insertion  of  a T tube  without 
removal  of  the  lesion.2  Chemo-  and  x-ray  therapy 
has  been  tried  with  unresectable  tumors  of  the  bile 
ducts.  Information  is  scant,  and  no  obvious  re- 
sults have  been  obtained  with  this  therapy,  al- 


though possibly  individual  patients  may  benefit 
from  such  treatments,  that  is,  local  radiation  or 
chemotherapy  either  through  hepatic  artery  infu- 
sion or  by  systemic  administration.5 

525  East  68th  Street 
New  York,  N.Y.  10021 
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BRIEF  SUMMARY 

(for  full  prescribing,  information,  see  package 

lirriilar.) 

PREMARIN " 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences- National  Research  Council 
and/or  other  information.  FDA  lias  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  stales  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
"Probably"  effective:  For  estrogen  defi 
cicncy  induced  osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation 


Contraindications:  Short  acting  estrogens  arc 
contraindicated  in  patients  with  (I)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 scars  postmenopausal;  (3)  known  or  suspected 
estrogen dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (-1)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  gnen 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  w arranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen  dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued i m med  i a tel  y . 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  clfect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases.  and  this  usually  indicates  progression  of 
bone  metastascs.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  dicthyl- 
stilbcstrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  I bis  oc- 
curred with  the  use  of  dicthylstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies  W hether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  piegnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  w hen  relevant  specimens  are  submitted. 

Because  of  their  clfects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  w hom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  I his  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

I he  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  olf)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Post  menopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (eg-  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  8G5— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  ing., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Primary  Bone 
Grafting  in 
Management  of 


A technique  for  the  prevention  of  unsatisfactory 
results  in  severe  facial  bone  injuries  is  presented. 
It  is  based  on  the  concept  that  bone  that  is  de- 
stroyed should,  in  selected  cases,  be  replaced  dur- 
ing the  initial  operation. 
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Although  numerous  techniques  have  been  de- 
scribed for  the  management  of  midfacial  fractures, 
the  causes  of  late  unsatisfactory  results  such  as 
midface  retrusion  have  not  been  extensively  dis- 
cussed. This  untoward  sequel  can  result  regard- 


FIGURE  1.  Compound  elbow  fracture  used  for  primary 
bone  graft. 


FIGURE  2.  Schematic  diagrams  to  demonstrate  reductic 
of  fracture  and  placement  of  retromaxillary,  nasal,  and  o 
bital  bone  grafts.  (Left)  Establishment  of  intermaxillary  occlusal  relationships  and  intermaxillary  fixation.  (Right)  Dire  J 
wiring  over  canthal  buttons  restores  relationship  between  medial  canthi  and  nasal  bones. 
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FIGURE  3.  (A)  Twenty-five-year-old  female  who  had  sus- 

tained severe  nasomaxillary  fracture  and  rupture  of  the  left 
ocular  globe.  She  also  had  associated  extremity  frac- 
tures with  compound  elbow  fracture,  which  necessitated 
extensive  debridement.  Bone  that  resulted  from  debride- 
ment was  used  for  facial  grafting.  Five  grafts  were  used: 
one  to  each  orbital  floor,  one  for  dorsum  of  nose,  and  one 
behind  each  maxillary  tuberosity.  (B)  Side  view  of  result 
obtained.  (C)  Front  view  of  result  obtained. 


less  of  the  initial  method  of  repair,  he  it  interos- 
seous fixation,  maxillary  sinus  packing,  skeletal 
traction,  intermaxillary  fixation,  or  combinations 
of  these  techniques.14 

The  recognition  that  portions  of  the  facial  bones 
are  destroyed  as  a result  of  a severe  injury  has 
prompted  the  concept  of  immediate  bone  grafting 
to  replace  destroyed  bone  at  the  time  of  the  pri- 
mary treatment  of  the  patient,  when  feasible. - 

Observations  made  during  reconstructive  proce- 
dures in  the  secondary  repair  of  midface  skeletal 
deformities  have  led  us  to  realize  that  extensive 
bony  destruction  may  occur  at  the  pterygoid-max- 
illary  junction  in  severely  comminuted  fractures. 
The  placing  of  an  iliac  bone  graft  behind  the  max- 
illary tuberosity  has  become  standard  procedure  in 
midface  osteotomies  to  ensure  that  the  midfacial 
skeleton  maintains  its  forward  projection.  This 
technique  has  been  applied  to  the  treatment  of  se- 
vere midfacial  fractures. 

The  patient  who  has  suffered  severe  facial  frac- 
tures, and  who  still  shows  excessive  mobility  of  the 
midfacial  skeleton  following  reduction  and  the 
usual  methods  of  interosseous  and  intermaxillary 
fixation,  may  be  a candidate  for  primary  bone 
grafting  in  the  retromaxillarv  space. 

Nasal  deformities  are  seen  not  infrequently 
after  what  appeared  to  have  been  a satisfactorily 
treated  nasomaxillary  fracture.  This  late  compli- 
cation is  the  result  of  bony  and  cartilaginous  de- 
struction, which  is  less  apparent  at  the  time  of  pri- 
mary treatment  because  of  associated  injuries  and 
edema.  Primary  bone  grafting  to  the  nasal  dor- 


sum has  diminished  the  incidence  of  traumatic 
telecanthus  and  a saddle-nose  deformity.  In  cases 
in  which  extensive  destruction  of  the  medial  orbit- 
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al  walls  and  the  adjacent  floor  of  the  orbit  has  oc- 
curred, bone  grafting  in  conjunction  with  a medial 
canthoplasty  has  been  successful. 

Tomographic  radiographic  studies  have  been  re- 
ported as  an  aid  in  the  diagnosis  of  pterygomaxil- 
lary  fractures.5  Direct  examination  of  the  ptery- 
goid space  during  the  operative  procedure  should 
determine  whether  or  not  a bone  graft  should  be 
used. 

Surgical  technique 

The  iliac  crest  is  the  usual  donor  site  of  the  bone 
graft,  although  in  one  case  the  bone  which  resulted 
from  the  debridement  of  a compound  fracture  of 
the  elbow  was  used  (Fig.  1). 

The  fractured  facial  bones  are  repositioned,  and 
fixation  is  established  by  the  standard  tech- 
niques.1’34 If  midfacial  stability  is  lacking,  a ver- 
tical incision  is  made  through  the  mucoperiosteum 
anterior  to  the  tuberosity  of  the  maxilla.  The 
midfacial  skeleton  is  advanced  to  an  overcorrected 
position  using  Rowe  disimpaction  forceps.  Satis- 
factory intermaxillary  occlusal  relationships  and 
the  intermaxillary  fixation  are  established  (Fig. 
2 right).  A bone  graft  is  then  removed  by  a sepa- 
rate surgical  team.  The  graft  is  wedged  behind 
the  maxillary  tuberosity. 

Repair  of  the  medial  orbital  wall  and  orbital 
floor  is  performed  either  through  soft-tissue 
wounds  or  infraciliary  and  medial  canthai  inci- 
sions. A bone  graft  to  the  dorsum  of  the  nose  can 
be  introduced  through  an  intranasal  incision  or 
through  associated  cutaneous  lacerations.  The  re- 
lationships between  the  medial  canthi  and  nasal 
bones  are  restored  by  direct  wiring  over  canthai 
buttons  (Fig.  2 left).6 

In  conclusion,  the  proposition  is  advanced  that 
in  cases  of  complex  midfacial  fractures,  displaced 
parts  should  be  realigned,  and  also  the  missing 
bone  must  be  replaced  or  their  absence  will  be 
noted  in  the  late  postoperative  period.  The  use  of 
bone  grafts  is  not  a substitute  for  conventional 


methods  of  fracture  management;  rather,  it  is  de- 
signed as  a complement.  Nine  patients  have  been 
treated  by  this  approach,  with  a follow-up  period 
of  two  and  one-half  years  in  4 patients  who  have 
maintained  a satisfactory  forward  projection  of  the 
midface.  No  major  complications  such  as  local 
sepsis  or  graft  extrusion  have  occurred  (Fig.  3).7 

Summary 

As  a result  of  experience  gained  in  midface  os- 
teotomies, we  have  begun  to  perform  primary  bone 
grafting  in  selected  cases  of  severe  facial  bone  frac- 
tures. Replacement  of  the  pterygomaxillary  but- 
tress in  conjunction  with  standard  operative  tech- 
niques appears  to  prevent  the  recurrence  of  midfa- 
cial retrusion.  Additional  grafting  to  the  nose  or 
orbit  at  the  initial  injury  permits  the  surgeon  to 
take  advantage  of  the  exposure  afforded  by  the 
soft-tissue  wounds.  Our  brief  experience  with  this 
technique  has  encouraged  us  to  use  it  with  increas- 
ing frequency  in  cases  of  severe  maxillary  frac- 
tures. 

Institute  of  Reconstructive  Plastic  Surgery 
New  York  University  Medical  Center 
550  First  Avenue 
New  York,  N.Y.  10016 
(DR.  BONANNO) 
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QUESTION  171.  The  patient  was  a thirty-nine-year-old  man  with  a history  of  a murmur  since  infancy,  but  no 
symptomatology  or  significant  prior  history.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  171.  The  rhythm  is  regular  sinus 
rhythm.  The  QRS  duration  is  0.10  second. 
There  is  an  rsR'  pattern  in  Vj,  which  occurs  in  the 
presence  of  an  atrial  septal  defect.  The  pattern  is 
identical  to  incomplete  right  bundle  branch  block. 
It  would  rarely  be  normal  in  this  age  group.  With 
large  atrial  septal  defects,  there  is  often  enlarge- 
ment of  the  right  atrium  and  P-wave  abnormali- 
ties. This  was  not  the  case  in  this  patient.  He 
had  a small  hemodynamically  rather  significant 
atrial  septal  defect  which  was  not  considered  ade- 
quate reason  for  surgical  intervention.  He  was  al- 
lowed to  continue  normal  activity  without  restric- 
tion. 

Question  172.  Strip  A shows  regular  sinus  ac- 
tivity with  an  atrial  rate  of  64  and  many  of  the  P 
waves  nonconducted  or  buried  in  the  QRS  com- 
plexes. P wave  2 is  followed  by  a long  P-R  inter- 


val of  0.48  second,  and  QRS  complex  2 is  more  ab- 
errant and  differing  in  form  from  beat  1.  The  suc- 
ceeding three  QRS  complexes  resemble  beat  2 and 
are  perfectly  regular  at  a rate  of  56.  They  are  un- 
related to  the  preceding  P waves.  Beat  6 has  a P- 
R interval  of  0.19  second  and  is  intermediate  in 
form.  Beat  7 resembles  beat  1 and  is  preceded  by 
a normal  P-R  interval  of  0.20  second.  This  repre- 
sents second-degree  heart  block  with  an  idioven- 
tricular escape  rhythm  occurring  where  the  P 
waves  are  not  conducted.  Beat  6 is  a fusion  beat 
being  intermediate  in  form.  Strip  B shows  further 
confirmation  of  this  phenomenon.  The  initial  im- 
pression of  a Wenckebach  phenomenon,  as  mani- 
fest by  gradually  increasing  P-R  intervals,  is  clear- 
ly not  the  case  in  view  of  the  change  in  QRS  form 
and  its  precise  regularity.  In  all  likelihood,  this 
represents  a Mobitz  II  type  block  since  the  con- 
ducted P-R  intervals  are  precisely  regular,  and  the 
QRS  of  the  conducted  beats  is  widened  to  0.16  sec- 
ond. More  protracted  observations  of  the  rhythm 
would  be  necessary  to  confirm  this.  His  bundle 
electrocardiography  at  times  would  be  of  value  in 
proving  that  the  block  was  below  the  bundle  of  His 
rather  than  in  the  atrioventricular  node. 


AMA  urges  caution 
in  prescribing  drugs 

The  American  Medical  Association  on  December  9, 
1974,  urged  physicians  to  exercise  great  caution  in  pre- 
scribing sleeping  pills  and  tranquilizers  that  might  lead 
to  drug  abuse  and  addiction. 

“Because  of  the  proliferation  of  psychoactive  sub- 
stances, the  physician,  today  more  than  ever  before, 
should  guard  against  contributing  to  drug  abuse  through 
injudicious  prescription  practices  or  by  acquiescence  to 
the  demand  of  some  patients  for  instant  chemical  an- 
swers to  their  problems,”  the  AMA  declared. 

The  physician  should  first  determine  that  there  are 
sound  medical  indications  for  using  a psychoactive  drug, 
such  as  a sleeping  pill  or  a tranquilizer.  He  should  then 
weigh  three  additional  factors:  (1)  The  severity  of 

symptoms  in  terms  of  the  patient’s  ability  to  accommo- 
date them,  (2)  The  patient’s  reliability  as  a drug  taker, 
noted  through  observation  and  careful  history  taking, 
and  (3)  The  dependence  liability  of  the  drug  itself,  the 
AMA  said. 

The  AMA  listed  ten  “points  to  remember”  for  physi- 
cians when  administering  or  prescribing  these  prod- 
ucts— 

1.  Use  barbiturates  and  other  sedative-hypnotics  for 
relief  of  severe  symptoms,  but  avoid  them  for  minor 
complaints  of  distress  or  discomfort. 

2.  Attempt  to  diagnose  and  treat  underlying  disor- 
ders before  relying  on  drugs  of  this  class  for  symptomat- 
ic relief. 
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3.  Assess  susceptibility  of  the  patient  to  drug  abuse 
before  prescribing  barbiturates  or  any  other  psychoac- 
tive drugs.  Weigh  benefits  against  hazards. 

4.  Use  dosages  that  will  not  lower  sensory  percep- 
tion, responsiveness  to  the  environment,  or  alertness 
below  safe  levels. 

5.  Know  how  to  administer  barbiturates  when  clini- 
cally indicated  for  withdrawal  in  cases  of  drug  depen- 
dence of  the  barbiturate  type. 

6.  Using  periodic  checkups  and  family  consultations, 
monitor  possible  development  of  dependence  in  patients 
who  are  on  an  extended  sedative-hypnotic  regimen. 

7.  Prescribe  no  greater  quantity  of  a drug  than  is 
needed  until  the  next  checkup. 

8.  Warn  patients  to  avoid  possible  adverse  effects 
because  of  interaction  with  other  drugs,  including  alco-j 
hoi. 

9.  Counsel  patients  as  to  the  proper  use  of  medica- 
tion—follow  directions  on  the  label,  dispose  of  old  medi- .! 
cine  no  longer  needed,  keep  medicine  out  of  reach  of 
children,  do  not  “share”  prescription  drugs  with  others. 

10.  Convey  to  patients  through  your  own  attitude 
and  manner  that  drugs,  no  matter  how  helpful,  are  onh 
one  part  of  an  overall  plan  of  treatment  and  manage- 
ment. 

The  statement  was  prepared  by  the  AMA  Committee 
on  Alcoholism  and  Drug  Dependence,  and  approved  b> 
the  AMA  Council  on  Mental  Health  and  the  AMA  De 
partment  of  Drugs.  It  is  published  in  a recent  issue  o 
t he  Journal  of  the  AMA 
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In  Part  I of  this  review,  which  appeared  in  the 
March  issue  of  the  Journal,  the  author  surveyed 
information  regarding  symptoms  due  to  increased 
CSF  (cerebrospinal  fluid)  pressure  and  hemor- 
rhage. The  incidence  of  CNS  (central  nervous 
system)  leukemia,  manifestations  of  increased 
CSF  pressure,  and  intracranial  bleeding  were  dis- 
cussed. 

Many  of  the  neurologic  manifestations  due  to 
CNS  leukemia  are  vague  and  nonspecific.  These 
signs  and  symptoms  are  mainly  the  result  of  in- 
creased intracranial  pressure.  However,  when 
leukemia  involves  certain  specific  sites  in  the  CNS, 
specific  neurologic  manifestations  develop.  Such 
localizing  neurologic  signs  occur  when  there  is  leu- 
kemic involvement  of  the  cranial  nerves,  of  the 
eyes  and  ears,  of  the  hypothalamico-pituitary  axis, 
or  of  the  peripheral  nerve  roots. 

4 

involvement  of  cranial  nerves 

Any  of  the  cranial  nerves  may  be  involved  by 
leukemic  infiltrates  (Table  III).  The  ones  most 
:ommonly  involved  are  the  facial  nerve  (seventh), 
md  the  cranial  nerves  controlling  the  eye  muscles 
third,  fourth,  and  sixth).31-32  Facial  palsy  may  be 
milateral  or  bilateral  (Fig.  5).31,33  There  may  be 


TABLE  III.  Neurologic  manifestations  that  may  occur  in 
acute  childhood  leukemia  owing  to  involvement  of 
cranial  nerves  and  hypothalamus 


Cause  of 
Abnormality 

Characteristics 

Cranial  nerve 

involvement 

Eyes 

Ocular  palsy  (strabismus),  visual 
field  defects,  blindness,  retinal 
hemorrhages,  ptosis  of  eyelid, 
diplopia,  blurring  of  vision,  ny- 
stagmus, photophobia,  exophthal- 
mos, Horner’s  syndrome 

Ears 

Deafness,  tinnitus,  vertigo,  hyper- 
acusis 

Face 

Facial  palsy  (unilateral,  bilateral), 
inability  to  pucker  lips,  numbness 
of  lips,  trigeminal  neuralgia,  in- 
ability to  wrinkle  forehead, 
inability  to  show  teeth 

Mouth 

Inability  to  protrude  tongue,  weak 
bite,  poor  gag  reflex,  defect  in 
taste  sensation,  poor  swallowing, 
slurred  speech,  numbness  of 
tongue 

Nose 

Loss  of  sense  of  smell 

Hypothalamic 

Increased  appetite  and  pathologic 

involvement 

weight  gain,  hyperirritability, 
aggressive  behavior,  depression, 
fever,  hallucinations,  diabetes 
insipidus 

loss  of  the  gag  reflex,  difficulty  in  swallowing,34 
weakness  of  the  palate,  loss  of  sense  of  taste,  or 
loss  of  the  sense  of  smell.35,36  There  may  be  loss 
of  hearing,  tinnitus,  or  dizziness.  The  symptoms 
in  1 patient  with  monocytic  leukemia  were  pain 
and  paresthesia  of  the  lower  extremities,  optic 
neuritis,  and  combined  posterolateral  myelopa- 
thy.3' 

Eyes.  The  most  obvious  eye  change  in  leuke- 
mia is  nystagmus.  Significant  retinal  changes 
may  also  be  present.  Retinal  vessels  often  are  tor- 
tuous, dilated,  and  irregular  in  caliber,  resembling 
a chain  of  sausages.  Venous  sheathing,  due  to 
perivascular  infiltration  of  leukemic  cells,  may  also 
be  seen  (Fig.  6).  Hemorrhages  may  be  very  small 
or  may  involve  a large  portion  of  the  fundus  and 
even  rupture  into  the  vitreous  or  subretinal  space, 
causing  retinal  detachment  and  loss  of  vision. 
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FIGURE  5.  Child  with  meningeal  leukemia  and  palsy  of 
right  facial  nerve. 


The  optic  disk  may  become  edematous  and 
blurred  and  show  marked  papilledema.  Severe  in- 
volvement may  cause  optic  atrophy.  Cotton-wool 
patches  may  be  seen.  Involvement  of  the  optic 
nerve  may  lead  to  loss  of  vision  unaccompanied  by 
any  changes  in  the  ocular  fundi. 

Conjunctival  lesions  usually  take  the  form  of 
hemorrhages,  but  infiltrations  with  leukemic  cells 
can  also  occur.  Direct  leukemic  cell  infiltration  of 
the  eye  is  a rare  complication  but  may  produce 
secondary  glaucoma.38-40  Radiation  therapy  to 
the  area  of  involvement  is  the  recommended  meth- 
od of  treatment.  Hemorrhages  of  the  lids,  con- 
junctival petechiae,  or  ecchymoses  are  frequent. 
Leukemic  infiltration  of  the  lids,  conjunctiva,  lac- 
rimal sac,  and  lacrimal  glands  also  occurs  (Fig. 
7).41-43  Retrobulbar  hemorrhage  may  cause  prop- 
tosis in  leukemic  children  with  severe  thrombocy- 
topenia. 

Involvement  of  the  eye  and  the  adnexa  in  leuke- 
mia is  not  uncommon;  one  half  of  patients  have  in- 
volvement at  some  stage  during  their  disease. 
The  literature  contains  numerous  reports  of  these 
conditions,  and  a wide  range  of  ocular  structures 
may  be  affected,  but  iris  involvement  is  relatively 
rare.  Iris  infiltration  may  be  either  nodular  or  dif- 
fuse. Nodules  are  ill-defined  and  extend  up  to  the 
pupil  margin.  Diffuse  infiltration  gives  rise  to  iris 


FIGURE  6.  Optic  fundus  of  child  with  acute  leukemia 
showing  sheathing  of  retinal  veins  due  to  infiltration  by  leu- 
kemic cells. 


FIGURE  7.  Marked  leukemic  infiltrate  of  lacrimal  glands 
of  upper  eyelids  in  child  with  acute  promyelocytic  leuke- 
mia. Condition  may  be  confused  with  proptosis  due  tc 
retro-orbital  tumor  (chloroma).  Daunorubicin  produced 
dramatic  improvement  (Courtesy  of  Eugene  Chua,  M.D.). 

discoloration  and  heterochromia.  Vascular  con  $ 
gestion  is  common,  and  rupture  leads  to  hyphens 
and  bloodstaining.  Leukemic  cells  in  the  aqueou: 
are  deposited  as  keratic  precipitates  and  hypopyoi 
which  is  grayish  white.  There  may  be  hyphem;  . 
overlying  hypopyon,  and  it  is  not  surprising  tha 
secondary  glaucoma  is  a frequent  sequel.42,44,45  t 1 
two-year-old  child  with  acute  lymphoblastic  leuke  4 
mia  exhibited  almost  the  whole  spectrum  of  signs  £ 
nodularity,  heterochromia,  hypopyon,  hyphenu  «i 
and  bloodstaining  44 

In  one  series  of  cases,  4 eyes  had  hypopyon, 
had  hyphema,  3 had  hypopyon  and  hyphema, 
had  heterochromia,  3 had  nodular  iritis  with  kera  .j 
tic  precipitates,  2 had  large  iris  nodules,  and  1 pre 
sented  bloodstaining  of  the  cornea.  This  varie 
presentation  means  that  the  differential  diagnosi 
covers  a wide  spectrum  of  conditions  such  as  uve  ■ 
tis,  unsuspected  trauma,  juvenile  xanthogranuk  jr 
ma,  retinoblastoma,  retinoschisis,  and  persister  1 
hyperplastic  primary  vitreous.44  The  intraocuk  3 
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pressure  was  measured  in  10  of  the  cases  previous- 
ly described  and  was  found  to  be  raised  above  nor- 
mal in  1 or  both  eyes  in  every  case.  Hypopyon  or 
hyphema  or  both  were  present  in  8 out  of  11  eyes 
and  uveitis  with  keratic  precipitates  in  the  other  3. 
The  secondary  glaucoma  was  presumably  due  to 


FIGURE  8.  (A)  Four-year-old  child  with  acute  lymphoblas- 

tic leukemia  in  remission  who  developed  marked  obesity. 
Spinal  fluid  pressure  increased,  and  marked  pleocytosis 
present.  (B)  Pneumoencephalogram  of  same  child  with 
hypothalamic  obesity  syndrome  showing  elevation  of  chi- 
asmatic system  due  to  presence  of  mass  (arrow)  above 
diaphragm  sella  (Courtesy  of  Albert  Zilkha,  M.D.). 

leukemic  cells  blocking  the  angle  and  infiltrating 
the  trabecular  meshwork  rather  than  due  to  ante- 
rior synechiae.44  Corneal  ring  ulcers  have  in  rare 
instances  been  reported  as  manifestations  in  acute 
monocytic  leukemia.46 

Ears.  Diffuse  or  focal  leukemic  invasion  of  the 
external  ear,  middle  ear,  or  internal  ear  structures 
as  well  as  the  eighth  cranial  nerve  may  occur. 
Invasion  of  the  soft  tissues,  membranes,  hollow 
spaces,  and  marrow  of  ossicles  may  develop. 
These  infiltrates  may  be  asymptomatic  or  may  re- 
sult in  deafness,  tinnitus,  pain,  or  vertigo.4'-49 
Leukemic  infiltration  or  hemorrhage  into  the  sem- 
icircular canals  or  into  the  acoustic  nerve  roots  or 
ganglion  may  give  rise  to  a syndrome  resembling 
Meniere’s  disease.  The  clinical  manifestations  in- 
clude deafness,  vertigo,  and  tinnitus.50’51  Leuke- 
mic involvement  and  enlargement  of  lymphoid 
structures  in  the  nasopharynx  with  encroachment 
on  the  ostia  of  eustachian  tubes  may  result  in  tin- 
nitus, earache,  and  decreased  hearing.4  Sudden 
deafness  may  result  from  hemorrhage  into  the 
middle  ear.52 

Two  cases  of  inner  ear  involvement  in  children 
with  stem-cell  leukemia  with  temporal  bone  find- 
ings were  reported.53  The  pathophysiologic 
mechanisms  by  which  this  disease  produces  vestib- 
ular and  cochlear  symptoms  are  obscure  at  pres- 
ent. The  relative  importance  of  such  factors  as  in- 
creased capillary  permeability  due  to  thrombocy- 
topenia, frank  hemorrhage  or  infiltration  of  leuke- 
mic cells  into  the  inner  ear  structures,  the  effect  of 
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cytotoxic  drugs  on  the  neuroepithelium  of  the 
inner  ear,  and  the  involvement  of  the  CNS  by  the 
basic  disease  process  need  further  clarification.53 

It  is  obvious  from  those  cases  reported  in  the  lit- 
erature that  there  is  no  consistent  correlation  be- 
tween the  site  or  the  scope  of  inner  ear  disease,  as 
revealed  by  the  examination  of  temporal  bones  ob- 
tained at  autopsy,  and  the  symptoms  noted  by  pa- 
tients. The  issue  is  further  complicated  by  the 
possibility  of  leukemic  cell  infiltration  into  the 
inner  ear,  eighth  cranial  nerve,  and  CNS.  A quali- 
tative and  quantitative  assessment  of  the  effect  of 
these  infiltrates,  as  well  as  the  effect  of  sudden 
hemorrhage  into  the  endolymphatic  or  perilym- 
phatic spaces  of  the  inner  ear,  cannot  be  made 
within  the  framework  of  our  current  knowledge  of 
inner  ear  physiology.  It  is  unfortunate  that  many 
of  these  patients  are  too  ill  to  undergo  extensive 
vestibular  and  audiometric  testing.  The  adminis- 
tration of  various  cytotoxic  drugs  and  antibiotics 
used  to  control  the  primary  disease  process  and  its 
complications  further  clouds  the  issue.  Many  of 
the  audiologic  and  vestibular  symptoms  found 
with  leukemia  are  probably  referable  to  changes  in 
the  biochemistry  in  these  sensitive  structures. 
This  may  result  from  altered  blood  vessel  perme- 
ability, secondary  to  deficient  platelets  and  alter- 
ations in  the  selective  concentrations  of  ions  be- 
tween the  endolymph  and  perilymph.53 

Hypothalmic  obesity  syndrome 

Hyperphagia  with  excessive  weight  gain  and  be- 
havior disturbances  without  other  neurologic  signs 
may  occur  during  a remission  of  acute  leukemia. 
These  may  be  the  only  symptoms  of  meningeal 
leukemia  in  a child  in  hematologic  remission.  The 
child  shows  increased  appetite  and  rapid  and  inap- 
propriate weight  gain  (Fig.  8)  54  In  some  cases  the 
child  may  show  sudden  increase  in  appetite  to  def- 
inite hyperphagia,  with  frequent  and  large  feed- 
ings. Rapid  weight  gain  follows.  In  other  cases 
there  may  be  a gradual  increase  in  the  appetite 
and  steady  weight  gain  over  a period  of  several 
weeks.  At  the  same  time,  the  parents  may  note 
that  the  child  shows  a personality  change,  from 
being  a pleasant  child  to  becoming  an  irritable  and 
impatient  child.  The  child  may  be  hungry  all  day 
long,  and  the  mother  has  to  make  snacks  for  him 
almost  incessantly.55  Simultaneously  with  his 
ravenous  hunger,  the  child  becomes  increasingly 
obese.55  Forty-three  similar  cases  have  been  re- 
viewed.35,55-59 

A characteristic  feature  in  the  clinical  picture  is 
the  ravenous  hunger,  suggesting  a severe  distur- 
bance of  appetite  regulation.  There  may  be  head- 
ache, somnolence,  aggressive  behavior,  and  vomit- 
ing. Physical  examination  may  reveal  papillede- 
ma, meningeal  signs,  ataxia,  cranial  nerve  palsies, 
or  loss  of  sphincter  control.  Lumbar  puncture  may 
show  increased  CSF  pressure  and  pleocytosis. 


FIGURE  9.  Diagram  of  hypothalamus  and  pituitary  show- 
ing vulnerability  of  hypothalamo-hypophyseal  tracts  to  in- 
creased CSF  pressure  in  third  ventricle. 

Histologic  examination  of  the  hypothalmus,  in 
which  the  center  of  the  appetite  regulation  is  sit- 
uated, usually  shows  infiltration  by  leukemic  cells. 
This  infiltration  may  diffusely  involve  the  greater 
part  of  the  hypothalamic  region,  including  the 
ventromedial  nuclei,  which  are  the  centers  of  ap- 
petite regulation.  Therefore,  it  is  likely  that  the 
violent  hunger  and  the  resultant  obesity  are  re- 
ferable to  leukemic  infiltration  in  the  arachnoid 
and  the  hypothalamus.36,55,57,60  Some  cases  have 
increased  intracranial  pressure  and  dilation  of  the 
ventricular  system.  When  there  is  no  leukemic  in- 
filtration in  the  hypothalamus,  it  may  be  assumed 
that  the  obesity  is  due  to  hypothalamic  injury 
caused  by  dilatation  of  the  third  ventricle.  Hy- 
pothalamic injury  may  also  be  caused  by  local 
pressure  or  neurons  or  local  circulatory  distur- 
bances secondary  to  overlying  arachnoidal  infiltra- 
tions. Increased  ventricular  pressure  alone  causes 
hyperphagia  in  normal  rats,  due  to  its  effect  on  the 
intact  ventromedial  area  of  the  hypothalamus.61 
This  may  explain  the  negative  autopsy  findings 
sometimes  seen  in  leukemic  children  with  the  hy-  j 
pothalamic  obesity  syndrome  (Fig.  9). 

The  development  of  this  hypothalamic  syn-  ; 
drome  in  cases  of  acute  leukemia  is  not  rare.  The 
incidence  of  this  complication  is  increasing  as  we 
see  more  and  more  cases  of  CNS  involvement, 
since  children  with  acute  leukemia  survive  for 
ever-longer  periods.5'  Nearly  all  of  the  children 
with  this  complication  have  acute  lymphoblastic 
leukemia.  The  weight  gain  may  be  as  much  as  60 
pounds  during  the  disease  (Fig.  10).  Hyperphagia 
with  marked  obesity  has  been  observed  in  children 
who,  at  autopsy,  showed  hypothalamic  or  pituitary 
infiltration  or  both.  In  others,  only  internal  hy- 
drocephalus is  found. 

The  hypothalamus  possesses  the  mechanism 
controlling  feeding  behavior;  its  more  lateral  area 
is  designated  as  the  feeding  center,  the  more  me-  1 
dial  as  the  satiety  center.  Experimentally  pro-  I 
duced  lesions  in  the  lateral  hypothalamus  result  in 
aphagia,  and  lesions  in  the  medial  hypothalamus, 
especially  in  or  near  the  ventromedial  nucleus,  re- 
sult in  increased  food  intake  and  obesity.54,62  I 
From  animal  studies  in  which  isolated  electrolytic 
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FIGURE  10.  Weight  chart  of  child  during  course  of  acute 
leukemia  who  developed  hypothalamic  obesity  syndrome. 
Diagnosis  of  syndrome.  Diagnosis  of  syndrome  made 
when  child  showed  excessive  weight  gain,  paraplegia,  fa- 
cial palsy,  and  spinal  fluid  pleocytosis  (A).  Intrathecal 
methotrexate  caused  regression  of  neurologic  symptoms 
Dut  weight  gain  continued.  Child  still  obese  during  terminal 
Dhase  (B). 

lesions  were  produced  in  various  locations  in  the 
brain  stem,  the  role  of  the  hypothalamus  in  the 
production  of  obesity  has  been  clearly  estab- 
lished.63 Obesity  develops  when  injury  is  pro- 
duced in  the  ventromedial  nuclei  or  in  areas  ven- 
irolateral  to  these  nuclei,  while  lesions  of  most 
ither  sites  of  the  hypothalamus  do  not  give  rise  to 
his  complication.  The  obesity  observed  after  ex- 
Derimentally  induced  hypothalamic  lesions  arises 
irimarily  from  a marked  increase  in  food  con- 
;umption.55  Frequently,  a lowered  threshold  for 
iggressive  behavior  accompanies  the  hyperphagia, 
ausing  the  animal  to  become  chronically  savage, 
ittacking  observers  with  little  provocation.  Elec- 
ric  stimulation  of  lateral  hypothalamic  regions 
:auses  even  the  satiated  subject  to  seek  and  con- 
sume food  and  also  produces  aggressive  behavior, 
bilateral  lesions  of  the  lateral  hypothalamus  result 
n severe  hypophagia  and,  if  placed  somewhat 
audal  and  lateral  to  the  ventromedial  region,  pro- 
luce  an  abnormally  docile  animal.64 

Loss  of  the  ability  to  use  sweating  and  vasodila- 
ation  to  dissipate  heat  follows  experimental  ante- 
ior  hypothalamic  lesions  and  leads  to  excessive 


temperature  elevations.  This  mechanism  may  be 
the  cause  of  some  of  the  unexplained  fevers  seen  in 
leukemic  children.  A heat  center  in  the  anterior 
portion  of  the  hypothalamus  is  essential  for  regu- 
lation against  overheating.  A second  center  in  the 
posterior  portion  of  the  hypothalamus  is  used  for 
temperature  regulation  in  a cold  environment. 
There  is  normally  a set  point  where  the  cold  and 
warm  regulators  are  balanced.65  During  a fever 
the  set  point  is  shifted  because  the  firing  of  the 
central  warm  receptors  is  diminished  or  stopped 
by  the  pyrogen.  If  the  anterior  region  of  the  hypo- 
thalamus is  damaged,  this  warm  regulator  is  also 
damaged.  Heat  production  is  inhibited,  but  vaso- 
dilatation, increased  respiratory  rates,  and  in- 
creased cardiac  output  are  all  inhibited  as  well. 
This  tends  to  make  the  body  store  heat,  and  the 
temperature  rises. 

Other  causes  of  the  hypothalamic  obesity  syn- 
drome are  tumors  of  the  hypothalamus  64  enceph- 
alitis, degenerative  changes  in  the  hypothalamus, 
and  congenital  internal  hydrocephalus. 

Diabetes  insipidus 

Since  the  hypothalamico-pituitarv  tracts  may  be 
affected  by  leukemic  infiltrates66  or  increased 
pressure  in  the  third  ventricle,  diabetes  insipidus 
is  a possible  complication  (Fig.  10).  In  the  leuke- 
mic child,  diabetes  insipidus  may  occur  alone  or  as 
a part  of  the  hypothalamic  obesity  syndrome. 
Twenty  reported  cases  of  diabetes  insipidus  in  as- 
sociation with  leukemia  were  reviewed.67  But 
more  often,  leukemic  infiltrates  about  the  pitu- 
itary gland  cause  no  demonstrable  abnormalities  66 

The  posterior  lobe  of  the  pituitary  produces 
ADH  (antidiuretic  hormone).  The  absence  of 
ADH  results  in  a condition  where  an  excessive 
amount  of  urine  is  produced,  namely,  diabetes 
insipidus.  ADH  is  released  into  the  capillaries  of 
the  infundibular  process.  The  cells  that  stimulate 
the  release  of  ADH  are  located  in  the  anterior  hy- 
pothalamus. These  cells  are  known  as  osmorecep- 
tors and  respond  to  the  changing  osmotic  pressure 
of  the  capillary  blood  that  bathes  them.  Diabetes 
insipidus  can  result  from  a failure  in  the  osmore- 
ceptors, in  the  supraopticohypophyseal  tract,  or  in 
the  posterior  pituitary.  Destruction  of  the  anteri- 
or hypothalamic  osmoreceptors  by  leukemic  infil- 
trate or  thrombosis  may  result  in  a loss  of  ADH  se- 
cretion in  response  to  hyperosmolality.67 

When  the  pituitary  stalk  is  experimentally  sev- 
ered, there  is  an  accumulation  of  ADH  along  the 
nerve  fibers,  originating  in  the  hypothalamic  nu- 
clei and  extending  via  the  pituitary  stalk  into  the 
posterior  pituitary.  Interruption  of  this  normal 
pathway  of  ADH  transport  may  result  in  diabetes 
insipidus.  Infiltration  of  leukemic  cells  around 
the  vessels  of  the  posterior  pituitary  gives  rise  to 
diabetes  insipidus.68-70  It  appears  that  leukemic 
infiltration  of  the  pituitary  stalk  causes  disruption 
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of  the  normal  ADH  pathway  and  results  in  the 
clinical  manifestation  of  diabetes  insipidus.68,71 
Physiologic  studies  often  suggest  local  invasion  of 
the  posterior  pituitary,  but  histologic  confirmation 
of  this  is  not  always  present. 

In  addition  to  those  manifestations  of  meningeal 
leukemia  already  described,  three  unique  manifes- 
tations have  been  reported.  Central  pontine 
myelinolysis  occurred  in  a seven-year-old  boy  with 
leukemia.72  The  child  showed  decreased  visual 
acuity,  atrophy  of  muscles  of  the  extremities,  stiff 
back,  dilatation  and  fixation  of  the  left  pupil,  in- 
creased CSF  pressure,  left  ptosis,  and  hyperreflex- 
ia.  At  autopsy  there  was  demyelination  in  the 
central  pons.  In  the  second  case,  a four-year-old 
child  appeared  with  choreiform  movements,  head 
tremors,  truncal  ataxia,  a broad-based  gait,  and 
aggressive  behavior.  No  signs  of  meningeal  irrita- 
tion were  present,  and  the  optic  fundi  were  nor- 
mal. A diagnosis  of  multifocal  leukoencephalopa- 
thy  was  suggested,  but  lumbar  puncture  revealed 
meningeal  leukemia.  Complete  remission  oc- 
curred following  intrathecal  administration  of 
methotrexate.73  In  another  case,  a twenty-three- 
year-old  man,  there  was  marked  intention  tremor, 
ataxia,  and  dysarthria  in  the  terminal  stages  of 
acute  lymphoblastic  leukemia.74 

The  spinal  fluid  showed  marked  pleocytosis. 
Examination  of  the  brain  at  autopsy  showed  loss 
of  the  cerebellar  Purkinje  cells.  These  bizarre 
neurologic  manifestations  could  have  been  due  to 
neural  injury  secondary  to  local  circulatory  distur- 
bances in  the  brain  caused  by  arachnoidal  infiltra- 
tions. 

Summary 

Depending  on  their  size  and  location,  leukemic 
infiltrations  in  the  central  nervous  system  may 
produce  a wide  variety  of  signs  and  symptoms. 
Localizing  neurologic  signs  may  occur  when  there 
is  leukemic  involvement  of  the  cranial  nerves,  of 
the  eyes  and  ears,  of  the  hypothalamico-pituitary 
axis,  or  of  the  peripheral  nerve  roots.  The  most 
commonly  affected  cranial  nerves  are  the  facial 
nerve  and  the  cranial  nerves  controlling  eye  move- 
ments. Occasionally  there  may  be  leukemic  infil- 
trates into  the  eyes  themselves.  Deafness  may  re- 
sult from  leukemic  infiltrates  into  the  ear  or  into 
the  eighth  cranial  nerve. 

Marked  obesity  may  occur  due  to  leukemic  infil- 
trates into  the  hypothalamus.  Leukemic  involve- 
ment of  the  posterior  pituitary  gland  may  cause 
diabetes  insipidus. 

2201  Hempstead  Turnpike 
East  Meadow,  New  York  1 1554 
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AMA  launches  new 
continuing  education  program 

The  American  Medical  Association’s  new  program  of 
regional  continuing  education  for  physicians  is  being 
launched  in  1975  with  meetings  in  Florida,  Arizona, 
Minnesota,  and  Virginia. 

The  purpose  of  the  program,  which  will  be  conducted 
I;  by  the  AMA’s  Council  on  Scientific  Assembly,  is  to  take 
AMA  continuing  education  courses  to  physicians 
throughout  the  country.  The  regional  programs  are  an 
: i outgrowth  of  the  successful  continuing  education  cours- 
: ■ es  presented  at  the  recent  AMA  annual  and  clinical  con- 
ventions. 

The  courses  will  be  held  on  weekends  to  enable  physi- 
cians in  each  region  to  attend  at  the  lowest  possible  cost 
in  time  and  travel  expenses.  Active  support  from  state 
medical  associations  will  be  sought  in  each  region. 

Each  regional  program  in  1975  will  include  eight 
courses,  with  faculty  drawm  largely  from  nearby  medical 


schools.  All  courses  will  qualify  for  the  highest  category 
of  continuing  education  credit.  The  courses  are:  Der- 
matology for  Nondermatologists;  Infectious  Diseases 
and  Antibiotics;  Basic  and  Advanced  Life  Support — 
Cardiopulmonary  Resuscitation;  Fluid  and  Electrolyte 
Balance;  Venereal  Disease;  Pulmonary  Function  and 
Blood  Gases;  Basic  Electrocardiography,  and  Human 
Sexuality. 

Seven  of  the  courses  will  be  of  six  hours  duration  and 
will  be  presented  twice  on  each  program,  enabling  doc- 
tors to  take  twm  courses.  The  session  on  cardiopulmo- 
nary resuscitation  (reviving  heart  attack  victims)  is  a 
twelve-hour  course. 

Schedule  of  the  regional  courses:  Tampa,  Florida, 

February  8-9;  Phoenix,  Arizona,  March  15-16;  Minne- 
apolis, Minnesota,  July  26-27;  Williamsburg,  Virginia, 
September  27-28. 

Further  information  on  the  courses  is  available  from 
the  Department  of  Scientific  Assembly,  American  Medi- 
cal Association,  535  N.  Dearborn  St.,  Chicago,  111.  60610. 
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sickness,  gnaws,  grows  and  invades  every  cranny 
of  psychic  pathology  adding  intensity  to 
torment.  Anxiety  as  a symptom  secondary  to 
depressio  may  he  so  dominant  that  it  obscures 
the  primary  diagnosis , It  may  suggest  treatment 

with  tranquilizers  which  often  help.  But  as  the 
vampire  of  legend  had  to  have  a laurel  stake 
driven  through  its  heart  to  truly  die,  so  anxiety 
secondary  to  depression  will  not  cease  to  nibble  and 
bite  until  an  antidepressant  eradicates  the 
primary  illness — and  symptomatic  anxiety  starves 
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sitivity to  the  drug  Cross  sensitivity 
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used  in  patients  (a)  with  cardiovascular 
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antihypertensive  effect  of  guanethidine 
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drug  may  impair  the  mental  and/or  phy- 
sical abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery 
Therefore,  the  patient  should  be  cau- 
tioned accordingly 

Precautions:  This  drug  should  be  dis- 
pensed in  the  least  possible  quantities 
to  depressed  outpatients,  since  suicide 
has  been  accomplished  with  drugs  of 
this  class  If  possible,  dispense  in  child- 
resistant  containers  It  should  be  kept 
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Vague  Abdominal  Pain 
and  Change  in  Bowel 
Habits 

Case  history 

E.  Mark  Levinsohn,  M.D.*:  A sixty-year-old 
man  was  admitted  to  the  Upstate  Medical  Center, 
Syracuse,  New  York,  complaining  of  vague  abdom- 
inal pain  of  approximately  four  to  seven  years'  du- 
ration which  had  been  gradually  increasing  in  se- 
verity and  frequency.  During  the  three  weeks 
prior  to  admission  the  patient’s  previously  normal 
bowel  habits  changed,  and  he  began  to  experience 
2 to  3 loose  black  stools  a day.  This  was  associ- 
ated with  a 10-  to  20-pound  weight  loss.  A recent 
barium  enema  examination  done  elsewhere  alleg- 
edly demonstrated  a filling  defect  in  the  rectosig- 
moid colon.  The  patient’s  older  brother  had  died 
at  the  age  of  sixty-eight  years  of  carcinoma  of  the 
colon. 

Physical  examination  demonstrated  a normal- 
appearing middle-aged  man  in  no  acute  distress. 
The  abdomen  was  nontender  and  flat.  The  liver 
was  not  enlarged.  Firm  masses  were  palpated  in 
the  right  and  left  lower  quadrants  by  several  ex- 
aminers. Rectal  examination  and  sigmoidoscopy 
findings  to  18  cm.  were  normal. 

Results  of  laboratory  examinations,  including 
chest  x-ray,  liver-spleen  scan,  blood  counts,  serum 
electrolytes,  and  carcinoembryonic  antigen  deter- 
mination were  normal.  An  intravenous  pyelogram 
showed  slight  prostatic  enlargement  but  otherwise 
normal  findings.  A barium  enema  was  then  done. 

Edwin  T.  Dailey,  M.D.h  The  film  of  the  bar- 
ium-filled colon  shows  two  obvious  abnormalities. 
There  are  mass  lesions  involving  both  the  cecum 
and  the  sigmoid  colon.  In  addition,  there  are  mul- 
tiple other  filling  defects  scattered  throughout  the 

* Guest  Editor,  Instructor,  Department  of  Radiology. 

f Assistant  Professor,  Department  of  Radiology. 


colon.  These  may  represent  fecal  debris,  and 
study  of  the  evacuation  film  will  be  important  in 
this  regard.  Returning  to  the  large  mass  lesions, 
the  one  involving  the  cecum  appears  to  be  poly- 
poid in  nature,  with  lobular  interfaces  noted  be- 
tween the  barium  and  different  areas  of  the  mass. 
No  fistulas  are  identified.  There  also  appears  to 
be  an  extrinsic  mass  effect  on  the  terminal  ileum, 
but  otherwise  the  mucosa  of  the  terminal  ileum  is 
normal  (Fig.  1A). 

The  second  mass  affecting  the  sigmoid  colon  is 
eccentric  and  irregularly  lobulated.  The  transi- 
tion from  normal-appearing  colon  to  involved 
colon  is  quite  abrupt,  and  distally  the  margin  of 
the  mass  appears  to  have  an  overhanging  edge. 
No  fistulas  are  seen,  no  barium  appears  to  be 
caught  in  the  interstices  of  the  mass,  and  no  un- 
usual gas  collection  in  the  adjacent  area  is  seen 
(Fig.  IB). 

Turning  now  to  the  postevacuation  film,  it  is  ap- 
parent that  many  of  the  filling  defects  referred  to 
on  the  filled  colon  film  are  not  fecal  debris  but  pol- 
yps (Fig.  1C).  In  fact,  the  colon  is  studded  with 
adenomatous  polyps,  two  of  which  have  developed 
into  malignant  tumors.  The  history  of  an  older 
brother  dying  of  a colon  carcinoma  certainly 
makes  this  diagnosis  all  the  more  attractive,  and 
there  is  nothing  in  this  patient’s  history  which 
would  be  out  of  keeping  with  this  diagnosis. 

Dr.  Dailey’s  diagnosis 

Multiple  colonic  polyps  with  two  large  adeno- 
carcinomas 

Dr.  Levinsohn:  This  patient  was  treated  surgi- 
cally. At  laparotomy,  a 6-cm.  sigmoid  mass  and  a 
large  cecal  mass  were  found,  neither  of  which  were 
attached  to  the  abdominal  wall  or  retroperitoneal 
structures.  Multiple  polyps  were  noted  to  be 
present  throughout  the  colon.  The  liver  appeared 
to  be  free  of  metastases.  A total  colectomy  and 
ileoproctostomy  were  then  done. 

Pathologic  discussion 

Bedros  Markarian,  M.D.**:  The  gross  pa- 

**  Assistant  Professor,  Department  of  Pathology. 
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FIGURE  1.  (A)  Anteroposterior  abdominal  radiograph 

with  colon  filled  with  barium;  mass  lesions  in  sigmoid  colon 
and  cecum,  extrinsic  mass  compression  on  terminal  ileum, 
and  numerous  intraluminal  filling  defects  are  seen.  (B) 
Spot  view  of  sigmoid  colon  demonstrates  eccentric,  irreg- 
ularly lobulated  mass  with  overhanging  edges  at  proximal 
and  distal  borders.  (C)  Anteroposterior  abdominal  poste- 
vacuation radiograph  shows  persistence  of  numerous  fill- 
ing defects  in  addition  to  cecal  and  sigmoid  masses. 


thology  specimen  labeled  “colon”  consisted  of  30 
cm.  of  the  distal  ileum,  the  cecum,  and  the  proxi- 
mal 120  cm.  of  large  bowel.  The  small  bowel  ap- 
peared to  be  free  of  any  gross  lesion.  The  ileo- 
cecal valve  was  obliterated  by  an  ulcerated  muco- 
sal lesion  which  measured  9 cm.  in  greatest  extent 
and  4 cm.  in  depth.  The  lesion  appeared  to  ex- 
tend into  the  base  of  the  appendix.  The  distal  co- 
lonic mucosa  had  multiple  polypoid  masses  which 
measured  from  0.2  to  3 cm.  in  diameter.  The  pol- 
yps were  smooth  and  soft  in  consistency.  Some  of 
the  polypoid  lesions  were  pedunculated  and  mo- 
bile, while  others  were  sessile  in  form.  Approxi- 
mately 15  cm.  from  the  distal  resection  line  was  a 
'ungating,  ulcerated  mass  measuring  4 by  6 cm. 
ind  rising  1 cm.  above  the  mucosal  surface  (Fig.  2). 
This  tumor  also  grossly  appears  to  have  extended 
ransmurally  to  the  serosal  surface. 

Microscopic  examination  of  these  lesions  dem- 
onstrated a poorly  differentiated  adenocarcinoma 
]bf  the  cecum  with  transmural  and  extensive  sero- 
sal extension  (Fig.  3A).  The  sigmoid  tumor  was  a 
■veil-differentiated  adenocarcinoma  of  the  colon 
Fig.  3B).  The  polyps  were  a mixed  variety  with 


many  foci  of  marked  atypical  cellular  changes  (Fig. 
3C).  Some  polyps  showed  areas  of  in  situ  carcino- 
ma. 

This  is  a case  of  multiple  colonic  polyps  with 
varying  degrees  of  atypia  and  two  discrete  carcino- 
mas of  the  colon  which  exhibited  different  histo- 
logic patterns.  These  findings  are  typical  of  mul- 
tiple polyposis  with  malignant  transformation. 

Comment 

Dr.  Levinsohn:  Menzel,  in  1721,  first  made 
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FIGURE  2.  Gross  photograph  of  colon  shows  multiple  po- 
lypoid nodules  scattered  over  colonic  mucosa.  Proximal 
edge  of  sigmoid  colon  carcinoma  seen  at  left. 


reference  to  colonic  polyps  in  describing  what  was 
probably  an  inflammatory  polyp  of  the  colon.1  In 
studies  cited  by  Figiel,  Figiel,  and  Wietersen,2  ap- 
proximately 50  per  cent  of  people  over  the  age  of 
sixty  are  found  to  have  colonic  polyps  at  autopsy. 
The  relationship  between  colonic  polyps  and  can- 
cer was  discussed  by  Castleman  and  Krickstein3 
who  concluded  that  the  overwhelming  majority  of 
colonic  cancers  developed  de  novo  and  not  at  the 
site  of  preexisting  adenomatous  polyps.  Papillary 
adenomas,  on  the  other  hand,  were  felt  to  be  pre- 
malignant  lesions  which  should  be  removed. 

Spratt  and  Ackerman4  measured  the  size  of  pol- 
yps, both  from  surgical  specimens  and  from  au- 
topsies, and  found  that  only  1 of  91  tumors  less 
than  1.24  cm.  in  diameter  was  malignant.  Carci- 
noma was  present  in  all  tumors  greater  than  3 cm. 
in  diameter  and  in  12  per  cent  of  those  having  a di- 
ameter between  1.24  to  1.97  cm.  Spratt  and  Ack- 


FIGURE  3.  Photomicrograph  of  edge  of  cecal  mass,  illus- 
trates poorly  differentiated  adenocarcinoma.  (B)  Photomi- 
crograph of  distal  colonic  mass  demonstrates  a well-differ- 
entiated adenocarcinoma  invading  adjacent  bowel  wall 
with  overlying  normal  mucosa.  (C)  Photomicrograph  of 
one  of  polyps  with  focus  of  hyperchromatic,  atypical  cells 
at  one  margin.  (Hematoxylin  and  Eosin  Stain) 


erman4  found  that  both  patient  survival  and  the 
per  cent  of  mesocolic  lymph  nodes  containing  met- 
astatic tumor  were  independent  of  tumor  size  foi 
tumors  greater  than  1.5  cm.  in  diameter.  That 
they  postulated,  was  because  the  time  required  foi 
tumor  growth  from  a single  cell  to  a mass  1.5  cm 
in  diameter  was  tremendously  long,  relative  to  thf 
time  required  to  double  in  diameter  from  1.5  to  <: 


cm. 


Differential  diagnoses  which  should  be  consid 
ered  when  multiple  colonic  polyps  are  found  in 
elude  familial  polyposis  coli,  Gardner’s  syndrome 
Peutz-Jegher’s  syndrome,  juvenile  polyposis  coli 
Turcot’s  syndrome,  and  Cronkhite-Canada  syn 
drome. 

The  occurrence  of  multiple  polyposis  as  a famil 
ial  and  potentially  malignant  condition  was  firs 
recognized  by  W.  Harrison  Cripps  in  1882.5  Sev 
eral  syndromes  have  been  described,  the  mos 
common  one  being  familial  polyposis  coli.  In  thi: 
condition,  inherited  as  an  autosomal  dominant 
the  entire  colon  is  carpeted  with  sessile  and  pe 
dunculated  polyps.6  It  is  rare  for  familial  polyp 
osis  to  be  initially  recognized  before  puberty  o 
after  age  forty.7  Since  no  example  has  been  foun( 
with  a rectum  free  of  disease  in  whom  a bariun 
enema  was  positive,  sigmoidoscopy  is  a gooc 
screening  examination  for  postpubertal  individu 
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als.7  The  incidence  of  postcolectomy  adhesions 
has  been  noted  to  be  significantly  higher  in  these 
patients  than  in  other  groups,  a feature  reminis- 
cent of  Gardner’s  syndrome.' 

In  1951,  Gardner5  described  a family  in  which 
the  appearance  of  multiple  colonic  polyps  was  as- 
sociated with  carcinoma  of  the  colon  and  conspicu- 
ous soft  tissue  and  bony  tumors.  He  concluded 
that  these  manifestations  were  the  result  of  a 
gene-controlled  process  inherited  as  an  autosomal 
dominant.5  Lockhart-Mummery7  recognized  the 
tendency  of  fibrous  tissue  proliferation  leading  to 
desmoid  formation  in  these  patients.  Epidermoid 
inclusion  cysts  and  sebaceous  cysts  are  the  most 
commonly  associated  soft-tissue  tumors  seen  in 
this  syndrome  and  may  antedate  the  discovery  of 
colonic  polyps.  Osteomas  of  the  cranial  vault  and 
dental  abnormalities  are  commonly  associated.' 
As  with  familial  polyposis,  the  polyps  of  Gardner’s 
syndrome  usually  appear  by  age  twenty  and  a ma- 
lignant condition  develops  within  fifteen  years.8 

Peutz,  in  1921,  described  the  first  patient  with 
what  was  later  termed  the  Peutz-Jegher’s  syn- 
drome. This  is  the  association  of  hamartomas  of 
the  entire  gastrointestinal  tract,  particularly  the 
small  bowel,  and  mucocutaneous  pigmentation. 
As  with  Gardner’s  syndrome  and  familial  polyp- 
osis, Peutz-Jegher’s  syndrome  is  inherited  as  a 
mendelian  dominant  but,  unlike  the  latter,  is  asso- 
ciated with  only  a slightly  increased  risk  of  carci- 
noma.7 Clinically,  patients  appear  with  recurrent 
intussusception,  abdominal  colic,  and  chronic  ane- 
mia. Small-bowel  involvement  is  present  in  95 
per  cent  of  patients.  Colonic  and  rectal  involve- 
| ment  is  found  in  30  and  25  per  cent  of  cases  re- 
spectively. Polyps  are  found  rarely  in  the  esopha- 
gus, appendix,  or  the  urinary  and  respiratory 
tracts.9  A malignant  condition,  when  it  occurs,  is 
found  in  the  usual  sites  of  gastrointestinal  cancer 
and  is  not  associated  with  the  prevalence  of  polyps 
in  that  area.9  As  in  Peutz-Jegher’s  syndrome,  ha- 
martomas are  the  pathologic  entity  found  in  juve- 
nile polyposis  coli.  The  inheritance  of  this  rare 
I disease  is  probably  mendelian  recessive,  and  no 
tendency  for  malignant  degeneration  is  found.' 

Turcot,  Despres,  and  St.  Pierre  in  195910  de- 
scribed 2 cases  of  multiple  colonic  polyposis  with 
associated  colonic  carcinoma  and  subsequent  pri- 
mary brain  tumors  in  teenage  siblings.  Whether 
I this  is  a separate  syndrome  or  related  in  some 
vague  way  to  familial  polyposis  is  unclear.  A final 
rare  syndrome  usually  included  in  the  multiple  po- 
lyposis categorv  is  the  probably  nonhereditary 

l| 

(l 


Cronkhite-Canada  syndrome  recognized  in  1955 
when  2 cases  were  described.1  The  pathologic  le- 
sion is  controversial  and  may  be  either  cystic  glan- 
dular dilation  or  perhaps  true  adenomatous  pol- 
yps. This  possibly  fatal  disease  is  probably  an  ex- 
udative gastroenteropathy  associated  with  massive 
gastrointestinal  loss  of  protein  and  electrolytes.11 
Characteristic  ectodermal  changes  are  recognized 
and  include  pigmentation,  alopecia,  and  onycho- 
tropia.6 

In  addition  to  the  preceding  syndromes,  the  dif- 
ferential diagnosis  of  gastrointestinal  polyposis 
must  include  the  inflammatory  polyps  of  ulcera- 
tive colitis,  lymphopathia  venereum,  tuberculosis, 
amebic  dysentery,  and  chronic  bacillary  dysen- 
tery.6 

In  the  pediatric  population  the  additional  dif- 
ferential diagnoses  which  should  be  considered 
are:  lymphoid  hyperplasia  of  the  colon,  cystic  fi- 

brosis, polypoid  ganglioneurofibromatosis,  trichu- 
riasis, giardiasis  with  hypogammaglobulinemia, 
and  polyposis  with  Hirschsprung’s  disease.12 

Final  diagnosis 

Adenocarcinoma  of  the  colon;  multiple  polyp- 
osis of  the  colon 
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Dependable  response 
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Giant-cell  tumors  are  usually  associated  with 
areas  other  than  the  breast.  They  are  most  often 
primary  tumors  of  bone,  but  on  occasion  identical 
histologic  appearances  have  shown  up  in  tissues 
such  as  in  the  thyroid,  pancreas,  and  soft  tissue.1  4 

The  rarity  of  the  occurrence  of  primary  giant- 
cell tumors  in  the  breast  has  prompted  this  report. 
The  literature  contains  a few  references  to  this  en- 
tity.5-18 

Case  report 

A fifty-two-year-old-white  female  entered  Uni- 
versity Hospital  on  March  8,  1970,  for  a biopsy  of  a 
mass  of  the  right  breast,  first  noted  by  the  patient 
approximately  two  weeks  prior  to  admission.  Past 
medical  history  included  a dilatation  and  curet- 
tage in  1961  for  “bleeding”;  there  was  no  history  of 
hormone  therapy.  Family  history  revealed  one 
first  cousin  who  had  been  treated  for  carcinoma  of 
the  breast. 

On  physical  examination,  the  positive  findings 
were  limited  to  the  right  breast.  At  3:00  o’clock, 
dose  to  the  areola,  there  was  a smooth,  slightly 
ender,  visible,  firm  mass  measuring  3 by  2.5  by  1.5 
.m.,  not  attached  to  the  overlying  skin  nor  to  the 
mderlying  deeper  structures.  The  left  breast  was 
mremarkable.  Regional  lymph  nodes  were  nor- 
nal  on  palpation  bilaterally. 

A preadmission  mammography  examination  was 

* Resident  in  surgery.  Columbia  Presbyterian  Medical  Cen- 
er. 


performed,  and  the  findings  were  “indicative  of 
probable  medullary  carcinoma”  (Fig.  1). 

An  excisional  biopsy  of  the  mass  was  performed 
on  March  9,  1970,  was  diagnosed  on  frozen  section 
examination  as  “probable  stromal  sarcoma,”  and 
confirmed  as  such  at  the  final  pathologic  diagno- 
sis. In  view  of  this  diagnosis,  a total  mastectomy 
was  performed  on  March  12,  1970.  This  resection 
included  the  entire  breast,  the  underlying  pector- 
alis  major  muscle  fascia,  and  the  lateral  axillary 
lymph  nodes.  Microscopic  examination  of  the  ax- 
illary lymph  nodes  revealed  them  to  be  free  of  me- 
tastases. 


FIGURE  1.  Lateral  mammogram  of  right  breast  showing 
dominant  mass  2 cm.  in  diameter.  Note  increased  vascu- 
larity and  surrounding  fibrous  response. 


April  1 975/  New  York  State  Journal  of  Medicine  731 


The  postoperative  course  was  uneventful.  A 
skeletal  survey  performed  prior  to  the  patient’s 
discharge  showed  no  evidence  of  neoplastic  in- 
volvement of  the  bones.  Since  the  time  of  the  op- 
eration, the  patient  has  been  examined  at  regular 
intervals,  and  has  remained  well  and  free  of  any 
evidence  of  tumor.  Her  left  breast  and  regional 
lymph  nodes  have  also  remained  clinically  normal. 
She  was  seen  most  recently  in  May,  1972. 

Pathologic  findings 

The  biopsy  specimen  consisted  of  a gray,  ho- 
mogenous mass,  4 cm.  in  diameter,  surrounded  by 
normal  adipose  tissue.  The  overall  microscopic 
pattern  of  the  hematoxylin-  and  eosin-stained  sec- 
tions was  that  of  sheets  of  giant  cells  within  a stro- 
ma of  plump  spindled  and  more  rounded  cells. 
The  tumor  displayed  rounded  margins  of  the 
pushing  type  rather  than  the  infiltrating  type. 
Microscopic  examination  findings  of  the  surround- 
ing adipose  and  breast  parenchyma  were  not  re- 
markable. The  giant  cells  had  deeply  eosino- 
philic-stained cytoplasm  which  was  occasionally 
vacuolated;  some  cells  contained  as  many  as  30  nu- 
clei, but  the  average  was  6 to  8. 

The  nuclei  of  the  giant  cells  were  large,  with  a 
loose  chromatin  network  and  prominent  nucleoli. 
The  spindled  and  ovoid  cells  had  pale  pink  foamy 
cytoplasm  and  indistinct  cell  borders.  Their  nu- 
clei were  similar  to  those  of  the  giant  cells;  how- 
ever, marked  pleomorphism  and  staining  varia- 
tions with  numerous  hyperchromatic  cells  were 
present. 

Mitotic  figures  were  present  in  the  giant  and  in 
the  spindle  cells,  and  they  averaged  1 per  high- 
power  field  (Fig.  2).  There  were  scattered  areas  of 
necrosis  and  fibrosis.  None  of  the  cells  displayed 
a “strap”  configuration,  and  cross-striations  were 
not  demonstrated  by  special  staining. 

The  total  mastectomy  specimen  and  lateral  axil- 
lary nodes  showed  no  residual  tumor  in  the  breast 
and  no  metastases  to  the  lymph  nodes.  The 
breast  parenchyma  demonstrated  a few  slightly  di- 
lated, small  ducts.  An  additional  finding  was  a 
small  hemangiomatous  lesion  composed  of  multi- 
ple thin-walled  vascular  channels.  No  fibroadeno- 
ma or  evidence  of  an  old  hyalinized  lesion  was 
present  in  either  biopsy  or  mastectomy  specimen. 

Comment 

Malignant  tumors  originating  from  the  stroma 
of  the  mammary  glands  are  rare  lesions,  consti- 
tuting less  than  1 per  cent  of  all  malignant  breast 
lesions.12’19  22  Excluding  cystosarcoma  phyllode, 
a tumor  that  demonstrates  an  epithelial  as  well  as 
a mesenchymal  component,  this  group  of  tumors 
includes  fibrosarcoma,  liposarcoma,  angiosarcoma, 
lymphosarcoma,  and  osteogenic  sarcoma.  Includ- 
ed in  this  category  is  a very  small  group  of  tumors 


FIGURE  2.  Numerous  mitoses  seen.  Giant  cells  as  wel 
as  smaller  spindled  cells  demonstrate  mitotic  activity 
(hematoxylin  and  eosin  stain). 


which  demonstrate  as  their  main  microscopic  fea 
ture  a large  number  of  multinucleated  giant  cells  ■ 
A review  of  the  literature  has  revealed  few  case 
suitable  for  designation  in  this  category.5-18  N< 
cases  have  been  seen  previously  at  New  York  Uni 
versity  Medical  Center. 

The  earliest  reference  we  were  able  to  find  i 
the  literature  was  that  of  Gross,8  who  in  1887  re 
ported  8 cases,  1 of  which  included  a case  de  • 
scribed  by  Stilling  in  1881. 23  The  lesion  in  Stil 
ing’s23  report  recurred  six  times  in  twenty  year:  i 
Snow  in  189516  reported  a case  of  a spindled-ce 
sarcoma  of  the  breast  that  contained  multinucleai 
ed  “myeloid”  giant  cells.  In  1895  Manz,13  accorc  . 
ing  to  Fry,24  described  a similar  case.  Geist  an 
Wilensky7  reported  2 cases  in  1915.  Jessup  i 
1919”  reported  a case  of  a spindled-cell  sarcom 
of  the  breast  containing  large  numbers  of  giar 
cells. 

McDivitt,  Stewart,  and  Berg14  have  describe 
one  breast  lesion,  similar  to  this  case,  and  class 
fied  as  a soft-part  sarcoma  with  epulis-type  giai 
cells.  Kennedy  and  Biggart12  reported  2 case 
and  7 additional  examples  were  found  in  the  fo  u 
eign  literature.5’9,10,15,17 
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Other  additional  cases  include  2 reported  by  En- 
gelbreth-Holm6  in  which  the  giant-cell  sarcomas 
developed  from  preexisting  fibroadenomas. 
Wojnerowicz18  reported  a case  of  giant-cell  sarco- 
ma of  the  breast  in  which  there  were  no  tissue  ele- 
ments to  indicate  the  origin  of  the  neoplasm. 

Of  the  26  cases  in  which  the  diagnosis  appeared 
to  be  identical  to  ours  and  in  which  the  informa- 
tion was  available,  the  follow-up  was: 

1.  Seven  were  alive  and  well  for  an  average  of  6.2 
years. 

2.  Ten  developed  at  least  a single  recurrence. 

3.  Five  died  of  their  disease  with  an  average  sur- 
vival period  of  2.7  years. 

4.  Seven  were  either  not  followed  or  the  informa- 
tion was  not  available. 

5.  Four  died,  from  other  causes. 

In  addition  to  the  cases  cited  here,  there  was  a 
group  of  similar  tumors  that  in  addition  to  their 
giant-cell  features  demonstrated  osteoid  differen- 
tiation. 21,24,25 

The  histogenesis  of  this  tumor  is  unclear. 
Giant-cell  tumors  in  other  locations,  such  as  the 
jawbone,  are  often  associated  with  repeated  hem- 
orrhage, and  it  has  been  postulated  that  they  are 
not  neoplastic  but  are,  rather,  a reaction  of  the 
hemorrhage.26  In  this  case,  however,  we  found  no 
iron  deposits  or  other  evidence  of  bleeding  even 
around  a small  hemangioma  present  in  an  adjacent 
area  of  the  breast,  and  there  was  no  history  of 
trauma. 

In  this  tumor,  the  giant  cells  had  a marked  re- 
semblance to  osteoclasts,  and,  in  fact,  the  general 
appearance  closely  resembled  that  of  the  less  well- 
differentiated  form  of  giant-cell  tumor  of  bone. 
The  possibility  that  this  may  represent  an  unusual 
form  of  stromal  metaplasia  must  therefore  be  con- 
sidered. The  stroma  of  the  breast  has  a well-de- 
scribed potential  for  metaplasia,  and  it  has  been 
postulated  that  mammary  sarcomas  arise  by  this 
means  in  the  interstitial  tissue  of  a fibroadeno- 
ma.20,27 

A fibroadenoma  was  not  present  in  this  case,  but 
it  did  coexist  in  the  majority  of  previous  case  stud- 
ies. If  this  should  be  the  explanation  in  this 
tumor,  then  the  epithelial  elements  must  have 
completely  atrophied.  However,  we  feel,  as  others 
do,2'-28  that  to  conclude  that  most  or  all  mammary 
sarcomas  stem  from  malignant  change  in  a pre- 
viously benign  fibroadenoma  is  not  warranted  by 
the  available  evidence. 

We  must  also  consider  the  possibility  that  de- 
spite its  sarcomatous  appearance,  this  tumor  may 
be  of  epithelial  origin.  However,  adjacent  areas  of 
the  breast  show  no  evidence  of  carcinoma  or  of  as- 
sociated in-situ  carcinomatous  changes. 

The  possibility  that  this  tumor  represented  a 
metastatic  lesion  from  an  unrecognized  primary 
malignant  giant-cell  tumor  of  the  bone  w'as  consid- 


ered. However,  the  evidence  and  the  patient’s 
subsequent  course  did  not  support  this  interpreta- 
tion, and  a skeletal  survey  disclosed  normal  find- 
ings at  the  time  of  operation. 

Histologic  sections  of  this  tumor  were  sent  to 
Haagensen  and  Lattes29  who  felt  that  it  was  a fi- 
brous histiocytoma  of  the  giant-cell  type.  They 
commented  that  in  their  experience,  they  have 
never  seen  a giant-cell  fibrous  histiocytoma  in  the 
breast,  although  Dr.  Lattes  has  had  experience 
with  this  type  of  tumor  in  other  situations  where 
they  have  been  highly  malignant.29 

We  do  consider  this  tumor  to  be  within  the  cate- 
gory of  malignant  fibrous  histiocytoma,  with  a 
marked  giant -cell  component  which  has  been  de- 
scribed in  many  sites  but  not  thus  far  in  the 
breast.29  Suggestive  of  a histiocytic  origin  are  the 
rounded,  foamy  stromal  cells  with  their  plump  nu- 
cleus. However,  certain  features  of  this  lesion  are 
not  typical  of  an  histiocytic  tumor. 

Although  giant  cells  are  often  a component  of  an 
histiocytic  tumor,  benign  or  malignant,  they  are 
not  often  of  the  epulis  type  as  is  present  here. 
Also,  in  many  xanthofibrosarcomas  a storiform  ar- 
rangement of  cells  is  usually  seen  but  was  not  pres- 
ent in  our  case. 

Concerning  prognosis,  it  appears  that  patients 
with  giant-cell  sarcoma  of  the  breast  have  a vari- 
able prognosis.  This  diagnosis  is  not  incompatible 
with  a long  survival.  Our  patient  is  alive  and  well 
twenty-six  months  after  surgery.  Similar  results 
are  reported  by  others,  even  in  those  instances 
where  a positive  lymph  node18  or  local  recurrences 
occurred.8,10,16,1 1 

Other  observers  reported  a tendency  for  this 
tumor  not  to  metastasize  even  though  it  recurred 
repeatedly  over  a number  of  years.12,28  However, 
there  wfere  also  reports  in  the  literature  of  similar 
tumors  that  displayed  a more  fulminating  clinical 
course  with  widespread  metastases  and  resulted  in 
death  within  one  year.10,24 

As  with  other  tumors,  a malignant  histologic 
picture  was  not  alw'ays  associated  with  a malignant 
clinical  course.  Such,  we  hope,  will  be  the  case 
with  our  patient. 

In  the  literature,  many  of  the  patients  were 
treated  with  pre-  and  postoperative  radiation  ther- 
apy as  well  as  with  radical  mastectomy.  It  is  our 
feeling  that  in  the  absence  of  clinically  involved 
lymph  nodes  and  distant  metastases,  the  treat- 
ment of  choice  is  probably  total  mastectomy,  in- 
cluding removal  of  the  pectoralis  major  fascia  and 
the  lateral  axillary  lymph  nodes. 


Summary 

A case  of  malignant  giant-cell  sarcoma  of  the 
mammary  gland  in  a fifty-two-year-old  woman  is 
presented.  Multiple  sections  of  the  tumor  re- 
vealed sheets  of  multinucleated  giant  cells,  very 
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similar  to  osteoclasts  located  within  a stroma  of 
spindled  and  rounded  cells.  Despite  the  frequent 
association  between  giant-cell  tumors  and  repeat- 
ed hemorrhage,  and  the  theory  that  these  tumors 
are  a reaction  to  hemorrhage  and  are  not  neoplas- 
tic in  nature,  no  evidence  of  prior  bleeding  was 
noted.  There  was  also  no  evidence  of  a fibroade- 
noma or  carcinoma  occurring  in  adjacent  areas  of 
breast  tissue,  thus  suggesting  the  tumor  was  prob- 
ably not  of  epithelial  origin.  Its  exact  histogenesis 
still  remains  unclear.  Thus  tumor  has  been  re- 
ported as  having  a tendency  not  to  metastasize  but 
to  recur  locally.  The  prognosis  is  variable,  but 
may  be  compatible  with  long  survival. 

New  York  University  Medical  Center 
University  Hospital 
560  First  Avenue 
New  York,  New  York  10016 
(DR.  WALDO) 


References 

1.  Bernier,  L.:  [Epithelioma  with  giant  cell  stroma], 

Union  med.  Canada  93:  540  (1964)  (Fr.). 

2.  Rather,  L.  J.:  Giant  cell  tumors  of  the  thyroid,  Stan- 
ford M.  Bull.  8:  202  (1950). 

3.  Rosai,  J.:  Carcinoma  of  pancreas  simulating  giant  cell 
tumor  of  bone.  Electron-microscopic  evidence  of  its  acinar  cell 
origin,  Cancer  22:  333  (1968). 

4.  Stout,  A.  P.,  and  Lattes,  R.:  Tumors  of  the  Soft 

Tissues,  Washington,  D.C.,  Armed  Forces  Institute  of  Patholo- 
gy, 1967,  p.  47. 

5.  Billroth,  T.:  Handbuch  der  Frauenkrankheiten,  Stutt- 
gart, F.  Enke,  1877,  vol.  3. 

6.  Engelbreth-Holm,  J.:  Giant  cell  tumors  of  the  breast, 
Acta.  path,  et  microbiol.  scandinav.  17:  506  (1940). 

7.  Geist,  S.  H.,  and  Wilensky,  A.  O.:  Sarcoma  of  the 

breast,  Ann.  Surg.  62:  11  (1915). 

8.  Gross,  S.  W.:  Sarcoma  of  the  female  breast;  based 

upon  a study  of  one  hundred  and  fifty-six  cases,  Am.  J.  M.  Sc. 
94:  17  (1887). 

9.  Guerin,  P.:  Sarcome  a cellules  geantes  du  sein  par 

transformation  d’un  fibroadenome  latent,  Bull,  du  Cancer  25: 
326  (1936). 


734  New  York  State  Journal  of  Medicine/ April  1975 


10.  Hartmann,  H.,  Bertrand-Fontaine,  T.,  et  Guerin,  P.: 
Sur  trois  cas  de  sarcomes  a cellules  geantes  du  sein,  ibid.  22: 
378  (1933). 

11.  Jessup,  D.  S.:  A case  of  giant  cell  sarcoma  of  breast, 

Proc.  New  York  Path.  Soc.  19:  117  (1919). 

12.  Kennedy,  T.,  and  Biggart,  J.  D.:  Sarcoma  of  the  breast, 
Brit.  J.  Cancer  21:  635  (1967). 

13.  Manz,  O.:  Ueber  riesenzellensarkome  der  weiblichen 

brustdruse,  Beitr.  z.  klin.  chir.  13:  66  (1895). 

14.  McDivitt,  R.  W.,  Stewart,  F.  W.,  and  Berg,  J.  W.:  Tu- 
mors of  the  Breast,  Washington,  D.C.,  Armed  Forces  Institute 
of  Pathology,  1968,  p.  123. 

15.  Poulsen,  K.:  Die  geschwulste  der  mamma;  bericht  uber 
355  in  dem  kommunehospital  zu  kopenhagen  im  verlaufe  der 
jahre  1870-1888  operirten  falle,  Arch.  f.  klin.  chir.  42:  593 
(1891). 

16.  Snow,  H.:  Myeloids  in  some  rare  specimens  of  malig- 
nant disease  with  their  seeming  rationale,  Tr.  Path.  Soc.  Lon- 
don 46:  184  (1895). 

17.  Starzynski,  S.,  Beskid,  M.,  and  Mossakowska,  B.: 
[Giant  cell  tumor  (osteoclastoma)  developing  from  a phyllode 
tumor  of  the  breast],  Nowotwory  11:  433  (1961)  (Pol.). 

18.  Wojnerowicz,  C.:  A case  of  giant  cell  sarcoma  of  the 

mammary  gland  (osteoclastoma  malignum),  Oncologia  16:  64 
(1963). 

19.  Botham,  R.  J.,  McDonald,  J.  R.,  and  Clagett,  0.  T.: 
Sarcoma  of  the  mammary  gland,  Surg.  Gynec.  & Obst.  107:  55 
(1958). 

20.  Curran,  R.  C.,  and  Dodge,  O.  G.:  Sarcoma  of  the  breast 
with  particular  reference  to  its  origin  from  fibroadenoma,  J. 
Clin.  Path.  15: 1 (1962). 

21.  Fawcett,  F.  J.:  Sarcoma  of  breast,  Brit.  J.  Cancer  21: 
285  (1967). 

22.  Hill,  R.  P.,  and  Stout,  A.  P.:  Sarcoma  of  the  breast, 
A.M.A.  Arch.  Surg.  44:  723  (1942). 

23.  Stilling,  H.:  Ueber  osteoidsarkome  der  weiblichen 

brustdruse,  Deutsche  Ztshcr.  fur  Chir.  15:  247  (1881). 

24.  Fry,  H.  J.:  Osteoclastoma  (myeloid  sarcoma)  of  the 

human  female  breast,  J.  Path.  & Bact.  30:  529  (1927). 

25.  Dyke,  S.  C.:  A bony  tumour  of  the  breast,  Brit.  J.  Surg. 
14:  323  (1926). 

26.  Jaffee,  H.  L.:  Giant-cell  tumor,  in  Tumors  and  Tumo- 
rous Conditions  of  the  Bones  and  Joints,  Philadelphia,  Lea  and 
Febiger,  1958,  p.  18. 

27.  Smith,  B.  H.,  and  Taylor,  H.  B.:  The  occurrence  of 

bone  and  cartilage  in  mammary  tumors,  Am.  J.  Clin.  Path.  51: 
610  (1969). 

28.  Oberman,  H.  A.:  Sarcomas  of  the  breast,  Cancer  18: 

1233  (1965). 

29.  Haagensen,  C.  D.,  and  Lattes,  R.:  Personal  communi- 
cation, July,  1971. 


Diversion  of 
Narcotic  and 
Stimulant  Drugs 

ROBERT  P.  WHALEN,  M.D.a 

Albany,  New  York 

ROBERT  SILVERMAN,  B.S.b 

New  York  City 

From  the  State  of  New  York,  Department  of  Health. 
8 Acting  Commissioner 

6 Assistant  Director,  Bureau  of  Narcotic  Control. 


The  State  of  New  York  Department  of  Health, 

through  its  narcotic  control  bureau,  has  responsi- 
bility in  the  State  for  supervision  and  control  of 
narcotic  and  other  dangerous  drugs  that  have  rec- 
ognized therapeutic  value  and  that  are  being  dis- 
tributed, prescribed,  or  administered  through  le- 
gitimate channels  such  as  hospitals,  clinics,  physi- 
cians, dentists,  and  other  qualified  health  facilities 
and  health  professionals. 

One  major  function  of  the  narcotic  control  bu- 
reau is  to  prevent  the  diversion  of  such  drugs  from 
these  legitimate  channels  to  illicit  distributors  and 
sellers,  and  to  drug  addicts.  The  bureau  has  a 
staff  of  skilled  investigators  for  this  purpose. 

Case  report 

On  September  14,  1972,  a physician  in  private 
practice  in  Manhattan  reported  to  the  assistant  di- 
rector of  the  narcotic  control  bureau  in  its  New 
York  City  office  that  in  December,  1971,  an  office 
she  shared  in  midtown  with  another  physician  had 
been  burglarized  while  both  physicians  were  on  va- 
cation. Among  the  items  stolen  were  checks,  rec- 
ords, bank  books,  and  prescription  pads.  The 
other  physician  subsequently  had  his  savings  and 
checking  accounts  depleted  of  more  than  $5,000  as 
a result  of  someone  cashing  forged  checks  and 
making  fraudulent  withdrawals.  A suspect  was 
arrested  in  the  act  of  trying  to  cash  one  of  his 
checks,  but  jumped  bail  prior  to  trial. 

Having  offered  this  information  as  background, 
the  physician  then  said  that  she  had  that  day  re- 
ceived a telephone  call  from  a pharmaceutical 
manufacturer  in  Baltimore  with  whom  she  had 
dealt  at  times.  A company  officer  told  her  the 


firm  had  just  received  a letter  bearing  her  name 
and  signature  and  a B.N.D.D.  (Bureau  of  Narcoti- 
cand  Dangerous  Drugs)  number,  but  giving  an  ad- 
dress on  West  20th  Street,  New  York  City.  The 
B.N.D.D.  number  was  the  same  as  the  one  issued 
to  her  except  for  one  digit. 

As  subsequent  examination  of  the  letter  showed, 
it  had  been  written  in  a professional  style  by  some- 
one with  knowledge  of  medical  terminology.  It 
expressed  appreciation  to  the  company  for  having 
sent  the  writer  a clinical  sample  supply  of  one  of 
its  products,  and  requested  a larger  supply.  It 
also  asked  for  a supply  of  an  amphetamine  prod- 
uct, and  a supply  of  preprinted  prescription  forms 
written  for  the  amphetamine  preparation. 

The  letter  said  that  the  physician  had  become 
medical  director  of  the  Chelsea  Community  Cen- 
ter at  the  West  20th  Street  address,  whose  func- 
tion it  was  to  provide  complete  medical  care  to  an 
impoverished  neighborhood  at  little  or  no  fee  to 
patients,  and  asked  that  the  drug  he  sent  to  this 
location.  The  writer  added  that  her  patients  were 
having  difficulty  in  getting  her  prescriptions  for 
the  amphetamine  preparation  filled,  since  not 
many  pharmacies  stocked  it.  Therefore,  she  had 
decided  to  dispense  the  drug  herself,  especially 
since  Medicaid  didn’t  pay  for  this  type  of  prescrip- 
tion. 

The  physician  told  the  assistant  director  she 
had  not  written  the  letter  and  had  never  heard  of 
the  Chelsea  Community  Center.  A bureau  inves- 
tigator was  sent  to  the  West  20th  Street  address, 
and  reported  back  that  the  building  at  the  address 
was  a badly  rundown  multiple-residence  dwelling, 
with  no  name  listed  on  the  doorbells  for  the  Chel- 
sea Community  Center  or  the  physician. 

The  bureau  then  telephoned  the  Baltimore  firm 
and  asked  that  the  letter  be  forwarded  to  them. 
The  company  was  advised  to  answer  the  letter  by 
saying  that  the  amphetamine  product  requested 
could  be  purchased  only  by  means  of  official  order 
forms,  but  that  they  had  a similar  controlled  drug 
preparation  which  was  exempt  from  the  require- 
ment for  official  order  forms  because  it  was  being 
discontinued.  The  reason  for  this  advice  to  the 
company  was  to  learn  whether  someone  at  the 
West  20th  Street  address  was  able  to  receive  let- 
ters addressed  to  the  physician.  The  company 
was  also  advised  to  inform  the  correspondent  that 
any  initial  shipment  to  a new  location  would  have 
to  be  sent  cash  on  delivery. 

A few  days  later,  the  pharmaceutical  firm  in- 
formed the  bureau  that  they  had  received  a return 
letter  signed  by  the  physician  thanking  them  for 
their  consideration  and  saying  “how  silly”  she  was 
not  to  have  realized  that  the  amphetamine  prod- 
uct was  a Class  II  controlled  drug.  She  said  the 
order  would  be  placed  properly  as  soon  as  the 
Chelsea  Community  Center’s  stationery  and  other 
forms  had  been  sorted  out  and  their  letterheads 
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and  other  preprinted  forms  had  come  back  from 
the  printers. 

The  writer  said  the  discontinued  amphetamine 
that  could  be  shipped  sounded  like  an  excellent  al- 
ternative, the  only  objections  being  her  preference 
for  a single  dosage  rather  than  twice  a day  or  three 
times  a day  regimen,  and  the  fact  that  the  substi- 
tute product  was  limited  to  the  treatment  of  the 
obese  while  the  other  offered  wider  latitude.  The 
letter  ended  with  a request  for  10  boxes  of  the  am- 
phetamine substitute  product  to  be  sent  cash  on 
delivery. 

The  bureau  asked  the  company  to  forward  this 
letter  also,  and  to  send  the  bureau  the  requested 
shipment  of  drugs  so  that  its  investigators  could 
make  the  delivery.  The  package  arrived  at  the 
bureau  on  October  2,  1972,  and  the  United  Parcel 
Service  was  informed  of  the  situation.  At  bureau 
request,  United  Parcel  Service  uniforms  were  pro- 
vided for  the  investigators  so  that  delivery  could 
be  made  without  arousing  suspicion. 

A label  addressing  the  package  to  the  physician 
was  affixed  over  the  original  label  addressed  to  the 
Bureau,  and  on  October  3,  1972,  investigators  in 
United  Parcel  Service  uniforms  attempted  deliv- 
ery of  the  package.  When  they  told  the  building 
superintendent  they  had  a package  for  the  physi- 
cian; he  referred  them  to  apartment  12A.  They 
knocked  on  the  apartment  door,  which  was  opened 
by  a young  man.  He  said  the  woman  who  had  told 
him  to  take  a package  that  was  coming  had  not  left 
any  money  with  him  to  pay  for  it. 

The  investigators  left,  saying  they  would  return 
the  following  morning  to  redeliver  the  package. 
When  they  did,  they  found  a message  addressed  to 
United  Parcel  Service  fastened  to  the  vestibule 
door.  It  was  written  on  stationery  bearing  a New 
York  University  letterhead,  under  which  had  been 
imprinted  the  name  of  the  physician,  and  the 
words,  “Office  Hours  9 A.M.- — 5 P.M.”  The  mes- 
sage read,  “In  the  event  I am  called  away,  room 
12A  is  being  used  as  a storage-receiving  place  dur- 
ing renovations.  Anyone  may  accept  a parcel. 
They  are  informed  of  charges.  Thank  you.”  It 
was  signed  in  the  name  of  the  physician. 

As  they  neared  apartment  12A,  the  investigators 
met  the  young  man  in  the  hallway.  He  said  “the 
woman”  had  left  the  cash  on  delivery  charges  with 
him.  In  order  to  establish  that  he  knew  of  the 
scheme,  and  was  part  of  it,  the  investigators  asked 
him  if  he  was  an  employee  of  the  physic  ian.  He 
said  he  was  not,  and  the  investigators  said  they 
could  not  turn  the  package  over  to  him,  since  it 
contained  drugs  and  only  an  associate  or  employee 
of  the  physician  could  sign  for  the  package  and  re- 
ceive it.  The  young  man  then  said  he  was  an  em- 
ployee of  the  physician,  paid  the  charges,  signed 
for  the  delivery,  and  was  handed  the  package. 

The  investigators  then  identified  themselves 
and  placed  him  under  arrest,  charging  him  with 


forgery  and  unlawful  possession  of  controlled 
drugs.  He  was  asked  if  the  investigators  could 
enter  his  apartment,  and  he  replied  in  the  affirma- 
tive. A search  of  the  apartment  revealed  the  fol- 
lowing items,  evidently  intended  for  use  in  the  di- 
version of  controlled  drugs: 

1.  A letter  to  a printer  from  another  physician  at  a 
Park  Avenue  address,  ordering  printed  stationary,  en- 
velopes, prescription  pads,  and  note  pads.  The  tele- 
phone number  to  appear  on  this  printed  matter  was 
the  number  of  the  public  telephone  in  the  first  floor 
hallway  of  the  West  20th  Street  building. 

2.  A sample  of  stationery  and  prescription  pads  to 

be  printed  reading:  Chelsea  Medical  Offices,  000 

West  20th  Street,  New  York,  N.Y.  The  stationery 
had  the  same  public  telephone  number  and  listed  the 
physician  as  medical  director.  It  bore  the  slogan 
“Toward  Better  Community  Health”  and  listed  dif- 
ferent specialties,  such  as  Medicine,  Obstetrics,  Gyne- 
cology, and  so  on. 

3.  An  envelope  marked  “All  usable  Rx’s  and  Med- 
ical I. D. Info,  etc.”  This  contained  a large  quantity  of 
forged  prescriptions  calling  for  controlled  drugs  but 
not  yet  filled,  including  forged  prescriptions  on  the 
blanks  of  the  physician,  with  the  same  public  tele- 
phone number.  It  also  contained  draft  cards  and 
drivers’  licenses  made  out  to  various  persons  outside 
New  York  City. 

4.  Names  and  addresses  of  different  out-of-state 
pharmaceutical  companies,  and  lists  of  controlled 
drugs  they  manufacture.  The  young  man  later  ad- 
mitted he  had  written  letters  of  purchase  to  them, 
using  physicians’  stationery. 

5.  Scores  of  prescription  labels  from  pharmacies 
where  forged  prescriptions  had  been  passed,  with 
notations  as  to  when  to  return,  the  name  to  use,  and 
so  on. 

6.  A note  to  a printer,  purportedly  from  another 
physician,  listing  his  B.N.D.D.  number  and  ordering  a 
change  in  telephone  number  on  his  forms  to  the  pub- 
lic telephone  number  in  the  hallway.  The  name  of 
this  physician  appeared  on  many  of  the  labels  cf  the 
forged  prescriptions. 

7.  Names  of  physicians  who  wrote  prescriptions 
for  controlled  drugs,  and  the  fees  they  charged.  Most 
of  these  physicians  had  already  been  investigated  by 
the  bureau. 

8.  Samples  of  how  to  write  prescriptions. 

In  addition  to  this  material,  the  investigators 
also  found  evidence  of  other  possible  crimes  such 
as  stolen  credit  cards,  bank  statements  to  various 
persons,  cancelled  checks,  stationery  to  be  printed 
using  the  false  name  of  a judge  of  the  Manhattan 
Court  of  Special  Sessions,  passes  to  the  Staten 
Island  ferry  issued  in  the  name  of  a physician,  por- 
nographic pictures  and  literature,  and  so  on. 

On  questioning,  the  young  man  admitted  that 
he  had  written  the  letter  to  the  Baltimore  firm 
seeking  to  obtain  drugs,  and  had  also  tried  to  ob- 
tain controlled  drugs  from  other  manufacturers  by 
using  false  letterheads.  He  said  that  he  had  found 
the  prescription  pads  and  the  other  papers  in  gar- 


736  New  York  State  Journal  of  Medicine/  April  1975 


bage  cans,  and  he  had  learned  how  to  use  medical 
terms  bv  reading  textbooks  and  attending  an  inha- 
lation therapy  school. 

He  would  not  say  how  he  had  learned  that  the 
physician  had  been  dealing  with  the  Baltimore 
firm,  nor  would  he  implicate  anyone  else  in  his 
scheme,  not  even  the  building  superintendent, 
whose  apartment  door  was  adjacent  to  the  hall 
telephone  with  the  same  number  indicated  on  the 
fake  stationery,  and  who  had  directed  the  investi- 
gators to  apartment  12A  when  they  had  asked  for 
the  physician. 

The  young  man  said  he  had  not  accepted  the 
first  delivery  of  the  drugs  he  had  ordered  because 
he  had  wanted  to  make  sure  there  was  no  trap.  At 
the  next  delivery  he  had  said  at  first  that  he  did 
not  work  for  the  physician  for  the  same  reason  and 
so  that  he  could  pretend  to  be  an  innocent  party  if 
anything  went  wrong. 

Subsequent  checking  of  the  papers  and  pre- 
scription forms  found  in  the  apartment  disclosed 
that  most  of  them  belonged  to  physicians  and  oth- 
ers whose  offices,  apartments,  or  automobiles  had 
been  burglarized. 

At  his  arraignment  in  Manhattan  Criminal 
Court,  the  man  pleaded  guilty  to  the  misdemeanor 
charge  of  unlawful  possession  of  controlled  drugs 
after  the  district  attorney  and  the  judge  dismissed 
the  felony  charge  of  forgery.  He  was  held  in 
$2,500  bail  prior  to  sentencing.  He  had  a long  rec- 
ord of  arrests  for  various  crimes. 


New  drug  found  effective 
in  controlling  whipworm 

An  effective  new  drug  that  for  the  first  time  can  safely 
control  whipworm — an  intestinal  parasite  found  in  the 
southern  United  States  and  widespread  in  tropical  areas 
of  the  world — is  reported  in  a recent  issue  of  the  Jour- 
nal of  the  American  Medical  Association. 

\\  hipworm,  although  present  in  some  southern  states, 
is  not  a major  health  problem  in  North  America.  But  it 
is  a serious,  debilitating  ailment  causing  diarrhea  or  dys- 
entery and  anemia  in  children  in  tropical  lands. 

The  new  drug,  developed  in  Belgium  and  recently 
tested  in  Louisiana  and  in  the  Bahamas,  is  mebendaz- 
ole, with  the  trade  name  of  Vermox.  Dosage  consists  of 
two  pills  each  day  for  three  days.  It’s  success  rate  is 
very  high,  the  researchers  report. 

Although  of  the  same  general  family  as  hookworm, 
pinworm.  and  other  intestinal  parasites,  whipworm  is 
sufficiently  different  that  it  defied  the  drugs  that  were 
successful  in  controlling  the  other  worms. 


Comment 

Habitual  users  of  narcotics,  and  criminals  en- 
gaged in  illicit  drug  trade,  are  persistent  in  their 
attempts  to  obtain  supplies  of  such  drugs,  and 
often  display  considerable  ingenuity  in  their  ef- 
forts to  divert  drugs  from  legitimate  distribution 
channels. 

Physicians,  dentists,  pharmacists,  and  other 
professionals,  as  well  as  officials  of  hospitals  and 
other  health  facilities,  should  be  diligent  in  main- 
taining close  control  over  their  supplies  of  con- 
trolled drugs.  Physicians  in  particular  should  ex- 
ercise every  precaution  to  protect  the  integrity  of 
their  office  records,  prescription  forms,  and  other 
stationery.  If  a physician’s  office,  home,  or  car  is 
broken  into,  or  if  there  is  other  reason  to  suspect 
theft,  he  should  notify  the  bureau  of  narcotic  con- 
trol of  the  State  of  New  York  Department  of 
Health,  as  well  as  the  local  police  department. 


Summary 

The  theft  of  a physician’s  office  records  and  sta- 
tionery was  followed  by  an  ingenious  scheme  to  di- 
vert controlled  drugs  to  illicit  distribution  chan- 
nels by  an  individual  pretending  to  be  the  physi- 
cian. An  investigation  by  the  bureau  of  narcotic 
control  of  the  State  of  New  York  Department  of 
Health  resulted  in  the  arrest  of  the  individual  in- 
volved. 


Vermox  was  tested  on  107  children  in  the  Bahamas 
and  on  35  individuals  in  Southeastern  Louisiana  in  sep- 
arate studies.  In  both  tests  it  proved  effective. 

The  report  on  the  Bahamas  study  is  by  Martin  S. 
Wolfe,  M.D.,  of  Georgetown  University  Medical  School, 
Washington,  D.C.,  and  Julie  M.  Wershing,  M.D.,  of  Har- 
decker  Clinic  and  Research  Laboratory,  Nassau. 

The  Louisiana  study  is  by  a group  from  the  Depart- 
ment of  Tropical  Medicine  of  Tulane  Medical  Center, 
New  Orleans — Max  J.  Miller,  M.D.,  Iris  M.  Krupp, 
M.D.,  Maurice  D.  Little,  Ph.D.,  and  Carlos  Santos,  M.D. 

In  an  accompanying  editorial,  JAMA  Senior  Editor 
John  D.  Archer,  M.D.,  declares:  “A  notable  advance  in 
the  treatment  of  whipworm  infestations  appears  immi- 
nent.” 

Whipworm  has  been  especially  difficult  to  manage, 
Dr.  Archer  points  out.  The  sole  drug  that  heretofore 
killed  these  worms  proved  too  toxic  and  was  discontin- 
ued. 

“The  eventual  role  that  this  new  drug  assumes  in  the 
management  of  intestinal  parasitic  infestations  will  be 
observed  with  interest,” 


April  1975/  New  York  State  Journal  of  Medicine  737 


Cytomegalovirus 
Infection  with  Acute 
Myelocytic  Leukemia 

Antiviral  (interferon  and  antibody)  re- 
sponses 

JUDITH  A.  O’MALLEY,  Ph.D. 

NAZAR  AL-BUSSAM,  M.D.,  D.T.M.&H. 

KARL  BEUTNER 
H.  JAMES  WALLACE,  M.D. 

SALMAN  GAILANI,  M.B. 

EDWARD  S.  HENDERSON,  M.D. 

WILLIAM  A.  CARTER,  M.D.,  F.A.C.P. 

Buffalo,  New  York 

From  the  Departments  of  Medical  Viral  Oncology  (Dr.  O’Malley 
and  Dr.  Carter),  Medicine  A (Dr.  Al-Bussam,  Dr.  Wallace,  Dr. 
Gailani,  and  Dr.  Henderson),  Roswell  Park  Memorial  Institute,  and 
Microbiology  (Mr.  Beutner),  State  University  of  New  York  at 
Buffalo 


Patients  with  neoplastic  disorders  are  unusual- 
ly susceptible  to  dissemination  of  viral  infections. 1- 
3 The  predilection  for  virus  invasion,  or  activa- 
tion, is  generally  attributed  to  altered  cellular- 
immune  mechanisms  brought  about  by  the  under- 
lying disease  state;  application  of  cancer  chemo- 
therapy and  radiation  may  then  further  facilitate 
the  ease  of  virus  spread.  Cancer  patients  are  par- 
ticularly susceptible  to  infection  with  CMV  (cyto- 
megalovirus) a deoxyribonucleic  acid  (DNA)  virus 
of  the  herpesvirus  group.  For  example,  as  more 
effective  therapeutic  methods  produced  extended 
remissions  in  the  childhood  leukemias,  CMV  in- 
fection became  a primary  cause  of  death.4-6  In 
addition,  subclinical  CMV  infections  are  common 
in  various  phases  of  childhood  leukemia.78  In- 
deed, disseminated  CMV  infections  occurred  in 
leukemic  children  in  remission  at  a rate  not  signif- 
icantly different  from  those  in  relapse.9 

In  contrast,  information  on  CMV  infection  in 
the  adult  with  AML  (acute  myelocytic  leukemia) 

This  work  was  supported  by  grants  from  the  National  Insti- 
tute of  Health,  AI  11272,  to  W.A.C.;  a Center  Grant  in  Viral 
Chemotherapy  from  the  National  Cancer  Institute,  CA  14801  to 
W.A.C.;  and  a National  Cancer  Institute  Grant,  CA  5884,  to  the 
Department  of  Medicine  A. 


is  derived  mainly  from  necropsy  study,  in  part  be- 
cause extended  remission  in  the  adult  has  been 
less  frequent.10-12  The  development  of  new  an- 
tiviral agents  effective  in  model  systems  makes 
more  careful  monitoring  for  intercurrent  viral  in- 
fections an  increasing  necessity.13-15  The  present 
report  describes  the  course  of  CMV  infection  in  a 
patient  with  AML  who  had  been  in  continuous  re- 
mission for  thirty-four  months  at  the  clinical  onset 
of  virologic  illness. 

Case  report 

A fifty-two-year-old  white  male  was  in  good 
health  until  April,  1970,  when  he  developed  what 
appeared  to  be  angioneurotic  edema,  gastrointesti- 
nal cramping,  and  mild  fever  associated  with  pro- 
teinuria and  microscopic  hematuria.  This  was  fol- 
lowed by  a febrile  illness,  temperature  39.5°C.  with 
pleuritic  chest  pain  at  the  end  of  May,  1970.  Ane- 
mia was  noted  and  evaluated  in  a local  hospital,  at 
which  time  a bone-marrow  aspiration  was  diag- 
nostic of  acute  myelocytic  leukemia.  The  patient 
was  treated  with  blood  transfusions,  6-mercapto- 
purine  (6-MP)  and  cytosine  arabinoside  (ara-C) 
without  improvement.  In  July  1970,  the  patient 
was  referred  to  our  institute  for  further  evaluation 
and  intensive  treatment.  Bone-marrow  examina- 
tion showed  a hypocellular  marrow  with  21  per 
cent  blasts  and  24  per  cent  promyelocytes  with 
Auer  rods.  His  hemoglobin  was  6.5  Gm.  per  100 
ml.,  platelet  count  was  127,500  per  cubic  millime- 
ter, and  white  blood  cell  count  was  7,100  per  cubic 
millimeter.  The  patient  was  induced  into  com- 
plete remission  in  July  1970  following  treatment 
with  a combination  of  cytosine  arabinoside  and  6- 
thioguanine.  He  was  then  maintained  on  a regi- 
men consisting  of  40  mg.  of  thioguanine  per  day 
orally  and  cytosine  arabinoside  30  mg.  once  a week 
subcutaneously.  This  maintenance  treatment  was 
periodically  omitted  when  leukopenia  of  less  than 
2,500  per  cubic  millimeter  and  thrombocytopenia 
of  less  than  100,000  per  cubic  millimeter  devel- 
oped. 

In  April,  1973,  he  had  an  abrupt  onset  of  fever, 
chills,  and  malaise.  Outpatient  evaluation  re- 
vealed no  evidence  of  active  leukemia  or  specific 
infection.  He  was  readmitted  to  the  institute  on 
May  6,  1973,  for  a more  intensive  search  of  the 
cause  of  his  fever. 

Admission  physical  examination  revealed  a mid- 
dle-aged man,  who  was  not  in  acute  distress,  with  a 
temperature  of  38.3°C.,  pulse  rate  of  126  per  min- 
ute, blood  pressure  of  137/74  mm.  Hg,  and  resp>ra-» 
tory  rate  of  24  per  minute.  There  were  no  skin  le- 
sions or  lymph-node  enlargement.  Dental  caries 
and  five  chronic  apical  abscesses  were  found  on  x- 
ray  films.  The  chest  was  clear,  and  heart  auscul- 1 
tation  revealed  a Grade  II  systolic  murmur  over 
the  precordial  area.  The  liver  was  palpable  to  4 
cm.  below  the  right  costal  margin,  firm,  and  slight- 
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FIGURE  1.  Hematologic  values  during  course  of  cytome- 
galovirus infection. 

ly  tender.  The  remainder  of  the  physical  exami- 
nation findings  were  normal. 

Blood  counts  showed  thrombocytopenia  of 
65,000  and  a leukocyte  count  of  6,200  per  cubic 
millimeter  with  79  per  cent  granulocytes,  10  per 
cent  lymphocytes,  and  11  per  cent  monocytes;  he- 
moglobin was  9.4  Gm.  per  100  ml.,  and  reticulocyte 
count  was  3.2  per  cent  (Fig.  1).  Bone-marrow  as- 
piration revealed  adequate  cellularity  with  normal 
megakaryocytes,  3.6  per  cent  myeloblasts,  9 per 
cent  promyelocytes,  5 per  cent  monocytes,  0.6  per 
cent  plasma  cells,  and  20.6  per  cent  lymphocytes. 
The  myelocyte  to  erythrocyte  ratio  was  3.1:1. 
Bone-marrow  cytogenetics  were  normal.  Bone- 
marrow  biopsy  two  days  later  revealed  slight  hy- 
percellularity  with  otherwise  normal  architecture. 
All  normal  marrow  elements  were  present  with  a 
19  per  cent  erythroid  series. 

Serum  electrolytes  and  blood  urea  nitrogen  were 
normal.  Serum  protein  electrophoresis  showed  a 
total  protein  of  7.1  Gm.  per  100  ml.  with  an  albu- 
min-globulin ratio  of  2.9:4.19  and  a broad  gamma 
peak.  Liver  function  tests  performed  at  this  time 
showed  gross  derangements  with  elevations  in  al- 
kaline phosphatase,  bilirubin,  lactic  dehydroge- 
nase, and  serum  glutamic  oxaloacetic  transami- 
nase (Fig.  2).  Urinalysis  results  were  normal. 
Lumbar  puncture  performed  on  the  second  day  re- 


SPLENECTOMY 


FIGURE  2.  Liver  function  test  values  and  antiviral  re- 
sponses during  course  of  cytomegalovirus  infection. 

vealed  crystal-clear  fluid  with  normal  pressure  and 
chemistries.  Serial  electrocardiogram  findings  re- 
mained normal. 

Admission  chest  x-ray  films  revealed  slightly  in- 
ceased  vascular  and  parenchymal  patterns,  com- 
patible with  an  interstitial  pneumonic  process. 
Subsequent  chest  x-ray  findings  over  the  next 
fourteen  days  revealed  a return  to  normal.  On  the 
fifth  day  of  hospitalization,  liver  and  spleen  scans 
using  technetium-99  sulfur  colloid  demonstrated 
splenomegaly  and  multiple  areas  of  diminished 
uptake  involving  about  40  per  cent  of  the  liver 
(Fig.  3). 

Findings.  Repeated  cultures  of  sputum,  throat 
swabs,  urine,  blood,  bone  marrow,  and  cerebrospi- 
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FIGURE  3.  Liver  scan  showing  multiple  space-occupying 
lesions. 

nal  fluid  failed  to  grow  any  pathogenic  aerobic  or 
anaerobic  bacteria.  Repeated  cultures  for  acid- 
fast  bacilli  and  fungi  were  negative.  Fungal  and 
tuberculin  skin  test  results  were  negative  at  all 
strengths  tested.  Agglutination  tests  for  Brucella 
and  tularemia  gave  negative  results.  Serologic 
tests  for  the  rickettsial  group  showed  a titer  for  ty- 
phus of  1:16  and  Rocky  Mountain  spotted  fever  of 
1:16.  These  results  were  not  compatible  with  re- 
cent infection. 

The  typhoid  (H)  slide-test  titer  was  1:40  and  ty- 
phoid (O)  slide-test  titer  was  1:20,  both  within 
normal  limits.  Enterovirus-virus  isolate  findings 
were  negative  as  were  the  complement  fixation 
test  results  for  Australian  antigen,  heterophil,  and 
adenovirus.  Toxoplasmosis  titer  results  were  neg- 
ative, and  no  antinuclear  antibodies  were  present. 

Cytomegalovirus  immunofluorescent  antibody 
titers  were  determined  by  a modification  of  Han- 
shaw’s  method.16  A serum  sample  from  his  earlier 
admission,  July,  1970,  revealed  a gamma  G titer  of 
1:16  and  gamma  M of  less  than  1:8  while  levels  of 
more  than  1:128  and  1:32,  respectively,  were  re- 
corded shortly  after  admission  (Fig.  2),  indicative 
of  the  recent  onset  of  CMV  infection.  Comple- 
ment-fixing CMV  antibody17  was  also  elevated  to 
the  1:8  level  at  admission,  rose  to  1:16  by  May  23, 
and  to  1:32  on  August  8,  1973.  The  patient’s  lym- 
phocytes (May  23,  June  22,  and  August  8,  1973) 
were  exposed  to  known  CMV  antigen  to  determine 
if  blastic  transformation  would  occur  as  measured 
by  thymidine  !H  uptake,  thereby  indicating  cellu- 
lar immunity  against  virion  antigens.  Transfor- 
mation did  not  occur;  simultaneously,  phytohem- 
agglutinin (PH A)  control  findings  were  positive  on 
aliquots  of  the  same  cells.  Fresh  urine  and  fresh 


FIGURE  4.  Liver  biopsy  showing  areas  of  postnecrotic 
hyperplasia  with  glycogen-filled  cords  and  many  mitotic 
figures. 


whole  blood  were  processed  for  virus  isolation  (in 
tissue  culture  of  human  fetal  tonsils)  between  May 
23  and  August  818,19;  no  virus  was  recovered. 

Course  in  hospital.  The  patient  had  a febrile 
course  over  some  three  weeks  followed  by  gradual 
defervescence  (Fig.  2).  Interferon  levels20  were  el- 
evated and  slowly  declined,  indicating  a recurrent 
or  continuous  triggering  of  the  antiviral  response 
system  (Fig.  2).  During  this  time  immunofluores- 
cent antibodies,  both  gamma  M and  gamma  G, 
against  CMV  also  remained  quite  high  at  levels  of 
1:16  or  greater.  Also  during  this  time,  he  had  per- 
sistent thrombocytopenia,  leukopenia,  and  ane- 
mia. However,  reticulocytes,  iron  studies,  vitamin 
B12,  and  folate  levels  were  normal.  Red-cell  kinet- 
ic studies,  using  chromium-51-labelled  autologous 
red  cells,  showed  a total  red-cell  mass  of  1,280  ml., 
within  the  normal  range,  with  a half-life  of  twenty- 
two  days.  There  was  no  evidence  of  red-cell  se- 
questration in  the  spleen,  suggesting  therefore 
that  his  anemia  could  have  been  due  to  persistent 
viral  infection. 

On  June  20,  1973,  a laparotomy  was  performed, 
and  a grossly  enlarged  spleen,  500  Gm.,  was  re- 
moved. The  liver  was  small,  hard,  and  diffusely 
nodular.  Multiple  biopsies  were  taken  which 
showed  areas  of  postnecrotic  hyperplasia  with  gly- 
cogen-filled cords  and  many  mitotic  figures  (Fig. 
4);  no  nuclear  or  cytoplasmic  inclusion  bodies  were 
noted.  The  lesions  were  interpreted  as  compensa- 
tory hyperplastic  nodules  compatible  with  resolu- 
tion of  drug  or  viral-induced  hepatitis  and  necro- 
sis. Histologic  examination  of  the  spleen  showed 
severe  congestion  and  diffuse  fibrosis  compatible 
with  portal  hypertension.  No  leukemic  foci  were 
observed. 

Ancillary  fluorescent  studies  on  the  liver  and 
splenic  tissue  failed  to  reveal  the  presence  of  CMV 
antigen16;  similarly,  no  virus  was  recovered. 
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Following  surgery,  the  patient  had  a prompt  rise 
in  all  hematologic  indices;  in  particular,  his  chron- 
ic thrombocytopenia  was  totally  relieved,  and  his 
postoperative  course  was  uneventful.  He  was  dis- 
charged on  July  9,  with  a platelet  count  of  302,500 
and  a white  cell  count  of  5,450;  his  liver  functions 
continued  to  be  improved. 

In  view  of  several  possible  risks  involved  with 
maintenance  of  antileukemia  therapy,  he  was  dis- 
charged on  no  medication.  He  has  remained  in 
good  health  with  no  evidence  of  recurrence  of  the 
CMV  infection  or  the  leukemic  disorder. 

Comment 

Temporal  relationships  between  the  patient’s 
fever,  serum  interferon,  and  CMV  antibody  levels 
implicate  cytomegalovirus  as  the  cause  of  his  fe- 
brile illness.  Failure  to  isolate  infectious  virus  is 
common  in  patients  with  a clinical  presentation  of 
CMV  and  rising  antibody  levels.21  Presumably, 
this  is  due  to  formation  of  antibody-virion  com- 
plexes or  to  localization  of  viral  replication  to  an 
isolated  tissue  site.  In  patients  with  a CMV-in- 
duced  mononucleosis-like  syndrome,  successful 
viral  isolation  may  not  occur  until  very  late  in  the 
disease;  our  patient  was  not  readily  available  for 
virus  isolation  studies  after  his  discharge  from  the 
hospital.  Although  certain  features  in  common 
with  “CMV  mononucleosis”  were  present — fever, 
thrombocytopenia,  abnormal  liver  function  test  re- 
sults, and  no  heterophil  in  the  absence  of  overt 
lymphadenopathy — the  absence  of  lymphocytosis 
mitigates  against  this  diagnosis.22 

The  presence  of  elevated  serum  interferon  levels 
reflects  cellular  production  of  an  extracellular  an- 
tiviral glycoprotein,13  and  is,  therefore,  presump- 
tive proof  of  active  viral  infection.  Other  less-ac- 
tive triggers  of  the  interferon  system,  as  bacter- 
emia, were  excluded  in  this  patient.  It  should  be 
noted  that  the  patient  had  not  received  blood 
transfusions  prior  to  his  surgery,  thereby  exclud- 
ing the  possibility  of  transfusion-acquired  CMV 
infection. 

Hepatic  dysfunction  is  commonly  associated 
with  CMV  infection,23  but,  based  on  the  absence 
of  specific  CMV  antigen  expression  within  hepatic 
tissue,  other  possible  etiologies  for  the  smoldering 
hepatitis  and  hepatic  necrosis  must  be  considered. 
Hepatotoxicity  from  cytosine  arabinoside  has  been 
noted  previously  in  patients  who  had  been  treated 
with  the  drug.24  Thus,  it  seems  plausible  that  the 
intercurrent  cytosine  arabinoside  therapy  may 
have  contributed  not  only  to  the  already  damp- 
ened immune  mechanisms  of  this  patient,  but  also 
to  the  hepatic  dysfunction.  In  such  susceptible 
individuals,  it  is  not  yet  resolved  whether  CMV  in- 
fection reflects  a direct  primary  infection  or  acti- 
vation of  latent  virus.  Clearly,  any  decision  to 
readminister  cytosine  arabinoside  in  such  a pa- 
tient as  the  current  one  must  be  heavily  tempered 


by  the  prospect  of  further  triggering  of  CMV  repli- 
cation or  reactivation  of  hepatic  dysfunction. 

Longer  periods  of  remission  in  an  adult  with 
acute  myelocytic  leukemia,  with  proportional  in- 
creases in  the  duration  of  maintenance  therapy, 
can  be  expected  with  current  and  more  successful 
chemotherapy.  Clearly,  the  risk  of  opportunistic 
infections,  particularly  viral,  will  also  be  greater. 
If  we  can  extrapolate  from  experience  with  child- 
hood leukemia,  CMV  infection  may  become  a 
prominent  tariff  in  the  adult  as  a larger  number  of 
remissions  are  achieved.  If  the  oncologist  is  atten- 
tive to  the  clinical  findings  associated  with  an  in- 
tercurrent CMV  infection,  his  awareness  will 
prompt  appropriate  virologic  surveillance  by  his 
microbiologic  colleague.  With  the  advent  of  new 
antiviral  drugs,  particularly  nucleoside  analogues, 
such  as  adenosine-arabinoside,  and  inducers  of  the 
interferon  response,13  specific  antiviral  therapy  is 
becoming  available  for  those  patients  in  whom 
supportive  measures  alone  are  clearly  insufficient 
to  halt  the  advance  of  the  viral  disease. 
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Medicine  in  the  ghetto: 
what’s  it  like  today? 

Quite  a lot  has  been  written  about  the  ghetto  in  recent 
years,  but  some  suggest  that  medicine  in  the  ghetto  is 
not  quite  as  different  as  common  conceptions  would 
have  us  believe. 

That  is  the  basis  for  one  part  of  a two-story  examina- 
tion of  ghetto  medicine  featured  in  the  September,  1974, 
issue  of  PRISM  magazine,  the  socioeconomic  publica- 
tion of  the  American  Medical  Association. 

The  other  part  of  the  PRISM  report  deals  with  deliv- 
ering health  care  in  a ghetto  area.  In  a project  centered 
in  a Chicago  neighborhood,  a program  has  not  only  been 
able  to  reach  more  persons,  but  has  also  been  instru- 
mental in  keeping  a hospital  from  closing. 

In  a penetrating  look  at  Baltimore’s  predominantly- 
black  Park  Heights  area,  writer  Robert  M.  Hendrickson 
visited  a community  health  center  housed  in  the  base- 
ment of  a church.  Both  a well  baby  clinic  and  a “regu- 
lar” child  care  program  make  up  the  patient  load  at  the 
facility. 

Hendrickson,  and  some  of  the  physicians  at  work  in 
the  clinic,  admit  they  believed  health  care  among  blacks 
would  be  different  than  among  whites.  But  one  physi- 
cian who  works  with  the  clinic,  Albert  Chang,  M.D.,  says 
that  he  believes  the  patient  spectrum  at  the  facility  is 
“fairly  comparable  to  a private  pediatric  practice.” 

Dr.  Chang  admits  he  had  his  preconceptions  when  he 
first  began  working  with  blacks.  “I  expected  the  chil- 
dren to  be  more  neglected,  more  undernourished  more 
deprived.  I expected  a greater  occurrence  of  illness. 
Instead,  I saw  children  who  are  quite  well  nourished.  In 
fact,  a significant  portion  are  overnourished,  due  to  a 
diet  high  in  fats  and  carbohydrates.” 

Dr.  Chang’s  observations  are  not  his  alone.  Robert  E. 
Farber,  M.D.,  Baltimore  city  health  commissioner,  tells 
Hendrickson  pointedly  that  “I  don’t  think  there’s  any- 
thing unusual  about  treating  blacks.” 

Those  thoughts  are  echoed  by  Pearl  Caplan,  a white 
nurse  who  has  had  extensive  training  and  experience  in 
various  sections  of  Baltimore.  Can  she  see  much  differ- 
ence between  treating  blacks  and  whites?  “I  really 
can’t  think  of  any,”  she  says. 

Many  things  which  we  have  abscribed  to  “differ- 
ences,” Hendrickson  points  out,  are  similarly  experi- 
enced in  any  ethnic  group.  Dr.  Farber  explains  that  he 
does  not  believe  “differences”  are  “unique  to  a black 
population.” 

“If  you  went  down  to  Little  Italy  here,  or  the  Greek 
community,  or  the  middle-Kuropean  area,  you’d  find 
the  same  thing.” 

The  PRISM  report  from  Chicago,  written  by  author 
Elliot  McCleary,  tells  about  a similar  experience  of  ghet- 
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to  medicine.  But  the  Chicago  report  deals  with  a new 
program  in  which  a hospital  is  working  to  reach  out  to 
help  more  patients. 

The  patients  in  this  case  are  mostly  Chicanos.  But  , 
they  still  live  in  an  area  which  would  easily  be  classified 
as  a ghetto,  and  the  program  is  being  expanded  to  blacks 
in  nearby  areas  as  well. 

The  program  was  developed  by  St.  Francis  Xavier  Ca- 
brini  Hospital  and  it  has  a two-fold  purpose.  One  is  to 
reach  out  to  serve  ghetto  residents.  The  other  is  to  help 
the  hospital  stay  open  in  an  area  which  it  has  served  for 
years — an  area  which  was  predominantly  Italian  before 
population  began  to  shift. 

As  more  Chicanos  and  blacks  moved  into  the  neigh- 
borhood, increasing  numbers  of  Italians  moved  out. 
And  the  usage  of  Cabrini  hospital  became  less  and  less. 
At  one  point,  when  there  were  so  few  hospital  beds  in 
use  that  the  facility  was  concerned  about  closing,  offi-  I 
cials  decided  something  must  be  done. 

The  solution  was  to  recruit  two  physicians,  equip  a 
full  office  for  them,  guarantee  them  a minimum  salary, 
and  open  up  a health  clinic  for  the  area’s  residents. 
The  catch;  all  patients  who  required  hospitalization 
would  be  sent  to  Cabrini  if  the  facility  could  meet  their 
needs. 

Cabrini  hospital  executive  vice  president  W.  Curt 
Martini  Jr.,  describes  the  plan  as  a triangular  arrange- 
ment with  benefits,  as  PRISM  explains,  “to  all  three 
sides — for  patients,  personalized  care  by  first-class  fam- 
ily doctors,  backed  by  visiting  specialists,  and  the  com- 
prehensive resources  of  Cabrini  and  two  sister  hospitals; 
for  the  physicians  involved,  guaranteed  income  from 
day  one  instead  of  a large  investment  and  the  usual  six- 
to  nine-month  lag  in  payments  from  Medicaid,  which 
funds  60  per  cent  of  their  patients;  for  Cabrini  hospital, 
new  patients  to  fill  empty  beds  and  reduce  its  annual 
deficit.” 

The  program  is  working  so  well  that  the  hospital  is 
now  in  the  process  of  establishing  similar  neighborhood 
clinics.  And  it  reports  its  biggest  problem  is  not  in  at-  I 
tracting  physicians  to  serve,  but  in  finding  suitable  facil-  l 
ities  for  their  offices. 

There  are  some  problems,  PRISM  reports.  The  first 1 
clinic  is  still  sailing  in  the  troubled  waters  of  racial  prob-  ; 
lems,  sensitive  minorities,  communication  difficulties, 
and  pleas  for  more  Spanish-speaking  staff. 

Of  course,  PRISM  observes:  “The  Cabrini  satellite 
clinic  plan  is  not  a panacea  for  all  the  medical  problems  p. 
of  the  inner  city.  But  the  plan  is  an  important  step  for- 1 
ward — a key  step  in  any  effort  to  alleviate  the  seemingly  i 
insoluble  problems  of  inner-city  life.  For,  without  good 
medical  care,  the  people  of  the  inner  cities  may  never 
break  the  bonds  that  hold  them  in  poverty.” 
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BRIEF  SUMMARY 
INDICATIONS:  All  types  of  insomnia  including  elderly  and  chroni- 
cally ill  patients  who  have  difficulty  in  falling  asleep  or  frequent 
awakenings.  Preoperatively  and  in  the  first  stages  of  labor,  it 
induces  sleep  without  depressing  respiration. 
CONTRAINDICATION:  Known  hypersensitivity  to  glutethimide 
WARNINGS:  Caution  patients  (1)  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants;  (2)  operating  machinery, 
driving  motor  vehicles  or  engaging  in  activities  requiring  complete 
alertness  shortly  after  ingesting  drug.  Dosage  of  coumarin  anti- 
coagulants may  require  adjustments  during  and  on  cessation  of 
giutethimide 

Physical  and  Psychological  Dependence:  Physical  and  psycho- 
logical dependence  have  occurred  Prescribe  cautiously  for 
patients  known  to  take  excessive  quantities  of  drugs.  Limit 
repeated  prescriptions  without  adequate  medical  supervision. 
Withdrawal  symptoms  include  nausea,  abdominal  discomfort, 
tremors,  convulsions,  and  delirium.  Newborn  infants  of  mothers 
dependent  on  glutethimide  may  also  exhibit  withdrawal  symptoms 
In  the  presence  of  dependence,  dosage  should  be  reduced 
gradually. 

Pregnancy:  Use  of  any  drug  in  pregnancy  or  lactation  requires 
weighing  potential  benefits  against  hazards. 

PRECAUTIONS:  Total  daily  dosage  above  1 Gm.  is  not  recom- 
mended for  continued  administration.  In  presence  of  pain,  which 
may  counteract  the  effect  of  glutethimide.  an  analgesic  should  also 
be  prescribed 

ADVERSE  REACTIONS:  Withdraw  glutethimide  if  a generalized 
skin  rash  occurs.  Rash  usually  clears  spontaneously  within  a few 
days  after  withdrawal.  Occasionally,  a purpuric  or  urticarial  rash 
may  occur;  exfoliative  dermatitis  has  been  reported  rarely.  With 
recommended  doses,  there  have  been  rare  reports  of  nausea, 
hangover,  paradoxical  excitation,  and  blurring  of  vision.  Rarely, 
acute  hypersensitivity  reactions,  porphyria,  and  blood  dyscrasias 
(thrombocytopenic  purpura,  aplastic  anemia,  leukopenia)  have 
been  reported 

DOSAGE:  To  avoid  overdosage,  individualize  dosage.  Not  recom- 
mended for  children  under  12. 

To  induce  sleep: 

In  insomnia  0 25  to  0.5  Gm.  at  bedtime.  Repeat  dose  if  necessary, 
but  not  less  than  4 hours  before  arising. 

Preoperatively:  0.5  Gm  the  night  before  surgery;  0.5  to  1 Gm.  1 
hour  before  anesthesia. 

First  stage  of  labor  0.5  Gm.  at  onset  of  labor.  Repeat  if  necessary. 
SUPPLIED:  Tablets,  0.5  Gm  (white,  scored);  bottles  of  100,  500, 
1000  and  Strip  Dispensers  of  100.  Tablets.  0.25  Gm.  (white, 
scored) ; bottles  of  100  and  1000.  Tablets,  0.125  Gm.  (white); 
^bottles  of  100.  Capsules.  0.5  Gm.  (blue  and  white);  bottles  of  100. 


over  35,000,000 
prescriptions 


Usually  acts  within  30  minutes 
to  provide  4 to  8 hours  of  calm, 
relaxed  sleep. 

Well  tolerated.  "Morning  hang- 
over” and  preexcitation  rarely 
occur. 

Suitable  for  elderly  or 
chronically  ill  patients  with 
insomnia  - at  home  or  in  the 
hospital. 

© Prescriptions  for  products  in  this  class  may  be  issued  in 
writing  or  by  telephone,  and.  if  so  authorized,  refilled  up  »o 
5 times  in  6 months  (unless  lestricted  by  state  law). 
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New  HMO  Law 

PL  93-222 


GORDON  R.  MEYERHOFF,  M.D. 
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The  invitation  to  write  this  evaluation  of  the  new 
HMO  law  was  extended  with  the  caution  to  . . 
make  very  certain  that  every  statement  is  a correct 
one  with  no  misinterpretations  possible.”  It’s  im- 
possible. When  it  comes  to  politico-medical  mat- 
ters, one  must  see  things  through  one’s  political 
philosophy.  The  most  any  reader  can  hope  for  is 
that  the  reporter  will  not  hide  his  orientation 
under  the  self-deluding  guise  of  being  objective; 
but  that  he  will  openly  state  his  slant,  his  preju- 
dice, or  his  philosophy;  show  you  what  specific 
things  he  sees  in  the  law  using  the  glasses  of  his 
philosophy;  and  thereby  give  the  reader  an  oppor- 
tunity to  correct  for  any  distortion  should  the 
reader  be  wearing  a set  of  glasses  of  a different 
philosophy. 

The  law  is  hereby  being  evaluated  through  free- 
dom’s eyes,  freedom  for  the  patient  and  for  the 
physician. 

Evaluation  of  law 

Local  control  by  both  patient  and  physician  of 
how  health  care  will  be  organized  is  abandoned  in 
favor  of  Federal  determination  of  the  format. 

. . . any  entity  which  cannot  do  business  as  an  HMO 
in  a State  . . . because  that  State  . . . requires  ...  in- 
surers of  health  care  services  . . . or  . . . requires  that 
. . . physicians  . . . or  . . . requires  that  a medical  soci- 
ety . . . such  requirements  shall  not  apply  to  that  en- 
tity so  as  to  prevent  it  from  operating  as  an  HMO  . . . 

. (Sec.  1311) 

Determination  of  the  need  for  a health  delivery 
institution  is  taken  out  of  professional  hands  and 
placed  in  nonprofessional  hands. 

The  Secretary  (of  HEW  (Health,  Education,  and 
Welfare))  may  not  approve  . . . unless  . . . (there  is)  . . . 


satisfactory  . . . evaluation  of  the  support  for  and  ac- 
ceptance of  such  organization  by  the  population  to  be 
served  ....  (Sec.  1306, b, 3, L) 

Policy  determination  of  an  HMO  (Health  Main- 
tenance Organization)  may  be  vested  in  predomi- 
nantly lay  hands. 

...  be  organized  ...  at  least  one  third  of  the  mem- 
bership of  the  policymaking  body  ...  be  members  of 
the  organization  . . . (leaving  provision  for  two  thirds 
to  be  outside  lay  individuals).  (Sec.  1301, c, 6) 

Obedience  to  areawide  planning  agencies  is 
made  compulsory. 

. . . assurances  satisfactory  to  the  Secretary  (of 
HEW)  that  . . . the  applicant  will  cooperate  with  the 
. . . areawide  planning  agency  ...  . (Sec.  1304,c,l,a,A) 

The  Secretary  of  HEW,  no  longer  the  profes- 
sions, shall  determine  who  a health  professional  is. 

. . . “health  professional”  means  . . . and  such  other 
individuals  engaged  in  the  delivery  of  health  services 
as  the  Secretary  may  by  regulation  designate.  (Sec. 
1301, b, 3, B) 

Review  of  physicians  may  be  done  by  nonmedi- 
cal personnel. 

. . . provides  review  by  physicians  and  other  health 
professionals  ...  . (Sec.  1301, c, 8, B) 

The  medical  review  system  will  not  be  deter- 
mined by  the  medical  profession  but  by  the  Secre- 
tary of  HEW. 

. . . have  organization  arrangements,  for  an  ongoing 
quality  assurance  program,  established  in  accordance 
. . . with  the  Secretary.  (Sec.  1301, c, 8) 

By  making  itself  the  arbiter  of  what  is  included 
in  “basic”  and  “supplementary”  coverage,  the 
Federal  government  dictates  to  the  patient  for 
what  he  may  use  his  health  care  dollar.  (Sec. 
1302) 

The  Federal  government  is  made  the  determiner 
of  what  constitutes  appropriate  continuing  medi- 
cal education  down  to  the  specifics. 

. . . provide  for  instruction  of  . . . health  profession- 
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als  in  the  use  of  prescription  and  non-prescription 
drugs.  (Sec.  1302,1) 

A special  drug-use  dossier  will  be  kept  on  all  pa- 
tients. 

...  is  authorized  to  maintain,  review,  and  evaluate 
(in  accordance  with  regulations  of  the  Secretary)  a 
drug  use  profile  of  its  members  ....  (Sec.  1302,1) 

The  Secretary  of  HEW  will  determine  how  the 
personnel  of  the  organization  will  be  used. 

. . . shall  utilize  such  additional  professional  person- 
nel . . . fas  specified  in  regulations  of  the  Secretary) 
....  (Sec.  1302, 5, B) 

Patient  confidentiality  is  dismissed. 

The  Secretary  . . . shall  have  access  ...  to  any  . . . 
records  ....  (Sec.  1307a, 2) 

Part  of  the  rate  will  be  fixed  by  the  Secretary. 

Such  additional  nominal  payments  will  be  fixed  in 
accordance  with  the  regulations  of  the  Secretary. 
(Sec.  1301,b,l,D) 

It  is  the  first  time  employers  have  ever  been  re- 
quired to  offer  what  somebody  thinks  is  a good 
way  of  delivering  health  care. 

Each  employer  . . . shall  . . . include  in  any  health 
benefits  plan  . . . the  option  of  membership  in  quali- 
fied HMOs  .. . .(Sec.  1310a) 

Paul  M.  Ellwood,  Jr.,  M.D.,  describes  this  re- 
quirement as  a draft  call  conscripting  the  nation’s 


businessmen  into  a federally  assisted  assault  on 
the  medical  status  quo.  If  one  group  of  physicians 
set  up  an  HMO,  all  the  employers  in  that  area 
would  have  to  offer  to  their  employees  the  option 
of  joining  that  HMO.  And  the  HMO  is  required 
by  law  to  mount  a “selling  campaign.”  That 
would,  in  effect,  he  advertising  by  a particular 
group  of  physicians  who  would  be  financially 
subsidized  by  the  government,  putting  them  in  a 
highly  favored,  competitive  position.  Others 
would  quickly  apply  for  equal  status.  And  so  the 
whole  medical  community  would  come  under  the 
jurisdiction  of  the  government  through  its  regula- 
tion of  HMOs. 

Conclusion 

What  with  the  Administration’s  recommenda- 
tion for  an  NHI  (national  health  insurance),  in- 
cluding requiring  employers  to  offer  HMO  ar- 
rangements to  their  employees  where  available, 
and  what  with  other  proposed  NHI  bills  contain- 
ing similar  and  even  more  stringent  provisions 
along  these  lines,  this  HMO  law,  in  summary, 
would  establish  the  principles  of  (1)  consumer  con- 
trol of  medical  practice;  (2)  Federal,  nonmedical 
judgment  overriding  medical  professional  judg- 
ment; (3)  elimination  of  confidentiality  in  the  pa- 
tient-physician relationship;  and  (4)  the  selective 
fixing  of  medical  fees  by  government.  That  is,  it 
would  establish  these  principles — these  elimina- 
tions of  freedoms  of  patients  and  physicians — for 
all  those  who  were  foolish  enough  to  forego  their 
freedom  by  participating  in  an  HMO. 

19  Hillside  Avenue 
Roslyn  Heights,  N.Y.  11577 
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Peer  Review  and  the 
Anesthesiologist* 

LOUIS  S.  BLANCATO,  M.D. 

New  York  City 

Director,  Department  of  Anesthesiology,  St.  Luke's  Hospital 
Center;  Associate  Professor  of  Anesthesiology,  College  of 
Physicians  and  Surgeons,  Columbia  University 


It  is  an  honor  to  be  selected  to  give  the  second 
Raphael  W.  Robertazzi  Memorial  Lecture.  I came 
under  his  influence  about  twenty-five  years  ago 
when  I started  my  residency  with  him  at  the  old 
Post-Graduate  Hospital  here  in  New  York.  Over 
the  years  Ray,  as  he  was  known,  remained  my 
“chief,”  teacher,  and  advisor. 

Ray  was  born  in  Brooklyn  and  attended  Madi- 
son High  School.  Following  his  graduation  from 
Long  Island  University  in  1933,  he  attended  the 
University  of  Naples.  He  then  had  a year  of  in- 
ternship in  the  L’Universita  Polyclinica  of  Naples. 
While  a student  there,  he  was  greatly  influenced 
by  one  of  his  professors,  Dr.  Tesauro,  who  was 
world  reknowned  for  his  encyclopedic  knowledge. 
Ray  had  this  same  characteristic.  He  had  respect 
for  scholarship,  people,  and  patients.  All  who 
came  in  contact  with  him  immediately  became 
aware  of  his  knowledge,  not  only  as  related  to  an- 
esthesiology but  also  to  medicine  as  a whole.  I re- 
call surgeons  coming  into  his  office  and  requesting 
advice  on  surgical  matters,  which  advice  he  gave  in 
his  own  inimitable  manner.  He  was  a superb  clin- 
ician, and  he  commanded  the  respect  and  confi- 
dence of  his  colleagues  and,  most  importantly,  of 
his  patients.  To  him  the  patient  always  came 
first. 

On  his  return  to  America  he  served  a rotating 
internship  at  Columbus  Hospital  and  then  a resi- 
dency in  anesthesia  at  the  New  York  Post-Gradu- 
ate Hospital.  In  1943  he  was  tapped  by  the  Army, 
and  he  served  as  chief  of  anesthesia  of  the  22nd 
General  Hospital,  served  in  the  European  theater, 
and  then  became  chief  of  anesthesia  at  Fort  Mon- 
mouth Hospital,  New  Jersey. 

Following  his  military  service  he  returned  to 
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Post-Graduate  under  Milton  Peterson,  M.D. 
When  Dr.  Peterson  left,  Ray  took  over  the  depart- 
ment of  anesthesia.  Following  the  merger  of  Post- 
Graduate  with  the  New  York  University-Bellevue 
Medical  Center,  he  became  clinical  professor  of 
anesthesiology  until  1962,  when  he  left  to  become 
director  of  anesthesiology  at  Coney  Island  Hospi- 
tal with  which  he  was  associated  until  his  untimely 
death  in  1971.  Dr.  Robertazzi’s  interest  went  be- 
yond the  clinical  aspects  of  anesthesiology.  He 
was  active  in  the  ASA  (American  Society  of  Anes- 
thesiologists), serving  on  several  committees  and 
as  a delegate  and  alternate  director  to  the  ASA 
from  our  own  State  society.  He  also  served  on 
many  committees  of  the  New  York  State  Society 
of  Anesthesiologists,  Inc.,  and  contributed  to  many 
of  our  postgraduate  assemblies. 

He  had  appointments  at  various  medical  centers 
both  here  and  abroad  which  are  too  numerous  to 
list.  His  scientific  contributions,  as  well  as  his 
clinical  approach  to  anesthesia,  are  well  known  to 
us.  With  all  his  honors  in  anesthesiology  he  al- 
ways remained  a very  unassuming  person.-  He 
never  glorified  himself,  nor  would  he  do  or  say 
anything  to  harm  or  embarrass  another  individual. 
He  would  “beam”  on  any  achievements  of  his 
friends  and  colleagues:  that  was  Ray. 

Case  study  sessions 

Following  the  merger  of  Post-Graduate  and 
Bellevue,  the  residents  and  staff  of  Post-Graduate 
attended  the  Monday  night  “case  study”  sessions 
at  Bellevue  under  E.  A.  Rovenstine,  M.D.  At 
these  sessions  the  residents  of  both  institutions 
presented  their  cases,  and  then  they  were  dis- 
cussed by  the  members  of  the  attending  staff,  “our 
peers.”  These  discussions  included  opinions  on 
the  management  of  the  case,  possible  complica- 
tions of  the  case,  and  why  a particular  technique 
or  agent  was  used  in  the  case.  All  aspects  of  the 
case  were  brought  out  in  these  evening  sessions. 

Those  who  participated  can  remember  that 
these  sessions  were  well  attended.  Many  of  the 
anesthesiologists,  both  residents  and  attendings, 
who  were  present  on  those  evenings  carried  the 
idea  with  them  to  their  hospitals  and  set  up  their 
own  case  study  meetings.  The  concept  of  a retro- 
spective review  of  cases  is  thus  not  a new  approach 
for  anesthesiologists.  We  did  not  view  it  then  as 
“peer  review,”  but  it  was,  in  reality,  a form  of  in- 
formal peer  review  which  we  used  as  part  of  the 
learning  process  and  translated  into  our  practice. 
As  anesthesiologists,  we  can  enter  into  this  era 
with  the  thought  that  it  is  not  something  foreign, 
but  only  a documentation  of  what  most  of  us  have 
been  doing  in  our  daily  practice. 

Peer  review 

A number  of  years  ago,  the  American  Society  of 
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Anesthesiologists  anticipated  the  need  for  a form 
of  peer  review  by  adopting  its  “standards  of  pa- 
tient care.”  These  standards  were  developed  to 
assure  that  patients  undergoing  anesthesia  would 
receive  good  quality  care.  Thus  one  aspect  of  peer 
review,  medical  audit,  can  be  looked  on  as  being  an 
extension  of  our  practice  rather  than  as  a punitive 
experience.  If  we  look  at  it  in  this  fashion  it  may 
not  be  too  distasteful  a pill  to  swallow. 

Why  has  the  medical  profession  been  singled 
out  for  peer  review?  After  all,  no  other  group  of 
professional  people  spends  more  time  in  continu- 
ing education,  study,  and  reading,  after  comple- 
tion of  training  than  we  do.  The  stated  purpose  of 
peer  review  is  to  determine  how  well  a physician  is 
taking  care  of  his  patients,  or,  in  our  case,  how  well 
we  as  anesthesiologists  are  rendering  good  anes- 
thesia care  to  our  patients;  in  actuality,  it  is  be- 
cause of  the  massive  programs  of  government 
subsidy  of  health  services  for  the  aged  and  the 
poor. 

In  an  attempt  to  avoid  the  possibility  of  having 
politically  motivated  standards  imposed  on  us, 
whose  concern  might  be  not  always  in  the  best  in- 
terests of  the  patient  but  more  with  reducing  the 
dollar  cost  of  medical  care,  the  American  Society 
of  Anesthesiologists  has  adopted  a set  of  guide- 
lines for  peer  review. 

The  guidelines  that  were  adopted  can  be  self  de- 
termined, allowing  each  locale  to  develop  its  own 
effective  program.  This  will  allow  the  medical 
profession,  specifically  anesthesiologists,  to  devel- 
op plans  that  can  achieve  optimal  quality  care  for 
the  patient  from  within  the  specialty  itself. 

The  New  York  State  Society  of  Anesthesiolo- 
gists has  also  adopted  a set  of  guidelines  that  are 
based  on  the  ASA  set.  But  before  going  into  the 
latter,  let  us  recall  what  peer  review  is.  According 
to  Webster’s  Dictionary,  putting  the  words  peer 
and  review  together  we  have  the  following  defini- 
tion: “to  view  or  see  again  ...  to  go  over  with  crit- 
ical examination  ...  to  discover  excellence  or  de- 
fects by  one  of  the  same  rank,  quality  or  endow- 
ment . . . and  equal.”  The  American  Medical  As- 
sociation at  the  1972  House  of  Delegates  defined 
peer  review  as  the  “evaluation  by  practicing  physi- 
cians of  the  quality,  and  efficiency  of  services  or- 
dered or  performed  by  other  practicing  physi- 
cians.” “Equals  check  equals.” 

Peer  review  as  it  is  discussed  at  the  present  time 
has  three  areas  of  concern:  medical  audit,  utiliza- 
tion, and  claims  review. 

Medical  audit  is  defined  as  the  retrospective  ex- 
amination of  the  clinical  application  of  medical 
knowledge;  advancing  the  level  of  medical  care  in 
an  institution,  or  in  a community,  through  an  edu- 
cational process. 

Utilization  is  defined  as  the  evaluation  of  the  ef- 
ficient use  of  professiqnal  medical  care,  services, 
procedures,  and  facilities.  . 


Claims  review  is  defined  as  peer  evaluation  and 
adjudication  of  claims,  referred  for  peer  review  by 
any  party  with  a valid  interest  in  the  case. 

The  guidelines  for  peer  review  in  anesthesiology 
as  adopted  by  the  New  York  State  Society  of  An- 
esthesiologists are  as  follows: 

I.  Medical  audit  of  anesthesia 

A.  The  patient’s  record  should  contain  the  fol- 
lowing information: 

1.  Evidence  of  preanesthetic  evaluation  and 
physical  status  determination  hy  a physi- 
cian. 

2.  The  patient’s  anesthesia  record  should  in- 
clude: 

a.  The  dosage  of  all  drugs  and  agents  em- 
ployed 

h.  The  type  and  amount  of  all  fluids  ad- 
ministered including  blood  and  blood 
products 

c.  Evidence  of  monitoring  of  the  patient 

d.  Description  of  technique  or  techniques 
employed 

e.  Status  of  patient  at  conclusion  of  sur- 
gery. 

3.  Evidence  of  postanesthesia  surveillance. 

4.  Evidence  of  postanesthetic  evaluation  by  a 
physician. 

B.  Consultation  by  the  anesthesiologist  must  re- 
flect adequate  investigation  and  documenta- 
tion as  required  by  hospital  medical  staff  by- 
laws and/or  rules  and  regulations. 

C.  The  records  of  the  hospital  medical  staff 
should  show  documented  evidence  of  an  ongo- 
ing retrospective  evaluation  of  anesthetic  care. 

II.  Peer  review  of  utilization:  recommendation  de- 
ferred pending  further  study. 

III.  Peer  review  of  claims:  in  an  audit  of  claims  re- 
view a relative  value  scale  with  regional  conver- 
sion factors  should  be  utilized  in  conformity  with 
an  acceptable  audit  mechanism  at  the  local  or  re- 
gional level. 

Medical  audit.  You  will  note  that  the  medical 
audit  elements  listed  are  basic  to  what  most  of  us 
consider  good  anesthetic  practice.  They  are  stat- 
ed in  such  a manner  that  they  can  be  applicable  to 
any  area  of  the  State,  to  any  institution  where  an- 
esthesia is  administered.  They  are  expressed  in 
fairly  broad  and  general  terms  to  allow  diversity 
within  the  framework  of  the  guidelines  and  to 
allow  local  interpretation.  They  are  also  suffi- 
ciently basic  so  that  they  may  apply  both  to  surgi- 
cal and  to  obstetric  anesthesia.  At  the  same  time 
they  do  not  prevent  individuals,  groups,  or  institu- 
tions from  developing  or  establishing  more  strin- 
gent guides  within  their  hospital  practice  or  locale. 

Since  we  as  anesthesiologists  perform  the  major- 
ity of  our  practice  within  a hospital  setting,  our 
medical  audit  can  be  carried  out  on  an  institution- 
al basis.  Plans  can  and  should  be  developed  that 
allow  questions  to  be  answered  with  a yes  or  no  or 
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a check  list.  This  type  of  plan  would  not  take  up 
valuable  time  that  can  be  better  served  in  clinical 
areas.  With  proper  instructions  a nonphysician- 
type  person,  a medical  records  clerk,  can  perform 
the  initial  audit.  Once  the  record  is  reviewed,  the 
physician  enters  the  audit  process  when  excep- 
tions are  noted.  Then,  corrective  measures  can  be 
applied,  or  the  exceptions  can  be  justified.  Most 
of  us  are  doing  this  at  the  present  time. 

We  are  interested  in  providing  good  quality 
care.  We  do  preoperative  preparations  of  pa- 
tients. Our  charts,  by  and  large,  do  contain  all  the 
elements  of  the  intraoperative  care.  We  follow 
our  patients  in  the  postanesthetic  period,  and  we 
hold  case  discussions  and  note  what  was  done, 
what  was  not  done. 

We  discuss  why  it  was  not  done  and  attempt  to 
correct  the  deficiency  of  the  anesthesiologist.  It  is 
in  this  latter  area  that  our  concern  with  continuing 
education  comes  into  play.  Continuing  education 
for  all  physicians  is  a daily  way  of  life.  Because  of 
the  nature  of  our  specialty  it  is  essential  that  we 
participate  in  continuing  education.  Peer  review 
of  our  practice  offers  us  the  opportunity  of  con- 
tinuing education  and  quality  maintenance. 

It  is  the  plan  of  the  New  York  State  Society  of 
Anesthesiologists  to  help  establish  and  develop 
peer  review  committees  at  the  district  level,  so 
that  the  guidelines  can  be  applied  to  the  profes- 
sional care  on  the  local  level  in  response  to  local 
needs.  The  society  is  also  actively  involved  in 
continuing  education  at  the  district  level. 

Utilization.  Our  primary  concern  with  utiliza- 
tion is  the  operating  room.  The  impact  on  hospi- 
tal utilization  is  secondary.  What  we  are  chiefly 
interested  in  in  operating  room  utilization  is  the 
proper  scheduling 'of  cases,  decreasing  delay  time 
between  cases,  attempting  to  correct  chronic  late- 
ness of  surgeons,  and  continually  striving  for  verti- 
cal use  of  operating  rooms  rather  than  horizontal. 
If  we  can  improve  operating  room  utilization,  then 
perhaps  the  hospital  utilization  can  be  improved 
by  avoiding  prolonged  stay  of  patients  awaiting 
surgery,  thus  getting  patients  out  of  the  hospital 
sooner  and  thereby  promoting  greater  bed  utiliza- 
tion. Perhaps  most  of  you  know  that  the  Ameri- 
can Society  of  Anesthesiologists  has  just  com- 
pleted a computerized  pilot  study  of  operating 
room  utilization  in  10  hospitals  at  random  across 
the  nation.  It  is  planning  to  extend  this  survey  in 
the  near  future  to  include  50  to  100  hospitals. 
The  results  of  this  study  may  have  much  meaning 
for  us,  and  the  recommendations  for  utilization 
have  been  deferred  pending  further  study.  The 


results  of  such  a study  may  help  us  better  define 
the  utilization  area  of  peer  review. 

Claims  review.  The  claims  review  part  of  the 
triad  of  peer  review  is  really  what  it  is  all  about. 
What  is  uppermost  in  the  minds  of  “any  party 
with  a valid  interest  in  the  case”  is  not  only  quality 
care  but  also  in  reality  the  cost  of  quality  care. 
There  is  no  doubt  in  anyone’s  mind  that  the  two 
are  interdependent,  but  we  as  physicians  should 
not  let  the  cost  aspect  of  medical  care  override  the 
quality  of  medical  care.  This  is  an  area  I do  not 
wish  to  dwell  on  at  great  length  because  of  its  con- 
troversial aspects. 

The  guidelines  for  peer  review  as  adopted  by  the 
New  York  State  Society  of  Anesthesiologists  are 
presented  not  in  a final  and  complete  form,  but 
rather  as  guidelines  that  should  be  constantly  re- 
viewed and  upgraded  as  a result  of  experience  and 
changing  requirements  to  keep  the  quality  of  pa- 
tient care  at  the  highest  level. 

Conclusion 

It  is  apparent  after  this  discussion  that  the  ideas 
expressed  last  year  by  Louis  R.  Orkin,  M.D.,  in  the 
first  Raphael  W.  Robertazzi  Memorial  Lecture  are 
equally  applicable  today.  “Little  is  gained  in  the 
growth  of  the  anesthesiologist  and  his  ability  to 
develop  fine  points  of  judgement,  if  he  does  not 
critically  review  the  course  of  those  patients  in 
whom  the  outcome  is  less  than  optimal.  A strong 
doubt  that  all  was  well  if  the  patient  dies  or  was 
unusually  ill  is  a healthy  development  for  the  an- 
esthesiologist, if  not  for  the  patient.  However, 
these  reviews  in  mortality  conferences  are  scientif- 
ic ego  trips  if  we  do  not  ask  what  management 
steps  would  have  prevented  the  complication.”* 
This  is  peer  review.  All  of  the  guidelines  which  I 
have  touched  on  were  expressed  and  practiced  by 
Dr.  Robertazzi.  He  exemplified  the  best  in  pa- 
tient care.  His  outstanding  clinical  approach  to 
anesthesiology  combined  with  his  academic  exper- 
tise made  those  of  us  who  were  fortunate  to  have 
been  associated  with  him  strive  to  continue  his 
standards  of  excellence  in  our  daily  practice. 

This  is  what  Dr.  Robertazzi  instilled  in  his  resi- 
dents and  colleagues:  “To  question  and  improve.” 

I know  I am  a better  physician,  a better  anesthesi- 
ologist, and  a better  person  for  having  had  the 
good  fortune  to  be  one  of  his  residents. 

New  York  State  Society  of  Anesthesiologists,  Inc. 

30  East  42nd  Street 
New  York,  New  York  10017 

* Orkin,  L.  R.,  and  Robertazzi,  R.  W.:  The  patient  and  the 
anesthesiologist,  New  York  State  J.  Med.  74:  1743  (Sept.)  1074. 
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In  depression:  One  capsule  lasts  from 
bedtime  to  bedtime. 


Tofranil-PM* 

brand  of  imipramine  pamoate 
Tofranil® 

brand  of  imipramine  hydrochloride  USP 

Indications:  For  the  relief  of  symptoms  of 
depression  Endogenous  depression  is  more 
likely  to  be  alleviated  than  other  depressive 
states 

Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is 
contraindicated  Hyperpyretic  crises  or  severe 
convulsive  seizures  may  occur  in  patients  re- 
ceiving such  combinations.  The  potentiation 
of  adverse  effects  can  be  serious,  or  even 
fatal.  When  it  is  desired  to  substitute  Tofranil, 
brand  of  imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as 
long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days. 
Initial  dosage  should  be  low  and  increases 
should  be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  during  the  acute 
recovery  period  after  a myocardial  infarction 
Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug  The 
possibility  of  cross-sensitivity  to  other  dibenz- 
azepine  compounds  should  be  kept  in  mind 
Warnings:  Usage  in  Pregnancy:  Safe  use  of 
imipramine  during  pregnancy  and  lactation 
has  not  been  established;  therefore,  in  admin- 
istering the  drug  to  pregnant  patients,  nursing 
mothers,  or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards.  Animal  repro- 
duction studies  have  yielded  inconclusive 
results  There  have  been  clinical  reports  of 
congenital  malformation  associated  with  the 
use  of  this  drug,  but  a causal  relationship  has 
not  been  confirmed 

Extreme  caution  should  be  used  when  this 
drug  is  given  to: 

— patients  with  cardiovascular  disease  be- 
cause of  the  possibility  of  conduction  de- 
fects, arrhythmias,  myocardial  infarction, 
strokes  and  tachycardia; 

— patients  with  increased  intraocular  pres- 
sure, history  of  urinary  retention,  or  history 
of  narrow-angle  glaucoma  because  of  the 
drug's  anticholinergic  properties, 

— hyperthyroid  patients  or  those  on  thyroid 
medication  because  of  the  possibility  of 
cardiovascular  toxicity, 

— patients  with  a history  of  seizure  disorder 
because  this  drug  has  been  shown  to  lower 
the  seizure  threshold, 

— patients  receiving  guanethidine  or  similar 
agents  since  imipramine  may  block  the 
pharmacologic  effects  of  these  drugs 

Usage  in  Children:  Pending  evaluation  of  re- 
sults from  clinical  trials  in  children.  Tofranil, 
brand  of  imipramine  hydrochloride,  is  not 
recommended  for  treatment  of  depression  in 
patients  under  twelve  years  of  age 
Tofranil-PM,  brand  of  imipramine  pamoate, 
should  not  be  used  in  children  of  any  age 
because  of  the  increased  potential  for  acute 
overdosage  due  to  the  high  unit  potency 
(75  mg  , 100  mg  , 125  mg.  and  150  mg  ) Each 
capsule  contains  imipramine  pamoate  equiva- 
lent to  75  mg  , 1 00  mg  , 1 25  mg  or  1 50  mg 
imipramine  hydrochloride 
Since  imipramine  may  impair  the  mental  and/ 
or  physical  abilities  required  for  the  perform- 
ance of  potentially  hazardous  tasks,  such  as 
operating  an  automobile  or  machinery,  the 


patient  should  be  cautioned  accordingly 
Precautions:  It  should  be  kept  in  mind  that 
the  possibility  of  suicide  in  seriously  de- 
pressed patients  is  inherent  in  the  illness  and 
may  persist  until  significant  remission  occurs 
Such  patients  should  be  carefully  supervised 
during  the  early  phase  of  treatment  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
and  may  require  hospitalization.  Prescriptions 
should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur, 
particularly  in  patients  with  cyclic  disorders 
Such  reactions  may  necessitate  discontinu- 
ation of  the  drug  If  needed,  Tofranil,  brand  of 
imipramine  hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes  are  re- 
lieved Administration  of  a tranquilizer  may  be 
useful  in  controlling  such  episodes 
Prior  to  elective  surgery,  imipramine  hydro- 
chloride should  be  discontinued  for  as  long  as 
the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  and 
may  require  reduction  of  dosage  and  the  addi- 
tion of  a phenothiazine 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents)  in  addition,  the 
atropine-like  effects  may  become  more  pro- 
nounced (e  g , paralytic  ileus).  Close  super- 
vision and  careful  adjustment  of  dosage  is 
required  when  this  drug  is  administered  con- 
comitantly with  anticholinergic  or  sympatho- 
mimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decon- 
gestants and  local  anesthetics,  which  contain 
any  sympathomimetic  amine  (e  g , adrenalin, 
noradrenalin),  since  it  has  been  reported  that 
tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 
Patients  should  be  warned  that  the  concomi- 
tant use  of  alcoholic  beverages  may  be 
associated  with  exaggerated  effects 
Both  elevation  and  lowering  of  blood  sugar 
levels  have  been  reported 
Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  haz- 
ards; such  treatment  should  be  limited  to 
those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note:  Although  the  listing 
which  follows  includes  a few  adverse  reac- 
tions which  have  not  been  reported  with  this 
specific  drug,  the  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered 
when  imipramine  is  administered. 
Cardiovascular:  Hypotension,  hypertension, 
tachycardia,  palpitation,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke,  falls 
Psychiatric:  Confusional  states  (especially  in 
the  elderly)  with  hallucinations-,  disorients* 
tion,  delusions;  anxiety,  restlessness,  agita- 
tion; insomnia  and  nightmares;  hypomania, 
exacerbation  of  psychosis 
Neurological:  Numbness,  tingling,  paresthe- 
sias of  extremities,  incoordination,  ataxia, 
tremors;  peripheral  neuropathy;  extrapyram- 
idal  symptoms;  seizures,  alterations  in  EEG 
patterns;  tinnitus 

Anticholinergic:  Dry  mouth,  and,  rarely,  asso- 
ciated sublingual  adenitis;  blurred  vision,  dis- 
turbances of  accommodation,  mydriasis,  con- 
stipation, paralytic  ileus;  urinary  retention, 
delayed  micturition,  dilation  of  the  urinary  tract 


Allergic:  Skin  rash,  petechiae,  urticaria,  itch- 
ing, photosensitization  (avoid  excessive  expo- 
sure to  sunlight);  edema  (general  or  of  face 
and  tongue);  drug  fever;  cross-sensitivity  with 
desipramine 

Hematologic:  Bone  marrow  depression  includ- 
ing agranulocytosis;  eosinophilia,  purpura, 
thrombocytopenia  Leukocyte  and  differential 
counts  should  be  performed  in  any  patient 
who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if 
there  is  evidence  of  pathological  neutrophil 
depression 

Gastrointestinal:  Nausea  and  vomiting,  ano- 
rexia, epigastric  distress,  diarrhea;  peculiar 
taste,  stomatitis,  abdominal  cramps,  black 
tongue 

Endocrine:  Gynecomastia  in  the  male;  breast 
enlargement  and  galactorrhea  in  the  female; 
increased  or  decreased  libido,  impotence; 
testicular  swelling;  elevation  or  depression  of 
blood  sugar  levels 

Other:  Jaundice  (simulating  obstructive); 
altered  liver  function,  weight  gain  or  loss, 
perspiration,  flushing;  urinary  frequency; 
drowsiness,  dizziness,  weakness  and  fatigue; 
headache;  parotid  swelling,  alopecia 
Withdrawal  Symptoms : Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment 
after  prolonged  therapy  may  produce  nausea, 
headache  and  malaise 

Dosage  and  Administration:  Lower  dosages 
are  recommended  for  elderly  patients  and 
adolescents  Lower  dosages  are  also  recom- 
mended for  outpatients  as  compared  to  hos- 
pitalized patients  who  will  be  under  close 
supervision  Dosage  should  be  initiated  with 
Tofranil,  brand  of  imipramine  hydrochloride, 
at  a low  level  and  increased  gradually,  noting 
carefully  the  clinical  response  and  any  evi- 
dence of  intolerance.  Following  remission, 
maintenance  medication  may  be  required  for 
a longer  period  of  time,  at  the  lowest  dose 
that  will  maintain  remission 
Once-a-day  maintenance  dosage  can  be  pro- 
vided with  Tofranil-PM,  brand  of  imipramine 
pamoate,  capsules  if  this  dosage  has  been 
established  as  explained  above  This  dose 
may  be  given  at  bedtime.  Forthe  occasional 
patient  who  manifests  stimulation  and  insom- 
nia with  this  dosage  regimen,  the  capsules 
may  be  given  in  the  morning 
Parenteral  administration  should  be  used 
only  for  starting  therapy  in  patients  unable  or 
unwilling  to  use  oral  medication  The  oral 
form  should  supplant  the  injectable  as  soon 
as  possible 

How  Supplied:  Tofranil,  brand  of  imipramine 
hydrochloride  Round  tablets  of  25  and 
50  mg  .triangular  tablets  of  1 0 mg  ; and  am- 
puls, each  containing  25  mg  in  2 cc  for  I M 
administration 

Tofranil-PM,  brand  of  imipramine  pamoa*e: 
Capsules  of  75,  100,  1 25  and  1 50  mg  (Each 
capsule  contains  imipramine  pamoate  equiva 
lent  to  75,  100,  1 25  or  1 50  mg  of  imipramine 
hydrochloride  ) (B)  98-1  46-850-P  (2  '7 

For  complete  details,  including  dosage  and 
administration,  please  refer  to  the  full  pre- 
scribing information. 
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•Each  capsule  contains  imipramine  pamoate  equivalent  to  150,  125,  100  or  75  mg  of  imipramine  hydrochloride 
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Director  of  Program  Planning,  Operation,  and  Training  of  the 
Human  Resources  Administration,  Willowbrook  State  School  (Mr 
Seltzer);  Special  Consultant  (Dr  A Moskowitz)  and  Director  (Mr 
Lucas),  Bureau  of  Mental  Retardation;  and  Assistant  Attending 
Psychiatrist,  St.  Luke's  Hospital  (Dr.  J Moskowitz) 

This  is  a preliminary  report  of  an  innovative  ap- 
proach utilizing  indigenous  adults  on  welfare  as 
paraprofessionals  in  a State  institution  for  retard- 
ed patients.  The  dual  goal  was  to  reverse  some  of 
the  dehumanization  imposed  by  socioenvironmen- 
tal  pressures  on  each  of  these  groups.  It  was 
hoped  that  by  giving  the  welfare  recipient  an  op- 
portunity for  employment  in  a vital  and  inter- 
esting role  in  the  helping  professions  the  welfare 
recipient  would  gain  in  sense  of  personal  worth 
and  self  respect.  Simultaneously  there  would  ac- 
crue benefits  to  the  unfortunate  retarded,  many  of 
whom  suffered  from  what  has  been  described  as 
“social  breakdown  syndrome.”  1 

There  has  been  considerable  interest  in  many 
quarters  of  government  and  the  private  sector  to 
rehabilitate  individuals  currently  on  welfare  rolls. 
The  idea  of  utilizing  recipients  of  public  assis- 
tance, carefully  selected  and  prepared  as  mental 
therapy  aids,  who  would  try  to  reverse  the  dehu- 
manizing factors  of  residential  care,  is  credited  to 
Farrel  Jones,  first  deputy  administrator  of  the 
HRA  (Human  Resources  Administration). 

This  innovative  training  program  has  been  in 
progress  and  largely  implemented  by  one  of  the 
authors  (A.S.)  since  its  inception  in  June,  1972. 
This  report  will  describe  the  program  goals,  meth- 
ods, and  results.  At  this  time  the  program  has 
been  successfully  operative  for  two  and  a half 
years. 

Objectives  of  preservice  training  program 

The  preservice  training  program  was  designed 
as  a pilot  program  to  recruit  and  prepare  welfare 

* At  present:  Clinical  Director,  Resthaven  Psychiatric  Hos- 
pital and  Community  Mental  Health  Center,  Los  Angeles,  Cali- 
fornia. 


recipients  for  employment  in  patient  care  posi- 
tions at  a metropolitan  State  school.  It  was  in- 
tended to  supplement  and  feed  directly  into  the 
existing  three-week  on-the-joh  training  program 
for  new  employees  at  that  institution.  The  goal 
was  not  only  to  obtain  jobs  but  also  to  develop  mo- 
tivation and  attitudes  toward  patient  care  that 
would  reduce  employee  dissatisfaction  and  turn- 
over and  enhance  human  concern  for  the  resident. 

Selection  of  candidates 

The  trainees  were  unemployed  welfare  recipi- 
ents known  to  the  centers  to  be  interested  in,  and 
oriented  toward,  full-time  employment.  The  cri- 
teria for  admission  were  that  the  applicants  be  in 
good  health  and  be  prepared  to  attend  the  training 
program  for  two  weeks,  Monday  through  Friday, 
from  9:00  A.M.  to  2:30  P.M.  There  were  no  for- 
mal educational  requirements,  with  the  exception 
that  a degree  of  proficiency  in  English  and  com- 
prehension was  needed  to  pass  the  Civil  Service 
examination.  Known  drug  abusers,  alcoholic  pa- 
tients, child  abusers,  sexual  offenders,  or  those 
with  a history  of  mental  illness  were  eliminated  as 
potential  candidates. 

The  presence  of  a retarded  child  in  the  family  of 
a candidate  did  not  per  se  mean  exclusion  from  the 
program.  In  one  instance  a trainee  was  the  moth- 
er of  a boy  who  was  a resident  at  the  institution 
where  the  program  was  being  offered.  She  had  no 
direct  contact  with  her  son  while  on  the  job  and 
proved  to  be  an  excellent  worker.  She  also  subse- 
quently recruited  her  neighbor  and  the  neighbor’s 
son,  age  nineteen. 

Incidentally,  the  pattern  of  referral  of  interested 
persons  to  the  program  leaned  heavily  on  word- 
of-mouth  recommendations  between  friends. 
This  too  formed  part  of  the  selection  process.  A 
trainee  with  a positive  attitude  toward  the  pro- 
gram could  vouch  for  someone  he  knew  personally. 
This  provided  a source  for  reliable  new  contacts. 

As  part  of  the  selection  procedure  all  candidates 
were  given  an  intensive  stress  interview.  Fol- 
lowing an  orientation  meeting  in  which  the  pro- 
gram was  described  in  detail  and  questions  an- 
swered, the  applicants  were  interviewed  by  a 
screening  committee  consisting  of  representatives 
from  the  personnel  department  at  the  State 
school,  the  Department  of  Social  Services  office  of 
psychiatry,  plus  the  lead  trainer  of  the  program. 
Persons  who  appeared  grossly  inappropriate  for 
patient-care  positions  were  screened  out. 

Small  groups  of  from  three  to  five  trainees  were 
challenged  with  realistic  descriptions  of  possible 
traumatic  experiences  which  they  as  attendants 
might  meet  on  duty.  For  example  they  were 
asked  to  contemplate  how  they  would  react  if 
someone  in  their  charge  were  to  die,  or  they  were 
approached  by  a feces-smeared  resident  who  want- 
ed to  fondle  them,  or  they  were  to  see  a grown 
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adult  walking  about  unashamedly  nude  or  mastur- 
bating. 

An  attempt  was  made  to  present  working  condi- 
tions at  the  State  school  as  they  exist  and  to  elicit 
a candidate’s  attitude  toward  handling  typical  sit- 
uations, that  is  in  areas  as  diverse  as  punishment, 
deformity,  and  interpersonal  difficulties  with  su- 
pervisors. 

Some  of  the  candidates  in  response  to  the  sug- 
gested mental  images  decided  against  continuing. 
As  will  be  shown  later,  of  those  who  remained  after 
the  stress  interview,  very  few  ultimately  accepted 
a position  which  they  could  not  sustain.  The 
stress  interview  then  seemed  a particularly  effec- 
tive instrument  for  predicting  future  job  perfor- 
mance. 

With  experience  it  was  determined  that  a need 
existed  to  tighten  the  screening  process.  Employ- 
ment history  was  evaluated  and  personal  refer- 
ences checked.  Relationships  within  the  group  of 
candidates  were  observed.  Increasingly  potential 
candidates  are  interviewed  individually  as  well  as 
in  group  settings  to  exclude  persons  with  insincere 
attitudes  or  in  whom  manifestations  of  personality 
problems  are  apparent.  The  individual  interviews 
diminished  issues  of  confidentiality  and  permitted 
greater  exposure  into  personal  matters.  As  an 
index  of  the  tightening  of  the  screening  process, 
when  the  program  began  in  June,  1972,  letters 
were  sent  to  40  people,  and  30  to  35  were  entered 
into  the  program.  In  a more  recent  experience 
(February,  1972)  58  letters  were  sent,  38  re- 
sponded, and  only  17  were  accepted. 

In  the  initial  exploratory  interviews  attempts 
were  made  to  gauge  motivation  by  presenting  hy- 
pothetical problems  which  might  impede  the  ap- 
plicant from  working.  For  example  they  were 
asked:  “How  do  you  feel  about  getting  up  in  the 
morning?”  “How  would  you  obtain  baby  sitter 
coverage  for  your  own  children  in  the  middle  of 
the  night  supposing  you  had  a nighttime  shift?” 
“If  you  had  to  come  to  work  at  midnight  would 
you  be  prepared  for  uncertain  transportation?” 

Motivation  was  tested  by  asking  the  potential 
candidate  to  accept  an  opportunity  to  visit  the 
State  school.  The  initial  contacts  were  held  at  a 
meeting  room  remote  from  and  emotionally  un- 
connected with  the  school.  At  the  conclusion  of 
the  initial  interviews  a time  was  offered  for  a visit 
to  the  school  within  the  next  two  or  three  days.  It 
was  stated  that  half  of  the  group  randomly  chosen 
would  visit  the  school  at  one  time  and  the  other 
half  at  another  time.  The  candidates  were  to  call 
if  they  could  not  make  the  time  they  were  given. 
If  they  could  not  make  either  time  they  were 
dropped  from  the  program,  and  it  was  taken  as  an 
index  of  lack  of  motivation.  There  were  no  in- 
stances of  individuals  who  passed  the  stress  inter- 
view who  subsequently  went  on  to  decline  the 
proffered  visit  to  the  State  school. 
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Formation  and  composition  of  groups 

Each  candidate  group  was  composed  of  men  and 
women  with  a mix  of  personalities.  For  example 
aggressive  individuals  were  placed  with  those  who 
were  more  retiring.  Because  a number  of  candi- 
dates were  referred  by  friends  there  was  a tenden- 
cy for  cliques  to  develop.  The  advantage  and  dis- 
advantage of  the  latter  will  be  discussed  later  in 
this  report.  No  particular  ethnic  (85  per  cent  of 
the  candidates  were  black)  or  age  distribution 
(range  from  eighteen  to  fifty-six  years)  was  at- 
tempted. 

Observation  of  candidates 

All  through  the  preliminary  intake  procedures 
the  candidates  were  being  observed.  It  was  noted 
whether  or  not  they  were  passive  or  loners  (poor 
prognostic  index),  whether  they  filled  out  the  ap- 
plication form  with  dispatch  and  completely,  and 
whether  they  could  tolerate  sitting  alone  in  a 
closed  poorly  lit  and  ill-ventilated  room  for  a peri- 
od of  time  (more  favorable  prognosticator).  Indi- 
cators of  the  candidates’  nervousness  were  moni- 
tored. Nonverbal  communications  such  as  rest- 
lessness, frequent  trips  to  the  bathroom,  and  pres- 
sured speech  all  served  as  clues  to  the  candidates’ 
reaction  to  present  or  future  stress. 

By  setting  the  starting  time  for  classes  one-half 
hour  earlier  each  day  the  trainer  gradually  condi- 
tioned the  candidates  to  coming  in  at  7:00  A.M., 
which  would  be  the  starting  time  for  the  day  shift. 
Tardiness  in  these  preliminary  stages  was  sugges- 
tive of  poor  subsequent  performance  on  the  job. 

It  must  be  noted  that  the  staff  members  demon- 
strated by  action  their  readiness  to  accept  all  the 
duties  and  responsibilities  which  were  proposed 
that  the  candidates  do,  as  required  by  the  job. 
The  staff  was  an  identifiable  model  for  the  trainee. 

Basic  philosophy 

It  was  our  conviction  that  most  training  pro- 
grams were  unsuccessful  because  trainees  arrived 
on  the  job  ill  prepared  for  meeting  the  simulta- 
neous stresses  of  job  and  on-the-job  training; 
hence  the  decision  to  implement  the  comprehen- 
sive two-week  preservice  training  program.  Even 
after  the  completion  of  the  introductory  program 
the  candidates  would  not  be  dropped.  We  would 
be  available  to  provide  ongoing  counseling. 

The  second  major  deficit  in  the  usual  training 
program  is  that  it  frequently  is  not  followed  by  a 
job.  All  participants  were  guaranteed  jobs,  either 
as  grade  assistant  mental  hygiene  therapy  aids  at 
$6,450  per  annum  or  as  grade  4 hospital  atten- 
dants at  $5,450  per  annum. 

To  reduce  secondary  gain  from  the  process  of 
“taking  training  program,”  the  trainees  received 
no  salary  during  this  period.  Arrangements  were 
made  with  the  local  social  service  center  to  provide 


advance  supplementary  grants  for  carfare,  lunch- 
es, child  care,  and  clothing  allowances  for  the  du- 
ration of  the  training  program  and  to  cover  carfare 
during  the  first  two  weeks  at  work.  Should  the 
candidate  leave  the  program,  it  was  expected  that 
the  residue  of  all  monies  advanced  would  he  re- 
turned. 

Training  content 

The  training  consisted  of  an  introduction  to  nor- 
mal human  growth  and  development,  concepts  of 
mental  retardation,  field  visits  to  community  ser- 
vices, and  so  on.  In  addition,  there  were  super- 
vised clinical  observations  and  practical  experi- 
ence with  residents  on  the  wards.  Small  group 
discussions  were  held  with  staff  attendants  regard- 
ing the  actual  conditions  and  experiences  to  be  en- 
countered on  the  job.  We  tried  to  supplement, 
rather  than  duplicate,  the  on-the-job  training  they 
would  receive  when  hired.  The  latter  is  more 
“task  oriented,”  w'hile  we  attempted  to  be  “con- 
cept oriented.” 

Preservice  training  program 

In  all,  nine  separate  sections  of  didactic  educa- 
tion and  on-the-job  observation  totaling  fifty-one 
hours  were  presented  by  members  of  the  staff,  in- 
cluding psychiatrists,  psychologists,  social  work- 
ers, and  administrators.  The  following  list  de- 
scribes the  subject  material  covered  and  the  time 
devoted  to  each  subject. 

1.  Orientation  to  the  State  school,  career  possi- 
bilities for  paraprofessionals  in  the  field  of  mental 
health  (three  hours).  Emphasis  is  placed  on  the  po- 
tential for  employment  in  the  field  of  mental  health 
care,  becoming  part  of  the  new  “team  collaborative” 
approach  to  resident  care  working  alongside  other 
professionals  and  nonprofessionals. 

The  value  of  study  in  preparing  candidates  for  suc- 
cess on  the  job  is  stressed.  A clear  message  of  sup- 
port for  and  cooperation  with  the  new  trainees  is 
given. 

2.  Presentation  of  different  types  of  mental  re- 
tardation and  observational  visits  to  buildings  (two 
hours).  The  instructor  gradually  introduces  increas- 
ingly severe  examples  of  retardation  beginning  with 
those  most  mildly  affected  and  progressing  to  the  se- 
verest types,  those  often  with  physical  deformities. 
Throughout  is  communicated  the  theme  that  one  can 
relate  to  all  of  these  children.  This  course  is  taught 
by  the  chief  of  pediatrics  at  the  institution,  a sensitive 
individual  known  for  the  care  and  affection  he  has  for 
and  shows  to  the  residents. 

3.  Observational  visit  to  buildings  (two  hours). 
On  site  in  the  company  of  the  staff,  observational  ex- 
posure allows  the  trainees  to  experience  their  reac- 
tions to  bizarre  behavior,  nudity,  and  deformity,  in 
the  settings  in  which  they  will  eventually  work.  Fol- 
lowing the  ward  visit,  the  staff  debriefs  each  trainee 
as  regards  their  feelings.  An  illustrative  example  is 
an  incident  in  which  a trainee  experienced  nausea 


when  watching  a resident  who  mixed  together  all  the 
items  on  her  food  tray  yet  continued  to  eat.  With  un- 
derstanding and  explanation  the  trainee  became  tol- 
erant of  such  behavior.  The  food  was  hot,  the  time 
limited,  and  the  resident  without  regard  for  custom- 
ary manners  but  showing  behavior  appropriate  to  the 
situation  was  being  as  effective  as  he  could  be.  It  was 
suggested  to  the  trainee  that  perhaps  he  could  help 
the  resident  find  more  adaptive  ways  of  coping. 

4.  Concepts  of  growth  and  development  of  nor- 
mal children  (six  hours).  A basic  outline  of  psycho- 
sexual  development  is  presented.  Normative  devel- 
opmental stages  are  discussed. 

5.  Growth  and  development  of  mentally  retarded 
(three  hours).  Comparative  aspects  of  retarding  fac- 
tors in  growth  and  development  are  presented. 

6.  Clinical  observation  on  wards  (six  hours). 
Clinical  observation  has  been  expanded  to  a total  of 
about  twenty  hours  on  various  wards,  distributed  over 
the  two-week  period. 

7.  Demonstration  of  motivational  training  tech- 
niques, group  discussion  with  staff  and  attendants 
(three  hours).  Frank  and  open  interchange  is  provid- 
ed between  model  staff  as  attendants,  nurses,  and  su- 
pervisors and  the  trainees.  Via  these  sessions  job 
duties  are  described  as  well  as  actual  working  condi- 
tions. Questions  are  encouraged,  feelings  shared. 
We  hope  to  tell  it  as  it  is. 

8.  Parents’  problems,  meals,  and  involvement 
(three  hours).  Some  of  the  psychologic  factors  such 
as  guilt,  anxiety,  despair,  and  depression  which  face 
the  parents  of  the  retarded  are  discussed  as  well  as 
staff  attitudes  toward  parents.  We  want  trainees  to 
try  to  see  it  through  a parent’s  eyes.  Parents  of  chil- 
dren who  are  institutionalized  are  invited  to  speak 
about  the  impact  of  this  on  their  lives  and  their  fami- 
lies. The  pain  of  placement  and  the  ambivalence 
about  visiting,  to  tell  or  not  to  tell  all,  are  considered. 

9.  Speech  and  education  therapy  of  the  mentally 
retarded  (eight  hours).  In  a lecture  format  an  over- 
view of  pedagogic  methods  with  retarded  individuals 
is  given.  The  trainees  are  shown  how  the  children 
communicate  their  needs,  verbally  and  nonverbally. 
Simple  techniques  which  the  trainees  might  utilize  on 
the  ward  are  taught. 

10.  Field  observation  at  Shield  Institute  and  Shel- 
tered Workshop  Association  for  children  with  retard- 
ed mental  development  (seven  hours).  An  opportuni- 
ty is  provided  for  the  trainees  to  see  that  retardation 
is  not  a dead  end.  Adults  in  these  programs  come 
from  home  or  institutions  to  work  in  supervised  set- 
tings. They  receive  pay  and  function  as  productive 
members  of  society.  The  capacity  for  some  retarded 
persons  to  learn  and  to  care  for  themselves  is  demon- 
strated. Many  of  these  retarded  patients  travel  to 
and  from  the  workshops  unescorted.  They  prepare 
their  own  lunches.  An  optimistic  note  is  sounded  as 
the  trainees  get  to  know  an  alternative  to  custodial 
care  for  the  retarded. 

11.  Human  relations  aspects  of  jobs,  preparation 
for  work  (eight  hours).  The  human  relations  theme  is 
the  concept  that  only  through  other  people  is  it  possi- 
ble to  succeed.  Methods  for  coping  with  supervisors, 
positive  attitudes  toward  interpersonal  relationships, 
and  efforts  to  maximize  effectiveness  are  the  goal  of 
this  course.  This  is  an  ongoing  process.  Just  about 
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every  activity  of  the  day  touches  on  this. 

Situational  role  playing  of  potential  problems  with 
which  trainees  might  have  to  deal  is  an  integral  part 
of  the  entire  program. 

Throughout  it  was  our  purpose  to  have  candi- 
dates meet  real-life  experiences  by  having  them  on 
the  wards  daily  from  the  outset,  even  if  only  for 
brief  periods  at  first.  No  amount  of  classroom  ex- 
posure would  yield  the  feeling  of  comfort  on  the 
ward  which  the  job  required. 

The  team  of  trainers  was  led  by  one  of  the  au- 
thors (A.S.)  of  the  HRA  Developmental  Disabili- 
ties Service  work  employment  program  who  has 
had  extensive  experience  in  training  public  assis- 
tance recipients  for  employment. 

Results 

As  indicated  by  the  relative  turnover  rates,  the 
HRA  preservice  training  program  for  mental  ther- 
apy aids  has  been  a success.  Table  I gives  recent 
follow-up  data.  The  overall  turnover  rate  of  15.8 
per  cent  compares  favorably  with  a rate  of  30  to  45 
per  cent  for  a similar  group  of  workers  (that  is 
grades  4 and  7)  who  never  participated  in  our 
training  program.  Our  project  design  did  not 
allow  for  an  adequate  control  group,  but  the  expe- 
rience with  new  employees  in  these  job  areas  at  the 
State  school  has,  as  noted,  been  that  job  retention 
is  low. 

It  would  be  difficult  to  assess  the  major  benefits 
of  this  program  on  the  life  style  and  self  regard  of 
the  workers,  improved  quality  of  care  to  the  resi- 
dents by  interested  helpers,  and  ultimate  gain  to 
the  community  at  large.  Unstructured  on-the- 
job-interviews  with  graduates  of  the  program  elic- 
ited comments  such  as:  “You  know  the  public 

really  needs  people  like  us  to  do  a job  here”  (evi- 
dence of  self  worth);  “on  the  street  I was  down  on 
myself  but  not  since  I’ve  been  here”  (increased  self 
esteem);  “I  think  people  ought  to  be  educated  to 
what  these  kids  need  so  society  won’t  just  forget 
them”  (identification  with  “establishment”  so- 
ciowelfare attitudes);  and  “Man,  you  become  sort 
of  a shrink  trying  to  understand  them  (residents, 
supervisors,  fellow  workers)  like  we  do”  (enhanced 
awareness  of  interpersonal  relations). 

It  is  more  difficult  to  gauge  the  positive  effects 
on  the  residents.  Those  with  some  verbal  facility 
expressed  warmth  to  some  of  these  new  employees: 
“It’s  nicer  since  Sarah  (one  of  our  trainees)  is 
here.”  More  frequently  behavioral  responses  such 
as  increased  alertness  and  relaxedness  seemed  to 
occur  when  attentive  personnel  were  on  the  wards, 
even  though  these  responses  of  the  retardates  are 
not  exclusive  with  the  HRA  preservice  training 
program  staff.  Suffice  it  to  say  it  was  our  goal  to 
increase  the  number  of  caring  people  on  the  wards 
and  attempt  to  reverse  the  isolation  and  social- 
breakdown  syndrome.  It  is  our  impression  that 


we  succeeded  to  a significant  degree. 

The  effect  on  the  community  will  be  considered 
from  two  areas,  the  State  school  and  the  greater 
extramural  community.  In  the  instance  of  the 
State  school  a wide  range  of  reactions  greeted  the 
trainers  and  the  new  student-employees.  Where- 
as extra  hands  were  desperately  needed  and  wel- 
comed, in  this  case  many  of  the  hands  were  black 
and  were  owned  by  “lazy”  people  on  welfare.” 
Suspiciousness,  distrust,  and  xenophobia  were  the 
reactions  of  some  administrators  and  supervisors. 
Again  it  is  difficult  to  document  salutary  effect, 
but  a casual  survey  of  those  individuals  who  had 
contact  with  our  efforts  revealed  general  accep- 
tance and  even  enthusiasm  for  our  program  and  its 
goals. 

Finally  the  public  is  served  if  our  reservoir  of 
productive  concerned  individuals  is  increased  and 
those  who  are  sick  and  dependent  are  helped.  We 
believe  this  was  accomplished.  The  bias  that  the 
HCU  are  useless,  disinterested  members  of  society 
was  shown  to  be  false  with  regard  to  our  trainees. 
Furthermore  the  financial  gain  to  the  public  is 
readily  apparent.  Instead  of  the  individual  on 
public  assistance  receiving  government  money,  he 
or  she  is  now  earning  money  and  paying  taxes,  and 
one  less  person  requires  the  support  system  need- 
ed for  those  on  welfare.  In  dollars  and  cents  this 
program  makes  sense. 

Reasons  for  failure  in  approximately  20  per  cent 

We  are  still  attempting  to  evaluate  why  despite 
our  efforts  people  left  the  program. 

New  workers  generally  have  left  for  a multitude 
of  reasons.  They  are  dissatisfied  with  working 
conditions,  become  depressed  by  daily  association 
with  the  residents,  and  develop  an  apathy  reaction 
to  their  inability  to  rescue  residents  quickly.  De- 
spite the  preferred  rationalizations,  such  as  too  far 
to  travel,  a sophisticated  interviewer  may  often 
elicit  emotionally  charged  reasons  linked  to  the  job 
for  the  employee’s  decision  to  quit. 

Comment 

From  the  very  inception  of  this  training  pro- 
gram, we  have  shared  a firm  conviction  in  the  po- 
tential benefits  to  trainees  and  to  residents  of  the 
State  school.  We  agree  that  even  if  the  income 
gained  is  not  high,  to  obtain  a steady  job  with  reg- 
ular wages  and  an  assured  tenure,  is  a very  wide- 
spread aim,  especially  among  lower-paid  workers. 
If,  therefore,  we  could  provide  an  employment  op- 
portunity which  could  offer  (1)  a reasonable  in- 
come for  work  done,  (2)  job  satisfaction  in  the 
form  of  a chance  to  help  others  with  the  attendant 
social  approval,  and  (3)  a gateway  to  further  occu- 
pational advancement,  the  multiple  positive  rein- 
forcements would  lead  to  a high  percentage  of  job 
retention.  Our  research  suggests  our  approach 
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TABLE  I.  Follow-up  data  as  of  April  4,  1973' 


Assistant  Mental 


Class 

Starting 

Date 

Weeks  on 
Job 

Health  Therapy  Aid » 

Placed  Dropped  (Per  Cent) 

' Hospital  Care  Worker * 

Placed  Dropped  (Per  Cent) 

I 

6/22/72 

41 

22 

2 

(9.9) 

2 

1 

(50) 

II 

7/20/72 

37 

27 

8 

(29  6) 

2 

1 

(50) 

III 

8 31  72 

31 

30 

7 

(23.3) 

IV 

10  31  72 

23 

23 

5 

(21.7) 

V 

12  7 72 

17 

21 

2 

(9.6) 

3 

0 

VI 

3/1/73 

5 

13 

0 

(0.0) 

VII 

3/29/73 

1 

18 

0 

(0.0) 

Totals 

154 

24 

(15.6) 

7 

2 

(28.6) 

(orkers  on  job  four  months  or  longer. 

Classes  I through  V 

(turnover  rate  20  per  cent) 

123 

24 

(19.5) 

7 

2 

(28 . 6) 

* Total  for  program:  Placed,  161;  drop|K*d,  26;  turnover  rate,  16.1  |>er  cent. 


was  successful. 

Special  problems  confront  those  who  attempt  to 
train  the  hard-core  unemployed  for  jobs.  Fried- 
lander  and  Greenberg2  have  written  about  the  ef- 
fect of  job  attitudes,  training,  and  organizational 
climate  on  this  group  of  new  employees.  These 
authors  stress  the  supportive  atmosphere  as  the 
only  factor  correlating  with  the  hard-core  unem- 
ployed person's  effectiveness  and  work  behavior. 
Although  we  have  yet  to  make  a precise  study  of 
these  parameters,  the  informal  evaluations  of  our 
trainees  reveal  an  overall  impression  that  supervi- 
sors have  a positive  regard  for  trainees  who  com- 
plete the  program.  Indeed  whereas  regular  staff 
initially  voiced  skepticism  and  distrust,  as  word 
spread  the  trainees  were  often  sought  after. 

The  key  philosophy  of  the  program  was  to  work 
side  by  side  with  the  candidates.  The  clinical  in- 
structors were  not  armchair  advisors.  They  were 
out  on  the  w^ard  and  taught  by  example,  sharing 
personal  reactions  and  feelings.  Openness,  com- 
munication, and  questions  were  encouraged.  We 
held  no  grandiose  expectations  that  we  could  ef- 
fect profound  behavioral  change.  Our  counsel  was 
available  on  a voluntary  basis  to  trainees  and  su- 
pervisors alike.  As  the  employees  benefited,  su- 
pervisors reacted  favorably. 

Friedlander  and  Greenberg2  report  that  most 
training  programs  focus  on  changing  the  hard-core 
unemployed  person  to  fit  into  the  existing  organi- 
zational culture.  Our  covert  agenda  included  as 
well  the  plan  to  modify  supervisory  and  adminis- 
trative attitudes  toward  welfare  recipients  seeking 
employment.  We  aimed  to  prove  that  our  trainees 
were  interested  in  work  and  moreover  could  be- 
come useful  members  of  the  caretaking  team.  We 
hoped  to  show  that  prejudicial  attitudes,  whether 
toward  individuals  who  are  economically  (the 
trainees)  or  for  that  matter  intellectually  limited 
(the  residents),  impede  change.  Maybe,  we  rea- 
soned, the  staff  was  doing  a disservice  to  some  of 


the  residents  by  having  preset  notions  about  resi- 
dents’ potentials.  Likewise  if  you  have  a fixed 
opinion  that  people  on  welfare  are  “lazy”  and  are 
not  motivated  to  work,  attempts  to  bring  them 
into  the  labor  force  will  fail.  Again  our  results 
tended  to  challenge  facile-based  attitudes.  The 
trainees  were  prepared  to  doubt  that  a job  awaited 
them  at  the  end  of  the  program.  Some  of  the  su- 
pervisors questioned  the  trainees’  motivation. 
Both  sets  of  skeptics  were  happily  proved  wrong. 

It  is  most  difficult  in  a program  such  as  ours  to 
document  the  effect  on  the  residents.  This  is  an 
institution  where  overpopulation  means  inade- 
quate staffing.  The  addition  of  our  training  pro- 
gram stimulated  new  interest. 

Resthaven  Psychiatric  Hospital 
765  College  Avenue 
Los  Angeles,  California  90012 
(DR.  MOSKOWITZ) 
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the  weight  of  scientific  opinion 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few'  definitive  state- 
ments in  the  O.T.  A.  report: 

“. . . the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  wras 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
land  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts arc,  in  fact,  equivalent  in  bio- 
availability. 

DRUG  _ 

b/oequivalence 
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“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability wrere  recognized  and 
w'ell  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and / or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

Pharmaceutical  Manufacturers 
IIMBl  Association 

1155  Fifteenth  Street,  N.W 
WM.  in)  Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C. 20402. 
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We  have  heard  much  of  the  concept  known  as 
“The  Sanctity  of  Life.”  My  understanding  of  this 
concept  is  that 


The  value  of  human  life  is  infinite  and  beyond  mea- 
sure, so  that  any  part  of  life — even  if  only  an  hour  or  a 
second — is  of  precisely  the  same  worth  as  seventy 
years  of  it,  just  as  any  fraction  of  infinity  being  indi- 
visible, remains  infinite.  Accordingly,  to  kill  a de- 
crepit patient  approaching  death  constitutes  exactly 
the  same  crime  of  murder  as  to  kill  a young,  healthy 
person  who  may  still  have  many  decades  to  live.  For 
the  same  reason,  one  life  is  worth  as  much  as  a thou- 
sand or  a million  lives — infinity  is  not  increased  by 
multiplying  it.1 


In  light  of  this,  how  do  we  approach  the  problem 
of  human  experimentation?  Recent  technical  de- 
velopments and  new  medications  have  made 
human  experimentation  a virtual  necessity  for 
medical  progress.2  Yet  the  ethical,  moral,  philo- 
sophic, sociologic,  and  religious  implications  have 
not  kept  pace  with  these  medical  advances.  The 
worst  possible  situation  that  one  could  foresee  is 
“the  onerous  threat  of  a dehumanized  medical 
science  that  implacably  considers  humans — in- 
fants, pregnant  women,  the  retarded,  the  dying, 
the  well  and  the  sick,  as  laboratory  animals.”3 
Rational  justifications  and  explanations  for  such  a 
position  are  intolerable  to  most  human  beings. 

Presented  at  a conference  on  “Ethical,  Medical  and  Legal 
Aspects  of  Human  and  Animal  Experimentation”  held  at 
Wayne  State  University  School  of  Medicine,  Detroit,  Michigan, 
March  15  to  16,  1973. 

* The  opinions  expressed  in  this  report  are-  those  of  the  au 
thor  and  do  not  necessarily  represent  those  of  the  Long  Island 
Jewish — Hillside  Medical  Center. 


Legislation 

American  law  offers  very  little  help  in  the  dilem- 
ma of  proper  human  experimentation  other  than 
its  principal  concern  for  the  protection  of  the  indi- 
vidual patient.  Very  little  legislation  exists  to 
guide  the  investigator.  The  U.S.  Public  Health 
Service  has  promulgated  regulations  on  human  ex- 
perimentation,4 as  has  the  Food  and  Drug  Admin- 
istration concerning  the  use  of  human  beings  in 
the  testing  of  new  drugs.5  The  Nuremberg  Code6 
and  the  Declaration  of  Helsinki7  provide  recom- 
mendations and  guidelines  for  physicians  and 
other  health  workers  in  clinical  research. 

Moral,  ethical,  and  religious  aspects 

Perhaps  more  important  than  the  legal  regula- 
tions of  clinical  investigation  on  human  subjects  in 
testing  new  drugs,  new  surgical  procedures,  and 
basic  biologic  concepts,  are  the  moral,  ethical,  and 
religious  issues.  Respect  for  the  sanctity  of 
human  life  is  the  basic  moral  and  religious  presup- 
position in  regulating  physicians  in  their  scientific 
studies  of  human  patients,  just  as  in  their  day-to- 
day  practice  of  medicine.8  An  ethical  physician 
from  the  time  of  antiquity,  from  the  talmudic  phy- 
sician-sages (Mar  Samuel  and  others)  to  the  an- 
cient Greek  physicians  (Hippocrates,  Galen,  and 
others),  have  always  held  to  this  moral  precept. 
The  ethical  and  moral  responsibilities  of  the  phy- 
sician as  a divine  agent  in  the  alleviation  of  human 
suffering  have  been  enunciated  in  the  deeply  pious 
and  moving  prayers  of  Asaph,9  Judah  Halevy,10 
Jacob  Zahalon,11  and  Abraham  Zacutus,12  as  well 
as  the  physician’s  prayer  attributed  to  Moses 
Maimonides.13 

The  sanctity  of  life  is  a concept  which  appears 
throughout  Judeo-Christian  traditions  and  be- 
speaks life  to  be  God’s  creation  over  which  we  have 
no  ultimate  authority.  Hence,  suicide,14,15  mercy 
killing,16  or  other  human  violations  of  this  princi- 
ple are  prohibited.  An  even  more  basic  question 
is  the  moral  and  religious  license  of  a physician  to 
practice  medicine.  Since  God  said,  “For  I am  the 
Lord  that  healeth  thee”  (Exodus  15:26),  is  a mor- 
tal permitted  to  become  a physician  and  practice 
medicine?  Does  such  an  act  constitute  interfer- 
ence with  the  deliberate  designs  of  Providence? 
Does  a physician  play  God  when  he  practices  med- 
icine? It  is  clear  primarily  from  a phrase  in  Exo- 
dus 21:19,  “And  heal  he  shall  heal,”  that  the  Bible 
gives  specific  sanction  to  the  physican  to  heal  and, 
according  to  some  authorities,  makes  it  obligatory 
on  him  to  provide  his  medical  skills  to  cure  dis- 
ease.17 It  is  just  as  clear  that  the  patient  must  not 
rely  on  miracles  but  is  duty  bound  to  seek  out  a 
physician  to  heal  him. 

If  the  physician’s  predominant  or  exclusive  con- 
cern is  the  healing  of  his  patient,  then  the  stan- 
dards of  good  medical  practice  will  dictate  the 
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course  of  treatment.  If  there  is  a sure  cure  avail- 
able in  a given  situation,  the  physician  will  cer- 
tainly employ  it  first,  in  preference  to  a treatment 
of  doubtful  efficacy.  The  problem  which  concerns 
us  today,  however,  is  the  situation  in  which  the 
physician  proposes  to  use  a treatment  which  is  not 
yet  fully  established  scientifically.  Such  medical 
experimentation  might  expose  the  patient  to  a sig- 
nificant degree  of  risk  or  inconvenience,  for  if 
these  elements  are  lacking,  there  is  little  or  no 
moral  problem  involved.  The  experiment  might 
merely  consist  in  giving  the  treatment  to  a particu- 
lar patient  or  series  of  patients  in  a controlled 
fashion,  and  of  observing  and  recording  what  fol- 
lows. This  is  human  experimentation.  Some- 
body must  be  the  first  to  try  such  a new  treatment, 
and  some  patient  must  be  the  first  to  be  exposed 
to  it. 

Before  such  a controlled  clinical  trial  of  a new 
treatment  is  undertaken,  many  basic  questions 
must  be  considered  and  solved,  among  which  are 
the  following:  Is  the  proposed  treatment  relative- 
ly safe,  or  is  it  likely  to  do  harm  to  the  patient? 
Can  a new  treatment  ethically  be  withheld  from 
any  patient  in  the  physician’s  care?  Which  pa- 
tients may  or  should  be  admitted  to  a controlled 
clinical  trial  and  randomly  allocated  to  different 
treatments?  Is  it  necessary  to  obtain  the  patient’s 
consent  before  including  him  in  the  treatment 
trial?  Is  it  ethical  to  use  a placebo  treatment?  Is 
it  proper  for  the  physician  not  to  know  whether  his 
patient  is  receiving  the  experimental  treatment  or 
a placebo?18 

In  spite  of  the  voluminous  literature  on  ethical 
problems  in  medicine,19  there  are  no  easy  answers. 
There  are  at  least  eight  books  dealing  specifically 
with  human  experimentation,20-2 ' as  well  as  many 
individual  reports.  After  reviewing  all  this  litera- 
ture, at  least  one  writer  was  impressed  with  the 
difficulty  of  solving  definitively  many  of  the  spe- 
cific issues  involved  in  the  basic  question  of  what 
is  right  in  the  use  of  human  subjects  for  experi- 
mental purposes.19  The  only  unanimity  of  opin- 
ion seems  to  be  in  the  desirability  of  obtaining  in- 
formed consent  freely  given.  But  there  is  no  una- 
nimity at  all  about  the  definition  of  informed  con- 
sent. Several  studies  indicate  that  the  act  of  con- 
senting is  not  necessarily  a token  of  informed  un- 
derstanding.28 

One  eminent  authority  and  prolific  writer  in  the 
field  of  medical  ethics  states  that  the  bland  as- 
sumption that  consent  is  ours  for  the  asking  is  a 
myth.29  He  further  asserts  that  if  the  investigator 
says  he  obtained  consent,  all  is  not  necessarily 
well.  Far  more  dependable  evidence  of  right  or 
wrong  can  be  found  in  an  examination  of  the  in- 
vestigation or  treatment  trial  undertaken.  A 
study  on  human  beings  does  not  become  moral  or 
ethical  merely  because  it  turned  up  useful  data.29 

Catholic  and  Jewish  teachings  differ  somewhat 


on  the  matter  of  consent  for  human  experimenta- 
tion. Of  primary  importance  in  Catholicism  is  the 
informed  consent  of  the  patient.  As  a rule,  this 
consent  shall  be  explicit,  especially  if  the  subject  is 
to  be  exposed  to  any  appreciable  risk  or  inconve- 
nience for  the  benefit  of  others.80  Presumed  con- 
sent remains  a speculative  possibility  in  some 
cases.  The  position  of  Judaism,  on  the  other 
hand,  as  enunciated  by  Britain’s  Chief  Rabbi 
Jakobovits,1  is  as  follows: 

In  the  treatment  of  patients  generally,  whether  the 
cures  are  tested  or  only  experimental,  the  opinion  of 
competent  medical  experts  alone  counts,  not  the 
wishes  of  the  patient;  and  physicians  are  ethically  re- 
quired to  take  whatever  therapeutic  measures  they 
consider  essential  for  the  patient’s  life  and  health,  ir- 
respective of  the  chance  that  they  may  subsequently 
be  liable  to  legal  claims  for  unauthorized  “assault  and 
battery.” 

This  position  is  based  on  the  Judeo-Christian 
doctrine  that  the  patient  is  not  absolute  master  of 
himself,  his  body,  or  his  soul.  He,  therefore,  can- 
not freely  dispose  of  himself  as  he  sees  fit.  To 
deny  himself  a potentially  helpful  treatment  for  an 
otherwise  hopelessly  fatal  illness  would  be  classi- 
fied in  the  category  of  suicide,  a cardinal  prohibi- 
tion both  in  Judaism14  and  in  Catholicism.  Per- 
haps such  a viewpoint  is  meant  in  the  following 
statement  from  the  Declaration  of  Helsinki: 

In  the  treatment  of  the  sick  person,  the  doctor  must 
be  free  to  use  a new  therapeutic  measure,  if  in  his 
judgement  if  offers  hope  of  saving  life,  reestablishing 
health,  or  alleviating  suffering.  If  at  all  possible,  con- 
sistent with  patient  psychology,  the  doctor  should  ob- 
tain the  patient’s  freely  given  consent  after  the  pa- 
tient has  been  given  a full  explanation. 

There  is  thus  no  supreme  goal  called  informed 
consent.31  It  is  a guideline  that  must  be  kept  in 
mind  by  the  physician  in  trying  to  help  the  patient 
reach  the  goal  of  his  total  well-being.  The  pa- 
tient’s greatest  safeguard  in  experimentation,  as  in 
therapy,  is  the  presence  of  a skillful,  informed,  in- 
telligent, honest,  responsible,  compassionate,  and 
hopefully  God-fearing  physician.29 

The  Declaration  of  Helsinki  has  been  accepted 
by  the  major  clinical  investigative  and  medical  or- 
ganizations in  the  United  States,  and  an  enlarged 
version  thereof  was  adopted  by  the  House  of  Dele- 
gates of  the  American  Medical  Association  in 
1966.32  In  England,  the  British  Medical  Associa- 
tion published  a set  of  rules  in  1963, 33  and  the 
Medical  Research  Council  of  Great  Britain  provid- 
ed a detailed  discussion  of  responsibility  in  inves- 
tigations on  human  subjects  in  its  annual  report  in 
1964.34  This  was  followed  by  a statement  of  the 
Royal  College  of  Physicians  of  London  which  pro- 
mulgated certain  general  principles  of  policy  on 
the  supervision  of  clinical  investigations.35  The 
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major  impact  of  the  regulations  of  the  U.S.  Public 
Health  Service,  first  promulgated  by  the  surgeon 
general  in  1966  and  revised  in  1969, 4 as  well  as  the 
requirements  of  the  Food  and  Drug  Administra- 
tion concerning  the  use  of  human  beings  in  the 
testing  of  new  drugs  has  already  been  mentioned.5 

Legally  incompetent  patients 

What  about  research  on  minors,  the  mentally  ill 
or  retarded,  and  other  legally  incompetent  per- 
sons? How  does  one  obtain  consent  from  them? 
The  legal  issue  is  very  easily  solved  in  that  in 
American  law,  consent  is  required  from  parents, 
guardians,  or  next  of  kin.36,3'  English  law  forbids 
experimentation  on  children,  even  if  both  parents 
consent,  unless  done  specifically  in  the  interests  of 
each  individual  child,38  a viewpoint  which  has 
been  strongly  criticized.39  The  moral  issue  is  infi- 
nitely more  complex.  The  famous  Willowbrook 
experiments  on  New  York’s  Staten  Island  were 
headlined  in  Medical  World  News  (Oct.  15,  1971, 
p.  20)  in  a feature  article  entitled  “Was  Dr.  Krug- 
man  justified  in  giving  the  children  hepatitis?” 
The  outcry  was  exemplified  by  New  York  State 
Sen.  Harrison  J.  Goldin  ( Wall  Street  Journal, 
March  24,  1971):  “The  tests  were  irresponsible 

and  reprehensible.  I consider  it  an  outrage  that 
mentally  retarded  children  should  be  used  for 
medical  research.” 

Furthermore,  groups  whose  availability  can  be 
controlled  are  more  likely  to  be  chosen  for  medical 
research  than  others.  Examples  are  prisoners, 
medical  students,  hospitalized  patients,  and  in- 
stitutionalized patients.  New  regulations  to  cover 
these  specific  situations  have  been  proposed  by 
the  former  director  of  the  National  Institutes  of 
Health.40  From  the  religious  standpoint,  every 
life  is  equally  valuable  and  inviolable  including 
that  of  children,  medical  students,  criminals,  pris- 
oners, and  defectives.  As  Rabbi  Jakobovits  points 
out: 


In  the  title  to  life  and  in  its  value,  being  infinite, 
there  can  be  no  distinction  whatever  between  one  per- 
son and  another,  whether  innocent  or  guilty,  whether 
healthy  or  crippled,  demented  or  terminally  afflicted. 
Thus,  even  a person’s  inviolability  after  death  and  his 
rights  to  dignity  are  decreed  in  the  Bible  specifically 
in  relation  to  capital  criminals,  created  like  everyone 
in  the  image  of  God.1 

Organ  transplantation  and  death 

One  area  of  modern  medicine  which  encompass- 
es and  exemplifies  an  exceedingly  large  multitude 
of  moral,  religious,  and  legal  problems  is  the 
subject  of  organ  transplantation.41  First  one  may 
ask:  Is  organ  transplantation  experimental  or 

therapeutic?  Certainly,  artificial  and  trans- 
planted kidneys  which  are  maintaining  the  lives  of 
persons  whose  own  kidneys  have  failed  represent 
therapeutic  triumphs.  However,  nearly  all  cases 


of  transplantation  involving  homografts  imply  ex- 
perimentation for  the  benefit  of  the  ailing 
subject,42  particularly  with  heart,  liver,  lung,  and 
similar  transplants. 

The  use  of  living  human  donors  for  kidney 
transplants  has  introduced  an  ethical  and  religious 
problem  which  is  extraordinarily  difficult.  Taking 
a kidney  from  one  individual  for  use  in  another 
violates  the  fundamental  teaching  of  primum  non 
nocere  (first  of  all,  do  no  harm)  43  Is  the  donor  al- 
lowed to  subject  himself  to  the  danger,  however 
small,  of  the  operative  procedure  and  the  later  po- 
tential consequences,  to  give  one  of  his  kidneys  to 
save  the  life  of  another?  Does  such  a donor  trans- 
gress the  religious  laws  requiring  that  one  preserve 
and  protect  one’s  health  and  life?44  The  answer 
from  a religious  viewpoint  is  that  “a  donor  may 
endanger  his  own  life  or  health  to  supply  a ‘spare’ 
organ  to  a recipient  whose  life  would  thereby  be 
saved  only  if  the  probability  of  saving  the  recipi- 
ent’s life  is  substantially  greater  than  the  risk  to 
the  donor’s  life  or  health.”  45  This  principle  is  ap- 
plicable to  all  organ  transplantation  where  live  do- 
nors are  used  as  a source  of  the  organ  in  question. 

The  use  of  human  cadavers  greatly  reduces  the 
ethical  and  religious  problems  relating  to  the 
donor  but  raises  new  issues.  In  most  religions,  the 
physical  remains  of  a deceased  person  must  be 
treated  with  honor  and  respect.  In  Jewish  law, 
the  dissection  of  the  dead  is  ordinarily  prohibited 
as  a desecration  or  mutilation  of  a human  being 
who  was  created  in  the  image  of  God.46  Further- 
more, burial  of  the  dead  must  not  be  delayed,  and 
no  benefit  may  be  derived  from  the  dead  except 
where  a life  is  at  stake.  In  the  case  of  transplanta- 
tion of  a vital  organ,  such  as  the  kidney  from  a 
dead  donor,  the  prohibitions  dealing  with  the 
desecration  of  the  dead,  delaying  the  burial  of  the 
dead,  ritual  defilement,  and  the  like  are  all  set 
aside  by  the  overriding  consideration  of  saving  a 
life. 

The  most  difficult  issue  of  all  lies  with  the  irre- 
versibly brain-damaged  potential  donor.  When 
does  death  occur  in  an  unconscious  patient  whose 
respiration  and  circulation  are  maintained  by  arti- 
ficial means  so  that  his  organs  can  be  removed  for 
transplantation?  When  is  the  physician  allowed 
to  “flip  the  switch?”  When  is  the  physician  guilty 
of  shortening  the  patient’s  life  by  discontinuing 
such  instrumentation?  When  is  the  physician 
guilty  of  allowing  the  patient  to  die  by  withholding 
some  form  of  medication  or  treatment?  Eutha- 
nasia or  mercy  killing  in  most,  if  not  all,  circum- 
stances is  morally,  ethically,  legally,  and  religious- 
ly abhorrent.  The  discontinuation  of  instrumen- 
tation and  machinery  which  is  specifically  de- 
signed and  utilized  for  the  treatment  of  incurably 
ill  or  irreversibly  sick  patients  might  only  be  per- 
missible if  one  were  certain  that  in  doing  so,  one  is 
shortening  the  act  of  dying  and  not  interrupting 


760  New  York  State  Journal  of  Medicine/ April  1975 


life.47  Yet  which  physician  can  make  the  fine  dis- 
tinction between  prolonging  life  and  prolonging 
the  act  of  dying?  The  former  is  the  physician’s 
obligation,  and  the  latter  is  prohibited. 

How  does  one  define  death?  The  era  of  heart 
transplantation  has  made  necessary  a new  look  at 
the  definition  of  death.  There  are  even  several 
types  of  death.  Intellectual  death  might  be  de- 
fined as  that  point  when  a person’s  intellect  ceases 
to  function.  Social  death  occurs  when  an  individ- 
ual no  longer  functions  as  a member  of  society. 
Spiritual,  physiologic,  legal,  clinical,  and  religious 
definitions  of  death  also  exist.  Recent  medical 
definitions  of  death  are  those  of  the  ad  hoc  com- 
mittee of  the  Harvard  Medical  School48  and  the 
Declaration  of  Sydney  of  August  8,  1968.  But 
even  medical  definitions  of  death,  about  which 
there  is  no  unanimity  of  opinion,  only  speak  of 
clinical  death.  Life  on  a biologic  or  cellular  level 
may  continue  for  a much  longer  period.  The  legal 
meaning  of  death  can  be  investigated  by  hearings 
and  legislation,49  but  the  moral  and  religious  prob- 
lems involved  in  the  definition  of  death  cannot  be 
solved  by  decree  or  public  consensus. 

When  is  the  dying  patient,  a potential  organ 
donor,  beyond  help?  When  is  the  physician  guilty 
of  a grave  moral  and  religious  sin  by  not  doing  ev- 
erything possible  to  maintain  his  patient?  Just  as 
one  cannot  properly  define  health  as  the  absence 
of  disease,  it  seems  inappropriate  to  define  death 
as  the  absence  of  life.  We  will  speak  about  the 
definition  of  life  presently.  While  society  in  gen- 
eral and  the  medical  and  legal  professions  in  par- 
ticular are  struggling  to  arrive  at  an  acceptable 
definition  of  death,  one  should  not  lose  sight  of  the 
religious  attitudes  toward  death. 

The  Catholic  Church  is  on  record  as  not  requir- 
ing a physician  to  use  “extraordinary”  means  to 
prolong  the  life  of  a hopelessly  ill  patient.50  The 
term  “extraordinary”  is  not  defined,  however. 
The  Church  requires  “clear  and  reasonable”  evi- 
dence for  death  before  a heart  can  be  removed  for 
transplantation.  However,  the  phrase  “clear  and 
reasonable”  remains  to  be  defined.  The  definition 
of  death  in  Jewish  law  is  the  cessation  of  spontane- 
ous respiration  and  the  absence  of  a heartbeat  in  a 
patient  in  whom  competent  medical  opinion 
deems  any  prospects  of  resuscitation,  however  re- 
mote, impossible.51 

There  are  many  other  moral  and  religious  prob- 
lems involved  in  organ  transplantation  in  man. 
Time  permits  only  brief  mention  of  some  of  them. 
Is  one  interfering  with  God’s  will  by  artificially 
prolonging  a person’s  life  by  providing  him  with  a 
new  kidney  or  heart  or  liver  when  God  may  have 
ordained  a shorter  life  span  for  this  person?  Is 
one  interfering  with  the  patient’s  right  to  die  in 
dignity  by  extending  the  duration  of  his  life? 
Who  shall  pay  for  the  enormous  expense  involved 
in  an  organ  transplant?  Are  only  the  rich  entitled 


to  benefit  from  such  medical  advances?  Who  se- 
lects the  recipients?  Since  there  are  more  poten- 
tial recipients  than  donors,  who  decides  “who  shall 
live  and  who  shall  die?”  The  physician?  Soci- 
ety? The  clergy?  These  questions  cry  out  for  an- 
swers.52 

Finally,  in  the  area  of  organ  transplantation  in 
man,  an  interesting  prophetic  philosophic  question 
has  been  raised  as  follows: 

And  if  the  day  should  ever  approach  when  hearts 
and  brains  are  to  be  successfully  supplanted  or  trans- 
planted ....  the  ancient  question  of  the  seat  of  the 
soul  or  of  the  self  would  cease  to  be  academic  .... 
What,  then,  of  Descarte’s  famous  dictum,  “1  think, 
therefore,  I am.”  Who,  then,  will  be  “I?”  53 

At  least  one  writer  has  already  discussed  this 
and  related  problems  of  brain  transplants  from  the 
Jewish  religious  viewpoint/’4 

Does  the  responsibility  of  physicians  to  their  pa- 
tients extend  beyond  the  death  of  the  patient? 
This  question  is  now  pertinent  in  view  of  the  rise 
of  the  cryonics  movement  which  advocates  freez- 
ing of  dead  human  bodies  rather  than  burying 
them  in  the  customary  fashion,  with  the  anticipa- 
tion that  a cure  for  the  patient’s  condition  may 
someday  be  found.05  At  the  present  time,  frozen 
cadavers  are,  in  fact,  truly  dead.  Should  science 
at  some  time  make  possible  the  preservation  of 
frozen  human  beings  in  a state  of  suspended  ani- 
mation, then  legal,  moral,  and  religious  issues 
would  be  raised.56  Is  the  frozen  patient  legally 
dead?  Can  his  wife  remarry?  Does  his  estate 
pass  to  the  heirs? 

Unborn  fetuses 

I would  now  like  to  turn  to  a discussion  of  exper- 
imentation on  the  unborn  and  the  unconceived.  I 
will  not  speak  of  abortion  or  contraception  or  arti- 
ficial insemination  or  sterilization,  since  these  pro- 
cedures are  not,  strictly  speaking,  experimental  in 
nature.  Detailed  discussion  of  any  one  of  these  is 
beyond  the  scope  of  this  presentation. 

Let  us  then  examine  the  ethical  and  religious 
implications  of  genetic  screening  and  amniocen- 
tesis, of  genetic  manipulation  and  engineering,  of 
in  vitro  fertilization  of  a human  egg  by  human 
sperm,  of  the  implantation  of  an  in  vitro  conceptus 
into  a woman’s  womb,  of  the  implantation  of  a 
naturally  fertilized  egg  from  the  womb  of  a preg- 
nant woman  into  the  womb  of  another  so-called 
“host  mother”  who  serves  as  an  incubator,  and  of 
experimentation  on  fetuses.  These  new  areas  of 
consideration  have  been  made  possible  by  the  ex- 
traordinary advances  in  biomedical  research  and 
technology  in  the  past  fifty  years.5.  Of  such  great 
importance  are  the  ethical,  social,  and  legal  prob- 
lems associated  with  these  advances,  that  not  only 
governmental  agencies  but  also  private  organiza- 
tions are  beginning  to  inquire  into  the  ethical  pro- 
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priety  of  performing  procedures  such  as  genetic 
engineering  and  in  vitro  fertilization  and  growth  of 
human  embryos.58 

Public  disquiet  over  the  use  of  fetuses  from 
abortion  clinics  in  Britain  resulted  in  the  forma- 
tion of  an  advisory  group  on  the  use  of  fetuses  and 
fetal  material  for  research  in  May,  1970.59  In  its 
report,  the  group  recommends  that  research  on 
fetuses  should  continue,  subject  to  safeguards  and 
control.60  The  major  provisions  of  their  suggested 
code  of  ethics  are  that  no  procedure  should  be  un- 
dertaken on  a viable  fetus  (twenty  weeks  gestation 
or  weighing  400  to  500  Gm.)  which  is  inconsistent 
with  the  sustenance  of  its  life;  that  parents  should 
be  able  to  declare  their  wishes  about  the  disposal 
of  a dead  or  nonviahle  fetus;  that  there  should  be 
no  monetary  exchange  for  fetuses  or  fetal  material; 
and  that  research  on  previable  fetuses  should  be 
subject  to  additional  safeguards  and  limited  to  fe- 
tuses weighing  less  than  300  Gm. 

We  need  to  remind  ourselves  at  this  point  that 
Catholic  teaching  preaches  that  life  begins  at  con- 
ception and  that  any  direct  attack  on  the  unborn 
fetus  is  considered  murder,  even  if  it  is  carried  out 
with  the  best  of  intentions.  In  Jewish  law,  al- 
though technically  life  begins  at  birth,  the  destruc- 
tion of  the  unborn  fetus  is  considered  “moral  mur- 
der” and  is  prohibited  for  a variety  of  reasons,  ex- 
cept to  save  the  mother’s  life  or  prevent  a serious 
deterioration  of  her  physical  or  mental  health.61 
It  does  not  necessarily  follow  that  experimentation 
on  spontaneously  aborted  nonviahle  human  fetus- 
es would  necessarily  be  forbidden  in  Catholic  or 
Jewish  teaching.  Clarifications  are  needed  from 
religious  leaders  of  both  faiths. 

Genetic  screening 

Turning  next  to  genetic  screening,  we  are  faced 
with  the  problem  of  possibly  undertaking  large- 
scale  screening  programs  to  detect  diseases  or  the 
carrier  state  of  diseases  for  which  there  is  no  cure. 
Should  advanced  cancer  not  be  diagnosed  because 
it  cannot  be  cured?  Should  individuals  be  stigma- 
tized with  the  knowledge  they  are  carriers  of  the 
gene  for  sickle-cell  anemia  or  hemophilia  or  Tay- 
Sachs  disease?  Are  their  procreational  and  repro- 
ductive activities  to  be  decided  for  them  or  by 
them  on  the  basis  of  such  genetic  information? 

The  Institute  of  Society,  Ethics,  and  the  Life 
Sciences  has  recently  pointed  out  that  the  advent 
of  widespread  genetic  screening  raises  new  and 
often  unanticipated  ethical,  psychologic,  and  so- 
ciomedical problems.62  The  Institute  proposes  a 
set  of  principles  to 

. . . include  the  need  for  well-planned  program  ob- 
jectives, involvement  of  the  communities  immediately 
affected  by  the  screening,  provision  of  equal  access, 
adequate  testing  procedures,  absence  of  compulsion,  a 
well-defined  procedure  for  obtaining  informed  con- 


sent, safeguards  for  protecting  subjects,  open  access  of 
communities  and  individuals  to  program  policies,  pro- 
vision of  counseling  services,  an  understanding  of  the 
relation  of  screening  to  realizable  or  potential  thera- 
pies, and  well-formulated  procedures  for  protecting 
the  rights  of  individual  and  family  privacy. 

Religious  implications  of  such  genetic  screening 
programs  are  exemplified  by  Tay-Sachs  disease, 
an  illness  afflicting  mostly  Jews.  The  carrier  rate 
among  Jews  of  Central  and  East  European  ances- 
try is  believed  to  be  about  1 person  in  30.  Should 
2 carriers  marry,  one  quarter  of  their  children  will 
suffer  from  the  disease  and  die  therefrom  in  the 
first  few  years  of  life.  In  Jewish  law,  the  obliga- 
tion with  regard  to  procreation  is  not  suspended 
simply  because  of  the  statistical  probability  that 
some  children  of  the  union  may  die  of  a lethal  dis- 
ease.63 Although  genetic  counselling  is  desirable, 
the  choice  not  to  have  children  is  unacceptable  to 
Judaism. 

Equally  important  in  Jewish  law  is  the  matter  of 
amniocentesis,  whereby  fetal  monitoring  is  carried 
out  with  the  intent  of  terminating  the  pregnancy  if 
the  fetus  is  identified  as  having  full-blown  Tay- 
Sachs  disease.  Recourse  to  abortion  in  such  a cir- 
cumstance is  not  permissible  unless  a threat  to  the 
mother’s  life  exists.  Furthermore,  since  no  thera- 
peutic advantage  is  obtained  by  amniocentesis  car- 
ried out  solely  for  the  purpose  of  diagnosing  a se- 
vere genetic  defect  such  as  Tay-Sachs  disease,  it 
poses  an  unnecessary  risk  to  both  mother  and 
fetus  and  would  hence  be  prohibited.  Although 
still  considered  an  experimental  procedure,64  am- 
niocentesis performed  to  diagnose  a condition  such 
as  blood-group  incompatibility  for  which  medical 
therapy  is  available,  not  only  may  but  must  he 
performed  by  the  physician,  even  repeatedly,  in 
Jewish  law,  as  part  of  good  medical  practice. 

Concerning  experimentation  on  human  embryos 
in  vitro  and  the  “test  tube”  fertilization  of  a 
human  ovum,  two  major  articles  in  leading  medi- 
cal journals  present  opposing  views.  Fletcher65 
claims  that  neither  abortion  nor  genetic  control 
should  be  condemned.  His  feeling  that  human 
needs  are  more  important  than  fetal  rights  was 
criticized  by  numerous  correspondents  writing  in 
the  columns  of  the  same  journal.66  Another  writer 
also  disagrees  and  states  that  one  cannot  ethically 
choose  for  a child  the  unknown  hazards  that  he 
must  face  and,  simultaneously,  choose  to  give  him 
life  in  which  to  face  them.67  He  finds  it  immoral 
to  discard  or  terminate  the  lives  of  the  zygotes,  the 
developing  cluster  of  cells,  the  blastocysts,  the  em- 
bryos, and  the  fetuses  which  will  need  to  be  killed 
in  the  course  of  developing  the  implantation  pro- 
cedure. Many  others  also  condemn  in  vitro  fertil- 
ization as  unethical  experimentation  on  future 
possible  human  beings.68,69 

Some  have  called  for  a moratorium  on  experi- 
ments that  would  attempt  to  implant  an  in  vitro 
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conceptus  into  a woman’s  womb.67  70  The  Jewish 
views  on  host-mothers,  1 as  well  as  genetic  manip- 
ulations for  cloning  purposes  2 3 have  recently  been 
enunciated. 

In  all  these  areas  of  medical  advance,  we  should 
remind  ourselves  that  human  procreation  is  an  act 
which  engages  two  people  physically  and  spiritual- 
ly and  not  merely  rationally,  as  in  a laboratory 
procedure.6.  With  artificial  insemination  we  have 
already  dehumanized  the  act  involved  in  conceiv- 
ing a human  being  by  making  it  a merely  rational 
act.  * Human  beings  should  not  be  reproduced  or 
manufactured  but  “called  into  being”  and  given 
the  breath  of  life  by  Divine  intervention. 

But  what  is  human?  Is  an  unborn  fetus  human 
so  as  to  prohibit  its  destruction?  In  both  Catholi- 
cism and  Judaism  the  answer  is  a resounding  yes. 
Is  the  fertilized  ovum  human?  If  it  is  not  human 
it  is  potentially  human;  that  is,  if  left  alone  it  will 
develop  into  a human  being.  Some  authorities 
even  consider  the  egg  and  the  sperm  to  be  poten- 
tial human  subjects  prior  to  fertilization.  Hence, 
all  experimental  work  in  the  area  of  genetic  engi- 
neering must  be  considered  as  human  experimen- 
tation and  treated  as  such  from  religious,  moral, 
and  legal  standpoints. 

Conclusion 

Let  me  conclude  by  saying  that  the  law  defines 
what  is  permissible,  but  what  is  permissible  is  not 
always  ethical.  Legal  permissibility  is  not  synony- 
mous with  moral  license.  In  the  Judeo-Christian 
tradition  the  morality  of  human  experimentation 
is  based  on  the  principle  that  man  is  responsible  to 
God  for  his  spiritual  and  physical  life,  since  man 
was  created  by  God  in  His  image.  The  money 
value  of  a man  was  once  calculated  from  his  com- 
position of  iron,  calcium,  phosphorus,  and  other 
elements.  He  turned  out  be  be  worth  less  than  a 
dollar.  4 5 His  money  value  as  an  economic  social 
entity  is  much  higher,  but  still  infinitely  inade- 
quate for  characterizing  his  value  as  a human 
being. 

Finally,  I wish  to  enunciate  the  religious  posi- 
tion on  the  subject  of  human  experimentation,  in 
which  the  Catholic  position  in  most  respects  paral- 
lels the  Jewish  position.  Ten  basic  principles  are 
mentioned  by  Britain’s  Chief  Rabbi  Jakobovits1  as 
follows: 

1.  Human  life  is  sacrosanct,  and  of  supreme  and  in- 
finite worth. 

2.  Any  chance  to  save  life,  however  remote,  must  be 
pursued  at  all  costs. 

3.  The  obligation  to  save  a person  from  any  hazard 
to  his  life  or  health  devolves  on  anyone  able  to 
do  so. 

4.  Every  life  is  equally  valuable  and  inviolable,  in- 
cluding that  of  prisoners  and  defectives. 

5.  One  must  not  sacrifice  one  life  to  save  another, 
or  even  any  number  of  others. 


6.  No  one  has  the  right  to  volunteer  his  life. 

7.  No  one  has  the  right  to  injure  his  own  or  anyone 
else’s  body,  except  for  therapeutic  purposes. 

8.  No  one  has  the  right  to  refuse  medical  treatment 
deemed  necessary  by  competent  opinion. 

9.  Measures  involving  some  immediate  risks  of  life 
may  be  taken  in  attempts  to  prevent  certain 
death  later. 

10.  There  are  no  restrictions  on  animal  experiments 
for  medical  purposes. 

If  all  illness  and  affliction  would  no  longer  exist, 
it  would  obviate  the  need  for  human  experimenta- 
tion. Let  us  hope  and  pray  that  God  will  fulfill  his 
promise  to  the  children  of  Israel  as  found  in  Exo- 
dus 23:25:  “And  I will  take  sickness  away  from  the 
midst  of  thee.” 

82-68  164  Street 
Jamaica,  N.Y.  1 1432 
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It  is  a well-established  fact  that  individuals  who 
are  hospitalized  tor  mental  illness,  or  who  are  in- 
stitutionalized in  a correctional  facility,  experience 
extreme  difficulty  in  reentering,  if  they  are  able  to 
at  all,  the  community  where  they  originally  re- 
sided. Once  such  individuals  have  departed,  the 
ranks  behind  them  close.  This  is  a familiar  phe- 
nomenon seen  at  the  level  of  the  family  as  well  as 
in  the  community  at  large.  It  constitutes  a major 
obstacle  in  the  rehabilitation  of  individuals  who 
have  been  placed  in  institutional  settings. 

The  failure  to  develop  community  support  for 
the  establishment  of  small  treatment  units  in  the 
community  prolongs  their  stay  in  large  deper- 
sonalizing institutions  where  rehabilitation  is  ex- 
tremely difficult.  This  problem  is  dramatically 
demonstrated  by  the  community  opposition  en- 
countered in  the  various  attempts  to  establish 
community-based  treatment  centers  for  drug  ad- 
dicts. 

With  the  growing  awareness  of  the  severity  of 
the  drug  abuse  problem  in  the  United  States,  new 
clinics  and  methods  of  treatment  have  developed 
rapidly,  often  to  the  dismay  of  the  communities  in 
which  they  are  located.  Prior  to  1958  the  treat- 
ment of  heroin  addiction  was  centered  in  two  fed- 
erally sponsored  facilities,  the  U.S.  Health  Service 
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Hospitals  at  Lexington,  Kentucky,  and  Fort 
Worth,  Texas,  both  isolated  and  self-contained 
units.  The  development  in  1958  of  Synanon,  a 
drug-free  therapeutic  community  operated  by  ex- 
addicts, was  the  first  movement  away  from  the 
large  depersonalizing  institutional  setting  in  the 
treatment  of  drug  addiction.  The  physical  loca- 
tion of  its  programs  was  based  on  the  acquisition 
of  properties  in  residential  neighborhoods,  where 
rehabilitation  could  be  more  effective.  Casriel1 
and  Yablonsky2  describe  the  opposition  on  the 
part  of  the  neighboring  community  to  the  estab- 
lishment of  Synanon  in  Santa  Barbara,  California. 

Today,  programs  continue  to  be  faced  with  op- 
position in  their  attempts  to  establish  community- 
based  treatment  centers.  Vincent  Dole,  M.D.,  the 
pioneer  in  methadone  treatment  for  heroin  ad- 
dicts, is  reported  in  The  New  York  Times  of  Octo- 
ber 30,  1973,  to  have  said,  “Community  opposition 
(is)  preventing  any  growth  or  decentralization  of 
methadone  programs  in  the  city  . . . there  is  a total 
impasse.”  3 

We  propose  to  review  the  problems  faced  by 
various  addiction  treatment  programs  in  their  at- 
tempts to  establish  community-based  facilities. 
An  examination  of  the  outcome  of  these  attempts 
and  ways  of  dealing  with  opposition  can  be  of  as- 
sistance in  program  planning  and  expansion. 

Reasons  for  opposition 

The  underlying  motives  for  community  resis- 
tance to  the  establishment  of  treatment  programs 
appear  to  be  a fear  of  the  unknown,  compounded 
by  anxieties  stemming  from  existing  stereotypes 
about  addiction  in  general  and  the  addict  in  par- 
ticular. The  professional  literature  has  dealt  only 
marginally  with  the  problem  of  community  oppo- 
sition; the  press,  however,  has  given  a fair  amount 
of  coverage  to  this  situation,  and  newspaper  arti- 
cles provide  immediate  and  up-to-date  accounts  of 
prevailing  attitudes.  We  have  isolated  the  fol- 
lowing as  the  major  reasons  for  resistance  to  drug 
treatment  centers. 

1.  Residents  fear  an  influx  of  addicts  into  the 
community,  resulting  in  an  increase  in  crime  and  a 
proliferation  of  illicit  drugs.4-7 

2.  Homeowners  fear  a decrease  in  property  values  'i 
resulting  from  the  presence  of  “undesirables”  and 
“outsiders,”  many  of  whom  may  he  of  different  ethnic 
or  socioeconomic  backgrounds  from  the  community  II 
residents.8 

3.  Residents  deny  the  existence  of  an  addiction 
problem  in  their  community  and,  consequently,  op- 
pose the  establishment  of  a treatment  facility.4,9 

4.  Certain  groups  are  philosophically  opposed  to  a 1 
specific  treatment  modality,  and  try  to  block  its  en- 
trance into  their  community;  for  example,  in  some 
black  communities,  methadone  maintenance  is  1 
viewed  as  a form  of  genocide  or  white  control.10 
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5.  Politicians  support  community  opposition  as  a 
means  of  gaining  political  support  at  election 
time. 7,11,12 

6.  The  community  resents  not  being  informed 
about,  or  being  involved  in,  plans  to  establish  a treat- 
ment program.9,13 

7.  The  community  resents  the  profit-making  in- 
herent in  the  proliferation  of  private  programs.14 

8.  This  opposition  is  compounded  by  adverse 
newspaper  and  television  publicity.3 

Opponents  of  treatment  programs  use  the  fol- 
lowing techniques  most  frequently  in  attempting 
to  prevent  centers  from  opening: 

1.  Picketing  and  harassment  of  patients,  staff 
members,  and  community  supporters  of  the  programs 
in  front  of  the  treatment  center,  places  of  business, 
and  homes.  This  has  given  rise  to  counter  demon- 
strations by  supporters  of  the  program.5,15 

2.  Threats  of  economic  and  political  reprisals.15 

3.  Use  of  zoning  regulations  and  court  injunctions 
to  prevent  programs  from  opening.  These  regula- 
tions generally  prohibit  the  operation  of  hospitals  or 
treatment  centers  in  areas  zoned  for  residential  use. 
Other  charges  have  involved  violations  of  fire  regula- 
tions as  well  as  the  nonpossession  of  a hospital  license. 

A large  number  of  treatment  programs,  includ- 
ing our  own,  have  been  faced  with  these  obstacles. 
Despite  these  obstacles  we  have  successfully 
opened  outpatient  methadone  maintenance  clinics 
in  four  different  community  locations  in  The 
Bronx.  These  are  located  in  business  as  well  as  in 
residential  areas. 

Establishing  the  clinic  in  the  face  of  opposition 

Three  of  our  clinics  are  located  in  what  was  for- 
merly a bank  building  in  the  heart  of  the  commer- 
cial center  of  The  Bronx.  This  space  was  obtained 
through  the  medical  director’s  familiarity  with  the 
neighborhood  which  the  clinic  was  to  serve.  A 
group  of  businessmen  near  the  proposed  clinic  site 
learned  of  the  use  to  which  the  space  would  be  put 
and  attempted  to  purchase  the  lease  to  prevent 
the  clinic  from  opening.  The  focus  of  the  group’s 
concern  related  to  a possible  increase  in  crime. 
Our  community  relations  department,  together 
with  community  leaders  who  were  interested  in 
having  the  clinic  open,  met  with  the  group  and, 
after  explaining  to  them  the  nature  of  the  clinic 
and  the  fact  that  addicts  entering  treatment  no 
longer  have  any  desire  to  use  drugs,  were  able  to 
elicit  the  group’s  cooperation. 

The  work  of  our  community  relations  and  edu- 
cation departments  has  been  invaluable  in  this  en- 
deavor. As  soon  as  we  found  potential  clinic  sites, 
the  political  and  community  leaders  from  the  area 
with  whom  we  had  already  established  relation- 
ships and  who  had  an  understanding  of  our  pro- 
gram, were  told  of  our  plans.  It  was  usually  not 
necessary  to  inform  the  community  in  general 


until  the  centers  were  actually  in  operation.  In- 
quiries from  local  groups  were  candidly  answered, 
and  it  was  emphasized  that  residents  of  that  par- 
ticular community  would  be  treated  in  the  clinic 
located  there. 

In  adopting  the  policy  that  extensive  advance 
notice  of  our  intention  to  open  clinics  was  not 
mandatory,  we  were  influenced  both  by  the  princi- 
ples of  social  psychology  and  by  the  past  experi- 
ence of  other  treatment  programs.  Lapiere16 
found  that  prejudiced  individuals,  such  as  hotel- 
keepers,  when  faced  with  a fait  accompli,  will  ac- 
commodate members  of  minority  groups,  yet  if 
previous  written  requests  are  made  such  accom- 
modations will  be  denied.  Nash  et  al,H  in  a study 
of  community  residents’  reactions  to  the  presence 
of  an  addiction  treatment  facility  on  their  block, 
found  that  although  community  resentment  about 
not  being  given  prior  notice  lingered,  many  resi- 
dents on  the  block  who  now  accept  the  presence  of 
a Phoenix  House  would  have  attempted  to  block 
its  opening  had  they  known  about  it  in  advance. 
Only  a small  percentage  of  the  block’s  residents,  9 
per  cent,  have  been  opposed  to  the  location  of 
Phoenix  House,  with  the  hulk  of  the  opposition 
being  concentrated  among  owners  of  private 
homes.  There  was  considerably  less  opposition  on 
the  part  of  apartment  dwellers.  The  greatest 
amount  of  opposition  is  generally  to  be  found 
among  individuals  residing  in  the  immediate  vicin- 
ity of  the  site  of  a proposed  center.  Our  commu- 
nity relations  department,  which  is  staffed  by  both 
indigenous  personnel  and  successfully  rehabilitat- 
ed former  heroin  addicts,  has  been  able  to  win  over 
those  opponents  whose  fears  stem  from  a lack  of 
familiarity  with  the  program.  These  community 
members  are  invited  to  visit  our  treatment  centers 
and  speak  to  patients  and  staff. 

When  we  speak  of  community  resistance,  the 
concept  of  “community”  means  different  things  to 
different  people.  In  fact,  there  is  no  single  group 
which  can  be  called  truly  representative  of  the  en- 
tire community.  In  the  examples  we  have  cited, 
the  resistance  begins  in  the  immediate  vicinity 
where  the  program  will  be  located,  and  may  then 
spread  if  broader  forces  are  enlisted  such  as  legis- 
lators, higher-level  political  leaders,  businessmen's 
associations,  parent-teacher  associations,  and  so 
forth.  To  counteract  this,  pressure  must  be  gener- 
ated from  the  community  residents,  especially  pa- 
tients and  their  relatives  who  want  and  need  such 
a treatment  center. 

Resistance  to  the  opening  of  private  methadone 
clinics  is  characterized  by  similar  fears  and  objec- 
tions, but  also  has  additional  components  that 
may  stem  from  rational  consideration  of  certain 
problems.  For  example,  private  programs  may 
draw  their  patients  from  the  entire  city,  not  from 
the  immediate  vicinity  alone.  Often  the  number 
of  patients  served  is  substantially  larger  than  that 
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of  public  clinics,  and  thus  patient  supervision  may 
be  reduced.  Another  cause  for  resentment  is  that 
physicians  in  private  clinics  make  a profit.  These 
and  other  objections  are  present  in  a current  cam- 
paign against  the  opening  of  a private  methadone 
clinic  which  is  scheduled  to  open  in  upper  Man- 
hattan. In  the  West  105th  Street  Area  Associa- 
tion newsletter  a number  of  questions  that  concern 
the  community  are  posed:  “What  exactly  were 

the  operating  procedures  going  to  be?  When 
would  the  clinic  open,  how  many  hours,  how  many 
patients  (300  a day  as  reported?)  ...  six  days  a 
week?  . . . Where  were  these  addicts  to  be  recruit- 
ed from  and  how?  What  were  the  security  mea- 
sures? What  was  the  staff-to-patient  ratio? 
What  rehabilitation  efforts  were  planned?  What 
are  the  medical  director’s  qualifications  and  inten- 
tions? And  what  was  being  done  to  prevent  an- 
other profit-making,  shoddily  operated  clinic?”  14 
In  an  orderly  and  intelligent  fashion,  the  board  of 
directors  of  the  area  association  voted  to  oppose 
the  private  clinic  “until  our  questions  regarding  li- 
censing, funding,  security,  operation,  and  proof  of 
value  of  this  clinic  to  our  whole  community  were 
answered  to  our  satisfaction.”  Privately,  however, 
one  hears  such  statements  as:  “Why  should  he  get 
rich?”  and  “Our  neighborhood  is  rough  enough 
without  attracting  more  addicts  into  it,”  despite 
the  fact  that  the  site  of  the  proposed  clinic  is  one 
of  the  principle  “copping”  areas  for  the  communi- 
ty, and  the  clinic’s  medical  function  is  to  treat 
these  addicts. 

The  problem  is  not  limited  to  addiction  treat- 
ment centers.  Tenants  in  an  office  building  have 
resisted  the  landlord’s  renting  space  to  the  For- 
tune Society,  an  association  of  former  convicts 
dedicated  to  the  improvement  of  prison  condi- 
tions.17 The  establishment  of  a residential  half- 
way house  for  former  psychiatric  patients  was  op- 
posed by  home  owners,  a number  of  whom  were 
psychiatrists,  on  the  grounds  that  it  might  lower 
property  values.18  A similar  resistance  to  change 
is  seen  in  many  nonrehabilitation  settings.  For 
instance,  some  residents  of  Forest  Hills,  a semi- 
suburban New  York  City  community,  vehemently 
and  violently  resisted  a low-income  housing  proj- 
ect in  their  community,  ostensibly  because  of  the 
fear  of  a rise  in  crime  and  lowering  of  property 
values,  but  there  was  also  an  apparent  undercur- 
rent of  racism  involved.  A recent  development, 
however,  is  that  a new  group  of  residents  have 
formed  an  organization  which  recognizes  the  proj- 
ect as  a fait  accompli  and  urges  its  acceptance  by 
all.19  This  is  another  example  of  the  way  in  which 
resistance  to  acceptance  may  be  reduced  by  the 
hard  reality  of  the  accomplished  fact. 

Dealing  with  the  anxieties  of  prospective  neigh- 
bors is  a complex  problem  which  generally  has 
been  resolved  once  the  clinic  is  fully  operational. 
Our  own  experiences,  as  well  as  those  of  major  res- 


idential treatment  programs  such  as  Odyssey, 
Daytop,  and  Phoenix  House,  have  proved  that 
well-organized,  effective  treatment  centers  have 
not  only  been  accepted  by  the  community,  but  also 
community  involvement  has  become  an  important 
part  of  the  programs’  financing  and  operations. 
In  addition,  the  community  has  recognized  the 
centers  as  a force  in  the  preventive  and  education- 
al aspects  of  drug  abuse. 

Program  staff  remains  actively  involved  in  all 
aspects  of  community  life.  Members  of  our  staff 
have  served  as  resource  persons  giving  information 
in  the  area  of  drug-abuse  education  and  treatment 
to  local  schools,  welfare  agencies,  clinics,  and  po- 
lice precincts.  Political  leaders,  members  of  Con- 
gress, and  other  local  legislators  are  assisted  by  our 
staff  members  who  participate  on  specially  orga- 
nized task  forces.  The  legislators  have  been  in- 
strumental in  obtaining  financial  support  for  the 
program  and  help  to  pave  the  way  in  establishing 
treatment  centers. 

In  conclusion,  opposition  to  the  location  of  com- 
munity-based centers  continues  to  be  a problem  in 
providing  treatment  to  the  community.  Getting 
new  programs  started  is  difficult,  and  some  exist- 
ing ones  are  being  forced  to  close  or  restrict  their 
locations.  The  tendency,  recently,  because  of 
community  opposition,  has  been  for  treatment 
centers  to  become  larger  and  larger,  which,  of 
course,  gives  more  cause  for  complaint  from  the 
communities  involved  and  is  not  desirable  from 
the  rehabilitation  viewpoint. 

Nevertheless,  in  the  past,  it  has  been  possible  to 
establish  most  of  the  major  addiction  treatment 
programs  in  the  face  of  initial  opposition.  This 
type  of  opposition  has  best  been  dealt  with  by  a 
rational  appeal  to  the  community  through  its  lead- 
ership, rather  than  directly.  The  director  of  the 
proposed  clinic  must  be  sensitive  to  the  fears  and 
anxieties  unique  to  the  community  and  mobilize 
forces  favorable  to  reducing  these  fears  and  anx- 
ieties. Once  established,  the  program  must  con- 
tinue to  serve  the  community  through  treatment 
of  individuals  who  actually  live  in  that  community 
and  hiring  of  local  personnel  when  possible. 

Summary 

Rehabilitation  of  mental  patients,  drug  addicts, 
and  others  who  have  been  placed  in  large,  isolated, 
and  depersonalized  institutional  settings,  is  con-J 
siderably  hampered  by  resistance  to  the  establish- 
ment of  small  treatment  units  in  the  community. 
Problems  faced  by  various  addiction  treatment 
programs  in  their  attempts  to  establish  commu-; 
nity-based  facilities,  the  outcome  of  these  at-J 
tempts,  and  ways  of  dealing  with  opposition,  aie 
examined.  The  motives  for  such  opposition  ap- 
pear to  be  fear  of  the  unknown,  compounded  by 
anxieties  stemming  from  existing  stereotypes 
about  addiction  and  the  addict.  Despite  obstacles 
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placed  in  the  way  by  the  neighborhoods  involved, 
the  Albert  Funstein  College  of  Medicine-Bronx 
Psychiatric  Center  Drug  Abuse  Service,  has  been 
successful  in  opening  outpatient  methadone  main- 
tenance clinics  in  four  different  community  loca- 
tions in  The  Bronx. 

Recommendations  for  dealing  with  opposition 
are  made. 

Drug  Abuse  Service 
1500  Waters  Place 
The  Bronx,  N.Y.  10461 
(MR.  LANGROD) 
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macy for  the  drug  prescribed;  and  (6)  The  pharmacist  is 
required  by  law  to  notify  DEA  should  he  not  receive  the 
written  signed  prescription  order  within  the  seventy-two 
hours. 

“Emergency”  means  that:  (1)  Administration  of  the 
drug  is  necessary  for  proper  treatment;  (2)  No  alterna- 
tive drug  is  available,  and  (3)  It  is  not  possible  for  the 
physician  to  provide  a written  prescription  for  the  drug 
at  that  time. 

Dispensing  prescriptions  for  addicts:  The  phar- 

macist may  not  dispense  a prescription  for  a narcotic 
dependent  person  for  the  purpose  of  continuing  his  de- 
pendence unless  the  pharrr  acy  is  part  of  a joint  FDA- 
DEA  approved  treatment  program.  Drug  Enforcement 
Administration,  Vol.  1,  No.  2,  December,  1974. 
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The  story  of  the  role  of  women  in  medicine  in 
early  British  colonial  America  also  involved  their 
place  in  its  society  and  the  existing  status  of  medi- 
cine. 

Early  settlers  conquered  a vast  and  lonely  pri- 
meval wilderness.  In  this  endeavor  women  promi- 
nently participated  and  were  not  spared  the  in- 
credible hardships,  hunger,  and  perils  endured  by 
their  husbands.  Their  tribulations  began  when 
they  boarded  a frail  vessel  for  the  voyage  of  many 
weeks  across  the  ocean. 1-4  The  Pilgrim  mothers 
who  arrived  on  the  Mayflower  suffered  frightful 
decimation  the  first  winter.4’5  Burdened  by  Calvi- 
nist doctrines  of  eternal  sin  and  guilt,  terrifying 
and  tormenting,  and  governed  by  the  heavy  hand 
of  a male  theocratic  oligarchy,  pioneer  New  En- 
gland women,  silent  and  self-reliant,  lived  a harsh 
life,  worked  hard,  and  gave  birth  to  numerous,  5 to 
26,  children.6'7  In  the  middle  and  southern  colo- 
nies, women  were  less  burdened  by  the  restraints 
of  religion  and  led  a gayer  life.  Puritan  settlers 
were  nearly  always  accompanied  by  their  families. 
Virginia  colonizers  came  and  worked  alone  until  90 
females  arrived  from  England  in  1620. 1’4,8,9 
Women  in  a pioneer  society  were  at  a premium. 
Wives  were  important  for  matrilinear  function, 
which  resulted  in  amazing  population  growth2;  the 
strength  contributed  to  colonial  development; 
comforts  and  companionship  provided  husbands 
in  the  wilderness;  help  in  joint  strivings;  feeding 
and  clothing  an  ever-increasing  family;  making 
household  necessities,  such  as  candles  and  soap; 
and  the  skill  with  firearms  which  afforded  both 
additional  defense  against  the  Indians  and  needed 
provisions.  Women  suffered  high  morbidity  and 
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mortality  in  consequence  of  overwork  and  exces- 
sive childbirth.1’4’5’8’10-12 


Education  of  women 

The  cultivation  of  their  minds,  however,  was  re- 
garded with  indifference.  Colonial  females  were 
conspicuous  for  illiteracy  and  male  dependen- 
cy.13,14 Thomas  Paine  (1737-1809),  author  of 
Common  Sense,  called  for  justice  and  emancipa- 
tion of  women.7  Silliman  noted,  “.  . . the  differ- 
ence ...  of  the  sexes  ...  is  owing  entirely  to  neglect 
of  education  of  females  . . . .”15  De  Tocqueville 
wrote  in  1835  that  American  women  were  proud  to 
surrender  their  wills  to  the  yoke  of  men.13,14  By 
common  and  statute  law,  women  were  subordinat- 
ed to  man;  wives  and  daughters  were  confined  to 
household  chores;  indentured  females  and  slaves 
were  also  used  by  masters  for  sexual  purposes;  reb- 
els, such  as  Catherine  Scott,  a founder  of  the  Bap- 
tist church  in  1637,  Quaker  women,  and  Anne 
Hutchinson,  who  presumed  to  instruct  men  to  seek 
salvation  without  ministers,  were  severely  and 
cruelly  dealt  with;  and  the  judicial  massacre  of  al- 
leged witches  (1647-1692)  was  partly  aimed  at  the 
ambition  and  zeal  of  women  and  their  attempts  to 
loosen  the  bonds  of  the  Puritan  oligarchy.3,6’16 

Illiteracy  was  common  to  all  classes  of  females. 
At  best,  their  education  consisted  of  writing,  arith- 
metic, and  in  rare  instances,  music  and  dancing.1' 
Benjamin  Franklin  thought  their  intellectual  infe- 
riority was  due  to  limitations  imposed  by  men;' 
and  Thomas  Jefferson  urged  public  education  to 
assure  democracy.18 

In  the  eighteenth  century,  a few  courageous 
women  achieved  independence  and  educa- 
tion.4'7’17,19’20  Mary  Otis  Warren  published  arti- 
cles favoring  the  War  of  Independence,  in  which 
many  women  served.  Abigail  Adams  wrote,  “I  re- 
gret the  trifling,  narrow,  contracted  education  of 
the  females  of  my  country”;  pleaded  for  constitu- 
tional provisions  to  assure  “.  . . learned  women”: 
and  was  critical  of  the  Declaration  of  Indepen-ii 
dence  which  declared,  “All  men  are  created 
equal,”  yet  meant  neither  all  men  nor  all  women. 
To  John  Adams,  her  husband,  she  wrote,  “I  cannot 
say  you  are  very  generous  to  the  ladies  . . . you  in- 
sist on  retaining  absolute  power  over  women.’ 
The  struggle  for  women’s  rights  continues.  In  the 
nineteenth  century,  an  eminent  feminist  observed 
that  the  Negro  and  women  are  the  only  two  classes 
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of  people  yet  to  achieve  the  status  of  full  citizen- 
ship and  of  full  human  rights.21 


Health  care 

In  one  area  alone,  that  of  health,  colonial  women 
did  not  hug  the  hearth,  nor  were  they  meek,  silent, 
and  restrained.  Families  in  America’s  cradle  days 
realized  the  value  of  health;  numerous  pregnancies 
without  adequate  medical  and  nursing  care  exact- 
ed a mournful  toll  in  lives  of  infants  and  mothers; 
severe  maladies  afflicted  infants  and  children;  ill- 
ness, accidents,  food  scarcity  and  its  complications 
such  as  scurvy,  beriberi,  and  malnutrition  were 
tragic  events;  and,  periodically,  epidemics 
scourged  scattered  hamlets  and  towns.1,22-25 

For  all  practical  purposes,  there  were  no  quali- 
fied physicians  in  seventeenth  century  America. 
Few  English  physicians  ventured  to  risk  their  lives 
or  sacrifice  a practice  for  colonial  hardships.  Offi- 
cials, clergy,  laymen,  and  women  provided  medical 
care.2,26  Colonial  women  met  health  problems  in 
a practical  fashion  and  became  self-taught  heal- 
ers.1,10,26  Treasured  works  of  household  remedies 
by  English  herbal  authorities — John  Gerarde, 
John  Parkinson,  and  Nicholas  Culpepper — were 
avidly  read  and  followed.26,2'  These  volumes  con- 
tained methods  of  growing  herbs;  recipes  for 
“oyles  and  oynments,”  salves  of  “Soverign  and  Ap- 
proved Efficacy  in  most  Distempers,  Pains,  Aches, 
Wounds,  and  Sores”;  and  formulas  to  prevent  the 
marks  of  smallpox.  Using  Indian  plants,  and 
seeds,  roots,  and  cuttings  brought  from  England, 
women  cultivated  a “physick  garden.”  Crops  of 
herbs  were  dried,  classified,  and  stored;  and  a vari- 
ety of  pills,  potions,  powders,  salves,  syrups,  cor- 
dials, and  balms  were  prepared.  Recipes,  freely 
exchanged,  cured  cholic,  agues,  fevers,  the  va- 
pours, evils,  pains,  hysterical  fits,  ringworm,  hypo- 
chondriac complaints,  eye  infections,  cancer,  piles, 
scald  heads,  gravel,  worms,  and  disorders  incident 
to  both  sexes.  When  these  remedies,  less  harmful 
than  copious  bleeding,  failed,  it  was  accepted  as 
God’s  will.  Some  women,  famous  for  their  cures, 
sold  their  nostrums,  and  some  advertised  laudato- 
ry testimonials  affirming  the  virtues  of  their  pana- 
ceas.1 Anne  Bradstreet  praised  unicorn’s  horn  as 
an  antidote  to  poisons,  and  also  wrote  of  the  Aris- 
totelian theory  of  the  four  humors.26  Cotton 
Mather  urged  gentlewomen  to  keep  their  garden 
full  of  helpful  plants,  and  closets  stocked  with  use- 
ful remedies,  to  help  their  neighbors  and  the 
poor.2''  He  praised  a “Plaister”  of  olive  oil,  pow- 
dered red  and  white  lead,  and  castile  soap  to  which 
was  added,  as  did  Mrs.  John  Eliot  in  her  “spleen- 
plaister,”  oil  of  bavberries.  Diodes  of  Carystus,  a 
Greek  physician  of  the  fourth  century  B.C.,  is 
credited  with  the  first  description  of  plants  for 
medical  use.29 

Until  the  mid-eighteenth  century  medical  prac- 


tice was  largely  an  art.  There  was  still  a scarcity 
of  qualified  physicians,  and  anyone  could  assume 
the  title  of  “doctor”  and  practice  medicine.  Ther- 
apy consisted  of  depletion:  emetics,  purges, 

sweating,  bleeding,  and  blistering;  chemicals;  bio- 
logicals  of  odious,  repulsive,  absurd  materials, 
such  as  human  and  animal  excreta,  roasted  and 
ground  toads,  head  lice,  vermin,  matter  from  the 
bowels  of  a sow-bug,  and  thigh  of  a toad;  native 
remedies,  such  as  gall  of  rattlesnake,  bleeding  root, 
or  partridge  berry  which  Cotton  Mather  declared 

. . are  truly  stupendous”;  and  occult  powers, 
such  as  magic,  prayer,  fasting,  superstition,  or  uni- 
corn horn.2,28,30  Two  specifics  were  known:  cin- 
chona against  malaria  and  the  potentially  danger- 
ous mercury  against  syphilis. 

Women  were  thought  to  have  a natural  ability 
for  the  healing  arts.  They  became  healers,  empir- 
ic physicians,  and  herbalists.  There  were  many 
instances  of  gifted  women  attaining  surgical  skill 
and  successfully  pursuing  the  art  of  “physick  and 
chirurgery,”  some  for  a fee,  as  did  Mary  Bradnox 
and  Katherine  Shrewsbury.1,16,15  A seventeenth 
century  cleric,  who  claimed  all  a practitioner  needs 
is  to  see  an  anatomy,  read  one  book  of  “physick,” 
and  possess  one  herbal,  praised  his  wife  for  skill  in 
healing  wounds,  and  also  vigorously  collected  her 
fees.  Two  distinguished  parson’s  wives  were  able 
practitioners:  Mrs.  John  Cotton  and  Mrs.  John 

Eliot.26  Cotton  Mather  considered  Mrs.  Eliot 
possessed  of  great  ability  in  “physick  and  chirurg- 
ery.”28 Plantation  mistresses  served  as  physicians 
to  ill  or  injured  slaves,  made  the  medicine,  and 
nursed  them.1  In  frontier  settlements,  women 
had  to  be  physician,  apothecary,  and  nurse.  Some 
female  practitioners  were  called  “doctress”  as  was 
Joanna  Smith,  (1614-1687),  skillful  in  “wounds 
and  bruises,”  talented  midwife,  and  renowned  for 
her  salves  and  tonics.14 

Nursing  skill  was  necessary  and  practiced  by 
most  colonial  women  as  exemplars  of  kindness  and 
charity.  White  women — indentured,  the  poor, 
and  wives  or  carpenters,  overseers,  and  gardeners — 
earned  a living  nursing  slaves,  sick  neighbors, 
mothers  after  childbirth,  those  receiving  various 
inoculation,  and  injured  soldiers,  for  whom  they 
also  cooked,  baked,  and  washed.  During  the  Rev- 
olution women  were  similarly  employed  in  military 
hospitals. 


Obstetrics 

Obstetrics  was  totally  dominated  by  women 
from  the  beginning  of  English  colonization,  and 
only  partially  relinquished  in  the  eighteenth  cen- 
tury to  Jame  Lloyd  (1728-1810)  of  Boston,  Wil- 
liam Hunter  (1729-1777)  of  Providence,  and  Wil- 
liam Shippen,  Jr.,  (1736-1800)  of  Philadelphia, 
who  practiced  obstetrics.13,14  Some  colonial 
women  attained  community  immortality  for  their 
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skills  and  devotion:  Mrs.  Bridget  Fuller  of  Plym- 
outh, able  midwife  and  bleeder;  Mrs.  Ann  Eliot 
(7-1687)  of  Roxbury,  “honored  for  the  great  ser- 
vice she  had  done  the  town”;  Mrs.  Wiat  (7-1705) 
of  Dorchester,  “.  . . assisted  in  ye  births  of  one 
thousand  . . . children”;  Mrs.  Thomas  Whitmore  of 
Marlboro,  “officiated  at  more  than  2,000  births 
and  never  lost  a patient”;  and  Mrs.  Elizabeth  Phil- 
ips (7-1761)  of  Charlestown,  “.  . . brought  into  the 
world  . . . 3,000  children.”  Many  midwives  were 
amongst  those  harassed  for  heresy  and  witchcraft: 
Anne  Hutchinson,  skilled  midwife  and  religious 
dissenter,  was  driven  into  exile;  Jane  Hawkins,  be- 
cause of  “notorious  familiarity  with  the  devil,” 
“.  . . she  was  not  to  meddle  in  . . . physick,  plant- 
ers, or  oyles”;  and  doctress  Margaret  Jones  (?- 
1648)  was  hanged.14,16 

Women  were  recognized  in  a case  of  medical  ju- 
risprudence. In  1656,  a female  jury  was  installed 
to  examine  Judith  Catchpole  to  determine  if  she 
recently  had  a baby  which  she  was  accused  of  mur- 
dering.14 

Summary 

Historical  evidence  reveals  that  despite  illitera- 
cy and  prevalent  social  mores,  the  role  of  physi- 
cian, nurse,  apothecary,  and  midwife  was  adopted 
by  early  colonial  women  and  ably  elaborated  to  the 
benefit  of  the  settlers. 

140  Greenway  North 
Forest  Hills,  New  York  11375 
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COMMEMORATING 
200 YEARS 
OF  IRREGVLAR 
AMERICANS 


Casey  Jones  was  a bug  on 
punctuality— some  even  set 
their  watches  by  his 
train’s  whistle. 
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Just  get  me  to  the  station  on  time.  For  200  years,  Americans  have  been 
in  a hurry.  But  some  things  just  don’t  happen  on  schedule—  like  bowel 
movements  in  a constipated  patient.  And  for  200  years,  Americans  have  dealt 
with  this  problem  in  a variety  of  ways—  and  with  varying  degrees  of  success. 


Now  there’s  Modane®  One  tablet  with  the  evening  meal  provides  comfortable 
laxation  in  the  morning... for  postoperative,  pregnant,  or  geriatric  patients. 
Because  it’s  reliable.  Because  it’s  predictable.  Because  it’s  gentle. 


MOOANE 

LAXATIVE  TABLETS 


WARREN-TEED 

pharmaceuticals  incorporated 

SuBSlOlAOV  op  ROMM  ANO  HAAS  COMPANY 
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Drug  Information * 


Questions  and  Answers 

Recently  a report  appeared  in  the  lay  press  con- 
cerning breast  enlargement  related  to  marihuana  use. 
Does  marihuana  also  adversely  affect  male  reproduc- 
tive physiology? 

With  the  increasing  widespread  use  of  marihuana, 
controversy  continues  regarding  its  safety.1  Possible 
complications  from  long-term  high-dose  use  of  the  drug 
must  be  ascertained.  Recent  reports  indicate  that 
chronic  use  of  large  amounts  of  marihuana  may  result  in 
gynecomastia  as  well  as  adversely  affect  sexual  and  pro- 
creative  function  in  man. 

Harmon  and  Aliapoulios2  reported  gynecomastia  in  3 
men  between  the  ages  of  twenty-three  and  twenty-six 
who  reported  smoking  marihuana  in  large  quantities  for 
long  periods,  six  years  in  one  case  and  two  years  in  an- 
other. Two  of  the  men  were  admitted  to  the  hospital 
for  examination.  They  were  found  to  be  fully  matured 
sexually  with  normal  secondary  sexual  characteristics. 
Extensive  examinations  including  laboratory  studies 
ruled  out  liver  disease;  feminizing  testicular,  pituitary, 
or  adrenal  tumors;  and  other  exogenous  drug  adminis- 
tration. The  authors  concluded  that  the  exact  mecha- 
nism of  action  in  these  cases  is  not  known  but  speculate 
on  the  chemical  similarities  between  the  major  active 
component  of  marihuana,  delta-9-tetrahydrocannabinol, 
and  estradiol.  They  believed  that  the  gynecomastia 
may  have  resulted  from  a direct  action  of  the  cannabinol 
on  the  breast  or  be  due  to  a direct  central  nervous  sys- 
tem effect,  with  activation  of  pituitary  prolactin  release. 

Kolodny  and  his  associates3  studied  plasma  testoster- 
one levels  in  20  heterosexual  men  eighteen  to  twenty- 
eight  years  of  age  who  used  marihuana  at  least  four  days 
a week  for  a minimum  of  six  months,  without  use  of 
other  drugs  during  that  interval,  and  in  20  matched  con- 
trols who  had  never  used  marihuana.  Mean  plasma  tes- 
tosterone was  significantly  lower  in  the  marihuana  users 
than  in  the  control  group.  Decreased  testosterone  plas- 
ma levels  were  dose  related.  Both  abstention  from  mar- 
ihuana use  and  stimulation  with  human  chorionic  gona- 
dotropin during  continued  marihuana  use  produced 
marked  increases  in  testosterone.  (The  first  effect  indi- 
cated that  there  was  prompt  return  to  normal  on  cessa- 
tion of  marihuana  use,  and  the  second  effect  indicated 
that  the  subjects  had  normal  Leydig-cell  reserve.)  Mea- 
surements of  liver  function,  circulating  gonadotropins, 

* The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 

Long  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Modell,  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)  622-8989. 


prolactin,  cortisol,  and  thyroxine  were  within  normal 
limits.  Six  of  17  men  (35  per  cent)  examined  showed  ol- 
igospermia, and  2 men  were  impotent.  Two  subjects 
described  impaired  sexual  potency,  and  in  one  of  these 
men,  the  problem  was  reversed  on  cessation  of  marihua- 
na. The  data  suggest  that  chronic  intensive  use  of  mar- 
ihuana may  produce  alterations  in  male  reproductive 
physiology  through  central  (hypothalamic  or  pituitary) 
action  resulting  in  decreased  testicular  output  of  andro- 
gen. 

Mendelson  and  his  associates4  studied  the  relation  be- 
tween chronic  marihuana  use  and  testosterone  levels  in 
27  men,  twenty-one  to  twenty-six  years  of  age.  Plasma 
testosterone  was  measured  daily  before,  during,  and 
after  a twenty-one-day  period  of  marihuana  use.  The 
mean  pre-use  testosterone  level  of  12  casual  users,  who 
smoked  an  average  of  54  marihuana  cigarettes  during 
the  twenty-one-day  use  period,  was  988  ± 93  ng.  per 
milliliter,  and  that  of  15  heavy  users,  who  smoked  an  av- 
erage of  119  cigarettes,  was  1,115  ± 69  ng.  per  100  ml. 
No  statistically  significant  changes  in  plasma  testoster- 
one levels  were  observed  during  and  after  the  smoking 
period  as  compared  with  the  presmoking  baseline  levels. 
The  authors  concluded  that  under  controlled  condi- 
tions, high-dosage  marihuana  intake  was  not  associated 
with  suppression  of  testosterone  levels  when  multiple 
plasma  samples  were  obtained  before,  during,  and  after 
a twenty-one-day  smoking  period.  Their  data  do  not 
corroborate  an  association  between  chronic  marihuana 
use  and  decreased  plasma  testosterone. 

In  conclusion,  it  has  not  been  resolved  whether  or  not 
chronic  use  of  large  amounts  of  marihuana  adversely  af- 
fect the  sexual  and  reproductive  status  in  the  male. 
This  question  as  well  as  other  metabolic  and  endocrine 
effects  of  the  drug  await  further  investigation. 

1.  Mendelson,  J.  H.,  et  at:  Marihuana:  A Signal  of  Mis- 
understanding, Government  Printing  Office,  Washington,  D.C., 
1972,  vol.  l,p.  68. 

2.  Harmon,  J.,  and  Aliapoulios,  M.  A.:  Gynecomastia  in 

marihuana  users,  New  England  J.  Med.  287:  936  (1972). 

3.  Kolodny,  R.  C.,  et  al  : Depression  of  plasma  testoster- 
one levels  after  chronic  intensive  marihuana  use,  ibid.  290:  872 
(Apr.  18)  1974. 

4.  Mendelson,  J.  H.,  et  al.:  Plasma  testosterone  levels  be- 
fore, during  and  after  chronic  marihuana  smoking,  ibid.  291: 
1055  (Nov.  14)  1974. 

Please  supply  information  concerning  the  usefulness 
of  intra-arterial  injections  of  reserpine  to  treat  Ray- 
naud's syndrome.* 

Patients  suffering  from  Raynaud’s  disease4  and  Ray- 
naud’s phenomenon**  have  been  subjected  to  a vast 

* Raynaud’s  syndrome  is  a term  used  for  convenience  that 
encompasses  both  Raynaud’s  disease  and  Raynaud’s  phenome- 
non. 

4 Raynaud’s  disease  is  characterized  by  absence  of  recogniz- 
able connective  tissue  disease  and  other  obvious  causes  for  pe- 
ripheral color  changes. 

**  Raynaud’s  phenomenon  is  characterized  by  symmetrical 
bilateral  color  changes  in  the  hands  after  cold  exposure  or  emo- 
tional stimuli  in  patients  with  underlying  connective  tissue  dis- 
ease. 
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array  of  treatments  in  efforts  to  help  them.  There  are 
indications  in  the  literature  that  intra-arterial  injections 
of  reserpine  may  be  useful  in  the  treatment  of  these  con- 
ditions. 

Tindall1  and  his  co-workers  treated  102  patients  with 
Raynaud’s  disease  and  Raynaud’s  phenomenon  with 
intra-arterial  injections  of  reserpine.  All  patients  re- 
ceiving initial  injections  were  hospitalized.  The  injec- 
tions of  1 to  1.5  mg.  of  reserpine  were  made  into  a bra- 
chial artery.  Two  thirds  of  the  patients  showed  good  or 
excellent  response  when  they  were  reevaluated  after  one 
month.  Benefits  continued  in  some  patients  for  many 
months.  Side-effects  were  mild  in  degree,  and  patient 
acceptance  of  the  procedure  was  good.  Although  un- 
sure of  the  mechanism  for  this  therapeutic  effect,  the 
authors  concluded  that  reserpine  must  increase  nutri- 
tional flow  through  the  capillary  circulation  of  the  fin- 
gers. 

Kontos  and  Wasserman2  utilized  intra-arterial  reser- 
pine (0.5  mg.  injected  into  the  right  brachial  artery)  fol- 
lowed by  oral  reserpine  (1  mg.  per  day  for  a period  of 
four  to  six  weeks)  to  treat  11  patients  with  Raynaud’s 
phenomenon.  Two  patients  did  not  return  for  follow- 
up study.  Eight  of  the  remaining  9 patients  followed 
for  one  to  three  years  show-ed  improvement  character- 
ized by  decreased  frequency  and  severity  of  attacks. 
There  was  healing  of  ulceration  in  5 patients  who  had 
fingertip  ulcers  prior  to  reserpine  therapy.  In  3 patients 
the  ulceration  did  not  recur  during  the  follow-up  period. 
In  the  other  2 patients,  the  improvement  was  temporary 
despite  continued  reserpine  therapy. 

Willerson  et  al .3  utilized  intra-arterial  injections  of 
reserpine  to  treat  13  patients  with  Raynaud’s  disease 
and  Raynaud’s  phenomenon.  Short-term  improvement 
of  superficial  flow,  as  measured  by  a heat-loss  measuring 
device,  followed  in  7 of  the  13  patients  treated. 

Romeo  et  al  4 reported  that  8 of  12  patients  with  Ray- 
naud’s disease  and  Raynaud’s  phenomenon  showed  pos- 
itive results  to  intra-arterial  reserpine. 

McFadyen  et  al.5  conducted  a double-blind  control 
study  in  15  patients  with  Raynaud’s  syndrome  utilizing 
intra-arterial  reserpine.  Although  3 patients  had  relief 
of  symptoms  for  up  to  three  months,  they  concluded 
that  intra-arterial  reserpine  is  not  an  effective  long-term 
treatment  for  Raynaud’s  syndrome. 

In  conclusion,  our  search  indicates  that  patients  with 
Raynaud’s  disease  and  Raynaud’s  phenomenon  may 
gain  at  least  temporary  benefit  by  intra-arterial  reser- 
pine. No  serious  side-effects  were  reported  for  this 
treatment,  and  patient  acceptance  of  the  procedure  was 
good. 

1.  Tindall,  J.:  Medical  uses  of  intra-arterial  injections  of 

reserpine.  Arch.  Dermat.  110:  233  (Aug.)  1974. 

2.  Kontos,  H.,  and  Wasserman,  T.:  Effect  of  reserpine  in 
Raynaud’s  phenomenon,  Circulation  39:  259  (1969). 

3.  W illerson.  J.,  et  al  : Reserpine  in  Raynaud’s  disease  and 
phenomenon — short-term  response  to  intra-arterial  injection. 
Ann.  Int.  Med.  72:  17  (1970). 

4.  Romeo.  S..  et  al  : Intra-arterial  administration  of  reser- 
pine— its  use  in  patients  with  Raynaud’s  disease  or  Raynaud’s 
phenomenon,  Arch.  Int.  Med.  125:  825  (1970). 

5.  McFadyen.  I.,  et  al  : Intra-arterial  reserpine  adminis- 
tration in  Raynaud’s  syndrome,  ibid.  132:  526  (Oct.)  1973. 

Please  provide  me  with  information  concerning  the 
use  of  tryptophan  in  treatment  of  depression. 

Tryptophan  is  an  amino  acid  which  is  an  essential 


constituent  of  the  diet.  It  is  marketed  in  Europe  and 
England  for  the  treatment  of  depression  but  is  not  avail- 
able commercially  for  this  indication  in  the  United 
States  although  available  as  a bulk  chemical.  The  drug 
is  often  used  in  conjunction  with  pyridoxine,  since  pyri- 
doxal  phosphate  is  a coenzyme  in  several  metabolic 
reactions  involving  L-tryptophan.  Clinical  and  experi- 
mental findings  have  led  to  the  suggestion  that  in  the 
depressive  phases  of  manic  depressive  illness  there  is  a 
defect  in  the  synthesis  or  utilization  of  5-hydroxytryp- 
tamine  in  the  brain.  The  possibility  of  correcting  this 
by  the  administration  of  its  natural  precursor  L-trypto- 
phan,  which  if  effective  would  have  many  advantages 
over  existing  treatment  in  terms  of  safety  and  side-ef- 
fects, has  prompted  a series  of  therapeutic  trials. 

Coppen  and  co-workers1  studied  the  antidepressive 
effect  of  tryptophan  with  and  without  the  addition  of  an 
MAOI  (monoamine-oxidase  inhibitor),  and  compared  it 
with  ECT  (electroconvulsive  therapy)  in  three  groups  of 
patients  with  severe  depression.  The  result  suggested 
that  tryptophan  was  as  effective  as  ECT  in  treating  de- 
pressive illness.  The  patients  given  tryptophan  and  an 
MAOI  tended  to  show  a greater  improvement  than 
those  treated  by  tryptophan  alone. 

Kline  and  Shah2  studied  34  patients  who  were  in  the 
active  depressive  phase  of  their  manic  depressive  illness. 
Seventeen  patients  were  assigned  to  tryptophan  treat- 
ment, 3 to  6 Gm.  daily,  and  the  remaining  17  were  given 
imipramine  (Tofranil)  150  to  225  mg.  daily.  Patients 
were  rated  at  two-week  intervals  before,  during,  and 
after  the  trial  for  a period  of  six  weeks.  Results  indicat- 
ed that  tryptophan  was  as  efficacious  as  imipramine. 

Prange  et  al.3  conducted  a double-blind  placebo-con- 
trolled crossover  study  in  which  they  treated  5 manic 
patients  with  chlorpromazine  hydrochloride  (Thorazine) 
followed  by  L-tryptophan  and  then  5 patients  who  re- 
ceived L-tryptophan  first  followed  by  chlorpromazine 
hydrochloride.  L-tryptophan  was  slightly  superior  to 
chlorpromazine  in  all  regards  as  an  antimanic  agent. 
The  study  tended  to  confirm  that  L-tryptophan  acts 
rapidly  in  mania,  particularly  to  reduce  hyperactivity. 
This  may  represent  an  advantage  over  lithium  and  even 
chlorpromazine. 

Potentiation  of  MAOI  by  tryptophan  was  reported  by 
Glassman  and  Platman.4  In  a double-blind  study,  20 
patients  received  phenelzine  (Nardil)  30  mg.  twice  daily 
and  either  placebo  or  L-tryptophan  12  to  18  Gm.  daily. 
Despite  the  small  number  of  patients,  a definite  trypto- 
phan effect  was  observed.  Six  of  10  subjects  treated 
with  tryptophan  were  discharged  in  three  weeks  com- 
pared with  2 of  those  who  received  phenelzine  alone. 

Carroll  et  al.5  studied  12  pairs  of  severely  depressed 
patients  and  found  that  L-tryptophan  is  inferior  to 
ECT.  The  two  treatments  were  compared  directly  in  a 
sequential  trial.  L-tryptophan  was  given  in  a dose  of  7 
Gm.  daily  together  with  170  mg.  of  pyridoxine  hydro- 
chloride. After  three  weeks  all  12  patients  who  received 
ECT  had  improved  compared  with  only  1 of  12  treated 
with  L-tryptophan. 

Herrington  et  al.6  treated  20  severely  depressed  pa- 
tients with  ECT  or  L-tryptophan  up  to  8 Gm.  a day. 
Although  both  groups  had  improved  significantly  after 
two  weeks,  the  ECT  group  continued  to  improve,  while 
the  L-tryptophan  group  showed  little  further  change. 
The  authors  attributed  the  first  two  weeks  of  im- 
provement to  nonspecific  factors.  However,  later 
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Herrington'  stated  that  L-trvptophan  is  as  effective  as 
imipramine  and  it  potentiates  the  antidepressant  effect 
of  MAOI. 

There  appear  to  be  indications  that  tryptophan  may 
be  a valuable  agent  for  treatment  of  the  depressive 
phase  of  manic  patients. 
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Legislative  roundup 

Medical  Malpractice  ....  Senator  Nelson  (D.,  Wis.) 
has  introduced  S.  188,  which  would  establish  in  HEW  a 
National  Medical  Malpractice  Development  Fund  simi- 
lar to  existing  federal  riot  and  flood  reinsurance  pro- 
grams. The  proposal  is  designed  to  protect  primary  in- 
surance companies  against  catastrophic  malpractice 
claims  losses.  In  introducing  the  bill,  Senator  Nelson 
cited  the  need  for  cooperation  of  the  medical  profession, 
the  insurance  industry,  state  and  federal  governments, 
the  judicial  sector,  and  the  general  public  in  order  to 
solve  “the  medical  malpractice  problem.”  Under  the 
Nelson  proposal,  insurance  companies  selling  malprac- 
tice insurance  could  voluntarily  pay  into  a reinsurance 
pool  which  would  pay  malpractice  liability  claims  above 
$25,000.  That  figure  would  be  adjusted  periodically, 
based  on  actuarial  experience.  S.  188  also  requires  the 
Secretary  of  HEW  to  conduct  studies  of  medical  mal- 
practice, including  exploration  of  alternatives  to  the 
present  system  of  settling  malpractice  claims.  A federal 
Medical  Malpractice  Reinsurance  Advisory  Board 
would  be  established,  and  its  19  members,  of  whom  4 
would  represent  the  health  care  profession,  would  re- 
view general  policies  and  advise  the  Secretary  with  re- 
gard to  the  reinsurance  program.  Also  under  the  bill, 
federal  representatives  could,  for  investigation  and 
audit  purposes,  have  access  to  records  of  insurers  or 
other  persons  relative  to  the  costs  of  programs  under- 
taken for,  or  services  rendered  to,  the  Secretary  of 
HEW. 

Another  proposal,  S.  215,  the  National  Medical  In- 
juries Compensation  Insurance  Act  of  1975,  was  intro- 
duced by  Senators  Inouye  (D.,  Hawaii)  and  Kennedy 
(D.,  Mass.).  This  program  would  establish  a federal 
system  of  compensation  for  injuries  incurred  as  a result 
of  medical  treatment.  Any  person  so  injured  could  be 
ultimately  compensated  by  the  government  without 
proof  of  negligence  on  the  part  of  the  provider.  The 
program,  patterned  after  the  Workmen’s  Compensation, 
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would  not  be  a compulsory  system.  Health  care  provid- 
ers would  have  the  option  of  participating  or  abstaining 
from  the  system.  A participating  provider  would  pay 
annual  premiums  to  the  federal  government,  and  his  pa- 
tients would  then  be  entitled  to  coverage  for  injuries 
from  medical  treatment  by  the  provider.  Compensa- 
tion under  the  no-fault  system  in  addition  to  economic 
losses  and  medical  and  rehabilitation  services  of  up  to 
$2,000  a month  would  include  compensation  for  pain 
and  suffering  and  other  noneconomic  losses  up  to  a limit 
of  $2,000  a month.  There  is  no  time  limit  on  the  num- 
ber of  months  for  which  such  benefits  would  be  payable. 
Injured  persons  would  retain  the  right  to  initiate  court 
action  instead  of  seeking  no-fault  benefits.  As  a condi- 
tion of  participation  in  the  insurance,  health  care  pro- 
fessionals would  have  to  comply  with  national  standards 
of  licensure  and  relicensure  set  by  the  Secretary  of 
HEW.  Moreover,  participating  physicians  would  be  re- 
quired to  agree  to  submit  all  services  rendered  to  the  re- 
view of  the  appropriate  PSRO.  All  amounts  paid  in 
claims  would  be  derived  solely  from  premiums  paid  by 
health  care  providers.  The  compensation  fund  would 
also  pay  attorneys’  fees  for  any  successful  claimant  ei- 
ther under  the  no-fault  compensation  system  or  in  any 
tort  action,  based  on  actual  time  expended,  and  for  at- 
torneys’ fees  for  unsuccessful  claimants  in  no-fault  ac- 
tions unless  such  actions  are  fraudlent  or  frivolous. 

On  the  House  side.  Representative  Rostenkowski,  (D., 
111.)  the  newly  appointed  Chairman  of  the  Subcommit- 
tee of  National  Health  Insurance,  has  introduced  H.R. 
1378  providing  for  studies  of  malpractice  insurance 
problems.  The  study  would  be  conducted  by  the  Office 
of  Technology  Assessment  in  cooperation  with  the  Na- 
tional Academy  of  Sciences.  The  report  would  be  sub- 
mitted by  May  1,  1976.  Another  provision  of  the  bill 
contains  a technical  amendment  to  the  Medicare  law  so 
that  the  Part  B premium  may  be  increased  in  accor- 
dance with  actuarial  estimates  developed  by  the  Social 
Security  Administration.  Accordingly,  the  current 
$6.70  premium  would  be  increased  to  $7.50.  Legislative 
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Obituaries 


Edward  K.  Barsky,  M.D.,  of  New  York  City,  died  on 
February  11  at  the  age  of  seventy-nine.  Dr.  Barsky 
graduated  in  1919  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  associate  attend- 
ing surgeon  at  Beth  Israel  Medical  Center.  Dr.  Barsky 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ramon  E.  Basora,  M.I).,  of  New  York  City,  died  on 
February  2 at  the  age  of  seventy-one.  Dr.  Basora  grad- 
uated in  1931  from  Long  Island  College  of  Medicine. 
He  was  a clinical  assistant  attending  obstetrician  and 
gynecologist  at  St.  Luke’s  Hospital  Center.  Dr.  Basora 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Berman,  M.D.,  of  Ellenville,  died  on  November 
25,  1974,  at  the  age  of  eighty-five.  Dr.  Berman  gradu- 
ated in  1921  from  Tufts  University  School  of  Medicine. 
He  was  a member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Peter  Byron,  M.D.,  of  Elmhurst,  died  on  February  5 at 
the  age  of  seventy-two.  Dr.  Byron  graduated  in  1926 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a staff  surgeon  at  Boulevard  and 
Parkway  Hospitals.  Dr.  Byron  was  a Fellow  of  the  In- 
ternational College  of  Surgeons  and  a member  of  the 
American  Proctologic  Society,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Oscar  K.  Cosla,  M.D.,  of  New  York  City,  died  on  Janu- 
ary 16  at  the  age  of  eighty.  Dr.  Cosla  received  his  medi- 
cal degree  from  the  University  of  Bucharest  in  1922. 
He  was  a Fellow  of  the  American  College  of  Cardiology, 
a Fellow  of  the  American  College  of  Angiology,  and  a 
member  of  the  New  York  Academy  of  Medicine,  the 
Newr  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New'  York,  and  the  American  Medical  As- 
sociation. 

Paul  M.  Di  Giorgi,  M.D.,  of  New  York  City,  died  on 
July  1,  1974,  at  the  age  of  forty-eight.  Dr.  Di  Giorgi 
graduated  in  1950  from  New  York  University  Medical 
College.  He  was  an  associate  attending  surgeon  at  Co- 
lumbus Hospital.  Dr.  Di  Giorgi  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Claude  Milton  Eberhart,  M.D.,  of  New  York  City, 
died  on  January  25  at  the  age  of  sixty-three.  Dr.  Eber- 
hart graduated  in  1937  from  Northwestern  University 


Medical  College.  He  was  a Diplomat  of  the  American 
Board  of  Preventive  Medicine  (Public  Health),  a Fellow 
of  the  American  College  of  Preventive  Medicine,  and  a 
member  of  the  Association  of  Life  Insurance  Medical 
Directors,  the  American  Public  Health  Association,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Henry  Eichel,  M.D.,  of  New  York  City,  died  on  June  9, 
1974.  Dr.  Eichel  graduated  in  1907  from  Cornell  Uni- 
versity Medical  College. 

Evelyn  C.  Gaynor,  M.D.,  of  The  Bronx,  died  on  June  5, 
1974.  Dr.  Gaynor  graduated  in  1958  from  Columbia 
University  College  of  Physicians  and  Surgeons.  She 
was  an  assistant  attending  physician  and  a resident  as- 
sociate in  hematology  at  Montefiore  Hospital  and  Medi- 
cal Center. 

Leo  Ginsberg,  M.D.,  of  Brooklyn,  died  on  October  9. 
1974,  at  the  age  of  seventy-two.  Dr.  Ginsberg  received 
his  medical  degree  from  the  University  of  Vienna  in 
1935.  He  was  an  assistant  emeritus  physician  at 
Maimonides  Medical  Center.  Dr.  Ginsberg  was  a mem- 
ber of  the  American  Public  Health  Association,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Julian  Bertram  Herrmann,  M.D.,  of  New  York  City, 
died  on  January  14  at  the  age  of  seventy-eight.  Dr. 
Herrmann  graduated  in  1921  from  Yale  University 
School  of  Medicine.  He  was  an  emeritus  member  of  the 
medical  staff  in  otolaryngology  at  Flower  and  Fifth  Ave- 
nue Hospitals,  a consultant  in  breast  surgery  at  Monte- 
fiore Hospital  and  Medical  Center,  and  a consulting  sur- 
geon at  Medical  Arts  Center  Hospital.  Dr.  Herrmann 
was  a Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Association  for  Cancer  Research, 
the  American  Radium  Society,  the  James  Ewing  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Barlow  Joseph  Hynes,  M.D.,  of  Rockville  Centre,  died 
on  April  13,  1974.  Dr.  Hynes  graduated  in  1924  from 
the  University  of  Toronto  Faculty  of  Medicine.  He  was 
a consulting  radiologist  at  Mercy  Hospital.  Dr.  Hynes 
was  a Diplomate  of  the  American  Board  of  Radiology 
and  a member  of  the  New  York  Roentgen  Society. 

George  H.  Johnston,  M.D.,  of  New  York  City,  died  on 
May  31,  1974.  Dr.  Johnston  graduated  in  1916  from 
Queens  University  Faculty  of  Medicine.  He  was  re- 
tired. 
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Gerard  Kasper,  M.D.,  of  Brooklyn,  died  on  July  24, 
1974,  at  the  age  of  ninety-six.  Dr.  Kasper  graduated  in 
1905  from  Long  Island  College  Hospital.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Scoiety  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Alvin  Marcus,  M.D.,  of  Great  Neck,  died  on 
February  1 at  the  age  of  fifty-eight.  Dr.  Marcus  gradu- 
ated in  1941  from  the  University  of  Arkansas  School  of 
Medicine.  He  was  an  associate  attending  ophthalmolo- 
gic surgeon  at  New  York  Eye  and  Ear  Infirmary.  Dr. 
Marcus  was  a Diplomate  of  the  American  Board  of  Oph- 
thalmology and  a member  of  the  Pan  American  Associa- 
tion of  Ophthalmology,  the  New  York  Society  for  Clini- 
cal Ophthalmology,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Dummett  Mayhew,  M.D.,  of  Oxford,  died  on 
May  17,  1974.  Dr.  Mayhew  graduated  in  1935  from 
Hahnemann  Medical  College  of  Philadelphia.  He  was  a 
member  of  the  American  Academy  of  Family  Practice. 

Harry  Day  Parkhurst,  M.D.,  of  Utica,  died  on  Febru- 
ary 11  at  the  age  of  eighty-three.  Dr  Parkhurst  gradu- 
ated in  1914  from  Albany  Medical  College.  He  was  a 
member  of  the  American  Academy  of  Dermatology,  the 
Academy-International  of  Medicine,  the  Utica  Academy 
of  Medicine,  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hyman  L.  Rachlin,  M.D.,  of  New  York  City,  died  on 
January  26  at  the  age  of  seventy-eight.  Dr.  Rachlin 
graduated  in  1924  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a consulting  psychiatrist  at 
Long  Island  Jewish-Hillside  Medical  Center.  Dr. 
Rachlin  was  a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychoanalytic  Association,  the  American 
Psychiatric  Association,  the  New  York  Neurological  So- 
ciety, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  M.  Rothschild,  M.D.,  of  New  York  City  and 
The  Bronx,  died  on  August  29,  1974,  at  the  age  of 
eighty-three.  Dr.  Rothschild  received  his  medical  de- 
gree from  the  University  of  Frankfurt  in  1920.  He  was  a 
Fellow  of  the  American  College  of  Gastroenterology  and 
a member  of  the  New  York  Academy  of  Gastroenterolo- 
gy, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Clifford  B.  Sageman,  M.D.,  of  Saranac  Lake,  died  in 
December,  1974,  at  the  age  of  fifty-three.  Dr.  Sageman 
graduated  in  1946  from  Harvard  University  Medical 
School.  He  was  an  attending  physician  at  General  Hos- 
pital of  Saranac  Lake.  Dr.  Sageman  was  a member  of 


the  Franklin  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Richard  L.  Scharf,  M.D.,  of  New  York  City,  died  on 
May  15,  1974.  Dr.  Scharf  graduated  in  1969  from  Alba- 
ny Medical  College.  He  was  a clinical  assistant  psychia- 
trist at  The  Mount  Sinai  Hospital. 

Leonard  Scheinman,  M.D.,  of  New  York  City,  died  on 
January  28  at  the  age  of  sixty-five.  Dr.  Scheinman  re- 
ceived his  medical  degree  from  the  University  of  Paris  in 
1938.  He  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a member  of  the  Ameri- 
can Psychiatric  Association,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Meyer  J.  Simon,  M.D.,  of  Brooklyn,  died  on  January 
31  at  the  age  of  seventy-two.  Dr.  Simon  graduated  in 
1925  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

George  Wellington  Slaughter,  M.D.,  of  New  York 
City,  died  on  January  14  at  the  age  of  seventy.  Dr. 
Slaughter  graduated  in  1930  from  Cornell  University 
Medical  College.  He  was  a consulting  urologist  at 
Lenox  Hill  and  Nyack  Hospitals.  Dr.  Slaughter  was  a 
Diplomate  of  the  American  Board  of  Urology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Urological  Association,  the  Pan  American 
Medical  Association,  the  American  Academy  of  Com- 
pensation Medicine,  Inc.,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Hermann  L.  Wenger,  M.D.,  of  The  Bronx,  died  on 
February  3 at  the  age  of  seventy-seven.  Dr.  Wenger 
graduated  in  1922  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Orthopedic  Surgery,  a Fellow  of  the  Amer- 
ican College  of  Surgeons,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Kermat  Zaineddin,  M.D.,  of  Elmira  and  Corning,  died 
on  May  27,  1974,  at  the  age  of  forty-one.  Dr.  Zaineddin 
received  his  medical  degree  from  the  University  of  Shi- 
raz. He  was  an  attending  otolaryngologist  at  Arnot- 
Ogden  Memorial  Hospital,  an  attending  physician  in 
eye,  ear,  nose,  and  throat  at  St.  Joseph’s  Hospital,  and 
an  associate  member  of  the  medical  staff  at  Corning 
Hospital.  Dr.  Zaineddin  was  a member  of  the  Chemung 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 
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continued  from  page  684 

It  is  my  contention  that  none  of  the  changes  suggest- 
ed, strike  at  the  root  of  the  malpractice  insurance  abuse. 
Only  a complete  change  of  the  underlying  philosophy 
and  practice  can  alter  the  present  system  and  bring  a 
new  and  better  order  into  the  prevailing  mess. 

The  present  idea  seems  to  he  that  the  physician  has  to 
insure  himself  against  possible  accusations  of  profes- 
sional negligence  (“malpractice”).  My  idea  puts  the 
burden  of  carrying  insurance  against  medical  risks 
where  it  properly  belongs;  on  the  patient! 

When  somebody  takes  an  airplane  trip  he  can  buy 
special  insurance  if  he  feels  himself  at  risk.  Anybody 
who  buys  a house  has  to  take  out  fire  protection  insur- 
ance. In  a similar  way,  any  patient  should  carry  self- 
protecting  insurance  against  the  possibility  that  his 
medical  or  surgical  treatment  might  be  unsuccessful. 

There  are  approximately  18  million  people  in  New 
York  State.  In  1975  approximately  90  per  cent  of  all 
people  carry  some  kind  of  health  insurance,  be  it  the 
Blue  Plans,  G.H.I.,  “shop”  insurance  through  employ- 
ment, veterans  insurance,  or  Medicare  and  Medicaid. 
Let  us  assume  that,  roughly  speaking,  15  million  have 
some  form  of  health  insurance,  either  private  or  funded 
by  the  Federal  or  state  government.  If  we  suppose  fur- 
ther that  only  $1.00  is  added  every  year  to  the  premiums 
of  this  health  insurance — the  various  government  agen- 
cies would  have  to  go  along  with  this  addition — a fund 
of  $15  million  could  be  set  aside  yearly  for  malpractice 
awards. 

As  will  be  pointed  out  later,  future  awards  would  be 
regulated  and  not  as  sky-high  as  some  of  the  past 
awards  have  been. 

Therefore,  a fund  of  $15  million  per  year  should 
amply  provide  for  any  contingencies  from  this  field. 

How,  then,  would  malpractice  suits  be  handled  under 
my  plan?  First,  each  action  is  referred  to  an  impartial 
panel,  just  as  is  the  case  now.  After  this  step  the 
aggrieved  party  still  has  the  right  to  sue  for  alleged  mal- 
practice. This  right  shall  not  be  abridged  because  it 
would  take  two  separately  elected  legislatures  and  a ref- 
erendum to  do  so;  a long,  clumsy,  and  uncertain  way  to 
go.  Therefore,  the  suggestion  of  a “no-fault”  system  or 
even  a system  like  workmen’s  compensation  is  uncon- 
stitutional. 

At  the  actual  trial  a jury  shall  Find  either  “cause”  or 
“no  cause”  for  malpractice;  they  shall  not  set  the  award. 
The  amount  to  be  awarded  to  the  injured  party  shall  be 
determined  by  the  judge — even  as  he  now  hands  dowrn 
the  sentence  in  a criminal  trial.  The  judge  shall  be 
guided  in  his  determination  by  definite  guidelines  to  be 
formulated  by  the  State  Supreme  Court.  All  awards 
shall  come  out  of  the  fund  which  was  formed  as  outlined 
previously. 

What  about  the  offending  doctor?  Shall  he  go  scot 
free0  Certainly  not!  However,  having  his  insurance 
carrier  pay  enormous  sums  to  claimants  is  not  the  an- 
swer and  has  never  prevented  an  offending  physician 
from  continuing  his  course — if  indeed  he  was  ever  culpa- 
ble. His  discipline  must  be  professional,  not  financial. 

The  Board  of  Regents  shall  establish  a panel  of  pro- 
fessionals of  the  highest  caliber  who  shall  deal  with  any 
physician  who  was  found  “guilty”  in  any  malpractice  ac- 
tion. This  panel  shall  hold  hearings  and  allow  the  ac- 
cused physician  all  rights  of  due  process  which  any  citi- 
zen enjoys.  The  panel  can  then  find  the  physician  ei- 


ther professionally  acceptable  or  prescribe  certain  disci- 
plinary actions,  such  as  more  postgraduate  studies;  or 
enjoining  him  from  performing  certain  procedures  for 
some  time  or  forever;  or  in  severe  and  repeated  cases  of 
malfeasance  even  revoke  his  license  to  practice  medi- 
cine. Since  only  the  Board  of  Regents  has  this  power, 
the  professional  panel  can  only  recommend  such  a dras- 
tic step. 

In  any  case  the  physician — if  he  is  guilty- — will  be 
dealt  with  on  the  right  level,  namely  professionally. 

Thus  the  problem  of  malpractice  is  divided  into  two 
proper  components:  the  financial  one — to  help  the 

aggrieved  party;  and  the  professional  one — to  discipline 
the  offending  physician  if  necessary. 

Only  such  a plan  can  succeed  in  clearing  up  the  pres- 
ent malpractice  mess. 

Hand  in  hand  with  the  suggested  reform  of  actual 
procedure  must  go  a comprehensive  educational  cam- 
paign which  will  explain  to  the  public  what  it  can  and 
cannot  expect  from  medical-surgical  treatment. 

It  also  needs  to  be  pointed  out  how  the  present  ten- 
dency to  bring  suit  for  any  alleged  poor  result  adds  mil- 
lions of  dollars  to  the  total  medical  bills  in  this  country. 
It  must  be  explained  that  doctors  are  being  forced  to 
practice  medicine  defensively,  in  constant  fear  of  law 
suits.  Innumerable  unnecessary  tests,  x-rays,  and  hos- 
pital admissions  are  ordered  daily  for  the  same  reason. 
The  public  is  also  hurt  by  the  fact  that  new  and  often 
better  treatments  cannot  be  used  in  smaller  communi- 
ties for  fear  of  malpractice  actions.  Many  excellent  new 
drugs  and  procedures  are  often  held  back  for  years  be- 
fore being  released  by  the  FDA  or  the  Surgeon  General’s 
office  for  fear  of  negligence  actions.  All  of  medicine  has 
been  pervaded  by  the  stifling  influence  of  that  one 
dreaded  social  disease:  the  indiscriminate  law  suit. 

Let  the  public  be  aware  then  of  what  it  is  bringing 
onto  itself — because  now  the  vast  majority  of  the  people 
and  even  the  law  makers  are  unfamiliar  with  the  facts. 
Let  the  truth  prevail — so  that  the  necessary  changes  can 
be  made. 

HANS  POLLAK,  M.D. 

18  Littauer  Place 
Gloversville,  N.Y.  12078 


Editor’s  Note:  The  following  letter  to  the  editor  does 
not  reflect  the  views  of  the  MSSNY  or  the  Journal, 
but  are  those  of  the  author  alone.  Despite  the  au- 
thor’s preference  not  to  document  evidence  for  many 
of  the  statements  made,  and  of  the  charges  presented, 
the  letter  is  a temperate  viewpoint  which  has  merit, 
and  its  presentation  to  our  readers  is  warranted.  Of 
course,  we  welcome  the  submission  of  any  contrary 
views. 

Inadequacy  of  organizational 
hospital  medical  staff 

To  the  Editor:  The  continuous  and  persistent  growth 
of  government  interference  and  the  progressive  pressure 
of  “consumerism”  and  “consumer  rebellion”  that  are 
disturbing  the  health  care  in  this  country  for  the  last 
few  years,  can  not  be  completely  disregarded.  This 
should  not  surprise  us  in  any  way,  but  rather  force  us  to 

continued  on  page  782 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 


Gonorrhea,  according  to  the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection,  is 
recommended. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per 
sistent  serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  !M  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenterai 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inauiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermallyO.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  dark-field  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis;  urticaria:  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings/) 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infant' 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable 
When  doses  are  repeated,  vary  injection  site.  Before  injection 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blooc 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  no 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice 
Physicians  are  cautioned  not  to  use  less  than  recommendec 
doses. 

Gonorrheal  infections  (uncomplicated) — Men  or  Women:  4.f 
million  units  intramuscularly  divided  into  at  least  two  doses  anc 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  ora 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  shoult 
be  individualized  using  large  amounts  of  short-acting  penicillir 
Gonorrheal  endocarditis  should  be  treated  intensively  witl 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  fo 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therap' 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  othei 
wise,  a culture  specimen  should  be  obtained  from  the  antericj 
urethra.  In  the  female,  culture  specimens  should  be  obtamei 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persist 
3 or  more  days  following  initial  therapy  and  smear  or  cultur 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  unit 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  fc 
N gonorrhoeae . Follow-up  treatment  consists  of  4.8  million  uni 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  ft 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  wf 
also  have  syphilis  should  be  given  additional  treatment' appr 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-c 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  su 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0,5'j 
lecithin, 0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  meth\| 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  vi 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabilize 
aqueous  suspension  with  sodium  citrate  buffer  and  approximate 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povidot 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbtt 
monopalmitate.  1.2  mg.  methylparaben,  and  0.14  mg.  prof! 
paraben, 


Five  are  graduating 
with  honors. 

How  many  with  VD? 


On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


IN  SYPHILIS 

INJECTION 


BicilliniSo 


(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G.  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 


Indications:  In  treatment  of  infections  due  to  penicillin 
G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form  Therapy  should  be  guided  by  bacteriological  studies  (in- 
cluding sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G.  — Venereal  in- 
fections: Syphilis,  yaws,  bejel  and  pinta 

For  deep  Intramuscular  Injection  only. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported.  Anaphylaxis  is  more 
.frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  n individuals 
with  history  of  sensitivity  to  multiple  allergens. 

: Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  wei1  documented  in  patients  with  history  of  penicillin  hyper- 
sensitivity. Before  penicillin  therapy,  carefully  inquire  into  pre- 
vious hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
'with  usual  agents,  e g.,  pressor  amines,  antihistamines  and  cod  - 
J:osteroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraadenal  use,  or  infection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur, 

Adverse  Reactions:  Hypersensitivity  reactions  repoded  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  udicaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana 
phylaxis.  Fever  and  eosmophiha  may  frequently  be  only  reaction 
observed.  Hemolytic  anemia,  leucopema.  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ- 
ated with  high  doses  of  parenteral  penicillin. 

As  wth  other  antisyphilitics,  Jansch  Herxheimer  reaction  has 
been  repoded 

Administration  and  Dosage:  Venerea'  nfections  - 
Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tediary  and  neurosyphihs)—  2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital -under  2 years  of  age.  50,000  umts/Kg.  body 
weight;  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule- 

(Shake  multiple-dose  vial  vigorously  betore  withdraw- 
ing the  desired  dose.)  Administer  by  deep  Intramuscular 
Infection  m the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  smai  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  benzathine  penicillin  G (as  active  in- 
gredient): 2.400,000  units  in  4-cc.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethyicellulose,  0.6%  povidone,  0.1%  methyiparaben,  and 
0.01%  propylparaben.  300.000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone.  1 mg.  carboxymethyicellulose. 
0.5  mg  sorbitan  monopaimitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methyiparaben,  and  0.14  mg.  propyl- 
paraben. 


Wyeth  Laboratories 

Philadelphia.  Pa  19101 
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continued  from  page  779 

think  about  some  of  the  reasons  that  promoted  these 
movements. 

For  the  responsibility  as  to  “why,”  one  should  not 
look  too  far  afield  from  the  providers  themselves  of 
health  care,  particularly  the  hospitals  and  the  physi- 
cians. It  is  a well-known  fact  that  in  many  hospitals, 
policy  is  made  by  the  management  without  involvement 
of  the  physicians  working  at  the  institutions,  directly  or 
indirectly.  On  the  other  hand,  when  there  is  involve- 
ment of  the  physicians,  it  is  through  the  medical  board 
and  the  executive  committee  of  the  medical  staff.  They 
are  supposed  to  represent  and  speak  for  the  medical 
staff. 

The  community  that  the  hospital  is  serving  never  had 
a strong  voice  or  a vote  in  the  policy  making  of  the  hos- 
pital. It  is  only  in  the  last  few  years  that  a growing  roar 
is  being  heard  from  local  consumers  because  so  often  the 
hospital  acts  as  a whole  without  any  consideration  for 
the  needs  of  the  community  it  is  serving.  Because  of 
the  secretiveness  of  most  hospital  decisions,  people  are 
wondering  “what  are  they  hiding  that  they  do  not  want 
the  people  to  know?”  Little  do  they  realize  that  even 
the  physicians  in  such  hospitals  are  seldom,  if  ever,  in- 
formed of  measures  taken.  The  “representatives”  of 
the  medical  staff,  with  very  few,  extraordinary  excep- 
tions, almost  always  have  the  same  ideas  and  attitudes 
as  the  management  of  the  hospital.  That  is  “why”  they 
are  “selected”  in  the  first  place! 

The  hospital  does  not  belong  to  the  board  of  trustees 
or  to  the  board  of  managers;  not  even  to  the  officers  of 
the  medical  staff.  If  anything,  the  institution  belongs 
to  the  community  it  is  serving,  and  to  the  physicians 
who  work  and  support  the  hospital.  However,  “poli- 
tics” behind  closed  doors  is  all  too  common,  especially 
when  the  officers  of  the  medical  staff  are  selected  by  a 
nominating  committee,  and  not  really  elected  by  the 
medical  staff.  Nor  is  the  nominating  committee  elect- 
ed. In  most  hospitals  it  is  chosen  by  the  president  of 
the  medical  staff.  In  this  fashion,  a very  “private  club” 
that  dictates  the  policies  of  the  hospital  is  established 
without  any  direct  accountability  to  the  medical  staff 
before  or  after  final  actions  and  decisions. 

This  use  and  abuse  of  authority  is  not  only  permitted 
but  is  sometimes  encouraged  by  the  hospital  adminis- 
tration because  this  fits  their  wishes  as  far  as  the  “run- 
ning of  the  hospital”  is  concerned.  This  “private  club” 
is  rotated  within  the  administration  and  all  the  impor- 
tant and  powerful  positions  in  the  yearly  “election”  are 
held  without  ever  asking  the  medical  staff,  which  sup- 
ports the  hospital,  for  their  opinion  or  disagreement.  In 
this  manner  you  may  have  department  heads  selected 
without  proper  professional  qualifications  and  the  pro- 
motion of  attendings  which  are  not  based  on  medical 
merits,  but  rather,  often,  as  a recompense  for  personal 
or  political  favors.  Then  a situation  prevails  that  does 
not  allow  any  expression  of  democracy,  of  ideas,  and 
opinions  without  some  kind  of  reprisals,  contrary  to  the 
basic  and  fundamental  principles  of  freedom  for  which 
this  country  stands. 

This  condition  is  chronic  and  is  maintained  at  many 
hospitals,  and  is  due  to  a perpetuation  of  the  same  aging 
faces.  This  does  not  allow  for  free  and  open  criticism 
from  members  of  the  staff.  Flach  and  every  chance  for  a 
change  is  rejected  with  undue  arrogance  and  the  deci- 
sion is  based  on  overemphasized  seniority  and  tradition. 


Pleasing  the  “boss”  is  a sure  way  of  “getting  ahead,”  re- 
gardless of  professional  merit,  competence,  and  integrity 
of  the  individual.  The  “rights”  of  the  minorities  are  al- 
ways underestimated,  unheard,  and  promptly  forgotten, 
and  such  minorities  are  very  easily  criticized. 

The  different  committees  meet  at  different  times  and 
the  medical  staff  is  not  informed.  The  proceedings  are 
never  made  public.  It  is  always  the  same  breed  of  per- 
sons who  are  on  almost  all  the  important  committees. 
The  bylaws  of  many  hospitals  do  not  oblige  the  officers 
or  the  executive  committee  of  the  medical  staff  to  ac- 
count for  their  actions  to  the  membership  at  large.  The 
latter  constitute  the  silent  majority,  who  do  not  have  the 
influence  or  the  “built  in”  capacity  to  recommend  their 
own  selection  for  staff  officerships,  for  they  also  seek  to 
preserve  the  power  structure  within  the  club.  Since  the 
leaders  are  not  elected  but  rather  selected,  usually  only 
friends  can  and  do  belong  to  this  committee,  and  they 
completely  disregard  the  opinion  of  the  silent  majority. 
The  officers  and  the  executive  committee  should  repre- 
sent the  members  of  the  staff  but  the  way  it  works  out 
makes  one  really  wonder!  The  views  of  the  medical 
staff,  if  requested,  are  easily  “outmaneuvered”  if  they 
do  not  fit  with  the  officers’  view. 

The  executive  committee  is  often  not  truly  represen- 
tative of  the  medical  staff  at  large.  Basically,  no  one 
knows  when  they  meet  until  it  is  too  late.  They  should 
be  responsible  to  the  medical  staff  but  most  of  the  time 
they  do  not  account  to  anybody  except  themselves,  and, 
as  noted,  in  the  end  try  for  self  protection. 

We  should  be  able  to  understand  the  reasons  of  the 
Watergate  affair  in  our  political  life.  This  is  why  the  1 
government  is  becoming  an  unwanted  partner  of  the 
practicing  physician,  as  well  as  why  the  consumer  of 
health  care  is  demanding  more.  There  should  be  a 
limit,  but  this  will  not  occur  until  the  hospitals  and  the 
physicians  have  lost  very  important  ground  in  the  prac- 
tice of  medicine.  I strongly  believe  that  “politics”  in 
our  institutions  of  healing,  whether  by  the  administra-  I 
tion  or  by  the  doctors,  will  grow  like  a cancer  until  it  will 
become  self  destructive.  It  already  has  been  ignored 
too  long! 

The  practice  of  medicine  will  never  be  the  same  as  be- 
fore, for  many  reasons,  even  if  it  is  improving  scientifi-  1 
cally.  It  may  at  times  be  very  sophisticated,  yet  it  is  de-  1 
teriorating  as  far  as  the  relationship  between  the  pa- 
tient-hospital and  doctor-patient,  and  also  between  the 
doctor  and  the  hospital. 

SAUL  F.  SALINAS  IZAGUIRRE,  M.D. 

2230  Grand  Concourse  sj 

The  Bronx,  N.Y.  10457 


The  degenerative  disease  law 

To  the  Editor:  After  a certain  age,  degenerative 

changes  affect  many  parts  of  the  body.  The  organs  of 
importance  are  the  functional  structures  which  interfere 
with  the  worker’s  capability  to  perform  his  work  for  the 
purpose  of  sustaining  himself  and  his  family.  These  or-  | 
gans,  after  a certain  age,  will  arrive  at  a very  critical 
stage  when  an  industrial  accident  (speaking  now  of  the 
working  class)  can  occur  as  a result  of  the  defect.  Arte-  i > 
riosclerotic  heart  disease,  emphysema,  cardiovascular 
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epancies,  peripheral  vascular  disease,  as  well  as  de- 
rative  disk  disease,  and  osteoarthritis,  involving  the 
|e  spine,  are  part  of  the  picture.  Hip,  knee,  and 
[•  other  joints  affected  by  hypertrophic  or  osteoar- 
f c changes  often  involve  an  individual  after  a cer- 
Lage  period,  usually  after  the  age  of  fifty-five,  with 
)al  or  total  disability,  and  is  often  irreversible. 

'ie  Federal  government  protects  the  individual  with 
Nil  Security  after  the  age  of  sixty-five,  and  other 
jiilities  at  an  earlier  age.  Various  private  insurance 
,jies  render  financial  aid  to  a certain  extent  and  for  a 
red  period  of  time  to  those  who  can  afford  to  buy 
( policies.  There  are  disability  payments  available 
t other  sources  to  a certain  segment  of  the  popula- 
However,  standard  support  does  not  always  reach 
:■  who  are  in  great  need.  It  certainly  is  not  available 
large  segment  of  the  population. 

1 is,  therefore,  the  opinion  of  this  author  that  it 
id  be  extremely  desirable  to  have  a “degenerative 
i se  law”  which  would  make  funds  available  for  indi- 
hls  with  degenerative  diseases.  These  often  are  not 
I ted  by  the  medical  profession  until  an  accident  oc- 
t during  the  performance  of  the  individual’s  work, 
hen  have  an  individual  who  is  confronted  with  the 
em  of  sustaining  himself  and  his  family  because 
;unds  provided  by  the  compensation  law,  insurance 
lies,  and  disability  payments  are  far  from  adequate, 
i a law  statewide  is  imperative.  I firmly  believe 
* is  a definite  need  for  legislation  to  provide  such  a 
I Cases  where  dire  need  for  such  a law  exists  are  en- 
tered by  the  medical  profession  every  day.  The 
has  come  when  consideration  must  be  given  to  this 
:em. 

OTTO  C.  KESTLER.  M.D..  D.O.S.,  F.A.A.O.S. 

515  Madison  Avenue 
New  York,  N.Y.  10022 
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gstone.  Longman  Inc.,  1974.  Cloth,  $42. 

irtv  eight  authors  contributed  to  produce  this  un- 
king. The  text  is  divided  into  36  chapters  and 
with  numerous  disease  entities  and  health  prob- 
that  plague  mankind  in  the  tropical,  subtropical, 
emperate  areas  of  the  world. 

ected  protozoal,  bacterial,  viral,  fungal,  and  hel- 
lic  infections  are  very  thoroughly  covered.  In  ad- 
ii,  the  monograph  discusses  briefly  some  of  the  nu- 
nal  deficiencies,  occupational  disease,  heat  disor- 
venomous  bites  and  stings,  psychiatric  disorders, 
>i  few  others.  In  shooting  for  this  comprehension, 
lonograph  loses  a certain  degree  of  uniformity  or 
geneity.  This  discrepancy  in  coverage  is  felt  when 
witches  from  some  of  the  superbly  written  chapters 
. as  the  ones  on  malaria  and  trypanosomiasis  to  the 
age  briefing  on  the  hazards  from  plant  and  aquatic 
. lisms. 

ich  of  the  discussion  concentrates  on  etiology, 
mission,  clinical  picture,  epidemiology,  treatment, 
ntion,  and  control.  Although  viral  infections  were 
ed  41  pages  of  the  text  it  was  surprising  to  find 
smallpox  was  discussed  in  one-half  page  only, 
•ration  on  the  contemporary  epidemiology  of 
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The 

Pain  Phone 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states1  That  includes  No  4.  which 
provides  a full  grain  of  codeine  for  more  intense, 


acute  pain. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


f The  exceptions 
Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island, 
and  the 

District  of  Columbia 


EMPIRIN 

COMPOUND 

c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg]  gr  1 
No.  3 codeine  phosphate* 
(32.4  mg]  gr  V2 

Each  tablet  also  contains  aspirin 
gr  3V2,  phenacetin  gr  2V2, 
caffeine  gr  V2. 

♦Warning-may  be  habit-forming. 


MEDI-SCAN  Q&A 


What’s  wrong  with  this  "patient”? 


Supplementary 
vitamins  in  febrile 
illness 


Poor  appetite.  Depletion  of  vitamin  C. 
Possible  antibiotic  interference  with 
intestinal  microorganisms  that  syn- 
thesize the  B-complex  vitamins.  These 
factors  may  lead  to  a vitamin  deficient 
state  in  the  patient  with  advanced 
chronic  infection  or  severe  acute 
febrile  illness. 

During  the  recovery  period,  high 
potency  Berocca  Tablets  can  supple- 
ment inadequate  dietary  supply  of  both 
B-complex  and  C vitamins  and  can  help 
meet  essential  vitamin  requirements  in 
the  patient  with  these  types  of  infection. 


When  nutritional 
supplementation  is  indicated 
in  infection 

BEROCCA  i mi  eis 

PY 


vitamin  B-complex  and  500  mg  vitamin  C 
Virtually  no  odor  or  aftertaste 
Low  priced  Rx  formula 

* Diagnosis  appears  on  next  page. 

See  next  page  for  summary  of  Product 
Information. 


DIAGNOSIS:  Chronic  pyelo- 
nephritis is  revealed  in  these 
illustrations:  (A)  Intravenous 
pyelogram  showing  irregular  renal 
outline  and  deformed  pelvis; 

( B)  Renal  scan  showing  decreased 
renal  size;  (C)  X-ray  of  the  lumbar 
spine  and  pelvis  showing  osteo- 
porosis; (D)  V3  lead  showing T-wave 
elevation  due  to  hyperkalemia. 


Please  see  complete  product  information. 


a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  Bi)  15  mg 

Riboflavin  (Vitamin  Bo)  15  mg 

Pyridoxine  HC1  (Vitamin  Be)  5 mg 

Niacinamide  100  mg 

Calcium  pantothenate  20  mg 

Cvanocobalamin  ( Vitamin  B 1 2 ) 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  ( Vitamin  C ) 500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 
soluble  vitamins  are  required 
prophylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  primary 
or  secondary  anemias.  Neurologic 
involvement  may  develop  or  pro- 
gress, despite  temporary  remission 
of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than 
0.1  mg  of  folic  acid  per  day  and  who 
are  inadequately  treated  w'ith 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indi- 
cated by  clinical  need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 
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smallpox  and  the  current  global  control  efforts  would 
have  been  desiable  to  complement  a book  on  “Medicine 
in  the  Tropics.” 

These  minor  deficiencies  should  not  distract  from  the 
overall  excellence  of  the  monograph.  The  vast  experi- 
ence of  the  contributors,  the  magnificant  illustrative 
plates,  and  the  numerous  references  alluded  to  in  most 
chapters  add  to  the  merits  of  the  text.  The  reviewer 
strongly  recommends  the  book  for  public  health  physi- 
cians and  for  practitioners  in  the  fields  of  infectious  and 
tropical  diseases  and  international  health.  Mahfouz  H. 
Zaki,  M.D.,  I)r.  P.H. 

Health  Care  Teams:  an  Annotated  Bibliography. 

By  Monique  K.  Tichy.  New  York,  Praeger,  1974. 
Cloth,  177  pages.  Price,  $12.50. 

This  volume  is  even  more  than  its  label  implies,  “An 
Annotated  Bibliography,”  for  it  contains  considerable 
abstract  material.  In  this  modern  era  where  health  care 
teams  and  group  practice  seem  to  be  in  the  offing,  it  is  a 
worthwhile  purchase.  One  hopes  that  it  could  cost  a lit- 
tle less  than  $12.50.  A.A.A. 

The  Courage  to  Fail.  A Social  View  of  Organ 
Transplants  and  Dialysis.  By  Renee  C.  Fox  and  -Ju- 
dith P.  Swazey.  395  pages.  Chicago,  The  University  of 
Chicago  Press,  1974.  Cloth,  $12.95. 

Renee  C.  Fox,  a sociologist  and  Judith  P.  Swazey,  a 
biologist  and  science  historian,  have  joined  together  to 
write  a book  concerning  organ  transplants  and  hemodi- 
alysis. They  are  well  qualified  for  such  an  endeavor. 
Dr.  Fox  is  chairman  of  the  Department  of  Sociology  and 
professor  in  the  Departments  of  Psychiatry  and  Medi- 
cine at  the  University  of  Pennsylvania  and  Dr.  Swazey  is 
Associate  Professor  of  Socio-Medical  Science  at  Boston 
University  Medical  School. 

The  book  covers  their  areas  of  interest  sociologically 
and  historically.  The  data  was  gathered  by  review  of 
the  medical  literature  and  national  press  clippings  in 
1969  and  1970  as  well  as  extensive  field  work  at  the 
major  transplantation  and  hemodialysis  centers  in  this 
country,  where  patients  and  their  families  and  medical 
and  other  professional  staff  were  interviewed.  A much 
too  brief  epilogue  is  unsuccessful  in  its  attempts  to  cover 
the  developments  after  1970. 

Well  written,  largely  in  a journalistic-like  manner 
which  captures  the  reader’s  interest,  the  book  reveals 
the  excitement  of  the  pioneer  days  of  transplantation 
and  hemodialysis.  However,  the  over  idealization  of  the 
physician-pioneers,  especially  transplant  surgeons,  com- 
promises the  objectivity  of  this  book. 

The  book’s  major  focus  is  on  the  issues  of  “gift”  ex- 
change and  of  “uncertainty.”  The  “gift”  is  the  gift  of 
life  that  patients  receive  by  being  given  a kidney  or 
heart  or  by  being  accepted  into  a program  of  mainte- 
nance hemodialysis.  Writh  the  medical  team  seen  as  the 
“gatekeeper”  of  these  “gifts,”  the  social  dynamics  of  giv- 
ing and  of  receiving  are  well  explored.  Uncertainty”  is 
discussed  in  terms  of  the  extension  of  experimental  pro- 
cedures to  patient  treatment  modalities,  the  clinical 
moratorium  on  cardiac  transplantation,  and  in  the  di- 
lemmas involved  in  allocating  scarce  life-saving  re- 
sources. 
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Medicine  and  Penology 
Ingested  Foreign  Bodies 
Behavioral  Aspects  of  Metabolic  Disease 
Carcinoma  of  Cervix  in  Community  Hospital 


Geriatrics 


Second  Trimester  Abortions 
Rheumatoid  Lung  Disease 


Drug  Information 


Lymphocyte  Transformation  and  Antibody 
Response  to  Herpes  Simplex  in  Sarcoidosis 
Adolescent  Pregnancy 
Multiple  Systolic  Clicks 


Electrocardiograms  of  the  Month 


Neurologic  Manifestations  in  Acute  Leukemia 
Toxoplasmosis 
Carcinoma  of  Biliary  Tree 


Clinical  Capsules 


Guide  for  nursing 
home  personnel 

A new  edition  of  a guide  for  nursing  home  personnel 
has  been  published  by  the  National  Institute  of  Mental 
Health  of  HEW’s  Alcohol,  Drug  Abuse,  and  Mental 
Health  Administration. 

Make  Each  Person  Count:  A Guide  for  Nursing 

Home  Personnel,  offers  practical  suggestions  to  help 
nursing  home  staff  provide  individualized,  personalized, 
and  understanding  care  for  residents  of  nursing  homes 
and  long-term  care  facilities.  The  guide  discusses  the 
feelings,  fears,  needs,  and  rights  of  individuals  who  re- 
quire nursing  home  care,  and  ways  in  which  nursing 
home  staff  can  make  residential  living  a positive,  pleas- 
ant experience. 

The  suggestions  presented  in  the  booklet,  Make  Each 
Person  Count,  include:  methods  of  helping  a new  resi- 
dent and  his  family  members  adjust  to  the  nursing  home 
environment;  practices  which  enable  residents  to  main- 
tain a feeling  of  self-respect  and  sense  of  worth;  ways  in 
which  mealtimes  can  be  designed  to  foster  enjoyment 
and  sociability;  types  of  physical  activity,  handicrafts, 
and  “housekeeping”  tasks  which  contribute  to  a resi- 
dent’s physical  and  emotional  well-being;  provision  of 
opportunities  for  religious  activities  to  meet  spiritual 
needs;  and  consultation  with  mental  health  profession- 
als when  a resident’s  emotional  problems  become  severe. 

The  publication,  Make  Each  Person  Count:  A Guide 
for  Nursing  Home  Personnel,  is  available  from  the  Su- 
perintendent of  Documents,  U.S.  Government  Printing 
Office,  Washington,  D.C.  20402  at  a cost  of  $.55  per 
copy.  When  ordering,  please  refer  to  stock  number 
1724-00394  and  DHEW  Publication  No.  (ADM)  74-110. 
(Allow  up  to  ninety  days  for  delivery.) 

Drug  board  urges 

change  in  drug  substitution  laws 

A physician  should  be  required  to  give  to,  or  explicitly 
withhold  from,  the  pharmacist  the  option  of  substitut- 
ing one  brand  of  a drug  he  prescribes  for  another  brand 
of  the  same  drug — an  option  which  could  in  many  cases 
provide  the  same  treatment  at  lower  cost — according  to 
a resolution  of  the  National  Research  Council’s  Drug 
Research  Board  (DRB). 

This  “substitution”  option  is  allowed  by  law  in  only 
two  states — Florida  and  Michigan.  In  all  others  it  is  il- 
legal for  a pharmacist,  without  checking  with  the  pre- 
scribing physician,  to  replace  one  brand  with  another 
even  if  both  brands  are  known  by  the  pharmacist  to 
have  been  made  in  the  same  laboratory  and  even  if  one 
costs  substantially  less  than  the  other,  the  DRB  said  in  a 
background  statement  accompanying  its  resolution. 

Materia!  for  inclusion  in  the  medical  news  section  must  be 
received  eight  weeks  prior  to  publication  date. 
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The  DRB  pointed  out  that  “no  inherent  reason”  ex- 
ists for  choosing  the  more  expensive  drug  product  sim- 
ply because  of  brand-name  familiarity.  In  the  absence 
of  any  data  indicating  the  substituted  drug  is  not  equiv- 
alent, then  the  pharmacist  is  “in  the  best  position”  to 
make  the  final  choice,  the  Board  said,  with  cost  an  ele- 
ment in  the  decision. 

Personalities 

Awarded:  Peter  Rogatz,  M.D.,  senior  vice  president, 

Blue  Cross  and  Blue  Shield  of  Greater  New  York,  the 
Dean  Conley  Award  for  his  article  “Excessive  Hospitali- 
zation Can  be  Cut  Back,”  sponsored  by  the  American 
College  of  Hospital  Administrators  . . . S.  David  Pom- 
rinse,  M.D.,  director,  The  Mount  Sinai  Hospital,  the 
Edward  C.  Hayhow  Award  for  the  “best  article  of  the 
year,”  also  sponsored  bv  the  American  College  of  Hospi- 
tal Administrators. 


Appointment:  Alice  Rodrigues,  M.D.,  clinical  associate 
professor  of  pathology,  Downstate  Medical  Center. 

Honored:  Martin  Bandler,  M.D.,  clinical  assistant  pro- 
fessor of  medicine,  elected  president,  Brooklyn 
Gastroenterological  Association,  and  Norbert  Freed- 
man, M.D.,  professor  of  psychiatry,  elected  president  of 
the  Institute  for  Psychoanalytic  Training  and  Research, 
both  from  Downstate  Medical  Center. 

Lectures:  Dr.  Judith  L.  Vaitukaitis,  senior  investiga- 
tor, National  Institute  of  Child  Health  and  Human  De- 
velopment, on  April  15,  at  Downstate  Medical  Center, 
the  last  of  the  visiting  scientist  seminars  sponsored  by 
the  Metabolism-Endocrine  Section,  Department  of 
Medicine,  on  “Ectopic  Human  Chorionic  Gonadotropin 
Secretion”  . . . also  at  Downstate,  Lewis  Thomas,  M.D., 
president,  Sloan-Kettering  Institute  for  Cancer  Re- 
search, on  April  21,  “Approaches  to  the  Problem  of 
Human  Cancer.” 

Promotions:  At  the  New  York  University  School  of 

Medicine:  Charles  S.  Hollander,  M.D.,  and  Sidney  S. 
Schreiber,  M.D.,  both  to  professor  ...  at  Downstate: 
Joseph  H.  Goldstein,  M.D.,  and  George  M.  Gombos, 
M.D.,  professors  of  ophthalmology;  Seymour  Wertham- 
er,  M.D.,  clinical  professor  of  pathology;  Joseph  G.  Feld- 
man, D.P.H.,  to  associate  professor  of  environmental 
medicine  and  community  health;  Edwin  I.  Corbin,  M.D., 
senior  lecturer  in  psychiatry. 


continued  from  page  785 

The  psychological  problems  of  patients  undergoing 
hemodialysis  and  transplantation  are  discussed.  The 
areas  undertaken  are  well  handled,  however,  many  psy- 
chological issues  are  conspicious  in  their  omission  such 
as  an  overview  of  the  adaptational  process  of  these  pa- 
tients, the  sexual  difficulties  of  renal  patients,  and  the 
problems  associated  with  change  in  self  image  of  recipi- 
ents of  organs. 

The  book  is  quite  successful  as  a social  and  historical 
treatise  on  organ  transplants  and  hemodialysis.  It  ar- 
rives at  a time  of  great  need  for  a social  view  of  these  ex- 
panding areas  of  medical  treatment,  adds  an  important 
dimension  to  the  reader’s  knowledge,  and  is  recom- 
mended to  all  who  have  interest  in  these  exciting  areas. 
Norman  B.  Levy,  M.D. 
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• High  potency  B complex 
vitamins 
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Each  BEMINAL-500  tablet  contains 
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Each  tablet  provides  the  following 
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Thiamine  mononitrate  25 

Riboflavin  10 

Niacinamide  10 
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Medical  Meetings 


Vascular  committee  to 
present  program 

The  Vascular  Committee  of  the  New  York  Heart  As- 
sociation will  present  a program  on  “A  Formula  for  the 
Surgical  Care  of  Patients  with  Portal  Hypertension  Sec- 
ondary to  Cirrhosis  of  the  Liver”  on  April  21,  1975,  from 
8:00  to  9:30  p.m.  The  program  will  be  held  at  New  York 
Heart  Association,  Two  East  64th  Street,  New  York 
City. 

For  additional  information,  contact  Marilyn  Gurarch, 
212-838-8800. 

Preregistration  is  not  required  and  there  is  no  admis- 
sion fee. 

Retraining  program  for 
inactive  physicians 

The  Medical  College  of  Pennsylvania  is  accepting  ap- 
plication for  the  Spring,  1975,  session  of  the  Retraining 
Program  for  Inactive  Physicians  to  be  held  from  May  5 
through  June  20,  1975.  Thereafter,  the  program  will  be 
held  twice  yearly  for  at  least  the  next  two  years.  The 
program  provides  clinical  training  for  inactive  physi- 
cians who  wish  to  re-enter  clinical  medicine  by  offering 
review  of  physical  diagnostic  skills,  experience  in  clinical 
rotations,  and  a lecture  series  on  general  medicine, 
pathophysiology,  diagnosis,  and  patient  management. 
To  date,  the  program  has  retrained  over  70  women  and 
men  physicians;  almost  all  have  returned  to  active  medi- 
cine, either  as  residents  or  practitioners.  For  an  appli- 
cation and  additional  information,  contact:  Retraining 
Program,  Center  for  Women  in  Medicine,  The  Medical 
College  of  Pennsylvania,  3300  Henry  Avenue,  Philadel- 
phia, Pa.  19129 

Open  house 

As  a special  event  on  the  spring  calendar,  Brookhaven 
National  Laboratory  will  conduct  Open  House  ’75. 

The  Laboratory  will  be  open  to  the  general  public  on 
Saturday,  May  17,  and  Sunday,  May  18.  Visitors  will 
be  able  to  tour  parts  of  the  Medical  Center,  the  Biology 
and  Chemistry  buildings,  Health  Physics  laboratories,  a 
modern  machine  shop,  the  High  Flux  Beam  Reactor, 
and  experimental  areas  in  the  AGS  complex.  Of  special 
interest  will  be  the  double-armed  spectrometer  which 
was  the  principal  component  in  the  apparatus  which  led 
to  the  recent  discovery  of  the  “J”  particle. 

Material  for  inclusion  for  the  medical  meetings  section  must 
he  received  six  weeks  prior  to  publication  date. 


Visitors  will  be  furnished  with  a free  guide  book  and 
choose  a variety  of  tours  either  by  walking  or  using  their 
own  transportation. 

Information  booths  will  be  staffed  to  answer  ques- 
tions about  laboratory  programs  and  science  in  general. 
A multiscreen  slide  show  will  be  presented  in  Berkner 
Hall  to  help  orient  the  visitor  to  Brookhaven’s  wide 
ranging  research  activities. 

Further  information  about  times  of  entrance  and 
group  visits  will  be  released  at  a later  date.  Inquiries 
should  be  directed  to  the  Public  Relations  Office,  516- 
345-2345,  or  by  writing  to  Open  House  ’75,  BNL,  Upton, 
NY  11973. 

Annual  convention 

The  New  York  State  Academy  of  Family  Physicians 
will  hold  its  Annual  Convention  from  May  17  to  21, 
1975,  at  the  Granit  Hotel,  Kerhonkson,  New  York.  The 
Congress  of  Delegates  will  convene  on  May  17  and  May 
18  and  the  Scientific  Assembly  will  be  held  on  May  19, 
20,  and  21. 

Internists  to  study  critical  care 
medicine  at  New  York  City  course 

The  American  College  of  Physicians  (ACP)  will  spon- 
sor a five-day  postgraduate  course  entitled  “Critical 
Care  Medicine  and  Intensive  Care  Units”  on  May  19  to 
23,  1975,  in  New  York  City.  The  course,  held  in  con- 
junction with  St.  Vincent’s  Hospital  and  Medical  Center 
of  New  York  University  School  of  Medicine,  will  take 
place  at  the  Hospital. 

The  postgraduate  session  is  one  of  40  to  be  sponsored 
by  the  ACP  in  the  United  States  and  Canada  during  the 
1974  to  1975  academic  year.  Their  purpose  is  to  give 
specialists  in  internal  medicine  and  related  fields  an  op- 
portunity to  review  basic  information  and  to  find  out 
what  is  new  in  a particular  area  of  interest. 

The  course  is  designed  to  acquaint  the  practicing  phy- 
sician with  the  basic  principles  of  intensive  care  and  the 
care  of  the  critically  ill  patient.  Subject  matter  will  in- 
clude organ  failure  of  the  heart,  circulatory  system,  lung, 
kidney,  ventilatory  system,  and  the  endocrine-metabolic 
system. 

The  program  will  consist  of  lectures,  panels,  question- 
and-answer  sessions,  seminars,  and  demonstrations  of 
equipment. 

The  New  York  City  postgraduate  course  is  being 
planned  under  the  direction  of  William  J.  Grace,  M.D., 
F.A.C.P. 
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new 

Cebral 

■ ■ ♦ I I ^*+1  capsules 

ethavennc  HCI 


Opens  new  possibilities 
for  the  patient  with 
cerebral  ischemia  due 
to  vasospasm 

■ Direct  vasodilating  effect  on  cerebral 
vasculature 

■ Practically  devoid  of  effects  on  central 
nervous  system 

■ Long-term  use  particularly  feasible  because 
of  rare  incidence  of  side  effects 

■ May  be  useful  in  symptoms  of  cerebral 
insufficiency  when  secondary  to  temporary 
arterial  spasm  such  as  transient  visual 
disturbances,  poor  coordination  and 
weakness  of  the  extremities,  memory  lapses 
and  speech  difficulties. 


Kenwood  Laboratories,  Inc. 

New  Rochelle,  New  York  10801 

developers  and  suppliers  of  l-L-X  Bl2"and  Kengesin’ 


Indications:  For  the  relief  of  cerebral  and  peripheral  ischemia 
associated  with  arterial  spasm. 

Contraindications:  The  use  of  ethaverine  hydrochloride  is 
contraindicated  in  the  presence  of  complete  atrioventricular 
dissociation. 

Precautions:  Use  with  caution  in  patients  with  glaucoma. 
Hepatic  hypersensitivity  has  been  reported  with  gastrointesti- 
nal symptoms,  jaundice,  eosinophilia  and  altered  liver  function 
tests.  Discontinue  drug  if  these  occur. 

The  safety  of  ethaverine  hydrochloride  during  pregnancy  or 
lactation  has  not  been  established;  therefore  it  should  not  be 
used  in  pregnant  women  or  in  women  of  childbearing  age 
unless,  in  the  judgment  of  the  physician,  its  use  is  deemed 
essential  to  the  welfare  of  the  patient. 

Adverse  Reactions:  Although  occurring  rarely,  the  reported 
side  effects  of  ethaverine  include  nausea,  abdominal  distress, 
hypotension,  anorexia,  constipation  or  diarrhea,  skin  rash, 
malaise,  drowsiness,  vertigo,  sweating,  and  headache. 

Dosage  and  Administration:  One  capsule  three  times  a day. 
How  Supplied:  1 00  mg  capsules  in  bottles  of  50  and  500. 


ULTRA  SOUND  IABORATORIES 

a modern,  fully  equipped  ultrasound  facility  offering  non-invasive, 
atraumatic  echo-scanning  for  the  following  medical  specialties: 


r 

ob-gyn 

1 

internal  medicine 

Ectopic  Pregnancy 

Hydramnios 

Pancreatitis  Liver  Cysts 

Biparietal  Diameter 

Ovarian  Masses 

Pancreatic  Lesions  Thyroid  Study 

Multiple  Pregnancy 

Tubo-Ovarian  Abscess 

Retroperitoneal  Lesions 

Mole 

Pelvic  Abscess 

Aortic  Aneurysms 

Missed  Abortion 

Fibroid 

Abdominal  Abscesses 

Fetal  Death 

IUD  Localization 

Renal  Cysts  & Tumors 

Placenta  Localization 

Malignancy  Follow-Up 

Hydronephrosis 

cardiology 

Pericardial  Effusion  Atrial  Septal  Defect 

Mitral  Stenosis  Tricuspid  Stenosis 

Mitral  Valve  Function,  P.S.  Atrial  Myxoma 

Aortic  Insufficiency  Mitral  Valve  Prolapse 

Hypertrophic  Subaortic  Sten. 

Left  Atrial  Enlargement 
L.  & R.  Ventricular  Enlgmnt. 


r 

neurology 

Midline 

Subdural  Hematoma 

; *„  \l ( Y'  YM  | , : 

Cortical  Edema 

Epidural  Hematoma 

. . 

• *,r’ -/’.*>  * i v . ; - /<■  '■ 

Brain  Atrophy 

Ventricles 

for  further  information  call  or  write: 

Andrew  L.  Lazar,  Service  Coordinator 
Ultrasound  Laboratories 

133  East  73rd  Street,  N.Y.,  N.Y.  10021  phone  (212)832-0039 
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124th  AMA  Annual  Convention 
June  14-18,  1975 
Atlantic  City,  New  Jersey 


Scientific  Program 

It’s  a new  day  at  AMA  Annual  Conventions!  The  entire  thrust  of  the 
1975  scientific  program  is  on  accredited  continuing  medical  education. 
Category  1 Credit  will  be  given  for  almost  all  programs  — even  for  many  of 
the  scientific  exhibit  features.  The  commercial  exhibits  are  business-like, 
to  provide  information  to  you  if  it  is  wanted.  The  entire  program  consists 
of  postgraduate  courses,  general  and  specific  symposia,  scientific  exhibits, 
commercial  and  industrial  exhibits,  and  motion  picture  symposia  on  the 
most  relevant  subject  matter  for  today's  practicing  physician.  Active 
physician  participation  in  discussions  is  encouraged  at  every  session. 

In  every  postgraduate  course  in  which  it  is  relevant,  syllabi  will  be  given 


for  study  and  reference  at  home.  Self-assessment  tests  of  informatioi 
presented  during  symposia  may  be  expected  — just  for  the  individual’s  owi 
edification.  For  verification  of  attendance  for  continuing  medical  educatio: 
credit,  individual  record  cards  will  be  punched  for  each  accredited  sessio 
attended. 

Hotelevision,  Continuing  Medical  Education  in  your  hote 
room!  Medical  education  courses  will  be  offered  nightly  on  Hotelevisio 
for  Category  I Credit.  Self-assessment  post-tests  will  certify  participatio 
for  credit  toward  your  AMA  Physician’s  Recognition  Award  Televisio 
course  topics  via  closed-circuit  TV  will  include:  Office  Orthopedics.  Offic 
Diagnosis  and  Management  of  Depression,  Problems  in  Diabetes  Managt 
ment,  and  Hypertension. 


General  Program  — 

Scientific  Courses 
and  Special  Activities 

FRIDAY,  JUNE  13  • 8:00  AM-Noon  & 1:15- 
6:00  PM  and  SATURDAY,  JUNE  14  • 8:00 
AM-Noon  & 1:15-5:00  PM.  2-DAY  CON- 
FERENCE; Category  I Credit,  16  hours:  $40, 
or  $20  for  1-Day  or  Student  Rate 

53.  1st  National  Conference  on  the  Mental 
Health  Aspects  of  Sports,  Exercise,  Recre- 
ation— 1st  Day 

54A.  1st  National  Conference  on  the  Mental 
Health  Aspects  of  Sports,  Exercise,  Recre- 
ation— 2nd  Day 

54B.  SATURDAY,  JUNE  14  • Luncheon  and 
Speaker  Joe  Paterno,  Penn  State  Univer- 
sity head  coach.  Noon  hour;  Theme  — 
Mental  Health  Aspects  of  Sports: 
Luncheon  Fee  Alone:  $7.00 

SATURDAY,  JUNE  14  • Courses  Nos.  45  & 
46  are  Category  I Credit,  5 hours  each:  $45 

45.  Basic  Life  Support  — Cardiopulmonary  Re- 
suscitation • Section  One,  8:00  AM-12  30 
PM 

46.  Basic  Life  Support  — Cardiopulmonary  Re- 
suscitation • Section  Two,  1 00-5  30  PM 

SATURDAY,  JUNE  14  • 9:00  AM-5:00  PM 
and  SUNDAY.  JUNE  15  • 9:00  AM-Noon; 
Category  I Credit,  1 1 hours;  $1 10 

51.  Postgraduate  Course  in  Public  Speaking 

SATURDAY,  JUNE  14  • Courses  Nos.  1-12  & 
52  are  Category  I Credit,  6 hours  each;  9:00 
AM-Noon  & 2:00-5:00  PM:  $60  each 

1,  Acid- Base.  Fluid,  and  Electrolyte  Balance 
2 Antibiotics  — The  Proper  Selection 

3.  Current  Concepts  in  Drug  Therapy 

4.  Cutaneous  Surgery  for  the  Dermatologist 

5.  How  to  Sew  (Principles  of  Suture  Tech- 
niques) 

6.  Human  Sexuality  ( Physicians  & Spouses) 
7 Management  of  Acute  Respiratory  Failure 

8.  Management  of  the  Multiply  Injured  Patient 

9.  Office  Gynecology 

1 0.  The  Long  T erm  T reatment  of  Asthma 
1 1 The  Neurological  Examination 
12.  Total  Care  of  the  Burn  Patient 

52.  Writing  for  Scientific  Journals 


SATURDAY,  JUNE  14  • Courses  Nos.  13  & 
14  are  Category  I Credit,  4 hours  each;  $40 
each 

13  Basic  Electrocardiography  (8:00  AM-Noon) 

14  Cardiac  Arrhythmia:  Diagnosis  and  Manage- 
ment ( 1 .00-5.00  PM) 

SATURDAY.  JUNE  14  • Courses  Nos.  15-17 
are  Category  I Credit,  3 hours  each:  $30  each 

15.  Radioimmunoassay  in  Diagnostic  Medicine 
(9:00  AM-Noon) 

16.  Management  of  Emotional  Problems  in 
Allergy  (2:00-5:00  PM) 

17.  The  Management  of  Stroke  (2:00-5:00  PM) 

SUNDAY.  JUNE  15  • Category  I Credit,  5 
hours:  $45 

47  Basic  Life  Support  — Cardiopulmonary  Re- 
suscitation • Section  Three.  8:00  AM-12  30 
PM 

SUNDAY.  JUNE  15  • Courses  Nos.  18-30  are 
Category  I Credit,  6 hours  each;  9:00  AM- 
Noon  & 2:00-5:00  PM:  $60  each 

18.  Acid-Base.  Fluid,  and  Electrolyte  Balance 

19.  Advances  in  Diagnosis  and  Treatment  of 
Gastrointestinal  Malignancies 

20.  Dermatology  for  Non-Dermatologists 

21.  Diagnosis  and  Management  of  Renal 
Diseases 

22  How  to  Sew  (Principles  of  Suture  Tech- 
niques) 

23.  Human  Sexuality  (Physicians  Only) 

24.  Office  Management  of  Adolescents 

25.  Office  Management  of  Mental  Health  Emer- 
gencies 

26.  Office  Urology  for  Non -Urologists 

27.  Ophthalmoscopy  for  Non-Ophthalmologists 

28.  Rational  Use  of  Drugs 

29.  The  Neurological  Examination 

30.  Trauma  of  the  Hand 

SUNDAY,  JUNE  15  • Courses  Nos.  31-36  are 
Category  I Credit,  3 hours  each:  $30  each 

31  Common  Household  Toxins  and  Poisons 
(9:00  AM-Noon) 

32  Radiology  of  the  Chest  (9:00  AM  Noon) 

33.  The  Management  of  Stroke  (9 :00  AM  Noon) 

34.  Pacemakers  (2  00-5:00  PM) 

35.  Radioimmunoassay  in  Diagnostic  Medicine 
(2:00-5  00  PM) 


36.  The  Surgical  Patient  — Pre-Operative  Evali 
ation  and  Post-Operative  Care  — Anesthi 
siology  (2:00-5:00  PM) 

SUNDAY.  JUNE  15  • 1:30-5:00  PM  an 
MONDAY.  JUNE  16  • 9:00  AM-Noon  & 1:31 
5:00  PM,  Category  I Credit,  10  hours:  $100 

49.  Advanced  Life  Support— Cardiopulmona 
Resuscitation  (Prerequisite:  Basic  Life  Su 
port)  • Sequence  One 

SUNDAY,  JUNE  15  through  WEDNESDA 
JUNE  18/Register  for  any  of  6 patholoi 
courses  with  ASCP  (See  Special  Activities) 

• SCIENTIFIC  EXHIBITS  (See  Speci 
Activities) 

• FILM  SYMPOSIA  (See  Special  ActivitU 

MONDAY,  TUESDAY.  & WEDNESDA 
JUNE  16-18  • Courses  Nos.  37-44  are  Ca> 
gory  I Credit.  5 hours  each:  7:30-9:00  AM  I 
these  3 days:  $45  each  course 

37.  Chronic  Infections  of  the  Lung  and  Pleu  l 
Effusion 

38.  Clinical  Diagnosis  of  Muscular  Weakness  > 

39.  Clinical  Occupational  Medicine  for  Co  - 
munity  Physicians 

40.  Emergency  Pediatric  Care 

4 1 . Fluids  and  Electrolytes  in  Children 

42.  Management  of  Soft  Tissue  Injuries 

43.  Office  Management  of  Anorectal  Disease 

44.  Team  Approach  to  Rheumatoid  Arthritis 

TUESDAY,  JUNE  17  • Category  I Credii5 
hours:  $45 

48  Basic  Life  Support  — Cardiopulmonary  • 
suscitation  • Section  Four,  8:00  AM-120 
PM 

TUESDAY.  JUNE  17  • Luncheon-Semim  • 
1 :00-4:00  PM  (See  Special  Activities) 

• Science  and  Ideals  in  a Hungry  World 

TUESDAY,  JUNE  17  • 1:30-5:00  PM  fd 
WEDNESDAY,  JUNE  18  • 9:00  AM-Noo  fc 
1:30-5:00  PM.  Category  I Credit,  10  hos 
$100 

50.  Advanced  Life  Support  — Cardiopulmoi  r 
Resuscitation  (Prerequisite:  Basic  Life  Jp 
port  Course)  • Sequence  Two 
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Special  Activities 

Basic  Life  Support  - Cardiopulmonary  Resus- 
citation/Offered  4 times,  once  in  each  of  4 
Sections/Courses  Nos.  45.  46.  47.  & 48" 
Advanced  Life  Support  - Cardiopulmonary 
Resuscitation  (Prerequisite:  Basic  Life  Sup- 
port Course)/Offered  in  2 Sequences/Course 
Nos.  49  & 50’ 

Postgraduate  Course  in  Public  Speaking/ 
Course  No.  51* * 

Speaking  skills  such  as  message  preparation, 
speech  delivery,  and  the  art  of  fielding  questions 
: will  be  honed  sharply  by  the  expert  faculty  for 

this  course.  Each  registrant  will  receive  personal 
i coaching  and  can  see  his  own  presentation 
through  television  playbacks 

Writing  for  Scientific  Journals/Course  No.  52 ' 

In  cooperation  with  the  American  Medical 
Writers  Association,  the  AMA  Council  on  Scien 
tific  Assembly  will  again  present  a practical,  help 
ful  medical  writing  seminar  Wnting  assignments 
are  given  before  and  during  the  seminar  so  that 
I practical  experience  and  expert  direction  may  be 
- gained  by  all  in  attendance. 

1st  National  Conference  on  the  Mental  Health 
Aspects  of  Sports.  Exercise,  and  Recreation/ 
Activities  Nos.  53  & 54A* 

'i  Mental  health  and  the  humanistic  dimensions  of 
>'  sports,  exercise,  and  recreation;  the  first  day  — 
organized  sports  and  the  young,  and  the  second 
’ day  — exercise  and  recreation  related  to  adults 
and  aging.  Co-sponsored  by  AMA's  Committee 
on  Medical  Aspects  of  Sports.  Council  on  Mental 
^ Health,  and  Council  on  Scientific  Assembly. 

i Concepts  of  Primary  Care  and  the  Role  of 
Joint  Practice/Sunday.  June  15/7:30- 
10:00  PM 

Concepts  of  primary  care  and  the  role  of  joint 
practice  will  be  discussed  from  both  a medical 

«« 

)Alj 

Sessions 

\|f(  AMA  Sections  have  prepared  these  meetings 
Most  of  the  following  symposia  will  be  ac- 
• credited  as  Category  I Continuing  Education  for 
the  AMA  Physician's  Recognition  Award  (to  be 
indicated  in  the  official  program).  All  other  ses- 
i sions  will  bear  Category  II  Credit. 

MONDAY.  JUNE  16  • 9:00  AM-Noon 

• Acute  Myocardial  Infarction:  Pre-Hospital. 
Hospital,  and  Post-Hospital  Phase  (first  half 
session) 

• Troublesome  Complications  Following  Intes- 
tinal Surgery 

• The  Sexually  Transmitted  Diseases  A Clinical 
ie&  Update 

• Management  of  Sexual  Problems  by  the 
Family  Physician 

• Coma 

• Ophthalmology  (general  papers) 

• Orthopedic  Surgery  (general  papers) 

• Urology  ( general  papers) 

• Role  of  the  Medical  Director  in  the  Skilled 
Nursing  Facility  (first  half  session) 

MONDAY.  JUNE  16  • 2:00-5:00  PM 

• Acute  Myocardial  Infarction;  Pre-Hospital. 
Hospital,  and  Post-Hospital  Phase  (second 

J half  session) 

• Narcotics:  Actions.  Antagonists.  Addiction 

• Lesions  of  the  Colon  Involving  Pelvic  Organs 


and  nursing  point  of  view,  a physician  nurse 
team  will  describe  their  private  joint  practice  A 
nurse-physician  reaction  panel  will  comment  on 
the  presentation.  This  special  joint  activity  will  be 
held  in  the  Atlantic  City  Holiday  Inn  in  coopera 
tion  with  the  National  Joint  Practice  Commission 
of  the  American  Medical  Association  and  the 
American  Nurses'  Association 

American  Society  of  Clinical  Pathologists’ 
Courses/Sunday.  June  15  - Wednesday.  June 
18  (Category  I Credit.  3 hours:  $40  for  each  of 
the  six  courses  essentially  for  non-patholgists 
listed  below: 

Morphology  of  Smears  and  Bone  Marrow  Sec 
tions;  Practical  Aspects  of  Blood  Component 
Administration;  Analyses  of  Amniotic  Fluid  in 
Pregnancy  at  Risk;  Combined  Isoenzyme  Diag- 
nosis of  Myocardial  Infarction.  How  to  Avoid 
Being  Misled  by  Your  Microbiology  Laboratory; 
and  The  Concept  of  Cure  in  Hodgkins  Disease 
Correspondence,  fees,  and  application  for  these 
courses,  which  are  co-sponsored  by  the  Ameri- 
can Society  of  Clinical  Pathologists  and  the 
American  Medical  Association,  should  be  sent 
directly  to  the  American  Society  of  Clinical  Pa- 
thologists. 2100  IV  Harrison  Ave  . Chicago.  IL 
60612.  or  phone  (312)  738-1336 

Fireside  Forums 

Brief  videotape  presentations  will  depict  up-to- 
date  advances  in  important  areas  of  clinical 
medicine;  all  faculty  members  participating  will 
be  present  for  informal  follow-on  discussions  at 
these  evening  programs  Refreshments  will  be 
served,  no  registration  fee.  Topics  and  institu- 
tions represented  are:  Diagnosis  and  Manage- 
ment of  Rheumatoid  Disease  (University  of  Chi 
cago).  Diagnosis  and  Management  of  Peripheral 
Vascular  Disease  (Northwestern  University  Medi- 
cal School.  Chicago).  Current  Diagnosis  and 


• The  Contributions  of  Ophthalmic  Pathology  to 
Advances  in  Eye  Surgery 

• Antibiotic  Therapy  in  Children 

• Dermatology  (general  papers) 

• Orthopedic  Surgery  (general  papers) 

• Role  of  the  Medical  Director  in  the  Skilled 
Nursing  Facility  (second  half  session) 

TUESDAY.  JUNE  17  • 9:00  AM-Noon 

• A Unified  Approach  to  Emergent  Problems: 
Multiple  Trauma/Acute  Myocardial  Infarction 
(first  half  session) 

• Changing  Concepts  in  the  Management  of 
Peptic  Ulcer  Disease 

• Communication  Disorders  in  the  Non-Deaf 
Child 

• Tricks.  Tips.  Traps,  and  Techniques  — Com- 
mon Problems  in  Management.  How  I Do  It 

• Office  Treatment  of  Depression 

• The  Federal  Thrust  in  the  Organization  of 
Health  Care 

• General  Surgery  (general  papers) 

• Ophthalmology  (general  papers) 

• Dermatology  (general  papers) 

TUESDAY.  JUNE  17  • 2:00-5:00  PM 

• A Unified  Approach  to  Emergent  Problems: 
Multiple  Trauma/Acute  Myocardial  Infarction 
(second  half  session) 

• Immunofluorescent  Tests  in  Diagnosis  and 
Diseases  of  Skin.  Eye.  and  Mucous  Membranes 


Management  of  Alcoholism  (Rush  Medical 
School.  Chicago)  To  be  held  in  Holiday  Inn  in 
Atlantic  City.  N.J 

Science  and  Ideals  in  a Hungry  World: 
Luncheon-Seminar 

Luncheon  Seminar  presented  cooperatively  by 
the  Woman's  Auxiliary  to  the  AMA  and  the  AMA 
Council  on  Scientific  Assembly  on  Tuesday. 
June  17—1  00-4:00  PM  at  Howard  Johnson 
Hotel.  Atlantic  City.  N J Speakers  will  be  re- 
nowned authorities.  Rene  Dubos.  PhD.  and 
Mona  Doyle.  Food  Fair  Stores.  Inc  . consumer 
affairs  director  Auxiliary  members  and  their 
guests  are  invited  to  a wide  range  of  other 
activities  — such  as  the  1st  National  Conference 
on  the  Mental  Health  Aspects  of  Sports.  Exer- 
cise and  Recreation.  Estate  Planning  for  Physi- 
cians and  Their  Families,  and  the  general  session 
on  Sexual  Enrichment 

Tickets  and  information  on  the  luncheon- 
seminar.  tours,  and  other  Auxiliary  Convention 
events  are  available  from  the  Woman's  Auxiliary 
to  the  AMA.  535  N.  Dearborn  St  Chicago.  IL 
60610 

The  Youth  Activities  Program 

Also  offers  tours  for  the  physician’s  family  that 
will  preview  the  bicentennial  celebrations  of 
1976  For  details,  write:  Combined  World  Travel. 
21  E Van  Buren  St . Chicago.  IL  60605 

Scientific  Exhibits  include  Fractures/Live 
Teaching  Clinics/Cardiopulmonary  Resuscita- 
tion (CPR)/Heart  Sound  Recognition  Pulmo- 
nary Function* 

Film  Symposia  include  outstanding  medical 
teaching  films* 


’For  replies  to  all  questions  about  the  above  Special  Activ- 
ities asterisked  and  their  registration  information  write 
directly  to:  AMA's  Circulation  & Records.  535  N.  Dearborn 
St . Chicago.  IL  60610 


• Gas  and  Constipation  — The  Constant  Enigma 

• Carcinoma  of  the  Breast 

• Trauma:  Potentiation  by  Alcohol 

• Panel  on  the  Tonsil  and  Adenoid  Dilemma 

• Maxillofacial  Trauma 

• Regulation  of  Therapeutics  Package  Inserts 
and  Their  Significance  to  Physician.  Patient, 
and  Pharmacist 

• Ophthalmology  (general  papers) 

WEDNESDAY.  JUNE  18  • 9:00  AM-Noon 

• The  Troublesome  Nose  What  Causes  It  and 
What  to  Do  About  It 

• Changing  Patterns  in  Mechanical  Ventilation 

• Special  Problems  in  Skin  Infection 

• Diagnostic  Tools  in  Pediatric  Urinary  Tract 
Disease  (first  of  two  1 1 2-hour  panels) 

• Management  of  Abnormalities  of  the  External 
Genitalia  (second  of  two  1 ' 2-hour  panels) 

• Transsexualism  A Multispecialty  Approach 

• Pets  and  Human  Diseases:  What's  the  Risk? 
(In  cooperation  with  the  American  Veterinary 
Medical  Association) 

WEDNESDAY.  JUNE  18  • 2:00-5:00  PM 

• Differential  Diagnosis  of  Bronchospastic  Dis- 
orders 

• The  Operating  Room  in  the  1970s 

• Medical  Hazards  of  Travel 

• Current  Practices  in  Cancer  Chemotherapy 

• Sexual  Enrichment 
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Map 

No. 

HOTELS 

Single 

Twin/ 

Double 

2 3 4 Per. 

1 B/rm.  2 B/rm. 

12 

Challonte-Haddon  Hall  (A.B.C.D)  . . . 

HDQ.  HOTEL 

(NO  RMS.) 

19 

Carolina  Crest  (F) 

$13-17 

$17-23 

35 

Claridge  (A.B.C) 

20-32 

24-45 

$125 

10 

Colton  Manor  (A,B,C,D,E) 

20-26 

22-32 

61 

$89 

38 

Eastbourne  (E.E)  . 

18 

20-22 

$28  $32 

48 

Holiday  Inn  (A,B,C,D,E,F) 

22-34 

32-44 

78-88 

98-16 

46 

Howard  Johnson’s  (A.B.C.D.E.F 

30-34 

32-46 

$56 

104-112 

182 

29 

Jefferson  ( A.B.F) 

14-16 

16-20 

27  $32 

62 

LaConcha  (A.B.C.D.E.F) 

20-28 

24-32 

45 

56 

84 

41 

Marlborough-Blenheim  (A.B.C.D.E)  . 

22 

28-35 

63-70 

13 

Ramada  Inn  (A,B,C,D,E,F  

30-42 

32-44 

44 

90 

44 

Shelburne-F^mpress  (A.B.C.D.E 

19-42 

21-45 

64-82 

92-15 

56 

Sheraton-Deauville  (A.B.C.D.E.F ).  . . 

20-30 

24-32 

60 

90-151 

3 

Sheraton-Seaside  (A.B.C, D,E,F 

22-26 

26-34 

45 

104 

28 

Sterling  (F) 

18-20 

22-24 

MOTELS 

26 

Acapulco  (E.F) 

$18 

$20-24 

58 

Algiers  A.B.C.D.E.F) 

20-22 

24-32 

$25-35 

$ 65-70 

$90 

64 

Aloha  (E,F  

18-22 

24-28 

30-34 

7 

Aristocrat  E.F) 

14-20 

18-26 

51 

Ascot  E.F) 

24 

24-32 

45 

32 

Bala  D.E.E  

16-28 

18-32 

18 

Barbizon  (E,E) 

24-32 

15 

Barclay  D.E.E) 

18-22 

22-32 

34 

80 

36 

Best  Western  Crillon  (D,F) 

21-27 

23-33 

70-80 

90- 1( 

21 

Burgundy  (E,E) 

16-18 

16-28 

20 

Carolina  Crest  (F) 

23-25 

59 

Castle  Roc  (E.F) 

14 

18 

17 

Catalina  (E.F) 

24-32 

33 

Colony-Best  Western  A.B.C.D.E.F). . 

20-36 

20-40 

75 

105-1 

9 

Colton  Manor  (A.B.C, E.F) 

31-37 

75 

105 

31 

Continental  B.E.F) 

18-28 

20-32 

T50 

11 

Crown  (F) 

20 

24-28 

43 

Dennis  ( A.B.C.D.E.F) 

24-42 

53 

Diplomat  'E.F) 

18-26 

24-30 

32-36 

65 

55 

Dunes  (E.F  

20-24 

25-27 

37 

Eastbourne  (E.F) 

22-26 

24-28 

30-35 

52 

Eldorado  (F) 

20 

24 

66 

EL.  Greco  (F) 

22 

24 

Envoy (F) 

20-24 

23 

Fiesta  A, E.F' 

28 

47 

Four  Seasons  D.E.E ) 

24-28 

28-36 

54 

Galaxie  (E.F) 

18 

20-22 

16 

LaEayette  A.B.C.D.E.F) 

18-38 

20-40 

50-90 

120-  i 

72 

Lincoln  Roosevelt  Beach  (E,E) 

14 

15-24 

16-24 

27 

Lombardy  (A, D.E.E  i 

17-29 

20-35 

65 

Malibu  (E.F) 

18-32 

40 

Marlborough- Blenheim  A.B.C.D.E) 

32-34 

39 

66 

34 

Midtown  A.B.C.D.E.F'  

20-26 

22-36 

80 

120 

39 

Mt.  Koval  (A, D.E.E) 

18-30 

21-39 

69 

New  Nauulis  ( E.F i 

22 

26 

49 

Pageant  A.B.C.D.E.F) 

22-30 

26-36 

71 

President  (A.B.C.D.E.F) 

24-32 

29-40 

14 

Kamada  Inn  (A.B.C.D.E.F') 

22-30 

24-32 

8 

Sa hara  B, E,  I 

10-18 

16-24 

2 

St.  Moritz  (F) 

18-20 

22-24 

45 

Shelburne-Emprcss  (A.B.C.D.E.F) . 

19-42 

21-42 

64-82 

92-  0 | 

57 

Sheraton-Deauville  & Sheraton- 

Deauville  West  ( A.B.C.D.E.F  ) 

26-32 

28-34 

36-40 

90 

1 20-  0 | 

4 

Shcraton-Seaside  A.B.C.D.E.P 

24  28 

26-34 

108 

30 

Sorrento  (E.E) 

24-26 

26-30 

68 

Strand  (A, B.D.E.F) 

32 

36 

90 

61 

Tcplitzky’s  A.C.D.E.E) 

20-22 

24-36 

90 

5 

Terrace  (A.B.C.D.E.F 

24-28 

26-34 

72 

22 

Trinidad  (B.E.F) 

20 

24 

67 

Tropicana  (A, E.E) 

20 

26-28 

A Restaurant  and/or  Coffee  Shop  E Outdoor  Pool 

H Cocktail  Lounge  and  Bar  I-  Rate  Includes  Parking/Kitchenette  Facilities  Available - 

Rates  on  Request 

C Room  Service 

I)  All-Year  Pool  The  Above  Rales  are  subject  to  5%  Municipal  Tax 
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For  Room  Reservations 

AMA  124th  Annual  Convention  June  14-18,  1975 

AMA  Housing  Bureau 

c/o  The  Atlantic  City  Convention  Bureau 

16  Central  Pier 

Atlantic  City.  NJ  08401 

Please  print  or  type  five  choices 
1st 

2nd 

3rd 

4th 


(Detach-  till  out.  and  return  this  form  with  your  remittance  ) 

Please  add  5%  for  the  Municipal  Tax;  if  your  rate  requested  is  not  available,  the  next 
highest  rate  will  be  assigned  DO  NOT  send  your  request  directly  to  the  hotel;  it  will 
only  delay  your  confirmation  Kindly  make  all  necessary  changes  and  cancellations 
directly  with  the  Housing  Bureau  and  be  sure  and  specify  your  time  of  arrival,  as  well 
as  the  dale  If  you  are  an  Industrial  Exhibitor,  please  specify  your  firm's  name  and  the 
list  of  all  the  occupants  for  all  the  rooms  you  are  reserving 
Confirmations  will  be  mailed  up  to  June  2.  1975 
Room  will  be  occupied  by 

Name  ( Please  pnnl  or  type) 


5th 

Please  enter  my  reservation  at  the  above  hotel/ 
motel  for:  Single(s)  Twin/Double(s) 

to  $ it  $ 

1 Bedroom  Suites  2 Bedroom 

(a  y (a  $ 


Address 

City/State/Zip 

Additional  Occupants  (list  ages  of  children) 

AM 

Arrival  Date  at PM  Departure  Date 


Registration  Form  — Courses 

Please  send  your  postgraduate  course  registration  coupon  below  to  us 
by  May  5.  1975  Tickets  and  registration  materials  will  be  sent  to  you 
on  May  19,  1975,  unless  you  request  an  earlier  mailing  dale  Course 
tickets  requested  after  May  5.  1975,  may  be  picked  up  at  the  Post 
graduate  Course  Registration  Desk  in  the  Atlantic  City.  N J . Con 
vention  Hall  Please  use  the  corresponding  number  for  each  course 
to  indicate  your  choices  for  each  day,  in  order  of  preference,  in  the 
spaces  provided  on  the  returnable  coupon  Try  to  avoid  choices  which 
conflict  If  the  minimum  course  registration  is  not  attained  for  your 
first  choice,  or  if  the  course  is  full,  one  of  your  alternate  choices  will  be 
substituted.  Note  All  medical  students,  interns,  and  residents  are 
entitled  to  a 50%  discount  on  registration  fees 

Advance  Registration 

124th  AMA  Annual  Convention 
Atlantic  City.  N.J. 

Convention  Hall 
June  14-18.  1975 

General  Registration 

AMA  members  and  their  guests  no  fee 
_ Non  member  physicians:  $35 

Guests  of  non-members:  $10 

Medical  students,  interns,  residents, 
and  foreign  physicians:  no  fee 

To  receive  your  Advance  Registration  Card,  this  form  must  arrive  at 
the  AMA  by  May  5.  1975  (After  this  date,  please  register  at  the  Con- 
vention Hall  in  Atlantic  City,  N.J.)  Your  Advance  Registration  Card 
will  be  sent  to  you  on  May  19,  1975.  unless  you  request  an  earlier 
mailing  date 


Please  return  to 
American  Medical  Association 
Circulation  & Records  Dept 
535  N Dearborn  St. 

Chicago.  IL  60610 


My  remittance  of  $ is  enclosed  I have  submitted  here- 

with a check  (or  money  order)  payable  to  the  American  Medical 
Association  to  cover  the  registration  and  courses'  fees  that  I have 
indicated  on  this  form 


Name 

Please  print  (Each  physician  must  register  in  his/her  own  name  ) 
Office  Address  


City/State/ Zip  Code : 

Office  Phone  No.  ( ) (Postgraduate  Course 

Registrants  Only) 

I  am  a member  of  the  AMA  through  the  following  State  Medical 


Association  or  government  service  __  _ 

In  accordance  with  the  AMA  Bylaws.  I hold  active  membership  in  the 
AMA,  and  1 wish  to  vote  in  the  Scientific  Section  that  I have  checked: 


01C  Allergy 

02  □ Anesthesiology 

26  □ Cardiovascular  Diseases 

05  □ Clinical  Pharmacology 

and  Therapeutics 
20  C Colon  and  Rectal  Surgery 

03  L ’ Dermatology 

04  □ Diseases  of  the  Chest 

07  C Family  and  General  Practice 

1 1 7 Federal  and  Military  Medicine 

06  □ Gastroenterology 

08  □ General  Surgery 

09  7 Internal  Medicine 

24  7 Neurological  Surgery 

25  □ Neurology 


13  □ Obstetrics  and  Gynecology 

1 4 □ Ophthalmology 

15  □ Orthopedic  Surgery 
10D  Otorhinolaryngology 

16  □ Pathology 

17  □ Pediatrics 

18  1 Physical  Medicine  and 

Rehabilitation 

27  □ Plastic.  Reconstructive 
and  Maxillofacial 
Surgery 

19  Preventive  Medicine 
12  □ Psychiatry 

2 1 □ Radiology 

22  □ Urology 


Postgraduate  Course 
Registration  Coupon 

NOTE:  All  medical  students,  interns,  and 
residents  are  entitled  to  a 50%  discount  on 
course  registration  fees 

FRL.  JUNE  13  & SAT..  JUNE  14  (S40. 
or  $20  for  1-day  or  student  rate) 

#53  (1st  Day) 

=54A  (2nd  Day) 

SAT..  JUNE  14  • LUNCHEON  + SPORTS 
SPEAKER  JOE  PATERNO.  Noon  Hour  = 
$7.00 

#54B 

SAT  . JUNE  14  • BASIC  CPR  = $45/5  hrs. 

#45  (Section  One) 

#46  (Section  Two) 

SAT..  JUNE  14  & SUN..  JUNE  15  • SI  10 

#51 ; 

SAT..  JUNE  14  • #1-12  & 52  = $60/6  hrs. 

List  your  preference 

1st  Choice:  # 

2nd  Choice:  # 

3rd  Choice:  # 

SAT..  JUNE  14  • MORNING  COURSES: 
#13  = $40/4  hrs.  & #15  = $30/3  hrs. 

1st  Choice:  # 

2nd  Choice  # 


SAT..  JUNE  14  • AFTERNOON 
COURSES:  #14  = S40/4  hrs..  #16  & 
#17  ea.  = S30  3 hrs. 

1st  Choice:  # 

2nd  Choice:  .# 

SUN..  JUNE  15  • BASIC  CPR  = $45/5 
hrs. 

*47  (Section  Three) 

SUN..  JUNE  15  & MON..  JUNE  16  • AD- 
VANCED CPR  = S100/10  hrs. 

#49  (Sequence  One) 

SUN..  JUNE  15  • #18-30  ea.  = $60/6  hrs. 

List  your  preference: 

1st  Choice:  # 

2nd  Choice:  # 

3rd  Choice:  # 

SUN..  JUNE  15  • MORNING  COURSES: 
#31  -33  ea.  = $30 '3  hrs. 

1st  Choice:  # , 

2nd  Choice:  # 

SUN..  JUNE  15  • AFTERNOON 
COURSES:  #34-36  ea.  = $30  3 hrs. 

1st  Choice:  # 

2nd  Choice:  # 

MON..  TUES..  & WED..  JUNE  16-18: 
3-day  courses.  #37-44  ea.  = $45/5  hrs. 

1st  Choice:  # 

2nd  Choice:  # 


3rd  Choice:  # 

TUES..  JUNE  17  • BASIC  CPR  = $45/5 
hrs. 

#48  (Section  Four) 

TUES..  JUNE  17  & WED..  JUNE  18  • 
ADVANCED  CPR  = $100/10  hrs. 

#50  (Sequence  Two) 

TUES..  JUNE  17  • Luncheon-Seminar 

Check  Here  If  Interested  in  Luncheon  & 
Afternoon  Seminar  • Science  and  Ideals 
in  a Hungry  World": 

SUN..  JUNE  15  through  WED..  JUNE  18: 

ASCP/AMA-sponsored  6 pathology  courses 
for  non-pathologists:  each  = $40'3  hrs./ 
Register  with  ASCP 

SUN..  JUNE  15  • SPECIAL  JOINT  AC- 
TIVITY WITH  AMA's  & ANA’s  NJPC  • 
7:30-10:00  PM  • HOLIDAY  INN 

No  fee 

MON..  JUNE  16through  WED..  JUNE  18: 

Sessions:  No  fee 

WOMAN'S  AUXILIARY  TO  THE  AMA: 

For  all  their  programs,  write  direct 

FINAL  CONVENTION  DETAILS:  Check 
the  Convention  Issue  of  the  Journal  of  the 
American  Medical  Association  • April  28 
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Let  Us  Operate  On  Your  Overhead... 

Enjoy  tax  benefits,  more  working  capital 
and  an  improved  financial  statement  by 

LEASING  Your  Equipment 

Our  expert  consultants  will  tailor  a plan  to  your 
specific  requirements  without  obligation. 

LEASING  Makes  Sensed  Saves  Dollars 

Call  Frank  Minerof 

Gaines  Service  Leasing  Corp. 

Medical  and  Equipment  Specialists 

2508  Flatbush  Ave.,  Bklvn.,  N.Y7.  11234 
212-252-4440 


*-  *1* 

Gaines 


EQUIPMENT 


PROFEXRAY  100  MA  WITH  BUCHY  TABLE  AND  WALL  CASSETTE 
holder.  Daylite  developer,  X-ray  file  cabinet.  X-ray  storage  bin,  illuminater 
and  bright  spot,  cassettes  and  other  extras.  All  new.  Asking  $20,000.  Call 
anytime  (212)  767-9707. 


IMAGE  INTENSIFIER  TO  USE  ALONE  OR  IN  ADDITION  TO  EXISTING 
system.  200  MA  100  KV  Philips  control  and  full  wave  transformer.  Philips 
90/15  motor  drive  tilt  table  with  manual  spot  film  device  but  with  power 
assist.  Rotating  anode  under  table.  Perfect  condition.  Phone  Mr.  J.  Finer 
(315) 724-5504. 


PRACTICES  AVAILABLE 


G.P.  OR  INTERNIST,  TAKE  OVER  NEW  BUT  GROWING  GENERAL 
practice  in  Whitestone,  Queens.  Includes  rental  of  newly  appointed  and  fully 
equipped  office.  Very  small  initial  payment.  Call  (212)  767-8439. 


WELL  ESTABLISHED  FAMILY  PRACTICE  AVAILABLE  (NO  INFANT  OR 
OB  care).  Will  stay  and  introduce.  Located  in  city  of  100,000,  Upstate.  N.Y. 
Available  at  any  time.  Dept.  474,  c/o  NYSJM. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR  QUALIFIED;  MAIN  IN- 
terest  gastroenterology.  Large  practice  with  almost  a guarantee  of  being  busy 
at  commencement  of  practice;  available  as  soon  as  possible  because  of  part- 
ner’s retirement  due  tocoronary.  Box  607,  Islip  Terrace,  L.I.,  N.Y.  11752. 


TARRYTOWN:  LONG  ESTABLISHED,  SOLO  GENERAL  PRACTICE  FOR 
immediate  disposition.  Central  location.  Large,  fully  equipped  office,  low 
overhead,  shared  with  dentist.  Equitable  terms  negotiable.  For  information 
call  (914)  631-0538. 


POSITIONS  WANTED 


RADIOLOGIST:  SENIOR  RADIOLOGIST  RECENTLY  RETIRED  AS  Di- 

rector medium -size  hospital,  interested  in  diagnostic  roentgenology  at  hos- 
pital only,  part  or  full  time  from  May  through  October.  Coverage  for  summer 
months  also  available.  Dept.  466,  c/o  NYSJM. 


ANESTHESIOLOGIST,  BO  ARD  CERTIFIED,  FACA,  UNIVERSITY  TRAIN - 
ed.  Wide  experience  all  anesthetic  techniques  and  departmental  administra- 
tion. 15  years  with  present  association.  Prior  background  in  internal  medi- 
cine and  cardiology.  Desire  relocation  with  congenial  group  and  equitable 
financial  arrangements.  No  obstetrics.  Prefer  Long  Island  or  Queens. 
Please  write  Dept.  477,  c/o  NYSJM. 

INTERNIST,  BOARD  ELIGIBLE,  UNIVERSITY  TRAINED,  DESIRES  ER 
position  or  hospital  based  practice  in  area  of  Albany,  N.Y.  Available  July  15, 
1975  at  conclusion  of  residency  in  internal  medicine.  Contact:  J.  A.  Loludice, 
D.O.,  3437  5th  Ave.,  Pittsburgh,  Pa.  15213,  or  call  (412)  687-3094. 


Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 

Anorectics 

Pondimin  (A.  H.  Robins  Company) 

Antibacterials 

Gantanol  (Roche  Laboratories) 

Antibiotics 

Kefzol  (Eli  Lilly  & Company)  

Neosporin  (Burroughs  Wellcome  & Company) 
Wycillin/Bicillin  (Wyeth  Laboratories)  

Antidepressants 

Norpramin  (Lakeside  Laboratories) 

Antihypertensives 

Catapres  (Boehringer  Ingelheim) 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company).  . 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  

Cerebrovascular  dilators 

Cebral  (Kenwood  Laboratories)  

Diagnostic  laboratory  services 

Ultra  Sound  Laboratories 

Diuretics 

Lasix  (Hoechst-Roussel  Pharmaceuticals)  . . 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories)  

Expectorant  antitussives 

2G/DM  (Dow  Pharmaceuticals) 

Hypnotics 

Doriden  (USV  Pharmaceutical  Corp.) 

Laxatives 

Modane  (Warren-Teed  Pharmaceuticals)  . . . 

Mood  elevators 

Tofranil  (Geigy  Pharmaceuticals)  

Multivitamins 

Beminal  (Ayerst  Laboratories)  

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 

Selective  vasodilators 

Cafergot  (Sandoz  Pharmaceuticals) 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 

Tranquilizers 

Valium  (Roche  Laboratories)  

Vasodilators 

Iso-Bid  (Geriatric  Pharmaceutical  Corp.)  .... 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 
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fYSIC  I ANS  WANTED 


PHYSICIAN:  FULL  TIME  DIVERSIFIED  DUTIES  IN  MODERN,  204 
■d  accredited  community  hospital  with  all  services.  Located  Southwestern 
lastline  of  Connecticut,  close  to  Metropolitan  New  York  area,  convenient  to 
vely  New  England  suburbia  Dept.  468,  c/o  NYSJM 


CHIATRIST  TO  HE  RESPONSIBLE  FOR  EVALUATION,  DIAGNOSIS 
id  treatment  of  mentally  ill  and  emotionally  disturbed  inmates  in  large  State 
irrectional  Facility.  Work  with  other  mental  health  professionals  and  medi 
I staff  in  developing  wide  variety  of  programs  aimed  at  upgrading  treatment 
sources.  Population  of  1600  adult  male,  long  term  offenders.  20-bed  ac- 
edited  hospital,  forward  looking,  progressive  staff  and  wide  variety  of  work, 
id  inmates  seeking  treatment.  Pleasant  college  town  in  beautiful  Finger 
ikes  on  Owasco  Luke  Ideal  country  setting  for  family  facilities  and  outdoor 
orts.  Salary  negotiable,  approx.  $30, 000- $34, 000.  Start  immediately, 
ntact:  Anthony  Gillett,  M.D.,  MPH  Regional  Health-  Services  Director, 

estern  Region,  Auburn  Correctional  Facility.  135  State  St..  Auburn,  N Y. 

021. 


ECTOR  OF  PROFESSIONAL  SERVICES.  FULL  TIME,  EXPERIENCED 
community  hospital  affairs,  to  assume  Chief  of  Staff  leadership  in  manag 
jg,  education,  staff  development,  in  a 204-bed  accredited  community  hospital 
th  all  services.  Located  Southwestern  coastline  of  Connecticut  close  to 
etropolitan  New  York  area,  convenient  to  lovely  New  England  suburbia, 
ust  nave  outstanding  record  of  achievement  in  his  field  Dept.  470,  c/o 
t'SJM. 


ISF.  EMERGENCY  ROOM  AND  AMBULATORY  CARE  PHYSICIAN, 
ll  time  leadership  position,  diversified  planning  duties,  etc.,  in  modern, 
4-bed  accredited  community  hospital  with  all  services.  Located  South 
stern  coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Con- 
nient  to  lovely  New  England  suburbia.  Dept.  469,  c/o  NYSJM. 


C'ANDA:  OPPORTUNITIES  FOR  PSYCHIATRISTS  AVAILABLE 

'fancies  exist  for  psychiatrists  with  salary  to  $41,450.  Applicants  must  be 
Lnsed  or  hold  ECFMG  & LMCC.  Gowanda  is  an  accredited  psychiatric 
1 pital  operated  by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  south  of  Buffalo, 
h\  It  carries  an  active  community  treatment  program  & provides  out- 
I lent  services  for  a 3-county  area  Benefits  include  3^  weeks  paid  leave  & 
'paid  holidays  during  first  year  of  employment.  A liberal  non-contributory 
i rement  plan  is  one  of  many  benefits.  Contact:  Director,  Gowanda  Psv- 
tatric  Center.  Helmuth,  N.Y.  14079. 


f P DOCTOR  FOR  CO-ED  CAMP  IN  PA  POCONO  MOUNTAINS.  TWO 
• eek  sessions  (June  28-Julv  26)  (July  26-Aug.  23),  Bungalow  provided 
lo  R.N.s  on  staff.  Write  to  Camp  Tioga,  65  Westwood  Drive.  Westbury. 
If.  1 1590,  or  call  (516)  997-8560. 


r RNIST.  BOARD  CERTIFIED  OR  ELIGIBLE  FOR  EXPANDING, 
fgressive  general  hospital  in  upstate  New  York.  All  facilities  for  infectious 
c-ases.  radio-isotopes,  pulmonary  function  and  cardiology,  including  C.C.U. 
FI  time  staff  of  Board  certified,  general  and  urological  surgeons,  radiologist 
a pathologists.  Possible  medical  school  affiliation  within  commuting  dis- 
t ce.  Salary-  or  guaranteed  minimum  net  income  negotiable.  Pleasant 
r dential  community  with  expanding  college.  Send  resume  and  references 
t-  Administrator.  Communitv  Hospital  of  Schoharie  Countv,  Inc..  Coble- 
s 1.  N.Y.  12043. 


H JCLAN  WHO  LIKES  TO  DO  SOMETHING  DIFFERENT,  CHALLENG- 
n and  with  opportunity  to  do  some  good.  Veterans  Administration  Hospi- 
t*  Canandaigua.  N.Y.  Call  -J.  Gilbert.  M.D.,  or  E.  B.  Millard.  M.D.  at  (315) 
3 2000. 


PiCIAN  WANTED:  FULL  TIME  PHYSICIAN  FOR  MODERN,  350 

bi  infirmary  and  extended  care  facility  in  growing  Orange  County,  in 
•j  len.  New  York.  Attractive  salary  with  excellent  county  employee  bene- 
' retirement  plan  and  hospitalization  provided).  New  York  State  license 
ii  ssary.  Write  to:  Michael  Temchin.  M.D.,  Medical  Director.  Orange 

- ity  Home  & Infirmary,  Box  59.  Goshen.  N.Y.  10924. 


A JIATRIST  WHO  LIKES  TO  DO  SOMETHING  DIFFERENT,  CHAL- 
e lr>g.  and  with  opportunity  to  do  some  good  Veterans  Administration  Hos- 
31  Canandaigua.  N.Y.  Call  J Gilbert.  M.D.,  or  V.  Welch.  M.D.  at  (315) 
if  2000. 


PEER  REVIEW  BOOK" 

IN 

INTERNAL  MEDICINE 

OVER  1000  QUESTIONS  WRITTEN 
AND  REFERENCED  BY  14  LEADING 
AUTHORITIES  IN  THE  FOLLOWING 
SUBSPECIALTIES: 

General  Medicine,  Cardiology.  Endocrinology. 
Gastroenterology  Hematology  Infectious  Disease. 
Nuclear  Medicine,  Pulmonary  Disease.  Rheuma- 
tology & Immunology  Renal  Disease 


* ORDER  NOW ONLY  $20.00  * 

WESTBROOK  MEDICAL  PUBLISHING  CORP. 
Ill  Magnolia  Avenue 
Westbury,  New  York  11590 

" Please  enclose  check  with  order 
(N.Y.  State  residents  add  sales  tax) 

Peer  Review  Book  Senes  No  2 


PHYSICIANS  WANTED  — CONT  D 


WANTED:  FAMILY  PHYSICIAN  OR  INTERNIST  TO  JOIN  GENERAL 

practitioner,  Diplomate  of  American  Board  of  Family  Practice.  Busy  general 
practice.  No  obstetrics.  New  luxurious  office.  X-ray,  EKG,  laboratory. 
200  bed  hospital  in  town.  Excellent  working  conditions;  superior  income; 
corporation  benefits.  Long  Island,  Nassau  County,  45  mins,  from  Manhattan. 
Rudolph  Joseph,  M.D.,  33  No.  Ocean  Ave.,  Freeport,  N.Y.  11520.  (516) 

378-4949. 


FAMILY  PRACTICE  PHYSICIAN  FOR  SMALL  HOSPITAL-SPONSORED 
health  center.  Attractive  opportunity  involving  salary,  all  fringe  benefits 
(including  malpractice  insurance),  and  incentive  plan.  Full  staff  membership 
with  admitting  privileges;  excellent  specialist  backup.  Fine  community  and 
area  for  family  living.  Robert  A.  Anderson,  Administrator,  Faxton  Hospital, 
Utica,  N.Y.  13502. 


PHYSICIAN,  GP,  OR  INTERNIST  PREFERRED.  NEW  STATE  DEVEL- 
opmental  Center  for  mentally  retarded  using  multi-disciplinary  teams  to 
serve  retarded  of  all  ages  in  residential  facility  and  large  community  program. 
Board  certified  or  eligible  plus  license  in  U.S.  or  Canada  required.  Board 
certified  $35,375,  Board  eligible  $33,705  plus  liberal  benefits.  Equal  Oppor- 
tunity Employer.  Contact  Director,  Broome  Developmental  Center,  Glen- 
wood  Road,  Binghamton,  N.Y.  13905. 


CHALLENGING  OPPORTUNITY  FOR  PSYCHIATRIST.  NEW  STATE 
Developmental  Center  for  mentally  retarded  using  multi-disciplinary  teams 
to  serve  retarded  of  all  ages  in  both  inpatient  and  community  setting.  New 
York  license.  Board  certification,  a.id  one  year  of  post-certification  experience 
required.  $38,451  plus  liberal  New  York  State  benefits.  Equal  Opportunity 
Employer.  Contact  Director,  Broome  Developmental  Center,  Glenwood 
Road,  Binghamton,  N.Y.  13905. 
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INDUSTRIAL 

PHYSICIAN 

Pratt  & Whitney  Aircraft,  largest  employer  (37,000 
employees)  in  New  England,  has  an  opening  in  its 
Medical-  Department  for  an  Industrial  Physician. 
Responsibilities  include  examination  of  new  and 
existing  employees  to  determine  physical  and  men- 
tal suitability  for  employment  and  treatment  of  oc- 
cupational injury  and  disease  resulting  from  this  em- 
ployment. 

The  Medical  Center  covers  11,000  sq.  ft.  Its  modern 
facilities  include  the  following  accomodations:  5 
physician  offices,  3 supervisory  nurse  offices,  3 
hospital  rooms,  20  individual  examination  rooms, 
emergency  operating  room,  x-ray  room,  technician 
laboratory  and  1 medical  library.  Medical  equipment 
includes  2 in-plant  ambulances  and  2 out-plant  am- 
bulances. 

The  Medical  Department  totals  approximately  77 
employees.  Support  personnel  are  available  in  Safety 
Engineering,  Industrial  Hygiene  and  Health  Physics. 
Candidates  must  possess  a valid  state  license  (or  be 
suitable  for  Connecticut  reciprocity)  and  qualify  for  a 
narcotic  license. 

All  inquiries  will  be  handled  in  complete  professional 
confidence.  Please  forward  your  resume  (including 
salary  requirements)  to:  Mr.  P.  R.  Smith,  Manage- 
ment Placement,  Office  125,  Pratt  & Whitney  Air- 
craft, East  Hartford,  Connecticut  06108. 


Pratt  & 

Whitney 

Rircraft 


u 

1TEO  At  . 

A® 


OtVISON  OP  UNITEO  AIRCRAFT  COOP 


An  Equal  Opportunity  Employer  Male  & Female 


PHYSICIANS  WANTED  — CONT  D 


REAL  ESTATE  FOR  SALE  OR  RENT 


NORTH  YONKERS:  PROFESSIONAL  OFFICE  FOR  RENT.  ALI  j 

part  of  2,000  sq.  ft.  Pleasant  setting.  Elaborate  X-ray  set-up.  Three  M 
in  residence,  looking  for  two  additional.  Call  (914)  969-0432. 

RX  FOR  THE  DOCTOR.  LONG  ISLAND  MINI  ESTATE.  NASSAU  C< 
tv.  Easily  reached  from  all  directions.  Two  levels,  48'  64  . both  with 

driveway  and  entrances  4 bedrooms,  3^  baths.  Excellent  constructiij 
side  and  outside.  Spacious  parking  area.  1%  acres  fenced.  Near  sc  a 
churches,  svnagogue.  shopping.  LIRR.  Will  finance  for  quick  sale.  1 
935-2083. 


NEW  HYDE  PARK,  L.I.  HOME-OFFICE  COMBINATION  FOR  SJ 
Seven  room  house,  3 bedrooms,  fireplace,  gas  heat,  all  facilities,  su  t 
location.  Walk  major  transportation,  minutes  to  parkways,  schools,  ho; 
shopping.  Beautiful  five  room  office,  X-ray.  EKG,  fully  equipped. 
practice.  Call  6-8  p.m.  (516)  354-0032,  or  GE  7-5627. 


MEDICAL  BUILDING  IN  WHITESTONE.  INCLUDES  3U  ROON  0 
come  apartment,  newly  appointed  medical  suite  and  ancillary  downsta  < 
fice.  Asking  $85,000.  Write  Dept.  476,  c/o  NYSJM. 

FORTY  ACRES  SURROUND  THIS  ELEVEN  ROOM  COLONIAL  H A 
Center  hall  entrance,  five  bedrooms,  large  kitchen,  2 L baths,  and  git  t 
closed  porch  insure  luxury  country  living.  Two  farm  size  barns  and  < -o 
stream  complete  the  setting.  Ninety  miles  north  of  New  York  City,  7 In! 
from  18  hole  golf  course,  only  two  miies  outside  of  Northern  Dutchess  tf  t 
well  maintained  road.  Price  $149,000.  After  4 p.m.  (914)  398-7352.' 

FLUSHING:  NEAR  BOOTH  MEMORIAL  HOSPITAL.  MEDICA  0 

fices  for  rent  in  a modern  medical  center,  by  the  month  or  by  the  hou  l 
specialties  needed.  (212)  539-8800. 

PORT  JEFFERSON,  L.I.  EXCLUSIVE  COUNTRY  CLUB  BELLE  T SB 
Fantastic  waterview  from  this  custom  built,  spacious  3 B/R,  Ran  . 
baths,  den,  enclosed  porch,  double  garage,  full  basement,  huge  attic.  II 
1 wooded  acres.  .Asking  $125,000.  Main  Real  Estate,  25A  & Main  re 
East  Setauket.  (516)  751-8877. 

LAWRENCE.  LONG  ISLAND:  MAGNIFICENT  COLONIAL  ON  \ p 
large  den;  garden  room  with  indoor  barbeque  & skylight;  2 fireplaces;pt 
swimming  pool;  4 master  bedrooms  and  maids  room;  air  condition;! 
alarm;  burg,  alarm;  many  extras.  Must  be  seen  to  be  appreciated.  $ >.0 
Call  (516)  371-1092  or  write  Dept.  479,  c/o  NYSJM. 


G.P.  OR  FAMILY  PRACTICE  PHYSICLAN:  EXCELLENT  OPPORTUNITY 
in  middle  income  suburban  area  without  M.D.  at  present.  Within  12  miles 
of  excellent  hospital.  Guaranteed  income,  financial  assistance  in  establishing 
practice  and  assistance  in  coverage  weekends  and  holidays  guaranteed  by 
fully  staffed  emergency/outpatient  department.  Attempting  to  establish  2 
or  3 man  group  which  will  eventually  be  independent  if  desired.  Should  have 
substantial  practice  by  end  of  first  year.  Dept.  478,  c/o  NYSJM. 


INTERNIST.  NORTH  SHORE  OF  LONG  ISLAND  WITH  UNIVERSITY 
teaching  hospital  affiliation,  wishes  associate.  Board  certified  internal  medi- 
cine. Superb  opportunity.  Perrv  A.  Orens.  M.D.,  510  Northern  Blvd.,  Great 
Neck,  N Y.  11021. 


NEWLY  ESTABLISHED  OTOLARYNGOLOGY  TRAINING  PROGRAM: 
Long  Island  Jewish-Hillside  Medical  Center  is  considering  candidates  on  all 
levels  of  training  starting  July  1,  1975.  Staff  includes  3 full-time  otolaryn- 
gologists. ECFMG  certificates  required  for  foreign  graduates.  Contact  Allan 
Abramson,  M.D.,  Division  of  Otolaryngology',  Long  Island  Jewish-Hillside 
Medical  Center.  New  Hyde  Park,  N.Y.  11040.  (212)  343-6700.  ext.  2777. 


CARDIOLOGISTS  WANTED:  WAYNE  STATE  UNIVERSITY  SCHOOL  OF 
Medicine  seeks  additional  faculty  in  cardiology  for  appointment  in  one  of  its 
Medical  Center  Hospital  Detroit  General  Hospital.  Activities  include  CCU, 
non  invasive  and  cardiac  cath  laboratories.  An  Equal  Opportunity  Employer. 
Send  inquiries  and  curriculum  vitae  to:  Pritpal  S.  Puri.  M.D.,  Cardiology, 

Wayne  State  School  of  Medicine,  540  East  Canfield,  Detroit,  Michigan  48201. 


EXTRAORDINARY  FLORIDA  OPPORTUNITY  FOR  INTERNIST.  Asso- 
ciate sought  for  a prestigious  practice.  MUST  be  Board  certified  or  Board 
eligible,  and  have  Florida  license.  Preference  for  internist  in  practice  less  than 
five  years  Send  correspondence  to:  H J.  Roberts,  M I)..  300  27th  St.. 

West  Palm  Beach,  Fla.  33407. 


PORT  JEFFERSON.  NEW  MEDICAL  ARTS  OFFICE  PARK.  ALL  U 
cal  profession  inquiries  invited.  Write  or  phone  for  detailed  infonjtin 
Murray  Adler.  Box  285.  Port  Jefferson,  L.I.,  N.Y.  11777.  (516)  588-449£jj 

KINGSTON,  ULSTER  COUNTY  AREA.  ATTRACTIVE,  GRA  01 
house-office  combination,  one  acre  of  land,  overlooking  the  Hudsot  lie 
Both  major  Kingston  Hospitals  within  10  minute  drive.  Excellent  oppi  m 
for  GP  or  specialist.  Asking  firm  $80,000.  Doctor-owner  will  carry  m gas 
Photo  available.  William  Harris,  M.D.,  54  Fair  St.,  Kingston,  N.Y  (91 
331-6422. 

YORKTOWN  HEIGHTS:  MODERN  OFFICE  FOR  RENT.  ’IJ 

equipped.  Suitable  for  physician,  dentist,  optometrist;  any  professic  11;: 
mediate  occupancy.  Long  term  lease.  Call  (914)  472-4809. 

INVEST  IN  YOUR  OWN  RECREATIONAL  DEVELOPMENT.  90  > 
of  virgin  land  with  1.400  ft.  of  frontage  on  beautiful  Finger  Lake,  rni 
$150,000.  First  time  offered.  Call:  R.  L.  Wiggans  (315)  364-5514  or  j Elf 
(315) 252-9263. 

FOR  RENT:  BAYSIDE,  N.Y.  PHYSICIAN’S  OFFICE.  4 ROOMS.  I M 
led.  carpeted,  furnished,  equipped,  separate  entrance,  extras.  ElelW 
location.  Reasonable  rental.  (212)423-3083. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medica 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552  i 

516-483-0577 
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AL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


t'KVILLE  CENTRE.  LONG  ISLAND  OUTSTANDING  BRICK  GEOR 
m colonial  home  office  combination.  Prestige  corner  location,  landscaped 
ounil-  Retiring  $45,000  down  Mortgage  for  remainder  can  be  arranged, 
■pt  480  c o NYS.IM 


:NER.  CUSTOM  SPLIT  LEVEL.  STUCCO  FIELDSTONE.  I LARGE 
drowns,  2 baths,  2-car  garage.  Full  basement,  all  new  appliances,  eat  in 
ch.;  5 separate  entrances;  new  carpet  & decor.  $69,000.  Also  in  Baldwin, 
mmercial  property  65  x 190  and  building  25  x 50.  Front  and  rear  entrance 
>m  parking  lot;  $59,000.  Desirable  areas  for  M l),  or  lab.  (516)  764-5141 


('TOR'S  OFFICE  FOR  RENT:  EAST  80  S.  5 ROOMS.  2 BATHS.  COM 
etely  equipped  including  X-ray  equipment  Also  practice  available  For 
formation  call  586-0862. 


AICA  ESTATES  VICINITY:  EXCEPTIONAL  VALUE.  OWNER 

ins  retirement.  Fine,  brick  Colonial.  10  spacious  rooms,  3%  baths,  sunlit- 
ight,  pleasant.  5 room,  fully  air  conditioned  office  attached;  separate 
eel  entrance;  convenient  transportation  Formerly  occupied  by  internist. 
; ar  garage  and  driveway  parking.  Unusual  combination  home  and  office  for 
vsician  or  group  practice.  Flexible  terms.  Call  2-5  p in.  weekdays  (212) 
.‘,8-0600. 


SQ.  FT.  PROFESSIONAL  OFFICE  SPACE.  LUXURY.  AIR  CONDI 
ned  bldg  Excellent  location.  Near  hospital  and  all  transportation 
;l-63  35th  Ave.  comer  146  St ..  Flushing.  N Y (212)275-8550. 


-.CLIFF.  L.I.  DOCTOR'S  RESIDENCE  FOR  SALE,  AND  GENERAL 
Vtice  available  4 bedrooms,  library,  large  living  room  with  fireplace, 
ing  room,  eat-in-kitchen,  and  many  extras.  This  magnificent,  formal 
dor  is  situated  on  one  acre.  Doctor’s  suite  is  fully  furnished.  A Gil  Realty 
lusive.  For  brochure,  call  (516)  671-8818. 


' CE  SPACE  AVAILABLE:  ENTIRE  FLOOR  (3.700  SQ.  FT.I  OR  DI 

,ed  units  in  dignified,  medical  co-operative  building.  East  60’s,  available  for 
i|e  or  lease.  All  utilities  and  cleaning  service  provided.  Very  reasonable. 
II  Miss  Corish  (212)  838-7200. 


-'ESS10NAL  HOUSE  FOR  SALE:  BELLEROSE.  QUEENS,  2 MILES 
r LI.J  complex.  Office:  corner  house  4*->  room  office  on  lower  level, 

arate  entrance:  recently  remodeled  with  lab.  House:  64  rooms.  2 baths  on 
t floor,  34  room  full  apartment  on  second  floor,  garage,  2 zone  heat  central 
dC;  low  taxes;  $69,000.  Call  (212)  FI  7-8337. 

WESTBURY  CORNER  HOME.  IDEAL  LOCATION  FOR  PROFES- 
lal:  Wheatley  Schools:  90  ft.  long  Colonial-Ranch.  2 treed  acres,  ample  off 
et  parking.  4-5  bedrooms.  Asking  $125,000.  (516)  MA  6-1773. 

V SALONGA.  LONG  ISLAND.  CENTRALLY  AIR  CONDITIONED.  4 
room  Colonial  home  office  on  professionally  landscaped  & wooded  acre. 
ier  on  main  road  in  prestigious  area.  Private  entry,  six  room,  paneled. 
• .oeted  office.  Four  hospitals  within  10  minutes  drive:  medical  society  25 
.lutes.  Suitable  any  specialty.  $97,000.  Principles  only;  financing  ar- 
•ged  (516)757-6477. 


NA  WITH  WELL  KNOWN  OUTBOARD  MOTOR  FRANCHISE  ON 
■ acres  of  prime  Long  Island  land,  including  large  parts  and  service  center, 
ellent  terms  available.  $100,000  cash  required.  Call  Mr  Tell  (516) 

4870. 


TUTIONAL  BUILDING  FOR  SALE  OR  LEASE  FOR  COMBINED 
e ar)d  residence.  12  rooms  on  ground  floor;  rental  of  4 second  floor  rooms 
. ns  no  real  estate  taxes.  Doctor  may  have  associate  doctors  occupy  his 
es.  Sprinkler  system,  wheel  chair  ramp.  Appraisal  available  Located 
lernck  Rd..  Rockville  Centre.  (516)  RO  6-6717. 


. 30  EAST:  MEDICAL  & PROFESSIONAL  OFFICE  BUILDING,  300 
"W  sq.  ft.  TV  security  system.  Modern  lobby.  Reasonable  rental. 
-,d  I Berley  or  Harve  Schuster.  Walter  & Samuels.  Inc.  (212)  682-2727. 


LEE  TODD  INC. 

‘•SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028 
(Mailing  address  only) 

(212)  RH  4-3615-3466 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice  assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


GREAT  NECK.  KENSINGTON:  MAGNIFICENT  ENG.  MANOR.  SLATE 
roof.  4 bdrms.,  5 bathrms.,  cent.  air.,  auto  lawn  sprink.,  bl I -in  vacuum  syst. 
Reduced  to $125,000.  (516)  HU  2-3809. 


MISCELLANEOUS 


BILLS  COLLECTED- ABUSE  IS  RULED  OUT-TACTFUL  YET  Suc- 
cessful—40  years  of  top  service  to  doctors  and  hospitals-  Mail  billhead  for 
details  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943 

RARE  COINS— GOLD,  SILVER,  TYPE  COINS  APPROVED  AND  CERTI- 
fied  for  Keogh,  pension  or  private  investment.  Bullion  fluctuates  and  is  specu- 
lative, but  select  rare  coins  increase  value  consistently.  Physician’s  hobby 
of  many  years  converted  to  sound  counseling  service.  Confidential,  write  for 
recommended  plan.  Dept.  475,  c/o  NYSJM. 

READ  THESE  BOOKS:  1)  EFFECTIVE  STUDYING.  2)  LONGEVITY. 

3)  Why  We  Laugh.  41  Freud  Simplified.  5)  Origins  of  Prejudice.  6)  Psy- 
chology of  Loy’e  7)  TAT  Testing.  8)  Inferiorities  & Superiorities  Write 
Samuel  Kahn.  M .D..  Box  361,  Croton.  N Y.  10520. 


FREE 

A definitive, 
comprehensive 
booklet  on  Keogh 
Retirement  Plans 
for  self-employed 
persons— including 
40  key  questions 
and  answers. 


Call  Frank  Kinald  at 
(212)  782-6000 


THE  LINCOLN  SAVINGS  BANK 

531  Broadway,  Brooklyn,  N.Y  11206 

□ Please  send  a copy  of 
“Keogh  Retirement  Plans" 

Name 


M-4 


Address 


City 


State 


Zip 


Phone 


. Member  F.D.I.C. 
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LIFESAVING 
PARTNERSHIP. . . 
AGAINST 

CANCER  QUACKERY 


The  anguish  associated  with 
cancer  is  compounded  by  the 
cancer  quack.  False  hopes  — 
harmful  delays  — shattering 
expenses  — deceptive  diag- 
noses — loss  of  life  — these  are 
hazards  facing  the  cancer  pa- 
tient desperate  enough  to 
seek  a cancer  quack. 

The  problem:  how  to 
divert  the  patient  from  this 
tragic  encounter. 

As  medical  guide,  family 
counselor,  trusted  friend  — 
you,  doctor,  play  a major  role 
in  the  fight  against  cancer 
quackery. 

We  are  here  to  “partner” 
you. 

Our  National  Office  main- 
tains an  up-to-date  central 
clearing  house  for  materials 
on  unproven  methods  of 
cancer  diagnosis  and  treat- 
ment. This  is  a unique  opera- 
tion and  the  principal  source 
of  such  information  in  the 


country.  Its  services  are  widely 
used.  Hundreds  of  inquiries 
are  received  and  answered 
from  all  segments  of  the  com- 
munity, from  coast  to  coast. 

To  trigger  grass-roots  ac- 
tion, we  have  formulated  a 
model  State  Cancer  Remedy 
Act  designed  to  control  the 
promotion  and  sale  of 
unproven  methods  of  cancer 
management.  This  has  already 
inspired  nine  states  to  legis- 
late against  cancer  quackery 
— with  active  support  from 
the  medical  community.  Cop- 
ies of  the  model  act,  as  well 
as  copies  of  the  laws  in  effect, 
are  available  in  our  National 
and  Division  offices. 

In  these  actions  against 
cancer  quackery,  as  in  all  our 
efforts  against  cancer,  ours  is  a 
lifesaving  partnership. 

American 
Cancer  I 
Society  f 
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NEW  YORK  CITY 

May  1 / 15,  1975 

1 1:00  a m.  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

May  1 

USE  AND  ABUSE  OF  ANTIBIOTICS 

May  8 

GRAM  NEGATIVE  SEPSIS 

May  15 

CLINICAL  PATHOLOGICAL  CONFERENCE 

NO  FEE  CREDIT:  1 hr  AAFP  per  lecture. 

For  further  information  contact  Williamsburgh  General 
Hospital,  at  above  address,  11221,  Tel:  212/455-9000. 

May  1,  1975 

8:00-10:00  p.m.  Thursday 

The  Albert  Einstein  College  of  Medicine 

1300  Morris  Park  Avenue 
Bronx 

GERIATRIC  GYNECOLOGY 

IRWIN  KAISER,  M.D. 

CREDIT:  one  of  a series  of  8 seminars  which  together  are 
approved  for  16  hrs.  Cat.  1 AAFP.  and  for  AMA  Physicians’ 
Recognition  Award 

To  register  contact  Mrs.  Frieda  Fagin  at  above  address 
1046  Tel:  212/430-2822. 

May  2,  1975 

9:00  a. m. -5:00  p.m.  Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

PRESENT  STATUS  OF  COMPUTER  ECG 
AND  VCG  ANALYSIS 

LEON  PORDY,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75.00  CREDIT:  Cat.  1 AMA  Award 


May  2,  1975 

9:00  a. m. -5:00  p.m.  Friday 

Long  Island  Jewish-Hillside  Medical  Center 
The  Jewish  Institute  for  Geriatric  Care 
The  State  University  of  New  York  at  Stony 
Brook 

The  Jewish  Institute  for  Geriatric  Care 
New  Hyde  Park 


SCIATICA  AND  LOW  BACK  PAIN  . . . 

THE  STENOTIC  LUMBAR  CANAL  AND 
THE  RIDGE-DISC  SYNDROME 

FEE:  $30.00  (includes  lunch  at  Long  Island  Jewish-Hillside 
Medical  Center  and  coffee  breaks) 

CREDIT:  7 hrs.  Cat.  1 AMA  Physicians  Recognition  Award 
Apply  to  office  of  the  Dean  of  the  Clinical  Campus,  Long 
Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park,  1 1040. 


May  4,  1975 

The  Albert  Einstein  College  of  Medicine 
Co-sponsored  by  the  National  Foundation- 
March  of  Dimes 

Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
Bronx 

GENETICS  FOR  THE  PRACTICING 
PHYSICIAN 

FEE:  $5.00 

For  further  information  contact  Executive  Director  Greater 
New  York  Chapter,  The  National  Foundation-March  of  Dimes, 
622  Third  Avenue,  New  York  10017,  Tel:  212/682-6430. 


May  6 & 13,  1975 

8:00  a.m.  Tuesdays 

Richmond  County  Chapter  AAFP 

Staten  Island  Hospital 
101  Castleton  Avenue 
Staten  Island 

May  6 

GENITOURINARY  INFECTION 

SIDNEY  KESSLER,  M.D. 

May  13 

BRONCHIAL  ASTHMA 

CONRAD  SCHROEDER 
CREDIT:  2 hrs  AAFP 

For  further  information  contact  Sydney  Lang,  M.D.,  Staten 
Island  Hospital,  at  above  address,  10301,  Tel:  212/447- 
6000. 


May  6 / 15,  1975 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

Section  on  Dermatology  and  Sy philology 

May  6,  Tuesday,  7:00  p.m. 
RESIDENT’S  FORUM 

Case  presentations  and  discussion 


May  7,  Wednesday,  7:30  p.m. 
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Section  on  Anesthesiology  and  Resuscitation 

Residents  Meeting 

The  Effects  of  Changes  in  the  Body  Position 
of  Obese  Patients  on  Lung  Volumes  and 
Ventilatory  Function 

JONG  BAE.  M.D. 

New  York  Medical  College 

The  Effects  of  Anesthetics  on  Non-polar 
Compound  Solubility  in  Water 

CHARLES  BUFFINGTON.  M.D. 

New  York  University  School  of  Medicine 

Perioperative  Awareness 

VOLKER  K.  EISELE,  M.D. 

Mount  Sinai  School  of  Medicine 

Tracheobronchial  Cytologic  Changes  in 
Hemorrhagic  Shock 

ZMIRA  FRIEDMAN-MOR.  M.D. 

Albert  Einstein  College  of  Medicine 

Postpartum  Uterine  Pressures  During 
Halothane  Anesthesia 

YOUNG  I.  KIM,  M.D. 

Albert  Einstein  College  of  Medicine 

Profound  Hypothemia  for  the  Correction  of 
Congenital  Cardiac  Anomalies  in  Infants 

MICHAEL  T-B.  TJIEUW,  M.D. 

Cornell  University  Medical  College 

Reception  6:00  p.m. — Subscription  dinner  6:30  p.m. 


May  7,  Wednesday,  8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

Scientific  Session  Scientific  papers  to  be  presented  by 
rehabilitation  medicine  residents  from  New  York  State. 

Reception  6:00  p.m. — Subscription  dinner  6:30  p.m. 


May  13,  Tuesday,  8:00  p.m. 

Section  on  Bio-Medical  Engineering 
Young  Professional’s  Night 

Three  prize  winning  papers  selected  from  invited  submissions 
by  young  physicians  and  engineers. 

Moderator: 

ERWIN  R.  TICHAUER,  M.D. 

New  York  University  Medical  Center 

Reception  6:00  p.m. — Subscription  dinner  7:00  p.m. 


May  15,  Thursday,  8:00  p.m. 

The  Harvey  Society  with  the  New  York 
Academy  of  Medicine 


Caspary  Hall 
Rockefeller  University 
York  Avenue  & 66th  Street 

THE  HYPOTHALAMIC  HORMONES 

Their  Physiological  and  Clinical  Significance 

ROGER  GUILLEMIN,  M.D. 

Salk  Institute.  La  Jolla.  Cal 

May  7 & 21,  1975 

4:00-5:30  p.m..  Wednesday 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

May  7 

LOW  BACK 

HEINZ  LIPPMANN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  lY2 

May  21 

STROKE 

HEINZ  LIPPMANN,  M.D. 

Albert  Einstein  Cllege  of  Medicine 

NO  FEE  CREDIT:  AAFP  1% 


May  12  / 16,  1975 

9:00  a. m. -5:00  p.m. 

New  York  City  Health  and  Hospitals 
Corporation 

Queens  Hospital  Center 
164  Street 
Jamaica 

Refresher  course  for  residents 

RADIATION  THERAPY  AND  PHYSICS 

FEE:  $150.00  CREDIT:  40  hr  Cat.  1 AMA 

Physicians'  Recognition  Award 

For  further  information  and  application  contact  Jan  J. 
Smulewicz,  M.D.,  Director  of  Dept,  of  Radiology.  Queens 
Hospital  Center  Affiliation,  Long  Island  Jewish-Hillside  Medical 
Center,  82-68  164th  Street,  Jamaica,  N.Y.,  11432. 


May  19  / 22,  1975 

1:00  p.m. -5:00  p.m. 

Queens  Hospital  Center 

Refresher  course 

PHYSICS  OF  RADIOLOGY,  NUCLEAR 
MEDICINE  AND  RADIOBIOLOGY 

FEE:  $50.00  (includes  coffee  break)  CREDIT:  16hrsCat. 

1 AMA  Physicians 
Recognition  Award. 

For  further  information  contact  Jan  J.  Smulewicz,  M.D., 
Queens  Hospital  Center  Affiliation  Long  Island  Jewish-Hillside 
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Medical  Center,  82-68  164th  Street,  Jamaica,  N.Y.  11432. 


Mount  Sinai  School  of  Medicine 


May  14  & June  11,  1975 
Jewish  Memorial  Hospital 

Broadway  & 196th  Street 
May  14 

INFLAMMATORY  BOWEL  DISEASE 

HOWARD  GOLDEN,  M.D. 

New  York  Hospital 

June  11 

LOW  BACK  DERANGEMENT 

PETER  J.  MARCHISELLO,  M.D. 

New  York  Hospital 

For  further  information  contact  Jewish  Memorial  Hospital  at 
above  address  New  York,  10040.  Tel:  212/569-4700. 


May  15,  1975 

5:00  p.m. 

The  New  York  Hospital-Cornell  Medical  Center 

525  East  68th  Street 

INSIGHTS  INTO  PATHOLOGY  OF 
GLOMERULONEPHRITIS 

PETER  M.  BURKHOLDER,  M.D. 

University  of  Wisconsin  Medical  School 

For  further  information  contact  E.  Lovell  Becker,  M.D.,  The 
New  York  Hospital-Cornell  Medical  Center,  at  above  address, 
New  York  10021. 


May  15  / 16,  1975 

The  Cornell  University  Medical  College 

The  New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 

THE  DIAGNOSIS  AND  MANAGEMENT  OF 
STROKE 

The  course  is  intended  for  the  medical  practitioner  and  will 
summarize  recent  developments  in  the  field.  Liberal  use  of 
patient  demonstrations  and  practical  discussions  is  planned. 

FEE:  $100.  CREDIT:  Cat.  1 AMA  Award 

For  further  information  contact  R.  A.  R.  Fraser,  M.D.,  525 
East  68th  Street,  New  York  10021. 


May  29  / 30,  1975 

9:00  a m. -5:00  p.m.  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

HEADACHE,  AND  OTHER  PAINS  OF  THE 
HEAD,  FACE  AND  NECK 

DAVID  R.  CODDEN,  M.D. 
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FEE:  $100.  CREDIT:  Cat.  1 AMA  Award 

May  30  / 31,  1975 

Columbia  University  College  of  P & S 

630  West  1 68th  Street 
A Postgraduate  Course  in 

ULTRASONIC  TOMOGRAPHY  OF  THE 
EYE  AND  ORBIT 

Under  the  Direction  of 

D.  JACKSON  COLEMAN,  M.D. 

FEE:  $150.00 

For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 


ALBANY  AREA 

May  22  / 23,  1975 

New  York  State  Association  of  Public  Health 
Laboratories 

Room  E 104 

120  New  Scotland  Avenue 
Albany 

59th  Annual  Meeting 

May  22 

WORKSHOPS  (CYTOLOGY,  CLINICAL 
CHEMISTRY,  MICROBIOLOGY) 

May  23 

NEWER  APPLICATIONS  OF 
IMMUNOLOGIC  TECHNIQUES 

PEDIATRIC  PATHOLOGY 

For  further  information  contact  Louis  G.  Jakovic,  M.D.,  Sec/ 
Treas.,  120  New  Scotland  Avenue,  Albany,  12201.  Tel: 
518/474-4160. 


BUFFALO  AREA 

May  1,  15  & 31,  1975 

Continuing  Medical  Education 

School  of  Medicine 
State  University  of  New  York 

Deaconess  Hospital 
Auditorium 

May  1,  Thursday  8: 15  a.m.  registration 

CARDIOLOGY 

Medical  vs.  Surgical  Management  of  Angina 
Pectoris 


WILLIAM  LIKOFF,  M D. 

Accelerated  Rehabilitation  of  Cardiac 
Patients 

JOHN  P.  NAUGHTON,  M D. 

New  Concepts  in  the  Management  of  So- 
called  Refractory  Heart  Failure 

ROBERT  H.  SELLER,  M.D. 

Ambulatory  Management  of  Patients  with 
Essential  Hypertension 

CHARLES  M.  ELWOOD,  M D. 

DRUG  SELECTION 

The  Use  of  Psychotropic  Agents  in  the 
Management  of  Depressed  Patients 
JONATHAN  O COLE,  M D 
Early  Recognition  and  Management  of 
Suicidal  Patients 

PETER  F.  REGAN,  M D. 

Common  Mistakes  in  Microbial  Therapy 

MARTIN  E.  PLAUT,  M.D. 

Super  Infections  in  Bacterial  Pneumonia 

MICHAEL  A.  APICELLA,  M.D. 

May  15,  8:15  a.m.  registration 

MANAGEMENT  OF  PATIENTS  WITH  PAIN 
Differential  Diagnosis  and  Management  of 
Patients  with  Headaches  and  Cephalalgia 

ROBERT  SMITH,  M.D. 

Management  of  Other  Pain  Syndromes 

ROSS  MARKELLO,  M.D. 

The  Avoidance  of  Drug-Dependence  in  Relief 
of  Intractable  Pain 

CEDRIC  M.  SMITH,  M.D. 

SURGERY 

Controversies  in  the  Management  of 
Carcinoma  of  the  Breast 

GERARD  P.  BURNS,  M.D. 

Treatment  of  Common  Athletic  Injuries 

JOSEPH  D.  GODFREY,  M.D. 

Indications  for  Colonoscopy  and  Other 
Endoscopy  Procedures 

HAROLD  BERNHARD,  M.D. 

Indications  for  Reconstructive  Surgery 

GEORGE  P.  READING,  M.D. 

May  31,  8:15  a.m.  registration 

PEDIATRICS 

Recognition  and  Management  of  Children 
with  Learning  Disabilities 

ROBERT  WARNER,  M.D. 

Recognition  and  Counselling  of  Patients  with 
Genetic  Disorders 


RONALD  G.  DAVIDSON,  M D. 

Recognition  of  Growth  Disorders 

MARGARET  H MACGILLIVRAY,  M.D. 

Hyperactive  Children 

MICHAEL  E.  COHEN,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

Selection  of  the  Best  Contraceptive 
Techniques  for  Individual  Patients 

JACK  LIPPES,  M.D. 

Early  Recognition  of  High-Risk  Pregnancies 

WAYNE  L.  JOHNSON.  M.D. 

Common  Problems  in  Adolescent 
Gynecology 

VINCENT  J.  CAPRARO,  M.D. 

Vulvo-Vaginitis  and  Cervicitis 

VINCENT  J.  CAPRARO,  M.D. 

For  further  information  contact  Mr.  Charles  Hall,  SUNY,  2211 
Main  Street,  Buffalo  14214,  Tel  7 16/831-5526. 

May  2 / 3,  1975 

Continuing  Medical  Education 
State  University  of  New  York 

Holiday  Inn  of  Grand  Island 
Buffalo 

May  2,  Friday  8: 15  a.m.  registration 

OPHTHALMOLOGY 
Extruding  Implants 

CHARLES  K.  BEYER,  M.D. 

Practical  Pointers  in  Slit  Lamp  Examination 
of  the  Vitreous  Cavity 

FELIPE  I.  TOLENTINO,  M.D. 

The  Chiasm 

J.  A.  McCRARY,  III,  M.D. 

Suprachoroidal  Fluid  and  Pupillary  Block 

B.  THOMAS  HUTCHINSON 

Limbal  Anatomy 

DAVID  KASNER,  M.D. 

Phakic  and  Aphakic  Malignant  Glaucoma 

B.  THOMAS  HUTCHINSON 

Epiphora 

CHARLES  K.  BEYER,  M.D. 

Nystagmus 

J.  A.  McCRARY,  III,  M.D. 

Closed  Vitrectomy:  Current  Status, 
Techniques  and  Results 

FELIPE  I.  TOLENTINO,  M.D. 

Dinner  & Reception  6:30  p.m. 

May  3,  9:00  a.m. 

Management  of  Vitreous  Floaters 
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FELIPE  I.  TOLENTINO,  M.D. 

Anterior  Vitrectomy  Results 

DAVID  KASNER,  M.D. 

Lid  Trauma 

CHARLES  K.  BEYER,  M.D. 

Advances  in  Optic  Nerve  Disease 

J.  A.  McCRARY,  III,  M.D. 

Glaucoma  and  Retinal  Detachment 

B.  THOMAS  HUTCHINSON,  fyl.D. 

For  further  information  contact  Mr.  Charles  Hall,  SUNY,  2211 
Main  Street,  Buffalo  14214,  Tel:  716/831-5526. 


May  9 / 10,  1975 
Continuing  Medical  Education 

State  University  of  New  York 
Statler  Hilton  Hotel 
Embassy  Room 
Buffalo 

May  9,  9: 15  a.m.  registration 

NEW  CURRENT  TOPICS  AND  THEIR 
APPLICATION  TO  CLINICAL  MEDICINE 

GLORIA  L.  ROBLIN,  M.D.,  HAROLD  I.  MODELL,  M.D., 
ROBERT  A.  SPANGLER,  M.D.,  ROBERT  J.  MCISAAC, 
M.D. 

INFECTIONS  AS  SEEN  BY  THE 
CLINICIAN 

CORNELIUS  J.  O’CONNELL,  M.D.,  ROBERT  SPIER,  M.D., 
THOMAS  D.  FLANAGAN,  M.D.,  ERWIN  NETER,  M.D. 

Reception  & Dinner  6:30  p.m. 

May  10,  9:15  a.m.  registration 

RE-LICENSURE  AND  RE-CERTIFICATION 

R.  C.  DERBYSHIRE,  M.D.  WILLIAM  P.  NELSON,  III,  M.D. 
WILLIAM  C.  FELCH,  M.D.  PHILIP  R.  ALPER,  M.D. 

CREDIT:  10  prescribed  hrs  AAFP  & approved  by  AMA 
Council  on  Medical  Education. 


May  14  / 16,  1975 

Continuing  Medical  Education 
State  University  of  New  York 

Statler  Hilton  Hotel 
Embassy  Room 
Buffalo 

May  14,  Wednesday,  8:15  a.m.  registration 

CHILDREN  NEEDING  REHABILITATION 

CREDIT:  18  Prescribed  hrs  AAFP  & approved  by  AMA 

For  further  information  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo  14214.  Tel:  716/831-5526. 


DUTCHESS  COUNTY 


May  21,  1975 
St.  Francis  Hospital 

Camelot  Inn 
Route  9 (South  Road) 

Poughkeepsie 

SYMPOSIUM  ON  INFECTIOUS  DISEASE 

For  further  information  contact  Sister  M.  Ann  Elizabeth 
President,  St.  Francis  Hospital,  Poughkeepsie,  12601. 


KIAMESHA  LAKE 


May  23  / 26,  1975 
Maimonides  Medical  Center 

SUNY  Downstate  Medical  Center 
American  Academy  of  Family  Practice 

Concord  Hotel 
Kiamesha  Lake 

THE  FOURTEENTH  ANNUAL  PEDIATRIC 
POSTGRADUATE  SYMPOSIUM 

Chairman 

IRVING  A.  TAINSKY,  M.D. 

FEE:  $75.00  for  registration  plus  $25.00  required  for  room 
deposit.  No  registration  fee  for  Interns  & Residents. 

For  registration  and  further  information  contact  Mrs.  Shirley 
Lasky,  Registrar,  Maimonides  Medical  Center,  4802  Tenth 
Avenue,  Brooklyn,  11219.  Tel:  212/UL-3-1200. 


NASSAU  COUNTY 

May  12,  1975 

The  Long  Island  Ophthalmological  Society 

Nassau  Academy  of  Medicine 
Garden  City 

PEDIATRIC  OPHTHALMOLOGY 
COLLOQUIM 

Guest  Speakers: 

EDWARD  COTLIER,  M.D.-(Chicago,  III.) 

ROBERT  M.  ELLSWORTH,  M.D.-(New  York) 

JOHN  T.  FLYNN,  M.D.-(Miami,  Fla.) 

THOMAS  R.  HEDGES,  M.D.-(Philadelphia,  Pa.) 

A.  LIEBESKIND,  M.D.-(Manhasset,  N.Y.) 

For  further  information  and  registration  contact  Paul  Todtfeld, 
M.D.,  Smithtown,  N.Y.  11787. 


May  21,  1975 

9:00  a.m.  Wednesday 

Mercy  Hospital 

100  North  Village 
Rockville  Center 
MacArthur  Auditorium 
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IMMUNE  COMPLEX  RENAL  DISEASE 

CHARLES  D.  SWARTZ,  M.D. 

Hahnemann  Medical  College  and  Hospital 

NO  FEE 

For  further  information  contact  Mercy  Hospital,  at  above 
address  11570.  Tel:  516/255-2242 


ROCHESTER  AREA 

May  1,  1975 

Rochester  Ophthalmological  Society 

University  of  Rochester  Medical  Center 

ASYMMETRIC  THYROID 
OPHTHALMOPATHY 

DAVID  SHOCH,  M.D. 

Northwestern  University  Medical  School 

Evening  dinner  and  memorial  lecture  at  the  University  Club. 

For  further  information  contact  Robert  E.  Kennedy,  M.D.,  235 
Alexander  Street,  Rochester,  14607.  Tel:  716/232-2468 


SUFFOLK  COUNTY 


May  9 1975  / June  13,  1975 

8:00  a. m. -9:00  a m. 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchague 

May  9 

OBESITY 

ROBERT  CHERNAIK,  M.D. 

May  30 

CYTOLOGIC  RATIONALE 

ARTHUR  GARUTTI,  C.T. 

June  6 

DIAGNOSIS  AND  WORKUP  OF 
DIFFICULT  ANEMIA 

JAMES  MAGIDSON,  M.D. 

June  13 

MENINGITIS 

JOSEPH  D’AGROSA,  M.D. 

NO  FEE  CREDIT:  AAFP  Class  I 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 

Director  of  Medical  Education,  Brookhaven  Memorial  Hospital, 
at  above  address,  Patchogue  1 1772.  Tel:  516/475-5000, 
ext.  452. 


May  15,  1975 

9:00  a. m. -4:30  p.m.  Thursday 


South  Oaks  Foundation 

South  Oaks  Hospital 

Sunrise  Highway  & County  Line  Road 

Amityville 

Second  Annual  Conference  for  Clergymen 
and  Mental  Health  Professionals 

HEMOSEXUALITY — SIN?  SICKNESS” 
NEITHER?  BOTH? 

FEE:  $5  00  luncheon  registration 

For  further  information  contact  Lynn  S.  Black,  Director 
Community  Relations,  South  Oaks  Hospital,  at  above  address, 
Amityville,  11701.  Tel:  516/264-4000. 


SYRACUSE  AREA 

May  1,  1975  / June  12,  1975 

1 1:00  a m.  Thursdays 

Wilson  Memorial  Hospital 

Johnson  City 

Conducted  by  the  Upstate  Medical  Center 

May  1 

DIABETES  INSIPIDUS— DIFFERENTIAL 
DIAGNOSIS  AND  TREATMENT 

MYRON  MILLER,  M.D. 

May  8 

PROLAPSING  MITRAL  VALVE  SYNDROME 

ROBERT  H.  EICH,  M.D. 

May  15 

IRRITABLE  COLON  SYNDROME 

JOHN  Q.  STAUFFER,  M.D. 

May  22 

CARDIAC  ASSISTANCE  IN  THE 
TREATMENT  OF  HEART  FAILURE- 
DRUGS  AND  MECHANICAL  DEVICES 

LEWIS  W.  JOHNSON,  M.D. 

May  29 

FLUID  ELECTROLYTES  AND  ACID  BASE 
PROBLEMS 

EDWARD  T.  SCHROEDER,  M.D. 

June  5 

HEMOPHILIA— CURRENT  CONCEPTS 

WILLIAM  J.  WILLIAMS,  M.D. 

June  12 

INFECTIOUS  DISEASE— topic  to  be 
announced 

DONALD  L.  BORNSTEIN,  M.D. 

CREDIT:  Cat.  1 AAFP 

For  further  information  contact  Mucio  R.  Valenca,  M.D. 
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Wilson  Memorial  Hospital  For  further  information  contact  Dr.  D.  V.  Catton,  Dept,  of 

33-57  Harrison  Street  Anesthesia,  McMaster  University  Medical  Centre,  at  above 

Johnson  City,  13790.  Tel:  607/773-6391.  address,  Onario  L8S4J9. 


OUT  OF  STATE 

May  1/3 , 1975 

American  Cancer  Society,  National  Cancer 
Institute 

The  Denver  Hilton 
Denver,  Colorado 

National  Conference  on  Advances  in  Cancer  Management  Part  II 

DETECTION  AND  DIAGNOSIS 

NO  REGISTRATION  FEE — Advanced  registration  is 
requested. 

CREDIT:  AMA  & AAFP. 

For  further  information  contact  Sidney  L.  Arje,  M.D.,  National 
Conference  on  Advances  in  Cancer  Management  Part  II: 
Detection  and  Diagnosis,  American  Cancer  Society,  219  East 
42nd  Street,  New  York,  New  York  10017. 

May  14  / 16,  1975 
University  of  Kentucky 

Lexington  Hilton 
Lexington,  Kentucky 

SYMPOSIUM  ON  GENITOURINARY 
RADIOLOGY 

FEE:  $225.00 

For  further  information  contact  Frank  R.  Lemon,  M.D.,  Office 
of  Continuing  Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky.  40506. 


CANADA 


May  9 / 11,  1975 

Ontario  Society  of  Clinical  Hypnosis 

Hyatt  Regency  Hotel 
Toronto,  Ontario 

ADVANCED  WORKSHOP  ON  CLINICAL 
HYPNOSIS 

For  further  information  contact  S.  Kushnir,  M.D.,  243  St.  Clair 
Avenue  West,  Toronto,  Ontario,  N4v1R3. 


May  30  / 31,  1975 

McMaster  University  Medical  Centre 

Room  4F5  12200  Main  Street  West 
Hamilton,  Ontario 

ANESTHESIA  REFRESHER  COURSE  (For 
Family  Physicians) 


EVENTS  RECEIVED  AFTER 
DEADLINE 


May  2,  1975 

4:00  p.m.  Friday 

Downstate  Medical  Center  (SUNY) 

First  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

CELL  SURFACE  MODULATION  AND 
MITOGENESIS 

GERALD  M.  EDELMAN,  M.D. 

Rockefeller  University 


May  3/ 31,  1975 
Hospital  for  Joint  Diseases 

Department  of  Orthopaedics 
Research  Institute  Auditorium 

May  3,  9:00  a.m.,  Saturday 

MECHANISM  AND  TREATMENT  OF 
FRACTURES  AND  LIGAMENTOUS 
INJURIES  OF  THE  ANKLE 

THOMAS  QUIGLEY,  M.D. 

Harvard  Medical  School 

INJURIES  OF  THE  TALUS  AND  ITS 
JOINTS 

BARNARD  KLEIGER,  M.D. 

Hospital  for  Joint  Diseases 

May  10,  Saturday 
FOOT  SYMPOSIUM 
May  17,  Saturday 

HAND  CONFERENCE 

ALFRED  SWANSON,  M.D. 

Blodgett  Memorial  Hospital,  Michigan 

May  31,  9:00  a.m.,  Saturday 

NEW  RESEARCH  ASPECTS  OF 
CHONDROSARCOMA  AND  OSTEOGENIC 
SARCOMA 

HENRY  MANKIN,  M.D. 

Massachusetts  General  Hospital 

ALLEN  SCHILLER,  M.D. 

Massachusetts  General  Hospital 

For  further  information  contact  Alice  Zaleon,  Secretary  Dept, 
of  Orthopaedics,  Hospital  for  Joint  Diseases  and  Medical 
Center,  1919  Madison  Avenue,  New  York  10035,  Tel:  212/ 
876-7000. 
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May  5,  1975 

6:30  p.m. — 8:00  p.m.,  Monday 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

IMPLANTATION  OF  PROSTHETIC  LENS 
FOLLOWING  CATARACT  SURGERY 

Moderator 

JORGE  BUXTON,  M.D. 

1.  FYODOROV  LENS— KENNETH  BARASCH,  M D. 

2.  BINKHORST  LENS— HENRY  HIRSCHMAN,  M D. 

3.  COPELAND  LENS— LEWIS  DAN,  M.D. 

4.  PHACOEMULSIFICATION  AND  IMPLANTATION  OF 
PROSTHESIS— DONALD  PRAEGER,  M D. 


May  12,  1975 

4:00  p.m.,  Monday 

Downstate  Medical  Center  (SUNY) 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

IMMUNOLOGICALLY  MEDIATED 
TUBULAR  AND  INTERSTITIAL  RENAL 
DISEASES 

ROBERT  T.  McCLUSKEY,  M.D. 

Harvard  Medical  School 


May  15,  1975 

2:00  p.m. — 5:00  p.m.  Thursday 

The  American  College  of  Obstetricians  and 
Gynecologists 

Cornell  University  Medical  College 
Auditorium  B-01 1 

1300  York  Avenue  (York  at  69th  Street) 

REGIONALIZATION  OF  PERINATAL  CARE 

RICHARD  AUBRY,  M.D. 

Chairman  Committee  on  Regionalization  District  2 ACOG 
State  University  Upstate  Medical  Center 

ANDREW  FLECK,  M.D. 

1st  Deputy  Commissioner  of  the  Dept,  of  Health,  Albany 

MARGARET  GREGORY,  M.D. 

Coordinator  of  Maternal  & Child  Health  Programs 

IRWIN  MERKATZ,  M.D. 

Case  Western  Reserve 

JEAN  PAKTER,  M.D. 

Director  of  Bureau  of  Maternity  Services  and  Family 
Planning,  NYC 


MR  HERBERT  WILLIAMS 

Senior  Planning  Associate  of  the  Health  and  Hospital 
Planning  Council  of  Southern  New  York 

NO  FEE 

For  further  information  contact  Dr.  Peter  A M.  Auld, 
The  New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 
New  York  10021. 


May  15,  1975 

8:00 — 10:00  p.m.,  Thursday 

Long  Island  Jewish-Hillside  Medical  Center  & 
the  Health  Sciences  Center  of  the  State 
University  of  New  York  at  Stony  Brook 

Long  Island  Jewish-Hillside  Medical  Center 

ADVENTURES  IN  TOTAL  HIP 
REPLACEMENT 

CREDIT:  2 hrs  Cat.  1 AMA  Physician’s  Recognition  Award 

For  further  information  contact  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park,  10040. 


WESTCHESTER  COUNTY 


May  8,  1975 

9:00  a.m.,  Thursday 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

THE  HYPERLIPIDEMIAS 

SAMI  A.  HASHIM,  M.D. 

St.  Lukes  Hospital  Center 

CREDIT:  AAFP. 

For  further  information  contact  Martin  F.  Stein  Jr.,  M.D.,  St. 
Joseph’s  Hospital,  at  above  address.  10701.  Tel:  914/ 
965-6700. 


DEADLINE  DATE  FOR  JULY  MEETINGS 
TO  BE  ANNOUNCED  IN  WGO  IS  MAY 
10,  1975. 

SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 

WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York, 
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West  Avenue,  Brockport,  N.Y.  14420. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  716/589-7117. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  and 
Ob/Gyn  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  3 1 5/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass’t.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen’s  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunity  for  private  referrals  from  Pediatric  Staff. 

CONTACT:  Gerald  M.  Blum,  M.D.,  Chief,  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brooklyn,  N.Y.  11238.  Tel.  212/240- 
1701. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 
group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CATO,  N.Y.,  Cauyga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 
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COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr  George  Tiffany,  P.O.  Box  1 16.  Colton,  N Y 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr  Frank  Lotz,  Adm.,  O’Connor  Hospital.  Andes 
Road.  Delhi.  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital.  Elmira.  N.Y.  14901.  Tel:  607/734-5117. 


ELMIRA,  N.Y.,  Chemung  County.  Internist  wanted  for  group. 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  N.Y.  14901.  Tel:  607/734-8624. 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr.  Robert  L.  Beard,  Ass’t.  Adm.,  Arnot-Ogden 
Memorial  Hospital,  Elmira,  N.Y.  14901.  Tel:  607/737-4100. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HAMILTON,  N.Y.,  Madison  County.  FPs  or  Internists  needed  for 
innovative  rural  health  center  adjacent  to  community  hospital. 

CONTACT:  N.  Cara  Ackerman,  Director,  Community  Memorial 
Hospital,  Hamilton,  N.Y.  13346.  Tel:  315/824-1100. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444 


JAMESTOWN,  N.Y.,  Chautauqua  County.  Internist  and  F.P ./ 
for  Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Director,  Jamestown 
Medical  Clinic,  103  Allen  Street,  Jamestown,  N.Y.  14701. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.’s  and  Family 
Physicians  to  practice  in  a group  format. 

CONTACT:  Mr  Ronald  J.  Fryzel,  Adm.  Ass’t.,  Jamestown 
General  Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 
Tel:  716/484-1161. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 


MAHOPAC,  N.Y.,  Putman  County.  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac,  N.Y.  10541.  Tel:  914/628- 
3473. 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


MASSENA,  N.Y.,  St.  Lawrence  County.  Family  Physicians 
needed.  Prosperous  Northern  New  York  Rural  industrial 
community  with  good  hospital. 
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CONTACT:  John  Clough,  M.D.,  176  Maple  Street,  Massena, 
N.Y.  13662.  Tel:  315/769-6227. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  Internist  and 
F.P.'s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
716/798-2000. 


MECHANIC VILLE,  N.Y.,  Saratoga  County.  Family  Physicians. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of 
Commerce,  Inc.,  116  Park  Ave.,  Mechanicville,  N.Y.  12118 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NEW  YORK  CITY.  General  or  Orthopedic  Surgeon. 

CONTACT:  John  Stump,  M.D.,  Veterans  Administration,  O.P.D. 
7th  Avenue  and  24th  St.,  New  York,  N.Y.  Call  before  9 am 
212/620-6588  or  6595. 


NEW  YORK  CITY.  Board/Cert/Elig.  Physician  with  cardiology 
background  to  work  in  occupational  medicine.  Modern 
facilities. 

CONTACT:  Mr.  Henry  Leonard,  20  E 49th  Street,  10017. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph’s  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  Specialists  in 
Ophthalmology,  Pediatrics,  Internal  Medicine  and  Family 
Medicine. 

CONTACT:  Administrator,  A.  Barton  Hepburn  Hospital, 
Ogdensburg,  N.Y.  13369.  Tel:  315/393-3600. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 
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PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 
Mary’s  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists, 
Pediatricians  and  Ob/Gyn’s  for  Health  Center  (a 
comprehensive  health  care  plan  featuring  prepayment  and 
fee  for  services). 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir.  Northeast  Health 
Center,  1171  Culver  Rd.,  Rochester,  N.Y.  14609.  Tel: 
716/482-4300. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D Morris,  Supervisor,  Town  of 
Rushford.  RFD  3,  Cuba.  N Y.  14727.  Tel:  716/437-2768 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake.  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugenies,  N.Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel:  518/346-7748. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed 
Two  Internists  and  a Pediatrician  for  Tri  Town  area. 

CONTACT:  Mr.  E.  B.  Watson,  Pres.,  Board  of  Managers;  or  Mr 
J.  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney.  N.Y. 
13838.  Tel:  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician  Internist. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N.Y. 

14551.  Tel:  315/483-9136. 


SODUS.  N.Y.,  Wayne  County.  Family  Physician,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  E.  Fisher,  D.D.S.,  Adm.  Myers  Community 
Hospital.  Sodus,  N.Y.  14551.  Tel:  315/483-9161. 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT:  Everett  Forman,  M.D.,  Stamford,  N.Y.  12167.  Tel: 
607/652-7324. 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certified  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 
Stamford,  N.Y.  12167.  Tel:  607/652-7312. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gvn,  Internist  and 
Radiologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 


Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


UTICA,  N.Y.,  Oneida  County  needs  F.P.'s  Pediatricians  and 
Internists. 

CONTACT:  Reynold  S.  Golden,  M.D.,  2206  Genesee  Street, 
Utica,  N.Y.  13502.  Tel:  315/735-5261. 


WALTON,  N Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc  , Walton.  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.'s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment.  Taylor-Brown  Memorial  Hospital,  East  Main 
Street.  Waterloo.  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital.  P O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall.  N.Y.  12887.  Tel:  518/499-0228. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


Physicians  who  wish  to  apply  to  the  MSSNY’s  Physicians'  Place- 
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ment  Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians’  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 


FAMILY  PHYSICIANS: 

CANAJOHARIE,  N.Y.,  Montgomery  County  needs  a Family  Physi- 
cian. For  further  information  contact  Major  John  L.  Tooker, 
Canajoharie,  Tel:  518/673-5512. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  For  further  information  con- 
tact Donald  R.  Gibbs,  M.D.,  Cortland  Tel:  607/756-9941. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  12983.  Tel: 
518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician. 

CONTACT:  Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospi- 
tal, 37  N.  Chemung  Street,  Waverly  14892.  Tel:  607/565- 
2861. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 


ANTHESIOLOGIST 

CARTHAGE,  N.Y.  Jefferson  County  needs  an  Anethesiologist. 

CONTACT:  George  Nuffer,  M.D.,  Carthage  Area  Hospital,  West 
Street  Rd„  Carthage,  13619,  Tel:  315/493-1000. 


ENT 

AUBURN,  N.Y.  Cayuga  County  needs  an  ENT,  Family  Physicians 
and  an  Ob/Gyn.  For  further  information  contact  Mr.  Charles 
Hicks,  Director  of  Physicians'  Procurement  Committee,  157 
Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 

AMSTERDAM,  N.Y.  Montgomery  County  needs  an  ENT.  For 
further  information  contact  Sister  Mary  Theresa,  Adm.,  St. 
Mary's  Hospital,  Amsterdam,  12010. 


DIRECTOR  OF  COMMUNITY  MEDICINE 

FLUSHING,  N.Y.  Queens  County  needs  a Director  of  Community 
Medicine.  Looking  for  a physician  who  is  specialized  in  Gen- 
eral Surgery,  Public  Health,  Pediatrics,  Internal  Medicine  or 


Family  Practice.  For  further  information  contact  Mr.  Philip 
Palese,  Exec.  Director,  Flushing  Hospital  & Medical  Center, 
Parsons  Blvd  & 45th  Ave.,  Flushing,  11355.  Tel:  212/FL-9- 
2000.  Ext.  532 

DIRECTOR  OF  MEDICAL  EDUCATION 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a part-time  physician 
to  initiate  and  coordinate  graduate  medical  education  pro- 
grams for  physicians,  dentists,  podiatrists,  nurses  and  allied 
health  personnel.  The  services  would  not  exceed  24  hours 
per  week.  Contact.  St.  John’s  Smithtown  General  Hospital, 
Smithtown,  11787. 


INTERNISTS: 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine. 

CONTACT:  W.  H.  Stevenson,  Ass’t  Director  of  Personnel,  the 
Buffalo  General  Hospital,  100  High  Street,  14203.  TEL- 
716/845-7490. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 


OBSTETRICIAN/GYNECOLOGISTS 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 

Harper  Street,  Stamford  12167.  Tel:  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202  Tel- 
315/424-3863. 


PEDIATRICIANS 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202  Tel: 
315/424-3863. 


RADIOLOGIST 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a Radiologist  to  work 
part-time  or  four  day  week.  For  further  information  contact 
Robert  Bloom,  M.D.,  498  Route  111,  Smithtown  11787. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  For  further  information  contact  Mr.  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place,  New 
York,  10038. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians’  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians’  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA. 
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COMMEMORATING 
200 YEARS 
OF  IRREGVLAR 
AMERICANS 

CaseyJones  was  a bug  on 
punctuality— some  even  set 
their  watches  by  his 
train's  whistle. 


Just  get  me  to  the  station  on  time.  For  200  years,  Americans  have  been 
in  a hurry.  But  some  things  just  don’t  happen  on  schedule—  like  bowel 
movements  in  a constipated  patient.  And  for  200  years,  Americans  have  dealt 
with  this  problem  in  a variety  of  ways—  and  with  varying  degrees  of  success. 


Now  there’s  Modane.  One  tablet  with  the  evening  meal  provides  comfortable 
laxation  in  the  morning... for  postoperative,  pregnant,  or  geriatric  patients. 
Because  it’s  reliable.  Because  it’s  predictable.  Because  it’s  gentle. 


MODAN 


WARREIM-TEEDI 

pharmaceuticals  INCORPORATED  I 

SU8SI0IAOV  of  ROMM  ANO  MAAI  COMPA 

COLUMBUS.  OHIO  *332151 


LAXATIVE  TABLETS 


In  most  cases  of 

sustained  moderate  hypertension, 

ALDOMEBethyldopaimsd) 

usually  offers  more 
than  effective  lowering 
of  blood  pressure... 


With  ALDOMET 
(Methyldopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyldopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


MSD 


With  ALDOMET 
(Methyldopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 

ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


for  sustained 
moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHVU3DMIHS0) 

a unique  antihypertensive  agent 

Contraindications  include  active  hepatic  disease  and  known 
sensitivity  to  the  drug.  Use  with  caution  in  patients  with  a history 
of  liver  disease  or  dysfunction.  Not  recommended  in  phe- 
ochromocytoma  or  pregnancy, 
it  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with  methyl- 
dopa therapy.  The  rare  occurrences  of  hemolytic  anemia 
or  liver  disorders  could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  For  more  details  see 
the  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 


to  further 
simplify  therapy 
for  many  patients 

now  available 

ALDOMEr500mg 

(METHYLDOPA1  MSD) 


• often  more  practical  to  prescribe 

• easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


l.o-g 

daily 

dose 


1-5-g 

daily 

dose 


& ALDOMET 500 mg 

C Methyldopa  /MSD) 


Stg  one  tablet  b id. 


^ALDOMET 500 mg 

( Methyldopa  /MSD) 


2.0-g 

daily 

dose 


^ ALDOMET 500 mg 

f Methyldopa/ AH  SO) 

® 

sig:  one  tablet  g.i.d. 


NOTE:  Tablets  shown  are  not  actual  size. 


in  sustained  moderate  hypertension 

ALDOM  ET (METHYLDOPAIMSD) 


usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  iead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 


Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  In  some  patients  the  findings  are  con- 
sistent with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should 
be  done  particularly  during  the  first  six  to  twelve 
weeks  of  therapy  or  whenever  an  unexplained  fever 
occurs.  If  fever,  abnormalities  in  liver  function 
tests,  or  jaundice  appear,  stop  therapy  with  methyl- 
dopa. If  caused  by  methyldopa,  the  temperature 
and  abnormalities  in  liver  function  characteris- 
tically have  reverted  to  normal  when  the  drug  was 
discontinued.  Methyldopa  should  not  be  reinstituted 
in  such  patients. 

Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  /tye-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 


Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 1 
cular  disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 


For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  <S  Dohme.  Division  of  Merck  & Co.,  INC., 
West  Point,  Pa.  1 9486 
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Abstracts 


Dock,  W.:  Multiple  systolic  clicks  in  mitral  prolapse; 
role  of  leaflets  in  genesis  of  clicks  and  of  chordae  in  rare 
low-pitched  systolic  “gallop,”  New  York  State  J.  Med. 
75:  847  (May)  1975. 

In  patients  with  systolic  prolapse  of  the  mitral  valve, 
one  to  three  midsystolic  clicks  can  often  be  heard  or  re- 
corded, with  or  without  systolic  murmurs.  The  clicks 
are  high  pitched,  similar  to  the  snap  of  mitral  stenosis. 
They  seem  to  be  due  to  lateral  tensing  of  the  prolapsing 
l segment  of  an  atrioventricular  valve.  In  the  usual  case 
reported  here,  an  initial  high-pitched  click  was  followed 
by  a sound  of  low  pitch,  resembling  a third  heart  sound 
in  gallop  rhythm.  This  sound  was  ascribed  to  belated 
tension  on  chordae  elongated  by  mucinous  degeneration 
and  drawn  taut  only  by  prolapse.  As  such  chordae  may 
rupture  and  cause  acute  failure,  a low-pitched  systolic 
sound  probably  indicates  a worse  prognosis  than  the 
usual  systolic  clicks. 

Wasserman,  N.,  Ito,  M.  D.,  Barron,  A.  L.,  Reisman, 
R.  E.,  and  Arbesman,  C.  E.:  Herpes  simplex  virus  in 
patients  with  sarcoidosis;  lymphocyte  transformation  in 
vitro  and  antibody  response,  New  York  State  J.  Med. 
75: 850  (May)  1975. 

Immune  responses  to  HSV  (herpes  simplex  virus)  in 
10  sarcoidosis  patients,  12  asthmatic  persons,  and  13 
nonatopic  individuals  were  studied.  A distinct  correla- 
tion between  neutralizing  antibody  levels  to  HSV  and  in 
vitro  lymphocyte  transformation  in  the  presence  of  HSV 
antigen  was  observed  in  all  three  groups.  No  associa- 
tion was  found  for  sarcoidosis  and  HSV. 

Steinberg,  C.  L.:  Rheumatoid  lung  disease;  granulo- 
mas, fibrosis,  pulmonary  effusion,  New  York  State  J. 
Med.  75:  854  (May)  1975. 

Three  patients  with  rheumatoid  arthritis  with  associ- 
ated pleuropulmonary  manifestation  are  discussed.  In 
one  patient,  Case  2,  pleural  effusion  antedated  the  onset 
of  rheumatoid  arthritis  by  several  months.  In  Case  1, 
pleural  effusion  reoccurred  for  seventeen  months  after 
vigorous  treatment  with  prednisone,  aspirin,  and  gold 
salts.  In  Case  3,  evidence  of  bilateral-effusion  (blunting 
of  costophrenic  angles)  remained  for  fourteen  years 
after  initial  diagnosis  of  rheumatoid  arthritis.  Rheuma- 
toid lung  disease  is  a distinct  possibility  in  patients  with 
rheumatoid  arthritis  and  pulmonary  effusion,  fibrosis, 
or  granuloma.  Furthermore,  since  pulmonary  effusion 
may  antedate  the  actual  appearance  of  articular  mani- 


festation, rheumatoid  lung  disease  would  be  considered 
in  so-called  idiopathic  cases  of  pleural  effusion. 

Rubin,  L.  R.:  The  burned  female  breast,  New  York 
State  J.  Med.  75:  865  (May)  1975. 

The  severely  burned  female  breast  presents  a major 
catastrophe  from  the  functional  and  esthetic  viewpoint. 
In  the  acute  phase,  the  primary  problem  is  skin  coverage 
after  the  burn  slough  has  been  removed.  However, 
scarring  is  inevitable  with  deformities  resulting  from  the 
unesthetic  hypertrophic  cicatrix.  The  scars  covering 
the  breasts  call  for  multiple  operative  procedures.  The 
author  discusses  the  endocrine,  psychological,  and  scar- 
ring problems.  The  latter  is  divided  into  mild,  moder- 
ate, and  severe  breast  deformities.  The  author  de- 
scribes his  method  of  converting  flat  pancake  adolescent 
scarred  breasts  into  protruding  mammae  and  also  dem- 
onstrates several  procedures  for  plastic  creation  of  nip- 
ples. 

Boyce,  J.,  and  Benoit,  C.:  Study  of  adolescent  preg- 
nancy, New  York  State  J.  Med.  75:  872  (May)  1975. 

There  has  been  a great  increase  in  adolescent 
pregnancies  recently.  Twenty-five  per  cent  of  the  preg- 
nant patients  at  the  Downstate  Medical  Center  are  ado- 
lescents. Two  hundred  and  fifty  sexually  active  adoles- 
cents were  interviewed  to  determine:  (1)  their  personal 
and  family  characteristics,  (2)  their  sexual  and  contra- 
ceptive history,  (3)  their  attitude  toward  out-of-wedlock 
pregnancies,  and  (4)  their  future  educational  and  con- 
traceptive plans.  The  adolescents  were  permanent 
urban  dwellers  with  80  per  cent  having  lived  in  Brooklyn 
for  more  than  two  years.  Thirty  per  cent  of  those  desir- 
ous of  delivering  their  baby  had  not  completed  the  ele- 
mentary grades  in  school.  Both  parents  lived  in  less 
than  one  third  of  the  homes  and  the  mother  was  the 
head  of  the  household  in  half  of  them.  Dating  began  at 
age  fourteen  and  intercourse  at  age  fifteen,  with  less 
than  10  per  cent  using  contraception  at  the  time  of  con- 
ception. Most  of  the  adolescents  did  not  consider  an 
out-of-wedlock  pregnancy  a social  stigma,  an  attitude 
reinforced  by  the  opinions  of  their  parents  and  partners. 
Most  planned  to  return  to  school  and  to  use  contracep- 
tion, but  independent  reports  show  that  few  have  done 
so.  The  implications  of  larger  numbers  of  adolescents 
becoming  pregnant  are  uncertain  but  certainly  warrant 
attention  on  a national  level. 
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Dock,  W.:  Ruitos  systolic  multiple  in  le  prolapso  mi- 
tral; rolo  del  velo  valvulari  in  le  genesis  de  iste  ruitos  e 
del  chordae  in  le  “gallop”  systolic  de  tono  basse,  New 
York  State  J.  Med.  75:  847  (Maio)  1975. 

In  patientes  con  prolapso  systolic  del  valvula  mitral, 
un  a tres  ruitos  mediosystolic  pote  frequentemente  esser 
audite  o registrate,  con  o sin  murmuros  systolic.  Le  rui- 
tos es  de  tono  elevate,  similar  al  del  stenosis  mitral. 
Pare  debite  al  tension  lateral  del  segmento  prolapsate  de 
un  valvula  atrioventricular.  In  le  caso  corriente  repor- 
tate  qui,  un  ruito  initial  de  tono  elevate  esseva  seguite 
de  un  sono  de  tono  basse,  similar  al  sono  cardiac  tertio 
del  rhythmo  de  galopo.  Iste  sono  esseva  atribuite  al 
tension  tardive  del  chordae  elongate  per  degeneration 
mucinose  e tornate  tense  solmente  per  le  prolapso. 
Como  iste  chordae  pote  rumper  se  e causar  un  insuffi- 
cientia  acute,  un  sono  systolic  de  tono  basse  probabile- 
mente  pote  indicar  un  prognosis  plus  grave  que  le  ruitos 
systolic  corriente. 

Wasserman,  N.,  Ito,  M.  D.,  Barron,  A.  L.,  Reisman, 
R.  E.,  e Arbersman,  C.  E.:  Virus  del  herpes  simplex  in 
patientes  con  sarcoidosis;  transformation  lymphocytic  in 
vitro,  e responsa  de  anticorpores,  New  York  State  J. 
Med.  75:  850  (Maio)  1975. 

Le  responsas  al  virus  del  herpes  simplex  (VHS)  in  10 
patientes  con  sarcoidosis,  12  con  asthma  e 13  non-atop- 
ic,  esseva  studiate.  Un  correlation  evidente  inter  le  ni- 
vellos  del  anticorpores  neutralisante  al  VHS  e le  trans- 
formation lymphocytic  in  vitro  in  le  presentia  del  anti- 
geno  VHS  esseva  observate  in  le  tres  gruppos.  Non  es- 
seva trovate  un  association  inter  le  sarcoidosis  e le  VHS. 

Steinberg,  C.  L.:  Morbo  pulmonari  rheumatoide; 

granulomas,  fibrosis  e effusion  pulmonar,  New  York 
State  J.  Med.  75:  854  (Maio)  1975. 

Tres  patientes  con  arthritis  rheumatoidea  e manifes- 
tationes  pleuropulmonari  es  discutite.  In  un  patiente, 
Caso  2,  le  effusion  pleural  appareva  varie  menses  ante 
del  initiation  del  arthritis  rheumatoide.  In  le  Caso  1,  le 
effusion  pleural  recurreva  17  menses  depost  le  tracta- 
mento  vigorose  con  prednisona,  aspirina  e sales  de  auro. 
In  le  Caso  3,  le  effusion  pleural  bilateral  (angulos  costo- 
phrenic  obtuse)  persisteva  per  14  annos  depost  le  diag- 
nose initial  de  arthritis  rheumatoide.  Le  morbo  pulmo- 
nari rheumatoide  es  un  evidente  possibilitate  in  pa- 
tientes con  arthritis  rheumatoide  e effusion,  fibrosis  o 
granuloma  pulmonari.  De  plus,  como  le  effusion  pul- 
monari pote  proceder  al  apparition  del  manifestationes 
articulari,  le  morbo  pulmonari  rheumatoide  debe  esser 


considerate  in  le  denominate  casos  idiopathic  de  effu- 
sion pleural. 

Rubin,  L.  R.:  Sinos  femenin  ardite,  New  York  State 
J.  Med.  75:  865  (Maio)  1975. 

Le  sinos  femenin  gravemente  ardite  presenta  un  ca- 
tastrophe tanto  functional  como  esthetic.  In  le  phas( 
acute,  le  problema  primordial  es  le  copertura  del  pellf 
depost  le  extraction  del  texito  ardite.  Nonobstante,  1< 
cicatrisation  es  inevitable,  con  deformitates  derivate  de 
cicatrices  hypertrophic  inesthetic.  Le  cicatrices  in  1< 
sinos  require  multiple  procedimentos  operatori.  Li 
autor  discute  le  problemas  endocrine,  psychologic  e cica 
trisal.  Iste  ultime  include  le  deformitates  leve,  moder 
ate  e grave  del  sinos  ardite.  Le  autor  etiam  describe  si 
methodo  de  convertir  le  sinos  plan,  ardite  e cicatrisate 
del  adolescentes  in  sinos  protrudente.  Le  autor  etiar 
demonstra  varie  procedimentos  pro  le  creation  plasti 
de  papillas. 

Boyce,  J.,  e Benoit,  C.:  Studio  del  pregnantia  in  adc  , 
lescentes,  New  York  State  J.  Med.  75:  872  (Maic 
1975. 

Ha  essite  observate  recentemente  un  incidentia  pic 
grande  de  pregnantias  in  adolescentes.  Le  25  pro  cent 
del  pregnantias  observate  in  le  Centro  Medic  Downstal 
(Nove  York)  es  in  adolescentes.  Un  total  de  250  adolf  , 
centes  sexualmente  active  esseva  interviewate  pro  dete  | 
minar:  1)  le  characteristicas  personal  e familiari,  2) 

historia  sexual  e le  uso  de  contraceptives,  3)  le  attituc  j 
in  relation  con  le  pregnantia  extramarital,  e 4)  le  plan< 
future  educational  e contraceptive.  Le  adolescentes  e 
seva  residentes  urbano  permanente;  le  80  pro  cento  res 
deva  in  Brooklyn  plus  que  duo  annos.  Le  30  pro  cen 
del  que  desireva  haber  le  puero,  un  solmente  habe' 
completate  su  education  in  le  schola  elementari.  I 
tertio  de  ambe  parentes  resideva  in  le  casas,  e le  mat 
esseva  le  capite  del  familia  in  le  medie  del  casos.  Le  ci 
amorose  esseva  initiate  al  etate  de  14  annos,  e le  relatii 
sexual  occurreva  al  15  annos  de  etate;  infra  le  10  p 
cento  del  casos  usava  le  contraception  al  tempore  c. 
contacto  sexual.  Le  majoritate  del  adolescentes  ni 
considerava  le  pregnantia  extramarital  como  un  stign 
social,  un  attitude  reinforsate  per  le  opinion  del  p:- 
entes  e le  participante.  Le  majoritate  del  adolescenls 
planava  retornar  al  schola  e usar  contraceptives,  m.3 
reportos  independente  mostra  que  solmente  pauc  ac- 
lescentes  sigue  iste  piano.  Le  implicationes  de  ur.  nu  - 
ero  crescente  de  adolescentes  pregnate  es  incerte,  m b 
evidentemente  justifica  attention  a un  nivello  nationa 
Translated  by  Eduardo  I.  Juliet,  M l 
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“My  retirement? 


“Best  thing  I ever  did  was  plan 
ahead  where  I Save  Wisely...  at  Empire.” 

NOW 

is  the  time  to  take  advantage  of 
Empire’s 

TAX-SAYING  RETIREMENT  PLAN 

(Up  to  $7,500  a year  tax  deferred) 


The  new,  liberalized  Pension  Reform  Act  of  1974  (Keogh  Plan)  permits  you  to 
deposit  as  much  as  $7500  per  year  (or  as  much  as  15%  of  your  annual  income, 
whichever  is  less)  into  a tax-deferred  savings  plan  for  your  retirement. 

And  of  course,  when  your  plan  is  arranged  by  Empire,  your  yearly  deposits  earn  the 
maximum  interest  allowed  by  law. 

By  taking  advantage  of  our  plan  you  can  save  thousands  of  tax  dollars  during  the 
years  you  participate;  you  avoid  paying  taxes  on  the  money  as  you  set  it  aside,  and 
you  are  not  taxed  on  deposits  or  interest  until  the  time  of  your  retirement  when  you 
probably  will  be  in  a lower  tax  bracket. 

So  stop  in  at  any  of  our  10  convenient  offices  in  the  greater  metropolitan  area  now. 
Let  us  explain  how  easily  we  can  put  this  plan  to  work  for  you. 
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Mam  Office 
221  WEST  57th  Street 
Just  East  of  Broadway 
(Near  Carnegie  Hall) 


Phone:  (212)  247-8100 


Just  one  more  way  to 

■ Jot?  )the/y 


2 PARK  AVENUE  at  33rd  Street 
1258  SECOND  AVENUE  at  66th  Street 
830  THIRD  AVENUE  at  51st  Street 
1250  BROADWAY  at  32nd  Street 
1407  BROADWAY  at  39th  Street 
231  WEST  125th  Street 
3377  BROADWAY  at  137th  Street 


401  No  CENTRAL  PARK  AVE  . Hartsdale.  N Y 

Phone  (914)  948-3020 

915  ATLANTIC  AVENUE.  Baldwin.  L.  I. 

Phone:  (516)  223-3700 


Member  F D I.C. 


Customer  Service  Dept 
Empire  Savings  Bank 
221  West  57th  St. 

New  York,  N Y 10019 
Gentlemen: 

Please  send  me  more  information  about  Empire  s new  liberalized 
Tax  Saving  Retirement  Plan  for  Self-Employed  individuals. 


Name 


Street 


City State Zip 

JOM-5  I 
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Medical  Meetings 


One-day  seminar 

A one-day  seminar  on  “Dermatopathology  of  Tu- 
mors” will  be  held  on  Saturday,  May  17,  1975,  at  Long 
Island  Jewish-Hillside  Medical  Center.  This  seminar  is 
sponsored  by  Long  Island  Jewish-Hillside  Medical  Cen- 
ter and  the  State  University  of  New  York  at  Stony 
Brook. 

Modern  concepts  in  geriatric  psychiatry 

The  third  annual  Judith  and  Herbert  Seltzer  Award 
Program  on  “Modern  Concepts  in  Geriatric  Psychiatry” 
will  be  held  on  Wednesday,  May  21,  1975,  from  1 p.m.  to 
5 p.m.,  at  the  Daughters  of  Jacob  Geriatric  Center,  1160 
Teller  Avenue,  The  Bronx,  New  York  10456.  The  pro- 
gram is  supported  in  part  by  a grant  from  McNeil  Labo- 
ratories. 

Combined  meetings 

Combined  meetings  of  the  Empire  State  Medical  As- 
sociation of  the  National  Medical  Association  and  Re- 
gion I,  National  Medical  Association,  will  be  held  May 
23  to  26,  1975,  at  the  Playboy  Club  Hotel,  Great  Gorge, 
McAfee,  New  Jersey. 

Anniversary  exercises 

On  Saturday,  May  31,  1975,  the  Department  of  Neu- 
rology of  the  Mount  Sinai  Medical  Center  will  hold  its 
75th  anniversary  exercises.  There  will  be  two  Scientific 
Sessions — 9:00  to  12:00  and  2:00  to  5:00  p.m.,  to  be  held 
in  the  auditorium  of  the  Annenberg  Building  of  the 
Mount  Sinai  Medical  Center,  100th  Street  and  Fifth  Av- 
enue. 

The  Morning  Session  will  be  a commemorative  exer- 

Material  for  inclusion  for  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date.  ‘ 


cise  honoring  Dr.  Bernard  Sachs,  the  founder  of  the  De- 
partment and  will  be  devoted  to  Tay  Sachs  Disease. 
The  featured  speaker  will  be  Dr.  Roscoe  Brady  of  the 
National  Institute  of  Neurological  Diseases  and  Stroke. 

The  Afternoon  Session  will  be  devoted  to  new  devel- 
opments in  neurological  research.  The  meeting  is  open 
to  all  interested  physicians. 

Further  information  can  be  obtained  from  Melvin  D. 
Yahr,  M.D.,  professor  and  chairman,  Department  of 
Neurology. 

Three-day  dermatopathology  symposium 

A three-day  dermatopathology  symposium  entitled 
“Histologic  Diagnosis  of  Inflammatory  Skin  Diseases,” 
sponsored  by  the  Departments  of  Dermatology  and  Pa- 
thology of  New  York  University  School  of  Medicine,  will 
be  held  in  June,  1975.  Directed  by  Dr.  A.  Bernard  Ack- 
erman, associate  professor  of  dermatology  and  patholo- 
gy, it  will  take  place  in  Alumni  Hall,  NYU  Medical  Cen- 
ter, 550  First  Avenue,  New  York,  N.Y.  The  program 
will  begin  on  Thursday,  June  26,  at  1 p.m.  and  conclude 
on  Saturday,  June  28,  at  1 p.m. 

For  further  details  inquire  at  the  Office  of  the  Asso- 
ciate Dean,  New  York  University  Post-Graduate  Medi- 
cal School,  550  First  Avenue,  New  York,  N.Y.  10016. 
Telephone:  (212)  679-3200,  Ext.  4037. 

Third  international  symposium  on 
detection  and  prevention  of  cancer 

The  third  international  symposium  on  detection  and 
prevention  of  cancer  will  be  held  in  New  York  City  April 
26  to  May  1,  1976.  The  scientific  sessions  and  exhibits 
will  be  held  at  the  Americana  Hotel.  For  more  informa- 
tion please  contact  H.  E.  Nieburgs,  M.D.,  Mount  Sinai 
School  of  Medicine  of  the  City  University  of  New  York, 
Fifth  Avenue  and  100th  Street,  New  York,  N.Y.  10029. 


Medical  News 


Announcement  of  competition 

The  announcement  of  competition  for  the  1975  “Gio- 
vanni Maria  Lancisi”  International  Prize  for  medical 
science  (Lit.  10,000,000)  has  been  issued  by  the  “Pio  Ist- 
ituto  di  S.  Spirito”  General  Regional  Hospital  Agency, 
registered  in  Rome,  in  collaboration  with  the  Accademia 
Lancisiana  di  Roma,  to  the  author  or  authors  of  an  orig- 
inal, unpublished  scientific  work  dealing  with  “Clinical 
Immunology.” 

Those  intending  to  enter  for  the  prize  should  send  the 
article  to:  “Premio  Internazionale  Scientifico”  G.  M. 

Lancisi”  presso  la  Presidenza  del  Pio  Istituto  di  S.  Spiri - 

Material  for  inclusion  for  the  medical  news  section  must  be 
received  eight  weeks  prior  to  publication  date. 


to  ed  Ospedali  Riuniti,  Borgo  S.  Spirito,  3 — 00193  Roma 
(Italy)”  by  not  later  than  12.00  hours  of  the  31st  Decem- 
ber, 1975. 

1.  Application  on  plain  paper  to  participate  in  the 
competition. 

2.  Nine  copies  of  the  work  entered  for  the  Prize,  in 
Italian  or  in  English,  each  copy  bearing  the  signature  of 
the  author  or  authors.  All  works,  accompanied  by  posi- 
tive copies  of  any  illustrations,  should  include  a synopsis 
in  Italian  or  in  English,  of  not  more  than  1,000,  as  well 
as  a full  bibliography  of  the  subject  dealt  with. 

3.  Certificates  testifying  to  the  birth,  the  residence, 
and  the  citzenship  of  the  competitor  or  competitors. 

continued  on  page  827 
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continued  from  page  826 

4.  A copy  of  the  curriculum  vitae  and  of  the  scientif- 
ic activity  of  the  competitor  or  competitors,  with  a list  of 
published  works. 

5.  A declaration  signed  by  the  author  or  authors  tes- 
tifying to  the  original  nature  of  the  work,  the  institute, 
or  other  place  where  the  work  has  been  carried  out;  that 
said  work  is  unpublished;  and  that  it  has  not  been  sub- 
mitted and  will  not  be  submitted,  until  such  time  as  the 
“G.  M.  Lancisi”  Prize  has  been  assigned  to  other  prize 
competitions. 

The  Prize  is  assigned  according  to  the  decision  of  a 
scientific  committee  appointed  by  the  Chairman  of  the 
Accademia  Lancisiana,  and  said  decision  is  final. 

The  Prize  may  not  be  assigned  more  than  once  to  the 
same  person,  even  when  said  person  participates  jointly 
with  others. 

Further  information  and  clarification  may  be  request- 
ed by  applying  to:  “Premio  Internazionale  Scientifico 
“G.  M.  Lancisi”  presso  la  Presidenza  del  Pio  Istituto  di 
S.  Spirito — Borgo  S.  Spirito,  3 — 00193  Roma  (Italy).” 

Manpower  bill  ordered  reported 

Manpower  Bill  Ordered  Reported  . . . The  House 
Subcommittee  on  Public  Health  and  Environment  (Paul 
Rogers,  D.,  Fla.,  Chairman)  has  ordered  favorably  re- 
ported to  the  full  Interstate  and  Foreign  Commerce 
Committee,  H.R.  2956  the  Health  Manpower  Act  of 
1975.  The  bill,  similar  to  Representative  Rogers’  health 
manpower  proposal  in  the  93rd  Congress,  authorizes 
$1,700,350,000  to  be  appropriated  over  a three-year  pe- 
riod to  support  medical  and  other  health  professions  ed- 
ucation programs.  Under  the  Subcommittee’s  proposal, 
medical  schools  would  receive  capitation  support 
amounting  to  $2,100  for  each  student  for  1976  and  1977, 
with  support  decreasing  to  $2,000  per  student  in  1978. 
The  bill  would  provide  a simple  extension  of  health 
manpower  authority  for  1975.  As  a quid  pro  quo  (re- 
quirement) for  capitation  support  for  1976  through 
1978,  medical  schools  must,  under  the  bill,  either  in- 
crease their  enrollment  or  provide  for  remote  site  train- 
ing for  at  least  50  per  cent  of  its  students  in  their  last 
two  years  of  their  medical  school  education.  Medical 
students  would  be  required  to  pay  back  to  the  U.S. 
Treasury,  capitation  amounts  paid  to  schools  on  their 
behalf,  but  would  be  given  capitation  payback  forgive- 
ness, on  an  equal  year-for-year  basis,  for  time  spent  in 
the  National  Health  Service  Corps  or  Service  in  private 
practice  in  a medically  underserved  area. 

Medical  residencies  would  be  limited  as  follows: 
approved  residencies  in  1978  could  not  exceed  155  per 
cent  of  the  previous  year’s  graduating  class.  In  1979 
and  1980,  the  percentage  limitation  would  decrease  to 
140  per  cent  and  125  per  cent  respectively.  The  Coordi- 
nating Council  on  Medical  Education  would  have  the 
opportunity  to  administer  the  residency  limitation,  but 
if  the  CCME  does  not  agree  to  accept  such  administra- 
tion, the  Secretary  of  Health,  Education,  and  Welfare 
would  carry  out  the  residency  limitation  through  a 16- 
member  adivsory  council.  Primary  care  residencies 
would  receive  particular  attention  in  approving  residen- 
cies, and  designated  as  primary  care  specialties  would  be 
general  and  internal  medicine,  pediatric  medicine,  fami- 
ly medicine,  and  obstetrics  and  gynecology. 
(Legislative  Roundup,  March  14,  1975,  Vol.  XVI — LR  9) 


New  publication 

A new  publication  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  (JCAHl  sets  forth  “optimal  cri- 
teria” for  hospital  resources  for  the  care  of  patients  in 
four  categorical  diseases:  Heart  (cardiovascular)  dis- 

ease, stroke,  cancer,  and  end-stage  kidney  disease.  The 
book,  entitled  “Hospital  Categorization  Guidelines,” 
may  be  obtained  from  the  JCAH  publication  coordina- 
tor for  $3.50,  prepaid. 

Revised  1975  United  States 
Pharmacopeia  XIX 

The  completely  revised  1975  United  States  Pharma- 
copeia XIX  is  off  the  press  and  ready  to  order  from 
Mack  Publishing  Company,  Easton,  Pa.,  18042. 

This  nineteenth  revision  contains  nearly  1,300  mono- 
graphs, 16  per  cent  more  than  the  previous  edition. 
While  USP  has  maintained  its  long-standing  policy  of 
admitting  only  the  best-established  articles,  USP  XIX 
recognizes  320  articles  for  the  first  time. 

Monographs  include  greater  dosage  information,  par- 
ticularly regarding  usual  pediatric  doses.  Many  mono- 
graphs contain  a new  section  of  dispensing  information 
as  a general  guide  to  pharmacists.  The  convenient  new 
format  distinguishes  the  informational  text  from  the 
mandatory  requirements  text  in  order  to  highlight  infor- 
mation of  key  importance  to  physicians  and  pharma- 
cists. 

Inherited  deficiency  of 
alphai  antitrypsin 

Preliminary  data  from  a study  of  917  California  sev- 
enth graders  reinforces  the  suspicion  that  Caucasians 
are  at  most  risk  of  both  an  inherited  deficiency  of  alphai 
antitrypsin  (Ai  AT),  and  the  emphysema  with  which  the 
genetically-formulated  blood  chemical  has  been  linked. 

A protein  that  circulates  in  the  blood,  alphai  anti- 
trypsin is  designed  to  check  trypsin.  When  Ai  AT  is  re- 
duced or  absent,  the  trypsin  can  attack  and  destroy  the 
lung  tissue  itself.  The  result  is  a particularly  devastat- 
ing form  of  emphysema  which  strikes  during  the  pro- 
ductive years.  An  inherited  deficiency  of  Ax  AT  may  be 
one  reason  why  some  nonsmokers  develop  emphysema. 

New  facilities  for  treatment 
of  psoriasis  visited 

Three  of  America’s  foremost  dermatologists  met  with 
U.S.  Ambassador  to  Israel,  Kenneth  Keating,  during  the 
visit  to  Israel  of  a group  of  13  skin  specialists  from  the 
United  States  to  inspect  new  facilities  for  treatment  of 
psoriasis  at  the  Dead  Sea.  Among  them  were  Eugene 
M.  Farber,  M.D.,  professor  of  dermatology  at  Stanford 
University,  Anthony  N.  Domonkos,  M.D.,  clinical  pro- 
fessor of  dermatology  of  the  College  of  Physicians  and 
Surgeons  of  Columbia  University,  and  Wilbur  B.  Hurl- 
but,  M.D.,  of  Roosevelt  Hospital,  New  York  City. 

Center  for  sexual 
dysfunction  opened 

A Center  for  Sexual  Dysfunction  has  been  opened  by 
the  Department  of  Psychiatry  at  Downstate  Medical 

continued  on  page  836 
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It  has  become  clear  that, 
in  fact,  the  association  of 
obesity  and  hypertension  in 
many  patients  is  related,  and 
that  obesity  may  actually 
cause  certain  forms  of 
hypertensive  disease. 

(Mayer,  J.:  Med.  Opinion:  19-23,  April,  1974.) 


Its  ability  to  suppress  appetite 
without  producing  pressor  effects 
is  a special  advantage  for  certain 
obese  hypertensives? 

For  this  reason,  Pondimin  may  be  used  in  mild-to-moderate  hyper- 
tension when  the  usual  precautions  are  observed.  Further,  Pondimin 
may  increase  slightly  the  effect  of  certain  anti-hypertensive  drugs. 


Pondimin  also  offers  advantages 
for  your  other  obese  “special  risk” 
patients: 

For  the  obese  diabetic — no  adverse  effect  on  the  diabetic  state 
has  been  noted. 

For  the  obese  teenager — Pondimin  can  be  prescribed  for  patients 
down  to  12  years  of  age.  Because  it  is  not  stimulating,  nervousness, 
excitability,  hyperirritability  and  insomnia  are  seldom  encountered. 
Moreover,  with  a DEA  rating  of  Schedule  IV,  its  abuse  potential  is 
considered  minimal. 


*Caution:  Not  recommended  in  Over:  See  following  pages  for  additional  Pondimin  advantages, 

the  severely  hypertensive  patient.  patient  aid  material  and  prescribing  information  . . . 
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Obesity,  continued) 


the 

Night 

Eater: 


Patient  who  consumes 
at  least  25%  of  his  total 
daily  caloric  intake  after 
the  evening  meal. 

Stunkard,  A.J.,  Grace,  W.J. , and  Wolff,  H.G.: 

"The  Night-Eating  Syndrome,”  Am  J.  Med.,  / 
Vol.  XIX,  No.  1,  pp  78-85,  July,  1955. 

.cF 

/ 


Breakfast 
195  calories 


Lunch 
485  calories 


Dinner 
530  calories 


Snack 
355  calories 


125% 


100%, 


75% 


50% 


25% 


0% 


Control  of  late  evening  eating  is  vital- 
with  Pondimin  it  is  possible 
and  practical 

A distressingly  large  percentage  of  obese  patients  are  habitual  night  eaters. 

In  fact,  this  is  such  a common  occurrence  that  the  term  “night-eating 
syndrome”  has  been  used  to  describe  it. 

Many  anorexigenic  drugs  carry  with  them  the  liability  of  CNS  stimula- 
tion, and  this  can  be  a real  deterrent  to  an  effective  dietary  regimen  if  it 
persists  into  the  late  evening. 

Pondimin  can  avoid  this  problem  because  it  does  not  produce  CNS 
stimulation.  You  can  prescribe  it  before  dinner,  or  even  later  in  the  evening 
and  know  that  it  won’t  keep  your  patient  awake.  And  his  appetite  will  be 
effectively  suppressed  during  the  period  when  he  is  in  the  habit  of  consum- 
ing a great  number  of  calories. 


A.  H.  Robins  will  be  producing 
a series  of  special  aids  to  help 
the  obese  patient  deal  with  diets 
and  dieting. 

No.  1:  “How  to  Get  the  Fat  Out 
of  Food” — a practical  guide  to  food 
preparation  and  cooking  to  keep  fat 
content  to  a minimum. 

To  order  a supply,  write  “Pondimin 
Motive-Aiders  No.  1”  on  your  Rx 
blank  and  mail  to: 

Pondimin  Motive- Aiders,  Dept.  T4 
A.  H.  Robins  Company,  1407  Cummings 
Drive,  Richmond,  Virginia  23220. 

Or  ask  your  Robins  representative. 


Pondimin 

Diet 

“Motive- 

Aiders' 


Obesity,  Data  & Directions 
for  the  70’s — 

A Medcom*  learning  system  (film,  monograph 
and  self  test) — now  available  for  showing  to 
groups  at  your  hospital  staff  meetings  Three 
hours  continuing  education  credit  granted 
by  the  American  Academy  of  Family 
Physicians,  American  Medical  Association, 
and  American  Osteopathic  Association.  Check 
with  your  state  society  for  credit  category. 

See  your  Robins  Representative. 


Brief  Summary 

Indication:  In  exogenous  obesity  as  short-term  (a  few  weeks)  adjunct  in 
weight  reduction  regimen  based  on  caloric  restriction  Limited  usefulness  of 
agents  of  this  class  should  be  measured  vs.  possible  risks  Contraindica- 
tions: Glaucoma,  hypersensitivity  to  this  or  other  sympathomimetic 
amines;  during  or  within  14  days  after  the  administration  of  MAO  inhibi- 
tors (hypertensive  crises  may  result);  history  of  drug  abuse  Warnings: 
When  tolerance  to  the  "anorectic''  effect  develops,  do  not  exceed  maxi- 
mum recommended  dose  in  attempt  to  increase  effect  rather,  discon- 
tinue drug  May  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  motor  vehicle;  caution  patient 
accordingly  Drug  Dependence:  Fenfluramine  is  related  chemically  to 
amphetamines;  differs  somewhat  pharmacologically  Amphetamines 
and  related  stimulant  drugs  have  been  extensively  abused  and  can 
produce  tolerance,  severe  psychological  dependence,  and  other 
adverse  organic  and  mental  changes  There  is  a recent  report  of 
abuse  of  fenfluramine  by  subjects  with  a history  of  abuse  of 
other  drugs.  Abuse  of  80  to  400  mg  of  the  drug  was  re- 
portedly associated  with  euphoria,  derealization,  percep- 
tual changes.  Fenfluramine  did  not  produce  signs  of 
dependence  in  animals;  appeared  to  produce  sedation 
more  often  than  CNS  stimulation  at  therapeutic  doses. 

Its  abuse  potential  appears  qualitatively  different  from 
that  of  amphetamines.  Keep  in  mind  the  possibility  that 
fenfluramine  may  induce  dependence  when  evaluat- 
ing desirability  of  including  it  in  individual  weight  reduc- 
tion programs.  Usage  in  Pregnancy:  Safe  use  in  pregnancy 
not  established.  Reproduction  studies  in  rats  suggested 
embryotoxic  potential;  in  rabbits,  mice  and  monkeys 
yielded  negative  results.  Use  in  women  who  are  or 
may  become  pregnant  requires  that  potential  benefit 
be  weighed  vs.  possible  hazard  to  mother  and  in- 
fant Usage  in  Children:  Safety  and  efficacy  in 
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children  under  12  years  not  established  Precautions:  Differs  in  pharmacologic 
profile  from  other  'anorectic''  drugs  familiar  to  prescribing  practitioner  Corres- 
pondingly, there  are  possible  adverse  effects  not  associated  with  other  "anor- 
ectics ",  including  diarrhea,  sedation,  depression.  Weigh  possibility  of  these 
effects  vs.  possible  advantage  of  less  CNS  stimulation  and/or  abuse 
potential  Use  other  CNS  depressant  drugs  cautiously  with  fen- 
fluramine; effects  may  be  additive.  Use  only  with  caution  in  hyper- 
tension (monitor  blood  pressure);  evidence  insufficient  to  rule  out 
possible  adverse  effect  on  BP  in  some  hypertensives  Not  recom- 
mended in  severe  hypertensives  or  in  patients  with  symptomatic 
cardiovascular  disease  including  arrhythmias.  May  increase  slightly 
the  effect  of  antihypertensive  drugs,  e g.,  guanethidine,  methyldopa, 
reserpine.  Exercise  caution  in  prescribing  for  patients  with  history 
“ ‘ ^ of  mental  depression.  Further  depression  of  mood  may  occur 
while  on  fenfluramine  or  after  withdrawal  Adverse  Reactions: 
■L  Commonest  adverse  reactions  are  drowsiness,  diarrhea,  dry 
^ ' mouth.  Less  frequently  reported  adverse  reactions  include: 
C.N.S.:  Dizziness;  confusion;  incoordination;  headache;  ele- 
vated mood;  depression;  anxiety,  nervousness,  tension;  insomnia; 
weakness,  fatigue;  increased  or  decreased  libido;  agitation,  dysarthria. 
Gl:  Constipation,  abdominal  pain  nausea  Autonomic  Sweating;  chills; 
blurred  vision.  GU  Dysuria;  urinary  frequency.  C-V:  Palpitation;  hypo- 
tension; hypertension;  fainting.  Skin:  Rash;  urticaria;  burning  sensation. 
Miscellaneous  Eye  irritation;  myalgia;  fever;  chest  pain,  bad  taste. 
Dosage  and  Administration:  Initiate  dosage  at  one  20  mg  tablet  t.i.d.  be- 
fore meals;  adjust  to  need  and  response  of  patient.  Depending  on  effec- 
tiveness and  side  effects,  increase  dosage  weekly  by  one  tablet  daily  to 
maximum  dosage  of  two  tablets  ti.d  If  initial  dosage  not  well  tolerated, 
reduce  to  two  tablets  daily  and  thereafter  gradually  increase  to  minimize 
chance  of  side  effects  How  Supplied:  20  mg  orange  tablets.  Before 
prescribing  or  administering,  see  full  prescribing  information. 
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Clinical  Capsules 


March  saw  the  American  Medical  Association  testify 
a number  of  times  before  numerous  Congressional  com- 
mittees on  a number  of  bills,  including  professional  lia- 
bility, extension  of  health  insurance  to  the  unemployed, 
comprehensive  elementary  and  secondary  school  health 
education,  and  air  pollution. 

The  House  Ways  and  Means  Subcommittee  on 
Health  began  hearings  in  consideration  of  legislation  for 
sweeping  studies  of  the  medical  professional  liability 
problem.  The  measure,  sponsored  by  Subcommittee 
Chairman  Dan  Rostenkowski  (D.,  111.)  authorizes  a 
study  by  the  Office  of  Technology  Assessment  in  con- 
junction with  the  National  Academy  of  Sciences. 

Under  the  proposal,  one  study  would  be  completed 
within  ninety  days  and  consider  interim  arrangements 
for  solution  of  problems  relating  specifically  to  Medicare 
and  liability.  The  second  study,  with  a ten-month 
schedule,  would  review  the  entire  area  of  professional  li- 
ability compensation. 

In  testimony  before  the  Subcommittee,  Malcolm 
Todd,  M.D.,  AMA  President,  urged  that  remedial  activi- 
ty be  undertaken  at  the  state  level. 

Dr.  Todd  told  the  Subcommittee  that  personal  injury 
lawsuits  are  determined  under  the  state  rules  of  law. 
He  noted  that  the  U.S.  Constitution  requires  this  proce- 
dure, “and  as  a consequence,  each  state  can  determine 
its  own  destiny  and  provide  a wealth  of  experience — fa- 
vorable or  unfavorable — to  its  neighbors.  Accordingly, 
the  AMA  is  cooperating  with  our  federated  state  so- 
cieties in  actively  fostering  discussion  of  professional  lia- 
bility law  at  the  state  level  throughout  America.  We 
recognize  that  each  state  has  its  unique  cultural,  indus- 
trial, and  social  composition,  and,  accordingly,  we  ex- 
pect to  see  a diverse  response  to  the  suggestions  which 
we  advance.  However,  we  also  expect  to  reap  a rich  ex- 
perience by  working  within  the  system  of  American 
Federalism.” 

The  AMA  President  said  the  Federal  government  can 
be  of  assistance,  but  the  ultimate  responsibility  is  on  the 
states.  “No  one,  least  of  all  I suspect,  within  this  Con- 
gress, wishes  to  see  this  situation  deteriorate  to  such  an 
extent  that  the  Federal  government  is  required  to  inter- 
vene.” 

Dr.  Todd  urged  specific  language  for  the  Professional 
Standards  Review  Organization  program  to  avoid  inter- 
pretation of  the  law  as  providing  Federal  minimum 
standards  of  care.  This  would  drastically  increase  de- 
fensive medicine,  he  warned. 

* * * 

With  respect  to  health  insurance  for  the  unemployed, 
Russell  B.  Roth,  M.D.,  AMA’s  Immediate  Past  Presi- 
dent, testified  before  the  Rostenkowski  subcommittee, 
that  the  current  recession  and  inflation  “have  chal- 
lenged the  continued  enjoyment  of  a way  of  life  which 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 
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we  as  a society  so  shortly  ago  assumed  to  be  invulnera- 
ble.” 

The  medical  profession,  Dr.  Roth  said,  is  committed 
to  the  goal  of  “reducing  the  human  suffering  increasing- 
ly prevalent  throughout  society.” 

The  plight  of  the  unemployed  calls  for  fast  remedial 
action  “to  devise  a method  under  which  health  coverage 
is  continued  for  the  unemployed  individual  and  his  fam- 
ily and  to  afford  such  protection  without  disruption  to 
the  health  delivery  system.”  Dr.  Roth  advocated  a tem- 
porary program  which  would,  during  the  period  of  un- 
employment, continue  the  worker’s  insurance  coverage 
for  himself  and  his  family.  Such  a program  should  be 
built  on  the  existing  unemployment  compensation  sys- 
tem, one  which  affords  a ready  mechanism  for  imple- 
mentation of  a temporary  program,  according  to  Dr. 
Roth. 

While  the  program  would  be  funded  from  the  general 
revenues  of  the  Federal  government,  premiums  would 
be  paid  on  the  basis  of  certification  of  entitlement  by 
state  unemployment  compensation  agencies,  he  said. 

A simple  extension  to  the  unemployed  of  Medicare 
Part  A insurance  coverage  under  the  Medicare  program 
would  restrict  the  benefits  to  hospital  care  and  any  pro- 
posal which  would  condition  the  payment  for  services  on 
a hospital  admission  could  only  be  expected  to  increase 
pressure  for  utilization  of  expensive  care  facilities  and 
further  aggravate  inflationary  costs,  according  to  Dr. 
Roth. 

“Moreover,”  Dr.  Roth  said,  “the  administration  of  a 
temporary  health  insurance  program  through  the  enlist- 
ment of  the  Medicare  bureaucracy  would  place  an  im- 
mediate and  intolerable  burden  upon  an  already 
strained  bureaucracy.” 

The  AMA  presented  similar  testimony  to  the  Senate 
Health  Subcommittee  headed  by  Senator  Edward  Ken- 
nedy (D.,  Mass.)  which  is  holding  hearings  on  the  same 
subject. 

♦ * * 

The  AMA  has  asked  Congress  to  approve  legislation 
to  encourage  comprehensive  elementary  and  secondary 
school  health  education  programs  through  a system  of 
grants  for  teacher  training,  pilot,  and  demonstration 
projects. 

“The  unfortunate  fact  is  that  most  children  and 
youths  of  the  nation  do  not  now  have  an  opportunity  to 
participate  in  comprehensive  health  education  pro- 
grams, since  health  education  in  many  schools  either  is 
nonexistent  or  is  provided  on  a fragmented  and  inade- 
quate basis,”  said  Joe  T.  Nelson,  M.D.,  a member  of  the 
AMA  Board  of  Trustees. 

Dr.  Nelson  told  the  House  Education  and  Labor  Com- 
mittee The  Comprehensive  School  Health  Education 
Act  can  help  build  into  the  primary  and  secondary  edu- 
cation of  every  American  child  a program  of  health  in- 
struction that  will  help  establish  patterns  of  living  that 
we  know  will  discourage  disease  and  enhance  health.” 

* * * 

Research  on  air  pollution  has  proved  that  there  can  be 
health  effects  from  long-term,  low-level  exposure,  the 
AMA  has  told  Congress.  Episodes  affecting  large  popu- 
lations occur.  Persons  at  high  risk  suffer  more  during 
periods  of  high  pollution,  and  children  may  carry  effects 
into  adult  life,  William  Barclay,  M.D.,  AMA  Deputy  Ex- 


ecutive Vice  President,  testified. 

Dr.  Barclay  told  the  House  Health  Subcommittee 
that  the  AMA  House  of  Delegates  has  endorsed  the 
present  levels  and  time  schedules  promulgated  by  the 
Clean  Air  Act — 1970,  and  encourages  Congress  to  pre- 
serve present  levels  and  time  schedules  as  necessary 
public  health  measures. 

* * * 

Elsewhere  on  the  Hill  the  House  Health  Subcommit- 
tee has  approved  a health  manpower  bill  authorizing 
$1.7  billion  over  three  years  to  support  medical  and 
other  health  profession  education. 

Under  the  proposal  similar  to  the  House-passed  bill 
last  year,  medical  schools  would  receive  capitation  sup- 
port of  $2,100  for  each  student  for  1976  and  1977,  with 
support  decreasing  to  $2,000  per  student  in  1978.  The 
bill  provides  a simple  extension  of  present  health  man- 
power authority  for  this  year. 

Medical  schools  would  be  required  to  either  increase 
their  enrollment  or  provide  for  remote  site  training  for 
at  least  50  per  cent  of  their  students  in  their  last  two 
years  of  medical  school  education.  Medical  students 
would  be  required  to  pay  back  to  the  U.S.  Treasury, 
capitation  amounts  paid  to  schools  on  their  behalf,  but 
would  be  given  capitation  payback  forgiveness,  on  an 
equal  year-for-year  basis,  for  time  spent  in  the  National 
Health  Service  Corps  or  service  in  private  practice  in 
medically  underserved  areas. 

Approved  medical  residencies  could  not  exceed  155 
per  cent  of  the  previous  year’s  graduating  class  starting 
in  1978  as  a restriction  on  foreign  medical  graduates.  In 
1979  and  1980,  limitation  would  decrease  to  140  per  cent 
and  125  per  cent.  The  Coordinating  Council  on  Medi- 
cal Education  could  administer  the  residency  limitation, 
but  if  it  does  not  agree  to  accept  such  administration, 
the  government  would  do  so. 

Designated  as  primary  care  specialties  would  be  gen- 
eral and  internal  medicine,  pediatric  medicine,  family 
medicine,  and  obstetrics  and  gynecology. 

Senator  Edward  Kennedy  (D.,  Mass.)  has  introduced 
four  bills  dealing  with  health  manpower,  including  his 
sweeping  plan  of  last  year  calling  for  mandatory  service 
and  licensing  and  relicensing.  This  was  rejected  in  the 
last  Congress  by  the  Senate  in  favor  of  Senator  J.  Glenn 
Beall’s  (R.,  Md.)  more  limited  plan.  House  and  Senate 
could  not  reach  agreement  on  the  legislation  last  year. 

Kennedy’s  health  subcommittee  will  hold  hearings  on 
the  four  bills  in  a month  or  so. 

* * * 

Despite  President  Ford’s  flat  declaration  that  he 
would  not  introduce  a national  health  insurance  (NHI) 
proposal  in  the  first  session  of  the  94th  Congress  and 
would  veto  any  such  proposal,  there  is  still  talk  of  NHI 
this  year  by  the  Democratic  leadership  in  both  House 
and  Senate. 

During  Dr.  Russell  Roth’s  testimony  before  Represen- 
tative Dan  Rostenkowski’s  Ways  and  Means  Health 
Subcommittee  on  health  insurance  for  the  unemployed, 
the  Chicago  Democrat  said:  “Whatever  program  (un- 
employed health  insurance)  may  be  enacted  by  Con- 
gress, we  can  expect  that  it  will  last  until  national  health 
insurance  goes  into  effect.  The  bills  which  have  been 
introduced  so  far  would  phase  out  in  a year  or  so.  But 
as  practical  people,  we  know  that  any  program  we  adopt 
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will  not  be  allowed  to  lapse  until  a permanent  solution 
under  national  health  insurance  is  in  place.  If  we  start 
a program  with  unemployment  at  nine  per  cent,  we  will 
not  be  able  to  phase  it  out  should  unemployment  levels 
drop  to  four  per  cent — a figure  we  have  not  had  in  a long 
time.  A program  benefiting  millions  of  people  could 
hardly  be  arbitrarily  cut  off.” 

When  his  Subcommittee  completes  its  work  on  the 
emergency  problem,  it  will  consider  national  health  in- 
surance. “The  fact  that  we  must  do  something  about 
the  immediate  problem  illustrates  clearly  the  need  to 
fashion  a sound,  workable  plan  of  national  health  insur- 
ance for  the  long  run,  beginning  next  month,  this  Sub- 
committee will  be  working  long  hours  to  meet  that 
goal,”  Rostenkowski  said. 

* * * 

HEW  Secretary  Caspar  W.  Weinberger  has  an- 
nounced that  the  effective  date  for  implementation  of 
the  utilization  review  regulations  in  hospitals  and  other 
health  care  facilities  participating  in  the  Medicare  and 
Medicaid  programs  has  been  changed  from  February  1, 
1975  to  July  1,  1975. 

“A  number  of  questions  about  requirements  and  in- 
terpretation of  the  utilization  review  regulations  have 
been  raised  since  their  publication,  and  some  small  rural 
hospitals  have  expressed  concern  about  their  ability  to 
conform  to  these  regulations,”  the  Secretary  said.  “We 
have  decided  to  move  the  effective  date  of  the  regula- 
tions so  as  to  allow  all  providers  to  come  into  full  com- 
pliance and  to  avoid  the  loss  of  eligibility  to  participate 
in  the  Medicare  and  Medicaid  programs  before  July  1,” 
he  added.  Secretary  Weinberger  said  the  Department 
would  also  use  the  time  to  work  out  special  problems 
that  may  be  faced  in  small  rural  hospitals. 

Facilities  with  small  medical  staffs,  especially  those  in 
rural  areas,  may  have  difficulty  organizing  the  in-house 
review  committees  to  operate  the  review  system  re- 
quired by  the  regulations,  the  Secretary  said.  “For 
these  facilities,  several  alternative  means  of  complying 
with  the  law  are  provided  in  the  regulations.  State  sur- 
vey agencies  and  departmental  personnel  will  be  avail- 
able to  work  with  the  small  facilities  on  these  alterna- 
tives so  that  they  can  develop  review  systems  that  com- 
ply with  the  regulations.” 

* * * 

Health  care  spending  in  the  U.S.  climbed  over  $100 
billion  for  the  first  time  in  fiscal  1974,  which  ended  last 
July  1.  Public  spending  increased  twice  as  fast  as  pri- 
vate spending. 

A study,  National  Health  Expenditures,  published  in 
a recent  edition  of  the  Social  Security  Bulletin,  noted 
that  the  $104.2  billion  health  care  bill  represented  a 10.6 
per  cent  increase  over  the  $94.2  billion  spent  in  fiscal 
1973. 

Public  spending  amounted  to  $41.3  billion,  or  39.6  per 
cent  of  the  1974  total,  an  increase  of  15.3  per  cent,  or 
$5.5  billion.  Private  spending — mainly  private  insur- 
ance and  out-of-pocket  payments — accounted  for  $62.9 
billion,  or  60.4  per  cent  of  the  total  health  care  expendi- 
tures for  1974.  This  was  up  7.7  per  cent,  or  $4.5  billion, 
over  fiscal  1973. 

Despite  the  dollar  increases,  health  spending  re- 
mained at  the  1973  proportion  of  gross  national  prod- 
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Center  (State  University  of  New  York).  Herbert 
Pardes,  M.D.,  professor  and  chairman  of  the  Depart- 
ment of  Psychiatry,  who  made  the  announcement,  said 
he  believes  this  is  the  first  program  of  its  kind  in  Brook- 
lyn. 

Effective  date  of  UR  regs  postponed 

Effective  Date  of  UR  Regs  Postponed  . . . HEW  Sec- 
retary Caspar  W.  Weinberger  has  announced  that  the 
effective  date  for  implementation  of  the  utilization  re- 
view regulations  in  hospitals  and  other  health  care  facil- 
ities participating  in  the  Medicare  and  Medicaid  pro- 
grams has  been  changed  from  February  1,  1975  to  July 
1,  1975.  The  Department  issued  the  utilization  review 
regulations  November  29,  1974. 

“A  number  of  questions  about  requirements  and  in- 
terpretation of  the  utilization  review  regulations  have 
been  raised  since  their  publication,  and  some  small  rural 
hospitals  have  expressed  concern  about  their  ability  to 
conform  to  these  regulations,”  the  Secretary  said.  “We 
have  decided  to  move  the  effective  date  of  the  regula- 
tions so  as  to  allow  all  providers  to  come  into  full  com- 
pliance— and  to  avoid  the  loss  of  eligibility  to  partici- 
pate in  the  Medicare  and  Medicaid  programs  before 
July  1.”  Secretary  Weinberger  said  the  Department 
would  also  use  the  time  to  work  out  special  problems 
that  may  be  faced  in  small  rural  hospitals. 

Facilities  now  have  until  July  1,  1975,  to  continue  to 
revise  their  existing  utilization  review  plans  and  estab- 
lish an  operational  system  of  review  that  conforms  to 
the  utilization  regulations.  Secretary  Weinberger  ex- 
pressed his  belief  that  the  extension  would  enable  insti- 
tutions to  “achieve  full  conformity.” 

“All  hospitals  and  other  facilities  should,  of  course, 
press  forward  vigorously  with  their  efforts  to  develop 
criteria  and  programs  to  comply  with  these  regulations,” 
said  the  Secretary.  “This  will  be  the  only  postpone- 
ment of  the  effective  date.” 

The  notice  of  change  of  the  effective  date  of  the  utili- 
zation review  regulations  is  scheduled  to  appear  in  the 
Federal  Register  this  week.  (Legislative  Roundup, 
March  28,  1975,  Vol.  XVI— LR  11) 

Health  care  for  the  elderly 

Announcement  of  a major  program  of  health  care  for 
the  elderly  established  by  the  New  York  University 
Medical  Center  and  supported  by  grants  of  nearly 
$250,000  was  made  on  March  11,  1975  by  Dr.  Ivan  L. 
Bennett  Jr.,  provost  and  dean  of  the  Medical  Center. 

New  bait  to  kill  rats 
indoors  to  be  used 
by  health  department 

A new  rodenticide,  Calciferol,  imported  from  En- 
gland, will  be  used  by  the  New  York  City  Health  De- 
partment’s Bureau  of  Pest  Control  to  wage  war  on  the 
super  rat  strain  of  rodent  found  in  the  South  Bronx. 
Lowell  E.  Beilin,  M.D.,  New  York  City  Health  Commis- 
sioner, announced  that  on  Monday,  March  10,  a group 
of  15  Health  Department  exterminators  will  bait  indi- 
vidual apartments  and  basements  in  a 35-block  area  in 
the  Mott  Haven  section  of  The  Bronx. 


The  rat  bait  to  be  used,  Calciferol,  is  a vitamin-D 
based  poison  that  causes  an  over-production  of  calcium 
which  then  enters  the  rat’s  vital  organs  and  kills  it  in 
from  four  to  eleven  days. 

The  Calciferol  will  be  mixed  with  cornmeal  in  a 99.90 
per  cent  to  .10  per  cent  ratio.  The  mixture  will  be 
placed  in  small  cardboard  trays  in  areas  in  an  apartment 
or  basement  where  rats  are  likely  to  be  found,  for  exam- 
ple: behind  and  under  refrigerators,  under  stoves  or 

under  cabinets.  Mr.  Randy  Dupree,  Director  of  the  Bu- 
reau of  Pest  Control,  says  that  the  poison  is  less  toxic 
than  the  zinc  phosphide  used  to  bait  outdoor  areas  dur- 
ing the  first  phase  of  the  super  rat  extermination  pro- 
gram last  November.  In  discussing  the  toxic  effects  of 
the  rodenticide,  Mr.  Dupree  said,  “An  infant  would  have 
to  eat  a large  amount  over  several  weeks  or  months  be- 
fore he  or  she  became  seriously  ill.” 

According  to  Mr.  Jean  B.  Cropper,  Deputy  Commis- 
sioner of  Environmental  Health  Services,  an  advance 
contingent  of  15  Health  Department  community  educa- 
tion personnel  have  been  sent  throughout  the  affected 
area  to  alert  residents  to  the  program  and  to  explain  to 
them  the  appropriate  safety  measures  to  be  taken  for 
the  protection  of  children  and  pets. 

Literature  in  English  and  Spanish  describing  the  pro- 
gram has  been  distributed  to  area  residents.  The 
Health  Department  has  also  alerted  local  hospitals,  dis- 
trict health  centers,  and  the  police  about  this  special 
program. 

Commissioner  Cropper  said  that  super  rat  inhabits  a 
10-block  area  in  Mott  Haven  but  to  insure  the  rat’s 
elimination  the  25  surrounding  blocks  will  also  be  bait- 
ed. After  four  days,  exterminators  will  revisit  all  bait 
sites  to  check  bait  consumption.  After  eight  days  the 
bait  and  any  dead  rats  will  be  retrieved.  Traps  will 
then  be  set  to  double  check  the  work  of  the  poison. 
Commissioner  Cropper  pointed  out  that  for  the  program 
to  be  completely  successful  residents  must  continually 
maintain  good  sanitary  conditions. 

Dr.  Alan  Bowerman,  Director  of  the  State  Depart- 
ment of  Health’s  Rodent  Control  Evaluation  Laborato- 
ry, is  providing  technical  assistance  for  this  phase  of  the 
program. 

For  information  contact:  Helen  S.  Stone  at  (212) 

566-8040;  Night  and  Weekend  (212)  340-4494. 

Ml  patients  to  get  better 
emergency  care  in  New  York  City 

More  than  29,500  New  York  City  residents  will  die  as 
a result  of  acute  myocardial  infarction  during  1975,  the 
New  York  Heart  Association  predicts.  In  an  effort  to 
reduce  this  awesome  mortality  rate,  the  Heart  Associa- 
tion is  launching  the  “Heartsaver  Program,”  a compre- 
hensive plan  aimed  at  physicians,  the  general  public,  the 
emergency  transportation  system  and  hospitals  with 
emergency  rooms. 

Alcoholism  Center  is 
first  one  Federally  funded 

More  than  $2  million  to  establish  New  York  City’s 
only  Federally-funded  hospital  based  Comprehensive 
Alcoholism  Treatment  and  Education  Program  has  been 
awarded  to  St.  Vincent’s  Hospital  and  Medical  Center 

continued  on  page  838 
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Postgraduate  Work 
can  be  Beautiful 

AMA  Clinical  Convention/Honolulu.  Hawaii 
November  30 -December  5.  1975 

The  trouble  with  most  conventions  is  you  never  have  enough 
time  — or  enough  energy  left  at  the  end  of  the  day  — to  really  enjoy 
your  surroundings. 

Not  so  with  this  convention.  The  program,  while  one  of  the 
most  intensive  ever  offered,  has  been  carefully  arranged  to  give 
you  a long,  refreshing  break  in  the  afternoons. 

Your  main  working  hours  are  between  7:15  a.m.  and  Noon 
The  emphasis  is  on  continuing  medical  education.  Among  the  29 
postgraduate  courses  offered:  “Birth  Defects  and  Clinical  Moni- 
toring." “Practical  Endocrinology,”  “Normal  and  Abnormal 
Uterine  Bleeding,"  “Infectious  Diseases  in  Children,”  "Peripheral 
Vascular  Disease,"  “Hyperlipidemia."  Also  on  the  agenda  are 
general  sessions  on  Weight  Control,  Alcoholism,  Human  Sexual- 
ity and  some  fascinating  topics  indigenous  to  Hawaii. 

After  Noon,  Hawaii  is  yours  to  explore  without  feeling  you’re 
missing  something  really  important. 

The  special  activities  list  for  the  Woman’s  Auxiliary  is  growing 
longer  and  longer  Also,  there  are  several  optional  sightseeing 
tours  and  events.  Time  is  yours  to  discover  all  the  reasons  why 
Hawaii  is  often  called  Paradise  Found. 


The  AMA  will  make  arrangements  for  all  your  air,  travel  and 
hotel  needs. 

Pre-  and  Post-Convention  Tours. 

You  have  a marvelous  selection!  The  neighboring  Hawaiian 
Islands  .the  Orient ...  the  South  Pacific  . . . even  a 31  day  trip 
around  the  world.  At  least  one  will  fit  into  your  time  schedule. 

Flight  arrangements  to  Hawaii. 

The  AMA  Control  Center  will  help  you  take  advantage  of  the 
lowest  airfares  possible.  There  is  no  service  charge . . . not  even 
for  special  arrangements. 

Write  or  call  the  AMA  Control  Center  Today! 

Send  for  a Hawaii  ’75  booklet.  It  previews  the  scientific  program 
and  should  answer  many  of  your  questions  on  the  travel  portion 
of  the  Convention.  For  those  questions  it  doesn’t  answer,  do  call 
(800)  621-1046.  There  is  no  obligation. 


| SEND  ME  A FREE  HAWAII  ’75  BOOKLET  TODAY! 

I 

Name 


Address 


City/State/Zip 

AMA  Control  Center/Group  Travel  Unlimited/ 

36  South  Wabash /Room  1105/Chicago,  111.  60603 


, 


■ 
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of  New  York.  $650,000  is  authorized  for  expenditure 
during  calendar  1975.  The  balance  will  be  spent  by 
1977. 

Funded  by  the  National  Institutes  of  Alcohol  Abuse 
and  Alcoholism  of  the  Department  of  Health,  Educa- 
tion, and  Welfare,  the  grant  provides  for  comprehensive 
alcoholism  services.  When  fully  developed,  the  new 
program  will  have  the  capability  of  effectively  treating 
all  12,000  alcoholics  estimated  to  live  in  Greenwich  Vil- 
lage and  Chelsea. 

Health  department  issues 
advisory  about  lice 

The  New  York  City  Health  Department  has  issued  an 
advisory  to  school  officials  and  parents  of  school  chil- 
dren about  lice,  particularly  head  lice,  which  may  be 
transmitted  through  close  contact  or  the  shared  use  of 
hats,  scarves,  combs,  and  even  hair  curlers. 

Dr.  Olive  Pitkin,  Director  of  the  Health  Department’s 
Bureau  of  School  Health,  said,  “Although  the  lice  prob- 
lem does  not  present  a major  health  menace,  more  and 
more  parents  are  becoming  aware  of  it  as  a disagreeable 
nuisance  and  are  interested  in  learning  how  to  control 
it.” 

Head  lice  can  easily  be  killed  by  special  shampoos 
such  as:  Kwell  Lotion,  for  which  a prescription  is  need- 
ed, or  such  nonprescription  shampoos  as  A-200,  Del  or 
Cuprex,  according  to  Dr.  Pitkin.  She  said,  “Following 
the  shampoo,  which  should  be  repeated  after  a few  days, 
the  hair  should  be  thoroughly  combed  with  a fine-tooth 
comb  to  remove  the  dead  lice.” 

Body  lice,  cousins  of  head  lice,  are  generally  transmit- 
ted through  the  shared  use  of  clothing  and  from  infested 
linens.  To  eliminate  both  head  and  body  lice,  the 
Health  Department  suggests  that  after  shampooing  and 
showering,  all  clothing  and  linens  as  well  as  combs, 
brushes,  barrettes,  and  hair  curlers  should  be  boiled. 
Items  that  cannot  be  boiled  should  be  washed  in  VERY 
hot  water  or  pressed  with  a hot  iron,  with  special  atten- 
tion to  the  inside  seams  of  garments. 

Lice  are  among  the  oldest  insects  known  to  man. 
Less  than  an  eighth  of  an  inch  in  size,  the  insects  crawl 
on  an  individual’s  head  and  body,  and  inject  an  anti- 
coagulant into  the  blood  stream  which  causes  the  indi- 
vidual to  feel  an  itching  sensation. 

For  information  contact:  Helen  S.  Stone  (212)  566- 

8040;  Night  and  Weekend  (212)  340-4494. 

“About  Stroke”— 
new  publication 

“About  Stroke”  is  a new  publication  now  being  of- 
fered through  Sister  Kenny  Institute’s  Publications  De- 
partment. The  33  page  book  is  geared  to  family  and 
friends  of  stroke  victims,  as  well  as  health  care  person- 
nel and  educators,  and  was  written  by  the  Sister  Kenny 
Institute  staff. 

Additional  information  about  “About  Stroke”  and 
other  educational  publications  and  audiovisuals  devel- 
oped and  distributed  by  Sister  Kenny  Institute  may  be 
obtained  by  writing  to:  Publications — A/V  Depart- 

ment, # 180,  Sister  Kenny  Institute,  1800  Chicago  Ave., 
Minneapolis,  Minnesota  55404. 
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Editorials 


“Dysthanasia” — the  lot  of  the  shackled  sick 


For  many  centuries  most  of  our  forbears  expect- 
ed to  go  through  purgatory  after  death.  In  the 
late  twentieth  century  most  Americans  can  expect 
to  go  through  the  tortures  of  the  damned  before 
they  are  allowed  to  die  of  cancer,  heart  or  lung  fail- 
ure, or  pure  senile  decay.  Nor  do  physicians  es- 
cape this  common  lot  of  man.  Recently,  I saw  a 
colleague,  confused  and  exhausted  by  cancer, 
struggling  to  remove  the  tubes  in  his  veins  and 
bladder,  and  with  both  wrists  tied  to  his  bed. 
Even  more  heart-rending  was  the  situation  of  a 
woman  in  her  ninth  decade,  who  had  a complete 
loss  of  memory  following  a stroke  over  a year  pre- 
viously, and  who  had  been  confined  to  bed  or  tied 
to  the  wheelchair  for  many  weeks.  Yet,  she  was 
rushed  to  a hospital  and  shackled  to  her  bed,  with 
tubes  inserted  into  veins  and  bladder,  during  a 
week  of  antibiotic  treatment  for  aspiration  pneu- 
monia. Now  she  is  able  to  resume  her  vegetative 
life,  but  is  so  weak  that  she  must  be  spoon-fed 
until  the  next  bout  of  aspiration  leads  to  another 
period  in  purgatory. 

At  the  peak  of  humanistic  medicine,  as  exempli- 
fied by  Osier  and  Cushing,  and  between  1880  to 
1930,  the  type  of  medical  care  just  described  would 
have  been  severely  censured.  Before  1900  Osier 
had  written  in  the  bible  of  the  internists  and  medi- 
cal students:  “pneumonia  is  the  friend  of  the 

aged,  carrying  them  off  in  brief  and  usually  pain- 
less illnesses  and  sparing  them  the  ‘cold  gradations 
of  decay.’  ” Hebrews  and  Christians  had  been 
told,  “O  Death,  how  kind  is  thy  release  to  those 
broken  by  age,  losing  strength,  and  hopeless  about 
everything.”  Many  of  those  put  through  the  mod- 
ern purgatory  are  beyond  hope,  and  their  pro- 
longed struggle  is  devastating  to  their  families. 
And  when  pneumonia  offers  its  kindly  cup,  re- 
straint to  prevent  them  from  tearing  out  the  life- 
prolonging tubes,  even  tracheal  intubation  or  tra- 
cheostomy, makes  “dysthanasia”  their  alternative. 
Osier  would  have  given  tincture  of  opium  to 
smooth  their  last  days  if  they  had  pleural  pain. 
Now  they  are  tormented  in  order  that  they  may 
live  their  decaying  weeks  or  months  until  pneumo- 
nia sets  in  again  and  the  cycle  is  repeated. 

One  cause  of  our  ruthlessness  is  professional 
pride  in  “saving  lives.”  In  a few  cases  the  daily 
Medicare  fee,  while  hearts  are  kept  beating,  assua- 


ges the  doctor’s  remorse  for  augmented  and  pro- 
longed suffering.  Or  there  is  the  concern  that  a 
lawyer  will  learn  that  “proper  treatment”  was  not 
given  and  persuade  the  family  to  sue  us  for  mal- 
practice. Recent  events  in  Boston  make  it  possi- 
ble that  a district  attorney,  alerted  by  a jealous 
employee,  could  charge  us  with  manslaughter  or 
homicide.  After  all,  there  are  headlines  and  elec- 
toral victories  to  be  gained. 

Euthanasia  does  not  mean  killing  the  sick  or  the 
aged.  It  means  easing  the  fears  and  pangs  of  our 
inevitable  dissolution,  following  the  precepts  of 
Sirach  (Ecclesiasticus:  XLI,  2),  of  Osier  and  Soc- 
rates. This  is  an  humane  age.  Painless  elimina- 
tion of  habitual  violent  criminals  has  been  re- 
placed, at  great  cost,  by  decades  of  jail.  This  leads 
to  parole  and  more  murders,  or  jail  breaks  with 
mass  violence.  It  also  leads  to  imposing  “dystha- 
nasia” as  if  by  law  and  making  it  profitable  to 
prolong  our  agony.  We  need  a law  requiring  every 
tenth  prospective  lawyer  or  doctor  (chosen  by  lot) 
to  lie  shackled  to  a bed  for  three  days,  with  tubes 
in  his  arms  and  a Foley  catheter  in  his  bladder. 
Perhaps  the  initiates  should  all  have  two  hours  of 
tracheal  intubation.  Thus  we  could  provide  much 
enlightening  sauce  for  the  young  ganders  before 
they  pour  it  on  poor  old  geese,  so  they  can  know 
what  now  goes  on  every  day  in  every  city. 
Meanwhile,  we  can  only  look  on  in  dread  and  pray: 
“Father!  forgive  them  for  they  know  not  what  they 
do.” 

WILLIAM  DOCK,  M.D.,  M.A.C.P. 


Editor’s  Note:  William  Dock,  M.D.,  is  one  of  the 
few  living  individuals  who  had  the  privilege  of  vis- 
iting Sir  William  Osier  with  his  reknowned  father, 
George  Dock,  M.D.  As  a leader  of  medicine,  in  my 
opinion,  Bill  has  no  peers!  At  the  bedside,  his  ex- 
aminations and  discussions  have  always  been  con- 
siderate of  the  patients’  feelings.  He  is  kind,  com- 
passionate, and  competent.  One  of  the  few  re- 
maining general  internists  who  are  ideal  models 
for  the  developing  and  even  the  mature  physician. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


842  New  York  State  Journal  of  Medicine  May  1975 


The  physician’s  responsibility  in  improvement 
of  long-term  care  of  the  aged 


In  recent  years  reports  of  deep  concern  over  the 
extinction  of  a wide  variety  of  wild  life  have  ap- 
peared in  the  media.  To  the  threatened  loss  of 
blue  whales,  Prezwalski’s  Wild  Horse,  and  the 
ridge-nosed  rattle  snake,  to  name  only  a few, 
scores  of  others  have  recently  been  added. 
Understandably,  all  who  love  animals  and  nature 
in  every  form  are  saddened  justifiably  by  these 
losses,  but  what  is  so  painfully  distressing  is  the 
lack  of  concern  for  one  of  the  most  endangered 
species,  the  aging,  sick,  and  infirm  homo  sapiens. 
It  is  a sad  commentary,  indeed,  that  a national 
scandal  had  to  surface  to  arouse  public  conscience 
and  bring  into  sharp  focus  the  cruel  disregard  and 
exploitation  of  the  defenseless  sick  and  infirm 
aged. 

The  present  eruption  of  indignation  is  long  ov- 
erdue. In  the  last  decade  there  have  been  innu- 
merable surveys  and  many  scholarly  studies  peri- 
odically exposing  the  unconscionable  treatment  of 
the  nursing  home  patient;  for  the  most  part  they 
were  ignored.  Few  people  seemed  to  be  seriously 
concerned  with  the  fate  of  the  more  than  20  mil- 
lion Americans  who  are  referred  to  as  “senior  citi- 
zens” living  out  their  “golden  years”  and  “reaping 
the  rewards  of  their  long  years  of  labor.”  It  is  dif- 
ficult at  this  point  to  resist  the  temptation  to  repu- 
diate the  farcical  difference  between  the  oratorical 
exercises  of  so-called  responsible  leaders,  both 
professional  and  political,  and  the  stark  realities, 
with  the  nursing  home  scandal  only  one  manifesta- 
tion. The  real  problem  is  much  broader  and  deep- 
er. Fortunately,  in  the  case  of  the  nursing  home 
problem,  it  is  not  too  late  to  mobilize  all  resources 
and  intensify  efforts  to  protect  and  preserve  those 
members  of  the  aging  population  who  are  in  criti- 
cal need  of  quality  medical  care. 

The  major  responsibility  for  such  a comprehen- 
sive effort  must  rest  on  the  shoulders  of  the  medi- 
cal profession. 

The  elderly  person  is  faced  with  a multiplicity  of 
problems  ranging  from  the  insidiously  developing 
infirmity  to  chronic,  often  incapacitating,  diseases. 
As  things  stand  today,  these  problems  are  recog- 
nized as  the  responsibility  of  nursing  homes. 

To  begin  with,  the  term  nursing  home  is  a mis- 
nomer. As  a congregate  institution  it  can  neither 
offer  the  intimacy  and  warmth  of  a home  nor  are 
its  responsibilities  limited  exclusively  to  providing 
nursing  services.  Moreover,  the  generic  term 
“nursing  home”  embraces  a wide  variety  of  insti- 
tutions ranging  from  the  small  proprietary  home 
to  the  large  voluntary  facility.  Some  of  these  fa- 
cilities offer  only  room  and  board,  a modicum  of 
nursing  and  episodic  medical  care.  On  the  other 


hand,  many  of  the  larger  voluntary  institutions 
have  full-time  physicians,  an  organized  attending 
staff,  and  a full  complement  of  professional  per- 
sonnel needed  to  provide  quality,  long-term  care. 
These  latter  institutions  should  not  be  classified  as 
nursing  homes  but  should,  more  appropriately,  be 
regarded  as  a fortuitous  combination  of  a chronic 
disease  hospital  with  a nursing  facility,  usually  for 
long-term  care,  a long-term  facility.  Recognition 
of  this  important  difference,  and  an  immediate 
reestablishment  of  the  “home  and  hospital”  cate- 
gory would  certainly  be  a significant  step  in  the  di- 
rection of  improving  the  health  care  of  the  aged. 
Any  attempt  to  impose  uniform  regulations  on 
these  vastly  different  institutions  can  only  lead  to 
a perpetuation  of  the  existing  chaotic  situation. 

Through  the  years  the  medical  profession  has 
been  preoccupied  with  the  challenge  of  acute  dis- 
eases and,  literally,  has  turned  its  back  on  the  “less 
exciting”  chronic  illnesses.  There  has  resulted  a 
marked  increase  in  the  number  of  chronically  ill 
aged,  to  the  point  where  it  is  now  a major  national 
issue.  Because  of  this  negative  attitude  the  nurs- 
ing home  developed  into  an  essential  element  of 
the  health  care  delivery  system  and  concomitantly 
a new  responsibility  has  been  added  to  the  physi- 
cian’s function.  He  is  now  called  on  to  demand 
the  same  quality  of  care  for  his  nursing  home  pa- 
tient as  he  so  zealously  and  energetically  demands 
for  the  acutely  ill  patient  in  general  hospitals. 
Clearly,  the  physicians’  function  in  a nursing  home 
is  not  only  clinical.  He  must  learn  to  listen  to 
sounds  other  than  those  which  come  through  his 
stethoscope  and  make  observations  beyond  the 
minute  area  illuminated  by  the  beam  of  his  oph- 
thalmoscope. He  must  listen  to  his  patients  seem- 
ingly trivial  complaints,  scrutinize  the  environ- 
ment, drop  in  at  meal  times  to  see  that  dietary  and 
other  orders  are  carefully  followed.  He,  personal- 
ly, must  be  in  tune  with  every  aspect  of  patient 
care. 

In  addition  to  establishing  high  standards  of 
medical  care  the  physician  must  enforce  the  same 
high  standards  of  general  hygiene  and  periodically 
check  the  condition  of  beds,  patient  rooms,  treat- 
ment rooms,  and,  yes,  the  toilets  and  bathrooms 
also.  With  this  kind  of  interest  in  the  total  care  of 
the  patient  a climate  is  created  which  motivates 
the  staff  to  provide  a continuum  of  quality  long- 
term care  within  the  institution. 

In  the  face  of  the  present  situation  it  is  incum- 
bent on  the  physician  to  change  his  attitude 
toward  the  institution  caring  for  old  patients. 
There  is  an  urgent  need,  therefore,  to  educate  the 
practitioner  to  his  nonclinical  responsibilities  and 
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his  role  in  enforcing  his  demands  in  behalf  of  the 
patients.  As  a result  of  such  expanded  involve- 
ment, the  long-term  care  facilities  would  be  under 
constant  surveillance;  such  monitoring  should  re- 
sult in  prompt  correction  of  deficiencies.  If  the 
physician  finds  that  his  orders  are  not  adhered  to, 
it  is  his  responsibility  to  see  that  immediate  steps 
are  taken  to  contact  the  family  and  recommend  re- 
moval of  the  patient  to  a more  satisfactory  long- 
term care  facility. 

In  spite  of  the  frequently  heard  sanctimonious 
utterances,  the  proprietary  nursing  home  operator 
is  in  business  for  financial  gain.  It  follows,  there- 
fore, that  after  removal  of  a substantial  number  of 
patients  the  owner  would  be  forced  to  improve  the 
services  and  conditions  in  his  establishment,  or  be- 
come a deserving  victim  of  a competitive  free  mar- 
ket. 

To  avoid  any  deliberate  or  inadvertent  misinter- 
pretation, it  should  be  pointed  out  that  our  entire 
economy  is  based  on  profit-making  in  a legitimate 
business.  Admittedly,  today,  when  many  non- 
profit, voluntary  institutions  are  tottering  on  the 
brink  of  financial  catastrophe,  it  may  not  be  easy 
for  the  proprietary  home  to  give  acceptable  ser- 
vices and  still  make  a reasonable  profit.  However, 
when  greed  enters  the  picture,  as  alleged  in  the 
present  scandal,  substantial  profit  can  be  made 
only  at  the  denial  of  essential  services  to  patients. 
The  difference  of  profit  making  constitutes  the 
chasm  between  the  voluntary  home  and  the  pro- 
prietary home.  The  only  way  to  protect  the  pri- 
vate entrepreneur’s  right  to  a reasonable  profit, 


and  prevent  illegal,  immoral,  and  unethical  prac- 
tices, is  to  subject  the  proprietary  enterprises  to 
the  same  public  accountability  as  the  voluntary  in- 
stitutions. Through  this  process  excessive  person- 
al profit  would  be  channelled  back  into  the  opera- 
tion of  the  proprietary  home  thereby  improving 
the  quality  of  their  services. 

As  a beginning  attempt  to  meet  the  special 
needs  of  the  elderly,  many  states  have  introduced 
the  ombudsman  system  to  act  as  public  represen- 
tative for  the  helpless  aged.  Desirable  as  such  ac- 
tion is,  extensive  care  must  be  taken  to  avoid  con- 
fusion, meddling,  and  overlapping  directives.  In 
complaints  concerning  the  patient’s  health,  it 
must  be  recognized  that  the  logical  ombudsman  is 
the  physician.  If  he  fails,  as  he  sometimes  does, 
the  solution  is  not  the  introduction  of  a new  sys- 
tem but  an  increased  utilization  and  emphasis  of 
the  strengths  and  responsibilities  of  the  physician. 
The  central  issue  is  that  the  general  public,  includ- 
ing the  physician,  must  recognize  that  the  nursing 
home  can  no  longer  be  a place  “over  the  hill” 
where  the  elderly,  chronically  ill  are  sent  to  die  or 
just  “linger  on  for  awhile.”  To  start  immediately, 
and  persist  in  carrying  out  such  a role  would  be  a 
fitting  demonstration  of  the  medical  fraternity’s 
acceptance  and  reaffirmation  of  its  traditional  re- 
sponsibility of  protector  of  patient  health  and  wel- 
fare regardless  of  age. 

MICHAEL  M.  DACSO,  M.D.,  F.A.C.P. 

1160  Teller  Avenue 
The  Bronx,  N.  Y.  10456 


An  Apology 

The  Journal  apologizes  that  the  incorrect  age  for  Bernard  M.  Norcross,  M.D.,  was  published  in  the  March, 
1975,  issue  of  the  Journal  on  page  637.  Dr.  Norcross  was  sixty  at  his  death  and  not  eighty. 
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as  the  stabilizer  dosage: 

Vhen  your  patient  is  approaching  an  edema-free  state,  20  mg  tablets  let  you  gradually  reduce  dosage. 


as  the  maintenance  dosage: 

Vhen  your  patient  is  stabilized,  you  can  use  20  mg  tablets  in  long-term  maintenance  of  the  edema-free 
state.  Dosage  may  be  adjusted  to  fit  your  patient’s  needs. 

as  a dosage  increment: 

Vhen  dosage  must  be  adjusted  upward  to  more  fully  mobilize  fluid,  Lasix®  (furosemide)  20  mg  tablets 
let  you  gradually  increase  dosage  until  your  patient  is  stabilized. 

"he  usual  dose  of  Lasix  Tablets  is  20  to  80  mg,  administered  as  a single  dose.  Depending  on  the 
>atient’s  response,  a second  dose  can  be  administered  6 to  8 hours  later.  In  most  degrees  of  cardiac 
:dema,  dry  weight  can  be  maintained  safely  and  reliably  by  adjusting  the  dose  to  fit  your  patient’s 
eeds.  Continued  monitoring  of  your  patient  is  recommended.  With  doses  exceeding  80  mg/day  and 
liven  for  prolonged  periods,  careful  clinical  and  laboratory  observations  are  particularly  advisable. 

(See  prescribing  information  on  back  of  this  page.) 
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LASIX20 

(FUROSEMIDE) 


mg  tablets 


...especially  for  those  stabilized 
cardiac  edema  patients  who  can  be 

■■Ql|£n  WARNING  — Lasix®  (furosemide)  is  a potent  diuretic  which 

1 jf  given  in  excessive  amounts  can  lead  to  a profound 

■ diuresis  with  water  and  electrolyte  depletion.  Therefore, 

3 |QUf£|B  careful  medical  supervision  is  required,  and  dose  and  dose 
schedule  have  to  be  adjusted  to  the  individual  patient’s 
■ needs.  (See  under  “DOSAGE  AND  ADMINISTRATION.”) 

QQ CflQff  DESCRIPTION— Lasix  is  an  anthranilic  acid  derivative. 

Chemically,  it  is  4-chloro-N-furfuryl-5-sulfamoylanthranilic 
acid. 

INDICATIONS— Lasix  is  indicated  for  the  treatment  of  the 
edema  associated  with  congestive  heart  failure,  cirrhosis 
of  the  liver,  and  renal  disease,  including  the  nephrotic 
syndrome.  Lasix  is  particularly  useful  when  an  agent  with 
greater  diuretic  potential  than  that  of  those  commonly 
employed  is  desired. 

Hypertension— Lasix  Tablets  may  be  used  for  the  treat- 
ment of  hypertension  alone  or  in  combination  with  other 
antihypertensive  drugs.  Hypertensive  patients  who  cannot 
be  adequately  controlled  with  thiazides  will  probably  also 
not  be  adequately  controllable  with  Lasix  alone. 
CONTRAINDICATIONS— Because  animal  reproductive 
studies  have  shown  that  Lasix  (furosemide)  may  cause 
fetal  abnormalities,  the  drug  is  contraindicated  in  women 
of  childbearing  potential. 

Lasix  is  contraindicated  in  anuria.  If  increasing  azotemia 
and  oliguria  occur  during  treatment  of  severe  progressive 
renal  disease,  the  drug  should  be  discontinued.  In  hepatic 
coma  and  in  states  of  electrolyte  depletion,  therapy  should 
not  be  instituted  until  the  basic  condition  is  improved  or 
corrected.  Lasix  is  contraindicated  in  patients  with  a history 
of  hypersensitivity  to  this  compound. 

Until  more  experience  is  accumulated  in  the  pediatric 
use  of  Lasix,  children  should  not  be  treated  with  the  drug. 
WARNINGS— Excessive  diuresis  may  result  in  dehydration 
and  reduction  in  blood  volume,  with  circulatory  collapse 
and  with  the  possibility  of  vascular  thrombosis  and  em- 
bolism, particularly  in  elderly  patients.  Excessive  loss  of 
potassium  in  patients  receiving  digitalis  glycosides  may 
precipitate  digitalis  toxicity.  Care  should  also  be  exercised 
in  patients  receiving  potassium  depleting  steroids. 

Frequent  serum  electrolyte,  C02  and  BUN  determinations 
should  be  performed  during  the  first  few  months  of  therapy 
and  periodically  thereafter,  and  abnormalities  corrected  or 
the  drug  temporarily  withdrawn. 

In  patients  with  hepatic  cirrhosis  and  ascites,  initiation 
of  therapy  with  Lasix  (furosemide)  is  best  carried  out  in  the 
hospital.  Sudden  alterations  of  fluid  and  electrolyte  balance 
in  patients  with  cirrhosis  may  precipitate  hepatic  coma; 
therefore,  strict  observation  is  necessary  during  the  period 
of  diuresis.  Supplemental  potassium  chloride  and,  if  re- 
quired, an  aldosterone  antagonist  are  helpful  in  preventing 
hypokalemia  and  metabolic  alkalosis. 

As  with  many  other  drugs,  patients  should  be  observed 
regularly  for  the  possible  occurrence  of  blood  dyscrasias, 
liver  damage,  or  other  idiosyncratic  reactions. 

In  those  instances  where  potassium  supplementation  is 
required,  coated  potassium  tablets  should  be  used  only 
when  adequate  dietary  supplementation  is  not  practical. 

There  have  been  several  reports,  published  and  unpub- 
lished, concerning  nonspecific  small-bowel  lesions  consist- 
ing of  stenosis,  with  or  without  ulceration,  associated  with 
the  administration  of  enteric-coated  thiazides  with  potas- 
sium salts.  These  lesions  may  occur  with  enteric-coated 
potassium  tablets  alone  or  when  they  are  used  with  non- 
enteric-coated thiazides,  or  certain  other  oral  diuretics. 

These  small-bowel  lesions  have  caused  obstruction, 
hemorrhage,  and  perforation.  Surgery  was  frequently  re- 
quired, and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated 
potassium  salts,  although  lesions  of  this  type  also  occur 
spontaneously.  Therefore,  coated  potassium-containing 
formulations  should  be  administered  only  when  indicated, 
and  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleeding 
occurs. 
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Patients  with  known  sulfonamide  sensitivity  may  show 
allergic  reactions  to  Lasix. 

PRECAUTIONS— As  with  any  potent  diuretic,  electrolyte 
depletion  may  occur  during  therapy  with  Lasix,  especially 
in  patients  receiving  higher  doses  and  a restricted  salt 
intake.  Electrolyte  depletion  may  manifest  itself  by  weak- 
ness, dizziness,  lethargy,  leg  cramps,  anorexia,  vomiting 
and/or  mental  confusion. 

In  edematous  hypertensive  patients  being  treated  with 
antihypertensive  agents,  care  should  be  taken  to  reduce  the 
dose  of  these  drugs  when  Lasix  is  administered,  since  Lasix 
potentiates  the  hypotensive  effect  of  antihypertensive 
medications. 

Asymptomatic  hyperuricemia  can  occur  and  gout  may 
rarely  be  precipitated.  Reversible  elevations  of  BUN  may 
be  seen.  These  have  been  observed  in  association  with 
dehydration,  which  should  be  avoided,  particularly  in 
patients  with  renal  insufficiency. 

When  parenteral  use  of  Lasix  precedes  its  oral  use,  it 
should  be  kept  in  mind  that  cases  of  reversible  deafness 
and  tinnitus  following  the  injection  of  Lasix  have  been 
reported.  These  adverse  reactions  occurred  when  Lasix  was 
injected  at  doses  exceeding  several  times  the  usual  thera- 
peutic dose  of  20  to  40  mg. 

Periodic  checks  on  urine  and  blood  glucose  should  be 
made  in  diabetics  and  even  those  suspected  of  latent 
diabetes  when  receiving  Lasix.  Increases  in  blood  glucose, 
and  alterations  in  glucose  tolerance  tests  with  abnormali- 
ties of  the  fasting  and  two-hour  postprandial  sugar  have 
been  observed,  and  rare  cases  of  precipitation  of  diabetes 
mellitus  have  been  reported. 

Lasix  (furosemide)  may  lower  serum  calcium  levels,  and 
rare  cases  of  tetany  have  been  reported.  Accordingly, 
periodic  serum  calcium  levels  should  be  obtained. 

Patients  receiving  high  doses  of  salicylates,  as  in  rheu- 
matic diseases,  in  conjunction  with  Lasix  may  experience 
salicylate  toxicity  at  lower  doses  because  of  competitive 
renal  excretory  sites. 

It  has  been  reported  in  the  literature  that  diuretics  such 
as  furosemide  may  enhance  the  nephrotoxicity  of  cephalo- 
ridine.  Therefore,  Lasix  and  cephaloridine  should  not  be 
administered  simultaneously. 

Sulfonamide  diuretics  have  been  reported  to  decrease 
arterial  responsiveness  to  pressor  amines  and  to  enhance 
the  effect  of  tubocurarine.  Great  caution  should  be  exer- 
cised in  administering  curare  or  its  derivatives  to  patients 
undergoing  therapy  with  Lasix,  and  it  is  advisable  to  dis- 
continue Lasix  for  one  week  prior  to  any  elective  surgery. 
ADVERSE  REACTIONS— Various  forms  of  dermatitis,  includ- 
ing urticaria  and  rare  cases  of  exfoliative  dermatitis, 
erythema  multiforme,  pruritus,  paresthesia,  blurring  of 
vision,  postural  hypotension,  nausea,  vomiting,  or  diarrhea, 
may  occur. 

Anemia,  leukopenia,  aplastic  anemia,  and  thrombocy- 
topenia (with  purpura)  may  occur.  Rare  cases  of  agranulo- 
cytosis have  occurred  which  responded  to  treatment. 

in  addition,  the  following  rare  adverse  reactions  have 
been  reported;  however,  relationship  to  the  drug  has  not 
been  established  with  certainty:  sweet  taste,  oral  and 
gastric  burning,  paradoxical  swelling,  headache,  jaundice, 
thrombophlebitis  and  emboli  (see  "WARNINGS”),  and 
acute  pancreatitis. 

Lasix-induced  diuresis  may  be  accompanied  by  weak- 
ness, fatigue,  lightheadedness  or  dizziness,  muscle  cramps, 
thirst,  increased  perspiration,  urinary  bladder  spasm,  and 
symptoms  of  urinary  frequency. 

As  far  as  hyperglycemia  is  concerned,  see  "PRECAUTION; 
DOSAGE  AND  ADMINISTRATION— The  usual  dose  of  Lasix 
is  20  to  80  mg  given  as  a single  dose,  preferably  in  the 
morning.  Ordinarily,  a prompt  diuresis  ensues.  Depending 
on  the  patient’s  response,  a second  dose  can  be  administered 
6 to  8 hours  later.  This  dosage  and  dosage  schedule  can 
then  be  maintained  or  even  reduced. 

If  the  diuretic  response  with  a single  dose  of  20  to  80  mg 
is  not  satisfactory;  e.g.,  in  a patient  with  congestive  heart 
failure  refractory  to  maximal  doses  of  thiazides,  the  follow- 
ing schedules  should  be  used:  Increase  this  dose  by  incre- 
ments of  20  or  40  mg  not  sooner  than  6 to  8 hours  after  the 
previous  dose  until  the  desired  diuretic  effect  has  been 
obtained.  This  individually  determined  single  dose  should 
then  be  given  once  or  twice  daily  (e.g.,  at  8:00  a.m.  and 
2:00  p.m.).  The  dose  of  Lasix  may  be  carefully  titrated  up 
to  600  mg  per  day  in  those  patients  with  severe  clinical 
edematous  states.  Higher  doses  are  currently  under 
investigation. 

The  mobilization  of  edema  may  be  most  efficiently  and 
safely  accomplished  by  utilizing  an  intermittent  dosage 
schedule  in  which  the  diuretic  is  given  for  2 to  4 consecu- 
tive days  each  week.  With  doses  exceeding  80  mg/day  and 
given  for  prolonged  periods,  careful  clinical  and  laboratory 
observations  are  particularly  advisable. 

Hypertension— The  usual  dose  of  Lasix  is  40  mg  twice 
daily  both  for  initiation  of  therapy  and  for  maintenance. 
Careful  observations  for  changes  in  blood  pressure  must  be 
made  when  this  compound  is  used  with  other  antihyperten- 
sive drugs,  especially  during  initial  therapy.  The  dosage 
of  other  agents  must  be  reduced  by  at  least  50  per  cent  as 
soon  as  Lasix  is  added  to  the  regimen  to  prevent  excessive 
drop  in  blood  pressure.  As  the  blood  pressure  falls  under 
the  potentiating  effect  of  Lasix,  a further  reduction  in 
dosage,  or  even  discontinuation,  of  other  antihypertensive 
drugs  may  be  necessary.  It  is  further  recommended,  if 
40  mg  twice  daily  does  not  lead  to  a clinically  satisfactory 
response,  to  add  other  hypotensive  agents,  e.g.,  reserpine, 
rather  than  to  increase  the  dose  of  Lasix. 

Until  more  experience  is  accumulated  in  the  pediatric 
use  of  Lasix,  children  should  not  be  treated  with  the  drug. 
HOW  SUPPLIED-Lasix  (fuiosemide)  Tablets  are  supplied 
as  white,  monogrammed,  scored  tablets  of  40  mg  in  amber 
bottles  of  100  (NSN  6505-00-062-3336),  500  (NSN  6505- 
00-254-5546),  and  unit  dose  100’s  (20  strips  of  5) 

(NSN  6505-00-117-5982),  and  white,  monogrammed,  oval 
tablets  of  20  mg  in  amber  bottles  of  100. 

Note:  Dispense  in  dark  containers.  Exposure  to  light  may 
cause  slight  discoloration  which,  however,  does  not  alter 
potency. 
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Multiple  Systolic 
Clicks  in  Mitral 
Prolapse 

Role  of  leaflets  in  genesis  of  clicks 
and  of  chordae  in  rare  low-pitched 
systolic  “ gallop 99 

WILLIAM  DOCK,  M.D.,  M.A.C.P. 

New  York  City 

From  the  Veterans  Administration  Clinic 

Up  to  1960,  cardiologists  dismissed  any  sharp 
sound  in  systole  as  extracardiac  in  origin.  By 
1970,  they  accepted  the  cineventriculographic  and 
echocardiographic  evidence  that  any  midsystolic 
click  was  evidence  of  prolapse  of  the  mitral  valve. 
Recently  it  has  been  realized  that  prolapse  of  the 
valve  into  the  left  atrium  could  produce  not  mere- 
ly one  sound,  but  a series  of  two  or  three  sharp 
sounds  in  early,  mid-,  or  late  systole.  In  a series  of 
26  cases  of  proved  mitral  prolapse.  2 had  murmurs 
with  no  clicks,  14  had  single  clicks,  3 had  two 
clicks,  and  2 had  three  clicks  in  each  systole.1  In 
reviewing  the  phonocardiograms  of  670  ambulato- 
ry patients  studied  in  the  last  five  years,  we  found 
that  40  of  them  had  midsystolic  clicks.  In  33 
there  were  single  clicks,  5 had  double,  and  2 had 
triple  sounds  in  systole.  Multiple  clicks  can  be 
found  in  published  traces  in  the  literature  and 
were  noted  in  4 of  9 cases  of  familial  mitral  pro- 
lapse.2 Multiple  clicks  also  were  mentioned  in  a 
review  of  mitral  disease.3  This  phenomenon  was 
ignored  in  a discussion  of  the  genesis  of  systolic 
clicks.4  The  usual  midsystolic  click  was  ascribed 
to  lateral  tension  on  the  anterior  mitral  leaflet, 
when  the  valve  is  stretched  to  its  maximal  area  by 
prolapse.  That  hypothesis  must  be  amended  to 
account  for  multiple  clicks.  One  of  our  patients 
had  an  initial  high-pitched  click,  followed  after 
0.12  second  by  a low-pitched  sound  similar  to  a 
third  heart  sound.  This  raised  the  question  as  to 
whether  belated  tension  on  chordae  could  contrib- 
ute, in  rare  instances,  to  the  vibrations  set  off  dur- 
ing mitral  prolapse. 

Case  report 

An  asymptomatic  man,  forty  years  old,  6 feet  4 inches 


In  patients  with  systolic  prolapse  of  the  mitral 
valve,  one  to  three  midsystolic  clicks  can  often  be 
heard  or  recorded,  with  or  without  systolic  mur- 
murs. The  clicks  are  high  pitched,  similar  to  the 
snap  of  mitral  stenosis.  They  seem  to  be  due  to 
lateral  tensing  of  the  prolapsing  segment  of  an 
atrioventricular  valve.  In  the  usual  case  reported 
here,  an  initial  high-pitched  click  was  followed  by 
a sound  of  low  pitch,  resembling  a third  heart 
sound  in  gallop  rhythm.  This  sound  was  ascribed 
to  belated  tension  on  chordae  elongated  by  muci- 
nous degeneration  and  drawn  taut  only  by  pro- 
lapse. As  such  chordae  may  rupture  and  cause 
acute  failure,  a low-pitched  systolic  sound  proba- 
bly indicates  a worse  prognosis  than  the  usual  sys- 
tolic clicks. 


tall,  and  of  African  descent,  had  no  stigmata  of  Marfan’s 
syndrome.  His  heart  rate  was  52  to  58  per  minute,  and 
his  P-R  wave  interval  varied  from  0.20  to  0.32  second. 
The  ventricular  complexes,  carotid  and  jugular  pulses, 
and  the  roentgen  silhouette  of  the  heart  were  normal. 

Phonograms  in  three  frequency  bands  seen  as  in  Fig- 
ures 1 and  2,  showed  a low-pitched  fourth  heart  sound,  a 
first  sound  varying  in  intensity  inversely  with  the  dura- 
tion of  the  P-R  wave  interval,  and  a higher  pitched  sec- 
ond sound,  0.38  second  after  the  Q wave.  A click,  high- 
er pitched  than  the  second  sound,  occurred  0.16  to  0.20 
second  after  Q.  The  second  midsystolic  sound  came 
0.28  second  after  Q.  It  was  almost  as  low-pitched  as  the 
fourth  sound  but  was  louder,  and  like  the  fourth  sound 
was  best  recorded  between  V3  and  V4  (third  and  fourth 
unipolar  chest  electrocardiogram  leads),  near  the  point 
of  maximal  systolic  thrust.  Both  these  low-pitched 
sounds  faded  markedly  a few  centimeters  from  that 
point.  The  early  click  was  loudest  near  V2  (second  uni- 
polar chest  electrocardiogram  lead)  but  was  heard  and 
recorded  from  V4  to  the  pulmonic  area,  5 cm.  cephalad 
to  V2. 

The  unusual  feature  of  these  systolic  sounds  was  that 
the  initial  click  and  the  later  sound  varied  as  much,  in 
pitch  and  in  location  and  radiation,  as  do  the  protodia- 
stolic snap  of  mitral  stenosis  and  the  normal  third  heart 
sound  or  the  protodiastolic  gallop  of  heart  failure. 
Studies  of  the  sonic  potential  of  cardiac  valves  have 
shown  that  only  the  long  fibers  of  the  chordae  and  atrio- 
ventricular valves,  tensed  between  the  papillary  muscles 
and  the  annulus,  can  emit  such  low-pitched  sounds.5 

Comment 

The  anatomic  studies  of  Ranganathan  et  al.6 
made  it  evident  that  the  mitral  valve  really  con- 
sists of  four  cusps — the  anterior  leaflet  and  three 
scallops  of  the  posterior  leaflet  separated  by  clefts 
which  almost  reach  the  annulus.  Cineventriculo- 
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FIGURE  1.  Electrocardiogram,  bottom  trace,  and  heart 
sounds  in  three  frequency  bands  from  microphone  be- 
tween V3  and  V4.  Top  trace  shows  high-pitched  sounds, 
those  above  240  Hz.,  middle  trace  shows  sounds  between 
80  and  240  Hz.,  and  lower  trace  shows  sounds  between 
20  and  80  Hz.  Second  heart  sound  (2)  and  initial  systolic 
click  (C)  were  loud  at  20  to  80  Hz.  and  audible  above  240 
Hz.  First  heart  sound  (1),  second  systolic  sound  (S),  and 
faint  fourth  heart  sound  (4)  were  loudest  below  80  Hz. 
Only  at  this  site  and  at  low  pitch  was  S louder  than  C and  1 
as  loud  as  2.  Time  lines  indicate  0.02  and  0.10  second. 

graphic-pathologic  correlation  in  16  cases  coming 
to  operation  or  necropsy  showed  prolapse  of  a sin- 
gle segment  of  the  posterior  leaflet  in  6,  of  two  seg- 
ments in  6,  and  of  all  three  segments  in  4 pa- 
tients.7 These  desperately  ill  patients  are  at  the 
opposite  end  of  the  spectrum  of  mitral  prolapse 
from  our  40  cases  with  systolic  clicks,  none  of 
whom  required  hospital  admission,  so  that  no 
echocardiograms  or  ventriculocardiograms  were 
obtained.  Many  of  our  veterans  had  evidence  of 
healed  infarcts;  2 had  proved  familial  incidence, 
and  4 had  some  evidence  of  mucinous  degenera- 
tion of  the  valve  and  chordae.  In  another  series  of 
61  cases  of  proved  valvular  prolapse,  51  were 
women,  and  all  had  symptoms  justifying  ventricu- 
lography.8 In  more  than  half  of  that  group,  tricus- 
pid prolapse  was  also  demonstrated.  In  another 
series  of  46  cases,  37  had  a notch  on  the  apex  car- 
diograms, synchronous  with  the  systolic  click. 
The  notches  were  ascribed  to  a tug  on  the  papilla- 


FIGURE  2.  (A)  Heart  sounds  at  V3.  Location  of  onset  of 

P and  R waves  on  electrocardiogram  noted  on  top  trace. 
(B)  Heart  sounds  at  site  between  V3  and  V2.  Late  low- 
pitched  systolic  sound,  3,  was  faint  at  V4  as  well  as  at 
these  two  sites,  while  early  click,  C,  was  loudest  at  V3  and 
well  transmitted  to  other  sites.  Late  systolic  sound  has 
characteristics  of  gallop  sounds,  3 and  4;  early  clicks,  like 
most  multiple  systolic  clicks,  resemble  protodiastolic  snap 
of  mitral  stenosis. 

ry  muscle  as  prolapse  increased  tension  on  the 
chordae.  One  of  these  cases  had  a single  low- 
pitched  systolic  sound,  comparable  with  the  fourth 
sound  in  the  same  beats.9  A low-pitched  systolic 
sound  is  evident  in  another  case,  in  a series  of  5 
patients  with  systolic  prolapse  and  normal  coro- 
nary cineangiograms,  but  markedly  abnormal  elec- 
trocardiograms (Fig.  I).10  The  inversion  of  the  T 
wave  in  these  cases  was  similar  to  that  in  reports 
of  mitral  prolapse  in  familial  cases  which  seem  be- 
nign, and  contrasts  strikingly  with  the  absence  of 
this  pattern  in  the  16  severely  decompensated  pa- 
tients.7 

Not  all  cases  studied  by  echocardiography  or 
cineventriculography  have  shown  prolapse  of  the 
anterior  leaflet,11  but  this  must  be  drawn  taut  and 
could  emit  a sound  even  when  it  does  not  billow 
into  the  atrium,  after  one  or  more  segments  of  the 
posterior  leaflet  prolapse  and  no  longer  provide 
counter  pressure  at  the  line  of  closure.  The  pro- 
lapse of  a segment  might  also  cause  a click  as  it 
prolapses  and  is  drawn  taut  by  lateral  tension  at 
the  clefts  which  separate  the  scallops.  Thus  mul- 
tiple clicks  could  be  evoked  if  tension  on  the  scal- 
lops and  on  the  anterior  leaflet  occurs  in  sequence. 
Sailors  will  recall  the  triple  “cracks”  or  “booms” 
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produced  as  the  jib,  topsail,  and  mainsail  refill  and 
are  drawn  taut  on  tacking. 

The  rupture  of  chordae  of  patients  with  muci- 
nous degeneration  (7  of  16  in  one  series  of  pro- 
lapsed chordae  with  severe  mitral  reflux)  probably 
occurs  during  either  mitral  closure  or  prolapse.' 
In  the  years  before  rupture  some  markedly  elon- 
gated chordae,  tensed  only  on  prolapse,  could  give 
rise  to  low-pitched  systolic  sounds.  These  seem  to 
have  been  recorded  in  less  than  3 per  cent  of  cases 
of  click  syndrome  with  varied  causes.  Mucinous 
degeneration  may  begin  early  in  life,  with  clicks 
discovered  at  the  age  of  two  in  the  niece  of  a 
twenty-seven-year-old  woman  in  whom  this  dis- 
ease was  discovered  at  necropsy  after  her  sudden 
death.12  The  varying  incidence  of  myopathy, 
myocardial  infarction,  and  mucinous  degeneration 
in  reports  of  the  mitral  prolapse  syndrome  has 
been  discussed  previously  and  confirmed  by  a re- 
cent account  of  33  cases  of  this  syndrome.4,13 

High-pitched  clicks  in  midsystole  can  be  as- 
cribed to  sudden  lateral  tension  on  one  or  more 
segments  of  mitral  or  tricuspid  valves  as  these  pro- 
lapse into  the  atria.  Double  or  triple  clicks  may 
occur  if  the  segments  prolapse  in  sequence.  There 
should  be  no  low-pitched  component  to  such 
sounds  if  all  the  chordae  have  been  tensed  with  the 
production  of  the  first  sound.  The  rare  low- 
pitched  systolic  sound  in  such  cases  can  be  evoked 
if  chordae,  elongated  and  threatened  with  rupture 
because  of  mucinous  degeneration,  are  tensed  only 
at  the  peak  of  systolic  pressure  and  the  prolapse  of 
the  leaflet  to  which  they  are  attached. 

Summary 

In  patients  with  systolic  prolapse  of  the  mitral 
valve,  a systolic  click  and  murmur  is  often  the  only 
abnormal  physical  finding.  Twenty  per  cent  of 
those  with  such  clicks  have  two  or  three  separate 
systolic  sounds,  resembling  the  protodiastolic  snap 
of  mitral  stenosis.  They  are  brief,  high-pitched 
sounds.  In  the  unique  case  reported  here  such  a 
click  in  early  systole  was  followed  by  another 
sound,  exactly  like  the  low-pitched  first,  third,  and 


fourth  heart  sounds.  It  is  postulated  that  the 
usual  multiple  clicks  are  due  to  sudden  lateral  ten- 
sion on  segments  of  the  mitral  valve  as  they  are 
drawn  taut,  one  after  another,  by  prolapse.  This 
rare  low-pitched  systolic  sound  is  ascribed  to  ten- 
sing of  the  chordae  tendineae  cordis  by  prolapse  of 
a segment  whose  chordae,  greatly  elongated  by 
mucinous  degeneration,  had  not  been  drawn  taut 
at  the  beginning  of  systole.  This  situation  may 
predispose  to  rupture  of  the  chordae  and  hence 
has  a more  ominous  significance  than  the  usual 
high-pitched  clicks. 

252  Seventh  Avenue 
New  York,  N.Y.  10001 
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Infections  with  HSV  (herpes  simplex  virus) 
are  widespread  in  nature  and  represent  a spectrum 
of  important  clinical  responses.1  A major  problem 
with  regard  to  HSV  is  recurrent  infections  which 
occur  in  spite  of  the  presence  of  humoral  anti- 
bodies. 

In  recent  years  there  has  been  considerable  in- 
terest in  defining  the  role  of  the  cellular  immune 
system  in  HSV  infections.  The  transformation  of 
lymphocytes  in  vitro  following  exposure  to  HSV 
antigen(s)  has  been  demonstrated  in  immunized 
rabbits  by  Rosenberg,  Farber,  and  Notions.2 

* Supported  in  part  by  research  grant  5-R01-A-01303,  train- 
ing grant  5-T01-A1-00051,  National  Institutes  of  Allergy  and 
Infectious  Diseases,  and  General  Research  Grant  RR05400 
from  the  General  Research  Support  Branch,  Division  of  Re- 
search Resources,  National  Institutes  of  Health.  Dr.  Ito  was 
the  recipient  of  a Henry  C.  and  Bertha  H.  Buswell  Fellowship 
Award. 

f Present  address:  Department  of  Microbiology  and  Immu- 
nology, University  of  Arkansas  School  of  Medicine,  Little  Rock, 
Arkansas  72201. 


Immune  responses  to  HSV  ( herpes  simplex  virus) 
in  10  sarcoidosis  patients,  12  asthmatic  persons, 
and  13  nonatopic  individuals  were  studied.  A dis- 
tinct correlation  between  neutralizing  antibody 
levels  to  HSV  and  in  vitro  lymphocyte  transforma- 
tion in  the  presence  of  HSV  antigen  was  observed 
in  all  three  groups.  No  association  was  found  for 
sarcoidosis  and  HSV. 


Recently,  Russell3  has  investigated  cellular  immu- 
nity in  patients  with  recurrent  herpetic  infections. 

The  cause  of  sarcoidosis  is  still  poorly  defined, 
and  consideration  has  been  given  to  the  possible 
role  of  viral  infections  in  this  disease.4  EBV  (Ep- 
stein-Barr  virus),  a herpesvirus,  has  been  consid- 
ered as  well  as  other  herpesviruses  including 
HSV.5-6 

We  had  the  opportunity  to  study  a group  of  sar- 
coidosis patients  and  in  the  course  of  this  investi- 
gation compared  lymphocyte  transformation  to 
the  presence  of  circulating  antibodies  to  HSV  as 
measured  by  the  CF  (complement  fixation)  and 
neutralization  tests.  While  no  evidence  was  ob- 
tained to  associate  HSV  with  sarcoidosis,  we  did 
find  a striking  correlation  between  lymphocyte 
transformation  and  neutralizing  antibody  titers. 
Similar  findings  were  also  obtained  in  two  other 
groups  studied,  asthmatic  patients  and  nonatopic 
normal  individuals.  The  results  are  reported  here. 

Materials  and  methods 

Subjects.  Thirty-five  subjects  were  divided 
into  three  groups:  sarcoid,  asthmatic,  and  nona- 
topic individuals.  The  sarcoid  group  consisted  of 
10  adults.  The  asthmatic  group  consisted  of  12 
adults,  3 of  whom  gave  a history  of  having  had 
herpes  labialis.  The  nonatopic  normal  group  con- 
sisted of  13  healthy  adults,  3 of  whom  gave  a histo- 
ry of  having  had  herpes  labialis. 

Lymphocyte  transformation.  In  vitro  lym- 
phocyte transformation  was  performed  essentially 
following  the  method  described  by  Valentine.7  In 
brief,  venous  blood  (25  to  30  ml.)  was  collected  in 
heparin  (30  units  per  milliliter  of  blood).  The  eryth- 
rocytes were  sedimented,  and  the  cells  in  the 
supernatant  were  washed  with  medium  RPMI 
1640.**  The  white  cells  were  resuspended  and  di- 
luted with  medium  containing  20  per  cent  autolo- 
gous or  isologous  plasma  to  1 X 106  cells  per  milli- 
liter. Cultures  were  prepared  in  2-ml.  volumes 
To  duplicate  culture  tubes,  one  of  the  following 
was  added:  HSV  antigen  1:10,  0.5  ml.;  PHA-P 

(phytohemagglutinin-P)++  1:10,  0.2  ml.;  or  cell  cul- 
ture medium,  0.5  ml. 

The  cultures  were  incubated  at  37°C.  in  a 5 per 

**  Associated  Biomedic  Systems,  Buffalo,  New  York. 

Difco  Laboratories,  Detroit,  Michigan. 
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TABLE  I.  HSV  stimulation  of  lymphocytes  and 
corresponding  antibody  titers  in  sarcoidosis  patients 

^HSV  Antibodies 


^Lymphocyte  Stimulation*—'  Com- 


Sar- 

coidosis 

Patients 

HSV 

Antigenf 

PHA- 

Pt 

Neutraliza- 

tion** 

plement 
Fixa- 
tion ft 

1 

9 

89 

1,280 

16 

2 

2 

5 

1,280 

32 

3 

51 

177 

1,280 

32 

4 

35 

152 

640 

16 

5 

13 

103 

320 

16 

6 

15 

223 

320 

32 

7 

15 

59 

320 

8 

8 

6 

106 

160 

8 

9 

2 

62 

20 

<4 

10 

3 

235 

<10 

<4 

* Statistical  evaluation:  N — 9,  R * -f  0.721,  p — <0.05. 
t Ratio  of  stimulation,  HSV  antigen  or  PHA-P/control. 

**  Determined  by  80  per  cent  plaque  reduction  method, 
tt  Microtiter  test. 

cent  carbon  dioxide  atmosphere.  The  method  for 
preparation  of  HSV  and  control  antigens  is  de- 
scribed next.  The  degree  of  response  was  deter- 
mined after  three  days’  incubation  for  PHA-P  and 
five  days  for  HSV  antigen  or  control  antigen  using 
3HT  (tritiated  thymidine)  uptake  technique.' 
Samples  were  counted  in  a liquid  scintillation 
counter.  Results  of  HSV  antigen  and  PHA-P 
stimulation  were  compared  with  respective  con- 
trols counted  on  the  same  day. 

Preparation  of  HSV  and  control  antigens. 
HSV  type  1,  McIntyre  VR  3 strain  was  used  in  this 
study.8  The  virus  was  propagated  in  BIRK  cells, 
a continuous  line  derived  from  rabbit  kidney.8 
Cells  were  grown  in  BME  (Eagle  basal  medium)  in 
Hanks  balanced  salt  solution  supplemented  with 
10  per  cent  fetal  calf  serum,*  200  units  per  millili- 
ter penicillin,  and  200  micrograms  per  milliliter 
streptomycin.  After  inoculation  of  BIRK  cells 
with  HSV,  the  cells  were  maintained  using  BME 
in  Earle  saline  (sodium  bicarbonate  1.8  mg.  per 
milliliter)  with  3 per  cent  fetal  calf  serum  and  anti- 
biotics. The  cultures  were  incubated  at  36°C., 
and  when  a marked  cytopathic  effect  was  present, 
the  cells  were  collected  by  scraping  with  a rubber 
policeman.  The  material  was  collected  (30  ml.) 
and  centrifuged  at  2,000  rpm.  for  15  minutes  in  a 
centrifuge  (International  PR2).  The  supernatant 
was  removed,  and  the  cells  were  resuspended  in  5 
ml.  of  this  fluid  and  sonified  for  forty-five  seconds 
with  a Branson  Model  W-185C  at  a setting  of  75 
watts.  After  clarification  by  centrifugation  at 
2,000  rpm.  the  supernatant  was  collected  and  used 
for  preparation  of  antigen.  The  infectivity  titer 
was  1.1  X 108  PFU  (plaque-forming  units)  per  mil- 
liliter. The  virus  was  inactivated  by  heating  at 
56° C.  for  thirty  minutes.  A similar  preparation 
was  made  from  uninfected  BIRK  cells  which  was 
employed  as  control  antigen. 

CF  test.  Antigen  for  the  CF  test  was  unheated 

* Gray  Laboratories,  Fort  Lauderdale,  Florida. 


TABLE  II.  HSV  stimulation  of  lymphocytes  and 
corresponding  antibody  titers  in  asthmatic  patients 

-—HSV  Antibodies-^ 

^Lymphocyte  Stimulation* — • Com- 


Asth- 

matic 

Patients 

HSV 

Antigent 

PHA- 

Pt 

Neutraliza- 

tion** 

plement 
Fixa- 
tion tt 

11 

33 

124 

1,280 

8 

12 

46 

89 

640 

4 

13 

75 

172 

640 

4 

14 

8 

42 

320 

4 

15 

9 

121 

320 

8 

16 

10 

144 

320 

4 

17 

27 

•48 

320 

4 

18 

14 

219 

320 

4 

19 

15 

104 

160 

4 

20 

2 

88 

<10 

4 

21 

3 

83 

<10 

4 

22 

1 

108 

<10 

<4 

* Statistical  evaluation:  N = 12,  R = +0.789,  p = <0.01. 
t Ratio  of  stimulation.  HSV  antigen  or  PHA-P/control. 

* * Determined  by  80  per  cent  plaque  reduction  method, 
tt  Microtiter  test. 


TABLE  III.  HSV  stimulation  of  lymphocytes  and 
corresponding  antibody  titers  in  nonatopic  individuals 


• — Lymphocyte  Stimulation* — > - — HSV  Antibodies — ■ 

Non-  Com- 

atopic  plement 


Indi- 

viduals 

HSV 

Antigent 

PHA- 

Pt 

Neutraliza 

tion** 

Fixa- 
tion tt 

23 

12 

64 

1,280 

8 

24 

52 

117 

1,280 

8 

25 

11 

74 

640 

16 

26 

14 

90 

320 

4 

27 

24 

41 

320 

8 

28 

25 

122 

320 

<4 

29 

6 

31 

80 

4 

30 

16 

216 

20 

<4 

31 

3 

30 

<10 

<4 

32 

3 

112 

<10 

<4 

33 

2 

81 

<10 

<4 

34 

7 

119 

<10 

<4 

35 

2 

65 

<10 

<4 

* Statistical  evaluation:  N = 13,  R = +0.743,  p = <0.01. 
t Ratio  of  stimulation  by  HSV  antigen  or  PHA-P/control. 

**  Determined  by  80  per  cent  plaque  reduction  method, 
tt  Microtiter  test. 

clarified  HSV  prepared  as  described  previously. 
Four  units  (1:8  dilution)  were  used  in  the  test.  A 
microtiter  procedure  used  in  this  laboratory  for 
varicella  zoster  virus  was  used.9  Antibody  titers 
were  expressed  as  the  reciprocal  of  the  highest 
dilution  of  serum  giving  complete  or  nearly  com- 
plete (75  per  cent)  inhibition  of  hemolysis. 

Neutralization  test.  Neutralizing  antibodies 
to  HSV  were  determined  by  plaque  reduction  fol- 
lowing a method  previously  described.9  Plaque 
assays  were  performed  in  BGM  cell  cultures,  a 
continuous  line  of  African  green  monkey  cells  de- 
veloped in  this  laboratory.8,10  The  neutralizing 
antibody  titer  was  determined  as  the  reciprocal  of 
the  highest  dilution  at  which  80  per  cent  plaque 
reduction  was  observed.  Complement  was  not 
used  in  the  test. 
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TABLE  IV.  Lymphocyte  stimulation  of  HSV  antigen  in  the  presence  of  autologous  serum  as  compared  with  high  and 

low  titer  isologous  serum 


— ■ Lymphocyte  Stimulation — 

-HSV  Antigen* — — — — • PHA-P* 


Patient 

Group 

Autol- 

ogous 

Plasma 

Isologous 

Autol- 

ogous 

Plasma 

Isologous 

HSV 

Neutraliz- 

ing 

Antibody 

High 
Titer  f 

Low 

Titerf 

High  * 
Titerf 

Low 

Titerf 

11 

Asthmatic 

33 

107 

58 

124 

94 

312 

1,280 

24 

Nonatopic 

52 

29 

95 

117 

95 

95 

1,280 

23 

Nonatopic 

12 

40 

30 

64 

68 

60 

1,280 

13 

Asthmatic 

75 

147 

147 

172 

151 

126 

640 

1 

Sarcoidosis 

46 

74 

112 

89 

95 

137 

640 

18 

Asthmatic 

14 

14 

24 

219 

138 

88 

320 

17 

Asthmatic 

27 

70 

29 

48 

122 

136 

320 

14 

Asthmatic 

8 

16 

10 

42 

36 

56 

320 

15 

Asthmatic 

9 

9 

8 

121 

210 

101 

320 

16 

Asthmatic 

10 

2 

2 

144 

55 

168 

320 

26 

Nonatopic 

14 

15 

3 

90 

80 

105 

320 

29 

Nonatopic 

6 

5 

1 

31 

56 

42 

80 

21 

Asthmatic 

3 

5 

2 

83 

53 

149 

<10 

22 

Asthmatic 

<1 

<1 

<1 

108 

120 

131 

<10 

33 

Nonatopic 

2 

2 

ND** 

81 

50 

ND 

<10 

34 

Nonatopic 

7 

2 

1 

119 

235 

77 

<10 

35 

Nonatopic 

2 

2 

1 

65 

103 

155 

<10 

* Ratio  of  stimulation,  HSV  antigen  or  PHA-P/control. 

t High  titer  serum  had  a neutralization  titer  of  320  and  low  titer  seTum  was  <10. 
**  ND  = Not  done. 


Results 

As  shown  in  Tables  I,  II,  and  III,  there  was  no 
difference  in  the  levels  of  lymphocyte  stimulation 
or  presence  of  antibodies  to  HSV  in  the  three 
groups  examined.  Although  the  individuals  were 
not  matched  for  age  and  sex,  they  were  all  adults 
living  in  the  same  geographic  region. 

When  the  data  were  ranked  according  to  the 
neutralization  antibody  titer,  it  became  evident 
that  significant  levels  of  stimulation,  greater  than 
10,  were  found  for  individuals  with  high-neutraliz- 
ing antibody  titer,  greater  than  or  equal  to  160. 
For  the  entire  group  of  patients  a high  degree  of 
correlation  was  obtained  by  Spearman’s  rank  coef- 
ficient test  (R  = +0.756,  p <0.001).  In  Table  I, 
patient  2 had  a neutralizing  antibody  titer  of 
1,280,  but  response  to  HSV  antigen  was  minimal. 
This  patient’s  lymphocytes  also  failed  to  respond 
to  PHA,  suggesting  that  his  cells  were  anergic  per- 
haps due  to  his  underlying  sarcoid.  This  patient 
was  therefore  eliminated  from  the  statistical  eval- 
uation. 

While  the  results  obtained  by  the  CF  test  fol- 
lowed the  pattern  obtained  by  neutralization,  anti- 
body titers  were  of  a much  lower  order.  In  some 
instances  the  CF  titer  was  rather  low  or  negative 
(patient  28,  Table  III)  even  though  the  neutraliz- 
ing antibody  titer  was  320. 

Since  antigen-antibody  complexes  might  play  a 
role  in  stimulation  of  lymphocytes,  control  experi- 
ments were  designed  to  analyze  the  response  of 
lymphocytes  in  the  presence  of  selected  low-titer 
or  high-titer  isologous  plasma.  The  results  are 
summarized  in  Table  IV  and  essentially  show  that 


stimulation  of  lymphocytes  by  HSV  antigen  was 
not  dependent  on  the  antibody  titer. 
Lymphocytes  from  patients  which  did  not  respond 
in  the  presence  of  low-titer  autologous  antibody 
failed  also  to  respond  when  incubated  with  high- 
titer  isologous  plasma.  In  fact,  the  data  suggest 
that  high-neutralizing  antibody  titers  might  have 
an  inhibitory  effect  on  the  lymphocyte  stimula- 
tion. 

Comment 

Our  experiments  have  shown  a correlation  be- 
tween lymphocyte  transformation  and  antibody 
titer.  In  previous  studies  in  which  such  compari- 
sons were  made,  lymphocyte  transformation  was 
usually  compared  to  antibody  titer  obtained  by 
the  CF  test.  CF  titers  are  generally  of  a low  order 
of  magnitude.  Neutralizing  antibody  titers  ob- 
tained by  the  sensitive  plaque  reduction  test  gave 
much  higher  titers  and  facilitated  comparison  of 
lymphocyte  transformation  to  the  presence  of  cir- 
culating antibody.  From  the  results  obtained  it 
would  be  reasonable  to  expect  that  lymphocytes 
from  individuals  with  high  neutralizing  antibody 
titers  would  be  responsive  to  HSV  antigen  in  vitro, 
indicating  a state  of  cellular  immunity.  The  pres- 
ence of  circulating  antibody  apparently  plays  no 
role  in  this  responsiveness,  since  the  lymphocytes 
collected  from  individuals  with  high  autologous  ti- 
ters were  also  stimulated  in  the  presence  of  low- 
titer  isologous  plasma.  It  should  be  pointed  out 
that  this  study  was  performed  on  individuals  who 
were  not  clinically  manifesting  HSV  infection. 

Cell-mediated  immunity  in  HSV  infection  has 
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been  studied  by  Wilton,  Ivanyi,  and  Lehner,11  and 
no  correlation  was  found  between  the  stimulation 
index  and  humoral  antibody  titer,  as  determined 
by  the  CF  test  in  patients  suffering  from  herpetic 
infections.  However,  correlation  was  obtained  in 
the  case  of  normal  subjects.  No  difference  in  the 
ability  to  stimulate  lymphocytes  was  obtained  be- 
tween patients  and  controls.  Their  results  showed 
that  macrophage  migration  inhibition  and  lym- 
phocyte cytotoxicity  were  impaired  in  patients. 
These  authors  suggested  that  recurrent  infection 
in  the  case  of  HSV  may  be  due  to  a cell-mediated 
immunodeficiency.  Russell3  performed  lympho- 
cyte transformation  and  skin  tests  on  patients 
with  recurrent  cold  sores,  but  did  not  find  any  de- 
fect in  these  parameters  of  measurement. 

Dissociation  between  lymphocyte  stimulation 
and  antibody  titer  has  been  reported  for  chronic 
mucocutaneous  candidiasis  by  Lehner,  Wilton, 
and  Ivanyi.12  Antibody  was  detected  in  this  study 
by  immunofluorescence.  Smith,  Chess,  and  Mar- 
diney13  demonstrated  lymphocyte  response  to  ru- 
bella virus  in  the  absence  of  detectable  antibody  as 
determined  by  the  hemagglutination-inhibition 
test.  Recently,  clear-cut  dissociation  of  lympho- 
cyte transformation  from  humoral  antibody  levels 
in  rabbits  inoculated  with  HSV  has  been  de- 
scribed.14 

In  the  present  study,  no  association  was  found 
with  regard  to  HSV  infection  and  sarcoidosis. 
Wahren  et  al.6  considered  that  nonspecific  mecha- 
nisms might  be  involved  in  the  occurrence  of  high 
levels  of  antibodies  to  a number  of  herpesviruses, 
including  EBV,  CMV  (cytomegalovirus),  and  HSV 
in  sarcoidosis  patients. 

Allergy  Research  Laboratory 
Buffalo  General  Hospital 


100  High  Street 
Buffalo,  New  York  14203 
(DR.  REISMAN) 


References 

1.  Nahmias,  A.  J.,  and  Roizman,  B.:  Infection  with 

herpes-simplex  viruses  1 and  2.  3,  New  England  J.  Med.  289: 
781  (Oct.  11)  1973. 

2.  Rosenberg,  G.  L.,  Farber,  P.  A.,  and  Notkins,  A.  L.:  In 
vitro  stimulation  of  sensitized  lymphocytes  by  herpes  simplex 
virus  and  vaccinia  virus,  Proc.  Nat.  Acad.  Sc.  U.S.A.  69:  756 
(1972). 

3.  Russell,  A.S.:  Cell-mediated  immunity  to  herpes  sim- 
plex virus  in  man,  J.  Infect.  Dis.  129:  142  (Feb.)  1974. 

4.  Lofgren,  S.:  Concepts  of  sarcoidosis,  Acta  med.  scandi- 
nav.  supp.  425:  3 (1964). 

5.  Hirshaut,  Y.,  et  al.:  Sarcoidosis,  another  disease  asso- 
ciated with  serologic  evidence  for  herpes-like  virus  infection, 
New  England  J.  Med.  283:  502  (1970). 

6.  Wahren,  B.,  et  al.:  Antibodies  to  various  herpesviruses 
in  sera  from  patients  with  sarcoidosis,  J.  Nat.  Cancer  Inst.  47: 
747  (1971). 

7.  Valentine,  F.:  Lymphocyte  transformation:  the  pro- 

liferation of  human  blood  lymphocytes  stimulated  by  antigen 
in  vitro,  in  Bloom,  B.  R.,  and  Glade,  P.  R.,  Eds.:  In  Vitro 

Methods  in  Cell  Mediated  Immunity,  New  York,  Academic 
Press,  1974,  p.  443. 

8.  Ito,  M.,  and  Barron,  A.  L.:  Surface  antigen  produced 
by  herpes  simplex  virus  (HSV),  J.  Immunol.  108:  711  (1972). 

9.  Idem:  Surface  antigens  produced  by  Herpesviruses 

Varicella-Zoster  virus,  Infect.  Immunity  8:  48  (July)  1973. 

10.  Barron,  A.  L.,  Olshevsky,  C.,  and  Cohen,  M.  M.: 
Characteristics  of  the  BGM  line  of  cells  from  African  green 
monkey  kidney.  Brief  report,  Arch.  ges.  Virusforsch.  32:  389 
(1970). 

11.  Wilton,  J.  M.,  Ivanyi,  L.,  and  Lehner,  T.: 
Cell-mediated  immunity  in  Herpesvirus  hominis  infections, 
Brit.  M.  J.  1:723  (1972). 

12.  Lehner,  T.,  Wilton,  J.  M.,  and  Ivanyi,  L.: 

Immunodeficiencies  in  chronic  muco-cutaneous  candidosis,  Im- 
munology 22:  775  (1972). 

13.  Smith,  K.  A.,  Chess,  L.,  and  Mardiney,  M.  R.,  Jr.:  The 
relationship  between  rubella  hemagglutination  inhibition  anti- 
body (HIA)  and  rubella  induced  in  vitro  lymphocyte  tritiated 
thymidine  incorporation,  Cell  Immunol.  8:  321  (Aug.)  1973. 

14.  Rosenberg,  G.  L.,  and  Notkins,  A.  L.:  Induction  of  cel- 
lular immunity  to  herpes  simplex  virus:  relationship  to  the  hu- 
moral immune  response,  J.  Immunol.  112: 1019  (Mar.)  1974. 


May  1975/New  York  State  Journal  of  Medicine  853 


Rheumatoid  Lung 
Disease 

Granulomas , fibrosis,  pulmonary 
effusion 

CHARLES  LEROY  STEINBERG,  M.D., 
F.A.C.P. 

Rochester,  New  York 

Assistant  Clinical  Professor  of  Medicine  (Emeritus),  University 
of  Rochester  School  of  Medicine  and  Dentistry,  Associate 
Physician,  Strong  Memorial  Hospital,  and  Consultant  in  Medicine, 
Rochester  General  Hospital 


The  role  of  lung  pathology  associated  with  rheu- 
matoid arthritis  was  first  described  over  one  hun- 
dred years  ago  by  Fuller.1  Ever  since,  continued 
controversy  regarding  this  association  has  existed. 
Reasons  for  this  polemic  state  in  the  past  were 
valid  because  the  association  was  based  only  on 
clinical  impression  without  present  techniques  or 
controlled  studies.  Recent  years  have  seen  more 
stringent  criteria  developed  for  the  diagnosis  of 
rheumatoid  arthritis  even  though  its  basic  cause 
still  remains  undetermined. 

A controlled  study  was  carried  out  by  Walker 
and  Wright.2  This  study  consisted  of  516  patients 
with  rheumatoid  arthritis;  301  patients  with  os- 
teoarthritis were  used  as  a control.  Nineteen  pa- 
tients in  the  rheumatoid  arthritis  group  were 
found  to  have  developed  pleural  effusion,  while 
only  2 patients  with  osteoarthritis  had  this  compli- 
cation. One  per  cent  of  the  male  patients  with  a 
five-year  history  of  rheumatoid  arthritis  had  a his- 
tory of  pleural  effusion,  but  none  of  the  males  in 
the  osteoarthritis  group  had  this  complication. 
Positive  pleural  biopsies  for  rheumatoid  disease 
were  found  in  4 of  the  11  patients  in  Walker  and 
Wright’s  group.  Champion,  Robertson,  and  Rob- 
inson3 studied  3 cases  of  rheumatoid  arthritis  with 
pleural  effusion  and  found  typical  rheumatoid 
nodules  in  2 patients  and  atypical  rheumatoid 
nodules  in  1 patient.  Martel  et  al.4  studied  the 
medical  records  and  roentgenograms  of  patients 


Three  patients  with  rheumatoid  arthritis  with  as- 
sociated pleuropulmonary  manifestation  are  dis- 
cussed. In  one  patient,  Case  2,  pleural  effusion 
antedated  the  onset  of  rheumatoid  arthritis  by  sev- 
eral months.  In  Case  1,  pleural  effusion  reoc- 
curred for  seventeen  months  after  vigorous  treat- 
ment with  prednisone,  aspirin,  and  gold  salts.  In 
Case  3,  evidence  of  bilateral  effusion  (blunting  of 
costophrenic  angles)  remained  for  fourteen  years 
after  initial  diagnosis  of  rheumatoid  arthritis. 
Rheumatoid  lung  disease  is  a distinct  possibility  in 
patients  with  rheumatoid  arthritis  and  pulmonary 
effusion,  fibrosis,  or  granuloma.  Furthermore, 
since  pulmonary  effusion  may  antedate  the  actual 
appearance  of  articular  manifestation,  rheumatoid 
lung  disease  would  be  considered  in  so-called  idio- 
pathic cases  of  pleural  effusion. 


with  rheumatoid  arthritis  at  the  University  of 
Michigan  during  a period  of  fifteen  years.  They 
found  13  patients  with  pleural  effusion.  They 
noted  that  effusion  was  often  unilateral  at  the 
onset.  It  was  interesting  that  pleural  effusion  an- 
tedated the  onset  of  clinical  rheumatoid  arthritis 
in  2 patients.  In  3 patients  there  was  simulta- 
neous onset  of  both  pleural  effusion  and  rheuma- 
toid arthritis.  Pulmonary  nodules  were  diagnosed 
by  roentgenograms  in  12  cases  and  proved  histolo- 
gically in  6.  One  patient  had  a solitary  nodule 
which  histologically  proved  to  be  a granuloma. 
Chronic  diffuse  pneumonitis  with  varying  degrees 
of  fibrosis  was  noted  in  21  patients  and  interstitial 
fibrosis  in  7.  Mandl  et  al.b  stressed  the  impor- 
tance of  examination  of  the  pleural  fluid  for  so- 
called  RA  (rheumatoid  arthritis)  cells.  RA  cells 
are  described  as  being  cytoplasmic  inclusions 
found  in  granulocytes  and  are  believed  to  release 
rheumatoid  factor  on  disintegration. 

They  found  such  cells  in  the  pleural  fluid  of  a 
patient  with  pleural  effusion  and  rheumatoid  ar- 
thritis. 

Another  control  study  was  done  by  Popper, 
Bogdonoff,  and  Hughes.6  Their  study  included 
the  roentgenograms  of  30  patients  with  rheuma- 
toid arthritis  and  30  with  osteoarthritis.  Ten  pa- 
tients with  rheumatoid  arthritis  had  interstitial 
pulmonary  disease,  and  none  was  found  in  the  pa- 
tients with  osteoarthritis.  Lillington,  Carr,  and 
Mayne7  believed  that  a pleural  fluid  sugar  of  less 
than  30  mg.  per  100  ml.  favors  a diagnosis  of  rheu- 
matoid disease  unless  tuberculosis  is  present. 
They  also  found  a high  lactic  dehydrogenase  in  the 
pleural  fluid  of  patients  with  rheumatoid  pleuritis. 
However,  it  is  to  be  noted  that  in  Case  1 in  this  re- 
port, the  pleural  fluid  sugar  was  normal,  but  the 
LDH  (lactic  dehydrogenase)  was  elevated. 
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Case  reports 

Case  1.  A fifty-six-year-old  white  housewife  was  ad- 
mitted to  Rochester  General  Hospital  March  9,  1972, 
with  a chief  complaint  of  painful  swollen  joints.  She 
was  well  until  October,  1971,  at  which  time  she  began  to 
have  pain  and  swelling  of  the  peripheral  joints  of  both 
upper  extremities.  The  symptoms  were  relieved  by  as- 
pirin. In  February  1972,  her  joint  symptoms  exacerbat- 
ed. Morning  stiffness  which  lasted  at  least  a half  hour 
daily  was  first  noted.  She  also  noticed  a tight  feeling  in 
the  anterior  chest  associated  with  dyspnea.  There  had 
been  no  history  of  gastrointestinal,  genitourinary,  or 
central  nervous  system  symptoms,  hypertension,  diabe- 
tes, or  thyroid  disease.  The  past  history  was  negative 
for  tuberculosis  or  previous  arthritis. 

The  physical  examination  revealed  a well-developed, 
well-nourished  white  female  who  did  not  appear  to  be  in 
acute  distress.  Her  temperature  was  36°C.,  her  pulse  96, 
and  her  blood  pressure  110/70  mm.  Hg.  A flat  percus- 
sion note  was  present  over  the  lower  half  of  the  left  lung. 
Breath  sounds  were  diminished  over  this  area.  The 
heart  examination  was  negative  except  for  tachycardia. 
Abdominal  examination  revealed  no  organomegaly. 
Objective  examination  of  the  joints  revealed  fusiform 
swelling  of  the  fourth  and  fifth  right  and  left  proximal 
interphalangeal  joints,  tenderness  and  swelling  of  both 
wrists  and  both  elbows,  and  painful  but  no  limitation  of 
motion  of  both  knees. 

On  March  9,  1972,  300  cc.  of  yellowish  fluid  were  re- 
moved from  the  left  pleural  space.  No  tumor  cells  were 
found.  Smear  and  culture  were  negative  for  organisms. 
Animal  inoculation  of  a guinea  pig  was  negative  for  tu- 
berculosis. The  LDH  of  the  pleural  fluid  was  3,640 
units,  and  triglyceride  was  23  mg.  per  100  ml.  The 
pleural  fluid  sugar  was  normal  at  103.  The  protein  was 
3.4  Gm.  per- 100  cc.  indicating  an  exudate.  A left  sca- 
lene node  biopsy  revealed  no  malignant  cells.  Bronchos- 
copy with  bronchial  washings  was  negative  for  malig- 
nant cells  and  for  tuberculosis.  The  latex  fixation  test 
for  rheumatoid  arthritis  was  positive  on  March  9,  13, 
and  16,  1972.  There  was  also  a 2+  C-reactive  protein 
reaction  on  March  9,  1972.  The  serum  electrophoresis 
revealed  normal  alpha  1,  alpha  2,  beta,  and  gamma  glob- 
ulins; the  figures  respectively  were  0.34,  1.04,  0.84,  and 
1.33  Gm.  per  100  ml. 

A pleural  biopsy  showed  an  area  of  palisading  histio- 
cytes with  focal  fibrosis  (Fig.  1A).  Sections  showed  fi- 
brous tissue  infiltrated  by  neutrophils,  lymphocytes, 
and  plasma  cells  bordering  an  area  of  fibrinoid  necrosis. 


A series  of  roentgenograms  of  the  lungs  were  taken  on 
March  8,  9,  13,  17,  April  25,  July  6,  and  December  5 of 
1972,  and  all  of  these  showed  left  pleural  fluid  (Fig.  IB, 
C,  and  D).  The  last  roentgenogram,  taken  November 
11,  1973,  showed  complete  clearing  of  the  lung  for  the 
first  time  (Fig.  IE).  All  during  this  period  she  was 
treated  with  gold  salts,  prednisone,  aspirin,  and  daily 
physiotherapy.  Slow  progressive  clinical  improvement 
of  the  rheumatoid  arthritis  occurred  pari  passu  as  the 
pleural  effusion  subsided. 

Case  2.  A retired  seventy-year-old  white  male 
Kodak  worker  was  admitted  to  the  Rochester  General 
Hospital  February  28,  1961,  for  diagnostic  study  regard- 
ing right  pulmonary  pathologic  condition  thought  to  be 
lung  tumor.  Roentgenographic  examination  of  the 
chest  taken  on  hospital  admission  showed  dense  pleural 
thickening  obscuring  the  right  costophrenic  angle  and 
extending  halfway  up  the  right  lateral  chest  wall. 
There  was  also  generalized  increase  in  haziness  over  the 
right  lung  March  1,  1961  (Fig.  2A).  Three  hundred  cc. 
of  fluid  were  removed.  Smear  and  cultures  were  nega- 
tive for  organisms.  Guinea  pig  inoculation  was  negative 
for  tubercle  bacilli.  Thoracotomy  was  performed,  and 
biopsy  material  was  obtained  from  pleura  and  lung. 
Several  small  hard  nodules  were  felt  in  the  right  lower 
lobe.  Microscopic  section  of  lung  tissue  showed  a nod- 
ule made  up  of  dense  fibrous  tissue  partially  calcified. 
This  appeared  to  be  a “burned  out”  granuloma.  The 
parenchyma  of  the  lung  was  markedly  infiltrated  by 
lymphocytes  and  plasma  cells  (Fig.  2B).  No  malignant 
condition  was  found.  Smears  and  cultures  were  nega- 
tive for  tubercle  bacilli.  Guinea  pig  inoculation  was 
negative  for  tubercle  bacilli.  Several  months  after  the 
chest  exploration  was  done,  the  patient  began  to  have 
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painful  swollen  joints.  His  second  Rochester  General 
Hospital  admission  was  on  May  12,  1962.  He  now  had 
evidence  of  classic  rheumatoid  arthritis.  Practically  all 
peripheral  joints  were  swollen  and  painful.  Latex  fixa- 
tion test  result  for  rheumatoid  arthritis  was  positive. 
The  C-reactive  protein  was  strongly  positive.  No  L.E. 
(lupus  erythematosus)  cells  were  found.  The  corrected 
sedimentation  rate  was  elevated  at  26 — " equals  0 to  9 (n 
= number  of  erythrocytes;  t = time).  Treatment  was 
with  steroids,  aspirin,  gold  salts,  and  a full  program  of 


FIGURE  1.  Case  1.  (A)  Pleural  biopsy  shows  part  of  or- 
ganized granulomatous  reaction  with  central  area  of  ne- 
crosis and  peripheral  palisading  of  epithelial  and  other  in- 
flammatory cells  (hematoxylin  and  eosin  stain  X 155).  (B) 
Roentgenogram  taken  March  8,  1972,  shows  marked  left 
pleural  effusion.  (C)  Roentgenogram  taken  July  6,  1972, 
shows  marked  reduction  in  left  pleural  effusion.  (D) 
Roentgenogram  of  December  5,  1972,  shows  slight  left 
pleura!  effusion  still  present.  (E)  Roentgenogram  of  No- 
vember 11,  1973,  shows  complete  clearing  of  left  pleural 
effusion  first  notch.  Clinical  improvement  of  rheumatoid 
arthritis  occurred  pari  passu  as  pleural  effusion  subsided. 


physiotherapy.  He  was  discharged  from  the  hospital 
after  a four-week  stay  on  this  program.  However,  his 
arthritis  worsened  while  at  home.  Chest  roentgenogram 
taken  November  6,  1962,  showed  extensive  interstitial 
fibrosis  (Fig.  2C).  The  third  hospital  admission  oc- 
curred August  27,  1964,  because  of  exacerbation  of  his 
rheumatoid  arthritis.  His  latex  fixation  test  finding  for 
rheumatoid  arthritis  remained  positive.  The  antinucle- 
ar factor  finding  was  negative.  Total  proteins  were  6.4 
Gm.  per  100  ml.,  serum  albumin  3.3,  and  alpha  1,  alpha 
2,  beta,  and  gamma  globulins  were  all  normal.  Respec- 
tive values  were  0.25,  0.76,  0.76,  and  1.33.  A fourth  and 
final  hospital  admission  occurred  on  September  25, 
1965,  because  of  exacerbation  of  his  rheumatoid  arthri- 
tis. He  had  suddenly  stopped  taking  his  prednisone,  his 
arthritis  became  much  worse,  and  he  became  very  weak 
due  to  iatrogenic  adrenal  insufficiency.  His  sedimenta- 
tion rate  was  32.  Chest  roentgenogram  showed  emphy- 
sema and  interstitial  fibrosis.  He  died  at  home  in 
March,  1968.  The  cause  of  death  was  unknown. 

Case  3.  A fifty-two-year-old  male  was  first  seen  in 
January,  1949,  and  last  seen  October  25,  1965.  He  had 
had  the  following  hospital  admissions  because  of  his 
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rheumatoid  arthritis:  first  admission,  Rochester  Gener- 
al Hospital  January,  1949;  second  admission,  Genesee 
Hospital  in  Rochester  January,  1958;  third  admission, 
Strong  Memorial  Hospital  September  16,  1958;  fourth 
admission,  Rochester  General  Hospital  November,  1960; 
and  the  following  Veterans  Administration  Hospital  ad- 
missions at  Batavia,  New  York,  August,  1963,  January, 
1969,  and  the  final  admission  on  February,  1971.  Dur- 


FIGURE  2.  Case  2.  (A)  Marked  right  pleural  effusion 

present  several  months  before  onset  of  rheumatoid  arthri- 
tis. (B)  Parietal  pleura  shows  fibrous  tissue  heavily  infil- 
trated by  lymphocytes  and  plasma  cells  (hematoxylin  and 
eosin  stain  X 150).  (C)  X-ray  film  of  lungs  taken  on  No- 
vember 6,  1962,  show  extensive  interstitial  fibrosis  after 
subsidence  of  pleural  effusion. 


ing  his  stay  at  the  Genesee  Hospital  in  January,  1958, 
because  of  recurrent  pulmonary  disease  associated  with 
rheumatoid  arthritis,  a thoracotomy  on  the  left  side  was 
carried  out  with  a provisional  diagnosis  of  carcinoma  of 
the  lung.  However,  multiple  cut  sections  failed  to  re- 
veal carcinoma  but  did  show  a “dense,  whitish,  fibrous 
firm  lesion  3 by  2 by  1 cm.  surrounded  by  atelectasis  and 
fibrosis  at  the  apex  of  the  left  lobe.  Microscopic  exami- 
nation of  the  sections  demonstrated  an  irregular  area  of 
fibrinoid  necrosis  surrounded  by  a dense  collagenous 
zone  within  a subpleural  nodule.  Many  plasma  cells 
and  lymphocytes  were  present  in  an  outer  border  of  the 
granuloma  and  in  the  adjacent  tissue  similar  small  areas 
of  fibrinoid  necrosis  and  degeneration  surrounded  by 
palisaded  histiocytes  were  seen.”  This  case  was  re- 
ported, in  part,  by  Flatley8  in  1959.  A thoracotomy  was 
performed  by  Roger  Milne,  M.D.,  at  the  Genesee  Hospi- 
tal. Chest  roentgenograms  taken  November,  1958, 
showed  a left  lower  lobe  infiltrate  present.  Other  labo- 
ratory work  showed  repeated  positive  latex  fixation  test 
findings  for  rheumatoid  arthritis,  while  roentgenograph- 
ic  changes  of  various  joints  indicated  severe  rheumatoid 
arthritis.  During  this  long  period  of  observation  by  sev- 
eral physicians  in  different  institutions,  his  treatment 
had  consisted  of  gold  salts,  chloroquine,  prednisone,  as- 
pirin, and  indomethacin  (Indocin),  but  the  rheumatoid 
disease  worsened  progressively  so  that  he  was  complete- 
ly invalided  before  he  died.  Repeated  chest  roentgeno- 
grams from  August  10,  1961,  until  February  4,  1971, 
showed  bilateral  blunting  of  costophrenic  angles.  He 
died  of  cerebral  vascular  accident  in  1972. 

Differential  diagnosis 

The  following  more  common  conditions  should 
be  considered  in  the  differential  diagnosis  of  dis- 
eases associated  with  pleural  effusion:  systemic 

lupus  erythematosus,  cancer,  pulmonary  tubercu- 
losis, congestive  heart  failure,  and  pulmonary  em- 
boli. The  presence  of  multisystem  disease  and 
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positive  antinuclear  factors  are  needed  to  diagnose 
disseminated  lupus  erythematosus.  Malignant 
condition  is  associated  with  the  finding  of  malig- 
nant cells  in  the  pleural  fluid  and/or  positive  biop- 
sy of  the  pleura  or  lung  for  malignant  cells.  Tu- 
bercle organisms  either  by  culture  or  by  guinea  pig 
inoculation  of  fluid  or  tissues  should  be  present  to 
diagnose  pleural  effusion  associated  with  pulmo- 
nary tuberculosis.  Clinical  findings  will  corrobo- 
rate the  presence  of  pleural  effusion  associated 
with  pulmonary  emboli  or  congestive  heart  failure. 

Comment 

A review  of  the  literature  plus  the  3 case  reports 
of  this  article  underscore  the  importance  of  posi- 
tive biopsy  of  lung  or  pleura  along  with  classic 
rheumatoid  arthritis  to  establish  a definite  diagno- 
sis of  rheumatoid  lung  disease.  Antigen-antibody 
complexes  are  important  in  the  scheme  of  things 
relative  to  the  causation  of  rheumatoid  arthritis 
and  systemic  lupus  erythematosus.  Since  this 
study  deals  primarily  with  rheumatoid  arthritis, 
my  remarks  will  center  on  this  disease  rather  than 
lupus  erythematosus.  Pekin  and  Zvaifler9  found 
that  serum  complement  levels  are  usually  elevated 
in  rheumatoid  arthritis,  whereas  levels  in  synovial 
fluid  are  relatively  depressed,  particularly  when 
rheumatoid  factor  is  present  in  the  serum.  More 
recently  Hunder,  McDuffie,  and  Hepper10  found 
that  mean  values  for  whole  complement  and  three 
components  CLQ,  C4,  and  C3  were  lowest  in  the 
pleural  fluid  of  patients  with  systemic  lupus  er- 
ythematosus and  rheumatoid  arthritis.  This  has 
helped  in  the  differential  diagnosis,  since  in  a 
study  of  other  patients  with  pleural  effusion  (23 
with  malignant  disease,  3 with  congestive  heart 
failure,  and  3 with  pulmonary  embolism,  9 in 
whom  the  case  of  the  pleural  effusion  was  not  de- 
terminable), these  complements  were  not  reduced. 
The  author  postulated  that  since  the  lowered  com- 
plement in  the  pleural  effusion  in  patients  with 
disseminated  lupus  erythematosus  or  rheumatoid 
arthritis  was  associated  with  anticomplementary 
activity,  depletion  may  have  been  secondary  to  im- 
munologic inactivation,  and  immune  mechanisms 
may  contribute  to  the  development  of  pleuritis. 
Other  laboratory  procedures  that  may  prove  help- 
ful are  the  findings  of  a low  pleural  sugar,  an  ele- 
vated LDH,  or  phagocytes  in  the  pleural  fluid.  In- 
terstitial fibrosis,  per  se,  in  elderly  patients  is  too 
common  to  establish  a diagnosis  of  rheumatoid 


lung  disease  unless  a biopsy  is  undertaken.  Its 
presence  merely  suggests  the  possibility. 

Summary 

Three  patients  with  rheumatoid  arthritis  with 
associated  pleuropulmonary  manifestations  are 
discussed.  In  one  patient,  Case  2,  pleural  effusion 
antedated  the  onset  of  rheumatoid  arthritis  by 
several  months.  In  Case  1,  pleural  effusion  re- 
curred for  seventeen  months  after  vigorous  treat- 
ment with  prednisone,  aspirin,  and  gold  salts.  In 
Case  3,  possible  evidence  of  bilateral  effusion 
(blunting  of  costophrenic  angles)  remained  for 
fourteen  years  after  initial  diagnosis  of  rheumatoid 
arthritis.  Rheumatoid  lung  disease  is  a distinct 
possibility  in  patients  with  rheumatoid  arthritis 
and  pulmonary  effusion,  fibrosis,  or  granuloma. 
Furthermore,  since  pulmonary  effusion  may  an- 
tedate the  actual  appearance  of  articular  manifes- 
tations, rheumatoid  lung  disease  should  be  consid- 
ered in  so-called  idiopathic  cases  of  pleural  effu- 
sion. 
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Carcinoma  of  Biliary 
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III.  Carcinoma  of  ampulla  of  Vater 

BJORN  THORBJARNARSON,  M.D. 
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Attending  in  Surgery,  The  New  York  Hospital — Cornell  Medical 
Center 

In  Part  II  of  this  review,  which  appeared  in  the 
April  issue  of  the  Journal,  the  author  surveyed  in- 
formation regarding  carcinoma  of  the  bile  ducts. 
Clinical  features,  location  of  bile  duct  cancers, 
pathologic  findings,  and  the  procedures  and  re- 
sults of  surgery  were  discussed.  Part  I,  in  the 
March  issue,  covered  carcinoma  of  the  gallbladder. 

Malignant  neoplasms  involving  the  ampulla  of 
Vater  but  excluding  those  that  arise  in  the  pancre- 
as have  a relatively  favorable  prognosis  as  com- 
pared with  other  cancers  of  the  pancreatobiliary 
tree.  The  periampullary  tumors  are  rare  neo- 
plasms as  are  other  biliary  tract  cancers.  They 
occur  in  about  the  same  frequency  as  carcinomas 
of  the  bile  ducts,  but  carcinoma  of  the  gallbladder 
is  still  the  most  common  neoplasm  of  the  biliary 
tree.  Carcinoma  of  the  ampulla  of  Vater  is  more 
common  among  males  than  females  and  in  this 
way  is  similar  to  carcinoma  of  the  bile  ducts.1’2 

Diagnosis 

The  diagnosis  of  carcinoma  of  the  ampulla  of 
Vater  is  difficult  in  its  earliest  stages,  since  the 
clinical  course  is  usually  characterized  by  slowly 
progressive  weight  loss  and  mild  upper-gastroin- 
testinal symptoms.  Commonly,  the  onset  of  jaun- 
dice, sometimes  intermittent,  is  the  first  indication 
of  the  real  problem.  The  onset  of  jaundice  is  often 
reasonably  late  in  ampullary  carcinomas,  since  the 
tumor  may  break  down  from  action  of  the  intesti- 
nal ferments  and  thus  prevent  complete  biliary  ob- 
struction for  a significant  period  of  time.3  Occa- 
sionally cholangitis  accompanies  the  jaundice.4 
Often  there  is  mild  bleeding  from  the  tumor  in  the 
ampulla,  and  presence  of  occult  blood  in  the  stools 
serves  to  alert  the  physician  to  the  possible  pres- 
ence of  ampullary  carcinoma.  Weight  loss  has 
usually  been  evident  for  considerable  time  prior  to 
the  onset  of  jaundice.  This  weight  loss  is  caused 
by  impaired  nutrition  secondary  to  partial  biliary 
and  pancreatic  obstruction.  Only  rarely  is  stea- 
torrhea evident,  but  mild  malabsorption  is  com- 
mon, and  mild  forms  of  diabetes  are  sometimes 
discovered  at  the  time  of  hospitalization,  probably 
related  to  pancreatitis  secondary  to  pancreatic 
duct  obstruction.  Findings  on  physical  examina- 


tion are  usually  unrewarding  except  for  the  pres- 
ence of  jaundice  and  demonstration  of  a distended 
gallbladder  and  enlargement  of  the  liver.  Labora- 
tory examinations  that  help  in  diagnosing  carcino- 
ma of  the  ampulla  are  the  presence  of  occult  blood 
in  the  stools,  the  evidence  of  obstructive  jaundice, 
a mild  degree  of  pancreatic  insufficiency  with  per- 
haps recent  onset  of  diabetes,  and  occasionally  the 
demonstration  of  steatorrhea.  Occasionally  x-ray 
film  examination  may  be  diagnostic  for  an  ampul- 
lary tumor.  In  a recent  series  from  the  Lahey 
Clinic  30  per  cent  of  the  patients  with  ampullary 
carcinoma  were  found  to  have  positive  findings  on 
upper  gastrointestinal  series,5  and  this  was  also 
found  to  be  true  in  a similar  number  of  patients 
from  The  New  York  Hospital.1  Occasionally  it  is 
possible  to  diagnose  ampullary  carcinoma  prior  to 
the  onset  of  jaundice.  Usually  these  patients  com- 
plain of  abdominal  pain,  upper  gastrointestinal 
disturbances,  and  occasionally  fever  and  chills, 
and  further  investigation  reveals  some  evidence  of 
pancreatitis,  elevated  serum  amylase,  and  almost 
always  elevation  of  alkaline  phosphatase  reflecting 
early  bile-duct  obstruction.  Further  investigation 
of  ampullary  tumors  may  now  be  done  by  duode- 
noscopy,  which  allows  direct  inspection  of  ampulla 
and  retrograde  cannulation  with  cholangiogram  if 
need  be.  Cytologic  examination  of  duodenal  aspi- 
rate is  helpful,  although  it  rarely  aids  in  establish- 
ing the  diagnosis.  More  often  direct  biopsy  of  the 
ampulla  through  the  duodenoscope  establishes  a 
diagnosis. 

Pathology 

The  lesion  involving  the  ampulla  of  Vater  can 
arise  either  from  the  bile  duct  or  the  duodenal  epi- 
thelium, and  it  may  be  possible  to  demonstrate 
this  on  microscopic  examination.1  The  tumors 
appear  grossly  as  polypoid  growths,  replacing  the 
papilla  of  Vater,  or  as  an  ulcer  involving  the  same 
area.  Rarely  is  there  only  enlargement  and  firm- 
ness of  the  papilla,  with  the  tumor  invading  from 
within  the  ampulla.  Still  more  rarely  the  lesion 
extends  around  the  duodenum  or  directly  invades 
the  pancreas.1  Invasion  of  the  pancreas  is  directly 
related  to  the  size  of  the  tumor  which  is  usually 
small.  In  the  series  from  The  New  York  Hospital 
half  the  tumors  were  3 cm.  or  less  in  diameter,  and 
only  three  of  these  small  tumors  showed  invasion 
of  the  pancreas.  Metastases  occur  late  in  ampul- 
lary cancer  and  are  usually  limited  to  peripancrea- 
tic  nodes  but  may  on  occasion  be  disseminated. 

Local  excision 

It  may  occasionally  be  possible  to  remove  an 
ampullary  carcinoma  by  local  resection,  and  re- 
ports of  this  approach  do  exist  (Fig.  I).1  Local  re- 
section involves  reimplantation  of  the  common 
and  pancreatic  ducts  into  the  duodenum.  In  se- 
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FIGURE  1.  Occasionally  carcinoma  of  ampulla  of  Vater, 
small  and  localized  in  duodenal  part,  can  be  treated  by 
local  excision  and  reimplantation  of  pancreatic  and  com- 
mon bile  ducts  into  duodenum.  Procedure  should  be  con- 
sidered in  old  people  and  poor-risk  patients.  Palliative  sur- 
gery here  would  involve  cholecysto-enterostomy  as  in  car- 
cinoma of  lower  end  of  common  bile  duct. 

lected  instances,  particularly  with  poor-risk  pa- 
tients and  small  tumor,  this  approach  should  be 
considered.  I have  found  it  advantageous  to  use 
the  duodenotomy  for  anastomosis  to  the  gallblad- 
der following  local  resection.  The  cholecystoduo- 
denostomy  improves  the  biliary  decompression  in 
the  immediate  postoperative  period  and  elimi- 
nates the  need  for  cholecystectomy  and  common 
bile  duct  drainage. 

Radical  pancreatoduodenectomy 

The  Whipple  operation  was  first  described  as  a 
two-stage  operation  in  1935. 2 At  present  it  is  usu- 
ally done  in  one  stage  with  some  modifications. 
The  demonstration  of  metastases  in  the  liver  or 
lesser  sac  lymph  nodes  indicate  incurability,  and 
radical  operation  is  then  inadvisable.  When 
lymph  nodes  and  liver  are  not  involved,  the  next 
step  is  to  investigate  the  relationship  of  the  tumor 
to  the  portal  vein  and  the  hepatic  artery.  A pre- 
liminary idea  of  involvement  of  the  portal  vein  is 
obtained  by  incising  the  peritoneal  reflexion  of  the 
duodenum  and  rotating  the  duodenum  and  the 
head  of  the  pancreas  medially,  exposing  the  portal 
vein  under  the  common  bile  duct  to  demonstrate 
whether  it  is  involved  or  not  above  the  pancreas. 
Next  the  lesser  omental  sac  should  be  opened 
through  the  gastrohepatic  omentum  and  the  he- 
patic artery  exposed.  The  gastroduodenal  artery 
is  ligated  and  divided.  This  allows  exposure  of 
the  hepatic  artery  until  it  curves  up  into  the  hepa- 
toduodenal ligament,  and  any  tumor  involvement 
can  be  ascertained.  Finally  the  duodenum  is  fol- 
lowed by  dividing  the  transverse  mesocolon  and 
exposing  the  superior  mesenteric  vein  as  it  crosses 
the  duodenum  on  its  way  into  the  groove  between 
the  uncinate  process  and  body  of  the  pancreas. 
The  right  gastroepiploic  vein  runs  from  the  greater 
curvature  to  the  superior  mesenteric  vein  at  its 
junction  with  the  splenic  vein.  The  gastroepiploic 
vein  should  be  secured  at  this  point  before  the  por- 
tal vein  is  exposed,  since  it  is  thin-walled  and  may 
easily  be  torn  causing  troublesome  bleeding.  The 
superior  mesenteric  vein  can  now  be  exposed  on  its 


anterior  surface  up  to  the  inferior  border  of  the 
pancreas,  and  fingers  may  be  passed  between  the 
pancreas  and  the  vein  from  above  and  below  to 
demonstrate  freedom  from  invasion.  The  stom- 
ach is  next  divided  at  its  middle,  and  the  part  to 
be  removed  is  rotated  over  to  the  patient’s  right 
side.  The  body  of  the  pancreas  can  now  be  divid- 
ed just  to  the  left  of  the  tunnel  created  by  the  por- 
tal vein.  There  are  marginal  vessels  in  the  pancre- 
as, and  these  should  be  secured  by  suture  ligatures 
before  division.  When  the  pancreas  is  divided  a 
note  is  made  of  the  location  of  the  pancreatic  duct. 
The  duct  is  usually  toward  the  anterior  surface  of 
the  body  of  the  pancreas.  The  stomach  and  pan- 
creas are  brought  to  the  patient’s  right  side,  expos- 
ing the  portal  vein  and  the  junction  with  the 
splenic  vein.  The  common  bile  duct  is  freed  from 
the  hepatic  artery.  The  ligament  of  Treitz  is  now 
divided  and  the  duodenum  freed  from  beneath 
mesenteric  vessels.  This  is  best  done  by  approach 
above  and  below  the  transverse  mesocolon  and  un- 
derneath the  small  bowel  mesentery.  The  duo- 
denum is  divided  at  the  ligament  of  Treitz.  Many 
small  veins  going  from  the  head  of  the  pancreas 
and  uncinate  process  to  the  superior  mesenteric 
vein  are  secured,  and  the  pancreas  is  then  sepa- 
rated from  the  retroperitoneal  tissues  between 
clamps  placed  parallel  to  the  portal  vein.  At  the 
upper  border  of  the  pancreas  the  pyloric  vein  is 
often  separately  identified  and  secured. 

The  specimen  is  now  attached  only  by  the  bile 
duct.  Next,  the  gallbladder  is  removed  from  the 
liver,  and  once  the  cystic  duct  is  free,  the  hepatic 
duct  is  divided.  The  gallbladder  and  common  bile 
duct  are  removed  with  the  tumor.  Reconstruction 
is  performed  by  bringing  the  first  part  of  the  jejeu- 
num  through  the  rent  in  the  transverse  mesocolon. 
The  end  of  the  jejeunum  is  anastomosed  end-to- 
end  to  the  pancreas  with  two  layers  of  silk  sutures 
telescoping  the  divided  end  of  the  pancreas  into 
the  jejetinum.  I prefer  to  leave  a splinting  tube 
(number  16  polyethylene  tube)  in  the  pancreatic 
duct  and  bring  it  through  the  jejeunum  and  ab- 
dominal wall  for  drainage.  The  hepatic  duct  is 
anastomosed  end-to-side  to  the  jejeunum  about  6 
inches  from  the  pancreatic  anastomosis.  The  duct 
is  decompressed  either  by  a small  T tube  emerging 
from  the  duct  or  a small  red  rubber  tube  emerging 
from  the  jejeunum.  Reconstruction  is  completed 
by  an  antecolic  isoperistaltic  Polya  gastrojejeunos- 
tomy.  A vagectomy  is  done  where  there  is  a suspi- 
cion of  concomitant  ulcer  disease.  Invasion  of  the 
portal  vein  or  hepatic  artery  by  tumor  is  probably 
a contraindication  to  surgical  removal.  However, 
on  occasion  a tangential  section  of  the  portal  vein 
can  be  removed  without  sacrificing  it  altogether, 
and  similarly  a small  segment  of  the  hepatic  artery 
can  be  removed  and  the  artery  reconstituted  by 
end-to-end  anastomosis  or  a graft.  Reports  are 
accumulating  on  en  bloc  resection  of  the  blood  ves- 
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sels  involved  in  the  Whipple  procedure  and  re- 
placement with  grafts.  Results  are  still  uncertain 
and  remain  to  be  proved.  There  is  controversy 
about  handling  of  the  pancreatic  stump  in  the 
Whipple  procedure.  It  has  been  indicated  by 
some  authors  that  the  pancreatic  duct  can  be  ligat- 
ed and  the  gland  allowed  to  atrophy.  It  has  been 
our  experience,  however,  that  when  the  pancreatic 
parenchyma  is  largely  intact  and  the  duct  not 
completely  obstructed  by  tumor,  such  as  may  hap- 
pen in  tumors  of  the  lower  end  of  the  common 
duct  and  ampullary  lesions,  there  is  risk  of  pancre- 
atic cyst  or  fistula  formation  when  drainage  is  pro- 
vided. 

Postoperative  complications 

Complications  following  the  Whipple  procedure 
are  common.  Significant  complications  are  en- 
countered from  25  to  35  per  cent  of  operations  per- 
formed.5’6 The  most  common  complication  di- 
rectly related  to  this  type  of  surgery  is  pancreatic 
fistula  which  is  reported  in  up  to  12  per  cent  of  op- 
erations.5 Postoperative  hemorrhage  is  not  un- 
common and  is  usually  from  the  area  of  the  pan- 
creatojejeunostomy  but  has  also  occurred  from  the 
choledochojejeunostomy  and  the  retroperitoneal 
area.  Hemorrhage  is  commonly  seen  with  a pan- 
creatic fistula  and  is  probably  related  to  digestion 
by  the  pancreatic  ferments.  Biliary  fistulas  occur 
occasionally  from  bile-duct  anastomosis,  but  both 
the  pancreatic  and  biliary  fistulas  usually  close 
spontaneously  as  long  as  adequate  drainage  has 
been  provided.  A late  complication  of  the  Whip- 
ple procedure  is  the  development  of  a jejeunal 
ulcer,  which  is  reported  to  have  developed  in  7.5 
per  cent  of  a large  series.5  Some  surgeons  prefer 
vagectomy  as  an  adjunct  to  the  Whipple  procedure 
to  avoid  marginal  ulcer,  and  certainly  this  should 
be  done  where  there  is  a preexisting  ulcer  disease. 
Pancreatic  insufficiency  postoperatively  is  fairly 
common  but  usually  not  severe.  Mild  diabetes 
and  malabsorption  usually  respond  well  to  insulin 
and  pancreatic  enzyme  supplement.  Although  it 
is  difficult  to  demonstrate  patency  of  pancreatoje- 
jeunostomy  at  postmortem  examination  several 
years  following  surgery,  it  is  my  impression  that 
fewer  supplements  are  needed,  and  malabsorption 
is  less  of  a problem  when  the  pancreas  has  been 
anastomosed  to  the  intestine  than  when  the  duct 
has  been  ligated  and  the  pancreas  left  detached. 
Patients  seen  with  pseudocyst  following  closure  of 
the  pancreatic  stump  during  Whipple  operations 
have  improved  their  absorption  dramatically  fol- 
lowing anastomosis  of  the  cyst  to  the  intestine. 

Mortality  rate 

Mortality  rate  from  the  Whipple  operation  has 
been  high  but  shows  signs  of  falling;  a cumulative 
review  up  to  1965  showed  an  overall  mortality  rate 
of  21.3  per  cent.7  This  mortality  fell  to  16.2  per 
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cent  according  to  a later  cumulative  review.  Se- 
lected reports  of  large  numbers  of  Whipple  resec- 
tions without  deaths  have  also  been  published.4’8 
Carcinoma  of  the  ampulla  of  Vater  is  usually  the 
easiest  lesion  removed  by  pancreatoduodenectomy 
and  should  thus  have  the  lowest  operative  mortali- 
ty rate.  This  seems  to  be  supported  by  the  two  re- 
views quoted  previously,  where  140  resections 
done  between  1965  and  1969  had  a mortality  rate 
of  only  9.3  per  cent.6 

Long-term  survival 

Carcinoma  of  the  ampulla  of  Vater  has  the  best 
outlook  for  survival  of  biliary  tract  cancers.  Long- 
term survival  is  observed  in  up  to  and  over  35  per 
cent  of  patients  undergoing  resection.1’4’6’9’10 

The  long-term  survivors  of  the  Whipple  opera- 
tion may  suffer  some  side-effects  from  their  opera- 
tion. Commonly,  pancreatic  ferments  must  be 
given  orally  to  improve  fat  digestion.  The  need 
for  pancreatic  supplements  seems  to  be  much  less 
among  patients  who  have  their  pancreas  reanasto- 
mosed to  the  intestinal  tract,  and  a large  number 
of  these  do  not  need  supplements  at  all.  Diabetes 
is  not  uncommon  among  long-term  survivors,  but 
usually  this  was  evident  in  some  form  before  the 
operation,  and  the  severity  may  be  in  some  way  re- 
lated to  the  degree  of  pancreatitis  found  preopera- 
tively  and  at  operation.  Several  late  postopera- 
tive deaths  have  been  related  to  marginal  ulcer 
with  bleeding  or  perforation.  This  complication 
has  focused  attention  on  the  need  for  an  adequate 
gastrectomy  as  part  of  the  procedure  and  the  addi- 
tion of  vagectomy  when  ulcer  was  present  at  oper- 
ation or  when  there  was  a history  of  ulcer  disease. 
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The  Burned 
Female  Breast 


The  severely  burned  female  breast  presents  a 
major  catastrophe  from  the  functional  and  esthet- 
ic viewpoint.  In  the  acute  phase,  the  primary 
problem  is  skin  coverage  after  the  burn  slough  has 
been  removed.  However,  scarring  is  inevitable 
with  deformities  resulting  from  the  unesthetic 
hypertrophic  cicatrix.  The  scars  covering  the 
breasts  call  for  multiple  operative  procedures. 
The  author  discusses  the  endocrine,  psychological, 
and  scarring  problems.  The  latter  is  divided  into 
mild,  moderate,  and  severe  breast  deformities. 
The  author  describes  his  method  of  converting  flat 
pancake  adolescent  scarred  breasts  into  protrud- 
ing mammae  and  also  demonstrates  several  proce- 
dures for  plastic  creation  of  nipples. 
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The  severely  burned  female  breast  presents  a 
major  catastrophe  from  the  functional  and  aesthe- 
tic viewpoint.  In  the  acute  phase,  the  primary 
problem  is  skin  coverage  after  the  burn  slough  has 
been  removed.  This  is  accomplished  by  intensive 
skin  grafting  with  as  thick  a graft  as  circumstances 
permit.  However,  scarring  is  inevitable  with 
deformities  resulting  from  the  unaesthetic  hyper- 
trophic cicatrix. 

The  scars  covering  the  breasts  in  the  growing 
child  call  for  multiple  operative  procedures.  Con- 
stant pressures  are  brought  on  the  treating  sur- 
geon to  eradicate  all  the  breast  scars.  This  report 
is  concerned  with  presenting  the  problems  encoun- 
tered and  the  therapeutic  measures  taken  at  the 
Burn  Center,  Nassau  County  Medical  Center. 

Endocrine  problems 

The  young  female  breasts  consist  of  fatty  tissue 
in  which  lie  the  buds  of  the  future  breasts.  The 
nipples  are  small  with  little  areolae.  In  the  nor- 
mal state,  the  overlying  skin  contains  considerable 
elastic  tissue.  As  the  child  reaches  puberty,  endo- 
crine function  stimulates  breast  development, 
causing  the  skin  to  stretch  as  needed.  In  the 
healed  burned  breast,  the  scar  skin  envelopes  are 
thick,  nonyielding,  irregular,  and  contracted. 
Breast  development  is  restricted.  Added  to  the 
problem  is  the  possibility  that  breast  hypoplasia 
might  be  due  to  endocrine  disturbances. 

There  is  little  doubt  that  severe  burns  affect  the 
central  nervous  system  and  the  endocrine  system 
as  well  as  the  locally  involved  areas.1  Investiga- 
tion into  the  glucocorticoid  production  after  a se- 
vere burn  shows  a return  to  normal  function  after 
healing  has  been  accomplished.2  However,  it  is 
now  felt  that  new  techniques  in  determining  the 


bound  and  free  corticol  in  the  burn  plasma  shows 
prolonged  high  levels.3  Breast  development  in  the 
maturing  female  is  stimulated  by  pituitary  and 
various  hormones.  Depression  of  either  one  is  cer- 
tain to  affect  growth.  Excessive  glucocorticoids 
are  antagonist  depressors  to  estrogens. 

Breast  hypoplasia  may  be  due  to  another  factor. 
Burns  may  alter  the  proprioceptors  of  the  affected 
breasts,  which  prevent  the  building  breast  tissue 
from  responding  to  the  growth-stimulating  hor- 
mones.4 

It  is  our  clinical  impression  that  regardless  of 
the  basic  causes,  young  females  burned  before  pu- 
berty have  hypoplasia  of  the  breasts. 

Psychological  implications 

Tremendous  psychological  problems  beset  the 
growing  female  child.  The  female’s  breasts  have 
great  implications  in  human  society.  Anatomical- 
ly and  physiologically,  they  develop  milk  to  feed 
the  newborn  child.  Psychologically,  they  act  as 
secondary  sex  adornments,  clothing  the  female 
with  alluring  bait  to  attract  the  male. 

The  importance  of  female  breasts  in  society 
varies  from  culture  to  culture.  In  our  own  West- 
ern world,  the  shape  and  fullness  of  breasts  as- 
sume a great  sexual  significance.  To  the  female, 
the  normal  breast  development  implies  advancing 
womanhood.  The  full  breast  gives  assurance  of 
motherhood  and  the  prognostication  of  being  able 
to  fulfill  the  role  of  feeding  the  young.  What 
about  the  child  and  young  female  adult  whose 
breasts  are  deformed  by  burn  scars?  Any  scar 
about  the  breasts  creates  deep-seated  emotional 
problems.  Parents  go  to  all  lengths  looking  for 
miraculous  methods  to  revise  the  deforming  cica- 
trix. As  the  child  develops  into  puberty,  the  de- 
formed breasts  inhibit  social  development.  The 
young  girl  looks  on  herself  as  lacking  the  normalcy 
of  womanhood,  since  her  breasts,  the  symbol  of 
femininity,  are  deformed.  Her  entire  relationship 
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to  young  men  is  disturbed.  As  the  developing 
breasts  try  to  burst  through  and  around  constrict- 
ing scar  bands,  she  becomes  aware  with  anguish 
that  she  is  not  as  other  women.  Unfortunately, 
young  men  learn  early  in  life  that  the  female 
breast  is  a most  attractive  feminine  appendage 
and  that  women  who  don’t  possess  the  normal 
anatomy  lack  the  sexual  allure  other  women  have. 
The  patient’s  need  to  find  medical  cures  becomes 
frantic. 

Scar  problems 

Split  grafts  placed  over  granulating  burn 


FIGURE  1.  Patient  suffering  extensive  third-degree  burns 
of  entire  face,  breasts,  trunk,  and  upper  extremities.  (A) 
Patient  in  state  of  slough  with  eschar  still  on  breasts. 
Granulation  tissue  forming  on  face.  (B)  Patient  two 
months  later.  Entire  face  grafted  with  sheets  of  split  skin 
from  buttocks.  Neck  and  breasts  grafted  with  sheets  of 
skin.  Contractures  beginning  to  form.  (C)  Patient  eight 
months  later.  More  skin  grafting  used  to  release  con- 
tractures of  neck,  face,  and  breasts.  Most  scars  are  very 
hypertrophic.  (D)  Breasts  of  same  patient  two  years  later. 
New  nipples  created  by  grafting  from  vulva.  Contractures 
removed  by  z plasties  and  more  split  skin  grafts. 


wounds  may  adequately  cover  skin  defects.  Un- 
fortunately, split  grafts  have  a tendency  to  con- 
tract after  “taking”  on  granulating  burn  wounds 
(Fig.  1). 

The  contracture  is  a combination  of  many  fac- 
tors. There  is  an  overabundance  of  collagen  creat- 
ed during  the  period  of  granulation  before  the 
open  wounds  are  covered  with  skin.  Collagen  for- 
mation goes  on  even  after  the  wounds  have  healed. 
One  premise  is  that  a reactive  hormonal  healing 
stimulus  is  responsible.  Another  concept  is  cen- 
tered around  the  presence  of  “chalones.”  The  lat- 
ter, popularized  by  Bullough,5  postulates  that  each 
cell  has  an  inborn  endocrine  system  which  in  the 
presence  of  the  corticoids  and  epinephrine  pre- 
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vents  the  mitosis  of  epithelium,  collagen,  and 
other  tissues.  The  effects  of  the  burn  trauma  is  to 
destroy  the  production  of  chalones,  resulting  in 
hyperplasia  of  epithelium  and  collagen. 

Split-skin  grafts  have  a paucity  of  elastic  fibers. 
The  combination  of  contraction  and  the  lack  of 
elasticity  creates  major  problems  in  the  growing 
child.  The  skin  simply  cannot  keep  pace  with  the 
growing  breasts  on  an  enlarging  chest  wall.  Con- 
tractures develop,  and  breast  formation  is  restrict- 
ed. Further  inlays  of  split  skin  are  needed  as  time 
progresses  to  enlarge  the  skin  “brassiere”  (Fig.  2). 
Contractures  of  the  axillary  folds  and  breasts  are 
related,  since  the  former  are  contiguous  to  the 


FIGURE  2.  (A)  Usual  location  of  incisions  needed  to  re- 

lease contractures.  Invariably  split-skin  grafts  are  needed 
to  fill  defects.  (B)  Fuller  breast  can  be  obtained  by  releas- 
ing scars  at  inferior  breast  where  it  is  bound  down  to  chest 
wall.  Breasts  are  pushed  upward  and  split-skin  graft 
placed  on  chest  wall  to  cover  new  defect.  (C)  Wedge  of 
scar  epidermis  only  excised  from  skin  of  lower  breast  in 
region  between  five  and  seven  o'clock.  Edges  sutured  to- 
gether without  undermining.  This  gives  full  breast  as  seen 
in  Figure  3. 


breasts.  Grafts  placed  about  the  breasts  usually 
have  to  include  release  of  bands  restricting  arm 
movements. 

Surgical  treatment 

Mild  scar  breast.  The  residual  may  be  moder- 
ate scarring  and  more  or  less  normal-appearing 
breasts.  The  surgeon  will  have  tremendous  pres- 
sures put  on  him  to  try  to  remove  the  cicatrix. 
The  author’s  opinion  is  to  approach  the  problem 
with  great  caution.  Scars  about  the  breasts  are 
most  difficult  to  improve,  let  alone  remove.  The 
tendency  toward  hypertrophy  is  great  due  to  burn 
residual  chemical  and  hormonal  changes.  An 
added  factor  is  the  formation  of  thick  scars  result- 
ing from  any  surgery  about  the  normal  female 
sternal  areas.  Aside  from  simple  small  scar  revi- 
sions, surgery  should  be  limited. 

Moderate  burn  scar  breast.  With  moderate 
burns  the  breasts  are  usually  hypotrophic  with 
hard  firm  scar  bands  medially  and  laterally. 
There  are  areas  of  soft  bulging  where  the  growing 
breast  attempts  to  thrust  out  of  its  constricting 
bands.  Some  of  the  scar  areas  may  be  several  mil- 
limeters to  a centimeter  thick.  The  nipple  may  or 
may  not  be  displaced  to  a moderate  degree.  Inevi- 
tably, there  will  be  a thick  scar  band  extending 
from  the  breast  to  the  anterior  axillary  fold. 

The  offending  scar  bands  must  be  excised  and 
the  breast  allowed  to  expand.  A thick  split  graft 
of  about  20/1,000  of  an  inch  should  cover  the  open 
wound  in  one  continuous  sheet.  The  author  rec- 
ommends the  use  of  the  hand  Padgett  or  Reiss 
dermatome.  All  restrictions  to  arm  and  breast 
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FIGURE  3.  (A)  Flat  pancake  breasts  in  eighteen-year-old  girl  who  had  been  severely  burned  about  breasts  as  child.  (B)  ' 

View  of  same  patient  after  release  of  contractures  by  skin  grafting  and  reconstruction  of  inferior  portions  of  breasts. 


movements  must  be  removed.  If  grafting  is  start- 
ed in  the  prepuberty  period,  it  will  be  necessary  to 
repeat  the  grafting  several  times  before  the  final 
adult  stage  to  pregnancy  is  reached. 

Severely  scarred  breast.  Severely  scarred 
breasts  look  like  flattened  pancakes  surrounded  by 
scar  epithelium  (Fig.  3).  The  nipples  are  small  or 
absent,  deformed  in  shape,  and  displaced  from  the 
normal  location.  The  deep  duct  access  leading  to 
the  nipple  openings  are  destroyed.  The  infra- 
mammary folds  are  difficult  to  find  and  if  present 
are  at  irregular  levels.  Thick  scar  bands  run  from 
the  breast  area  to  the  sternum,  neck,  and  axillary 
folds.  The  arm  movements  on  the  chest  are  re- 
stricted. The  breasts  look  as  barren  as  a lunar 
surface. 

Surgical  repair 

Reconstruction  by  altering  skin  brassiere. 

The  first  plan  of  attack  is  to  remove  all  thick  scar 
bands  running  from  the  breast  to  the  anterior  axil- 
lary fold,  clavicle,  and  neck.  This  will  require  one 
or  two  skin-grafting  procedures,  when  as  many  as 
four  to  six  thick  split-graft  sheets,  4 by  8 inches, 
will  be  applied  to  denuded  surfaces  after  scar  re- 
moval. 

When  adequate  time  has  elapsed  from  the  last 
skin-grafting  operation,  the  superior  and  lateral 
aspects  of  the  breasts  should  be  left  with  moder- 
ately soft  grafted  skin.  The  breasts  will  still  pres- 
ent their  hypoplastic  flat  appearance  bound  down 
interiorly.  New  locations  for  nipples,  inframam- 
mary folds,  and  contour  must  be  carefully  deter- 
mined by  accurate  measurement. 

Incisions  are  made  through  the  thick  scar  along 
the  level  extending  from  the  sternum  outward 
toward  the  lateral  chest  wall.  All  bands  are  cut 


down  to  deep  fascia.  The  hypoplastic  breast  is 
pushed  upward  to  free  it  from  the  chest  wall.  The 
result  will  be  a more  or  less  flat  sheet  of  tissue  con- 
taining the  breasts.  A wedge  of  scar  skin  only  is 
removed  from  the  inferior  breast  area,  the  nipple 
being  the  apex.  All  subcutaneous  tissue  is  left  in 
situ. 

In  a manner  similar  to  making  a brassiere,  the 
skin  margins  are  brought  together.  The  new 
breasts  are  now  conical,  with  the  remnants  of  the 
nipple  at  the  point  of  the  new  cone.  Thick  split 
grafts  are  applied  to  cover  the  denuded  chest  wall. 
The  amount  of  skin  grafted  varies  with  the 
amount  of  breast  retraction.  The  triangle  of  epi- 
thelium removed  from  the  inferior  breast  is  altered 
by  the  location  of  the  deformed  nipple. 

The  need  for  new  nipples  is  determined  by  the 
individual.  However,  most  patients  will  elect  to 
have  new  nipples  reconstructed.  Nipples  can  be 
simulated  by  grafting  skin  from  the  vulva  or  por- 
tions of  remaining  normal  areola  or  nipple.  The 
external  genitalia  skin  is  highly  pigmented.  When 
grafted  onto  the  breasts,  darker  pigment  does  give 
the  impression  of  having  nipples.  Free  composite 
grafting  portions  of  areola  and  nipple  from  an  un- 
burned breast  to  a deformed  area  on  the  affected 
breast  usually  gives  gratifying  results. 

Reconstruction  of  hypoplastic  breasts  by  sil- 
icone bag  implants.  When  all  skin  grafts  have 
adequately  removed  scar  contractures  and  soften- 
ing of  the  skin  has  occurred,  immediate  breast  for- 
mation may  be  simulated  by  a silicone  bag  im- 
plant. The  waiting  period  may  be  several  years. 
No  skin  grafts  are  used  at  the  time  of  silicone  im- 
plant. The  breasts  are  not  relocated.  The  nipple 
area  is  not  disturbed.  The  breasts  are  simply  ele- 
vated from  the  underlying  muscles,  and  a silicone  i 
implant  is  placed  to  lift  the  breast  out. 
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A horizontal  inframammary  incision  is  carried 
down  to  the  pectoralis  muscle.  The  breasts  are 
lifted  off  the  muscle,  creating  a space.  A small 
Silastic  bag  is  placed  between  the  muscle  and  the 
breast  skin,  and  the  wounds  are  closed  in  layers. 
Word  of  caution:  the  overlying  skin,  although 

scarred,  must  be  soft  and  yielding.  The  bag  im- 
plant must  be  small,  rarely  more  than  175  cc.  of 
silicone. 

Conclusions 

Burned  female  breasts  require  consistent  skin 
inlays  until  maturity  is  completed.  The  skin  bras- 
siere must  be  adequate  to  allow  the  endocrine  de- 
velopment of  breast  tissue.  When  the  scarring  of 
the  underlying  breast  or  endocrine  irregularities 
have  caused  hypoplasia,  revisions  of  the  envelope 
by  wedge  excision  can  give  a better  aesthetic  ap- 
pearance. The  need  for  silicone  bag  implants 
must  be  considered.  When  absent,  new  nipples 


Hexachlorophene  linked  to 
brain  damage  in 
premature  newborns 

The  best  bath  for  a newborn  baby  is  no  bath,  accord- 
ing to  the  American  Academy  of  Pediatrics’  Committee 
on  Fetus  and  Newborn. 

In  a statement  published  in  the  December,  1974,  issue 
of  Pediatrics,  the  Academy’s  monthly  scientific  journal, 
the  Committee  recommended: 

* No  cleansing  of  the  newborn  until  the  infant’s 
temperature  has  been  stabilized  after  delivery. 

* Rinsing  of  the  head  and  face  only  with  cotton 
soaked  in  sterile  water  or  a milk  nonmedicated  soap 
with  careful  water  rinsing.  The  remainder  of  the  skin 
should  be  untouched  unless  grossly  soiled.  This  leaves 
on  the  baby  the  vernix  caseosa  he  is  born  with,  a waxy 
film  that  may  protect  the  skin  and  peels  off  in  a few 
days. 

* Rinsing  of  the  diaper  area  with  sterile  water  and 
cotton  or  a mild  nonmedicated  soap  with  water  rinsing 
as  required. 

In  the  event  of  an  outbreak  of  infection  in  the  new- 
born nursery  the  Committee  recommended  a total  pro- 
gram of  infection  control.  If  total  body  bathing  of  in- 
fants in  pHisoHex  occurs,  the  Committee  emphasized  it 
must  be  limited  to  full-term  infants,  thoroughly  washed 
off  after  application  and  be  applied  no  more  than  two 
times  to  each  infant. 

Up  to  two  years  ago  when  the  Food  and  Drug  Admin- 
istration removed  pHisoHex  from  over-the-counter  sale, 
newborn  infants  were  customarily  given  whole  body 
baths  in  full  strength  pHisoHex  in  order  to  combat  pos- 
sible infection. 


may  be  simulated  by  grafting  skin  from  the  vulva 
or  sharing  grafts  from  a normal  unburned  nipple. 
Although  lacking  in  function,  the  aesthetics  are 
tremendously  important  from  the  psychological 
viewpoint. 

222  2nd  Street 
Mineola,  New  York  11501 
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The  Committee’s  statement  appears  in  the  same  issue 
of  Pediatrics  as  an  original  research  article  from  the 
University  of  Washington  School  of  Medicine,  Seattle, 
which  reports  on  brain  damage  in  children  caused  by 
hexachlorophene  baths. 

Researchers  studies  the  autopsy  results  of  248  chil- 
dren over  a seven-year  period.  They  found  that  repeat- 
ed whole  body  bathing  of  premature  newborn  infants  in 
full-strength  pHisoHex  was  associated  with  disruption 
of  the  myelin  of  axons  in  the  brainstem  reticular  forma- 
tion. This  means  the  number  of  prematures  studied 
who  had  had  two  or  more  baths  in  full-strength  pHiso- 
Hex small  holes  had  formed  in  the  brain  cells. 

This  brain  damage  occurred  predominantly  in  the  82 
premature  low-weight  infants.  Only  4 cases  were  found 
in  the  90  larger  premature  infants  and  none  among  the 
76  children  who  were  full-term  babies.  Forty-three 
stillborn  infants  autopsies  were  also  studied.  No  such 
brain  damage  was  found. 

The  researchers  felt  the  reason  for  the  greater  inci- 
dence of  brain  damage  in  low-weight  premature  infants 
could  be  related  to  the  fact  that  the  more  mature  skin  of 
the  larger  and  full-term  infants  may  absorb  less  hexa- 
chlorophene. Another  possible  reason  could  be  that  the 
more  mature  liver  is  better  able  to  excrete  the  absorbed 
hexachlorophene. 

They  concluded  that  hexachlorophene  should  not  be 
used  at  all  on  the  small  premature  infant.  The  amount 
used  on  near-term  and  full-term  infants  should  be 
markedly  decreased,  and  this  rinsed  off  thoroughly. 

Researchers  were  Drs.  Robert  Shuman,  Richard 
Leech,  and  Ellsworth  Alvord,  Jr.,  of  the  Laboratory  of 
Neuropathology,  Department  of  Pathology,  University 
of  Washington  School  of  Medicine,  Seattle. 
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NATURAL 

For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogesj 
Tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements,  j 
For  more  than  thirty  years  it 
has  provided  the  complete  estroger 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contain 
natural  estrogens  exclusively  and  al 
meets  all  U.S.P.  specifications  for 
conjugated  estrogens.  Assurance  ol 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 
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BRIEF  SUMMARY 

(tor  full  prescribing  information,  see  package 

circulur.) 

PREMARIN* 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information.  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause:  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen -dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen -dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hvpcrcalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilisation.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
slilbcstrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
lodvnia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre  existing  uterine  fibromyomala  may  in- 
crease m sire  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
@ selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1.25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets.  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1,000. 

No.  868— Each  green  tablet  contains  0 3 mg., 
in  bottles  of  100  and  1 ,000.  7352 
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There  has  been  a persistent  decline  in  the  nation- 
al birth  rate  during  the  past  decade.1  At  the  same 
time  there  has  been  a great  increase  in  the  number 
of  births  to  adolescent  mothers;  in  1970  there  were 
20,126  births  to  mothers  aged  nineteen  or  less  in 
New  York  City,  and  40,852  in  New  York  State. 
The  1970  census  figures  disclosed  that  39  million 
persons  were  between  the  ages  of  ten  and  nineteen, 
representing  almost  20  per  cent  of  the  United 
States  population. 

Outright2  has  shown  that  the  rate  of  birth  to 
unwed  mothers  has  almost  doubled  during  the  last 
decade  nationally.  Adolescents  accounted  for  70 
per  cent  of  the  births  to  unwed  mothers;  1 of  2 
births  to  adolescents  was  out  of  wedlock.  The  ma- 
jority of  these  pregnancies  were  unwanted,  a fact 
reflected  by  the  high  rates  of  abortion  in  this  age 
group  after  the  New  York  State  abortion  law  be- 
came effective  on  July  1,  1970,  with  more  than 
50,000  adolescents  having  had  abortions  during 
the  first  twelve  months. 

Procedure 

Two  hundred  and  fifty  unmarried  sexually  ac- 
tive female  adolescents  were  studied  at  the  Kings 
County  Hospital  Center.  In  this  report  the  term 
adolescent  refers  to  a young  person  less  than 
twenty  years  of  age.  The  adolescents  were  divided 
into  three  groups:  (1)  100  primigravidas  who 

chose  to  deliver  their  babies,  (2)  100  primigravidas 
who  chose  to  have  abortions,  and  (3)  50  adoles- 
cents who  had  had  intercourse  but  had  never  been 
pregnant. 

The  information  was  obtained  by  direct  inter- 
views with  1 interviewer,  who  had  had  three  years’ 
prior  experience  working  with  adolescents.  Care 
was  taken  to  explain  the  study  to  the  individuals, 
obtain  their  consent,  and  establish  rapport  so  that 


the  information  obtained  would  be  reliable.  Each 
interview  was  held  in  a private,  comfortable  set- 
ting without  the  possibility  or  suspicion  of  eaves- 
dropping. The  interviews  were  done  on  Tuesday 
and  Thursday  afternoons,  lasted  thirty  to  forty- 
five  minutes,  and  contained  62  questions;  they 
were  carried  out  during  a two-year  period  begin- 
ning July  15,  1971.  Totals  of  8,500  deliveries  and 
12,500  abortions  were  performed  during  the  same 
period  at  the  Kings  County  Hospital  Center.  Fig- 
ures on  the  age  distribution  of  patients  having  de- 
liveries and  abortions  at  the  institution  showed 
that  25  per  cent  were  adolescents. 

The  study  was  designed  to  determine  (1)  the 
personal  and  family  characteristics,  (2)  the  sexual 
and  contraceptive  history,  (3)  the  attitude  toward 
out-of-wedlock  pregnancies,  and  (4)  the  future 
personal  and  contraceptive  plans. 

The  adolescents  who  chose  abortion  or  delivery 
were  patients  at  the  Kings  County  Hospital  Cen- 
ter. Four  patients  choosing  delivery  and  17  pa- 
tients choosing  abortion  refused  to  participate  in 
the  study.  The  control  group  was  assembled  by 
making  inquiries  among  the  friends  of  the  preg- 
nant adolescents  who  had  accompanied  them  to 
the  hospital.  In  this  manner,  80  interviews  were 
completed,  and  29  adolescents  satisfied  the  crite- 
ria of  having  had  intercourse  but  not  having  been 
pregnant;  6 adolescents  who  were  asked  refused  to 
participate  in  the  study.  The  interview  consisted 
of  62  questions;  the  sexual  history  information 
queries  were  in  the  latter  part  of  the  interview. 
Many  adolescents  were,  therefore,  interviewed 
who  were  virgins  or  who  had  been  pregnant;  these 
interviews  were  completed  but  not  used  for  the 
controls.  The  majority  of  the  pregnant  adoles- 
cents came  from  four  schools  in  Brooklyn.  The 
principals  and  counselors  in  the  schools  were  con- 
tacted, the  study  explained,  and  their  cooperation 
requested;  each  school  cooperated  with  the  inter- 
viewer. Sixty-nine  adolescents  were  interviewed 
to  obtain  the  next  21  controls  in  the  four  schools. 
None  of  the  students  in  school  refused,  but  the  in- 
terviewer limited  the  interviews  to  20  per  school 
and  9 to  the  fourth  school. 

Results 

Personal  and  family  characteristics.  Table  I 
shows  the  age  distribution  of  the  adolescents;  no 
attempts  were  made  to  select  one  age  in  preference 
to  another.  There  are  fewer  adolescents  in  the 
thirteen-to-fifteen-age  group  among  the  controls 
because  of  difficulties  in  obtaining  adolescents  in 
this  group  who  met  the  criteria  for  the  study. 
There  were  no  significant  differences  in  the  mean 
age  of  the  adolescents  among  the  groups. 

The  ethnic  identity  of  the  adolescents  did  not 
differ  from  the  obstetric  and  gynecologic  patients 
in  the  hospital.  Eighty  per  cent  of  the  group  were 
black,  10  per  cent  white,  and  10  per  cent  of  Span- 
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TABLE  I.  Age  distribution  of  adolescents 


Age 
(Y  ears) 

Control 

Delivery 

Abortion 

13 

0 

4 

2 

14 

1 

19 

10 

15 

2 

22 

18 

16 

15 

26 

15 

17 

20 

12 

25 

18 

10 

8 

18 

19 

2 

9 

12 

Totals 

50 

100 

100 

Mean  Age  . . . 

16.8 

17.7 

16.5 

There  has  been  a great  increase  in  adolescent 
pregnancies  recently.  Twenty-five  per  cent  of  the 
pregnant  patients  at  the  Downstate  Medical  Cen- 
ter are  adolescents.  Two  hundred  and  fifty  sex- 
ually active  adolescents  were  interviewed  to  deter- 
mine: (1)  their  personal  and  family  characteris- 

tics, (2)  their  sexual  and  contraceptive  history,  (3) 
their  attitude  toward  out-of-wedlock  pregnancies, 
and  (4)  their  future  educational  and  contraceptive 
plans.  The  adolescents  were  permanent  urban 
dwellers  with  80  per  cent  having  lived  in  Brooklyn 
for  more  than  two  years.  Thirty  per  cent  of  those 
desirous  of  delivering  their  baby  had  not  com- 
pleted the  elementary  grades  in  school.  Both  par- 
ents lived  in  less  than  one  third  of  the  homes  and 
the  mother  was  the  head  of  the  household  in  half  of 
them.  Dating  began  at  age  fourteen  and  inter- 
course at  age  fifteen,  with  less  than  10  per  cent 
using  contraception  at  the  time  of  conception. 
Most  of  the  adolescents  did  not  consider  an  out- 
of-wedlock  pregnancy  a social  stigma,  an  attitude 
reinforced  by  the  opinions  of  their  parents  and 
partners.  Most  planned  to  return  to  school  and  to 
use  contraception,  but  independent  reports  show 
that  few  have  done  so.  The  implications  of  larger 
numbers  of  adolescents  becoming  pregnant  are  un- 
certain but  certainly  warrant  attention  on  a na- 
tional level. 


TABLE  II.  Educational  achievement 


Attained  School  Year 

Control 

De- 

livery 

Abor- 

tion 

Totals 

1 to  8 (Elementary) 

1 

30 

16 

47 

9 to  12  (High) 

48 

70 

81 

199 

13  plus  (College) 

1 

0 

3 

4 

Totals 

50 

100 

100 

250 

TABLE  III.  Methods  of  contraception  used 

Method 

Control 

Delivery 

Abortion 

None 

27 

69 

73 

Pill 

7 

1 

5 

Intrauterine  Device 

0 

1 

0 

Diaphragm 

0 

0 

0 

Foam 

1 

2 

1 

Rhythm 

1 

2 

2 

C.I. 

2 

2 

1 

Condom 

10 

20 

14 

Other 

2 

3 

4 

Totals 

50 

100 

100 

ish  descent.  They  were  permanent  urban  resi- 
dents, since  80  per  cent  had  lived  in  Brooklyn  for 
more  than  two  years  and  70  per  cent  for  more  than 
five  years.  Fifty  per  cent  were  born  in  New  York 
State,  20  per  cent  in  other  states,  and  30  per  cent 
outside  the  United  States. 

Table  II  shows  the  educational  achievement  of 
the  group.  Thirty  per  cent  of  the  adolescents 
choosing  to  deliver  their  babies  had  not  completed 
elementary  school. 

The  entire  group  of  adolescents  was  within  nor- 
mal physiologic  ranges  for  the  age  at  menarche, 
twelve  years.  The  range  of  age  at  menarche  is 
nine  to  fifteen  years,  the  interval  between  men- 
strual periods,  twenty-eight  days,  and  the  duration 
of  menstrual  flow,  three  to  five  days.  The  homes 
in  which  the  adolescents  lived  had  both  parents  in 
less  than  one  third  of  the  situations.  Fifty  per 
cent  of  these  homes  had  only  the  mother  as  the 
head  of  the  household,  and,  on  most  occasions,  she 
was  employed. 

Contraceptive  and  sexual  history.  Five  per 
cent  of  the  adolescents  choosing  delivery  and  7 per 


cent  choosing  abortion  were  using  contraceptives 
at  the  time  of  conception;  46  per  cent  of  the  con- 
trol group  were  practicing  contraception  at  the 
time  of  the  interview. 

Table  III  shows  the  contraceptive  methods  that 
had  been  used  by  the  adolescents;  more  than  half 
of  each  group  had  never  used  any  method  of  con- 
traception. The  use  of  condoms  is  remarkably 
high  compared  with  other  methods  favored  in 
family  planning  clinics.  Five  of  13  adolescents 
taking  oral  contraceptives  had  suffered  from  nau- 
sea; 1 patient  with  an  intrauterine  device  had  had 
intermittent  vaginal  bleeding. 

The  major  factors  in  establishing  a preference 
for  a specific  method  were  the  ease,  safety,  and  re- 
liability of  the  technique.  The  major  factors  in  re- 
jecting a method  were  the  histories  of  the  compli- 
cations of  friends  or  relatives  and  the  advice  of 
their  partners.  The  preferred  method  was  the  use 
of  oral  contraceptives:  42  per  cent  for  the  control 
group,  46  per  cent  for  the  delivery  group,  and  64 
per  cent  for  the  abortion  group.  The  actual  con- 
traceptive experience  and  the  side-effects  of  the 
contraceptive  method  were  very  minor  among  the 
250  adolescents. 

Table  IV  shows  that  there  were  no  differences  in 
the  mean  age  at  the  beginning  of  dating  and  the 
age  at  first  intercourse  among  the  three  groups. 
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TABLE  IV.  Sexual  history,  mean  ages 


Age  Factors 

Control 

Delivery 

Abortion 

Patient’s  age 

16.8 

17.7 

16.5 

Age  of  onset  of  dating 

14.2 

14.0 

14.4 

Age  at  onset  of 

15.3 

14.9 

15.2 

intercourse 
Partner’s  age 

19.4 

18.9 

19.2 

Pregnant  adolescents  were  not  comfortable  in 
an  adult  obstetric  setting  because  they  were  fre- 
quently embarrassed  or  provoked  by  older  women. 
More  than  half  these  adolescents  considered  a 
clinic  for  adolescents  ideal  for  contraception  ad- 
vice; less  than  one  tenth  favored  the  regular  family 
planning  clinics. 

More  than  70  per  cent  of  the  pregnant  adoles- 
cents had  had  intercourse  on  more  than  five  occa- 
sions prior  to  conception. 

The  majority  of  the  adolescents  practicing  con- 
traception did  not  experience  a change  in  the  fre- 
quency of  sexual  activity  after  the  use  of  contra- 
ceptives. 

Comment 

The  increase  in  adolescent  pregnancies  during 
the  past  decade  presents  a difficult  problem  to  the 
obstetrician  and  gynecologist  since  a large  propor- 
tion of  the  pregnancies  are  unwanted.  The  rapid 
growth  of  family  planning  services  and  the  avail- 
ability of  abortions  have  helped  this  problem  tre- 
mendously. The  current  need  appears  to  be  an  in- 
crease in  the  scope  of  contraceptive  services  to  the 
adolescent. 

As  modern  technology  and  the  standard  of  liv- 
ing advance,  the  future  social  implications  of  a 
mother  not  having  completed  the  elementary 
grades  are  grave  for  her  children.  The  postabortal 
psychologic  effects  on  an  adolescent  have  not  been 
clearly  identified,  especially  with  regard  to  the  at- 
titude toward  future  reproduction.  Harrison3 
thinks  that  the  guilt  reaction  to  abortion  is  a mat- 
ter of  serious  concern  and  may  be  disabling  during 
the  fifth  or  sixth  decade  of  life  as  the  woman  reas- 
sesses her  own  life.  Fleck4  concludes  that  the  ado- 
lescent benefits  from  the  experience  psychological- 
ly; Walter5  suggests  that  reported  studies  are  inad- 
equate to  form  a conclusion.  Less  than  one  third 
of  the  adolescents  lived  in  a household  with  both 
parents;  50  per  cent  lived  in  a household  with  the 
mother  as  the  head  of  the  household.  Generally, 
it  is  acknowledged  that  the  period  of  adolescence 
is  turbulent  even  in  the  most  stable  family  situa- 
tions. 

The  change  in  the  structure  of  the  household 


certainly  has  implications  with  regard  to  the  de- 
velopment of  the  teenager. 

The  data  on  contraceptive  use  confirm  that  ado- 
lescents practice  contraception  very  infrequently.6 
The  pregnancy  experience  appears  to  be  the  prin- 
cipal stimulus  to  the  use  of  contraceptives  in  spite 
of  ample  sexual  exposure  prior  to  conception. 
The  factors  influencing  the  adolescent  to  practice 
contraception  reflect  their  immaturity,  depen- 
dence on  others,  and  malleability.  It  is  disturbing 
to  have  the  stories  of  complications  or  of  others  in- 
fluence such  an  important  decision  even  though 
their  personal  experience  of  complications  or  side- 
effects  is  small. 

The  present  society  is  built  on  the  family  struc- 
ture with  marriage  as  a prerequisite  for  beginning 
a family.  There  is  a distinct  change  in  the  atti- 
tude toward  out-of-wedlock  pregnancy,  not  only 
on  the  part  of  the  adolescents  but  also  on  that  of 
their  parents  and  partners  reinforcing  this  change 
in  attitude.  The  responsibility  for  an  out-of-wed- 
lock pregnancy,  therefore,  cannot  be  placed  solely 
on  the  adolescents.7-8  From  a practical  stand- 
point, contraceptive  programs  will  have  to  recog- 
nize these  influences  on  the  adolescent  and  coun- 
teract them. 

The  future  educational  and  contraceptive  plans 
of  the  adolescents  are  idealistic.  Recent  reports 
from  New  York  City  high  schools  show  that  less 
than  30  per  cent  of  the  adolescents  delivering  a 
baby  return  to  school.  There  is  a great  deal  of 
ambivalence  concerning  the  use  of  contraceptives.9 
The  adolescents  acknowledge  their  efficacy,  plan 
to  use  them  in  the  future,  but  do  not  use  them  at 
the  time  of  greatest  risk,  the  development  period 
of  their  life. 
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QUESTION  173-  This  electrocardiogram  was  obtained  from  a sixty-eight-year-old  male  who  had  chronic  shortness 
of  breath.  He  had  been  a heavy  smoker  for  many  years. 


QUESTION  174.  What  is  the  rhythm  (lead  II)? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  173.  The  rhythm  is  sinus.  The  QRS 
is  0.10  second  in  duration.  The  mean  electrical 
axis  of  the  QRS  in  the  frontal  plane  is  to  the  right 
at  plus  105  degrees.  The  T wave  is  negative  in 
leads  III  and  aVf. 

The  most  likely  diagnosis  is  right  ventricular  hy- 
pertrophy based  on  the  marked  right-axis  devia- 
tion and  the  large  R in  Vi.  The  QRS  configura- 
tion in  the  frontal  plane  resembles  left  posterior 
hemiblock,  but  this  diagnosis  cannot  be  made  in 
the  presence  of  right  ventricular  hypertrophy. 


The  QRS  is  too  narrow  to  diagnose  complete  right 
bundle  branch  block.  X-ray  film  of  the  chest 
demonstrated  the  presence  of  right  ventricular  hy- 
pertrophy. 

Question  174.  The  initial  four  complexes  dem- 
onstrate progressive  prolongation  of  the  P-R  inter- 
val. The  P-R  interval  of  the  first  beat  is  0.14  sec- 
ond. The  P-R  interval  of  beat  4 is  0.32  second, 
and  the  P wave  is  superimposed  on  the  preceding 
T wave.  The  following  P wave  (P5)  is  buried  in 
the  S-T  segment  of  beat  4 and  is  not  conducted. 
The  next  P wave  again  has  a short  PR,  and  the 
cycle  recurs.  The  final  two  complexes  represent 
class  2:1  heartblock  with  a P wave  buried  in  the  T 
of  complex  7.  This  is  second-degree  atrioventric- 
ular block  (Mobitz  I)  with  Wenckebach  periods 
and  narrow  QRS,  the  conduction  delay  is  usually 
in  the  atrioventricular  node. 


Health  tip — Glaucoma 

Glaucoma  causes  more  than  12  per  cent  of  all  blind- 
ness, and  it  is  estimated  that  one  out  of  every  50  persons 
over  the  age  of  forty  has  the  disease.  There  are  at  least 
a million  Americans  who  have  glaucoma  and  don’t  know 
it. 

The  American  Medical  Association  points  out  that 
glaucoma  is  produced  by  a buildup  in  pressure  in  the 
eye,  accompanied  by  an  imbalance  and  impairment  of 
the  flow  of  eye  fluids. 

Glaucoma  seldom  warns  of  its  presence.  Usually 
there  is  no  pain,  and  often  the  disease  is  in  an  advanced 
state  before  the  patient  becomes  aware  of  impairment  in 
side  vision.  Rarely  there  may  be  an  acute  attack,  caus- 
ing severe  pain. 

Glaucoma  can  be  detected  during  an  eye  examination 
by  measuring  the  tension  in  the  eyeball  with  a simple, 


painless  test.  If  discovered  early,  progress  of  the  dis- 
ease usually  can  be  checked  and  the  remaining  vision 
saved  through  treatment.  Once  it  has  been  discovered, 
glaucoma  can  be  controlled  by  regular  use  of  eye  drops 
to  reduce  pressure,  or,  sometimes,  by  surgery. 

The  doctor  can  look  for  the  four  danger  signs  of  glau- 
coma— (1)  Gradual  or  sudden  loss  of  side  vision;  (2)  fre- 
quent but  unsatisfactory  changes  in  glasses;  (3)  blurred 
or  foggy  vision;  (4)  rainbow-like  halos  around  lights. 

Anyone  of  any  age  can  get  glaucoma,  but  it  is  more 
common  among  persons  over  forty.  Eye  exercises  are 
useless  in  treatment.  Heredity  may  be  involved. 

Medical  eye  specialists  recommend  that  everyone  past 
forty  have  an  eye  examination  at  least  every  two  years 
by  someone  medically  trained  to  diagnose  glaucoma. 
Those  in  the  family  who  have  glaucoma  should  be  exam- 
ined each  year. 
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In  Part  II  of  this  review,  which  appeared  in  the 
April  issue  of  the  Journal,  the  author  surveyed  in- 
formation regarding  the  involvement  of  cranial 
nerves  and  hypothalamus.  The  hypothalmic  obe- 
sity syndrome  and  diabetes  insipidus  were  dis- 
cussed. Part  I,  in  the  March  issue,  covered  symp- 
toms due  to  increased  CSF  (cerebrospinal  fluid) 
pressure  and  hemorrhage. 


TABLE  IV.  Neurologic  manifestations  that  may  occur  in 
acute  childhood  leukemia  owing  to  involvement  of  peripheral 
nerve  roots  and  chloroma 


Cause  of 
Abnormality 

Characteristics 

Peripheral  nerve 
involvement 

Spinal  cord 

Decreased  or  unequal  tendon  reflexes, 
sensory  loss,  weakness  of  extrem- 
ities, paraplegia,  hemiparesis,  posi- 
tive Babinski’s  sign,  incoordina- 
tion, foot  drop,  paresthesias,  ir- 
regular gait,  nerve  root  pain  (back 
or  leg),  spastic  paraplegia 

Cauda  equina 

Urinary  incontinence,  urinary  reten- 
tion, fecal  incontinence,  priapism 

Chloroma 

Involvement  of  cranial  nerves,  pro- 
topsis,  involvement  of  spinal  chord 
or  peripheral  nerve  roots 

The  protean  neurologic  abnormalities  that  occur 
in  acute  leukemia  may  be  due  to  (1)  increased  CSF 
pressure,  (2)  intracranial  or  epidural  hemorrhage, 
(3)  localized  leukemic  infiltrations  into  or  around 
the  hypothalamus,  the  pituitary  gland,  or  the  vari- 
ous cranial  nerves,  (4)  localized  leukemic  infil- 
trates around  the  spinal  cord  or  the  peripheral 
nerve  roots,  and  (5)  chloromas.  More  than  one  of 
these  factors  may  be  responsible  for  neurologic 
symptoms  in  a given  patient;  however,  for  the  sake 
of  simplicity  the  various  factors  are  discussed  indi- 
vidually. In  this  article,  the  last  two  factors,  in- 
volvement of  the  peripheral  nerves  and  chloroma, 
will  be  reviewed  (Table  IV).  These  two  factors  are 
often  interrelated  but,  for  convenience,  they  will 
be  reviewed  separately. 

Peripheral  nerve  root  involvement 

Leukemic  infiltration  may  occur  in  the  menin- 
ges of  the  spinal  cord  and  nerve  roots.75  Epidural 
leukemic  involvement  should  be  suspected  in  a 
child  who  complains  of  pain  in  the  legs  and  ceases 
walking,  particularly  if  there  is  a previous  history 
of  leukemic  involvement  of  the  nervous  system. 
Such  complaints  of  leg  pain  and  refusal  to  walk, 
which  have  been  attributed  to  bone  involvement, 
may  be  related  to  meningeal  infiltration  about  the 
spinal  cord  and  nerve  roots.  Like  chloroma,  this 
complication  usually  occurs  in  myelogenous  leuke- 
mia.76 

Paraplegia  is  an  unusual  way  for  leukemia  to 
make  itself  known,  but  among  42  reported  cases  of 
epidural  leukemia,  paraplegia  was  the  initial  mani- 
festation in  7 cases  and  back  pain  followed  by  par- 
aplegia in  19.76  Epidural  manifestations  of  leuke- 
mia usually  appear  early  in  the  course  of  the  dis- 
ease or  not  at  all.  Late  paraplegia  is  usually  due 
to  actual  infiltration  of  the  cord  substance  itself 
and  is  not  amenable  to  surgical  removal.77 

Thus,  spinal  symptoms  due  to  leukemic  involve- 
ment of  the  spinal  cord  are  not  rare.  The  patho- 
logic basis  for  these  symptoms  includes  infiltration 
of  the  spinal  cord  parenchyma;  vascular  occlusion 
due  to  an  accumulation  of  leukemic  cells  with  sub- 
sequent myelomalacia,  hemorrhage,  and  infiltra- 
tion of  spinal  or  peripheral  nerve  roots;  and  tumor 
formation  in  the  epidural  space.78  The  epidural 
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tumors  may  appear  in  the  cervical,  thoracic,  lum- 
bar, or  sacral  vertebral  areas.  They  usually  ap- 
pear at  the  time  when  the  leukemia  initially  mani- 
fests itself.76-78,79  Difficulty  in  controlling  urina- 
tion and  defecation  is  related  to  leukemic  infil- 
trates into  the  cauda  equina  and  lumbosacral  plex- 
us.35 Nerve-root  involvement  may  cause  severe 
back  pain,  sciatic  pain,  and  numbness,  paresthesia, 
and  loss  of  superficial  sensations  in  a limb.*'  In 
extreme  cases  there  may  be  paralysis  of  the 
legs.34,37'80  In  1 case,  acute  paraplegia  was  the 
first  symptom  of  leukemia.81  There  may  be  signs 
of  transverse  myelitis,  an  encephalitic  picture,  or 
symptoms  suggesting  ascending  polyradiculitis 
and  meningitis  82 

Infiltrations  of  the  brain,  spinal  cord,  meninges, 
and  nerve  roots  may  occur  as  manifestations  of  the 
leukemic  process.  These  malignant  infiltrations 
can  invade  any  part  of  the  CNS  (central  nervous 
system).  Consequently,  the  clinical  signs  and 
symptoms  depend  on  the  degree,  localization,  and 
extension  of  these  infiltrations.  Local  prolifera- 
tion of  mesenchymal  tissue  in  the  nerve  roots  and 
leptomeninges  is  the  cause  of  nerve-root  symp- 
toms. Epidural  growth  of  leukemic  tissue  along 
the  spine  results  in  pressure  on  the  cord,  with  ini- 
tial pain  in  the  distribution  of  local  nerves  and 
then  progressive  evidence  of  cord  compression. 
Spinal  nerve  root  involvement  may  be  indicated 
by  pain  and  weakness  in  the  involved  distribu- 
tion.75 Paraplegia,  monoplegia,  and  transverse 
myelitis  have  been  reported. 

Leukemic  infiltration  of  the  meninges  surround- 
ing the  spinal  cord  and  root  ganglia  is  probably 
more  frequent  than  reports  would  indicate.  If 
symptoms  of  spinal  cord  compression  occur  as  a 
result  of  leukemia,  they  are  usually  secondary  to 
nodular  leukemic  aggregates;  if  diffuse,  they  are 
seldom  symptomatic.  Paraplegia  or  a cauda  equi- 
na syndrome  may  be  caused  by  cord  compression 
from  chloromatous  deposits  within  the  vertebral 
canal.47 

Chloroma  (granulocytic  sarcoma) 

Chloromas  are  solid  tumors  of  immature  granu- 
locytes associated  with  acute  leukemia.  They 
most  often  occur  concomitantly  with  bone-marrow 
evidence  of  disease  but  may  precede  hematologic 
signs  of  acute  leukemia  by  several  months  to  a 
year.83  Chloromas  are  associated  almost  exclu- 
sively with  acute  myeloblastic  leukemia,  rarely 
with  acute  monocytic  leukemia.84  Histologically, 
they  may  be  misdiagnosed  as  reticulum-cell  sarco- 
mas. Pathologically,  the  tumor  consists  predomi- 
nantly of  myeloblasts,  with  occasionally  more  ma- 
ture cells  of  the  granulocytic  series.  Peroxidase 
staining  results  of  the  tissue  may  be  positive  or 
negative.  The  fibrous  stroma  is  very  scant,  and 
reticulum  is  absent.  Often,  there  is  a distinct 
green  color  (hence,  the  name  chloroma)  which 


FIGURE  12.  Bilateral  exophthalmos  in  two-year-old  girl 
with  acute  myeloblastic  leukemia.  Autopsy  revealed  re- 
trobulbar chloromas. 

fades'  when  exposed  to  light,  but  may  be  regenerat- 
ed by  peroxide.  This  color  is  attributed  to  an  en- 
zyme, verdoperoxidase,  which  is  present  in  large 
amounts  in  the  tumor.83 

Virtually  all  cases  of  chloroma  reported  have 
been  shown  to  be  associated  with  myelocytic  or 
monocytic  leukemia.85  The  most  common  presen- 
tation of  chloroma  is  that  of  a green  orbital  tumor 
with  resultant  proptosis  in  association  with  acute 
myelocytic  or  occasionally  acute  monocytic  leuke- 
mia. The  tumor  is  more  common  in  children  and 
young  adults  and  has  been  reported  in  the  new- 
born. The  vast  majority  of  chloromas  occur  in  the 
subperiosteal  region  of  the  bone,  the  skull,  ster- 
num, ribs,  and  proximal  portions  of  long  bones 
being  common  sites  of  involvement.  It  is  thought 
that  the  tumor  arises  from  the  bone  marrow  and 
traverses  the  Haversian  canal  to  reach  the  subper- 
iosteum. 

The  first  case  report  of  a chloromatous  tumor 
was  published  by  Burns  in  181 1.86  This  patient 
appeared  with  visual  disturbances  in  his  left  eye 
and  soon  after  developed  exophthalmos,  diplopia, 
and  blindness.  Later  on,  he  developed  similar 
findings  in  the  right  eye  and  finally  died  after  de- 
veloping lower-limb  paralysis  and  urinary  reten- 
tion. At  autopsy,  green  tumors  were  found  in  the 
sinuses,  dura,  lacrimal  glands,  and  outer  surface  of 
the  skull.  The  author  was  puzzled  as  to  the  cause, 
but  no  mention  was  made  of  any  hematologic  asso- 
ciation. Subsequently,  several  other  reports  of 
similar  cases  appeared  in  the  literature.  King,  in 
1853, 87  described  a case  in  a six-year-old  girl  and 
named  the  disease  chloroma  because  of  the  green- 
ish color  present  in  the  tumor  nodules  found  at 
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postmortem  examination.  He  believed  this  to  be 
a fibrous  tumor,  but  noted  that  granules  were  seen 
in  the  microscopic  sections  of  the  nodules.  In 
1904,  the  association  of  chloroma  and  leukemia 
was  firmly  established  by  Dock  and  Warthin.88  In 
many  of  these  cases,  the  tumors  as  well  as  the  mar- 
row were  crowded  with  granular  cells,  with  appear- 
ance suggestive  of  myeloblasts.  These  authors 
stated  that  the  disease  could  be  found  in  lymphat- 
ic as  well  as  myelogenous  leukemias.88  But  in 
1912,  with  the  use  of  the  peroxidase  stain,  convinc- 
ing evidence  was  presented  that  the  chloroma  was 
a tumor  of  myelogenous  origin.89,90 

Chloromas  have  a predilection  for  the  cranium 
and  facial  bones  but  may  also  be  attached  to  the 
sternum  and  ribs.  They  are  usually  attached  to 
the  dura  mater,  or  to  the  periosteum  of  the  para- 
nasal sinuses,  mastoid  air  cells,  or  orbits.  They 
are  classically  present  in  children  as  unilateral  or 
bilateral  exophthalmos  from  a retrobulbar  mass 
(Fig.  12). 90-96  Paraplegia  from  spinal  cord  com- 
pression, headaches,  nausea,  vomiting,  seizures, 
and  multiple  cranial  nerve  pareses  are  common 
modes  of  presentation.  Chloromas  never  appear 
to  invade  brain  parenchyma;  they  are  very  radio- 
sensitive.83 

In  chloromas  of  the  cranial  area,  cranial  nerve 
palsies  frequently  occur.97  Facial  nerve  palsy  is 
relatively  common  and  usually  responds  well  to  ra- 
diotherapy. Eighth  cranial  nerve  involvement 
often  occurs  in  these  patients,  but  its  etiologic  re- 
lationship to  chloroma  is  difficult  to  establish  be- 
cause audiologic  examinations  are  not  often  done 
on  very  sick  patients,  clinically,  the  effects  of  tem- 
poral bone  infiltration  is  difficult  to  distinguish 
from  symptoms  that  could  be  also  caused  by  hem- 
orrhage or  infection,  and  detailed  histologic  stud- 
ies of  the  temporal  bone  are  not  routinely  done  in 
patients  dying  of  leukemia.97 

In  one  series,  15  cases  (3.1  per  cent)  of  localized 
myeloblastic  tumors  occurred  among  478  adult  pa- 
tients with  acute  myeloblastic  leukemia  and 
chronic  granulocytic  leukemia.90  The  majority  of 
tumors  were  discovered  at  autopsy.  Numerous 
cases  of  chloroma  associated  with  acute  myeloblas- 
tic leukemia  have  been  reported;  however,  in  this 
series,  the  incidence  of  myeloblastic  tumors  in 
chronic  granulocytic  leukemia  was  twice  as  high. 
The  importance  of  employing  histochemical  meth- 
ods for  myeloperoxidase  activity  to  identify  myelo- 
blastic tumors  was  emphasized.  This  group  of 
cases  confirmed  the  common  localization  of  myelo- 
blastic tumors  in  perineural  and  epidural  struc- 
tures. With  CNS  involvement  by  myeloblastic  tu- 
mors, pain  and  compression  symptoms  may  be  ef- 
fectively relieved  by  laminectomy  and  local  x-ray 
therapy.90 

Two  children  who  appeared  with  atypical  symp- 
toms related  to  the  presence  of  chloromas  were  de- 
scribed 98  One  child  had  evidence  of  acute  mono- 


cytic leukemia  on  admission;  the  other  did  not  de- 
velop definite  blood  and  bone-marrow  evidence  of 
leukemia  for  six  months.  In  addition  to  the  usual 
symptoms  and  signs  associated  with  acute  leuke- 
mia, these  patients  had  localized  symptoms  or 
signs  resulting  from  mechanical  pressure  by  the 
tumors.  While  the  classic  location  for  chloroma  is 
in  the  orbital  region  and  results  in  proptosis  and 
exophthalmos,  there  may  be  central  and  peripher- 
al nervous  system  involvement.98  In  one  case  ad- 
ditional symptoms  and  signs  of  nervous  system  in- 
volvement developed,  including  severe  pain  along 
the  distribution  of  the  right  ilioinguinal  nerve  and 
later  along  the  costal  nerves,  flaccid  paralysis  of 
one  leg,  loss  of  bladder  control,  and  terminally, 
complete  loss  of  motor  and  sensory  functions 
below  the  second  thoracic  vertebra.99 

Granulocytic  sarcoma  may  develop  during  the 
course  of,  or  as  a sign  of,  myelogenous  leukemia. 
Rarely,  an  extramedullary  neoplasm  composed  of 
poorly  differentiated  myelogenous  cells  occurs  in 
patients  without  peripheral  blood  or  bone-marrow 
evidence  of  leukemia.  A patient  is  described  with 
granulocytic  sarcoma  who  was  without  evidence  of 
leukemia  for  two  years  from  the  time  of  initial  di- 
agnosis when  the  granulocytic  sarcoma  recurred. 
One  month  after  this  recurrence,  the  patient  de- 
veloped acute  myelogenous  leukemia.100  The  dif- 
ferential diagnosis  of  granulocytic  sarcoma  and 
histiocytic  lymphoma  may  be  based  on  identifica- 
tion or  exclusion  or  granulocytic  differentiation  in 
neoplastic  cells.  Granulocytic  differentiation  is 
indicated  by  the  presence  of  eosinophilic  myelo- 
cytes in  the  neoplasm,  identification  of  an  esterase 
in  the  cytoplasm  of  the  malignant  cells  which  is 
specific  for  neutrophilic  precursors,  or  ultrastruc- 
tural  evidence  of  neutrophilic  granulogenesis.100 

Thus,  granulocytic  sarcoma  (chloroma)  is  a ma- 
lignant neoplasm  composed  of  poorly  differentiat- 
ed cells  of  the  myelogenous  series.85,100  Although 
myeloblastic  neoplasms  are  often  green,  this  color 
rapidly  fades  when  the  tumor  is  exposed  to  air. 
Therefore,  this  green  pigmentation,  traditionally 
used  for  identification  of  such  a tumor,  is  an  unre- 
liable criterion  for  detailed  classification.  Al- 
though originally  described  as  an  ocular  tumor, 
granulocytic  sarcomas  have  since  been  reported  in 
many  organs  of  the  body.85  The  tumors  have 
been  associated  with  several  forms  of  leukemia, 
but  the  myelogenous  origin  of  these  neoplasms  is 
accepted  today.  Granulocytic  sarcomas  may  de- 
velop during  the  course  of  or  as  a sign  of  myeloge- 
nous leukemia.  Occasionally,  however,  an  extra- 
medullary neoplasm  composed  of  poorly  differen- 
tiated granulocytic  cells  occurs  in  patients  without 
peripheral  blood  or  bone-marrow  evidence  of  leu- 
kemia. 

Granulocytic  sarcomas  may  occur  in  the  absence 
of  myelogenous  leukemia.  The  histologic  similari- 
ty of  granulocytic  sarcoma  and  histiocytic  lympho- 
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ma  is  almost  certainly  the  reason  for  the  confusion 
of  these  neoplasms  in  some  cases.  Only  careful 
evaluation  of  undifferentiated  lymphomas  will  re- 
veal whether  or  not  granulocytic  sarcoma  occurs 
more  commonly  than  currently  believed.  It  is 
possible  that  acute  myelocytic  leukemia,  granulo- 
cytic sarcoma,  and  reticulum-cell  sarcoma  are  vari- 
ations of  the  same  disease.85 

It  is  known  that  accumulations  of  leukemic  cells 
sufficiently  large  to  cause  neurologic  abnormalities 
occur  not  infrequently  in  acute  lymphoid  leuke- 
mia. But  myeloid  leukemia  seems  to  have  a great- 
er tendency  to  formation  of  localized  tumors 
(called  myeloblastomas  or  granulocytic  sarcomas). 
The  classical  term  chloroma  is  inaccurate,  since 
many  of  the  tumors  do  not  have  a green  color. 
The  term  chloroma  is  a relative  one.  The  small 
leukemic  nodules  and  epidural  infiltrates  which 
cause  neurologic  symptoms  in  acute  lymphoid  leu- 
kemia are  not  called  chloroma.  This  term  is  re- 
served for  the  very  large  tumors  consisting  of  mye- 
loid cells.  The  distinction  is  arbitrary  and  based 
on  a quantitative  not  qualitative  difference  be- 
tween the  two  tumors.  It  might  be  appropriate  to 
call  such  tumors  originating  in  cases  of  myeloid 
leukemia  “myeloblastomas”  or  “granulocytic  sar- 
comas”; cases  of  acute  lymphoid  leukemia  might 
be  called  “lymphoblastomas”  or  “lymphocytic  sar- 
comas.” 

Summary 

Leukemic  infiltrations  into  the  meninges  of  the 
spinal  cord  and  nerve  roots  may  cause  pain,  weak- 
ness, or  paralysis  of  the  involved  extremities. 
Granulocytic  sarcomas  (chloromas)  may  produce 
pain  or  neurologic  deficits  due  to  pressure  on  parts 
of  the  brain,  spinal  cord,  or  nerve  roots. 

In  this  three-part  article,  the  various  neurologic 
abnormalities  that  occur  in  acute  leukemia  have 
been  reviewed.  It  is  likely  that,  as  an  increasing 
number  of  patients  with  acute  leukemia  achieve 
prolonged  survival,  additional  neurologic  manifes- 
tations of  leukemia  will  be  observed.  The  present 
list  seen  on  the  following  outline  will  grow. 

Neurological  manifestations  that  may  occur  in  acute 
leukemia. 

Due  to  hemorrhage 

A.  Intracranial  hemorrhage 

1.  General  drowsiness,  headache,  convulsions, 
stiff  neck,  Babinski’s  sign,  fever,  hallucina- 
tions. 

2.  Localized:  Cranial  nerve  deficits,  hemipa- 
resis,  incoordination,  spasticity,  proptosis. 

B.  Epidural  hemorrhage 

1.  Intracranial:  convulsions,  hemiparesis. 

2.  Spinal  cord:  weakness  of  extremity,  sen- 

sory loss,  unequal  tendon  reflexes. 

Due  to  increased  CSF  pressure:  vomiting,  drowsi- 

ness, coma,  headache,  papilledema,  convulsions,  stiff 
neck,  Brudzinski’s  sign,  Kermg’s  sign,  separation  of 


cranial  sutures,  proptosis,  enlargement  of  the  head, 
MacEwen’s  sign. 

Due  to  increased  CSF  pressure,  leukemic  infiltrate,  or 
both:  increased  appetite  and  pathologic  weight  gain, 
hyperirritability,  aggressive  behavior,  depression, 
fever,  hallucinations,  diabetes  insipidus,  convulsions, 
ataxia. 

Due  to  leukemic  infiltrate  or  chloroma 

A.  Involvement  of  cranial  nerves 

1.  Eyes:  Ocular  palsy  (strabismus),  visual 

field  defects,  blindness,  retinal  hemor- 
rhages, ptosis  of  eyelid,  diplopia,  blurring 
of  vision,  nystagmus,  photophobia,  ex- 
ophthalmos, Homer’s  syndrome. 

2.  Ears:  Deafness,  tinnitus,  vertigo,  hypera- 
cusis. 

3.  Face:  facial  palsy  (unilateral,  bilateral), 

inability  to  pucker  lips,  numbness  of  lips, 
trigeminal  neuralgia,  inability  to  wrinkle 
forehead,  inability  to  show  teeth. 

4.  Mouth:  inability  to  protrude  tongue,  weak 
bite,  poor  gag  reflex,  defect  in  taste  sensa- 
tion, poor  swallowing,  slurred  speech, 
numbness  of  the  tongue. 

5.  Nose:  loss  of  sense  of  smell. 

B.  Involvement  of  extremities:  decreased  or  une- 
qual tendon  reflexes,  sensory  loss,  weakness  of 
extremities,  paraplegia,  hemiparesis,  positive 
Babinski’s  sign,  incoordination,  foot  drop,  par- 
esthesias, irregular  gait,  nerve  root  pain  (back 
or  leg),  spastic  paraplegia. 

C.  Involvement  of  the  cauda  equina:  urinary  in- 
continence, urinary  retention,  fecal  inconti- 
nence, priapism. 
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AMA scientists  urge 
crackdown  on  fat  clinics 

A legal  crackdown  on  publically  advertised  clinics 
that  are  using  injections  of  a hormone  extracted  from 
the  urine  of  pregnant  women  to  help  patients  lose 
weight  is  urged  in  the  November  4,  1974,  issue  of  the 
Journal  of  the  American  Medical  Association. 

The  product  is  human  chorionic  gonadotrophin 
(HCG). 

The  JAMA  report  points  out  that  the  Attorney  Gen- 
eral of  the  State  of  Michigan  has  ruled  that  the  “fat  clin- 
ics” using  HCG  are  “in  violation  of  Michigan’s  medical 
practice  act,  both  as  to  participating  licensed  physicians 
and  other  persons  who  participate.” 

“We  hope  that  other  states  will  interpret  their  medi- 
cal practice  acts  similarly,”  says  the  statement. 

The  report  also  warns  physicians  against  participating 
in  the  HCG  clinics. 

HCG  is  evaluated,  and  found  wanting,  by  two  senior 
scientists  of  the  AMA,  John  C.  Ballin,  Ph.D.,  director  of 
the  AMA  Department  of  Drugs,  and  Philip  L.  White, 
Sc.D.,  director  of  the  Department  of  Foods  and  Nutri- 
tion. 

Drs.  White  and  Ballin  trace  the  history  of  HCG  as  a 
supposed  reducing  agent.  It  was  first  used  for  this  pur- 
pose more  than  twenty  years  ago  by  A.  T.  W.  Simeons,  a 
British-trained  physician  practicing  in  Rome.  So-called 
“fat  clinics”  utilizing  the  Simeons  HCG-diet  regimen 
have  in  recent  years  proliferated  throughout  the  United 
States. 
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Fat  folks  on  the  HCG  program  lose  pounds  all  right, 
but  they  do  so  because  of  the  500-calorie-a-day  diet  that 
is  prescribed  along  with  injections  of  the  hormone  sub- 
stance, the  AMA  scientists  point  out. 

HCG  is  a hormone  that  actually  does  have  legitimate 
medical  use,  in  treatment  of  certain  problems  of  the 
male  reproductive  system. 

In  reducing  clinics,  daily  injections  of  HCG  are  given 
six  times  a week,  for  a total  of  40  injections.  And  at  the 
same  time  the  patient  is  held  to  a strict  500-calorie-a- 
day  diet.  Actually,  the  diet  is  deficient  in  protein,  and 
protein  malnutrition  could  result  if  it  is  maintained  for 
the  forty-two  to  sixty  days  that  the  treatment  requires, 
they  say. 

Many  of  these  clinics  are  franchise  operations.  “All 
advertise  to  the  public  that  they  are  under  ‘medical  su- 
pervision,’ and  physicians  have  been  offered  huge  sums 
of  money  to  affiliate  with  them.  The  clinics  are  large- 
volume  operations  in  which  the  physician  generally 
agrees  to  divide  gross  income  equally  with  the  lay  opera- 
tors. The  fee  structure  is  variable  but  can  amount  to  as 
much  as  $700  for  a course  of  treatment.  Some  clinics 
also  augment  profit  by  selling  prepackaged  500-calorie 
diets.” 

Drs.  Ballin  and  White  expressed  sharp  reservations  as 
to  the  propriety  of  physicians’  participating  in  the  fat 
clinics,  which  often  are  actually  run  by  laymen. 

There  is  no  convincing  evidence  that  HCG  has  any 
pharmacologic  effect  in  weight  reduction.  Claims  to  the 
public  that  such  effects  do  occur  are  a misrepresentation 
of  the  scientific  facts,  they  declare. 
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When  you’re 

turned  out  to  pasture, 
will  it  still  be  green? 


Maybe  your  life’s  pretty 
good  right  now.  But  if  you 
want  to  keep  it  that  way, 
you’ve  got  to  plan  for  it.  And 
one  way  you  can  do  just  that 
is  by  signing  up  for  the 
Payroll  Savings  Plan  where 
you  work.  An  amount  you 
specify  will  be  set  aside  from 
each  paycheck  and  used  to 
buy  U.S.  Savings  Bonds. 

Then,  when  you’re  ready 
to  stop  working,  you’ll  still 
be  able  to  keep  on  living. 

Now  E Bonds  pay  6%  interest  when  held  to  maturity  of 
5 years  (41. ,%  the  first  year).  Lost,  stolen  or  destroyed 
Bonds  can  be  replaced  if  records  are  provided.  When 
needed,  Bonds  can  be  cashed  at  your  bank.  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption. 


in/^tnerica. 

Join  the  Payroll  Savings  Plan. 
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Today’s  wo 
spend  a lot  of  ti 
contraceptive  sh 


oesrftwantfo 
searching  for  a 
comfortable  witt' 


Neither  do  you. 

If  adverse  reactions  such  as  spotting 
r breakthrough  bleeding  occur  when  she 
arts  on  an  oral  contraceptive,  you're 
mong  the  first  to  hear  about  it.  Anxious, 
orried,  she's  in  your  office  immediately.  Or 
n the  phone,  at  all  hours. 

)vral®  helps  eliminate  questions. 

To  help  her  maintain  her  busy  schedule 
-and  not  interfere  with  yours— you  might 
onsider  starting  her  on  Ovral.  Experience 
as  shown  that  most  patients  who  start  on 
)vral  stay  on  Ovral.  Its  low  incidence  of 
Dotting,  breakthrough  bleeding  and  other 
ommon  adverse  reactions  undoubtedly 
ontributes  to  this  fine  record* 
alanced  hormone  content. 

To  achieve  an  optimum  dose,  Ovral 


combines  one-half  milligram  of  norgestrel, 
a totally  synthetic  progestational  agent,  and 
50  micrograms  of  ethinyl  estradiol. 
“Normal”  periods,  few  drop-outs. 

You  know  how  important  a “normal" 
period  is  to  a woman  on  an  oral  contra- 
ceptive. With  Ovral,  duration  of  cycle,  length 
of  period  and  amount  of  flow  usually  resem- 
ble those  of  normal  periods.  This  is  one  rea- 
son why  the  drop-out  rate  for  Ovral  is  low— 
4.5%  in  clinical  trials  totaling  127,872  cycles. 

Today's  woman  tends  to  stay  on  Ovral. 
She's  seldom  in  your  office  or  on  the  phone 
with  questions  or  complaints. 

Ovral?  A very  “quiet”  pill. 

'Serious  as  well  as  minor  adverse  reactions  have  been  reported 
following  the  use  of  all  oral  contraceptives.  The  physician  should  re- 
main alert  to  their  earliest  manifestations  and  in  the  event  of  serious 
adverse  reactions  should  avoid  any  oral  contraceptives.  Special 
rote.  Contraindications,  warnings, precautions,  and  adverse  reactions 
in  the  accompanying.|N  BRIEF  should.de  carefully  considered. 


Hktfii 


Each  tablet  contains  0.5  mg.  norgestrel 
| with  0.05  mg.  ethinyl  estradiol. 

Wyeth  Laboratories 

1 A A,  PhdacJeipota.  Pa.  19101 
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Important  information  on  next  page. 
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IN  BRIEF 

SPECIAL  NOTE:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  I960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  com- 
pletely effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animol  carcinomas.  These  aata  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can  neither 
be  affirmed  nor  refuted  at  this  time  Close  clinical  surveillance  of  all  women 
taking  oral  contraceptives  must  be  continued 
INDICATIONS:  For  oral  contraception 

CONTRAINDICATIONS:  1.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions;  2 Markedly  impaired 
liver  function;  3.  Known  or  suspected  carcinoma  of  the  breast;  4.  Known  or 
suspected  estrogen  dependent  neoplasia;  5.  Undiagnosed  abnormal 
genital  bleeding 

WARNINGS:  1.  The  physician  should  be  alert  to  the  earliest  manifestations 
of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pul- 
monary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies 
of  morbidity  in  the  United  States  have  shown  a statistically  significant  associa- 
tion between  thrombophlebitis,  pulmonary  embolism,  and  cerebral  throm- 
bosis and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain1’^1  leading  to  this  conclusion,  and  one"’1  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study 
by  Vessey  and  Doll131  was  about  sevenfold,  while  Sartwell  and  associates  in 
the  United  States  found  a relative  risk  of  4 4,  meaning  that  the  users  are 
several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  non-users.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long  continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of 
sequential  products.  This  risk  cannot  be  quantitated,  and  further  studies  to 
confirm  this  finding  are  desirable. 

(1)  Royal  College  of  General  Practitioners:  Oral  Contraception  and 
Thromboembolic  Disease.  J.  Coll.  Gen.  Pract.  13  267-279, 1967.  (2)  Inman, 
W.H.W  and  Vessey.  M.P.  Investigation  of  Deaths  from  Pulmonary  Coronary 
and  Cerebral  Thrombosis  and  Embolism  in  Women  in  Child-Bearing  Age 
Brit,  Med  J.  2:193-199.  1968.  (3)  Vessey,  M.P,  and  Doll,  R Investigation  of 
Relation  between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit.  Med  J.  2 651-657,  1969  (4)  Sartwell,  P.E. 
Masi,  A T.,  Arthes,  F.G.,  Greene,  G.R.,  and  Smith,  H E Thromboembolism 
and  Oral  Contraceptives  An  Epidemiological  Case-Control  Study  Am. 
J.  Epidem,  90  365-380  (Nov.)  1969. 

2 Discontinue  medication  pending  examination  if  there  is  sudden,  partial 
or  complete  loss  of  vision,  or  if  there  is  sudden  onset  of  proptosis,  diplopia, 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn.  3.  Since  the  safety  of  Ovral  in  pregnancy 
has  not  been  demonstrated,  it  is  recommended  that  for  any  patient  who  has 
missed  two  consecutive  periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  patient  has  not  adhered  to 
prescribed  schedule  the  possibility  of  pregnancy  snould  be  considered  at 
the  time  of  the  first  missed  period.  4 A small  fraction  of  the  hormonal  agents 
in  oral  contraceptives  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs  The  long  range  effect  to  the  nursing  infant  cannot  be  deter- 
mined at  this  time 

PRECAUTIONS:  1 The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  including 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  2.  Endocrine 
and  possibly  liver-function  tests  may  be  affected  by  treatment  with  Ovral 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovral,  it  is  recom- 
mended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  3 Under  the  influence  of  estrogen-progestogen  preparations,  pre- 
existing uterine  fibromyomata  may  increase  in  size  4,  Because  these  agents 
may  cause  some  degree  of  fluid  retention,  conditions  which  might  be  in 
fluenced  by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observation.  5.  In  breakthrough  bleeding,  and  in 
all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should 


be  borne  in  mind  In  undiagnosed  bleeding  per  vaginam,  adequate 
diagnostic  measures  are  indicated  6.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  7,  Any  possible  influence  of  prolonged 
Ovral  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  8 A decrease  in  glucose  tolerance  has  been  observed 
in  a significant  percentage  of  patients  on  oral  contraceptives.  The  mechan- 
ism of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be 
carefully  observed  while  receiving  Ovral  therapy  9.  The  age  of  the  patient 
constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovral  may 
mask  the  onset  of  the  climacteric.  10.  The  pathologist  should  be  advised  of 
Ovral  therapy  when  relevant  specimens  are  submitted.  11.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of 
contraceptive  steroids, 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRACEP- 
TIVES: A statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
thrombophlebitis,  pulmonary  embolism,  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions  neuro-ocular  lesions  (e  g.,  retinal  thrombosis  and  optic 
neuritis). 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (e  g.,  ab- 
dominal cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea  during  and  after  treatment,  dysmenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  discomfort, 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease), 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lacta- 
tion when  given  immediately  post-partum.  cholestatic  jaundice,  migraine, 
acne,  rash  (allergic),  hypertension,  rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression,  pain  in  legs,  arms  or  body,  paresthesias, 
allergy,  palpitations,  vasomotor  symptoms,  dyspnea,  insomnia,  blurred  vision, 
chest  pain,  urinary  tract  symptoms,  dyspareunia,  neuralgia  and  myalgia, 
excess  salivation,  dryness  of  mouth,  heartburn,  minor  eye  problems. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted 
anovulation  post-treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption,  and  itching  and  vaginal  dis- 
charge 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  con- 
traceptives—hepatic  function  increased  sulfobromophthalein  retention  and 
other  tests;  coagulation  tests  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and 
X.  thyroid  function  increase  in  PBI  and  butanol-extractable  protein-bound 
iodine  and  decrease  in  T3  uptake  values;  metyrapone  test;  and  pregnanediol 
determination. 

Note:  For  more  specific  details  on  Ovral,  refer  to  package  insert 
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Asymptomatic  Lung 
Mass 

Case  history 

Herman  Wallinga,  M.D.*:  This  was  the  first 
State  University  Hospital  admission  for  this  fifty- 
eight-year-old  white  male,  referred  for  evaluation 
of  a lung  abnormality  discovered  on  a routine 
chest  x-ray  film.  The  patient  had  a long  history  of 
angina,  and  cardiac  catheterization  in  1969  showed 
atherosclerotic  disease  for  which  he  underwent  bi- 
lateral internal  mammary  artery  implants.  He 
did  well  for  two  years  after  surgery;  he  then  began 
to  have  angina  which  has  continued  to  the  present. 

His  past  medical  history  showed  that  he  was  a 
heavy  smoker  until  1969.  He  denied  ever  having 
tuberculosis,  and  his  purified  protein  derivative 
testing  result  two  years  prior  to  admission  was 
negative. 

Physical  examination  revealed  a normotensive 
man  in  no  distress.  Vital  signs  were  within  nor- 
mal limits.  Examination  of  the  chest  demon- 
strated chronic  obstructive  lung  disease.  Tubular 
breath  sounds  in  the  right  upper  lung  field  were 
heard.  There  was  a well-healed  midline  sternot- 
omy scar  noted.  A grade  II/VI  holosystolic  mur- 
mur, thought  to  represent  mitral  insufficiency,  was 
heard  at  the  left  sternal  border  and  apex.  The  re- 
mainder of  the  physical  examination  was  normal. 
Laboratory  values  including  blood  glucose,  blood 
urea  nitrogen,  serum  electrolytes,  serum  calcium 
and  phosphorus,  and  hematologic  studies  were 
within  normal  limits. 

Comment 

E.  Robert  Heitzman,  M.D.f:  Posteroanterior 
and  lateral  films  of  the  chest  were  made  (Fig.  1). 
They  show  moderate  cardiac  enlargement.  A 
mass  shadow  about  3 cm.  in  greatest  diameter  is 

* Resident,  Department  of  Radiology, 
t Professor,  Department  of  Radiology. 


present  in  the  posterior  segment  of  the  right  upper 
lobe.  From  the  periphery  of  the  lesion,  a linear 
shadow  of  increased  density  extends  to  the  pleural 
surface  superiorly  and  laterally.  Frontal  tomo- 
grams were  made  and  demonstrate  that  the  mass 
is  irregularly  lobulated  in  character  (Fig.  2). 
There  is,  however,  no  evidence  of  calcification  or 
cavitation.  The  films  do  not  show  any  evidence  of 
hilar  or  mediastinal  adenopathy.  The  tomograms 
do  not  demonstrate  any  evidence  of  other  nodular 
lung  lesions. 

Certainly  a solitary  mass  lesion  of  this  size  in  an 
adult  male  must  be  considered  bronchogenic  carci- 
noma until  proved  otherwise.  The  lobulated  char- 
acter of  the  external  surface  of  the  lesion  supports 
this  diagnosis,  since  it  has  been  stated  in  the  liter- 
ature that  approximately  80  per  cent  of  lobulated 
lesions  are  malignant.1  Of  course,  a large  pulmo- 
nary granuloma  and  a host  of  less  common  lesions, 
such  as  inflammatory  pseudotumor  of  lung,  could 
present  a similar  appearance. 

The  significance  of  the  linear  density  extending 
from  the  periphery  of  the  lesion  to  the  pleural  sur- 
face has  also  received  attention  in  the  literature 
recently.  Such  “tails”  have  been  reported  in  asso- 
ciation with  both  benign  and  malignant  lesions,  al- 
though it  would  appear  from  the  literature  that 
they  are  more  commonly  associated  with  neo- 
plasms. One  recent  article  in  the  literature  points 
to  the  rather  frequent  association  of  this  radio- 
graphic  finding  with  terminal  bronchiolar  or  alveo- 
lar cell  carcinoma.2  The  finding  is,  however,  cer- 
tainly far  from  pathognomonic  of  this  microscopic 
pattern. 

Dr.  Heitzman's  diagnosis 

Solitary  malignant  neoplasm  of  the  lung 

A.  Alveolar  cell  carcinoma? 

B.  Peripheral  bronchogenic  carcinoma? 

Dr.  Wallinga:  Following  the  initial  workup,  a 
right  upper  lobectomy  was  performed. 

Pathologic  discussion 

Bedros  Markarian,  M.D.**:  The  surgical 

**  Assistant  Professor,  Department  of  Pathology. 
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FIGURE  1.  Chest  radiographs  show  solitary  right  upper 
lobe  mass.  (A)  PA  chest  radiograph.  (B)  Lateral  chest 
radiograph. 


FIGURE  2.  Tomograms  show  detail  of  right  upper  lobe 
mass.  Note  lobulated  margin  and  linear  density  extending 
to  pleura!  surface.  (A)  AP  (anteroposterior)  full  chest  to- 
mogram. (B)  Coned  AP  tomogram. 


888  New  York  State  Journal  of  Medicine/May  1975 


FIGURE  3.  High  power  photomicrograph  of  tumor  illus- 
trates intact  alveolar  walls  lined  by  respiratory  epithelium 
which  has  pseudostratified  and  papillary  pattern  and  mod- 
erately pleomorphic  cytologic  appearance  (Hematoxylin 
and  Eosin  stain  xl  15). 

specimen  consisted  of  the  right  upper  lobe  which 
had  a palpable,  firm  mass  situated  just  beneath 
the  pleural  surface.  This  mass  measured  3 cm.  in 
diameter  and,  on  cut  section,  had  a pale  pink  and 
white  color.  A small  bronchus  was  located  near 
the  margin  of  the  mass,  but  the  tumor  appeared  to 
encompass  the  bronchus  rather  than  to  arise  from 
it.  The  remainder  of  the  lung  showed  congestion 
and  atelectasis.  The  major  bronchi  were  without 
lesion.  There  were  a few  small  anthracotic  hilar 
nodes. 

Microscopic  examination  of  the  tumor  revealed 
many  intact  alveolar  septa  lined  by  a somewhat 
papillary  layer  of  moderately  pleomorphic  glandu- 
lar epithelium  which,  in  some  areas,  filled  the  al- 
veolar spaces  like  a pneumonic  process  (Fig.  3). 
There  were  foci  of  alveolar  septal  fibrosis.  The 
bronchi  were  free  of  tumor,  but  one  hilar  node  had 
a focus  of  metastatic  tumor.  The  histologic  cellu- 
lar morphology  and  pattern  of  growth  are  diag- 
nostic of  a bronchioloalveolar  adenocarcinoma  of 
the  lung. 

These  tumors  were  originally  felt  to  be  derived 
from  alveolar  pneumocytes  and  were  called  alveo- 
lar cell  carcinoma.  Liebow3  then  proposed  that 
these  tumors  arose  from  bronchiolar  epithelium 
and  spread  to  the  adjacent  air  spaces  through  the 
canals  of  Lambert.  Recent  ultrastructural  studies 


of  these  tumors  documented  their  origin  from  a 
metaplastic  bronchiolar  mucus  cell  or  from  a bron- 
chiolar stem  cell.4 

Bronchioloalveolar  carcinomas  comprise  a small 
percentage  of  primary  lung  cancers.  They  have  a 
tendency  to  remain  localized  for  varying  periods  of 
time,  after  which  they  spread  through  air  spaces 
and  lymphatics.  Most  cases  remain  localized  to 
the  thoracic  cavity.  This  diagnosis  should  always 
be  made  with  some  reservation,  since  a metastasis 
from  an  occult  carcinoma  of  the  pancreas  or  gas- 
trointestinal tract  may  mimic  a bronchioloalveolar 
carcinoma  in  exquisite  detail.  A history  of  any  ab- 
dominal problems  should  be  fully  pursued. 

The  diagnosis  in  this  case  is  bronchioloalveolar 
carcinoma  of  the  lung  with  metastasis  to  one  hilar 
node. 

Edwin  Dailey,  M.D.*:  Bronchioloalveolar  cell 
carcinoma  of  the  lung  represents  perhaps  the  most 
interesting,  and  seemingly  the  most  difficult  to  un- 
derstand, of  all  the  pulmonary  neoplasms.  This 
fact  is  attested  to  by  the  plethora  of  descriptive 
terminology  used  to  classify  this  carcinoma.5 
Throughout  the  literature,  one  finds  such  terms  as 
pulmonary  adenomatosis,  bronchiolar  carcinoma, 
alveolar  cell  carcinoma,  bronchioloalveolar  cell 
carcinoma,  and  mucopapillary  carcinoma,  among 
others.  Many  noted  pathologists  prefer  to  regard 
the  tumor  simply  as  a type  of  adenocarcinoma, 
with  recognition  that  the  histologic  patterns  seem 
to  differ  widely  from  case  to  case. 

There  is  much  confusion  regarding  the  roent- 
genographic  appearance  of  this  lesion.  Many  re- 
gard the  lesion  as  basically  and  initially  a unifocal, 
generally  well-differentiated  adenocarcinoma  in 
the  lung  periphery.  On  the  other  hand,  the  tumor 
cells  have  a marked  tendency  to  spread  within  the 
lung  by  aerogenous  and  lymphatic  routes,  the 
walls  of  the  distal  air  spaces  often  acting  as  sup- 
porting stroma  for  the  neoplastic  cells.3  These 
features  present  a pathologic  process  capable  of 
producing  almost  any  imaginable  roentgen  pat- 
tern. The  spectrum  of  radiographic  change  ranges 
from  the  solitary  (or  seemingly  solitary)  nodule, 
through  varying  degrees  of  segmented  and  lobar 
consolidation,  to  diffuse  alveolar  disease  or  multi- 
ple nodules.6  The  ability  to  spread  within  the 
confines  of  the  lung  by  lymphatic  routes  explains 
the  occasional  mode  of  presentation  as  diffuse  dis- 
ease, which  radiographically  appears  to  be  primar- 
ily localized  to  the  interstitial  compartment  of  the 
lung. 

It  is  by  now  well  appreciated  that  when  bron- 
chioloalveolar carcinoma  appears  as  a single  nodu- 
lar density  on  chest  x-ray  films,  it  is  associated 
with  a better  postoperative  survival  rate  as  com- 
pared with  its  diffuse  or  multinodular  forms.7  In- 
terestingly, it  has  been  noted  that  in  those  patients 
with  a solitary  nodule,  which  is  ultimately  shown 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiology. 
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to  be  bronchioloalveolar  carcinoma,  an  increased 
blood  sedimentation  rate  is  not  uncommon.  Jack- 
man  et  al.8  found  increased  survival  rates  in  pa- 
tients with  uninodular  bronchiolar  carcinomas  and 
a high  blood  sedimentation  rate.  Marcq  and 
Galy9  determined  in  a series  of  29  patients  that  the 
median  survival  time  in  patients  with  well-circum- 
scribed lesions  was  7.5  years,  and  8 of  11  patients 
were  alive  after  more  than  four  years.  In  those 
patients  with  multiple  foci  or  disease  other  than  of 
the  well-defined  type,  the  median  survival  time 
was  seven  and  one-half  months.  None  of  these 
patients  was  alive  three  years  after  the  diagnosis 
had  been  made.8  When  compared  with  peripher- 
ally situated  adenocarcinomas,  it  would  also  ap- 
pear that  the  prognosis  is  more  favorable  for  those 
tumors  considered  to  be  bronchioloalveolar  carci- 
nomas.10 

The  series  of  Jackman  et  al.8  also  favorably 
compares  the  survival  rates  for  alveolar  cell  carci- 
nomas less  than  4 cm.  in  diameter  (94  per  cent 
three-year  survival)  with  the  survival  rates  for 
other  peripheral  bronchogenic  carcinomas  (45  per 
cent  five-year  survival).8  It  is  noteworthy  that  in 
Marcq  and  Galy’s9  series  5 of  15  patients  who  had 
a radiographic  diagnosis  of  uninodular  carcinoma 
proved  in  fact  to  have  localized  but  multifocal  can- 
cer. Another  interesting  observation  in  this  par- 
ticular series  was  that  the  size  of  the  tumor,  as 
such,  does  not  appear  to  affect  the  prognosis. 
This,  of  course,  makes  one  suspect  that  the  poten- 
tial of  these  neoplasms  for  producing  clinically  evi- 
dent disease  may  well  depend  on  local  and  circu- 
lating immunologic  factors.11 

One  final  point  regarding  prognosis,  mean  sur- 
vival times,  and  probabilities  of  length  of  survival 
should  be  mentioned.  As  a result  of  statistical 
analysis  by  Slack,  Chamberlain,  and  Bross,12  it  is 
now  possible  to  make  the  determinations  men- 
tioned previously,  taking  into  account  the  cell 
type,  the  size  of  tumor,  and  the  extent  of  disease  as 
determined  by  surgery.  The  reader  is  referred  to 
the  tables  included  in  that  report  for  specific  sta- 
tistics.12 

The  roentgen  findings  have  been  alluded  to  and 
are  well  documented.2,6,13  Despite  the  widely 
varying  modes  of  presentation,  certain  roentgen 
features  have  received  considerable  attention. 
The  cicatrizing  nature  of  these  tumors,  as  noted  by 
Liebow,3  may  sometimes  be  so  prominent  as  to 
suggest  the  diagnosis,  since  the  pleura  is  frequent- 
ly puckered  next  to  the  nodule.  Cicatrization  may 
realign  the  connective-tissue  septa,  making  them 
relatively  perpendicular  to  the  nodule,  and  fibrosis 
or  tumor  extension  may  produce  the  thickening  of 
the  septa.6  Multiple,  ill-defined,  small  radiolu- 
cencies  may  occasionally  be  seen  within  the  central 
portions  of  a uninodular  bronchioloalveolar  cell 
carcinoma.  Some  authors  have  suggested  that 
this  finding  may  be  pathognomonic.14  This  may 


prove  to  be  the  case,  but  unfortunately  it  does  not 
occur  with  sufficient  frequency  to  be  a consistently 
useful  sign.  It  has  also  been  observed  that  there  is 
a greater  tendency  for  the  upper  lobes  to  be  in- 
volved than  the  lower  lobes.  With  respect  to  the 
multifocal  or  diffuse  types  of  bronchioloalveolar 
carcinoma,  poor  margination  of  masses  or  nodules 
and  diffuse  pneumonitis-like  patterns  are  fre- 
quently seen. 

In  fact,  the  gross  pathologic  appearance  of  the 
pneumonitis  form  has  been  likened  to  the  gray 
hepatization  form  of  diffuse  pneumonia.3 

Clinical  findings  also  vary  widely,  and  it  is  rec- 
ognized that  advanced  diffuse  alveolar  cell  carci- 
noma or  recurrent  spread  of  tumor  may  be  associ- 
ated with  little  or  no  symptoms.13  Clearly,  the 
asymptomatic  patient  with  a uninodular  lesion  has 
a much  better  prognosis  than  the  individual  with 
diffuse  disease.  The  presence  of  symptoms  at  the 
time  of  diagnosis  is  considered  to  be  a poor  prog- 
nostic sign.9  While  this  type  of  neoplasm  has  a 
tendency  to  elaborate  mucinous  secretion,  the 
clinical  observation  of  copious  sputum  production 
has  been  somewhat  overrated,  occurring  in  only 
about  25  to  35  per  cent  of  cases. 

In  fact,  a dry  cough  may  be  the  only  clinical 
finding.  Cytologic  study  findings  are  usually  posi- 
tive in  the  disseminated  form  of  the  disease  but 
negative  in  the  uninodular  form.3 

With  respect  to  the  histopathologic  diagnosis,  it 
has  been  suggested  that  the  term  “alveolar  cell 
carcinoma”  should  be  used  simply  to  describe  a 
method  of  spread  of  glandular  carcinoma  within 
the  lung.15  Certainly  there  has  been  a tendency  to 
regard  all  forms  of  this  disease  as  varying  expres- 
sions of  adenocarcinoma  of  the  lung.  Some  weight 
is  added  to  this  argument  by  the  frequent  finding 
of  a scar-like  lesion  within  a segment  or  nodule  of 
bronchioloalveolar  carcinoma.  It  has  also  been 
observed  that  there  is  a rather  high  incidence  of 
bronchioloalveolar  carcinoma  in  patients  with 
scleroderma  and  some  other  types  of  interstitial  fi- 
brotic  disease.16  On  the  other  hand,  it  has  been 
suggested  that  alveolar  cell  carcinoma  may  well  be 
a distinct  neoplasm  from  typical  adenocarcinoma. 
Some  authors  have  indicated  that  at  least  some  al- 
veolar cell  carcinomas  actually  represent  a malig- 
nant proliferation  of  the  type  II  granular  pneumo- 
cytes,  as  determined  by  electron  microscopic  stud- 
ies. Nash,  Langlinais,  and  Greenwald17  state  that 
according  to  these  findings,  it  is  probably  not  wise 
to  lump  all  types  of  adenocarcinoma  and  bron- 
chioloalveolar cell  carcinoma  together  as  basically 
the  same  entity.  The  fact  that  one  finds  many 
carcinomas  of  the  terminal  airway  arising  from 
areas  of  scarring  correlates  to  some  degree  with  the 
proposed  origin  of  alveolar  cell  carcinomas  from 
the  type  II  granular  pneumocytes.  When  the  air 
spaces  of  the  lung  are  damaged,  the  type  II  pneu- 
mocytes which  form  the  cellular  “reserve”  of  the 
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alveoli  proliferate  to  cover  the  walls  of  the  injured 
alveoli.  This  hyperplastic  epithelium  around 
scars  may  well  be  responsible  for  the  prevalence  of 
bronchioloalveolar  carcinomas  in  these  areas. 
While  the  concept  that  these  tumors  arise  from 
granular  pneumocytes  has  been  accepted  by  some, 
other  researchers  feel  that  it  has  not  been  conclu- 
sively proved.18 

Finally,  two  new  areas  of  study  show  some 
promise.  First,  the  use  of  gallium-67  citrate  has 
been  studied  as  a scanning  agent  in  primary  pul- 
monary carcinoma.  The  percentage  of  positive 
scans  varied  from  85  per  cent  for  squamous  carci- 
noma to  73  per  cent  for  adenocarcinoma.19  Ad- 
mittedly, only  43  per  cent  of  all  carcinomas  2 cm. 
or  less  showed  positive  uptake,  and  15  per  cent  of 
all  lesions  greater  than  5 cm.  went  undetected. 
However,  a number  of  positive  studies  were  ob- 
tained for  which  there  has  been  no  surgical  proof. 
These  represent  abnormal  studies  for  which  no 
corresponding  abnormality  has  yet  been  found  on 
radiographic  studies  of  the  chest.  Whether  these 
cases  demonstrate  uptake  in  lesions  before  they 
are  large  enough  to  be  detected  radiographically 
remains  to  be  seen. 

Second,  experimental  results  of  immunologic 
studies  indicate  that  antigens  to  sheep  antiserum 
against  human  alveolar  cell  carcinoma  have  been 
found  in  the  serum  of  some  patients  with  alveolar 
cell  carcinoma.20  All  of  these  patients  had  diffuse 
disease,  and  there  was  evidence  of  cross  reactivity 
with  some  patients  with  primary  adenocarcinoma 
of  the  lung  and  some  patients  with  Hodgkin’s  dis- 
ease. No  patients  with  uninodular  lesions  had  a 
positive  test  result,  however,  and  further  improve- 
ments in  the  sensitivity  of  the  test  materials  will 
be  necessary  if  this  test  is  to  achieve  clinical  use- 
fulness. 

Final  diagnosis 

Uninodular  bronchioloalveolar  carcinoma 
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The  disorder  of  multiple  tie,  described  in  1885 
by  Gilles  de  la  Tourette,1  although  uncommon, 
continues  to  attract  considerable  clinical  attention 
because  of  its  dramatic  symptoms  and  its  disabling 
social  consequences.2  Still  unresolved  is  the  ques- 
tion of  cause  and  whether  or  not  multiple  tic  is  a 
syndrome  or  a disease.3  There  are  good  argu- 
ments for  an  organic  cause4  and  persuasive  evi- 
dence for  a psychogenic  origin.2  The  fact  that  its 
onset  is  most  usually  in  childhood  lends  support  to 
the  proposition  that  it  is  a developmental  disorder 
related  to  the  more  benign  form  of  childhood  tic.5 
Lacking  a proved  cause,  treatment  remains  symp- 
tomatic.6 Recent  experience  with  chlorproma- 
zine7  and  haloperidol8  indicates  that  pharmaco- 
therapy can  be  highly  effective  even  in  the  absence 
of  a better  definition  of  cause. 

Case  reports 

Case  1.  A white  hoy  of  American  Jewish  back- 
ground was  first  reported  on  in  I960.9  His  symp- 
toms appeared  at  the  age  of  seven  years,  with  head 
and  body  movements  that  were  first  diagnosed  as 
Sydenham’s  chorea.  Over  the  next  two  years  his 
symptoms  progressed  to  include  bizarre  body 
movements,  involuntary  vocalizations,  and  copro- 
lalia, resulting  in  withdrawal  from  school.  The 
past  history  revealed  hyperkinesis,  head-banging, 
and  rocking  in  early  childhood.  He  came  from  an 
intact  family  without  any  significant  psychopatho- 
logic  condition. 

The  patient  was  markedly  underweight,  a result 


of  excessive  expenditure  of  energy  because  of  his 
ceaseless  tic  activity.  The  electroencephalogram 
findings  were  normal.  His  intelligence  rating  was 
in  the  average  range  with  indications  of  a higher 
potential.  Projective  psychologic  test  data  point- 
ed in  the  direction  of  neurotic  development. 

Beginning  at  age  nine,  he  was  treated  with  psy- 
chotherapy and  amphetamine  drugs.  He  was  free 
of  tics  at  the  age  of  eleven  years,  ten  months.  He 
remained  free  of  symptoms  through  the  comple- 
tion of  high  school.  At  age  eighteen  he  entered 
the  army  and  was  cleared  for  classified  work. 

Now  at  the  age  of  thirty-two  he  has  been  steadi- 
ly employed  in  a managerial  position  since  fin- 
ishing his  army  service  nine  years  ago,  is  married, 
and  is  the  father  of  two  children.  He  is  free  of 
psychiatric  symptoms,  and  is  virtually  free  of  tics 
except  for  “very  mild”  ones,  inapparent  to  outsid- 
ers, when  he  is  under  stress. 

Case  2.  A white  boy  of  American  Jewish  back-  | 
ground  was  first  seen  at  the  age  of  nine  years,  one 
month,  owing  to  multiple  tics  of  two  years’  dura- 
tion. At  the  onset  of  his  symptoms,  at  the  age  of 
seven  years,  he  was  thought  to  have  had  chorea,  al- 
though he  had  no  fever  and  no  impairment  of 
speech  or  handwriting.  He  developed  in  succes- 
sion eye-blinking,  head-nodding,  tongue-thrusting, 
snorting,  shrill  screaming,  and  compulsive  verbali- 
zations. His  parents  described  him  as  disobedi- 
ent, self-willed,  sensitive,  and  unusually  fearful. 
He  was  afraid  of  school,  new  places,  physicians, 
dentists,  dogs,  injections,  and  injury. 

He  was  the  older  of  two  children  in  an  intact 
family,  and  his  birth,  development,  and  medical 
history  were  unremarkable. 

Psychiatric  examination  revealed  an  unusually 
immature,  dependent  boy,  with  intelligence  in  the 
average  range.  He  was  obsessively  preoccupied 
with  his  body,  had  many  bizarre  ideas  about  its  i 
function  and  malfunction,  and  all  his  fears  cen- 
tered about  the  possibility  of  bodily  injury.  There 
were  indications  of  confusion  of  psychosexual 
identification.  The  diagnosis  was  personality  dis- 
order with  hypochondriasis  and  passive-aggressive 
elements. 

Psychotherapy  was  undertaken  with  the  pri- 
mary aim  of  enabling  him  to  rationalize  and  neu- 
tralize his  anxiety.  As  he  got  older,  his  fears  be- 
came elaborate  and  included  fear  of  attack  by 
strangers  as  well  as  fear  of  multilation  or  body  dys- 
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function.  The  tics  fluctuated  in  intrusiveness,  the 
most  troublesome  being  the  shrill  cry,  coprolalia, 
and  a heaving  motion  of  the  abdomen. 

A variety  of  medications  was  employed,  includ- 
ing meprobamate,  trifluoperazine  hydrochloride, 
prochlorperazine,  diphenhydramine,  and  diaze- 
pam. There  was  no  clear  evidence  that  any  of 
these  affected  his  course. 

The  tic  condition  improved  gradually,  but  he  re- 
mained phobic  and  hypochondriacal.  He  was  al- 
ways able  to  maintain  himself  in  school,  and  his 
academic  progress  was  satisfactory.  Therapy  was 
terminated  at  age  thirteen  years,  three  months,  at 
which  time  he  was  able  to  control  his  tics  in  public 
and  had  gained  a relative  mastery  over  his  fears. 

He  remained  stable  until  age  sixteen  when  his 
mother  died  suddenly  of  acute  myocardial  infarc- 
tion, and  his  father  developed  carcinoma  of  the 
prostate.  He  then  experienced  a major  exacerba- 
tion of  body  anxiety  and  hypochondriasis,  his  con- 
cern being  focused  chiefly  on  his  heart.  Despite 
the  stress,  however,  he  remained  free  of  tics.  At 
age  seventeen  years,  six  months,  he  was  a senior  in 
high  school  and  planned  to  attend  college. 

Case  3.  A white  girl  of  American  Jewish  origin 
was  first  seen  at  the  age  of  eight  years,  three 
months,  owing  to  a vocal  tic,  that  is,  a “grunting 
sound,”  of  three  months’  duration.  For  the  previ- 
ous two  years  she  had  exhibited  a variety  of  tics 
and  mannerisms,  chiefly  hand  and  arm  move- 
ments and,  while  eating,  a thrusting  of  her  fork 
toward  her  eye.  Her  symptoms  started  a few 
months  after  her  parents  were  divorced.  Her 
mother  characterized  her  as  high-strung,  self- 
willed,  sensitive,  and  generous. 

The  older  of  two  children,  her  relationship 
toward  her  brother  was  ambivalent,  with  much  ri- 
valry, bickering,  and  resentment.  She  was  clingy, 
possessive,  and  demanding  toward  her  mother,  but 
maintained  close  contact  with  her  father,  step- 
mother, and  baby  half  sister  of  whom  she  was  very 
fond.  Her  mother  had  remarried,  and  she  had  a 
wary,  distant,  sparring  relationship  with  her  step- 
father. 

On  initial  psychiatric  evaluation,  she  was  found 
to  be  of  average  intelligence.  Her  thinking  was 
clear  and  logical;  vocal  and  facial  tics  were  mani- 
fest only  in  the  presence  of  her  mother,  and  her 
chief  defenses  were  denial  and  avoidance.  When 
challenged,  she  regressed  readily  into  helplessness 
and  hostile  dependency.  The  diagnosis  was  reac- 
tive disorder  with  tics  and  passive-aggressive  and 
regressive  trends. 

Initially  she  was  seen  at  infrequent  intervals  for 
consultation  and  medication.  There  were  fluctua- 
tions in  her  symptoms  with  periods  of  improve- 
ment and  exacerbation.  Sixteen  months  after  the 
original  consultation,  at  age  nine  years,  seven 
months,  regular  psychotherapeutic  visits  were  un- 
dertaken because  of  worsening  of  the  tics  and  in- 


voluntary obscene  verbalizations  in  the  classroom. 
Therapy,  consisting  of  support,  ventilation,  and 
interpretation,  was  continued  for  nine  months, 
then  discontinued  on  the  parents’  initiative  be- 
cause the  symptoms  fluctuated  as  before,  appar- 
ently independent  either  of  psychotherapeutic  or 
environmental  events. 

Throughout  the  period  of  observation,  a variety 
of  medications  was  employed  successively:  hy- 

droxyzine, prochlorperazine,  haloperidol,  and 
meprobamate;  no  sustained  improvement  was  ob- 
tained with  any  of  these  drugs.  When  the  parents 
terminated  psychotherapy,  they  also  discontinued 
all  medication. 

At  age  eleven  years,  nine  months,  she  still  had 
tics  which  fluctuated  in  degree.  The  movements 
that  bothered  the  mother  most  were  thrusting  her 
fork  toward  her  eye  and  “spreading  her  legs.”  She 
also  had  a verbal  tic  which  sounded  like  “fucka” 
and  which  the  mother  found  “very  embarrassing.” 
However,  she  was  able  to  control  her  behavior  and 
suppress  the  tics  while  in  school;  her  adjustment 
otherwise  was  described  as  “very  normal,”  and  her 
school  work  was  very  satisfactory.  She  recently 
had  a traumatic  experience,  namely  the  sudden 
death  of  her  father’s  second  wife,  but  showed  no 
increase  in  tics  and  assumed  a very  motherly  atti- 
tude toward  her  father  and  her  half  sister.  The 
parents  are  accepting  the  situation  and  are  not 
seeking  treatment  at  this  time. 

Case  4.  A young  boy  was  first  seen  at  the  age 
of  fifteen  years,  three  months,  because  of  multiple 
tics,  involuntary  vocalizations,  and  compulsive 
verbalizations.  His  symptoms  reportedly  started 
at  the  age  of  thirteen,  at  the  time  when  his  grand- 
mother, who  resided  with  the  family,  was  dying  of 
cancer.  His  adjustment  was  said  to  have  been 
normal  until  the  onset  of  the  tics;  thereafter  he  be- 
came an  increasingly  solitary  person,  and  his 
school  work  deteriorated. 

He  was  the  older  of  two  children  of  an  intact 
family  of  American  Jewish  origin.  His  younger 
brother  was  diagnosed  as  having  minimal  cerebral 
dysfunction  and  low  normal  intelligence,  and  a pa- 
ternal uncle  was  said  to  have  chronic  schizophre- 
nia. 

Psychiatric  examination  revealed  a small,  slen- 
der adolescent  boy  with  facial  acne  and  a variety  of 
facial  and  body  mannerisms  and  tics.  He  vocal- 
ized a frequent  explosive  “hah,”  “him,”  or  “fu” 
sound.  His  intelligence  was  rated  at  average  to 
high  average.  On  a superficial  level  he  was  rele- 
vant, coherent,  logical,  and  conventional  in  his 
thinking.  Projective  material,  however,  showed 
incongruities,  bizarreness,  preoccupation  with 
wrongdoing  and  punishment,  poor  judgment,  and 
poor  reality  testing.  There  was  great  body  anxie- 
ty, homosexual  anxiety,  and  guilt  over  masturba- 
tion. His  chief  defenses  were  obsessive-compul- 
sive mechanisms,  rigidity,  and  avoidance.  There 
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TABLE  I.  Study  of  4 cases  of  Gilles  de  la  Tourette  syndrome 


Age — 
At 


Case 

At 

Onset 

starting 

Therapy 

Evidences  of 
Organicity 

Psycho- 

dynamics 

Psychiatric 

Diagnosis 

Medication 

Outcome 

1 

Six 

Nine 

Hyperactivity 
in  early 
childhood , 
normal 
electro- 
encephalogram 

Fear  of  bodily 
injury, 
xenophobia 

Reactive 

disorder, 

neurotic 

traits 

Amphetamines 

Free  of  tics  at 
age  twelve, 
good  adult 
adjustment 
with  virtual 
freedom 
from  tics  at 
age  thirty 

2 

Seven 

Nine 

None 

Fear  of  bodily 
injury, 
confusion  of 
psychosexual 
identification, 
xenophobia 

Personality 

disorder, 

passive- 

aggressive 

type 

Meprobamate, 
trifluoperazine 
hydrochloride, 
prochlorperazine , 
diphenhydramine, 
diazepam 

Tics  controlled 
at  age 

thirteen,  free 
of  tics  at 
age  seventeen 

3 

Six 

Nine 

None 

Dependency 

Reactive 

disorder, 

neurotic 

traits 

Hydroxyzine, 

prochlorperazine, 

haloperidol, 

diazepam 

Tics  partially 
controlled, 
such  as  in 
public,  at 
age  twelve 

4 

Thirteen 

Fifteen 

None,  family 
history  of 
psycho- 
pathology and 
organicity 

Fear  of  bodily 
injury, 
xenophobia, 
homosexual 
anxiety, 
masturbatory 
guilt 

Schizo- 

phrenic 

disorder 

Haloperidol, 

fluphenazine, 

diphenylhydantoin, 

phenobarbital 

Progressive 
worsening  and 
deterioration, 
hospitalized 
at  age 

eighteen  and 

showing 

moderate 

improvement 


were  strong  indications  of  an  underlying  schizo- 
phrenic process. 

Psychotherapy  was  attempted  but  was  discon- 
tinued by  the  mother  after  three  visits.  Haloperi- 
dol  was  prescribed  but  was  refused  by  the  patient 
because  he  said  it  made  him  sleepy,  and  he  was 
suspicious  of  being  manipulated  by  drugs. 

His  symptoms  worsened  over  the  ensuing  two 
years  to  the  point  at  which  he  was  smashing  win- 
dows and  bruising  his  face'  with  self-inflicted 
blows.  He  was  unable  to  attend  school  or  go  out 
in  public  because  of  his  uncontrollable  coprolalia. 
Psychotherapy  with  another  psychiatrist  was  inef- 
fective. At  eighteen  years  of  age  he  was  hospital- 
ized and  treated*  with  large  doses  of  haloperidol 
and  then  with  fluphenazine,  both  without  effect. 
In  fact,  his  tics  became  more  extreme  and  took  the 
form  of  touching  his  father’s  genitals  and  his 
mother’s  breasts  and  exposing  himself.  At  age 
nineteen,  he  was  being  treated  with  a combination 
of  diphenylhydantoin,  haloperidol,  and  phenobar- 
bital,  as  well  as  with  intensive  psychotherapy.  On 
this  regimen  he  was  relatively  free  of  tics  and  free 
of  agitation  for  the  first  time  in  five  years  and  has 
completed  high  school. 

Comment 

These  patients  conform  to  the  experience  of 

* At  Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde 
Park,  New  York,  under  the  care  of  Jochanan  Weisenfreund, 
M.D. 


others  in  respect  to  age  of  onset,  predominantly 
before  ten  years,  and  sex;  the  ratio  of  males  to  fe- 
males is  3 to  l.2-10  They  also  coincide  with  the 
general  experience  in  having  normal  intelligence 
and  a relatively  favorable  outcome  (Table  I).2,10 

The  question  of  a cause,  unresolved  elsewhere,  is 
not  appreciably  illuminated  by  this  small  series. 
In  Cases  2 and  4,  traumatic  events  preceded  the 
development  of  tics,  but  in  the  other  2 cases  there 
were  no  antecedent  events.  Moreover,  the  major 
psychologic  trauma  that  Case  3 experienced  with 
the  death  of  his  mother  did  not  reactivate  his  tics. 
The  3 boys  exhibited  similar  kinds  of  psychody- 
namics, namely  body  anxiety  and  sexual  anxiety. 
These  are  problems  that  are  related  to  age,  sex, 
and  the  developmental  process  and  are  not  specific 
for  any  particular  psychiatric  disorder.  In  fact, 
they  are  often  encountered  in  boys  with  no  psychi- 
atric disease. 

With  respect  to  organic  conditions,  these  cases 
do  not  resolve  the  issue.  Case  1 had  an  early  his- 
tory that  is  sometimes  associated  with  minimal 
brain  dysfunction.  He  had  no  confirmatory  find- 
ings in  later  childhood,  however,  and  developed 
into  a completely  normal  adult.  Cases  2 and  3 
presented  no  evidences  of  organic  problems.  Case 
4 had  a positive  family  history  that  included  in- 
stances of  minimal  cerebral  dysfunction  and  schiz- 
ophrenia. The  patient  himself,  however,  had  no 
organic  stigmata,  although  he  did  have  a schizo- 
phrenic-like illness. 
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The  outcome  with  respect  to  control  of  tics  was 
excellent  in  2 cases,  satisfactory  in  1,  and  poor  in  1. 
The  favorable  results  appeared  to  be  related  to  the 
combined  use  of  medication  and  psychotherapy. 
No  opportunity  was  allowed  for  the  possibility  of  a 
spontaneous  remission  in  adolescence,  as  has  been 
reported,  since  the  3 who  improved  were  treated  in 
childhood.2  The  1 patient  who  did  poorly  differed 
from  the  others  in  several  important  respects:  he 
was  the  only  one  with  a postpubertal  onset;  he  had 
a family  history  of  psychopathologic  disease,  an 
underlying  major  mental  disorder,  and  was  unable 
to  develop  a sustained  psychotherapeutic  relation- 
ship. 

This  group  of  patients  cannot  be  used  to  demon- 
strate the  relative  efficacy  of  1 drug  over  another. 
The  variety  of  drugs  employed  testifies  to  the  fact 
that  no  one  drug  was  of  clear  benefit.  Haloperi- 
dol,  which  appears  to  be  so  effective  in  so  many  re- 
ported experiences,  was  of  only  temporary  value  in 
these  cases.11  Diazepam  was  effective  in  control- 
ling anxiety  even  when  it  did  not  affect  the  tics  per 
se. 

In  conclusion,  it  can  be  reaffirmed  that  the  syn- 
drome of  Gilles  de  la  Tourette  is  a symptom  com- 
plex which  can  be  associated  with  a variety  of  psy- 
chiatric disorders  and  which  is  amenable  to  what- 
ever treatment  is  appropriate  to  the  underlying 
disorder. 

Summary 

Four  patients  having  the  syndrome  of  Gilles  de 
la  Tourette  were  followed  for  a period  of  three  to 
twenty-one  years.  The  onset  of  symptoms  w'as  in 
middle  childhood  in  3 cases,  in  adolescence  in  1. 
Three  patients  were  boys,  1 a girl.  No  uniformity 
of  psychiatric  diagnosis  was  found;  2 were  diag- 
nosed as  reactive  disorders,  1 as  personality  disor- 


der, and  1 as  schizophrenic.  Fear  of  bodily  injury 
and  sexual  fears  were  prominent  among  the  boys. 
Treatment  consisted  of  psychotherapy  and  medi- 
cation, but  no  particular  medication  was  found  to 
be  consistently  effective.  The  outcome  was  favor- 
able in  3 patients  and  less  satisfactory  in  the 
fourth,  the  boy  with  the  schizophrenic  disorder. 
It  appeared  that  a poor  outcome  was  associated 
with  adolescent  onset  and  major  psychopathologic 
causes. 

Department  of  Pediatrics 
Downstate  Medical  Center 
451  Clarkson  Avenue 
Brooklyn,  New  York  11203 
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Clinical  Clues 


—Optic  neuritis  may  be  a premonitory  symptom  of  a serious  underlying  disease.  It  occurs  in  multiple  sclerosis, 
sometimes  follows  or  accompanies  infectious  diseases,  and  is  also  caused  by  poisoning:  methyl  alcohol,  carbon  tetra- 
chloride, lead,  or  phalium.  The  onset  is  acute,  and,  in  the  absence  of  other  obvious  causes,  multiple  sclerosis  usually 
receives  first  consideration.  Other  conditions  such  as  systemic  lupus  erythematosus  and  brain  tumor  also  merit  con- 
sideration in  the  differential  diagnosis. 

— An  association  between  vascular  disease  and  peptic  ulcer  is  accepted.  A basis  for  this  association  is  hard  to  define 
but  may  be  due  to  the  common  association  with  smoking.  There  is  an  inverse  correlation  between  blood  pressure 
and  the  frequency  of  peptic  ulcer.  The  incidence  is  found  to  be  diminished  in  men  with  relatively  low  diastolic  blood 
pressure  (Lancet  2:  1225  (1970)). 

— The  association  between  gastrointestinal  bleeding  and  aortic  stenosis  may  be  due  theoretically  to  ischemic  necrosis 
as  a result  of  poor  gastrointestinal  perfusion. 


NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 


May  1 975/  New  York  State  Journal  of  Medicine  895 


Vertigo  strikes  out! 


Antivert/25 


(meclizine  HC1)  25  mg.  Tablets 

for  vertigo 


□ Found  useful  in  the  management  of  vertigo*  asso' 
ciated  with  diseases  alfecting  the  vestibular  system. 

□ Can  relieve  the  nausea  and  vomiting  often  associ' 
ated  with  vertigo  * 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo*: 
one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HC1)  12.5 
mg.  scored  tablets,  for  dosage  convenience  and 
flexibility. 

□ Antivert/ 25  (meclizine  HC1)  25  mg.  Chewable 
Tablets  are  available  for  nausea,  vomiting  and  dizz v 
ness  associated  with  motion  sickness. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Research 
Council  and / or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associ- 
ated with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HC1)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  terato- 
genic effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg. /kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility7 and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

More  detailed 
professional  information 

..  A division  of  Pfizer  Pharmaceuticals 

available  on  request.  New  York  New  York  10017 


897 


Pseudotumoral  Varices 
of  Esophagus 

DONALD  DONNER,  M.D. 

Jamaica,  New  York 

FRANCISCO  ESQUERRE,  M.D. 

Jamaica,  New  York 

JAN  JAKOB  SMULEWICZ,  M.D. 

Jamaica,  New  York 

From  the  Department  of  Radiology,  Queens  Hospital  Center, 
Affiliation  of  the  Long  Island  Jewish-Hillside  Medical  Center 

Esophageal  varices  resembling  tumors  are  well 
documented  in  the  radiologic  literature  and  are 
usually  considered  in  the  differential  diagnosis  of 
expansive  lesions  in  and  around  the  esophagus.  A 
review  of  the  literature,  however,  revealed  that  the 
majority  of  the  reported  cases  presented  mass  le- 
sions of  the  mediastinum.  A recent  case  seen  in 
this  department  presented  an  infiltrative  lesion  of 
the  esophagus,  which  prompted  this  case  report. 

Case  report 

A sixty-six-year-old  white  female  was  admitted 
on  February  13,  1972,  with  a history  of  bloated 
stomach,  nausea,  and  vomiting  for  ten  days. 
There  was  a long  history  of  alcoholism  of  approxi- 
mately one-half  pint  of  whiskey  per  day,  delerium 
tremens  for  five  years,  and  episodes  of  blackouts 
and  “spells.”  The  patient  had  not  been  able  to 
stand  or  walk  for  the  last  four  months  and  had  not 
been  eating  for  six  months.  The  past  history  in- 
cluded a possible  myocardial  infarction  one  year 
prior  to  admission. 

Physical  examination.  On  admission  the  pa- 
tient was  icteric,  in  anasarca,  and  had  alcoholic 
breath,  0.12  mg.  per  100  ml.,  blood  pressure  170/ 
105,  pulse  rate  104,  and  respiration  28.  The  abdo- 
men was  bloated  and  tense. 

Laboratory.  Serum  glutamic  oxaloacetic 
transaminase  (SGOT)  [serum  multiple  analyzer-12 
(SMA)]  was  112,  lactic  dehydrogenase  (LDH)  362, 
amylase  85,  and  bilirubin  8.7. 

Radiologic.  Admission  chest  film  suggested 
right  subpulmonic  effusion;  the  abdomen  was  sug- 
gestive of  ascites.  Barium  enema  on  February  15, 
1972,  showed  essentially  negative  findings.  An 
upper  gastrointestinal  series  performed  on  Febru- 
ary 16,  1972,  three  days  after  admission,  revealed  a 
deformity  of  the  distal  third  of  the  esophagus  due 
to  a sliding-type  hiatal  hernia  and  a large  indenta- 
tion of  the  anterior  aspect  of  the  esophagus  highly 
suggestive  of  an  intramural  lesion  with  a suspend- 


ed image  suggesting  ulceration.  Peristaltic  waves 
appeared  abnormal  on  fluoroscopy.  Incidentally 
found,  also,  was  the  presence  of  a diverticulum  of 
the  second  portion  of  the  duodenum  and  an  abnor- 
mal small  bowel  pattern  possibly  due  to  edema. 
Peritoneal  fluid  gave  a negative  finding  for  malig- 
nant cells  on  Papanicolaou  smear,  and  the  cell 
block  was  noncontributory.  A liver  scan  was  con- 
sidered compatible  with  cirrhosis. 

The  patient’s  hospital  course  was  progressively 
downhill,  with  increasing  jaundice,  6.4  to  8 to  12, 
and  ascites.  On  February  28,  1972,  fifteen  days 
after  admission,  she  became  hypotensive  and  ex- 
pired. Postmortem  examination  revealed  ad- 
vanced cirrhosis  of  the  liver,  ascites,  moderate 
splenomegaly,  and  esophageal  varices.  There  was 
left  ventricular  hypertrophy.  No  evidence  of  neo- 
plastic disease  was  found. 


Comment 

Varices  of  the  esophagus  associated  with  portal 
hypertension  may  be  present  as  smoothly  margi- 
nated  posterior  lower  mediastinal  masses.1,2  Sim- 
ilar configurations  may  be  produced  by  phlebec- 
tasia  of  the  azygos  vein  and  by  aneurysm  of  the 
hemiazygos  vein.3,4  Varices  may  also  be  present 
as  infiltrative  lesions  of  the  wall  of  the  esophagus 
and/or  prominent  filling  defects  projecting  into 
the  lumen  of  the  esophagus.5,6 

In  the  case  presented  here  there  was  thickening 
of  the  esophageal  wall,  with  an  irregular  contour 
suggestive  of  an  infiltrative  intramural  lesion, 
compounded  with  a suspended  image  suggesting 
ulceration  (Fig.  1).  Peristaltic  waves  appeared  ab- 
normal fluoroscopically.  Criteria  for  differential 
diagnosis  of  such  lesions  include  (1)  little  or  no  ab- 
normality of  esophageal  motility;  (2)  modification 
of  size  with  peristalsis,  respiration,  and  the  Valsal- 
va maneuver;  (3)  change  of  size  with  reduction  in 
the  upright  position,  if  additional  collateral  path- 
ways are  present  for  the  increased  hydrostatic 
pressure  to  cause  sufficient  runoff1;  (4)  slight  or 
minimal  thickening  of  the  esophageal  wall  as  iden- 
tified in  the  pleural-esophageal  reflection,  where 
normal  width  of  the  pleuroesophageal  stripe 
should  not  exceed  3 to  5 mm.  in  the  distended 
esophagus7;  and  (5)  lack  of  the  sharply  defined 
segmental  border  that  ordinarily  characterizes  a 
tumor.  For  questionable  cases,  Preger  et  al.8  have 
suggested  the  use  of  vasopressin  (Pitressin)  to 
lower  portal  pressure  and,  alternately,  of  an  intra- 
venous infusion  of  dextran  which  increases  portal 
pressure;  detumescence  and  erection,  respectively, 
of  the  questionable  mass  would  speak  in  favor  of 
varices.  Endoscopy  is  quite  reliable  in  esophageal 
varices,  although  much  less  so  in  varices  of  the  gas- 
tric fundus.  Splenoportography  will  usually  give 
accurate  information  in  cases  of  varices  of  portal 
origin,  while  the  presence  of  other  signs  of  a supe- 
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FIGURE  1.  Irregular  area  of  narrowing  in  esophagus.  (A)  Lower  third  with  suggestion  of  shelf  defect.  (B)  Similar  defor- 
mity in  lateral  view,  with  disruption  of  mucosal  folds  and  sharply  demarcated  superior  border. 


rior  vena  cava  syndrome  and  a superior  vena  cavo- 
gram  will  clarify  cases  of  “downhill”  varices. 
However,  it  must  be  borne  in  mind  that  there  are 
exceptions  to  these  general  criteria;  thus,  if  there  is 
no  change  in  size  of  the  mass  from  an  erect  to  a re- 
cumbent position  while  other  studies  are  sugges- 
tive of  varices,  rather  than  speaking  against  esoph- 
ageal varices,  this  finding  would  suggest  portal 
thrombosis  as  the  most  probable  cause  of  the  vari- 
ces, since  in  this  condition  occlusion  of  collaterals 
would  block  runoff.1  Thickening  of  the  esopha- 
geal wall  may  be  present  in  varices,  and  sufficient 
edema  of  the  esophageal  wall  may  alter  peristal- 
sis.1 

In  concluding,  it  would  seem  appropriate  to 
bring  to  mind  the  fact  that  the  reverse  situation 
may  occur,  in  which  carcinoma  of  the  esophagus 
may  simulate  varices  when  it  presents  a superficial 
extensive  growth;  in  this  case,  the  same  criteria 
mentioned  before  apply  in  reverse.9  Also,  esopha- 
geal varices  may  be  present  as  a consequence  of 
neoplastic  lesions  of  the  cardias  in  a small  number 
of  cases.10  However,  in  the  presence  of  a mass  le- 
sion of  the  gastric  fundus,  the  accurate  diagnosis 
of  esophageal  varices  as  versus  carcinoma  is  of  the 
highest  importance  in  making  a similar  differen- 
tial diagnosis  of  the  fundic  lesion. 


Summary 

A case  of  esophageal  varices  simulating  an  infil- 
trative lesion  of  the  esophagus  is  presented.  A re- 
view of  differential  diagnostic  criteria  is  outlined. 
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Infections  of  the  central  nervous  system  (CNS) 
by  Candida  albicans  are  rare  except  in  patients 
who  are  either  debilitated  or  who  are  receiving 
treatment  with  antibiotics,  steroids,  or  cytotoxic 
drugs.1-2  This  report  describes  a middle-aged 
woman  with  Candida  meningitis  and  brain  abscess 
in  whom,  despite  intensive  clinical  study,  the  diag- 
nosis was  not  arrived  at  antemortem.  The  likely 
cause  of  her  nervous-system  infection  was  chronic 
Candida  otitis  and  osteomyelitis.  The  case  is  re- 
ported to  emphasize  the  occurrence  of  Candida 
meningitis  in  otherwise  healthy  people,  to  suggest 
the  diagnostic  techniques  that  might  have  estab- 
lished the  diagnosis  while  the  patient  was  alive, 
and  to  discuss  the  unusual  granulomatous  arteritis 
found  at  postmortem  examination. 

Case  report 

A forty-nine-year-old  white  female  was  admit- 
ted to  the  hospital  because  of  lethargy  for  one 
week.  Six  weeks  prior  to  admission  she  developed 
a nonthrobbing  continuous  right-temporal  head- 
ache and  earache  for  which  she  was  treated  with 
intramuscular  penicillin  and  oral  carbamazepine 
and  pentazocine  hydrochloride.  The  earache 
cleared,  but  the  headache  was  relieved  only  inter- 
mittently. She  was  able  to  perform  her  clerical 
work  until  one  week  before  admission  when  she 
had  several  episodes  of  vomiting  and  became 
lethargic.  The  right  temporal  headache  persisted, 
and  by  the  day  of  admission  she  was  too  weak  to 
walk. 

Her  blood  pressure  reading  was  130/90;  pulse  80 
per  minute  and  regular;  temperature  37.5°  C., 
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orally;  and  respiration  15  per  minute  and  regular. 
She  was  obtundent  and  pale.  The  skin  had  no  pe- 
techiae  or  ecchymosis,  nor  was  there  any  scalp  or 
mastoid  tenderness.  The  external  ears  were  non- 
tender to  manipulation,  and  both  tympanic  mem- 
branes were  clear.  There  was  no  inflammation  of 
the  oral  mucosa  or  tongue,  and  the  neck  was  sup- 
ple with  a full  range  of  motion;  her  chest  was  clear, 
and  there  was  no  heart  murmur.  There  was  no 
lymphadenopathic  condition,  and  neither  the  liver 
nor  the  spleen  was  palpable. 

Although  lethargic,  the  patient  was  oriented  to 
date  and  place,  but  had  difficulties  with  calcula- 
tions and  general  information.  There  was  no  pap- 
illedema. Abnormalities  of  the  cranial  nerves  in- 
cluded a left  horizontal  nystagmus  on  left  lateral 
gaze,  a right  rotary  nystagmus  on  right  lateral 
gaze,  and,  possibly,  a mild  left  facial  weakness. 
Both  the  Rinne  and  the  Weber  hearing  test  find- 
ings were  normal,  but  she  heard  the  sound  of  a 
watch  ticking  slightly  better  on  the  right  side. 
The  stretch  reflexes  were  slightly  more  active  on 
the  left  side,  and  the  abdominal  reflexes  were  ab- 
sent on  the  left  side.  The  examination  findings 
were  otherwise  normal. 

Initial  laboratory  data.  A complete  blood 
count  included  a hemoglobin  of  13.3  mg.  per  100 
ml.,  and  a leukocyte  count  of  12,500  per  cubic  mil- 
limeter. The  differential  white  blood-cell  count 
showed  90  per  cent  neutrophils,  2 per  cent  bands, 
and  8 per  cent  lymphocytes.  Urinalysis  and  stool 
examination  findings  were  normal,  as  were  serum 
electrolytes,  blood  sugar,  and  blood  urea  nitrogen. 
A sedimentation  rate  was  11,  Wintrobe  method. 
Radiographic  findings  of  the  skull  and  chest  were 
normal. 

The  lumbar  puncture  revealed  an  opening  pres- 
sure of  180  mm.  of  water.  The  CSF  (cerebrospinal 
fluid)  was  colorless  and  clear,  and  the  benzidine 
test  for  hemoglobin  showed  negative  findings. 
There  were  180  white  blood  cells,  of  which  97  per 
cent  were  lymphocytes  and  3 per  cent  were  neutro- 
phils. The  glucose  was  27  mg.  per  100  ml.,  and  the 
protein  111  mg.  per  100  ml.  Findings  for  Gram 
stain,  India  ink  preparation,  and  Zeihl-Neelsen 
stains  were  normal. 

There  was  no  reaction  to  fungal  skin  tests,  in- 
cluding histoplasmin,  blastomycin,  and  coccidi- 
oidin,  or  to  a second-strength  purified  protein  de- 
rivative test;  there  was  a reaction  to  the  mumps 
skin  test.  The  electroencephalogram  record  was 
symmetric  with  a slow  background  of  6 to  7 cycles 
per  second  medium  voltage  activity,  with  inter- 
mixed slowing  to  3 to  5 cycles  per  second  low-to- 
medium  voltage  activity.  There  was  no  focal  slow- 
ing. 

Hospital  course.  The  patient  was  placed  on 
intravenous  ampicillin,  isoniazid,  and  streptomy- 
cin. After  six  days,  because  of  lack  of  clinical  re- 
sponse and  cultures  negative  for  bacteria  and  fungi 
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and  skin  test  results,  these  drugs  were  discontin- 
ued. Because  of  abnormalities  of  the  left  side,  a 
right  carotid  arteriogram  was  performed,  the  re- 
sults of  which  were  normal. 

Other  than  fluctuations  in  her  level  of  alertness 
and  a temperature  varying  between  38  and  39°  C., 
orally,  the  patient’s  course  remained  stable  for 
three  weeks.  During  this  time  she  had  eight  spi- 
nal fluid  examinations,  in  all  of  which  the  fluid 
contained  between  60  and  180  white  blood  cells 
with  90  to  97  per  cent  lymphocytes.  On  two  sepa- 
rate Wright  stains,  50  per  cent  of  the  cells  were 
neutrophils,  of  which  half  were  polymorphonucle- 
ar and  half  were  eosinophils;  the  other  50  per  cent 
were  lymphocytes.  The  CSF  glucose  levels  varied 
from  5 to  30  mg.  per  100  ml.,  and  the  CSF  protein 
findings  varied  from  100  to  150  mg.  per  100  ml. 
Repeated  cultures  of  the  spinal  fluid  for  bacteria, 
fungi  and  acid-fast  bacteria  were  negative.  For 
fungal  cultures,  the  spinal  fluid  was  incubated  in 
blood  broth,  thioglycolate,  and  Sabouraud’s  medi- 
um, the  latter  of  which  was  incubated  at  room 
temperature  and  at  37°  C.  for  three  weeks.  Five 
CSF  specimens  were  reviewed  cytologicallv;  no  ev- 
idence of  a malignant  condition  was  seen. 

Barium  enema,  liver  scan,  intravenous  pyelo- 
gram,  lymphangiogram,  bone  survey,  brain  scan, 
and  proctoscopy  findings  were  within  normal  lim- 
its. An  otolaryngologist  could  find  no  clinical  evi- 
dence of  ear  disease.  Radiographic  findings  of  the 
skull,  sinuses,  and  mastoid  bones,  including  tomo- 
grams of  the  petrous  bones,  were  all  within  normal 
limits.  Cultures  of  blood  and  urine  were  repeat- 
edly negative,  as  was  a culture  of  bone  marrow. 

Three  weeks  after  admission  the  patient  devel- 
oped weakness  of  the  left  side  and  was  more  ob- 
tundent. Another  right-carotid  arteriogram  re- 
vealed no  localized  cerebral  abnormality,  although 
there  was  an  increase  in  the  size  of  the  lateral  ven- 
tricles. A pneumoencephalogram  outlined  mild 
enlargement  of  the  lateral  ventricles  with  some  di- 
latation of  both  temporal  horns;  only  a small 
amount  of  air  passed  anteriorly  over  the  frontal 
lobes. 

Because  of  the  worsening  of  her  condition  and 
the  inconclusive  clinical  findings,  a right  temporal 
lobe  biopsy  was  obtained;  this  showed  chronic  in- 
flammatory infiltrate  in  the  leptomeninges.  The 
cortex  had  mild  astrocytic  proliferation  in  the  sub- 
pial  region  but  was  otherwise  normal.  Sections 
stained  with  Gomori  methenamine  silver  and  peri- 
odic acid-Schiff  (PAS)  were  negative  for  fungi,  and 
a Gram  stain  was  negative  for  bacteria.  All  cul- 
tures were  negative. 

Several  days  later  the  patient  became  stuporous. 
She  had  bilateral  sixth-nerve  weakness  and  bilat- 
eral extensor  plantar  responses.  Forty  ml.  of  CSF 
were  then  sent  for  bacterial  and  fungal  culture. 
The  blood  broth  grew  C.  albicans.  The  serum 
agglutinin  titer  to  this  cultured  strain  of  Candida 
was  1:32.  Tests  for  Candida  precipitins  showed 


normal  findings.  Candida  agglutinins  and  precip- 
itins in  the  CSF  were  absent.  Moreover,  there  was 
no  reaction  via  the  Ouchterlony  technique  be- 
tween spinal  fluid  and  rabbit  antiserum  to  C.  albi- 
cans, suggesting  that  antigen  excess  was  not  pres- 
ent. 

The  patient  became  comatose,  developed 
Cheyne-Stokes  respiration,  and  became  progres- 
sively flaccid.  She  developed  pneumonitis  and 
died  one  month  after  admission. 

Postmortem  examination.  General  postmor- 
tem examination  revealed  bronchopneumonia  and 
a solitary,  small  Aspergillus  abscess  of  the  lung. 
No  other  pertinent  findings  were  found  outside 
the  central  nervous  system. 

The  brain  weighed  1,330  Gm.  On  external  ex- 
amination, there  was  moderately  severe  and  dif- 
fuse edema  of  the  cerebral  hemispheres  with  swell- 
ing of  the  gyri  and  narrowing  of  the  sulci.  Other 
than  at  the  area  of  the  biopsy  site,  the  meninges 
over  the  cerebral  hemispheres  appeared  normal. 
Examination  of  the  base  of  the  brain  revealed  a 
thick,  gray-white  exudate  in  the  leptomeninges 
(Fig.  1A).  The  exudate  was  most  marked  in  the 
pontine  region  where  there  was  accumulation  of 
necrotic  debris  several  millimeters  in  thickness, 
which  also  surrounded  the  basilar  artery  and,  to  a 
lesser  extent,  its  branches.  On  coronal  sections 
through  the  cerebral  hemispheres,  a soft,  yellow, 
necrotic  mass  measuring  3.5  cm.  in  diameter  with 
ill-defined  margins  was  identified  in  the  left  poste- 
rior temporal  lobe. 

Microscopic  sections  were  stained  with  hema- 
toxylin and  eosin,  Gomori  methenamine  silver, 
and  periodic  acid-Schiff.  At  the  base  of  the  brain 
there  were  abundant  pseudohyphae  typical  of  C. 
albicans  associated  with  marked  granulomatous 
inflammation  with  giant  cells  (Fig.  IB).  The  basi- 
lar artery  and  its  immediate  branches  near  their 
ostia  manifested  a severe  arteritis  with  granuloma- 
tous inflammation  and  thickening  of  the  intima 
and  fibrinoid  necrosis  of  the  media.  There  was 
marked  narrowing  of  the  lumina,  and  numerous 
fungi  were  growing  throughout  the  walls  of  the 
vessels,  including  the  intima  (Fig.  1C).  However, 
the  lumina  were  free  of  fungi  and,  although  filled 
with  blood,  contained  no  thrombotic  material. 
The  fungal  meningitis  extended  to  involve  the  cer- 
vical and  high  thoracic  spina1  cord  with  fungi  pres- 
ent focally  in  the  dura  and  in  nerve  roots.  A mo- 
nonuclear inflammation  was  present  in  the  lower 
spinal  cord,  but  fungi  were  not  present.  A less 
marked  granulomatous  inflammation  of  the  men- 
inges with  scattered  filamentous  fungi  was  present 
over  the  cerebellum.  The  lesion  in  the  left  tempo- 
ral lobe  consisted  of  necrosis  and  granulomatous 
inflammation  with  numerous  filamentous  pseu- 
dohyphae growing  into  the  adjacent  brain  paren- 
chyma. The  borders  of  the  abscess  were  ill  de- 
fined. Fungi  were  also  invading  the  caudate  nu- 
cleus superficially  adjacent  to  the  lateral  ventricles 
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FIGURE  1.  (A)  Cross-section  through  medulla  and  cere- 

bellum showing  thick  exudate  in  leptomeninges  at  base  of 
brain.  (B)  Microscopic  section  of  exudate  in  (A)  show- 
ing numerous  pseudohyphae  (methenamine  silver).  (C) 
Cross-section  of  intima  (I)  and  media  (M)  of  basilar  artery 
with  lumen  (L)  at  top.  Note  marked  inflammatory  thicken- 
ing of  intima  and  fungi  (arrows)  in  arterial  wall,  also  fibri- 
noid necrosis  of  media  (PAS  X 128). 

and  were  present  in  the  ependymal  lining  through- 
out the  brain.  At  least  25  sections  at  random  sites 
from  all  lobes  of  the  cerebrum,  including  the  biop- 
sy site  and  adjacent  tissue,  revealed  a nonspecific 
mononuclear  inflammation  of  the  meninges  simi- 
lar to  that  of  the  antemortem  biopsy  with  com- 
plete absence  of  fungi. 

Serial  sections  of  the  right  petrous-temporal 
bone  around  the  inner  and  middle  ear  contained 
focal  areas  of  necrosis  and  hemorrhage  that  ex- 
tended to  the  mastoid  air  cells  posteriorly.  Micro- 
scopically, osteomyelitis,  with  destruction  of  por- 
tions of  the  inner  ear  and  necrosis  of  bone,  was 
present,  and  budding  yeast  forms  consistent  with 
Candida  were  scattered  in  the  necrotic  debris  (Fig. 
2). 

Postmortem  cultures  of  the  exudate  at  the  base 
of  the  brain  grew  C.  albicans,  but  only  in  blood 
broth. 

Comment 

This  patient’s  history  and  initial  clinical  and 
laboratory  findings  share  many  features  of  other 


adult  cases  of  chronic  meningitis  due  to  C.  albi- 
cans. The  two-month  course  of  headache  and 
then  lethargy  is  typical.  In  previous  reports  of 
Candida  meningitis  occurring  in  the  absence  of  a 
known  underlying  disease,  the  duration  of  symp- 
toms varied  from  several  days  to  twelve  months, 
with  two  thirds  of  the  cases  having  symptoms  for 
more  than  two  months  before  the  diagnosis  was 
made.3-14  Other  typical  features  include  cranial 
nerve  and  supranuclear  motor  dysfunction,  as  well 
as  the  CSF  findings  of  low  glucose,  elevated  pro- 
tein, and  pleocytosis. 

There  was  no  obvious  reason  why  the  patient 
should  have  been  predisposed  to  a Candida  infec- 
tion. She  was  not  chronically  ill  nor  was  there  a 
history  of  frequent  infections.  Both  serum  pro- 
tein electrophoresis  and  immunoelectrophoresis 
findings  were  normal.  The  meningitis  in  this  pa- 
tient probably  was  secondary  to  otitis  media;  her 
symptoms  started  with  an  earache  for  which  she 
received  penicillin.  Although  otitis  was  consid- 
ered, neither  otologic  examination  nor  radiologic 
studies  of  the  petrous  bone  and  mastoid  areas  sup- 
ported the  diagnosis.  At  autopsy  there  was  os- 
teomyelitis of  the  bony  labyrinth  with  destruction 
of  much  of  the  inner  ear;  budding  yeast  forms  con- 
sistent with  Candida  were  seen  in  the  necrotic 
bone.  To  our  knowledge,  only  in  infants  has  Can- 
dida meningitis  been  reported  to  possibly  compli- 
cate an  ear  infection.15,16 
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FIGURE  2.  (A)  Microscopic  section  of  bony  encasement  of  right  middle  ear;  necrotic  spicules  of  bone  and  mononuclear 

infiltrate  (hematoxylin  and  eosin  X 125).  (B)  Budding  yeast  forms  in  necrotic  debris  shown  in  (A)  (methenamine  silver  X 
245). 


An  atypical  aspect  of  this  patient’s  illness  was 
the  marked  difficulty  in  culturing  C.  albicans  from 
the  spinal  fluid.  In  most  cases  of  meningitis  due 
to  Candida,  the  organism  is  easily  cultured  from 
the  CSF.  In  this  case,  7 separate  spinal  fluid  cul- 
tures for  fungi  were  negative.  The  volume  of 
these  samples  varied  from  3 to  7 cc.  Only  after  an 
eighth  specimen,  in  which  40  cc.  were  sent,  did  the 
Candida  grow  out  in  a single  blood  broth.  At  au- 
topsy, the  Candida  were  primarily  in  the  mycelial 
stage,  and  may  have  been  adherent  to  the  menin- 
ges and  vessel  walls  and  not  easily  shed  into  the 
CSF.  Inoculation  of  this  patient’s  CSF  with 
yeast-phase  C.  albicans  yielded  florid  growth  ex- 
clusively in  the  yeast  phase,  ruling  out  inhibition 
of  growth  of  Candida  by  the  patient’s  spinal  fluid. 
No  transformation  to  the  filamentous  phase  was 
observed. 

An  equally  perplexing  aspect  of  this  case  was 
the  total  lack  of  organisms  in  the  right  temporal 
lobe  biopsy.  Although  clinically  this  appeared  to 
be  the  most  reasonable  site,  since  the  patient  had 
weakness  of  the  left  side  and  was  complaining  of 
an  intermittent  right  temporal  headache,  chronic 
fungal  meningitides,  as  in  this  case,  are  often  basi- 
lar in  distribution.17  At  autopsy,  many  sections 
adjacent  to  the  area  of  the  biopsy  and  over  the  en- 
tire cerebrum  failed  to  reveal  fungi,  although  there 


was  a chronic  inflammatory  infiltrate  in  the  men- 
inges. 

Since  the  only  positive  culture  for  Candida  was 
produced  by  sampling  a large  amount  of  CSF,  we 
believe  that  if  the  diagnosis  of  fungal  meningitis  is 
strongly  suspected,  a large  amount  of  cerebral  spi- 
nal fluid,  centrifuged  and  the  sediment  cultured,  is 
more  likely  to  yield  the  organism  than  are  multiple 
specimens  where  small  quantities  are  sent  for  cul- 
ture. 

Cases  of  Candida  central  nervous  system  disease 
without  predisposing  factors  have  shown  predomi- 
nantly granulomatous  lesions  of  the  meninges  and 
brain.  Similarly,  our  case  showed  a chronic  in- 
flammatory response  which  would  be  consistent 
with  the  indolent  course  of  the  illness.  Signifi- 
cantly, the  clinical  study,  serologic  findings,  and 
autopsy  failed  to  provide  evidence  of  a systemic 
candidiasis. 

A striking  pathologic  feature  of  this  case  was  the 
invasion  of  vessel  walls  by  the  fungus  producing  a 
granulomatous  arteritis  of  nearly  all  the  major 
branches  of  the  circle  of  Willis.  These  changes 
were  more  marked  in  the  arteries  of  the  posterior 
circulation  adjacent  to  the  maximum  inflammato- 
ry response.  The  vessels  were  not  thrombosed, 
and  there  were  no  areas  of  secondary  infarction  in 
the  brain. 
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Arteritis  associated  with  Candida  meningitis  is 
not  well  appreciated  although  the  cases  described 
by  Miale4  and  by  Eschwege12  mention  a vasculitis 
of  cerebral  vessels.  Feigin  and  Prose18  reported  a 
case  presumably  due  to  C.  albicans  in  which  in  the 
areas  of  the  leptomeningitis  the  walls  and  lumens 
of  the  intermediate  and  small  arteries  and  veins 
were  infiltrated  with  inflammatory  cells.  Branch- 
ing septate  hyphae  were  present  in  small  numbers 
in  some  of  the  affected  vessels.  The  occurrence  of 
arteritis  with  tuberculous  meningitis  is  well 
known;  it  is  also  predominantly  basilar  in  distribu- 
tion and  has  a granulomatous  type  of  inflamma- 
tion. Doniach19  and  Smith  and  Daniel20  studied 
changes  in  cerebral  vessels  in  cases  of  tuberculous 
meningitis  and  found  that  only  vessels  traversing 
the  exudate  were  altered.  Moreover,  the  grosser 
the  exudate,  the  more  profound  was  the  arteritis. 
Arteries  traversing  sulci  of  the  vertex  where  there 
was  no  exudate  were  unaffected.  The  impression 
of  these  authors  was  that  the  arteritis  of  the  large 
arteries  of  the  base  of  the  brain  is  due  to  a spread 
of  the  inflammatory  process  from  the  basal  menin- 
ges to  the  arteries  that  are  bathed  in  a tuberculous 
exudate.  The  pathogenesis  of  this  case  would 
coincide  with  these  findings  although,  unlike  cases 
of  tuberculous  meningitis  with  focal  findings,  sites 
of  narrowing  or  occlusion  were  not  demonstrated 
angiographically.21 

Summary 

A case  of  chronic  meningitis  due  to  C.  albicans  is 
reported  in  which,  despite  a cerebral  brain  biopsy, 
the  diagnosis  was  not  made  until  the  patient  was 
moribund.  If  CNS  candidiasis  is  suspected  it  is 
recommended  that  a large  quantity  of  spinal  fluid 
be  spun  down  and  cultured,  rather  than  culturing 
multiple  small  quantities.  An  unusual  autopsy 
finding  was  that  the  cerebral  vessels,  especially  the 
basilar  artery  and  its  branches  adjacent  to  the 
meningeal  exudate,  showed  a granulomatous  arte- 
ritis. 
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FIGURE  1.  Electrocardiogram  showing  normally  conducted 
beat  followed  by  Wolf-Parkinson-White  beat. 


The  electrocardiographic  diagnosis  in  a 

thirty-one-year-old  female  who  presented  vague 
chest  pain  of  two  minutes’  duration  was  as  follows. 

In  the  first  electrocardiogram  a normally  con- 
ducted beat  is  followed  by  a Wolff-Parkinson- 
White  beat  (Fig.  1).  The  P-R  interval  of  the  nor- 
mal beat  was  0.16  second,  and  the  QRS  interval 
was  0.08  second,  while  the  P-R  interval  of  the 
Wolf-Parkinson-White  beat  was  only  0.08  second, 
and  the  QRS  interval  was  0.12  second.  Thus,  the 
anomalous  beat  appeared  early  and  simulated  a 
ventricular  premature  beat.  This  also  permitted 
the  appearance  of  a slightly  longer  pause  before 
the  next  normal  beat  occurred.  Thus  one  beat 
was  transmitted  via  the  normal  conduction  path- 
ways while  the  second  anomalous  beat  was  trans- 
mitted via  an  accessory  pathway. 

The  next  day  another  electrocardiogram  was  ob- 
tained (Fig.  2).  The  electrocardiographic  diagno- 
sis was  thereby  modified. 

When  the  subsequent  electrocardiogram  re- 
vealed only  the  Wolf-Parkinson-White  syndrome 
and  these  beats  were  identical  to  the  anomalous- 
appearing  beats  in  the  first  tracing,  Figure  1,  then 
the  true  origin  of  the  anomalous  beats  became  ob- 
vious. Note  the  short  P-R  interval  of  0.08  second 
and  the  QRS  interval  of  0.12  second.  Delta  waves 
can  be  readily  identified. 


i ii  m 


FIGURE  2.  Electrocardiogram  with  Wolf-Parkinson-White 
syndrome  with  beats  identical  to  anomalous-appearing 
beats  in  Figure  1. 
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Multiple  peritoneal  cystic  teratomata  associated 
with  benign  cystic  teratoma  of  the  ovary  are  un- 
common. One  such  case  is  presented. 

Case  report 

A thirty-seven-year-old  Chinese  female  was  ad- 
mitted to  the  gynecologic  service  of  The  New  York 
Hospital  on  October  25,  1971,  with  the  diagnosis  of 
right  ovarian  cyst. 

The  cyst  was  first  discovered  nineteen  months 
prior  to  admission  during  a routine  checkup.  At 
that  time  Papanicolaou  smears  from  the  cervix 
were  reported  class  III,  and  the  patient  was  sub- 
mitted for  cone  biopsy,  the  findings  of  which 
showed  hyperactivity  of  the  basal  cell  layer.  Sub- 
sequently, the  patient  was  asymptomatic;  since  an 
increase  in  the  cyst  size  was  noted,  she  was  admit- 
ted for  surgery. 

Physical  examination  findings  were  completely 
normal,  except  an  8 by  8-cm.  right  adnexal  mass. 


FIGURE  1.  (A)  Peritoneal  teratoma  cyst,  2 by 


A laparotomy  was  performed  on  October  26, 
1972.  On  exploration,  no  free  peritoneal  fluid  was 
found,  but  multiple  adhesions  were  observed.  A 
right  ovarian  cyst  located  posterior  to  the  uterus,  8 
by  8 cm.  in  size,  soft,  intact,  and  adherent  to  the 
lateral  and  posterior  peritoneum,  was  seen.  The 
uterus  and  left  adnexa  were  normal.  A small  2 by 
1.5  by  1.5-cm.  cyst  was  found  adherent  to  the  peri- 
toneum of  the  ileum;  3 similar  cysts  were  felt 
under  the  diaphragm,  and  3 under  the  right  sub- 
costal peritoneum  anteriorly. 

A total  abdominal  hysterectomy,  right  salpingo- 
oophorectomy,  wedge  resection  of  the  left  ovary, 
and  excision  of  the  ileal  peritoneal  cyst  were  per- 
formed. 

The  subdiaphragmatic  and  subcostal  cysts  were 
not  removed  because  exposure  was  not  sufficient 
through  the  Pfannenstiel  incision  used.  It  was 
elected  to  follow  these  cysts  since  the  patient  had 
been  asymptomatic. 

The  postoperative  course  was  normal  and  the 
patient  left  the  hospital  in  good  condition  on  No- 
vember 2,  1971. 

Description 

Right  ovarian  cyst.  The  right  ovarian  cyst 
was  fluctuant,  measuring  approximately  8 cm.  in 
diameter  and  weighing  200  Gm.  On  sectioning, 
the  cyst  contained  large  amounts  of  sebaceous  ma- 
terial and  black  hair.  There  were  no  solid  projec- 
tions into  the  cyst  lumen  or  through  the  external 
surface  of  the  cyst  wall.  The  wall  of  the  cyst  con- 
tained a few  simple  fluid-filled  structures  measur- 
ing up  to  1 cm.  in  diameter. 

Microscopic  findings.  Sections  showed  a typi- 
cal dermoid  cyst  lined  by  benign  squamous  epithe- 
lium and  containing  hair  follicles,  numerous  seba- 
ceous glands,  and  occasional  sweat  glands.  In  one 
area,  a small  amount  of  central  nervous  system  tis- 
sue was  noted. 

Uterus.  The  uterus  was  100  Gm.,  8 by  6 by  5 
cm.,  with  slight  cystic  changes  of  the  cervix.  The 
endometrial  cavity  was  slightly  enlarged,  with  en- 
dometrium forming  polypoid  projections  in  several 
areas. 

Microscopic  findings.  Advanced  secretory  en- 


1.5  by  1.5  cm.  (B)  Same  cyst  cross-sectioned. 


May  1 975/ New  York  State  Journal  of  Medicine  907 


dometrium,  chronic  cystic  cervicitis  slight. 

Left  ovary.  A wedge  resection  of  the  left  ovary 
with  a multiple  cyst  contained  clear  serous  fluid. 

Microscopic  findings.  Follicle  cysts  were  seen 
on  the  left  ovary. 

Peritoneal  Cyst.  The  cyst  measured  2 by  1.5 
by  1.5  cm.,  was  smooth  walled,  and  on  sectioning 
contained  numerous  hairs  and  yellow  viscous  ma- 
terial (Fig.  1). 

Microscopic  findings.  The  cyst  lining  was  very 
indistinct,  and  thin  stratified  squamous  epitheli- 
um was  present  in  only  one  or  two  focal  areas. 
Roots  of  hairs  were  noted  originating  in  the  wall  of 
the  cyst,  and  multinucleated  foreign-body  giant 
cells  were  present. 

Comment 

A dermoid  cyst  may  undergo  degenerative 
changes,  hemorrhage,  suppuration,  rupture,  and 
torsion  of  the  pedicle.1 

As  a complication  of  rupture,  masses  of  dermoid 
material  may  become  encysted  in  the  peritoneum,1 
or  may  produce  generalized  granulomatous  reac- 
tion of  the  peritoneum  or  production  of  reactive 
nodules  looking  like  tuberculous  peritonitis  or  car- 
cinomatosis.2 

According  to  Willis,3  lowly  malignant  ovarian 
teratomas  may  disseminate  in  the  peritoneal  cavi- 


ty. The  metastasis  may  be  composed  either  of  one 
structure  or  of  complex  structures. 

Robboy  and  Scully4  analyzed  12  cases  of  ovarian 
teratomata  in  which  peritoneal  implants  were 
composed  mainly  of  mature  glial  tissue. 

In  this  case  there  were  adhesions,  suggesting  a 
degree  of  peritoneal  reaction;  there  was  no  evi- 
dence of  rupture  of  the  cyst  on  exploration.  No 
malignant  condition  was  found  on  microscopic  ex- 
amination, and  although  central  nervous  tissue 
was  found  in  the  ovarian  cystic  teratoma,  no  such 
tissue  was  discovered  in  the  small  peritoneal  cyst. 

Summary 

One  case  of  benign  ovarian  cystic  teratoma  with 
peritoneal  implants  is  reported.  The  exact  mech- 
anism of  the  appearance  of  the  reported  syndrome 
is  uncertain. 
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Clinical  Clues 


— Recurrent  aphthous  ulcers  of  the  mouth  occur  in  about  19  per  cent  of  the  population,  excluding  obvious  causes 
such  as  trauma  due  to  biting,  dentures,  and  accidents.  In  most  patients  the  lesion  is  limited  to  the  mouth,  but  in  a 
substantial  minority  when  one  or  more  extraoral  sites  are  affected,  the  patient  is  then  said  to  have  Behcet’s  syn- 
drome. As  first  described  the  syndrome  consisted  of  recurrent  oral  and  genital  ulceration  with  iridocyclitis,  but  cuta- 
neous, vascular,  joint,  neurologic,  and  gastrointestinal  manifestations  have  been  added  since. 

— Worcestershire  sauce  contains  a high  concentration  of  acetic  acid,  which  can  cause  renal  damage,  as  well  as  a vari- 
ety of  potentially  nephrotoxic  spices.  Excessive  intake  of  this  sauce  may  be  injurious.  Three  patients  with  bilateral 
renal  calculi  were  found  to  have  aminoaciduria  and  a history  of  long,  continued,  and  excessive  intake  of  Worcester- 
shire sauce  (Lancet  2:  401  (1967)). 

— Diphenylhydantoin  has  been  found  to  produce  hypoglycemia  in  human  beings  and  in  rabbits  (Arch.  Dis.  Child.  46: 
563  (1971);  Epilepsia  6:  243  (1965)). 

— Chronic  active  liver  disease  was  reported  in  6 patients  with  long-standing  constipation  after  one  to  two  years’  daily 
ingestion  of  laxative  preparations  containing  oxyphenisatin  acetate  (New  England  J.  Med.  285:  813  (1971)). 

— Draw  arterial  blood  gases  on  all  patients  with  arrhythmias  difficult  to  control. 

— Do  not  use  electrocardioversion  except  with  considerable  caution  in  patients  on  digitalis  unless  the  drug  has  been 
discontinued  for  forty-eight  hours. 

— Do  not  give  morphine  or  meperidine  hydrochloride  (Demerol)  without  giving  atropine  first  to  patients  who  have  in- 
ferior wall  or  posterior  wall  infarction. 
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Although  pericarditis  is  the  most  frequent  car- 
diac manifestation  of  SLE  (systemic  lupus  erythe- 
matosus), pericardial  tamponade  has  rarely  been 
reported.1-3  A patient  with  pericardial  tampo- 
nade as  the  sole  clinical  feature  of  SLE  provided 
the  opportunity  for  an  examination  of  the  pericar- 
dial fluid,  including  the  measurement  of  total  he- 
molytic complement. 

Case  report 

A twenty-four-year-old  Puerto  Rican  female  was 
admitted  to  the  emergency  room  with  a three-day 
history  of  sharp  precordial  chest  pain.  This  pain 
was  constant,  but  was  increased  by  recumbency, 
especially  when  lying  on  the  left  side.  In  the  three 
years  prior  to  the  present  admission,  she  had  had 
three  previous  episodes  of  similar  chest  pain,  each 
lasting  from  one  to  three  days  and  terminating  ei- 
ther spontaneously  or  with  aspirin  therapy.  She 
also  had  a three-year  history  of  recurrent  attacks 
of  arthritis  with  red,  hot,  swollen  joints  involving 
both  the  large  and  small  joints  of  her  upper  and 
lower  extremities,  lasting  up  to  one  week  and  ceas- 
* This  work  was  supported  by  National  Institutes  of  Health 
Training  Grant  T01  AM  05082. 


ing  with  aspirin.  Her  arthritis  flared  during  her 
second  pregnancy.  There  was  no  history  of  skin 
rashes,  photosensitivity,  hair  loss,  pleurisy,  Ray- 
naud’s phenomenon,  dyspnea,  hypertension,  renal 
disease,  anemia,  or  bleeding  dyscrasia;  there  was 
no  family  history  of  arthritis.  Her  only  recent 
medication  was  aspirin.  She  had  taken  oral  con- 
traceptives for  two  years,  discontinuing  them  eight 
months  prior  to  the  present  admission.  On  physi- 
cal examination,  the  patient  was  in  mild  distress 
complaining  of  chest  pain.  Vital  signs  were  a 
blood  pressure  reading  of  95/70  in  both  recumbent 
and  sitting  positions,  a pulse  reading  of  110,  respi- 
ratory rate  of  24,  and  a temperature  of  98°  F. 
There  were  no  rales,  petechiae,  or  alopecia,  and 
head  and  neck  examination  findings  were  normal. 
There  were  a few  small  posterior  cervical  and  axil- 
lary lymph  nodes  palpable.  The  lungs  were  clear, 
and  cardiac  examination  revealed  a loud,  two-com- 
ponent friction  rub.  There  were  no  murmurs,  and 
the  cardiac  border  was  percussed  at  the  midclavic- 
ular  line  in  the  fifth  intercostal  space.  There  was 
no  neck-vein  distention,  hepatosplenomegaly,  or 
evidence  of  arthritis.  Admission  laboratory  data 
were:  hematocrit  37,  white  blood-cell  count 

11,600  per  cubic  millimeter,  with  89  per  cent  neu- 
trophils and  11  per  cent  lymphocytes.  Erythro- 
cyte sedimentation  rate  (Westergren)  was  112  mm. 
per  hour.  Levels  for  blood  urea  nitrogen,  glucose, 
electrolytes,  calcium,  phosphorous,  cholesterol, 
creatinine,  uric  acid,  bilirubin,  alkaline  phospha- 
tase, creatinine  phosphokinase,  serum  glutamic 
oxaloacetic  transaminase,  and  lactic  acid  dehydro- 
genase were  all  within  normal  limits.  Urinalysis 
showed  no  cells,  protein,  or  glucose.  Chest  x-ray 
films  revealed  slight  cardiomegaly  with  an  infil- 
trate or  effusion  at  the  right  lung  base.  Electro- 
cardiogram findings  showed  S-T  segment  eleva- 
tion in  leads  I,  II,  III,  aVl,  aVf,  V5,  and  V6-  Initial 
LE  preparation  findings  were  normal. 

Other  laboratory  data  obtained  during  her  hos- 
pitalization included  a skin  test  negative  for  tuber- 
culosis, normal  serum  protein  electrophoresis  find- 
ings, a serum  latex  flocculation  of  1:640,  and  a 
strongly  positive  fluorescent  antinuclear  antibody 
test.  A second  LE  preparation  findings  was  nor- 
mal. A test  for  serum  anti-DNA  (deoxyribonu- 
cleic acid)  antibodies  revealed  60  per  cent  binding, 
the  normal  value  being  less  than  20  per  cent.4 
The  total  serum  hemolytic  complement  was 
165  CH50  units,  above  150  units  being  normal,  and 
the  BjC  (beta-1  component  of  serum)  was  normal 
at  a titer  of  1:16  as  measured  by  immunodiffu- 
sion.5 Direct  and  indirect  Coombs  test  findings 
were  normal,  the  antistreptolysin  O (ASLO)  titer 
was  less  than  1:80,  a twenty-four  hour  urine  speci- 
men contained  less  than  150  mg.  of  protein,  and  a 
creatinine  clearance  was  90  ml.  per  minute. 

She  was  initially  treated  with  aspirin,  4.8  g. 
daily.  Four  days  after  admission  the  patient  sud- 
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FIGURE  1.  (A)  Chest  film  demonstrating  enlargement  of  cardiac  silhouette  with  pericardial  effusion.  (B)  Arrow  on  angio- 

gram points  to  border  of  right  atrium. 


denly  developed  increased  chest  pain,  her  electro- 
cardiogram revealed  fuither  S-T  segment  eleva- 
tion, her  blood  pressure  fell  to  80/70,  pulse  rate 
rose  to  150  per  minute,  and  for  the  first  time  there 
was  neck-vein  distention  at  30  degrees,  but  no  pul- 
sus paradoxus.  She  was  given  200  mg.  of  hydro- 
cortisone intravenously.  A chest  x-ray  film  dem- 
onstrated an  increased  size  of  the  cardiac  shadow, 
and  a cardiac  angiogram  demonstrated  a large 
pericardial  effusion  (Fig.  1).  The  patient  contin- 
ued to  be  hypotensive  and  developed  a pulsus  par- 
adoxus of  15  mm.  Hg.  She  underwent  pericardial 
fenestration  with  drainage  tubes  placed  in  the  per- 
icardium and  the  left  pleural  space;  300  ml.  of 
cloudy  straw-colored  fluid  were  removed  from  the 
pericardium  which  was  covered  with  a fibrinous 
exudate.  Gram  stain  of  the  pericardial  fluid 
showed  no  organisms,  but  sheets  of  white  blood 
corpuscles  with  at  least  90  per  cent  neutrophils 
were  seen.  An  acid-fast  stain  on  the  fluid  showed 
no  organisms.  The  pericardial  fluid  protein  was 
6.8  Gm.  per  100  ml.,  glucose  20  mg.  per  100  ml., 
and  the  cholesterol  level  165.  A fluorescent  anti- 
nuclear antibody  test  performed  on  the  pericardial 
fluid  disclosed  positive  findings,  the  latex  floccula- 
tion was  1:640,  and  the  measurement  of  anti-DNA 
antibodies  showed  38  per  cent  binding.  No  hemo- 
lytic complement  activity  could  be  detected.  All 
blood  and  pericardial  fluid  cultures  for  bacteria 
showed  negative  findings.  Histologic  examination 
of  the  pericardium  showed  a fibrinopurulent  peri- 
carditis. 

Following  surgery,  the  patient  was  maintained 
on  60  mg.  per  day  of  prednisone,  which  was  gradu- 
ally tapered  to  40  mg.  Three  months  after  surgery 
she  was  asymptomatic,  and  her  erythrocyte  sedi- 
mentation rate  (Westergren)  was  15  mm.  per  hour. 

Comment 

Numerous  investigators  have  pointed  out  the 
frequency  of  pericardial  disease  in  SLE.  DuBois 
and  Tuffanelli6  reported  a 30.5  per  cent  incidence 


of  clinical  pericarditis  in  520  cases,  and  Harvey  et 
al.~  reported  a 45  per  cent  incidence  in  105  cases. 
Autopsy  evidence  of  pericarditis  is  much  more  fre- 
quent, reported  as  from  50  to  80  per  cent  in  vari- 
ous series.8,9  Harvey  et  al~  have  emphasized  the 
fact  that  pericardial  involvement  usually  occurs 
during  an  acute  exacerbation  of  the  illness,  but 
only  rarely  is  it  the  initial  clinical  manifestation. 

The  pericardial  fluid  in  SLE  has  been  variously 
described.  In  this  case,  the  pericardial  fluid  was  a 
purulent  exudate,  and  the  cell  count  showed  great- 
er than  90  per  cent  neutrophils.  Although  most 
other  reports  do  not  mention  an  exudate,  it  is  not 
surprising  that  the  pericardial  fluid  is  often  an  ex- 
udate since  the  pleural  fluid  in  many  cases  of  SLE 
is  exudative.7’8  In  addition,  the  pericardial  fluid 
in  our  patient  demonstrated  positive  antinuclear 
antibodies,  anti-DNA  antibodies,  and  a positive 
latex  fixation.  Hunder,  McDuffie,  and  Hepper10 
showed  that  in  the  pleural  effusions  of  6 patients 
with  SLE,  rheumatoid  factor  was  present  in  3,  and 
all  6 had  antinuclear  antibodies. 

Most  notable  was  the  absence  of  total  hemolytic 
complement  in  the  pericardial  fluid  despite  a nor- 
mal serum  hemolytic  complement  and  BiC.  To 
ascertain  normal  pericardial  fluid  complement  lev- 
els, we  obtained  a series  of  pericardial  fluids  from 
patients  undergoing  open-heart  surgery.  These 
pericardial  fluids  were  assayed  for  total  hemolytic 
complement  together  with  a sample  of  blood  ob- 
tained from  each  patient  prior  to  surgery.  All 
measurements  of  complement  were  done  by  the 
method  of  Kent  and  Fife.5  The  fluids  were  ob- 
tained and  centrifuged  within  one  hour  and  refrig- 
erated at  —70°  F.  All  assays  were  made  within  one 
week.  As  shown  in  Table  I,  total  hemolytic  com- 
plement values  in  serum  from  the  control  group  as 
well  as  in  our  patient  with  SLE  were  normal,  150 
to  250  units  per  milliliter,  for  our  laboratory.  The 
pericardial  fluid  hemolytic  complement  values  in 
the  controls  were  all  above  25  units  per  milliliter 
with  a mean  of  52  units  per  milliliter,  while  no  he- 
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TABLE  I.  Total  hemolytic  complement  levels  in 
pericardial  fluid  and  serum 


Case 

Diagnosis 

/ Pericardial  Fluid 

CH6o/ 

CH60  Protein  Protein 

(Units  per  (Gm.  per  (Units  per 
Milliliter)  100  Ml.)  Gm.  X 1Q2) 

- — Serum — - 
CHeo 

(Units  per 
Milliliter) 

i 

ASHD* 

50 

2.2 

22.7 

232 

2 

ASHD 

41 

2.2 

18.6 

200 

3 

ASHD 

89 

2.4 

37.1 

>250 

4 

RHDf 

69 

3.3 

20.9 

>250 

5 

ASHD 

42 

3.9 

10.8 

232 

6 

ASHD 

53 

3.0 

17.7 

192 

7 

RHD 

25 

2.1 

11.9 

200 

8 

ASHD 

44 

4.7 

9.4 

>250 

Mean 

51.8 

2.9 

18.6 

SEM** 

±6.3 

±0.3 

±2.9 

Patient 

reported 

SLE 

0 

6.8 

165 

* ASHD  = arteriosclerotic  heart  disease, 
t RHD  = rheumatic  heart  disease. 

**  SEM  = standard  error  of  the  mean. 


molytic  complement  activity  was  detectable  in  our 
patient  with  SLE.  This  correlates  with  the  find- 
ings of  Hunder,  McDuffie,  and  Hepper,10  showing 
that  pleural  fluid  from  patients  with  SLE  or  rheu- 
matoid arthritis  contained  significantly  less  whole 
complement  and  C3  and  C4  components  than 
pleural  fluid  from  patients  with  nonrheumatic 
conditions.  The  marked  reduction  in  pleural  or 
pericardial  fluid  complement,  despite  a normal 
level  of  serum  complement,  indicates  a selective 
local  utilization  of  complement  as  a result  of  an 
immunologic  reaction  within  the  pericardium  or 
pleural  space  in  patients  with  SLE.  A similar  pro- 
cess has  been  suggested  to  explain  the  depression 
of  synovial  fluid  whole  complement  in  patients 
with  rheumatoid  arthritis.11,12 

Summary 

Pericarditis  with  the  rapid  onset  of  cardiac  tam- 
ponade is  an  unusual  mode  of  presentation  for  sys- 
temic lupus  erythematosus.  A young  woman  with 
pericarditis  and  definite  SLE  developed  cardiac 
tamponade.  Her  pericardial  fluid  was  studied  and 


found  to  be  a purulent  effusion  with  a very  low 
glucose,  positive  rheumatoid  factor,  positive  anti- 
nuclear and  anti-DNA  antibodies,  and  no  detecta- 
ble hemolytic  complement  despite  a normal  serum 
level.  These  findings  indicate  a localized  immune 
reaction. 

Montefiore  Hospital 
111  East  210th  Street 
The  Bronx,  New  York  10467 
(DR.  GRAYZEL) 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN* 

(ISOXSUPRINE  HCD 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  Z5. 134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective. 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effedive  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  1C  mg. -bottles  cf  100,  1000,  5000  and  Unit  Dose: 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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Diaphragmatic  hernia  is  one  cause  of  respiratory 
distress  in  newborns  which  is  amenable  to  surgical 
intervention.  Mortality  and  morbidity  rates  can 
be  minimized  only  through  prompt  diagnosis  and 
rapid,  effective  surgical  treatment.1  It  is  our  pur- 
pose to  stress  “dextrocardia”  and  respiratory  dis- 
tress as  essential  clinical  aids  in  the  diagnosis  of 
diaphragmatic  hernia. 

Case  reports 

Case  I.  A full-term  male  infant  born  on  March 
24,  1970,  was  transferred  to  Maimonides  Medical 
Center  at  three  hours  of  age  in  moderate  respirato- 
ry distress.  Pertinent  findings  revealed  a respira- 
tory rate  of  70  per  minute,  peripheral  cyanosis, 
and  subcostal  inspiratory  soft-tissue  retractions. 
Movement  of  the  left  hemithorax  was  poor,  and 
breath  sounds  were  absent.  The  apex  beat  of  the 
heart  was  at  the  fourth  right  intercostal  space  near 
the  sternum.  Heart  rate  was  130  per  minute,  and 
no  murmurs  were  heard.  The  abdomen  was  flat, 
and  the  liver  was  palpated  in  the  normal  position. 
The  chest  x-ray  film  revealed  gas  shadows  in  the 
left  hemithorax  (Fig.  1).  At  five  hours  of  age  he 
underwent  surgery.  The  left  hemidiaphragm  was 
almost  absent,  and  a large  peritoneal  sac  contain- 
ing small  bowel  was  found  in  the  chest.  The  peri- 
toneal sac  was  adherent  to  the  vestigial  left  hemi- 
diaphragm. Bilateral  pneumothorax  complicated 
the  postoperative  course,  and  the  patient  expired 
ten  hours  after  admission. 

Case  2.  A full-term  female  infant,  small  for 
date  and  weighing  2,041  Gm.,  was  delivered  spon- 
taneously on  September  18,  1970.  The  Apgar 
score  was  8 at  one  minute,  but  three  minutes  later 
the  infant  developed  respiratory  distress.  Physi- 
cal examination  in  the  nursery  revealed  a pale,  cy- 
anotic, and  severely  depressed  infant.  The  pupils 
were  dilated  and  reacted  sluggishly  to  light.  The 
maximum  impulse  of  the  heart  was  in  the  fourth 
right  intercostal  space  along  the  midclavicular 


FIGURE  1.  (Case  1)  Gas  shadows  in  left  hemithorax. 


line.  The  heart  rate  was  120  per  minute,  and  no 
murmurs  were  heard.  Respiration  was  100  per 
minute,  air  entry  was  poor,  and  moist  rales  were 
present  bilaterally.  A chest  x-ray  film  showed  air- 
filled  loops  in  the  left  hemithorax  (Fig.  2).  The 
infant  expired  while  being  prepared  in  the  operat- 
ing room. 

Case  3.  A full-term  male  infant  was  delivered 
by  elective  cesarean  section  September  21,  1970. 
The  Apgar  score  was  2 at  one  minute,  and  3 at  five 
minutes.  Pertinent  findings  revealed  a limp,  pale, 
cyanotic  newborn  in  severe  respiratory  distress. 
The  heart  rate  was  120  per  minute,  and  the  respi- 
ratory rate  80  per  minute.  The  heart  sounds  were 
best  heard  to  the  right  of  the  sternum,  and  no 
murmurs  were  detected.  Moist  rales  were  audible 
in  the  right  chest,  and  no  breath  sounds  were 
heard  on  the  left  side.  The  abdomen  was  flat.  A 
chest  x-ray  film  revealed  gas  shadows  in  the  left 
hemithorax  (Fig.  3);  surgery  was  performed  imme- 
diately. At  surgery,  almost  complete  agenesis  of 
the  left  half  of  the  diaphragm  was  found.  The  in- 
fant expired  at  six  hours  of  age. 

Case  4.  A male  infant  was  delivered  by  low  for- 
ceps extraction  at  thirty-two  to  thirty-three  weeks’ 
gestation  on  October  24,  1970,  weighing  1,814  Gm. 
at  birth.  The  Apgar  score  was  8 at  one  minute 
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FIGURE  2.  (Case  2)  Air-filled  loops  in  left  hemithorax. 


and  7 at  five  minutes.  On  admission  to  the  nur- 
sery, he  was  in  moderate  respiratory  distress  with 
a respiratory  rate  of  75  per  minute,  inspiratory  soft 
tissue  retractions,  and  cyanosis.  The  heart  sounds 
and  point  of  maximal  impulse  were  best  localized 
at  the  fourth  right  intercostal  space  along  the  mid- 
clavicular  line.  The  heart  rate  was  140  per  min- 
ute, and  no  murmur  was  heard.  The  abdomen 
was  slightly  scaphoid.  A chest  x-ray  film  showed 
the  gas  shadow  of  stomach  and  intestine  in  the  left 
hemithorax  with  shifting  of  mediastinum  to  the 
right  (Fig.  4A).  The  infant  was  taken  to  surgery 
at  five  hours  of  age,  and  abdominal  viscera  were 
found  in  the  left  thoracic  cavity  together  with  a 
posterolateral  diaphragmatic  defect,  with  com- 
plete absence  of  the  medial  leaf  of  diaphragm. 
The  left  lung  was  totally  compressed.  The  medi- 
astinum was  displaced  to  the  right,  and  the  right 
lung  was  markedly  compressed.  There  was  associ- 
ated malrotation  of  the  intestine.  Corrective  sur- 
gery resulted  in  an  uneventful  postoperative  re- 
covery (Fig.  4B). 

Comment 

At  birth,  the  patient  with  diaphragmatic  hernia 
presents  symptoms  of  respiratory  distress  and 
most  often  “dextrocardia.”  A right-sided  position 
of  the  heart  may  be  due  to  one  of  the  following: 
mirror  image  dextrocardia  or  classical  dextrocar- 
dia; dextroversion  with  incomplete  rotation  of  the 
heart;  or  dextroposition.2  In  mirror-image  dextro- 
cardia, the  anteroposterior  relationships  of  the 
cardiac  structures  are  normal,  but  the  right-to-left 
orientation  is  reversed.  It  is  almost  always  associ- 
ated with  complete  situs  inversus  and  is  rarely 
complicated  by  cardiac  anomalies.  On  the  other 
hand,  dextroversion  is  frequently  accompanied  by 
intracardiac  abnormalities,  often  of  a serious  na- 
ture. In  dextroposition,  the  otherwise  normal 
heart  is  shifted  into  the  right  chest  because  of  ex- 


FIGURE  3.  (Case  3)  Gas  shadows  in  left  hemithorax. 

tracardiac  factors  that  may  be  congenital  or  ac- 
quired; diaphragmatic  hernia  belongs  in  this  cate- 
gory. Other  causes  include  marked  eventration  of 
the  left  diaphragm,  hiatus  hernia,  congenital  ab- 
sence of  right  lung,  congenital  cystic  disease  of  left 
lung,  atelectasis,  pulmonary  effusion,  pneumotho- 
rax, pneumomediastinum,  obstructive  emphyse- 
ma, and  severe  skeletal  deformities.3 

The  diaphragm  is  derived  from  the  septum 
transversum,  which  forms  the  central  tendon,  two 
pleuroperitoneal  membranes  which  peripherally 
are  enforced  by  components  from  the  lateral  and 
dorsal  body  walls,  and  esophageal  mesentery 
which  develops  into  the  cavern  of  the  diaphragm. 
The  most  frequent  type  of  diaphragmatic  hernia 
occurs  through  the  pleuroperitoneal  canal,  the 
foramen  of  Bochdalek,  a result  of  the  failure  of  the 
pleuroperitoneal  membranes  to  close  the  pleuro- 
peritoneal canals. 

Lesions  of  this  type  on  the  left  side  are  approxi- 
mately twelve  times  more  common  than  on  the 
right.  Next  in  frequency  is  herniation  through 
morgagni’s  foramen.  The  causes  and  time  of  oc- 
currence are  a matter  of  controversy.  Campanale 
and  Rowland4  feel  that  lung  hypoplasia  results 
from  or  leads  to  diaphragmatic  hernia.  Areechon 
and  Reid5  showed  that  in  cases  of  diaphragmatic 
hernia,  bronchial  development  on  the  side  of  the 
hernia  is  arrested  at  ten  to  twelve  weeks  of  fetal 
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development,  suggesting  that  at  this  time  the  ab- 
dominal contents  are  already  in  the  thoracic  cavi- 
ty; this  also  explains  the  difficulty  in  lung  expan- 
sion. Forceful  attempts  to  expand  the  lungs  dur- 
ing surgery  may  be  harmful  or  even  fatal.6,7 

Dextroposition  must  be  differentiated  from 
both  true  congenital  dextrocardia  and  incomplete 
rotation  of  the  heart.  The  electrocardiogram  find- 
ing in  mirror-image  dextrocardia  is  pathognomon- 
ic.8 There  is  a reversal  of  leads  I,  II,  III,  aVr,  and 
aVl.  The  precordial  leads  are  also  reversed  so  that 
the  leads  taken  in  orderly  progression  over  the 
right  side  of  the  chest  show  the  pattern  usually 
seen  on  the  left  side  of  the  chest.  This  electrocar- 
diographic finding  is  not  seen  in  cardiac  displace- 
ment or  in  incomplete  rotation  of  the  heart.  The 
difficulty  lies  in  differentiating  between  the  last 
two  conditions.  The  electrocardiographic  findings 
are  almost  the  same.  The  differentiation  rests  on 
recognition  of  the  factor(s)  producing  the  displace- 
ment of  the  heart.  We  have  found  that  the  chest 
roentgenogram  is  most  helpful.  The  importance 
of  early  recognition  of  diaphragmatic  hernia  and 
its  differentiation  from  true  dextrocardia  lies  in 


FIGURE  4.  (Case  4)  (A)  Gas  shadow  of  stomach  and  in- 
testine in  left  hemithorax  with  shifting  of  mediastinum  to 
right.  (B)  Postoperative  recovery. 

the  fact  that  this  condition  is  amenable  to  surgery, 
and  the  earlier  the  diagnosis  and  surgery  the  bet- 
ter the  chance  for  survival. 

Summary 

Four  newborns  with  respiratory  distress  and 
“dextrocardia”  caused  by  diaphragmatic  hernia 
are  presented.  Early  recognition  of  this  surgically 
correctable  lesion  is  essential  for  survival. 
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Psychiatry  and 
Self-Administered 
Data  Form 
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Smithtown,  New  York 

Chief  of  Service,  Kings  Park  Psychiatric  Center 

The  following  four-step  graph  is  designed  to 
show  the  problem-oriented  medical  record,  other- 
wise known  as  the  Weed  system.1 


Progress  Notes 
for  Each  Problem 


In  a survey  of  811  medical  graduates  60  per  cent 
said  that  the  most  valuable  function  of  the  record 
is  to  improve  practice.2  In  psychiatry  the  records 
hold  an  even  more  important  status  in  improving 
the  practice  and  monitoring  the  results  of  a treat- 
ment course.  The  psychiatrist’s  use  of  laboratory 
data  is  minimal,  and  he  strongly  relies  on  the  pa- 
tient’s verbal  and  nonverbal  communications  as 
well  as  the  patient’s  history  data  to  determine  the 
diagnosis  and  progress  of  a case.  He  has  to  rely 
considerably  on  his  memory  to  evaluate  the  new 
information  in  the  context  of  the  previous  data 
collected  about  the  patient.  This  is  a difficult 
task,  and  it  is  the  cause  of  many  failures  in  psychi- 
atric diagnosis  and  treatment.  To  deal  with  this 
problem,  psychiatry  is  badly  in  need  of  systemati- 
zation and  organization  of  recording  data.  The 
Weed  system  has  created  a quiet  revolution  in 
medicine,  and  everyday  more  and  more  hospitals 
and  practitioners  adopt  this  system.  The  incen- 
tive includes  improvement  in  practice,  training,  re- 
search, and  medicolegal  issues. 

Psychiatry,  being  somewhat  away  from  the  rest 
of  medicine,  has  fallen  behind  in  utilizing  this  sys- 
tem. This  writer  has  done  extensive  study  and  re- 
search on  applying  this  system  to  psychiatry. 

Steps  in  system 

Step  one.  In  the  first  step  one  factor  is  of  es- 
sential importance;  that  is  the  use  of  a comprehen- 
sive and  organized  data  form.  Such  a data  form 


could  be  self-administered.  In  fact  it  has  been 
shown  that  a self-administered  data  form  collects 
three  times  more  data  and  twice  as  much  signifi- 
cant data  as  traditional  record  keeping  in  medi- 
cine.3,4 

I have  devised  and  successfully  used  a self-ad- 
ministered data  form  for  psychiatric  patients. 
This  is  found  in  the  appendix.  In  this  form  the 
questions  are  numerous  and  are  categorized  to  in- 
clude the  wide  range  of  psychiatric  disabilities. 
The  wording  and  type  of  questions  are  designed  to 
be  least  stressful  and  most  encouraging  to  a psy- 
chiatric patient. 

The  data  in  this  form  should  be  reviewed  and 
complemented  by  the  psychiatrist  and  his  inter- 
views. 

Step  two.  The  psychiatrist  from  these  data 
and  his  interviews  identifies  certain  primary  and 
secondary  problems: 

Primary  problems 

A.  Acute  schizophrenia 

B.  Rule  out  psychotic  depression 

Secondary  problems 

1.  Schizoid  personality  disorder 

2.  Marital  maladjustment 

3.  Poor  ego  strength 

4.  Poor  social  adaptation 

Step  three.  Treatment  plan  for  each  primary 
and  secondary  problem  is  given. 

A. 

B. 

1. 

2. 

3. 

4. 

Step  four.  Progress  notes  are  made  for  each 
category. 

A. 

B. 

1. 

2. 

3. 

4. 

Conclusion 

In  conclusion,  it  is  noted  that  the  problem-ori- 
ented system  is  very  useful  in  improving  the  prac- 
tice and  training  of  psychiatry.  It  is  further  clari- 
fied that  a comprehensive  self-administered  data 
form  is  the  first  essential  step  in  applying  this  sys- 
tem to  psychiatry. 


Treatment 
Plan  for 
Each  Problem 


Data 

Problem 

Base 

List 
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Data  Base  From 
Self-Administered  Data  Form 
and  Interviews 


Treatment  Plan 
Categorized  According  to 
the  Problem  List 


Problem  List 
Primary  and 
Secondary 


Progress  Notes 
On  Each  Problem 


Self-Administered  History  Data 

Note:  The  following  information  is  strictly  confidential  and 

must  be  used  only  for  the  patient's  benefit. 


Please  write  legibly.  If  more  space  is  needed  for  any 
numbered  question,  please  use  the  back  of  the  same  page. 
Underline  applicable  phrases  or  answer  yes  or  no  where  it  is 
appropriate. 

Name Age 

Address 


_Phone_ 


^-Family  History 


B) 

Personal  History 


r 


( 


Date  of  birth Age  at  which  you  began  to  talk_ 

Birth  Weight Age  at  which  you  began  to  walk_ 

Did  your  mother  get  sick  during  pregnancy 


Did  you  have  any  major  diseases  during  the  first  few  years  of 
your  life?  Explain. 


Have  you  ever  lost  your  consciousness(passed  out)?  Explain. 


Have  you  been  closer  to  your  mother  or  father? 


Which  of  your  brothers  or  sisters  has  it  been  hardest  for  you 
to  get  along  with?  Name  and  age. 


Marital  Status  M D S W Sep. 
Children 


Name 

Age 

Living 

History  of 

History 

Drug 

at  home 

Emotional  or 

of 

Abuse 

Psychiatric 

Epilepsy 

1 

Problem 

Marital 

Status 


2_ 


1 


3. 


Brothers  or 
Sisters 


Which  of  your  brothers  or  sisters  have  you  been  closest  to? 
Name  and  age. 

In  the  past  which  nave  you  had  most  often? 

One  friend Lots  of  friends 

No  friends A few  friends Other 

In  school  comparing  yourself  with  the  other  students  were  you? 

Average 

Below  average 

Above  average 

Circle  or  underline  phrases  where  applicable,  or  give  other 
relevant  answers. 

What  was  your  favorite  subject  in  school? 

What  subject  did  you  dislike  in  school? 

What  was  the  last  year  of  school  you  completed? 


3 : L 


Circle  or  underline  phrases  where  applicable,  or  give  other 
relevant  answers. 


Name 

Age 

History  of 
Emotional  or 
Psychiatric 
Problem 

History 

of 

Epilepsy 

Drug 

Abuse 

Marital 

Status 

Job 

Mother 

Father l_ 


Psychiatric  History  in  Maternal  side  of  family. 


Name 

Age  History  of 

■History 

Drug 

Marital 

lEmotional  or 

of 

Abuse 

Status 

Ipsychiatric 

[Problem 

j 

Epilepsy 

| 

Aunt 

! 

Uncle . |_ 


Grandmother 
Grand  fa  the  r_ 


Psychiatric  History  in  Paternal  side  of  family. 


Name 

Age 

History  of 

History 

Drug 

iMarital 

Emotional  or 

of 

Abuse 

Status 

Psychiatric 

Problem 

Epilepsy 

: 

Aunt 

College  Education 

Major  Years  of  College  Degree  Date  of  Degree 


What  drugs  have  you  tried?(eg.  acid,  pot,ups,downs,etc. ) 


Drug 


Date  of  Number  of  Still  Effect 

first  use  times  used  using  pleasant 

yes/no  yes/no 


Flashbacks 

yes/no 


1 

2 

3  

4  

In  reference  to  alcohol 


Date  of  first  use 

How  many 

Amount  used 

When  you 

Still 

days  a 
week 

each  day 

are  drinking, 
do  you  lose 
control? 

using 

Age  at  which  you  first  dated  a person  of  the  opposite  sex  if  at  all? 


Age  at  which  you  first  had  sexual  relations  with  a person  of 

the  opposite  sex  if  at  all? 

In  the  past  have  you  usually  been 

average  weight under  weight  

over  weight 


Uncle 

Grandmother, 
Grondf  ather. 


Who  was  the  authority  in  your  home?  Mother  

Father Sister Brother Other, 
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FI  ease  answer  yea  or  no  where  applicable  or  give  other  relevant  answers. 
Please  answer  the  following  in  reference  to  your  employment. 

Employment  Position  from  to 

1 

2, 

3_ 

4 

o 

Spouse's  employment 

Employment  Position  from  to 

1 

2 

3  — 

4  

C> 

Underline  or  circle  the  answer  that  you  feel  best  describes  you. 


Your 

speed  in  walking  is 

slow 

average 

f ast 

Your 

speed  in  activity  is 

8 lOW 

average 

fast 

Your 

speed  in  talking  is 

qlow 

average 

fast 

Your 

mood  is  usually 

low 

not 

unhappy 

particularly 

happy 

You  are  usually 

depressed 

Joyful 

Have  you  ever  Celt  that  you  were  someone  else? 

Do  you  believe  in  Astrology 

Do  you  believe  in  reincarnation  

If  you  were  to  be  born  again  would  you  come  back  as  a 

man  woman other 

Did  you  ever  have  an  unusual  feeling  or  experience  that 

frightened  you__ 

Did  you  ever  think  someone  else  was  controlling  your  mind 

Did  you  ever  feel  that  you  could  control  someone  else's  mind_ 

E) 

Do  you  have  specific  fears 

1 

2 

? 

f) 

4*ave  you  ever  been  annoyed  by  a recurrent  thought  that  you 
can't  get  rid  of explain 


Have  you  ever  felt  compelled  to  do  something  over  and  over, 
even  though  you  didn't  like  it_ explain 

G) 

Do  you  groom  yourself  very  attractively 

Do  you  wear  very  attractive  clothing 

Are  members  of  the  opposite  sex  attracted  to  you  because  of 

your  appearance 

Do  you  consider  yourself  physically  a lucky  person 


Please  answer  yes  or  no  where'  ver  applicable  or  give  other  relevant 

answers. 

have  you  ever  become  very  depressed 

Have  you  ever  thought  of  killing  yourself,  if  yes  when 

Do  you  hove  trouble  sleeping 

Do  you  frequently  wake  up  during  the  night 

Do  you  sleep  walk 

Do  you  wake  up  too  early  in  the  morning 

Hove  you  ever  become  angry  and  thought  about  breaking 

something or  hurting  someone 

If  either  answer  is  yes  please  explain  more. 


Have  you  ever  felt  that  some  people  are  unkind_ 

Have  you  ever  felt  that  some  people  pick  on  you 

Have  you  ever  felt  that  some  people  try  to  hurt  you 

Have  you  felt  that  some  people  try  to  organize  against  you_ 

Hove  you  felt  that  some  people  talk  about  you 

Do  you  believe  in  ESP 


Have  you  ever  experienced  hearing  your  thoughts  out  loud_ 

Have  you  heard  things  no  one  else  heard 

Hove  you  seen  things  no  one  else  saw 


Do  you  believe  that  one  person  can  read  another  person's  mind_ 

H) 

Do  you  suffer  from  some  type  of  physical  discomfort 
of  skin 


of  stomach 


of  your  joints  and  bones__ 
of  the  heart 


Blood  oressure_ 
Headache 


Muscle  stiffness 


Genital  organ  discomfort 

Have  you  ever  wondered  about  your  sexual  identity 

Would  you  consider  yourself  a homosexual bisexual 

heterosexual other 

In  the  past  or  present  have  you  had  any  difficulty  in  talking 
have  you  stuttered 

Have  you  had  difficulty  with  bedwetting 


i) 

Circle  those  words  you  feel  describe  you. 


^meticulous 

12nervous 

23not  likable 

2energetic 

i 3sick 

24constipated 

31eader 

14s  ad 

25joyful 

4sucessful 

ijlucky 

26happy 

^likable 

I6aggressive 

27respectable 

61ongsleeper 

17on  time 

28good  memory 

7untidy 

18m any  friends 

29healthy 

8tact!ess 

l9good  looking 

30ridiculous 

91ate 

20f earful 

31  forceful 

lOlonely 

21  passive 

32very  clean 

1 1 awkward 

22worrisome 

33courageous 

May  1975/  New  York  State  Journal  of  Medicine  919 


34have  a sense  of  humor 

35conf ident 

36follower 

37sloppy 

38 weak 

39ugly 

40calm 

4^tidy 

42strong 


^tired 

44failure 

^strong 

46  shy 

^neurotic 

48intelligent 

49easy  going 

50having  a peptic  ulcer 

51good  sleeper 


^strong  physically 
53religous 
5ifbad  temper 
55 "dumb" 

5§strong  minded 

5?healthy 

^follower 
59short  sleeper 
60cry  a lot 


35  Manor  Road 
Smithtown,  New  York  11787 
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Clinical  Clues 

— Tumor-like  lesions  of  the  liver  in  women  who  had  been  using  oral  contraceptives  for  long  periods  of  time  have  been 
reported.  These  malformations  have  a prominent  vascular  component  and  may  present  hemoperitoneum  and  shock. 
The  possibility  of  an  association  between  liver  hamartomas  and  oral  contraceptives  has  to  be  considered  (Brit.  M 
J.  3:  7 (July  6)  1974). 

— Diabetic  autonomic  neuropathy  should  be  considered  as  a cause  of  sweating  disturbance  and  gastrointestinal 
symptoms  in  the  diabetic  patient.  Diarrhea  and  profuse  watery  stools  associated  at  times  with  nocturnal  fecal  incon- 
tinence can  be  very  troublesome  in  these  cases.  The  gastrointestinal  symptoms  may  be  difficult  to  treat  but  some- 
times respond  to  tetracycline,  cholestyramine,  or  gluten-restricted  diet. 

— Cardiovascular  manifestations  of  autonomic  neuropathy  include  postural  hypotension  and  persistent  tachycardia. 
— Excessive  facial  sweating  during  meals  (gustatory  sweating)  especially  after  eating  cheese,  has  recently  been  de- 
scribed as  a feature  of  diabetic  autonomic  neuropathy.  These  attacks  of  sweating,  especially  when  they  are  noctur- 
nal, may  be  mistaken  for  hypoglycemia. 

— Telangiectasia  of  the  Rendu-Osler-Weber  syndrome  are  usually  reddish  (occasionally  purplish)  and  are  most  com- 
mon on  the  lips,  tongue,  ears,  fingers,  and  toes  and  frequently  can  be  demonstrated  to  pulsate.  Although  these  telan- 
giectasia are  evident  in  infancy  and  early  childhood,  they  may  appear  for  the  first  time  later  in  the  second  through 
fifth  decades. 

— New  lesions  continue  to  appear  during  life,  but  they  may  also  disappear  over  a period  of  months  or  years,  leaving 
no  visible  vascular  abnormality.  These  telangiectasia  superficially  resemble  the  vascular  spiders  of  cirrhosis  but  do 
not  blanch  completely  with  pressure.  It  should  be  remembered  that  bleeding  is  unusual  before  the  age  of  thirty,  and 
the  peak  incidence  of  severity  is  in  the  sixth  decade,  so  that  this  condition  must  be  considered  as  a cause  of  bleeding 
in  the  elderly. 

— In  the  Rendu-Osler-Weber  syndrome  epistaxis  is  a most  common  form  of  bleeding;  gastrointestinal  bleeding  occurs 
in  about  15  per  cent  of  cases. 

— Diabetic  patients  can  develop  myocardial  disease  without  marked  coronary  involvement,  possibly  caused  by  patho- 
logic changes  in  the  small  coronary  vessels  (J.A.M.A.  229:  1749  (Sept.  23)  1974). 

— Patients  with  Hodgkin’s  disease  are  highly  susceptible  to  tuberculosis,  herpes  viruses,  pox  viruses,  fungi,  and  cer- 
tain other  disease  organisms.  Patients  with  multiple  myeloma,  on  the  other  hand,  are  highly  susceptible  to  a differ- 
ent group  of  organisms  including  pneumococcus,  hemophilus,  streptococcus,  and  pseudomonas  aeruginosa. 

— Hives  may  be  an  indication  of  systemic  disease  such  as  Hodgkin’s,  malignant  lymphoma,  hepatitis,  carcinoma,  dia- 
betes meilitus,  and  chronic  nephritis.  In  treating  urticaria,  it  is  incumbent  on  us  to  rule  out  systemic  disorders. 

— The  pretibial  myxedema  which  is  seen  in  hyperthyroidism  may  resemble  erysipelas  or  cellulitis.  If  there  is  any 
doubt  in  the  diagnosis,  the  lesion  should  be  biopsied. 

— The  anemia  in  chronic  disorders  is  usually  normochromic  and  normocytic  and  is  associated  with  chronic  infection, 
connective-tissue  disorders,  and  malignant  disease.  When  the  infection  is  severe  and  protracted,  the  anemia  may  be 
appreciable,  hypochromic,  and  microcytic.  Some  believe  that  this  is  the  commonest  form  of  anemia  encountered  in 
practice. 

— Severe  infections,  particularly  when  they  are  accompanied  by  fever,  rapidly  lead  to  disturbances  of  iron  metabo- 
lism and  normochromic,  normocytic  anemia.  These  anemias  do  not  respond  to  hematinic  agents  and  are  relieved 
only  after  the  infection  is  controlled. 

The  most  frequent  extra-articular  manifestation  of  rheumatoid  arthritis  is  anemia. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Hospital  Emergency 
Services 

Problems  in  patient  disposition 

BEATRICE  KRESKY,  M.D.,  M.P.H 

Jamaica,  New  York 

Chairman,  Department  of  Ambulatory  Care,  The  Jamaica 
Hospital 


Appropriate  and  rapid  disposition  of  patients 
following  diagnosis  is  one  of  the  problems  faced  by 
hospital  emergency  services  located  in  urban 
areas.  Frequently  the  waiting  time  following  ex- 
amination of  the  patient  and  prior  to  proper  dispo- 
sition is  longer  than  the  waiting  time  before  the 
examination  by  the  physician. 

A brief  survey,  from  April  through  September, 
1973,  of  patient  waiting  time  after  examination  by 
the  physician  showed  that  10  per  cent  of  the  pa- 
tients remained  in  the  emergency  room  for  more 
than  three  hours  and  2 per  cent  of  the  patients  re- 
mained in  the  emergency  department  for  six  hours 
or  more  before  some  type  of  disposition  was  ef- 
fected. This  means  in  terms  of  the  total  case  load 
that  each  day  10  to  12  patients  remain  in  the 
emergency  department  more  than  three  hours,  and 
3 to  4 patients  remain  in  the  emergency  depart- 
ment more  than  six  hours  after  examination  by  the 
physician. 

This  survey  was  made  at  The  Jamaica  Hospital, 
located  in  Queens  County,  New  York.  The  Jamai- 
ca Hospital  is  a 300-bed  community  hospital  and 
provides  emergency  medical  service  to  southeast 
Queens.  The  annual  number  of  patient  visits  to 
the  emergency  services  is  approximately  50,000. 


A detailed  study  of  the  reasons  for  the  excessive 
waiting  time  was  made  on  the  patients  who  re- 
mained in  the  emergency  room  over  six  hours 
(Table  I). 

Thirty-two  per  cent  of  the  patients  remained  in 
the  emergency  department  because  of  unavailabil- 
ity of  beds;  about  75  per  cent  of  these  were  admit- 
ted to  The  Jamaica  Hospital  as  beds  became  avail- 
able; the  remainder  were  transferred.  Seventy- 
seven  patients,  26  per  cent  of  those  remaining  in 
the  emergency  department  over  six  hours,  were 
awaiting  transfer  for  psychiatric  evaluation. 
Sixty-one  patients  or  21  per  cent  remained  in  the 
emergency  department  more  than  six  hours  be- 
cause they  had  “no  place  to  go.”  Many  of  these 
stayed  in  the  emergency  department  for  over 
twenty-four  hours  awaiting  some  type  of  disposi- 
tion by  the  social  service  department. 

Reasons  for  delays 

The  reasons  for  prolonged  patient  stay  are  as 
follows. 

Unavailability  of  beds  in  parent  facility. 

The  patient  awaiting  admission  to  the  hospital 
may  remain  in  the  emergency  room  for  from  six  to 
twelve  hours  following  diagnosis  until  a bed  on  the 
medical-surgical  service  becomes  available.  Ongo- 
ing communication  with  other  hospitals  in  the  area 
is  difficult,  and  many  telephone  calls  will  be  made 
to  public  and  voluntary  hospitals  requesting  ac- 
ceptance of  a patient  for  whom  a bed  cannot  be 
made  available  at  the  receiving  hospital.  If  the  re- 
ceiving hospital  agrees  to  accept  the  patient,  addi- 
tional delay  results  from  the  problem  of  obtaining 
a transport  ambulance  to  convey  the  patient  to  the 
accepting  facility. 

Need  for  specialized  services  not  available 
at  parent  facility.  A patient  who  requires  psy- 
chiatric evaluation  must  be  transferred  to  a hospi- 
tal where  psychiatric  services  are  available.  New 
York  City  regulations  state  that  a police  officer 
must  accompany  the  patient  and  remain  with  him 
at  the  psychiatric  facility  until  evaluation  is  com- 
plete and  the  patient  is  either  admitted  or  re- 
leased.1 Again,  mechanisms  for  this  type  of  trans- 
fer have  not  been  well  established,  and  a series  of 
phone  calls  to  the  police  precinct,  to  the  transport 


TABLE  I.  Patients  remaining  in  emergency  department  six  or  more  hours  after  physician  examination 


Reasons  for  Delay 

Admit 

— D isposition 

Release 

Transfer 

Total 

Per  Cent 

Bed  unavailability 

54 

0 

40 

94 

32 

Stabilization 

0 

27 

6 

33 

10 

Delay  in  x-ray  and  laboratory  reports 

or  consultation 

21 

18 

0 

39 

11 

No  place  to  go 

6 

45 

10 

61 

21 

Psychiatric  evaluation  necessary 

0 

0 

77 

77 

26 

Totals 

81  (27)* 

90  (29)* 

133  (44)* 

304 

100 

* Percentages  in  parentheses. 
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ambulance,  and  to  the  receiving  hospital  takes 
place  in  an  attempt  to  coordinate  the  admission  to 
the  outpatient  department  of  the  psychiatric  hos- 
pital. The  police  officers  may  spend  six  or  more 
hours  with  one  patient  until  appropriate  disposi- 
tion is  made. 

Transfer  of  a patient  who  requires  immediate 
specialized  therapy,  such  as  hemodialysis  or  a neu- 
rosurgical procedure,  again  requires  multiple 
phone  calls  to  ascertain  which  facility  can  provide 
the  service,  guarantee  acceptance  of  the  patient, 
and  to  locate  the  transport  ambulance. 

Admission  to  other  than  an  acute-care  hos- 
pital. About  10  per  cent  of  the  patients  require 
immediate  admission  to  a treatment  program  for 
alcoholism  or  drug  addiction,  to  a domiciliary  fa- 
cility, or  to  a nursing  home.  The  social  services 
department  of  the  hospital  is  called  in,  and  a simi- 
lar series  of  telephone  calls  is  initiated,  frequently 
without  success.  There  are  too  few  long-term  care 
and  domiciliary  facilities  and  programs  for  drug 
abusers  and  alcoholics.  Admission  procedures  are 
cumbersome,  and  reimbursement  mechanisms  can 
present  a problem. 

Patients  who  may  be  medically  released. 

Prolonged  stay  in  the  emergency  room  following 
medical  decision  for  release  is  due  to  the  following 
syndromes:  “no  place  to  go,”  “can  go  home  but 
home  health  services  necessary,”  “patient  requests 
to  remain  in  the  emergency  room  because  too  lone- 
some at  home.”  These  patients  are  usually  elder- 
ly, live  alone  or  with  families  who  do  not  welcome 
their  presence,  or  have  been  sent  to  the  emergency 
room  by  a domiciliary  facility  to  which  the  patient 
does  not  wish  to  return.  Again  the  problems  are 
due  to  lack  of  adequate  domiciliary  facilities,  in- 
sufficient home  health  services,  and  lack  of  meth- 
ods for  rapid  reimbursement  for  these  services. 

Poor  coordination  of  internal  hospital  pro- 
cedures. Following  examination  by  the  attending 
physician,  patients  frequently  remain  many  hours 
in  the  emergency  room  awaiting  a medical,  surgi- 
cal, or  pediatric  consultation  to  determine  whether 
or  not  admission  is  necessary,  or  awaiting  the  re- 
sults of  laboratory  and  x-ray  procedures. 

Solutions 

What  are  the  solutions  for  these  varied  prob- 
lems, some  of  which  are  internal  to  the  individual 
hospital,  while  others  are  external  to  the  hospital 
and  related  to  the  lack  of  coordination  among 
health  and  health-related  facilities  in  the  area? 

The  internal  problems  are  relatively  easily 
solved  if  adequate  resources  are  available.  Insti- 
tution of  a triage  system,  additional  medical  and 
other  professional  staff,  and  the  provision  of  a 
holding  area  within  the  emergency  area  will  solve 
many  of  the  problems.  We  have  found  that  a 4- 
bed  holding  area,  staffed  by  a competent  nurse,  for 
patients  awaiting  bed  availability,  is  a partial  solu- 


tion to  the  problem.  The  patients  are  officially 
admitted  in  the  holding  area  so  that  laboratory 
procedures,  treatment,  and  nursing  care  can  be  in- 
stituted. The  patients  are  comfortable,  diagnostic 
procedures  and  therapy  are  not  delayed,  and  the 
normal  patient  flow  in  the  emergency  services  is 
not  impeded. 

As  part  of  a demonstration  program,  the  Addic- 
tion Services  Agency  of  New  York  City  has  provid- 
ed The  Jamaica  Hospital  with  a drug  referral 
counselor  based  in  the  emergency  department. 
The  drug  referral  counselor  meets  with  all  suspect- 
ed and  known  alcoholics  and  drug  abusers,  coun- 
sels them,  makes  immediate  referrals  to  appropri- 
ate inpatient  or  ambulatory  care  programs,  and, 
when  necessary,  escorts  patients  to  the  program. 
It  is  now  possible  to  obtain  within  a short  period  of 
time  the  appropriate  modality  of  treatment  for 
many  of  these  patients.  Addition  of  this  one  pro- 
fessional person  has,  to  a great  extent,  solved  the 
disposition  problem  of  the  7 per  cent  of  the  emer- 
gency room  case  load  who  are  drug  abusers. 

Our  community  of  southeast  Queens  is  making 
an  attempt  to  solve  the  more  complex  problems  in- 
volving coordination  among  the  hospitals  in  the 
borough.  There  are  2 municipal  and  7 voluntary 
hospitals  in  southeast  Queens.  The  emergency 
services  of  the  municipal  hospitals  by  regulation  of 
the  Health  and  Hospitals  Corporation  must  accept 
transfers  from  the  emergency  services  of  a volun- 
tary hospital  in  which  no  bed  is  available  and  if 
the  patient  can  be  safely  moved.1  The  municipal 
hospitals  frequently  place  many  bureaucratic  bar- 
riers to  acceptance  of  transfers;  they  also  have  am- 
bulatory and  inpatient  psychiatric  services  to 
which  emotionally  disturbed  emergency  patients 
are  transferred.  The  majority  of  the  voluntary 
hospitals  do  not  have  psychiatric  services  available 
in  the  emergency  area.  There  is  one  transport 
ambulance  available  for  the  entire  county. 

We  have  established  a task  force  to  coordinate 
emergency  services  in  southeast  Queens.  Rep- 
resentatives of  the  major  voluntary  and  municipal 
hospitals  are  members  of  the  task  force:  the  po- 
lice precincts  are  represented  by  their  community 
planning  officers;  the  Health  and  Hospitals  Corpo- 
ration sends  representatives  to  the  task  force; 
representatives  from  the  Association  of  Voluntary 
Ambulance  Services  in  Queens  also  attend;  and 
the  Queens  borough  coordinator  of  the  Compre- 
hensive Health  Planning  agency  and  the  Queens 
borough  coordinator  for  the  New  York  City  Men- 
tal Health  and  Mental  Retardation  agency  are 
members  of  the  task  force. 

The  task  force  meets  regularly  and  has  estab- 
lished 3 subcommittees:  one  to  improve  patient 

transport  mechanisms,  the  second  to  simplify  pro- 
cedures for  transfer  of  psychiatric  patients,  and 
the  third  to  develop  bylaws,  membership  criteria, 
and  election  procedures  which  will  meet  the  New 
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York  State  criteria  for  a local  emergency  medical 
service  council.2 

The  immediate  beneficial  result  from  the  task 
force  meetings  was  an  awareness  of  the  commonal- 
ity of  problems.  Voluntary  and  municipal  hospi- 
tals, ambulance  services,  police  officers,  and 
community  groups  had  never  before  sat  down 
around  a table  and  discussed  mutual  problems. 
The  representatives  from  the  municipal  hospitals 
had  felt  that  the  voluntary  hospitals  wished  to 
“dump”  patients  who  were  not  teaching  cases;  the 
voluntary  hospitals  expressed  their  resentment 
that  the  municipal  hospitals  with  an  average  occu- 
pancy rate  of  75  per  cent  were  refusing  transfers 
from  community  hospitals  with  a 100  per  cent  oc- 
cupancy rate.3  The  police  officers  felt  they  were 
being  imposed  on  and  removed  from  “law  and 
order”  duties  to  remain  with  psychiatric  patients 
until  disposition  was  made.  Resentments  and 
suspicions  were  expressed  at  the  first  two  meet- 
ings. 

At  the  third  meeting  the  participants  agreed 
that  it  was  possible  to  develop  mechanisms  that 
would  prevent  unnecessary  transfer  of  patients 
from  one  hospital  to  another,  prevent  duplication 
of  medical  evaluation,  and  shorten  the  patient 
waiting  time  between  diagnosis  and  disposition. 

The  Task  Force  agreed  to  institute  the  following 
procedures  on  an  experimental  basis. 

1.  All  hospitals  will  exchange  lists  of  the  general 
and  specialty  services  which  can  be  provided  to  pa- 
tients on  both  an  inpatient  and  an  ambulatory  basis. 

2.  A system  for  daily  notification  of  bed  availabili- 
ty on  the  major  services  is  being  developed.  The  cen- 
tral dispatch  office  of  the  ambulance  services  will  be 
notified  which  hospitals  have  beds  available  and 
which  hospitals  are  closed  to  admission.  Ambulance 
patients  will  then  be  transported  whenever  feasible  to 
the  hospital  where  admission  is  possible.  This  will 
partially  solve  the  problem  of  long  waits  in  the  emer- 
gency room  and  unnecessary  transfer  of  patients  from 
one  facility  to  another. 

3.  Each  hospital  has  submitted  to  the  task  force 
the  name,  title,  and  telephone  number  of  the  profes- 
sional authorized  to  make  decisions  about  acceptance 
or  refusal  of  transfers.  This  simple  procedure  of 
knowing  the  responsible  individual  to  call,  plus  past 
personal  contact  with  the  individual,  has  already  di- 
minished the  number  of  frantic,  angry  phone  calls  be- 
tween hospitals. 

4.  The  hospitals  agreed  to  notify  each  other  about 
sudden  changes  in  bed  capacity.  One  municipal  hos- 
pital notified  all  members  of  the  task  force  that  a 
medical  ward  would  be  closed  for  several  months  for 
repair.  A second  municipal  hospital  then  agreed  to 


become,  on  a temporary  basis,  the  receiving  hospital 
for  the  area. 

5.  A police  precinct  and  the  psychiatric  services  of 
a municipal  hospital  have  initiated  a program  to  im- 
prove efficiency  in  transferring  psychiatric  patients  to 
the  appropriate  unit.  The  precinct  has  assigned  a po- 
lice officer  to  the  psychiatric  emergency  service  of  a 
municipal  hospital. 

The  future  plans  of  the  task  force  include: 

1.  Investigating  in  conjunction  with  the  local  com- 
prehensive health  planning  agency  of  resources  avail- 
able for  home  health  services  and  domiciliary  care  of 
patients  who  visit  emergency  services  because  of  psy- 
chosocial and  economic  problems.  The  task  force 
plans  to  explore  funding  possibilities  for  the  estab- 
lishment of  a short-stay  domiciliary  facility  in  Queens 
County.  This  type  of  facility  would  provide  tempo- 
rary shelter  and  care  for  homeless  individuals  until 
permanent  care  can  be  provided. 

2.  Exploring  the  potential  for  direct  admission  of 
emergency  psychiatric  patients  to  the  psychiatric  ser- 
vices of  the  municipal  hospitals.  The  task  force  plans 
to  develop  a method  for  on-site  screening  of  patients 
by  police  officers,  ambulance  attendants,  and  physi- 
cians’ assistants  (emergency  services),  followed  by 
transport  to  the  appropriate  facility. 

3.  Sponsoring  educational  programs  in  triage,  de- 
cision making,  and  immediate  appropriate  disposition 
of  emergency  patients.  These  educational  programs 
will  be  directed  toward  police  officers,  emergency 
medical  technicians,  ambulance  attendants,  psychiat- 
ric case  aides,  and  other  professionals  and  paraprofes- 
sionals  who  are  frequently  confronted  with  a decision 
in  immediate  care  and  transport  of  the  emergent  pa- 
tient to  the  appropriate  facility. 

4.  Intrahospital  acceptance  of  medical  records 
and  diagnostic  reports.  At  present  when  a patient  is 
transferred  from  the  emergency  services  of  one  facili- 
ty to  a second  facility,  the  patient  receives  a second 
complete  history  and  physical  examination,  and  the 
entire  spectrum  of  diagnostic  procedures  is  repeated. 
This  is  unfair  to  the  patient,  time  consuming,  and 
economically  wasteful. 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica,  New  York  11418 
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the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
I chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
I was  the  same? 

Definitely  not,  unless  bio- 
I equivalence  tests  and  other  quality 
I assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“. . . the  problem  of  bioinequiva- 
lency  in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG  _ 

bioequivalence 


Ofric*  or  itcHwoi  oov  amimmiiii 
ONIKt  moiuurvAi  IMCt  *»*•«•» 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufacturers 
BjflflRl  Association 

1155  Fifteenth  Street,  N.  W 
LhLjII  Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protect ing  the 
integrity  of 
your  prescription 
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History  of  Medicine 


Insanity  and  Criminality 
in  Tobias  Smollett’s 
Roderick  Random 

JEROME  M.  SCHNECK,  M.D. 

New  York  City 


Attending  Psychiatrist,  Division  of  Psychiatric  Education  and 
Training,  St.  Vincent’s  Hospital  and  Medical  Center  of  New  York 


Present-day  disagreements  among  psychiatrists 
and  others  concerned  with  psychiatric  concepts 
and  care  include  issues  of  voluntary  and  involun- 
tary hospitalization,  criminal  versus  psychotic  be- 
havior, punishment  and  treatment,  the  reality  or 
myth  of  mental  illness,  opportunistic  assessments 
regarding  presence  or  absence  of  mental  illness, 
and  related  and  additional  concerns.  Issues  of 
self-interest  and  vengeance  as  well  as  compassion, 
understanding,  and  other  qualities  influencing 
perspectives  have  always  played  a role  in  designat- 
ing behavior  as  normal,  abnormal,  or  deviant 
as  well  as  accountable  and  nonaccountable. 
Through  the  years,  descriptions  of  behavior  in 
works  of  fiction  have  been  as  full  of  meaning  and 
pertinent  as  those  in  clinical  publications,  and 
have  at  times  preceded  and  anticipated  scientific 
accounts. 

In  1748  Tobias  Smollett,  then  twenty-six  years 
of  age,  anonymously  published  his  novel,  The  Ad- 
ventures Of  Roderick  Random;  in  it  he  described 
an  episode  involving  his  hero  when  the  latter  was 
serving  as  a surgeon’s  mate  aboard  a British  vessel 
after  having  first  been  pressed  into  service,  and 
sometime  after  having  gained  experience  as  a sur- 
geon’s apprentice  and  apothecary’s  helper.1 
Smollett  employed  here  a more  serious  tone  in 
contrast  to  his  frequent  use  of  humor,  but  ele- 
ments of  satire  and  irony  remain  and  reinforce  the 
issue  at  hand.  Smollett  showed  well  the  force  of 
violence  turned  outward  and  inward  and  the  de- 
ceptive aspects  of  behavior,  especially  for  those 
who  refuse  to  see  or  to  understand.  His  episode  is 
not  unique,  but  it  is  pertinent  in  relation  to  some 
of  the  agonizing  concerns  and  decisions  increasing- 
ly at  issue  today. 


Shipboard  incident 

Smollett,  through  Roderick  Random,  tells  about 
how  the  ship’s  captain  and  surgeon  refuse  to  ac- 
cept illness  among  the  crew,  and  through  this  abuse 
see  them  die  off  rapidly. 

It  would  be  tedious  and  disagreeable  to  describe  the 
fate  of  every  miserable  object  that  suffered  by  the  in- 
humanity and  ignorance  of  the  captain  and  surgeon, 
who  so  wantonly  sacrificed  the  lives  of  their  fellow- 
creatures.  Many  were  brought  up  in  the  height  of 
fevers,  and  rendered  delirious  by  the  injuries  they  suf- 
fered in  the  way.  Some  gave  up  the  ghost  in  the  pres- 
ence of  their  inspectors,  and  others,  who  were  ordered 
to  their  duty,  languished  a few  days  at  work  among 
their  fellows  and  then  departed  without  any  ceremo- 
ny. On  the  whole,  the  number  of  sick  was  reduced  to 
less  than  a dozen,  and  the  authors  of  this  reduction 
were  applauding  themselves  for  the  services  they  had 
done  to  their  king  and  country,  when  the  boatswain’s 
mate  informed  his  honour  that  there  was  a man  below 
lashed  to  his  hammock  by  the  direction  of  the  doctor’s 
mate,  and  that  he  begged  hard  to  be  released,  affirm- 
ing he  had  been  so  maltreated  only  for  a grudge  Mr. 
Morgan  bore  him,  and  that  he  was  as  much  in  his 
senses  as  any  man  aboard.  The  captain  hearing  this, 
darted  a severe  look  at  the  Welshman  and  ordered  the 
man  to  be  brought  up  immediately:  upon  which 

Morgan  protested  with  great  fervency  that  the  person 
in  question  was  as  mad  as  a March  hare;  and  begged 
for  the  love  of  Cot,  they  would  at  least  keep  his  arms 
pinioned  during  his  examination,  to  prevent  him  from 
doing  mischief.  This  request  the  commander  granted 
for  his  own  sake,  and  the  patient  was  produced,  who 
insisted  upon  his  being  in  his  right  wits  with  such 
calmness  and  strength  of  argument  that  everybody 
present  was  inclined  to  believe  him  except  Morgan, 
who  affirmed  there  was  no  trusting  to  appearances, 
for  he  himself  had  been  so  much  imposed  upon  by  his 
behavior  two  days  before  that  he  had  actually  un- 
bound him  with  his  own  hands  and  had  well-nigh 
been  murdered  for  his  pains.  This  was  confirmed  by 
the  evidence  of  one  of  the  waiters,  who  declared  he 
had  pulled  this  patient  from  the  doctor’s  mate,  whom 
he  had  gotten  down  and  almost  strangled.  To  this 
the  man  answered  that  the  witness  was  a creature  of 
Morgan’s,  and  was  suborned  to  give  his  testimony 
against  him  by  the  malice  of  the  mate,  whom  the  de- 
fendant had  affronted  by  discovering  to  the  people  on 
board  that  Mr.  Morgan’s  wife  kept  a gin-shop  in  Rag- 
Fair.  This  anecdote  produced  a laugh  at  the  expense 
of  the  Welshman,  who,  shaking  his  head  with  some 
emotion,  said,  “Aye,  aye,  ’tis  no  matter.  Cot  knows  it 
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is  an  arrant  falsehood.”  Captain  Oakhum  without 
any  further  hesitation  ordered  the  fellow  to  be  unfet- 
tered, at  the  same  time  threatening  to  make  Morgan 
exchange  situations  with  him  for  his  spite.  But  the 
Briton  no  sooner  heard  the  decision  in  favour  of  the 
madman  than  he  got  up  the  mizenshrouds,  crying  to 
Thomson  and  me  to  get  out  of  his  reach,  for  we  should 
see  him  play  the  devil  with  a vengeance.  We  did  not 
think  fit  to  disregard  his  caution,  and  accordingly  got 
up  on  the  poop,  whence  we  beheld  the  maniac,  as  soon 
as  he  was  released,  fly  at  the  captain  like  a fury, 
crying,  “I’ll  let  you  know,  you  scoundrel,  that  I am 
commander  of  this  vessel,”  and  pommel  him  without 
mercy.  The  surgeon,  who  went  to  the  assistance  of 
his  patron,  shared  the  same  fate,  and  it  was  with  ut- 
most difficulty  that  he  was  mastered  at  last,  after 
having  done  great  execution  among  those  who  op- 
posed him. 

The  captain  was  carried  into  his  cabin,  so  enraged 
with  the  treatment  he  had  received  that  he  ordered 
the  fellow  to  be  brought  before  him  that  he  might 
have  the  pleasure  of  pistolling  him  with  his  own  hand; 
and  would  certainly  have  satisfied  his  revenge  in  this 
manner  had  not  the  first  lieutenant  remonstrated 
against  it  by  observing  that,  in  all  appearance,  the  fel- 
low was  not  mad  but  desperate;  that  he  had  been 
hired  by  some  enemy  of  the  captain  to  assassinate 
him,  and  therefore  ought  to  be  kept  in  irons  till  he 
could  be  brought  to  a court-martial,  which,  no  doubt, 
would  sift  the  affair  to  the  bottom,  by  which  means 
important  discoveries  might  be  made,  and  then  sen- 
tence the  criminal  to  a death  adequate  to  his  demer- 
its. This  suggestion,  improbable  as  it  was,  had  the 
desired  effect  upon  the  captain,  being  exactly  calcu- 
lated for  the  meridian  of  his  intellects;  more  especially 
as  Doctor  Mackshane  espoused  this  opinion,  in  conse- 
quence of  his  previous  declaration  that  the  man  was 
not  mad.  Morgan  finding  there  was  no  more  damage 
done,  could  not  help  discovering  by  his  countenance 
the  pleasure  he  enjoyed  on  this  occasion,  and  while  he 
bathed  the  doctor’s  face  with  an  embrocation,  vent- 
ured to  ask  him  whether  he  thought  there  were  more 
fools  or  madmen  on  board?  But  he  would  have  been 
wiser  in  containing  this  sally,  which  his  patient  care- 
fully laid  up  in  his  memory  to  be  taken  notice  of  at  a 
more  fit  season.  Meanwhile,  we  weighed  anchor,  and 
on  our  way  to  the  Downs,  the  madman,  who  was  treat- 
ed as  a prisoner,  took  an  opportunity,  while  the  senti- 
nel attended  him  at  the  head,  to  leap  overboard,  and 
frustrate  the  revenge  of  the  captain.1 

Smollett  and  the  psychiatric  scene 

Tobias  George  Smoilett  (1721-1777),  the  Scot- 
tish novelist,  is  well  known  for  his  satirical  repre- 
sentations of  selfishness  and  cruelty  in  the  society 
of  his  day.  He  attended  the  University  in  Glasgow 
and  was  apprenticed  to  two  Glasgow  surgeons.  He 
served  in  the  Royal  Navy  and  sailed  with  an  expe- 
dition to  the  West  Indies.  The  segment  of  Roder- 
ick Random  in  the  present  account  is  part  of  a 
much  larger  delineation  of  life  aboard  a Navy  ship, 
highlighting  the  terrible  brutalities  that  were  a 
daily  part  of  it.  Smollett  was  able  to  draw  from 
first-hand  experience.  He  married  a Jamaican 


and  then  resided  in  London.  Roderick  Random, 
which  was  well  received,  was  only  one  of  several 
novels  by  Smollett.  Others  that  survive  today  as 
classics  are  Peregrine  Pickle  and  Humphry  Clin- 
ker. Roderick  Random  is  regarded  as  belonging 
to  the  picaresque  tradition  and  recounts  the  vari- 
ety of  adventures,  often  comic  as  well  as  hair-rais- 
ing, of  the  young  hero.  It  contains  excellent  in- 
sights into  the  social  scene  of  Smollett’s  time. 

When  Smollett  was  writing  his  novel,  psychiatry 
as  a specialty  was  gradually  developing  into  a mofe 
concrete  form,  and  writings  on  mental  illness  were 
increasing  during  the  eighteenth  century.2  Physi- 
cians concerned  with  this  field  were  usually  en- 
gaged in  the  general  practice  of  medicine.  In 
1753,  five  years  after  the  appearance  of  Roderick 
Random,  William  Battie,  who  became  president  of 
the  Royal  College  of  Physicians  in  London,  sup- 
plied clinical  demonstrations  of  psychiatric  pa- 
tients at  St.  Luke’s  Hospital  for  Lunatics,  and 
some  historians  have  seen  in  this  the  beginning  of 
psychiatry  as  a specialty  in  England.  Battie’s 
views  were  published  in  1758  in  A Treatise  On 
Madness.  Battie  objected  to  the  abuse  of  the 
mentally  ill  through  treatment  as  criminals  or  sim- 
ply as  annoyances  to  the  general  population. 

Comment 

Smollett’s  episode  is  presented  as  an  illustration 
of  a pertinent  and  significant  delineation  of  the 
psychiatric  theme  of  insanity  and  criminality  in  a 
literary  classic,  without  reference  to  issues  of  pri- 
ority of  description.  The  latter  point  has  been 
demonstrated  elsewhere  in  several  publications 
including  a discussion  of  Dostoevski  on  criminal 
psychopathology  antedating  some  of  Freud’s  con- 
cepts, Stendhal  writing  on  legal  and  moral  insanity 
before  Prichard  published  A Treatise  On  Insanity 
And  Other  Disorders  in  1835,  Sir  Thomas  Browne 
on  a variety  of  psychodynamic  themes,  and  Her- 
man Melville  on  the  catatonia  of  Bartleby  the  scri- 
vener several  years  before  Kahlbaum’s  clinical  ac- 
count appeared  in  1874.3-6  The  issue  of  personali- 
ty disorder  enmeshed  in  the  exigencies  of  military 
(naval)  operations,  while  different  from  the  Smol- 
lett episode,  found  its  way  into  the  central  theme 
of  a modern,  well-known  novel  of  shipboard  life  in 
World  War  II  in  Herman  Wouk’s  The  Caine  Muti- 
ny,7 
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New  studies  offer  promise 
in  treating  arthritis 

Continuing  studies  in  compatibility  of  human  tissues 
that  have  played  an  important  role  in  human  organ 
transplants  now  offer  a promising  lead  to  new  methods 
of  prevention  and  treatment  of  arthritis,  says  an  editori- 
al in  the  January  20  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

Physicians  learned  early  in  their  work  of  seeking  to 
transplant  kidneys,  hearts,  and  other  organs  from  one 
person  to  another  that  it  was  important  to  have  “a  good 
tissue  match.”  That  is,  the  transplanted  organ  must 
have  certain  characteristics  that  match  as  closely  as  pos- 
sible the  body  makeup  of  the  recipient. 

The  best  “match”  found  to  insure  against  rejection  of 
the  organ  is  a transplant  between  identical  twins,  with 
mother  and  daughter  match  following. 

A large  group  of  most  important  factors  involved  in 
the  tissue  match  are  known  as  HL-A  antigens  (human 
leukocytic  antigens).  Studies  have  determined  that 
predisposition  to  certain  allergies  and  other  diseases 
occur  in  families  with  typical  arrangement  of  HL-A  an- 
tigens. This  work  is  now  being  extended  into  the  field 
of  rheumatic  disease  and  arthritis.  In  certain  types  of 


6.  Idem:  Karl  Kahlbaum’s  Catatonia  and  Herman  Mel- 
ville’s Bartleby  The  Scrivener,  Arch.  Gen.  Psychiat  27-  48 
(July)  1972. 

7 W°uk,  H.:  The  Caine  Mutiny,  New  York,  Doubleday 
and  Company,  Inc.,  1951. 


arthritis  almost  all  patients  have  the  presence  of  HL-A 
27  antigen. 

Actually,  the  HL-A  antigens  play  a part  in  the  body’s 
own  defense  mechanism  against  foreign  tissue.  Tissue 
from  donors  with  nonmatching  patterns  of  the  HL-A 
antigens  tend  to  be  rejected  by  the  recipient,  as  it  often 
happens,  for  example,  in  kidney  transplants. 

It  is  possible  to  determine  the  pattern  of  the  HL-A 
antigens  early  in  life.  The  presence  of  HL-A  27  will  in- 
dicate a strong  possibility  that  the  individual  will  devel- 
op certain  types  of  rheumatic  disease.  With  this  knowl- 
edge, the  physician  can  begin  extensive  treatment  with 
drugs  and  other  approaches  even  before  the  symptoms 
of  the  disease  appear.  Early  treatment  can  reduce  crip- 
pling and  perhaps  even  prevent  the  disease  from  devel- 
oping to  any  great  extent. 

The  editorial  is  by  Zenonas  Danilevicius,  M.D.,  a se- 
nior editor  of  JAMA. 

In  the  same  issue  is  a new  research  report  from  Den- 
ver reporting  additional  findings  that  HL-A  27  antigen 
has  been  found  to  have  a high  incidence  in  the  rheumat- 
ic diseases  of  ankylosing  spondylitis,  which  affects  the 
spine,  Reiter  syndrome,  and  other  forms.  The  report  is 
by  David  M.  Mills,  M.D.,  Yosh  Arai;  and  Ramesh  C. 
Gupta,  M.D. 
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The  aphorisms  of  Judah  Hurwitz,  M.D.,  are  col- 
lected in  a small  rare  volume  entitled  Zel  ha- 
Maaloth  (The  Sundial),  published  in  Konigsberg, 
1764,  formerly  the  capital  of  East  Prussia  (Fig.  1). 
The  title  is  apt  and  pointed,  for  it  delivers  what  it 
promises.  The  expression  “sundial”  is  found  in 
the  Bible:  “Behold  I will  cause  the  shade  of  the 
dial,  which  is  gone  down  on  the  sundial  of  Ahaz  to 
return  backward  ten  degrees”  (Isa.  35:8).  Like  the 
sundial  which  reflects  the  light  and  shadows  of  the 
sun,  so  do  these  365  epigrams  in  rhymed  prose 
portray  the  virtues  and  foibles  of  human  mortals. 
It  is  a sort  of  one-a-day  brand  of  ethical  vitamins 
for  the  soul,  a guide  to  man  toward  the  correct  and 
straight  path. 

Life 

The  author  of  this  small  volume,  Judah  Hur- 
witz, M.D.,  was  a cultured  Russian  physician,  pre- 
cursor of  the  Haskalah  movement  of  enlighten- 
ment in  eastern  Europe,  which  took  place  in  the 
middle  of  the  eighteenth  century.  At  this  time 
there  arose  in  certain  Jewish  communities  a desire 
to  break  away  from  the  exclusiveness  of  Jewish 
life,  to  acquire  western  culture  and  be  more  like 
their  neighbors  in  matters  of  language,  dress,  and 
habit.  Dr.  Hurwitz  was  born  in  Vilna,  a center  of 
Jewish  culture.  It  had  a large  Jewish  population, 
famous  rabbis,  scholars,  Hebraists,  and  several 
academies.  It  was  at  this  time  that  the  famous 
Lithuanian  Talmudist,  Elijah  ben  Salomon  (The 
Vilna  Goan,  1720-1797),  lived  there.  Presumably, 
young  Hurwitz  had  a solid  traditional  Jewish  edu- 
cation, and  here  in  Vilna  he  continued  to  study 
and  became  well  versed  in  Jewish  law  and  lore  and 
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FIGURE  1.  Title  page  of  Zel ha-Maaloth,  1764. 


particularly  in  medieval  Hebrew  literature.  Like 
many  other  Jewish  students  from  all  over  Europe, 
his  thirst  for  knowledge  took  him  to  the  famous 
University  of  Padua,  where  he  studied  medicine. 
After  graduation  he  traveled  extensively  through 
Europe.  In  Berlin  he  became  acquainted  with 
Moses  Mendelsohn  (1729-1786),  pioneer  of  Ger- 
man enlightenment.  He  then  settled  in  Vilna  for 
a short  period,  where  he  was  appointed  physician 
to  the  Jewish  community.  Historians  describing 
the  Jewish  community  of  Vilna  of  that  period  con- 
sider him  the  foremost  intellectual  and  gifted  wri- 
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ter  there.  He  later  practiced  medicine  at  Pondeli, 
Zhagory,  and  Mitau  and  finally  settled  in  Grodno. 
In  1765  he  traveled  through  Germany  and  went  to 
Amsterdam.  He  returned  to  Grodno,  spent  the 
remainder  of  his  life  there,  and  died  November  12, 
1797.  There  on  his  tombstone  is  an  inscription 
reading  “Physician  and  Philosopher.” 

Writings 

Hurwitz  was  extremely  well  versed  in  Hebrew 
literature  and  at  the  same  time  possessed  a wide 
secular  knowledge.  He  was  strongly  influenced  by 
Rousseau.  His  most  important  work  is  Sefer  Am- 
mudei  Beth  Yehudah  (1766),  a poetical  treatise  in 
which  he  expounded  his  moral  and  philosophic  be- 
liefs in  the  form  of  a debate.  In  this  work  he  iden- 
tified religion  with  morality.  The  book  includes  a 
poem  in  praise  of  him  by  Herz  Wessely  and  an  in- 
troduction by  Moses  Mendelsohn.  It  also  had  the 
approval  of  many  rabbis.  His  other  works  are 
Sefer  Kerem  Ein  Gedi  (Konigsberg,  1764),  a com- 
mentary on  Had  Gadya,  Gan  Eden  ha-Maati,  the 
thirteen  articles  of  belief  by  Maimonides,  Sefer 
Mahberet  Hayye  ha-Nefesh,  on  the  immortality 
of  soul  (Poreberhye,  1786);  and  Sefer  Megilath 
Sedorim,  on  the  differences  between  the  cabbal- 
ists,  Talmudists,  and  philosophers  (Prague  1793). 
In  the  latter  there  is  a debate  among  three  intel- 
lectuals, each  one’s  point  of  view  the  product  of  a 
different  discipline.  He  also  wrote  Hekel  Oneg, 
moral  sentences,  (Grodno  1797)  and  finally  Zel  ha- 
Maaloth  (The  Sundial).  In  Zel  ha-Maaloth  he 
advocates  the  humanistic  ideals  of  the  Haskalah 
and  criticizes  the  social  conditions  of  his  time.  He 
claims  that  of  the  365  epigrams  contained  therein 
all  are  original,  except  10.  But  we  shall  see  that 
some  of  his  ideas  were  expressed  by  others  in 
somewhat  different  form:  but  in  the  sense  that 

just  as  jewels  can  be  placed  in  different  settings, 
ornate  or  simple,  these  epigrams  can  be  regarded 
as  original.  My  English  translations  follow. 

Zel  ha-Maaloth 

The  small  volume  makes  delightful  reading  and 
offers  insight  into  late  eighteenth  century  thought. 
Some  of  the  epigrams  are  short  poems  with  a sting 
in  the  tail,  as,  for  example,  epigram  277: 

I never  saw  a jackass  with  prophetic  inspiration, 

Or  a mule  busy  with  scientific  investigation, 

Or  a horse  concerned  with  music  appreciation; 

Nor  a thickhead  go  to  bed  at  night, 

Wake  up  in  the  morn  wise  and  bright. 

Or,  as  in  dictum  87: 

Beware  of  men  who  lack  reason, 

Run  as  from  a contagious  lesion; 

For  the  latter  one  may  find  a cure, 

But  there  is  no  remedy  for  a boor. 


Or,  proverb  64: 

When  your  fortune  ascends 
All  people  are  your  friends; 

But  when  your  luck  has  gone 
You  find  yourself  quite  alone. 

The  poet  Heinrich  Heine  expressed  this  thought 
in  a sarcastic  way  when  he  wrote: 

My  friends  and  gnats  together 
Have  gone  with  the  sunny  weather. 

Dr.  Hurwitz  bemoans  the  brevity  and  insecurity 
of  human  life: 

Wisdom  calls — hurry  your  task  every  day 
The  Great  Reaper  may  come  to  take  you  away. 

A similar  aphorism  by  Hippocrates: 

Life  is  short,  art  long,  occasion  sudden,  to  make 
experiments  dangerous,  judgment  difficult. 

Rabbi  Tarfon  expressed  the  same  thought  beau- 
tifully: 

The  day  is  short  and  the  work  is  great, 

And  the  laborers  are  sluggish,  and  the 
Reward  is  great,  and  the  Master  is  urgent  ( Abboth 
11:20). 

But  even  the  short  life  can  be  made  worthwhile, 
complete,  and  full  under  all  circumstances  by  the 
pursuit  of  knowledge.  The  author  exalts  wisdom 
and  abhors  ignorance. 

Better  be  intelligent  and  let  life  in  want  pass 
Than  a galloping  horse  or  braying  Jack-ass 
The  poor  may  starve  for  a piece  of  bread 
While  the  horse  in  golden  harness  clad. 

But,  he  says,  to  attain  scholarship  one  must 
start  at  an  early  age  and  continue  through  his  life- 
time. 

By  beginning  to  study  at  an  early  age 
In  later  years  one  becomes  a sage 
Acquiring  the  wisdom  of  generations  of  yore 
A fool  learning  a thousand  years  knows  no  more. 

To  be  learned  one  must  not  stop  learning. 

As  long  as  one  searches  for  the  truth 
He  is  intelligent  and  mentally  acute 
Once  he  assumes  he  has  succeeded 
Then  it  seems  more  wisdom  is  needed. 

Ibn  Gabirl  expressed  this  thought  in  a similar 
way:  “Man  is  wise  only  when  in  search  of  wisdom; 
when  he  imagines  he  has  attained  it,  he  is  a fool.” 
Hillel  expressed  it  in  his  famous  maxim:  “He  who 
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does  not  increase  his  knowledge  decreases  it,  one 
who  does  not  study  deserves  to  die”  (Sayings  of 
the  Fathers  1:13). 

On  the  subject  of  money  and  its  value,  he  knows 
what  it  can  do,  but  feels  that  the  pain  of  not  hav- 
ing it  is  greater  than  the  pleasure  of  having  it. 

There  is  no  virtue  in  wealth 
But  the  lack  of  it  is  painfully  felt 
Better  to  be  poor,  kind  and  hands  clean 
Rather  than  rich,  evil  and  mean. 

The  poor  rests  in  peace  without  agitation 
The  rich  disturbed  by  his  heart’s  palpitation. 

He  felt  that  to  be  really  rich  was  to  be  learned 
and  he  is  poorest  who  is  ignorant.  Learning,  un- 
like wealth,  is  not  inherited;  to  be  educated  re- 
quires hard  study,  as  he  beautifully  expresses  it: 

Pearls  are  deep  in  the  sea  found 

Gold  is  mined  from  the  ground 

But  wisdom  lies  hidden  in  books  bound. 

As  a physician  and  a good  psychologist  he  knew 
that  emotions  conquer  the  will;  so  he  warns  in  a 
dictum  that  one  must  rule  one’s  life  by  reason  and 
not  by  passion: 

He  who  permits  his  passion  to  rule  his  mind 
Is  a fool  of  the  very  worst  kind 
During  life  he  is  merely  a slave 
In  death  no  peace  in  the  grave. 

Or  again: 

Man  shall  ever  decide  his  acts  with  reason 
Not  permit  his  deeds  to  make  the  decision. 

He  recognizes  that  emotion  impairs  the  intellect 
and  states  in  this  respect: 

A mind  absorbed  by  passion 
Between  true  and  false  finds  no  discretion 
Nor  differentiate  between  evil  and  good 
When  one  is  in  an  ugly  angry  mood. 

And  again: 

Bitter  rage  and  aggravation 
Impair  reason  and  contemplation. 

Aggravation  and  worry 
are  twins  by  birth 
Both  of  them  hurry 
Man’s  return  to  earth. 

Dr.  Hurwitz  had  the  delightful  gift  of  coining 
aphorisms,  proverbs,  and  epigrams  that  make  very 
pleasant  reading.  It  is  no  wonder  that  this  tiny 
book  was  published  in  several  editions.  His  prov- 
erbs are  homely  truths  bringing  to  mind  the  prov- 
erbs of  Solomon  and  the  wisdom  of  Ben  Sira.  A 
good  name,  like  learning,  is  also  not  inherited  and 


must  be  earned  by  ethical  conduct.  His  epigrams 
describing  this  are  picturesque: 

Possessing  the  escutcheon  of  morality 

Is  better  than  the  earthly  pedigree 

While  the  noblemen  must  still  good  mannered  be 

The  good  man  needs  no  patent  of  nobility. 

The  noble  family  tree  is  of  no  use 
Who  his  own  name  does  abuse 
The  noblest  pedigree  one  can  claim 
To  have  his  own  a good  name. 

And,  on  the  rewards  of  a good  name: 

The  final  goal  of  all  mortals  is  the  same 
The  Simpleton  and  the  Philosopher  of  fame 
One  the  earth  covers  his  worldly  shame 
The  other  to  everlasting  life  his  name. 

Dr.  Hurwitz,  as  a good  psychologist,  has  many 
epigrams  revealing  his  insight.  The  following  is  a 
good  example  of  an  analytical  psychological  pro- 
jection, the  tendency  to  attribute  to  another  per- 
son that  which  is  actually  within  oneself,  and  so 
relieving  the  ego  of  guilt  feeling. 

If  you  desire  the  deeds  of  others  to  blame 
Search  your  own — you  will  find  the  same. 

Another  Hebrew  poet,  I.  L.  Gordon,  said, 

We  have  bat’s  eyes  for  our  faults,  and  eagle’s  eyes 
for  the  faults  of  others. 

He  writes  on  the  subject  of  Time  as  a great  heal- 
er and  says: 

In  good  times  don’t  be  too  gay 
In  evil  days  do  not  dismay 
Like  snow  in  the  sun  all  fade  away. 

Or,  in  another, 

A creature  is  born  small  in  size 
And  grows  bigger  day  to  day 
Sorrow  like  a dark  cloud  does  rise 
But  in  time  diminishes  and  fades  away. 

He  coined  some  delightful  epigrammatic  dic- 
tums  and  proverbs  about  speech  and  the  use  of 
words: 

Two  ears  on  your  head  exposed 
One  tongue  in  the  mouth  enclosed; 

Hear  much — to  long  speech  be  not  disposed. 

Remember  well  by  the  way 
Guard  every  word  you  say 
Thine  tongue  may  thee  slay. 

Beware  of  the  rebel  with  the  smooth  tongue 
Smooth  is  also  the  serpent’s  skin 
To  touch — one  finds  death  therein. 

Let  thy  words  flow  like  a bubbling  spring 
For  the  joy  of  the  one  who  drinks 
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Not  like  a stream  wherein  the  bather  sinks. 

More  picturesque  is  the  following  adage: 

Wisdom  is  revealed  like  the  phases  of  the  Moon 
One  phase  crescent — dim — another  full  and  bright 
If  it  comes  like  a blast  of  light 
Like  the  bat  man  will  take  to  flight. 

Dr.  Hurwitz  was  married  to  medicine  and  was 
busy  with  his  practice  caring  for  the  community  of 
Vilna,  but  as  an  ordained  rabbi  he  never  lost  his 
love  for  Hebrew  learning  and  ethics.  He  coined  a 
number  of  comely  homilies  in  this  area: 

Under  a certain  condition 
Beautiful  is  humble  submission 
More  pleasant  to  forgive  and  forget 
Than  in  ugly  revenge  a threat. 

Worldly  pleasures  are  sweet  and  good 
But  at  the  end,  poisonous  like  wormwood. 

Men  prefer  innovation 
Ever  a new  sensation 
Often  abandoning  the  mighty 
For  the  weak  and  flighty. 

One  is  born  in  a world  of  trouble  and  prattle 
Death  is  an  escape  from  a constant  battle. 

Comely  silence  is  the  attribute  of  the  humble 
But  the  proud  only  boast  and  mumble. 

God  save  us  from  hearts  hard  as  steel 
Souls  too  weak  to  feel 
Eyes  that  do  not  shed  a tear 
And  Ears  closed  that  do  not  hear. 

God  turns  his  ear 


To  prayer  of  a broken  heart 
To  an  eye  that  sheds  a tear 
And  troubles  that  tear  one  apart. 

Silly  pride  and  lust  subdue 
Humility  will  appear  in  comely  hue. 

When  prudence  joins  a pure  heart  and  clean  hand 
Then  it  is  dew  from  heaven  on  fertilized  land. 

The  noblest  kind  of  deed 
Is  to  help  one  in  dire  need. 

The  world  is  a stormy  sea  and  very  deep 
Men  on  a wiggly  bridge  in  terror  creep. 

Like  a bird  is  man  all  his  days 
Worldly  pleasure  lays  the  trap  in  his  ways. 

Finally,  Dr.  Hurwitz  in  a masterful  manner, 
with  a few  strokes  of  the  pen,  skillfully  analyzes 
the  psychology  of  the  dictator  who  assumes  abso- 
lute power  with  motives  unchecked.  In  epigram 
797  he  says: 

Cruelty  is  the  fool’s  firm  stand 

The  entire  universe  his  own  land 

While  the  rest  of  the  world  go  to  their  end. 

The  wise  physician  and  philosopher  Maimon- 
ides  had  this  thought  in  mind  when,  in  the  Guide 
to  the  Perplexed,  he  prescribed  a remedy  for  this 
evil.  He  says:  “It  is  to  our  great  advantage  that 
the  man  who  knows  his  station  should  not  imagine 
that  the  whole  universe  exists  for  him  alone.” 

4 Copley  Street 
Brookline,  Massachusetts  02146 
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Obituaries 


Abraham  Higham  Aaron,  M.D.,  of  Buffalo,  died  on 
February  24  at  the  age  of  eighty-seven.  Dr.  Aaron  grad- 
uated in  1912  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a consulting  physician  at  Buffalo 
General  Hospital.  Dr.  Aaron  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
American  Gastro-Enterological  Association,  the  Ameri- 
can Thoracic  Society,  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Joseph  I.  Alperin,  M.D.,  of  Syracuse,  died  on  March  15 
at  the  age  of  ninety-one.  Dr.  Alperin  graduated  in  1907 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a senior  general  practitioner  on  the  medical  staff 
at  Crouse-Irving  Hospital.  Dr.  Alperin  was  a member 
of  the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Herman  A.  Altman,  M.D.,  of  Long  Island  City,  died  on 
February  18  at  the  age  of  seventy-one.  Dr.  Altman 
graduated  in  1926  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a general  practitioner  on 
the  medical  staff  at  Boulevard  Hospital.  Dr.  Altman 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alexander  Blank,  M.D.,  of  Fort  Lauderdale,  Florida, 
formerly  of  Brooklyn,  died  on  January  21  at  the  age  of 
seventy-six.  Dr.  Blank  graduated  in  1925  from  Long 
Island  College  Hospital.  He  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Michael  Anthony  Bucceri,  M.D.,  of  Long  Island  City 
and  New  York  City,  died  on  February  7 at  the  age  of 
fifty-six.  Dr.  Bucceri  graduated  in  1946  from  Middle- 
sex University  School  of  Medicine.  He  was  an  attend- 
ing anesthesiologist  at  French  and  Polyclinic  Medical 
School  and  Health  Center  and  Doctors  Hospital  and  an 
associate  attending  anesthesiologist  at  Knickerbocker 
Hospital.  Dr.  Bucceri  was  a Diplomate  of  the  American 
Board  of  Anesthesiology,  a Fellow  of  the  American  Col- 
lege of  Anesthesiologists,  and  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  New  York  State 
Society  of  Anesthesiologists,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Vincent  de  Paul  Bull,  M.D.,  of  Syracuse,  died  on 
March  5 at  the  age  of  seventy-four.  Dr.  Bull  graduated 
in  1927  from  Syracuse  University  College  of  Medicine. 
He  was  a member  of  the  American  Psychiatric  Associa- 
tion, the  Syracuse  Academy  of  Medicine,  the  Onondaga 


County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Temple  Burling,  M.D.,  of  Trumansburg,  died  on  Feb- 
ruary 16  at  the  age  of  seventy-eight.  Dr.  Burling  gradu- 
ated in  1923  from  Rush  Medical  College.  He  was  a 
member  of  the  American  Psychiatric  Association,  the 
Tompkins  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harold  J.  Collins,  M.D.,  of  Brockport,  died  on  Febru- 
ary 12  at  the  age  of  eighty-one.  Dr.  Collins  graduated  in 
1920  from  Jefferson  Medical  College  of  Philadelphia. 
He  was  a member  of  the  American  Academy  of  Family 
Practice,  the  Monroe  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Marvin  Z.  Dale,  M.D.,  of  Woodstock,  died  on  February 
12  at  the  age  of  seventy-five.  Dr.  Dale  received  his 
medical  degree  from  the  University  of  Vienna  in  1925. 
He  was  a member  of  the  American  Society  of  Anesthesi- 
ologists, Inc.,  the  New  York  State  Society  of  Anesthesi- 
ologists, the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Myron  Dansky,  M.D.,  of  Woodmere,  died  in  Feb- 
ruary, 1974,  at  the  age  of  seventy-six.  Dr.  Dansky  grad- 
uated in  1926  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Caldwell  B.  Esselstyn,  M.D.,  of  Claversack,  died  on 
March  11  at  the  age  of  seventy-two.  Dr.  Esselstyn  grad- 
uated in  1929  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Public 
Health  Association,  the  New  York  Academy  of  Medi- 
cine, the  Columbia  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association.. 

Alexander  Friedman,  M.D.,  of  New  York  City,  died  on 
March  10  at  the  age  of  seventy-four.  Dr.  Friedman 
graduated  in  1923  from  Long  Island  College  Hospital. 
He  was  a consulting  surgeon  at  Trafalgar  Hospital  and 
an  attending  surgeon  at  University  Heights  Hospital. 
Dr.  Friedman  was  a Diplomate  of  the  American  Board 
of  Surgery,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of  Com- 
pensation Medicine,  Inc.,  the  Bronx  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Edward  Joseph  Gallagher,  M.D.,  of  Katonah  and 
Lincolndale,  died  on  February  9 at  the  age  of  sixty-two. 
Dr.  Gallagher  graduated  in  1937  from  New  York  Medi- 
cal College.  He  was  an  attending  physician  at  Northern 
Westchester  Hospital.  Dr.  Gallagher  was  a member  of 
the  Westchester  Academy  of  Medicine,  the  New  York 
State  Society  of  Internal  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  A.  Goldberger,  M.D.,  of  New  York  City,  died 
on  March  1 at  the  age  of  eighty-two.  Dr.  Goldberger 
graduated  in  1917  from  Long  Island  College  Hospital. 
He  was  a consulting  gynecologist  at  The  Mount  Sinai 
Hospital  as  well  as  director,  emeritus,  of  gynecology 
there,  and  a consulting  obstetrician  and  gynecologist  at 
Long  Beach  Memorial  Hospital.  Dr.  Goldberger  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Obstetrical  Soci- 
ety, the  New  York  Pathological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Moses  Goodman,  M.D.,  of  Surfside,  Florida,  formerly 
of  Brooklyn,  died  on  December  19,  1974,  at  the  age  of 
seventy.  Dr.  Goodman  graduated  in  1921  from  Colum- 
bia University  College  of  Physicians  and  Surgeons.  He 
was  a Diplomate  of  the  American  Board  of  Radiology 
and  a member  of  the  Radiological  Society  of  North 
America,  Inc.,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Andrew  Glassel  Grinnan,  M.D.,  of  Garden  City,  died 
on  February  5 at  the  age  of  seventy-five.  Dr.  Grinnan 
graduated  in  1925  from  the  Medical  College  of  Virginia. 
He  was  a Diplomate  of  the  American  Board  of  Radiolo- 
gy (Diagnostic  Roentgenology)  and  a member  of  the  Ra- 
diological Society  of  North  America,  Inc.,  and  the  New 
York  Roentgen  Society. 

S.  Tracey  Hamilton,  M.D.,  of  Fort  Lauderdale,  Flori- 
da, died  on  February  28,  1972.  Dr.  Hamilton  graduated 
in  1917  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a member  of  the  Chemung  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Morton  Henry  Hand,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 23  at  the  age  of  sixty-eight.  Dr.  Hand  graduated 
in  1931  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  neurologist  and  psychia- 
trist at  Maimonides  Medical  Center,  an  attending  neu- 
ropsychiatrist at  Kingsbrook  Jewish  Medical  Center, 
and  an  attending  neurologist  at  Kings  County  Hospital 
Center.  Dr.  Hand  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry  and 
Neurology),  a Fellow  of  the  American  College  of  Physi- 
cans,  and  a member  of  the  American  Academy  of  Neu- 
rology', the  American  Psychiatric  Association,  the  Asso- 
ciation for  Research  in  Nervous  and  Mental  Disease,  the 


Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Nathan  S.  Hanellin,  M.D.,  of  Brooklyn,  died  on  Febru- 
ary 9 at  the  age  of  eighty-seven.  Dr.  Hanellin  graduated 
in  1911  from  Baltimore  University  School  of  Medicine 
and  College  of  Physicians  and  Surgeons.  He  had  been  a 
clinical  assistant  internist  at  Jewish  Hospital  and  Medi- 
cal Center  of  Brooklyn  and  an  assistant  emeritus  in 
medicine  at  Maimonides  Medical  Center.  Dr.  Hanellin 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Heilbrun,  M.D.,  of  Flushing,  died  on  February 
22  at  the  age  of  seventy-six.  Dr.  Heilbrun  recieved  his 
medical  degree  from  the  University  of  Berlin  in  1921. 
He  was  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sidney  J.  Heilman,  M.D.,  of  Great  Neck,  died  on  Janu- 
ary 30  at  the  age  of  sixty-three.  Dr.  Heilman  graduated 
in  1939  from  the  Medical  College  of  Virginia.  He  was 
an  associate  attending  surgeon  at  North  Shore  Hospital, 
an  attending  surgeon  at  Nassau  County  Medical  Center, 
an  attending  surgeon  on  the  medical  staff  at  Long  Island 
Jewish-Hillside  Medical  Center,  and  an  attending  sur- 
geon at  Syosset  Hospital.  Dr.  Heilman  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Amer- 
ican College  of  Surgeons,  and  a member  of  the  Nassau 
Academy  of  Medicine,  the  Nassau  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Edward  Holly,  M.D.,  of  Corning,  died  on  Feb- 
ruary 18  at  the  age  of  sixty-three.  Dr.  Holly  graduated 
in  1943  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  attending  surgeon  in  eye,  ear,  nose,  and 
throat  at  Corning  Hospital.  Dr.  Holly  was  a Fellow  of 
the  International  College  of  Surgeons  and  a member  of 
the  Pan  American  Association  of  Ophthalmology,  the 
Steuben  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Salomea  Isakower,  M.D.,  died  on  December  22,  1974, 
at  the  age  of  eighty-seven.  Dr.  Isakower  received  her 
medical  degree  from  the  University  of  Cracow  in  1914. 
She  was  a member  of  the  American  Psychoanalytic  As- 
sociation, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Roland  Webb  Jones,  M.D.,  of  Center  Moriches,  died 
on  February  18  at  the  age  of  seventy-one.  Dr.  Jones 
graduated  in  1927  from  Western  Ontario  Faculty  of 
Medicine.  He  was  an  attending  physician  at  Central 
Suffolk  Hospital  Association.  Dr.  Jones  was  a member 
of  the  Suffolk  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Sidney  Kahr,  M.D.,  died  on  January  24  at  the  age  of 
seventy.  Dr.  Kahr  graduated  in  1928  from  the  Univer- 
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sity  of  Pennsylvania  School  of  Medicine.  He  was  a 
member  of  the  American  Psychoanalytic  Association, 
the  ‘American  Psychiatric  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Neurological  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Nathan  Kerstein,  M.D.,  of  Rochester,  died  on 
January  23  at  the  age  of  sixty-five.  Dr.  Kerstein  gradu- 
ated in  1934  from  Jefferson  Medical  College  of  Philadel- 
phia. He  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Reynold  Kutner,  M.D.,  of  Valley  Stream,  died  on  July 
14,  1971,  at  the  age  of  ninety-seven.  Dr.  Kutner  re- 
ceived his  medical  degree  from  the  University  of  Breslau 
in  1899  He  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Neurology)  and  a member  of 
the  American  Psychiatric  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Clarence  Lane,  M.D.,  of  Manhasset,  died  on 
February  28  at  the  age  of  seventy-three.  Dr.  Lane  grad- 
uated in  1935  from  Long  Island  College  of  Medicine. 
He  was  a consulting  physician  in  industrial  medicine  at 
Community  Hospital  of  Glen  Cove.  Dr.  Lane  was  a 
member  of  the  Industrial  Medical  Association,  the  New 
York  State  Society  of  Industrial  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  H.  Laurian,  M.D.,  of  New  York  City,  died  on 
January  26  at  the  age  of  sixty-five.  Dr.  Laurian  re- 
ceived his  medical  degree  from  the  University  of  Bucha- 
rest in  1935.  He  was  an  adjunct  in  rheumatism  at  the 
Hospital  for  Joint  Diseases.  Dr.  Laurian  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Vincent  M.  Maddi,  M.D.,  of  Johnson  City,  died  on 
February  18  at  the  age  of  seventy-two.  Dr.  Maddi  grad- 
uated in  1928  from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  a senior  member  of  the  medical  staff  in  general 
practice  at  Our  Lady  of  Lourdes  Memorial  Hospital  and 
an  attending  general  practitioner  at  Binghamton  Gener- 
al Hospital.  Dr.  Maddi  was  a member  of  the  American 
Academy  of  Family  Practice,  the  Binghamton  Academy 
of  Medicine,  the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Z.  Anthony  Makomaski,  M.D.,  of  Port  Chester,  died  on 
February  21  at  the  age  of  sixty-two.  Dr.  Makomaski  re- 
cieved  his  medical  degree  from  the  University  of  Cracow 
in  1937.  He  was  an  assistant  attending  psychiatrist  at 
United  Hospital.  Dr.  Makomaski  was  a member  of  the 
American  Psychiatric  Association,  the  Westchester 


Academy  of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Hazel  Belle  Miller,  M.D.,  of  Garden  City,  died  on  Feb- 
ruary 25  at  the  age  of  sixty-six.  Dr.  Miller  graduated  in 
1934  from  Woman’s  Medical  College  of  Pennsylvania. 
She  was  an  honorary  obstetrician  and  gynecologist  at 
Mary  Immaculate  Hospital.  Dr.  Miller  was  a member 
of  the  American  Academy  of  Family  Practice,  the  Amer- 
ican Geriatrics  Society,  the  American  Society  of  Clinical 
Hypnosis,  the  American  Medical  Women’s  Association, 
the  Nassau  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Fritz  T.  Neuhaus,  M.D.,  of  New  York  City,  died  in  Oc- 
tober, 1974,  at  the  age  of  seventy-nine.  Dr.  Neuhaus  re- 
ceived his  medical  degree  from  the  University  of  Berlin 
in  1921.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Houston  W.  Pratt,  M.D.,  of  Glen  Cove,  died  on  Janu- 
ary 23  at  the  age  of  fifty-three.  Dr.  Pratt  graduated  in 
1952  from  New  York  Lhiiversity  Medical  College.  He 
was  a member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Andrew  J.  Presto,  M.D.,  of  Bayside,  died  on  February 
4.  Dr.  Presto  graduated  in  1937  from  Stritch  School  of 
Medicine  of  Loyola  University. 

Irving  A.  Rosenthal,  M.D.,  of  Brooklyn  and  Bayside, 
died  in  December,  1974,  at  the  age  of  sixty-four.  Dr. 
Rosenthal  received  his  medical  degree  from  the  Univer- 
sity of  Paris  in  1938.  He  was  an  assistant  attending  pe- 
diatrician at  Flower  and  Fifth  Avenue  Hospitals  and  an 
assistant  pediatrician  at  Metropolitan  Hospital.  . Dr. 
Rosenthal  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alexander  Schusdek,  M.D.,  of  New  York  City,  died  in 
September,  1974,  at  the  age  of  forty-six.  Dr.  Schusdek 
graduated  in  1954  from  the  University  of  California 
School  of  Medicine.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  (Psychiatry) 
and  a member  of  the  American  Psychiatric  Association, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Clare  Nelson  Shumway,  M.D.,  of  Winston-Salem, 
North  Carolina,  formerly  of  Painted  Post,  died  on  De- 
cember 24,  1974,  at  the  age  of  eighty-three.  Dr.  Shum- 
way graduated  in  1912  from  the  University  of  Buffalo 
School  of  Medicine.  Retired,  he  was  an  honorary  mem- 
ber of  the  medical  staff  at  Corning  Hospital.  Dr.  Shum- 
way was  a member  of  the  Steuben  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Harry  Aaron  Solomon,  M.D.,  of  New  York  City,  died 
c on  January  25  at  the  age  of  eighty-one.  Dr.  Solomon 
graduated  in  1917  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a consulting  physician  in 
medicine  at  Bellevue  and  Trafalgar  Hospitals  and  a 
consulting  physician  at  Doctors  Hospital.  Dr.  Solomon 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
• cians,  and  a member  of  the  International  Society  of  In- 
ternal Medicine,  the  New  York  Academy  of  Medicine, 
the  New  York  State  Society  of  Internal  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Gerald  Arthur  Spencer,  M.D.,  died  on  January  26  at 
the  age  of  seventy-two.  Dr.  Spencer  received  his  medi- 
cal degree  from  the  University  of  Lyons  in  1932.  He 
. was  a Diplomate  of  the  American  Board  of  Dermatology, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
, member  of  the  American  Academy  of  Dermatology,  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Philip  E.  Stamatiades,  M.D.,  of  Brushton,  died  on  Oc- 
tober 23,  1974,  at  the  age  of  eighty-two.  Dr.  Stama- 
tiades graduated  in  1919  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  an  attending 
physician  at  the  Alice  Hyde  Memorial  Hospital.  Dr. 
Stamatiades  was  a member  of  the  Franklin  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jay  Stanton,  M.D.,  of  Petersburg,  died  on  March  11  at 
the  age  of  sixty-four.  Dr.  Stanton  received  his  medical 
degree  from  the  University  of  Vienna  in  1937.  He  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  American  Psychoanalytic 
Association,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Burn-prone  individuals  can  be  identified 

Some  individuals  are  much  more  likely  to  get  burned 
l than  others. 

The  severely  burned  individual  is  likely  to  be  a 
woman,  with  alcoholism  or  drug  use  in  the  background, 
whose  hair  or  clothing  catches  fire  while  she  is  sitting  in 
an  overstuffed  chair  or  lying  in  bed  at  home,  says  a re- 
search report  from  Boston  in  the  January  20  issue  of  the- 
Journal  of  the  American  Medical  Association. 

John  C.  MacArthur,  M.D.,  and  Francis  D.  Moore, 
M.D.,  made  a study  of  155  hospitalized,  burned,  adult 
patients.  About  half  of  the  group  showed  predisposi- 
tion to  burning.  Among  the  more  severe  burns,  this  fig- 
ure was  57  per  cent.  Women  were  more  likely  to  get 
burned  than  men,  and  also  were  more  likely  to  have  se- 
vere, extensive  burns  that  caused  death. 

Alcoholism  led  the  list  of  predisposing  factors,  with 
senility,  psychiatric  disorders,  and  brain  malfunctions 
following.  The  patient’s  own  home  was  usually  the  site 
of  the  burn  in  those  predisposed. 

Alcohol  and  tobacco  are  often  indulged  in  together, 


Anne  S.  Topper,  M.D.,  of  New  York  City,  died  on  Jan- 
uary 29  at  the  age  of  eighty-one.  Dr.  Topper  graduated 
in  1923  from  University  and  Bellevue  Hospital  Medical 
College.  She  was  an  assistant  attending  (off  service)  pe- 
diatrician at  The  Mount  Sinai  Hospital.  Dr.  Topper 
was  a member  of  the  American  Academy  of  Pediatrics, 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Alfred  J.  Weil,  M.D.,  of  Pearl  River,  died  on  March  17 
at  the  age  of  seventy-four.  Dr.  Weil  received  his  medi- 
cal degree  from  the  University  of  Munich  in  1923.  He 
was  a consulting  allergist  at  The  Bronx-Lebanon  Hospi- 
tal Center,  an  attending  physician  in  internal  medicine 
at  Ramapo  General  Hospital,  and  an  attending  physi- 
cian in  medicine  at  Summit  Park  Hospital.  Dr.  Weil 
was  a Diplomate  of  the  American  Board  of  Pathology 
(Clinical  Microbiology),  a Fellow  of  the  American  Col- 
lege of  Allergists,  a Fellow  of  the  College  of  American 
Pathologists,  and  a member  of  the  American  Association 
of  Immunologists,  the  American  Public  Health  Associa- 
tion, the  Society  of  American  Bacteriologists,  the  New 
York  Academy  of  Medicine,  the  Rockland  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alfred  Weintraub,  M.D.,  of  New  York  City,  died  on 
September  3,  1974,  at  the  age  of  seventy-five.  Dr. 
Weintraub  received  his  medical  degree  from  the  Univer- 
sity of  Vienna  in  1923.  He  was  a consulting  ophthal- 
mologist at  City  Hospital  Center  at  Elmhurst  and  an 
honorary  surgeon  at  New  York  Eye  and  Ear  Infirmary. 
Dr.  Weintraub  was  a Diplomate  of  the  American  Board 
of  Ophthalmology-  and  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  the  Pan 
American  Medical  Association,  The  American  Geriatrics 
Society,  the  New  York  Society  for  Clinical  Ophthalmol- 
ogy, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

and  the  combination  leads  to  severe  burns  because  the 
drug  (alcohol)  reduces  awareness  and  the  flame  ignites 
hair,  clothing,  or  furniture. 

“Quite  characteristically,  the  patient  is  sitting  in  an 
overstuffed  chair,  smoking,  drinking  and  watching  tele- 
vision,” Drs.  MacArthur  and  Moore  report. 

In  an  editorial  accompanying  the  research  report,  Dr. 
Moore  points  to  the  heavy  demands  on  health  care  facil- 
ities of  the  severely  burned  patient.  There  are  months 
of  intense  physical  suffering  with  the  outcome  long  in 
doubt.  A 50  per  cent  burn  in  a Fifty-year-old  patient 
still  carries  a death  rate  of  about  50  per  cent.  Dollar 
cost  for  rehabilitation  will  be  at  least  $50,000.  At  least 
50  professional  people  will  be  involved  in  the  care  of  a 
single  patient  for  a period  of  150  days. 

Dr.  Moore  listed  some  safety  precautions  to  reduce 
danger  of  burns.  If  young  children  are  in  the  house- 
hold, only  safety  matches  should  be  used.  Flammable 
ornaments  should  be  prohibited.  Explosive  and  dan- 
gerous space  heaters  should  not  be  sold.  Clothing 
should  be  flame-proofed,  especially  nightwear  or  under- 
wear for  children  and  ladies. 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 


Gonorrhea,  according  to- the  national  Center 
for  Disease  Control,  is,  if  the  parenteral  route 
is  chosen,  most  effectively  treated  with  aque- 
ous procaine  penicillin  G.  In  uncomplicated 
cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
at  least  30  minutes  prior  to  injection, 
recommended. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  tothis  particular  dosage  form.  Therapy 
should  be  guided  Oy  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  !M  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindications:  Previous  hypersensitivity  reaction  to  any 
penicillin, 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  infra- 
dermally  0,1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparation, 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat1 
ment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus 
ceptible  organisms.  Constant  observation  of  the  patient  is  esser 
tial.  If  new  infections  due  to  bacteria  or  fungi  appear  durini 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 1 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  th 
opinion  of  the  physician,  the  condition  being  treated  is  lif, 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primar 
or  secondary  syphilis,  perform  proper  diagnostic  procedure:' 
including  darkfield  examinations.  In  all  cases  in  which  concom 


tant  syphilis  is  suspected,  perform  monthly  serological  tests  for 
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least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  ser 
situation)  skin  rashes,  ranging  from  maculopapuiar  eruptions  ti 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reaction, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Sever 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings:') 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  ha 
been  reported. 

Administration  and  Dosage:  Administer  only  by  deep  intn 
muscular  injection,  in  upper  outer  quadrant  of  buttock.  In  infan1 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferabl 
When  doses  are  repeated,  vary  injection  site.  Before  injectio 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  bloc 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  di 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  ni 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choic- 
Physicians  are  cautioned  not  to  use  less  than  recommende 
doses. 

Gonorrheal  infections  (uncomplicated) — Men  or  Women:  4 
million  units  intramuscularly  divided  into  at  least  two  doses  an 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  or 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injectior 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  shoul 
be  individualized  using  large  amounts  of  short-acting  penicilli 
Gonorrheal  endocarditis  should  be  treated  intensively  wit 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  f(, 
gonorrhea  (male  and  female)  is  accomplished  with  same  trea 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Ven 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therap. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  othe, 
wise,  a culture  specimen  should  be  obtained  from  the  anteru 
urethra.  In  the  female,  culture  specimens  should  be  obtame 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persis 
3 or  more  days  following  initial  therapy  and  smear  or  cultui 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  uni 
I.M.  divided  in  2 injection  sites  at  single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment 
indicated  if  follow  up  cervical  or  rectal  cultures  remain  positive  f< 
N gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  uni 
daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  f 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  wf 
also  have  syphilis  should  be  given  additional  treatment'  appr 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-c 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  su 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  Q4' 
lecithin,  0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  mefh\ 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  v’i 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabilize 
aqueous  suspension  with  sodium  citrate  buffer  and  approxima' 

7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  poyicf 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sor' 
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monopalmitate, 
paraben, 


1.2  mg.  methyl  paraben,  and  0,14  mg.  proj! 


Five  are  graduating 
wih  honors. 

How  many  with  VD? 


On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


M SYPHILIS 
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TERILE  BENZATHINE 
ENICILLIN  G 
USPENSION)  WYETH 

philis  is  preferably  treated  with  benzathine 
nicillin  G.  which  is  also  the  drug  of  choice 
prophylaxis  after  exposure.  Administra- 
n of  2.4  million  units  (1.2  million  in  each 
ttock)  usually  cures  most  cases  of  primary, 
condary  and  latent  syphilis  with  negative 
inal  fluid. 

idications:  In  treatment  of  infections  due  to  penicillin 
ansitive  microorganisms  that  are  susceptible  to  the  low  and 
7 ' prolonged  serum  levels  common  to  this  particular  dosage 
a.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
ling  sensitivity  tests)  and  by  clinical  response, 
he  following  infections  will  usually  respond  to  adequate 
jage  of  intramuscular  benzathine  penicillin  G.  — Venereal  in- 
lions:  Syphilis,  yaws,  beiei  and  pmta 

For  deep  intramuscular  injection  only. 
:ontralndlcatlons:  Previous  hypersensitivity  reaction  to  any 
licillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
r'  lactoid)  reactions  have  been  reported.  Anaphylaxis  is  more 
iuent  following  parenteral  therapy  but  has  occurred  with  oral 
: icillins.  These  reactions  are  more  apt  to  occur  in  individuals 
i history  of  sensitivity  to  multiple  allergens. 

;■  evere  hypersensitivity  reactions  with  cephalosporins  have 
; n well  documented  in  patients  with  history  of  penicillin  hyper- 
sitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
7 is  hypersensitivity  to  penicillins,  cephalosporins  and  other 
rgens  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
■ i usual  agents,  e g.,  pressor  amines,  antihistamines  and  corti- 
’.teroids. 


Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  t 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (macuiopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness  reactions,  laryngeal  edema  and  ana 
phylaxis.  Fever  and  eosmophiha  may  frequently  be  only  reaction 
observed  Hemolytic  anemia,  leucopenia,  thrombocytopenia, 
neuropathy  and  nephropathy  are  infrequent  and  usually  associ- 
ated with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics.  Jarisch  Herxheimer  reaction  has 
been  reported. 

Administration  and  Dosage:  Venereal  infections  — 

Syphilis  - Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital -under  2 years  of  age.  50.000  umts/Kg  body 
weight;  ages  2-72  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  Intramuscular 
Injection  n the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  benzathine  penicillin  G (as  active  in- 
gredient): 2.400,000  units  in  4-cc.  single  dose  disposable  syringe 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose,  0.6%  povidone.  0.1%  methylparaben,  and 
0.01%  propylparaben.  300.000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg  povidone.  1 mg.  carboxymethylcellulose. 
0.5  mg.  sorbitan  monopalmitate.  0 5 mg.  polyoxyethylene  sorbitan 
monopal mitate.  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 
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Letters  to  the  Editor 


Lincomycin  and  the  colon* 

To  the  Editor:  I believe  I may  have  something  to  add 
about  the  effect  of  lincomycin  (Lincocin)  on  the  colon. 

I suffered  an  acute  ulcerative  colitis  following  the  in- 
gestion of  lincomycin.  After  about  three  and  a half 
weeks  of  intermittent  diarrhea  and  gastrointestinal 
upset,  pieces  of  real  mucous  membrane  were  passed  in  a 
bloody  stool.  These  pieces  were  numerous.  They  ap- 
peared in  squares,  triangles,  and  strips  and  were  about 
on  average,  half  inch  by  half  an  inch  in  size.  The  strips 
appeared  healthy;  they  were  not  necrotic;  and  they  had 
a bleeding  surface  and  a smooth  other  surface.  It  was 
not  pseudomembrane.  In  a word,  these  pieces  of  tissue 
were  segments  of  real  mucous  membrane.  I came  to  the 
conclusion  that  the  mechanism  of  detachment  might  be 
that  of  infarction. 

It  would  not  appear  to  be  pseudomembranous  colitis 
but  a distinct  unusual  form  ol  ulceration  of  the  bowel. 

To  say  that  a patient  affected  by  lincomycin  has  coli- 
tis is  as  misleading  as  saying  a patient  with  a peptic 
ulcer  has  only  gastritis. 

M.  J.  SMYTH,  M.D.,  F.R.C.S.,  F.A.C.S. 

1611  Genesee  Street 
Utica,  New  York  13501 

* F.D.A.  Drug  Bulletin,  Vol.  5 (Jan.-Mar.)  1975. 

Medical  malpractice 

To  the  Editor:  I would  appreciate  your  publishing  the 
following  addendum  to  the  statement  that  appeared  in 
the  New  York  Law  Journal,  Wednesday,  February  5, 
1975.* 

And  a possible  solution  to  the 
malpractice  problem 

When  the  article  reprinted  above  appeared  in  the 
New  York  Law  Journal  I was  pleasantly  surprised  to 
hear  only  complimentary  reactions  from  members  of  the 
legal  profession.  It  would  seem  that  there  is  no  need  to 
react  to  all  lawyers  as  if  they  are  adversaries  of  the  heal- 
ing professions.  A few  were  good  enough  to  make  posi- 
tive suggestions  as  to  how  we  should  proceed.  What  fol- 
lows is  based  upon  an  oral  communication  from  a distin- 
guished jurist  who  has  asked  not  to  be  identified. 

If  the  most  knowledgeable  experts  in  the  malpractice 
field,  the  insurance  companies,  no  longer  want  to  carry 
malpractice  insurance,  then  we  have  to  accept  a simple 
fact  that  malpractice  coverage  as  cared  for  up  to  now  is 
dead;  killed  by  its  own  inefficiencies  as  a result  of  which 
claimants  receive  less  than  20  per  cent  of  the  insurance 
premiums.  In  addition,  the  costs  of  “defensive”  medi- 
cine which  could  he  borne  in  a time  of  financial  plenty, 
must  go  the  way  of  other  expensive  and  unnecessary 

* Reprinted  by  permission  of  the  New  York  Law  Journal. 


frills  during  a period  of  financial  adversity,  euphemisti- 
cally called  a “recession.”  Society  cannot  at  this  time 
throw  away  the  billions  they  could  up  to  now. 

If  malpractice  is  dead,  then  let  the  dead  be  buried, 
and  let  us  not  try  the  impossible  and  try  to  resurrect  the 
dead.  Let  the  Federal  government  set  up  a Medical 
Mishap  Fund,  to  be  financed  by  a $1  to  $5  assessment 
on  every  inhabitant.  Let  every  doctor  without  malprac- 
tice insurance  (such  as  will  likely  happen  on  July  1st  in 
New  York)  refuse  to  treat  anyone  without  a certificate 
that  he  is  covered  by  Medical  Mishap  Insurance.  If 
there  are  then  claims,  the  individual  states  could  decide 
how  to  handle  them.  The  easiest  and  cheapest  way 
would  be  through  Workmen’s  Compensation  Boards. 

The  reason  that  Federal  insurance  is  suggested  is  that 
if  it  were  handled  through  the  states,  those  states  that 
would  be  the  first  on  the  bandwagon  would  then  get  a 
disproportionate  share  of  doctors  to  move  there. 

Certainly  this  plan  is  far  superior  than  the  suggestions 
that  have  been  made  that  malpractice  in  this  State  be 
handled  either  by  a consortium  of  insurance  companies 
or  through  the  State  Fund;  both  alternatives  might  pos- 
sibly prolong  the  demise  of  malpractice  as  we  now  know 
it  for  one  year  if  someone,  like  the  State  government, 
would  be  willing  to  guarantee  the  inevitable  20  to  50 
million  dollar  deficit.  Where  the  State  would  get  this 
money,  I do  not  know. 

I realize  that  the  plan  proposed  above  has  a serious 
disadvantage;  namely  that  it  is  both  sensible  and  practi- 
cal when  everyone  is  busily  engaged  is  seeking  magical 
solutions. 

In  essence  what  is  being  proposed  is  the  socialization 
of  malpractice  (not  medicine)  since  the  private  sector 
has  made  such  a mess  of  malpractice. 

I hope  that  you  find  the  above  of  interest. 

MATTHEW  BRODY,  M.D. 

Chairman,  Coordinating  Council,  First  District  Branch 

41  Eastern  Parkway 
Brooklyn,  N.Y.  11238 

Malpractice  litigation 

To  the  Editor:  The  May,  1974, t issue  of  your  Journal 
carried  a long,  impassioned  editorial  dealing  with  medi- 
cal malpractice  entitled,  “Medical  Jujitsu  but  Not  Jus- 
tice.” I patiently  waited  a few  months  hoping  some  in- 
formed reply  would  appear;  perhaps  from  the  State 
Medical  Society’s  attorneys,  but  none  appeared.  I 
think  it  is  time  we  face  some  reality  instead  of  endlessly 
repeating  the  same  old  stale  items,  that  is,  unjustified 
suits,  high  premium  rates,  contingent  fees,  and  so  forth. 
Clearly,  we  should  be  concentrating  on  the  medical  rea- 
sons for  the  problem  and  the  solutions  that  may  reverse 
the  worsening  trend. 

First:  Malpractice  litigation  is  not  a problem  that  af- 

t Editorial:  Malpractice;  medicolegal  jujitsu  but  not  justice, 
74:  779  (May)  1974. 
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fects  physicians  alone.  Lawyers,  architects,  dentists, 
manufacturers,  and  others,  have  all  seen  a noticeable  in- 
crease in  lawsuits  and  insurance  premiums.  It  is  a 
manifestation  of  greater  public  awareness  of  the  mini- 
mum standards  professions  must  deliver  to  function  un- 
annoyed by  suits.  It  is  erroneous  for  physicians  to  as- 
sume they  stand  alone. 

Second:  For  physicians  to  state  that  lawyers’  fees 

should  be  regulated  severely  is  tantamount  to  their 
agreeing  all  fees  should  be  regulated.  Should  medical 
fees  be  totally  regulated?  By  the  way,  lawyers  would  be 
delighted  with  vast  client  coverage  by  a legal  Blue  Cross 
or  other  third  party  insurance.  It  would  be  delightful  to 
start  a malpractice  case  knowing  you  would  be  repaid,  at 
any  scale,  for  your  work.  There  would  be  ten  times  the 
present  level  of  lawsuits  against  physicians.  Today  ac- 
cepting a lawsuit  against  a physician,  even  those  that 
may  look  highly  justified,  is  still  somewhat  of  a gamble. 
A gamble  where  the  lawyer  may  receive  no  fee  at  all.  I 
do  not  say  unjustified  suits  are  not  brought,  but  when 
they  are  they  generally  are  very  costly  to  the  lawyer,  and 
obviously  that  is  quite  a restraining  influence.  Even 
when  a lawyer  wins  he  is  not  necessarily  overpaid.  One 
recent  case  brought  legal  fees  of  $140,000  shared  by  two 
law  firms.  Total  attorney  time  equaled  over  3,000  hours 
and  that  comes  out  to  about  $47  per  hour.  If  the  suit 
had  been  lost,  the  time  and  work  would  have  to  be  made 
up  somewhere.  As  for  the  hourly  fee,  there  are  lawyers 
who  earn  more  and  those  who  earn  less,  just  like  physi- 
cians. 

Third:  The  ever-increasing  rate  of  premiums  is  just  a 
realistic  reflection  of  the  number  and  size  of  verdicts 
brought  in  against  physicians.  Despite  this  fact,  I have 
seen  many  cases  settled  for  less  than  they  should  have 
been  for  a variety  of  reasons,  so  do  not  forget  that  even 
today  many  cases  should  be  settled  for  more.  Every 
physician  knows  multiple  situations  and  incidents  that 
should  have  resulted  in  successful  lawsuits  and  never 
did.  Either  the  patient  accepted  the  results,  or  the  pa- 
tient did  not  know  his  rights,  or  the  patient  went  to  a 
defective  lawyer,  or  the  patient  waited  too  long,  or  a 
dozen  other  reasons.  Again,  despite  all  this,  most  law- 
r yers  who  work  in  this  field  turn  away  about  nine  out  of 
every  ten  cases  that  come  to  their  offices. 

It  becomes  quickly  apparent  to  those  who  will  see  that 
there  is  a tremendous  dissatisfaction  with  much  of  mod- 
ern medical  care  when  the  result  is  untoward.  Physi- 
cians do  not  seem  to  be  able  to  explain  negative  results 
to  patients.  Unhappy  people  consult  lawyers.  They 
never  teach  you  to  handle  the  disgruntled  patient  in 
medical  school. 

Our  research  has  shown  there  are  thousands  of  physi- 
cians who  have  practiced  many  years  without  a single 
lawsuit  and  some  who  have  had  many  suits  against 
them.  Generally  speaking,  the  lawsuits  reflect  the  same 
e medical  problems  or  mistakes,  if  you  will,  occurring  time 
I and  time  again.  One  example  was  discussed  by  Arthur 
Mannix,  M.D.,  in  a speech  to  both  physicians  and  law- 
j yers  in  December,  1970.  There  were  58  sponges  and 
clamps  left  behind  in  surgery  cases  in  1968.  If  a suit  is 
filed  it  is  almost  certain  to  win.  Yet  time  and  time 
? again  these  patients  have  been  required  to  pay  a second 
surgical  fee  to  have  the  offending  foreign  body,  mistak- 
enly left  behind,  removed.  It’s  incredible.  When  the 
hospital  and  surgeon  both  claim  innocence,  if  a suit  is 
brought,  the  attorney  is  forced  to  sue  both,  and  proba- 


bly carry  the  case  for  years,  requiring  endless  deposi- 
tions and  testimony  gathering  only  to  have  that  very 
case  finally  settled  on  the  eve  of  the  trial.  Certainly  the 
patient’s  bills  could  have  been  paid;  certainly  the  entire 
claim  could  have  been  settled  years  earlier  and  much 
cheaper.  No,  the  medical  organization  makes  it  be  done 
the  hard  and  costly  way.  All  will  agree  clamps  should 
not  be  left  behind,  but  when  they  are,  why  is  the  error 
compounded  and  cost  driven  skyward? 

Much  of  the  malpractice  can  be  prevented.  Suits, 
such  as  the  above  sponge  and  clamp  cases,  tight  cast 
cases,  anesthesia  accidents,  ligated  ureters,  and  so  forth, 
are  almost  monotonously  repetitive.  Anybody  re- 
viewing large  numbers  of  claims  sees  the  same  problems 
appearing  and  reappearing.  This  state  of  affairs  allows 
us  to  say  that  malpractice  can  be  largely  prevented,  but 
it  obviously  will  require  some  degree  of  adjustment  and 
responsibility  assumption  on  the  part  of  the  physicians 
who  have  all  the  corrective  mechanisms  within  their  own 
control.  Everybody,  including  lawyers,  would  prefer  to 
see  nonmaimed  patients  to  lawsuits. 

Alan  Rosenberg,  M.D.,  a psychiatrist-lawyer,  and  I 
have  devised  a program  for  a patient  safety  and  mal- 
practice prevention.  The  proposal  is  now  being  pre- 
pared for  submission  to  the  Federal  government  to 
begin  such  a program  in  a Federal  hospital.  We  believe 
this  program  can  reduce  the  number  of  malpractice 
claims  by  a minimum  of  10  per  cent  for  the  first  year, 
and  anticipate  higher  percentages  as  we  go  along.  We 
feel  this  is  a much  more  logical  approach  than  attempt- 
ing to  severely  limit  the  patient’s  legal  rights  or  develop 
legal  artifices  almost  purely  on  the  grounds  that  medi- 
cine will  not  make  its  best  efforts  to  bring  its  diverse  ele- 
ments into  a smoother  and  safer  working  relationship. 

One  portion  of  the  editorial  we  both  agree  strongly 
with  is  the  question  of  no-fault  insurance.  We  agree 
that  with  PSRO  and  various  Peer  Review  techniques 
faulty  medical  practice  will  be  more  accurately  pin- 
pointed and  medical  understanding  enlarged.  This 
would  make  some  ultimate  combination  of  Federal  in- 
surance for  “bad  results”  or  other  catastrophes  much 
more  feasible.  This  letter  is  no  place  for  the  details  of 
such  a plan,  but  the  idea  seems  very  attractive  and 
workable  for  the  benefit  of  all. 

But  for  the  present,  patient  safety  programs  appear  to 
us  the  best  and  most  logical  answer. 

LEE  S.  GOLDSMITH,  M.D.,  LL.B.,  F.C.L.M. 

747  Third  Avenue 
New  York,  N.Y.  10017 

Physician’s  associate 


To  the  Editor:  I wish  to  offer  the  following  to  counter 
unfavorable  comments  which  have  been  made  in  refer- 
ence to  the  Physicians  Associate.*  I have  worked  close- 
ly with  Physicians  Associate  students  over  the  past  two 
years  and  I feel  that  there  is  a definite  role  to  be  played 
by  these  individuals  in  the  practice  of  medicine.  It 
must  be  noted  that  a Physician’s  Associate  is  not  ex- 
pected to  function  as  a physician,  but  as  a physician’s 
assistant,  and  I feel  strongly  that  the  young  men  and 
women  who  have  worked  with  me  have  fulfilled  their 
function  well.  They  have  certainly  lessened  the  burden 


* Westring,  D.  W.,  Lewis,  A.,  and  Toler,  W.  H.:  Continuity 
of  care  in  municipal  hospitals;  role  of  physician’s  associate  75: 
432  (Feb.)  1975.  J 
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uct — 7.7  per  cent. 

Health  spending  averaged  $485  per  person. 

Hospital  care  was  the  largest  expenditure  category, 
amounting  to  $40.9  billion,  or  39  per  cent  of  the  total. 
Physicians’  services  accounted  for  $19  billion,  or  18  per 
cent. 

Expenditures  for  nursing  home  care  reached  an  esti- 
mated $7.5  billion. 

Of  all  personal  health  care  spending  in  1974,  the  gov- 
ernment accounted  for  38  per  cent;  private  health  insur- 
ance, 26  per  cent;  and  philanthropic  organizations,  1 per 
cent,  out-of-pocket  spending  accounted  for  the  remain- 
ing 35  per  cent.  Increases  in  Medicare  and  Medicaid 
expenditures  accounted  for  most  of  the  increase  in  the 
public  share  of  health  care  expenditures. 

* * * 

The  government  has  abandoned  a long  fight  to  classi- 
fy high  potency  vitamins  as  drugs,  bowing  to  opponents 
of  vitamin  legislation  in  Congress.  Vitamin  products 
will  be  available  over-the-counter  in  any  strength  less 
than  toxic,  according  to  Food  and  Drug  Administration 
officials.  The  Agency  had  hoped  to  require  drug  classi- 
fication for  vitamins  exceeding  150  per  cent  of  the  rec- 
ommended daily  allowance.  This  and  other  proposed 
restrictions  on  vitamins  had  prompted  a storm  of  pro- 
test to  Congress  from  health  food  users  and  makers. 
The  Senate  last  year  voted  81  to  10  to  prevent  the  FDA 
move.  Court  decisions  had  generally  favored  the  FDA’s 
right  to  impose  restrictions  on  vitamin  preparations,  but 
the  Agency  recently  decided  to  drop  the  hot  potato. 
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Personalities 

Elected:  Harold  N.  Schwinger,  M.D.,  Brooklyn,  vice- 
president,  American  College  of  Radiology  at  its  annual 
meeting  on  April  3 . . . Joseph  N.  Silverstein,  M.D., 
Brooklyn,  president  of  the  1,600-member  New  York 
State  Society  of  Internal  Medicine. 

Named:  As  Fellows  of  the  American  College  of  Radiol- 
ogy: David  L.  Berens,  M.D.,  Kenmore;  Kenneth  H. 

Seagrave,  M.D.,  Buffalo;  Eugene  V.  Leslie,  M.D.,  Wil- 
liamsville;  Norman  E.  Chase,  M.D.,  Yonkers;  Victor  A. 
Panaro,  M.D.,  Buffalo;  Herbert  S.  Pirson,  M.D.,  Buffalo; 
Joseph  Rosenstein,  M.D.,  Saranac  Lake;  George 
Schwarz,  M.D.,  New  York  City;  Melvin  N.  Zelefsky, 
M.D.,  Teaneck,  N.  J.;  Jerome  Zwanger,  M.D.,  Massape- 
qua  Park;  Kamillo  Flachs,  M.D.,  Williamsville;  and 
Glenn  E.  Jones,  M.D.,  Grand  Island  . . . Harold  Brody, 
M.D.,  to  the  National  Institutes  of  Health’s  Advisory 
Council,  an  advisory  body  for  the  newly-estahlished  Na- 
tional Institute  on  Aging  . . . Sidney  Malitz,  M.D.,  as 
acting  chairman,  Department  of  Psychiatry,  Columbia 
University  College  of  Physicians  and  Surgeons,  and  act- 
ing director,  the  New  York  State  Psychiatric  Institute. 

Promoted:  Lawrence  Dubin,  M.D.,  to  clinical  professor 
of  urology  as  well  as  Adrian  W.  Zorgniotti,  M.D.;  Theo- 
dore Shapiro,  M.D.,  to  professor  of  psychiatry  and  Jo- 
seph P.  Lin,  M.D.,  to  professor  of  radiology,  at  New 
York  University  School  of  Medicine. 


Whenever  an  APC/narcotic  is  indicated 


Each  yeliow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning 
May  be  habit  forming),  0.38  mg  oxycodone  terephthalate  (Warning 
May  be  habit  forming),  224  mg.  aspirin,  1 60  mg.  phenacetm,  and  32  mg 
caffeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin  or  caffeine. 

WARNINGS:  Drug  Dependence  Oxycodone  can  produce  drug  de- 
pendence of  the  morphine  type  and,  therefore,  has  the  potential 
for  being  abused.  Psychic  dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of  Percodan,  and  it 
should  be  prescribed  and  administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications,  Percodan  is  subject  to  the 
Federal  Controlled  Substances  Act. 

Usage  in  ambulatory  patients:  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using 
Percodan  should  be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  depressants  Patients 
receiving  other  narcotic  analgesics,  general  anesthetics,  phenothiazines, 
other  tranquilizers,  sedative-hypnotics  or  other  CNS  depressants  (includ- 
ing alcohol)  concomitantly  with  Percodan  may  exhibit  an  additive  CNS 
depression.  When  such  combined  therapy  is  contemplated,  the  dose  of 
one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established 
relative  to  possible  adverse  effects  on  fetal  development.  Therefore, 
Percodan  should  not  be  used  in  pregnant  women  unless,  in  the  judgment 
of  the  physician,  the  potential  benefits  outweigh  the  possible  hazards. 
Usage  in  children  Percodan  should  not  be  administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer 
or  coagulation  abnormalities. 

PRECAUTIONS  Head  injury  and  increased  intracranial  pressure  The 
respiratory  depressant  effects  of  narcotics  and  their  capacity  to  elevate 
cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions  or  a pre-existing  increase 
in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reac- 
tions which  may  obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions:  The  administration  of  Percodan  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  in  patients  with 
acute  abdominal  conditions 

Special  risk  patients  Percodan  should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in 
excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed  adverse  reac- 
tions include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting. 
Some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down , 
Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  accord- 
ing to  the  severity  of  the  pain  and  the  response  of  the  patient.  It  may 
occasionally  be  necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients  who  have  become 
tolerant  to  the  analgesic  effect  of  narcotics.  The  usual  adult  dose  is  one 
tablet  every  six  hours  as  needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Percodan  may 
be  additive  with  that  of  other  CNS  depressants.  See  WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect 
of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms  Serious 
overdose  with  Percodan  is  characterized  by  respiratory  depression, 
extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity.  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur.  The  ingestion  of  very  large  amounts  of  Percodan 
may,  in  addition,  result  in  acute  salicylate  intoxication. 

Treatment  Primary  attention  should  be  given  to  the  reestablishment  of 
adequate  respiratory  exchange  through  provision  of  a patent  airway  and 
the  institution  of  assisted  or  controlled  ventilation.  The  narcotic  antag- 
onists naloxone,  nalorphine  or  levallorphan  are  specific  antidotes  against 
respiratory  depression  which  may  result  from  'overdosage  or  unusual 
sensitivity  to  narcotics,  including  oxycodone.  Therefore,  an  appropriate 
dose  of  one  of  these  antagonists  should  be  administered,  preferably  by 
the  intravenous  route,  simultaneously  with  efforts  at  respiratory  resus- 
citation. Since  the  duration  of  action  of  oxycodone  may  exceed  that  of 
the  antagonist,  the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as  needed 
to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of  climcaNy 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  meas- 
ures should  be  employed  as  indicated 
Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 

Cn  do  Loborotories.lnc. 
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□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 


□ oxycodone,  the  principal  ingredient 

of  Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

□ one  tablet  q. 6 h* 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI.  (Warning: 

May  be  habit  forming).  0.38  mg.  oxycodone  terephthalate  (Warning:  May  f || 
be  habit  forming).  224  mg.  aspirin,  160  mg.  phenacetin.and  32  mg.  caffeine. 

See  facing  page  for  Brief  Summary 


*See  dosage  and  administration  section  of  Brief  Summary 
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of  routine  surgical  care.  Most  are  dedicated  young  men 
and  women  with  true  zest  for  education;  who  learn  well 
and  take  suggestions  in  good  grace.  I do  not  expect 
them  to  make  precise  diagnoses  or  to  render  total  pa- 
tient care,  but  in  conjunction  with  the  medical  staff  they 
can  and  do  perform  a multitude  of  tasks  which  not  only 
assist  the  physicians  in  their  practices,  but  also  offer 
concrete  suggestions  on  a practical  level,  and  help  in  the 
establishment  of  good  doctor-patient  relationships. 

The  men  and  women  with  whom  I have  worked  have 
displayed  kindness  and  compassion  to  the  patients  and 
the  patient  response  has  been  overwhelmingly  favorable. 
Again,  I would  not  consider  substituting  the  role  of  the 
Physician  with  the  Physician’s  Associate,  but  the  subor- 
dinate role  of  the  Physician’s  Associate  should  be  ex- 
tended, fortified  and  encouraged  for  the  betterment  of 
patient  care. 

MARVIN  REINGOLD,  M.D. 

86  E.  49th  Street 
Brooklyn,  N.Y.  11203 

Urinary  tract  infection 

To  the  Editor:  The  recent  article  “Chronic  Urinary 

Tract  Infections;  Remission  rates  with  trimethoprim 
and/or  sulfamethoxazole  or  indanyl  carbenicillin”  by 
Seneca,  et  ai,  in  the  March,  1974,*  issue  of  the  New 
York  State  Journal  of  Medicine,  contained  a number  of 
inaccurate  statements  regarding  the  pharmacodynamics 
of  indanyl  carbenicillin  sodium  (Geocillin,  Roerig/Pfiz- 
er). 

The  drug  is  absorbed,  not  adsorbed  from  the  gastroin- 
testinal tract.  Although  evidence  indicates  that  indanyl 
carbenicillin  sodium  is,  in  fact,  hydrolyzed  in  the  liver 
(and  blood)  to  free  carbenicillin  and  indanol,  no  hepatic 
enzyme  has  been  identified  as  the  mediator  of  this  reac- 
tion. 

The  authors  stated  that  “Probenecid  doubles  the  uri- 
nary levels  of  carbenicillin.”  This  is  incorrect.  Pro- 
benecid, by  blocking  the  renal  tubular  secretion  of  car- 
benicillin, decreases  urinary  levels  of  carbenicillin  by  75 
to  100  per  cent.1  For  this  reason  it  should  be  noted  that 
the  concurrent  administration  of  probenecid  and  indan- 
yl carbenicillin  sodium  is  contraindicated  in  the  treat- 

* Seneca,  H.,  Zinsser,  H.  H.,  and  Uson,  A.:  Chronic  urinary 
tract  infections;  remission  rates  with  trimethoprim  and/or  sul- 
famethoxazole or  indanyl  carbenicillin,  New  York  State  J.  Med. 
75:  494  (Mar.)  1974. 


Tetanus 

With  the  advent  of  the  spring  season  of  1975,  most  of 
us  are  beginning  to  get  out  of  doors  again.  There  are 
gardens  and  lawns  that  need  work  and  outdoor  chores  of 
all  sorts  that  have  accumulated  during  the  winter. 

With  the  return  of  outdoor  activities  comes  once 
again  the  hazard  of  minor  accidents,  cuts,  and  scratches. 
Most  often  these  aren’t  serious  and  will  heal  quickly  if 
properly  cleaned  and  protected. 

But  sometimes  these  little  scratches  can  be  more  seri- 


ment of  urinary  tract  infections.  Concomitant  adminis- 
tration of  probenecid  and  indanyl  carbenicillin  sodium 
will  increase  serum  carbenicillin  levels  by  50  to  75  per 
cent,2  although  concentrations  are  still  not  adequate  to 
treat  systemic  infections  due  to  Pseudomonas  aerugino- 
sa. 

Finally,  a 100  microgram  disk  of  carbenicillin  for 
Bauer-Kirby  susceptibility  testing  will  soon  replace  the 
50  microgram  carbenicillin  disk  presently  in  use.  This 
should  improve  the  correlation  between  in  vitro  obser- 
vation and  clinical  response. 

WILLIAM  M.  FIEDELMAN,  M.D. 

445  East  86th  Street 
New  York,  N.  Y.  10028 

1 Bran,  J.  L.,  Karl,  D.  M.,  and  Kaye,  D.:  Human  pharmacol- 
ogy and  clinical  evaluation  of  an  oral  carbenicillin  preparation, 
Clin.  Pharmacol.  Therap.  12:  525  (1971). 

2 Knirsch,  A.  K.,  Hobbs,  D.  C.,  and  Korst,  J.  J.:  Pharmaco- 
kinetics, toleration,  and  safety  of  indanyl  carbenicillin  in  man, 
J.  Infect.  Dis.  127  suppl.:  105  (1973). 

To  the  Editor:  Thank  you  very  much  for  your  letter  of 
March  7 and  for  the  copy  of  the  letter  of  Dr.  Fiedelman. 

There  is  one  error  in  the  paper  we  published  in 
March,  1974,  issue  of  the  Journal,  on  page  494,  last  sen- 
tence in  paragraph  3,  second  column.  I guess  this  hap- 
pened, because  the  late  Dr.  Zinsser  was  very  ill,  and 
both  of  us  overlooked  this.  The  sentence  reads  “Pro- 
benecid doubles  the  urinary  levels  of  carbenicillin.”  It 
must  read  “Probenecid  doubles  the  blood  levels  of  car- 
benicillin.” 

After  reading  Dr.  Fiedelman ’s  letter,  I decided  a short 
paragraph  on  indanyl  carbenicillin  will  be  very  construc- 
tive. Kindly  publish  this  paragraph,  that  is: 

Indanyl  carbenicillin  is  absorbed  in  lieu  of  adsorbed 
from  the  intestinal  tract  as  such,  but  within  fifteen  to 
thirty  minutes,  it  is  split  by  an  enzyme  in  blood  into  car- 
benicillin and  indanol.  The  latter  is  conjugated  to  glu- 
curonide  and  sulfate  ester.  Probenecid  doubles  the 
blood  level  of  carbenicillin,  by  blocking  the  renal  tubu- 
lar secretion/excretion  of  carbenicillin,  thus  decreasing 
urinary  levels  by  75  to  100  per  cent.  Probenecid  must 
not  be  used  with  indanyl  carbenecillin.”  The  error  in 
the  publication  was  “Probenecid  doubles  urinary  lev- 
els.” It  must  read  “Probenecid  doubles  the  blood  lev- 
els.” 

HARRY  SENECA,  M.D. 

Associate  Professor 
The  Presbyterian  Hospital 
622  West  168th  Street 
New  York,  N.Y.  10032 


ous.  Sometimes  they  are  the  channel  through  which 
you  could  get  tetanus  (lockjaw). 

Tetanus-producing  spores  lie  dormant  in  the  soil  of 
your  garden,  the  dirt  of  your  garage  and  the  dust  inside 
your  house.  These  spores  can  infect  you  through  the 
tiniest  wound — a pin  scratch,  a bee  sting  or  a small  cut, 
the  American  Medical  Association  reminds. 

Tetanus  spores  may  remain  in  your  body  for  long  pe- 
riods without  producing  the  disease.  Or,  they  may  pro- 
duce poison  effects  in  five  to  14  days,  even  though  the 
wound  has  healed. 
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Opens  new  possibilities 
for  the  patient  with 
cerebral  ischemia  due 
to  vasospasm 

■ Direct  vasodilating  effect  on  cerebral 
vasculature 


new 

Cebral  s? 

■ I ♦ II  /■>!  capsules 

ethavenne  HCI 


■ Practically  devoid  of  effects  on  central 
nervous  system 

■ Long-term  use  particularly  feasible  because 
of  rare  incidence  of  side  effects 

■ May  be  useful  in  symptoms  of  cerebral 
insufficiency  when  secondary  to  temporary 
arterial  spasm  such  as  transient  visual 
disturbances,  poor  coordination  and 
weakness  of  the  extremities,  memory  lapses 
and  speech  difficulties. 


Kenwood  Laboratories,  Inc. 

New  Rochelle,  New  York  10801 

developers  and  suppliers  of  ILX  B12  and  KengesirT 


Indications:  For  the  relief  of  cerebral  and  peripheral  ischemia 
associated  with  arterial  spasm. 

Contraindications:  The  use  of  ethaverine  hydrochloride  is 
contraindicated  in  the  presence  of  complete  atrioventricular 
dissociation. 

Precautions:  Use  with  caution  in  patients  with  glaucoma. 
Hepatic  hypersensitivity  has  been  reported  with  gastrointesti- 
nal symptoms,  jaundice,  eosinophilia  and  altered  liver  function 
tests.  Discontinue  drug  if  these  occur. 

The  safety  of  ethaverine  hydrochloride  during  pregnancy  or 
lactation  has  not  been  established;  therefore  it  should  not  be 
used  in  pregnant  women  or  in  women  of  childbearing  age 
unless,  in  the  judgment  of  the  physician,  its  use  is  deemed 
essential  to  the  welfare  of  the  patient. 

Adverse  Reactions:  Although  occurring  rarely,  the  reported 
side  effects  of  ethaverine  include  nausea,  abdominal  distress, 
hypotension,  anorexia,  constipation  or  diarrhea,  skin  rash, 
malaise,  drowsiness,  vertigo,  sweating,  and  headache. 

Dosage  and  Administration:  One  capsule  three  times  a day. 
How  Supplied:  1 00  mg  capsules  in  bottles  of  50  and  500. 
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Books  Received* 


Medicaid:  Lessons  for  National  Health  Insurance. 

Allen  D.  Spiegel,  Ph.D.,  and  Simon  Podair,  Ph.D.,  Edi- 
tors. Illustrated,  361  pages.  Rockville,  Md.,  Aspen 
Systems  Corporation,  1975.  Cloth,  $24. 

Stroke  and  Its  Rehabilitation.  Sidney  Licht,  M.D., 
Editor.  Illustrated,  562  pages.  Baltimore,  Maryland, 
Waverly  Press,  Inc.,  1975.  Cloth,  $20. 

Successful  Aging.  Olga  - Knopf.  229  pages.  New 
York,  The  Viking  Press,  1975.  Cloth,  $8.95. 

The  Poisoned  Patient:  The  Role  of  the  Laboratory. 

Ciba  Foundation  Symposium  26  (new  series). 
Illustrated,  325  pages.  New  York,  American  Elsevier 
Publishing  Company,  1974.  Cloth,  $21.25. 

Diseases  of  the  Ear.  Third  edition.  By  Stuart  R. 
Mawson.  Illustrated,  584  pages.  Baltimore,  Maryland, 
Williams  & Wilkins  Company,  1974.  Cloth,  $68.50. 

Diseases  of  the  Knee  Joint.  By  I.  S.  Smillie. 

Illustrated,  459  pages.  London,  Churchill  Livingstone, 
1974.  Cloth,  $55. 

Learning  Electrocardiography:  A Complete 

Course.  By  Jules  Constant.  Illustrated,  585  pages. 
Boston,  Little,  Brown  and  Company,  1973.  Cloth, 
$22.50. 

Corticosteroid  and  ACTH  Treatment.  Principles 
and  Problems.  By  A.  B.  Myles,  B.A.,  and  J.  R.  Daly, 
M.B.  Baltimore,  Md.,  Williams  & Wilkins  Company, 
1974.  Illustrated,  216  pages. 

Advances  in  Radiation  Research.  Biology  and 

Medicine.  Volume  I.  J.  F.  Duplan  and  A.  Chapiro, 
Editors.  New  York,  Gordon  and  Breach  Science  Pub- 
lishers, 1973.  Illustrated,  465  pages.  Cloth,  $36. 

Advances  in  Radiation  Research.  Biology  and 

Medicine.  Volume  II.  J.  F.  Duplan  and  A.  Chapiro, 
Editors.  New  York,  Gordon  and  Breach  Science  Pub- 
lishers, 1973.  Illustrated,  530  pages.  Cloth,  $42. 

The  Key  to  the  Sciences  of  Man.  The  “Impossible” 
Relativity  of  Value  Reactions.  By  D.  G.  Garan, 
Ph.D.  New  York,  Philosophical  Library,  1975.  561 

pages.  Cloth,  $10. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


The  Scientific  Evaluation  of  Drug  Equivalency. 
Proceedings  of  a Colloquium  Washington,  D.C., 
June  14,  1974.  Albert  N.  Brest,  M.D.,  Editor. 
Princeton,  N.  J.,  Excerpta  Medica,  1974.  72  pages. 

Paper. 

The  Story  of  Medicine.  By  Petros  De  Baz,  M.D. 
New  York,  Philosophical  Library,  1975.  99  pages 

Cloth,  $6.00. 

Mensendieck:  Your  Posture  and  Your  Pains.  By 

Ellen  B.  Lagerwerff  and  Karen  A.  Perlroth.  Garden 
City,  N.  Y.,  Anchor  Press,  1973.  Illustrated,  236  pages. 
Cloth,  $7.95. 

Advances  in  Radiation  Research.  Biology  and 
Medicine.  Volume  III.  J.  F.  Duplan  and  A.  Chapiro, 
Editors.  New  York,  Gordon  and  Breach  Science  Pub- 
lishers, 1973.  Illustrated,  520  pages.  Cloth,  $42. 

Intravenous  Anaesthesia.  By  John  W.  Dundee,  M.D., 
Ph.D.,  and  Gordon  M.  Wyant,  C.D.,  M.D.  London, 
Churchill  Livingstone,  1974.  Illustrated,  341  pages. 
Cloth,  $28.50. 

Visceral  Afferent  Functions  of  the  Nervous  System. 
By  P.  P.  Newman,  M.D.  Baltimore,  Williams  & Wilk- 
ins Co.,  1974.  Illustrated,  273  pages.  Cloth,  $28.50. 

The  Care  and  the  Training  of  the  Mentally  Handi- 
capped. By  Charles  H.  Hallas,  S.R.N.,  William  I.  Fra- 
ser, M.D.,  and  Ronald  C.  MacGillivray,  M.B. 
Baltimore,  The  Williams  & Wilkins  Company,  1974. 
288  pages.  Cloth,  $18.75. 

A Handbook  on  Drug  and  Alcohol  Abuse.  The  Bio- 
medical Aspects.  By  Frederick  G.  Hofmann.  New 
York,  Oxford  University  Press,  1975.  329  pages. 

Paper,  $6.95. 

Health  Care  Politics.  Ideological  and  Interest 
Group  Barriers  to  Reform.  By  Robert  R.  Alford. 
Chicago,  The  University  of  Chicago  Press,  1975.  294 

pages.  Cloth,  $12.50. 

Heroin  Dependency.  Medical,  Economical  and  So- 
cial Aspects.  By  Barry  Stimmel,  M.D.  New  York, 
Stratton  Intercontinental  Medical  Book  Corp.,  1975. 
Illustrated,  304  pages.  Cloth,  $27. 

Neuropsychiatry  in  World  War  II.  Overseas  Thea- 
ters. Volume  II.  By  the  Medical  Department,  United 
States  Army.  Washington,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  1973.  Illustrated,  1,140 
pages.  Cloth,  $16.20. 
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Index  to  Advertised  Products 


Analgesics 

Darvocet/Darvon  (Eli  Lilly  & Company) 840 

Percodan  (Endo  Laboratories) 946,  947 

Anorectics 

Pondimin  (A  H.  Robins  Company) 828,  829,  830,  831 

Antibacterials 

Gantanol  (Roche  Laboratories) 936,  937 

Antibiotics 

Wyclllin/Bicillin  (Wyeth  Laboratories)  942,  943 

Antlhypertensives 

Aldomet  (Merck  Sharp  & Dohme) 814,  815,  816 

Catapres  (Beohringer  Ingelheim) 822,  823 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 905 

Antlspasmodlcs 

Donnatal  (A.  H.  Robins  Company) 930 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company)  896,  897 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Cerebrovascular  dilators 

Cebral  (Kenwood  Laboratories)  949 

Diuretics 

Lasix  (Hoechst-Roussel  Pharmaceuticals)  845,  846 

Estorgenlc  hormones 

Premarin  (Ayerst  Laboratories) 870,  871 

Hypnotics 

Doriden  (USV  Pharmaceutical  Corp.) 877 

Laxatives 

Modane  (Warren-Teed  Pharmaceuticals) 813 

Mood  elevators 

Tofranil-PM  (Geigy  Pharmaceuticals)  863,  864 

Multivitamins 

Albee  with  C (A.  H.  Robins  Company) 929 

Oral  contraceptives 

Ovral  (Wyeth  Laboratories) 884,  885,  886 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 859 

Savings  banks 

Empire  Savings  Bank 825 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodiian  (Mead  Johnson  & Company) 913 

Surface  analgesics 

Ger-O-Foam  (Geriatric  Pharmaceutical  Corp.)  819 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 834,  835 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 909 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

"SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave.  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice  assoc.  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 


POSITIONS  WANTED 


RADIOLOGIST:  SENIOR  RADIOLOGIST  RECENTLY  RETIRED  AS  Di- 
rector medium-size  hospital,  interested  in  diagnostic  roentgenology  at  hos- 
pital only,  part  or  full  time  from  May  through  October.  Coverage  for  summer 
months  also  available.  Dept.  466,  c/o  NYSJM . 

OPHTHALMOLOGIST:  33,  MARRIED  BOARD  CERTIFIED  (1969).  ON 
active  university  faculty.  Seeks  relocation  in  N.Y.  Association/partnership, 
group  or  hospital -based  practice  preferred.  Write  or  call  -J.  Durrani,  M.D., 
275  Hollister  Dr.,  F.  Hartford,  Conn.  06118.  (203)  568-7308. 

ANESTHESIOLOGIST,  AGE  37,  5 YRS  EXPERIENCE,  4 YRS.  TRAINING 
and  Board  certified,  N.Y.  license,  desires  relocation  with  congenial  group  & 
equitable  financial  arrangements.  Available  June  1975.  J.  Sun.  M.D.,  5100 
Highbridge  St„  r!4C,  Fayetteville,  N.Y.  13066.  (315)  637-5402. 


PRACTICES  AVAILABLE 


WANTED:  INTERNIST.  BOARD  CERTIFIED  OR  QUALIFIED,  MAIN  IN- 
terest  gastroenterology.  Large  practice  with  almost  a guarantee  of  being  busy 
at  commencement  of  practice;  available  as  soon  as  possible  because  of  part- 
ner’s retirement  due  to  coronary.  Box  607,  Islip  Terrace,  L. I„  N.Y.  1 1752. 

DERMATOLOGIST,  TAKE  OVER  BUSY  PRACTICE  IN  WESTERN  NEW 
York.  Excellent  salary  or  percentage.  Will  consider  locum  tenens  up  to  one 
year.  Call  (716)  688-7280. 

PEDIATRIC  PRACTICE  AVAILABLE;  HOME-OFFICE  COMBINATION 
for  sale.  Prestigious  location;  excellent  schools  & recreation;  2 university  af- 
filiated hospitals.  Roslvn,  N.Y.  (516)621-0260. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 

RARE  COINS— GOLD,  SILVER.  TYPE  COINS  APPROVED  AND  CERTI- 
fied  for  Keogh,  pension  or  private  investment.  Bullion  fluctuates  and  is  specu- 
lative, but  select  rare  coins  increase  value  consistently.  Physician’s  hobby 
of  many  years  converted  to  sound  counseling  service.  Confidential,  write  for 
recommended  plan.  Dept.  475,  c/o  NYSJM. 

RARE  COINS,  UP  TO  30%  ANNUAL  GAINS.  SELECTED  FOR  GROWTH 
potential.  Yrou  hold  for  appreciation.  Will  advise  when  to  sell.  Confidential, 
qualified  Keogh  and  corporate  retirement  plans  available.  Over  20  years 
sound  counseling  in  coin  investments.  Vincent  Iacobelli,  M.D.,  NumisMed 
Investors,  5 David  Court,  Port  Jefferson,  N.Y.  11777. 


EQUIPMENT 


EQUIPMENT:  ORTHOPEDIC  OFFICE.  1)  SECRETARY  STATION, 

desk,  chairs,  files.  2)  Two  treatment  rooms  with  ortho  tools  and  tables.  3) 
Wheeled  stretcher  for  plaster  room  and  ortho  supplies.  4)  Autoclave.  John  C. 
Dunn,  M .D.,  111  Oxford  Blvd.,  Garden  City,  N.Y.  11530.  (516)  PI  1-8936. 

ENTIRE  PEDIATRIC  OFFICE  EQUIPMENT  FOR  SALE.  FOR  INFORMA- 
tion  please  call  (516)  585-3510;  after  6 p.m.  call  (516)  585-4569. 
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PHYSICIANS  WANTED 


E.R.  PHYSICIAN;  FULL  TIME  DIVERSIFIED  DUTIES  IN  MODERN,  204- 
bed  accredited  community  hospital  with  all  services.  Located  Southwestern 
coastline  of  Connecticut,  close  to  Metropolitan  New  York  area,  convenient  to 
lovely  New  England  suburbia.  Dept.  468,  c/o  NYSJM. 


PSYCHIATRIST  TO  BE  RESPONSIBLE  FOR  EVALUATION,  DIAGNOSIS 
and  treatment  of  mentally  ill  and  emotionally  disturbed  inmates  in  large  State 
Correctional  Facility.  Work  with  other  mental  health  professionals  and  medi- 
cal staff  in  developing  wide  variety  of  programs  aimed  at  upgrading  treatment 
resources.  Population  of  1600  adult  male,  long-term  offenders.  20-bed  ac- 
credited hospital,  forward  looking,  progressive  staff  and  wide  variety  of  work, 
and  inmates  seeking  treatment.  Pleasant  college  town  in  beautiful  Finger 
Lakes  on  Owasco  Lake.  Ideal  country  setting  for  family  facilities  and  outdoor 
sports.  Salary  negotiable,  approx.  $30,000-$34,000.  Start  immediately, 
contact:  Anthony  Gillett,  M.D.,  MPH  Regional  Health  Services  Director, 

Western  Region,  Auburn  Correctional  Facility,  135  State  St.,  \uburn,  N.Y. 
13021. 


CHIEF,  EMERGENCY  ROOM  AND  AMBULATORY  CARE  PHYSICIAN, 
full  time  leadership  position,  diversified  planning  duties,  etc.,  in  modern, 
204-bed  accredited  community  hospital  with  all  services.  Located  South- 
western coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Con- 
venient to  lovely  New  England  suburbia.  Dept.  469,  c/o  NYSJM. 


PHYSICIAN  WHO  LIKES  TO  DO  SOMETHING  DIFFERENT,  CHALLENG- 
ing,  and  with  opportunity  to  do  some  good.  Veterans  Administration  Hospi- 
tal, Canandaigua,  N.Y.  Call  J.  Gilbert,  M.D.,  or  E.  B.  Millard,  M.D.  at  (315) 
394-2000. 


PSYCHIATRIST  WHO  LIKES  TO  DO  SOMETHING  DIFFERENT,  CHAL- 
lenging,  and  with  opportunity  to  do  some  good.  Veterans  Administration  Hos- 
pital, Canandaigua,  N.Y.  Call  J.  Gilbert,  M.D.,  or  V.  Welch,  M.D.  at  (315) 
394-2000. 


WANTED:  FAMILY  PHYSICIAN  OR  INTERNIST  TO  JOIN  GENERAL 

practitioner,  Diplomate  of  American  Board  of  Family  Practice.  Busy  general 
practice.  No  obstetrics.  New  luxurious  office.  X-ray,  EKG,  laboratory. 
200  bed  hospital  in  town.  Excellent  working  conditions;  superior  income; 
corporation  benefits.  Long  Island,  Nassau  County,  45  mins,  from  Manhattan. 
Rudolph  Joseph,  M.D.,  33  No.  Ocean  Ave.,  Freeport,  N.Y.  11520.  (516) 

378-4949. 


NEWLY  ESTABLISHED  OTOLARYNGOLOGY  TRAINING  PROGRAM: 
Long  Island  Jewish-Hillside  Medical  Center  is  considering  candidates  on  all 
levels  of  training  starting  July  1,  1975.  Staff  includes  3 full-time  otolaryn- 
gologists. ECFMG  certificates  required  for  foreign  graduates.  Contact  Allan 
Abramson,  M.D.,  Division  of  Otolaryngology,  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  N.Y.  11040.  (212)  343-6700,  ext.  2777. 


CARDIOLOGISTS  WANTED:  WAYNE  STATE  UNIVERSITY  SCHOOL  OF 
Medicine  seeks  additional  faculty  in  cardiology  for  appointment  in  one  of  its 
Medical  Center  Hospital — Detroit  General  Hospital.  Activities  include  CCU, 
non-invasive  and  cardiac  cath  laboratories.  An  Equal  Opportunity  Employer. 
Send  inquiries  and  curriculum  vitae  to:  Pritpal  S.  Puri,  M.D.,  Cardiology, 
Wayne  State  School  of  Medicine,  540  East  Canfield,  Detroit,  Michigan  48201. 


DIRECTOR  OF  PROFESSIONAL  SERVICES,  FULL  TIME,  EXPERIENCED 
in  community  hospital  affairs,  to  assume  Chief  of  Staff  leadership  in  manag- 
ing, education,  staff  development,  in  a 204-bed  accredited  community  hospital 
with  all  services.  Located  Southwestern  coastline  of  Connecticut  close  to 
Metropolitan  New  York  area,  convenient  to  lovely  New  England  suburbia. 
Must  have  outstanding  record  of  achievement  in  his  field.  Dept.  470,  c/o 
NYSJM. 


FULL  TIME  INTERNIST:  SALARY,  PLUS  BENEFITS,  ADVANCEMENT, 
in  an  out  of  hospital,  diagnostic  and  treatment  center  pre  paid  HMO.  Please 
contact  Mr.  Arlington  Robinson,  Administrator,  17  Broadway,  Haverstraw, 
N.Y.  (914)429-5343. 


COUNTY  DIRECTOR  OF  MENTAL  HEALTH  SERVICES.  FULL  TIME 
psychiatrist  who  is  interested  in  direct  services  and  expanding  and  coordinat- 
ing Mental  Health  Services  through  more  preventive  and  consultative  action 
in  this  county  of  52,000  population.  Located  just  one  hour  from  either  Albany 
or  Utica.  Salary  negotiable.  Contact:  Arthur  Howard,  M.D.,  Chairman, 

Fulton  County  Mental  Health,  Mental  Retardation  & Alcoholism  Services 
Board,  County  Office  Bldg.,  Johnstown,  N.Y.  12095. 


PHYSICIANS  WANTED— CONT  D 


PSYCHIATRISTS:  PSYCHIATRY  SERVICE  OF  UNIVERSITY  A FI 

ated  VA  Hospital.  Salary  to  $35,782  per  annum  plus  fringe  benefits  depen 
on  qualifications.  Current  unrestricted  license  in  any  state  of  U.S.  requ 
Research  and  teaching  opportunities  and  university  medical  faculty  app< 
ments  available.  Contact  Chief  of  Staff,  North  Little  Rock  Division, 
Hospital,  Little  Rock,  Arkansas  72206.  An  Equal  Opportunity  Ernpk 
Phone:  (501)  372-8361,  ext.  601. 


WANTED:  GENERAL  PRACTITIONER  FOR  LOVELY,  SMALL  TO 
twelve  miles  from  Syracuse,  New  York  Easy  access  to  community  hosp 
and  upstate  medical  school.  Excellent  opportunity  in  pleasant  environrr 
Contact  J.  Bednarski,  Supervisor,  Marcellus,  N.Y.  13108. 


OB-GYN  OR  GP  NEEDED  AT  FEMINIST  HEALTH  CLINIC  OFFER 
abortions  and  gyn  services,  self-help,  well  child  services,  and  prepared 
nancy  classes;  prenatal  clinic  planned;  physician  must  be  interested  in  ec 
tive,  person -oriented  health  care  and  in  working  with  a staff  of  skilled  [ 
medics  and  professionals;  hospital  facilities  available.  Write:  Emma  ( 
man  Clinic,  715  N.  Dodge  St.,  Iowa  City,  Iowa  52240. 


CHALLENGING  OPPORTUNITY  FOR  GENERAL  PRACTITION 
internist  part-time  in  outpatient  clinic  and  part-time  in  exciting,  new 
reach  program.  Veterans  Administration  Hospital,  Canandiagua,  New  ' 
Contact  James  Gilbert,  M.D.  (315)  394-2000. 


EMERGENCY  ROOM  PHYSICIAN:  FULL  TIME  FOR  JULY  1975.  6 I 
sician  department;  342  bed  hospital;  IV2  hours  from  N.Y.C.;  many  bei 
including  malpractice  insurance  and  4 weeks  vacation.  N.Y.S.  licens 
quired.  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital,  Poughkee 
N.Y.  (914)  431-2305. 


PSYCHIATRIST,  BOARD  ELIGIBLE,  FOR  COMMUNITY  MEN 
Health  Center  in  recreational  Finger  Lakes  region  of  Upstate  New  York, 
mediate.  Contact:  Bartolo  J.  Spano,  Ph  D.,  Director,  Mental  Health 
vices,  15  Court  St.,  Cortland,  N.Y.  13045.  Tel.  (607)  756-7523. 


SEVEN  MAN  G.P.  GROUP  SEEKS  REPLACEMENT,  G.P.  OR  INTERh 
for  partner.  Cover  every  seventh  night  and  weekend.  Beautiful  college 
90  miles  from  New  York  City.  Excellent  hospitals.  Fairly  partner 
Vacation  area.  Joseph  F.  Krivda.  Medical  Associates  of  New  Paltz, 
New  Paltz,  N.Y.  12561. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NORTH  YONKERS:  PROFESSIONAL  OFFICE  FOR  RENT.  ALL 

part  of  2,000  sq.  ft.  Pleasant  setting.  Elaborate  X-ray  set-up.  Three  k 
in  residence,  looking  for  two  additional.  Call  (914)  969-0432. 


RX  FOR  THE  DOCTOR.  LONG  ISLAND  MINI  ESTATE,  NASSAU  C( 
ty.  Easily  reached  from  all  directions.  Two  levels,  48  64',  both  wit! 

driveway  and  entrances  4 bedrooms,  3%  baths.  Excellent  constructic 
side  and  outside.  Spacious  parking  area.  1%  acres  fenced.  Near  set 
churches,  synagogue,  shopping,  LIRR.  Will  finance  for  quick  sale. 
935-2083. 


FORTY  ACRES  SURROUND  THIS  ELEVEN  ROOM  COLONIAL  HC  ; 
Center  hall  entrance,  five  bedrooms,  large  kitchen,  2'/>  baths,  and  glas 
closed  porch  insure  luxury  country  living.  Two  farm  size  barns  and  a 
stream  complete  the  setting.  Ninety  miles  north  of  New  York  City,  7 ; . 
from  18  hole  golf  course,  only  two  miles  outside  of  Northern  Dutchess  to\ 
well  maintained  road.  Price  $149,000  After  4 p.m.  (914)  398-7352. 

FLUSHING:  NEAR  BOOTH  MEMORIAL  HOSPITAL.  MEDICAL  , 

fices  for  rent  in  a modern  medical  center,  by  the  month  or  by  the  hour 
specialties  needed.  (212)539-8800. 


LAWRENCE,  LONG  ISLAND:  MAGNIFICENT  COLONIAL  ON  % A 
large  den;  garden  room  with  indoor  barbeque  & skylight;  2 fireplaces;  h 
swimming  pool;  4 master  bedrooms  and  maids  room;  air  conditionec 
alarm;  burg,  alarm;  many  extras.  Must  be  seen  to  be  appreciated.  $16.  ! 
Call  (516)  371-1092  or  write  Dept.  479,  c/o  NYSJM. 
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\L  ESTATE  FOR  SALE  OR  RENT— CONT  D 


T JEFFERSON.  NEW  MEDICAL  ARTS  OFFICE  PARK  ALL  MEDI- 
I profession  inquiries  invited.  Write  or  phone  for  detailed  information: 
rray  Adler,  Box  285,  Port  Jefferson,  L.L.  N.Y.  1 1777.  (516)  588-4499. 


3ST0N,  ULSTER  COUNTY  AREA  ATTRACTIVE.  GRACIOUS 
jse-office  combination,  one  acre  of  land,  overlooking  the  Hudson  River, 
th  major  Kingston  Hospitals  within  10  minute  drive.  Excellent  opportunity 
GP  or  specialist  Asking  firm  $80,000.  Doctor-owner  will  carry  mortgage 
oto  available.  William  Harris,  M.D.,  54  Fair  St.,  Kingston,  N.Y.  (914) 
-6422 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


FIFTH  AVENUE  IN  THE  80'S.  LUXURY  DUPLEX,  11  ROOM  CO-OP,  4 
bedrooms  and  maids.  Exclusive  bldg.,  fully  renovated,  central  air  cond., 
built-in  furniture.  Marble  entrance  and  first  floor  foyer.  Panelled  library 
w/woodbuming  fireplace  and  bar  Manyextras.  Call  (516)  371-1092,  or  write 
Dept.  481,  c/o  NYSJM 


DOCTOR'S  OFFICE  FOR  RENT:  FURNISHED  PROFESSIONAL  SUITE 
available  for  rent.  Three  rooms;  waiting,  consultation  and  examination 
rooms.  Excellent  location.  Park  Avenue,  Elizabeth,  New  Jersey.  Very  rea- 
M uiable . Call  (201)  965-2147  or  355-9058. 


A1CA  ESTATES  VICINITY:  EXCEPTIONAL  VALUE.  OWNER 

ins  retirement.  Fine,  brick  Colonial,  10  spacious  rooms,  3%  baths,  sunlit  - 
ght,  pleasant.  5 room,  fully  air  conditioned  office  attached;  separate 
eet  entrance;  convenient  transportation.  Formerly  occupied  by  internist, 
ar  garage  and  driveway  parking.  Unusual  combination  home  and  office  for 
ysician  or  group  practice.  Flexible  terms.  Call  2-5  p.m.  weekdays  (212) 
,8-0600. 


'ESSIONAL  HOUSE  FOR  SALE:  BELLEROSE,  QUEENS,  2 MILES 
m LIJ  complex.  Office:  corner  house  4¥>  room  office  on  lower  level, 

arate  entrance;  recently  remodeled  with  lab.  House:  6^  rooms,  2 baths  on 
t floor,  3^2  room  full  apartment  on  second  floor,  garage,  2 zone  heat,  central 
C;  low  taxes;  $69,000.  Call  (212)  FI  7-8337. 


ROCKLAND  COUNTY  GROWTH  AREA  MODERN  OFFICES  FOR 
rent.  Also  partial  purchase  option.  Brick,  steel  structure.  Suites  from 
800-2500  sq.  ft.  Parking,  A/C,  etc.  1,000  ft.  from  new  Suffem  Thruway  ex- 
change. All  specialties.  (914)  357-8555,  orevenings  (914)  357-8114. 


ELMONT,  L.L,  DOCTOR'S  HOME  AND  OFFICE  HOME:  9 ROOMS;  4 
bedrooms.  Office:  6 rooms,  separate  entrance.  On  Hempstead  Turnpike 

(commercial),  and  Landau  and  Argo  Aves  (residential).  Ideal  for  doctor, 
dentist,  attorney,  etc.  Extra  plot  (40  x 130)  fully  enclosed;  gas  heat.  Low 
taxes.  (516)  488-6670. 


JNA  WITH  WELL  KNOWN  OUTBOARD  MOTOR  FRANCHISE  ON 
acres  of  prime  Long  Island  land,  including  large  parts  and  service  center 
cellent  terms  available.  $100,000  cash  required.  Call  Mr.  Tell  (516) 
i-4870. 


ENTION  INNOVATIVE  DOCTORS:  THIS  NORTH  SHORE,  LONG 
ind  Sound,  waterfront,  private  beach  property  can  buy  itself.  Have  at 
st  four  opportunities.  Over  4,000  sq.  ft.,  four  bedroom  home,  minutes  from 
ipital.  Must  see  to  appreciate.  Sincere  buyers-principles  only.  $180,000; 
ange  for  appt.  with  owner.  W'rite  P.O.  Box  185,  Locust  Valley,  N.Y.  11560. 


SALE:  BEAUTIFUL  NEW  RANCH  STYLE  HOME.  SHINNECOCK 
Is,  Southampton.  Long  Island,  N.Y.  on  22,000  sq.  ft.  Beautifully  & com- 
tely  furnished,  air  conditioned,  gas  heat,  one  block  Shinnecock  Bay  & Inlet, 
iter  rights:  secluded.  Ideal  retreat  summer,  weekends,  year  round  for 

sy  practitioner.  Must  be  seen.  Owner  moving  to  Florida.  No  brokers, 
pointment,  call  after  7 p.m.  (516)  283-1839. 


T.  EAST.  N.Y. C.  PROF.  BUILDING.  ELEGANT  MODERN  OFFICE 
psychiatrist,  gynecologist  or  young  internist;  with  thermography,  lab.  X- 
~ >,  xerox,  built-in  galley,  aircond.  Flexible  use  of  1-7  treatment  rooms. 
2)  TE  8-2860. 


TAL:  EAST  63 RD  STREET.  MODERN  LUXURY  BUILDING;  SEPA- 
; street  entrance  and  rear  entrance;  central  air  conditioning.  Very  large 
ms.  including  consultation  room,  one  or  two  examining  rooms,  secretarial 
' ce.  To  share  beautifully  appointed,  large  reception  room.  Available 
ober  1975.  (212)  753-8300. 


- TCHESTER  COUNTY,  N.Y.  50  ACRES  IN  MOST  DESIRABLE  SEC- 

- i of  Pound  Ridge.  Completely  wooded  with  running  stream . Estate  area, 
i in.  from  Stamford,  Conn.,  commutation  N.Y .C.  Write;  Howard  Hirsch- 

, 225  Broadway.  New  York,  N.Y.  10007. 


s COVE:  ATTRACTIVE  SPACE  AVAILABLE  IN  ACTIVE  PROFES- 
■-  lal  building.  2 blocks  from  hospital;  good  parking;  reasonable  rental.  Call 
-•  ;r  10a.m.  (212)  821-3015or  (516)  671-1824. 


. s’Y  BROOK  HARBOR.  WATERVIEW  PLUS  BEACH,  PLUS  2 TO  20 
>ded  acres.  Ideal  for  a custom  home  on  your  private  estate.  Near  the  uni- 
sity,  shopping  and  schools.  A 3 bedroom  cottage  with  5 horse  stalls,  garages 
. 1 barns  are  available.  Cottage  rental  value  $6,000  per  year.  Excellent  in- 
tment.  Terms.  (516)626-1211. 


LAKF.FRONT,  50  MILES  MID  MANHATTAN.  REDWOOD  CONTEMP.,  3 
BR,  fireplace,  cathedral  ceiling,  stone  floor,  sun  deck.  Natural  setting,  pres- 
tige area  Putnam  County.  Dock,  boat,  year-round  recreation.  Move-in 
equipped.  Low  taxes  $59,500.  (212)673-1918. 


FIFTH  AVE.  & 89  ST.  CHEERFUL,  ELEGANTLY  FURNISHED  AND  COM 
pletely  equipped,  six  room  office  in  prestigious  co-op  building.  Large  waiting 
room,  glass  enclosed  nurses  station.  Two  consultation  rooms;  three  bath- 
rooms; X-ray  machine,  etc.  For  the  most  discriminating.  Ready  to  walk  in 
and  work.  Flexible  arrangement.  (212)  EN  9-7720. 


ROSLYN  ESTATES,  L.I.  FOR  SALE,  CUSTOM  RANCH  HOME/OFFICE 
(no  practice).  Built  1961,  \ acre,  brick  & shingle.  Office:  4 rooms,  bath, 
separate  entrance.  House:  8 rooms  (3  bedrooms).  2 baths.  All  air  condi- 
tioned, soundproof,  automatic  humidifier  & garage  door.  Includes  appliances, 
carpeting,  draperies,  extras.  $117,500.  Call  (516)  621-9270. 


BRICK  BUILDING  SUITABLE  FOR  PROFESSIONAL  SUITES  LN  BALD- 
win,  Long  Island.  Business  zoned.  Constructed  1951.  Central  air  condition- 
ing, oil  heat,  2nd  floor  apartment  suitable  for  offices,  rear  yard,  two  car  garage 
attached,  first  floor  office  space  1540  sq.  ft.,  finished  basement  480  sq.  ft. 
$98,000.  Additional  building  and  parking  area  nearby  $45,000.  Contact 
owner  (516)  223-4992. 


HOME  FOR  SALE:  SACRIFICE,  BUILT  FOR  M.D.’S  FAMILY.  LOVELY 
Woodland  Road,  Roslyn  School  District;  ft  acre;  large  patio;  5 bedrooms 
Colonial,  3ft  baths,  central  hallway,  spacious  dining  room,  living  room. 
Den  has  built-m  s and  fireplace.  All  utilities  and  lush  carpets.  Full  heated 
basement  uncompleted.  Original  owner  (516)  365-9033. 


OFFICE  & HOUSE  COMBINATION,  SMITHTOWN:  PRIME  .AREA,  Dis- 
trict si.  Luxurious,  five  year  old  Colonial,  120  x 150.  Four  spacious  bed- 
rooms, 2ft  baths,  dining,  living,  family  rooms,  fireplace,  east-in  kitchen, 
carpeting,  appliances,  storms,  screens,  two-car  garage,  finished  full  basement 
with  separate  entrance.  Inground  pool,  patio,  sprinkler  system:  other  extras. 
Call  (516)  585-3510;  after  6 p.m.  call  (516)  585-4569. 


W.  NYACK,  NEW  YORK:  2ft  WOODED  AND  SECLUDED  ACRES  (2 

adjoining  lots)  on  private  road;  city  sewers.  Near  schools,  transportation  and 
shopping;  25  min.  from  GW  Bridge.  (914)  PE  5-3702. 
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by  the  sea .... 

49  Continuing  Medical  Education  courses  at 
AMA’s  Annual  Convention,  June  14-18, 1975 
Atlantic  City,  New  Jersey 

Those  49  Category  I Continuing  Medical  Education  courses  are  the 
largest  number  ever  offered  at  an  AMA  convention.  On  top  of  that, 
there’ll  be  Category  I symposia  and  medical  motion  pictures  on  a 
wide  variety  of  specialties. 

Also  featured  are  a number  of  special  interest  programs:  a two-day 
session  on  the  Medical  Aspects  of  Sports,  a series  of  special  courses 
on  clinical  pathology,  and  a joint  program  by  the  American  Veterinary 
Medical  Association  and  the  AMA  on  diseases  transmitted  to  man 
by  household  pets.  Physicians’  wives  and  families  will  be  offered 
interesting  programs  co-sponsored  by  the  AMA’s  Council  on  Scien- 
tific Assembly  and  the  Woman’s  Auxiliary  of  the  AMA. 


For  more  information,  write: 

Dept,  of  Circulation  & Records,  AMA* 

535  N.  Dearborn  St.,  Chicago,  1L  606 10| 
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NEW  YORK  CITY  AREA 


June  2-5,  1975 

St.  Vincent’s  Hospital  and  Medical  Center 

Dr.  Harold  R.  Cronin  Research  Building 
153  West  11th  Street 

CLINICAL  APPLICATION  OF  CYTOLOGY 
IN  OB/GYN 

June  2,  8:30  a.m.  registration 

9:00  a m. 

Introduction  and  Opening  of  Seminar 

BERNARD  J.  PISANI,  M.D. 

St.  Vincent’s  Hospital 

9: 15  a.m. 

Historical  Evolution  of  Exfoliative  Cytology 
and  Pertinent  Clinical  Applications 

H.  L.  RIVA,  M.D. 

College  of  Medicine  & Dentistry  of  New  Jersey 
11:15  a.m. 

Cytology  and  Gynecology 

EMANUEL  L.  HECHT,  M.D. 

St.  Vincent's  Hospital 

1: 15  p.m. 

Lunch 

2:00  p.m. 

Fluorescent  Microscopy 

JOHN  CLITHEROE,  PH.D. 

Community  College 

June  3,  9:00  a.m. 

Basic  Gynecologic  and  Obstetric  Cytology 
and  Diagnosis  of  Vulvovaginitis  by  Cytologic 
Techniques 

KARL  G.  KLINGES,  M.D. 

College  of  Medicine  and  Dentistry  of  New  Jersey 

10:00  a.m. 

Technical  Workshop 

June  4,  9:00  a.m. 

Technical  Workshops 

June  5,  9:00  a.m. 

Technical  Workshop 

1:30  p.m. — 5:00  p.m. 

Review  and  Critique 

H.  L.  RIVA,  M.D. 

KARL  G.  KLINGES,  M.D. 

JOHN  CLITHEROE,  PH.D. 

* Applicants  must  be  certified  or  eligible  for  certification  by 
the  American  Board  of  Obstetrics  and  Gynecology  or  the 
American  Board  of  Pathology. 

Registration  in  advance  is  requested.  The  fee  of  $150.  must 
accompany  the  application  for  complete  registration  and 
acceptance.  Make  checks  payable  to  Postgraduate  Seminar 
Fund  and  mail  to  H.  L.  Riva,  M.D.,  St.  Vincent's  Hospital  and 
Medical  Center,  153  West  1 1th  Street,  New  York  10011. 


June  2,  1975 

7:30  p.m.  Monday 

The  Clinical  Society  of  French  & Polyclinic 
Hospital 

Wyeth  Amphitheatre  3rd  Floor 
French  & Polyclinic  Hospital 
345  West  50th  Street 

MALPRACTICE  1975 

(Medical,  Legal,  Ethical  and  Economic 

Issues) 

GERALD  L.  CONWAY,  ESQ. 

Legislative  Counselor  for  The  Medical  Society  of  the  State  of 
New  York 

NO  FEE  CREDIT:  AMA  approved 

For  further  information  contact  Ms.  Catherine  Rich,  the 
French  and  Polyclinic  Medical  School  and  Health  Center,  345 
West  50th  Street,  10019  Tel:  212/Co-5-8000.  ext.  240. 


June  2,  1975 

8:30  p.m.  Monday 

Rudolf  Virchow  Medical  Society 

New  York  Academy  of  Sciences 
2 East  63rd  Street 

CONCURRENT  RARE  NASAL  TUMORS 

SAMUEL  M.  BLOOM,  M.D. 

COMPLETE  EVERSIONPROLAPSE  OF 
UTERUS  AND  RECTUM 

WOLF  ELKAN,  M.D. 

THE  LUMBAR  FACET  SYNDROME  AND 
ITS  THERAPY 

OTTO  C.  KESTLER,  M.D. 

A CASE  OF  REFERRED  PAIN 

NOEL  MUNTERESCU,  D.D.S. 

UNUSUAL  CASE  OF  GRANULOMATOUS 
COLITIS 

HELMUTH  NATHAN,  M.D. 

THE  AURICULAR  TEMPORAL  SYNDROME 

HANS  STRAUSS,  M.D. 

For  further  information  contact  Elizabeth  D.  Strauss,  M.D., 
315  Central  Park  West,  New  York  10025.  Tel:  212/SC-4- 
5301. 


June  3 / 24,  1975 

10:00  a.m. — 1 1:00  a.m. 

Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

June  3 

INDICATIONS  FOR  TONSILLECTOMY  & 
ADENOIDECTOMY 

HUGH  E.  EVANS,  M.D. 

Jewish  Hospital  & Medical  Center 

June  10 
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LEUKEMIA,  LYMPHOMA 

STANLEY  L.  LEE,  M.D. 

Jewish  Hospital  & Medical  Center 

June  17 

SCHISTOSOMIASIS 

LAVERNE  K.  EVELAND,  M.D. 

Downstate  Medical  Center 

June  24 

CARDIAC  CATHETERIZATION 

IRVING  G.  KROOP,  M.D. 

Downstate  Medical  Center 

For  further  information  contact  Dr  V.  J.  Adams,  Director  of 
Medical  Education,  Wyckoff  Heights  Hospital  at  above 
address.  Tel:  212/963-7586. 


June  4-6,  1975 

Columbia  University  College  of  P & S 

630  West  168th  Street 

ELECTROPHYSIOLOGY  AND 
PHARMACOLOGY  OF  CARDIAC 
ARRHYTHMIAS  AND  CONDUCTION 
DISTURBANCES 

CARDIOACTIVE  DRUGS:  BASIC 

MECHANISMS,  PHARMACOKINETICS, 

AND  CLINICAL  APPLICATIONS 

Under  the  direction  of: 

MICHAEL  R.  ROSEN,  M.D. 

ANDREW  L.  WIT,  PH.D. 

This  course  is  part  of  an  ongoing  series  on  the 
Electrophysiology  and  Pharmacology  of  Cardiac  Rhythm 
Disturbances.  The  course  is  designed  for  the  cardiovascular 
practitioner  and  the  investigator  interested  in  the  mechanisms 
of  drug  action  and  the  application  of  appropriate 
pharmacotherapy  to  the  patient.  Special  emphasis  is  placed 
on  difficult  problems  in  clinical  adult  and  pediatric 
pharmacotherapy.  Lectures,  panels  and  workshops  will  be 
used  to  communicate  the  information.  In  addition  a 
workbook  containing  outlines  of  lectures,  copies  of  essential 
records  and  data,  and  lists  of  selected  references  will  be 
provided  to  each  registrant. 

For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  Columbia  University,  College  of  P & S,  at 
above  address.  New  York  10032. 


June  2/4,  1975 

New  York  Academy  of  Medicine 

2 East  103rd  Street 

June  2,  Monday,  5:00  p.m. 

HEALTH  OBJECTIVES  OF  THE  STATE 
ADMINISTRATION 

KEVIN  M.  CAHILL,  M.D. 

New  York  Academy  of  Medicine 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 


June  4,  Wednesday,  8:00  p.m. 

New  York  Academy  of  Medicine  with  the  New 
York  Society  of  Physical  Medicine  and 
Rehabilitation 

RECENT  DEVELOPMENT  IN 
MANAGEMENT  OF  MYELOMENINGOCELE 

YASOMA  CHALLENOR,  M.D. 

Columbia  University  College  of  P & S 

SELENE  JARAMILLO,  M.D. 

Institute  of  Rehabilitation  Medicine 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 


June  4 / 18,  1975 

4:00 — 5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
St.  Peters  Avenue 
Bronx 

June  4 

LEUKEMIAS,  LYMPHOMAS  AND 
GENETIC-BASED  ANEMIAS 

MERVYN  GOLDSTEIN,  M.D. 

Montefiore  Hospital  and  Medical  Center 

NO  FEE  CREDIT:  AAFP  I1/-, 

June  18 

CLOTTING  DISORDERS 

THEODORE  SPAET,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  iy2 


June  5,  1975 

1 1:00  a.m.  Thursday 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

CLINICAL  PATHOLOGICAL  CONFERENCE 

DR.  SCHAEFER 
DR.  ZAWAHIR 
DR.  COBLENZ 

NO  FEE 

For  further  information  contact  the  Williamsburgh  General 
Hospital  at  above  address,  11221.  Tel:  212/455-9000. 


June  5,  1975 

10:00  a.m. — 12:00  noon,  Thursday 

Maimonides  Medical  Center 

Saltzman  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

MULTIDISCIPLINARY  APPROACH  TO  THE 
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MANAGEMENT  OF  THE  CANCER 
PATIENT 

NO  FEE 

* This  is  part  of  a series  of  programs  to  be  presented  the  first 
and  fifth  Thursday  of  each  month  which  started  May  1 and  will 
end  December  4,  1975. 

For  further  information  contact  the  American  Cancer 
Society's  Brooklyn  Unit,  141  Livingston  Street,  Brooklyn, 
12203.  Tel:  212/UL-8-8200. 


June  5,  1975 

8:00  p.m. — 10:00  p.m.  Thursday 

The  Bronx  County  Medical  Society 
The  Albert  Einstein  College  of  Medicine 
American  Academy  of  Family  Physicians 

3rd  Floor  Lecture  Hall-Forchheimer  Building 
Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
Bronx 

CLINICAL  INTERPRETATIONS  OF 
COMMON  LABORATORY  TESTS 

ARTHUR  KARMEN,  M.D. 

CREDIT:  AAFP  2 hrs.,  AMA  approved 

For  further  information  contact  Mrs.  Frieda  Fagin,  Albert 
Einstein  College  of  Medicine  at  above  address,  New  York 
10461.  Tel:  212/430-2822. 


June  6-8,  1975 

Columbia  University  College  of  P & S 

630  West  168th  Street 

June  6,  Friday,  8:30  a. m.  registration 

HUMAN  SEXUAL  DISORDERS 
The  Physician  Confronts  Sexuality 

MARY  CALDERONE,  M.D. 

Executive  Director,  SIECUS 

Developmental  Aspects  of  Human  Sexual 
Disorders 

GEORGE  PAPANEK,  M.D. 

Columbia  Faculty 

Genetic,  Intrauterine  and  Post-Natal 
Developmental  Factors 

WYLIE  HEMBREE,  M.D, 

Columbia  Faculty 

Sexual  Interview 

STANLEY  J.  COEN,  M.D 
Columbia  Faculty 

Anatomy  and  Physiology  of  the  Male 

MYRON  ROBERTS,  M.D. 

Columbia  Faculty 

Anatomy  and  Physiology  of  the  Female 

PATRICIA  CONRAD,  M.D. 

Cornell  University  Medical  College 


Functional  Sexual  Disorders 

LAWRENCE  SHARPE,  M.D. 

Columbia  Faculty 

JUDITH  B.  KURIANSKY,  ED.M. 

Columbia  Faculty 

Workshops 

June  7,  Saturday,  9:00a.m. 

Sexual  Enhancement  of  Marriage 

WARDELL  POMEROY,  PH  D. 

Cornell  University  Medical  College 

An  Overall  View  of  Treatment 

JOHN  F.  O'CONNOR,  M.D. 

Columbia  Faculty 

Motivation  and  Problems  in  Sexual  Therapy 

LOTHAR  GIDRO-FRANK,  M.D. 

Columbia  Faculty 

Hypnotherapy 

HERBERT  SPIEGEL,  M.D. 

Columbia  Faculty 

The  Masters  and  Johnson  Treatment  Method 

VIRGINIA  LOZZI,  M.D. 

Columbia  Faculty 

JOHN  F.  O’CONNOR,  M.D. 

Columbia  Faculty 

Behavioral  Desensitization 

HARRY  ALBERT,  M.D. 

Columbia  Faculty 

Treatment  of  the  Physically  Handicapped 

MARY  ROMANO,  M.S.W. 

Columbia  Faculty 

Sex  in  the  Aged 

JOHN  F.  O'CONNOR,  M.D. 

Columbia  Faculty 

Panel  Discussion 

Workshops 

June  8,  Sunday,  10:00  a.m. 

Sex  in  the  Adolescent 

LOTHAR  GIDRO-FRANK,  M.D. 

Columbia  Faculty 

Sociocultural  Roles  of  the  Male  and  Female 

DERYCK  CALDERWOOD,  PH.D. 

New  York  University 

FEE:  $150.  CREDIT:  23  Hrs.  AMA  Cat.  1 

Registration  is  limited  and  closes  May  28,  1975. 

For  further  information  and  application  write  to  Jose  M. 

Ferrer,  Jr.,  M.D.  Associate  Dean,  630  West  168th  Street, 

New  York,  10032.  Tel:  212/579-3682. 


June  6-7,  1975 

St.  Vincent’s  Hospital  and  Medical  Center 

Dr.  Harold  R.  Cronin  Research  Building 
153  West  1 1th  Street 
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June  6,  Friday,  1:00  p.m. 

GYNECOLOGIC  ENDOSCOPY 

Historical  Background  of  Endoscopy 

Indications  and  Contraindications 

Films  on  Patient  positioning.  Endoscopic 
Photography,  Instrumentation  and 
Anesthesia 

Clinical  Review,  Differential  Diagnosis 

1.  P.I.D.,  endometriosis,  ectopic 

2.  Borderline  mass 

3.  Infertility 

4.  During  pregnancy 

Complications  of  Endoscopy 
Critique 

June  7,  Saturday,  8:00  a.m. 

Cases  in  Operating  Pavilion 

Program  Participants: 

Director 

BERNARD  J.  PISANI.  M.D. 

New  York  University  School  of  Medicine 

JAMES  R.  NEALON.  M.D. 

College  of  Medicine  and  Dentistry  of  New  Jersey 

H.  L.  RIVA,  M.D. 

College  of  Medicine  and  Dentistry  of  New  Jersey 

KARL  G.  KLINGES,  M.D. 

College  of  Medicine  and  Dentistry  of  New  Jersey 

PAUL  L.  JUAN.  M.D. 

New  York  Medical  College 

DAVID  G.  BUTLER,  M.D. 

St.  Vincent's  Hospital  and  Medical  Center  of  N.Y. 

KEVIN  D.  REILLY,  M.D. 

St.  Vincent's  Hospital  and  Medical  Center  of  N.Y. 

FEE:  $200.  Course  is  limited  to  Board  Certified  or  Board 
Eligible  Physicians  in  Ob/Gyn. 

For  further  information  contact  H.  L.  Riva,  M.D.,  Dept,  of  Ob/ 
Gyn.,  St.  Vincent’s  Hospital  and  Medical  Center,  153  West 
11th.  Street,  New  York  10011.  Tel:  212/620-1762. 


June  11,  1975 

2:00  p.m.,  Wednesday 

Jewish  Memorial  Hospital 

Broadway  & 196th  Street  (Auditorium) 

LOW  BACK  DERANGEMENT 

PETER  J.  MARCHISELLO,  M.D. 

New  York  Hospital 

For  further  information  contact  Jacob  Cohen,  M.D.,  Jewish 
Memorial  Hospital,  at  above  address,  New  York,  10040.  Tel: 
212/569-4700. 


June  11,  1975 

6:00  p.m  Wednesday 

New  York  Surgical  Society 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

This  meeting  was  rescheduled  from  February  12,  1975  and 
will  cover  the  program  previously  set  for  that  date. 

For  further  information  contact  J.  Beall  Rodgers,  M.D., 
Secretary,  1160  Park  Avenue,  New  York  10028.  Tel: 
212/427-7575. 


June  12-14,  1975 

Columbia  University  College  of  P & S 

630  West  168th  Street 

PEDIATRIC  COURSE,  ADVANCES  IN 
DIAGNOSIS  AND  MANAGEMENT 

The  course  will  present  advances  in  the  diagnosis  and 
treatment  of  common  and  uncommon  pediatric  problems. 

FEE:  $150.  Interns  & Residents  $100. 

For  further  information  contact  Jose  M Ferrer,  Jr.,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 

June  21,  1975 

Columbia  University  College  of  P & S 

630  West  168th  Street 

EVALUATION  AND  MANAGEMENT  OF 
OCULAR  AND  ORBITAL  TRAUMA 

Directed  by: 

D.  JAKSON  COLEMAN,  M.D. 

STEPHEN  L.  TROKEL,  M.D. 

Guest  Speaker: 

ROBERT  MACHEMER,  M.D. 

FEE:  $75. 

For  further  information  and  application  contact  Jose  M. 
Ferrer,  Jr.,  M.D.,  Associate  Dean,  at  above  address,  New 
York  10032. 


June  26,  1975-December  18,  1975 

9:00-10:00  p.m.  Thursdays 

St.  Barnabas  Hospital  in  conjunction  with  the 
Bronx  County  Medical  Society  & the  American 
Academy  of  Family  Physicians 

June  26 

INVOLUNTARY  MOVEMENT  DISORDERS 

IRVING  S.  COOPER,  M.D. 

September  25 

HEADACHE 

LABE  SCHEINBERG,  M.D. 

October  23 
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DIARRHEA  IN  OFFICE  PRACTICE 

JOHN  THOMAS,  M.D. 

November  20 

CARE  OF  PATIENTS  WITH  CHRONIC 
OBSTRUCTIVE  PULMONARY  DISEASE  IN 
FAMILY  PRACTICE 

LESTER  B.  MAYERS,  M.D. 

December  18 

HYPOTHROIDISM 

EDWARD  COLT,  M.D. 

NO  FEE 

For  further  information  contact  St.  Barnabas  Hospital  Dept,  of 
Medicine,  183rd  Street  & Third  Avenue,  Bronx,  10457.  Tel: 
212/960-9201. 


June  26-28,  1975 

June  26,  Thursday,  1:00  p.m. -June  28,  Saturday,  1:00p.m. 

New  York  University  School  of  Medicine 

Alumni  Hall,  NYU  Medical  Center 
550  First  Avenue 

HISTOLOGIC  DIAGNOSIS  OF 
INFLAMMATORY  SKIN  DISEASES 

Panniculitis 

WALLACE  H.  CLARKE,  JR„  M.D. 

Function  of  Inflammatory  Cells 

H.  SHERWOOD  LAWRENCE,  M.D. 

Folliculitis 

HERMANN  PINKUS,  M.D. 

Vasculitis 

RICHARD  REED,  M.D. 

Granulomatous  Dermatitis 

ARKADI  M.  RYWLIN,  M.D. 

Structure  of  Skin 

A.  BERNARD  ACKERMAN,  M.D. 

FEE:  $200.  For  residents  in  training  $100. 

For  further  information  contact  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medicai  School, 
550  First  Avenue,  New  York  10016.  Tel:  212/679-3200. 
ext  4037. 


NASSAU  COUNTY  AREA 


June  4,  1975 

8:45  a.m.  Wednesday 

North  Shore  University  Hospital 

Crest  Hollow  Country  Club 
Woodbury 

HYPERTENSION  TREATMENT:  WHY  AND 
HOW  IN  1975 

JOHN  DOWLING,  M.D. 


Nassau  County  Dept,  of  Health 

MARVIN  MOSER,  M.D. 

White  Plains  Hospital 

JOHN  LARAGH,  M.D. 

Cornell  Medical  Center 

WALTER  KIRKENDALL,  M.D. 

University  of  Texas 

ARTHUR  HAYES,  JR.,  M.D. 

Pennsylvania  State  University 

MARY  MCLAUGHLIN,  M.D. 

SUNY,  Stonybrook 

EDWARD  D.  FREIS,  M.D. 

Georgetown  University  School  of  Medicine 

LAWRENCE  SCHERR,  M.D. 

North  Shore  University  Hospital 

LIONEL  U.  MAILLOUX,  M.D. 

North  Shore  University  Hospital 

PETER  A.  BLUESTONE,  M.D. 

North  Shore  University  Hospital 

FEE:  $10.  includes  scientific  sessions,  luncheon  and  coffee 
breaks. 

Make  checks  payable  to  the  Department  of  Medicine,  North 
Shore  University  Hospital. 

For  further  information  contact  Lionel  U.  Mailloux,  M.D.,  North 
Shore  University  Hospital,  300  Community  Drive,  Manhasset, 
11030.  Tel:  516/562-2319. 


WESTCHESTER  COUNTY  AREA 


June  12,  1975 

9:00  a.m.  Thursday 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

NEWER  CONCEPTS  IN  SHOCK 
MANAGEMENT 

EDWARD  D.  FRANK,  M.D. 

Harvard  Medical  School 

CREDIT:  AAFP 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  at  above  address,  Yonkers,  10701.  Tel: 
914/965-6700. 


BUFFALO  AREA 


June  2-6,  1975 

State  University  of  New  York 

Buffalo 

REFRESHER  COURSE  IN  PEDIATRICS 

The  course  is  primarily  intended  for  general  or  family 
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physicians  but  pediatricians  will  also  find  it  of  value 

FEE:  $5.  make  checks  payable  to  the  Faculty  Student 
Association  of  SUNYAB  Applications  may  be  obtained  from 
the  Dept,  of  Continuing  Medical  Education,  School  of 
Medicine,  SUNY  at  Buffalo,  2211  Main  Street,  Buffalo,  14214 

CREDIT:  29  hrs.  AAFP  applied  for 


June  19,  1975 

Continuing  Medical  Education 
SUNYAB 

f Millard  Fillmore  Hospital 
636  Linwood  Avenue 
I Buffalo 

8:30  a m.  Saturday,  registration 

CARDIOLOGY 

Invasive  Techniques 
Cardiac  Catheterization 
and  Coronary  Angiography 
What  it  Will  and  Won't  Tell  You 

ELI  GERMANOVICH,  M.D. 

Correlation  with  Coronary  Graft  Results 
Who  Should  and  Should  Not  be  Operated 

FRANK  W.  BOLGAN,  M.D. 

Noninvasive  Techniques 
Echocardiology-Echo  Ranging  of  the  Heart 

LAWRENCE  H.  GOLDEN,  M.D. 

Current  Views  on  Acute  Coronary  Care 
Hemodynamics,  Monitoring,  Pumping,  Pacing 

ALLEN  L.  GOLDFARB,  M.D. 

Three  Dimensional  View  of  the  Brain — 
Noninvasive 

Technique  Computerized  Axial  Transverse 
Tomography 

WILLIAM  R.  KINKEL,  M.D. 

PULMONARY  DISEASE 

Pulmonary  Function  Studies — What  they  tell 
you 

Hard  Wire  Transmission  for  Computer 
Analysis 

JOHN  W.  VANCE,  M.D. 

Bronchoscopy  and  Mediastinoscopy 
A Direct  View  of  Radiographic  Shadows 

ALFRED  FAST,  M.D. 

GASTROENTEROLOGY:  Esophagus, 
Stomach  and  Beyond 

The  Colon,  as  Far  as  the  Cecum 

New  Potentials  Resulting  From  Fiberoptic 

Development 

HAROLD  BERNHARD,  M.D. 

Tours  of  Special  Care  Units 


FEE:  $20.  includes  tuition,  luncheon,  etc. 

CREDIT:  AMA  & S'/2  hrs  AAFP. 

For  further  information  and  registration  contact  Harry  J.  Alvis, 
M.D.,  Millard  Fillmore  Hospital,  636  Linwood  Avenue,  Buffalo, 
14214  Tel:  716/845-4663. 


SUFFOLK  COUNTY  AREA 


June  6 / 13,  1975 

8:00  a m -9:00  a m Fridays 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

June  6 

DIAGNOSIS  AND  WORKUP  OF 
DIFFICULT  ANEMIA 

JAMES  MAGIDSON,  M.D, 

June  13 

MENINGITIS 

JOSEPH  D'AGROSA,  M.D. 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Director  of  Medical  Education,  Brookhaven  Memorial  Hospital, 
at  above  address,  1 1772.  Tel:  516/475-5000.  ext.  452. 


SYRACUSE  AREA 


June  5 / 12,  1975 

1 1:00  a.m.  Thursdays 

Upstate  Medical  Center 

Wilson  Memorial  Hospital 
33-57  Harrison  Street 
Johnson  City 

June  5 

HEMOPHILIA  CURRENT  CONCEPTS 

WILLIAM  J.  WILLIAMS,  M.D. 

Upstate  Medical  Center 

June  12 

INFECTIOUS  DISEASE 

DONALD  L.  BORNSTEIN,  M.D. 

Upstate  Medical  Center 

CREDIT:  AAFP 

For  further  information  contact  Mucio  R.  Valenca,  M.D., 
Wilson  Memorial  Hospital,  at  above  address,  13790.  Tel: 
607/773-6391. 


June  7-8,  1975 

SUNY  Upstate  Medical  Center 

Sheraton  Motor  Inn 
Syracuse 
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PULMONARY  PHYSICAL  THERAPY 
(A  British  Approach) 

E.  W.  THACKER,  M.C.S.P. 

FEE:  $50.  Professionals  $25.  Students 

For  further  information  contact  Jeannie  Vraciu,  Program  in 
Physical  Therapy,  Upstate  Medical  Center,  766  Irving  Avenue, 
Syracuse,  13210.  Tel:  315/473-6560. 


OUT-OF-STATE 


BOSTON,  MASSACHUSETTS 
June  5-7,  1975 

The  Eye  Research  Institute  of  Retina 
Foundation 

Copley  Plaza  Hotel 
Boston 

VITREOUS  SURGERY  AND  ADVANCES 
IN  FUNDUS  DIAGNOSIS  AND  IN 
TREATMENT 

FEE:  Physicians  $200.  Residents  $100.  Wives  $60. 

For  further  information  contact  Eye  Research  Institute  of 
Retina  Foundation,  20  Staniford  Street,  Boston,  Mass.  02114 
Tel:  617/742-3140. 


LEXINGTON,  KENTUCKY 
June  1 / 28,  1975 
University  of  Kentucky 

Medical  Center 
June  1-5 

SURGERY  REVIEW 

June  26 

HYPERTENSION 

June  27-28 

EVALUATION  & MANAGEMENT  OF 
CARDIO-PULMONARY  EMERGENCIES 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Associate  Dean/Extramural  Affairs,  University  of  Kentucky 
Medical  Center,  Continuing  Education,  College  of  Medicine, 
Lexington,  Kentucky  40506. 


ROCHESTER,  MINNESOTA 
June  23-25,  1975 
The  Association  for  Health  Records 

Kahler  Hotel 
Rochester,  Minnesota 

EVALUATING  PATIENT  CARE:  THE 


STATE  OF  THE  ART 

For  further  information  contact  the  Association  for  Health 
Records,  P.O.  Box  2257,  Ann  Arbor,  Michigan  48106.  Tel: 
313/769-3252. 


FUTURE  EVENTS 


Summer  Session  July  & August 
Institute  of  International  Medical  Education 

222  East  19th  Street 
New  York 

BASIC  MEDICAL  SCIENCES 
CURRICULUM 

This  course  is  intended  for  American  students  in  foreign 
medical  schools  preparing  for  Part  I examination  of  the 
National  Board  of  Medical  Examiners,  for  transfer  to  a U.S. 
medical  school,  or  for  FLEX,  State  Board  and  other 
examinations.  Included  in  the  course  are  topics  listed  in  the 
subject  outline  of  the  National  Board  of  Medical  Examiners  for 
the  Part  I examination. 

For  further  information  contact  Natale  Colosi,  Ph.D.,  Director, 
Institute  of  International  Medical  Education,  222  East  19th 
Street,  New  York  10003.  Tel:  212/677-4728. 


September  9,  1975-January  7,  1976 

The  New  York  Medical  College 
Flower  & Fifth  Avenue  Hospitals 

5 East  102nd  Street 
New  York 

Courses  in  Psychiatry  and  Neurology 

For  further  information  contact  Benjamin  J.  Sdaock,  M.D., 
Director,  Continuing  Education  in  Psychiatry,  New  York 
Medical  College,  5th  Avenue  at  106th  Street,  NYC.  10029. 
Tel:  212/876-5500.  ext.  225. 
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West  Avenue,  Brockport,  N.Y.  14420. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion.  N.Y.  14411.  Tel.  716/589-7117. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr  Alex  Spyralatos,  16  N Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M D„ 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  and 
Ob/Gyn  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  3 1 5/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


BRASHER.  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.’s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls.  N.Y.  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen’s  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M O.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466  Tel.  212/653-3000 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunity  for  private  referrals  from  Pediatric  Staff 

CONTACT:  Gerald  M Blum,  M.D.,  Chief,  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brooklyn,  N.Y.  11238  Tel.  212/240- 
1701. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 
group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CATO,  N.Y.,  Cauyga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 
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COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  1 16,  Colton,  N.Y. 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O’Connor  Hospital,  Andes 
Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.’s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 

4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.’s  and 

Anesthesiologists.  JAMESTOWN,  N.Y.,  Chautauqua  County.  Internist  and  F.P ./ 

for  Ambulatory  Primary  Care  Clinic. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 

Hospital,  Elmira,  N.Y.  14901.  Tel:  607/734-5117.  CONTACT:  John  D.  Voltmann,  M.D.,  Director,  Jamestown 

Medical  Clinic,  103  Allen  Street,  Jamestown,  N.Y.  14701. 


ELMIRA,  N.Y.,  Chemung  County.  Internist  wanted  for  group. 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  N.Y.  14901.  Tel:  607/734-8624. 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr.  Robert  L.  Beard,  Ass’t.  Adm.,  Arnot-Ogden 
Memorial  Hospital,  Elmira,  N.Y.  14901.  Tel:  607/737-4100. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HAMILTON,  N.Y.,  Madison  County.  FPs  or  Internists  needed  for 
innovative  rural  health  center  adjacent  to  community  hospital. 

CONTACT:  N.  Cara  Ackerman,  Director,  Community  Memorial 
Hospital,  Hamilton,  N.Y.  13346.  Tel:  315/824-1100. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.’s  and  Family 
Physicians  to  practice  in  a group  format. 


CONTACT:  Mr.  Ronald  J.  Fryzel,  Adm.  Ass’t.,  Jamestown 
General  Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 
Tel:  716/484-1161. 


I 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
neaded. 

01 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 

N.Y.  12847.  Tel:  518/624-2111. 

C( 


MAHOPAC,  N.Y.,  Putman  County.  Specialists  in  Family  Practice 
needed . 


CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam  n 

Professional  Park,  Mahopac,  N.Y.  10541.  Tel:  914/628- 

3473. 


C( 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


CONTACT:  Mr.  Stewart  Redman,  Adm  , Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


MASSENA,  N.Y.,  St.  Lawrence  County.  Family  Physicians 
needed  Prosperous  Northern  New  York  Rural  industrial 
community  with  good  hospital. 
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CONTACT:  John  Clough.  M.D„  176  Maple  Street,  Massena, 
N Y.  13662.  Tel:  315/769-6227. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  Internist  and 

F.P.'s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M D„ 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  Physicians 

CONTACT:  Mr  Joseph  E.  Agustine,  Pres.,  Chamber  of 
Commerce,  Inc.,  116  Park  Ave.,  Mechanicville,  N.Y.  12118 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NEW  YORK  CITY.  Board/Cert/Elig.  Physician  with  cardiology 
background  to  work  in  occupational  medicine.  Modern 
facilities. 

CONTACT:  Mr.  Henry  Leonard,  20  E 49th  Street,  10017. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph's  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler.  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville.  N.Y.  14428  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery.  St. 
Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


ROCHESTER,  N.Y.,  Monroe  County.  Qualified  Internists, 
Pediatricians  and  Ob/Gyn’s  for  Health  Center  (a 
comprehensive  health  care  plan  featuring  prepayment  and 
fee  for  services). 

CONTACT:  William  J.  Klein,  Jr.,  M.D.,  Dir.  Northeast  Health 
Center,  1171  Culver  Rd.,  Rochester,  N.Y.  14609.  Tel: 
716/482-4300. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 
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SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel:  518/346-7748. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed. 
Two  Internists  and  a Pediatrician  for  Tri  Town  area. 

CONTACT:  Mr.  E.  B.  Watson,  Pres.,  Board  of  Managers;  or  Mr. 
J.  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  N.Y. 
13838.  Tel:  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician  Internist. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N.Y. 

14551.  Tel:  315/483-9136. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  E.  Fisher,  D.D.S.,  Adm.  Myers  Community 
Hospital,  Sodus,  N.Y.  14551.  Tel:  315/483-9161. 


CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 

WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.’s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT:  Everett  Forman,  M.D.,  Stamford,  N.Y.  12167.  Tel: 
607/652-7324. 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certified  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 
Stamford,  N.Y.  12167.  Tel:  607/652-7312. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 


CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 
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TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 


MOST  RECENT  PHYSICIANS’  » 

PLACEMENT  OPPORTUNITIES 


CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 

Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


UTICA,  N.Y.,  Oneida  County  needs  F.P.’s  Pediatricians  and 
Internists. 

CONTACT:  Reynold  S.  Golden,  M.D.,  2206  Genesee  Street, 
Utica,  N.Y.  13502.  Tel:  315/735-5261. 


WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians’  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 


El 
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FAMILY  PHYSICIANS: 


ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  Ms.  Emily  Dinkelacker,  Village  of 
Athens. 


AH: 

I 


CHAUTAUGUA,  N.Y.,  Chautaugua  County  needs  a Family  Physi- 
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cian  for  July  and  August  1975.  For  further  information  con- 
tact G.  L.  Lester,  M.D.,  1 Morris  Avenue,  Chautaugua 

CORTLAND.  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  For  further  information  con- 
tact Donald  R Gibbs,  M D.,  Cortland  Tel:  607/756-9941. 

GRANVILLE,  N.Y.,  Washington  County  needs  a Family  Physician, 
Internist  or  Pediatrician.  For  further  information  contact  Rob- 
ert Vander  Minder,  Telescope  Furniture  Co.,  Granville. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  David  Jacobs,  Sec.,  Mountain  Top 
Medical  Building  Inc.,  Hunter,  12442. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
For  further  information  contact  Arthur  Howard,  M.D.,  Chair- 
man, Physician  Recruitment  Committee,  Johnstown  Hospital, 
201  S.  Melcher  Street,  Johnstown,  12095. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
For  further  information  contact  Clinton  J.  Mossman,  Mayor, 
Municipal  Building,  Box  00,  Philmont,  12565.  Tel:  518/672- 
7032. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital.  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  12983.  Tel: 
518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician. 

CONTACT:  Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospi- 
tal, 37  N.  Chemung  Street,  Waverly  14892.  Tel:  607/565- 
2861. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 


ENT 

AUBURN,  N.Y.  Cayuga  County  needs  an  ENT,  Family  Physicians 
and  an  Ob/Gyn.  For  further  information  contact  Mr.  Charles 
Hicks,  Director  of  Physicians’  Procurement  Committee,  157 
Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 

AMSTERDAM,  N.Y.  Montgomery  County  needs  an  ENT.  For 
further  information  contact  Sister  Mary  Theresa,  Adm.,  St. 
Mary's  Hospital,  Amsterdam,  12010. 


DIRECTOR  OF  MEDICAL  EDUCATION 

SMITHTOWN,  N Y.  Suffolk  County  needs  a part-time  physician 
to  initiate  and  coordinate  graduate  medical  education  pro- 
grams for  physicians,  dentists,  podiatrists,  nurses  and  allied 
health  personnel.  The  services  would  not  exceed  24  hours 
per  week  Contact:  St.  John's  Smithtown  General  Hospital, 
Smithtown,  11787. 


INTERNISTS: 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine. 

CONTACT:  W H Stevenson,  Ass  t Director  of  Personnel,  the 
Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

GRANVILLE,  N.Y.,  Washington  County  needs  an  Internist.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella.  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 


OBSTETRICIAN/GYNECOLOGISTS 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 

Harper  Street,  Stamford  12167.  Tel:  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  For  further  information  contact  Thomas  E.  Lavell, 
M.D.,  Delaware  Valley  Hospital,  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-4101. 


PEDIATRICIANS 

GRANVILLE,  N.Y.,  Washington  County  needs  a Pediatrician.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 


RADIOLOGIST 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a Radiologist  to  work 
part-time  or  four  day  week.  For  further  information  contact 
Robert  Bloom,  M.D.,  498  Route  111,  Smithtown  11787. 


PSYCHIATRIST 
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CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  For  further  information  contact  Mr.  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place,  New 
York,  10038. 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians’  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA. 


NEW 

DEADLINE  DATES  FOR  WHAT  GOES  ON 

Deadline  Dates 


Meeting  Dates 

August  1975 
September  1975 
October  1975 
November  1975 
December  1975 
January  1976 
February  1976 
March  1976 
April  1976 
May  1976 
June  1976 
July  1976 


June  1,  1975 
July  1,  1975 
August  1,  1975 
September  1,  1975 
October  1,  1975 
November  1,  1975 
December  1,  1975 
December  30,  1975 
February  1,  1976 
March  1,  1976 
April  1,  1976 
May  1,  1976 


TO:  Subscribers  to  “What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On”  and  invite  your  suggestions  and  comments. 


‘‘WHAT  GOES  ON’’ 

SUBSCBJPIiQN  ORDER  BLANK 

R ATES,  INCLUDING  POSTAGE 

$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 
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half-ounce 
prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  thatare 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 

Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

Burroughs  Wellcome  Co. 

l/\  / Research  Triangle  Park 

Wellcome/  North  Carolina  27709 
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If  severe  contact  dermatitis 
does  not  respond 
to  conventional  therapy... 


Medrol  4 mg  Dosepak... 

(methyl  prednisolone,  Upjohn) 
short-term,  tapered, 
corticosteroid  therapy 


am 


Dosage  Directions 


To  remove  tablet,  press  from  this  side 

> > > J* 


Take  2 tablets  before  breakfast,  1 tablet  after  lunch  and  after  supper,  end  2 tablets  at  bedtime. 


2nd  day 


Jp  o* 


Take  1 tablet  before  breakfast,  1 tablet  after  lunch  and  after  supper,  and  2 tablets  at  bedtime. 


3rd  day 


> J* 


Take  1 tablet  before  breakfast  and  1 tablet  after  lunch,  after  supper,  and  at  bedtime. 


4th  day 


Take  1 tablet  before  breakfast,  after  lunch,  and  at  bedtime. 


5th  day 


Take  1 tablet  before  breakfast  and  at  bedtime. 


•th  day 


Take  1 tablet  before  breakfast. 


Unless  otherwise  directed 
by  your  physician,  all  six  (6) 
tedtime.  tablets  in  the  row  labeled  1st 

day  should  be  taken  the  day  you 
receive  your  prescription,  even 
though  you  may  not  receive  it  until 
late  in  the  day.  All  six  (6)  tablets  may 
be  taken  immediately  as  a single  dose, 
or  may  be  divided  into  two  or  three  doses 
and  taken  at  intervals  between  the  time  you 
receive  the  medicine  and  your  regular  bedtime. 


r»r!r«r  *,,r  < 1070 
nu|  4>wv 
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Ihe  explicit  printed  dosage  instructions  that 
accompany  each  Dosepak  make  it  easy  for  the  patient 
to  understand  and  follow  the  dosage  regimen. 


Poison  ivy  and  other  severe  allergic  states 
intractable  to  adequate  trials  of  conventional 
treatment  will  often  respond  to  a short, 
intensive,  adjunctive  course  of  Medrol. 

Medrol  Dosepak  is  designed  to  provide  a tapered, 
six-day  course  of  methylprednisolone  tablets. 

On  occasion,  a six-day  course  of  Medrol  therapy 
may  not  be  sufficient  and  therapy  may  need 
to  be  extended.  If  there  is  continued  contact 
with  the  sensitizing  agent,  corticosteroids 
will  not  completely  suppress  the  inflammatory 
response.  A further  caution:  If  lesions  become 
infected  during  Medrol  therapy,  it  should 
be  remembered  that  steroids  may  decrease 
resistance  to  infection  and  hinder  the  body's 
ability  to  localize  an  infection. 

MEDROL  COMPRESSED  TABLETS— 2.  4 & 16  MG 
(METHYLPREDNISOLONE  TABLETS.  N F.,  UPJOHN) 

DESCRIPTION  AND  ACTIONS:  Medrol  (methylprednisolone)  is  a synthetic  glucocor- 
ticoid with  potent  anti-inflammatory  effects  It  is  readily  absorbed  from  the  Gl  trad 
Glucocorticoids  cause  profound  and  varied  metabolic  effects  and  modify  the  body  s im- 
mune responses  to  diverse  stimuli 

INDICATIONS:  1 Endocrine  Disorders:  Primary  or  secondary  adrenocortical  insuf- 
ficiency (hydrocortisone  or  cortisone  is  the  first  choice:  synthetic  analogs  may  be  used 
n conjunction  with  mmeralocorticoids  where  applicable:  in  infancy,  mmeraiocorticoid 
supplementation  is  of  particular  importance)  Congenital  adrenal  hyperplasia,  nonsup- 
jurative  thyroiditis,  hypercalcemia  associated  with  cancer  2 Rheumatic  Disorders:  As 
idjunctive  therapy  for  short-term  administration  (to  tide  the  patient  over  an  acute  epi- 
sode or  exacerbation!  in  psoriatic  arthritis;  rheumatoid  arthritis  (selected  cases  may 
equire  low-dose  maintenance  therapy);  ankylosing  spondylitis,  acute  and  subacute 
jursitis:  acute  nonspecific  tenosynovitis,  acute  gouty  arthntis  3 Collagen  Diseases: 
Turing  an  exacerbation  or  as  maintenance  therapy  in  selected  cases  of-Systemic 
upus  erythematosus,  acute  rheumatic  carditis  4 Dermatologic  Diseases: 
3emphigus;  bullous  dermatitis  herpetiformis;  severe  erythema  multiforme  (Stevens- 
lohnson  syndrome);  exfoliative  dermatitis;  mycosis  fungoides;  severe  psoriasis  5 
Allergic  States:  Control  of  severe  or  incapacitating  allergic  conditions  intractable  to 
idequate  trials  of  conventional  treatment  Seasonal  or  perennial  allergic  rhinitis;  bron- 
:hial  asthma,  contact  dermatitis;  atopic  dermatitis;  serum  sickness  6 Ophthalmic 
Diseases:  Severe  acute  and  chronic  allergic  and  inflammatory  processes  involving  the 
ye  and  its  adnexa  such  as— allergic  corneal  marginal  ulcers,  herpes  zoster  ophthal- 
picus;  anterior  segment  inflammation,  diffuse  posterior  uveitis  and  choroiditis;  sympa- 
hetic  ophthalmia,  allergic  conjunctivitis;  keratitis;  chorioretinitis,  optic  neuritis;  iritis 
ind  iridocyclitis.  7 Respiratory  Diseases:  Symptomatic  sarcoidosis;  Loeffler  s syn- 
Irome  not  manageable  by  other  means;  berylliosis;  fulminating  or  disseminated  pulmo- 
ary  tuberculosis  when  concurrently  accompanied  by  appropriate  antituberculous 
hemotherapy  8 Hematologic  Disorders:  Idiopathic  and  secondary  thrombocytopenia 
i adults;  acquired  (autoimmune)  hemolytic  anemia;  erythroblastopema  (RBC  anemia); 
ongenital  (erythroid)  hyperplastic  anemia  9 Neoplastic  Diseases:  For  palliative  man- 

Igement  of;  leukemias  and  lymphomas  in  adults;  acute  leukemia  of  childhood.  10 
dematous  States:  To  induce  a diuresis  or  remission  of  proteinuria  in  the  nephrotic 
yndrome.  without  uremia,  of  the  idiopathic  type  or  that  due  to  lupus  erythematosus 
1 Miscellaneous:  Tuberculous  meningitis  with  subarachnoid  block  or  impending 
lock  when  concurrently  accompanied  by  appropriate  antituberculous  chemotherapy 
ystemic  dermatomyositis  (polymyositis) 

ONTRAINDICATIONS:  Systemic  fungal  infections 

/ARNINGS:  In  patients  on  corticosteroid  therapy  subjected  to  unusual  stress,  tn- 
reased  dosage  of  rapidly  acting  corticosteroids  before,  during,  and  after  the  stressful 
ituation  is  indicated 

Corticosteroids  may  mask  some  signs  of  infection  and  new  infections  may  appear 
pring  their  use  There  may  also  be  decreased  resistance  and  inability  to  localize  infec- 
pn  Prolonged  use  may  enhance  the  establishment  of  secondary  ocular  infections  due 
t fungi  or  viruses 

Since  adequate  human  reproductive  studies  have  not  been  done,  the  use  in  preg- 
Bncy.  nursing  mothers  or  women  of  childbearing  potential  requires  that  the  possible 
pnefits  be  weighed  against  the  potential  hazards  to  the  mother  and  the  embryo  or 
tus.  Infants  should  be  observed  for  signs  of  hypoadrenalism. 

Average  and  large  doses  of  hydrocortisone  or  cortisone  can  cause  elevation  of  blood 
ressure.  salt  and  water  retention,  and  increased  excretion  of  potassium  These  effects 
re  less  likely  to  occur  with  the  synthetic  derivatives  except  when  used  in  large  doses 
letary  salt  restriction  and  potassium  supplementation  may  be  necessary  All  corticos- 
Iroids  increase  calcium  excretion. 

While  on  corticosteroid  therapy,  patients  should  not  be  vaccinated  against  smali- 
bx.  Other  immunization  procedures  should  not  be  undertaken  in  patients  who  are 
h corticosteroids,  especially  on  high  dose,  because  of  possible  hazards  of  neuro- 
Igical  complications  and  a lack  of  antibody  response. 

I The  use  of  corticosteroids  in  active  tuberculosis  should  be  restricted  to  those  cases 
I fulminating  or  disseminated  tuberculosis  in  which  the  corticosteroid  is  used  for  the 
lanagement  of  the  disease  in  conjunction  -with  an  appropriate  antituberculous  regi- 
len. 


If  corticosteroids  are  indicated  in  patients  with  latent  tuberculosis  or  tuberculin  reac- 
tivity. close  observation  is  necessary  as  reactivation  of  the  disease  may  occur  During 
prolonged  corticosteroid  therapy,  these  patients  should  receive  chemoprophylaxis 
PRECAUTIONS:  Hormone  therapy  is  an  adjunct  to.  and  not  a replacement  for.  conven- 
tional therapy 

Dosage  should  be  individualized  according  to  the  severity  of  the  disease  and  the 
response  of  the  patient  As  soon  as  a satisfactory  clinical  response  is  obtained,  the 
daily  dose  should  be  reduced,  either  to  termination  of  treatment  or  to  the  minimal  effec- 
tive maintenance  dose  level  The  lowest  possible  dose  should  be  used  and  when  reduc- 
tion in  dosage  is  possible,  the  reduction  should  be  gradual  if  the  drug  has  been 
administered  for  more  than  a few  days  If  a period  of  spontaneous  remission  occurs  in 
a chronic  condition,  treatment  should  be  discontinued 

Drug-induced  secondary  adrenocortical  insufficiency  may  be  minimized  by  gradual 
reduction  of  dosage  This  type  of  relative  insufficiency  may  persist  for  months  after  dis- 
continuation of  therapy,  therefore,  in  any  situation  of  stress  occurring  during  that 
period,  hormone  therapy  should  be  reinstituted  Since  mineralocorticoid  secretion  may 
be  impaired,  salt  and/or  a mineralocorticoid  should  be  administered  concurrently. 

There  is  an  enhanced  effect  of  corticosteroids  on  patients  with  hypothyroidism  and  in 
those  with  cirrhosis 

Corticosteroids  should  be  used  cautiously  in  patients  with  ocular  herpes  simplex 
because  of  possible  corneal  perforation 

Psychic  derangements  may  appear  or  existing  emotional  instability  or  psychotic  ten- 
dencies may  be  aggravated  by  corticosteroids 

Aspirin  should  be  used  cautiously  in  conjunction  with  corticosteroids  in  hypo- 
prothrombmemia 

Steroids  should  be  used  with  caution  in  nonspecific  ulcerative  colitis,  if  there  is  a 
probability  of  impending  perforation,  abscess  or  other  pyogenic  infection;  diverticulitis; 
fresh  intestinal  anastomoses,  active  or  latent  peptic  ulcer;  renal  insufficiency;  hyperten- 
sion. osteoporosis,  and  myasthenia  gravis 

Growth  and  development  of  infants  and  children  on  prolonged  corticosteroid  therapy 
should  be  carefully  observed 

Blood  pressure,  body  weight,  routine  laboratory  studies,  including  2-hour  postpran- 
dial blood  glucose  and  serum  potassium,  and  a chest  X-ray  should  be  obtained  at  regu- 
lar intervals  during  prolonged  therapy  Upper  Gl  X-rays  are  desirable  in  patients  with 
known  or  suspected  peptic  ulcer  disease 

ADVERSE  REACTIONS:  Fluid  and  Electrolyte  Disturbances.  Sodium  retention;  fluid  re- 
tention; congestive  heart  failure  in  susceptible  patients,  potassium  loss;  hypokalemic 
alkalosis  hypertension  Musculoskeletal.  Muscle  weakness  steroid  myopathy;  loss  of 
muscle  mass,  osteoporosis;  vertebral  compression  fractures;  aseptic  necrosis  of 
femoral  and  humeral  heads,  pathologic  fracture  of  long  bones  Gastrointestinal.  Peptic 
ulcer  with  possible  perforation  and  hemorrhage;  pancreatitis;  abdominal  distention;  ul- 
cerative esophagitis  Dermatologic.  Impaired  wound  healing,  thin  fragile  skin;  pe- 
techiae  and  ecchymoses  facial  erythema;  increased  sweating  May  suppress  reactions 
to  skin  tests  Neurological.  Increased  intracranial  pressure  with  papilledema  (pseudo- 
tumor cerebri)  usually  after  treatment  Convulsions;  vertigo;  headache  Endocrine. 
Development  of  Cushingoid  state;  suppression  of  growth  in  children;  secondary  adren- 
ocortical and  pituitary  unresponsiveness,  particularly  in  times  of  stress,  as  in  trauma, 
surgery  or  illness;  menstrual  irregularities:  decreased  carbohydrate  tolerance;  manifes- 
tations of  latent  diabetes  mellitus;  increased  requirements  for  insulin  or  oral  hypoglyce- 
mic agents  in  diabetics  Ophthalmic.  Posterior  subcapsular  cataracts;  increased 
intraocular  pressure  glaucoma  exophthalmos  Metabolic-.  Negative  nitrogen  balance 
due  to  protein  catabolism 

DOSAGE  AND  ADMINISTRATION:  The  initial  dosage  may  vary  from  4 to  48  mg  per  day 
Requirements  are  variable  and  must  be  individualized  on  the  basis  of  the  disease 
under  treatment  and  the  response  of  the  patient.  The  proper  maintenance  dosage 
should  be  determined  by  decreasing  the  initial  dosage  in  small  decrements  at  appropri- 
ate time  intervals  until  the  lowest  dosage  which  will  maintain  an  adequate  clinical 
response  is  reached  If  after  long-term  therapy  the  drug  is  to  be  stopped,  it  is  recom- 
mended that  it  be  withdrawn  gradually  rather  than  abruptly 

ALTERNATE-DAY  THERAPY  (ADT):  ADT  is  a corticosteroid  dosing  regimen  in  which 
twice  the  usual  daily  dose  of  corticoid  is  administered  every  other  morning.  The  pur- 
pose of  this  mode  of  therapy  is  to  provide  the  patient  requiring  long-term  phar- 
macologic dose  treatment  with  the  beneficial  effects  of  corticoids  while  minimizing 
certain  undesirable  effects  including  pituitary-adrenal  suppression,  the  Cushingoid 
state,  corticoid  withdrawal  symptoms,  and  growth  suppression  in  children 

Medrol  (methylprednisolone)  or  other  short-acting  (producing  adrenocortical  sup- 
pression for  VU  to  1'/2  days  following  a single  dose)  corticoids  are  recommended  for 
ADT  Complete  control  of  symptoms  will  not  be  possible  in  all  patients  When  consider- 
ing this  mode  of  therapy,  keep  in  mind  the  basic  principles  and  indications  for  cortico- 
steroid therapy  The  benefits  of  ADT  should  not  encourage  the  indiscriminate  use  of 
steroids 

SUPPLIED:  2 mg-in  bottles  of  30  and  100  scored  tablets  4 mg— in  bottles  of  30,  100 
and  500  scored  tablets  and  in  21  scored  tablet  Dosepak"  16  mg— in  bottles  of  50 
scored  tablets  and  in  14  scored  tablet  ADT  Pak®  (formerly  Alternate  Daypak®) 

MED  B-8-S  (MAGI 

FOR  ADDITIONAL  PRODUCT  INFORMATION,  CONSULT  THE  PACKAGE  INSERT  OR 
SEE  YOUR  UPJOHN  REPRESENTATIVE.  J 3748-4  July.  1974 

Short-term,  adjunctive, 
corticosteroid  therapy 
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(methylprednisolone ) ®1974  The  Upjohn  Company 
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• more  effective — 49%  more  acid  neutral- 
izing  capacity  than  the  next  leading 
antacid.* 

• greater  patient  acceptance  — over  25 
years’  experience  with  millions  of  patients. 

• less  costly—  5(K  less  per  bottle  than  the 
next  leading  antacid. 


• less  sodium—  36%  less  sodium  than  the 
next  leading  antacid. 


Minty  Maalox.  Well  tolerated,  month  after 
month. . .year  after  year. 
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COMMEMORATING 
200 YEARS 
OF  IRREGVLAR 
AMERICANS 

CaseyJones  was  a bug  on 
punctuality— some  even  set 
their  watches  by  his 
train’s  whistle. 


Just  get  me  to  the  station  on  time.  For  200  years,  Americans  have  been 
in  a hurry.  But  some  things  just  don’t  happen  on  schedule—  like  bowel 
movements  in  a constipated  patient.  And  for  200  years,  Americans  have  dealt 
with  this  problem  in  a variety  of  ways—  and  with  varying  degrees  of  success. 


Now  there’s  Modane?  One  tablet  with  the  evening  meal  provides  comfortable 
laxation  in  the  morning... for  postoperative,  pregnant,  or  geriatric  patients. 
Because  it’s  reliable.  Because  it’s  predictable.  Because  it’s  gentle. 


MODANE 


WARREN -TEEDI 

PHARMACEUTICALS  I N C 0 R P 0 R AT  E 0 | 

SUBSIDIARY  OF  ROMM  AND  MAAS  COMPA 

COLUMBUS.  OHIO  432151 


LAXATIVE  TABLETS 


VV£  mSHBP  AUU  THg  *T&S'T6  WgfcKS  ASO,  SUT  lT  JUST  WON'T  QUIT,' 


/ // 


“I  don’t  care  what  the  doctor  says.  I'm  ordering  you  to  get  well!  and  next  day  hack  to  work  he  was! 


976  New  York  State  Journal  of  Medicine/ June  1975 


Are  they 
too  old  to  swing  ? 


. ^ 


* 


EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Nicotinic  Acid 12  5 mg. 

Iron  (from  Ferrous  Sulfate) 2 82  mg. 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.1  mg 
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Methionine  12  mg. 
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Calcium  Pantothenate  2.5  mg. 

Pyridoxine  0.25  mg. 
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Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 

Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 

Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years”  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  b'eeding  may  occur  during  the 
rest  period  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICAT  IONS.  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 

TESTAND-B  INJECTABLE:  Vials  of  10  cc. 

Testand-B  ub'e,, 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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AZIDE 

makes  sense 


Each  capsule  contains  50  my. 
of  DyreniuirT  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


For  long-term  control  of  hypertension51 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Indications:  Edema  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  ( >5.4  mEq/L)  has  been  reported  in 
4rt  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g„  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  'Dyazide'.  check  serum  potassium  fre- 


quently—both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Tw'o  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended,  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  Dyazide'  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnanes  or  in  w omen  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  writh  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  Dyazide 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary1  of  SmithKlme  Corporation 


‘DyAZIDE’ 

Just  once  or  twice  daily  for  maintenance. 

* 

Hydrochlorothiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 
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Abstracts 


Davidoff,  E.  and  Towne,  J.  B.:  Ingested  foreign  bod- 
ies, New  York  State  J.  Med.  75:  1003  (June)  1975 

Patients  who  have  swallowed  foreign  objects  fall  into 
four  distinct  groups:  children,  psychotics,  accidental 

swallowers,  and  manipulative  swallowers.  Most  ingest- 
ed foreign  objects  will  pass  through  the  gastrointestinal 
tract  without  complications,  and  management  should  be 
expectant.  Urgent  indications  for  intervention  include 
perforation,  intestinal  obstruction,  and  the  presence  of  a 
toxic  substance.  Should  an  object  cease  to  progress 
through  the  gastrointestinal  tract,  intervention  should 
be  considered.  The  decision  as  to  whether  or  not  to  in- 
tervene will  depend  to  a large  extent  on  the  individual 
patient.  Those  patients  who  have  ingested  foreign  bod- 
ies intentionally  are  notoriously  difficult  to  manage  and 
may  force  one  to  deviate  from  the  theoretical  ideal. 

Lake-Lewin,  D.,  Tang,  C.  K.,  and  Gray,  G.  F.:  Meta- 
static tumor  in  bone  marrow  biopsy,  New  York  State 
J.  Med.  75:  1008  (June)  1975 

Seventy-one  bone  marrow  biopsies  with  metastatic 
solid  tumors  were  studied.  In  29  instances  the  bone 
marrow  provided  the  first  histologic  confirmation  of 
cancer.  In  most  instances,  the  source  of  the  tumors 
could  be  suggested  by  the  histologic  pattern  of  the  me- 
tastases.  The  most  common  metastases  were  from  car- 
cinomas of  the  breast,  prostate  gland,  and  lung,  but 
some  tumors  not  typically  associated  with  bony  involve- 
ment were  also  seen.  Twenty-eight  per  cent  of  the  pa- 
tients had  no  radiographic  evidence  of  metastases,  and 
14  per  cent  were  not  anemic.  The  importance  of  biopsy 
for  evaluation  of  metastatic  tumors  is  demonstrated  by 
the  finding  of  tumor  in  only  59  per  cent  of  simultaneous- 
ly performed  aspirates. 

Daly,  C.  J.,  and  McSherry,  C.  K.:  Distal  large  bowel 
resection  and  anastomosis;  mortality  and  morbidity 
rates,  New  York  State  J.  Med  75:  1013  (June)  1975 

The  mortality  and  morbidity  rates  associated  with  re- 
section and  anastomosis  of  the  distal  large  bowel  in  361 
patients  operated  on  during  the  years  1968  through  1972 
has  been  reviewed.  There  were  12  postoperative 
deaths,  a mortality  rate  of  3.3  per  cent.  The  principal 
cause  of  death  was  cardiac  disease.  There  were  22  pa- 
tients who  experienced  anastomotic  complications  (6 
per  cent).  Anastomotic  perforations  occurred  in  17  pa- 
tients (4.7  per  cent)  and  obstruction  in  5 (1.3  per  cent). 
There  were  no  deaths  directly  attributed  to  these  com- 
plications. The  incidence  of  anastomotic  complications 
was  highest  in  those  patients  in  whom  the  anastomosis 
was  located  below  the  peritoneal  reflection  and  in  whom 
the  anastomosis  was  performed  with  one  layer  of  su- 
tures. 

Pardanani,  N.  S.,  Tischler,  L.  P.,  Brown,  W.  H.,  and 
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Whenever  an  APC/narcotic  is  indicated. 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning: 
May  be  habit  forming),  0.38  mg  oxycodone  terephthalate  (Warning 
May  be  habit  forming),  224  mg  aspirin,  1 60  mg.  phenacetin,  and  32  mg. 
caffeine 

INDICATIONS.  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin or  caffeine 

WARNINGS  Drug  Dependence  Oxycodone  can  produce  drug  de- 
pendence of  the  morphine  type  and,  therefore,  has  the  potential 
for  being  abused.  Psychic  dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of  Percodan,  and  it 
should  be  prescribed  and  administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications,  Percodan  is  subject  to  the 
Federal  Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using 
Percodan  should  be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  depressants:  Patients 
receiving  other  narcotic  analgesics,  general  anesthetics,  phenothiazmes, 
other  tranquilizers,  sedative-hypnotics  or  other  CNS  depressants  (includ- 
ing alcohol)  concomitantly  with  Percodan  may  exhibit  an  additive  CNS 
depression.  When  such  combined  therapy  is  contemplated,  the  dose  of 
one  or  both  agents  should  be  reduced. 

Usage  m pregnancy:  Safe  use  in  pregnancy  has  not  been  established 
relative  to  possible  adverse  effects  on  fetal  development  Therefore, 
Percodan  should  not  be  used  in  pregnant  women  unless,  in  the  judgment 
of  the  physician,  the  potential  benefits  outweigh  the  possible  hazards. 
Usage  m children:  Percodan  should  not  be  administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer 
or  coagulation  abnormalities. 

PRECAUTIONS  Head  m/ury  and  increased  intracranial  pressure  The 
respiratory  depressant  effects  of  narcotics  and  their  capacity  to  elevate 
cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions  or  a pre-existing  increase 
in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reac- 
tions which  may  obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions:  The  administration  of  Percodan  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  in  patients  with 
acute  abdominal  conditions. 

Special  risk  patients:  Percodan  should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in 
excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse  reac- 
tions include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting. 
Some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted  accord- 
ing to  the  severity  of  the  pain  and  the  response  of  the  patient.  It  may 
occasionally  be  necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients  who  have  become 
tolerant  to  the  analgesic  effect  of  narcotics.  The  usual  adult  dose  is  one 
tablet  every  six  hours  as  needed  for  pain 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of  Percodan  may 
be  additive  with  that  of  other  CNS  depressants.  See  WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect 
of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms  Serious 
overdose  with  Percodan  is  characterized  by  respiratory  depression, 
extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur.  The  ingestion  of  very  large  amounts  of  Percodan 
may,  in  addition,  result  in  acute  salicylate  intoxication. 

Treatment  Primary  attention  should  be  given  to  the  reestablishment  of 
adequate  respiratory  exchange  through  provision  of  a patent  airway  and 
the  institution  of  assisted  or  controlled  ventilation.  The  narcotic  antag- 
onists naloxone,  nalorphine  or  levallorphan  are  specific  antidotes  against 
respiratory  depression  which  may  result  from  overdosage  or  unusual 
sensitivity  to  narcotics,  including  oxycodone  Therefore,  an  appropriate 
dose  of  one  of  these  antagonists  should  be  administered,  preferably  by 
the  intravenous  route,  simultaneously  with  efforts  at  respiratory  resus- 
citation. Since  the  duration  of  action  of  oxycodone  may  exceed  that  of 
the  antagonist,  the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as  needed 
to  maintain  adequate  respiration 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  meas- 
ures should  be  employed  as  indicated 
Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 

£ndo  Loborotories.lnc. 

Subsidiary  of  E I du  Pont  de  Nemours  & Co.  (Inc  ) 

Garden  City,  N Y 11530 
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□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 


Percodan 


□ oxycodone,  the  principal  ingredient 
of  Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 


Each  yellow,  scored  tablet  contains  4,50  mg.  oxycodone  HCI,  (Warning: 

May  be  habit  forming),  0.38  mg.  oxycodone  terephthalate  (Warning:  May  f | 
be  habit  forming),  224  mg.  aspirin,  160  mg.  phenacetln,  and  32  mg.  caffeine. 

See  facing  page  for  Brief  Summary 


□ one  tablet  q. 6 h* 


See  dosage  and  administration  section  of  Brief  Summary 
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DeFeo,  E.:  Carcinoma  of  cervix;  evaluation  of  treat- 

ment in  community  hospital,  New  York  State  J.  Med. 
75:  1018  (June)  1975 

This  study  reports  an  evaluation  of  radiation  treat- 
ment of  231  consecutive  cases  of  invasive  carcinoma  of 
cervix  in  a community  hospital  over  a period  of  fifteen 
years.  The  treatment  consisted  of  intracavitary  radium 
and  external  radiation.  Of  231  cases,  221  cases  were 
available  for  follow-up  study.  Relative  five-year  surviv- 
al rate  for  all  patients  was  57  per  cent;  for  Stage  I,  80.5 
per  cent;  for  Stage  II,  47  per  cent;  and  for  Stage  III,  33.5 
per  cent.  These  results  compare  favorably  with  results 
reported  in  the  literature  demonstrating  that  communi- 
ty hospitals  can  participate  in  management  of  carcino- 
ma of  cervix. 

Risk,  A.,  Mootabar,  H.,  Porta,  P.  J.,  and  Dillon,  T.  F.: 

Second  trimester  abortions;  review  of  four  procedures, 
New  York  State  J.  Med,  75:  1022  (June)  1975 

Six  hundred  eighty-one  cases  of  second  trimester 
abortion  are  reviewed.  Four  types  of  procedures  were 
utilized:  570  patients  received  intra-amniotic  instilla- 

tion of  hypertonic  saline,  37  received  intra-amniotic  PG 
(prostaglandin)  F2„,  34  received  extra-amniotic  PGF2a, 
and  40  had  classic  anterior  hysterotomies.  The  efficien- 
cy as  well  as  the  medical  complications  to  these  methods 
are  reviewed  and  compared. 

Stern,  P.  H.,  and  Slattery,  K.:  Spinal  cord  rehabilita- 
tion; new  approaches,  New  York  State  J.  Med.  75: 
1029 (June) 1975 

This  is  a description  of  specialized  health  services 
provided  by  a newly  established  Spinal  Cord  Injury  Re- 
habilitation Unit.  The  emphasis  lies  in  the  prevention 
of  complications  and  in  improved  methods  for  function- 
al readaptation  by  means  of  mobility  and  self-care  de- 
vices. The  need  for  centralized  and  specialized  services 


Fatal  mumps  myocarditis 

Less  well  known  than  the  involvement  of  testes  and 
pancreas  in  mumps  is  the  involvement  of  the  heart, 
which  occurs  in  4 to  15  per  cent  of  the  cases.  Although 
mumps  myocarditis,  therefore,  is  not  rare,  fatalities 
from  this  cause  are.  James  C.  Kussy,  M.D.,  in  Minne- 


is stressed  since  spinal  cord  injury  care  presents  com- 
plex medical,  psychological,  and  social  problems. 

Davis,  R.  E.:  Physically  disabled  child;  family  reac- 

tions and  deductive  reasoning,  New  York  State  J. 
Med.  75:  1039  (June)  1975 

There  is  a large  literature  on  the  diagnosis  and  treat- 
ment of  children  with  physical  disabilities  and  chronic 
illness.  Only  a very  small  portion  of  the  literature  deals 
with  the  psychological  problems  of  the  parents  and  sib- 
lings of  such  children.  Since  adaptive  and  maladaptive 
psychological  reactions  in  parents  and  siblings  invari- 
ably accompany  chronic  illness  and  physical  disability 
in  a child,  the  significance  of  parental  attitudes  for  suc- 
cessful coping  of  the  child  are  emphasized.  It  is  pointed 
out  that  siblings  of  such  children  are  frequently  under 
considerable  stress,  directly  and  indirectly,  and  they  and 
their  parents  should  be  a routine  part  of  the  planning  of 
a treatment  program  for  a physically  disabled  child. 
Maximum  benefits  to  the  chronically  ill  child  come 
when  the  total  family  is  viewed  as  needing  a rational 
plan  of  education  and  treatment. 

Nicholson,  J.  F.:  Metabolic  disease;  behavioral  as- 

pects, New  York  State  J.  Med.  75:  1044  (June)  1975. 

In  a variety  of  metabolic  diseases  extending  from  dia- 
betes mellitus  to  phenylketonuria,  the  initial  complaint 
or  the  most  striking  clinical  manifestations  may  suggest 
a behavioral  disorder.  Failure  to  recognize  the  organic 
nature  of  the  disorder  may  lead  to  a delay  in  therapy  or 
a serious  omission  in  genetic  counseling.  On  the  other 
hand,  several  inborn  errors  of  metabolism  are  consid- 
ered to  have  behavioral  implications  without  sufficient 
substantive  evidence.  In  such  cases  therapy  may  be 
misdirected  and  actually  compound  the  behavioral  ab- 
normalities by  inappropriate  dietary  restriction.  A re- 
view of  entities  often  missed  as  organic  disorders  and  of 
entities  without  clear  causal  relationship  to  clinical  dis- 
ease is  necessary  periodically  as  new  evidence  appears. 


sota  Medicine  57:  285  (Apr.)  1974,  adds  a fourth  fatal 
case  to  the  3 previously  reported.  The  point  of  differ- 
ence in  the  present  death  is  the  interval  between  onset 
and  death.  The  patient,  a boy  nine  years  old,  died  on 
the  third  day  of  illness,  while  the  others  occurred  re- 
spectively at  fourteen  days,  fifty-five  days,  and  eight 
months  after  onset  of  illness. 
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Medical  Meetings 


ACS  clinical  congress 

The  sixty-first  annual  Clinical  Congress  of  the  Ameri- 
can College  of  Surgeons  will  be  held  October  13  to  17, 
1975,  in  San  Francisco,  California. 

A pre-Clinical  Congress  course  in  scientific  communi- 
cations, designed  to  improve  the  competence  of  scien- 
tists in  writing  and  public  speaking,  will  be  held  October 
1 1 and  12,  1975,  at  the  San  Francisco  Hilton  Hotel. 

During  the  Congress  18  postgraduate  courses  will  be 
held  and  these  are  accredited  by  the  American  Medical 
Association.  Each  hour  of  the  program  is  equivalent  to 
one  hour  of  Category  I credit  toward  the  AMA  Physi- 
cian’s Recognition  Award. 

ABFP  announces 
recertification  plan 

The  American  Board  of  Family  Practice  recently 
mailed  to  diplomates,  certified  in  1970,  a package  of  in- 
formation containing  requirements  and  procedures  for 
the  1976  recertification  examination. 

These  diplomates  will  be  the  first  ABFP  group  to  un- 
dergo mandatory  recertification,  the  first  such  group  in 
U.S.  medicine.  Required  recertification,  to  which  can- 
didates agree  on  becoming  certified,  was  written  into  the 
bylaws  of  the  new  specialty  of  family  practice  when  it 
was  founded  in  1969. 

This  class  of  some  1,700  diplomates  must:  Take  a 
half-day  written  examination  October  29,  1976;  review 
20  patient  charts  and  submit  answers  to  a set  of  ques- 
tions about  each  prior  to  the  exam. 

The  written  exam  will  account  for  a major  portion  of 
the  diplomate’s  score.  The  charge  for  the  process  will  be 
$150,  as  opposed  to  $300  for  the  regular  certification 
procedure. 

Two  eligibility  requirements  apply  to  all  diplomates 
seeking  recertification:  A written  statement,  which  will 
be  corroborated,  that  the  candidate  holds  unrestricted 
licensure(s).  Proof  that  the  candidate  has  completed 
300  hours  of  acceptable  continuing  education  in  the  last 
six  years. 

The  half-day  cognitive  exam  will  be  the  same  for  all 
diplomates.  ABFP  President  George  E.  Burket,  Jr.,  of 
the  University  of  Kansas  School  of  Medicine,  said  the 
recertification  procedure  is  in  no  way  intended  to  be  pu- 
nitive. “Anyone  who  passed  the  exam  originally  and 
has  maintained  that  degree  of  competence  while  keeping 
up  with  developments  in  the  past  six  years  can  antici- 
pate little  difficulty  in  achieving  recertification  for  the 
next  six  years,”  he  asserts. 

The  package  sent  to  the  first  group  of  candidates 
states  that  the  cognitive  examination  in  1976 — a combi- 
nation of  multiple  choice  and  patient-management 
problem  questions — will  primarily  cover  new  advances 
in  the  fields  applicable  to  family  practice,  with  special 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


emphasis  on  the  previous  ten  years.  It  further  states 
that  candidates  will  be  expected  to  maintain  a “current 
understanding  of  new  developments  and  basic  knowl- 
edge relevant  to  all  of  the  constituent  disciplines  of  fam- 
ily practice  (that  is,  pediatrics,  psychiatry,  surgery,  in- 
ternal medicine,  community  medicine,  and  obstetrics 
and  gynecology).” 

About  June  1,  1975,  the  Board  will  mail  applications 
to  diplomates  certified  in  1970.  These  must  be  re- 
turned to  the  Board  office  in  Lexington,  Ky.,  by  Novem- 
ber 1,  1975.  Each  applicant  then  will  receive  question- 
naires for  the  record  review  portion  of  the  recertification 
process.  They  will  be  allowed  several  weeks  to  complete 
the  task. 

This  is  how  the  records  review  will  work:  Each  diplo- 
mate  will  select  five  disease  categories  from  a list  of  10, 
and  select  four  charts  dealing  with  each  of  the  chosen 
categories  (a  total  of  20  charts),  then  complete  a ques- 
tionnaire reporting  whether  or  not  certain  key  items  of 
information  concerning  the  patient’s  care  are  contained 
in  his  or  her  chart.  These  questionnaires  (not  the  actu- 
al charts)  will  be  sent  to  the  ABFP  for  evaluation. 

A small  sample  of  the  candidates,  randomly  selected, 
will  be  asked  to  submit  photocopies  of  the  charts  from 
which  they  completed  their  questionnaires.  These  cop- 
ies, from  which  the  applicant  has  removed  the  patient’s 
name  to  assure  anonymity,  will  be  reviewed  to  deter- 
mine the  validity  of  the  questionnaire  procedure. 

Applicants  will  be  notified  of  their  eligibility  to  sit  for 
the  cognitive,  exam  well  in  advance  of  the  October  29, 
1976,  examination  date.  The  exam  will  be  offered  at 
five  test  sites. 

Nutritional  disorders  of  American  women 
symposium  in  New  York  City 

World  famous  researchers  will  meet  for  a two-day 
Symposium  on  Nutritional  Disorders  of  American 
Women,  sponsored  by  the  Institute  of  Human  Nutrition 
of  Columbia  University,  College  of  Physicians  and  Sur- 
geons, at  the  Commodore  Hotel,  Lexington  Avenue  at 
42d  Street,  New  York  City,  November  20  and  21,  1975. 

Myron  Winick,  M.D.,  Director  of  the  Institute  of 
Human  Nutrition,  will  serve  as  chairman  of  the  Sympo- 
sium. 

The  purpose  of  this  meeting  is  to  review  the  impor- 
tant data  pertaining  to  the  most  common  and  perplex- 
ing nutritional  problems  of  American  women;  to  explore 
the  special  nutritional  requirements  of  adolescence, 
pregnancy  and  old  age,  to  examine  in  depth  how  nutri- 
ents interact  with  contraceptive  pills;  to  discuss  the  obe- 
sity problem  in  American  women.  . .how  it  starts,  and 
the  best  way  to  treat  it.  Among  other  topics  to  be  dis- 
cussed will  be  the  prevalence  of  iron  deficiency  anemia 
and  why  anorexia  nervosa  and  osteoporosis  are  primari- 
ly seen  in  women. 

continued  on  page  1128 
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“It  has  become  clear  that, 
in  fact,  the  association  of 
obesity  and  hypertension  in 
many  patients  is  related,  and 
that  obesity  may  actually 
cause  certain  forms  of 
hypertensive  disease . ” 

(Mayer,  J.:  Med.  Opinion:  19-23,  April,  1974.) 
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Its  ability  to  suppress  appetite 
without  producing  pressor  effects 
is  a special  advantage  for  certain 
obese  hypertensives? 

ft  For  this  reason,  Pondimin  may  be  used  in  mild-to-moderate  hyper- 
Itension  when  the  usual  precautions  are  observed.  Further,  Pondimin 
limay  increase  slightly  the  effect  of  certain  anti-hypertensive  drugs. 


Pondimin  also  offers  advantages 
for  your  other  obese  “special  risk” 
patients: 

-or  the  obese  diabetic — no  adverse  effect  on  the  diabetic  state 
las  been  noted. 

ror  the  obese  teenager — Pondimin  can  be  prescribed  for  patients 
down  to  12  years  of  age.  Because  it  is  not  stimulating,  nervousness, 
excitability,  hyperirritability  and  insomnia  are  seldom  encountered. 
Moreover,  with  a DEA  rating  of  Schedule  IV,  its  abuse  potential  is 
onsidered  minimal. 


aution:  Not  recommended  in 
ae  severely  hypertensive  patient. 


Over:  See  following  pages  for  additional  Pondimin  advantages, 
patient  aid  material  and  prescribing  information  . . . 
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75% 


50% 


25% 


Breakfast 
195  calories 


Lunch 
485  calories 


Dinner 
530  calories 


Snack 
355  calories 


the 

Night 

Eater: 


Patient  who  consumes 
at  least  25%  of  his  total 
daily  caloric  intake  after 
the  evening  meal. 


Stunkard,  A.J.,  Grace,  W.J.,  and  Wolff,  H.G.: 
“The  Night-Eating  Syndrome,"  Am.  J.  I 
Vol.  XIX,  No.  1,  pp.  78-85,  July,  1955. 


125% 


1200  CALORIE  DIET 


100% 


Control  of  late  evening  eating  is  vital- 
with  Pondimirr  it  is  possible 
and  practical 

A distressingly  large  percentage  of  obese  patients  are  habitual  night  eaters. 

In  fact,  this  is  such  a common  occurrence  that  the  term  “night-eating 
syndrome”  has  been  used  to  describe  it. 

Many  anorexigenic  drugs  carry  with  them  the  liability  of  CNS  stimula- 
tion, and  this  can  be  a real  deterrent  to  an  effective  dietary  regimen  if  it 
persists  into  the  late  evening. 

Pondimin  can  avoid  this  problem  because  it  does  not  produce  CNS 
stimulation.  You  can  prescribe  it  before  dinner,  or  even  later  in  the  evening 
and  know  that  it  won’t  keep  your  patient  awake.  And  his  appetite  will  be 
effectively  suppressed  during  the  period  when  he  is  in  the  habit  of  consum- 
ing a great  number  of  calories. 
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A.  H.  Robins  will  be  producing 
a series  of  special  aids  to  help 
the  obese  patient  deal  with  diets 
and  dieting. 

No.  1:  “How  to  Get  the  Fat  Out 
of  Food” — a practical  guide  to  food 
preparation  and  cooking  to  keep  fat 
content  to  a minimum. 

To  order  a supply,  write  "Pondimin 
Motive-Aiders  No.  1”  on  your  Rx 
blank  and  mail  to: 

Pondimin  Motive-Aiders,  Dept.  T4 
A.  H.  Robins  Company,  1407  Cummings 
Drive,  Richmond,  Virginia  23220. 

Or  ask  your  Robins  representative. 


Pondimin' 

Diet 

“Motive- 

Aiders” 


Obesity,  Data  & Directions 
for  the  70’s — 

A Medcom*  learning  system  (film,  monograph 
and  self  test) — now  available  for  showing  to 
groups  at  your  hospital  staff  meetings.  Three 
hours  continuing  education  credit  granted 
by  the  American  Academy  of  Family 
Physicians,  American  Medical  Association, 
and  American  Osteopathic  Association.  Check 
with  your  state  society  for  credit  category. 

See  your  Robins  Representative. 


Brief  Summary 

Indication:  In  exogenous  obesity  as  short-term  (a  few  weeks)  adjunct  in 
weight  reduction  regimen  based  on  caloric  restriction.  Limited  usefulness  of 
agents  of  this  class  should  be  measured  vs.  possible  risks  Contraindica- 
tions: Glaucoma,  hypersensitivity  to  this  or  other  sympathomimetic 
amines;  during  or  within  14  days  after  the  administration  of  MAO  inhibi- 
tors (hypertensive  crises  may  result);  history  of  drug  abuse  Warnings: 
When  tolerance  to  the  "anorectic"  effect  develops,  do  not  exceed  maxi- 
mum recommended  dose  in  attempt  to  increase  effect  rather,  discon- 
tinue drug.  May  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  motor  vehicle;  caution  patient 
accordingly  Drug  Dependence:  Fenfluramine  is  related  chemically  to 
amphetamines;  differs  somewhat  pharmacologically  Amphetamines 
and  related  stimulant  drugs  have  been  extensively  abused  and  can 
produce  tolerance,  severe  psychological  dependence,  and  other 
adverse  organic  and  mental  changes  There  is  a recent  report  of 
abuse  of  fenfluramine  by  subjects  with  a history  of  abuse  of 
other  drugs.  Abuse  of  80  to  400  mg  of  the  drug  was  re- 
portedly associated  with  euphoria,  dereafization.  percep- 
tual changes.  Fenfluramine  did  not  produce  signs  of 
dependence  in  animals;  appeared  to  produce  sedation 
more  often  than  CNS  stimulation  at  therapeutic  doses. 

Its  abuse  potential  appears  qualitatively  different  from 
that  of  amphetamines.  Keep  in  mind  the  possibility  that 
fenfluramine  may  induce  dependence  when  evaluat- 
ing desirability  of  including  it  in  individual  weight  reduc- 
tion programs.  Usage  in  Pregnancy:  Safe  use  in  pregnancy 
not  established.  Reproduction  studies  in  rats  suggested 
embryotoxic  potential;  in  rabbits,  mice  and  monkeys 
yielded  negative  results.  Use  in  women  who  are  or 
may  become  pregnant  requires  that  potential  benefit 
be  weighed  vs.  possible  hazard  to  mother  and  in- 
fant. Usage  in  Children:  Safety  and  efficacy  in 

644700-62 


20  MG.  TABLETS 


children  under  12  years  not  established  Precautions:  Differs  in  pharmacologic 
profile  from  other  “anorectic"  drugs  familiar  to  prescribing  practitioner.  Corres- 
pondingly. there  are  possible  adverse  effects  not  associated  with  other  "anor- 
ectics". including  diarrhea,  sedation,  depression  Weigh  possibility  of  these 
effects  vs.  possible  advantage  of  less  CNS  stimulation  and/or  abuse 
potential  Use  other  CNS  depressant  drugs  cautiously  with  fen- 
fluramine; effects  may  be  additive  Use  only  with  caution  in  hyper- 
tension (monitor  blood  pressure1;  evidence  insufficient  to  rule  out 
possible  adverse  effect  on  BP  in  some  hypertensives  Not  recom- 
mended in  severe  hypertensives  or  in  patients  with  symptomatic 
cardiovascular  disease  including  arrhythmias.  May  increase  slightly 
the  effect  of  antihypertensive  drugs,  e g. , guanethidine.  methyldopa, 
reserpine  Exercise  caution  in  prescribing  for  patients  with  history 
of  mental  depressioi.  Further  depression  of  mood  may  occur 
while  on  fenfluramine  or  after  withdrawal.  Adverse  Reactions: 
Commonest  adverse  reactions  are  drowsiness,  diarrhea,  dry 
mouth.  Less  frequently  reported  adverse  reactions  include: 
C N S.:  Dizziness;  confusion;  incoordination;  headache;  ele- 
vated mood;  depression;  anxiety,  nervousness,  tension;  insomnia; 
weakness,  fatigue;  increased  or  decreased  libido;  agitation,  dysarthria. 
Gl:  Constipation,  abdominal  pain;  nausea  Autonomic:  Sweating;  chills; 
blurred  vision.  GU:  Dysuria;  urinary  frequency.  C-V  Palpitation;  hypo- 
tension, hypertension;  fainting.  Stan.  Rash;  urticaria;  burning  sensation. 
Miscellaneous:  Eye  irritation;  myalgia;  fever;  chest  pain;  bad  taste 
Dosage  and  Administration:  Initiate  dosage  at  one  20  mg  tablet  t.i.d.  be- 
fore meals;  adjust  to  need  and  response  of  patient  Depending  on  effec- 
tiveness and  side  effects,  increase  dosage  weekly  by  one  tablet  daily  to 
maximum  dosage  of  two  tablets  t.  i d.  If  initial  dosage  not  well  tolerated, 
reduce  to  two  tablets  daily  and  thereafter  gradually  increase  to  minimize 
chance  of  side  effects  How  Supplied:  20  mg  orange  tablets  Before 
prescribing  or  administering,  see  full  prescribing  information 
A H Robins  Company.  Richmond.  Va  23220  H'F 
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Abstracts  in  Interlingua 


Davidoff,  E.,  e Towne,  J.  B.:  Corpores  estranie  inger- 
ite,  New  York  State  J.  Med.  75:  1003  (Junio)  1975. 

Le  patientes  que  ingere  corpores  estranie  pote  esser 
includite  in  4 gruppos:  pueros,  psychoticos,  ingerentes 
accidental  e ingerentes  manipulative.  Le  plus  parte  del 
objectos  estranie  ingerite  passa  per  le  tracto  gastrointes- 
tinal sin  complicationes  e le  tractamento  es  expectante. 
Le  indicationes  operatori  urgente  include  perforation  o 
obstruction  intestinal  e le  presentia  de  substantias  toxic. 
Si  le  objecto  non  progressa  in  le  tracto  gastrointestinal, 
le  operation  debe  esser  considerate.  Le  decision  de  op- 
erar  o de  no  intervenir  depende,  in  grande  parte,  del 
caso  individual.  Le  patientes  que  ingere  corpores  es- 
tranie intentionalmente  es  notorimente  difficile  de  trac- 
tar,  e le  medico  debe  esser  fortiate  a deviar  se  del  ideal 
theoretic. 

Lake-Lewin,  D.,  Tang,  C.  K.,  e Gray,  G.  F.:  Tumores 
metastatic  in  biopsias  del  medulla  ossee,  New  York 
State  J.  Med.  75:  1008  (Junio)  1975. 

Esseva  studiate  71  biopsias  del  medulla  ossee  con  me- 
tastasis de  tumores  solide.  In  29  casos,  le  biopsia  del 
medulla  ossee  proportionate  le  prime  confirmation  his- 
tologic de  cancer.  In  le  plus  parte  del  casos,  le  origine 
del  tumor  poteva  esser  suggerite  per  le  typo  histologic 
del  metastasis.  Le  plus  comun  del  metastasis  esseva 
procedente  de  carcinoma  del  sino,  prostate  e pulmon. 
Etiam  esseva  observate  tumores  non  typicmente  asso- 
ciate a un  compromiso  ossee.  In  28  pro  cento  del  pa- 
tientes non  habeva  evidentia  radiographic  de  metastasis; 
le  14  pro  cento  del  patientes  non  esseva  anemic.  Le  im- 
portantia  del  biopsia  pro  evalutar  le  tumores  metastatic 
es  demonstrate  mediante  le  trovate  del  tumor  in  sol- 
mente  le  59  pro  cento  del  aspirationes  medullari  facite 
simultanemente. 

Daly,  C.  J.,  e McSherry,  C.  K.:  Resection  distal  e 

anastomosis  del  intestino  grosso;  indices  de  mortalitate 
e morbiditate,  New  York  State  J.  Med.  75:  1013 
(Junio)  1975. 

Le  indices  de  mortalitate  e morbiditate  del  resection  e 
anastomosis  del  portion  distal  del  intestino  grosso,  in 
361  patientes  operate  inter  1968  e 1972,  es  revistite. 
Habeva  12  mortes  postoperatori;  le  mortalitate  esseva 
de  3.3  pro  cento.  Le  causa  principal  del  morte  esseva  le 
morbo  cardiac.  Le  complicationes  anastomotic  occurre- 
va  in  22  patientes  (6  pro  cento);  perforationes  anasto- 
motic occurreva  in  17  patientes  (4.7  pro  cento),  e ob- 
structiones  del  anastomosis  occurreva  in  5 patientes  (1.3 
pro  cento).  Non  habeva  mortes  directemente  attribuite 
a iste  complicationes.  Le  frequentia  del  complicationes 
anastomotic  esseva  plus  elevate  in  le  patientes  con  anas- 
tomosis locate  infra  le  reflection  peritoneal  e le  anasto- 
mosis facite  con  un  strato  de  suturas. 

Pardanani,  N.  S.,  Tischler,  L.  P.,  Brown,  W.  H.,  e 


DeFeo,  E.:  Carcinoma  del  cervix;  evalutation  del  trac- 
tamento in  le  hospitales  communitari,  New  York  State 
J.  Med.  75:  1018  (Junio)  1975. 

In  iste  reporto  es  evalutate  le  tractamento  radiothera- 
peutic  de  231  casos  consecutive  de  carcinoma  invasive 
del  cervix  facite  durante  15  annos  in  un  hospital  com- 
munitari. Le  tractamento  consisteva  in  radiotherapia 
intracavitari  e externe.  De  231  patientes,  221  esseva  se- 
quite.  Le  indice  relative  de  superviventia  de  5 annos  es- 
seva de  57  pro  cento  per  tote  le  patientes;  iste  indice  es- 
seva de  80.5  pro  cento  per  le  casos  in  Stadio  I;  de  47  pro 
cento  per  le  Stadio  II,  e 33.5  pro  cento  per  le  Stadio  III. 
Iste  resultatos  es  comparate  favorabilemente  con  illes 
reportate  in  le  litteratura,  le  que  demonstra  que  le  hos- 
pitales communitari  pote  participar  in  le  tractamento 
del  carcinoma  del  cervix  uterine. 

Risk,  A.,  Mootabar,  H.,  Porta,  P.  J.,  e Dillon,  T.  F.: 

Abortos  in  le  secunde  trimestre;  revision  de  4 procedim- 
entos,  New  York  State  J.  Med.  75:  1022  (Junio)  1975. 

Es  revistite  681  casos  de  abortos  in  le  secunde  trimes- 
tre. Quatro  (4)  typos  de  procedimentos  esseva  utilisate: 
Instillation  intra-amniotic  de  solution  saline  hypertonic 
(570  patientes);  instillation  intra-amniotic  de  prosta- 
glandina  (PGF2  alpha)  (37  patientes);  injection  extra- 
amniotic  de  PGF2  alpha)  (34  patientes),  e hysterotomia 
anterior  classic  (40  patientes).  Le  efficatia  e le  compli- 
cationes medic  de  iste  methodos  es  revistite  e compar- 
ate. 

Stern,  P.  H.,  e Slattery,  K.:  Rehabilitation  del  cord; 
spinal;  nove  approches,  New  York  State  J.  Med.  75 
1029  (Junio)  1975. 

Es  describite  qui  le  servicios  sanitari  specialisate  pro 
porcionate  per  le  Unitate  de  Rehabilitation  del  Cord 
Spinal  Damnate  recentemente  establite.  Le  emphasi 
es  placiate  in  le  prevention  del  complicationes  e in  1 
methodos  meliorate  pro  le  readaptation  functional  me 
diante  mobilitate  e le  uso  de  dispositivos  pro  auto-atter 
tion.  Le  necessitate  de  servicios  centralisate  e specia 
isate  es  stressate  per  que  le  attention  del  corda  spin; 
lesionate  es  un  problema  complexo  medical,  psychologi 
e social. 

Davis,  R.  E.:  Pueros  physicmente  incapacitate;  rea< 
tiones  familiari  e rationamento  deductive,  New  Yor 
State  J.  Med.  75:  1039  (Junio)  1975. 

Ha  un  litteratura  grande  supra  le  diagnose  e tractan 
ento  de  pueros  con  incapacitate  physic  e morbos  chroi 
ic.  Solmente  un  multe  parve  portion  del  litteratui 
tracta  le  problemas  psychologic  del  parentes  e relative 
de  tal  pueros.  Ben  que  le  reactiones  psychologic  adaj 
tative  e maladaptative  del  parentes  e relatives  invari 
bilemente  accompania  al  morbos  chronic  e le  incapac 
tate  physic  in  un  puero,  le  signification  del  attitudes  d 

Continued  on  page  Si  > 
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parentes  per  le  control  successosse  del  puero  es  emphat- 
isate.  He  essite  signalate  que  le  relatives  de  iste  pueros 
es  frequentemente  infra  stress  considerabile,  directe  o 
indirectemente,  e illos  e su  parentes  debe  esser  un  parte 
rutinari  del  plan  therapeutic  per  le  puero  incapacitate 
physicmente.  Le  benefitio  maxime  pro  le  puero  chron- 
icmente  malate  es  proportionate  quando  tote  le  familia 
es  considerate  como  parte  de  un  plan  rational  de  educa- 
tion e tractamenteo. 

Nicholson,  J.  F.:  Morbo  metabolic;  aspectos  del  corn- 
portamento,  New  York  State  J.  Med.  75:  1044  (Junio) 
1975. 

In  un  varietate  de  morbos  metabolic,  desde  le  diabe- 
tes mellitus  al  phenylketonuria,  le  querela  initial  o le 
plus  notabile  manifestationes  clinic  pote  suggerer  un  al- 
teration del  conducta.  Le  fallimento  de  recognoscer  le 
natura  organic  del  alteration  pote  conducer  a un  retardo 
del  tractamento  o a un  serie  omission  de  un  consilio  ge- 
netic. Al  altere  latere,  varie  alterationes  congenital  del 
metabolismo  es  considerate  tener  implicationes  de  corn- 
portamento,  sin  que  ha  un  evidentia  substative  suffi- 
ciente.  In  iste  casos,  le  therapia  pote  esser  mal  dirigite 
e,  certemente,  additionar  se  al  abnormalitates  del  con- 
ducta mediante  restrictiones  inappropriate  del  dieta. 
Un  revision  del  entitates  frequentemente  non  consider- 
ate como  morbo  organic,  e del  entitates  sin  un  evidentia 
de  relation  causal  a un  morbo  clinic,  es  necessari  period - 
icmente  cata  vice  que  presente  se  un  nove  evidentia. 
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When  the  need  is  for  nutritional 
supplementation  with 
B complex  and  vitamin  C, 
BEMINAL-500  has  what  it  takes: 

• High  potency  B complex 
vitamins 

• 500  mg.  of  vitamin  C 

• No  odor 

• No  aftertaste 

Each  BEMINAL-500  tablet  contains: 
Thiamine  mononitrate 
(Vit  B,)  25  0 mg 

Riboflavin  (Vit  B2)  12  5 mg 

Niacinamide  100. 0 mg 

Pyridoxine  hydrochloride 
(Vit  B6)  10  0 mg 

Calcium  pantothenate  20.0  mg 

Ascorbic  acid  (Vit  Cl 
as  sodium  ascorbate  500  0 mg 

Cyanocobaiamin 

(Vit  B12)  5 0 meg 

Each  tablet  contains  0 15  mg  saccharin 
as  sodium  saccharin. 

Each  tablet  provides  the  following 
multiples  of  the  recognized 
adult  minimum  daily  requirements: 


Thiamine  mononitrate  25 

Riboflavin  10 

Niacinamide  10 

Ascorbic  acid  16 


The  need  for  pyridoxine  hydrochloride, 
calcium  pantothenate,  and  cyanoco- 
baiamin in  human  nutrition  has  not 
been  established 

USUAL  POSAGE:  Adults- 1 tablet  daily 
or  as  directed 

SUPPLIED:  No  824- BEMINAL-500 
Tablets,  in  bottles  of  100. 


Ayerst. 


AYERST  LABORATORIES 
Now  York.  N Y 10017 
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Letters  to  the  Editor 


Prison  of  future* 

To  the  Editor:  Mr.  Rector  selects  an  isolated  instance 
here,  another  there,  in  an  effort  to  support  his  thesis 
that  prisons  are  ineffective  and  that  prison  officials  are 
a callous,  indifferent,  brutal  lot.  Similarly  he  suggests 
that  the  medical  profession  is  no  better  equipped  than 
are  judges  to  determine  whether  an  offender  can  be  con- 
sidered dangerous.  He  fails  to  state  just  who  in  the  al- 
ternative reasonably  might  make  such  a judgment,  and 
refers  not  at  all  to  the  nature  of  a crime  or  an  offender’s 
past  record  as  being  an  indicator  or  symptom  of  some 
importance  in  diagnosing  potential  dangerousness. 

Mr.  Rector  chooses  to  completely  overlook  the  fact 
that  many  offenders  are  sentenced  not  primarily  for  re- 
habilitation but  in  the  interest  of  public  safety.  Cer- 
tainly judges  who  sentence  offenders  to  prison  primarily 
for  the  public  protection  must  hope  rehabilitation  may 
take  place  during  incarceration  but  properly  regard  the 
public  safety  as  paramount  in  the  sentencing  decision. 
Mr.  Rector  is  quite  right  in  his  judgment  that  many 
prisons  are  too  large,  overcrowded,  and  underfinanced; 
and  that  smaller  facilities  near  centers  of  population  are 
much  to  be  preferred.  He  fails  to  note  that  the  respon- 
sibility for  overcrowded,  oversized  prisons  must  rest 
with  legislators  and  governors  unwilling  to  provide  the 
funds  to  finance  decent  facilities  and  purposive  treat- 
ment and  training  for  offenders. 

Mr.  Rector  refers  to  the  fact  that  Wisconsin  Criminal 
Court  judges  use  probation  in  almost  90  per  cent  of  the 
felony  cases  coming  before  them.  Because  of  this  full 
use  of  probation  and  parole,  Wisconsin’s  rate  of  confine- 
ment is  low  with  the  result  that  the  prisons  house  a very 
high  percentage  of  offenders  who  have  repeatedly  failed 
in  the  community,  and  who  have  been  involved  in  seri- 
ous crimes.  Mr.  Reactor  errs  in  reporting  that  confine- 
ment is  needed  for  only  15  per  cent  of  those  currently 
imprisoned  in  Wisconsin.  Quite  the  reverse  is  true  and, 
the  fact  is,  in  virtually  all  cases,  at  the  point  in  time  of 
sentencing,  no  other  reasonable,  safe  alternative  to  con- 
finement existed.  Studies  by  the  Bureau  of  Planning, 
Development  and  Research  at  Wisconsin’s  Division  of 
Corrections  indicate  that  only  14  per  cent  of  those  sen- 
tenced to  the  prisons  in  1972  were  first  offenders  and 
that  65  per  cent  were  convicted  of  the  crimes  of  murder, 
rape,  robbery,  aggravated  assault,  and  burglary.  Anoth- 
er 10  per  cent  were  involved  in  assorted  harcotics  and 
sex  offenses.  No  knowledgeable  person  could  suggest 
that  only  15  per  cent  of  these  needed  to  be  confined  and 
no  facts  exist  to  support  that  notion. 

Much  needs  to  be  done  in  this  country  to  advance 
good  corrections  programs.  Money  is  needed  to  finance 
smaller  replacement  institutions  with  meaningful  treat- 

* Rector,  M.  G.:  Prisons  of  future,  New  York  State  J.  Med. 
75:  1087  (June)  1975. 


ment  programs  and  for  added  staff  and  programs  of 
staff  development  and  training.  Standards  (and  sala- 
ries) for  corrections  personnel  need  upgrading  and  sub- 
stantially greater  use  must  be  made  of  probation  and 
parole.  No  offender  who  might  safely  be  allowed  his 
liberty  under  competent  supervision  should  be  incarcer- 
ated. Nor  should  any  incarcerated  offender  be  held  in 
prison  beyond  the  point  where  his  release  on  parole  is 
prudent  and  not  contrary  to  the  public  interest.  To  the 
extent  that  Mr.  Rector  supports  such  concepts,  he  is  on 
solid  ground. 

Unquestionably,  as  Mr.  Rector  points  out,  if  the  pris- 
ons of  the  future  house  only  those  from  whom  the  public 
needs  protection,  they  can  be  smaller.  While  this  goal 
must  be  applauded,  it  does  not  follow,  as  Mr.  Rector 
seems  to  infer,  that  all  states  and  jurisdictions  are  pres- 
ently confining  large  numbers  of  offenders  who  might 
have  been  allowed  their  continued  liberty  on  probation 
and  who  are  not  dangerous  (a  term  he  does  not  define). 
Many  states  are,  in  fact,  confining  many  such  prisoners 
but  there  are  some  which  are  not. 

Where  full  use  is  made  of  probation  and  parole  (as  in 
Wisconsin)  and  where  reasonable  alternatives  to  incar- 
ceration for  the  nondangerous  offender  are  fully  uti- 
lized, prisons  will  obviously,  then,  house  only  difficult, 
dangerous,  assaultive,  and  repetitive  offenders.  Ob- 
viously, correctional  institutions  caring  for  such  offend- 
ers can  hardly  be  expected  to  turn  out  offenders  who 
will  not  recidivate  and  the  “recall  rate”  referred  to  by 
Mr.  Rector  will  be  high. 

Mr.  Rector  quotes  Chief  Justice  Burger  as  stating  that 
“.  . . two  thirds  of  the  persons  found  in  prison  have  prior 
criminal  records  ..  . .”  But  is  that  bad?  Should  a pris- 
on house  mainly  first  offenders?  The  “prisons  of  the  fu- 
ture,” referred  to  by  Mr.  Rector,  would  almost  certainly 
contain  an  even  higher  proportion  of  offenders  with 
prior  criminal  records,  who  have  had  the  advantage  ol 
all  reasonable  alternatives  to  confinement,  and  whc 
have  demonstrated,  frequently  by  repetitive  and  aggres 
sive  criminal  conduct,  that  they  must  be  isolated  fron 
the  community  for  a time  at  least. 

Mr.  Rector  then  reaches  the  strange,  if  not  preposter 
ous,  conclusion  that  because  of  this  “recall”  or  failur 
rate,  there  should  be  a five-year  moratorium  on  all  cor 
rectional  institution  construction.  Presumably  thi 
would  include  even  well-planned  replacements  for  gross 
ly  inadequate,  overcrowded  facilities  antedating  eve 
the  civil  war.  One  might  argue,  with  equal  logic,  that  a 
hospital  construction  should  he  halted  in  view  of  hosp 
tal  readmission  or  “recall”  rates! 

It  would  have  been  refreshing  indeed  to  have  found  i 
Mr.  Rector’s  essay  some  reference  to  the  rights  of  tf 
victim  to  the  safety  of  his  person,  possessions,  or  famil 
to  the  fact  that  it  is  not  always  society,  which  in  son 
obscure  manner  fails  the  offender,  but  that  offende 
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themselves  must  bear  a measure  of  responsibility  for 
their  actions  and  may,  at  least  on  occasion,  fail  society, 
their  families,  and  those  who  would  help  them. 

In  the  face  of  an  ever-mounting  increase  in  serious 
crime,  I sense  that  the  public  is  becoming  a little  tired  of 
the  attention-getting  writings  of  those  who  would 
suggest  that  society,  the  courts,  prisons,  and  prison  offi- 
cials are  somehow  the  offenders — and  the  criminals 
somehow  the  victims.  The  great  majority  of  the  Ameri- 
can public  continue  in  the  old  fashioned  belief  that  the 
criminal  must  bear  at  least  some  measure  of  responsibil- 
ity for  his  actions  and  that  the  public  is  entitled  to  the 
protection  from  the  depredation  of  the  identified  rob- 
ber, rapist,  burglar,  or  murderer  afforded  by  his  isola- 
tion from  the  community.  Such  beliefs  are  not  in  con- 
flict with  the  thesis  that  improvements  can  and  must  be 
made  in  many  phases  of  the  criminal  justice  system. 

SANGER  R.  POWERS 
3300  Vista  Road 
Green  Bay,  Wisconsin  54301 
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inherent  danger  in  new 
JCAH  medical  staff  standard 

To  the  Editor:  Please  accept  my  applause  and  thanks 
for  alerting  us  in  your  March  ’74  editorial,  “Inherent 
danger  in  new  JCAH  medical  staff  standard.”*  It’s  a 
pleasure  to  see  such  sharp  attention  to  crucial  matters. 

In  that  connection,  with  regard  to  the  remedy,  it  was  a 
particular  pleasure  to  see  you  point  out,  in  the  matter  of 
the  practice  of  medicine  by  corporations,  that  “This 
could  have  been  forestalled  by  the  action  requested  by 
pathologists  at  that  time,  but  their  pleas  were  disregard- 
ed by  their  colleagues.”  Let  us  hope  we  have  learned 
something  by  that  and  that  our  colleagues  will  listen  to 
your  plea  and  act  on  the  JCAH  standards. 

In  order  to  promote  this,  and  in  order  to  insure  that 
“Since  hospitals  are  now  allowed  to  enter  the  corporate 
practice  of  medicine,  and  hence  all  physicians  will  in- 
creasingly be  employees  (servants?)  of  the  hospital  ad- 
ministrator . . let  us  see  that  this  shall  not  be  the 
course  of  the  future  of  medicine,  it  is  necessary  to  map 
out  and,  rather,  pursue  a course  that  will  preserve  and 
promote  medical  judgment  in  the  care  of  patients  rest- 
ing in  a physician’s  hands.  Physicians  are  already  ap- 
pearing to  be  split  into  two  groups;  with  one  accepting 
employee  status  and  those  who  will  accept  only  profes- 
sional status. 

GORDON  R.  MEYERHOFF,  M.D. 

19  Hillside  Avenue 
Roslyn  Heights,  New  York  11577 
* Inherent  danger  in  new  JCAH  medical  staff  standard,  New 
York  State  J.  Med.  74:  478  (Mar.)  1974. 


Responsible  unionism* 

To  the  Editor:  It  has  occurred  to  some  of  us  less  vener- 
able physicians  that  in  the  past  decade  we  have  been 
placed  in  a most  subservient  position  in  our  hospitals. 
With  the  increase  in  the  powers  of  hospitals’  lay  boards 
of  trustees,  and  increasing  influence  of  hospital  adminis- 

* Published  in  American  Medical  news  letters,  September  4, 
1972,  p.  5,  and  reprinted  by  permission,  American  Medical 
news. 


trators,  the  so-called  “voluntary”  attending  staff  physi- 
cian has  been  assigned  a status  not  much  above  that  of 
any  other  hospital  employee. 

It  has  become  increasingly  clear  to  “voluntary”  hospi- 
tal physicians,  and  some  labor  lawyers  and  labor  rela- 
tions officials,  that  all  physicians  in  accredited  hospitals 
have  become  “de  facto”  employees  of  their  hospital. 
Their  duties,  obligations,  responsibilities,  and  a long  list 
of  rules  and  regulations  are  carefully  spelled  out  in  de- 
tail in  their  medical  staff  bylaws,  rules,  and  regulations. 
Moreover,  their  compensation  for  fulfilling  these  obliga- 
tions are  also  detailed  in  this  document. 

The  medical  staffs  bylaws,  rules,  and  regulations 
have  been  devised  by  an  outside  agency  (the  Joint  Com- 
mission on  Accreditation  of  Hospitals),  modified  by 
their  company  union  (the  medical  staff),  and  adopted 
only  when  approved  by  their  employers  (the  hospital 
board  of  trustees).  Wages,  in  the  form  of  nonmonetary 
hospital  admitting  privileges,  vitally  necessary  for  the 
community-based  physican  to  practice  his  profession 
and  to  earn  his  living,  provide  the  necessary  “quid  pro 
quo”  of  the  contractual  agreement  signed  yearly  by  the 
hospital  and  each  of  its  physicians.  The  bylaws,  rules, 
and  regulations  also  provide  that  all  that  transpires  in 
the  hospital  is  the  ultimate  responsibility  of  the  lay 
board  of  trustees.  In  addition,  they  are  vested  with  au- 
thority to  hire  and  fire  both  salaried  and  nonsalaried 
physicians  alike.  The  degree  of  control  is  that  of  em- 
ployer over  employee — not  that  of  an  independent  con- 
tractor. 

While  admittedly  this  employer-employee  relation- 
ship between  the  accredited  hospital  and  its  staff  physi- 
cians has  yet  to  be  legally  established  by  the  various 
state  labor  relations  boards,  all  the  determinative  ingre- 
dients for  an  employer-employee  relationship  are  pres- 
ent. Physicians  have  been  increasingly  aware  that 
membership  on  the  medical  staff  of  an  accredited  hospi- 
tal is  closely  akin,  if  not  identical  to  membership  in  a 
company  union  of  employees,  controlled  by  their  em- 
ployers— the  hospital’s  board  of  trustees. 

If,  without  recognizing  it,  physicians  have  been 
employees  of  their  hospitals  for  many  years,  the  ques- 
tion of  unionism  and  collective  action  is  no  longer  an 
issue.  It  is  already  here!  Why  shouldn’t  physicians 
face  the  facts  of  the  situation  as  they  presently  exist, 
and  form  their  own  unions.  It  seems  only  sensible  for 
them  to  act  and  negotiate  their  hospital  working  condi- 
tions on  behalf  of  themselves  and  their  patients,  rather 
than  as  employees  belonging  to  a company  union  con- 
trolled by  their  employers. 

This  would  seem  a reasonable  start  towards  responsi- 
ble unionism  in  our  learned  profession  of  medicine.  It 
has  gradually  been  forced  on  us  by  short-sighted  men. 

NORMAN  S.  BLACKMAN,  M.D. 

35  Monroe  Place 
Brooklyn,  New  York  11201 


The  case  for  freedom 

To  the  Editor:  Above  you  have  the  current  case  for 

unionism.  From  accurate  facts  and  flawless  reasoning, 
that’s  the  conclusion  that  is  arrived  at.  To  agree  with 
the  author,  all  one  has  to  do  is  accept  his  premise. 

continued  on  page  992 
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The  premise  is  that  this  position  . . has  been  gradu- 
ally forced  on  us  by  short-sighted  men,”  that  we  must 
defend  ourselves  in  this  “subservient”  position  into 
which  “we  have  been  placed,”  and  that  the  only  way  to 
do  this  is  to  “unionize”  and  see  that  we  are  treated  as 
better  servants. 

Perhaps  this  premise  itself  is  a result  of  accepting  the 
“subservient”  status.  Because  it  doesn’t  allow  us  to  see 
that  we  are  grown  men,  that  we  live  in  free  America,  and 
nobody  “forces”  us  to  sign  such  contracts.  As  soon  as 
we  accept  the  mature  responsibility  for  our  actions  and 
realize  how  we  create  this  position  for  ourselves,  then 
the  mature,  responsible  solution  may  occur  to  us.  Ma- 
ture men  have  no  qualms  about  acknowledging  their 
mistakes  and  rectifying  them.  They  even  can  tell  them- 
selves that  they  have  allowed  themselves  to  be  misled, 
and  now  are  choosing  to  take  their  destiny  into  their 
own  hands. 

As  soon  as  one  takes  that  position,  one  immediately 
realizes  that  the  professional  relationship,  needed  by  pa- 
tients, demands  that  the  profession  be  in  the  physicians’ 
hands  and  that  they  be  subservient  to  no  one.  One  im- 
mediately realizes  that  the  relationship  between  patient 
and  physician  demands  that  both  exercise  their  free  and 
independent  judgment;  that  when  an  operation  is  to  be 
performed,  that  the  free  and  independent  judgment  of 
the  physician  prevails,  and  the  free  and  independent 
consent  of  the  patient  (no  matter  on  what  irrational 
basis).  This  clearly  establishes  that  between  mature 
people,  the  primary  consideration  is  not  economics,  not 
medical  knowledge,  but  the  free  exercise  of  their  indi- 
vidual freedom. 

Becoming  more  concerned  with  their  medical  care, 
patients  are  initially  delegating  this  responsibility  to 
unions,  company  insurance  plans,  insurance  companies, 
planning  and  community  councils,  lay  hospital  boards, 
and  governments.  It  is  imperative  in  a free  society  that 
the  format  preserve  the  primacy  of  freedom.  Neither 
must  be  subservient  to  the  other.  There  must  be  no 
preponderance  of  “providers”  over  “consumers”  or  of 
consumers  over  providers.  In  any  situation  involving  a 
medical  judgment,  the  free  doctor-patient  relationship 
must  prevail.  No  procedure  shall  be  performed  if  it 
does  not  have  the  agreement  of  both  parties. 

The  health  needs  of  people  in  this  country  must  be 
recognized  as  a primary  obligation;  by  expressed  choice 
during  two  centuries,  it  is  to  attend  to  health  within  the 
context  of  freedom.  If  patients  choose  freely  to  dele- 
gate their  judgment  for  medical  care  to  a third  party, 
then  such  delegation  of  responsibility  of  care  must  be 
governed  as  is  our  Congress,  by  the  judgment  of  a House 
of  Consumers  and  by  the  judgment  of  a Senate  of  Physi- 
cians, and  that  such  institutions  undertake  only  what 
will  benefit  both  physician  and  patient. 

If  to  accomplish  this  it  is  deemed  necessary  for  physi- 
cians to  delegate  responsibility  to  a physicians’  organi- 
zation, then  it  shall  be  the  responsibility  of  that  organi- 
zation not  to  accept  subservient  status  and  negotiate 
better  conditions  for  servants,  but  to  maintain  and  pro 
mote  the  exercise  of  freedom  by  both  patients  and  phy 
sicians. 

GORDON  R.  MEYERHOFF,  M.D 
19  Hillside  Avenut 
Roslyn  Heights,  New  York  1157', 
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continued  from  page  992 

Medical  terms 

To  the  Editor:  Abraham  Blinderman’s  glossary  of  “ar- 
chaic, obsolete  and  provincial  medical  terms”*  is  indeed 
a joy,  and  I congratulate  him  on  compiling  such  a de- 
lightful list.  I should  like  to  comment  on  a few  of  them, 
and  even  to  disagree,  in  an  entirely  amicable  fashion,  of 
course. 

“Duckies:”  Henry  VIII  was  very  passionately  in  love 
with  Anne  Boleyn.  Normally  he  disdained  the  work  of 
actually  writing  his  own  letters,  but  he  did  write  to  her. 
One  of  his  letters  ends  “. . . wishing  myself  (especially  of 
an  evening)  in  my  sweetheart’s  arms,  whose  pretty  duk- 
kys  I trust  shortly  to  kiss.”  This  was  in  1528. 

“Quack:”  I have  read  that  this  term  arose  from  the 
old  name  for  mercury,  (quicksilver),  or  quecksilber  in 
German.  Hence  the  word  was  applied  to  a charlatan 
who  peddled  “quecksilber”  as  a cure  for  everything. 
Who  knows? 

“Lask:”  One  assumes  that  this  word  is  the  root  of  our 
modern  “laxative.” 

“Lights:”  English  butchers  still  speak  of  liver  and 
lights,  meaning  liver  and  lungs. 

JUDITH  M.  TAYLOR,  M.D. 

Harwood  Building 
Scarsdale,  New  York  10583 

* Blinderman,  A.:  Medical  terms  in  Halliwell's  Dictionary 


t 

r 

o 

if 

>1 

P 

it! 

V 

.f 

:i 

e- 

?• 

* 

a 

In  brief 

Membership  incentives  programs  will  again  be  of- 
fered to  state  and  county  medical  societies  by  the  AMA 
in  1975.  The  programs,  which  were  successful  in  1974, 
encourage  early  AMA  dues  transmittal  and  membership 
recruitment.  The  state  incentives  program  pays  con- 
stituent societies  % per  cent  interest  above  current  one 
hundred  eighty-days  treasury  bill  rates  on  the  day  AMA 
dues  are  received  at  AMA  Headquarters  and  from  that 
day  to  April  30.  The  1975  program  began  January  1. 
The  county  incentives  program  pays  county  societies 
- half  the  year’s  dues  for  new  housestaff  and  medical  stu- 
dent members  and  half  of  the  year’s  dues  for  regular 
members  who  resume  membership  after  being  out  of  the 


and  Nares's  Glossary,  New  York  State  J.  Med.  75:  618  (Mar.) 
1975. 


Hyperosmolar  nonketotic  diabetic  coma* 

To  the  Editor:  The  case  of  hyperosmolar  nonketotic 
diabetic  coma  described  by  Sandor  Orosz,  M.D.,  in  the 
New  York  State  Journal  of  Medicine,  March  1975,  was 
found  at  necropsy  to  have  thrombosis  of  the  femoral 
vein  and  emboli  to  “right  branch  of  artery.” 

We  wish  to  emphasize  that  vascular  complications 
occur  in  over  50  per  cent  of  cases  of  hyperosmolar  non- 
ketotic diabetic  coma  and  are  frequently  overlooked.1 

The  complication  poses  a serious  threat  to  life  in  an 
already  seriously  endangered  patient  and  clinical  aware- 
ness is  imperative. 

VICTOR  TCHKRTKOFF,  M.D. 

SHAILA  V.  NAYAK,  M.D. 

CHOLPADY  KAMATH,  M.D. 

MARDOQUEO  I.  SALOMON,  M.D. 

Metropolitan  Hospital  Center 
1901  First  Auenue 
New  York,  New  York  10029 
* Orosz,  S.:  Hyperosmolar,  aglycosurial  diabetic  coma  with- 
out ketoacidosis,  New  York  State  J.  Med.  75:611  (Mar.)  1975. 
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AMA  for  24  consecutive  months  or  more. 

Further  development  of  a federation  that  is 
“structurally  resilient,  financially  independent,  scientif- 
ically respected,  and  supported  by  a participating  mem- 
bership,” is  the  basic  priority  of  the  AMA  for  1975.  A 
statement  of  current  AMA  priorities,  submitted  by  the 
Board  of  Trustees,  was  adopted  by  the  House  of  Dele- 
gates in  December  The  priorities  will  be  one  element 
in  the  1975  planning  cycle  of  the  AMA’s  long  range 
planning  program.  To  accomplish  priorities,  the  state- 
ment called  for  closer  ties  with  medical  societies;  greater 
involvement  by  individual  members  at  all  levels  of  the 
federation;  and  a “financially  self-reliant  central  organi- 
zation.” (A  summary  of  AMA,  medical  & health  news) 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  procaine  penicillin  G.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given  at 
least  30  minutes  prior  to  injection,  is  recom- 
mended. 

Indications:  I n treatment  of  moderately  severe  i nfections  d ue  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levelscommon  to  this  particulardosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N.  gonorrhoeae : acute 
and  chronic  (without  bacteremia). 

Tor  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 

penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Mental  disturbances,  including  anxiety,  confusion,  agitation, 
depression,  and  hallucinations,  have  been  reported  in  individ- 
uals following  single-dose  schedules  for  gonorrhea.  Reactions 
have  been  transient,  lasting  from  15-30  minutes 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermallyO.1  cc.  ofal  to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  "Warnings:') 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported, 

Dosage  and  Administration  : Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  foi 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  other 
wise,  a culture  specimen  should  be  obtained  from  the  anterio 
urethra.  In  the  female,  culture  specimens  should  be  obtainec 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persist 
3 or  more  days  following  initial  therapy  and  smear  or  cultur- 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  unit 
aqueous  procaine  penicillin  G,  I.M.  divided  in  2 injection  sites  c 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  i 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  fc 

N,  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  uml 
aqueous  procaine  penicillin  G daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  fc 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  wh 
also  have  syphilis  should  be  given  additional  treatment. apprc' 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-ci 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  su: 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0 5'1 
lecithin, 0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  methy 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  vi 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabilize 
aqueous  suspension  with  sodium  citrate  buffer  and  approxim 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  p 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg. 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 
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IN  SYPHILIS 

INJECTION 

BicillirfL-A 

(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (12  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
; G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
c very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
; eluding  sensitivity  tests)  and  by  clmica1  response 

The  following  infections  will  usually  respond  to  adequate 
: dosage  of  intramuscular  benzathine  penicillin  G.  — Venereal  in- 
fections: Syphilis,  yaws,  beiel  and  pmta 

For  deep  intramuscular  injection  only. 
Contraindication:  Previous  hypersensitivity  reaction  to  any 

■ penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
phyiactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 

■ penicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
with  historv  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
? been  well  documented  in  patients  with  history  of  penicillin  hyper 
sensitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre 
r.-vious  hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e g.,  pressor  amines,  antihistamines  and  corti- 
costeroids. 

at 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection 
into  or  near  maior  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  supermfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosinophilia  may  frequently  be  only 
reaction  observed  Hemolytic  anemia,  leucopenia.  thrombo 
cytopenia,  neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jansch-Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  - Primary,  secondary  and  latent -2.4  million  units 
(i  dose) 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age,  50,000  umts/Kg.  body 
weight;  ages  2 12  years,  adjust  dosage  based  on  adult  dosage 
sc  hedule 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Admin, ster  by  deep  Intramuscular 
Injection  n the  upper  outer  quadrant  of  the  buttock  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  benzathine  penicillin  G (as  active  in- 
gredient): 2.400,000  units  in  4-cc.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose.  0.6%  povidone,  0.1%  methylparaben.  and 
0.01%  propylparaben.  300,000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone.  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorbitan  monopalmitate.  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben.  and  0.14  mg.  propyl- 
paraben. 
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One  contains  aspirin. 
One  doesn’t. 


Darvocet-N  100 

100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


Darvon 

Compound-65 


65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 
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Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Editorials 


Legislation  of  health  matters 


The  Malpractice  Insurance  crisis  has  demanded 
such  priority  in  the  past  few  months  that  our  at- 
tention has  been  distracted  from  other  matters  of 
importance,  especially  in  the  area  of  legislation, 
where  vigilance  must  be  eternal. 

In  Albany,  the  same  legislature  which  is  consid- 
ering our  proposals  for  malpractice  relief,  is  also 
considering  many  other  bills,  some  of  which  would 
ban  smoking  of  cigarettes  in  public  places,  in 
health  care  facilities,  in  schools,  and  also  in  school 
buses.  One  bill  would  ban  all  advertising  for  ciga- 
rettes and  tobacco  products  used  in  cigarettes. 
Paradoxically,  a proposal  recommending  a state- 
wide referendum  on  legalization  of  marihuana  is 
proposed. 

The  medical  profession  has  dutifully  contrib- 
uted to  public  education  on  the  hazards  of  ciga- 
rette smoking.  But  have  we  not  vacillated  on 
marihuana?  Should  not  the  Medical  Society  of 
the  State  of  New  York  feel  obligated  to  report  to 


the  public  and  to  the  legislature  recent  studies  on 
the  harmful  effects  of  marihuana? 

Irving  Page,  M.D.,  has  recently  pointed  out  the 
increased  possibility  of  angina  after  smoking  one 
marihuana  cigarette.  A report  to  the  60th  Annual 
Clinical  Congress  of  the  American  College  of  Sur- 
geons has  revealed  an  alarming  increase  in  breast 
size  in  male  marihuana  smokers,  some  requiring 
surgical  removal  of  excess  of  breast  tissue.  Recent 
research  has  also  shown  that  the  mental  processes 
of  experimental  rats  “.  . . exposed  to  prolonged 
marihuana  use”  have  been  impaired,  even  after  re- 
moval of  the  exposure  to  marihuana  for  prolonged 
periods. 

Are  these  and  other  evidences  of  the  harmful  ef- 
fects of  marihuana  to  be  buried  in  scientific  jour- 
nals? Should  we  not,  as  a profession,  continue  to 
inform  the  public  and  the  legislature  on  important 
health  matters,  and  this  one  in  particular? 

G.  J.  L. 


The  law  of  diminishing  returns  applies  to  taxation  of 
physicians 


Overtaxing  the  New  York  City  physician  is 
helping  to  destroy  the  private  practice  of  medi- 
cine. Governor  Carey  proposes  a 5.5  per  cent  Un- 
incorporated Business  Tax  (U.B.T.)  on  earnings  of 
self-employed  professionals,  and  this  includes,  of 
course,  all  physicians.  This  tax  would  be  in  addi- 
tion to  a maximum  of  17  per  cent,  making  a total 
of  22.5  per  cent  maximum  State  tax  on  incomes 
earned  by  physicians.  Also,  in  New  York  City 
physicians  are  already  required  to  pay  a City  in- 
come tax  of  3.5  per  cent  and  a City  U.B.T.  of  4 per 
cent.  Including  the  proposed  individual  income 
tax  increases  to  17  per  cent,  this  makes  a total  pro- 
posed tax  of  30  per  cent  over  and  above  the  maxi- 
mum Federal  income  tax  rate  on  earned  income  of 
50  per  cent.  This  all  adds  up  to  a maximum  rate 
of  65  per  cent  on  earned  income  after  allowable  de- 


ductions in  New  York  City.  Income  by  physicians 
represents  money  earned  with  their  own  hands 
and  heads,  by  their  very  own  personal  effort,  and 
is  not  in  the  same  category  as  income  obtained  by 
the  efforts  of  a large  number  of  others  in  their  em- 
ploy. 

Add  to  the  above  the  serious  problem  of  mal- 
practice premium  increases  with  the  more  exten- 
sive use  of  litigation,  with  numerous  suits  and 
awards  of  large  magnitude,  and  you  have  an  ade- 
quate explanation  for  why  young  physicians  are 
failing  to  enter  practice  in  New  York  City  and 
New  York  State  and  explains  why  old  physicians 
yearn  to  retire  early  and  do  so.  Are  we  not  killing 
the  goose  that  lays  the  good  egg? 

A.  A.  A. 


Promoting  coronary  attacks  for  physicians 


Physicians  delivering  personal  care  to  their  own 
patients  are  phasing  out  and  patient  loads  are  in- 
creasing. All  types  of  emergencies  continually  de- 


scend to  disrupt  every  well-ordered  program  for 
the  day.  The  above  certainly  contributes  to  their 
early  demise  or  invalidism.  Currently,  there  are 
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malpractice  problems,  class  taxation,  hospital 
costs,  audit,  peer  review,  utilization,  record  room 
and  committee  actions,  administrative  fiat,  snow- 
balling paper  work,  adverse  public  opinion,  bu- 
reaucratic pressures,  and  third  party  shenanigans; 
the  inflationary  spiral,  for  which  the  Federal  agen- 
cies allow  only  2%  per  cent.  Then  throw  in  union 
and  political  activities  which  are  directed  against 

Rapid  City,  South  Dakota 

The  flood  disasters  in  South  Dakota  and  West 
Virginia  prompt  some  thinking  about  an  equiva- 
lent potential  situation  in  the  Empire  State.  New 
York  State  had  an  organization  termed  the  Civil 
Defense  Commission,  which  had  the  responsibility 
for  unified  operation  in  major  catastrophes.  The 
cost  to  the  State  was  some  seven  million  dollars 
annually,  with  the  Federal  government  providing 
matching  funds. 

Cock-eyed  ecology 

Municipalities  themselves  operate  diesel  buses, 
fire  engines,  and  many  other  vehicles  discharging 
noxious  exhausts.  The  same  municipalities  are 
dutifully  concerned  with  the  environmental  con- 
trol of  smog,  carbon  monoxide,  sulphur  dioxide, 
ozone,  and  so  forth.  One  can  easily  point  out  that 
things  are  fouled  up! 

And  while  we  are  on  the  subject,  can  something 
be  done  about  the  low-lying  blanket  of  smog  that 
pervades  the  countryside  adjacent  to  airports? 


the  medical  profession — then  you  have  the  on- 
slaught against  the  coronary  circulation. 

Can  one  honestly  advise  entrance  into  the  prac- 
tice of  medicine?  Certainly  ballplayers  and  cor- 
poration executives,  without  such  anxieties,  seem 
to  be  better  off — especially  when  unionized. 

IRVING  G.  FROHMAN,  M.D. 

91-01  Rockaway  Beach  Boulevard 
Rockaway  Beach,  N.Y.  11693 


At  the  present  time  the  New  York  State  Depart- 
ment of  Transportation  has  this  responsibility. 
There  should  be  a thorough  investigation  of  disas- 
ter procedure  capabilities  in  this  State  before,  and 
not  after,  we  have  a Buffalo  or  Rapid  City-type  sit- 
uation of  our  own. 

IRVING  G.  FROHMAN,  M.D. 

91-01  Rockaway  Beach  Boulevard 
Rockaway  Beach,  N.Y.  11693 


The  new  giant  SST  to  land  at  Kennedy  presents  a 
danger  to  the  environment  of  several  distinct 
types:  including  smog,  noise,  physical  damage  to 

home,  and  harm  to  living.  This  is  a topic  that  ap- 
pears to  be  under  the  rug  with  ever-larger  planes 
contributing  to  the  problems  more  and  more. 

IRVING  G.  FROHMAN,  M.D. 

91-01  Rockaway  Beach  Boulevard 
Rockaway  Beach,  N.  Y.  1 1693 


Practicing  physicians,  patients,  and  charts 


There  was  a time  when  a physician  with  a pri- 
vate patient  in  a community  hospital  could  write 
an  admission  note  stating  the  reason  for  the  cur- 
rent hospital  stay  and  give  the  pertinent,  salient, 
physical  findings.  On  discharge  from  the  institu- 
tion, the  attending  physician  would  summarize  the 
hospital  stay;  giving  the  highlights  of  findings  and 
treatment.  This  was  necessary  prior  to  filing  the 
hospital  chart  in  the  record  room;  for  the  chart 
might  possibly  be  required  for  reference  or  anoth- 
er admission.  All  the  details  were  on  the  chart 
and  available  if  needed.  The  practicing  physician 
was  able  thus  to  devote  more  of  his  limited  time 
directly  to  his  patient’s  needs. 

Now  this  has  been  changed;  with  increasing, 
prolonged  and  time-consuming  patient  care  and 
paper  work  aggravated  by  decreasing  numbers  of 
available  practitioners.  The  admission  note  must 
now  include  a rather  complete  physical  examina- 
tion. If  it  is  to  fulfill  its  function  as  a note,  requir- 


ing more  than  the  reasons  for  admission,  and  the 
important  physical  findings,  this  changes  the  na- 
ture and  purpose  of  the  physician’s  opening  state- 
ment concerning  his  patient’s  problem  on  admis- 
sion. Also,  the  closing  statement,  or  so-called 
summary,  is  no  longer  just  that.  It  has  developed 
into  a term-paper  assignment  tracing  the  clinical 
course,  treatment,  and  results,  together  with  a re- 
hash of  derived  data  and  proposals  for  after  hospi- 
tal care — not  really  a summary! 

The  good  intentions  of  the  paper  requirements 
are  unquestioned.  However,  adding  to  the  tasks 
of  those  who  handle  housecalls,  office  hours,  emer- 
gencies, hospital  rounds,  nursing  home  visits  (all 
including  paper  work),  conferences,  committees, 
and  never-ending  staff  meetings,  make  it  pretty 
rugged  and  promote  coronary  occlusions. 

IRVING  G.  FROHMAN,  M.D. 

91-01  Rockaway  Beach  Boulevard 
Rockaway  Beach,  N.Y.  11693 
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Maybe  the  patient’s  self-<Iiagno- 
sis  is  right.  lie  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Ilay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis’  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  DlMETAPP 
Extentabs  . They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomat'C  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CN.S  depressants 

Dimetapp 

MJ.K'tentabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria.  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 

® HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day's pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 


Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2,  3.  or  4 contains-  Phenobarbital  (V*  gr),  16  2 mg.  (warning: 
may  be  habit  forming);  Aspirin  (2 Vi  gr.),  162  0 mg.;  Phenacetin  (3  gr.),  194  0 mg  ; Codeine 
phosphate,  Va  gr.  (No  2),  Va  gr.  (No  3)  or  1 gr.  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No,  2 and  No,  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed  For  further  details 
see  product  literature. 

/jjj  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
\!I!  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 

A H Robins  Company,  Richmond,  Va  yfl-H'DOBINS 


Scientific  Articles 


Ingested  Foreign 
Bodies 


ELLIOT  DAVIDOFF,  M.D.a* 

Lompoc,  California 

JONATHAN  B.  TOWNE,  M.D.b 

Lompoc,  California 

From  the  Federal  Correctional  Institution. 
a Chief,  Health  Programs. 
b Chief  Consulting  Surgeon. 


The  patient  who  has  ingested  foreign  bodies  is 
frequently  seen.  Such  incidents  are  most  common 
in  the  pediatric  age  group  and  among  psychotic 
patients.  It  is  also  seen  in  nonpsychotic  adults 
who  have  swallowed  these  objects  accidentally  and 
also  among  nonpsychotic  adults  who  perform 
these  acts  as  a manipulative  gesture.  We  have 
seen  several  patients  in  this  latter  group  while  car- 
ing for  the  inmate  population  of  a Federal  prison. 
We  have  followed  7 inmates  of  the  Federal  Correc- 
tional Institution  at  Lompoc,  California,  who  rep- 
resent 18  incidences  of  intentional  ingestion  of  for- 
eign bodies.  The  patients  were  all  white  males 
and  ranged  in  age  from  twenty  to  twenty-five  years 
(Table  I).  Because  of  the  motivation  behind  the 
act,  all  but  one  of  the  incidences  were  brought  to 
our  attention  by  the  prisoner  himself. 

Case  reports 

Case  1.  A twenty-one-year-old  white  male  who  had 
previously  been  seen  for  multiple  somatic  complaints, 
with  a history  of  hysteric  paralysis  and  seizures,  was  ad- 
mitted to  our  hospital  because  of  severe  anxiety  and  a 
desire  to  be  removed  from  the  inmate  population.  De- 
spite medication,  there  was  no  improvement  in  these 
symptoms,  and  on  the  fourth  hospital  day  he  reported 
that  he  had  swallowed  a razor  blade.  Razor  blades  were 
seen  on  x-ray  Films  (Fig.  1).  No  complications  devel- 
oped, and  all  the  fragments  were  passed  without  inci- 
dent by  the  thirteenth  day. 

One  year  later,  also  at  a period  of  stress,  he  reported 

Presented  at  the  Ninth  Annual  Meeting,  U.S.  Public  Health 
Service  Professional  Associations,  Washington,  D.C.,  April  11, 
1974. 

* Present  affiliation:  Department  of  Ophthalmology, 

Bronx-Lebanon  Hospital  Center,  New  York  City. 


Patients  who  have  swallowed  foreign  objects  fall 
into  four  distinct  groups:  children,  psychotics,  ac- 
cidental swallowers,  and  manipulative  swallowers. 
Most  ingested  foreign  objects  will  pass  through  the 
gastrointestinal  tract  without  complications,  and 
management  should  be  expectant.  Urgent  indica- 
tions for  intervention  include  perforation,  intesti- 
nal obstruction,  and  the  presence  of  a toxic  sub- 
stance. Should  an  object  cease  to  progress 
through  the  gastrointestinal  tract,  intervention 
should  be  considered.  The  decision  as  to  whether 
or  not  to  intervene  will  depend  to  a large  extent  on 
the  individual  patient.  Those  patients  who  have 
ingested  foreign  bodies  intentionally  are  noto- 
riously difficult  to  manage  and  may  force  one  to 
deviate  from  the  theoretical  ideal. 


TABLE  I.  Summary  of  patients  (male)  included  in  study 


Age 

Case  (Years) 

Object 

Result 

1 

21 

Razor  blade 

Passed,  13  days 

1 

22 

Pen  refill 

Passed,  4 days 

2 

22 

Razor  blade 

Passed,  1 day 

3 

24 

Razor  blade 

Passed,  4 days 

3 

24 

Razor  blade 

Esophagoscoped , 
passed,  5 days 

4 

20 

Spoon  handle 

Laparotomy  (stom- 
ach) 

4 

20 

Spoon  handle 

Passed,  5 days 

4 

20 

Razor  blade 

Passed,  8 days 

4 

21 

Spoon  handle 

Passed,  3 days 

4 

21 

Spoon  handle 

Passed,  18  days, 
(small  bowel  for  2 
weeks) 

4 

22 

Spoon  handle 

Laparotomy  (duode- 
num) (GI  bleed, 
no  perforation) 

4 

22 

Spoon  handle 

Laparotomy  (distal 
jejunum)  (no  prog- 
ress for  2 months) 

4 

23 

Spoon  handle 

Retained  for  7 
months  (lost  to 
follow-up) 

5 

23 

Glass  fragments 

Passed,  9 days 

5 

23 

Spoon  handle 

Laparotomy 

(stomach) 

5 

23 

Sheet  metal 

Laparotomy 
(stomach) 
(stomach  for  2 
weeks) 

6 

25 

Balloon  (?) 

Esophagoscoped , 
passed,  5 days 

7 

23 

Balloons 

Passed,  2 to  5 days 
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FIGURE  1.  X-ray  film  photograph  taken  shortly  after  in- 
gestion of  razor  blades  by  Case  1.  One  whole  double- 
edged  blade  is  seen  in  esophagus,  and  other  pieces  of 
blades  are  in  stomach. 


that  he  had  swallowed  a pen.  X-ray  films  revealed  that 
he  had  indeed  swallowed  a 4-cm.-long  pointed  end  of  a 
ball  point  pen  refill.  He  again  developed  no  complica- 
tions and  passed  the  refill  after  four  days. 

Case  2.  A twenty-two-year-old  white  male  with  a 
history  of  drug  dependence  and  pathologic  immaturity 
was  transferred  from  a psychiatric  facility  to  our  institu- 
tion against  his  wishes.  He  swallowed  razor  blade  frag- 
ments in  an  attempt  to  demonstrate  that  he  should  be 
returned  to  his  prior  setting.  The  fragments  passed  per 
rectum  in  one  day.  He  became  convinced  that  his  pre- 
vious institution  would  not  accept  him  for  transfer,  and 
there  were  no  further  incidents  of  this  nature. 

Case  3.  A twenty-four-year-old  white  male  was  ad- 
mitted to  our  hospital  because  of  extreme  anxiety  and 
confusion,  which  caused  him  to  self-inflict  a laceration 
on  his  wrist.  Psychotropic  medications  had  untoward 
effects  and  were  discontinued.  He  had  altercations 
with  the  staff  and  was  placed  in  a single  room.  This 
upset  him  greatly,  and  he  demonstrated  his  displeasure 
by  swallowing  a fragmented  razor  blade.  X-ray  films 


showed  satisfactory  progress  of  the  fragments,  and  they 
were  all  passed  without  incident  in  four  days. 

One  week  later,  after  an  upsetting  conversation  with 
his  father,  he  again  swallowed  a quartered  razor  blade. 
X-ray  films  showed  that  fragments  had  become  retained 
in  the  esophagus.  Esophagoscopy  was  performed,  dur- 
ing which  the  fragment  passed  into  the  stomach,  as  con- 
firmed with  x-ray  films. 

The  fragments  were  all  passed  through  the  remainder 
of  the  gastrointestinal  tract  without  further  incident  in 
four  days. 


Case  4.  A twenty-year-old  white  male,  with  a long 
history  of  antisocial  acting-out  behavior  and  prior  sur- 
gery for  removal  of  a spoon  handle  from  his  stomach, 
was  placed  in  solitary  confinement  because  of  behavior- 
al difficulties.  He  demonstrated  his  displeasure  by  at- 
tempting to  cut  his  wrist  and  by  swallowing  a spoon 
handle,  approximately  13  cm.  long,  with  the  head  bro- 
ken off.  There  was  a small  amount  of  blood  in  his  stools 
the  following  day.  This  did  not  continue,  and  he  dem- 
onstrated no  further  signs  of  complications.  The  han- 
dle was  passed  in  his  stools  in  five  days. 

One  month  later,  he  again  became  a discipline  prob- 
lem and-  was  replaced  in  solitary  confinement.  He  then 
informed  the  staff  that  he  had  swallowed  a razor  blade. 
One  half  of  a blade  was  seen  on  x-ray  films,  and  this 
passed  without  complications  in  eight  days. 

Three  months  later,  he  again  swallowed  a spoon  han- 
dle. This  was  passed  in  three  days  without' incident. 

Eight  months  later,  after  becoming  an  extreme  behav- 
ior problem  and  having  been  returned  to  solitary  con- 
finement, he  again  swallowed  a spoon  handle.  The  pas- 
sage of  the  blade  was  followed  with  serial  roentgenogra- 
phy, and  for  two  weeks  no  progress  of  the  spoon  handle 
was  noted  in  the  small  bowel.  Surgery  was  contemplat 
ed,  but  the  object  resumed  progress  and  was  passed  on 
the  eighteenth  day. 

One  year  later,  he  again  swallowed  a spoon  handle. 
After  three  days,  he  began  to  have  hematemesis  and 
bloody  stools,  and  he  became  shocky.  Laparotomy  was 
performed,  and  the  spoon  handle  was  found  in  the  duo- 
denum. No  perforation  of  the  bowel  wall  was  noted. 
There  was,  however,  an  area  of  hyperemia  and  edema  at 
the  level  of  the  sharp  end  of  the  handle.  The  postoper- 
ative course  was  uneventful,  and  he  was  discharged  from 
the  hospital  against  his  wishes.  The  following  day,  he 
swallowed  another  spoon  handle.  He  remained  asymp- 
tomatic, and  the  progress  of  the  object  was  followed  bj 
serial  x-ray  films.  It  remained  in  the  distal  jejunum  foi 
two  months.  The  patient  refused  surgery  until  an  epi 
sode  of  abdominal  cramps  frightened  him.  The  spoor 
handle  was  removed  at  laparotomy  without  complica 
tions. 

Nine  months  later,  he  again  attempted  to  show  hi: 
displeasure  at  solitary  confinement  by  swallowing 
spoon  handle.  Later  films  showed  that  the  object  hac 
passed  back  into  the  esophagus,  but  before  he  could  b> 
esophagoscoped,  it  fell  back  into  the  stomach.  The  pa 
tient  refused  surgery.  In  three  months,  it  had  pro 
gressed  only  into  the  duodenum  and  was  noted  on  x-ra 
films  to  have  corroded  (Fig.  2).  In  another  thre 
months,  the  handle  had  moved  further  down  the  due 
denum  In  three  more  weeks,  it  had  progressed  to  th 
hepatic  flexure,  at  which  time  he  was  released  from  in 
carceration  and  was  lost  to  follow-up. 
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FIGURE  2.  X-ray  film  photograph  taken  three  months 
after  ingestion  of  spoon  handle  by  Case  4.  Object  is  in 
duodenum  and  can  be  seen  to  have  corroded 

H 

.e 

Case  5.  A twenty-three-year-old  white  male  with  a 
history  of  inflicting  harm  to  himself  to  obtain  prescrip- 
tions for  narcotic  drugs,  swallowed  several  dime-sized 
pieces  of  glass.  Management  was  expectant,  but  two 
. days  later,  he  swallowed  more  pieces  of  glass  and  the 
handle  of  a spoon  (Fig.  3).  It  was  removed  from  the 
stomach  at  laparotomy;  however,  only  one  piece  of  glass 
. could  be  found.  The  remaining  pieces  of  glass  were 
. passed  without  incident  in  nine  days. 

Within  one  month,  he  swallowed  a 4 by  9-cm.  piece  of 
. metal  from  a steel  locker.  The  object  remained  in  the 
.f  stomach.  Expectant  management  was  precluded  by  his 
uncooperative  attitude,  and  after  two  weeks,  his  de- 
. mands  for  surgery  were  acquiesced  to,  and  the  object 
. was  surgically  removed. 

Other  self-destructive  acts  on  the  part  of  the  patient 
. included  repeated  fracturing  of  his  fingers,  and  shooting 
a ball  point  pen  refill  into  his  leg  with  a homemade 
bomb. 

Case  6.  A twenty-five-year-old  white  male  appeared 
. with  difficulty  in  swallowing  all  objects,  solid  and  liquid, 

. for  two  days.  He  stated  that  the  symptoms  began  when 
.someone  slapped  him  on  the  back  while  he  was  eating  a 
. piece  of  meat.  Chest  x-ray  films  failed  to  show  a foreign 
body,  but  after  a barium  swallow,  a nonopaque  foreign 
. body  was  seen  in  the  distal  esophagus.  It  was  thought 
to  be  a balloon  containing  contraband.  Esophagoscopy 
.was  performed,  but  no  foreign  body  was  obtained.  Fol- 
. lowing  the  procedure,  the  dysphagia  eased,  and  the 
object  was  believed  to  have  passed  into  the  stomach. 


FIGURE  3.  X-ray  film  photograph  taken  shortly  after  in- 
gestion of  spoon  handle  and  fragments  of  glass  by  Case  5. 
Progress  of  objects  into  duodenum  has  begun. 


Two  days  later,  an  x-ray  film  showed  what  was  thought 
to  be  the  foreign  body  against  the  contrast  material 
which  had  also  passed  down  to  the  rectum.  No  foreign 
body  was  recovered,  however. 

Case  7.  A twenty-three-year-old  white  male  re- 
turned from  a furlough  and  was  suspected  of  having  at- 
tempted to  bring  contraband  into  the  institution.  He 
admitted  having  swallowed  15  balloons  filled  with  mari- 
huana and  hashish.  He  did  not  demonstrate  any  ab- 
dominal signs.  He  did  demonstrate  the  effects  of  mari- 
huana usage.  The  balloons  were  passed,  both  intact 
and  broken,  for  the  next  five  days. 

Comment 

There  have  been  reports  of  intestinal  foreign 
bodies  for  hundreds  of  years.  It  has  been  found 
that  the  great  majority  of  ingested  foreign  bodies 
will  pass  without  consequence.  Only  10  to  20  per 
cent  of  the  ingested  foreign  bodies  fail  to  traverse 
the  entire  gastrointestinal  tract.1  A very  high 
mortality  rate  has  been  reported  among  psychotic 
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patients.  This  is  due  to  the  number  and  the  bi- 
zarreness of  the  objects  swallowed  by  these  pa- 
tients and  also  by  the  difficulty  in  making  a firm 
diagnosis  in  such  patients.2 

Most  foreign  bodies  do  not  cause  perforation  be- 
cause of  self-protective  mechanisms  of  the  bowel 
wall.  Animal  experiments  showed  that  after  con- 
tact of  the  small  bowel  with  a foreign  object,  there 
are  contractions  of  the  muscularis  mucosa  with 
compression  of  the  blood  vessels  causing  a central 
area  of  ischemia.3  Concavities  in  the  center  of 
these  ischemic  areas  resulted  from  the  contact 
with  the  foreign  body.  Small  foreign  bodies  were 
noted  to  be  imbedded  in  these  concavities.  A re- 
flex relaxation  of  the  intestinal  musculature  has 
been  hypothesized,  and  this  would  slow  peristaltic 
waves  and  lessen  the  chance  for  the  imbedding  of 
the  object  in  the  bowel  wall.  When  the  contents 
of  the  intestine  are  fluid,  the  axial  flow  is  more 
rapid  than  that  near  the  periphery.  A sharp  end 
is  more  likely  to  become  imbedded  either  in  the 
cavity  of  the  bowel  wall  which  it  has  produced  or 
in  a natural  fold  of  the  intestine.  This,  combined 
with  the  axial  flow,  tends  to  turn  objects  around  so 
as  to  make  the  sharper,  more  dangerous  end  the 
trailing  rather  than  the  leading  end.  Of  needles 
fed  to  experimental  animals  with  the  points  for- 
ward, 70  per  cent  were  turned  around  and  passed 
with  the  dull  end  leading.4  In  those  experiments, 
800  needles  were  ingested  without  complication. 
In  the  colon,  foreign  bodies  become  imbedded  in 
fecal  material  which  coats  them  and  protects  the 
bowel  wall.  Objects  may  be  altered  by  secretions. 
Metallic  objects  may  corrode,  and  glass  objects  are 
rounded  off  with  resultant  diminution  of  hazard. 

Perforation  of  the  intestinal  wall  has  been  re- 
ported to  occur  in  fewer  than  1 per  cent  of  in- 
stances of  foreign-body  ingestion.5  Sharp  foreign 
bodies  are  more  likely  than  dull  ones  to  cause  per- 
foration, but  this  still  occurs  in  only  a small  minor- 
ity of  cases.  A history  of  foreign-body  ingestion  in 
most  cases  of  intestinal  perforation  due  to  a for- 
eign body  cannot  be  elicited.6  Many  instances  of 
foreign-body  ingestion  are  unknown,  even  to  the 
patient,  in  that  they  are  accidental  and  cause  no 
complications.  The  signs  of  intestinal  perforation 
are  those  of  the  classic  signs  of  an  acute  condition 
of  the  abdomen.  Acute  perforation  due  to  for- 
eign-body ingestion  occurs  most  frequently  in  the 
ileocecal  region.7  Any  pathologic  obstruction  of 
the  intestinal  tract  such  as  carcinoma,  hernia,  ad- 
hesions, atony,  tuberculosis,  or  diverticula  would 
predispose  to  perforation.  Some  thin,  sharp 
objects  may  perforate  the  bowel  and  not  cause  the 
symptoms  of  peritonitis,  but  rather  may  lead  to 
chronic  inflammation  or  form  fistulous  tracts,  re- 
sulting in  migration  of  the  foreign  body  to  other 
abdominal  organs  such  as  the  bladder  or  the  liver 
or  into  a blood  vessel.8  Trauma  to  the  intestinal 
tract  due  to  a foreign  body  may  cause  significant 


bleeding  without  perforation.  Perforation  of  the 
esophagus  is  of  particular  concern  in  that  it  leads 
to  the  serious  complication  of  mediastinitis. 
Esophageal  perforation  may  occur  even  in  those 
cases  of  foreign  body  ingestion  in  which  the  for- 
eign body  passes  into  the  stomach.2  Esophageal 
and  gastric  foreign  bodies  may  be  vomited  and  as- 
pirated. 

Intraluminal  foreign  bodies  may  cause  intestinal 
obstruction,  most  commonly  seen  at  the  pylorus, 
followed  in  incidence  by  the  ileocecal  region,  the 
rectum,  and  the  sigmoid  colon.  Foreign  bodies 
have  become  lodged  in  the  appendix  or  in  Meckel’s 
diverticulum  and  lead  to  inflammation  at  these 
sites.9  Unusually  shaped  and  particularly  long 
objects  are  more  likely  to  fail  to  pass  through  the 
gastrointestinal  tract.8  Foreign  bodies  which 
present  unusual  situations  are  those  which  are 
composed  of  harmful  substances,  such  as  those 
which  are  radioactive  or  are  composed  of  lead. 

Among  those  nonpsychotic  patients  who  have 
swallowed  foreign  objects,  carelessness  is  the  most 
frequent  cause,  particularly  in  children.  Other 
factors  are  the  wearing  of  dentures,  the  drinking  of 
alcoholic  beverages,  rapid  eating,  and  poor  vision. 
Alcohol  and  dentures  act  through  interference 
with  gingival  sensation.  Not  fully  appreciated  in 
the  literature  is  the  patient  who  is  not  psychotic 
who  has  swallowed  a foreign  body  as  a manipula- 
tive gesture,  a type  of  patient  seen  among  prisoner 
populations.10-13 

Diagnosis  of  ingestion  of  foreign  bodies  is  not 
difficult  if  the  patient  is  aware  of  the  incident  and 
is  able  to  communicate  this.  Among  our  popula- 
tion, diagnosis  is  facilitated  by  the  fact  that  the 
patient  has  ingested  the  foreign  body  with  the  in- 
tention of  obtaining  a secondary  gain.  Diagnosis 
must  be  confirmed  with  x-ray  films. 

Among  patients  who  are  unaware  of  the  episode 
of  ingestion  or  those  with  severe  psychiatric  infir- 
mity or  mental  retardation,  one  must  always  have 
a degree  of  suspicion,  especially  with  a patient  ap- 
pearing with  abdominal  symptoms.  Should  a for- 
eign body  fail  to  show  on  plain  films,  it  may  be 
necessary  to  employ  contrast  studies.  Further  lo- 
calization is  possible  with  the  use  of  lateral  films 
and  also  with  the  drinking  of  a carbonated  soft 
drink,  after  which  the  stomach  and  duodenum  can 
be  delineated.  Serial  x-ray  films  are  invaluable  in 
following  the  progress  of  an  ingested  foreign  body. 

In  light  of  the  fact  that  most  foreign  objects  pass 
through  the  alimentary  tract  without  incident,  we 
recommend  that  these  patients  be  managed  con- 
servatively. The  avoidance  of  cathartics  and 
other  medications  which  would  increase  peristalsis 
is  recommended. 

An  obstruction  may  be  in  the  distal  esophagus, 
especially  in  patients  with  distal  esophageal  stric- 
ture. If  it  is  meat,  it  may  be  digested  by  orally  ad- 
ministered papain.14  Foreign  bodies  in  the  proxi- 
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mal  esophagus  may  also  be  recovered  with  passage 
of  a Foley  catheter.15  Should  an  ingested  foreign 
body  be  magnetic,  it  may  be  retrieved  by  the  use  of 
a magnet  passed  on  a tube  or  a string,  even  if  it  has 
passed  into  the  stomach  or  beyond.16  Sedation  or 
anesthesia  may  be  necessary  to  allow  the  perfor- 
mance of  these  procedures.  An  object  may  also  be 
retrieved  under  direct  observation  through  an 
esophagoscope,  or  it  may  be  pushed  through  to  the 
stomach,  from  where  it  would  be  expected  to  pass 
without  further  difficulty. 

Surgery  is  indicated  for  any  symptoms  of  an 
acute  abdominal  condition  which  may  result  from 
complication  of  an  ingested  foreign  body,  and  also 
for  any  obstruction  which  cannot  be  ameliorated 
by  any  of  the  previously  mentioned  procedures.  A 
toxic  substance  must  be  removed  unless  it  makes 
rapid  progress  through  the  gastrointestinal  tract. 

! Elective  indications  for  surgery  include  the  inges- 

ition  of  foreign  bodies  which,  because  of  their  size 
or  shape,  would  not  be  expected  to  make  a com- 
plete journey  through  the  alimentary  canal.  Ide- 
ally, after  an  episode  of  foreign-body  ingestion,  if 
there  are  no  complications,  one  should  observe  the 
patient  to  determine  whether  the  object  will  pass. 
We  believe  that  the  patient  should  be  managed 
conservatively,  and  the  object  should  be  given  a 
reasonable  opportunity  to  pass  by  itself.  We  do 
not,  however,  recommend  leaving  a foreign  body  in 
the  gastrointestinal  tract  for  an  indefinite  period. 
If  there  is  no  progress  for  four  or  five  days,  surgery 
should  be  contemplated.17 

We  have  found,  however,  that  in  actual  practice, 
there  are  factors  which  force  us  to  deviate  from 
our  ideal.  There  is  a marked  tendency  on  the  part 
of  patients  who  have  ingested  foreign  bodies  to  re- 
peat their  actions.  This  may  lead  us,  particularly 
with  a patient  whom  we  believe  is  very  likely  to 
continue  to  swallow  foreign  objects,  to  be  more  ex- 
pectant. In  this  manner,  we  may  avoid  the  com- 
plications of  repeated  abdominal  surgeries.  In 
dealing  with  a prisoner  population,  we  have  been 


faced  with  uncooperative  patients.  Their  de- 
mands for  surgery,  or  at  other  times,  refusal  of  sur- 
gery, have  made  us  deviate  from  our  standard. 
W7e  have  been  encouraged  by  the  fact  that  a for- 
eign body  which  has  remained  static  for  a long  pe- 
riod may  once  again  resume  its  progress  and  con- 
tinue to  be  passed  through  the  gastrointestinal 
tract.  There  have  been  reports  of  the  passage  of 
foreign  objects  twenty  years  after  their  ingestion.18 

342  East  84th  Street 
New  York,  N.Y.  10028 
(DR.  DAVIDOFF) 
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AMA  directory  lists  4,000 
blood  banking  facilities 


■ 


Information  on  blood  banking  and  transfusion  activi- 
ties at  more  than  4,000  facilities  in  the  United  States  is 
included  in  the  latest  edition  of  the  “Directory  of  Blood 
Banking  and  Transfusion  Facilities  and  Services,”  a 
publication  of  the  American  Medical  Association. 

The  current  edition  of  the  book  is  the  third  such  Di- 
rectory to  be  compiled  by  the  AMA. 

The  data  was  gathered  through  mailing  of  a question- 


naire to  all  blood  facilities  known  to  the  AMA  and  to 
other  organizations  interested  in  blood.  The  survey 
counted  7,271,967  units  of  blood  collected  in  the  U.S. 
and  its  possessions  in  1971. 

The  survey  was  the  first  to  be  completely  handled  by 
computer.  It  was  conducted  by  the  Committee  on 
Transfusion  and  Transplantation  of  the  AMA. 

Copies  of  the  book  are  available  from  the  Order  De- 
partment, American  Medical  Association,  535  N.  Dear- 
born St.,  Chicago,  111.  60610.  Cost  for  1 to  10  copies  is 
$3;  11  to  49  copies  is  $2.70  each,  and  50  or  more  copies  is 
$2.40  each. 
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The  value  of  the  needle  biopsy  of  bone  marrow  is 
now  well  established.  Ordinarily,  histologic  sec- 
tions of  marrow  are  studied  as  a supplement  to 
smears  made  from  an  aspiration  for  evaluation  of 
hematopoietic  disorders,  and  in  some  circumstanc- 
es biopsy  provides  information  that  cannot  be  ob- 
tained from  aspiration.  In  particular,  biopsy  ap- 
pears to  be  valuable  for  identification  of  metastat- 
ic tumors,  since  in  many  instances,  the  presence  of 
a malignant  tumor  is  first  established  by  marrow 
biopsy  while  the  aspirate  contains  no  tumor.  In 
these  cases,  identification  of  the  source  of  the 
tumor  may  be  of  prime  importance. 

We  have  reviewed  71  cases  in  which  metastatic 
solid  tumors  were  seen  in  bone-marrow  biopsy  to 
determine  under  what  circumstances  bone-marrow 
biopsy  is  likely  to  be  useful  in  evaluation  of  pa- 
tients with  cancer  and  to  study  the  value  of  these 
biopsies  on  identifying  the  primary  site  of  the 
tumor.  We  have  also  compared  the  results  of  si- 
multaneous biopsy  and  aspiration. 

Materials  and  methods 

Since  1962,  biopsy  of  bone  marrow  has  been  per- 
formed in  most  instances  in  which  an  aspirate  is 
obtained  from  adults  at  The  New  York  Hospital. 
From  the  years  1962  to  1972  we  found  71  cases 
with  solid-tumor  metastases  to  bone  marrow  in 
which  the  biopsies,  aspirates,  and  clinical  records 
were  available  for  review.  This  represents  only  a 
small  fraction  of  the  total  bone  marrows  examined 


during  this  period,  since  in  1972  alone,  approxi- 
mately 900  bone-marrow  biopsies  were  seen  in  the 
laboratory  of  surgical  pathology.  We  do  not  know 
how  many  of  these  are  from  patients  with  known 
or  suspected  malignant  tumors.  Marrows  with 
leukemia,  lymphoma,  or  multiple  myeloma  were 
not  included  in  this  study,  nor  were  bone  biopsies 
other  than  needle  biopsies  of  iliac  crest  marrow. 
The  technique  of  the  bone-marrow  biopsy  using 
the  Silverman  needle  was  well  described  by 
McFarland  and  Dameshek  in  1958.1  The  biopsies 
at  The  New  York  Hospital  were  performed  by  this 
technique  as  modified  and  described  by  Silver.2 
The  marrow  biopsy  core  thus  obtained  is  fixed  in 
Zenker’s  solution  for  forty-five  minutes,  washed  in 
tap  water  for  one  hour,  decalcified  for  three  hours, 
and  washed  again  for  one  hour.  The  specimens 
are  then  embedded  in  paraffin  and  cut  in  multiple 
2 to  3-micron  sections.  Six  slides  are  prepared,  2 
stained  with  hematoxylin  and  eosin,  3 with  Giem- 
sa,  and  1 with  iron.  On  review  of  the  biopsies  we 
attempted  to  identify  the  source  of  tumor. 

The  clinical  records  of  all  patients  were  re- 
viewed to  find  symptoms,  whether  or  not  there  was 
a known  history  of  carcinoma,  presence  or  absence 
of  anemia,  results  of  roentgenograms  of  bones  and 
bone-marrow  aspirates,  other  pathologic  diagnos- 
es, and  any  available  necropsy  findings. 


\ 


Results  and  comment 


The  71  patients  included  35  males  and  36  fe- 
males; all  but  2 patients  were  adults  with  an  age 
range  of  twenty-seven  to  ninety-two.  The  2 chil- 
dren were  aged  four  and  six.  The  primary  sites 
were  established  by  review  of  all  pathologic  mate- 
rial and  the  complete  clinical  record  in  67  of  the  71 
cases.  In  the  remaining  4 cases,  there  was  insuffi- 
cient clinical  data  to  determine  unequivocally  tht 
primary  site.  The  tumors  which  were  most  fre 
quently  found  metastatic  to  the  posterior  iliac 
crest  bone  marrow  were  carcinoma  of  breast  in  2f 
cases  (35  per  cent),  carcinoma  of  lung  in  14  case; 
(20  per  cent),  and  carcinoma  of  the  prostate  glanc 
in  15  cases  (21  per  cent).  Similar  findings  have 
been  reported  in  other  studies.3-5 

Colon  and  stomach  were  the  primary  lesions  in  1 
cases  each  (4  per  cent).  Neuroblastoma  was  the 
source  of  tumor  in  2 instances.  There  was  on< 
case  each  of  the  following  primary  tumors:  blad 
der,  melanoma,  nasopharynx,  kidney,  and  liver. 

Only  42  patients  (59  per  cent)  had  tumor  identi 
fied  in  the  bone-marrow  aspirate  smears  taken  a 
the  same  time  as  the  biopsy.  Among  the  tumor 
seen  more  than  once,  only  in  3 cases  of  gastric  car 
cinoma  and  the  2 cases  of  neuroblastoma  was  th< 
tumor  found  as  often  on  aspirate  as  on  biops> 
Tumor  was  not  seen  in  40  per  cent  of  the  simulta 
neous  aspirates  of  patients  with  mammary  or  pros 
tatic  carcinoma  and  was  not  seen  in  50  per  cent  o 
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TABLE  I.  Source  of  metastatic  tumors  to  bone  marrow: 
correlation  of  biopsy  results  with  simultaneous  aspiration 


Primary  Site 

Number 
(per  cent) 

— Results  of  Aspirate • 

Tumor  Tumor 

seen  not  seen 

Breast 

25  (35) 

15 

10 

Prostate 

15  (21) 

9 

6 

Lung 

14  (20) 

7 

7 

Stomach 

3 

3 

0 

Colon 

3 

1 

2 

Neuroblastoma 

2 

2 

0 

Bladder 

1 

1 

0 

Melanoma 

1 

1 

0 

Kidney 

1 

1 

0 

Liver 

1 

1 

0 

Nasopharynx 

1 

0 

1 

Undetermined 

4 (6) 

1 

3 

Total 

(per  cent) 

71 

42  (59) 

29  (41) 

Seventy-one  bone-marrow  biopsies  with  metastatic 
solid  tumors  were  studied.  In  29  instances  the 
bone  marrow  provided  the  first  histologic  confir- 
mation of  cancer.  In  most  instances,  the  source  of 
the  tumors  could  be  suggested  by  the  histologic 
pattern  of  the  metastases.  The  most  common  me- 
tastases  were  from  carcinomas  of  breast,  prostate, 
and  lung,  but  some  tumors  not  typically  associated 
with  bony  involvement  were  also  seen.  Twenty- 
eight  per  cent  of  the  patients  had  no  radiographic 
evidence  of  metastases  and  14  per  cent  were  not 
anemic.  The  importance  of  biopsy  for  evaluation 
of  metastatic  tumors  is  demonstrated  by  the  find- 
ing of  tumor  in  only  59  per  cent  of  simultaneously 
performed  aspirates. 


the  patients  with  lung  carcinoma  (Table  I).  We 
know  of  no  instances  in  which  a tumor  in  an  adult 
was  identified  on  aspirate  but  not  seen  in  a biopsy 
obtained  at  the  same  time. 

Bony  lesions  in  iliac  crest  or  elsewhere  were 
identified  radiographically  in  51  cases,  but  in  20 
(28  per  cent)  of  the  71  patients,  no  bony  metasta- 
ses were  seen  on  roentgenograms.  Sixty-three  of 
the  patients  had  metastatic  surveys,  which  at  The 
New  York  Hospital  include  anterior  and  posterior 
views  of  cervical,  thoracic,  and  lumbar  vertebrae 
and  views  of  the  pelvis  and  ribs.  The  remaining  8 
patients  had  chest  x-ray  and  intravenous  pyelo- 
gram  studies  in  which  bones  could  be  evaluated. 

Ten  patients  (14  per  cent),  all  adults,  were  not 
anemic.  The  criteria  for  anemia  was  a hemoglobin 
below  12  Gm.  per  100  ml.  for  females  and  below  14 
..  Gm.  per  100  ml.  for  males.  These  values  were  re- 
corded at  the  time  of  the  bone-marrow  study  in  all 
71  patients. 

A diagnosis  of  cancer  had  been  established  in  38 
patients  before  the  biopsy  w^as  performed,  but 
there  was  no  known  previous  history  of  carcinoma 
at  the  time  of  admission  in  33  (46  per  cent)  of  the 
cases.  The  differential  diagnosis  on  admission  in 
4 of  the  33  did  not  include  malignant  condition, 
and  in  3 of  these  the  bone-marrow  study  had  re- 
vealed carcinoma  as  performed  for  the  workup  of 
anemia.  In  the  fourth  case  the  biopsy  and  aspi- 
rate  were  done  in  search  of  a cause  for  thrombocy- 
topenia. In  the  remaining  29  cases,  the  diagnosis 
' of  a malignant  condition  which  was  suspected  be- 
cause of  the  presence  of  either  a palpable  mass  or 
unexplained  weight  loss,  bone  pain,  weakness,  or 
anorexia,  was  first  established  by  bone-marrow  bi- 
opsy. 

The  degree  of  marrow  replacement  was  quite 
variable,  and  we  suspect  that  preparation  of  multi- 
ple sections  increased  diagnostic  yield.  In 
studying  morphology  of  metastatic  tumors,  hema- 
toxylin and  eosin  stains  were  generally  more  useful 
than  Giemsa  preparations. 


In  the  vast  majority  of  instances,  the  histologic 
pattern  of  the  metastasis  is  sufficiently  character- 
istic for  the  pathologist  to  confirm  that  the  lesion 
is  the  same  as  a known  primary,  to  establish  a spe- 
cific primary  site,  or  to  suggest  a differential  diag- 
nosis limited  to  a few  possibilities.  In  64  of  the  71 
cases,  either  a single  primary  site  was  identified,  or 
the  primary  proved  to  be  one  of  the  limited  num- 
ber of  sites  in  the  differential  diagnosis,  based  on 
histologic  examination  alone.  In  practice,  the  cor- 
rect identification  of  a primary  site  depends  not 
only  on  recognition  of  characteristic  histologic  pat- 
terns typical  of  some  tumors,  but  also  on  the  clini- 
cal data  supplied  to  the  pathologist.  In  4 in- 
stances, confirmation  of  the  primary  site  was  never 
accomplished  because  the  patients  were  lost  to 
study  before  adequate  data  had  been  obtained.  In 
3 cases,  the  correct  primary  site  was  not  suggested 
in  the  pathologic  differential  diagnosis.  One  of 
these  was  diagnosed  only  as  poorly  differentiated 
carcinoma,  and  postmortem  examination  revealed 
hepatocellular  carcinoma.  Two  cases  were  felt  to 
represent  lung  primaries.  However,  at  postmor- 
tem examination,  renal  cell  carcinoma  was  found 
in  one  instance,  and  in  the  second  case,  a biopsy  of 
the  prostate  showed  prostatic  adenocarcinoma 
that  matched  the  bone-marrow  biopsy. 

Tumor  patterns 

Certain  tumors,  including  the  most  common 
ones,  present  histologic  features  which  enable  the 
pathologist  to  determine  the  primary  site  in  most 
instances. 

Mammary  carcinoma.  A finding  present  in 
most  of  the  mammary  metastases  was  a desmo- 
plastic reaction  similar  to  that  characteristic  of 
primary  scirrhous  ductal  and  lobular  carcinoma. 
Within  the  fibrous  stroma,  the  most  common  pat- 
tern was  uniform  cells  lying  in  a single  file  (Fig. 
1A).  The  only  other  metastatic  tumor  producing 
this  pattern  was  one  of  the  gastric  carcinomas, 
which  also  had  a large  glandular  lumina  unlike  any 
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of  the  mammary  tumors.  Another  finding  com- 
mon to  gastric  and  mammary  carcinomas  was  cells 
with  large  mucin-containing  vacuoles  seen  in  all  3 
of  the  gastric  metastases  and  in  3 of  the  25  mam- 
mary metastases  (Fig.  IB).  This  points  out  that 
in  a woman  mammary  carcinoma  should  he  con- 
sidered when  “signet  ring”  cells  are  seen  in  mar- 
row hiopsy.  Less  commonly  seen  than  scirrhous 
metastases  were  mammary  tumors  in  large  round 
nests  with  a cribriform  pattern,  similar  to  that  fre- 
quently found  in  intraductal  mammary  carcino- 
mas. This  pattern  was  seen  only  in  one  of  the 
other  metastatic  tumors,  a hepatocellular  carcino- 
ma. In  only  one  instance  were  large  bizarre  cells 


FIGURE  1.  Marrow  biopsy  patterns.  (A)  Desmoplastic 
mammary  carcinoma.  Tumor  cells  form  rows,  “Indian 
file,”  within  dense  fibrous  stroma  (hematoxylin  and  eosin. 
original  magnification  X 128).  (B)  Signet-ring  cells  ir 

mammary  carcinoma.  Tumor  consists  of  randomly  ar- 
ranged cells  with  large  mucin  containing  vacuoles  and  ec- 
centric nuclei  (hematoxylin  and  eosin,  original  magnifica- 
tion X 128).  (C)  Blastic  metastasis  of  prostatic  adenocar- 
cinoma. Small  focus  of  tumor  with  typical  microacin 
seen  within  dense  bony  spicules  (hematoxylin  and  eosin 
original  magnification,  X 80).  (D)  Oat-cell  carcinoma  o 

lung.  Clusters  of  small  cells  with  hyperchromatic  nucle 
and  scant  cytoplasm  seen  at  left  and  lower  right.  Crush 
ing  artifact  of  tumor  as  seen  in  center  is  also  typical  o 
neuroblastoma  and  lymphosarcoma  (hematoxylin  ant 
eosin,  original  magnification  X 80).  (E)  Colonic  carcino 
ma.  Tall  columnar  epithelium  and  large  lumina  are  typica 
of  colonic  adenocarcinoma  (hematoxylin  and  eosin,  origi 
nal  magnification  X 80). 
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seen  in  a marrow  metastases  of  mammary  carcino  to 
ma.  to 

Prostatic  carcinoma.  Like  mammary  metasj 
tases,  prostatic  carcinomas  typically  resulted  ii 
marked  desmoplasia;  a microacinar  pattern  a 
shown  in  Figure  1C  was  typical  of  most  prostati 
carcinomas  and  was  also  seen  in  some  mammar 
tumors,  but  the  prostatic  neoplasms  did  not  forn 
single-file  rows  like  those  seen  in  tumors  from  th 
breast.  Large  clusters  of  prostatic  carcinoma  lik 
those  characteristic  of  some  breast  metastase 
were  not  seen. 
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Carcinoma  of  lung.  The  variations  in  histo- 
logic patterns  of  primary  lung  carcinomas  is  re- 
flected in  the  marrow  biopsies.  Metastases  of 
anaplastic  small-cell  carcinoma  “oat  cell”  is  most 
typical  since  these  typically  appear  as  crushed  hy- 
perchromatic  cells  (Fig.  ID).  However,  crushing 
artifact  of  this  type  may  appear  identical  to  that 
seen  in  neuroblastoma  or  lymphosarcoma.  Ob- 
viously the  clinical  setting  will  usually  help  to  dif- 
ferentiate lung  cancer  and  neuroblastoma,  but  dis- 
tinguishing between  crushed  oat-cell  carcinoma 
and  lymphosarcoma  may  be  more  difficult,  espe- 
cially in  the  presence  of  an  undiagnosed  hilar 
mass.  Other  bronchogenic  carcinomas  may  be 
suspected  by  patterns  combining  glandular  and 
epidermoid  features. 

Other  tumors.  Occasionally,  the  pattern  of 
marrow  metastases  is  sufficiently  characteristic 
that  the  source  can  be  identified  in  a patient  giv- 
ing a history  of  2 primary  neoplasms.  One  patient 
had  a previous  history  of  breast  carcinoma  and 
subsequently  developed  colonic  carcinoma.  The 
marrow  biopsy  showed  large,  columnar,  hyper- 
chromatic  columnar  cells  forming  large  glands 
which  are  characteristic  of  colonic  adenocarcinoma 
and  unlike  the  pattern  of  mammary  carcinoma 
(Fig.  IE).  Likewise,  the  appearance  of  metastasis 
to  bone  marrow  is  different  from  that  of  leukemia 
and  lymphoma  as  demonstrated  in  a patient  with 
metastatic  melanoma,  which  could  easily  be  dis- 
tinguished in  the  marrow  biopsy  from  coexisting 
myelogenous  leukemia. 

The  identification  of  tumor  in  only  59  per  cent 
of  the  aspirates  done  at  the  same  time  as  a biopsy 
which  revealed  metastases  is  in  line  with  previous 
reports  that  suggest  that  biopsies  were  generally 
more  useful  than  aspirates  for  evaluation  of  solid- 
tumor  metastases.1-3,6  The  tumors  which  were 
found  least  frequently  in  the  aspirates  included 
the  more  commonly  occuring  metastatic  neo- 
plasms. Mammary  and  prostatic  carcinomas  may 
not  appear  more  often  than  they  do  in  aspirates 
because  of  the  desmoplastic  and  osteoblastic  reac- 
tions associated  with  many  of  these  tumors.2 
Such  reactions  do  not  fully  explain  a low  yield  in 
aspirates  since  osteoblastic  metastatic  mammary 
and  prostatic  carcinomas  were  seen  in  aspirates  in 
a few  instances.  In  some  other  cases  of  failure  to 
obtain  an  aspirate  at  all  (“dry  tap”)  the  metastatic 
tumor  could  be  identified  cytologically  by  lightly 
touching  the  biopsy  specimen  to  a glass  slide. 


Aspiration  appeared  to  approach  the  effective- 
ness of  biopsy  in  tumors  that  produce  lytic  lesions 
without  desmoplasia  such  as  neuroblastoma.  The 
high  proportion  of  neuroblastomas  yielding  posi- 
tive aspirates  has  also  been  observed  by  Jonsson 
and  Rundles.4  We  have  less  experience  with  other 
tumors  of  childhood  because  bone-marrow 
biopsies  have  not  been  performed  routinely  in 
children  until  recently  in  our  hospital. 

Bony  lesions  were  not  identified  radiographical- 
ly in  28  per  cent  of  the  cases  in  our  study.  Thus, 
study  of  bone  marrow  may  be  useful  in  the  evalua- 
tion of  a patient  with  suspected  carcinoma  or  in 
establishing  extent  of  disease  in  patients  with 
known  cancer,  even  though  careful  radiographic 
studies  have  not  demonstrated  bony  lesions. 
Mendoza  et  al.b  have  also  observed  no  significant 
relationship  between  presence  of  tumor  cells  in  the 
marrow  and  x-ray  film  evidence  of  skeletal  metas- 
tases. 

Not  surprisingly,  61  of  the  patients  (86  per  cent) 
in  this  study  were  anemic,  and  in  3 instances  the 
biopsy  was  done  as  part  of  the  evaluation  for  ane- 
mia when  a malignant  condition  was  not  clinically 
evident.  However,  the  anemia  seen  in  cancer  pa- 
tients is  not  necessarily  due  to  marrow  replace- 
ment by  neoplastic  tissue,7  and  this  is  further  sup- 
ported by  the  finding  that  10  patients  (14  per 
cent)  in  our  study  with  tumor  partially  replacing 
the  marrow  had  no  anemia.  By  the  same  token, 
bone-marrow  biopsy  may  be  useful  in  evaluating 
suspected  malignant  condition  or  metastatic  dis- 
ease even  though  the  patient  is  not  anemic. 

525  East  68th  Street 
New  York,  N.Y.  10021 
(DR.  GRAY) 
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Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict?  \ 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure  or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 
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Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat ional  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.  bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 
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Distal  Large  Bowel 
Resection  and 
Anastomosis 

Mortality  and  morbidity  rates 
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248  Fiticots 
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Obstruct  too  ] (1.2%) 

Total  9 (36%) 


Group  B 
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Group  C 
53  Patioits 

8 (15.1%) 
1 ( 1.9%) 

9 (17.0%) 


FIGURE  1.  Anastomotic  complications  after  distal  large- 
bowel  resection:  transabdominal  resection  of  distal  sig- 

moid, rectosigmoid,  and/or  rectum.  Patients  were  classi- 
fied on  basis  of  location  of  anastomoses. 
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Resection  of  the  distal  large  bowel  with  restora- 
tion of  gastrointestinal  continuity  by  end-to-end 
anastomosis  is  performed  most  commonly  for  the 
treatment  of  neoplastic  and  inflammatory  disease 
of  the  colon.  It  has  been  assumed  that  the  mortal- 
ity and  morbidity  of  these  procedures  were  related 
in  large  measure  to  complications  originating  from 
the  anastomosis.  Precise  information  concerning 
the  incidence  of  anastomotic  complications  and 
their  consequences  is  difficult  to  ascertain.  In 
1970,  Goligher,  Graham,  and  DeDombal1  reported 
a 51  per  cent  incidence  of  large  bowel  anastomotic 
dehiscence.  For  anastomoses  in  the  proximal 
colon  the  incidence  was  40  per  cent  and  in  the  dis- 
tal large  bowel,  69  per  cent.  Other  investigators, 
notably  Hawley,  Hunt,  and  Dunphy,2  Rousselot 
and  Slattery,3  and  Schrock,  Deveney,  and  Dun- 
phy4 have  reported  a 5 to  10  per  cent  incidence  of 
anastomotic  complications.  The  discrepancy  be- 
tween these  reports  is  obvious,  no  doubt  related  at 
least  in  part  to  the  techniques  employed  by  the  in- 
vestigators studying  these  particular  complica- 
tions. It  is  also  evident  that  in  some  patients 
anastomotic  complications  are  not  associated  with 
morbidity  or  death. 

In  an  effort  to  determine  the  frequency  of  clini- 
cally significant  anastomotic  complications  fol- 
lowing resection  of  distal  segments  of  the  large 
bowel,  a review  of  all  such  anastomoses  performed 


via  the  abdominal  approach  at  The  New  York 
Hospital-Cornell  Medical  Center  for  the  five-year 
period  ending  in  1972  was  done.  For  purposes  of 
classification  and  discussion,  only  those  patients 
who  had  the  following  anastomoses  were  included 
in  this  study:  Group  A patients  had  an  intraperi- 
toneal  resection  of  the  sigmoid  colon  and  an  anas- 
tomosis performed  between  two  segments  of  ser- 
osa-covered colon;  Group  B patients  had  a similar 
anastomosis,  but  in  addition  required  mobilization 
of  the  rectum  below  the  level  of  the  peritoneal  re- 
flection; and  Group  C patients  had  mobilization  of 
the  rectum,  division  of  the  middle  hemorrhoidal 
vessels,  and  an  anastomosis  between  serosa-cov- 
ered sigmoid  colon  and  the  rectum.  The  latter  is 
devoid  of  a serosal  layer  (Fig.  1). 

Clinical  material 

From  1968  through  1972,  361  patients,  both  pri- 
vate and  pavilion,  underwent  resection  and  anas- 
tomosis of  the  distal  sigmoid,  rectosigmoid,  or  rec- 
tum. The  sex  distribution  was  almost  equal,  182 
females  and  179  males.  Their  age  range  was  from 
twenty-two  to  ninety  years  with  a median  age  of 
sixty-five.  The  most  common  indication  for  bowel 
resection  was  neoplasm.  There  were  189  patients 
operated  on  for  carcinoma  and  7 for  villous  tu- 
mors. Diverticulitis  and  its  sequelae  were  present 
in  147  patients.  The  indications  for  operation  in 
the  remaining  18  patients  were  endometriosis  of 
the  colon,  rectal  prolapse,  sigmoid  volvulus,  and 
benign  polyps. 

Preoperative  management 

Of  the  361  patients  in  this  study,  79  or  21.9  per 
cent  were  considered  as  emergency  admissions. 
However,  only  4 of  these  patients  underwent  pri- 
mary resection  and  immediate  anastomosis  within 
the  first  twenty-four  hours  of  admission,  without 
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benefit  of  mechanical  or  antimicrobial  bowel  prep- 
aration. Preliminary  diverting  colostomy  was  per- 
formed in  19  (24.1  per  cent)  of  these  patients,  and 
the  remaining  56  (70.9  per  cent)  were  initially 
treated  by  nonoperative  measures.  The  patients 
in  this  latter  group,  as  well  as  the  282  patients  ad- 
mitted for  elective  bowel  resection,  were  operated 
on  after  appropriate  mechanical  and  antimicrobial 
bowel  preparation. 

Mechanical  preparation  of  the  colon  was 
achieved  by  a three-  to  four-day  program  of  clear 
fluid  diet,  daily  cathartics,  and  daily  enemas.  An- 
timicrobial bowel  preparation  during  the  five-year 
study  period  consisted  of  the  almost  exclusive  use 
of  neomycin  for  the  thirty-six-hour  period  imme- 
diately preceding  operation.  The  result  of  this 
program  of  bowel  preparation  was  considered  sat- 
isfactory in  all  but  10  patients  (2.8  per  cent)  who 
were  noted  at  operation  to  have  a significant 
amount  of  feces  in  the  colon. 

Intraoperative  management 

Of  the  361  patients  studied,  248  were  classified 
in  Group  A,  60  in  Group  B,  and  53  in  Group  C. 
Most  of  the  patients  in  Groups  A and  B were  oper- 
ated on  for  diverticulitis,  whereas  the  majority  of 
those  in  Group  C had  neoplastic  lesions. 

Sufficient  details  concerning  the  anastomotic 
techniques  employed  were  available  from  the  op- 
erative notes  of  353  patients.  The  most  common 
type  of  anastomosis  was  a 2-layer  posterior- 1 -layer 
anterior  closure  and  was  performed  in  175  patients 
(49.5  per  cent).  In  125  patients  (35.4  per  cent), 
both  anterior  and  posterior  surfaces  of  the  anasto- 
mosis were  completed  with  a 2-layer  closure.  In 
53  patients  (15.01  per  cent),  only  a single  layer  clo- 
sure of  the  entire  circumference  of  the  anastomosis 
was  performed. 

A simultaneous  cecostomy  was  performed  in  18 
patients  (5  per  cent)  and  proximal  diverting 
transverse  colostomy  in  3 patients  (0.8  per  cent). 
Penrose  drains  were  placed  in  the  region  of  the 
anastomosis  in  81  patients  (22.4  per  cent)  and  suc- 
tion catheters  in  2. 

Preoperative  as  well  as  intraoperative  blood  re- 
placement was  required  by  170  patients  (47.1  per 
cent).  In  138  patients  (38.2  per  cent)  1 to  3 units 
of  blood  were  administered,  in  24  (6.6  per  cent),  4 
to  6 units  were  utilized,  and  in  8 (2.2  per  cent)  7 or 
more  units  were  employed. 

Systemic  antibiotics  were  administered  during 
operation  and/or  postoperatively  in  132  patients 
(36.6  per  cent). 

Postoperative  results 

Of  the  361  patients  operated  on,  12  died  in  the 
postoperative  period,  a mortality  rate  of  3.3  per 
cent.  Of  special  interest  is  that  only  7 of  the  282 
patients  died  whose  admission  to  the  hospital  was 


The  mortality  and  morbidity  rates  associated  with 
resection  and  anastomosis  of  the  distal  large  bowel 
in  361  patients  operated  on  during  the  years  1968 
through  1972  has  been  reviewed.  There  were  12 
postoperative  deaths,  a mortality  rate  of  3.3  per 
cent.  The  principal  cause  of  death  was  cardiac 
disease.  There  were  22  patients  who  experienced 
anastomotic  complications  (6  per  cent).  Anasto- 
motic perforations  occurred  in  17  patients  (4.7  per 
cent)  and  obstruction  in  5 (1.3  per  cent).  There 
were  no  deaths  directly  attributed  to  these  compli- 
cations. The  incidence  of  anastomotic  complica- 
tions was  highest  in  those  patients  in  whom  the 
anastomosis  was  located  below  the  peritoneal  re- 
flection and  in  whom  the  anastomosis  was  per- 
formed with  one  layer  of  sutures. 


planned  in  advance  or  was  “elective,”  a mortality 
rate  of  2.5  per  cent.  In  contrast,  5 of  the  79  pa- 
tients who  were  admitted  to  the  hospital  on  an 
emergency  basis  succumbed,  a mortality  rate  of  6.3 
per  cent.  Seven  patients  died  of  cardiac  disease,  2 
each  from  pulmonary  emboli  and  intra-abdominal 
sepsis,  and  1 of  renal  failure.  Postmortem  exami- 
nations were  performed  on  7 of  the  12  deaths. 
The  2 patients  who  died  of  intra-abdominal  sepsis 
are  of  special  interest  because  postmortem  exami- 
nations disclosed  healed,  patent  anastomoses  in 
the  presence  of  gross  peritonitis.  One  patient  in 
Group  B,  age  sixty-four  years,  was  reoperated  on 
on  the  tenth  postoperative  day  for  strangulation 
obstruction  of  the  small  intestine  due  to  internal 
herniation.  She  died  twenty-two  days  later  of  as- 
piration pneumonia,  and  at  autopsy  fibrinous  peri- 
tonitis was  present.  The  sigmoid  anastomosis  was 
healed  and  patent.  The  other  patient,  aged 
eighty,  in  Group  A,  had  a postoperative  course 
complicated  by  myocardial  infarction,  pneumonia, 
wound  infection,  and,  last,  intestinal  obstruction. 
To  relieve  the  obstruction  at  operation  there  was 
fecal  soilage  of  the  peritoneal  cavity  from  inadver- 
tent entry  into  the  large  bowel.  Postmortem  ex- 
amination revealed  peritonitis  and  a pelvic  ab- 
scess. The  sigmoid  anastomosis  was  intact  and 
healed.  In  both  of  these  patients  it  is  presumed 
that  the  peritonitis  resulted  from  complications 
not  directly  related  to  the  sigmoid  anastomoses 
but  to  contamination  from  other  causes,  namely 
strangulation  obstruction  and  fecal  soilage  from 
the  unprepared  colon. 

Anastomotic  complications 

Anastomotic  complications  were  classified  into  2 
categories,  perforation  and  obstruction.  The  per- 
forations were  further  subdivided  into  perianasto- 
motic abscesses,  fecal  fistulas,  and  total  dehis- 
cence on  the  basis  of  the  major  clinical  as  well  as 
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morphologic  or  radiologic  manifestations  of  the 
complication.  It  is  evident  that  this  classification 
is  somewhat  arbitrary,  since  it  may  be  presumed 
that  most  patients  with  fecal  fistulas  also  had 
some  element  of  inflammation  or  abscess  forma- 
tion in  the  area  of  their  anastomosis.  There  were 
22  patients  (6.1  per  cent)  who  experienced  anasto- 
motic complications. 

Perforation  of  the  anastomosis  occurred  in  17 
patients  (4.7  per  cent)  and  obstruction  in  5 (1.3  per 
cent). 

Anastomotic  perforations  were  most  frequently 
manifested  by  a perianastomotic  abscess.  Eight 
(2.2  per  cent)  of  the  361  patients  operated  on  ex- 
perienced this  complication.  With  respect  to  the 
indications  for  operation,  5 (3.4  per  cent)  of  147 
patients  who  had  inflammatory  bowel  disease  and 
3 (1.5  per  cent)  of  196  patients  with  neoplastic  dis- 
ease had  this  complication.  Four  of  these  patients 
had  had  a preliminary  colostomy  and  1 a simulta- 
neous cecostomy.  There  was  no  correlation  be- 
tween this  complication  and  the  level  of  the  anas- 
tomosis or  age  of  the  patients.  The  management 
of  patients  with  perianastomotic  abscesses  was  de- 
pendent in  large  measure  on  the  presence  or  ab- 
sence of  a preliminary  colostomy.  In  3 patients, 
the  diagnosis  was  evident  only  after  barium  stud- 
ies of  the  anastomosis  were  performed  prior  to  an- 
ticipated closure  of  a preliminary  colostomy.  Re- 
peat barium  enema,  performed  five  to  seven  weeks 
later,  disclosed  complete  resolution  of  these  ab- 
scesses. The  colostomies  were  then  closed  without 
further  evidence  of  anastomotic  disease.  One  pa- 
tient who  had  had  a bowel  resection  and  a simulta- 
neous cecostomy  was  treated  by  drainage  of  the 
abscess.  Following  a protracted  hospital  course, 
the  cecostomy  tube  was  removed,  and  the  patient 
has  done  well.  Two  additional  patients  were 
treated  with  antibiotics  alone,  and  in  1 a tempo- 
rary transverse  colostomy  was  performed.  These 
patients  also  recovered  and  resumed  normal  bowel 
function. 

There  were  8 patients  (2.2  per  cent)  who  devel- 
oped fecal  fistulas.  This  complication  was  most 
frequent  in  Group  C patients,  that  is,  those  pa- 
tients in  whom  the  anastomosis  was  performed 
below  the  peritoneal  reflection  and  between  ser- 
osa-covered proximal  bowel  and  the  rectum.  All 
of  the  patients  had  drains  inserted  in  the  region  of 
the  anastomosis  at  the  time  of  resection,  and  all 
were  operated  on  for  cancer.  Similar  drains  em- 
ployed in  73  other  patients  were  not  associated 
with  fecal  fistula.  Therefore,  it  appears  unlikely 
that  the  use  of  drains  was  of  etiologic  significance 
in  the  development  of  fistulas.  In  7 of  the  pa- 
tients, the  fistulas  closed  spontaneously.  The  re- 
maining patient  who  was  in  Group  A and  operated 
on  initially  for  sigmoid  diverticulitis  with  a colo- 
vesical  fistula  developed  a cutaneous  fecal  fistula 
as  well  as  a recurrent  fistula  to  the  bladder  and  re- 


quired reresection  of  the  sigmoid  colon  to  effect  a 
cure. 

One  patient  in  Group  C was  deemed  to  have  had 
a complete  disruption  of  his  anastomosis  following 
a low  anterior  resection  for  carcinoma.  This  com- 
plication was  evidenced  by  a markedly  septic  post- 
operative course  with  small  bowel  obstruction  and 
subphrenic  abscess.  He  required  transverse  colos- 
tomy, drainage  of  the  abscess,  and  lysis  of  adhe- 
sions. The  patient  survived  and  eventually  had 
the  transverse  colostomy  closed. 

There  were  5 patients  who  had  anastomotic  ob- 
struction, an  incidence  of  1.3  per  cent.  Three 
were  operated  on  for  carcinoma  and  2 for  divertic- 
ulitis. One  of  the  latter  had  had  a preliminary  co- 
lostomy. Three  patients  were  in  Group  A and  1 
each  in  Groups  B and  C. 

Two  patients  responded  to  prolonged  intestinal 
decompression  with  a Miller-Abbott-type  tube 
and  did  not  require  additional  operation.  Two 
patients  were  treated  by  reresection  of  the  stenotic 
segment  of  colon.  The  remaining  patient,  whose 
postoperative  course  was  also  complicated  by 
acute  renal  failure  secondary  to  methoxyflurane 
(Penthrane)  nephritis,  underwent  a proximal 
transverse  colostomy.  The  patient  died  eight 
months  later  of  renal  failure  and  at  autopsy  had  a 
patent  anastomosis.  The  transverse  colostomy 
had  not  been  closed. 

A positive  correlation  between  anastomotic 
complications  and  the  technique  employed  to  per- 
form the  anastomosis  was  noted.  Details  of  the 
anastomotic  technique  were  available  from  the  op- 
erative notes  of  353  patients.  Of  125  patients  in 
whom  a 2-layer  anterior  and  posterior  anastomosis 
was  performed,  6 or  4.8  per  cent  had  either  perfo- 
ration or  obstruction  of  the  anastomosis.  A 2- 
layer  posterior-1 -layer  anterior  anastomosis  was 
performed  in  175  patients,  and  11  or  6.2  per  cent 
had  an  anastomotic  complication.  There  were  53 
patients  in  whom  a single-layer  anterior  as  well  as 
posterior  anastomosis  was  utilized.  Six  (11.3  per 
cent)  of  these  patients  had  anastomotic  problems. 
The  superiority  of  the  2-layer  anterior  and  posteri- 
or anastomosis  is  evident. 

Of  330  patients  who  received  no  blood  or  less 
than  4 units,  the  anastomotic  complication  rate 
was  5.5  per  cent.  In  the  31  patients  who  required 
4 or  more  units  of  blood,  the  rate  was  12.8  per  cent. 

Length  of  stay  patterns 

In  this  era  of  utilization  review  and  medical 
audit,  the  effect  of  anastomotic  complications  on 
duration  of  hospitalization  or  length  of  stay  pat- 
terns is  of  considerable  interest.  The  average  du- 
ration of  hospitalization  for  all  patients  in  this 
study  was  27.4  days  with  a range  of  nine  to  one 
hundred  thirty-two  days.  Patients  in  Group  A 
had  an  average  length. of  stay  of  27.4  days,  Group 
B,  30.3  days,  and  Group  C,  27.7  days.  Those  pa- 
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TABLE  I.  Complications,  exclusive  of  those  related  to 
anastomosis  that  occurred  in  361  patients  following  resection 
of  distal  large  bowel. 


Nature  of  Complication 

Number  of 
Patients 
(Per  Cent) 

Wound 

39  (33) 

Infection 

35 

Hernia 

3 

Evisceration 

1 

Pulmonary 

28  (24) 

Atelectasis 

14 

Pneumonia 

8 

Emboli 

6 

Renal 

22  (19) 

Infection 

15 

Retention 

6 

Failure 

1 

Cardiovascular 

21  (18) 

Arrhythmia 

11 

Myocardial  infarct 

5 

Heart  failure 

4 

C erebrovascular 

1 

Gastrointestinal 

5 (4) 

Hemorrhage  (stress  ulcer) 

2 

Obstruction  (small  intestine) 

2 

Hepatitis 

1 

Miscellaneous 

3 (2) 

Total 

118 

tients  with  anastomotic  perforation  manifested 
primarily  by  a perianastomotic  abscess  had  an  av- 
erage length  of  stay  of  thirty-six  days.  Patients 
with  spontaneously  healing  anastomotic  fistulas 
remained  in  the  hospital  an  average  of  37.6  days, 
whereas  those  patients  with  fistulas  that  required 
a second  operation,  transverse  colostomy  for  ex- 
ample, had  a length  of  stay  of  66.6  days.  Patients 
with  anastomotic  obstruction  remained  in  the  hos- 
pital an  average  of  71.8  days.  It  is  evident  from 
these  statistics  that  anastomotic  complications  are 
an  important  cause  of  morbidity  and  prolonged 
hospitalization. 

Other  complications 

Complications  not  directly  related  to  the  anas- 
tomosis were  experienced  by  98  (27.1  per  cent)  of 
the  361  patients.  Of  the  118  complications  noted 
in  Table  I,  35  were  wound  infections.  The  orga- 
nisms most  frequently  cultured  were  Escherichia 
coli  and  the  Klebsiella-Aerobacter  group.  Pulmo- 
nary complications,  in  particular  atelectasis  and 
pneumonia,  were  the  next  most  common  cause  of 
morbidity.  Urinary  tract  infections,  usually  relat- 
ed to  bladder  catheterization,  occurred  in  15  pa- 
tients. Cardiac  complications,  particularly  ar- 
rhythmias, were  another  important  source  of  mor- 
bidity. 

Comment 

The  data  obtained  from  the  analysis  of  ihe  361 
patients  operated  on  for  disease  of  the  distal  sig- 


moid and  rectosigmoid  colon  permit  several  con- 
clusions. Of  interest  regarding  our  patient  popu- 
lation is  the  fact  that  79  or  slightly  more  than  one 
fifth  (21.9  per  cent)  of  the  patients  were  classified 
as  “emergency  admissions.”  However,  only  4 pa- 
tients underwent  primary  resection  and  end-to- 
end  anastomosis.  In  1969,  McSherry  et  al.5  re- 
ported on  the  mortality  and  morbidity  rates  of  pri; 
mary  versus  staged  resection  of  the  colon  for  emer- 
gent disease  in  patients  admitted  to  The  New 
York  Hospital-Cornell  Medical  Center.  The  mor- 
tality and  morbidity  rates  for  patients  subjected  to 
staged  operations  was  6 and  31  per  cent  respec- 
tively. Comparable  rates  in  patients  subjected  to 
primary  resection  were  18  and  46  per  cent.  Pa- 
tients who  had  primary  resection  of  segments  of 
the  left  colon  had  a mortality  rate  of  27  per  cent. 
Awareness  of  the  hazards  of  primary  resection  of 
the  unprepared  and  acutely  diseased  distal  colon 
has  reduced  the  frequency  of  this  method  of  oper- 
ative management  in  favor  of  the  more  conserva- 
tive staged  resection.  It  is  our  impression  that  the 
relatively  low  mortality  rate  of  3.3  per  cent  in  this 
present  group  of  patients  is  due  in  part  to  the 
avoidance  of  primary  resection  and  end-to-end 
anastomosis  in  the  management  of  emergent  dis- 
ease of  the  distal  colon. 

The  incidence  of  anastomotic  complications  in 
this  group  of  patients  was  6.3  per  cent.  There 
were  17  patients  (4.7  per  cent)  with  evidence  of 
anastomotic  leak  or  perforation  and  5 (1.3  per 
cent)  with  obstruction  of  their  anastomosis. 
These  complications  were  more  frequent  in  distal 
anastomoses  (Group  C),  in  anastomoses  performed 
with  only  one  layer  of  sutures,  and  in  those  pa- 
tients who  required  4 or  more  units  of  blood  dur- 
ing operation.  In  similar,  but  not  identical,  series 
of  patients  reported  by  other  authors,  the  inci- 
dence of  anastomotic  complications  has  varied.  In 
1965,  Vandertoll  and  Beahrs6  reported  on  1,766 
patients  who  had  had  anterior  resection  of  the  dis- 
tal sigmoid  colon  and  rectum  for  carcinoma. 
There  were  74  postoperative  deaths,  a mortality 
rate  of  4 per  cent.  Twenty-eight  of  these  patients 
(38  per  cent)  died  as  a result  of  complications  asso- 
ciated with  leaks  of  the  anastomosis.  In  1970  Gol- 
igher,  Graham,  and  DeDombal1  reported  anasto- 
motic dehiscence  in  37  of  73  patients  subjected  to 
anterior  resection,  an  incidence  of  51  per  cent. 
There  was  a 40  per  cent  incidence  of  this  complica- 
tion following  high  anterior  resection  compared 
with  69  per  cent  after  low  resection.  The  inci- 
dence of  this  complication  was  documented  by 
digital  examination,  proctoscopy,  and  barium 
enema  performed  between  the  tenth  and  four- 
teenth postoperative  days.  In  many  of  these  pa- 
tients the  dehiscences  were  minimal,  and  the  post- 
operative convalescence  was  not  prolonged. 
There  were  2 patients  (2  per  cent),  however,  who 
died  as  a result  of  this  complication.  Undoubted- 
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ly  the  incidence  of  anastomotic  complications  is 
higher  than  generally  suspected.  It  is  also  evident 
that  anastomotic  leaks  in  many  patients  remain 
undetected  since  few  surgeons  possess  the  inclina- 
tion to  routinely  proctoscope  or  perform  barium 
studies  in  the  early  postoperative  period. 

In  1972  Morgenstern  et  al.~  reported  on  301  pa- 
tients who  had  distal  colon  resection  for  carcinoma 
or  diverticulitis.  Anastomotic  leakage  occurred  in 
70  patients  (23  per  cent),  and  there  were  8 postop- 
erative deaths  attributed  to  this  complication. 
These  authors  have  proposed  a scheme  for  grading 
factors  which  favor  anastomotic  dehiscence,  with 
recommendations  for  relative  and  absolute  indica- 
tions for  staging  as  opposed  to  primary  resection. 
Debas  and  Thompson8  reported  in  1972  an  inci- 
dence of  anastomotic  dehiscence  of  8 per  cent  of 
838  patients  subjected  to  colectomy  with  anasto- 
mosis. Thirty-four  per  cent  of  the  deaths  in  this 
series  of  patients  were  attributed  to  anastomotic 
leaks.  In  the  group  of  1,703  colonic  anastomoses 
studied  by  Schrock,  Deveney,  and  Dunphy  in 
1973, 4 the  overall  mortality  rate  was  4 per  cent, 
and  37  per  cent  of  the  deaths  were  attributed  to 
anastomotic  complications.  The  incidence  of 
anastomotic  leaks  was  4.5  per  cent. 

The  patients  included  in  the  report  differ  from 
the  others  referred  to  previously  in  that  no  deaths 
occurred  that  were  directly  related  to  anastomotic 
complications.  One  cannot  infer,  however,  that 
such  complications  are  not  serious  and  potentially 
fatal.  Patients  with  anastomotic  perforation  or 
obstruction  may  exhibit  clinical  signs  indicative  of 
progressive  peritonitis  and  sepsis  that  require 
prompt  reversal  to  prevent  death. 

Conclusion 

The  management  of  patients  with  anastomotic 
leaks  is  dependent  on  the  presence  or  absence  of  a 
proximal  diverting  colostomy  and  the  extent  of 
disruption  of  the  suture  line.  With  reference  to 
patients  with  perianastomotic  abscesses,  this  diag- 
nosis is  usually  established  by  barium  enema  ex- 
amination in  patients  with  a proximal  transverse 
colostomy.  The  patients  are  usually  asymptomat- 
ic, and  the  barium  studies  are  performed  in  antici- 
pation of  closure  of  the  colostomy.  These  patients 
are  best  managed  by  a delay  of  four  to  eight  weeks 
before  attempting  colostomy  closure.  Complete 


healing  of  the  anastomosis  should  be  documented 
by  repeat  barium  enema  prior  to  colostomy  clo- 
sure. In  those  patients  with  symptomatic  peri- 
anastomotic abscesses  who  have  not  had  a 
transverse  colostomy,  this  procedure  in  conjunc- 
tion with  antimicrobial  therapy  and  drainage  of 
the  abscess  may  be  necessary  to  resolve  this  com- 
plication. The  experience  documented  in  this  re- 
port suggests  that  in  those  patients  with  cutaneous 
fecal  fistulas  as  the  principal  manifestation  of 
anastomotic  perforation,  spontaneous  closure  of 
the  fistula  may  be  anticipated  in  the  majority  of 
the  patients.  Undoubtedly  some  patients  with 
this  complication  require  a temporary  diverting 
colostomy.  In  patients  with  complete  disruption 
of  their  anastomosis,  diverting  colostomy  is  man- 
datory. In  those  patients  with  anastomotic  ob- 
struction, proximal  decompression  of  the  intesti- 
nal tract  by  a Miller-Abbott-type  tube  may  resolve 
this  p-oblem.  However,  if  the  ileocecal  value  is 
competent,  a transverse  colostomy  may  be  neces- 
sary. Reresection  of  the  anastomosis  proved  nec- 
essary in  approximately  half  of  the  patients  in- 
cluded in  this  report. 

The  New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 
New  York,  N.Y.  10021 
(DR.  McSHERRY) 
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“Can  community  hospitals  participate  in  clinical 
cancer  studies?”  The  New  York  Cancer  Society 
explored  this  question  in  depth  at  their  1972  meet- 
ing. A committee  report  of  the  New  York  State 
Bureau  of  Cancer  Control  suggested  that  commu- 
nity hospital  cancer  programs  should  have  an  im- 
portant role  because  “that  is  where  the  action  is.”1 
The  present  study  reports  on  the  type  of  patient, 
stage  of  disease,  and  results  of  radiation  therapy  in 
a 485-bed  community  hospital. 

Materials  and  methods 

This  report  is  a review  of  231  consecutive  cases 
of  invasive  carcinoma  of  cervix  treated  from  Janu- 
ary, 1952,  to  December,  1967.  The  latter  date  was 
chosen  so  that  all  cases  would  have  a follow-up  of 
five  years  or  more. 

Seventy  per  cent  of  patients  were  between  the 
ages  of  forty-one  and  seventy  years,  the  mean  age 
being  fifty-three  years.  The  youngest  patient  was 
twenty-two  years  of  age,  while  the  oldest  patient 
was  eighty-five  years  of  age.  Ninety-two  per  cent 
of  the  patients  were  married  or  had  been  married, 

Presented  at  the  Seventh  Annual  Meeting,  -Junior  Fellows — 
District  FI,  American  College  of  Obstetricians  and  Gynecolo- 
gists, New  York  City,  November  17,  1973. 


This  study  reports  an  evaluation  of  radiation 
treatment  of  231  consecutive  cases  of  invasive  car- 
cinoma of  cervix  in  a community  hospital  over  a 
period  of  fifteen  years.  The  treatment  consisted 
of  intracavitary  radium  and  external  radiation. 
Of  231  cases,  221  cases  were  available  for  follow-up 
study.  Relative  five-year  survival  rate  for  all  pa- 
tients was  57  per  cent;  for  Stage  I,  80.5  per  cent;  for 
stage  II,  47  per  cent;  and  for  Stage  III,  33.5  per 
cent.  These  results  compare  favorably  with  re- 
sults reported  in  the  literature  demonstrating  that 
community  hospitals  can  participate  in  manage- 
ment of  carcinoma  of  cervix. 


TABLE  I.  Symptoms 
Number 

Symptoms  of  Cases  Per  Cent 


Postmenopausal  bleeding 

107 

46.5 

Irregular  period 

46 

20 

Postcoital  bleeding 

23 

10 

Vaginal  discharge 

21 

9 

Pain 

14 

6 

Routine  checkup 

20 

8.5 

Totals 

231 

100 

YEAR 


FIGURE  1.  Case  distribution  according  to  various  stages, 
1952  to  1972. 

4 per  cent  were  single,  and  the  remaining  4 per 
cent  represented  an  unknown  marital  status.  One 
hundred  eighty-six  patients  (79  per  cent)  had  one 
or  more  children,  31  patients  (15  per  cent)  were 
nulliparous,  and  in  14  patients  (6  per  cent)  parity 
was  not  known. 

Symptoms  in  order  of  decreasing  frequency 
were  postmenopausal  bleeding,  irregular  periods, 
postcoital  bleeding,  vaginal  discharge,  and  pelvic 
pain  (Table  I).  Twenty  patients  (8.5  per  cent) 
were  asymptomatic  and  were  detected  during  rou- 
tine checkup. 

Staging  according  to  International  Classification 
revealed  distribution  of  cases  as  Stage  I,  42  per 
cent;  Stage  II,  30  per  cent;  Stage  III,  21.6  per  cent; 
Stage  IV,  3.4  per  cent;  and  3 per  cent  of  patients 
were  not  staged.  Figure  1 shows  distribution  of 
cases  according  to  various  stages  from  the  year 
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TABLE  II.  Incidence  of  carcinoma  in  situ  and  invasive 
carcinoma  of  cervix  from  1952-1972 

Carcinoma  Invasive 

In  Situ s . — Carcinoma — « 


Year 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Total 

1952 

1 

5.5 

17 

94.5 

18 

1953 

3 

17.6 

14 

82.4 

17 

1954 

9 

50 

9 

50 

18 

1955 

5 

31 

11 

69 

16 

1956 

9 

60 

6 

40 

15 

1957 

4 

17.4 

19 

82.6 

23 

1958 

5 

29.4 

12 

70.6 

17 

1959 

11 

32  4 

23 

67.6 

34 

1960 

18 

48.5 

19 

51 .5 

37 

1961 

17 

56.7 

13 

43.3 

30 

1962 

19 

48.7 

20 

51.3 

39 

1963 

35 

66 

18 

34 

53 

1964 

25 

69.5 

11 

30.5 

36 

1965 

18 

56.3 

14 

43.7 

32 

1966 

18 

58.2 

13 

41 .8 

31 

1967 

19 

61 .3 

12 

38.7 

31 

1968 

26 

74.3 

9 

25.7 

35 

1969 

34 

81 

8 

19 

42 

1970 

30 

81 

7 

19 

37 

1971 

26 

84 

5 

16 

31 

1972 

21 

80.8 

5 

19.2 

26 

Totals 

353 

265 

618 

FIGURE  2.  Relative  incidence  of  carcinoma  in  situ  and  in- 
vasive carcinoma  of  cervix,  1952  to  1972. 


1952  to  1972,  and  it  shows  gradual  decline  in  the 
number  of  cases  since  1959. 

Two  hundred  and  twelve  patients  (92  per  cent) 
had  squamous-cell  carcinoma,  and  19  patients  (8 
per  cent)  had  adenocarcinoma. 

The  relative  incidence  of  carcinoma  in  situ  and 
invasive  carcinoma  of  cervix  was  studied  from 
1952  to  1972  (Table  II  and  Fig.  2).  There  were 
353  cases  of  carcinoma  in  situ  and  265  cases  of  in- 
vasive carcinoma  of  the  cervix.  There  was  a grad- 
ual decline  in  numbers  of  invasive  carcinoma  of 


TABLE  III.  Five-year  survival 


Stage 

Total 

Cases 

Living 
Five 
Years  or 
More 

Dead 

Can- 

cer 

in 

Five 

Years 

Dead 

Inter- 

current 

Illness* 

Lost 

to 

Fol- 

low- 

up 

Five-Year 

> Survival » 

Abso-  Rela- 

lute  tive 

(Per  (Per 

Cent)  Cent)f 

i 

97 

75 

14 

4 

4 

77 

80.5 

ii 

69 

30 

31 

5 

3 

43.5 

47 

hi 

50 

16 

29 

2 

3 

32 

33.5 

IV 

Not 

8 

0 

8 

0 

0 

0 

0 

staged 

7 

4 

3 

0 

0 

57 

57 

Totals 

231 

125 

85 

11 

10 

54.5 

57 

* Autopsy  revealed  no  residual  carcinoma, 
t Excludes  cases  who  died  due  to  intercurrent  illness. 


the  cervix,  whereas  there  was  a relative  increase  in 
the  number  of  cases  of  carcinoma  in  situ  of  the  cer- 
vix. 

Patients  were  treated  with  radiation  therapy 
consisting  of  intracavitary  radium  and  external  ra- 
diation. Radium  insertion  was  done  in  one  or  two 
sittings  to  deliver  approximately  8,000  r to  point 
A.  External  radiation  was  given  to  cover  the  re- 
gion of  the  lateral  pelvic  wall,  to  give  a combined 
dose  of  approximately  5,000  r to  point  B.  Exter- 
nal radiation  was  given  by  orthovoltage  up  to  the 
year  1965,  and  after  that  Co60  (radioactive  isotope 
of  cobalt)  teletherapy  was  used.  A gammameter 
was  used  to  calculate  the  amount  of  radiation  to 
the  bladder  and  rectum;  the  limiting  dose  was  con- 
sidered to  be  approximately  5,000  r,  and  the  maxi- 
mum intensity  was  considered  to  be  50  r per  hour. 
X-ray  films  of  the  pelvis  with  a contrast  medium 
in  bladder  and  rectum  were  taken  after  the  intra- 
cavitary radium  insertion  to  confirm  the  proper 
application  of  the  radium  system.  Silver  clips 
were  applied  to  the  cervix  as  markers  to  evaluate 
the  relation  of  the  radium  system  to  the  cervix. 

Results 

One  hundred  and  twenty-five  patients  survived 
five  years  or  more;  85  patients  died  due  to  carcino- 
ma of  the  cervix  within  five  years.  Eleven  pa- 
tients died  due  to  intercurrent  illness  with  no  re- 
sidual carcinoma  at  autopsy.  Ten  patients  were 
lost  to  follow-up  (Table  III). 

Table  III  shows  the  absolute  and  relative  five- 
year  survival.  In  the  relative  five-year  survival, 
deaths  due  to  intercurrent  illness  were  excluded. 
Relative  five-year  survival  of  all  cases  was  57  per 
cent;  Stage  I,  80.5  per  cent;  Stage  II,  47  per  cent; 
Stage  III,  33.5  per  cent;  and  Stage  IV,  0 per  cent. 
There  were  7 patients  whose  record  of  stage  was 
not  found,  and  4 of  those  patients  (57  per  cent) 
survived  more  than  five  years. 

Sixteen  patients  (7  per  cent)  suffered  from  ra- 
diation complications  severe  enough  to  require 
hospitalization  (Table  IV). 

Comment 

It  is  gratifying  to  see  improvement  in  detecting 
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TABLE  IV.  Radiation  complications  in  231  cases 


Stage  and  Complication 

Number 

Stage  I 

Ileosigmoid  fistula 

1 

Vesicovaginal  fistula 

1 

Bladder  ulcer 

4 

Vesicocolic  fistula 

1 

Rectal  ulcer 

1 

Stage  II 

Bladder  ulcer 

3 

Rectovaginal  fistula 

1 

Perforation  of  small  bowel 

1 

Stage  III 

Bladder  ulcer 

1 

Rectal  ulcer 

1 

Stage  not  known:  Perforation  of 

small  bowel 

1 

Total  (Per  cent) 

16  (7) 

carcinoma  in  situ  as  demonstrated  by  the  relative 
increase  in  cases  of  carcinoma  in  situ  and  decreas- 
ing number  of  invasive  carcinoma  of  the  cervix 
(Table  II,  Figs.  1 and  2).  The  most  important  fac- 
tor in  the  improved  prognosis  for  carcinoma  of  cer- 
vix is  early  detection.  It  is  an  interesting  observa- 
tion that  the  five-year  survival  in  15  series  from 
the  United  States  declines  in  a linear  fashion  from 
Stage  I to  Stage  IV  (Fig.  3). 2 

Age  incidence  in  this  series  seems  to  be  compa- 
rable to  other  studies.  The  average  age  in  the 
present  study  was  fifty-three  years.  A recent  re- 
port by  Kling  and  Buchsbaum3  revealed  that  the 
mean  age  at  the  detection  of  cervical  carcinoma 
was  fifty-two  years.  Similarly,  in  a report  by  K}'- 
riakos,  Kempson,  and  Perez4  the  average  age  was 

52.7  years. 

In  the  present  study  15  per  cent  of  the  patients 
were  nulliparous.  At  Roswell  Park  Memorial  In- 
stitute from  1920  to  1953,  527  out  of  4,633  cases 
(11  per  cent)  were  nulliparous.5 

Although  the  majority  of  patients  with  invasive 
carcinoma  of  cervix  are  symptomatic,  8.5  per  cent 
of  patients  in  this  series  were  detected  on  routine 
pelvic  examination.  In  a study  by  Tuncer,  Gra- 
ham, and  Graham6  11  per  cent  of  the  patients  de- 
nied any  symptoms,  which  confirms  the  fact  that  a 
significant  number  of  patients  with  carcinoma  of 
cervix  may  be  asymptomatic. 

There  are  wide  variations  in  distribution  of  pa- 
tients according  to  different  stages  among  individ- 
ual clinics,  depending  on  the  source  of  the  patients 
and  the  policies  of  patient  acceptance.  In  15  re- 
ported series  from  the  United  States,  distribution 
of  cases  in  Stage  I ranged  from  24.1  to  53.5  per 
cent;  Stage  II,  23.9  to  40.6  per  cent;  Stage  III,  11  to 
34.3  per  cent;  and  in  Stage  IV,  from  3.1  to  13.6  per 
cent.2  The  average  case  distribution  for  Stage  I 
was  37.4  per  cent;  Stage  II,  33.5  per  cent;  Stage  III, 

21.7  per  cent;  and  Stage  IV,  7.5  per  cent.  The 
present  study  is  comparable  to  the  average  of 
these  stages.  Clinical  staging  is  a subjective  pro- 


I 


STAGE 


FIGURE  3.  Median  percentage  of  five-year  survival  in  15 
series  from  United  States  compared  with  five-year  survival 
in  present  series. 


cedure  with  obvious  limitations.  Antoine7  and 
Cherry  et  al.8  found  51  and  58  per  cent  respective- 
ly of  suspected  pelvic  lymph  nodes  at  operation  to 
be  positive  microscopically,  while  14  and  24  per 
cent  of  unsuspected  nodes  contained  cancer. 

Different  centers  report  wide  variation  in  overall 
five-year  survival  rates  as  well  as  in  five-year  sur- 
vival by  clinical  stages.  A 95  per  cent  range*  of 
five-year  survival  of  125  series  from  different  parts 
of  the  world  varied  from  31  to  63  per  cent  for  all 
cases,  49  to  89  per  cent  for  Stage  I,  35  to  74  per 
cent  for  Stage  II,  10  to  47  per  cent  for  Stage  III, 
and  0 to  24  per  cent  for  Stage  IV  (Table  V).2 

In  our  series  the  five-year  survival  of  early  can- 
cer is  comparable  to  other  series  from  the  United 
States  (Fig.  3).  However,  in  advanced  cases  our 
five-year  survival  is  lower  as  compared  with  pa- 
tients treated  in  cancer  centers  (Table  VI).  These 
observations  are  confirmed  by  Graham  et  al.,1 
from  the  New  York  State  Bureau  of  Cancer  Con- 
trol. 

We  agree  with  Wall  et  al. 10  when  they  express 

* Nonparametric  95  per  cent  range  determined  as  2.5  to  97.5 
percentile. 
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TABLE  V.  Five-year  apparent  recovery  rates  in 
carcinoma  of  cervix 


Stage 

World  Series  (125) 
95  per  cent 
Median  range* 

— u.s. 

Median 

Series  (15) . 

95  per  cent 
range* 

Present 

Series 

i 

75 

49  to  89 

76 

66  to  86 

80  5 

ii 

53 

35  to  74 

51 

38  to  65 

47 

hi 

27 

10  to  47 

28 

5 to  52 

33  5 

IV 

9 

0 to  24 

9 

0 to  23 

0 

All  stages 

54 

31  to  63 

52.5 

39  to  65 . 5 

57 

* Nonparametric  95  per  cent  range  determined  as  2.5  to  9.5  percentile. 


the  opinion  that  it  is  a frustrating  experience  to 
endeavor  to  compare  radiation  complications  of 
different  series.  Some  authors  include  all  com- 
plaints, while  others  consider  only  those  related 
directly  to  the  disease  or  its  treatment.  However, 
radiation  complications  seem  to  be  directly  related 
to  radiation  dosage  irrespective  of  the  stage  of  the 
disease.  It  has  been  agreed  that  intensive  super- 
voltage therapy  in  excess  of  5,000  r leads  to  higher 
injury  rates.  Fletcher11  has  reported  5 per  cent 
incidence  of  complications  with  4,000  r as  com- 
pared with  10  per  cent  with  6,000  r.  Griess,  Blake, 
and  Lock12  reported  no  severe  changes  under  4,000 
r;  however,  60  per  cent  of  patients  who  received 
4,000  to  4,900  r and  75  per  cent  of  those  receiving 
over  5,000  r showed  acute  or  severe  chronic  reac- 
tions. 

Conclusion 

Community  hospitals  can  play  an  important 
role  in  the  management  of  patients  with  carcinoma 
of  the  cervix.  The  most  important  factors  in  the 
prognosis  of  carcinoma  of  the  cervix  are  the  stages 
of  the  disease,  the  clinical  experience  of  the  oncol- 
ogy team,  and  the  technical  capability  of  the  insti- 
tution. Early  detection  offers  the  best  results. 
Results  of  treatment  of  early  cervical  cancer  cases 
in  this  study  are  comparable  with  those  in  cancer 
centers;  however,  in  advanced  cases,  cancer  centers 
appear  to  offer  better  results.  Programs  whereby 
communication  and  cooperation  can  be  developed 
between  community  hospitals  and  cancer  centers 
with  their  expertise  will  improve  the  quality  of 
care  rendered  to  patients  with  cervical  cancer. 


TABLE  VI.  Five-year  survival  percentages  by  stages 


Stage 

Univer- 
sity of 
Mary- 
land1 

Univer- 
sity of 
Pennsyl- 
vania2 

Foun- 

dation 

Curie, 

Paris® 

Baylor 
Univer- 
sity10 

M.  D. 
Ander- 
son 
Hos- 
pital11 

Present 

Series 

I 

76  5 

75 

83 

86 

90 

80.5 

II 

51.5 

50  8 

51 

58 

72 

47 

III 

39.5 

52  2 

28 

40 

43 

33.5 

IV 

0 

0 

13 

0 

13 

0 

Overall 

52  6 

59.9 

50.5 

47 

61 

57* 

* Includes  7 cases  where  stage  was  not  assigned  prior  to  treatment. 
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TABLE  I.  Number  of  patients,  procedure,  and  service 


Second  Trimester 
Abortions 

Review  of  four  procedures 


ABRAHAM  RISK,  M.D.,  M.P.H. 

New  York  City 

HAMID  MOOTABAR,  M.D. 

New  York  City 

PATRICIA  J.  PORTA,  B.A. 

New  York  City 

THOMAS  F.  DILLON,  M.D. 

New  York  City 

From  the  Obstetrics  and  Gynecology  Service,  The 
Roosevelt  Hospital,  and  the  Department  of 
Obstetrics  and  Gynecology,  College  of  Physicians  and 
Surgeons,  Columbia  University 


In  1970,  the  New  York  State  Legislature  enacted 
an  amendment  to  the  Penal  Code  which  permitted 
legal  abortion  through  the  twenty-fourth  week  of 
pregnancy.  Accordingly,  an  abortion  program  was 
initiated  for  both  the  first  and  second  trimester. 
Initially,  this  entailed  suction  curettage  and/or  di- 
latation and  curettage  in  the  first  trimester  and 
hypertonic  saline  and  hysterotomy  in  the  second 
trimester.  However,  because  of  reported  compli- 
cations with  intra-amniotic  hypertonic  saline,  pro- 
tocol studies  with  PG  (prostaglandin)  F2«  were 
subsequently  initiated.1-4 

Recently  published  articles  dealing  with  compli- 
cations of  intra-amniotic  saline  abortions  prompt- 
ed us  to  review  all  of  our  cases  of  second  trimester 
abortions  which  totaled  681  patients.5-9  This  re- 
view is  primarily  concerned  with  medical  compli- 
cations of  these  methods  of  abortion. 

A more  detailed  evaluation  of  the  protocol  stud- 
ies with  PGF2„  as  regards  efficacy,  coagulation, 
and  hormonal  aspects  has  been  presented  pre- 
viously by  Dillon  et  al. 10  Coagulation  changes 
after  hypertonic  saline  infusion  had  been  evalu- 
ated in  some  of  our  cases,  were  previously  reported 
by  Brown,  Davidson,  and  Phillips,4  and  are  not  re- 
viewed in  this  study. 


Type  of  Procedure 

Private 

Ward 

Total 

Intra-amniotic  hyper- 

272 

298 

570 

tonic  saline 

Prostaglandin  F2a 

Intra-amniotic 

0 

37 

37 

Extra-amniotic 

0 

34 

34 

Hysterotomy 

32 

8 

40 

TABLE  II 

. Age  distribution 

Age 

Per  Cent 

<19 

31.34 

20  to  24 

32.26 

25  to  29 

16.12 

>30 

20.28 

TABLE  III 

. Parity 

Parity 

Per  Cent 

0 

49.6 

1 

17.7 

2 

13.7 

3 

8.8 

4 + 

10.2 

Patients  and  methods 

A total  of  684  patients  were  admitted  for  second 
trimester  abortion.  The  data  on  3 patients  were 
not  available  for  review;  thus,  the  study  entails  681 
cases. 

Table  I lists  the  number  of  patients  by  proce- 
dure and  service.  There  was  a total  of  570  pa- 
tients in  the  intra-amniotic  saline  group,  made  up 
of  298  patients  on  the  ward  service  and  272  pa- 
tients on  the  private  service.  Seventy-one  pa- 
tients for  the  PGF2a  group  were  selected  at  ran- 
dom from  the  ward  service;  37  received  intra-am-  j 
niotic  instillation,  and  34  received  extra-amniotic 
administration.  There  were  40  hysterotomy  pa- 
tients consisting  of  32  on  the  private  service  and  8 
on  the  ward  service.  Hysterotomy  was  combined 
with  bilateral  tubal  ligation  in  all  cases  except  one 
private  case  where  hysterotomy  alone  was  the 
elected  procedure. 

Tables  II  and  III  list  the  age  distribution  and 
parity,  respectively.  These  tables  show  that  the 
majority  of  patients  seeking  second  trimester 
abortion  fall  into  the  lower  age  and  parity  catego- 
ries. Nulliparous  patients  comprised  49.6  per 
cent,  and  10  per  cent  of  these  had  had  a previous 
abortion. 

Table  IV  depicts  the  weeks  of  gestation.  A 
large  percentage  of  the  cases  in  the  PGF2„  group 
were  in  the  thirteen-  to  sixteen-week  gestation  age 
group. 

Each  of  the  cases  had  a history  and  physical  ex-J 
amination,  complete  blood  count,  blood  type,  and 
cross  match.  In  addition,  all  ward  cases  routinely 
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TABLE  IV.  Weeks  of  gestation 


Gestation 
(Number  of 
Weeks) 

Salines 

and 

Hyster- 
otomies 
(Per  Cent) 

DP  T? 

Intra- 
amniotic 
(Per  Cent) 

2 a 

Extra- 
amniotic 
(Per  Cent) 

13  to  14 

0.7 

18.9 

35.3 

15  to  16 

8.9 

32.4 

41.2 

17  to  20 

72.6 

48.7 

23.5 

21  to  24 

17.8 

0.0 

0.0 

Six  hundred  eighty-one  cases  of  second  trimester 
abortion  are  reviewed.  Four  types  of  procedures 
were  utilized:  570  patients  received  intra-amniot- 
ic  instillation  of  hypertonic  saline,  37  received 
intra-amniotic  PG  (prostaglandin)  F^c,  34  received 
extra-amniotic  PGF-ia,  and  40  had  classic  anterior 
hysterotomies.  The  efficiency  as  well  as  the  medi- 
cal complications  to  these  methods  are  reviewed 
and  compared. 


had  Papanicolaou  smears,  cervical  gram  stain  and 
smear  for  gonorrhea,  and  urinalysis,  V.D.R.L.  (Ve- 
nereal Disease  Research  Laboratory),  as  well  as  a 
sickle-cell  preparation  test  when  indicated.  A 
positive  immunologic  test  result  for  pregnancy  was 
required  prior  to  admission  to  the  hospital.  All 
specimens,  regardless  of  the  type  of  procedure, 
were  submitted  for  pathologic  evaluation. 

During  the  first  two  years,  clinical  evaluation 
was  the  only  criterion  used  to  determine  gestation- 
al age  in  the  twenty-  to  twenty-four-week  gesta- 
tional age  group.  Over  the  past  year,  however,  ul- 
trasound has  been  used  on  the  ward  service  in  bor- 
derline cases. 

All  abortions  were  done  by  a board-certified  ob- 
stetrician and  gynecologist. 

Intra-amniotic  instillation  of  hypertonic  sa- 
line. Our  technique  for  the  intra-amniotic  instil- 
lation of  hypertonic  saline  is  similar  to  the  method 
previously  published  by  Kerenyi,11  but  differs  in 
this  way:  Initially  all  procedures  were  done  in  the 
patient’s  bed,  but  presently  they  are  done  in  the 
delivery  room.  An  intravenous  connecting  tube  is 
attached  to  an  18-gauge  Tuohy  needle  and  then  to 
a three-way  stopcock.  A 50-cc.  syringe  is  attached 
to  the  stopcock.  A 250-cc.  prepared  bottle  of  20 
per  cent  sodium  chloride*  is  attached  by  intrave- 
nous tubing  to  the  stopcock.  Maintenance  of  a 
closed  system  is  attempted  throughout  the  proce- 
dure, until  15  to  250  cc.  of  amniotic  fluid  are  re- 
moved, and  150  to  250  cc.  of  20  per  cent  sodium 
chloride  are  infused.  The  infusion  is  either  by 
push  using  the  syringe  or  by  gravity.  An  intrave- 
nous infusion  of  5 per  cent  distilled  water  is  in 
progress  throughout  the  procedure. 

* Sodium  chloride  23.4  per  cent  was  used  from  July  1,  1970, 
to  January  31,  1971,  and  from  March  31,  1971,  to  June  30, 1971. 


The  majority  of  patients  received  oxytocin  stim- 
ulation prior  to  abortion;  however,  no  set  protocol 
was  followed.  Patients  who  did  not  go  into  labor 
from  forty-eight  to  seventy-two  hours  after  the 
first  instillation  usually  had  a second  instillation. 

Amniocenteses  resulting  in  frankly  bloody  taps 
were  discontinued  and  repeated  four  to  twenty- 
four  hours  later.  Unsuccessful  attempts  at  amnio- 
centesis in  several  patients  in  the  early  gestational 
categories  necessitated  discharge  and  readmission 
at  a later  date. 

PGF2a.  The  procedure  of  administratiom  of 
intra-amniotic  and  extra-amniotic  PGF2a  has  been 
previously  published  by  Dillon  et  al. 10 

Hysterotomy.  All  hysterotomies  were  transab- 
dominal classical  anterior  procedures. 

Results 

An  abortion  is  called  complete  if  surgical  inter- 
vention is  not  required  to  remove  the  products  of 
conception.  Manual  or  ovum  forceps  removal  of 
the  products  of  conception  from  the  vagina  or  ex- 
ternal cervical  os  was  not  considered  to  be  a surgi- 
cal intervention. 

Intra-amniotic  instillation  of  hypertonic  sa- 
line. Procedure  failure  is  defined  as  failure  to 
perform  an  uncomplicated  amniocentesis.  Saline 
failure  was  indicated  if  a second  instillation  of  sa- 
line or  a different  procedure  was  necessary  to  ter- 
minate the  pregnancy.  The  time  interval  from  sa- 
line instillation  to  completion  of  abortion  in  the 
largest  single  group,  35.8  per  cent,  was  within 
twenty-four  to  thirty-five  hours;  84.6  per  cent  de- 
livered in  less  than  forty-eight  hours. 

Table  V shows  the  results  obtained  using  the 
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TABLE  V.  Results  of  intra-amniotic  instillation  of  hypertonic  saline 

Private Ward Total 


Results 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Complete  abortion 

240 

88.2 

260 

87.3 

500 

87.7 

Incomplete  abortion 

21 

7.7 

30 

10.1 

51 

9.0 

Failures 

CD 

(4.1) 

(8)  * 

(2.6) 

(19) 

(3.3) 

Procedure 

7 

2.6 

5 

1.7 

12 

2.1 

Saline 

4 

1.5 

5 

1.7 

9 

1.6 

Totals 

272 

298 

570 

* Two  patients  had  two  failures  each;  one  patient  had  two  procedure  failures,  and  one  patient  had  a procedure  failure  and  a saline  failure. 
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TABLE  VI.  Results  in  37  patients  of  intra-amniotic  PGF2a 


Results 

Number  of 
Patients 

Per  Cent 

Complete  abortion 

(31) 

(83 . 8) 

PGF2a  only 

28 

75.7 

PGF2a  and  oxytocin 

3 

8.1 

Incomplete  abortion 

(6) 

(16.2) 

Completed  by  D&C’ 

* 6 

16.2 

Failure 

0 

* D&C  = dilatation  and  curettage. 


TABLE  VII.  Results  in  34  patients  of 
extra-amniotic  PGF2a 


Results 

Number  of 
Patients 

Per  Cent 

Complete  abortion 

(15) 

(44 . 0) 

PGF2a  only 

11 

32.0 

PGF2a  and  oxytocin 

4 

12.0 

Incomplete  abortion 

(15) 

(44 . 0) 

Completed  by  D&C 

15 

44.0 

Failure 

(4) 

(12.0) 

Aborted  by  D&C 

3 

9.0 

Aborted  by  intra-amniotic 
PGF2ci 

1 

3.0 

intra-amniotic  instillation  of  hypertonic  saline. 
No  significant  differences  are  noted  between  the 
ward  and  private  services,  and  an  overall  complete 
abortion  rate  of  87.7  per  cent  was  obtained.  Of 
the  12  in  the  category  of  procedure  failure,  11  had 
successful  second  attempts.  One  patient  with  a 
double  cervix  and  uterus  refused  a second  attempt 
and  was  lost  to  follow-up  after  signing  out  of  the 
hospital.  Of  the  9 cases  that  fall  into  the  category 
of  saline  failure,  7 had  successful  repeat  instilla- 
tions. One  patient  refused  a repeat  instillation 
and  went  on  to  have  a normal  delivery  of  a 3,340 
Gm.  male  at  term.  One  patient  developed  intrau- 
terine sepsis  and  required  antibiotic  therapy  and 
hysterotomy. 

PGF2<*.  Intra-amniotic  instillation  program. 
Table  VI  depicts  the  results  of  the  37  patients  in 
the  intra-amniotic  instillation  category.  Rupture 
of  the  membranes  and  delivery  of  the  fetus  oc- 


curred in  all  patients.  There  were  6 patients  re- 
quiring dilatation  and  curettage  to  complete  an  in- 
complete abortion  for  a rate  of  16.2  per  cent. 
There  were  no  failures  with  this  procedure.  The 
time  interval  between  PGF2a  intra-amniotic  instil- 
lation to  complete  abortion  in  the  single  largest 
group,  36.7  per  cent,  was  twelve  to  twenty-three 
hours;  90  per  cent  aborted  in  less  than  thirty-five 
hours. 

Extra-amniotic  administration  program. 
Table  VII  shows  the  results  of  the  34  patients  who 
received  extra-amniotic  administration  of  PGF2a. 
This  table  indicates  that  only  15  patients  (44  per 
cent)  had  a complete  abortion.  Fifteen  patients 
(44  per  cent)  had  an  incomplete  abortion  requiring 
dilatation  and  curettage,  and  there  was  also  a 12 
per  cent  incidence  of  failure  requiring  a second 
type  of  procedure.  The  average  time  that  the 
fetus  aborted  in  this  group  was  19.77  ± 7.47  hours. 

Table  VIII  is  a compilation  of  these  results  by 
type  of  procedure.  From  this  table  it  is  obvious 
that  there  is  a significant  increase  in  the  number 
of  incomplete  abortions  and  failures  seen  in  the 
extra-amniotic  PGF2a  group  when  compared  with 
the  other  two  types  of  procedures. 

Hysterotomy.  Forty  abortions  were  completed 
by  abdominal  hysterotomy. 

Complications 

All  complications  are  listed;  thus  a patient  with 
more  than  one  complication  contributes  to  more 
than  one  category. 

Hemorrhage  is  defined  as  a blood  loss  of  500  cc. 
This  category  is  broken  down  into  those  patients 
who  required  blood  replacement  and  those  who 
did  not. 

All  infections  had  to  be  substantiated  by  posi- 
tive cultures. 

Fever  of  unknown  origin  was  defined  as  an  ele- 
vation of  temperature  to  100.4° F.  on  two  occa- 
sions, six  hours  apart,  without  evidence  of  infec- 
tion. 

Table  IX  shows  the  number  of  cases  with  com- 
plications by  type  of  procedure.  Again  it  can  be 


TABLE  VIII.  Results  of  terminations  of  pregnancy:  type  of  procedure 


T>n.  TT 

Results 

- — Intra-amniotic  Saline — - 
Number  of 

Patients  Per  Cent 

Intra-amniotic > 

Number 

of  Patients  Per  Cent 

la 

■ Extra-amniotic • 

Number  of 

Patients  Per  Cent 

Complete  abortion 
Incomplete  abortion 

500 

87.7 

31 

83.3 

15 

44.0 

completed  by  D&C 

51 

9.0 

6 

16.2 

15 

44.0 

Failure 

(19) 

(3.3) 

0 

(4) 

(12.0) 

Procedure 

12 

2.1 

0 

0 

Saline 

9 

1.6 

0 

0 

Aborted  by  D&C 
Aborted  by  intra- 

0 

0 

3 

9.0 

amniotic  PGF2a 

0 

0 

1 

3.0 

Totals 

570 

37 

34 
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TABLE  IX.  Number  of  cases  with  complications: 
type  of  procedure 

Number 
of  Cases 
Number  with 

Type  of  of  Compli- 


Procedure 

Cases 

cations 

Per  Cent 

Intra-amniotic  saline 

PGF;a 

570 

91* 

16.0 

Intra-amnietic 

37 

8* 

21.6 

Extra-amniotic 

34 

21 

61.8 

Hysterotomy 

40 

16 

40.0 

* Chi  square;  p ■■  0.05. 


TABLE  X.  Intra-amniotic  saline 

Number 
Number  of  Cases 
Type  of  of  with  Corn- 

Service  Cases  plications  Per  Cent 

Ward  298  50*  16.8 

Private  272  41*  15.1 

* Chi  square;  p = 0.05. 


seen  that  there  is  a significantly  higher  rate  of 
complication  in  the  extra-amniotic  PGF2a  and 
hysterotomy  groups.  Chi-square  analysis  of  the 
saline  and  intra-amniotic  PGF2rt  groups  resulted 
in  a p of  greater  than  0.05,  indicating  no  signifi- 
cant difference  between  these  groups. 

Intra-amniotic  instillation  of  saline.  Table 
X illustrates  the  number  of  cases  with  complica- 
tions utilizing  intra-amniotic  instillation  of  hyper- 
tonic saline  by  service.  Chi-square  analysis  of 
these  figures  results  in  a p of  greater  than  0.05; 


thus  no  significant  difference  is  indicated.  The 
overalhcomplication  rate  was  15.96  per  cent. 

In  Table  XI  a comparison  of  complications  of 
intra-amniotic  saline  instillation  is  made. 

Hemorrhage.  The  overall  incidence  of  hemor- 
rhage was  4.6  per  cent;  however,  the  incidence  of 
hemorrhage  necessitating  blood  replacement  was 
2.5  per  cent.  Of  the  14  cases  requiring  blood  re- 
placement, 10  were  associated  with  retained  pla- 
centa, 3 were  late  postpartum  admissions  for 
bleeding  with  incomplete  abortions,  and  1 was  ad- 
mitted for  hemorrhage  during  hysterotomy  after 
failed  saline  and  a resulting  sepsis.  One  patient 
required  11  units  of  whole  blood.  This  patient 
was  readmitted  with  a diagnosis  of  septic  incom- 
plete abortion  one  week  after  saline  abortion.  She 
was  started  on  antibiotic  therapy,  and  dilatation 
and  curettage  was  done  six  hours  later.  At  the 
termination  of  the  procedure,  because  of  excessive 
bleeding  which  could  not  be  controlled  by  com- 
pression or  oxytoc.ics,  uterine  and  vaginal  packing 
was  done.  Fourteen  hours  later  the  packing  was 
removed,  and  heavy  bleeding  ensued  which  neces- 
sitated hysterectomy.  Postoperatively  she  devel- 
oped disseminated  intravascular  coagulation  ne- 
cessitating heparinization.10 

Infection.  The  overall  infection  rate  was  3 per 
cent.  One  of  the  cases  developed  a severe  intrau- 
terine sepsis  requiring  hysterotomy  to  terminate 
the  pregnancy,  followed  by  antibiotic  therapy. 
There  was  one  patient  with  severe  endometritis 
and  perimetritis  who  developed  a pulmonary  em- 
bolism; however,  her  recovery  was  satisfactory 
after  therapy  with  antibiotics  and  anticoagulants. 
The  remainder  recovered  satisfactorily  following 


TABLE  XI.  Termination  of  pregnancy  by  saline  instillation 


Complications 

. Prn 

Number 

/ate 

Per  Cent 

-Ward 

Number 

Per  Cent 

Number 

Total . 

Per  Cent 

Shock 

0 

1 

0.4 

1 

0.2 

Hemorrhage 

(7) 

(2.6) 

(19) 

(6.4) 

(26) 

(4.6) 

Requiring  blood 
Not  requiring  blood 

1 

0.4 

13 

4.4 

14 

2.5 

replacement 

6 

2.2 

6 

2.0 

12 

2.1 

Infection 

4 

1.5 

13 

4.4 

17 

3.0 

Fever  of  unknown  origin 
Incomplete  abortion 

12 

4.4 

9 

3.0 

21 

3.7 

completed  by  D&C 

21 

7.7 

30 

10.1 

51 

9.0 

Procedure  failure 

7 

2.6 

5 

1.8 

12 

2.1 

Saline  failure 

4 

1.5 

5 

1.8 

9 

1.6 

Hypernatremia 

0 

0 

0 

Water  intoxication 
Other 

1 

0.4 

0 

1 

0.2 

Urinary  tract  infection 

1 

0.4 

4 

1.3 

5 

0.9 

Pulmonary  embolism 

0 

1 

0.3 

1 

0.2 

Uterine  packing 
Total  abdominal 

0 

1 

0.3 

1 

0.2 

hysterectomy 

0 

1 

0.3 

1 

0.2 

Convulsion 
Disseminated  intra- 

1 

0.4 

0 

1 

0.2 

vascular  coagulation 

0 

1 

0.3 

1 

0.2 

Death 

0 

0 

0 

Totals 

272 

298 

570 

June  1975  New  York  State  Journal  of  Medicine  1025 


TABLE  XII.  Terminations  of  pregnancy  with  PGF2a 


Complications 

Intra- 

- — amniotic — - 
Num-  Per 
ber  Cent 

Extra- 

- — amniotic — - 
Num-  Per 
ber  Cent 

Shock 

0 

2 

5.9 

Hemorrhage 

Requiring  blood 

(4) 

(10.8) 

(7) 

(20.6) 

replacement 
Not  requiring  blood 

1 

2.7 

3 

8.8 

replacement 

3 

8.1 

4 

11.8 

Infection 

4 

10.8 

3 

8.8 

Fever  of  unknown  origin 
Incomplete  abortion 

0 

4 

11.8 

completed  by  D&C 

6 

16.2 

15 

44 

Failure 

(0) 

(4) 

(12) 

Aborted  by  D&C 
Aborted  by  intra- 

0 

3 

9 

amniotic  PGF2a 

0 

1 

3 

Nausea  and  vomiting 

(21) 

(56 . 7) 

(22) 

(64 . 8) 

< 2 episodes 

10 

27 

11 

32.4 

> 2 episodes 
Other 

Urinary  tract 

11 

29.7 

11 

32.4 

infection 

0 

2 

5.9 

Pulmonary  embolism 

1 

2.6 

0 

Paralytic  ileus 

1 

2.6 

0 

Totals 

37 

34 

dilatation  and  curettage  and  antibiotic  and  anti- 
coagulant therapy. 

Water  intoxication.  There  was  one  case  of 
water  intoxication  from  excessive  use  of  oxytocin 
and  fluid  overload.  This  resulted  in  convulsion 
followed  by  unconsciousness.  The  patient  was 
treated  with  diazepam  (Valium)  and  5 per  cent  so- 
dium chloride  and  recovered  uneventfully. 

There  were  no  cases  of  hypernatremia  nor  were 
there  any  deaths  in  this  group. 

PGF2„.  Table  XII  lists  the  complications  for 
the  administration  of  PGF2a  as  by  complication 
and  procedure.  The  numbers  in  the  various  cate- 
gories are  too  small  for  statistical  analysis,  but  ob- 
servations can  be  made  in  regard  to  hemorrhage, 
infection,  and  nausea  and  vomiting. 

Hemorrhage.  In  the  intra-amniotic  category 
there  was  an  overall  incidence  of  hemorrhage  of 
10.8  per  cent;  however,  the  incidence  of  those  re- 
quiring blood  replacement  was  only  2.7  per  cent. 
The  overall  incidence  of  hemorrhage  in  the  extra- 
amniotic  category  was  a prohibitive  20.6  per  cent, 
and  there  was  an  8.8  per  cent  incidence  of  hemor- 
rhage requiring  blood  replacement. 

Infection.  It  can  be  seen  that  the  infection  rate 
in  both  types  of  procedures  was  high,  10.8  and  8.8 
per  cent  respectively  in  the  intra-  and  extra-am- 
niotic  categories.  However,  none  of  these  infec- 
tions was  of  a severe  variety  except  in  one  patient 
in  the  intra-amniotic  group  who  developed  severe 
sepsis,  pulmonary  embolism,  and  paralytic  ileus. 

Nausea  and  vomiting.  Nausea  and  vomiting 
occurred  in  greater  than  50  per  cent  of  the  patients 
in  both  categories. 
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TABLE  XIII.  Complications  of  terminations  of  pregnancy 
by  intra-amniotic  PGF2a  compared  with  intra-amniotic 
hypertonic  saline 


Intra-amniotic 

Intra-amniotic 

PGF.a . 

- — Saline — - 

Num 

Per 

Num- 

Per 

Complications 

ber 

Cent 

ber 

Cent 

Shock 

0 

1 

0.2 

Hemorrhage 

(4) 

(10.8) 

(26) 

(4.6) 

Requiring  blood  re- 

placement 

1 

2.7 

14 

2.5 

Not  requiring  blood 

replacement 

3 

8.1 

12 

2.1 

Infection 

4 

10.8 

17 

3 

Fever  of  unknown  origin 

0 

21 

3.7 

Incomplete  abortion 

completed  by  D&C 

6 

16.2 

51 

9 

Failures 

Procedure 

12 

2.1 

Saline 

9 

1.6 

Water  intoxication 

0 

1 

0.2 

Nausea  and  vomiting 

< 2 Episodes 

10 

27 

> 2 Episodes 

11 

29.7 

Other 

Urinary  tract  infection 

0 

5 

0.9 

Pulmonary  embolism 

1 

2.6 

1 

0.2 

Uterine  packing 

0 

1 

0.2 

Total  abdominal 

hysterectomy 

0 

1 

0.2 

Convulsion 

0 

1 

0.2 

Disseminated  intra- 

vascular  coagulation 

0 

1 

0.2 

Paralytic  ileus 

1 

2.6 

0 

TABLE  XIV.  Termination  of  pregnancy.by  hysterotomy 

Number 

Number 

of  Cases 

Type  of  of 

with  Com- 

Service  Cases 

plications 

Per  Cent 

Ward  8 

4 

50 

Private  32 

12 

37 

.5. 

There  were  no  deaths  in  this  group. 

In  Table  XIII  the  complications  using  intra- 
amniotic  PGF2a  are  compared  with  the  overall 
complications  using  intra-amniotic  saline.  Al- 
though the  numbers  are  too  small  to  permit  statis- 
tical analysis,  it  can  be  seen  that  there  were  no  se- 
vere complications  in  the  intra-amniotic  PGF2a 
group  except  for  the  one  case  of  sepsis  previously 
noted. 

Hysterotomy.  Table  XIV  depicts  the  number 
of  cases  with  complications  following  hysterotomy 
as  per  service.  The  high  incidence  of  complica- 
tions, 40  per  cent,  is  significant. 

Comment 

Intra-amniotic  instillation  of  hypertonic  saline, 
intra-  and  extra-amniotic  administration  of 
PGF2a,  and  anterior  hysterotomy  are  all  efficient 
second  trimester  abortifacients.  Since  hyster 
otomy  is  a major  surgical  procedure  which  has  u 


TABLE  XV.  Termination  of  pregnancy  by  hysterotomy:  complications  and  service 


Private 

Number  Per  Cent 

Type  of  Complication 

Number 

Per  Cent 

Number 

Per  Cent 

Hemorrhage 

(4) 

(12.5) 

(4) 

<50 

(8) 

(20) 

Requiring  blood  replacement 

0 

2 

25 

2 

5 

Not  requiring  blood  replacement 

4 

12.5 

2 

25 

6 

15 

Infection 

1 

3.1 

4 

50 

5 

12.5 

Fever  of  unknown  origin 

7 

21.9 

3 

37.5 

10 

25 

Other 

(4) 

(12.5) 

(1) 

(12.5) 

(5) 

(12.5) 

Urinary  tract  infection 

3 

9.4 

1 

12.5 

4 

10 

Wound  abscess 

1 

3.1 

0 

1 

2.5 

Totals 

32 

8 

40 

high  rate  of  complications  and  requires  a pro- 
longed hospital  stay,  this  technique  should  be  re- 
served for  the  unusual  case.  Of  the  two  tech- 
niques utilizing  PGF20  the  intra-amniotic  proce- 
dure was  by  far  the  superior  method.  Our  results 
with  saline  are  similar  to  previously  published 
data.  Observations  regarding  time,  failure,  infec- 
tion, coagulation  changes,  intravascular  adminis- 
tration, and  fetal  preservation  are  set  forth. 

Time.  The  time  duration  from  administration 
to  complete  abortion  was  shorter  utilizing  PGF2„ 
as  compared  with  saline.  Since  we  feel  that  sec- 
ond trimester  abortions  should  be  done  on  an  in- 
patient basis,  this  method  would  tend  to  shorten 
hospitalization. 

Failure.  There  were  no  failures  in  the  intra- 
amniotic  PGFort  group,  whereas  with  the  saline 
group  there  was  a combined  failure  rate  of  3.7  per 
cent,  and,  in  fact,  one  patient  subsequently  deliv- 
ered a term  infant. 

Infection.  There  was  one  incidence  of  severe 
infection  in  each  category. 

Coagulation  changes.  With  intra-amniotic 
PGFoa  there  is  no  evidence  of  intravascular  coagu- 
lation,10 whereas,  with  the  intra-amniotic  instilla- 
tion of  saline  there  are  published  data  indicating 
this  phenomenon.4’9  The  one  patient  in  our  study 
who  developed  this  complication  required  hyster- 
ectomy as  a life-saving  procedure. 

Intravascular  administration.  Accidental  in- 
travascular administration  of  PGF2<*  results  in 
annoying  gastrointestinal  symptoms,  whereas  acci- 
dental intravascular  administration  of  saline  can 
result  in  hypernatremia  and  death  as  noted  in  sev- 
eral articles.1,12 


Fetal  Preservation.  Abortion  by  prostaglan- 
dins preserves  fetal  tissue  so  that  required  investi- 
gation of  embryonic  tissue  may  be  carried  out. 

The  Roosevelt  Hospital 
428  West  59  Street 
New  York,  New  York  10019 
(DR.  RISK) 
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If  these  six  people  don’t  impress  youy 
maybe  the  companies  who  hired  them  will. 


These  people  aren’t  actors.  They 
are  real  people  doing  real  jobs  for 
real  companies. 

Take  Joseph  Minikovsky,  for 
example  (top  left),  an  electronic 
maintenance  engineer.  He  has 
learned  to  use  one  hand  the  way 
most  people  in  his  field  have  to  use 
two.  As  quickly,  as  efficiently,  as 
accurately.  He’s  a cracker  jack 
technician  and  the  National  Broad- 
casting Company  knows  it.  Yes,  he 
works  for  NBC. 

Robert  Thompson  (top  center) 
is  a mechanical  engineer.  At  Syska 
& Hennessy  in  New  York. 

Frank  Gaal  (top  right),  a ma- 
chine operator  for  Con  Edison. 

James  Withers  (bottom  left), 
an  administrative  assistant  with 


Control  Data  Corporation. 

Mildred  Hudson  (bottom  cen- 
ter), a coding  and  terminations 
clerk  for  Standard  Security  Life 
Insurance. 

And  Thomas  Clancy  (bottom 
right)  is  one  of  the  best  computer 
programmers  New  York  Univer- 
sity ever  had. 

They’re  all  working.  At  jobs 
they  en  j oy . For  companies  who  are 
very  grateful  to  have  them. 

You  see,  despite  their  obvious 
disabilities,  these  people  are 
skilled,  hard-working  men  and 
women.  And  traits  like  that  are 
hard  to  come  by  these  days.  (Ms. 
Hudson’s  supervisor  told  us  she 
was  one  of  only  three  people  in 
their  company  who  made  it  to  work 


during  a heavy  snowstorm.) 

It  takes  a lot  of  determination 
and  many  months  of  rehabilita 
tion  to  get  where  these  people  are 

But  it  takes  very  little  more 
than  a letter  to  find  people  like 
them  and  hire  them. 

The  Director  of  Vocational  Re 
habilitation  in  your  state  has  a file 
of  skilled,  trained,  rehabilitated 
people  in  every  field.  Ready,  will 
ing  and  able  to  work. 

Write  to  him,  next  time  you 
have  an  opening.  His  office  is  in 
your  state  capital. 

And  join  the  impressive  ranks 
of  Con  Edison.  And  NBC.  And 
Syska  & Hennessy.  And  Control 
Data.  And  Standard  Security  Life 
And  NYU. 


Write  the  Director  of  Vocational  Rehabilitation  in  your  State  Capital. 

The  U.S.  Department  of  Health,  Education,  and  Welfare.  A Public  Service  of  This  Magazine  & The  Advertising  Council 
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Rehabilitation 

\ew  approaches 

PETER  H.  STERN,  M.D.a 

White  Plains,  New  York 

KATHLEEN  SLATTERY,  R.N.b 

White  Plains,  New  York 

From  The  Burke  Rehabilitation  Center. 

8 Physician-in-Charge,  Spinal  Cord  Injury  Service. 
b Rehabilitation  Nurse  Coordinator. 


The  concept  of  centralized  and  specialized  spi- 
nal-cord injury  care  has  found  only  slow  accep- 
tance in  the  United  States.  Emergency  and  acute 
care  is  generally  still  rendered  by  general  hospi- 
tals, and  intermediary  as  well  as  long-term  care  is 
mostly  provided  by  noncategorized  chronic  disease 
institutions.  This  is  in  contrast  to  the  European 
organization  of  special  trauma  units  or  “accident 
hospitals”  and  the  establishment  of  specialized 
health  services  for  those  with  spinal  injuries,  par- 
ticularly in  the  British  Isles.  The  treatment  re- 
sults of  British  and  other  spinal-cord  injury  cen- 
ters have  clearly  demonstrated  that  patients  with 
spinal  cord  injury  can  have  a useful  future,  provid- 
ed that  they  receive  special  care  generally  not 
available  in  the  average  hospital.  Over  the  past 
decade  an  alarming  increase  in  the  incidence  of 
spinal  cord  injury  has  occurred,  greater  than  20 
per  million  population  in  the  United  States,  with  a 
oreponderance  of  cervical  lesions  usually  as  a re- 
sult of  high-speed  vehicular  accidents  (over  40  per 
:ent). 

The  incidence  of  such  injuries  and  the  good  re- 
sults achieved  by  European  spinal-cord  injury  cen- 
ers  prompted  the  U.S.  Department  of  Health,  Ed- 
ucation, and  Welfare  in  1971  to  make  funds  avail- 
ible  for  the  establishment  of  a limited  number  of 
icute  spinal-cord  injury  clinical  research  centers 
ind  special  rehabilitation  units.  The  actual  num- 
>er  of  traumatic  quadriplegic  and  paraplegic  pa- 
ients  may  not  in  itself  constitute  a major  public 
lealth  problem,  but  the  individual  patient  over- 
ome  by  catastrophic  and  enormously  costly  injury 
•resents  a complex  medical,  psychological,  and  so- 


cial problem.  In  recognition  of  this  complexity  of 
problems  surrounding  spinal-cord  injury  rehabili- 
tation, The  Burke  Rehabilitation  Center  estab- 
lished a 30-bed  spinal-cord  injury  unit  within  a 
new  150-bed  hospital.  The  following  will  describe 
clinical  and  supportive  programs  limited  to  the  in- 
termediary and  follow-up  phases  of  spinal-cord  in- 
jury care. 

Treatment  methods 

The  intermediary  phase  of  spinal-cord  injury  re- 
habilitation begins  as  soon  as  the  acute  effects  of 
the  injury  have  passed,  usually  after  the  first  two 
weeks.  In  the  early  part  of  this  phase,  all  efforts 
must  be  directed  toward  the  prevention  of  compli- 
cations often  encountered  in  prolonged  recumben- 
cy or  immobilization  with  skull  traction.  After 
transfer  from  a general  hospital,  the  immobilized 
patient  with  spinal-cord  injury  requires  the  fol- 
lowing action: 

Careful  assessment  of  his  medical,  neurolog- 
ic, functional,  and  emotional  status.  Assess- 
ment of  status  is  the  preliminary  step  in  the  pa- 
tient’s care. 

Prevention  of  thromboembolism.  The  inci- 
dence of  venous  thrombosis  and  pulmonary  embo- 
lism in  spinal-cord  injury,  particularly  in  quadri- 
plegics, is  high.  Guttman1  reports  a mortality  rate 
of  7.6  per  cent  from  thromboembolism.  Overall 
incidence  of  venous  thrombosis  ranges  from  13.2 
per  cent,  in  a study  by  Walsh  and  Tribe  to  25  per 
cent,  in  a study  by  Watson.1  Anticoagulation  with 
low-dose  heparin  or  warfarin  sodium  is  not  rou- 
tinely used  in  this  phase  of  illness  but  is  reserved 
for  special-risk  patients.  The  routine  care  for  the 
prevention  of  deep-vein  thrombosis  is  venous  mas- 
sage and  joint  ranging  carried  out  at  least  twice  a 
day  by  physical  therapists  at  the  patient’s  bedside 
until  he  is  mobile  enough  to  participate  in  regular 
physical  therapy  sessions.  Until  that  time,  fre- 
quent measurements  of  the  circumference  of  the 
thighs  are  taken  for  early  detection  of  deep-vein 
thrombosis  which  has  a predilection  for  the  left 
lower  extremity. 

Respiratory  care.  Neurogenic  respiratory  im- 
pairment is  encountered  to  a varying  degree  in 
practically  all  patients  with  complete  lesions  cf  the 
cervical  and  thoracic  cord.  Assessment  of  the 
strength  of  the  cough  reflex  and  measuring  of  the 
vital  capacity  is  done  routinely  on  admission  and 
daily  thereafter.  Extended  use  of  machine-as- 
sisted respiration  such  as  IPPB  (intermittent  posi- 
tive pressure  breathing),  rocking  bed,  or  cuirass- 
type  respirators  is  generally  limited  to  patients 
with  complete  lesions  at  the  phrenic  outflow. 
Routine  procedures  to  avoid  atelectasis  and  pul- 
monary infection  include  resisted  diaphragmatic 
breathing,  postural  drainage,  and  percussion  mas- 
sage carried  out  by  physical  therapists  and  reha- 
bilitation nurses  trained  in  these  methods. 
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Urologic  management.  The  management  of 
the  neurogenic  bladder  as  observed  in  spinal-cord 
injury  is  still  a controversial  subject.  Despite  the 
advances  made  in  treatment  over  the  past  two  dec- 
ades, ascending  infection  of  the  urinary  tract  and 
resultant  renal  insuffiency  still  remains  the  most 
common  cause  of  death.  Since  a detailed  discus- 
sion of  all  available  methods  and  techniques  of 
management  would  go  beyond  the  scope  of  this 
presentation,  only  basic  principles  and  techniques 
will  be  described. 

The  goal  of  contemporary  treatment  of  the  neu- 
rogenic bladder  is  to  achieve  a stage  of  autono- 
mous micturition,  with  sterile  urine  and  absence  of 
ureteral  reflux  and  stone  formation. 

Intermittent  catheterizations  using  the  “non- 
touch” technique  advocated  by  Guttman1  is  the 
method  of  choice  for  the  treatment  of  the  para- 
lyzed bladder,  particularly  in  the  early  and  acute 
phases  of  spinal-cord  injury.  This  method  was 
further  perfected.  Sixty-one  per  cent  of  all  pa- 
tients discharged  from  the  British  National  Spinal 
Injury  Center  were  catheter  free,  had  sterile  urine, 
and  showed  a sharp  reduction  in  the  incidence  of 
hydronephrosis  and  other  complications.  These 
results,  however,  are  not  easily  reproducible  for  a 
variety  of  reasons.  In  the  acute  and  early  stages  of 
spinal-cord  injury,  most  patients  are  kept  on  in- 
dwelling catheter  drainage  for  prolonged  periods 
of  time,  which  is  not  conducive  to  the  establish- 
ment of  the  autonomous  voiding  reflex  because  of 
bladder  shrinkage  and  a high  incidence  of  urinary 
tract  infection.  Guttman1  demands  compulsive 
adherence  to  the  “nontouch”  technique’s  being 
carried  out  by  physicians  rather  than  by  nursing 
personnel.  At  the  spinal-cord  injury  unit  of  The 
Burke  Rehabilitation  Center,  the  management 
plan  for  the  patient  with  a neurogenic  bladder  is  as 
follows: 

Elicitation  of  the  “anal  wink’’  or  bulbocaver- 
nous reflex.  If  the  bulbocavernous  reflex  is  pres- 
ent, the  patient  has  an  upper  motor-neuron  loss. 
This  reflex  is  particularly  important  in  the  diagno- 
sis of  lesions  near  or  at  the  conus  medullaris  where 
mixed  upper  and  lower  motor-neuron  lesions  are 
likely.  Marked  hyperactivity  of  these  reflexes 
usually  signifies  a tendency  toward  autonomous 
dysreflexia,  a most  alarming  complication. 

Baseline  laboratory  tests.  Urinalysis,  urinary 
culture  and  sensitivity,  blood  urea  nitrogen,  and 
creatinine  determinations  are  carried  out  initially 
and  in  frequent  intervals  thereafter.  Repeated  el- 
evations of  blood  urea  nitrogen  and  creatinine  re- 
quire immediate  urologic  and  renal  studies,  prepa- 
ratory to  possible  surgical  intervention. 

Intermittent  catheterizations.  Following  re- 
moval of  the  indwelling  catheter,  catheterizations 
are  scheduled  every  four  hours  with  a concomitant 
reduction  of  fluid  intake  to  100  ml.  per  hour.  Im- 
mediately preceding  catheterizations,  paraplegic 


This  is  a description  of  specialized  health  services 
provided  by  a newly  established  Spinal  Cord  Inju- 
ry Rehabilitation  Unit.  The  emphasis  lies  in  the 
prevention  of  complications  and  in  improved 
methods  for  functional  readaptation  by  means  of 
mobility  and  self-care  devices.  The  need  for  cen- 
tralized and  specialized  services  is  stressed  since 
spinal  cord  injury  care  presents  complex  medical, 
psychological,  and  social  problems. 


patients  are  encouraged  to  elicit  the  voiding  reflex 
by  vigorous  tapping  of  the  lower  abdomen, 
scratching  of  the  medial  portions  of  the  thighs,  or 
symphysis.  Catheterizations  are  carried  out 
under  sterile  precautions  by  a urologic  nursing 
team.  If  spontaneous  voiding  has  occurred,  the 
patient  is  still  catheterized,  and  residual  urine  de- 
terminations are  carried  out  to  show  whether  or 
not  the  time  interval  between  catheterizations  can 
be  increased  and  normal  fluid  intake  permitted. 
When  residual  urine  is  below  120  ml.,  catheteriza- 
tion can  be  discontinued.  Male  patients  are  fitted 
with  an  appropriate  external  device  for  collecting 
urine  during  daily  activities  and  at  night. 

The  urologic  nursing  team  is  also  responsible  for 
all  other  urologic  procedures  such  as  changing  and 
irrigating  indwelling  cathethers  and  charting  in- 
take and  output  records.  They  are  also  very  use- 
ful in  teaching  patients,  relatives,  and  other  nurs- 
ing personnel  in  bladder  management.  Selected 
patients  are  taught  the  technique  of  self-catheter- 
ization. 

Urologic  evaluations.  Baseline  urologic  studies 
for  every  patient  with  spinal-cord  injury  include 
intravenous  pyelogram,  cystometries,  and  cystos- 
copy. These  studies  are  repeated  before  and  after 
discharge  in  six-month  to  one-year  intervals. 

Pressure-sore  prevention.  Pressure  sores  are 
a life-threatening,  costly,  and  time-consuming 
complication.  When  they  occur,  the  rehabilita- 
tion process  must  be  interrupted.  If  conservative 
treatment  fails,  plastic  surgical  procedures  have  te 
be  done.  It  has  been  said  that  pressure-sore  de 
velopment  is  in  direct  relationship  to  the  quality 
of  nursing  care  rendered.  However,  this  is  not  al 
ways  so,  since  patients  with  initial  vasovagal  insta 
bility  and/or  the  presence  of  associated  injuries 
particularly  in  the  chest,  can  often  not  tolerat 
positional  changes  because  of  episodes  of  cardio  • 
pulmonary  arrest.  Any  pressure  on  the  denervat 
ed  skin,  particularly  over  bony  prominences  (sa  ! 
crum,  ischial  tuberosity,  trochanter,  calcanei,  an 
so  forth)  which  exceeds  the  capillary  filling  pres 
sure  of  50  mm.  of  water  will  sooner  or  later  resu  • 
in  tissue  breakdown  ranging  from  superficial  t 
deep  lesions.  Pressure-sore  prevention  and  trea 
ment  must,  therefore,  aim  to  avoid  ischemia  of  th 
skin.  In  those  areas  of  the  world  where  abundar 
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FIGURE  1.  Pack  bed  in  use. 


help  is  available,  patients  are  simply  lifted  out  of 
bed  by  at  least  3 persons  and  held  in  horizontal 
oosition  for  about  three  minutes  several  times  a 
iay.  In  Australia  a team  of  hospital  aides  called 
‘turners”  do  nothing  but  go  from  bed  to  bed  turn- 
ng  patients  every  two  hours  or  lifting  them  in  the 
lescribed  manner. 

In  most  western  countries  special  equipment  is 
leeded  to  augment  positioning  by  nursing  person- 
al. For  patients  in  skull  traction  a new  turning 
rame  (Stryker  Model  124)  is  a good  device.  A va- 
iety  of  self-cycling,  motorized  beds  are  available 
Keane  Roto-Rest,  Egerton  tilting  and  turning  bed 
md  circle  electric  bed).  Figure  1 shows  the  Euro- 
pean-designed pack  bed,  which  consists  of  bolsters 
hat  can  be  spaced  to  relieve  pressure  completely 
>ver  pressure-sore  areas.'2  For  routine  pressure- 
ore  prevention,  combination  water-foam  rubber 
.nattresses  were  found  useful.  One  of  the  most 
mportant  aspects  of  pressure-sore  prevention  is  to 
notivate  patients  to  take  an  active  part  in  their 
/wn  care  and  to  teach  them,  if  possible,  to  turn  in 
•ed  by  themselves.  Patients  with  sufficient 
pper-limb  function  are  provided  with  a long-han- 
led  mirror  enabling  them  to  inspect  vulnerable 
reas  of  their  skin.  Those  individuals  with  ade- 
uate  shoulder-depressor  function  are  conditioned 
p lift  off  the  wheelchair  seat  every  fifteen  min- 
tes.  Once  a first-  or  second-degree  pressure  sore 
as  developed,  a variety  of  conservative  measures 
an  be  instituted,  but  as  a French  surgeon  stated. 
You  can  put  anything  you  like  on  a pressure  sore, 
xcept  the  patient.”  Most  second-  and  third-de- 
ree  pressure  sores  must  be  treated  early  by  plastic 
argical  procedures  such  as  rotational  flaps  or 
rafts. 

Mobilizing  the  patient.  This  next  phase  of 
)inal-cord  injury  rehabilitation  is  concerned  with 
Jtting  the  patient  out  of  bed.  To  counteract  ex- 
acted orthostatic  hypotension,  legs  are  wrapped 
ith  elastic  bandages  over  the  antiembolism  stock- 
igs,  and  elastic  abdominal  binders  are  applied, 
oth  measures  are  used  to  minimize  pooling  of 
ood,  particularly  in  the  splanchnic  areas.  In- 
ining  the  patient  on  a tilt  board  and  monitoring 
ood  pressure,  pulse,  and  respiration  is  routinely 


carried  out.  The  use  of  a high-back,  reclining 
wheelchair  with  extension  leg  rests  is  more  effec- 
tive, since  orthostatic  episodes  occur  less  frequent- 
ly if  the  back  rest  is  raised  slowly  and  the  leg  rest 
lowered  gradually  over  a period  of  seven  to  ten 
days.  In  selected  cases,  particularly  patients  with 
associated  healing  long-bone  fractures,  the  use  of  a 
pneumatic  orthosis  allows  immediate  standing 
without  occurrence  of  orthostatic  hypotension  and 
protection  of  fracture  sites.  This  device,  devel- 
oped in  France,  is  not  unlike  the  inflatable  “G” 
suits  used  in  aviation.3 

Physical  therapy.  Once  wheelchair  tolerance 
is  achieved,  patients  attend  graded  therapeutic  ex- 
ercise programs  on  an  individual  basis  and  in 
groups  (mat  class).  The  basic  objectives  here  are 
to  strengthen  the  muscles  still  innervated  or  where 
there  is  evidence  of  return,  often  as  a result  of  root 
escape.  Moist  heat,  massage,  and  joint  ranging  is 
beneficial  to  alleviate  the  frequently  observed  pain 
in  the  shoulder  girdle.  Hydrogymnastics  in  the 
therapeutic  pool  is  sometimes  helpful  to  patients 
with  incomplete  spinal-cord  lesions  or  to  paraple- 
gics who  are  trying  to  relearn  swimming  without 
the  use  of  their  lower  limbs.  Mat  class  is  a group 
therapeutic  session,  particularly  for  paraplegics. 
The  emphasis  lies  in  strengthening  the  shoulder 
depressors,  maintenance  of  sitting  balance,  turn- 
ing from  side  to  side,  and  getting  up  and  down 
from  the  wheelchair.  Gymnasium  activities  are 
designed  to  “tire  out”  spasticity  by  prolonged 
straight  leg  raising  or  walking  training,  for  patients 
with  incomplete  lesions  or  the  rare  paraplegic  who, 
provided  with  proper  lower-limb  orthoses,  can  do  a 
“drag  to”  or  “swing  through”  type  of  gait. 

Patients  and  their  physical  therapists  often  de- 
velop personal  relationships  fostered  by  direct 
contact  during  therapeutic  sessions  which  inter- 
fere with  good  management.  An  ambience  of 
cheerfulness  and  positive  transference  is  benefi- 
cial, but  therapists  must  guard  against  the  devel- 
opment of  unrealistic  attitudes  concerning  progno- 
sis. 

Bioengineering,  orthotics,  and  occupational 
therapy.  The  availability  of  specialized  orthotic 
services  is  necessary  for  hospitals  specializing  in 
the  readaptation  and  reeducation  of  patients  with 
profound  functional  losses.  Patients  with  spinal- 
cord  injury,  particularly  quadriplegics  with  high- 
or  midcervical  lesions,  require  more  innovative  de- 
vices and  equipment  than  traditional  orthopedic 
device  shops  or  commercial  suppliers  can  usually 
provide.  The  Burke  Rehabilitation  Center  has  es- 
tablished a department  of  bioengineering  with  the 
expectation  of  encouraging  human  problem-ori- 
ented engineers  to  apply  the  full  spectrum  of  the 
engineering  sciences  in  a practical  way  for  the  ben- 
efit of  patients  with  musculoskeletal  disorders, 
particularly  spinal-cord  injury.  Staffed  and 
equipped  to  meet  the  needs  for  design,  develop- 
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FIGURE  2.  Hand-resting  orthosis  made  from  transparent, 
acrylic  nylon. 


FIGURE  3.  Electrically  driven  arm-hand  orthosis  consist- 
ing of  four-bar  linkage  for  arm  elevation,  elbow  flexion  and 
extension  module,  and  finger  prehension  module.  Key 
control  assembly  operated  from  contralateral  side. 


ment,  and  fabrication  of  a comprehensive  line  of 
devices,  the  department  is  affiliated  with  the  Si- 
bley School  of  Engineering  and  Design  of  Cornell 
University,  Ithaca.  Devices  made  for  those  with 
spinal-cord  injury  range  from  simple  thermoplas- 
tic supportive  or  corrective  structures  to  complex 
externally  powered  microswitch-controlled  hand- 
arm  assistive  systems  (Figs.  2 and  3).  Since  there 
is  nothing  more  demoralizing  than  being  helplessly 
immobile  in  bed,  patients  with  spinal-cord  injury 
can  be  provided  with  bi-  or  unidirectional  micro- 
switches designed  and  fabricated  by  that  depart- 
ment. Patients  can  activate  the  nurses’  call  or  the 
television  set.  One  room  is  equipped  with  a multi- 
functional environmental  control  system  shown  in 
Figure  4.  Puff-suck  control,  which  requires  no  di- 
aphragmatic contractions,  activates  a function  se- 
lector for  telephone,  lights,  nurses’  call,  television, 
and  emergency  call.  The  different  choices  are  dis- 
played by  backlit  2 by  2-inch  color  transparencies 
in  preference  to  numericals  or  characters  for  pa- 
tients with  a language  barrier  or  confusion. 

Plastic  or  plastic-metal  composites  allow  the  ap- 
plication of  lower-limb  orthoses  or  spinal  supports 
which  are  much  lighter  and  more  functional  than 
previously  used  devices  made  from  stainless  steel 
or  aluminum.  Electric  wheelchairs  with  refined 
microswitch  controls,  including  motorized  back  re- 
cliners  or  seat  incliners,  afford  patients  greater 
mobility.  The  enthusiastic  inventiveness  of  reha- 


FIGURE 4.  Puff-suck  controlled  environmental  contro 
unit  in  use. 

bilitation  engineers  should  not  be  curbed,  but  con 
stant  vigilance  on  the  part  of  the  physician  ii 
needed  to  counteract  a tendency  for  mechaniza 
tion  in  trying  to  solve  the  problems  of  the  dis 
abled. 

The  emergence  of  rehabilitation  engineering  ha 
changed  the  role  of  occupational  therapy  in  tb 
functional  adaptation  of  patients  to  their  environ 
ment.  The  availability  of  a greater  range  of  self 
help  and  mobility  devices  require  careful  patien 
evaluation  and  training,  particularly  if  externall 
powered,  microswitch  controlled  orthotic  system 
are  to  be  considered.  Occupational  therapists  als 
act  as  consultants  to  the  primary  nurses  for  the  sc 
lection  and  application  of  standard  devices  whic 
can  aid  patients  in  mealtime  and  dressing  activ 
ties. 

Management  of  depression  and  behavior* 
problems.  The  reactive  depression  of  patiem  j 
with  spinal-cord  injury  can  be  a serious  obstacle  I 
successful  rehabilitation.  In  the  acute  and  ear 
phases  after  injury,  depression  is  seldom  a maj< 
problem  since  survival  and  denial  mechanisms  ai  * 
prevalent.  Once  admitted  to  a rehabilitation  uni 
the  patients  will  be  confronted  with  the  presem 
of  other  quadri-  or  paraplegics,  and  denial  w 
sooner  or  later  give  way  to  a depression  which  w 
adversely  affect  not  only  motivation  but  the  phys  ji 
cal  condition  as  well.  Insomnia,  anorexia,  sel  j 
destructive  neglect,  noncompliance  with  medic  A 
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instructions,  or  medication  orders  increase  the  pa- 
tient’s vulnerability  toward  the  development  of 
complications  such  as  pressure  sores,  phantom 
pain  sensations,  urinary  tract  infections,  autono- 
mous dysreflexia,  and  severe  increase  of  spasticity. 
The  patient’s  premorbid  personality  is,  of  course, 
an  important  factor  in  his  reaction  to  sudden,  cat- 
astrophic paralysis  and  may  have  contributed  to 
his  injury,  through  reckless  driving  habits,  brutal 
contact  sports,  civilian  gunshot  violence,  and  the 
like.  These  patients  are  apt  to  act  out  in  a variety 
of  ways  against  the  usually  confining  and  authori- 
tarian world  of  hospitals.  Reactive  depression, 
whatever  its  manifestation,  is  usually  not,  over  the 
long  term,  successfully  modified  by  psychotropic 
medication  such  as  antidepressants  or  tranquiliz- 
srs,  of  which  the  latter  will  usually  result  in  ha- 
bituation. Supportive  psychotherapy  is  needed, 
but  its  type,  extent,  and  duration  depend  on  the 
quality  and  availability  of  professional  personnel 
i is  well  as  on  general  staff  attitudes.  The  spinal- 
■ord  injury  unit  of  The  Burke  Rehabilitation  Cen- 
er  uses  the  following  pragmatic  approach  to  these 
i )roblems. 

Recreational  therapy.  The  objectives  of  pro- 
fessionally directed  recreational  therapy  are  to 
irevent  social  and  intellectual  isolation,  to  provide 
proper  milieu  for  patients  to  participate  in 

• meaningful  group  activities,  to  motivate  them 
l loward  avocational  hobbies,  and  to  minimize  the 

* tupefying  effects  of  overexposure  to  television, 
lecreational  therapy  reaches  out  into  the  commu- 
ity  for  volunteers  to  assist  in  social  and  entertain- 
ment programs,  particularly  in  the  evenings  and 
n weekends,  and  channels  the  talents  of  volun- 
?ers  for  the  benefit  of  the  patients  who  are  en- 
buraged  to  plan  for  their  own  leisure-time  activi- 
es.  At  The  Burke  Rehabilitation  Center,  this  in- 
cudes greenhouse  and  garden,  music  and  dance, 
rts  and  crafts,  and,  eventually,  wheelchair  sports 

i (ctivities. 

• Nutrition.  Long-term  care  patients  of  all  ages 
>ok  forward  to  meals  not  only  to  “refuel”  but  also 
)r  diversion  and  socialization.  The  oral  needs  of 
oung  patients  with  spinal-cord  injury  will  strike 
le  average  hospital  dietary  department  as  pecu- 
ar  lest  the  dietician  has  her  own  teenagers  to 
ed.  The  standard  fare  consists  of  hot  dogs, 
amburgers,  pizza,  and  other  various  finger  foods 
ad  desserts.  Although  this  “monotonous  vari- 
y”  is  not  recommended  as  a steady  diet,  an  occa- 
v (onal  serving  in  a noninstitutional  setting  (decor 
id  music)  can  be  a tremendous  morale  booster, 
irticularly  if  the  meal  can  be  accompanied  by  a 
;ass  of  beer  or  w'ine.  This  presents  the  question 
alcoholic  beverages  and  related  problems.  A 
•spital  should  not  deny  a nonalcoholic  adult  who 
emorbidly  used  to  enjoy  an  occasional  drink  of 
ler,  wine,  or  liquor  to  continue  this  habit  if  it  is 
1 1 medically  contraindicated.  Measured 
Mounts  of  alcohol  are  still  considered  a useful  va- 


sodilator for  patients  with  peripheral  vascular  dis- 
ease. A nightcap  can  be  as  effective  and  perhaps 
less  harmful  than  a hypnotic,  and  a glass  of  beer 
helps  the  fluid  balance,  diuresis,  and  morale  of  a 
spinal-cord  injury  patient,  especially  with  an  in- 
dwelling catheter.  If  the  hospital  policy  is  too  re- 
strictive in  these  matters,  the  invariable  result  is 
the  forbidden  importation  of  alcoholic  beverages 
or  illegal  drugs  by  the  rebellious,  younger  patients 
with  spinal-cord  injury  and  the  resultant  disciplin- 
ary problems. 

Family  service.  Family  service  consists  of  a 
team  of  three  persons:  a rehabilitation  nurse,  a 

rehabilitation  counselor,  and  a social  worker  who 
provide  ongoing  and  continuing  services  for  both 
patients  and  their  families  with  the  following  ob- 
jectives: (1)  To  help  them  overcome  the  tremen- 
dous burden  of  spinal-cord  injury  on  life  style  and 
socioeconomic  status;  and  (2)  to  organize  a dis- 
charge and  follow-up  plan  for  the  prevention  of 
often  avoidable  complications. 

The  nurse  is  responsible  for  instruction  of  the 
patient’s  family  and/or  home  care  personnel  in  the 
specifics  of  patient  care  at  home.  If  geographical- 
ly feasible,  home  visits  are  made  prior  to  discharge 
to  assess  home  environment  and  the  need  for  ar- 
chitectural modifications.  Close  liaison  is  estab- 
lished with  local  visiting  nurse  associations. 

The  rehabilitation  counselor  is  assigned  to  give 
patients,  particularly  the  younger  adolescent  or 
adult,  an  opportunity  to  ventilate  his  feelings  ei- 
ther individually  or  as  a member  of  a group,  thus 
providing  a type  of  supportive  psychotherapy. 
The  rehabilitation  counselor  also  carries  out  pre- 
vocational  assessment  and  will  channel  the  pa- 
tients with  a work  potential  to  the  hospital’s  voca- 
tional workshop  where  the  Singer  vocational  test 
battery  can  be  administered.  He  also  acts  as  liai- 
son with  the  office  of  vocational  rehabilitation. 
Both  the  counselor  and  the  nurse  are  involved  in 
sexual  counseling  with  the  patients  with  spinal- 
cord  injury.  Each  has  an  office  directly  on  the 
unit,  and  an  “open-door  policy”  encourages  pa- 
tients to  seek  their  advice. 

Results 

In  1974,  the  total  number  of  patients  discharged 
from  the  spinal-cord  injury  unit  of  The  Burke  Re- 
habilitation Center  was  23,  of  which  9 were  quadri- 
plegic and  10  were  paraplegic.  This  number  does 
not  include  patients  with  quadriplegic  and  para- 
plegic states  caused  by  conditions  other  than  trau- 
ma such  as  Guillain-Barre  syndrome,  vascular  or 
infectious  causes  of  transverse  myelitis,  arthritic 
or  congenital  conditions,  and  metastatic  disease. 
Two  patients  had  cauda  equina  lesions,  and  2 had 
Brown-Sequard  syndrome.  The  age  ranged  from 
fifteen  to  seventy-four  years  with  a mean  of  forty 
and  one-half  years. . Fifteen  patients  were  male, 
and  8 were  female.  The  average  length  of  stay  was 
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142.4  days.  Twenty  patients  were  able  to  return 
home,  and  only  3 had  to  be  transferred  to  other  in- 
stitutions for  custodial  care.  At  the  time  of  dis- 
charge the  urologic  status  was:  indwelling  cathe- 
ter, 6;  suprapubic  drainage,  1;  intermittent  cathe- 
terization, 5;  external  urinary  collecting  devices,  6; 
and  normal  bladder  function,  8. 

Some  serious  complications  were  encountered: 
pressure  sores  requiring  rotational  flap  or  other 
plastic  surgery,  5;  pulmonary  embolism,  1;  severe 
and  repeated  autonomous  dysreflexia,  3;  and  re- 
spiratory complications,  4. 

Other  complications  included:  stress  ulcer,  1; 

subluxation  of  cervical  5 on  cervical  6,  1;  epidi- 
dymitis, 1;  bladder  stones,  1;  nonhealing  subcapi- 
tal fracture  of  the  hip,  1;  and  1 patient  suffered 
from  a highly  problematic  phantom  pain  syn- 
drome. 

All  of  the  younger  patients  went  back  to  high 
school  or  college.  One  young  paraplegic  woman 
married  and  was  able  to  ride  a horse  with  special 
adjustments  to  the  saddle  and  stirrups.  Many  pa- 
tients were  successful  in  driving  an  automobile 
with  hand  controls. 

The  majority  of  the  patients  have  been  followed 
either  on  an  outpatient  basis  or  by  contact  main- 
tained by  telephone  and  through  their  physicians 
or  visiting  nurses.  They  are  being  scheduled  for  a 
periodic  readmission  for  urologic  work-up,  general 
reevaluation,  vocational  assessment,  and  alter- 
ations or  additions  of  orthotics. 

Comment 

American  observers  have  stated  that  the  organi- 
zation of  specialized  health  services  for  those  with 
spinal  injuries  (emergency  services,  acute  services, 
long-term  care,  community  social  services)  in  the 
British  Isles  is  far  superior  to  anything  available  in 
the  United  States.  They  also  found  that  the  spe- 
cific individual  techniques  of  acute  or  rehabilita- 
tion medicine  in  the  United  States  are,  for  the 


most  part,  more  advanced  than  in  the  British  Isles. 
However,  the  clinical  care  the  usual  patient  with 
spinal-cord  injury  receives  in  the  United  States 
used  to  be  less  adequate  than  in  the  British  Isles, 
probably  as  a result  of  lack  of  organized  special- 
ized health  services.  However,  this  picture  is 
changing.  Knowledge  about  emergency  retrieval 
and  early  care  is  being  disseminated  and  imple- 
mented. Promising  research  is  in  progress  to 
search  for  pharmacologic  agents  which  will  influ- 
ence the  spinal-cord  tissue  response  to  injury  in 
the  first  few  hours  and  to  improve  surgical  tech- 
niques and  their  indications.  There  are  still  unre- 
solved problems  in  the  later  phases  of  rehabilita- 
tion having  to  do  with  the  total  absence,  in  the 
State  of  New  York,  of  suitable  health-related  resi- 
dential facilities  for  the  younger,  physically  dis- 
abled, mentally  unimpaired  population  such  as  pa- 
tients with  spinal-cord  injury.  The  family  service 
of  The  Burke  Rehabilitation  Center  is  constantly 
faced  with  overwhelming  discharge  disposition 
problems  because  of  the  existence  of  architectural 
barriers  in  the  previous  place  of  living;  the  family 
being  either  unable  or  unwilling  to  render  neces 
sary  care;  the  individual’s  rejection  of  being  forcec 
to  accept  dependence  on  his  family;  the  lack  of  ef 
fective  home  health  services;  or  the  rejection  o! 
being  forced  to  accept  the  assistance  of  a persona 
aide. 

Ways  to  overcome  some  of  these  problems  aril: 
now  the  subject  of  discussion  by  a special  planning 
committee  formed  by  the  professional  and  govern 
ing  body  of  The  Burke  Rehabilitation  Center. 
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[y  hen  you 


control  urine  volume  in  your  patients... 


it’s  what’s 
not  in  the  urine... 
that  makes 


, LASIX  (FUROSEMIOE) 

( * logical  long-term 

-^diuretic  therapy  for 
cardiac  edema 


The  LasixR  site  of  action  is  a dis- 
tinctive advantage— for  it  results  in 
fewer  electrolytes  in  each  liter  of  urine 
than  with  other  commonly  used  diu- 
retics.1,2 That  is  why,  if  you  control  urine 
volume  through  individual  dosage  ad- 
justment, you  may  face  fewer  problems 
with  electrolyte  disturbances.3  As  with 
any  diuretic,  electrolyte  depletion  can 
occur  during  therapy  with  furosemide. 
Careful  clinical  and  laboratory  observ- 
ations are  advisable. 

The  primary  site  of  Lasix®  action— at  the  loop 
of  Henle— distinguishes  Lasix  from  other  commonly 
used  diuretics.  The  action  at  this  site  enables  Lasix 
to  produce  a dilute  urine,4  which  may  be  the  basis 
for  its  relative  freedom  from  electrolyte  disturbances 
(hypokalemia).3  When  the  edematous  patient  has 
been  stabilized,  excessive  diuresis  can  usually  be 


avoided  by  simple  dosage  adjustment.  And, 
through  regulation  of  urine  volume  by  this  dos  ;e 
adjustment,  you  can  control  electrolyte  excreti 
Careful  medical  supervision  is  required. 

Wide  dose-related  effectiveness  fo 
precise  control  of  diuretic  response.  The 

Lasix®  effect  is  dose-related.  A prompt  diuresis 
usually  ensues  with  a single  dose  of  20  to  80  mg 
given  preferably  in  the  morning.  Depending  on  s 
patient's  response,  a second  dose  may  be  admir 
istered  6 to  8 hours  later.  Clinical  and  laboratory 
observations  are  advisable  when  doses  exceedi ; 
80  mg/day  are  given  for  prolonged  periods.  W)  - 
maintenance  of  the  edema-free  state  is  desired, , 
dosage  may  be  adjusted  to  as  low  as  20  mg. 

(Please  see  the  dosage  and  administratior 
section  on  the  last  page  of  this  advertisement.) 

Highly  effective/ short  acting.  The 

effectiveness  of  Lasix®  has  been  clearly  establis  c 
in  hundreds  of  thousands  of  patients  in  a decac  ; 
clinical  experience.  Consequently,  Lasix  is  the 
most  selected  diuretic  agent  today  in  the  treatn 
of  edemas  associated  with  congestive  heart  fai 


because  fewer  electrolytes 
get  into  each  liter  of 
urine  than  with  other  commonly 
used  diuretics... 

LASIX(FUROSEMIDE)  I 

the  diuretic  for  both 

initial  & maintenance 
therapy 

in  cardiac  edema 


The  onset  of  diuresis  usually  occurs  within  an 
oiand  is  usually  complete  within  6 to  8 hours; 
uj  patient  inconvenience  is  minimized. 

Useful  in  patients  with  renal  impair- 
,et  and  severely  depressed  renal  func- 

o Unlike  other  commonly  used  diuretics,  Lasix** 
•neuseful  in  patients  with  renal  impairment 
■ceverely  depressed  renal  function.  Even  in  the 
e:  nee  of  renal  insufficiency  with  depressed 
oi?rular  filtration,  acidosis,  alkalosis  or  hypo- 
oninemia,  Lasix  has  been  found  effective  and 
el  Dierated.5  If  increasing  azotemia  and  oliguria 
ci  during  treatment  of  severe  progressive  renal 
ese,  the  drug  should  be  discontinued, 
ee  next  page  for  prescribing  information.) 


References:  1.  Peltola,  P : Furosemide  (Lasix®)  as  a diuretic,  Ada  Medica 
Scandinavica.  177:6,  1965.  2.  Mudge,  G.H.,  in  Goodman,  L.S.  and  Gilman, 
A.  (eds.),  The  Pharmacological  Basis  of  Therapeutics,  4th  ed.,  1970,  p.  852. 
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R.W.,  et  al.:  Effect  of  furosemide  on  free  water  excretion  in  edematous 
patients  with  hyponatremia,  Kidney  Int.  3: 30,  1973.  5.  Muth,  R.G.:  Diuretic 
response  to  furosemide  in  the  presence  of  renal  insufficiency,  J.A.M.A. 
195:1066,  March  1966. 

the  basic  unit 

LASIX  40  tablets 

(FUROSEMIDE) 

unsurpassed  effectiveness 
for  prompt  reduction 
of  edema 


the  adjuster  unit 

LASIX  20  tablets 

(FUROSEMIDE) 

convenient  dosage  adjustment 
for  maintenance  therapy 


I AC  Ilf ^Oragand 
hAJIA  20  ms  tablets 
CFUROSEMIDE) 


logical  long-term  diuretic  therapy 
for  cardiac  edema 


WARNING  — Lasix®  (furosemide)  is  a potent  diuretic  which  if  given  in  ex- 
cessive amounts  can  lead  to  a profound  diuresis  with  water  and  electro- 
lyte depletion.  Therefore,  careful  medical  supervision  is  required,  and 
dose  and  dose  schedule  have  to  be  adjusted  to  the  individual  patient’s 
needs.  (See  under  "DOSAGE  AND  ADMINISTRATION.”) 

DESCRIPTION— Lasix  is  an  anthranilic  acid  derivative.  Chemically,  it  is 
4-chloro-N-furfuryl-5-sulfamoylanthranilic  acid. 

INDICATIONS— Lasix  is  indicated  for  the  treatment  of  the  edema  associ- 
ated with  congestive  heart  failure,  cirrhosis  of  the  liver,  and  renal  disease, 
including  the  nephrotic  syndrome.  Lasix  is  particularly  useful  when  an 
agent  with  greater  diuretic  potential  than  that  of  those  commonly  employed 
is  desired. 

Hypertension— Lasix  Tablets  may  be  used  for  the  treatment  of  hyperten- 
sion alone  or  in  combination  with  other  antihypertensive  drugs.  Hyperten- 
sive patients  who  cannot  be  adequately  controlled  with  thiazides  will  prob- 
ably also  not  be  adequately  controllable  with  Lasix  alone. 
CONTRAINDICATIONS— Because  animal  reproductive  studies  have  shown 
that  Lasix  (furosemide)  may  cause  fetal  abnormalities,  the  drug  is  con- 
traindicated in  women  of  child-bearing  potential. 

Lasix  is  contraindicated  in  anuria.  If  increasing  azotemia  and  oliguria 
occur  during  treatment  of  severe  progressive  renal  disease,  the  drug  should 
be  discontinued.  In  hepatic  coma  and  in  states  of  electrolyte  depletion, 
therapy  should  not  be  instituted  until  the  basic  condition  is  improved  or 
corrected.  Lasix  is  contraindicated  in  patients  with  a history  of  hypersen- 
sitivity to  this  compound. 

Until  more  experience  is  accumulated  in  the  pediatric  use  of  Lasix, 
children  should  not  be  treated  with  the  drug. 

WARNINGS— Excessive  diuresis  may  result  in  dehydration  and  reduction 
in  blood  volume,  with  circulatory  collapse  and  with  the  possibility  of  vas- 
cular thrombosis  and  embolism,  particularly  in  elderly  patients.  Excessive 
loss  of  potassium  in  patients  receiving  digitalis  glycosides  may  precipitate 
digitalis  toxicity.  Care  should  also  be  exercised  in  patients  receiving  potas- 
sium depleting  steroids. 

Frequent  serum  electrolyte, C02  and  BUN  determinations  should  be  per- 
formed during  the  first  few  months  of  therapy  and  periodically  thereafter, 
and  abnormalities  corrected  or  the  drug  temporarily  withdrawn. 

In  patients  with  hepatic  cirrhosis  and  ascites,  initiation  of  therapy  with 
Lasix  (furosemide)  is  best  carried  out  in  the  hospital.  Sudden  alterations 
of  fluid  and  electrolyte  balance  in  patients  with  cirrhosis  may  precipitate 
hepatic  coma;  therefore,  strict  observation  is  necessary  during  the  period 
of  diuresis.  Supplemental  potassium  chloride  and,  if  required,  an  aldoste- 
rone antagonist  are  helpful  in  preventing  hypokalemia  and  metabolic 
alkalosis. 

As  with  many  other  drugs,  patients  should  be  observed  regularly  for  the 
possible  occurrence  of  blood  dyscrasias.  liver  damage,  or  other  idiosyn- 
cratic reactions. 

In  those  instances  where  potassium  supplementation  is  required,  coated 
potassium  tablets  should  be  used  only  when  adequate  dietary  supplemen- 
tation is  not  practical. 

There  have  been  several  reports,  published  and  unpublished,  concern- 
ing nonspecific  small-bowel  lesions  consisting  of  stenosis,  with  or  without 
ulceration,  associated  with  the  administration  of  enteric-coated  thiazides 
with  potassium  salts.  These  lesions  may  occur  with  enteric-coated  potas- 
sium tablets  alone  or  when  they  are  used  with  nonenteric-coated  thia- 
zides, or  certain  other  oral  diuretics. 

These  small-bowel  lesions  have  caused  obstruction,  hemorrhage,  and 
perforation.  Surgery  was  frequently  required,  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium  salts, 
although  lesions  of  this  type  also  occur  spontaneously.  Therefore,  coated 
potassium-containing  formulations  should  be  administered  only  when  indi- 
cated, and  should  be  discontinued  immediately  if  abdominal  pain,  disten- 
tion, nausea,  vomiting,  or  gastrointestinal  bleeding  occurs. 

Patients  with  known  sulfonamide  sensitivity  may  show  allergic  reac- 
tions to  Lasix. 

PRECAUTIONS— As  with  any  potent  diuretic,  electrolyte  depletion  may 
occur  during  therapy  with  Lasix,  especially  in  patients  receiving  higher 
doses  and  restricted  salt  intake.  Electrolyte  depletion  may  manifest  itself 
by  weakness,  dizziness,  lethargy,  leg  cramps,  anorexia,  vomiting  and/or 
mental  confusion. 

In  edematous  hypertensive  patients  being  treated  with  antihypertensive 
agents,  care  should  be  taken  to  reduce  the  dose  of  these  drugs  when 
Lasix  is  administered,  since  Lasix  potentiates  the  hypotensive  effect  of 
antihypertensive  medications. 

Asymptomatic  hyperuricemia  can  occur  and  gout  may  rarely  be  pre- 
cipitated. Reversible  elevations  of  BUN  may  be  seen.  These  have  been 
observed  in  association  with  dehydration,  which  should  be  avoided,  par- 
ticularly in  patients  with  renal  insufficiency. 

When  parenteral  use  of  Lasix  precedes  its  oral  use,  it  should  be  kept  in 
mind  that  cases  of  reversible  deafness  and  tinnitus  following  the  injection 
of  Lasix  have  been  reported.  These  adverse  reactions  occurred  when  Lasix 
was  injected  at  doses  exceeding  several  times  the  usual  therapeutic  dose 
Of  20  to  40  rng. 


Periodic  checks  on  urine  and  blood  glucose  should  be  made  in  di;  L 
and  even  those  suspected  of  latent  diabetes  when  receiving  Lai  I 
creases  in  blood  glucose,  and  alterations  in  glucose  tolerance  tes  vi 
abnormalities  of  the  fasting  and  two-hour  postprandial  sugar  hav  <ec 
observed,  and  rare  cases  of  precipitation  of  diabetes  mellitus  hav  >et 
reported. 

Lasix  (furosemide)  may  lower  serum  calcium  levels,  and  rare  c;  s» 
tetany  have  been  reported.  Accordingly,  periodic  serum  calcium  ve 
should  be  obtained. 

Patients  receiving  high  doses  of  salicylates,  as  in  rheumatic  di  se 
in  conjunction  with  Lasix  may  experience  salicylate  toxicity  at  lowe  » 
because  of  competitive  renal  excretory  sites. 

It  has  been  reported  in  the  literature  that  diuretics  such  as  furo  ni< 
may  enhance  the  nephrotoxicity  of  cephaloridine.  Therefore,  Lai  ai 
cephaloridine  should  not  be  administered  simultaneously. 

Sulfonamide  diuretics  have  been  reported  to  decrease  arterial  oc 
siveness  to  pressor  amines  and  to  enhance  the  effect  of  tuboci  -ir 
Great  caution  should  be  exercised  in  administering  curare  or  its  riv 
tives  to  patients  undergoing  therapy' with  Lasix,  and  it  is  advisable  d 
continue  Lasix  for  one  week  prior  to  any  elective  surgery. 

ADVERSE  REACTIONS— Various  forms  of  dermatitis,  including  i :s 
and  rare  cases  of  exfoliative  dermatitis,  erythema  multiforme,  p itl 
paresthesia,  blurring  of  vision,  postural  hypotension,  nausea,  vorrv  g, 
diarrhea,  may  occur. 

Anemia,  leukopenia,  aplastic  anemia,  and  thrombocytopenia  (w  pi 
pura)  may  occur.  Rare  cases  of  agranulocytosis  have  occurred  w n r 
sponded  to  treatment. 

In  addition,  the  following  rare  adverse  reactions  have  been  re  rte 
however,  relationship  to  the  drug  has  not  been  established  with  c(  iini, 
sweet  taste,  oral  and  gastric  burning,  paradoxical  swelling,  he  icf 
jaundice,  thrombophlebitis  and  emboli  (see  "WARNINGS”),  an  ic- 
pancreatitis. 

Lasix-induced  diuresis  may  be  accompanied  by  weakness,  fatigc  ig 
headedness  or  dizziness,  muscle  cramps,  thirst,  increased  pers  iLc 
urinary  bladder  spasm,  and  symptoms  of  urinary  frequency. 

As  far  as  hyperglycemia  is  concerned,  see  “PRECAUTIONS.” 
DOSAGE  AND  ADMINISTRATION— The  usual  dose  of  Lasix  is  20  t 3 
given  as  a single  dose,  preferably  in  the  morning.  Ordinarily,  a 3fT 
diuresis  ensues.  Depending  on  the  patient’s  response,  a second  c ;c 
be  administered  6 to  8 hours  later.  This  dosage  and  dosage  schec  J c. 
then  be  maintained  or  even  reduced. 

If  the  diuretic  response  with  a single  dose  of  20  to  80  mg  is  not  ish 
tory;  e.g.,  in  a patient  with  congestive  heart  failure  refractory  to 
doses  of  thiazides,  the  following  schedules  should  be  used:  incristi 
dose  by  increments  of  20  or  40  mg  not  sooner  than  6 to  8 hours  ifot 
previous  dose  until  the  desired  diuretic  effect  has  been  obtair  Tl 
individually  determined  single  dose  should  then  be  given  once  lw 
daily  (e.g.,  at  8:00  a.m.  and  2:00  p.m.).  The  dose  of  Lasix  may  ca 
fully  titrated  up  to  600  mg  per  day  in  those  patients  with  seven  inn 
edematous  states.  Higher  doses  are  currently  under  investigation. 

The  mobilization  of  edema  may  be  most  efficiently  and  safe!  :co 
plished  by  utilizing  an  intermittent  dosage  schedule  in  which  the  ure 
is  given  for  2 to  4 consecutive  days  each  week.  With  doses  e ed' 
80  mg/ day  and  given  for  prolonged  periods,  careful  clinical  and  I;  rat 
observations  are  particularly  advisable. 

Hypertension— The  usual  dose  of  Lasix  is  40  mg  twice  daily  bo‘  or 
tiation  of  therapy  and  for  maintenance.  Careful  observations  for  3r'i 
in  blood  pressure  must  be  made  when  this  compound  is  used  w of 
antihypertensive  drugs,  especially  during  initial  therapy.  The  c ige 
other  agents  must  be  reduced  by  at  least  60  per  cent  as  soon  a 311 
added  to  the  regimen  to  prevent  excessive  drop  in  blood  pressui  *5 
blood  pressure  falls  under  the  potentiating  effect  of  Lasix,  a furth  ret 
tion  in  dosage,  or  even  discontinuation,  of  other  antihypertens 
may  be  necessary.  It  is  further  recommended,  if  40  mg  twice  c i <1 
not  lead  to  a clinically  satisfactory  response,  to  add  other  hy  8(K 
agents;  e.g.,  reserpine,  rather  than  to  increase  the  dose  of  Lasix. 

Until  more  experience  is  accumulated  in  the  pediatric  use  U 
children  should  not  be  treated  with  the  drug. 

HOW  SUPPLIED— Lasix  (furosemide)  Tablets  are  supplied  as  wh 
grammed,  scored  tablets  of  40  mg  in  amber  bottles  of  100  (NST 
062-3336),  500  (NSN  6505-00-254-5546),  and  unit  dose  100’s  (2(  W 
5)  (NSN  6505-00-117-5982),  and  white,  monogrammed,  oval  l9’! 

20  mg  in  amber  bottles  of  100.  Note:  Dispense  in  dark  contain  -P 
sure  to  light  may  cause  slight  discoloration  which,  however,  doe  3,<l 
potency. 
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There  is  extensive  literature  on  the  diagnosis  and 
treatment  of  children  with  physical  disabilities 
and  chronic  illnesses.1  A small  portion  of  that  lit- 
erature focuses  on  the  direct  emotional  impact  of 
the  disability  on  child  personality  development. 
Just  the  smallest  fraction  of  that  literature  deals 
specifically  with  the  psychological  reactions  of  the 
parents  and  siblings  of  that  child,  and  their  power- 
ful interaction  with  the  afflicted  child.  Neverthe- 
less, no  parent  or  family  escapes  excessive  psycho- 
logical pain  and  stress  often  leading  to  family  atti- 
tudes and  reactions  unwittingly  counterproductive 
to  the  child’s  healthy  adjustment  to  the  disability 
and  to  their  general  personality  development.2-5 

Psychological  reactions  to  physical  disability 

Yet  how  many  so-called  “comprehensive”  or 
‘good"  rehabilitation  programs  for  such  children 
•outinely  include  parental  counseling  or  involve 
he  total  family  in  such  treatment  plans  and  pro- 
grams? Are  they  involved  by  design  or  ap- 
iroached  randomly  without  planned  identification 
>f  psychological  problems  and  their  possible  solu- 
ions?  If  the  surgical  treatment  of  the  child’s  dis- 
ibility  was  planned  as  casually  and  haphazardly  as 
ire  many  parent  education  and  treatment  pro- 

’resented  at  the  168th  Annual  Meeting  of  the  Medical  Society 
f the  State  of  New  York,  New  York  City,  Section  on  Pediat- 
rics, Joint  Meeting  with  Section  on  Psychiatry,  February  25, 
(974. 
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grams,  these  physicians  would  (or  should)  lose 
their  licenses  to  practice.  The  emotional  turmoil 
which  inevitably  accompanies  prolonged  chronic 
illness  or  physical  disability  is  most  severe  for  the 
family  of  those  children  requiring  extensive  hospi- 
talization, reconstructive  surgery,  routine  daily 
medications,  radiation  therapy,  and  so  forth. 

Hypothesis  1:  Psychological  reactions,  adaptive  or 

maladaptive,  invariably  accompany  long-term  illness 
and  physical  disability  in  a child  and  family. 

Parental  attitudes  and  child 
personality  adjustment 

It  is  reported  that  one  major  factor  in  poor  child 
personality  adjustment  to  a physical  disability  is 
the  impact  of  poor  parental  attitudes  and  reac- 
tions to  the  child’s  illness.6  ' Conversely,  it  is  evi- 
dent that  one  major  factor  in  successful  personali- 
ty adjustment  in  such  children  relates  to  eventual 
parental  understanding,  acceptance,  and  success- 
ful adaptation  to  the  disability.  Bentovim8  cate- 
gorically states  that  “.  . . satisfactory  emotional  de- 
velopment of  the  handicapped  child  depends  more 
upon  the  way  in  which  the  parents  and  family  re- 
late to  the  child,  than  the  extent  of  the  handicap 
itself.” 

A number  of  other  studies  support  this  assess- 
ment, none  ignoring  the  importance  of  the  disabil- 
ity itself  or  dismissing  the  significance  of  proper 
medical  and  surgical  intervention.9-12  Yet  today, 
more  treatment  failures,  if  one  considers  total  pa- 
tient rehabilitation  and  adjustment,  may  relate  to 
attitudinal  and  personality  defects  than  to  residu- 
al or  uncorrectable  physical  defects. 

Hypothesis  2:  The  degree  of  successful  psychologi- 
cal adaptation  by  a child  to  a physical  disability  is  re- 
lated more  often,  but  not  singularly,  to  parental  cop- 
ing and  attitudes  than  to  the  type  or  degree  of  physi- 
cal disbility. 

Siblings  of  chronically  ill  child 

Only  rarely  does  the  literature  on  personality  ef- 
fects of  chronic  physical  disability  address  directly 
the  significance,  if  any,  of  sibling  reactions  to  the 
disabled  child  or  the  resulting  situation.  Common 
sense  indicates  that  the  day-to-day  living  of  all 
family  members  is  affected  when  one  member  is 
absent  frequently,  suffers  unusually,  or  requires 
undue  parental  attention  and  extensive  family  fi- 
nancial commitment.  One  recent  well-designed 
study  of  the  siblings  of  children  with  spina  bifida 
evaluated  sibling  personality  reactions  and  adjust- 
ment to  the  physical  disability.  It  documented  a 
surprising  incidence  of  psychopathologic  condi- 
tions in  the  siblings.15  The  incidence  of  malad- 
justment in  siblings  of  these  children  was  approxi- 
mately four  times  that  of  the  normal  control  chil- 
dren. As  a corollary,  the  same  study  documented 
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maternal  maladaptation  occurring  more  often  in 
the  group  of  children  with  physical  disabilities 
than  in  children  without  such  disabilities. 

Inadequate  numbers  of  studies  of  sibling  reac- 
tions to  chronic  illness  and  physical  disability  are 
recorded  in  the  literature.  They  might  well  be  di- 
rected toward  identification  of  susceptible  siblings 
as  to  age  or  sex  or  whether  particular  physical 
disabilities  are  more  prone  to  produce  sibling  mal- 
adaptation, and  so  forth. 

Hypothesis  3:  Physically  unaffected  siblings  are 

usually  affected  psychologically  by  a family  member’s 
disability,  either  directly  or  indirectly  by  the  disabili- 
ty, and  by  the  degree  of  paternal  deprivation,  anxiety, 
and  successful  coping. 

Conclusions 

Since  psychological  reactions,  adaptive  or  mal- 
adaptive, seem  ubiquitous  both  to  the  physically 
handicapped  child  and  his  or  her  family,  routine 
psychological  evaluation  and  education  or  treat- 
ment as  a part  of  their  rehabilitation  program 
seem  essential  for  responsible  comprehensive  care. 
Such  psychological  diagnostic  and  therapeutic  ef- 
forts in  patient  care  are  particularly  important  for 
the  intervening  nonpsychiatric  physicians,  if  they 
are  to  respond  adequately  to  the  disabled  patient’s 
and  family’s  total  needs. 

A pediatrician  or  other  nonpsychiatric  specialist 
is  most  often  the  treatment  team  leader,  as  well  as 
the  family’s  trusted  counselor.  Just  as  some  phy- 
sicians have  viewed  skeptically  extending  their  re- 
sponsibility beyond  hospital  care  to  the  aftercare 
and  community  rehabilitation  programs,  so  many 
nonpsychiatric  physicians  may  view  this  proposal 
for  extending  physician  responsibility  beyond 
their  identified  disciplinary  skills.  Yet  the  logic 
and  necessity  for  them  to  become  involved  seems 
unescapable.  Only  with  unusual  or  extensive  fam- 
ily or  child  psychopathologic  disorders  should  for- 
mal child  psychiatric  consultation  and  treatment 
be  necessary,  if  the  various  medical  specialists  are 
adequately  prepared  by  their  training  programs. 
Knowledge  of  when  to  obtain  it,  based  on  degree  of 
child  and/or  family  psychopathologic  disability,  is 
important. 

The  same  rationale  which  led  to  the  routine  pre- 
treatment urinalysis  and  blood  count  provides  a 
logic  for  including  routine  psychological  analysis 
in  the  evaluation  of  a chronically  disabled  child 
and  family.  The  same  rationale  which  led  to  med- 
ical and  surgical  planning  in  chronic  illness  and 
physical  disability  exists  for  planning  for  the  inevi- 
table psychological  impact  of  the  disease  on  the 
physically  disabled  child  and  his  or  her  family. 
Whatever  method  of  psychological  prevention  or 
therapy  is  adopted,  a routine  evaluation  of  the 
child  and  family’s  psychological  strengths,  weak- 
nesses, and  premorbid  psychodynamics  is  a pre- 
requisite for  optimal  patient  treatment  and  maxi- 


There is  a large  literature  on  the  diagnosis  and 
treatment  of  children  with  physical  disabilities 
and  chronic  illness.  Only  a very  small  portion  of 
the  literature  deals  with  the  psychological  prob- 
lems of  the  parents  and  siblings  of  such  children. 
Since  adaptive  and  maladaptive  psychological 
reactions  in  parents  and  siblings  invariably  accom- 
pany chronic  illness  and  physical  disability  in  a 
child,  the  significance  of  parental  attitudes  for 
successful  coping  of  the  child  are  emphasized.  It 
is  pointed  out  that  siblings  of  such  children  are 
frequently  under  considerable  stress,  directly  and 
indirectly,  and  they  and  their  parents  should  be  a 
routine  part  of  the  planning  of  a treatment  pro- 
gram for  a physically  disabled  child.  Maximum 
benefits  to  the  chronically  ill  child  come  when  the 
total  family  is  viewed  as  needing  u rational  plan  of 
education  and  treatment. 


mum  recovery.  A successfully  repaired  congenital 
defect  in  an  emotionally  weakened  child  or  unnec- 
essarily traumatized  family  represents  a shallow 
scientific  victory  for  both  physician  and  patient 
Conversely,  successful  adaptive  personality  func- 
tioning in  a physically  malformed  human  bein£ 
can  be  the  result  of  a carefully  designed  compre 
hensive  treatment  program  and  represents  t 
triumph  for  all  that  is  best  in  the  application  o 
humanistic,  scientific  skills  and  principles.  Sucl 
a patient  and  family  are  the  beneficiaries  of  th< 
skillful  interweaving  of  both  the  art  and  th 
science  of  medicine. 

Therefore:  Adequate  psychological  evaluation  anc 
appropriate  education  or  treatment  programs  for  th< 
physically  handicapped  child  and  his  or  her  famil; 
should  (1)  be  routine  and  (2)  include  all  significan 
family  members  if  the  disabled  child  is  to  benefi 
from  a truly  comprehensive  rehabilitation  program. 

Index 

Following  is  an  abbreviated  checklist  for  plan 
ning  the  psychological  evaluation  and  treatment  o . 
a child  and  family  with  a chronic  physical  illnes 
or  disability. 

I.  Evaluation  of  the  child 

A.  Premorbid  personality — strength  and  weak 
nesses 

1.  Basic  intelligence;  school  performance 

2.  Degree  of  personality  maturation  and  sta 
bility 

3.  Particular  skills,  abilities,  interests 

4.  Behavior  disturbances;  learning  or  devel 
opmental  problems;  family  history  of  sig 
nificant  mental  disability 

B.  Age  of  onset  of  illness:  As  related  to  impac 
on  separation  from  parent;  ability  to  compre 
hend  illness  and  its  implications;  educability  i 
self-care,  and  so  on 
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1.  Birth  defects 

2.  Infancy 

3.  Childhood 

4.  Adolescence 

C.  Variety  and  nature  of  disability 

1 . Central  nervous  system 

2.  Orthopedic 

3.  Metabolic,  and  so  forth 

4.  Curable,  arrestable,  fatal 

D.  Principles  and  effects  of  hospitalization 

1.  Avoidance  if  possible 

2.  Age  of  separation,  parent  live-in,  substi- 
tute mother,  and  so  forth 

3.  Short-term  versus  long-term  hospitaliza- 
tion 

4.  Preparation  and  education  of  child  and 
family 

E.  Psychological  and  educational  management. 

Preventive  measures.  Anxiety  and  verbal 
catharsis;  education,  preparation,  reassu- 
rance, physician-patient  communication 
(frequency,  quality,  transference  and  coun- 
tertransference). The  education-psycho- 
therapeutic  spectrum. 

II.  Evaluation  of  parents  and  siblings 

A.  Identify  significant  positive  and  negative 
premorbid  psychodynamics  in  parents 
and  siblings 

B.  Identify  presence  of  any  common  psycho- 
pathogens in  parental  attitudes  toward 
child’s  specific  disability 

C.  Plan  initial  education  and  supportive 
measures  to  include  both  parents  and  all 
children 

D.  Refer  for  psychiatric  consultation  and 
evaluation  only  when  indicated 


Popular  heart  medications 
fail  to  prolong  life 

Two  popular  medications  that  are  widely  used  to  pre- 
vent recurrence  of  heart  attacks  do  not  prolong  life,  says 
a report  in  the  January  27  issue  of  the  Journal  of  the 
American  Medical  Association. 

The  two  drugs — clofibrate  and  niacin — are  widely 
orescribed  by  physicians  for  men  and  women  who  have 
lad  heart  attacks.  The  drugs  do  reduce  the  level  of 
holesterol  in  the  blood,  and  thus  were  thought  to  re- 
luce  the  chances  of  another  heart  attack. 

A nationwide  study  by  the  Coronary  Drug  Project, 
leaded  by  Jeremiah  Stamler,  M.D.,  of  Northwestern 
Jniversity  Medical  School,  Chicago,  involved  more  than 
>,000  patients  in  more  than  50  treatment  centers. 

The  study  found  that  post-heart  attack  patients  tak- 
ng  either  clofibrate  or  niacin  did  have  lower  cholesterol, 


Eastern  Virginia  Medical  School 
358  Mowbray  Arch 
Post  Office  Box  1980 
Norfolk,  Virginia  23501 
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but  had  no  greater  life  expectancy  than  those  taking 
only  a placebo  or  inert  substance.  Patients  in  the  study 
were  men  aged  thirty  through  sixty -four  years. 

“The  Coronary  Drug  Project  provides  no  evidence  on 
which  to  recommend  the  use  of  clofibrate  in  the  treat- 
ment of  persons  with  coronary  heart  disease.  There  is 
no  evidence  that  niacin  influences  mortality  of  survivors 
of  myocardial  infarction.” 

Niacin  also  causes  some  undesirable  side  effects,  in- 
cluding heart  and  gastrointestinal  problems,  and  “great 
care  and  caution  must  be  exercised  if  this  drug  is  to  be 
used  for  treatment  of  persons  with  coronary  heart  dis- 
ease.” 

Clofibrate  is  marketed  under  the  trade  name  of  Atro- 
mid-S.  Niacin  is  dispensed  under  several  trade  names — 
Efacin,  NIAC,  Nico-400,  Nicobid,  Nicolar,  Nicosode, 
Nico-Span,  Tega-Span  and  Wampocap. 
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For  more  than  thirty  years 
PREMARIN  (Conjugated  Estroger 
Tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 


synthetic  estrogen  supplements. 
For  more  than  thirty  years  it 
has  provided  the  complete  estroger 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  ha.1 
enjoyed  an  unparalleled  record  ol 
clinical  efficacy  and  acceptance. 

PREMARIN.  T he  only  estroger  : 
preparation  available  that  contair 
natural  estrogens  exclusively  and  ao 
meets  all  U.S.P.  specifications  foi 
conjugated  estrogens.  Assurance  c l 
quality  for  you  and  your  patients  < 
PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

(for  full  prescribing  information,  see  package 

circular. f 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Scienccs-Nalional  Research  Council 
and/or  other  information.  EDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause:  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
"Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  arc 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 years  postmenopausal:  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen -dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  meias- 
lascs.  and  this  usually  indicates  progression  of 
bone  mctastascs.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbcstrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbesirol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomala  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

I he  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  arc  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

I lie  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
0 selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vuivae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.R) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 ,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  botties  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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Metabolic  Disease 

Behavioral  aspects 

JOHN  F.  NICHOLSON,  M.D. 

New  York  City 

Associate  Attending  Pediatrician,  Babies’  Hospital,  The  Children's 
Medical  and  Surgical  Center  of  New  York,  Columbia- 
Presbyterian  Medical  Center,  and  Associate  Professor  of 
Pediatrics,  College  of  Physicians  and  Surgeons, 

Columbia  University 

Behavioral  aspects  of  metabolic  disease  signify 
to  me  features  of  these  disorders  not  related  to  in- 
tellectual deficiency  or  to  structural  neurologic 
disease.  Two  cases  are  illustrative  in  this  regard. 

Case  reports 

Case  1.  Several  years  ago  the  secretary  of  a colleague 
asked  me  to  see  a friend’s  daughter  who  was  having  “dif- 
ficulty in  school.”  This  seven  and  one-half-year-old  girl 
had  a spectacular  family  history,  including  a maternal 
grandmother  who  had  been  institutionalized,  a maternal 
uncle  who  had  been  treated  at  a Veterans’  Administra- 
tion Hospital  for  mental  troubles,  and  a mother  who  had 
had  a psychotic  episode.  The  girl  herself  was  the  prod- 
uct of  a normal  pregnancy,  labor,  and  delivery,  and  had 
had  no  neonatal  difficulties.  She  had  had  a normal 
early  feeding  pattern,  was  weaned  early  from  the  bottle, 
walked  at  fourteen  months,  and  talked  at  three  years  of 
age;  at  that  time,  her  pediatrician  considered  her  to  be 
mentally  retarded.  On  psychiatric  evaluation,  a clinical 
profile  was  developed  that  included  failure  to  establish 
appropriate  relationships  with  other  human  beings, 
fearfulness,  toewalking,  and  spinning  in  conjunction 
with  general  hyperactivity,  a good  memory,  and  a great 
deal  of  cunning.  A diagnosis  of  early  infantile  autism 
was  made,  and  she  was  placed  in  a program  for  emotion- 
ally disturbed  children.  She  was  thought  to  have  made 
significant  progress  in  this  program,  but  her  parents  had 
remained  concerned  over  her  behavioral  difficulties  and 
had  therefore  sought  consultation.  On  examination  in 
my  office  she  gave  every  evidence  of  autism.  Our  usual 
screening  tests  for  metabolic  disorders  included  a uri- 
nalysis that  gave  findings  positive  for  phenylpyruvic 
acid;  there  was  a large  amount  of  urinary  phenylalanine. 
Her  plasma  phenylalanine  was  47  mg.  per  100  ml.,  clear- 
ly establishing  the  diagnosis  of  phenylketonuria  (PKU). 
On  psychometric  examination,  her  I.Q.  level  was  rated 
at  50.  This  degree  of  intelligence  is  considered  rather 
high  for  untreated  phenylketonuria,  and  explains  why 
she  was  found  in  a school  for  emotionally  disturbed  chil- 
dren rather  than  in  an  institution  for  the  noneducable. 

Comment.  One  might  ask  the  question:  Is  autistic 

behavior  part  of  the  clinical  picture  of  phenylketonuria? 
Kratter1  carefully  studied  12  phenylketonuric  patients 
and  found  characteristics  similar  to  those  in  our  case  in 
1 1 of  the  12.  Usually  the  degree  of  retardation  is  severe 
enough  to  predominate  in  the  clinical  presentation,  but 
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In  a variety  of  metabolic  diseases  extending  from 
diabetes  mellitus  to  phenylketonuria , the  initial 
complaint  or  the  most  striking  clinical  manifesta- 
tions may  suggest  a behavioral  disorder.  Failure 
to  recognize  the  organic  nature  of  the  disorder  may 
lead  to  a delay  in  therapy  or  a serious  omission  in 
genetic  counseling.  On  the  other  hand,  several  in- 
born errors  of  metabolism  are  considered  to  have 
behavioral  implications  without  sufficient  sub- 
stantive evidence.  In  such  cases  therapy  may  be 
misdirected  and  actually  compound  the  behavioral 
abnormalities  by  inappropriate  dietary  restriction. 
A review  of  entities  often  missed  as  organic  disor- 
ders and  of  entities  without  clear  causal  relation- 
ship to  clinical  disease  is  necessary  periodically  as 
new  evidence  appears. 


7 of  135  patients  of  Fishler’s2  series  were  diagnosed  as 
having  “early  infantile  autism”  prior  to  biochemical 
testing.  There  is  a further  lesson  to  be  learned  from  our 
case.  The  patient’s  brother  was  born  a year  after  the 
diagnosis  of  autism  was  made,  without  benefit  of  genetic  t 
counseling  and  without  awareness  on  the  part  of  either  i 
the  obstetrician  or  the  pediatrician  that  he  might  have  ; 
phenylketonuria.  Although  the  brother  was  born  dur-  I 
ing  the  era  of  Guthrie  testing,  which  his  sister  missed,  I 
we  are  all  aware  that  the  Guthrie  test  misses  about  10 
per  cent  of  phenylketonuric  patients  when  performed  in 
the  nursery  and  that  there  are  sometimes  delays  of  sev- 1. 
eral  weeks  before  therapy  is  instituted  on  the  basis  of 
Guthrie  screening  test  findings  positive  for  phenylke- 
tonuria. A final  point  to  be  made  concerns  the  behav- 
ioral theory  of  early  infantile  autism.  The  frequency 
with  which  autistic  manifestations  are  seen  in  organical- 
ly ill  children  and  the  repeated  observation  of  a single 
autistic  child  within  an  otherwise  normal  sibship  have 
supported  Kanner’s3  doubts  concerning  a purely  behav- 
ioral explanation  for  early  infantile  autism;  that  is,  that 
emotionally  inadequate  parents  fail  to  establish  normal 
parent-child  relationships  in  early  infancy,  thus  ren- 
dering the  infant  unable  to  establish  appropriate  inter- 
personal relationships.  Early  infantile  autism  should  / 
be  considered  a manifestation  of  organic  cerebral  dys 
function  until  shown  to  be  otherwise. 

Case  2.  Jerry  C.  Jacobs,  M.D.,  was  the  last  of  severa 
pediatricians  who  cared  over  a period  of  years  for  thi 
children  of  a highly  intelligent  professional  family;  h' 
also  made  the  diagnoses.  Two  of  the  parents’  4 childrei 
were  healthy  and  had  no  difficulties.  A third  child,  . 
girl,  had  exhibited  “failure-to-thrive”  symptoms  in  earl 
infancy,  sufficient  to  warrant  inpatient  evaluation.  N- 
specific  diagnosis  was  made.  She  improved  sponta 
neously,  although  she  showed  somewhat  delayed  devel 
opmental  milestones  and  unusual  behavior  warrantin 
psychologic  evaluation.  She  was  found  to  have  low-noi 
mal  intelligence  and  what  was  described  as  a mature 
tional  lag,  for  which  psychiatric  counseling  was  advisee 
It  was  recommended  that  she  attend  a class  for  emotior 
ally  disturbed  persons  because  of  hyperactivity,  impu 
siveness,  and  a short  attention  span.  The  fourth  chile 
a boy,  had  also  shewn  mild  “failure-to-thrive”  signs  i 
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TABLE  I.  Psychic  characteristics  in  galactosemic  children 


Investi- 

gators 

Number 

of 

Subjects 

Mean 

IQ 

Level 

Specific  Learning 
Disability 

Kom  rower* 

60 

80 

None  detected 

Fishier4 

45 

91 

Visual-perceptual  diffi- 
culty 29/45 

Nadler* 

55 

91 

Behind  one  or  more 
years  in  school,  80 
per  cent 

early  infancy,  with  feeding  difficulties  and  vomiting,  but 
was  not  sufficiently  ill  to  warrant  inpatient  evaluation. 
On  entering  school  he  was  found  to  have  visual  difficul- 
ties, due  to  myopia,  and  also  to  have  small  nuclear  cata- 
racts. Even  when  his  visual  problems  were  corrected  he 
had  a reading  difficulty.  On  psychometric  evaluation 
he  was  found  to  have  low-normal  intelligence  and  evi- 
dence of  minimal  cerebral  dysfunction.  W hen  the  af- 
fected girl  was  twelve  years  old,  ophthalmologic  exami- 
nation findings  revealed  that  she  too  had  nuclear  cata- 
racts. Analysis  of  the  blood  of  both  children  for  galac- 
C tose  1-phosphate  uridyl  transferase  showed  levels  com- 
patible with  classic  galactosemia. 

Comment.  When  one  reconstructs  the  clinical  pic- 
ture of  early  failure  to  thrive,  of  cataracts,  and  of  learn- 
ing disability  in  siblings,  the  diagnosis  is  easy,  but  sever- 
al very  good  pediatricians  missed  that  diagnosis  on  nu- 
merous occasions  because  the  children’s  failure  to  thrive 
was  not  accompanied  by  severe  hepatic  disease,  as  ex- 
| pected  in  classic  galactosemia,  and  because  their  cata- 
racts were  not  obvious  on  ophthalmoscopic  examination. 
Are  the  psychic  disorders  observed  in  these  children 
■ clearly  related  to  galactosemia?  One  cannot  be  abso- 
lutely certain,  of  course,  but  three  large  series  from  the 
* literature  showed  a similar  pattern,  that  is,  failure  to 
achieve  intelligence  equivalent  to  that  expected  on  the 
basis  of  the  intelligence  of  parents  and  unaffected  sib- 
lings, learning  disabilities,  and  a syndrome  of  delayed 
psychologic  development  (Table  I).4-6  Since  some  de- 
gree of  central  nervous  system  damage  apparently  oc- 
curs in  utero,  the  best  results  of  therapy  with  galactose- 
free  diets  seem  to  be  obtained  when  galactose  intake  to 
the  mother  is  restricted  during  pregnancy.  It  is  ob- 
vious, therefore,  that  the  diagnosis  of  galactosemia  is  a 
very  critical  one,  both  for  genetic  counseling  and  for 
management  of  subsequent  pregnancies. 

3ehavioral  manifestation  disorders 

Other  disorders  in  which  behavioral  manifesta- 
I tions  may  predominate  in  the  initial  clinical  pic- 
ure  are  shown  in  Table  II.  At  the  top  of  the  list  is 
j (besch-Nyhan  disease,  a sex-linked  disorder  of  pu- 
ine  metabolism  which  leads  to  excessive  produc- 
ion  and  excretion  of  uric  acid.’  The  degree  of  in- 
ellectual  retardation  is  quite  severe  in  the  fully 
leveloped  disease,  but  the  clinical  presentation  is 
lominated  by  the  remarkably  consistent  tendency 
oward  self-mutilation.  The  association  is  such 
hat  a mentally  retarded  boy  who  has  chewed  away 
ingers  or  lips,  or  both,  must  be  considered  to  have 
^esch-Nyhan  disease  until  proved  otherwise. 

Next  is  Hartnup  disease,  which  mimics  in  clini- 
al  presentation  niacin  deficiency.  The  clinical 
icture  consists  of  a pellagra-like  skin  rash  associ- 


TABLE  II.  Some  metabolic  disorders  with  behavioral 
manifestations  disorders 


Disorder 

Age  at 
Clinical 
Onset 

Behavioral 

Manifes- 

tation 

Intelligence 

Lesch-Nyhan 

Infancy 

Self-muti- 

Low 

disease 

lation 

Hartnup 

Childhood 

Dementia, 

Normal, 

disease 

and  older 

psychosis 

some  low 

Wilson’s 

Adolescence 

Varied 

Normal 

disease 

and  older 

Acute  inter- 

Adolescence 

Varied 

Normal 

mittent 

and  older 

porphyria 

Late  onset 

Adult 

Psychosis 

Deterio- 

metachro- 

rates 

matic  leuko- 

dystrophy 

ated  with  acute  episodes  of  neurologic  dysfunc- 
tion, particularly  cerebellar  ataxia,  and  episodes  of 
psychotic  behavior  associated  with  dementia.8 
The  clinical  disease  appears  to  respond  to  nicotin- 
amide therapy.  This  disorder  can  certainly  be 
symptomatic  in  childhood,  although  some  patients 
have  not  had  manifestations  until  adult  life. 

Acute  intermittent  porphyria  is  generally  con- 
sidered in  the  differential  diagnosis  of  abdominal 
pain,  but  it  must  also  be  noted  that  serious  psychic 
disorders  have  been  associated  with  this  disorder.9 
Recent  popular  and  medical  literature  has  had 
several  references  to  King  George  III  of  England 
whose  erratic  behavior  has  been  attributed,  rightly 
or  wrongly,  to  his  being  a victim  of  porphyria10; 
generally  there  are  no  clinical  manifestations  until 
adolescence.  Therefore,  although  the  disease  is 
undoubtedly  the  result  of  an  inborn  error  of  me- 
tabolism, it  presents  symptoms  of  an  acquired 
problem. 

Wilson’s  disease,  which  is  associated  with  wide- 
spread deposition  of  copper  in  tissues,  clinically 
affects  eyes,  liver,  and  nervous  system.  A large 
percentage  of  affected  subjects  have  psychiatric 
difficulties  as  symptomatic  complaints.11  The  as- 
sociation of  Wilson’s  disease  and  psychiatric  prob- 
lems is  probably  real  since  the  removal  of  copper 
by  chelating  agents  such  as  penicillamine  results 
in  significant  amelioration  of  the  behavior  disor- 
der. 

Adult  metachromatic  leukodystrophy  is  a disor- 
der of  sulfatide  storage,  the  initial  manifestation  of 
which  is  acute  schizophrenic  reaction.12  Subse- 
quently, there  is  progressive  deterioration  of  cen- 
tral nervous  system  function,  and  then  eventual 
death.  The  relationship  between  storage  of  sulfa- 
tides  and  the  presenting  psychiatric  problem  is  es- 
tablished by  postmortem  examination.  Since  re- 
versal of  the  behavior  disorder  has  not  been  ac- 
complished, one  cannot  be  absolutely  certain  that 
there  is  a strict  cause-and-effect  relationship  be- 
tween sulfatide  storage  and  acute  schizophrenic 
reaction. 
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• • % of  cumulative  total  histidinemic  subjects  with  normal  intelligence 

o—O  % of  cumulative  normally  intelligent  histidinemics  with  language  disorder 


(2)  (3)  (5) 


FIGURE  1.  Graphic  analysis  of  Neville’s14  summary  of 
histidinemic  subjects  with  respect  to  intelligence  and  lan- 
guage development. 

Conclusion 

In  the  disorders  considered  thus  far,  the  pattern 
of  psychic  disturbances  has  either  been  present 
very  consistently  or  reversible  with  treatment; 
thus,  the  association  between  psychic  disturbance 
and  the  biochemical  abnormality  can  be  said  to  be 
causative  with  some  degree  of  reliability.  Cause- 
and -effect  is  frequently  difficult  to  establish,  and 
the  last  disorder  to  be  considered,  histidinemia,  is 
rather  illustrative  in  this  regard.  Histidinemia  is 
a disorder  of  the  metabolism  of  histidine  in  which 
histidase  activity  is  grossly  deficient.  The  disor- 
der frequently  results  in  false  positive  test  results 
for  phenylketonuria  in  the  urine  and  always  in  ele- 
vated histidine  levels  in  blood.  It  was  described 
by  Ghadimi,  Partington,  and  Hunter  in  1961. 13 
Figure  1 is  derived  from  a review  of  histidinemia 
by  Neville  in  197214;  he  accepted  42  cases  as  hav- 
ing sufficient  documentation  to  allow  an  assess- 
ment of  the  relationship  between  central  nervous 
system  dysfunction  and  the  biochemical  abnor- 
mality. All  the  initially  described  cases  had  nor- 
mal intelligence.  There  was  then  a sharp  falloff. 
As  the  number  of  cases  had  progressed  from  8 to 
42,  the  percentage  of  normally  intelligent  histidi- 
nemic patients  had  remained  constant  at  about  60 
to  70  per  cent.  The  percentage  of  cumulative  his- 
tidinemic patients  with  normal  intelligence  who 
have  language  disorders  is  also  shown  in  Figure  1. 
One  of  the  first  2 cases  had  a language  disorder;  all 
the  next  3 subjects  had  language  disorders,  so  that 
with  5 total  cases  80  per  cent  had  an  isolated  disor- 
der of  language  development.  As  more  histidi- 
nemic subjects  with  normal  intelligence  were  dis- 
covered, this  phenomenon  essentially  ceased  to  ap- 
pear, only  1 of  the  next  21  patients  having  an  iso- 
lated language  disorder.  The  association  then  be- 
tween a specific  language  disorder  and  histidinem- 
ia has  become  progressively  less  tenable.  One  also 
has  to  ask  who  is  being  screened  for  histidinemia. 


If,  for  instance,  only  children  who  had  evidence  of 
brain  damage  were  screened  for  histidinemia  it 
would  be  difficult  to  establish  that  brain  damage, 
a prerequisite  for  screening,  was  caused  by  that  for 
which  the  screening  was  done.  A quick  test,  in  it- 
self imperfect,  for  such  a bias,  can  be  made  by  ask- 
ing the  question,  “What  is  the  status  of  the  sib- 
lings of  the  index  case?”  I have  asked  the  ques- 
tion of  Neville’s14  summary,  “What  is  the  intelli- 
gence of  histidinemic  subjects  whose  disease  was 
discovered  as  a result  of  family  screening  after  the 
identification  of  an  index  case?”  Although  28  of 
the  total  42  patients  with  histidinemia  accepted  by 
Neville  had  normal  intelligence,  of  13  patients 
whose  diagnosis  was  made  because  a sibling  had 
histidinemia  only  1 showed  intellectual  retarda- 
tion. This  type  of  analysis  casts  some  doubt  on 
the  assumption  that  histidinemia  is  a clinical  dis- 
ease, but  it  certainly  does  not  prove  a case.  What 
must  be  asked  is,  “In  an  unbiased  population  is 
there  an  association  between  histidinemia  and  im- 
paired central  nervous  system  development?” 
This  question  has  not  been  answered. 

In  conclusion,  then,  there  are  clear  associations 
between  behavior  disorders  and  some  metabolic 
errors,  but  one  must  approach  such  associations 
with  caution. 

Department  of  Pediatrics 
College  of  Physicians  and  Surgeons 
3975  Broadway 
New  York,  New  York  10032 
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QUESTION  175.  This  patient  is  a forty-three-year-old  female  with  a long  history  of  rheumatic  heart  disease.  What 
is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  175.  The  rhythm  is  atrial  fibrillation; 
P waves  are  not  seen,  but  fibrillatory  waves  are 
present. 

The  mean  electrical  axis  in  the  frontal  plane  is 
plus  120  degrees.  The  R wave  in  Vi  is  almost 
equal  to  the  S wave.  Deep  S waves  are  present  in 
V9  and  V3.  A prominent  R wave  is  seen  again  in 

v6. 


The  marked  right-axis  deviation  as  well  as  a 
large  R in  Vi  suggest  right  ventricular  hypertro- 
phy. A lead  VR3  to  the  right  of  Vi  did  show  an  R 
greater  than  S confirming  the  diagnosis.  The 
presence  of  a deep  S in  V2  and  V3  plus  a large  R in 
Ve  is  consistent  with  left  ventricular  hypertrophy. 
This  electrocardiogram  is  compatible  with  com- 
bined ventricular  hypertrophy. 

Question  176.  Each  QRS  is  proceeded  by  a P 
wave  which  varies  in  configuration  and  polarity. 
The  rhythm  is  grossly  irregular.  The  diagnosis  is 
wandering  atrial  pacemaker.  Usually  this  ar- 
rhythmia has  clinical  significance.  It  may  repre- 
sent disease  of  the  sino-atrial  node. 


Oral  diabetic  drugs 
again  held  hazardous 

The  oral  diabetic  drugs  once  again  have  been  declared 
hazardous,  possibly  causing  10,000  to  15,000  premature 
deaths  each  year  in  the  United  States. 

A blue-ribbon  panel  of  experts  in  biomedical  statistics 
of  the  Biometric  Society  declares  that  the  University 
Group  Diabetes  Program  study  of  almost  five  years  ago 
was  valid  and  that  “in  light  of  the  UGDP  findings,  it  re- 
mains with  the  proponents  of  the  oral  agents  to  conduct 
scientifically  adequate  studies  to  justify  the  continued 
use  of  such  agents.” 

In  1970  the  University  Group  Diabetes  Program 
(UGDP)  declared  that  deaths  from  heart  disease  were 
twice  as  high  among  those  taking  the  oral  drugs  as  com- 
pared to  other  treatment  groups. 

This  report  was  criticized  by  a group  of  practicing 
physicians,  and  the  National  Institutes  of  Health  re- 
quested the  Biometrics  Society  to  undertake  a review 
and  reanalysis  in  depth  of  the  UGDP  report.  Meantime 
the  oral  drugs  have  continued  in  use. 

Approximately  four  million  Americans  have  diabetes, 
and  more  than  1.5  million  are  currently  being  treated 
with  oral  medications. 

The  Biometrics  Society  committee  is  composed  of  top 
scientists  from  the  United  States,  the  Netherlands,  and 
Italy,  with  consultants  from  the  United  Kingdom  and 
West  Germany.  The  committee  also  took  advantage  of 
clinical  consultation.  Chairman  is  Dr.  Colin  White, 
chairman  of  the  Department  of  Epidemiology  and  Pub- 
lic Health,  Yale  University.  The  full  committee  met  six 
times  during  the  period  August,  1972,  to  October,  1974, 
to  review  in  detail  the  findings  of  the  UGDP  study. 
Their  report  was  published  in  full  in  the  February  10, 
1975,  issue  of  the  Journal  of  the  American  Medical  As- 
sociation. 

“We  find  most  of  the  criticisms  levelled  against  the 
UGDP  findings  on  this  point  (heart  disease  deaths)  un- 


persuasive,” the  biometricians  conclude. 

The  drug  most  closely  examined  in  the  UGDP  study 
was  tolbutamide. 

Of  the  patients  in  the  study  treated  with  tolbutamide 
12.7  per  cent  died  from  cardiovascular  causes,  as  com- 
pared to  6.2  per  cent  or  less  in  the  other  treatment 
groups.  The  U.S.  Food  and  Drug  Administration  rec- 
ommended several  years  ago  that  tolbutamide  be  used 
only  in  patients  who  had  adult  onset,  stable  diabetes 
that  could  not  be  controlled  by  diet  alone,  and  who,  for 
some  good  reason,  could  not  be  treated  with  insulin. 

After  the  UGDP  study  was  challenged,  Dr.  Robert  Q. 
Marston,  then  director  of  the  National  Institutes  of 
Health,  and  Dr.  G.  Donald  Whedon,  director  of  the  Na- 
tional Institute  of  Arthritis,  Metabolism  and  Digestive 
Diseases,  asked  the  Biometric  Society  to  undertake  a re- 
study of  the  findings. 

In  an  editorial  accompanying  the  report  in  the  Jour- 
nal, Dr.  Thomas  Chalmers,  president  of  Mount  Sina 
Medical  Center  and  dean  of  Mount  Sinai  School  0 
Medicine,  declares  that  “The  over-all  judgment  of  thi 
experts  (the  Biometrics  Society  committee)  is  that  th' 
shortcomings  of  the  UGDP  study  are  not  sufficient  t> 
invalidate  the  results,  and  these  are  not  contradicted  b; 
other  studies.  The  probability  that  oral  hypoglycemi 
agents  cause  premature  deaths  from  cardiovascular  dis 
ease  remains  valid. 

“Assuming  that  hypoglycemic  drugs  are  actually  dar 
gerous,  why  have  their  sales  continued  to  expand  stead 
ly  in  the  last  fifteen  years,  with  only  a slight  dip  for  on 
year  after  the  UGDP  report?” 

One  explanation,  Dr.  Chalmers  said,  “is  the  strong  d(  t 
sire  of  both  physicians  and  patients  for  a way  to  treat  d 
abetes  which  does  not  involve  injections,  and  this  has  ri 
suited  in  a natural  reluctance  to  accept  any  possibi.il 
that  the  drugs  might  be  harmful.  If  the  drugs  do  caus  i 
premature  death,  one  might  estimate  that  there  a 
10,000  to  15,000  such  unnecessary  deaths  occurring  ea< 
year  in  the  United  States  alone.” 


i 
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Toxoplasmosis  is  a multisystem  disease  with  a 
worldwide  distribution.  Its  varied  clinical  mani- 
festations require  that  many  different  medical 
ispecialists  such  as  the  internist,  pediatrician, 
'ophthalmologist,  neurologist,  and,  of  course,  the 
general  practitioner  become  familiar  with  the  par- 
asite Toxoplasma  gondii  and  its  varied  and  prote- 

Ian  manifestations.  Toxoplasmosis  can  he  either 
congenital  or  acquired;  it  affects  every  organ  in  the 
oody. 

That  toxoplasmosis  is  actually  a common  dis- 
ease is  borne  out  by  the  statement  of  Fair1  who  re- 
aorted  that  “It  has  become  clear  that  toxoplas- 
mosis is  one  of  the  most  common  diseases  of  man- 
cind.”  He  continues  to  stress  that  the  classic  dis- 
ease is  common  enough,  but  other  forms  such  as 
> -ongenital  toxoplasmosis  are  responsible  for  a tre- 
mendous amount  of  visual  disability  and  account 
or  a number  of  previously  unexplained  cases  of 
mental  retardation.  Toxoplasmosis  can  also  pro- 
luce  severe,  even  fatal  disease  with  a wide  variety 
>f  symptoms  mimicking  any  one  of  a number  of  se- 
ious  illnesses  such  as  infectious  mononucleosis, 
xanthema,  hepatitis,  lymphadenopathies,  myo- 
arditis,  pericarditis,  pneumonitis,  and  choriore- 
initis. 

All  warm-blooded  animals  are  susceptible  to  in- 
ection  with  T.  gondii.  Human  beings  may  ac- 
uire  it  as  the  result  of  eating  or  handling  raw  or 
ndercooked  infected  meat.  Cysts  found  in 
uman  tonsils  and  saliva  have  proved  extremely 
esistant  to  digestive  juices.  There  is  some  evi- 
ence  to  indicate  the  possibility  of  transmission  of 
ie  organism  via  the  respiratory  route.  Although 
its  are  definitive  hosts  and  a form  of  Toxoplasma 
ysts  can  be  found  in  their  feces,  their  role  in  the 
ansmission  of  toxoplasmosis  to  human  beings 
as  not  yet  been  conclusively  established.  Never- 


theless, it  is  recommended  that  gloves  be  worn 
when  cleaning  cat  litters  or  children’s  sandboxes  to 
which  cats  have  access.  Advice  from  the  Federal 
Center  for  Disease  Control  warns  pregnant  women 
in  particular  not  to  handle  cat  litter  pans  or  to 
wear  disposable  gloves  when  doing  so.  The  Center 
also  recommends  that  physicians  consider  serolog- 
ic testing  of  their  pregnant  patients  for  evidence  of 
Toxoplasma  infection. 

Toxoplasmosis  is  interesting.  As  noted,  it  may 
be  congenital  or  acquired.  Autopsies  have  re- 
vealed the  presence  of  cell  changes  in  all  tissues, 
particularly  in  the  eye  and  central  nervous  system 
in  congenital  disease  and  in  the  muscles  and 
lymph  nodes  in  the  acquired  form. 

Early  prenatal  infection  may  lead  to  death  of 
the  fetus;  infection  later  in  pregnancy  may  cause 
chorioretinitis,  brain  damage  with  intracerebral 
calcification,  fever,  jaundice,  rash,  hepatomegaly, 
and  splenomegaly.  Xanthochromic  spinal  fluid 
and  convulsions  are  evident  at  or  shortly  after 
birth.  Congenital  toxoplasmosis  may  remain  dor- 
mant or  may  progress.  In  some  cases  systemic 
manifestations  in  the  adult  may  be  a relapse  of 
dormant  congenital  disease  such  as  congenital  ocu- 
lar toxoplasmosis.  Furthermore,  acquired  toxo- 
plasmosis may  exist  many  years  in  latent  form; 
thus  the  symptomatic  disease  in  an  adult  may  be  a 
reactivation  of  latent  acquired  disease,  not  a pri- 
mary infection.  Thus  it  will  be  the  purpose  of  this 
review  to  acquaint  the  physician  with  the  many 
faces  of  toxoplasmosis  from  its  microbiology  to  its 
clinical  manifestations,  diagnosis,  and  treatment. 

History 

T.  gondii  was  first  recognized  in  acute  infections 
of  gondis  (rodents)  and  rabbits.  The  name  was 
derived  from  the  Greek  word  “toxon,”  meaning 
bow  or  arc,  a reference  alluding  to  their  curved  lu- 
nate shape.  They  are  not  toxic;  however,  their 
harmful  effects  depend  mainly  on  intracellular 
parasitism. 

In  1908  Nicolle  and  Manceaux2  identified  Toxo- 
plasma in  a North  African  rodent,  the  gondi,  and 
Splendore3  found  the  parasite  in  rabbits  from  Bra- 
zil. These  almost  simultaneous  publications  show 
that  the  organism  was  present  on  at  least  two  con- 
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tinents,  implying  that  it  might  be  present  in  other 
places  as  well.  Since  it  was  shown  to  invade  the 
tissues  of  at  least  two  vertebrate  species,  there  was 
reason  to  suspect  that  other  kinds  of  victims  might 
exist.  This  was  proved  in  1913,  when  in  Italy, 
Carini  and  Maciel4  reported  natural  Toxoplasma 
infection  in  a dog.  The  first  real  suggestion  that 
this  parasite  might  be  related  to  human  illness 
came  in  1923  when  Janku5  described  the  parasite 
in  retinal  sections  taken  from  an  infant  which  ap- 
parently had  died  of  congenital  toxoplasmosis.  In 
1939,  Wolf,  Cowen,  and  Paige6  wrote  a classic  re- 
port that  gave  much  impetus  to  toxoplasmosis  re- 
search. They  were  able  to  innoculate  animals 
with  toxoplasmosis  from  tissue  taken  from  an  in- 
fant with  neonatal  encephalitis  in  New  York  City. 
Within  a few  years  Sabin  and  Ruchman7  showed 
that  antibodies  to  toxoplasmosis  could  be  demon- 
strated by  mixing  organisms  with  the  sera  of  pa- 
tients and  injecting  the  mixture  into  the  skin  of 
the  rabbit.  The  presence  of  antibodies  was  indi- 
cated by  the  inhibition  of  the  necrosis  of  the  tis- 
sue. However,  the  procedure  was  hampered  by 
the  complicated  and  tedious  antibody  measuring 
system,  and  after  a few  dilutions  of  serum  all  sera 
became  negative.  Sabin  and  Ruchman'  also  de- 
scribed cases  of  congenital  toxoplasmosis,  depict- 
ing their  clinical  characteristics.  He  reported  sev- 
eral clear  instances  of  postnatally  acquired  infec- 
tion and  described  the  effects  of  various  drugs  on 
the  parasite. 

The  start  of  World  War  II  marked  the  beginning 
of  a halt  to  the  research  on  toxoplasmosis.  Toxo- 
plasma was  considered  a curious  intracellular  par- 
asite which  occurred  in,  and  could  be  transmitted 
to,  a variety  of  animals.  After  the  war  Sabin  and 
Feldman8  discovered  the  dye  test,  which  was  a 
major  breakthrough.  At  about  the  same  time 
Warren  and  Russ9  described  an  antigen  from  Tox- 
oplasma-infected chick  embryos  which  could  be 
used  in  CF  (complement  fixation)  and  skin  tests, 
and  Frenkel10  reported  that  antigen  made  from 
the  peritoneal  exudates  of  infected  mice  also  could 
be  used  to  elicit  skin  reactions  which  were  of  the 
delayed  type. 

The  results  of  the  dye  test  breakthrough  showed 
that  (1)  antibodies  detected  with  the  dye  test  were 
specific  and  persistent  and  thus  were  suitable  not 
only  for  diagnostic  purposes  in  individual  cases, 
but  also  for  broad-scale  serologic  epidemiologic 
studies  as  well;  (2)  skin  tests  could  not  be  standar- 
dized, no  matter  which  antigen  was  used,  and  they 
did  not  correlate  well  with  titers  of  the  dye  test; 
and  (3)  as  the  dye  test  aided  the  diagnosis  of  the 
disease,  that  congenital  toxoplasmosis  was  a 
worldwide  problem. 

More  recently,  additional  serologic  tests  have 
become  available,  and  the  IgM  (immunoglobulin), 
IFA  (indirect  fluorescent  antibody)  and  IgG  IFA 
tests  have  assumed  increasing  prominence.1 1,12 


These  have  the  distinct  advantage  of  not  requiring 
live  parasites,  a fact  which  increased  their  accepta- 
bility for  broad-scale  use.  The  IHA  (indirect 
hemagglutination  antibody)  method  also  is  being 
used,12  but  the  results  obtained  with  it  do  not  al- 
ways agree  with  those  of  the  dye  or  IFA  methods. 

Microbiology 

T.  gondii  is  a coccidial  parasite,  and  like  most 
other  coccidia,  it  has  an  enteroepithelial  cycle  in  a 
specific  host,  resulting  in  the  formation  of  oocysts. 
Only  domestic  cats  and  certain  other  members  of 
the  Felidae  have  been  shown  to  produce  Toxoplas- 
ma oocysts.13  The  nomenclature  for  the  asexual 
and  sexual  stage  of  the  enteroepithelial  cycle  of  T. 
gondii  is  typical  of  other  coccidia.  Atypically, 
however,  some  of  these  enteric  stages  of  Toxoplas- 
ma organisms  pass  through  several  multiplicative 
generations  and  have  been  designated  types  A 
through  E. 

Unlike  most  coccidia,  T.  gondii  has  an  extracel- 
lular (tissue)  cycle.  At  least  two  old  and  two  new 
systems  of  nomenclature  exist  at  the  present  time 
for  these  asexual  extraintestinal  stages.  In  the 
past  the  individual  organisms  in  tissues  were 
called  “merozoites,”  cyst  forms,  or  just  “zoites.’  ■ 
The  new  terms  suggested  are  “bradyzoites,”  re 
fleeting  the  slow  replication  of  encysted  organisms 
or  “cystozoites,”  14  indicating  their  occurrence  ii 
cysts.  There  is  confusion  and  controversy  ove 
the  misleading  and  possibly  inappropriate  tern 
“pseudocyst”  which  has  been  used  both  for  cyst 
and  noncysts.13’15,16  “Bradyzoites”  thus  seems  t 
be  a more  meaningful  term  than  cystozoites.  Th 
terms  “trophozoite”  or  “proliferative  form”  hav 
been  used  for  individual  organisms  found  free  c;» 
intracellularly  in  tissue  groups.  The  new  term 
suggested  for  trophozoites  are  “tachyzoites,”  ind 
eating  the  rapid  replication  of  this  stage,  or  “end(  » 
zoites,”  reflecting  replication  by  endodyogeny  (d 
vision  into  two  internal  buddings).  Endogeny  ah'  <S 
occurs  in  bradyzoites  and  type  A and  B organism 
however,  and  endopolygeny  (multiple  endodyi 
geny)  occurs  in  type  B and  A organisms.  Then 
fore,  the  term  tachyzoite  seems  preferable  to  end' 
zoite.  In  addition,  tachyzoites  correlate  with  br 
dyzoit.es  in  indicating  the  rate  of  replication 
these  organisms.13 

The  life  cycle  of  T.  gondii  has  been  broken  dov 
to  five  definitive  stages  which  are: 

1.  Enteroepithelial  multiplicative  stage. 

2.  Gametocyte  stage. 

3.  Oocyte  stage. 

The  fourth  and  fifth  stages  occur  in  the  extrai’ 
testinal  (tissue)  cycle  in  incomplete  (intermedia  * 
as  well  as  feline  hosts. 

4.  Tissue-group  stage  of  tachyzoites  formed  dur  ; 

acute  infection. 
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5.  Tissue-cyst  stage  of  bradyzoites  formed  during 
chronic  infection. 

Pathology 

T.  gondii  is  an  obligate  intracellular  protozoan. 
The  organism  is  round,  ovoid,  or  cresent  shaped 
and  usually  measures  about  2.5  by  5 microns.  It 
has  a basophilic  cytoplasm  and  a prominent  nucle- 
us. They  are  transmitted  to  man  primarily 
through  the  feces  of  cats,  but  other  mammals  such 
as  cattle,  sheep,  and  pigs  can  acquire  the  primary 
infection.  Man  may  then  he  infected  by  eating  in- 
adequately cooked  meat.  Transplacental  infec- 
tion also  occurs  in  man,  inducing  a congenital  form 
of  this  disease. 

When  the  parasite  is  introduced  to  the  host,  it 
produces  a parasitemia.  This  was  found  in  rats 
four  to  seventy-two  hours  after  inoculation  and 
was  at  its  maximum  in  four  to  five  days,  after 
which  it  was  sporadically  present  until  the  tenth 
day.  After  ingestion  of  encysted  bradyzoites,  the 
extraintestinal  (extraenteroepithelial)  cycle  begins 
with  the  development  of  tachyzoites  in  the  lamina 
propria  of  the  intestine  of  any  mammalian  host.1 ! 
The  extraintestinal  cycle  constitutes  the  entire 
cycle  in  the  nonfelidae  (intermediate)  host.  In 
i cats  it  initially  occurs  simultaneously  with  the  en- 
i teroepithelial  cycle.151  ‘ Tachyzoites  spread  from 
cell  to  cell  and  are  disseminated  to  various  organs 
in  macrophages,  lymphocytes,  granulocytes,  and  in 
free  forms  in  the  circulation.  Most  of  these  tachy- 
zoites are  arrested  in  lymph  nodes,  liver,  and 
lungs,  and  a variable  number  enter  the  lymphatics 
and  blood.13  Encysted  bradyzoites  develop  intra- 
:ellularly  with  particular  affinity  for  neurons,  reti- 
nal cells,  and  cardiac  and  skeletal  muscle.  In  spite 
)f  infection  by  the  parasite,  signs  of  illness  are 
arely  seen.  Sometimes  this  is  because  all  the  par- 
asites are  destroyed  by  the  host’s  defenses,  but 
nore  often  because  while  many  are  destroyed,  oth- 
ers encyst  in  brain,  cardiac  and  skeletal  muscle, 
ind  to  a lesser  extent  in  lung,  liver,  spleen,  uterus, 
md  intestinal  wall.  These  cysts  appear  as  early  as 
ive  to  six  days  after  infection  and  lie  dormant  for 
png  periods,  sometimes  for  the  natural  life  of  the 
lost. 

| T.  gondii  are  able  to  survive  and  multiply  within 
irtually  any  cell  type  encountered  in  the  human 
ost.  The  oocyst  lodges  in  the  bowel  mucosa,  ger- 
linates,  and  releases  organisms  which  are  spread 
iroughout  the  blood.  In  this  dissemination,  no 
rgan  or  tissue  is  spared.  After  infection  the  clini- 
il  sequelae  can  vary  from  an  asymptomatic  con- 
ition  to  a terminal  illness  dependent  on  natural 
distance,  acquired  immunity,  and  the  develop- 
ment of  delayed  hypersensitivity  following  expo- 
ire  to  the  parasite.  Acute  generalized  toxoplas- 
osis  is  usually  characterized  by  a rash  and  in- 
ilvement  of  the  lungs,  heart,  skeletal  muscles, 
•Ter,  brain,  retina,  and  choroid.  The  clinical  syn- 


drome in  congenital  toxoplasmosis  appears  as  hy- 
drocephalus with  cerebral  calcification,  hepato- 
splenomegaly,  jaundice,  and  bilateral  retinochoro- 
ditis.  Parasitized  cells  are  destroyed  by  the  prolif- 
eration of  trophozoites.  An  inflammatory  infil- 
trate is  found  in  these  foci  composed  of  macro- 
phages and  rare  neutrophils.  Reticuloendothelial 
hyperplasia  and  lymphadenopathy  are  prominent 
features  of  systemic  toxoplasmosis.  The  changes 
in  the  lung  take  the  form  of  an  interstitial  pneu- 
monitis and  are  therefore  quite  similar  to  those 
seen  in  viral  pneumonia.  In  the  central  nervous 
system,  the  basic  lesion  is  a microglial  nodule  at 
the  sites  of  localization  of  the  parasites.  Capillar- 
ies may  be  injured  by  the  parasite  in  the  endothe- 
lium. 

Congenital  toxoplasmosis  produces  a diffuse  in- 
flammatory process  in  the  nervous  system  which 
seems  to  be  most  intense  in  the  cerebral  cortex, 
the  basal  ganglia,  and  the  periventricular  tissues. 
Miliary  granulomas  and  small  areas  of  necrosis 
which  develop  into  cavities  are  typical.  Later, 
there  is  extensive  gliosis,  and  deposits  of  calcium 
are  apt  to  appear.  The  meninges  and  the  ependy- 
ma show  miliary  tubercles.  Hydrocephalus  is  fre- 
quently present  probably  as  a result  of  occlusion  of 
the  aqueduct  of  Sylvia  by  the  ependymitis.  Large 
lesions  are  often  found  in  the  retinae.  In  addition, 
the  spinal  cord  may  show  degenerative  changes. 
The  organisms  are  found  in  the  epithelial  cells  of 
the  granulomas,  in  the  endothelial  cells  of  the 
blood  vessels,  and  even  in  the  neurons.  They  are 
often  found  grouped  together  in  the  form  of  cysts. 

Transmission 

Although  the  definite  mode  of  transmission  is  as 
yet  unknown,  an  extensive  transmission  scheme 
based  on  the  new  life  cycle  of  T.  gondii  has  ap- 
peared in  recent  literature.15,16  The  three  known 
infective  stages  of  Toxoplasma  are  (1)  bradyzoites, 
(2)  sporozoites,  and  (3)  tachyzoites.  The  modes  of 
transmission  are  carnivorism,  fecal  contamination, 
and  transplacental  or  congenital  infection. 

The  modes  of  transmission  are  related  to  the  in- 
fective stages  as  follows:  (1)  carnivorous  ingestion 
of  bradyzoites,  tachyzoites,  or  both  in  hamburger, 
uncooked  mutton  or  beef,  and  so  forth,  (2)  con- 
tamination with  feline  feces  containing  sporozoites 
of  sporulated  oocysts,  and  (3)  transplacental  infec- 
tion of  the  fetus  with  tachyzoites,  after  ingestion  of 
encysted  bradyzoites  or  sporulated  oocyst  by  the 
mother. 

It  should  be  emphasized  that  Toxoplasma 
oocysts,  which  are  shed  in  feline  feces,  are  unspo- 
rulated  and  are  not  infective  until  sporulated. 
Time  needed  for  sporulation  varies  with  the  tem- 
perature.18 Oocysts  are  resistant  to  acids,  alka- 
lies, and  common  disinfectants  but  are  killed  by 
heat  and  10  per  cent  of  ammonia.18  Infective 
oocysts  have  been  isolated  from  naturally  contami- 
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nated  soil.  Land  snails  and  earthworms,  flies,  and 
cockroaches  may  serve  as  intermediate  hosts  or 
vectors  in  the  transmission  of  the  oocyst. 

T.  gondii  are  highly  adapted  for  transmission 
via  encysted  bradyzoites  by  carnivorism.  Brady- 
zoites  are  resistant  to  pepsin  and  trypsin  digestion, 
while  tachyzoites  may  not  survive  gastric  diges- 
tion.13 

Cats  have  been  shown  to  be  more  readily  infect- 
ed with  cysts  of  bradyzoites  than  oocysts.13'18-20 
Handling  of  raw  meat  infected  with  cysts  of  brady- 
zoites also  has  been  implicated  as  a source  of  Tox- 
oplasma infection.21 

For  the  most  part  maternal  infection  and  result- 
ing immunity  prior  to  pregnancy  will  protect  sub- 
sequent fetuses.  However,  infection  in  two  suc- 
cessive human  pregnancies  has  also  been  reported. 

Infection  may  spread  from  milk  of  cows,  goats, 
pigs,  dogs,  rabbits,  guinea  pigs,  and  mice  with  nat- 
urally occurring  or  experimentally  induced  infec- 
tions.13 

Additional  sources  of  infection  have  been  re- 
corded as  blood  transfusion,  organ  transplants, 
and  laboratory  and  autopsy  accidents.13,21 

Incidence 

That  toxoplasmosis  actually  is  a common  dis- 
ease, often  overlooked  by  the  physician,  is  borne 
out  by  many  studies.  One  study  revealed  the 
presence  of  Toxoplasma  antibodies  in  50  per  cent 
of  the  population  between  thirty  and  forty  years  of 
age  and  65  per  cent  in  the  over-forty  group.22 
Positive  results  were  also  found  in  5 per  cent  of 
children  ages  five  to  nine.  Toxoplasma  antibodies 
were  demonstrated  in  nearly  20  per  cent  of  the  359 
students  examined  at  the  Harvard  graduate  school 
of  business.23  Similar  results  were  reported  at  a 
survey  made  of  the  students  at  the  Unive'  sity  of 
California.23  With  the  dye  test,  the  most  sf  nsitive 
indication  of  specific  antibody,  it  was  shown  that 
about  33  per  cent  of  the  residents  of  several  Amer- 
ican cities,  63  per  cent  of  Hondurans,  70  per  cent 
of  the  Tahiti  natives,  50  per  cent  of  Colombians, 
and  56  per  cent  of  Brazilians  had  positive  test 
findings  as  compared  with  1 per  cent  of  the  inhabi- 
tants of  several  islands  off  the  northern  coast  of 
Australia,  0 per  cent  in  Eskimos,  and  4 per  cent  of 
Navajo  Indians.  In  Paris,  nearly  100  per  cent  of 
the  adult  female  population  have  had  immunolog- 
ic experience  with  Toxoplasma  by  their  twenties.24 
In  England  the  prevalence  among  adults  varies 
from  area  to  area,  but  on  the  average  is  about  30 
per  cent.25  Among  American  military  recruits, 
marked  differences  were  found  in  the  prevalence 
of  antibodies  among  those  originating  in  different 
regions  of  the  United  States.  While  20  per  cent  of 
East  Coast  recruits  had  positive  results,  only  3 and 
8 per  cent,  respectively,  from  the  Mountain  and 
Pacific  Coast  regions  reacted  similarly.  Overall, 
14  per  cent  of  American  recruits  had  antibodies  in 


comparison  with  51  and  56  per  cent,  respectively, 
of  Colombian  and  Brazilian  recruits.  These  fig- 
ures show  the  prevalence  of  toxoplasmosis  in  warm 
climates  and  its  varied  and  worldwide  distribu- 
tion.211 More  than  one  third  of  the  population  in 
most  parts  of  the  world  have  antibodies  indicating 
past  infection  with  T.  gondii,13,17  and  toxoplas- 
mosis continues  to  be  a significant  public  health 
problem  in  terms  of  severity  of  disease.27  This  is 
confirmed  by  recent  reports  of  toxoplasmosis  in 
human  fetuses  and  neonates,19,28-30  children,31-33 
adults,34  cancer  patients,  transplant  and  transfu- 
sion patients,35  and  ophthalmic  patients.36 

Asymptomatic  or  subclinical  infection 

The  fact  that  toxoplasmosis  may  not  result  in  an 
acute  illness  is  indicated  by  the  high  incidence  of 
infection  found  in  college  students.23  In  a number 
of  cases  healthy  students  were  found  to  show  ris-  • 
ing  hemagglutination  titer  without  clinical  illness,  * 
This  could  not  be  attributed  to  any  variability  or 
lack  of  stability  of  the  dye  and  hemagglutination 
tests.  Nor  were  these  students  acutely  ill  during 
the  school  term  except  for  the  usual  respiratory  in-  « 
fections.  Theologides22  stated  that  “the  majority  i 
of  infections  due  to  Toxoplasma  gondii  are  proba-l 
bly  asymptomatic,  and  the  symptomatic  ones  re- 
main unrecognized,  being  considered  as  other 
common  self-limited  viral  or  bacterial  infections.”  i 

Human  toxoplasmosis  has  long  been  most  wide- 
ly recognized  as  a severe  congenital  disease  in  in 
fants  born  to  asymptomatic  mothers.  Renting 
ton3'  stresses  that  “congenital  toxoplasmosis  is  ac 
quired  by  transplacental  transmission  after  a ma 
ternal  infection  that  is  usually  asymptomatic  o 
recognized.”  Conversely,  symptomatic  mother 
may  give  birth  to  asymptomatic  infants  in  whon 
the  disease  may  not  be  apparent  until  the  adul 
years. 

Classical  clinical  picture 

In  a study  of  38  patients  with  toxoplasmosis  ir 
fection,  the  clinical  signs,  symptoms,  and  pathr  ! 
logic  changes  were  described.  The  peak  incidem 
of  infection  was  between  the  ages  of  sixteen  an 
twenty-five  years.  The  youngest  patient  was  te 
and  the  oldest  fifty-seven.  This  corresponds  wr 
with  the  incidence  figures  in  infection  acquisitic  | 
noted  in  population  surveys.  Ninety  per  cent  : 
the  patients  had  lymphadenopathy.  Also  not  I 
worthy  was  the  fact  that  58  per  cent  of  the  p 
tients  appeared  with  lymph-node  enlargement  ,1 
their  major  complaint.  Forty  per  cent  of  the  cas  i 
had  fatigue  and  malaise;  37  per  cent  had  fevi  : 
Less  common  complaints  included  those  of  sc ; 
throat  and  headache.  Four  patients  had  myoe* 
dial  disease,  2 had  pericardial  effusion,  and  2 h 
myocardial  failure.  Two  patients  appeared  wi 
chorioretinitis;  1 patient  had  seizures  and  lymph 
cytosis  in  the  spinal  fluid.  These  lymph  nocs 
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were  usually  rubbery  and  nontender,  although  in 
about  15  per  cent  of  the  cases,  the  nodes  were 
slightly  tender.  Of  the  patients  with  enlarged 
nodes,  in  97  per  cent  these  were  cervical,  and  85 
per  cent  had  enlarged  posterior  cervical  nodes. 
Elsewhere,  lymphadenopathy  was  noted  with  less 
frequency;  only  1 patient  had  slight  hilar  lymph- 
adenopathy notably  on  the  x-ray  film.  The  spleen 
was  palpable  in  32  per  cent  of  the  patients;  it  was 
usually  a transiently  palpable  spleen  tip.  The 
liver  was  enlarged  in  32  per  cent  of  the  cases,  yet  it 
remained  nontender  throughout.  Maculopapular 
rash  was  present  in  11  per  cent;  8 per  cent  of  the 
patients  had  a mild  erythema  of  the  pharynx. 

Laboratory  data  on  the  toxoplasmatic  patients 
revealed  either  a slight  lymphocytosis,  monocy- 
tosis, or  eosinophilia  in  the  majority  of  the  cases. 
Atypical  lymphocytes  were  present  in  20  per  cent 
of  the  patients,  but  were  described  as  rare  or  infre- 
quent in  all  but  2 cases.  The  hematocrit  was  usu- 
ally well  within  normal  bounds.  The  heterophil 
antibody  test  result  was  negative  in  all  31  patients 
tested.  Liver  function  tests,  including  SGOT 
! (serum  glutamic  oxaloacetic  transaminase),  SGPT 
|i  (serum  glutamic  pyruvic  transaminase),  and  bili- 
rubin, gave  normal  findings  in  all  patients  tested. 
A slight  BSP  (bromosulfophthalein)  retention  was 
i noted  in  3 of  the  tested  patients. 

The  isolation  of  the  parasite  from  the  lymph 
nodes  was  attempted  in  16  patients.  This  was 
done  by  intraperitoneal  inoculation  of  the  lymph- 
node  tissue  in  white  mice.  Usually,  the  parasite 
was  found  in  the  peritoneal  fluid  seven  to  ten  days 
after  the  inoculation.  Of  the  16  attempts,  10  were 
successful  in  recovering  the  parasite.  If  one  con- 

1 fines  consideration  to  only  those  patients  with  re- 
cent lymphadenopathy  as  the  primary  manifesta- 
tion of  the  disease,  11  isolations  were  attempted 
and  9 were  successful.  All  but  2 of  the  26  lymph 
lodes  biopsied  demonstrated  the  nonspecific  his- 
ologic  changes  recognized  as  suggestive  of  toxo- 
plasmosis. On  observation  of  this  histologic  pat- 
ent, the  pathologists  suggested  that  4 of  the  pa- 
ients  should  have  serologic  studies  done  for  toxo- 
>lasmosis.  The  Toxoplasma  organisms  were  seen 
•n  sections  of  the  lymph  node  in  only  1 case.  The 
nly  disease  associated  with  toxoplasmosis  in  this 
eries  was  lymphoma;  this  occurred  in  3 patients. 
)ne  patient  was  diagnosed  as  having  lymphoma 
efore,  1 at  the  same  time,  and  1 a year  after  the 
iagnosis  of  toxoplasmosis  had  been  made. 

ymphadenopathy 

The  most  common  presentation  of  toxoplas- 
mosis is  enlargement  of  the  lymph  nodes;  this  con- 
ition  frequently  occurs  without  other  symptoms, 
ny  patient  suspected  of  infectious  mononucleo- 
Ls,  appearing  with  sore  throat  and  lymph  node  en- 
rgement  but  with  a negative  heterophil  test  re- 
lit, should  be  worked  up  for  toxoplasmosis. 


When  confronted  with  a patient  suffering  from 
lymphadenopathy,  certain  clinical  signs  and  labo- 
ratory tests  will  favor  toxoplasmosis  over  the  two 
diseases  with  which  it  is  commonly  confused,  that 
is,  infectious  mononucleosis  and  lymphoma. 
Lymphadenopathy  without  other  symptoms  oc- 
curs in  about  40  per  cent  of  patients  with  toxoplas- 
mosis, an  unusual  picture  for  infectious  mononu- 
cleosis where  systemic  symptoms  frequently  pre- 
dominate. Exudative  pharyngitis,  thrombocyto- 
penia, and  hemolytic  anemia  are  not  seen  in  pa- 
tients with  toxoplasmosis.  Monocytosis  and  eo- 
sinophilia are  common  in  toxoplasmosis,  whereas  a 
high  percentage  of  atypical  lymphocytes  is  rare. 
The  patients  infected  with  T.  gondii  are  not  as 
anemic  as  are  patients  with  lymphoma.  The  het- 
erophil test  result  is  negative,  and  liver  function 
finding  is  normal  in  toxoplasmosis,  although  both 
are  commonly  abnormal  in  infectious  mononucleo- 
sis. Hilar  lymphadenopathy,  considered  a rela- 
tively common  feature  of  lymphoma,  is  rare  in  tox- 
oplasmosis. In  the  absence  of  anemia  or  hilar 
lymphadenopathy,  the  early  stages  of  lymphoma 
may  be  indistinguishable  from  toxoplasmosis. 
This  emphasizes  the  importance  of  lymph-node 
biopsy  which  can  reveal  the  typical  pattern  of  lym- 
phoma. Thus,  toxoplasmosis  will  often  be  diag- 
nosed if  it  is  considered  in  the  differential  diagno- 
sis. 

Toxoplasmosis  during  pregnancy 

Treatment  of  an  acute,  recent  infection  during 
pregnancy  may  avert  disaster  in  the  fetus.  If  the 
infection  is  present  and  remains  undiagnosed,  it 
will  most  surely  cross  the  placental  barrier  to  af- 
fect the  fetus.  If  this  occurs,  a number  of  possibil- 
ities as  to  the  course  of  the  disease  exist;  these  are 
stated  by  Hogan38: 

1.  A severe  fulminating  infection  may  occur,  with 
deformity  and  delivery  of  a stillborn  infant. 

2.  A severe  infection  may  occur,  and  the  child  is 
born  with  the  manifestations  of  acute  toxoplasmosis. 

3.  Infection  may  occur  in  very  late  fetal  life,  and 
the  clinical  manifestations  may  not  appear  until  one 
to  three  weeks  after  delivery. 

4.  A benign  subacute  infection  may  occur  which 
escapes  detection  until  late  infancy,  during  childhood, 
or  even  in  adult  life.  Most  infections  of  this  type 
have  a limited  course,  and  after  healing  there  may  be 
some  residue  in  the  central  nervous  system  and  eye. 
It  is  this  group  which  is  most  important  and  most 
common. 

In  the  light  of  the  possible  damage  that  may  be 
done  to  the  unborn  infant,  it  is  obvious  that  the 
physician  should  use  diagnostic  measures  to  assure 
that  the  patient  is  free  of  Toxoplasma  infection. 
French39  contends  that  serologic  tests  should  be 
given  during  pregnancy  in  the  same  manner  as  Rh 
antibody  testing,  with  the  object  of  instituting  im- 
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mediate  treatment  if  the  disease  is  found;  this  pro- 
cedure has  been  recommended  by  the  Federal 
Center  for  Disease  Control. 

French39  reported  a case  of  a pregnant  woman 
infected  with  T.  gondii.  At  the  end  of  the  first  tri- 
mester, the  mother  had  an  influenza-like  illness, 
causing  fever  and  exhaustion  which  lasted  a few 
days.  The  membranes  ruptured  at  thirty-four 
weeks;  she  delivered  a premature  child  weighing 
1.61  kg.  and  living  only  9.5  hours.  An  autopsy  of 
the  child  showed  prematurity,  microcephaly,  hep- 
atosplenomegaly,  and  bilateral  congenital  atelec- 
tasis. Examination  of  the  brain  revealed  macro- 
phages containing  Toxoplasma  organisms,  pseudo- 
cysts, and  some  true  cysts.  In  the  spleen,  liver, 
and  myocardium,  free  organisms  were  found.  The 
mother  was  subsequently  examined  and  found  to 
be  infected  with  T.  gondii.39 

That  chronic  toxoplasmotic  endometritis  can 
cause  repeated  abortions  and  fetal  injuries  in  the 
first  trimester  has  been  fairly  well  established;  the 
organisms  have  been  recovered  from  the  amniotic 
fluid  when  an  encephalitic  infant  was  born  and 
from  the  menstrual  blood  of  women  who  have  had 
abortions  or  premature  labor.40  Robertson41  re- 
ported Toxoplasma  lesions  in  the  uterus,  from 
which  a fetus  conceivably  might  be  expelled  with 
intraplacental  invasion.  Moreover,  although 
mothers  to  whom  babies  are  born  with  toxoplasma 
characteristically  have  no  symptoms,  the  maternal 
infection  may  be  responsible  for  a significant  pro- 
portion of  associated  stillbirths.  In  the  case  of 
twins,  one  may  have  evident  toxoplasmic  symp- 
toms at  birth  and  the  other  overt  evidence  of  the 
infection,  even  though  exhibiting  high  antibody 
titer.42 

It  is  clear  that  infection  of  pregnant  women  by 
T.  gondii  can  cause  immense  damage.  Unfortu- 
nately, toxoplasmosis  is  usually  not  recognized; 
rather,  it  is  often  mistakenly  designated  as  in- 
fluenza. A minor  illness  during  the  early  months 
of  pregnancy,  in  the  absence  of  an  epidemic, 
should  immediately  indicate  an  examination  to  ex- 
clude toxoplasmosis. 

Congenital  toxoplasmosis 

Evidence  of  toxoplasmatic  infections  may  devel- 
op either  prenatally  or  postnatally  when  the  infec- 
tion is  acquired  in  utero.  The  characteristics  of 
acute  intrauterine  toxoplasma  infections  manifest- 
ed in  the  newborn  depend  on  a number  of  factors, 
such  as  period  of  pregnancy  at  which  infection  set 
in,  the  nature  and  virulence  of  the  organisms,  the 
number  of  organisms  introduced  to  the  fetus  from 
the  mother,  and  the  modifying  effect  of  the  moth- 
er’s antibodies.38 

Acute  infections  with  widespread  dissemination 
of  the  parasites  and  necrotic  lesions  in  many  or- 
gans, in  particular  the  lungs,  heart,  liver,  spleen, 
kidney,  adrenal  glands,  and  lymph  nodes,  have 


been  described  but  occur  very  infrequently  in  con- 
genital toxoplasmosis.  The  subacute  form  of  in- 
fection is  the  more  common  with  predominating 
neurologic  symptoms  noted  at  birth  or  shortly 
thereafter.  In  a Mexican  study,  there  were  cases 
in  which  no  symptoms  were  evident  until  the  third 
to  ninth  month  following  birth,  and,  in  some  cases, 
even  later.  In  such  cases,  the  symptoms  included 
chorioretinitis,  calcifications,  and  atrophy  of  the 
optic  nerve. 

If  the  fetus  is  infected  very  early  in  pregnancy, 
the  disease  will  reach  an  advanced  stage.  Cases 
have  been  recorded  in  which  the  pregnancy  con- 
tinued to  term,  followed  by  an  obstructive  labor 
due  to  the  development  of  hydrocephalus  in  the 
fetus. 

In  the  subacute  congenital  type,  the  symptoms 
and  signs  are  divided  into  (1)  those  due  to  the 
presence  of  parasites  within  the  body  and  (2)  those 
secondary  to  the  principal  lesions  caused  by  para- 
sites, mainly  encephalomyelitis  and  chorioretini- 
tis. The  common  primary  signs  are  fever  with  a 
fluctuating  temperature  which  may  at  times  be 
subnormal,  jaundice  which  has  been  described  in 
about  one  third  of  all  congenital  cases,  purpura 
which  occurs  infrequently,  and  a maculopapular 
rash  which  is  extremely  rare.  Anemia  and  leuko- 
cytosis with  an  absolute  increase  in  monocytes  and 
lymphocytes  are  found  in  about  half  of  all  cases 
and  the  liver  and  spleen  are  often  enlarged.  The 
spinal  fluid  often  contains  an  excess  of  protein  anc 
sometimes  an  excess  of  cells.  The  fluid  may  b( 
xanthochromic.  The  organism  has  been  found  ii 
the  spinal  fluid  in  2 cases.  The  signs  secondary  t(  / 
encephalomyelitis  most  commonly  found  are  mus 
cular  twitchings  and  convulsions,  stiffness  of  tb 
neck,  paraplegia,  respiratory  weakness,  and  cya 
nosis  which  at  times  may  be  due  to  interstitie 
pneumonitis,  vomiting,  and  diarrhea.  Hydro 
cephalus  develops  in  the  majority  of  infected  irs 
fants,  and  rapid  enlargement  of  the  head  ma 
occur.  At  times,  when  there  is  early  and  extensiv 
cerebral  damage,  microcephaly  may  be  foum 
The  cerebral  lesion  becomes  calcified  if  the  infar 
survives  long  enough  and  may  later  give  rise  t 
jacksonian  convulsions.  Such  children  who  su 
vive  for  a number  of  years  are  likely  to  be  mental 
deficient  and  develop  speech  difficulties. 

The  ocular  findings  most  frequently  include  m 
crophthalmia,  the  small  eyes  being  in  striking  coi  I 
trast  to  the  enlarged  head;  nystagmus,  which  m; 
result  either  in  poor  fixation  due  to  chorioretinil  j 
or  from  the  lesions  in  the  central  nervous  systei  * 
vitreous  opacities;  and  chorioretinitis.  The  lesio 
are  nearly  always  bilateral  and  cause  blindness  j 
very  severe  impairment  of  vision  in  those  infar 
who  survive;  the  majority,  however,  die  within  t 
first  few  weeks  of  life. 

The  diagnosis  of  congenital  toxoplasmosis  is  rU 
difficult  if  one  encounters  a newborn  infant  wi' 
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an  acute  systemic  disease  involving  the  central 
nervous  system,  the  viscera,  and  the  eyes.  Anti- 
body and  other  laboratory  tests  to  he  described 
later  will  confirm  the  diagnosis  which  will  be  fur- 
ther supported  if  the  mother’s  serum  has  a high 
antibody  level. 

Miliary  toxoplasmosis 

Toxoplasmosis  may  be  miliary,  involving  practi- 
cally every  organ  in  the  body.  There  may  be  pro- 
dromal symptoms  of  several  weeks’  duration,  con- 
sisting of  malaise,  excessive  fatigability,  and  weak- 
ness, or  there  may  be  a sudden  onset  of  chills  and 
fever.  Profuse  perspiration  is  characteristic,  and 
an  exanthema  usually  appears  early  in  the  illness. 
A severe  and  persistent  headache  is  usually  pres- 
ent at  the  onset.  Anorexia,  nausea,  and  vomiting 
are  seen  in  one  third  of  the  patients.  Myalgias 
and  arthralgias  are  frequently  present.  Respirato- 
ry symptoms  occur  commonly  with  cough,  short- 
ness of  breath,  cyanosis,  and  x-ray  film  evidence  of 
bronchopneumonia,  pulmonary  congestion,  and 
changes  simulating  atypical  pneumonia.43 

Cardiovascular  manifestations  include  tachycar- 
dia, arrhythmias,  fatigue,  dyspnea,  chest  pains,  pe- 
ripheral edema,  and  cardiomegalv.  The  electro- 
cardiogram shows  conduction  disturbance  and  ar- 
rhythmias.44-45 

The  miliary  type  of  toxoplasmosis  when  accom- 
panied by  a generalized  rash  may  be  considered  as 
the  exanthematous  expression  of  the  disease. 
What  follows  is  an  acute  febrile  illness  of  sudden 
onset,  sometimes  marked  by  rigors,  soon  followed 
by  the  appearance  of  a generalized  maculopapular 
rash  which  was  absent  from  the  palms  of  the 
hands  and  soles  of  the  feet  but  which  may  other- 
wise resemble  the  rash  of  typhus  or  Rocky  Moun- 
tain spotted  fever.  There  may  be  disseminated 
myositis  giving  rise  to  severe  aching  pain  in  the 
muscles.  There  may  be  an  associated  myocarditis 
or  pneumonitis  resembling  a typical  viral  pneumo- 
nia. 

Cerebrospinal  toxoplasmosis 

In  the  earlier  accounts  the  cerebrospinal  form  of 
oxoplasmosis  was  thought  to  occur  only  in  chil- 
Iren  in  whom  it  tends  to  be  the  most  prominent 
eature  of  the  disease.  Although  still  found  more 
requently  in  children,  in  recent  years,  meningoce- 
)halitis  has  been  reported  in  adults  also,  but  sel- 
lom  as  the  initial  feature  of  the  attack.  The  onset 
,s  marked  by  fever,  very  severe  headache,  vomit- 
ng,  and  delirium.  Convulsions  often  occur  a day 
r two  later,  and  the  picture  presented  may 
uggest  a brain  tumor.  Deafness  is  often  found, 
nd  very  occasionally  chorioretinitis  has  been  re- 
orded,  but  it  is  not  a constant  feature  as  in  the 
ongenital  infection.  The  attacks  are  frequently 
►evere  and  often  rapidly  fatal,  with  death  following 
ithin  a few  days  of  the  onset.  Some  infections 


run  a more  chronic  course,  but  not  necessarily  with 
a more  favorable  outcome,  since  death  may  occur 
several  weeks  after  the  commencement  of  the  ill- 
ness. Complete  recovery  is,  however,  by  no  means 
uncommon  without  the  development  of  any  seque- 
lae, even  when  the  attack  has  been  exceedingly  se- 
vere. 

Hepatitis 

That  toxoplasmosis  may  appear  as  hepatitis  is 
borne  out  by  a number  of  case  reports.  Vischer, 
Bernheim,  and  Englebrecht46  described  2 such 
cases.  Both  patients  could  have  been  classified  on 
clinical  and  laboratory  grounds  as  having  acute 
viral  hepatitis.  Both,  however,  showed  a prodro- 
mal stage,  a significant  rise  in  antitoxoplasma  titer 
(which  the  other  hospitalized  cases  of  hepatitis  did 
not  show),  and  a demonstration  of  T.  gondii  in  the 
liver. 

It  cannot  be  said  with  certainty  that  these  2 
cases  were  not  of  viral  cause;  however,  it  seems  to 
be  more  than  a mere  coincidence  that  T.  gondii 
was  present  in  the  liver.  Therefore,  it  appears 
that  the  toxoplasma  origin  of  the  hepatitis  in  these 
cases  is  probable,  although  the  evidence  is  not  con- 
clusive. 

Others  reported  similar  findings.  Kabelitz47 
describes  several  cases  of  chronic  liver  disease 
which  were  accompanied  by  a rise  in  the  antitoxo- 
plasma bodies.  These  patients  had  lymphadenop- 
athy  over  a period  of  several  months;  their  major 
symptoms  were  abdominal  pains,  anorexia,  and 
weight  loss.  He  described  the  hepatitis  as  the 
main  manifestation  of  primary  abdominal  toxo- 
plasmosis, and  distinguished  2 abdominal  forms  of 
postnatally  acquired  toxoplasmosis;  first,  primary 
liver  toxoplasmosis  with  transient  initial  enteroco- 
litis, without  either  involvement  of  peripheral 
lymph  nodes  or  lymphocytosis,  and  second,  pri- 
mary cerviconuchal  or  generalized  lymphadenitis 
with  lymphocytosis.  In  the  latter,  liver  involve- 
ment represents  a late  complication.  In  both 
groups,  a tender  and  enlarged  liver,  mild  enlarge- 
ment of  the  spleen,  icterus,  and  an  increased  bili- 
rubin level  occur.  Geyer48  reports  a series  of  adult 
patients  with  cervical  lymphadenopathy  and  si- 
multaneous liver  involvement.  In  a later  article 
the  symptomatology  of  liver  damage  and  the  re- 
sults of  liver  biopsies  are  described,  and  the  rela- 
tionship between  toxoplasmosis  and  chronic  liver 
damage  is  alluded  to.  Theologides  and  Kennedy49 
reported  several  cases  of  liver  involvement  in  pa- 
tients with  generalized  toxoplasmosis.  Recently 
Kouba,  Jira,  and  Zitova°°  found  hepatosplenome- 
galy  with  evidence  of  liver  damage  associated  with 
a rising  antibody  titer. 

Since  toxoplasmosis  has  been  found  to  be  a 
source  of  latent  infections,  hepatitis  due  to  this  or- 
ganism may  be  a more  common  disease  than  pre- 
viously believed.  A prolonged  prodromal  stage 
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with  anorexia  and  lymphadenopathy  should 
suggest  toxoplasmosis.  Thus,  it  appears  likely 
that  there  have  been  a number  of  cases  diagnosed 
as  viral  hepatitis  that  were  actually  caused  by  the 
protozoa  T.  gondii. 

Kouba,  Jira,  and  Zitova50  recommend  that  “the 
possibility  of  toxoplasmosis  should  be  considered 
in  children  with  vague  abdominal  complaints  and 
those  with  hepatosplenomegaly.” 

Eye  conditions  resulting 
from  toxoplasmosis 

Ocular  manifestations  of  toxoplasmosis  are  ex- 
tremely prevalent.  In  the  present  state  of  our 
knowledge,  toxoplasmosis  is  considered  as  proba- 
bly the  most  common  and  one  of  the  most  impor- 
tant causes  of  chorioretinitis.  Formerly  tubercu- 
losis was  believed  to  be  the  chief  cause.  Choriore- 
tinitis may  be  detected  in  a number  of  ways.  The 
infection  is  often  characterized  by  encephalomye- 
litis and  visceral  inflammation.  The  condition 
can  be  observed  at  any  time  after  birth  when  the 
child  develops  an  esotropia  or  exotropia  due  to 
macular  damage.  Chorioretinitis  may  go  unde- 
tected until  an  actual  eye  examination  is  per- 
formed and  visual  acuity  is  found  to  be  defective 
in  either  one  or  both  eyes.  The  child  or  adult  may 
complain  of  sudden  blurring  of  vision;  an  examina- 
tion of  the  eyes  will  show  characteristic  changes.38 
The  whole  globe  of  the  eye  may  be  involved,  re- 
sulting in  a useless,  microphthalmic  eye  apparent 
at  birth  or  shortly  thereafter. 

The  inflammation  often  affects  both  eyes  and 
usually  involves  the  posterior  fundus,  most  com- 
monly around  the  disk;  it  is  characterized  by  heavy 
vitreous  exudation.  The  affected  areas,  usually 
quite  large,  often  lead  to  severe  retinal  destruc- 
tion, with  multiple  foci  present  in  one  or  both  eyes. 
The  inflammation  is  usually  healed  within  three  to 
four  months;  scarring  is  accompanied  by  heavy 
pigmentation  at  the  periphery.  Small  satellite  le- 
sions may  be  found  adjacent  to  the  peripheral 
zones.  Cataracts  and  cyclitic  membranes  may  be 
the  result  of  these  conditions. 

Cook51  and  Jennis52  found  a far  higher  percent- 
age of  positive  results  in  toxoplasmosis  tests  in  pa- 
tients of  all  ages  with  suspected  toxoplasmic  cho- 
rioretinitis than  in  the  control  group.  It  is  likely, 
therefore,  that  acquired  as  well  as  congenital  toxo- 
plasmosis may  cause  chorioretinitis. 

However,  ocular  toxoplasmosis  in  adults  has 
been  seen  only  in  eyes  which  have  suffered  a long, 
chronic  disease  that  necessitated  enucleation.53’54 
In  these  cases,  the  lesions  consist  of  areas  of  ne- 
crotic retina  surrounded  by  granulomas  extending 
into  the  choroid  and  sclera.  The  granulomatous 
process  frequently  results  in  an  elevated  zone  on 
the  sclera.  Free  Toxoplasmas  may  sometimes  be 
seen  in  necrotic  retina,  and  cysts  can  be  seen  here 
or  in  surrounding  cells. 


However,  organisms  are  usually  found  only  in 
the  retina.55 

There  are  other  ocular  manifestations  of  toxo- 
plasmosis. Nystagmus  or  squint  may  result  from 
congenital  lesions  involving  the  macula.56  Mi- 
crophthalmia, glaucoma,  and  papilledema  are 
other  possible  manifestations  of  toxoplasmosis.38 
It  is  also  possible  that  T.  gondii  may  be  responsi- 
ble for  optic  neuritis.56 

Toxoplasma  lung  infection 

Toxoplasma  infections  have  been  found  in  pa- 
tients suffering  from  respiratory  ailments.  The 
infection  can  either  be  present  initially  or  develop 
in  the  course  of  the  disease.  Dry  cough,  tachy- 
pnea, dyspnea,  cyanosis,  localized  dullness  to  per- 
cussion, and  rales  on  auscultation  of  the  chest  have 
been  observed.49  Bronchopneumonia  and  pulmo- 
nary congestion  with  edema  of  the  lungs  have  also 
been  described  in  such  cases.57 

Pulmonary  changes  simulating  atypical  or  viral 
pneumonia  have  been  found  in  association  with  in- 
fection by  toxoplasmosis.57  These  protozoan  or- 
ganisms invade  and  destroy  alveolar  cells.  In  ad- 
dition, there  may  be  interstitial  infiltration  by  in- 
flammatory cells;  a hyalin  membrane  coating  the 
alveolar  walls  may  be  present.55 

Accentuations  of  hilar  nodes  with  spotty  or  co- 
alescent  areas  of  the  lungs  have  been  observed  on 
roentgenograms.55,57 

T.  gondii  have  been  isolated  from  the  lungs  in 
fatal  cases  of  lung  infection.  Cathie58  reports 
finding  the  organisms  in  the  sputum  of  a five-year- 
old  boy  with  Toxoplasma  lymphadenopathy. 
Thus,  when  confronted  with  a patient  with  lung 
disease  of  unknown  cause,  toxoplasmosis  should 
be  considered. 

Myocarditis  associated  with 
Toxoplasma  infections 

Myocarditis  is  a common  finding  in  severe  Tox- 
oplasma infections.  In  the  acute  stage  of  the  in- 
fection, the  parasites  invade  the  myocardium  and 
produce  focal  inflammatory  lesions.  During  the 
later  stages,  cysts  may  form  without  any  cellulai 
reaction  around  them.  In  the  pathology  of  myo- 
cardial toxoplasmosis,  extensive  interstitial  fibro- 
sis and  hypertrophied  muscle  fibers  have  been  de 
scribed.55  Changes  in  the  electrocardiogram  find 
ings  have  been  observed  in  a few  cases.59,60 

Some  authorities  have  attributed  chronic  idio 
pathic  myocarditis  to  the  production  of  large  fi 
brotic  zones.59,60  Although  T.  gondii  have  beei 
isolated  from  one  such  heart,58  the  etiologic  rela 
tionship  has  not  been  definitively  established. 

Some  believe  that  T.  gondii  is  latently  presen 
in  the  myocardium  and  only  becomes  obviou 
when  there  is  an  acute  flare-up.  The  generally  ac  I 
cepted  theory,  however,  holds  that  the  organisr  ■: 
can  be  a definite  cause  of  myocarditis. 


1056  New  York  State  Journal  of  Medicine/ June  1975 


Paulley  et  a/.,61  in  a study  in  which  a notable 
percentage  of  one  family  was  infected  by  T.  gondii, 
presents  the  theoretic  possibility  that  Toxoplasma 
myocarditis  was  in  fact  hereditary.  In  congenital 
toxoplasmosis  an  interstitial  myocarditis  was  seen 
in  50  per  cent  of  autopsied  cases.42 

Pericarditis 

The  cause  of  pericarditis  is  rarely  found.  “Be- 
nign recurrent  pericarditis”  and  “idiopathic  peri- 
carditis” are  frequent  nonspecific  diagnoses.  Per- 
icarditis associated  with  toxoplasmosis  was  first 
described  in  1943  by  Nery-Guimaraes.62  It  was 
found  postmortem  in  an  eighteen-year-old  Brazil- 
ian who  had  appeared  with  meningoencephalomy- 
elitis  with  numerous  other  organs  involved.  In 
1958,  Hakkila,  Frick,  and  Halonen63  reported  a 
case  of  pericarditis  and  myocarditis  caused  by  tox- 
oplasmosis. Their  patient  was  a fifty-four-year- 
old  male  with  dyspnea,  chest  pain,  pericardial  fric- 
tion rub,  enlarged  heart,  and  electrocardiographic 
changes  consistent  with  myocarditis  and  pericardi- 
tis. Sabin-Feldman  dye  titers  and  complement 
fixation  titers  reached  high  levels. 

The  third  reported  case  is  that  of  a twenty-four- 
year-old  white  male  admitted  to  the  New  York 
Hospital  in  June,  1964,  with  chief  complaints  of 
chest  pain,  fever,  and  dyspnea.64  He  had  pericar- 
dial effusion  and  tamponade  requiring  pericardi- 
otomy at  another  hospital  nine  months  earlier. 
On  admission  to  the  hospital  he  had  fever,  short- 
ness of  breath,  and  chest  pain.  He  was  found  to 
have  pericardial  thickening  and  electrocardio- 
graphic abnormalities. 

Antibody  titers  to  T.  gondii  were  very  high,  and 
:he  organism  was  isolated  from  a cervical  lymph 
node.  Microscopic  review  of  pericardial  tissue  did 
not  reveal  any  parasites. 

It  was  the  belief  of  the  investigators  that  toxo- 
plasmosis was  the  direct  cause  of  this  patient’s 
pericarditis,  based  on  the  characteristic  tendency 
)f  the  organism  to  involve  the  heart  and  its  dem- 
mstrated  presence  in  other  tissue. 

’olymyositis 

It  has  been  well  known  that  T.  gondii  can  infect 
luman  muscle  tissue.  However,  clinical  muscle 
isease  was  not  correlated  with  toxoplasmosis 
ntil  Kagen,  Kimball,  and  Christian65  reported 
inding  the  first  series  of  patients  with  polymyosi- 
is  and  serologic  evidence  suggestive  of  recent  T. 
ondii  infection.  They  reported  that  the  preva- 
mce  and  quantity  of  anti-Toxoplasma  antibodies 
ere  greater  in  a group  of  10  patients  with  pol- 
myositis  than  in  patients  with  other  inflammato- 
l muscle  or  other  diseases.  Eight  of  these  pa- 
ents  with  polymyositis  had  positive  Sabin-Feld- 
lan  dye  test  results.8  Complement-fixing  anti- 
pdies,  usually  associated  with  recent  infection, 


were  present  in  5 of  them.  In  addition,  all  5 pa- 
tients with  polymyositis  of  recent  onset  had  posi- 
tive serologic  findings.  These  patients  had  no 
other  findings  suggestive  of  acute  toxoplasmosis 
except  for  myocarditis,  which  occurred  in  1.  The 
prevalence  of  positive  results  in  patients  with  pol- 
ymyositis occurred  in  those  who  had  had  the  dis- 
ease for  one  year  or  less.  Sequential  antibody  ti- 
ters were  obtained  in  4 patients  with  polymyositis. 
All  had  unusually  elevated  antibody  titers  early  in 
the  disease  with  a fall  in  titers  after  several 
months. 

The  fact  that  8 of  10  patients  with  polymyositis 
had  detectable  antibodies  to  T.  gondii  using  the 
dye  test  is  significant,  since  only  50  per  cent  of  pa- 
tients with  other  diseases  had  positive  test  find- 
ings. Feldman  and  Miller66  demonstrated  that  in 
the  United  States,  17  to  35  per  cent  of  the  popula- 
tion had  evidence  of  infection,  and  in  the  Cornell 
Medical  Center  25  per  cent  of  the  medical  stu- 
dents and  35  per  cent  of  the  department  staff  had 
elevated  antibody  titers  to  this  parasite.67  In  ad- 
dition, the  titers  found  in  patients  with  polymyosi- 
tis were  much  higher  than  those  encountered  in 
the  general  population  surveys. 

McNicholl  and  Underhill68  described  a nine- 
year-old  boy  with  a rash  and  muscle  weakness. 
Serum  enzyme  levels  and  muscle  biopsy  were  nor- 
mal, but  changing  serologic  titers  suggested  toxo- 
plasmosis. In  a recent  epidemic  of  toxoplasmosis 
at  the  Cornell  University  Medical  Center,  4 of  5 af- 
fected students  complained  of  myalgia.  SGOT 
levels  were  slightly  elevated  in  3 of  them.69  These 
findings  taken  together  support  the  thesis  that 
toxoplasmosis  can  produce  muscle  disease  in  man. 
Patients  with  myositis  might  be  predisposed,  ei- 
ther by  their  illness  or  therapy,  to  complication 
with  toxoplasmosis.  Thus  the  possibility  exists 
that  muscle  undergoing  inflammation  may  be 
more  susceptible  to  active  toxoplasmosis. 

Cancer  and  immunosuppressive  therapy 

Infection  with  T.  gondii  or  reactivation  of  a la- 
tent infection  is  a hazard  faced  by  immunologi- 
cally-deficient  patients.  This  should  be  borne  in 
mind  when  an  infection  of  unknown  cause  occurs 
in  an  organ  transplant  recipient  or  in  a patient 
with  Hodgkin’s  disease  or  other  lymphomas,  sys- 
temic lupus  erythematosus,  or  hematologic  cancer, 
who  is  receiving  cytotoxic  agents  and/or  cortico- 
steroids. It  is  extremely  important  to  consider 
toxoplasmosis  in  the  differential  diagnosis  of  such 
patients  with  evidence  of  central  nervous  system 
damage. 

Vietzke  et  al.70  reviewed  14  cases  of  toxoplas- 
mosis associated  with  cancer.  Eleven  had  severe 
diseases,  such  as  reticulum  cell  sarcoma,  Hodg- 
kin’s disease,  myeloma,  myeloid  metaplasia,  and 
acute  and  chronic  myelogenous  leukemia;  all  but 
one  had  a hematologic  disorder.  Eight  patients 
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who  had  been  given  steroid  and  immunosuppress- 
ive therapy  showed  severe  neurologic  involvement. 
Another  patient  with  Hodgkin’s  disease  had  en- 
cephalitic toxoplasmosis. 

Reynolds,  Walls,  and  Pfeiffer71  reported  lethal 
generalized  toxoplasmosis  in  the  recipient  of  a 
renal  homograft  and  immunosuppressive  therapy. 
Flament-Durand  et  al.7la  described  toxoplasmotic 
encephalitis  and  myositis  in  a subject  who  had  had 
two  renal  transplants.  Generalized  toxoplasmosis 
was  reported  in  a patient  who  received  immuno- 
suppessive  therapy  following  cardiac  homotrans- 
plantation. 

More  recently,  numerous  additional  cases  have 
appeared  in  the  medical  literature.72  78  The  find- 
ing of  5 cases  within  a two-year  span  by  Gleason 
and  Hamlin79  indicates  the  increasing  importance 
of  diagnosing  this  disease,  particularly  since  it  is 
potentially  lethal  and  is  treatable.  In  the  5 pa- 
tients reported  by  Gleason  and  Hamlin79  an  ante 
mortem  diagnosis  was  not  made  in  any  of  the 
cases,  and,  more  importantly,  the  diagnosis  was 
entertained  in  only  1 case. 

In  these  cases  the  toxoplasmosis  probably  re- 
sulted from  reactivation  of  latent  infection.  It  has 
been  demonstrated  in  hamsters  that  corticoste- 
roids in  combination  with  radiation  activates  la- 
tent toxoplasma  infection.  Latent  infection  may 
be  accompanied  by  negative  Toxoplasma  test  re- 
sults, especially  in  patients  who  have  been  receiv- 
ing immunosuppressive  therapy. 

The  diagnosis  is  made  difficult  by  the  subtle, 
nonspecific  symptomatology.  In  addition,  the 
clinical  picture  of  toxoplasmosis  may  be  masked 
by  the  underlying  disease,  chemotherapy,  or  com- 
plicating infections.  The  symptoms  most  fre- 
quently encountered  are  fever  of  undetermined  or- 
igin with  negative  bacterial  cultures  and  failure  to 
respond  to  antibiotics,  disorientation,  confusion, 
and  headache  with  normal  or  only  slightly  abnor- 
mal cerebrospinal  fluid.  The  neurologic  manifes- 
tations often  predominate  and  are  most  frequently 
those  of  a diffuse  encephalopathy,  although  evi- 
dence of  space-occupying  lesions  is  encoun- 
tered77,80  Rash,  lymphadenopathy,  and  hepato- 
splenomegaly  may  also  occur. 

Stahl  et  al.81  experimentally  demonstrated  that 
it  was  possible  to  convert  an  inapparent  Toxoplas- 
ma infection  into  a fatal  one  by  pretreating  mice 
with  cortisone,  6-mercaptopurine,  or  splenectomy. 
It  is  of  interest  that  3 of  Gleason  and  Hamlin’s79 
patients,  as  well  as  several  patients  recorded  in  the 
literature  elsewhere,  had  splenectomies. 

It  is  often  presumed  that  immunologically  com- 
promised individuals,  particularly  those  with  reti- 
culoendothelial neoplasms,  are  unable  to  respond 
to  antigenic  stimulations  and  thus  fail  to  develop 
diagnostic  Toxoplasma  antibody  titers.  Vogel  and 
Lunde82  found  this  to  be  untrue  and  demonstrated 
that  patients  with  malignant  disease  of  the  reticu- 


loendothelial system,  even  those  with  low  gamma 
globulin  levels,  had  the  same  percentage  of  posi- 
tive reactions  as  did  the  general  populations  and 
were,  in  fact,  able  to  develop  very  high  titers. 

Toxoplasmosis  and  renal  disease 

Wickbom  and  Winberg83  reported  the  simulta- 
neous occurrence  of  congenital  toxoplasmosis  and 
acute  nephritis  with  nephrotic  syndrome  in  a ten- 
week-old  boy.  The  mother  had  a long-lasting 
fever  with  lymphadenopathy  during  the  seventh 
and  eighth  months  of  pregnancy.  The  serologic 
finding  of  mother  and  child  showed  rising  titers  in 
the  mother  and  rising  and  falling  titers  of  Toxo- 
plasma antibody  in  the  child.  The  authors  com- 
mented that  “the  diagnosis  of  a Toxoplasma  infec- 
tion, probably  congenital,  as  well  as  an  acute  ne- 
phritis with  nephrotic  syndrome  seem  to  be  well 
founded.”  83  Congenital  toxoplasmosis  appears  at 
a rate  of  from  5 to  10  cases  a year  in  Sweden,  and 
acute  nephritis  during  the  first  few  months  of  life 
is  very  rare.  Their  simultaneous  appearance  thus 
raises  the  question  about  a cause-and-effect  rela- 
tionship. 

More  recently  Ginsburg  et  al.,84  while  investi- 
gating Toxoplasma  antigen  in  renal  biopsy  speci- 
mens, uncovered  a case  of  an  immune  complex  dis- 
ease including  glomerulonephritis.  The  diagnosis 
of  immune  complex  nephritis  was  made  by  rena 
biopsy.  The  presence  of  Toxoplasma  antigen  ir 
the  glomeruli  lead  to  serologic  examination  for  an 
tibodies  to  Toxoplasma.  The  dye  test,  performer 
according  to  the  method  of  Sabin  and  Feldman 
and  as  modified  by  Huldt,85  showed  rising  an< 
then  falling  antibody  titers  indicative  of  infection 
Clinically,  the  early  picture  closely  mimicked 
purpuric  nephritis.  The  diagnosis  was  suggested 
when  material  stainable  with  anti-Toxoplasm 
conjugate  was  found  in  the  glomeruli  and  a rise  i 
circulating  anti-Toxoplasma  antibodies  wa 
shown. 

Experimental  studies  on  mice  and  rabbits  hav 
shown  that  toxoplasmosis  can  be  accompanied  b 
immune  complex  nephritis.86  Huldt86  induced  ir 
fection  with  a low  virulent  Toxoplasma  strain  i 
mice  and  demonstrated  antigen-antibody  con 
plexes  in  the  glomerulus. 

This  evidence  indicates  that  T.  gondii  should  1 
included  in  the  group  of  agents  which  can  give  ri: 
to  immune  complex  disease.  Therefore,  the  poss  <r 
bility  of  active  toxoplasmosis  should  be  considen 
where  the  cause  of  the  immune  response  is  u 
known. 

Diagnosis  and  treatment 

Serologic  tests.  Definitive  diagnosis  of  tox 
plasmosis  can  be  made  with  the  aid  of  the  labor 
tory.  Four  different  antibody  tests  are  availab 
(1)  IFA,  (2)  IHA,  (3)  CF,  and  (4)  Sabin-Feldm;  : 
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TABLE  I.  Antibody  responses  with  IFA  and  IHA  tests 


IFA 

IHA 

Characteristics 

16  to  64 

64  to  128 

Found  in  up  to  30  per  cent 
of  “Normal  population”; 
usually  indicates  past  ex- 
posure but  may  mean 
early  stage  of  disease; 
additional  blood  speci- 
mens should  be  tested. 

128  to  256 

256 

Found  in  nearly  10  per  cent 
of  normal  population;  re- 
cent exposure.  Physician 
should  have  additional 
specimens  tested  for  fur- 
ther rise  or  decline  in  titer. 

512  to  1024 

512 

or  higher 

Found  in  less  than  5 per 
cent  of  normal  popula- 
tion; usually  signifies  re- 
cent or  current  infection 
with  toxoplasmosis. 

dve  test.  The  dye  test  is  a complicated  one,  not 
readily  available.  The  IHA  is  done  by  a number 
of  health  department  laboratories,  including  the 
New  York  City’s.  Skin  test  antigens  prepared 
from  mouse  peritoneal  fluid  or  embryonated  eggs 
have  been  used  and  yield  reactions  of  the  delayed 
type.  While  still  popular  in  some  parts  of  the 
world,  they  are  quite  insensitive,  and  their  use  is 
not  recommended.26 

Presence  of  antibodies  in  the  blood  does  not,  per 
se,  indicate  toxoplasmosis  because,  as  mentioned 
earlier,  a significant  portion  of  the  population  has 
antibodies. 

Table  I indicates  the  antibody  responses  shown 
by  the  IFA  and  IHA  tests.  Their  significance 
should  serve  as  a guide  to  diagnosis. 

CF  antibody  titers  are  lower  than  those  of  IFA 
and  IHA  and  disappear  sooner  but  are  useful  in 
diagnosing  early  or  congenital  disease.  A high 
tjtiter  to  both  CF  and  either  IFA  or  IHA  in  a mother 
•vhose  infant  has  a high  IFA  or  IHA  but  no  CF 
antibody  response  indicates  congenital  toxoplas- 
nosis.  High  IFA  titers  in  the  absence  of  IHA  and 
l[3F  antibodies  are  occasionally  found  in  children 
ander  one  year.  A recent  exposure  and  perhaps 
present  involvement  with  Toxoplasma  is  suggested 
ay  titers  of  1:256  or  greater,  although  titers  may  be 
nuch  lower  in  ocular  toxoplasmosis,  unless  exacer- 
bation occurs.  One  authority,  however,  does  not 
eel  that  active  toxoplasmosis  is  indicated  by  a 
ligh  serum  titer  unless  either  a rise  in  antibody  is 
lemonstrated  or  signs  of  the  disease  are  present.87 

In  summary,  before  a diagnosis  of  toxoplasmosis 
5 made,  the  antibody  titer  should  be  very  high, 
ising,  or  falling,  with  several  determinations  done 
a two-  to  four-week  intervals.  However,  it  has 
een  shown  that  in  certain  cases  of  localized  toxo- 
lasmosis,  the  antibody  titer  may  be  low  and  not 
hange  during  the  course  of  the  disease. 

Biopsy.  Demonstration  of  the  parasite  in  free 


or  cystic  form  in  biopsy  material  is  further  evi- 
dence of  infection.  Lymph  node,  muscle,  bone 
marrow,  and  liver  are  the  tissues  usually  exam- 
ined. In  the  congenital  form,  cerebrospinal  fluid 
can  be  examined  under  Wright’s  stain  for  the  pres- 
ence of  free  Toxoplasma.  Final  proof  of  infection 
follows  inoculation  of  the  microorganism  after  in- 
oculation into  mice  of  suspension  tissue  taken  at 
biopsy  or  autopsy.  A positive  result  should  be 
correlated  with  the  clinical  picture  and  serologic 
evidence  of  active  disease,  since  Toxoplasma  cysts 
have  been  found  in  organs  of  healthy  individuals 
after  accidental  death. 

A skin  test  of  the  delayed  cellular  sensitivity 
type  yields  frequent  false  negative  results  and 
therefore  is  not  considered  useful. 

Treatment  of  choice  at  present  consists  of  a 
combination  of  sulfonamides  and  pyrimethamine. 

Treatment.  The  sulfonamides  (sulfamezath- 
ine,  sulfamerazine,  and  sulfadiazine)  and  pyri- 
methamine show  promising  activity  in  toxoplas- 
mosis. The  use  of  these  together  has  a synergistic 
effect  which  has  given  good  results.39  In  vitro 
studies  in  animals  have  shown  more  uniform  re- 
sults than  in  human  infection,  which  may  be  due 
in  part  to  the  stage  at  which  treatment  is  begun. 
Those  cases  treated  in  the  early  stage  of  the  infec- 
tion, usually  in  laboratory  workers  accidentally  in- 
fected, have  paralleled  the  in  vitro  studies  and  em- 
phasize further  the  need  to  identify  the  disease 
and  commence  treatment  as  soon  as  possible.  Be- 
cause these  drugs  interfere  with  folic  acid  produc- 
tion in  the  host,  there  is  danger  of  an  antifolic  acid 
effect  and  depression  of  the  bone  marrow.  Leuco- 
vorin-calcium  (folinic  acid)  will  prevent  the  toxic 
effects  on  the  host  without  interfering  with  the 
therapeutic  effect.  Additional  measures  include  a 
routine  weekly  check  of  hemoglobin,  white  cells, 
and  platelets. 

If  hematologic  toxicity  is  observed,  it  may  be 
profitable  to  attempt  to  reverse  it  with  small  doses 
of  folic  or  folinic  acid.88  Other  less  serious  effects 
of  therapy  include  gastrointestinal  distress,  a bad 
taste  in  the  mouth,  and  headaches. 

Because  of  the  known  teratogenicity  of  pyri- 
methamine, the  treatment  of  pregnant  women 
with  this  drug  is  hazardous.  If  seroconversion  or  a 
rise  in  titer  is  documented  in  the  first  trimester  of 
pregnancy,  therapeutic  abortion  should  be  consid- 
ered. The  risk  of  fetal  infection  is  lowest  during 
the  first  trimester,  but  most  of  those  infected  at 
that  time  either  had  evidence  of  congenital  disease 
or  died.  Later  in  pregnancy  the  chances  of  fetal 
infection  were  greater,  but  there  was  less  disease 
among  those  infected.89  Since  therapeutic  abor- 
tion is  increasingly  dangerous  during  the  last  six 
months  of  pregnancy,  the  information  to  be  gained 
from  serologic  testing  during  this  period  of  gesta- 
tion is  only  useful  for  physicians  who  would  con- 
sider drug  therapy  of  the  child  in  utero  or  immedi- 
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ately  after  birth.90  For  those  who  would  begin 
treatment  several  days  to  a week  after  birth,  a sin- 
gle measurement  of  IgM  antibody  to  T.  gondii  on 
cord  blood  should  suffice.  There  may  be  false 
positive  results  from  placental  leaks;  this  may  be 
taken  into  account  by  repeating  the  test,  since  the 
half-life  of  IgM  is  approximately  five  days.91 
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(b)  Beutler  fluorescent  spot  procedure  for  galacto- 
semia. 

(c)  Cellulose  acetate  electrophoresis  test  for  homo- 
zygous sickle  cell  disease. 

(d)  Adenosine  deaminase  gel  spot  test  for  adeno- 
sine deaminase  deficiency. 

69.2  Time  and  place  for  testing,  (a)  Each  newborn 
infant  shall  be  tested  for  phenylketonuria,  branched- 
chain  ketonuria,  homocystinuria,  histidinemia,  galac- 
tosemia, homozygous  sickle  cell  disease,  and  adenosine 
deaminase  deficiency  on  the  day  of  discharge  from  the 
institution  wherein  initial  newborn  care  was  rendered, 
unless  medically  contraindicated,  in  which  case  the  tests 
shall  be  performed  as  soon  as  the  medical  condition  of 
the  infant  permits  such  testing. 

(b)  In  the  event  of  transfer  of  a newborn  infant  to 
another  institution  for  specialized  medical  care  the  tests 
shall  be  performed  prior  to  discharge  from  the  receiving 
institution. 
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he  weight  of  scientific  opinion 


If  the  pharmacist  substituted  a 
: *mically  equivalent  drug  for  the 
i?  you  have  specified  for  your 
: ient— could  you  be  certain  of  that 
:>duct’s  safety  and  effectiveness 
aiply  because  the  chemical  content 
is  the  same? 

Definitely  not,  unless  bio- 
aiivalence  tests  and  other  quality 
urance  checks  had  been  conducted. 
P;  pharmaceutical  industry  and 
Bny  scientists  have  maintained  this 
Nition  for  years,  but  others  have 
p stioned  it.  Now  the  Office  of 
[ihnology  Assessment  of  the 
Egress  of  the  United  States  has  M 
ported  on  the  issue  in  its  Drug 
} equivalence  Study.* 

Here  are  a few  definitive  state- 
llits  in  the  O.T.A.  report: 

I “...the  problem  of  bioincquiva- 
■y  in  chemically  equivalent  prod- 
ic  is  a real  one.  Since  the  studies  in 
l|ch  lack  of  bioequivalence  was 
■onstrated  involved  marketed 
>t  lucts  that  met  current  compen- 
ii  standards,  these  documented  in- 
llces  constitute  unequivocal 
lienee  that  neither  the  present 
Ijdards  for  testing  the  finished 
Huct  nor  the  specifications  for 
n prials,  manufacturing  process, 
fclcontrols  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG 

bioequivalence 


OfflC*  o*  flCMWIOUV 
OKUO  ■•OlOUtVAIINCI  •?!»» 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufacturers 
I Mil  Rl  Association 

1155  Fifteenth  Street,  N.W 
VI  Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 
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Sinography,  since  it  was  introduced  in  1965  by 
Cornell,  Ebert  and  Zuidema,1  has  proved  to  be 
valuable  in  differentiating  penetrating  from  non- 
penetrating types  of  abdominal  stabwounds. 
While  the  dye  may  enter  the  abdominal  cavity  or 
outline  the  abdominal  viscera,  communication 
with  the  pericardium  is  a very  rare  occurrence. 
To  our  knowledge  only  4 such  cases  have  been  re- 
ported thus  far  (Table  I).2-5 

Case  report 

A forty-five-year-old  white  male  was  seen  in  the 


FIGURE  1.  Pericardial  injury  demonstrated  by  sinogram 
of  abdominal  stabwound. 


emergency  room  of  the  New  York  Polyclinic  Divi- 
sion of  French  and  Polyclinic  Medical  School  and 
Health  Center  on  June  15,  1971,  with  a history  ol 
having  been  stabbed  in  the  left  upper  abdomen. 

Physical  examination  revealed  an  apprehensive 
male,  not  in  distress.  There  was  no  evidence  ol 
pallor  or  cyanosis.  His  vital  signs  were  stable 


TABLE  I.  Pericardial  penetration  of  abdominal  stabwounds  shown  by  sinogram 


Case  Report 

Site  of 
Stabwound 

Chest  and 

Abdominal  Findings 

Method  of  Management 

Outcome 

Steichen,  F.  M.-19672 

Epigastrium 

Chest  negative; 
abdomen  negative 

Nonoperative;  observation 

* 

Trimble,  Pomerantz,  and 
Eiseman-19693 

Epigastrium 

Chest  negative; 
abdomen  negative 

Nonoperative 

* 

Hyatt  and  Gordon-19721 

Epigastrium 

Chest  negative; 
abdomen  positive 

Operative;  suture  of  stab- 
wound of  right  ventricle 

Uneventful  recovei 

Caralps-Riera  et  a!.- 19725 

Epigastrium 

Chest  negative; 
abdomen  negative 

Nonoperative;  intensive  care 
unit  monitoring  and  obser- 
vation 

Discharged  tenth  ; 
hospital  day 

Authors’  patient 

Left  upper 
abdomen 

Chest  negative; 
abdomen  negative 

Nonoperative;  intensive  care 
unit  monitoring  and  obser- 
vation 

Discharged  eighth 
hospital  day 

* Details  not  available. 
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No  distention  of  the  neck  veins  was  evident. 
Heart  sounds  were  normal;  the  lungs  were  clear. 
In  the  left  upper  abdomen,  in  the  midclavicular 
line,  4 cm.  below  the  left  costal  margin,  a 2 by 
2-cm.  stabwound  was  noted.  The  abdomen  was 
soft  and  nontender,  and  there  was  no  muscle 
guarding.  Bowel  sounds  were  audible.  Laborato- 
ry data:  Hemoglobin  13.9  Gm.  per  100  ml.,  hema- 
tocrit 40,  and  leukocytes  10,000  per  cubic  millime- 
ter. X-ray  film  findings  of  the  chest  and  abdomen 
were  essentially  negative.  The  electrocardiogram 
was  normal. 

The  sinogram  was  done  in  the  following  manner: 
The  area  of  the  stabwound  was  thoroughly  cleaned 
and  draped.  Under  local  anesthesia,  a pursestring 
suture  of  2-0  silk  was  applied  around  the  wound. 
A number  12  French  rubber  catheter  was  ad- 
vanced into  the  wound  and  the  pursestring  tight- 
ened. Fifty  cc.  of  50  per  cent  diatrizoate  (Hy- 
paque)  were  rapidly  injected  into  the  catheter,  and 
films  were  obtained  in  the  anteroposterior  and  lat- 
eral views.  The  sinogram  outlined  the  cardiac  sil- 
houette along  the  pericardium  (Fig.  1). 

The  patient  was  kept  in  the  intensive  care  unit 
and  watched  closely  with  monitoring  of  the  heart, 
central  venous  pressure,  and  urinary  output.  The 
serial  hemoglobin  and  hematocrit  study  results  re- 
mained negative.  Follow-up  chest  x-ray  films  re- 
vealed no  evidence  of  hemo-  or  pneumothorax  or 
cardiac  silhouette  enlargement. 


Oral  contraceptives  said 
to  increase  risk  of  stroke 

Young  women  using  oral  contraceptives  who  also 
smoke,  have  high  blood  pressure  or  have  migraine  head- 
aches have  a significantly  increased  risk  of  stroke,  says  a 
report  in  the  February  17  issue  of  the  Journal  of  the 
American  Medical  Association. 

But  oral  contraceptives  alone,  regardless  of  the  other 
risk  factors,  increase  the  risk  of  stroke,  says  the  report. 

The  report  is  by  the  Collaborative  Group  for  the 
Study  of  Stroke  in  Young  Women,  Durham,  N.C. 
Chairman  of  the  nationwide  study  group  is  Albert  Hey- 
man,  M.D.,  of  Duke  University  Medical  Center. 

The  study  involved  several  hundred  women  age  fif- 
teen to  forty-four  years  from  the  rosters  of  91  hospitals 
in  12  cities.  Control  groups  also  were  utilized.  Each  of 


The  patient  left  the  hospital  in  excellent  condi- 
tion after  eight  days  of  observation. 

Comment 

Inasmuch  as  the  pericardial  laceration  was  doc- 
umented only  by  means  of  a sinogram  of  the  ab- 
dominal stabwound  and  there  were  no  clinical 
signs  or  symptoms,  it  was  possible  to  plan  an  ap- 
proach based  on  initial  observation  and  continua- 
tion of  observation  in  the  intensive  care  unit  with 
cardiac  monitoring,  measurement  of  the  central 
venous  pressure,  and  charting  of  intake  and  out- 
put. No  deleterious  effects  were  noted  as  a result 
of  the  entrance  of  dye  into  the  pericardial  sac  in 
this  patient. 

Sinography  of  abdominal  stabwounds  yields  im- 
portant and  sometimes  surprising  information. 
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the  women  in  the  study  was  interviewed  for  detailed  in- 
formation on  contraceptive  practices,  smoking  habits, 
symptoms  of  headaches,  and  history  of  other  illness. 

High  blood  pressure  was  found  to  be  a risk  factor  for 
stroke  among  women  who  used  oral  contraceptives  as 
well  as  among  those  who  did  not,  but  the  risk  is  higher 
among  those  using  the  Pill. 

The  researchers  recommend: 

1.  Oral  contraceptives  should  not  be  used  by  women 
with  high  blood  pressure. 

2.  Cautious  use  of  oral  contraceptives  by  heavy 
smokers  seems  well  advised. 

3.  Oral  contraceptives  probably  should  not  be  used 
by  women  with  classical  or  complicated  migraine — 
headache  associated  with  visual  disturbances  or  other 
brain  deficits.  Nor  by-  women  whose  headaches  are  ag- 
gravated by  the  use  of  the  Pill. 
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Aberrant  breast  tissue,  according  to  Haagen- 
sen,1  occurs  in  the  human  being  in  from  1 to  2 per 
cent  of  white  subjects  and  more  frequently  in  Ori- 
entals. He  cites  an  occurrence  rate  of  5.19  per 
cent  in  Japanese  females,  1.68  per  cent  in  Japa- 
nese males,  and  3.6  per  cent  in  Chinese  males.  We 
are  reporting  a recent  experience  of  carcinoma 
arising  in  aberrant  axillary  breast  tissue. 

Case  report 

A forty-year-old  white  woman  was  admitted  to 
French  and  Polyclinic  Medical  School  and  Health 
Center  on  May  3,  1970,  with  a painless  lump  in  the 
left  axilla  of  two  months’  duration. 

Examination  revealed  a walnut-sized,  firm,  free- 
ly movable  mass,  at  the  level  of  the  left  midaxillary 
crease,  beneath  the  skin.  There  were  no  masses 
palpated  in  either  breast.  The  tails  of  both 
breasts  were  small,  and  the  axillary  tumor  was  6 
cm.  from  the  breast  proper. 

Preoperative  diagnosis  was  “enlarged  lymph 
node,  possibly  metastatic.”  Under  local  anesthe- 
sia, an  excisional  biopsy  was  performed  on  May  4, 
1970,  and  the  entire  mass  with  surrounding  adi- 
pose tissue  was  removed.  Gross  pathologic  exami- 
nation showed  a firm,  irregular,  fibrofatty  mass  2.5 
by  0.5  by  0.3  cm.  in  size.  Microscopic  examination 
revealed  a zone  of  neoplastic  epithelium,  the  bor- 
ders of  which  irregularly  infiltrated  the  surround- 
ing tissue.  Central  necrosis  was  seen  with  ghost 
tumor  cells;  solid  cords  and  strands  of  tumor  cells 
radiated  outward  from  the  center.  Duct  patterns 


were  seen  particularly  at  the  periphery  where  the 
fibrofatty  tissue  was  undergoing  infiltration. 
Here,  distributed  around  the  periphery  were  duct 
lobules,  a number  of  which  were  penetrated  by 
tumor  cells.  Also  seen  were  patterns  strongly  sug- 
gestive of  blood  vessel  and  lymphatic  vascular 
invasion.  Diagnosis  was  infiltrating  duct-cell  car- 
cinoma of  aberrant  breast  tissue  of  left  axilla. 

Postoperative  mammography  revealed  normal 
findings,  except  for  “some  increased  fibrosis”  over 
the  upper  outer  quadrant  of  the  left  breast. 

On  May  14,  1970,  a wide  excision  in  continuity 
was  performed  on  the  previous  axillary  scar,  the 
lower  axillary  skin  and  subcutaneous  tissue,  and 
the  tail  of  the  left  breast  plus  the  upper  outer 
quadrant  of  the  left  breast  from  the  twelve  to  the 
three  o’clock  position.  No  tumor  was  grossly 
identifiable  in  any  of  the  material  submitted;  fro- 
zen section  findings  were  normal.  These  findings 
confirmed  our  original  diagnosis  of  primary  carci- 
noma in  aberrant  breast  tissue,  and  a radical  left 
axillary  node  dissection  was  then  performed. 

Histologic  examination  of  the  second  specimen 
showed  healing  incidental  to  the  earlier  operative 
procedure  in  the  axilla  as  well  as  residual  foci  of 
tumor  showing  prominent  duct  patterns.  No 
tumor  was  found  in  the  submitted  breast  tissue, 
and  sections  of  the  fatty  tissue  intervening  be- 
tween the  breast  and  the  zone  of  resection  from 
the  first  operative  intervention  were  free  of  tumor, 
as  were  the  lymph  nodes  from  the  radical  dissec- 
tion of  the  left  axilla. 

Cobalt  therapy  was  advised  because  a residual 
tumor  was  found  beneath  the  original  axillary  inci- 
sion. The  patient,  however,  refused  cobalt  thera- 
py and  sought  other  medical  advice  in  a different 
institution.  One  month  later,  she  underwent  a left 
radical  mastectomy  at  another  hospital;  the  entire 
specimen  failed  to  reveal  any  tumor  in  the  breast. 
The  few  remaining  axillary  lymph  nodes  were  free 
of  tumor  as  they  had  been  on  the  first  occasion. 

Comment 

Geschickter2  states  that  aberrant  mammary  tis-  }•' 
sue  without  a nipple  in  the  axilla  is  more  prone  tc 
cancer  than  is  a supernumerary  breast.  However 
only  a few  cases  have  been  documented.  Chiari: 
found  only  3 acceptable  cases  in  918  patients  wit! 
breast  cancer.  Stringa  reported  6 cases  of  carcino 
ma  in  aberrant  breast  tissue  in  a study  of  378  pa 
tients  with  breast  carcinoma.3  Until  1959,  only  6( 
proved  cases  of  carcinoma  of  aberrant  breast  tissu* 
had  been  reported.  DeCholnoky4  found  carcino 
ma  in  3.8  per  cent  in  a series  of  26  operations  o 
aberrant  axillary  breast.  Cogswell  and  Czerny  ii 
1961s  reported  2 cases  and  Morgenfeld  in  1966, 6 , 
case. 

Conclusion 

Review  of  the  operative  and  pathologic  finding  u 
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made  at  the  three  procedures  categorically  demon- 
strates that  the  axillary  tumor  first  encountered 
was  indeed  primary  at  that  site.  Furthermore,  the 
presence  of  duct  lobules  of  the  breast  surrounding 
the  malignant  neoplasm  and  a free  interval  be- 
tween this  lesion  and  the  main  breast  firmly  estab- 
lish this  lesion  as  a primary  breast  cancer  arising 
in  aberrant  axillary  breast  tissue  and  not  in  the 
tail  of  the  left  breast. 

Summary 

A case  of  primary  carcinoma  of  the  axillary  ab- 
errant breast  tissue  has  been  presented. 

Despite  the  rarity  of  this  disease,  its  possibility 
should  be  considered  when  isolated  axillary  masses 
are  found  and  when  the  breast  proper  shows  nega- 


Further evidence  offered  on 
safety  of  contraceptive  device 

Further  evidence  regarding  possible  medical  problems 
from  use  of  the  Daikon  Shield,  an  intrauterine  contra- 
ceptive device,  is  offered  in  a report  in  the  February  17 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

The  report  is  by  a research  group  from  the  Population 
Council,  the  Rockefeller  University  and  the  Cornell  Uni- 
versity Medical  College.  Primary  author  is  Howard  J. 
Tatum,  M.D.,  of  the  Population  Council. 

The  report  declares: 

“The  recent  report  of  209  cases  of  septic  spontaneous 
abortion  and  11  maternal  deaths  in  the  United  States  in 
women  using  the  Daikon  Shield  intrauterine  device 
(IUD)  raised  the  question  about  a possible  causal  rela- 
tionship between  the  IUD  and  pelvic  sepsis  (infection). 


tive  findings  both  by  palpation  and  by  mam- 
mography. When  identified,  it  is  best  treated  by 
wide  excision  and  radical-node  dissection  of  the 
drainage  area. 
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It  is  essential  to  determine  whether  or  not  this  sepsis  is 
unique  to  the  Daikon  Shield  or  generic  to  all  types  of 
IUDs. 

“Our  studies  permit  the  conclusion  that  the  tail  of  the 
Daikon  Shield  is  structurally  and  functionally  different 
from  the  tails  of  the  four  other  IUDs  tested.  The 
unique  characteristics  of  the  Daikon  tail  theoretically 
could  provide  a mechanism  whereby  pathogenic  bacteria 
from  the  vagina  enter  the  uterine  cavity  and  cause 
sepsis.” 

The  studies  indicate  that  the  Daikon  tail  may  act  as  a 
wick  whereby  bacteria  can  ascend  into  the  uterus  and 
cause  infection. 

The  Daikon  Shield  has  been  under  study  for  some 
time.  A moratorium  on  its  continued  use  was  issued  by 
the  U.S.  Food  and  Drug  Administration  last  June.  The 
manufacturer  recently  recalled  existing  on-the-shelf 
stocks  of  the  old  model,  pending  production  of  a new 
model  Daikon  Shield  in  which  the  tail  will  be  modified. 
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Unlike  ventricular  septal  defect  and  patent 
ductus  arteriosus,  spontaneous  closure  of  secun- 
dum atrial  septal  defect  seems  to  be  infrequent, 
and  reports  in  the  literature  are  rare.1-7  We  ob- 
served 4 cases  of  spontaneous  closure  of  a secun- 
dum atrial  septal  defect  at  the  Buffalo  Children’s 
Hospital  in  Buffalo,  New  York.  The  natural  his- 
tory of  these  events  was  documented  in  all  pa- 
tients by  repeated  hemodynamic  studies. 

Case  reports 

Case  1.  A heart  murmur  was  first  detected  at 
the  age  of  three  months  in  a male  infant  whose 
birth  weight  was  3.3  Kg.  He  was  admitted  to  the 
Buffalo  Children’s  Hospital  in  congestive  heart 
failure  when  he  was  seven  months  old.  His  weight 
at  that  time  was  7.75  Kg.  (twenty-fifth  percentile). 
Physical  examination  revealed  a heart  rate  of  168 
per  minute  and  a respiratory  rate  of  60  per  minute. 
No  cyanosis  was  found,  and  peripheral  pulses  were 
normal.  The  liver  was  3 cm.  below  the  costal  mar- 
gin. A grade  3/6  harsh  systolic  ejection  murmur 
was  present  in  the  pulmonic  area,  and  a faint  mid- 
diastolic rumble  also  was  heard  at  the  left  lower 
sternal  border.  The  second  heart  sound  was  split, 
but  it  did  not  vary  with  respiration,  and  the  inten- 
sity of  the  pulmonary  closure  was  normal.  Elec- 
trocardiogram findings  showed  a frontal  QRS 
wave  axis  of  plus  90  degrees  (Fig.  1).  There  were 
RSR'  wave  complexes  in  V:*R  and  V]  (first  and 
third  right  unipolar  chest  electrocardiogram 
leads).  Cardiac  catheterization  and  selective  angi- 
ographic studies  showed  a moderately  large  left- 
to-right  shunt  at  the  atrial  level  (Table  I).  The 
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FIGURE  1 . Four-lead  electrocardiogram  before  and  after 
spontaneous  closure  of  atrial  septal  defect  in  3 patients 
(Cases  1,  2,  and  3) 


catheter  passed  repeatedly  into  the  left  atrium 
across  the  atrial  defect.  There  was  no  ventricular 
septal  defect  by  angiogram.  The  chest  x-ray  film 
shown  in  Figure  2A  showed  moderate  cardiomega- 
ly  with  a cardiothoracic  ratio  of  60  per  cent.  Pul- 
monary vascular  markings  were  increased. 

The  infant  was  digitalized,  and  he  improved 
At  the  age  of  two  years  the  cardiomegaly  had  dis- 
appeared (Fig.  2B).  The  digoxin  was  discontin 
ued.  At  the  age  of  three  years  the  systolic  ejectior 
murmur  was  grade  1/6  only,  and  the  diastolic  mur- 
mur was  no  longer  present.  A repeat  cardiac  cath 
eterization  and  angiography  was  performed  at  this 
age,  and  no  left-to-right  shunt  at  the  atrial  leve 
could  be  demonstrated.  The  catheter  could  no 
be  passed  into  the  left  atrium.  The  incomplete 
right  bundle  branch  block  had  disappeared  at  th. 
age  of  five  years  (Fig.  1). 


Case  2.  A female  infant  was  referred  to  th 
Buffalo  Children’s  Hospital  at  ten  weeks  of  age  be 
cause  of  a heart  murmur.  Heart  rate  was  160  pe 
minute  and  respiratory  rate  24  per  minute.  Ther 
was  no  cyanosis.  Peripheral  pulses  were  norma 
The  liver  was  not  enlarged.  A grade  2/6  hars 
ejection  systolic  murmur  was  heard  along  the  lei 
sternal  border.  The  second  sound  was  closel 


TABLE  I.  Sequential  cardiac  catheterization  data  in  4 patients  with  spontaneous  closure  of 

secundum  atrial  septal  defect 


Oxygen  saturation  — Pressure 


Case 

Number 

Age 

SVC* 

(Per  Cent) 
RAf  PA** 

AOft 

HA 

(mm. 

LA*** 

Hg) 

RVttt 

PA 

QP:QS**** 

Atrial  shunt 
(by  angio) 

1 

7 months 

67 

79 

80 

96 

6 

7 

27/3 

21/7 

1.8:1 

Present 

1 

3 years 

68 

75 

72 

96 

2 

NK  tttt 

19/3 

17/8 

1:1 

Absent 

2 

9 months 

56 

59 

70 

94 

8 

10 

60  2 

20/9 

1.7:1 

Present 

2 

8 years 

75 

71 

74 

97 

3 

NK 

25  6 

25  in 

1:1 

Absent 

3 

5 months 

53 

86 

86 

98 

2 

2 

37/3 

26  9 

3.7:1 

Present 

3 

7 years 

72 

71 

72 

96 

5 

NK 

29  5 

29/10 

1:1 

Absent 

4 

18  months 

56 

78 

77 

98 

5 

7 

56  5 

26  20 

2.1:1 

Present 

4 

13  years 

82 

84 

82 

98 

4 

NK 

20  6 

15/10 

1:1 

Absent 

* SVC  = Superior  vena  cava, 
t HA  = Right  atrium. 

**  PA  = Pulmonary  artery, 
ft  AO  = Aorta. 

***  LA  = Left  atrium, 
ttt  RV  = Right  ventricle. 

****  QP:QS  =*  Pulmonary  to  systemic  flow  ratio, 
tttt  NK  = Not  known. 


FIGURE  2.  Chest  x-ray  film  photograph  of  patient  in  Case  1.  (A)  Before  closure  of  atrial  septal  defect.  (B)  After  clo- 
sure of  atrial  septal  defect. 


split.  No  diastolic  murmur  was  present.  Chest 
x-ray  films  showed  mild  cardiomegaly  with  a car- 
diothoracic  ratio  of  55  per  cent.  The  pulmonary 
vascularity  was  increased.  The  electrocardiogram 
findings,  as  seen  in  Figure  1,  showed  a frontal  QRS 
wave  axis  of  plus  160  degrees.  RSR'  was  present 
in  V i and  deep  S in  V6-  Cardiac  catheterization 
and  angiography  was  performed  at  the  age  of  nine 
months.  The  data  showed  a moderate  left-to- 
right  shunt  at  the  atrial  level.  As  seen  at  times  in 
atrial  septal  defects,  the  oxygen  saturation  data  re- 


flected complete  mixing  of  venous  return  and 
shunted  blood  beyond  the  tricuspid  valve.  The 
catheter  passed  easily  across  the  atrial  defect,  and 
left  ventricular  angiogram  findings  ruled  out  an 
additional  ventricular  septal  defect  or  patent 
ductus  arteriosus.  A flow  gradient  of  40  mm.  Hg 
across  the  pulmonary  valve  was  also  present 
(Table  I). 

At  the  age  of  eight  years  the  murmur  became 
very  faint,  the  chest  x-ray  film  was  normal,  and 
the  electrocardiogram  findings  showed  a frontal 
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QRS  wave  axis  of  plus  90  degrees  and  was  normal 
for  age  (Fig.  1).  At  this  time  a repeat  cardiac 
catheterization  did  not  show  any  shunt  by  oxygen 
saturation  and  angiography,  and  the  flow  gradient 
across  the  pulmonary  valve  had  disappeared. 

Case  3.  A heart  murmur  was  found  in  a female 
infant  with  a birth  weight  of  3.1  Kg.  at  the  age  of 
three  months,  and  she  was  seen  at  the  Children’s 
Hospital  of  Buffalo  two  months  later.  Her  heart 
rate  was  160  per  minute  with  gallop  rhythm.  Her 
respiratory  rate  was  60  per  minute.  There  was  no 
cyanosis,  and  the  peripheral  pulses  were  normal. 
A grade  2/6  harsh  systolic  ejection  murmur  was 
present  at  the  left  second  and  third  intercostal 
spaces.  S2  (second  heart  sound)  was  closely  split. 
The  liver  was  enlarged  4 cm.  below  the  costal  mar- 
gin. Chest  x-ray  films  showed  cardiomegaly  with 
a cardiothoracic  ratio  of  60  per  cent.  Pulmonary 
vascular  markings  were  increased.  Electrocardio- 
gram findings,  as  seen  in  Figure  1,  showed  a frontal 
QRS  axis  of  plus  150  degrees.  There  were  RSR' 
complexes  in  V3R  and  in  Vi  and  deep  S in  Vg. 
Cardiac  catheterization  and  angiography  showed 
the  presence  of  a large  left-to-right  shunt  at  the 
atrial  level  (Table  I).  The  catheter  passed  across 
the  defect,  and  left  ventricular  angiograms  showed 
an  intact  ventricular  septum. 

The  infant  was  digitalized  and  improved.  At 
the  age  of  four  years  the  heart  murmur  had  disap- 
peared. At  a second  cardiac  catheterization  at  the 
age  of  seven  years  the  shunt  was  no  longer  present, 
and  the  catheter  could  not  be  advanced  across  the 
previous  atrial  defect.  The  electrocardiogram  and 
x-ray  film  findings  had  become  normal  (Fig.  1). 

Case  4.  A female  infant  was  referred  to  the 
Children’s  Hospital  of  Buffalo  at  the  age  of  thir- 
teen months  because  of  a heart  murmur.  Her 
weight  was  9.5  Kg.,  her  heart  rate  was  110  per  min- 
ute, and  her  respiratory  rate  was  26  per  minute.  A 
grade  4/6  ejection  murmur  was  present  in  the  sec- 
ond left  intercostal  space.  There  was  also  a grade 
2/6  diastolic  rumble  at  the  left  lower  sternal  bor- 
der. S2  was  split.  The  liver  was  not  enlarged. 
Chest  x-ray  films  showed  a cardiothoracic  ratio  of 
49  per  cent  with  a prominent  pulmonary  artery 
segment  and  increased  pulmonary  blood  flow. 
Electrocardiogram  findings  showed  a frontal  QRS 
axis  of  90  degrees.  There  were  RSR'  complexes  in 
V:!R  and  Vj  and  deep  S in  V5  and  Vg,  compatible 
with  right  ventricular  volume  overload.  Cardiac 
catheterization  and  angiocardiography  done  at  the 
age  of  eighteen  months  showed  the  presence  of  a 
left-to-right  shunt  at  the  atrial  level  by  oxygen 
data  and  angiogram  (Table  I). 

At  the  age  of  seven  years  the  murmur  was  noted 
to  be  faint.  A repeat  cardiac  catheterization  at 
the  age  of  thirteen  years  did  not  show  any  shunt 
by  oxygen  studies  and  by  angiography,  and  the 


flow  gradient  across  the  pulmonary  valve  had  dis- 
appeared. 

Comment 

Generally,  patients  with  isolated  secundum  atri- 
al septal  defect  are  not  diagnosed  in  infancy  be- 
cause of  the  lack  of  signs  and  symptoms;  the  aus- 
cultatory findings  are  insignificant,  and  congestive 
heart  failure  occurs  rarely.1’8  Of  the  24  infants 
with  proved  atrial  septal  defect  reported  by  Hoff- 
man, Rudolph,  and  Danilowicz1  only  5 infants  had 
congestive  heart  failure,  10  had  wide  fixed  split- 
ting of  the  second  heart  sound,  and  10  had  cardiac 
enlargement.  Nevertheless,  almost  all  reported 
cases  of  spontaneous  closure  of  atrial  septal  defect 
were  symptomatic  in  infancy  and  therefore  cathe- 
terized  early.2-7  One  report  included  cases  with 
significant  additional  defects  such  as  aortic  steno- 
sis or  patent  ductus  arteriosus.4  It  is  reasonable 
to  assume  that  in  these  cases  the  shunt  at  the  atri- 
al level  may  have  occurred  through  a stretched 
patent  foramen  ovale  secondary  to  the  underlying 
significant  lesion  on  the  left  side. 

Our  4 cases  with  isolated  atrial  septal  defect 
were  diagnosed  during  infancy;  2 babies  appeared 
with  congestive  heart  failure,  and  a third  one  had 
mild  cardiomegaly.  The  fourth  infant  was  cathe- 
terized  without  being  symptomatic.  Based  on  our 
observations,  two  speculations  are  possible: 

1.  Because  early  diagnosis  of  atrial  septal  defects 
in  absence  of  significant  signs  and  symptoms  is  rare, 
subsequent  spontaneous  closure  may  be  missed  in  a 
substantial  number  of  children.  In  our  and  most 
other  cases  early  symptomatology  led  to  cardiac  in- 
vestigation and  diagnosis.  Similar  to  spontaneous 
closure  of  ventricular  septal  defect  and  patent  ductus 
arteriosus,  this  may  occur  to  atrial  septal  defect  dur- 
ing the  first  few  months  of  life  predominantly.  Since 
we  tend  to  close  atrial  septal  defects  during  childhood 
whenever  proved  by  cardiac  catheterization,  our  im- 
patience for  surgery  may  not  allow  spontaneous  clo- 
sure at  a later  age. 

2.  It  may  be  possible  that  the  natural  history  of 
atrial  septal  defects  with  high  flow  and  heart  failure 
in  infancy  is  different  and  spontaneous  closure  more 
frequent.  Rodbard9  has  shown  in  experimental  mod- 
els that  the  hydraulic  forces  of  high-velocity  flow  may 
produce  cushions  and  valve  formations  with  narrow- 
ing and  closing  effects  on  orifices.  This  principle  may 
be  of  major  importance  at  the  site  of  rapidly  growing 
intracardiac  structures  during  infancy. 

Spontaneous  closure  of  atrial  septal  defect,  al- 
though difficult  to  prove  clinically,  can  occur,  and 
the  open-heart  repair  may  be  avoided  by  conserva- 
tive treatment,  especially  in  infancy. 

Summary 

Spontaneous  closure  of  atrial  septal  defects  oc 
curred  in  4 infants  and  was  proved  by  repeater 
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cardiac  catheterization.  All  4 patients  were  recog- 
nized early  in  life,  3 of  them  with  significant  cardi- 
ac symptoms.  It  is  possible  that  spontaneous  clo- 
sure of  atrial  septal  defects  during  infancy  may  not 
be  rare  and  missed  in  asymptomatic  patients. 
High-flow  atrial  septal  defects  in  infancy  may  pos- 
sibly close  spontaneously  due  to  the  effects  of  hy- 
draulic forces. 
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Experimental  model 

A model  system  for  the  study  of  factors  involved  in 
tumor  immunity  and  concerning  the  importance  of  dose 
and  route  of  administration  of  tumor  cells  has  been  de- 
veloped by  four  members  of  the  Department  of  Immu- 
nology and  Immunochemistry  Research  at  Roswell  Park 
Memorial  Institute,  the  New  York  State  Department  of 
Health  comprehensive  cancer  center  in  Buffalo,  New 
York. 
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Associate  Institute  Director  for  Scientific  Affairs  and 
Director  of  the  Department  of  Immunology  and  Immu- 
nochemistry Research. 

Dr.  Yutoku  explained  the  data  show  that  myeloma 
tumor  cells,  when  inoculated  intravenously  in  relatively 
large  numbers,  are  eradicated  by  the  immune  response 
of  an  allogeneic  host.  Tumor  cells  administered 
through  i.v.  in  smaller  number,  escape  from  immune  at- 
tack even  though  the  host  has  the  potential  to  mount  an 
immune  response. 

The  finding  is  reported  in  a paper  published  in  the 
March,  1975,  issue  of  Cancer  Research,  titled  “An  Ex- 
perimental Model  for  Evaluation  of  Factors  in  Tumor 
Escape  from  Immunological  Attack.” 
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On  April  12,  1970,  a twenty-year-old  white  female 
presented  a rash  covering  most  of  her  body. 
There  was  considerable  itching  and  discomfort  in 
the  vaginal  area  so  that  the  vulvae  were  raw  from 
incessant  scratching. 

She  had  never  experienced  any  allergies  prior  to 
the  present  episode.  Two  months  earlier,  when 
the  condition  began,  she  had  started  living  with  a 
young  man.  Within  one  week  the  rash  appeared 
and  had  become  increasingly  severe.  Three  weeks 
ago  she  and  her  partner  were  separated  for  a peri- 
od of  ten  days.  During  that  time  the  rash  subsid- 
ed. When  he  returned  eleven  days  ago  and  they 
resumed  relations,  she  again  became  covered  with 
the  rash  except  that  it  was  even  more  severe  than 
previously.  The  rest  of  her  history  was  inconse- 
quential and  not  contributory.  She  was  a young 
woman  who  had  left  her  home  some  years  pre- 
viously and  had  made  her  own  way.  She  had  had 
prior  sexual  experiences,  none  of  which  produced 
the  reaction  she  encountered  now.  Her  family 
history  revealed  that  her  mother  suffered  from 
food  allergies  which  made  her  intolerant  to  apples 
and  peanuts.  On  exposure  to  either  of  these  the 
mother  experienced  vomiting  and  broke  out  with  a 
rash.  The  patient  had  never  experienced  such  a 
reaction.  She  had  had  dermatitis  from  poison  ivy 
three  years  previously  but  no  other  excessive  reac- 
tion to  any  other  chemical.  She  had  no  prior  sur- 
gical or  traumatic  history;  her  menstrual  history 
was  within  normal  limits. 

Physical  examination 

The  patient  was  a well-developed,  healthy  look- 
ing white  female  who  had  no  positive  findings 
other  than  the  rash  and  the  abnormal  genital  area. 
The  rash  was  maculopapular  and  pink.  The  le- 
sions were  from  2 to  6 mm.  in  diameter.  They 


were  itchy,  and  there  were  scratch  marks  on  areas 
that  she  could  easily  reach.  The  back  had  fewer 
marks  but  was  also  covered  with  these  lesions. 
The  labia  were  both  swollen,  red,  excoriated,  and 
obviously  the  site  of  considerable  scratching.  Va- 
ginal examination  showed  less  eruption  than  ei- 
ther skin  or  vulva.  The  cervix  had  several  small 
red  papules.  There  was  an  odorless  discharge 
which  was  translucent  and  mucoid  in  appearance. 

Laboratory  studies  included  examination  of  the 
discharge  for  organisms  including  fungi,  no  patho-  j 
gens  were  found.  Smears  and  culture  by  the 
Thayer-Martin  technique  revealed  no  evidence  of 
gonorrhea.  Serologic  examination  did  not  show 
evidence  of  syphilis.  The  blood  count  and  urine 
were  within  normal  limits. 

The  symptoms  appeared  immediately  after  co- 
itus in  this  order:  the  labia  became  swollen  and 

intensely  itchy  within  five  minutes;  this  was  fol- 
lowed by  general  pruritis  in  ten  minutes,  which  de- 
veloped more  as  a maculopapular  rash  appeared. 
She  did  not  have  giant  urticaria  nor  anaphylaxis. 

General  symptoms  included  nausea  without 
vomiting,  a “stuffy”  nose,  and  wheezing  on  exhala- 
tion. 

She  was  asked  to  bring  a sample  of  her  partner’s 
semen,  and  this  was  placed  on  her  left  forearm.  I 
The  area  was  gently  scratched.  Within  five  min- 
utes a weal,  4 cm.  in  diameter,  raised,  itchy,  indu-  j 
rated,  and  red  appeared.  Control  with  normal  sa-  f 
line  produced  nothing. 

Sperm  was  obtained  from  a volunteer  other  than 
her  partner.  There  was  no  reaction. 

In  a passive  transfer  Prausnitz-Kiistner  reaction 
test  0.15  cc.  of  the  patient’s  serum  was  injected  in- 
tradermally  into  a female  friend.  One  day  later  a 
scratch  test  was  performed  with  semen  from  the 
patient’s  sexual  partner.  The  test  results  became 
positive  within  five  minutes.  The  semen  of  the 
volunteer  which  served  as  a control  for  the  pa- 
tient’s cutaneous  test  was  also  placed  on  a similar- 
ly prepared  area.  It  produced  no  reaction. 

In  a cross-cutaneous  test,  semen  from  the  pa- 
tient’s partner  was  used  as  a skin  test  on  a female 
volunteer.  It  produced  no  reaction. 

After  voiding  the  partner’s  prostate  was  mas  • 
saged.  All  tests  were  repeated  with  the  sperm 
free  prostatic  fluid  as  mentioned  previously.  Pos 
itive  reactions  were  obtained  both  by  direct  cuta 
neous  test  and  by  passive  transfer;  this  would  im 
plicate  the  semen  itself  rather  than  the  spermato 
zoa.  Such  an  observation  was  also  made  by  Hal 
pern,  Ky,  and  Robert  in  1964. 1 

The  nature  of  the  problem  was  explained  to  he 
with  the  suggestion  of  two  possibilities  for  therapy  i 
one,  that  she  avoid  this  gentleman  who  was  appar  ; 
ently  responsible  for  her  difficulty,  or  two,  that  w 
attempt  desensitizing  her  to  his  semen.  She  wa 
reluctant  to  attempt  either  of  these  methods  bu 
finally  chose  the  former  since  the  vulvar  itchin 
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had  become  a source  of  considerable  embarrass- 
ment to  her.  Having  made  this  decision  she  was 
no  longer  available  for  further  study. 

Comment 

Prior  studies  on  sperm  antibodies  were  confined 
primarily  to  an  investigation  of  infertility.  As 
early  as  1900  such  antibodies  were  reported  by 
Metchnikoff2  in  studies  with  guinea  pigs.  How- 
ever, such  circulating  spermagglutinating  anti- 
bodies in  women  were  not  found  until  1961  when 
they  were  described  by  Nakabayashi,  Tyler,  and 
Tyler.3  Further  studies  by  Franklin  and  Dukes4 
and  by  Schwimmer,  Ustay,  and  Behrmarf’  also 
found  these  antibodies  in  infertile  women.  The 
most  recent  study  comes  from  the  Reproductive 
Biological  Research  Foundation  of  Washington 
University  School  of  Medicine  in  St.  Louis  by  Kol- 
odny  et  al.e  Spermagglutinating  antibodies  were 
found  in  the  serum  of  11  of  78  infertile  patients 
and  in  zero  per  cent  of  65  normally  fertile  women. 

The  case  reported  here  was  not  studied  for  sper- 
magglutinating antibodies  primarily  because  the 
patient  was  not  available.  However,  she  suffered 
not  from  allergic  reaction  to  spermatozoa  but  rath- 
er to  the  semen  fluid  itself.  Despite  many  sexual 
exposures  with  her  partner  she  had  not  become 
pregnant.  This  does  not  prove  infertility  on  the 
presence  of  her  antibodies  to  semen  fluid  because 
she  had  been  using  a contraceptive  pill  (Enovid- 
E).  She  had  used  “the  pill”  prior  to  living  with 
this  man,  so  the  allergic  reaction  could  not  be  at- 
tributed to  the  constituents  of  her  contraceptive 
medication. 

Similar  evidence  indicating  that  antigenicity  of 
the  ejaculate  is  due  to  seminal  fluid  rather  than  to 
spermatozoa  is  adduced  by  the  study  of  Weil,  Kot- 
sevalov,  and  Wilson,7  who  found  that  seminal  fluid 
containing  no  spermatozoa  nevertheless  did  con- 
tain antigens.  The  chemical  nature  of  the  antigen 


was  not  discussed.  It  apparently  is  labile,  since  it 
cannot  be  extracted  by  organic  salients  and  is  de- 
stroyed by  boiling  for  five  minutes. 

Since  seminal  fluid  contains  highly  antigenic 
material  it  is  surprising  that  reactions  such  as  are 
described  here  are  so  rare.  Infertility  where  there 
are  viable  spermatozoa  and  patent  fallopian  tubes 
should  be  studied  for  this  phenomenon.  Instances 
chemically  where  infertile  couples  divorce  and  re- 
marry and  where  both  members  of  the  original 
marriage  become  parents  are  no  rarity.  They  lend 
credence  to  the  hypothesis  of  allergic  sterility. 

While  desensitization  was  offered  to  our  patient 
(which  she  refused)  there  is  some  question  as  to  its 
efficacy.  The  case  of  Halpern,  Ky,  and  Robert1 
was  not  improved  by  such  therapy.  They  theo- 
rized that  the  antigen  which  caused  the  spontane- 
ous sensitivity  is  incapable  of  forming  “blocking”- 
type  antibodies. 

7440  Amboy  Road 
Staten  Island,  N.Y.  10307 
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Ascites  containing  numerous  well-differentiated 
plasmacytoma  cells  is  a rare  occurrence.  We  re- 
cently observed  a patient  with  massive  plasmacy- 
toma cell  ascites  containing  increased  IgA  (immu- 
noglobulin A)  immunoglobulin  as  the  first  sign  of 
recurrent  disease.  A review  of  the  literature  indi- 
cated that  this  was  the  fifth  case  of  well-docu- 
mented plasma-cell  ascites.  He  had  no  clinical  evi- 
dence of  skeletal  or  bone-marrow  involvement. 
This  case  and  a review  of  the  literature  suggest 
that  IgA  myeloma  is  a distinct  disease  entity  dif- 
ferent from  classical  multiple  myeloma. 

Case  report 

This  seventy-six-year-old  retired  white  man  de- 
veloped intractable  vomiting  and  abdominal  pain 
with  signs  of  small-bowel  obstruction  in  Decem- 
ber, 1970.  An  exploratory  laparotomy  revealed  a 
plasmacytoma  of  the  terminal  jejunum,  which  was 
completely  resected.  The  patient  recovered  un- 
eventfully and  did  well  until  June,  1971,  when  he 
developed  increasing  abdominal  girth,  weight  gain, 
ankle  swelling,  and  a sense  of  pressure  in  his  abdo- 
men following  meals.  He  was  suspected  of  having 
malignant  ascites  and  was  referred  to  the  Depart- 
ment of  Medicine  A at  Roswell  Park  Memorial  In- 
stitute in  July,  1971. 

The  past  history  was  not  contributory  and  in- 
cluded a laminectomy  for  intervertebral  disk  her- 
niation in  1953.  He  had  had  bilateral  reducible 
inguinal  hernias  since  age  sixteen. 

Physical  examination  revealed  distended  abdo- 
men with  tense  ascites.  A deep  subumbilical  mass 
9 cm.  by  12  cm.,  could  be  palpated.  There  was  no 
hepatomegaly,  splenomegaly,  or  enlarged  periph- 
eral lymph  nodes.  Bilateral  reducible  direct  in- 

* Present  address:  Mount  Sinai  School  of  Medicine,  Fifth 

Avenue  and  100th  Street,  New  York,  New  York  10029. 


FIGURE  1.  Ascites  fluid  containing  abnormal  plasma 
cells.  One  cell  in  mitosis  seen  (Wright-Giemsa  staining). 

guinal  hernias  and  a moderately  enlarged  smooth 
prostate  were  noted. 

At  the  time  of  admission,  his  hemoglobin  was  11 
Gm.,  per  100  ml.,  his  white  blood  count  5,000  per 
cubic  millimeter  with  80  per  cent  neutrophils  and 
20  per  cent  lymphocytes,  and  his  platelet  count 
156,000  per  cubic  millimeter.  The  alkaline  phos- 
phatase was  90  international  units,  the  bilirubin 
0.4  mg.,  the  glutamic  oxaloacetic  transaminase  30 
international  units,  the  lactic  dehydrogenase  180 
units,  and  the  urea  nitrogen  22  mg.  per  100  ml.  A 
serum  B12  level  was  less  than  50  micrograms  and 
the  serum  folate  8.9  nanograms  per  milliliter. 

The  relative  serum  viscosity  was  2.3.  Total 
serum  protein  was  7.5  Gm.  per  100  ml.,  1.8  Gm.  of  1 
which  was  a monoclonal  spike  in  the  gamma  region 
on  protein  electrophoresis.  Immunoelectrophor- 
esis revealed  the  abnormal  protein  to  be  IgA  with 
kappa  light-chain  type.  The  urinalysis  showed  no 
albumin  or  Bence-Jones  protein.  A concentrated 
twenty-four-hour  urine  sample  was  subjected  to 
electrophoresis  and  showed  no  abnormalities.  A 
bone-marrow  examination  showed  slight  erythroid 
hypoplasia  and  no  plasma  cells.  Intravenous  pye- 
lography findings  were  unremarkable.  Detailed 
bone  films  showed  no  lytic  lesions.  Contrast  stud- 
ies of  the  gastrointestinal  tract  revealed  no  intrin-  I 
sic  abnormalities  except  surgical  anastomosis  of 
the  terminal  jejunum.  A sigmoidoscopy  revealed 
a small  polyp  which  histologically  showed  an  area 
of  adenocarcinoma  of  the  colon  in  situ.  A para- 
centesis was  performed  and  a pneumoperitoneum 
was  induced  for  better  delineation  of  the  perito- 
neal masses.  Air  contrast  abdominal  x-ray  films 
revealed  a nodular  mass  located  over  the  first  foui 
lumbar  vertebrae  and  surrounding  the  left  kidney  j 
Fluid  obtained  by  paracentesis  was  chylous  and 
contained  106  per  milliliter  of  abnormal  plasme  I 
cells  (Fig.  1).  Some  cells  appeared  less  differed  i 
tiated  and  others  were  degenerated.  Many  cells 
contained  prominent  nucleoli.  Few  mitoses  wen 
observed.  Protein  electrophoresis  of  the  cell-fre< 
fluid  showed  a total  protein  of  5.9  Gm.  per  100  ml. 
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FIGURE  2.  Electrophoresis.  (A)  Serum  fluid,  July  19,  1971 
lin  0.8  Gm„  beta  globulin  0.9  Gm.,  gamma  globulin  0.4  Gm., 
Gm.  per  100  ml.  (B)  Ascites  fluid,  albumin  2.2  Gm.,  alpha- 1 
Gm.,  gamma  globulin  0.3  Gm.,  and  monoclonal  peak  2.5  Gm. 

and  the  monoclonal  protein  2.5  Gm.  per  100  ml. 
This  was  also  shown  to  be  IgA,  kappa  type.  Si- 
multaneous electrophoresis  of  the  serum  and  asci- 
tic fluid  suggested  that  the  abnormal  protein  was 
being  leaked  into  the  circulation  (Fig.  2).  A trans- 
port piece  was  not  detected.1,2  Short-term  culture 
of  cells  obtained  by  paracentesis  showed  secretion 
of  IgA  in  vitro.  Fifty  per  cent  of  cells  showed  a 
strongly  positive  reaction  to  immunofluorescent 
anti-IgA.  The  IgA  material  was  found  to  be  in 
dimer  form. 

The  patient  was  treated  with  total  abdominal  ir- 
radiation, 2,600  rads,  over  a period  of  eight  weeks. 
The  right  kidney  was  shielded  during  the  second 
half  of  the  period  of  radiotherapy.  The  ascites 
and  abdominal  masses  regressed,  and  the  serum 
monoclonal  protein  fell  to  0.9  Gm.  per  100  ml. 
The  patient  had  a course  complicated  by  severe 
marrow  hypoplasia,  leukopenia,  and  thrombocyto- 
penia. 

In  November  of  1971,  the  patient  entered  the 
hospital  with  a left  pleural  effusion.  His  white 
cell  count  was  2,000  per  cubic  millimeter  and 
platelets  were  28,500  per  cubic  millimeter.  No  as- 
cites was  noted.  The  pleural  fluid  contained  nu- 
merous cells  of  plasma-cell  type,  some  of  which 
were  poorly  differentiated.  The  patient  expired 
on  the  eighth  hospital  day  of  bilateral  broncho- 
pneumonia. 

A postmortem  examination  disclosed  plasmacy- 
tomas diffusely  scattered  throughout  the  perito- 
neal cavity,  involving  the  mesentery,  right  adrenal 
gland,  right  kidney,  pleura,  lungs,  and  lymph 
nodes  of  thorax,  abdomen,  and  left  supraclavicular 
region.  Small  plasma-cell  tumors  were  found  in 
I the  bone  marrow  of  the  sternum  and  upper  right 
emur  as  the  only  evidence  of  bony  involvement. 


Albumin  3.2  Gm.,  alpha-1  globulin  0.27  Gm.,  alpha-2  globu- 
and  monoclonal  peak  1.9  Gm.  per  100  ml.  Total  protein  7.5 
globulin  0.23  Gm.,  alpha-2  globulin  0.3  Gm.,  beta  globulin  0.7 
per  100  ml.  Total  protein  was  5.9  Gm.  per  100  ml. 

Comment 

Plasma-cell  ascites  is  an  uncommon  manifesta- 
tion of  plasma-cell  dyscrasia.  Dolin  and  Dewar,3 
who  reviewed  161  cases  of  extramedullary  plasma- 
cytoma, and  Hampton  and  Gandy,4  who  reviewed 
21  cases  of  gastrointestinal  plasmacytoma,  failed 
to  describe  ascites  attributable  to  plasma  cells. 
Berner  et  al.b  studied  causes  of  100  patients  with 
conspicuous  ascites  and  did  not  mention  plasma- 
cell dyscrasia  as  a cause  of  ascites.  We  were  able 
to  find  only  4 cases  of  ascites  secondary  to  myelo- 
ma cell  involvement.  Lucas,  Schneider,  and  Axel- 
rod,6 Durant,  Barry,  and  Learner,7  and  Bank  and 
Liberman,8  reported  cases  in  which  ascites  was  an 
event  associated  with  advanced  generalized  multi- 
ple myeloma  with  marrow  infiltration.  The  case 
reported  by  Line  and  Lewis9  differed  in  that  the 
primary  tumor  was  extramedullary,  and  remained 
so  for  a long  period  of  time.  Ascites  containing 
plasma  cells  developed  in  this  patient  without  in- 
volvement of  bone  and  bone  marrow.  Numerous 
anaplastic  cells  were  observed  in  ascites  suggesting 
perhaps  that  further  malignant  transformation  of 
plasma  cells  had  occurred  secondary  to  radiothera- 
py or  chemotherapy,  in  which  case  the  presence  of 
plasma  cells  in  the  ascitic  fluid  may  have  had  a 
different  genesis. 

Recently,  there  has  been  an  increasing  evidence 
suggesting  that  extramedullary  plasmacytoma  is  a 
disease  of  distinct  entity  apart  from  classical  mul- 
tiple myeloma.  Dolin  and  Dewar3  state  that  tu- 
mors arising  from  extramedullary  sources  have  a 
predilection  for  lymph-node  involvement  in  con- 
trast to  multiple  myeloma  They  postulate  that 
extramedullary  plasmacytoma  may  arise  from 
plasma-cell  precursors  in  lymphatic  tissue,  where- 
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as  multiple  myeloma  arises  from  plasma  cells  in 
bone  marrow.  The  disease  is  characterized  by  the 
absence  of  Bence-Jones  proteinuria,  macroglobuli- 
nemia,  and  bony  involvement.  It  rarely  exhibits 
alterations  in  protein  metabolism.  Indeed,  these 
differences  in  clinical  manifestation  may  well  be 
related  to  different  types  of  cells  involved.  Recent 
accumulation  of  cases  indicates  an  association  of 
gastrointestinal  multiple  myeloma  with  an  in- 
crease in  serum  IgA,  while  a majority  of  classical 
multiple  myeloma  excretes  IgG.8’10  The  possibili- 
ty of  IgA-secreting  plasma-cell  dyscrasia  as  a dis- 
tinct disease  entity  may  be  emphasized  by  a study 
of  alpha-chain  disease,  which  has  strikingly  similar 
clinicopathologic  features  of  lymphoplasmacytic 
proliferation  involving  primarily  the  lymphoid  tis- 
sue of  the  intestinal  tract  and  the  mesenteric 
nodes.11 

In  this  connection,  it  is  of  interest  to  note  that 
intestinal  mucosa  is  described  to  be  a major  source 
of  plasma  cells  synthesizing  IgA  immunoglobu- 
lin.12 Those  differences  might  well  explain  the 
abnormal  clinical  course  of  the  case  presented 
where  plasmacytoma  cell  ascites  was  recognized  as 
a first  sign  of  local  recurrence  without  involvement 
of  bone  or  bone  marrow.  Small  bony  involvement 
seen  at  the  time  of  autopsy  appears  to  be  a termi- 
nal event  in  a disease  which  had  its  origin  in  a 
plasma-cell  tumor  of  the  small  intestine. 

Whether  the  tumor  cells  proliferated  as  a sus- 
pension culture  in  the  ascites  fluid  is  unclear. 
Since  few  mitoses  were  seen  in  the  smear  of  the  as- 
cites fluid,  and  large  abdominal  masses  were  pres- 
ent, it  is  possible  that  the  majority  of  plasma  cells 
in  the  fluid  shed  off  from  the  surface  of  the  solid 
masses. 

Relationship  between  the  abnormal  IgA  prolif- 
eration and  the  presence  of  occult  adenocarcinoma 
of  the  colon  has  not  been  clarified.  High  associa- 
tion of  plasma-cell  dyscrasia  and  rectosigmoidal 
adenocarcinoma  has  been  described.13  It  is  possi- 
ble that  abnormal  immunoglobulin  metabolism 
might  have  caused  impairment  in  the  immunosur- 
veillance  systems,  triggering  malignant  transfor- 
mation of  the  intestinal  mucosa.  On  the  other 
hand,  presence  of  a strongly  antigenic  carcinoma 
might  trigger  proliferation  of  immunocompetent 
cells,  which  may  lead  to  frank  plasma-cell  dys- 
crasia. Although  plasmacytoma  can  be  generated 
in  mice  by  prolonged  reticuloendothelial  stimula- 
tion from  intraperitoneal  injection  of  mineral  oil, 


no  indication  of  reticuloendothelial  excitation  or 
chronic  intake  of  mineral  oil  was  elicited  from  the 
patient.14 

Summary 

A patient  with  massive  plasmacytoma  cell  as- 
cites as  a first  sign  of  recurrence  of  solitary  plas- 
macytoma of  the  intestine  is  described.  The 
tumor  first  occurred  in  the  jejunum  and  was  re- 
sected. The  recurrent  disease  manifested  as  mas- 
sive ascites  was  temporarily  resolved  with  radia- 
tion treatment.  The  case  is  characterized  by  the 
presence  of  increased  IgA  and  a lack  of  skeletal  or 
bone-marrow  involvement.  A review  of  the  litera- 
ture indicated  that  this  unusual  manifestation  ap- 
pears to  emphasize  the  distinct  clinicopathologic 
feature  of  IgA-secreting  plasmacytoma. 
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The  retrieval  of  iatrogenic  foreign  bodies  from 
the  heart  and  great  vessels  by  surgical  and  nonsur- 
gical  techniques  has  been  well  described  in  the 
medical  literature.1-5  The  purpose  of  this  presen- 
tation is  to  describe  a modification  of  a previously 
described  nonsurgical  technique  for  removal  of  a 
central  venous  catheter  from  the  pulmonary  artery 
and  also  to  report  the  removal  of  a detached  spring 
guide  wire  from  the  subclavian  artery  with  the  use 
of  a Fogarty  balloon  catheter.2 

Case  reports 

Case  1.  A thirty-nine-year-old  policeman  was 
admitted  to  the  hospital  after  sustaining  multiple 
gunshot  wounds  to  the  scrotum,  hip,  and  thigh,  re- 
sulting in  the  loss  of  a considerable  quantity  of 
blood.  When  seen  in  the  emergency  room,  a cen- 
tral venous  pressure  polyethylene  catheter  was 
placed  to  replenish  blood  loss  and  monitor  venous 
pressure.  The  patient  was  then  taken  to  the  oper- 
ating room,  where  one  of  the  bullets  was  removed 
and  the  wounds  repaired  and  drained.  On  the 
seventh  postoperative  day,  a chest  x-ray  film  re- 
vealed a radiopaque  foreign  body  in  the  right  pul- 
monary artery,  extending  peripherally  in  the  lung 
:ield.  Consultation  from  the  cardiology  and  car- 
iiothoracic  surgical  departments  was  obtained.  It 
vas  decided  to  give  the  patient  intravenous  antibi- 


FIGURE  1.  Polyethylene  catheter  held  by  snare  catheter. 
Distended  balloon  catheter  used  is  shown.  Below  is  mani- 
fold used  to  pass  snare  wire  through  catheter. 


otics  and  then  attempt  retrieval  of  the  foreign 
body  in  the  cardiac  catheterization  laboratory. 

Technique.  An  80-cm.  catheter  (Teflon  num- 
ber 8),  containing  a doubled  over  200-cm.  spring 
guide  wire  (diameter  0.025  inch),  was  passed  into 
the  heart  through  an  introducer  passed  percuta- 
neously  through  the  right  femoral  vein.  In  this 
manner,  a snare-type  catheter,  as  described  by 
Massumi  and  Ross,2  was  maneuvered  into  the  pul- 
monary artery.  Repeated  attempts  to  remove  the 
foreign  body  from  the  right  pulmonary  artery  were 
unsuccessful.  The  snare  catheter  was  then  re- 
moved and  replaced  with  a ureteric  stone  catcher. 
Again,  repeated  attempts  to  remove  the  foreign 
body  were  unsuccessful.  It  was  then  determined 
that  the  foreign  body  (the  polyethylene  central  ve- 
nous pressure  catheter)  was  too  peripherally  locat- 
ed in  the  right  pulmonary  artery  to  allow  removal 
with  the  methods  being  utilized.  The  ureteric 
stone  catcher  was  then  removed  and  the  snare 
catheter  again  passed  into  the  right  atrium.  A ve- 
nous cutdown  was  then  performed  in  the  right 
basilic  vein,  and  a number  7 balloon  catheter 
passed  and  positioned  in  a distal  branch  of  the 
right  pulmonary  artery  beyond  the  foreign  body. 
The  balloon  was  then  inflated  with  dilute  radi- 
opaque material  and  then  withdrawn  into  the  right 
atrium.  After  several  passes  with  the  balloon  in- 
flated, the  foreign  body  was  caught  at  the  junction 
of  the  balloon  with  the  catheter  and  pulled  into 
the  right  atrium.  With  the  foreign  body  in  the 
right  atrium,  it  was  a simple  matter  to  grasp  it 
with  the  snare  catheter  and  deliver  it  without  any 
further  problem  through  the  femoral  vein  punc- 
ture site.  The  fragment  removed  was  approxi- 
mately 20  cm.  in  length,  with  several  areas  of 
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FIGURE  2.  Demonstration  of  split  needle  used  to  pass  polyethylene  catheter  percutaneously.  (A)  Split  needle  with  cath- 
eter in  place.  (B)  Passage  of  needle  into  vein  with  introduction  of  catheter.  (C)  Removal  of  needle  through  split  portion 
with  catheter  in  place.  (D)  Catheter  above  separated  from  needle  below. 


thrombus  formation  (Fig.  1).  The  patient  was  dis- 
charged two  days  later. 

Case  2.  A fifty-four-year-old  man  was  admit- 
ted for  cardiac  catheterization  because  of  heart 
failure,  angina  pectoris,  and  a heart  murmur. 
Cardiac  catheterization  was  performed  only 
through  the  right  arm  because  of  extensive  periph- 
eral vascular  disease  of  the  lower  extremities. 
Under  local  anesthesia,  the  right  brachial  artery 
and  accompanying  vein  were  exposed.  After  all 
intracardiac  pressures  and  cardiac  output  were  ob- 
tained, an  NIH  (National  Institutes  of  Health) 
catheter  was  passed  into  the  brachial  artery  to  per- 
form angiographic  studies.  The  catheter  could 
not  be  passed  into  the  aorta  because  of  tortuosity 
of  the  subclavian  artery.  It  was  decided  to  pass  an 
open-end  catheter  into  the  subclavian  artery  and 
then  maneuver  a spring  guide  wire  through  this 
catheter  around  the  tortuous  segment.  While  per- 
forming this  maneuver,  it  was  apparent  that  the 
end  of  the  guide  wire  was  detached  and  remained 
in  a fixed  position  in  the  right  subclavian  artery. 
The  remaining  portion  of  the  guide  wire  within  the 
catheter  was  removed.  Contrast  material  injected 
into  the  subclavian  artery  localized  the  detached 
distal  tip  of  the  guide  wire  in  the  subclavian  artery 
just  proximal  to  its  junction  with  the  right  carotid 


artery.  The  major  portion  of  the  detached  seg- 
ment was  freely  floating  in  the  lumen  of  the  sub- 
clavian artery,  while  a small  part  was  either  em- 
bedded in  the  wall  of  the  artery  or  wedged  into  a 
small  branch.  Immediate  removal  of  the  foreign 
body  with  a Fogarty  balloon  catheter  was  begun. 
The  Fogarty  catheter  was  passed  through  the  bra- 
chial artery  into  the  subclavian  artery  just  beyond 
the  point  where  the  detached  spring  guide  wire 
was  located.  The  balloon  was  inflated  with  dilute 
contrast  material  and  the  Fogarty  catheter  with 
drawn.  The  segment  of  wire  became  detached 
was  dragged  along  with  the  balloon,  and  was  deliv 
ered  at  the  arteriotomy  site. 


Comment 

The  use  of  ureteric  stone  catcher,3  bronchoscop 


ic  biopsy  forceps,3  and  snare  catheters2  has  beer 
described  for  the  removal  of  foreign  bodies  fron 
the  heart  and  vascular  system.  A retrieval  cathe 
ter  kit  is  now  commercially  available.  Iatrogenf 
foreign  bodies  in  the  heart  and  great  vessels  ha 
been  associated  with  septicemia,  lung  abscess,  pu 
monary  emboli,  perforation,  arrhythmias,  and  sud 
den  death.4  Because  of  these  complications,  re 
moval  appears  justified.  Previously,  removal  o 
these  foreign  bodies  by  surgical  intervention  wa 
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the  treatment  of  choice.1  The  successful  experi- 
ence with  nonsurgical  approaches  in  retrieving 
these  foreign  bodies  indicates  that  surgery  should 
be  considered  only  when  the  simpler  methods  fail. 
Our  experience  with  these  2 cases  would  suggest 
that  all  such  cases  can  probably  be  managed  by 
using  a nonsurgical  approach.  Patience,  persever- 
ance, and  imagination  are  all  that  is  needed.  In 
our  first  case,  two  hours  were  spent  utilizing  meth- 
ods described  in  the  literature.  It  was  then  real- 
ized that  the  central  venous  catheter  extended  too 
far  into  the  lung  field  for  retrieval  by  standard 
methods.2-4  Our  experience  with  balloon  cathe- 
ters suggested  the  feasibility  of  manipulating  this 
catheter  beyond  the  foreign  body  and  then  to  drag 
it  back  to  the  right  side  of  the  heart,  thus  facilitat- 
ing removal  with  the  snare  catheter.  Only  ten  or 
twenty  minutes  were  needed  to  remove  the  foreign 
body  with  this  modification.  Similarly,  in  the  sec- 
ond case,  our  experience  with  Fogarty  catheters 
for  the  removal  of  emboli  prompted  us  to  use  this 
catheter  to  remove  the  spring  wire  from  the  sub- 
clavian artery. 

Increasing  utilization  of  long  central  venous 
catheters  passed  through  needles  in  coronary  care 
and  intensive  care  units  will  probably  make  em- 
bolization of  fragments  an  ever-increasing  hazard. 
In  one  series  of  7 cases  of  foreign  bodies  in  the  vas- 
cular system,  5 were  due  to  the  fragmentation  and 
separation  of  long  polyethylene  catheters  intro- 
duced through  needles.  It  is  advisable,  therefore, 
that  all  hospitals  be  aware  of  this  hazard  and  have 
facilities  and  equipment  available  for  their  remov- 
al. It  is  further  apparent  that  redesign  of  these 
percutaneous  catheter  sets  to  eliminate  this  haz- 
ard is  the  best  approach  to  prevent  this  complica- 
tion. One  proposed  solution  to  the  problem  is 


Reye’s  syndrome 

Reye’s  Syndrome  is  a serious  illness  that  often  is  fatal 
to  children.  It  usually  follows  shortly  after  a viral  ill- 
ness, such  as  flu  or  chicken  pox. 

Today’s  Health,  the  American  Medical  Association’s 
magazine  for  the  family,  points  out  that  of  the  thou- 
sands of  children  who  will  come  down  with  the  flu  this 
winter  only  a few,  statistically,  will  develop  Reye’s  Syn- 
drome. 

But  for  those  few  it  will  be  verj-  serious. 

Usually  the  child  will  have  completely  recovered  from 
:he  first  illness  and  be  back  in  school  or  at  play  before 
he  symptoms  of  Reye’s  appear.  Sudden,  persistent 
' /omiting  is  almost  always  the  first  sign,  followed  closely 


pa'ssage  of  the  catheter  through  a split  or  slotted 
needle,  which  can  then  be  separated  completely 
and  discarded  once  the  catheter  is  in  place  (Fig.  2). 
Guide  wires  used  during  cardiac  catheterization 
are  now  coated  with  Teflon,  which,  to  a great  ex- 
tent, has  reduced  fracture  of  them  during  diag- 
nostic procedures. 

Summary 

Two  successful  retrievals  of  foreign  bodies  lost 
within  the  heart  and  great  vessels  are  reported. 
Both  were  removed  with  the  assistance  of  balloon 
catheters.  The  technique  is  described.  It  is  sug- 
gested, based  on  our  experience  and  that  of  others, 
that  the  primary  approach  to  removal  of  such  for- 
eign bodies  should  be  nonsurgical. 
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by  complaints  of  fatigue,  general  listlessness  and  apa- 
thy. 

If  your  child  shows  these  symptoms,  contact  your  doc- 
tor immediately.  Mental  disorientation  occurs  soon 
after  the  vomiting  ceases.  The  child  may  become  total- 
ly irrational — screaming,  striking  out,  and  unable  to  rec- 
ognize family  members  and  other  familiar  faces. 
Unconsciousness  soon  follows. 

Reye’s  syndrome  is  not  always  fatal.  Sixty  per  cent 
of  children  affected  last  year  recovered  completely,  and 
doctors  this  winter  are  being  guided  by  the  lessons 
learned  during  last  winter’s  outbreak. 

You  can  better  the  odds  of  recovery  by  watching  your 
child  carefully  after  any  viral  illness  and  by  acting  swift- 
ly to  get  help  if  he  displays  any  of  the  symptoms  associ- 
ated with  Reye’s. 
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Pinworm  infestation  and  urinary 
tract  infection  in  young  girls 

Pinworms  may  be  an  important  factor  in  urinary  tract 
infection  in  young  girls.  Of  28  young  female  patients 
with  urinary  tract  infection,  16  (57  per  cent)  had  a posi- 
tive early  morning  cellophane  tape  test  for  pinworms. 
Of  113  randomly  selected  controls  of  both  sexes  in  the 
same  age  range,  6 were  positive  for  pinworms:  3 boys 
and  3 girls.  In  another  50  randomly  selected  children 
tested  on  three  successive  day,  5 (10  per  cent)  had  posi- 
tive tests.  If  10  per  cent  can  be  accepted  as  the  true 
general  incidence  of  pinworm  infestation,  then  the  57 
per  cent  figure  in  the  group  with  urinary  tract  infection 
takes  on  significance. 

Case  material,  test  procedure,  and  results  are  re- 
ported by  Richard  D.  Simon,  M.D.,  in  the  American 
Journal  of  Diseases  of  Children  128:  21  (July)  1974. 
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The  silent  disorder: 
Vitamin  deficiency  in 
the  patient  with 
febrile  illness 


Signs  or  symptoms  of  most  fever-related  vitamin 
deficiencies  are  not  seen  because  they  remain  sub- 
clinical.  For  this  reason  the  depletion  of  water-soluble 
vitamins  is  often  very  real  for  your  patient  with  acute 
febrile  illness. 

Synthesis  of  the  B-complex  vitamins  may  be 
disturbed  by  antibiotic  action  upon 
intestinal  bacteria.  Ascorbic 
acid  may  be  lost  in  large 
quantity  through  the 
urine,  and  demand 
for  vitamins  may  be 
further  increased 
because  the 
daily  need  for 
several  B-com- 
plex  vitamins  is  a 

correlate  of  the  metabolic  rate.  In  addition,  the 
anorexia  that  often  accompanies  febrile  illness  may 
i severely  cut  down  your  patient's  nutritional  intake. 

Therapeutic  Berocca Tablets  can  play  an  important 
cart  in  your  patient's  dietary  management. They  pro- 
/ide  balanced  B-complex  as  well  as  500  mg  vitamin  C. 
Mso,  because  BeroccaTablets  are  available  by  Rx 
Dnly,  they  help  keep  vitamin  intake  under  your  control. 

Berocca  Tablets  are  not  intended  for  treatment  of 
Dernicious  anemia  or  any  other  anemia. 
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Health  personnel  unfamiliar  with  correctional 
settings  often  do  not  readily  appreciate  the  unique 
factors  which  bear  on  the  delivery  of  health  ser- 
vices in  a penal  setting.  There  are  several  prob- 
lems which  are  particularly  inherent  in  the  deliv- 
ery of  health  services  in  incarcerated  offenders. 
Many  of  these  are  not  completely  peculiar  to  the 
penal  setting,  but  become  magnified  and  more  dif- 
ficult in  prisons.  This  results  in  great  frustration 
for  those  attempting  to  carry  out  the  program.  I 
will  not  attempt  to  define  the  full  spectrum  of 
these  problems  but  rather  single  out  two  of  the 
most  critical  difficulties  which  are  unique  to  the 
prison  setting. 

1.  The  penal  environment  combined  with  the  na- 
ture, attitude,  and  behavior  of  a very  large  segment  of 
an  inmate  population  tends  to  militate  against  a satis- 
factory interface  between  the  offender  and  the  health 
services  delivery  system. 

2.  The  small  size  and  relatively  good  state  of 
health  of  the  population  in  many  penal  institutions 
combined  with  the  institution’s  basic  responsibility 
for  security  creates  a major  cost-benefit  problem 
which  brings  accepted  health  delivery  standards  into 
direct  conflict  with  practical  financial  considerations. 

I will  not  attempt  to  address  the  many  other 
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ety of  the  State  of  New  York,  New  York  City,  General  Sessions, 
February  26,  1974. 

* By  invitation. 


major  issues  such  as  the  usually  low  budget  avail- 
able to  most  penal  institutions;  difficulty  in  re- 
cruiting, paying,  and  retaining  adequate  health 
personnel;  and  the  ambivalent  attitude  of  society 
toward  use  and  activities  of  penal  institutions. 
These  are  certainly  major  problems,  but  I believe 
that  they  need  no  extensive  identification  or  dis- 
cussion for  this  audience,  which  I am  sure  is  aware 
of  these  difficulties  and  can  quickly  perceive  the 
impact.  As  we  review  the  two  problems  I have 
identified,  many  related  problems  will  be  readily 
apparent. 

General  procedure 

I will  take  just  a minute  to  outline  briefly  the 
general  medical  procedure  that  is  practiced  in  a 
large  number  of  penal  institutions.  Obviously  a 
great  variation  exists  throughout  the  country  de- 
pending on  the  particular  location,  size  of  facility, 
and  other  factors.  In  most  large  penal  facilities, 
there  is  an.  attempt  to  provide  the  bulk  of  services 
within  the  institution  itself,  so  that  there  exists  a 
hospital  and  outpatient  clinic  within  the  facility, 
usually  staffed  by  full-time  personnel  or  to  a vari- 
able extent  by  contractual  arrangement.  In  most 
facilities,  the  institutional  medical  service  provides 
the  only  access  to  any  type  of  medication  or  treat- 
ment, since  “home  remedies”  are  not  available,  i 
Therefore,  there  are  a large  number  of  prisoners 
seeking  clinical  attention  daily;  this  is  usually  at 
least  10  per  cent  of  the  population.  This  would 
mean  that  in  a 2,000-inmate  facility,  one  might  ex- 
pect 200  inmates  to  be  seen  in  the  clinic  daily. 
Most  penal  facilities  employ  a basic  outpatient 
procedure  similar  to  the  familiar  military  “sick 
call”  in  which  a large  number  of  patients  are  seer 
at  a designated  time.  As  we  discuss  the  various 
problems  in  health  service  in  the  penal  setting,  th< 
structure  for  delivery  of  service  will  be  more  clear 
ly  visualized. 

Problems 

First,  let  us  review  the  problem  presented  by  tb 
penal  environment  and  the  nature,  attitude,  an< 
behavior  of  a large  segment  of  the  prisoner  popula 
tion.  The  population  of  a prison,  as  you  well  rec 
ognize,  consists  of  a selected  population,  mos 
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members  of  which  have  already  demonstrated  a 
difficulty  with  integrity,  impulsive  and  devious  be- 
havior, and  a variable  disregard  for  society,  its 
members,  and  its  rules  of  conduct.  Therefore,  it  is 
not  unexpected  to  find  that  such  behavior  often 
characterizes  incarcerated  offenders.  Further- 
more, this  problem  is  compounded  by  the  fact  that 
a prisoner  is  being  incarcerated  against  his  will 
and  that  the  only  source  of  medical  care  is  that 
single  source  provided  by  the  institution  and  the 
people  that  he  holds  responsible  for  his  incarcera- 
tion. The  fact  that  the  penal  medical  setting  is 
the  only  source  of  medical  care  and  treatment 
clearly  increases  the  load  of  minor  medical  com- 
plaints seen  daily  by  the  physician  and  his  staff. 
Additionally,  the  pressures  of  incarceration  in- 
crease the  propensity  toward  psychophysiologic 
difficulties  and  other  mental  health  problems.  I 
am  sure  the  effect  this  has  on  patient  load  needs 
no  amplification  for  this  audience. 

I am  sure  it  is  also  perfectly  clear  to  this  audi- 
ence that  the  prison  environment  greatly  limits 
the  physician’s  flexibility  in  treatment  of  many 
medical  problems.  Diet,  recreation,  occupations, 
living  conditions,  and  family  relationships  are  not 
easily  adjusted.  Most  medications  are  available 
but  must  be  rigidly  controlled. 

However,  perhaps  the  most  frustrating  aspect  of 
this  total  problem  is  the  large  number  of  patients 
who  must  be  processed  daily  in  whom  no  bonafide 
medical  problem  exists.  I have  attempted  to  pro- 
vide an  outline  of  some  of  the  reasons  for  such  sick 
call  visits  and  have  established  seven  arbitrary 
categories  with  the  sixth  category  containing  a 
rather  large  group  of  assorted  reasons. 

I.  The  first  reason  for  a nonmedical  visit  to  sick 
call  may  be  strictly  social;  that  is,  to  pass  the  time  of 
day  with  other  inmates  or  with  staff. 

II.  The  sick  call  visit  may  be  to  avoid  work  or  any 
other  undesirable  activity  to  which  the  inmate  may  be 
assigned  at  that  time.  If  the  total  sick  call  visit  takes 
one  or  even  two  hours  to  complete,  he  has  then  elimi- 
nated a substantial  portion  of  his  work  time  for  that 
day. 

III.  He  may  be  seeking  medical  action  from  the 
physician  or  his  staff  that  will  accomplish  a secondary 
goal  of  longer  duration;  for  example,  he  may  seek  con- 
valescent leave  from  his  job,  special  quarters,  special 
shoes,  other  special  articles  of  clothing,  a job  change, 
or  even  institutional  transfer,  all  by  fabrication  or  ex- 
aggeration of  medical  complaints. 

IV.  He  may  be  seeking  tranquilization  for  non- 
medical reasons. 

V.  He  may  be  voluntarily  seeking  tranquilizing 
medication  or  any  medication  to  sell  to  other  inmates, 
or  he  may  be  under  pressure  by  threat  of  violence  to 
obtain  such  medication  for  others  with  or  without 
compensation.  The  tremendous  pressures  within  the 
subculture  of  a prison  population  greatly  restrict  indi- 
vidual freedom  of  behavior. 

VI.  The  sixth  reason  is  a complexity  of  additional 
uses  of  sick  call  for  secondary  gain. 


A.  He  may  use  the  facility  as  a contact  point 
with  other  inmates  for  exchange  of  contraband,  bet- 
ting, or  other  activities  in  violation  of  regulations. 

B.  He  may  use  the  visit  for  the  purpose  of  thie- 
very of  drugs  or  other  hospital  items. 

C.  He  may  visit  sick  call  as  a means  of  harass- 
ment of  the  health  services  staff. 

D.  He  may  visit  the  hospital  as  a part  of  a com- 
plex escape  plot,  either  from  within  the  walls,  or 
perhaps  more  likely  he  may  be  seeking  a transfer  to 
an  outside  hospital  from  which  escape  is  easier. 

E.  Multiple  visits  may  constitute  an  organized 
attempt  to  attack  a presumed  vulnerable  area  in 
delivery  of  care,  or  sick  call  may  be  used  for  the 
purpose  of  establishing  a legal  claim  for  disability 
regarding  an  exaggerated  injury  or  illness,  a situa- 
tion which  I am  sure  is  also  familiar  to  members  of 
this  audience. 

VII.  The  most  distressing  situation  is  created 
when  the. inmate  combines  the  existence  of  bonafide 
ill  health  with  any  of  the  reasons  we  have  just  dis- 
cussed. This  creates  an  almost  impossible  situation 
for  the  frustrated  medical  staff.  I do  not  have  to  de- 
fine to  this  audience  the  importance  of  subjective  in- 
formation in  diagnosis  and  treatment,  and  certainly 
many  inmates  become  particularly  adept  at  falsifica- 
tion of  objective  information  as  well. 

I am  sure  the  impact  of  this  total  problem  of  en- 
vironment and  behavior  on  the  health  services 
staff  can  be  rather  quickly  visualized  by  most  of 
you.  There  is  no  question  that  this  has  an  adverse 
effect  on  the  attitude  and  behavior  of  the  health 
personnel  toward  inmate  patients.  And  because 
of  this  there  is  a great  difficulty  in  the  establish- 
ment of  that  degree  of  rapport  that  normally  con- 
stitutes a viable  doctor-patient  relationship.  It 
forces  the  physician  to  extensive  use  of  probability 
estimation  in  evaluation  and  treatment.  It  is  ex- 
ceedingly difficult  to  ferret  out  the  significant  and 
remedial  problems,  and  this  occupies  an  inordi- 
nate amount  of  health  service  staff  time. 

Additionally  distressing  is  the  frequency  with 
which  patients  for  secondary  gain  will  either  pas- 
sively or  actively  manipulate  prescribed  treatment 
procedures  or  medication  to  distort  the  expected 
medical  result.  Needless  to  say,  difficulties  in  the 
retention  of  health  services  staff  are  in  no  small 
part  related  to  this  problem. 

The  second  major  problem  is  the  difficulty  in 
the  cost-benefit  relationship  that  is  created  by  the 
interface  between  security  and  health  needs.  As 
mentioned  earlier,  in  most  penal  facilities  there  is 
a need  to  provide  as  much  medical  care  as  possible 
within  the  confines  of  the  institution  itself,  since 
custodial  considerations  result  in  an  inordinate  ex- 
penditure of  funds  for  manpower  to  maintain  se- 
curity for  inmates  removed  from  the  institutional 
setting.  In  addition,  some  outside  facilities  will 
not  provide  services  to  prisoner  patients.  This 
leads  to  the  necessity  for  even  the  smallest  correc- 
tional facility  to  maintain  a health  care  unit  of  rea- 
sonable size  and  broad  capability.  Throughout 
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the  country  correctional  systems  must  provide 
health  care  services  in  correctional  communities  of 
well  below  1,000  prisoners.  Many  penal  facilities 
may  contain  500  or  fewer  inmates,  and  the  tenden- 
cy today  is  to  develop  facilities  for  populations  of 
half  that  size  or  less.  I am  sure  that  it  is  not  nec- 
essary to  elaborate  to  this  audience  on  the  prob- 
lems of  provision  of  hospital  services  for  popula- 
tions of  this  size.  Daily  inpatient  loads  are  usually 
a one-digit  figure,  perhaps  as  low  as  1 or  2.  Yet 
specialty  personnel  are  needed  to  perform  certain 
services,  but  these  services  do  not  constitute  a full- 
time occupation  for  those  individuals,  for  example, 
twenty-four-hour  registered  nurse  coverage  for  in- 
patient service.  Since  there  is  very  little  capabili- 
ty for  cross-utilization  of  such  specialty  personnel, 
they  are  often  unable  to  play  a dual  job  role  or  to 
provide  sick  and  annual  leave  relief  for  other  posi- 
tions. 

Physician  assistant 

I will  digress  briefly  to  say  that  in  the  Federal 
Bureau  of  Prisons  we  have  for  years  utilized  a par- 
tial solution  to  this  problem  by  employing  the 
physician  assistant.  The  physician  assistant,  par- 
ticularly as  we  utilize  that  position  today  in  the 
Federal  Bureau  of  Prisons,  is  a generalist.  He  is 
first  a bonafide  physician  assistant  who  is  able  to 
manage  patients  in  a clinical  setting,  and  second 
he  is  reasonably  skilled  in  most  of  the  necessary 
paramedical  and  technical  services.  He  is  compe- 
tent to  take  a history,  perform  a physical  examina- 
tion, draw  appropriate  conclusions,  order  appro- 
priate auxiliary  studies,  and  draw  certain  conclu- 
sions about  existing  medical  problems.  At  this 
point,  he  then  either  treats  or  manages  the  prob- 
lem himself  or  arranges  for  referral  to  the  physi- 
cian. Clearly  in  the  correctional  setting,  where 
often  10  per  cent  or  more  of  the  total  population  is 
attending  sick  call  daily,  this  individual  is  in  a po- 
sition to  process  to  completion  a large  number  of 
cases  daily.  In  the  paramedical  area  he  is  able  to 
perform  or  supervise  in  a variety  of  the  required 
technical  skills,  to  perform  or  supervise  basic  labo- 
ratory and  x-ray  film  studies,  to  carry  out  or  su- 
pervise simple  physiotherapy  procedures,  to  pro- 
vide or  supervise  inpatient  and  outpatient  nursing 
services  including  surgical  assistance  and  mainte- 
nance of  sterile  supplies,  and  also  to  carry  out 
basic  pharmacy  services.  With  further  inservice 
training,  he  is  able  to  develop  the  administrative 
and  managerial  expertise  to  become  the  manager 
of  hospital  activities. 


The  limitation  of  such  use,  however,  is  obvious. 
While  an  acceptable  practical  solution  is  achieved, 
the  rapidly  increasing  rigid  standards  for  hospital 
care  cannot  be  totally  met. 

Possible  solutions 

Clearly,  the  bulk  of  this  presentation  has  been 
confined  to  a discussion  of  problems  in  delivery  of 
health  services  for  incarcerated  prisoners.  The 
brief  time  remaining  will  be  devoted  to  possible 
solutions;  perhaps  this  ratio  of  time  is  indicative  of 
the  difficulty  we  see  in  developing  solutions  to 
these  problems. 

Problems  surrounding  money  and  provision  of 
other  resources  of  course  can  be  corrected  by  the 
particular  governing  bodies  concerned  and  require 
no  further  discussion  at  this  point.  Problems  re- 
lating to  the  interface  between  the  prisoner  pa- 
tient and  the  health  services  staff  can  undoubtedly 
be  gradually  improved  as  a change  in  type  and 
staffing  of  facilities  progresses  over  the  forthcom- 
ing years.  Great  strides  have  already  been  made 
both  in  institutional  and  community  corrections, 
and  undoubtedly  this  is  having  a salutary  effect 
on  the  ability  of  health  services  staff  to  com- 
municate effectively  with  the  patient.  The  prob-  i 
lems  surrounding  adequate  staffing  with  respect  to 
the  cost-benefit  analysis  can,  in  part,- be  helped  by 
utilization  of  paramedical  generalists  and  part- 
time  specialty  personnel  to  fill  critically  needed 
positions.  In  some  cases  this  can  be  developed 
most  effectively  when  a large  medical  organization 
provides  total  services  on  a contractual  basis,  a 
Such  an  arrangement  currently  exists  in  a portion 
of  the  New  York  City  Correctional  System  via 
Montefiore  Hospital.  Other  practical  extensions 
of  this  concept  are  obviously  possible.  There  will 
continue  to  be  a need  to  interest  and  stimulate  ; 
various  health  professionals  into  becoming  in-  i 
volved  in  the  field  of  practice  in  the  correctional 
area. 

Conclusion 

In  conclusion,  I have  outlined  some  of  the  prob 
lems  in  the  delivery  of  health  care  to  prisoner  pop 
ulations  with  emphasis  on  two  major  areas,  anc 
commented  sparingly  on  partial  solutions.  Whili 
brief,  I hope  these  remarks  will  provoke  some  in 
teresting  questions  and  fruitful  discussion. 

8701  Stockton  Parkwa 
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The  vilest  deeds  like  poison  weeds 
Bloom  well  in  prison-air; 

It  is  only  what  is  good  in  man 
That  wastes  and  withers  there. 

— Oscar  Wilde 


Society’s  struggle  with  the  problem  of  de- 
t viance  is  as  old  as  the  history  of  man  and  remains 
as  yet  unresolved.  The  many  and  different  mea- 
sures initiated  to  help  the  criminal  as  well  as  to 
protect  the  community  unfortunately  have  not 
, achieved  their  goals.  Today  we  are  beginning  to 
i comprehend  the  complexity  of  this  problem  and 
t slowly  recognizing  that  punishment  will  never  be 
the  deterrent. 


History 

Early  man  dealt  harshly  and  violently  with  his 
fellow  man  who  violated  the  simplistic  code. 
There  were  no  laws,  no  courts,  and  only  the  strong 
survived.  His  behavior,  however,  was  not  fixed, 
and  as  he  continued  to  develop,  new  patterns  ap- 

I.peared,  and  the  struggle  for  a more  harmonious 
ife  continued.  But  transgressions  did  not  cease 
lor  was  the  memory  of  how  he  used  to  deal  with 
hem  forgotten.  He  began  to  seek  other  means  of 
protecting  himself,  his  loved  ones,  and  his  posses- 
ions. What  he  achieved  remains  for  us  in  the 
t ;tone-engraved  writings  of  Hammurabi,  the  oldest 
preserved  code  of  ancient  law.1  It  also  reflects 
nan’s  earliest  quest  for  justice  and  is  a flame 
vhich  burns  even  more  brightly  today. 

The  concept  of  punishment  as  an  instrument  of 
rnblic  justice  contains  two  essential  ideas.  One,  it 
; inflicted  by  the  group  on  its  own  member,  and 
wo,  the  pain  or  suffering  produced  is  viewed  as 
esirable  and  to  possess  value.  This  deliberate 
nposition  of  pain  by  the  group  did  not  exist  until 
he  social  structure  became  more  complex,  at 
hich  time  wrongs  began  to  be  viewed  as  crimes 
nd  no  longer  as  something  personal  or  private.2 
lthough  over  the  centuries  punishments  have 
aried  depending  on  the  society,  the  actual  struc- 
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ture  has  remained  unchanged.  It  may  consist  of 
either  removal  from  the  group  by  death,  exile,  or 
imprisonment;  physical  or  mental  torture;  social 
degradation;  or  financial  loss.  All  these  have  been 
employed  in  a variety  of  combinations  as  well  as 
just  singly. 

In  our  own  country,  the  early  colonists,  realizing 
their  needs,  began  the  building  of  jails  and  houses 
of  correction  which  were  modeled  on  those  existing 
in  England.  They  soon  became  overcrowded  with 
every  type  of  offender,  and  the  punishments  grew 
more  severe.  Floggings,  brandings,  mutilation, 
and  the  death  penalty,  all  of  them  undoubtedly 
difficult  for  us  to  understand  today,  were  then 
however  acceptable.*4  Only  the  Quakers  raised 
their  voices  and  expressed  concern  for  their  fellow' 
beings.  It  was  also  William  Penn  and  the  Society 
of  Friends  in  1682,  who  first  substituted  hard 
labor  as  a method  of  punishment  for  all  offenses 
except  murder.  One  hundred  years  later  this  be- 
came part  of  the  constitution  of  the  sovereign  state 
of  Pennsylvania.5 

In  this  period  of  the  rapid  burgeoning  of  our 
young  nation,  two  systems  concerned  with  the  ref- 
ormation of  the  offender  were  developing  and  at- 
tracting worldwide  attention.  The  first,  named 
after  the  state  of  Pennsylvania,  was  based  on  the 
belief  that  by  utilizing  solitary  confinement,  it  was 
preventing  the  dangerous  congregation  of  crimi- 
nals and  also  enabling  the  prisoners  to  reflect  on 
their  sins  and  reform.6  This  really  had  its  roots  in 
the  medieval  prisons  which  at  that  time  were 
under  the  control  of  the  church.  Their  goal  too 
was  penitence  and  reformation. 

The  second  was  at  Auburn,  New  York,  where 
having  tried  the  Pennsylvania  system  and  found  it 
unsuccessful,  they  proceeded  to  institute  certain 
modifications.  During  the  day  prisoners  would  be 
permitted  to  work  together  while  maintaining  an 
enforced  silence,  but  then  for  the  night  were  con- 
fined to  their  solitary  cells.'  Today  we  recognize 
that  neither  of  these  systems  w'as  very  helpful.  At 
that  time,  however,  it  was  a significant  step  re- 
flecting the  growing  concern  for  these  unfortunate 
people  and  the  wish  to  help  them. 

After  the  Civil  War,  when  Elmira  Reformatory 
was  first  opened,  the  indeterminate  sentence  and 
parole  eligibility  were  introduced.8  A program  of 
vocational  training  was  also  initiated,  for  there  was 
already  sufficient  recognition  that  unless  the  dis- 
charged prisoner  could  support  himself,  he  would 
soon  return.  Regrettably,  however,  the  severity 
and  repressions  of  the  disciplinary  system  defeat- 
ed the  hopes  and  plans  for  rehabilitation.  Except 
for  a small  percentage,  the  basic  penal  philosophy 
still  emphasized  custody  and  punishment. 

With  the  twentieth  century,  dramatic  new  in- 
sights gleaned  from  the  social  sciences  and  the 
field  of  psychiatry  were  developing.  Scholarly  re- 
search studies  on  man  and  his  institutions  contin- 
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ued  to  increase.  However,  when  the  results  were 
evaluated,  it  became  quite  clear  that  our  endeav- 
ors to  provide  rehabilitation  in  our  prisons  had  not 
been  too  successful.  We  may  now  even  admit  that 
in  many  situations  the  incarceration  had  been  in- 
jurious. Although  the  injury  is  to  the  individual, 
ultimately  it  is  society  who  is  hurt. 

Emotional  problems  of  prisoner 

Psychiatrically  we  are  aware  that  the  person’s 
emotional  difficulties  will  usually  become  worse 
during  the  imprisonment.  Beginning  with  the 
painful  separation  from  the  family  and  communi- 
ty, he  is  soon  introduced  to  the  strict  discipline  of 
a new  milieu.  Not  only  is  he  faced  with  having  to 
adjust  to  the  demands  of  the  guards  but  also  to  his 
fellow  prisoners.  The  latter  constitutes  an  even 
more  serious  problem  because  of  today’s  over- 
crowded conditions  in  most  prisons.  The  physical 
assaults  and  sexual  attacks  have  become  common 
knowledge.  Under  these  conditions  the  prisoner 
is  constantly  in  a state  of  tension  which  in  turn  in- 
creases the  threat  to  himself  as  well  as  to  those 
around  him.  Often  a minor  provocation  is  suffi- 
cient to  precipitate  an  incident  which  may  termi- 
nate in  a homicide  or  become  generalized  and  end 
in  a riot.  The  attempt  to  resolve  these  situations 
by  further  punishment,  with  solitary  confinement 
and  bread  and  water  rations,  is  a further  disregard 
of  the  basic  problem.  Our  prisons  are  not  rehabil- 
itating. 

The  old  question  has  to  be  raised  again.  What 
are  our  goals  when  we  incarcerate?  If  it  is  to  pro- 
tect the  community,  we  have  to  concede  that  at 
considerable  cost  we  are  imprisoning  many  who  do 
not  constitute  a danger  to  the  community.  If  it  is 
to  rehabilitate,  we  are  already  aware  of  failing  and 
therefore  must  undertake  other  measures  rather 
than  continue  to  repeat  the  same  mistakes.  Chief 
Justice  Burger9  pointed  out  that  when  a man  is 
confined  for  two  or  three  or  ten  years,  we  have 
made  him  our  collective  responsibility.  We  are 
free  to  do  something  about  him;  he  is  not. 

We  are  now  more  aware  that  the  offender’s 
problems  are  also  our  problems,  and  since  appar- 
ently he  can’t  cope  with  them,  we  have  to  help 
him.  In  the  past,  psychiatric  care  was  not  as  read- 
ily available  as  it  could  have  been.  Here  too  is  re- 
flected the  underlying  feeling  that  the  prisoner 
should  suffer;  in  other  words,  prisons  should  pun- 
ish. But  this  philosophy  is  changing,  and  a vari- 
ety of  psychiatric  treatment  programs  are  now 
being  utilized.  Chemotherapy  and  group  therapy 
are  undoubtedly  the  most  effective.  For  the  first 
time  the  prisoner  is  being  exposed  to  some  treat- 
ment, which  unfortunately  he  didn’t  receive  years 
earlier.  Psychiatric  care  as  with  other  medical 
care  should  always  be  available.  However  we 
must  admit  that  our  goal  to  rehabilitate  by  treat- 


ment during  imprisonment  has  not  been  success- 
ful.10 

New  models 

It  should  be  pointed  out  that  our  more  recent 
studies  now  indicate  that  although  imprisonment 
will  be  necessary  for  a percentage  of  offenders,  the 
overwhelming  majority  properly  supervised  can 
very  safely  remain  in  the  community.11  Only 
those  considered  dangerous*  or  whose  pathologic 
condition  is  severe  should  be  incarcerated.  If  this 
is  avoided,  the  family  can  remain  intact,  and  under 
these  conditions,  the  offender  will  also  be  much 
more  receptive  to  guidance  and  counseling.  The 
likelihood  of  strengthening  his  feelings  of  being  ac- 
cepted and  enabling  him  to  assume  his  responsi- 
bilities will  also  be  greater.  Should  further  psychi- 
atric treatment  be  indicated,  the  prognostication 
would  likewise  be  more  favorable.  In  this  period, 
he  of  course  remains  under  supervision  and  with 
certain  restrictions,  for  he  is  still  under  the  juris- 
diction of  the  courts. 

What  has  also  become  more  apparent  is  the  ne- 
cessity to  remove  the  misdemeanors  such  as  public 
intoxication,  disorderly  conduct,  drug  addiction, 
and  juvenile  delinquency  from  the  criminal  justice 
system.  This  group  can  be  dealt  with  more  effi- 
ciently and  with  greater  economy  through  the  so- 
cial agencies,  whereas  the  correctional  system, 
overburdened  as  it  is,  can  only  exacerbate  their 
problems.  For  the  juvenile,  the  arrest  and  being 
labeled  a delinquent  may  create  more  serious  con- 
sequences which  Lemert13  refers  to  as  secondary 
deviance.  The  youngster  now  has  to  adhere  to  a 
set  of  official  rules  that  sets  him  apart,  and  he  be- 
gins to  behave  as  expected  of  his  deviant  status. 
This  aspect  of  the  problem  makes  it  even  more  ur- 
gent that  we  give  serious  thought  to  the  issue  of 
decriminalization  and  begin  to  utilize  alternative 
services. 

The  early  diversion  is  an  endeavor  to  assist  the 
person  in  trouble  before  he  is  trapped  in  a pattern 
of  recidivism.  Recognizing  what  the  prison  expe- 
rience does  to  many  and  particularly  the  young,  it 
behooves  us’ to  intercede  at  the  earliest  stage  possi- 
ble. The  Vera  Institute  of  Justice  in  New  York 
City  has  been  most  effective  and  deserves  a great 
deal  of  credit  for  initiating  many  innovative  pro- 
grams. For  example,  following  an  arrest  the  Po- 
lice Department  is  now  permitted  to  issue  what  is 
known  as  station  house  summonses  and  can  there- 
by avoid  detention  and  arraignment.  The  release 
on  personal  recognizance  will  apply  only  to  those 
accused  of  minor  crimes  and  who  have  “roots  in 
the  community.”  This  program  is  now  fully  ac- 
cepted and  used  throughout  our  State  with  the  ex- 
ception of  felonies  and  those  under  the  influence 
of  alcohol  or  drugs.14  However,  we  should  also 

* Violent  behavior  still  constitutes  one  of  our  major  prob- 
lems, and  further  research  is  imperative. 12 


1086  New  York  State  Journal  of  Medicine/ June  1975 


understand  that  unless  this  is  accompanied  by  fur- 
ther supervision,  counseling,  and,  if  necessary,  vo- 
cational training  or  psychotherapy,  our  work  re- 
mains unfinished.  Only  when  the  offender  is  rein- 
tegrated into  lawful  society  has  our  goal  been 
achieved. 

The  growing  awareness  that  imprisonment  has 
not  been  able  to  alter  the  problem  of  criminality 
has  also  spurred  other  countries  to  seek  alterna- 
tives to  incarceration.  England,  Israel,  and  Swe- 
den probably  have  been  more  innovative  in  replac- 
ing institutional  care  with  a variety  of  community 
service  projects,  including  diversion  into  the  regu- 
lar army.15  Unfortunately  we  cannot  determine 
immediately  the  complete  value  of  these  different 
projects.  As  physicians  we  can  appreciate  the 
time  and  patience  which  is  necessary  before  we  can 
judge  the  efficacy  of  a therapy.  What  we  do 
know  is  that  diversion  is  a much  more  humane 
means  of  dealing  with  our  troubled  fellow  beings; 
also  it  is  by  far  more  economical  and  holds  forth  a 
hope  which  prisons  no  longer  offer. 

Conclusion 

Probably  the  most  difficult  task  before  us  is  the 
education  of  the  public  to  accept  these  new  models 
of  correction.  Society  in  the  past  also  abused  and 
mistreated  the  mentally  ill  but  learned  new  ways 
to  treat  and  care  for  them.  This  is  now  taking 
place  with  the  offender  as  we  explore  more  en- 
lightened ways  of  enabling  him  to  become  a re- 
sponsible member  of  the  community.  With  imagi- 
nation and  courage  these  problems  can  be  resolved 
differently,  and  without  destroying  lives.  We  as 
physicians  are  now  beginning  to  contribute  our  ex- 
tensive knowledge  and  experience  and,  together 


Prisons  of  the  Future 
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A few  months  ago,  a television  reporter  thrust 
a microphone  before  an  official  of  the  riot-torn 
McAlester  Prison  in  Oklahoma  and  asked,  “What 
happened?” 

“Well,”  said  the  official,  “the  animals  took  over 
the  zoo.” 

Much  of  what  is  wrong  with  the  country’s  efforts 
to  deal  with  criminal  offenders  can  be  explained 
by  the  philosophy  implicit  in  that  response.  For 
many  prison  officials  and  guards,  and  for  inmates 
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with  our  colleagues  in  other  disciplines,  look  for- 
ward to  a new  era  in  penology. 

We  already  possess  the  necessary  instruments  to 
help  those  in  trouble.  Hopefully  we  will  assist 
them  to  develop  their  potentials  and  provide  them 
with  the  opportunity  of  enjoying  the  full  richness 
of  life. 

200  East  74th  Street 
New  York,  New  York  10021 
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themselves,  the  prison  is  a zoo  and  the  prisoners 
are  animals. 

In  every  prison  riot  in  recent  years,  and  in  the 
past  as  well,  inmates  have  pleaded  for  the  right  not 
to  be  treated  as  animals.  They  have  begged  to  be 
treated  as  men  and  women,  with  reasonable  atten- 
tion to  basic  human  needs.  And  because  these 
needs  have  not  been  met,  inmates  have  in  despera- 
tion taken  their  case  to  the  public.  They  have 
struck,  rioted,  burned,  and  taken  hostages — all  to 
bring  public  attention  to  their  situation 

That  this  has  happened  so  frequently  and  in  so 
many  prisons  raises  questions  about  the  prison 
system  and  how  well  it  is  carrying  out  its  function. 
For  after  all,  the  public  is  depending  on  the  prison 
to  correct  and  to  control  offenders  and  to  reduce 
the  threat  of  repeated  crimes  when  these  men  and 
women  are  released.  It  is  a critical  question  today 
because  Federal,  state,  and  local  governments  are 
appropriating  hundreds  of  millions  of  dollars  for 
construction  of  new  prisons  and  new  jails.  Some 
of  these  new  institutions  will  be  smaller  and  better 
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located.  They  will  be  called  by  new  names — 
“community  correction  centers” — but  they  will 
still  be  prisons  and  jails. 

Prison  limitations 

We  all  know  that  the  prison  has  been  one  of  our 
least  successful  public  institutions.  Referring  to 
recidivism,  Chief  Justice  Warren  E.  Burger1  says, 
“The  ‘recall’  rate  for  the  American  penal  system 
varies  over  the  years  but ...  it  is  safe  to  use  the  fig- 
ure two-thirds.  By  that  I mean  at  any  given  time, 
two-thirds  of  the  persons  found  in  prisons  have 
prior  criminal  records.”  And  he  concludes, 
“There  is  very  little  evidence  that  we  have  im- 
proved this  situation  in  the  last  thirty  or  forty 
years — indeed  it  has  become  worse  with  the  pas- 
sage of  time.” 

In  brief,  the  prison  doesn’t  deter  people  from 
committing  crime,  and  it  manifestly  doesn’t  reha- 
bilitate most  of  those  who  go  through  it. 

It  is  not  because  we  have  been  loath  to  experi- 
ment with  widely  differing  ways  of  dealing  with 
prisoners  that  we  have  not  found  the  answers.  We 
have  in  fact  been  quite  experimental. 

We  have  been  very  tough,  and  we  have  seen  that 
we  can  drive  men  to  the  point  where  30  or  40  of 
them  will  take  a 60-pound  sledge  and  smash  their 
own  feet.  Few  of  us,  I am  sure,  will  approve  of 
this  type  of  prison. 

And  we  have  been  scientific  and  “treatment” 
oriented.  In  the  California  prisons,  for  example, 
thousands  of  prisoners  have  gone  through  variants 
of  group  therapy  and  other  therapeutic  programs. 
The  results  there?  A recent  report  to  the  Califor- 
nia State  Assembly  concludes  that  there  were  no 
significant  differences  in  outcome  for  those  in  var- 
ious treatment  programs  or  between  treatment 
groups  and  the  control  groups.2  Rehabilitation 
was  virtually  nil. 

Both  long  empirical  experience  and  controlled 
research  in  institutions  reveal  a dramatic  and  im- 
portant fact:  prison  is  simply  not,  and  from  all 

evidence  cannot  be,  conducive  to  the  rehabilita- 
tion of  offenders,  and  it  is  not  a deterrent  to  most 
people  who  commit  crime. 

A recent  critical  study  of  the  modern  American 
prison  is  reported  in  the  book,  The  New  Red  Barn, 
by  William  G.  Nagel, ! director  of  the  American 
Foundation.  Following  visits  to  over  100  of  Amer- 
ica’s newest  jails  and  penal  institutions  for  chil- 
dren and  adults,  Mr.  Nagel  concludes  that  we 
should  declare  a five-year  moratorium  on  all  con- 
struction until  every  possible  noninstitutional  al- 
ternative has  been  tried  and  assessed. 

Until  that  is  done,  we  won’t  know  what  design, 
size,  location,  program,  or  staffing  is  required  for 
the  prison  of  the  future.  Constructing  a prison 
costs  about  $35,000  per  cell;  running  it  absorbs  90 
per  cent  of  all  correctional  manpower  and  80  per 
cent  of  correction’s  operating  budget.  If  we  con- 


tinue the  current  haste  to  build  new  prisons,  there 
will  be  no  resources  left  for  experimenting  with 
noninstitutional  alternatives. 

In  1973,  following  a review  of  all  prison  studies 
conducted  to  date  about  the  damaging  effects  of 
incarceration,  the  National  Advisory  Commission 
on  Criminal  Justice  Standards  and  Goals  arrived 
at  the  same  conclusion  that  Mr.  Nagel  did.4  In- 
deed there  is  evidence  to  indicate  that  instead  of 
serving  as  a deterrent  to  crime,  incarceration  may 
increase  crime. 

The  board  of  directors  of  the  National  Council 
on  Crime  and  Delinquency,  a nongovernmental 
sixty-seven-year-old  citizen-led  agency  with  pro- 
fessional staff,  has  gone  further  than  Mr.  Nagel 
and  the  National  Advisory  Commission.  We  have 
urged  that  the  courts  no  longer  use  prisons  for 
nondangerous  offenders.5  We  have  called  for  the 
decriminalization  of  all  victimless  crimes.6 

What  if  we  turned  loose  the  tens  of  thousands  of 
imprisoned  offenders  who  cannot  be  classified  as 
dangerous?  Would  this  greatly  accelerate  the 
crime  rates  of  our  cities?  It  would  not.  The 
crime  rates  did  not  decelerate  when  these  offend- 
ers went  into  the  prisons. 

In  1963  the  U.S.  Supreme  Court,  in  Florida’s 
Gideon  case,  overturned  the  convictions  of  prison- 
ers who  had  been  convicted  without  legal  counsel.7 
Over  1,000  inmates  were  suddenly  released  from 
Florida’s  prisons.  In  the  next  two  years,  their 
crime  rate  was  half  that  of  a comparable  number 
of  prisoners  who  were  released  at  the  expiration  of 
their  sentences.  Some  of  the  difference  for  the 
lower  rate  may  be  attributable  to  the  fact  that 
they  served  shorter  periods  of  incarceration.  Em- 
pirical research  supports  the  impression  that  pris- 
oners who  serve  shorter  sentences  commit  fewer 
crimes  after  release.  A 1973  report  by  Holland’s 
Ministry  of  Justice  credits  the  reduction  of  crime 
in  that  country  partly  to  legislation  reducing  the 
vast  majority  of  sentences  to  two  years  and  less.8 

Determining  dangerousness 

As  you  have  already  concluded  from  the  preced- 
ing, the  speaker  believes  the  prison  of  the  future 
will  house  only  dangerous  offenders.  Easy  to  say, 
but  how  can  we  decide  which  convicted  offenders 
are  dangerous? 

That  question,  I surmise,  is  the  reason  why  this 
topic  and  this  speaker  are  on  the  conference  pro- 
gram of  the  Medical  Society  of  the  State  of  New 
York.  Identifying  and  appropriately  sentencing 
dangerous  offenders  is  the  greatest  unresolved 
problem  of  the  criminal  justice  system.  Until  it  is 
resolved  we  can’t,  in  my  opinion,  describe  the  pris- 
on of  the  future  because  we  won’t  know  who 
should  be  sentenced  to  it  or  for  how  long. 

In  enacting  and  amending  criminal  laws,  legisla- 
tors usually  equate  dangerousness  with  the  vio- 
lence of  the  criminal  act  and  prescribe  the  maxi- 
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mum  limits  within  which  judges — with  the  help  of 
presentence  reports  giving  the  opinions  of  proba- 
tion staff,  psychologists,  and  psychiatrists — should 
fix  sentence.  But  the  sentence  recommendation  is 
based  on  the  criminal  charge,  which,  because  of 
plea  bargaining,  is  not  descriptive  of  the  crime 
committed.  How,  then,  can  the  judge  distinguish 
the  dangerous  from  the  nondangerous?  Given  the 
same  presentence  information  on  an  offender,  ten 
judges  would  arrive  at  ten  different  sentences. 
Some  would  choose  a noninstitutional  disposition 
of  one  kind  or  another;  others  would  rely  on  impri- 
sonment for  different  periods,  ranging  from  the 
shortest  possible  duration  to  the  longest. 

Studies  of  prison  sentences  given  by  our  crimi- 
nal courts  have  shown  consistently  low  correlation 
between  severity  of  the  crime  and  length  of  the 
sentence — but  high  correlation  between  social  po- 
sition and  severity  of  sentence;  that  is,  offenders  of 
low  social  status  are  generally  imprisoned  whereas 
offenders  of  high  social  status  generally  receive  a 
nonprison  sentence.  As  to  prison  sentences,  even 
in  our  Federal  courts  (whereour  high-status  judges 
sit),  what  correlates  with  the  length  of  the  sen- 
tence is  not  the  severity  of  the  offense  but  the  race 
of  the  offender:  black  criminals  receive  substan- 

tially longer  sentences  than  whites  do. 

Published  reports  following  up  on  nearly  1,000 
patients  transferred  to  civil  hospitals  from  New 
York  State  mental  hospitals  for  the  criminally  in- 
sane after  1966  U.S.  Supreme  Court  Baxtrom  deci- 
sion indicate  that  the  medical  profession’s  track 
record  in  predicting  dangerousness  is  no  better 
than  the  judges’  or  legislators’.9  These  were  pa- 
tients detained  beyond  their  maximum  sentence 
without  a new  hearing  to  determine  current  dan- 
gerousness. Four  years  after  their  transfer,  only 
20  per  cent  had  shown  assaultive  behavior,  and 
only  3 per  cent  were  sufficiently  dangerous  to  be 
returned  to  a hospital  for  the  criminally  insane. 

Clearly  physicians  are  just  as  liable  as  judges  to 
overpredict  dangerousness.  It  is  this  propensity 
to  overpredict,  coupled  with  a societal  belief  that 
poor  and  minority  criminals  are  the  most  danger- 
ous, that  maintains  our  prison  and  jail  population 
at  its  present  level. 

Future  prisons 

If  the  prison  of  the  future  is  to  house  only  those 
from  whom  the  public  really  needs  protection,  it 
can  without  question  be  much  smaller  than  to- 
day’s newest  prisons,  which  average  about  800  in- 
mates and  are  still  as  isolated  as  rurally  situated 
Attica. 

If  the  state  and  Federal  criminal  justice  systems 
could  advance  within  the  next  five  years  to  the 
stage  where  Wisconsin  is  today,  they  would  not 
have  to  build  any  new  prisons  and  would  be  able  to 
discard  many  in  present  use.  In  Wisconsin  about 
90  per  cent  of  felony  offenders  are  on  probation,  a 


far  more  cost-effective  operation  than  the  New 
York  and  Federal  criminal  justice  systems,  both  of 
which  use  probation  in  less  than  50  per  cent  of 
their  felony  cases  and  both  of  which  plan  to  spend 
several  hundred  million  dollars  on  models  of  the 
past  to  perpetuate  the  failures  of  the  past  before 
they  consider  funding  and  staffing  the  alternatives 
to  imprisonment. 

Wisconsin  is  closer  than  any  other  state  to  the 
day  when  it  can  plan  the  prison  of  the  future.  A 
recent  study  there  maintains  that  incarceration  is 
needed  for  only  a small  fraction  of  those  currently 
imprisoned.  Its  recommendation  is  that  “Correc- 
tional institutions  should  be  used  only  to  restrain 
especially  dangerous  offenders  who  pose  an  immi- 
nent threat  to  the  safety  of  the  public-at-large.”10 
A security  institution  of  an  entirely  new  design  for 
no  more  than  100  prisoners  is  indeed  becoming 
feasible.  Acknowledging  that  no  rehabilitation 
has  been  able  to  overcome  the  disabling  effects  of 
confinement,  a new  law  governing  sentences  to  this 
prison  of  the  future  would  permit  the  inmate  to 
spend  gradually  longer  periods  in  a home  or  a 
homelike  residence  after  every  few  months  of  con- 
finement.11 

Because  the  prison  of  the  future  will  be  inhabit- 
ed by  those  offenders  least  likely  to  be  amenable 
to  rehabilitation  efforts,  it  will  guarantee  security — 
within  humane  residential-type  facilities.  Despite 
the  failures  of  behavioral  science  to  date,  it  will  be 
located  near  educational  and  medical  complexes  in 
hope  that  we  can  still  learn  how  to  impart,  even  to 
the  most  intractable,  the  attitudes  needed  for 
community  reintegration.  It  will  be  located  near 
centers  of  employment  so  that  those  who  can  work 
in  the  community  will  do  so  for  regular  wages. 
Day  release  for  education  and  vocational  training 
will  be  possible.  Sentences  may  be  long  for  pun- 
ishment and  quarantine  purposes,  but  continual 
effort  will  be  made  to  minimize  the  destructive  ef- 
fects of  security  and  confinement. 

The  prison  of  the  future  will  not  be  the  maxi- 
mum-security  storage-and-isolation  center  which 
has  been  the  principal  response  of  most  correc- 
tional systems  to  the  Atticas  and  McAlesters.  It 
will  not  have  to  wait  until  physicians,  lawyers,  and 
behavioral  scientists  sharpen  their  knowledge  and 
skills  for  diagnosing  and  predicting  dangerousness. 

If  medicine,  law,  and  behavioral  science  support 
merely  the  application  of  present  knowledge,  most 
of  our  jails  and  prisons  could  be  evacuated  and  the 
huge  amount  of  money  thus  saved  could  be  used 
not  only  for  research  on  violent  behavior  but  also 
for  housing  and  health  care,  for  education  and 
mental  health,  and  for  other  endeavors  that  hold 
more  promise  than  prisons  do  for  reducing  crime. 

To  fail  to  give  support  for  an  immediate  morato- 
rium on  institution  construction  in  favor  of  tested 
community  alternatives  is  to  allocate  more  than  6 
billion  dollars  for  new  jails  and  prisons  in  the  next 
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six  years.  The  timing  is  critical.  State  and  Fed- 
eral governments  have  already  committed  about  3 
billion  dollars  for  rebuilding  the  old  prison  system. 
If  this  kind  of  penology  is  allowed  to  have  its  way, 
further  discussion  of  the  prison  of  the  future  will 
be  delayed  not  for  a decade  but  for  another  centu- 
ry. And  we  will  continue  to  confine  ten  poor  and 
minority  prisoners  to  be  certain  that  we  are  con- 
fining the  one  or  two  who  are  truly  too  dangerous 
for  release. 

411  Hackensack  Avenue 
Hackensack,  New  Jersey  07601 
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In  brief 

Bylaws  amendments  approved  by  the  AMA  House 
of  Delegates  will  provide  for  partial  separation  of  House 
and  scientific  meetings,  effective  in  1977.  Clinical  con- 
ventions will  be  held  in  Honolulu  in  1975  and  in  Phila- 
delphia in  1976.  After  that  the  House  will  hold  an  in- 
terim meeting  each  fall,  possibly  in  Chicago,  and  the 
Council  on  Scientific  Assembly  will  sponsor  several  re- 
gional postgraduate  courses  at  various  cities  throughout 
the  year.  The  Scientific  Assembly  still  will  meet  in  con- 


junction with  the  House  at  each  Annual  Convention. 

“The  Medical  Aspects  of  Sports-15”  has  been  pub 
lished  by  the  AMA  with  the  support  of  the  Sports  Medi- 
cine Foundation  of  America.  The  book  includes  articles 
on  research,  nutrition,  drugs,  female  athletics,  head  and 
neck  injuries,  basketball  and  tennis,  and  rehabilitation 
following  surgery.  It  is  designed  for  practicing  physi- 
cians and  students.  OP-423  is  available  for  $1  from 
Order  Dept.,  AMA  Headquarters.  (A  summary  of 
AMA,  medical  & health  news) 
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The  past  is  in  its  grave,  though  its  ghost  haunts  us. 

— Sir  Robert  Browning.  Pauline,  1883. 

It  was  Julius  Caesar  who  observed  that,  “Men  as 
a rule  freely  believe  what  they  wish  to  believe.”  A 
few  years  back,  the  Vatican  officially  eliminated  a 
couple  of  hundred  names  from  the  rolls  of  authen- 
tic saints.  Most  of  the  personages  cited  were  so 
obscure  that  their  exclusion  excited  virtually  no 
protest;  but,  in  a couple  of  dozen  instances,  the 
pronouncement  of  the  Holy  See  made  barely  any 
dent  at  all  on  hagiolatrous  convictions  rooted  in 
antiquity.  For  example,  it  has  plainly  had  no  per- 
ceptible influence  on  the  commerce  in  St.  Christo- 
pher statuary  and  amulets,  although  he  was  among 
those  whose  badge  of  sanctity  was  stripped  by  the 
ecclesiastical  authorities.  Even  more  intriguing  is 
the  situation  with  regard  to  St.  Vitus,  also  rejected 
by  the  Church.  As  is  readily  apparent  to  anyone 
frequenting  cardiology  clinics,  his  name  is  so  firm- 
ly entrenched  in  popular  parlance  that  it  is  often 
familiarly  invoked  in  conversation  between  pa- 
tients and  physicians. 

The  connotation  of  St.  Vitus  with  rheumatic 
disease  by  both  the  laity  and  medical  profession  is 
so  commonplace  that  its  incongruity  is  hardly  no- 
ticed. This  essay  traces  the  origins  of  that  bizarre 
and  ill-begotten  eponymic  relationship. 

St.  Vitus  apocrypha1-3 

Sicilian  tradition  has  it  that  St.  Vitus  was  born 
at  Mazara  or  Lucania,  and  died  while  yet  a boy  in 
the  year  303.  Exorcism  was  foremost  in  the  stock 
of  prodigious  exploits  which  he  exhibited  during 
his  brief  lifetime.  He  successfully  subjugated  a 
fiend  that  had  possessed  one  of  Diocletian’s  chil- 


dren. When  Vitus  refused  the  Emperor’s  com- 
mand to  abjure  Christianity,  he  and  his  compan- 
ions Modestus  and  Crescentia  were  cast  into  a vat 
filled  with  boiling  tar  and  lead.  They  emerged 
physically  and  spiritually  unscathed  from  this  and 
a gauntlet  of  other  tortures. 

Exactly  when  Vitus  was  beatified  is  unknown, 
but  on  the  heels  of  conversions  in  southern  Italy 
numerous  chapels  were  erected  for  his  veneration. 
In  672  his  body  was  with  much  pomp  moved  to 
Apulia,  and  portions  of  it  dispensed  to  diverse 
churches  on  the  way  were  acknowledged  to  have 
worked  miracles.  Although  attestations  of  healing 
were  made  indiscriminately  with  respect  to  an 
array  of  diseases,  the  relics  were  claimed  to  be 
especially  efficacious  against  those  of  an  infernal 
kind,  such  as  lunacy,  and  to  be  infallible  for  curing 
bites  from  reptiles  and  mad  dogs.2-3 

The  honor  of  possessing  the  young  martyr’s  re- 
mains passed  to  France,  where  more  shrines  and 
sepulchers  were  erected,  and  thence  to  Corvey,  in 
Saxony.  By  the  fourteenth  century  he  was  re- 
vered so  widely  that  Charles  IV  dedicated  to  him 
the  new  Cathedral  of  Prague  and  had  him  pro- 
claimed patron  saint  of  Bohemia.  Thereafter,  St. 
Vitus  was  ranked  among  the  14  Germanic  nothhel- 
fers  or  apothekers,  saintly  succorers  of  the  dis- 
tressed at  whose  altars  the  devout  implored  divine 
intercession  against  mental  and  physical  ills.  His 
iconography  depicts  him  inside  or  holding  a caul- 
dron, the  badge  of  martyrdom  (Fig.  1).  Some- 
times a bird  is  shown,  possibly  in  allusion  to  his 
phoenix-like  resurrection  from  the  ordeal  by  fire. 

It  should  be  noted  that  the  diseases  assigned  to 
St.  Vitus  also  formed  part  of  the  repertoire  of 
some  other  members  of  the  hagiocracy — St.  Aegi- 
dius:  epilepsy,  cramps,  madness,  pestilence;  St. 

Anthony  Abbas:  epilepsy,  demons,  plague,  holy 

fire;  St.  Bartholomew:  nervous  maladies,  cramps, 
convulsions,  gout,  demons;  St.  Christina:  convul- 
sions; St.  John  the  Baptist:  epilepsy,  cramps,  ver- 
tigo; St.  Magnus:  worms,  demons;  St.  Paul: 

snake-bite,  cramps;  St.  Peter:  fever,  hydrophobia, 
foot  diseases,  demons;  St.  Servatius:  fever,  lame- 
ness, demons,  painful  feet;  St.  Valentine:  epilep- 
sy, syncope,  cramps;  and  St.  Willibrod:  spasms 

and  cramps. 

Magico-religious  symbolism  of  dance 

The  dance  has  existed  since  the  dawn  of  record- 
ed history.  A motive  medium  of  communication 
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FIGURE  1 . Various  depictions  of  St.  Vitus  with  cauldron,  symbol  of  his  martyrdom. 


with  near-limitless  versatility,  it  has  over  the  ages 
been  variously  endowed  with  just  about  every  con- 
ceivable emotional  nuance  to  mirror  the  human 
experience.  All  religions  have  featured  dances 


embodying  the  life-death  leitmotif.  Through  ob- 
vious extension  many  such  dances  were  intended 
to  ward  off  or  overcome  illnesses  which  threatened 
death.2 


1092  New  York  State  Journal  of  Medicine/ June  1975 


From  the  Neolithic  epoch  on,  shamans  of  abori- 
ginal communities  in  all  continents  not  only  wore 
terrifying  masks  but  howled  incantations  while 
pounding  the  ground  rhythmically  with  their  feet, 
the  better  to  chase  away  the  malevolent  spirits  of 
disease.  In  ancient  Greece  those  patients  who 
were  unable  to  travel  or  be  transported  to  the  tem- 
ples of  health  could  summon  the  orpheotelestae. 
These  were  itinerant  disciples  of  the  Orphic  cult 
who  claimed  to  cure  by  executing  choreas  (Gk. 
choros,  ring  dance)  around  the  sick.  In  their  styl- 
ized dances,  like  so  many  others  of  a genre  sacred 
to  the  early  civilizations,  the  chorus,  or  partici- 
pants, stepped  in  tempo  to  cantillations,  music, 
and  clapping  of  hands.  The  solemnity  and  sobri- 
ety of  these  health-enjoining  choreas  contrasted 
them  sharply  from  the  perfervid  ones  of  the  Eleus- 
inian,  Dionysiac,  Corybantic,  end  similar  revels  in 
which  orgies  and  even  self-immolation  were  in 
order. 

One  of  the  most  primeval  applications  of  the 
life-death  theme  was  trial  by  fire  to  adjudicate  be- 
tween innocence  and  guilt.  A variant  was  the  use 
of  fire  to  test  religious  faith.  The  antiquity  of  that 
particular  ritual  is  attested  to  by  the  Old  Testa- 
ment relating  how  Ahaz,  “.  . . made  his  son  to  pass 
through  the  fire,  according  to  the  abominations  of 
the  heathen,  whom  the  Lord  cast  out  from  before 
the  children  of  Israel.”4 

In  the  Fasti,  Ovid5  described  how  the  Romans 
honored  the  god  Pales  by  a festival  in  which  peas- 
ants leaped  three  times  over  bonfires  of  hay  and 
straw. 

The  Christian  evangelists  capitalized  heavily  in 
their  teachings  on  fire  as  the  instrument  that  test- 
ed and  saved  believers  while  punishing  and  con- 
suming evil.  For  authority  they  cited  the  apostles 
and  even  such  fugitive  sources  as  Isaiah’s  w’ords, 
‘‘But  now  thus  saith  the  Lord  . . . when  thou  walk- 
est  through  the  fire,  thou  shalt  not  be  burned;  nei- 
ther shall  the  flame  kindle  upon  thee.”6 

The  primitive  rite  of  spiritual  cleansing  by  fire 
was  extrapolated  to  St.  John  the  Baptist  on  the 
basis  of  an  identical  passage  in  the  Gospels  of  St. 
Matthew  and  St.  Mark7: 

I indeed  baptize  you  with  the  water  unto  repen- 
tance: but  he  that  cometh  after  me  is  mightier  than 
I,  whose  shoes  I am  not  worthy  to  bear:  he  shall  bap- 
tize you  with  the  Holy  Ghost,  and  with  fire: 

Whose  fan  is  in  his  hand,  and  he  will  thoroughly 
purge  his  floor,  and  gather  his  wheat  into  the  garner; 
but  he  will  burn  up  the  chaff  with  the  unquenchable 
fire.7 

In  many  countries  the  feast  of  St.  John  became 
celebrated  by  crow'ds  of  penitents  vaulting  across 
flames,  a deliberate  and  distorted  reenactment  of 
the  baptismal  proceedings.  Often  the  fire  jump- 
ing was  done  in  the  guise  of  ecstatic  dances,  in  part 
to  set  the  proper  mood  and  also  presumably  be- 


cause it  was  Salome’s  dancing  which  had  cost  St. 
John  his  life.  In  Germany  there  was  transferred 
to  St.  John’s  day  the  nodfyr,  an  heathenistic  vo- 
tive dance  of  Teutonic  derivation  in  which  people 
jumped  through  fire  and  smoke  to  obtain  protec- 
tion for  a whole  year  from  fevers  and  other  ail- 
ments. Those  profane  dances  remained  inextrica- 
bly woven  into  the  fabric  of  folk  custom  despite  re- 
peated canonical  edicts  proscribing  them. 

Paralleling  the  St.  John  cult  but  long  remaining 
autonomous  was  the  one  which  grew  around  St. 
Vitus.  It,  too,  apparently  was  nurtured  on  the  soil 
of  pagan  beliefs.  The  sun  god  Svantevit,  most 
prominent  deity  in  the  Slav  pantheon,  was  wor- 
shipped with  pandemoniac  dancing  in  which  reli- 
gious ardor  took  the  shape  of  wild  gesticulations, 
grimaces,  and  shrieking.  Perhaps  to  take  advan- 
tage of  the  similarity  in  names,  monks  in  879  built 
a St.  Vitus  chapel  at  Arkona,  the  chief  seat  of  the 
Svantevit  devotees.  Again,  the  Prague  Cathedral 
dedicated  to  St.  Vitus  was  founded  over  the  re- 
mains of  a Svantevit  temple.  It  was  doubtless  not 
purely  by  chance  that  the  St.  Vitus  festival  fell  on 
June  15,  the  same  day  as  the  Svantevit  festival. 

Dancing  plagues 

The  emotional  terrain  was  ripe  for  the  amazing 
dancing  epidemics  which  raged  during  the  aptly 
named  Dark  Ages.  They  spanned  an  epoch  when 
Europe  was  the  cockpit  of  incessant  warfare  and 
was  racked  by  pestilence,  famine,  and  religious  su- 
perstition: the  Black  Death,  the  feuds  of  the  bar- 
ons, the  Crusades,  the  Inquisition,  floods,  and  crop 
failures. 

Many  archivists  have  left  detailed  narratives  of 
the  epidemics.  Yet  it  is  most  difficult  even  with 
the  benefit  of  hindsight  to  classify  them  according 
to  similarities,  for  there  was  a plurality  of  episodes 
whose  dominant  elements  seem  to  have  included 
the  mysterious  spastic  affliction  that  compelled 
those  suffering  from  it  to  seek  relief  by  dancing. 
These  obviously  have  no  bearing  on  identified 
plagues  such  as  St.  Anthony’s  fire  or  ergotism;  nor, 
for  that  matter,  to  the  practices  of  the  Flagellants, 
Sabazios,  Dervishes,  Shakers,  Hasidim,  Camisards, 
Jansenists,  Quakers,  Rollers,  Jerkers,  Barkers, 
Jumpers,  Tigretiers,  Convulsionaires,  and  innu- 
merable sectaries  of  that  ilk  who  have  either  em- 
ployed jactitations,  dance-like  motions,  or  frank 
dancing  to  give  vent  to  their  particular  brand  of 
religious  zeal. 2,3,8-11 

One  of  the  first  epidemic  incidents  took  place  in 
1021  at  Kolbigk,  where  18  peasants  were  seized 
with  irrepressible  cavorting,  writhing,  and  ranting. 
Some  died;  the  rest  continued  to  be  tormented 
until  the  end  of  their  lives  from  tremors  of  the 
limbs.  The  grotesque  disease  struck  again  on  a 
vaster  scale  in  scattered  parts  of  Europe,  but 
mostly  in  Germany  and  the  low  countries:  Erfurt, 
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1237;  Maastricht,  1278;  Aachen,  Frankfurt,  Liege, 
Tongeren,  Metz,  Cologne,  and  Aix-la-Chapelle, 
1374;  Zurich,  1418;  Strassburg,  1518;  Anhalt,  1551; 
and  Muelebeek  Sint  Jans,  1564. 

A chronicler  of  the  pandemic  of  1374  stated: 

. . . assemblages  of  men  and  women  were  seen  at 
Aix-la-Chapelle  who  had  come  out  of  Germany,  and 
who,  united  by  one  common  delusion,  exhibited  to  the 
public  both  in  the  streets  and  in  the  churches  the  fol- 
lowing strange  spectacle.  They  formed  circles  hand 
in  hand,  and  appearing  to  have  lost  all  control  over 
their  senses,  continued  dancing,  regardless  of  the  by- 
standers, for  hours  together,  in  wild  delirium,  until  at 
length  they  fell  to  the  ground  in  a state  of  exhaustion. 
They  complained  of  extreme  oppression,  and  groaned 
as  if  in  the  agonies  of  death,  until  they  were  swathed 
in  cloths  bound  tightly  round  their  waists,  on  which 
they  again  recovered,  and  remained  free  from  com- 
plaint until  the  next  attack.  This  practice  of  swa- 
thing was  resorted  to  on  account  of  the  tympany 
which  followed  these  spasmodic  ravings,  but  patients 
were  frequently  relieved  in  a less  artificial  manner,  by 
thumping  and  trampling  upon  the  parts  affected. 
While  dancing  they  neither  saw  nor  heard,  being  in- 
sensible to  external  impressions  through  the  senses, 
but  were  haunted  by  visions,  their  fancies  conjuring 
up  spirits  whose  names  they  shrieked  out;  and  some  of 
them  afterwards  asserted  that  they  felt  as  if  they  had 
been  immersed  in  a stream  of  blood,  which  obliged 
them  to  leap  so  high  .... 

Where  the  disease  was  completely  developed,  the 
attack  commenced  with  convulsions.  Those  affected 
fell  to  the  ground  senseless,  panting  and  laboring  for 
breath.  They  foamed  at  the  mouth,  and  suddenly 
springing  up  began  their  dance  amidst  strange  contor- 
tions.12 

These  happenings  were  not  formally  named 
until  1518.  As  duly  inscribed  in  an  old  document, 

Many  hundreds  of  men  and  women  began  to  dance 
and  jump  in  the  public  market  place,  the  lanes  and 
the  streets  of  Strassburg.  Many  of  them  ate  nothing 
for  days  and  nights,  until  their  madness  again  subsid- 
ed. The  plague  was  called  St.  Vitus’  Dance.13 

Apparently  it  was  the  chief  magistrate  of 
Strassburg  who  was  instrumental  in  linking  St. 
Vitus’  name  to  the  dancing  malady.  Wishing  to 
rid  the  town  of  the  swarm  of  choreomaniacs  who 
had  converged  on  it,  this  dignitary  ordered  them 
taken  to  the  St.  Vitus  chapel  at  Zabern,  a small  Al- 
satian village  in  the  environs,  where  they  might  be 
exorcised  of  the  devils  which  possessed  them. 

St.  John,  the  other  pertinent  personage  who  all 
that  while  had  never  ceased  being  adored  through 
ceremonies  involving  frenetic  dances,  likewise  had 
his  name  brought  into  association  with  the  epi- 
demics. 

Indeed,  one  interpretation  of  the  fable  about 
130  children  who  disappeared  out  of  Hamelin 
on  St.  John’s  day,  either  in  1284  or  1374,  is  that 
they  were  genuine  choreomaniacs  prancing  and 


skipping  uncontrollably  after  the  piper  hired  to  as- 
suage their  jerky  gestures. 

" Brueghel  the  Elder,  the  master  artist  whose 
works  accurately  portrayed  contemporary  events, 
was  eyewitness  to  the  dance  hysteria  of  1564, 
which  he  recorded  in  Procession  of  the  Possessed 
(Fig.  2).  At  the  bottom  of  this  famous  drawing  he 
wrote:  “These  are  pilgrims  who  were  to  dance  on 
St.  John’s  day  at  Muelebeek  outside  Brussels,  and 
when  they  danced  over  a bridge  and  hopped  a 
great  deal  they  will  be  cleansed  for  a whole  year  of 
St.  John’s  disease.” 

Pilgrimages  were  made  to  the  shrines  of  both  St. 
Vitus  and  St.  John.  But  as  chapels  of  the  former 
vastly  outnumbered  those  of  the  latter,  the  unflat- 
tering eponymic  association  with  the  sordid  dis- 
ease fell  on  the  favorite  saint.  Even  now  in  certain 
parts  of  Germany,  to  the  popular  mind  one  of  the 
most  dreaded  maledictions  is,  “Das  dich  Sanct 
Veitstanz  ankomme!”  (“May  the  St.  Vitus’  dance 
overtake  you!”) 

Except  for  sporadic  smaller  relapses  the  classi- 
cal St.  Vitus’  scourge  became  spent  by  the  end  of 
the  seventeenth  century.  However,  the  term  St. 
Vitus’  chorea  continued  to  be  used  loosely  for  a 
long  time  afterward  in  connection  with  mass  out- 
breaks featuring  psychoneurologic  or  psychoso- 
matic aberrations.  One  such  writer  to  resort  to 
that  usage  was  Robertson14  with  regard  to  sympa- 
thetic hysteria  of  that  sort  in  our  own  country: 

The  Chorea  . . . made  its  appearance  during  the 
summer  of  1803,  in  the  neighborhood  of  Maryville 
(Tennessee),  in  the  form  of  an  epidemic  .... 

I suppose  there  are  but  few  individuals  in  the  Unit- 
ed States,  who  have  not  at  least  heard  of  the  unparal- 
lelled blaze  of  enthusiastic  religion  which  burst  forth 
in  the  western  country  about  the  year  1800;  but  it  is 
perhaps  impossible  to  have  a competent  idea  of  its  ef- 
fect, without  personal  observation.  This  religious  en- 
thusiasm traveled,  like  electricity,  with  astonishing 
velocity,  and  was  felt  almost  instantaneously,  in  every 
part  of  the  states  of  Tennessee  and  Kentucky.  It 
often  proved  so  powerful  a stimulus,  that  every  other 
entirely  lost  its  effect,  or  was  but  feebly  felt .... 

The  outward  expressions  of  their  worship  consisted 
chiefly  in  alternate  crying,  laughing,  singing  and 
shouting,  and  at  the  same  time  performing  the  great  I a 
variety  of  gesticulation  which  the  muscular  system  is 
capable  of  producing.  It  was  under  these  circum-  ; 
stances  that  some  found  themselves  unable  by  volun- 
tary efforts  to  suppress  the  contraction  of  their  mus-  ; 
cles,  and  to  their  own  astonishment  and  the  diversion 
of  many  of  the  spectators,  they  continued  to  act  from  I G 
necessity  the  curious  character  which  they  had  com- 
menced from  choice. 

The  disease  no  sooner  appeared  than  it  spread, 
with  rapidity,  through  the  medium  of  the  principle  of 
imitation:  thus  it  was  not  uncommon  for  an  affected  j 
person  to  communicate  it  to  a greater  part  of  a crowd, 
who,  from  curiosity  or  other  motives,  had  collected 
around  him.  It  is  at  this  time  in  almost  every  part  of  "-'tie 
Tennessee  and  Kentucky,  and  in  various  parts  of  Vir-  ) 
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FIGURE  2.  Procession  of  the  Possessed,  1564,  by  Pieter  Brueghel  the  Elder.  (Courtesy,  Albertina  Gallery,  Austrian  Na- 
tional Library,  Vienna) 


ginia,  but  it  is  said  not  to  be  so  contagious  (or  readily 
communicated)  as  at  its  commencement.  It  attacks 
both  sexes  and  every  constitution,  but  evidently  more 
readily  those  who  are  enthusiasts  in  religion,  such  as 
those  above  described,  and  females;  children  of  six 
years  of  age,  and  adults  of  sixty  have  been  known  to 
have  it,  but  a great  majority  of  those  affected  are  from 
fifteen  to  twenty-five.  The  muscles  generally  af- 
fected are  those  of  the  trunk,  particularly  of  the  neck, 
sometimes  those  of  the  superior  extremities,  but  very 
rarely,  if  ever,  those  of  the  inferior.  The  contractions 
are  sudden  and  violent,  such  as  are  denominated  con- 
vulsive, being  sometimes  so  powerful  when  in  the 
muscles  of  the  back,  that  the  patient  is  thrown  to  the 
ground,  where  for  sometime  his  motions  more  resem- 
ble those  of  a live  fish,  when  thrown  on  land,  than  any 
thing  else  to  which  I can  compare  them.14 

Early  medical  accounts  of  St.  Vitus’  dance 

Greek  and  Roman  texts,  replete  with  observa- 
tions on  epilepsy,  arthritides,  and  paralyses,  con- 
tain no  account  that  may  be  construed  as  evidenti- 
ary of  St.  Vitus’  dance.  Under  the  rubric,  “con- 
vulsive palsies,”  some  Arabian  authors  made 
oblique  reference  to  a state  in  which  there  was  an 
involuntary  “disposition  of  the  limbs  to  dance.” 
None  of  the  medieval  or  early  Renaissance  writers 
addressed  themselves  to  the  condition  except  by 


very  perfunctory  footnotes  to  “de  morbis  amen- 
tium,”  that  is,  mental  illnesses  due  to  preternatu- 
ral influences. 

In  1529  Beniveni15  wrote  about  a condition 
characterized  by  recrudescent  titubation,  spasms, 
falls,  and  abdominal  distentions  that  led  to  inva- 
lidism unless  cured  promptly.  Without  naming  the 
illness  he  asserted  that  it  was  caused  by  infestation 
with  worms. 

Paracelsus16  was  the  first  to  differentiate  the  St. 
Vitus  disorder  into  categories  according  to  psycho- 
genic or  somatic  causation,  to  formally  attach  to  it 
the  generic  appellation  “chorea,”  and  to  propose 
different  therapeutic  regimens  based  on  the  as- 
sumed etiology.17  The  dissertation  on  this  subject 
was  a part  of  a series  written  between  1526  and 
1576  on  “Diseases  that  Deprive  Man  of  his  Rea- 
son” and  was  preambulated  in  his  typical  fashion 
by  iconoclasm: 

While  speaking  about  the  natural  diseases  and  ob- 
serving to  what  extent  and  how  seriously  they  afflict 
various  parts  of  our  body,  we  must  not  forget  to  ex- 
plain the  origin  of  the  diseases  which  deprive  man  of 
reason,  as  we  know  from  experience  that  they  develop 
out  of  man’s  disposition.  The  present-day  clergy  of 
Europe  attribute  such  diseases  to  ghostly  beings  and 
threefold  spirits.  We  are  not  inclined  to  believe 
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them.  For  nature  proves  that  such  statements  by 
earthly  gods  are  quite  incorrect  and  . . . that  nature  is 
the  sole  origin  of  diseases. 

. . . the  public  came  to  believe  that  this  sickness  was 
a punishment  from  heaven.  Owing  to  the  symptoms 
of  the  sickness  people  began  to  look  for  the  causes  in 
order  to  drive  it  out.  At  first  the  faithful  believed 
that  it  was  Mager,  a pagan  spirit,  which  was  the  cause 
of  this  disease.  But  faith  soon  endowed  St.  Vitus 
with  the  spirit  which  caused  the  illness.  He  became 
an  idol  and  after  him  the  sickness  was  called  St.  Vitus’ 
Dance. 

...  We  will  not  however  admit  that  the  saints  have 
power  to  inflict  diseases,  and  that  these  ought  to  be 
named  after  them,  although  many  there  are,  who  in 
their  theology,  lay  great  stress  on  this  supposition,  as- 
cribing them  rather  to  God  than  to  nature,  which  is 
but  idle  talk.  We  dislike  such  nonsensical  gossip  as  is 
not  supported  by  symptoms,  but  only  by  faith,  which 
is  a thing  not  human,  whereon  the  gods  themselves  set 
no  value.16,17 

Paracelsus  divided  chorea  into  three  classes: 

1.  Vitista,  imaginativa,  aestimativa,  arising 
from  deluded  imagination,  by  which  agency  the 
original  dancing  plague  was  to  be  understood  as 
having  been  engendered. 

2.  Lasciva,  intemperata,  provoked  by  sensual 
desires  in  voluptuaries,  and  therefore  depending 
on  the  will  and  temperament. 

3.  Naturalis,  coacta,  due  to  corporeal  causes, 
from  the  blood  being  set  in  commotion  by  turbu- 
lence of  the  vital  spirits,  resulting  in  the  victim’s 
volitional  motor  control  and  emotional  self-posses- 
sion becoming  unhinged  during  an  attack. 

Paracelsus  asserted,  “As  this  disease  is  known 
under  the  name  of  a saint,  we  do  not  intend  to 
change  the  name,”  but  repeated  that  the  third  cat- 
egory was  quite  different  from  the  others,  which 
were  due  strictly  to  “recklessness  of  the  mind.”17 
The  first  kind  of  chorea  was  to  be  remedied  by 
necromantic  devices  which,  in  retrospect,  served  as 
a crude  sort  of  psychotherapy.  The  second,  being 
occasioned  by  pruriency  was  to  be  corrected  by 
solitary  confinement,  fasting,  immersion  in  cold 
water,  “a  good  beating,”  and  other  forms  of  corpo- 
ra! chastisement  intended  to  be  conducive  to  peni- 
tence and  restoration  of  mental  propriety.  Treat- 
ment for  the  third  kind  of  chorea  consisted  of  a 
battery  of  pharmaceuticals,  some  of  them  based  on 
Paracelsus’s  favorite  formulations  to  quell  unruly 
humors.  Several  were  calmatives  to  be  taken  in- 
ternally; others  were  ointments  to  be  rubbed  onto 
the  “extremities  and  . . . throat.”17 

The  Paracelsian  discourse  on  chorea  thereafter 
was  cited  almost  exclusively  in  just  a few  works  re- 
lating to  mental  and  nervous  ailments,  and  so  was 
exposed  to  a rather  limited  audience.  However, 
his  notion  that  some  types  of  the  aberration 
should  be  ascribed  to  organic  causes  was  echoed 
occasionally.18  Thus,  Freigius  opined  that  chorea 
was  due  to  some  humoral  constituent  other  than 
melancholic  (Gk.  melas,  black,  chole,  bile)  blood. 
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Sennert  considered  it  to  be  a convulsive  delirium 
generated  by  an  unexplained  turmoil  in  bodily 
fluids.  Doleus  believed  it  to  be  due  to  vermicular 
infestation  of  the  system.  Zwingerus  attributed  it 
to  irritation  of  the  nerves  of  the  brain  by  a supera- 
bundance of  circulating  volatile  salts. 

In  a couple  of  paragraphs  of  the  last  treatise 
which  he  ever  penned,  Sydenham19  in  1686  ren- 
dered the  best  clinical  portrayal  until  then  of  a 
disorder  which  he  too  called  St.  Vitus’  chorea. 
Paracelsus  had  had  misgivings  about  the  St.  Vitus 
prefix,  but  retained  it  anyway  because  the  bulk  of 
his  text  was  on  imbalances  of  the  psyche,  and  the 
“chorea  naturalis”  which  he  spoke  of  exhibited  be- 
havioral disturbances.  Sydenham,  in  contrast, 
underscored  the  kinetic  malfunction,  and  his 
choice  of  the  St.  Vitus  designation  was  therefore 
doubly  infelicitous19’20: 

. . . Saint  Vitus’  dance  is  a sort  of  convulsion  which 
attacks  boys  and  girls  from  the  tenth  year  until  they 
have  done  growing.  At  first  it  shows  itself  by  a halt- 
ing, or  rather  an  unsteady  movement  of  one  of  the 
legs,  which  the  patient  drags.  Then  it  is  seen  in  the 
hand  of  the  same  side.  The  patient  cannot  keep  it  a 
moment  in  its  place,  whether  he  lay  it  upon  his  breast 
or  any  other  part  of  his  body.  Do  what  he  may,  it  will 
be  jerked  elsewhere  convulsively.  If  any  vessel  filled 
with  drink  be  put  into  his  hand,  before  it  reaches  his 
mouth  he  will  exhibit  a thousand  gesticulations  like  a 
mountebank.  He  holds  the  cup  out  straight,  as  if  to 
move  it  to  his  mouth,  but  has  his  hand  carried  else- 
where by  sudden  jerks.  Then,  perhaps,  he  contrives 
to  bring  it  to  his  mouth.  If  so,  he  will  drink  the  liquid 
off  at  a gulp;  just  as  if  he  were  trying  to  amuse  the 
spectators  by  his  antics. 

Now  this  affection  arises  from  some  humour  falling 
on  the  nerves;  and  such  irritation  causes  the  spasm. 
Hence  the  treatment  is  first  to  bleed  and  purge,  and 
then  to  restore  the  strength  ....  Just  in  proportion 
as  the  patient  improves,  he  drags  his  leg  less,  keeps 
his  hand  steadier,  and  lifts  a cup  more  readily  to  his 
mouth.  These  are  the  surest  signs  of  recovery 

19,20 

How  the  ailing  Sydenham  took  cognizance  of 
this  entity  and  what  impelled  him  to  nominate  it 
after  the  St.  Vitus’  dance  of  old  are  not  revealed 
either  in  his  correspondence  or  other  manuscripts. 
The  rampant  epidemics  had  become  extinguished 
before  his  lifetime,  and  he  certainly  had  not  wit- 
nessed the  parade  of  the  choreomaniacs  at  Muele- 
beek  Sint  Jans  in  1654.  One  guess  is  that  he  may 
have  seen  isolated  cases  of  a neuromuscular  dis- 
ease that  he  had  hitherto  not  read  about  and 
which  bore  semblance  to  the  St.  Vitus  sufferers  of 
distant  memory.  His  description  was  splintered, 
incomplete,  decidedly  inferior  to  his  previous  writ- 
ings, and  made  no  reference  to  any  correlation  be- 
tween chorea  and  the  rheumatic  fever  which  he 
had  written  about  two  decades  earlier.19’20  Ironi- 
cally, in  spite  of  all  its  faults,  Sydenham’s  version 
served  to  crystallize  attention  on  musculoskeletal 


manifestations  of  the  condition  and  its  organic  eti- 
ology. It  was  the  lot  of  later  authors  to  mark  that 
Sydenham’s  chorea  or  chorea  minor  was  complete- 
ly different  from  St.  Vitus’  chorea  or  chorea  major. 
To  little  avail,  really.  For  in  the  lingua  franca  of 
physicians  and  nonphysicians  alike  the  misnomers 
have  been  used  interchangeably  for  three  hundred 
years. 

Rheumatic  fever 

Polyarthritis  was  well  known  to  the  ancients 
who  commented  on  its  manifestations  in  human 
beings  and  in  animals.  A couple  of  statements 
may  be  quoted  to  show  that  the  occurrence  of 
acute  polyarthritis  in  the  young  was  recognized. 
Hippocrates21  noted  that, 

In  those  in  whom  pains  and  swellings  come  and  go 
around  the  joints,  and  these  not  after  the  manner  of 
gout  in  the  foot,  one  will  find  large  viscera  and  in  the 
urine  a white  sediment  ....  Now  this  disease  occurs 
in  those  who  in  childhood  and  youth  were  wont  to 
have  nose-bleeding  but  have  since  lost  it.21 

Celsus22  remarked  that, 

Children  in  whom  there  has  been  nose-bleeding, 
which  has  ceased,  are  sure  to  be  troubled  by  pains  in 
the  head,  or  they  have  some  severe  joint  inflamma- 
tions, or  they  also  become  debilitated  by  disease.22 

In  accordance  with  prevailing  humoral  doc- 
trines, imbalances  in  the  inner  circulation  of  fluids 
resulted  in  rheumatism  (Gk.  rheum,  flux).  Thus, 
catarrh  (Gk.  kata,  down,  rheo,  to  flow)  stood  for  a 
stream  of  mucus  (Gk.  myxa,  slime)  which  concen- 
trated in  the  nose  as  a coryza  (Gk.  choane,  funnel, 
zeo,  boil)  or  in  the  throat  as  a branchos  (Gk.  bron- 
chia, gills).  The  arthritides  were  forms  of  rheu- 
matism due  to  collections  of  abnormal  humors  in 
the  joints.  Podagra  (Gk.  poda,  foot,  agra,  a sei- 
zure) and  chiragra  (Gk.  cheir,  hand)  were  caused 
by  gout  (L.  gutta,  a drop),  a drop  by  drop  accre- 
tion of  a particular  noxa  in  the  affected  parts. 

Without  deviating  meaningfully  from  these  te- 
nets Baillou23  in  1591  urged  that, 

. . . the  term  rheuma,  rheumatism,  rheumatic  ten- 
dency . . . must  be  understood  not  only  as  a downward 
flow  from  the  head,  but  also  as  a discharge  from  the 
interior  of  the  body  into  the  outer  parts  and  even  into 
internal  organs.23 

He  then  proceeded  to  describe  rheumatic  fever: 

The  entire  body  becomes  painful.  In  some  individ- 
uals the  face  turns  red.  The  joints  are  racked  by  pain 
so  that  neither  foot,  hand  nor  finger  can  be  budged 
without  pain  and  protest.  Since  the  joints  are  most 
particularly  sensitive  they  are  the  seat  of  the  greatest 
pain  ....  When  manually  examined,  the  affected 
parts  are  found,  even  to  a very  light  hand,  to  be  very 
hot.  As  judged  by  the  pulse  the  fever  is  inconsequen- 
tial, but  fever  is,  nevertheless,  present  though  slight. 


Had  it  become  more  intense  the  disease  were  a con- 
tinued putrid  fever  ....  The  pain  becomes  exacer- 
bated at  night  and  the  patients  cannot  sleep;  . . . there 
is  contraction  of  the  muscles,  a characteristic  sensa- 
tion of  stinging,  abdominal  distention  and  indigestion 
....  The  muscles  and  tendons  are  infiltrated  with 
serum  and  putrid  blood  which  produces  pustules  in 
these  parts  or  a variety  of  inflamed  tumor  out  of 
which  the  pain  is  born  ....  Although  the  arthritis  is 
local  the  rheumatism  is  general  ...  ,23 

Significantly,  Baillou  observed  that  rheumatic 
fever  made  its  appearance  in  both  acute  and 
chronic  form: 

Experience  teaches  that  two  kinds  of  persons  are 
attacked  especially  by  this  affection — one  of  them 
healthy  seen  in  the  fullness  of  health  but  soon  at- 
tacked by  the  disease;  when  now  this  disease  attacks, 
a spontaneous  lassitude  precedes  it  and  the  blood  is 
diseased,  and  indeed  this  is  found  to  be  the  case,  as 
was  noted  by  Hippocrates — they  are  obviously  ill  as 
soon  as  they  are  stricken.  The  other  kind  of  persons 
usually  attacked  by  this  affection  are  those  who  at  the 
time  are  really  sick,  indeed  especially  with  a chronic 
disease,  which  has  now  desisted  or  seems  dissolved  by 
a false  and  hasty  crisis,  but  however  it  survives  and  is 
not  destroyed  ...  .23 

Another,  better-known  clinical  narrative  was 
supplied  in  1665  by  Sydenham19: 

The  disease  comes  on  at  any  time,  but  especially  in 
the  autumn,  and  chiefly  seizes  those  that  are  in  the 
flower  of  their  age  ....  The  sad  list  of  symptoms  be- 
gins with  chills  and  shivers;  these  are  followed  imme- 
diately by  heat,  disquietude,  thirst,  and  the  other  con- 
comitants of  fever.  One  or  two  days  after  this  (some- 
times sooner)  the  patient  is  attacked  by  severe  pains 
in  the  joints,  sometimes  in  one  and  sometimes  in  an- 
other, sometimes  in  the  wrist,  sometimes  in  his  shoul- 
der, sometimes  in  the  knee — in  this  last  joint  oftenest. 
This  pain  changes  its  place  from  time  to  time,  takes 
the  joints  in  turns,  and  affects  the  one  that  it  attacks 
last  with  redness  and  swelling.  Sometimes  during  the 
first  days  the  fever  and  the  above-named  symptoms 
go  hand  in  hand;  the  fever,  however,  gradually  goes 
off  whilst  the  pain  only  remains;  sometimes,  however, 
it  grows  worse.  The  febrile  matter  has,  in  that  case, 
been  transferred  to  the  joints.  This  is  clearly  proved 
from  the  fact  of  the  fever  being  frequently  lit  up  afresh 
after  the  driving  in  of  the  morbific  matter  by  the  un- 
seasonable use  of  external  remedies. 

This  disease,  when  separate  from  the  fever,  is  often 
called  arthritis  (gout).  Nevertheless,  it  differs  essen- 
tially from  that  disease,  as  every  one  knows  who 
knows  the  two  diseases  well.  This  confusion  may  per- 
haps explain  why  it  is  that  medical  writers  have 
passed  so  lightly  over  rheumatism;  unless,  indeed,  we 
chose  to  suppose  that  the  long  list  of  human  ailments 
has  lately  been  increased  by  a fresh  addition.  Be  this 
as  it  may,  there  is  plenty  of  the  disease  now-a-days; 
and,  although  it  very  rarely,  when  once  the  fever  has 
been  driven  off,  kills  the  patient,  it  is  still,  from  the 
vehemence  of  the  pain,  and  from  its  protracted  dura- 
tion, no  contemptible  distemper.  Treat  it  badly,  and 
it  will  last  for  months  and  years;  nay,  it  will  torment  a 
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patient  throughout  his  miserable  lifetime. 

Its  violence,  indeed,  may  vary;  so  that,  after  the 
fashion  of  gout,  it  may  come  on  at  odd  times,  and  in 
periodic  fits.  This,  too,  may  happen  after  the  afore- 
said pains  have  been  long,  violent,  and  afflicting. 
Then  they  may  cease  of  their  own  accord:  the  pa- 

tient, however,  shall  be  a cripple  to  the  day  of  his 
death,  and  wholly  lose  the  use  of  his  limbs;  whilst  the 
knuckles  of  his  fingers  shall  become  knotty  and  pro- 
truberant  (as  in  gout),  with  the  knots  showing  most 
on  the  inside. 

With  all  this,  the  stomach  shall  be  strong,  and  the 
patient  be  sound  in  other  respects.19’20 

The  mode  of  initiation  of  the  febrile  state  was 
not  elaborated  on  until  almost  two  centuries  later 
when  Trousseau24  stressed  that  it  was  “rheumatic 
angina,”  a septic  infiltration  of  the  tonsils  and 
neighboring  oropharyngeal  structures,  that  acted 
as  a springboard  for  dissemination  of  the  disease 
to  other  parts. 

Carditis  and  other  rheumatic  lesions 

Baillou23  and  Sydenham19  assumed  inferentially 
that  rheumatic  fever  was  a systemic  disease  with 
articular  outposts,  although  neither  of  them  had 
the  occasion  to  examine  its  visceral  consequences. 
In  1709  Boerhaave25  mentioned  in  passing  that 
rheumatism  invaded  “sometimes  the  brain,  lung, 
and  bowels,”  but  more  than  half  a century  elapsed 
before  descriptions  began  in  earnest  of  pleuropul- 
monary,  cardiac,  and  other  involvement.  It  was 
soon  appreciated  that  although  several  of  its 
semeiologic  features  were  suggestive  of  infection, 
contrary  to  other  febrile  processes  its  ultimate  in- 
ternal residua  like  those  at  the  joints  were  almost 
exclusively  inflammatory.  For  instance,  in  1772 
Cullen  emphasized  that  rheumatic  joints  never  be- 
came purulent,26  and  in  1805  De  Roches2  7 averred, 

Acute  rheumatism  very  seldom  terminates  in  sup- 
puration, gangrene,  or  exudation  of  lymph  ....  Acute 
inflammations  of  the  viscera  terminate  in  a short 
space  of  time,  compared  to  that  during  which  the 
symptoms  of  acute  rheumatism  have  been  known  to 
continue  lengthily  unabated  ....  The  general  pyrex- 
ia is  a necessary  symptom  of  the  inflammation  of  the 
viscera;  the  local  affection  ceases  when  the  inflamma- 
tory action  of  the  vessels  ceases.27 

When,  a few  years  later,  Wells28  focused  on  the 
rheumatic  subcutaneous  nodules  mentioned  by 
Sydenham,  he  pointed  out  that  they  did  not  con- 
tain pus.  Scudamore  in  181929  gave  a remarkably 
prescient  interpretation  of  the  pathology  of  rheu- 
matism by  declaring  it  to  be  “.  . . a peculiar  species 
of  inflammation  affecting  parts  which  have  a fibri- 
nous texture  and  most  frequently  synovial  mem- 
branes.” 

Specifically  with  regard  to  heart  lesions,  begin- 
ning in  the  mid-eighteenth  century,  clinical  and 
autopsy  reports  drew  attention  to  cardiomegaly, 
pericarditis,  and  mitral  vegetations  or  induration 


accompanying  rheumatism.  That  the  association 
was  not  by  chance  but  real  and  that  the  inflamma- 
tory locus  actually  resided  in  the  substance  of 
heart  muscle  was  underscored  about  one  hundred 
years  before  the  histologic  characteristics  of  rheu- 
matic myocarditis  were  brought  to  light  by  As- 
choff.30 

Scudamore29  said,  “The  pericardium  also  some- 
times becomes  the  seat  of  a similar  morbid  action 
which  I conceive  as  secondary  and  induced  by  the 
inflammation  affecting  some  part  of  the  tendinous 
structure  of  the  heart.” 

Adams31  made  a distinction  between  simple 
rheumatism  of  the  heart  and  rheumatic  carditis. 

In  the  one  case  the  organ  is  simply  and  often  but 
transiently  affected,  just  as  any  other  muscle  is  ...  . 
Although  simple  rheumatism  of  the  muscular  struc- 
ture of  the  heart  may  occasionally  pass  on  to  carditis 
or  to  an  inflammatory  affection  of  the  serous  mem- 
brane of  the  heart  I have  usually  seen  in  children  and  , 
persons  about  and  under  the  ages  of  puberty,  in  whom 
metastasis  seems  more  liable  to  occur,  than  in  those 
more  advanced  in  life. 

The  clinical  signs  of  rheumatic  endocarditis 
were  detailed  in  1832  by  Bouillaud,32  who  assert- 
ed, 

In  the  great  majority  of  cases  of  acute  articular 
rheumatism  with  fever  there  exists  in  a variable  de- 
gree a rheumatism  of  the  sero-fibrinous  tissue  of  the 
heart.  The  coincidence  is  the  rule,  and  the  non-coin- 
cidence the  exception. 

Watson33  concurred  with  this  view,  and  added: 

One  law  respecting  the  connection  between  the  car- 
diac and  the  arthritic  symptoms  may  be  stated  with 
confidence;  namely,  that  the  younger  the  patient  who  > 
suffers  acute  rheumatism  (and  I have  seen  it  as  early 
as  the  third  or  fourth  year)  the  more  likely  will  he  be 
to  have  rheumatic  carditis.  The  chance  of  this  com- 
bination appears  to  diminish  after  puberty  as  life  ad-  i 
vances. 

In  1884  Lasegue34  made  the  classical  remark, 
“Acute  rheumatism  licks  the  joints,  the  pleura,  the 
meninges  even,  but  it  bites  the  heart.” 

Conjunction  of  chorea  with 
rheumatic  disease 

Although  it  did  not  take  long  to  find  out  that  i 
Sydenham’s  selection  of  the  St.  Vitus  cognomen 
was  inappropriate  to  the  clinical  state  which  he 
had  described,  countless  publications  continued  to 
bear  that  title.  Its  usage  was  condoned  partly  out  • 
of  deference  to  Sydenham,  partly  from  force  of 
habit,  but  chiefly  because  the  terminology  sank 
deeper  and  deeper  into  a morass  of  synonyms.  If 
The  dance,  chorea,  saltus,  saltatio,  or  morbus  of  [ 
St.  Vitus  was  allocated  to  St.  Guy  in  France  and  to 
St.  John  or  St.  Modestus  elsewhere.  In  their  sin-  i 
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cere  desire  to  abandon  the  names  of  saints,  as  Par- 
acelsus had  tried  to  do,  diverse  authors  instead 
muddied  the  waters  even  more  by  interjecting  the 
terms  tanzsucht,  morbus  sacer,  morbus  gesticular- 
ius,  morbus  mentaphora,  morbus  germanorum,  or- 
chestromania,  ballismus,  tanzplatz,  epilepsia  salta- 
toria,  epilepsia  procursiva,  epilepsia  mira,  jactatio 
epileptica,  gesticulatio  spastica,  synclonus  chorea, 
synclonus  saltans,  convulsiones  rhythmicae,  tri- 
pudiatio  spastica,  and  so  forth. 

As  has  been  noted  already,  Sydenham  failed  to 
connect  chorea  with  the  rheumatic  fever  which 
Baillou  and  he  had  given  accounts  of  many  years 
earlier.  Nearly  two  centuries  elapsed  before  that 
relationship  was  established.  Precedence  lay  in 
first  trying  to  make  sense  out  of  the  hodgepodge  of 
conditions  classed  as  chorea.  In  1810  Bouteille35 
despaired  that  “All  is  extraordinary  in  this  disease: 
its  name  is  ridiculous,  its  symptoms  odd,  its  char- 
acter equivocal,  its  cause  unknown,  its  treatment 
problematic.” 

He  made  the  sound  innovation  of  subdividing 
chorea  into  essential  or  protopathic,  secondary  or 
deuteropathic,  and  false  or  pseudopathic.  He 
gave  excellent  descriptions  of  sternalgia  and  other 
chest  pains  in  chorea,  but  blamed  them  on  arthro- 
genic  rather  than  cardiogenic  causes.  Bernt’s36 
detailed  thesis  that  same  year  devoted  22  pages  to 
a breakdown  of  31  varieties  of  chorea  without  once 
mentioning  rheumatism  or  heart  disease.  Even  a 
decade  later  when  Cholmeley3,  linked  rheumatism 
with  chorea  and  rheumatism  with  carditis,  the  log- 
ical deduction  that  chorea  and  carditis  might  be 
traced  to  a common  rheumatic  intermediary  seems 
to  have  escaped  him  altogether. 

In  1831  Bright38  reported  on  spasmodic  diseases 
accompanying  pericarditis,  reinforcing  specula- 
tions about  eccentric  as  well  as  centric  pathogenet- 
ic mechanisms: 

The  instances  of  the  combination  and  alternation 
of  rheumatism  and  chorea  are  very  numerous;  and 
though  I doubt  not,  in  some  cases,  the  coverings  of  the 
cerebro-spinal  mass  may  be  and  are  implicated,  yet  I 
believe  that  the  much  more  frequent  cause  of  chorea, 
in  conjunction  with  rheumatism,  is  the  inflammation 
of  the  pericardium.  The  irritation  probably  is  com- 
municated thence  to  the  spine  ....  The  phrenic 
nerve  is  the  more  immediate  means  of  communicating 
the  irritation  to  the  spinal  cord.38 

Babington  and  Currie39  one  decade  later  agreed 
with  that  conjecture  of  reflex  transmission,  but 
thought  it  more  likely  to  be  vagal  “through  irrita- 
tion of  the  plexus  and  ganglia  which  so  entirely 
surround  that  organ,  and  the  origin  of  its  great 
vessels."  In  a footnote  they  generously  gave  credit 
for  that  concept  to  Addison  rather  than  Bright: 

Out  of  a very  large  number  of  cases  of  chorea,  seen 
lately  by  my  friend  and  colleague,  Dr.  Addison,  to 
whom  I am  indebted  for  having  first  directed  my  at- 


tention to  this  point,  only  two  have  been  without  a de- 
cided mitral  or  left  ventricular  bruit.  In  two  there 
was  diseased  heart;  and  in  one  case,  examined  after 
death,  there  was  found  old  thickening  of  the  mitral 
valve,  with  recent  pericarditis.  Should  further  inves- 
tigation prove  chorea  to  be  more  immediately  depen- 
dent on  disease  of  the  heart  or  pericardium,  than  has 
been  hitherto  supposed,  the  merit  of  the  discovery 
will  certainly  be  due  to  Dr.  Addison.39 

The  unitary  view  of  chorea  and  rheumatic  dis- 
ease made  rapid  headway  with  a succession  of 
publications.  The  most  noteworthy  of  these  was 
See’s40  magisterial  dissertation  of  1850,  a model  of 
analytical  epidemiology  and  a classic  of  medical 
literature.  Besides  firmly  assigning  chorea  to  the 
train  of  sequels  provoked  by  the  rheumatic  diathe- 
sis, See  placed  it  in  proper  perspective  to  myriad 
neuromuscular  and  pyschogenic  disorders  which 
he  methodically  itemized  and  differentiated.  A 
host  of  literary  contributions  which  followed  See’s 
thesis  did  not  surpass  either  its  excellence  of  schol- 
arship or  the  substantive  information  that  it  pur- 
veyed. 

Etiology 

During  the  two  millennia  that  humoralism  held 
sway  there  was  unanimity  about  rheumatism  being 
due  to  perturbation  of  body  fluids  but  uncertainty 
about  which  one  of  them  was  principally  causal. 

The  most  prevalent  outlook  was  that  the  condi- 
tion was  inherently  a phlegmasia  (Gk.  phlegma, 
flame),  to  which  Sydenham19  lent  credence  by  his 
assertion  that  rheumatic  fever  was  instigated  by 
“inflammatory  and  peccant  matter.”20  The  “len- 
tor  of  fluids  obstructing  the  vessels,”  as  Bo- 
erhaave25  put  it,  accounted  for  the  damage  to  vari- 
ous organs.  Cartesian,  phlogistic,  chimiatric,  and 
other  conceptual  schools  of  pathology  did  nothing 
to  discount  these  ideas,  which,  except  for  the  term 
“diathesis”  being  substituted,  persevered  essen- 
tially unchanged  well  into  the  second  half  of  the 
last  century. 

There  were  brief  interludes  when  first  hyperlac- 
ticemia  and  then  hyperuricemia  were  blamed  for 
the  symptoms  and  morphologic  sequels  of  rheu- 
matic chorea  and  carditis.  When  excess  of  neither 
chemical  was  found  even  in  florid  cases,  the  ac- 
cepted pathogenesis  reverted  to  the  premise  of 
metastatic  or  contiguous  propagation  of  a hitherto 
unidentified  inflammatory  principle.  However 
unsuccessful,  the  striving  after  biochemical  means 
for  diagnosing  chorea  reflected  a growing  momen- 
tum to  separate  the  disease  from  its  masqueraders. 

The  old  explanation  that  lone  cases  of  chorea  re- 
sulted from  crasis,  or  individual  propensity,  was  no 
longer  deemed  plausible  when  epidemiological  sur- 
veys uncovered  instances  of  the  disease  in  multiple 
members  of  the  same  family  or  locality.  It  was 
only  in  this  century  that  the  factor  of  susceptibili- 
ty, incriminated  since  the  time  of  the  Greeks  to  id- 
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iosyncrasy  and  climatic  milieu,  was  focused  force- 
fully on  sociologic  surroundings.  Tentative  signs 
about  an  inherited  constitutional  predisposition  to 
chorea  were  for  a while  taken  to  back  the  observa- 
tion that  rheumatism  sometimes  tended  to  appear 
in  one  generation  after  another,  as  had  been  no- 
ticed by  the  Roman  physician  Aretaeus.41  But 
the  full  implications  of  the  ravages  of  hereditarily 
transmitted  chorea  only  came  to  light  in  the  mid- 
nineteenth century  with  accounts  of  the  “megrim 
families”  in  the  southeastern  sections  of  the  State 
of  New  York,  and  culminated  in  Huntington’s42 
report  on  chronic,  progressive  chorea  in  adulthood. 

The  monumental  significance  of  two  articles 
published  in  1852  and  1867  was  not  grasped  when 
it  should  have  been.  Because  their  authors, 
Kirkes43  and  Tuckwell,44  respectively,  were  ig- 
nored by  their  contempories  and  have  been  largely 
overlooked  by  historians,  it  is  worthwhile  to  indi- 
cate how  their  observations  if  heeded  might  have 
served  to  unlock  some  of  the  secrets  of  rheumatic 
disease. 

Although  excrescences  on  cardiac  valves  had 
been  noticed  over  the  centuries,  and  Lancisi,  Mor- 
gagni, and  Corvisart  among  many  others  had  ex- 
pounded at  length  about  them,  their  embolic  po- 
tential was  not  appreciated.  Kirkes43  was  struck 
with  how  frequently  chorea  and  valvar  disease 
were  concurrent.  He  happened  at  length  on  a case 
where  groups  of  ecchymoses  “consisting  of  masses 
of  tortuous  vessels  gorged  with  dark  stagnant 
blood  variegated  by  pale  buff-coloured  streaks  ap- 
parently of  separated  fibrine”  were  found  present 
in  various  parts  of  the  body;  while,  at  the  same 
time,  “pale,  soft,  loosely-adhering  granules  stud- 
ded the  borders  of  the  aortic  and  mitral  valves.” 
He  arrived  at  the  conclusion  that  the  blood  was 
rendered  impure  in  chorea  partly  by  the  introduc- 
tion of  inflammatory  products  from  the  diseased 
valves,  partly  by  direct  dissemination  of  very  small 
fibrinous  concretions  into  the  circulation,  and 
“temporary  obstruction  in  the  minute  capillaries 
occasioned  by  fibrinous  particles  arrested  there- 
in.” In  short,  chorea  was  a result  of  irritation  pro- 
duced in  the  nerve  centers  by  fine  molecular  parti- 
cles of  fibrin  which  were  dislodged  from  an  in- 
flamed endocardium  and  washed  by  the  blood 
stream  into  the  capillaries  of  those  centers. 

Tuckwell44  collated  34  cases  of  embolism  allied 
with  rheumatic  endocarditis  and  drew  the  impor- 
tant conclusions: 

1.  That  in  death  from  chorea,  the  presence  of 
warty  vegetations  on  the  mitral  or  aortic  valves  is  the 
rule. 

2.  That  these  vegetations  may  be  set  free,  and 
carried  as  emboli  to  different  organs  of  the  body. 

3.  That  the  brain  is  often  found  softened;  and 
that  this  softening  may,  certainly  in  some  instances, 
he  attributed  to  plugging  of  the  cerebral  arteries. 

4.  That  the  spinal  cord  is  not  uncommonly  found 


softened;  and  that  this  softening  may,  in  all  proba- 
bility, be,  in  like  manner,  attributed  to  plugging  of 
the  spinal  arteries. 

5.  That  a cardiac  murmur  mayv  not  be  heard, 
even  though  the  valves  be  seriously  diseased;  and 
that,  consequently,  certain  cases  of  chorea  attributed 
to  pregnancy,  fright,  worms,  and  so  on,  can  be  really 
due  to  the  presence  of  vegetations  on  the  cardiac 
valves. 

6.  That  recent  investigations  into  the  morbid 
anatomy  of  chorea  warrant  the  suspicion  that  this 
disease  may,  at  least  in  its  severer  forms,  depend  di- 
rectly on  irritation  or  softening  of  the  great  nerve- 
centres  induced  by  the  presence  of  emboli  in  the 
blood  vessels  of  those  centres.44 

Curiously,  although  the  era  of  bacteriologic  re- 
search had  already  begun,  it  seems  that  no  one 
bothered  to  culture  the  emboli  or  submit  them  to 
microscopic  examination.  The  premier  break- 
through occurred  in  1887,  when  Mantl45  recovered 
a diplococcus  from  the  blood  and  joint  fluid  of  a 
child  with  acute  rheumatism.  This  discovery 
stimulated  much  investigative  work.  But  al- 
though cardiac,  articular,  and  other  visceral  le- 
sions analogous  to  those  of  chorea  were  repro- 
duced in  animals  with  a variety  of  ubiquitous  mi- 
croorganisms, the  real  culprit  was  eventually 
shown  to  be  the  streptococcus,  a common  sapro- 
phyte latently  transformed  to  an  agent  of  great 
virulence  in  certain  settings  of  low  resistance. 

Aschoff’s30  description  of  the  histologic  appear- 
ance of  “peculiar  nodules,  which  appear  to  be  spe- 
cific for  rheumatic  myocarditis”  was  pivotal  in 
promoting  an  increasingly  voiced  supposition  that 
cellular  destruction  fomented  by  rheumatic  fever 
had  its  genesis  in  serologic  reactions  at  the  connec- 
tive-tissue level.  This  hypothesis  made  headway 
through  studies  on  streptolysins.  It  gained  added 
dimensions  by  findings  which  seemed  to  incrimi- 
nate viral  intermediaries  in  the  evolution  of  the 
rheumatic  state.  In  the  broadest  sense,  immunol- 
ogy brought  etiopathogenetic  concepts  of  rheuma- 
tism back  in  a full  circle  to  the  humoralism  of  old. 

Finally,  before  the  nineteenth  century  ended,  t 
the  nosology  of  chorea  was  codified  along  more  ra- 
tional lines.  Prefacing  a superb  statistical  inven- 
tory, Osier46  in  1897  said: 

In  the  whole  range  of  medical  terminology  there  is 
no  such  olla  podrida  as  Chorea,  which  for  a century  j| 
has  served  as  a sort  of  nosological  pot  into  which  au- 
thors have  cast  indiscriminately  affections  character-  it 
ized  by  irregular,  purposeless  movements.  With  | 
muscular  disorder  as  the  salient  feature,  as  the  gen-  I 
eric  character,  of  chorea,  there  have  been  scores  of 
specific  designations,  indicating  the  quality  of  the  ( 
movement,  the  locality  involved,  and  so  forth.  In  ■ 
Foster’s  Dictionary  ninety-four  of  these  subvarieties  j 
are  named.  In  the  gradual  growth  of  our  knowledge  I 
of  spasmodic  affections  this  confusion  has  been  per-  1 
haps  inevitable.  Even  today  it  is  not  possible  to  ' 
make  a satisfactory  etiological  classification,  and  the 
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best  we  can  do  is  to  separate  certain  well-defined 
clinical  forms,  to  which  we  may  attempt  to  limit  the 
use  of  the  term  chorea  .... 

These  various  affections  may  be  grouped  and  de- 
fined as  follows: 

Chorea  minor — Sydenham’s  chorea — an  acute 
disease  of  childhood,  rarely  of  adults  and  of  the  aged, 
characterized  by  irregular,  involuntary  movements,  a 
variable  amount  of  psychical  disturbance,  and  asso- 
ciated very  often  with  arthritis  and  endocarditis. 
The  disease  is  usually  regarded  as  a neurosis,  but  the 
clinical  characters  of  the  severer  cases,  and  the  fre- 
quent heart  and  joint  implication,  have  suggested  to 
many  recent  writers  that  it  may  be  due  to  a specific 
poison. 

Chorea  major,  under  which  term  are  now  em- 
braced both  dancing  mania  and  the  various  forms  of 
rhythmical  or  hysterical  disorders  of  motion.  Psy- 
chical impressions,  emotional  disturbances,  and  imi- 
tation play  the  most  important  role  in  this  form. 

Choreiform  affections  or  pseudo-choreas — The 
various  forms  of  habit  spasm  or  tic,  local  or  general- 
ized, which  are  perhaps  best  grouped  under  the  lat- 
ter term,  in  the  more  extended  use  as  employed  by 
the  French. 

Secondary  or  symptomatic  choreas — Chronic 
disorders  of  motion,  which  depend  upon  degenera- 
tive and  irritative  lesions  of  the  motor  cortex  or  path. 
Here  may  be  included  the  pre-  and  post-hemiplegic 
disorders  of  movement,  the  so-called  spastic  choreas, 
and  many  of  the  cases  of  congenital  and  chronic  cho- 
rea. One  malady  alone  in  this  group  may  be  sepa- 
rated as  an  independent  affection,  that  is,  the  chron- 
ic progressive  form,  the  so-called  Huntington’s  cho- 
rea.46 

Treatment 

As  mentioned  before,  Paracelsus16  was  the  first 
physician  to  recommend  that  the  “chorea  natura- 
lis"  be  treated  with  drugs.  Testifying  to  the  in- 
transigence of  human  nature  and  perversity  of 
medical  routine  are  the  external  regimens  which 
were  employed  for  more  than  three  hundred  years 
after  him.4'-48  Some  of  them,  legacies  of  the  me- 
dieval practice  of  managing  the  St.  Vitus  choreo- 
maniacs  by  physical  means,  included: 

1.  Gymnastics — exercises  cadenced  by  dancing 
and  singing,  rope  swinging,  and  rope  jumping. 

2.  Hydrotherapy — immersion  in  sulfurous,  ice 
water,  steam,  or  medicated  vapor  baths. 

3.  Electricity — galvanic  shocks  to  the  head, 
vertebral  column,  and  joints. 

4.  Counterirritants — friction  and  kneading 
massages;  exutory  cataplasms,  liniments,  and  oint- 
ments; vesicatories;  setons;  and  even  the  cautery 
applied  to  the  head  or  spine. 

5.  Restraints — encasement  in  plaster  of  Paris; 
binding  with  ropes  or  flannel  bandages;  splints; 
and  the  straitjacket. 

A few  physicians  even  recommended  carotid 
compression  to  abolish  fits! 

A review  of  internal  medicaments  to  treat  cho- 
rea would  amount  to  a recital  of  the  pharmacopoe- 
ia. They  were  mostly  combined  with  phlebotomy, 


the  ne  plus  ultra  for  getting  rid  of  deleterious  bodi- 
ly fluids.  Their  rationale  was  propounded  by 
Bouteille.35 

Chorea  depends  on  a spoliation  of  the  puberal  rev- 
olution. Hence,  puberty,  and  consequently,  chorea, 
entrains  a sort  of  superabundance  of  vital  function,  a 
sort  of  humoral  and  sanguineous  plethora  which  ne- 
cessitates alternative  recourse  to  bleeding  and  purga- 
tives.35 

Sydenham19  preconized  the  same  approach,  and 
the  pernicious  combination  of  phlebotomy  and 
cathartics  ranked  high  on  therapeutic  programs 
for  chorea  prescribed  by  many  generations  of  phy- 
sicians. Other  auxiliary  methods  of  “evacuation” 
included  vermifuges,  emetics,  expectorants,  and 
fasting.  If  the  therapist  believed  chorea  to  he  pri- 
marily a convulsive  ailment,  he  also  dispensed  nar- 
cotics, sedatives,  and  antispasmodics;  whereas  ton- 
ics and  nerve  stimulants  were  in  order  if  he 
thought  it  to  be  principally  a paralytic  distur- 
bance. 

As  early  as  1837  an  exasperated  writer  said: 
“There  is  scarcely  a class  of  therapeutic  agencies 
which  has  not  been  called  into  requisition  for  the 
treatment  of  St.  Vitus’  dance.”32 

It  is  remarkable  how  thematically  similar  to 
much  of  this  was  therapy  for  rheumatism  before 
its  kinship  to  chorea  was  recognized,  the  chief  dif- 
ference being  that  it  was  additionally  saddled  with 
polypharmaceutical  nostrums  held  to  be  appropri- 
ate for  the  arthritides.  Even  long  after  the  rheu- 
matic etiology  of  chorea  had  been  ascertained, 
there  was  no  unanimity  on  how  to  treat  it  optimal- 
ly- 

The  pharmacognosy  of  the  New  World  was  in- 
troduced to  Europe  in  Sydenham’s  day,  and  cin- 
chona or  Peruvian  bark  was  greatly  touted  for  its 
efficacy  in  mitigating  malaria  and  other  agues. 
Although  he  cited  it  among  the  remedies  for  rheu- 
matic fever,  he  plainly  did  not  think  of  it  as  a spe- 
cific. The  potency  of  the  drug  for  alleviating 
rheumatic  symptoms  was  affirmed  in  1805  by 
Haygarth.49 

For  many  years  I have  been  thoroughly  convinced 
that  the  Peruvian  bark  has  a much  more  powerful  ef- 
fect in  the  rheumatic  than  in  any  other  fever— it 
does  not  even  cure  an  ague  so  certainly  and  quickly. 

But  the  sway  held  by  other  antiphlogistic  thera- 
py completely  overshadowed  Peruvian  bark. 
Then,  in  1874,  MacLagen50  reasoned  that  in  the 
same  way  cinchona  had  been  discovered  in  geo- 
graphic regions  where  malaria  was  indigenous,  a 
specific  antipyretic  plant  might  be  found  in  “low- 
lying,  damp  localities”  where  rheumatism  seemed 
to  thrive  best.  From  that  serendipitous  approach 
was  born  the  use  of  the  bark  of  the  willow  and  its 
natural  extract  salicin. 

Long  ago,  writers  pleaded  that  therapy  should 
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be  aimed  especially  at  forestalling  the  havoc 
wrought  by  carditis.  In  1805  Jenner  insisted,  “I 
am  confident  many  a life  is  lost  by  not  shielding 
the  heart  at  the  going  off  of  acute  rheumatism, 
which  not  infrequently  at  that  time  fills  a morbid 
determination  of  the  blood  . . . .”51 
And  Dundas52  said, 

That  this  disease  is  always  the  consequence  or  is 
connected  with  rheumatic  infection,  points  out  the 
necessity  of  attending  to  the  translation  of  rheuma- 
tism to  the  chest;  and  shows  the  importance  of 
employing  very  vigorous  measures  to  remove  it  as 
soon  as  possible;  but  wherever  it  has  made  any  con- 
siderable progress,  I fear  it  will  baffle  every  effort.” 

The  management  of  rheumatic  disease  by  sali- 
cylates, sulfonamides,  immune  sera,  antibiotics, 
steroid  hormones,  and  “prophylactic  tonsillecto- 
my” is  part  of  contemporary  history  whose  prog- 
ress need  not  be  recounted  here.  These  endeav- 
ors, ultimately,  have  but  echoed  the  sagacity  of 
Poynton  and  Payne’s53  statement  of  over  sixty 
years  ago: 

In  spite  of  all  that  has  been  written  about  the 
treatment  of  acute  rheumatism  there  are  thousands 
of  young  children  who  are  so  damaged  by  this  disease 
that  all  known  methods  of  “cure”  are  utterly  useless 
to  them.  It  is,  therefore,  to  prevention  that  we  must 
look  for  the  real  advance. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 
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William  Horatio 
Bates,  M.D.,  and  the 
Bates  Method  of 
Eye  Exercises 

MAY  ANNEXTON  KARATZ 

San  Francisco,  California 

Medical  Editor,  Institutes  of  Medical  Sciences,  Pacific  Medical 
Center 

The  last  fifty  years  in  science  and  medicine  may 
be  characterized  by  discoveries  and  advances  al- 
most surpassing  all  those  that  have  occurred  be- 
fore. Enormous  progress  in  technology  has  had  its 
concomitant  effect  on  scientific  achievement.  Yet 
with  it  all,  man’s  propensity  for  quick  cures, 
sweeping  panaceas,  and  false  palliatives  for  his 
diseases  and  discomforts  have  neither  been  curbed 
nor  prevented.  Neither  has  his  desire  been  less- 
ened for  more  of  the  same.  “Miracles”  and  “do- 
it-yourself’  medicines  are  still  touted  in  the  face  of 
scientific  evidence  to  the  contrary. 

In  this  context,  it  is  important  to  note  that  novel 
cures,  treatments,  and  theories  are  not  always  the 
work  of  uneducated,  untrained,  or  nonprofessional 
persons.  Medical  and  scientific  history  docu- 
ments many  scientists  and  physicians  with  records 
of  merit,  dignity,  and  competence,  who  for  a myri- 
ad of  reasons  have  become  members  of  that 
strange  group  who  make  claims  unsupported  by 
orthodox  scientific  knowledge. 

William  Horatio  Bates,  M.D.,  falls  into  such  a 
category.  His  record  as  a physician  was  a good 
one.  Unfortunately  he  became  mesmerized  by  his 
own  theories  and  inundated  by  his  own  infallibil- 
ity. And  the  Bates  method  of  eye  exercises  re- 
sulted in  sometimes  irreparable  damage  to  the  vi- 
sion of  many  of  his  patients  and  followers.  Yet, 
even  today,  there  are  some  who  accept  the  Bates 
method  as  a cure  for  all  kinds  of  visual  defects, 
diseases,  and  problems. 

Life 

William  Horatio  Bates  was  born  in  Newark, 
New  Jersey,  on  December  23,  1860.  He  graduated 
from  Cornell  University  in  1881  and,  in  1885,  was 
awarded  the  degree  of  Doctor  of  Medicine  from 
the  College  of  Physicians  and  Surgeons.  A clinical 
assistantship  at  the  Manhattan  Eye  and  Ear  Hos- 
pital followed.  Bates  also  served  for  two  years, 
1886  to  1888,  as  attending  physician  at  Bellevue 
Hospital,  New  York  City.  He  occupied  a similar 
position  at  the  New  York  Eye  Infirmary.  From 
1886  to  1891  Dr.  Bates  taught  ophthalmology  at 
the  New  York  Post-Graduate  Medical  School  and 
Hospital.  From  1907  to  1922,  he  was  attending 


physician  at  the  Harlem  Hospital,  New  York 
City.1 

Most  of  Dr.  Bates’s  career  was  devoted  to  dis- 
eases of  the  head.  His  first  published  reports 
dealt  with  both  eye  and  ear  surgery.  Deafness  was 
an  early  challenge,  and  an  article  contributed  by 
him  to  the  Medical  Record  described  a new  opera- 
tion for  the  relief  of  persistent  deafness.2  The 
procedure  involved  puncturing  and  incising  the 
ear  drum  membrane. 

A few  years  later,  Bates3  described  the  thera- 
peutic effects  of  the  aqueous  extract  of  the  supra- 
renal capsule,  which  was  later  commercialized 
(Adrenalin).  Bates,  although  alluding  to  the 
possibilities  of  other  uses  for  the  capsule,  stressed 
that  “the  extract  is  an  astringent  and  nothing 
else.”3 

More  articles  followed,  and  between  1893  and 
1920  his  writings  appeared  in  respected  New  York 
and  national  medical  publications.  In  1920  Bates 
consolidated  all  his  writings  regarding  the  refrac- 
tive defects  of  the  eye  and  incorporated  them  into 
the  book,  Cure  of  Imperfect  Sight  by  Treatment 
Without  Glasses.4  It  was  also  published  under 
the  title,  Perfect  Sight  Without  Glasses.4 

The  transition  from  orthodox  medical  practice 
and  theory  to  one  based  on  undocumented,  bizarre 
claims  is  hard  to  pinpoint  in  Bates’s  life.  Bio- 
graphical material  about  him  is  meager.  It  is  in- 
teresting to  note  that  the  two  detailed  descriptions 
available  are  quite  disparate  as  to  what  aspects  of 
his  life  are  mentioned.  In  the  National  Cyclopae- 
dia of  American  Biography 1 Bates  is  accorded  an 
impressive  amount  of  space  filled  with  the  conven- 
tional data.  There  is  no  reference  to  controversy. 
The  same  is  not  true  of  the  obituary  printed  in  the 
New  York  Times.5  There  it  describes  Bates  as 
having  vanished  suddenly  in  1902  and  not  being 
found  until  six  years  later.  He  was  found  working 
as  an  assistant  at  the  Charing  Cross  Hospital  in 
London.  He  had  been  taken  there  as  a patient, 
but  no  other  details  were  given  at  the  time.  He 
was  urged  to  leave  the  hospital  for  a rest.  He 
complied,  but  disappeared  again  after  two  days. 
He  was  not  seen  again  until  eight  years  later  when 
he  was  identified  by  an  oculist,  J.  E.  Kelley,  M.D., 
in  Grand  Forks,  North  Dakota.  He  and  Kelley 
became  friends  and  professional  associates  and 
practiced  together  in  North  Dakota  for  six  years. 
Bates  then  returned  to  Manhattan  with  Kelley 
and  continued  practice  there.  From  then  on,  until 
his  death  in  1931,  he  concentrated  on  his  basic 
premise  of  “perfect  eyesight  without  glasses,”  and 
books  and  articles  based  on  this  theme  were  pro- 
duced by  him  and  his  followers. 

Method 

Simply  stated,  the  Bates  method  maintained 
that  eyeglasses  are  not  necessary  since  eye  defects, 
namely  refractive  errors,  are  caused  solely  by 
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strain  and  tension,  both  physiologic  and  psycholo- 
gic. Initially,  Bates  admitted  that  certain  organic 
diseases  may  do  harm  to  the  eye  that  his  exercises 
could  not  remove.  But  later  in  his  career,  he 
claimed  that  his  system  could  cure  serious  eye  dis- 
ease as  well. 

The  sequence  of  his  thought  was  simplistic. 
Remove  eyestrain  and  remove  eye  problems. 
Bates’s  conclusions  were  based  on  clinical  evidence 
that  was  both  incomplete  and  erroneous. 

Bates  had  performed  eye  surgery  in  his  early  ca- 
reer as  assisting  surgeon  at  New  York  Eye  Hospi- 
tal, and  from  this  he  concluded  that  cataract  pa- 
tients, once  having  the  crystalline  lens  removed 
from  their  eyes,  could  see  distance  without  glasses. 
The  lens  was  unnecessary  to  eye  accommodation 
(focus).  Bates  wrote: 

. . . Finally,  about  a dozen  years  ago,  I undertook  a 
series  of  observations  upon  the  eyes  of  human  beings 
and  the  lower  animals  the  results  of  which  I convinced 
both  myself  and  others  that  the  lens  is  not  a factor  in 
accommodation,  and  that  the  adjustment  necessary 
for  vision  at  different  distances  is  affected  in  the  eye, 
precisely  as  it  is  in  the  camera,  by  a change  in  the 
length  of  the  organ,  this  alteration  being  brought 
about  by  the  action  of  the  muscles  on  the  outside  of 
the  globe.6 

This  was  a complete  refutation  of  orthodox 
theory  of  eye  anatomy  and  function  based  on  the 
work  of  Kepler,  Helmholtz,  Duke-Elder,  and  other 
outstanding  scientists.  Their  work  proved  that 
the  eyeball  functions  like  a camera.  Light  enters 
the  eye  through  the  pupil  and  is  focused  by  the 
lens  on  the  retina.  The  crystalline  lens  is  held  in 
suspension  behind  the  iris  by  suspensory  liga- 
ments attached  to  the  ciliary  muscle.  A human 
being  focuses  on  objects  near  and  far  by  change  in 
the  curvature  and  power  of  the  crystalline  lens. 
The  ciliary  muscle  contracts  to  accommodate  to 
near  objects.  The  ligaments  relax,  and  the  front 
surface  of  the  lens  bulges  forward,  increasing  re- 
fractory power.  Rays  are  bent  sharply,  bringing 
the  image  forward  to  the  retina.  Eyes  looking  at 
distant  objects  perform  with  a different  action. 
The  muscle  relaxes  and  draws  backward.  The 
lens  is  flattened  and  weaker  in  power.7 

Bates  refuted  the  preceding  explanation  and 
claimed  it  is  the  erroneous  basis  for  the  prescrip- 
tion of  eyeglasses.  He  attributed  eye  accommoda- 
tion not  to  the  lens,  but  to  the  six  “extrinsic”  mus- 
cles attached  to  the  outer  coat  of  each  eyeball.8 
These  muscles,  Bates  asserted,  squeeze  the  eyeball 
across  the  middle,  and  make  it  bulge  forward, 
when  looking  at  near  objects.  Distance  causes  the 
extrinsic  muscles  to  contract  and  the  oblique  mus- 
cles to  relax,  flattening  the  eyeball’s  shape  and  re- 
ducing its  power  so  that  the  eye  focuses  on  distant 
objects.  Abnormal  action  of  these  muscles  results 
in  nearsightedness  or  farsightedness  and  astigma- 
tism. Ergo,  exercise  of  the  muscles  will  restore 
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them  to  proper  functions,  and  glasses  are  unneces- 
sary. He  further  corroborated  his  theories  by 
showing  that  cataract  patients  whose  lenses  had 
been  removed  by  surgery  were  prescribed  two 
pairs  of  glasses,  one  for  near  vision  and  the  other 
for  distance.  He  reported  that  some  of  these  pa- 
tients could  read  at  a distance  after  surgery,  and 
therefore  the  lens  had  nothing  to  do  with  accom- 
modation. 

Like  other  aspects  of  Bates’s  theory,  this  had  a 
grain  of  truth  in  it.  There  is  an  insignificant  mi- 
nority of  cases  where  people  can  read  small  print 
through  their  distance  glasses.  According  to  J.  W. 
Bettman  in  an  article  in  the  American  Journal  of 
Ophthalmology,  these  cases  move  their  glasses 
away  from  their  eyes  just  slightly  (a  motion  Bates 
either  ignored  or  missed)  which  increases  their 
power  as  if  they  had  a stronger  lens.9 

Bates  presented  copious  evidence  of  experimen- 
tation. As  the  production  of  his  work  progressed, 
he  increased  the  list  of  causes  for  the  “defects”  he 
was  treating.  Faulty  accommodation,  he  contin- 
ued to  stress,  was  the  result  not  only  of  tension, 
but  also  of  poor  memory,  lack  of  rest,  even  noise. 
Eyeglasses,  he  further  emphasized,  merely  make 
cure  of  refractive  conditions  impossible,  because 
the  eye  adjusts  to  them  instead  of  getting  stronger. 
And  since  psychological  factors  are  as  much  to 
blame  as  physiologic  ones,  eyeglasses  are  useless. 
They  merely  make  the  strain  worse,  and  stronger 
glasses  are  sought. 

That  glasses  must  injure  the  eye  is  evident .... 

One  cannot  see  through  them  unless  one  produces  the 
degree  of  refractive  error  which  they  are  designed  to 
correct ....  It  is  only  to  be  expected  that  this  should 
make  the  condition  worse  and  it  is  a matter  of  com- 
mon experience  that  it  does.10 

To  prove  his  theory  Bates  detailed  a number  of 
experiments  on  fish  and  animals.  As  in  the  case  of 
the  fish,  there  was  little  or  no  resemblance  to  the 
human  eye,  thus  adding  more  erroneous  fuel  to 
Bates’s  fire.  But  Bates  was  not  deterred  by  such 
details.  His  book  is  filled  with  pictures  and  nota- 
tions to  prove  his  thesis. 

In  my  own  experiments  upon  the  extrinisic  eye  { . 
muscles  of  fish,  rabbits,  cats,  dogs  and  other  animals, 
the  demonstration  seemed  to  be  complete  that  in  the 
eyes  of  these  animals  accommodation  depends  wholly 
upon  the  action  of  the  extrinsic  muscles  and  not  at  all 
upon  the  agency  of  the  lens.11 

Naturally  Bates’s  theory  of  eye  defects  was  fol- 
lowed by  his  method  for  alleviating  them.  The 
Bates  method  of  eye  exercises  was  not  difficult,  t 
but  took  discipline  and  attention.  The  exercises  r 
were  based  on  a core  of  “central  fixation,”  which 
merely  meant  learning  to  concentrate  one’s  vision 
on  the  center  of  vision  without  staring.  “Palm- 
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ing”  was  the  method  for  doing  this.  The  patient 
covered  his  eyes  with  the  cupped  palms  of  his 
hands  and  after  closing  the  eyes  was  urged  to  con- 
centrate on  “seeing”  perfect  black.  When  this 
happened,  immediate  improvement  in  vision  oc- 
curred when  the  eyes  were  opened.  To  palming  he 
added  a very  necessary  ingredient:  memory. 

Memory,  as  an  aid  to  vision,  not  only  cured  refrac- 
tive errors  but  was  also  instrumental  in  curing 
blindness.  These  processes — central  fixation, 
memory,  and  imagination — resulted  in  a passive, 
receptive,  and  relaxed  condition  of  the  eyes  and 
the  brain.12 

Bates  went  on  from  here  to  extend  his  “cure”  to 
organic  eye  disease. 

Not  only  do  errors  of  refraction  and  all  functional 
disturbances  of  the  eye  disappear  when  it  sees  by  cen- 
tral fixation,  but  many  organic  conditions  are  re- 
lieved. I am  unable  to  see  any  limits  to  its  possibili- 
ties. I would  not  have  ventured  to  predict  that  glau- 
coma, incipient,  cataract,  and  syphilitic  iritis  could  be 
eliminated  by  central  fixation,  but  it  is  a fact  that 
these  conditions  have  disappeared  when  central  fixa- 
tion was  attained.13 

Claims  such  as  these  were  rarely  corroborated. 
In  most  cases  Bates  based  his  conclusions  on  1 or  2 
cases.  And  never  was  there  any  consultation  or 
discussion  with  orthodox  eye  specialists  con- 
cerning his  patients  or  their  histories.  His  book, 
Cure  of  Imperfect  Eyesight  by  Treatment  With- 
out Glasses ,6  describing  his  success  with  treating 
the  vision  of  both  school  children  and  adults,  went 
unchallenged.  One  of  his  early  claims  of  curing 
myopia  in  children  in  a Grand  Forks,  North  Dako- 
ta, school  was  never  examined  or  put  to  further 
test.  In  an  article  published  in  the  New  York 
Medical  Journal ,14  he  alleged  that  children 
strained  their  eyes,  “because  their  experience  had 
taught  them  that  to  accomplish  most  things  an  ef- 
fort was  required  ...  all  individuals  with  normal 
eyes  who  do  not  adjust  their  accommodation  be- 
come myopic.”  The  solution,  he  wrote  a year 
later,  was  the  reading  of  familiar  things.  Memori- 
zation was  the  answer.15 

Unquestionably,  one  of  the  most  dangerous  as- 
pects of  Bates’s  therapy  was  his  claim  that  sungaz- 
ing was  good  for  the  eyes.  He  maintained  that 
eyes  are  strengthened  by  looking  directly  at  the 
sun  for  a few  moments  to  bathe  them  in  the  bene- 
ficial rays  of  the  sun.16  This  activity  can  result  in 
irreversible  damage  to  the  eye  and  to  the  vision. 
Solar  retinitis  is  a common  reaction.  But  Bates 
never  alludes  to  this. 

Yet  with  it  all,  Bates  and  his  theories  were  sel- 
dom questioned  by  his  medical  colleagues  during 
his  lifetime.  Perhaps  orthodox  ophthalmologists 
believed  that  any  attention  to  Bates  would  give  his 
theories  and  methods  professional  sanction.  Or 
maybe  they  believed  that  ignoring  such  outlandish 


claims  would  lead  to  their  death  by  attrition.  But 
neither  happened.  As  late  as  1921,  an  editorial 
comment  in  a respected  medical  journal  appeared 
to  give  I)r.  Bates  the  benefit  of  the  doubt,  if  there 
was  any  doubt. 

Editorial  Comment:  To  be  able  to  do  without  one’s 
eyeglasses,  to  read  and  write,  to  see  at  a glance,  to  rec- 
ognize one’s  friends  and  enemies  (debtors  and  credi- 
tors) across  the  street,  to  eliminate  the,  not  inconside- 
rable, item  of  expense  for  broken  lenses,  new  frames; 
not  to  speak  of  repeated  visits  to  the  ophthalmologist — 
’tis  a consummation  devoutly  to  be  wished.  Dr.  Bates 
asserts  that  it  can  be  done  ....  Surely,  Dr.  Bates’  ex- 
periments and  observations  have  been  continued  suf- 
ficiently long  to  merit  consideration.17 

In  the  same  issue,  on  page  491,  a review  of 
Bates’s  book  was  the  lead  article  in  the  book  re- 
view section  (Fig.  1). 

Negative  reactions 

In  contrast  to  the  affirmation  of  Bates  as  con- 
veyed by  the  editorial  and  the  book  review,  there 
was  no  official  sanction  against  him  recorded  any- 
where, except,  curiously,  by  Bates  himself.  Nega- 
tive reactions  to  the  Bates  method  were  forthcom- 
ing only  after  his  death,  and  then  in  small  mea- 
sure. 

In  Chapter  XXXII,  entitled  “Reason  and  Au- 
thority,” Bates  describes  in  his  book  the  following 
episode.18  He  had  been  having  differences  with 
D.B.  St.  John  Roosa,  M.D.,  who  was  head  of  the 
Post-Graduate  Hospital  and  Medical  School  in 
New  York  City.  Dr.  Bates  was  an  instructor  in 
ophthalmology  there.  Their  major  disagreement 
concerned  a cure  for  myopia,  and  Bates  reminded 
Dr.  Roosa  that  some  of  the  men  Bates  had  cured 
had  been  fitted  by  Dr.  Roosa  for  glasses.  “He 
(Roosa)  repeated  that  it  was  impossible  to  cure 
myopia  and  to  prove  that  it  was  impossible,  he  ex- 
pelled me  from  the  Post-Graduate,  even  the  privi- 
lege of  resignation  being  denied  to  me.” 

The  action  did  nothing  to  dampen  Bates’s  zeal. 
In  fact,  the  curious  thing  about  Bates’s  expulsion 
is  that  it  occurred  at  an  early  point  in  his  medical 
career.  Most  of  his  writings  refuting  the  orthodox 
concept  of  eye  anatomy  and  function  had  really 
just  begun.  Dr.  Roosa  was  the  only  one  then,  and 
for  years  after,  who  rebuked  Dr.  Bates. 

Later  history 

Bates  died  in  1931.  But  his  second  wife,  writing 
under  her  former  name.  Emily  Lierman,  vowed  to 
carry  on  his  work  and  did  so  with  a book,  Stories 
from  the  Clinic,  which  was  actually  a recapitula- 
tion of  his  articles.19  From  that  time  on,  Bates’s 
work  was  touted  in  the  arena  in  which  it  really  be- 
longed: health  fads.  Bernarr  MacFadden,  the 

physical  culturist,  taking  off  from  a correspon- 
dence course  Bates  had  devised,  incorporated  the 
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BATES:  -‘CURE  OF  IMPERFECT 

SIGHT” 


The  Cure  of  Imperfect  Sight  by  Treat- 
ment Without  Glasses.  By  W.  H.  Bates, 

M.  D.  New  York:  Central  Fixation 

Publishing  Co.  1920. 

In  this  book,  Doctor  Bates  presents  a 
resume  of  clinical  observations  and  animal 
experiments  which  have  led  him  to  the  con- 
clusion that  the  accepted  teaching  about 
accommodation  and  errors  of  refraction  is 
wrong.  He  believes  that  accommodation 
is  controlled,  not  by  the  lens  but  by  the 
muscles  on  the  outside  of  the  eyeball,  and 
that  errors  of  refraction  (including  pres- 
byopia) are  due  to  a functional  derange- 
ment in  the  action  of  these  muscles.  Hence, 
he  concludes  that  all  errors  of  refraction 
(again  including  presbyopia)  are  prevent- 
able and  curable. 

This  derangement  in  the  action  of  the 
muscles  he  attributes  to  the  influence  of 
the  mind,  and  a system  of  treatment  de- 
signed to  secure  mental  relaxation  is  pre- 
sented. These  methods  a-e  said  not  only 
to  cure  errors  of  refraction,  but  various 
other  conditions  long  held  to  be  incurable. 

One  chapter  is  devoted  to  the  prevention 
and  cure  of  imperfect  sight  in  school  chil- 
dren and  a method  is  described  which  has 
been  used  in  the  Public  Schoois  of  New 
York,  Rochester,  Grand  Forks,  N.  D.,  and 
other  cities.  The  author  states  that  this 
method  has  been  the  means  of  curing  de- 
fects of  vision  in  thousands  of  children  and 
that  it  has  also  prevented  the  development 
of  such  defects,  as  was  demonstrated  by 
comparative  statistics. 

FIGURE  1 . Page  reproduced  from  American  Journal  of  Clinical  Medicine  28:  49 1 (July)  1921. 


Bates  method  in  a book,  Strengthening  the 
Eyes.19  He  added  another  ingredient:  wash  the 
eyes  daily  in  a bowl  of  water — face  down,  eyes 
open. 

More  of  the  same  was  promoted  by  another 
health  faddist,  Gayelord  Hauser.  He  used  the 
Bates  method  in  conjunction  with  his  seven-day 
elimination  diet,  writing  about  both  in  a book, 
Better  Eyes  Without  Glasses  19  It  was  published 
in  1938. 

While  both  MacFadden  and  Hauser  incorporat- 
ed Bates’s  work  in  their  own  “health  cures,”  it  was 
an  osteopath,  Dr.  Harold  M.  Peppard,  who  gave 
Bates  the  singular  honor  of  having  his  methods 
completely  described  in  a volume,  Sight  Without 


Glasses.  Peppard  took  the  Bates  method  and  of 
course  added  some  more  “do’s.”20  He  was  not 
satisfied  with  sungazing  alone  to  benefit  the  eyes. 
He  added  moongazing  as  well.  In  addition,  Pep- 
pard maintained  that  his  book  would  help  people 
suffering  with  cataracts  and  glaucoma. 

But  Margaret  Darst  Corbett21  must  be  accorded 
the  dubious  honor  of  having  been  Dr.  Bates’s 
greatest  mentor.  She  not  only  propagated  his 
views  with  a book  of  her  own,  but  she  also  con 
ducted  classes  in  how  to  achieve  better  eyesight 
without  glasses.  In  her  introduction  she  wrote: 

Eye  sufferers  who  come  to  our  studio  for  eye  train- 
ing by  the  Doctor  Bates  method  repeatedly  berate  us 
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for  not  making  more  public  our  achievements.  Since 
our  work  has  grown  entirely  by  personal  recommen- 
dation and  without  publicity,  clients  in  many  cases 
have  learned  most  accidentally  in  a roundabout  way 
that  relief  from  long-standing  affliction  is  possible.22 

But  Mrs.  Corbett  did  not  have  to  wait  long  for 
the  publicity  she  wanted.  There  is  nothing  better 
for  making  known  an  unorthodox  cure  or  a new 
method  of  attacking  defects  or  disease  than  having 
it  embraced  by  someone  famous.  Aldous  Huxley 
provided  this  kind  of  notoriety  for  Mrs.  Corbett. 

The  noted  philosopher  and  scientist  became  so 
embued  with  the  Bates  method  and  Mrs.  Corbett’s 
instruction  of  it  that  he  wrote  a book  describing 
his  “cure.”  In  1942  Huxley’s  book,  The  Art  of 
Seeing,23  was  the  greatest  testimonial  Bates  had 
ever  received. 

Huxley  was  threatened  with  blindness  at  the  age 
of  sixteen  after  suffering  keratitis  punctata.  Scars 
on  the  cornea  of  his  eyes  required  him  to  use 
Braille  and  conduct  himself  as  a sightless  person. 
In  addition  he  was  astigmatic  and  farsighted.  For 
twenty-five  years  he  had  suffered  with  his  malady, 
and  although  he  was  fitted  with  very  strong  glass- 
es, he  was  virtually  without  sight.  In  his  book, 
Huxley  writes  of  his  attraction  to  the  Bates  meth- 
od.: 

There  could  be  no  doubt  of  it:  my  capacity  to  see 
was  steadily  and  quite  rapidly  failing.  But  just  as  I 
was  wondering  apprehensively  what  on  earth  I should 
do,  if  reading  were  to  become  impossible,  I happened 
to  hear  of  a method  of  visual  re-education  and  of  a 
teacher  who  was  said  to  make  use  of  this  method  with 
conspicuous  success.  Education  sounded  harmless 
enough  and,  since  optical  glass  was  no  longer  doing 
me  any  good,  I decided  to  take  the  plunge.  Within  a 
couple  of  months  I was  reading  without  spectacles 
and,  what  was  better  still,  without  strain  and  fa- 
tigue ....  Why,  it  may  be  asked,  have  orthodox 
ophthalmologists  failed  to  make  these  applications  of 
universally  accepted  principles?  The  answer  is  clear. 
Ever  since  ophthalmology  became  a science,  its  prac- 
titioners have  been  obsessively  preoccupied  with  only 
one  aspect  of  the  total,  complex  process  of  seeing — 
the  physiological.  They  have  paid  attention  exclu- 
sively to  eyes,  not  at  all  to  the  mind  which  makes  use 
of  the  eyes  to  see  with.24 

Obviously  more  faith  than  fact  was  implicit  in 
Huxley’s  acceptance  of  the  Bates  method.  But  he 
i could  only  “prove”  the  “magic”  of  the  Bates  meth- 
od in  his  own  terms.  His  book  is  filled  with  con- 
cepts of  mind  and  metaphysics.  Faith  is  really  the 
prime  ingredient,  just  as  it  is  in  all  “miracle”  cures. 
In  Huxley’s  case  seeing  was  not  believing.  Believ- 
ing was  seeing.  But  unfortunately,  even  his  faith 
was  not  strong  enough  to  continue  to  corroborate 
his  devotion  to  Bates  nor  his  belief  in  the  restora- 
tion of  his  sight.  In  an  article  written  in  the  Sat- 
urday Review,  Bennett  Cerf  related  an  episode 
about  Huxley  that  belied  all  that  Huxley  had  be- 
lieved and  hoped  about  his  vision.25 


Huxley  was  reading  a speech  without  glasses. 
As  he  read  the  prepared  address  to  a Hollywood 
gathering,  most  of  whom  had  heard  of  his  miracu- 
lous cure,  Cerf  wrote: 

When  he  arose  to  make  his  address  he  wore  no 
glasses,  and  evidently  experienced  no  difficulty  in 
reading  the  paper  he  had  planted  on  the  lectern.  Had 
the  exercises  really  given  him  normal  vision?  I,  along 
with  twelve  hundred  other  guests,  watched  with  as- 
tonishment while  he  rattled  glibly  on  . . . . Then  sud- 
denly he  faltered — and  the  disturbing  truth  became 
obvious.  He  wasn’t  reading  his  address  at  all.  He 
had  learned  it  by  heart.  To  refresh  his  memory  he 
brought  the  paper  closer  and  closer  to  his  eyes. 
When  it  was  only  an  inch  or  so  away  he  still  couldn’t 
read  it,  and  had  to  fish  for  a magnifying  glass  in  his 
pocket  to  make  the  typing  visible  to  him.  It  was  an 
agonizing  moment .... 

Before  the  list  of  Bates  followers  and  disciples 
can  be  concluded,  it  must  be  mentioned  that 
schools  in  both  England  and  Germany  also  were 
organized  to  teach  the  Bates  method.  Nazi  Ger- 
many used  the  system  for  its  troops.  There  is  no 
record  of  whether  such  institutions  continue  to 
function. 

Conclusion 

To  repeat,  many  health  fads,  quick  cures,  and 
the  like  die  by  attrition.  Or,  in  many  cases,  they 
are  embellished  or  incorporated  into  something 
else.  Even  Bates,  himself,  was  not  the  first  to 
claim  new  insights  into  eye  anatomy.  Scientists  in 
the  early  nineteenth  century,  among  them  Sturm 
and  Listing,  believed  that  the  eyeball  elongates 
when  it  focuses.  They,  however,  abandoned  the 
idea  when  studies  of  the  lens  proved  that  accom- 
modation is  produced  by  changes  in  the  lens’s  cur- 
vature. 

Sadly,  for  both  laymen  and  scientists,  Bates’s 
ostrich-like  stance  in  respect  to  the  eye,  continued 
to  function  and  to  produce  his  absurdities  about 
vision.  And  even  more  sadly,  his  medical  col- 
leagues did  nothing  to  abate  the  zeal  with  which 
his  methods  were  propagated.  It  must  be  men- 
tioned, in  all  fairness,  that  there  were  statements 
refuting  eye  exercises  as  a cure-all  for  nearsighted- 
ness, farsightedness,  and  astigmatism,  but  Bates 
was  never  mentioned  by  name.  The  National  So- 
ciety for  The  Prevention  of  Blindness  said  so  in  its 
Publication  22.  Other  physicians  did  so  in  arti- 
cles about  vision,  but  again  Bates’s  name  was  ab- 
sent. 

And  so,  as  late  as  the  1940s  the  Bates  method 
continued  to  maintain  a certain  amount  of  popu- 
larity. It  was  underscored  when  Margaret  Darst 
Corbett  and  one  of  her  assistants  were  charged 
with  the  violation  of  the  Medical  Practice  Act  of 
California.26  The  charge:  treating  eyes  without  a 
license.  As  can  be  expected,  supporters  and  de- 
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fenders  of  the  Bates  method  willingly  testified  to 
their  cures.  Mrs.  Corbett,  in  answer  to  the  charg- 
es, asserted  that  she  was  not  practicing,  nor 
preaching,  optometry  or  ophthalmology  or  repre- 
senting herself  as  a member  of  the  medical  profes- 
sion. The  verdict:  not  guilty  on  the  ground  that 
her  exercises  did  not  constitute  treatment  in  the 
medical  sense.  The  court  considered  them  hygi- 
enic measures. 

If  only  for  a while,  something  positive  came  out 
of  the  litigation.  Ophthalmologists  and  optome- 
trists joined  together  to  introduce  a bill  in  the  Cal- 
ifornia State  Legislature  making  it  unlawful  to  ad- 
vertise exercising  of  the  eyes  without  an  optome- 
tric  or  medical  license.  But  Mrs.  Corbett  was  not 
to  be  daunted.  She  organized  forces  and  the  bill 
was  defeated.  Another  disciple,  Clara  Hackett, 
was  acquitted  on  a similar  charge  by  a grand  jury 
in  New  York  in  1951. 

But  the  story  of  Dr.  Bates  and  his  unorthodoxy 
brings  up  a point  not  generally  made  by  his  critics. 
When  he  first  touted  his  theory  about  the  lens  of 
the  eye  and  accommodation  why  did  not  his  col- 
leagues take  him  to  task?  He  did  begin  his  medi- 
cal career  in  the  conventional  fashion.  His  early 
articles  dealt  with  surgery  and  treatment  for  deaf- 
ness and  cataracts.  In  his  first  article  in  the  Ar- 
chives of  Ophthalmology , 27  he  described  2 cases 
where  incisions  of  the  cornea  were  made  at  right 
angles  to  the  most  convex  meridian,  maintaining 
that  the  amount  of  correction  can  be  regulated  by 
the  number,  depth,  and  location  of  the  incisions. 
In  1898  he  described  a study  done  in  the  depart- 
ment of  pathology  at  the  College  of  Physicians  and 
Surgeons.28  From  his  participation  in  the  study 
he  concluded  that  use  of  sutures  to  close  the 
wound  in  the  operation  for  the  removal  of  the  lens 
in  man  is  a valuable  improvement  in  the  technique 
of  cataract  extraction.  Both  of  these  cases  were 
typical  of  the  scientific,  orthodox  work  in  which 
Bates  was  engaged  and  for  which  he  could  be  ac- 
countable in  purely  scientific  terms,  if  such  was 
the  case.  They  were  both  medical  procedures 
done  under  good  clinical  conditions. 

Yet,  in  the  early  1900s  Bates’s  articles  introduc- 
ing his  extraordinary  interpretation  of  eye  func- 
tion, totally  refuting  the  outstanding  work  of  such 
men  as  Helmholtz,  Kepler,  and  Duke-Elder,  did 
not  get  a rebuttal  or  acknowledgement  by  ophthal- 
mologists. Even  after  Bates  was  expelled  by  Dr. 
Roosa  from  the  Post-Graduate  Medical  School,  he 
continued  as  attending  physician  at  the  Harlem 
Hospital,  and  his  articles  received  a great  deal  of 
space  in  various  medical  journals. 

This  is  not  to  say  that  Bates  should  have  been 
muzzled  or  denied  practice.  It  is  merely  to  ques- 
tion why  he  was  not  debated  on  the  same  medical 
grounds  as  those  on  which  he  purported  to  base  his 
theory  of  accommodation.  He  remained  innocent 
by  default.  And  that  is  just  as  wrong  as  to  make 


him  guilty  by  association.  And  of  course,  no  one 
knows  how  many  persons’  eyes  were  damaged  by 
the  Bates  method  of  eye  exercises.  Unquestion- 
ably, cases  of  solar  retinitis  alone  can  account  for 
some  of  the  more  morbid  results  of  his  methods. 

Perhaps  it  will  always  be  in  the  nature  of  man  to 
accept  the  absurd  or  the  peculiar.  Lay  people 
cannot  be  expected  to  know  all  there  is  to  know 
about  their  bodies,  science,  or  medicine,  although, 
admittedly,  more  education  in  this  regard  would 
be  desirable.  But  when  the  medical  profession  is 
remiss  in  not  questioning  and  studying  complete 
refutations  of  basic  and  orthodox  theory,  by  mem- 
bers of  their  own  profession,  they  ought  to  be  held 
to  account. 

1870  Jackson  Street 
San  Francisco,  California  94109 
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Drug  Information * 


Questions  and  Answers 

Where  can  I obtain  D-xylose  for  use  in  the  D-xylose 
absorption  test? 

One  of  the  tests  useful  in  the  diagnosis  of  malabsorp- 
tion disorders  affecting  the  mucosa  of  the  proximal 
small  intestines,  such  as  nontropical  and  tropical  sprue, 
is  the  D-xylose  test.1  In  the  most  commonly  employed 
form  of  this  test,  the  patient  is  to  ingest  25  Gm.  of  D- 
xylose. 

A number  of  chemical  supply  companies  market  D- 
xylose  in  25-Gm.  bottles,  a convenient  amount  for  per- 
forming the  test.  However,  they  are  clearly  labeled 
“For  laboratory  and  manufacturing  use  only,  not  for 
drug,  food,  or  household  use.”  In  addition,  D-xylose  is 
presently  classified  by  the  FDA  (Food  and  Drug  Admin- 
istration) as  an  investigational  drug  for  human  beings, 
and  as  such  its  use  is  strictly  controlled  by  regulations 
pertaining  to  same.2  Considering  the  product  labeling 
and  its  FDA  status,  the  use  of  present  sources  of  D-xy- 
lose may  not  be  in  the  best  interests  of  the  patient  and, 
further,  could  leave  the  laboratory,  hospital,  or  physi- 
cian who  administers  it  liable  in  a legal  action. 

Recent  contact  with  the  FDA  revealed  that  D-xylose 
will  be  released  onto  the  market  for  general  use  within 
the  near  future  by  the  Pfanstiehl  Laboratories.  For  fur- 
ther information  pertaining  to  same,  contact  either  Mr. 
John  Singleton,  Food  and  Drug  Administration,  Divi- 
sion of  Cardio-Renal  Drug  Products,  Room  16B-20, 
HFD  110,  Rockville,  Maryland  20852,  or  Pfanstiehl 
Laboratories  Inc.,  1219  Glenrock  Avenue,  Waukegan,  Il- 
linois 60085. 

1.  Harrison,  T.  R.,  et  at. : Principles  of  Internal  Medicine, 
New  York,  New  York,  McGraw-Hill  Book  Company,  1974,  p. 
1462. 

2.  Based  on  personal  correspondence  between  E.  Devauhn 
Belton,  M.D.,  Food  and  Drug  Administration,  and  the  writer. 

Please  provide  me  with  data  concerning  possible  ves- 
tibular side-effects  associated  with  minocycline  thera- 
py- 

Minocycline  (Minocin,  Vectrin),  a semisynthetic  de- 
rivative of  tetracycline,  is  closely  related  in  action  and 
uses  to  other  antibiotics  of  the  tetracycline  group.  A 
complex  of  vestibular  side-effects  arising  shortly  after 
initiation  of  therapy  with  minocycline  has  been  ob- 
served by  several  investigators. 

* The  "Questions  and  Answers"  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Modell,  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)  622-8989. 


Williams  and  his  associates’  recently  studied  mino- 
cycline in  the  treatment  of  women  with  asymptomatic 
bacteriuria  or  for  prophylaxis  of  meningococcal  diseases. 
The  data  revealed  that  17  (89  per  cent)  of  19  persons 
taking  minocycline  developed  nausea,  vomiting,  weak- 
ness, ataxia,  vertigo,  or  dizziness,  from  twenty-four  to 
forty-eight  hours  after  the  initiation  of  therapy.  These 
symptoms  usually  occurred  in  combination,  were  often 
acute  and  severe,  and  disappeared  shortly  after  therapy 
was  discontinued.  The  side-effects  were  not  elicited 
when  tetracycline  was  administered  to  some  of  the  same 
patients,  nor  was  there  a history  of  similar  symptoms 
among  household  or  work  contacts. 

Guttler  and  Beaty2  treated  14,800  military  recruits 
with  minocycline  for  prophylaxis  of  meningitis  during 
an  outbreak  of  meningococcal  disease,  in  a dosage  of  100 
mg.  every  twelve  hours  for  five  days.  About  7 per  cent 
of  the  recruits  had  minor  reactions  consisting  of  dizzi- 
ness, nausea,  or  headache;  however,  these  symptoms 
were  not  sufficiently  bothersome  to  require  interruption 
of  treatment. 

Kaplan  treated  25  healthy  hospital  staff  exposed  to  2 
patients  with  meningococcal  disease  with  minocycline 
200  mg.  initially,  followed  by  100  mg.  twice  a day  for  five 
days.3  The  treated  group  and  a nontreated  control 
group  working  on  the  same  ward  were  questioned  about 
symptoms.  Of  25  treated  persons,  24  (96  per  cent)  had 
at  least  one  vestibular  symptom;  22  of  25  (88  per  cent) 
experienced  dizziness,  18  of  25  (72  per  cent)  ataxia,  11  of 
25  (44  per  cent)  nausea;  76  per  cent  of  symptomatic  per- 
sons had  their  onset  in  the  first  forty-eight  hours  of 
therapy.  Twelve  per  cent  of  the  treated  group  discon- 
tinued the  drug  because  of  intolerance;  those  persons 
who  continued  the  medication  exhibited  anxiety  about 
the  risk  of  contracting  the  disease.  No  one  in  the  non- 
treated control  group  had  vestibular  symptoms.  Two 
persons,  a nurse  and  a physician,  were  unable  to  work 
because  of  severe  vertigo,  nausea,  and  vomiting.  In  one 
case  the  symptoms  were  so  severe  that  a diagnosis  of 
pseudotumor  cerebri  was  temporarily  considered.  In  all 
cases  the  symptoms  ceased  within  forty-eight  hours 
after  the  drug  was  discontinued. 

Devine  et  al ,4  conducted  two  studies  regarding  the  ef- 
fect of  minocycline  on  meningococcal  nasopharyngeal 
carrier  state  in  naval  personnel.  During  the  first  study 
in  which  a total  oral  dose  of  1.1  Gm.  of  minocycline  was 
administered  to  each  of  64  men  over  a five-day  period 
(200-mg.  loading  dose  followed  by  100  mg.  every  twelve 
hours),  no  unusual  symptoms  were  reported  by  the  par- 
ticipants. In  the  second  study,  a total  oral  dose  of  800 
mg.  was  given  during  a period  of  two  days  (200  mg. 
every  twelve  hours  for  four  doses).  Nineteen  of  53  men 
(36  per  cent)  receiving  minocycline,  according  to  this 
regimen,  experienced  one  or  more  symptoms  which  in- 
cluded nausea,  anorexia,  abdominal  cramps,  and  dizzi- 
ness. Volunteers  stated  that  dizziness  was  experienced 
particularly  on  assuming  an  erect  posture.  Among 
those  who  experienced  side  reactions,  dizziness  was  by 
far  the  most  common  complaint.  Onset  of  reactions  oc- 
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curred  most  frequently  on  the  second  day  of  treatment. 
All  individuals  were  asymptomatic  following  discontin- 
uation of  the  drug. 

Nicol  and  Oriel5  treated  120  men  with  nonspecific 
genital  infection  with  minocycline,  100  mg.  twice  daily 
for  three  weeks.  Vestibular  side-effects  occurred  in  4 
men  (3  per  cent),  all  within  the  first  week  of  treatment. 
Of  105  women  treated  with  the  same  dose  of  minocyc- 
line, 15  (14  per  cent)  developed  side-effects  within  the 
first  week  of  therapy.  The  authors  conclude  that  the 
incidence  of  vestibular  side-effects  between  men  and 
women  is  too  great  to  be  accounted  for  by  differences  in 
body  weight.  Rather  these  side-effects,  like  those  of 
some  other  drugs,  are  more  common  in  women  than  in 
men. 

In  conclusion,  these  data  suggest  that  minocycline  has 
a propensity  for  producing  reversible  vestibular  side-ef- 
fects. 

1.  Williams,  D.  N.,  et  al. : Minocycline:  possible  vestibu- 
lar side-effects,  Lancet  2:  744  (Sept.  28)  1974. 

2.  Guttler,  R.  B.,  and  Beaty,  H.  N.:  Minocycline  in  the 

chemoprophylaxis  of  meningococcal  disease,  Antimicrob. 
Agents  Chemotherap.  1:  397  (1972). 

3.  Vestibular  reactions  to  minocycline — follow-up,  Morbid. 
Mortal.  Weekly  Rep.  24:  55  (Feb.  8)  1975. 

4.  Devine,  L.  F.,  et  al.:  The  effect  of  minocycline  on  me- 
ningococcal nasopharyngeal  carrier  state  in  naval  personnel, 
Am.  J.  Epidemiol.  93:  337  (1971). 

5.  Nicol,  C.  S.,  and  Oriel,  J.  D.:  Minocycline:  possible  ves- 
tibular side-effects.  Lancet  2:  1260  (Nov.  23)  1974. 

Please  supply  information  concerning  the  use  of  pso- 
ralens in  the  treatment  of  psoriasis. 

Methoxsalen  (8-methoxypsoralen),  a photoactive  pso- 
ralen compound,  is  commercially  available  as  10-mg. 
capsules  and  as  a 1 per  cent  lotion  (Oxsoralen).  The 
drug  is  indicated  to  enhance  pigmentation,  to  protect 
against  sunburn,  and  to  repigment  vitiliginous  areas.  It 
has  been  suggested  that  methoxsalen  administered  ei- 
ther systemically  or  topically  in  combination  with  long- 
wave ultraviolet  radiation  may  offer  a new  and  more 
highly  effective  therapeutic  modality  in  psoriasis  since 
the  photo-excited  molecule  leads  to  inhibition  of  DNA 
(deoxyribonucleic  acid)  synthesis  which  in  turn  inhibits 
epidermal  mitosis  and  proliferation. 

Weber1  treated  74  patients  with  varying  forms  of  pso- 
riasis with  0.15  per  cent  solution  of  methoxsalen  topical- 
ly and  black  light  (the  maximum  wave  length  is  360  nm. 
compared  with  conventional  ultraviolet  therapy  which  is 
270  to  320  nm.).  The  solution  was  brushed  on  the  pso- 
riasis lesions,  and  after  an  interval  of  one  hour  the  pho- 
totherapy with  black  light  was  given.  In  34  patients  the 
skin  lesions  healed,  and  in  23  patients  they  improved 
considerably.  Eleven  patients  showed  only  a moderate 
regression  of  the  lesions.  In  6 patients  treatment  was 
discontinued  for  various  reasons  during  the  first  phase. 
The  relapses  were  not  resistant  to  further  similar  treat- 
ment. 

Parrish  et  al.2  treated  21  hospitalized  patients  having 
generalized  psoriasis  covering  at  least  50  per  cent  of  the 
body  with  oral  methoxsalen  (20  to  50  mg.  according  to 
the  patient’s  weight)  followed  two  hours  later  by  expo- 
sure to  a high-intensity  long-wave  ultraviolet  light  (320 
to  390  nm.).  Twelve  to  18  treatments  resulted  in  a com- 
plete and  rapid  clearing  of  generalized  psoriatic  lesions 
in  all  patients.  When  clearing  of  psoriasis  was  achieved, 
patients  were  discharged  to  receive  the  same  treatment 
on  an  outpatient  basis,  three  times  weekly  at  first,  then 


gradually  reduced  to  a maintenance  level  of  once  week- 
ly. The  patients  were  followed  up  to  seven  months.  In 
a paired  comparison  study  of  16  patients,  methoxsalen 
followed  by  long-wave  ultraviolet  light  was  more  effec- 
tive than  conventional  ultraviolet  therapy.  The  authors 
believed  that  their  results  were  preliminary  and  a longer 
follow-up  period  was  necessary  before  their  method 
could  be  accepted  as  a treatment  for  generalized  psoria- 
sis. 

Oral  methoxsalen  may  produce  minor  side-effects, 
and  local  application  may  produce  severe  edema,  ery- 
thema, blistering,  and  pain  when  the  skin  areas  are  sub- 
sequently exposed  to  ultraviolet  light.3  Ocular  damage 
and  epidermal  tumors  associated  with  psoralen  photo- 
sensitization have  been  reported  in  animal  studies.4 

The  systemic  use  of  methoxsalen  followed  by  long- 
wave ultraviolet  light  may  prove  to  be  a promising  treat- 
ment for  psoriasis. 

1.  Weber,  G.:  Combined  7-methoxypsoralen  and  black 

light  therapy  of  psoriasis,  Brit.  J.  Dermatol.  90:  317  (July  5) 
1974. 

2.  Parrish,  J.  A.,  et  al.:  Photochemotherapy  of  psoriasis 

with  oral  methoxsalen  and  longwave  ultraviolet  light,  New  En- 
gland J.  Med.  291:  1207  (Dec.  5)  1974. 

3.  Meyler,  L.,  and  Herxheimer,  A.:  Side  Effects  of  Drugs, 

VII,  The  Netherlands,  Excerpta  Medica,  1972,  p.  265. 

4.  Harber,  L.  C.:  Photochemotherapy  of  psoriasis,  New 

England  J.  Med.  291: 1251  (Dec.  5)  1974. 

Do  you  have  any  information  concerning  the  use  of 
HCG  (human  chorionic  gonadotropin)  for  the  treat- 
ment of  obesity ? 

The  use  of  HCG  in  obesity  was  originally  advocated 
by  Simeons.1  He  described  a treatment  regimen  that 
included:  (1)  a 500-calorie  diet  with  many  foods  specifi- 
cally included  or  excluded,  (2)  intramuscular  injections 
of  125  international  units  of  HCG  given  six  times  per 
week,  to  a total  of  40  injections,  (3)  day-to-day  monitor- 
ing of  weight  changes,  and  (4)  daily  patient  interviews  to 
discuss  progress  and  problems.  Simeons  reported  an 
average  daily  weight  loss  of  250  to  600  Gm.  in  over  500 
cases  and  claimed  particularly  that  patients  did  not  ex- 
perience the  severe  hunger  and  weakness  that  were  the 
expected  consequences  of  the  500-calorie  diet.  He  con- 
cluded that  HCG  was  beneficial  in  allowing  patients  to 
follow  a regimen  of  severe  calorie  restriction  without 
discomfort.  He  also  reported  a change  in  fat  distribu- 
tion, with  greater  loss  from  the  waist  and  hips  than  ex- 
pected. 

These  claims  were  based  almost  entirely  on  uncon- 
trolled collections  of  case  reports.  Except  for  the  sin- 
gle-blind substitution  of  saline  for  HCG  in  an  unstated 
number  of  patients  for  an  unstated  period  of  time,  Si- 
meons made  no  attempt  to  identify  and  quantitate  the 
role  in  weight  loss  of  the  low-calorie  diet,  the  intramus- 
cular injections,  the  content  of  the  injection,  and  the 
close  personal  contact  with  the  dieter,  all  of  which  were 
part  of  the  overall  method  and  might  have  made  a con- 
tribution to  the  overall  effect  of  the  program. 

Craig  et  al.2  randomly  and  blindly  allocated  20  chron- 
ically obese  women  into  HCG  and  placebo  groups.  A 
550-calorie  diet  was  prescribed,  but  the  program  of  daily  I 
discussion  with  the  physician  or  his  assistant  was  omit-  J 
ted.  HCG  or  placebo  was  administered  six  times  per  I 
week  until  40  injections  were  given,  and  all  patients  but 
one  completed  the  entire  study.  HCG-treated  patients  1 
lost  an  average  6.5  pounds,  compared  with  8.8  pounds  in  I 
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the  control  group.  The  weight  losses  are  smaller  than 
those  reported  in  other  studies,  perhaps  due  to  the  lack 
of  daily  professional  contact.  Nevertheless,  treatment 
and  control  groups  received  the  same  relative  lack  of  at- 
tention, and  any  ability  of  HCG  to  promote  adherence 
to  the  diet  by  diminishing  the  sense  of  hunger  should 
have  been  manifested  by  an  increased  amount  of  weight 
lost. 

Carne3  conducted  a randomized  double-blind  trial 
comparing  HCG  injections  with  saline  injections.  Aver- 
age weight  loss  was  similar  in  both  groups.  In  a second 
study,  saline  injections  were  compared  with  no  injec- 
tions at  all.  In  the  latter  group,  visits  to  the  physician 
were  also  less  frequent.  In  the  second  study,  the  weight 
loss  was  significantly  greater  in  the  injection  group  (22.4 
pounds,  saline;  17.7  pounds,  no  injection).  Came  con- 
cluded that  the  injection  and  the  frequent  physician 
contact  were  helpful,  but  that  whether  or  not  there  was 
HCG  in  the  injection  made  no  difference. 

Asher  and  Harper4  reported  on  five  double-blind 
studies  comparing  HCG  injections  (six  per  week)  with 
injections  of  normal  saline.  Four  of  the  studies,  involv- 
ing 28  patients  on  HCG  and  32  on  placebo,  were  ana- 
lyzed together  and  showed  no  difference  in  weight  loss 
between  the  HCG  and  placebo  groups.  In  the  fifth 
study  (consisting  of  40  patients),  the  mean  weight  loss 
per  patient  and  the  mean  loss  per  injection  were  signifi- 
cantly greater  for  the  HCG  group  than  for  the  saline 
group.  In  addition,  complaints  of  hunger  were  reported 
to  be  less  frequent  in  the  HCG  group. 

Beginning  February  12,  1975,  FDA  will  require  the 
following  statement  in  the  labeling  and  advertising  for 
all  preparations  of  the  hormone  as  a result  of  scientific 
evidence  concerning  HCG:  “HCG  has  not  been  demon- 
strated to  be  effective  adjunctive  therapy  in  the  treat- 
ment of  obesity.  There  is  no  substantial  evidence  that 
it  increases  weight  loss  beyond  that  resulting  from  calo- 
ric restriction,  that  it  causes  a more  attractive  or  “nor- 
mal’ distribution  of  fat,  or  that  it  decreases  the  hunger 
and  discomfort  associated  with  calorie-restricted  diets.” 

1.  Simeons,  A.  T.  W.:  The  action  of  chorionic  gonadotro- 
phin in  the  obese.  Lancet  2:  946  (1954). 

2.  Craig,  L.  S.,  et  al.:  Chorionic  gonadotropin  in  the  treat- 
ment of  obese  women.  Am.  J.  Clin.  Nut-ition  12:  230  (1963). 

3.  Came,  S.:  The  action  of  chorionic  gonadotrophin  in  the 
obese,  Lancet  2:  1282  (1963). 

4.  Asher,  W.  L.,  and  Harper.  H.  VV. : Effect  of  human  cho- 
rionic gonadotrophin  on  weight  loss,  hunger,  and  feeling  of 
well-being,  Am.  J.  Clin.  Nutrition  26:  211  (1973). 

What  information  do  you  have  on  the  use  of  tolui- 
dine  blue  in  screening  for  vulvar  carcinoma? 

Richart,  in  1963, 1 first  described  the  use  of  toluidine 
blue  for  outlining  areas  of  cervical  neoplasia.  More  re- 
i cently,  Broen  and  Ostergard2  reported  the  use  of  tolui- 
dine blue  for  vulvar  staining  as  part  of  routine  family 
planning  and  cancer  screening  examination.  Carcinoma 
in  situ,  severe  dysplasia,  or  a lesser  degree  of  atypia  was 
found  in  6 (0.85  per  cent)  of  the  698  asymptomatic  pa- 
tients over  forty-five  years  of  age  who  were  tested. 

The  procedure  used  is  simple  and  fast.  A 1 per  cent 
solution  of  toluidine  blue,  a widely  available  biological 
stain,  is  applied  to  the  vulva  and  allowed  to  dry  for  ap- 
proximately two  minutes.  The  area  is  then  destained 
by  applying  a 1 per  cent  solution  of  acetic  acid.  Any 
area  which  retains  the  stain  after  the  application  of  ace- 
tic acid  is  suspect  and  requires  further  evaluation. 


Toluidine  blue  is  a nuclear  stain  and  when  applied  to 
chronic  vulvar  lesions  will  be  retained  by  atypical  epi- 
thelium which  is  not  covered  by  a thick  layer  of  keratin. 
The  areas  retaining  the  dye  after  wiping  off  with  acetic 
acid  have  atypical  epithelium.  The  degree  of  blueness 
is  roughly  proportional  to  the  atypicality.  Dark  blue 
areas  usually  represent  cancer  and  light  blue  areas  lesser 
degrees  of  atypicality.3 

1.  Richart,  R.  M.:  A clinical  staining  test  for  the  in  vivo 

delineation  of  dysplasia  and  carcinoma  in  situ,  Am.  J.  Obst.  & 
Gynec.  86:  703  (1963). 

2.  Broen,  E.  M.,  and  Ostergard,  D.  R.:  Toluidine  blue  and 
colposcopy  for  screening  and  delineating  vulvar  neoplasia, 
Obst.  & Gynec.  38:  775  (1971). 

3.  Hughes,  R.  R.:  Early  diagnosis  and  management  of  pre- 
malignant  lesions  and  early  invasive  cancers  of  the  vulva,  South. 
M.  J.  64:  1490  (1971). 

Please  supply  me  with  the  latest  information  con- 
cerning the  carcinogenicity  of  saccharin. 

The  NAS/NRC  (National  Academy  of  Sciences/Na- 
tional Research  Council)  has  recently,  January  9,  1975, 
completed  a study  for  the  Food  and  Drug  Administra- 
tion on  the  “Safety  of  Saccharin  and  Sodium  Saccharin 
in  the  Human  Diet.”  The  report  appeared  in  HEW 
News  and  is  available  through  the  National  Technical 
Information  Service.* 

Saccharin  is  presently  marketed  under  an  interim 
order  which  limits  use  of  the  substance.  These  limita- 
tions were  imposed  by  FDA  in  1972  after  an  earlier 
NAS/NRC  panel  had  concluded:  “On  the  basis  of 

available  information,  the  present  and  future  usage  of 
saccharin  in  the  United  States  does  not  pose  a hazard.” 
The  previous  NAS/NRC  panel  further  concluded  that  in 
the  interest  of  safety,  saccharin  use  should  be  limited 
while  additional  safety  reviews  were  conducted. 

The  new  study  concerning  the  safety  of  saccharin  was 
undertaken  by  request  of  the  Academy  in  1972,  fol- 
lowing reports  of  bladder  tumors  in  some  animals  fed 
saccharin.  The  study  was  designed  to  evaluate  the  sci- 
entific validity  of  all  available  laboratory  findings.  The 
conclusion  of  the  Academy’s  subcommittee  is: 

The  results  of  toxicity  studies  thus  far  reported  have 
not  established  conclusively  whether  saccharin  is  or  is 
not  carcinogenic  when  administered  orally  to  test  ani- 
mals. 

Although  the  results  of  the  FDA  and  WARF  (Wis- 
consin Alumni  Research  Foundation)  studies  suggest 
that  under  the  circumstances  of  these  tests  the  bladder 
tumors  observed  were  related  to  the  consumption  of 
the  saccharin  samples  used,  they  cannot  be  interpreted 
as  showing  that  saccharin  itself  was  the  cause  of  the  tu- 
mors. 

At  the  same  time,  because  the  designs  of  the  many 
reported  negative  tests  were  at  fault  in  not  involving  in 
utero  exposure  of  the  test  animals,  the  results  of  these 
tests  cannot  be  interpreted  as  showing  that  saccharin  is 
not  a bladder  tumorigen.  The  additional  difficulty  in 
interpreting  the  negative  results  in  these  studies  arises 
from  the  relatively  small  numbers  of  animals  surviving 
for  final  examination,  a situation  that  minimizes  the 
possibility  of  detecting  carcinogenic  effects  of  low  inci- 
dence. 

* Copies  of  the  Academy  Report,  PB-238137/AS,  are  avail- 
able from  the  N.T.I.S.,  5285  Port  Royal  Road,  Springfield,  Vir- 
ginia 22151.  Single  copies  are  $4.75  in  printed  form  and  $2.25 
in  microfiche. 
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The  subcommittee  recommended  additional  studies 
to  resolve  the  question  of  carcinogenicity  and  other  safe- 
ty issues.  The  FDA  is  evaluating  the  report  and  its  rec- 
ommendations to  determine  what  further  tests  are 
needed  and  how  these  tests  should  be  done. 

In  the  interim,  saccharin  will  continue  to  be  marketed 
under  existing  limitations  since  the  question  concerning 
carcinogenicity  has  not  been  satisfactorily  resolved. 

JACK  M.  ROSENBERG,  M.S.,  Pharm.D. 

Associate  Professor  of  Pharmacy 
Director  of  Clinical  Pharmacy  and  Drug  Information  Services 
Brooklyn  College  of  Pharmacy,  Long  Island  University, 
and  Project  Director,  New  Jersey  Regional  Medical  Program 
Pharmaceutic  and  Therapeutic  Drug  Information  Center, 
The  Valley  Hospital,  Ridgewood,  New  Jersey 


In  brief 

Billing  has  begun  for  the  AMA’s  special  $60  assess- 
ment. All  “active”  1974  AMA  Members — except  in- 
terns, residents,  and  medical  students — will  receive  the 
bills  which  are  being  sent  from  the  AMA.  Payment  will 
be  made  directly  to  AMA  Headquarters,  and  not 
through  local  societies.  An  explanatory  letter  and  a 
postal  reply  envelope  are  included  in  the  billing.  In  the 
opinion  of  the  AMA’s  Office  of  General  Counsel  and 
outside  legal  counsel,  the  payment  of  the  assessment  is 
tax  deductible.  The  assessment,  approved  by  the 
House  of  Delegates  at  the  AMA  Clinical  Convention  in 
Portland,  Ore.,  in  December,  1974,  does  not  apply  to 
“special”  AMA  members,  including  associate,  affiliate, 
and  honorary  members. 

To  combat  inflation,  the  American  Hospital  Associ- 
ation’s Board  of  Trustees  approved  an  11 -point  plan 
which  includes  cost-saving  recommendations  in  the 
areas  of  capital  construction,  utilization  review,  and  in- 
ternal cost  controls.  The  plan,  which  was  recommended 
to  the  AHA’s  7,000  member  hospitals,  advised  them  to 
support  effective  health  facilities  planning  and  con- 
struct no  facilities  or  services  unless  a demonstrated 
community  need  exists;  review  their  plans  and  postpone 
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those  projects  not  absolutely  necessary;  develop  patient 
education  programs;  and  share  services  wherever  possi- 
ble. Hospitals  were  also  asked  to  strengthen  and  ex- 
pand utilization  review  and  medical  audit  programs;  to 
encourage  community-wide  scrutiny  of  existing  facilities 
and  services;  and  to  work  to  improve  the  management  of 
personnel  and  money. 

Several  weight  reduction  clinics  in  California  which 
use  HCG  in  their  treatments  are  under  attack  by  the 
Federal  Trade  Commission.  An  FTC  complaint  charges 
that  the  firms’  advertising  omits  two  important  items  of 
information — that  the  treatments  include  injections  of 
human  chorionic  gonadatropin  and  that  HCG  has  not 
been  approved  by  the  Food  and  Drug  Administration 
for  weight  control.  A proposed  order  that  would  pro- 
hibit any  advertising  of  weight  control  programs  using 
HCG  or  other  unapproved  drugs  is  contained  in  the 
complaint,  but  the  allegations  must  be  ruled  on  after  a 
formal  hearing  before  any  action  can  be  taken.  At  its 
December  meeting,  the  AMA’s  House  of  Delegates 
adopted  a policy  to  oppose  the  use  of  HCG  in  weight 
control  programs  and  to  warn  the  public  of  the  potential 
dangers  of  such  programs.  (A  summary  of  AMA,  medi- 
cal & health  news) 
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Recent  additions  to  the  test  list 


> .. 


Chemistry 

CPK  isoenzymes 
Digitoxin/Digoxin 
Dilantin 
Erythropoietin 
Gamma  glutamyl 
transpeptidase 
Haptoglobin 
Lidocaine  and 
Propranolol 


Immunochemistry 

Alpha-1  fetoprotein 
Antibody  to  Hepatitis  B 
associated  antigen 
Anti-DNA 

Anti-tissue  antibodies 
Carcinoembryonic  antigen 
Immunoglobulins  A,  D,  E,G  & M 
RAST  for  allergy  testing 


Endocrinology 

Calcitonin 
FSH  in  serum 
Insulin 

Parathyroid  hormone 
Placental  lactogen 
Renin  by  RIA  or 
bioassay 
T3  level  in  serum 
TSH 

Testosterone 


Bio-Science 

Laboratories 


New  York  Branch 

5 Nassau  Street 
Rockville  Centre, 
New  York  11570 


Stanley  M Reimer,  Ph  D. 

Director 

(516) 766-2233 

Jerry  B Gin,  Ph  D 
Assistant  to  the  Director 


new 


Cebral 

ethaverine  HCI 


i no 


100  mg 
capsules 


Opens  new  possibilities 
for  the  patient  with 
cerebral  ischemia  due 
to  vasospasm 

■ Direct  vasodilating  effect  on  cerebral 
vasculature 

■ Practically  devoid  of  effects  on  central 
nervous  system 

■ Long-term  use  particularly  feasible  because 
of  rare  incidence  of  side  effects 

■ May  be  useful  in  symptoms  of  cerebral 
insufficiency  when  secondary  to  temporary 
arterial  spasm  such  as  transient  visual 
disturbances,  poor  coordination  and 
weakness  of  the  extremities,  memory  lapses 
and  speech  difficulties. 


Kenwood  Laboratories,  Inc. 

New  Rochelle,  New  York  1 0801 

developers  and  suppliers  of  IL-X  Bi2"and  Kengesin' 


Indications:  For  the  relief  of  cerebral  and  peripheral  ischemia 
associated  with  arterial  spasm. 

Contraindications:  The  use  of  ethaverine  hydrochloride  is 
contraindicated  in  the  presence  of  complete  atrioventricular 
dissociation. 

Precautions:  Use  with  caution  in  patients  with  glaucoma. 
Hepatic  hypersensitivity  has  been  reported  with  gastrointesti- 
nal symptoms,  jaundice,  eosinophilia  and  altered  liver  function 
tests.  Discontinue  drug  if  these  occur. 

The  safety  of  ethaverine  hydrochloride  during  pregnancy  or 
lactation  has  not  been  established;  therefore  it  should  not  be 
used  in  pregnant  women  or  in  women  of  childbearing  age 
unless,  in  the  judgment  of  the  physician,  its  use  is  deemed 
essential  to  the  welfare  of  the  patient. 

Adverse  Reactions:  Although  occurring  rarely,  the  reported 
side  effects  of  ethaverine  include  nausea,  abdominal  distress, 
hypotension,  anorexia,  constipation  or  diarrhea,  skin  rash, 
malaise,  drowsiness,  vertigo,  sweating,  and  headache. 

Dosage  and  Administration:  One  capsule  three  times  a day. 
How  Supplied:  1 00  mg  capsules  in  bottles  of  50  and  500. 
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Obituaries 


Firouz  James  Abadi,  M.D.,  of  Hollis,  died  on  Novem- 
ber 9,  1974,  at  the  age  of  forty-seven.  Dr.  Abadi  re- 
ceived his  medical  degree  from  the  University  of  Lou- 
vain in  1961.  He  was  an  assistant  attending  physician 
at  Columbus  Hospital.  Dr.  Abadi  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Andreyko,  M.D.,  of  Pine  Bush,  died  on  April 
13  at  the  age  of  seventy-six.  Dr.  Andreyko  received  his 
medical  degree  from  the  University  of  Berlin  in  1928. 

Benjamin  Harris  Balser,  M.D.,  of  New  York  City, 
died  on  April  7 at  the  age  of  sixty-nine.  Dr.  Balser 
graduated  in  1931  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  a consulting  psychiatrist  at  St. 
Luke’s  Hospital  Center,  an  assistant  attending  (inac- 
tive) psychiatrist  at  The  Presbyterian  Hospital,  and  a 
consulting  psychiatrist  at  the  New  York  State  Psychiat- 
ric Institute.  Dr.  Balser  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  (Child  Psychia- 
try) and  a member  of  the  American  Neurological  Associ- 
ation, the  American  Psychiatric  Association,  the  Ameri- 
can Academy  of  Child  Psychiatry,  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the  New  York 
Academy  of  Medicine,  the  New  York  Neurological  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Anthony  John  Capone,  M.D.,  of  Poughkeepsie,  died 
on  March  1 at  the  age  of  fifty.  Dr.  Capone  received  his 
medical  degree  from  the  University  of  Bologna  in  1954. 
He  was  a Diplomate  of  the  American  Board  of  Radiolo- 
gy and  a member  of  the  Dutchess  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Carlos  F.  Cardenas-Pupo,  M.D.,  of  New  York  City, 
died  on  March  22  at  the  age  of  seventy-three.  Dr.  Car- 
denas-Pupo received  his  medical  degree  from  the  Uni- 
versity of  Havana  in  1925.  He  was  an  associate  physi- 
cian at  Flower  and  Fifth  Avenue  Hospitals  and  an  assis- 
tant emeritus  physician  in  medicine  at  Metropolitan 
Hospital.  Dr.  Cardenas-Pupo  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Michael  A.  Cassidy,  M.D.,  of  New  Rochelle,  died  on 
March  22  at  the  age  of  seventy-seven.  Dr.  Cassidy 
graduated  in  1923  from  the  University  of  Glasgow  Medi- 
cal Faculty.  He  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
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State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Beeckman  J.  Delatour,  M.D.,  of  Worcester,  died  on 
March  21  at  the  age  of  eighty-five.  Dr.  Delatour  gradu- 
ated in  1915  from  Johns  Hopkins  University  School  of 
Medicine.  He  was  a consulting  physician  in  medicine  at 
Bellevue  Hospital.  Dr.  Delatour  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
Otsego  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


George  Bonora  D’Oronzio,  M.D.,  of  Little  Neck  and 
Douglaston,  died  on  March  14.  Dr.  D’Oronzio  received 
his  medical  degree  from  the  University  of  Rome  in  1929. 


Claude  M.  Francis,  M.D.,  of  Rochester,  died  on  March 

22  at  the  age  of  seventy-six.  Dr.  Francis  graduated  in 
1924  from  the  University  of  Toronto  Faculty  of  Medi- 
cine. He  was  a consulting  surgeon  at  Park  Avenue  Hos- 
pital. Dr.  Francis  was  a member  of  the  American  Acad- 
emy of  Family  Practice,  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Russell  Green,  M.D.,  of  Utica,  died  on  March 

23  at  the  age  of  forty-five.  Dr.  Green  graduated  in  1957 
from  Jefferson  Medical  College  of  Philadelphia.  He 
was  an  attending  orthopedic  surgeon  at  St.  Elizabeth 
Hospital,  an  attending  orthopedic  surgeon  at  St.  Luke’s- 
Memorial  Hospital  Center  and  at  Children’s  Hospital 
and  Rehabilitation  Center  and  Faxton  Hospital,  and  a 
consulting  physician  in  orthopedics  at  Little  Falls  Hos- 
pital. Dr.  Green  was  a Diplomate  of  the  American 
Board  of  Orthopedic  Surgery  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Onei- 
da County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Sigmund  Hecht,  M.D.,  of  The  Bronx,  died  on  March  16 
at  the  age  of  ninety.  Dr.  Hecht  received  his  medical  de- 
gree from  the  University  of  Heidelberg  in  1909.  Re- 
tired, he  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Felix  Folk  Horowitz,  M.D.,  of  Brooklyn,  died  on 
March  12  at  the  age  of  sixty-three.  Dr.  Horowitz  gradu- 
ated in  1936  from  Long  Island  College  of  Medicine.  He 
was  a general  practitioner  on  the  medical  staff  at  Flat- 
bush  General  and  Lefferts  General  Hospitals.  Dr.  Hor- 
owitz was  a member  of  the  American  Academy  of  Gen- 
eral Practice,  the  American  Geriatrics  Society,  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Donovan  Meredith  Jenkins,  M.D.,  of  Sun  City,  Arizo- 
na, formerly  of  Webster,  died  on  February  16  at  the  age 
of  seventy.  Dr.  Jenkins  graduated  in  1933  from  Hah- 
nemann Medical  College  of  Philadelphia.  He  had  been 
an  attending  physician  at  Genesee  Hospital  (Rochester). 
Dr.  Jenkins  was  a member  of  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Helene  B.  Kaufman,  M.D.,  of  Poughkeepsie,  died  on 
April  8 at  the  age  of  fifty-one.  Dr.  Kaufman  graduated 
in  1949  from  the  University  of  Syracuse  College  of  Med- 
icine. She  was  a Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists  and  a member  of  the  Dut- 
chess County  Medical  Society,  ihe  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

George  Kayman,  M.D.,  of  Brooklyn,  died  on  March  9 
at  the  age  of  sixty-six.  Dr.  Kayman  graduated  in  1948 
from  Chicago  Medical  School.  He  was  an  associate  at- 
tending psychiatrist  at  Methodist  Hospital  of  Brooklyn 
and  Coney  Island  Hospital.  Dr.  Kayman  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and  Neurolo- 
gy (Psychiatry)  and  a member  of  the  American  Psychi- 
atric Association,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alexander  S.  Kelen,  M.D.,  of  New  York  City,  died  on 
March  22  at  the  age  of  seventy-seven.  Dr.  Kelen  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1923.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Eldred  W.  Kennedy,  M.D.,  of  Rochester,  died  on  Feb- 
ruary 19  at  the  age  of  ninety-one.  Dr.  Kennedy  gradu- 
ated in  1909  from  the  Syracuse  University  College  of 
Medicine.  He  was  a consulting  ophthalmologist  at 
Rochester  General  Hospital,  an  honorary  member  of  the 
medical  staff  at  Highland  Hospital  of  Rochester,  and  a 
consulting  ophthalmologist  at  Strong  Memorial  Hospi- 
tal. Dr.  Kennedy  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
Pan  American  Association  of  Ophthalmology,  the  Mon- 
roe County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  George  Lang,  M.D.,  of  New  York  City,  died  on 
April  13  at  the  age  of  eighty-three.  Dr.  Lang  graduated 
in  1927  from  the  University  of  Tennessee  College  of 
Medicine.  He  was  an  attending  physician  at  Sea  View 
Hospital  and  Home  and  a consulting  physician  at  the 
United  States  Public  Health  Service  Hospital  (Staten 
Island).  Dr.  Lang  was  a Fellow  of  the  American  College 
of  Chest  Physicians  and  a member  of  the  American 
Thoracic  Society,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Daniel  A.  MacDonald,  M.D.,  of  White  Plains,  died  on 
April  5 at  the  age  of  eighty.  Dr.  MacDonald  graduated 
in  1924  from  McGill  University  Faculty  of  Medicine. 
He  was  an  honorary  member  of  the  medical  staff  at  St. 
Agnes  Hospital  and  a visiting  in  medicine  at  White 
Plains  Hospital  Association.  Dr.  MacDonald  was  a 
member  of  the  American  Geriatrics  Society,  the  West- 
chester County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Maxwell  Maltz,  M.D.,  of  New  York  City,  died  on  April 
7 at  the  age  of  seventy-eight.  Dr.  Maltz  graduated  in 
1923  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  attending  plastic  surgeon  at 
Medical  Arts  Center  Hospital.  Dr.  Maltz  was  a Fellow 
of  the  International  College  of  Surgeons  and  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Tito  Ralph  Maresca,  M.D.,  of  Lake  Success,  died  on 
March  21  at  the  age  of  fifty-two.  Dr.  Maresca  received 
his  medical  degree  from  the  University  of  Bologna  in 
1957.  He  was  an  associate  attending  pediatrician  at 
Mary  Immaculate  Hospital  and  an  assistant  attending 
pediatrician  at  Flushing  Hospital  and  Medical  Center 
and  Queens  Hospital  Center.  Dr.  Maresca  was  a mem- 
ber of  the  American  Academy  of  Allergy,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Ernest  J.  Morvillo,  M.D.,  of  Wading  River,  died  on 
April  3 at  the  age  of  sixty-eight.  Dr.  Morvillo  graduated 
in  1929  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Walter  Irving  Neller,  M.D.,  of  Middletown,  died  on 
March  1 at  the  age  of  eighty-nine.  Dr.  Neller  graduated 
in  1910  from  Baltimore  Medical  College.  He  was  a con- 
sulting ophthalmologist  at  the  Elizabeth  A.  Horton  Me- 
morial Hospital.  Dr.  Neller  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  Orange  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rose  Novakovsky,  M.D.,  of  New  York  City,  died  on 
April  24.  Dr.  Novakovsky  received  her  medical  degree 
from  the  University  of  Moscow  in  1919.  She  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Pellman,  M.D.,  of  Brooklyn,  died  on  April  3 at 
the  age  of  seventy-one.  Dr.  Pellman  graduated  in  1930 
from  Long  Island  College  Hospital.  He  was  an  attend- 
ing surgeon  at  Community  Hospital  of  Brooklyn  and  an 
associate  affiliate  surgeon  at  Coney  Island  Hospital. 
Dr.  Pellman  was  a Fellow  of  the  American  College  of 
Angiology,  a Fellow  of  the  International  College  of  Sur- 
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geons,  and  a member  of  the  American  Geriatrics  Soci- 
ety, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  David  Riemer,  M.D.,  of  Hollywood,  Florida, 
formerly  of  Brooklyn,  died  on  March  3 at  the  age  of  sev- 
enty-one. Dr.  Riemer  graduated  in  1927  from  Long 
Island  College  Hospital.  He  was  a member  of  the 
American  Psychiatric  Association,  the  American  Psy- 
choanalytic Association,  the  Academy  of  Psychosomatic 
Medicine,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Walter  Savitscus,  M.D.,  of  Jamaica  and 
Queens  Village,  died  in  September,  1974,  at  the  age  of 
sixty-three.  Dr.  Savitscus  graduated  in  1938  from  Long 
Island  College  of  Medicine.  He  was  an  attending  psy- 
chiatrist at  Creedmoor  State  Hospital  and  an  assistant 
attending  psychiatrist  at  Queens  Hospital  Center.  Dr. 
Savitscus  was  a member  of  the  American  Psychiatric 
Association,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Julian  Scholle,  M.D.,  of  Pleasantville,  died  on  April  6 
at  the  age  of  seventy-seven.  Dr.  Scholle  received  his 
medical  degree  from  the  University  of  Wurzburg  in 
1922.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Epaminonda  Secondari,  M.D.,  of  New  York  City,  died 
on  February  11  at  the  age  of  eighty-five.  Dr.  Secondari 
received  his  medical  degree  from  the  University  of 
Rome  in  1914.  He  was  an  emeritus  physician  in  medi- 
cine at  Columbus  Hospital  and  a consulting  in  medicine 
at  Italian  Hospital.  Dr.  Secondari  was  a Fellow  of  the 
American  College  of  Cardiology,  a Fellow  of  the  Ameri- 
can College  of  Chest  Physicians,  and  a member  of  the 
New  York  Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jay  S.  Shapkin,  M.D.,  of  Great  Neck,  died  on  March  23 
at  the  age  of  sixty-eight.  Dr.  Shapkin  graduated  in  1932 
from  St.  Louis  University  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Family  Practice, 
the  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  Hershal  Shilkret,  M.D.,  of  New  York  City,  died 
on  April  2 at  the  age  of  seventy-seven.  Dr.  Shilkret 
graduated  in  1926  from  Yale  University  School  of  Medi- 
cine. He  was  a member  of  the  American  Academy  of 
Allergy,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Aaron  Sobel,  M.D.,  of  Poughkeepsie,  died  on  April  6 at 
the  age  of  eighty-nine.  Dr.  Sobel  graduated  in  1908 
from  Albany  Medical  College.  He  was  an  honorary 
urologist  at  Vassar  Brothers  Hospital.  Dr.  Sobel  was  a 
member  of  the  Dutchess  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harold  Julian  Stewart,  M.D.,  of  New  York  City,  died 
on  April  1 at  the  age  of  seventy-nine.  Dr.  Stewart  grad- 
uated in  1919  from  Johns  Hopkins  University  School  of 
Medicine.  He  was  a consulting  physician  in  medicine  at 
The  New  York  Hospital.  Dr.  Stewart  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  (Cardiovas- 
cular Diseases),  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Society  for 
Clinical  Investigation,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jack  Storm,  M.D.,  of  New  Hyde  Park  and  Brookville, 
died  on  March  27  at  the  age  of  forty-seven.  Dr.  Storm 
graduated  in  1959  from  State  University  of  New  York 
Downstate  Medical  Center.  He  was  a pediatrician  on 
the  medical  staff  at  Long  Island  Jewish-Hillside  Hospi- 
tal and  an  assistant  attending  pediatrician  at  North 
Shore  Hospital.  Dr.  Storm  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Allan  Kernelle  Swersie,  M.D.,  of  New  York  City  and 
Carmel,  died  on  February  25  at  the  age  of  seventy.  Dr. 
Swersie  graduated  in  1929  from  Long  Island  College 
Hospital.  He  was  a consulting  urologist  at  French  and 
Polyclinic  Medical  School  and  Health  Center.  Dr. 
Swersie  was  a Diplomate  of  the  American  Board  of  Urol- 
ogy, a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Urological  Association,  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Arnold  M.  Tarner,  M.D.,  of  Buffalo,  died  on  March  3 
at  the  age  of  sixty-three.  Dr.  Tarner  graduated  in  1936 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  an  attending  radiologist  at  Millard  Fillmore  and 
Veterans  Administration  Hospitals.  Dr.  Tarner  was  a 
Diplomate  of  the  American  Board  of  Radiology  (Roent- 
genology) and  a member  of  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Donald  S.  Van  Nostrand,  M.D.,  of  Forest  Hills  and 
New  York  City,  died  on  March  29  at  the  age  of  seventy- 
seven.  Dr.  Van  Nostrand  graduated  in  1921  from  New 
York  Medical  College.  He  was  an  attending  ophthal- 
mologist at  Misericordia  Hospital,  chief  of  ophthalmolo- 
gy at  Fordham  Hospital,  and  an  assistant  attending 
ophthalmologist  at  Manhattan  Eye,  Ear  and  Throat 
Hospital.  Dr.  Van  Nostrand  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Charles  Wolf,  M.D.,  of  New  York  City,  died  on  April  7 
at  the  age  of  eighty-seven.  Dr.  Wolf  graduated  in  1909 
from  Cornell  University  Medical  College.  He  was  an 
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honorary  dermatologist  at  Morrisania  City  Hospital. 
Dr.  Wolf  was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  American  Acad- 
emy of  Dermatology,  the  Society  for  Investigative  Der- 
matology, the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


Wasyl  Zownirowycz,  M.D.,  of  Rochester,  died  on 
March  21  at  the  age  of  sixty-two.  Dr.  Zownirowycz  re- 
ceived his  medical  degree  from  the  University  of  Lwow 
in  1941.  He  was  a member  of  the  Monroe  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Correction 


In  the  April,  1975,  issue  of  the  Journal,  page  731,  the  Case  Report  by  Stephen  J.  Mcllveen,  M.D.,  Elaine  Daimont 
Waldo,  M.D.,  and  Stephen  L.  Gumport,  M.D.,  was  titled  incorrectly.  It  should  have  been  “Giant-Cell  Sarcoma  of 
Breast." 
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Month  In  Washington 


The  American  Medical  Association  has  introduced  a 
new  proposal  for  national  health  insurance  into  the  U.S. 
Congress.  Key  lawmakers  on  both  sides  of  the  aisle  in 
the  House  of  Representatives  are  sponsors  of  the  bill 
HR  6222. 

The  AMA  proposal  is  the  only  substantially  new  ap- 
proach to  national  health  insurance  (NHI)  presented  so 
far  in  the  94th  Congress.  Called  the  Comprehensive 
Health  Care  Insurance  Act,  the  bill  was  introduced  into 
the  House  by  Reps.  Richard  Fulton,  (D.,  Tenn.);  Tim 
Lee  Carter,  (R.,  Ky.);  John  Duncan,  (R.,  Tenn.);  and 
John  Murphy,  (D.,  N.Y.). 

The  AMA’s  NHI  plan  builds  on  the  structure  of  the 
present  system  of  employer-employee  group  health  in- 
surance plans,  mandating  each  employer  to  provide 
comprehensive  and  catastrophic  benefit  coverage  with 
the  employer  picking  up  at  least  65  per  cent  of  the  cost. 
Employees  would  not  be  compelled  to  participate.  The 
self-employed  as  well  as  the  nonemployed  could  pur- 
chase qualified  private  health  insurance,  through  pools 
if  needed,  at  a cost  not  more  than  125  per  cent  of  the 
cost  of  group  plans.  They  would  have  all  or  part  of  the 
premium  paid  for  by  the  Federal  government  depending 
on  their  income  tax  liability. 

Small  businesses  that  find  the  mandated  plan  an 
added  financial  burden  would  receive  Federal  assis- 
tance. 

Medicare  beneficiaries  could  purchase  supplemental 
insurance  to  bring  Medicare  benefits  to  a par  with  those 
offered  elsewhere,  with  the  government  assisting  people 
with  limited  resources.  Medicaid  would  be  eliminated 
under  the  program. 

After  a certain  level  of  coinsurance  is  reached,  de- 
pending on  income,  insurance  covers  all  remaining  costs 
as  a complete  protection  against  catastrophic  costs. 

The  coinsurance  factor  would  deprive  no  one  of  need- 
ed care,  sponsors  said.  The  absolute  maximum  that  any 
individual  would  have  to  pay  would  be  $1,500;  the  abso- 
lute maximum  for  any  family  would  be  $2,000  in  any 
given  year. 

Fulton,  a member  of  the  House  Ways  and  Means 
Committee,  told  the  House  that  the  bill  “represents  the 
evolution  of  the  doctors’  thinking  on  this  complex 
subject;  and  it  demonstrates  that  the  continuing  process 
of  discussion  and  debate  has  influenced  the  doctors  as 
indeed  it  has  influenced  the  thinking  of  Congress.” 

“We  must  build  on  the  structure  of  group  health  in- 
surance which  is  today  providing  sound  basic  coverage 
for  a vast  majority  of  Americans  at  no  cost  to  the  gov- 
ernment,” said  Fulton.  “It  is  easier  to  remedy  whatever 
deficiencies  exist  in  this  mechanism  than  to  junk  it  in 
favor  of  a new  and  elaborate  government  structure  that 
would  have  to  be  created  from  scratch  ...  it  would  also 
be  considerably  less  traumatic  for  Americans  to  remain 
with  a familiar  system  ...  .” 

Rep.  John  Duncan,  third  ranking  Republican  on  the 

Prepared  by  the  Washington  D.C.,  Office  of  the  American 
Medical  Association. 


House  Ways  and  Means  Committee,  said  in  a House 
speech  that  “the  AMA  plan  does  the  best  job  to  date  in 
identifying  the  line  between  national  bankruptcy  and 
national  parsimony  in  expenditures  for  national  health 
insurance. 

“The  doctors’  plan  provides  Federal  assistance  on  the 
basis  of  need.  The  most  help  goes  to  those  who  need  it 
most.  The  least  help  goes  to  those  who  need  it  the 
least.” 

He  said  the  Comprehensive  Health  Care  Insurance 
Act  removes  the  fear  of  catastrophic  illness  that  plagues 
even  well-off  Americans  and  provides  sweeping  regular 
benefits,  including  three  hundred  and  sixty-five  days  of 
inpatient  hospital  care,  one  hundred  days  of  skilled 
nursing  care,  full  dental  care  for  children,  home  health 
benefits,  and  many  other  services  including  psychiatric 
treatment  and  well-baby  care. 

Rep.  Tim  Lee  Carter,  a physician-member  of  Con- 
gress and  ranking  minority  member  of  the  House  Health 
Subcommittee,  said  the  bill  “retains  a large  measure  of 
pluralism  in  the  administration  and  financing  . . . and  it 
is  precisely  this  pluralism — the  creativity  and  sensitivity 
of  the  private  sector,  supplemented  only  where  neces- 
sary by  government — that  has  made  the  quality  of 
American  medicine  hands  down  the  finest  in  the  world.” 

Dr.  Carter  pointed  to  the  cost  control  mechanism  of 
“coinsurance”  (except  for  the  poor)  in  the  physicians’ 
plan.  “There  is  incontestable  evidence  that  any  health 
care  system  without  some  regulatory  control  is  soon 
bogged  down  by  the  ‘worried-well’,”  he  said. 

Rep.  John  Murphy  of  New  York,  a member  of  the 
Commerce  Committee,  said,  organized  medicine’s  plan 
“does  about  what  the  Federal  government  can  afford  to 
do  at  this  particular  time.  It  will  not  be  legislation  that 
overpromises  and  underperforms.” 

The  lawmaker  denied  “that  any  form  of  national 
health  insurance  is  preferable  to  what  we  have.  The 
right  kind  of  program  can  accomplish  much;  the  wrong 
kind  could  actually  do  harm.” 

“The  need  is  immediate,”  declared  Murphy.  “Be- 
cause the  program  utilizes  the  existing  structure  of  the 
private  insurance  industry,  there  can  be  a fast  start-up. 
There  will  be  a minimum  of  administrative  costs  and 
bureaucratic  delays. 

“This  is  the  place  to  start:  a sound  foundation  of 

comprehensive  health  services,  available  to  all  Ameri- 
cans, and  at  a reasonable  cost.” 

* * * 

The  AMA  has  told  Congress  that  Federal  legislative 
remedies  for  the  professional  liability  crisis  could  create 
a worse  situation  and  in  some  cases  result  in  even  higher 
liability  costs. 

Testifying  before  the  Senate  Health  Subcommittee 
headed  by  Sen.  Edward  Kennedy  (D.,  Mass.)  as  it 
opened  hearings  on  the  liability  issue,  AMA  President 
Malcolm  C.  Todd,  M.D.,  declared  “it  is  far  wiser  for 
states  to  enact  varied  innovative  legislative  responses  to 
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the  problem  than  to  have  an  untested  and  unproved 
scheme  enacted  on  a nationwide  basis  by  the  Federal 
government,  particularly  where  such  proposals  contain 
elaborate  provisions  for  Federal  government  regulation 
of  the  practice  of  medicine.” 

Dr.  Todd,  accompanied  by  Richard  E.  Palmer,  M.D., 
Chairman  of  the  AMA  Board  of  Trustees,  said  there’s  no 
question  a crisis  exists  in  medical  liability  insurance. 
“The  complexity  of  the  problem,  and  its  varied  causes 
convince  us,  however,  there  is  no  single  solution,  be  it 
arbitration,  *no-fault,’  or  anything  else.” 

Many  states  are  acting  on  the  liability  problem,  Dr. 
Todd  pointed  out.  “Perhaps  the  eventual  solution  in 
most  states  will  be  a synthesis  of  various  approaches 
...  . Enactment  of  a Federal  program  would  eliminate 
the  state’s  initiative  and  would  establish  a program  that 
would  fail  to  recognize  individual  state  problems,”  he 
said. 

One  of  the  bills  before  the  Subcommittee  proposes 
compulsory  arbitration  tied  to  licensure  and  relicensure 
of  physicians,  review  of  all  physicians’  services  by  Pro- 
fessional Standards  Review  Organizations  (PSRO’s),  ac- 
ceptance of  Federal  fee  schedules  under  Medicare,  and 
required  consultation  before  surgery.  These  restric- 
tions “have  no  demonstrated  relationship  to  the  prob- 
lems of  medical  liability  or  liability  insurance,”  Dr. 
Todd  told  the  Subcommittee.  “Rather  the  crises-need 
for  remedies  for  these  problems  is  being  used  as  a device 
for  imposition  of  further  government  meddling  in  the 
practice  of  medicine.” 

A somewhat  surprised  Sen.  Edward  Kennedy  (D., 
Mass.)  has  encountered  a wall  of  opposition  from  the 
major  groups  involved  in  the  medical  liability  crisis  with 
respect  to  Federal  intervention  as  a solution.  The  Ad- 
ministration has  joined  the  AMA,  the  American  Hospi- 
tal Association,  and  the  American  Trial  Lawyers  Associ- 
ation in  urging  that  the  Federal  government  keep  out  of 
the  liability  picture  at  least  for  the  time  being. 

Most  of  the  suggested  remedies  so  far  carry  bad  news 
for  some  group,  either  increased  governmental  controls 
on  physicians  and  hospitals,  loss  of  fee  income  for  law- 
yers, or  some  undermining  of  medical  consumers’  right 
to  sue.  In  addition,  insurance  has  always  been  very 
much  a state  prerogative  in  this  country  and  Federal 
legislation  that  infringes  on  states’  powers  over  insur- 
ance is  always  difficult  to  enact. 

In  the  absence  of  a clear  and  unequivocal  call  from 
some  segment  of  the  affected  public  and  professions,  the 
likelihood  of  Congressional  action  this  year  on  a broad 
liability  bill  appears  remote.  An  undercurrent  of  opin- 
ion on  Capitol  Hill  seems  to  be  that  the  problem  should 
be  faced  when  a national  health  insurance  program  is 
considered. 


An  Administration  proposal  to  tie  physician  reim- 
bursement for  Medicare  patients  to  levels  related  to  but 
under  “cost-of-living”  indexes  has  drawn  an  angry  pro- 
: test  from  the  AMA. 

The  new  payment  plan  would  carry  out  a provision  of 
the  Social  Security  Amendments  law  passed  in  1972 
which  tied  physicians’  reimbursement  under  Medicare 
to  economic  factors  geared  to  a cost-of-living  index. 
Health,  Education,  and  Welfare  Department  Secretary, 
Caspar  Weinberger,  said  the  proposed  regulations  were 


drafted  “so  that  Medicare  costs  will  follow  rather  than 
lead  inflationary  trends.” 

Richard  E.  Palmer,  M.D.,  Chairman  of  the  AMA 
Board  of  Trustees,  charged  that  there  is  an  “appalling 
lack  of  the  most  elementary  and  essential  information” 
about  the  proposal,  which  he  termed  “another  Federal 
attempt  to  cop  out  on  previous  commitments  to  the  el- 
derly and  to  shift  most  of  the  burden  onto  the  individual 
patient  and  the  physician.” 

Thirty  days  were  given  by  HEW  for  interested  parties 
to  comment  on  the  proposed  regulation  published  in  the 
Federal  Register  on  April  14. 

“We  have  been  given  just  thirty  days  to  respond  to  a 
whole  new  set  of  HEW  regulations  to  put  a lid  on  Medi- 
care reimbursement  rates,”  Dr.  Palmer  said.  “Since  the 
proposed  regulations  relate  to  a law  passed  over  two 
years  ago,  we  think  we  are  entitled  to  a minimum  of 
sixty  days  to  examine  them  and  reply. 

“Key  parts  of  the  regulations  are  not  even  available. 
HEW  has  offered  examples  of  how  the  new  regulations 
might  apply.  But  we  do  not  know  where  the  data  comes 
from  nor  how  they  were  developed. 

“These  regulations  apply  to  no  other  segment  of  the 
economy.  They  involve  price  rollbacks  to  1971  levels. 
They  also  seem  to  be  designed  to  save  Medicare  expen- 
ditures without  regard  to  the  possible  impact  on  other 
segments  of  medical  costs.” 

* * * 

President  Ford  has  nominated  Theodore  Cooper, 

M. D.,  as  Assistant  Secretary  for  Health  at  the  HEW  De- 
partment. The  post  is  the  most  powerful  health  job  in 
the  Federal  government. 

Dr.  Cooper  succeeds  Charles  C.  Edwards,  M.D.,  who 
resigned  January  5.  A native  of  Trenton,  N.J.,  Dr.  Coo- 
per, forty-six,  has  been  serving  as  Acting  Assistant  Sec- 
retary. He  is  a physiologist,  pharmacologist,  and  sur- 
geon. 

Ford  also  nominated  Donald  S.  Frederickson,  M.D., 
as  Director  of  the  National  Institutes  of  Health.  Dr. 
Frederickson,  fifty,  replaces  Robert  S.  Stone  who  re- 
signed January  31. 

Dr.  Cooper  has  served  as  Chief  Deputy  to  Dr.  Ed- 
wards following  a stint  as  head  of  the  National  Heart 
and  Lung  Institute.  He  is  regarded  as  a capable  admin- 
istrator whose  close  ties  to  the  scientific-academic  com- 
munity will  help  him. 

Dr.  Frederickson  also  served  as  Director  of  the  Na- 
tional Heart  Institute  and  had  been  a member  of  the 
NIH  scientific  staff  since  1953.  He  is  an  authority  on 
fat  transport  in  the  circulation  and  on  the  disease  of 
lipid  metabolism. 

* * * 

A measure  sponsored  by  the  AMA  to  remove  inequi- 
ties and  confusion  over  incentive  pay  bonuses  for  Feder- 
al medical  officers  has  been  introduced  in  Congress. 

The  bill  would  amend  the  law  to  enable  all  medical  of- 
ficers in  the  uniformed  services  to  be  eligible  for  the  spe- 
cial pay  bonus  on  entering  into  active  duty. 

The  incentive  pay  could  be  reduced  or  adjusted  to  re- 
flect amounts  that  the  Federal  government  had  already 
paid  or  any  benefits  which  have  already  been  received 
by  medical  officers  prior  to  the  commencement  of  their 
active  duty.  Introduced  by  Rep.  Thomas  Downey  (D., 

N. Y.),  the  bill  applies  to  the  military  and  the  Public 
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abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
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Medical  News 


CARE-MEDICO  needs 
personnel  overseas 

MEDICO,  a service  of  CARE,  which  maintains  criti- 
cally needed  medical  teams  in  developing  countries 
overseas,  has  issued  an  urgent  request  for  doctors, 
nurses,  and  dental  hygienist  tutors  to  train  counterpart 
personnel. 

A general  surgeon  is  needed  to  serve  in  Kabul,  Af- 
ghanistan, an  orthopedic  surgeon  in  Santo  Domingo,  the 
Dominican  Republic,  and  an  internist  for  Surakarta,  In- 
donesia. 

For  registered  nurses,  CARE-MEDICO  has  openings 
immediately  or  within  the  next  several  months  in  a 
choice  of  countries — Afghanistan;  Honduras;  Indonesia 
(including  general  duty,  pediatric,  and  operating  room 
nurses);  Jordan;  Nicaragua  (public  health  nurse).  Also, 
two  dental  hygienist  tutors  are  needed  to  work  in  Kadu- 
na,  Nigeria. 

These  are  two-year  contract  posts.  Applicants  must 
have  received  at  least  part  of  their  training  in  the  Unit- 
ed States  or  Canada  and  must  be  certified  and/or  li- 
censed by  same. 

For  details  on  salary,  fringe  benefits,  and  other  infor- 
mation write  to:  Leonard  Coppold,  Director  of  Con- 

tract Personnel,  MEDICO,  a service  of  CARE,  660  First 
Ave.,  New  York,  N.Y.  10016,  or  phone  Mr.  Coppold  at 
(212)  686-3110.  CARE-MEDICO  is  an  equal  opportu- 
nity employer  (m/f). 

Antibiotics  of  no  value 
against  common  cold 

Despite  the  fact  that  antibiotics  have  no  effect  on  the 
“common  cold”  in  children,  some  physicians  still  pre- 
scribe the  drugs  because  of  parental  pressure  or  their 
own  desire  to  be  “doing  something,”  four  University  of 
Vermont  physicians  have  commented  in  the  March  issue 
of  Pediatrics,  the  monthly  scientific  journal  of  the 
American  Academy  of  Pediatrics. 

The  common  cold — medically  known  as  a nonspecific 
upper  respiratory  infection  (URI) — Is  caused  by  a num- 
ber of  virus,  microscopic  disease-carrying  organisms. 
The  four  physicians  say  that  “the  proper  management 
of  a child  with  a viral  URI  is  in  fact  to  ‘do  nothing’  but 
to  advise  simple,  symptomatic  supportive  measures.” 

The  four  cite  numerous  studies  which  indicate  that 
antibiotics  do  not  shorten  the  course  of  the  common 
cold,  prevent  complications  “or  exert  any  beneficial  ef- 
fect.” 

The  Pediatrics  report  also  points  to  studies  which 
have  indicated  that  antibiotics  do  not  prevent  bacterial 
complications  of  the  common  cold,  a frequent  reason 
given  by  physicians  for  prescribing  the  drugs. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  eight  weeks  prior  to  publication  date. 


The  physicians  urge  pediatricians  to  diagnose  cases  of 
the  “common  cold”  carefully  to  distinguish  between  the 
viral  infections,  which  are  not  helped  by  antibiotics, 
and  bacterial  infections  which  can  be  improved  by  drug 
therapy. 

“The  public  must  be  educated  not  to  expect  the  ‘knee 
jerk’  administration  of  antibiotics  for  trivial  infections, 
especially  the  URI,”  the  physicians  write. 

“Patient  expense,  as  well  as  the  threat  of  adverse 
reactions,  should  prohibit  the  present  practice  by  some 
(physicians)  of  routinely  prescribing  tetracycline,  eryth- 
romycin, and  ampillicin,”  the  report  concludes. 

Authors  of  the  report  are  Lester  F.  Soyka,  M.D.,  Don- 
ald S.  Robinson,  M.D.,  Neil  Lachant,  M.D.,  and  Joseph 
Monaco,  M.D.,  from  the  Clinical  Pharmacology  Unit  of 
the  University  of  Vermont  College  of  Medicine. 

In  a second  Pediatrics  article,  Drs.  Soyka,  Robinson, 
and  Richard  P.  Lampert  also  say  that  the  use  of  oral  de- 
congestants in  treating  the  common  cold  may  have  little 
effect. 

“No  clearcut  evidence  exists  for  the  efficacy  of  oral 
decongestants  (against  the  common  cold)  and  their  use 
in  this  regard  may  be  more  in  the  nature  of  a placebo,” 
the  authors  write.  “Lacking  convincing  evidence,  one 
cannot  properly  recommend  on  a rational  basis  the  rou- 
tine use  of  decongestants  in  upper  respiratory  infec- 
tions.” 

Alcohol  abuse  among 
teenagers  increasing 

Alcohol  abuse  “is  a major  health  hazard  in  North 
America”  and  is  fast  supplanting  other  forms  of  drug 
abuse  as  a major  problem  among  teenagers  in  the  Unit- 
ed States  and  Canada,  two  committees  of  physicians 
have  reported  in  the  April  issue  of  Pediatrics,  the 
monthly  scientific  journal  of  the  American  Academy  of 
Pediatrics. 

The  statement,  authored  by  the  American  Academy 
of  Pediatrics’  Committee  on  Youth  and  the  Committee 
on  Adolescent  Medicine  of  the  Canadian  Paediatric  So- 
ciety, notes  that  alcohol  consumption  among  teenagers 
is  increasing  at  a time  when  use  of  “hard  drugs”  such  as 
amphetamines  and  hallucinogens  is  decreasing. 

“Alcohol  consumption,  by  virtue  of  its  long-standing 
social  acceptance,  is  considered  to  be  drug  abuse  only 
when  carried  to  an  extreme  form,”  the  statement  says. 
“Usage  of  other  drugs,  cannabis  (marihuana)  and  its  de- 
rivatives, for  example,  is  considered  by  most  societies  to 
be  so  dangerous  that  any  usage,  however  innocent,  is 
drug  abuse.  Both  attitudes  are  faulty,  and  potentially 
dangerous.” 

The  statement  cites  several  reasons  for  the  increase  in 
alcohol  consumption  and  alcohol-related  automobile  ac- 
cidents among  teenagers.  These  include:  1)  the  lower- 
ing of  the  drinking  age  from  twenty-one  to  eighteen  or 
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nineteen  in  most  places;  2)  anxiety  about  marihuana  use 
among  teenagers,  aided  by  some  police  attitudes  which 
treat  marihuana  use  as  drug  abuse  “while  alcohol  abuse 
is  overlooked  or  ignored”;  3)  the  use  of  advertising  with 
“its  youth-oriented  message”  portraying  the  use  of  alco- 
hol “as  being  socially  acceptable  and  fun”;  and  4)  “the 
social  acceptance  of  alcohol  consumption  by  adults  has 
lessened  the  anxiety  of  parents  toward  drinking  in  their 
children.” 

The  committees  point  out  studies  among  young  teen-  I 
agers  which  show  that  some  of  them  drink  not  only  be- 
cause of  peer  pressure  or  curiosity,  but  also  to  relieve 
tension  and  anxiety.  “Such  self-medication  paves  the 
way  for  drug  abuse  and  early  alcoholism,”  the  statement 
says. 

The  statement  recommends  the  inclusion  of  informa- 
tion about  alcohol  in  drug  education  programs  spon-  | 
sored  by  schools  and  other  organizations.  It  says  alco- 
hol must  be  recognized  as  “a  nonmedical  drug”  and 
urges  legislators  to  “better  define  the  differentiation  be- 
tween socially  acceptable  drug  usage  and  physically  or 
emotionally  harmful  drug  abuse.” 

It  also  urges  pediatricians  to  be  aware  of  the  problem 
and  try  to  identify  the  “underlying  factors”  in  the  teen- 
ager with  a potential  or  existing  problem  of  alcohol 
abuse. 

Regional  program  urges 
medical  center  support 

Central  New  York  Regional  Medical  Program  Adviso- 
ry Group  passed  two  resolutions  calling  for  adequate 
State  financing  and  pledging  assistance  to  the  State 
University  of  New  York  Upstate  Medical  Center  in  its 
battle  for  flexibility  to  serve  patients  and  operate  effi- 
ciently within  the  State  system  at  its  meeting  April  3, 
1975, in  Syracuse. 

Upstate  Medical  Center  in  Syracuse  serves  as  a refer- 
ral facility  providing  specialized  services  for  patients 
throughout  Central  New  York. 

CNYRMP,  a federally  funded  program,  is  currently 
funding  four  regional  patient  care  services  headquartered 
at  Upstate.  Continuation  of  at  least  two  of  these — the 
burn  center  and  kidney  transplant  program — are  in 
danger  of  termination  if  the  Center  does  not  get  its  bud- 
get increases  approved. 

“We  have  been  working  for  eight  years  to  develop  ac- 
tion programs  to  improve  local  health  care,”  John 
Murry,  CNYRMP  director  explains.  “We  feel  our  ef- 
fort in  bringing  new,  but  vital,  health  care  services  to 
Central  New  York  is  threatened  by  the  manner  in  which 
Upstate  Medical  Center  is  financed  by  the  State  of  New 
York,”  he  said. 

In  the  budget  approved  by  the  State  legislature,  Up- 
state received  a $2.3  million  increase  over  last  year,  far 
below  what  was  requested.  A minimal  $3.1  million  ad- 
ditional is  needed  to  allow  the  Center  to  maintain  ser- 
vices at  least  at  the  current  level.  Upstate  is  trying  to 
obtain  these  monies  through  the  State  supplemental 
budget  and  gaining  access  to  the  funds  it  generates. 
Under  the  current  system  Upstate’s  income  goes  direct- 
ly to  the  State’s  general  fund.  Last  year  the  Center 
earned  $3  million  more  than  anticipated,  but  still  does 
not  have  access  to  this  money. 
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The  resolutions  approved  by  the  CNYRMP  Advisory 
Group  consisting  of  health  professionals  and  consumers 
from  the  17  county  area  stated: 

“Statement — The  Upstate  Medical  Center  is  consid- 
ered a community  health  resource  for  Central  New 
York.  The  financial  arrangement  currently  used  by 
New  York  State  for  the  Upstate  Medical  Center  is  a to- 
tally unworkable  arrangement  which  causes  inefficiency, 
uncertainty,  and  eventually,  inadequate  medical  service. 
From  a 17-county  perspective,  the  Upstate  Medical 
Center  is  a regional  health  resource  and  must  have  the 
flexibility  necessary  to  meet  the  needs  of  our  region. 
Those  needs  usually  express  themselves  in  highly  spe- 
cialized and  expensive  health  services.” 

“Resolved — That  the  CNYRMP  request  that  the 
Governor,  SUNY,  the  Office  of  Budget,  and  our  elected 
representatives  recognize  the  unique  role  of  the  Upstate 
Medical  Center  in  our  region,  and  provide  adequate  fi- 
nancing and  flexibility  so  that  it  may  carry  out  its 
responsibilities  to  our  area.” 

“Resolved — That  CNYRMP  in  its  final  days  could  do 
a significant  service  to  the  Central  New  York  Region  by 
working  on  the  fiscal  problems  of  Upstate  Medical  Cen- 
ter to  give  it  more  flexibility.  This  could  be  done  by 
using  voluntary  effort,  staff  resources,  and  fiscal  re- 
sources to  support  a task  force  for  this  effort.” 

CNYRMP  will  go  out  of  business  within  the  next  few 
years  when  a Health  Service  Agency  is  formed  to  cover 
the  area  as  called  for  in  new  Federal  legislation. 

Counties  covered  by  CNYRMP  are  the  same  as  Up- 
state Medical  Center’s  area  of  service  as  a referral  cen- 
ter. They  are:  Broome,  Cayuga,  Chenango,  Cortland, 
Franklin,  Herkimer,  Jefferson,  Lewis,  Madison,  Oneida, 
Onondaga,  Oswego,  St.  Lawrence,  Tioga,  and  Tompkins 
in  New  York  and  Bradford  and  Susquehanna  Counties 
in  Pennsylvania. 

Analysis  of  length  of  stay  patterns 
in  tonsillectomy  and  adenoidectomy 

There  is  sufficient  data  in  New  York  State  Hospital 
Utilization  Review  (March  28,  1975)  to  analyze  the 
length  of  stay  patterns  for  this  procedure  in  168  hospi- 
tals. 

The  first  analysis  shows  that  69  per  cent  of  hospitals 
have  a characteristic  and  practically  unvarying  length  of 
stay.  Of  these,  42  per  cent  in  the  longer  stay  category 
average  2.2  days  total  stay.  In  the  shorter  category, 
there  are  27  per  cent  of  hospitals  showing  an  average 
total  stay  of  1.2  days.  These  two  groups  differ  uniform- 
ly in  one  respect.  The  shorter  stay  hospitals  have  a zero 
day  preoperative  stay.  The  longer  stay  hospitals  have  a 
one  day  preoperative  stay.  The  remaining  31  per  cent 
of  hospitals  show  a distribution  of  average  preoperative 
stay  ranging  from  0.3  to  more  than  1.2  days. 

For  those  hospitals  showing  the  short  stay  pattern,  87 
per  cent  of  discharges  were  in  the  hospital  one  night  or 
less.  In  the  long  stay  group,  92  per  cent  stayed  two  or 
more  nights.  A tabular  presentation  of  the  data  is 
shown  above. 

Prepubescent  girls  can  compete 
against  boys  in  sports  activities 

“There  is  no  reason”  why  prepubescent  girls  and  hoys 


Length  of  stay  analysis  for  hypertrophy  of  tonsils  and  adenoids 
(operated) 


Hospital  Pre- 

Hospital  Pre- 

operative Stay 

operative  Stay 

Characteristics 

Characteristics 

Short* 

Long** 

1.2 

Average  total  stay 

2.2 

87% 

Per  cent  of  discharges 
staying  one  night  or  less 

8% 

13% 

Per  cent  of  discharges 
staying  two  or  more  nights 

92% 

47 

Number  of  hospitals 

72 

848 

Number  of  discharges 

448 

27% 

Per  cent  of  hospitals*** 

42% 

* Short:  Hospitals  having  an  average  preoperative  stay  of  .2 
days  or  less. 

**  Long:  Hospitals  having  average  preoperative  stays  of  1.0, 
1.1,  or  1.2  days. 

***  69  per  cent  of  Hospitals  have  either  a characteristically 
long  or  short  preoperative  stay.  The  remaining  31  per  cent  of 
hospitals  have  average  preoperative  stays  of  between  .3  and  .9 
days  or  greater  than  1.2  days. 


cannot  compete  against  each  other  in  sports,  physical 
education  and  recreational  activities,  the  American 
Academy  of  Pediatrics’  Committee  on  the  Pediatric  As- 
pects of  Physical  Fitness,  Recreation,  and  Sports  com- 
mented in  the  April  issue  of  Pediatrics,  the  monthly  sci- 
entific journal  of  the  Academy. 

Medical  intensive  care  unit 
dedication 

Beth  Israel  Medical  Center’s  recently  remodeled  med- 
ical intensive  care  unit  was  formally  dedicated  on  Janu- 
ary 21,  1975,  in  honor  of  its  chief  of  ten  years,  Gerald  J. 
Friedman,  M.D. 

Personalities 

Appointed:  Austin  Smith,  M.D.,  as  editor-in-chief  of 
Medical  Times,  effective  July,  1975.  Dr.  Smith  suc- 
ceeds Charles  A.  Ragan,  Jr.,  M.D.,  who  will  also  retire 
this  year  from  his  post  as  chairman,  Department  of 
Medicine,  Columbia  University  College  of  Physicians 
and  Surgeons.  Dr.  Ragan  will  remain  on  the  staff  of 
Medical  Times  in  an  advisory  capacity.  Dr.  Smith  was 
formerly  editor  and  managing  publisher  of  the  Journal 
of  the  American  Medical  Association,  and  editor-in- 
chief  and  managing  publisher  of  AMA  specialty  jour- 
nals, positions  he  held  for  nine  years.  He  has  also 
served  the  AMA  as  secretary,  Council  on  Pharmacy  and 
Chemistry  of  the  AMA,  and  as  director,  Division  of 
Therapy  and  Research. 

Elected:  Albert  A.  Dunn,  M.D.,  New  York  City,  as 

vice-speaker,  Council  of  the  American  College  of  Radiol- 
ogy. 

Honored:  M.  Swick,  M.D.,  of  New  York  City,  recently 
returned  from  Berlin,  Germany,  forty-six  years  after  his 
original  discovery  of  uroselectan  for  intravenous  urogra- 
phy and  subsequently  his  hippuran.  These  were  the 
forerunners  of  our  present  compounds  for  urography 
and  angiography.  Dr.  Swick  was  invited  to  Berlin  to 
lecture  in  German  and  to  receive  an  honorary  Doktorate 
in  Medicine  from  the  Free  University  of  Berlin  and  then 
an  Honorary  Mitglied  from  the  Berlin  Urologic  Society 
. . . George  J.  Todaro,  M.D.,  chief  of  the  viral  leukemia 
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and  lymphoma  branch,  National  Cancer  Institute,  by 
the  American  Society  for  Experimental  Pathology,  as 
the  “member  under  forty  years  of  age  who  has  made  the 
most  outstanding  contribution  to  the  conquest  of  dis- 
ease” in  the  past  year.  The  $1,000  check  and  gold 
medal  given  by  the  award  sponsor,  Parke,  Davis  & Com- 
pany, was  presented  by  Robert  A.  Good,  M.D. 


The  sequel  of  multiple  drug  therapy 
drug  interactions 

Marvin  A.  Peters,  Ph.D.,  in  Medical  Arts  and  Sci- 
ences 28:  17  (1974),  swiftly  and  skillfully  sketches  po- 
tential problems  and  hazards  in  multiple  drug  therapy. 
During  one  hospitalization,  a patient  may  get  10  to  30 
drugs  or  more,  in  addition  to  being  exposed  to  environ- 
mental chemicals,  all  of  which  may  alter  the  response  to 
> a given  drug.  Two  drugs  may  inactivate  each  other  or 

I alter  the  state  of  metabolism  and  excretion  of  other 
irugs  as  well  as  themselves,  thus  altering  the  duration 
ind  intensity  of  the  drug’s  action.  Only  after  a thor- 
I iugh  understanding  of  the  basic  pharmacologic  princi- 
ples of  each  drug  given,  along  with  a knowledge  of  the 
irugs  and  foreign  compounds  (prescribed  and  nonpre- 
cribed)  to  which  the  patient  is  exposed  can  a clinician 
onscientiously  use  other  drugs  in  a rational  manner 
vithout  increasing  danger  of  further  harm  to  the  pa- 
ient. 
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Health  Service  Commissioned  Corps.  There  have  been 
many  complaints  that  the  bonus  provisions  have  led  to 
instances  where  junior  men  were  receiving  higher  pay 
than  veteran  superiors. 

* * * 

Congressional  plans  for  quick  action  on  health  insur- 
ance for  the  unemployed  have  bogged  down  in  a juris- 
dictional argument  between  the  House  Commerce  and 
Ways  and  Means  Committees.  Both  committees  have 
bills — neither  of  which  call  for  Social  Security  involve- 
ment— but  rival  committee  members  seem  determined 
to  block  each  others  bill  from  the  floor. 

The  significance  of  the  rivalry  between  the  two  bills 
has  been  expressed  by  Ways  and  Means  member  Repre- 
sentative James  Hastings  (R.,  N.Y.)  who  says  the  out- 
come “.  . . will  decide  in  this  House  who  is  going  to  write 
national  health  insurance  legislation”  for  everybody. 


Medical  Practice  and  Contingent  Legal  Fee 
Chronic  Disease  Hospital 
Strongyloidiasis  with  Massive  Hyperinfection 

Geriatrics 

Lithium  Prophylaxis  in  Affective  Disorders 
Malpractice  and  Contingent  Fee 
Immunologic  Indices  in  Alzheimer’s  Disease 
Deductible  Malpractice 

Clinicopathologic  Conferences 

Surgery  for  Cardiac  Structural  Sequels 
of  Myocardial  Infarction 
Internal  Mammary  Artery;  Coronary  Bypass 
Graft  in  Myocardial  Revascularization 
Humidification  During  Anesthesia 

Clinical  Capsules 

Carcinoma  of  Male  Breast 
Foreign  Technical  Assistance 
Ear  Piercing 

Basal-Cell  Carcinoma  in  Office  Practice 
Neuroblastoma  in  Adolescence  and  Adulthood 
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For  further  information  write  Director,  Institute  of 
Human  Nutrition,  Columbia  University,  511  West  166th 
Street,  New  York,  N.Y.  10032 

Multidisciplinary  approach  to  the 
management  of  the  cancer  patient 

A special  series  of  programs  on  the  “Multidisciplinary 
Approach  to  the  Management  of  Cancer  Patient,”  is 
being  sponsored  by  the  American  Cancer  Society’s 
Brooklyn  Unit. 

The  programs,  in  cooperation  with  Maimonides  Med- 
ical Center,  are  held  on  the  first  and  fifth  Thursday  of 
each  month  and  began  on  May  1 and  will  end  on  Decem- 
ber 4,  1975,  from  10  a.m.  to  12  noon,  in  the  Saltzman 
Auditorium,  Maimonides  Medical  Center,  4802  Tenth 
Avenue,  Brooklyn. 

This  is  one  of  a series  of  programs  on  a grant  for  pro-  | 
fessional  education  from  the  New  York  City  Division  of 
the  American  Cancer  Society. 

Continuing  advanced  education  for  doctors  is  one  of 
the  highest  priorities  of  the  Society  to  help  assure  pa-  1 
tients  the  best  possible  benefits  from  new  research  de- 
velopments. 

Subjects  for  special  focus  include  sarcomas,  malignant  q 
melanoma,  tumors  of  the  small  bowel,  pancreas,  liver, 
thyroid,  central  nervous  system,  parathyroid  and  adre-  ■ 
nal  gland,  pediatric  oncology,  acute  and  chronic  leuke- 
mia, gynecological  and  genitourinary  tumors. 

No  registration  is  necessary  and  there  is  no  fee. 

For  further  information,  contact  the  American  Cancer 
Society’s  Brooklyn  Unit,  141  Livingston  Street,  Brook- 
lyn, ULster  8-8200. 
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Dear  Fellow  Member: 

The  U„  S.  Savings  Bonds  program  merits  our  support  now 
more  than  ever  before.  From  a patriotic  standpoint  we  make 
a minimum  contribution  indeed  when  we  help  here.  We  thus 
promote  the  sound  management  of  the  public  debt.  It  also 
helps  families  to  build  financial  security  through  systematic 
saving.  The  Bond  program  deserves  our  enthusiastic  personal 
participation  from  the  standpoint  of  individual  self-interest. 

For  one  thing,  today's  Series  E Bonds  are  more  attractive 
than  ever  before.  They  offer  an  interest  rate  of  6%  when 
held  to  maturity  of  5 years.  They  are  backed  by  the  govern- 
ment and  fully  protected  against  loss,  theft,  or  destruction. 

In  addition,  they  have  important  tax  advantages:  interest 

is  exempt  from  State  or  local  income  taxes,  and  the  Federal 
tax  can  be  deferred  until  redemption. 

Because  of  their  safety  and  guaranteed  value,  buying 
Savings  Bonds  is  an  ideal  way  to  achieve  long-range  savings 
goals  such  as  for  education,  home  ownership,  travel,  and  re- 
tirement. Obviously  the  best  way  to  buy  them  is  the  automatic 
way  --  either  through  the  Payroll  Savings  Plan  where  you  work 
or  the  Bond-a-Month  Plan  at  your  bank. 

If  you  haven't  thought  about  U»  S.  Savings  Bonds  lately, 
this  is  the  time  you  did.  They  help  the  country  and  our  economy 
but  more  important  and  to  the  point,  they  help  you! 


Sincerely, 


Henry  I.  Fineberg,  M.D. 
Executive  Vice-President 
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Books  Reviewed 


Dye  Curves:  The  Theory  and  Practice  of  Indicator 
Dilution.  Dennis  A.  Bloomfield,  Editor.  Illustrated, 
450  pages.  Baltimore,  Maryland,  University  Park 
Press,  1974.  Cloth,  $27.50. 

This  well-prepared  book  succeeds  in  its  main  aim  of 
providing  thorough  and  readable  instructions  for  clini- 
cal users  of  dye  dilution  curves.  It  also  succeeds  in  its 
other  aims,  reviewing  the  scientific  aspects  of  indicator 
dilution  methodology,  and  mentioning  the  numerous 
ramifications  of  the  subject  which  make  it  relevant  also 
to  nuclear  medicine,  research  radiology,  the  study  of  re- 
gional blood  flow,  and  other  topics. 

The  book  belongs  in  every  cardiac  catheter  laborato- 
ry, where  it  will  clearly  help  the  trainee.  It  may  do 
much  more,  by  walking  him  through  the  gateway  from 
routine  toil  into  the  world  of  science,  with  its  mind- 
stretching possibilities,  its  uncertainties,  and  its  relative 
certainties  which  are  based,  often,  on  the  work  of  con- 
tributors to  the  book.  Dr.  Bloomfield’s  work  will  be  re- 
ferred to  by  many  scholars  as  well  as  by  its  primary  au- 
dience, the  trainees  in  cardiology.  The  latter  will  not 
find  a completely  lucid  explanation  of  the  elementary 
dye  curve  calculation,  and  indeed  there  is  none  in  the 
literature  which  can  rival  Paul  Wood’s  simple  numerical 
example,  published  in  “Diseases  of  the  Heart.”  The 
current  developments  marginal  to  clinical  dye  curves 
make  this  a timely  book,  but  its  place  in  the  practical 
world  is  elegantly  illustrated  by  the  terminal  paragraph, 
on  computers  and  dye  curves,  which  points  out  that  not 
even  the  most  advanced  computer-calculator  can  make 
up  for  a technically  poor  dye  curve.  Colin  Grant,  M.D. 

Diagnostic  Ultrasound.  By  Donald  L.  King.  St. 
Louis,  C.  V.  Mosby  Company,  1974.  Illustrated,  311 
pages.  Cloth,  $42.50. 

The  literal  explosion  of  interest  in  medical  sonogra- 
phy has  brought  to  the  attention  of  many  physicians  the 
possibilities  of  this  “new”  modality  but  has  left  many 
frustrated  as  to  a source  of  information  regarding  its  ap- 
plications, limitations,  and  potential  hazards.  “Diag- 
nostic Ultrasound”  is  an  excellent  review  for  both  the 
uninitiated  and  expert. 

Dr.  King  is  one  of  the  pioneers  in  this  specialty  and 
brought  together  a group  of  experts  for  a symposium  at 
Columbia  University  in  1973.  The  text  is  a result  of 
this  meeting  and  very  well,  today,  stands  unique  in  its 
review  of  the  various  areas  in  ultrasound.  Each  contrib- 
utor discusses  not  only  the  basics  of  his  area  of  expertise 
but  extends  these  into  a high  level  review  of  their  expe- 
rience and  finally  into  the  predictions  for  the  future. 
Dr.  Holmes  covers  the  history  and  renal  applications  of 
ultrasound,  Dr.  McKinney,  the  neurologic  areas  in  ultra- 
sound, Dr.  Gramiak,  Dr.  Kotler,  Dr.  King,  and  Dr.  John- 
son, the  cardiac  applications  of  ultrasound,  Dr.  Von 
Micsky  and  Donald,  the  Ob/Gyn  applications  of  ultra- 
sound, Dr.  Leopold,  the  abdominal  applications  of  ultra- 


sound and  Dr.  Coleman,  the  ophthalmologic  applica- 
tions of  ultrasound.  Sections  on  Technique  and  Basic 
Physics  are  reviewed  by  Drs.  Baum,  King,  Lele,  and  Mr. 
Baker. 

There  is  essentially  no  fault  that  can  be  found  in  this 
volume  as  it  represents  the  opinion  of  highly  experi- 
enced individuals  in  their  disciplines. 

“Diagnostic  Ultrasound”  is  recommended  to  anyone 
interested  in  this  modality  and  everyone  irrespective  of 
their  level  of  training  will  find  this  a very  profitable 
reading  experience.  Joshua  A.  Becker,  M.D. 

The  Challenges  of  Community  Medicine.  Robert  L. 
Kane,  Editor  and  Author.  New  York,  Springer  Pub- 
lishing Company,  1974.  369  pages.  Cloth,  $13.50 

In  the  first  article  in  this  book  the  author,  who  is  also 
the  editor,  throws  down  the  gauntlet  of  challenge  by 
quoting  from  the  famous  1910  report  of  Abraham  Flex- 
ner,”.  . .the  physician’s  function  is  fast  becoming  social 
and  preventive,  rather  than  individual  and  curative.” 

An  additional  14  articles  in  this  book  aim  to  give  the 
reader  a taste  of  the  far-ranging  social  and  preventive 
perspectives  of  community  medicine.  Topics  covered 
include  the  art  of  community  diagnosis,  a review  of  gen- 
eral epidemiology,  a look  at  what’s  really  preventable  in 
disease  control,  the  economics  of  the  health  care  indus- 
try, the  emerging  role  of  consumers,  evaluation,  air  pol- 
lution, occupational  medicine,  population  planning,  and 
aspects  of  behavioral  science  in  medicine. 

A feature  worth  noting  in  the  article  on  general  epi- 
demiology, by  Dr.  Thomas  M.  Mack,  is  a summary  of 
objectives  for  the  reader.  The  author  enumerates  the 
behavioral  changes  that  he  anticipates  the  reader  will 
achieve  as  a result  of  studying  his  article.  Additionally, 
this  article  has  a five-page  appendix  that  lists  sources  of 
data  for  epidemiological  investigations. 

Furthermore,  students  and  novitiates  should  appreci- 
ate the  glossary  of  commonly  used  terms  in  community 
medicine. 

Another  appendix,  by  Dr.  Hugh  S.  Fulmer,  details  an 
approach  to  the  teaching  of  epidemiology.  This  section 
will  be  most  useful  to  community  medicine  instructors 
as  a source  of  stimulation  and  consideration  with  stu- 
dents perhaps  having  lesser  interest. 

A prime  goal  of  the  editor  is  to  illustrate  the  multidis- 
ciplinary nature  of  community  medicine.  This  is  admi- 
rably achieved  as  can  be  noted  from  the  background  of 
the  contributors  as  well  as  the  range  of  subject  matter 
covered.  There  can  be  no  doubt  that  a team  concept 
emerges  loudly  and  clearly. 

Perhaps  Sir  Francis  Bacon’s  advice  can  be  taken  with 
regard  to  this  book  depending  on  your  individual  inter- 
est. If  you  are  a practicing  physician  not  in  community 
medicine,  taste  the  book.  If  you  are  in  a health  profes- 
sion directly  related  to  community  medicine,  swallow 
the  book  for  a review  of  areas  of  specific  appeal.  If  you 
are  a medical  student  or  a student  in  another  health 
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profession,  chew  and  digest  the  book  to  gain  an  illumi- 
nating overview  of  the  scope  and  content  of  community 
medicine.  Allen  D.  Spiegel,  Ph.D.,  M.P.H. 

Psychiatry  in  Primary  Care.  By  Remi  J.  Cadoret, 
M.D.,  and  Lucy  J.  King,  M.D.  St.  Louis,  C.  V.  Mosby 
Company,  1974.  Paper,  339  pages.  Price,  $12.95. 

This  text  will  be  of  interest  to  the  general  practitioner 
or  that  group  of  physicians  who  are  being  groomed  for 
primary  care,  the  so-called  family  physician.  Some  as- 
pects of  the  treatment  given  go  beyond  such  needs  and 
surely  no  primary  physician  would  presume  to  give  elec- 
troconvulsive treatment  or  feel  qualified  in  some  aspects 
of  psychotherapy.  The  other  chapters,  particularly 
those  dealing  with  hysteria,  schizophrenia,  and  psychi- 
atric emergencies  should  be  helpful. 

Interpretation  of  Diagnostic  Tests.  A Handbook 
Synopsis  of  Laboratory  Medicine.  By  Jack  Wallach, 
M.D..  Boston,  Little,  Brown  and  Company.  Cloth,  529 
pages.  Price,  $7.95. 

The  revised  edition  of  this  little  volume,  so  chock  full 
of  fundamental  facts  and  figures  is  even  more  helpful 
than  the  previous  edition.  The  first  31  pages  give  “nor- 
mals by  method  used  for  ready  reference.  The  second 
section  of  the  book  again  offers  the  ready  opportunity 
for  the  facile  utilization  of  the  text  material  as  an  effec- 
tive instrument  for  differential  diagnosis;  the  careful 
and  complete  listings  of  disease  states  associated  with 
their  characteristic  specific  test  abnormalities  is  just 
that.  The  converse  situation  prevails  in  the  third  sec- 
tion of  the  text  where  the  test  abnormalities  for  the  ap- 
plicable tests  are  listed  separately  by  organ  systems.  A 
new,  final  portion  of  the  volume  has  been  added  to  the 
previous  edition  and  though  short,  presents  important 
data,  listing  as  it  does  the  effects  of  the  many  drugs  now 
in  widespread  use  on  laboratory  test  values,  an  im- 
portant bit  of  meaningful  information. 

This  text  is  a desirable  investment  for  it  spares  time 
and  effort  and  is  a very  economical,  much  needed 
source. 

The  Humanities  and  Medicine.  Texas  Reports  on 
Biology  and  Medicine.  Special  Issue,  Volume  32, 
Number  1,  Spring  1974.  Edited  by  Chester  R.  Burns 
and  H.  Tristram  Engelhardt,  Jr..  311  pages,  Galveston, 
Texas,  Texas  Reports,  University  of  Texas  Medical 
Branch,  1974.  Paper. 

This  volume  merits  careful  perusal  and  analytical 
study.  It  represents  a compilation  by  a group  of  schol- 
ars in  their  fields  of  specialized  interest  that  proximate 
the  humanities,  history,  law,  philosophy,  ethics,  theolo- 
gy, and  medicine  where  they  touch  on  each  other.  All 
can  benefit  from  such  a review  and  the  old  and  new 
ideas  expressed.  This  volume  broadens  one’s  scope  in 
these  important  fields  as  they  affect  the  practice  of 
medicine.  Any  physician  with  a broad  interest  will  find 
this  text  a valuable  source  and  stimulus. 

Stroke  and  Its  Rehabilitation.  Sidney  Licht,  M.D., 
Editor.  New  Haven,  Connecticut,  Elizabeth  Licht, 
1974.  Illustrated.  Price. 

The  twelfth  volume  of  the  Physical  Medicine  Library 
lucidly  delineates  the  contemporary  multidisciplinary 


management  of  the  patient  with  residuae  of  cerebrovas- 
cular disease,  a clinical  entity  whose  therapy  had  been 
considered  with  both  pessimism  and,  too  frequently, 
hopelessness  in  the  past. 

The  editor  and  15  other  well-known  contributors  have 
portrayed  the  dynamic  and  strategic  role  of  the  rehabili- 
tation medicine  approach  to  this  demographically  im- 
portant disease  process.  The  work  is  a welcome,  much 
needed  addition  to  the  literature  on  stroke. 

The  well  illustrated  volume  is  highly  recommended 
for  all  physicians  regardless  of  specialty;  resident  physi- 
cians, medical  students,  allied  health,  nursing,  and  other 
health  care  personnel.  Chapters  on  the  history  of 
stroke,  nursing  care,  wheelchairs  for  hemiplegics,  and 
especially  neurophysiologic  therapy,  among  others,  are 
especially  noteworthy. 

The  usual  uneven  variations  in  writing  style  observed 
in  most  multiauthored  books  are  not  present  and  there 
are  bibliographic  references  for  each  chapter. 

Dr.  Licht  is  to  be  commended  again  for  the  addition 
of  this  definitive  work  to  the  preceding  volumes  of  the 
unique  Physical  Medicine  Library.  It  should  be  in  the 
medical  library  of  all  who  are  interested  in  the  total 
treatment  of  patients  with  this  important  disease  entity. 
Joseph  G.  Benton,  M.D. 

Successful  Aging.  The  Facts  and  Fallacies  of 
Growing  Old.  By  Olga  Knopf,  M.D.  New  York,  N.Y., 
The  Viking  Press,  1974. 

In  their  study  of  a “normal”  aged  population,  “Grow- 
ing Old:  The  Process  of  Disengagement,”  Cummings 

and  Henry1  postulated  that  disengagement  from  socially 
valued  instrumental  activities  was  a cardinal  feature  of 
the  aging  process. 

Dr.  Knopfs  book,  “Successful  Aging — The  Facts  and 
Fallacies  of  Growing  Old,”  written  at  the  age  of  eighty- 
six,  and  its  subject  matter,  refutes  in  a demonstrable 
and  compelling  manner  that  disengagement  is  an  inexo- 
rable fate  for  the  aged  person. 

An  active  teacher  and  resident  supervisor  at  the  Mt. 
Sinai  School  of  Medicine,  Dr.  Knopf  admirably  demon- 
strates by  precept  and  word  that,  at  least  for  the  profes- 
sional blessed  with  good  genes  (she  comes  from  a long 
lived  family)  and  unflagging  energy  and  enthusiasm,  the 
aging  process  need  not  be  accompanied  by  withdrawal 
from  “the  action.” 

The  format  of  Dr.  Knopfs  guide  to  successful  aging  is 
that  of  a series  of  short  one  page  or  less  sections,  written 
in  refreshingly  nontechnical  fashion,  grouped  into  13 
chapters.  These  include  a range  of  important  areas 
such  as  “Retirement;  Fantasy  and  Fact;”  “The  Use  of 
Leisure  Time;”  “Sexual  Adaptation  in  Later  Life;”  and 
“The  Aged  Parent  and  His  Family.” 

The  longest  and  best  chapter  reviews  practical  issues 
regarding  “living  arrangements”  for  the  elderly.  Here 
Dr.  Knopf  is  at  her  best,  with  specific  advice  regarding 
the  pros  and  cons  of  various  “retirement”  settings,  rang- 
ing from  mobile  home  parks  to  “Senior  Citizen”  hotels 
and  private  nursing  homes.  Her  recounting  of  an  inter- 
change with  a venal  proprietor  of  a private  nursing 
home  is  a clear  indication  of  the  need  for  the  long-de- 
layed public  airing  of  the  current  status  of  the  nursing 
home  industry  now  in  the  offing  at  Federal,  state,  and 
local  levels.  It  also  serves  as  a signal  example  of  how 
readily  the  practitioner  concerned  with  the  patient’s 
total  welfare  can  and  should  investigate  and  gain  first- 
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hand  knowledge  of  the  significance  of  a recommenda- 
tion to  “place”  an  elderly  and  incapacitated  patient. 

Another  highly  practical  section  details  names  and 
addresses  of  a number  of  agencies  and  organizations 
which  can  serve  as  resources  for  information  useful  to 
the  physician,  the  family  and  the  patient  in  need  of 
guidance  regarding  programs  and  services  for  the  aged. 

Other  chapters  are  less  useful,  and  suffer  from  a too 
heavy  reliance  on  personal  experience  and  anecdote.  In 
part,  this  is  pathognomonic  of  the  literature  in  this  field 
(cf.  Simone  DeBeauvoir’s  “The  Coming  of  Age,”2  which 
has  suffered  from  a dearth  of  hard  data.  Fortunately, 
this  gap  is  being  filled  as  more  researchers  with  Federal 
support  are  directing  efforts  to  produce  more  systematic 
information  to  separate  fact  from  fantasy  regarding  the 
aging  process.3 


In  summary,  this  book  can  be  of  real  use  to  the  clini- 
cian in  counseling  the  aging  patient  and  his  family. 
Nontechnical  in  language  and  straightforward  in  its  pre- 
sentation, it  can  also  be  readily  recommended  to  the  lay 
reader  contending  with  such  issues  as  retirement,  inter- 
generational  conflicts,  and  other  matters  relating  to  ra- 
tional planning  for  what  should  be  a part  of,  rather  than 
a termination  of,  the  life  process. 


1.  Cummings,  E.,  and  Henry,  W.  E.:  Growing  Old:  The 
Process  of  Disengagement,  New  York,  Basic  Books,  1961. 

2.  DeBeauvoir,  S.:  The  Coming  of  Age;  The  Study  of  the 
Aging  Process,  New  York,  Putnam,  1972-. 

3.  Busse,  E.  W.,  and  Pfeiffer,  E.:  Behavior  and  Adaptation 
in  Later  Life,  Boston,  Little  Brown  and  Company,  1969. 
Morton  G.  Miller,  M.D. 
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Recurrent  or  persistent  hematuria 

Since  the  introduction  of  the  renal  biopsy  technic, 
glomerulonephritis  (notably  the  focal  local  proliferative 
type)  and  interstitial  nephritis  have  been  associated 
with  recurrent  or  persistent  hematuria.  Recently,  im- 
munoglobulins and  complement  components  have  been 
found  to  be  deposited  in  the  glomerular  mesangial  area 
of  these  hematuria-associated  glomerulonephritides, 
suggesting  immunologically  meditated  disease.  In  “Re- 
current or  Persistent  Hematuria:  Sign  of  mesangial  im- 
mune-complex deposition,”  by  Levinus  B.  A.  Van  de 
Putte,  M.D.,  and  associates,  New  England  Journal  of 
Medicine  290:  1165  (May  23)  1974,  renal  biopsies  were 
done  on  47  patients  with  persistent  or  recurrent  hema- 
turia not  explained  by  urinary  tract  abnormalities  or 
manifest  renal  disease.  Histologic  examination  showed 


a mesangial  proliferative  glomerulonephritis  in  34  of 
these  patients.  Granular  deposits  of  immunoglobulins 
and  complement  components  were  present  in  the  glo- 
merular mesangial  area  in  15  of  24  patients  whose 
biopsies  were  examined  by  immunofluorescent  technics. 
IgM,  d i C,  and  Clq.  were  deposited  in  all  patients,  IgA  in 
10,  and  IgG  in  only  2.  The  intensity  of  immunofluores- 
cent staining  correlated  with  glomerular  proliferative 
reaction  as  judged  by  light  microscopy.  Electron -dense 
granular  deposits  in  the  mesangial  area  were  found  ex- 
clusively in  patients  with  active  disease.  The  glomeru- 
lonephritis in  these  patients  was  caused  by  an  IgM  and 
IgA  antibody-associated  mesangial  immuno-complex 
pathway.  Follow-up  in  41  patients  and  repeated  renal 
biopsies  in  11  indicated  a good  prognosis. 


“I  don’t  like  him,  but  I’m  having  a urinary  problem 


and  I don’t  believe  in  switching  doctors  in  midstream.” 
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MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 


MISCELLANEOUS 


BILLS  COLLECTED-ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 

RARE  COINS— GOLD,  SILVER.  TYPE  COINS  APPROVED  AND  CERTI- 
fied  for  Keogh,  pension  or  private  investment.  Bullion  fluctuates  and  is  specu- 
lative, but  select  rare  coins  increase  value  consistently.  Physician’s  hobby 
of  many  years  converted  to  sound  counseling  service.  Confidential,  write  for 
recommended  plan.  Dept.  475,  e/o  NYSJM. 

TOTAL  FILM  PRODUCTION:  HAVE  YOU  A NEW  MEDICAL  TECH 

nique  to  share  with  colleagues,  at  seminars,  etc.?  Have  your  process  filmed 
for  greatest  effect.  Call  for  appointment  to  see  stunning  sample  of  our  work. 
(212)  246-2860  (Mrs.  Anderson):  Cinema  Arts  Assoc.,  Inc.,  333  W.  52nd  St., 
N.Y.C.  10019. 

1975  GUIDE  TO  NURSING  HOMES,  HEALTH  RELATED  FACILITIES, 
and  homes  for  adults  in  New  York  City  and  Long  Island.  Informative  articles 
and  descriptions  of  the  physical  plant,  features,  and  services  of  90  facilities. 
Type  rooms  available,  payments  accepted,  and  many  rates  included.  1975 
edition — $1.00  postage  and  handling.  Future  editions  mailed  at  no  charge. 
Send  $1.00  to  HRS  Geriatric  Publishing  Corporation,  342  Pipe  Stave  Hollow 
Road,  Mount  Sinai,  New  York  11766. 


EQUIPMENT 


ENTIRE  PEDIATRIC  OFFICE  EQUIPMENT  FOR  SALE.  FOR  INFORMA- 
tion  please  call  (516)  585-3510;  after  6 p.m.  call  (516)  585-4569. 
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Index  to  Advertised  Products 


Analgesics 

Darvocet/Darvon  (Eli  Lilly  & Company)  996 

Phenaphen  (A.  H.  Robins  Company)  1002 

Percodan  (Endo  Laboratories)  980,  981 

Anorectics 
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Antacids 
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Diuretics 
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Multivitamins 
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Potassium  sparing  diuretics 
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Smooth  muscle  relaxants 
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DEPUTY  DIRECTOR 
OF  MENTAL  HEALTH 

$26,200-39,100 


Suffolk  County,  with  1,250,000  people,  is  the  most 
rapidly  growing  area  in  New  York  State— and  per- 
haps, the  most  progressive  as  well.  Our  dramatic 
growth  and  forward-thinking  policies  have  created 
this  challenging  and  rewarding  career  opportunity 
for  a qualified  Psychiatrist  to  assist  in  the  develop- 
ment and  operation  of  a comprehensive  community 
mental  health  program. 

You  must  be  NYS  licensed  to  practice  medicine  plus 
possess  extensive  experience  in  a mental  hygiene 
clinic  employing  integrated  services  of  psychiatrists, 
psychologists,  and  psychiatric  social  workers. 

We  offer  an  outstanding  benefits  package  plus 
continuing  opportunities  to  grow  with  our  com- 
munity. If  qualified  and  interested,  please  send  your 
resume  or  ‘‘C.V.”,  including  salary  history,  in  strict 
confidence  to: 

Cheryl  C.  Reeve,  Personnel  Office  N 


SUFFOLK  COUNTY 

H.  Lee  Dennison  Building 
Veterans  Memorial  Highway 
Hauppauge,  New  York  11787 

Equal  Opportunity  Employer  M F 


PRACTICES  AVAILABLE 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR  QUALIFIED;  MAIN  IN- 
terest  gastroenterology.  Large  practice  with  almost  a guarantee  of  being  busy 
at  commencement  of  practice;  available  as  soon  as  possible  because  of  part- 
ner's retirement  due  to  coronary.  Box  607,  Islip  Terrace,  LI,  N.Y.  11752. 

ALLERGY  PRACTICE,  WELL-ESTABLISHED.  6 DIGIT  VOLUME.  SUB- 
urban  N.Y.  university  community.  Will  introduce  to  patients  and  hospitals. 
Sale  includes  single  office  building,  easily  adaptable  to  income  producing  in- 
vestment. Terms.  Dept . 485,  c/o  NYSJM . 

vVAILABLE.  WELL  ESTABLISHED  ACTIVE  DERMATOLOGICAL  PRAC 
tice.  Home  and  office  combination  in  one  building  Excellent  recreational 
and  cultural  facilities.  Tremendous  growth  potential.  Write  Dept.  483. 
c/o  NYSJM. 

AM1LY  PRACTICE  OF  RECENTLY  DECEASED  PHYSICIAN  AVAIL- 
able.  Walden.  Orange  County,  and/or  Wallkill  (Ulster  Co  ),  N.Y.  Two  fully 
equipped  offices,  rural  mid-Hudson  Valley;  excellent  hospitals  nearby  Mrs. 
John  A.  Lukacs,  Box  34.  R.D.  1,  Walden,  N.Y.  12586.  Call  (914)  778-1671. 


COSITIONS  WANTED 


NF.STHESIOLOGIST.  AGE  37.  5 YRS  EXPERIENCE.  4 YRS.  TRAINING 
and  Board  certified,  N.Y.  license,  desires  relocation  with  congenial  group  & 
equitable  financial  arrangements.  Available  June  1975.  J.  Sun.  M.D.,  5100 
Highbridge  St  ..  :14C.  Fayetteville.  N.Y.  13066.  (315)  637-5402. 


HYSICIANS  WANTED 


R.  PHYSICIAN:  FULL  TIME  DIVERSIFIED  DUTIES  IN  MODERN.  204- 
red  accredited  community  hospital  with  all  services.  Located  Southwestern 
coastline  of  Connecticut,  close  to  Metropolitan  New  York  area,  convenient  to 
ovely  New  England  suburbia.  Dept.  468,  c/o  NYSJM. 


IIEF,  EMERGENCY  ROOM  AND  AMBULATORY  CARE  PHYSICIAN, 
ull  time  leadership  position,  diversified  planning  duties,  etc.,  in  modern, 

104 -bed  accredited  community  hospital  with  all  services.  Located  South- 
western coastline  of  Connecticut,  close  to  Metropolitan  New  York  area.  Con- 
enient  to  lovely  New  England  suburbia.  Dept.  469,  c o NYSJM. 


VN'TED:  FAMILY  PHYSICIAN  OR  INTERNIST  TO  JOIN  GENERAL 
■ iractitioner.  Diplomate  of  American  Board  of  Family  Practice.  Busy  general 
jiractice.  No  obstetrics.  New  luxurious  office.  X-ray,  EKG,  laboratory. 
I 00  bed  hospital  in  town.  Excellent  working  conditions;  superior  income; 

orporation  benefits.  Long  Island,  Nassau  County,  45  mins,  from  Manhattan. 
I ludolph  Joseph,  M.D..  33  No.  Ocean  Ave.,  Freeport,  N.Y.  11520.  (516) 

78-4949. 


|WLY  ESTABLISHED  OTOLARYNGOLOGY  TRAINING  PROGRAM: 
I ong  Island  Jewish-Hillside  Medical  Center  is  considering  candidates  on  all 
■vels  of  training  starting  July  1,  1975.  Staff  includes  3 full-time  otolaryn- 
I alogists.  ECFMG  certificates  required  for  foreign  graduates.  Contact  Allan 
I bramson,  M.D.,  Division  of  Otolaryngology,  Long  Island  Jewish-Hillside 
I ledical  Center,  New  Hyde  Park,  N.Y.  11040.  (212)  343-6700,  ext.  2777. 


t BIOLOGISTS  WANTED:  WAYNE  STATE  UNIVERSITY  SCHOOL  OF 
I ledicine  seeks  additional  faculty  in  cardiology  for  appointment  in  one  of  its 
I ledical  Center  Hospital— Detroit  General  Hospital.  Activities  include  CCU, 
■ m-invasive  and  cardiac  cath  laboratories.  An  Equal  Opportunity  Employer. 
I ;nd  inquiries  and  curriculum  vitae  to:  Pritpal  S.  Puri,  M.D.,  Cardiology, 
| ayne  State  School  of  Medicine,  540  East  Canfield.  Detroit.  Michigan  48201 . 


D ECTOR  OF  PROFESSIONAL  SERVICES,  FULL  TIME.  EXPERIENCED 
|,  community  hospital  affairs,  to  assume  Chief  of  Staff  leadership  in  manag- 

1g,  education,  staff  development,  in  a 204-bed  accredited  community  hospital 
th  all  services.  Located  Southwestern  coastline  of  Connecticut  close  to 
.i  etropolitan  New  York  area,  convenient  to  lovely  New  England  suburbia. 
I ust  have  outstanding  record  of  achievement  in  his  field.  Dept.  470,  c o 
I YSJM. 


PHYSICIANS  WANTED— CONT  D 


PSYCHIATRISTS:  PSYCHIATRY  SERVICE  OF  UNIVERSITY  AFFILI- 

ated  VA  Hospital.  Salary  to  $35,782  per  annum  plus  fringe  benefits  depending 
on  qualifications.  Current  unrestricted  license  in  any  state  of  U.S.  required. 
Research  and  teaching  opportunities  and  university  medical  faculty  appoint- 
ments available.  Contact  Chief  of  Staff,  North  Little  Rock  Division,  VA 
Hospital,  Little  Rock,  Arkansas  72206.  An  Equal  Opportunity  Employer. 
Phone:  (501)  372-8361,  ext.  601. 


WANTED:  GENERAL  PRACTITIONER  FOR  LOVELY.  SMALL  TOWN, 
twelve  miles  from  Syracuse,  New  York.  Easy  access  to  community  hospitals 
and  upstate  medical  school.  Excellent  opportunity  in  pleasant  environment. 
Contact  J.  Bednarski.  Supervisor,  Marcellus,  N.Y.  13108. 


CHALLENGING  OPPORTUNITY  FOR  GENERAL  PRACTITIONER/ 
internist  part-time  in  outpatient  clinic  and  part-time  in  exciting,  new  out- 
reach program.  Veterans  Administration  Hospital,  Canandiagua.  New  York. 
Contact  James  Gilbert,  M.D.  (315)  394-2000. 


PSYCHIATRIST,  BOARD  ELIGIBLE,  FOR  COMMUNITY  MENTAL 
Health  Center  in  recreational  Finger  Lakes  region  of  Upstate  New  York.  Im- 
mediate. Contact:  Bartolo  J.  Spano,  Ph  D..  Director,  Mental  Health  Ser- 
vices, 15  Court  St.,  Cortland,  N.Y.  13045.  Tel.  (607)  756-7523. 


SEVEN  MAN  G.P.  GROUP  SEEKS  REPLACEMENT,  G.P.  OR  INTERNIST, 
for  partner.  Cover  every  seventh  night  and  weekend.  Beautiful  college  town 
90  miles  from  New  York  City.  Excellent  hospitals.  Fairly  partnership. 
Vacation  area.  Joseph  F.  Krivda.  Medical  Associates  of  New  Paltz,  P.C., 
New  Paltz,  N.Y.  12561. 
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PHYSICIANS  WANTED  — CONT  D 

REAL  ESTATE  FOR  SALE  OR  RENT 

ORTHOPEDIST,  BOARD  ELIGIBLE  OR  CERTIFIED,  FULL  TIME.  MAL- 
practice  covered.  Please  send  curriculum  vitae.  Staten  Island  Medical 
Group,  307  Victor.'  Blvd.,  Staten  Island,  N.Y.  10301. 

NORTH  YONKERS:  PROFESSIONAL  OFFICE  FOR  RENT.  ALL  O 

part  of  2,000  sq.  ft.  Pleasant  setting.  Elaborate  X-ray  set-up.  Three  M.D 
in  residence,  looking  for  two  additional.  Call  (914)  969-0432. 

GENERAL  PRACTITIONER  OR  FAMILY  PHYSICIAN  NEEDED  IMMEDI- 
ately  for  Central  Adirondack  community.  $25,000  plus  potential;  year-round 
recreational  facilities;  housing  immediately  available;  established  modern 
health  center  with  staff,  nurses,  secretary,  lab,  emergency  room,  examination 
rooms,  X-ray  and  other  specialized  equipment;  office  space  for  doctors.  For 
details,  write  or  call  (collect)  Charles  Eldridge,  Chairman,  Board  of  Directors, 
Town  of  Webb  Health  Center,  Old  Forge,  N.Y.  13420.  (315)  369-3464  or  369- 
6619. 

RX  FOR  THE  DOCTOR  LONG  ISLAND  MINI  ESTATE.  NASSAU  COIIF 
ty.  Easily  reached  from  all  directions.  Two  levels,  48  64  , both  with  ow 

driveway  and  entrances.  4 bedrooms,  3%  baths.  Excellent  construction  ii 
side  and  outside.  Spacious  parking  area.  1%  acres  fenced.  Near  school 
churches,  synagogue,  shopping.  LIRR.  Unique.  Must  see.  Will  financi 
(516)  935-2083. 

PHYSICIAN  FOR  BERKSHIRE  COED  CHILDREN’S  CAMP,  ONE  MONTH 
or  less.  Facilities  for  family.  Write  RR3,  Box  162,  Pound  Ridge,  N.Y.  10576. 

FLUSHING:  NEAR  BOOTH  MEMORIAL  HOSPITAL.  MEDICAL  0 

fices  for  rent  in  a modern  medical  center,  by  the  month  or  by  the  hour,  t 
specialties  needed.  (212)539-8800. 

ONE  OR  TWO  FAMILY  PRACTITIONERS  NEEDED  IN  OUR  GROUP.  Ex- 
cellent opportunity  for  two  family  practitioners  finishing  residency  to  associate 
together  and  with  an  established  group.  Good  development  potential.  Lib- 
eral salary  and  benefits  leading  to  full  association.  Two  modern  fully 
equipped  hospitals.  Modern  new  offices.  Close  proximity  to  Rochester  and 
Buffalo,  New  York.  Excellent  cultural  and  recreational  facilities.  Outstand- 
ing school  system.  More  information  available  on  request.  If  interested  call 
collect,  Watson  L.  Walden,  Business  Manager,  607-324-1571,  or  R.  Allan 
Harder.  M.D.,  607-324-0966. 

PORT  JEFFERSON,  NEW  MEDICAL  ARTS  OFFICE  PARK.  ALL  MEI 
cal  profession  inquiries  invited.  Write  or  phone  for  detailed  informatic 
Murray  Adler,  Box  285,  Port  Jefferson,  L.I.,  N.Y.  11777.  (516)  928-1200. 

FAMILY  PRACTITIONERS,  GENERAL  SURGEONS  FOR  RURAL,  30  BED, 
accredited  hospital,  80  bed  nursing  home,  newly  built  clinic  and  mental  health 
center.  38  miles  from  University  of  Nebraska  associated  college.  Excellent 
schools,  3600  acre  lake,  excellent  hunting  & fishing.  Write  Eldon  Adams, 
Loup  City,  Nb.  68853,  or  call  collect  Eldon  Adams  (308)  745-1500,  or 
745-1795. ' 

PROFESSIONAL  HOUSE  FOR  SALE:  BELLEROSE,  QUEENS,  2 MILI 
from  LIJ  complex.  Office:  corner  house  4%  room  office  on  lower  lev 

separate  entrance;  recently  remodeled  with  lab.  House:  6%  rooms,  2 baths 
first  floor,  3V2  room  full  apartment  on  second  floor,  garage,  2 zone  heat,  cent  , 
A/C;  low  taxes;  $69,000.  Call  (212)  FI  7-8337. 

WANTED:  BOARD  CERTIFIED  (EARLY  40’S)  ALLERGIST  WITH  LARGE 
(mature)  practice  in  the  Metropolitan  N.Y.  area,  wishes  to  form  association 
(partnership?),  or  to  buy  into  practice  of  older  colleague  who  is  interested  in 
gradually  retiring  from  practice  during  next  1-10  years.  Object;  to  take  in 
3rd,  junior  partner.  Interested  parties,  i.e.,  older  colleague  as  well  as  prospec- 
tive junior  associates;  latter  must  be  Board  eligible  or  certified.  Dept.  486, 
c/oNYSJM. 

FOR  SALE:  BEAUTIFUL  NEW  RANCH  STYLE  HOME,  SHINNECOf 

Hills,  Southampton,  Long  Island,  N.Y.  on  22,000  sq.  ft.  Beautifully  & cc 
pletely  furnished,  air  conditioned,  gas  heat,  one  block  Shinnecock  Bay  & In 
Water  rights:  secluded.  Ideal  retreat  summer,  weekends,  year  round 

busy  practitioner.  Must  be  seen.  Owner  moving  to  Florida.  No  brokil 
Appointment,  call  after  7 p.m.  (516)  283-1839. 

FULL  TIME  PEDIATRICIAN:  SALARY,  PLUS  BENEFITS,  ADVANCE- 

ment,  in  out  of  hospital-diagnostic  and  treatment  center,  pre-paid  HMO,  35 
minutes  from  Manhattan.  Please  contact  Mr.  Arlington  Robinson,  Adminis- 
trator. 17  Broadway,  Haverstraw,  N.Y.  (914)  429-5343. 

RENTAL:  EAST  63RD  STREET.  MODERN  LUXURY  BUILDING;  SEI 
rate  street  entrance  and  rear  entrance;  central  air  conditioning.  Very  la  | 
rooms,  including  consultation  room,  one  or  two  examining  rooms,  secreta  l 
office.  To  share  beautifully  appointed,  large  reception  room  Availa'J 
October  1975.  (212)753-8300. 

BUSY  PRACTITIONER,  DIPLOMATE  OF  AMERICAN  BOARD  OF  FAM- 
ily  Practice,  needs  help.  G.P.,  internist,  or  family  practitioner  wanted;  no 
OB.  Excellent  opportunity  in  middle  income,  seashore  community,  west 
end  of  Long  Island.  Superior  community  hospital  nearby.  Manhattan  45 
minutes  away.  Arrangements  negotiable.  Dept.  487,  c/o  NYSJM. 

WESTCHESTER  COUNTY,  N.Y.  50  ACRES  IN  MOST  DESIRABLE  Sljj 
tion  of  Pound  Ridge.  Completely  wooded  with  running  stream.  Estate  a .j 
5 min.  from  Stamford,  Conn  , commutation  N.Y.C.  Write:  Howard  Hin  •() 
feld,  225  Broadway,  New  York,  N.Y.  10007. 

HEALTH  COMMISSIONER— CHEMUNG  COUNTY,  (POPULATION 
100,000),  south  central  New  York  near  Finger  Lakes  region.  To  administer 
over  all  public  health  program  in  an  organized  County  Health  Department. 
Requirements;  M.D.  with  four  years  of  responsible  public  health  administra- 

GLEN  COVE:  ATTRACTIVE  SPACE  AVAILABLE  IN  ACTIVE  PROF  j 
sional  building,  2 blocks  from  hospital;  good  parking;  reasonable  rental.  B 
after  10a.m.  (212)  821-3015or  (516)  671-1824. 

tive  experience  or  M.D.  and  M.P.H  degrees  with  one  year  experience  in 
public  health  administration,  New  York  State  license  or  eligibility  therefore. 
Salary  negotiable.  Full  fringe  benefits.  Excellent  schools  and  living  condi- 
tions. Send  curriculum  vitae  to:  Frank  V.  Hertzog,  M.D.,  President 

Chemung  County  Board  of  Health,  Heritage  Par,  John  Street,  Elmira,  New 
York  14901. 

STONY  BROOK  HARBOR,  WATERVIEW  PLUS  BEACH.  PLUS  2 T'jJ 
wooded  acres.  Ideal  for  a custom  home  on  your  private  estate.  Near  the  ■ 
versify,  shopping  and  schools.  A 3 bedroom  cottage  with  5 horse  stalls,  ga;  a 
and  barns  are  available.  Cottage  rental  value  $6,000  per  year.  ExcellerB 
vestment.  Terms.  (516)626-1211. 

FLORIDA  GULF  COAST.  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  & hospital  staff  appointments  available  in  Greater  St.  Petersburg  area. 
West  Coast,  Florida-based  hospital  development  & management  firm  seeks 
curriculum  vitae  from  primary  care  physicians — family  medicine,  general 
practice,  internal  medicine,  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology,  and  rehabilitative  medicine.  Call  toll  free  (800) 
282-2813  or  write  to  Medical  Affairs  Dept.,  Medfield  Corp.,  1609  Pasadena 
Ave.  South,  St.  Petersburg,  Florida  33707. 

ROCKLAND  COUNTY-GROWTH  AREA  MODERN  OFFICES  1 
rent.  Also  partial  purchase  option.  Brick,  steel  structure.  Suites  ■ 
800-2500  sq.  ft.  Parking,  A/C,  etc.  1,000  ft.  from  new  Suffern  Thruwa; ■ 
change.  All  specialties.  (914)  357-8555,  orevenings  (914)  357-8114. 

INTERNIST,  BOARD  CERT/ELIG.  UNUSUAL  OPPORTUNITY  TO  DE- 
velop  practice  in  White  Plains,  N.Y  Offer  part  time  guaranteed  work,  office 
space  (fully  furnished  with  all  new  diagnostic  equipment)  in  new  professional 
building  near  hospitals  with  laboratory  and  X-ray  facilities.  Coverage  avail 
able.  Send  CV.  Dept.  488,  c/o  NYSJM. 

ROSLYN  ESTATES,  L I.  FOR  SALE,  CUSTOM  RANCH  HOME/OFll 
(no  practice).  Built  1961,  \ acre,  brick  & shingle.  Office:  4 rooms,  tB 
separate  entrance.  House:  8 rooms  (3  bedrooms),  2 baths.  All  air  c<fl 
tioned,  soundproof,  automatic  humidifier  & garage  door.  Includes  applia  B 
carpeting,  draperies,  extras.  $117,500.  Call  (516)  621 -9270. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


BRICK  BUILDING  SUITABLE  FOR  PROFESSIONAL  SUITES  IN  BALL), 
win.  Long  Island  Business  zoned.  Constructed  1951.  Central  air  condition- 
ing. oil  heat,  2nd  floor  apartment  suitable  for  offices,  rear  yard,  two  car  garage 
attached,  first  floor  office  space  1540  sq.  ft.,  finished  basement  480  sq.  ft. 
$98,000.  Additional  building  and  parking  area  nearby  $45,000.  Contact 
owner  (5161  228-4992. 


OFFICE  & HOUSE  COMBINATION,  SMI  TH  I OWN:  PRIME  AREA,  DIS- 
’ tnct  si.  Luxurious,  five  year  old  Colonial.  120  x 150.  Four  spacious  bed- 
rooms, 2 j baths,  dining,  living,  family  rooms,  fireplace,  east-in  kitchen, 
, carpeting,  appliances,  storms,  screens,  two-car  garage,  finished  full  basement 
with  separate  entrance.  Inground  pool,  patio,  sprinkler  system;  other  extras. 
Call  (5161  585-3510;  alter  6 p.m.  call  (516)  585-4569. 


300  SQ  FT  PROFESSIONAL  OFFICE  SPACE  LUXURY.  AIR  CONDI 
j tioned  bldg.  Excellent  location.  Near  hospital  and  all  transportation. 
) 144-63  35th  Ave„  comer  146  St.,  Flushing,  N Y.  (212)275-8550. 


OR  SALE:  DOCTOR'S  RESIDENTIAL  ESTATE  AND  PROFESSIONAL 
i office.  Newburgh,  Orange  Co.,  N Y,  Located  in  most  desirable  area  of  health 
j oriented  community.  Spacious  2-acre,  architecturally  designed  residence 
I with  office  wing.  King  size  swimming  pool  and  gardens  overlooking  20  mile 
view  of  Hudson  River  and  mountains.  Residence:  Cathedral  ceilings,  post 
and  beam  designed  glass  window-wall  living  room,  dining  room,  family  room 
with  fireplace,  master  suite  and  bath,  plus  3 bedrooms  and  2 tile  baths,  modern 
St.  Charles  steel  kitchen  with  all  deluxe  appliances,  laundrv-pantry  room, 

! screened  porch,  separate  maids  quarters,  2-car  garage.  Office  wing:  6 rooms, 
private  entrance,  large  parking  lot,  lead  shielded  X-ray  room.  Brick  exterior 
with  prime  walnut  paneling  interior,  carpeting.  Excellent  hospitals,  shopping, 
t schools,  recreation  $225,000;  assume  first  mortgage,  second  mortgage  possi- 
ble with  substantial  down  payment.  Write  owner.  Dept.  484,  c/o  NYSJM 

OR  RENT  MT.  KISCO  (WESTCHESTER  COUNTY).  TWO  OFFICES 
available:  550  sq.  ft.,  1100  sq.  ft.;  modem  air-conditioned  bldg,  near  250  bed 
hospital.  $4.50  per  sq.  ft.  Call  914-961-7200. 


WEST  IN  YOURSELF.  DOCTOR'S  HOME-OFFICE.  MONROE.  N Y. 
One  hour  north  of  NYC.  Walk  to  bus  depot  and  shopping  centers.  Office 
i complete  with  three  exam  rooms,  waiting  room,  x-ray  rooms  and  100  ma  x-ray. 
Home:  five  bedrooms,  living  room  with  beamed  ceiling;  stone  fireplace,  sun 
porch,  18"  solid  stone  foundation.  Wrap-around  front  porch  with  tall  white 
columns.  Full  basement.  Well-insulated.  Dependable  gas  heat.  Separate 
: two-car  garage  Tall  trees.  Ample  parking.  Facing  village  pond  Modest 
taxes  Occupied  by  MD  family  for  14  years.  Leaving  to  work  in  E.R.  Price: 
$82,500  firm.  Will  accept  mortgage  from  doctor.  L.  Krivit.  M.D.  914-783- 
6483. 


)R  SALE:  22  ROOM  MEDICAL  BUILD  INC,  EQUIPPED  WITH  LABOR.A- 
tory.  fluoroscope.  etc.,  suitable  for  individual  or  group  practice,  northern 
iWestchester  Countv.  Robert  E.  Tschorn.  M.D.,  Katonah.  N.Y.  10536.  (914) 
232-3102. 


1WPET  BAY,  ( 1ARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFULLY 
in  physician’s  own  luxuriously  appointed  villa.  Accommodates  two  to  five. 
Right  on  private,  virgin  white  beach  sate  for  children.  Private  tennis  club  with 
registered  Pro  on  premises;  maid,  central  a c.  no  extras.  Manv  repeat  visits 
ind  happy  thank  you  letters  from  pleased  fellow  phvsicians.  Oft  season  rates 
S35/S50.  Brochure,  (filbert  C.  Norton.  M.D.,  101  -Jefferson  Ave..  Endicott, 
YY . 13760.  Call  after  5 p.m.  (607)  ST  5-5810. 


BIOLOGIST'S  OFFICE  FOR  SALE  OR  PARTNERSHIP.  ACTIVE.  SPA- 
ious.  rooms  for  additional  Physicians  or  Dentists.  Manhattan,  prestigious 
wilding.  Write  Dept.  482,  c/o  NYSJM. 


ON'Y  BROOK.  HOME-OFFICE  ADJACENT  TO  UNIVERSITY  MEDICAL 
enter.  Six  room  office  wing,  separate  drive  and  entrance  off6-car  blacktop 
■arking  area;  bath.  Ideal  location  for  GP  or  specialist  in  beautiful  residential 
rea  with  large  surrounding  population  in  need  of  services.  Within  minutes  of 
he  4 main  community  hospitals.  House  is  2-story  Colonial.  8 rooms.  2^ 
aths.  2-car  garage,  full  basement  on  wooded  and  fully  landscaped  4 acre 
165,000.  (516)  473-1512  or  928-3828. 

OP  APT.  SHOWPLACE  FOR  SALE.  BEECHHURST.  N.Y.  3 BED- 
oms.  2 baths,  newly  decorated  corner  apt.  overlooking  L.  I.  Sound.  Central 
r-heat;  new  util,  cabinets;  window  treatments;  carpeting;  24  hr.  security, 
)orman;  pool.  30  min.  to  N.Y.  by  bus.  Cost  over  $100,000;  sacrifice  to 
3,000.  Owner  moving  south.  High  tax  write-off.  (212)  767-5330,  or 
<-5331. 


Let  Us  Operate  On  Your  Overhead..* 

Enjoy  tax  benefits,  more  working  capital 
and  an  improved  financial  statement  by 

LEASING  Your  Equipment 

Our  expert  consultants  will  tailor  a plan  to  your 
specific  requirements  without  obligation. 

LEASING  Makes  Sensed  Saves  Dollars 

Call  Frank  Minerof 

Gaines  Service  Leasing  Corp. 

Medical  and  Equipment  Specialists 

2508  I latbush  Ave.,  Bkl\n„  N.Y.  11234 
212-252-4440 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


FOR  SALE:  HOME-OFFICE  COMBINATION.  SMITHTOWN,  L.l.  Seven 
room  split,  3 bedrooms,  U baths,  full  basement,  fully  carpeted,  profes- 
sionally  decorated;  landscaped,  fenced,  corner  1/3  acre  opposite  Smithtown 
General  Hospital  3 room  air  conditioned  office  with  bath,  room  for 
expansion.  Suitable  G.P..  any  specialty.  Low  50’s.  Owner  (516)  265-4244. 


FOR  RENT:  PROFESSION  AL  OFFICE  IDEALLY  SUITED  FOR  DOCTOR, 
No.  Woodmere-Valley  Stream  area.  Panelled  waiting  room,  nurse's  station 
iwith  sink),  lavatory,  4 closets  plus  walk-in  storage  closet,  2 examining  rooms, 
panelled  consultation  room,  air  conditioning;  main  thoroughfare:  ideally  lo- 
cated; private  entrance;  parking;  reasonable.  Call  before  10  a.m.  or  after  5 
p.m.  (516)  791-6257. 


UTICA.  NEW  YORK:  FACILITY  AVAILABLE  IMMEDLATELY  FOR  1 OR  2 
orthopedic  surgeons.  Has  unlimited  financial  opportunity  with  six  area  hospi- 
tals and  approximately  seven,  active  orthopedic  surgeons  in  the  area.  Office 
suite  fully  equipped.  New  medical  building  opposite  350  bed.  modern  hospi- 
tal with  emergency  room  24  hr.  staff.  Twenty  other  physicians  in  all  major 
specialties  including  radiology  and  laboratory.  Twelve  year  old  established 
orthopedic  practice  terminated  by  accidental  death.  For  further  details  call 
Gerald  Segal,  M.D.,  2206  Genesee  St.,  Utica,  N.Y'.  13501.  Phone  (315)  735- 
2610. 


FLUSHING  NORTH:  ONE  FAMILY  BRICK  COLONIAL,  4 BEDROOMS, 
21j  baths,  2 enclosed  porches,  living  ioom  with  fireplace,  finished  basement 
with  bar;  beautifully  landscaped  72  x 100  ft.  plot;  room  for  expansion;  2-car 
garage.  Price  $110,000;  only  12  miles  to  midtown  Manhattan,  and  6 miles  to 
Bronx.  Retired  owner  Florida  bound.  Principals  only.  (212)539-8942. 


UPPER  EAST  SIDE.  HAS  BEEN  MEDICAL  OFFICE  FOR  25  YEARS.  BE- 
tween  Metropolitan  and  Mt.  Sinai  Hospitals,  and  opposite  nursing  home. 
Some  equipment  available.  Share  waiting  room  with  D.D.S.  Air  condi- 
tioned. Reasonable.  (212)  289-3749,  or  369-2604. 


WHITE  PLAINS,  N.Y.  FULLY  FURNISHED  WITH  ALL  NEW  DIAGNOS- 
tic  equipment.  Space  available  in  new  professional  building  near  hospitals. 
By  month,  week,  day  or  hour;  secretary /technician  provided  if  desired.  Lab 
and  X-rav  facility  in  building.  Dept.  489.  c/o  NYSJM. 


L5S1T 


Gaines 


June  1975  / New  York  State  Journal  of  Medicine  1137 


A NEW  MEMBERSHIP  BENEFIT 


The  Medical  Society  of  the  State  of  New  York  and  Chemical  Bank  of  New  York  have  put  to- 
gether a unique  program  of  services  geared  to  the  financial  needs  of  the  physician.  The 
only  requirement  is  that  the  member  open  a free  checking  account  and  a savings  account 
with  the  Bank. 

Features  of  the  plan  include: 

1.  A $5,000  line  of  credit  which  can  be  used  in  any  of  three  ways  or  in  combina- 
tion: 

1.  Bank  Master  Charge  card. 

2.  Overdraft  checking  privileges. 

3.  American  Express  Executive  Money  Card. 

2.  An  additional  $10,000  through  instalment  loans  which  include  a preferred  per- 
sonal loan  rate  at  a discount  of  one-half  of  one  per  cent  in  the  current  annual 
percentage  rate  for  any  instalment  loan  for  more  than  $2,000. 

3.  Special  credit  arrangement  for  financing  business  money  needs  featuring  a 
three-month  deferral  of  the  first  payment  on  office  set-up  and  expansion  loans. 
Flexible  terms  at  preferred  rates,  as  much  as  $15,000,  $30,000  or  more  to  buy 
medical  and/or  office  equipment  and  for  working  capital.  Members  deal  directly 
with  the  bank’s  Professional  Services  Group. 

4.  Extra  features: 

A.  Bank  Cash  Machine  Cards — instant  cash  24  hours  a day. 

B.  Bank  Courtesy  Card  not  available  to  the  general  public,  allowing  the 
member  to  cash  a check  up  to  $500  instantly  at  any  of  the  bank’s 
branches. 

C.  A free  supply  of  200  personalized  prenumbered  checks. 

D.  One  clear  single  monthly  statement  showing  checking  and  savings 
transactions  and  a revolving  credit  summary. 

The  bank  also  offers  individual  financial  counseling  on  trusts,  estates  and  investment  pro- 
grams. 


For  further  information  on  this  special  MSSNY  benefit  contact: 


Bernard  M.  Jackson,  C.L.U.,  Director 
Division  of  Insurance  and  Membership  Benefits 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  New  York  11040 


WHAT  GOES  ON 

in  medicine 
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Telephone  516-488-6100. 
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WESTCHESTER  COUNTY 

July  1 / August  29,  1975 
St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

1975  FAMILY  PRACTICE  SUMMER 
EXTERNSHIP 

July  1,  9:30  a.m. 

MEDICAL  ROUNDS 

M.  F.  STEIN,  JR.,  M.D. 

4:00  p.m. 

PEDIATRIC  ROUNDS 

M.  RICE,  M.D. 


July  2,  9:30  a.m. 

THE  ROLE  OF  THE  FAMILY  PHYSICIAN 

A.  BRUCKHEIM,  M.D. 

1 1:00  a.m. 

CONJESTIVE  HEART  FAILURE 

R.  COSTABILE,  M.D. 

5:00  p.m. 

MEDICAL  JOURNAL  CLUB 

A.  JOSHI,  M.D. 


1:00  p.m. 

PLASTIC  SURGERY 

R.  PELZER,  M.D. 

3:00  p.m. 

ACUTE  ABDOMEN 

R.  SANTINI,  M.D. 


July  9,  1 1:00  a.m. 

ACUTE  MYOCARDIAL  INFARCTION 

R.  CONSTABILE,  M.D. 

1:00  p.m. 

BLADDER  CANCER 

E.  GURSEL,  M.D. 

5:00  p.m. 

MEDICAL  JOURNAL  CLUB 

A.  JOSHI,  M.D. 


July  10,  9:30  a.m. 

BRONCHIAL  ASTHMA 

B.  JOSEPHSON,  M.D. 

1 1:00  a.m. 

MEDICAL  CASE  CONFERENCE 

2:00  p.m. 

EKG  II 

F.  FLOOD,  M.D. 


July  3,  9:30  a.m. 

EKG  I 

F.  FLOOD,  M.D. 

7 1:00  a.m. 

MEDICINE  CASE  CONFERENCE 


July  7,  11:00a.m. 

LABOR  AND  DELIVERY 

F.  MAGHAK,  M.D. 

4:00  p.m. 

FAMILY  PRACTICE  JOURNAL  CLUB 

M.  RICE,  M.D. 


July  11,  10:00  a.m. 

SURGICAL  JOINT  REPLACEMENT 

E.  DALY,  M.D. 

7 1:00  a.m. 

X-RAY  CONFERENCE 

DRS.  AVONDA  & LEE 
2:00  p.m. 

RENAL  FAILURE  (Movie) 

4:00  p.m. 

FAMILY  PRACTICE  CONFERENCE 


July  8,  9:30  a m. 

MEDICAL  ROUNDS 

M.  F.  STEIN,  JR.,  M.D. 


July  14,  10:00  a.m. 

CLINICAL  PATHOLOGICAL 
CORRELATIONS 
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W FINKELSTEIN,  M.D. 


2:00  p.m. 

G.  I.  BLEEDING 

J.  GOLDMAN,  M.D. 


July  15,  9:30  a m. 

MEDICAL  ROUNDS 

M.  F.  STEIN,  JR.,  M D. 

1:00  p.m. 

ACID  BASE  DISTURBANCES 

D.  KAJI,  M.D. 

4:00  p.m. 

PEDIATRIC  ROUNDS 

M.  RICE,  M.D. 


July  16,  9:30  a m. 

FAMILY  PSYCHODYNAMICS 

A.  BRUCKHEIM,  M.D. 

4:00  p.m. 

PEDIATRIC  EMERGENCY 

M.  RICE,  M.D. 

5:00  p.m. 

MEDICAL  JOURNAL  CLUB 

A.  JOSHI,  M.D. 


July  17,  9:30  a.m. 

PSYCHOTROPIC  DRUGS 

M.  HORNER,  M.D. 

1 1:00  a.m. 

MEDICAL  CASE  CONFERENCE 

2:00  p.m. 

SURGICAL  EMERGENCY 

R.  SANTINI,  M.D. 


July  21,  1:30  p.m. 

UROLOGICAL  DISEASE  IN  GENERAL 
PRACTICE 

P.  TUCCI,  M.D. 

4:00  p.m. 

FAMILY  PRACTICE  JOURNAL  CLUB 

M.  RICE,  M.D 

I 


July  22,  9:30  a m. 

MEDICAL  ROUNDS 

M.  F.  STEIN.  JR.,  M.D. 

1 1:00  a.m. 

MORTALITY  REVIEW  CONFERENCE 

DRS.  RAFFA  & FINKELSTEIN 
1:30  p.m. 

PLASTIC  SURGERY  II 

R.  PELZER,  M.D. 


July  23,  10:00  a.m. 

EPILEPSY 

A.  LAHIRI,  M.D. 

1:00  p.m. 

UROLITHIASIS 

E.  GURSEL,  M.D. 

5:00  p.m. 

MEDICAL  JOURNAL  CLUB 

A.  JOSHI,  M.D. 


July  24,  1 1:00  a.m. 

MEDICAL  CASE  CONFERENCE 

1:30  p.m. 

RENAL  CONFERENCE 

M.  F.  STEIN,  JR.,  M.D. 


July  18,  2:00  p.m. 

DIFFERENTIAL  DIAGNOSIS  OF  CHEST 
PAIN  (Movie) 

4:00  p.m. 

FAMILY  PRACTICE  CONFERENCE 

3:00  p.m. 

RENAL  HYPERTENSION  (Movie) 
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July  25,  1 1:00  a.m. 

X-RAY  CONFERENCE 

DRS.  AVONDA  & LEE 
1:30  p.m. 

OSTEOARTHRITIS 

MANSPEIZER  M.D. 


4:00  p.m. 

FAMILY  PRACTICE  CONFERENCE 


July  28,  1 1:00  a.m. 

DRUG  ADDICTION 

G.  HOLTZMAN,  M.D. 
2:00  p.m. 

MALABSORPTION 

J.  GOLDMAN,  M.D. 


July  29,  9:30  a.m. 

MEDICAL  ROUNDS 

M.  F.  STEIN,  JR.,  M.D. 

1:00  p.m. 

THE  KIDNEY  AS  AN  ENDOCRINE  ORGAN 

D.  KAJI,  M.D. 

4:00  p.m. 

PEDIATRIC  ROUNDS 

M.  RICE,  M.D. 


July  30,  4:00  p.m. 

COMMON  PEDIATRIC  PROBLEMS 

M.  RICE,  M.D. 

5:00  p.m. 

MEDICAL  JOURNAL  CLUB 

A.  JOSHI,  M.D. 


July  31,  11:00  a.m. 

MEDICAL  CASE  CONFERENCE 


St.  Joseph’s  Hospital’s  August  schedule  will  appear  in 
the  July  issue  of  the  New  York  State  Journal  of  Medi- 
cine. 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D., 
St.  Joseph’s  Hospital,  127  South  Broadway,  Yonkers, 
10701.  Tel:  914/965-6700. 


NASSAU  COUNTY 


July  30,  1975  / September  17,  1975 

4:00  p.m.  Wednesdays 

Meadowbrook  Medical  Education  and 


Research  Foundation,  Inc. 

Nassau  County  Medical  Center 
Dynamic  Care  Building 
2201  Hempstead  Turnpike 
East  Meadow 

July  30 

GASTRITIS 

WILLIAM  B.  SEAMAN,  M.D. 

Columbia  University  College  of  P & S 

September  3 

ANEURYSMS  MASQUERADING  AS 
TUMORS 

MANNIE  SCHECHTER,  M.D. 

Albert  Einstein  College  of  Medicine 

September  17 

RADIOLOGY  OF  RENAL  CANCER 

MORTON  A.  BOSNIAK,  M.D. 

New  York  University  Medical  School 

For  further  information  contact  Gerald  A.  Irwin,  M.D., 
Chairman,  Dept,  of  Radiology  or  Dvorah  Balsam,  M.D., 
Program  Director,  Nassau  County  Medical  Center,  2201 
Hempstead  Turnpike,  East  Meadow,  N.Y.  11554  Tel: 
516/542-2633. 


NEW  YORK  CITY  AREA 


Summer  Session  July  & August 
Institute  of  International  Medical  Education 

222  East  19th  Street 
New  York 

BASIC  MEDICAL  SCIENCES  CURRICULUM 

This  course  is  intended  for  American  students  in  foreign 
medical  schools  preparing  for  Part  I examination  of  the 
National  Board  of  Medical  Examiners,  for  transfer  to  a 
U.S.  medical  school,  or  for  FLEX,  State  Board  and  other 
examinations.  Included  in  the  course  are  topics  listed 
in  the  subject  outline  of  the  National  Board  of  Medical 
Examiners  for  the  Part  I examination. 

For  further  information  contact  Natale  Colosi,  Ph.D., 
Director,  Institute  of  International  Medical  Education, 

222  East  19th  Street,  New  York  10003.  Tel:  212/ 
677-4728. 


FUTURE  EVENT 


September  9,  1975-January  7,  1976 

The  New  York  Medical  College 
Flower  & Fifth  Avenue  Hospitals 
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5 East  102nd  Street 
New  York 

Courses  in  Psychiatry  and  Neurology 

For  further  information  contact  Benjamin  J.  Sdaock,  M.D., 
Director,  Continuing  Education  in  Psychiatry,  New  York 
Medical  College,  5th  Avenue  at  106th  Street,  NYC.  10029 
Tel:  212/876-5500.  ext.  225. 


NEW 

DEADLINE  DATES  FOR  WHAT  GOES  ON 


Meeting  Dates 

Deadline  Dates 

August  1975 

June  1,  1975 

September  1975 

July  1,  1975 

October  1975 

August  1,  1975 

November  1975 

September  1,  1975 

December  1975 

October  1,  1975 

January  1976 

November  1,  1975 

February  1976 

December  1,  1975 

March  1976 

December  30,  1975 

April  1976 

February  1,  1976 

May  1976 

March  1,  1976 

June  1976 

April  1,  1976 

July  1976 

May  1.  1976 

PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  716/589-7117. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  and 
Ob/Gyn  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  3 1 5/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 


CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel  716/795-3892. 


BATAVIA,  N.Y  , Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309  Tel.  315/942-2053 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie.  Chm.,  Citizen’s  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunity  for  private  referrals  from  Pediatric  Staff. 

CONTACT:  Gerald  M.  Blum,  M.D.,  Chief,  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brooklyn,  N.Y.  11238.  Tel.  212/240- 
1701. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 
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BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 
group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Flospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CATO,  N.Y.,  Cauyga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 


COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr  Frank  Lotz,  Adm.,  O’Connor  Hospital,  Andes 
Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N.Y.  14901.  Tel:  607/734-5117. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


ELMIRA,  N.Y.,  Chemung  County.  Internist  wanted  for  group. 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  N.Y.  14901.  Tel:  607/734-8624. 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr.  Robert  L.  Beard,  Ass’t.  Adm.,  Arnot-Ogden 
Memorial  Hospital,  Elmira,  N.Y.  14901.  Tel:  607/737-4100. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.’s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass't  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.'s  and  Family 
Physicians  to  practice  in  a group  format. 

CONTACT:  Mr.  Ronald  J.  Fryzel,  Adm.  Ass’t.,  Jamestown 
General  Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 

Tel:  716/484-1161. 

It 

LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 
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LONG  LAKE,  N Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement.  Councilman,  Box  187,  Long  Lake, 
NY.  12847.  Tel:  518/624-2111. 


PORT  JEFFERSON,  N Y.  (Long  Island).  Medical  Education 
Coordinator  wanted 

CONTACT:  Mr  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N Y. 
11777.  Tel:  516/473-2800. 


MAHOPAC,  N Y.,  Putman  County  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M Poritzky,  D.M.D.,  22  Putnam 

Professional  Park.  Mahopac,  N.Y.  1054 1 . Tel:  914/628- 
3473. 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership 

CONTACT:  Morris  Eber.  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  Internist  and 

F.P.’s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital.  Massena,  N.Y.  13662.  Tel: 
315/769-9991 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  Physicians. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of 
Commerce,  Inc.,  116  Park  Ave.,  Mechanicville,  N.Y.  12118 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina.  N.Y.  14103.  Tel:  716-798-2000. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph's  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 
Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


RUSHFORD,  N.Y  , Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 


SAUGERTItS,  N.Y.,  Ulster  County.  Family  Physician. 
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CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
NY.  12302.  Tel:  518/346-7748. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed. 
Two  Internists  and  a Pediatrician  for  Tri  Town  area. 

CONTACT:  Mr.  E.  B.  Watson,  Pres.,  Board  of  Managers;  or  Mr. 
J.  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  N.Y. 
13838.  Tel:  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician  Internist. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N Y. 
14551.  Tel:  315/483-9136. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  E.  Fisher,  D.D.S.,  Adm.  Myers  Community 
Hospital,  Sodus,  N.Y.  14551.  Tel:  315/483-9161. 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT:  Everett  Forman,  M.D.,  Stamford,  N.Y.  12167.  Tel: 
607/652-7324. 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certified  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 
Stamford,  N.Y.  12167.  Tel:  607/652-7312. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


UTICA,  N.Y.,  Oneida  County  needs  F.P.’s  Pediatricians  and 
Internists. 

CONTACT:  Reynold  S.  Golden,  M.D.,  2206  Genesee  Street, 
Utica,  N.Y.  13502.  Tel:  315/735-5261. 


WALTON,  N.Y.,  (Catskill  Mtn  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 


Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.’s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr„  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians’  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  Ms.  Emily  Dinkelacker,  Village  of 
Athens. 


BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  For 
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further  information  contact  William  Ferris,  Executive  Director, 
Gillam  Community  Center,  Bergen  14416.  Tel:  716/494- 

1621. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mrs  William  R Macfarlane,  West- 
winds,  East  Chatham  12060.  Tel:  518/781-4434 

CHAUTAUGUA,  N Y.,  Chautaugua  County  needs  a Family  Physi- 
cian for  July  and  August  1975.  For  further  information  con- 
tact G.  L.  Lester,  M.D.,  1 Morris  Avenue,  Chautaugua 

CORTLAND,  N Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice  For  further  information  con- 
tact Donald  R.  Gibbs,  M D , Cortland  Tel:  607/756-994 1 

GRANVILLE,  N.Y.,  Washington  County  needs  a Family  Physician, 
Internist  or  Pediatrician.  For  further  information  contact  Rob- 
ert Vander  Minder,  Telescope  Furniture  Co.,  Granville. 

HORNELL,  N Y.  Steuben  County  needs  a Family  Physician.  For 

further  information  contact  Watson  L.  Walden,  Business  Manag- 
er, Karl  Medical  Group,  PC.,  20  Elm  Street,  Hornell,  14843.  Tel: 

607/324-1571 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  David  Jacobs,  Sec.,  Mountain  Top 
Medical  Building  Inc.,  Hunter,  12442. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
For  further  information  contact  Arthur  Howard.  M.D.,  Chair- 
man, Physician  Recruitment  Committee,  Johnstown  Hospital, 
201  S.  Melcher  Street,  Johnstown,  12095. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
For  further  information  contact  Clinton  J.  Mossman,  Mayor, 
Municipal  Building,  Box  00,  Philmont,  12565.  Tel:  518/672- 
7032. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm.. 
General  Hospital  of  Saranac  Lake,  Saranac  Lake  12983. 
Tel:  518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician. 

CONTACT:  Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospi- 
tal, 37  N.  Chemung  Street,  Waverly  14892.  Tel:  607/565- 
2861. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 


Main  Street.  Wellsville,  14895.  Tel:  716/593-1100. 


DIRECTOR  OF  MEDICAL  EDUCATION 

SMITHTOWN,  N Y.  Suffolk  County  needs  a part-time  physician 
to  initiate  and  coordinate  graduate  medical  education  pro- 
grams for  physicians,  dentists,  podiatrists,  nurses  and  allied 
health  personnel  The  services  would  not  exceed  24  hours 
per  week.  Contact:  St.  John's  Smithtown  General  Hospital, 
Smithtown,  11787. 


INTERNISTS: 

BUFFALO,  N.Y  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W H Stevenson,  Ass’t  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street, 
14203.  TEL:  716/845-7490. 

GRANVILLE,  N.Y.,  Washington  County  needs  an  Internist.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 


NEUROSURGEON 

SMITHTOWN,  N.Y.,  Suffolk  County  needs  a Neurosurgeon.  For 
further  information  contact  A.  G.  Zippin,  M.D.,  100  Maple  Av- 
enue, Smithtown,  1 1787.  Tel:  516/265-0606. 


OBSTETRICIAN/GYNECOLOGISTS 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  For  further  information  contact 
Mr.  Stewart  Redman,  Adm.,  Community  Hospital,  Harper 
Street,  Stamford  12167.  Tel  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  For  further  information  contact  Thomas  E.  Lavell, 
M.D.,  Delaware  Valley  Hosp.tal,  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-4101. 
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PEDIATRICIANS 

GRANVILLE,  N.Y.,  Washington  County  needs  a Pediatrician.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


RADIOLOGIST 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a Radiologist  to  work 
part-time  or  four  day  week.  For  further  information  contact 
Robert  Bloom,  M.D.,  498  Route  111,  Smithtown  11787. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  For  further  information  contact  Mr.  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place,  New 
York,  10038. 


PHYSICIANS  NEEDED  OVERSEAS 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic. 

INTERNIST  needed  to  serve  in  Surakarta,  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016.  Tel:  212/686-3110. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians’  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA. 
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FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
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In  the  treatment  of 
the  asthma  complex 
consider  the 
advantages  of 

BRONKOTABS 


Potent 

Bronchodilation 

ephedrine  and  theophyl-  _ , 

ne  relax  bronchial  , * 

incfiilatiiro  tn  nnpn  /'  J 


musculature  to  open 
airways  and  keep 
them  open. 


Efficient 
Expectorant  Action 

glyceryl  guaiacolate  helps  liquefy 
tenacious  secretions  and  enables 
productive  cough  to  clear 
\ airways  and  keep  them  clear. 

f .*  . 


Gentle 
Calming  Action 

phenobarbital  provides  mild 
calming  action  to  diminish 
hyperreactions  that  can  trigger 
broncho8oasm. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are 
none  of  the  dangers  or  side  effects 
associated  with  steroid  therapy. 
However,  frequent  or  prolonged  use 
may  cause  nervousness,  restlessness, 
or  sleeplessness.  Should  be  used 
with  caution  in  the  presence  of  hyper- 
tension, heart  disease  or  hyperthy- 
roidism. Drowsiness  may  occur. 
Ephedrine  may  cause  urinary  reten- 
tion, especially  in  the  presence  of 
partial  obstruction,  as  in  prostatism. 


DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


RE0N 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


to  treat  the  individual— 
not  an  individual  symptom 

BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg,  phenobarbital  8 mg  (warning:  may  be  habit-forming). 


DALMANE 

(flurazepam  HCI) 

when  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
(15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  /7.s.  — initial  dosage  for  elderly  or 
debilitated  patients. 

Dalmane  (flurazepam  HCI)  when 
the  etiology  of  insomnia 
indicates  the  need  for  sleep 
medication 

□ Consistently  effective  in 
helping  patients  get  to 
sleep,  stay  asleep,  sleep 
longer 

□ High  level  of  patient 
acceptance 

□ Before  prescribing,  weigh 
potential  benefits  against 
possible  risks 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing  Dalmane  (flurazepam  HCI), 
please  consult  Complete  Product  Informa- 
tion. a summary  ol  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  gen- 
erally not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness 
(e  g . operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant  only 
when  potential  benefits  have  been  weighed 
against  possible  hazards  Not  recommended 
for  use  in  persons  under  1 5 years  of  age 
Though  physical  and  psychological  depend 
ence  have  not  been  reported  on  recom- 
mended doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  1 5 mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If  com- 
bined with  other  drugs  having  hypnotic  or 
CNS-depressant  effects,  consider  potential 
additive  effects  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  falling 
have  occurred  particularly  in  elderly  or  debili- 
tated patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of 
drug  intolerance  or  overdosage,  have  been 
reported  Also  reported  were  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria  depression  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and 
elevated  SGOT.  SGPT  total  and  direct  bili- 
rubins and  alkaline  phosphatase  Paradoxical 
reactions,  eg  excitement,  stimulation  and 
hyperactivity,  have  also  been  reported  in 
rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults  30  mg  usual  dosage,  1 5 mg 
may  suffice  in  some  patients  Elderly  or 
debilitated  patients  15  mg  initially  until  response 
is  determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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When  restful 
;p  is  indicated 

DALMANE 

(flurazepamHCI) 


□ Induces  sleep  rapidly 


□ Prolongs  sleep  duration  without  need 
to  repeat  dosage  during  the  night 


□ Consistently  effective  over  multiple 
nights  of  administration 

□ Relatively  safe,  well  tolerated 


ROCHE 


Please  see  reverse  side  for  a summary  of  product  information. 
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For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 

Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 

Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 

BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg,  glyceryl  guaiacolate  100  mg, 
theophylline  100  mg;  phenobarbltal  8 mg  (warning;  may  be  habit-forming) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
minimal  However,  frequent  or  prolonged  use  may  cause  nervousness,  rest- 
lessness, or  sleeplessness  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism  Drowsiness  may 
occur  Ephedrine  may  cause  urinary  retention,  especially  in  the  presence  of 
partial  obstruction,  as  in  prostatism 

RECOMMENDED  DOSAGE;  One  tablet  every  3 or  4 hours,  not  to  exceed  five 
times  daily  Children  over  6:  one  half  adult  dose 

SUPPLIED  Bottles  of  100  and  1000  scored  tablets 


REON 


BREON  LABORATORIES  INC.  • 90  Park  Avenue.  New  York,  N Y 10016 


Postgraduate  Work 
can  be  Beautiful 

\MA  Clinical  Convention /Honolulu,  Hawaii 
November  30 -December  5,  1975 

Hie  trouble  with  most  conventions  is  you  never  have  enough 
ime  — or  enough  energy  left  at  the  end  of  the  day  — to  really  enjoy 
;our  surroundings. 

Not  so  with  this  convention.  The  program,  while  one  of  the 
nost  intensive  ever  offered,  has  been  carefully  arranged  to  give 
;ou  a long,  refreshing  break  in  the  afternoons, 
four  main  working  hours  are  between  7:15  a.m.  and  Noon 
"he  emphasis  is  on  continuing  medical  education.  Among  the  29 
>ostgraduate  courses  offered:  “Birth  Defects  and  Clinical  Moni- 
oring."  "Practical  Endocrinology.”  “Normal  and  Abnormal 
Jterine  Bleeding,"  “Infectious  Diseases  in  Children,”  "Peripheral 
/ascular  Disease,"  “Hyperlipidemia.”  Also  on  the  agenda  are 
eneral  sessions  on  Weight  Control.  Alcoholism.  Human  Sexual- 
y and  some  fascinating  topics  indigenous  to  Hawaii, 
kfter  Noon.  Hawaii  is  yours  to  explore  without  feeling  you’re 
rissing  something  really  important. 

he  special  activities  list  for  the  Woman’s  Auxiliary  is  growing 
>nger  and  longer.  Also,  there  are  several  optional  sightseeing 
>urs  and  events.  Time  is  yours  to  discover  all  the  reasons  why 
Hawaii  is  often  called  Paradise  Found. 

he  AMA  will  make  arrangements  for  all  your  air,  travel  and 
otel  needs. 

re-  and  Post-Convention  Tours. 

ou  have  a marvelous  selection!  The  neighboring  Hawaiian 
ands  ...  the  Orient ...  the  South  Pacific  . . . even  a 31  day  trip 
ound  the  world.  At  least  one  will  fit  into  your  time  schedule. 
ight  arrangements  to  Hawaii. 

le  AMA  Control  Center  will  help  you  take  advantage  of  the 

west  airfares  possible.  There  is  no  service  charge  . . . not  even 

r special  arrangements. 

rite  or  call  the  AMA  Control  Center  Today! 

nd  for  a Hawaii  ’75  booklet  It  previews  the  scientific  program 

d should  answer  many  of  your  questions  on  the  travel  portion 

the  Convention.  For  those  questions  it  doesn’t  answer,  do  call 

)0)  621-1046  . There  is  no  obligation. 


Address 

City/State/ Zip 

AMA  Control  Center/Group  Travel  Unlimited/ 

36  South  Wabash /Room  1105/Chicago,  111.  60603 


SEND  ME  A FREE  HAWAII  ’75  BOOKLET  TODAY! 


Before  prescribing  or  administering,  see  Sandoz  literature  for  full  product 
information.  The  following  is  a brief  summary. 

Contraindications:  Severe  central  nervous  system  depression,  comatose 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 


Disorderly  behavior... 
sudden  changes  in 
mood...  impairment 
of  orientation 

Mellaril  helps  calm  the  agitated  geriatric  patient.  It  not  only 
reduces  agitation  but  also  diminishes  anxiety,  excitement, 
and  hypermotility.  Of  course,  neurologic  deficit  cannot  be 
repaired,  but  the  patient  with  senile  psychosis  due  to  organic 
brain  syndrome  can  frequently  obtain  meaningful 
symptomatic  relief  with  Mellaril. 

for  the  agitated 
geriatric  with 
senile  psychosis 

mellaril 

[thioridazine] 

TABLETS:  50  mg.  thioridazine  HCI,  U.S.P. 


Warnings:  Administer  cautiously  to  patients  who  have  previously  exhibited 
a hypersensitivity  reaction  (e.g.,  blood  dyscrasias,  jaundice)  to  phenothia- 
zines.  Phenothiazines  are  capable  of  potentiating  central  nervous  system 
depressants  (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine 
and  phosphorus  insecticides;  carefully  consider  benefit  versus  risk  in  less 
severe  disorders.  During  pregnancy,  administer  only  when  the  potential 
benefits  exceed  the  possible  risks  to  mother  and  fetus. 

Precautions:  There  have  been  infrequent  reports  of  leukopenia  and/or 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticon- 
vulsant medication  should  also  be  maintained.  Pigmentary  retinopathy, 

porous! 

observed  primarily  in  patients  receiving  larger  than  recommended  doses, 
is  characterized  by  diminution  of  visual  acuity,  brownish  coloring  of  vision, 
and  impairment  of  night  vision;  the  possibility  of  its  occurrence  may  be 
reduced  by  remaining  within  recommended  dosage  limits.  Administer 
cautiously  to  patients  participating  in  activities  requiring  complete  mental 
alertness  (e.g.,  driving),  and  increase  dosage  gradually.  Orthostatic  hy- 
potension is  more  common  in  females  than  in  males.  Do  not  use  epineph- 
rine in  treating  drug-induced  hypotension  since  phenothiazines  may  induce 
a reversed  epinephrine  effect  on  occasion.  Daily  doses  in  excess  of  300  mg. 
should  be  used  only  in  severe  neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System- Drowsiness,  especiallywith  large 
doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and  other  ex- 
trapyramidal  symptoms;  rarely,  nocturnal  confusion,  hyperactivity,  lethargy, 
psychotic  reactions,  restlessness,  and  headache.  Autonomic  Nervous  System 
—Dryness  of  mouth,  blurred  vision,  constipation,  nausea,  vomiting,  diar- 
rhea, nasal  stuffiness,  and  palior.  Endocrine  S/srem-Galactorrhea,  breast 
engorgement,  amenorrhea,  inhibition  of  ejaculation,  and  peripheral  edema. 
S/7/7-Dermatitis  and  skin  eruptions  of  the  urticarial  type,  photosensitivity. 
Cardiovascular  System— ECG  changes  (see  Cardiovascular  Effects  below). 
Other- Rare  cases  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  should  be 
considered:  Autonomic  Reactions— Miosis,  obstipation,  anorexia,  paralytic 
ileus.  Cutaneous  Reactions- Erythema,  exfoliative  dermatitis,  contact  der- 
matitis. Blood  Dyscrasias- Agranulocytosis,  leukopenia,  eosinophilia,  throm- 
bocytopenia, anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions- 
Fever,  laryngeal  edema,  angioneurotic  edema,  asthma.  Hepatotoxicity- 
Jaundice,  biliary  stasis.  Cardiovascular  Effects— Changes  in  terminal  por- 
tion of  electrocardiogram,  including  prolongation  of  Q-T  interval,  lowering 
and  inversion  of  T-wave,  and  appearance  of  a wave  tentatively  identified 
as  a bifid  T or  a U wave  have  been  observed  with  phenothiazines,  including 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and  due  to  altered 
repolarization,  not  myocardial  damage.  While  there  is  no  evidence  of  a 
causal  relationship  between  these  changes  and  significant  disturbance 
of  cardiac  rhythm,  several  sudden  and  unexpected  deaths  apparently  due  to 
cardiac  arrest  have  occurred  in  patients  showing  characteristic  electro- 
cardiographic changes  while  taking  the  drug.  While  proposed,  periodic 
electrocardiograms  are  not  regarded  as  predictive.  Hypotension,  rarely 
resulting  in  cardiac  arrest.  Extrapyramida!  Symptoms— Akathisia,  agitation, 
motor  restlessness,  dystonic  reactions,  trismus,  torticollis,  opisthotonus, 
oculogyric  crises,  tremor,  muscular  rigidity,  and  akinesia.  Persistent  Tardive 
Dyskinesia— and  sometimes  irreversible  tardive  dyskinesia 
characterized  by  rhythmical  involuntary  movements  of  the  tongue,  face, 
mouth,  or  jaw  (e.g.,  protrusion  of  tongue,  puffing  of  cheeks,  puckering  ol 
mouth,  chewing  movements)  and  sometimes  of  extremities  may  occur 
on  long-term  therapy  or  after  discontinuation  of  therapy,  the  risk  being 
greater  in  elderly  patients  on  high-dose  therapy,  especially  females;  il 
symptoms  appear,  discontinue  all  antipsychotic  agents.  Syndrome  may  be 
masked  if  treatment  is  reinstituted,  dosage  is  increased,  or  antipsychotic 
agent  is  switched.  Fine  vermicular  movements  of  tongue  may  be  an  earl) 
sign,  and  syndrome  may  not  develop  if  medication  is  stopped  at  that  time 
Endocrine  Disturbances- Menstrual  irregularities,  altered  libido,  gyneco 
mastia,  lactation,  weight  gain,  edema,  false  positive  pregnancy  tests 
Urinary  Disturbances-Re\en\\on,  incontinence.  0rAm-Hyperpyrexia;  he 
havioral  effects  suggestive  of  a paradoxical  reaction,  including  excitement 
bizarre  dreams,  aggravation  of  psychoses,  and  toxic  confusional  states 
following  long-term  treatment,  a peculiar  skin-eye  syndrome  marked  b; 


progressive  pigmentation  of  skin  or  conjunctiva  and/or  accompanied  b; 
discoloration  of  exposed  sclera  and  cornea;  stellate  or  irregular  . 
opacities  of  anterior  lens  and  cornea;  systemic  lupus 
erythematosus-like  syndrome.  74.197R 
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Club.  Kindly  send  full  information  on  le  above 
seminars  and  all  future  seminars  planned. 

( ) Kindly  send  information  on  the  following  seminar(s) 

( ) St.  Maarten  ( ) Monte  Carlo 

(Sept.  22-29)  (Oct.  18-26) 

( ) Costa  del  Sol  ( ) Acapulco 

(Nov.  15-23)  (Nov.  30-Dec.  7) 

NAME 

ADDRESS 

CITY STATE ZIP 
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"It's  Dr.  Frisby  returning  your  call  of  last  night." 


"He's  ierribhj  frustrated.  Next  time  lie  throws 
something,  tnj  not  to  duck’ 
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Abstracts 


Vidne,  B.  A.,  Bunnell,  I.  L.,  Greene,  D.  G.,  Lajos,  T. 
Z.,  Lee,  A.  B.,  and  Schimert,  G.:  Internal  mammary 
artery  graft;  coronary  bypass  as  primary  method  of  myo- 
cardial revascularization,  New  York  State  J.  Med.  75: 
1211  (July)  1975. 

Between  the  years  1972  to  1974,  150  patients  with  dis- 
abling or  unstable  angina  or  life-threatening  arrhyth- 
mias have  been  treated  with  (IMA)  internal  mammary 
artery  bypass  grafts.  All  patients  had  angiographic  evi- 
dence of  75  per  cent  or  greater  disease  in  cross-sectional 
lumen  of  one  or  more  coronary  arteries.  Thirty-three 
patients  had  bilateral  IMA  graft,  and  46  bilateral  IMA 
graft,  in  combination  with  one  or  two  aortocoronary  sa- 
phenous vein  bypass  grafts.  Twenty-six  patients  had 
single  IMA  grafts  and  45  patients  had  a single  IMA  graft 
in  combination  with  aortocoronary  saphenous  vein  by- 
pass grafts.  There  were  7,  4.6,  early  deaths.  Five  of 
these  patients  had  an  E.  F.  of  less  than  35  per  cent  and 
all  6 had  multiple  grafts.  One  additional  patient  with 
preoperative  arrhythmias  died  suddenly  at  home  six 
weeks  after  surgery.  Postoperative  electrocardiograph- 
ic changes  of  myocardial  infarction  were  found  in  9 pa- 
tients, 6 per  cent.  Of  the  142  surviving  patients,  128 
have  been  restudied  for  from  two  weeks  to  one  year  after 
surgery.  Patency  rates  of  97  per  cent  for  the  IMA  graft 
and  87  per  cent  for  the  saphenous  vein  grafts  were  dem- 
onstrated. Of  the  142  surviving  patients,  121,  85  per 
cent,  had  no  angina  and  have  returned  to  a normal  life. 
The  favorable  clinical  and  angiographic  results  support 
the  IMA  graft  as  the  primary  method  of  myocardial  re- 
vascularization. 

Weeks,  D.  B.:  Humidification  during  anesthesia,  New 
York  State  J.  Med.  75:1216  (July)  1975. 

The  pathologic,  morphologic,  and  physiologic  alter- 
ation of  the  lung  exposed  to  arid  anesthetic  gases  during 
general  endotracheal  anesthesia  has  been  established. 
This  report  reviews  the  current  anesthesia  systems  and 
their  contribution  of  humidity  to  the  airway.  In  addi- 
tion, the  humidification  provided  by  several  types  of  hu- 
midifiers and  nebulizers  is  assessed  according  to  guide- 
lines in  the  literature.  It  is  concluded  that  during  endo- 
tracheal anesthesia,  the  Garthur  Vapour  Condensor  is 
the  most  simple  adjunct  that  satisfies  the  minimum  re- 
quirements of  humidification.  The  anesthetist  may 
provide  additional  humidity,  where  indicated,  with 
heated  humidifiers,  based  on  his  knowledge  of  inspired 
gas  temperatures  near  the  patient’s  airway. 

Fieve,  R.  R.:  Lithium  prophylaxis  in  affective  disor- 
ders, New  York  State  J.  Med.  75:  1219  (July)  1975. 

Tlr  high  effectiveness  of  lithium  carbonate  in  pre- 
vents or  attenuating  future  attacks  of  manic  depres- 
sion and  simple  recurrent  depression  has  been  fully 
demons  >ted  in  clinical  trials  at  the  New  York  State 
Psychiatr  Institute  and  in  many  other  centers  around 


the  world  over  the  past  twenty  years.  Nevertheless, 
only  about  one  to  three  per  cent  of  an  estimated  3 to  6 
million  people  in  the  United  States  afflicted  with  manic 
depressive  disorders  are  receiving  lithium  treatment. 
Two  factors  appear  to  contribute  to  this  failure  to  make 
lithium  therapy  available  to  the  large,  undetermined 
number  of  people  who  may  benefit  from  it:  (1)  A pri- 
mary psychodynamic  orientation  to  these  illnesses  has 
persisted  which  has  led  many  professionals  to  view  the 
cause  of  major  affective  syndromes  as  mainly  psycholog- 
ical rather  than  organic;  and  (2)  the  misdiagnosis  of 
many  individuals  with  manic  depressive  symptoms  as 
schizophrenic  or  personality  disorder.  The  impact  of 
lithium  therapy  on  society  is  particularly  important. 
Many  individuals  suffering  the  debilitating  and  often 
suicidal  effects  of  manic  depression  are  outstanding  wri- 
ters, politicians,  business  executives,  and  scientists 
whose  “high”  phases,  when  mild,  enable  them  to  be  ex- 
tremely creative.  Lithium  controls  this  energy  without 
suppressing  the  individual’s  creative  output. 

Kalter,  S.,  and  Kelly,  S.:  Alzheimer’s  disease;  evalua- 
tion of  immunologic  indices,  New  York  State  J.  Med. 
75:  1222  (July)  1975. 

Levels  of  serum  albumin  were  lower  and  those  of  cer- 
tain immunoglobulins  were  higher  in  16  patients  with 
Alzheimer’s  disease  than  in  a control  group  of  institu- 
tionalized patients.  The  study  indicated  greater  abnor- 
mality in  the  humoral  than  in  cell-mediated  immune 
mechanisms. 

Wetchler,  B.  B.,  Futterman,  S.,  Glatstein,  N.,  Papa- 
testas,  A.,  and  Perlberg,  H.  J.:  Carcinoma  of  male 
breast,  New  York  State  J.  Med.  75: 1226  (July)  1975. 

Contrary  to  common  belief,  carcinoma  of  the  male 
breast  is  not  deadlier  than  carcinoma  of  the  female 
breast.  Because  the  disease  occurs  later  in  the  male. 
The  interval  between  onset  and  institution  of  therapy 
is  longer,  the  process  gets  to  be  more  advanced.  At 
that  time,  treatment  is  begun.  Seven  new  cases  of 
carcinoma  of  the  male  breast  are  presented  with  a re- 
view of  the  literature. 

Dwork,  K.  G.,  Jaffe,  J.  R.,  and  Leiberman,  H.  D.: 

Strongyloidiasis  with  massive  hyperinfection,  New  York 
State  J.  Med.  75:1230  (July)  1975. 

The  syndrome  of  strongyloidiasis  with  massive  hyper- 
infection occurs  in  patients  with  attenuated  cell-mediat- 
ed immunity  as  an  opportunistic  infection.  One  hun- 
dred three  cases  in  the  literature  are  reviewed  and  2 new 
cases  added.  The  range  of  clinical  findings  is  described. 
The  high  mortality  rate  of  this  overwhelming  parasitosis 
emphasizes  the  importance  of  early  diagnosis  before  hy- 
perinfection occurs,  and  in  particular  before  immuno- 
suppressive treatment  is  started. 
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Announcing 


Each  tablet  contains:  Catapres*.  brand  of  clonidineH  hydrochloride, 


0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


The  only  major  new  combination 
antihypertensive  in  a decade 


Please  see  last  page  of  advertisement 

for  a brief  summary  of  the  prescribing  information 

including  precautions,  warnings,  and 

adverse  reactions. 
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Catapres 

(clonidine  hydrochloride) 

contributes: 

Action  at  the  vasomotor  centers, 
as  shown  in  animal  studies— not 
a rauwolfia  derivative  or  a 
sympathetic  blockerora  “false 
transmitter’’ 

Maximal  blood  pressure  lower- 
ing without  the  weeks  of  delay 
common  with  the  rauwolfia 
class  of  antihypertensives 

Significant  blood  pressure 
reduction  without  alteration 
of  normal  hemodynamic 
responses  to  exercise 

Mild  and  infrequent  orthostatic 
hypotension 

Littleornochange  in  renal  blood 
flow  and  glomerular  filtration 
rate 

Reduced  plasma  renin  activity 
and  excretion  of  aldosterone 
and  catecholamines  (see 
Actions  section) 


7 


Combines  Catapres  (clonidine  hydrochloride) 

with  a diuretic— the  only  major  new 
combination  antihypertensive  in  a decade 


Chlorthalidone 

contributes: 

Pharmacologic  action  similar 
to  the  thiazides 

Smooth,  extended  diuretic/ 
antihypertensive  effect 

Additive  or  potentiating  effect 
on  adjunctive  antihypertensive 
agents 


The  most  common  adverse  reactions  with 
Combipres  are  dry  mouth,  drowsiness,  and 
sedation  As  with  thiazide-containing  combi- 
nation antihypertensives,  hypokalemia,  hyper- 
uricemia, and  decreased  glucose  tolerance 
may  occur.  Combipres  is  contraindicated  in 
patients  with  known  sensitivity  to  chlorthali- 
done and  in  those  with  severe  renal  or  hepatic 
disease. 

Please  see  last  page  of  advertisement  for  a 
brief  summary  of  the  prescribing  information 
including  precautions,  warnings,  and  adverse 
reactions. 

See  box  Warning  on  next  page  concerning 
the  appropriate  use  of  Combipres. 
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Each  tablet  contains: 

Catapres®,  brand  of  clonidine  hydrochloride, 
0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


^^and 


Works  harder 

Usually  exerts  a more  pronounced 
antihypertensive  effect  than  either 
component  alone  in  equivalent  doses* 

Works  broadly 

Wide  therapeutic  range— mild  to 
severe  hypertension 

Works 

conveniently 

Simplifies  therapy  for  the  hyper- 
tensive patient  who  needs  more  than 
one  drug* 

Works  for  less 

Costs  less  than  two  separate 
prescriptions* 

Works  and  work* 
and  works 

Convenience  and  economy  encour- 
age patients  to  stay  on  medication, 
help  assure  continued  blood  pressure 
control  over  the  long  course  of 
therapy* 


‘WARNING  Combipres  is  not  indicated  for 
initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual 
patient.  If  the  fixed  combination  represents 
the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  The 
treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


rhe  only  major  new  combination 
antihypertensive  in  a decade 


Vorks  in  the  majority  of  hypertensive  patients 


Chlorthalidone  vs  Combipres 

A Comparison  of  Standing  Blood  Pressure  Response  in  8 Studies 
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lean  Optimum  Daily  Dose 
Chlorthalidone  (mg)  50 
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'ease  see  last  page  of  advertisement  for  a brief  summary  of  the  prescribing  information  including  precautions,  warnings,  and  adverse  reactions. 
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Guidelines  for  Titrating  Catapres  and 
Chlorthalidone  Dosages: 

Initial  doses  Catapres  — one  0.1  mg  tablet 
twice  daily.  Chlorthalidone  — 50  mg  daily. 

Dosage  increments:  While  daily  chlorthali- 
done doses  remain  at  50  mg,  further  incre- 
ments of  Catapres  of  0.1  mg  or  0.2  mg  per 
day  can  be  made  at  intervals  of  2 to  1 4 days 
depending  on  severity  of  hypertension.  The 
usual  daily  dose  of  Catapres  ranges  be- 
tween 0.2  and  0.8  mg.  Studies  indicate  that 
2.4  mg  is  the  maximum  effective  daily  dose, 
but  doses  as  high  as  this  have  rarely  been 
used. 

Combipres5 

Each  tablet  contains: 

Catapres®.  brand  of  clonidine  hydrochloride, 

0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


WARNING:  This  fixed  combination  drug  is  not 
indicated  for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  individual 
patient.  If  the  fixed  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant. 


Actions:  Catapres  (clonidine  hydrochloride):  The 
mechanism  of  action  appears  to  be  central  alpha- 
adrenergic  stimulation  as  demonstrated  in  animal 
studies.  This  results  in  inhibition  of  bulbar  sympa- 
thetic cardioaccelerator  and  sympathetic  outflow  from 
the  brain  Other  studies  in  humans  have  provided  evi- 
dence of  a reduction  in  plasma  renin  activity  and  the 
excretion  of  aldosterone  and  catecholamines.  The 
exact  relationship  between  these  pharmacologic  ac- 
tions of  Catapres  (clonidine  hydrochloride)  in  humans 
and  its  antihypertensive  effect  has  not  been  fully 
elucidated  at  this  time. 

Chlorthalidone:  The  diuretic  action  of  chlorthalidone 
is  thought  to  be  due  to  inhibition  of  sodium  and 
chloride  reabsorption  in  the  proximal  tubule. 
Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension  (see  box  warning). 

Contraindications:  Patients  with  known  hypersen- 
sitivity to  chlorthalidone  and  patients  with  severe 
renal  or  hepatic  diseases. 

Warnings:  Tolerance  may  develop  in  some  instances 
necessitating  a reevaluation  of  therapy. 

(/sage  In  Pregnancy:  In  view  of  embryotoxicity  find 
ing-.  m animals,  and  since  information  on  possible 
adverse  effects  in  pregnant  women  is  limited  to 
uncontrolled  clinical  data,  the  drug  is  not  recom- 
mended in  women  who  are  or  may  become  pregnant 
unless  the  potential  benefit  outweighs  the  potential 
risk  to  mother  and  fetus. 

Usage  In  Children:  No  clinical  experience  is  avail- 
able with  the  use  of  Combipres  in  children. 
Precautions  Vhen  discontinuing  Combipres,  reduce 
the  dose  gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  blood  pressure  and  associated  sub- 
j active  symptoms  such  as  nervousness,  agitation, 
and  headache.  Pn  ients  should  be  instructed  not  to 
discontinue  therapy  without  consulting  their  physi- 
cian. Rare  instance'  of  hypertensive  encephalopathy 
and  death  have  been  recorded  after  cessation  of 
clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood 


new 


pressure,  should  it  occur,  can  be  reversed  by  resump- 
tion of  Combipres  therapy  or  by  intravenous  phen- 
tolamine.  Patients  who  engage  in  potentially 
hazardous  activities,  such  as  operating  machinery  or 
driving,  should  be  advised  of  the  sedative  effect  of 
the  clonidine  hydrochloride  component.  This  drug 
may  enhance  the  CNS-depressive  effects  of  alcohol, 
barbiturates  and  other  sedatives.  Like  any  other 
antihypertensive  agent,  Combipres  should  be  used 
with  caution  in  patients  with  severe  coronary 
insufficiency,  recent  myocardial  infarction,  cerebro- 
vascular disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Combipres  should  receive 
periodic  eye  examinations.  While,  except  for  some 
dryness  of  the  eyes,  no  drug-related  abnormal  oph- 
thalmological  findings  have  been  recorded  with 
Catapres,  in  several  studies  the  drug  produced  a 
dose-dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal  degenera- 
tion in  albino  rats  treated  for  6 months  or  longer. 

Patients  predisposed  toward  or  affected  by  diabetes 
should  be  tested  periodically  while  receiving 
Combipres,  because  of  the  hyperglycemic  effect  of 
chlorthalidone. 

Because  of  the  possibility  of  progression  of  renal 
failure,  periodic  determination  of  the  BUN  is  indi- 
cated. If,  in  the  physician's  opinion,  a rising  BUN  is 
significant,  the  drug  should  be  stopped. 

The  chlorthalidone  component  of  Combipres  may 
lead  to  sodium  and/or  potassium  depletion.  Muscu- 
lar weakness,  muscle  cramps,  anorexia,  nausea, 
vomiting,  constipation,  lethargy  or  mental  confusion 
may  occur.  Severe  dietary  salt  restriction  is  not 
recommended  in  patients  receiving  Combipres 

Periodic  determinations  of  the  serum  potassium 
level  will  aid  the  physician  in  the  detection  of  hypo- 
kalemia. Extra  care  should  be  given  to  detection  of 
hypokalemia  in  patients  receiving  adrenal  cortico- 
steroids, ACTH  or  digitalis.  Hypochloremic  alkalosis 
often  precedes  other  evidence  of  severe  potassium 
deficiency.  Frequently,  therefore,  more  sensitive  indi- 
cators than  the  potassium  serum  level  are  the  serum 
bicarbonate  and  chloride  concentrations.  Also  indica- 
tive of  potassium  depletion  can  be  electrocardio- 
graphic alterations  such  as  changes  in  conduction 
time,  reduction  in  amplitude  of  the  T wave;  ST  seg- 
ment depression;  prominent  U wave.  These  abnor- 
malities may  appear  with  potassium  depletion  before 
the  serum  level  of  potassium  decreases.  To  lessen 
the  possibility  of  potassium  deficiency,  the  diet,  in 
addition  to  meat  and  vegetables,  should  include 
potassium-rich  foods  such  as  citrus  fruits  and 
bananas.  If  significant  potassium  depletion  should 
occur  during  therapy,  oral  potassium  supplements  in 
the  form  of  potassium  chloride  (3  to  4.5  gm/day), 
fruit  juice  and  bananas  should  be  given. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported 
Generally  these  effects  tend  to  diminish  with  contin- 
ued therapy. 

Clonidine  hydrochloride:  Anorexia,  malaise,  nausea, 
vomiting,  parotid  pain,  mild  transient  abnormalities 
in  liver  function  tests;  one  case  of  possible  drug- 
induced  hepatitis  without  icterus  and  hyperbilirubi- 
nemia in  a patient  receiving  clonidine  hydrochloride, 
chlorthalidone  and  papaverine  hydrochloride.  Weight 
gain,  transient  elevation  of  blood  glucose,  or  serum 
creatine  phosphokinase;  congestive  heart  failure, 
Raynaud's  phenomenon:  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  nervousness, 
restlessness,  anxiety  and  mental  depression.  Also 
rash,  angioneurotic  edema,  hives,  urticaria,  thinning 
of  the  hair,  pruritus  not  associated  with  a rash; 
impotence,  urinary  retention;  increased  sensitivity  to 
alcohol,  dryness,  itching  or  burning  of  the  eyes,  dry- 
ness of  the  nasal  mucosa,  pallor,  gynecomastia, 
weakly  positive  Coombs'  test,  asymptomatic  electro- 
cardiographic abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 


Chlorthalidone:  Symptoms  such  as  nausea  gastric 
irritation,  anorexia,  constipation  and  cramping,  weak- 
ness. dizziness,  transient  myopia  and  restlessness 
are  occasionally  observed.  Headache  and  impotence 
or  dysuria  may  occur  rarely.  Orthostatic  hypotension 
has  been  reported  and  may  be  potentiated  when 
chlorthalidone  is  combined  with  alcohol,  barbiturates 
or  narcotics.  Skin  rashes,  urticaria  and  purpura  have 
been  reported  in  a few  instances. 

A decreased  glucose  tolerance  evidenced  by  hyper- 
glycemia and  glycosuria  may  develop  inconsistently. 
This  condition,  usually  reversible  on  discontinuation 
of  therapy,  responds  to  control  with  antidiabetic 
treatment.  Diabetics  and  those  predisposed  should 
be  checked  regularly. 

As  with  other  diuretic  agents  hypokalemia  may  occur  I 
(see  Precautions).  Hyperuricemia  may  be  observed 
on  occasion  and  acute  attacks  of  gout  have  been  pre- 
cipitated In  cases  where  prolonged  and  significant 
elevation  of  blood  uric  acid  concentration  is  consid- 
ered potentially  deleterious,  concomitant  use  of  a 
uricosuric  agent  is  effective  in  reversing  hyperurice- 
mia without  loss  of  diuretic  and/or  antihypertensive 
activity. 

Idiosyncratic  drug  reactions  such  as  aplastic  anemia, 
thrombocytopenia,  leukopenia,  agranulocytosis,  and 
necrotizing  angiitis  have  occurred,  but  are  rare. 

The  remote  possibility  of  pancreatitis  should  be  con- 
sidered when  epigastric  pain  or  unexplained  gastro- 
intestinal symptoms  develop  after  prolonged 
administration. 

Other  adverse  reactions  which  have  been  reported 
with  this  general  class  of  compounds  include:  jaun- 
dice, xanthopsia,  paresthesia  and  photosensitization. 
Overdosage:  Catapres  (clonidine  hydrochloride): 
Profound  hypotension,  weakness,  somnolence, 
diminished  or  absent  reflexes  and  vomiting  followed 
the  accidental  ingestion  of  Catapres  by  several  chil- 
dren from  IS  months  to  5 years  of  age.  Gastric  lavage  j 
and  administration  of  an  analeptic  and  vasopressor 
led  to  complete  recovery  within  24  hours.  Tolazoline 
in  intravenous  doses  of  10  mg  at  30-minute  intervals 
abolishes  all  effects  of  Catapres  overdosage 
Chlorthalidone:  Symptoms  of  overdosage  include 
nausea,  weakness,  dizziness,  and  disturbances  of 
electrolyte  balance.  There  is  no  specific  antidote,  but 
gastric  lavage  is  recommended,  followed  by  suppor- 
tive treatment.  Where  necessary,  this  may  include 
intravenous  dextrose  and  saline  with  potassium 
administered  with  caution. 

How  Supplied:  Combipres®  0.1  (Each  tablet  contains 
clonidine  hydrochloride.  0.1  mg  + chlorthalidone. 

15  mg).  It  is  available  as  pink,  oval,  single-scored 
compressed  tablets  in  bottles  of  100 
Combipres®  0.2  (Each  tablet  contains  clonidine 
hydrochloride,  0.2  mg  + chlorthalidone,  15  mg).  It  is 
available  as  blue,  oval,  single-scored  compressed 
tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
information. 
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Abstracts  in  Interlingua 


Vidne,  B.  A.,  Bunnell,  I.  L.,  Greene,  D.  G.,  Lajos,  T. 
Z.,  Lee,  A.  B.,  e Schimert,  G.:  Graffo  con  le  arteria 
mammari  interne;  anastomosis  coronari  como  methodo 
primari  pro  le  revascularisation  myocardial,  New  York 
State  J.  Med.  75:  121 1 (Julio)  1975. 

Inter  le  annos  1972  e 1974,  150  patientes  con  angina 
invalidante  o inestabile,  o con  arrhythmias  menaciante 
del  vita  ha  essite  tractate  con  graffos  anastomotic  us- 
ante  le  arteria  mammari  interne  (GAAMI).  In  omne 
patientes  habeva  le  evidentia  angiographic  de  un  75  pro 
cento  o plus  de  morbo  coronari  al  examinar  le  lumen  (in 
section  complete)  de  un  o plus  arterias  coronari.  In  33 
patientes  esseva  facite  le  GAAMI  bilateralmente,  e in 
46,  le  GAAMI  esseva  combinate  con  un  o duo  graffos 
anastomotic  aortocoronari  usante  segmentos  del  venas 
saphene.  In  26  patientes,  le  GAAMI  esseva  unilateral,  e 
in  45  le  GAAMI  unilateral  esseva  combinate  con  graffos 
anastomotic  aortocoronari  usante  segmentos  del  venas 
saphene.  Habeva  7 casos  de  mortalitate  temprane  (4.6 
pro  cento).  De  iste,  5 habeva  “E.F.”  de  minus  que  35 
pro  cento,  e 6 habeva  graffos  multiple.  Un  altere  pa- 
tiente  additional,  con  arrhythmia  preoperatori,  moreva 
subitemente  en  su  residentia  6 septimanas  depost  le  op- 
eration chirurgic.  Cambios  electrocardiographic  posto- 
peratori — infarcto  myocardial — esseva  presente  in  9 pa- 
tientes (6  pro  cento).  De  142  patientes  superviventes 
128  esseva  seguite  durante  2 septimanas  a 1 anno  depost 
chirurgia.  Indices  de  permeabilitate  hasta  de  97  pro 
cento  pro  le  GAAMI,  e de  87  pro  cento  pro  le  graffos  con 
venas  saphene  esseva  demonstrate.  De  142  patientes 
supervivente,  121  (85  por  cento)  non  habeva  angina  e re- 
tornava  al  vita  normal.  Le  resultatos  favorabile  tanto 
clinic  como  angiographic  supporta  le  GAAMI  como  le 
methodo  primari  pro  le  revascularisation  del  myocar- 
dium. 


Weeks,  D.  B.:  Humidifcation  durante  le  anesthesia, 

New  York  State  J.  Med.  75:  1216  (Julio)  1975. 

Le  alterationes  pathologic,  morphologic  e physiologic 
del  pulmon  exposite  a gases  anesthesic  aride  durante  le 
anesthesia  general  endotracheal  ha  essite  establite.  In 
iste  reporto  es  revistite  le  systemas  currente  de  anesthe- 
sia e su  contribution  al  humiditate  del  vias  aeree.  In 
plus,  le  humidification  proportionate  per  varie  typos  de 
humidifactores  e nebulisatores  es  evalutate  de  accordo  a 
le  guidas  mencionate  in  le  litteratura.  Es  concludite 
que  durante  le  anesthesia  general  endotracheal,  le  “Gar- 
thur  Vapour  Condensor”  es  le  plus  simple  adjunto  que 
satisface  le  requerimentos  minime  del  humidification. 
Le  anesthesiologista  pote  proportionar  humiditate  addi- 
tional, quando  es  indicate,  con  humidificatores  calefac- 
ite.  basate  in  su  cognoscientia  del  temperatura  del  gas  in- 
halate  circa  del  vias  respiratori  del  patiente. 

Fieve,  R.  R.:  Prophylaxis  con  lithium  in  le  morbos  af- 


fective, New  York  State  J.  Med.  75:  1219  (Julio)  1975. 

Le  elevate  efficatia  del  carbonato  de  lithium  pro  pre- 
venir  o attenuar  le  attaccos  futur  de  depression  manic  e 
del  depression  recurrente  simple  ha  essite  completem- 
ente  demonstrate  in  essayos  clinic  in  le  Instituto  Psychi- 
atric del  Stato  de  Nove  York  e in  multe  altere  centros 
del  mundo  durante  le  ultime  20  annos.  Nonobstante, 
solmente  circa  del  1 al  3 pro  cento  del  total  calculate 
inter  3 e 6 milliones  de  personas  in  le  Statos  Unite  suf- 
ferente  de  morbos  manic  depressive  es  tractate  con  lithi- 
um. Duo  factores  pare  contribuer  al  fallimento  de  facer 
disponibile  le  lithiotherapia  a un  major  numero,  non  de- 
terminate, de  patientes  que  pote  esser  benefitiate  con 
iste  tractamento:  (1)  Un  orientation  psychodynamic 

primari  a iste  morbos  ha  persistite  e que  ha  conducite  a 
multe  professionales  a considerar  le  causa  del  syn- 
dromes affective  principal  como  un  morbo  principal- 
mente  psychologic  plus  tosto  que  organic,  e (2)  Le  diag- 
nose incorrecte,  in  multe  patientes  con  syntomas  manic 
depressive,  de  schizophrenia  o de  alterationes  del  perso- 
nalitate.  Le  importantia  del  lithiotherapia  in  le  socie- 
tate  es  de  particular  valor.  Multe  individuos  sufferente 
del  effectos  debilitante  e frequentemente  suicide  del  de- 
pression manic  es  scriptores  notabile,  politicos,  executi- 
ves de  negotio  e scientificos  cuje  phases  “alte,”  quando 
es  leve,  torna  le  capace  de  esser  extremente  creative.  Le 
lithium  controla  iste  energia  sin  supprimer  le  rendimen- 
to  creative  individual. 

Kalter,  S.,  e Kelly,  S.:  Morbo  de  Alzheimer;  evalua- 
tion del  indices  immunologic.  New  York  State  J.  Med. 
75:  1222  (Julio)  1975. 

Le  nivellos  de  seroalbumina  esseva  plus  basse  e le  de 
certe  immunoglobulinas  esseva  plus  elevate  in  16  pa- 
tientes con  le  morbo  de  Alzheimer  que  in  le  gruppo  de 
controlo  formate  per  patientes  hospitalisate.  Le  studio 
indicate  un  abnormalitate  plus  grande  del  mechanismo 
humoral  que  del  mediate  per  cellulas  in  le  processo  im- 
munologic. 

Wetchler,  B.  B.,  Futterman,  S.,  Glatstein,  N.,  Papa- 
testas.  A.,  e Perlberg,  H.  J.:  Carcinoma  del  sino  in  le 
homine,  New  York  State  J.  Med.  75:  1226  (Julio)  1975. 

Contrarimente  al  credentia  commun,  le  carcinoma  del 
sino  in  le  homines  es  non  plus  mortal  que  ill.es  del  femi- 
nas.  Le  morbo  presenta  se  a un  major  etate  in  le  hom- 
ine. Le  intervallo  inter  le  initiation  del  morbo  e le  insti- 
tution del  therapia  es  plus  longe  in  homines  e,  per  isto, 
le  carcinoma  es  trovate  plus  avantiate;  solmente  a iste 
tempore  es  initiate  le  tractamento.  Septe  casos  nove  de 
carcinoma  del  sino  in  homines  es  presentate,  e le  litter- 
atura es  revistite. 

Dwork,  K.  G.,  Jaffe,  J.  R.,  e Leiberman,  H.  D.: 

continued  on  page  1347 
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Books  Reviewed 


Intravenous  Anaesthesia.  By  John  W.  Dundee,  M.D., 
Ph.D.,  and  Gordon  M.  Wyant,  C.D.,  M.D.  London, 
Churchill  Livingstone,  1974.  Illustrated,  341  pages. 
Cloth,  $28.50. 

The  authors  of  this  book  are  eminently  qualified  to 
discuss  intravenous  anesthesia.  John  W.  Dundee,  Pro- 
fessor of  Anaesthetics  in  Belfast,  Northern  Ireland,  is 
the  author  of  a successful  monograph  “Thiopentone  and 
Other  Thiobarbiturates,”  published  two  decades  ago. 
Gordon  Y.  Wyant,  Professor  of  Anaesthesia  in  Saska- 
toon, Canada,  has  an  extensive  bibliography  on  barbitu- 
rates and  other  intravenous  agents  used  for  anesthesia. 
The  book  is  divided  into  16  chapters  and  has  a useful 
glossary  of  drugs  and  an  index.  Each  chapter  has  ex- 
tensive references  and  covers  the  literature  up  to  1973. 

The  authors  have  attempted  to  review  the  present 
state  of  intravenous  anesthesia,  a rapidly  expanding 
field.  They  have  succeeded  in  presenting  this  subject  in 
a clear,  logical,  and  readable  form.  The  barbiturates, 
and  more  recently  introduced  intravenous  drugs  such  as 
the  eugenols,  steroids,  and  ketamine,  are  extensively  re- 
viewed. Neurolept  techniques  (a  chapter  contributed 
by  James  D.  Morrison),  one  of  the  most  popular  meth- 
ods of  anesthesia  in  present-day  practice,  lacks  ade- 
quate treatment  in  proportion  to  the  rest  of  the  book. 

The  book  is  recommended  to  students  and  praction- 
ers  of  anesthesia  and  deserves  a place  in  every  medical 
library.  Edith  R.  Kepes,  M.D. 

Nursing  Home  Administration.  Stephen  M. 
Schneeweiss,  Ed.D.,  and  Stanley  W.  Davis,  Ph.D.,  Eds.: 
Baltimore,  University  Park  Press.  Cloth,  278  pages. 
Price,  $14.50. 

Federal  (HEW)  regulations  now  require  a medical  di- 
rector in  every  skilled  nursing  facility,  either  full  or 
part-time.  As  physicians  not  previously  involved  in  this 
area  of  health  care  become  interested,  they  will  find  this 
book  an  informative  guide.  The  authors  write  with  the 
professional  nursing  home  administrator  in  mind.  For 
the  physician  who  wishes  to  fill  the  role  of  medical  di- 
rector this  should  be  required  reading. 

A Vice  Provost  in  Research  Administration  at  Ithaca 
College  (Schneeweiss)  and  a Professor  of  Psychology  in 
the  School  of  Hotel  Administration  at  Cornell  Universi- 
ty (Davis),  the  authors  have  gathered  a group  of  experts 
in  the  various  fields  which  are  involved  in  the  operation 
of  nursing  homes.  Their  contributions  begin  with  an 
historical  overview  of  the  development  of  nursing  homes 
and  range  through  the  problems  of  management,  per- 
onnel  selection,  fiscal,  and  legal  considerations.  Physi- 
<•••  ! therapy,  occupational  therapy,  nursing,  and  recrea- 
tional activities  are  discussed  in  separate  chapters  which 
nt.hors  have  organized  neatly  so  that  any  physician 
ily  familiarize  himself  with  the  concerns  of  the 
admii  'rator  in  a way  which  can  only  contribute  to  the 
spirit  i.  cooperation  which  must  permeate  the  whole 
nursing  home  team. 


The  unfortunate  publicity  involving  nursing  homes 
today  points  up  the  importance  of  the  medical  directors’ 
role  and  this  book  will  be  a helpful  addition  to  the  li- 
brary of  both  the  administrator  and  the  physician. 

George  J.  Lawrence,  Jr.,  M.D. 

Pills,  Profits,  and  Politics.  Milton  Silverman,  Ph.D., 
and  Philip  R.  Lee,  M.D.  Berkeley  and  Los  Angeles, 
University  of  California  Press,  1974.  Price,  $11.95. 

In  recent  years  much  has  been  written  about  drugs, 
drug  misuse,  and  the  pharmaceutical  industry.  The 
principal  focus  of  the  literature  has  either  been  on  the 
nature  of  drugs  themselves  and  the  persons  who  misuse 
them,  or  on  the  more  sensational  aspects  of  drugs  in 
relation  to  sex,  morality,  adolescent  revolt,  and  exces- 
sive profits.  Beneath  the  discussions  of  pharmacology 
and  drug  misuse  are  important  questions  to  be  asked 
with  regard  to  the  role  of  government  in  regulating  the 
pharmaceutical  industry,  the  role  of  physicians  in  pre- 
scribing drugs  that  are  demanded  by  patients,  whether 
psychoactive  agents  can  become  subjects  of  abuse  and,  if 
so,  what  this  portends  for  society,  and  whether  the  phar- 
maceutical industry  is  engaged  in  a campaign  to  per- 
suade physicians  and  patients  that  the  answer  to  all  the 
ills  of  living  can  be  found  through  chemistry. 

Drugs  are  used  today  in  great  quantities  because  they 
are  available.  Drugs  are  available  because  people  have 
demanded  that  they  be.  The  patient’s  need  is  answered 
by  the  physician’s  prescription  utilizing  the  chemist’s 
formula.  People  ask  for  drugs,  physicians  legitimize 
them,  and  pharmacists  supply  them.  The  whole  pro- 
cess is  given  the  seal  of  approval  by  society  because  it 
seems  necessary,  appropriate,  and  desirable.  People 
today  have  become  the  victims  of  an  explosion  in  the 
pharmaceutical  industry. 

Milton  Silverman,  Ph.D.,  is  a biochemist,  pharmacol- 
ogist, and  science  writer.  He  is  presently  a research 
pharmacologist  and  lecturer  in  pharmacology  in  the 
Schools  of  Pharmacy  and  Medicine  at  the  University  of 
California,  San  Francisco.  Philip  R.  Lee,  M.D.,  has 
been  director  of  health  services  in  the  Agency  for  Inter- 
national Development  of  the  State  Department  as  well 
as  Assistant  Secretary  for  Health  and  Scientific  Affairs 
in  the  Department  of  Health,  Education,  and  Welfare. 
He  is  now  a professor  of  social  medicine  in  the  School  of 
Medicine  of  the  University  of  California  at  San  Francis- 
co. 

Silverman  and  Lee  contend  in  the  introduction  to 
their  book  that  rational  drug  prescribing  should  be 
based  on  the  right  drug  for  the  right  patient,  at  the  right 
time,  and  in  the  correct  amounts;  all  done  with  an 
awareness  of  the  costs  that  are  involved.  However,  they 
further  contend,  in  American  medical  practice  today  the 
wrong  drug  is  too  frequently  given  to  the  wrong  patient, 
at  the  wrong  time,  and  in  the  wrong  amounts,  with  little 
consideration  paid  to  the  costs.  Silverman  and  Lee  em- 
phasize that  if  irrational  prescribing  practices  resulted 
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only  in  a waste  of  money  it  would  be  unfortunate;  how- 
ever, there  is  much  more  at  stake.  What  is  involved  are 
an  increasing  number  of  adverse  drug  reactions  that  can 
kill  the  recipient.  Who  is  to  blame  for  this  situation? 
According  to  the  authors,  blame  is  to  be  shared  by  the 
drug  companies,  by  physicians,  and  by  patients,  who 
frequently  demand  a drug  from  their  physician  when 
none  is  called  for. 

The  authors  argue  that  much  drug  use  is  unnecessary. 
This  situation  results  from:  (I)  A lack  of  skepticism  on 
the  part  of  both  physicians  and  patients;  (II)  drug  ad- 
vertising that  is  unobjective,  incomplete,  or  misleading; 
(III)  a lack  of  readily  available  objective  drug  informa- 
tion; (IV)  drug  use  based  on  the  premise  that  “it  may 
not  help  but  it  won’t  hurt”;  and  (V)  the  belief  among  the 
public  that  there  is  a pill  for  every  conceivable  ill.  Peo- 
ple can  fall  victim  to  the  seduction  of  a magical  remedy 
and  become  convinced  that  a pill  exists  which  will  prom- 
ise eternal  youth,  tranquillity,  power,  or  whatever. 

Silverman  and  Lee  believe  that  the  debate  surround- 
ing the  generic  drug  controversy  will  continue  for  some 
time.  It  will  subside  only  when  increasing  numbers  of 
brand-name  drug  manufacturers  become  involved  in 
producing  generic  products.  The  authors  emphasize, 
however,  that  of  the  most  frequently  prescribed  drugs 
on  the  market  today,  about  three  fourths  are  protected 
by  patent  laws.  Moreover,  though  infrequent,  some 
generic  drugs  are  priced  as  high  or  higher  than  brand- 
name  products.  This  suggests  that  generic  prescribing 
will  not  in  itself  solve  all  the  economic  problems  associ- 
ated with  prescription  drug  use. 

The  authors  contend  that  pharmaceutical  companies 
engage  in  promotional  activities  relating  to  their  prod- 
ucts which  may  misrepresent  the  truth.  Drug  advertis- 
ing by  its  very  nature  probably  cannot  provide  unbiased 
information  to  physicians;  as  a consequence,  a conflict 
exists  between  the  aims  of  industry  and  those  of  good 
medical  practice.  The  industry  seeks  to  maximize  con- 
sumption of  its  products  while  physicians  (good  physi- 
cians, at  any  rate)  seek  to  minimize  it.  This  observation 
is  confirmed  by  the  continuous  efforts  of  industry  to  ex- 
pand use  of  its  products.  The  promotion  of  use  of  drugs 
is  a principal  reason  for  irrational  prescribing  and  over- 
medication. The  increase  of  drug  indications  through 
advertising  for  nonmedical  conditions  and  intensive 
promotional  campaigns  contributes  to  the  development 
of  a drug-oriented  society. 

The  rules  that  have  been  developed  by  the  Food  and 
Drug  Administration  for  establishing  drug  safety  and  ef- 
ficacy have  burdened  the  drug  industry,  but  they  have 
not  destroyed  it.  Those  rules  have  been  responsible  for 
removing  some  ineffective  or  worthless  products  from 
the  market.  While  there  have  been  delays  in  getting 
new  drugs  approved,  the  health  of  the  public  has  not 
been  significantly  harmed;  in  some  instances,  such  as 
the  thalidomide  scandal,  those  delays  have  contributed 
to  protecting  the  public’s  welfare. 

The  authors  emphasize  that  the  passage  of  drug  laws 
has  not  by  itself  succeeded  in  preventing  unsafe  drugs 
from  reaching  the  market.  It  is  possible  that  unsafe 
pharmaceutical  products  may  be  marketed  in  the  fut- 
ure, as  a result  of  insufficient  or  deceitful  testing,  the 
deliberate  or  unconscious  minimizing  or  concealing  of 
adverse  side  effects,  or  from  ignorance.  There  is  a limit 
to  what  government  can  accomplish  in  the  drug  field,  as 
in  all  fields  of  human  endeavor. 


Finally,  Silverman  and  Lee  argue  that,  in  most  in- 
stances, a patient  should  be  given  information  about 
what  a particular  drug  can  accomplish,  what  it  cannot 
accomplish,  and  what  adverse  reactions  may  result  from 
its  use.  When  it  is  a matter  of  taking  a calculated  risk 
involving  drug  safety,  the  patient,  who  is  the  one  taking 
the  risk,  should  have  a voice  in  the  decision. 

The  book  by  Silverman  and  Lee  merits  praise  for  sev- 
eral reasons.  To  begin  with,  the  authors  emphasize  the 
danger  of  adverse  drug  reactions,  involving  particularly, 
multiple  drug  use.  They  point  out  that  from  70  to  80 
per  cent  of  such  reactions  could  have  been  predicted  and 
that  most  might  therefore  have  been  prevented.  In 
their  own  words:  “Adverse  drug  reactions  represent  a 
major  public  health  menace  of  alarming  proportions.” 
Related  to  this  are  the  undesirable  or  dangerous  reac- 
tions that  can  result  from  the  combination  of  over-the- 
counter  preparations  with  prescription  drugs. 

Silverman  and  Lee  wisely  point  out  the  danger  that 
can  result  from  the  even  moderate  use  of  aspirin.  The 
daily  consumption  of  this  drug  in  the  United  States  has 
been  estimated  at  over  four  tons.  An  increasing  num- 
ber of  reports  relating  to  the  activity  of  aspirin  conclude 
that  it  is  not  a simple  headache  cure.  Public  percep- 
tions of  the  safety  of  aspirin  may  have  to  be  altered. 

“Pills,  Profits,  and  Politics”  also  merits  praise  be- 
cause it  suggests  the  need  for  a reduction  in  the  de- 
mands that  are  placed  on  the  top  officials  of  the  Food 
and  Drug  Administration  by  Congress.  Committee 
hearings  provide  a means  of  inquiry  into  proposed  mea- 
sures, the  reasons  for  their  introduction,  the  bases  of 
their  support,  and  the  objectives  that  their  sponsors 
seek.  However,  the  effectiveness  of  hearings  as  a con- 
trol measure  is  subject  to  limitations.  At  times,  individ- 
ual legislators  may  single  out  a particular  agency  for 
criticism,  making  the  appearance  of  agency  officials  a 
frustrating  and  time-consuming  experience.  Legislators 
who  develop  an  exhaustive  interest  in  a particular  agen- 
cy may  be  primarily  interested  in  finding  evidence  of 
agency  dereliction.  Congress  may  seek  to  limit  admin- 
istrative discretion  and  control  decisions  that  should  re- 
main the  prerogative  of  the  agency  itself.  Silverman 
and  Lee  suggest  that  this  may  have  occurred  in  the  case 
of  the  FDA. 

This  is  a well-written,  superbly  documented,  and  in- 
formative book.  There  is  only  one  criticism  that  this  re- 
viewer believes  should  be  made.  The  authors  contend 
that  the  Food  and  Drug  Administration  should  not  re- 
view every  scrap  of  evidence  relating  to  a new  drug  that 
is  submitted  by  pharmaceutical  companies  which  have 
proved  records  of  reliability.  They  believe  that  it  would 
be  desirable,  when  such  companies  are  involved,  to 
merely  spot-check  the  data  and  call  for  extensive  review 
only  when  the  check  reveals  inconsistent  or  inaccurate 
statements.  This  is  questionable,  particularly  in  view  of 
the  fact  that  while  a new  drug  may  be  efficacious  in 
terms  of  treating  particular  diseases,  it  may  also  have 
dangerous  side  effects  that  do  not  become  known  unless 
a complete  investigation  of  all  the  research  relating  to  it 
has  been  conducted.  An  investigation  of  all  the  rele- 
vant research  is  the  only  way  to  guarantee  a drug’s  effi- 
cacy and  relative  margin  of  safety. 

The  book  raises  a number  of  provocative  questions. 
It  is  the  type  of  study  that  can  aid  policymakers  by  re- 
ducing the  uncertainty  that  accompanies  decision  mak- 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  procaine  penicillin  G.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given  at 
least  30  minutes  prior  to  injection,  is  recom- 
mended. 

Indications:  In  treatment  of  moderately  severe  infections  d ue  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.  — N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Mental  disturbances,  including  anxiety,  confusion,  agitation, 
depression,  and  hallucinations,  have  been  reported  in  individ- 
uals following  single-dose  schedules  for  gonorrhea.  Reactions 
have  been  transient,  lasting  from  15-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test.  Inject  intra- 
dermallyO.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistamimcs  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from-maculopapular  eruptions  to 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings/) 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration  : Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated) — Men  or  Women;  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  other 
wise,  a culture  specimen  should  be  obtained  from  the  anterior 
urethra  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4,8  million  units 
aqueous  procaine  penicillin  G,  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  "is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procaine  penicillin  G daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-cc. 
size)  contains  procaine  penicillin  Gina  stabilized  aqueous  sus- 
pension with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5% , 
lecithin, 0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  methy|*f 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  vial 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabilized 
aqueous  suspension  with  sodium  citrate  buffer  and  approximate^ 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povid 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbf 
monopalmitate,  1.2  mg.  methyl  paraben,  and  0.14  mg.j  prc> 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  YD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


IN  SYPHILIS 

INJECTION 

Bicillin  L~A 

(STERILE  BENZATHINE 
PENICILUN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in 
eluding  sensitivity  tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G — Venereal  in 
fections:  Syphilis,  yaws,  beiel  and  pmta. 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
phylactoid)  reactions  have  been  reported.  Anaphylaxis  is  more 
frequent  following  parenterai  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper- 
sensitivity. Before  penicillin  therapy,  carefully  inquire  into  pre- 
vious hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e.g..  pressor  amines,  antihistamines  and  corti- 
costeroids. 


Precautions:  Use  <.autiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism:  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  rejjorted  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosinophilia  may  frequently  be  only 
reaction  observed  Hemolytic  anemia,  leucopema.  thrombo 
cytopema.  neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics.  Jarisch  Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venereal  infections 

Syphilis  - Primary,  secondary  and  latent— 2.4  million  units 

(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 24  million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age,  50,000  umts/Kg.  body 
weight:  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Adrt  mister  by  deep  intramuscular 
Injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref 
erable.  When  doses  are  repeated,  vary  the  injection  site  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site. 

Composition:  Units  benzathine  penicillin  G (as  active  in- 
gredient): 2.400.000  units  in  4-cc.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose,  0.6%  povidone,  0.1%  methylparaben.  and 
0.01%  propylparaben.  300,000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone.  1 mg.  carboxymethylcellulose. 
05  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 
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ing  in  complex  issue  areas.  Every  student  of  drug  poli- 
cy should  consider  the  material  that  is  presented  in  this 
book.  It  should  win  wide  readership  and  acclaim  among 
pharmacologists,  pharmacists,  physicians,  government 
administrators,  political  scientists,  as  well  as  the  general 
public.  Joseph  L,  Zentner 

Heroin  Dependency.  Medical,  Economical  and  So- 
cial Aspects.  By  Barry  Stimmel,  M.D.  New  York, 
Stratton  Intercontinental  Medical  Book  Corp.,  1975. 
Illustrated,  304  pages.  Cloth,  (hardcover)  $27;  (softcov- 
er)  $17.50. 

The  consequences  of  addiction  are  clearly  of  medical 
interest.  Misuse  of  drugs  impairs  function  and  may 
shorten  life.  In  addition,  many  of  us  fee!  strongly  that 
addictive  behavior  is  itself  a disease.  The  abnormal 
drives  that  lead  to  this  self-inflicted  damage  should  be 
studied  as  objectively  and  nonmoralistically  as  we  study 
distortions  of  mood  and  perception.  In  short,  addic- 
tions can  be  regarded  as  chronic  diseases  of  unknown 
etiology,  located  in  the  medical  spectrum  somewhere  be- 
tween schizophrenia  and  psoriasis. 

In  practice,  most  physicians  and  medical  institutions 
do  not  share  this  commitment.  Rejected  by  the  medical 
profession  and  a hostile  society,  most  addicts  fend  for 
themselves  as  best  they  can.  Restrictive  laws  enor- 
mously increase  the  price  of  illicit  drugs  and  subject 
their  use  to  criminal  sanctions,  while  treatment  pro- 
grams that  might  decrease  the  demand  for  these  drugs 
are  destroyed  by  political  intrusion  and  bureaucratic  in- 
fighting. Vast  sums  of  money  have  been  wasted  on  in- 
effective lockup  schemes  to  segregate  addicts  or  other- 
wise dissipated,  while  thousands  of  addicts  move  fur- 
tively in  the  lower  strata  of  society  without  hope.  In- 
deed, what  hope  is  there  in  a continuation  of  this  sys- 
tem? If  the  medical  profession  remains  aloof  from  the 
problem,  how  can  society  deal  rationally  with  the  pres- 
ent epidemic  of  narcotics  addiction  and  with  the  new 
waves  of  drug  abuse  that  surely  will  follow  the  discovery 
of  new  and  potent  psychotropic  drugs? 

The  quiet  little  book  “Heroin  Dependency,”  by  Barry 
Stimmel,  M.D.,  and  his  four  collaborators,  gives  ground 
for  optimism  in  this  respect.  There  are,  of  course,  many 
books  on  the  pharmacology  and  sociology  of  narcotics, 
but  Stimmel’s  contribution  seems  unique  to  me  in  its 
calmly  empirical  approach  to  the  practical  problems  of 
treating  large  numbers  of  heroin  addicts.  In  addition  to 
his  own  considerable  experience  in  operating  a treat- 
ment program,  he  has  recruited  a notable  set  of  collabo- 
rators who  also  speak  from  experience:  Reverend  L. 

Hageman  (Residency  House  Treatment),  Dr.  M.  J. 
Kreek  (Chemotherapy),  Dr.  A.  Richman  (Epidemiolo- 
gy), and  W.  N.  Seymour,  Jr.,  Esq.  (Law  Enforcement). 
Over  this  range  of  topics,  the  hook  is  unified  by  the  ob- 
jective discussion  of  controversial  issues  in  matter-of- 
fact  terms,  surprisingly  freed  from  the  usual  polemic. 

This  is  a book  that  should  be  read  by  every  physician 
whether  or  not  he  sees  addicts  in  his  practice,  since  pub- 
lic policy  stems  from  public  opinions  of  professionals. 
It  is  an  honest  review  of  the  state  of  the  art  in  this  field, 
easily  read  in  an  evening.  Vincent  P.  Dole,  M.D. 


A Child’s  Parent  Dies— Studies  in  Childhood  Be- 
reavement. By  Erna  Furman.  New  Haven,  Yale  Uni- 
versity Press,  1974. 

This  is  a difficult,  but  definitive,  authoritative,  and 
most  unusual  book.  No  reader  who  has  only  finished 
Freud’s  “Introductory  Lectures”  and  even  believes  he 
understands  fully  the  dynamics  of  human  behavior,  will 
make  very  much  out  of  it,  for  it  is  couched  in  sophisti- 
cated psychoanalytic  style.  However,  for  professionals, 
this  book  is  a veritable  gold  mine  of  material,  conclu- 
sions, and  therapeutic  leads  on  a subject  which  is  now 
top  priority  in  not  only  medical  but  in  lay  journals, 
namely,  death  and  dying,  and  the  grief  reaction.  That 
the  book  is  authoritative,  is  indicated  by  Anna  Freud’s 
statement  in  her  foreword,  “.  . . in  the  future  her  and  her 
collaborators’  efforts  may  rank  higher  . . . than  any  of 
the  single  explorations  of  the  subject  that  have  gone  be- 
fore.” Any  reader  familiar  with  the  literature  will  agree. 

The  book  is  most  unusual  in  that  it  “is  the  outcome  of 
many  years  of  cooperative  work  of  a group  of  child  ana- 
lysts” and  therapists  (14),  who  worked  intensively  with 
23  cases  of  children  who  had  been  “orphaned  through 
the  death  of  a parent  and  who  had  received  psychoanal- 
ysis five  times  weekly  and/or  treatment  via  the  parent 
while  attending  the  Hanna  Perkins  Nursery  School,” 
(Cleveland).  In  preparing  this  book,  they  met  monthly 
to  decide  which  cases  and  categories  to  include,  to  for- 
mulate their  case  histories,  to  draw  and  debate  possible 
conclusions,  to  prepare  therapeutic  plans  and  counsel 
for  each  other  and  for  the  potential  users  outside  the 
group,  to  write  and  edit,  and  other  activities.  The  re- 
sult is  a unique  contribution,  which  will  stand  out  in  the 
psychoanalytic  and  psychiatric  literature  for  a long 
time.  It  is  definitive  in  its  focus,  in  the  breadth  and 
depth  of  its  exploration,  in  the  care  with  which  its  hy- 
potheses are  tested,  but  not  in  its  recommendations  or 
in  its  assumption  of  ultimate  “know-how,”  the  trap  into 
which  it  might  easily  have  fallen.  It  is  a veritable 
“smorgasbord”  of  help.  Half  of  the  book  is  made  up  of 
fascinating  and  instructive  case  histories,  and  there  are 
countless  illustrative  vignettes,  in  addition,  a 60-page 
chapter  relates  this  study  to  other  studies  of  mourning. 
There  is  a very  comprehensive  bibliography  and  an  ex- 
cellent index.  However,  the  authors  never  pontificate 
on  any  aspect  of  the  subject  of  bereavement  and  grief 
work,  though  a great  deal  can  be  learned  about  bereave- 
ments other  than  through  death,  and  the  reactions  of 
other  age  groups  than  that  of  children. 

No  book  is  perfect.  One  of  the  few  flaws  of  this  one 
is,  perhaps,  the  author’s  somewhat  defensive  overzeal- 
ousness to  use  the  most  accurate  abstract,  through  psy- 
choanalytic jargon,  instead  of  relaxing  and  letting  more 
potential  readers  understand  her  hy  translating  down  a 
level,  so  that  nonanalysts,  who  can  still  profit  enormous- 
ly from  the  book,  might  have  a bit  less  tough  sledding. 

Even  as  it  stands,  the  competence  of  every  profession- 
al who  has  to  deal  with  a child  whose  parent  dies  will  be 
illuminated  and  enlarged  by  it.  Though  it  is  by  no 
means  a “how-to”  book,  it  should  be  on  the  shelf  of  ev- 
eryone who  works  in  this  field,  he  he  an  analyst,  a psy- 
chiatrist, a psychologist,  a social  worker,  or  just  an  ordi- 
nary medic.  Abraham  N.  Franzblau,  Ph.D.,  M.D. 
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Books  Received' 


Microanalysis  in  Medical  Biochemistry.  Fifth  edi- 
tion. By  I.  D.  P.  Wooton,  Ph.D.  London,  Churchill 
Livingstone,  1974.  307  pages.  Cloth,  $15.50. 

The  Care  of  Children  with  Chronic  Illnesses.  Re- 
port of  the  Sixty-Seventh  Ross  Conference  on  Pedi- 
atric Research.  Columbus,  Ohio,  1975.  Illustrated, 
96  pages.  Paper. 

Textbook  for  Midwives,  with  Modern  Concepts  of 
Obstetric  and  Neonatal  Care.  Eighth  edition.  By 
Margaret  F.  Myles,  S.R.N.  New  York,  Churchill  Liv- 
ingstone. 1975.  Illustrated,  796  pages.  Paper,  $15. 

Size  at  Birth.  Ciba  Foundation  Symposium  27  (new 
series).  New  York;  American  Elsevier  Publishing 
Company,  1974.  Illustrated,  408  pages.  Cloth,  $28.95. 

Cerebrovascular  Disability  and  the  Ageing  Brain. 

By  G.  F.  Adams,  C.B.E.,  M.D.,  and  L.  J.  Hurwitz,  M.D. 
London,  Churchill  Livingstone,  1974.  Illustrated,  157 
pages.  Cloth,  $16.50. 

The  Rights  of  Hospital  Patients.  The  Basic  ACLU 
Guide  to  a Hospital  Patient’s  Rights.  By  George  J. 
Annas.  New  York,  Avon  Books,  1975.  246  pages. 

Paper,  $1.50. 

Current  Operative  Urology.  Edited  by  E.  Douglas 
Whitehead,  M.D.  New  York,  Harper  & Row  Publish- 
ers, Inc.,  1975.  Illustrated,  1,218  pages.  Cloth,  $70. 

Obstetrics  Illustrated.  By  Matthew'  M.  Garrey,  M.B., 
and  others.  Second  edition.  London,  Churchill  Living- 
stone, 1974.  Illustrated,  538  pages.  Cloth,  $13.50. 

Heart  Disease  and  Pregnancy.  By  Paul  Szekely, 
M.D.,  and  Linton  Snaith,  M.D.  London,  Churchill  Liv- 
ingstone, 1974.  Illustrated,  217  pages.  Cloth,  $24.50. 

National  Health  Insurance:  Can  We  Learn  from 

Canada?  Edited  by  Spyros  Andreopoulos.  New  York, 
John  Wiley  & Sons,  1975.  273  pages.  Cloth,  $10.95. 

New  Horizons  in  Cardiovascular  Practice.  Henry  I. 
Russek,  M.D.,  Ed.  Baltimore,  University  Park  Press. 
Illustrated,  521  pages.  Cloth,  $34.50. 

Orthopaedic  Surgery  in  Infancy  and  Childhood. 

Fourth  edition.  By  Albert  Barnett  Ferguson,  Jr.,  M.D. 
Baltimore,  Williams  and  Wilkins  Company,  1975.  Illus- 
trated, 791  pages.  Cloth,  $48.50. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Atlas  of  Practical  Proctology.  By  A.  Neiger,  Balti- 
more, The  W’illiams  and  Wilkins  Company,  1973.  Illus- 
trated, 111  pages.  Cloth,  $21. 

The  Structure  and  Function  of  Chromatin.  Ciba 
Foundation  Symposium,  28  (New  series).  New  York, 
Elsevier,  1975.  Illustrated,  368  pages.  Cloth,  $23.50. 

Cell  Patterning.  Ciba  Foundation  Symposium,  29 
(New  series).  New  York,  Elsevier,  1975.  Illustrated, 
356  pages.  Cloth,  $25.95. 

Diagnostic  Radiography.  Second  edition.  By 
Glenda  J.  Bryan,  D.S.R.  London,  Churchill  Living- 
stone, 1974.  Illustrated,  356  pages.  Paperback,  $13. 

Screening  in  General  Practice.  Edited  by  C.  R. 
Hart.  New  York,  Churchill  Livingstone,  1975.  338 

pages.  Paperback,  $16. 

Recent  Advances  in  Paediatric  Surgery.  Number 
Three.  Edited  by  Andrew  W.  Wilkinson.  New  York, 
Churchill  Livingstone,  1975.  Illustrated,  220  pages. 
Cloth,  $24.50. 

A Textbook  of  Radiology.  Second  edition.  David 
Sutton,  M.D.,  F.R.C.P.,  Ed.  New  York,  Churchill  Liv- 
ingstone, 1975.  Illustrated,  1,376  pages.  Cloth,  $79.50. 

Comprehensive  Textbook  of  Psychiatry — II.  Sec- 
ond Edition.  By  Alfred  M.  Freedman,  M.D.,  Harold  I. 
Kaplan,  M.D.,  and  Benjamin  J.  Sadock,  M.D.  Balti- 
more, W’illiams  and  Wilkins  Company,  1975.  Illus- 
trated, 2 volumes.  Cloth,  $65. 

Microcrystal  Polymer  Science.  By  O.  A.  Battista, 
Sc.D.  New  York,  McGraw-Hill  Book  Company,  1975. 
Illustrated,  208  pages. . Cloth,  $18.50. 

Medical  Aspects  of  Drug  Abuse.  Edited  by  Ralph  W. 
Richter,  M.D.,  F.A.C.P.  New  York,  Harper  & Row, 
1975.  Illustrated,  399  pages.  Cloth,  $22.50. 

Dental  Public  Health:  An  Introduction  to  Commu- 
nity Dentistry.  Edited  by  Geoffrey  L.  Slack.  Balti- 
more, Williams  and  Wilkins  Company,  1974.  Illus- 
trated, 338  pages.  Cloth,  $24.50. 

Depression  in  Everyday  Practice.  Edited  by  P.  Kiel- 
holz.  Baltimore,  W’illiams  and  Wilkins  Company,  1974. 
Illustrated,  334  pages.  Cloth,  $21.25. 

Biopharmaceutics  and  Drug  Interactions.  By  Don- 
ald E.  Cadwallader,  Ph.D.  Second  edition.  Montclair, 
N.J.,  Rocom  Press,  1974.  Illustrated,  161,  pages. 
Paper. 

July  1975/  New  York  State  Journal  of 'Medicine  1189 


An  Avis 
20%  discount 
offer  for 

MEDICAL  SOCIETY 
OF  THE  STATE  OF 
NEW  YORK 


Fill  out  this  Avis  Charge  Card  application  and  you 
can  get  the  current  applicable  20%  off  on  domestic 
rentals  and  10%  off  on  international  rentals  as  well  as 
10%  on  truck  rentals  in  the  United  States  and  Europe. 
Discounts  do  not  apply  to  our  Special  economy  plans 
or  to  rentals  in  Canada  where  rates  are  already 
adjusted. 

All  qualified  applicants  will  receive  an  Avis  Discount 
Charge  Card.  And  we  have  arranged  for  Avis  to  in- 
clude a Wizard  Number  as  well.  With  your  Wizard 
Number,  you  will  get  the  fastest  rent  a car  service 
ever  possible.  The  Wizard  confirms  telephone  reser- 
vations immediately  . . . and  prepares  agreements  for 
signature  in  a matter  of  seconds.  So  take  a moment. . . 
fill  out  this  form.  It  could  save  you  a lot  of  time  later. 

Mail  your  application  to  Avis,  P.O.  Box  201,  Garden 
City,  N.Y.  11530  Attention:  Charge  Card  Department. 


NAME 

□ Own 

RESIDENCE  ADDRESS 

(Number  and  Street)  □ Rent 

□ Buying 

CITY  & STATE  ZIP  CODE  (Do  Not  Omit) 

If  at  the  above  residence  address  less  than  two  years,  please  give  former  address; 

(Number  and  Street! 

(City)  (State) 

EMPLOYED  BY 

(If  Self-Employed,  Give  Name  of  Business) 

BUSINESS  ADDRESS 

(Number  and  Street) 

CITY  & STATE 

ZIP  CODE  (Do  Not  Omit) 

HOW  LONG  EMPLOYED? 

POSITION  OR  OCCUPATION 

BANK 


(Name) 


(Account  No.) 


COMPLETE  ADDRESS 
CHECK  BANK  ACCOUNTS  USED 

CHECKING  Q SPECIAL  CHECKING  Q SAVINGS  | | 

CREDIT  IS  ESTABLISHED  AT  (list  account  number  if  available) 


LOAN 


□ 


1. 

(Name) 

(Account  No.) 

(Complete  Address) 

2. 

(Name) 

(Account  No.) 

(Complete  Address) 

If  you  would 

like  a charge 

card  issued  to  your  spouse,  print  name  here: 

NATURE  OF  BUSINESS 


by  use  of  any  charge  card  obtained  as  a result  of  this  application  un 
such  cards  are  surrendered  to  Avis  Rent  A Car  System,  Inc.  Applicant 
also  responsible  for  all  unauthorized  charges  prior  to  receipt  of  writt' 
notice  by  Avis  of  its  loss  or  theft,  which  liability  shall  not  exceed  $50. C 


CHECK  APPROPRIATE  BOX 

SEND  BILL  TO  HOME  ADDRESS  Q BUSINESS  ADDRESS  Q 


SIGNATURE 


MARRIED  YES  J~|  NO  [“j  AGE  NO.  OF  DEPENDENTS 

CARD  TO  BE  USED  PRIMARILY  FOR  BUSINESS?  YES  | | NO  | J 


DATE 

TERMS:  Full  payment  upon  receipt  of  invoice. 


ANNUAL  INCOME 

UNDER  $7,000  j~J  OVER  $7,000  |~j  OVER  $10,000  |~j  OVER  $15.000 1 | 


DRIVING  HISTORY 


OPERATOR  S LICENSE  # 


STATE  OF  ISSUANCE 


EXPIRATION  DATE 


(Month) 


(Day) 


(Year) 


NOTE:  In  making  this  application  for  credit,  it  is  understood  that  sonal  characteristics,  and  mode  of  living,  whichever  may  be  ap- 

an  investigative  report  may  be  made  whereby  information  is  ob-  plicable  You  have  the  right  to  make  a written  request  within  £ 

tamed  through  personal  interviews  with  third  parties  This  inquiry  reasonable  period  of  time  for  a complete  and  accurate  disclosure 
includes  information  as  to  your  character,  general  reputation,  per-  of  the  nature  and  scope  of  the  investigation 


IF  YOU  WISH  A WIZARD  OF  AVIS  NUMBER  PLEASE  COMPLETE  THE  FOLLOWING: 


USUAL  CAR  PREFERENCE 

Standard 

(Gran  1 ury  or  Equivalent)  [ 


Intermediate 

(Fury  or  Equivalent) 

Compact 

(Duster  or  Equivalent) 


□ 

□ 


Do  you  purchase  the  collision  damage 
waiver  as  part  of  your  rentals7 
Do  you  purchase  the  personal  accident 
insurance  as  part  of  your  rentals7 


□ YES 

□ YES 


□ N° 
□ N° 


Avis 


Short  term/long  term  car 
leasing  also  available 


Avis  rents  all  makes... features  tars  engineered  by  Chrysler. 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Presents  for  members  and  their  families 
A FIVE-DAY  “LONG  WEEKEND”  OF  SHEER  RELAXATION  IN 

CANCUN 

THE  NEW  1000-YEAR-OLD  ISLAND  IN  THE  MEXICAN  CARIBBEAN 

Special  Braniff  International  Charter  Flight 
Depart  New  York  November  20th, 

Return  November  24th,  1975 


Uninhabited  until  a few  years  ago,  Cancun  today  is  a 
man  made  paradise  with  14  miles  of  almost  unexplored 
powdery  sand  beaches  washed  by  a clear  turquoise 
sea,  its  own  championship  golf  course,  unlimited  pos- 
sibilities for  all  sports,  including  deep-sea  fishing,  and  a 
fantastic  array  of  modern  conveniences. 

Relax  in  20th-century  elegance  where  Mayan  kings 
wintered  over  a thousand  years  ago.  We’ll  spend  four 
nights  at  the  new  luxurious  Hotel  Cancun  Caribe.  Its 
dramatic  architecture,  tastefully  decorated  comfortable 
rooms,  restaurants  serving  international  and  local 
specialties  and  hospitable  staff  will  make  your  weekend 
on  this  centuries-old  island  truly  memorable. 

Relax  and  do  nothing— soak  up  the  sunshine  by  day, 
listen  to  the  soft  guitars  in  the  evening— or  visit  the 
nearby  Mayan  sites  of  Tulum  and  Chichen-ltza  for  a 
closer  look  at  this  mysterious  ancient  civilization. 


Our  special  Braniff  International  charter  flight  departs 
New  York  November  20,  returning  November  24,  1975. 

The  all-inclusive  trip  rate  is  $495.00  per  person.  Space 
is  limited:  make  your  reservations  today.  We  look  for- 
ward tojoiningyou  and  yourfamily  in  Cancun. 


Make  check  payable  to:  Travel  Dynamics,  Inc. 

And  mail  to:  Medical  Society  of  the  State  of  New  York 
Division  of  Insurance  & Membership  Benefits 
420  Lakeville  Road 
Lake  Success,  New  York  11040 


REGISTRATION 


Enclosed  is  my  check  for  $ ($100  per  person)  as  deposit.  I (we)  understand  that  final  payment  is  due 

sixty  (60)  days  prior  to  departure.  Also  the  deposit  will  be  refunded  in  full  if  I (we)  cancel  at  least  sixty  (60)  days 
before  the  departure  date. 


Name 

Address 

City State 

Zip  Telephone  ( ) 

□ I request  single  accommodation 


Index  to  Advertisers 


Medical  Meetings 


Ayerst  Laboratories  1342,1343 

Boehringer  Ingelheim 

1177,  1178,  1179,  1180,  1181,  1182 

Bottom  Line  Club  1173 

Breon  Laboratories  2nd  cover 

Burroughs  Wellcome  & Company  1215 

Franklin  Society  Bank 1349 

Geigy  Pharmaceuticals 1199,  1200,  1299,  1300 

Kenwood  Laboratories  1317 

Eli  Lilly  & Company  1194 

Mead  Johnson  & Company  1229 

National  Acupuncture  Research 

Society 1275 

New  York  Society  of  Acupuncture  for 

Physicians  & Dentists  1347 

Page  & William  Black  Post-Graduate 

School  of  Medicine  1347 

Pharmaceutical  Manufacturers' 

Association 1286,  1287 

Professional  Travel  Planners,  Inc 1249,  1250,  1251 

Roche  Laboratories  1235,  1236,  1237,  1262, 

1263,  1264,  3rd  & 4th  covers 

Roerig,  Div.  of  Pfizer  Pharmaceuticals 1170,  1171 

William  H.  Rorer  1337 

Smith  Kline  & French  Laboratories  1326 

U.S.  Air  Force  Medicine  1167 

Upjohn  Company  1304,  1305 

H F.  Wanvig  Inc 1317 

Warren-Teed  Pharmaceuticals  1169 

Wyeth  Laboratories 

1186,  1187,  1312,  1313,  1314 


Progress  in  maternal  and 
fetal  medicine 

The  first  memorial  Ignatz  Semmelweis  Seminar  on 
“Progress  in  Maternal  and  Fetal  Medicine”  will  be  held 
at  the  Playboy  Club  Hotel,  Great  Gorge,  New  Jersey, 
September  19  to  21,  1975.  The  seminar  is  sponsored  by 
the  New  Jersey  Medical  School.  For  additional  infor- 
mation write  to:  L.  Iffy,  M.D.,  Program  Director,  De- 
partment of  Obstetrics  and  Gynecology,  Martland  Hos- 
pital, 65  Bergen  Street,  Newark,  New  Jersey  07107. 

Retraining  program 

The  Medical  College  of  Pennsylvania  is  accepting  ap- 
plications for  the  Fall,  1975,  session  of  the  eight-week 
Retraining  Program  for  Inactive  Physicians.  The  dead- 
line for  applications  is  September  1,  1975.  Thereafter 
the  program  will  be  held  twice  yearly  for  at  least  the 
next  two  years.  The  application  deadline  for  the  Spring 
1976  session  is  March  1,  1976. 

For  an  application  and  additional  information,  con- 
tact: Retraining  Program,  Center  for  Women  in  Medi- 
cine, The  Medical  College  of  Pennsylvania,  3300  Henry 
Avenue,  Philadelphia.  Pa.  19129. 

General  diagnostic  radiology 

New  York  University  Post-Graduate  Medical  School 
will  offer  a five-day  course  in  general  diagnostic  radiolo- 
gy, October  13  to  17.  The  course  will  include  a survey 
of  all  subspecialties  of  diagnostic  radiology  including 
nuclear  medicine  and  ultrasonography.  It  is  designed 
as  a refresher  for  the  practicing  radiologist,  and  to  help 
prepare  the  candidate  for  boards  in  radiology.  Basic 
concepts  will  be  stressed  and  special  attention  will  be 
given  to  new  developments  in  the  field  of  diagnostic  ra- 
diology. It  will  also  present  current  information  in  sub- 
specialty areas  of  radiology,  including  uroradiology,  gas- 
trointestinal radiology,  chest  and  cardiac  radiology, 
bone  and  joint  radiology,  and  neuroradiology. 

For  applications  and  a detailed  brochure  of  the 
course,  please  write:  Office  of  the  Associate  Dean,  New 
York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  N.Y.  10016;  or  telephone  (212) 
679-3200,  Ext.  4037. 

Fall  pediatric  seminar 

Nassau  County  Medical  Center  is  sponsoring  the 
Fourth  Willis  J.  Potts  Memorial  Seminar  to  be  held  at 
the  Island  Inn,  Old  Country  Road,  Westbury,  Long 
Island,  New  York,  on  November  6 and  7,  1975.  The 
three  themes  of  the  conference  will  be:  “The  Role  of 

the  Primary  Care  Physician,”  “Unusual  Problems  in  Pe- 
diatric Surgery,”  and  “Common  Problems  in  Pediatric 
Surgery.” 

Material  for  inclusion  for  the  medical  meetings  section  must 
he  received  eight  weeks  prior  to  publication  date. 

continued  on  page  1 193 
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continued  from  page  1192 

Further  information  is  obtainable  from:  Platon  J. 

Collipp,  M.D.,  Chairman,  Department  of  Pediatrics, 
Nassau  County  Medical  Center,  2201  Hempstead  Turn- 
pike, East  Meadow,  New  York  11554;  Telephone:  516- 
542-2177. 

Annual  meeting 

The  Association  for  Research  in  Nervous  and  Mental 
Disease  will  hold  its  Annual  Meeting  on  December  5 and 
6,  1975,  at  the  Hotel  Roosevelt  in  New  York  City.  This 
year’s  meeting  will  be  devoted  to  basal  ganglia  disorders, 
a topic  last  discussed  by  the  Association  in  1940. 

The  president  and  chairman  of  this  year’s  Commis- 
sion is  Melvin  D.  Yahr,  M.D.  A group  of  distinguished 
scientists  from  here  and  abroad  will  participate.  New 
developments  as  to  the  ultrastructure,  biochemistry, 
and  physiological  abnormalities  of  the  many  disorders  of 
the  basal  ganglia  as  well  as  mechanisms  involved  in  the 
control  of  motor  and  behavioral  activities  in  the  brain 
will  be  discussed.  Particular  consideration  will  be  given 
to  etiology,  pathogenesis,  and  treatment  of  such  disor- 
ders as  Parkinson’s  disease,  Huntington’s  chorea,  and 
dystonia. 

Further  information  relative  to  this  meeting  can  be 
obtained  from  the  Secretary-Treasurer  of  the  ARNMD, 
H.  Houston  Merritt,  M.D.,  722  West  168th  Street,  New 
York,  N.Y.  10032. 

Cruise  workshop 

“Human  Sexuality,”  the  topic  for  five  workshops 
which  began  in  June,  will  hold  its  last  session  August  15 
to  20,  1975.  These  are  sponsored  by  Seminars  & Sym- 
posia, New  York  City.  Additional  information  may  be 
obtained  from  Mrs.  Pamela  Orna,  assistant  executive  di- 
rector, Seminars  & Symposia,  Inc.,  505  Park  Avenue, 
New  York,  New  York  10022. 

Practical  modern  neurology 

The  Department  of  Neurology,  University  of  Miami 
School  of  Medicine,  will  conduct  its  Third  Annual 
Course  in  Practical  Modern  Neurology  at  the  Fontaine- 
bleau Hotel,  Miami  Beach,  Florida,  February  2 and  6, 
1976.  For  information  and  registration  information 
write:  Division  of  Continuing  Education,  University  of 
Miami  School  of  Medicine,  P.O.  Box  520875  Biscayne 
Annex,  Miami,  Florida  33152;  Telephone  305-547-6716. 
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Editorials 


Treasury  awards  to  Journal 


Our  first  advertisements  to  appear  in  support  of 
the  war  effort  urged  all  to  purchase  War  Bonds 
and  Stamps.  That  was  in  April  of  1943.  Later 
the  term  was  changed  to  Savings  Bonds.  But  over 
those  years  the  Journal  has  continued  to  present 
advertisements  for  United  States  Savings  Bonds 
in  conjunction  with  the  Advertising  Council.  As- 
suredly, this  is  a most  worthwhile  public  service. 

Recently,  we  were  honored  with  a special  award 
from  the  Department  of  the  Treasury  in  recogni- 
tion of  the  Journal's  continuing  support  of  this 
program.  On  Wednesday,  April  9,  1975,  Mr.  Phil- 
ip Littman,  National  Advertising  & Promotion 
Sales  Executive,  and  Mr.  E.  Manne  Deutsch, 
Downstate  Area  Manager,  both  of  the  U.S.  Savings 
Bonds  Division  of  the  Department  of  the  Trea- 
sury, came  to  the  Journal  offices  to  present 
awards  not  only  to  the  Journal  but  also  to  Alfred 
A.  Angrist,  M.D.,  Editor,  and  Robert  W.  Miller, 
Advertising  Production  Manager  (Figure  1). 

The  awards  read: 

“Award  for  Patriotic  Service 
through  the  U.S.  Savings  Bonds  Program” 


FIGURE  1.  Treasury  awards  to  Journal.  Back  row: 
Philip  Littman,  Elizabeth  C.  Smith,  and  E.  Manne  Deutsch. 
Front  row:  Flenry  I.  Fineberg,  M.D.,  Alfred  A.  Angrist, 

M.D.,  and  Robert  W.  Miller. 

We  appreciate  this  recognition  and  the  fact  that 
our  government  is  human  and  even  has  a heart. 
In  purchasing  Savings  Bonds  you  are  not  only 
doing  a patriotic  service  but  also  making  a secure 
investment  in  the  future. 


The  immediate  and  long  range  dangers  of  aerosol 
sprays 


Aerosol  sprays  now  are  used  for  disbursing  prac- 
tically everything,  both  liquid  and  solid.  The  low- 
pressure  aerosol  spray  container  can  be  a hazard 
and  has  caused  some  deaths,  particularly  when 
heated.  It  also  has  been  abused  in  this  age  of  drug 
intoxication  for  “kicks”  and  caused  deaths  of  in- 
fants too.  However,  this  is  only  the  immediate 
problem  that  concerns  us  for  there  are  major  dan- 
gers in  the  offing. 

The  component  that  makes  the  spray  effective 
and  efficient  is  the  real  cause  of  its  potential  harm. 
It  vaporizes  at  low  temperature  and  low  pressures, 
and  is  very  inert  and  thus  remains  unchanged  for 
long  periods  of  time.  It  has  been  shown  to  persist 
in  the  atmosphere  and  has  been  found  high  up  in 
the  stratosphere.  Here  it  decomposes  under  ul- 
traviolet light  in  the  ozone  layer  and  destroys  this 


protective  zone.  This  destruction  of  the  ozone 
layer  in  turn  promises  great  future  danger  when 
the  unshielded  ultraviolet  light  then  reaches  the 
earth’s  surface  in  increasing  quantity  and  affects 
humans,  animals,  and  plant  life.  Plastic  resins  in 
the  spray  can  cause  restrictive  lung  storage  disease 
and  interstitial  fibrosis  and  emphysema.  Other  as 
yet  unknown  dangers  undoubtedly  lurk  for  users 
and  nonusers  too. 

The  practical,  if  not  pragmatic,  recommenda- 
tion is  to  ration  the  use  of  aerosol  cans  on  the  basis 
of  use  and  necessity.  With  woman’s  lib  one  would 
not  dare  eliminate  its  use  for  hair  sprays!  How- 
ever, there  is  no  reason  why  Lysol  cannot  be 
spread  by  cotton  pads  in  the  old-fashioned  man- 
ner, nor  powder  applied  directly  or  with  a powder 
puff.  Elimination  of  spray  dispersal  of  many 
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products  is  a small  compromise  that  is  immediate- 
ly feasible;  it  does  not  compare  with  the  realistic 
regulation  of  this  grave  danger  of  added  pollution 
and  contamination  of  the  atmosphere  as  the  Japa- 
nese are  doing.  They  have  impounded 
$25,000,000  to  eliminate  vinyl  chloride  sprays,  a 
known  liver  carcinogen.  This  long  range  effect  of 
the  sprays  should  also  include  the  possible  ulti- 
mate potential  of  carcinogenic  effects. 

We  do  have  several  governmental  agencies 
studying  this  problem.  For  the  immediate  prob- 
lem, the  immediate  recommendation  is  regulation 
and  rationing.  Let  us  limit  the  use  of  aerosol 


Preventing  malpractice 

As  this  editorial  is  being  written,  news  of  the 
legislation  that  passed  both  Houses  in  Albany  is 
being  reported  in  the  press.  It  will  only  partially 
alleviate  our  professional  liability  problem  but, 
hopefully,  before  this  is  published,  the  tort 
changes  and  insuring  agency  developed  will  be 
helpful  to  us  and  indirectly  beneficial  to  our  pa- 
tients and  the  general  public. 

It  is  now  appropriate  for  us  to  apply  our  think- 
ing processes  to  methods  of  preventing  medical 
malpractice.  Educating  the  public  as  to  the  scope 
of  the  problem  and  the  difference  between  bad  re- 
sults and  true  negligence  is  the  responsibility  of 
our  public  relations  team. 

A mere  recitation  of  the  causes  will  be  meaning- 
less if  physicians  refuse  to  accept  the  fact  that  an 
injury,  real  or  imagined,  is  the  primary  cause  of 
malpractice  litigation.  Recognizing  this  premise 
and  correcting  our  deficiencies  is  absolutely  essen- 
tial to  the  success  of  all  programs  devised  to  re- 
duce the  number  of  suits  brought  against  physi- 
cians. 

Many  of  us  recognized  early  the  increasing  num- 
ber of  cases  and  skyrocketing  awards  and  began  to 
search  for  reasons.  The  most  common  are: 

1.  An  error  in  judgment,  treatment,  or  an  overt 
negligent  act  are  the  major  causes  of  malprac- 
tice litigation.  If  nonexistent,  we  would  not 
have  a problem. 

2.  The  thing  speaks  for  itself — res  ipsa  loquitur. 

3.  The  rapid  expansion  of  medical  knowledge  has 
produced  a widening  gap  in  a doctor’s  ability 
to  apply  all  that  he  should  in  each  particular 
case. 

4.  Complicated  procedures  and  equipment — 
they  increase  hazards  and  require  greater 

ills. 

5.  I)  complete  histories  and  incompetent  physical 
< xaminations — the  physician  may  omit  facts 


spray  applications  in  a manner  corresponding  to 
overall  specific  needs.  All  this  is  an  additional  de- 
struction of  the  ozone  stratum,  over  and  above 
what  is  contributed  by  the  automobile  and  the  su- 
personic transport  (SST).  A logical  control  and 
rational  approach  now  may  forestall  real  harm 
later.  Remember,  too,  that  the  action  of  the  chlo- 
rine and  the  nitrogen  oxide  and  sulphur  oxide  in 
the  contaminated  air  is  a long-continuing  process, 
if  not  an  everlasting  one.  As  physicians  we  must 
be  concerned. 

A.  A.  A. 


and  miss  findings  pertinent  to  diagnosis  and 
treatment.  Known  allergies,  for  example, 
must  be  recorded. 

6.  Failure  to  keep  accurate  and  detailed  records. 

7.  Failure  to  seek  consultation  in  difficult  and 
complex  cases. 

8.  Failure  to  order  appropriate  studies  particu- 
larly x-rays  in  trauma  cases.  (This  is  the 
cause  of  excessive  testing  and  the  practice  of 
defensive  medicine). 

9.  The  increase  in  public  interest  in  medicine 
and  health  matters.  People  expect  results  to 
be  consistently  good  (Marcus  Welby  sym 
drome).  They  are  not  aware  of  the  unpredict- 
able aspects  of  medical  treatment. 

10.  The  present  poor  image  of  physicians  as  a 
group. 

11.  Increased  legal  expertise  in  uncovering 
grounds  for  and  prosecuting  suits  for  malprac- 
tice. 

12.  The  publicity  that  is  given  to  large  verdicts 
and  settlements.  They  are  increasing  in  num- 
ber and  amounts. 

13.  Rising  taxes,  medical  costs,  and  fees  create  a 
greater  desire  on  the  part  of  the  patient  to  re- 
coup money  from  physicians. 

14.  The  impersonal  relationship  that  exists  in  hos- 
pitals and  the  unsympathetic  care  adminis- 
tered by  some  physicians,  nurses,  and  other 
hospital  personnel. 

1 5.  Suit-pronepatientsandsuit-pronephysicians — 
the  former  expect  too  much  and  the  latter  do 
not  realize,  ignore,  or  are  unwilling  to  accept 
their  limitations  and  shortcomings. 

16.  Obtaining  consent  improperly — the  complex 
and  newly  “informed  consent”  requirement. 

17.  Loose  talk  from  a physician  regarding  his  per- 
sonal malpractice  coverage  and  criticism,  war- 

continued  on  page  1248 


1198  New  York  State  Journal  of  Medicine/ July  1975 


New  bronchodilator  tablets 


Highly  effective  oral  bronchodilator. 

Preferential  action  on  bronchial  smooth 
muscle  may  minimize  cardiovascular 
effects. 

Side  effects  are  generally  transient. 

Effectiveness  lasts  from  four  to 
eight  hours. 

Effective  for  long-term  treatment. 

Only  three  tablets  a day. 


Please  see  full  prescribing  information  on  the  back  of  this  page. 


Brethine"  Tablets  Geigy 

terbutaline  sulfate 

New  oral  bronchodilator  for  patients 
with  bronchial  asthma  and  reversible 
bronchospasm  associated  with 
bronchitis  and  emphysema. 


Brethine™ 

brand  of 

terbutaline  sulfate  Tablets  of 

5 mg. 

Prescribing  Information 


Description  Brethine,  brand  of  terbutaline 
sulfate,  a synthetic  sympathomimetic 
amine,  may  be  chemically  described  as 
a-[(?erf-butylamino)  methyl]-3,5-dihydroxy- 
benzyl  alcohol  sulfate.  The  structural 
formula  is  as  follows: 


-CHCH2NHC(CH3)3 

OH 


h2so4 


Brethine,  brand  of  terbutaline  sulfate,  is  a 
water  soluble,  colorless,  crystalline  solid. 
Tablets  containing  Brethine,  brand  of 
terbutaline  sulfate,  should  be  stored  at 
controlled  room  temperature. 


Each  scored,  white  tablet  contains  5 mg. 
(equivalent  to  4.1  mg.  of  free  base)  of 
Brethine,  brand  of  terbutaline  sulfate. 


Actions  Brethine,  brand  of  terbutaline 
sulfate,  is  a /3-adrenergic  receptor  agonist 
which  has  been  shown  by  in  vitro  and  in 
vivo  pharmacological  studies  in  animals  to 
exert  a preferential  effect  on  /32  adrenergic 
receptors  such  as  those  located  in  bron- 
chial smooth  muscle.  Controlled  clinical 
studies  in  patients  who  were  administered 
the  drug  orally  have  revealed  proportion- 
ally greater  changes  in  pulmonary  function 
parameters  than  in  heart  rate  or  blood 
pressure.  While  this  suggests  a relative 
preference  for  the  /32  receptor  in  man,  the 
usual  cardiovascular  effects  commonly 
associated  with  sympathomimetic  agents 
were  also  observed  with  Brethine.  brand 
of  terbutaline  sulfate. 


Brethine,  brand  of  terbutaline  sulfate,  has 
been  shown  in  controlled  clinical  studies 
to  relieve  bronchospasm  in  chronic  ob- 
structive pulmonary  disease. 

This  action  is  manifested  by  a clinically 
gnificant  increase  in  pulmonary  function 
as  demonstrated  by  an  increase  of  15%  or 
more  in  FEV,  and  in  FEF2S.,5%.  Following 
administration  of  Brethine,  brand  of  terbut- 
aline sulfate,  tablets,  a measurable  change 
in  flow  rate  is  usually  observed  in  30  min- 


utes, and  a clinically  significant  improve- 
ment in  pulmonary  function  occurs  at 
60-120  minutes.  The  maximum  effect  usu- 
ally occurs  within  120-180  minutes. 
Brethine,  brand  of  terbutaline  sulfate,  also 
produces  a clinically  significant  decrease 
in  airway  and  pulmonary  resistance  which 
persists  for  at  least  four  hours  or  longer 
Significant  bronchodilator  action,  as  meas- 
ured by  various  pulmonary  function  deter- 
minations (airway  resistance,  FEF25.75%,  or 
PEFR),  has  been  demonstrated  in  some 
studies  for  periods  up  to  eight  hours. 

Clinical  studies  were  conducted  in  which 
the  effectiveness  of  Brethine,  brand  of 
terbutaline  sulfate,  was  evaluated  in  com- 
parison with  ephedrine  over  periods  up  to 
three  months.  Both  drugs  continued  to 
produce  significant  improvement  in  pul- 
monary function  throughout  this  period 
of  treatment. 

Indications  Brethine,  brand  of  terbutaline 
sulfate,  is  indicated  as  a bronchodilator  for 
bronchial  asthma  and  for  reversible  bron- 
chospasm which  may  occur  in  association 
with  bronchitis  and  emphysema. 

Contraindications  Brethine,  brand  of 
terbutaline  sulfate,  is  contraindicated  when 
there  is  known  hypersensitivity  to  sym- 
pathomimetic amines. 

Warnings  Usage  in  Pregnancy:  Animal 
reproductive  studies  have  been  negative 
with  respect  to  adverse  effects  on  fetal 
development.  The  safe  use  of  Brethine, 
brand  of  terbutaline  sulfate,  has  not,  how- 
ever, been  established  in  human  preg- 
nancy. As  with  any  medication,  the  use  of 
the  drug  in  pregnancy,  lactation,  or  women 
of  childbearing  potential  requires  that  the 
expected  therapeutic  benefit  of  the  drug 
be  weighed  against  its  possible  hazards 
to  the  mother  or  child. 

Usage  in  Pediatrics:  Brethine,  brand  of 
terbutaline  sulfate,  tablets  are  not  pres- 
ently recommended  for  children  below  the 
age  of  12  years  due  to  insufficient  clinical 
data  in  this  pediatric  group. 

Precautions  Brethine,  brand  of  terbutaline 
sulfate,  should  be  used  with  caution  in 
patients  with  diabetes,  hypertension,  and 
hyperthyroidism. 

As  with  other  sympathomimetic  broncho- 
dilator agents,  Brethine,  brand  of  terbut- 


aline sulfate,  should  be  administered 
cautiously  to  cardiac  patients,  especially 
those  with  associated  arrhythmias. 

The  concomitant  use  of  Brethine,  brand  of 
terbutaline  sulfate,  with  other  sympatho- 
mimetic agents  is  not  recommended,  since 
their  combined  effect  on  the  cardiovascu- 
lar system  may  be  deleterious  to  the  pa- 
tient. However,  this  does  not  preclude  the 
use  of  an  aerosol  bronchodilator  of  the 
adrenergic  stimulant  type  for  the  relief  of 
an  acute  bronchospasm  in  patients  receiv- 
ing chronic  oral  Brethine,  brand  of  terbut- 
aline sulfate,  therapy. 

Adverse  Reactions  Commonly  observed 
side  effects  include  nervousness  and 
tremor.  Other  reported  reactions  include 
headache,  increased  heart  rate,  palpita- 
tions, drowsiness,  nausea,  vomiting,  and 
sweating.  These  reactions  are  generally 
transient  in  nature  and  usually  do  not 
require  treatment.  The  frequency  of  these 
side  effects  appears  to  diminish  with  con- 
tinued therapy.  In  general,  all  the  side 
effects  observed  are  characteristic  of  those 
commonly  seen  with  sympathomimetic 
amines. 

Dosage  and  Administration  The  usual  oral 
dose  of  Brethine,  brand  of  terbutaline  sul- 
fate, for  adults  is  5 mg.  administered  at 
approximately  six-hour  intervals,  three 
times  daily,  during  the  hours  the  patient  is 
usually  awake.  If  side  effects  are  particu- 
larly disturbing,  the  dose  may  be  reduced 
to  2.5  mg.,  three  times  daily,  and  still  pro- 
vide a clinically  significant  improvement 
in  pulmonary  function.  A dose  of  2.5  mg., 
three  times  daily,  also  is  recommended  for 
children  in  the  12-  to  15-year  group. 
Brethine,  brand  of  terbutaline  sulfate,  is 
not  recommended  at  present  for  use  in 
children  below  the  age  of  12  years.  In 
adults,  a total  dose  of  15  mg.  should  not 
be  exceeded  in  a 24-hour  period.  In  chil- 
dren, a total  dose  of  7.5  mg.  should  not 
be  exceeded  in  a 24-hour  period. 

How  Supplied  Brethine,  brand  of  terbut- 
aline sulfate,  tablets  of  5 mg  are  supplied 
in  bottles  of  100 
98-146-060-B  (5/75)  667001 
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New  York  City 

From  the  Division  of  Cardiovascular  and  Thoracic  Surgery,  New 
York  Medical  College 


It  is  of  use,  from  time  to  time,  to  take  stock,  so  to 
speak,  of  our  knowledge  of  a particular  disease,  to 
see  exactly  where  we  stand  in  regard  to  it,  to  inquire 
to  what  conclusions  the  accumulated  facts  seem  to 
point,  and  to  ascertain  in  what  direction  we  may 
look  for  fruitful  investigations  in  the  future. — Sir 
William  Osier 

Surgical  endeavors  to  rectify  the  cardiac  struc- 
tural aftermaths  of  myocardial  infarction 
date  to  two  events  which  happened  forty  years 
ago.  One  was  the  clinical  resection  of  a right  ven- 
tricular diverticulum.418-419  The  other  was  the 
demonstration  that  the  expansion  of  experimental 
cardiac  aneurysms  could  be  restrained  by  com- 
pressing their  exterior.286  In  neither  instance  was 
heart  action  compromised.  These  operations  were 
repeated  on  very  few  occasions.31’347  It  was  not 
until  a couple  of  decades  ago,  with  the  advent  of 
extracorporeal  circulation  and  of  cardioangiogra- 
phy,  that  procedures  to  remedy  not  only  parietal 
aneurysm  but  also  other  rarer  postinfarction  me- 
chanical complications  ceased  to  be  oddities.  In- 
deed, in  the  intervening  years,  some  of  those  pro- 
cedures have  come  to  occupy  a prominent  place  in 
the  contemporary  repertoire  of  cardiac  surgery. 


Previous  publications  have  reviewed  the  patho- 
physiology and  clinical  manifestations  of  diverse 
cardiac  structural  deformities  resulting  from  myo- 
cardial infarction,425-429  the  indications  for  surgi- 
cal intervention,430*431  and  technical  principles 
which  underlie  various  operations.430-432  The 
present  article  surveys  the  accomplishments  of 
this  sphere  of  surgical  activity  on  the  basis  of  re- 
ports which  have  appeared  in  the  world  literature 
through  the  year  1973. 

Parietal  infarct 

3,11,13,23,36,37,41-45,50,51,54,56,59,62,63,65,69,79,80,82,84,93, 

97,98,104,107,108,115,116,120-122,134,135,139,140,144, 

152,173,190,200,204,210-212,220,226-229,232,233,250, 

263,269,287,291,293,294,315,318,329,339,340,342,344,345,350, 

351,358,360,361,388,389,391,398,404,405,413,422,423,465-469, 

476,480,502,504-507,5 10,5 1 7 

Statistics  collated  from  many  medical  centers 
paint  an  appalling  picture  of  the  plight  of  persons 
in  whom  shock  supervenes  on  acute  myocardial  in- 
farction. At  best,  about  one  tenth  of  them  are 
saved,  even  with  the  most  zealous  application  of 
modern  medicinal  management  and  of  paracorpo- 
real  devices  to  bolster  the  faltering  circulation. 
Owing  to  certain  dissimilarities  in  the  respective 
pathogenesis  of  cardiogenic  shock  and  of  shock 
due  to  other  cause,  some  of  the  pharmacologic  ar- 
senal which  is  fitting  for  the  latter  ofttimes  is  in- 
appropriate for  the  former.  Mechanical  circulato- 
ry support,  although  frequently  of  distinct  service 
in  sustaining  life  for  several  hours,  decidedly  has 
limitations. 

Since  individuals  with  cardiogenic  shock  which 
is  not  surmounted  by  medication  are  inexorably 
doomed,  whatever  prospects  surgery  has  to  offer 
for  rescuing  any  of  them  from  that  fate  are  of  keen 
interest  and  merit  being  explored  judiciously. 

Data.  Pursuant  to  a suggestion  made  else- 
where,425 the  term  “infarct”  is  used  here  to  desig- 
nate the  myocardial  segment  at  any  histologic 
stage  within  the  first  trimester  after  the  inception 
of  necrosis.  The  corollary  term  “infarctectomy” 
refers  to  excision  of  such  a segment.430-432 

Considered  here  are  just  those  instances  of  sur- 
gery undertaken  solely  for  parietal  infarcts  unac- 
companied by  other  recent  cardiac  structural  de- 
fects. Parietal  infarctectomy  complementary  to 
correction  of  ventricular  septal  perforation,  papil- 
lary muscle  rupture,  and  so  forth,  will  be  discussed 
in  conjunction  with  analyses  of  operations  for 
those  entities. 

From  the  years  1959  through  1973  surgery  was 
performed  on  156  patients,  of  whom  146,  or  93.6 
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TOTAL 


YEAR 

Infarctectomy 

Infarctect.;  coronary  bypass 
Inforctect.;  I valve  replacement 
Infarctect.;  2 valve  replcmt. 

Infarctect.;  valve  replcmt.;  coron.  bypass 
Infarctect.;  aneurysmectomy 
Infarctect.;  coron.  bypass;  int.  mamm.  implant. 
Plication;  coron.  bypass 
Infarctect.;  pulmonary  embolectomy 


1959  1961  1964  1965  1968  1969  1970  1971  1972  1973 


103 

38 

5 

1 

2 
3 

1 

2 


TOTAL  12  1 I I 4 17  43  32  54  156 

FIGURE  1.  Operations  for  parietal  infarct,  93.6  per  cent  of  which  were  done  in  last  four  years.  Infarctectomy  alone  con- 
stituted two  thirds  of  series. 


per  cent,  were  operated  on  in  the  last  four  years 
(Fig.  1).  Their  ages  ranged  from  eighteen  to  sev- 
enty-three years:  0.6  per  cent  between  eighteen 

and  twenty  years;  1.3  per  cent  between  twenty-one 
and  thirty  years;  2.6  per  cent  between  thirty-one 
and  forty  years;  28.8  per  cent  between  forty-one 
and  fifty  years;  44.2  per  cent  between  fifty-one  and 
sixty  years;  20.5  per  cent  between  sixty-one  and 
seventy  years;  and  1.9  per  cent  between  seventy- 
one  and  seventy-three  years.  Men  outnumbered 
women  twelvefold. 

All  patients  exhibited  obdurate  cardiovascular 
collapse,  tachycardia,  or  congestive  heart  failure, 
often  in  combination.  Repetitive  ventricular  ta- 
chydysrhythmia,  with  or  without  cardiac  arrest, 
was  the  chief  indication  for  surgery  in  65  cases.431 
Four  patients  manifested  cardiogenic  thromboem- 
bolism to  the  limbs  or  lungs,50,51,97,98,210,226  and  an- 
other suffered  recurring  hemopericardium.339’340 
Antecedents  of  coronary  atherosclerosis  were 
known  to  be  present  in  all  save  a few  patients  who 
developed  myocardial  infarction  during  study  or 
surgical  treatment  of  rheumatic  valvopathy. 

One  third  of  the  patients  underwent  operation 
within  two  weeks  of  infarction,  one  half  of  these 
within  the  first  week  (Fig.  2).  Nine  patients  from 
this  subset  suffered  infarction  at  thoracotomy,  ei- 
ther while  being  readied  for  myocardial  revascu- 
larization or  after  valve  replacement;  hence,  they 
already  had  circulatory  support  or  received  it 
quickly.108,115,116,210,226,291,294,405  Another  20  were 
provided  with  preoperative  and/or  postoperative 
mechanical  circulatory  assistance,  usually  in- 
traaortic balloon  pumping.36,37,59,190,507 

Infarctectomy  alone  was  the  most  commonly 
p rformed  procedure,  amounting  to  66  per  cent  of 
the  series  (Fig.  1).  Next  was  infarctectomy  cou- 
r led  with  coronary  artery  bypass,  24.4  per  cent  of 
t he  series.  Of  the  8 cases  involving  aortic  and/or 
m.tral  valve  surgery,  only  3 times  was  valve  re- 
phn  ement  done  because  of  anxiety  about  concomi- 


tant papillary  muscle  dysfunction79,80,140,504,507; 
the  others  were  instances  of  myocardial  infarction 
complicating  rheumatic  valvopathy.13,108,115,293,404 
Coronary  artery  bypass  was  a component  of  43 
procedures36,37,50,51,59,79,80,107,108,121,144,200,210, 

226,269,340,344,345,389,422,476,480,507.  single  bypaSS  in 

27,  double  bypass  in  14,  and  triple  bypass  in  2. 
Pulmonary  embolectomy  was  done  once.50,51 

Sixty-three  patients  died  in  hospital,  either  at 
operation  or  within  the  first  month,  an  early  mor- 
tality rate  of  40.4  per  cent  (Fig.  2).  A single  death 
was  unrelated  to  cardiovascular  disease;  it  fol- 
lowed peritonitis  from  perforated  duodenal  ulcer 
in  a seventy-three-year-old  man  eighteen  days 
after  infarctectomy  combined  with  aneurysmec- 
tomy.3 About  one  half  of  the  fatalities  occurred  in 
the  operating  suite  from  insuperable  hemorrhage, 
cardiac  standstill,  dysrhythmia,  shock,  or  cardior- 
rhexis.  The  rest  took  place  from  a few  hours  to 
three  weeks  later  and  were  due  to  tachydysrhyth- 
mia,  low  cardiac  output,  renewed  myocardial  in- 
farction, pulmonary  embolism,  sepsis,  or  cerebral 
damage.  One  patient  with  chaotic  tachydysrhyth- 
mia  unrelieved  after  infarctectomy  underwent  cor- 
onary artery  bypass  on  the  eighth  day,  but  died 
one  week  later.79,80  His  case  was  given  as  an  ex- 
ample of  the  early  fatalities  ascribed  to  inadequate 
excision  of  the  infarct.79,80,351,358,389,422  The  prin- 
cipal postoperative  morbidity  derived  from  low 
cardiac  output,  respiratory  insufficiency,  tachy- 
dysrhythmia,  or  infection. 

Five  of  the  93  patients  who  left  the  hospital 
alive  died  subsequently,  a late  mortality  rate  of  3.2 
per  cent.  Four  of  these  deaths  followed  infarctec- 
tomy alone,  and  1 followed  infarctectomy  allied 
with  mitral  valve  replacement.  In  3 cases  they 
were  due  to  recurrent  infarction,  in  1 to  dehiscence 
of  the  cardiorrhaphy, 79,80  and  in  the  last  to  abscess 
at  the  suture  line.13 

These  deaths  occurred  at  from  two  to  eighteen 
months  after  surgery. 
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INTRAHOSP.  DEATHS 


1st.  wk. 


INTERVAL  BETWEEN 

No.  OF 

% OF 

OP. 

POSTOP. 

% OF 

% OF 

LATE 

NET  No.  OF 

INFARCTION  8 SURGERY 

PATIENTS 

SERIES 

Related  Unrelated 
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EARLY  DEATHS  DEATHS 
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7 
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13 

8-3 

4 

2 

46-2 

9-5 
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1 1 
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3 

4 

63-6 

II*  1 

4 
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5 
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5 

5 
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1 

10 
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16 
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4 

3 
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9 

6th  wk.  (36-42  d.) 

21 
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7 

1 
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12*7 

13 
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5 

3-2 

3 

60-0 

4-8 

2 

6 th  wk.  (50-56  d.) 

10 

6-4 

1 

10-0 

1*6 

9 

9th  wk.  (57-63  d.) 

5 

3-2 

5 
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7 
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2 

28-6 

3*2 

5 
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1 

0-6 

1 
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9 

5-8 

1 

1 
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3*2 

2 

5 

TOTAL, 

156 

34 

28  J_ 
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88 

63 

O'- 2% 
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(40-4  % OF  SERIES) 


OF 
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OF 

SERIES) 


FIGURE  2.  Influence  on  mortality  rate  of  recency  of  acute  myocardial  infarction  to  surgery.  Some  procedures  done  on 
first  day  were  cases  of  infarction  which  arose  in  operating  room. 


OVERALL  SURVIVORS 
% OF  % OF 


NET  SURVIVORS 
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DURATION  POSTOP. 

No. 

SERIES 

SURVIVORS 

DEATHS 

No. 

SERIES 

SURVIVOF 

2 nd  mo.  - 4 mos. 

7 

4-5 

7-5 

1 

6 

3-8 

6-8 

4 th  mo.  ~ 7 mos. 

8 

5-  1 

8-6 

2 

6 

3-8 

6-8 

7th  mo.  -10  mos. 

7 

4-5 

7-5 

7 

4*5 

8-0 

10th  mo.  - / yr. 

44 

28-2 

47-3 

44 

28-2 

50-0 

2nd  yr.  - J yrs. 

25 

16-0 

26-9 

2 

23 

14*7 

26-1 

3 rd  yr.  - 4 yrs. 

2 

1-3 

2-2 

2 

1-3 

2-3 

TOTAL 

93 

59-6 

_5 

88 

56-4 

FIGURE  3.  Overall  survival  following  surgery  for  parietal  infarct.  Few  deaths  were  reported  after  hospital  discharge. 


The  remaining  88  patients,  56.4  per  cent  of  the 
original  population,  were  reported  to  be  alive  from 
one  month  to  three  years,  the  majority  at  one  year 
(Fig.  3).  Most  of  them  were  said  to  be  asymptom- 


atic. Several,  though,  were  dependent  on  mainte- 
nance medication  of  some  sort  for  prophylaxis 
against  angina  pectoris,  congestive  failure,  or  ta- 
chydysrhythmia.  One  of  the  survivors,  twenty- 
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one  months  after  infarctectomy  and  single  coro- 
nary bypass,  remained  symptom-free  in  spite  of 
angiographic  evidence  of  ectatic  weakening  of  the 
ventriculorrhaphy.339,340 

Analysis  and  comment.  Rationale  for  sur- 
gery. Inasmuch  as  operation  on  acute  infarcts 
currently  is  a very  polemical  subject,  analysis  of  its 
achievements  deserves  some  prefatory  remarks. 

A great  deal  of  experimental  work  has  shown 
that  cardiogenic  shock,  tachydysrhythmia,  and  ex- 
tending myocardiolysis  may  be  braked  by  resec- 
tion of  a nascent  infarct.  A precis  of  the  investiga- 
tions on  which  clinical  infarctectomy  has  been 
founded  will  serve  to  clarify  the  goals  of  the  proce- 
dure. 

Much  research  has  confirmed  that  cardiogenic 
shock  is  both  perpetrated  and  perpetuated  by  the 
dyssynergy  and  dysrhythmia  which  follow  on  the 
heels  of  sudden  coronary  occlusion.  The  well- 
springs  of  these  mechanistic  adversities  are  the  in- 
farct per  se  as  well  as  surrounding  inflamed  myo- 
cardium. Dyssynergy  is  the  summation  of  an  ab- 
solute loss  of  contractile  units  in  degenerated  mus- 
cle and  a relative  impairment  of  contractility  in 
hypoxemic  but  viable  fibers  at  its  epicenter.  The 
dysrhythmias  entrained  by  infarction  further  ag- 
gravate dyssynergy.  They  emanate  from  pertur- 
bations in  the  sequences  of  excitation,  conduction, 
and  depolarization  due  to  abnormal  chemical  and 
physical  gradients  between  the  necrotic  mass  and 
neighboring  myocardium.  The  ultrastructural 
and  metabolic  upheavals  at  the  territory  interca- 
lated between  the  infarct  proper  and  sound  muscle 
ordinarily  are  centrifugal  in  intensity.  The  poten- 
tial for  reversibility  of  these  disturbances  is  lowest 
in  sectors  of  the  transitional  zone  nearest  to  the 
hub  of  necrosis. 

If  dyssynergy  and  dysrhythmia  are  allowed  to 
proceed  unchecked,  the  infarct  broadens  as  isch- 
emic tissue  falls  prey  to  myocardiolysis.  In  due 
course  so  much  muscle  is  undermined  that  the 
pumping  machinery  of  the  heart  is  totally 
wrecked.  But  should  the  devitalized  segment  be 
excised  very  close  to  the  outset  of  infarction  before 
it  has  reached  a critical  bulk,  the  balance  shifts  to 
restoration  of  kinetic  and  electrical  equilibrium. 

In  animals  a satisfactory  cardiac  output  con- 
tinues to  be  maintained  after  either:  (1)  resection 
of  roughly  one  quarter  of  the  surface  area  of  the 
anterior  wall  of  the  left  ventricle,  without  pros- 
thetic replacement;  or  (2)  excision  of  nearly  two 
fifths  of  the  wall,  allied  with  prosthetic  substitu- 
tion. Noteworthy  has  been  the  observation  that 
most  or  all  of  the  peri-infarct  ischemic  zone  may 
e left  behind  without  significantly  altering  the 
hemodynamic  outcome  or  survival  rate. 

Of  course,  circumstances  prevailing  with  acute 
oronary  occlusion  produced  in  otherwise  unblem- 
■ bod  animal  hearts  are  at  variance  with  those  in 
h .man  hearts.  The  paramount  factor  of  anteced- 


ent coronary  atherosclerosis  in  human  beings  is  a 
key  reason  for  the  results  of  clinical  infarctectomy 
not  being  as  favorable  as  those  obtained  under 
controlled  laboratory  conditions.  In  a setting  of 
preexisting  coronary  sclerosis  there  is  contempora- 
neous restriction  of  blood  flow  to  multiple  anatom- 
ic terrains  beside  the  infarct.  The  principal  pen- 
umbral  zone  of  blighted  myocardium  circumscrib- 
ing the  infarct  is  accompanied  by  subsidiary 
patches  of  intermittently  hypoxemic  tissue  else- 
where, which  heretofore  have  obtained  mediocre 
sustenance  through  stenosed  arteries  and  collater- 
al channels.  With  blockage  of  a main  trunk  these 
then  are  pushed  over  the  brink  to  overt  ischemia 
or  are  demolished  outright  because  of  diverted 
perfusion.  Jeopardies  such  as  mitral  regurgitation 
may  appear  secondary  to  magnified  ischemia  of 
papillary  muscles  without  these  actually  being  in- 
side the  enclave  of  the  infarct. 

In  essence,  then,  the  hemodynamic  debits  en- 
gendered by  dyssynergy  after  myocardial  infarc- 
tion against  a background  of  polycentric  coronary 
obstructive  disease  represent  a composite  of 
flawed  contractility  varying  in  scope  qualitatively, 
quantitatively,  and  temporally  at  different  loci  of 
the  heart.  At  stake,  therefore,  is  not  merely  the 
categoric  deprivation  of  muscle  elements  in  the  in- 
cipient infarct  but  also  that  of  cells  either  contigu- 
ous to  and/or  distant  from  the  infarcted  segment, 
whose  accentuated  oxygen  consumption  is  not  sat- 
isfied by  the  available  anatomic  means  of  oxygen 
delivery.  This  point  is  made  because  unlike  ex- 
perimental infarctectomy,  in  clinical  infarctec- 
tomy the  fringe  of  peri-infarct  tissue  almost  in- 
variably must  be  ablated  to  avert  progression  of 
necrosis.  Likewise,  to  guard  against  repeated  in- 
farction, there  may  be  exigency  to  revascularize 
annexes  of  ischemia-menaced  myocardium  which 
are  remote  from  the  primary  infarct.  In  fact,  at 
times  the  heart  beat  will  not  resume  properly  after 
infarctectomy  unless  revascularization  is  conduct- 
ed at  the  same  session.163,269 

Case  selection.  Surgery  was  resorted  to  in  147 
of  the  156  patients  after  concerted  pharmacologic 
and  mechanical  measures  were  to  no  avail  for  stop- 
ping a steadily  accelerative  spiral  of  physical  dete- 
rioration. Most  had  slipped  into  drug-refractory 
shock  or  were  racked  incessantly  by  tachydys- 
rhythmias.  The  other  9 patients  developed  myo- 
cardial infarction  unexpectedly  during  thoracoto- 
my, and  ventricular  defibrillation  or  discontin- 
uance of  heart-lung  bypass  was  impossible  before 
parietal  resection. 

Rarely  did  the  patient’s  age  or  gender  interdict 
acceptance  for  operation.339,340  The  mortality 
rate  among  hexagenarians  was  no  worse  than  that 
of  younger  subjects.  The  surgical  lot  of  women 
replicated  the  men’s. 

Whether  coincidental  constitutional  illnesses 
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such  as  diabetes  mellitus  had  any  bearing  on  the 
surgical  results  could  not  be  ascertained  because 
hardly  any  authors  mentioned  this  facet.  Prior 
arterial  hypertension  or  myocardial  infarcts  were 
not  necessarily  associated  with  the  worst  clinical 
presentations,  their  documentation  did  not  coun- 
termand operation,  and  they  apparently  had  no 
direct  influence  on  the  surgical  results. 

In  most  instances  when  information  from  cardi- 
ac catheterization  and/or  cineangiography  was 
available  it  had  been  procured  before  myocardial 
infarction  arose.  Sometimes  these  investigations 
actually  were  the  precipitants  of  infarc- 
tion.13’210,226,480  In  a few  cases  they  were  made 
during  evolving  infarction  under  the  protection  of 
mechanical  circulatory  support.344,345  Very  rarely 
were  persons  disqualified  from  operation  because 
of  the  disclosure  of  inauspicious  hemodynamic  or 
angiographic  signs.339,340  Not  enough  data  of  that 
kind  were  furnished  to  ascertain  whether  or  not 
surgical  risk  could  be  gauged  quantitatively  ac- 
cording to  liabilities  depicted  in  preoperative  labo- 
ratory findings. 

In  short,  decisions  about  candidacy  for  surgery 
were  essentially  arbitrary,  and  the  timing  of  opera- 
tion depended  on  the  physician’s  judgment  that  an 
abiding  reversal  of  established  shock,  congestive 
failure,  or  tachydysrhythmias  was  accessible  no 
longer  by  the  pharmacologic  or  mechanical  means 
at  hand. 

It  is  generally  acknowledged  that  transmural  in- 
farcts surpassing  two  fifths  of  the  surface  area  of 
the  left  ventricle  are  liable  to  be  irredeemable, 
especially  when  they  affect  the  back  of  the  heart. 
Most  surgeons  would  probably  agree  that  the  re- 
section of  such  big  lesions  is  a technical  feat 
fraught  with  formidable  dangers  and  is  very  apt  to 
result  in  a paltry  cardiac  output  which  is  incom- 
patible with  life.  Victims  of  huge  infarcts  of  that 
sort  would,  in  all  likelihood,  be  excluded  automati- 
cally from  operation  were  there  some  way  of  recog- 
nizing them  beforehand.  Unfortunately,  neither 
electrocardiographic,  enzymatic,  angiographic,  ra- 
dioisotopic, nor  kindred  investigations  are  infal- 
lible for  quantifying  infarcts.  Nor,  for  that  matter, 
can  the  initial  depth  of  congestive  failure  or  that  of 
dyssynergy  estimated  by  such  criteria  as  ejection 
fraction  or  end-diastolic  pressure  be  taken  as  a 
predictor  of  how  a particular  individual  will  fare 
after  excision  of  the  infarct  provoking  both  handi- 
caps. 

Perhaps  the  most  sensitive  clue  about  operabil- 
ity is  the  action  of  the  infravalvar  basal  constrictor 
musculature  as  visualized  by  cineventriculogra- 
phy.  Frank  inertia  of  these  muscles  is  a warning 
that  ejection  force  is  liable  to  be  too  feeble  to  carry 
on  an  adequate  stroke  volume  after  infarctectomy, 
even  if  chamber  capacity  is  not  strictured.  Men- 
tion of  basal  constrictor  power  was  not  made  often 
enough  in  the  examined  articles  to  permit  statisti- 


cal correlation  with  mortality  figures. 

Interval  between  onset  of  infarction  and  opera- 
tion. Myocardial  cells  are  ruined  irrevocably  after 
a mere  couple  of  hours  have  elapsed  from  inter- 
ruption of  their  blood  supply.  In  theory,  there- 
fore, surgical  intervention  undertaken  within  that 
period  would  be  optimal  to  restrain  an  inchoate  in- 
farct from  spreading.  In  actual  practice  this  tim- 
ing rarely  has  been  achievable,  coming  about  in 
less  than  12  cases  when  infarction  happened  dur- 
ing thoracotomy.  The  record  shows  that,  for  the 
rest,  operation  was  resorted  to  usually  after  many 
hours  or  days  of  futile  drug  therapy  or  resuscita- 
tive  efforts.  Just  as  with  case  selection,  the  deci- 
sion when  to  operate  leaned,  admittedly,  on  some- 
what empirical  and  simplistic  clinical  guidelines 
and  not  on  numerical  formulas  taking  into  consid- 
eration the  chronology  of  infarction. 

Inasmuch  as  the  rapidity  of  cellular  decay  in  the 
matrix  of  the  infarct  precludes  any  chance  of  stop- 
ping it,  surgery  must  address  itself  to  foiling  a sim- 
ilar process  in  the  peri-infarct  halo  and  other  hy- 
poxemic sites.  It  stands  to  reason  that  the  most 
opportune  time  for  attaining  this  aim  would, 
again,  be  within  a few  hours  from  the  onset  of  in- 
farction. Regrettably,  the  majority  of  patients  are 
submitted  to  surgery  when  they  are  veritably  in 
extremis,  with  signs  of  evolving  infarction  or  of  ex- 
aggerated oxygen  demand  at  myocardial  outposts 
remote  from  the  principal  infarct  and  its  satellite 
ischemic  corona.  Some  of  the  well-meaning  ma- 
neuvers utilized  before  operation  doubtless  add  to 
metabolic  disarray  in  underperfused  tissue.  As  al- 
luded to  before,  beta-adrenergic  blocking,  vaso- 
pressor, inotropic  and  antidysrhythmic  agents, 
electroshock,  external  cardiac  massage,  and  other 
familiar  therapeutic  gestures  in  the  long  run  may 
further  stultify  myocardium  directly  or  indirectly, 
their  merits  for  transiently  sustaining  circulatory 
homeostasis  notwithstanding. 

The  duration  in  hours  of  the  surgical  “golden 
period”  after  the  beginning  of  infarction,  during 
which  maximum  retrieval  may  be  expected,  is  not 
definable  with  certainty  from  scrutiny  of  the  data 
here  because  the  number  of  patients  in  each  time 
subset  was  too  small  for  statistical  comparison. 
Of  the  13  patients  who  were  operated  on  during 
the  first  day,  infarction  had  occurred  in  9 of  them 
at  thoracotomy.  Three  of  these  9 died,  a mortali- 
ty rate  of  33.3  per  cent.  The  other  4 were  oper- 
ated on  without  preliminary  or  ongoing  circulatory 
assistance,  and  3 of  them  died,  a mortality  rate  of 
75  per  cent. 

The  joint  early  and  late  mortality  rates  for  oper- 
ations at  weekly  intervals  during  the  first  month 
were:  first  week,  54.2  per  cent;  second  week,  53.6 
per  cent;  third  week,  44.4  per  cent;  and  fourth 
week,  52.4  per  cent.  The  cumulative  mortality 
rates  at  monthly  intervals  were:  first  month,  52.4 
per  cent;  second  month,  36.5  per  cent;  and  third 
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month,  27.3  per  cent. 

The  inferences  of  these  figures  from  a surgical 
standpoint  are  what  one  would  anticipate:  name- 
ly, that  operative  conditions  are  ideal  when  infarc- 
tion arises  fortuitously  during  extracorporeal  cir- 
culatory support,  and  in  other  instances  the  sur- 
vival yield  is  enhanced  when  operation  can  be  rea- 
sonably deferred  until  after  the  second  month  be- 
cause of  technical  amenities  inherent  in  the  clini- 
cal stabilization  and  tissue  healing  which  have 
eventuated  in  the  interim.  Of  course,  such  conve- 
nient circumstances  seldom  prevail.  Far  more 
often,  the  surgeon’s  hand  is  forced  into  operating 
at  inopportune  intervals  after  infarction  because  a 
precipitous  decline  in  the  patient’s  condition 
makes  unconscionable  any  postponement  of  po- 
tentially life-saving  surgery. 

Technical  considerations.  Many  technical 
steps  could,  singly  or  severally,  have  contributed 
meaningfully  to  the  outcome  of  individual  opera- 
tions: for  example,  whether  (1)  partial  extracor- 

poreal circulation  was  initiated  preparatory  to  an- 
esthetic induction;  (2)  the  tight  pericardium  was 
opened  immediately  after  sternotomy  to  relieve 
relative  or  genuine  tamponade  of  the  acutely  dis- 
tended heart;  (3)  cardioparesis  was  brought  about 
by  refrigeration  or  by  electric  fibrillation;  and  so 
forth.  It  is  not  possible  to  appraise  the  influence 
of  technical  details  such  as  these  on  the  results  in 
the  series  because  they  were  not  mentioned  in 
many  of  the  operative  protocols.  The  significance 
of  these  maneuvers  and  the  principles  guiding 
them  have  been  elaborated  on  already  else- 
where,430’432 and  therefore  will  not  be  repeated 
here. 

A couple  of  aspects  which  were  raised  in  some  of 
the  publications  do  warrant  comment,  however. 
One  of  them  pertained  to  questioning  the  necessi- 
ty for  excising  an  infarct  when  plicating  it  might 
be  equally  serviceable.  In  1 presentation  of  in- 
farct plication  plus  double  coronary  artery  bypass 
undertaken  two  and  one-half  months  after  acute 
infarction  the  authors  voiced  their  belief  that  it 
was  primarily  the  revascularization  which  had 
been  beneficial.144  The  patient  was  reported  to  be 
alive  one  year  later  and  troubled  just  by  fugitive 
ventricular  extrasystoles,  although  1 of  the  grafts 
had  thrombosed.  In  the  only  other  case  of  plica- 
tion with  coronary  bypass  the  procedure  was  done 
within  a couple  of  days  of  infarction  and  also 
ended  well.389,422  The  success  of  these  2 isolated 
cases  certainly  cannot  be  construed  as  a blanket 
endorsement  of  plication.  The  sole  attractions  of 
infarct  plication  are  that  it  is  occasionally  easier 
and  takes  less  time  to  do  than  resection.  Other- 
wise, it  is  a “blind”  procedure  whose  safety  coeffi- 
cient is  inversely  proportional  to  the  dimensions  of 
the  infarct. 

The  other  topic  referred  to  in  some  reports  con- 
cerned difficulties  in  the  execution  of  formal  in- 


farctectomy  so  as  to  guarantee  that  necrotic  mus- 
cle would  be  extirpated  in  its  totality,  and  the 
chamber  remaining  after  resection  would  have 
suitable  capacity  and  strength  to  deliver  a physio- 
logic stroke  volume. 

With  regard  to  the  first  of  these  frustrations,  in- 
complete infarctectomy  plainly  was  at  fault  for 
some  of  the  intraoperative  disasters.351  Several  of 
the  inhospital  and  late  deaths  from  renewed  myo- 
cardial infarction,  cardiorrhexis,  dysrhythmia,  or 
hemorrhage  could  also  be  blamed  on  parcels  of  ne- 
crotic tissue  having  been  overlooked  inadvertently 
in  the  cardiorrhaphy.79’80’358’389’422 

A description  of  technical  maneuvers  to  ensure 
thorough  infarctectomy  is  not  within  the  province 
of  this  review.  Suffice  it  to  point  out  that  the  in- 
adequacy of  infarctectomy  has  often  stemmed  from 
an  understandable  aversion  to  sacrificing  what 
perhaps  might  be  prospectively  recuperable  hy- 
poxemic muscle  surrounding  the  infarct.  As  was 
emphasized  before,  while  in  experimental  animals 
this  junctional  inflamed  tissue  need  seldom  be  ex- 
cised, its  omission  in  the  clinical  infarctectomy 
specimen  is  wrong  and  may  pave  the  road  to  a host 
of  troubles. 

Sometimes  infarctectomy  has  been  miserly  be- 
cause the  surgeons  were  loath  to  cramp  intracam- 
eral  capacity.  Personal  impressions  aside,  proof  is 
lacking  that  embarrassment  of  ventricular  func- 
tion and  a dwindling  cardiac  output  have  ever 
been  directly  attributable  to  an  alleged  extrava- 
gant resection.  More  often,  these  adversities  have 
been  reflections  of  bad  myocardium  left  in  situ. 

It  may  be  asserted,  therefore,  that  the  quality  of 
remaining  myocardium  after  infarct  ablation  is  a 
much  more  meaningful  prognostic  index  of  subse- 
quent cardiac  recovery  than  is  the  quantity  of  for- 
feited useless  muscle.  There  is  better  assurance  of 
success  following  resection  of  a large  infarct 
bounded  by  energetic,  healthy  muscle  than  after  a 
comparatively  small  resection  in  a heart  crippled 
by  pervasive  ischemia  or  fibrosis. 

Fairly  wide  swaths  of  the  ventricular  wall  have 
been  replaced  in  a few  patients  by  fabric  prosthes- 
es  without  these  intrinsically  dyssynergic  patches 
seeming  to  hinder  cardiac  performance.41-43  This 
technique  deserves  being  tried  as  a more  rational 
alternative  to  halfway  infarctectomy  or  if  undue 
tension  shows  at  the  suture  line  when  the  ends  of 
the  truncated  ventricle  are  coapted. 

Artificial  circulatory  assistance.  Circulatory 
support  was  given  to  29  patients,  roughly  one  fifth 
of  the  series.  An  idea  of  its  mitigating  role  on 
mortality  rate  may  be  obtained  by  comparing 
groups  operated  on  within  and  beyond  the  first 
fortnight  from  the  inception  of  infarction. 

Of  the  52  patients  subjected  to  operation  within 
two  weeks  of  infarction,  25  were  administered  cir- 
culatory support,  and  9 of  these  were  persons  who 
suffered  infarction  during  or  after  thoracotomy. 
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Death  occurred  in  3 of  the  9,  33.3  per  cent,  and  in  9 
of  the  other  16,  56.3  per  cent,  a combined  mortali- 
ty rate  of  48  per  cent.  In  contrast,  18  died  among 
the  27  who  did  not  receive  circulatory  assistance,  a 
mortality  rate  of  66.7  per  cent. 

Of  the  104  patients  who  were  operated  on  be- 
yond two  weeks  from  the  beginning  of  infarction, 
there  were  37  deaths  among  the  100  patients  who 
did  not  have  circulatory  support,  whereas  a single 
death  occurred  among  the  4 to  whom  it  was  dis- 
pensed. 

Recourse  to  mechanical  apparatus  to  invigorate 
heart  action  is  a sensible  expedient  for  dealing 
with  ventricular  power  failure.  Its  efficacy  is  un- 
deniable for  purveying  nutrient  flow  to  borderline 
ischemic  myocardium  and  lightening  the  cardiac 
workload,  thereby  thwarting  diffusion  of  necrosis. 
However,  seldom  is  benefit  retained  beyond  the 
span  in  which  circulatory  assistance  is  exercised. 
All  evidence  to  date  points  to  the  usefulness  of  cir- 
culatory support  as  a surgical  adjunct  and  that  ex- 
pectations about  it  producing  by  itself  lasting  re- 
versal of  the  hemodynamic  setbacks  of  myocardial 
infarction  amount  to  wishful  thinking. 

Optimally,  mechanical  support  should  be  imple- 
mented as  soon  as  ominous  signs  appear  of  drug- 
refractory  or  labile  hypotension,  dysrhythmia,  or 
congestive  failure.  Advantage  should  then  be 
seized  of  the  ensuing  respite  of  hemodynamic  sta- 
bilization to  carry  out  cardiac  catheterization,  cin- 
eangiography, and  other  pertinent  diagnostic  in- 
vestigations. Inability  to  wean  a patient  from  cir- 
culatory support  after  a probationary  interval  of  a 
few  hours  is  an  unmistakable  omen  that  a point  of 
irretrievability  by  nonsurgical  methods  has  been 
reached  and  that  operation  should  be  done  with 
dispatch.190’345  Quite  frequently,  anesthetic  in- 
duction and  thoracotomy  are  greatly  expedited  by 
the  prior  installation  of  mechanical  circulatory 
support. 

Postoperative  circulatory  assistance  is  distinctly 
beneficial  too.  It  is  of  value  in  helping  to  tide  over 
patients  who,  in  addition  to  suffering  from  linger- 
ing ravages  of  the  preoperative  insult  to  their  car- 
diovascular system,  have  to  adjust  to  aftereffects 
of  anesthesia  and  some  of  the  unavoidable  thoracic 
trauma  inflicted  during  the  corrective  surgery. 
The  necessity  for  continued  assistance  is  under- 
scored when  cardiac  contractions  are  sluggish  or 
incoordinated  after  the  pump-oxygenator  is 
stopped.36’37,507 

Concurrent  myocardial  revascularization.  Of 
the  113  patients  who  did  not  have  some  form  of 
myocardial  revascularization  as  part  of  the  opera- 
tion 47  died,  a mortality  rate  of  41.6  per  cent  for 
that  group  and  30.1  per  cent  for  the  series. 
Twenty  patients  died  among  the  43  who  had  myo- 
cardial revascularization,  a mortality  rate  of  46.5 
per  cent  for  that  group  and  12.8  per  cent  for  the 
series.  The  mortality  rate  was  44.4  per  cent  with 


single  coronary  bypass  and  50  per  cent  with  either 
double  or  triple  coronary  bypass. 

A noteworthy  feature  is  that  all  of  the  fatalities 
in  the  group  who  underwent  myocardial  revascu- 
larization occurred  during  operation  or  inhospital. 
Another  interesting  revelation  is  that  myocardial 
revascularization  allied  with  infarctectomy  yielded 
poorer  results  when  undertaken  within  two  weeks 
from  the  start  of  infarction  than  after  that  date. 
The  mortality  rates  of  operations  within  two  weeks 
of  infarction  were  56.5  per  cent  when  coronary  by- 
pass was  included  and  51.9  per  cent  when  it  was 
omitted.  Beyond  two  weeks  from  infarction,  pro- 
cedures with  coronary  bypass  were  associated  with 
a mortality  rate  of  35  per  cent,  and  those  without 
coronary  bypass  were  associated  with  a mortality 
rate  of  38.1  per  cent. 

When  revascularization  is  coupled  with  resec- 
tion of  the  nascent  infarct  the  intent  is  to  channel 
flow  to  blood-impoverished  sections  of  the  heart 
other  than  the  infarct  itself.  There  is  patently  no 
way  of  resurrecting  dead  muscle,  and  attempts  to 
reopen  clogged  vessels  to  the  latter  are  ill-con- 
ceived and  perilous.  Abrupt  reflow  to  the  anoxic 
myocardial  capillary  bed  incites  edema,  bleeding, 
and  washout  of  toxic  catabolites.  In  the  same 
manner  that  restoring  circulation  to  parts  of  the 
brain  with  coagulation  necrosis  heightens  the  pro- 
pensity for  cerebral  engorgement  and  damage,  so 
analogously  may  revascularization  be  inappro- 
priate for  acute  cardiac  “stroke.”  Hypertrophied 
hearts,  in  particular,  are  susceptible  to  reperfusion 
hemorrhagic  necrosis,  especially  at  the  subendo- 
cardial stratum. 

With  regard  to  anemic  but  noninfarcted  muscle, 
revascularization  accomplishes  substantially  more 
for  regions  of  chronic,  low-grade  ischemia  than  for 
those  undergoing  acute  changes,  such  as  exist  in 
the  immediate  vicinity  of  the  fresh  infarct.  Nev- 
ertheless, if  there  is  a segment  of  permeable  artery 
distal  to  the  infarct,  and  through  it  oxygenation  of 
the  perinfarct  zone  can  be  carried  out  within  about 
three  hours  of  infarction,  the  detrimental  chain  of 
events  going  on  inside  that  zone  may  be  interrupt- 
ed by  revascularization.  Such  an  issue  is  suggest- 
ed by  incidents  when  defibrillation  is  not  possible 
after  infarctectomy  until  distal  coronary  artery  by- 
pass has  been  effected.163’269 

Naturally,  advance  knowledge  about  which 
parts  of  the  heart  may  require  revascularization  is 
always  welcome,  since  intraoperative  coronarter- 
iography  is  an  enviable  luxury  which  nowadays  is 
at  the  disposal  of  very  few  hospitals. 

The  data  surveyed  here  pose  more  questions 
than  answers  about  whether  revascularization 
should  be  an  integral  auxiliary  to  infarctectomy. 
Disappointingly,  the  overall  mortality  rate  was 
higher  for  the  combined  procedure  than  for  solo 
infarctectomy.  The  results  certainly  would  seem 
to  negate  any  hopes  that  myocardial  revasculariza- 
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tion  might  significantly  ameliorate  the  salvage  rate 
from  surgery  done  within  a few  days  of  acute  in- 
farction. Perhaps  the  higher  mortality  rate  of  the 
combined  procedure  when  done  very  early  after 
infarction  is  due  not  so  much  to  the  revasculariza- 
tion-provoked histochemical  turmoil  just  discussed 
as  to  intolerance  of  critically  ill  patients  to  the 
trauma  of  protracted  operating  time. 

Because  of  the  brevity  of  the  reported  follow-up, 
it  is  uncertain  if  the  price  of  a high  early  mortality 
rate  is  rewarded  by  a better  survival  rate  when  cor- 
onary artery  bypass  is  done.  None  of  the  chron- 
icled late  deaths  were  in  people  who  had  coronary 
bypass.  Some  surgeons  whose  patients  died  after 
infarctectomv  alone  and  in  whom  necropsy  re- 
vealed coronary  artery  obstructions  expressed 
chagrin  at  having  forsaken  simultaneous  myocar- 
dial revascularization  originally.44’45,211,212’469,470 

Maybe  the  whole  matter  of  when  revasculariza- 
tion can  be  added  safely  to  infarctectomv  will  be  re- 
solved by  exploring  a timetable  of  staged  opera- 
tion, namely,  infarctectomy  at  first,  followed  by 
coronary  bypass  at  another  session  days  or  weeks 
later.  In  the  solitary  case  in  which  this  approach 
was  tried,  the  unsuccessful  outcome  was  blamed 
on  suboptimal  infarctectomy.79,80 

Longevity.  Almost  all  of  the  patients  in  this  se- 
ries were  in  desperate  straits  or  practically  agonal 
when  operated  on.  Viewed  in  the  light  that,  for  all 
intents  and  purposes,  every  one  of  them  would 
have  perished  had  it  not  been  for  surgical  inter- 
vention, the  overall  salvage  rate  of  56.4  per  cent 
constitutes  a remarkable  achievement. 

The  reported  follow-up  intervals  were  too  brief 
to  permit  any  judgment  of  how  surgery  affected 
longevity.  Some  measure  of  modest  long-term 
gains  is  perceptible,  however,  from  the  cited  sur- 
vival periods  (Fig.  3).  Of  the  93  patients  who  left 
the  hospital,  5 subsequently  died  at  two,  four,  five, 
fifteen,  and  eighteen  months.  The  88  others  were 
known  to  be  alive  according  to  the  following  distri- 
bution: 6.8  per  cent  up  to  three  months;  6.8  per 
cent  from  three  to  six  months;  8 per  cent  from  six 
to  nine  months;  50  per  cent  from  the  nine  to  12 
months;  26.1  per  cent  from  the  one  to  two  years; 
and  2.3  per  cent  from  the  two  to  three  years. 

Thus,  there  need  be  no  cavil  about  operation 
being  a worthwhile  enterprise  for  people  stricken 
by  acute  myocardial  infarcts  which  incite  drug-re- 
sistant cardiovascular  collapse  or  ventricular  ta- 
chydysrhythmia.  However,  its  full  worth  will  not 
be  realized  until  the  incertiludes  bedeviling  ratio- 
nal case  selection  and  paraoperative  logistics  are 
onquered. 

P ute  hemopericardium  without 
parietal  rupture27,162,426,427 

Cardial  dilation  is  a conpensatory  mechanism 
accompanying  infarction.  Since  pericardium  is 
soi  what  noncompliant  and  incapable  of  stretch- 


ing as  quickly  as  myocardium,  even  small  amounts 
of  pericardial  effusion  may  contribute  to  compres- 
sion of  the  heart. 

Blood  often  oozes  from  the  surface  of  an  infarct- 
ed  ventricle.  Usually  it  stays  as  a localized  hema- 
toma over  the  epicardium  and  has  negligible  or  no 
hemodynamic  consequences.  Sometimes  the  out- 
pouring of  blood  is  rapid  and  unrestrained,  espe- 
cially when  it  is  hypocoagulable.  The  resultant 
tamponade  frequently  is  indistinguishable  clini- 
cally from  that  provoked  by  hemopericardium  due 
to  cardiorrhexis. 27,162,426,427 

Surgical  management  of  acute  hemopericardium 
unrelated  to  parietal  rupture  has  consisted  hereto- 
fore of  needle  pericardiocentesis.  There  is  on  rec- 
ord only  a single  instance  of  recourse  to  thoracoto- 
my to  combat  the  condition.368,514 

A forty-eight-year-old  woman  who  was  on  a heparin 
regimen  for  four  days  after  suffering  inferolateral  myo- 
cardial infarction  developed  sudden  retrosternal  pain 
and  went  into  shock.  Counterpulsation  enabled  cardiac 
catheterization  and  angiography  to  be  conducted.  Nei- 
ther these  studies  nor  clinical  signs  were  diagnostic  of 
tamponade.  However,  at  operation  one  and  one-half 
days  after  the  onset  of  shock  a tense  hemopericardium 
was  found  and  drained.  Parietal  rupture  was  absent. 
The  infarct  was  not  excised.  Mechanical  circulatory 
support  was  continued  for  four  days  after  surgery.  The 
patient  was  reported  to  be  well  and  without  residual  dis- 
ability ten  months  later. 

Parietal  rupture 14,88'130,163,172,203,215,218,291,295, 

330,343,368,420,425,427,475,479,514 

Healing  processes  in  a myocardial  infarct  are 
opposed  by  the  intracameral  blood  pressure  and 
shearing  forces  concentrated  at  the  junction  be- 
tween inflamed  and  normal  muscle.  If  it  is  inca- 
pable of  resisting  those  stresses,  the  infarct  rup- 
tures.425,427 This  is  the  deadliest  of  the  diverse 
calamities  which  can  befall  a person  who  has  not 
been  killed  outright  by  myocardial  infarction. 

Until  recent  years  rupture  of  the  free  wall  of  the 
ventricle  was  considered  to  be  outside  the  pale  of 
any  therapy  because  it  caused  such  swift  death. 
The  pursuit  of  surgical  treatment  has  been  encour- 
aged by  observations  that  parietal  rhexis  may  de- 
velop gradually,  that  sometimes  its  evolution  may 
be  suspected  from  electrocardiographic  changes, 
that  even  when  frank  rupture  occurs  it  is  not  al- 
ways immediately  fatal,  and  that  relief  of  cardiac 
constriction  by  rapid  drainage  of  acute  hemoperi- 
cardium may  stave  off  death  for  awhile,  thereby 
making  precious  time  available  for  mounting  a 
surgical  attack  on  the  heart  laceration  itself. 

Data.  From  the  years  1961  through  1973  there 
were  reported  21  attempts  to  manage  parietal  rup- 
ture surgically.  The  patients’  ages  ranged  from 
forty-five  to  seventy-nine  years,  mean  61.1  years. 
Men  outnumbered  women  9.5  to  1. 

The  estimated  interval  between  myocardial  in- 
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farction  and  rupture  ranged  from  less  than  one 
hour  to  one  month,  mean  one  week.  It  was  less 
than  one  day  in  6 patients,  from  one  day  to  one 
week  in  9,  from  two  to  three  weeks  in  4,  and  from 
three  weeks  to  one  month  in  2. 

A reliable  account  of  antecedent  angina  pectoris 
and/or  myocardial  infarction  incidents  was  elicited 
in  one  half  of  the  cases  and  of  arterial  hyperten- 
sion in  one  fifth.  Mention  was  not  made  about 
the  use  of  anticoagulant  drugs  preceding  cardior- 
rhexis. 

Rupture  evidenced  itself  clinically  in  all  in- 
stances by  combinations  of  chest  pain,  cardiovas- 
cular collapse,  stupor,  and  respiratory  arrest. 
These  usually  took  place  abruptly  without  pre- 
monitory signs  in  cases  of  rupture  which  occurred 
within  hours  or  a few  days  after  the  onset  of  in- 
farction 88.130,172,203,215,218,295,330,368,514  Jn  those 

when  rupture  occurred  beyond  the  first  week  they 
were  often  preceded  by  episodes  of  excruciating 
precordial  pain,  dyspnea,  cyanosis,  dysrhythmia, 
and/or  congestive  heart  failure. 13°,i63, 291,295,479 
Physical  findings  consistent  with  cardiac  tampo- 
nade were  noted  in  one  half  of  the  patients.  Car- 
diographic  diagnosis  was  enhanced  when  electro- 
mechanical dissociation  became  evident,  but 
sometimes  it  was  obscured  by  signals  from  preex- 
isting infarcts.88,172  In  1 case  the  egress  of  blood 
through  the  parietal  hole  was  traced  by  cineangi- 
ography.368,514 

The  tear  and  its  causative  infarct  were  at  the 
left  ventricle  in  20  cases,  on  the  anterior  surface  in 
12,  on  the  posterior  one  in  7,  and  across  both  in  1. 
The  ventral  wall  of  the  right  ventricle  was  torn 
once.88  The  dehiscences  were  from  25  mm.2  to  15 
cm.2  in  area.  Multiple  closely  spaced  holes  were 
sometimes  found.88,215  Occasionally,  the  infarcts 
were  themselves  grossly  ectatic  or  adjacent  to  old 
aneurysms.291,330,479  Severe  coronary  sclerosis 
was  ubiquitous. 

On  virtually  all  occasions  pharmacologic  and 
electric  resuscitative  endeavors  were  accompanied 
by  closed-chest  cardiac  massage,  intracardiac  epi- 
nephrine injection,  and/or  pericardiocentesis.  In 
a single  case  when  shock  was  reversed  by  pericar- 
diocentesis, thoracotomy  was  not  done,  and  the 
patient  was  said  to  be  alive  nine  months  later.203 
In  another  case,  irreversible  ventricular  fibrillation 
developed  after  the  pericardial  sac  was  opened  and 
before  repair  of  the  laceration  could  be  initiat- 
ed.203 Most  of  the  other  patients  underwent  sur- 
gery on  the  first  day  of  the  development  of  car- 
diogenic shock,  some  of  them  within  the 

hour  14.88.1 30 .163 .172. 215. 218. 291 .295  .330  .368 .420  .475 . 

479.514  Intra-aortic  balloon  pumping  was  em- 
ployed preoperatively  twice.368,420,475,514 

Surgery  was  conducted  outside  of  the  operating 
room  in  4 cases.1'2,295  In  these  and  5 others  the 
perforation  was  closed  by  direct  su- 
ture.130,1'2,215,295 Exclusion  of  the  ruptured  area 


was  done  5 times,  once  with  concomitant  intramy- 
ocardial  mammary  artery  implantation.88,291,330 
Infarctectomy  was  performed  in  5 
cases.14,163,368,420,475,479,514  In  1 of  these  extracor- 
poreal circulation  could  not  be  discontinued  until 
coronary  bypass  had  been  done.163 

There  were  14  deaths  among  the  20  patients 
who  underwent  thoracotomy,  an  overall  mortality 
rate  of  70  per  cent.  Flight  persons  died  during  op- 
eration, 1 of  them  before  the  tear  could  be  mend- 
ed; 4 died  from  renewed  hemorrhage  or  ventricular 
fibrillation  less  than  six  hours  after  surgery;  1 died 
after  thirty-one  days  from  brain  damage;  and  the 
last  died  suddenly  thirty-seven  days  later  from  a 
second  parietal  rupture.  Survival  in  the  remain- 
ing 6 patients  was  from  six  months  to  three  years, 
mean  16.3  months.88,163,218,330,368,479,514 

Analysis  and  comment.  Some  broad  generali- 
ties may  be  drawn  from  the  experiences  of  this 
very  small  series. 

First,  the  dire  lethality  of  sudden  hemopericar- 
dium  supervening  on  acute  myocardial  infarction 
was  underscored  by  the  authors’  repeated  remarks 
about  the  merits  of  pericardiocentesis.  This  ma- 
neuver served  not  only  for  diagnostic  corrobora- 
tion but  also  was  valuable  therapeutically  to  re- 
lieve tamponade  to  varying  extent.  However,  that 
it  really  was  just  a temporizing  tactic  was  exempli- 
fied by  those  situations  when  subsequent  thora- 
cotomy revealed  clot  in  the  pericardial  sac  which 
could  not  possibly  have  been  evacuated  just  by 
needle. 

While  prompt  relief  from  tamponade  was  un- 
deniably important,  the  way  in  which  the  rupture 
was  managed  mattered  significantly  too.  Thus,  on 
4 occasions  pericardiotomy  and  direct  suture  of 
the  perforation  were  accomplished  within  minutes 
of  the  diagnosis  of  parietal  rupture,  and  yet  none 
of  the  patients  survived.  True,  these  were  under- 
taken without  operating  room  facilities.  Never- 
theless, salvage  was  not  achieved  either  in  any  of 
the  other  5 cases  of  direct  suture  which  were  done 
in  the  operating  theater.  In  contrast  to  this  mor- 
tality rate  of  100  per  cent  was  the  40  per  cent  mor- 
tality rate  associated  with  either  infarctectomy  or 
exclusion  procedures.  The  direct  suture  tech- 
nique doubtless  is  inferior  because  necrotic  tissue 
left  in  the  cardiorrhaphy  predisposes  to  renewed 
rupture  or  contractile  inefficacy,  especially  when 
muscle  in  its  immediate  vicinity  has  been  addi- 
tionally traumatized  by  cardiac  mas- 
sage 88,130,215,295 

As  mentioned  before,  practically  all  interven- 
tions were  carried  out  on  the  same  day  as  cardior- 
rhexis.  Whether  the  relative  recency  of  myocar- 
dial infarction  from  rupture  necessarily  spelled  a 
worse  prognosis  cannot  be  answered  from  the  data 
because  different  circumstances  characterized 
each  temporal  subset.  In  terms  of  intervals  be- 
tween infarction  and  rupture  (and  operation),  the 
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mortality  rates  were:  less  than  one  day,  80  per 

cent;  one  day  to  one  week,  62.5  per  cent;  two  to 
three  weeks,  100  per  cent;  three  weeks  to  one 
month,  0 per  cent.  The  last  mentioned  consisted 
of  2 cases  of  infarctectomy.330,479 


Parietal  pseudoaneurysm 

425,427,498 


129,169,170,208,298,402, 


Exceptionally,  blood  escaping  through  a hole  in 
the  ventricular  wall  does  not  produce  cardiac  tam- 
ponade but  instead  becomes  sequestered  in  a 
pouch  formed  by  pericardium  and/or  neighboring 
structures.  The  resultant  false  aneurysm  itself  is 
very  liable  to  rupture.425,427 

Surgical  experience  with  pseudoaneurysms  has 
been  limited  largely  to  post-traumatic  ones,  most 
often  those  originating  after  former  cardi- 
otomv. 48,196,201,310,346,371  Of  the  various  correc- 
tive operations  done  for  cardiac  structural  sequels 
of  myocardial  infarction,  the  lowest  number  has 
been  for  ventricular  pseudoaneurysm.  This  con- 
trasts sharply  with  procedures  for  true  parietal 
aneurysm,  which  ranks  highest  in  the  inventory  of 
surgery  for  postinfarction  cardiac  complications. 

Data.  Only  6 postinfarction  parietal  pseu- 
doaneurysms have  been  resected,  according  to  re- 
ports published  from  the  years  1967  through  1973. 

There  were  4 men  and  2 women,  aged  between 
fifty-one  and  sixty  years,  mean  54.6  years.  Myo- 
cardial infarction  had  occurred  from  two  to  sixty- 
two  months  previously,  mean  one  and  one-half 
years.  Incapacitating  congestive  heart  failure  was 
the  chief  manifestation  which  prompted  subse- 
quent hospitalization  leading  to  discovery  of  ven- 
tricular aneurysm. 

The  diagnosis  was  suggested  by  electrocardio- 


graphic and  radiographic  findings  in  all  of  the  pa- 
tients, but  only  once  was  the  lesion  identified  as  a 
false  aneurysm  from  angiographic  characteris- 
tics.208 The  false  aneurysm  was  retrocardiac  in  5 
cases  and  anterior  in  1. 

Surgery  was  done  with  the  aid  of  extracorporeal 
circulation  in  all  instances.  The  sac  was  excised, 
and  the  ventricular  perforation  was  oversewn  or 
undersewn  shut.  Infarctectomy  was  also  done  in  1 
case.169,170 

Two  of  the  patients  died  in  the  immediate  post- 
operative period.402,498  The  other  4 were  alive 
from  two  months  to  two  and  three-quarters 

years  129,169,170, 208,298 

Analysis  and  comment.  The  natural  history 
of  postinfarction  ventricular  pseudoaneurysms  is 
not  well  known.425,427  Rupture  of  the  sac  was  im- 
plicated as  the  immediate  cause  of  death  in  the 
rare  nonoperated  cases  which  have  been  described 
in  the  literature.  The  clinical  presentation  in  the 
6 patients  discussed  here  was  that  of  congestive 
failure,  which  was  correctly  attributed  to  the  pres- 
ence of  a cardiac  aneurysm.  But  even  when  ven- 
triculography was  performed  the  distinctive  ap- 
pearance of  a pseudoaneurysm  was  evident  only 
once,  and  in  the  other  cases  its  identity  was  recog- 
nized only  at  surgery. 

Since  preoperative  differentiation  between  true 
and  false  parietal  aneurysms  is  difficult,  the  con- 
temporary trend  of  operating  earlier  on  all  ventric- 
ular aneurysms  is  likely  to  result  in  the  cure  of  a 
larger  number  of  pseudoaneurysms  than  has  been 
documented  heretofore. 
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Note:  References  may  be  obtained  from  the  author.  Part  II  will  appear  in  the  August  issue  of  the  Journal. 
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Between  the  years  1972  to  1974,  150  patients  with 
disabling  or  unstable  angina  or  life-threatening  ar- 
rhythmias have  been  treated  with  ( IMA ) internal 
mammary  artery  bypass  grafts.  All  patients  had 
angiographic  evidence  of  75  per  cent  or  greater  dis- 
ease in  cross-sectional  lumen  of  one  or  more  coro- 
nary arteries.  Thirty-three  patients  had  bilateral 
IMA  graft,  and  46  bilateral  IMA  graft,  in  combina- 
tion with  one  or  two  aortocoronary  saphenous  vein 
bypass  grafts.  Twenty-six  patients  had  single 
IMA  grafts  and  45  patients  had  a single  IMA  graft 
in  combination  with  aortocoronary  saphenous  vein 
bypass  grafts.  There  were  7,  4.6,  early  deaths. 
Five  of  these  patients  had  an  E.  F.  of  less  than  35 
per  cent  and  all  6 had  multiple  grafts.  One  addi- 
tional patient  with  preoperative  arrhythmias  died 
suddenly  at  home  six  weeks  after  surgery.  Postop- 
erative electrocardiographic  changes  of  myocardial 
infarction  were  found  in  9 patients,  6 per  cent.  Of 
the  142  surviving  patients,  128  have  been  restudied 
for  from  two  weeks  to  one  year  after  surgery.  Pa- 
tency rates  of  97  per  cent  for  the  IMA  graft  and  87 
per  cent  for  the  saphenous  vein  grafts  were  demon- 
strated. Of  the  142  surviving  patients,  121 , 85  per 
cent,  had  no  angina  and  have  returned  to  a normal 
life.  The  favorable  clinical  and  angiographic  re- 
sults support  the  IMA  graft  as  the  primary  method 
of  myocardial  revascularization. 
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Several  years’  experience  with  aortocoronary 
bypass  grafts  utilizing  reversed  saphenous  vein 
segments  revealed  an  accumulative  occlusion  rate 
of  from  15  to  35  per  cent.1-3  The  IMA  (internal 
mammary  artery)  to  coronary  artery  anastomosis 
was  reported  to  have  a less  than  5 per  cent  accu- 
mulative occlusion  rate  over  a five-year  period.4,5 
The  improved  patency  rates  with  IMA  grafts  justi- 
fy their  use  as  a primary  method  in  myocardial  re- 
vascularization. 

The  purpose  of  this  report  is  to  present  a de- 
tailed summary  of  our  technique  and  results  with 
IMA  grafts. 

Clinical  material 

One  hundred  and  fifty  patients  underwent  IMA 
to  coronary  artery  anastomoses  during  the  years 
1972  to  1974  at  the  Buffalo  General  Hospital;  112 
were  males  and  38  were  females.  The  patients’ 
ages  ranged  from  thirty-two  to  sixty-eight  years. 

The  predominant  indications  for  surgery  were 
angina  pectoris  in  107  patients,  impending  infarc- 
tion in  37,  and  life-threatening  arrhythmias  in  6. 
Angiographic  evidence  of  75  per  cent  or  greater 
obstruction  in  major  coronary  arteries  was  found 
in  all  patients.  Twenty-six  patients,  17  per  cent, 
had  one  coronary  vessel  obstructed,  60  patients,  40 
per  cent,  had  two  vessels  obstructed,  and  64  pa- 
tients, 43  per  cent,  had  three  or  more  major  arte- 

* From  the  Department  of  Thoracic  and  Cardiovascular  Sur- 
gery at  the  Beilinson  Medical  Center,  Israel. 


ries  involved.  The  E.F.  (ejection  fraction)  in  34 
patients  was  good,  more  than  50  per  cent;  in  83  pa- 
tients, it  was  fair,  between  35  to  50  per  cent;  and  in 
33  patients,  it  was  poor,  less  than  35  per  cent. 

Single  IMA  grafts  were  inserted  in  26  patients; 
in  combination  with  one  or  two  reversed  saphe- 
nous vein  grafts,  they  were  used  in  45  patients. 
Thirty-three  patients  had  bilateral  IMA  grafts 
alone,  and  46  additional  patients  had  bilateral 
IMA  grafts  in  combination  with  one  or  two  re- 
versed saphenous  vein  grafts  (Table  I).  IMA 
grafts  were  anastomosed  to  the  anterior  descend- 
ing coronary  artery  in  129  patients.  In  25  pa- 
tients, the  IMA  was  anastomosed  to  the  first  or 
second  diagonal  branch  of  the  anterior  descending 
coronary  artery;  in  9 patients  it  was  anastomosed 
to  the  main  circumflex  artery  in  the  arteriovenous 
groove  and  in  50  patients  to  the  first  or  major  mar- 
ginal branch  of  the  circumflex  coronary  artery. 
The  right  coronary  artery  was  grafted  by  the  IMA 
in  16  patients.  A total  of  229  IMA  anastomoses 
were  performed. 

Operative  technique 

The  sternum  was  split  longitudinally.  The  in- 
ternal mammary  arteries  were  dissected,  utilizing 
the  Favoloro  self-retaining  retractors.  If  more 
than  two  bypass  grafts  were  planned,  the  saphe- 
nous vein  was  excised  and  temporarily  preserved 


July  1975/New  York  State  Journal  of  Medicine  1211 


TABLE  I.  Graft  procedures 


TABLE  II.  Deaths  following  grafts 


Grafting 

Procedure 

Num- 

ber 

of 

Pa- 

tients 

Number 

of  Grafts • 

Saphe- 

nous 

IMA  Vein 

Total 

Single  IMA 

26 

26 

26 

Double  IMA 

33 

66 

66 

Single  IMA  with 

one  vein  graft 

29 

29 

29 

58 

Single  IMA  with 

two  vein  grafts 

16 

16 

32 

48 

Double  IMA  with 

one  vein  graft 

39 

78 

39 

117 

Double  IMA  with 

double  vein  graft 

7 

14 

14 

28 

Totals 

150 

229 

114 

343 

in  the  patient’s  own  heparinized  blood.  The  loca- 
tion of  the  IMA  was  verified  by  inspection  and 
palpation.  With  an  electrocautery,  a longitudinal 
incision  was  made  1 cm.  medial  to  the  artery  at  a 
level  corresponding  to  that  of  the  fourth  costal  car- 
tilage. The  proper  plane  of  dissection  was  identi- 
fied, and  the  artery  including  the  veins,  fascia,  and 
muscle  was  mobilized.  Dissection  was  carried 
proximally  to  the  origin  of  the  vessel  and  distally 
to  the  level  of  the  diaphragm.  Complete  proximal 
mobilization  to  the  first  rib  is  essential  to  avoid 
kinking  of  the  artery  as  it  enters  the  pericardium. 
Special  care  is  taken  not  to  cauterize  too  near  to 
the  artery  with  high-intensitv  current,  to  avoid  in- 
jury of  the  vessel  wall.  The  artery  was  not  divided 
until  the  patient  was  heparinized.  The  IMA  was 
kept  moist  with  a sponge  soaked  in  lidocaine  hy- 
drochloride (Xylocaine).  After  the  pedicle  was  di- 
vided at  the  level  of  the  diaphragm,  the  distal  in- 
ternal mammary  and/or  the  intercostals  were  li- 
gated. The  intima  was  never  handled  with  for- 
ceps. The  flow  in  the  IMA  was  measured  by  let- 
ting its  severed  end  bleed  into  a graduated  cup.  If 
the  flow  was  less  than  30  to  40  ml.  per  minute,  the 
IMA  was  discarded,  and  a saphenous  graft  was 
used. 

Electrically  induced  ventricular  fibrillation  was 
used  to  obtain  a relatively  motionless  field  during 
the  coronary  anastomosis.  The  left  ventricle  was 
vented  through  an  apical  stab  wound.  The  site  for 
anastomosis  was  selected  by  palpation  and  by  in- 
spection, guided  by  films  of  coronary  arteriograms 
available  in  the  operating  room  during  surgery. 
The  mammary  pedicle  was  proximally  controlled 
by  a Fogarty-padded  clamp,  and  the  approximate 
length  of  the  graft  was  estimated.  The  surround- 
ing connective  tissue  and  accompanying  veins  were 
carefully  removed  from  the  segment  of  the  IMA 
elected  for  the  anastomosis.  The  branches  of  the 
IMA  in  this  area  were  ligated  with  7-0  Prolene. 
The  IMA  was  transected,  and  the  opening  was  en- 
larged by  a 2 to  4-mm.  longitudinal  incision. 

Generally,  if  the  coronary  artery  is  visible,  no 


Number  of 
Deaths 

Causes  of  Death  (Per  cent) 


Early 

Myocardial  fibrosis 

2 

Bilateral  bronchopneumonia 

2 

Cerebral  damage 

1 

Myocardial  infarction 

1 

Total 

6(4) 

Late 

Arrhythmia 

1 (0.7) 

extensive  dissection  is  necessary.  However,  if  the 
artery  only  can  be  palpated  or  must  be  found  by 
extensive  dissection,  the  anterior  surface  of  the 
vessel  must  be  exposed  in  subepicardial  fat  or  even 
under  muscle  bridges;  the  coronary  artery,  itself,  is 
never  mobilized  from  its  bed.  The  coronary  ar- 
tery is  incised  by  a hook  knife  (number  12  Bard 
Parker),  and  the  incision  enlarged,  if  necessary,  by 
coarctation  scissors.  A clear  field  is  obtained  ei- 
ther by  aortic  cross  clamping  or  by  gentle  digital 
pressure.  Also,  a tourniquet  may  be  applied 
around  the  proximal  or  distal  vessel;  however,  this 
technique  is  only  advisable  if  the  segment  of  the 
coronary  artery,  where  the  tourniquet  should  be 
applied,  is  clearly  visible.  Indiscriminate  encir- 
cling through  fat,  veins,  or  possible  muscle  tissue 
in  the  hope  of  occluding  a coronary  artery,  particu- 
larly if  it  is  lying  within  the  myocardium,  may 
fracture  calcified  coronaries,  tear  important 
branches,  and  injure  surrounding  tissues.  Sur- 
geons usually  do  the  anastomosis  by  using  inter- 
rupted 7-0  sutures.  Air  is  evacuated  by  releasing 
the  internal  mammary  clamp  prior  to  tying  down 
the  final  sutures.  The  pedicle  of  the  IMA  is  then 
attached  to  the  epicardium,  approximately  2 to  3 
cm.  from  the  anastomoses,  to  avoid  tension  of  tor- 
sion of  the  grafts  next  to  the  anastomosis.  We 
preferentially  incise  the  pericardium  toward  the 
left  atrial  appendage  to  enable  the  intimal  mam- 
mary artery  to  assume  its  most  favored  position 
during  its  passage  to  the  anastomotic  site. 

Results 

Among  150  consecutive  patients  receiving  IMA 
bypass  grafts,  there  were  7 hospital  deaths.  Five 
of  these  patients  had  an  E.F.  of  less  than  35  per 
cent,  and  all  7 had  multiple  grafts.  Four  of  these 
patients  had  triple  coronary  bypass  grafts,  and  3 
had  quadruple  coronary  bypass  procedures  per- 
formed. Death  in  those  patients  was  caused  by 
cardiac  failure  due  to  extensive  myocardial  fibrosis 
noted  on  postmortem  examination.  Two  other 
patients  died  owing  to  sepsis  and  bilateral  bron- 
chopneumonia following  protracted  respiratory 
support;  both  of  these  patients  had  chronic  lung 
disease  with  poor  preoperative  pulmonary  func- 
tion test  findings.  One  patient  died  from  cerebral 
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TABLE  III.  Postoperative  clinical  results 


Data 

Number  of 
Patients 

Per  cent 

Deaths 

Early 

6 

4 

Late 

1 

0.7 

No  angina  at  rest 

142 

99 

Minimal  angina  on  exercise 

21 

14 

Return  to  work  and/or 
physical  activity 

Without  drugs 

121 

85 

With  drugs 

21 

14 

Postoperative  myocardial 

infarction 

9 

6 

Arrhythmias 

4 

3 

damage  and  1 had  extensive  postoperative  myo- 
cardial infarction.  One  additional  patient  with 
preoperative  arrhythmias  and  poor  left  ventricu- 
lar, E.F.  25  per  cent,  died  suddenly  at  home  six 
weeks  after  surgery,  probably  caused  by  ventricu- 
lar fibrillation  (Table  II). 

Atrial  fibrillation  was  recorded  transiently  in  22 
patients.  Although  repeated  episodes  of  ventricu- 
lar tachycardias  or  fibrillation  responded  to  graft- 
ing, longstanding  arrhythmias  were  seldom  sub- 
stantially influenced  by  grafting,  and  the  majority 
of  the  patients  continued  to  receive  antiarrhyth- 
mic  drugs. 

Postoperative  electrocardiographic  changes  of 
myocardial  infarction  were  found  in  9 patients,  6 
per  cent;  all  of  them  had  two  or  more  grafts.  All 
the  patients  with  postoperative  infarctions  were 
angiographically  studied.  In  the  9 patients,  with  a 
total  of  13  IMA  grafts  and  10  saphenous  vein 
grafts,  3 of  the  IMA  grafts  and  2 of  the  saphenous 
vein  grafts  were  found  occluded;  each  of  the  9 pa- 
tients restudied  had  at  least  one  patent  graft. 
The  occlusion  rate  in  patients  with  postoperative 
myocardial  infarction  was  obviously  higher  than 
was  our  overall  occlusion  rate,  either  for  the  IMA 
grafts  or  for  the  saphenous  vein  grafts.  In  4 pa- 
tients, the  site  of  infarction  according  to  electro- 
cardiographic interpretations  was  in  the  area  of 
distribution  of  the  occluded  graft.  In  the  other  5 
patients,  the  site  of  infarction  as  suggested  by  elec- 
trocardiographic recording  did  not  correspond 
with  areas  supplied  by  the  occluded  graft. 

Of  the  142  surviving  patients,  121,  85  per  cent, 
had  no  angina,  have  returned  to  a normal  life,  and 
are  considered  functional  in  Class  1.  Before  sur- 
gery, 4 of  the  121  patients  were  in  class  1,  45  in 
Class  2,  52  in  Class  3,  and  20  in  Class  4.  Sixteen 
patients  are  now  categorized  as  being  Class  2;  9 of 
these  were  in  Class  3,  and  7 were  in  Class  4,  preop- 
eratively.  Four  patients  preoperatively  classified 
as  Class  4 are  now  in  Class  3.  One  patient  devel- 
oped angina  7 months  after  surgery;  coronary  arte- 
riographic  evidence  showed  that  one  of  the  two 
grafts  was  closed.  The  patient  was  successfully 
reoperated  on  and  is  the  only  patient  who  had  ex- 
perienced a recurrence  of  angina  pectoris  after  a 


TABLE  IV.  Postoperative  recatheterization  findings 
in  143  patients 


Graft 

Total 

Patent 

Per 

Cent 

Oc- 

cluded 

Per 

Cent 

IMA 

212 

205 

97 

7 

3 

Saphenous  vein 

105 

91 

87 

14 

13 

Totals 

317 

296 

93 

21 

7 

pain-free  interval.  Each  of  the  142  surviving  pa- 
tients, even  those  with  moderate  clinical  improve- 
ment, are  active,  and  all  had  returned  to  their  pre- 
vious form  of  work  on  a full-  or  part-time  basis. 
Twenty-one  patients  of  this  entire  group  are  re- 
ceiving coronary  vasodilators  or  propanolol  hydro- 
chloride to  control  residual  angina  pectoris.  All 
patients  with  long-standing  preoperative  tachyar- 
rhythmia postoperatively  continued  on  their  an- 
tiarrhythmic  regimen  (Table  III). 

One  hundred  and  thirty-eight  patients  of  the 
142  surviving  patients  have  been  restudied  for  two 
weeks  to  one  year  after  surgery.  All  in  all,  212 
IMA  grafts  were  restudied;  of  these  212  IMA 
grafts,  205,  97  per  cent,  were  patent  and  7 were 
closed.  One  hundred  and  five  vein  grafts  were 
restudied;  91,  87  per  cent,  were  found  to  be  patent, 
and  14  grafts  were  closed  (Table  IV).  Postopera- 
tive ejection  fraction  was  measured  in  47  patients; 
in  25,  53  per  cent,  of  these  patients,  the  E.F.  was 
improved,  in  11,  23.5  per  cent,  the  E.F.  did  not 
change,  and  in  11,  23.5  per  cent,  the  E.F.  was  less 
than  preoperatively  estimated. 

Comment 

Coronary  artery  grafts  using  reversed  saphenous 
vein  segments  are  performed  with  low  operative 
mortality  rates  and  excellent  early  relief  of  angina 
pectoris.6,7  However,  the  observed  failure  rate  of 
these  grafts  due  to  clotting  and  degenerative 
changes  in  the  vein  wall  has  suggested  the  use  of 
arterial  structures  for  grafting.1,8-13  In  our  insti- 
tution, follow-up  arteriograms  after  coronary  by- 
pass have  shown  patency  rates  of  80  to  87  per  cent 
when  autogenous  saphenous  veins  were  used,  com- 
pared with  a 95  to  98  per  cent  patency  rate  when 
the  internal  mammary  artery  was  used. 

Several  factors  contribute  to  the  superiority  of 
the  IMA  grafts:  arterial  wall,  uniform  size,  and 

decreased  tendency  to  kink.  These  factors  ob- 
viously will  enhance  normal  flow  pattern.  The  ar- 
tery-to-artery  anastomosis  theoretically  has  great- 
er longevity  than  does  an  artery-to-vein  anastomo- 
sis. The  IMA  is  also  relatively  free  of  atheroscle- 
rosis. However,  in  some  diabetic  and/or  hyper- 
tensive patients  degenerative  changes  have  been 
found  during  surgery.4,14-16 

The  left  IMA  can  be  used  to  graft  the  left  ante- 
rior descending,  the  diagonals,  and  the  first  mar- 
ginal coronary  artery.  Occasionally,  the  right  cor- 
onary artery  can  be  grafted  by  the  right  IMA,  if 
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the  obstructive  lesion  is  near  the  origin  of  this  ves- 
sel, and  the  distal  vessel  wall  is  near  normal. 
However,  in  the  majority  of  the  patients,  the  dis- 
eased right  coronary  artery  must  be  grafted  near 
the  crux  of  this  vessel,  or  even  more  distally. 

In  79  patients,  we  have  used  double  internal 
mammary  bypass  grafts.  In  this  technique,  the 
right  internal  mammary  is  anastomosed  to  the  left 
anterior  descending,  and  the  left  internal  mamma- 
ry is  used  to  graft  diagonals  or  the  major  margin- 
als. If  the  terminal  circumflex  or  distal  right  coro- 
nary artery  must  be  grafted,  we  generally  have 
used  reversed  vein  grafts  for  this  purpose.  Ob- 
viously, in  triple  or  quadruple  grafts  we  have  nec- 
essarily used  vein  grafts  in  addition  to  both  inter- 
nal mammary  arteries;  however,  in  4 patients  with 
previous  excision  of  varicose  veins,  the  radial  ar- 
tery has  been  used,  in  combination  with  IMA 
grafts. 

Recently,  we  have  developed  a technique  for 
free  IMA  grafts  which  are  anastomosed  to  the  as- 
cending aorta  with  interposition  of  a small  vein 
patch.  These  free  internal  mammary  arteries  will 
permit  the  grafting  of  virtually  all  major  coronary 
vessels.  The  free  IMA  grafts  are  essentially  sym- 
pathectomized  segments  and  consequently  will  di- 
late and  allow  several  100  cc.  of  blood  flow  if  there 
is  sufficient  runoff.  By  detaching  the  internal 
mammaries  about  1 cm.  from  their  origins  we  ex- 
clude the  segment  that  could  be  involved  by  arteri- 
osclerotic changes  within  the  wall  of  the  subcla- 
vian artery.17 

Our  experience  with  150  patients  having  229  in- 
ternal mammary-to-coronary  artery  anastomoses 
has  been  gratifying.  The  favorable  clinical  and 
angiographic  results  warrant  its  use  as  the  method 
of  choice  for  direct  myocardial  revascularization. 

Summary 

Internal  mammary  to  coronary  artery  anasto- 
moses were  performed  in  150  patients.  The  pro- 
cedure was  done  in  106  patients  for  disabling  angi- 
na, in  37  patients  for  impending  infarction,  and  in 
6 patients  for  ventricular  arrhythmias.  All  had  a 
75  per  cent  or  greater  decrease  of  coronary  artery, 
cross-sectional  lumen.  Thirty-three  patients  had 
bilateral  IMA  grafts  alone,  and  in  46  patients  the 
procedure  was  combined  with  one  or  two  saphe- 
nous vein  bypass  grafts.  Twenty-six  patients  had 
single  IMA  grafts,  and  45  patients  had  single  IMA 
grafts  in  combination  with  one  or  two  saphenous 
vein  grafts.  There  were  6 hospital  deaths,  4 per 
cent.  Electrocardiographic  evidence  of  postopera- 


tive myocardial  infarction  was  found  in  9 patients. 
Postoperative  angiograms  in  92  per  cent  of  pa- 
tients, taken  between  2 weeks  to  one  year  later,  re- 
vealed patency  rates  of  97  per  cent  for  IMA  grafts 
and  87  per  cent  for  the  saphenous  vein  graft. 
There  has  been  a 100  per  cent  patient  follow-up. 
One  patient  with  recurrent  angina  was  successfully 
reoperated  on. 

There  was  1 late  death.  The  IMA  grafts  is  the 
method  of  choice  in  the  treatment  of  myocardial 
revascularization  on  our  service. 
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The  pathologic,  morphologic,  and  physiologic  al- 
teration of  the  lung  exposed  to  arid  anesthetic 
gases  during  general  endotracheal  anesthesia  has 
been  established.  This  report  reviews  the  current 
anesthesia  systems  and  their  contribution  of  hu- 
midity to  the  airway.  In  addition,  the  humidifica- 
tion provided  by  several  types  of  humidifiers  and 
nebulizers  is  assessed  according  to  guidelines  in 
the  literature.  It  is  concluded  that  during  endo- 
tracheal anesthesia,  the  Garthur  Vapour  Conden- 
sor  is  the  most  simple  adjunct  that  satisfies  the 
minimum  requirements  of  humidification.  The 
anesthetist  may  provide  additional  humidity, 
where  indicated,  with  heated  humidifiers,  based  on 
his  knowledge  of  inspired  gas  temperatures  near 
the  patient’s  airway. 


The  human  respiratory  tract  is  remarkably  effi- 
cient in  filtering,  warming,  and,  in  general,  air  con- 
ditioning inspired  gases.1  During  inspiration,  the 
mucosa  of  the  upper  respiratory  tract  yields  heat 
by  convection  and  water  by  transpiration.  During 
expiration,  the  alveolar  gases  must  pass  these 
areas,  which  are  cool  relative  to  alveolar  tempera- 
ture, and  they  therefore  return  heat  and  moisture 
as  they  traverse  the  trachea  and  nasopharynx.2 
Cole3  estimates  that  these  mechanisms  conserve 
one  third  of  the  heat  and  one  half  of  the  water  con- 
tent of  the  alveolar  gas.  Normal  expiratory  water 
loss  through  the  nasopharynx  is  approximately  34 
mg.  of  water  per  liter  ventilation,  100  per  cent  rel- 
ative humidity  at  32°C.3-5 

The  inspired  gases  presented  to  the  trachea  by 
the  nasopharynx  have  reached  32°C.  and  have  a 
relative  humidity  (R.H.)  of  86  per  cent  (30  mg.  of 
water  per  liter  ventilation).1’2’6  Oral  breathing  is 
4 per  cent  less  efficient.3  Inspired  gases  do  not 
normally  reach  body  temperature  at  full  satura- 
tion, alveolar  conditions,  until  they  are  distal  to 
the  Carina.1,2 

This  anatomic  humidifier  is  bypassed  during  en- 
dotracheal anesthesia.  The  purpose  of  this  report 
is  to  review  briefly  the  effect  that  bypassing  the 
nasopharynx  has  on  the  trachea  and  lungs  and  de- 
scribe the  various  methods  that  have  been  devised 
to  provide  adequate  humidification  of  anesthetic 
gases. 

Morphologic  effects  of  existing  systems 

Morphologic  alterations  in  ciliary  epithelial  cells 
re  reported  to  be  a sensitive  index  to  dry-gas  ex- 
p sure.7  In  addition,  the  following  pathophysio- 
logic changes  have  been  reported  when  dry  gases 
inhaled:  increase  in  sputum  viscosity,8  loss  of 
in  ted  at  the  188th  Annual  Convention  of  the  Medical 
of  the  State  of  New  York,  New  York  City,  Section  on 
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ciliary  propulsion,9’10  desiccation  of  respiratory 
mucosa,5  decreased  compliance,11-13  atelectasis, 
increased  airway  resistance,  increased  pulmonary 
shunting,12,13  and  squamous  cell  metaplasia.14 

Anesthesia  circuits  presently  in  use  contribute  a 
wide  range  of  humidity,  the  amount  being  related 
to  ambient  temperature,  the  presence  of  carbon 
dioxide  absorber  and  length  of  time  in  use,  and  the 
anesthesia  circuit  employed.6’15’16  Nonrebrea- 
thing and  semiopen  systems  provide  less  than  4 
mg.  of  water  per  liter  ventilation.17  Semiclosed 
circuits  with  fresh  gas  flow  rates  of  4 L.  per  minute 
yield  approximately  80  per  cent  relative  humidity 
at  ambient  temperatures,  14  mg.  per  liter.15-17  If 
the  fresh  gas  inlet  is  moved  to  the  expiratory  limb 
so  that  all  gases  pass  through  the  carbon  dioxide 
absorber,  100  per  cent  relative  humidity  at  ambi- 
ent temperatures,  18  to  19  mg.  per  liter,  may  be 
obtained. t 18  Closed  circuits  may  deliver  as  much 
as  26  mg.  per  liter  of  humidification.19 

In  operating  rooms  without  air  conditioning,  the 
humidity  and  heat  retention  have  caused  hyperpy- 
rexia; the  to-and-fro  system  caused  the  most  diffi- 
culty delivering  saturated  vapor  at  42°C.20  The 
opposite  problem  now  exists  in  operating  rooms 
with  ambient  temperatures  as  low  as  20°C.  In 
such  rooms,  an  hour  may  be  required  for  anesthet- 
ic gases  to  obtain  a moisture  level  of  80  per  cent 
relative  humidity  at  21  °C.,  14  mg.  per  liter,  in  the 
semiclosed  circuits  because  the  gases  are  cooled 
between  the  soda  lime  cannister  and  the  patient.16 

Certain  guidelines  have  now  been  established 
concerning  replacement  humidification  during  en- 
dotracheal anesthesia.  Ciliated  cellular  morpho- 
logic conditions  and  function  of  the  respiratory 
tract  are  preserved  during  exposure  to  humidity  of 
no  less  than  14  to  22  mg.  per  liter.7,10’21  while  alter- 
ations in  lung  mechanics  are  prevented  when  hu- 
midity of  from  17  to  30  mg.  per  liter  is  supplied.11 
13  Therefore,  it  is  apparent  that  the  addition  of 

t Personal  observations. 
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TABLE  I.  Features  of  ultrasonic  generators  used  to  provide 
humidification  during  endotracheal  anesthesia 

Advantages  Disadvantages 

Need  no  jet  source  Over-hydration 

Carrier  gas  flow  as  de-  Droplet  bacterial  contamination 
sired  Increase  in  airway  resistance 

Adaptable  to  anesthesia  Insufflation  of  large  water  vol- 
circuits  umes  = atelectasis,  increased 

Effective  moisture  alveolar-arterial  oxygen  dif- 

replacement  ferences,  pneumonia 

Require  electricity 


22  plus  or  minus  8 mg.  per  liter  of  humidity  to  the 
anesthetic  gases  is  satisfactory  replacement  during 
endotracheal  anesthesia. 

Humidifiers 

Many  methods  have  been  advocated  for  supply- 
ing moisture  during  anesthesia. 5,22,23  Chase, 
Trotta,  and  Kilmore19  suggested  that  rinsing  the 
hoses  and  reservoir  bag  with  warm  tap  water 
would  supply  minimum  safe  humidity  for  up  to 
one  hour  with  semiclosed  and  closed  systems. 
Minimum  safe  levels  can  be  maintained  thereafter 
in  a semiclosed  circuit  with  a low-flow  fresh  gas 
supply.6,16 

Nebulizers  have  been  used  successfully  in  non- 
rebreathe  systems.  However,  the  necessity  for 
having  high  driving  pressures  for  the  nebulizer 
may  cause  back  pressure  in  circle  systems  to  devel- 
op, altering  flow  meter  and  vaporizer  perfor- 
mance.24 

The  ultrasonic  generator  has  been  used  to  pro- 
vide adequate  humidity  during  anesthesia  in  both 
adults  and  children.25-27  Table  I presents  the  ad- 
vantages and  disadvantages  of  this  system. 

The  heated  humidifiers  that  provide  water 
vapor  according  to  the  temperature  of  gases  pre- 
sented to  the  endotracheal  tube  perhaps  most 
closely  resemble  physiologic  mechanisms.18  How- 
ever, these  instruments  also  have  bad  as  well  as 
good  features  (Table  II).  For  patient  safety,  the 
temperature  near  the  endotracheal  tube  should  al- 
ways be  measured.18,28 

Another  approach  to  supplying  humidity  during 
anesthesia  is  by  conservation  of  existing  moisture. 
Such  conservation  is  done  with  HMEs  (heat  and 
moisture  exchanger)  of  which  the  Garthur  Vapour 
Condensor*  is  the  most  efficient.21,29  An  HME 
works  in  the  same  fashion  as  does  the  nasophar- 
ynx, and  is,  in  fact,  called  an  artificial  nose.30 
During  expiration,  the  HME  condenses  moisture 
on  metal  baffles  which  acquire  heat  by  conduc- 
tance. During  inspiration,  the  heat  and  moisture 
are  returned  to  the  respiratory  tract.  These  de- 
vices return  approximately  60  per  cent  of  normal 
water  loss  in  a patient  breathing  ambient  air  or 
gases  through  nonrebreathing  systems.21,30  An 
HME  used  in  a semiclosed  circuit  with  low  flows 

* Harris-Sake,  Inc.,  Cleveland,  Ohio. 


TABLE  II.  Features  of  heated  humidifiers  used  during 
endotracheal  anesthesia 


Advantages 

Disadvantages 

Provide  water  vapor 
Protect  ciliary  morpho- 
logic conditions 
Prevent  alterations  in 
lung  mechanics 
Help  maintain  heat 
Actual  mg.  water  per  liter 
control 

Heat  gain  is  possible 
Cannot  be  used  with  explosive 
gases 

Temperature  of  inspired  gas 
must  be  monitored 
Require  electricity 

TABLE  III.  Features  of  condenser  humidifiers  used  during 
endotracheal  anesthesia 

Advantages 

Disadvantages 

Mimic  nasopharynx 
Protect  ciliary  activity 
Protect  ciliary  cellular 
morphologic  conditions 
during  anesthesia 
Inexpensive  and  easy  to 
apply 

Need  no  power  source 
Keep  circuitry  dry,  decreas 
ing  bacterial  contamina- 
tion 

Supersaturation  therapy 
impossible 

Do  not  dramatically  retard 
corporal  heat  loss  during 
anesthesia 

No  data  to  support  use  in 
pediatrics 

will  provide  20  to  25  mg.  of  water  per  liter  ventila- 
tion.f Therefore,  the  HME  appears  to  supply  ad- 
equate humidity  during  anesthesia.  Its  use  should 
be  restricted,  however,  to  individuals  whose  ana- 
tomic dead  space  exceeds  that  of  the  HME,  17  ml. 
The  advantages  and  disadvantages  of  the  HME 
are  listed  in  Table  III. 

Summary 

A brief  review  of  humidification  during  anesthe- 
sia is  presented. 

During  endotracheal  anesthesia  with  semiclosed 
systems  and  fresh  gas  flow  rates  of  4 L.  per  minute 
or  less,  ambient  humidity  provided  by  exhaled  car- 
bon dioxide  and  soda  lime  reaction,  water  from  the 
cannister  and  exhaled  gases,  and  prewetted  hoses 
and  bag,  provides  minimum  safe  levels  for  patients 
who  do  not  exhibit  preoperative  pulmonary  com- 
promise. Heat  and  moisture  exchange  units  are 
excellent  adjuncts  to  the  semiclosed  or  nonrebrea- 
thing systems.  Patients  who  have  preoperative  or 
intraoperative  pulmonary  compromise  and  pediat- 
ric patients  anesthetized  through  nonrebreathing 
or  semiopen  systems  should  receive  supplemental 
humidity.  Heated  humidifiers  monitored  by  tem- 
perature control  near  the  airway  provide  the  most 
nearly  physiologic  supplementation. 

Humidity  replacement  in  the  range  of  22  plus  or 
minus  8 mg.  of  water  per  liter  ventilation  is  advo- 
cated to  protect  the  respiratory  tract  during  endo- 
tracheal anesthesia. 

t Unpublished  data  from  investigation  in  progress. 
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Cardiology  33:  661  (May)  1974,  the  prevalence  rate  of 
primary  ventricular  fibrillation  in  myocardial  infarction 
was  reduced  from  6.5  per  cent  (9  of  the  first  139  cases 
treated)  to  0.3  per  cent  (3  of  the  1,026  following  cases). 
The  1,165  patients  were  treated  over  a period  of  seven 
years  in  a 165-bed  community  hospital  with  neither 
house  staff  nor  full-time  unit  director. 


i 


Lithium  Prophylaxis 
in  Affective 
Disorders 


RONALD  R.  FIEVE,  M.D. 

New  York  City 

Chief  of  Psychiatric  Research,  Lithium  Clinic  and  Metabolic  Unit, 
New  York  State  Psychiatric  Institute,  and  Professor  of  Clinical 
Psychiatry.  Columbia  University  College  of  Physicians  and 
Surgeons 


For  over  half  a century  traditional  psychiatry 
has  treated  the  symptoms  of  severe  manic  and  de- 
pressive states,  ranging  from  the  socially  offensive 
and  assaultive  behavior  of  manic  elation  to  the 
paralyzing  withdrawal  and  suicidal  pattern  of  de- 
pression, with  a combination  of  electroshock  treat- 
ments, psychotherapies,  and  multiple  drug  thera- 
pies. These  approaches  have  had  varying  degrees 
of  success  in  the  treatment  of  episodes  but  have 
failed  to  provide  lasting  improvement.  These  ac- 
cepted patterns  of  treatment  are  now  being  chal- 
lenged by  lithium  therapy.  For  the  first  time,  the 
medical  profession  has  a disorder-specific  prophy- 
lactic treatment  which,  with  scrupulous  clinical 
supervision  and  monitoring  of  lithium  serum  lev- 
els, stabilizes  attacks  of  mania  and  depression  in 
most  patients.  The  success  of  lithium  carbonate 
therapy  is  striking,  since  it  not  only  rapidly  calms 
manic  states,  but  also  helps  to  prevent  future  re- 
currence of  both  mania  and  depression  and  atten- 
uates their  severity. 

Patients  treated  with  lithium  remain  alert  and 
fully  active  in  their  personal  and  professional  life. 
This  is  in  marked  contrast  to  the  sluggishness  as- 
sociated with  the  symptom-masking  effects  of 
treatment  with  massive  doses  of  the  major  tran- 
quilizers or  the  helplessness  so  often  seen  when  the 
psychological  therapies  are  used  exclusively. 
Lithium  maintenance  therapy  on  an  outpatient 
basis  has  proved  highly  effective. 

Although  lithium’s  effectiveness  has  been  well 
established  with  double-blind  and  open  studies  at 
several  treatment  and  research  centers,1  5 there 
are  still  only  50,000  to  80,000  individuals  receiving 


lithium  among  an  estimated  3 to  6 million  afflicted 
with  manic-depressive  disorders. 5a6 

New  developments  in 
etiology  and  diagnosis 

Why  has  lithium  therapy  tended  to  lag  so  far  be- 
hind advances  made  on  the  research  front?  The 
answer  seems  to  lie  in  the  perseverence  of  classic 
theories  and  attitudes  which  have  become  dated  in 
the  light  of  new  findings;  the  cause  of  manic  de- 
pression has  been  considered  by  many  profession- 
als, especially  those  who  are  psychoanalytically 
oriented,  to  have  a psychological  base.'  But  find- 
ings in  a number  of  centers,  as  well  as  in  our  own 
patient  population  of  over  2,000  individuals  stud- 
ied over  a fifteen-year  period  strongly  suggest  that 
manic  depression  in  fact  has  an  organic  basis  and 
is  to  some  extent  genetically  determined.8  While 
cataclysmic  life  stresses  may  help  to  elicit  the  dis- 
ease in  particular  individuals,  the  underlying  caus- 
es are  endogenous.  The  psychogenic  viewpoint  in 
the  past  has  often  led  to  the  attitude  that  treat- 
ment should  be  psychological,  with  psychotherapy 
used  as  a principal  treatment  between  acute  epi- 
sodes, somatic  treatments  and  drugs  being  used  as 
adjuncts.  More  recent  findings  suggest  that  the 
organically  based  lithium  therapy  may  attack  the 
underlying  problem  more  directly.  The  striking 
success  of  this  treatment  modality  certainly 
suggests  this  to  be  true. 

Diagnostically,  the  symptom  pattern  of  manic 
depression  and  some  stages  of  acute  schizophrenia, 
particularly  catatonic  excitement  and  stupor, 
overlap  to  a considerable  degree.  Hallucinations 
or  delusions  can  occur  in  either  acute  schizophre- 
nia or  acute  mania  or  depression,  so  that  these  sec- 
ondary psychotic  symptoms  may  not  be  helpful  for 
a precise  differential  diagnosis.  This  large  overlap 
in  the  symptom  picture  of  two  major  mental  disor- 
ders has  led  to  a tendency  in  the  United  States  to 
diagnose  an  individual  as  schizophrenic  if  only  a 
hint  of  schizophrenia-like  behavior  is  present. 
This  tendency  has  now  been  documented  in  an  in- 
ternational study  of  diagnosis  showing  that  schizo- 
phrenia is  diagnosed  much  more  frequently  in 
New  York  than  in  London,  and  that  this  bias  is 
due  to  a difference  in  diagnostic  practice  rather 
than  any  inherent  difference  in  the  patients.9,10  A 
random  sampling  of  admissions  at  nine  metropoli- 
tan New  York  hospitals  revealed  that  schizophre- 
nia is  diagnosed  10  times  as  frequently  as  manic 
depression  and  recurrent  depression.  If  the  de- 
pressive illnesses  are  in  fact  three  times  as  fre- 
quent as  schizophrenia  in  the  general  population, 
as  indicated  by  epidemiologic  studies,6  then  we 
must  conclude  that  the  diagnostic  criteria  of 
American  psychiatrists  led  to  an  approximately 
30-fold  error  in  diagnosing  the  affective  disorders 
as  schizophrenia.  Interpreted  in  the  context  of 
the  prophylactic  lithium  breakthrough,  the  most 
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important  finding  of  the  study  of  diagnosis  in  New 
York  and  London  is  that  86  per  cent  of  patients 
who  may  have  an  affective  disorder  are  labeled  as 
schizophrenic  by  New  York  hospital  psychiatrists. 
They  are  thus  often  referred  to  inappropriate 
therapies  and  not  even  considered  for  lithium 
therapy.  If  progress  is  to  be  made  in  the  effective 
treatment  of  the  significant  portion  of  our  popula- 
tion suffering  from  affective  disorders,  it  is  essen- 
tial that  we  recognize  the  biologic  basis  and  the  di- 
agnostic importance  of  affective  symptoms. 

Clinical  applicability 

As  pointed  out  previously,  the  symptoms  of 
manic  depression  are  often  misdiagnosed  as  schiz- 
ophrenia or  other  disorders.  This  difficulty  can 
be  resolved  by  taking  a thorough  longitudinal  his- 
tory of  the  individual  patient  to  uncover  one  or 
more  previous  “highs”  and  “lows”  and  by  noticing 
relatively  normal  interval  functioning  between  at- 
tacks and  the  absence  of  mental  deterioration  over 
time.  In  addition,  relatives  should  be  interviewed 
for  a family  history  of  mania,  depression,  suicide, 
or  alcoholism,  which  tend  to  cluster  in  the  families 
of  manic-depressive  patients. 

From  double-blind  studies  and  numerous  open 
studies  on  thousands  of  patients,  it  is  now  general- 
ly agreed  that  lithium  subdues  the  moderately  se- 
vere manic  patient  characterized  by  a pressured 
speech,  elation,  and  overactivity,  accompanied  by 
symptoms  of  decreased  need  for  sleep,  excessive 
telephoning,  and  frequent  buying  sprees.1-5 
Eighty  per  cent  of  manic  patients  are  quieted  in 
from  five  to  fourteen  days  on  the  drug.  If  the  pa- 
tient has  had  both  manic  and  depressive  attacks, 
maintenance  lithium  prophylaxis  has  been  found 
effective  in  preventing  most  of  the  future  manic 
episodes  and  many  of  the  depressive  attacks  a? 
well.  Our  research  has  established  that  it  is  possi- 
ble to  achieve  long-term  outpatient  treatment  of 
the  affective  disorders  so  that  the  patient  can 
function  effectively  in  the  community.11  Al- 
though lithium  is  not  generally  used  for  treating 
an  isolated  depressive  attack,  maintaining  the  pa- 
tient on  lithium  does  appear  to  shorten  the  dura- 
tion and  intensity  of  future  depressions  in  manic 
depression.  Thus,  lithium  is  indicated  in  acute  or 
recurrent  mania  and  as  a prophylactic  for  recur- 
rent manic-depressive  illness.  Considerable  con- 
troversy has  emerged  concerning  the  value  of  pro- 
phylactic lithium  for  treating  recurrent  depression 
without  manic  episodes  (unipolar  depression). 
Although  this  question  is  not  entirely  settled,  our 
group  at  the  New  York  State  Psychiatric  Institute 
has  found  that  when  patients  who  have  been  diag- 
nosed for  simple  depression  are  examined  more 
Closely,  they  frequently  have  gregarious,  highly  en- 
( I’getic,  and  outgoing  personalities  bordering  on 
hypomania  between  their  depressive  attacks. 
rI  he  e alternations  in  mood  could  be  considered 


The  high  effectiveness  of  lithium  carbonate  in  pre- 
venting or  attenuating  future  attacks  of  manic  de- 
pression and  simple  recurrent  depression  has  been 
fully  demonstrated  in  clinical  trials  at  the  New 
York  State  Psychiatric  Institute  and  in  many 
other  centers  around  the  world  over  the  past 
twenty  years.  Nevertheless,  only  about  one  to 
three  per  cent  of  an  estimated  3 to  6 million  people 
in  the  United  States  afflicted  with  manic  depres- 
sive disorders  are  receiving  lithium  treatment. 
Two  factors  appear  to  contribute  to  this  failure  to 
make  lithium  therapy  available  to  the  large,  unde- 
termined number  of  people  who  may  benefit  from 
it:  (1)  A primary  psychodynamic  orientation  to 

these  illnesses  has  persisted  which  has  led  many 
professionals  to  view  the  cause  of  major  affective 
syndromes  as  mainly  psychological  rather  than  or- 
ganic; and  (2)  the  misdiagnosis  of  many  individu- 
als with  manic  depressive  symptoms  as  schizo- 
phrenic or  personality  disorder.  The  impact  of 
lithium  therapy  on  society  is  particularly  impor- 
tant. Many  individuals  suffering  the  debilitating 
and  often  suicidal  effects  of  manic  depression  are 
outstanding  writers,  politicians,  business  execu- 
tives, and  scientists  whose  “high”  phases,  when 
mild,  enable  them  to  be  extremely  creative.  Lithi- 
um controls  this  energy  without  suppressing  the 
individual's  creative  output. 


mild  forms  of  (bipolar)  manic  depression,  suggest- 
ing that  these  patients  would  also  benefit  from 
maintenance  lithium  therapy. 

Recent  evidence  suggests  that  even  when  recur- 
rent unipolar  depression  occurs  with  no  trace  of 
hypomania  between  attacks,  many  cases  still  bene- 
fit from  prophylactic  lithium  therapy;  mainte- 
nance lithium  does  not  always  eradicate  future  de- 
pressions completely,  but  attenuates  their  severi- 
ty. In  these  instances,  antidepressant  drugs 
added  to  lithium  hasten  the  disappearance  of 
these  depressions,  and  stabilization  can  best  be 
maintained  on  prophylactic  lithium  combined 
with  the  periodic  or  continuous  administration  of 
antidepressant  agents.12 

Creative  personality 

Manic  depression  and  simple  depression  consti- 
tute a particularly  tragic  disorder  from  the  stand- 
point of  society,  because  some  of  its  most  gifted 
members  are  afflicted,  including  outstanding  wri- 
ters, politicians,  business  executives,  and  scien- 
tists, whose  tremendous  amounts  of  manic  energy 
have  helped  them  achieve  the  heights  of  success. 
Unfortunately,  without  proper  treatment  these  in- 
dividuals more  often  than  not  go  too  “high,”  or 
suddenly  crash  into  a devastating  depression  that 
comes  to  our  attention  only  after  a successful  sui- 
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cide.  Lithium  therapy  provides  a way  to  maintain 
the  normal  functioning  of  productive  individuals 
without  interfering  with  their  personality,  memo- 
ry, or  creative  achievements,  and  without  the  un- 
desirable effects  that  are  often  the  result  of  elec- 
troshock treatments  and  tranquilizing  medication. 

Mania  in  its  milder  forms  must  not  he  complete- 
ly harnessed,  since  it  seems  to  contribute  to  the 
positive  driving  forces  behind  some  of  the  key  pro- 
ductive and  creative  individuals  of  our  society. 
Lithium  should,  therefore,  be  used  judiciously  by 
experienced  physicians,  particularly  when  treating 
productive  and  creative  people,  and  perhaps  in 
smaller  dosages  in  these  instances.  A group  of 
highly  creative  writers,  artists,  scientists,  and  busi- 
ness executives  treated  at  the  New  York  State 
Psychiatric  Institute’s  lithium  clinic,  all  of  whom 
have  had  recurrent  stages  of  deep  depression  and 
severe  manic  elation,  have  responded  favorably  to 
lithium  therapy.  During  a three-  to  six-year  peri- 
od 10  of  these  individuals  have  continued  to  lead 
stable  lives.  Their  overall  creative  output  even 
appears  to  have  increased  on  prophylactic  lithium, 
since  their  creative  energy  is  stabilized  and  no 
longer  threatened  by  the  “highs”  beyond  reality 
and  the  “lows”  of  incapacitating  and  often  suicidal 
depression. 

Challenge  of  lithium 

Lithium  has  been  available  on  the  American 
market  for  the  specific  treatment  of  mania  only 
since  1970,  and  yet  this  “new”  drug  actually  has  a 
history  going  back  at  least  fifteen  hundred  years 
when  the  fifth-century  physician  Aurelianus  pre- 
scribed alkaline  mineral  water,  which  contains 
lithium,  for  manic  insanity  and  melancholia,  as 
well  as  for  a number  of  other  physical  and  mental 
illnesses.  In  modern  times  lithium  was  first  iden- 
tified in  1917  by  August  Arfvedson  in  Sweden,  and 
later  it  became  widely  used  in  treatment  of  physi- 
cal disorders  such  as  gout  and  epilepsy. 

In  the  1940s,  lithium  chloride  became  popular  as 
a salt  substitute  for  patients  on  a sodium-free  diet. 
Some  of  the  patients  with  heart  or  kidney  disease 
became  seriously  ill,  and  several  died  from  the 
toxic  effect  of  lithium.  As  a result,  in  1949,  the 
American  Pharmaceutical  Industry  removed  it  im- 
mediately from  the  drug  market.  Lithium  was 
rereleased  on  a restricted  basis  in  1970. 

Ironically,  it  was  in  1949  that  Cade13  first  dis- 
covered the  therapeutic  value  of  lithium  in  mania. 


His  findings  were  substantiated  by  others,  and  the 
clinical  effectiveness  of  lithium  carbonate  was  es- 
tablished. In  1954,  Schou  et  al.x  in  Denmark  were 
the  first  to  carry  out  a double-blind  study  confirm- 
ing the  effectiveness  of  lithium  in  mania. 

A body  of  evidence  from  a number  of  investiga- 
tors establishing  the  efficacy  of  lithium  prophylax- 
is in  recurrent  affective  disorders  is  challenging 
the  accepted  patterns  of  electroshock  and  psycho- 
therapeutic treatment.8  Will  this  new  method 
come  to  be  accepted  as  a standard  medical  ap- 
proach to  the  problems  of  those  millions  suffering 
from  these  disorders?  The  answer  depends  heavi- 
ly on  further  advances  in  research  and  in  improved 
diagnosis,  but  most  crucially  it  depends  on  the  en- 
lightened and  informed  interest  as  well  as  the 
open-mindedness  of  the  medical  profession  and 
the  public  at  large. 

New  York  State  Psychiatric  Institute 
722  West  168th  Street 
New  York,  N.Y.  10032 
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Alzheimer’s  disease  is  the  commonest  of  the 
“primary  dementias”  with  usual  onset  in  the 
presenium.  With  early  amnesia,  it  follows  an  in- 
exorable course  of  gradually  progressive  mental 
deterioration  to  vegetative  level.  The  morpholog- 
ic picture,  described  by  Alzheimer  in  1907,  is  one 
of  cerebral  atrophy  with  neurofibrillary  tangles, 
“senile”  plaques,  and  gliosis.1  Simchowitz2  ob- 
served granulovacuolar  degeneration,  and  Divry’s3 
discovery  of  amyloid  in  the  plaque  core  led  him  to 
consider  the  disease  “primary  amyloidosis”  of  gan- 
glion cells.  Recent  ultrastructural  studies  comple- 
ment these  observations.  Terry’s4  electron  micro- 
graphs of  “twisted  tubules”  and  displaced  organ- 
elles in  neuronal  cytoplasm  of  the  tangles  provide 
cytologic  support  for  the  current  pathogenetic  con- 
cepts, namely,  that  axoplasmic  flow  is  interrupted 
by  defects  in  the  tubular  structure  which,  in  turn, 
arise  from  alterations  in  the  microtubular  protein.5 

The  neurofibrillary  changes  which  Alzheimer 
considered  diagnostic,  however,  are  apparently 
nonspecific  to  presenile  dementia.  They  have 
since  been  found  in  senile  dementia,  in  the  brain 
in  normal  senium,  and  in  other  conditions,  includ- 
ing Down’s  syndrome,  Pick’s  and  Crautzfeldt-Jak- 
ob’s  disease,  Mariana  dementia,  Simmond’s  dis- 
ease, progeria,  and  traumatic  encephalopathy.6 
Tangles,  furthermore,  although  different  in  mor- 
phology and  distribution,  were  inducible  by  the 
ntracerebral  injection  of  aluminum  salts  and  spin- 
inhibitors  in  experimental  animals.7 
he  presence  of  amyloid  in  Alzheimer’s  disease 
,rests  the  involvement  of  immune  mechanisms, 
ed,  Behan  and  Feldman8  observed  changes  in 


the  serum  proteins  of  patients  with  Alzheimer’s 
disease  similar  to  those  in  amyloidosis — lower 
than  normal  albumin  levels  and  increased  concen- 
trations of  certain  immunoglobulins. 

The  discovery  of  antibodies  to  autologous  anti- 
gens in  patients  with  chronic  neurologic  disease 
suggests  that  autoimmunity  may  also  play  a role. 
Brain  tissue  hemagglutinins,  for  example,  occur  in 
experimental  allergic  encephalomyelitis  (EAE) 
multiple  sclerosis,  presenile  dementia,9  and  in 
chronic  brain  syndrome.10  The  demonstration  of 
antinuclear  antibodies  (ANA)  and  rheumatoid  fac- 
tor in  depressed  patients  reinforces  the  concept.11 

Immunoglobulins  of  these  patients  were  elevat- 
ed, as  they  were  in  patients  acutely  ill  with  schizo- 
phrenia.10,12,13  The  latter  discovery  suggested 

that  Heath  and  Krupp’s14  observation  of  function- 
ally atypical  lymphocytes  in  schizophrenia  was  ev- 
idence of  proneness  to  antigenetic  insult  and  over- 
stimulation  of  immune  systems. 

The  association  of  amyloidosis  with  immune 
phenomena  and  the  foregoing  observations 
prompted  us  to  reassess  the  immunologic  compo- 
nents of  patients  with  Alzheimer’s  disease. 

Materials  and  methods 

We  assessed  the  function  of  the  humoral,  “B 
cell,”  immunoglobulin-producing  division  of  the 
immune  system  by  measuring  the  serum  protein 
fractions  electrophoretically,  the  concentrations  of 
Ig  (immunoglobulin)  A,  G,  M,  and  D by  radial  im- 
munodiffusion, and  atypical  antibodies  to  the  Rh 
factor  and  ABO  blood  group  systems  by  direct 
Coombs’  and  Fizin  methods,  respectively. 

Antibodies  to  autologous  antigens,  antinuclear 
factor  (ANF)  and  thyroglobulin,  were  measured  by 
fluorescence  and  hemagglutination  tests,  respec- 
tively, as  a means  of  demonstrating  the  involve- 
ment of  autoimmune  mechanisms. 

We  appraised  the  competence  of  cellular  (T- 
cell)  immunity  by  measuring  DNA  (deoxyribonu- 
cleic acid)  synthesis  in  mitogen-induced  blast-cell 
transformation.15  Lymphocytes  from  the  periph- 
eral blood  of  7 patients  with  Alzheimer’s  disease 
were  cultured  with  and  without  PHA  (phytohe- 
magglutinin) and  the  uptake  of  3H  (tritiated)  thy- 
midine in  the  two  cultures  compared.15 

The  immunologic  tests  were  performed  on  ve- 
nous blood  of  16  men  and  women  affected  with 
Alzheimer’s  disease,  presenile  dementia,  ranging 
in  age  from  forty-nine  to  sixty-eight  years,  residing 
in  hospitals  of  the  State  of  New  York  Department 
of  Mental  Hygiene.  The  histories  were  appropri- 
ate and  were  accompanied  by  the  following  clinical 
signs:  amnesia  agraphia,  alexia,  agnosia,  dysar- 

thria, logoclonus,  muscular  rigidity,  tremors,  Park- 
insonism, and.  in  some  instances,  grand-mal  sei- 
zures. Electroencephalograms  of  6 patients  record- 
ed a pattern  compatible  with  Alzheimer’s  disease, 
decrease  or  absence  of  alpha  rhythm,  slow  theta 
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(in  2 cases),  slow  activity,  and  diminution  in  am- 
plitude. Pneumoencephalograms  revealed  widened 
air  spaces  and  cortical  atrophy 
Similar  blood  samples  were  obtained  from  10 
control  patients  from  the  same  institutions,  rang- 
ing in  age  from  fifty-eight  to  ninety-three  years,  2 
of  whom  had  Korsakoff  s psychosis  (confabulatory 
amnesia)  of  alcoholic  origin,  4,  senile  psychosis, 
and  4,  psychosis  with  cerebral  arteriosclerosis. 


Results 

Total  serum  protein  concentrations  were  within 


Levels  of  serum  albumin  were  lower  and  those  of 
certain  immunoglobulins  were  higher  in  16  pa- 
tients with  Alzheimer's  disease  than  in  a control 
group  of  institutionalized  patients.  This  study  in- 
dicated greater  abnormality  in  the  humoral  than 
in  cell-mediated  immune  mechanisms. 


normal  limits  in  controls  and  in  all  but  3 of  the  pa- 
tients with  Alzheimer’s  disease,  in  whom  they  were 
slightly  higher  than  normal.  Albumin  fractions 
were  subnormal  in  7 patients  with  Alzheimer’s  dis- 


TABLE  I.  Electrophoretic  analysis  of  serum  proteins  in  patients  with  Alzheimer’s  disease 


Patient 

Albumin 

Alpha  1 
Globulin 

Alpha  2 
Globulin 
(per  cent) 

Beta 

Globulin 

Gamma 

Globulin 

Total  Protein 
(Gm.  per 
100  ml.) 

1 

52.3 

3.4 

8.2 

13.4 

23.4 

7 

2 

49.4 

5.1 

11.5 

12.3 

21.7 

3 

44.3 

4.7 

12.8 

13 

25.4 

4 

43.8 

5.8 

20.6 

13.3 

19.4 

7.9 

5 

47.2 

3.3 

8.8 

14.2 

26.5 

7.9 

6 

Decreased 

I ncreased 

Increased 

Increased 

Increased 

7 

64.8 

4.1 

14.5 

11.4 

21.2 

7.5 

8 

52.4 

2.2 

9.6 

12.9 

12.9 

7.6 

9 

48.8 

3.6 

14.4 

12.5 

20.6 

8.6 

10 

49.4 

5.1 

11.5 

12.3 

21.7 

7.6 

11 

56 

2.4 

13.8 

12 

15.1 

8.8 

12 

57.2 

4.1 

9.3 

15.5 

13.9 

8 

13 

63 

3.1 

9.2 

11.7 

12.9 

8.6 

Normal 

51.3  to  68 

2. 5 to  5. 5 

8.5  to  12.9 

8.1  to  13.5 

11.2  to  19 

6 to  8 

TABLE  II. 

Analysis  of  serum  proteins  in  controls 

Type  of  Psychosis 

Patient 

Alpha  1 
Albumin  Globulin 

Alpha  2 
Globulin 
(per  cent) 

Beta 

Globulin 

Gamma 

Globulin 

Total  Protein 
(Gm.  per 
100  ml.) 

Korsakoff’s  psychosis 

17 

57.4 

2.4 

9.5 

12.8 

23.5 

8.0 

Korsakoff’s  psychosis 

18 

54.9 

2.9 

10.5 

12.5 

19.2 

7.5 

Senile  psychosis 

19 

54.4 

5.4 

11.9 

13.1 

19.2 

7.0 

Psychosis  with  cerebral 
arteriosclerosis 

20 

50.4 

5.4 

10.9 

13.0 

22.2 

7.9 

TABLE  III.  Immunologic  values  in  Alzheimer’s  disease 


Patient 

Age 

IgA 

IgG  IgM 

IgD 

Blood 
A,  B,  O) 

Group 

(Rh) 

Direct 

Coombs 

Thyroid 

anti- 

bodies 

hemag- 

glutination 

ANA- 

Fluores- 

cent 

i 

59 

395 

1,220 

1730 

2.5 

o 

+ 

Negative 

Negative 

Positive 

2 

57 

500 

1 , 300 

70 

0 

B 

4- 

Negative 

Negative 

Negative 

3 

56 

530 

1.100 

180 

1.43 

O 

+ 

Negative 

Negative 

Negative 

4 

54 

300 

1,050 

197 

4.3 

O 

+ 

Negative 

Negative 

Negative 

5 

61 

470 

1,200 

75 

10 

O 

Negative 

Negative 

Negative 

6 

56 

450 

1,650 

197 

3 

O 

-f- 

Negative 

Negative 

Negative 

7 

49 

680 

1.420 

400 

4 

8 

49 

470 

880 

86 

1 . 5 

9 

55 

360 

1,150 

94 

0 

A 

-f 

Negative 

Negative 

Negative 

10 

54 

215 

1,200 

360 

0 

O 

Negative 

Negative 

Negative 

11 

68* 

680 

1,420 

660 

0 

12 

61 

350 

1,100 

130 

6.8 

A 

+ 

Negative 

Negative 

Negative 

13 

56 

215 

1,200 

360 

7. 5 

O 

-f 

Negative 

Negative 

Negative 

14 

59 

330 

880 

92 

9.4 

15 

315 

1,500 

160 

A 

-b 

Negative 

Negative 

Negative 

16 

215 

1.200 

360 

0 

O 

-f 

Negative 

Negative 

Negative 

Normal  values 

61  to  330 

569  to  1,919 

41  to  147 

0 to  10 

* Onset  of  disease  nine  to  ten  years  before. 
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TABLE  IV.  Immunologic  values  in  controls 


Type  of  Psychosis 

Age 

(Years) 

IgA 

IgG 

IgM 

IgD 

Blood 
(A,  B,  O) 

Group 

(Bh) 

Direct  Coombs 

Thyroid 

Anti- 

bodies 

Hemag- 

glutination 

ANA- 

Fluores- 

cent 

Korsakoff’s  psychosis 

68 

415 

1,000 

117 

0 

o 

+ 

Negative 

Negative 

Negative 

Korsakoff’s  psychosis 

58 

700 

1,730 

53 

6 8 

B 

+ 

No  atypical  blood  antibodies  in 

Negative 

Negative 

Senile  psychosis 

91 

305 

890 

210 

0 

O 

+ 

saline,  albumin,  Fizin 
Negative 

Negative 

Negative 

Senile  psychosis 

86 

420 

2,500 

55 

0 

Senile  psychosis 

93 

690 

1 , 350 

43 

0 

Senile  psychosis 

67 

360 

1,100 

62 

0 

Psychosis  with  cerebral 
arteriosclerosis 

74 

280 

1,700 

212 

0 

Psychosis  with  cerebral 
arteriosclerosis 

66 

Elev. 

Normal 

Normal 

Normal 

A 

+ 

Negative 

Negative 

Negative 

TABLE  V.  Thymidine  incorporation  by  PHA-stimulated  and 
unstimulated  lymphocytes  from  patients  with  Alzheimer’s 
disease 


PHA-stimulated 

Patient 

cells: Unstimulated  cells 
(Units) 

1 

500:1 

2 

234:1 

3 

516:1 

4 

718:1 

5 

1,340:1 

6 

1,000:1 

7 

1:1 

Normal  adults 

>40:1 

ease,  in  combination  with  elevated  globulin  levels. 
Gamma  globulin  levels  were  also  elevated  in  2 
other  patients  with  Alzheimer’s  disease.  Albumin 
fractions  were  normal  in  the  controls;  gamma- 
globulin fractions  were  high  in  4.  Alpha-1  and 
beta  globulins  were  elevated  in  a few  of  the  pa- 
tients with  Alzheimer’s  disease,  the  alpha-2  globu- 
lins in  6,  and  all  the  globulins  in  1 (Tables  I and 

II). 

The  concentrations  of  the  various  immunoglob- 
ulins in  the  patients  with  Alzheimer’s  disease  dif- 
fered from  those  in  the  control  group  in  several  as- 
pects. Both  IgM  and  IgA  levels  were  elevated  in 
over  half  the  Alzheimer’s  group,  while  IgA  levels 
only  were  increased  in  the  control  group  (Tables 
III  and  IV).  IgG  levels  were  normal  in  both 
groups,  for  the  most  part. 

Antinuclear  antibodies  were  found  in  1 Alzheim- 
er’s disease  patient;  atypical  blood  group  and  anti- 
thyroid antibodies  were  found  in  neither  group. 

Thymidine  uptake  by  the  PHA-stimulated  lym- 
phocytes was  normal  in  6 of  the  7 patients  with 
Alzheimer’s  disease  tested  (Table  V). 

Comment 

Our  patients  had  the  same  serum  protein  abnor- 
malities as  Behan  and  Feldman’s8  patients  with 
A'zheimer’s  disease,  that  is,  subnormal  levels  of  al- 
irnin  and  excessive  levels  of  certain  immunoglob- 
■ ns.  The  altered  patterns  may  reflect  overactiv- 
>1  the  B cell-producing  immune  system. 


Although  IgA  and  IgM  clearly  contributed  to 
the  elevated  immunoglobulin  fraction  in  the  pa- 
tients with  Alzheimer’s  disease,  the  same  eleva- 
tions in  controls,  albeit  few,  imply  a nonspecific  re- 
lationship. Cerebral  and  extracerebral  factors 
common  to  both  groups,  including  exogenous 
agents,  may  have  played  an  influential  role. 

Conversely,  the  transformation  of  lymphocytes 
by  PHA  in  all  but  one  of  the  patients  with  Alz- 
heimer’s disease  tested  affirms  the  integrity  of 
cell-mediated  immunity.  The  failure  to  find  an- 
tibodies to  autologous  antigens  also  indicates  that 
autoimmunity  is  not  a major  factor  in  this  disease. 

The  origin  of  the  immunologic  aberrations  in 
the  humoral  division  is  not  clear.  A genetic  cause 
is  possible,  of  course,  as  in  the  immunoglobulin- 
opathy  of  ataxia  telangiectasia.  Indeed,  McMen- 
emey  et  al.16  found  familial  examples  of  Alzheim- 
er’s disease  which  had  autosomal  dominant  pe- 
digrees. Larsson,  Sjogren,  and  Jacobson,17  fur- 
thermore, attributed  sporadic  cases  of  the  disease 
to  polygenic  inheritance. 

Infection,  combined  with  heritable  or  develop- 
mental components,  is  also  an  attractive  etiologic 
hypothesis.  The  neurotropic  viral  diseases  al- 
ready provide  the  models,  especially  those  caused 
by  the  “slow”  viruses  shared  by  man  and  other 
species.  While  kuru  and  its  interspecies  counter- 
parts remain  a mystery,  similarities  exist  with 
chronic  neurologic  disease  of  man.  Indeed,  spon- 
giform encephalopathy,  a lesion  typical  of 
Crautzfeldt-Jakob’s  disease,  has  been  induced  in 
chimpanzees  by  brain  suspensions  from  patients 
with  the  disease.18 
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Clinical  Clues 

— Pseudogout  (calcium  pyrophosphate  dihydrate) 
(CPPD),  crystal  deposition  disease  or  articular  chondro- 
calcinosis,  occurs  in  familial  and  sporadic  forms. 

— Pseudogout  is  thought  to  be  associated  with  a number 
of  metabolic  and  endocrine  diseases  such  as  hyperpara- 
thyroidism, diabetes  mellitus,  urate  gout,  chronic  renal 
disease,  hemochromatosis,  and  hypophosphatasia. 

— Most  patients  with  hemochromatosis  are  probably 
asymptomatic  for  a good  part  of  their  life  span,  and  ap- 
proximately 50  per  cent  of  a large  series  of  symptomatic 
patients  with  hemochromatosis  had  evidence  of  pseudo- 
gout (Quart.  J.  Med.  38:  171  (1968)). 

— Although  cardiac  involvement  is  the  presenting  mani- 
festation in  only  about  15  per  cent  of  cases  of  hemochro- 
matosis, it  remains  one  of  the  most  important  complica- 
tions of  the  primary  disease,  accounting  for  about  one 
third  of  the  deaths  in  older  patients  and  one  half  of  the 
deaths  from  hemochromatosis  in  younger  patients. 
—The  commonest  cardiac  manifestation  of  hemochro- 
matosis is  congestive  heart  failure.  Typically  the  heart 
is  greatly  dilated,  “globular”  in  shape,  and  shows  poor 
pulsations  on  fluoroscopy.  Signs  of  failure  of  the  right 
side  of  the  heart  are  prominent  with  systemic  venous 
hypertension,  pleural  effusions,  ascites,  and  edema. 

— Less  commonly  in  hemochromatosis  a “restrictive” 
type  of  cardiomyopathy  is  seen  which  can  simulate  con- 
strictive pericarditis.  Hemochromatosis  is  rare  in 
women,  especially  in  premenopausal  women. 

— The  earliest  symptomatic  manifestations  of  hemo- 
chromatosis usually  result  from  diabetes.  Initially  the 
diabetes  is  mild  and  easily  managed;  however,  as  the 
disease  progresses  the  insulin  requirements  increase. 

— Hemochromatosis  should  be  considered  in  any  pa- 
tient showing  one  or  more  of  the  classic  features  (diabe- 
tes, pigmentation,  cirrhosis,  arthritis)  and  should  be 
strongly  suspected  when  three  classic  features  are  pres- 
ent. 

— Although  the  diabetes  in  hemochromatosis  is  referred 
to  as  bronze  diabetes,  changes  in  skin  color  may  actually 
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precede  the  onset  of  diabetes  by  several  years.  Initially 
pigmentation  appears  on  the  exposed  areas  of  the  body 
but  eventually  becomes  generalized.  The  most  deeply 
pigmented  areas  are  usually  the  face,  neck,  extensor  sur- 
faces of  the  upper  and  the  lower  extremities,  and  genital 
areas.  Scars  may  appear  more  deeply  pigmented  than 
the  surrounding  skin.  The  bronze  color  of  this  disease 
has  been  attributed  to  increased  deposits  of  melanin. 
Pigmentation  of  mucous  membranes  may  be  seen  in  10 
to  15  per  cent  of  the  patients. 

— The  incidence  of  arthropathy  in  primary  hemochro- 
matosis ranges  between  21  and  91  per  cent  depending  on 
the  method  of  case  selection. 

— The  syndrome  of  polyarthritis  occurs  which  closely 
resembles  rheumatoid  arthritis  and  may  precede  the 
other  complications  of  hemochromatosis. 

— Chondrocalcinosis  occurs  in  26  per  cent  of  patients 
with  hemochromatosis,  most  commonly  seen  in  the 
knees,  shoulders,  wrists,  hips,  and  intervertebral  disks. 

— Phlebotomy  is  often  effective  for  the  heart  and  liver 
involvement  of  hemochromatosis,  but  it  usually  pro- 
duces little  or  no  clinical  effect  on  the  arthritis. 

— An  antemortem  diagnosis  of  hemochromatosis  is  usu- 
ally not  made  because  with  uncommon  diseases  it  is 
more  difficult  to  maintain  an  appropriate  index  of  sus- 
picion. 

— Hemochromatosis  is  not  painless,  and  abdominal 
pain,  usually  a dull  boring  ache  with  hepatic  tenderness, 
is  noted  in  about  40  per  cent  of  patients.  The  pain  may 
be  so  severe  that  an  acute  abdominal  emergency  is  simu- 
lated, and  sudden  death  may  occur. 

— The  definitive  demonstration  of  hemochromatosis  is 
provided  by  a biopsy  of  the  appropriate  organ  such  as 
the  liver. 

— A diminished  serum  albumin  has  been  related  to  the 
later  development  of  cancer  of  the  gastrointestinal  tract. 
This  finding  may  serve  as  a source  of  insight  into  this 
neoplastic  process  and  suggests  the  value  of  serum  albu- 
min determination  as  a screening  test  (Geriatrics  29:  75 
(Nov.)  1974). 
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Carcinoma  of  the  male  breast  is  a clinical  entity 
that  deserves  more  attention  than  has  been  allot- 
ted to  it.  It  demonstrates  identical  traits  to  carci- 
noma of  the  female  breast.  Carcinoma  of  the 
breast  has  the  undeserved  reputation  of  being  dea- 
dlier in  the  male  than  in  the  female.  The  authors 
believe  that  this  is  due  solely  to  procrastination  by 
the  patient  from  the  time  he  first  notices  a lump  in 
his  breast,  a nipple  discharge,  or  a nipple  lesion. 
There  is  often  delay  due  to  the  hesitancy  of  the 
first  examining  physician  who  is  often  unable  to 
grasp  the  seriousness  of  the  situation.  We  have 
decided  to  review  this  subject  and  present  our  7 
cases  of  male  breast  carcinoma. 

Incidence 

Carcinoma  of  the  male  breast  occurs  in  only  0.2 
per  cent  of  all  cancers.  In  New  York  State  from 
1958  through  I960  the  mean  annual  sex-specific 
incidence  was  0.58  cases  per  100,000  of  the  male 
population  contrasting  with  a rate  of  61.9  per 
100,000  females.1 

In  our  series  of  a total  of  472  breast  carcinomas, 
there  were  7 male  patients,  an  incidence  of  1.48 
per  cent;  this  compares  with  an  incidence  of  0.7 
per  cent  reported  by  Corwin  et  al.2  Breast  carci- 
n ana  occurs  about  100  times  more  frequently  in 
women  than  men.  According  to  the  American 
Cancer  Society,  the  data  for  white  males  shows  al- 
most twice  as  many  Jewish  males  affected  as  non- 
lewish  males,  0.65  compared  with  0.35  per  100,000 
men/1  The  disease  also  appears  to  affect  white 

des,  predominantly.  Stephenson  and  Gordon4 

ported  1 black  patient  in  a total  of  20  male 

•east  carcinoma  patients.  In  our  series  of  7 


Contrary  to  common  belief,  carcinoma  of  the  male 
breast  is  not  deadlier  than  carcinoma  of  the  female 
breast.  Because  the  disease  occurs  later  in  the 
male.  The  interval  between  onset  and  institution  of 
therapy  is  longer,  the  process  gets  to  be  more  ad- 
vanced. At  that  time,  treatment  is  begun.  Seven 
new  cases  of  carcinoma  of  the  male  breast  are  pre- 
sented with  a review  of  the  literature. 


males,  all  were  white,  and  4 of  them  were  Jewish. 
Corwin  et  al.2  state  that  25  per  cent  of  males  with 
breast  carcinoma  have  relatives  with  cancers,  and 
11.1  per  cent  have  relatives  with  mammary  carci- 
noma. Cancer  of  the  left  breast  is  more  frequent 
among  females,  but  a reversal  of  this  pattern  exists 
among  males  according  to  the  American  Cancer 
Society.3  In  our  series,  4 carcinomas  occurred  in 
the  right  breast,  and  3 occurred  in  the  left  breast. 
In  the  Memorial  Hospital  series,  the  median  age  of 
the  patients  was  fifty-six  years.5  In  the  Donegan 
and  Perez-Mesa6  series,  the  mean  age  of  the  men 
at  the  time  of  diagnosis  was  71.2  years  which,  in 
their  institution,  was  significantly  higher  (by  10.6 
years)  than  that  of  females.  In  our  series  the 
mean  age  is  sixty-four  years. 

Significant  data 

Histologically,  male  breast  cancer  is  indistin- 
guishable from  cancer  occurring  in  the  female 
breast.7  Intraductal  carcinoma  is  by  far  the  most 
common  pathologic  type  of  malignant  tumor,  fol- 
lowed by  sarcoma  and  melanosarcoma.  There  is 
no  significant  relationship  between  cancer  of  the 
male  breast  and  simple  gynecomastia.  The  ad- 
ministration of  estrogens  in  the  treatment  of  pros- 
tatic cancer  does  not  appear  to  predispose  to  can- 
cer of  the  breast.5  Trauma  was  noted  in  approxi- 
mately 10  per  cent  of  carcinomas  of  the  male 
breast,  not  a cause  but  simply  an  incident  calling 
attention  to  the  presence  of  the  lesion.  Nicolis  et 
al.8  observed  a male  patient  with  cancer  of  the 
breast  and  testicular  atrophy  resulting  from 
mumps  orchitis  thirty  years  earlier.  Jackson  et 
al.9  studying  21  men  with  breast  cancer  found  that 
2 had  the  47-xxy  karyotype  and  that  1 had  xy/xxy/ 
xxxy  mosaicism.  They  concluded  that  the  fre- 
quency of  breast  cancer  in  men  with  Klinefelter’s 
syndrome  was  the  same  as  in  women  and  70  times 
greater  than  in  the  general  male  population. 
Since  1955,  8 patients  have  been  reported  with 
cancer  of  the  breast  associated  with  Klinefelter’s 
syndrome. 

Symptoms,  survival,  and  therapy 

The  presenting  symptom  in  the  vast  majority  of 
cases  was  a painless,  unilateral,  discrete,  firm  mass 
located  in  the  central  portion  of  the  breast.  The 
next  most  common  symptom  was  a change  in  the 
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TABLE  I.  Summary  of  7 white  male  breast 
carcinoma  patients 


Age 

(years) 

Side 

Stage 

Surgery 

Status 

Months 

62 

Left 

I 

Radical 

Alive 

34 

61 

Right 

IV 

None 

Died 

1 

65 

Left 

II 

Radical 

Alive 

42 

72 

Right 

I 

Radical 

Died 

108 

58 

Right 

IV 

None 

Died 

9 

69 

Right 

II 

Radical 

Alive 

23 

60 

Left 

I 

Radical 

Alive 

6 

physical  appearance  of  the  nipple.  Nipple  dis- 
charge was  next  in  frequency.  Bloody  discharge, 
present  in  approximately  16  per  cent  of  the  pa- 
tients, is  specific  for  carcinoma  of  the  male  if  it 
was  associated  with  a mass.10  To  date,  there  have 
been  about  14  cases  of  Paget’s  disease  reported  in 
the  male  breast.11  Therefore,  every  erosion  of  the 
male  nipple  should  be  biopsied,  no  matter  how 
minute  or  innocuous  it  may  appear. 

The  observed  survival  for  male  breast  cancer  pa- 
tients is  inferior  to  that  of  females.  However,  the 
men  are  eight  years  older  on  the  average.  Adjust- 
ed for  life  expectancy,  the  breast  cancer  survival  in 
men  is  much  the  same  as  that  for  women.1  Ac- 
cording to  Holleb,  Freeman,  and  Farrow7  the  five- 
year  survival  pattern  for  men  with  the  more  com- 
mon infiltrating  duct  carcinoma  parallels  that  for 
breast  cancer  in  the  female.  When  the  homolater- 
al axillary  lymph  nodes  are  invaded  by  cancer,  the 
five-year  clinical  cure  rate  dropped  to  27  per  cent 
as  compared  with  80  per  cent  when  the  tumor  was 
confined  to  the  breast. 

In  our  series,  all  of  our  patients  were  classified 
according  to  the  TNM  clinical  staging  system  (T  = 
primary  tumor;  N = regional  lymph  nodes;  M = 
distant  metastasis).  Three  were  Stage  I,  2 Stage 
II,  and  2 Stage  IV.  As  with  females,  surgical  ther- 
apy in  Stages  I and  II  was  the  primary  and  initial 
treatment.  A classic  radical  mastectomy  or  a 
modification  was  performed.  Our  survival  data 
are  summarized  in  Table  I. 

Therapy  of  metastatic 
male  breast  carcinoma 

The  beneficial  effect  of  oophorectomy  is  gener- 
ally appreciated  in  premenopausal  metastatic  fe- 
male breast  carcinoma.  A similar  effect  can  be 
obtained  in  the  male  by  bilateral  orchiectomy. 
This  approach  was  first  reported  by  Farrow  and 
Adair12  and  has  become  the  treatment  of  choice  in 
male  metastatic  male  breast  carcinoma.  The  ben- 
efits of  castration  may  be  due  to  the  excretion  of 
estrogens  by  the  testis  (Sertoli  or  Leydig  cells  or 
both)  or  the  metabolic  conversion  of  androgens 
into  estrogens.  Male  castration  results  in  the  low- 
ering of  both  androgens  and  estrogens.  Treves13 
reported  objective  regression  in  two  thirds  of  42 
patients  undergoing  this  procedure.  The  consen- 
sus among  clinicians  is  that  androgens  are  useless 


for  palliation  and  are  probably  harmful.  Stephen- 
son and  Gordon4  have  used  estrogen  therapy  with 
some  success  as  an  adjuvant  therapeutic  agent. 

Palliation  by  adrenalectomy  either  together 
with  or  after  orchiectomy  enjoys  a degree  of  suc- 
cess.14 Irradiation  is  an  effective  local  modality 
and  is  useful  for  treating  locally  inoperable  cases 
as  well  as  for  isolated  local  or  regional  recurrence 
after  radical  surgery.15  It  is  also  useful  to  control 
bone  pain  from  an  isolated  metastasis,  to  prevent 
pathologic  fractures  in  weight-hearing  bones,  for 
pathologic  fractures,  and  for  intracranial  metasta- 
sis. Data  on  the  role  of  chemotherapy  in  pallia- 
tion are  not  available,  although  it  should  have  the 
same  effect  as  in  the  female. 

Summary 

Carcinoma  of  the  male  breast  is  reviewed  with  a 
presentation  of  7 patients  from  the  breast  service 
of  City  Hospital  Center  at  Elmhurst  of  the  Mount 
Sinai  Medical  Center.  The  authors  conclude  that 
with  early  diagnosis  and  adequate  therapy,  the 
end  results  are  as  good  as  in  the  female  patient. 

1155  Park  Avenue 
New  York,  New  York  10028 
(DR.  WETCHLER) 
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Clinical  Clues 

— During  oral  surgery  patients  with  atherosclerotic 
heart  disease  show  no  ill  effects  from  the  use  of  epineph- 
rine with  local  anesthetics.  The  vasoconstrictor  effect 
of  epinephrine  does  not  appear  to  contribute  to  physio- 
logic instability  ( J.A.M.A.  227:  1403  ( 1974)). 


— While  insulin  retains  full  potency  for  long  periods  at 
room  temperature,  it  is  wise  to  instruct  patients  to  keep 
all  of  their  supply,  except  a bottle  which  is  in  current 
use,  in  the  refrigerator.  Bottles  of  insulin  which  have 
been  frozen  should  be  discarded  because  of  possible  loss 
of  potency  during  the  process  of  thawing  and  because 
freezing  may  cause  clumping  of  precipitate  of  protamine 
zinc  insulin  or  NPH  insulin.  Likewise,  exposure  of  in- 
sulin to  high  environmental  temperatures  should  be 
avoided.  Syringes  should  not  be  used  while  they  are 
hot. 


Health  department 

embarks  on  tick  attack  program 

A three-pronged  summer  program  to  protect  city  resi- 
dents from  Rocky  Mountain  Spotted  Fever  caused  by 
ticks  has  been  announced  by  New  York  City  Health 
Commissioner  Dr.  Lowell  E.  Beilin.  He  described  the 
disease  as  being  caused  by  the  microscopic  organism 
known  as  Rickettsia  that  is  passed  to  people  by  the  bite 
of  an  infected  American  Dog  Tick.  According  to  Dr. 
Beilin,  while  New  York  City  is  usually  free  of  the  dis- 
ease, the  incidence  of  Spotted  Fever  is  increasing  in  fre- 
quency in  the  adjacent  metropolitan  areas,  to  which  city 
residents  travel. 

The  Bureau  of  Pest  Control  will  collect  ticks  from 
around  the  City  where  they  are  most  likely  to  be  found: 
lots  with  tall  grasses  and  wooded  spots.  Once  the  in- 
sted  areas  are  located,  Bureau  personnel,  under  the  di- 
rection of  Randy  Dupree,  will  follow  up  with  an  extermi- 
tion  program. 

I he  Bureau  of  Animal  Affairs  under  Dr.  Alan  Beck 
monitor  dogs  at  ASPCA  shelters  and  pet  shops  for 
1 The  Bureau  of  Infectious  Disease  Control  under 
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— A tendency  to  exaggerated  postprandial  drowsiness  is 
often  noted  by  older  diabetic  patients. 

— The  level  of  hyperglycemia  does  not  necessarily  indi- 
cate the  degree  of  severity  of  the  diabetes. 

— Gram-negative  bacterial  infections  in  hospitals  have 
been  traced  to  sinks,  mops,  baths,  soap  dishes,  inhala- 
tion equipment,  flower  vases,  and  similar  wet  sites. 

— Over  50  per  cent  of  patients  with  uric  acid  calculi  have 
normal  serum  uric  acid  levels  and  normal  urinary  excre- 
tion rates  of  uric  acid.  Uric  acid  stones  are  radiolucent. 

— Angina  pectoris  must  be  defined  rigorously  and  dis- 
tinctly to  avoid  erroneously  attributing  apparent  success 
to  specific  therapy,  particularly  in  the  indications  for 
therapy  and  in  choosing  patients  for  medical  and  surgi- 
cal treatment. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 


Dr.  John  Marr  will  investigate  all  suspected  human 
cases  and  direct  the  treatment  of  all  exposed  individu- 
als. 

Commissioner  Beilin  stressed  the  hope  that  this  pro- 
gram of  surveillance,  extermination,  and  follow-up  will 
minimize  the  occurrence  and  severity  of  the  disease  this 
summer. 

Dr.  Marr  noted  that  the  symptoms  of  the  disease  in- 
clude the  onset  of  fever,  headache,  and  rash  within  three 
to  ten  days  after  exposure.  Those  who  develop  these 
symptoms  should  consult  a physician  without  delay. 
Death  results  only  rarely  and  occurs  when  the  patient 
receives  late  treatment  or  no  treatment  at  all. 

The  best  precaution  against  getting  ticks  is  to  avoid 
tick-infested  areas  and  to  be  examined  for  ticks  whenev- 
er there  has  been  exposure  to  regions  known  to  harbor 
ticks.  Ticks  found  imbedded  on  a person  or  dog  should 
be  coated  with  petroleum  jelly  or  alcohol  and  left  un- 
touched for  about  ten  minutes,  so  that  they  will  suffo- 
cate and  die.  Then  the  tick  should  be  slowly  pulled  out 
with  tweezers,  without  crushing  it. 

For  information  contact:  Helen  S.  Stone  at  (212) 

566-8040;  Night  & Weekend  (212)  340-4494. 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator- 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ,?5. 134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat ional  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI.  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 
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Infection  of  the  duodenum  and  jejunum  by  the 
intestinal  nematode  Strongyloides  stercoralis  pro- 
duces with  few  exceptions  an  enteritis  of  long  du- 
ration and  moderate  symptoms.1  Since  1966 
there  has  been  increasing  interest  in  strongyloidi- 
asis because  in  the  course  of  immunosuppressive 
therapy  directed  to  other  diseases  this  usually 
mild  infection  may  emerge  in  overwhelming  form. 
This  syndrome,  known  under  varying  names,  may 
be  called  “strongyloidiasis  with  massive  hyperin- 
fection” or  SMH.  That  it  is  in  need  of  wider  rec- 
ognition is  indicated  by  the  finding  that  of  the 
cases  reviewed  for  this  report,  47  per  cent  were  not 
suspected  of  having  strongyloidiasis  despite  the 
presence  of  marked  symptoms,  until  the  autopsy 
revealed  the  nature  of  the  disease. 

This  report  summarizes  2 fatal  cases.  A review 
of  the  literature  is  undertaken,  and  a composite 
picture  of  SMH  (strongyloidiasis  with  massive  hy- 
perinfection) is  derived  from  103  published 
cases.2-37 

ase  reports 

ase  1.  The  patient  was  a fifty-five-year-old  black 
who  had  two  admissions  to  the  Long  Island  Jew- 
Iside  Medical  Center  because  of  a dermatologic 
e.  None  of  the  authors  had  the  opportunity  of 


The  syndrome  of  strongyloidiasis  with  massive  hy- 
perinfection occurs  in  patients  with  attenuated 
cell-mediated  immunity  as  an  opportunistic  infec- 
tion. One  hundred  three  cases  in  the  literature 
are  reviewed  and  2 new  cases  added.  The  range  of 
clinical  findings  is  described.  The  high  mortality 
rate  of  this  overwhelming  parasitosis  emphasizes 
the  importance  of  early  diagnosis  before  hyperin- 
fection occurs,  and  in  particular  before  immuno- 
suppressive treatment  is  started. 


seeing  him  before  his  death.  The  patient  was  born  in 
Jamaica,  West  Indies,  in  1918.  He  spent  four  years  as  a 
prisoner  of  war  under  extremely  primitive  conditions. 
After  his  return  to  the  United  States  in  1947  he  made 
three  revisits  to  Jamaica. 

Around  September,  1973,  he  began  to  have  an  erup- 
tion of  blisters  determined  on  biopsy  and  immunofluo- 
rescent  studies  to  be  bullous  pemphigoid.  Prednisone, 
from  40  to  80  mg.,  was  given  daily  and  continued  with 
some  modification  until  shortly  before  his  death. 

During  his  first  hospital  stay  widespread  bullae  of  the 
skin  and  mucosae  were  present.  The  liver  was  palpable 
3 cm.  below  the  right  costal  margin.  Pitting  edema  of 
both  legs  was  present.  White  blood  count  was  9,800  per 
cubic  milliliter,  and  no  eosinophils  wore  present  in  the 
stained  blood  films.  Oral  glucose  tolerance  test  re- 
vealed a fasting  level  of  120,  and  levels  of  240,  307,  and 
190  mg.  per  100  ml.  at  the  end  of  hourly  intervals.  He 
was  given  prednisone,  40  mg.  daily,  and  the  dermatolog- 
ic lesions  improved. 

He  was  readmitted  on  December  25,  1973,  because  of 
progressive  swelling  of  the  right  leg,  severe  vomiting, 
and  a weight  loss  of  30  pounds.  The  skin  lesions  were 
found  to  be  in  remission.  The  right  leg  was  edematous 
up  to  the  hip.  There  was  no  cellulitis,  lymphadenopa- 
thy,  or  other  finding  to  suggest  filarial  disease.  It  was 
the  impression  that  he  had  deep  thrombophlebitis  of  the 
ileofemoral  system,  and  he  was  heparinized.  Predni- 
sone was  continued  at  a level  of  40  mg.  per  day.  White 
blood  cells  numbered  8,800  per  100  ml.,  and  no  eosino- 
phils were  seen.  Serum  albumin  was  reduced  to  2.4 
Gm.  per  100  ml.  Gastrointestinal  series  revealed  an  ab- 
normal bowel  pattern  involving  the  duodenum  and  jeju- 
num, and  suggested  extensive  intestinal  edema  and  nod- 
ular hyperplasia.  Duodenoscopy  revealed  hyperemic, 
thickened,  and  edematous  duodenal  mucosa.  The  biop- 
sy revealed  larvae  of  S.  stercoralis. 

He  was  given  thiabendazole  (Mintezol),  3.5  Gm.  every 
twelve  hours,  for  an  unrecorded  number  of  doses.  His 
temperature  rose  to  103°  F.,  and  x-ray  films  revealed 
patchy  pneumonitis.  Gram-negative  rods  were  found  in 
the  sputum.  He  was  given  cephalothin  and  gentamycin 
and  was  transfused  with  2 units  of  packed  cells.  Dis- 
seminated intravascular  coagulopathy  was  ruled  out  by 
the  finding  of  normal  coagulation  parameters. 

He  became  hypotensive,  tachycardic,  and  oliguric.  A 
CVP  (central  venous  pressure)  catheter  was  inserted, 
and  a levophed  infusion  was  started.  Sputum  at  this 
time  contained  larvae  of  Strongyloides.  One  day  fol- 
lowing the  administration  of  thiabendazole  he  expired. 

Postmortem  examination  confirmed  the  presence  of 
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widespread,  heavy  Strongyloides  infection  of  the  gas- 
trointestinal tract.  Diffuse  Klebsiella  bronchopneumo- 
nia was  found.  No  larvae  or  ova  were  found  in  the  lung 
despite  their  previous  presence  in  the  sputum. 

Case  2.  The  patient  was  a twenty-seven-year-old 
black  male  who  was  born  in  Jamaica,  West  Indies,  and 
resided  in  the  United  States  since  1969.  He  was  first 
admitted  to  the  Queens  Hospital  Center  on  June  17, 
1974,  because  of  lvmphadenopathy  of  unknown  dura- 
tion. 

Physical  examination  revealed  enlarged,  diffuse,  mat- 
ted nodes  in  the  cervical,  occipital,  axillary,  and  inguinal 
areas.  A toxoplasma  IFA  (immunofluorescent  anti- 
body) test  result  was  positive  in  a titer  of  1:256  and  sub- 
sequently in  a titer  of  1:16,400.  No  treatment  was  given 
for  toxoplasmosis.  A lymph-node  biopsy  revealed  lym- 
phocytic lymphoma,  diffuse  and  poorly  differentiated. 
A protocol  of  vincristine,  streptonigrin,  and  prednisone, 
40  mg.  per  day,  was  started.  He  was  discharged  on  July 
10,  1974. 

One  month  later  he  began  to  vomit  several  times  daily 
and  was  readmitted  to  the  hospital.  Because  of  persis- 
tent vomiting  and  tendency  to  hypotension  he  was  kept 
on  intravenous  fluids.  He  began  to  have  severe  diar- 
rhea and  became  markedly  dehydrated.  On  August  20, 
duodenoscopy  revealed  marked  edema  and  rigidity  of 
the  duodenum  with  inability  to  distend  after  air  injec- 
tion. The  biopsy  showed  larvae  in  the  mucosal  crypts. 
Duodenal  aspirate  revealed  large  numbers  of  rhabditi- 
form  and  filariform  larvae  and  embryonated  eggs  of  S. 
stercoralis.  Intradermal  mumps  and  tuberculin  (puri- 
fied protein  derivative  second  strength)  test  findings 
were  negative.  Immunoelectrophoresis  revealed  normal 
levels  of  Ig  (immunoglobulin)  A,  G,  and  M.  The  white 
blood  count  was  7,900  per  cubic  milliliter,  and  no  eosin- 
ophils were  present. 

I He  was  started  on  parenteral  diphenhydramine  hy- 
drochloride (Benadryl)  and  over  the  next  several  days 
was  given  1,150  mg.  of  thiabendazole  with  no  intoler- 

!ance.  After  starting  this  drug,  repeated  examinations  of 
the  stools  were  negative  for  larvae.  He  became  severely 
acidotic  and  hypokalemic  despite  repeated  administra- 
tion of  bicarbonate  and  potassium.  Serum  albumin  was 
as  low  as  0.9  mg.  per  100  ml.,  and  50  Gm.  of  salt-poor  al- 
bumin were  given.  Scattered  rales  were  present  in  both 
lung  bases,  but  x-ray  films  revealed  no  definite  patho- 
logic condition.  He  was  given  1 Gm.  of  thiabendazole, 
equivalent  to  25  mg.  per  kilogram  of  body  weight.  He 
expired  eight  hours  later. 

Postmortem  examination  revealed  a lymphoma  in  rel- 
ative remission,  with  enlarged  lymph  nodes  chiefly  con- 

I fined  to  the  abdomen.  No  evidence  of  toxoplasmosis 
was  found.  The  terminal  bronchopneumonia  was  found 
to  be  of  bacterial  cause,  and  no  fungi,  protozoa,  or  meta- 
zoa were  seen  in  the  lungs.  Numerous  ulcers,  3 to  10 
mm.  in  diameter,  were  present  throughout  the  intestinal 
tract.  The  cause  of  death  was  considered  to  be  lympho- 
ma, bronchopneumonia,  and  marked  electrolyte  abnor- 
malities. Strongyloidiasis  was  believed  to  be  contribu- 
tory. 

Strongyloidiasis  without  hyperinfection 

The  parasite  is  unique  among  nematodes  in  hav- 
ing the  double  capability  of  completing  its  life 


cycle  either  in  the  soil  or  within  the  human 
host.5,38  In  the  soil  it  maintains  a reservoir  of  in- 
fection by  means  of  its  infective  thread-like  filari- 
form larva,  ready  to  penetrate  the  skin  of  the  po- 
tential host,  often  the  barefoot  field  worker.  The 
site  of  entrance  is  marked  by  a papular  eruption. 
The  worms  then  enter  the  veins  and  are  carried 
through  the  heart  and  lungs  where  they  penetrate 
into  the  alveoli.  After  migrating  up  the  trachea 
they  find  their  way  into  the  sites  of  predilection, 
the  duodenum  and  jejunum,  where  they  burrow 
into  the  mucosa.  There  the  parturient  females  lay 
30  to  40  eggs  daily  in  the  crypts  of  Lieberkiihn. 
These  ova  develop  into  club-shaped  rhabditiform 
larvae  which  enter  the  bowel  lumen.  The  larvae- 
containing  feces,  deposited  in  the  soil,  assures  the 
continuity  of  the  soil-based  cycle  and  subsequent 
transmission  to  other  hosts. 

In  about  half  of  these  infections  few  or  no  symp- 
toms are  present,  and  strongyloidiasis  may  remain 
unsuspected  for  years.  In  other  cases  there  may 
be  diarrhea  and  abdominal  discomfort.  The  latter 
is  frequently  localized  in  the  epigastrium  and  may 
suggest  the  presence  of  a duodenal  ulcer.  The  pa- 
tient usually  has  eosinophilia  of  from  8 to  35  per 
cent.  Diagnosis  is  usually  made  by  finding  motile 
rhabditiform  larvae  in  the  stool  or  duodenal  con- 
tents. 

Autoinfection.  During  their  passage  through 
the  intestinal  tract  some  of  the  rhabditiform  lar- 
vae develop  further  into  infective  filariform  larvae. 
These  can  penetrate  the  gut  wall  and  other  ana- 
tomic barriers.  Such  penetration  is  called  “au- 
toinfection.” If  it  occurs  in  the  perianal  area  it  is 
called  “external.”  Within  the  host’s  body  it  is 
termed  “internal.”  The  key  event  that  permits 
autoinfection  is  development  of  the  parasite  to  the 
filariform  stage  before  leaving  the  host. 

External  autoinfection  leads  to  a unique  type  of 
creeping  eruption  of  the  perineum,  thighs,  and 
abdomen  called  “larva  currens.”39  Internal  au- 
toinfection involves  penetration  of  the  intestinal 
mucosa  followed  by  larval  passage  through  the 
lungs,  trachea,  and  esophagus,  with  their  destina- 
tion once  again  the  upper  small  bowel.  Internal 
autoinfection  is  thus  a kind  of  recycling  process, 
and  it  is  the  hallmark  of  strongyloidiasis.  Not 
only  does  it  account  for  the  persistence  of  the  par- 
asite for  twenty  or  more  years  after  the  host  has 
left  the  place  of  origin,  but  it  is  responsible  for  in- 
creasing the  host’s  worm  burden  because  of  the 
multiple  egg-laying  capability  of  each  female.5’6’13 

Immune  relationships.  Parasite  and  host  or- 
dinarily remain  in  a state  of  confrontation  which 
appears  to  be  policed  by  the  normal  two-fold 
mechanisms  of  immunity.  CMI  (Cell-mediated 
immunity)  seems  to  be  the  host’s  predominant  de- 
fense against  Strongyloides.36,40  Humoral,  B-lym- 
phocyte-derived  antibodies  seem  not  to  be  as  oper- 
ative against  this  parasite  as  CMI.  If  now  the  pa- 
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FIGURE  1.  Pathogenesis  of  strongyloidiasis. 
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TABLE  I.  Determinants  of  immunosuppressed  state 
associated  with  SMH 


Condition 

Steroids 

Cyto- 

toxic 

Drugs 

Cyto- 

toxic 

Drugs 

Plus 

Steroids 

All 

Immuno- 

suppressive 

Drugs 

None 

Malnutrition 

4 

i 

5 

37 

Lymphomas 

1 

3 

4 

1 

Leukemias 

i 

5 

6 

Nephrosis 

6 

1 

7 

Eczema 

1 

i 

Leprosy 

2 

2 

1 

Tuberculosis 

4 

1 

5 

2 

TOTALS  (Per 

Cent)  17  (24) 

2(3) 

11  (15) 

30  (42) 

41  (58 

tient’s  immunologic  status  is  compromised,  the 
once  benign  infection  is  transformed  into  SMH, 
with  the  nematode  displaying  a new  and  augment- 
ed level  of  activity.  This  heightened  state  of  par- 
asitism is  called  “hyperinfection”  and  is  as  far  dif- 
ferent from  the  preceding  one  as  lepromatous  lep- 
rosy is  from  its  tuberculoid  counterpart,  and,  it 
seems  likely,  for  similar  immunologic  reasons.41 
The  patient  is  now  assaulted  by  liberated  para- 
sites, the  pace  of  autoinfection  accelerates,  the 
population  of  the  worms  increases  greatly,  the  in- 
vasiveness of  the  larvae  no  longer  appears  re- 
strained, and  they  find  their  way  into  new  organs 
from  which  they  were  previously  excluded  (Fig. 
1.).  In  accord  with  this  immune  picture,  Case  2 
had  negative  mumps  and  tuberculin  intiadermal 
test  findings,  and  immunoglobulins  were  normal. 

The  cases  reviewed  showed  a constant  associa- 
tion with  clinical  states  conducive  to  depressed 
CMI  (Table  I.).  In  support  of  this,  attenuated 
CM  I has  been  shown  to  be  the  result  of  protein- 
calorie  malnutrition,40-42  a variety  of  lymphoprolif- 
erative  diseases  and  cytotoxic  drugs,43  and,  most 
important,  treatment  with  glucocorticoids.44 
-iMH  is  found  also  in  association  with  nephrosis, 
/urns,  and  leprosy,  in  which  states  disorders  of  im- 
mune response  are  also  known  to  occur.3,17’36 
I mortem  study  of  the  lymph  nodes  of  patients 


with  SMH  revealed  depletion  of  T lymphocytes  in 
the  paracortical  areas.36 

Pathogenesis  of  SMH 

In  massive  hyperinfection  three  main  areas  of 
vulnerability  are  the  upper  small  bowel,  the  alveoli 
of  the  lungs,  and  the  colon. 5,12,38  The  duodenum 
and  jejunum  regularly  become  edematous.  Larvae 
penetrate  all  layers  of  the  mucosa,  at  first  causing 
blunting  of  the  villi,  then  eventually  denuding 
them.  The  mucosa  is  sometimes  honeycombed 
with  worms.  The  crypts  of  Lieberkiihn  are  unable 
to  perform  their  absorptive  function,  and  a pro- 
tein-losing enteropathy  or  even  a full-blown  mal- 
absorption syndrome  develops.10,15  Larvae  invade 
the  myenteric  plexuses,  often  producing  a dilated 
gut.  Ileus  has  been  reported.3,13,14,19,23,28,29,38  At 
least  6 laparotomies  have  been  done  for  this  state. 
The  larvae  may  be  found  in  most  of  the  viscera. 
Even  the  central  nervous  system  may  be  invad- 
ed.6,35 

Radiologic  findings,  while  not  diagnostic,  are 
often  suggestive  of  SMH.  Edema,  dilation,  hypo- 
motility,  hyperplasia  of  the  mucosa,  and  rigidity  of 
the  duodenum  and  jejunum  are  characteristically 
present. 

In  the  lungs  when  the  adolescent  larvae  break 
through  the  alveolar  walls  their  further  passage 
may  be  blocked  by  bleeding  and  secretions.  This 
enables  maturation  to  take  place  in  situ,  and  the 
sputum  then  will  contain  larvae  and  ova.  Ra- 
diologicallv  interstitial  or  bronchopneumonia  are 
often  seen,  and  the  distinction  among  helminthic, 
protozoal,  fungal,  and  bacterial  causes  may  be  dif- 
ficult. Examination  of  the  sputum  for  larvae  and 
eggs  should  always  be  done. 

In  the  bowel,  also,  any  impediment  to  the  pas- 
sage of  the  larvae  facilitates  local  maturation. 
Hence  constipation,  the  presence  of  intestinal 
diverticulae,  and  ileus  are  said  to  increase  local  au- 
toinfection.38 

Eosinophilia,  ordinarily  a characteristic  of  the 
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TABLE  II.  Eosinophils  in  46  cases  of  SMH 


Per  Cent 

Number 

Eosin- 

of  Cases 

. — 

Breakdown 

(Per  Cent) 

ophils 

(Per  Cent) 

Steroids 

No  Steroids 

4 

33  (71.7) 

17 

of  24  (70 . 8) 

16  of  22  (72.7) 

5 

37  (80.4) 

17 

of  24  (70.8) 

20  of  22  (90 . 9) 

nonhyperinfected  state,  is  not  likely  to  be  present 
in  massive  hyperinfection.  Thus,  about  three 
quarters  of  the  reviewed  cases  of  SMH  had  eosino- 
phil levels  of  4 per  cent  or  less.  This  is  not  direct- 
ly attributable  to  steroid  effect,  as  shown  by  the 
analysis  in  Table  II.  This  finding  suggests  that 
other  factors  in  addition  to  steroids  may  contrib- 
ute to  the  suppression  of  eosinophils  in  SMH. 

Diagnosis  of  SMH.  Clinical  clues  which 
should  arouse  suspicion  of  SMH  are: 

1.  History  of  residence  in  a warm  country,  or  of 
unhygienic  life  style. 

2.  Immunosuppressed  state,  especially  following 
treatment  with  glucocorticoids. 

3.  Eosinopenia. 

4.  Protein-losing  enteropathy  or  malabsorption  syn- 
drome. 

5.  Nausea  and  vomiting,  sometimes  with  signs  of 
ileus. 

6.  X-ray  film  findings  of  duodenal  and  jejunal 
edema,  hypomotility,  rigidity,  hyperplasia,  and  ob- 
struction. 

Larvae  are  usually  found  by  direct  examination 
of  the  fecal-saline  smear,  but  stool  concentration 
methods  yield  more  reliable  results.  The  latter  in- 
clude gravity  sedimentation,  and  Ritchie  and 
Baermann  concentrations.45  The  duodenal  con- 
tents are  said  usually  to  result  in  positive  findings 
more  frequently  than  the  fecal  specimen. 

Results  of  treatment 

Extensive  studies  of  nonhyperinfected  cases 
have  shown  cure  rates  with  thiabendazole  of  over 
75  per  cent.46  In  contrast,  administration  of  this 
drug  in  22  cases  with  SMH  reviewed  in  this  report 
resulted  in  cure  in  only  41  per  cent.  This  low  rate 
may  be  explained  by  the  simultaneous  occurrence 
of  other  opportunistic  infections  and  by  other  sys- 
temic diseases  in  these  immunosuppressed  pa- 
tients.36 

Clearly  the  most  important  element  in  effective 
management  is  early  diagnosis  and  treatment  be- 
fore hyperinfection  begins.  This  requires  ade- 
quate stool  examination,  duodenal  and  jejunal 
x-ray  film  studies,  and  possibly  examination  of  the 
duodenal  aspirate  before  starting  an  immunosup- 
pressive protocol.  If  Strongyloides  is  found,  thia- 
bendazole in  the  standard  schedule  of  25  mg.  per 
kilogram  of  body  weight,  twice  daily  for  two  days 
should  be  given.  This  drug  often  causes  nausea 
and  vomiting,  and  if  these  symptoms  are  already 


present,  the  problem  of  drug  absorption  and  fluid 
and  electrolyte  loss  may  be  acute.  Treatment  of 
SMH  poses  additional  problems  when  glucocorti- 
coids are  being  given.  It  would  seem  logical  in 
these  cases  to  taper  the  steroids  rapidly.36,47  This 
is  not  necessarily  the  best  therapeutic  attack,  since 
at  that  juncture  the  patient  is  already  lacking  hy- 
pothalamic-pituitary-adrenal support.  It  has 
been  suggested  that  rather  than  stopping  steroid 
therapy,  the  dose  level  should  be  maintained  or 
even  increased.  The  decision  should  be  on  an  in- 
dividual basis,  and  it  is  our  opinion  that  in  general 
the  steroid  levels  should  he  maintained  while  thia- 
bendazole is  given. 

66-20  108th  Street 
Forest  Hills,  N.Y.  11375 
(DR.  DWORK) 
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reduced  the  morbidity  and  mortality  associated  with 
phlegmasia  cerulea  dolens,  but  claims  that  it  reduces  t he 
frequency  and  severity  of  late  complications  of  chronic 
venous  insufficiency  have  not  been  substantiated  as  yet. 
To  prevent  thrombophlebitis,  blood  loss,  shock,  and  de- 
hydration during  surgery  should  be  avoided  and  early 
ambulation  emphasized.  Leg  exercises,  elastic  stock- 
ings, and  elevation  (15  degrees)  of  the  foot  of  the  bed 
postoperatively  are  useful.  Prophylactic  use  of  anti- 
coagulants may  be  justified  in  patients  predisposed  to 
thrombophlebitis  after  certain  operations  carrying  an 
unusually  high  risk  of  postoperative  thrombophlebitis. 
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directly  at  (201)  235-2357,  or  through  your  Roche 
representative.  Before  prescribing  LAROTID, 
please  consult  the  complete  product  information, 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
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INDICATED. 

Usage  in  Pregnancy:  Safety  in  pregnancy  not 
established. 

Precautions:  As  with  any  potent  drug,  assess  renal, 
hepatic  and  hematopoietic  function  periodically 
during  prolonged  therapy.  Keep  in  mind  possibility 
of  superinfections  with  mycotic  or  bacterial  patho- 
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Adverse  Reactions:  As  with  other  penicillins,  un- 
toward reactions  will  likely  be  essentially  limited  to 
sensitivity  phenomena  and  more  likely  occur  in  in- 
dividuals previously  demonstrating  penicillin 
hypersensitivity  and  those 
with  history  of  allergy, 


asthma,  hay  fever  or  urticaria  Adverse  reactions 
reported  as  associated  with  use  of  penicillins:  Gas- 
trointestinal: Nausea,  vomiting,  diarrhea.  Hyper- 
sensitivity Reactions:  Erythematous  maculopapular 
rashes,  urticaria.  NOTE:  Urticaria,  other  skin  rashes 
and  serum  sickness-like  reactions  may  be  con- 
trolled with  antihistamines  and,  if  necessary,  sys- 
temic corticosteroids.  Discontinue  amoxicillin  unless 
condition  is  believed  to  be  life-threatening  and 
amenable  only  to  amoxicillin  therapy.  Liver:  Mod- 
erate rise  in  SGOT  noted,  but  significance  unknown. 
Hemic  and  Lymphatic  Systems:  Anemia,  thrombo- 
cytopenia, thrombocytopenic  purpura,  eosinophilia, 
leukopenia,  agranulocytosis.  All  are  usually  re- 
versible on  discontinuation  of  therapy  and  believed 
to  be  hypersensitivity  phenomena. 

Dosage:  Ear,  nose,  throat,  genitourinary  tract,  skin 
and  soft  tissue  inlections— Adults:  250  mg  every  8 
hours.  Children:  20  mg  / kg  / day  in  divided  doses 
every  8 hours;  under  6 kg,  0.5  ml  of  Pediatric  Drops 
every  8 hours;  6-8  kg,  1 ml  of  Pediatric  Drops  every 
8 hours.  Lower  respiratory  tract  infections  and  se- 
vere inlections  or  those  caused  by  less  susceptible 
organisms— Adults:  500  mg  every  8 hours.  Children: 
40  mg /kg /day  in  divided  doses  every  8 hours; 
under  6 kg,  1 ml  of  Pediatric  Drops  every  8 hours; 

6-8  kg,  2 ml  of  Pediatric  Drops  every  8 hours. 
Gonorrhea  (acute  uncomplicated  anogenital  and 
urethral  infections)— Males  and  females:  3 grams  as 
a single  oral  dose.  NOTE:  Children  weighing  more 
than  8 kg  should  receive  appropriate  dose  of  oral 
suspension  125  mg  or  250  mg/  5 ml.  Children  weigh- 
ing 20  kg  or  more  should  be  dosed  according  to 
adult  recommendations. 

Note:  In  gonorrhea  with  suspected  lesion  of  syph- 
ilis, perform  dark-field  examinations  before  amoxi- 
cillin therapy  and  monthly  serological  tests  for  at 
least  four  months.  In  chronic  urinary  tract  infections, 
frequent  bacteriological  and  clinical  appraisals  are 
necessary.  Smaller  than  recommended  doses 
should  not  be  used.  In  stubborn  infections,  several 
weeks'  therapy  may  be  required.  Except  for  gonor- 
rhea, continue  treatment  for  a minimum  of  48-72 
hours  after  patient  is  asymptomatic  or  bacterial 
eradication  is  evidenced.  Treat  hemolytic  strepto- 
coccal infections  for  at  least  10  days  to  prevent 
acute  rheumatic  fever  or  glomerulonephritis. 
Supplied:  Amoxicillin  as  the  trihydrate:  Capsules, 
250  mg  and  500  mg;  oral  suspension,  125  mg  / 5 ml 
and  250  mg  / 5 ml;  pediatric  drops,  50  mg  / ml. 
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Intractable  Heart 
Failure 

Case  presentation 

Alan  J.  Popick,  M.D.:  A forty-one-year-old 

white  female  hotel  worker  was  admitted  with  pro- 
gressive shortness  of  breath. 

Five  months  before  admission  she  developed 
shortness  of  breath,  cough,  sputum,  ankle  edema, 
and  a pleural  effusion;  dyspnea  persisted  in  spite 
of  active  treatment  for  congestive  heart  failure. 
Two  months  prior  to  her  admission  here,  at  anoth- 
er hospital  the  cardiac  rhythm  was  found  to  be 


A 


regular,  and  the  sounds  decreased  in  intensity  with 
a slightly  accentuated  second  sound  in  the  pul- 
monic area;  no  cardiac  murmurs  were  present. 
Mild  hepatomegaly,  marked  varicose  veins  in  both 
lower  extremities,  stasis  dermatitis,  and  a positive 
Homan’s  sign  on  the  right  were  noted.  Radio- 
graphic  examination  of  the  heart  revealed  biven- 
tricular prominence  and  prominence  of  the  pulmo- 
nary outflow  tract;  the  lungs  appeared  normal 
(Fig.  1A).  A lung  scan  showed  normal  findings. 
The  electrocardiogram  showed  marked  right-axis 
deviation  and  probable  right  ventricular  hypertro- 
phy. Treatment  for  congestive  heart  failure  re- 
sulted in  slight  improvement,  and  the  patient  was 
discharged. 

Five  days  later  the  patient  was  readmitted  with 
weakness,  vomiting,  severe  shortness  of  breath, 
cough,  hemoptysis,  and  marked  hypotension. 


8 

l 

FIGURE  1.  (A)  Posteroanterior  view  of  chest  with  biven- 

tricular cardiac  enlargement.  (B)  Persistent  pleural  effu- 
sion and  cardiac  enlargement  with  intractable  heart  failure. 
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TABLE  I.  Catheterization  results 


Catheter  Position 

Systolic/ Diastolic  Pressure 
(mm.  Hg) 

Mean 
Pressure 
(mm.  Hg) 

Normal  Values 
(mm.  Hg) 

Heart 

Right  pulmonary  artery 

33/21 

25 

15  to  30/7  to  12 

Right  ventricle 

33/20 

15  to  30/0  to  4 

Right  auricle 

a = 23;  v = 21* 

19 

2 to  5 

Left  ventricle 

143/25 

130/5  to  12 

Simultaneous  recording 

Pulmonary  capillary  wedge  pressure  (Z  point) 

21 

5 to  12 

Left  ventricular  end-diastolic  pressure 

24 

5 to  12 

Pulmonary  vascular  resistance 

280  dynes  per  second  per  centimeter 
to  5 mm.  Hg  per  liter  per  minute 

100  to  250  dynes 

* a = a wave  of  atrial  pulse  wave;  v = v wave  of  atrial  pulse  wave. 


Pulmonary  embolism  was  suspected,  and  anticoag- 
ulant therapy  was  initiated.  Later,  cardiac  cathe- 
terization was  performed  (Table  I).  A prominent 
atrial  kick  curve  was  registered  in  the  right  ven- 
tricular pressure  tracing;  an  elevated  right  ventric- 
ular diastolic  plateau  curve  and  an  M-type  pres- 
sure tracing  of  the  right  strium  suggested  either 
constrictive  pericarditis  or  restrictive  cardiomyop- 
athy. The  left  ventriculogram  revealed  a marked- 
ly hypertrophied  left  ventricular  wall,  with  moder- 
ately diminished  contractions.  Coronary  arterio- 
grams revealed  a dominant  right  coronary  artery, 
very  large  in  size,  but  no  evidence  of  any  athero- 
sclerotic change  in  the  coronary  system.  Five 
days  after  admission  the  patient  developed  cardiac 
arrest.  Pulmonary  angiograms  revealed  multiple 
bilateral  pulmonary  emboli,  and  after  a stormy 
hospital  course,  she  gradually  recovered  but  with 
complaints  of  continued  shortness  of  breath.  Bi- 
lateral pleural  effusions  subsequently  developed  in 
spite  of  the  therapeutic  use  of  digoxin,  diuretics, 
analgesics,  and  anticoagulants. 

Following  discharge  from  the  hospital  she  did 
poorly,  with  progressive  dyspnea,  increasing  ab- 
dominal distention,  and  cough,  and  was  admitted 
to  this  hospital  two  weeks  later,  four  months  prior 
to  death. 

At  the  time  of  her  admission  here  the  blood 
pressure  was  140/80  mm.  Hg,  the  pulse  rate  88,  the 
respiratory  rate  15  per  minute,  and  the  tempera- 
ture normal.  The  patient  was  in  moderate  respi- 
ratory distress  with  physical  signs  of  pleural  effu- 
sion in  the  left  lower  chest  but  no  rales  in  the  lung 
fields.  The  heart  sounds  were  of  good  quality 
with  no  murmurs.  Mild  hepatomegaly  and  vari- 
cosities in  the  lower  extremities  were  again  noted. 

The  urinalysis  revealed  many  red  blood  cells; 
the  routine  blood  count  was  within  normal  limits. 
The  fasting  blood  glucose  was  250  mg.  and  later 
135  mg.;  the  lactic  dehydrogenase  was  600  mU. 
(normal  85  to  200)  and  the  serum  glutamic  oxalic 
transaminase  250  mU.  per  milliliter  (normal  20  to 
50).  The  prothrombin  time  was  twenty-seven  sec- 
onds (control  11.1  seconds). 


FIGURE  2.  Electrocardiographic  changes  consistent  with 
right  ventricular  and  possibly  left  atrial  hypertrophy;  T- 
wave  changes  consistent  with  myocardial  ischemia. 

The  chest  x-ray  film  confirmed  the  presence  of  a 
left  pleural  effusion;  the  cardiac  silhouette  ap- 
peared enlarged  (Fig.  IB). 

The  electrocardiogram  revealed  evidences  of 
right  ventricular  and  possibly  left  atrial  hypertro- 
phy; T-wave  abnormalities  were  suggestive  of 
myocardial  ischemia  (Fig.  2). 

Anticoagulant  therapy  and  treatment  for  con- 
gestive heart  failure  were  continued.  Repeated 
thoracentesis  produced  straw-colored  fluid,  which 
was  negative  on  smear  for  acid-fast  bacilli  and  on 
routine  bacteriologic  culture.  By  the  seventh  hos- 
pital day  the  serum  transaminase  levels  had  re- 
turned to  normal;  serial  electrocardiograms 
throughout  the  hospital  stay  revealed  no  signifi- 
cant changes.  Abdominal  ascites  appeared,  and 
pleural  effusions  repeatedly  recurred  despite  tho- 
racenteses; the  pleural  fluid  revealed  4,000  to  7,000 
red  blood  cells  and  650  to  1,850  white  blood  cells 
per  cubic  millimeter  (polymorphonuclear  leuko- 
cytes 49  per  cent,  lymphocytes  51  per  cent),  with 
fluid  protein  levels  of  1.3  and  3.6  Gm.  per  100  ml. 
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The  PPD  (purified  protein  derivative),  intermedi- 
ate strength,  gave  negative  results.  Circulation 
time  was  twenty-three  seconds  and  the  venous 
pressure  29  cm.  of  water  with  only  a slight  increase 
on  pressure  in  the  right  upper  quadrant.  Abdomi- 
nal paracenteses  revealed  slightly  cloudy  fluid 
with  4,000  red  blood  cells  and  1,200  white  blood 
cells  (lymphocytes  91  per  cent,  polymorphonuclear 
leukocytes  8 per  cent,  and  eosinophils  1 per  cent). 
The  specific  gravity  of  the  fluid  was  1.021,  and  the 
protein  content  was  3.6  Gm.  per  100  ml.  No  acid- 
fast  bacilli  were  seen  on  smears,  and  there  was  no 
growth  on  routine  cultures.  Both  pleural  and  as- 
citic fluid  were  negative  for  malignant  cells.  Lung 
scan  revealed  reduced  uptake  on  the  left  secon- 
dary to  the  pleural  effusion  but  no  other  defects. 

In  the  seventh  hospital  week  the  patient  devel- 
oped an  erythematous  rash,  thought  to  be  an  “al- 
lergic reaction.”  Three  lupus  erythematosus 
preparations  showed  negative  results. 

From  the  second  to  the  fifth  hospital  week  the 
patient  was  treated  with  spironolactone  with  hy- 
drochlorthiazide  (Aldactazide)  and  prednisone  in 
addition  to  her  other  cardiac  therapy;  she  was  dis- 
charged on  the  sixty-eighth  hospital  day. 

However  during  the  subsequent  five  weeks  she 
continued  to  have  severe  dyspnea  and  cough;  on 
final  readmission  to  the  other  hospital  the  physical 
findings  were  unchanged;  the  blood  pressure  was 
110/60  mm.  Hg,  the  pulse  rate  86,  and  the  respira- 
tory rate  24  per  minute.  Again  the  chest  x-ray 
films  revealed  an  enlarged  heart  with  a massive 
left  pleural  effusion.  The  laboratory  examina- 
tions revealed  a serum  albumin  of  2.9  Gm.  per  100 
ml.,  and  the  LDH  (lactic  dehydrogenase)  was  480 
to  550  mU.  In  spite  of  continued  effective  anti- 
coagulant therapy  together  with  diuretics,  oxygen, 
and  digoxin,  the  evidences  of  heart  failure  were 
unrelieved.  Thoracenteses  failed  to  improve  her 
dyspnea.  On  the  eleventh  hospital  day  she  devel- 
oped a right  hemiplegia  with  aphasia  with  no  re- 
sponse to  steroid  therapy;  at  that  time  the  pro- 
thrombin time  was  reported  as  twenty-four  sec- 
onds (control  fourteen  seconds).  The  patient’s 
condition  gradually  worsened  as  she  lapsed  into 
unconsciousness,  and  she  finally  expired  on  the 
sixteenth  hospital  day. 

Discussion 

Harold  E.  Eichler,  M.D.*:  This  forty-one- 

year-old  white  female  developed  progressive  in- 
tractable congestive  heart  failure  and  required  re- 
peated admissions  to  hospitals.  During  the  course 
of  her  illness,  she  developed  signs  of  thrombophle- 
bitis and  of  embolic  phenomena;  she  had  recurrent 
pleural  effusions  on  both  right  and  left  sides,  mas- 
i /e  cardiomegaly,  elevated  pressures  in  all  the 
rt.  chambers,  and  electrocardiograms  suggestive 
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of  right  ventricular  hypertrophy  and  compatible 
with  cor  pulmonale.  Before  I review  the  laborato- 
ry data,  we  should  at  this  point  examine  the  x-ray 
films. 

John  Batillas,  M.D.:  The  first  set  of  films,  ob- 
tained from  the  other  hospital  at  the  time  of 
the  initial  admission,  demonstrates  biventricular 
enlargement,  as  shown  in  Figure  1A;  a cardiac 
esophagram  obtained  shortly  after  admission  dem- 
onstrates an  indentation  of  the  barium  column  in 
the  esophagus  which  would  be  consistent  with  left 
atrium  enlargement.  We  also  see  minimal  blunt- 
ing of  both  costophrenic  angles  due  to  bilateral 
pleural  effusions. 

The  second  set  of  films  obtained  on  admission 
to  this  hospital  showed  that  the  cardiac  silhouette 
was  much  larger,  with  evidence  of  pulmonary  con- 
gestion (Fig.  IB).  The  pleural  effusion  on  the  left 
side  had  increased  considerably;  incidental  find- 
ings include  a healing  fracture  of  the  sternum  and 
also  of  the  left  second  rib,  undoubtedly  sustained 
at  the  time  of  cardiac  resuscitation. 

Subsequent  films  demonstrate  varying  amounts 
of  fluid  in  both  pleural  cavities;  on  the  final  admis- 
sion to  this  hospital  a massive  pleural  effusion  on 
the  left  displaced  the  heart  and  mediastinum  to 
the  right.  The  film  of  the  abdomen  demonstrates 
a diffuse  ground  glass  appearance  which  is  consis- 
tent with  the  presence  of  ascites. 

On  the  final  film  obtained  at  the  other  hospital 
just  before  death,  the  heart  is  markedly  enlarged; 
there  is  an  effusion  on  the  left  side  with  evidence 
of  pulmonary  edema  and  areas  of  coalescence  on 
the  left. 

Dr.  Eichler:  This  is  the  radiologic  picture  of 
intractable  congestive  failure. 

Essentially  this  is  a woman  who  had  progres- 
sively deteriorated  with  intractable  congestive 
heart  failure,  and  it  was  thought  at  the  time  that 
her  basic  problem  was  a cardiomyopathy;  when 
such  disease  is  not  secondary  to  any  other  existing 
cardiovascular  disorder,  we  speak  of  it  as  primary 
cardiomyopathy. 

In  primary  myocardial  disease,  biventricular 
failure  occurs  early  and  often  is  the  first  manifes- 
tation, with  effort  dyspnea  as  the  most  common 
symptom.  Orthopnea,  while  common,  is  usually 
mild;  the  sudden  appearance  of  leg  edema,  of  as- 
cites, and  of  pain  over  the  enlarged  liver  is  some- 
times striking  in  these  cases  and  occasionally  de- 
velops overnight.  This  woman  did  not  however 
have  left-axis  deviation  or  left  ventricular  hyper- 
trophy on  the  electrocardiogram,  but  rather  the 
electrocardiographic  evidence  of  cor  pulmonale;  in 
her  case  the  auscultatory,  electrocardiographic, 
and  radiologic  manifestations  of  embarrassment  of 
the  right  side  were  more  striking  than  those  of  fail- 
ure of  the  left. 

Inflammatory  conditions  involving  the  myocar- 
dium are  a large  and  important  group  of  myocar- 
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dial  diseases.  It  is  sometimes  possible  to  relate 
acute  myocarditis  to  a specific  cause,  but  generally 
impossible  to  relate  chronic  myocarditis  to  a 
known  cause.  It  is  currently  believed  that  of  all 
the  viruses  that  affect  the  human  heart,  the  enter- 
oviruses are  the  most  frequent;  of  these,  the  Cox- 
sackie  group,  especially  group  B,  is  the  most  prev- 
alent, although  what  is  common  in  one  part  of  the 
world  may  not  be  so  common  elsewhere.  In  South 
America  the  most  common  cause  of  cardiomyopa- 
thy is  a trypanosoma  which  causes  Chagas’  dis- 
ease; in  North  America  the  most  common  etiologic 
agent  tends  to  be  viral. 

Collagen  vascular  disease  such  as  systemic 
lupus,  periarteritis  nodosa,  or  Wegener’s  granulo- 
matosis, can  cause  an  interstitial  myocarditis. 
Scleroderma  can  involve  the  pericardium,  with  a 
chronic  adhesive  pericarditis  which  does  not  usu- 
ally prevent  filling  of  the  chambers;  but  this  dis- 
ease can  produce  interstitial  lung  fibrosis  and  pul- 
monary hypertension.  Sarcoidosis  can  lead  to  cor 
pulmonale  but  should  also  lead  at  this  stage  to  oc- 
ular involvement,  neurologic  findings,  renal  dis- 
ease, and  probably  hvpersplenism  and  liver  fail- 
ure. Cardiac  amyloidosis  is  another  possibility, 
since  it  gives  rise  to  myocardial  infiltration,  w-ith 
findings  very  similar  to  constrictive  pericarditis 
due  to  the  rigidity  in  the  myocardium  in  this  con- 
dition. The  electrocardiogram  can  show  low  volt- 
age or  poor  R-wave  progression  in  the  right  precor- 
dial leads.  Amyloidosis  is  usually  seen  in  the  sixth 
or  the  seventh  decade  and  usually  involves  gas- 
trointestinal symptoms. 

Idiopathic  cardiomyopathy  can  be  hypertrophic, 
congestive,  or  restrictive;  the  question  of  cause  is 
still  unclear.  Heart  failure  is  a frequent  manifes- 
tation. 

In  patients  with  restrictive  cardiomyopathies, 
especially  in  those  with  amyloid  disease  or  sclero- 
dermas, the  intracardiac  pressures  can  be  similar 
to  those  of  constrictive  pericarditis;  in  the  right 
ventricle,  the  pulse  pressure  may  display  an  early 
diastolic  dip,  and  the  diastolic  pressure  is  usually 
slightly  more  than  a third  of  the  systolic  pressure. 

In  nonrestrictive  cardiomyopathies,  the  hemo- 
dynamic findings  are  ordinarily  not  very  specific. 
When  there  is  heart  failure,  the  hemodynamic 
findings  are  usually  those  of  biventricular  failure. 
The  left  and  right  ventricular  end-diastolic  pres- 
sures are  increased  as  well  as  the  right  and  left 
atrial  pressures  and  the  pulmonary  wedge  pres- 
sure. In  this  case  all  the  diastolic  pressures  were 
increased  as  well  as  pulmonary  wedge  pressure, 
which  is  a reflection  of  the  left  atrial  diastolic  pres- 
sure or  the  left  mean  atrial  pressure.  The  right 
atrial  pressure,  the  right  ventricular  diastolic  pres- 
sure, and  the  pulmonary  wedge  pressure  were  all 
equal. 

I want  to  review  the  catheterization  data  briefly 
in  this  case  (Table  I).  In  addition  to  the  elevation 


of  the  mean  atrial  pressure  in  failure,  the  promi- 
nence of  the  a wave  in  the  atrial  pressure  curve  is 
particularly  interesting.  The  a wave  of  the  right 
atrial  pulse  occurs  in  time  just  after  the  P wave  of 
the  electrocardiogram  and  is  a reflection  of  the 
atrial  contraction.  The  right  atrial  pulse  that  was 
seen  on  catheterizing  this  patient  had  an  M shape 
which  is  commonly  seen  in  pericardial  effusions 
and  with  other  restrictions  of  the  contractability  of 
the  cardiac  muscle. 

The  pulmonary  capillary  wedge,  which  is  a re- 
flection of  the  left  atrial  pressure,  was  elevated. 
The  mean  pressure  in  the  pulmonary  artery  was 
considerably  elevated  at  25  mm.  Hg;  that  in  the 
right  atrium  was  19  mm.  Hg,  also  elevated.  The 
pressure  in  the  right  ventricle  was  elevated  in  dias- 
tole between  13  and  20  mm.  Hg,  with  a systolic 
level  of  33  mm.  In  the  left  ventricle,  when  a pull- 
back of  the  catheter  was  done  obviously  to  look  for 
mitral  stenosis,  the  left  ventricular  end-diastolic 
pressure  was  24  mm.  Hg,  which  is  quite  elevated. 
The  striking  finding  was  that  of  a diastolic  dip  fol- 
lowed by  a rapid  rise  of  the  pressures  in  both  ven- 
tricles, usually  considered  characteristic  of  the  so- 
called  restrictive  type  of  cardiomyopathy.  This 
“restrictive”  character  of  the  ventricular  pressure 
curves  is  related  to  a loss  of  compliance  of  the  ven- 
tricular myocardium,  overdistention,  and  failure. 

The  blood  pressure  in  the  aorta  as  measured  was 
102/72  mm.  Hg.  The  pulmonary  vascular  resis- 
tance was  280,  which  is  not  markedly  elevated;  re- 
sistances even  up  to  255  could  be  considered  nor- 
mal particularly  if  a patient  has  been  exercising. 
The  systemic  vascular  resistance  was  reported 
here  at  2,173  dynes  which  could  be  considered  nor- 
mal; in  any  event  there  seems  to  be  no  reason  why 
the  systemic  vascular  resistance  should  be  in- 
creased. 

The  electrocardiogram  shows  right-axis  devia- 
tion at  about  +90;  there  is  a suggestion  of  right 
ventricular  hypertrophy,  and  there  are  ST-T  wave 
changes  compatible  with  myocardial  ischemia  and/ 
or  digitalis  effect.  There  is  some  clockwise  rota- 
tion, certainly  compatible  with  elevated  pulmo- 
nary pressures  and  pulmonary  hypertension.  I 
would  have  liked  to  see  more  evidence  of  left  ven- 
tricular hypertrophy,  possibly  with  left-axis  devia- 
tion. 

Not  all  patients  who  have  the  clinical  features  of 
cardiomyopathy  with  intractable  heart  failure 
must  necessarily  have  cardiomyopathy.  The  pos- 
sibility of  metastatic  neoplasm  in  the  heart  must 
be  considered,  particularly  in  a young  or  middle- 
aged  person.  A search  should  be  made  for  a pri- 
mary neoplasm,  especially  a lymphoma,  cancer  of 
the  breast  or  lung,  leukemia,  melanoma,  or  an  atri- 
al myxoma.  Cardiac  amyloidosis  can  develop  in 
the  setting  of  multiple  myeloma,  tuberculosis, 
rheumatoid  arthritis,  osteomyelitis,  or  ulcerative 
colitis.  The  skin  should  be  carefully  examined; 
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waxy  or  purpuric  lesions  suggest  the  possibility  of 
primary  amyloid  disease,  and  the  cutaneous  le- 
sions of  sarcoidosis  suggest  the  possibility  of  cardi- 
ac involvement.  Scleroderma  leading  to  sclero- 
derma heart  disease  should  be  considered  if  Ray- 
naud’s syndrome,  increased  pigmentation,  or  gan- 
grene of  the  fingertips  is  present.  If  the  patient 
presents  edematous  erythematous  inflammation  of 
the  skin,  tender  muscles,  and  periorbital  edema, 
one  should  think  of  dermatomyositis.  The  butter- 
fly lesions  of  systemic  lupus  erythematosus  may 
suggest  the  cause  of  the  cardiac  disease.  Maculo- 
papular  skin  rashes,  encephalitis  or  meningitis, 
generalized  lymphadenopathy,  lymphocytosis, 
skeletal  muscle  pain,  and  a history  of  ingestion  of 
poorly  cooked  meat  may  suggest  trichinosis. 

Patients  with  idiopathic  cardiomyopathy  may 
be  thought  mistakenly  to  have  a pericardial  effu- 
sion with  cardiac  tamponade;  the  proper  differen- 
tial diagnosis  may  be  difficult  when  the  heart  is 
enlarged,  when  its  pulsations  are  diminished,  and 
when  there  is  persistent  elevation  of  the  systemic 
venous  pressure.  If  the  ventricular  apex  impulse 
is  palpable  and  is  of  a diffuse  and  thrusting  quality 
and  if  you  can  hear  a gallop  rhythm,  then  a peri- 
cardial effusion  alone  would  be  unlikely.  The  pro- 
tocol in  this  case  does  not  indicate  the  presence  of 
any  murmurs  or  gallops.  I suspect  that  this  pa- 
tient must  have  had  a gallop,  certainly  a third 
sound  ventricular  diastolic  gallop  and  more  than 
likely  a fourth  sound  atrial  gallop. 

To  rule  out  cardiac  tamponade  secondary  to 
massive  pericardial  effusion,  one  can  use  the  echo- 
gram,  angiocardiography,  carbon  dioxide  negative 
contrast  studies,  and  cardiac  radioisotope  studies. 
In  this  case,  cardiac  catheterization  was  done,  but 
the  protocol  does  not  specify  that  during  the  cath- 
eterization a pericardial  effusion  was  looked  for. 

This  patient  presented  a positive  Homan’s  sign 
early  in  her  disease;  nothing  further  was  said 
about  that,  hut  when  she  was  admitted  for  the  sec- 
ond time  to  the  other  hospital  in  extreme  dyspnea, 
she  was  treated  for  a massive  pulmonary  embolus. 
She  had  a cardiac  arrest;  the  fractured  ribs  re- 
sulted from  the  resuscitation  efforts.  The  pulmo- 
nary angiogram  demonstrated  some  pulmonary 
vascular  defects  at  that  point,  and  she  was  given 
anticoagulant  therapy.  Acute  pulmonary  embo- 
lus, with  or  without  a pulmonary  infarction,  is 
most  likely  to  occur  in  immobilized  patients  with  a 
low  cardiac  output  or  with  edema. 

This  woman  at  autopsy  presented  in  all  likeli- 
hood gross  cardiomegaly,  some  myocardial  fibrosis 
causing  poor  ventricular  contractions,  and  proba- 
bly endomyocardial  fibrosis  not  as  a primary  dis- 
ase  but  secondary  to  the  heart  muscle  disease  it- 
1 f,  the  underlying  cause  of  which  is  not  presently 
nable.  Mural  thrombi  were  probably  found  in 
ith  atria;  she  had  what  appeared  to  be  a tran- 
it  cerebral  vascular  accident  while  on  anticoag- 


ulant therapy,  but  in  the  absence  of  other  hemor- 
rhagic phenomena  I have  to  assume  that  this  epi- 
sode was  caused  not  by  warfarin  sodium  (Coumad- 
in) but  was  due  to  embolism  from  the  left  side  of 
the  heart,  while  the  pulmonary  emboli  represent 
embolic  phenomena  of  the  right  side.  Some  evi- 
dences of  thrombophlebitis  in  the  deep  leg  veins 
should  be  present;  if  some  other  exotic  disease  was 
found,  I would  be  surprised.  Collagen  vascular 
disease  gave  no  other  evidence  of  its  presence,  nor 
did  any  malignant  neoplasm.  The  hepatomegaly, 
which  I think  was  found,  was  a reflection  of  right 
ventricular  failure  and  passive  congestion,  which 
may  have  led  to  early  cirrhotic  changes.  I believe 
she  also  had  pneumonia,  particularly  in  the  left 
lung. 

Harold  H.  Coppersmith,  M.D.:  As  I under- 

stand you,  Dr.  Eichler,  you  do  not  think  that  this 
was  simply  cor  pulmonale  secondary  to  multiple 
pulmonary  embolization. 

Dr.  Eichler:  That  is  correct. 

John  T.  Flynn,  M.D.:  Dr.  Blackman,  you  saw 
this  patient  over  a long  period  of  time. 

Norman  S.  Blackman,  M.D.:  First  I’d  like  to 
answer  some  of  the  questions  that  Dr.  Eichler 
brought  up.  She  did  not  have  any  palpable  mass- 
es or  nodules  in  the  breasts,  no  audible  gallops, 
and  no  evidence  of  pericardial  effusion  on  the  an- 
giographic studies.  The  electrocardiogram  in  my 
view  doesn’t  specifically  indicate  a typical  picture 
of  cor  pulmonale,  that  is,  pure  right  ventricular 
hypertrophy.  I bring  your  attention  to  two  fea- 
tures of  the  cardiogram:  a fairly  tall  R wave  in  V6 
(sixth  unipolar  chest  electrocardiogram  lead),  and 
a fairly  tall  R wave  also  in  Vi.  This  combination  is 
often  associated  with  biventricular  hypertrophy; 
ordinarily  you  would  not  find  a tall  R wave  in  V6 
in  straight  or  ordinary  pure  right  ventricular  hy- 
pertrophy. Another  interesting  feature  was  a QS 
wave  in  unipolar  limb  lead  aVL,  which  led  other 
electrocardiographers  to  believe  that  she  had  a 
myocardial  infarction,  but  a Q wave  of  that  type 
can  be  misleading.  I never  felt  that  this  woman 
had  arteriosclerotic  heart  disease  or  a localized 
myocardial  infarction;  I did  believe,  as  does  Dr.  Ei- 
chler, that  she  had  some  type  of  cardiomyopathy. 
We  reviewed  the  differential  diagnosis  very  much 
as  he  did,  and  tried  to  distinguish  those  conditions 
which  we  felt  were  least  likely  from  those  which 
were  most  likely,  as  well  as  those  which  had  possi- 
ble therapeutic  implications.  I settled  on  the  real- 
ization that  there  were  four  cardiomyopathies 
which  seemed  most  likely  and  at  the  same  time 
might  be  amenable  to  treatment.  They  were,  in 
the  order  of  likelihood,  sarcoidosis,  amyloidosis, 
lupus  erythematosus,  and  some  type  of  necrotizing 
angiitis  which  can  be  associated  with  cardiomyop- 
athy. 1 realize  that  the  L.E.  preparations  all  gave 
negative  findings,  but  there  still  remained  in  my 
mind  some  possibility  of  lupus.  These  diseases, 
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FIGURE  3.  Marked  increase  in  thickness  of  left  atrial  en- 
docardium and  of  left  ventricular  wall. 

except  amyloidosis,  would  presumably  respond  to 
a course  of  steroid  therapy,  and  thereafter  she  was 
treated  with  prednisone.  I may  be  projecting  my 
own  feelings  into  this  therapeutic  test,  but  it 
seemed  to  me  that  for  a period  of  time,  she  im- 
proved. 

There  is  one  other  point  among  the  diagnostic 
aspects  of  this  case  which  I should  emphasize.  I 
feel  that  the  kinetics  of  heart  action  sometimes 
can  be  a very  important  clue.  When  I reviewed 
the  cineangiogram  at  the  other  hospital,  the  kinet- 
ics of  this  heart  were  such  that  there  was  practical- 


ly no  cardiac  motion  visible  during  systole  and 
diastole.  This  very  important  observation  made 
me  feel  that  there  was  some  type  of  generalized  in- 
filtrative damage  to  the  myocardium  which  pre- 
vented her  from  compensating  despite  what  we 
considered  to  he  good  cardiac  treatment. 

Clinical  diagnoses 

1.  Restrictive  cardiomyopathy,  with  marked 
hypertrophy,  cause  undetermined,  most  probably 
associated  with  infiltrative  disease  of  the  myocar- 
dium. Intractable  congestive  heart  failure,  with 
bilateral  pleural  effusions  and  hepatomegaly 

2.  Multiple  pulmonary  emboli,  under  anti- 
coagulant therapy 

3.  Vascular  accident,  left  cerebral  hemi- 
sphere, with  right  hemiplegia  and  aphasia,  prob- 
ably associated  with  arterial  embolism 

Dr.  Eichler’s  diagnoses 

1.  Cardiomyopathy  of  undetermined  origin, 
associated  with  myocardial  fibrosis  and  probably 
endomyocardial  fibrosis 

2.  Cardiac  mural  thrombi,  probably  in  both 
atria,  associated  with  cerebral  vascular  embolism 

3.  Probable  thrombophlebitis  in  the  lower  ex- 
tremities, with  pulmonary  emboli 

4.  Probable  terminal  pneumonia 

Pathologic  discussion 

Richard  N.  Fredricks,  M.D.:  Of  primary  in- 

terest in  this  case  was  the  heart,  which  weighed 
490  Gm.  All  chambers  were  dilated,  but  the  dila- 
tation was  most  prominent  in  the  right  heart,  the 
right  pulmonary  outflow  tract,  and  the  left  atrium. 
There  was  marked  cardiac  hypertrophy  and  dila- 
tation, most  prominent  in  the  right  ventricle  which 
was  0.7  cm.  thick  in  contrast  to  the  normal  0.3  cm. 
The  left  ventricle  was  1.8  cm.  thick.  (Fig.  3) 

The  endocardium  of  both  atria  was  smooth  and 
very  white,  suggesting  fibroelastosis;  the  myocar- 


FIGURE  4.  (A)  Marked  narrowing  of  lumen  of  myocardial  arteriole,  due  to  deposit  of  dark-staining  amyloid  in  blood  vessel 

wall.  (B)  Myocardial  fibrosis  secondary  to  ischemia  due  to  amyloid  deposits  in  coronary  arteriole  walls.  (Hematoxylin  and 
Eosin  stain) 
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dium  was  firm  and  rubbery,  and  the  chambers 
tended  to  retain  their  original  configuration,  at- 
testing to  the  rigidity  of  the  heart.  My  first  im- 
pression was  that  this  might  be  cardiac  amyloido- 
sis, despite  the  fact  that  my  own  previous  personal 
experience  with  this  disease  has  been  limited  to 
much  larger  hearts  in  much  older  individuals.1 
Documented  case  reports  show  that  amyloid 
hearts  in  patients  presenting  congestive  heart  fail- 
ure have  varied  from  as  low  as  370  Gm.  to  well  over 
700  Gm.,  the  average  weight  being  490  Gm.2  The 
old-fashioned  and  time-honored  gross  test  for  car- 
diac amyloidosis  was  done:  a dilute  iodine  solu- 

tion and  a dilute  sulphuric  acid  solution  were  ap- 
plied to  the  myocardium  with  the  anticipation  of 
producing  a dark  blue  color.  This  test  failed  com- 
pletely, as  may  occur  in  amyloid  heart  disease 
when  there  is  only  a limited  amount  of  interstitial 
amyloid  material,  as  was  the  case  in  this  patient. 
In  this  heart  the  intramural  amyloid  deposition  in 
the  walls  of  the  small  arteries  and  arterioles  caused 
severe  narrowing  of  their  lumena;  the  resulting 
ischemia  then  gave  rise  to  the  principal  cardiac  le- 
sion which  was  a very  extensive  focal  myocardial 
fibrosis  (Fig.  4).  The  latter  may  lead  to  myocar- 
dial symptoms  and  clinical  findings  that  exactly 
mimic  those  produced  by  arteriosclerotic  coronary 
artery  disease.  As  is  often  seen  in  these  cases,  all 
the  major  coronary  arteries,  in  contrast  to  the  arte- 
rioles, were  widely  patent,  showing  only  minimal 
arteriosclerosis.  The  amyloid  material  stained 
positively  with  the  crystal  violet  and  Congo  red 
stains,  and  the  congo  red  stain  under  polarized 
light  showed  the  characteristic  green  birefrin- 
gence. In  addition  to  the  cardiac  amyloid  already 
mentioned,  there  were  small  nodules  of  amyloid  in 
the  pericardium  and  in  all  of  the  valves  and 
throughout  the  epicardium.  The  epicardial  thick- 
ening as  described  in  the  auricles  was  due  mostly 
to  fibrosis. 

According  to  Friedberg,3  cardiac  amyloid  depos- 
its can  be  predominantly  nodular,  confined  to  the 
heart  in  the  myocardial  interstitial  tissue,  or  may 
consist  of  intramural  deposits  in  myocardial  blood 
vessels  with  amyloid  also  in  other  organs.  This 
case  belongs  to  the  latter  category;  here,  however, 
extracardiac  amyloid  was  confined  to  the  small  ar- 
teries and  veins  throughout  the  body,  and  there 
was  no  parenchymal  deposition  of  amyloid.  I can 
summarize  the  various  clinicopathologic  patterns 
which  may  be  seen  in  cardiac  amyloidosis  with 
congestive  heart  failure,  as  per  the  following  out- 
line: 

I.  Excessive  myocardial  deposition  of  amyloid, 
which  surrounds,  compresses,  and  replaces  myo- 
cardial fibers,  with  resulting: 

A.  Interference  with  cardiac  contractility 

B.  Loss  of  ventricular  distensibility  with  con- 
sequent limitation  in  diastolic  volume 

C.  Hemodynamic  disturbances. 
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II.  Coronary  vessel  involvement  with  narrowing, 
leading  to  myocardial  fibrosis. 

III.  Valvular  infiltration  with  development  of  insuf- 
ficiency and/or  stenosis. 

IV.  Narrowing  of  small  pulmonary  arteries  resulting 
in  cor  pulmonale. 

In  all  cases  of  amyloidosis  involving  the  heart, 
there  is  always  an  overlapping  of  manifestations. 
In  this  patient,  in  addition  to  the  intramural  coro- 
nary artery  involvement,  there  was  narrowing  of 
small  pulmonary  arteries  and  arterioles,  which  ac- 
counted for  the  patient’s  pulmonary  hypertension. 
The  appearance  of  the  right  side  of  the  heart  as 
previously  described  was  consistent  with  that  seen 
in  chronic  pulmonary  hypertension. 

In  both  auricular  appendages  there  were  mural 
thrombi.  Several  factors  in  this  heart  favored  the 
formation  of  these  thrombi:  a rigid  heart  not  ca- 
pable of  physiologic  movement  and  subject  to  se- 
vere hemodynamic  disturbances,  an  endocardium 
altered  by  fibrosis  and  amyloid  deposits,  and  such 
extensive  myocardial  fibrosis  that  one  would  ex- 
pect irregularities  of  rhythm.  Although  not  re- 
corded, such  arrhythmias  yet  may  have  occurred 
briefly  and  need  not  have  been  prolonged  to  pro- 
mote thrombus  formation.  As  reflected  in  the 
clinical  history,  there  were  multiple  thromboem- 
bolic phenomena,  both  from  the  right  and  left  atri- 
al appendages.  At  autopsy,  we  found  several  re- 
cent emboli  in  the  secondary  branches  of  the  pul- 
monary arteries  in  both  lungs.  Evidences  of  old 
healed  pulmonary  emboli  were  also  seen  bilateral- 
ly. One  small  recent  infarct  was  found  in  the  right 
lower  lobe  of  the  lung,  superimposed  on  an  old  in- 
farct; but  all  these  thrombi  were  hardly  extensive 
enough  to  be  contributory  to  the  patient’s  pulmo- 
nary hypertension.  Both  kidneys  showed  large  re- 
cent infarcts.  In  the  left  cerebral  hemisphere  of 
the  brain,  there  was  a large  recent  infarct  about 
four  days  old,  involving  the  internal  capsule  and 
the  basal  ganglia. 

Evidences  of  congestive  heart  failure  included 
the  characteristic  nutmeg  pattern  of  chronic  pas- 
sive congestion  in  the  liver  with  superimposed 
acute  congestion  and  central  necrosis,  as  seen  in 
shock.  The  liver  itself  was  not  enlarged,  weighing 
only  1,320  Gm. 

There  were  small  amounts  of  pleural  effusion 
and  of  ascites. 

No  amyloidosis  autopsy  can  he  considered  com- 
plete without  proper  evaluation  of  the  bone  mar- 
row. In  this  case  we  found  a normal  architecture 
and  very  minimal  nonspecific  increase  in  the  num- 
ber of  plasma  cells,  certainly  not  the  picture  of  a 
plasma-cell  dyscrasia. 

In  recent  years  the  old  rigid  classification  of  pa- 
renchymal and  mesenchymal  deposits  in  secon- 
dary and  primary  amyloidosis  no  longer  seems 
valid,  since  there  is  frequent  overlapping  in  patho- 
logic patterns.  Many  new  case  reports  of  genetic 


or  familial  amyloidosis  with  a wide  variety  of 
manifestations  have  further  complicated  the  pic- 
ture.4,5 I have  listed  a current  classification  of 
amyloidosis,  which  is  all-inclusive,  according  to 
present  knowledge: 

I.  Hereditary — genetic,  sometimes  of  a familial 
pattern 

A.  Familial  Mediterranean  fever 

B.  Febrile  urticaria,  deafness,  and  amyloidosis 

C.  Inherited  amyloidosis  present  as  a myocar- 
diopathy 

D.  Inherited  amyloidosis  present  as  a neuropa- 
thy chiefly  affecting  the  legs 

E.  Inherited  amyloidosis  presenting  a neurop- 
athy chiefly  affecting  the  arms 

II.  Acquired — associated  with: 

A.  Chronic  infections,  such  as: 

1.  Tuberculosis 

2.  Osteomyelitis 

B.  Inflammatory  diseases  of  uncertain  cause, 
that  is:  rheumatoid  arthritis 

C.  Malignant  neoplasms 

D.  Multiple  myeloma 

III.  “Idiopathic”  or  primary 

A.  Generalized  amyloidosis  with  various  pat- 
terns 

B.  Primary  neuropathic 

C.  Primary  cardiopathic 

D.  Localized  (amyloid  tumor) 

In  attempting  to  classify  this  patient’s  amyloi- 
dosis, we  must  cross  out  the  genetic  grouping;  also, 
there  was  no  family  history  of  heart  disease,  and 
we  must  discard  acquired  amyloidosis,  since  there 
is  no  underlying  disease  process.  By  exclusion,  we 
can  place  this  patient  in  the  primary  amyloidosis 
group  of  the  cardiopathic  type. 

We  still  do  not  know  what  amyloidosis  is.  It 
may  be  a primary  immunologic  disturbance  or  it 
may  be  an  aberration  of  immunoglobulin  synthesis 
or  breakdown,  the  pathways  of  which  are  un- 
known.6 These  possibilities  are  suggested  by  the 
recent  findings  that  amyloid  is  a complex  protein 
resembling  a light-chain  immunoglobulin.  It  is 
also  known  that  under  the  electron  microscope, 
amyloid  material  has  a characteristic  fibrillar 
structure  which  is  the  same  in  all  of  the  various 
categories  of  amyloidosis;  however,  recent  studies 
have  suggested  that  there  are  physical,  chemical, 
and  immunologic  differences  between  the  various 
types  of  amyloidosis.'  9 There  appears  to  be  an 
increasing  number  of  cases  of  primary  amyloidosis, 
and  all  other  types  of  amyloidosis  are  showing  an 
increasing  number  of  cardiac  complications. 

In  summary,  this  patient  had  primary  cardiac 
amyloidosis  with  a clinical  picture  of  intractable 
congestive  heart  failure,  pulmonary  hypertension 
and  thromboembolic  phenomena. 

Bernard  M.  Wagner,  M.D.:  When  the  clini- 
cians thought  they  might  have  been  dealing  with  a 
connective-tissue  disease,  such  as  lupus,  in  spite  of 


the  negative  L.E.  preparations,  it  might  have  been 
interesting  to  obtain  a serum  protein  electrophore- 
sis. Some  experimental  models  suggest  that  what- 
ever amyloid  is,  it  is  certainly  in  the  blood  stream 
and  in  some  way  filters  out  into  the  vascular  walls. 
In  every  mammalian  species  that  has  been  studied 
to  date  amyloidosis  has  been  found,  usually  as  a 
function  of  aging,  but  not  in  the  manner  of  this 
case.  Cardiac  amyloidosis  does  not  seem  to  devel- 
op in  animals  in  whom  cardiomyopathies  occur. 

Several  laboratories  are  interested  in  developing 
a serologic  test  for  amyloid;  the  fibril  which  is  the 
ultrastructural  common  denominator  for  all  amy- 
loid may  have  antigenic  properties. 

Dr.  Flynn:  I)r.  Fredricks,  do  you  think  that 

steroid  therapy  in  this  case  would  have  had  any  ef- 
fect on  the  postmortem  pathologic  findings?  My 
own  feeling  is  that  it  wouldn’t,  but  you  reported 
that  fihrosis  rather  than  amyloid  was  the  more  im- 
portant element  in  the  rigidity  of  the  heart. 
Could  the  total  amount  of  amyloid  have  been  de- 
creased in  the  patient’s  last  few  months  by  such 
treatment?  Immunologic  activity  can  be  reduced 
by  steroids. 

Dr.  Fredricks:  I don’t  think  that  steroids 

would  have  had  any  particular  effect.  Incidental- 
ly, the  fibrotic  changes  were  principally  ischemic 
and  have  been  described  before  in  many  patients. 

Dr.  Blackman:  Steroid  therapy  was  given  be- 
cause I thought  she  most  likely  had  sarcoidosis,  in 
the  absence  of  indications  of  any  other  specific  dis- 
ease. The  cause  of  amyloidosis  is  unknown,  but 
what  is  so  interesting  to  me  about  this  condition  is 
that  it  has  affected  tissues  that  are  largely  in- 
volved with  blood  vessels.  I include  the  heart  as 
an  embryologically  modified  blood  vessel.  In  this 
case  there  were  no  infiltrations  in  tissues  of  other 
embryologic  origin. 

Dr.  Fredricks:  In  some  primary  amyloidoses, 
you  do  find  parenchymal  deposition,  at  consider- 
able distance  from  the  blood  vessels. 

Dr.  Flynn:  Dr.  Wagner’s  suggestions  about  fil- 
tration may  be  the  answer;  or  the  blood  vessel 
walls  and  the  myocardium  have  a capacity  to  pro- 
duce or  retain  unusual  protein  material.  Or  they 
may  be  sites  of  immunologic  reactions  which  result 
in  the  local  deposition  of  amyloid. 

Dr.  Eichler:  In  preparing  for  this  conference,  I 
learned  that  cardiac  amyloidosis  usually  is  seen  in 
the  eighth  decade,  predominantly  in  the  male  sex, 
and  commonly  with  gastrointestinal  symptoms 
and  a poor  nutritional  state.3  The  progressive 
congestive  heart  failure  is  refractory  to  the  usual 
therapy;  the  electrocardiogram  is  usually  sugges- 
tive of  left-axis  deviation  and  demonstrates  cardi- 
ac arrhythmias.  The  heart  is  enlarged  without 
good  explanation.  These  cases  present  maximum 
amyloid  infiltration  of  the  heart  in  contrast  to 
other  organs;  there  is  minimal  evidence  of  coro- 
nary arteriosclerosis  and  no  evidence  of  any  other 
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existing  chronic  illness  which  may  have  led  to  the 
amyloidosis. 

Final  diagnoses 

1.  Amyloidosis,  involving  myocardium  and 
small  coronary  arteries  and  arterioles,  with  resul- 
tant diffuse  interstitial  myocardial  fibrosis,  se- 
vere 

2.  Amyloid  deposition  in  small  pulmonary  ar- 
teries and  arterioles 

3.  Mural  thrombi,  left  auricular  appendage, 
with  secondary  left  cerebral  embolism  and  infarc- 
tion involving  left  internal  capsule  and  basal  gan- 
glia; acute  bilateral  renal  infarcts  due  to  emboli 

4.  Mural  thrombi,  right  auricular  appendage, 
with  old  and  recent  pulmonary  emboli  and  infarc- 
tions, left  lower  lobe 


Progressive  encephalopathy 

The  report  on  “Progressive  Encephalopathy  Due  to 
Chronic  Hydantoin  Intoxication”  describes  in  consider- 
able detail  10  patients  (1  of  whom  died  two  months  after 
evaluation)  who  had  been  taking  diphenylhydantoin  so- 
dium (Dilantin)  for  periods  ranging  from  one  to  twenty- 
three  years  and  suffered  progressive  neurologic  deterio- 
ration indistinguishable  from  degenerative  disease  of 
the  central  nervous  system.  Six  patients  improved  neu- 
rologic-ally after  cessation  of  the  hydantoin  anticonvul- 
int  therapy.  These  6 had  been  taking  the  drug  one  to 
i < teen  years.  The  other  4 who  did  not  improve  neu- 
-'dogically  after  withdrawal  of  hydantoin  had  been  on 
he  drug  5.5  to  twenty-three  years.  The  patients 
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showed  cerebellar  signs  of  nystagmus  and  ataxia,  char- 
acteristic of  hydantoin  intoxication,  as  well  as  signs  of 
more  diffuse  encephalopathy  including  impaired  intelli 
gence,  bizarre  behaviour,  increased  frequency  of  sei- 
zures, impaired  speech,  and  EEG  changes.  Josefina  M. 
Vallarta,  M.D.,  David  R.  Bell,  Ph.D.,  M.D.,  and  Albert 
Reichert,  M.D.,  in  American  Journal  of  Diseases  of 
Children  128:  27  (July)  1974,  note  that  this  series  ex- 
tends the  spectrum  of  hydantoin  neurotoxicity  to  in- 
clude neurologic  and  mental  deterioration  over  many 
years,  emphasizing  the  irreversibility  and  severe  disabil- 
ity that  may  characterize  this  overlooked  and  preventa- 
ble complication. 

Three  illustrative  case  histories  are  included  in  the  ar- 
ticle. 
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QUESTION  177.  This  electrocardiogram  was  obtained  one  year  after  a myocardial  infarction.  The  patient  is 
asymptomatic.  What  is  the  interpretation? 


July  1975  New  York  State  Journal  of  Medicine  1247 


Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  177.  The  rhythm  is  sinus.  The  volt- 
age of  the  QRS  is  low  and  less  than  5 mv.  in  the 
frontal  plane  leads  and  less  than  15  mv.  in  the  pre- 
cordial leads.  The  T wave  is  inverted  in  leads  I 
and  aVl.  A Q-S  complex  with  elevated  S-T  seg- 
ments and  negative  T wave  is  present  in  Vi  to  V3. 
A qrS  complex  with  negative  T is  seen  in  V4.  The 
T is  biphasic  in  V5. 

These  changes  are  compatible  with  an  antero- 


septal  infarction.  The  presence  of  S-T  segment 
elevations  in  complexes  with  an  abnormal  QS 
suggests  a ventricular  aneurysm  of  the  anterior 
wall  of  the  left  ventricle. 

Question  178.  The  QRS  complexes  are  aber- 
rant and  the  QRS  duration  is  0.16  second.  The 
rate  is  145  beats  per  minute  and  is  precisely  regu- 
lar. Following  every  alternate  QRS  there  is  a 
notch  on  the  T wave.  This  probably  represents 
atrial  activity,  and  since  it  is  related  in  a fixed 
fashion  to  the  QRS,  it  probably  represents  retro- 
grade activation  of  the  atrium  after  alternate  QRS 
complexes.  The  rhythm  is,  therefore,  ventricular 
tachycardia  with  2 to  1 ventriculoatrial  block. 


continued  from  page  1198  (Preventing  malpractice) 

ranted  or  unwarranted,  of  the  work  of  a col- 
league. 

18.  Failure  to  admit  a mistake.  Mistakes  do  not 
automatically  imply  legal  liability  and  frank 
discussion  of  them  may  prevent  a law  suit. 

19.  Attempting  to  cover  up  errors  in  judgment  or 
changes  in  (charts  or  other)  progress  notes. 

20.  Turning  delinquent  accounts  over  to  collection 
agencies. 

21.  Guaranteeing  good  results  or  cures  which,  inci- 
dentally, is  also  unethical. 

22.  Foreign  bodies  left  in  a patient  during  surgery. 

23.  Bad  effects  from  casts. 

24.  Technical  surgical  errors. 

25.  Poor  treatment  by  house  officers  and/or 
nurses. 

26.  Adverse  reactions  to  penicillin,  tetanus  shots, 
or  other  drugs. 

27.  Abandonment  of  obstetric  patients. 

28.  Burns  or  other  damage  from  x-rays  or  chemi- 
cals. 

29.  Failure  of  the  physician  to  handle  properly  a 
surgical  cardiac  arrest  case. 

These  are  the  common  causes  as  gleaned  from  a 
variety  of  sources  over  the  last  ten  years.  They 
must  be  brought  repeatedly  to  the  attention  of  the 
physicians  in  this  State  by  all  available  media. 
The  cooperation  of  each  county  society  will  lighten 


Formaldehyde  allergy 

A number  of  writers  have  reported  high  percentages 
of  contact  dermatitis  due  to  formaldehyde  in  textiles, 
especially  from  the  Scandinavian  countries.  In  a study 
of  1 12  samples  of  fabrics  from  American  manufacturers, 
the  free  formaldehyde  content  ranged  from  1 to  3.517 
parts  per  million  (ppm).  The  content  (ppm  and  per- 
r ntage)  was  determined  by  quantitative  analysis.  The 
mpling  included  textiles  of  39  different  compositions; 

112,  regardless  of  composition,  contained  some  free 
■ naldehyde.  From  analysis  of  15  samples  of  100  per 
1 polyester  acrylonitrile  (Orlan)  it  appears  that  these 


the  load  for  the  State  organization  and  is  the  more 
practical  way  to  alert  the  physicians  “on  the  firing 
line.” 

The  complexity  of  medical  technology,  greater 
expectations  by  patients,  and  the  current  urge  of 
society  for  recovery  for  “bad  results”  and  “wrong- 
ful acts”  are  related  basically  to  the  professional  li- 
ability problem.  Only  education  over  a long  peri- 
od of  time  will  change  these,  and  physicians  have 
little  or  no  control  over  them.  However,  we  can 
prevent  much  of  the  above  by  being  aware  of  them 
and  making  a concerted  effort  to  eliminate  most  of 
the  entire  list. 

Emotional  outbursts  and  hysterical  wringing  of 
the  hands  are  unbecoming  and  below  the  dignity 
of  the  physician.  Diligent,  preventive  measures 
taken  by  each  of  us  will  do  more  to  alleviate  our 
professional  liability  problem  than  all  of  the  tort 
changes  suggested  by  our  proponents  within  and 
without  the  profession.  An  extra  benefit,  and  the 
most  important,  will  be  an  improvement  in  the 
quality  of  patient  care  administered  by  all  of  us. 
It  may  well  turn  about  our  declining  professional 
image. 

Your  comments  and  criticisms  will  be  appreciat- 
ed. Please  take  a moment  to  write.  We  need 
your  help  and  guidance. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 


fabrics,  in  general,  contain  less  free  formaldehyde  than 
those  made  up  of  100  per  cent  rayon,  100  per  cent  cot- 
ton, 50  per  cent  polyester  and  50  per  cent  cotton,  and 
fabric  composed  of  65  per  cent  synthetic  polyester  (Da- 
cron) and  35  per  cent  cotton.  William  F.  Schorr,  M.D., 
Eugene  Reran,  M.S.,  and  Edward  Plotka,  Ph.D.,  in  Ar- 
chives of  Dermatology  110:  73  (July)  1974,  believe  that 
at  present  formaldehyde  clothing  dermatitis  must  be 
considered  in  the  clinical  evaluation  of  patients  in  this 
country.  They  advocate  the  quantitative  rather  than 
the  qualitative  analysis  of  clothing  for  free  formalde- 
hyde. Quantitative  analytic  technique  is  described  in 
detail  in  the  article. 
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A series  of  articles 
dealing  with  problems  in  aging 


Geriatrics 

MICHAEL  M.  DACSO,  M.D.,  Editor 


Maintaining  the 
Geriatric  Patient’s 
Identity 

Physician’s  role 

RAYMOND  HARRIS,  M.D. 

Albany,  New  York 

Associate  Clinical  Professor  of  Cardiology,  Albany  Medical  Col- 
lege; Chief,  Subdepartment  of  Cardiovascular  Medicine,  St.  Pe- 
ter’s Hospital;  President,  Center  for  the  Study  of  Aging,  Inc. 


A person’s  identity,  in  its  simplest  form,  repre- 
sents his  individual  comprehension  of  his  life  and 
character  or,  as  William  James  once  described  in  a 
letter  to  his  wife,  “There  is  a voice  inside  which 
speaks  and  says  ‘This  is  the  real  me.’  ” The  inves- 
tigations of  Erikson1  and  others  have  shown  the 
implication  and  value  of  this  concept  in  the  gener- 
ation crises  of  youth  and  emphasize  the  impor- 
tance of  an  integrated  psychosocial  identity  for  a 
meaningful,  healthy  old  age.  The  acceptance  of 
such  a concept,  and  I believe  in  it,  provides  an  af- 
firmative answer  to  the  basic  question  often  asked: 
“Does  man’s  existence  serve  any  purpose  save  that 
of  the  biological  goal  common  to  living  organisms, 
the  survival  of  the  individual  and  the  species?”  I 
could  quote  supporting  data  for  my  opinion,  but 
time  does  not  permit.  Here  I am  reminded  of  the 
buxom  lady  socialite  at  a banquet,  sitting  next  to 
Bertrand  Russell,  who  asked  him  what  he  would 
do  when,  after  he  dies,  he  finds  himself  face  to  face 
with  God.  The  imperturbable  Russell  replied,  “I 
would  say  ‘Lord,  you  gave  us  insufficient  evi- 
dence.’ ” 

Unlike  the  insufficient  scientific  evidence  con- 
cerning the  existence  of  God,  there  is  sufficient  re- 
presented at  American  Orthopsychiatric  Association  meet- 
i * New  York,  New  York,  May  31,  1973. 


search  to  indicate  that  physical,  social,  and  other 
problems  increase  arithmetically  in  middle  age 
and  geometrically  in  old  age  to  challenge  the  older 
person’s  identity,  goals,  and  survival.  Maintain- 
ing the  patient’s  identity  in  various  settings  in 
which  the  older  person  may  find  himself  will  do 
much  to  produce  a meaningful  and  healthy  old 
age. 

Although  maintaining  such  an  integrated  identi- 
ty of  older  people  in  community  and  institutional 
settings  involves  sensitivity  and  awareness  of  the 
importance  of  this  concept,  and  cooperation  of  all 
persons  concerned  with  the  care  of  older  people, 
my  report  proposes  to  discuss  the  positive  and 
negative  roles  of  physicians  in  maintaining  their 
patients’  identities.  These  roles  involve  (1)  inter- 
personal and  professional  relations  with  the  pa- 
tient, (2)  interpersonal  relationships  with  the  fam- 
ily, and  (3)  relationships  with  the  health  care  and 
delivery  systems. 

The  patient 

The  physician  must  express  by  word,  action,  or 
attitude  his  genuine  interest  and  concern  for  his 
geriatric  patient  as  a person  and  with  his  health 
problems.  Such  concern  with  interpersonal  rela- 
tions and  health  problems  will  elevate  the  pa- 
tient’s self-esteen,  self-image,  and  independence 
and  strengthen  his  spirits,  hopes,  and  aspirations, 
all  of  which  constitute  importance  in  the  patient’s 
identity  and  life.  By  these  actions  and  attitudes, 
the  physician  can  favorably  influence  his  patient’s 
identity.  In  this  process  it  is  necessary  to  explain 
the  meaning  of  his  impairment  or  disability  to  the 
patient  on  a person-to-person  basis,  conducted  on 
the  level  of  the  patient  with  due  deference  to  the 
patient’s  age,  self-respect,  dignity,  and  under- 
standing. Such  explanations  and  discussions 
must  lead  to  better  acceptance  of  oneself  and  to 
discharging  or  avoiding  the  self-anger  and  self- 
deprecation  that  may  accompany  the  process  of 
growing  old.  To  accomplish  this,  the  physician 
should  have  knowledge  of  the  patient’s  previous 
ways  of  responding,  coping,  and  adapting  to  life, 
health,  and  other  problems.  In  this  process,  the 
physician,  or  any  other  member  of  the  healing 
team,  must  learn  the  short-term  and  long-term 
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goals  of  his  patients  to  help  them  reach  their  goals 
and  thereby  strengthen  their  identities.  It  is  im- 
portant to  acquire  data  on  patients’  goals  and  by 
this  means  help  them  to  strengthen  their  identities 
as  aging  persons.2 

Important  as  this  positive  interpersonal  rela- 
tionship proves  to  be,  not  all  physicians  are  skillful 
enough  or  sufficiently  motivated  to  pay  attention 
to  these  niceties.  Since  this  problem  is  a major 
one  in  dealing  with  older  people,  the  reasons  for 
difficulty  in  establishing  such  interpersonal  rela- 
tionships should  be  discussed.  One  reason  is  that 
an  individual’s  attitude  toward  others,  although 
certainly  influenced  by  the  social  system,  is  basi- 
cally a function  of  the  interpersonal  experiences  of 
his  formative  years  rather  than  of  his  philosophi- 
cal or  political  convictions.  Hopefully,  the  educa- 
tional process  offers  the  opportunity  for  improving 
these  interpersonal  relationships,  but  experience 
has  shown  me  that  many  physicians  do  not  benefit 
in  this  respect.  My  experience  and  research  con- 
firm the  statements  of  Wright,3  president  of  the 
American  Geriatrics  Society,  who  charged: 

With  the  increasing  number  of  older  Americans, 
problems  of  geriatric  medicine  will  become  more 
pressing  whether  we  like  it  or  not.  At  present,  the  re- 
sources to  meet  this  need  are  acutely  inadequate  in  all 
respects — physicians,  nurses,  social  services,  allied 
health  personnel,  management,  facilities,  equipment, 
home  care  programs.  We  are  simply  not  set  up  to 
meet  the  problem  now  or  in  the  future  ....  What 
can  be  done?  A primary  step  is  a change  in  attitude 
on  the  part  of  the  faculties  of  medical  and  nursing 
schools  toward  the  elderly  patient.  Most  of  these 
schools  have  no  programs  designed  either  to  empha- 
size or  explain  special  problems  of  geriatrics.  In  fact, 
they  frequently  deny  that  these  special  problems 
exist.  This  negativistic  attitude  is  widely  reflected  in 
the  attitudes  of  resident  staff  physicians.  It  is  fre- 
quently difficult  to  get  them  interested  in  patients 
over  seventy  years  of  age,  although  such  patients  may 
have  fascinating  medical  problems  .... 

It  is  also  not  unusual  for  physicians  to  respond 
inadequately  to  elderly  patients,  either  consciously 
or,  more  often,  unconsciously.  Some  may  treat  el- 
derly patients  as  if  they  were  infants  or  children 
rather  than  as  mature  and  seasoned  individuals. 
Others  may  react  with  unconscious  fear  or  even 
hostility,  reflecting  their  own  fears  of  aging  and 
the  inevitability  of  death.  As  a result,  elderly  pa- 
tients are  too  often  given  up  unnecessarily  because 
of  their  emotional  and/or  physical  illnesses  with- 
out thorough  investigation  and  evaluation.  Some 
of  these  negative  attitudes  by  practicing  physi- 
cians may  actually  stem  not  only  from  their  own 
self-fears  of  aging  and  death  but  also  as  a reflec- 
tion of  the  attitudes  passed  on  to  them  by  their 
professors  in  medical  schools  who  had  not  been  ex- 
posed to  the  stirring  changes  in  gerontologic  and 
geriatric  research. 


The  physician  must  also  show  proper  concern 
for  the  life  style  and  behavior  of  his  elderly  pa- 
tients because  clues  to  the  patient’s  perception  of 
his  identity  are  given  by  his  life  style  and  behavior. 
Disturbances  in  the  life  style  and  behavior  of  el- 
derly people  call  for  a thorough  investigation  of 
their  causes,  which  may  range  from  mild  mental 
symptoms  such  as  lack  of  certainty,  orderly 
thought,  and  the  power  to  distinguish,  choose,  or 
act  decisively  all  the  way  to  the  more  serious  disor- 
ders of  disorientation  and  inability  to  identify  cor- 
rectly persons,  places,  times,  things,  and  their  rela- 
tionships to  each  other.  Such  mental  changes  in 
the  elderly  may  be  attributed  to  disorders  of  affect 
or  content  and/or  disorders  related  to  acute  or 
chronic  brain  syndromes.  Symptoms  and  signs 
observed  in  elderly  patients  present  interesting  di- 
agnostic problems  which  the  physician  must  unra- 
vel to  prescribe  proper  therapy  for  reversible  caus- 
es, preventive  measures  that  allay  and  prevent  re- 
currences, and  preservative  and  supportive  mea- 
sures for  irreversible  conditions. 

The  need  for  treatment  of  symptomatic  patients 
is  now  well  accepted,  as  is  the  need  to  begin  such 
treatment  early  rather  than  late.  A new  and  ex- 
citing concept  is  the  development  of  future-orient- 
ed psychotherapy  as  a prophylactic  gerontologic 
procedure  in  which  prophylactic  psychotherapy 
and  advice  are  administered  in  the  middle-age 
years  to  prevent  psychologic  decompensation  and 
the  need  for  “blowout  patch  treatment  in  older 
years.”4  This  type  of  therapy  helps  the  patient  to 
view  the  world  of  the  future  as  it  is  likely  to  be 
rather  than  as  he  wishes  it  to  be.  Since  old  age  is 
never  seen  by  a middle-aged  person  as  a positive 
state,  but  rather  as  a negative  introduction  to 
death,  future-oriented  psychotherapy  should  do 
much  to  reduce  the  threat  of  old  age  and  the  phys- 
ical and  psychological  breakdowns  that  develop  as 
a result  of  a person’s  negative  attitude  toward 
aging.  Such  therapy  must  be  built  into  the  aver- 
age physician’s  therapeutic  armamentarium  to 
help  him  deal  with  the  aging  problems  of  his  mid- 
dle-aged and  elderly  patients.  This  is  why,  in  my 
opinion,  it  is  important  to  have  specialists  in  geri- 
atrics and  clinical  gerontology  just  as  there  are 
specialists  in  heart  disease,  cancer,  and  other  cate- 
gorical diseases.  Such  trained  physicians  can  pro- 
vide health-oriented  treatment  for  middle-aged 
and  elderly  patients. 

The  physician’s  attitude  also  influences  the 
highly  significant  decision-making  process  which 
involves  choices  in  diagnosis,  treatment,  delivery 
of  care,  and  eventually  life  and  death  itself. 

The  family 

The  physician  must  also  analyze  and  be  familiar 
with  the  relationship  of  his  older  patients  to  the 
family,  and  be  aware  and  sensitive  to  the  transac- 
tions of  the  family  members.  The  family  relation- 
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ship  can  usually  be  a strong  positive  influence  in 
the  maintenance  of  the  patient’s  identity  and  in 
helping  the  older  person  enjoy  a healthy  old  age. 
The  family  can  supply  the  necessary  strength  and 
resources  to  help  the  older  person  bear  his  burdens 
and  to  age  successfully.  Family  members,  too, 
must  be  helped  to  understand  the  situation  and 
their  role  in  maintaining  the  identity  of  the  older 
patient.  As  Abrams5  pointed  out:  “It  is  these 

members  of  the  family  that  provide  emotional  and 
economic  nourishment  to  the  elderly  and  the  sons 
and  daughters  in  their  sixties  and  seventies  will  be 
providing  such  nourishment  to  their  aged  and 
older  parents.”  Therefore,  the  physician  treating 
the  elderly  person  must  also  provide  advice  to 
members  of  the  family. 

Case  1.  The  case  of  a seventy-six-year-old  patient  il- 
lustrates the  role  of  a physician  in  maintaining  his  pa- 
tient’s identity.  This  patient  originally  consulted  me 
because  of  symptoms  and  signs  of  early  senile  brain  dis- 
ease. For  several  years  he  carried  on  well  at  home  de- 
spite his  difficulty,  depending  on  his  family,  especially 
his  wife,  to  enable  him  to  cope  with  his  gradually  devel- 
oping brain  disease.  Over  these  several  years,  he 
showed  evidence  of  psychological  and  psychiatric  deteri- 
oration with  progressive  rage,  irritability,  and  early  par- 
anoia, punctuated  by  periods  of  improvement.  Tran- 
quilizers, psychotherapy,  and  the  protection  of  his  fami- 
ly and  social  status  enabled  him  to  cope  with  everyday 
living,  although  it  became  quite  evident  as  the  months 
went  by  that  the  frustration,  agitation,  and  explosive 
outbursts  were  becoming  more  frequent,  most  likely  sec- 
ondary to  his  decreasing  physicial  ability  and  intellectu- 
al processes.  Very  often  these  reactions  may  be  deter- 
mined by  the  individual’s  preexisting  personality  pat- 
terns, particularly  by  his  response  to  stress.6  Very  often 
the  family  needed  as  much  reassurance  as  the  patient. 
Eventually  the  confidence  of  the  family  to  cope  with  the 
patient  reached  a low  ebb,  particularly  when  he  began  to 
assault  his  wife  and  to  urinate  and  defecate  involuntari- 
ly, symptoms  which  I also  attributed  to  his  hostilities 
rather  than  to  neurologic  changes.  Recently  the  wife 
and  daughter,  both  beset  by  guilt  feelings,  sought  my 
advice  on  how  to  care  for  him  and  finally  decided  to 
place  him  in  a local  institution.  A week  later  I was 
called  by  the  daughter,  asking  me  to  see  the  patient  in 
consultation  in  this  good  general  hospital.  When  I saw 
him  I was  greatly  surprised  at  his  appearance  and  rapid 
deterioration  since  his  admission  to  the  hospital.  De- 
spite good  medical  and  nursing  attention,  it  was  obvious 
that  he  had  become  depressed  and  tremendously  unhap- 
py at  being  removed  from  his  home  and  his  family.  The 
daughter  and  wife  were  willing  to  go  to  the  trouble  of 
taking  the  patient  back  home,  but  I felt  that  they  would 
be  unable  to  care  for  him  and  that  they  would  do  better 
to  leave  him  in  the  hospital.  I was  able  to  relieve  their 
guilt  feelings  at  leaving  him  there  and  also  to  help  him 
to  adjust  to  his  situation  and  to  getting  used  to  his  new 
environment.  Contributing  to  this  man’s  deterioration 
in  the  hospital  was  the  excellence  of  its  care  and  investi- 
gation which  resulted  in  his  being  shunted  from  one 
floor  to  another  and  from  one  department  to  another  as 
medicine,  neurology,  and  eventually  chronic  care  divi- 
I'lns  became  involved.  Much  attention  was  devoted  to 


his  neurologic  and  medical  complaints,  but  little  to  his 
psyche  and  identity,  which  compounded  his  problems  of 
existence  and  contributed  to  his  depression  and  loneli- 
ness. The  staff  had  not  been  well-trained  enough  to 
cope  with  this  type  of  situation.  The  family  also  at- 
tempted to  stay  with  the  patient  in  the  hospital  as  a 
substitute  for  family  living.  This  proved  difficult  in 
that  the  staff  became  upset  since  the  family  interfered 
with  their  services  to  the  patient. 

Case  2.  In  happy  contrast  to  this  deteriorating  situa- 
tion due  to  threats  to  the  patient’s  identity  by  loss  of  his 
environment  and  family  support  in  the  presence  of  se- 
nile brain  disease,  is  the  case  of  an  eighty-seven-year-old 
man  who  has  long  had  support,  love,  companionship, 
and  care  from  a devoted  wife  and  family.  He  has  been 
able  to  convalesce  successfully  from  a surgically  repaired 
hip  fracture  suffered  when  he  fell  and  from  recurring 
gastrointestinal  hemorrhages.  Frequent  visits  and  pro- 
longed stays  by  his  wife  and  his  positive  relationships 
with  his  physicians  have  enabled  him  to  maintain  his 
identity,  and  he  looks  forward  to  going  home  and  work- 
ing in  his  garden.  His  self-image  is  still  that  of  a useful 
husband  and  head  of  the  family. 

Whether  or  not  such  a patient  maintains  a 
healthy  self-identity,  separation  or  isolation  may 
be  used  in  strengthening  and  inducing  deeper 
sensitivities  and  awareness  of  life.  The  physician 
occupies  a key  role  in  supporting  and  maintaining 
such  identity.  The  emotional  anchorage  of  the 
family  offers  many  assets  to  the  elderly  patient  for 
maintaining  his  identity  and  overcoming  the  exis- 
tential loneliness  that  age  brings. 

Health-care  delivery  system 

The  physician  must  also  serve  as  the  patient’s 
surrogate  in  preserving  his  identity  within  the 
health-care  delivery  system.  It  is  essential  that 
the  older  person  be  kept  at  home  as  long  as  possi- 
ble, making  the  best  use  of  community  services, 
family,  and  other  available  community  resources, 
and  eventually  assessing  the  advantages  and  dis- 
advantages of  the  patient’s  entry  into  a nursing 
home  or  other  facility  in  the  health-care  delivery 
service.  The  physician  must  be  involved  in  the 
decision-making  process  which  determines  when 
the  patient  should  be  admitted  to  an  institution 
and  which  institution  is  best  suited  to  his  patient. 

In  maintaining  the  patient’s  identity  within  the 
health-care  system,  attention  must  also  be  direct- 
ed to  the  fact  that  elderly  people  may  have  to  play 
a sick  role  to  receive  positive  social  rewards. 
Studies  in  New  York  City  have  shown  that  very 
often  the  largest  societal  framework  tells  older 
people  they  can  be  supported  if  they  continue  to 
be  ill,  handicapped,  and  physically  deteriorated. 
This  system  may  cause  the  elderly  to  feel,  think, 
and  act  as  deprived  patients.  Environmental  de- 
privation offers  the  least  benefit  to  older  people. 
Social  isolation  and  other  problems  related  to  the 
health-care  delivery  service  may  be  responsible  for 
loss  of  friendship  and  for  dependency  as  a result  of 
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misdirected  medical  authority  and  bureaucracy. 
The  system  must  provide  for  friendship  and  inti- 
macy and  activity. 

Confinement  in  an  institution  which  does  not 
meet  the  real  psychosocial  needs  of  its  patients 
aggravates  mental  illness  and  may  even  cause 
death.  To  prevent  social  breakdown,  stimulation 
and  meaningful  relationships  and  other  needs  sup- 
porting a patient’s  identity  are  essential.  Atten- 
tion to  these  psychosocial  as  well  as  medical  needs 
is  required,  not  only  in  chronic-care  installations 
but  also  in  general  institutions  to  prevent  mental 
and  physical  deterioration. 


The  herniated  lumbar  disk 

One  of  the  most  common  causes  of  back  and  leg  pain, 
herniation  of  the  lumbar  disk,  is  usually  diagnosed  easi- 
ly by  a history  and  physical  examination.  The  cardinal 
symptoms  of  lumbar  disk  herniation  are  low  back  pain 
and  radicular  leg  pain.  The  pain  is  aggravated  by 
movement  of  the  spine.  Important  physical  signs  in- 
clude postural  deformity,  percussion  tenderness,  Lase- 
gue’s  sign,  muscle  weakness,  sensory  loss,  and  reflex 
changes.  With  a typical  clinical  syndrome,  myelogra- 
phy is  not  always  necessary.  James  V.  Gainer,  Jr., 
M.D.,  and  G.  Robert  Nugent,  M.D.,  discuss  manage- 
ment in  their  paper  in  the  American  Family  Physician 
10:  127  (Sept.)  1974.  A herniated  lumbar  disk  is  first 
treated  with  bed  rest  and  analgesics,  which  often  will  al- 
leviate the  condition  without  other  treatment.  Com- 
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plete  bed  rest  (with  bathroom  privileges)  is  necessary, 
however.  Any  position  which  is  comfortable  to  the  pa- 
tient is  acceptable;  the  semi-Fowler’s  position  is  some- 
times the  best.  The  authors  add  that  traction  probably 
does  very  little  except  make  sure  that  the  patient  stays 
in  bed.  Symptoms  generally  disappear  in  one  or  two 
weeks,  after  which  ambulation  without  working  is  al- 
lowed for  the  week  following.  Those  engaged  in  strenu- 
ous work  may  require  two  to  three  weeks  after  being  on 
bed  rest  before  going  back  to  work.  In  patients  with  no 
compensation  pending,  the  results  of  surgery  are  usually 
good:  about  95  per  cent  will  get  considerable  benefit 

from  the  operation  and  60  per  cent  will  be  completely 
relieved.  The  rest  of  the  patients  will  experience  some 
degree  of  residual  back  pain  or  intermittent  aching  of 
the  legs,  but  this  is  usually  neither  severe  nor  disabling, 
not  interfering  greatly  with  the  patient’s  daily  activities. 
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The  Land  of  the  Free 

didn’t  come  cheap. 


Even  before  we  had  a 
formal  constitution, 
investors  were  asked  to 
buy  over  $27,000,000  in 
securities  to  provide  the 
arms  we  needed.  And  to 
provide  the  money  to 
rebuild. 

That  was  just  the  begin 
ning.  Through  war  and 
peace,  the  good  years  and 
the  bad,  Americans  have 
always  given  freely.  Mil- 
lions invested  their 
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money.  Many  invested 
their  lives. 

We’ve  never  stopped 
fighting  for  freedom.  For 
the  American  way  of  life. 

Today,  over  9v2  million 
Americans  buy  U.S. 
Savings  Bonds  through 
the  Payroll  Savings  Plan. 

Maybe  you  should 
consider  your  interest  and 
take  stock  in  America. 

It  isn’t  cheap,  but  there’s 
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needed,  Bonds  can  be  cashed  at  your  bank.  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption. 
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Pulmonary  edema  as  a direct  consequence  of 
grand-mal  seizures  has  been  infrequently  de- 
scribed in  the  English  literature.  We  describe  2 
patients  who  had  acute  pulmonary  edema  fol- 
lowing grand-mal  convulsions. 

Case  reports 

Case  1.  A thirty-eight-year-old  Dominican 
woman  developed  grand-mal  epilepsy  at  age  fif- 
teen following  head  trauma,  which  required  a cra- 
niotomy for  evacuation  of  an  intracranial  hemato- 
ma. Since  that  time  she  had  been  taking  300  mg. 
of  diphenylhydantoin  (Dilantin)  daily  and  30  mg. 
of  phenobarbital  (Luminal)  three  times  daily. 
She  denied  the  use  of  other  drugs,  medication, 
narcotics,  or  alcohol. 

In  June,  1969,  she  was  admitted  to  another  hos- 
pital for  cough,  dyspnea,  and  hemoptysis  following 
two  grand-mal  seizures.  She  had  tachypnea  and 
fever  and  a pulse  rate  of  116  (Table  I).  Findings 
on  cardiac  and  neurologic  examinations  were  de- 
scribed as  normal,  and  right  posterior  basilar  rales 
were  audible.  Her  WBC  (white  blood  count),  spu- 
tum, and  antibiotic  treatment  are  recorded  in 
Table  I.  The  patient  became  afebrile  on  the  sec- 
ond hospital  day.  Pulmonary  angiography 
showed  no  evidence  of  emboli.  She  was  dis- 
charged, asymptomatic,  after  ten  days  with  the  di- 
agnosis of  probable  viral  pneumonia. 

At  that  time  a history  of  an  almost  identical  ad- 
mission to  the  aforementioned  hospital  for  cough, 
dyspnea,  and  hemoptysis  following  several  seizures 
in  1967  was  elicited,  but  the  records  were  unavail- 
able. 


On  February  9,  1971,  the  patient  was  admitted 
to  Morrisania  City  Hospital  because  of  fever, 
cough,  chest  pain,  and  dyspnea  following  3 grand- 
mal  seizures  (Table  I).  Cardiac  and  neurologic  ex- 
amination findings  were  normal,  as  they  were  on 
all  subsequent  admissions,  and  her  lungs  were 
clear  to  auscultation.  Admission  chest  x-ray  films 
showed  bilateral  alveolar  infiltrates  (Fig.  1A). 
Her  clinical  improvement  was  dramatic,  with 
clearing  of  her  x-ray  film  by  February  14,  1971 
(Fig.  IB). 

On  April  30,  1971,  she  was  readmitted  with 
cough,  dyspnea,  and  hemoptysis  following  6 con- 
vulsions. On  examination  of  her  lungs,  bilateral 
diffuse  rhonchi  and  rales  were  present.  A lumbar 
puncture  demonstrated  an  opening  pressure  of  20 
cm.  of  CSF  (cerebrospinal  fluid)  and  a CSF  pro- 
tein of  27  ml.  On  the  second  hospital  day,  she  was 
afebrile  and  asymptomatic,  and  the  antibiotic  was 
discontinued.  An  intermediate  strength  PPD 
(purified  protein  derivative)  result  was  negative. 

On  June  1,  1972,  following  several  grand-mal 
seizures,  she  was  admitted  with  cough  and  fever. 
Moist  rales  were  audible  halfway  up  both  posterior 
lung  fields.  Photos  of  her  x-rays  on  admission  and 
two  days  later  are  reproduced  (Figs.  2 and  3).  She 
became  asymptomatic  within  forty-eight  hours 
and  was  discharged  on  the  fourth  hospital  day. 
Peripheral  venous  pressure  on  the  second  hospital 
day  was  10  cm.  of  saline. 

On  June  20,  1972,  following  one  or  more  grand- 
mal  seizures,  she  appeared  in  her  usual  manner, 
but  with  an  x-ray  pattern  of  unilateral  pulmonary 
edema.  Physical  examination  demonstrated  bi- 
lateral wheezes,  and  rhonchi  and  rales  were  heard 
over  the  left  lower  lung  field  posteriorly.  A sodi- 
um dehydrocholate  (Decholin)  circulation  time 
(arm-tongue)  was  seven  seconds,  and  a peripheral 
venous  pressure  was  10.5  cm.  of  saline.  On  June 
22,  1972,  her  vital  capacity  was  76  per  cent  of  pre- 
dicted, FEVi  (first  forced  expiratory  volume)  was 
89  per  cent,  FEV3  was  98  per  cent,  and  her  maxi- 
mum breathing  capacity  was  100  per  cent  of  pre- 
dicted. She  was  treated  only  with  nasal  oxygen 
with  clearing  of  her  x-ray  film  and  symptoms  and 
was  discharged  on  the  third  hospital  day.  She  did 
not  return  for  repeat  pulmonary  function  studies. 

On  August  13,  1972,  an  identical  sequence  un- 
folded, with  clearing  of  all  symptoms  and  her  x-ray 
films  within  two  and  one-half  days  on  oxygen  ther- 
apy. 
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TABLE  I.  Summary 


Admission 

Number 

Number  of 
Seizures 

X-ray  Findings 

Time  to 
Clear  X-ray 

WBC 
(per  mm.3) 

Polymor- 

phonucle- 

otides 

(Per 

Cent) 

Stab 

(Per 

Cent) 

Case  1 

1 (6/69) 

2 

Bilateral  alveolar 
infiltrates 

1 week 

11,000 

80 

7 

2 (2/71) 

3 

Bilateral  alveolar 
infiltrates  (Fig.  1) 

5 days 
(Fig.  IB) 

13,600 

84 

10 

3 (4/71) 

6 

Bilateral  upper- 
lobe  infiltrates 

36  hours 

11,700 

4 (6/1/72) 

Several 

Bilateral  alveolar 
infiltrates  (Fig.  2) 

2 days 
(Fig.  3) 

12,900 

81 

11 

5 (6/20/72) 

1 

Pulmonary  edema 
(left) 

2 days 

5,600 

74 

2 

6 (8/13/72) 

4 

Bilateral  alveolar 
infiltrates 

52  hours 

12,700 

80 

4 

Case  2 

1 (11/20/72) 

3 

Bilateral  alveolar 
infiltrates 

72  hours 

29,000 

71 

15 

* pH  = Hydrogen  ion  concentration, 
t pC©2  — Carbon  dioxide  pressure. 

**  pC>2  = Oxygen  pressure. 


All  of  this  patient’s  grand-mal  seizures  that  we 
can  document  have  occurred  following  her  own  de- 
crease or  discontinuation  of  the  anticonvulsant 
medications. 


Case  2.  A twenty-nine-year-old  man  with  a 


history  of  grand-mal  seizures  for  more  than  ten 
years  was  treated  with  diphenylhydantoin,  300  mg. 
per  day.  One  year  prior  to  admission  a lumbar 
puncture,  electroencephalogram,  and  brain  scan 
were  done  at  another  hospital  with  negative  re- 
sults. He  had  been  experiencing  2 to  3 seizures 
per  month,  but  on  the  morning  of  admission  he 
had  3 seizures  in  rapid  sequence,  which  was  urn 
usual  for  him.  He  had  no  history  of  alcoholism, 
narcotic  use,  or  heart  disease. 

On  November  20,  1972,  he  appeared  at  another 
hospital  following  his  3 seizures  with  fever,  normal 


FIGURE  1.  (A)  Chest  x-ray  photograph  on  February  9, 

1971,  demonstrating  bilateral  infiltrates,  greater  on  left 
than  on  right  and  normal  cardiac  silhouette.  (B)  Chest 
x-ray  photograph  on  February  14,  1971,  demonstrating 
marked  clearing  of  infiltrates. 
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of  case  histories 


Admission 

Number 

Temper- 

ature 

(°F.) 

Respira- 
tions per 
minute 

Arterial  Blood  Gases 
pH*pCCMp02**  (mm.  Hg) 

Sputum  Culture 

Antibiotics 

Case  1 

1 (6/69) 

101 

32 

No  pathogens;  Smear: 
Gram-  + 

Penicillin 

2 (2/71) 

101.6 

28 

Normal  mouth  flora; 
Smear:  Gram-  -f- 
Diplococci 

Penicillin 

3 (4/7L) 

102 

28 

No  pathogens;  Smear: 
Gram-  + Cocci 

Nafcillin 

(Unipen) 

4 (6/1/72) 

101.2 

28 

7.47  34  46  Room  air 
7.40  41  112  Nasal  oxygen 

Normal  mouth  flora; 
Smear:  Gram-  + 
Diplococci 

Penicillin 

5 (6/20/72) 

100 

36 

7.47  37  101  Nasal  oxygen 

No 

6 (8/13/72) 

101 

40 

7.47  33  38  Room  air 

7.50  22  75  40  per  cent 
oxygen 

No 

Case  2 

1 (11/20/72) 

101 

40 

7.4  39  60  Room  air 

No  pathogens 

No 

vital  signs,  leukocytosis,  and  an  x-ray  film  demon- 
strating “bilateral  pneumonic  infiltrates.”  His 
physical  examination  findings  were  normal  except 
for  a few  bilateral  rhonchi.  He  was  transferred  to 
Morrisania  City  Hospital  with  the  diagnosis  of 
“bronchopneumonia.” 

At  the  time  of  admission  he  was  alert  with  a few 
bilateral  rhonchi.  He  had  no  respiratory  distress 
or  cough.  His  temperature  rapidly  fell  to  normal, 
and  he  was  tachypneic  (Table  I).  Sputum,  WBC, 
arterial  blood  gases,  and  chest  x-ray  film  results 
are  recorded  on  Table  I.  His  hematocrit  was  47, 
blood  urea  nitrogen,  blood  sugar,  and  electrolytes 
were  all  normal. 

The  patient  felt  well,  remained  afebrile,  and  no 


FIGURE  2.  Roentgenograms  on  June  1,  1972  demon- 
strating bilateral  alveolar  infiltrates,  greater  on  right  than 
on  left.  (A)  Posteroanterior  roentgenogram.  (B)  Lateral 
roentgenogram. 


abnormal  physical  findings  developed.  His  WBC 
fell  to  10,400,  and  by  the  second  hospital  day  his 
chest  x-ray  films  showed  marked  clearing  of  the  al- 
veolar infiltrates.  His  only  treatment  consisted  of 
phenobarbitol,  diphenylhydantoin,  and  nasal  oxy- 
gen. 

Because  of  the  previous  experience  with  Case  1, 
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FIGURE  3.  Roentgenograms  on  June  3,  1972,  show  com- 
plete clearing  of  infiltrates.  (A)  Posteroanterior  roentgen- 
ogram. (B)  lateral  roentgenogram. 


the  diagnosis  of  postictal  pulmonary  edema  was 
entertained  early  in  this  patient’s  course. 

Comment 

In  1908,  Shanahan1  reported  11  patients  with 
the  clinical  syndrome  of  pulmonary  edema  fol- 
lowing epileptic  seizures.  Two  years  later  Ohl- 
macher2  reported  on  a larger  group  but  detailed 
only  5 case  histories.  Recently,  a series  of  case  re- 
ports have  again  called  attention  to  the  entity  of 
postictal  pulmonary  edema.3-7  Bonbrest,3  in  ad- 
dition, reviews  the  non-English-language  litera- 
ture on  the  topic.  Some  of  the  characteristics  of 
these  patients  are  summarized  in  Table  II. 

Our  patients  illustrate  many  of  the  features  of 
postictal  pulmonary  edema.  It  tends  to  occur 
after  multiple  seizures.  Repeated  episodes  in  the 
same  patient  are  common.  The  chest  x-ray  film 


may  show  the  classic  “butterfly  pattern”  or  may 
involve  primarily  the  upper  lobes.  Fever  and  leu- 
kocytosis are  very  common  and  may  lead  to  treat- 
ment with  antibiotics  for  “aspiration  pneumonia.” 
Resolution  of  the  symptoms,  clearing  of  the  chest 
x-ray  films,  and  the  physical  findings  of  pulmo- 
nary edema  are  rapid,  usually  within  twenty-four 
to  seventy-two  hours. 

Following  5 documented  episodes  with  rapid 
clearing  of  symptoms  and  the  x-ray  films,  plus  the 


TABLE  II. 

Summary  of  past  and  present  case  reports. 

Reference 

Number 
of  Cases 

Multiple 

Seizures 

Fever 

Multiple 

Episodes 

WBC 

X-Ray 

Miscellaneous 

Shanahan1 

11 

8 

8 

4 of  7 

5 died 

Ohlmacher2 

5 

3 

1 of  2 

All  5 died 

Bonbrest3 

1 

No 

No 

No 

NR* 

PEf 

Huff  and  Fred  ' 

Case  1 

Yes 

No 

No 

NL** 

ULPE  ft 

Pituitary  tumor;  died 

Huff  and  Fred4 

Case  2 

Unknown 

Yes 

No 

Elevated 

PE 

Given  antibiotics 

Bloom1' 

1 

No 

No 

Yes 

NL 

PE 

Digoxin,  diuretics 

Chang  and  Smith6 

Case  1 

No 

NR 

No 

NR 

ULPE 

Subarachnoid  hemor- 
rhage 

Chang  and  Smith6 

Case  2 

Yes 

NR 

Yes 

NR 

Frontal  lobe  tumor 

Amigable  and 
Farhoudi7 

1 

Yes 

Yes 

Yes 

Elevated 

ULPE 

Antibiotics 

Present  case 
report 

Case  1 

Yes 

Yes 

Yes 

Elevated 

Bilateral 
Unilateral 
PE  & ULPE 

Antibiotics  X4;  oxy- 
gen 

Present  case 
report 

Case  2 

Yes 

Yes 

No 

Elevated 

Bilateral 

PE 

Nasal  oxygen 

NR  = Not  recorded, 
t PE  Pulmonary  edema. 

**  NL  = Normal. 

f t ULPE  Upper  lobe  pulmonary  edema. 
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report  of  two  earlier  admissions  at  another  hospi- 
tal with  a similar  course,  there  seems  to  be  little 
doubt  that  each  episode  our  first  patient  experi- 
enced was  pulmonary  edema  and  not  pneumonia. 
It  is  quite  likely  that  episodes  of  postictal  pulmo- 
nary edema  have  been  called  aspiration  pneumo- 
nia in  the  past.  This  is  especially  so  when  leuko- 
cytosis and  fever  complicate  the  picture  as  they 
frequently  do.  This  constellation  may  necessitate 
treatment  for  both  entities. 

The  cause  of  postictal  pulmonary  edema  is  spec- 
ulative at  best.  Most  authors  consider  it  a variant 
of  the  pulmonary  edema  seen  with  intracranial  le- 
sions. When  pulmonary  edema  occurs  in  associa- 
tion with  intracranial  lesions,  it  is  usually  attrib- 
uted to  a marked  increase  in  intracranial  pres- 
sure.8 There  is  no  evidence  for  this  thesis,  except 
the  few  reports  of  patients  with  the  association  of 
intracranial  tumors,  seizures,  and  pulmonary 
edema.4’6  Ducker8  reported  11  such  patients,  only 
1 of  whom  had  a grand-mal  seizure.  A plausible 
alternate  hypothesis  is  that  hypoxia  occurring  dur- 
ing the  course  of  multiple  grand-mal  seizures  plays 
a causal  role  in  the  genesis  of  the  pulmonary 
edema.  This  explanation  has  been  suggested  as 
etiologic  in  the  epidemic  of  heroin-induced  pulmo- 
nary edema  seen  at  our  hospital  in  recent  years.9 
However,  the  recurrence  of  pulmonary  edema  in 
the  same  patient  on  multiple  occasions  suggests 
something  unique  about  the  subject.  Whether  it 
is  a central  or  autonomic  nervous  system  factor  or 
a peculiarity  of  the  patient’s  pulmonary  response 
is  unknown,  but  it  provides  the  basis  for  further 
study. 

Our  second  patient,  Case  2,  while  not  providing 
as  clear  a picture  as  Case  1,  nevertheless  fulfills 
the  criteria  we  have  detailed  to  diagnose  postictal 
pulmonary  edema.  His  importance  lies  in  the  fact 
that  had  we  not  had  the  experience  and  informa- 
tion provided  by  Case  1,  we  would  probably  not 


Office  management  of  patients 
with  urticaria 

Management  of  urticaria  consists  of  elimination  of  of- 
fending agents;  elimination  of  infection  or  infestation; 
proper  environmental  control;  selective  hyposensitizat- 
ion for  unavoidable  allergens;  exploration  of  emotional 
problems;  and  symptomatic  drug  therapy.  In  this  study 
of  215  consecutive  unselected  patients  over  a two-year 


have  considered  this  entity  in  the  differential  diag- 
nosis. 

Summary 

Two  patients  with  pulmonary  edema  following 
grand-mal  convulsions  are  described.  The  entity 
is  not  unknown  but  is  infrequently  recognized.  As 
a result,  considerable  confusion  with  viral  pneu- 
monia or  aspiration  pneumonia  occurs  as  evi- 
denced by  the  early  admissions  of  our  first  patient, 
the  early  diagnosis  in  Case  2,  and  the  patients  re- 
corded in  the  literature.  The  pulmonary  edema 
usually  occurs  after  a series  of  seizures,  tends  to  be 
recurrent,  is  often  associated  with  fever  and  leuco- 
cytosis,  and  may  be  bilateral,  unilateral,  or  re- 
stricted to  the  upper  lobes.  A cardinal  feature  is 
the  rapidity  with  which  the  symptoms,  signs,  and 
x-ray  film  findings  regress  with  oxygen  therapy, 
regardless  of  whether  or  not  antibiotics,  digitalis, 
or  diuretics  are  used. 
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Neisseria  mucosa,  a normal  inhabitant  of  the  oral 
mucous  membranes,  has  never  been  convincingly 
demonstrated  to  be  a pathogen  in  man.  The  case 
presented  here  describes  N.  mucosa  as  the  etiolog- 
ic  agent  of  cellulitis  in  a patient  receiving  immuno- 
suppressive therapy. 

Case  report 

The  patient,  a thirty-three-year-old  female  with 
a fourteen-year  history  of  systemic  lupus  erythem- 
atosus, developed  peripheral  edema  six  months 
prior  to  admission.  A diagnosis  of  lupus  nephritis 
was  made,  and  prednisone,  60  mg.  daily,  and  cyclo- 
phosphamide (Cytoxan),  100  mg.  daily,  therapy 
was  initiated.  Two  weeks  prior  to  hospital  admis- 
sion, the  patient  struck  the  dorsum  of  her  left  foot, 
with  subsequent  drainage  of  clear  fluid  from  this 
site  for  one  day;  two  days  prior  to  admission,  pain 
and  erythema  of  the  foot  developed.  Physical  ex- 
amination revealed  an  afebrile  patient  with  a rash 
in  the  malar  distribution  and  moderate  pitting 
edema  of  the  lower  extremities.  There  was  an 
abrasion  with  eschar  formation  on  the  dorsum  of 
the  left  foot  and  erythema  in  this  area,  extending 
to  the  ankle.  The  foot  was  warm  and  extremely 
tender  with  limitation  of  lateral  motion  due  to 
pain. 

On  admission,  the  hemoglobin  was  9.9  Gm.  per 
100  ml.,  with  a hematocrit  of  30.  The  initial  white 
blood  cell  count  was  4,000,  w'ith  a differential  of  82 
: per  cent  neutrophils,  8 per  cent  bands,  6 per  cent 

lymphocytes,  and  4 per  cent  monocytes.  The 
white  blood  cell  count  fell  to  2,500  during  the  first 
week  of  hospitalization,  but  rose  to  7,000  during 
the  second  week,  and  stabilized  at  that  level.  Uri- 
nalysis revealed  4 plus  proteinuria,  with  10  to  15 
erythrocytes  per  high-power  field,  but  no  leuko- 


cytes. Abnormal  blood  values  included  a blood 
urea  nitrogen  level  of  36  mg.  per  100  ml.,  with  a 
creatinine  level  of  0.8  mg.  per  100  ml.,  total  protein 
of  4.1  mg.  per  100  ml.,  with  an  albumin  level  of  1.4 
Gm.  per  100  ml.  and  a cholesterol  level  of  445  mg. 
per  100  ml.  X-ray  films  of  the  left  foot  showed  no 
evidence  of  osteomyelitis. 

On  admission,  the  left  foot  was  cleaned  with  po- 
vidone-iodine (Betadine)  solution,  and  0.5  ml.  of 
sterile  water  was  injected  subcutaneously  and  im- 
mediately withdrawn;  0.1  ml.  of  the  fluid  was  ob- 
tained. A gram  stain  of  the  fluid  showed  a few 
leukocytes,  some  with  intracellular  gram-positive 
cocci  in  pairs  and  clumps.  Therapy  was  initiated 
with  lincomycin  hydrochloride  monohydrate,  600 
mg.  intramuscularly,  every  eight  hours.  Culture 
of  the  fluid  yielded  a light  growth  of  staphylococ- 
cus epidermidis;  3 blood  cultures  were  negative. 
A culture  taken  from  the  oropharynx  grew  Neis- 
seria species,  type  undetermined,  alpha-hemolytic 
streptococcus,  and  a small  number  of  Candida  al- 
bicans. The  patient  showed  symptomatic  im- 
provement over  the  next  few  days,  but  the  foot  re- 
mained erythematous  and  tender.  Fluid  was 
again  aspirated  from  the  foot  one  week  after  ad- 
mission, the  gram  stain  of  which  showed  sheets  of 
leukocytes  and  occasional  gram-positive  cocci, 
singly  and  in  pairs.  The  cultures,  however,  grew 

N.  mucosa,  and  reexamination  of  the  gram  stain 
revealed  a few  gram-negative  cocci  in  pairs  not  ob- 
served on  the  initial  inspection.  The  N.  mucosa 
was  resistant  to  lincomycin  hydrochloride  mono- 
hydrate, and  therapy  was  switched  to  aqueous 
penicillin,  1 million  units  intravenously,  every  six 
hours.  The  patient  again  showed  little  objective 
improvement  and  on  the  fourteenth  hospital  day, 
10  cc.  of  pus  were  drained  from  the  foot;  a culture 
again  yielded  N.  mucosa  which  was  inhibited  by 

O. 78  micrograms  per  milliliter  of  penicillin. 
Serum  bactericidal  levels  one  hour  after  a dose  of 
penicillin  were  1:8.  Following  drainage,  the  foot 
showed  marked  improvement,  all  subsequent  cul- 
tures were  sterile,  and  antibiotics  were  discontin- 
ued on  the  twenty-second  hospital  day.  The  iden- 
tity of  the  organism  as  N.  mucosa  was  subsequent- 
ly confirmed  by  the  Center  for  Disease  Control  in 
Atlanta,  Georgia.* 

Comment 

Classification  of  the  organism  N.  mucosa  as  well 
as  some  of  the  other  saprophytic  Neisseria  species, 
that  is,  Neisseria  catarrhalis,  Neisseria  flava,  and 
Neisseria  sicca,  has  been  disputed.  Wilson  and 
Smith1  felt  that  the  difference  in  fermentation 
reaction  and  the  appearance  of  the  colonies  were 
insufficient  to  divide  them  into  separate  species, 
and  they  suggested  that  they  all  be  included  under 
the  heading  of  Neisseria  pharyngis.  More  current 

* Kindly  performed  by  Robert  E.  Weaver,  M.D.,  Bacteriolo- 
gy Section,  Microbiology  Branch,  Center  for  Disease  Control. 
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trends,  however,  tend  to  classify  N.  mucosa  as  a 
separate  species  on  the  basis  of  its  biochemical 
reactions.2,3 

N.  mucosa  forms  a mucinous  colony  and  micro- 
scopically consists  of  small  gram-negative  diplo- 
and  tetracocci  surrounded  by  true  capsules.  It 
ferments  glucose,  sucrose,  and  maltose  with  the 
production  of  acid  and  forms  both  catalase  and  ox- 
idase.4 It  shows  moderate  growth  on  infusion 
slant  and  in  nutrient  broth  and  grows  maximally 
at  37°C.2  It  is  the  only  Neisseria  species  that  re- 
duces nitrates  to  elemental  nitrogen  and  ferments 
glucose  anaerobically.4 

The  pathogenicity  of  this  organism  has  been 
questioned.  Intraperitoneal  injection  in  mice 
leads  to  death  in  twenty-four  to  forty-eight  hours 
with  production  of  hemorrhagic  inflammation  and 
fibrinopurulent  exudate.4  Berger  and  Miersch5 
isolated  N.  mucosa  from  the  oropharynx  of  48  of 
100  healthy  subjects  and  concluded  that  it  must  be 
considered  a normal  inhabitant.  A report  by 
Veron,  Thibault,  and  Second3  is  the  only  article 
that  postulates  N.  mucosa  as  a pathogen.  These 
authors  describe  5 instances  in  which  N.  mucosa 
was  isolated  from  patients  with  disease  processes, 
including  sputum  from  a case  of  acute  pulmonary 
disease,  from  infected  tonsils,  from  the  pharynx  in 
a case  of  chronic  rhinopharyngitis,  from  sputum  in 
a case  of  chronic  bronchitis,  and  from  the  cerebro- 
spinal fluid  from  a patient  with  meningitis  secon- 
dary to  a fracture  of  the  petrous  bone.  However, 
these  cases  are  not  well  documented  and  in  no  case 
is  it  clear  that  N.  mucosa  served  as  a pathogen. 

Conclusion 

In  the  present  case,  N.  mucosa  was  the  infecting 
agent  in  a patient  receiving  immunosuppressive 
drugs.  It  was  the  sole  organism  isolated  twice 
from  purulent  material  from  an  area  of  cellulitis. 


Shock  lung 

Paul  M.  .James,  .Jr.,  M.D.,  in  International  Surgery 
58:  308  (May)  1973,  after  discussing  the  clinical  picture 
and  diagnosis  of  shock  lung,  explains  the  basic  items  of 
treatment,  noting  that  use  of  positive  and  expiratory 
pressure,  large  doses  of  diuretics  and  steroids  in  con- 
nction  with  albumin  and  careful  fluid  balance  mainte- 


The disturbing  fact  in  this  case  is  that  N.  mucosa 
was  not  isolated  on  the  initial  attempt  at  aspira- 
tion. It  is  certainly  possible  that  the  S.  epidermi- 
dis  cultured  initially  could  have  been  a contami- 
nant from  the  skin.  It  is  also  conceivable  that  S. 
epidermidis  was  the  initial  pathogen,  was  eradicat- 
ed by  the  lincomycin  hydrochloride  monohydrate 
therapy,  and  that  N.  mucosa  was  inadvertently  in- 
troduced into  the  area  either  from  the  patient  or 
from  the  physicians  involved,  and  served  as  a sec- 
ond pathogenic  organism.  However,  since  the 
area  of  cellulitis  showed  little  improvement  with 
the  lincomycin  hydrochloride  monohydrate  thera- 
py, to  which  the  N.  mucosa  was  resistant,  but  re- 
sponded to  a combination  of  penicillin  and  surgi- 
cal drainage,  it  seems  most  likely  that  the  N.  mu- 
cosa was  the  primary  pathogen  in  this  patient. 
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nance  are  relatively  new.  Their  use  along  with  standard 
methods  of  fluid  restriction,  antibiotics,  and  careful  bal- 
ancing of  crystalloid  and  colloid  infusions  have  reduced 
mortality.  No  single  modality  is  enough.  A combina- 
tion of  those  listed  can  be  life  saving.  The  patient 
should  be  put  in  a high  semi-Fowler  position  and  turned 
frequently. 
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zures.1  A number  of  different  fractures  and  dislo- 
cations have  been  described  by  many  authors  fol- 
lowing convulsive  seizures  and  therapy,  but  central 
fracture  dislocation  of  the  acetabulum  has  been 
rarely  mentioned.  The  most  recent  case  reported 
by  Moore,  Hill,  and  Harvey2  seems  to  be  the  only 
one  in  orthopedic  literature  in  the  past  several 
years. 

Case  report 

This  is  the  case  history  of  a twenty-nine-year- 
old  white  female  who  was  admitted  to  the  Olean 
General  Hospital  in  April,  1970,  for  a mass  in  the 
left  breast.  A radical  mastectomy  along  with  axil- 
lary node  dissection  was  carried  out  for  what 
turned  out  to  be  an  undifferentiated  adenocarci- 
noma of  the  breast.  The  patient  did  fairly  well 
subsequently  for  several  months  until  she  devel- 
oped pain  in  the  back;  x-ray  film  studies  revealed 
metastatic  lesions  in  the  spine  and  several  en- 
larged supraclavicular  lymph  nodes.  Biopsy  of  a 
supraclavicular  lymph  node  and  a bilateral  oopho- 
rectomy and  adrenalectomy  were  performed  some 


FIGURE  1.  (A)  Proximal  femur  and  hip  joint  showing  osteolytic  areas  in  femoral  neck.  (B)  Immediate  postoperative  film 

with  Jewett  nail  and  plate  in  situ. 
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eleven  months  after  the  initial  surgery.  Several 
months  after  this,  in  October,  1971,  the  patient 
began  to  complain  of  pain  in  the  right  hip  joint. 
X-ray  films  demonstrated  an  osteolytic  lesion  in 
the  neck  of  the  right  femur  (Fig.  1A).  A Jewett- 
blade  plate  was  used  to  transfix  the  lesion  with 
considerable  relief  of  symptoms  (Fig.  IB).  At  the 
same  time,  irradiation  was  also  given  to  the  hip 
joint.  Subsequent  to  this,  the  patient  experienced 
multiple  aches  and  pains  and  demonstrated  pro- 
gressive metastases  in  other  bones,  the  distal 
femur,  proximal  tibia,  pelvis,  and  so  forth.  The 
patient  was  treated  with  5-fluorouracil,  obtained 
some  relief,  and  was  ambulatory.  In  June,  1972,  it 
was  found  that  the  patient  was  beginning  to  show 
signs  of  disorientation  and  confusion;  epileptic  sei- 
zures of  a mild  nature  were  described.  Conse- 
quently she  was  hospitalized  and  a neurosurgical 
consultation  was  obtained;  the  consultant  conclud- 
ed that  the  patient  had  developed  metastasis  to 
the  brain.  Shortly  after  admission,  the  patient 
had  a violent  convulsive  seizure  and  began  to  com- 
plain of  severe  pain  in  the  right  hip  joint. 

Examination  revealed  shortening  of  the  right 
lower  extremity,  as  compared  with  the  left  extrem- 
ity. All  motions  in  the  right  hip  joint  were  gener- 
ally painful,  and  there  was  muscular  tenderness  of 
the  thigh;  there  were  no  bruises  or  ecchymoses. 
Portable  x-ray  films  of  the  pelvis  revealed  a cen- 
tral acetabular  fracture  dislocation  of  the  right  hip 
joint  (Fig.  2).  The  bone  around  the  hip  joint  was 
noted  to  have  multiple  osteolytic  lesions,  probably 
a metastatic  tumor  from  the  breast.  A pin  was 
placed  in  her  right  tibial  tubercle  and  traction  was 
instituted.  The  patient  already  had  a Jewett- 
blade  plate  in  place,  and  so  trochanteric  traction 
was  not  feasible.  Because  of  the  patient’s  poor 
general  condition,  no  further  manipulation  was  at- 
tempted. The  patient  seemed  to  tolerate  the  ini- 
tial traction  well;  increasing  amounts  of  weight 
were  placed,  but  complete  reduction  of  the  hip 
joint  never  occurred.  This  is  not  unexpected  be- 
cause we  suspect  that  the  femoral  neck  was  im- 
pacted against  the  acetabulum  and  locked  in  such 
a manner  that  only  manipulation  in  flexion  and 
rotation  under  anesthesia  would  allow  reduction. 
Her  general  condition  precluded  anesthesia  of  any 
type.  The  patient  expired  shortly  after.  Autopsy 
findings  confirmed  that  metastatic  lesions  were 
present  in  the  hip  and  pelvis. 


Comment 

A review  of  the  literature  for  orthopedic  condi- 
tions after  convulsive  therapy  failed  to  reveal  any 
reference  other  than  the  one  mentioned  previously 
of  a fracture  dislocation  of  the  hip  joint,  with  pro- 
trusion of  the  acetabulum  followed  by  an  epileptic 
seizure.2  In  this  modern  age,  when  automobiles 
nd  high-speed  trauma  are  common,  one  tends  to 


FIGURE  2.  Central  fracture  dislocation  of  hip  joint  after 
convulsive  seizure. 


see  more  and  more  fracture  dislocations  of  the  hip 
joint.3-9  The  mechanism  of  injury  in  most  cases  is 
a severe  blow  over  the  greater  trochanter,  forcing 
the  femoral  head  through  the  inner  wall  of  the  ace- 
tabulum. It  is  more  common  to  see  posterior  dis- 
locations of  the  hip  joint  following  automobile  ac- 
cidents than  to  see  central  fracture  dislocations 
due  to  direct  trauma  in  the  axial  line  of  an  extend- 
ed tight  extremity  in  a head-on  collision.  Pearson 
and  Hergarden10  reported  an  example  of  fracture 
of  the  pelvis  following  electroconvulsive  therapy, 
but  no  details  of  this  patient’s  age  or  metabolic 
status  were  given.  Similar  unilateral  acetabular 
fractures,  following  pentylenetetrazol  (Metrazol)- 
induced  convulsions,  have  been  reported  by 
Hamsa  and  Bennett11;  their  patients  showed  de- 
creased serum  phosphorus  levels.  One  patient 
who  had  limitation  of  motion  of  both  hips  and 
multiple  joint  pains,  where  there  was  arthrokatad- 
ysis,  bilaterally,  presumably  after  shock  therapy, 
was  reported  by  Haynes.12  Acetabular  fractures 
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following  seizures  have  also  been  seen  secondary  to 
low  serum  calcium  and  magnesium  levels  after 
parathyroidectomy,  as  reported  by  Davies  and 
Friedman.13  The  case  of  Moore,  Hill,  and  Har- 
vey,2 in  which  a central  fracture  dislocation  of  the 
hip  followed  convulsive  seizure,  is  the  only  one  in 
which  any  detail  of  the  metabolic  and  physical  sta- 
tus of  the  patient  was  given.  Their  patient  was 
admitted  with  Dupuytren’s  contracture  and  a pre- 
vious history  of  convulsive  disorder;  he  underwent 
a convulsive  seizure  when  admitted  for  surgery  of 
the  hand.  In  that  case,  the  patient  had  a basically 
normal  metabolic  status,  and  there  was  a very 
clear-cut  indication  that  the  patient’s  fracture  dis- 
location was  sustained  by  forceful  muscle  contrac- 
tion. 

In  the  case  described  here,  the  patient  was 
known  to  have  poor  bone  structure  with  multiple 
osteolytic  lesions  secondary  to  metastatic  bone 
disease.  She  was  anemic,  the  alkaline  phospha- 
tase level  was  high,  but  the  serum  calcium  and 
phosphorus  levels  were  basically  normal. 

Summary 

The  case  reported  is  that  of  a twenty-nine-year- 
old  white  female  who  was  admitted  for  disorienta- 
tion and  confusion,  and  sustained  a central  frac- 
ture dislocation  of  the  hip  joint  secondary  to  a 


Hyperthyroidism  during  pregnancy 

A review  of  twelve  years’  experience  at  the  University 
of  Oklahoma  Health  Services  Center,  Oklahoma  City,  by 
Richard  J.  Worley,  M.D..  and  Warren  M.  Crosby,  M.D., 
in  American  -Journal  of  Obstetrics  & Gynecology  1 19: 
150  (May  1 5)_  1974,  shows  a clear  advantage  for  the  non- 
surgical  management  of  the  pregnant  woman  with  hy- 


grand-mal seizure.  The  patient  was  ambulatory 
until  shortly  before  admission. 
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perthyroidism.  Studied  were  19  women  with  20 
pregnancies.  Those  women  managed  with  antithyroid 
therapy  had  a successful  pregnancy  outcome  of  70  per 
cent  of  the  time,  while  28  per  cent  of  those  surgically 
treated  had  a successful  pregnancy  outcome  and  were 
free  of  surgical  complications.  Three  patients  had  no 
treatment. 
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Recently,  Nussbaum  and  Haselkorn1  recorded, 
in  this  Journal,  the  first  published  occurrence  of  a 
granular-cell  myoblastoma  in  a salivary  gland. 
Another  parenchymal  organ  in  which  this  tumor 
does  not  seem  to  have  been  observed  before  is  the 
pancreas.  A short  report  of  a pertinent  case  may 
therefore  be  warranted. 

Case  report 

The  patient  was  a twenty-nine-year-old  black 
male  who  had  been  hospitalized  with  chronic  alco- 
holism and  fatty  metamorphosis  of  the  liver. 
Death  was  due  to  lobar  pneumonia  affecting  the 
right  lower  lobe;  postmortem  lung  culture  yielded 
Diplococcus  pneumoniae.  At  autopsy,  an  irregu- 
lar, fairly  well  circumscribed  firm  gray  lesion,  mea- 
suring 0.6  by  0.4  by  0.3  cm.  in  greatest  diameter, 
was  noted  in  the  parenchyma  of  the  head  of  the 
pancreas.  It  was  not  related  to  either  the  common 
bile  duct  or  to  any  of  the  grossly  visible  pancreatic 
ducts  or  blood  vessels.  Microscopically,  the  lesion 
proved  to  be  a well-demarcated  tumor,  traversed 
and  partially  surrounded  by  thin  strands  of  collag- 
enous connective  tissue  and  composed  of  large, 
uniform  cells  with  small  eccentric  nuclei  and  copi- 
ous, finely  granulated  cytoplasm  (Fig.  1).  The  cy- 
toplasmic granules  stained  orange-red  with  Mas- 
son’s trichrome  stain  and  positively  with  the  peri- 
odic acid-Schiff  procedure.  These  morphologic 
and  tinctorial  properties  are  diagnostic  of  benign 
granular-cell  myoblastoma.2,3 

Comment 

Although  granular-cell  myoblastoma  has  been 
said  to  spare  no  organ  or  site  in  the  body,  several 
large  published  series  and  review  articles  of  recent 
years  do  not  reveal  a single  instance  of  this  neo- 
plasm originating  in  the  pancreas.2-9  Even  secon- 
dary pancreatic  involvement  appears  to  be  rare;  it 
has  thus  far  been  implicated  in  only  1 case  in 
which  the  tumor  originated  in  the  distal  portion  of 
'he  common  bile  duct  causing  obstructive  biliary 


FIGURE  1.  Photomicrograph  from  edge  of  pancreatic 
granular-cell  myoblastoma.  Tumor  cell  nests,  traversed 
by  thin  collagenous  connective  tissue  strands,  are  on  left; 
exocrine  pancreatic  parenchyma  on  right  (hematoxylin 
and  eosin  stain,  original  magnification  X 280). 

cirrhosis  and  death  from  hepatic  failure.10 

In  this  case,  the  myoblastoma  was  not  related  to 
the  common  bile  duct  or  to  a pancreatic  duct,  ei- 
ther grossly  or  microscopically.  If  the  neurogenic, 
or  Schwann  cell,  origin  of  these  lesions,  now  gener- 
ally favored,  is  accepted  as  likely,  then  the  cells 
sheathing  one  of  the  small  nerves  commonly  seen 
in  the  pancreas  may  have  given  rise  to  the  tumor 
under  discussion.11  There  were  no  clinical  symp- 
toms referable  to  the  small  pancreatic  myoblasto- 
ma in  this  patient,  and  since  the  great  majority  of 
granular-cell  myoblastomas  do  not  attain  diame- 
ters in  excess  of  a few  centimeters,6  symptoms 
would  possibly  not  have  developed  even  if  the  pa- 
tient had  not  died  prematurely  from  other  causes. 
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Chronic  myelogenous  leukemia  is  characterized 
by  an  insidious  onset,  anemia,  moderate  to  mas- 
sive splenomegaly,  leukocytosis,  thrombocytosis, 
hypercellular  bone  marrow  with  granulocytic  hy- 
perplasia, peripheral  blood  differential  granulo- 
cyte count  similar  to  that  of  normal  bone  marrow, 
low  to  absent  leukocyte  alkaline  phosphatase,  in- 
creased serum  vitamin  B12  and  Bi2-binding  pro- 
tein, and  the  presence  in  blood  and  bone-marrow 
cultures  of  the  Philadelphia  chromosome.  We 
have  recently  observed  a patient  in  whom  all  these 
findings  were  present,  but  who,  in  addition,  mani- 
fested several  unique  features  including  diffuse  in- 
travascular coagulation,  leukemic  skin  infiltrations 
containing  sea-blue  histiocytes,  and  evidence  of 
busulfan  effect,  including  gynecomastia  and  adre- 
nal insufficiency. 

Case  report 

A twenty-two-year-old  Negro  man  with  Phila- 
delphia chromosome-positive  chronic  myelogenous 
leukemia  diagnosed  in  1965  was  treated  intermit- 
tently with  busulfan  for  five  years.  The  patient 
presented  himself  at  Queens  Hospital  Center  on 


FIGURE  1.  Slightly  movable,  firm,  raised,  nontender,  sub- 
cutaneous nodules  present  on  both  legs. 


August  8,  1971,  because  of  weakness  and  a 20- 
pound  weight  loss  over  a two-month  period. 

Physical  examination  revealed  a well-nourished 
slightly  obese  Negro  man  whose  temperature  was 
98.6°F.  and  blood  pressure  110/80  mm.  of  mercu- 
ry. Generalized  cutaneous  hyperpigmentation, 
most  pronounced  on  the  trunk,  was  noted.  Cuta- 
neous white  striae  were  present  over  the  abdomen. 
Multiple  1 by  1-cm.  to  1 by  2-cm.  slightly  movable, 
firm,  raised,  nontender,  subcutaneous  nodules 
were  present  on  both  legs,  lateral  aspects  of  the 
thighs,  and  left  arm  (Fig.  1).  The  breasts  were  en- 
larged, and  3 of  5 observers  felt  glandular  tissue 
underneath  both  areolae  (Fig.  2).  The  spleen  was 
firm  and  nontender  and  extended  into  the  pelvis. 
There  was  no  lymphadenopathy  or  hepatomegaly. 

The  hemoglobin  was  8.2  Gm.  per  100  ml.,  hema- 
tocrit 21,  reticulocytes  2.5  per  cent,  platelets 
150,000  per  cubic  millimeter,  leukocytes  369,000 
per  cubic  millimeter,  with  2 per  cent  myeloblasts, 
16  per  cent  promyelocytes,  13  per  cent  metamyelo- 
cytes, 9 per  cent  myelocytes,  20  per  cent  nonseg- 
mented  neutrophils,  33  per  cent  segmented  neu- 
trophils, 1 per  cent  lymphocytes,  4 per  cent  mono- 
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FIGURE  2.  Enlarged  breasts. 

cytes,  1 per  cent  eosinophils,  and  1 per  cent  baso- 
phils. The  leukocyte  alkaline  phosphatase  value 
was  zero.  The  serum  vitamin  B12  level  was  843  pi- 
cograms  per  milliliter,  and  the  Bi2  binding  capaci- 
ty was  4,500  picograms  per  milliliter.  The  total 
serum  bilirubin  was  0.6  mg.  per  100  ml.;  alkaline 
phosphatase,  12  King-Armstrong  units;  serum  glu- 
tamic oxaloacetic  transaminase,  44  units;  lactic  de- 
hydrogenase, 700  international  units;  uric  acid,  9.4 
mg.  per  100  ml.;  albumin  4 Gm.  per  100  ml.;  and 
globulin  4.2  Gm.  per  100  ml.  The  serum  sodium 
was  134  mg.,  potassium  5.4  mg.,  chlorides  103  mg., 
and  bicarbonate  13  mg.  per  100  ml. 

Twenty-four-hour  urine  17-hydroxysteroids  and 
17-ketosteroids  were  2.1  and  6.1  mg.  respectively. 
Mucopolysaccharides  were  not  present  in  the 
urine.  The  sternal  bone-marrow  aspirate  was  hy- 
percellular  with  granulocytic  hyperplasia  and  nor- 
mal iron  stores.  Thrombopoiesis  and  erythropoie- 
sis  were  normal.  Sea-blue  histiocytes  were  seen  in 
the  bone  marrow  (Fig.  3A).  The  differential  leu- 
kocyte count  included  1 per  cent  myeloblasts,  3 
per  cent  promyelocytes,  30  per  cent  myelocytes,  11 
per  cent  metamyelocytes,  26  per  cent  nonsegment- 
ed  neutrophils,  24  per  cent  segmented  neutrophils, 
and  5 per  cent  nucleated  red  blood  cells.  An  ex- 
cisional  biopsy  of  one  of  the  skin  nodules  revealed 


a firm  1 by  1-cm.  white  tumor  (chloroma),  which 
showed  leukemic  infiltration  as  well  as  sea-blue 
histiocytes  similar  to  the  ones  seen  in  the  bone- 
marrow  aspirate  (Fig.  3B). 

Course 

Busulfan,  8 mg.  orally,  was  administered  daily 
for  six  weeks  and  resulted  in  a complete  clinical 
and  hematologic  remission.  The  white  blood-cell 
count  decreased  from  369,000  to  18,200  per  cubic 
millimeter,  and  there  was  complete  regression  of 
the  splenomegaly  and  all  subcutaneous  tumors. 
On  November  16,  1971,  six  weeks  later,  the  patient 
presented  symptoms  of  bleeding  from  his  gums 
and  epistaxis.  On  physical  examination,  the  tem- 
perature was  101. 6°F.,  and  the  blood  pressure  was 
110/70.  There  were  no  petechiae,  purpura,  or  ec- 
chymoses.  Numerous  subcutaneous  nodules  were 
again  present  over  the  extremities.  The  liver  was 
palpable  2 cm.  below  the  right  costal  margin,  and 
the  spleen  extended  into  the  left  pelvis. 

The  hemoglobin  was  12.6  Gm.  per  100  ml.; 
platelets  68,000  per  cubic  millimeter;  and  leuko- 
cytes, 367,000  per  cubic  millimeter.  The  periph- 
eral blood  smear  revealed  anisocytosis  and  poikyl- 
ocytosis  with  fragmented  red  blood  cells.  The 
prothrombin  time  was  twenty  seconds  (control 
twelve  seconds);  the  partial  thromboplastin  time 
was  sixty  seconds  (control  fifty-five  seconds);  the 
thrombin  time  was  twenty-three  seconds  (control 
fifteen  seconds);  and  the  plasma  fibrinogen  (Bi- 
uret method)  was  50  mg.  per  100  ml.  Specific  as- 
says of  factors  II,  V,  and  VIII  revealed  levels  of  38, 
42,  and  44  per  cent  respectively.  Whole  blood-clot 
lysis  was  normal.  The  “Fi”  test*  result  was  posi- 
tive in  a 1:16  serum  dilution.  The  leukocyte  alka- 
line phosphatase  was  zero,  the  serum  muramidase 
was  33  micrograms  per  milliliter  (normal  7.6  ± 
4.3);  the  serum  vitamin  B]2  level  was  840  pico- 
grams per  milliliter,  and  B12  binding  capacity 
2,229  picograms  per  milliliter.  Several  blood  and 

urine  cultures  were  sterile.  Direct  and  indirect 

* Antihuman  fibrinogen  reagent,  Hyland  Laboratories,  Costa 
Mesa,  California. 
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FIGURE  3.  Sea-blue  histiocytes.  (A)  Seen  in  bone  marrow.  (B)  Seen  in  excisional  biopsy  of  one  of  skin  nodules. 
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antiglobulin  (Coombs)  test  results  were  negative. 
Sternal  bone-marrow  aspirate  was  hypercellular 
with  granulocytic  hyperplasia.  There  were  5 per 
cent  myeloblasts,  14  per  cent  promyelocytes,  33 
per  cent  myelocytes,  9 per  cent  metamyelocytes, 
and  30  per  cent  nonsegmented  and  segmented 
neutrophils  with  9 per  cent  nucleated  red  blood 
cells.  Megakaryocytes  were  normal. 

Busulfan  (8  mg.  orally,  daily)  was  reinstituted 
but  without  therapeutic  effect.  The  patient’s 
temperature  remained  between  99°  and  101  °F. 
Mild  bleeding  from  the  gums  and  epistaxis  contin- 
ued. There  was  no  regression  of  the  size  of  the 
spleen,  liver,  or  subcutaneous  tumors.  The  leuko- 
cyte count  increased  progressively  from  376,000  to 
478,000  per  cubic  millimeter.  Nine  days  later  the 
patient  developed  a generalized  seizure  and  ex- 
pired suddenly. 

Autopsy 

The  spleen  and  liver  were  massively  enlarged, 
4,100  and  2,950  Gm.  respectively.  The  spleen  was 
soft  and  congested.  No  splenic  infarcts  were  seen. 
A few  small  subcapsular  hemorrhages  were  seen  in 
the  right  lobe  of  the  liver.  The  normal  architec- 
ture of  both  organs  was  obliterated  by  leukemic  in- 
filtration. 

Both  kidneys  were  enlarged,  200  Gm.  each. 
The  cortices  and  medullae  were  pale  with  multiple 
petechiae,  and  the  glomerular  capillaries  were  in- 
filtrated with  immature  white  cells.  Each  adrenal 
gland  weighed  6 Gm.  and,  microscopically,  had  in- 
terstitial leukemic  infiltrates. 

The  heart  weighed  280  Gm.  The  myocardium 
revealed  interstitial  leukemic  infiltrates  between 
the  individual  muscle  fibers.  The  combined 
weight  of  both  lungs  was  1,150  Gm.  Multiple  pe- 
techiae (subplural  and  intraparenchymal)  were 
scattered  throughout  all  lobes. 

The  brain  weighed  1,520  Gm.  Multiple  sections 
of  the  right  frontal  lobe  revealed  numerous  leuke- 
mic infiltrates  surrounded  by  irregular  areas  of 
hemorrhage.  In  addition,  hemorrhage  and  leuke- 
mic infiltration  was  present  in  the  subarachnoid 
space  of  the  frontal  lobe  and  cerebellum.  All  ves- 
sels of  the  brain  that  were  sectioned  revealed  infil- 
tration in  the  lumen  by  immature  white  cells.  No 
leukothrombi  were  seen. 

Leukemic  infiltration  was  also  noted  in  the 
lymph  nodes,  skin,  and  testes. 

Comment 

The  patient  here  reported  had  several  atypical 
features  of  chronic  myelogenous  leukemia:  a 

hemorrhagic  diathesis  interpreted  as  diffuse  intra- 
vascular coagulation,  the  presence  of  sea-blue  his- 
tiocytes in  the  bone-marrow  aspirate  and  skin 
nodules,  and  gynecomastia  and  adrenal  insuffi- 
ciency probably  associated  with  long-term  busul- 
fan therapy. 


A bleeding  tendency  in  chronic  myelogenous 
leukemia  is  distinctly  unusual,  although  the  asso- 
ciation of  hypofibrinogenemia  and  acute  promye- 
locytic  leukemia  is  well  recognized.1  9 A similar 
bleeding  disorder,  although  less  common,  may 
occur  in  acute  myelogenous  leukemia, 3’8’10’1 1 acute 
monoblastic  leukemia,10  and  acute  lymphoblastic 
leukemia, 3’12,13  but  only  rarely  in  chronic  lympho- 
cytic leukemia.14,15  Only  2 previous  patients  with 
chronic  myelogenous  leukemia  are  reported  to 
have  had  hypofibrinogenemia.  Both  developed 
blastic  transformation.10’16 

Hypofibrinogenemia  in  leukemia  may  be  caused 
by  defective  hepatic  synthesis  of  fibrinogen,  dis- 
seminated intravascular  coagulation,  or  fibrinol- 
ysis.2,5’11 Inadequate  synthesis  of  fibrinogen  sec- 
ondary to  leukemic  infiltration  of  the  liver  is  prob- 
ably rarely,  if  ever,  responsible  for  this  defect, 
since  liver  function  test  findings  are  usually  nor- 
mal,5,8’10  and  the  liver  is  frequently  normal  at 
postmortem  examination.5  Some  reports  suggest 
that  in  leukemia  fibrinolysis  is  the  primary  cause 
of  hypofibrinogenemia,6,7  but  other  investigations 
support  the  concept  of  intravascular  coagula- 
tion.2’4,8>16 

In  the  patient  here  reported,  the  low  levels  of 
factors  II,  V,  VIII,  and  fibrinogen,  and  the  pres- 
ence of  thrombocytopenia  and  fibrin  degradation 
products  are  consistent  with  the  diagnosis  of  intra- 
vascular coagulation.  Definitive  proof  for  the  di- 
agnosis of  intravascular  coagulation  requires  the 
demonstration  of  intravascular  fibrin  thrombi. 
No  thrombi  were  found  in  the  patient  reported 
here.  However,  their  absence  does  not  necessarily 
preclude  the  diagnosis.  Widespread  small-vessel 
thrombosis  is  frequently  a transient  event,  since 
the  thrombi  may  be  rapidly  lysed  by  the  activated 
fibrinolytic  system.17-18  Only  3 of  31  patients  with 
acute  promyelocytic  leukemia  and  hypofibrino- 
genemia in  one  series  had  demonstrable  intravas- 
cular thrombi.1’8’9  Furthermore,  thrombi  are  not 
always  found  in  small  vessels  after  experimental 
disseminated  intravascular  coagulation.1  ’’18 

Most  investigators  consider  the  granules  of  the 
abnormal  myeloid  cells  to  be  responsible  for  the 
initiation  of  intravascular  coagulation  in  promye- 
locytic leukemia,2’3,5’7,8  and  suggest  that  these 
granules  release  trypsin,'  cathepsins,19  or  hydro- 
lytic enzymes.14  Serial  bone-marrow  examina- 
tions in  the  patient  here  reported  revealed  an  in- 
crease in  the  percentage  of  myeloblasts  and 
promyelocytes,  up  to  19  per  cent.  In  addition,  an 
increased  serum  muramidase  value  was  found 
shortly  before  death.  Whereas  in  the  early  stages 
of  chronic  myelogenous  leukemia  the  serum  mura- 
midase is  usually  low,  a high  serum  muramidase 
value  is  frequently  evidence  of  disease  accelera- 
tion.20 

Our  patient  also  manifested  two  well-known  but 
rare  side-effects  of  busulfan  therapy,  that  is,  gyne- 
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comastia21  and  adrenal  insufficiency.22-24  Busul- 
fan  may  impair  the  ability  of  either  the  pituitary 
gland  or  the  hypothalamus  to  produce  or  release 
adrenocorticotropic  hormone,22  but  there  appears 
to  be  no  relationship  between  the  duration  or  total 
dose  of  busulfan  and  the  subsequent  development 
of  adrenal  insufficiency.  In  addition,  the  urine 
levels  of  17-hydroxysteroids  in  patients  with 
chronic  myelogenous  leukemia  and  the  response  of 
such  patients  to  adrenocorticotropic  hormone  are 
variable,23,24  and  normal  plasma  electrolytes  are 
the  rule.  Such  a pattern  is  consistent  with  adrenal 
insufficiency  of  central  origin.25  Although  chronic 
debilitating  diseases  may  induce  a picture  resem- 
bling Addison’s  disease,  the  paucity  of  reports  of 
adrenal  insufficiency  in  chronic  myelogenous  leu- 
kemia argues  against  such  a primary  cause.25 

Another  atypical  feature  in  this  patient  is  the 
occurrence  of  cutaneous  chloromas  containing  sea- 
blue  histiocytes.26  Sea-blue  histiocytes  and 
Gaucher-like  cells  are  known  to  be  present  in  the 
bone-marrow  aspirates  of  10  to  15  per  cent  of  pa- 
tients with  chronic  myelogenous  leukemia.27  The 
chloroma,  or  granulocytic  sarcoma,  is  an  extra- 
medullary solid  tumor,  composed  of  immature 
cells  of  the  granulocytic  series,  and  is  usually  green 
in  color.  Although  the  vast  majority  of  chloromas 
occur  in  the  subperiosteal  region  of  bone,  they 
have  been  reported  in  the  ovary,  breast,  renal  cor- 
tex, thymus,  lung,  stomach,  pancreas,  intestine, 
urinary  bladder,  and  skin.28  The  characteristics 
of  these  skin  tumors  have  recently  been  re- 
viewed.29 Most  occur  in  patients  with  acute  my- 
elogenous leukemia.  Only  rarely  do  they  appear 
in  chronic  myelogenous  leukemia  where  their  oc- 
currence is  regarded  as  an  unfavorable  prognostic 
sign,  the  patient  living  only  a few  weeks  or  months 
after  their  appearance.30,31  The  present  patient 
represents  another  example  of  such  a rare  occur- 
rence. 

Summary 

A twenty-two-year-old  Negro  man  with  Phila- 
delphia chromosome-positive  chronic  myelogenous 
leukemia  with  the  following  unusual  features  is  re- 
ported: hemorrhagic  diathesis  thought  to  be  dif- 

fuse intravascular  coagulation;  leukemic  skin  infil- 
trations and  bone-marrow  aspirates,  both  contain- 
ing sea-blue  histiocytes;  and  gynecomastia  and 
adrenal  insufficiency,  probably  secondary  to  long- 
term busulfan  therapy. 
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UPDATE  75 


Last  fall,  the  National  Acupuncture  Research  Society  held  its  First  Annual  Convention 
and  Scientific  Assembly  in  New  York  City.  600  physicians  and  dentists  attended 
its  sessions. 

This  fall  the  Society  will  sponsor  and  hold  its  Second  Annual  Convention.  It  has 
been  scheduled  to  provide  50  hours  of  didactic  training  and  information.  Its  faculty 
will  be  expanded  from  the  30  International  experts  that  made  for  such  a 
successful  program  in  1974. 

In  addition,  this  year  the  workshops  will  be  restricted  to  small  working  groups 
and  “Hands  On"  training  will  be  emphasized.  In  summary,  this  year's  program  will 
be  the  finest  in  Acupuncture  Medicine  updating  ever  presented  in  the  United  States. 

Plan  now  to  attend;  mark  your  calendar,  September  25-30,  1975  at  the  New  York 
Hilton,  1335  Avenue  of  the  Americas,  New  York  City. 

Registrations  are  now  being  accepted  at  a pre-program  fee  of  $435.00  for  the 
full  five  day  program.  This  pre-program  registration  will  be  in  effect  until  July  15, 
1975.  After  that  time,  the  full  program  fee  of  $495.00  will  be  implemented. 

Check  the  attached  coupon  on  this  brochure  and  a place  will  be  reserved  for  you. 


NATIONAL  ACUPUNCTURE  RESEARCH  SOCIETY 

REGISTRAR — Suite  1508,  505  Park  Avenue 

New  York,  New  York  10022,  Telephone  (212)  759-5832 

Gentlemen: 

□ Please  register  me  in  Acupuncture  Update 
75  at  special  pre-program  fee,  $435,  if  re- 
ceived prior  to  July  15. 

□ Please  send  me  more  information. 

□ Please  send  me  information  regarding  mem- 
bership in  the  National  Acupuncture  Re- 
search Society. 

Amount  Of  Check  Enclosed  $ FIELD  OF  PRACTICE- 


NAME. — 
ADDRESS- 
CITY — 


STATE 

TELEPHONE  (A/C)- 


ZIP- 

-NUMBER— 
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Tortuous  Innominate 
Artery  Simulating 
Thyroid  Nodule 

ABRAHAM  A.  POLACHEK,  M.D. 

Brooklyn,  New  York 

Chief  of  Medical  Service,  Veterans  Administration  Hospital 


Tortuosity  of  the  innominate  artery  simulating 
superior  mediastinal  tumor  or  aneurysm  has  been 
reported.1-2  However,  to  my  knowledge,  it  has 
never  presented  itself  as  a “cold”  thyroid  nodule. 

Case  report 

A sixty-three-year-old  Caucasian  woman  was 
seen  by  her  private  physician  because  of  a nodule 
in  the  region  of  the  right  lobe  of  the  thyroid.  She 
was  sent  to  a radioisotope  department  at  the  local 
hospital  where  a twenty-four-hour  thyroid  uptake 
of  66  microcuries  I131  (radioactive  iodine)  was  31 
per  cent,  and  a scintiscan  report  read  as  follows: 
“the  right  lobe  appears  to  be  replaced  by  the  clini- 
cally described  nodule.  This  nodule  is  cold  and 
does  not  concentrate  iodine”  (Fig.  1).  The  patient 
was  referred  to  surgery  but  was  seen  by  me  in  con- 
sultation. At  that  time  the  patient  was  asymp- 
tomatic and  past  history  included  several  episodes 
of  pneumonia  in  the  right  lung.  Blood  pressure 
was  190/110,  and  the  nodule,  approximately  1 by 


FIGURE  1.  Scintiscan  of  thyroid  twenty-four  hours  after 
66  microcuries  I131  (radioactive  iodine)  showing  reported 
"cold”  nodule. 


FIGURE  2.  Roentgenogram  of  chest  showing  absence  of 
superior  mediastinal  mass. 

1.5  cm.  in  diameter,  was  found  to  be  soft  and  pul- 
satile. An  electrocardiogram  showed  right  bundle 
branch  block.  Roentgenogram  of  the  chest 
showed  only  a blunted  left  costophrenic  angle,  cal- 
cification in  the  right  hilum,  and  fibrotic  strands 
in  the  right  midlung  field  (Fig.  2).  The  superior 
mediastinum  and  trachea  were  normal  except  for 
minimal  dilatation  of  the  aorta. 

An  angiogram  revealed  tortuosity  of  the  innomi- 
nate artery,  as  well  as  tortuosity  of  the  right  sub- 
clavian and  carotid  arteries,  without  evidence  of 
aneurysm  (Fig.  3).  Incidentally,  mild  atheroscle- 
rotic disease  of  the  right  internal  carotid  artery 
was  noted.  Follow-up  examination  after  four 
years,  with  the  patient  on  reserpine,  showed  a 
blood  pressure  of  150/80  with  no  other  change. 

Comments 

It  is  now  commonly  recognized  that  a right  su- 
perior mediastinal  shadow  may  be  due  to  a tortu- 
ous innominate  artery  as  well  as  aneurysm  of  a 
vessel  or  tumor  mass.  Our  patient  fits  well  the 
general  criteria  for  tortuosity  or  buckling  of  the  in- 
nominate artery  in  being  over  forty  years  of  age,  a 
female,  hypertensive,  with  atherosclerosis  and  a 
small  pulsating  mass  in  the  neck,  but  without  tra- 
cheal deviation  seen  on  roentgenography.1  This 
was  not  a thyroid  nodule  displacing  the  innomi- 
nate artery,  since  the  soft  pulsating  mass  occupied 
the  whole  area  of  the  lower  pole  of  the  right  lobe  of 
the  thyroid,  and  no  other  nodule  could  be  palpat- 
ed. The  unique  features  presented  by  this  patient 
are  compression  of  the  thyroid  gland  with  atrophy 
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FIGURE  3.  Angiogram  of  innominate  artery  in  right  ante- 
rior oblique  position,  showing  catheter  tip  in  tortuous  in- 
nominate artery,  as  well  as  tortuous  right  carotid  and  sub- 
clavian arteries. 

of  most  of  the  right  lobe  symptomatic  of  “cold” 
thyroid  nodule,  and  the  absence  of  a right  superior 


Diphenylhydantoin-induced 
hepatic  necrosis 

In  Postgraduate  Medicine  56:  128  (July)  1974,  G.  Jee- 
lani  Dhar,  M.D.,  and  his  associates,  base  their  discussion 
on  a case  of  fatal  hepatic  necrosis  in  a previously  healthy 
twenty-year-old  woman  who  had  been  taking  diphenyl- 
hvdantoin  sodium  for  fifteen  days.  So  far,  17  cases  of 
hepatic  disturbances  associated  with  this  drug  have 


mediastinal  shadow  on  the  roentgenogram  of  the 
chest.2  It  is  important  that  this  entity  be  recog- 
nized as  another  of  the  etiologic  factors  in  assess- 
ing the  significance  of  a “cold”  thyroid  nodule  to 
avoid  needless  hazardous  surgery.  It  is  therefore 
emphasized  that  careful  clinical  examination  of 
the  thyroid  gland  in  nuclear  departments  by  a 
physician  is  an  absolute  requirement. 

As  noted  in  our  patient,  the  condition  is  benign, 
and  the  prognosis  is  good  with  appropriate  medi- 
cal therapy. 

Summary 

A patient  with  symptoms  of  “cold”  thyroid  nod- 
ule was  found  to  have  a soft  pulsating  mass  which, 
on  angiography,  proved  to  be  a tortuous  innomi- 
nate artery. 

This  compressed  the  right  lobe  of  the  thyroid, 
resulting  in  atrophy  of  its  lower  portion.  It  is  im- 
portant that  careful  clinical  examination  of  pa- 
tients by  a physician  be  performed  in  nuclear  de- 
partments to  avoid  misdiagnosis  and  resultant 
needless  hazardous  surgery. 

Veterans  Administration  Hospital 
Brooklyn,  N.Y.  11209 
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been  reported  in  the  English  literature.  Although  ne- 
cropsy showed  extensive  liver  damage  in  the  present 
case,  the  clinical  picture  was  not  that  of  hepatic  failure, 
but  rather  one  of  overwhelming  toxemia  with  fever,  skin 
rash,  and  severe  and  unremitting  tachycardia.  Since  its 
introduction  in  1937  for  treatment  of  epilepsy,  diphe- 
nylhvdantoin  has  proved  a relatively  safe  agent;  severe 
hepatic  necrosis  has  rarely  occurred  in  association  with 
its  use. 
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Halothane-associated  hepatitis  is  a rare  occur- 
rence, but  the  possibility  of  undiagnosed  preopera- 
tive liver  dysfunction  is  much  greater.1  Dykes, 
Gilbert,  and  MePeek2  state  that  as  many  as  4,000 
patients  per  year  in  the  United  States  could  re- 
ceive halothane  by  chance  during  the  incubation 
period  of  infectious  hepatitis.3  Coupled  with  the 
incidence  of  drug-induced  hepatitis  and  liver  dis- 
ease associated  with  chronic  alcohol  ingestion,  it 
becomes  apparent  that  some  patients  coming  to 
anesthesia  and  surgery  could  have  an  exacerbation 
of  their  preexisting  liver  disease.  This  would  be 
tragic,  especially  if  the  surgical  procedure  were  of  a 
highly  elective  nature. 

During  an  eight-month  period,  October,  1971,  to 
May,  1972,  6,540  patients  had  been  evaluated  pre- 
operatively  at  Millard  Fillmore  Hospital,  of  whom 
8 had  liver  disease  and  one  had  infectious  mono- 
nucleosis. The  incidence  of  unsuspected  preoper- 
ative hepatic  disease  was  1.37  per  1,000  patients. 

Since  October,  1971,  an  automated  chemical 
profile  (SMA-6  and  SMA-12  Technicon  Autoana- 
lyzer),4’5 has  been  required  preoperatively  on  all 
patients  for  elective  surgery.  Anesthesia  is  not 
administered  until  the  results  are  known.  Any  pa- 
tient admitted  to  the  hospital  and  having  blood 
samples  collected  for  SMA-6  and  12  studies  before 
8:00  P.M.  will  have  the  results  in  the  chart  by 
1 1:00  P.M.  of  the  same  day. 

The  following  cases  were  discovered  by  the 
members  of  the  anesthesia  department  on  preop- 
erative rounds  during  that  eight-month  period.  In 
all  instances,  surgery  was  postponed  until  further 
studies  were  accomplished.  The  patients  were 

* Present  address:  Attending  anesthesidogist,  The  Genesee 
Hospital,  224  Alexander  Street,  Rochester,  N.Y.  14607. 


sent  home,  in  most  cases,  without  benefit  of  sur- 
gery. In  no  case  was  the  existence  of  abnormal 
liver  function  suspected  prior  to  the  chemical  pro- 
file. Most  of  the  patients  would  have  received  a 
halogenated  agent. 

Case  reports 

Case  1.  A twenty-year-old  white  male,  bartend- 
er, was  admitted  on  October  28,  1971,  for  elective 
removal  of  an  orthopedic  screw  from  an  open  re- 
duction of  the  olecranon  process,  performed  on 
October  2,  1971.  History  and  physical  examina- 
tion results  were  within  normal  limits.  The  pa- 
tient felt  that  he  was  in  good  health.  The  chemi- 
cal profile  revealed  the  following  abnormalities: 
Alkaline  phosphatase  117  mU.  per  milliliter; 
serum  glutamic  oxaloacetic  transaminase  435  mU. 
per  milliliter;  and  total  bilirubin  was  1.4  mg.  per 
100  ml. 

Based  on  these  findings,  surgery  was  cancelled, 
with  a tentative  diagnosis  of  halogenated  hepatitis 
from  the  previous  anesthetic,  or  liver  damage  sec- 
ondary to  excessive  alcohol  ingestion.  On  review 
of  the  previous  chart,  it  was  discovered  that  sodi- 
um thiopental  (Pentothal),  nitrous  oxide,  and  nar- 
cotic anesthesia  had  been  utilized.  On  day  three, 
the  enzymes  peaked  and  the  sodium  sulfobromo- 
phthalein  injection  (Bromsulphalein)  (BSP)  dye 
retention  was  58  per  cent  (normal,  less  than  5 per 
cent)  (Table  I).  By  the  nineteenth  day,  total  bili- 
rubin was  17.5  mg.  per  100  ml.  On  the  thirty- 
third  day,  the  screw  was  removed  under  local  anes- 
thesia, and  the  patient  was  discharged  to  home 
care,  with  enzymes  still  elevated  and  the  Austra- 
lian antigen  result  positive. 

Case  2.  A twenty-two-year-old  Negro  male  psy- 
chiatric attendant  at  a local  State  hospital  was  ad- 
mitted on  November  7,  1971,  for  tonsillectomy. 
This  patient  had  been  well  except  for  repeated  ep- 
isodes of  sore  throat,  plus  a one-month  history  of 
fatigue  and  occasional  nausea.  Past  history  was 
unremarkable:  no  previous  blood  transfusions, 

medications,  or  allergies;  no  history  of  jaundice  or 
hepatitis;  and  minimal  alcohol  consumption. 

Physical  examination  revealed  hypertrophied 
tonsils;  the  remainder  of  the  examination  was 
within  normal  limits.  Laboratory  studies  on  ad- 
mission, revealed  the  alkaline  phosphatase  139 
mU.,  lactate  dehydrogenase  328  mU.,  and  sodium 
glutamic  oxaloacetic  transaminase  690  mU.  per 
milliliter;  total  bilirubin  was  5.7  mg.  per  100  ml. 
On  the  basis  of  this  report,  surgery  was  cancelled 
and  serial  enzymes  were  instituted.  On  the  fourth 
day,  the  enzymes  peaked  (Table  I).  The  mono- 
spot test  and  Australian  antigen  results  were  nega- 
tive. This  patient  was  discharged  from  the  hospi- 
tal on  the  eighth  day  for  home  treatment,  with  a 
discharge  diagnosis  of  infectious  hepatitis. 

Case  3.  A forty-five-year-old  white  female  was 
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TABLE  I.  Serial  Enzyme  Levels  During  Hospital  Stay 


Patient 

Age 

(years) 

Sex 

Hospital 

Day 

Total 

Bilirubin 

Alkaline 

Phos- 

phatase 

LDH 
(mU.  per 

SCOT 

milliliter) 

SGPT 

BSP 

(Per  Cent) 

Diag- 

nosis 

Normal 

values 

Case 

0 . 15  to  1 mg. 
per  100  ml. 

30  to  85 

90  to  200 

15  to  60 

4 to  39 

Less  than 
5 per  cent 

1 

20 

M 

1 

1.4 

117 

482 

435 

3,300 

58 

Hepatitis 

1 

20 

M 

3 

4.8 

136 

1 ,640 

2,820 

3,300 

58 

with  HAA 

1 

20 

M 

10 

13.6 

183 

242 

940 

3,300 

58 

positive 

1 

20 

M 

19 

17.5 

126 

202 

642 

3,300 

58 

2 

22 

M 

1 

5.7 

139 

328 

690 

Infectious 

2 

22 

M 

2 

4.6 

132 

304 

540 

hepatitis 

2 

22 

M 

4 

4.9 

150 

359 

800 

980 

3 

45 

F 

1 

2.1 

351 

196 

Laennec’s 

3 

45 

F 

3 

1.5 

272 

188 

cirrhosis 
by  liver 
biopsy 

4 

50 

F 

1 

0.6 

72 

241 

197 

Active 

4 

50 

F 

8 

0.5 

62 

154 

241 

6 

hepatitis 

4 

50 

F 

10 

0.5 

61 

171 

249 

by  liver 
biopsy 

5 

37 

F 

1 

0.8 

92 

322 

113 

114 

Active 

5 

37 

F 

2 

0.7 

82 

255 

83 

8 

hepatitis 
by  liver 
biopsy 

6 

34 

F 

1 

4.3 

110 

497 

495 

Hepatitis 

6 

34 

F 

2 

8.0 

128 

560 

560 

Hepatitis 

6 

34 

F 

3 

5.2 

80 

292 

292 

290 

Hepatitis 

7 

55 

F 

1 

0.9 

43 

175 

126 

Acute 

7 

55 

F 

2 

0.7 

50 

157 

110 

93 

19.8 

hepatitis 

7 

55 

F 

3 

0.7 

38 

161 

103 

75 

by  liver 

7 

55 

F 

4 

0.4 

39 

168 

131 

83 

biopsy 

8 

72 

M 

1 

0.8 

215 

170 

Drug-induced 

8 

72 

M 

2 

0.8 

203 

166 

60 

8 

hepatitis. 
Liver  scan. 
Enlarged 
liver. 

9 

12 

F 

i 

2.0 

266 

179 

Infectious 

9 

12 

F 

2 

1.4 

245 

140 

mononucle- 
osis. Mono- 
spot posi- 
tive. 

admitted  to  the  hospital  on  June  20,  1971,  with  a 
chief  complaint  of  excessive  and  irregular  vaginal 
bleeding,  associated  with  lower  abdominal  cramps 
and  low-back  pain  for  the  past  year.  Previous  his- 
tory was  unremarkable,  except  for  antihyperten- 
sive medication.  The  results  of  the  physical  exam- 
ination were  within  normal  limits,  except  for  an  en- 
larged uterus. 

Laboratory  studies,  on  admission,  revealed  alka- 
line phosphatase  351  mU.  per  100  milliliter;  sodi- 
um glutamic  oxaloacetic  transaminase  196  mU. 
per  100  milliliter;  and  total  bilirubin  was  2.1  mg. 
per  100  ml.  On  the  basis  of  this  report,  surgery 
was  cancelled  and  further  diagnostic  procedures 
were  instituted.  Repeat  enzymes  on  the  third  day 
were  elevated  (Table  I).  A gallbladder  series  re- 
vealed a poorly  functioning  gallbladder.  On  June 
29,  1971,  a dilatation  and  curettage  and  cholecys- 
tectomy, with  open -liver  biopsy,  were  performed 
using  sodium  thiopental,  nitrous  oxide,  and  nar- 
cotic and  muscle-relaxant  technique.  The  postop- 


erative course  was  uneventful  and  on  discharge  of 
the  patient,  on  the  twenty-fourth  day,  all  enzymes 
had  returned  to  normal  except  alkaline  phospha- 
tase, which  was  167  mU.  per  milliliter.  The  dis- 
charge diagnosis  was  proliferative  endometrium, 
chronic  cholecystitis,  and  Laennec’s  cirrhosis  with 
fatty  change,  which  was  not  suspected  at  the  time 
of  admission. 

Case  4.  A fifty-year-old  white  female  was  ad- 
mitted on  December  7,  1971,  with  chief  complaint 
of  back  pain  and  urinary  stress  incontinence  for 
four  months.  Past  history  was  essentially  unre- 
markable with  the  exception  of  childhood  rheu- 
matic fever;  also,  the  patient  had  undergone  a hys- 
terectomy four  years  prior  to  admission. 

The  physical  examination  was  within  normal 
limits  and  laboratory  studies  revealed  the  alkaline 
phosphatase  to  be  72  mU.,  lactate  dehydrogenase 
241  mU.,  and  sodium  glutamic  oxaloacetic  trans- 
aminase 197  mU.  per  milliliter;  the  total  bilirubin 
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was  0.6  mg.  per  100  ml.  On  the  second  day,  the 
patient  was  cystoscoped  under  local  anesthesia 
and  a space-occupying  lesion  of  the  lower  pole  of 
the  left  kidney  was  discovered;  this  was  assumed 
to  be  a renal  cyst.  On  the  eighth  day,  the  labora- 
tory values  were  still  abnormal  (Table  I).  Protein 
electrophoresis  showed  decreased  albumin  and  in- 
creased gammaglobulin.  A liver  biopsy  revealed 
active  hepatitis.  A renal  angiogram  substantiated 
the  diagnosis  of  a cystic  lesion  of  the  left  kidney. 
It  was  agreed  that  the  patient  should  return  at  a 
later  date  for  the  excision  of  her  renal  cyst. 

Case  5.  A thirty-seven-year-old  white  female 
was  admitted  on  January  26,  1972,  with  chief  com- 
plaint of  irregular  vaginal  bleeding  for  one  month. 
The  patient  was  scheduled  for  dilatation  and  curet- 
tage and  possible  hysterectomy.  Past  history  had 
been  essentially  negative,  except  for  minimal 
drinking. 

The  physical  examination  was  essentially  within 
normal  limits.  Laboratory  studies  revealed  alka- 
line phosphatase  92  mU.,  lactate  dehydrogenase 
322  mU.,  sodium  glutamic  oxaloacetic  transami- 
nase 113  mU.,  and  serum  glutamic  pyruvic  trans- 
aminase 114  mU.  per  milliliter.  Surgery  was  can- 
celled on  the  basis  of  these  enzyme  studies.  The 
BSP  dye  retention  was  8 per  cent  and  the  mono- 
spot test  and  Australian  antigen  results  were  nega- 
tive. A glucose  tolerance  test  revealed  a diabetic 
curve,  while  a liver  biopsy  showed  evidence  of 
acute  hepatitis.  The  patient  was  discharged  on 
the  eighth  day  for  office  follow-up. 

Two  months  later,  on  April  18,  1972,  the  patient 
was  readmitted  with  the  complaint  of  vaginal 
bleeding.  Enzyme  studies  were  now  within  nor- 
mal limits,  and  the  liver  biopsy  showed  only  mini- 
mal focal  areas  of  hepatitis.  This  patient  under- 
went a total  abdominal  hysterectomy,  under  sodi- 
um thiopental,  nitrous  oxide,  oxygen,  hvdromor- 
phone  (Dilaudid),  and  curare,  on  April  18,  1972. 
The  postoperative  course  was  uneventful  and  the 
patient  was  discharged. 

Case  6.  A thirty-four-year-old  deeply  pigment- 
ed Puerto  Rican  female,  pregnant  and  at  term,  was 
admitted  on  February  7,  1972.  For  the  previous 
two  weeks  the  patient  had  had  an  upper  respirato- 
ry infection  accompanied  by  a cough  and  bilateral 
chest  pain.  On  two  occasions  during  this  pregnan- 
cy, the  patient  had  developed  urinary  tract  infec- 
tions, which  were  successfully  treated  with  a sulfa 
drug. 

Physical  examination  was  within  normal  limits, 
except  for  a congestion  of  the  pharynx  and  sinus 
tachycardia.  The  patient  did  not  appear  clinically 
icteric,  nor  was  she  in  labor,  but  the  uterus  was  en- 
larged to  term  pregnancy.  Laboratory  studies  re- 
vealed the  albumin  to  be  2.93;  alkaline  phospha- 
tase 110  mU.  per  milliliter,  lactate  dehydrogenase 
497  mU.  per  milliliter,  and  total  bilirubin  4.3  mg. 
per  100  ml.  Labor  was  induced  and  the  patient 


had  a normal,  uneventful  vaginal  delivery.  In 
view  of  the  elevated  enzymes,  nerve-block  anes- 
thesia was  chosen.  The  patient  experienced  a hy- 
potensive episode  due  to  postpartum  bleeding  and 
was  given  1,000  cc.  of  whole  blood  on  the  second 
hospital  day,  at  which  time,  the  enzymes  were  fur- 
ther elevated  (Table  I).  The  direct  and  indirect 
Coombs’  test  result  was  negative.  The  patient  be- 
came clinically  jaundiced,  but  this  condition  grad- 
ually improved  over  the  next  ten  days,  and  the  pa- 
tient was  discharged  on  the  twenty-third  day. 

Case  7.  A fifty-five-year-old  white  female  was 
admitted  on  April  3,  1972,  with  chief  complaint  of 
rectal  bleeding  for  the  past  two  years.  A barium 
enema  and  sigmoidoscopy  revealed  the  presence  of 
a sigmoid  polyp.  With  the  exception  of  moderate 
obesity,  the  remainder  of  the  history  and  physical 
examination  was  essentially  within  normal  limits. 

Laboratory  studies  revealed  the  sodium  glutam- 
ic oxaloacetic  transaminase  was  126  mU.  per  mil- 
liliter. Surgery  was  cancelled,  and  further  investi- 
gation was  instituted  (Table  I).  Australian  anti- 
gen result  was  negative;  the  liver  scan  was  normal. 
A liver  biopsy  performed  on  April  12,  1972,  re- 
vealed active  hepatitis. 

Case  8.  A seventy-two-year-old  black  male  was 
admitted  on  May  14,  1972,  for  surgical  correction 
of  an  inguinal  hernia.  This  patient  had  had  a 
right  thoracotomy  three  years  ago  for  a benign 
lung  tumor.  For  the  past  two  years  he  had  been 
under  treatment,  with  isoniazid,  for  active  pulmo- 
nary tuberculosis. 

The  remainder  of  the  history  and  physical  ex- 
amination was  within  normal  limits.  Chest  x-ray 
findings  showed  parenchymal  infiltration  of  the 
upper  lobe  associated  with  pleural  thickening. 
Laboratory  studies  revealed  alkaline  phosphatase 
to  be  normal,  lactate  dehydrogenase  215  mU.  per 
milliliter,  serum  glutamic  oxaloacetic  transami- 
nase 170  mU.  per  milliliter,  and  total  bilirubin  0.£ 
mg.  per  100  ml.  Surgery  was  cancelled  and  th( 
laboratory  work  was  repeated  (Table  I).  A livei 
scan  showed  an  enlargement  of  the  liver.  The 
monospot  test  and  Australian  antigen  findings  wen 
negative.  At  this  point,  a diagnosis  of  drug-in 
duced  hepatitis  was  made.  The  patient  left  th< 
hospital  without  consent  on  May  19,  1972. 

Case  9.  A twelve-year-old  white  female  was  ad 
mitted  on  May  17,  1972,  because  of  epigastric  pai 
for  the  previous  twelve-hour  period,  with  one  epi 
sode  of  vomiting.  There  was  a history  of  simila 
episodes  of  abdominal  pain  in  the  past.  Tw 
weeks  prior  to  admission,  the  patient  had  an  uppt 
respiratory  infection.  Past  history  was  unremarl 
able. 

The  physical  examination  revealed  a temper; 
ture  of  99° F.,  cervical  lymph  nodes  palpable  c 
the  left  side,  and  deep  tenderness  in  the  upp< 
right  and  lower  right  quadrants  of  the  ahdome 
with  the  liver  not  palpable.  The  remainder  of  tl 
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physical  examination  was  within  normal  range  and 
a diagnosis  of  appendicitis  or  mesenteric  adenitis 
was  made. 

The  laboratory  studies  revealed  a white  count  of 
13,800,  with  an  increase  in  lymphocytes.  The  al- 
kaline phosphatase  was  266  mil.  per  milliliter;  and 
the  total  bilirubin  was  2 mg.  per  100  ml.  Surgery 
was  cancelled,  and  on  the  following  day  the 
monospot  test  result  was  positive.  After  conserva- 
tive therapy  was  instituted,  the  abdominal  distress 
disappeared,  and  the  patient  was  discharged  with- 
out surgery  on  May  27,  1972. 

Comment 

These  patients  all  had  preexisting  clinically 
undiagnosed  liver  disease.  The  initial  clue  to  the 
diagnosis  was  the  information  received  from  the 
chemical  profile. 

Of  these  9 patients,  3 had  a diagnosis  of  hepati- 
tis by  liver  biopsy,  1 had  a positive  Australian  an- 
tigen finding,  and  1 showed,  by  biopsy,  a fatty  de- 
generation of  the  liver.  Three  patients  became 
clinically  jaundiced  during  their  hospital  stay,  and 
monospot  test  of  1 patient  evidenced  infectious 
mononucleosis. 

Of  the  9 patients  all  scheduled  for  general  anes- 
thesia, only  2 were  subjected  to  general  anesthesia, 
and  then  the  use  of  a halogenated  agent  was  avoid- 
ed. 

Had  the  chemical  profiles  not  been  performed, 
patients  1,  2,  and  6 would  have  been  subjected  to 
general  anesthesia  for  minor  procedures  that 
would  have  been  followed  by  severe  postanesthesia 
liver  damage. 

The  automated  chemical  profile  has  been  the 
single  most  important  means  of  detecting  patients 
who  are  unacceptable  for  anesthesia.  In  addition 


5! 


1 

A/Hong  Kong  influenza 
immunity  three  years  after 
'n  immunization 

if 

8) 

The  assumption  that  influenza  vaccine  protection 
lasts  only  about  a year  was  tested  in  a three-year  follow- 
r up  of  school  children  in  Seattle.  Hjordis  M.  Foy,  M.D., 
N Ph.D.,  Marion  K.  Cooney,  M.D  , and  Ruth  McMahan, 
M.D.,  in  the  Journal  of  the  American  Medical  Associa- 
M tion  226:  758  (Nov.  12)  1973,  were  able  to  demonstrate 
o considerable  immunity  in  children  given  a single  dose  of 
jg  A/Hong  Kong  influenza  virus  vaccine  in  November, 
f„  1968,  during  an  epidemic  of  that  disease  in  January, 
,'n  1970,  as  compared  with  a control  group  given  a monova- 


to liver  disease,  a number  of  patients  with  pre- 
viously unknown  electrolyte  disturbances,  elevat- 
ed blood  sugars,  and  elevated  blood  ureas,  have 
been  detected. 

Plans  are  currently  being  formulated  to  evaluate 
all  surgical  patients  on  preadmission  basis,  utiliz- 
ing the  SMA-6  and  12  as  a routine  preoperative 
modality. 

Summary 

The  addition  of  the  chemical  profile  SMA-6  and 
12  to  the  routine  preoperative  evaluation  of  all 
surgical  patients,  has  lead  to  the  detection  of  a sig- 
nificant number  of  patients  with  undiagnosed  liver 
disease.  It  was  then  possible  to  cancel  the  surgical 
procedure  or  to  choose  the  anesthetic  techniques 
thought  to  be  least  harmful  to  the  liver.  The 
SMA-6  and  SMA-12  autoanalyzer  has  proved  to  be 
economically  sound;  the  case  being  equivalent  to 
ordering  blood  sugar,  urea,  and  cholesterol  tests. 
The  data  obtained  are  accurate  and  reproducible. 
Additional  undiagnosed  abnormalities  having  a di- 
rect bearing  on  the  anesthetic  management  of  the 
patient  were  also  detected. 
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lent  vaccine  type  B.  During  the  three  A/Hong  Kong  ep- 
idemics (1968-69,  1970,  and  1972)  the  serologically  de- 
termined infection  rates  among  controls  were  14  per 
cent,  23  per  cent,  and  26  per  cent.  Only  1 of  the  156 
control  subjects  had  serologic  titer  rises  in  the  2 epidem- 
ics, suggesting  that  repeated  A/Hong  Kong  influenza 
was  rare.  Based  on  serologic  data  and  illness  reports 
from  303  children  observed  during  the  1972  epidemic, 
the  A vaccine  given  three  years  earlier  was  still  about  60 
per  cent  effective  in  preventing  influenza  infection. 
Considering  that  many  control  children  had  become 
naturally  immune  in  the  interim,  the  true  effectiveness 
may  have  been  higher.  Vaccine-induced  immunity  was 
also  reflected  in  lower  rates  of  school  absenteeism 
among  1,516  students  so  studied. 
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Perforation  of  interventricular  septum  occurs 
in  approximately  1 to  2 per  cent  of  fatal  myocar- 
dial infarctions.1-3  Although  a rare  event  and  a 
serious  complication,  it  usually  results  in  progres- 
sive, intractable  congestive  heart  failure  and 
death.--5  The  mortality  rate  is  65  per  cent  in  two 
weeks,  81.5  per  cent  in  two  months,  and  95  per 
cent  in  one  year.5  Perforation  occurs  approxi- 
mately one  week  after  infarction  but  has  been  re- 
ported from  one  day  to  three  weeks  following  the 
initial  insult  to  the  myocardium.6-8  Over  70  cases 
of  surgical  repair  for  postinfarction  ventricular 
septal  defects  have  been  reported  since  the  first 
description  of  the  surgical  treatment  of  this  com- 
plication by  Cooley  et  al.  in  1957. 9 

The  case  described  here  emphasizes  the  rarity  of 
interventricular  septal  perforation  with  a ventricu- 
lar aneurysm  following  an  acute  myocardial  infarc- 
tion. Successful  correction  combined  with  coro- 
nary artery  repair  followed  complete  left  and  right 
catheterization  and  coronary  arteriography. 

Case  report 

A fifty-eight-year-old  white  female  had  a history 
of  intermittent  angina  pectoris  and  was  admitted 


FIGURE  1.  Left  ventricular  cineangiogram  in  right  anteri- 
or oblique  view.  Large  apical  aneurysm  and  opacification 
of  right  heart  and  pulmonary  artery  observed. 


to  the  hospital  with  severe  chest  pain,  shortness  of 
breath,  and  diaphoresis.  Enzyme  elevations  and 
electrocardiographic  changes  were  those  of  an 
acute  anteroseptal  and  inferior  wall  myocardial  in- 
farction. For  the  first  fifteen  days  she  remained 
stable  without  murmurs,  congestive  heart  failure, 
or  shock;  there  was  no  recurrent  chest  distress. 
On  the  sixteenth  day  she  developed  cardiogenic 
shock  with  a blood  pressure  reading  of  86/60 
mm.Hg;  the  pulse  rate  was  128  beats  per  minute. 
She  was  treated  conservatively  with  isoproterenol, 
fluid  restriction,  digitalis,  and  diuretics.  A pan- 
systolic  murmur  was  noted  between  the  left  ster- 
nal border  and  the  cardiac  apex,  with  a ventricular 
diastolic  gallop.  Intractable  congestive  heart  fail- 
ure persisted  with  no  response  to  digitalis  glyco- 
sides and  diuretic  therapy.  Three  weeks  later,  she 
was  transferred  to  our  institution  for  study  and 
further  therapy  if  feasible. 

After  transfer,  she  was  brought  to  the  cardiac 
laboratory,  and  catheterization  of  the  right  and 
left  sides  of  the  heart  and  coronary  angiographic 
readings  were  obtained.  A left-to-right  shunt  was 
demonstrated  at  the  ventricular  level.  The  right 
atrial  oxygen  saturation  was  59  per  cent,  with  a 
step-up  in  the  right  ventricular  cavity  to  75  per 
cent  saturation.  Pulmonary  artery  pressure  was 
51/20  mm.Hg.  The  left  ventricular  end  diastolic 
pressure  was  17  mm.Hg.  The  cineangiogram  re- 
vealed a large  apical  aneurysm  of  the  left  ventricle 
and  a ventricular  septal  defect  with  prompt  opaci- 
fication of  the  right  ventricle  and  pulmonary  ar- 
tery (Fig.  1).  The  coronary  arteriograms  obtained 
showed  complete  interruption  of  the  left  anterior 
descending  coronary  halfway  down  the  interven- 
tricular groove,  wit  h a proximal  area  of  90  per  cent 
stenosis  before  the  first  lateral  branch  of  the  ante- 
rior descending  (Fig.  2A).  The  circumflex  artery 
displayed  several  lesions  with  less  than  50  per  cent 
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FIGURE  2.  (A)  Left  coronary  angiogram  in  left  anterior  oblique  view  showing  complete  distal  obstruction  of  anterior  de- 

scending and  severe  proximal  stenosis.  (B)  Right  coronary  artery  in  left  anterior  oblique  view  Significant  narrowing 
present  in  the  proximal  portion. 


narrowing.  There  was  significant  proximal  lesion 
of  the  right  coronary  artery  w'ith  greater  than  50 
per  cent  stenosis.  Reasonable  distal  right-coro- 
nary flow  with  significant  obstruction  was  noted 
(Fig.  2B). 

Four  days  later,  the  patient  underwent  open- 
heart  surgery  for  closure  of  interventricular  septal 
defect,  resection  of  the  aneurysm  of  the  left  ventri- 
cle, and  saphenous  vein  bypass  graft  to  right  coro- 
nary artery;  internal  mammary  implantation  into 
the  posterolateral  left  ventricular  wall  was  per- 
formed. A large,  2.4  cm.  in  size,  septal  perforation 
was  closed  with  a patch  of  synthetic  fabric  (Tef- 
lon) after  the  ventricle  was  opened  through  the  ap- 
ical aneurysm. 

Postoperative  recovery  was  slow  and  was  com- 
plicated by  a large  sacral  decubitus  ulcer  and  su- 
perficial infection  of  the  thigh  incision  from  which 
the  saphenous  vein  was  obtained.  Repeat  cathe- 
terization studies  were  obtained  before  discharge; 
catheterization  of  the  right  and  left  sides  of  the 
heart,  coronary  arteriograms,  and  visualization  of 
the  graft  were  performed  without  difficulty.  Pul- 
monary artery  systolic  pressure  was  33  mm.Hg, 
with  a normal  resting  left  ventricular  end-diastolic 
pressure  of  13  mm.Hg.  Oxygen  saturation  did  not 
reveal  any  residual  shunt  at  the  ventricular  level. 
A left  ventricular  cineangiogram  displayed  the 
remnant,  unresectable  portion  of  the  remaining 
myocardium;  (Fig.  3A)  there  was  no  residual  inter- 
ventricular septal  defect  on  angiographic  examina- 
tion. The  right  coronary  artery  vein  graft  was 
patent,  with  retrograde  flow  in  the  residual  proxi- 
mal portion  of  the  right  coronary  artery  and  with 
good  flow  to  the  distal  branches  (Fig.  3B).  The 
internal  mammary  graft  was  not  pursued  owing  to 
the  short  interval  between  surgery  and  the  repeat 
catheterization  study.  There  has  been  no  recur- 
rence of  a cardiac  murmur  or  ventricular  diastolic 


gallop.  A rare  episode  of  angina  has  occurred,  but 
no  other  cardiac  problems  have  ensued. 

The  sacral  ulcer  and  inguinal  incision  are  now 
healed.  Left  ulnar  palsy,  confirmed  by  nerve  con- 
duction studies,  remains  the  only  major  clinical 
problem.  Pressure  necrosis  from  prolonged  bed 
rest  was  the  probable  cause  of  the  nerve  damage, 
and  transplantation  of  the  nerve  above  the  ulnar 
groove  is  contemplated. 

Comment 

The  high  mortality  rate  of  ventricular  septal 
perforation  in  acute  myocardial  infarction  suggests 
that  an  aggressive  surgical  approach,  with  the  po- 
tential of  increased  survival,  may  be  of  value  in 
this  group  of  patients.  An  adequate  surgical  pro- 
cedure must  be  based  on  clear  preoperative  data 
that  should  define  the  state  of  the  ventricle  and 
the  coronary  anatomy  as  well  as  confirm  the  inter- 
ventricular communication.  Although  there  is  a 
theoretically  increased  risk  in  obtaining  studies  of 
the  left  side  of  the  heart  and  coronary  angiograms, 
failure  to  obtain  these  data  may  result  in  postoper- 
ative failure  or  in  intraoperative  mortality  due  to 
inadequate  correction  of  all  coexisting  prob- 
lems.10,11 

The  finding  of  a pansystolic  murmur  after  acute 
myocardial  infarction  suggests  a ventricular  septal 
perforation,  acute  mitral  regurgitation  and,  on  rare 
occasions,  both  lesions.  Maximal  intensity  of  the 
murmur  between  the  left  sternal  border  and  the 
apex  suggests  that  a septal  defect  rather  than  pa- 
pillary muscle  rupture  or  dysfunction  is  present; 
the  distinction  at  the  bedside  may  not  be  easily 
decided.  Our  approach  has  been  to  perform  cath- 
eterization of  the  right  side  of  the  heart  before  any 
other  diagnostic  maneuver.  In  our  experience, 
oxygen  saturation  data  have  uniformly  confirmed 
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FIGURE  3.  (A)  End  systolic  frame  of  left  ventricular  post  surgery.  Anteroapical  aneurysm  noted  with  no  opacification  of 

right  side  of  heart  structures.  (B)  Aortocoronary  graft  opacification.  Graft  intact  in  both  proximal  and  distal  anastomotic 
sites  with  adequate  runoff. 


the  shunt  at  the  ventricular  level.  The  wedge 
pressure  tracing  is  also  obtained  to  exclude  the 
cardiovascular  wave  of  mitral  regurgitation. 
When  the  cardiovascular  wave  is  noted,  papillary 
muscle  infarction  and  mitral  regurgitation  have 
been  suspected  and  confirmed  at  postmortem  ex- 
amination in  several  patients  who  died  before  sur- 
gical intervention.  Both  septal  perforation  and 
acute  mitral  regurgitation  have  coexisted  and  fur- 
ther complicate  the  bedside  diagnosis  based  on  the 
location  of  maximal  intensity  of  the  pansystolic 
murmur. 

Studies  of  the  left  side  of  the  heart  are  then  pur- 
sued. The  end-diastolic  pressure  in  the  left  ven- 
tricle is  measured  before  any  contrast  studies  are 
performed.  If  very  high  pressures  are  noted,  the 
ventriculogram  is  withheld  until  coronary  arterio- 
grams are  obtained.  Injections  into  the  coronary 
circulation  are  kept  to  a necessary  minimum  to  re- 
duce the  amount  of  contrast-induced  myocardial 
depression.  The  left  ventricle  is  again  entered  fol- 
lowing the  coronary  angiograms,  and  the  pressure 
is  recorded  and  observed.  Ventriculographic  ex- 
amination is  then  performed  in  the  right  anterior 
oblique  position  unless  another  view  would  pro- 
vide more  information.  The  localization  of  the 
defect  on  the  angiogram  is  not  of  prime  impor- 
tance since  surgical  exposure  through  the  ventricle 
or  aneurysm  will  provide  direct  inspection  of  the 
septum.  Muscle  function  and  mitral  competence 
are  observed  in  the  right  anterior  oblique  view,  al- 
though simultaneous  opacification  of  the  right 
ventricle,  pulmonary  artery,  and  aorta  may  ob- 
scure the  angiographic  detection  of  mitral  regurgi- 
tation. This  approach  has  been  used  in  patients 
with  potential  surgical  lesions  following  myocar- 
dial infarction.  No  rhythm  abnormalities,  perfo- 
rations, embolic  complications,  nor  severe  clinical 
deterioration  have  followed  this  type  of  study  ap- 


proach even  though  the  patients  were  modestly 
hypotensive  and  had  congestive  heart  failure  at 
the  time  of  catheterization. 

The  surgical  treatment  of  acquired  septal  de- 
fects, ventricular  aneurysms,  and  coronary  artery 
disease  has  been  well  outlined.  The  combination 
of  repair  of  all  three  of  the  complications  of  coro- 
nary atherosclerosis  is  not  often  undertaken  be- 
cause of  failure  to  obtain  coronary  angiographic 
readings.  The  successful  result  obtained  in  the 
present  case  emphasizes  the  value  of  correction  or 
amelioration  of  the  precipitating  factor,  coronary 
obstruction,  as  well  as  the  resultant  factor,  wheth- 
er aneurysm,  septal  perforation,  papillary  muscle 
damage,  or  a combination  thereof.  Repair  of  a 
ventricular  septal  defect  without  resection  of  the 
ventricular  aneurysm  has  been  associated  with  a 
75  per  cent  mortality  rate;  resection  of  the  aneu- 
rysm during  the  same  operative  procedure  de- 
creases the  rate  to  25  per  cent.  Although  the  total 
experience  has  been  limited  in  number,  these  fig- 
ures suggest  that  the  more  complete  the  surgical 
repair,  the  more  successful  the  results. 

In  the  present  case,  the  elapsed  time  between 
the  perforation  and  repair  of  the  septum  was  suffi- 
cient for  modest  fibrosis  around  the  perforation  al- 
lowing patch-graft  closure  without  suture  disrup- 
tion. The  postoperative  absence  of  cardiac  mur- 
murs and  the  followup  catheterization  studies 
showed  no  signs  of  mitral  regurgitation,  suggesting 
that  the  papillary  muscle  was  not  damaged  nor 
was  it  misaligned  by  repair  of  the  septum  and  re- 
section of  the  aneurysmal  segment. 

Summary 

A fifty-eight-year-old  white  female  suffered  an 
acute  myocardial  infarction  complicated  by  ven- 
tricular septal  rupture.  Catheterization  studies 
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demonstrated  the  septal  tear,  a ventricular  aneu- 
rysm, and  significant  coronary  atherosclerosis. 

Successful  repair  of  the  septum,  coronary  artery 
disease,  and  ventricular  resection  reversed  the  pro- 
gressive congestive  failure  and  shock,  with  the  pa- 
tient now  surviving  for  more  than  three  years  with 
only  occasional  angina  pectoris  pains. 

Prompt  complete  diagnostic  evaluation  resulted 
in  total  correction  of  the  pathologic  lesions  rather 
than  in  a compromised  approach  to  this  compli- 
cated problem. 

4333  Monroe  Street 
Toledo,  Ohio  43606 
(DR.  BARMAN) 
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pressant  effect  of  alcohol.  While  the  pharmaceutical  ef- 
fect of  the  alcohol  rapidly  subsides,  neuronal  activity  re- 
mains high  for  one  to  four  days,  during  which  (especially 
the  first  forty-eight  hours)  appropriate  stimuli  may  lead 
to  a diffuse  discharge  resulting  in  a grand  mal  seizure. 
A gradual  rather  than  abrupt  drop  in  the  depressant  ef- 
fect of  the  alcohol  is  therefore  desirable,  but  alcohol  is 
not  the  best  substance  for  detoxification.  Fortunately 
chlordiazepoxide  has  been  shown  to  be  highly  effective 
for  this  purpose. 

Prevention  of  alcohol  withdrawal  seizures:  Roles  of 

Diphenylhydantoin  and  chlordiazepoxide,  Emil  Roth- 
stein.  M.D.,  American  Journal  of  Psychiatry  130:  1381 
(Dec.)  1973. 
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the  weight  of  scientific  opinion 


If  the  pharmacist  substituted  a 
j chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
[patient— could  you  be  certain  of  that 
I product’s  safety  and  effectiveness 
I simply  because  the  chemical  content 
I was  the  same? 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG  _ 

bioequivalence 


B 


Definitely  not,  unless  bio- 
J equivalence  tests  and  other  quality 
I assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
imany  scientists  have  maintained  this 
[position  for  years,  but  others  have 
[questioned  it.  Now  the  Office  of 
rTechnology  Assessment  of  the 
Congress  of  the  United  States  has 
[reported  on  the  issue  in  its  Drug 
ioequivalence  Study.* 

Here  are  a few  definitive  state- 
ents  in  the  O.T.A.  report: 

“..  .the  problem  of  bioinequiva- 
ency  in  chemically  equivalent  prod- 
cts  is  a real  one.  Since  the  studies  in 
hich  lack  of  bioequivalence  was 
emonstrated  involved  marketed 
roducts  that  met  current  compen- 
ial  standards,  these  documented  in- 
tances  constitute  unequivocal 
vidence  that  neither  the  present 
tandards  for  testing  the  finished 
roduct  nor  the  specifications  for 
aterials,  manufacturing  process, 
nd  controls  are  adequate  to  ensure 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufacturers 
liMKl  Association 

1155  Fifteenth  Street,  N.W 
Lh^ljSI  Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 
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Bladder  stones  in  the  pediatric  age  group,  while 
frequently  reported  in  the  Far  and  Middle  East, 
are  rare  in  North  America  and  western  Europe, 
with  a steadily  decreasing  incidence  in  the  last 
fifty  years.1-4 

The  following  case  report  of  a large  laminated 
bladder  stone  in  an  eight-year-old  boy  may  there- 
fore be  of  interest. 

Case  report 

An  eight-year-old  Puerto  Rican  boy  was  admit- 
ted with  dysuria,  urgency,  frequency,  and  enuresis 
of  three  months’  duration.  Family  and  past  histo- 
ry were  unremarkable. 

Physical  examination  was  unremarkable  except 
for  a moderately  congested  throat  and  revealed  a 
well-developed  boy,  weight  20  Kg.,  third  percen- 
tile, height  107.5  cm.,  below  third  percentile,  in  no 
acute  distress.  The  temperature  was  38°  C.,  pulse 
92  per  minute,  respirations  22  per  minute,  and 
blood  pressure  100/80. 

Laboratory  studies  included  urinalysis,  su- 
prapubic puncture,  which  revealed  pH,  6;  specific 
gravity,  1,019;  protein  1 plus;  blood  2 plus;  and 
glucose  and  acetone  negative.  Microscopically, 
the  sediment  showed  numerous  red-blood  cells,  oc- 
casional white-blood  cells,  and  many  gram-nega- 
tive rods.  Complete  blood  count  revealed  leuko- 
cytosis with  a marked  shift  to  the  left;  sedimenta- 
tion rate  was  32  per  minute,  Wintrobe-Landsberg 
method.  Blood  urea  nitrogen  and  creatinine  test 


FIGURE  1.  Pelvis.  Note  oval-shaped,  lamellated,  radi- 
opaque density,  with  relatively  radiolucent  center,  in  region 
of  bladder. 


findings  were  18  and  0.9  respectively.  Serum  elec- 
trolytes were  within  normal  limits. 

The  child’s  temperature  rose  to  40°  C.  the  next 
day  and  he  began  to  vomit.  The  admission  su- 
prapubic urine  culture  yielded  Klebsiella  species 
and  Proteus  mirabilis  over  100,000  colonies  per 
milliliter  of  each,  both  sensitive  to  cephalothin. 
The  latter  was  administered,  100  mg.  per  kilogram 
per  day  for  fourteen  days.  Subsequent  urine  cul- 
tures were  negative. 

An  abnormal  finding  on  roentgenogram  was  a 
large  ovoid  laminated  calcific  density  within  the 
pelvis,  which  was  seen  on  an  otherwise  normal  in- 
travenous pyelogram  and  proved  to  be  in  the  blad- 
der (Fig.  1). 

Retrograde  cystogram  and  voiding  cystourethro- 
gram  revealed  no  reflux.  The  urethra  appeared 
normal. 

A vesicolithotomy  was  performed,  and  a smooth 
ovoid  stone  measuring  5 by  3.5  by  1.5  cm.  and 
weighing  35  Gm.  was  removed.  The  sectioned 
stone  was  laminated  in  a manner  precisely  reflect- 
ing its  roentgenologic  appearance,  with  a central 
core  distinct  from  the  outer  portion. 

Chemical  analysis  of  its  core  revealed  fibrin,  cal- 
cium, phosphate,  ammonium,  and  uric  acid.  The 
outer  portion  had  the  same  constituents  with  the 
addition  of  carbonate. 

Laboratory  values  for  serum  calcium,  phospho- 
rus, uric  acid,  alkaline  phosphatase,  cholesterol, 
and  protein  were  within  normal  range.  The  Sul- 
kowitch  test  result  and  twenty-four-hour  determi- 
nations of  urinary  calcium,  phosphorus,  uric  acid, 
oxalic  acid,  and  amino  acids  were  normal. 

Comment 

The  etiology  of  urinary  tract  stones  is  obscure. 
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Schistosomiasis  in  Egypt  is  frequently  associated 
with  bladder  calculi.'1  The  role  of  infection  in  the 
production  of  vesical  calculi  is  still  controversial 
since  calculi  can  form  in  sterile  urine,  while  blad- 
der infection  may  persist  without  stone  forma- 
tion.3,5 With  infection,  the  most  commonly  incri- 
minated organisms  are  Proteus  and  Staphylococci.2 
4 These  organisms  possess  the  power  of  splitting 
urea  and  thereby,  presumably,  enhance  stone  for- 
mation. 

The  large  vesical  stone  in  the  current  case  was 
discovered  during  the  course  of  a routine  workup 
for  urinary  tract  infection.  Although  urine  cul- 
ture yielded  P.  mirabilis,  it  cannot  be  stated  with 
certainty  whether  the  infection  preceded  stone 
formation  or  vice  versa.  Metabolic  studies  all 
gave  normal  results.  It  is  noteworthy  that  the 
child  was  below  the  third  percentile  in  weight. 

Summary 

Bladder  calculi  in  children  are  a rarity  in  the 


Hepatitis  A 

Unlike  type  B.  hepatitis  A (infectious)  has  defied  at- 
tempts to  find  a virus  or  antigen  in  patient  serums. 
T his  may  be  due  to  the  short  duration  of  the  viremic 
stage  of  hepatitis  A and  its  low  magnitude.  Yet,  feces  of 
such  patients  are  infectious  from  about  two  weeks  be- 
fore clinical  symptoms  appear  and  about  two  weeks 
after.  Stephen  M.  Feinstone,  Albert  Z.  Kapikian,  and 
Robert  H.  Purcell  (Hepatitis  A:  Detection  by  immune 
electron  microscopy  of  a viruslike  antigen  associated 
with  acute  illness.  Science  182:  1026  [Dec.  7]  1973)  ex- 
amined by  electron  microscopy  (IEM)  stool  specimens 
from  hepatitis  A patients  in  the  acute  stage  of  the  dis- 
ease and  found  virus-like  particles  measuring  about  27 


United  States.  A case  of  a large,  radiopaque  blad- 
der calculus  of  mixed  composition  is  reported  in  an 
eight -year-old  boy  with  a urinary  tract  infection. 

City  Hospital  Center  at  Elmhurst 
790-01  Broadway 
Elmhurst,  New  York  1 1373 
(DR.  POCHACZEVSKY) 

Acknowledgment.  The  authors  wish  to  express  their  grati- 
tude to  Joseph  B.  Pincus,  M.D.,  and  Irving  B.  VVexler,  M.D.,  for 
their  helpful  suggestions  and  criticisms  of  this  report. 


References 

1.  Anderson,  D.  A.:  Relationship  between  malnutrition 

and  bladder  stones,  .1.  Christ.  M.  A.  India  34:  154  (1959). 

2.  Stratton,  R.  A.  and  Higgins,  C.  C.:  Vesical  calculi,  in 

Campbell,  M.  F.,  and  Harrison,  J.  H.:  Textbook  of  Urology, 
No.  3,  Philadelphia,  W.  B.  Saunders  Company,  1970,  vol.  1, 
chap.  18,  p.  687. 

3.  Williams,  D.  I.:  Urinary  lithiasis,  in  Pediatric  Urology, 
New  York,  Appleton-Century-Crofts,  1970,  chap.  22,  p.  323. 

4.  Myers,  N.  A.:  Urolithiasis  in  childhood,  Arch.  Dis. 

Child.  32:48(1957). 

5.  Higgins,  C.  C.:  Renal  Lithiasis,  Springfield,  Illinois, 

Charles  C Thomas  Company,  1943. 


nanometers  in  diameter.  These  particles  were  similar 
in  morphology  to  a previously  identified  particle  associ- 
ated with  “Norwalk”  gastroenteritis.  Examination  of 
the  stool  specimens  of  4 volunteers  failed  to  reveal  pres- 
ence of  these  particles.  After  experimentally  induced 
hepatitis  A,  the  particle  was  found  in  specimens  of  2 of 
the  4 subjects.  The  particle  was  serologically  specific 
for  hepatitis  A.  Every  hepatitis  A patient  who  was  test- 
ed showed  a serologic  response  to  this  antigen,  suggest- 
ing it  may  be  the  etiological  agent.  Discovery  of  this  vi- 
ruslike antigen  in  the  stools  of  patients  with  hepatitis  A 
and  the  development  of  a serologic  technic  with  which 
to  detect  antibody  to  it,  provide  for  the  first  time  a 
means  of  diagnosing  and  studying  infectious  hepatitis. 
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The  medical  literature  has  relatively  few  re- 
ported cases  of  gastric  sarcoid.  Jessing1  described 
a gastric  ulcer  on  x-ray  film  which  was  proved  to 
be  sarcoidosis.  Allen,  Batten,  and  Jefferson2  re- 
viewed the  literature  up  to  1956  and  found  14 
cases  that  were  considered  proved,  and  8 addition- 
al cases  were  considered  doubtful.  Appearance  on 
x-ray  films  was  described  as  of  3 main  types: 

1.  Narrowing  of  the  gastric  lumen,  as  in  linitis  plas- 
tica 

2.  Other  changes  in  the  stomach  such  as  ulcer  or 
polyp 

3.  No  changes  as  seen  on  x-ray  films. 

Palmer1  did  gastric  biopsies  in  approximately  60 
cases  and  found  6 positive  for  sarcoidosis  on  histo- 
logic examination.  These  patients  had  no  specific 
upper  gastrointestinal  radiologic  findings,  and 
most  of  them  were  asymptomatic. 

Mayock  et  al.4  found  no  specific  gastrointestinal 
involvement  in  a review  of  the  records  in  1,254 
cases.  Liehr5  reviewed  the  medical  literature  from 
1 936  to  1969  and  found  only  33  cases  of  gastric  sar- 
coidosis reported;  19  of  these  were  part  of  dissemi- 
nated sarcoidosis,  and  14  showed  only  gastric  sar- 
coid. Allen,  Batten,  and  Jefferson,2  and  Liehr’s5 
findings  are  given  in  Table  I. 

Usually,  the  distal  third  of  the  stomach  includ- 
ing the  antrum,  pyloric  canal,  and  sometimes  the 
duodenal  bulb,  may  he  involved  in  this  process. 
The  pathologic  change  may  he  diffuse  and  general- 
ized, diminishing  the  lumen,  giving  the  appearance 
of  linitis  plastica,  or  may  be  more  localized,  giving 
the  appearance  of  gastric  ulceration. 

In  1970  we  studied  a case  of  gastric  sarcoid, 
proved  at  surgery  and  immunologically.  A previ- 
ous case  in  1959  had  a gastrectomy.  The  speci- 


men had  histologic  findings  compatible  with 
Boeck’s  sarcoid. 

In  this  report  we  will  present  one  case  which  on 
x-ray  films  appeared  as  a benign  lesser  curvature 
gastric  ulcer  in  the  mid-third  of  the  stomach. 
There  were  no  specific  or  distinguishing  features 
to  alert  the  radiologist  as  to  the  etiology. 

The  patient  probably  had  chest  involvement 
earlier  in  life  with  residual  mediastinal  lymph- 
node  calcification.  This  patient  presented  symp- 
toms of  recurring  ulcer  with  melena.  The  patient 
had  a subtotal  gastric  resection  and  the  diagnosis 
was  made  by  the  pathologist.  Immunologic  stud- 
ies were  of  help  in  confirming  the  condition. 

The  differential  diagnosis  of  the  x-ray  film  ap- 
pearance must  include  the  following: 

1.  Gastric  cancer,  particularly  where  there  is  gener- 
alized involvement  and  the  appearance  is  that  of 
linitis  plastica  with  relative  fixation  and  loss  of 
normal  peristaltic  activity. 

2.  Benign  gastric  ulcers;  our  cases  fit  into  this  cate- 
gory. 

3.  Granulomatous  (Crohn’s)  disease  of  the  stomach 
may  give  a similar  appearance.  Crohn  (1949)  re- 
ported 2 such  cases. 

4.  Other  rarer  causes  such  as  tuberculosis,  syphilis, 
lymphoma,  or  lymphosarcoma  and  many  other 
possibilities.6 

Case  reports 

Case  1.  A sixty-year-old  white  female  was  ad- 
mitted to  the  hospital  because  of  epigastric  pain 
and  melena  of  two  days’  duration.  Two  days  prior 
to  admission  she  was  awakened  by  epigastric  burn- 
ing which  was  relieved  by  antacids.  One  day  prior 
to  admission  she  noted  tarry  stools  and  nausea  but 
no  emesis.  Epigastric  pain  was  intermittent  and 
burning  but  there  was  no  radiation. 

On  November  20,  1971,  the  patient  arrived  in 
the  emergency  room.  Her  blood  pressure  was 
90/60  mm.  Hg,  hemoglobin  10.8  Gm.  per  100  ml., 
and  hematocrit  32.  She  was  given  two  units  of 
whole  blood.  A nasogastric  tube  was  passed  and 
the  stomach  lavaged  with  iced  saline;  this  was  fol- 
lowed by  massive  hematemesis. 

Past  history.  In  1960  she  had  a duodenal  ulcer 
demonstrated  on  x-ray  films.  Because  of  melena 
she  required  two  units  of  whole  blood.  In  Decem- 
ber, 1964,  she  complained  of  tarry  stools  of  several 
days’  duration.  An  upper  gastrointestinal  series 


TABLE  I.  Comparative  findings 


Findings 

Allen, 
Batten  and 
Jefferson2 

Liehr5 

Narrowing  of  the 
gastric  lumen 

5 

8 

Ulcer  or  polyp 

6 

13 

Negative  findings 

3 

8 

Totals 

14 

29 
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FIGURE  1.  Case  1.  (A)  Large  lesser  curvature  ulcer  of 
pars  media  appears  benign;  involves  posterior  wall;  no  in- 
filtration or  fixation.  (B)  Chest.  Posterior-anterior  view 
reveals  mediastinal  and  hilar  lymph  node  calcifications. 
Lung  parenchyma  clear.  No  adenopathy. 

revealed  a 1-cm.  ulcer  crater  on  the  lesser  curva- 
ture aspect  involving  the  posterior  wall  of  the  pars 
media.  The  duodenum  was  normal  (Fig.  1 A ). 
Chest  x-ray  films  showed  mediastinal  and  parahi- 
lar  calcification  (Fig.  IB).  The  patient  was  placed 
on  a conservative  ulcer  regimen.  In  October,  1970, 
she  had  grossly  bloody  stools  again. 

The  remainder  of  the  patient’s  history  is  other- 
wise unremarkable  except  that  her  mother  died  of 
“miner’s  lung.”  The  mother,  however,  had  had  no 
contact  with  mines,  and  the  etiology  of  her  pulmo- 
nary condition  remains  unknown.  The  physical 
examination  on  admission  revealed  a pulse  rate  of 
136,  and  was  regular;  blood  pressure  90/60  mm. 
Hg;  respirations  26  and  regular;  and  temperature 
100°  F.  per  rectum.  She  was  a well-developed  and 
well-nourished  white  female,  cooperative,  alert, 
pale,  and  felt  cold. 

Her  abdomen  was  soft,  nontender,  and  without 
organomegaly  or  masses.  Rectal  examination  re- 
vealed no  masses,  but  the  stool  was  tarry  and  posi- 
tive for  blood.  There  were  no  nodes  visible  or  pal- 
pable. 

She  was  given  5 units  of  blood  and  taken  to  sur- 

Igery.  A gastric  ulcer  with  a protruding  vessel  was 
demonstrated.  The  ulcer  measured  1 by  1.5  cm. 
and  wras  located  on  the  lesser  curvature  in  the  mid- 
portion. A subtotal  gastrectomy,  gastroenteros- 
tomy, and  vagotomy  were  performed.  The  sur- 
geon noted  minute  scattered  granules  on  the  sur- 
face of  the  liver.  There  was  no  liver  biopsy  done. 

Gross  pathology.  The  specimen  consisted  of 
approximately  the  distal  half  of  the  stomach. 
There  was  a small  ulcer  in  the  lesser  curvature 
near  the  proximal  line  of  resection. 

Microscopic  studies.  There  was  a moderate  to 
marked  chronic  gastritis  with  lymphoid  hyperpla- 
sia and  scattered  mucosal  granulomas  made  up  of 


epithelioid  cells,  lymphocytes,  and  occasional 
Langhan’s  giant  cells  (Fig.  2).  The  granulomas 
did  not  exhibit  caseating  necrosis.  There  was  a 
chronic  active  peptic  ulcer  wdth  features  of  recent 


FIGURE  2.  Case  1.  Granulomas  in  gastric  mucosa;  one 
contains  Langhan's  giant  cells  (hematoxylin  and  eosin 
stain). 
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TABLE  II.  Microzone  electrophoresis 


F actors 

Per  Cent 

N ormal 
(Per  Cent) 

Albumin 

43.1 

57.7 

Alpha  1 globulin 

7.7 

4.0 

Alpha  2 globulin 

14.6 

12.0 

Beta  globulin 

9.5 

9.7 

Gamma  globulin 

25.0 

16.6 

Total  proteins 

6.6 

hemorrhage.  A medium-sized  artery  was  eroded 
by  the  ulceration.  The  granulomas  were  found  in 
the  mucosa,  away  from  and  not  within  the  ulcer. 
Five  benign  lymph  nodes  contained  coalescent 
hard  tubercles  as  seen  in  the  gastric  mucosa.  The 
Ziehl-Neelsen  and  Grocott’s  stains  for  acid-fast 
bacilli  and  fungus,  respectively,  gave  negative  re- 
sults. Foreign  material  was  not  seen  in  the  granu- 
lomas. The  differential  diagnosis  included  tuber- 
culosis, histoplasmosis,  Crohn’s  disease,  and  sarcoi- 
dosis; the  most  likely  diagnosis  being  the  latter. 

Because  of  the  unusual  histologic  features,  addi- 
tional studies  were  carried  out.  The  blood  urea 
nitrogen,  creatinine,  amylase,  serum  glutamic  ox- 
aloacetic transaminase,  lactic  dehydrogenase,  bili- 
rubin, serum  calcium,  and  a serum  phosphorus 
finding  were  within  normal  limits.  Marrow  exam- 
ination revealed  decreased  myelopoiesis.  Cultures 
were  negative. 

Delayed  hypersensitivity  was  investigated  by 
testing  the  skin  with  the  following  antigens:  puri- 
fied protein  derivative,  intermediate  strength,  his- 
toplasmin,  coccidioidin,  blastomycin,  streptoki- 
nase-streptodornase,  and  oidiomycin.  The  results 
were  negative  at  forty-eight  hours.  The  VDRL 
finding  was  negative.  The  sputum  was  negative 
for  acid-fast  bacilli.  Repeat  chest  x-ray  films  re- 
vealed no  interval  change.  The  latex  fixation  re- 
sult was  negative,  as  was  the  Kveim  test.  Table  II 
shows  details  of  microzone  electrophoresis. 

Case  2.  We  have  a second  case  of  possible  gas- 
tric sarcoid.  However,  the  work-up  in  1959  was 
incomplete.  This  patient  was  a thirty-five-year- 
old  Negress  admitted  for  recurrent  upper  gastroin- 
testinal distress  and  melena.  Upper  gastrointesti- 
nal series  revealed  a gastric  ulcer  on  two  studies 
(Fig.  3A).  A subtotal  resection  was  done,  and  the 
pathologist  reported  sarcoidosis  (Fig.  3B).  No  im- 
munologic studies  were  done.  She  was  last  seen  at 
another  hospital  in  1971  and  treated  for  acute  al- 
coholism and  hypoglycemic  coma.  She  had  no 
further  follow-up  for  sarcoidosis. 

Comments 

Boeck’s  sarcoid  involvement  of  the  stomach  is 
relatively  rare,  considering  the  number  of  sarcoi- 
dosis cases  seen.  One  proved  case  and  a short 
summary  of  a possible  second  case  have  been  pre- 
sented which  had  radiologic  features  of  benign 
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FIGURE  3.  Case  2.  (A)  Repeat  upper  gastrointestinal 

study  shows  ulcer  of  lesser  curvature  of  antrum;  consider- 
able spasm  and  irritability  but  no  fixation  or  infiltration.  (B) 
Granulomas  in  gastric  mucosa  (hematoxylin  and  eosin 
stain). 


gastric  ulcer  on  x-ray  films  and  were  followed  over 
a period  of  years. 

The  first  case,  with  a history  of  duodenal  ulcer 
and  an  actual  active  gastric  peptic  ulcer,  revealed 
not  only  gastric  mucosal  granulomas  but  also  bi- 
lateral hilar  calcifications.  There  were  serum  pro- 
tein alterations  and  skin  anergy.  The  findings 
point  to  sarcoidosis.  Spencer7  has  indicated  that 
in  chronic  pulmonary  sarcoidosis  the  lesions  may 
rarely  calcify.  Scadding8  described  calcification  of 
mediastinal  and  hilar  adenopathy  in  chronic  sarco- 
idosis. We  have  seen  this  rarely. 

In  the  second  brief  incomplete  case,  a Negress 
had  a prepyloric  lesser  curvature  ulcer.  The  gran- 
ulomas found  in  the  gastric  mucosa  were  similar  to 
those  previously  reported  in  gastric  sarcoidosis. 

In  our  2 cases  we  found  the  granulomas  in  the 
gastric  mucosa.  The  reports  of  the  literature  on 
gastric  sarcoidosis  mention  that  the  granulomas 
may  he  seen  not  only  in  the  mucosa  but  also  in  the 
other  layers  of  the  organ.8 

Scadding8  stated  that  the  published  cases  of 
gastric  sarcoidosis  fall  into  two  groups,  one  in 
which  a peptic  ulcer  has  developed  in  a stomach 
whose  mucosa  is  infiltrated  with  sarcoid  granulo- 
mas and  another  in  which  an  extreme  granuloma- 


tous  infiltration,  usually  in  the  distal  part  of  the 
stomach,  has  given  rise  to  pyloric  obstruction  and 
simulates  linitis  plastica.  As  far  as  the  first  group 
is  concerned,  Scadding8  considers  it  likely  that  a 
peptic  ulcer  has  developed,  more  or  less  inciden- 
tally, in  the  stomach  of  an  individual  who  already 
has  symptomless  gastric  mucosal  sarcoid  granulo- 
mas, a point  of  view  previously  advocated  by 
Pearce  and  Ehrlich.9  Scadding8  even  says  that 
there  is  no  reason  to  suspect  that  peptic  ulcer  is 
especially  frequent  in  patients  with  sarcoidosis. 
As  in  other  reports,  in  our  second  case  the  granulo- 
mas were  not  in  the  ulcer  proper. 

According  to  Bel,10  in  gastric  sarcoidosis  three 
groups  may  be  observed:  (1)  Absolute  lack  of 

symptoms;  (2)  a composite  symptomatology  of 
gastric  disease;  and  (3)  deceiving  manifestations 
(para-Addisonian  anemia,  pyloric  stenosis).  Bel10 
also  indicates  that  in  gastric  sarcoidosis  the  gas- 
troscopic  studies  reported  have  described  the  gas- 
tric mucosa  as  being  normal,  atrophic,  congested, 
and  “glassy.” 

The  radiologic  features  are  not  specific.  How- 
ever, the  possibility  of  this  lesion  must  be  borne  in 
mind  by  the  clinician,  radiologist,  and  pathologist. 
The  immunologic  studies  available  today  aid  in 
making  the  diagnosis.  In  our  first  case,  retrospec- 
tively, the  immunologic  studies  were  compatible 
with  the  pathologist’s  suspicion. 

The  presenting  complaints  if  symptomatic,  and 


Prophylactic  quinidine  for  prevention  of 
arrhythmias  after  acute 
myocardial  infarction 

A study  of  103  patients  with  uncomplicated  myocar- 
dial infarction  of  less  than  twenty-four  hours’  duration 
(45  treated  and  58  controls)  indicates  that  prophylactic 
oral  administration  of  quinidine  sulfate  significantly  re- 
duces prevalence  of  ventricular  tachycardia  after  acute 
infarction  and  the  occurrence  of  ventricular  premature 
beats  that  are  multifocal  or  have  a frequency  of  greater 
than  5 per  minute.  The  period  of  observation  was  sev- 


apparently most  are  not,  may  be  those  of  peptic 
ulcer  disease  or  apparent  gastric  neoplasm. 

50  High  Street 
Buffalo,  New  York  14203 
(DR.  KERENS) 
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enty-two  hours.  Extending  the  period  beyond  this  time 
might  be  expected  to  reduce  risk  of  sudden  death.  Be- 
cause previous  trials  by  other  investigators  have  yielded 
conflicting  opinions  and  because  of  the  desirability  of  an 
oral  prophylactic  antiarrhythmic  agent,  encouraging  an- 
imal studies,  and  because  of  new  technics  for  continuous 
monitoring  of  patients,  this  reappraisal  was  undertaken. 
This  was  reported  in  the  American  Journal  of  Cardiolo- 
gy 33:  655  (May)  1974,  by  David  T.  Jones,  M.D.,  Wil- 
liam J.  Kostuk,  M.D.,  and  Ramsay  W.  Gunton,  M.D., 
from  the  University  of  Western  Ontario  and  Victoria 
Hospital,  London,  Ontario. 
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Special  Articles 


Medical  Practice 
and  Contingent 
Legal  Fee* 

NORMAN  S.  BLACKMAN,  M.D. 

Brooklyn,  New  York 

President,  Medical  Society,  County  of  Kings 


It  has  long  been  a contention  of  the  medical  pro- 
fession that  the  proliferation  in  medical  malprac- 
tice suits  and  increasingly  high  awards  for  dam- 
ages have  influenced  the  way  medicine  is  being 
practiced  in  this  country. 

In  planning  his  treatment  the  physician  often 
considers  malpractice  litigation  in  any  case  where 
the  patient  appears  excessively  hostile,  distressed, 
overly  anxious,  or  resentful  about  his  injury  or  dis- 
ease. Mutual  feelings  of  trust,  confidence,  and  re- 
sponsibility between  patient  and  physician,  known 
as  the  patient-physician  relationship,  are  weak- 
ened by  legal,  not  medical,  factors,  and  “extra 
care"  is  taken.  This  extra  care  often  includes  ex- 
cess x-rays  and  diagnostic  radiation  exposure  to 
the  patient,  extra  visits,  extra  observation,  extra 
worry  and  anxiety  on  the  part  of  the  patient,  and 
an  extra  high  cost  of  medical  care — the  so-called 
“positive  defensive  practice  of  medicine.”  These 
are  not  in  the  best  interests  of  medical  care  for  the 
patient.  They  are  for  the  purpose  of  anticipating 
every  question  that  could  be  asked  later  by  an  in- 
quiring attorney  in  a court  of  law  while  under 
oath.  It  is  done  in  anticipation  of  legal  demands, 
not  medical  requirements.  It  is  a type  of  poorer 
quality  of  medical  care  at  higher  cost,  for  legal 
purposes.  It  sets  up  twro  standards  of  medical 
care:  one  for  ordinary  professional  medical  skill 

and  diligence,  one  to  satisfy  the  legal  demands  of 
anticipated  hostile  cross-examination  before  a lay 
jury  and  judge. 

If  a physician  does  not  resuscitate  the  patient  in 
cardiac  arrest  of  unknown  duration  for  fear  of  the 
legal  implications  of  a living  patient  with  perma- 
nent brain  damage,  or  if  he  withholds  the  solace  of 
sedation  or  narcotics  from  the  terminally  ill  cancer 

* Presented  before  State  Sen.  John  R.  Dunne,  Chairman, 
and  the  New  York  State  Select  Commission  on  Insurance 
Rates,  Regulations,  and  Recodification  of  the  Insurance  Law, 
in  New’  York  City,  October  4, 1974. 


patient  because  it  might  contribute  to  the  demise 
of  the  patient,  he  is  practising  “ negative  defensive 
medicine.” 

Proliferation  of  medical  malpractice  suits  and 
higher  awards  for  damages  have  resulted  in  higher 
and  higher  malpractice  premiums  for  physicians, 
who  in  turn  pass  the  cost  on  to  the  consumer  in 
terms  of  higher  and  higher  professional  fees.  One 
of  the  finest  orthopedic  surgeons  in  the  City  of 
New  York,  a man  who  is  the  chief  of  orthopedic 
surgery  in  one  of  its  largest  teaching  hospitals, 
pays  an  annual  medical  malpractice  premium  of 
$35,000,  and  that  will  increase  90  per  cent  next 
year.  In  the  State  of  New  York  it  is  common  for 
certain  specialists  to  pay  as  much  as  $15,000  per 
year,  and  the  prediction  is  that  these  costs  will 
continue  to  rise  dramatically  unless  some  relief 
can  be  obtained.1  It  has  been  said  that  high  pre- 
mium rates  for  medical  malpractice  are  one  of  the 
reasons  physicians  are  leaving  New  York  State  to 
practice  elsewhere.  Moreover,  excessively  high 
malpractice  insurance  premiums  place  an  unfair 
and  undue  burden  on  the  young  specialist  first 
going  into  the  private  practice  of  medicine,  and  on 
the  older  physician  who  wishes  to  limit  his  prac- 
tice. Many  of  the  latter  retire  prematurely  as  a 
result. 

Most  physicians  believe  that  the  root  cause  of 
the  proliferation  in  suits  is  due  to  the  medical  mal- 
practice contingent  legal  fee  system.  It  seems  that 
this  policy  is  the  stimulus  to  resort  to  legal  suit 
and  has  motivated  both  patients  and  attorneys  to 
sue  for  damages,  when  otherwise  they  would  not. 

The  cost  of  the  proliferation  in  medical  mal- 
practice litigation  in  recent  years  cannot  be  mea- 
sured solely  in  terms  of  dollars  and  cents.  In  such 
suits  immeasurable  harm  is  done  to  the  profes- 
sional reputation  of  the  physician.  The  much- 
needed  mutual  confidence  that  patients  and  phy- 
sicians must  feel  for  each  other  is  badly  shaken.  If 
every  patient  must  be  thought  of  as  a potential 
legal  antagonist,  then,  from  the  sheer  necessity  of 
self-preservation,  the  rapport  between  patient  and 
physician  suffers;  so  too  must  the  quality  of  the 
medical  care  rendered.  Mutual  confidence  is 
being  slowly  but  relentlessly  eroded  by  threats  of 
malpractice  litigation. 

Contingent  legal  fee  contract 

The  contingent  legal  fee  contract  consists  of  an 
agreement  between  a client  and  an  attorney 
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wherein  the  lawyer  offers  his  legal  services  free, 
with  the  expectation,  if  he  is  successful,  of  sharing 
the  client’s  monetary  award  as  his  only  payment. 

This  is  what  the  American  Bar  Association-  has 
to  say  about  contingent  fee  arrangements: 

Contingent  fee  arrangements  in  civil  cases  have 
long  been  commonly  accepted  in  the  United  States  in 
proceedings  to  enforce  claims.  The  historical  bases  of 
their  acceptance  are  that  (1)  they  often,  and  in  a vari- 
ety of  circumstances,  provide  the  only  practical  means 
by  which  one  having  a claim  against  another  can  eco- 
nomically afford,  finance,  and  obtain  the  services  of  a 
competent  lawyer  to  prosecute  his  claim,  and  (2)  a 
successful  prosecution  of  the  claim  produces  a res  out 
of  which  the  fee  can  be  paid.  Although  a lawyer  gen- 
erally should  decline  to  accept  employment  on  a con- 
tingent fee  basis  by  one  who  is  able  to  pay  a reason- 
able fixed  fee,  it  is  not  necessarily  improper  for  a law- 
yer, where  justified  by  the  particular  circumstances  of 
a case,  to  enter  into  a contingent  fee  contract  in  a civil 
case  with  any  client  who,  after  being  fully  informed  of 
all  relevant  factors,  desires  that  arrangement.  Be- 
cause of  the  human  relationships  involved  and  the 
unique  character  of  the  proceedings,  contingent  fee 
arrangements  in  domestic  relation  cases  are  rarely 
justified.  In  administrative  agency  proceedings  con- 
tingent fee  contracts  should  be  governed  by  the  same 
considerations  as  in  other  civil  cases.  Public  policy 
condemns  contingent  fee  arrangements  in  criminal 
cases,  largely  on  the  ground  that  legal  services  in 
criminal  cases  do  not  produce  a res  with  which  to  pay 
the  fee. 

For  the  uninitiated,  the  “res”  referred  to  in  this 
statement  of  ethical  practice  is  Latin  for  a “thing,” 
and  in  this  context  it  is  a legal  euphemism  for 
money! 

The  statement  of  ethical  legal  behavior  notes 
that  “.  . . a lawyer  generally  should  decline  to  ac- 
cept employment  on  a contingent  fee  basis  by  one 
who  is  able  to  pay  a reasonable  fixed  fee  ...”  If 
any  “particular  circumstance”  exists  where  it 
would  not  be  proper  for  a lawyer  to  accept  such  a 
contract,  it  must  certainly  be  in  a medical  mal- 
practice suit,  since  it  destroys  the  confidence  be- 
tween patients  and  physicians  that  is  a require- 
ment in  the  practice  of  medicine. 

It  is  also  pertinent  that  this  legal  code  of  ethics 
deals  with  the  obligation  of  every  lawyer  to  find 
time  to  participate  in  serving  the  disadvantaged 
who  would  otherwise  have  no  access  to  legal  ser- 
vices (Section  EC  2-25). 2 

Revision  of  ethical  standards 

If  these  noble  ethical  principles  are  not  to  be- 
come merely  pious  platitudes,  they  should  be 
taken  seriously.  Despite  this,  the  language  of 
these  “ethical  standards”  has  been  drawn  so 
broadly,  and  so  vaguely,  that  they  are  subject  to 
the  most  flagrant  abuse.  They  are  badly  in  need 
of  revision  and  clarification.  If  similar  standards 
were  applied  to  the  practice  of  the  profession  of 


medicine,  a physician  would  be  justified  in  accept- 
ing a “contingent  fee!”  By  the  same  logic,  the 
physician  would  be  entitled  to  a considerable  per- 
centage of  the  net  worth  and  lifelong  earnings  of 
the  patient  whose  life  he  saves. 

As  in  all  other  professions,  legitimate  fees  for 
legal  services  should  be  determined  by  the  amount 
of  actual  legal  services  rendered  to  those  who  can 
afford  to  pay.  The  lawyer  should  not  be  asked  to 
gamble  his  livelihood  on  a percentage  of  the 
amount  of  the  damages  finally  awarded,  if  any.  It 
is  inevitable  that  a system  of  payment  for  profes- 
sional services  that  encourages  a potential  client  to 
a free  legal  ride,  since  it  costs  him  nothing,  and  an 
attorney  who  must  gamble  on  a cash  award  suffi- 
ciently large  for  him  to  take  a sizable  portion  of  it 
as  his  own  share,  must  result  in  an  unwarranted 
proliferation  of  medical  malpractice  claims.  Is 
speculation  and  gambling  a reasonable  and  digni- 
fied way  of  compensating  any  professionals  for 
their  services?  It  places  the  lawyer  in  the  position 
of  a plaintiff  himself,  as  the  financial  beneficiary 
and  legal  partner  of  his  client. 

Although  the  indiscriminate  and  widespread  use 
of  contingent  medical  malpractice  legal  fee  con- 
tracts is  a perversion  of  the  original  intent  as  a 
means  to  provide  legal  services  to  the  poor,  in  al- 
most every  case,  one  finds  that  it  is  in  fact  the  ar- 
rangement that  prevails  without  regard  to  the  fi- 
nancial needs  of  the  client.  It  has  become  the 
golden  calf  of  the  legal  profession,  and  every  de- 
vice known  to  human  ingenuity  has  been  used  to 
divert  attention  away  from  its  injudicious  and 
widespread  use  as  the  true  and  ultimate  cause  for 
the  proliferating  of  medical  malpractice  suits. 

In  Great  Britain,  where  the  contingent  fee  sys- 
tem is  prohibited,  and  in  Canada  where  it  is  for- 
bidden in  more  than  one  half  of  the  provinces,  the 
number  of  malpractice  medical  suits  is  small  in- 
deed.3,4 In  fact  the  contingent  fee  system  has 
been  declared  illegal  and  against  public  policy  in 
almost  every  civilized  country  in  the  Western 
World. 

Federal  commission 

In  1971  a Federal  Commission  on  Medical  Mal- 
practice was  appointed  by  the  secretary  of  the  U.S. 
Department  of  Health,  Education,  and  Welfare, 
Mr.  Elliot  L.  Richardson.  After  two  years  of  in- 
tensive investigation  and  the  expenditure  of  al- 
most $2  million,  a “final  report  of  its  findings”  was 
published.5  The  only  two  practicing  physicians 
who  were  members  of  the  Commission  both  wrote 
strong  dissenting  opinions.  Thus  the  interpreta- 
tions of  the  data  and  the  credibility  of  the  report 
was  placed  in  some  doubt. 

However,  this  Commission  noted  that  the 
amount  of  money  extracted  from  the  client’s 
award  by  the  plaintiff’s  attorney  as  his  legal  con- 
tingent fee  varied  between  one  third  and  one  half 
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of  the  gross  amount  of  money  awarded  to  the  in- 
jured client.  The  most  common  contingent  legal 
fee  amounted  to  fully  one  third  of  the  award,  but 
this  did  not  include  extraprofessional  expenses 
and  court  costs  which  were  always  hilled  to  the  in- 
jured party.  It  seems  perfectly  clear  that  the  in- 
jured party,  the  plaintiff,  often  receives  less  than 
two  thirds  of  the  amount  awarded  and  often  even 
less  than  one  half  the  award.  As  Hoffman6  noted 
in  his  dissenting  statement, 

...  if  a patient  actually  needs  $100,000  because  of 
his  injury,  but  actually  receives  less  than  $66,666  after 
his  lawyer’s  contingent  fee  and  expenses  of  litigation 
are  deducted,  the  patient  is  seriously  undercompen- 
sated. ...  If  a patient  is  permanently  and  severely  in- 
jured as  a result  of  substandard  care  by  a provider  of 
health  care,  he  needs  and  is  entitled  to  a very  high 
dollar  amount  of  compensation.  Where  justifiable 
compensation  reaches  the  level  of  $100,000  or  more,  it 
may  be  questionable  whether  the  present  contingent 
fee  arrangement  is  truly  beneficial  for  the  injured  pa- 
tient. 

The  Commission  found  that  the  median  recov- 
ery in  all  malpractice  cases  concluded  in  1970 
amounted  to  only  $3,000.  This  figure  is  well 
below  that  considered  by  insurance  carriers  as 
characteristic  of  nuisance-value  cases  which  usual- 
ly have  little  or  no  merit.  They  depend  almost  en- 
tirely on  the  willingness  of  the  insurance  carrier  to 
settle  (if  they  can  so  persuade  the  physician),  in 
the  interests  of  financial  prudence — no  matter 
what  the  actual  merits  of  the  case!  (italics  added). 

The  credibility  of  the  Commission’s  report  of  its 
findings  was  further  strained  when  it  stated,  “.  . . 
most  physicians  generally  place  undue  emphasis 
on  the  influence  of  the  contingent  fee  system  on 
malpractice  litigation,  and  only  harm  will  result 
from  perpetuation  of  these  common  beliefs  about 
its  role  in  the  overall  problem  ...  .”  Also,  in  de- 
fense of  the  contingent  fee,  “.  . . the  average  citizen 
cannot  financially  support  the  lawyer’s  services  re- 
quired in  a malpractice  suit.”  Naturally,  both 
physicians  on  the  Commission  objected  to  these 
unfounded  statements. 

Without  any  statistical  or  evidentiary  proof,  the 
Report  tends  to  give  the  false  impression  that  the 
rapid  increase  in  recent  years  of  the  frequency  and 
the  cost  of  malpractice  claims  has  arisen  from  a dete- 
rioration in  the  general  quality  of  health  care  (italics 
added).  The  reality  is  that  the  general  quality  of 
health  care  has  been  dramatically  improving  during 
the  same  period  of  time  when  the  frequency  and  cost 
of  claims  have  been  increasing.  It  is  this  paradox 
which  is  most  frightening  to  health  care  providers.  It 
seems  to  them  that  the  more  the  general  quality  of 
care  is  improved  the  more  malpractice  claims  arise.6 

This  Commission  in  its  report  chose  to  ignore 
the  testimony  given  by  physician  after  physician 
that  the  true  cause  in  the  proliferation  of  medical 


malpractice  suits  is  the  contingent  legal  fee  sys- 
tem. 

Corrective  legislation 

The  need  for  corrective  legislation  in  the  public 
interest  in  the  State  of  New  York  is  obvious.  The 
following  recommendations  are  not  my  own. 
They  represent  a concentrate  and  a summary  of 
innumerable  hours  of  discussion  with  other  physi- 
cians. Legislation  is  needed  to  provide  for  the  fol- 
lowing in  New  York  State. 

1.  Fee  contract  arrangements  between  at- 
torney and  plaintiff.  The  presiding  judge  shall 
determine  the  nature  of  the  contract  arrangements 
between  client  and  plaintiffs  attorney,  and  this 
shall  be  made  a matter  of  public  record. 

2.  Contingent  legal  fee  contracts  limited  to 
the  poor.  Contingent  fee  contracts  between 
plaintiff  and  attorney  shall  be  illegal  and  prohib- 
ited, unless  financial  indigency  of  the  client  is 
proved  to  the  satisfaction  of  the  presiding  judge. 

3.  Amount  of  payment  for  plaintiffs  attor- 
ney in  contingent  fee  contract  awrards  to  the 
poor.  Special  permission  for  a contingent  legal 
fee  contract  arrangement  may  be  granted  by  the 
judge  in  cases  of  established  indigency,  but  the 
professional  fees  of  the  plaintiffs  attorney  shall  be 
limited  to  reasonable  fees  for  the  actual  profes- 
sional legal  services  rendered.  As  in  all  Federal 
tort  cases,*  contingent  legal  charges  to  the  poor 
shall  not  exceed  25  per  cent  of  the  award  if  the 
case  is  tried,  and  20  per  cent  if  settlement  is  made 
before  trial.' 

4.  Payment  of  plaintiffs  attorney  if  no 
award  forthcoming.  If  no  award  is  produced  as 
a result  of  the  legal  services  of  the  plaintiffs  attor- 
ney in  a contingent  legal  fee  arrangement  under- 
taken in  the  interests  of  an  indigent  client,  the 
value  of  the  services  of  the  attorney  shall  be 
deemed  a voluntary  charitable  act  made  “pro  bono 
publico.”  Alternatively,  the  value  of  these  ser- 
vices may  be  determined  by  the  judge  at  his  dis- 
cretion, and  shall  be  deemed  a tax-deductible  pro- 
fessional expense  of  conducting  the  practice  of  law 
by  the  plaintiffs  attorney. 

5.  Responsibility  of  plaintiff  for  public  al- 
legations against  physician.  Institution  of  legal 
suit  for  recovery  for  damages  shall  be  undertaken 
only  with  the  knowledge  and  consent  of  the  plain- 
tiff that  if  the  public  allegations  of  professional 
negligence  and  incompetence  are  shown  to  be  false 
and  without  basis  in  fact,  that  a counter  suit  for 
costs  and  for  damages  and  for  defamation  of  pro- 
fessional character  and  reputation  may  subse- 
quently be  legally  undertaken  at  the  option  of  the 
physician  defendant. 

6.  Personal  responsibility  of  the  physician 

* In  Federal  tort  claims  against  the  U.S.  Government,  con- 
tingent legal  fees  of  lawyers  have  been  limited  by  statute  to  25 
per  cent  of  the  amount  recovered  in  the  event  the  case  goes  to 
trial  and  to  20  per  cent  of  the  amount  recovered  without  trial. 
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for  direct  payment.  Suit  for  damages  as  a result 
of  professional  malpractice  shall  be  limited  solely 
and  specifically  against  the  person  (physician)  or 
physicians  alleged  to  be  personally  responsible  for 
such  malpractice  acts,  and  whether  or  not  the  phy- 
sician is  salaried  or  nonsalaried.  That  is,  the  prin- 
ciple of  “respondent  superior”  shall  not  be  appli- 
cable where  personal  acts  of  professional  malprac- 
tice result  in  personal  permanent  damage  to  the 
plaintiff. 

7.  Medical  malpractice  insurance  limited 
to  deductible  type.  In  the  State  of  New  York 
medical  malpractice  insurance  contract  shall  be 
limited  exclusively  to  the  so-called  “deductible 
type.”  The  first  $1,000  to  $3,000  shall  be  person- 
ally paid  by  the  physician  found  guilty  of  medical 
malpractice,  with  the  balance  to  be  paid  by  the  in- 
surance carrier. 

These  proposals  seem  to  place  reasonable 
responsibilities  on  the  judge,  attorney,  plaintiff, 
and  the  physician,  without  impinging  on  the  right 
to  sue. 

Conclusion 

The  medical  profession  affirms  its  honest  con- 
viction that  any  person  who  is  injured  in  the 
course  of  his  health  care  as  a direct  result  of  mis- 
conduct or  negligence  on  the  part  of  his  physician 
is  entitled  to  just  and  reasonable  compensation  for 
his  injury.  But  we  are  a profession  frightened  by 
the  ever-present  specter  of  the  threats  of  malprac- 
tice suits.  We  are  trying  to  overcome  deficiencies, 
but  we  cannot  properly  practice  our  profession 
under  duress.  It  is  clear  that  at  this  point  medical 
malpractice  litigation  is  not  the  best  incentive  to 
improvement.  Indeed,  it  has  repeatedly  resulted 
in  the  opposite. 

Physicians  are  not  ini allible  in  their  professional 
judgments,  and  it  is  one  of  their  occupational  haz- 
ards that  they  must  convey  to  their  patients  even 
more  confidence  in  their  medical  decisions  than 
they  themselves  feel.  Medical  practice  is  a scien- 
tific art,  not  a truly  exact  science;  diagnosis  is  al- 
ways difficult  and  the  results  of  medical  treatment 
always  uncertain. 

But  physicians  are  citizens  too,  and  have  their 
rights  as  well  as  their  responsibilities.  They  do 
not  seek  special  rewards,  nor  special  punishments. 
In  the  best  interests  of  both  the  public  and  the 
professions,  they  ask  only  some  protection  from 
the  indiscriminate  use  of  the  contingent  legal  fee 
system,  as  it  applies  to  medical  practice.  It  is  the 
firm  conviction  of  most  physicians  that  this  sys- 
tem undermines  the  profession  of  medicine  and 
penalizes  the  general  public  by  poorer  medical 
care  at  higher  medical  costs.  Additionally  it  ex- 


ploits the  poor  by  depriving  them  of  a large  por- 
tion of  an  award  for  damages  that  justifiably 
belongs  to  them.  In  such  cases,  are  the  poor  the 
beneficiaries,  or  are  they  the  victims  of  this  sys- 
tem? 

The  problems  facing  the  public  and  the  medical 
profession  concerned  with  medical  malpractice  are 
not  those  that  are  directly  attributable  to  the  poor 
practice  of  medicine.  While  it  does  occur,  direct 
injury  to  a patient  through  the  negligence  of  a 
physician  is  relatively  infrequent.  But  the  wide- 
spread and  indiscriminate  practices  of  both  the 
legal  profession  and  the  insurance  industry  have 
polarized  us  into  a litigious  society.  Our  courts 
are  innundated  by  a sea  of  litigation.  This  has  the 
pernicious  effect  of  weakening  the  important 
human  relationships  between  a patient  and  his 
physician  and  promoting  an  adversary  status. 

Predictably,  and  regrettably,  legislators,  the  ma- 
jority of  whom  are  attorneys,  react  with  intense 
emotion,  hostility,  and  resentment  to  the  call  for 
restraint  in  the  use  of  contingent  legal  fee  arrange- 
ments. Instead  they  propose  “bits  and  patches” 
such  as  strengthening  mediation  panels,  lowering 
the  statute  of  limitations,  and  so-called  “no  fault 
insurance  for  medical  malpractice.”  All  of  these 
seek  to  solve  the  wrong  problems! 

If  not  our  legislators,  then  it  must  be  an  in- 
formed public  that  will  insist  on  the  much-needed 
legislated  reforms  for  enlightened  self  interest. 
Both  the  public  and  the  profession  of  medicine 
look  to  their  legislators  for  relief.  As  has  hap- 
pened in  the  past,  if  members  of  government  sim- 
ply choose  to  ignore  and  to  reject  the  indiscrimi- 
nate use  of  the  contingent  legal  fee  system  as  the 
basic  cause,  neither  the  public  nor  its  medical  care 
will  be  well  served. 

35  Monroe  Place 
Brooklyn,  New  York  1 1201 
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Remember  Tofranil-PM  imipramine  pamoate 


More  depressed 
patients  will. 


Because  one  capsule 
lasts  from  bedtime 
to  bedtime,  Tofranil-PM 
helps  avoid  forgotten 
doses. 

Tofranil-PM  is  avail- 
able in  a full  range 
of  single  daily  dosage 
strengths,  including 
the  75-  and  150-mg. 
capsules.* 

The  most  effective 
daily  dose  for  many 


patients  may  be 
the  150-mg.  capsule. 

Tofranil-PM  is  for 
single-dose  therapy  in 
depression  when  the 
dosage  is  established. 

Before  prescribing  Tofranil-PM, 
please  see  the  prescribing  informa- 
tion on  the  back  of  this  page 
' Also  available  In  capsules  of 
100  and  125  mg  Each  capsule  con- 
tains Imipramine  pamoate 
equivalent  to  150.  125.  100  or  75  mg 
of  imipramine  hydrochloride 


Geigy 


Tofranil-PM® 

brand  of  imipramine  pamoate 
Tofranil® 

brand  of  imipramine  hydrochloride 
USP 

Indications:  For  the  relief  of  symp- 
toms of  depression.  Endogenous  de- 
pression is  more  likely  to  be  alleviated 
than  other  depressive  states. 
Contraindications:  The  concomitant 
use  of  monoamine  oxidase  inhibiting 
compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive 
seizures  may  occur  in  patients  re- 
ceiving such  combinations.  The  po- 
tentiation of  adverse  effects  can  be 
serious,  or  even  fatal.  When  it  is  de- 
sired to  substitute  Tofranil,  brand  of 
imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should 
elapse  as  the  clinical  situation  will 
allow,  with  a minimum  of  14  days.  Ini- 
tial dosage  should  be  low  and  in- 
creases should  be  gradual  and 
cautiously  prescribed  The  drug  is 
contraindicated  during  the  acute  re- 
covery period  after  a myocardial 
infarction.  Patients  with  a known 
hypersensitivity  to  this  compound 
should  not  be  given  the  drug.  The 
possibility  of  cross-sensitivity  to  other 
dibenzazepine  compounds  should  be 
kept  in  mind 

Warnings:  Usage  in  Pregnancy:  Safe 
use  of  imipramine  during  pregnancy 
and  lactation  has  not  been  established ; 
therefore,  in  administering  the  drug  to 
pregnant  patients,  nursing  mothers, 
or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards  Animal 
reproduction  studies  have  yielded  in- 
conclusive results.  There  have  been 
clinical  reports  of  congenital  mal- 
formation associated  with  the  use  of 
this  drug,  but  a causal  relationship 
has  not  been  confirmed 
Extreme  caution  should  be  used  when 
this  drug  is  given  to: 

— patients  with  cardiovascular  dis- 
ease because  of  the  possibility  of 
conduction  defects,  arrhythmias, 
myocardial  infarction,  strokes  and 
tachycardia; 

— patients  with  increased  intraocular 
pressure,  history  of  urinary  reten- 
tion, or  history  of  narrow-angle 
glaucoma  because  of  the  drug's 
anticholinergic  properties: 

— hyperthyroid  patients  or  those  on 
thyroid  medication  because  of  the 
possibility  of  cardiovascular  toxicity 

— patients  with  a history  of  seizure 
disorder  because  this  drug  has  been 
shown  to  lower  the  seizure  threshold: 

— patients  receiving  guanethidine  or 
similar  agents  since  imipramine 
may  block  the  pharmacologic  ef- 
fects of  these  drugs 

Usage  in  Children  Pending  evalua- 
tion of  results  from  clinical  trials  in 
children,  Tofranil,  brand  of  imipramine 
hydrochloride,  is  not  recommended  for 
treatment  of  depression  in  patients 
under  twelve  years  of  age 
Tofranil-PM,  brand  of  imipramine  pam- 
oate, should  not  be  used  in  children 
of  any  age  because  of  the  increased 
potential  for  acute  overdosage  due  to 
the  high  unit  potency  (75  mg.,  100  mg 
125  mg  and  150  mg  ).  Each  capsule 
contains  imipramine  pamoate  equiva- 
lent to  75  mg.,  100  mg,,  125  mg  or 
150  mg  imipramine  hydrochloride 
Since  imipramine  may  impair  the  men- 
tal and/or  physical  abilities  required 
for  the  performance  of  potentially 
hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient 
should  be  cautioned  accordingly 
Precautions:  It  should  be  kept  in 
mind  that  the  possibility  of  suicide  in 
seriously  depressed  patients  is  in- 
herent in  the  illness  and  may  persist 
until  significant  remission  occurs 
Such  patients  should  be  carefully 
upervised  during  the  early  phase  of 
treatment  with  Tofranil,  brand  of 
imipramine  hydrochloride,  and  may 
require  hospitalization  Prescriptions 
should  be  written  for  the  smallest 
amount  feasible 

Hypomanic  or  manic  episodes  may 


occur,  particularly  in  patients  with 
cyclic  disorders.  Such  reactions  may 
necessitate  discontinuation  of  the  drug. 
If  needed,  Tofranil,  brand  of  imipramine 
hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes 
are  relieved.  Administration  of  a 
tranquilizer  may  be  useful  in  con- 
trolling such  episodes. 

Prior  to  elective  surgery,  imipramine 
hydrochloride  should  be  discontinued 
for  as  long  as  the  clinical  situation 
will  allow. 

An  activation  of  the  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients  and  may  require  re- 
duction of  dosage  and  the  addition 
of  a phenothiazine. 

In  occasional  susceptible  patients  or 
in  those  receiving  anticholinergic 
drugs  (including  antiparkinsonism 
agents)  in  addition,  the  atropine-like 
effects  may  become  more  pro- 
nounced (e  g paralytic  ileus).  Close 
supervision  and  careful  ad|ustment  of 
dosage  is  required  when  this  drug  is 
administered  concomitantly  with 
anticholinergic  or  sympathomimetic 
drugs 

Avoid  the  use  of  preparations,  such  as 
decongestants  and  local  anesthetics, 
which  contain  any  sympathomimetic 
amine  (e  g.,  adrenalin,  noradrenalin), 
since  it  has  been  reported  that  tri- 
cyclic antidepressants  can  potentiate 
the  effects  of  catecholamines. 

Patients  should  be  warned  that  the 
concomitant  use  of  alcoholic  bever- 
ages may  be  associated  with  exagger- 
ated effects. 

Both  elevation  and  lowering  of  blood 
sugar  levels  have  been  reported 
Concurrent  administration  of  imipra- 
mine with  electroshock  therapy  may 
increase  the  hazards;  such  treatment 
should  be  limited  to  those  patients 
for  whom  it  is  essential,  since  there  is 
limited  clinical  experience. 

Adverse  Reactions:  Note  Although 
the  listing  which  follows  includes  a 
few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug, 
the  pharmacological  similarities 
among  the  tricyclic  antidepressant 
drugs  require  that  each  of  the  reac- 
tions be  considered  when  imipramine 
is  administered. 

Cardiovascular  Hypotension,  hyper- 
tension, tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias, 
heart  block,  stroke,  falls. 

Psychiatric:  Confusional  states  (es- 
pecially in  the  elderly)  with  hallucina- 
tions. disorientation,  delusions,  anx- 
iety, restlessness,  agitation;  insomnia 
and  nightmares,  hypomania;  exacer- 
bation of  psychosis. 

Neurological  Numbness,  tingling, 
paresthesias  of  extremities;  incoor- 
dination, ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symp- 
toms; seizures,  alterations  in  EEG 
patterns:  tinnitus. 

Anticholinergic:  Dry  mouth,  and, 
rarely,  associated  sublingual  adenitis; 
blurred  vision,  disturbances  of  ac- 
commodation, mydriasis;  constipa- 
tion, paralytic  ileus;  urinary  retention, 
delayed  micturition,  dilation  of  the 
urinary  tract 

Allergic:  Skin  rash,  petechiae.  urti- 
caria. itching,  photosensitization 
(avoid  excessive  exposure  to  sun- 
light); edema  (general  or  of  face  and 
tongue);  drug  fever;  cross-sensitivity 
with  desipramine 

Hematologic:  Bone  marrow  depres- 
sion including  agranulocytosis; 
eosinophilia,  purpura;  thrombocy- 
topenia Leukocyte  and  differential 
counts  should  be  performed  in  any 
patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  evidence 
of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomit- 
ing. anorexia,  epigastric  distress, 
diarrhea  , peculiar  taste,  stomatitis, 
abdominal  cramps,  black  tongue 
Endocrine  Gynecomastia  in  the  male; 
breast  enlargement  and  galactorrhea 
in  the  female;  increased  or  decreased 
libido,  impotence;  testicular  swelling ; 
elevation  or  depression  of  blood  sugar 
levels. 


Other:  Jaundice  (simulating  obstruc- 
tive); altered  liver  function;  weight  gain 
or  loss;  perspiration;  flushing ; uri- 
nary frequency;  drowsiness,  dizziness, 
weakness  and  fatigue;  headache; 
parotid  swelling ; alopecia. 

Withdrawal  Symptoms . Though  not 
indicative  of  addiction,  abrupt  cessa- 
tion of  treatment  after  prolonged  ther- 
apy may  produce  nausea,  headache 
and  malaise. 

Dosage  and  Administration:  Lower 
dosages  are  recommended  for  elderly 
patients  and  adolescents.  Lower  dos- 
ages are  also  recommended  for  out- 
patients as  compared  to  hospitalized 
patients  who  will  be  under  close 
supervision  Dosage  should  be  initi- 
ated with  Tofranil,  brand  of  imipra- 
mine hydrochloride,  at  a low  level  and 
increased  gradually,  noting  carefully 
the  clinical  response  and  any  evi- 
dence of  intolerance  Following  re- 
mission, maintenance  medication  may 
be  required  for  a longer  period  of 
time,  at  the  lowest  dose  that  will 
maintain  remission 
Once-a-day  maintenance  dosage  can 
be  provided  with  Tofranil-PM,  brand 
of  imipramine  pamoate,  capsules  if 
this  dosage  has  been  established  as 
explained  above  This  dose  may  be 


given  at  bedtime.  For  the  occasional 
patient  who  manifests  stimulation  and 
insomnia  with  this  dosage  regimen, 
the  capsules  may  be  given  in  the 
morning 

Parenteral  administration  should  be 
used  only  for  starting  therapy  in  pa- 
tients unable  or  unwilling  to  use  oral 
medication.  The  oral  form  should  sup- 
plant the  iniectable  as  soon  as 
possible 

How  Supplied:  Tofranil  brand  of 
imipramine  hydrochloride:  Round 
tablets  of  25  and  50  mg, ; triangular 
tablets  of  10  mg. ; and  ampuls,  each 
containing  25  mg  in  2 cc  for  I.M. 
administration 

Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75,  100.  125  and 
150  mg  (Each  capsule  contains  imi- 
pramine pamoate  equivalent  to  75, 
100,  125  or  150  mg.  of  imipramine 
hydrochloride.) 

(B)  98-1 46-850- R (2/74) 

For  complete  details,  including  dos- 
age and  administration,  please  refer 
to  the  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


Tofranil-PM®  Geigy 

imipramine  pamoate 
Capsules1  of  1 50, 1 25, 1 00, 75  mg. 

In  depression: 

One  capsule 
lasts  from  bedtime 
to  bedtime. 


•Each  capsule  contains  imipramine  pamoate  equivalent  to 
150.  125, 100  or  75  mg  of  imipramine  hydrochloride 
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Contingent  Fees 

A lawyer's  viewpoint 
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A contingent  fee  may  he  defined  as  that  portion 
of  the  recovery  by  suit,  settlement,  or  judgment, 
afforded  to  a successful  litigant’s  attorney,  in  ac- 
cordance with  the  arrangement  between  said  at- 
torney and  his  client.  The  contingent  fee  has 
been  with  us  for  generations  and  it  came  into 
being  to  serve  a need,  which  is  still  present  today. 
It  has  been  called  “the  poor  man’s  key  to  the 
courthouse,”  and  allows  all  persons,  regardless  of 
their  social  status  or  financial  condition,  to  receive 
the  best,  most  experienced,  legal  counsel  possible. 
In  reality,  the  contingent  fee  is  an  equalizer.  The 
attorney  for  the  claimant  does  not  receive  any  fee 
for  his  legal  services  rendered  to  that  claimant  un- 
less he  is  successful  in  obtaining  an  award. 

Comments 

One  must  understand  from  the  inception  that 
not  all  claims  lead  to  settlements  or  verdicts.  The 
claimant,  by  law,  has  the  burden  of  proving  the 
claim  by  a preponderance  of  the  credible  proof  and 
testimony,  to  achieve  a recovery.  In  essence,  in  a 
settlement,  if  there  be  one,  the  defendant  is  admit- 
ting that  the  plaintiff  will  be  able  to  prove  his 
claim  according  to  the  law  in  a courthouse.  Oth- 
erwise, the  defendant  should  not  settle  his  case  at 
all,  and  should  try  his  lawsuit. 

Of  course,  in  reality,  there  does  exist  the  nui- 
sance suit. 

Traditionally,  most  verdicts  in  medical  malprac- 
tice cases  have  been  for  the  physician.  It  is  fair, 
however,  to  point  out  that  many  probable  cases  of 
recovery  have  been  weeded  out  by  settlement  prior 
to  trial.  It  is  well  known  in  legal  circles  that  the 
plaintiffs  and  their  attorneys  are  very  convinced 
that  a good  settlement  is  better  than  a trial.  A 
settlement  has  the  advantage  of  a definite  recov- 
ery without  the  possibility  of  reversal  and/or  re- 
duction of  an  award,  even  if  the  plaintiff  is  victori- 
ous at  a trial.  It  is  also  a well-known  legal  conten- 


tion that  a good  defense  yields  the  best  assurance 
of  justice. 

It  is  my  feeling  that  contingent  fees  are  not  ex- 
cessive, nor  are  they  the  cause  of  malpractice  law- 
suits. 

The  contingent  fee  has  been  regulated  by  Feder- 
al law  for  all  cases  brought  under  the  Federal  Tort 
Claims  Act  for  alleged  negligent  acts  of  the  govern- 
ment and/or  its  employees.  In  reality,  too,  contin- 
gent fees  are  regulated  at  Workmens’  Compensa- 
tion Board  hearings  wherein  attorneys  are  given 
awards  by  the  compensation  carriers  for  services 
rendered  to  the  claimants.  Moreover,  contingent 
fees  are  regulated  by  the  Judicial  Conference  of 
the  State  of  New  York,  in  negligence  cases,  and  the 
contingent  fees  of  attorneys  are  strictly  limited  to 
certain  percentages  of  recovery.  In  addition,  they 
are  repeatedly  regulated  by  the  courts  in  all  cases 
involving  infants,  who  are  wards  of  the  court. 

There  is  nothing  automatic  regarding  the 
amount  of  the  fee.  While  one-third  of  the  award 
or  settlement  is  common,  there  are  many  cases 
where  lower  fees  are  negotiated  between  the  client 
and  the  attorney.  It  is  not  uncommon,  in  cases  of 
very  severe  injury  with  potentially  good  liability, 
that  attorneys  routinely  will  take  much  less  than 
one-third  to  come  to  terms  with  the  client.  The 
claimant  always  has  the  choice  of  accepting  or  re- 
jecting what  the  practitioner  demands  as  his  con- 
tingent fee,  and  is  free  to  ask  other  attorneys  for 
their  terms  prior  to  the  inception  of  any  claim.  In 
Aviation  Law  cases,  in  particular,  where  injuries 
are  usually  severe,  retainers  of  15  to  20  per  cent  of 
any  recovery  are  quite  routine.  Personal  injury 
actions,  where  the  contingent  fee  arrangement  is 
most  prevalent,  is  a distinct  specialty.  In  the  field 
of  medical  malpractice,  that  specialty  becomes 
even  more  select  and  demanding. 

In  forwarding  an  action  to  a malpractice  expert, 
the  law  allows  a referral  fee  to  the  referring  attor- 
ney, who  represents  the  claimant  initially.  That 
expert  will  then  make  a thorough  review  of  the  file 
before  accepting  the  claim.  This  is  because  in  all 
contingent  matters  there  is  a risk  taken  by  the  at- 
torney. The  law  demands  that  all  attorneys  rep- 
resenting clients  in  contingency  cases  attempt  to 
recover  those  expenses  advanced  in  cases  lost. 
However,  in  reality,  if  the  client  is  a person  who 
could  not  afford  these  outlays  and  expenses  ini- 
tially, the  chances  of  recovery  are  poor.  There- 
fore, in  cases  where  no  recovery  or  compromise 
settlements  are  arrived  at,  the  attorney  would  not 
receive  any  compensation  for  his  efforts  and  ex- 
penses. Since  attorneys  are  prudent  businessmen, 
as  well  as  professionals,  it  would  be  foolish  for 
them  to  take  cases  on  a contingency  fee  basis 
which  do  not  have  reasonable  probabilities  of  suc- 
cessful settlements  or  successful  trials  in  view.  If, 
in  fact,  the  attorney  would  imprudently  accept  a 
case  on  a “nuisance  basis,”  he  would  stand  to  lose 
both  his  time  and  his  money,  if  a strong  and  expert 
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defense  were  given  to  the  defendant. 

The  medical  profession  is  paid  in  no  small  part 
via  Medicare,  Medicaid,  and  compensation  re- 
ceived from  Blue  Shield  and  other  forms  of  insur- 
ance. The  attorney  accepting  a contingent  fee  ar- 
rangement does  not  know  whether  or  not  he  will 
be  paid  for  his  efforts.  The  physician,  on  the 
other  hand,  knows  that  payment  will  be  made  in 
some  form,  and  that  some  remuneration  for  his 
services  for  private  care  will  be  received. 

The  juries  do  not  routinely  take  into  account  the 
fact  that  the  attorney  will  be  receiving  a portion  of 
the  verdict  awarded  to  the  claimant.  In  all  my 
years  of  defending  physicians,  I have  had  numer- 
ous interviews  with  jurors.  I have  never  once 
heard,  in  any  of  my  discussions,  that  the  jury,  in 
their  deliberation,  took  the  attorney’s  fee  into  ac- 
count in  their  consideration  of  the  amount  of  the 
award.  Their  award,  in  cases  where  verdicts  were 
rendered,  was  based  on  what  they  thought  to  be  a 
fair  and  just  amount  for  the  claimant.  Their  feel- 
ing is  that  the  award  is  a compensatory  figure,  and 
the  jury  usually  takes  into  account  only  the  impact 
of  the  injury  on  the  claimant.  Therefore,  it  is  the 
injury,  and  not  the  social  standing  of  the  claimant, 
that  affects  the  award.  The  return  of  special 
damages  for  medical  expenses  and  loss  of  earnings 
only  has  a significant  relationship  to  the  amount  of 
the  settlement  and/or  award  in  cases  of  nonper- 
manent injury.  In  permanent  injury  cases  the  con- 
tingent fee  could  be  considered  an  “equalizer” 
when  the  damage  to  the  claimant  receives  primary 
consideration  and  the  amount  of  monetary  loss  re- 
ceives secondary  consideration. 

Contingent  fees  have  been  responsible  for  vast 
changes  in  the  scope  of  duties  and  responsibilities 
of  those  charged  with  the  control  and  management 
of  instrumentalities,  which  may  lead  to  the  dam- 
ages complained  of.  Attorneys,  who  have  been 
willing  to  accept  a case  on  a contingency  basis  in 
hopes  of  enlarging  the  present  theory  of  liability, 
have  been  instrumental  in  setting  new  standards 
of  conduct,  both  by  judicial  decree  as  well  as  by 
the  promulgation  of  new  legislation. 

In  medical  malpractice  cases,  the  claimant’s  at- 
torney, far  from  facing  a simple  task,  faces  special 
problems  in  addition  to  those  regularly  encoun- 
tered in  other  tort  liability  claims.  He  must  have 
the  expertise,  which  comes  from  years  of  practice, 
and,  in  addition,  must  have  the  opinion  and  trial 
testimony  of  a physician  to  understand  the  medi- 
cal problems  of  his  case,  and  he  must  be  able  to 
depict  the  alleged  professional  negligence  at  the 
time  of  trial.  A small  group  of  experts  in  this  field 
have  emerged,  who  routinely  take  cases  on  a for- 
warding basis  from  other  attorneys,  who  are  not 
experts.  The  trial  attorney,  therefore,  must  be 
most  selective  to  assure  that  the  case  he  selects  has 
merit,  since  he  is  sharing  his  contingent  fee  with 
another  attorney.  Medical  malpractice  cases  are 
among  the  most  expensive  cases  for  a plaintiff’s  at- 


torney to  handle.  Hospital  records;  long,  exten- 
sive, and  expensive  depositions;  the  cost  of  medi- 
cal experts’  opinions  as  well  as  their  testimony  and 
advice;  together  with  a time-consuming  trial,  all 
make  the  attorney’s  financial  commitment  in  these 
cases  larger  than  ordinary. 

The  quality  of  medicine  constantly  being  re- 
viewed, not  only  by  the  physicians,  but  by  the  pa- 
tients and  their  attorneys,  has  led  to  improve- 
ments in  the  quality  of  patient  care.  Of  course, 
the  extra  expense  of  unnecessary  tests  or  examina- 
tions are  to  be  condemned,  but  we  must  keep  in 
mind  that  the  plaintiff  must  show  that  a necessary 
test  was  not  taken  or  was  misinterpreted,  to  prove 
his  case.  No  one,  including  the  plaintiff’s  and  the 
defendant’s  attorneys,  needs  or  wants  two  differ- 
ent standards  of  medical  care.  Ultimately,  the  law 
and  the  medical  profession  are  both  in  agreement 
that  the  highest  quality  of  care  consistent  with  re- 
ality, and  conforming  to  the  standards  of  the  com- 
munity, is  what  we  want,  need,  and  expect. 

Increase  in  malpractice  suits 

Contingent  fees  alone  cannot  be  the  cause  for 
the  physicians’  grievances  at  this  time.  Contin- 
gent fees  were  in  existence  for  a long  time  before 
the  proliferation  of  medical  malpractice  cases.  It 
is  a fact  that  many  years  ago  it  was  difficult  to  pro- 
cure the  services  of  an  expert  physician  to  testify 
for  a plaintiff.  The  medical  profession  was  more 
cohesive  then  than  it  is  today.  Much  of  that  lack 
of  cohesiveness  is  the  fault  of  the  physician  in  his 
relationship  to  his  patient.  If,  in  fact,  many  negli- 
gent acts  were  undiscovered  and  never  brought  to 
light  during  those  days  when  malpractice  premi- 
ums were  at  a minimum,  I believe  it  is  a breath  of 
fresh  air  that  the  legal  profession  has  afforded  the 
claimant  an  opportunity  to  have  the  doors  opened 
and  improper  practices,  where  they  exist,  dis- 
closed. 

The  contingent  fee  has  not  been  responsible  for 
increases  in  malpractice  policy  premiums.  The 
reasons  for  these  increases  are  quite  apart  from 
the  percentage  of  the  award  that  the  plaintiff’s 
counsel  receives.  Increases  have  been  demanded 
because  of  higher  costs  of  doing  business,  together 
with  the  fact,  I feel,  that  not  enough  lawsuits  have 
been  adjudicated  to  a final  verdict.  The  fault  for 
this  is  a combination  of  judicial  calendar  conges- 
tions leading  to  the  acceleration  of  settlements  by 
the  pressure  of  the  judiciary  in  relieving  their  cal- 
endars, combined  with  ultraliberality  in  the  inter- 
pretation of  the  legislative  intent  of  the  laws  en- 
acted affecting  medical  malpractice  cases.  Add  to 
this  the  great  reluctance  of  physicians  to  go  to 
court  to  obtain  a jury  trial,  because  of  embarrass- 
ment or  fear  of  the  unknown.  Another  basic  fac- 
tor for  the  increase  in  malpractice  premiums  is  the 
physician’s  unwillingness  to  go  to  court  because  of 
the  expenditure  of  time  necessary  to  properly  de- 
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fend  each  and  every  malpractice  case.  Given  an 
expert  defense  attorney,  an  adequately  prepared 
defense,  and  the  willingness  to  cooperate  and 
spend  the  time  necessary,  the  defendant  in  a mal- 
practice case  has  a hetter-than-even  chance  of 
being  successful  in  his  own  defense. 

The  fallacy  of  the  argument  that  the  contingent 
fee  destroys  the  confidence  between  the  patients 
and  the  physicians  is  evident  in  the  very  fact  that 
it  is  the  patient  who  has  already  questioned  that 
confidence,  and  that  there  has  been  a breakdown 
of  that  relationship  before  consulting  the  attorney 
or  the  patient  would  not  have  taken  this  step  in 
the  first  place. 

While  medical  malpractice  premiums  have 
never  been  a source  of  delight  to  the  medical  pro- 
fession, it  would  seem  the  physicians  were  satisfied 
with  the  judicial  system  and  the  contingent  fee 
until  very  recently.  When  it  became  evident  that, 
because  of  the  increase  in  lawsuits  and  the  in- 
crease in  expenses,  malpractice  premiums  had  to 
be  raised,  it  was  then,  and  then  only,  that  objec- 
tions of  the  medical  profession  were  heard. 

As  with  any  system,  there  may  be  abuses,  which 
can  be  relieved.  There  is  no  doubt  that  judicial 
interpretation  of  existing  laws  has  led  to  liability 
in  areas  where  there  had  been  none  before.  These 
abuses  can  and  will  be  subject  to  legislative  reme- 
dy. We  need  new  laws  to  take  care  of  those  abus- 
es, which  have  created  and  necessitated  such  high 
malpractice  premiums.  Is  there  a need  to  limit 
the  amount  of  any  particular  award,  as  in  compen- 
sation? I have  never  found  a claimant  who  has 
ever  been  happy  about  the  amount  of  the  compen- 
sation award,  or  the  justice  inherent  in  it.  If  an 
excessive  verdict  is  given  by  a jury,  the  physician 
must  understand  that  the  appellate  courts  stand 


Accurate  office  diagnosis 
of  vaginitis 

Wilhma  B.  Nelson,  M.D.,  in  the  American  Family 
Physician  (10:  105  [July]  1974),  pointed  out  that  the 
rapidly  increasing  incidence  of  vaginitis  in  a student 
health  clinic  made  it  apparent  that  a regimented  office 
and  laboratory  routine  was  needed  to  expedite  treat- 
ment, and  a study  of  100  patients  was  undertaken.  Re- 
sults indicated  that  accurate  diagnostic  procedures  can 
be  established  in  the  family  practice  office.  By  using 
the  wet  slide  for  Candida  and  Trichomonas  and  clinic 
culture  media  for  N.  gonorrhoeae.  the  largest  etiologic 
groups  can  be  identified  and  the  rest  will  fall  definitely 


ready  to  turn  aside  that  excessive  award  either  by 
remanding  the  matter  for  a new  trial  and/or  by  re- 
ducing the  amount  of  the  verdict.  The  appellate 
courts  have  usually  allowed  only  justifiable  ver- 
dicts to  stand. 

Conclusion 

I have  been  active  in  the  defense  of  physicians 
for  many  years.  I see  abuses  in  the  system,  which 
can  and  should  be  relieved.  We  need  legislative 
changes,  which  would  include  the  elimination  of 
the  informed  consent  theory,  except  in  cosmetic  or 
experimental  surgery.  We  need  the  elimination  of 
the  “long  tail”  in  the  discovery  of  foreign  objects, 
and  the  right  of  infants  to  sue  to  be  further  re- 
stricted. We  must  have  the  medical  expert,  who 
sits  on  the  mediation  panel,  available  to  either  side 
at  the  time  of  trial.  This  expert,  clothed  with  the 
authority  of  the  court,  as  an  independent  expert, 
would  prove  most  valuable  in  the  defense  of  medi- 
cal malpractice  cases.  An  additional  remedy  is 
that  the  physician,  who  appears  as  an  expert,  be 
an  expert  in  the  particular  field  of  specialty  which 
is  at  issue. 

The  medical  profession  and  the  lawyers,  as  well 
as  the  claimants,  need  a continuation  of  the  pres- 
ent system  with  the  elimination  of  current  abuses. 
The  medical  profession  needs  no  further  govern- 
mental regulation.  It  must  have  the  power  to  reg- 
ulate itself.  Physicians  of  the  State  of  New  York 
should  back  a physician-owned  medical  malprac- 
tice company,  nonprofit  in  nature,  pledged  to 
strong  defenses  for  their  membership. 

75  Maiden  Lane 
New  York,  N.Y.  10038 


into  the  “nonspecific”  classification.  If  necessary,  cul- 
tures can  be  sent  to  the  laboratory  to  identify  a particu- 
lar organism.  By  establishing  an  accurate  diagnosis 
quickly,  treatment  can  be  started  early.  Of  the  100  pa- 
tients, 84  were  single,  8 were  married,  and  8 living  with 
partners.  Taking  oral  contraceptives  were  60;  5 had 
IUDs;  and  6 were  virgins.  Thirty  had  taken  antibiotics 
within  one  month  of  onset  of  discharge.  A primary  di- 
agnosis of  candidiasis  was  made  for  49;  nonspecific  vagi- 
nitis, 18;  trichomoniasis,  4.  The  other  29  had  diagnoses 
ranging  from  normal  to  cystitis  and  condylomata  acumi- 
nata. Nine  wTere  treated  for  gonorrhea  at  their  initial 
visit,  2 of  whom  subsequently  showed  positive  cultures 
for  N.  gonorrhoeae.  There  were  no  positive  VDRLs. 
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If  severe  contact  dermatitis 
does  not  respond 
to  conventional  therapy... 


Medrol  4 mg  Dosepak... 

(methyl  prednisolone,  Upjohn) 
short-term,  tapered, 
corticosteroid  therapy 


To  remove  tablet,  press  from  this  side 


Dosage  Directions 


Take  2 tablets  before  breakfast,  1 tablet  after  lunch  and  after  supper,  :nd  2 tablets  at  bedtime 


Take  1 tablet  before  breakfast,  1 tablet  after  lunch  and  after  supper,  and  2 tablets  et  bedtime 


Take  1 tablet  before  breakfast  and  1 tablet  after  lunch,  after  supper,  and  at  bedtime 


Unless  otherwise  directed 
by  your  physician,  all  six  (6) 
tablets  in  the  row  labeled  1st 
day  should  be  taken  the  day  you 
receive  your  prescription,  even 
though  you  may  not  receive  it  until 
late  in  the  day.  All  six  (6)  tablets  may 
be  taken  immediately  as  a single  dose, 
or  may  be  divided  into  two  or  three  doses 
and  taken  at  intervals  between  the  time  you 
receive  the  medicine  and  your  regular  bedtime. 

r.nl.n*  t,,r  I 1070  I At  f-OtOn 


Take  1 tablet  before  breakfast,  after  lunch,  and  at  bedtime 


Take  1 tablet  before  breakfast  and  at  bedtime 


Take  1 tablet  before  breakfast 


Poison  ivy  and  other  severe  allergic  states 
intractable  to  adequate  trials  of  conventional 
treatment  will  often  respond  to  a short, 
intensive,  adjunctive  course  of  Medrol. 

Medrol  Dosepak  is  designed  to  provide  a tapered, 
six-day  course  of  methylprednisolone  tablets. 

On  occasion,  a six-day  course  of  Medrol  therapy 
may  not  be  sufficient  and  therapy  may  need 
to  be  extended.  If  there  is  continued  contact 
with  the  sensitizing  agent,  corticosteroids 
will  not  completely  suppress  the  inflammatory 
response.  A further  caution:  If  lesions  become 
infected  during  Medrol  therapy,  it  should 
be  remembered  that  steroids  may  decrease 
resistance  to  infection  and  hinder  the  body's 
ability  to  localize  an  infection. 

MEDROL  COMPRESSED  TABLETS— 2.  4 & 16  MG 
(METHYLPREONISOLONE  TABLETS,  N.F.,  UPJOHN) 

DESCRIPTION  AND  ACTIONS:  Medrol  (methylprednisolone)  is  a synthetic  glucocor- 
ticoid with  potent  anti-inflammatory  effects  It  is  readily  absorbed  from  the  Gl  tract 
Glucocorticoids  cause  profound  and  varied  metabolic  effects  and  modify  the  body  s im- 
mune responses  to  diverse  stimuli 

INDICATIONS:  1 Endocrine  Disorders:  Primary  or  secondary  adrenocortical  insuf- 
ficiency (hydrocortisone  or  cortisone  is  the  first  choice:  synthetic  analogs  may  be  used 
in  conjunction  with  mmeralocorticoids  where  applicable,  in  infancy,  mineralocorticoid 
supplementation  is  of  particular  importance)  Congenital  adrenal  hyperplasia;  nonsup- 
purative thyroiditis,  hypercalcemia  associated  with  cancer  2 Rheumatic  Disorders:  As 
adjunctive  therapy  for  short-term  administration  (to  tide  the  patient  over  an  acute  epi- 
sode or  exacerbation)  in  psoriatic  arthritis;  rheumatoid  arthritis  (selected  cases  may 
require  low-dose  maintenance  therapy);  ankylosing  spondylitis,  acute  and  subacute 
bursitis,  acute  nonspecific  tenosynovitis  acute  gouty  arthritis  3 Collagen  Diseases: 
During  an  exacerbation  or  as  maintenance  therapy  in  selected  cases  of— Systemic 
lupus  erythematosus  acute  rheumatic  carditis  4 Dermatologic  Diseases: 
Pemphigus,  bullous  dermatitis  herpetiformis;  severe  erythema  multiforme  (Stevens- 
Johnson  syndrome);  exfoliative  dermatitis;  mycosis  fungoides;  severe  psoriasis  5 
Allergic  States:  Control  of  severe  or  incapacitating  allergic  conditions  intractable  to 
adequate  trials  of  conventional  treatment:  Seasonal  or  perennial  allergic  rhinitis,  bron- 
chial asthma;  contact  dermatitis,  atopic  dermatitis,  serum  sickness  6 Ophthalmic 
Diseases:  Severe  acute  and  chronic  allergic  and  inflammatory  processes  involving  the 
eye  and  its  adnexa  such  as — allergic  corneal  marginal  ulcers;  herpes  zoster  ophthal- 
micus; anterior  segment  inflammation:  diffuse  posterior  uveitis  and  choroiditis,  sympa- 
thetic ophthalmia,  allergic  conjunctivitis,  keratitis,  chorioretinitis;  optic  neuritis;  iritis 
and  iridocyclitis  7 Respiratory  Diseases:  Symptomatic  sarcoidosis,  Loeffler  s syn- 
drome not  manageable  by  other  means,  berylliosis;  fulminating  or  disseminated  pulmo- 
nary tuberculosis  when  concurrently  accompanied  by  appropriate  antituberculous 
chemotherapy  8 Hematologic  Disorders:  Idiopathic  and  secondary  thrombocytopenia 
m adults;  acquired  (autoimmune)  hemolytic  anemia,  erythroblastopenia  (RBC  anemia); 
congenital  (erythroid)  hyperplastic  anemia  9 Neoplastic  Diseases:  For  palliative  man- 
agement of;  leukemias  and  lymphomas  in  adults;  acute  leukemia  of  childhood  10 
Edematous  States:  To  induce  a diuresis  or  remission  of  proteinuria  in  the  nephrotic 
syndrome,  without  uremia,  of  the  idiopathic  type  or  that  due  to  lupus  erythematosus 
11.  Miscellaneous:  Tuberculous  meningitis  with  subarachnoid  block  or  impending 
block  when  concurrently  accompanied  by  appropriate  antituberculous  chemotherapy 
Systemic  dermatomyositis  (polymyositis). 

CONTRAINDICATIONS:  Systemic  fungal  infections 

WARNINGS:  In  patients  on  corticosteroid  therapy  subjected  to  unusual  stress,  in- 
creased dosage  of  rapidly  acting  corticosteroids  before,  during,  and  after  the  stressful 
situation  is  indicated 

Corticosteroids  may  mask  some  signs  of  infection  and  new  infections  may  appear 
during  their  use  There  may  also  be  decreased  resistance  and  inability  to  localize  infec- 
tion. Prolonged  use  may  enhance  the  establishment  of  secondary  ocular  infections  due 
to  fungi  or  viruses 

Since  adequate  human  reproductive  studies  have  not  been  done,  the  use  in  preg- 
nancy. nursing  mothers  or  women  of  childbearing  potential  requires  that  the  possible 
benefits  be  weighed  against  the  potential  hazards  to  the  mother  and  the  embryo  or 
fetus.  Infants  should  be  observed  for  signs  of  hypoadrenalism 

Average  and  large  doses  of  hydrocortisone  or  cortisone  can  cause  elevation  of  blood 
pressure,  salt  and  water  retention,  and  increased  excretion  of  potassium  These  effects 
are  less  likely  to  occur  with  the  synthetic  derivatives  except  when  used  in  large  doses 
Dietary  salt  restriction  and  potassium  supplementation  may  be  necessary  All  corticos- 
teroids increase  calcium  excretion 

While  on  corticosteroid  therapy,  patients  should  not  be  vaccinated  against  small- 
pox. Other  immunization  procedures  should  not  be  undertaken  in  patients  who  are 
on  corticosteroids,  especially  on  high  dose,  because  of  possible  hazards  of  neuro- 
logical complications  and  a lack  of  antibody  response. 

The  use  of  corticosteroids  in  active  tuberculosis  should  be  restricted  to  those  cases 
of  fulminating  or  disseminated  tuberculosis  in  which  the  corticosteroid  is  used  for  the 
management  of  the  disease  in  conjunction  -with  an  appropriate  antituoerculous  regi- 
men. 


If  corticosteroids  are  indicated  in  patients  with  latent  tuberculosis  or  tuberculin  reac- 
tivity. close  observation  is  necessary  as  reactivation  of  the  disease  may  occur  During 
prolonged  corticosteroid  therapy,  these  patients  should  receive  chemoprophylaxis 
PRECAUTIONS:  Hormone  therapy  is  an  adjunct  to.  and  not  a replacement  for.  conven- 
tional therapy 

Dosage  should  be  individualized  according  to  the  severity  of  the  disease  and  the 
response  of  the  patient  As  soon  as  a satisfactory  clinical  response  is  obtained,  the 
daily  dose  should  be  reduced,  either  to  termination  of  treatment  or  to  the  minimal  effec- 
tive maintenance  dose  level  The  lowest  possible  dose  should  be  used  and  when  reduc- 
tion in  dosage  is  possible,  the  reduction  should  be  gradual  if  the  drug  has  been 
administered  for  more  than  a few  days  If  a period  of  spontaneous  remission  occurs  in 
a chronic  condition,  treatment  should  be  discontinued 

Drug-induced  secondary  adrenocortical  insufficiency  may  be  minimized  by  gradual 
reduction  of  dosage  This  type  of  relative  insufficiency  may  persist  for  months  after  dis- 
continuation of  therapy  therefore,  in  any  situation  of  stress  occurring  during  that 
period,  hormone  therapy  should  be  reinstituted  Since  mineralocorticoid  secretion  may 
be  impaired,  salt  and/or  a mineralocorticoid  should  be  administered  concurrently 

There  is  an  enhanced  effect  of  corticosteroids  on  patients  with  hypothyroidism  and  in 
those  with  cirrhosis 

Corticosteroids  should  be  used  cautiously  in  patients  with  ocular  herpes  simplex 
because  of  possible  corneal  perforation 

Psychic  derangements  may  appear  or  existing  emotional  instability  or  psychotic  ten- 
dencies may  be  aggravated  by  corticosteroids 

Aspirin  should  be  used  cautiously  in  conjunction  with  corticosteroids  in  hypo- 
prothrombinemia 

Steroids  should  be  used  with  caution  in  nonspecific  ulcerative  colitis,  if  there  is  a 
probability  of  impending  perforation,  abscess  or  other  pyogenic  infection;  diverticulitis; 
fresh  intestinal  anastomoses;  active  or  latent  peptic  ulcer,  renal  insufficiency;  hyperten- 
sion. osteoporosis;  and  myasthenia  gravis 

Growth  and  development  of  infants  and  children  on  prolonged  corticosteroid  therapy 
should  be  carefully  observed 

Blood  pressure,  body  weight,  routine  laboratory  studies,  including  2-hour  postpran- 
dial blood  glucose  and  serum  potassium,  and  a chest  X-ray  should  be  obtained  at  regu- 
lar intervals  during  prolonged  therapy  Upper  Gl  X-rays  are  desirable  in  patients  with 
known  or  suspected  peptic  ulcer  disease 

ADVERSE  REACTIONS:  Fluid  and  Electrolyte  Disturbances.  Sodium  retention,  fluid  re- 
tention; congestive  heart  failure  in  susceptible  patients;  potassium  loss;  hypokalemic 
alkalosis,  hypertension  Musculoskeletal.  Muscle  weakness;  steroid  myopathy;  loss  of 
muscle  mass,  osteoporosis;  vertebral  compression  fractures;  aseptic  necrosis  of 
femoral  and  humeral  heads,  pathologic  fracture  of  long  bones  Gastrointestinal.  Peptic 
ulcer  with  possible  perforation  and  hemorrhage;  pancreatitis;  abdominal  distention;  ul- 
cerative esophagitis  Dermatologic.  Impaired  wound  healing  thin  fragile  skin;  pe- 
techiae  and  ecchymoses;  facial  erythema;  increased  sweating  May  suppress  reactions 
to  skin  tests  Neurological.  Increased  intracranial  pressure  with  papilledema  (pseudo- 
tumor cerebri)  usually  after  treatment  Convulsions,  vertigo;  headache  Endocrine. 
Development  of  Cushingoid  state,  suppression  of  growth  in  children;  secondary  adren- 
ocortical and  pituitary  unresponsiveness,  particularly  in  times  of  stress,  as  in  trauma, 
surgery  or  illness;  menstrual  irregularities;  decreased  carbohydrate  tolerance;  manifes- 
tations of  latent  diabetes  mellitus;  increased  requirements  tor  insulin  or  oral  hypoglyce- 
mic agents  in  diabetics  Ophthalmic.  Posterior  subcapsular  cataracts,  increased 
intraocular  pressure  glaucoma;  exophthalmos.  Metabolic.  Negative  nitrogen  balance 
due  to  protein  catabolism 

DOSAGE  AND  ADMINISTRATION:  The  initial  dosage  may  vary  from  4 to  48  mg  per  day 
Requirements  are  variable  and  must  be  individualized  on  the  basis  of  the  disease 
under  treatment  and  the  response  of  the  patient.  The  proper  maintenance  dosage 
should  be  determined  by  decreasing  the  initial  dosage  in  small  decrements  at  appropri- 
ate time  intervals  until  the  lowest  dosage  which  will  maintain  an  adequate  clinical 
response  is  reached  If  after  long-term  therapy  the  drug  is  to  be  stopped,  it  is  recom- 
mended that  it  be  withdrawn  gradually  rather  than  abruptly 

ALTERNATE-DAY  THERAPY  (ADT):  ADT  is  a corticosteroid  dosing  regimen  in  which 
twice  the  usual  daily  dose  of  corticoid  is  administered  every  other  morning  The  pur- 
pose of  this  mode  of  therapy  is  to  provide  the  patient  requiring  long-term  phar- 
macologic dose  treatment  with  the  beneficial  effects  of  corticoids  while  minimizing 
certain  undesirable  effects  including  pituitary-adrenal  suppression,  the  Cushingoid 
state,  corticoid  withdrawal  symptoms,  and  growth  suppression  in  children 

Medrol  (methylprednisolone)  or  other  short-acting  (producing  adrenocortical  sup- 
pression for  1 V*  to  1%  days  following  a single  dose)  corticoids  are  recommended  for 
ADT.  Complete  control  of  symptoms  will  not  be  possible  in  all  patients  When  consider- 
ing this  mode  of  therapy,  keep  in  mind  the  basic  principles  and  indications  for  cortico- 
steroid therapy  The  benefits  of  ADT  should  not  encourage  the  indiscriminate  use  of 
steroids 

SUPPLIED:  2 mg -in  bottles  of  30  and  100  scored  tablets  4 mg-m  bottles  of  30,  100 
and  500  scored  tablets  and  in  21  scored  tablet  Dosepak"  16  mg— in  bottles  of  50 
scored  tablets  and  in  14  scored  tablet  ADT  Pak®  (formerly  Alternate  Daypak®). 

MED  B-8-S  (MAG) 

FOR  ADDITIONAL  PRODUCT  INFORMATION,  CONSULT  THE  PACKAGE  INSERT  OR 
SEE  YOUR  UPJOHN  REPRESENTATIVE.  J-3748-4  July,  1974 
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Subsequent  to  the  implementation  of  Medicaid 
(the  Medical  Assistance  Program),  a new  modality 
for  delivering  ambulatory  health  care  services  sur- 
faced in  New  York  City.  Called  SPFs  (shared 
professional  facilities)  by  the  City  of  New  York 
Department  of  Health,  these  configurations  lie  in 
the  middle  of  a continuum  whose  extremes  are  in- 
dividual private  practice  and  formalized  group 
practice. 

The  following  operational  definition  of  an  SPF 
has  been  developed:  “Three  or  more  health  care 
professionals  providing  services  on  the  same  prem- 
ises and  sharing  a common  waiting  area,  equip- 
ment, and/or  supporting  staff,  one  or  more  of 
whom  bills  the  medical  assistance  program  on  a 
fee-for-service-basis.”  It  is  estimated  that  over 
300  SPFs  are  currently  operating  in  New  York 
City. 

The  purpose  of  this  report  is  to  describe  the  or- 
ganization and  management  of  SPFs  and  to  under- 
score the  need  for  both  internal  control  mecha- 
nisms to  monitor  professional  activity  within  SPFs 
and  the  necessity  for  establishing  an  external  pro- 
gram development  and  oversight  process.  Explor- 
atory survey  data  suggest  that  while  quality  of  care 
in  SPFs  as  determined  through  professional  audits 
is  often  satisfactory,  findings  of  unsatisfactory 
care  may  be  related  to  a failure  to  implement  and/ 
or  utilize  management  information  and  control 
systems.  Specifically  many  of  the  benefits  of 
group  practice  accrue  to  providers  in  SPFs,  but 


the  concommitant  benefits  that  should  accrue  to  a 
patient  in  terms  of  continuous,  coordinated  care 
are  often  not  observed. 

Scope  of  shared  professional  facilities 

A patient  visiting  a shared  professional  facility 
for  the  first  time  might  be  confronted  by  the  fol- 
lowing situation.  Outside,  on  the  windows  of  the 
SPF,  are  signs  trumpeting  “women  doctor,”  “eye 
doctor,”  “back  doctor,”  “foot  doctor,”  and  terms 
which  might  reasonably  imply  coordinated  care 
such  as  “Grupe  Medico”  or  “Family  Health  Cen- 
ter.” The  fact  that  the  facility  caters  to  Medicaid 
eligibles  is  prominently  announced  as  well. 

On  a bulletin  board  in  the  waiting  room  of  the 
facility  is  a listing  of  all  the  providers  who  practice 
within:  8 physicians,  3 dentists,  2 podiatrists,  1 

optometrist,  and  1 chiropractor.  The  fact  that 
most  of  the  providers  are  at  the  SPF  on  a part- 
time  basis  is  not  noted. 

Since  the  patient  does  not  state  a preference  for 
which  practitioner  she  wants  to  see,  she  is  assigned 
to  the  general  medical  practitioner  who,  on  clari- 
fying that  the  patient  has  an  eye  problem,  immedi- 
ately refers  her  to  the  ophthalmologist,  who  hap- 
pens to  be  on  site  at  the  time.  Because  each  phy- 
sician maintains  his  own  charts,  two  records  are 
started.  Each  practitioner  bills  the  Medical  Assis- 
tance Program  for  a first  visit.  (If  a patient  came 
in  with  a back  problem  and  wanted  to  see  both  a 
physician  and  a chiropractor,  he  would  be  seen  by 
both,  with  the  order  determined  primarily  by 
practitioner  availability). 

The  SPF  has  no  appointment  system,  thus  the 
patient  returns  when  the  problem  again  becomes 
acute  and  is  seen  by  a general  practitioner,  since 
the  ophthalmologist  is  not  on  site  that  day.  That 
night  discomfort  becomes  intolerable.  The  SPF 
has  no  emergency  arrangements  (such  as  an  an- 
swering service  or  designated  hospital  emergency 
room),  and  so  the  patient  is  taken  to  a local  volun- 
tary hospital  emergency  room  and  treated  without 
access  to  the  patient’s  chart(s).  Three  days  later 
she  sees  the  SPF  ophthalmologist  who  recom- 
mends surgery.  The  ophthalmologist  has  hospital 
privileges  in  another  borough,  hardly  convenient 
for  the  patient,  so  she  is  referred  to  the  nearest 
municipal  hospital  where  she  is  treated  as  a new 
patient  entering  the  system  for  the  first  time. 

Shared  professional  facilities  differ  dramatically 
in  the  number  and  type  of  practitioners  participat- 
ing. Applicable  dimensions  of  these  differences 
include  how  many  practitioners  are  involved,  the 
extent  to  which  they  are  full  time  or  part  time,  and 
the  different  professions  represented  (that  is,  phy- 
sicians only  to  combinations  of  physicians,  den- 
tists, podiatrists,  optometrists,  and/or  chiroprac- 
tors). SPFs  also  vary  in  daily  patient  volume  and 
the  per  cent  of  visits  hilled  to  the  Medical  Assis- 
tance Program. 
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TABLE  I.  Profiles  of  four  satisfactory  SPFs 


Characteristics 

SPF  A 

SPF  B 

SPF  C 

SPF  D 

Location 

Bronx 

Queens 

Manhattan 

Brooklyn 

Daily  workload  (patients) 

80  to  100 

25  to  30 

45 

100 

Medicaid  (per  cent) 

95 

70 

95 

80 

Professional  director1* 

Yes 

Yes 

Yes 

Yes 

Administrator1 

Yes 

Yes 

Yes 

Yes 

Day  book- 

Yes 

Yes 

Yes 

Yes 

Emergency  arrangements3 

Yes 

Yes 

No 

No 

Back-up  facility4 

Yes 

No 

No 

No 

Appointment  system5 
(per  cent  walk-in' 

40 

50 

98 

90 

Days  and  hours  of  service6 

Evenings  & 
Saturdays 

Evenings  & 
Saturdays 

Saturday,  no 
evenings 

Evenings  & 
Saturdays 

Record  system7 

Type  C 

Type  A 

Type  A 

Type  B 

Sanitary  code  violations 

4 

9 

8 

4 

Financial  arrangements8 

Per  cent  of  gross 
billing  or 
rental 

Per  cent  of  gross 
billing 

Per  cent  of  gross 
billing 

Per  cent  of  gross 
billing 

Medical  audit9 
Dental  audit10 

Satisfactory 

Satisfactory 

Excellent 

Satisfactory 

Excellent 

Unsatisfactory 

Podiatric  audit1" 
Optometric  audit10 

Satisfactory 

Professional  staff11 

2 Full-time  MDs 
(primary  care) ; 
2 part-time 
MDs  (special- 
ists); 1 full- 
time dentist; 

1 full-time 
podiatrist; 

2 part-time 
podiatrists 

1 Full-time  MD 
(primary  care) ; 
4 part-time 
MDs  (primary 
care);  3 part- 
time  MDs 
(specialists); 

1 part-time 
podiati'ist 

3 Part-time  MDs 
(primary  care) ; 
2 part-time 
MDs  (special- 
ists) ; 1 part- 
time  podiatrist 

12  Part-time  MDs; 
1 chiropractor; 

1 part-time  den- 
tist; 5 part-time 
podiatrists 

* Reference  numbers  to  assessment  criteria. 


However,  despite  these  differences,  SPFs  are, 
for  the  most  part,  owned  by  entrepreneurs  who 
state  they  are  providing  space  to  independent 
practitioners  and  who  have  a pecuniary  relation- 
ship with  providers  based  on  a fixed  percentage  of 
the  providers’  gross  Medicaid  billings.  Such  an 
arrangement  encourages  high  patient  volume  to 
maximize  income  for  both  parties. 

Profiles  of  shared  professional  facilities 

While  no  shared  professional  facility  is  typical, 
it  is  possible  to  develop  profiles  of  satisfactory  and 
unsatisfactory  facilities  based  on  assessment  crite- 
ria. Table  I profiles  four  generally  satisfactory 
SPFs.  Table  II  profiles  four  generally  unsatisfac- 
tory SPFs.  The  profiles  contain  both  descriptive 
data  (location,  daily  workload,  per  cent  Medicaid) 
and  evaluate  data  (professional  director,  adminis- 
trator, day  book,  emergency  arrangments,  transfer 
agreements  with  a back-up  inpatient  facility,  ap- 
pointment system,  sanitary  code  violations,  finan- 
cial arrangements,  medical  audit,  dental  audit,  po- 
diatric  audit,  optometric  audit,  and  professional 
staff  composition.)  Detailed  notes  describe  the 
standards  used  in  applying  the  assessment  criteria 
to  different  facilities.  These  are  as  follows. 

1.  The  professional  director  should  be  on  site  to 


coordinate  operations,  in  particular,  to  develop  writ- 
ten policies  and  procedures  for  triage  of  “walk-in”  pa- 
tients, referrals  among  practitioners,  utilization  of  an- 
cillary services,  maintenance  of  the  day  book,  man- 
agement of  the  record  system,  emergency  arrange- 
ments, and  transfer  agreements  with  a back-up  inpa- 
tient facility.  The  implementation  of  control  systems 
may  depend  on  an  administrator  playing  the  critical 
role. 

2.  The  day  book  should  list  all  appointments  kept 
and  broken  as  well  as  “walk-in”  patients  and  times  of 
visits  to  monitor  activity  at  the  SPF. 

3.  A formal  system  for  emergency  care  when  the  fa- 
cility is  closed  should  be  in  operation  whether  this  be 
in  the  form  of  an  answering  service  or  a designated 
hospital  emergency  department. 

4.  An  SPF  should  have  a formal  arrangement  with  a 
back-up  inpatient  facility  so  that  bed  availability  is 
maximized  and  to  promote  hospital  admissions  in  or 
near  the  SPF’s  catchment  area. 

5.  While  first  visits  may  be  of  necessity  on  a walk-in 
basis,  follow-up  and  referral  appointments  should  be 
on  an  appointed  basis  to  allow  adequate  time  for 
practitioner-patient  contact  and  practitioner  review 
of  the  charts  of  patients  who  fail  to  keep  revisit  ap- 
pointments and  the  initiation  of  patient  contact 
where  indicated. 

6.  To  promote  accessibility  of  care,  services  should 
be  available  evenings  (after  5:00  P.M.)  and  on  Satur- 
days beyond  routine  weekday  hours. 

7.  An  optimal  record  system  is  one  in  which  all 
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TABLE  II.  Profiles  of  four  unsatisfactory  SPFs 


C haracteristics 

SPF  E 

SPF  F 

SPF  G 

SPF  H 

Location 

Queens 

Bronx 

Manhattan 

Brooklyn 

Daily  workload 

100 

40 

30  to  60 

200 

Medicaid  (per  cent) 

80 

95 

98 

95 

Professional  director1* 

No 

No 

No 

No 

Administrator1 

Yes 

No 

Yes 

Yes 

Day  book2 

No 

Yes 

Yes 

No 

Emergency  arrangements3 

Yes 

No 

No 

No 

Back-up  facility4 

No 

No 

No 

No 

Appointment  system5 
(per  cent  walk-in) 

100 

65 

60 

100 

Days  and  hours  of  service6 

Saturdays,  no 
evenings 

Evenings  & 
Saturdays 

Evenings,  no 
Saturdays 

Evenings,  Satur- 
days, and  Sun- 
days 

Record  system7 

Type  B (podia- 
trists); Type  C 
(all  others) 

Type  C (1  MD); 
Type  B (MDs, 
dentists,  podia- 
trists) 

Type  B 

Type  B (MDs, 
podiatrists); 
Type  C (op- 
tometrists) 

Sanitary  code  violations 

14 

7 

12 

6 

Financial  arrangements8 

Per  cent  of  gross 
billing  or  rental 

Per  cent  of  gross 
billing 

Per  cent  of  gross 
billing  or  rental 

Per  cent  of  gross 
billing  or  rental 

Medical  audit9 

Unsatisfactory 

Unsatisfactory 

Unsatisfactory 

Unsatisfactory 

Dental  audit10 

Satisfactory 

Satisfactory 

Unsatisfactory 

Podiatric  audit10 

Unsatisfactory 

Satisfactory 

Optometric  audit10 

LInsatisfactory 

Professional  staff11 

17  MDs;  5 podi- 
atrists; 2 chiro- 
practors; 4 
dentists;  3 op- 
tometrists 

1 Full-time  MD 
(primary  care) ; 

1 part-time  MD 
(primary  care) ; 
4 part-time 
MDs  (special- 
ists); 4 part- 
time  podiatrists; 
1 full-time  den- 
tist 

2 Part-time  MDs; 
1 full-time  podi- 
atrist; 1 den- 
tist; 1 chiro- 
practor 

2 Full-time  MDs 
(primary  care); 
5 part-time 
MDs  (primary 
care);  1 full- 
time MD  (spe- 
cialist); 5 part- 
time  MDs  (spe- 
cialists) ; 2 part- 
time  podia- 
trists; 2 op- 
tometrists 

* Reference  numbers  to  assessment  criteria. 


practitioners  in  all  professions  share  the  same  charts 
(type  A).  The  second  best  alternative  is  a system 
whereby  all  practitioners  in  each  profession  share  the 
same  charts  although  there  is  not  necessarily  sharing 
across  professions  (type  B).  Least  desirable  is  a sys- 
tem in  which  each  practitioner  maintains  his  own 
charts  suggesting  little  intra-  or  inter-profession  com- 
munication (type  C). 

8.  The  financial  arrangement  between  practitioners 
who  provide  services  within  SPFs  and  the  entrepre- 
neurs behind  SPFs  is  most  often  on  a percentage  of 
gross  Medicaid  billing  basis  (usually  40  to  50  per  cent) 
and/or  a straight  monthly  rental  basis. 

9.  A satisfactory  rating  on  the  medical  audit  is 
based  on  evidence  of  full  histories  and  physical  exam- 
inations, documented  follow-up  care,  annotated  refer- 
rals and  recording  of  medications  prescribed,  labora- 
tory and  radiologic  tests  ordered,  and  immunizations 
given. 

10.  A satisfactory  rating  on  the  dental,  podiatric, 
and  optometric  audits  is  based  on  a sufficient  record- 
keeping system,  adequate  equipment,  and  indications 
that  patients  are  afforded  comprehensive  rather  than 
only  one-visit,  episodic  care. 

11.  Part-time  or  full-time  status  of  practitioners  is 
noted  when  data  were  available.  As  a minimum  each 


SPF  should  have  one  full-time  primary  medical  prac- 
titioner available  so  “walk-in”  patients  are  seen  by  a 
generalist  rather  than  by  a specialist  who  may  be  on 
site. 

Taken  together  these  assessment  criteria  de- 
scribe the  extent  to  which  continuous,  coordinated 
accessible  ambulatory  care  is  delivered  in  SPFs. 
Continuity  of  care  connotes  a single  primary  prac- 
titioner assuming  the  long-term  responsibility  for 
patient  management  (preventive,  diagnostic,  and 
therapeutic  care),  while  coordinated  care  suggests 
that  this  practitioner  makes  appropriate  referrals 
for  consultation  and  treatment  rather  than  having 
the  patient  self-select  and  coordinate  his  own 
health-care  services.  While  the  results  of  profes- 
sional audits  suggest  the  extent  to  which  minimum 
standard  of  patient  care  is  satisfied,  focus  in  the 
profile  is  on  the  nature  and  adequacy  of  delivery 
system  components. 

Comparison  of  satisfactory  and 
unsatisfactory  facilities 

Although  it  is  impossible  to  generalize  about  all 
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I shared  professional  facilities  from  case  studies, 
there  is  value  in  a comparative  analysis  pitting  the 
four  satisfactory  SPFs  against  the  four  unsatisfac- 
tory SPFs.  Specifically,  such  an  exercise  can 
serve  as  the  basis  for  speculation  on  the  course  of 
action  necessary  to  bring  unsatisfactory  facilities 
up  to  standard. 

Review  of  the  data  suggests  that  location,  daily 
I workload,  and  per  cent  of  visits  billed  to  Medicaid 
do  not  differentiate  satisfactory  from  unsatisfacto- 
ry facilities,  but  that  observations  on  assessment 
criteria  do  appear  critical  in  this  regard. 

The  four  satisfactory  SPFs  have  both  profes- 
i sional  directors  and  administrators,  while  none  of 
j the  unsatisfactory  facilities  have  professional  di- 
| rectors,  and  one  lacks  an  administrator  as  well, 
j Intuitively,  this  suggests  that  without  managers, 
i control  systems  to  monitor  professional  activity 
( will  not  be  developed  and  implemented.  The  fol- 
I lowing  paragraphs  demonstrate  this  assumption. 

Day  books  listing  all  scheduled  and  unscheduled 
i visits  to  practitioners  were  observed  in  all  four  sat- 
1 isfactory  facilities  but  in  only  two  of  the  unsatis- 

I factory  facilities.  The  fact  that  the  two  unsatis- 
factory facilities  without  day  books  are  extremely 
i high-volume  operations  with  a large  number  of 
participating  practitioners  is  of  particular  concern 
in  this  regard  since  patient  flow  and  practitioner- 
i patient  contact  time  are  not  monitored. 

Although  none  of  the  eight  SPFs  observed  have 
adequate  appointment  systems,  the  satisfactory 
facilities  observed  have  lower  walk-in  percentages. 
Two  of  the  unsatisfactory  facilities  have  100  per 
cent  walk-in  rates. 

Two  of  the  satisfactory  facilities  have  optimal 
record  systems  where  all  practitioners  share  the 
same  charts,  while  all  of  the  unsatisfactory  facili- 
ties have  multiple  record  systems  operating  simul- 
taneously, suggesting  problems  vis-a-vis  both 
intra-  and  interprofession  communication.  Thus 
disparate  inputs  to  the  same  health-care  problem 
may  not  be  conjoined,  with  iatrogenic  conse- 
quences a considerable  possibility. 

SPF  E is  a typical  unsatisfactory  facility.  SPF 
E is  a relatively  high-volume  operation  (100  pa- 
tients per  day).  There  is  no  professional  director, 
and  professional  activity  is  completely  unmoni- 
tored as  evidenced  by  the  lack  of  a day  book,  no 
appointment  system  whatsoever  (100  per  cent 
walk-in  rate),  no  evening  hours,  a highly  fragment- 
ed record  system  where  the  podiatrists  share 
charts  and  every  other  practitioner  maintains  his 
own  records,  no  back-up  facility,  and  the  inability 
of  the  entrepreneur  to  identify  the  number  of 
hours  per  week  on  site  of  31  practitioners  (17 
M.D.s,  5 podiatrists,  2 chiropractors,  4 dentists, 
and  3 optometrists).  This  becomes  particularly 
disconcerting  when  it  is  realized  that  the  principle 
pecuniary  relationship  is  one  in  which  the  entre- 
preneur receives  a percentage  of  the  practitioners’ 


gross  Medicaid  billing,  and  remuneration  for  both 
is  maximized  by  a high-volume,  short  practitioner- 
patient  contact  operation.  It  must  be  assumed 
therefore,  that  at  SPF  E emphasis  is  on  “quantity” 
or  patient  volume,  since  little  evidence  of  profes- 
sional management  is  observed. 

SPF  B is  representative  of  the  positive  extreme 
with  a professional  director,  an  administrator  day 
book,  emergency  arrangements,  a relatively  low 
walk-in  rate,  a completely  centralized  record  sys- 
tem where  all  practitioners  share  the  same  charts, 
and  information  available  on  practitioner  hours. 
These  factors  suggest  that  at  SPF  B professional 
activity  can  be  monitored  and  that  efforts  toward 
continuous,  coordinated  care  are  facilitated. 

Comment 

As  stated  previously,  entrepreneurs  of  SPFs 
often  claim  that  SPFs  house  independent  practi- 
tioners. Case  review  of  unsatisfactory  facilities  in 
particular  supports  the  notion  that  providers  de- 
livering services  in  SPFs  certainly  behave  as  inde- 
pendent practitioners.  Nonetheless,  the  viability 
of  the  relationship  between  practitioners  within  a 
given  SPF  must  be  examined  because  there  is  a 
high  degree  of  patient  commonality  and  intra-SPF 
referral. 

This  point  becomes  more  apparent  when  it  is 
observed  that  visits  are  more  often  than  not  on  a 
walk-in  basis  (not  by  appointment),  and  since 
many  practitioners  are  part-time,  patients  must  be 
seen  by  a practitioner  who  is  available  rather  than 
by  one  who  is  predesignated. 

Components  of  efficacious  individual  private 
practice  and  formalized  group  practice  have  been 
well  stated  and  generally  accepted.  SPFs,  how- 
ever, lie  midway  between  these  modalities  and 
seek  to  have  assessment  criteria  appropriate  to  in- 
dividual private  practice  applied  to  them.  It  is 
the  position  of  the  City  of  New  York  Department 
of  Health  that  it  should  serve  as  the  advocate  of 
the  Medical  Assistance  recipient  in  developing  as- 
sessment criteria  appropriate  to  this  middle- 
ground  modality. 

Policy  implications 

Shared  professional  facilities  must  be  formally 
recognized  as  a delivery  modality,  and  the 
responsibilities  of  the  group  of  practitioners  be- 
yond their  responsibilities  as  individual  practition- 
ers must  be  clarified.  Each  SPF  must  be  made  to 
assume  responsibility  for  the  development  and  im- 
plementation of  administrative  control  systems 
and  review  of  professional  activity.  The  City  of 
New  York  Department  of  Health  must  consider 
auditing  mechanisms,  administrative  regulations, 
and  demonstration  projects  to  explicate  its  role  as 
the  Medicaid  consumers’  advocate. 

Responsibilities  assumed  by  the  SPF  should  re- 
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late  to  the  designation  of  a professional  director, 
the  development  of  emergency  arrangements  and 
a transfer  agreement  with  a back-up  inpatient  fa- 
cility, a functioning  appointment  system,  move- 
ment toward  a completely  centralized  record  sys- 
tem, and  at  least  one  full-time  primary  medical 
practitioner. 

The  City  of  New  York  Department  of  Health 
anticipates  rapid  movement  on  several  fronts 
toward  the  objective  of  elevating  the  organization 
and  management  of  shared  professional  facilities. 
First,  a system  of  SPF  registration  should  be  im- 
plemented to  allow  the  department  of  health  site 
evaluation  visits  to  confirm  that  the  SPF  responsi- 
bilities delineated  previously  are  indeed  accepted 
and  undertaken.  Of  course,  only  SPFs  whose  via- 
bility depends  on  revenue  received  from  the  Medi- 
cal Assistance  Program  would  be  covered  by  such 
a health  department  oversight  process  on  an  ongo- 
ing basis. 

Particular  attention  must  be  paid  to  the  validity 
of  a pecuniary  relationship  between  entrepreneur 
and  provider  based  on  a per  cent  of  gross  Medicaid 
billing  in  light  of  the  health-care  objectives  of  the 
Medical  Assistance  Program. 

Experiments  should  be  initiated  to  evaluate  al- 
ternative SPF-type  approaches.  This  might  in- 
clude health  department  and/or  municipal  and 
voluntary  hospital-sponsored  SPFs  in  housing 
projects,  welfare  hotels,  or  medically  deprived 
areas. 

While  these  alternatives  should  not  be  expected 
to  replace  privately  sponsored  SPFs,  they  could 
certainly  serve  as  model  facilities. 

Finally  the  health  department  plans  to  hold 
seminars  for  entrepreneurs,  administrators,  and 
professional  directors  of  SPFs  so  as  to  act  as  a con- 
sultant in  the  setting  up  of  administrative  infor- 
mation and  control  systems,  developing  the  role  of 
the  professional  director  vis-a-vis  peer  review  and 
evaluating  the  credentials  of  professional  appli- 
cants, and  explaining  how  the  sanitary  code 
applies  to  shared  professional  facilities. 


Conclusion 

Shared  professional  facilities  are  not  good  or 
bad  by  definition.  The  case  study  material  pre- 
sented in  this  report  indicates  that  satisfactory 
care  is  often  available  in  SPFs  and  the  delivery  of 
services  is  sometimes  adequate  as  well.  What  is 
needed  is  mechanisms  to  make  certain  that  Medi- 
cal Assistance  eligibles  obtaining  care  in  shared 
professional  facilities  are  offered  continuous,  coor- 
dinated care  in  an  accessible  setting  and  that  pro- 
viders in  SPFs  accept  some  joint  responsibility  to 
this  end. 

Using  individual  private  practice  assessment 
criteria  to  evaluate  SPFs  clearly  accrues  benefits 
to  the  providers  but  does  not  protect  the  consumer 
who  may  have  unarticulated  expectations  when 
choosing  to  obtain  health-care  services  at  an  SPF. 

For  example,  providers  gain  the  benefits  of  pro- 
fessional referrals,  shared  support  personnel,  and 
ancillary  services,  such  as  radiology  and  clinical 
laboratory.  The  consumer,  however,  often  does 
not  get  the  continuous,  coordinated  care  that  must 
reasonably  be  expected  from  a center  housing  nu- 
merous medical  generalists  and  specialists  as  well 
as  dentists,  podiatrists,  optometrists,  and/or  chiro- 
practors. Typically,  services  are  not  easily  acces- 
sible after  routine  operating  hours.  Due  to  the 
part-time  status  of  most  practitioners  and  a limit- 
ed appointment  system,  the  patient  will  often  not 
see  a predesignated  professional.  Since  multiple 
record  systems  operate  simultaneously,  transition 
from  one  practitioner  to  another  on  site  may  not 
be  smooth  and  orderly.  Finally,  if  and  when  a pa- 
tient is  hospitalized  he  may  well  be  admitted  to  a 
facility  at  an  inconvenient  location  and/or  have  his 
care  managed  by  other  than  an  SPF  practitioner. 
SPF  operations  often  promote  rather  than  dimin- 
ish fragmented  care. 

Clearly  a balance  must  be  found  between  bene- 
fits to  the  providers  practicing  within  an  SPF  and 
their  responsibility  for  delivering  health-care  ser- 
vices at  a level  that  maximizes  in  patient  care 
terms  the  interrelationship  among  them  as  well. 
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Postgraduate  Work 
can  be  Beautiful 

AMA  Clinical  Convention/Honolulu,  Hawaii 
November  30 -December  5,  1975 

The  trouble  with  most  conventions  is  you  never  have  enough 
time  — or  enough  energy  left  at  the  end  of  the  day  — to  really  enjoy 
your  surroundings. 

Not  so  with  this  convention.  The  program,  while  one  of  the 
most  intensive  ever  offered,  has  been  carefully  arranged  to  give 
you  a long,  refreshing  break  in  the  afternoons. 

Your  main  working  hours  are  between  7:15  a.m.  and  Noon 
The  emphasis  is  on  continuing  medical  education.  Among  the  29 
postgraduate  courses  offered:  “Birth  Defects  and  Clinical  Moni- 
toring," "Practical  Endocrinology.”  “Normal  and  Abnormal 
Uterine  Bleeding.”  “Infectious  Diseases  in  Children.”  "Peripheral 
Vascular  Disease."  “Hyperlipidemia.”  Also  on  the  agenda  are 
general  sessions  on  Weight  Control.  Alcoholism.  Human  Sexual- 
ity and  some  fascinating  topics  indigenous  to  Hawaii. 

After  Noon,  Hawaii  is  yours  to  explore  without  feeling  you’re 
missing  something  really  important. 

The  special  activities  list  for  the  Woman's  Auxiliary  is  growing 
longer  and  longer  Also,  there  are  several  optional  sightseeing 
tours  and  events.  Time  is  yours  to  discover  all  the  reasons  why 
Hawaii  is  often  called  Paradise  Found. 

The  AMA  will  make  arrangements  for  all  your  air,  travel  and 
hotel  needs. 

Pre-  and  Post-Convention  Tours. 


You  have  a marvelous  selection1  The  neighboring  Hawaiian 
Islands  . the  Orient ...  the  South  Pacific  . . . even  a 31  day  trip 
around  the  world.  At  least  one  will  fit  into  your  time  schedule. 

Flight  arrangements  to  Hawaii. 

The  AMA  Control  Center  will  help  you  take  advantage  of  the 
lowest  airfares  possible.  There  is  no  service  charge  . . . not  even 
for  special  arrangements. 

Write  or  call  the  AMA  Control  Center  Today! 

Send  for  a Hawaii  '75  booklet.  It  previews  the  scientific  program 
and  should  answer  many  of  your  questions  on  the  travel  portion 
of  the  Convention.  For  those  questions  it  doesn’t  answer,  do  call 
(800)  621-1046.  There  is  no  obligation. 


| SEND  ME  A FREE  HAWAII  '75  BOOKLET  TODAY! 

I 

Name 

Address 

City/State/Zip 

AMA  Control  Center/Group  Travel  Unlimited/ 

• 36  South  Wabash/Room  1105/Chicago,  111.  60603 
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Neither  do  you. 


If  adverse  reactions  such  as  spotting 
!r  breakthrough  bleeding  occur  when  she 
arts  on  an  oral  contraceptive,  you're 
mong  the  first  to  hear  about  it.  Anxious, 
orried,  she's  in  your  office  immediately  Or 
n the  phone,  at  all  hours. 

)vral®  helps  eliminate  questions. 

To  help  her  maintain  her  busy  schedule 
-and  not  interfere  with  yours— you  might 
onsider  starting  her  on  Ovral.  Experience 
as  shown  that  most  patients  who  start  on 
•'vral  stay  on  Ovral.  Its  low  incidence  of 
Dotting,  breakthrough  bleeding  and  other 
ommon  adverse  reactions  undoubtedly 
ontributes  to  this  fine  record* 
alanced  hormone  content. 

To  achieve  an  optimum  dose,  Ovral 


combines  one-half  milligram  of  norgestrel, 
a totally  synthetic  progestational  agent,  and 
50  micrograms  of  ethinyl  estradiol. 
“Normal”  periods,  few  drop-outs. 

You  know  how  important  a "normal" 
period  is  to  a woman  on  an  oral  contra- 
ceptive. With  Ovral,  duration  of  cycle,  length 
of  period  and  amount  of  flow  usually  resem- 
ble those  of  normal  periods.  This  is  one  rea- 
son why  the  drop-out  rate  for  Ovral  is  low— 
4.5%  in  clinical  trials  totaling  127,872  cycles. 

Today's  woman  tends  to  stay  on  Ovral. 
She's  seldom  in  your  office  or  on  the  phone 
with  questions  or  complaints. 

Ovral?  A very  “quiet”  pill. 


'Serious  as  well  as  minor  adverse  reactions  have  been  reported 
following  the  use  of  all  oral  contraceptives.  The  physician  should  re- 
main alert  to  their  earliest  manifestations  and  in  the  event  of  serious 
adverse  reactions  should  avoid  any  oral  contraceptives.  Special 


warnings,  precautions,  and  adverse  reactions 
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IN  BRIEF 

SPECIAL  NOTE:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  com- 
pletely effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animol  carcinomos.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can  neither 
be  affirmed  nor  refuted  at  this  time  Close  clinical  surveillance  of  all  women 
taking  oral  contraceptives  must  be  continued 
INDICATIONS:  For  oral  contraception. 

CONTRAINDICATIONS:  1.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions,  2 Markedly  impaired 
liver  function;  3.  Known  or  suspected  carcinoma  of  the  breast,  4.  Known  or 
suspected  estrogen  dependent  neoplasia;  5.  Undiagnosed  abnormal 
genital  bleeding. 

WARNINGS:  1 The  physician  should  be  alert  to  the  earliest  manifestations 
of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pul- 
monary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies 
of  morbidity  in  the  United  States  have  shown  a statistically  significant  associa- 
tion between  thrombophlebitis,  pulmonary  embolism,  and  cerebral  throm- 
bosis and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain1’"51  leading  to  this  conclusion,  and  one1'1  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study 
by  Vessey  and  Doll131  was  about  sevenfold,  while  Sartwell  and  associates  in 
the  United  States  found  a relative  risk  of  4,4.  meaning  that  the  users  are 
several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  non-users.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long  continued  administration.  The  American  study  was  not  designed  to 
evaluote  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of 
sequential  products.  This  risk  cannot  be  quantitated,  and  further  studies  to 
confirm  this  finding  are  desirable. 

(1)  Royal  College  of  General  Practitioners  Oral  Contraception  and 
Thromboembolic  Disease.  J,  Coll.  Gen.  Pract.  13:267-279, 1967.  (2)  Inman, 
W.H.W.  and  Vessey,  M.P.  Investigation  of  Deaths  from  Pulmonary  Coronary 
and  Cerebral  Thrombosis  and  Embolism  in  Women  in  Child-Bearing  Age 
Brit  Med.  J.  2193-199,  1968.  (3)  Vessey.  M.P  and  Doll,  R.  Investigation  of 
Relation  between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit  Med  J 2 651-657.  1969  (4)  Sartwell,  P E . 
Masi,  AT.  Arthes.  F.G.,  Greene,  GR,  and  Smith,  HE  Thromboembolism 
and  Oral  Contraceptives:  An  Epidemiological  Case-Control  Study.  Am. 
J.  Epidem.  90.365-380  (Nov.)  1969. 

2 Discontinue  medication  pending  examination  if  there  is  sudden,  partial 
or  complete  loss  of  vision,  or  if  there  is  sudden  onset  of  proptosis,  diplopia, 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn.  3.  Since  the  safety  of  Ovral  in  pregnancy 
has  not  been  demonstrated,  it  is  recommended  that  for  any  patient  who  has 
missed  two  consecutive  periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  patient  has  not  adhered  to 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period  4,  A small  fraction  of  the  hormonal  agents 
in  oral  contraceptives  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long  range  effect  to  the  nursing  infant  cannot  be  deter 
mined  at  this  time 

PRECAUTIONS  1 The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  including 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  2.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovral 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovral,  it  is  recom 
mended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  3 Under  the  influence  of  estrogen-progestogen  preparations,  pre 
existing  uterine  fibromyomata  may  increase  in  size  4 Because  these  agents 
may  cause  some  degree  of  fluid  retention,  conditions  which  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal 
d/sfunctv  -n.  require  careful  observation.  5.  In  breakthrough  bleeding,  and  in 
all  cases  of  irregular  bleeding  per  vaginam.  nonfunctional  causes  should 


be  borne  in  mind  In  undiagnosed  bleeding  per  vaginam.  adequate 
diagnostic  measures  are  indicated  6.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  7.  Any  possible  influence  of  prolonged 
Ovral  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  fuither  study  8 A decrease  in  glucose  tolerance  has  been  observed 
in  a significant  percentage  of  patients  on  oral  contraceptives.  The  mechan- 
ism of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should  be 
carefully  observed  while  receiving  Ovral  therapy.  9.  The  age  of  the  patient 
constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovral  may 
mask  the  onset  of  the  climacteric.  10  The  pathologist  should  be  advised  of 
Ovral  therapy  when  relevant  specimens  are  submitted.  11  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of 
contraceptive  steroids 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRACEP- 
TIVES: A statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
thrombophlebitis,  pulmonary  embolism,  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions  neuro-ocular  lesions  (eg  , retinal  thrombosis  and  optic 
neuritis). 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (e  g , ab- 
dominal cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea  during  and  after  treatment,  dysmenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  discomfort, 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease), 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lacta- 
tion when  given  immediately  post-partum,  cholestatic  jaundice,  migraine, 
acne,  rash  (allergic),  hypertension,  rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression,  pain  in  legs,  arms  or  body,  paresthesias, 
allergy,  palpitations,  vasomotor  symptoms,  dyspnea,  insomnia,  blurred  vision, 
chest  pain,  urinary  tract  symptoms,  dyspareunia.  neuralgia  and  myalgia, 
excess  salivation,  dryness  of  mouth,  heartburn,  minor  eye  problems. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted 
anovulation  post-treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption,  and  itching  and  vaginal  dis- 
charge. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  con- 
traceptives—hepatic  function:  increased  sulfobromophthalein  retention  and 
other  tests;  coagulation  tests  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and 
X;  thyroid  function  increase  in  PBI  and  butanol-extractable  protein-bound 
iodine  and  decrease  in  T,  uptake  values;  metyrapone  test,  and  pregnanediol 
determination. 

Note:  For  more  specific  details  on  Ovral,  refer  to  package  insert 
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American  involvement  in  the  field  of  interna- 
tional health  in  this  hemisphere  and  around  the 
world  dates  back  to  1798  with  the  development  of 
the  Marine  Hospital,  later  known  as  the  U.S.  Pub- 
lic Health  Service.  This  was  followed  one  hun- 
dred years  later  by  the  Walter  Reed  Yellow  Fever 
Commission  in  the  Caribbean  w'hieh  successfully 
eradicated  the  disease  in  Havana.  Bilateral,  or 
country-to-country,  international  assistance  pro- 
grams grew  out  of  the  Institute  of  Inter-American 
Affairs  established  in  1942  to  help  developing 
Latin  American  countries  in  the  promotion  of 
health  programs  and  preventive  services. 

By  the  end  of  World  War  II,  technical  assistance 
to  needy  nations  was  made  available  through  the 
Marshall  Plan.  In  1949,  in  his  inaugural  address, 
Pres.  Harry  S.  Truman  said,  “we  must  embark  on 
a bold  new  program  for  making  the  benefits  of  our 
scientific  endeavors  and  industrial  progress  avail- 
able for  the  improvement  and  growth  of  underde- 
veloped areas  . . . ,”  thus  creating  the  International 
Program  of  Technical  Assistance  for  Economic 
Development  or  Point  Four.  Included  in  these 
programs  were  many  health  projects  which  gave 
impetus  to  American  foreign  policies  overseas. 

Recent  involvements 

Among  the  most  successful  medical  programs 
launched  by  U.S.  agencies  during  the  past  twTo  dec- 
ades were  the  malaria  eradication,  yaws  control, 
and  smallpox  vaccination  programs  which  were 
conducted  in  several  South  American  and  African 
countries  under  the  auspices  of  the  USAID  (Agen- 
cy for  International  Development)  and  its  prede- 
cessors, the  International  Corporation  Administra- 
tion (ICA)  and  the  Economic  Corporation  Admin- 
istration (ECA). 

The  everlasting  problems  of  poverty,  malnutri- 


tion, communicable  diseases,  and  infant  mortality 
in  developing  countries  have  been  recognized  as 
threats  to  world  peace  bv  many  presidents.  With 
the  establishment  of  the  Peace  Corps  by  Pres. 
John  F.  Kennedy  in  1961,  as  a new  agency  for 
technical  assistance  manned  by  American  volun- 
teers, a few  public  health  programs  were  incorpo- 
rated within  the  agency’s  overseas  operations.  It 
was  felt,  however,  that  the  agency  was  not  geared 
or  equipped  to  handle  major  public  health  pro- 
grams in  host  countries  and  that  undertakings  of 
this  nature  were  the  responsibility  of  other  special- 
ized agencies  such  as  the  World  Health  Organiza- 
tion or  the  United  Nations  Children’s  Fund. 

Pres.  Lyndon  B.  Johnson,  in  his  message  to  the 
Congress  in  1966,  proposed  a program  to  create  an 
international  career  service  in  health  “to  help 
meet  health  manpower  needs  in  developing  na- 
tions; combat  nutrition;  control  and  eradicate  dis- 
ease; and  cooperate  in  world-wide  efforts  to  deal 
with  population  problems.”  The  International 
Health  Education  Act,  however,  died  in  the  Rules 
Committee  in  1966. 

Unfortunately  these  scattered  instances  of 
American  involvement  in  the  field  of  international 
health  do  not  originate  from  a solid  policy  of  U.S. 
commitment  toward  world  health.  Reluctance  in 
including  medical  programs  in  foreign  technical 
assistance  can  be  attributed  probably  to  two  rea- 
sons. First,  is  the  existence  of  the  WHO  (World 
Health  Organization),  and  its  misconstrued  capa- 
bilities as  the  super  agency  in  charge  of  world 
health  often  deter  politicians  and  administrators 
from  getting  involved  in  major  medical  programs. 
No  one  doubts  the  significant  achievements  of  this 
world  agency  in  many  health  problems  in  devel- 
oping countries.  The  inadequate  funding  of 
WHO,  however,  makes  it  difficult  for  the  agency  to 
pursue  effective  control  programs  in  many  in- 
stances. Second,  is  the  claim  that  the  United 
States  does  not  possess  the  surplus  medical  man- 
power that  can  be  spared  for  developing  nations,  a 
claim  unjustifiable  on  any  grounds.  The  United 
States  has  been  utilizing  foreign  medical  graduates 
for  years  to  satisfy  needs  at  home  and  in  no  way 
can  object  to  providing  a few  of  these  “loaned” 
physicians  to  help  developing  nations. 

At  present,  most  of  American- medical  assistance 
programs  are  devoted  to  population  control  in  de- 
veloping nations.  The  current  interest  in  family 
planning,  whether  in  the  White  House  or  in  Con- 
gress, has  facilitated  ihe  allocation  of  funds  for 
this  purpose  in  our  foreign  technical  assistance. 
Expenditure  of  allocated  funds  has  been  limited, 
in  most  instances,  to  strict  family  planning  pro- 
grams concentrating  on  birth  control  measures. 
No  one  denies  the  wisdom  or  the  arguments  in 
support  of  population  control;  but  one  might  ques- 
tion very  seriously  the  rationale  or  the  effective- 
ness of  financing  family  planning  programs  irre- 
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spective  of  prevailing  health  problems.  Experi- 
ence has  shown  that  a family  planning  program 
geared  only  to  dispensing  pills  or  intrauterine  de- 
vices does  not  possess  the  appeal  nor  represent  a 
priority  need  for  a developing  country.  Many  of 
the  emerging  nations,  where  population  growth 
represents  a real  threat,  are  plagued  with  high  in- 
fant mortality  rates,  communicable  diseases,  and 
nutritional  disorders,  and  to  these  nations  family 
planning  is  viewed  as  an  unwanted  luxury.  These 
nations  have  witnessed  the  achievements  of  devel- 
oped countries  in  the  fields  of  communicable  and 
nutritional  diseases,  and  they  look  for  assistance  in 
this  respect. 

Program  needs 

This  is  not  to  suggest  that  Peace  Corps,  USAID, 
or  other  U.S.  agencies  involved  in  technical  assis- 
tance should  embark  on  full-scale  programs  of 
medical  care  delivery  in  developing  countries,  a re- 
sponsibility definitely  beyond  the  capabilities  of  or 
expectations  from  the  U.S.  government.  Techni- 
cal assistance,  however,  could  incorporate  many 
public  health  programs  designated  for  the  control 
of  infectious  diseases  through  the  improvement  of 
environmental  sanitation  in  host  countries  and  the 
promotion  of  immunization  programs.  The  ma- 
jority of  gastroenteric  infections  such  as  salmonel- 
losis, shigellosis,  amebiasis,  and  viral  hepatitis 
which  plague  developing  countries  can  be  drasti- 
cally reduced  by  the  sheer  upgrading  of  water 
quality. 

Control  campaigns  against  tuberculosis,  malar- 
ia, diphtheria,  smallpox,  cholera,  parasitic  infec- 


Rickets and  anticonvulsant 
therapy  in  a child 

Since  Kruse  (Mschr.  Kinderheilk.  116:  378  [1968])  re- 
ported that  15  per  cent  of  his  epileptic  children  getting 
anticonvulsant  drugs  showed  serum-chemical  and  radio- 
logic  features  of  rickets  or  osteomalacia,  there  have  been 
a few  additional  case  reports  in  the  literature.  The  ex- 
tent of  change  was  directly  related  to  duration  of  thera- 
py and  dose.  Presenting  a case  of  their  own,  Wellington 
Hung,  M.D.,  and  associates  ( Clinical  Proceedings,  Chil- 
dren’s Hospital,  National  Medical  Center  30:  92  [Apr.] 
1974)  suggest  that  rachitic  bone  disease  associated  with 
anticonvulsant  therapy  now  must  be  considered  in  the 
differential  diagnosis  of  rickets.  Anticonvulsant  drugs 


tions,  and  many  others  could  be  undertaken  with 
very  modest  expenditure  in  funds  and  manpower. 
As  a matter  of  fact,  many  programs  in  environ- 
mental health  and  preventive  medicine  can  be 
staffed  by  paramedical  personnel  as  long  as  they 
receive  appropriate  training  in  one  or  a few  diseas- 
es and  have  accessible  competent  expert  supervi- 
sion. In  the  capacity  of  Peace  Corps  Physician 
and  Health  Programming  Advisor  in  Afghanistan, 
the  author  had  the  opportunity  to  conduct  a large- 
scale  survey  in  1971  to  determine  the  prevalence  of 
infection  with  tubercle  bacilli,  atypical  mycobac- 
teria, and  histoplasma.  The  survey  was  accom- 
plished by  10  Peace  Corps  volunteers  who  were 
given  a short  training  course  in  tuberculosis  epi- 
demiology and  control.  The  volunteers’  perfor- 
mance, despite  their  lack  of  medical  or  paramedi- 
cal background,  was  outstanding  and  far  from 
being  described  as  amateur  performance. 

The  lack  of  vaccines  and  chemotherapeutic 
agents  in  emerging  countries  has  always  been  a 
stumbling  block  in  the  control  of  communicable 
diseases.  The  availability  and  abundance  of  these 
supplies  in  the  United  States  combined  with  the 
low  cost  of  labor  in  developing  countries  should  fa- 
cilitate the  delivery  of  medical  assistance  pro- 
grams through  the  use  of  host-country  nationals 
and  American  advisors.  Let  us  open  a new  front 
in  the  war  against  communicable  disease  in  devel- 
oping countries  and  let  the  seventies  be  known  as 
the  decade  of  heavy  United  States-  commitment 
toward  world  health. 
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given  the  patient  are  summarized  thus:  phenobarbital, 
45  to  90  mg.  daily  since  four  months  of  age;  diphenylhy- 
dantoin,  15  mg.  daily  from  three  to  six  months  of  age 
and  30  to  60  mg.  daily  since  fifteen  months;  and  diaze 
pam,  11  mg.  daily  since  age  eight  months.  The  author: 
comment  that  the  more  rickets  is  sought,  the  more  it  is 
found.  They  recommend,  therefore,  that  serum  calcium 
phosphorus,  and  alkaline  phosphatase  determinations 
should  be  routinely  performed  in  children  on  high  doses 
of  anticonvulsant  drugs.  Although  rickets  may  be  pres- 
ent at  only  a biochemical  level  in  many  of  these  chil- 
dren, the  authors  believe  that  vitamin  D therapy  is  indi 
cated  before  clinical  and  radiologic  evidence  of  rickets 
develops. 
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Indications:  For  the  relief  of  cerebral  and  peripheral  ischemia 
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Chronic  Disease 
Hospital 

Role  as  health-provider  agency 
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Health  Planning  Consultant  (Dr.  Brightman)  and  Director  (Dr. 
Yeager),  Rockland  County  Health  and  Social  Services  Complex, 
Assistant  Medical  Director,  Summit  Park  Hospital  (Dr.  Munroe) 


A survey  of  types  of  patients  served  and  the  na- 
ture of  the  services  offered  by  the  Summit  Park 
Hospital  was  made  in  connection  with  total  plan- 
ning for  the  care  of  chronically  ill  and  disabled  pa- 
tients in  Rockland  County.  The  objective  was  to 
determine  whether  this  chronic  disease  hospital: 

Plays  a vital  role  as  a health  provider,  somewhere,  in 
between  the  general  hospital  and  the  nursing  home, 
and  distinctly  different  from  each,  with  its  own 
unique  services  and  skills  and  its  own  standards  for 
admission  and  discharge,  or 

Is  rather  a product  of  evolution,  derived  from  the 
old  county  tuberculosis  hospital  in  an  effort  to  utilize 
the  latter’s  personnel  and  facilities  as  the  need  for  in- 
stitutionalization of  tuberculosis  patients  dropped; 
and  is  providing  a group  of  services  that  could  readily 
be  divided  between  general  hospitals  and  nursing 
homes. 

Obviously,  the  final  answer  to  this  question  de- 
pends on  the  quality  and  quantity  of  other  re- 
sources available  in  the  county,  the  efficiency  and 
effectiveness  of  the  use  of  present  facilities,  the 
preferences  and  plans  of  the  health  professions 
and  institutions,  and  the  long-term  goals  of  each. 
The  last  must  be  integrated  into  a county  health 
plan. 

Background 

Summit  Park  Hospital  is  classified  by  the 
Health  and  Hospital  Planning  Council  of  Southern 


New  York,  Inc.,  as  a long-term  care  facility  with  a 
capacity  of  54  beds.  It  had  its  origin  as  a special- 
ized county  tuberculosis  hospital  in  1921.  The 
present  building  was  opened  in  1936.  With  the 
decline  of  tuberculosis,  the  service  was  opened  in 
1957  to  patients  with  nontuberculous  chronic  re- 
spiratory disease  and,  subsequently,  to  patients 
with  other  types  of  chronic  disease. 

Rockland  County  is  now  in  the  process  of  inte- 
grating its  public  health,  medical,  and  social  ser- 
vices into  an  organizationally,  geographically,  and 
functionally  coordinated  structure  under  the 
broad  umbrella  of  a board  of  governors  and  under 
the  name  of  the  Rockland  County  Health  and  So- 
cial Services  Complex.  It  has  under  construction 
a 10-story  Tower  Building  of  which  one  floor,  with 
62  beds,  is  planned  for  a chronic  disease  hospital 
service,  actually  the  present  Summit  Park  Hospi- 
tal. Four  floors,  with  a total  of  300  beds,  will  be 
utilized  as  a replacement  of  the  present  Rockland 
County  Infirmary,  a facility  classified  as  a skilled 
nursing  home  for  Medicare  and  Medicaid  purposes 
and  under  the  same  medical  and  nursing  direction 
as  the  hospital.  Three  floors  will  be  assigned  to 
administration,  food  and  laundry  services,  outpa- 
tient facilities,  rehabilitation,  pharmacy,  laborato- 
ry, and  radiology.  Two  floors  remain  for  future 
assignment,  to  be  based  on  county  health  planning 
and  special  studies  leading  to  anticipation  of  fut- 
ure county  health  needs. 

It  is  thus  incumbent  on  the  Rockland  County 
authorities  to  plan,  to  the  extent  possible,  the  spe- 
cific role  to  be  played  by  the  Summit  Park  Hospi- 
tal (later  to  be  known  as  the  chronic  disease  hospi- 
tal service)  in  the  inpatient  hospital  care  of  the 
chronically  ill  in  the  county  as  a whole.  Future 
expansion  or  contraction  of  this  service  must  be 
anticipated  now,  so  that  the  space  in  the  new  facil- 
ities can  be  properly  assigned. 

Methodology 

The  survey  was  undertaken  in  three  parts. 

Group  A.  A study  of  50  consecutively  dis- 
charged patients  was  done  to  determine  general 
and  medical  characteristics  of  these  individuals, 
their  length  of  stay,  and  their  disposition.  The 
group  included  all  patients  discharged  between 
June  30  and  August  31,  1973. 

Group  B.  A study  was  made  of  50  patients  in 
the  hospital  at  a given  time  to  determine  a cross- 
sectional  profile  of  the  patient  population,  with 
emphasis  on  the  workload  and  special  require- 
ments presented  to  the  staff.  Consideration  was 
given  to  possible  other  options,  other  than  referral 
to  a chronic  disease  hospital,  which  might  have 
been  available  at  the  time  of  admission.  Actually 
there  were  only  38  patients  in  the  hospital  on  Sep- 
tember 1,  1973,  the  date  chosen  for  the  cross  sec- 
tion; therefore,  the  next  12  admissions  were  added 
to  the  group,  this  being  over  a period  of  seventeen 
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TABLE  I.  Age  and  sex  distribution  of  50  consecutively  discharged  patients  from 
chronic  disease  hospital  with  related  figures  for  Infirmary,  1973* 


■Sex . Age  (Years) 


Patients 

Total 

M 

F 

45 

45-64 

65-74 

75  + 

Average 

Median 

A 

50 

30 

20 

2 

19 

12 

17 

67.5 

69.5 

B 

50 

27 

23 

2 

6 

17 

14 

66.0 

68.5 

C 

50 

18 

32 

0 

2 

9 

39 

80.5 

81.5 

A = Chronic  disease  hospital,  50  consecutively  discharged  patients. 

B = Chronic  disease  hospital,  cross-section  profile  of  50  patients  on  a given  day. 
C = Rockland  County  Infirmary,  50  consecutively  discharged  patients. 


TABLE  II.  Age  distribution  by  disease  group,  chronic 
disease  hospital  patients  present  on  given  day,  1973 


Disease  Group 

^-Age  distribution  (years)^ 
Total  15-44  45-64  65-74  75  + 

Tuberculosis 

7 

2 1 

4 

Chronic  respiratory 
disease 

16 

8 

7 

1 

Cancer 

8 

1 1 

3 

3 

Cerebrovascular  and  other 
intracerebral  disease  5 

1 

4 

Other 

14 

6 

2 

6 

Totals 

50 

3 16 

17 

14 

days.  For  the  purpose  of  this  survey,  any  biases 
thereby  introduced  were  not  considered  signifi- 
cant. 

Group  C.  Fifty  patients  consecutively  dis- 
charged from  the  Rockland  County  Infirmary,  a 
facility  classified  as  a skilled  nursing  home  for 
Medicaid  and  Medicare  purposes,  were  studied  to 
allow  comparisons  to  be  made  with  the  chronic 
disease  hospital  patients.  This  group  included  all 
patients  discharged  between  March  4 and  October 
31,  1973. 


Results 

Age  and  sex  distribution.  Table  I presents 
the  age  and  sex  distribution  of  the  two  CDH 
(chronic  disease  hospital)  patient  groups  with  sim- 
ilar figures  for  the  Infirmary  group  given  to  point 
up  the  differences. 

The  CDH  patients  present  on  a given  day  were 
almost  equally  divided  between  the  sexes.  In  the 
discharged  CDH  group,  there  was  actually  a 3:2 
male  preponderance.  On  the  other  hand,  the  In- 
firmary showed  the  usual  2:1  ratio  for  females  to 
males  so  characteristic  of  elderly  nursing  home 
populations.  The  discharged  CDH  patients  had  a 
median  age  of  sixty-nine  and  a half  years,  com- 
pared with  eighty-one  and  one-half  years  for  the 
Infirmary. 

Table  II  examines  the  age  distribution  for  cur- 
rent CDH  patients  by  disease  group.  Half  of  the 
patients  with  chronic  respiratory  disease  (8  of  16) 
and  almost  half  of  those  with  tuberculosis  (3  of  7) 
were  under  sixty-five  years  of  age.  On  the  other 
hand,  the  cancer  and  intracerebral  groups  were 
primarily  older,  with  11  of  13  being  sixty-five  years 
and  older. 


TABLE  III.  Referral  sources  and  possible  other  options  at  time  of  referral,  by  disease  group  of  CDH  patients  present  on 
given  day,  with  comparison  of  referral  source  for  infirmary  patients,  1973 


- — Possible  Other  Options — - 
Refer  or 
Keep  in 

Genei'al  Nursing  Home 

Hospital  or  Infirmary 

Groups 

Total 

Home 

Genei'al 

Hospital 

Summit 

Park 

Hospital 

Nursing 

Home 

CDH 

Tuberculosis 

7 

6 

0 

1 

7 

0 

Chronic  respiratory  disease 

16 

12 

4 

0 

16 

0 

Cancer 

8 

1 

7 

0 

5 

3 

Cerebrovascular  and  other 
intracerebral  disease 

5 

0 

5 

0 

5 

0 

Other 

14 

5 

9 

0 

13 

1 

Totals 

50 

24 

25 

1 

46 

4 

Infirmary 

Cardiopulmonary 

16 

7 

6 

2 

1 

Chronic  brain  syndrome  in- 
cluding post  cerebrovas- 
cular disease 

13 

4 

6 

3 

0 

Cancer 

6 

0 

3 

1 

2 

Fractured  hip 

9 

0 

8 

1 

0 

Other 

6 

0 

5 

1 

0 

Totals 

50 

11 

28 

8 

3 
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TABLE  IV.  Total  days  of  stay  of  50  consecutively  discharged  CDH  patients,  compared  with  Infirmary  patients,  1973 


Groups 

Total 

Patients 

Total 

Days 

1 to  30 
Days 

31  to  60 
Days 

2 to  6 
Months 

7 to  12 
Months 

— Stay 

1 to  3 
Years 

3 + 
Years 

Average 

Median 

CDH 

50 

3,122 

26 

9 

12 

2 

1 

62.6 

days 

26 

days 

Infirmary 

50 

29,136 

5 

7 

9 

8 

13 

8 

19.4 

months 

8.2 

months 

Sources  of  referral.  Table  III  presents  an 
analysis  of  the  referral  sources  of  the  CDH  pa- 
tients plus  a consideration  of  options  other  than 
referral  to  a chronic  disease  hospital  which  might 
have  been  utilized  at  the  time  of  admission. 

Of  the  50  patients,  25  had  been  transferred  from 
general  hospitals,  24  had  been  admitted  directly 
from  their  homes,  and  only  1 had  been  transferred 
from  a nursing  home.  Eighteen  of  the  23  patients 
with  tuberculosis  and  chronic  respiratory  disease 
had  been  admitted  directly  from  home.  This  is  to 
be  expected;  most  of  the  tuberculosis  patients  had 
been  diagnosed  in  the  community,  6 of  the  7,  and 
transferred  immediately  to  Summit  Park  Hospital. 
The  patients  with  chronic  respiratory  disease  were 
primarily  individuals  with  chronic  bronchitis  and 
emphysema,  with  periods  of  relapse  and  remission. 
Twelve  of  the  16  had  been  at  home,  apparently  in 
remission  just  prior  to  going  into  pulmonary  insuf- 
ficiency. 

It  was  considered  that  all  of  these  23  patients 
would  have  had  to  be  admitted  to  general  hospi- 
tals (or,  in  the  case  of  4 patients,  remain  in  the 
general  hospitals)  if  Summit  Park  Hospital  did  not 
exist.  Nursing  homes  cannot  work  up  or  provide 
medical  treatment  for  patients  with  tuberculosis. 
Likewise,  nursing  homes  cannot  provide  the 
skilled  medical  and  nursing  care,  nor  do  they  have 
the  special  equipment  required  to  provide  care  for 
patients  with  chronic  pulmonary  disease  who  are 
in  relapse  and  in  progressive  pulmonary  insuffi- 
ciency. 

Special  needs.  Twenty-seven  patients  had 

other  forms  of  chronic  disease.  This  group  pre- 
sented a different  pattern  regarding  source  of  re- 
ferral. All  but  1 of  the  8 patients  with  cancer,  all 
of  the  5 patients  with  stroke  or  related  diseases, 
and  9 of  the  14  patients  with  miscellaneous  condi- 
tions had  been  referred  directly  from  general  hos- 
pitals. The  miscellaneous  or  “other”  group  in- 
cluded 10  different  diagnoses:  The  3 patients 

with  heart  disease  were  included  here  because  only 
diseases  appearing  five  or  more  times  were  sepa- 
rated out. 

Of  these  27  patients,  it  was  considered  that  23 
would  have  had  to  be  retained  in  or  admitted  to  a 
general  hospital  because  their  needs  could  not  be 
adequately  met  in  nursing  homes.  These  needs 
included  continuous  medical  supervision,  cancer 
chemotherapy,  special  laboratory  monitoring,  and 
skilled  nursing  care  far  beyond  the  average  of  two 


and  one-half  hours  a day  ordinarily  provided  by 
nursing  homes.  Only  4 patients  were  considered 
as  possibly  suitable  for  direct  admission  to  the 
county  Infirmary  or  to  a skilled  nursing  home 
rather  than  to  the  chronic  disease  hospital,  al- 
though the  latter  was  the  preference  of  the  attend- 
ing physicians. 

The  data  on  sources  of  referral  of  the  Infirmary 
patients  revealed  only  that  more  patients  are  re- 
ferred directly  from  hospitals,  including  the  chron- 
ic disease  hospital,  and  fewer  directly  from  their 
homes.  A study  of  other  options  for  Infirmary  ad- 
missions was  not  considered  relevant  to  this  study. 

Total  days  stay.  As  seen  in  Table  IV,  the  50 
discharged  CDH  patients  had  accumulated  a total 
of  3,122  hospital  days,  with  a median  stay  of 
twenty-six  days.  Twenty-six,  or  more  than  half, 
were  in  the  hospital  thirty  days  or  less.  Fifteen 
stayed  two  months  or  more;  of  these,  3 stayed 
more  than  three  months,  the  longest  remaining 
seven  hundred  twenty-eight  days.  The  average 
was  62.6  days. 

On  the  other  hand,  the  Infirmary  group  was 
characterized  by  long  stays,  with  a median  of  8.2 
months;  29  patients  had  stays  of  over  six  months, 
and  in  8 instances,  the  stays  were  over  three  years. 
The  average  stay  was  19.4  months. 

Dependency  and  required  nursing  care. 

The  degree  of  care  required  by  the  50  patients  in 
the  hospital  on  a given  day  or  admitted  soon  there- 
after was  analyzed  in  two  ways: 

The  extent  of  dependency  followed  the  Veterans 
Hospital  Administration  classification  wherein  I 
means  total  incapacity;  II  means  limited  ability  to 
help  the  nurse  and  attendants  in  personal  care,  such 
as  feeding,  bathing,  and  personal  hygiene;  III  means  ' 
minimal  requirements  for  assistance;  and  IV  indicates 
total  independence.  This  classification  was  made  by 
the  attending  physicians. 

The  hours  of  nursing  service  required  per  twenty- 
four-hour  day  was  estimated  by  the  supervising 
nurses.  This  included  time  spent  by  all  members  of 
the  nursing  staff,  including  aides. 

As  indicated  in  Table  V,  the  50  patients  were 
quite  evenly  distributed  among  the  four  divisions 
of  the  dependency  classification.  However,  break- 1 1 
down  by  disease  group  showed  that  the  tuberculo- 
sis and  chronic  respiratory  disease  patients  tended 
to  be  in  the  independent  divisions,  III  and  IV 
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TABLE  V.  Dependency  classification  (V.A.)  and  required  daily  nursing  hours  on  admission, 
by  disease  group,  of  chronic  disease  hospital  patients  present  on  given  day,  1973 


Disease  Groups 

Total 

I 

— Dependency-  - 
II  III 

IV 

9 + 

Nursing  Hours 
7-8  5-6  Less  than  5 

Tuberculosis 

7 

1 

1 

5 

i 

3 

3 

Chronic  respiratory  disease 

16 

3 

8 

5 

i 

9 

6 

Cancer 

8 

5 

1 

1 

1 

6 

i 

1 

Cerebrovascular  and  others 

5 

4 

1 

4 

i 

Other 

14 

2 

7 

4 

1 

2 

4 

6 

2 

Totals 

50 

12 

12 

14 

12 

12 

8 

19 

11 

TABLE  VI.  Disposition  of  50  consecutively  discharged  patients  from  chronic  disease 
hospital  by  disease  category,  compared  with  Infirmary  patients,  1973 

Health- 


Groups 

Total 

General 

Hospital 

Infirmary 

Nursing 

Home 

Related 

Facility 

Own 

Home 

Died 

Chronic  disease  hospital 

50 

9 

6 

20 

15 

Tuberculosis 

2 

0 

1 

1 

0 

Chronic  respiratory  disease 

14 

4 

1 

9 

0 

Cancer 

9 

1 

1 

1 

6 

Cerebrovascular  and  others 

5 

0 

1 

1 

3 

Heart  disease 

11 

0 

2 

4 

5 

Other 

9 

4 

0 

4 

1 

Infirmary 

50 

6 

2 

1 

6 

35 

Cardiopulmonary  disease 
Chronic  brain  syndrome  including 

16 

2* 

0 

0 

0 

14 

post  cerebrovascular 

13 

1* 

1 

0 

1 

10 

Cancer 

6 

1* 

0 

1 

0 

4 

Fractured  hip 

9 

1* 

1 

0 

4 

3 

Other 

6 

1 

0 

0 

1 

3 

* One  patient  in  each  asterisk  group  known  to  have  died  shortly  after  discharge  to  general  hospital. 

while  the  cancer,  stroke,  and  other  chronic  disease 
groups  were  mostly  dependent,  I and  II.  The  re- 
quired hours  of  nursing  service,  as  would  be  ex- 
pected, followed  the  same  general  pattern. 

It  is  noted  that  the  median  hours  of  required 
daily  nursing  care  would  be  about  six  and  a half, 
with  9 patients  or  18  per  cent  requiring  nine  hours 
or  more.  While  this  type  of  information  was  not 
obtained  for  the  Infirmary  group,  these  observa- 
tions on  the  hospital  patients  may  be  compared 
with  the  standards  of  the  State  of  New  York  De- 
partment of  Health  which  limits  reimbursable 
nursing  care  service  in  nursing  homes  and  infir- 
maries to  two  and  one-half  hours  per  day. 

Disposition.  Analysis  of  disposition  of  dis- 
charged patients  by  diagnosis  showed  a cleavage 
among  the  patients  between  those  admitted  under 
the  earlier  objectives  of  the  facility  (care  of  pa- 
tients with  tuberculosis  and  chronic  respiratory 
disease)  and  those  admitted  under  the  subsequent 
provisions  for  other  chronic  diseases  (Table  VI). 
None  of  the  first  group  died.  Nine  of  the  14  pa- 
tients with  chronic  respiratory  disease  were  sent 
home,  and  4 were  transferred  to  general  hospitals 
for  special  services. 

In  contrast,  of  the  25  patients  with  heart  dis- 
ease, cancer,  or  stroke,  only  6 were  sent  home. 
This  category  accounted  for  14  of  the  15  deaths  in 


this  group.  Only  4 of  the  25  were  transferred  to 
the  Infirmary  and  only  1 to  a general  hospital. 

The  miscellaneous  category  of  9 patients  includ- 
ed mostly  neurologic  or  metabolic  disorders;  4 
went  home,  4 were  referred  to  a general  hospital, 
and  1 died. 

The  disposition  of  the  Infirmary  patients  was 
decidedly  different.  A total  of  35,  or  70  per  cent 
of  patients,  died  after  steady  deterioration  from 
the  time  of  admission  or  from  a fatal  complication 
following  an  initially  static  or  even  favorable 
course.  There  were  6 referrals  to  general  hospi- 
tals, 2 to  nursing  homes,  and  1 to  a health-related 
facility.  Four  of  the  6 patients  referred  to  general 
hospitals  are  known  to  have  died  shortly  after  that 
referral,  giving  a total  mortality  of  78  per  cent  of 
discharges. 

Medical  needs 

Patients  were  referred  to  the  chronic  disease 
hospital  because  of  the  need  for  continued  medical 
supervision  as  well  as  intensive  nursing  care.  The 
medical  needs  for  the  50  chronic  disease  hospital 
patients  present  on  a given  day  may  be  summa- 
rized as  follows: 

Tuberculosis.  Clinical,  radiologic,  and  laboratory 

monitoring  with  careful  therapeutic  control.  Summit 
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TABLE  VII.  Long-term  hospital  beds  in  New  York  metropolitan  area,  1972,  by  location  and  type  of  institution* 


General  Hospitals- 

Hospitals 
with 
Long- 
Total  Term 

Beds  Beds 

Area 

Total 

Hospitals 

Long- 

Term 

Beds 

Special  Long-Term 

-Hospitals 

Hospitals  Beds 

Total 

Long- 

Term 

Beds 

New  York  City 

114 

43,203 

15 

1,629 

8 

5,161 

6,790 

North  metropolitan  and  Long  Island 
N assau 

18 

4,627 

2 

79 

0 

0 

79 

Suffolk 

16 

3,269 

4 

241 

0 

0 

241 

Westchester 

22 

4,409 

2 

50 

1 

151 

201 

Rockland 

4 

846 

0 

0 

2t 

168 

168 

Putnam 

1 

162 

0 

0 

0 

0 

0 

Orange 

9 

1,037 

0 

0 

0 

0 

0 

Dutchess 

5 

822 

0 

0 

0 

0 

0 

Sullivan 

3 

349 

0 

0 

0 

0 

0 

Ulster 

3 

542 

0 

0 

0 

0 

0 

Subtotal 

82 

16,063 

8 

370 

3 

319 

689 

Totals 

196 

59,266 

23 

1,999 

11 

5,480 

7,479 

* Taken  from  1972  issue  of  Hospitals  and  Related  Facilities  in  Southern  New  York,  published  by  Health  and  Hospital  Planning  Council  of  Southern 
New  York,  Inc.,  excluding  all  Federal  and  all  State  psychiatric  hospitals. 

t Rockland  County  special  long-term  hospitals  are  the  New  York  State  Rehabilitation  and  Research  Hospital  (114  beds)  and  the  Summit  Park  Hos- 
pital (54  beds). 


Park  Hospital  is  the  only  facility  in  Rockland  County 
equipped  to  manage  patients  with  active  tuberculosis. 
The  hospital  receives  such  patients  from  adjoining 
Orange  County  as  well. 

Chronic  respiratory  insufficiency.  Continued 
hospital  care  and  round-the-clock  availability  of  ther- 
apy, such  as  IPPB  (intermittent  positive  pressure 
breathing)  oxygen  (Ventimask),  ability  to  check  blood 
gases,  and  close  medical  supervision. 

Cancer.  Administration  of  chemotherapy  with 
laboratory  monitoring. 

Cerebrovascular  disease.  Medical  supervision  of 
hypertension  control  and  rehabilitative  therapies. 

Other.  Some  patients  with  heart  disease  who  re- 
quire careful  clinical  management  of  congestive  heart 
failure,  control  of  irregular  rhythms,  and  treatment  of 
coexisting  diseases  such  as  hypertension  and  diabetes. 

In  general,  patients  in  all  groups  may  present 
problems  of  decubiti,  abcesses,  brain  damage,  and 
fractures.  In  other  words,  the  acute  episodes,  or 
the  acute  exacerbation  of  chronic  disorders  which 
precipitated  the  current  illnesses  of  these  referred 
patients,  have  not  stabilized,  and  with  a very  few 
exceptions  they  would  require  continued  general 
hospital  care  if  Summit  Park  did  not  exist. 

For  the  majority  of  patients  (70  per  cent)  a defi- 
nite medical  objective  could  be  defined,  to  be 
achieved  in  cooperation  with  nursing,  social  work, 
and  rehabilitation,  whereby  the  patient  may  be  re- 
turned to  his  or  her  home  or  appropriately  placed 
in  a facility  of  lesser  skills.  For  those  patients  who 
cannot  be  discharged  and  must  remain  in  the 
chronic  disease  hospital  until  death  (currently  30 
per  cent),  there  is  justification  for  retaining  many 
of  these  because  continuous  expert  medical  care  is 
necessary  to  offer  the  patients  the  highest  possible 
quality  of  survival  during  their  remaining  days. 


The  chronic  respiratory  insufficiency  group  re- 
quires special  notation.  This  is  a very  sick  and 
disabled  group  comprising  about  one  third  of  the 
caseload.  An  example  of  such  a patient  would  be 
a sixty-two-year-old  female  who  first  entered  the 
hospital  for  treatment  in  January,  1973.  After 
prolonged  and  costly  therapy,  she  was  referred  to 
the  pulmonary  intensive  care  unit  in  New  York 
Hospital  to  see  if  any  additional  benefit  could  be 
gained  there.  She  failed  to  improve  there  and  was 
returned  in  September.  She  was  maintained  on 
intensive  therapy  with  twenty-four-hour  oxygen 
daily  therapy,  as  well  as  IPPB  until  her  death. 
Another  patient  from  the  group  had  to  be  referred 
on  several  occasions  to  the  intensive  care  unit  at 
The  Good  Samaritan  Hospital  in  Suffern  for  intu- 
bation and  tracheostomy,  and  returned  to  Summit 
Park  each  time  for  continued  care. 

No  nursing  home  in  this  community  is  equipped 
for  IPPB  and  similar  therapy  around  the  clock. 
Private  nursing  homes  have  tended  to  reject  any 
patient  requiring  intensive  oxygen  therapy  of  this 
type.  In  addition,  such  a patient  must  be  in  a 
place  where  daily  medical  observation  is  available. 

This  has  frequently  been  discussed  by  the  utili- 
zation committee  who  feel  that  patients  of  this 
type  require  chronic  hospital  care  rather  than  oc-  i 
copying  a bed  in  an  acute  general  hospital  and 
that  any  level  lower  than  a chronic  disease  hospital 
would  not  he  satisfactory. 

Profile  of  genera!  long-term  care  facilities 
in  New  York  metropolitan  area 

Before  postulating  the  future  role  of  the  chronic  i 
disease  hospital  service  in  Rockland  County,  it 
would  appear  relevant  to  review  the  current  status  i 
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of  general  long-term  facilities  in  the  New  York 
metropolitan  area. 

Table  VII  presents  the  most  recent  statistics  on 
total  general  hospitals,  general  hospitals  with  long- 
term beds,  and  special  long-term  hospitals.1  In 
New  York  City,  15  of  the  114  general  hospitals  op- 
erate long-term  care  units,  and  there  are  8 special- 
ized facilities.  The  general  hospitals  provide  1,629 
long-term  beds  (out  of  their  total  of  43,203);  the 
special  facilities  have  5,161  beds;  the  total  is  thus 
6,790  long-term  beds.  Except  for  one  facility  lim- 
ited to  cancer  patients,  all  long-term  facilities  pro- 
vide general  care,  although  the  voluntary  special- 
ized hospitals  tend  to  emphasize  service  to  geri- 
atric patients.  The  latter  feature  is  related  to  their 
evolution  from  homes  for  the  aged. 

In  the  nine  counties  outside  of  New  York  City,  8 
of  the  82  general  hospitals  operate  long-term  care 
units,  and  there  are  3 specialized  facilities.  How- 
ever, the  8 hospitals  with  chronic  units  are  local- 
ized among  the  56  hospitals  in  three  counties: 
Westchester,  Nassau,  and  Suffolk.  Here  they  con- 
stitute 370  of  the  total  of  12,305  general  beds. 
The  remaining  six  counties  have  no  long-term 
beds  among  their  26  general  hospitals  with  2,912 
beds. 

There  are  three  special  long-term  hospitals  list- 
ed for  suburban  counties,  one  in  Westchester  and 
two  in  Rockland.  However,  two  of  these,  the 
Burke  Rehabilitation  Center  in  Westchester  and 
the  New  York  State  Rehabilitation  and  Research 
Hospital  in  Rockland,  are  primarily  concerned 
with  rehabilitative  medicine,  although  each  has 
definitive  programs  for  elderly  patients  involving  a 
broader  approach.  In  the  metropolitan  area,  out- 
side of  New  York  City,  the  only  special  long-term 
hospital  offering  care  for  all  types  of  chronic  ill- 
ness is  the  Summit  Park  Hospital  in  Rockland 
County. 

Comment 

A review  of  the  data  already  presented  shows 
quite  definitely  that 'the  Summit  Park  Hospital 
serves  a unique  patient  group,  related  clinically  to 
an  older  hospital  population  but  distinctly  differ- 
ent from  that  found  in  a skilled  nursing  home  or 
infirmary.  Patients  are  referred  to  Summit  Park 
Hospital  because  of  their  need  for  continued  daily 
medical  supervision  as  well  as  intensive  nursing 
care.  While  half  of  all  admissions  are  transfers 
from  general  hospitals,  equally  many  are  admitted 
directly  from  their  homes.  The  median  stay  is 
twenty-six  days,  indicating  that  slightly  more  than 
half  the  admitted  patients  are  discharged  within  a 
month;  40  per  cent  of  patients  are  discharged  to 
their  homes,  12  per  cent  to  the  Infirmary  because 
of  continuing  nursing  needs,  18  per  cent  to  general 
hospitals  because  of  complications  or  by  prear- 
rangement, such  as  for  reevaluation  at  termination 
of  course  of  cancer  chemotherapy  or  for  removal  of 


casts  in  hip  fractures,  and  30  per  cent  expire.  The 
latter  figure  compares  with  70  per  cent  for  the  In- 
firmary. 

The  medical  staff  is  concerned  with  the  longer 
stay  of  many  hospital  patients,  causing  the  average 
stay  to  be  sixty-eight  days,  or  more  than  twice  the 
median.  All  of  these  patients  are  reviewed  regu- 
larly by  the  utilization  committee.  The  reasons 
for  prolonged  stay  are  reevaluated  monthly  from 
the  viewpoint  of  determining  when  the  patient’s 
interests  will  be  served  equally  well  by  lesser- 
skilled  services. 

The  most  important  argument  for  this  type  of 
facility  is  that  92  per  cent  would  have  had  to  re- 
main in,  or  be  referred  to,  a general  hospital  if 
Summit  Park  Hospital  did  not  exist.  This  would 
have  placed  an  extremely  heavy  load  on  the  two 
general  and  the  two  proprietary  hospitals  in  the 
county.*  The  number  of  admissions  to  Summit 
Park  Hospital  during  the  past  five  years  has  aver- 
aged 240  patients.  With  an  average  stay  of  62.6 
days,  Summit  Park  now  provides  about  15,024  pa- 
tient days;  92  per  cent,  or  13,822  of  these  patient 
days  would  otherwise  have  had  to  be  provided  in 
general  hospitals. 

The  Medicaid-approved  rate  for  Summit  Park 
Hospital  is  currently,  as  of  December  1,  1973, 
$77.50  per  hospital  day.  Accepting  this  as  a cost 
figure,  the  Summit  Park  costs  for  these  patients 
would  be  $1,071,205  per  year.  Such  care  at  Nyack 
Hospital,  with  a Medicaid  rate  of  $112.88,  would 
come  to  $1,557,462,  a difference  of  $486,257  per 
year.  Care  at  the  Good  Samaritan  Hospital,  with 
a Medicaid  rate  of  $109.48,  would  come  to 
$1,513,233,  a difference  of  $442,028. 

Yet  the  question  must  be  raised  as  to  whether 
the  specialized  chronic  disease  hospital  service  in 
Rockland  County  is  the  best  method  of  meeting 
long-term  needs  and  what  its  role  will  be  in  the 
future.  Certainly  this  is  not  the  method  of  pro- 
viding long-term  care  in  the  rest  of  the  New  York 
metropolitan  area,  excluding  New  York  City. 

It  might  be  argued  that  the  nursing  homes  of 
the  county  might  provide  additional  nursing  tech- 
niques and  specialized  equipment  to  allow  care  for 
at  least  some  of  the  Summit  Park  patients.  It  is 
questionable  whether  or  not  this  would  serve  the 
best  interests  of  the  patients.  The  patients  ad- 
mitted to  the  chronic  disease  hospital  service  re- 
quire continuous  medical  supervision  as  well  as  in- 
tensive nursing  care,  and  the  former  is  provided  by 
the  full-  and  part-time  salaried  medical  staff  of  the 
hospital,  even  when  private  physicians  retain  pri- 
mary responsibility  for  medical  supervision  of 
their  patients.  Indeed,  transfer  from  the  chronic 
disease  hospital  to  the  Rockland  County  Infirmary 
has  in  most  instances  been  possible  only  because 
the  two  facilities  have  the  same  medical  direction 
and  the  same  medical  staff. 

One  might  state  that  one  or  both  of  the  two  vol- 

* One  proprietary  hospital  was  closed  in  January,  1974. 
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TABLE  VIII.  Comparison  of  long-term  hospital  beds,  1968  and  1972,  in  metropolitan  area 


General  Hospitals 

with  Long-Term  Special  Long-Term 

Beds . Hospitals — - Totals- 


Areas 

Hospitals 

Beds 

Hospitals 

Beds 

Hospitals 

Beds 

New  York  City 

1968 

14 

1,605 

8 

5,356 

22 

6,961 

1972 

15 

1,629 

8 

5,161 

23 

6,790 

North  metropolitan  and  Long  Island 

1968 

10 

407 

3 

406 

13 

813 

1972 

8 

370 

3 

319 

11 

689 

Totals 

1968 

24 

2,012 

11 

5,762 

35 

7,774 

1972 

23 

1,999 

11 

5,480 

34 

7,479 

untary  general  hospitals  should  develop  long-term 
care  units,  as  has  been  done  in  15  general  hospitals 
in  New  York  City  and  in  8 general  hospitals  in 
Westchester,  Nassau,  and  Suffolk  counties.  This 
is,  of  course,  up  to  the  hospitals  concerned.  Both 
voluntary  hospitals  have  had  significant  recent 
building  programs  and,  to  the  authors’  knowledge, 
building  for  long-term  care  is  not  in  their  plans. 
Both  have  been  involved  in  the  planning  for  the 
Rockland  County  Health  and  Social  Services 
Complex  as  a whole,  and  their  preference,  as  well 
as  that  of  the  medical  community,  appears  to  be  to 
both  maintain  and  improve  the  current  chronic 
disease  hospital  service  at  the  complex. 

In  Rockland  County,  the  chronic  disease  hospi- 
tal has  already  been  intimately  related  to  the  nurs- 
ing home  service  by  grouping  the  Summit  Park 
Hospital  and  the  Rockland  County  Infirmary  as 
two  parts  of  a medical  services  division,  with  a 
common  governing  board,  medical  staff,  nursing 
staff,  and  special  services  such  as  laboratory  ser- 
vice, radiology,  and  pharmacy.  When  the  10-story 
Tower  Building  opens  in  1975,  this  tying  in  of  the 
two  services  will  be  closer,  as  the  physical  separa- 
tion is  eliminated. 

Undoubtedly  there  are  many  patterns  under 
which  long-term  hospital  service  may  be  provided. 
While  incorporation  into  a general  hospital  pat- 
tern is  undoubtedly  preferable  to  an  isolated  spe- 
cial facility,  there  has  been  no  growth  of  this  pat- 
tern since  1968.  The  number  of  long-term  hospi- 
tal beds  in  general  hospitals  in  New  York  City 
changed  only  from  1,605  in  14  hospitals  in  1968  to 
1,629  in  15  hospitals  in  1972.  In  the  metropolitan 
area  outside  of  New  York  City,  some  general  hos- 
pitals dropped  and  others  added  chronic  disease 
beds;  the  overall  change  was  from  10  hospitals 
with  407  beds  in  1968  to  8 hospitals  with  370  beds 
in  1972  (Table  VIII). 

Special  hospital  beds  in  the  entire  area  de- 
creased from  5,762  in  1968  to  5,480  in  1972,  the 
number  of  institutions  remaining  the  same  at  1 1. 

Conclusions 

Summit  Bark  Hospital,  a chronic  disease  hospi- 


tal which  evolved  from  a tuberculosis  sanitarium, 
has  established  itself  as  the  special  long-term  hos- 
pital facility  in  Rockland  County.  It  provides  care 
only  slightly  below  the  medically  sophisticated 
level  of  the  general  hospitals,  including  medical, 
nursing,  rehabilitation,  laboratory,  radiology,  and 
pharmacy  services,  but  considerably  above  the 
level  of  skilled  nursing  homes.  It  does  this  at  a 
saving  to  the  public  of  over  $400,000  per  year, 
based  on  the  lower  Medicaid  costs  of  Summit  Park 
compared  with  those  of  the  two  general  hospitals 
in  the  county. 

Organizationally,  it  is  part  of  the  same  medical 
unit  as  the  Rockland  County  Infirmary.  This  tie 
will  be  tightened  when  the  new  Tower  Building  is 
completed  in  1975;  there  will  be  5 clinical  floors 
with  362  beds  for  long-term  care  patients  (62 
chronic  disease  hospital  and  300  nursing  home 
beds),  plus  a 38-bed  inpatient  mental  health  unit. 
Current  plans  call  for  converting  the  present  Infir- 
mary building,  when  it  is  vacated,  into  a 200-bed 
health-related  facility  or  possibly  into  residential 
apartments  for  ambulatory  older  persons  with  no 
more  than  limited  disabilities.  Thus,  this  will  be  a 
major  chronic  disease  and  geriatric  center  of  al- 
most 600  beds,  with  modern  facilities  and  equip- 
ment, situated  on  a beautiful  campus,  serving  a 
growing  population,  and  located  only  20  miles 
from  the  New  York  City  medical  teaching  centers. 

In  planning  for  the  future,  it  appears  that  the 
chronic  disease  hospital  service  of  the  Rockland 
County  Health  and  Social  Services  Complex  will 
continue  to  serve  in  its  present  capacity  of  provid- 
ing an  intermediate  service  between  the  general 
hospital  and  the  skilled  nursing  home,  with  closer 
approximation  to  the  former  in  regard  to  technical 
skills,  thus  saving  significant  numbers  of  patient 
days  at  the  general  hospitals  and  considerable 
public  money.  The  need  for  service  may  be  ex- 
pected to  grow  as  the  population  expands.  In  ad- 
dition, the  chronic  disease  hospital  may  well  pro- 
vide the  following  services: 

1.  General  hospital  care  during  the  latter  part  of  a 

general  hospital  stay  for  selected  patients  admitted 

for  myocardial  infarction,  stroke,  cancer,  or  accidental 
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injuries.  This  would  require  earlier  referral  from  the 
community  hospitals  and  would  be  patterned  after 
the  program  at  the  Loeb  Center  at  Montefiore  Hospi- 
tal.2 This  will  reduce  hospital  costs  as  well  as  lessen 
future  needs  for  general  hospital  construction. 

2.  Evaluation  and  placement  service  for  patients 
referred  for  nursing  homes  or  for  whom  the  most  ap- 
propriate placement  is  not  readily  apparent.  A one  to 
three-day  stay  should  suffice,  and  some  patients  may 
be  evaluated  on  an  outpatient  basis.  The  Monroe 
Community  Hospital  evaluation-placement  unit 
found  that  only  35  per  cent  of  those  referred  for  nurs- 
ing home  placement  actually  needed  this  level  of 
skilled  service;  the  majority  needed  only  lower-level 
care.3 

The  1970  county  population  of  230,000,  up  from 
137,000  in  1960,  is  expected  to  reach  370,000  by 
1985.  A second  floor  for  the  increased  numbers  of 
patients  to  be  served  following  the  present  pat- 
terns, plus  those  receiving  the  additional  services 
previously  outlined,  should  be  given  careful  con- 
sideration in  regard  to  the  full  utilization  of  the 
Tower  Building. 

To  carry  out  the  expanded  program,  the  fol- 
lowing should  be  considered: 

Closer  affiliation  with  the  Nyack  and  Good  Samari- 
tan Hospitals  for  internal  medicine  and  appropriate 
medical  specialties. 

Affiliation  with  the  New  York  State  Rehabilitation 


“Stress”  Polycythemia  and  Hypertension 

“Stress”  polycythemia  refers  to  a normal  red  blood 
cell  mass,  high  hematocrit  reading,  and  a contracted 
plasma  volume.  Hypertension  has  long  been  recognized 
as  being  associated  with  this  phenomenon,  and  it  has 
been  regarded  as  a benign  condition  treatable  with  tran- 
quilizers or  phlebotomy.  Apparently,  however,  it  has 
not  been  suggested  that  the  elevation  of  arterial  pres- 
sure itself  may  be  a mechanism  for  plasma  volume  con- 
traction. Five  patients  demonstrating  “stress”  poly- 
cythemia treated  for  hypertension  (sympatholytic)  re- 


and Research  Hospital  in  West  Haverstraw  for  reha- 
bilitative medicine  services. 

Closer  integration  of  the  chronic  disease  hospital 
service  with  the  home  health  services  of  the  county 
department  of  health,  to  facilitate  the  identification 
of  hospital  patients  who  might  be  discharged  and  the 
assurance  of  adequate  health  care  after  discharge  to 
reduce  frequency  of  readmission. 

Affiliation  with  a medical  school  for  medical  con- 
sultations with  the  teaching  staff,  utilization  of  coun- 
ty resources  for  teaching  purposes,  and  the  conduct- 
ing of  practical  research  directed  at  the  development 
of  improved  methods  of  caring  for  the  chronically  ill, 
with  optimal  utilization  of  community  resources. 

Application  for  research  funds  from  Federal  agen- 
cies or  private  foundations  to  permit  the  development 
of  appropriate  teaching  and  research  programs.  This 
is,  of  course,  closely  tied  in  with  the  medical  school  af- 
filiation. 

Rockland  County  Health  and 
Social  Services  Complex 
Pomona,  New  York  10970 
(DR.  BR1GHTMAN) 
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that  there  is  a definite  group  of  patients  with  “stress” 
polycythemia  who  have  a contracted  plasma  volume  be- 
cause of  their  systemic  hypertension.  Because  these  pa- 
tients have  been  shown  to  be  at  high  risk  in  the  develop- 
ment of  vascular  disease,  they  urge  that  their  treatment 
be  not  tranquilizers,  phlebotomy,  or  observation,  but 
vigorous  antihypertensive  therapy. 
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other  gastrointestinal  disturbances.  Necrotizing 
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An  estimated  17  million  Americans  are  today  in 
need  of  mental  health  care;  about  400,000  are  hos- 
pitalized.1 When  hospitalized,  most  patients  re- 
ceive the  traditional  regimen  of  drug  treatment 
and  perhaps  some  form  of  individual  or  group 
therapy.  It  is  in  these  hospital  settings  that  the 
greatest  experience  using  psychotropic  medication 
accrues.  Some  of  these  procedures  may  transfer 
outside  the  hospital  setting  and  be  used  by  other 
medical  specialists  and  general  practitioners. 

This  year  there  were  over  200  million  prescrip- 
tions filled  in  neighborhood  drug  stores  for  psy- 
chotropic drugs.2  Most  are  written  by  general 
practitioners,  internists,  and  surgeons.  Psychia- 
trists and  neurologists  prescribe  about  10  per  cent 
of  the  total  number  of  minor  tranquilizers.  Their 
contribution  to  the  number  of  major  tranquilizers 
and  antidepressants  used  is  significant.3,4 

The  Harrison  Narcotic  Act  of  1914  placed  the 
physician  in  a pivotal  role  in  legitimate  drug  dis- 
tribution. How  psychiatrists  prescribe  drugs  not 
only  has  an  effect  on  the  patient,  but  also  may 
subtly  influence  how  his  colleagues  and  contempo- 


raries prescribe  drugs.  Our  routine  evaluations  of 
psychiatric  prescription  practices  began  in  1963. 

In  this  early  study,  it  was  noted  that  certain  pa- 
tients received  more  than  1 psychotropic  drug.5 
Seemingly,  a practice  developed  in  the  treatment 
of  infectious  and  systemic  disease  was  also  being 
employed  in  psychiatry.  Thus,  polypharmacy  was 
defined  as  the  practice  of  concurrently  administer- 
ing 2 or  more  psychotropic  agents  to  relieve  or  re- 
duce the  intensity  of  psychiatric  symptoms.6  A 
follow-up  study  indicated  that  the  use  of  poly- 
pharmacy was  increasing;  what  was  initially  con- 
sidered a novel  treatment  practice  was  prescribed 
to  28  per  cent,  1,350  of  4,820,  of  all  patients  hospi- 
talized. The  rates  of  polypharmaceutic  treatment 
varied  for  each  supervising  psychiatrist,  ranging 
from  14  to  48  per  cent.  At  this  juncture,  poly- 
pharmacy was  considered  as  a “last-ditch”  effort 
to  control  symptoms  and  syndromes  failing  to  re- 
spond to  single-drug  treatment  and  was  signifi- 
cantly related  to  chronicity.6,7 

In  an  effort  to  expand  the  data  base,  a case- 
study  survey  technique  was  used  to  query  psychia- 
trists in  the  New  York  State  mental  hygiene  sys- 
tem on  their  treatment  procedures.  Forty-one  per 
cent  of  the  312  psychiatrists  returning  the  ques- 
tionnaire chose  a combination  of  psychoactive 
drugs  in  treating  male,  acute  paranoid,  schizophre- 
nic patients.8  A reasonable  question  to  raise  at 
this  point  is:  Is  polypharmacy  in  vogue  or  is  it 

best  considered  a form  of  treatment  when  all  else 
fails? 

Once  again  the  data  base  was  expanded  by  que- 
rying psychiatrists  from  California,  Pennsylvania, 
and  Texas.  If  polypharmacy  can  best  be  con- 
ceived as  a novel  treatment  form,  then  the  per- 
centage of  psychiatrists  returning  questionnaires 
who  chose  polypharmacy  will  be  significantly 
lower  than  the  41  per  cent  figure  reported  for  New 
York.  If  polypharmacy  is  in  vogue,  then  the  inci- 
dence figures  will  equal  or  exceed  the  New  York 
prescription  rates. 

If  polypharmacy  is  best  considered  a “last- 
pitch”  effort  to  relieve  treatment-resistant  symp- 
toms, then  there  will  be  a significant  increase  in 
the  percentage  of  psychiatrists  employing  poly- 
pharmacy in  each  of  the  states  six  months  after 
the  patient  is  readmitted  to  the  hospital  with  his 
symptoms  persisting.  This  report  focuses  on  com- 
parative incidence  and  the  relationship  of  poly- 
pharmacy to  chronicity. 

Method 

A letter  explaining  the  general  purpose  of  the 
study,  together  with  a four-page  questionnaire  de- 
signed to  measure  treatment  preferences,  was  sent 
to  each  commissioner  of  mental  health  and  to  each 
state’s  representative  to  the  American  Psychiatric 
Association  seeking  their  general  approval  and  en- 
listing their  assistance  in  developing  a directory  of 
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TABLE  I.  Percentage  of  male  and  female  psychiatrists  returning  usable  questionnaires:  their  mean  age  and  the  mean 
percentagef  their  treatment  procedures  are  oriented  toward  in  the  states  of  California,  New  York,  Pennsylvania,  and  Texas 


Variables 

California 

New  York 

Pennsylvania 

Texas 

F* 

Number  returned 
Sex 

107 

312 

226 

133 

Males 

95.3 

86.2 

92.3 

91.3 

Females 

4.7 

13.8 

7.7 

8.7 

Average  age  (years) 
Treatment  procedures 

44.4 

45.1 

46.5 

45.3 

0.86 

Psychoanalytic  w/drugs 

4.4 

2.9 

6.9 

4.5 

3.48 

(6) 

(6) 

(5) 

(6) 

Psychoanalytic  wo/drugs 

9.0 

3.2 

16.9 

12.6 

18.61 

(4) 

(5) 

(3) 

(4) 

Psychotherapy  w/drugs 

35.3 

45.7 

34.3 

35.4 

5.42 

(1) 

(1) 

(1) 

(1) 

Psychotherapy  wo/drugs 

26.9 

10.6 

24.6 

22.6 

21 . 58 

(2) 

(3) 

(2) 

(2) 

Other  w/drugs 

6.2 

7.7 

5.2 

7.3 

0.70 

(5) 

(4) 

(6) 

(5) 

Other  wo/drugs 

3.5 

2.3 

2.6 

3.0 

0.19 

(7) 

(7) 

(7) 

(7) 

Chemotherapy  alone 

11.5 

27.5 

7.7 

13.2 

24.05 

(3) 

(2) 

(4) 

(3) 

* Necessary  F values  for  significance  with  3 and  765  degrees  of  freedom  at  0.05  level  is  2.60;  at  0.025  level  is  3.12;  at  0.01  is  3.78;  and  at  0.001  is  5.42. 
f Rank  of  mean  percentage  data  in  parentheses  ( ). 


the  practicing  psychiatrists  in  their  states.  Ap- 
proaching the  question  of  sampling  in  this  way  en- 
abled access  to  psychiatrists  who  were  not  yet 
members  of  the  American  Psychiatric  Association. 

Using  this  procedure,  we  were  supplied  with  the 
names  of  274  psychiatrists  from  California,  613 
from  Pennsylvania,  and  320  from  Texas.  Each  in- 
dividual psychiatrist  was  issued  a unique  number, 
for  identification  and  to  ensure  confidentiality  of 
response.  Using  these  directories,  a covering  let- 
ter, with  the  questionnaire  and  a stamped,  return- 
addressed  envelope,  was  mailed  to  each  psychia- 
trist. Two  months  later  a follow-up  mailing  was 
conducted.  The  usable  return  rate  was  38  per 
cent  for  California,  35  per  cent  for  Pennsylvania, 
and  38  per  cent  for  Texas.  These  return  rates 
were  slightly  lower  than  that  obtained  for  New 
York,  40  per  cent,  but  the  difference  between 
Pennsylvania  and  New  York  was  not  statistically 
significant  (t  = 1.89).  Further,  this  return  rate 
compares  favorably  with  what  is  usually  reported 
by  independent  research  teams  addressing  psychi- 
atrists on  an  unpaid  basis. 

In  regard  to  the  questionnaire,  the  first  page  was 
devoted  to  explaining  the  purpose  of  the  study, 
collecting  descriptive  data  about  the  respondent 
concerning  his  training,  treatment  orientation,  and 
the  demographic  and  diagnostic  characteristics  of 
the  patients  treated.  Some  defining  characteris- 
tics of  the  psychiatrists’  samples  are  seen  in  Table 
I.  These  samples  differ  significantly  on  certain 
variables.  The  first  to  consider  is  the  percentage 
of  males  and  females  returning  usable  question- 
naires among  the  four  states.  New  York  has  the 
highest  percentage  of  female  psychiatrists  return- 
ing usable  questionnaires.  The  significance  of  dif- 


ferences in  percentage  between  other  states  and 
New  York,  as  measured  by  t,  equalled  3.19;  P was 
<0.01.  Since  all  other  comparisons  show  greater 
percentage  differences,  all  states  can  be  considered 
to  be  different  from  New  York.  Fewer  female 
psychiatrists  returned  usable  data.  The  situation 
for  male  psychiatrists  was  somewhat  different. 
California  and  Pennsylvania  have  a higher  per- 
centage of  males  returning  usable  questionnaires 
than  do  New  York  psychiatrists.  The  respective  t 
values  were  3.20;  P <0.01  and  2.30;  P <0.05.  But, 
Texas  and  New  York  are  similar;  t equalled  1.59, 
indicating  no  significant  differences.  Additional- 
ly, California,  Pennsylvania,  and  Texas  form  a 
cluster  having  similar  return  rates  for  males.  A t 
test  measuring  the  difference  between  California 
and  Texas  equalled  1.56  and  was  not  significant. 
Any  differences  in  incidence  of  polypharmacy  may 
be,  in  part,  influenced  by  disproportionate  num- 
bers of  male  and  female  psychiatrists  providing  us- 
able returns  among  the  states.  See  rows  one  and 
two  of  Table  I. 

Analysis  of  variance  was  applied  to  test  the  sig- 
nificance of  mean  differences  in  psychiatrist  age 
among  the  four  states.  The  F value  reached  0.86 
and  demonstrated  no  difference  among  samples 
whose  average  ages  clustered  about  forty-five 
years.  Psychiatrists’  ages  should  not  be  a factor  in 
influencing  differential  polypharmacy  rates. 

A psychiatrist’s  general  treatment  orientation 
should  have  a direct  role  in  shaping  treatment 
practices.  Therefore,  a question  was  framed  relat- 
ing to  treatment  orientation.  Each  respondent 
was  asked  to  characterize  the  percentage  their 
treatment  procedures  consisted  of:  psychoanalyt- 
ically  based  therapy  with  or  without  the  use  of 
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TABLE  II.  Analysis  of  variance  comparing  significance  of 
differences  in  mean  per  cent  of  responding  psychiatrists' 
places  of  employment  among  four  states 


Place  of 
employment 

Cali- 

fornia 

New 

York 

Penn- 

sylvania 

Texas 

Private  practice 
only 

39  6 

0.30 

15.7 

23.2 

Clinic 

9.4 

2.1 

9.9 

3.2 

City  hospital 

0.0 

0.0 

3.6 

0.80 

County  hospital 

24.5 

0.0 

0.0 

2.4 

Federal  hospital 

2.8 

0.70 

4.9 

20  0 

Private  hospital 

11.3 

0.70 

20.2 

4.8 

State  hospital 

5.7 

91.8 

20.6 

5.7 

University  hospital 

6.6 

4.5 

25.1 

20.0 

drugs,  psychotherapy  with  or  without  the  use  of 
drugs,  or  drug  therapy  alone.  Respondents  were 
given  space  to  write  in  other  procedures  and  esti- 
mate the  percentage  these  were  used  with  or  with- 
out drugs.  The  mean  percentages  for  these  cate- 
gories complete  Table  I. 

It  is  clear  that  nonpsychoanalytically  based  psy- 
chotherapy with  drugs  was  the  treatment  choice 
across  all  states  sampled.  New  York  psychiatrists 
make  the  next  most  use  of  a treatment  regimen 
based  on  drug  therapy  alone.  The  second  choice 
in  California,  Pennsylvania,  and  Texas  was  non- 
psychoanalytically based  psychotherapy  without 
drugs.  To  establish  a measure  of  overall  agree- 
ment among  the  states  in  therapeutic  orientation, 
mean  percentage  data  were  converted  into  ranks 
seen  in  parentheses  in  each  cell,  and  a coefficient 
of  concordance  (W)  was  computed.  W equalled 
0.92,  with  six  degrees  of  freedom  (X2  = 22.08) 
demonstrating  significant  similarity  in  therapeutic 
orientation  among  the  respondents  of  the  four 
states. 

Not  only  would  treatment  orientation  have  a 
bearing  on  treatment  practice,  but  also  where  the 
person  practices  may  influence  what  type  of  treat- 
ment is  employed.  Different  hospitals  have  dif- 
ferent treatment  philosophies.  A psychiatrist 
seeing  a patient  in  private  practice  or  in  an  outpa- 
tient clinic  may  first  be  treating  a patient  who  is 
less  ill;  if  this  is  not  the  case,  he  may  treat  the  pa- 
tient more  conservatively  since  the  patient  would 
not  have  the  benefit  of  the  constant  supervision 
afforded  in  a hospital  setting. 

Data  in  Table  II  show  the  present  affiliation  of 
the  responding  psychiatrists  in  each  state.  The 
highest  percentage  of  respondents  in  California 
are  in  private  practice,  whereas,  in  New  York,  they 
are  employed  in  State  hospitals.  In  Pennsylvania 
the  highest  percentage  of  respondents  are  em- 
ployed in  university  settings,  and  in  Texas,  private 
practice  accounted  for  the  highest  proportion  of 
returns,  but  the  array  of  employment  categories 
appears  more  balanced  in  these  states. 

Significantly,  more  returns  were  received  from 
psychiatrists  in  private  practice  and  in  county  hos- 
pitals in  California.  New  York  provides  a State 


hospital  sample.  In  Pennsylvania,  significantly 
more  psychiatrists  were  from  university  and  pri- 
vate hospitals,  and  from  Texas  psychiatrists  were 
in  state  hospitals,  private  practice,  and  in  Federal 
and  university  hospitals  (Table  II).  Place  of  em- 
ployment, therefore,  may  affect  rates  of  polyphar- 
macy. 

Data  relating  to  demographic,  economic  and  di- 
agnostic characteristics  of  the  patients  treated  by 
the  responding  psychiatrists  from  each  state  are 
reported  in  Table  III.  Sex  of  patients  treated  will 
not  be  an  influencing  factor,  but  age,  economic, 
and  diagnostic  differences  emerge  among  the  four 
states  sampled  (Table  III). 

Pennsylvania  psychiatrists  treat  a significantly 
higher  percentage  of  patients  between  the  ages  of 
twenty  to  sixty-five  years  than  do  New  York  re- 
spondents (t  = 2.03;  P = 0.05).  There  were  no  sig- 
nificant differences  among  respondents  from 
Pennsylvania,  California,  and  Texas.  A second 
cluster,  statistically  similar  for  this  age  category, 
includes  New  York,  California,  and  Texas. 

Although  Pennsylvania  psychiatrists  treat  sig- 
nificantly more  adult  patients,  New  York  psychia- 
trists serve  a higher  percentage  of  geriatric  pa- 
tients than  do  all  other  states.  A t test  measuring 
the  mean  differences  between  New  York  and 
Pennsylvania,  showing  the  smallest  mean  differ- 
ence, equalled  3.28,  demonstrating  significance  at 
the  <0.01  level.  California,  Pennsylvania,  and 
Texas  treat  a statistically  similar  percentage  of 
geriatric  patients,  as  shown  in  row  five  of  Table 
III. 

Psychiatrists  in  New  York  and  California  see  a 
higher  percentage  of  patients  whose  income  is  less 
than  $5,000  yearly  than  do  Pennsylvania  psychia- 
trists. The  t value  measuring  the  mean  difference 
between  the  California  and  Pennsylvania  samples, 
showing  the  smallest  difference,  was  2.42;  P = 
<0.02.  Additionally,  New  York  exceeds  the  per- 
centage of  patients  treated  in  the  less  than  $5,000 
yearly  salary  bracket  by  California  respondents  (t 
= 2.54;  P = 0.01).  All  respondents  among  the 
states  treat  a statistically  similar  mean  percentage 
of  patients  in  the  less  than  $10,000  yearly  salary 
bracket. 

New  York  psychiatrists  see  significantly  fewer 
patients  in  the  greater  than  $20,000  bracket.  A t 
test  applied  to  measure  the  mean  differences  be- 
tween New  York  and  Texas,  showing  the  smallest 
mean  difference,  equalled  2.49;  P = <0.02.  Cali- 
fornia, Pennsylvania,  and  Texas  were  statistically 
similar.  In  the  highest  yearly  income  bracket, 
Pennsylvania  and  Texas  exceeded  New  York  in 
percentage  of  patients  seen.  The  t comparing 
Pennsylvania  and  New  York,  showing  the  smallest 
mean  difference,  equalled  3.09;  P = <0.01.  Cali- 
fornia, Pennsylvania,  and  Texas  are  statistically 
similar.  Overall,  the  Pennsylvania  and  Texas  re- 
spondents appear  to  be  treating  a more  affluent 
group  of  patients. 
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TABLE  III.  Analysis  of  variance  comparing  mean  percentage  of  certain  demographic  and  diagnostic  characteristics  of 

patients  treated  by  responding  psychiatrists 


Variable 

California 

New  York 

Pennsylvania 

Texas 

F* 

Sex 

Males 

43 

47 

47 

43 

3.01 

Females 

57 

53 

53 

57 

2.97 

Age 

<13  years 

6.6 

4.7 

6.5 

6.9 

1.04 

13  to  19  years 

19.0 

11.9 

15.2 

17.3 

6.05 

20  to  65  years 

64.9 

61.4 

70.2 

67.0 

3.37 

65  + 

6.3 

17.7 

6.8 

6.6 

19.07 

Income  level 

<$5 , 000  per  year 

33.4 

48.3 

20.0 

30.0 

29.18 

<10,000  per  year 

23.7 

26.2 

29.4 

24.7 

0.79 

<20,000  per  year 

27.7 

10.8 

32.4 

23.2 

36.27 

>20,000  per  year 

11.4 

4.4 

15.4 

18.7 

19.24 

No  answer 

3.8 

10.3 

2.8 

3.4 

Diagnostic  type 

Character  disorders 

24.6 

10.1 

25.5 

23.7 

38.37 

Neurotic 

35.5 

21.2 

41.0 

35.5 

32.24 

Organic 

6.3 

14.2 

5.3 

8.5 

18.00 

Psychotic 

25.0 

47.9 

24.8 

24.6 

45.66 

No  answer 

8.6 

6.6 

3.4 

7.7 

* Necessary  F values  for  significance  with  3 and  765  degrees  of  freedom  at  0.05  level  is  2.60;  at  0.025  level  is  3.12;  at  0.01  is  3.78;  and  at  0.001  is  5.42. 


Data  characterizing  global  diagnostic  groups  of 
patients  seen  completes  Table  III.  Significantly 
higher  percentages  of  character  disorders  are 
treated  by  California,  Pennsylvania,  and  Texas  re- 
spondents as  compared  with  New  York.  The  t 
value  measuring  the  significance  of  differences  be- 
tween the  New  York  and  Texas  samples,  having 
the  smallest  mean  differences,  equalled  3.10;  P = 
<0.01.  There  were  no  differences  among  Califor- 
nia, Pennsylvania,  and  Texas  for  any  of  the  diag- 
nostic subclassifications.  New  York  psychiatrists, 
however,  treat  significantly  fewer  neurotics.  The 
t value  between  New  York  and  Texas  equalled 
2.24;  P = <0.05. 

Last,  more  psychotic  patients  are  treated  by 
New  York  psychiatrists.  The  t comparing  the 
smallest  mean  difference  between  California  and 
New  York  equalled  4.39  and  was  significant  at 
<0.001. 

The  second  page  of  the  questionnaire  contained 
a description  of  a male  acute  paranoid  schizophre- 
nic patient  and  a list  of  psychotropic  agents  that 
could  be  employed  for  treatment.  An  area  was 
provided  for  adding  medication  or  treatment  pro- 
cedures not  included  on  the  list.  The  third  page 
focused  on  eliciting  a therapeutic  program  for  the 
patient  described.  The  psychiatrists  were  pre- 
sented with  nine  specific  decision  points.  They 
were  asked  to  define  which  drug  or  drugs  they 
would  employ,  if  any,  on  the  morning  of  the  first 
day  they  see  the  patient  and  at  eight  subsequent 
stages  carrying  the  patient  over  one  year  of  in-and- 
out-of-hospital  treatment.  The  fourth  page  was 
provided  for  comments;  20  per  cent  of  the  re- 
turnees made  use  of  this  page.  Many  of  the  com- 
ments were  instructive,  some  amusing,  and  as  al- 
ways when  anonymity  is  provided,  some  remain 
unprintable. 


Results 

The  present  study  set  out  to  test  two  hypotheses 
concerning  the  use  of  polypharmacy  in  psychiatry. 
The  first  hypothesis  relates  to  whether  polyphar- 
macy is  best  considered  a novel  treatment  form  or 
is  it  reasonable  to  be  considered  in  vogue.  The 
criteria  established  for  making  this  determination 
included  use  of  previously  reported  incidence  data 
for  psychiatrists  in  the  New  York  State  mental  hy- 
giene system.  If  initial  treatment  rates  of  poly- 
pharmacy equalled  or  exceeded  the  rate  reported 
in  New  York,  it  would  indicate  that  this  treatment 
form  had  “caught  on”  in  these  states.  Data  seen 
in  Table  IV  indicate  significant  differences  in  po- 
lypharmaceutic  use  among  the  respondents  by 
state.  Row  three  shows  polypharmacy  rates  are 
highest  in  New  York  and  lowest  in  Texas. 

The  highest  rate  of  polypharmacy  was  pre- 
scribed by  New  York  psychiatrists.  Although  Cal- 
ifornia respondents  used  6 per  cent  fewer  drug 
combinations  in  this  initial  phase  of  treatment, 
this  difference  was  not  statistically  significant  (t  = 
1.11).  Therefore,  the  rate  of  drug  combinations 
for  New  York  and  California  respondents  was  sim- 
ilar at  admission. 

Both  Pennsylvania  and  Texas  respondents  em- 
ployed a significantly  lower  rate  of  polypharmacy 
than  did  New  York  psychiatrists.  The  respective 
t values  equalled  2.18;  P = 0.02,  comparing  Penn- 
sylvania and  New  York,  and  3.64;  P <0.001,  com- 
paring New  York  and  Texas.  These  data  indicate 
a relatively  more  conservative  use  of  polypharma- 
ceutic  treatment  by  Pennsylvania  and  Texas  re- 
spondents when  compared  with  the  New  York 
sample. 

The  second  hypothesis  considered  the  relation- 
ship of  polypharmacy  to  chronicity.  If  it  is  valid 
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TABLE  IV.  Percentage  of  responding  psychiatrists  selecting 
single-drug  and  polypharmacy  regimen  on  admission  and 
approximately  two  and  one-half  years  later  on  third 
admission  with  symptoms  persisting 


Data 

Cali- 

fornia 

New 

York 

Penn- 

sylvania 

Texas 

On  Admission 
No  medication 

2 

1 

Single-drug 

regimen 

65 

59 

66 

75 

Polypharmacy 

regimen 

35 

41 

32 

24 

Third  Admission 
No  medication 

7 

7 

9 

6 

Single-drug 

regimen 

35 

38 

41 

40 

Polypharmacy 

regimen 

58 

55 

50 

54 

to  consider  polypharmacy  as  a last-ditch  effort  to 
relieve  treatment-resistant  symptoms,  then  we 
could  expect  a significant  increase  in  psychotropic 
drug  combinations  within  each  sample  one  year 
after  the  patient’s  initial  hospitalization  and  on  his 
third  hospitalization  with  symptoms  persisting. 
Review  of  row  six  of  Table  IV  demonstrates  that 
half  or  more  than  50  per  cent  of  the  respondents 
from  each  of  the  states  select  a combination  of 
psychotropic  drugs  at  this  phase;  there  is  no  signif- 
icant difference  in  polypharmacy  rates  among  the 
four  states.  The  t value  testing  the  differences  in 
percentage  between  Pennsylvania,  the  lowest,  and 
California,  showing  the  highest  level,  equalled  1.35 
and  was  not  significant.  Respondents  from  all 
states  are  employing  polypharmacy  in  higher  and 
equivalent  rates  at  this  juncture. 

The  final  question  posed  was  that  these  data 
evaluate  the  significance  of  the  increased  poly- 
pharmacy rates  within  each  state.  Comparing  the 
rates  prescribed  on  admission  and  after  the  third 
admission  for  the  patient,  the  t value  for  the  Cali- 
fornia sample,  showing  an  increase  of  23  per  cent, 
reached  4.61  and  was  significant  at  <0.001.  New 
York  showed  a 14  per  cent  increase  (t  = 3.50;  P 
<0.001),  Pennsylvania  showed  an  increase  of  18 
per  cent  (t  = 3.98;  P <0.001),  and  Texas  showed 
the  highest  increase,  30  per  cent;  (t  = 5.12;  P 
<0.001).  These  increases  support  the  hypotheses 
that  polypharmacy  rates  increase  with  chronicity 
and  may  reflect  a last  effort  to  relieve  treatment- 
resistant  symptoms. 

Comment 

The  foundation  for  maxipharmacy  is  polyphar- 
macy; polypharmacy  stems  from  attitudes,  toward 
the  use  of  drugs.  Over  one  third  of  all  Americans 
beyond  adolescence  have  used  a psychoactive  drug 
in  the  past  year.  For  this  to  have  occurred,  the 
patient  had  to  request  the  services  of  a physician 
or  psychiatrist.  Possibly,  too,  a social  agency  di- 


rected the  patient  to  obtain  these  services.  Some- 
one had  to  write  the  prescription.  But,  for  any 
particular  drug  to  be  prescribed,  a company  had  to 
produce  it.  For  the  company  to  produce  it,  a gov- 
ernmental agency  had  to  pass  on  the  general  bene- 
fits and  risks  of  the  chemical,  legalizing  its  avail- 
ability. For  the  governmental  agency  to  entertain 
approval  of  the  drug,  the  society  directly  or  indi- 
rectly in  concept  must  have  requested  the  drug. 
Some  combination  of  insurance,  personal,  or  pub- 
lic-welfare funds  saw  to  a reasonable  remuneration 
for  services  rendered.  Each  link  in  this  vaguely 
outlined  chain  benefits;  each  link  is  perpetuated 
by  the  next.  Some  can  represent  overlapping  in- 
terest groups  which  can  function  to  exploit  their 
own  profits.  It  is  the  outcome  of  the  interaction  of 
these  interest  groups  that  engenders  a broader 
view  of  the  relationship  of  drugs  in  the  society. 

The  individual  in  the  best  position  to  influence 
the  outcome  most  is  the  physician  or  psychiatrist 
in  the  physician-patient  relationship.  Yet,  he  is 
not  a free  agent.  He  is  a member  of  a society  that 
has  come  to  expect  psychotropic  medication  to 
alter  conditions  that  go  beyond  the  realm  of  medi- 
cine. The  physician  or  psychiatrist  is  continually 
caught  among  issues  of  changing  values,  a priority 
on  rapidly  effective  treatment,  and  his  need  to 
function  effectively  or  at  least  to  appear  masterful. 
Advances  in  physical  medicine  with  its  mushroom- 
ing technology  foster  the  fantasy  of  a happy, 
healthy  life  everlasting.  Medicine  can  put  an  end 
to  all  suffering.  In  psychiatry,  psychotropic  drugs 
in  many  cases  stand  as  the  sole  vehicle  of  health 
delivery  fitting  easily  into  this  fantasy.  Maxi-  and 
polypharmacy  simply  represent,  in  our  view,  the 
efforts  of  some  to  deal  with  a presently  insoluble 
condition  with  partially  effective  treatment 
forms.9 

The  clinician  is  provided  with  research  data  he 
knows  to  be  of  limited  practical  value.  This  is 
then  taken  and  marketed  in  some  cases  beyond 
recognition  by  means  of  an  array  of  impressive  and 
highly  effective  symbolism  that  satisfies  his  needs 
for  mastery  and  achievement.  Our  approach  to 
the  uses  and  dangers  of  drugs  continues  to  be  frag- 
mented and  distorted.  As  a society,  we  continue 
to  require  effective  drugs  without  risks.  We  are 
led  to  expect  psychotropic  drugs  to  provide  this. 
Newer  psychotropic  drugs  are  cast  in  such  a light 
as  to  signal  more  immediate  relief  for  personal  dif- 
ficulties.10 

As  a result,  the  gap  between  reality  and  fantasy 
broadens.  Admission  and  release  policies,  pres- 
ently undergoing  reform,  fire  the  illusion  of  effec- 
tiveness. It  is  not  uncommon  for  seme  patients  to 
be  admitted  as  schizophrenic,  be  medicated,  and 
in  ten  days  returned  to  a complex  and  threatening 
urban  society  which  is  more  tolerant  of  deviancy, 
but  less  tolerant  of  ineptness.  The  patient  in 
many  cases  is  left  to  the  mercy  of  the  predators  of 
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the  society  whose  interaction  with  the  patient  fos- 
ters the  confusion,  distrust,  and  defeat  the  drug  is 
only  partially  capable  of  ameliorating. 

Thus,  we  see  in  initial  treatment  contact  a pref- 
erence for  a single  drug  in  all  states  sampled. 
There  is  concordance  in  the  single  drug  preferred, 
chlorpromazine;  but  other  single  drugs  are  also 
employed.  Initial  polypharmacy  preference  rates 
differ  for  each  sample.  There  is  consensus  for  a 
specific  drug  combination,  chlorpromazine-triflu- 
operazine.  Other  drugs  are  also  combined  on  first 
contact  with  the  patient.  As  the  patient’s  condi- 
tion becomes  more  unlike  the  ideal  of  the  healthy, 
happy  life,  there  is  less  preference  for  single-drug 
treatment,  less  agreement  on  a single  drug  of 
choice,  a greater  preference  for  polypharmacy,  a 
greater  array  of  drugs  used  in  combination,  and 
the  emergence  of  maxipharmacy.11 

Although  the  physician  or  psychiatrist,  through 
the  patient-physician  relationship,  is  in  the  most 
influential  position  to  alter  the  course  of  this  phe- 
nomenon, it  is  unreasonable  to  expect  the  physi- 
cian to  accept  full  responsibility  for  effecting  the 
change.  Few  other  options  exist  for  him  that  fit 
the  pattern  of  the  prevailing  treatment  paradigms. 
Social  institutions,  once  a resource  to  the  physi- 
cian, are  becoming  increasingly  inadequate  to 
meet  the  demands  placed  on  them;  they,  in  fact, 
are  seeking  the  physician’s  aid  by  interpreting  so- 
cial conflicts  as  medical  ones.  The  physician  can- 
not minister  to  every  doubt  and  discomfort  of  life. 
The  medical  enterprise  works  within  a social  sys- 
tem that  needs  to  regulate  the  use  of  drugs  appro- 
priately.9 

Primarily,  what  is  needed  is  accurate  communi- 
cation education,  to  reduce  the  basic  ignorance  re- 
garding psychopharmacology  in  the  society.  So- 
cial change  has  always  been  with  us,  creating  prob- 
lems requiring  resolutions.  By  inappropriately  re- 
quiring the  physician  to  minister  to  psychosocial 
problems,  we  delay  their  eventual  resolution.  One 
of  Darwin’s  lessons  was  that  the  basis  for  survival 
or  eventual  resolution  resides  in  the  natural  varia- 
tion of  human  resources.  The  basic  resources, 
therefore,  are  present  in  the  society.  Possibly 
more  appropriate  communication  with  an  aim 
toward  education  would  facilitate  the  process  of 
understanding  the  limitations  of  chemical  agents 
in  effecting  the  good  life. 

The  question  of  where  and  how  psychotropic 
drugs  fit  in  the  society  requires  a reliable  and  valid 
exchange  of  information.9  In  effecting  this  com- 
munication, however,  we  impinge  on  powerful  per- 
sonal, economic,  and  political  interests  that  con- 
tinue to  benefit  from  current  conditions.  If  the 
patient  seeks  assistance  and  does  not  receive  a 
prescription  for  medication,  he  can  interpret  this 
as  meaning  there  is  nothing  wrong  with  him.  If  he 
feels  discomfort  and  the  physician  does  “nothing,” 
then  it  is  reasonable  to  question  the  diagnostic 


ability  of  the  physician.  If  this  is  done  too  often, 
the  physician  or  psychiatrist  loses  the  patient  to 
another  who  will  prescribe  medication.  Thus,  he 
suffers  an  economic  loss.  If  the  patient’s  condi- 
tion worsens,  two  drugs  may  be  given.  This,  then, 
confirms  the  idea  to  the  patient  that  more  is  wrong 
and  that  the  psychiatrist  is  doing  more  to  assist. 
Since  these  drugs  are  in  fact  only  partially  effec- 
tive, what  is  the  implication  of  a maxipharmacy 
program  to  the  patient?  Possibly,  the  psychiatrist 
has  done  all  that  he  could  by  means  of  drug  treat- 
ment; there  is  nothing  left  that  can  be  accom- 
plished. It  is  possible  to  accomplish  the  same 
therapeutic  result  by  choosing  the  most  appropri- 
ate single  drug,  at  the  proper  dose,  while  pausing 
to  explain  this  choice  to  the  patient.  When  this  is 
done,  the  intention  of  treatment,  within  the  cur- 
rent limitations  of  chemotherapy,  can  be  satisfied 
without  incurring  the  surplus  meanings  resulting 
from  a poly-  or  maxipharmacy  regimen  that  can  be 
counterproductive.  This  is  to  say  nothing  of  the 
possible  dangers  of  poly-  and  maxipharmacy  to  the 
patient  or  to  the  continued  support  of  meaning- 
less, valueless  attitudes  of  drug  abuse  in  the  soci- 
ety. 

Summary 

Four-hundred  thousand  of  the  estimated  17  mil- 
lion Americans  in  need  of  mental  health  care  are 
hospitalized;  these  patients  represent  a most  se- 
verely ill  group.  When  hospitalized,  most  patients 
receive  the  traditional  hospital  care  that  the  great- 
est experience  using  psychotropic  medication  indi- 
cates. The  use  of  polypharmacy  in  psychiatry  is  a 
phenomenon  growing  out  of  clinical  practice  which 
may  have  important  implications  and  ramifica- 
tions in  treatment  of  those  requiring  mental  health 
care. 

Previous  studies  of  312  New  York  State  psychia- 
trists indicated  that  41  per  cent  used  polypharma- 
ceutic  treatment  in  acute  paranoid  schizophrenic 
episodes.  In  an  effort  to  expand  our  data  base,  an 
identical  questionnaire  was  sent  to  psychiatrists  in 
California,  Pennsylvania,  and  Texas.  Based  on 
the  107  usable  returns  from  California,  226  from 
Pennsylvania,  and  133  returned  from  Texas,  the 
question  of  the  novelty  of  polypharmaceutic  treat- 
ment and  the  relationship  of  polypharmacy  to 
chronicity  was  examined. 

The  data  indicated  New  York  and  California  re- 
spondents employ  a statistically  similar  rate  of 
polypharmacy  in  the  early  stages  of  treatment, 
whereas  Pennsylvania  and  Texas  respondents  are 
more  conservative  in  the  use  of  drug  combinations 
than  are  the  New  York  psychiatrists.  As  drug 
treatment  remains  ineffective  in  altering  symptom 
patterns,  respondents  from  all  states  significantly 
increase  their  rates  of  combination  therapy.  On 
the  patient’s  third  hospitalization  with  symptoms 
persisting,  more  than  50  per  cent  of  the  respon- 
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dents  from  each  of  the  states  selected  a combina- 
tion of  psychotropic  drugs.  It  appears  that  poly- 
pharmaceutic  treatment  in  psychiatry  continues  to 
be  employed  and  is  related  to  treatment  resis- 
tance. 
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Marihuana smoking 

To  investigate  cardiovascular  response  to  marihuana 
smoking  and  the  possible  role  of  adrenergic  mechanisms 
and  efferent  vagal  activity,  3 series  of  experiments  were 
carried  out  involving  10  human  subjects.  Results 
showed  that  along  with  the  tachycardia  known  to  be 
caused  by  marihuana  smoking  there  is  a concomitant  in- 
crease in  limb  blood  flow.  These  responses  still  occur 
after  administration  of  atropine,  hut  not  after  premedi- 
cation with  a beta-adrenergic  blocker  (propanolol). 
The  tachycardias  of  atropine  and  of  epinephrine  are  po- 
tentiated by  marihuana,  suggesting  that  the  increase  in 


vania  who  volunteered  their  valuable  time  to  provide  data  for 
this  study. 

We  are  appreciative  of  the  efforts  of  David  Wade,  M.D., 
Commissioner,  Texas  Department  of  Mental  Health  and  Men- 
tal Retardation;  Preston  Harrison,  M.D.,  Big  Spring  State  Hos- 
pital; Alex  Porkorny,  M.D.,  Chief,  Psychiatric  and  Neurology 
Service,  Veteran's  Administration  Hospital,  Houston;  and 
Colonel  J.  C.  Sparks,  M.D.,  Chairman,  Department  of  Psychia- 
try, Lackland  Air  Force  Base,  and  their  psychiatric  staff  for  the 
cooperation  which  allowed  for  the  data-collection  procedure. 
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pulse  and  peripheral  blood  flow  induced  by  cannabis  are 
related  to  beta-adrenergic  vascular  mechanisms.  Peter 
Beaconsfield,  M.D.,  Ph.D.,  Jean  Ginsburg,  M.D.,  D.M., 
and  Rebecca  Rainsbury,  M.D.,  in  “Marihuana  Smoking: 
Cardiovascular  Effects  in  Man  and  Possible  Mecha- 
nisms, New  England  Journal  of  Medicine  287:  209 
(Aug.  3)  1972,  suggest  that  these  findings  have  clinical 
implications.  A persistently  high  pulse  unexplained  by 
the  extent  of  injuries  in  a road  accident  patient  may  be 
cannabis-related.  Hence,  vasoactive  compounds,  par- 
ticularly those  influencing  adrenergic  and  autonomic  ac- 
tivity, should  be  administered  with  caution. 
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Drug  Information* 


Questions  and  Answers 

Is  it  necessary  to  include  both  Tes-Tape  and  Clini- 
test  in  the  formulary ? 

There  are  two  basic  types  of  tests  available  to  deter- 
mine glucose  in  urine:  the  glucose  oxidase  method 

(Clinistix,  Diastix,  and  Tes-Tape)  and  the  copper  reduc- 
tion method  (Clinitest).  Both  tests  differ  significantly 
in  mechanism  of  action,  degree  of  accuracy,  and  inter- 
fering substances. 

The  glucose  oxidase  reagent  is  available  in  the  form  of 
impregnated,  colored,  cellulose  strips  or  paper  tapes 
which,  in  addition  to  glucose  oxidase,  contains  peroxi- 
dase and  an  oxidizable  substrate  such  as  ortholidine 
(Tes-Tape)  or  potassium  iodide  (Diastix).  In  the  pres- 
ence of  glucose  oxidase  and  water,  glucose  is  oxidized  by 
atmospheric  oxygen  with  the  formation  of  gluconic  acid 
and  hydrogen  peroxide;  peroxide,  in  turn,  in  the  pres- 
ence of  peroxidase  yields  nascent  oxygen,  which  reacts 
with  the  oxidizable  substrate,  resulting  in  a characteris- 
tic color  change. 

In  the  copper  reduction  method,  reducing  substances 
react  with  cupric  sulfate,  in  alkaline  solution  and  the 
presence  of  heat,  to  reduce  cupric  ions  to  insoluble  cu- 
prous oxide.  This  reaction  produces  a color  change  of 
blue  through  green  to  orange,  depending  on  the  amount 
of  reducing  substance  present  in  the  urine  sample.1 

The  glucose  oxidase  method  is  specific  for  glucose  and 
the  simpler  of  the  two  tests  to  perform.2  It  is  more  suit- 
able for  the  nomnsulin-using  diabetic  patient  and  for 
screening  of  patients  for  diabetes  because  of  its  simplici- 
ty, specificity,  and  ability  to  detect  minute  amounts  of 
glucose  in  the  urine.3  However,  it  would  not  be  the  test 
of  choice  for  a diabetic  patient  receiving  insulin  therapy 
because  of  the  test’s  qualitative  nature.  Although 
“quantitative”  figures  appear  on  many  of  the  products’ 
labels,  glucose  oxidase  tests  are  quantitative  for  glucose 
in  the  urine  in  an  amount  less  than  0.25  per  cent. 
Court,  Davies,  and  Ferguson4  reported  that  the  ortholi- 
dine form  appeared  subjectively  unreliable  as  a semi- 
quantitative  test,  failing  to  distinguish  mild  from  heavy 
glucosuria  because  discrimination  of  shades  of  green  is 
somewhat  difficult.  The  same  was  found  with  the 
brown  shades  on  the  potassium  iodide  form.  Quantities 
beyond  2 per  cent  cannot  be  detected  with  the  enzyme 
test  as  they  can  be  with  the  copper  reduction  method. 

* The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Model!,  M.D.,  F.meritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)  622-8989  or  622-4040. 
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The  significant  general  differences  between  the 
copper  reduction  and  glucose  oxidase  tests  can  be 
summarized  as  follows2-5'6: 


Glucose  Oxidase 

More  suitable  for  nonin- 
sulin-using diabetic  pa- 
tients 

Dip  in  urine  or  pass 
through  urine  stream 


Difficult  to  determine 
amount  of  glucose  be- 
cause of  discrimination 
of  color  shades 
Specific  for  glucose 

Sensitive  at  0.1  per  cent 
glucose 

Usually  want  to  see  zero 
glucose  to  ensure  the  pa- 
tient that  his  diet  or  oral 
hypoglycemic  agent  is 
effective 


Copper  Reduction 

More  suitable  for  insu- 
lin-using diabetic  pa- 
tients 

Ten  drops  distilled  wa- 
ter, 5 drops  urine  in 
standard  5-drop  method 
(10  drops  water,  2 drops 
urine  in  2-drop  method) 
Drop  one  test  tablet 
into  test  tube 
Determination  of  a- 
mounts  to  2 per  cent  (5 
per  cent  with  special  2- 
drop  method) 

May  register  positive  for 
any  reducible  sugar 
Sensitive  at  0.25  per 
cent  reducing  substance 
concentration 
Usually  want  to  see  trace 
glucose  to  ensure  the  pa- 
tient that  he  is  not  hypo- 
glycemic 


The  copper  reduction  method  is  used  for  the  diabetic 
patient  using  insulin  when  a test  is  needed  to  give  infor- 
mation on  the  amount  of  glucose  in  a timed,  before-meal 
specimen.  In  such  patients  quantitation  becomes  im- 
portant in  regulating  blood  glucose  with  an  exogenous 
insulin. 
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Is  it  safe  to  utilize  minor  tranquilizers  such  as  Li- 
brium, Valium,  and  meprobamate  during  pregnancy? 

The  minor  tranquilizers  meprobamate  (Equanil,  Mil- 
town),  chlordiazepoxide  (Librium),  and  diazepam  (Val- 
ium), the  latter  two  belonging  to  the  benzodiazepine 
class,  are  among  the  most  often-prescribed  drugs  and 
therefore  their  teratogenic  potential  is  of  concern. 


Based  on  animal  studies,  package  inserts  of  these  prod- 
ucts caution  against  use  during  pregnancy,  and  a general 
statement  is  made  to  the  effect  that  the  expected  bene- 
fits of  the  drugs  should  outweigh  the  possible  hazards  to 
the  mother  and  child. 

Ringrose1  reported  2 cases  of  teratogenicity  associated 
with  the  use  of  minor  tranquilizers.  One  report  in- 
volved a patient  who  was  first  seen  when  eight  weeks 
pregnant  and  gave  a history  of  taking  15  mg.  diazepam 
daily  for  the  six  months  prior  to  the  visit,  as  well  as  pro- 
poxyphene hydrochloride  (Darvon  65).  The  infant, 
born  at  full  term,  manifested  congenital  absence  of  the 
left  forearm  and  the  radial  digits  and  other  limb  defor- 
mities. The  second  case  involved  a woman  who  was 
seen  thirty-three  days  after  conception.  She  was  given 
meprobamate  and  propoxyphene  hydrochloride  for 
symptomatic  relief  of  low-back  strain.  The  infant,  born 
at  term,  had  multiple  anomalies  including  a defective 
anterior  abdominal  wall  and  congenital  heart  disease. 

Milkovich  and  Van  Den  Berg2  conducted  a prospec- 
tive longitudinal  study  of  pregnancy  and  child  health 
that  included  19,044  live  births  to  determine  the  terato- 
genic potential  of  the  minor  tranquilizers.  They  deter- 
mined the  incidence  of  severe  congenital  anomalies  per 
100  live  births  in  children  of  mothers  who  had  received 
prescriptions  for  meprobamate,  chlordiazepoxide,  other 
drugs,  or  no  drug  for  minor  psychoneurotic  complaints 
(anxiety)  during  pregnancy.  Rates  of  anomalies  in  the 
meprobamate  and  chlordiazepoxide  groups  when  the 
drugs  were  taken  in  early  pregnancy  (the  first  forty-two 
days)  were  higher  (12.1  per  100  and  11.4  per  100  respec- 
tively) than  in  children  of  the  other  drug  group  (4.6  per 
100)  or  the  no-drug  group  (2.6  per  100).  When  the  ref- 
erence date  was  later  in  pregnancy  (forty-three  days  to 
termination),  statistically  insignificant  differences  in 
rates  of  the  anomalies  were  observed  among  the  four 
groups. 

These  data  suggest  that  possibly  meprobamate  and 
chlordiazepoxide  may  be  teratogenic  if  taken  during  the 
first  six  weeks  of  pregnancy. 

In  conclusion,  until  further  data  are  available  deter- 
mining the  safety  of  the  minor  tranquilizers,  they  should 
most  likely  be  avoided  during  pregnancy. 

1.  Ringrose.  C.  A.  D.:  The  hazard  of  neurotropic  drugs  in 
the  fertile  years,  Canad.  M.  A.  J.  106:  58  (1972). 

2.  Milkovich  L.,  and  Van  Den  Berg,  B.  -J.:  Effects  of  pre- 
natal meprobamate  and  chlordiazepoxide  hydrochloride  on 
human  embryonic  and  fetal  development.  New  England  J. 
Med.  291: 1268  (Dec.  12)  1974. 

Do  you  have  any  information  concerning  the  use  of 
metronidazole  (Flagyl)  in  the  treatment  of  anaerobic 
infections? 

The  most  active  drugs  against  various  anaerobic  bac- 
teria include  penicillin  G,  lincomycin  (Lincocin),  clinda- 
mycin (Cleocin),  metronidazole  (Flagyl),  chlorampheni- 
col (Chloromycetin),  tetracycline,  erythromycin,  and 
vancomycin  (Vancocin).1-3 

Penicillin  G is  generally  the  best  drug  against  all  an- 
aerobes, except  for  Bacteroides  fragilis  which  is  the  most 
commonly  encountered  and  the  most  antibiotic-resis- 
tant anaerobe.  Tetracycline,  once  the  drug  of  choice  for 
anaerobic  infections,  is  no  longer  satisfactory  without 
prior  susceptibility  testing,  because  many  anaerobes  are 
now  resistant.  Clindamycin  and  chloramphenicol  are 
both  very  active  against  nearly  all  anaerobes.  However, 
chloramphenicol,  because  of  its  serious  and  unpredict- 


able toxicity,  should  be  reserved  for  very  ill  patients 
with  inadequate  bacteriologic  data  or  for  treatment  of 
infection  with  organisms  resistant  to  less  toxic  drugs.1 
Recently  the  use  of  clindamycin  has  been  associated 
with  pseudomembranous  colitis.4 

Metronidazole,  a systemic  trichomonicide  and  ameba- 
cide  used  extensively  since  1960,  has  recently  been 
shown  to  be  active  against  various  anaerobic  bacteria, 
including  organisms  which  demonstrated  significant  re- 
sistance to  many  antimicrobial  agents.5 

Nastro  and  Finegold6  conducted  a study  to  evaluate 
the  bactericidal  activity  of  rifampin,  7-chlorolincomycin 
(a  new  antibiotic  not  commercially  available),  vancomy- 
cin, and  metronidazole  against  B.  fragilis.  Tetracycline, 
a bacteriostatic  agent,  was  included  for  comparative 
purpose.  Metronidazole  and  7-chlorolincomycin  inhib- 
ited all  19  strains  tested  at  concentrations  readily 
achieved  in  serum;  however,  only  metronidazole  was 
consistently  bactericidal.  All  strains  were  resistant  to 
vancomycin,  and  eight  were  resistant  to  tetracycline. 
Rifampin,  although  generally  very  active,  demonstrated 
properties  suggesting  that  resistance  to  this  agent  may 
be  a problem  with  anaerobes  as  it  is  with  other  orga- 
nisms. The  authors  conclude  that  metronidazole  might 
be  of  benefit  in  the  therapy  of  infections  due  to  B.  fragi- 
lis, particularly  endocarditis. 

Mitre  and  RotheranV  treated  a patient  with  anaero- 
bic septicemia  associated  with  thrombophlebitis  of  the 
internal  jugular  vein.  A prompt  clinical  response  to  me- 
tronidazole, with  an  oral  dosage  of  1.5  Gm.  daily,  oc- 
curred after  other  antibiotics  commonly  recommended 
for  anaerobic  infections  had  failed.  The  authors  con- 
clude that  this  case  highlights  recent  observations  that 
suggest  an  important  role  for  metronidazole  in  anaero- 
bic bacterial  as  well  as  protozoal  infections. 

Tally  et  al ,5  conducted  a clinical  evaluation  of  metro- 
nidazole in  5 patients  with  serious  anaerobic  infections. 
The  drug  was  administered  orally  in  a dose  of  250  mg. 
every  eight  hours  and  cured  all  5 patients.  No  serious 
adverse  reactions  to  metronidazole  were  noted.  The  au- 
thors concluded  that  the  good  response  of  the  patients 
indicated  that  this  drug  may  have  a significant  role  in 
the  treatment  of  anaerobic  infections. 

In  conclusion,  metronidazole  seems  to  be  effective 
against  anaerobic  bacterial  infections,  especially  B.  fra- 
gilis, and  has  a low  incidence  of  toxic  reactions.  The 
drug  deserves  further  evaluation  in  the  management  of 
these  types  of  infections. 
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New  York,  The  Medical  Letter,  Inc.,  1974,  p.  17. 

3.  Barker,  B.  M.,  and  Prescott,  F.:  Antimicrobial  Agents  in 
Medicine,  London,  England.  Blackwell  Scientific  Publications, 
1973,  p.  141. 

4.  Ramirez-Ronda,  C.  H.:  Incidence  of  clindamycin-associ- 
ated colitis,  Ann.  Int.  Med.  81:  860  (Dec.)  1974. 
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ifornia Med.  117:  22  (1972). 
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Clinical  Clues 

— More  than  99  per  cent  of  the  body  calcium  is  in  the 
skeleton.  The  small  amount  of  calcium  in  the  extracel- 
lular fluid,  in  the  organelles,  and  in  the  membranes  ac- 
count for  less  than  1 per  cent  of  the  total;  this  calcium  is 
the  critical,  more  physiologic  control  of  endocrine  sys- 
tems and  transport  mechanisms. 

—The  daily  recommended  allowance  of  calcium  is  800 
mg.  Not  only  are  average  Americans  ingesting  less 
milk,  which  is  the  primary  source  of  calcium,  but  they 
are  also  ingesting  high  phosphorus-containing  foods 
such  as  poultry,  fish,  meat,  and  certain  beverages.  This 
has  dramatically  altered  the  normal  calcium-phosphorus 
ratio,  predisposing  our  population  to  osteoporosis  and 
periodontal  disease. 

— Recent  observations  suggest  that  small  doses  of  insu- 
lin may  be  as  effective  as  the  conventional  50  to  100 
units  customarily  used  to  treat  diabetic  ketoacidosis. 
Continuous  infusion  of  insulin  in  doses  of  2.4  to  8 units 
per  hour  have  been  extremely  successful.  The  addition 
of  50  units  of  regular  insulin  to  500  ml.  of  one-half  iso- 
tonic saline  administered  at  a rate  of  1 ml.  per  minute 
will  provide  an  insulin  dose  of  6 units  per  hour.  To 
achieve  adequate  rehydration,  noninsulin-containing 
fluid  should  be  administered  simultaneously  at  rates  of 
5 to  15  ml.  per  minute. 

— With  asthma,  the  longer  it  lasts  the  worse  it  gets,  and 
the  worse  it  gets  the  longer  it  lasts. 

— Some  believe  that  blood  loss  is  the  most  common 
cause  of  anemia  seen  in  the  hospital  today.  Others  be- 
lieve that  it  is  the  anemia  of  chronic  disorders.  Nearly 
any  chronic  disorder  that  lasts  at  least  one  or  two 
months  can  produce  this  anemia,  especially  if  the  pa- 
tient has  systemic  manifestations  such  as  fever,  weight 
loss,  weakness,  fatigue,  or  an  infected  focus. 
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— It  is  now  apparent  that  under  certain  conditions  car- 
benicillin  may  impair  the  in  vitro  antimicrobial  activity 
of  gentamicin.  It  is  unwise  to  mix  these  antibiotics  and 
allow  them  to  stand  for  any  appreciable  period  of  time 
before  administration.  Indeed  one  should  probably 
never  mix  any  antibiotics  before  their  administration  or 
allow  them  to  be  in  solution  together  before  injection. 

— Milky  white  urine  is  usually  the  result  of  pus,  phos- 
phate crystals,  or  chyle.  Pus  is  a rare  cause  of  this  and 
can  easily  be  identified  under  the  microscope.  Phos- 
phates are  usually  found  in  a urine  pH  above  7,  for 
phosphate  will  not  precipitate  in  acid  urine. 

— Green  urine  is  seen  in  the  presence  of  Pseudomonas 
infection  or  after  the  ingestion  of  methylene  blue  dye. 

— Glomerular  bleeding  (acute  glomerulonephritis)  when 
producing  hematuria  is  never  associated  with  clots. 
Other  types  of  bleeding  from  the  kidney,  as  in  tumors 
and  trauma,  are  frequently  associated  with  clots  and  are 
almost  always  red  rather  than  brown  or  black. 

— Massive  hemolysis  associated  with  falciparum  malaria 
produces  black  urine,  hence  the  name  black-water  fever. 
— A red,  brown,  or  black  urine,  if  negative  for  benzidine, 
occurs  in  the  presence  of  bile,  melanin,  homogentisic 
acid,  or  after  beet  ingestion. 

— The  discoloration  of  urine  that  occurs  with  beet  inges- 
tion is  a genetically  determined  condition  unrelated  to 
the  amount  of  beets  eaten. 

— A mild  to  moderate  pectus  excavatum  interferes  with 
the  heart’s  pumping  capacity.  Corrective  operation  im- 
proves hemodynamic  responses  (New  England  J.  Med. 
287:  267  (1972). 


NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Maalox . . . 

on  balance,  it’s  better 


• more  effective— 49%  more  acid  neutral- 
izing capacity  than  the  next  leading 
antacid.* 


• less  sodium—  36%  less  sodium  than  the 
next  leading  antacid. 


• greater  patient  acceptance  — over  25 
years’  experience  with  millions  of  patients. 


Minty  Maalox.  Well  tolerated,  month  after 
month. . .year  after  year. 

'per  minimum  recommended  dose. 


• less  costly—  5(K  less  per  bottle  than  the 
next  leading  antacid. 


R 

O 
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E 

R 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


Obituaries 


Anthony  F.  Angello,  M.D.,  of  Mount  Vernon,  died  on 
April  30  at  the  age  of  seventy-two.  Dr.  Angello  gradu- 
ated in  1927  from  Cornell  University  Medical  College. 
He  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  American  Geriatrics  Society,  the 
Westchester  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Robert  Gustav  Bloch,  M.D.,  of  The  Bronx,  died  on 
April  24  at  the  age  of  eighty-one.  Dr.  Bloch  received  his 
medical  degree  from  the  University  of  Munich  in  1922. 
He  was  a consulting  physician  in  pulmonary  diseases  at 
Montefiore  Hospital  and  Medical  Center.  Dr.  Bloch 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  American  Association  for 
Thoracic  Surgery,  the  Society  for  Experimental  Biology 
and  Medicine,  the  American  Society  for  Clinical  Investi- 
gation, the  American  Thoracic  Society,  the  New  York 
Academy  of  Medicine,  the  Bronx  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Fred  Thomas  Cavanaugh,  M.D.,  of  Troy,  died  in 
March,  1975,  at  the  age  of  seventy-one.  Dr.  Cavanaugh 
graduated  in  1929  from  Harvard  University  Medical 
School.  He  was  an  honorary  pediatrician  at  Samaritan 
Hospital.  Dr.  Cavanaugh  was  a Diplomate  of  the  Amer- 
ican Board  of  Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  Rensselaer  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  Cohen,  M.D.,  of  The  Bronx,  died  on  April  22  at 
the  age  of  sixty-one.  Dr.  Cohen  graduated  in  1939  from 
Anderson  College  of  Medicine  (Glasgow)  and  the  School 
of  Medicine  of  the  Royal  Colleges  (Edinburgh)  in  1939. 
He  was  an  assistant  adjunct  (off  service)  physician  in 
medicine  at  Bronx-Lebanon  Hospital  Center.  Dr. 
Cohen  was  a Diplomate  of  the  American  Board  of  Fami- 
ly Practice  and  a member  of  the  American  Academy  of 
Family  Practice,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederic  Damrau,  M.D.,  of  New  York  City,  died  on 
March  31.  Dr.  Damrau  gratuated  in  1913  from  Long 
Island  College  Hospital. 

Maurice  A.  Donovan,  M.D.,  of  Schenectady,  died  on 
March  19  at  the  age  of  sixty-nine.  Dr.  Donovan  gradu- 
ated in  1930  from  Albany  Medical  College.  He  was  a 
consulting  emeritus  cardiologist  at  Ellis  Hospital  and  an 
honorary  physician  on  the  medical  staff  at  St.  Clare’s 
Hospital.  Dr.  Donovan  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine  (Cardiovascular  Diseas- 
es), a Fellow  of  the  American  College  of  Angiology,  a 


Fellow  of  the  American  College  of  Cardiology,  a Fellow 
of  the  American  College  of  Physicians,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a member  of 
the  New  York  State  Society  of  Internal  Medicine,  the 
Schenectady  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Morris  Eber,  M.D.,  of  Maine,  died  on  April  25  at  the 
age  of  sixty-six.  Dr.  Eber  received  his  medical  degree 
from  the  University  of  Bern  in  1936.  He  was  a senior 
general  practitioner  at  Ideal  Hospital  of  Endicott  and  a 
family  practitioner  at  the  Charles  S.  Wilson  Memorial 
Hospital.  Dr.  Eber  was  a member  of  the  American 
Academy  of  Family  Practice,  the  Broome  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ada  Elias,  M.D.,  of  New  York  City,  died  on  April  7. 
Dr.  Elias  received  her  medical  degree  from  the  Universi- 
ty of  Vienna  in  1910. 

William  Geller,  M.D.,  of  New  York  City,  died  on  April 
20  at  the  age  of  fifty-four.  Dr.  Geller  graduated  in  1946 
from  Boston  University  School  of  Medicine.  He  was  an 
attending  physician  in  medical  oncology  at  Memorial 
Hospital  and  an  associate  attending  physician  at  The 
New  York  Hospital.  Dr.  Geller  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
James  Ewing  Society,  the  American  Radium  Society, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Clifton  William  Henson,  M.D.,  of  New  York  City,  died 
on  April  20  at  the  age  of  seventy-two.  Dr.  Henson  grad- 
uated in  1926  from  the  Medical  College  of  Virginia.  He 
was  an  associate  attending  surgeon  at  French  and  Poly- 
clinic Medical  School  and  Health  Center.  Dr.  Henson 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robin  Hood,  M.D.,  of  New  Rochelle,  died  on  March  26 
at  the  age  of  eighty-three.  Dr.  Hood  graduated  in  1915 
from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ivor  David  Horwich,  M.D.,  of  New  York  City,  died  on 
April  23  at  the  age  of  seventy-four.  Dr.  Horwich  gradu-  | 
ated  in  1925  from  Syracuse  University  School  of  Medi- 
cine. He  was  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  New  York  County  Medical 
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Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harold  F.  Hulbert,  M.D.,  of  St.  Petersburg,  Florida, 
formerly  of  Dansville,  died  in  January  at  the  age  of  sev- 
enty-four. Dr.  Hulbert  graduated  in  1926  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  had  been  an 
attending  surgeon  at  Dansville  Memorial  Hospital.  Dr. 
Hulbert  was  a Fellow  of  the  American  College  of  Sur- 
geons, a Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  International  Academy  of  Proc- 
tology, the  Rochester  Academy  of  Medicine,  the  Living- 
ston County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Franz  Konta,  M.D.,  of  Richmondville,  died  on  March 
11  at  the  age  of  sixty-five.  Dr.  Konta  received  his  medi- 
cal degree  from  the  University  of  Vienna  in  1933.  He 
was  a member  of  the  medical  staff  at  Community  Hospi- 
tal of  Schoharie  County.  Dr.  Konta  was  a member  of 
the  American  Academy  of  Family  Practice,  the  Schohar- 
ie County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Walter  Cronelius  Lamb,  M.D.,  of  Oneida,  died  on 
April  20  at  the  age  of  fifty-seven.  Dr.  Lamb  graduated 
in  1943  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  Industrial  Med- 
ical Association. 

Sigmund  Mage,  M.D.,  of  New  York  City,  died  on  April 
22  at  the  age  of  seventy-five.  Dr.  Mage  graduated  in 
1922  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  surgeon  at  Beek- 
man-Downtown  Hospital  and  an  assistant  surgeon  (off 
service)  at  The  Mount  Sinai  Hospital.  Dr.  Mage  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York  Sur- 
gical Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kirby  Armstrong  Martin,  M.D.,  of  New  York  City, 
died  on  April  24  at  the  age  of  seventy-eight.  Dr.  Martin 
graduated  in  1922  from  Washington  University  School 
of  Medicine  (St.  Louis).  He  was  a member  of  the  New' 
York  Academy  of  Medicine,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edgar  Mayer,  M.D.,  of  New  York  City,  died  on  May  8 
at  the  age  of  eighty-six.  Dr.  Mayer  graduated  in  1913 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  physician  at  Phelps  Me- 
morial Hospital  Association.  Dr.  Mayer  was  a Fellow  of 
the  American  College  of  Physicians,  a Fellow,  of  the 
American  College  of  Chest  Physicians,  and  a member  of 
the  American  Thoracic  Society,  the  American  Clinical 
and  Climatological  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Ghani  Mohammad,  M.D.,  of  Bay  Shore,  died  on  April  8 
at  the  age  of  thirty-seven.  Dr.  Mohammad  received  his 
medical  degree  from  Dow  Medical  College,  Karachi.  He 
was  an  attending  physician  on  the  medical  staff  at  the 
Veterans  Administration  Hospital,  Northport.  Dr.  Mo- 
hammad was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Daniel  Nishman,  M.D.,  of  Rockaway  Park,  died  on 
April  23  at  the  age  of  seventy-eight.  Dr.  Nishman  grad- 
uated in  1921  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

John  Clough  Pierson,  M.D.,  of  New  York  City,  died  on 
April  26  at  the  age  of  sixty-eight.  Dr.  Pierson  gradu- 
ated in  1932  from  the  University  of  Pennsylvania  School 
of  Medicine.  He  was  an  associate  surgeon  affiliate  at 
Lincoln  Hospital.  Dr.  Pierson  was  a member  of  the 
American  Radium  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  Cardiological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

William  David  Stein,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  Laurelton,  died  on  April  7 at  the  age  of  sev- 
enty-three. Dr.  Stein  graduated  in  1926  from  McGill 
University  Faculty  of  Medicine.  He  was  a member  of 
the  American  Academy  of  General  Practice,  the  Ameri- 
can Geriatrics  Society,  the  Pan  American  Medical  Asso- 
ciation, the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Stefan  Stek,  M.D.,  of  Centereach,  died  on  April  20  at 
the  age  of  seventy-three.  Dr.  Stek  received  his  medical 
degree  from  the  University  of  Vienna  in  1929.  He  was  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Matthews  Strateman,  M.D.,  of  White  Plains, 
died  on  April  16  at  the  age  of  sixty.  Dr.  Strateman 
graduated  in  1940  from  Cornell  University  Medical  Col- 
lege. He  was  an  attending  obstetrician  and  gynecologist 
at  White  Plains  Hospital  Association,  Dr.  Strateman 
was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Donald  J.  Sundholm,  M.D.,  of  Jamestown,  died  on 
March  30  at  the  age  of  fifty-three.  Dr.  Sundholm  grad- 
uated in  1950  from  Tufts  University  School  of  Medicine. 
He  was  a member  of  the  Chautauqua  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Harry  D.  Vickers,  M.D.,  of  Little  Falls,  died  on  April 
29  at  the  age  of  sixty-seven.  Dr.  Vickers  graduated  in 
1933  from  Cornell  University  Medical  College.  He  was 
an  attending  surgeon  at  Little  Falls  Hospital.  Dr.  Vick- 
ers was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Aerospace  Medical  Association, 
the  Utica  Academy  of  Medicine,  Herkimer  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association 

Vincent  C.  Webb,  M.D.,  of  Glen  Cove,  died  on  May  9 at 
the  age  of  sixty-seven.  Dr.  Webb  graduated  in  1933 
from  the  University  of  Toronto  Faculty  of  Medicine. 
He  was  an  emeritus  orthopedist  at  Community  Hospital 
at  Glen  Cove.  Dr.  Webb  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Wexelblatt,  M.D.,  of  Hicksville,  died  on  May  3 
at  the  age  of  sixty-eight.  Dr.  Wexelblatt  received  his 
medical  degree  from  the  University  of  Vienna  in  1935. 
He  was  a Diplomate  of  the  American  Board  of  Psychia- 


try and  Neurology  (Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  Nassau  Academy 
of  Medicine,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Adalbert  Bela  Windholz,  M.D.,  of  New  York  City, 
died  on  May  7 at  the  age  of  eighty-six.  Dr.  Windholz 
received  his  medical  degree  from  the  University  of  Bu- 
dapest in  1913. 

Lothar  Wirth,  M.D.,  of  Rensselaer,  died  on  November 
3,  1974,  at  the  age  of  sixty-five.  Dr.  Wirth  received  his 
medical  degree  from  the  University  of  Wurzburg  in 
1933.  He  was  a family  practitioner  at  Memorial  Hospi- 
tal, Albany,  and  an  attending  physician  at  Child’s  Hos- 
pital. Dr.  Wirth  was  a member  of  the  American  Acade- 
my of  Family  Practice,  the  Industrial  Medical  Associa- 
tion, the  American  Geriatrics  Society,  the  Pan  American 
Medical  Association,  the  New  York  State  Society  of  In- 
dustrial Medicine,  the  Rensselaer  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Nominating  Committee 


Member- At-Large  Lynn  R.  Callin,  M.D.,  Rochester  . . . Chairman 
First  District  William  A.  Schwarz,  M.D.  . . . Richmond 
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Third  District  Frederic  W.  Holcomb,  Jr.,  M.D.  . . .Kingston 
Fourth  District  Daniel  F.  O’Keeffe,  M.D.  . . . Glens  Falls 
Fifth  District  Thomas  P.  Hamilton,  -Jr.,  M.D.  . . . Watertown 
Sixth  District  Henry  B.  Marshall,  M.D.  . . . Elmira 
Seventh  District  James  M.  Flanagan,  M.D.  . . . Newark 
Eighth  District  Glen  M.  Ebersole,  M.D.  . . . Jamestown 
Ninth  District  Ansel  R.  Marks,  M.D.  . . . Middletown 
Member- At-Large  Keith  O.  Guthrie,  Jr.,  M.D.  . . . New  York 
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Letters  to  the  Editor 


Deductible  malpractice 

To  the  Editor:  I have  just  had  the  pleasure  of  reading 
your  editorial  in  the  April,  1975,  New  York  State  Jour- 
nal of  Medicine.*  The  idea  of  deductible  malpractice 
insurance  is  certainly  an  excellent  one.  I for  one  would 
like  to  go  on  record  as  being  strongly  behind  such  a pro- 
posal and  feel  that  until  we  can  get  meaningful  changes 
in  the  New  York  State  legislative  system  regarding  mal- 
practice, that  this  is  certainly  one  of  the  best  steps  that 
could  be  taken. 

If  the  physicians  of  New  York  State  end  up  at  the 
present  time  with  malpractice  insurance  covered  either 
by  a pool  of  insurance  companies  or  by  their  own  mutual 
funding,  I strongly  believe  that  a deductible  clause 
could,  as  you  say,  bring  down  the  cost  of  insurance.  In 
the  meantime,  even  if  this  fortuitous  event  were  brought 
about,  I feel  we  physicians  should  continue  to  work  for 
improvement  in  the  malpractice  situation  regarding  the 
legal  aspects.  Certainly  the  State  of  Indiana  has  taken 
some  large  steps  in  this  direction.  It  would  behoove  all 
of  us  in  New  York  State  to  look  into  the  Indiana  law  and 
to  push  our  legislators  toward  this  goal. 

Once  again,  thank  you  Dr.  Stolfi  for  your  excellent  ed- 
itorials. 

FRANK  A.  PFALIZER,  JR.,  M.D.,  P C. 

Northtown  Medical  Building 
350  Alberta  Drive 
Buffalo,  New  York  14226 

* Stolfi,  J.  E.:  The  AMA’s  golden  opportunity,  New  York 
State  J.  Med.  75:  690  (Apr.)  1975. 


Medical  malpractice 
and  the  law 

* To  the  Editor:  I wish  to  respond  to  the  March  9 letter 
from  Dr.  T.  B.  Quigley  concerning  the  role  played  by  at- 
torneys in  contributing  to  the  rise  in  medical  malprac- 
tice insurance  premiums. 

I was  surprised  to  read  that  a member  of  the  faculty 
of  so  august  an  institution  as  the  Harvard  Medical 
School  could  entertain  the  naive  attitude  that  attorneys, 
by  representing  their  clients  on  a contingency-fee  basis, 
are  engaging  in  a “game”  of  “ninth-century  trial  by 
combat.” 

Of  all  the  fee  arrangements  available  to  attorneys  and 
their  clients,  the  agreement  to  prosecute  a claim  on  a 
contingency-fee  retainer  is  reduced  to  one  of  pure  eco- 
nomics. Court  fees,  research  costs,  fees  for  retaining 
outside  counsel,  fees  for  expert  testimony  (doctors 
charge  $300  to  $500  per  day  for  appearing  in  court),  and 
the  number  of  hours  invested  by  an  attorney  all  attest  to 
New  York  Times,  March  21,  1975.  © 1975  by  THE  NEW 
^ ORK  TIMES  Company,  Reprinted  by  permission. 


the  fact  that  litigation  today,  and  all  it  entails,  is  a costly 
affair. 

How  many  attorneys  would  Dr.  Quigley  presume  are 
willing  to  assume  the  expenditure  of  several  thousand 
dollars  and  literally  hundreds  of  research  hours  merely 
to  badger  physicians  or  merely  to  take  part  in  the  mal- 
practice “game”?  How  many  physicians  would  accept  a 
contingency-fee  agreement  from  a patient  whose  treat- 
ment is  certain  to  extend  over  a number  of  years  and 
where  payment  is  forthcoming  only  on  a complete  cure? 

Economics  compel  attorneys  to  accept  only  those 
cases  in  which  the  evidence  of  negligence  is  nearly  ines- 
capable. By  eliminating  the  contingency  fee,  we  elimi- 
nate the  only  realistic  means  most  clients  have  to  pursue 
redress  for  their  injustices. 

Should  physicians  continue,  in  their  naivete,  to  regard 
attorneys  as  the  cause  of  the  astronomical  rise  in  mal- 
practice premiums  instead  of  the  incompetence  of  a few 
of  their  profession,  the  only  “winner”  in  this  “game”  will 
be,  as  always,  the  insurance  industry. 

HARRY  NEEDLEMAN 
477  F.D.R.  Drive 
New  York,  N.  Y 10002 


* To  the  Editor:  The  contingent  legal  fee,  extolled  by 
Mr.  Needleman  in  his  letter  to  the  editor  (March  24), 
has  become  the  golden  calf  of  the  legal  profession. 
Every  device  known  to  human  ingenuity  has  been  used 
to  divert  attention  away  from  it  as  the  real  cause  of  the 
proliferation  in  medical  malpractice  suits  in  this  coun- 
try. It  is  a contract  where  a lawyer  does  not  charge  the 
client  for  his  professional  services  unless  an  award  is 
made.  He  then  takes  a considerable  portion  of  the 
money  (as  much  as  one-half  the  total  amount)  as  his 
share  of  the  “recovery.” 

Since  the  contingent  legal  fee  contract  in  effect  makes 
the  lawyer  the  partner  of  his  injured  client  and  an  im- 
portant beneficiary  of  the  amount  awarded  to  his  client, 
it  has  been  declared  against  public  policy  and  illegal  in 
almost  every  country  in  the  world.  Medical  malpractice 
insurance  problems  therefore  do  not  exist  outside  the 
United  States.  It  is  clear  that  the  contingent  legal  fee 
system  has  been  a stimulus  that  has  made  us  the  most, 
litigious  of  all  nations. 

Professionals,  including  lawyers,  should  earn  their  liv- 
ing by  charging  a reasonable  fee  for  the  actual  profes- 
sional services  they  perform  and  not  according  to  the 
value  that  these  services  might  have  for  their  patients  or 

* New  York  Times,  April  7,  1975.  © 1975  by  THE  NEW 

YORK  TIMES  Company,  Reprinted  with  permission. 
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For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  ah 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 
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BRIEF  SUMMARY 

(For  lull  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
‘•Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  arc 
contraindicated  in  patients  with  (I)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
arc  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tascs.  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilisation.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbcstrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  follow  ing  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  w hich  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  adv  ised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  w ithdrawal  bleeding  (See  DOSACE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  866— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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clients.  By  the  lawyers’  logic,  if  physicians  charged  pa- 
tients on  a contingent  medical  fee  basis,  they  would  be 
entitled  to  one-half  the  net  worth  and  the  same  position 
of  the  future  lifetime  earnings  of  any  patient  whose  life 
they  save. 

Contingent  legal  fee  contracts  have  been  abused. 
Originally  the  arrangement  was  meant  to  provide  access 
to  legal  services  by  the  poor.  In  practice,  it  has  been 
used  indiscriminately  whether  or  not  the  client  can  af- 
ford legal  services.  Since  the  indigent  can  least  afford 
to  lose  so  much  of  the  money  awarded  to  them  as  com- 
pensation for  injury,  it  is  chiefly  the  poor  who  have  be- 
come the  victims  rather  than  the  beneficiaries  of  this 
system. 

Basic  changes  must  be  made  in  our  New  York  State 
laws  to  prohibit  contingent  legal  fee  contracts.  Provi- 
sions can  and  must  be  made  so  that  malpractice  lawyers 
can  earn  a living  providing  legal  services  to  the  poor 
other  than  by  the  uncertainties  of  speculation. 

NORMAN  S.  BLACKMAN,  M.D. 

President 

Kings  County  Medical  Society 
1313  Bedford  Avenue 
Brooklyn,  N.Y.  11216 


* To  the  Editor:  I should  preface  my  comments  by  giv- 
ing you  some  background  information  about  the  Cana- 
dian Medical  Protective  Association.  As  I assume  you 
may  know,  the  Canadian  Medical  Protective  Association 
is  not  an  insurer  but  rather  is  a mutual  medical  defence 
organization,  a professional  association  which  physi- 
cians join  so  they  may  have  a means  of  assisting  any  one 
of  their  number  requiring  medico-legal  help.  There  is 
no  contractual  relationship  between  the  Association  and 
its  members;  there  is  no  policy  of  insurance.  A physi- 
cian joins  the  Association  and  as  a member  becomes  eli- 
gible for  the  privileges  of  membership.  These  include 
advice  about  how  to  avoid  lawsuits  when  threats  have 
been  made,  the  defence  of  the  legal  action  and  payment 
of  costs  thereof,  the  payment  of  any  award  which  may 
be  made  or  settlement  which  becomes  necessary.  Thus 
far,  the  Association  has  never  had  to  impose  a limit  on 
the  amount  it  has  paid  on  behalf  of  an  eligible  member 
either  for  legal  costs  or  for  awards  or  settlements.  The 
Association  was  founded  more  than  seventy  years  ago 
and  now  more  than  80  per  cent  of  Canadian  physicians 
belong  and  look  to  it  for  assistance  in  medico-legal  mat- 
ters. That  the  Association  has  grown  steadily  over  the 
years  attests  to  the  confidence  which  the  Canadian  pro- 
fession places  in  its  own  defence  association. 

The  current  membership  fee  is  $100  and  it  is  the  same 
for  all  physicians  regardless  of  specialty  or  type  of  prac- 
tice. Advice  to  the  membership  about  matters  which 

* Reprinted  with  the  permission  of  the  author. 


could  result  in  legal  actions  forms  a large  and  important 
part  of  the  Association’s  work.  The  Canadian  Medical 
Protective  Association  is  the  physician’s  own  organiza- 
tion and  because  of  this,  decisions  about  how  claims 
against  physicians  will  be  dealt  with  are  based  on  princi- 
ples set  out  by  physicians.  All  claims  that  are  defensi- 
ble or  that  may  be  defensible  are  defended;  to  this  the 
Association  allows  very  few  exceptions.  If  a physician 
has  done  nothing  wrong,  if  his  work  has  been  of  satisfac- 
tory quality,  that  physician  will  be  defended  and  no  set- 
tlement will  be  made  irrespective  of  how  much  cheaper 
in  the  individual  instance  this  might  be.  This  policy  of 
the  Association  is  widely  known  and  if  a complainant  is 
not  aware  of  it  his  lawyer  likely  is.  The  Association 
goes  a step  further.  When  the  plaintiff  loses  an  action 
against  a physician,  the  Association  always  insists  on 
collecting  costs  wherever  possible.  It  does  this  because 
of  its  realization  that  to  do  otherwise  would  be  in  effect 
subsidizing  claims  against  physicians. 

Even  where  claims  against  members  seem  indefensi- 
ble, settlement  is  not  automatic.  The  Association  on 
behalf  of  its  members  refuses  to  agree  to  a settlement 
which  is  not  as  fair  to  the  doctor  as  to  the  plaintiff. 
When  plaintiffs  demand  unreasonable  settlements  the 
Association  allows  the  action  to  go  to  court  even  if  only 
for  assessment  of  damages.  Generally  speaking,  the  As- 
sociation feels  it  can  depend  on  our  Courts  to  make 
awards  which  reflect  damage  caused  by  the  alleged  mal- 
practice and  that  only. 

You  have  asked  about  “the  rights  of  the  patient  to 
bring  suit  for  malpractice.”  To  the  best  of  my  knowl- 
edge, it  is  open  to  any  patient  to  sue  his  physician  for  al- 
leged malpractice.  I know  of  no  restriction  to  this  right. 
With  a legal  aid  system  established  in  each  province  of 
Canada,  I know  of  no  financial  constraints  on  patients 
who  wish  to  initiate  malpractice  suits;  patients  are  not 
denied  their  rights  because  of  lack  of  funds. 

Although  juries  are  permitted  to  hear  malpractice  ac- 
tions in  some  of  the  Canadian  provinces,  as  a general 
rule  they  are  not  allowed  and  the  actions  are  heard  by  a 
judge  alone.  It  is  a matter  of  speculation  as  to  whether 
this  has  had  a stabilizing  influence  on  malpractice  deci- 
sions, the  size  of  awards  and  so  on.  A judge  must  give 
reasons  for  judgment,  usually  written  reasons.  The  rea- 
sons having  been  stated,  if  they  are  wrong,  an  appeal  can 
be  based  on  the  points  of  error. 

I feel  I can  give  you  relatively  little  information  about 
the  system  employed  for  setting  the  plaintiffs’  attor- 
neys’ fees.  It  can  be  stated  that  in  certain  of  the  prov- 
inces, contingency  fees  are  not  permitted. 

Although  I have  been  less  specific  than  you  might 
have  wished  in  answering  your  enquiries,  I hope  the 
foregoing  will  be  of  some  interest  and  help  to  you. 

F.  NORMAN  BROWN,  M.D. 

Secretary- T reasurer 
The  Canadian  Medical  Protective  Association 
Suite  A,  1867  Alta  Vista  Drive 
P.O.  Box  8223 
Ottawa,  Ontario,  KlG  3H7 
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Be  a good  sport  and 
watch  your  health 

Now  that  summer  weather  is  upon  us,  the  time  is 
right  to  hit  a home  run  for  sports  safety,  according  to 
Lowell  E.  Beilin,  M.D.,  New  York  City  Health  Commis- 
sioner. 

“Exercise  should  be  adjusted  to  your  own  strength 
and  condition  of  health,"  Dr.  Beilin  said. 

Here  are  some  hints  to  make  summer  activities  more 
enjoyable  and  sports  more  healthful: 

1.  Warm-up  exercises  such  as  light  jogging,  push- 
ups, and  sit  ups  help  condition  your  body  for 
such  sports  as  baseball,  tennis,  and  bicycling. 

2.  Drink  water  during  the  day  to  make  up  for  the 
loss  of  water  through  perspiration.  Light  cloth- 
ing helps  to  keep  you  cool  when  the  weather 
warms. 

3.  Don’t  eat  heavy  meals  prior  to  exercising. 
Fruits  and  vegetables  make  an  ideal  substitute 
for  a light,  summer  luncheon  meal. 

4.  Use  shatterproof  eyeglasses  when  engaging  in 
sports. 

5.  Give  your  bicycle  a spring  cleanup  and  make  cer- 
tain that  your  tires,  brakes,  and  gears  are  always 
in  top  working  order.  Bicycles  are  required  to 
be  equipped  with  a light  and  reflectors.  Be 
extra  cautious  at  dusk. 

6.  Sunshades  can  help  prevent  accidents  on  tennis 
and  golf  courses  and  also  provide  protection 
against  sun  and  windburn. 

7.  Campers  should  make  certain  that  they  carry 
fully  stocked,  first-aid  kits  and  comfortable 
shoes.  Let  someone  know  your  itinerary. 

8.  Use  the  buddy  system  when  swimming  and  only 
swim  in  those  areas  where  lifeguards  are  present. 

9.  Drivers  should  be  especially  cautious  in  the  sum- 
mer when  children  may  suddenly  dart  into  the 
roadway. 

10.  Boating  is  fun  but  can  be  extremely  dangerous 
unless  you  know  the  rules.  Always  wear  life 
jackets  and  make  certain  that  you  know  the  wa- 
terways you  will  be  using  and  that  your  boat  is  in 
top  working  order. 

11.  Those  who  suffer  from  chronic  illnesses  should 
be  especially  cautious  when  exercising  and 
should  reduce  their  activities  during  hot  spells. 

For  further  information  contact:  Helen  Stone  at 

(212)  566-8040;  weekend  and  night  number  (212)  340- 
4494. 

Kappa  Delta  awards  for  1976 

The  American  Academy  of  Orthopaedic  Surgeons  is 
pleased  to  announce  that  manuscripts  are  earnestly  so- 
licited for  the  three  Kappa  Delta  Awards  of  $2,000  each. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  eight  weeks  prior  to  publication  date. 


Three  awards  will  be  given,  providing  manuscripts  of 
requisite  quality  are  submitted  for  outstanding  contri- 
butions in  the  field  of  orthopaedic  surgery  from  United 
States  citizens,  resident  in  the  States  or  its  Possessions. 
Awards  will  be  made  in  the  following  three  categories: 

1.  Basic  research  that  relates  to  the  musculoskeletal 
system. 

2.  Clinical  research  in  orthopaedic  surgery. 

3.  Problems  related  to  trauma  of  the  musculoskele- 
tal system. 

You  are  urged  to  submit  any  work  which  you  have 
done  which  is  eligible.  The  Committee  on  Research 
Awards  of  the  Academy  will  also  appreciate  your  bring- 
ing this  information  to  the  attention  of  anyone  who  may 
be  engaged  in  a subject  that  would  qualify.  If  at  all  fea- 
sible, at  least  one  of  these  three  awards  will  be  given  to  a 
young  investigator  (aged  forty  or  younger). 

Papers  to  receive  the  awards  will  be  selected  during 
the  current  year  from  manuscripts  presented  to  the 
Committee  on  Research  Awards  of  the  American  Acade- 
my of  Orthopaedic  Surgeons  before  August  1,  1975. 
Appropriate  places  will  be  reserved  on  the  1976  program 
for  the  presentation  of  the  award-winning  papers. 

Please  submit  six  copies  of  abstracts  or  manuscripts 
to: 

American  Academy  of  Orthopaedic  Surgeons,  Advi- 
sory Committee  on  Research;  Kappa  Delta  Awards, 
430  North  Michigan  Avenue,  Chicago,  Illinois 
60611. 

Blindness  prevention  project 
set  for  New  York  City 

A pilot  project  towards  better  eye  care  for  preschool 
children  and  the  aging  in  New  York  City  has  been  un- 
dertaken by  the  National  Society  for  the  Prevention  of 
Blindness,  funded  by  a grant  from  the  New  York  Com- 
munity Trust. 

Announcing  the  project,  Virginia  S.  Boyce,  Executive 
Director  of  the  NSPB,  said  that  it  was  initiated  because 
of  the  many  requests  and  inquiries  received  by  the  Na- 
tional Society  from  New  York  health  professionals, 
health  agencies,  schools,  Head  Start  programs,  senior 
citizen  groups,  and  the  public-at-large. 

An  Advisory  Committee  of  experts  in  the  fields  of 
health  care,  child  welfare,  and  the  aging  met  May  21  to 
begin  the  planning. 

Members  of  the  Advisory  Committee  include  Irwin  J. 
Cohen,  M.D.,  Coordinator,  Eye  Program,  Bureau  of 
Handicapped  Children,  New  York  City  Department  of 
Health;  Arthur  Gerard  DeVoe,  M.E.,  Professor  Emeri- 
tus, College  of  Physicians  and  Surgeons,  and  consultant 
in  ophthalmology.  The  Presbyterian  Hospital,  Colum- 
bia-Presbyterian  Medical  Center;  Mrs.  Arthur  Feder, 
member  of  the  Board  of  Directors  and  member  of  the 
Health  Section,  Citizens’  Committee  for  Children  of 
New  York;  and  Ephraim  Friedman,  M.  D.,  Dean,  Albert 
Einstein  College  of  Medicine. 
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Legislative  roundup 

Court  Upholds  PSRO  Law.  . . A three-judge  Federal 
District  Court,  upheld  the  Professional  Standards  Re- 
view Organization  system  created  under  the  Social  Se- 
curity Amendments  of  1972.  In  a 36-page  opinion,  the 
Court  rejected  the  contentions  raised  by  the  Association 
of  American  Physicians  and  Surgeons  that  PSRO  de- 
prived physicians  of  their  right  to  practice,  interferred 
with  the  physician-patient  relationship  and  invaded  the 
privacy  of  potential  patients.  Joining  in  the  lawsuit  as 
individual  plaintiffs  were  Roy  A.  Grinker,  Sr.,  M.D.; 
George  E.  Shambaugh,  Jr.,  M.D.,  and  Edward  A.  Wol- 
pert,  M.D.  The  suit  had  been  pending  for  two  years. 
In  dismissing  the  case  the  Court  declined  to  rule  on  the 
PSRO  law  provision  purporting  to  grant  professional  li- 
ability immunity  when  norms  are  observed  and  the  phy- 
sician acted  with  due  care.  (Legislative  Roundup,  May 
9,  1975,  Vol.  XVI— LR  16.) 

AGPA  forms  liaison  with 
JCAH  in  accreditation  of 
ambulatory  care  facilities 

The  charter  meeting  of  the  Accreditation  Council  on 
Ambulatory  Health  Care  was  held  at  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  (JCAH)  headquarters 
in  Chicago,  May  9.  Five  founding  organizations — 
AGPA,  AMA,  AHA,  MGMA,  and  GHAA— met  to  for- 
mulate plans  which  had  been  under  discussion  for  two 
years  and  in  active  development  for  the  past  few 
months. 

The  purpose  of  the  Council  is  to  establish  an  accredi- 
tation program  for  organized  ambulatory  health  care 
programs  such  as  group  practices,  hospital  outpatient 
departments,  and  ambulatory  surgical  facilities.  The 
program  will  operate  under  the  umbrella  control  of  the 
JCAH  and  will  begin  using  the  impetus  of  the  AGPA 
Accreditation  Program.  The  new  Council  hopes  to 
begin  operation  no  later  than  January  1,  1976.  During 
the  interim,  a Standards  and  Procedures  Committee  will 
review  existing  group  practice  standards  and  the  JCAH 
standards  on  ambulatory  care  facilities  for  possible 
modification  to  the  new  program.  Also,  a search  com- 
mittee has  been  authorized  to  locate  a director  for  the 
program. 

Meanwhile,  AGPA  will  continue  to  operate  its  accred- 
itation program.  When  the  Council  begins  its  new  op- 
erations, the  AGPA  program  will  be  phased  into  its  ac- 
tivities. 

Head  of  the  new  Council  is  Leonard  Rubin,  M.D., 
Ph.D.,  Coordinator  of  Education  for  the  Permanente 
Medical  Group  of  Northern  California.  Vice-chairman 
of  the  Council  is  Jere  W.  Annis,  M.D. , of  the  Watson 
Clinic. 

The  Council  activities  are  being  funded  by  a start-up 
grant  of  nearly  $1/2  million  from  the  W.K.  Kellogg 
Foundation,  providing  for  initial  operation  and  develop- 
mental costs. 

Grant  applications  now 
available  at  Leukemia 
Society  of  America 

Applications  for  grants  to  support  research  aimed  at 
finding  a control  or  cure  for  leukemia  are  now  available 
from  the  Leukemia  Society  of  America,  Inc. 


The  Society,  a national  health  agency  supported  by 
voluntary  contributions,  offers  three  types  of  funding 
programs  for  post-doctoral  medical  scientists  who  are 
working  in  the  fields  of  leukemia  and  related  disorders 
of  the  blood-forming  organs.  The  programs  are: 

Scholarships — $100,000  grants  for  five-year  periods 
for  investigators  who  have  demonstrated  distinct  ability 
in  leukemia  research. 

Special  Fellowships — $31,000  grants  for  two-year  pe- 
riods for  investigators  who  have  demonstrated  ability  in 
leukemia  research  and  whose  qualifications  place  them 
between  Scholar  and  Fellow  status. 

Fellowships — $25,000  grants  for  two-year  periods  for 
promising  younger  investigators  to  encourage  their  work 
in  leukemia  research. 

October  1,  1975,  is  the  deadline  for  submitting  com- 
pleted applications  to  the  Society.  Proposals  will  be  re- 
viewed in  January,  1976,  with  approved  grants  to  be- 
come effective  the  following  July.  Candidates  need  not 
be  American  citizens  and  there  are  no  restrictions  as  to 
age,  race,  sex,  or  creed. 

Application  forms  may  be  had  by  writing  to  Dr.  Rose 
Ruth  Ellison,  Vice  President  for  Medical  and  Scientific 
Affairs,  Leukemia  Society  of  America,  Inc.,  211  East 
43rd  Street,  New  York,  New  York  10017. 

Personalities 

Appointed.  Endre  A.  Bala,  M.D.,  as  professor  of  re- 
search ophthalmology  and  director,  Research  Division 
of  the  Department  of  Ophthalmology,  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons. 

Awarded.  Eli  A.  Friedman,  M.D.,  chief,  Downstate- 
Kings  County  Renal  Failure  Program,  the  1975  Alumni 
Achievement  Medallion  for  Distinguished  Service  to 
American  Medicine  . . . Joseph  Moldaver,  M.D.,  the  title 
of  Knight  Commander  of  the  Order  of  Leopold  II  from 
Belgium  . . . Howard  C.  Taylor,  Jr.,  M.D.,  the  recipient 
of  the  Gold  Medal  for  distinguished  achievement  in 
medicine  by  the  Association  of  the  Alumni  of  the  Co- 
lumbia University  College  of  Physicians  and  Surgeons 
. . . Richard  J.  Stock,  M.D.,  the  Silver  Medal,  which  is 
presented  each  year  to  an  alumnus  who,  over  a period  of 
many  years,  has  rendered  meritorious  service  to  the  Co- 
lumbia University  College  of  Physicians  and  Surgeons; 
Charles  A.  Flood,  M.D.,  a special  award  in  recognition  of  I 
his  outstanding  service  and  untiring  dedication  to  the  I 
Alumni  Association  for  a period  of  forty  years;  Peter  L.  I 
Salgo,  M.D.,  class  of  ’75,  a Bronze  Medal  and  check  for  I 
$150,  awarded  to  the  member  of  the  graduating  class  I 
who,  in  the  opinion  of  the  Alumni  Association,  has  done  I 
most  for  the  College  of  Physicians  and  Surgeons  and  his  I 
class  during  his  years  as  a medical  student. 

Elected.  Eli  A.  Friedman,  M.D.,  Downstate’s  1975  Al-  I 
umni  Achievement  Medallion  for  Distinguished  Service  I 
to  American  Medicine  in  recognition  of  his  “skill  and  ( 
dedication  as  a clinician  and  researcher”  . . . Chandler 
McC.  Brooks,  M.D.,  membership  in  the  National  Acade- 
my of  Sciences,  Washington,  D.C.,  on  April  22,  1975  . . .} 
Jack  W.  McElwain,  M.D.,  president,  Nassau  County 
Medical  Society,  as  president;  A.  Burton  White,  M.D.  I 
president-elect;  Joseph  Bennett,  M.D.,  first  vice-presi 
dent;  Ray  S.  Crampton,  M.D.,  second  vice-president 
Lawrence  Ravich,  M.D.,  secretary;  and  Sears  Edwards 
M.D.,  Treasurer  . . . Monte  Malach,  M.D.,  to  the  Boar< 
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of  Trustees,  American  Society  of  Internal  Medicine  for  a 
one-year  term. 

Grants.  $8.5  million  Federal  grant  to  build  new  cancer 
research  center  at  the  Albert  Einstein  College  of  Medi- 
cine of  Yeshiva  University. 

Honored.  Benjamin  M.  Stein,  M.D.,  the  annual  Honor 
Award  of  the  University  of  Maryland  Medical  Alumni 
Association  in  “recognition  of  his  outstanding  contribu- 
tion to  medicine  and  distinguished  service  to  mankind.” 
Promoted.  Melvin  H.  Becker,  M.D.,  to  professor  of  ra- 
diology at  New  York  University  School  of  Medicine. 


“—And  I go  to  burlesque  shows  an  yell 
‘put  it  on!’.” 


continued  from  page  1183 

Strongyloidiasis  con  hyperinfection  massive,  New  York 
State  J.  Med.  75: 1230  (Julio)  1975. 
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Le  syndrome  de  strongyloidiasis  con  hyperinfection 
massive  occurre  como  un  infection  opportunistic  in  pa- 
tientes  con  immunitate  cellularimediate  mais  attenuate. 
Le  litteratura  referente  a 103  casos  es  revistite,  e 2 casos 
nove  es  additionate.  Le  scala  de  trovatos  clinic  es  des- 
cribite.  Le  elevate  mortalitate  de  iste  intense  parasi- 
tosis emphatisa  le  importantia  del  diagnose  temprane 
ante  del  disveloppamento  del  hyperinfection,  e particu- 
larmente  ante  del  initiation  del  tractamento  immuno- 
suppressive. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


The  PAGE  and  WILLIAM  BLACK 
POST-GRADUATE  SCHOOL  of  MEDICINE 

of  the 

MOUNT  SINAI  SCHOOL  OF  MEDICINE 
(CUNY) 

THE  SERGEI  FEITELBERG  COURSE 
IN  NUCLEAR  MEDICINE 

STANLEY  J.  GOLDSMITH,  M.D. 
and  Faculty 

September  22,  1975  through  May  10,  1976 
(excluding  December  1,  22,  29,  1975  and 
February  16,  1976) 

Mondays,  3:00  PM  to  5:00  PM  (30  Sessions) 

at 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 
New  York,  New  York  10029 

FEE:  $400. 

60  Hours  Credit.  Category  One,  AMA  Physician's  Recognition  Award 

APPLY  TO:  Registrar.  The  Page  and  William  Black  Post-Graduate 
School  of  Medicine,  Mount  Sinai  School  of  Medicine,  Fifth  Ave.  & 
100th  St..  New  York,  N.Y.  10029.  Tel.  (212)  650-6737. 


Third  Official  Postgraduate 
Acupuncture  Course 

September  24-28, 1975 

The  New  York  Society  of  Acupuncture  for 
Physicians  and  Dentists  will  present  its  third 
Acupuncture  & Pain  Control  training  course  at 
the  New  York  University  Medical  Center.  The 
course  is  both  approved  and  authorized  by  the 
New  York  State  Boards  tor  Medicine  and  for 
Dentistry.  The  50-hour  credit  hours  will  count 
toward  the  100-hours  of  instruction  required  by 
New  York  State  for  acupuncture  certification. 
Medical  and  dental  students,  interns  and 
residents  will  be  given  special  consideration  in 
basic  training.  For  further  information  about 
the  Seminar,  write  to: 

New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists 
115  East  61st  St., 

New  York,  N.Y.  10021 

Telephone:  212-245-4737 
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Month  in  Washington 


The  American  Medical  Association  has  urged  all 
members  of  the  House  of  Representatives  to  oppose  two 
key  provisions  of  a health  manpower  bill  that  would  ex- 
tend Federal  control  over  medical  education. 

The  controversial  sections  of  the  bill  that  won  easy 
passage  in  the  House  Interstate  and  Foreign  Commerce 
Committee  would: 

**  Establish  Federal  control  of  the  number  and  loca- 
tion of  medical  residencies. 

**  Require  all  medical  students  to  repay  the  Federal 
Government  for  U.S.  aid  to  the  school. 

In  a letter  dispatched  to  the  435  lawmakers  in  the 
House,  the  AMA  stressed  continued  support  for  Federal 
assistance  to  medical  schools  and  students.  However, 
the  Association  said  “strong  objection  is  raised”  to  “cer- 
tain new  concepts”  that  would  impose  restrictions  on 
students  and  on  residencies. 

The  health  manpower  bill  won  approval  by  the  House 
Commerce  Committee  with  the  two  disputed  provisions 
by  roughly  a 2 to  1 margin.  The  bill  authorizes  $1.7  bil- 
lion for  aid  to  medical,  dental,  nursing,  and  other 
schools  with  a $2,100  per  student  capitation  subsidy  by 
the  Federal  Government  for  medical  students. 

A House  vote  is  expected  about  midsummer.  The 
Senate  has  not  yet  considered  the  bill. 

The  AMA  told  House  Members: 

“These  requirements — that  the  students,  as  a person- 
al obligation,  repay  to  the  Federal  Government  those 
amounts  which  the  government  has  given  to  the  schools— 
are  without  precedent  and  are  discriminatory  against 
health  professions’  students.  These  conditions  are  not 
imposed  on  students  in  other  fields,  nor  should  they  be. 
This  amounts  in  effect  to  a forced  loan  required  of  all 
health  professions’  students  under  the  bill.  Once  again, 
through  the  service  requirements  attached  to  the  loan 
forgiveness  features,  the  low  income  or  disadvantaged 
student  would  carry  a disproportionate  burden.  “The 
best  way  to  attract  individuals  to  shortage  areas,”  ac- 
cording to  the  AMA,  “is  through  mechanisms  which 
allow  the  individual  voluntarily  to  commit  himself  to 
service  in  a needy  area.  As  to  government  programs, 
this  could  be  done  through  such  programs  as  the  Na- 
tional Health  Service  Corps,  scholarships  for  service  in 
shortage  areas,  loan  forgiveness,  or  other  incentive  pro- 
grams. 

“It  should  not  be  done  through  a program  where  all 
students  are  under  the  burden  of  insuring  that  the  Fed- 
eral assistance  given  to  the  school  is  repaid  by  the  stu- 
dent,” the  AMA  said. 

The  proposed  control  of  medical  residency  training 
programs  amounts  to  “the  rationing  of  medical  educa- 
tion . . . and  poses  many  threats  to  our  quality  education 
system,”  according  to  the  AMA. 

The  bill  would  establish  two  agencies:  one  would  be 
responsible  for  accrediting  medical  residency  training 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


programs  in  the  U.S.;  the  other  to  establish  the  number 
of  positions  which  could  be  filled  in  each  residency  pro- 
gram. 

The  aggregate  limit  on  the  number  of  positions  which 
could  be  available  in  years  1978,  1979,  and  1980,  would 
be  an  amount  equal  to  155  per  cent,  140  per  cent,  and 
125  per  cent,  respectively,  of  the  estimated  number  of 
graduates  from  accredited  U.S.  schools  of  medicine  in 
the  year  preceding. 

Priority  for  designation  would  be  the  Liaison  Com- 
mittee for  Graduate  Medical  Education  of  the  Coordi- 
nating Council  on  Medical  Education  (CCME)  as  the 
accrediting  agency,  and  the  CCME  as  the  agency  to  es- 
tablish the  number  of  residency  positions.  The  latter 
agency  would  determine  the  geographic  distribution  oi 
residency  training  positions,  the  number  of  positions  ir 
each  program,  and  an  allocation  of  positions  among  thr 
various  specialties.  In  the  absence  of  designation  of  the 
named  agencies,  the  activities  would  be  undertaken  bj 
another  organization  designated  by  the  HEW  Secretary. 

Included  with  the  AMA  letter  to  the  Congressmer 
was  a copy  of  an  article  in  the  Journal  of  the  Tennessee 
Medical  Association  by  Tom  Nesbitt,  M.D.,  Speaker  o 
the  AMA  House  of  Delegates  and  Chairman  of  th 
CCME.  Dr.  Nesbitt  wrote  that  a question  posed  by  th 
legislation  is  “of  the  private  voluntary  sector  remainin 
voluntary,  as  opposed  to  its  becoming  an  arm  of  th 
Federal  Government,  subject  to  its  bureaucracy  and  il 
political  influences  and  controls.” 

But  the  fight  of  the  AMA  and  other  medical  organiz? 
tions,  including  the  Association  of  American  Medic; 
Colleges,  to  strike  or  limit  the  two  controversial  sectior 
of  the  bill  appears  to  be  an  uphill  battle. 

If  the  sweeping  service  requirement  of  the  bill  is  r 
tained,  the  impact  on  American  medical  practice  wou 
be  marked  with  more  than  10,000  young  physiciai 
yearly  heading  into  rural  areas,  inner-city  slums,  at 
other  shortage  areas.  Furthermore,  the  Federal  Go 
ernment — military,  public  health  service,  and  Vetera 
Administration — would  have  recruiting  worries  erased 

* * * * 

Aroused  by  growing  complaints  besides  those  of  t 
AMA  that  government  is  superseding  Congressional  i 
tent  in  issuing  control  regulations  in  the  Medicare  pi 
gram,  the  House  Ways  and  Means  Committee  has  slat 
an  unusual  one-day  session  to  “examine  these  policies. 

The  so-called  “public  oversight”  session  will  deal  w: 
the  controversial  Utilization  Review  Regulations  un( 
court  challenge  by  the  AMA  (the  first  round  won  by  t' 
AMA  May  27,  1975),  the  proposed  rules  governing  Mi 
icare  reasonable  charges  and  economic  indices,  red' 
tion  of  inpatient  payment  for  hospital  routine  serv: 
costs  from  the  90th  percentile  to  the  80th  percent  . 
and  elimination  of  the  special  nursing  differential  r 
reimbursement  to  the  hospitals  and  skilled  nursing 
cilities. 
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“Serious  and  widespread  concerns  have  been  raised 
about  the  policies  in  these  regulations,  including  the 
question  whether  the  special  characteristics  of  small 
rural  hospitals  are  adequately  taken  into  account,”  said 
the  Subcommittee  Chairman  Dan  Rostenkowski  (D., 
111.).  "The  Subcommittee  intends  to  examine  these 
policies  and  their  implementation  in  the  light  of  Con- 
gressional intent  relative  to  the  conduct  of  the  Medicare 
program.” 

The  HEW  Department’s  plan  to  tie  physicians’  Medi- 
caid reimbursement  to  a national  economic  index  has 
been  assailed  by  the  AMA  as  “inequitable  and  unfair.” 
The  “invidiousness”  of  imposing  economic  controls  on 
one  sector  of  the  economy  “is  intensified  when  consider- 
ation is  given  to  the  fact  that  the  controls  and  limits  on 
the  government  financial  contribution  towards  payment 
of  the  medical  care  of  a Medicare  beneficiary  set  arbi- 
trary limits  on  prevailing  charges,  and  thus  shift  an  in- 
creasing burden  onto  the  Medicare  beneficiary,”  said 
the  AMA. 

In  a statement,  AMA  Executive  Vice  President  -James 
H.  Sammons,  M.D.,  urged  that  the  regs  be  withdrawn. 
Dr.  Sammons  noted  that  the  two-year  time  lag  already 
nvolved  in  the  recognition  of  physicians’  fees  “is  in  it- 
self unique  and  has  operated  in  such  a way  that  Medi- 
-are  fee  recognition  has  long  lagged  behind  current 
rends  in  physicians’  fees.” 

There  is  no  justification  in  either  the  law  or  its  legisla- 
te history  for  the  imposition  of  “a  national  economic 
ndex,”  said  Dr.  Sammons.  The  statement  in  the  pro- 
josed  regs  that  increases  are  to  be  ‘fair  to  all  concerned 
ind  follow,  rather  than  lead,  any  inflationary  trends’  is 
contradictory  and  “when  considered  in  the  context  of 
he  history  of  restrictions  and  limitations  placed  on 
Medicare  fees,  is  an  affront  to  the  physicians  who  have 
cooperated  through  a long  period  during  which  there 
ns  been  imposition  of  arbitrary  freezes  and  targeted 
‘conomic  controls,"  the  AMA  official  said. 

Also  attacked  by  the  AMA  was  the  lower  reimburse- 
ment limit  for  hospital  Medicare  costs,  to  80  per  cent 
•om  the  present  90  per  cent.  “The  imposition  of  arbi- 
rary  ceilings  on  hospital  revenues  affects  the  quality  of 
srvice  available  to  Medicare  patients"  and  may  force 
mine  hospitals  to  treat  Medicare  patients  at  a loss.  Dr. 
ammons  said. 

"Fixing  a ceiling  limitation  on  reimbursement  by  bed 
ize  and  location  for  all  hospitals  does  not  establish  the 
xistence — or  lack — of  efficiency,”  said  the  AMA. 
This  simplistic  approach  provides  no  assurance  that  in- 
fficiency  will  be  corrected  or  that  efficient  operations 
■ ill  be  rewarded.  The  proposed  system  simply  applies 
>ressure  to  reduce  per  diem  costs  to  a set  dollar  amount 
without  regard  to  how  such  reductions  may  be  attained, 
nd  appear  to  be  predicated  on  ease  of  administration 
ather  than  the  elimination  of  unnecessary  costs  flowing 
rom  inefficient  operation.” 

* * * 

State  legislators  from  across  the  nation  meeting  in 
v ashington  on  malpractice  were  told  that  “massive 
ederal  intervention”  would  cause  “irreparable  harm,” 
robably  increase  overall  costs,  lead  to  Federal  strings 
ttached,  and  simply  attempt  to  “paper  the  problem 
ver  with  dollars.” 

HEW  Assistant  Secretary  for  Health,  Theodore  Coo- 
er,  M.D.,  told  the  National  Conference  of  State  Legis- 

continued  on  page  1350 
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lature  that  he  is  confident  the  legislators  “are  not  about 
to  relegate  to  the  U.S.  Government  the  states’  responsi- 
bility over  insurance  and  medical  practice.” 

The  meeting  was  arranged  by  the  National  Confer- 
ence and  the  newly  formed  Health  Policy  Center  of 
Georgetown  University  to  discuss  malpractice  insurance 
“as  the  perfect  example  of  the  need  for  Federal-state 
coordination,”  in  the  words  of  Don  Herzberg,  Dean  of 
Georgetown’s  graduate  school. 

The  sponsoring  organizations  had  hoped  that  some 
form  of  consensus  and  call  for  action  might  emerge  from 
the  three-day  session,  but  the  state  lawmakers  could 
only  agree  at  this  time  that  the  situation  was  serious  and 
that  the  remedies  in  sight  appeared  to  be  short-term 
ones.  Several  spoke  of  the  difficulties  in  persuading 
consumer  advocates  in  their  state  legislatures  that  a cri- 
sis exists  that  affects  patients  as  well  as  physicians  or 
that  legislative  remedies  were  not  aimed  at  bailing  out 
hard-pressed  insurance  companies. 

Dr.  Cooper  urged  the  states  to  enact  new  laws  cov- 
ering professional  liability.  He  said  there  is  need  for 
public  education  to  the  fact  that  there  are  unavoidable 
limitations  to  medical  care,  that  not  all  injuries  are  in 
fact  malpractice,  that  people  are  not  entitled  to  compen- 
sation simply  because  they  have  suffered. 

* * * 

Legislation  to  require  all  clinical  laboratories  to  meet 
specified  Federal  standards  is  slated  for  a close  Congres- 
sional look  this  year.  Physicians’  private  office  labs 
could  be  covered  under  draft  legislation  if  work  is  done 
for  more  than  one  physician. 

The  measure  backed  by  Sens.  Jacob  Javits  (R.,  N.Y.) 
and  Edward  Kennedy  (D.,  Mass.)  gives  some  discretion 
to  HEW  on  the  sweep  of  the  standards  coverage.  How- 
ever, all  labs,  including  those  now  considered  strictly  in- 
trastate, would  have  to  meet  Federal  standards. 

The  program  would  be  administered  at  the  state  level 
by  a single  agency  which  could  issue  licenses  in  the 
name  of  the  Federal  Government. 

The  Center  for  Disease  Control,  U.S.  Public  Health 
Service,  would  provide  assistance  and  check  on  progress 
of  state  efforts,  but  a new  HEW  Office  of  clinical  labora- 
tories would  be  the  chief  supervisor. 

The  state  programs  could  rely  on  professional  accred- 
iting and  testing  programs,  but  spot-checking  and  test- 
ing by  the  Federal  agency  is  authorized. 


The  licensing  standards  cover  quality  control,  record- 
keeping, personnel,  and  participation  in  proficiency 
testing. 

Many  features  of  the  legislation  are  certain  to  arouse 
controversy. 

* * * 

The  American  Society  of  Internal  Medicine  (ASIM) 
has  agreed  to  participate  in  the  Federated  Council  for 
Internal  Medicine — provided  that  policy  decisions  by 
the  Council  are  made  only  by  unanimous  vote  of  the 
four  member  groups. 

The  Council  would  attempt  to  coordinate  policies  and 
actions  of  the  four  organizations  in  the  internal  medi- 
cine field — ASIM,  the  Association  of  Professors  of  Med- 
icine, the  American  Board  of  Internal  Medicine,  and  the 
American  College  of  Physicians. 

The  ASIM  agreement  to  participate  came  at  its  annu- 
al meeting  in  Washington. 

According  to  a report  by  the  ASIM’s  Board  of  Trust- 
ees, the  Council  has  the  potential  to: 

**  Identify  internal  medicine  as  a unified  community 
of  physicians  capable  of  collective  action. 

**  Improve  the  quality  of  debate  and  decisions  on 
major  public  issues  of  concern  to  internal  medicine;  and 
provide  a medium  to  establish  a concensus  within  the 
specialty  in  advance  of  public  pronouncements. 

ASIM  also  voted  to  support  a national  health  insur- 
ance measure  that  would  cover  the  costs  of  catastrophic 
illness.  “This  insurance  should  be  supplied  by  private 
carriers  to  the  greatest  extent  possible,”  the  resolution 
declared. 

Comprehensive  coverage  for  all  medical  care  needs 
would  be  inflationary  and  add  unnecessary  stress  to  ar 
already  overburdened  economy,  according  to  the  resolu 
tion. 

E.  Harvey  Estes,  M.D.,  Director  of  Duke  University’: 
Department  of  Community  Health  Sciences,  was  name: 
“Distinguished  Internist  of  the  Year”  by  ASIM. 

William  R.  Felts,  M.D.,  an  internist  and  rheumatolo 
gist  practicing  in  Washington,  D.C.,  was  elected  ASD 
President-Elect.  Dr.  Felts  is  Director  of  the  Division  c 
Rheumatology  at  George  Washington  University  Med 
cal  School.  He  has  been  one  of  the  Society’s  Trustee 
since  1969  and  served  as  Chairman  of  its  Liaison  Cour 
cil.  He  will  serve  as  President  following  the  one-ye< 
term  of  Ralph  F.  Reinfrank,  M.D.,  who  assumed  offi< 
during  the  meeting. 
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Warning! 

MICROWAVE  OVENS — Food  & Drug  Adminis- 
tration (FDA)  announces  that  General  Electric  Co.  will 
correct  defects  in  5,300  microwave  ovens  that  could  leak 
as  much  as  10  times  the  microwave  radiation  allowed  by 
Federal  standards. 

Ovens  involved  are  thermal  oven-range  combination 
units  called  “Cooking  Center”  or  “Versatronic.”  Mod- 
els are:  J845001,  J885001  & RE747001  (all  manufac- 
tured in  Columbia,  MD  and  in  Louisville,  KY,  from  July 
through  November,  1973);  and  J845001  (manufactured 
in  Louisville  through  February  1974). 

According  to  FDA,  an  additional  13,000  General  Elec- 
tric microwave  ovens  manufactured  before  July,  1973, 
may  also  be  defective.  The  company,  however,  claims 
that  these  are  not  hazardous,  and  the  matter  is  under 
negotiation. 

WHAT  TO  TlO:  Owners  should  (1)  check  for  ovens’ 

serial  numbers  and  ask  dealers’  help  in  determining 
when  their  units  were  made,  and  (2)  discontinue 
microwave  cooking  until  checked  by  manufacturer. 
Consumer  register,  suppl.  to  Consumer  News,  5:  3 (June 
15) 1975. 
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’RACTICES  AVAILABLE 


-LLERGY  PRACTICE,  WELL-ESTABLISHED,  6 DIGIT  VOLUME,  SUB 
urban  N.Y  university  community.  Will  introduce  to  patients  and  hospitals 
Sale  includes  single  office  building,  easily  adaptable  to  income  producing  in 
vestment , Terms.  Dept . 485,  c/o  NYSJM 

AMILY  PRACTICE  OK  RECENTLY  DECEASED  PHYSICIAN  AVAIL 
able.  Walden.  Orange  Count  \ . and/or  Wall  kill  (Ulster  Co.).  N.Y.  Two  fully 
equipped  offices,  rural  mid-Hudson  Valley;  excellent  hospitals  nearby  Mrs 
John  A.  Lukacs,  Box  34.  R.D.  1.  Walden.  N.Y.  12586.  Call  (914)  778-1671 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


LP.  OR  INTERNIST,  TAKE  OVER  LARGE.  ESTABLISHED  PRACTICE 
with  a guarantee  of  being  busy  at  commencement  of  practice.  Available  as 
soon  as  possible  due  to  doctor’s  sudden  death.  Practice  included  doing  physi 
cals  at  various  schools,  college  and  factories.  Suffolk  County,  N.Y.  Call 
(516)  588-8393. 


JNIQUE  OPPORTUNITY  TO  FILL  THE  VACANCY  CREATED  BY  THE 
retirement  of  a solo  pediatrician.  Doctor  may  assume  the  bulk  of  this  large 
practice  and  remain  solo,  or  could  merge  with  another  similar  practice  into  a 
partnership.  Coverage  nights  and  weekends  by  cooperating  pediatricians  in 
area.  Good,  local  hospital,  with  easy  access  to  Burlington  and  Montreal 
medical  centers.  City  of  25,000  on  Lake  Champlain,  with  drawing  area  of 
70,000.  includes  a State  University  College,  is  close  to  skiing  and  vacation 
centers.  Contact:  William  F.  D'Aran,  Jr..  M.D..  66  Brinkerhoff  St..  Platts- 
burgh, N.Y.  12901.  Phone  (518)  563-3150. 


DPHTHALMOLOGY  PRACTICE.  MANHATTAN.  ESTABLISHED  15 
years.  Fully  equipped  and  furnished.  Gross  over  $60,000.  I will  introduce.  I 
Easy  terms,  $40,000.  Leaving  to  assume  academic  position.  Ulises  Arango.  | 
M.D.,  285  West  End  Ave.,  New  York,  N.Y.  10023.  (212)  787-6710. 


MISCELLANEOUS 


POSITIONS  WANTED 


RADIOLOGIST  ROUTINE  DIAGNOSIS.  MATURE,  CERTIFIED,  NA 
TTVE  New  Yorker  seeks  a moderate  volume  full-time  position  at  negotiable 
salary.  No  partnership  requirements.  Office,  clinic  or  hospital  in  N.Y.C. 
metropolitan  area.  Call  (212)  249-7044  collect. 


EQUIPMENT 


FOR  SALE,  BECAUSE  OF  RETIREMENT,  DIATHERMY  APPARATUS, 
Raytheon,  at  a very  acceptable  price.  (212)  721-0572. 


PHYSICIANS  WANTED 


CARDIOLOGISTS  WANTED:  WAYNE  STATE  UNIVERSITY  SCHOOL  OF 
Medicine  seeks  additional  faculty  in  cardiology  for  appointment  in  one  of  its 
Medical  Center  Hospital  Detroit  General  Hospital.  Activities  include  CCU, 
non  invasive  and  cardiac  cath  laboratories.  An  Equal  Opportunity  Employer. 
Send  inquiries  and  curriculum  vitae  to:  Pritpal  S.  Puri,  M.D.,  Cardiology. 

Wayne  State  School  of  Medicine,  540  East  Canfield,  Detroit,  Michigan  48201. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT-TACTFVJL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 


RARE  COINS— GOLD.  SILVER.  TYPE  COINS  APPROVED  AND  CERTI- 
fied  for  Keogh,  pension  or  private  investment.  Bullion  fluctuates  and  is  specu- 
lative, but  select  rare  coins  increase  value  consistently.  Physician’s  hobby 
of  many  years  converted  to  sound  counseling  service.  Confidential,  write  for 
recommended  plan.  Dept.  475.  c o NYSJM. 
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GIVE, 

TO  HELP  OTHERS. 


CARE-  New  York,  N.Y.  10016  or  regional  offices 


PSYCHIATRISTS:  PSYCHIATRY  SERVICE  OF  UNIVERSITY  AFFILI 

ated  VA  Hospital.  Salary  to  $35,782  per  annum  plus  fringe  benefits  depending 
on  qualifications.  Current  unrestricted  license  in  any  state  of  U.S.  required. 
Research  and  teaching  opportunities  and  university  medical  faculty  appoint- 
ments available.  Contact  Chief  of  Staff.  North  Little  Rock  Division.  VA 
Hospital.  Little  Rock,  Arkansas  72206.  An  Equal  Opportunity  Employer. 
Phone:  (501)  372-8361,  ext.  601. 


CHALLENGING  OPPORTUNITY  FOR  GENERAL  PRACTITIONER 
internist  part-time  in  outpatient  clinic  and  part-time  in  exciting,  new  out- 
reach program.  Veterans  Administration  Hospital,  Canandiagua.  New  York. 
Contact  James  Gilbert.  M.D.  (315)  394-2000. 


PSYCHIATRIST.  BOARD  ELIGIBLE.  FOR  COMMUNITY  MENTAL 
Health  Center  in  recreational  Finger  Lakes  region  of  Upstate  New  York.  Im- 
mediate. Contact:  Bartolo  J.  Spano,  PhD..  Director,  Mental  Health  Ser- 

vices, 15  Court  St.,  Cortland.  N.Y.  13045.  Tel.  (607)  756-7523. 


GENERAL  PRACTITIONER  OR  FAMILY  PHYSICIAN  NEEDED  IMMEDI- 
ately  for  Central  Adirondack  community.  $25,000  plus  potential:  year-round 
recreational  facilities;  housing  immediately  available;  established  modern 
health  center  with  staff,  nurses,  secretary,  lab,  emergency  room,  examination 
rooms.  X-ray  and  other  specialized  equipment;  office  space  for  doctors.  For 
details,  write  or  call  (collect)  Charles  Eldridge.  Chairman.  Board  of  Directors. 
Town  of  Webb  Health  Center.  Old  Forge.  N.Y.  13420.  (315)  369-3464  or  369- 
6619. 


FULL  TIME  PEDIATRICIAN:  SALARY,  PLUS  BENEFITS.  ADVANCE- 

ment,  in  out  of  hospital-diagnostic  and  treatment  center,  pre-paid  HMO,  35 
minutes  from  Manhattan.  Please  contact  Mr.  Arlington  Robinson,  Adminis- 
trator. 17  Broadway.  Haverstraw,  N.Y.  (914)  429-5343. 
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Florida  Gulf  Coast 
3,554101 

Unique  private  practice  opportunities 
and  hospital  staff  appointments 
available  in  Greater  St  Petersburg  area. 

West  Coast  Florida-based  hospital  development  and 
management  firm  seeks  curriculum  vitae  from  primary  care 
physicians  — family  medicine,  general  practice;  internal 
medicine;  plastic  surgery;  otolaryngology;  neurosurgery; 
gynecology;  anesthesiology;  and  rehabilitative  medicine. 

Call  (813)381-8000 

or  write  to  our  Medical  Affairs  Department. 

*211  active  primary  care  physicians  in  Pinellas  County  for  a growing 
population  of  750,000. 

VI  MEDFIELD  CORPORATION 

f T 1609  Pasadena  Avenue  South 
' St  Petersburg,  Florida  33707 
k"*  (813)381-8000 


PHYSICIANS  WANTED  — CONT  D 


WANTED:  BOARD  CERTIFIED  (EARLY  40’S)  ALLERGIST  WITH  LARGE 
(mature)  practice  in  the  Metropolitan  N.Y.  area,  wishes  to  form  association 
(partnership'7),  or  to  huy  into  practice  of  older  colleague  who  is  interested  in 
gradually  retiring  from  practice  during  next  1-10  years.  Object:  to  take  in 
3rd.  junior  partner  Interested  parties,  i.e.,  older  colleague  as  well  as  prosper 
tive  junior  associates;  latter  must  be  Board  eligible  or  certified.  Dept  486, 
c/oNYSJM. 


INTERNIST/GP  SALARY  $30,000  RANGE  PLUS  BENEFITS.  LOCATED  IN 
Finger  Lakes  Region,  gracious  country  living.  Non-discrimination  in  employ- 
ment. Malpractice  insurance  not  necessary.  Contact  Chief  of  Staff,  VA  Cen- 
ter. Bath.  New  York  14810. 


PHYSICIAN  INTERNIST  CAREER  POSITION.  FULL  TIME.  OPPOR 
tunity  for  Internist  interested  in  primary  care  delivery  Well  established 
group  providing  broad  preventative  and  diagnostic  medical  services  and  health 
i are  program.  Located  Midtown  NYC  Salary  negotiable.  An  equal  oppor- 
tunity employer  Send  resume  in  complete  confidence  to  Dept.  490,  c/o 
NYSJM. 


SOI  I'll  EASTERN  OPPORTUNITIES  GEORGIA  BUSINESS  CON 
sultants  Ini  a private  search  lirm.  has  career  opportunities  for  licensed  phy- 
-uian  both  in  the  Southeastern  I SA  and  abroad.  Excellent  monetary 
guarantee'-  and  in  many  casi  s malpractice  insurance  is  absorbed  by  t he  client. 
Institution  or  Partnership  Association.  Many  opportunities  for  Family  or 
General  Practitioners  as  well  as  most  other  specialties.  Interested  physicians 
in', ci  Georgia  Business  Consultants.  Inc  . 24  Perimeter  Park,  Ste.  102,  At 
• ■ orgia  .0  ill  (404)  458-7417.  Professional  discretion  and  courtesy 
’ ' i I All  professional  references  will  be  checked  by  one  of  our  associate 
I D alter  permission  has  been  granted  by  the  candidate. 


PHYSICIANS  WANTED— CONT  D 


ARE  YOU  TIRED  OF  PAYING  HIGH  MEDICAL  MALPRACTICE  LIABILIT' 
premiums?  If  so,  please  contact  Paul  Reith,  M.D.,  F.A.C.S..  Chief  of  Staff: 
Georgia  Warm  Springs  Hospital,  Warm  Springs,  Georgia  .31830.  Telephom 
(404  ) 655-3321. 


WANTED.  CERTIFIED  OR  ELIGIBLE  INTERNIST  ASSOCIATE.  PART 
ner  discontinued  practice  because  of  sudden  illness.  Excellent  coverage  wit] 
four  other  internists  besides  this  office.  Subspecialty  interest  in  pulmonar 
disease,  rheumatology,  oncology,  neurology  or  cardiology  also  welcome 
Ithaca.  N.Y.  Resourceful  college  community  of  90,000  people.  New  210  be< 
hospital  construction  approved  and  planned.  Please  call  (607)  272-8534 
7:00-9:00  P M after  7/21/75,  or  write  to:  Reuben  I.  Weiner,  M.D.,  1021  Hec 
tor  St.,  Ithaca,  N.Y.  14850. 


WANTED.  PATHOLOGIST  FOR  140  BED  HOSPITAL  IN  BEAUTIFU1 
recreational  area  of  southwestern  New  York  State.  AC-CP  certified,  witl 
certification  in  Nuclear  Medicine  preferred.  Excellent  salary  with  exceptiona 
fringe  benefits.  Contact:  Robert  M.  Hofmann,  Administrator,  Jamestowi 

General  Hospital,  51  Glasgow  Avenue,  Jamestown,  N.Y.  14701,  (716)  484-1161 


GENERAL  PRACTITIONER,  RADIOLOGIST.  INTERNIST  OR  GENERAI 
surgeon.  V.A.  Hospital  with  active  teaching  and  residency  program.  Salar; 
based  on  qualifications  according  to  V.A.  salary  scale.  40-hour  basic  worl 
week.  Liberal  fringe  benefits  Non-discrimination  in  employment.  Writ' 
or  call  Chief  of  Staff,  V.A.  Center,  Jackson,  Ms.  39216,  (601  >-362-4471. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NORTH  YONKERS:  PROFESSIONAL  OFFICE  FOR  RENT  ALL  OF 

part  of  2,000  sq.  ft  Pleasant  setting  Elaborate  X-rav  set-up.  Three  M.D.: 
in  residence,  looking  for  two  additional.  Call  (914)  969-0432. 


RX  FOR  3 HE  DOCTOR  LONG  ISLAND  MINI  ESTATE.  NASSAU  COUN 
tv  Easily  reached  from  all  directions.  Two  levels.  48  64  . both  with  owr 

driveway  and  entrances  4 bedrooms.  315  baths  Excellent  construction  in 
side  and  outside.  Spacious  parking  area.  l‘/2  acres  fenced.  Near  schools 
churches,  synagogue,  shopping  LIRR.  Unique.  Must  see.  Will  finance 
(516)  935-2083. 


FLUSHING:  NEAR  BOOTH  MEMORIAL  HOSPITAL.  MEDICAL  OF 

fices  for  rent  in  a modern  medical  center,  by  the  month  or  by  the  hour.  A1 
specialties  needed.  (212)  539-8800. 


FOR  SALE:  BEAUTIFUL  NEW  RANCH  STYLE  HOME,  SHINNECOCF  F 

Hills,  Southampton,  Long  Island,  N.Y.  on  22,000  sq.  ft.  Beautifully  & com 
pletely  furnished,  air  conditioned,  gas  heat,  one  block  Shinnecock  Bay  & Inlet  , 
Water  rights:  secluded.  Ideal  retreat  summer,  weekends,  year  round  fo  I 

busy  practitioner.  Must  be  seen  Owner  moving  to  Florida.  No  brokers 
Appointment,  call  after  7 p.m.  (516)  283-1839. 


RENTAL  EAST  63RD  STREET  MODERN  LUXURY  BUILDING;  SEPA  I 
rate  street  entrance  and  rear  entrance,  central  air  conditioning.  Very  largil 
rooms,  including  consultation  room,  one  or  two  examining  rooms,  secretaria 
office  To  share  beautifully  appointed,  large  reception  room.  Available 
October  1975.  (212)753-8300. 


ROCKLAND  COUNTY-  GROWTH  AREA  MODERN  OFFICES  EOF 
rent  Also  partial  purchase  option.  Brick,  steel  structure.  Suites  fron 
800  2500  sq.  ft.  Parking,  A/C,  etc.  1,000  ft.  from  new  Suffem  Thruway  ex 
change.  All  specialties.  (914)  357-8555,  or  evenings  (914)  367-81 14. 


BRICK  Bl  II. DING  SUITABLE  FOR  PROFESSIONAL  SUITES  IN  BALD 
win,  Long  Island.  Business  zoned.  Constructed  1951.  Central  air  condition 
ing,  oil  heat,  2nd  floor  apartment  suitable  for  offices,  rear  yard,  two  car  garagt 
attached,  first  floor  office  space  1540  sq.  ft.,  finished  basement  480  sq.  ft 
898,000.  \dditional  building  and  parking  area  nearby  845,000.  Contac 
owner  (516)  223- 1992. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


: NVKST  IN  YOURSELF  IKK  TOR'S  HOME-OFFICE.  MONROK.  N Y 
i One  hour  north  of  NYC.  Walk  to  bus  depot  and  shopping  centers  Office 
complete  with  three  exam  rooms,  waiting  room,  x-ray  rooms  and  100  tna  x-ray 
Home:  five  bedrooms,  living  room  with  beamed  ceiling;  stone  fireplace,  sun 
porch.  18"  solid  stone  foundation  Wrap-around  front  porch  with  tall  white 
columns.  Full  basement . Well-insulated,  Dependable  gas  heat  Separate 
two-car  garage  Tall  trees.  Ample  parking  Facing  village  pond  Modest 
taxes  Occupied  by  MD  family  for  14  years  Leaving  to  work  in  E.R,  Price 
$82,500  firm.  Will  accept  mortgage  from  doctor,  L.  Krivit,  M l)  914-783 
64811 . 


100  SQ  FT.  PROFESSIONAL.  OFFICE  SPACE.  LUXURY,  AIR  CONDI 
tioned  bldg.  Excellent  location.  Near  hospital  and  all  transportation. 
144-63  35th  Ave„  corner  146  St.,  Flushing.  N.Y'.  (212)  275-8550 


COWPKT  HAY.  H ARDEN  SPOT  OF  ST.  THOMAS  RELAX  PEACEFULLY 
in  physician's  own  luxuriously  appointed  villa.  Accommodates  two  to  five. 
* Right  on  private,  virgin  white  beach  safe  for  children  Private  tennis  club  w ith 
' registered  Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat  visits 
and  happy  thank  you  letters  from  pleased  fellow  physicians.  Ott  season  rates 
$35/$50.  Hrochure.  Hilbert  C Norton,  M.D..  101  Jefferson  \ve  , Endicott, 
N.Y  . 11760  Call  after  5 p.m  (607)  ST 5-5810. 

•OR  SALE:  HOME  OFFICE  COMBINATION,  SMITHTOWN.  l.l  Seven 
i room  split.  3 bedrooms,  1 baths,  full  basement,  fully  carpeted,  profes- 
sionally decorated;  landscaped,  fenced,  corner  1/3  acre  opposite  Smithtown 
General  Hospital.  3'  room  air  conditioned  office  with  bath,  room  for 
expansion.  Suitable  G.P..  any  specialty.  Low  50's.  Owner  (516)  265-4244. 


LUSHING  NORTH:  ONE  FAMILY  BRICK  COLONIAL,  4 BEDROOMS. 
2 L baths,  2 enclosed  porches,  living  room  with  fireplace,  finished  basement 
with  bar;  beautifully  landscaped  72  x 100  ft.  plot;  room  for  expansion;  2-car 
garage.  Price  *110,000;  only  12  miles  to  midtown  Manhattan,  and  6 miles  to 
I Bronx.  Retired  owner  Florida  bound.  Principals  only.  (212)539-8942. 


PROFESSIONAL  OFFICE  DESIGN  SERVICES 
Existing  and  new  professional  offices  innovative  ly  planned  furnished  and 
rehabilitated  by  skilled  team  of  design  professionals. 

Space  utilization  studies,  Interior  furniture  & furnishings, 

Preparation  of  construction  drawings  and  specifications, 

Design  of  electro-mechanical  systems  and  equipment, 

Assistance  in  selection  of  contractors,  Supervision  of  construction  and 
installations  of  furniture  and  equipment. 

Wnte  for  particulars:  Gloria  Jaroff  ASID 
16  Upland  Lane,  Armonk,  N.Y.  10504 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


S.YV.  FREEPORT,  L.l  FOR  SALE  BEAUTIFUL  SPLIT  LEVEL.  HOME  WITH 
5'/2  room  office  extension;  corner  plot  73  x 135;  1 block  from  school;  on  local  bus 
route.  Four  bedrooms,  modern  kitchen,  2%  baths,  fireplace,  2 porch’s,  2-car 
garage,  cellar,  all  accessories.  'This  area  needs  an  M I).  Information  call 
(516)  FR  8-1560. 


FOR  SALE:  HOME  & OFFICE,  WEST  NASSAU;  EXCELLENT  LOCA- 
tion  Can  be  converted  into  professional  building;  1/3  acre;  reasonable.  In 
practice  30 years.  Evenings  (516)  285-6776. 


EXCEPTIONAL  LOCATION  FOR  PROFESSIONAL  PRACTITIONER  ON 
scenic  Main  Coast.  Fine  New  England  family  home  with  separate  3 room  pro- 
fessional suite;  5 bedrooms.  2 baths,  spacious  living  quarters,  modern  appli- 
ances; originally  built  by  prominent  local  physician.  Wide  views  over  water 
towards  Bar  Harbor  Mountains,  just  off  U.S.  Highway  1,  with  ample  privacy 
and  parking  area.  Located  in  Sullivan,  Maine,  near  Bar  Harbor,  Acadia  Na- 
tional Park  and  City  of  Ellsworth.  This  area  needs  additional  practitioners, 
as  evidenced  by  waiting  time  of  several  months  for  appointments  with  present 
local  practitioners.  A real  opportunity  to  live  "The  Good  Life”  for  yourself  and 
your  family  in  beautiful  country  surroundings,  with  every  outdoor  seashore 
and  mountain  sport  and  recreation  facility  at  hand  This  fine  property  for 
sale  at  only  $55,000  on  reasonable  terms.  For  information,  photos,  etc., 
write  or  call  Shorelands,  Inc.,  Realtors.  93  High  St.,  Ellsworth,  Me.  04605. 
(207)667-2534. 


1 ST.  EAST.  N Y.C.  PROF.  BUILDING  ELEGANT  MODERN  OFFICE 
t for  psychiatrist,  surgeon  or  young  internist;  with  thermography,  lab.  X- 
c rav.  xerox,  built-in  gallev,  aircond.  Flexible  use  of  1-7  treatment  rooms. 
, (212)  TE  8-2860. 


•JEW  MEDICAL  BUILDING.  SOMERS.  NEW  YORK  (UPPER  WEST- 
chester!  Fall  occupancy.  3.100  unit  condominium  under  construction  near- 
by. No  M.D.’s  in  town.  Exceptional  opportunity.  Call  evenings  (914)  277- 


1EAL  ESTATE  INVESTMENT.  EXCELLENT  TAX  SHELTER.  NASSAU 

* County  commercial  property  containing  professional  building,  modern  shop- 
ping center  and  five  story  office  building,  with  approximately  900  car  parking. 
Real  estate  complex  well  located  and  desirable.  Price  $2,000,000  above  cur- 
rent mortgage.  Terms.  Silberg  & Company.  21  South  Village  Ave..  Rock- 

* ville  Centre.  N.Y.  (516)  536-0555. 


t 


•IEW  JERSEY-BASKING  RIDGE.  SOMERSET  COUNTY.  OFFICE  SPACE 
available  in  new  . modern  professional  building  Home  of  AT&T  Corporate 
headquarters.  Growing  area,  good  location.  Ideal  for  specialist.  Available 
immediately.  Phone  (201)  766-0111.  or  (201)  273-2372. 


FOR  SALE.  GREAT  NECK  ESTATES-LONG  ISLAND.  BEAUTIFUL  CUS- 
tom  brick  ranch  Home-Office;  5/8  Acre,  enclosed  level  landscaped  plot,  living 
room,  dining  room,  large  den,  three  bedrooms,  kitchen,  dinette,  two  tile  bath- 
rooms, plaster  walls,  two-room  office  with  separate  entrance,  full  basement, 
trees,  shrubs,  pool,  park,  dock,  all  year  tennis.  Many  extras.  $130,000. 
516-482-2363. 


HOME  OFFICE  JAMAICA  ESTATES  QUEENS.  3 BEDROOMS,  FAMILY 
room,  modern  kitchen,  finished  basement  Five  room  dental  office  in  sepa- 
rate building.  Good  location  for  any  profession.  Retiring.  (212)  HO  4-0101. 


FOR  SALE:  LARCHMONT.  WESTCHESTER  COUNTY.  RELAX.  SW  IM 
or  play  badminton  in  privacy  of  your  own  mini  estate.  Sparkling  ranch,  7 
rooms,  3 baths,  Florida  room,  paneled  family  room,  large  expansion  area. 
Every  conceivable  appointment.  Mint  condition  inside  and  out.  Near  coun- 
try clubs  and  thruwav.  Taxes  under  $4,000.  Call  between  10  and  4.  (914) 
834-0700. 


PARKCHESTER,  HOME  OFFICE  COMBINATION,  OR  SUITABLE  FOR 
several  doctors.  Finest  location.  Professional  street  facing  Parkchester.  Call 
Monday.  Tuesday  or  Thursday  (2121  892-1222. 


’RIME  MEDICAL  SPACE  FOR  RENT  IN  THE  MASSAPEQUA  PROFES- 
- i sional  Building.  Massapequa.  New  \ork  Particularly  suitable  for  pediatri- 
cian or  other  specialty.  1.500  sq.  ft.,  air  conditioned,  fully  carpeted,  skylit, 
convenient  to  transportation  and  all  local  hospitals,  adequate  off-street  park- 
ing. Owner  will  offer  attractive  concessions,  assistance  with  construction, 
and  or  future  equity  arrangement  in  exchange  for  long  term  lease.  Call  (516) 
798-2230. 


iADIOLOGY  OFFICE  IN  JAMAICA.  ALSO  SUITABLE  FOR  GENERAL 
Practice.  Doctor  retiring.  Call  212-OL.8-4141. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECI AP.1ST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 
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LIFESAVING 
PARTNERSHIP. . . 
AGAINST 

CANCER  QUACKERY 


The  anguish  associated  with 
cancer  is  compounded  by  the 
cancer  quack.  False  hopes  — 
harmful  delays  — shattering 
expenses  — deceptive  diag- 
noses — loss  of  life  — these  are 
hazards  facing  the  cancer  pa- 
tient desperate  enough  to 
seek  a cancer  quack. 

The  problem:  how  to 
divert  the  patient  from  this 
tragic  encounter. 

As  medical  guide,  family 
counselor,  trusted  friend  — 
you,  doctor,  play  a major  role 
in  the  fight  against  cancer 
quackery. 

We  are  here  to  “partner” 
you. 

Our  National  Office  main- 
tains an  up-to-date  central 
clearing  house  for  materials 
on  unproven  methods  of 
cancer  diagnosis  and  treat- 
ment.This  is  a unique  opera- 
tion and  the  principal  source 
of  such  information  in  the 


country.  Its  services  are  widely 
used.  Hundreds  of  inquiries 
are  received  and  answered 
from  all  segments  of  the  com- 
munity, from  coast  to  coast. 

To  trigger  grass-roots  ac- 
tion, we  have  formulated  a 
model  State  Cancer  Remedy 
Act  designed  to  control  the 
promotion  and  sale  of 
unproven  methods  of  cancer 
management.This  has  already 
inspired  nine  states  to  legis- 
late against  cancer  quackery 
— with  active  support  from 
the  medical  community.  Cop- 
ies of  the  model  act,  as  well 
as  copies  of  the  laws  in  effect, 
are  available  in  our  National 
and  Division  offices. 

In  these  actions  against 
cancer  quackery,  as  in  all  our 
efforts  against  cancer,  ours  is  a 
lifesaving  partnership. 

American 
Cancer 
Society  f. 
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Telephone  516-488-6100. 


July  1975/New  York  State  Journal  of  Medicine  1357 

WGO-1 


Some  Fall  meeting  dates  will  be  listed  in  this  issue  to  allow 
you  to  prepare  in  advance. 


1 1:00  a.m. 


YONKERS 


August  1 / 29,  1975 
St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

1975  FAMILY  PRACTICE  SUMMER 
EXTERNSHIP 

CREDIT:  19  hrs  AAFP 

August  1,  9:00  a.m. 

WHAT  IS  ORAL  SURGERY 

J.  DELASHO,  M.D. 

2:00  p.m. 

DIABETES  HYPERGLYCEMIA  (Movie) 
4:00  p.m. 

FAMILY  PRACTICE  CONFERENCE 


August  4,  11:00a.m. 

VAGINAL  BLEEDING 

F.  MAGHAK,  M.D. 

2:00  p.m. 

CHEMOTHERAPY  OF  SOLID  TUMORS 

GLORIA  CHIA,  M.D. 

August  5,  9:30  a.m. 

MEDICAL  ROUNDS 

M.  F.  STEIN.  JR.,  M.D. 

4:00  p.m. 

PEDIATRIC  ROUNDS 

M.  RICE,  M.D. 

August  6,  11:00  a.m. 

ACUTE  RENAL  FAILURE 

A.  JOSHI,  M.D. 

5:00  p.m. 

MEDICAL  JOURNAL  CLUB 

A JOSHI,  M.D. 

August  7,  9:00  a.m. 

LEUKEMIA 

GLORIA  ZAPPIA,  M D 


MEDICAL  CASE  CONFERENCE 


August  8,  1 1:00  a.m. 

X-RAY  CONFERENCE 

DRS.  AVONDA  & LEE 

2:00  p.m. 

RENAL  TRANSPLANTATION  (Movie) 
4:00  p.m. 

FAMILY  PRACTICE  CONFERENCE 


August  1 1,  2:00  p.m. 

SYSTEMIC  L.  E.  (Movie) 

4:00  p.m. 

FAMILY  PRACTICE  JOURNAL  CLUB 

M.  RICE,  M.D. 

August  12,  9:30  a.m. 

MEDICAL  ROUNDS 

M.  F.  STEIN,  JR.,  M.D. 

4:00  p.m. 

PEDIATRIC  ROUNDS 

M.  RICE,  M.D. 


August  13,  10:00  a.m. 

PSYCHIATRIC  EMERGENCIES 

A.  MANISCALCO,  M.D. 

5:00  p.m. 

MEDICAL  JOURNAL  CLUB 

A.  JOSHI,  M.D. 

August  14,  9:30  a.m. 

THERAPY  OF  ARTHRITIS 

M.  SPAGNUOLO,  M.D. 

1 1:00  a.m. 

MEDICAL  CASE  CONFERENCE 


August  15,  2:00  p.m. 

IF  I HAD  AN  ULCER  (Movie) 
3:00  p.m. 

PERIPHERAL  NERVE  INJURIES 
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R.  PICI,  M.D. 

August  18,  10:00  a.m. 
TUMOR  DIAGNOSIS 

W.  FINKELSTEIN,  M.D. 

2:00  p.m. 

POLYCYTHEMIA  VERA 

GLORIA  ZAPPIA,  M.D 


August  19,  9:30  a.m. 

MEDICAL  ROUNDS 

M.  F.  STEIN,  JR.,  M.D. 

1:00  p.m. 

CATECHOLAMINES  IN  SHOCK  (movie) 


August  20,  1 1:00  a.m. 

ELECTROLYTE  IMBALANCE 

A.  JOSHI.  M.D. 

1:00  p.m. 

HEMATOLOGICAL  EMERGENCIES 

R.  FASS,  M.D. 

5:00  p.m. 

MEDICAL  JOURNAL  CLUB 

A.  JOSHI,  M.D. 

August  21,  9:30  a.m. 

DRUG  ALLERGY 

B.  JOSEPHSON,  M.D. 

1 1:00  a.m. 

MEDICAL  CASE  CONFERENCE 
2:00  p.m. 

EKG  III 

F.  FLOOD,  M.D. 


August  22,  1 1:00  a.m. 

X-RAY  CONFERENCE 

DRS.  AVONDA  & LEE 

2:00  p.m. 

HYPERTENSION  (Movie) 

4:00  p.m. 

FAMILY  PRACTICE  CONFERENCE 


August  25,  1 1:00  a.m. 


CARDIAC  ARREST 

R ROSENBAUM,  M.D. 

1:30  p.m. 

PROSTATE  DISEASE 

P.  TUCCI,  M.D, 


August  26,  9:30  a.m. 

MEDICAL  ROUNDS 
11:00  a.m. 

MORTALITY  REVIEW  CONFERENCE 

DRS.  RAFFA  & FINKELSTEIN 


August  27,  11:00  a.m. 

CARDIAC  PACEMAKERS 

R.  ROSENBAUM,  M.D. 

1:00  p.m. 

ANEMIA 

R.  FASS,  M.D. 

5:00  p.m. 

MEDICAL  JOURNAL  CLUB 

A.  JOSHI,  M.D. 

August  28,  9:30  a.m. 

DIGITALIS 

F.  FLOOD,  M.D. 

1 1:00  a.m. 

MEDICAL  CASE  CONFERENCE 
1:30  p.m. 

RENAL  CONFERENCE 

A.  JOSHI,  M.D. 


August  29,  2:00  p.m. 

DYNAMIC  EKG’S 
3:00  p.m. 

PHYSIOTHERAPY  FOR  ARTHRITIS 

R.  PICI,  M.D. 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers,  10701. 
Tel:  914/965-6700. 


NEW  YORK  CITY  AREA 

September  3,  4,  5,  1975 

Memorial  Sloan-Kettering  Cancer  Center 
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Americana  Hotel 

53rd  Street  & 7th  Avenue 

New  York  City 

International  Symposium 

NURSING  CARE  OF  THE  PATIENT  WITH 
CANCER 

This  symposium  is  designed  for  nurses  and 
others  involved  in  planning,  managing,  and  pro- 
viding care  for  patients  with  cancer.  The  pro- 
gram will  include:  The  Management  of  Fami- 
lies in  Crisis,  Helping  the  Child  Cope  with  Can- 
cer, Trends  in  the  Diagnostic  and  Treatment 
Spectrum  of  Breast  Cancer,  The  Multidisciplin- 
ary Approach  to  Rehabilitation,  The  Fourth 
Modality — Immunotherapy,  New  Hope  for  the 
Patient  with  Leukemia,  Bone  Marrow  Trans- 
plantation, Improving  the  Quality  of  Life,  Plastic 
and  Prosthetic  Reconstruction  after  Radical 
Surgery,  The  Integrated  Patient  Care  Audit,  The 
Consumer’s  Point  of  View. 

FEE:  $100  Enclose  name,  address,  state  or  country  with 

checks.  Make  checks  payable  to  Memorial  Sloan-Kettering 
Cancer  Center,  Nursing  Symposium,  850  Third  Avenue,  21st 
Floor,  New  York  10022.  Tel:  212/421-6900. 


September  4 / December  4,  1975 

8:00-10:00  p.m.  Thursdays 

Albert  Einstein  College  of  Medicine 
The  Bronx  County  Medical  Society 
American  Academy  of  Family  Physicians 

3rd  Floor  Lecture  Hall 
Forchheimer  Bldg 
1300  Morris  Park  Avenue 
Bronx 

September  4 

NEWER  ASPECTS  OF 
ELECTROCARDIOGRAPHY 

IRA  RUBIN,  M.D. 

October  2 

PATIENT  EDUCATION  IN  THE 
MANAGEMENT  OF  CHRONIC  DISEASE 

ISADORE  ROSSMAN,  M.D. 

November  6 

VALUE  JUDGEMENT  IN  HISTORY 
TAKING  AND  PHYSICAL  EXAMINATION 

BERTRAM  BELL,  M.D. 

December  4 

THE  PROBLEM-ORIENTED  CASE 
DISCUSSION:  CPC-DIABETES 

SAMUEL  ROSEN,  M D 
IRVING  M RATNER,  M.D. 


This  is  the  2nd  half  of  8 seminars  in  Family  Practice.  The  8 
seminars  approved  for  16  hrs  credit  of  Cat.  1 by  AAFP  & 
AMA  Physicians  Recognition  Award. 

For  further  information  and  registration  contact  Mrs.  Frieda 
Fagin,  Albert  Einstein  College  of  Medicine,  1300  Morris  Park 
Avenue,  Bronx,  10461.  Tel:  212/430-2822. 


September  9,  1975  Course  Begins 

8:00-10:00  p.m.  Tuesdays 

New  York  Medical  College 
Dept,  of  Psychiatry 

5th  Avenue  at  106th  Street 

COMPREHENSIVE  NEUROLOGY  FOR 
PSYCHIATRISTS 

30  sessions  FEE:  $600 

For  complete  bulletin  and  application  contact  Benjamin  J. 
Sdaock,  M.D.,  Director,  Continuing  Education  in  Psychiatry, 
New  York  Medical  College  at  above  address,  New  York 
10029.  Tel:  212/876-5500.  ext.  225. 


September  10,  1975  Course  Begins 

8:00-10:00  p.m.  Wednesdays 

New  York  Medical  College 
Dept,  of  Psychiatry 

5th  Avenue  at  106th  Street 

COMPREHENSIVE  PSYCHIATRY: 
REVIEW  AND  RECENT  ADVANCES 

30  sessions  FEE:  $600 

September  22,  1975  Course  Begins 

8:00-10:00  p.m.  Mondays 

New  York  Medical  College 
Dept,  of  Psychiatry 

5th  Avenue  at  106th  Street 

CLINICAL  ASPECTS  OF  PSYCHIATRY 

15  sessions  FEE:  $500 

October  9,  1975  Course  Begins 

8:00-10:00  p.m.  Thursdays 

New  York  Medical  College 
Dept,  of  Psychiatry 

5th  Avenue  at  106th  Street 

COMPREHENSIVE  GROUP 
PSYCHOTHERAPY 

30  sessions  FEE:  $400 

November  5,  1975  Course  Begins 

8:00  -10:00  p.m.  Wednesdays 

New  York  Medical  College 
Dept,  of  Psychiatry 
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5th  Avenue  at  106th  Street 


University  of  Melbourne 


DIAGNOSIS  AND  TREATMENT  OF 
SEXUAL  DISORDERS 

20  sessions  FEE:  $400 

January  7,  1976  Course  Begins 

2:00-5:00  p.m.  Wednesdays 

New  York  Medical  College 
Dept,  of  Psychiatry 

5th  Avenue  at  106th  Street 

CLINICAL  NEUROLOGY  FOR 
PSYCHIATRISTS 

15  sessions  FEE:  $500 

January  7,  1975  Course  Begins 

8:00-10:00  p.m.  Wednesdays 

New  York  Medical  College 
Dept,  of  Psychiatry 

5th  Avenue  at  106th  Street 

FAMILY  AND  MARITAL  PROCESS 

20  sessions  FEE:  $400 

For  further  information  on  the  above  courses  and  application 
contact  Benjamin  J.  Sdaock,  M.D.,  Director,  Continuing 
Education  in  Psychiatry,  New  York  Medical  College,  5th 
Avenue  at  106th  Street,  New  York  10029.  Tel:  212/876- 
5500.  ext.  225 

September  18  / December  11,  1975 

5:00  p.m.  Thursdays 

The  New  York  Hospital 
Cornell  Medical  Center 

525  East  68th  Street 

ROGOSIN  SEMINARS  IN  NEPHROLOGY 
September  18 

RADIATION  NEPHRITIS 

JACOB  CHURG,  M.D. 

Mt.  Sinai  School  of  Medicine 

October  16 

NEPHROTIC  SYNDROME  MINIMAL 
CHANGE 

J.  S.  CAMERON,  M.D. 

Guy's  Hospital 

November  20 
PROTEINURIA 

ViCTOR  E.  POLLAK,  M.D. 

University  of  Cincinnati  College  of  Medicine 

December  11 

ANTI-COAGULANTS  AND 
GLOMERULONEPHRITIS 

PRISCILLA  KINCAID-SMITH,  M.D. 


September  19,  1975 

9:30  a m. -4:00  p.m.  Thursday 

American  Heart  Association 
New  York  State  Affiliate,  Inc. 

Biltmore  Hotel 
New  York  City 

HYPERTENSION:  A PRACTICAL 
APPROACH 

1.  Epidemiology  of  Hypertension,  “Why  We 
Have  Failed.” 

MARVIN  MOSER,  M.D. 

2.  Hemodynamics  of  Hypertension 

EDWARD  FROLHICH.  M.D. 

3.  Hypertension  and  the  Kidney 

MORTON  MAXWELL,  M D. 

4.  Endocrinopathies  in  Hypertension:  “The 
Renin  Debate” 

JAMES  MELBY,  M.D. 

5.  Pharmacology  of  Presently  Available  and 
Newer  Antihypertensive  Drugs 

LESLIE  BAER,  M.D. 

6.  Therapy  of  Hypertension  and  its 
Complications:  Long  Term  Results — 
Patient  and  Physician  Compliance 

MARVIN  MOSER,  M.D. 

FEE:  $25  Registration  fee  must  accompany  registration 
form.  Deadline  for  registration  is  August  1,  1975. 

For  further  information  contact  the  American  Heart 
Association,  New  York  State  Affiliation,  Inc.,  3 West  29th 
Street,  New  York  10001.  Tel:  212/686-3860. 


September  19,  1975 

1 1:00  a m.  Thursday 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

THE  OPTHALMOSCOPIC  EXAMINATION 
AS  AN  AID  IN  DIAGNOSIS  AND 
TREATMENT 

DR.  HAHN 


CLINTON  COUNTY 

September  27,  1975 

International  College  of  Surgeons 

New  York  State  Cancer  Society-Clinton  County 
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Unit 

CV-PH  Medical  Center 

CV-PH  Medical  Center 
100  Beekman  Street 
Plattsburgh 

4th  ANNUAL  CANCER  TEACHING  DAY 

1.  Carcinoma  of  the  Lung 

2.  Carcinoma  of  the  Ovary 

3.  Malignant  Melanoma 

4.  Immunology  & Epidemology  of  Cancer 

For  further  information  contact  Dr.  Nicholas  Scors,  52  Court 
Street,  Plattsburgh,  12901.  Tel:  518/563-2277. 


OCTOBER  DATES 


NEW  YORK  CITY 

October  13-17,  1975 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

GENERAL  DIAGNOSTIC  RADIOLOGY 

The  course  is  designed  as  a review  for  the 
practicing  radiologist  & will  also  assist  those 
preparing  to  take  boards  in  radiology.  Cur- 
rent information  in  subspecialty  areas  of  ra- 
diology including  uroradiology,  gastrointesti- 
nal radiology,  chest  and  cardiac  radiology, 
bone  and  joint  radiology  and  neuroradiology 
will  also  be  presented. 

FEE:  $275  Residents  and  fellows  in  approved  training 
programs  will  be  eligible  for  a $175  fee. 

For  further  information  and  application  contact  Office  of  the 
Associate  Dean,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  10016.  Tel:  212/ 
679-3200.  ext.  4037. 

October  20-24,  1975 

Columbia  University  College  of  P & S 

Columbia-Presbyterian  Medical  Center 
Review  Course 

OBSTETRICS  & GYNECOLOGY 

The  course  includes  a survey  of  the  major 
clinical  and  pathological  problems  pertaining 
to  the  female  reproductive  system.  Empha- 
sis will  be  placed  on  the  diagnosis  and  man- 


agement of  the  obstetrical  and  gynecological 
disorders,  including  infertility,  endocrine 
problems,  and  malignant  diseases,  in  view  of 
modern  advances  in  basic  knowledge  and 
clinical  practice. 

FEE:  $300  Residents  $150 

For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 
Tel:  212/579-3682. 


LAKE  PLACID 


October  7-10,  1975 

New  York  Trudeau  Society,  an  American 

Thoracic  Society  Chapter 

American  Thoracic  Society 

American  Lung  Association  of  New  York  State 

New  York  Lung  Association 

Lake  Placid  Club 
Lake  Placid 

Fourth  Annual  Trudeau  Postgraduate  Pulmonary  Course 

PHYSIOLOGIC  MANAGEMENT  OF  ACUTE 
AND  CHRONIC  RESPIRATORY  FAILURE 

The  course  is  aimed  at  instructing  physicians 
in  the  practical  use  of  physiologic  testing  in 
the  management  of  acute  and  chronic  re- 
spiratory failure.  Emphasis  will  be  placed 
on  the  more  readily  available  pulmonary 
function  tests,  such  as,  arterial  blood  gases 
and  spirometry.  Participants  will  discuss  a 
wide  variety  of  case  material  which  includes 
status  asthmaticus,  adult  respiratory  distress 
syndrome,  complex  acid-base  disturbances, 
neuromuscular  and  skeletal  disorders,  inter- 
stitial lung  disease  and  chronic  obstructive 
pulmonary  disease. 

FEE:  $150  payable  upon  notification  of  acceptance. 
Pulmonary  interns,  residents  and  fellows  may  wish  to  contact 
their  local  lung  association  for  financial  assistance.  Tuition 
refunds,  excluding  $25  registration  fee  will  be  made  for 
cancellations  received  prior  to  October  1,  1975. 

CREDIT:  AMA  Physician's  Recognition  Award.  AAFP 
applied  for. 

For  further  information  contact  Richard  Barnes,  Executive 
Secretary,  New  York  Trudeau  Society,  8 Mountain  View 
Avenue,  Albany,  12205.  Tel:  518/459-4197. 


SYRACUSE  AREA 


October  29-31,  1975 
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State  University  of  New  York 
Upstate  Medical  Center 

750  East  Adams  Street 
Syracuse 

X ANNUAL  REFRESHER  COURSE  FOR 
THE  PRACTICING  PHYSICIAN 

The  purpose  of  this  course  is  to  acquaint  the 
anesthesiologist  with  recent  developments  in 
the  field  and  their  application  in  practice. 

FEE:  $80 

For  further  information  contact  Office  of  Graduate  and 
Continuing  Education,  State  University  of  New  York,  Upstate 
Medical  Center,  750  East  Adams  Street,  Syracuse,  13210 
Tel:  315/473-4607. 


NOVEMBER  DATE 


NASSAU  COUNTY 


November  6 & 7,  1975 
Nassau  County  Medical  Center 

Island  Inn 

Old  Country  Road 

Westbury,  Long  Island 

Fourth  Willis  J.  Potts  Memorial  Seminar 

1.  The  Role  of  the  Primary  Care  Physician 

2.  Unusual  Problems  in  Pediatric  Surgery 

3.  Common  Problems  in  Pediatric  Surgery 

WILLIAM  BROWN,  M.D.;  GARY  CARPENTER,  M.D.; 
ANTONY  DIBENEDETTO,  M.D.;  ROBERT  FILLER,  M.D.; 
JOHN  E.  HALL,  M.D.;  W HARDY  HENDREN,  M.D.; 
PHILIP  LANZKOWSKY,  M.D.;  HUGH  LYNN.  M.D.; 
LAWRENCE  PICKETT,  M.D.;  MARGARET  RICE,  M.D.; 
THOMAS  V.  SANTULLI,  M.D.;  COLONEL  ROBERT 
SHERZ,  M.D.;  DAVID  J.  STEWARD,  M.D.;  ORVAR 
SWENSON,  M.D. 

For  further  information  contact  Platon  J.  Collipp,  M.D., 
Chairman,  Dept,  of  Pediatrics,  Nassau  County  Medical 
Center,  2201  Hempstead  Turnpike,  East  Meadow,  New  York 
11554.  Tel:  516/542-2177. 


OUT-OF-STATE 


CHICAGO 


October  7-12,  1975 
University  of  Chicago 


The  Dept,  of  Psychiatry,  Psychosomatic  and 
Psychiatric  Institute  for  Research  and  Training 
Michael  Reese  Medical  Center 

Center  for  Continuing  Education 
University  of  Chicago 

27th  ANNUAL  SCIENTIFIC  PROGRAM 
AND  WORKSHOPS  OF  THE  SOCIETY 
FOR  CLINICAL  AND  EXPERIMENTAL 
HYPNOSIS 

For  further  information  contact  Mrs  Marion  Kenn,  Adm. 
Secretary,  SCEH,  205  West  End  Avenue,  Apt  IP,  New  York 
10023. 


PALM  SPRINGS,  CALIFORNIA 


October  15-19,  1975 

American  Association  for  Clinical  Immunology 
and  Allergy 

Riviera  Hotel 

Palm  Springs,  California 

ANNUAL  MEETING 

For  further  information  contact  Howard  Silber,  Staff 
Administrator,  AACIA,  P.O.  Box  912,  DTS,  Omaha,  Nebraska, 
68101.  Tel  402/558-5345. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  716/589-71 17. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  and 
Ob/Gyn  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  3 1 5/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 
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CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker.  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


BROOKLYN,  N.Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunity  for  private  referrals  from  Pediatric  Staff. 

CONTACT:  Gerald  M.  Blum,  M.D.,  Chief,  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brooklyn,  N.Y.  11238.  Tel  212/240- 
1701. 


BROOKLYN,  N.Y  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman.  M D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn.  N.Y.  11212.  Tel.  212/240-6126 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 
group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y..  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CATO,  N.Y.,  Cauyga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham.  N.Y.  12110.  Tel:  518/783-5571. 


COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  1 16,  Colton,  N.Y. 
13625. 


CORNING  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 

CONTACT:  Stephen  E.  Pier',  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 
Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N.Y.  14901.  Tel:  607/734-5117. 
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ELMIRA,  N.Y.,  Chemung  County.  Internist  wanted  tor  group. 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  N Y.  14901.  Tel:  607/734-8624 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr  Robert  L.  Beard,  Ass  t.  Adm.,  Arnot-Ogden 
Memorial  Hospital,  Elmira,  N.Y.  14901 . Tel:  607/737-4100. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group 

CONTACT:  Mr  Paul  A Hoyt,  Fulton,  N.Y.  13069  Tel:  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y  13778.  Tel:  607/656-4115. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm..  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gy n. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County,  family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.'s  and  Family 
Physicians  to  practice  in  a group  format. 

CONTACT:  Mr.  Ronald  J.  Fryzel,  Adm.  Ass’t.,  Jamestown 
General  Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 
Tel:  716/484-1161. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847  Tel:  518/624-2111. 


MAHOPAC,  N Y.,  Putman  County.  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M Poritzky,  D M D , 22  Putnam 

Professional  Park,  Mahopac,  N.Y.  10541.  Tel:  914/628- 
3473 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  Internist  and 

F.P.’s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  Physicians. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of 
Commerce,  Inc.,  116  Park  Ave.,  Mechanicville,  N.Y.  12118 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph’s  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse.  N.Y.  13203. 
Tel:  315/474-6011. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 
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PORT  JEFFERSON.  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel:  518/346-7748. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed. 
Two  Internists  and  a Pediatrician  for  Tri  Town  area. 

CONTACT:  Mr.  E.  B.  Watson,  Pres.,  Board  of  Managers;  or  Mr. 
J.  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  N.Y. 
13838.  Tel:  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or  Sur- 
geon. Guarantee  available. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N.Y. 

14551.  Tel:  315/483-9136. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  E.  Fisher,  D.D.S.,  Adm.  Myers  Community 
Hospital,  Sodus,  N.Y.  14551.  Tel:  315/483-9161. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N Y.  14428.  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm  , Dept,  of  Surgery,  St 
Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D..  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986  Tel:  518/891-3131. 


SAUGERTIES,  NY,  Ulster  County.  Family  Physician. 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT:  Everett  Forman,  M.D.,  Stamford,  N.Y.  12167.  Tel: 
607/652-7324. 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certified  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 
Stamford,  N.Y.  12167.  Tel:  607/652-7312. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT.  Mr.  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell.  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.'s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
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Recruitment,  Taylor-Brown  Memorial  Hospital.  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon 

CONTACT:  Mr  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P O.  Box  127,  Waverly,  N Y.  14892  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann.  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N Y.  14701.  Tel:  716/ 
664-3706 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N Y.  12887.  Tel:  518/499-0228 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N Y.  13492.  Tel:  315/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


Physicians  who  wish  to  apply  to  the  MSSNY’s  Physicians’  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians’  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  Ms.  Emily  Dinkelacker,  Village  of 
Athens. 


BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  For 
further  information  contact  William  Ferris,  Executive  Director, 
Gillam  Community  Center,  Bergen  14416.  Tel:  < 716/494- 
1621. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mrs.  William  R.  Macfarlane,  West- 
winds,  East  Chatham  12060.  Tel:  518/781-4434. 


CHAUTAUGUA,  N.Y.,  Chautaugua  County  needs  a Family  Physi- 
cian for  July  and  August  1975.  For  further  information  con- 
tact G.  L.  Lester,  M.D.,  1 Morris  Avenue,  Chautaugua. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  For  further  information  con- 
tact Donald  R.  Gibbs,  M.D.,  Cortland  Tel:  607/756-9941 

GRANVILLE,  N.Y.,  Washington  County  needs  a Family  Physician, 
Internist  or  Pediatrician.  For  further  information  contact  Rob- 
ert Vander  Minder,  Telescope  Furniture  Co.,  Granville. 

HERKIMER,  N.Y.  needs  an  Internist  or  a Family  Physician.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-3464 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician.  For 

further  information  contact  Watson  L.  Walden,  Business  Manag- 
er, Karl  Medical  Group,  P C.,  20  Elm  Street,  Hornell,  14843.  Tel: 

607/324-1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  David  Jacobs,  Sec.,  Mountain  Top 
Medical  Building  Inc.,  Hunter,  12442. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
For  further  information  contact  Arthur  Howard,  M.D.,  Chair- 
man, Physician  Recruitment  Committee,  Johnstown  Hospital, 
201  S Melcher  Street,  Johnstown,  12095. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
For  further  information  contact  Clinton  J.  Mossman,  Mayor, 
Municipal  Building,  Box  00,  Philmont,  12565.  Tel:  518/672- 
7032. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  Lake  12983. 
Tel:  518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage  . For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  For  further  Infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician. 
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CONTACT:  Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospi- 
tal, 37  N.  Chemung  Street,  Waverly  14892.  Tel:  607/565- 
2861. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895  Tel:  716/593-1100. 


DIRECTOR  OF  MEDICAL  EDUCATION 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a part-time  physician 
to  initiate  and  coordinate  graduate  medical  education  pro- 
grams for  physicians,  dentists,  podiatrists,  nurses  and  allied 
health  personnel.  The  services  would  not  exceed  24  hours 
per  week.  Contact:  St.  John's  Smithtown  General  Hospital, 
Smithtown,  11787. 


INTERNISTS: 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stevenson,  Ass't  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street. 
14203.  TEL:  716/845-7490. 

GRANVILLE,  N.Y.,  Washington  County  needs  an  Internist.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

HERKIMER,  N.Y  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420 
Tel:  315/369-2464. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865  Tel:  607/535- 

7121. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/42-1-3863. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 


NEUROSURGEON 

SMITHTOWN,  N Y.,  Suffolk  County  needs  a Neurosurgeon  For 
further  information  contact  A.  G Zippin,  M D.,  100  Maple  Av- 
enue, Smithtown,  1 1787  Tel:  516/265-0606. 


OBSTETRICIAN/GYNECOLOGISTS 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  For  further  information  contact 
Mr.  Stewart  Redman,  Adm.,  Community  Hospital,  Harper 
Street,  Stamford  12167.  Tel  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  For  further  information  contact  Thomas  E.  Lavell, 
M.D.,  Delaware  Valley  Hospital,  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-4101. 


PEDIATRICIANS 

GRANVILLE,  N.Y.,  Washington  County  needs  a Pediatrician.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


RADIOLOGIST 

SMITHTOWN,  N.Y  Suffolk  County  needs  a Radiologist  to  work 
part-time  or  four  day  week.  For  further  information  contact 
Robert  Bloom,  M.D  , 498  Route  111,  Smithtown  11787. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  For  further  information  contact  Mr.  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place,  New 
York,  10038. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians'  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA. 
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Now  there’s  Modane.  One  tablet  with  the  evening  meal  provides  comfortable 
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Because  it’s  reliable.  Because  it’s  predictable.  Because  it’s  gentle. 


MODANE 


WARREIU-TEED 

pharmaceuticals  incorporated 

SUBSIDIARY  OF  ROMM  AND  HAAS  COMPANY 

COLUMBUS.  OHIO  43215 


LAXATIVE  TABLETS 


Neiu  York  State  Journal  of  Medicine 

Published  monthly  with  the  Convention  issue  added  in  January  and  Minutes  of  the  House  of  Delegates  issue  added  in  September 
by  the  Medical  Society  of  the  State  of  New  York.  Copyright  1975  by  the  Medical  Society  of  the  State  of  New  York.  Editorial, 
Circulation,  and  Advertising  Offices:  420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040.  Change  of  Address:  Notice  should  state 
whether  or  not  change  is  permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required  to  effect  a change  of  ad- 
dress. Fifty  cents  per  copy — $3.50  per  year.  Second-class  postage  paid  at  New  Hyde  Park,  N.  Y.,  and  additional  mailing  office. 
POSTMASTER  Send  POD  form  3579  to  New  York  State  Journal  of  Medicine,  420  Lakeville  Rd.,  Lake  Success,  N.  Y.  11040. 


Contents 


AUGUST  1975  VOLUME  75  NUMBER  9 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  ex- 
pressed in  the  articles  contributed  by  individual  authors.  Contributions  ac- 
cepted for  original  publication  only. 


Scientific  Articles 

1403  Alpha-Fetoprotein  Assay;  Significance  and  clinical  applications 

A.  I.  Pick,  M.D.,  Y.  Shoenfeld,  M.D.,  S.  Schreibman,  M.Sc.,  H.  Weiss,  B.S.,  and  M. 
Ben-Bassat,  M.D. 

1413  Thyrotropin-Releasing  Hormone;  Clinical  uses 

Yulin  Yao,  M.D. 

1417  Radiology  of  Hepatic  Abscess 

Manuel  A.  Madayag,  M.D.,  Richard  S.  Lefleur,  M.D.,  Philip  Braunstein,  M.D., 
Elliott  Beranbaum,  M.D.,  and  Morton  Bosniak,  M.D. 

1427  Basal-Cell  Carcinoma  in  Office  Practice 

Laszlo  Biro,  M.D.,  F.A.C.P.,  Ely  Price,  M.D.,  and  Peter  MacWilliams,  M.D. 

1434  Neuroblastoma  in  Adolescence  and  Adulthood 

Chik-Kwun  Tang,  M.D.,  and  Steven  I.  Hajdu,  M.D. 

1439  Medical  Consequences  of  Teenage  Sexuality 

Alan  R.  Hinman,  M.D.,  George  Stroh,  Jr.,  B.A.,  Melita  C.  Gesche,  M.D.,  and 
Kenneth  F.  Whitaker,  M.D. 

1443  Candicidin  Tablets  and  Ointment  in  Treatment  of  Candidal  Vaginitis 
Kenneth  N.  More.se,  M.D.,  F.A.C.S.,  F.A.C.O.G. 

1448  Inventory  of  Surgical  Operations  for  Cardiac  Structural  Sequels  of  Myocardial  Infarction; 
Part  II 

David  Chas.  Schechter,  M.D.,  F.A.C.S. 

1460  Medical  Problems  of  Ear  Piercing 

Robert  J.  Biggar,  M.D.,  and  Glenn  E.  Haughie,  M.D. 

1463  Glucose,  Insulin,  and  Potassium  Therapy  for  Heart  Disease 
Richard  J.  Kones,  M.D. 

1493  Presenile  Dementia 

Maurice  H.  Charlton,  M D. 

Clinicopathologic  Conference 

1496  Severe  Polydipsia  and  Polyuria 

Beehman-Downtown  Hospital 

Electrocardiograms  of  the  Month 

1507  Questions  179  and  180 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Case  Reports 

1 509  The  Swiss  Connection 

Robert  P.  Whalen,  M.I)  , M.P.H.,  and  Robert  Silverman,  Pk.G. 

1512  Recovery  Following  Massive  Self-Poisoning  with  Aspirin 

Stuart  H.  James,  B.A.,  MT(ASCP),  and  Joseph  F.  Martinak,  M.D. 


continued  on  page  1 374 


1370  New  York  State  Journal  of  Medicine/ August  1975 


• more  effective — 49%  more  acid  neutral- 
izing  capacity  than  the  next  leading 
antacid.* 

• greater  patient  acceptance  — over  25 
years’  experience  with  millions  of  patients. 


• less  sodium—  36%  less  sodium  than  the 
next  leading  antacid. 

Minty  Maalox.  Well  tolerated,  month  after 
month. . .year  after  year. 

*per  minimum  recommended  dose. 


• less  costly—  50C  less  per  bottle  than  the 
next  leading  antacid. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


Although  a medical  scrihe 
of  ancient  Egypt  first  made  reference  to  dia- 
betes mellitus  in  man,  today,  nearly  4000  years  later,  only 
meager  specific  knowledge  exists  as  to  the  basic  cause  of  the 
disease.  Without  such  knowledge  it  has  been  possible  to 
provide  for  limited  control  only  after  diabetes  manifests 
itsell  in  the  form  of  elevated  blood  glucose.  The  possibility 
of  prevention  or  even  cure  of  diabetes,  however,  must  de- 
pend on  a full  understanding  of  the  genetic  defect  and/or 
defects  underlying  the  disease.  Our  current  understanding 
of  diabetes  may  be  compared  to  our  former  understanding 
of  another  disease  of  metabolic  abnormality,  phenyl- 
ketonuria; only  when  the  genetic  lesion  of  that  disease  was 
discovered  did  it  become  possible  to  institute  current  pro- 
grams of  treatment. 


may,  over  the  next  several  years, 
have  significant  bearing  on  our  under- 
standing of  diabetes  and,  hopefully,  on 
our  ability  to  control  it. 

The  Chinese  Hamsters 

In  the  middle  fifties,  a group  study- 
ing cytogenetics  in  Chinese  hamsters  at 
the  Children’s  Hospital  Medical  Center, 
Boston,  Massachusetts,  discovered  that  certain 
hamsters  develop  diabetes  spontaneously.  The 
Upjohn  Research  Group  obtained  some  of  these  ham- 
sters in  1962,  and  by  controlled  inbreeding,  succeeded  over 
the  years  in  producing  large  numbers  of  diabetic  animals  for 
study.  To  assure  continuity  of  the  research  in  the  event  of  a 
catastrophe,  duplicate  breeding  stock  of  all  the  inbred 
families  are  maintained  at  another  site.  These  are  the  only 
such  colonies  in  the  United  States  today.  In  the  course  of  the 
research,  Upjohn  has  cooperated  with  scientists  in  academic 


Normal  Chinese  hamster, 
pancreatic  tissue.  Note  blue- 
stained  insulin  granules  which 
appear  within  the  beta  cells  of 
the  islet  of  Langerhans, 


ON  THE  FRONTIERS  OF  DIABETIC  RESEARCH... 

What  is  Diabetes? 


Basic  Diabetes  Research  at  Upjohn 

For  more  than  ten  years  the  Diabetes  and  Athero- 
sclerosis Research  Group  at  The  Upjohn  Company  (V.  E, 
IJulin,  Director;  G.  C.  Gerritsen;  M.  G.  Soret;  A.  Y.  Chang) 
has  addressed  itself,  in  a series  of  unique  experiments,  to  the 
cry  bask  question:  What  is  diabetes?  As  with  all  such  funda- 
' ntal  r esearch,  practical  results  are  slow  in  coming  and  the 
of  the  ( Jroup  has  at  times  raised  more  questions  than 
i>  ben i able  to  answer.  It  appears  now,  however,  that  the 

resea i I,-  is  moving  toward  important  conclusions  which 


Diabetic  Chinese  hamster, 
pancreatic  tissue.  Insulin 
granules  are  almost  totally 
absent.  Though  beta  cells  are 
present,  there  is  some  de 
granulization  and  vacuoliza- 
tion The  diabetic  process  is 
similar  to  that  observed  in 
human  pancreatic  tissue, 


centers,  both  in  America  and  abroad,  in  various  specialized 
studies.  When  possible,  these  scientists  have  come  to  work  for 
a time  in  Upjohn  laboratories.  In  other  cases,  specially  se- 
lected hamsters  were  transported  to  outside  research 
facilities. 


noted  during  the  siege  of  Paris  in  1870,  and  during  and 
immediately  after  World  War  II  in  Europe.  It  has  been 
postulated  that  decreased  food  intake  during  these  periods 
may  have  delayed  the  onset  of  the  disease  or  reduced  its 
severity  to  a point  where  hyperglycemia  did  not  appear. 


Closer  to  Man 

While  other  species  besides  man  develop  diabetes 
spontaneously,  the  Chinese  hamster  appears  to  lx-  the  best 
laboratory  animal  model  to  study,  since  its  disease  is  re- 
markably similar  to  diabetes  in  man.  Chinese  hamster  dia- 
betes, like  human  diabetes,  is  a complex  disease.  Like 
humans,  the  hamsters  have  more  than  one  variety  of  di- 
abetes, including  the  juvenile,  insulin-dependent  type  as 
well  as  the  maturity-onset  type.  They  also  develop  patho- 
logical lesions  in  the  retina,  kidney,  and  peripheral  nerves, 
as  do  human  diabetics. 

Diabetes  is  as  complicated  genetically  in  hamsters  as  it 
is  in  man.  The  type  and  severity  of  the  disease  appears  to  vary 
with  the  number  of  genes  involved.  Fortunately,  genetic 
analysis' can  progress  faster  in  the  hamster  since  two  or 
three  generations  can  be  produced  per  year. 


Hamsters  with  Diabetic  Genes  Overeat 

Perhaps  one  of  the  most  significant  observations  is 
that  hamsters  with  diabetic  genes  have  significantly  in- 
creased food  consumption  prior  to  development  of  clinical 
signs  of  diabetes.  Further,  if  the  animal  with  diabetic  genes 
were  limited  to  a normal  amount  of  food,  onset  of  diabetes 
could  be  delayed  and  reduced  in  severity,  and  the  animal 
could  have  a normal  life  span  of  34-35  months.  Those 
animals  that  develop  the  clinical  symptoms  have  a shorter 
life  span,  which  varies  with  the  severity  of  the  disease.  Inter- 
estingly, decreases  in  the  incidence  of  human  diabetes  were 


Peripheral  diabetic  neuro- 
pathy. Top  photo,  Chinese 
hamster;  bottom  photo  58- 
year-old  diabetic  man.  The 
encirclement  of  myelinated 
nerve  fibers  by  thin  Schwann 
cell  processes,  indicated  by 
arrows,  is  a cellular  reaction 
to  chronic  demyelination,  and 
is  a characteristic  finding  in 
this  condition  in  both  man  and 
the  Chinese  hamster. 


Implications  for  the  Future 

The  purpose  of  the  Upjohn  Research  Group  is  to 
attempt,  through  its  work  with  the  Chinese  hamsters,  to  find 
the  basic  genetic  lesion  or  lesions  associated  with  diabetes. 
Such  knowledge  could  provide  the  information  necessary 
to  predict  the  disease  in  humans,  to  define  its  exact  mode  of 
inheritance,  and  to  initiate  studies  aimed  at  correcting  the 
defect  or  defects.  I lopefully,  it  will  eventually  be  possible  to 
devise  methods  to  prevent  the  development  of  the  abnor- 
malities associated  with  the  disease,  if  the  defect  or  defects 
can  lx*  corrected.  Such  methods  may  replace  all  treatment 
in  use  today. 

Already,  a beginning  has  been  made  in  the  establish- 
ment of  programs  to  apply  the  information  gained  from  the 
hamster  research.  The  Upjohn  Group  is  currently  working 
with  pediatric  endocrinologists  in  an  attempt  to  define  the 
genetics  of  human  diabetes  and  to  confirm  retrospectively 
whether  the  discoveries  concerning  dietary  manipulation 
in  genetically  diabetic  hamsters  can  be  applied  to  humans. 
Should  the  results  of  these  investigations  be  positive,  and  if 
it  becomes  possible  through  further  work  w ith  the  hamsters 
to  identify  prediabetic  humans  before  they  develop  signs  of 
the  disease,  an  enormous  stride  will  have  been  made.  Even 
though  the  investment  in  this  research  is  made  with  no 
guarantee,  this  risk  must  be  undertaken. 

.Yore.  For  bibliography  of  published  papers,  please  write  to  W.  E. 
Dulin,  PhD,  Upjohn  Diabetes  and  Atherosclerosis  Research  Group, 
7241-25-9,  Kalamazoo,  Michigan  49001. 
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prevention 


Use  itto  prevent  a topical  infection.  Ortotreatone  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin5  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS;  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS;  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request 'from  Professional  Services  Dept.  PML. 
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If  these  six  people  don’t  impress  you, 
maybe  the  companies  who  hired  them  will. 


These  people  aren’t  actors.  They 
are  real  people  doing  real  jobs  for 
real  companies. 

Take  Joseph  Minikovsky,  for 
example  (top  left),  an  electronic 
maintenance  engineer.  He  has 
learned  to  use  one  hand  the  way 
most  people  in  his  field  have  to  use 
two.  As  quickly,  as  efficiently,  as 
accurately.  He’s  a cracker  jack 
technician  and  the  National  Broad- 
casting Company  knows  it.  Yes,  he 
works  for  NBC. 

Robert  Thompson  (top  center) 
is  a mechanical  engineer.  At  Syska 
& Hennessy  in  New  York. 

Frank  Gaal  (top  right),  a ma- 
chine operator  for  Con  Edison. 
James  Withers  (bottom  left), 
administrative  assistant  with 


Control  Data  Corporation. 

Mildred  Hudson  (bottom  cen- 
ter), a coding  and  terminations 
clerk  for  Standard  Security  Life 
Insurance. 

And  Thomas  Clancy  (bottom 
right)  is  one  of  the  best  computer 
programmers  New  York  Univer- 
sity ever  had. 

They’re  all  working.  At  jobs 
they  enjoy.  For  companies  who  are 
very  grateful  to  have  them. 

You  see,  despite  their  obvious 
disabilities,  these  people  are 
skilled,  hard-working  men  and 
women.  And  traits  like  that  are 
hard  to  come  by  these  days.  (Ms. 
Hudson’s  supervisor  told  us  she 
was  one  of  only  three  people  in 
their  company  who  made  it  to  work 


during  a heavy  snowstorm.) 

It  takes  a lot  of  determination 
and  many  months  of  rehabilita- 
tion to  get  where  these  people  are. 

But  it  takes  very  little  more 
than  a letter  to  find  people  like 
them  and  hire  them. 

The  Director  of  Vocational  Re- 
habilitation in  your  state  has  a file 
of  skilled,  trained,  rehabilitated 
people  in  every  field.  Ready,  will- 
ing and  able  to  work. 

Write  to  him,  next  time  you 
have  an  opening.  His  office  is  in 
your  state  capital. 

And  join  the  impressive  ranks 
of  Con  Edison.  And  NBC.  And 
Syska  & Hennessy.  And  Control 
Data.  And  Standard  Security  Life. 
And  NYU. 


Write  the  Director  of  Vocational  Rehabilitation  in  your  State  Capital. 

'■  U.S.  Department  of  Health,  Education,  and  Welfare.  A Public  Service  of  This  Magazine  & The  Advertising  Council 
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Medical  News 


Patient  recruitment  for  new  national 
cooperative  clinical  trial 

The  National  Heart  and  Lung  Institute  (a  Bureau  of 
the  National  Institutes  of  Health,  one  of  six  agencies 
comprising  HEW’s  Public  Health  Service)  announces 
the  initiation  of  patient  recruitment  for  a new  National 
Cooperative  Clinical  Trial,  the  Aspirin  Myocardial  In- 
farction Study  (AMIS). 

It  has  been  postulated  that  thrombosis  plays  a major 
role  in  both  the  early  and  late  stages  of  coronary  artery 
occlusion  and  that  platelet  aggregation  is  a large  compo- 
nent in  the  formation  of  arterial  thrombi.  Aspirin,  in 
small  doses,  inhibits  platelet  aggregation  for  prolonged 
periods  of  time,  and  therefore  might  be  of  value  in  pre- 
venting or  retarding  coronary  occlusion  in  subjects  with 
coronary  heart  disease.  This  would  be  reflected  in  a de- 
crease in  the  incidence  of  myocardial  infarction  and  a 
decrease  in  mortality. 

To  test  this  hypothesis,  AMIS  is  seeking  to  enlist  men 
and  women,  aged  thirty  to  sixty-nine,  who  have  sus- 
tained a documented  myocardial  infarction  no  less  than 
eight  weeks  or  more  than  sixty  months  prior  to  entry 
into  the  study.  These  subjects  will  be  randomly  allocat- 
ed into  control  and  experimental  groups  with  double- 
blind control  of  assigned  medication  over  the  follow-up 
period  of  three  years. 

The  cooperation  and  support  of  the  medical  profes- 
sion is  essential  for  the  success  of  the  study.  About 
4,200  participants  will  be  necessary  to  satisfy  the  statis- 
tical design  of  the  study.  Physicians  can  greatly  assist 
in  recruitment  of  these  subjects  by  identifying  those 
among  their  patients  who  qualify  and  referring  them  to 
a clinical  center  in  their  area. 

The  participating  clinical  centers  and  principal  inves- 
tigators in  the  New  York  area  are:  Cornell  University 
Medical  College,  New  York,  New  York  10021,  Stephen 
Scheidt,  M.D.  (212)  472-5600;  and  Long  Island  Jewish- 
Hillside  Medical  Center,  New  Hyde  Park,  New  York 
11432,  Paul  Samuel,  M.D.  (212)  380-0110.  Inquiries 
about  the  study  may  also  be  made  to  the  National  Heart 
and  Lung  Institute.  Contact:  Dr.  William  Friedewald, 
Project  Officer,  AMIS  Study,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014,  phone  (301)  496- 
4323. 

The  question  posed  by  this  important  clinical  investi- 
gation has  major  public  health  implications.  The 
knowledge  to  be  gained  from  a successful  study  may 
benefit  many  millions  of  individuals. 

Breast  self-examination  film 

A New  York  City  Health  Department  film  on  “Breast 
Self-Examination”  which  instructs  women  on  how  to 
conduct  breast  self-examinations  has  won  the  Blue  Rib- 
bon first  prize  award  of  the  American  Film  Festival. 

The  film,  “Breast  Self-Examination  A Plan  for  Sur- 

' '^terial  for  inclusion  for  the  medical  new1  section  must  be. 

■ iveri  eif(ht  weeks  prior  to  publication  date 


vival,”  was  federally-funded  and  produced  by  the 
Health  Department’s  Maternal  and  Infant  Care-Family 
Planning  Project  and  has  been  shown  iocally  at  schools, 
health  centers,  and  many  other  locations  over  the  past 
year.  Seven  hundred  copies  of  the  film  are  now  in  use 
in  most  states  and  many  foreign  countries. 

According  to  New  York  City  Health  Commissioner, 
Lowell  E.  Beilin,  M.D.,  the  eight  and  a half  minute  film 
which  is  available  in  both  English  and  Spanish,  “Should 
be  seen  by  every  girl  and  woman  in  the  United  States 
because  it  is  well  produced,  clear,  and  explicit.  It  is  also 
a potentially  life  saving  film.” 

Dr.  Edwin  F.  Daily,  director  of  the  MIC  program  said 
that,  “This  is  the  first  time  in  public  health  history  that 
a film  produced  for  local  use  has  attained,  so  quickly, 
both  national  and  international  acclaim.” 

The  film  and  accompanying  pamphlets  may  be  ob- 
tained for  a modest  cost  from  Maternal,  Infant  Care- 
Family  Planning  Project,  377  Broadway,  New  York 
10013. 

“MEDIX”  TV  series  receives  AMA  recognition 

The  “Medix”  television  series  about  medicine  and 
health,  has  received  recognition  from  the  American 
Medical  Association  “for  providing  the  public  with  sci- 
entifically accurate  information  and  programs  designed 
to  help  maintain  health,  to  increase  understanding  of 
disease  prevention,  and  to  promote  the  efficient  use  of 
health  care  services.” 

The  “Medix”  recognition  came  through  a resolution 
passed  June  17,  1975,  by  the  AMA  House  of  Delegates 
meeting  at  Atlantic  City,  New  Jersey,  for  their  annual 
convention. 

Einstein  research  group  challenges  inflated 
acupuncture  claims;  cites  very  low  response 
rate  in  well-designed  studies 

Physicians  were  cautioned  here  by  the  head  of  an  acu- 
puncture team  at  Albert  Einstein  College  of  Medicine 
that  “enthusiastic  claims”  for  the  procedure  have  not 
been  confirmed  by  carefully  designed  trials. 

Arie  Feibel,  M.D.,  assistant  professor  of  rehabilitation 
medicine,  called  acupuncture  “a  controversial  proce- 
dure, the  results  still  inconclusive,  the  effects  poorly  un- 
derstood, and  the  claims  often  wildly  exaggerated.” 

Supporting  the  findings  recently  reported  by  a Uni- 
versity of  Florida  team,  Dr.  Feibel  said  that  a one-year 
pilot  study  at  Einstein  of  200  patients  with  chronic  pain 
had  shown  that  fewer  than  two  thirds  experienced  relief 
after  the  conclusion  of  acupuncture  therapy,  and  that 
only  one  in  four  of  these  was  still  free  of  pain  after  six 
months. 

The  investigator  is  Chief  of  the  Acupuncture  Clinic  in 
Einstein’s  Department  of  Rehabilitation  Medicine. 

“Our  data  suggest  that  physicians  must  be  on  guard 

continued  on  page  1385 
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Announcing 

The  only  major  new  combination 
antihypertensive  in  a decade 


hydrochloride, 


Each  tablet  contains:  Catapres*.  brand  of  clonidine 
0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


Please  see  last  page  of  advertisement 

for  a brief  summary  of  the  prescribing  information 

including  precautions,  warnings,  and 

adverse  reactions 


Each  tablet  contains: 

Catapres®,  brand  of  clonidine  hydrochloride, 
0,1  or  0.2  mg  and  chlorthalidone,  1 5 mg 


and 


Catapres 

(clonidine  hydrochloride) 

contributes: 

Action  at  the  vasomotor  centers, 
as  shown  in  animal  studies— not 
a rauwolf  ia  derivative  or  a 
sympathetic  blockeror  a “false 
transmitter” 

Maximal  blood  pressure  lower- 
ing without  the  weeks  of  delay 
common  with  the  rauwolfia 
class  of  antihypertensives 

Significant  blood  pressure 
reduction  without  alteration 
of  normal  hemodynamic 
responses  to  exercise 

Mild  and  infrequent  orthostatic 
hypotension 

Little  or  no  change  in  renal  blood 
flow  and  glomerular  filtration 
rate 

Reduced  plasma  renin  activity 
and  excretion  of  aldosterone 
and  catecholamines  (see 
Actions  section) 
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I combines  uatapres  (clonidine  hydrochloride) 

with  a diuretic— the  only  major  new 
combination  antihypertensive  in  a decade 


The  most  common  adverse  reactions  with 
Combipres  are  dry  mouth,  drowsiness,  and 
sedation.  As  with  thiazide-containing  combi- 
nation antihypertensives,  hypokalemia,  hyper- 
uricemia, and  decreased  glucose  tolerance 
may  occur.  Combipres  is  contraindicated  in 
patients  with  known  sensitivity  to  chlorthali- 
done and  in  those  with  severe  renal  or  hepatic 
disease. 

Please  see  last  page  of  advertisement  for  a 
brief  summary  of  the  prescribing  information 
including  precautions,  warnings,  and  adverse 
reactions. 

See  box  Warning  on  next  page  concerning 
the  appropriate  use  of  Combipres. 


Chlorthalidone 

contributes: 

Pharmacologic  action  similar 
to  the  thiazides 

Smooth,  extended  diuretic/ 
antihypertensive  effect 

Additive  or  potentiating  effect 
on  adjunctive  antihypertensive 
agents 
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Works  harder 

Usually  exerts  a more  pronounced 
antihypertensive  effect  than  either 
componentalone  in  equivalent  doses* 

Works  broadly 

Wide  therapeutic  range— mild  to 
severe  hypertension 

Works 

conveniently 

Simplifies  therapy  for  the  hyper- 
tensive patient  who  needs  more  than 
one  drug* 

Works  for  less 

Costs  less  than  two  separate 
prescriptions* 

Works  and  works  | 
and  works 

Convenience  and  economy  encour- 
age patients  to  stay  on  medication, 
help  assure  continued  blood  pressure 
control  over  the  long  course  of 
therapy* 


'WARNING  Combipres  is  not  indicated  for 
initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual 
patient.  If  the  fixed  combination  represents 
the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  The 
treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 
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' i he  only  major  new  combination 
antihypertensive  in  a decade 


Works  in  the  majority  of  hypertensive  patients 


Chlorthalidone  vs  Combipres 

A Comparison  of  Standing  Blood  Pressure  Response  in  8 Studies 


175 


Chlorthalidone 


SYSTOLIC 


DIASTOLIC 


Combipres 


SYSTOLIC 


DIASTOLIC 


Mean  Optimum  Daily  Dose 
Chlorthalidone  (mg)  50 

50 

47.7 

50 

50 

50 

71 

50 

Combipres  (mg)  0.3 

0.48 

' 0.47 

0.4 

0.43 

0.68 

0.52 

0.4 

No.  of  Patients  42 

who  completed  study 

20 

11 

17 

34 

9 

31 

9 

Study  1 

2 

3 

4 

5 

6 

7 

8 

Please  see  last  page  of  advertisement  for  a brief  summary  of  the  prescribing  informatiomincluding  precautions,  warnings,  and  adverse  reactions. 
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Guidelines  for  Titrating  Catapres  and 
Chlorthalidone  Dosages: 

Initial  doses  Catapres  — one  0.1  mg  tablet 
twice  daily.  Chlorthalidone  — 50  mg  daily. 

Dosage  increments:  While  daily  chlorthali- 
done doses  remain  at  50  mg,  further  incre- 
ments of  Catapres  of  0.1  mg  or  0.2  mg  per 
day  can  be  made  at  intervals  of  2 to  1 4 days 
depending  on  severity  of  hypertension.  The 
usual  daily  dose  of  Catapres  ranges  be- 
tween 0.2  and  0.8  mg.  Studies  indicate  that 
2.4  mg  is  the  maximum  effective  daily  dose, 
but  doses  as  high  as  this  have  rarely  been 
used. 

Combipres® 

Each  tablet  contains: 

Catapres®,  brand  of  clonidine  hydrochloride, 

0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


WARNING:  This  fixed  combination  drug  is  not 
indicated  for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  individual 
patient.  If  the  fixed  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be  reevaluated 
as  condit'ons  in  each  patient  warrant. 


Actions:  Catapres  (clonidine  hydrochloride):  The 
mechanism  of  action  appears  to  be  central  alpha- 
adrenergic  stimulation  as  demonstrated  in  animal 
studies.  This  results  in  inhibition  of  bulbar  sympa- 
thetic cardioaccelerator  and  sympathetic  outflow  from 
the  brain.  Other  studies  in  humans  have  provided  evi- 
dence of  a reduction  in  plasma  renin  activity  and  the 
excretion  of  aldosterone  and  catecholamines.  The 
exact  relationship  between  these  pharmacologic  ac- 
tions of  Catapres  (clonidine  hydrochloride)  in  humans 
and  its  antihypertensive  effect  has  not  been  fully 
elucidated  at  this  time. 

Chlorthalidone:  The  diuretic  action  of  chlorthalidone 
is  thought  to  be  due  to  inhibition  of  sodium  and 
chloride  reabsorption  in  the  proximal  tubule. 
Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension  (see  box  warning). 

Contraindications:  Patients  with  known  hypersen- 
sitivity to  chlorthalidone  and  patients  with  severe 
renal  or  hepatic  diseases. 

Warnings:  Tolerance  may  develop  in  some  instances 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxicity  find- 
ings in  animals,  and  since  information  on  possible 
adverse  effects  in  pregnant  women  is  limited  to 
uncontrolled  clinical  data,  the  drug  is  not  recom- 
mended in  women  who  are  or  may  become  pregnant 
unless  the  potential  benefit  outweighs  the  potential 
risk  to  mother  and  fetus 

Usage  in  Children:  No  clinical  experience  is  avail- 
•‘hie  with  ihe  use  of  Combipres  in  children 

suilnos:  / i en  discontinuing  Combipres,  reduce 
v*'-  illy  over  2 to  4 days  to  avoid  a pos- 
•'  • . u Vojd  pressure  and  associated  sub* 
ctive  symptoms  such  as  nervousness,  agitation, 

, should  be  Instructed  not  to 
' v.  j<j\  consulting  their  physi- 
• r.  <:  • ■ uve  encephalopathy 
' m recorded  after  cessation  of 

-elation 

<•  It  '•iv. 

been  demonr  sine  • ,.i,  an  excessive  riso  in  blood 


pressure,  should  it  occur,  can  be  reversed  by  resump- 
tion of  Combipres  therapy  or  by  intravenous  phen- 
tolamine.  Patients  who  engage  in  potentially 
hazardous  activities,  such  as  operating  machinery  or 
driving,  should  be  advised  of  the  sedative  effect  of 
the  clonidine  hydrochloride  component.  This  drug 
may  enhance  the  CNS-depressive  effects  of  alcohol, 
barbiturates  and  other  sedatives.  Like  any  other 
antihypertensive  agent,  Combipres  should  be  used 
with  caution  in  patients  with  severe  coronary 
insufficiency,  recent  myocardial  infarction,  cerebro- 
vascular disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Combipres  should  receive 
periodic  eye  examinations.  While,  except  for  some 
dryness  of  the  eyes,  no  drug-related  abnormal  oph- 
thalmological  findings  have  been  recorded  with 
Catapres,  in  several  studies  the  drug  produced  a 
dose-dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal  degenera- 
tion in  albino  rats  treated  for  6 months  or  longer. 

Patients  predisposed  toward  or  affected  by  diabetes 
should  be  tested  periodically  while  receiving 
Combipres,  because  of  the  hyperglycemic  effect  of 
chlorthalidone. 

Because  of  the  possibility  of  progression  of  renal 
failure,  periodic  determination  of  the  BUN  is  indi- 
cated. If,  in  the  physician's  opinion,  a rising  BUN  is 
significant,  the  drug  should  be  stopped. 

The  chlorthalidone  component  of  Combipres  may 
lead  to  sodium  and/or  potassium  depletion.  Muscu- 
lar weakness,  muscle  cramps,  anorexia,  nausea, 
vomiting,  constipation,  lethargy  or  mental  confusion 
may  occur.  Severe  dietary  salt  restriction  is  not 
recommended  in  patients  receiving  Combipres. 

Periodic  determinations  of  the  serum  potassium 
level  will  aid  the  physician  in  the  detection  of  hypo- 
kalemia. Extra  care  should  be  given  to  detection  of 
hypokalemia  in  patients  receiving  adrenal  cortico- 
steroids, ACTH  or  digitalis.  Hypochloremic  alkalosis 
often  precedes  other  evidence  of  severe  potassium 
deficiency.  Frequently,  therefore,  more  sensitive  indi- 
cators than  the  potassium  serum  level  are  the  serum 
bicarbonate  and  chloride  concentrations.  Also  indica- 
tive of  potassium  depletion  can  be  electrocardio- 
graphic alterations  such  as  changes  in  conduction 
time,  reduction  in  amplitude  of  the  T wave;  ST  seg- 
ment depression;  prominent  U wave.  These  abnor- 
malities may  appear  w.th  potassium  depletion  before 
the  serum  level  of  potassium  decreases.  To  lessen 
the  possibility  of  potassium  deficiency,  the  diet,  in 
addition  to  meat  and  vegetables,  should  include 
potassium-rich  foods  such  as  citrus  fruits  and 
bananas.  If  significant  potassium  depletion  should 
occur  during  therapy,  oral  potassium  supplements  in 
the  form  of  potassium  chloride  (3  to  4.5  gm/day), 
fruit  juice  and  bananas  should  be  given. 

Adverse  Reactions:  The  most  common  reactiohs  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported 
Generally  these  effects  tend  to  diminish  with  contin- 
ued therapy. 

Clonidine  hydrochloride:  Anorexia,  malaise,  nausea, 
vomiting,  parotid  pain,  mild  transient  abnormalities 
in  liver  lunction  tp-.ts:  one  case  of  possible  drug- 
induced  hepatitis  without  icterus  and  hyperbilirubi- 
nemia in  a patient  receiving  clonidine  hydrochloride, 
chlorthalidone  and  papaverine  hydrochloride.  Weight 
gain,  transient  elevation  of  blood  glucose,  or  serum 
creatine  phosphokinase;  congestive  heart  failure, 
Raynaud's  phenomenon,  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  nervousness, 

" st'-  isness,  anxiety  and  mental  depression.  Also 
■'  angioneurotic  edema,  hives,  urticaria,  thinning 
of  the  hair,  pruritus  not  associated  with  a rash; 
impotence,  urinary  retention;  increased  sensitivity  to 
alcohol,  dryness,  itching  or  burning  of  the  eyes,  dry- 
nev  ' i 'hr-  nasal  mucosa,  pallor,  gynecomastia, 
v/eakly  po-.  live  Coombs’  lest,  asymptomatic  electro- 
cardiographic abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy 


Chlorthalidone:  Symptoms  such  as  nausea,  gastric 
irritation,  anorexia,  constipation  and  cramping,  weak- 
ness, dizziness,  transient  myopia  and  restlessness 
are  occasionally  observed.  Headache  and  impotence 
or  dysuria  may  occur  rarely.  Orthostatic  hypotension 
has  been  reported  and  may  be  potentiated  when 
chlorthalidone  is  combined  with  alcohol,  barbiturates 
or  narcotics.  Skin  rashes,  urticaria  and  purpura  have 
been  reported  in  a few  instances. 

A decreased  glucose  tolerance  evidenced  by  hyper- 
glycemia and  glycosuria  may  develop  inconsistently. 
This  condition,  usually  reversible  on  discontinuation 
of  therapy,  responds  to  control  with  antidiabetic 
treatment.  Diabetics  and  those  predisposed  should 
be  checked  regularly. 

As  with  other  diuretic  agents  hypokalemia  may  occur 
(see  Precautions).  Hyperuricemia  may  be  observed 
on  occasion  and  acute  attacks  of  gout  have  been  pre- 
cipitated In  cases  where  prolonged  and  significant 
elevation  of  blood  uric  acid  concentration  is  consid- 
ered potentially  deleterious,  concomitant  use  of  a 
uricosuric  agent  is  effective  in  reversing  hyperurice- 
mia without  loss  of  diuretic  and/or  antihypertensive 
activity. 

Idiosyncratic  drug  reactions  such  as  aplastic  anemia, 
thrombocytopenia,  leukopenia,  agranulocytosis,  and 
necrotizing  angiitis  have  occurred,  but  are  rare. 

The  remote  possibility  of  pancreatitis  should  be  con- 
sidered when  epigastric  pain  or  unexplained  gastro- 
intestinal symptoms  develop  after  prolonged 
administration. 

Other  adverse  reactions  which  have  been  reported 
with  this  general  class  of  compounds  include:  jaun- 
dice, xanthopsia,  paresthesia  and  photosensitization. 
Overdosage:  Catapres  (clonidine  hydrochloride): 
Profound  hypotension,  weakness,  somnolence, 
diminished  or  absent  reflexes  and  vomiting  followed 
the  accidental  ingestion  of  Catapres  by  several  chil- 
dren from  19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and  vasopressor 
led  to  complete  recovery  within  24  hours.  Tolazoline 
in  intravenous  doses  of  10  mg  at  30-minute  intervals 
abolishes  all  effects  of  Catapres  overdosage. 
Chlorthalidone:  Symptoms  of  overdosage  include 
nausea,  weakness,  dizziness,  and  disturbances  of 
electrolyte  balance.  There  is  no  specific  antidote,  but 
gastric  lavage  is  recommended,  followed  by  suppor- 
tive treatment.  Where  necessary,  this  may  include 
intravenous  dextrose  and  saline  with  potassium 
administered  with  caution. 

How  Supplied:  Combipres®  0.1  (Each  tablet  contains 
clonidine  hydrochloride,  0.1  mg  -f-  chlorthalidone, 

15  mg).  It  is  available  as  pink,  oval,  single-scored 
compressed  tablets  in  bottles  of  100. 

Combipres®  0.2  (Each  tablet  contains  clonidine 
hydrochloride,  0.2  mg  4-  chlorthalidone,  15  mg).  It  is 
available  as  blue,  oval,  single-scored  compressed 
tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
information. 
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against  the  claims  for  acupuncture  put  forward  by  some 
investigators,”  Dr.  Feibel  declared.  “This  is  an  un- 
proved modality.  Indeed,  even  in  those  instances  where 
patients  seem  to  respond,  there  is  the  unresolved  prob- 
lem of  demonstrating  that  the  response  is  due  entirely 
to  the  treatment  and  not,  in  whole  or  in  part,  to  some 
concomitant  variable,  such  as  patient  suggestibility, 
psychological  profile,  the  placebo  effect,  or  spontaneous 
recovery.  It  is  a disservice  to  patients  to  offer  acupunc- 
ture as  if  it  were  anything  other  than  a highly  investiga- 
tive procedure  at  this  time.” 

In  reporting  his  findings,  Dr.  Feibel  noted  that  the 
Einstein  study  was  based  on  a research  protocol  ap- 
proved by  the  Research  Committee  of  the  Albert  Ein- 
stein College  of  Medicine  and  by  the  Health  and  Hospi- 
tals Corporation  of  New  York. 

Collaborating  in  the  study  was  Cher  Y.  Hsu,  M.D.,  as- 
sistant clinical  professor  of  anesthesiology. 

Of  the  200  patients,  a total  of  104  were  followed  for 
six  to  eight  months.  The  patients  ranged  in  age  from 
eighteen  to  ninety-one  and  the  number  of  women  in  the 
series  was  somewhat  greater  than  that  of  men. 

Chronic  pain  was  defined  as  that  of  more  than  three 
months  duration,  and  refractory  to  conventional  thera- 
py. Among  the  disease  entities  treated  were  cervical  os- 
teoarthritis, low  back  syndromes,  rheumatoid  arthritis, 
phantom  pains,  painful  shoulder  after  hemiplegia,  and 
peripheral  nerve  injuries. 

“No  difference  in  results  have  been  noted  among  pa- 
tients of  different  ethnic  or  socioeconomic  groups,  nor  in 
utilizing  different  methods  of  acupuncture — classic  Chi- 
nese versus  Westernized  variants,”  Dr.  Feibel  reported. 

“Chronic  pain  improved  in  63  per  cent  of  the  cases  at 
the  end  of  the  treatment  series,  and  this  effect  subsided 
gradually  to  46  per  cent  after  one  month,  35  per  cent 
after  three  months,  and  less  than  25  per  cent  after  six 
months.” 

The  physician  said  that  experience  acquired  in  the 
pilot  study  will  form  the  basis  for  designing  the  second 
stage  of  the  research  program,  which  will  include  sys- 
tematic monitoring  of  concomitant  physiological  phe- 
nomena. Already  under  way,  he  disclosed,  is  a study 
correlating  the  points  for  acupuncture  with  neuroana- 
tomical  structures. 

In  commenting  on  the  findings  in  the  pilot  study,  Dr. 
Feibel  stressed  that  the  difficulties  encountered  were 
mainly  in  eliminating  the  effects  of  many  variables 
which  are  inherent  in  such  an  investigation.  “The 
strong  element  of  suggestibility  may  have  contaminated 
the  interpretation  of  some  results,”  he  said. 

Female  medical  students  aid  rape  victims 

First-year  female  medical  students  at  the  Albert  Ein- 
stein College  of  Medicine  are  helping  victims  of  rape 
cope  with  the  emotional  problems  caused  by  the  trauma 


of  the  crime.  The  program  is  the  first  of  its  kind  in  New 
York  City. 

New  milestone  in  health  care 

A new  milestone  in  health  care  has  been  realized  with 
the  graduation  of  ten  nurse-epidemiologists.  Gradua- 
tion exercises  were  held  on  June  23  at  the  Cornell  Uni- 
versity School  of  Nursing,  New  York  City.  This  was  the 
first  time  in  the  history  of  the  country  that  public  health 
nurses  have  been  trained  for  this  speciality.  This  new 
program  is  the  joint  effort  of  the  New  York  City  Health 
Department  and  the  Cornell  University-New  York  Hos- 
pital School  of  Nursing. 

Personalities 

Awarded:  Burton  Grebin,  M.D.,  assistant  director,  Di- 
vision of  Pediatric  Ambulatory  Care,  Columbia-Presby- 
terian  Medical  Center;  Aran  Safir,  M.D.,  associate  pro- 
fessor of  ophthalmology,  Mount  Sinai  School  of  Medi- 
cine of  the  City  University  of  New  York;  and  Reuben 
Hoppenstein,  M.D.,  New  York  City,  Gerard  B.  Lambert 
Awards  . . . Drs.  Elizabeth  L.  Hazen  and  Rachel  Brown, 
winners  of  the  Chemical  Pioneer  Award,  on  May  22, 
1975,  at  the  52nd  annual  meeting  of  the  American  Insti- 
tute of  Chemists  in  Boston,  Massachusetts  . . . John  H. 
Lawrence,  M.D.,  director  emeritus,  Donner  Laboratory 
and  professor  of  medical  physics,  University  of  Califor- 
nia, Berkeley,  the  Katharine  Berkan  Judd  Award,  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases. 

Appointed:  William  Dock,  M.D.,  a member  of  the  staff 
of  the  Lutheran  Medical  Center  as  a full  time  member 
of  the  Department  of  Medicine  ...  Ira  Greifer,  M.D.,  as- 
sociate professor  of  pediatrics,  Albert  Einstein  College  of 
Medicine,  as  a member  of  an  international  panel  on 
Kidney  Lexicon  by  the  World  Health  Organization. 

Honored:  Samuel  Epstein,  M.D.,  at  the  annual  dinner 
of  the  Coney  Island  Hospital  for  forty  years  of  service. 

Inaugurated:  Richard  P.  Schmidt,  M.D.,  as  the  third 
president  of  the  State  University  of  New  York  Upstate 
Medical  Center  in  Syracuse. 

Named:  John  S.  Millis,  M.D.,  chancellor  emeritus, 

Case  Western  Reserve  University,  as  chairman  of  the 
National  Board  of  Medical  Examiners  . . . Kenneth  I. 
Glassberg,  M.D.,  assistant  instructor  and  chief  resident 
in  urology,  Downstate’s  Albert  R.  Fritz  Traveling  Fellow 
for  1975  to  1976  ...  as  Fellows  of  the  American  College 
of  Nuclear  Medicine,  Leonard  Martin  Liegner,  M.D., 
and  Guido  Padula,  M.D. 

Promoted:  Claudio  Basilico,  M.D.,  to  professor  of  pa- 
thology; Joshua  Lynfield,  M.D.,  to  professor  of  clinical 
pediatrics;  Vaum  A.  Newill,  M.D.,  as  clinical  professor  of 
environmental  medicine;  Michio  Oishi,  Ph.D.,  to  re- 
search professor  of  microbiology;  Edwin  E.  Gordon, 
M.D.,  to  professor  of  medicine;  and  Dorothea  Zucker- 
Franklin,  M.D.,  to  professor  of  medicine,  all  at  New 
York  University  School  of  Medicine. 
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Abstracts 


Pick,  A.  I.,  Shoenfeld,  Y.,  Sehreibman,  S.,  Weiss,  H., 
and  Ben-Bassat,  M.:  Alpha-fetoprotein  assay;  signifi- 
cance and  clinical  applications,  New  York  State  J. 
Med  75:  1403  (Aug.)  1975 

Five  patients  with  PHCC  (primary  hepatocellular  car- 
cinoma) and  1 patient  with  ECC  (embryonal  cell  carci- 
noma) of  the  testis  who  had  elevated  serum  AFP  (alpha- 
fetoprotein)  concentrations  are  described.  Abnormal 
serum  and  ascitic  AFP  concentrations  were  useful  in  the 
diagnosis  of  these  tumors.  Ascitic  fluids  should  be  ex- 
amined for  AFP,  since  abnormal  concentrations  may  be 
useful  for  the  diagnosis  and  in  the  indications  for  sur- 
gery of  PHCC.  In  patients  with  high  serum  AFP  con- 
centrations, sequential  AFP  determinations  may  be  a 
reliable  index  of  the  completeness  of  the  surgical  proce- 
dure, as  shown  in  Case  2.  The  indications  for  the  per- 
formance of  AFP  assays  in  various  clinical  conditions, 
especially  in  patients  who  are  considered  high  risks  for 
the  development  of  PHCC,  as  well  as  the  different  sensi- 
tivities of  the  currently  used  AFP  assays  are  discussed, 
and  the  pertinent  literature  is  reviewed. 

Yao,  Y.:  Thyrotropin-releasing  hormones;  Clinical 

uses,  New  York  State  J.  Med.  75:  1413  (Aug.)  1975 

TRH  (thyrotropin-releasing  hormone),  secreted  from 
the  hypothalamus,  recently  was  found  to  be  a tripeptide. 
It  now  can  be  synthesized  and  given  by  intravenous,  in- 
tramuscular, and  oral  routes  to  stimulate  the  secretion 
of  TSH  (thyrotropin)  and  the  subsequent  secretions  of 
T3  (triiodothyronine)  and  T4  (thyroxine).  Diseases  in- 
volving the  hypothalamic-pituitary-thyroid  axis  can  give 
different  results  by  monitoring  the  serum  TSH,  T3,  and 
T4  after  the  patient  is  given  TRH.  It  is  useful  in  the 
differential  diagnosis  between  hypothalamic  (TSH  re- 
sponsive) and  pituitary  (TSH  unresponsive)  hypothy- 
roidism in  evaluation  of  borderline  hyperthyroidism 
(TSH  unresponsive)  and  in  assessment  of  pituitary  TSH 
reserve  for  the  diagnosis  of  secondary  hypothyroidism 
(low  TSH  reserve). 

Madayag,  M.  A.,  Lefleur,  R.  S.,  Braunstein,  P.,  Ber- 
anbaum,  E.,  and  Bosniak,  M.:  Radiology  of  hepatic 
abscess,  New  York  State  J.  Med.  75:  1417  (Aug.)  1975 

The  radiologic  changes  in  12  cases  of  pyogenic  liver 
abscess  are  presented.  An  accuracy  of  100  per  cent  in 
the  diagnosis  of  this  disease  was  achieved  by  the  use  of 
isotopic  and  angiographic  techniques  along  with  the 
clinical  presentation.  A review  of  the  radiologic  find- 
ings in  these  cases  is  presented  along  with  a discussion 
of  the  differential  diagnosis.  An  angiographic  pattern 
consisting  of  an  avascular  mass  defect  surrounded  by  a 
blush  of  contrast  (“halo  effect”)  was  frequently  seen  and 
is  felt  highly  suggestive  of  this  condition. 

Biro,  L.,  Price,  E.,  and  MacWilliams,  P.:  Basal-cell 
carcinoma  in  office  practice,  New  York  State  J.  Med. 
75:  1427  (Aug.)  1975 


Six  hundred  twenty-eight  patients  treated  for  basal- 
cell carcinoma  in  office  practice  were  studied.  The  age, 
sex,  anatomic  distribution,  and  ethnic  background  of 
the  patients  exhibiting  916  tumors  are  presented.  The 
methods  of  treatment  and  criteria  for  their  selection  are 
discussed.  Clinical  features  of  atypical  cases  are 
stressed.  The  high  incidence  of  these  tumors  seen  in 
various  parts  of  the  United  States  are  compared.  Skin 
cancer  detection  centers  are  proposed. 

Tang,  C.,  and  Hajdu,  S.  I.:  Neuroblastoma  in  adoles- 
cence and  adulthood,  New  York  State  J.  Med.  75:  1434 
(Aug.)  1975 

This  report  reviews  27  cases  of  neuroblastomas  in  ad- 
olescents and  adults  and  compares  them  with  their 
childhood  counterparts.  Among  the  similarities  be- 
tween adult  and  childhood  neuroblastomas  were  male 
preponderance,  presenting  signs  and  symptoms,  and 
gross  and  microscopic  morphology  of  the  tumors.  Adult 
neuroblastomas  differed  from  those  in  children  by  their 
multifocal  primary  presentation,  advanced  clinical 
stage,  frequent  mediastinal  origin,  and  metastasis  to  the 
lung.  The  overall  prognosis  of  adult  neuroblastomas 
was  found  to  be  similar  to  that  of  neuroblastomas  in 
older  children,  but  was  worse  than  that  in  children 
under  one  year  of  age. 

Hinman,  A.  R.,  Stron,  G.,  Jr.,  Gesche,  M.  C.,  and 
Whitaker,  K.  F.:  Medical  consequences  of  teenage  sex- 
uality, New  York  State  J.  Med.  75:  1439  (Aug.)  1975 

Accompanying  the  apparent  increase  in  sexual  inter- 
course in  teenagers  has  come  an  increase  in  some  of  the 
inevitable  consequences:  early  marriage,  venereal  dis- 
ease, and  pregnancy.  In  1973,  in  those  under  the  age  of 
eighteen,  in  New  York  State  exclusive  of  New  York  City, 
there  were  4,740  females  and  754  males  married;  32 
cases  of  primary  and  secondary  syphilis  and  2,329  cases 
of  gonorrhea;  and  11,078  pregnancies,  6,089  proceeding 
to  deliver  and  4,989  terminated  by  abortion.  Removal 
of  barriers  to  services  which  would  prevent  unwanted 
consequences  of  teenage  sexuality  should  be  considered. 

Morese,  K.:  Candicidin  tablets  and  ointment  in  treat- 
ment of  candidal  vaginitis,  New  York  State  J.  Med.  75: 
1443  (Aug.)  1975 

In  2 consecutive  studies  on  the  use  of  candicidin  in 
the  treatment  of  candidal  vaginitis,  51  women  were 
treated  with  candicidin  tablets  and  49  with  candicidin 
ointment  twice  daily  for  two  weeks.  Twelve  of  those 
treated  with  tablets  and  3 treated  with  ointment  re- 
quired a second  two-week  course.  Based  on  microbio- 
logic and  clinical  reevaluation  thirty  to  thirty-five  days 
after  the  end  of  treatment,  37  patients  (73  per  cent)  who 
had  received  tablets  were  completely  cured,  compared 
with  41  patients  (84  per  cent)  who  had  received  oint- 
ment. 
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Biggar,  R.  J.,  and  Haughie,  G.  E.:  Medical  problems 
of  ear  piercing.  New  York  State  J.  Med.  75:  1460 
(Aug.)  1975. 

To  determine  the  health  risk  for  women  undergoing 
ear  piercing,  we  surveyed  497  women  by  questionnaire. 
Four  hundred  and  twelve,  83  per  cent,  had  pierced  ears, 
70  per  cent  having  been  first  pierced  between  ten  and 
nineteen  years  of  age.  Although  piercing  was  most  com- 
monly done  by  friends  and  relatives,  66  per  cent,  the 
proportion  done  by  department  store  personnel  has  in- 
creased in  the  past  two  years  to  36  per  cent  of  the  total. 
Complications  were  only  slightly  less  frequent  when  the 
piercing  was  performed  by  department  store  personnel, 
28  per  cent,  or  by  medical  office  personnel,  31  per  cent, 
than  when  performed  by  friends  or  relatives,  36  per 
cent.  Redness  and  swelling,  30  per  cent,  drainage  and 
crusting  without  pus,  26  per  cent,  and  infection  without 
pus,  24  per  cent,  were  the  common  problems.  No  one 
developed  hepatitis  or  systemic  infection  within  three 
months  of  piercing.  The  type  and  number  of  complica- 
tions did  not  vary  significantly  with  the  instrument  used 
to  pierce  ears,  the  material  used  in  the  initial  earring,  or 
the  length  of  time  the  initial  earring  was  left  in  place. 


Kones,  R.  J.:  Glucose,  insulin,  and  potassium  therapy 
for  heart  disease,  New  York  State  J.  Med  75:  1463 
(Dec.)  1974. 

Since  the  suggestion  that  GIK  would  benefit  patients 
with  heart  disease  by  replacing  myocardial  intracellular 
potassium,  a plethora  of  data  followed,  and  it  is  still  un- 
known whether  this  does  in  fact  occur.  Although  the 
actions  of  each  ingredient  of  GIK  are  better  understood, 
there  are  serious  theoretical  questions  concerning  the  ef- 
fects of  each  component  and  of  GIK  together.  A great 
deal  of  experimental  basic  work  has  shown  that  glucose 
and/or  GIK  solutions  are  capable  of  improving  certain 
aspects  of  cardiac  function  and  metabolism  during  hy- 
poxia and  ischemia.  The  ability  of  glucose  to  reverse 
the  deleterious  effects  of  anoxia  on  the  cardiac  action 
potential  is  well  documented.  Again,  however,  a high 
concentration  of  glucose  (50  mM.  as  opposed  to  normal, 
or  5 mM.  glucose)  is  necessary  to  do  so  in  the  bathed  iso- 
lated tissue.  The  initial  studies  evaluating  GIK  in  man 
attempted  to  demonstrate  that  GIK  could  prevent  ven- 
tricular arrhythmias  and  deaths  after  acute  myocardial 
infarction.  In  perhaps  the  best  of  a number  of  early  un- 
controlled studies,  the  Medical  Research  Council  Work- 
ing Party  found  no  significant  difference  in  mortality  or 
incidence  of  ventricular  arrhythmias  between  nontreat- 
ed  and  GIK-treated  patients  with  acute  myocardial  in- 
farction. Since  this  work,  and  especially  in  view  of  the 
demonstration  that  insulin  secretion  is  suppressed  in 
proportion  to  the  decrease  in  cardiac  index  in  congestive 
heart  failure  or  after  acute  myocardial  infarction  other 
investigators  have  found  GIK  a useful  adjunct  in  the 
management  of  their  patients  with  different  types  of 
heart  disease.  There  is  agreement  that  a clear  benefit 
of  intravenous  GIK  in  patients  with  heart  disease  is  yet 
to  be  demonstrated.  Nevertheless,  there  is  sufficient 
evidence  to  warrant  further  clinical  work  to  clarify  the 
role  of  GIK  in  cardiovascular  therapy. 
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Books  Reviewed 


National  Health  Insurance:  Can  We  Learn  from 

Canada?  Spyros  Andreopoulos,  Ed.  New  York,  John 
Wiley  & Sons,  1975.  Cloth,  273  pages.  Price,  $10.95. 

This  book  is  a compendium  of  the  1974  Symposium  of 
the  Sun  Valley  Forum  on  National  Health.  It  contains 
a detailed  examination  of  the  Canadian  National  Health 
Insurance  Program  from  various  points  of  view:  histori- 
cal, descriptive,  comparative  (with  other  countries),  ef- 
fectiveness and  costs.  The  clamor  for  some  form  of  Na- 
tional Health  Insurance  in  the  United  States  makes  this 
a timely  and  significant  volume. 

This  presentation  at  the  Sun  Valley  Forum  has  been 
organized  into  a quite  readable  summary,  or  overview,  of 
the  experience  in  Canada  and  many  interesting  observa- 
tions are  made.  Among  these — the  effects  of  the  system 
are  hospital  utilization,  physician  manpower  supply, 
and  distribution.  One  important  point  made  is  that  in- 
creasing the  health  care  costs  has  not  resulted  in  im- 
proving the  health  of  Canadians,  for  the  simple  reason 
that  “most  major  health  problems  of  today  result  not 
from  lack  of  services  and  facilities  but  from  a combina- 
tion of  social,  biological,  environmental  and  lifestyle  fac- 
tors.” 

A detailed  review  of  the  Health  Insurance  Act  in  the 
Province  of  Quebec  is  included,  and  the  effects  of  the 
strike  by  Quebec  physicians  in  1970  are  discussed.  In 
spite  of  the  undesirability  of  the  confrontation  between 
government  and  the  medical  profession,  it  is  observed, 
“the  confrontation  has  allowed  Quebec  to  establish  the 
necessary  primacy  of  the  legislator  and  the  government 
in  defining  the  main  elements  of  health  policy.”  The 
reader  may  be  shocked  by  this  statement,  and  by  others 
made  in  the  book,  that  is,  “It  is  (the  federal  sector’s)  re- 
sponsibility to  generate  interest  in  and  support  for  nec- 
essary social  change.” 

Medical  educators,  hospital  administrators,  and  gov- 
ernment officials  were  well  represented  at  the  Sun  Val- 
ley Forum,  but  there  was  only  one  spokesman  for  the 
practicing  physician.  In  spite  of  this  a frequently  recur- 
ring idea  appeared  in  the  discussions,  to  the  effect  that 
it  is  difficult  to  control  costs  when  at  the  same  time  pro- 
viding for  total  access  to  health  care.  The  “quality  of 
care”  is  in  danger  when  caught  between  “costs”  and 
“total  access.” 

For  those  who  are  concerned  about  the  direction  that 
this  country  will  be  taking  soon  on  the  issue  of  National 
Health  Insurance,  and  in  fact  for  all  those  who  are  in- 
volved in  the  provision  of  health  care,  this  book  will  be 
enlightening  and  well  worth  reading.  The  question  in 
its  title  is  an  applicable  challenge. 

Advances  in  Radiation  Research.  Biology  and 

Medicine.  Volume  I.  J.  F.  Duplan  and  A.  Chapiro, 
Editors.  New  York,  Gordon  and  Breach  Science  Pub- 
lishers, 1973.  Illustrated,  465  pages.  Cloth,  $36. 
Advances  in  Radiation  Research.  Biology  and 

Medicine.  Volume  II.  J.  F.  Duplan  and  A.  Chapiro, 


Editors.  New  York,  Gordon  and  Breach  Science  Pub- 
lishers, 1973.  Illustrated,  530  pages.  Cloth,  $42. 
Advances  in  Radiation  Research.  Biology  and 
Medicine.  Volume  III.  J.  F.  Duplan  and  A.  Chapiro, 
Editors.  New  York,  Gordon  and  Breach  Science  Pub- 
lishers, 1973.  Illustrated,  520  pages.  Cloth,  $42. 

It  has  given  me  great  pleasure  to  review  the  three  vol- 
umes of  “Advances  in  Radiation  Research,”  edited  by  J. 
F.  Duplan  and  A.  Chapiro. 

This  is  an  excellent  collection  covering  a wide  spec- 
trum of  radiation  research  from  the  very  basic  to  its 
clinical  application.  There  are  so  many  good  articles, 
however,  the  papers  by  M.  M.  Elkind,  D.  S.  Kapp,  H.  H. 
Ertl,  W.  L.  Hughes,  R.  S.  Bush,  R.  E.  Ellis,  R.  G.  Fair- 
child,  J.  J.  Broerse,  R.  J.  Berry,  J.  I.  Fabrikant,  M.  Tubi- 
ana,  H.  R.  Withers,  H.  D.  Suit,  A.  Wambersie,  S.  B. 
Field,  S.  Hornsey,  N.  F.  Kember,  P.  Nieuwenhuis,  M. 
Tubiana,  H.  D.  Suit,  R.  H.  Thomlinson,  are  excellent 
just  to  mention  a few. 

With  our  increasing  knowledge  of  radiobiology,  there 
is  a tremendous  need  to  update  all  new  information  and 
this  collection  has  succeeded  extremely  well  in  doing  so. 
In  addition  to  this  valuable  new  data  is  presented  in  the 
collection  adding  a new  dimension  to  its  worthiness. 

I do  believe  that  the  editors  have  been  successful  in 
getting  together  this  excellent  collection  of  papers. 
They  should  be  congratulated  for  this  effort.  I highly 
recommend  this  collection  for  the  library  of  radiobiol- 
ogist, physicists,  radiotherapists,  and  all  those  inter- 
ested in  radiobiology.  Joseph  Bohorquez,  M.D., 
D.M.R.T.,  F.F.R. 

Visceral  Afferent  Functions  of  the  Nervous  System. 

By  P.  P.  Newman,  M.D.  Baltimore,  Williams  & Wilk- 
ins Company,  1974.  Illustrated,  273  pages.  Cloth, 
$28.50. 

This  contribution  to  the  monographs  of  the  British 
Physiological  Society  is  from  the  Department  of  Physi- 
ology, School  of  Medicine,  University  of  Leeds,  England. 
The  functional  role  of  visceral  afferents  has  been  stud- 
ied for  many  years  by  Professor  Newman  and  his  asso- 
ciates. It  seems  appropriate  thus  that  they  should  re- 
view the  field.  The  title  of  the  monograph  is  rather 
meaningless,  neither  does  it  give  a very  adequate  sum- 
mary of  objectives  or  content.  After  a brief  description 
of  afferents  which  innervate  certain  visceral  tissues  and 
a discussion  of  afferent  components  of  the  splanchnics 
and  vagi,  subsequent  chapters  are  concerned  with  vis- 
ceral projection  to  the  cerebellum,  midbrain,  thalamus, 
and  cerebral  cortex.  There  is  some  analysis  of  visceral 
reflexes  mediated  by  the  spinal  cord  and  medulla  and 
interactions  between  cortex  and  the  hypothalamus.  Al- 
though I believe  anyone  interested  in  sensory  and  auto- 
nomic system  function  probably  should  look  at  this 
book,  it  is  merely  a survey  of  loosely  related  topics  rath- 
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the  oral  broad 
spectrum  antibiotic 
from  Roche 


Please  see  last  page  of  this  advertisement  for  a summary  of  product  information. 


Roche  Laboratories  has  received  several 
reports  concerning  the  possibility  of  confusion 
between  written  prescriptions  for  Larocin 
(amoxicillin)  and  Lanoxin,  a brand  of  digoxin  from 
Burroughs  Wellcome  Co.  While  the  potential  for 
dispensing  errors  appears  to  be  quite  low,  we 
have,  nevertheless,  decided  to  change  the  name 
of  our  product  to  LAROTID  “(amoxicillin). 

Please  be  assured  that  the  safety  and 
effectiveness  of  the  product  itself  are  not  in 
question.  For  this  reason,  pharmacists  may  con- 
tinue to  dispense  Larocin  until  inventories  are 
exhausted.  As  soon  as  possible,  all  packaging 
leaving  Roche  distribution  centers  will  carry  the 
new  name,  LAROTID. 

We  know  you  will  agree  that  this  action 
is  in  the  best  interest  of  your  patients.  If  you  have 
any  questions  about  the  name  change,  contact  us 
directly  at  (201)  235-2357,  or  through  your  Roche 
representative.  Before  prescribing  LAROTID, 
please  consult  the  complete  product  information, 
a summary  of  which  appears  at  the  right. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Infections  due  to  susceptible  strains  of 
the  following  gram-negative  organisms:  H.  influ- 
enzae, E.  coli,  P.  mirabilis  and  N.  gonorrhoeae;  and 
gram-positive  organisms:  streptococci  (including 
Streptococcus  faecalis),  D.  pneumoniae  and  non- 
penicillinase-producing staphylococci.  Therapy 
may  be  instituted  prior  to  obtaining  results  from 
bacteriological  and  susceptibility  studies  to  deter- 
mine causative  organisms  and  susceptibility  to 
amoxicillin. 

Contraindications:  In  individuals  with  history  of  al- 
lergic reaction  to  penicillins. 

WARNINGS:  SERIOUS  AND  OCCASIONALLY 
FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID) 
REACTIONS  REPORTED  IN  PATIENTS  ON  PENI- 
CILLIN THERAPY.  ALTHOUGH  MORE  FREQUENT 
FOLLOWING  PARENTERAL  THERAPY,  ANAPHY- 
LAXIS HAS  OCCURRED  IN  PATIENTS  ON  ORAL 
PENICILLINS.  MORE  LIKELY  IN  INDIVIDUALS 
WITH  HISTORY  OF  SENSITIVITY  TO  MULTIPLE 
ALLERGENS.  BEFORE  THERAPY,  INQUIRE  CON- 
CERNING PREVIOUS  HYPERSENSITIVITY  REAC- 
TIONS TO  PENICILLINS,  CEPHALOSPORINS  OR 
OTHER  ALLERGENS.  IF  ALLERGIC  REACTION 
OCCURS,  INSTITUTE  APPROPRIATE  THERAPY 
AND  CONSIDER  DISCONTINUANCE  OF  AMOXI- 
CILLIN. SERIOUS  ANAPHYLACTOID  REACTIONS 
REQUIRE  IMMEDIATE  EMERGENCY  TREATMENT 
WITH  EPINEPHRINE.  ADMINISTER  OXYGEN, 
INTRAVENOUS  STEROIDS  AND  AIRWAY  MAN- 
AGEMENT. INCLUDING  INTUBATION.  AS 
INDICATED. 

Usage  in  Pregnancy:  Safety  in  pregnancy  not 
established. 

Precautions:  As  with  any  potent  drug,  assess  renal, 
hepatic  and  hematopoietic  function  periodically 
during  prolonged  therapy.  Keep  in  mind  possibility 
of  superinfections  with  mycotic  or  bacterial  patho- 
gens; if  they  occur,  discontinue  drug  and/or  insti- 
tute appropriate  therapy. 

Adverse  Reactions:  As  with  other  penicillins,  un- 
toward reactions  will  likely  be  essentially  limited  to 
sensitivity  phenomena  and  more  likely  occur  in  in- 
dividuals previously  demonstrating  penicillin 
hypersensitivity  and  those 
with  history  of  allergy, 


asthma,  hay  fever  or  urticaria.  Adverse  reactions 
reported  as  associated  with  use  of  penicillins:  Gas- 
trointestinal: Nausea,  vomiting,  diarrhea.  Hyper- 
sensitivity Reactions:  Erythematous  maculopapular 
rashes,  urticaria.  NOTE:  Urticaria,  other  skin  rashes 
and  serum  sickness-like  reactions  may  be  con- 
trolled with  antihistamines  and,  if  necessary,  sys- 
temic corticosteroids.  Discontinue  amoxicillin  unless 
condition  is  believed  to  be  life-threatening  and 
amenable  only  to  amoxicillin  therapy.  Liver:  Mod- 
erate rise  in  SGOT  noted,  but  significance  unknown. 
Hemic  and  Lymphatic  Systems:  Anemia,  thrombo- 
cytopenia, thrombocytopenic  purpura,  eosinophilia, 
leukopenia,  agranulocytosis.  All  are  usually  re- 
versible on  discontinuation  of  therapy  and  believed 
to  be  hypersensitivity  phenomena. 

Dosage:  Ear,  nose,  throat,  genitourinary  tract,  skin 
and  soft  tissue  infections— Adults:  250  mg  every  8 
hours.  Children:  20  mg  / kg  / day  in  divided  doses 
every  8 hours;  under  6 kg,  0.5  ml  of  Pediatric  Drops 
every  8 hours;  6-8  kg,  1 ml  of  Pediatric  Drops  every 
8 hours.  Lower  respiratory  tract  infections  and  se- 
vere infections  or  those  caused  by  less  susceptible 
organisms— Adults:  500  mg  every  8 hours.  Children: 
40  mg  / kg  / day  in  divided  doses  every  8 hours; 
under  6 kg,  1 ml  of  Pediatric  Drops  every  8 hours; 

6-8  kg,  2 ml  of  Pediatric  Drops  every  8 hours. 
Gonorrhea  (acute  uncomplicated  anogenital  and 
urethral  infections)— Males  and  females:  3 grams  as 
a single  oral  dose.  NOTE:  Children  weighing  more 
than  8 kg  should  receive  appropriate  dose  of  oral 
suspension  125  mg  or  250  mg/  5 ml.  Children  weigh- 
ing 20  kg  or  more  should  be  dosed  according  to 
adult  recommendations. 

Note:  In  gonorrhea  with  suspected  lesion  of  syph- 
ilis, perform  dark-field  examinations  before  amoxi- 
cillin therapy  and  monthly  serological  tests  for  at 
least  four  months.  In  chronic  urinary  tract  infections, 
frequent  bacteriological  and  clinical  appraisals  are 
necessary.  Smaller  than  recommended  doses 
should  not  be  used.  In  stubborn  infections,  several 
weeks'  therapy  may  be  required.  Except  for  gonor- 
rhea, continue  treatment  for  a minimum  of  48-72 
hours  after  patient  is  asymptomatic  or  bacterial 
eradication  is  evidenced.  Treat  hemolytic  strepto- 
coccal infections  for  at  least  10  days  to  prevent 
acute  rheumatic  fever  or  glomerulonephritis. 
Supplied:  Amoxicillin  as  the  trihydrate:  Capsules, 
250  mg  and  500  mg;  oral  suspension,  125  mg/ 5 ml 
and  250  mg  / 5 ml;  pediatric  drops,  50  mg/  ml. 
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Abstracts  in  Interlingua 


Pick,  A.  I.,  Shoenfeld,  Y.,  Schreibroan,  S.,  Weiss,  H., 
e Ben-Bassat,  M.:  Determination  del  alpha-fetopro- 
teina;  significantia  e applicationes  clinic,  New  York 
State  J.  Med.  75:  1403  (Augusto)  1975. 

Cinque  (5)  patientes  con  carcinoma  hepatocellulari 
primari  (CHP)  e un  (1)  con  carcinoma  cellulari  embri- 
onari  (CCE)  del  testes,  con  elevation  del  alpha-fetopro- 
teina  (AFP)  seric,  es  discutite.  Le  concentrationes  seric 
e ascitic  del  AFP  esseva  utile  per  le  diagnose  de  iste  tu- 
mores.  Le  determination  del  AFP  in  le  liquido  ascitic 
debe  esser  facite  per  que  le  concentration  abnormal  pote 
esser  utile  per  le  diagnose  e le  indication  chirurgic  del 
CHP.  In  patientes  con  concentrationes  seric  elevate  de 
AFP,  le  determination  sequential  de  iste  hormona  pote 
esser  un  indice  de  confidentia  del  completation  del  pro- 
cedimento  chirurgic,  como  es  demonstrate  in  le  Caso  2. 
Le  indicationes  per  facer  le  determination  del  AFP  in 
varie  morbos  clinic,  specialmente  in  patientes  consider- 
ate un  risco  elevate  de  disveloppamento  del  CHP,  e 
etiam  le  differente  sensibilitate  del  essayos  actual  del 
AFP  es  discutite,  e le  litteratura  pertinente  es  revistite. 

Yao,  Y.:  Uso  clinic  del  hormona  liberante  del  thyrotro- 
pina,  New  York  State  J.  Med.  75:  1413  (Augusto)  1975. 

Le  hormona  liberante  del  thyrotropina  (HLT),  secre- 
tate  per  le  hypothalamus,  ha  resultate  esser  un  tripep- 
tide. Ora,  iste  hormona  pote  esser  synthetisate  e ad- 
ministrate per  via  intravenose  (IV),  intramuscular  (IM) 
o oral  pro  stimular  le  secretion  del  thyrotropina  (hormo- 
na stimulante  del  thyrotropina — HST)  e le  subsequente 
secretion  del  triiodothyronina  (T3)  e thyroxina  (T4).  Le 
morbos  que  compromete  le  axis  hypothalamus-hypoph- 
ysis-thyroide  pote  dar  resultatos  differente  in  le  exami- 
nationes  seriate  del  HST,  T3  e T4  depost  le  administra- 
tion del  HLT.  Iste  hormona  es  utile  in  le  diagnose  dif- 
ferential inter  le  hypothyroidismo  hypothalamic  (res- 
pondente  a!  HST)  e hypophysiari  (pituitari)  (non  res- 
pondente  al  HST)  in  le  evaluation  del  hyperthyroidismo 
limitante  (non  respondente  al  HST)  e del  reserva  del 
HST  pituitari  per  le  diagnose  del  hypothyroidismo  sec- 
undari  (reserva  basse  de  HST). 

Madayag,  M.  A.,  Lefleur,  R.  S.,  Braunstein,  P.,  Ber- 
anbaum,  E.,  e Bosniak,  M.:  Radiologia  del  abscesso 
hepatic,  New  York  State  J.  Med.  75:  1417  (Augusto) 
1975. 

Le  cambios  radiologic  in  12  casos  de  abscessos  py- 
ogenic del  ficato  es  presentate.  Un  precision  de!  100 
pro  cento  in  le  diagnose  del  morbo  esseva  complite  me- 
diante  le  uso  del  technicas  isotopic  e angiographic  juncte 
con  le  presentation  clinic.  Un  revista  del  trovatos  ra- 
diologic in  iste  casos  es  presentate  juncte  con  un  discus- 
sion supra  le  diagnose  differential.  Un  modello  angio- 
graphic consistente  in  un  massa  avasculari  circumferate 
per  un  contraste  turbide  (effecto  de  halo)  esseva  viste 
(rrquentemente;  iste  crede  se  altemente  suggestive  de 
iste  morbo. 


Biro,  L.,  Price,  E.,  e MacWilliams,  P.:  Le  carcinoma 
basal-cellulari  in  le  consultorio  medic,  New  York  State 
J.  Med.  75: 1427  (Augusto)  1975. 

Un  total  de  628  patientes  tractate  per  carcinoma 
basal-cellulari  in  le  consultorio  medic  esseva  studiate. 
Le  etate,  sexo,  distribution  anatomic  e le  fundo  ethnic 
del  patientes  presentante  916  tumores  es  reportate.  Le 
methodos  therapeutic  e le  criterio  selective  es  discutite. 
Le  characteristic  clinic  del  casos  atypic  es  emphatisate. 
Le  incidentia  elevate  de  iste  tumores  viste  in  varie  re- 
giones  de  Statos  Unite  es  comparate.  Le  creation  de 
centros  pro  le  detection  del  cancer  cutanee  es  proposite. 

Tang,  C.,  e Hajdu,  S.  I.:  Neuroblastomas  in  adoles- 
centes  e adultos,  New  York  State  J.  Med.  75:  1434 

(Augusto)  1975. 

In  iste  reporto  revide  se  27  casos  de  neuroblastomas  in 
adolescentes  e adultos  e compara  se  con  illos  del  infan- 
tia.  Intra  le  similaritates  del  neuroblastomas  de  adulto 
e del  infantia  esseva  observate  un  preponderantia  in 
homines,  le  mesme  signos  e symptomas  e le  mesme  mac- 
roscopic e microscopic  morphologia  del  tumores.  Le 
neuroblastomas  del  adulto  differe  de  illos  del  pueros  in 
su  presentation  primari  multiple,  le  stato  clinic  avan- 
tiate,  le  origine  mediastinal  frequente  e le  metastases 
pulmonari.  In  general,  le  prognosis  del  neuroblastomas 
del  adulto  esseva  trovate  similar  al  del  pueros  de  major 
etate,  mais  esseva  pejor  que  in  pueros  infra  un  anno  de 
etate. 

Hinman,  A.  R.,  Stron,  G.,  Jr.,  Gesche,  M.  C.,  e Whit- 
aker, K.  F.:  Consequentias  medic  del  sexualitate  in  ad- 
olescentes (13-19  annos  de  etate),  New  York  State  J. 
Med.  75:  1439  (Augusto)  1975. 

Como  accompaniante  del  augmento  apparente  del 
relationes  sexual  in  adolescentes  (13-19  annos  de  etate) 
es  le  augmento  de  alicune  de  su  consequentias  inevita- 
ble: matrimonio  temprane,  morbos  veneree  e pregnan- 
tia.  In  1973,  intra  le  etate  minus  que  18 — in  le  State  de 
Nove  York,  excludente  le  Citate  de  Nove  York — habeva 
4,740  feminas  e 754  homines  sposate,  32  casos  de  syphi- 
lis primari  e secundari,  2,329  casos  de  gonorrhea  e 
11 ,078  pregnantias,  6,089  seguite  de  parto  e 4,989  termi- 
nate in  abortio.  Le  elimination  del  barrieras  del  servi- 
cios  que  pote  prevenir  le  consequentias  no  desiderate  del 
sexualitate  del  adolescentes  debe  esser  considerate. 

Morese,  K.:  Le  tabletas  e le  unguento  de  candicidina 
in  le  tractamento  del  vaginitis  candidial  (monilial),  New 
York  State  J.  Med.  75:  1443  (Augusto)  1975. 

In  duo  studios  consecutive  facite  con  le  candicidina  in 
le  tractamento  del  vaginitis  candidial,  51  feminas  esseva 
tractate  con  tabletas  de  candicidina  e 49  con  le  unguen- 
to, applicate  duo  vices  al  die  durante  2 septimanas.  De 
iste  patientes,  12  tractate  con  le  tabletas  e 3 con  le  un- 
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guento  requireva  un  secundo  tractamento  de  2 septima- 
nas.  Basate  in  le  revaluation  microbiologic  e clinic  fa- 
cite  inter  30  e 35  dies  depost  le  tractamento,  37  pa- 
tientes  (73  pro  cento)  tractate  con  le  tabletas  esseva  cu- 
rate completemente,  comparate  con  41  patientes  (84  pro 
cento)  tractate  con  le  unguento. 

Biggar,  R.  J.,  e Haughie,  G.  E.:  Problemas  medic  del 
pierciate  del  aures,  New  York  State  J.  Med.  75:  1460 
(Augusto)  1975. 

Pro  determinar  le  risco  sanitari  in  feminas  que  habeva 
le  aures  pierciate  pro  placiar  pendentes,  497  esseva  stu- 
diate  mediante  un  questionario.  De  iste,  412  (83  pro 
cento)  habeva  le  aures  pierciate;  70  pro  cento  esseva 
pierciate  inter  le  10  e 19  annos  de  etate,  per  le  prime 
vice.  No  obstante  le  pierciate  esseva  plus  commun- 
mente  facite  per  amicos  e relatives  (66  pro  cento),  le 
proportion  facite  per  le  personal  magazin  ha  augmentate 
in  le  ultime  2 annos  a 36  pro  cento  del  total.  Le  compli- 
cationes  esseva  solmente  con  frequentia  minor  quando 
le  pierciate  esseva  facite  per  le  personal  del  magazin  (28 
pro  cento)  o per  le  personal  del  consultorio  medic  (31 
pro  cento)  que  per  amicos  o relatives  (36  pro  cento).  Le 
congestion  e edema  (30  pro  cento),  le  drainage  e crustras 
sin  pus  (26  pro  cento),  e le  infection  sin  pus  (24  pro 
cento)  esseva  le  problemas  commun.  Non  del  feminas 
disveloppate  hepatitis  o infection  generalisate  intra  3 
menses  depost  le  pierciate.  Le  typo  e le  numero  de 
complicationes  non  variate  significativemente  con  le  in- 
strument usate  per  facer  le  pierciate  del  aures,  le  mate- 
rial usate  pro  facer  le  pendentes  pro  uso  initial  o le  tem- 
pore que  le  pendentes  initial  esseva  lassate  in  le  lobulos 
del  aures. 

Kones,  R.  J.:  Therapia  con  glucosa,  insulina,  e potassi- 
um del  morbo  cardiac,  New  York  State  J.  Med.  75: 
1463  (Augusto)  1975. 

Desde  le  suggerentia  que  le  therapia  con  glucosa,  insu- 
lina e potassium  (“GIP”)  esseva  beneficial  pro  le  pa- 
tientes con  morbo  cardiac  al  remplasar  le  potassium  in- 
tracellulari  del  myocardium,  considerabile  information 
ha  essite  recopilate;  totavia  non  es  cognoscite  si  isto  oc- 
curre.  Ben  que  le  action  de  cata  componente  del  GIK  es 
melior  comprendite,  existe  le  interrogante  theoric  ser- 
iose  supra  le  effectos  de  cata  componente  o de  omne  ad- 
junte.  Multe  travalios  experimental  basic  ha  demon- 
strate que  le  glucosa  e/o  le  solutiones  de  GIK  pote  mel- 
iorar  iste  aspectos  del  function  e metabolismo  cardiac 
durante  le  hypoxia  e ischemia.  Le  capacitate  del  gluco- 
sa de  revertir  le  effectos  deleteriose  del  anoxia  supra  le 
action  cardiac  potential  es  ben  documentate.  Nonob- 
stante,  altere  vice,  un  concentration  elevate  de  glucosa 
(50  mM,  contrarimente  al  normal,  o 5 mM  de  glucosa)  es 
necessari,  con  iste  objectivo,  pro  le  texito  isolate  e sum- 
ergite  in  le  solution.  Le  studios  initial  de  evalutation 
del  GIK  in  le  homine  tracta  de  demonstrate  que  iste 
therapia  pote  prevenir  le  arrhythmias  ventriculari  e le 
morte  depost  de  un  infarcto  myocardial.  Probabil- 
imente  in  le  plus  parte  del  studios  preliminari,  non  con- 
trollate,  le  Medical  Research  Council  Working  Party 
non  trovava  un  differentia  importante  del  mortalitate  o 
frequentia  del  arrhythmias  ventriculari  inter  le  pa- 

continued  on  page  1400 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  procaine  penicillin  G.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given  at 
least  30  minutes  prior  to  injection,  is  recom- 
mended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  roliowing  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.  —A/,  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi 
enced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Mental  disturbances,  including  anxiety,  confusion,  agitation, 
depression,  and  hallucinations,  have  been  reported  in  individ- 
uals following  single-dose  schedules  for  gonorrhea.  Reactions 
have  been  transient,  lasting  from  15-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermallyO.1  cc.  ofal  to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  01  eruption  i ldicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistammics  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless',  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from.maculopapular  eruptions  to 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  ''Warnings!') 

As  with  other  antisyphilrtics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration  : Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch.  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  other- 
wise. a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-uptreatmentconsistsof  4.8  million  units 
aqueous  procaine  penicillin  G,  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  -is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4,8  million  units 
aqueous  procaine  penicillin  G daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-cc. 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  sus- 
pension with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5% 
lecithin  0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  methQ 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc. 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabili'" 
aqueous  suspension  with  sodium  citrate  buffer  and  approxinr 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povid 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  j 
monopal mitate,  1.2  mg.  methylparaben,  and  0.14  mq 
paraben. 


Five  are  graduating 
with  honors. 

How  many  withVD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


IN  SYPHILIS 

INJECTION 

BicilliiYL-A 

(STERILE  BENZATHINE 
i PENICILLIN  G 
SUSPENSION)  WYETH 

i Syphilis  is  preferably  treated  with  benzathine 
I penicillin  G,  which  is  also  the  drug  of  choice 
I for  prophylaxis  after  exposure  Administra- 
I tion  of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
cluding sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
I dosage  of  intramuscular  benzathine  penicillin  G -Venereal  m- 
I fections:  Syphilis,  yaws,  betel  and  pmta 

For  deep  intramuscular  Injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  m patients  with  history  of  penicillin  hyper- 
sensitivity. Before  penicillin  therapy,  carefully  inquire  into  pre- 
vious hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
| with  usual  agents,  e.g..  pressor  amines,  antihistamines  and  corti- 
costeroids. 


Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and/or  asthma 
Carefully  avoid  intravenous  or  intraarterial  use.  o'  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed  Hemolytic  anemia,  leucopenia.  thrombo 
cytopen.a.  neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  ot  parenteral  penicillin. 

As  with  other  antisyphihtics,  Jansch-Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphihs)—  24  million  units  at  7 day 
intervals  for  three  doses. 

Congenital -under  2 years  of  age.  50.000  units/Kg  body 
weight:  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  n the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable When  doses  are  repeated,  vary  the  injection  site  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  benzathine  penicillin  G (as  active  in- 
gredient): 2.400.000  units  m 4-cc.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose.  0.6%  povidone.  0.1%  methylparaben,  and 
0.01%  propylparaben.  300.000  units  per  cc. -10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg  lecithin.  3 mg.  povidone,  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorbitan  monopalmitate.  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 


Wyeth 


Laboratories 

Philadelphia,  Pa.  19101 


One  contains  aspirin 
One  doesn’t. 


Darvocet-N  lOO 

100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


Darvon 

Compound-65 

65  mg.  propoxyphene  hydrochloride 
227  mg.  aspirin,  162  mg.,  phenacetin, 
and  32.4  mq.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Editorial 


The  seal  of  the  Medical  Society  of  the  State  of 
New  York* 


The  seal  of  the  Medical  Society  of  the  State  of 
New  York  is  extremely  interesting  in  medical  sym- 
bolism. The  rod  with  the  single  snake  entwined 
around  it  is,  of  course,  the  staff  of  Aesculapius  and 
is  well  known  as  the  special  symbol  of  medical 
healing.  This  goes  back  to  Greek  mythology. 
Aesculapius,  son  of  Apollo,  was  known  as  the  god 
of  healing.  In  fact,  he  eventually  became  so  profi- 
cient in  the  art  that  Pluto  accused  him  of  dimin- 
ishing the  number  of  shades  in  Hades,  which  final- 
ly led  to  his  destruction. 

The  meaning  of  the  rooster  prominent  on  the 
seai  is  not  quite  so  familiar,  but  it  also  undoubted- 
ly goes  back  to  Greek  mythology.  Early  Greek 
medicine  was  connected  with  temple  worship,  and 
those  who  followed  the  Aesculapius  cult  upheld 
the  ancient  concept  of  the  sacrifice  as  a commu- 
nion between  God  and  man.  Generally  speaking 
all  animals  which  the  ancients  were  wont  to  give  to 
their  deities  could  be  offered  also  to  Aesculapius, 
as  he  was  not  very  particular.  However,  in  one  re- 
spect he  did  show  an  extraordinary  attitude:  he 

was  satisfied  with  small  dedications.  The  Coan 
women  who  sacrificed  a cock  to  him  apologized  for 
the  cheapness  of  their  offering;  they  were  aware  of 
the  fact  that  other  suppliants  would  have  offered 
perhaps  an  ox  or  a pig,  yet  they  were  assured  that 
nobody  could  give  to  Aesculapius  a gift  which 
would  be  more  welcome.  The  cock  was  indeed  the 
most  common  sacrifice;  the  phrase  “a  cock  to  Aes- 
culapius” was  almost  proverbial.  Socrates,  as  re- 
ported by  Plato,  has  made  this  memorable.  Feel- 
ing his  body  gradually  losing  its  vital  heat  and 
realizing  that  relief  from  his  troubles  was  at  hand, 
he  said  (and  these  were  his  last  words):  “Crito,  I 
owe  a cock  to  Aesculapius;  will  you  remember  to 
pay  the  debt?”  “The  debt  shall  be  paid,”  re- 
sponded his  friend.  However,  thank  offerings  to 
Aesculapius  did  not  consist  necessarily  of  animal 
sacrifices  nor  of  these  alone.  In  exchange  for  the 
fulfilment  of  their  wishes  the  people  gave  him  al- 
most anything.  Whatever  it  was,  the  god  received 
it  graciously:  “The  gods  do  not  strive  after  human 
goods.  Wealth  is  not  gratifying  to  them,  nor  any 
other  gain.  They  are  interested  in  beneficence 

* Reprinted  from  the  New  York  State  Journal  of  Medicine, 
June  1, 1961,  vol.  61,  no.  11,  p.  1831. 


alone.  In  this  the  gods  find  their  riches.”  This 
the  ancient  skeptic  said  before  he  was  asked  to 
render  his  due  to  Aesculapius. 

The  symbol  of  the  branch  and  leaves  is  not  quite 
so  easy  to  identify  with  certainty,  but  it  too  proba- 
bly comes  from  Greek  mythology.  It  appears  to 
be  laurel,  also  known  as  the  bay  tree,  although  the 
present  seal  bears  less  resemblance  to  laurel  than 
did  earlier  ones.  The  leaves  of  the  sweet  bay  tree, 
still  used  in  cooking  and  making  confections  be- 
cause of  their  pleasant  aromatic  flavor,  were  sup- 
posed to  have  certain  narcotic  properties  which 
were  used  when  questioning  the  Oracle  of  Apollo 
at  Delphi.  Among  other  things  Aesculapius  found 
delight  in  a gift  of  laurel.  It  was  with  these  leaves 
that  garlands  were  made  for  crowning  the  heroes 
of  antiquity. 

The  bay  tree  also  had  the  miraculous  power  to 
resist  witchcraft,  for  “neither  witch  nor  devil, 
thunder  nor  lightning,  will  hurt  a man  in  the  place 
where  a bay  tree  is.”  So  says  Nicholas  Culpeper 
in  his  English  Physician  and  Complete  Herbal. 
He  says  also  that  it  has  many  other  virtues  and  is 
so  well  known  that  it  needs  no  description.  The 
frontispiece  of  an  edition  of  this  work  published  in 
London  about  1798  shows  a picture  of  Nicholas 
Culpeper  holding  a branch  of  laurel  with  other 
branches  decorating  the  page. 

It  is  not  known  when  the  Medical  Society  of  the 
State  of  New  York  first  adopted  its  seal,  but  it 
seems  that  a seal  must  have  been  used  from  the 
time  that  the  Society  was  first  organized,  as  it  was 
required  then  to  validate  the  diplomas  which  were 
issued  to  physicians  qualified  to  practice  medicine 
in  the  State.  The  seal  in  use  about  1836  is  essen- 
tially the  same  as  the  one  used  today,  except  that 
it  seems  to  bear  a closer  resemblance  to  the  leaves 
of  the  bay  tree. 

It  would  be  interesting  to  know  where  the  artist 
who  made  the  original  seal  secured  his  motif  and 
whether  or  not  it  was  given  to  him  by  the  medical 
profession. 

If  he  designed  it  through  searching  the  medical 
literature  of  his  day,  he  may  have  been  influenced 
to  use  laurel  through  the  writings  of  Nicholas  Cul- 
peper who  was  probably  the  most  famous  medical 
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quack  of  all  time,  whose  Complete  Herbal  is  still 
in  print,  and  who  aroused  the  ire  of  the  medical 
profession  of  his  day  by  publishing  in  1649  an  En- 
glish translation  of  the  Pharmacopeia  Londin- 
ensis  so  that  everyone  could  know  what  remedies 
were  being  used  in  the  treatment  of  disease. 

W.D. 


continued  from  page  1387 

Charlton,  M.  H.:  Presenile  dementia,  New  York 

State  J.  Med.  75:  1493  (Aug.)  1975. 

Dementia  in  the  presenium  may  show  behavioral 
changes  suggestive  of  psychiatric  illness  before  the  ap- 
pearance of  more  obviously  organic  mental  symptoms. 
The  organic  mental  symptoms  are  themselves  nonspe- 


continued from  page  1393 

tientes  con  infarcto  myocardial  acute  e tractate  con  GIK 
e le  non  tractate  con  iste  therapia.  Desde  iste  travalio,  e 
specialmente  in  vista  del  demonstration  que  le  secretion 
de  insulina  es  inhibite  proportionalmente  al  diminution 
del  indice  cardiac  in  le  insufficientia  cardiac  congestive, 
<>  depost  de  un  infarcto  myocardial  acute,  altere  investi- 
gatores  ha  trovate  que  le  GIK  es  un  adjuncto  utile  in  le 
tractamento  del  patientes  con  differente  typos  de  morbo 
ardi »c.  Ha  un  accordo  que  un  benefitio  evidente  pro- 
cil<  per  le  GIK  intravenose  in  patientes  con  morbo 
1 df  be  esser  demonstrate.  Nonobstante,  ha  un 
1 ia  Mjfficiente  pro  justificar  plus  studios  clinic  pro 
'■  i olo  del  GIK  in  le  therapia  cardiovasculari. 
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cific  in  terms  of  the  causes.  The  task  of  the  neurologist, 
after  recognition  of  a presenile  dementia,  is  twofold. 
He  must  look  for  potentially  remediable  causes  of  the 
dementia,  examples  of  which  are  presented  and  dis- 
cussed. In  addition,  he  must  anticipate  and  cope  with 
the  social  and  legal  problems  attendant  on  the  diagno- 
sis. 


Charlton,  M.  H.:  Dementia  presenile,  New  York 

State  J.  Med.  75:  1493  (Augusto)  1975. 

Le  dementia  presenile  pote  monstrar  cambios  del  con- 
ducta  suggerente  de  morbos  psychiatric  ante  del  appar- 
entia  de  symptomas  mental  plus  obviemente  organic. 
Le  symptomas  mental  organic  non  es,  per  se,  specific  in 
quanto  a sus  causas.  Le  rollo  del  neurologista,  depost  le 
recognoscimento  del  dementia  presenile,  es  duple.  Ille 
debe  perquirer  le  causas  potentialmente  curabile  del  de- 
mentia— examples  de  iste  causas  es  presentate  e discu- 
tite.  Additionalmente,  ille  debe  anticipar  e conquirer  le 
problemas  social  e legal  relationate  con  le  diagnose. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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ial and/or  physical  abilities  required 
for  the  performance  of  potentially 
hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient 
should  be  cautioned  accordingly 
Precautions:  It  should  be  kept  in 
mind  that  the  possibility  of  suicide  in 
seriously  depressed  patients  is  in- 
herent in  the  illness  and  may  persist 
until  significant  remission  occurs 
Such  patients  should  be  carefully 
supervised  during  the  early  phase  of 
treatment  wilh  Tofranil,  brand  of 
imipramine  hydrochloride,  and  may 
rr ' nrc  hospitalizalion  Prescriptions 
• i .iiirj  be  written  lor  the  smallest 
amount  feasible 

H y ornanic  or  manic  episodes  may 


occur,  particularly  in  patients  with 
cyclic  disorders.  Such  reactions  may 
necessitate  discontinuation  of  the  drug 
If  needed,  Tofranil,  brand  of  imipramine 
hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes 
are  relieved.  Administration  of  a 
tranquilizer  may  be  useful  in  con- 
trolling such  episodes. 

Prior  to  elective  surgery,  imipramine 
hydrochloride  should  be  discontinued 
for  as  long  as  the  clinical  situation 
will  allow 

An  activation  of  the  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients  and  may  require  re- 
duction of  dosage  and  the  addition 
of  a phenothiazine. 

In  occasional  susceptible  patients  or 
in  those  receiving  anticholinergic 
drugs  (including  antiparkinsonism 
agents)  in  addition,  the  atropine-like 
effects  may  become  more  pro- 
nounced (e  g . paralytic  ileus).  Close 
supervision  and  careful  adjustment  of 
dosage  is  required  when  this  drug  is 
administered  concomitantly  with 
anticholinergic  or  sympathomimetic 
drugs 

Avoid  the  use  of  preparations,  such  as 
decongestants  and  local  anesthetics, 
which  contain  any  sympathomimetic 
amine  (e  g.  adrenalin,  noradrenalin), 
since  it  has  been  reported  that  tri- 
cyclic antidepressants  can  potentiate 
the  effects  of  catecholamines 
Patients  should  be  warned  that  the 
concomitant  use  of  alcoholic  bever- 
ages may  be  associated  with  exagger- 
ated effects. 

Both  eievation  and  lowering  of  blood 
sugar  levels  have  been  reported. 
Concurrent  administration  of  mipra- 
mine  with  electroshock  therapy  may 
increase  the  hazards;  such  treatment 
should  be  limited  to  those  patients 
for  whom  it  is  essential,  since  there  is 
limited  clinical  experience. 

Adverse  Reactions:  Note:  Although 
the  listing  which  follows  includes  a 
few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug, 
the  pharmacological  similarities 
among  the  tricyclic  artidepressant 
drugs  require  that  each  of  the  reac- 
tions be  considered  when  imipramine 
is  administered. 

Cardiovascular:  Hypotension,  hyper- 
tension, tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias, 
heart  block,  stroke,  fails. 

Psychiatric:  Confusional  states  (es- 
pecially in  the  elderly)  with  hallucina- 
tions, disorientation,  delusions;  anx- 
iety, restlessness,  agitation;  insomnia 
and  nightmares;  hypomania;  exacer- 
bation of  psychosis 
Neurological  Numbness,  tingling, 
paresthesias  of  extremities;  incoor- 
dination, ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symp- 
toms; seizures,  alterations  in  EEG 
patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  aria, 
rarely,  associated  sublingual  adenitis; 
blurred  vision,  disturbances  of  ac- 
commodation. mydriasis;  constipa- 
tion, paralytic  ileus;  urinary  retention, 
delayed  micturition,  dilation  of  the 
urinary  tract 

Allergic:  Skin  rash,  petechiae,  urti- 
caria, itching,  photosensitization 
(avoid  excessive  exposure  to  sun- 
light) ; edema  (general  or  of  face  and 
tongue);  drug  fever;  cross-sensitivity 
with  desipramine. 

Hematologic  Bone  marrow  depres- 
sion including  agranulocytosis; 
eosinophilia,  purpura;  thrombocy- 
topenia Leukocyte  and  differential 
counts  should  be  perfi  rmed  in  any 
patient  who  develops  lever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  evidence 
of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomit- 
ing, anorexia,  epigastric  distress, 
diarrhea;  peculiar  taste,  stomatitis, 
abdominal  cramps,  black  tongue 
Endocrine  Gynecomastia  in  the  male, 
breast  enlargement  and  galactorrhea 
in  the  female;  increased  or  decreased 
libido,  impotence;  testicular  swelling 
elevation  or  depression  of  blood  sugar 
levels 


Other  Jaundice  (simulating  obstruc- 
tive); altered  liver  function;  weight  gain 
or  loss;  perspiration;  flushing,  uri- 
nary frequency;  drowsiness,  dizziness, 
weakness  and  fatigue;  headache, 
parotid  swelling ; alopecia. 

Withdrawal  Symptoms:  Though  not 
indicative  of  addiction,  abrupt  cessa- 
tion of  treatment  after  prolonged  ther- 
apy may  produce  nausea,  headache 
and  malaise. 

Dosage  and  Administration:  Lower 
dosages  are  recommended  for  elderly 
patients  and  adolescents.  Lower  dos- 
ages are  also  recommended  for  out- 
patients as  compared  to  hospitalized 
patients  who  will  be  under  close 
supervision.  Dosage  should  be  initi- 
ated with  Tofranil,  brand  of  imipra- 
mine hydrochloride,  at  a low  level  and 
increased  gradually,  noting  carefully 
the  clinical  response  and  any  evi- 
dence of  intolerance.  Following  re- 
mission, maintenance  medication  may 
be  required  for  a longer  period  of 
time,  at  the  lowest  dose  that  will 
maintain  remission, 

Once-a-day  maintenance  dosage  can 
be  provided  with  Tofranil-PM,  brand 
of  imipramine  pamoate,  capsules  if 
this  dosage  has  been  established  as 
explained  above  This  dose  may  be 


Tofranil-PM® 

imipramine  pamoate 


given  at  bedtime.  For  the  occasion: 
patient  who  manifests  stimulation  a 
insomnia  with  this  dosage  regimen, 
the  capsules  may  be  given  in  the 
morning 

Parenteral  administration  should  be 
used  only  for  starting  therapy  in  pa-  ! 
tients  unable  or  unwilling  to  use  ora  ■ 
medication.  The  oral  form  should  se  ( 
plant  the  iniectable  as  soon  as 
possible 

How  Supplied:  Tofranil,  brand  of 
imipramine  hydrochloride:  Round 
tablets  of  25  and  50  mg.;  triangular  i 
tablets  of  10  mg  and  ampuls,  each 
containing  25  mg.  in  2 cc  for  I.M. 
administration. 

Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75.  100,  125  a ; 
150  mg.  (Each  capsule  contains  imi- 
pramine pamoate  equivalent  to  75, 
100,  125  or  150  mg.  of  imipramine 
hydrochloride  ) 

(B)  98-146-850-R  (2/74) 

For  complete  details,  including  do! 
age  and  administration,  please  ref 
to  the  full  prescribing  information. 

GEIGV  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporatio 
Ardsley.  New  York  10502 


Geigy 


Capsules ' of  1 50, 1 25, 1 00, 75  mg. 

In  depression: 

One  capsule 
lasts  from  bedtime 
to  bedtime. 


Each  capsule  contains  imipramine  pamoate  equivalent  to 
150.  125,  100  or  75  mg  of  imipramine  hydrochloride 
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AFP  (Alpha-fetoprotein)  was  discovered  in  1944 
by  Pederson1  in  bovine  fetal  serum.  Bergstrand 
and  Czar2  described  in  1956  a similar  normal 
human  fetus-specific  alpha  globulin  produced  by 
the  human  fetal  yolk  sac,  liver,  and  intestine.3-13 
Human  AFP  has  a molecular  weight  of  70,000  and 
contains  4.3  per  cent  sugar.8’10,11  It  reaches  a 
peak  serum  concentration  early  in  the  second  tri- 
mester (twelve  to  fourteen  weeks)  of  pregnancy 
and  disappears  from  the  circulation  in  the  perina- 
tal period.4  The  amino  acid  sequence  of  AFP  is 
well  known,  and  its  name  was  based  on  its  electro- 
phoretic mobility  and  immunologic  properties.8,10 

In  1963,  Abelev14  observed  the  occurrence  of 
AFP  in  the  serum  of  mice-bearing  primary  hepato- 
mas, and  in  1966  Tatarinov15  found  AFP  in  human 
serum  obtained  from  certain  adults  with  PHCC 
(primary  hepatocellular  carcinoma).  Several  in- 
vestigators have  confirmed  the  presence  of  fetus- 
specific  alpha  globulin  in  laboratory  animals  and 
in  approximately  one  half  of  patients  wi|h  PHCC, 
as  well  as  in  25  per  cent  of  patients  with  embryo- 
nal cell  carcinoma  (ECC)  of  the  testis.3,16-29  The 
AFP  found  in  adults  with  tumors  closely  resembles 
the  one  present  in  the  fetus.8,10,11  AFP  was  also 
found  in  sera  of  patients  with  other  disorders.30-38 


Five  patients  with  PHCC  (primary  hepatocellular 
carcinoma)  and  1 patient  with  ECC  (embryonal 
cell  carcinoma)  of  the  testis  who  had  elevated 
serum  AFP  (alpha-fetoprotein)  concentrations  are 
described  Abnormal  serum  and  ascitic  AFP  con- 
centrations were  useful  in  the  diagnosis  of  these 
tumors.  Ascitic  fluids  should  be  examined  for  AFP, 
since  abnormal  concentrations  may  be  useful  for 
the  diagnosis  and  in  the  indications  for  surgery  of 
PHCC.  In  patients  with  high  serum  AFP  concen- 
trations, sequential  AFP  determinations  may  be  a 
reliable  index  of  the  completeness  of  the  surgical 
procedure,  as  shown  in  Case  2.  The  indications 
for  the  performance  of  AFP  assays  in  various  clini- 
cal conditions,  especially  in  patients  who  are  con- 
sidered high  risks  for  the  development  of  PHCC,  as 
well  as  the  different  sensitivities  of  the  currently 
used  AFP  assays  are  discussed,  and  the  pertinent 
literature  is  reviewed. 


These  reports  were  based  on  studies  made  by 
the  microgel  diffusion  method  which  detects  only 
concentrations  above  2,000  micrograms  per  100 
ml.30  The  yield  of  positive  AFP  assays  is  in- 
creased in  tumor  bearers  by  approximately  50  per 
cent  by  using  the  RIA  (radioimmunoassay)  tech- 
nique, which  is  the  most  sensitive  of  the  currently 
available  tools  for  AFP  detection.11,31,32 

We  herewith  report  our  experience  in  5 patients 
with  PHCC  and  a patient  with  teratocarcinoma  of 
the  testis,  in  whom  AFP  was  detected  in  the 
serum.  We  also  describe  an  unusual  case  in  which 
PHCC  was  diagnosed  following  the  detection  of 
AFP  in  hemorrhagic  ascitic  fluid.  The  diagnostic 
importance  of  the  AFP  assay  as  well  as  its  use  for 
the  assessment  of  the  completeness  of  surgical  re- 
section of  hepatomas  and  embryonal  cell  carcino- 
mas of  the  testis  will  be  discussed.  The  difficul- 
ties in  the  differential  diagnosis  of  these  diseases, 
the  technical  problems  connected  with  AFP  detec- 
tion, and  the  difficulties  involved  in  establishing 
and  confirming  the  right  diagnosis  are  empha- 
sized. 

All  sera  and  ascitic  fluids  were  screened  by  var- 
ious methods  of  increasing  sensitivity,  such  as  gel 
diffusion,  polyacrylamide-disc  electrophoresis,  the 
quantitative  Laurell  electroimmunodiffusion,  and 
ultimately  RIA  as  performed  by  Waldmann  and 
Mclntire,  Metabolism  Branch,  National  Institutes 
of  Health.34,37-40 
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FIGURE  1.  Histologic  examination  of  Case  1 orchiectomy  specimen.  (A)  Typical  appearance  of  tumor.  (B)  Character- 
istic tubular  structures  forming  part  of  tumor.  (Hematoxylin  and  Eosin,  original  magnification  X 400) 


Case  Reports 

Case  1.  A three-year-old  child  was  admitted  to  the 
department  of  pediatric  surgery  at  another  hospital  be- 
cause of  the  appearance  of  a painless  mass  in  his  right 
testicle.  Orchiectomy  was  performed,  and  the  histolog- 
ic diagnosis  of  embryonal  cell  carcinoma  was  established 
(Fig.  1).  Three  months  later,  pulmonary  metastases, 
paraplegia,  and  a palpable  abdominal  mass  were  found. 
AFP  assays  of  the  patient’s  serum  were  positive,  and 
subsequent  quantitation  by  RIA  showed  levels  of  more 
than  2,800  micrograms  per  milliliter,  which  was  consis- 
tent with  the  diagnosis  of  embryonal  cell  carcinoma  of 
the  testis  with  metastases  (Fig.  2). 18  The  presence  of 
metastases  was  confirmed  by  biopsy  of  an  abdominal 
lymph  node.  Treatment  with  cyclophosphamide  (Cy- 
toxan), vincristine  sulfate,  and  actinomycin  D resulted 
in  temporary  improvement.  He  was  readmitted  to  our 
hospital  six  months  later  because  of  a marked  deteriora- 
tion in  his  general  condition.  Additional  vertebral  me- 
tastases were  found,  and  the  abdominal  mass  occupied 
most  of  the  abdomen.  He  expired  two  months  later. 

The  AFP  assay  is  important  in  the  differential 
diagnosis  of  testicular  tumors;  it  is  negative  in 
seminomas  (with  the  rare  exception  of  seminomas 
metastasizing  as  embryonal  cell  carcinoma),  and  is 
positive  in  embryonal  cell  carcinoma  of  the  testis 
following  metastatic  spread.18 

Case  2.  A three-year-old  girl  was  admitted  to  our 
hospital  with  the  complaint  of  an  abdominal  swelling, 
which  was  particularly  prominent  in  the  right  upper 
quadrant  of  the  abdomen.  A mass  of  hard  consistency, 
12  cm.  in  diameter,  filling  the  right  side  of  the  abdomen 
and  crossing  the  midline  was  palpated.  Prominent  ve- 
nous markings  were  noticed  on  the  abdomen.  The 
spleen  was  not  palpable,  and  no  lvmphadenopathies 
were  found.  A liver  scan  demonstrated  a large  mass  ad- 
joining the  liver.  Selective  celiac  angiography  con- 
firmed the  presence  of  a mass  originating  from  the  liver 
(Fig.  3).  The  serum  AFP  assay  was  positive  on  two  sep- 


FIGURE  2.  (A)  Cellulose  acetate  electrophoresis  of  nor- 

mal control  serum.  (B)  Serum  of  Case  1.  (C)  Polyacryl- 
amide-gel-disc electrophoresis  of  normal  control  serum. 
(D)  Serum  of  Case  1. 

arate  examinations,  and  the  diagnosis  of  a PHCC  was 
made.  Laparatomy  revealed  a large  tumor  15  by  20  by 
20  cm.  emanating  from  the  right  liver  lobe.  Right  hemi- 
hepatectomy  was  performed.  Histologic  examination  of 
the  specimen  confirmed  the  diagnosis  of  PHCC.  The 
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FIGURE  3.  (A)  Liver  scan  showing  space-occupying  lesion  (arrow)  adjacent  to  right  liver  lobe.  (B)  Space-occupying  le- 

sion filling  most  of  abdomen  emanating  most  probably  from  right  liver  lobe  (celiac  angriography). 


postoperative  course  was  uncomplicated.  Results  of  re- 
peated sequential  examinations  of  the  patient’s  serum, 
the  last  one  six  months  after  the  operation,  were  nega- 
tive for  AFP.  RIA  of  the  preoperative  specimens  yield- 
ed AFP  concentrations  of  more  than  2,800  micrograms 
per  milliliter,  and  the  last  postoperative  assay  showed  a 
normal  AFP  concentration  of  19  micrograms  per  millili- 
ter. 

This  is  an  unusual  case  history,  since  primary 
malignant  tumors  of  the  liver  are  rare  in  infants 
and  children;  66  per  cent  of  such  tumors  are  diag- 
nosed before  the  second  year  of  life,  and  among 
these,  hepatomas  are  commonest.  This  under- 
scores the  importance  of  the  AFP  assay  in  the  dif- 
ferential diagnosis  of  space-occupying  lesions  in 
childhood  and  demonstrates  the  usefulness  of 
quantitative  and  sequential,  posthemihepatec- 
tomy  AFP  determinations  for  the  assessment  of 
the  completeness  of  the  surgical  procedure.  A rise 
in  the  serum  AFP  concentration  may  serve  as  an 
early  indicator  of  tumor  recurrency. 

Case  3.  A forty-one-year-old  male  was  admitted  to 
our  hospital  for  intermittent  abdominal  pain  of  six 
months’  duration,  localized  to  the  right  upper  quadrant 
of  the  abdomen  and  accompanied  by  fever.  He  was 
seen  in  another  hospital  a few  months  prior  to  this  ad- 
mission for  anorexia,  weakness,  and  similar  attacks  of 
abdominal  pain  radiating  to  the  right  shoulder.  He  was 
discharged  with  the  diagnosis  of  cirrhosis  of  the  liver;  a 
serum  AFP  assay  was  not  performed. 

He  was  in  a good  state  of  nutrition,  and  his  tempera- 
ture was  38° C.  An  enlarged  and  slightly  tender  liver 


was  palpated.  The  sedimentation  rate  was  markedly 
accelerated;  liver  function  test  results  (bilirubin,  trans- 
aminases, alkalaline  phosphatase,  and  sulfobrom- 
ophthalein  (Bromsulphalein)  retention)  were  within 
normal  range.  An  upper  gastrointestinal  series,  cholan- 
giography, barium  enema,  intravenous  pyelogram,  and 
chest  x-ray  film  findings  were  normal.  A liver  scan  re- 
vealed a solitary,  avascular  space-occupying  lesion  8 cm. 
in  diameter  in  the  right  liver  lobe.  Celiac  angiography 
revealed  abnormal  blood  vessels  in  the  region  of  the 
SOL  (space  occupying  lesion).  An  AFP  assay  of  the  pa- 
tient’s serum  yielded  positive  results.  The  AFP  concen- 
tration was  subsequently  determined  by  RIA  and  found 
to  be  over  2,800  micrograms  per  milliliter.  Explorative 
laparotomy  revealed  a tumor  mass  which  ruptured  the 
liver  capsule  and  penetrated  the  falciform  ligament  and 
the  vena  cava.  Histologic  study  of  the  preoperative  bi- 
opsy confirmed  the  diagnosis  of  PHCC.  He  was  dis- 
charged and  referred  to  chemotherapy. 

The  signs  of  right  upper  quadrant  pain  radiat- 
ing to  the  right  shoulder,  accompanied  by  fever 
and  the  finding  of  a poorly  vascularized,  space- 
occupying  lesion,  raised  the  differential  diagnosis 
of  a liver  abscess  (bacterial,  amoebic,  or  echino- 
coccal)  versus  a primary  or  secondary  malignant 
tumor  of  the  liver.  The  combination  of  a space- 
occupying  lesion  and  a positive  AFP  assay  made 
the  correct  clinical  diagnosis  of  PHCC  possible. 

Case  4.  A sixty-year-old  Yemenite  male  with  a long- 
standing history  of  alcoholism  was  admitted  for  severe 
abdominal  pain  of  three  days’  duration.  Three  months 
prior  to  admission,  weight  loss,  weakness,  and  jaundice 
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were  first  noticed.  He  was  examined  at  another  hospi- 
tal one  month  prior  to  his  admission,  following  an  epi- 
sode of  hematemesis,  and  was  discharged  with  the  diag- 
nosis of  cirrhosis  of  the  liver  confirmed  by  liver  biopsy. 
A serum  AFP  assay  was  not  performed. 

On  admission,  he  was  dehydrated  and  deeply  jaun- 
diced, and  the  abdomen  was  markedly  distended,  with 
prominent  venous  markings;  Cullen’s  and  Grey-Turner’s 
signs  were  positive.  In  the  right  upper  quadrant  a firm, 
tender,  irregular  mass  10  cm.  in  diameter  was  palpated. 
Abdominal  paracentesis  yielded  a large  amount  of  hem- 
orrhagic ascitic  fluid,  the  cytologic  findings  of  which 
were  negative  for  tumor  cells.  An  AFP  assay  was  posi- 
tive in  the  serum  as  well  as  in  the  ascitic  fluid  and 
showed  high  concentrations  (by  RIA  over  2,800  micro- 
grams per  milliliter)  of  this  abnormal  component. 
Based  on  the  patient’s  past  history,  clinical  findings, 
and  a positive  AFP  assay  in  the  serum  and  ascitic  fluid, 
the  diagnosis  of  a ruptured  hepatoma  was  considered. 
The  patient’s  condition  deteriorated  rapidly,  and  he  ex- 
pired forty-eight  hours  after  admission.  Autopsy  con- 
firmed the  diagnosis  of  a ruptured  PHCC. 

The  history  of  alcoholism,  laboratory  examina- 
tions, and  a liver  biopsy  performed  in  another  hos- 
pital established  the  diagnosis  of  cirrhosis  of  the 
liver.  Due  to  the  omission  of  a serum  AFP  assay, 
the  diagnosis  of  PHCC  was  missed  at  a stage  when 
surgical  intervention  could  still  be  considered.  In 
this  patient  the  unusual  feature,  indicating  a rup- 
tured hepatoma,  was  the  finding  of  hemorrhagic 
ascites  containing  high  concentrations  of  AFP. 

Case  5.  A forty-three-year-old  Yemenite  male  was 
admitted  to  our  hospital  for  a sudden  pain  in  the  upper 
abdomen  radiating  to  the  right  shoulder;  his  past  history 
was  noncontributory.  On  physical  examination,  no  ab- 
normalities were  found.  Laboratory  data,  including 
liver  function  tests,  an  upper  gastrointestinal  series, 
cholangiography,  and  chest  x-ray  film  findings  were  nor- 
mal. The  serum  was  not  examined  for  AFP.  He  was 
discharged  without  establishing  a diagnosis  and  was 
readmitted  three  months  later  for  severe  abdominal 
pain.  Ascites  was  found,  but  the  rest  of  the  physical  ex- 
amination and  laboratory  findings  remained  normal. 
The  serum  AFP  assay  was  positive,  subsequent  quanti- 
tation by  RIA  showed  concentrations  of  more  than  2,800 
micrograms  per  milliliter,  and  the  diagnosis  of  PHCC 
was  suggested.  This  was  further  supported  by  a liver 
scan  showing  a silent,  well-circumscribed  area  in  the 
right  liver  lobe.  Exploratory  laparatomy  revealed  a 
liver  of  cirrhotic  appearance;  no  tumor  was  found,  but 
multiple  biopsies  confirmed  the  presence  of  multifocal 
PHCC. 

The  patient’s  general  state,  his  history,  and  rou- 
tine laboratory  findings  (as  well  as  the  appearance 
of  the  liver  during  laparatomy)  not  suggestive  of 
the  presence  of  a space-occupying  lesion.  The 
positive  serum  AFP  assay  directed  further  investi- 
gations toward  the  presence  of  PHCC  and  encour- 
aged the  surgeon  to  perform  multiple  liver 
biopsies.  This  approach  was  shown  to  be  justified 
when  the  histologic  examination  revealed  a multi- 
focal  PHCC. 

Case  6.  A sixty-eight-year-old  childless  male  was  ad- 


mitted to  our  hospital  for  abdominal  distention  and 
pain.  One  year  prior  to  his  admission,  an  adenocarcino- 
ma of  the  prostate  was  found  and  treated  with  diethyl- 
stilbestrol  5 mg.  per  day.  He  was  hypertensive  and  in 
bad  general  condition.  An  enlarged,  nodular,  firm,  non- 
tender liver  was  palpated.  Shifting  dullness  indicated 
the  presence  of  ascitic  fluid.  No  splenomegaly  or  en- 
larged lymph  nodes  were  present.  Laboratory  examina- 
tions revealed  erythrocyte  sedimentation  rate  100/120, 
serum  glutamic  oxaloacetic  transaminase  92  units  per 
milliliter,  alkaline  phosphatase  5.9  units,  B.L.  (Bassie- 
Laury)  units,  albumin  2.6  Gm.  per  100  ml.,  globulin  4.1 
Gm.  per  100  ml.,  and  35  per  cent  BSP  retention  after 
forty-five  minutes.  The  serum  AFP  assay  was  positive, 
and  subsequent  quantitation  by  RIA  showed  a concen- 
tration of  over  2,800  micrograms  per  milliliter.  An 
upper  gastrointestinal  series,  cholangiography,  barium 
enema,  and  metastatic  bone  series  findings  were  normal. 
A liver  scan  revealed  multiple  silent  areas.  Examina- 
tion of  the  ascitic  fluid  showed  no  malignant  cells. 
Liver  biopsy  confirmed  the  presence  of  multifocal 
PHCC. 

The  positive  serum  AFP  assay  result  helped  in 
the  detection  of  a second  malignant  tumor,  PHCC, 
in  a patient  with  adenocarcinoma  of  the  prostate,  a 
known  extrahepatic  malignant  condition.  The 
clinical  signs,  physical  examination,  and  laborato- 
ry findings  raised  the  differential  diagnosis  of  sec- 
ondary liver  involvement  by  an  extrahepatic  carci- 
noma versus  the  development  of  PHCC.  The  pos- 
itive AFP  finding  tipped  the  scale  in  favor  of  the 
latter.  The  correct  diagnosis  of  the  type  of  cancer 
was  particularly  important  in  this  case  because  of 
the  different  therapeutic  approach  to  carcinomas 
of  the  prostate  and  hepatomas  (hormonal  versus 
cytotoxic  treatment)  and  also  was  of  great  prog- 
nostic significance. 

Quantitative  AFP  studies  were  performed  in  all 
patients,  prior  to  RIA,  by  Laurell  counterelectro- 
phoresis (Fig.  4).  All  samples  found  to  be  positive 
for  AFP  by  this  method  had  high  AFP  concentra- 
tions (over  2,800  micrograms)  when  examined  by 
RIA. 


Comment 

In  adults,  AFP  reappears  as  a tumor-specific  an- 
tigen and  is  detected  in  approximately  one  half  of 
patients  with  PHCC  and  in  one  fourth  of  patients 
with  embryonal  cell  carcinoma  of  the  testis  when 
the  microgel  method  is  used  for  its  detection.19 

In  the  fetus,  the  serum  AFP  concentration 
reaches  a maximum  of  3 mg.  per  milliliter  at  about 
the  thirteenth  week  of  gestation,  and  subsequent- 
ly, this  concentration  decreases  until  at  birth  it 
drops  to  approximately  1 per  cent  of  the  peak  em- 
bryonal level.4  One  year  after  birth  the  concen- 
tration drops  to  less  than  30  pg.  per  milliliter  (that 
is,  less  than  0.001  per  cent  of  the  peak  level).  AFP 
cannot  be  detected  in  the  serum  of  healthy  adults 
by  diffusion  in  gel  and  countercurrent  electropho- 
resis; however,  the  development  of  RIA  by  Ruos- 
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FIGURE  4.  Quantitative  AFP  determination  by  Laurell 
electroimmunodiffusion  in  6 described  patients. 


lahti  and  Seppala11  made  the  detection  of  low  con- 
centrations (1  to  17  ng.  per  milliliter)  possible. 

The  sensitivity  of  the  methods  used  for  AFP  de- 
tection differ  greatly  and  are  about  5 to  20  micro- 
grams per  milliliter  for  immunodiffusion  in  agar 
gel,  100  ng.  per  milliliter  for  immunoradiography 
or  counterimmunoelectrophoresis,  30  ng.  per  mil- 
liliter for  passive  haemagglutination,  and  2 to  5 ng. 
per  milliliter  for  RIA.10,11,34,37-39  The  technique 
of  RIA,  originally  reported  by  Ruoslahti  and  Sep- 
pala,11 Abelev  et  al.,34  and  Chayvialle  and  Gangu- 
li38  can  detect  concentrations  as  low  as  125  pg.  per 
milliliter  of  plasma  with  a precision  of  7.5  per  cent 
(coefficient  of  variation). 

Alpert  et  al.40  detected  AFP  by  immunodiffu- 
sion in  agar  in  50  per  cent  of  62  patients  with 
PHCC.  However,  when  these  same  samples  were 
assayed  by  the  more  sensitive  technique  of  coun- 
terimmunoelectrophoresis, the  test  finding  was 
positive  in  72  per  cent  of  these  patients.  Since  the 
highly  sensitive  RIA  can  measure  plasma  AFP  lev- 
els accurately  even  in  healthy  adults,  it  was  hoped 
that  by  its  use  the  diagnostic  importance  of  this 
test  would  increase  even  further.  Despite  its  use, 
9 per  cent  of  patients  with  PHCC  were  found  to 
have  an  AFP  level  within  normal  range,  and  an  in- 
crease in  AFP  concentration  may  occur  only  later 
in  the  course  of  the  disease.11,41  Thus,  a normal 
AFP  level  does  not  exclude  the  presence  bf  PHCC. 

No  correlation  between  serum  AFP  levels,  the 
degree  of  tumor  differentiation,  and  the  clinical 
evolution  of  the  disease  could  be  shown.24,34,42 
Since  its  first  detection  in  the  serum  of  patients 


suffering  from  PHCC,  AFP  was  found  in  the  fol- 
lowing conditions: 

1.  In  approximately  72  per  cent  of  patients  with 
PHCC  3.18,20-29,34,38 

2.  In  25  per  cent  of  patients  with  embryonal  cell 
carcinoma  of  the  testis  and  ovary.3,22,33,34,43-45 
Smith19  observed  that  AFP  may  not  be  detected  in 
the  serum  of  ECC  patients  until  metastases  are  wide- 
spread. This  finding  was  based  on  3 patients  in 
whom  AFP  was  subsequently  detected  even  though  it 
was  absent  earlier  in  the  disease.  No  difference  in 
AFP  distribution  was  found  when  female  and  male 
patients  with  germinal-cell  carcinomas  were  studied 
by  Masopust  et  al ,33  and  Mawas  et  al.45  Although 
AFP  was  not  found  in  the  serum  of  patients  with  sem- 
inoma, it  is  useful  to  perform  the  assay  in  these  pa- 
tients, for  seminomas  may  metastasize  as  embryonal 
cell  carcinoma,  and  treatment  for  these  two  tumors 
differs.46,47 

3.  In  the  serum  of  some  infants  with  hepatitis.33 

4.  In  the  sera  of  patients  with  viral  hepatitis.35,48 

5.  In  some  cases  with  liver  metastases  secondary 
to  tumors  other  than  PHCC.18,33* 

6.  In  a case  of  carcinoma  of  the  stomach.36 

7.  In  ascitic  fluid  from  patients  with  PHCC.49-51 

8.  In  ataxia  telangiectasia,  which  is  an  autosomal, 
recessive,  multisystem  disorder.37  Waldmann  and 
Mclntire37  have  recently  found  high  concentrations  of 
AFP  in  patients  suffering  from  this  disease  when 
measured  by  the  RIA  technique.  According  to  Wald- 
mann and  Mclntire,37  ataxia  telangiectasia  is  charac- 
terized by  a defect  in  organ  differentiation  and  matu- 
ration which  might  lead  to  the  persistent  synthesis  of 
proteins,  such  as  AFP,  present  normally  in  the  fetus 
but  not  detectable  in  adults. 

9.  In  amniotic  fluid.  Seppala  and  Ruoslahti53  ex- 
amined AFP  in  amniotic  fluids  from  normal  pregnan- 
cies by  RIA  and  reported  high  concentrations  at  four- 
teen to  fifteen  weeks  of  gestation.  In  pregnancies 
with  fetal  distress  or  intra-uterine  death,  very  high 
concentrations  (above  10  micrograms  per  milliliter) 
were  found.53,54  In  cases  of  intra-uterine  death,  a 
striking  increase  in  maternal  serum  AFP  concentra- 
tions also  occurs.54,55  High  amniotic  fluid  AFP  con- 
centrations were  recently  reported  in  twin  pregnan- 
cies and  in  women  bearing  fetuses  with  open  neural 
tube  defects.56-58  AFP  estimations  alone  should  not 
be  used  to  diagnose  anencephaly  or  spina  bifida,  but 
should  be  considered  as  a warning  in  women  with  a 
suggestive  history.57,58 

The  main  clinical  use  of  the  AFP  assay  is  in  what  has 
been  the  traditional  stumbling  block  of  all  hepatologi- 
cally  oriented  clinicopathologic  conferences:  “Does 

the  patient  or  does  he  not  have  a hepatoma?”59  Hep- 
atoma is  a diagnostic  problem  in  patients  known  to 
have  long-standing  postnecrotic  cirrhosis,  in  which 
hepatomas  are  found  with  a 24  per  cent  incidence,  or 
in  cases  of  hemochromatosis  where  a sudden  deterio- 
ration of  liver  function,  expressed  mainly  by  a high  al- 
kaline phosphatase,  is  found.60,61  The  early  diagnosis 
of  a newly  developed  hepatoma  can  be  established  in 
these  patients  by  periodic  AFP  testing. 

10.  AFP  assay  as  prognostic  aid.  Purtilo  et  al ,29 

*We  have  examined  the  sera  of  127  patients  with  liver  metas- 
tases and  could  not  confirm  these  observations.52 
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reported  a decline  and  return  to  normal  in  AFP  con- 
centrations, following  the  resection  of  PHCC.  On  the 
basis  of  this  observation,  he  concluded  that  the  hepa- 
toma was  completely  removed;  in  another  patient,  the 
failure  of  chemotherapy  (fluorouracil)  became  appar- 
ent when  an  increase  in  serum  AFP  concentrations 
was  observed.  Sugahara  et  al.62  monitored  serum 
AFP  concentrations  in  5 patients  who  underwent  he- 
mihepatectomy  and  found  a marked  initial  decline  of 
AFP  levels  following  hepatic  resection.  Eventually, 
these  levels  rose,  and  liver  scans  showed  tumor  recur- 
rence despite  normal  liver  function  and  the  lack  of  ab- 
normal physical  findings.  The  elevation  of  serum 
AFP  can  precede  the  detection  of  tumor  recurrence 
by  other  means.41 

The  AFP  assay  is  simple  and  should  be  per- 
formed: 

1.  Periodically  in  every  case  of  long-standing  cirrho- 
sis or  hemochromatosis. 

2.  In  every  case  of  single  or  multiple  space-occupy- 
ing lesions  of  the  liver. 

3.  In  every  case  with  hemorrhagic  ascites  of  un- 
known origin. 

4.  In  all  cases  of  tumors  of  the  testis  or  ovary. 

5.  In  amniotic  fluids  of  high-risk  pregnancies  or  in 
women  with  children  affected  by  open  neural  tube  de- 
fects. 

The  clinical  importance  and  applications  of  the 
AFP  assay  have  broadened  in  scope  steadily. 
Simple  laboratory  methods,  such  as  counterelec- 
trophoresis, make  the  routine  detection  and  semi- 
quantitative  analysis  of  this  protein  possible.  In 
our  experience,  the  diagnostic  accuracy  of  the  de- 
tection of  hepatomas  can  be  markedly  increased 
when  the  use  of  this  assay  is  combined  with  clini- 
cal awareness,  scanning  of  the  liver,  angiography, 
liver  biopsy,  and  so  forth.  As  shown  in  our  pa- 
tients, a positive  AFP  assay  may  be  helpful  in  the 
differential  diagnosis  of  testicular  tumors  (Case  1), 
may  help  to  make  the  unexpected  diagnosis  of 
PHCC  in  early  childhood  (Case  2),  and  may  make 
the  differential  diagnosis  of  PHCC  versus  liver 
metastases  or  an  amebic  abscess  easier  (Case  3). 
When  the  assay  is  performed  and  results  are  posi- 
tive in  hemorrhagic  ascites,  it  may  be  the  most  re- 
liable indication  of  a ruptured  hepatoma  and  can 
help  us  to  take  the  sometimes  life-saving  decision 
of  hemihepatectomy  (Case  4);  on  the  other  hand, 
in  patients  in  whom  the  surgeon  cannot  diagnose 
PHCC  during  laparotomy,  the  positive  AFP  assay 
should  be  considered  as  an  indication  for  multiple 
liver  biopsies  (Case  5).  It  is  also  of  importance  to 
remember  that  quantitative  AFP  determinations 
whether  by  counterelectrophoresis  or  RIA  are  an 
important  tool  in  the  prognosis  and  follow-ups  of 
patients  in  whom  PHCC  were  resected. 
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multiple  warts,  most  dermatologists  favor  the  gentler 
procedures  such  as  repeated  application  by  the  patient 
of  an  acid  preparation.  Franklin  Pass,  M.D.,  in 
“Warts”  Biology  and  current  therapy,  Minnesota  Medi- 
cine 57:  844  [Oct.]  1974,  favors  10  per  cent  salicylic  acid 
in  flexible  collodion  while  waiting  for  spontaneous  re- 
covery. Reliance  on  folk  remedies,  like  application  of 
mildweed  sap,  is  widespread.  Even  doctors  use  rem- 
edies based  on  suggestion,  giving  the  patient  confidence 
that  the  warts  will  disappear  eventually. 
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Measuring  cause  and  effect 

Cause:  High  levels  of  anxiety 

Effect:  Exacerbation  of  irritable  bowel  syndrome 


When  barium  fills  the  whole  colon,  there 
is  also  a reflux  through  the  ileum  so  that 
ileum  is  superimposed  on  colonic  shadows. 
The  tube-type  descending  colon  revealed 
is  normally  associated  with  the  diarrheal 
phase  of  the  irritable  bowel  syndrome. 


Case  History:*  27-year-old  female 

Before  treatment 

Chief  Complaint:  Abdominal  pain  and  diarrhea. 

Present  Illness:  Intermittent,  left-sided,  lower  abdominal 
pain  for  over  a year;  pain,  unassociated  with  men- 
strual periods  or  eating,  lasted  several  hours.  Abdomi- 
nal symptoms  occurred  in  attacks  lasting  1-2  days 
with  remissions  of  3-4  days.  Diarrhea  accompanied 
attacks.  No  weight  loss,  nausea  or  vomiting. 

Personal  History:  Married,  2 children.  Somewhat  rest- 
less, tense  and  anxious. 

Physical  Examination:  8/16/73.  System  review  within 
normal  limits.  Weight  95  lbs.  Petite,  pleasant,  coop- 
erative patient  with  no  obvious  signs  of  illness. 

Abdomen:  Spastic,  tender  sigmoid  colon.  Otherwise 
normal. 

Rectal:  Normal  mucosa  and  stool.  No  rectal  bleeding  or 
excess  mucus  or  fat  in  stools. 

Sigmoidoscopy:‘Normal  sigmoid  mucosa. 

Laboratory  tests:  Within  normal  range.  No  occult 
blood  in  3 successive  stool  examinations. 

Impression:  Irritable  bowel  syndrome.  X-rays  7/25/73 
showed  tube-type  descending  colon.  Librax,  one 
capsule  q.i.d.,  prescribed  as  adjunctive  therapy  on 
8/23/73.  Symptoms  of  anxiety  evaluated  with 
Hamilton  Anxiety  Scale  on  same  date. 

*Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J.  07110. 

Although  this  is  an  actual  case  history,  not  all  cases  of  irritable  bowel 

syndrome  can  be  expected  to  respond  this  rapidly  to  therapy. 
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Undue  anxiety— often  a forerunner 
of  irritable  bowel  syndrome 

Irritable  colon  is  a disorder  commonly  seen  in  the 
average  physician’s  daily  practice.  Expressed  as  diar- 
rhea and/ or  constipation,  the  disorder  affects  mainly 
t he  colon’s  tonicity.  Usually  spasms  are  produced, 
mt  diated  through  the  autonomic  nervous  system. 

Si ich  abnormal  activity  can  easily  derive  from  emo- 
tional stress,  which  causes  parasympathetic  stimula- 
tion 1 lence  the  direct  relationship  between  anxiety 
and  irritable  bowel  syndrome.  Reducing  anxiety,  one 


of  the  causative  factors,  can  be  expected  to  counter 
the  effect,  exacerbation  of  irritable  bowel  syndrome. 

Librax  is  the  logical  adjunct  in 
treating  irritable  bowel  syndrome 

□ Dual  action  of  Librax  helps  relieve  both  anxiety 
and  somatic  symptoms. 

□ Librax  alone  provides  both  the  antianxiety  action 
of  Librium®  (chlordiazepoxide  HC1)  and  the  anti- 
secrctory-antispasmodic  action  of  Quarzan rM-  (clidi- 
nium  Br). 


Relief  of  symptoms 
linked  to  relief  of  anxiety 
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Patient's  first  evaluation  was  made 
8/23/73  prior  to  treatment.  The  second 
evaluation,  made  10/4/73,  shows 
concurrent  drop  in  anxiety  and 
somatized  symptoms. 

Posttreatment 

Total  Score  4 

Anxiety  1 

Somatized  Anxietv  3 

After  treatment 

Abdominal  pain  and  discomfort  less  troublesome  al- 
though still  some  frequency  and  looseness  of  the  bowels. 
Patient  felt  significantly  better  and  less  anxious.  Bowel 
movements  returned  to  regular  pattern  when  therapy 
discontinued  on  10/4/73. 

10/4/73:  Second  Hamilton  Anxiety  Scale  completed. 
Follow-up  (2  months  later):  Patient  off  all  therapy,  nor- 
mal bowel  function,  no  abdominal  pain,  no  significant 
anxiety  feelings  or  undue  tension  or  nervousness. 


Charted  at  left,  the  Hamilton  Anxiety  Scale  ratings 
show  how  somatized  anxiety  symptoms— especially 
gastrointestinal,  the  complaint  rated  highest— dimin- 
ished along  with  anxiety  symptoms.  The  first  six 
parameters  plus  “behavior  at  interview”  measure  anx- 
iety and  the  remaining  seven,  somatized  anxiety. 
Between  the  first  and  second  evaluations,  the  sum  of 
the  anxiety  and  the  sum  of  the  somatized  symptoms 
each  decreased  by  4 points  on  the  rating  scale. 


□ Both  components  are  conveniently  contained  in  a 
single  capsule. 

Z Dosage  is  adjustable  within  the  range  of  1 or  2 
capsules  3 or  4 times  daily;  up  to  8 capsules  daily  in 
divided  doses. 

Z One  capsule  before  each  meal  and  two  at  bedtime 
usually  prescribed. 


Please  see  summary  of  product  information 
on  following  page. 


Dual-action 
adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 

for  the  anxiety- related  symptoms 
of  irritable  bowel  syndrome 


Dual-action 

adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


'>  11.1  • 


Initial  Rx 

The  initial  prescription  permits  evaluation 
of  patient  response  to  therapy. 


Follow-up 

Follow-up  therapy  with  a prescription  for 
2 to  3 weeks’  medication  usually  helps 
maintain  patient  gains. 


for  the  anxiety-related  symptoms  of  irritable  bowel  syndrome  • 
duodenal  ulcer  • upper  functional  gastrointestinal  disorders 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 


sion; suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 


How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (QuarzanTM)  — bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10. 
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TRH  (thyrotropin-releasing  hormone)  was  isolat- 
ed, characterized,  and  synthesized  by  two  groups 
in  1969,  and  its  clinical  applications  were  reported 
by  many  investigators  thereafter.1-7 

In  late  1968,  1 mg.  of  pure  TRH  was  isolated 
from  300,000  sheep  hypothalamic  fragments, 
which  was  found  to  be  a tripeptide,  pyroglutamyl- 
histadyl-proline  amide.8  With  sensitive  TRH  ra- 
dioimmunoassay, it  is  evident  that  TRH  exists  in 
median  eminence  and  other  parts  of  the  hypothal- 
amus; also,  high  concentrations  of  TRH  were 
found  in  other  parts  of  the  brain. 

After  secretion  from  several  regions  of  the  hypo- 
thalamus, TRH  enters  a portal  venous  system  and 
is  carried  directly  to  the  anterior  pituitary  gland, 
where  it  acts  on  the  plasma  membrane  of  the  thy- 
rotropes,  increases  the  intracellular  concentration 
of  cyclic  adenosine  monophosphate,  and  increases 
secretion  of  the  TSH  (thyroid-stimulating  hor- 
mone or  thyrotropin).  TRH  is  rapidly  inactivated 
in  blood  by  conversion  of  the  amide  into  a carbox- 
yl group. 

Hypothalamic-pituitary-thyroid  axis 

T3  (Triiodothyronine)  blocks  the  response  of 
thyrotropes  to  TRH;  in  thyrotropes  a stable  mes- 
senger RNA  (ribonucleic  acid)  is  made  in  response 
to  T3  and  is  transformed  into  a rapidly  turning 
over  cytoplasmic  protein  which  prevents'  further 
action  of  TRH.9  Schadlow  et  al.10  showed  that  the 
nuclei  of  thyrotropes  contain  specific  binding  sites 
for  T3.  These  sites  are  highly  specific  to  T3,  and 
T4  (thyroxine)  does  not  bind  well  to  them. 


Secretion  of  TRH  represents  one  of  the  func- 
tions of  some  highly  specialized  neurons  in  the  hy- 
pothalamus, triggered  by  the  classic  neuro- 
transmitters between  neurons  such  as  epinephrine, 
norepinephrine,  dopamine,  and  serotonin.  Many 
animal  studies  have  shown  that  acute  exposure  to 
cold  increases  TRH  and  TSH  secretion,  thus  re- 
leasing more  thyroid  hormones  and  increasing  the 
metabolic  rate  to  maintain  body  temperature  in 
response  to  cold.  Exposure  of  rats  to  cold  in- 
creases the  activity  of  TRH  synthetase.11 

Thyroid  hormones  also  increase  TRH  synthesis, 
which  is  reduced  in  hypothyroid  rats.  These  find- 
ings suggest,  but  have  not  yet  been  proved,  that 
thyroid  hormones  exert  a negative  feedback  to  the 
anterior  pituitary  thyrotropes  and  a positive  feed- 
back to  the  hypothalamus. 

The  following  diagram  illustrates  the  hypothala- 
mic-pituitary-thyroid feedback  system.  The  solid 
double-lined  arrows  show  strong  stimulation,  the 
solid  single-lined  arrow  shows  weak  stimulation, 
and  the  dashed  arrow  shows  inhibition. 

Cold  Exposure 

I 

Hypothalamus 

✓ \ 

Anterior  Pituitary  ■+ T3  T4 

\ / 

Thyroid 

Controversial  theory  exists  regarding  the  rela- 
tion between  the  thyroid  hormones  and  the  TRH, 
and  this  feedback  schema  is  neither  considered 
final  nor  agreed  on  by  all  thyroid  investigators. 

Application  of  TRH 

TRH  is  useful  in  the  diagnosis  of  dysfunction  of 
hypothalamic-pituitary-thyroid  axis.5’12  The  re- 
sponse to  TRH  can  be  monitored  by  measuring 
serum  TSH  and  T3  with  conventional,  more  ex- 
pensive radioimmunoassays  and  T4  by  ordinary 
inexpensive  methods.7  Following  intravenous  in- 
jection of  TRH,  the  plasma  TSH  level  rises  rapidly 
and  dramatically.  A change  can  be  detected  in 
three  minutes,  which  is  maximal  at  fifteen  to 
thirty  minutes,  and  gradually  declines,  reaching 
the  baseline  level  at  one  to  four  hours.6  Normal 
individuals  have  a slight  TSH  response  to  15  mi- 
crograms of  TRH  and  a maximal  response  to  500 
micrograms. 

Greater  responsiveness  to  TRH  in  women  was 
found  by  Ormston  et  al.4  and  Noel  et  al . 13  How- 
ever, no  differences  between  men  and  women  were 
reported  by  Snyder  and  Utiger14  and  Rabello, 
Snyder,  and  Utiger.15 

Two  to  four  hours  after  intravenous  injection  of 
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TRH,  the  serum  T3  increases  about  70  per  cent 
above  the  baseline  level.16  Repeated  TRH  injec- 
tion blunts  the  TSH  response  in  agreement  with 
the  negative  feedback  hypothesis.17  However,  in- 
crease in  serum  T3  following  intravenous  TRH  ad- 
ministration has  not  been  standardized. 

The  intravenous  administration  of  TRH  pro- 
duces changes  in  serum  T4  concentration  which 
are  small  and  inconsistent.18’19  Recently,  Azizi  et 
al."  recommended  that  2 mg.  of  TRH  be  given  in- 
tramuscularly. The  initial  TSH  response  can  be 
detected  within  forty  minutes  after  intramuscular 
injection,  which  is  maximal  between  two  and  three 
hours.  The  T3  response  can  be  detected  in  ninety 
minutes,  which  is  maximal  at  four  to  five  hours 
when  the  T3  increases  45  to  210  ng.  per  100  ml. 
above  the  baseline  level.  Older  persons  have  less 
T3  response.  T4  response  can  be  detected  in  three 
hours,  which  is  maximal  at  four  to  five  hours  when 
the  increase  is  greater  than  1.5  micrograms  per  100 
ml. 

Synthetic  TRH  is  also  effective  when  given  by 
mouth,  but  requires  nearly  50  to  300  times  as 
much  as  the  intravenous  dose  to  produce  the  same 
effects.20  Eight  hours  after  oral  administration  of 
160  mg.  of  TRH,  an  average  T4  increase  of  4 mi- 
crograms per  100  ml.  was  reported  in  normal 
subjects.15 

Attempts  to  increase  thyroid  I131  (radioactive 
iodine)  uptake  following  a single  intravenous  or 
oral  dose  of  TRH  have  not  been  successful.  How- 
ever, a single  dose  of  intramuscularly  administered 
TRH  or  repeated  oral  administration  of  large 
doses  of  TRH  produce  significant  increase  in  thy- 
roid I131  uptake.21 

TRH  can  also  release  prolactin  and  growth  hor- 
mone in  most  patients  with  acromegaly. 

Pharmacology  of  TRH 

TSH  responses  to  TRH  are  enhanced  by  intra- 
venous theophylline,  over  treatment  with  antithy- 
roid drugs,  and  in  men  with  estrogen  therapy. 
TSH  responses  to  TRH  are  reduced  by  corticoste- 
roids, thyroid  hormone  administration,  and  long- 
term L-dopa  treatment.  It  is  necessary  to  with- 
draw T4  treatment  for  twenty  days  or  more  and  T3 
treatment  for  ten  days  before  performing  a TRH 
test.22  It  is  especially  true  in  patients  with  pro- 
longed suppressive  therapy  when  there  occurs 
even  several  weeks  of  unresponsiveness  by  thyro- 
tropes,  despite  subnormal  serum  T3  and  T4. 

Intravenous  administration  of  TRH  may  pro- 
duce slight  nausea,  an  unpleasant  taste,  facial 
flushing,  lightheadedness,  and  urinary  urgency, 
but  no  other  serious  side-effects.  When  the  intra- 
muscular route  was  used,  only  transient  nausea 
was  experienced  in  some  normal  subjects  five  min- 
utes after  injection. 

These  side-effects  usually  disappear  within  five 
minutes. 


TRH  (thyrotropin-releasing  hormone),  secreted 
from  the  hypothalamus,  recently  was  found  to  be  a 
tripeptide.  It  now  can  be  synthesized  and  given 
by  intravenous,  intramuscular,  and  oral  routes  to 
stimulate  the  secretion  of  TSH  ( thyrotropin ) and 
the  subsequent  secretions  of  T3  (triiodothyronine) 
and  T4  (thyroxine).  Diseases  involving  the  hy- 
pothalamic-pituitary-thyroid axis  can  give  differ- 
ent results  by  monitoring  the  serum  TSH,  T3,  and 
T4  after  the  patient  is  given  TRH.  It  is  useful  in 
the  differential  diagnosis  between  hypothalamic 
(TSH  responsive)  and  pituitary  (TSH  unrespon- 
sive) hypothyroidism  in  evaluation  of  borderline 
hyperthyroidism  (TSH  unresponsive)  and  in  as- 
sessment of  pituitary  TSH  reserve  for  the  diagno- 
sis of  secondary  hypothyroidism  (low  TSH  re- 
serve). 


Classification  of  TSH  Responses  to  TRH 

Exaggerated  and  prolonged  response.  Ex- 
aggerated and  prolonged  response  is  seen  in  pa- 
tients with  primary  hypothyroidism  or  in  patients 
with  small  decreased  serum  T3  and  T4  who  also 
have  an  elevated  basal  TSH  level.23  Even  a small 
dose  of  TRH  can  produce  such  a response,  indicat- 
ing a large  pituitary  TSH  reserve.24  The  elevated 
basal  TSH  level  alone,  however,  provides  suffi- 
cient information  to  confirm  the  presence  of  pri- 
mary thyroid  failure,  and  the  TRH  test  is  not  re- 
quired in  the  investigation  of  primary  hypothyroi- 
dism. No  T4  response  to  TRH  injection  is  expect- 
ed in  primary  thyroid  failure.  Intramuscular 
TRH  may  increase  T3  in  some  hypothyroid  pa- 
tients, so  the  increase  in  T3  following  TRH  injec- 
tion can  not  separate  normal  subjects  from  hypo- 
thyroid patients.7  Chopra,  Chopra,  and  Orgiazzi25 
reported  1 case  of  hyperthyroidism  with  an  ex- 
aggerated and  prolonged  response  of  TSH  to 
TRH.  It  has  therefore  been  suggested  that  pa- 
tients with  Graves’  disease  may  have  an  abnormal 
setting  in  their  hypothalamopituitary  system.25 

Normal  response.  A normal  response  is  seen 
in  primary  or  secondary  diseases  involving  the  hy- 
pothalamus, such  as  isolated  cases  in  children  with 
TRH  deficiency  and  growth  failure  (dwarfism), 
and  craniopharyngioma.26  The  normal  response 
is  an  increase  of  at  least  8 micro-units  per  millime- 
ter over  the  basal  TSH  level  after  testing  with  500 
micrograms  of  TRH  intravenously.5  Intrasellar 
lesions  can  also  give  a normal  response,  which  in- 
dicates intact  thyrotropes. 

Delayed  or  delayed  and  exaggerated  re- 
sponse. Delayed  response  was  originally  reported 
in  patients  with  apparent  hypothalamic  diseases.26 
Such  responses  suggest  intact  thyrotropes  which 
are  deprived  of  normal  stimulation  by  TRH  but 
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TABLE  I.  Diseases  of  hypothalamic-pituitary-thyroid  axis  and  their  response  to  TRH 


Theoretical 
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Level 
Some  are 
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NR 

i 

NR 
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thyroidism with 
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tion of  thyro- 
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Hypothalamic 
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1 

i 

t 

1 

t 

Tertiary  hypothy- 
roidism 

’Increase;  t theoretical  increase;  **  decrease;  tt no  response;  * * * normal;  ttt large  increase. 


also  have  been  reported  in  patients  with  docu- 
mented intrasellar  lesions  such  as  a pituitary 
tumor  in  which  impairment  of  hypophyseal  portal 
circulation  can  be  present.5,12 

Subnormal  response.  A TSH  response  of  de- 
creased magnitude  indicates  partial  pituitary  thy- 
rotropic failure.  However,  one  must  consider  that 
prolonged  deprived  stimulation  by  hypothalamic 
failure  can  also  cause  irreversible  thyrotropic  atro- 
phy. Snyder  et  al.  showed  that  among  56  patients 
with  subnormal  TSH  reserve,  23  were  euthyroid, 
and  33  were  hypothyroid.5  Sufficient  follow-up  of 
euthyroid  patients  with  low  pituitary  TSH  reserve 
may  uncover  future. hypothyroidism. 

Absent  response.  No  response  is  seen  in  com- 
plete thyrotropic  destruction  or  atrophy  and  ex- 
cessive circulating  thyroid  hormone(s),  such  as  hy- 
perthyroidism and  T3  toxicosis.  A normal  TRH 
test  finding  rules  out  hyperthyroidism  even  in  bor- 
derline cases.  This  test  may  well  replace  the  pres- 
ent-day suppression  test  for  borderline  hyperthy- 
roidism. The  suppression  test  is  not  as  safe  and 
consumes  much  more  time  and  money.27  Exces- 
sive thyroid  medication  and  autonomous  thyroid 
nodules  with  excessive  thyroid  hormones  also 
blunt  the  TSH  response  to  TRH  because  of  the 
negative  feedback.  Reduction  of  the  serum  T3  by 
propylthiouracil  treatment  restores  the  TSH  re- 
sponse to  TRH  even  if  the  serum  T4  remains  high. 
This  was  reported  by  Shenkman,  Mitsuma,  and 
Hollander.28  Chronic  administration  of  even  very 
small  doses  of  exogenous  T3  and  T4  to  normal  or 


hypothyroid  patients  results  in  marked  inhibition 
of  TRH-induced  TSH  release.29  This  inhibition 
occurs  even  when  the  serum  T3  and  T4  levels  are 
not  increased  above  the  normal  ranges.30 

Response  to  TRH  in  hypothalamic- 
pituitary-thyroid  disorders 

The  disorders  of  the  hypothalamic-pituitary- 
thyroid  system  can  be  classified  as  shown  in  Table 
I by  understanding  the  TRH  and  its  clinical  appli- 
cations. 

If  the  previously  mentioned  feedback  system  is 
true,  then  hyperthalamic  hyperthyroidism  should 
not  exist  because  excessive  TRH  will  induce  exces- 
sive TSH  and  thyroid  hormones,  and  excessive 
thyroid  hormones  would  shut  off  further  thyrotro- 
pic response  to  TRH. 

Conclusion 

In  conclusion,  as  a screening  test,  the  failure  of 
serum  T4  to  increase  b}'  1.5  micrograms  per  100 
ml.  four  to  five  hours  after  the  intramuscular  ad- 
ministration of  2 mg.  of  TRH,  or  the  failure  of 
serum  T4  to  increase  by  4 micrograms  per  100  ml. 
eight  hours  after  oral  administration  of  160  mg.  of 
TRH  suggests  an  abnormality  in  the  hypothala- 
mic-pituitary-thyroid complex.  A further  test  of 
TSH  response  to  TRH  is  indicated  in  evaluation  of 
the  borderline  hypothyroidism,  in  differentiating 
between  the  hypothalamic  and  hypopituitary  hy- 
pothyroidism, and  in  the  assessment  of  pituitary 
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TSH  reserve  for  the  diagnosis  of  possible  future 
hypothalamic  hypothyroidism. 
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During  the  past  few  years  there  has  been  an  in- 
crease in  the  incidence  of  pyogenic  liver  abscess.1 
The  mortality  rate  in  patients  with  pyogenic  ab- 
scess of  the  liver  has  ranged  from  68  to  88  per  cent 
in  various  reported  series  and  about  50  per  cent  in 
a more  recently  reported  series.1-7  It  is  clear  that 
early  recognition  of  the  disease  and  institution  of 
prompt  medical  and  surgical  management  will 
greatly  reduce  the  mortality  rate.1-3  Radiology  is 
an  essential  aspect  of  early  diagnosis,  and  it  is  the 
purpose  of  this  report  to  present  the  radiologic 
findings  in  patients  with  abscess  of  the  liver. 

Materials 

Twelve  cases  of  pyogenic  liver  abscess  were 
studied  radiologically:  10  males  and  2 females. 

Ages  ranged  from  twenty-two  to  seventy-three 
years.  Two  patients  were  between  twenty  to  forty 
years  of  age,  5 between  forty  and  sixty,  and  5 be- 
tween sixty  to  eighty  years  old. 

Clinical  aspects 

The  most  common  presentation  of  the  patients 
in  this  series  was  fever  seen  in  11  of  the  12  pa- 
tients. Six  had  right  upper-quadrant  pain,  2 had 
pulmonary  symptoms,  and  3 had  shaking  chills 
and  sweating.  Four  of  these  patients  had  existing 
abdominal  disease  prior  to  the  diagnosis  of  liver 
abscess  including  ulcerative  colitis,  diverticulitis, 
recent  appendectomy,  and  recent  hemorrhoidec- 
tomy. Laboratory  findings,  especially  white  blood 
cell  count,  are  generally  not  helpful.  In  our  series, 
the  white  blood  cell  count  was  usually  normal  or 
only  slightly  elevated,  although  in  1 case  it  reached 


The  radiologic  changes  in  12  cases  of  pyogenic  liver 
abscess  are  presented.  An  accuracy  of  100  per 
cent  in  the  diagnosis  of  this  disease  was  achieved 
by  the  use  of  isotopic  and  angiographic  techniques 
along  with  the  clinical  presentation.  A review  of 
the  radiologic  findings  in  these  cases  is  presented 
along  with  a discussion  of  the  differential  diagno- 
sis. An  angiographic  pattern  consisting  of  an  a- 
vascular  mass  defect  surrounded  by  a blush  of  con- 
trast (“halo  effect")  was  frequently  seen  and  is  felt 
highly  suggestive  of  this  condition. 


28,000.  This  corresponds  to  the  experience  of  oth- 
ers.2 Hepatomegaly  was  usually  present.  The 
liver  function  test  results  in  general  were  normal 
or  only  slightly  abnormal.8-9  None  of  our  patients 
appeared  with  jaundice. 

Case  reports 

Case  1.  A thirty-two-year-old  male  developed  chest 
pain  of  the  right  side  with  fever  one  week  posthemor- 
rhoidectomy. Angiography  and  sinogram  revealed  a 
liver  abscess  (Fig.  1). 

Case  2.  A forty-year-old  female  entered  the  hospital 
with  a fever  and  right  upper-quadrant  pain  and  tender- 
ness. Upright  film  of  the  abdomen  revealed  two  collec- 
tions of  air  overlying  the  liver  with  air-fluid  levels. 
These  were  seen  to  overlie  the  liver  in  multiple  projec- 
tions, and  a diagnosis  of  liver  abscess  was  made.  Sur- 
gery revealed  a loculated  abscess  in  the  right  lobe  of  the 
liver  (Fig.  2).  Culture  revealed  no  growth. 

Case  3.  A seventy-five-year-old  male  entered  the 
hospital  with  low  grade  fever  and  right  upper-quadrant 
discomfort.  Hepatic  scanning  was  instrumental  in  the 
diagnosis  and  follow-up  of  liver  abscess  (Fig.  3). 

Case  4.  A twenty-two-year-old  male  entered  the 
hospital  because  of  spiking  temperature  elevations  and 
right  upper-quadrant  pain.  He  had  a five-year  history 
of  chronic  ulcerative  colitis.  A diagnosis  of  liver  abscess 
was  determined  by  a combination  of  clinical  history  and 
isotopic  and  angiographic  findings  (Fig.  4). 

Case  5.  A sixty-one-year-old  female  entered  the 
hospital  with  pleuritic  chest  pain  and  fever.  Chest 
x-ray  films  revealed  a right  pleural  effusion  (Fig.  5).  A 
diagnosis  of  multiple  liver  abscesses  was  made. 

Case  6.  A sixty-five-year-old  male  entered  the  hos- 
pital because  of  spiking  temperature.  He  had  been  op- 
erated on  two  weeks  earlier  for  a perforated  sigmoid  di- 
verticulum. A diagnosis  was  made  of  multiple  hepatic 
abscess  (Fig.  6). 

Case  7.  A fifty-year-old  male  was  admitted  to  the 
hospital  because  of  a fever  of  unknown  origin.  White 
blood  cell  count  was  6,000.  Alkaline  phosphatase  was 
90.  Liver  scan  revealed  a focal  defect  in  the  superior  as- 
pect of  the  liver  (Fig.  7).  A diagnosis  of  single,  well-de- 
fined hepatic  abscess  was  made. 

Case  8.  A forty-two-year-old  male  entered  the  hos- 
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FIGURE  1.  Case  1.  (A)  Posteroanterior  view  of  chest. 

Marked  elevation  of  right  hemidiaphragm  evident  along 
with  some  pleural  reaction  at  right  base.  (B)  Capillary 
phase  of  celiac  axis  arteriogram.  Large  lucent  defect  in 
right  lobe  of  liver  outlined  by  arrows.  Note  faint  blush  at 
margin  of  lesion.  (C)  Contrast  opacification  of  abscess 
cavity.  Following  surgical  drainage  of  abscess  cavity, 
contrast  study  performed  to  study  extent  of  cavity.  Cavity 
closely  corresponds  to  defect  seen  on  angiogram  in  (B). 


pital  with  low  grade  fever  and  right  upper-quadrant 
pain.  A liver  scan  showed  a defect  in  the  lateral  aspect 
of  the  right  lobe  of  the  liver  (Fig.  8).  The  diagnosis  made 
was  that  of  hepatic  abscess  simulating  neoplasm. 


Radiologic  aspects 

Chest  x-ray.  The  most  common  finding  in  the 
chest  in  patients  with  liver  abscess  is  elevation  of 
the  right  hemidiaphragm  with  or  without  pleural 
effusion  and  atelectatic  changes  at  the  right  base 
(Fig.  I).4,5,8  In  our  series,  pleural  effusion  was 
seen  in  all  those  cases  in  which  subphrenic  abscess 
was  also  found  (3  of  12  patients). 

Abdomen.  The  presence  of  gas  bubbles  in  the 
right  upper  quadrant,  occupying  the  area  of  the 
liver  and  not  the  biliary  tree  is  highly  suggestive  of 
liver  abscess.  On  the  upright  film  air-fluid  levels 
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FIGURE  3.  Case  3.  (A)  Liver  scan,  "mTc  (technetium) 
sulfur  colloid.  Large  focal  defect  in  lateral  aspect  of  liver 
nicely  demonstrated.  (B)  Lateral  view  again  shows  large 
focal  defect.  (C)  Liver  scan  approximately  two  months 
following  initial  study  shown  in  (A).  Patient  had  undergone 
surgical  drainage  and  antibiotic  treatment  for  liver  abscess, 
previously  seen 


4hl 


1 J> 
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Scan  now  shows  only  minimal  defect  where  abscess  was 
(D)  Lateral  scan  showing  shrinkage  of  abscess  cavity  when  compared  with  (B). 


can  be  seen  (Fig.  2).  This  finding,  however,  is 
only  rarely  seen.  It  occurs  when  breakdown  of 
tissues  occur  in  the  presence  of  gas-forming  bacte- 
ria. About  50  per  cent  of  cases  with  liver  abscess 
reveal  sterile  culture,  and  the  pathogens  that  are 
cultured  are  usually  Bacterium  coli,  streptococci, 
or  staphylococci.6,8  The  most  common  finding  on 
the  abdomen  film  is  diffuse  enlargement  of  the 
liver.1’3,5,9 

Liver  scan.  Radioisotope  scanning  is  a valu- 
able diagnostic  aid  in  the  detection  of  localized 


liver  disease  and  in  differentiating  it  from  diffuse 
processes.8,10  The  presence  of  focal  defects  or  di- 
minished uptake  in  localized  areas  of  the  liver  is 
compatible  with  a diagnosis  of  liver  abscess.  This 
finding  on  a liver  scan,  however,  cannot  be  differ- 
entiated from  other  diseases  that  replace  normal 
liver  tissue  such  as  primary  or  metastatic  neo- 
plasm, cystic  disease,  or  other  benign  space-oc- 
cupying conditions.  However,  the  combination  of 
the  clinical  findings  of  a liver  abscess  and  a posi- 
tive liver  scan  will  suggest  the  diagnosis  of  hepatic 
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abscess.6  An  abnormal  scan  is  a highly  reliable 
finding  that  disease  exists  in  the  liver.4  However, 
it  must  be  remembered  that  a normal  scan  result 
does  not  rule  out  the  presence  of  hepatic  disease. 
Therefore,  if  clinical  signs  suggest  liver  abscess,  an 
angiogram  may  he  warranted  even  in  the  presence 
of  normal  scan  findings.  In  our  series  of  cases, 
however,  all  10  patients  that  were  studied  with 
liver  scan  showed  focal  defects,  and  the  scan  accu- 
rately localized  the  disease.  Besides  its  value  in 
diagnosis,  isotopic  scanning  is  also  useful  in  fol- 
lowing the  progress  of  the  disease  processes  after 
initial  therapy  is  instituted.  This  is  nicely  demon- 
strated in  Figure  3 where  follow-up  scans  demon- 
strate the  healing  of  the  liver  abscess. 

Uptake  of  67  gallium  citrate  has  also  been  de- 
scribed as  a method  of  diagnosing  liver  abscess. 
We  have  no  experience  with  the  use  of  gallium,  but 


FIGURE  4.  Case  4.  (A)  Liver  scan,  anterior  projection, 
reveals  defect  in  uptake  in  superior  aspect  of  right  lobe  of 
liver.  (B)  Liver  scan,  lateral  projection,  confirms  defect  on 
frontal  projection.  (C)  Hepatic  angiogram,  late  arterial- 
early  capillary  phase,  shows  multiple  defects  in  upper  por- 
tion of  right  lobe  of  liver  surrounded  by  areas  of  blush  or 
stain  indicative  of  hyperemia  (arrows).  Defects  corre- 
spond to  findings  on  isotope  scan  and  along  with  clinical 
presentation  indicate  diagnosis  of  liver  abscesses  which 
were  surgically  drained. 


a focal  increased  uptake  of  this  isotope  has  been 
shown  to  occur  in  both  hepatic  cancer  and  abscess, 
and  further  experience  with  this  technique  will  de- 
fine its  specificity  and  usefulness.11 

Ultrasonography  is  another  method  used  in  the 
diagnosis  of  liver  disease.  It  has  been  found  valu- 
able in  differentiating  between  solid  tumors  and 
fluid-containing  cysts  or  abscesses.12  Pyogenic 
abscesses  usually  have  relatively  thick  walls  and 
appear  as  a transsonic  area  within  a localized  con- 
glomeration of  echoes.  The  technique  has  value 
as  a screening  procedure  and  also  for  following  the 
course  of  the  disease. 

Hepatic  angiography.  Ten  of  the  12  cases  in 
our  series  were  studied  by  hepatic  angiography. 
The  angiograms  were  performed  to  further  evalu- 
ate and  confirm  the  isotope  studies  and  also  were 
utilized  in  2 cases  in  which  scanning  was  not  per- 
formed. In  our  experience  angiography  is  some- 
what more  specific  for  diagnosing  and  localizing 
hepatic  abscess  than  is  isotopic  scanning.  In  some 
cases  however  in  the  acute  stage  the  angiographic 
findings  are  not  specific,  and  the  diagnosis  is  made 
with  the  help  of  the  clinical  and  isotopic  studies 
(Fig.  4). 

The  important  angiographic  findings  seen  in  our 
cases  of  liver  abscess  were:  (1)  mass  effect  with 

stretching  and  displacement  of  vessels,  and  (2)  an 
avascular  mass  surrounded  by  a blush  of  contrast — 
a so-called  “halo  effect”  seen  best  during  the  capil- 
lary venous  phase  of  the  angiogram  (Figs.  4 to 
7 ) .6,12,1 3 The  explanation  for  this  surrounding 
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blush  is  the  hyperemia  around  the  abscess  cavity 
as  well  as  compression  of  normal  liver  parenchyma 
by  the  expanding  mass.14  The  halo  effect  may  be 
enhanced  by  the  use  of  epinephrine  angiography 
(Fig.  7). 

Comment 

The  diagnosis  of  pyogenic  abscess  of  the  liver 
has  been  made  in  the  past  primarily  by  the  clinical 
presentation  of  these  patients.2,6  One  third  of  our 
patients  experienced  the  triad  of  fever,  chills,  and 
sweating.  A high  temperature  of  unknown  origin 


FIGURE  5.  Case  5.  (A)  Liver  scan,  anterior  projection, 
shows  large  defect  in  superior  aspect  of  liver  as  well  as 
another  defect  laterally.  (B)  Hepatic  angiogram,  arterial 
phase,  reveals  at  least  2 large  masses  in  liver.  Vessels 
stretched  and  displaced  around  masses  (arrows).  (C)  He- 
patic angiogram,  capillary  phase.  Note  capillary  blush 
around  margins  of  both  abscesses  (arrows).  Both  ab- 
scesses surgically  drained.  Culture  grew  out  streptococ- 
cus and  coliform  gram-negative  bacillus. 

was  a frequent  finding  in  our  patients,  and  about 
half  of  them  had  associated  right  upper-quadrant 
pain. 

Radiology  plays  an  essential  role  in  the  diagno- 
sis of  liver  abscess.  The  presence  of  gas  bubbles 
with  air-fluid  levels  in  the  liver  is  pathognomonic 
of  hepatic  abscess.  Of  course,  care  must  be  taken 
not  to  confuse  such  air  shadows  with  similar  find- 
ings in  subphrenic  abscess  or  abnormally  placed 
bowel  in  the  right  upper  quadrant.  Proper 
oblique  and  lateral  projections  should  be  able  to 
differentiate  the  possibilities. 

The  presence  of  a focal  defect  cn  liver  scan  is  a 
sign  of  the  presence  of  a local  disease  process.  In 
the  proper  clinical  setting,  a positive  finding  on 
liver  scan  indicates  liver  abscess.  Radioisotope 
scans  may  also  indicate  multiplicity  or  more  gener- 
alized liver  involvement.  Multiple  focal  defects  in 
the  liver  may  also  be  seen  with  metastatic  cancer 
and  cystic  disease. 
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A normal  liver  scan  does  not  totally  exclude  the 
presence  of  a liver  abscess,  and  therefore,  if  the 
clinical  findings  indicate  possible  hepatic  abscess, 
hepatic  angiography  should  be  performed  even 
though  the  scan  finding  is  negative.  In  our  series, 
however,  the  liver  scan  result  was  positive  in  all  of 
the  cases  in  which  it  was  done  (10  patients)  lead- 
ing to  the  correct  preoperative  diagnosis  in  each 
case. 


FIGURE  6.  Case  6.  (A)  Celiac  axis  arteriogram,  arterial 
phase.  Stretching  of  intrahepatic  vessels  about  multiple, 
large  avascular  masses  in  liver  noted.  (B)  Celiac  axis  ar- 
teriogram, capillary  phase.  Numerous  lucent  defects  sur- 
rounded by  areas  of  increased  density  (capillary  blush) 
noted  throughout  liver.  Surgical  exploration  revealed  mul- 
tiple hepatic  abscesses  which  were  drained.  Aerobacter 
aerogenes  cultured.  (Courtesy  Robert  Meisell,  M.D.,  and 
Barry  Held,  M.D.,  New  York,  New  York.) 


FIGURE  7.  Case  7.  (A)  Hepatic  angiography  following 

intra-arterial  injection  of  12  micrograms  of  epinephrine  (ar- 
terial phase).  Well-outlined  mass  seen  in  superior  aspect 
of  liver.  Intrahepatic  vessels  seen  ringing  circumference 
of  lesion  (arrows).  Note  poor  filling  of  hepatic  vessels  in 
uninvolved  liver  indicating  epinephrine  effect.  (B)  Hepatic 
angiogram,  capillary  phase.  Well-defined  lucent  defect  in 
superior  aspect  of  liver  (arrows)  clearly  seen.  Surgical 
exploration  revealed  localized  abscess  in  this  location 
which  was  drained.  No  growth  occurred  on  culture  of  ab- 
scess. 
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FIGURE  8.  Case  8.  Hepatic  angiogram,  arterial  phase. 
Note  collection  of  increased  vascularity  in  localized  area  in 
lateral  aspect  of  right  lobe  of  liver  (arrows).  Finding  could 
represent  neoplasm  in  liver  as  well  as  acute,  hyperemic 
abscess  formation.  Surgical  exploration  revealed  ab- 
scess of  liver.  Excision  and  drainage  performed.  Culture 
revealed  Escherichia  coli. 

Much  has  been  written  on  the  use  of  hepatic  an- 
giography in  various  hepatic  diseases.13’15,16  The 
present  series  correlates  both  isotopic  scanning 
and  hepatic  angiography  in  this  condition.  The 
diagnostic  accuracy  with  these  modalities  was  100 
per  cent.  The  combination  of  clinical  findings, 
scanning,  and  angiography  should  establish  the  di- 
agnosis and  outline  the  pathologic  condition.  The 
angiographic  findings  in  many  cases  were  quite 
characteristic,  and  a diagnosis  of  liver  abscess 
could  often  be  suggested  with  this  modality  alone. 
However,  the  angiographic  findings  could  be  con- 
fused with  other  space-occupying  lesions  such  as 
primary  and  metastatic  neoplasm  of  the  liver  and 
perhaps  with  areas  of  regenerating  liver  tissue 
(Fig.  8).  The  halo  effect  has  also  been  occasional- 
ly seen  in  other  conditions  such  as  metastatic  car- 


cinoma to  the  liver  and  cystic  liver  disease.17 

Summary 

The  radiologic  changes  in  12  cases  of  pyogenic 
liver  abscess  are  presented.  An  accuracy  of  100 
per  cent  in  the  diagnosis  of  this  disease  was 
achieved  by  the  use  of  isotopic  and  angiographic 
techniques  along  with  the  clinical  presentation.  A 
review  of  the  radiologic  findings  in  these  cases  is 
presented  along  with  a discussion  of  the  differen- 
tial diagnosis.  An  angiographic  pattern  consisting 
of  an  avascular  mass  defect  surrounded  by  a blush 
of  contrast  (halo  effect)  was  frequently  seen  and  is 
highly  suggestive  of  this  condition. 
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existing renal  damage  and  if  Nebcin  is  administered  for 
longer  periods  or  in  higher  doses  than  those  recommended. 

Tobramycin  is  potentially  nephrotoxic.  Renal  and  eighth- 
nerve  function  should  be  closely  monitored  in  patients  with 
known  or  suspected  renal  impairment  and  also  in  those 
whose  renal  function  is  initially  normal  but  who  develop 
signs  of  renal  dysfunction  during  therapy.  Such  impairment 
may  be  characterized  by  cylindruria,  oliguria,  proteinuria,  or 
evidence  of  nitrogen  retention  (increasing  BUN,  NPN,or 
creatinine).  Evidence  of  impairment  in  renal,  vestibular,  or 
auditory  function  requires  discontinuation  of  the  drug  or 
dosage  adjustment. 

Nebcin  should  be  used  with  caution  in  premature  and 
neonatal  infants  because  of  their  renal  immaturity  and 


the  resulting  prolongation  of  serum  half-life  of  the  drug. 

In  the  case  of  overdosage  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  help  remove  tobramycin  from 
the  blood. 

Serum  concentrations  should  be  monitored  when  fea- 
sible, and  prolonged  concentrations  above  1 2 meg./ ml. 
should  be  avoided.  Urine  should  be  examined  for  increased 
excretion  of  protein,  cells,  and  casts. 

Concurrent  and  sequential  use  of  other  neurotoxic 
and/or  nephrotoxic  antibiotics,  particularly  streptomycin, 
neomycin,  kanamycin,  gentamicin,  cephaloridine,  paromo- 
mycin, viomycin,  polymyxin  B,  and  colistin,  should  be 
avoided. 

Nebcin  should  not  be  given  concurrently  with  potent 
diuretics.  Some  diuretics  themselves  cause  ototoxicity,  and 
intravenously  administered  diuretics  enhance  aminoglyco- 
side toxicity  by  altering  antibiotic  concentrations  in  serum 
and  tissue. 

Usage  in  Pregnancy— Safety  of  this  product  for  use  during 
pregnancy  has  not  been  established. 
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for  serious  infections  including 
septicemia 

Bacterial  cultures  should  be  obtained 
prior  to  and  during  treatment. 

In  patients  in  whom  gram-negative 
septicemia  or  neonatal  sepsis  is 
suspected,  including  those  in  whom 
concurrent  therapy  with  a penicillin 
or  cephalosporin  and  an  aminogly- 
coside  may  be  indicated,  treatment 
with  Nebcin  may  be  initiated  before 
the  results  of  susceptibility  studies 
are  obtained.  The  decision  to  com 
tinue  therapy  with  Nebcin  should  be 
based  on  the  results  of  susceptibility 
studies,  the  severity  of  the  infection, 
and  the  important  additional 
concepts  discussed  in  the  WARNINGS 
box  in  the  prescribing  information. 
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infections 

Nebcin  is  indicated  in  broncho- 
pneumonia,  pneumonia,  empyema, 
and  bronchitis.  Most  patients  treated 
in  clinical  trials  had  one  or  more 
of  the  following  underlying' 
respiratory  tract  conditions:  asthma, 
cor  pulmonale,  cystic  fibrosis, 
emphysema,  bronchiectasis,  lung 
cancer,  empyema,  and  respiratory 
tract  anomaly. 
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urinary  tract  infections 

Nebcin  is  indicated  in  the  treatment 
of  serious  complicated  and  recurrent 
urinary  tract  infections.  Aminogly- 
cosides, including  Nebcin,  are  not 
indicated  in  uncomplicated  initial 
episodes  of  urinary  tract  infections 
unless  the  causative  organisms  are 
not  susceptible  to  antibiotics  having 
less  potential  toxicity. 

caused  by  susceptible  strains  of 

Pseudomonas  aeruginosa 
Klebsiella-Enterobacter-Serratia 
group 

Escherichia  coli 

Proteus  sp.  (indole-positive  and 
indole-negative) 

Providencia  sp. 

Citrobacter  sp. 

Group  D streptococci 
Staphylococci,*  including 
Staphylococcus  aureus 
(coagulase-positive  and 
coagulase-negative) 

* Nebcin  may  be  considered  in  serious  staphylococcal  infections 
when  penicillin  or  other  potentially  less  toxic  drugs  are 
contraindicated  and  when  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 

Please  see  following  page  for  summary  of  prescribing  information. 
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Nebcin* 

tobramycin  sulfate 


Prescribing  Information 

WARNINGS 

Patients  treated  with  Nebcin  should  be  under  close  clinical  observation, 
because  tobramycin  and  other  aminoglycoside  antibiotics  have  an  inher- 
ent potential  for  causing  ototoxicity  and  nephrotoxicity. 

Both  vestibular  and  auditory  ototoxicity  can  occur.  Eighth-nerve  impair- 
ment may  develop  if  patients  have  preexisting  renal  damage  and  if  Nebcin 
is  administered  for  longer  periods  or  in  higher  doses  than  those 
recommended. 

Tobramycin  is  potentially  nephrotoxic.  Renal  and  eighth-nerve  function 
should  be  closely  monitored  in  patients  with  known  or  suspected  renal 
impairment  and  also  in  those  whose  renal  function  is  initially  normal  but 
who  develop  signs  of  renal  dysfunction  during  therapy.  Such  impairment 
may  be  characterized  by  cylindruria,  oliguria,  proteinuria,  or  evidence  of 
nitrogen  retention  (increasing  BUN.NPN.or  creatinine).  Evidence  of 
impairment  in  renal,  vestibular,  or  auditory  function  requires  discontinua 
tion  of  the  drug  or  dosage  adjustment. 

Nebcin  should  be  used  with  caution  in  premature  and  neonatal  infants 
because  of  their  renal  immaturity  and  the  resulting  prolongation  of  serum 
half-life  of  the  drug. 

In  the  case  of  overdosage  or  toxic  reactions,  peritoneal  dialysis  or  hemo 
dialysis  will  help  remove  tobramycin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible,  and 
prolonged  concentrations  above  12  meg. /ml.  should  be  avoided.  Urine 
should  be  examined  for  increased  excretion  of  protein,  cells,  and  casts. 

Concurrent  and  sequential  use  of  other  neurotoxic  and/or  nephrotoxic 
antibiotics,  particularly  streptomycin,  neomycin,  kanamycin,  gentamicin, 
cephaloridine,  paromomycin,  viomycin,  polymyxin  B,  and  colistin,  should 
be  avoided. 

Nebcin  should  not  be  given  concurrently  with  potent  diuretics.  Some 
diuretics  themselves  cause  ototoxicity,  and  intravenously  administered 
diuretics  enhance  aminoglycoside  toxicity  by  altering  antibiotic  concentra- 
tions in  serum  and  tissue. 

Usage  in  Pregnancy— Safety  of  this  product  for  use  during  pregnancy 
has  not  been  established. 


Description:  Tobramycin  sulfate,  a water-soluble  antibiotic  of  the  aminoglycoside 
group,  is  derived  from  the  actinomycete  Streptomyces  tenetirarius.  Nebcin  Injec- 
tion is  a clear  and  colorless  sterile  aqueous  solution  for  parenteral  administra- 
tion. It  is  stable  and  requires  no  refrigeration. 

Indications  and  Usage:  Nebcin  is  indicated  for  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms:  Pseudomonas 
aeruginosa,  Escherichia  col i,  Proteus  sp.  (indole-positive  and  indole-negative), 
Providencia,  Klebsiella  Enterobacter-Serratia  group,  Citrobacter  sp..  group  D 
streptococci,  and  staphylococci,  including  Staphylococcus  aureus  (coagulase 
positive  and  coagulase-negative). 

Nebcin  is  indicated  in  the  treatment  of  septicemia:  central-nervous-system 
infections,  including  meningitis;  neonatal  sepsis;  serious  lower  respiratory  infec- 
tions; gastrointestinal  infections,  including  peritonitis;  and  serious  skin,  bone, 
and  soft-tissue  infections,  including  burns,  caused  by  the  susceptible  organisms 
listed  above.  Clinical  studies  have  shown  Nebcin  also  to  be  effective  in  serious 
complicated  and  recurrent  urinary  tract  infections  due  to  these  organisms. 
Aminoglycosides,  including  Nebcin,  are  not  indicated  in  uncomplicated  initial 
episodes  of  urinary  tract  infections  unless  the  causative  organisms  are  not 
susceptible  to  antibiotics  having  less  potential  toxicity.  Nebcin  may  be  considered 
in  serious  staphylococcal  infections  when  penicillin  or  other  potentially  less  toxic 
drugs  are  contraindicated  and  when  bacterial  susceptibility  testing  and  clinical 
judgment  indicate  its  use 

Bacterial  cultures  should  be  obtained  prior  to  and  during  treatment  to  isolate 
and  identify  etiologlc  organisms  and  to  test  their  susceptibility  to  tobramycin  If 
susceptibility  tests  show  that  the  causative  organisms  are  resistant  to  tobramy- 
cin, other  appropriate  therapy  should  be  instituted.  In  patients  in  whom  gram 
negative  septicemia,  neonatal  sepsis,  or  meningitis  Is  suspected,  including  those 
in  whom  concurrent  therapy  with  a penicillin  or  cephalosporin  and  an  aminogly 
coside  may  be  indicated,  treatment  with  Nebcin  may  be  initiated  before  the 
results  of  susceptibility  studies  are  obtained.  The  decision  to  continue  therapy 
with  Nebcin  should  be  based  on  the  results  of  susceptibility  studies,  the 
severity  of  the  infection,  and  the  important  additional  concepts  discussed  in  the 
WARNINGS  box  above. 

Contraindication:  A historyof  hypersensitivity  to  tobramycin  is  a contraindication 
to  its  use. 

Warnings:  See  WARNINGS  box  above 

Precautions:  Specimens  should  be  collected  during  therapy  for  examination,  as 
recommended  in  the  WARNINGS  box. 

Neuromuscular  blockade  and  respiratory  paralysis  have  been  reported  in  cats 
reci.-  / mg  very  high  doses  of  tobramycin  (40  mg. /Kg.)  The  possibility  that  these 
pt  fi  iomeria  may  occur  in  man  should  be  considered  if  tobramycin  is  ad  minis 
tere'  i <o  patients  who  are  also  receiving  neuromuscular  blocking  agents,  such  as 
succmylcholine  or  tubocurarine 


If  overgrowth  of  nonsusceptible  organisms  occurs,  appropriate  therapy  should 
be  initiated. 

Adverse  Reactions:  Nephrotoxicity— Renal  function  changes,  as  shown  by  rising 
BUN,  NPN,  and  serum  creatinine  and  by  oliguria,  cylindruria,  and  increased 
proteinuria,  have  been  reported,  especially  in  patients  with  a history  of  renal 
impairment  who  are  treated  for  longer  periods  or  with  higher  doses  than  those 
recommended. 

Neurotoxicity— Adverse  effects  on  both  the  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  noted,  especially  in  patients  receiving  high  doses  or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring  in  the 
ears,  and  hearing  loss. 

NOTE:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal  function 
who  do  not  receive  Nebcin  in  higher  doses  or  for  longer  periods  of  time  than 
those  recommended. 

Other  reported  adverse  reactions  possibly  related  to  Nebcin  include  Increased 
serum  transaminase  (SGOT,  SGPT)and  increased  serum  bilirubin;  anemia, 
granulocytopenia,  and  thrombocytopenia;  and  fever,  rash,  itching,  urticaria, 
nausea,  vomiting,  headache,  and  lethargy. 

Suggested  Dosage  Guides— I.M./  I.V.: 

Usual  dosage  for  adults,  children,  and  older  infants  (normal  renal  function)— 

3 mg.  / Kg.  /day  administered  in  three  equal  doses  every  eight  hours.  In  life- 
threatening  situations,  the  dosage  may  be  increased  up  to  5 mg. /Kg. /day 
administered  in  three  or  fourequal  doses.  This  dosage  should  be  reduced  to 
3 mg.  /Kg.  / day  as  soon  as  clinically  indicated.  (Refer  to  Table  1 for 
dosage  schedule.) 

Dosage  for  neonates  up  to  one  week  of  age  (normal  renal  function)— 

Up  to  4 mg. /Kg. /day  may  be  given  in  two  equal  doses  every  twelve  hours. 

The  usual  duration  of  treatment  is  seven  to  ten  days. 

Dosage  guidelines  for  adult  or  pediatric  patients  with  reduced  renal  function— 
After  a loading  dose  of  1 mg.  /Kg.,  subsequent  dosage  must  be  adjusted  either 
with  reduced  doses  at  eight-hour  intervals  or  with  normal  doses  at  prolonged 
intervals.  To  determine  the  reduced  dose  at  eight-hour  intervals,  see  the  conven- 
ient nomogram  in  the  package  literature/'  To  calculate  normal  dosage  at 
prolonged  intervals  (if  the  creatinine  clearance  rate  is  not  available  and  the 
patient's  condition  is  stable),  the  following  formula  may  be  used: 

1 mg./Kg.q.(6  x serum  creatinine)  h. 

Neither  regimen  should  be  used  when  dialysis  is  being  performed. 

I V.  Administration— The  usual  volume  of  diluent  for  adults  is  50to  100  ml  For 
children,  the  volume  of  diluent  should  be  proportionately  less  than  for  adults. 

The  diluted  solution  usually  should  be  infused  over  a period  of  twenty  to  sixty 
minutes. 

An  alternate  rough  guide  for  determining  reduced  dosage  at  eight-hour  intervals  (for  patients 
whose  steady-state  serum  creatinine  values  are  known)  is  to  divide  the  normally  recommended 
dose  by  the  patient's  serum  creatinine 


Table  1 Dosage  Schedule  Guide  for  Adults  with  Normal  Renal  Function 
(Dosage  at  Eight  Hour  Intervals) 


For  Patient 
Weighing 
Kg.  Lb. 

Usual  Dose  for 
Serious  Infections 

1 mg./Kg.q.8h. 
(Total,  3mg./Kg./day) 

Maximum  Dose  for  Life- 
Threatening  Infections 
(Reduce  as  soon  as  possible) 

1.66mg./Kg.q.8h. 
(Total,  5mg. /Kg. /day) 

mg. /dose 

ml./dose+ 

mg. /dose 

ml./dose+ 

q.  8 h. 

q.  8 h. 

120 

264 

120  mg. 

3 ml. 

200  mg. 

5 ml. 

115 

253 

115  mg. 

2.9  ml. 

191  mg. 

4.75ml. 

110 

242 

110  mg. 

2.75ml. 

183  mg. 

4.5  ml. 

105 

231 

105  mg. 

2.6  ml. 

175  mg. 

4.4  ml. 

100 

220 

100  mg. 

2.5  ml. 

166  mg. 

4.2  ml. 

95 

209 

95  mg. 

2.4  ml. 

158  mg. 

4 ml. 

90 

198 

90  mg. 

2.25ml. 

150  mg. 

3.75ml. 

85 

187 

85  mg. 

2.1  ml. 

141  mg. 

3.5  ml. 

80 

176 

80  mg. 

2 ml. 

133  mg. 

3.3  ml. 

75 

165 

75  mg. 

1.9  ml. 

125  mg. 

3.1  ml. 

70 

154 

70  mg. 

1.75ml. 

1 16  mg. 

2.9  ml. 

65 

143 

65  mg. 

1.6  ml. 

108  mg. 

2.7  ml. 

60 

132 

60  mg. 

1.5  ml. 

100  mg. 

2.5  ml. 

55 

121 

55  mg. 

1.4  ml. 

91  mg. 

2.25ml. 

50 

110 

50  mg. 

1.25ml. 

83  mg. 

2.1  ml. 

45 

99 

45  mg. 

1.1  ml. 

75  mg. 

1.9  ml. 

40 

88 

40  mg. 

1 ml. 

66  mg. 

1.6  ml. 

1 Applicable  to  all  product  formsexcept  Nebcin,  Pediatric.  Injection  (see  Flow  Supplied) 


How  Supplied:  Ampoules  Nebcin  " (tobramycin  sulfate,  Lilly)  Injection,  80  mg 
(equivalent  to  tobramycin)  per  2 ml.,  2 ml.,  rubber-stoppered. 

Ampoules  Nebcin,  Pediatric,  Injection,  20  mg.  (equivalent  to  tobramycin)  per  2 
ml.,  2 ml.,  rubber-stoppered. 

Hyporets " (disposable  syringes,  Lilly)  Nebcin  Injection.  60  mg.  (equivalent  to 
tobramycin)  per  1.5  ml.,  1.5  ml.,  and  80  mg.  (equivalent  to  tobramycin)  per  2 
ml  . 2 ml.,  in  packages  of  24. 

Each  ml.  a Iso  contains  5 mg.  phenol  as  a preservative,  3.2  mg.  sodium  bisul 
fite,  0.1  mg.  disodium  edetate,  and  water  for  injection,  q.s.  Sulfuric  acid  and/or 
sodium  hydroxide  may  have  been  added  to  adjust  the  pFi.  [063o?5] 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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BCC  (basal-cell  carcinoma)  is  the  most  common 
form  of  skin  cancer  known  to  man.  The  true  inci- 
dence is  not  known,  since  most  of  these  lesions  are 
treated  by  private  practitioners  on  an  outpatient 
basis.  The  number  of  new  cases  are  rarely  re- 
ported by  individual  physicians,  and  the  cases  seen 
in  institutions  alone  do  not  reflect  the  true  inci- 
dence of  this  tumor. 

The  purpose  of  this  study  was  to  analyze  a large 
series  of  basal-cell  carcinomas  as  seen  in  private 
practice.  Particular  attention  was  paid  to  tumor 
incidence  by  age,  sex,  and  anatomic  distribution. 
Attempts  were  made  to  correlate  the  patient’s  eth- 
nic background  when  possible  to  see  whether  there 
is  any  relationship  to  heredity.  The  predominant 
methods  of  treatment  employed  by  dermatologists 
were  utilized  in  this  study  and  will  be  briefly  dis- 
cussed. 

Methods 

Charts  from  the  office  practice  of  the  authors 
were  selected  for  a five-year  period  from  1966  to 
1971,  and  all  consecutive  patients  who  had  biopsy- 
proved  BCC  were  entered  on  individual  index 
cards.  All  pertinent  data  such  as  patient’s  sex, 
age,  ethnic  background,  and  location  of  tumor,  as 
well  as  type  of  treatment,  were  recorded. 

Anatomic  distribution  was  recorded  according 
to  the  following  anatomic  regions: 

* Present  address:  Windy  Hill  Road,  Marietta,  Georgia 

30303. 


1.  Scalp  and  forehead 

2.  Eyebrow  and  canthus  (Fig.  1A) 

3.  Periorbital  area  including  upper  and  lower  eye- 
lid 

4.  Nose  (Fig.  IB) 

5.  Cheek 

6.  Ear 

7.  Upper  lip  (Fig.  1C) 

8.  Chin  and  lower  lip 

9.  Neck 

10.  Trunk 

11.  Arm,  including  the  forearm  (Fig.  ID) 

12.  Hand 

13.  Leg,  including  thigh  (Fig.  IE) 

14.  Foot 

Ethnic  background  was  determined  by  the  pa- 
tient’s surname  or  maiden  name  and  in  some  in- 
stances the  patient’s  place  of  birth  or  place  of 
birth  of  parents  or  grandparents. 

The  group  classified  as  Jews  were  patients  most- 
ly of  Eastern  European  origin.  Anglo-Saxons  con- 
sisted of  English,  Scots,  Welsh,  and  German  ori- 
gin. Most  of  our  Scandanavian  patients  originally 
came  from  Norway  and  a few  from  Denmark,  Fin- 
land, or  Sweden.  Under  the  heading  of  others  we 
had  patients  from  Syria,  Lebanon,  Poland,  Puerto 
Rico,  and  a single  Afro-American  patient. 

Diagnosis  was  made  initially  on  clinical  grounds 
and  confirmed  in  each  case  by  histopathology. 

The  principal  methods  of  treatment  employed 
were  (1)  D&C  (desiccation  and  curettage)  and  (2) 
superficial  radiation.  Radiation  was  administered 
by  x-ray  machine  (Universal)  using  a half-value 
layer  (HVL)  of  0.6  mm.  aluminum  and  a total  dose 
of  3,600  to  4,200  r given  in  6 to  10  divided  doses 
approximately  four  times  weekly.  A few  selected 
cases  were  referred  out  for  either  plastic  surgery  or 
chemosurgery. 

During  the  last  year  of  the  study  5-fluorouracil 
(Efudex)  was  used  chiefly  in  the  management  of 
superficial  BCC  and  for  a few  selected  cases  of  re- 
current BCC  where  patients  could  not  travel  to 
New  York  City  for  chemosurgery. 

About  the  same  time,  cryosurgery  had  been  in- 
troduced but  only  in  2 patients  with  numerous  su- 
perficial basal-cell  carcinomas  of  the  trunk. 

The  628  cases  were  divided  into  5 categories 
(Table  I). 

In  1974,  three  years  after  the  study  had  been 
completed,  recall  cards  were  sent  out  to  the  449 
patients  comprising  the  first  category,  in  an  at- 
tempt to  obtain  more  adequate  information  con- 
cerning long-term  recurrence  rates  (Table  II). 

Results 

In  the  first  category  there  were  449  patients 
with  single  tumors.  This  group  lends  itself  most 
easily  to  analysis  by  sex,  age,  and  anatomic  distri- 
bution. There  were  188  male  and  261  female  pa- 
tients. Age  distribution,  anatomic  distribution, 
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Six  hundred  twenty-eight  patients  treated  for 
basal-cell  carcinoma  in  office  practice  were  stud- 
ied. The  age,  sex,  anatomic  distribution,  and  eth- 
nic background  of  the  patients  exhibiting  916  tu- 
mors are  presented.  The  methods  of  treatment 
and  criteria  for  their  selection  are  discussed. 
Clinical  features  of  atypical  cases  are  stressed. 
The  high  incidence  of  these  tumors  seen  in  various 
parts  of  the  United  States  are  compared.  Skin 
cancer  detection  centers  are  proposed. 


and  ethnic  groups  are  shown  (Figs.  2,  3,  and  4). 

In  this  category  205  patients  were  treated  by  su- 
perficial x-ray,  233  by  D&C,  and  11  by  excision. 


FIGURE  1.  Examples  of  BCC.  (A)  Seventy-two-year-old 
male  with  typical  BCC  of  right  inner  canthus.  (B)  Seventy- 
one-year-old  female  with  typical  BCC  with  telangiectasia 
of  left  nasolabial  fold.  (C)  Twenty-four-year-old  male  with 
BCC  of  upper  lip  first  presented  as  acneiform  papule.  (D) 
Sixty-eight-year-old  female  with  BCC  of  right  arm  in  center 
of  vaccination  scar.  (E)  Sixty-seven-year-old  female  with 
BCC  of  left  leg  presented  as  scaly  patch. 
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TABLE  I.  Categories 


140 


30.29% 


Definition  of  Categories 

Number 
of  Patients 

Number 
of  Tumors 

120  - 

BCC  single 

449 

449 

<S) 

BCC  multiple 

BCC  associated  with  other 

124 

323 

2 

LlJ 

100  - 

cutaneous  tumors 

21 

39 

h- 

< 

BCC  multiple  superficial 
BCC  referred  for  treatment 

11 

82 

CL 

Li_ 

80  - 

(plastic  or  chemosurgery ) 

23 

23 

o 

60  - 

— 

q: 

Totals 

628 

916 

LlJ 

CD 


=>  40  - 


TABLE  II.  Long-term  recurrence 


Follow-Up 

(Years) 

Number  of  Cases 

Number 
of  Recurrences 

2 

7 

1 

3 

50 

1 

4 

34 

0 

5 

16 

1 

5+ 

52 

1 

Totals 

159 

4 

20  - 


0 


1-9 


FIGURE  2. 


10-19  30-39  50-59  70-79  90-99 

AGE 

Histogram  of  age  distribution  of  single  BCC. 


The  recurrence  rate  was  studied  in  two 
subgroups,  A and  B,  of  patients.  Group  A,  on  a 
short-term  basis,  was  comprised  of  215  patients 
who  returned  for  check-up  visits  for  a minimum  of 
six  and  a maximum  of  eighteen  months  on  their 
own.  In  this  group  9 recurrences  were  noted,  4 
treated  by  superficial  radiation  and  5 by  D&C. 
Three  treated  by  D&C  recurred  in  two  to  four 
months.  Group  B was  comprised  of  159  patients 


who  received  a recall  card  in  1974,  and  most  of 
these  patients  responded  with  a return  visit  and  a 
few  by  telephoning  the  office.  This  group  gave  us 
better  information  concerning  long-term  recur- 
rence (Table  II). 

The  4 recurrences  noted  in  the  long-term  group 
were  treated  by  superficial  radiation.  Three  re- 
curred from  two  to  five  years  and  the  fourth  seven 
years  after  treatment. 


TRUNK  6.0  % 


PERIORBITAL  10.6% 


CHEEK  24.4  % 


NOSE  25.8  % 


FOOT  0.2  % 

HAND  0.4  % 

ARM  1.3  % 

LEG  1.8  % 

NECK  3.4% 
EAR  3.8  % 


FIGURE  3. 


FOREHEAD  17.0  % 


Anatomic  distribution  of  BCC  by  percentage. 
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FIGURE  4.  Ethnic  distribution  of  single  and  multiple  BCC. 
Figures  above  bars  indicate  total  number  of  cases. 


In  the  second  category  there  were  124  patients 
(Table  I).  The  age  and  sex  distribution  were  simi- 
lar to  the  first  category;  therefore,  they  are  not 
presented  here.  The  ethnic  background  of  catego- 
ries 1 and  2 is  presented  in  Figure  4.  These  pa- 
tients were  treated  chiefly  by  D&C,  since  many  de- 
veloped new  tumors  practically  every  year.  There 
were  4 patients  who  received  superficial  x-ray  to 
the  face  for  acne  twenty-five  to  thirty  years  prior 
to  the  appearance  of  BCC. 

In  the  third  category  there  were  21  patients  with 
a total  of  39  tumors  of  BCC  (Table  I) 

BCC  and  squamous  cell  carcinoma,  8 
BCC  and  keratoacanthoma,  3 
BCC  and  Bowen’s  disease,  2 
Multiple  BCC  and  squamous  cell  carcinoma,  3 
Multiple  BCC  and  Bowen’s  disease,  1 
Multiple  BCC  and  keratoacanthoma,  2 
BCC,  squamous  cell  carcinoma,  and  keratoacantho- 
ma, 1 

Multiple  BCC  and  cutaneous  lymphoma,  1 

The  fourth  category  consisted  of  11  patients 
with  82  superficial  BCC.  In  each  case  an  attempt 
was  made  to  find  the  etiologic  factor.  One  patient 
had  x-ray  treatment  to  the  chest  and  back  for  acne 
twenty-five  to  thirty  years  prior  to  the  tumor’s  ap- 
pearance. One  had  a history  of  ingesting  cough 
tonic  allegedly  containing  inorganic  arsenic  some 
thirty-five  years  prior  to  his  initial  visit. 

Most  of  these  tumors  were  treated  by  curettage 
alone  after  the  method  of  Reyman1  in  an  attempt 


to  avoid  keloid  formation.  A few  were  treated  by 
either  5-fluorouracil  cream  or  cryosurgery. 

In  the  fifth  category  there  were  23  patients,  all 
referred  by  us  to  either  plastic  surgery  or  chemo- 
surgery. 

Comment 

Sex  Incidence.  Gellin,  Kopf,  and  Garfinkel2  as 
well  as  other  authors  show  higher  incidence  of 
BCC  among  males.3’4  This  study  showed  261  fe- 
males versus  188  males.  Perhaps  it  simply  indi- 
cates that  women  seek  help  in  private  offices  in 
the  hope  of  achieving  better  cosmetic  results. 

Age  incidence.  Pack  and  Le  Fevre5  studied 
1,374  patients  with  BCC  and  found  an  average  age 
of  sixty-one  years;  16  per  cent  of  tumors  occurred 
in  people  over  seventy-five  and  5 per  cent  in  ages 
below  thirty.  This  study  showed  a relatively  large 
group  of  patients,  179  aging  seventy  to  ninety-five 
years  (Fig.  2);  48  of  these  were  eighty  years  or 
older;  59.5  per  cent  were  between  sixty  and  eighty 
years  of  age.  The  average  age  was  sixty-three 
years.  One  should  make  a special  note  of  the  fact 
that  in  patients  below  thirty,  the  tumor  is  rather 
atypical  clinically.  One  must  be  aware  of  this  fact 
to  make  the  correct  diagnosis.  Generally  at  the 
early  stage,  these  tumors  may  present  a single  pa- 
pule lacking  a pearly  border.  At  times  it  is  hard  to 
distinguish  these  papules  from  acne,  particularly 
in  patients  in  their  early  twenties. 

Anatomy.  The  data  on  anatomy  as  shown  in 
Figure  3 compare  well  with  other  large  series;  87 
per  cent  of  cases  of  single  BCC  in  this  study  were 
on  the  face.  Shanoff,  Spira,  and  Hardy6  in  Hous- 
ton studying  1,168  cases  of  BCC  in  625  patients 
found  86  per  cent  on  the  face.  The  other  areas, 
such  as  nose,  26  per  cent  in  this  study,  compare 
with  the  25.8  per  cent  found  in  the  Houston  study. 
The  only  area  where  this  study  differs  from  the 
Houston  one  is  on  the  extremities.  We  found  1.8 
per  cent  of  tumors  on  the  legs,  while  less  than  1 
per  cent  were  reported  in  the  Houston  study.  The 
incidence  on  the  foot  was  0.2  per  cent  and  on  the 
hand  0.4  per  cent. 

It  must  be  stressed  that  BCC  of  the  extremities, 
just  like  that  found  in  young  patients,  is  atypical. 
The  lesions  do  not  often  have  a raised  glistening 
border  so  typical  of  facial  lesions.  They  appear 
dry  and  sometimes  scaly.  Such  atypical  lesions 
are  often  missed  on  initial  presentation  and  be- 
come apparent  only  after  they  bleed  or  ulcerate. 

Ethnic  background.  The  incidence  of  single 
BCC  in  contrast  to  multiple  BCC  by  ethnic  groups 
is  shown  in  Figure  4.  It  is  an  accepted  fact  that 
the  pale  Caucasians  develop  skin  cancers  more  fre- 
quently than  others.  Urbach,  O’Beirn,  and  Judge' 
showed  that  among  United  States  immigrants,  the 
Irish  had  significantly  more  and  Italians  signifi- 
cantly fewer  skin  tumors  than  non-Italian  Central 
Europeans.  These  authors  also  found  that  U.S. 
“natives”  (more  than  two  generations  in  the  Unit- 
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ed  States)  developed  fewer  skin  cancers  than  Eu- 
ropean immigrants.8  This  study  at  first  glance 
seems  to  oppose  these  findings.  The  section  of 
Brooklyn  where  our  practice  is  located,  Bay  Ridge, 
reflects  an  Italian,  Irish,  Anglo-Saxon,  and 
Scandanavian  population.  Thus,  because  of  the 
increased  proportion  of  Italian  patients,  we  show  a 
higher  incidence  of  single  BCC  in  Italians. 

It  is  interesting  that  the  cases  of  multiple  BCC 
greatly  reflect  the  importance  of  the  ethnic  back- 
ground. Here  the  pale  Caucasians,  Irish,  Anglo- 
Saxons,  and  Scandanavians  clearly  show  increased 
incidence,  while  darker  Caucasians,  Italians,  and 
Jews  show  lower  incidence.  Considering  all  pa- 
tients included  in  Figure  4,  there  were  21.7  per 
cent  exhibiting  multiple  BCC. 

Lane-Brown  and  Melia9  have  used  surnames  to 
determine  “Celticity”  and  have  determined  that  in 
the  Boston  area,  those  of  Celtic  ancestry  (Irish, 
Scots,  and  Welsh)  have  a greater  tendency  to  de- 
velop skin  cancers.  In  the  Bay  Ridge  community, 
most  of  those  we  have  classified  as  Irish  would  cor- 
respond to  this  group  as  well  as  some  classified  as 
Anglo-Saxon  (Scots  and  Welsh). 

Treatment.  For  the  past  thirty  to  fifty  years 
there  have  been  three  major  methods  in  use  for  the 
treatment  of  BCC:  (1)  D&C;  (2)  excision;  and  (3) 
radiation.  Selection  of  method  has  been  made 
generally  on  the  ground  of  either  the  clinical  fea- 
tures of  the  tumor,  age  of  the  patient,  or  the  com- 
petence of  the  specialist  treating  the  tumor.  Sur- 
geons prefer  excision;  radiologists,  x-ray  treatment 
or  radium.  Dermatologists  fairly  well  trained  in 
all  three  methods,  as  a rule,  prefer  D&C  and  use 
either  radiation  or  excision  only  as  a second 
choice.  More  recently,  our  armamentarium  has 
been  enlarged  by  three  additional  methods:  (1) 

chemosurgery,  (2)  cryosurgery,  and  (3)  topical  use 
of  5-fluorouracil. 

The  authors  mostly  used  D&C  and,  as  a second 
choice,  radiation.  A few  cases  of  superficial  BCC 
during  the  last  year  of  the  study  have  been  treated 
by  cryosurgery  of  5-fluorouracil. 

Selection  of  type  of  treatment.  D&C  has 
been  used  for  lesions  under  approximately  2 cm.  in 
size  in  any  location  but  on  the  eyelid,  ear,  or  naso- 
labial fold.  This  method  was  preferred  in  all  pa- 
tients who  had  multiple  BCC  since  it  was  the  au- 
thors’ experience  that  these  patients  developed 
new  tumors  almost  yearly.  Finally,  it  was  also 
used  as  a matter  of  convenience  for  patients  who 
were  unable  to  come  to  the  office  to  complete  a 
course  of  six  to  ten  treatments  of  radiation.  It  was 
found  in  accordance  with  Reymann’s1  report  that 
curettage  alone  without  desiccation  gave  most  sat- 
isfying cosmetic  results  and  fairly  good  cure  rate 
when  used  in  the  management  of  superficial  BCC 
in  the  areas  that  are  known  to  form  keloids,  the 
shoulder,  chest,  and  arms. 

Radiation  was  used  for  lesions  larger  than  2 cm. 
that  for  some  reason  did  not  lend  themselves  to 


excision.  Tumors  located  on  the  eyelid,  inner  can- 
thus,  nasolabial  fold,  and  earlobe  were  irradiated. 
Morphea-type  tumors  were  also  treated  by  this 
method.  The  patient’s  age  was  an  important  con- 
sideration, particularly  in  the  older  group.  Those 
who  had  an  overriding  fear  of  surgery  and  did  not 
seek  medical  help  for  years  were  found  to  accept 
only  this  type  of  treatment. 

5-Fluorouracil  has  been  used  in  a few  patients  in 
the  management  of  multiple  BCC  for  a period  of 
four  to  six  weeks  with  varying  success.  In  addi- 
tion there  were  3 patients  aged  eighty-nine  to 
ninety-two  with  recurring  BCC,  where  the  obvious 
choice  should  have  been  chemosurgery.  However, 
these  patients  could  not  travel  to  New  York  City 
and  responded  well  to  six  to  eight  weeks  of  treat- 
ment with  5-fluorouracil. 

The  authors  had  very  limited  experience  with 
cryosurgery.  However,  it  seemed  to  work  well  for 
superficial  BCC  and  BCC  of  the  eyelid. 

Evaluation  of  treatment  methods  used 

D&C.  Dermatologists  have  promoted  the  sim- 
ple D&C  method  for  the  past  forty  to  fifty  years. 
However,  it  has  not  met  with  any  enthusiasm 
among  surgeons  until  very  recently.10  Shanoff, 
Spira,  and  Hardy6  claim  that  all  BCC  under  0.5 
cm.  are  best  treated  by  D&C  and  those  between 
0.5  to  2 cm.  can  be  equally  managed  by  either 
D&C  or  excision.  Our  experience  fully  supports 
this  finding.  The  procedure  is  a very  easy  one.11 
It  is  done  in  the  office  and  is  well  tolerated  by  the 
old.  Complications,  other  than  keloid  formation, 
are  extremely  rare.  Finally,  cosmetic  results  im- 
prove with  time. 

In  the  first  category  of  the  449  patients,  215 
(Group  A)  returned  for  their  follow-up  visits  for  a 
maximum  of  eighteen  months,  and  of  those,  116 
were  treated  by  D&C.  A total  of  5,  less  than  5 per 
cent,  recurred.  As  indicated  in  the  results,  no  ad- 
ditional recurrences  were  found  in  the  group  of  159 
(Group  B)  who  had  received  recall  cards  three 
years  after  the  completion  of  the  study. 

Superficial  radiation.  Anatomic  location,  as 
indicated  in  the  selection  of  treatment,  at  times 
makes  it  imperative  that  one  consider  radiation  as 
the  treatment  of  choice.  The  second  important 
consideration  is  the  patient’s  age.  Those  seventy 
years  and  older  generally  are  a receptive  group  of 
patients  for  this  type  of  treatment.  It  should  be 
avoided  in  patients  under  forty  and  practically 
never  used  in  those  under  thirty.  One  must  al- 
ways consider  that  the  cosmetic  appearance  is  best 
a year  after  inception  of  treatment  and  begins  to 
deteriorate  thereafter.  Younger  patients  who 
have  outdoor  occupations  should  not  be  treated 
with  this  method.  Recurrence  rate,  studied  in  the 
first  category  of  449  patients,  showed  that  of  the 
215  patients  (Group  A),  of  which  99  were  treated 
by  superficial  radiation,  4 recurred  within  one  year 
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after  treatment.  When  recall  cards  were  sent  out, 
159  responded,  of  which  73  were  treated  by  super- 
ficial radiation.  An  additional  4 recurrences  were 
discovered,  2 of  them  within  the  first  three  years 
of  treatment  and  the  other  2 within  seven  years 
after  completion  of  radiation.  This  indicates  the 
importance  of  long-term  observation  of  patients 
after  superficial  x-ray  treatment.12-13 

5-Fluorouracil.  Some  multiple  superficial  le- 
sions sometimes  respond  very  well  to  5-fluoroura- 
cil.  However,  in  our  experience  some  do  not  re- 
spond at  all.  One  should  be  able  to  determine  this 
failure  to  respond  after  three  weeks  of  application, 
from  lack  of  erythema.  In  an  exceptional  situa- 
tion, lesions  that  recur  after  radiation  may  be 
treated  with  this  method. 

Cryosurgery.  Superficial  BCC  of  the  multiple 
type  and  tumors  of  the  eyelid  and  over  cartilage, 
such  as  earlobe  and  nose,  do  well  with  treatment 
by  cryosurgery. 

BCC,  among  malignant  conditions,  no  doubt  oc- 
cupies a special  place.  It  is  easily  detected  in  its 
early  stage.  Even  if  it  is  missed,  the  growth  rate  is 
rather  slow.  According  to  Shanoff,  Spira,  and 
Hardy6  the  tumor  will  double  its  six-months’  size 
in  one  year  and  quadruple  in  two  years.  Most  im- 
portant, these  tumors  practically  never  metasta- 
size. Because  of  the  latter  two  criteria,  there  is  a 
tendency  to  belittle  the  importance  of  diagnosis 
and  treatment  of  BCC.14  Some  even  question  the 
wisdom  of  treatment  in  the  elderly.  We  share  the 
views  of  most  dermatologists  that  BCC  should  al- 
ways be  treated,  preferably  as  soon  as  it  is  diag- 
nosed regardless  of  the  patient’s  age.  Reports  of 
“horrifying  cases”  show  clearly  the  severe  compli- 
cations neglect  can  lead  to.15  This  is  especially 
true  for  tumors  located  on  the  eyelid,  inner  can- 
thus,  earlobe,  and  nasolabial  fold.  The  authors, 
based  on  their  rather  extensive  experience  among 
the  elderly,  take  a very  firm  stand  concerning  early 
treatment  of  BCC.  There  is  indication  that  BCC 
due  to  increased  sun  exposure  of  the  population  or 
some  other  unknown  factor  is  on  the  rise,  not  only 
among  the  elderly,  but  among  patients  in  their 
twenties  and  thirties.16  Unfortunately,  since  tu- 
mors treated  in  private  practice  are  not  reported 
in  big  cities  such  as  New  York  City,  we  can  only 
guess  the  true  incidence  of  BCC  in  the  United 
States.  Cancer  reporting,  for  example  in  upstate 
New  York,  began  on  January  1,  1940,  following  the 
enactment  of  legislation.  However,  New  York 
City  has  been  exempt  from  the  cancer  reporting 
law.17  The  figures  vary  by  states  most  likely  be- 
cause of  different  degrees  of  sun  exposure  or  dif- 
ferent methods  of  data  collecting.  Schreiber  et 
al . 18  did  a thorough  study  in  Tucson  and  estimat- 
ed the  incidence  of  BCC  at  422  per  100,000.  On 
the  other  hand,  the  rate  for  Minnesota  was  re- 
ported as  118  in  1963, 19  for  Dallas  260,  and  for 
New  Orleans  191  in  1948.20  For  New  York  State, 


however,  the  figure  was  surprisingly  low,  47  per 
100,000  in  1960  as  quoted  by  Conway,  Hugo,  and 
Tulenko.21  This  figure,  however,  excluded  New 
York  City.  According  to  these  figures,  if  one  were 
to  take  an  average  of  200  new  cases  per  100,000 
across  the  country,  the  total  number  of  new  cases 
could  amount  to  400,000.  However,  the  American 
Cancer  Society’s  Cancer  Facts  and  Figures  of  1967 
estimates  the  total  number  of  skin  cancers,  includ- 
ing squamous-cell  carcinoma  and  melanoma,  at 
90,000.22  If  one  were  to  attempt  to  measure  objec- 
tively the  reported  increase  in  incidence  of  BCC, 
one  would  have  to  take  into  account  the  enormous 
number  of  new  cases  treated  in  private  practice  by 
dermatologists,  surgeons,  ophthalmologists,  ear, 
nose,  and  throat  specialists,  and  so  forth.  This 
could  only  be  done  through  pathology  laboratories, 
where  the  histologic  diagnosis  is  made  first  before 
the  clinician  proceeds  with  treatment.  Assuming 
the  reported  increase  was  borne  out  by  objective 
statistical  data,  skin  cancer  detection  centers 
could  easily  be  set  up  separately  or  in  conjunction 
with  other  cancer  detection  stations  for  the  early 
diagnosis  and  treatment  of  skin  tumors.  To  our 
knowledge  there  has  been  only  a single  report  ad- 
vocating the  institution  of  skin  tumor  detection 
centers.23 
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ence of  sickle  cell  disease  within  two  hours  of  birth,  ac- 
cording to  a report  in  the  May  issue  of  Pediatrics,  the 
monthly  scientific  journal  of  the  American  Academy  of 
Pediatrics. 

The  test,  called  microcolumn  chromatography,  uses 
blood  already  drawn  routinely  from  the  umbilical  cord 
of  the  newborn  infant.  The  method  can  be  used  to  de- 
tect children  with  an  active  case  of  sickle  cell  disease  as 
well  as  those  who  are  carriers  of  the  trait,  but  do  not 
have  an  active  case  of  the  disease.  In  addition,  the  test 
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of  Tumors  of  the  Skin,  Springfield,  Illinois,  Charles  C Thomas, 
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can  confirm  other  types  of  blood  abnormalities. 

The  new  procedure  was  used  on  more  than  10,000 
consecutively  born  infants  since  1973.  Six  children 
were  diagnosed  as  having  sickle  cell  anemia  as  a result  of 
the  tests,  and  143  others  were  diagnosed  as  having  sickle 
cell  trait.  The  diagnoses  were  later  confirmed  by  other 
tests. 

The  scientists  pointed  out  that  the  test  allows  early 
identification  of  infants  with  sickle  cell  disease,  thus 
permitting  the  delivery  of  better  health  care.  It  also 
helps  to  quickly  relieve  the  anxiety  of  parents  who  have 
sickle  cell  disease  and  are  afraid  it  may  have  been 
passed  on  to  their  infants. 

Authors  of  the  Pediatrics  report  are  Darleen  Powers, 
M.D.,  Walter  A.  Schroeder,  Ph.D.,  and  Linda  White. 
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Neuroblastoma  is  predominantly  a tumor  of 
young  children  and  is  extremely  rare  in  adoles- 
cents and  in  adults.  Wahl1  reviewed  the  literature 
from  1885  to  1914  and  found  that  5 of  the  25  neu- 
roblastomas reported  occurred  in  adults.  Phil- 
lips2 collected  623  cases  of  neuroblastoma  reported 
between  1933  and  1952  and  found  40  cases  in 
adults.  During  approximately  the  same  period  of 
time  there  were  other  scattered  cases  reported; 
during  the  last  twenty  years  there  have  been  a few 
additional  cases  added  to  the  literature.3-16  How- 
ever, the  clinicopathology  of  adolescent  and  adult 
neuroblastoma  has  not  been  analyzed  in  any  of 
these  studies.  Therefore,  a retrospective  study  of 
a relatively  large  number  of  neuroblastomas  in  ad- 
olescents and  in  adults  was  undertaken  to  present 
the  clinicopathologic  data  and  to  compare  our 
findings  with  that  in  the  literature  with  special  at- 
tention to  childhood  neuroblastoma. 

Materials  and  methods 

During  a period  of  twenty-five  years  (1948  to 
1972)  a total  of  154  neuroblastomas  were  found  in 
the  records  of  Memorial  Hospital.  Forty- four  of 
the  tumors  occurred  in  patients  fifteen  years  or 
older.  Seven  of  the  44  patients  had  tumor  involv- 
ing the  nasal  cavity.  All  seven  were  excluded  from 
this  study  for  the  reason  that  the  tumor  might  rep- 
resent esthesioneuroblastoma.17  In  2 cases,  diag- 
nosis was  made  on  aspiration  smears,  and  they 


This  report  reviews  27  cases  of  neuroblastomas  in 
adolescents  and  adults  and  compares  them  with 
their  childhood  counterparts.  Among  the  similari- 
ties between  adult  and  childhood  neuroblastomas 
were  male  preponderance,  presenting  signs  and 
symptoms,  and  gross  and  microscopic  morphology 
of  the  tumors.  Adult  neuroblastomas  differed 
from  those  in  children  by  their  multifocal  primary 
presentation,  advanced  clinical  stage,  frequent 
mediastinal  origin,  and  metastasis  to  the  lung. 
The  overall  prognosis  of  adult  neuroblastomas  was 
found  to  be  similar  to  that  of  neuroblastomas  in 
older  children,  but  was  worse  than  that  in  children 
under  one  year  of  age. 


were  excluded  from  this  study.  Materials  were 
not  available  for  review  in  8 cases,  leaving  a total 
of  27  cases  for  this  study.  Pathologic  diagnosis  of 
all  27  cases  was  made  on  tissue  sections  of  biopsy 
or  surgical  specimens.  The  extent  of  the  disease 
was  determined  by  postmortem  examination  (12 
cases),  by  roentgenologic  examination  (12  cases), 
by  exploratory  laparotomy  (1  case),  and  on  the 
basis  of  symptomatology  (2  cases).  Retrospective 
staging  of  the  disease  was  attempted  in  each  case 
based  on  clinical  and/or  necropsy  findings.  The 
principle  of  staging  applied  here  was  that  pro- 
posed by  Evans,  D’Angio,  and  Randolph.18  Other 
factors  which  have  been  found  valuable  in  access- 
ing the  prognosis  of  neuroblastoma  in  children, 
that  is,  primary  site  of  the  tumor,  site  of  metasta- 
ses,  morphology  of  tumor,  and  so  forth,  were  also 
studied. 

Results 

Sixteen  patients  were  male,  and  11  were  female. 
Twelve  patients  were  less  than  nineteen  years  of 
age,  11  were  between  the  ages  of  twenty  and 
thirty-nine  years,  and  4 were  older  than  fifty  years 
of  age.  The  clinical  course  of  the  cases  is  outlined 
in  Figure  1. 

The  duration  between  onset  of  symptoms  and 
the  time  of  diagnosis  ranged  from  a few  weeks  to 
as  long  as  five  years,  with  an  average  of  7.4 
months.  All  but  2 patients  complained  of  mass, 
pain,  or  both  (Table  I).  Five  patients  complained 
of  painful  mass,  and  11  presented  painless  “swell- 
ing.” Eight  patients  had  pain  due  to  direct  in- 
volvement of  either  bones  or  soft  tissues.  Less- 
frequent  complaints  were  weight  loss  (3  patients), 
fatigue  (2  patients),  and  fever  (2  patients).  Seven 
patients  presented  symptoms  related  to  nerve  root 
compression.  All  7 showed  positive  findings  on 
myelogram.  Two  patients  had  unusual  presenta- 
tions. One  was  a thirty-eight-year-old  female 
who,  in  addition  to  the  neck  mass,  showed  signs  of 
obstruction  of  the  superior  vena  cava.  Her  chest 
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FIGURE  1.  Schematic  illustration  of  27  cases  of  adult 
neuroblastomas  (Dx  = Diagnosis;  DoD  = Dead  of  Dis- 
ease; AcD  = Alive  with  Disease).  Two  cases  did  not 
present  either  pain  or  mass.  One  developed  fatigue, 
weight  loss,  and  fever;  other  had  symptoms  related  to  islet 
cell  tumor  of  pancreas.  In  both,  neuroblastoma  was 
found  on  routine  roentgenography. 


x-ray  films  demonstrated  widened  mediastinum, 
and  at  thoracotomy,  local  invasion  of  the  sur- 
rounding structures,  including  superior  vena  cava, 
was  encountered.  Another  patient  was  a nine- 
teen-year-old  female  who  presented  symptoms  of 
hypoglycemia.  Her  roentgenogram  showed  multi- 
ple lesions  in  bones,  one  of  which  was  biopsied  and 
revealed  neuroblastoma.  At  autopsy  an  islet  cell 
adenoma  of  the  pancreas  was  found  in  addition  to 
disseminated  neuroblastoma. 

Twenty-one  of  the  27  patients  were  anemic. 
Seven  had  hemoglobin  below  10  Gm.  per  100  ml. 
Thirteen  of  the  27  patients  had  metastatic  neuro- 
blastoma in  bones.  Test  for  VMA  (vannylmandel- 
ic  acid)  was  performed  in  only  6 patients;  3 had  a 
significant  elevation. 

Site  of  tumors.  All  except  1 tumor  had  either 
extensive  local  invasion  or  metastasis  at  the  time 
of  diagnosis.  The  primary  site  could  be  estab- 
lished with  certainty  in  15  cases  of  which  mediasti- 
num was  the  most  common  site  (7  cases),  followed 
by  retroperitoneum  (5  cases),  and  pelvis,  extremi- 
ty, and  neck  (1  case  each).  The  tumor  involved  2 
or  more  anatomic  sites  as  well  as  separate  organs 
in  the  remaining  12  patients.  All  6 patients  with 
tumor  in  the  adrenal  gland  had  widespread  disease 
involving  multiple  organs  (Table  II). 

More  than  half  of  the  tumors  located  in  the  me- 
diastinum or  retroperitoneum  were  attached  to 
paravertebral  soft  tissues  with  or  without  adjacent 
bone  invasion.  Among  the  sites  of  local  invasion 


TABLE  I.  Clinical  symptoms  and  signs 


Type 

Number  of  Cases 

Anemia 

21 

Mass 

16 

Pain 

14 

Blockage  on  myelogram 

7 

Weight  loss 

3 

Fatigue 

2 

Fever 

2 

Hepatomegaly 

1 

Hypesthesia 

1 

TABLE  II.  Types  of  treatment 

Type  Number  of  Cases 

Excision  of  primary 

1 

Excision  of  primary  and  radi- 

2 

ation  therapy 

Biopsy  and  radiation  therapy 

5 

Biopsy,  radiation  therapy,  and 

18 

chemotherapy 

No  treatment  (biopsy  only) 

1 

Total 

27 

or  metastases,  the  skeletal  system  was  most  fre- 
quently involved  (20  cases),  followed  by  lungs  and / 
or  pleura  (13  cases);  liver  and  lymph  nodes  (7  cases 
each);  breast,  diaphragm,  meninges,  pancreas,  and 
testis  (3  cases  each);  blood  vessels,  intestine,  pros- 
tate, skin,  spleen,  and  thyroid  (2  cases  each);  and 
appendix,  bladder,  heart,  ovary,  pericardium,  pitu- 
itary, spinal  cord,  and  stomach  (1  case  each). 
Based  on  the  staging  proposed  by  Evans,  D’Angio, 
and  Randolph,18  the  27  cases  could  be  divided  as 
follows:  Stage  I:  1 case;  Stage  II:  4 cases;  Stage 
III:  2 cases;  Stage  IV:  18  cases;  and  Stage  IVs:  2 
cases. 

Pathologic  findings.  Gross  description  of  the 
tumor  was  available  in  14  cases.  In  the  majority 
of  the  cases  the  tumor  was  multinodular  with  indi- 
vidual nodules  ranging  from  1 to  18  cm.  in  diame- 
ter. The  color  was  described  as  gray  or  white  in  11 
cases  and  pink  or  red  in  3 cases.  A few  tumors 
showed  focal  areas  of  hemorrhage  or  necrosis. 
About  half  of  the  14  cases  were  described  as  firm 
and  the  remaining  cases  soft.  None  of  the  tumors 
was  hard  in  consistency,  and  none  of  the  tumor 
nodules  was  encapsulated.  One  patient  of  interest 
was  found  to  have  a “frozen  abdomen”  at  explora- 
tory laparotomy.  In  another  patient,  the  tumor 
involved  both  adrenals  with  invasion  of  the  right 
adrenal  vein  and  the  inferior  vena  cava.  Micro- 
scopically, the  tumors  were  composed  predomi- 
nantly of  small  cells  with  scanty  pink  cytoplasm 
and  round  or  oval  byperchromatic  nuclei.  The 
shape  of  the  tumor  cells  varied  from  round  to  oval 
to  spindle.  Occasionally,  bizarre  tumor  giant  cells 
were  identified.  Rosettes  and/or  pseudorosettes 
were  a prominent  microscopic  finding  in  22  cases. 
Cytoplasmic  processes  usually  identified  in  the 
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areas  of  rosette  formation  could  only  be  observed 
in  a few  cases.  Those  cells  that  did  not  form  ei- 
ther rosettes  or  pseudorosettes  were  loosely  ar- 
ranged with  focal  nesting.  Equally  prominent 
were  mitoses  which  at  times  were  appreciably 
abundant  in  number.  Necrosis  of  tumor  cells  was 
not  infrequent,  and  2 cases  had  lymphocytic  infil- 
trates in  the  tumor. 

Treatment  and  follow-up.  Surgical  resection 
(partial  or  complete)  of  the  tumor  was  attempted 
in  all  but  1 patient.  Eighteen  patients  received 
combined  radiation  therapy  and  chemotherapy, 
and  7 received  radiation  therapy  only  (Table  II). 
One  patient  died  suddenly  with  bronchopneumo- 
nia and  disseminated  tumor  before  treatment 
could  be  initiated.  The  only  patient  who  had  rad- 
ical surgery  was  a thirty-three-year-old  female  who 
had  tumor  limited  to  her  lower  leg  which  was  am- 
putated without  postoperative  radiation  therapy 
or  chemotherapy.  She  died  four  years  after  sur- 
gery. The  presumptive  cause  of  death  was  tumor 
because  no  other  apparent  fatal  illness  was  discov- 
ered terminally,  although  postmortem  examina- 
tion was  not  performed.  The  chemotherapeutic 
agents  varied  from  case  to  case  and  included  cyclo- 
phosphamide (Cytoxan),  vincristine  sulfate,  meth- 
otrexate, actinomycin  D,  mercaptopurine,  vinblas- 
tine sulfate  (Velban),  thiotepa,  adriamycin,  dau- 
nomycin,  thioguanine,  and  nitrogen  mustard. 
The  duration  of  survival  ranged  from  four  months 
to  seven  years  with  an  average  of  twenty-three 
months.  The  overall  survival  rate  at  one  year  was 
67  per  cent,  at  two  years  28  per  cent,  and  12  per 
cent  (3  patients)  lived  five  years  or  longer. 

Comment 

These  27  cases  of  neuroblastoma  in  adolescents 
and  in  adults  represent  17  per  cent  of  all  neuro- 
blastomas in  file  at  Memorial  Hospital.  A similar 
incidence  was  reported  by  Stowens,14  who  found 
23  adult  neuroblastomas  among  110  neuroblasto- 
mas recorded  at  the  Armed  Forces  Institute  of  Pa- 
thology. These  figures  are  probably  higher  than 
actual  incidence,  since  these  two  institutions  ex- 
amine a large  number  of  cases  in  consultation. 
This  view  is  supported  by  the  finding  of  only  7 per 
cent  adult  neuroblastomas  in  a collected  series  of 
623  tumors.12 

The  tumor  is  rarer  in  the  older-  (over  fifty 
years)  than  in  the  younger-age  groups  (fifteen  to 
forty-nine  years).  The  oldest  patient,  age  sixty- 
seven  years,  was  reported  by  Buthker  et  al.8 
Males  outnumbered  females  both  in  our  series  and 
in  27  reported  cases,  with  a male-to-female  ratio  of 

2;1  1,3,5-16,19 

The  most  frequent  symptoms,  both  in  our  series 
and  in  most  reported  cases,  were  painless  or  pain- 
ful mass  or  pain  due  to  tumor  compression. 
Weight  loss  and  fever  were  less-common  com- 
plaints and  were  usually  presented  in  association 


TABLE  III.  Comparison  of  primary  sites  of  adolescent  and 
adult  neuroblastomas  in  our  series  and  in  those  reported  in 
the  literature 


Primary  Sites 

Number  of 

Our 

Total  Series 

Cases • 

Reported 

Cases* 

Single  Primary 
Adrenal 

6 

0 

6 

Mediastinum 

14 

7 

7 

Retroperitoneum 

6 

5 

1 

Pelvis 

2 

1 

1 

Extremity 

3 

1 

2 

Neck 

1 

1 

0 

Brain 

1 

0 

1 

Multiple  Primaries 

Adrenal  and  mediastinum 

2 

0 

2 

Adrenal  and  retroperi- 
toneum 

7 

4 

3 

Adrenal  and  pelvis 

3 

3 

0 

Mediastinum  and  pelvis 

1 

1 

0 

Retroperitoneum  and 
pelvis 

2 

2 

0 

Adrenal,  mediastinum, 
and  retroperitoneum 

1 

1 

0 

Adrenal,  retroperitoneum, 
and  brain 

1 

0 

1 

Mediastinum  and  brain 

1 

0 

1 

Adrenal  and  brain 

1 

0 

1 

Extremity  and  pelvis 

1 

1 

0 

Totals 

53 

27 

26 

* References  2,  5-7,  10,  16,  17,  19-23. 


with  the  more  common  symptoms  already  men- 
tioned. In  26  reported  cases,  the  site  of  the  tu- 
mors was  indicated.  The  majority  of  the  tumors, 
as  in  our  series,  involved  multiple  organs  at  time  of 
diagnosis,  as  shown  in  Table  III,  but  well-localized 
primary  tumors  were  also  reported  in  6 cases. 
This  is  in  contrast  to  1 case  in  our  series. 

Results  of  treatment  were  as  variable  in  10  re- 
ported cases  as  in  our  cases.  Most  of  the  patients 
in  reported  studies  died  within  one  year,1’3-6’8- 
14,16,19  whereas  in  our  series,  67  per  cent  of  the 
patients  survived  for  one  year.  None  of  the  pa- 
tients reported  in  the  literature  survived  for  two 
years.  In  our  series  28  per  cent  survived  for  two 
years,  and  3 of  our  patients  lived  for  more  than 
five  years. 

Our  finding  of  male  preponderance  in  adult  neu- 
roblastoma is  similar  to  that  found  in  Fortner,  Ni- 
castri,  and  Murphy’s20  and  Horn,  Koop,  and  Ki- 
esewetter’s21  series  of  neuroblastoma  in  children. 
The  presenting  symptoms  are  similar  to  those 
which  occurred  in  children  with  neuroblastoma. 
In  order  of  frequency,  tumor  mass,  gastrointestinal 
disturbance,  pain,  fever,  pallor,  and  locomotor  dis- 
turbances are  the  most  common  symptoms.2 

As  in  children,  most  instances  of  the  adult  neu- 
roblastomas had  extensive  local  invasion  and  me- 
tastasis at  time  of  diagnosis.18,20  In  adults,  medi- 
astinum is  the  most  common  primary  site,  closely 
followed  by  adrenal,  retroperitoneum,  and  pelvis, 
whereas  adrenal  is  the  most  frequent  site  of  origin 
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TABLE  IV.  Two-year  survival  according  to  clinical  stage  of 
the  disease 


Evans,  D’Angio,  and 

Randolph18  Series Our  Series > 


Clinical 

Stage 

Survival 

Ratio 

Per  Cent 

Survival 

ratio 

Per  Cent 

I 

4:5 

80 

1:1 

100 

II 

9:15 

60 

1:4 

25 

III 

1:8 

13 

1:2 

50 

IV 

4:56 

7 

4:18 

22 

IVs 

12:16 

75 

1:2 

50 

in  children,  followed  by  retroperitoneum  and  me- 
diastinum.2-20 Among  the  metastatic  sites,  skele- 
tal system  is  the  organ  most  frequently  involved 
both  in  adults  and  in  children,  followed  by  metas- 
tasis to  lymph  nodes  and  liver.  Lung  is  infre- 
quently the  site  of  metastasis  in  children  but  com- 
mon in  adults.  It  is  interesting  to  note  that  many 
of  the  mediastinal  and  retroperitoneal  tumors 
were  fixed  to  the  vertebrae.  A similar  finding  in 
children  was  recorded  by  Horn,  Koop,  and  Ki- 
esewetter.21 

Fortner,  Nicastri,  and  Murphy20  found  that 
complete  or  partial  removal  of  the  tumor  resulted 
in  the  best  prognosis.  One  of  our  patients  sur- 
vived more  than  four  years  after  amputation  for 
localized  disease.  However,  2 other  patients,  one 
with  pelvic  tumor  and  another  with  mediastinal 
neoplasm  who  underwent  removal  of  the  primary 
tumor,  died  twenty-five  months  and  six  months 
later,  respectively.  On  the  other  hand,  all  3 five- 
year  survivors  were  treated  with  radiation  and 
chemotherapy  (vinblastine  sulfate,  cyclophos- 
phamide, and  vincristine  sulfate)  after  surgical  bi- 
opsy. 

It  has  consistently  been  shown  that  mediastinal 
neuroblastomas  in  children  carry  a better  progno- 
sis than  those  arising  in  intra-abdominal 
sites.15-18-22  In  the  present  series  only  2 of  the  7 
patients  with  mediastinal  tumors  were  two-year 
survivors,  and  4 died  within  one  year.  Among  the 
cases  reported  in  the  literature  there  were  3 pa- 
tients with  mediastinal  primary  tumors;  all  died 
within  a few  months.3-5-9  The  patient  of  Hutchin- 
son, Nash,  and  McCord11  is  still  alive  and  well. 
The  tumor  was  localized,  and  no  metastases  were 
found.  All  of  the  preceding  3 patients  died  with 
extensive  local  spread  of  the  tumor;  thus  it  is  con- 
cluded that  mediastinal  neuroblastoma  in  adults  is 
a far  more  advanced  and  aggressive  disease  than 
that  in  children.  A significant  number  of  neuro- 
blastomas were  Stage  IV  disease  at  the  time  of  di- 
agnosis and  like  their  childhood  counterparts  car- 
ried a grave  prognosis  (Table  IV). 

Histologic  features  considered  to  be-  signs  of 
maturation  of  neuroblastoma  in  children  were 
summarized  by  Makinen.22  He  showed  that  even 
the  slightest  signs  of  differentiation,  such  as  in- 
crease of  nuclear  size,  presence  of  visible  cyto- 


TABLE  V.  Comparison  of  most  common  findings  associated 
with  neuroblastoma  of  children  and  adults 


Variable  Factor 

Children 

Adults 

Sex 

Male  preponderance 

Same 

Clinical 

Mass,  discomfort,  pain 

Same 

presentation 

Clinical  stage 

Stage  IV 

Same 

Primary  site 

Adrenal,  retroperi- 
toneum, mediastinum 

Mediastinum, 

adrenal, 

retroperi- 

toneum 

Metastatic 

Skeletal  system,  liver, 

Skeletal  sys- 

site 

and  lymph  nodes 

tem,  liver, 
lymph 
nodes,  and 
lung 

Morphology 

Gross 

Lobulated  or  nodular 

Same 

Microscopic 

Small  cells  with  hyper- 
chromatic  nuclei  and 
scanty  cytoplasm 

Same 

Microscopic 

Frequent  rosettes  and/ 
or  pseudorosettes 

Same 

Microscopic 

Occasional  differenti- 
ation into  ganglion 
cells 

Not  found 

Prognosis 

Guarded 

Poor 

plasm,  and  cytoplasmic  process,  were  of  great 
prognostic  value.  However,  he  was  not  able  to 
draw  definite  conclusions  on  the  value  of  rosette 
formation  in  relation  to  prognosis  and  found  no 
significant  difference  between  the  fatal  and  nonfa- 
tal  groups  as  to  the  number  of  mitoses.  Our  series 
demonstrated  a uniform  cellular  morphology  in 
terms  of  nucleus-cytoplasm  proportion,  appear- 
ance of  nuclei,  and  absence  of  ganglion  cells,  and 
there  were  only  occasional  cytoplasmic  processes. 
It  is  of  interest,  however,  that  among  the  22  tu- 
mors with  rosette  or  pseudorosettes,  5 patients 
were  two-year  survivors,  whereas  only  1 of  5 with- 
out rosettes  was  a two-year  survivor.  Five  of  the 
19  patients  whose  tumors  contained  increased 
numbers  of  cells  in  mitosis  survived  two  years  or 
longer,  and  3 of  the  remaining  patients  without 
mitosis  of  the  tumor  cells  were  two-year  survivors. 

The  overall  one-year  survival  rate  of  67  per  cent 
of  adult  neuroblastomas  appears  far  better  than 
the  18.8  per  cent  of  the  childhood  counterpart  re- 
ported from  Memorial  Hospital.20  However,  at 
two  years,  the  survival  rate  of  28  per  cent  is  virtu- 
ally identical  to  that  of  childhood  neuroblastoma 
(30  per  cent),  but  it  is  remarkably  worse  than  the 
72  per  cent  in  children  under  one  year  of  age.23 

Conclusion 

Neuroblastoma  is  an  extremely  rare  tumor  in 
adolescents  and  in  adults.  Males  are  more  fre- 
quently affected  than  females.  Clinically,  it  is 
closely  similar  to  its  childhood  counterpart  in  that 
it  usually  presents  in  a nonspecific  fashion,  it  fre- 
quently involves  multiple  organs,  and  it  behaves 
aggressively  (Table  V).  The  common  primary 
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sites  include  mediastinum,  adrenal,  retroperito- 
neum,  and  pelvis.  As  in  children,  the  most  com- 
mon metastatic  sites  are  the  skeletal  system,  liver, 
and  lymph  nodes.  However,  the  lung,  which  is  an 
infrequent  site  of  metastasis  in  children,  is  a com- 
mon site  of  metastatic  turner  in  adults. 

The  remarkable  variation  of  gross  appearance  of 
adult  neuroblastomas  makes  comparison  with  that 
of  the  childhood  counterparts  difficult.  The  one 
prominent  gross  similarity  is  nodularity  of  the 
tumor.  The  microscopic  features,  on  the  other 
hand,  are  uniform  and  are  basically  those  of  neu- 
roblastomas in  children.  The  prognostic  value  of 
various  morphologic  changes  suggesting  differen- 
tiation of  tumor  cells  is  not  supported  by  our  find- 
ings. 

In  view  of  the  fact  that  most  of  the  tumors  show 
either  local  invasion  of  adjacent  organs  or  metasta- 
ses  at  the  time  of  diagnosis,  it  is  suggested  that  a 
systemic  investigation  should  be  done  before  a 
therapeutic  plan  is  finalized.  The  overall  progno- 
sis is  similar  to  that  of  neuroblastoma  in  older  chil- 
dren but  it  is  significantly  worse  than  that  in  chil- 
dren under  one  year  of  age. 

Summary 

Twenty-seven  cases  of  neuroblastoma  of  adoles- 
cents and  adults  were  reviewed  and  compared  with 
their  childhood  counterparts.  The  similarities  be- 
tween adult  and  childhood  neuroblastomas  includ- 
ed male  preponderance,  presenting  signs  and 
symptoms,  and  gross  and  microscopic  morphology 
of  the  tumors.  Neuroblastomas  in  adults  differed 
from  those  in  children  by  their  multifocal  primary 
presentation,  advanced  clinical  stage,  frequent 
mediastinal  origin,  and  metastasis  to  the  lung. 
The  overall  prognosis  was  found  to  be  similar  to 
that  of  neuroblastomas  in  older  children,  but  it  is 
worse  than  that  in  children  under  one  year  of  age. 

Laboratory  of  Surgical  Pathology 
The  New  York  Hospital-Cornell  Medical  Center 
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TABLE  II.  Age  of  partner  at  marriage,  1973, 
Upstate  New  York 


Age  (Years) 

Brides 

Grooms 

14 

24 

15 

159 

16 

1,529 

120 

17 

3,028 

634 

Totals  <18 

4,740 

754 

All  ages 

85,556 

85,556 
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The  medical  community,  the  public,  and  the 
media  are  all  concerned  about  problems  of  teenage 
sexuality  and  the  change  in  sexual  practices  which 
has  been  labeled  the  “sexual  revolution.”  Sexual 
activity  and  the  capacity  for  reproduction  now 
begin  at  an  early  age.  Over  the  past  one  hundred 
thirty  years  the  average  age  of  menarche  has  de- 
clined steadily.1  A recent  study  of  New  York  City 
girls  indicated  a mean  age  at  menarche  of  about 
twelve  years.2  Accompanying  this  physiologic 
change  has  been  a change  in  habits.  Kantner  and 
Zelnick3  found  that  27.6  per  cent  of  unmarried  fe- 
males aged  fifteen  to  nineteen  have  had  inter- 
course, the  percentage  rising  steadily  from  about 

Presented  in  part  at  the  Second  Annual  Meeting  of  the  New 
York  State  Coalition  for  Family  Planning,  Rochester,  New 
York,  October  10,  1974. 


TABLE  I.  Per  cent  of  unmarried  females  aged  fifteen  to 
nineteen  who  have  had  intercourse  in  the  United  States, 
197 13 


Race 


Age  (Years) 

Black 
(Per  Cent) 

White 
(Per  Cent) 

Overall 
(Per  Cent) 

15 

32.3 

10.8 

13.8 

16 

46.4 

17.5 

' 21.2 

17 

57.0 

21.7 

26.6 

18 

60.4 

33.5 

37.1 

19 

80.8 

40.4 

46.1 

15  to  19 

53.6 

23.4 

27.6 

TABLE  III.  Venereal  disease  by  age  of  patient,  1973, 
Upstate  New  York 


Age 

Primary  and 
Secondary 
Syphilis 

Gonorrhea 

<10 

54 

11 

5 

12 

13 

13 

39 

14 

2 

179 

15 

6 

357 

16 

10 

693 

17 

14 

989 

Totals  <18 

32 

2,329 

All  ages 

438 

20,408 

14  per  cent  at  age  fifteen  to  46  per  cent  at  age 
nineteen  (Table  I).  Three  major  consequences  of 
teenage  sexuality  can  be  premature  marriage,  ve- 
nereal disease,  and  pregnancy. 

The  purpose  of  this  report  is  to  describe  some  of 
the  consequences  of  teenage  sexuality  in  New  York 
State  exclusive  of  New  York  City  (Upstate  New 
York).  New  York  City  data  were  not  included  be- 
cause of  some  differences  in  categorization.  The 
data  presented  were  obtained  from  vital  records 
and  communicable  disease  reports  received  by  the 
State  of  New  York  Department  of  Health  for  1972 
and  1973. 

Consequences  of  early  sexuality 

Marriage.  One  result  of  early  sexuality  may  be 
early  marriage.  In  Upstate  New  York  there  were 
4,740  females  and  754  males  under  the  age  of  eigh- 
teen who  married  in  1973,  including  24  marriages 
in  which  the  bride’s  age  was  listed  at  fourteen 
(Table  II).  Overall,  5.5  per  cent  of  all  brides  were 
under  eighteen. 

Venereal  disease.  In  1973  more  than  2,300 
cases  of  gonorrhea  and  32  cases  of  infectious  pri- 
mary and  secondary  syphilis  in  individuals  under 
the  age  of  eighteen  were  reported  in  Upstate  New 
York  (Table  III).  Tnis  represented  over  11  per 
cent  of  the  total  cases  of  gonorrhea  reported  and  7 
per  cent  of  the  total  cases  of  primary  and  secon- 
dary syphilis  reported.  Since  underreporting  of 
venereal  diseases  is  widely  acknowledged,  the  ac- 
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TABLE  IV.  Results  of  gonorrhea  cultures  by  age  of 
patient,  1973,  Upstate  New  York 


Age  (Years) 

Positive/Tested 

Per  Cent 
Positive 

<15 

94/1,291 

7.3 

15  to  19 

1,749/39,576 

4.4 

All  ages 

8,222/220,971 

3.7 

TABLE  V.  Number  of  recorded  live  births  by  age  of 
mother,  1972,  Upstate  New  York 


Age  (Years)  Births 


11  1 

12  2 

13  56 

14  233 

15  722 

16  1,844 

17  3,231 


Total  <18  6,089 

All  ages  140,409 


tual  incidence  was  obviously  much  higher  than 
this  reported  total.4 

Since  approximately  80  per  cent  of  females  with 
gonorrhea  will  have  no  symptoms,  a statewide  gon- 
orrhea screening  program  has  been  instituted  to 
obtain  routine  cervical  cultures  for  gonorrhea  in 
sexually  active  women  undergoing  pelvic  examina- 
tion. In  1973  more  than  40,000  cultures  were  ob- 
tained from  teenage  females  in  Upstate  New  York, 
and  more  than  1,800  were  found  to  be  positive. 
This  total  represented  22.4  per  cent  of  all  positive 
cultures  found  in  the  program  (Table  IV).  The 
cultures  taken  do  not  represent  a truly  random 
sample  of  women,  and  the  results  should  not  be 
taken  to  indicate  that  4.4  per  cent  of  all  sexually 
active  females  aged  fifteen  to  nineteen  are  infected 
with  gonorrhea. 

Pregnancy.  Completed.  In  1972  there  were 
over  6,000  births  to  Upstate  residents  under  the 
age  of  eighteen;  the  youngest  recorded  birth  was  to 
an  eleven-year-old  girl  (Table  V).  The  birth  rates 
for  women  of  differing  age  groups  in  Upstate  New 
York  have  gradually  been  declining  from  1960 
through  1973  with  a slight  acceleration  following 
1970  when  abortion  on  demand  was  instituted  in 
New  York  State  (Fig.  1). 

Whelan,5  studying  first  births  in  Massachusetts, 
found  that  two  thirds  of  first  births  to  girls  under 
the  age  of  twenty  were  either  illegitimate  or  pre- 
maritally  conceived  (Table  VI).  Illegitimacy  was 
determined  by  Whelan5  from  birth  certificates  on 
which  there  was  no  father’s  name  entered  or  on 
which  there  was  a discrepancy  between  the  sur- 
names of  mother  and  father.  Premarital  concep- 
tion was  defined  as  a birth  occurring  less  than  one 
hundred  ninety-six  days  after  marriage  or  a birth 


Accompanying  the  apparent  increase  in  sexual  in- 
tercourse in  teenagers  has  come  an  increase  in 
some  of  the  inevitable  consequences:  early  mar- 
riage, venereal  disease,  and  pregnancy.  In  1973, 
in  those  under  the  age  of  eighteen,  in  New  York 
State  exclusive  of  New  York  City,  there  were  4,740 
females  and  754  males  married;  32  cases  of  pri- 
mary and  secondary  syphilis  and  2,329  cases  of 
gonorrhea;  and  11,078  pregnancies,  6,089  proceed- 
ing to  delivery  and  4,989  terminated  by  abortion. 
Removal  of  barriers  to  services  which  would  pre- 
vent unwanted  consequences  of  teenage  sexuality 
should  be  considered. 


AQE 

15-19  

20-24 

25-29  

30-34  


FIGURE  1.  Age-specific  fertility  rates,  Upstate  New  York, 
1960  to  1973. 


TABLE  VI.  Per  cent  of  first  births  illegitimate  or 
premaritally  conceived  by  age  of  mother,  1966-1968, 
Massachusetts5 


Age  of  Mother 
(Years) 

Per  Cent 

r Per  Cent  Births \ 

Illegiti-  Premarital 

mate  Conception 

Total 
(Per  Cent) 

15 

80.5 

17.4 

97.9 

15  to  19 

17.2 

49.3 

66.5 

All  ages 

4.2 

23.0 

27.2 

occurring  between  one  hundred  ninety-six  and  two 
hundred  fifty-two  days  of  marriage  in  which  birth 
weight  was  higher  than  would  have  been  expected 
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TABLE  VII.  Out-of-wedlock  and  total  births  by  age  of 
mother,  1973,  Upstate  New  York 


Age  (Years) 

Out-of- 

Wedlock 

Births 

Total 

Births 

Per  Cent 
Out-of- 
Wedlock 

O 100  - 

10  to  14 

252 

279 

90.3 

O ” 

O 80  - 

15  to  19 

5,068 

16,559 

30.6 

- 

Total 

11,084 

132,309 

8.4 

60  - 
K 

35-39  

30-39 


25-29  

20-29  

15-19  


TABLE  VIII.  Number  of  abortions  by  age  of  patient, 
1972,  Upstate  New  York 


Age  (Years) 

Abortions 

10 

3 

11 

12 

2 

13 

73 

14 

352 

15 

829 

16 

1,401 

17 

2,329 

Total  <18 

4,989 

All  ages 

48,359 

TABLE  IX.  Pregnancy  in  minors,  1972, 
Upstate  New  York 

Age  (Years) 

Recorded 

Live 

Births 

Abortions 

“Total 

Pregnan- 

cies” 

<16 

1,014 

1,259 

2,273 

16  to  17 

5,075 

3,730 

8,805 

Total  <18 

6,089 

4,989 

11,078 

for  gestational  age  if  conception  had  occurred  on 
the  day  of  the  wedding. 

Data  are  not  available  on  premarital  concep- 
tions in  New  York  State,  but  data  are  available  on 
the  proportion  of  births  that  were  out-of-wedlock, 
according  to  Whelan’s5  definition.  Table  VII 
shows  the  proportion  of  total  Upstate  births  which 
were  out-of-wedlock  by  age  of  mother.  Ninety  per 
cent  of  all  births  to  females  under  the  age  of  fif- 
teen and  30  per  cent  of  all  births  to  females  aged 
fifteen  to  nineteen  were  considered  out-of-wed- 
lock. 

Induced  abortions.  In  1972  nearly  5,000  abor- 
tions were  performed  on  Upstate  residents  under 
the  age  of  eighteen.  This  represented  over  10  per 
cent  of  all  abortions  performed  on  Upstate  resi- 
dents (Table  VIII). 

Total.  An  indication  of  the  total  numbers  of 
pregnancies  in  teenagers  can  be  obtained  by  add- 
ing together  the  number  of  live  births  ■ and  the 
number  of  abortions  (Table  IX).  More  than 
11,000  pregnancies  occurred  in  Upstate  females 
under  the  age  of  eighteen  in  1972.  This  figure  is 
clearly  an  underestimate,  since  it  excludes  females 
who  went  out  of  State  to  have  an  abortion  or  give 


10 
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FIGURE  2.  Age-specific  rates,  live  births  plus  abortions, 
Upstate  New  York,  1970  to  1973. 


birth,  gave  false  information  about  their  age,  or 
had  an  unreported  abortion.  Although  Figure  1 
indicates  that  the  birth  rate  of  teenage  females 
Upstate  was  declining,  analysis  of  changes  in  the 
total  pregnancy  rate  (obtained  by  adding  together 
live  births  and  abortions  for  particular  age  groups) 
indicates  that  although  total  pregnancy  rates  have 
been  declining  for  other  age  groups,  for  fifteen-  to 
nineteen-year-olds  the  rate  has  been  essentially 
stable  with  a slight  increase  over  the  past  four 
years  (Fig.  2). 

Comment  on  legal  parameters 

1.  Paragraph  6811(8)  of  the  Education  Law 
states  that  it  shall  be  a Class  A misdemeanor  for 
“any  person  to  sell  or  distribute  any  instrument  or 
article,  or  any  recipe,  drug  or  medicine  for  the  pre- 
vention of  conception  to  a minor  under  the  age  of 
16  years;  the  sale  or  distribution  of  such  to  a per- 
son other  than  a minor  under  the  age  of  sixteen 
years  is  authorized  only  by  a licensed  pharmacist 
but  the  advertisement  or  display  of  said  articles 
within  or  without  the  premises  of  such  pharmacy  is 
hereby  prohibited.’’  Physicians,  however,  may 
themselves  supply  these  materials  to  their  patients 
(paragraph  6807(b),  Education  Law). 

2.  Females  can  legally  give  consent  for  inter- 
course at  the  age  of  seventeen  in  New  York  (para- 
graph 130.05(3)(a),  Penal  Law). 

3.  Persons  of  any  age  can  be  treated  for  vene- 
real disease  or  exposure  to  venereal  disease  with- 
out parental  knowledge  or  consent  (paragraph 
2305(3),  Public  Health  Law). 

4.  Paragraph  2504(3)  of  the  Public  Health  Law 
states  that  “medical,  dental,  health  and  hospital 
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services  may  be  rendered  to  persons  of  any  age 
without  the  consent  of  a parent  or  legal  guardian 
when,  in  the  physician’s  judgment  an  emergency 
exists  and  the  person  is  in  immediate  need  of  med- 
ical attention  and  an  attempt  to  secure  consent 
would  result  in  delay  of  treatment  which  would  in- 
crease the  risk  to  the  person’s  life  or  health.”  Per- 
sons who  have  been  married  or  who  have  borne 
children  no  matter  what  their  age  may  also  give 
their  own  consent  for  medical  services. 

5.  Abortions  are  permitted  within  twenty-four 
weeks  of  the  commencement  of  pregnancy  (para- 
graph 125.05(3),  Penal  Law). 

Conclusions 

From  the  data  presented,  it  is  obvious  that  teen- 
age sexual  intercourse  results  in  a number  of  pre- 
ventable consequences  in  New  York  State.  Since 
many  of  these  consequences  are  undesirable,  pre- 
vention is  necessary.  Prevention  can  be  accom- 
plished in  two  ways:  (1)  Reducing  teenage  sexual 
intercourse;  and  (2)  Providing  preventive  services. 

Reduction  of  teenage  sexual  intercourse  is  a 
complex  proposition  involving  familial,  ethical, 
and  religious  factors  and  may  not  be  universally 
viewed  as  desirable.  Acknowledging  the  existence 
of  teenage  sexual  activity,  the  provision  of  preven- 
tive services  becomes  essential.  However,  this  is 
somewhat  hampered  by  existing  laws  as  pointed 
out  previously.  It  has  been  stated,  only  half  in 
jest,  that  “a  girl  of  any  age  can  be  treated  for  vene- 
real disease  or  obtain  an  abortion  (provided  her 


Management  of  lupus  erythematosus 

Denny  L.  Tuffanelli,  M.D.,  discusses  etiology,  clinical, 
and  laboratory  aspects  as  well  as  management  of  lupus 
erythematosus,  scleroderma,  and  dermatomyositis. 


physician  deems  it  an  emergency)  but  she  cannot 
obtain  prescription  contraceptives  legally  until  she 
is  18.”  There  is  presently  no  consensus  as  to 
whether  existing  law  permits  teenagers  to  obtain 
contraceptives  from  physicians  without  parental 
knowledge  or  consent,  nor  has  there  been  (to  our 
knowledge)  court  test  as  to  whether  or  not  an 
abortion  can  be  considered  an  emergency  as  de- 
signed in  Public  Health  Law  2504. 3 

The  data  presented  here  show  that  unwanted 
consequences  of  teenage  sexual  intercourse  pre- 
sent a major  problem  in  Upstate  New  York.  New 
York  City  data,  although  not  presented  here,  indi- 
cate the  problem  is  at  least  as  severe  there  as  in 
the  rest  of  the  State. 

The  magnitude  of  the  problem  necessitates  the 
rapid  removal  of  barriers  to  preventive  services. 
The  unrestricted  provision  of  services  to  teenagers 
to  prevent  venereal  disease,  unwanted  pregnancy, 
and  unwanted  births  must  be  accomplished  at  the 
earliest  possible  date. 
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Over  the  past  two  decades,  vaginitis  has  become 
an  increasing  problem  to  the  gynecologist  and  the 
family  practitioner.  There  has  been  a relative  and 
an  absolute  increase  in  the  proportion  of  cases  due 
to  Candida  as  compared  with  those  due  to  Tricho- 
monas and  Hemophilus.  Many  factors  have  been 
advanced  for  the  increase  in  candidiasis.  These 
include  the  widespread  use  of  oral  contraceptives, 
broad-spectrum  antibiotics,  the  corticosteroids, 
specific  antitrichomonal  therapy,  the  almost  uni- 
versal use  of  nylon  pantyhose  and  undergarments, 
and  the  greater  sexual  activity  exhibited  by  those 
in  their  teens  and  twenties.  A number  of  clini- 
cians believe  that  Candida  has  become  extremely 
widespread  in  our  present-day  environment  and 
inhabits  the  vagina  and  intestinal  tract  of  many 
normal  individuals,  requiring  only  the  transfer  to, 
or  conversion  of,  the  environment  of  a susceptible 
vagina  to  become  a clinically  bothersome  infection. 

The  treatment  of  vaginal  or  vulvovaginal  candi- 
diasis is  one  of  the  great  frustrations  of  the  practi- 
tioner. Treatment  is  very  often  associated,  de- 
spite good  cooperation  from  the  patient  and  her 
consort,  with  incomplete  relief  of  symptoms,  with 
frequent  symptomatic  recurrences  over  many 
months,  and  occasionally  with  an  intractable  in- 
fection which  is  symptomatic  as  soon  as  medica- 
tion is  discontinued.  This  may  occur  despite  pro- 
longed treatment  orally,  vaginally,  and  topically 
for  many  weeks  with  multiple  medications,  discon- 
tinuance of  oral  contraceptives,  sexual  abstinence, 


and  local  therapy  of  the  male  partner.  In  this 
kind  of  patient,  a vaginal  culture  is  consistently 
positive  for  Candida. 

Because  of  the  inconsistencies  of  results  of  ther- 
apy, no  preparation  now  on  the  market  enjoys  the 
confidence  of  any  great  percentage  of  physicians. 
Although  the  polyene  macrolide  antibiotics  have 
become  the  more  usual  mode  of  therapy,  many 
continue  to  use  the  gentian  violet  preparations,1 
and  there  has  been  significant  recent  interest  in 
treatments  with  boric  acid2  and  potassium  sor- 
bate.3 

In  vitro  studies  do  not  suggest  any  great  in- 
crease in  the  number  of  strains  of  Candida  that  are 
resistant  to  nystatin  or  candicidin.  The  duration 
of  therapy  would  appear  to  be  adequate.  It  is  pos- 
sible that  the  inconsistent  results  of  treatment  are 
sometimes  due  to  insufficient  in  vivo  availability 
of  the  active  ingredients  of  antifungal  prepara- 
tions, and  possibly,  more  particularly,  that  medi- 
cation in  tablet  form  does  not  dissolve  readily  in 
the  Candida-infected  vagina,  which  lacks  normal 
secretions.  Statements  of  patients  that  on  occa- 
sion the  tablets  are  expelled  from  the  vagina  prac- 
tically undissolved  would  tend  to  support  this  pos- 
sibility. 

Materials  and  methods 

In  this  report  we  give  an  account  of  2 studies 
that  were  performed  consecutively  in  the  same  pri- 
vate gynecologic  practice;  in  the  first  study  candi- 
cidin (Vanobid)  in  tablet  form  was  used,  and  in 
the  second  the  corresponding  ointment  was  used. 
These  studies  were  designed  to  reveal  any  differ- 
ence between  the  2 modes  of  delivery  of  the  same 
medication,  to  compare  the  incidence  of  side-ef- 
fects and  sensitivity  reactions,  and,  most  impor- 
tant, to  show  the  difference,  if  any,  in  cure  rates. 

The  protocols  used  in  both  studies  were  identi- 
cal apart  from  the  form  of  the  medication.  Pa- 
tients were  admitted  who  had  clinical  evidence  of 
vaginal  candidiasis  with  microscopic  and  culture 
confirmation  that  it  was  due  to  Candida  species. 
Any  patient  with  evidence  of  trichomoniasis,  ei- 
ther on  wet  mount  or  culture,  or  with  significant 
numbers  of  pus  cells  on  a gram  stain,  was  excluded 
from  the  study.  Other  exclusions  were  menopaus- 
al patients,  women  in  the  first  trimester  of  preg- 
nancy, diabetics,  those  who  were  obviously  hor- 
monally imbalanced,  those  concurrently  on  antibi- 
otics, those  who  had  been  treated  within  the  previ- 
ous week  for  vaginitis,  or  those  having  sensitivity 
to  any  component  of  the  medication. 

Microscopic  and  microbiologic  studies  were  per- 
formed when  the  patients  first  presented  them- 
selves for  treatment.  A wet  mount  for  Trichomo- 
nas, a potassium  hydroxide  preparation  for  Candi- 
da, and  a gram-stained  smear  for  pus  cells  were  ex- 
amined. Cultures  of  secretions  on  Nickerson’s 
medium  for  Candida  and  simplified  trypticase 
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serum  medium  for  Trichomonas  were  also  done. 
No  patient  was  entered  in  the  study  without  cul- 
ture confirmation  of  candidal  infection.  Women 
with  evidence  of  other  simultaneous  vaginal  infec- 
tion were  dropped  from  investigation. 

The  physician  who  examined  each  patient  ad- 
mitted to  the  study  evaluated  both  symptoms  and 
clinical  findings.  Complaints  of  discharge,  itch- 
ing, and  burning  were  rated  from  0 to  3 (0  = none, 
1 = mild,  2 = moderate,  3 = severe).  On  examina- 
tion the  signs  of  leukorrhea,  cervicitis,  vulvar 
edema,  and  vaginal  erythema  were  rated  similarly. 
The  history  taken  from  the  patient  included  atten- 
tion to  prior  episodes  of  vaginitis,  use  of  oral  con- 
traceptives, and  any  possible  predisposing  factors, 
such  as  recent  antibiotic  therapy. 

Following  the  diagnosis  of  vaginal  infection  with 
Candida  species,  the  patients  were  started  on 
treatment  with  candicidin  in  tablet  or  ointment 
form.  The  medication  was  used  twice  daily, 
morning  and  on  retiring,  for  two  weeks.  Three  to 
five  days  later  the  patients  were  examined  again, 
symptoms  and  clinical  signs  were  reassessed,  and 
wet  mounts  and  cultures  were  repeated.  Any  pa- 
tients who  still  had  evidence  of  candidiasis  either 
clinically  or  microbiologically  were  treated  for  an 
additional  two  weeks  with  the  same  candicidin 
preparation  and  examined  again  following  that 
course.  Those  who  appeared  cured  after  either  1 
or  2 courses  of  therapy  were  further  assessed  thirty 
to  thirty-five  days  after  the  end  of  treatment  and 
the  determination  of  cure  was  reserved  until  then. 
Failures  after  2 courses  were  regarded  as  failures 
for  candicidin  and  treated  otherwise.  Microbiolo- 
gically, a case  was  considered  either  a cure  or  a 
failure  depending  on  the  microscopic  and  cultural 
findings.  Clinically,  we  recognized  a complete  or 
partial  cure  as  well  as  failure.  Partial  cure  allowed 
for  some  residual  leukorrhea  but  no  other  symp- 
toms or  signs. 

During  treatment  and  the  thirty-  to  thirty-five- 
day  follow-up  period,  patients  were  requested  not 
to  douche  and  to  have  intercourse  only  with  the 
use  of  condoms. 

Fifty-four  patients  were  admitted  to  the  tablet 
study.  These  had  an  average  age  of  twenty-nine 
years,  with  a range  from  seventeen  to  forty-seven 
years.  Fifty-two  patients  were  admitted  to  the 
ointment  study  with  an  average  age  of  twenty- 


In  2 consecutive  studies  on  the  use  of  candicidin  in 
the  treatment  of  candidal  vaginitis,  51  women  were 
treated  with  candicidin  tablets  and  49  with  candi- 
cidin ointment  twice  daily  for  two  weeks.  Twelve 
of  those  treated  with  tablets  and  3 treated  with 
ointment  required  a second  two-week  course. 
Based  on  microbiologic  and  clinical  reevaluation 
thirty  to  thirty-five  days  after  the  end  of  treat- 
ment, 37  patients  (73  per  cent)  who  had  received 
tablets  were  completely  cured,  compared  with  41 
patients  (84  per  cent)  who  had  received  ointment. 


eight  years,  ranging  from  eighteen  to  forty-one 
years. 

A previous  history  of  “vaginitis”  was  present  in 
25  women  using  tablets  and  26  women  using  oint- 
ment. Oral  contraceptives  were  being  used  by  15 
women  in  each  group  and  were  not  discontinued. 
Four  pregnant  women  were  admitted  to  the  tablet 
group. 

The  duration  of  symptoms  prior  to  entry  in  the 
study  varied  from  one  day  to  five  or  six  months, 
but  in  each  group  more  than  half  the  women  pre- 
sented themselves  for  treatment  within  eight  days 
of  onset  of  symptoms.  Table  I shows  the  severity 
of  symptoms  and  signs  on  admission  to  study. 
Discharge  was  a common  complaint,  but  was  gen- 
erally mild  to  moderate.  This  largely  coincided 
with  the  finding  of  leukorrhea.  Some  degree  of 
pruritus  and  burning  was  frequent,  as  was  the  ap- 
pearance of  erythema  and  edema.  Cervicitis  was 
infrequent  in  these  patients. 

Results 

Of  the  total  number  of  patients  admitted,  3 in 
each  group  were  not  eligible  for  analysis.  Of 
these,  1 patient  in  the  ointment  group  was 
dropped  from  the  study  because  of  the  need  for 
concurrent  antibiotic  therapy,  2 women  in  each 
group  failed  to  return  for  the  full  follow-up,  and  1 
patient  in  the  tablet  group  was  dropped  from 
study  because  of  a local  sensitivity  reaction  after 
five  days  of  therapy.  No  other  side-effects  or  sen- 
sitivity reactions  were  reported  in  either  group. 

At  the  end  of  the  tablet  study,  51  patients  re- 


TABLE  I.  Severity  of  symptoms  and  signs  before  treatment  with  candicidin  tablets  or  ointment 

- — Symptoms  and  Number  of  Patients — ■ Signs  and  Number  of  Patients 

-—Discharge-^  - — Pruritus — < - — Burning — ■ -—Erythema—'  - — Edema — - • — Cervicitis — ■—Leukorrhea-' 

Degree  of  Tab-  Oint-  Tab-  Oint-  Tab-  Oint-  Tab-  Oint-  Tab-  Oint-  Tab-  Oint-  Tab-  Oint- 

Severity* *  lets  ment  lets  ment  lets  ment  lets  ment  lets  ment  lets  ment  lets  ment 

0 0 0 2 0 5 10  0 3 14  19  45  52  2 0 

1 17  24  9 31  24  29  21  30  25  27  9 0 23  26 

2 23  27  24  18  12  8 13  17  8 2 0 0 16  25 

3 14  1 19  3 13  5 20  2 7 4 0 0 13  1 

* 0 » none;  1 =»  mild;  2 *=  moderate;  3 = severe. 
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TABLE  II.  Results  after  1 or  2 fourteen-day  courses  of 
treatment  with  candicidin  tablets  or  ointment  (based  on 
thirty-  to  thirty-five-day  follow-up) 


Medica- 

tion 

Form 

Number 

of 

Patients 

Cures 

Number 

Per 

Cent 

Failures 

Per 

Number  Cent 

Tablets 

51 

37* 

73 

14 

27 

Ointment 

49 

41  f 

84 

8 

16 

Totals 

100 

78 

78 

22 

22 

* Includes  1 patient  with  mild  leukorrhca. 
t Includes  2 patients  with  mild  leukorrhea. 


mained  for  analysis.  Twelve  of  these  51  women 
were  microbiologically  Candida  positive  after  the 
first  course  of  therapy,  and  required  a second 
course  of  medication.  At  evaluation  three  to  five 
days  after  either  1 or  2 courses  of  medication,  48 
women  were  considered  microbiologic  and  clinical 
cures;  3 women,  2 of  whom  were  pregnant,  had 
persistent  infection.  At  follow-up  thirty  to  thirty- 
five  days  after  the  end  of  therapy,  cultures  for  11 
women  who  were  initial  successes  had  reverted  to 
positive.  Seven  of  these  failures  were  symptomat- 
ic, and  4 were  still  completely  asymptomatic.  One 
of  the  microbiologic  cures  had  mild  leukorrhea  and 
was  reclassified  as  a partial  cure.  Thus  a success 
rate  of  94  per  cent  three  to  five  days  after  therapy 
was  reduced  to  73  per  cent  at  the  end  of  one 
month’s  follow-up. 

Forty-nine  patients  from  the  ointment  group 
were  eligible  for  analysis.  Of  these,  only  3 women 
needed  a second  course  of  medication  because  of 
persistence  of  the  organism  on  culture.  At  evalua- 
tion three  to  five  days  after  either  1 or  2 courses  of 
treatment,  47  women  were  clinical  and  microbio- 
logic successes,  and  2 still  had  positive  cultures. 

At  follow-up  thirty  to  thirty-five  days  after  the 
end  of  therapy,  6 women  who  were  initial  successes 
had  again  become  Candida  positive  on  culture. 
Two  were  symptomatic,  and  4 were  still  asymp- 
tomatic and  clinically  cured.  Two  other  women 
who  were  still  microbiologic  cures  had  mild  leukor- 
rhea and  were,  therefore,  reclassified  as  partial 
cures.  These  figures  reveal  a cure  rate  immediate- 
ly after  therapy  of  96  per  cent,  which  was  reduced 
to  84  per  cent  in  the  thirty-  to  thirty-five  day  fol- 
low-up period. 

The  results  thirty  to  thirty-five  days  after  end  of 
therapy  are  summarized  in  Table  II. 

Of  interest  is  the  finding  that  cure  rates  for  pa- 
tients who  continued  to  take  oral  contraceptives 
during  therapy  were  similar  to  those  of  the  group 
overall;  11  of  15  (73  per  cent)  women  in  the  tablet 
study  and  12  of  15  (80  per  cent)  in  the  ointment 


study  were  cured.  Of  women  with  a previous  his- 
tory of  vaginitis,  16  of  25  (64  per  cent)  using  tab- 
lets and  20  of  26  (77  per  cent)  using  ointment  were 
cured. 

There  was  no  apparent  difference  between  the 
tablet  and  ointment  groups  in  the  time  until  the 
patients’  symptoms  were  relieved.  Over  70  per 
cent  of  patients  in  both  groups  reported  that  relief 
of  symptoms  began  within  the  first  two  days  of 
therapy.  The  average  time  until  relief  was  com- 
plete was  three  to  four  days  after  the  start  of  medi- 
cation. 

Comment 

In  these  2 studies  with  candicidin  tablets  and 
ointment,  only  3 of  the  women  treated  with  oint- 
ment required  a second  course  of  treatment,  com- 
pared with  12  women  treated  with  tablets.  This  is 
statistically  significant:  p equals  0.03.  The  im- 

mediate post-treatment  cure  rate  was  essentially 
the  same  in  the  tablet  and  ointment  groups,  94 
and  96  per  cent  respectively,  but  long-term  follow- 
up (thirty  to  thirty-five  days)  showed  a relapse  of 
almost  twice  as  many  patients  in  the  tablet  group, 
11  patients,  compared  with  the  ointment  group,  6 
patients.  This  last  figure,  although  not  statistical- 
ly significant,  is  nonetheless  clinically  important. 
Patients  are  interested  primarily  in  relief  of  dis- 
comfort, and  many  could  not  care  less  about  cul- 
ture findings  as  long  as  their  symptoms  are  re- 
lieved. 

The  better  immediate  and  long-term  response  of 
patients  treated  with  the  ointment  form  of  the 
medication  confirms  this  investigator’s  clinical  im- 
pression that  an  ointment  is  a better  mode  of  de- 
livery of  medication  in  the  vagina.  It  would  seem 
reasonable  that  this  form  of  medication  is  more 
readily  available  in  the  vagina  and  distributes  it- 
self more  generally.  Although  many  patients  pre- 
fer tablets  to  ointments  or  creams  because  tablets 
are  simpler  and  less  messy  to  use,  I believe  that 
the  same  messiness  may  lead  to  better  distribution 
of  the  medication  and  ultimately  to  a higher  cure 
rate.  When  this  rationale  is  explained  to  the  pa- 
tient, cooperation  is  excellent. 

High  Tor  Medical  Building 
345  North  Main  Street 
New  City,  New  York  10956 
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NATURAL 

For  more  than  thirty  years 
'REMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 
For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  P RE  MAR  IN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 


PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  alst 
meets  all  U.S.P.  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 
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BRIEF  SUMMARY 

(For  full  prescribing  information,  sec  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications;  Based  on  a review  of 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information.  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  arc 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 years  postmenopausal:  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
lases.  and  this  usually  indicates  progression  of 
bone  mctaslascs.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
siilbcsirol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  (he 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  lime.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre  existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  w ithdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
0 selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1.25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.R) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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In  Part  I of  this  review,  which  appeared  in  the 
July  issue  of  the  Journal,  the  author  discussed 
surgical  endeavors  to  rectify  certain  structural  af- 
termaths of  myocardial  infarction.  Data,  analysis, 
and  comment  were  given  on  parietal  infarct,  acute 
hemopericardium  without  parietal  rupture,  pari- 
etal rupture,  and  parietal  pseudoaneurysm. 

A ventricular  wall  infarct  undergoes  either  rup- 
ture or  healing.  Rupture  terminates  either  in  le- 
thal hemorrhage  or  in  temporary  entrapment  of 
the  issuing  blood  within  an  envelope  formed  by 
neighboring  tissues.  The  surgical  management  of 
parietal  rupture  has  been  discussed  in  the  preced- 
ing section.  This  report  concerns  the  end  product 
of  the  alternative  situation,  healing,  which  is  a scar 
with  histologic  composition,  size,  configuration, 
and  dyssynergic  manifestations  that  cannot  be 
forecast  from  any  of  the  characteristics  of  the  pro- 
genitor infarct. 

Formerly,  the  name  “true  parietal  aneurysm” 
was  applied  to  expansile  segmental  deformations 
of  the  ventricle.  It  is  more  reasonable,  however,  to 
view  an  aneurysm  as  any  mature  mural  scar,  re- 
gardless of  whether  or  not  it  happens  to  be  ectatic. 
As  proposed  elsewhere,  to  facilitate  terminology 
only  scars  whose  age  is  beyond  the  first  trimester 
from  the  debut  of  myocardial  infarction  are  count- 
ed as  true  aneurysms,  while  those  younger  than 
three  months  are  called  infarcts. 425,426,460 

Under  consideration  here  are  just  true  aneu- 
rysms subsequent  to  myocardial  infarction  ensuing 


from  arteriosclerotic  etiopathogenesis.  Excluded 
are  postinfarction  aneurysms  secondary  to  trauma 
or  to  cardiovascular  congenital  anomalies,  because 
those  lesions  appertain  mainly  to  young  persons 
unafflicted  by  significant  coexisting  coronary  ath- 
erosclerosis. 

True  parietal  aneurysm 

2,5,7,  10-12,  14,15,  20-23,  26,29,31,  34-37,  40-43,  46-48,  52,54,57, 
62-65,  67-69,  76,81,82,84,86,87,  91-96,  98-100,  102,  107-111,  114, 
118-122,  127,-  133-135,  137,140,142,  146-149,  151,152,  154-161, 
165,173,174,182,  186-188,  192,196,197,  200-202, 

205,207,210,213,214,  216-221,  223-226,  231,235,  239-242, 

248-266,  268,269,  271-274,  278-281,  283,285,  287-291,  293,294, 
296-300,  302,  305-311,  315,316,317,320,  324-327,  331-333, 

338,341,342,346,  348-354,  356,357,  359-361, 

364,367,369,371,372,  375-388,  392,393,395,  397-401,  403, 

405-407,410,412,414-419,  421,423,424,  433-436,  442-447, 

449,451,453,455,  459-461,  463-466,  468,473,474,477,479,  483-485, 
487-489,  492,  495-497,  500,502,504,505,508,511,513 

Data.  From  the  years  1944  through  1973  there 
were  2,195  assorted  operations  reported  for  postin- 
farction true  ventricular  aneurysms  (Fig.  4). 
Three  fourths  of  them  were  done  in  the  last  five 
years.  Surgery  was  emergent  in  approximately  8 
per  cent  of  cases  and  was  elective  in  the  remain- 
der. 

The  patients’  ages  ranged  from  four  to  seventy- 
two  years,  mean  fifty-five  years.  The  distribution 
was:  four  to  ten  years,  0.1  per  cent;  eleven  to 

twenty  years,  0.1  per  cent;  twenty-one  to  thirty 
years,  1 per  cent;  thirty-one  to  forty  years,  12.8  per 
cent;  forty-one  to  fifty  years,  27.6  per  cent;  fifty- 
one  to  sixty  years,  35.5  per  cent;  sixty-one  to  sev- 
enty years,  21  per  cent;  seventy-one  to  seventy-two 
years,  2 per  cent.  The  ratio  of  males  to  females 
was  8.2  to  1. 

Approximately  four  fifths  of  the  patients  under- 
went operation  within  two  years  of  their  only  or 
latest  myocardial  infarction  episode  (Fig.  5).  All 
were  symptomatic.  The  estimated  interval  be- 
tween the  beginning  of  symptoms  and  surgery  was 
from  one  month  to  four  years,  mean  six  months. 
In  about  85  per  cent  of  cases  the  prime  surgical  in- 
dication was  intractable  cardiac  decompensation 
alone  in  one  third  of  them  and  associated  with  an- 
gina pectoris  and/or  tachydysrhythmia  in  the  oth- 
ers. Progressive  angina  pectoris  alone  was  present 
in  about  20  per  cent,  tachydysrhythmia  alone  in  6 
per  cent,  and  systemic  thromboembolism  alone  in 
4 per  cent.  Malignant  ventricular  tachydysrhyth- 
mia, with  or  without  attendant  cardiovascular  col- 
lapse and/or  cardiac  arrest,  motivated  many  of  the 
emergency  operations.431 

The  most  commonly  performed  procedure,  48.8 
per  cent  of  the  series,  was  aneurysm  resection  with 
the  aid  of  extracorporeal  circulation.  The  next 
most  common,  24.9  per  cent,  was  aneurysmectomy 
plus  bypass  of  1 or  more  coronary  arteries.  Aneu- 
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INTRAHOSP.  DEATHS 


INTERVAL  BETWEEN 

No.  OF 

% OF 

0P. 

% OF 

% OF 

INFARCTION  S SURGERY 

PATIENTS 

SERIES 

KUO  lUr. 

Related  Unrelated 

TOTAL 

GROUP 

EARLY  DEATHS 

4 th  mo.  - 7 mos. 

130 

5-9 

13 

17 

6 

36 

27-7 

9'4 

7th  mo.  ~ 10 mos. 

147 

6-7 

16 

15 

7 

38 

25-9 

9*9 

tOth  mo.  - / yr. 

407 

18-5 

17 

55 

6 

78 

1 9*  2 

20*4 

2nd  yr.  - 3 yrs. 

1026 

46-7 

36 

105 

6 

147 

14-3 

38*  5 

3 rd  yr.  - 4 yrs. 

251 

1 1*4 

12 

19 

3 

34 

13*  5 

8-9 

4 th  yr.  - 5 yrs. 

82 

3-7 

9 

5 

2 

16 

19-5 

4-2 

5th  yr.  -6 yrs. 

57 

2-6 

5 

4 

9 

15*8 

2-4 

6 th  yr.  - 7 yrs. 

48 

2-2 

4 

2 

6 

12-5 

1-6 

7 th  yr.  - 8 yrs. 

20 

0-9 

3 

3 

6 

30-0 

1-6 

8 th  yr.  - 9 yrs. 

9 

0-4 

2 

1 

3 

33-3 

0-8 

9thyr.  -tOyrs. 

5 

0-2 

1 

3 

4 

80-0 

1-0 

/Oth  yr.  - II  yrs. 

5 

0*2 

1 

1 

2 

40-0 

0-5 

Over  II  yrs. 

8 

0-4 

1 

2 

3 

37-5 

0-8 

TOTAL 

2195 

120 

232 

30 

382 

(17-4% 

OF 

SERIES) 

FIGURE;  5.  Majority  of  true  parietal  aneurysms  were  operated  on  beyond  first  year  after  acute  myocardial  infarction. 
Highest  mortality  rates  were  related  to  operation  on  juvenile  and  ancient  lesions. 


rysmectomy  was  allied  with  miscellaneous  manip- 
ulations in  11.4  per  cent  of  cases,  one  tenth  of 
which  consisted  of  replacement  of  the  mitral  valve 
to  secure  closure  of  the  cardiorrhaphy  or  because 
papillary  muscles  were  incorporated  in  the  con- 
fines of  the  aneurysm.  A unique  case  consisted  of 
treating  an  aneurysm  by  ligation  of  the  internal 
mammary  arteries.' 

Palliative  procedures,  usually  performed  with- 
out cardiopulmonary  bypass  and  involving  but- 
tressing, sequestration,  or  partial  excision  of  the 
aneurysm,  accounted  for  15  per  cent  of  cases.  The 
majority  of  them  were  done  prior  to  the  year  1971 
for  all  varieties  of  aneurysms,  but  those  done  since 
then  have  been  restricted  to  diffuse  hypokinetic  or 
akinetic  lesions  and  have  comprised  the  procedure 
of  plication,  in  the  main. 

The  total  inhospital  mortality  rate  was  17.4  per 
cent,  of  which  one  third  was  intraoperative  and  the 
rest  within  one  month  of  surgery  (Fig.  5).  The 
major  causes  of  related  deaths  in  that  interval 
were  low  cardiac  output,  myocardial  infarction, 
pulmonary  embolism,  stroke,  tachydysrhythmia, 


renal  shutdown,  sepsis,  hemorrhage,  and  respira- 
tory insufficiency.  Deaths  unrelated  directly  to 
surgery  but  occurring  during  convalescence 
stemmed  from  entities  such  as  acute  pancreatitis, 
bleeding  peptic  ulcer,  and  hepatitis.  Mortality 
was  highest  in  people  operated  on  between  the 
fourth  and  ninth  months  after  myocardial  infarc- 
tion, declined  gradually  after  that,  then  rose  steep- 
ly in  those  operated  on  after  six  years.  Very  often, 
but  not  invariably,  this  last-mentioned  group  con- 
sisted of  old  people  with  a background  of  multiple 
myocardial  infarcts  and  who  were  severely  in- 
valided by  congestive  heart  failure  of  long  stand- 
ing. 

Tachydysrhythmias  were  very  frequent  during 
the  immediate  postoperative  period,  both  in  pa- 
tients who  had  exhibited  them  before  and  in  sever- 
al others  who  had  not.  The  rhythm  disturbances 
were  mixed  in  most  cases  and  usually  responded 
adequately  to  medication  or  to  temporary  pacing, 
but  sometimes  ended  fatally.263,285,297,415,431 

Of  the  1,813  patients  who  were  discharged  alive 
from  the  hospital,  156  died  subsequently  (Fig.  6). 
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OVERALL  SURVIVORS  NET  SURVIVORS 


X OF 
SERIES 

X OF 

LATE  DEATHS 

X OF 

X OF 

DURATION  POSTOP. 

No. 

SURVIVORS 

RELATED  UNREL. 

TOTAL 

No. 

SERIES  SURVIVORS 

2nd  mo.  - 4 mos. 

79 

3-6 

4-4 

25 

3 

28 

51 

2*3 

3-1 

4 th  mo.  ~ 7 mos. 

118 

5-4 

6-5 

16 

1 

17 

101 

4-6 

6-1 

7th  mo.  -10  mos. 

241 

11*0 

13-3 

16 

4 

20 

221 

10- 1 

13-3 

tOth  mo.  - / yr. 

538 

24-5 

29-7 

24 

4 

28 

510 

23-2 

30-8 

2nd  yr.  - 3 yrs. 

321 

14-6 

17-7 

24 

3 

27 

294 

13-4 

17-7 

3 rd  yr.  - 4 yrs. 

164 

7-5 

9-0 

10 

1 

1 1 

153 

7-0 

9-2 

4 th  yr.  - 5 yrs. 

113 

5-2 

6-2 

8 

1 

9 

104 

4-7 

6*3 

5 th  yr.  - 6 yrs. 

101 

4*6 

5-6 

5 

5 

96 

4-4 

5-8 

6th  yr.  - 7 yrs. 

49 

2*2 

2-7 

6 

6 

43 

2-0 

2-6 

7 th  yr.  - 8 yrs. 

38 

1*7 

2-  1 

5 

5 

33 

1*5 

2-0 

8 th  yr.  - 9 yrs. 

17 

0-8 

0-9 

17 

0*8 

1*0 

9 th  yr.  -to yrs. 

12 

0-5 

0-7 

12 

0*5 

0-7 

10  th  yr.  - //  yrs. 

1 1 

0*5 

0-6 

II 

0-5 

0-7 

Over  //  yrs. 

1 1 

0-5 

0-  6 

II 

0-5 

0-7 

TOTAL 

1813 

82-6 

139 

_I7 

156 

1657 

75-5 

(7-1%  OF 
SERIES) 

FIGURE  6.  More  than  four  fifths  of  patients  were  reported  to  be  survivors  following  miscellaneous  operations  for  variety 
of  true  parietal  aneurysms.  Majority  of  late  deaths  occurred  within  first  couple  of  postoperative  years. 


Death  in  17,  or  roughly  one  ninth  of  this  7.1  per 
cent  overall  late  mortality  rate,  was  due  to  noncar- 
diac causes  such  as  suicide  and  vehicular  or  other 
accidents.  Virtually  all  of  the  other  139  deaths,  or 
6.3  per  cent  cardiac-associated  late  mortality  rate, 
followed  iterative  myocardial  infarction,  tachydys- 
rhythmia,  and/or  congestive  heart  failure  at  inter- 
vals between  one  month  and  seven  years  after  sur- 
gery, one  half  of  them  within  the  first  year  postop- 
erative. Very  few  of  the  late  deaths  were  due  to 
cardiogenic  embolism.217’224’225’433-435 

Survival  in  the  remaining  1,657  patients,  or  75.5 
per  cent  of  the  series,  was  reported  from  one 
month  to  over  ten  years  after  operation,  the  peak 
up  to  one  year  (Fig.  6).  The  immediate  postopera- 
tive course  was  marred  in  nearly  two  fifths  of  them 
by  derangements  such  as  tachydysrhythmia.  infec- 
tion. renal  or  respiratory  insufficiency,  arterial  em- 
bolism, and  thrombophlebitis.  The  symptoms  an- 
tedating operation  were  relieved  partially  or  com- 


pletely in  up  to  85  per  cent  of  the  patients,  the 
best  remissions  being  in  those  who  had  had  either 
angina  pectoris  or  tachydysrhythmia  alone. 

However,  one  half  of  all  survivors  continued  to 
require  maintenance  therapy  of  cardiotonic,  di- 
uretic, or  antidysrhythmic  agents.  Outright  in- 
successes or  poor  results  were  associated  principal- 
ly with  profound  heart  failure  before  surgery, 
especially  when  the  failure  was  unescorted  by  an- 
gina or  tachydysrhythmias. 

Among  the  delayed  complications  traceable  to 
the  operative  procedure  were  a few  cases  of  recur- 
rence of  aneurysm,  pseudoaneurysm  formation, 
and  cardiopulmonary  fistula,  most  of  which  were 
fatal  48,147.196.241,242,310,346,349.352,354,386  Jn  some  jn_ 

stances  of  graft  occlusion  after  concomitant  coro- 
nary artery  bypass  further  revascularization  at- 
tempts met  with  varying  success.263  One  patient 
ultimately  was  subjected  to  cardiac  transplanta- 
tion.453 There  were  no  accounts  of  prosthesis 
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malfunction  in  any  of  the  cases  involving  valve  re- 
placement. 

Analysis  and  comment.  Pathophysiologic  ratio- 
nale for  surgery.  The  cardinal  pathophysiologic 
hallmark  of  parietal  aneurysms  is  their  physical 
mutability.  In  contrast  to  the  relatively  passive 
nature  of  aneurysms  of  other  viscera,  those. of  the 
heart  are  exposed  incessantly  to  changing  mechan- 
ical stresses  which  they  in  turn  influence.  Where- 
as every  infarct  perforce  is  dyskinetic,  the  eventual 
kinetic  behavior  of  each  aneurysm  is  predicated  on 
myriad  variables  which  mold  it  during  its  forma- 
tive stages.425’426 

The  morphologic  makeup  and  dimensions  of  a 
developing  scar  are  determined  fundamentally  by 
the  vascular  resources  of  its  environs.  The  subse- 
quent growth  pattern  of  the  corresponding  aneu- 
rysm does  depend  in  part  on  those  factors,  but  also 
just  as  much  on  topographic  location  and  physical 
restraints  to  its  expansion.  Thus,  an  aneurysm 
impinging  on  and  distorting  papillary  muscles  is 
likely  to  enlarge  fast  because  of  reflux  from  secon- 
dary mitral  regurgitation,  whereas  an  aneurysm 
filled  to  the  brim  with  thrombus  or  tightly  welded 
to  thickened  pericardium  tends  to  evolve  quite 
slowly.  The  size  of  a mature  true  aneurysm  is  un- 
important from  the  standpoint  of  rupture,  which  is 
an  extremely  rare  aftermath,  but  matters  appre- 
ciably with  regard  to  cardiac  hemodynamics.  The 
bulkier  an  aneurysm,  the  more  does  it  usurp  vol- 
ume belonging  to  cardiac  output,  and  the  more 
does  it  hamper  effective  foreshortening  of  the  ven- 
tricle. 

An  aneurysm  by  its  very  presence  is  at  odds 
with  the  function  of  the  heart,  and  tolerance  to  it 
is  contingent  on  how  successfully  adaptive  mecha- 
nisms can  be  recruited.  Compensation  for  totally 
lost  and  perverted  centripetal  contraction  in  the 
aneurysm  and  perianeurysm  tissue,  respectively,  is 
by  cardiac  dilation,  hypertrophy,  and  increased 
wall  tension  to  reorient  ejection  vectors  and  fortify 
them.425’426,455  These,  together  with  compensato- 
ry intermittent  tachycardia,  eventually  draw  so 
much  on  oxygen  supply  that  their  initial  physio- 
logic benefits  are  annulled.  If  the  aneurysm  is 
small  and  myocardial  resiliency  is  adequate,  the 
metabolic  expenditure  for  sustaining  near-normal 
stroke  volume  is  not  great  at  first.  But  if  the  an- 
eurysm is  large,  or  if  the  heart  is  already  lamed  by 
widespread  coronary  atherosclerosis  or  by  myocar- 
dial fibrosis  from  previous  infarcts,  then  the  labors 
imposed  on  viable  muscle  struggling  to  uphold  cir- 
culatory homeostasis  become  so  onerous  that  the 
spiral  to  overt  heart  failure  is  hastened.  In  es- 
sence, therefore,  the  kinetic  integrity  of  the  whole 
heart  is  eroded  incremently  by  the  dyssynergy 
caused  by  the  aneurysm,  and  there  is  no  absolute 
correlation  between  the  size  of  the  aneurysm  and 
the  symptomatology  or  hemodynamic  upheavals 
which  it  produces. 


Unlike  the  fresh  infarct,  where  surrounding 
myocardium  is  threatened  most,  an  aneurysm 
challenges  both  muscle  in  the  immediate  vicinity 
of  the  scar  and  that  remote  from  it.  Angina,  dys- 
rhythmia, and  to  some  extent  heart  failure  origi- 
nate in  that  imperiled  tissue,  whereas  thromboem- 
bolism alone  is  launched  from  within  the  lesion  it- 
self. But,  in  effect,  the  aneurysm  is  responsible 
for  all  of  those  evils,  and  only  by  removing  that 
source  can  they  be  forestalled  or  terminated  and 
ventricular  function  be  emended. 

Age  and  gender.  More  than  one  half  of  the  pa- 
tients were  between  the  fourth  and  fifth  decades  of 
life,  and  one  fifth  of  them  were  hexagenarians. 
Advanced  age  of  itself  was  not  deemed  to  be  a de- 
terrent to  surgery,  and  some  elderly  persons  fared 
very  well  during  operation  and  afterwards. 

For  the  population  of  patients  subjected  to  an- 
eurysmectomy, with  or  without  concomitant  revas- 
cularization, the  overall  mortality  rate  in  those 
under  sixty  years  was  21.5  per  cent,  and  in  those 
above  that  age  it  was  26  per  cent,  a small  but  nev- 
ertheless significant  difference.  However,  it  is 
noteworthy  that  in  the  older-age  group  about  one 
quarter  of  the  fatalities  occurred  tardily  from  new 
myocardial  infarction  or  from  relentless  heart  fail- 
ure, these  mirroring  the  exhaustion  of  cardiac  re- 
serve in  geriatric  subjects. 

The  patient’s  gender  was  not  relevant  to  opera- 
tive risk.  Although  the  total  number  of  women 
was  smaller  than  that  of  men,  relatively  more  of 
them  were  over  sixty  years  of  age,  which  skewed 
the  mortality  rate  slightly  toward  the  female  mem- 
bers. However,  mortality  rates  were  alike  for 
identical  age  groups  of  both  sexes. 

Coincidental  systemic  disease.  By  and  large, 
surgery  is  believed  to  be  somewhat  more  hazard- 
ous in  people  with  constitutional  disorders  such  as 
arterial  hypertension,  diabetes  mellitus,  obesity, 
and  so  forth.  Judgments  about  operability  of  pa- 
tients with  ventricular  aneurysm  evidently  did  not 
hinge  on  the  coexistence  of  systemic  illnesses, 
since  this  item  hardly  received  mention.87  It  was 
not  possible  to  ascertain  from  the  data  in  what 
measure  the  presence  of  infirmities  of  that  sort 
may  have  contributed  to  particular  postoperative 
sequels. 

Former  myocardial  infarctions.  Surprisingly, 
many  authors  neglected  to  write  about  preexisting 
angina  pectoris  or  of  infarction  incidents  preced- 
ing the  one  thought  to  have  engendered  the  aneu- 
rysm which  was  operated  on.  Sometimes,  in  addi- 
tion to  the  principal  aneurysm,  scars  at  other  loca- 
tions were  discovered  at  surgery;  these  were 
thought  to  represent  vestiges  of  “silent”  infarc- 
tion. It  is  curious  that  in  this  series  the  majority 
of  patients  who  were  described  as  having  incurred 
a succession  of  prior  infarctions  were  in  the  main- 
stream of  survivors  after  ablation  of  a dominant 
aneurysm.  Scattered  myocardial  fibrosis  being  in- 
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herently  harmful  to  cardiac  performance,  the  as- 
sumption that  past  infarcts  heighten  surgical  risk 
is  a reasonable  one;  however,  it  was  not  convinc- 
ingly borne  out  by  the  overall  data  at  hand,  al- 
though a few  authors  did  equate  bad  operative  re- 
sults with  a history  of  multiple  infarcts.269 

Age  of  lesion.  Chronologic  estimates  of  aneu- 
rysm development  varied  greatly.  In  reports  pub- 
lished before  ventriculography  became  prevalent 
the  cases  were  mostly  of  gross  saccular  aneurysms 
discovered  by  conventional  fluoroscopy  or  chest 
x-ray  films.  These  ordinarily  were  old  lesions. 
After  the  introduction  of  routine  angiography  the 
diagnosis  was  made  sooner  and  was  not  restricted 
to  dyskinetic  scars. 

To  generalize,  until  about  five  years  ago  the 
usual  aneurysm  operated  on  was  over  two  years 
old,  whereas  the  latter-day  tendency  was  to  oper- 
ate on  younger  lesions.  It  was  not  possible  to  as- 
sign a score  to  surgical  risk  based  on  a comparison 
of  results  between  the  two  eras  because  often  quite 
different  operations  were  performed.  However, 
analysis  of  all  cases,  regardless  of  the  kind  of  oper- 
ation, indicated  that  the  highest  surgical  mortality 
rates,  over  25  per  cent,  pertained  to  aneurysms  op- 
erated on  from  the  fourth  to  the  ninth  month  after 
infarction  and  to  those  operated  on  beyond  six 
years  from  infarction.  Inferentially,  therefore, 
both  very  juvenile  and  ancient  lesions  were  associ- 
ated with  the  highest  risk.  The  mortality  rates  for 
operations  on  aneurysms  from  nine  months  to  six 
years  of  age  ranged  from  12.5  to  19.5  per  cent. 

Relationship  between  aneurysm  age  and  symp- 
tomatology. Symptoms  leading  to  operation  oc- 
curred with  aneurysms  of  all  ages.  But  the  inci- 
dence rate,  seriousness,  and  intractability  to  me- 
dicinal therapy  were  more  salient  with  aneurysms 
of  less  than  two  years’  duration.  Also,  concomi- 
tance of  symptoms  was  greatest  with  younger  le- 
sions. For  example,  the  triad  of  angina  pectoris, 
tachydysrhythmia,  and  heart  failure  was  more 
conspicuous  in  association  with  young  aneurysms; 
conversely,  stubborn  heart  failure  alone  was  the 
clamant  presentation  of  old  aneurysms. 

Diffuseness  of  coronary  atherosclerosis.  In  nu- 
merous reports  the  distribution  and/or  degree  of 
coronary  artery  stenoses  were  not  described. 
However,  it  was  the  rare  aneurysm  indeed  which 
was  companion  to  merely  single-artery  obstruction 
or  occlusion.  Of  those  patients  in  whom  operation 
on  the  aneurysm  was  not  allied  with  myocardial 
revascularization,  the  early  and  late  mortality 
rates  together  approached  40  per  cent  when  signif- 
icant triple-vessel  disease  was  observed  and  aver- 
aged 30  per  cent  with  double-vessel  disease,  irre- 
spective of  whether  or  not  the  coronary  narrowings 
were  paralleled  clinically  by  angina  pectoris.  Mul- 
tivessel disease  portended  a bad  prognosis  also  in 
the  sense  of  poor  physical  rehabilitation  and  medi- 
cation dependence  in  survivors. 


Types  of  symptoms.  There  were  no  absolute 
correlates  discernible  between  symptomatology, 
surgical  risk,  and  operative  results.  The  axiom 
that  the  sickest  patients  are  at  highest  risk  and 
have  the  worst  results  proved  true  only  up  to  a 
point  because  some  of  the  most  dramatic  retrievals 
were  obtained  precisely  with  cases  like  these. 

While  no  exact  numerical  scale  can  be  attached 
to  symptomatology  to  aid  in  surgical  prognostica- 
tion, it  is  possible  to  assert  that  a more  favorable 
prospect  was  presaged  by  some  symptoms  com- 
pared with  others.  They  were,  in  decreasing 
order:  (1)  angina  alone;  (2)  tachydysrhythmia 

alone;  (3)  angina  and  tachydysrhythmia;  (4)  angi- 
na and/or  tachydysrhythmia  with  pulmonary 
edema;  (5)  left  ventricular  failure  alone;  and  (6)  bi- 
ventricular failure  alone. 

The  reason  that  angina  and  tachydysrhythmias 
singly  or  together  are  auspicious  is  that  they  con- 
note the  existence  of  myocardium  capable  of  react- 
ing to  ischemic  challenges.  Congestive  failure 
alone,  especially  when  pancardiac,  is  a bad  sign 
implying  that  recruitable  myocardium  is  wanting. 
The  intermediate  class  of  monoventricular  failure 
contemporaneous  with  angina  or  tachydysrhyth- 
mia is  less  menacing,  particularly  when  the  failure 
waxes  and  wanes. 

Thromboembolism  was  cited  so  infrequently  as 
the  sole  indication  for  surgery  that  little  can  be 
said  about  its  prognostic  implications.  It  was  ac- 
cused of  some  of  the  early  deaths,  possibly  because 
of  clot  dislodged  from  mishandling  aneurysms  at 
operation. 

Operative  indications.  During  the  first  score 
years  of  the  series,  congestive  heart  failure  topped 
the  list  of  indications  which  prompted  surgery. 
Although  cited  most  often,  it  was  solitary  in  a rela- 
tively small  percentage  of  instances,  its  customary 
escort  being  angina  pectoris.  Rarely,  operation 
was  justified  as  a precaution  against  future  aneu- 
rysm rupture,  without  heart  failure  being  promi- 
nent. During  the  past  decade  heart  failure  was 
still  named  the  foremost  indication,  but  scrutiny 
of  case  protocols  in  that  period  revealed  some  dif- 
fering trends  in  surgical  motivation.  There  was  a 
greater  inclination  to  (1)  attack  sooner  aneurysms 
productive  of  even  modest  depths  of  heart  failure; 
(2)  accept  for  surgery  individuals  with  profound 
heart  failure,  providing  this  was  accompanied  by 
angina  pectoris  or  tachydysrhythmia;  and  (3)  op- 
erate on  people  with  hitherto  unsuspected  aneu- 
rysms in  whom  cineventriculography  undertaken 
for  study  of  angina  or  tachydysrhythmia  had  un- 
covered “fibrotic  plaques.” 

Exemplary  of  these  trends  is  the  tally  of  proce- 
dures undertaken  expressly  to  subjugate  tachydys- 
rhythmias; after  1970  their  number  multiplied  sev- 
enfold.431 

Interval  between  onset  of  symptoms  and  opera- 
tion. The  reporters’  accounts  made  it  plain  that 
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there  were  enormous  divergences  in  the  guidelines 
chosen  for  deciding  when  patients  should  be  sub- 
mitted to  surgery.  Most  often,  medication  was 
given  for  several  months,  and  operation  was  de-  i 
layed  until  heart  failure  had  become  uncontrolla- 
ble. Some  persons  in  this  category  were  taken  to 
the  operating  room  practically  agonal  after  several  < 
near-miss  resuscitation  endeavors. 

With  regard  to  elective  procedures,  the  crop  of 
successes  generally  fell  as  more  time  elapsed  from 
the  entrenchment  of  symptoms.  Surgery  within 
one  year  was  usual  in  the  plurality  of  patients  suf- 
fering from  angina  pectoris.  Tachydysrhythmias 
were  a common  incentive  for  prompt  operation, 
from  one  week  to  one  year  after  their  onset.  Oper- 
ation on  aneurysms  responsible  for  systemic  : 
thromboembolism  was  usually  done  within  six 
months  of  the  incident,  well  after  the  preliminary 
peripheral  thromboembolectomy.  As  would  be 
expected,  the  mortality  rate  of  emergency  opera- 
tions was  almost  double  that  of  those  done  elec- 
tively. 

Hemodynamic  measurements.  Calculations  of 
oxygen  consumption,  volumic  surcharge,  end-dia- 
stolic pressure,  ejection  force,  cardiac  index,  and 
the  like  were  not  infallible  forecasters  of  either  the 
hazards  or  outcome  of  surgery;  nor  was  the  semi- 
subjective  mensuration  of  ventricular  dyssynergy 
by  biplane  cineangiography. 

It  has  been  held  that  an  ejection  fraction  of  less 
than  0.4  spells  virtual  inoperability.  And  yet 
some  patients  with  that  objectionable  hemody- 
namic index  were  alleviated,  at  least  for  awhile, 
from  angina  or  overwhelming  cardiac  decompensa- 
tion following  either  aneurysmectomy  or  one  of 
the  palliative  procedures,  such  as  exclusion  or  pli- 
cation.114’268’283’315 Equally  perplexing  was  the 
common  observation  that  postoperative  hemody- 
namic improvement  seldom  was  directly  commen- 
surate with  clinical  amelioration.  Even  in  pa- 
tients who  evinced  spectacular  symptomatic  bene- 
fit the  measurable  hemodynamic  gain  often  was 
minimal  or  modest.  This  situation  applied  irre- 
spective of  whether  or  not  myocardial  revascular- 
ization was  performed. 

These  imperfections  notwithstanding,  there  is 
no  alternative  at  present  for  such  somewhat  tenu- 
ous mathematical  parameters  for  surgical  screen- 
ing of  patients.  The  depth  of  heart  failure, 
plumbed  jointly  by  cardiac  catheterization  and  an- 
giography, provides  a fairly  good  gauge  of  the  se- 
verity of  ventricular  incapacitation.  Although  un- 
certainty may  remain  about  how  much  of  that  im- 
pairment is  imputable  to  the  aneurysm  per  se,  it 
may  be  reasonably  deduced  that  the  more  re- 
doubtable the  heart  failure  the  less  likelihood  is 
there  of  functionally  recuperable  myocardium. 

Morbid  anatomy  of  aneurysms.  The  lesions 
varied  from  flat  islands  of  cicatrix  a couple  of  cen- 
timeters square  to  gigantic  ectasias  supplanting 
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nearly  the  whole  left  ventricular  parietes. 

Formerly,  almost  every  aneurysm  which  was  op- 
erated on  consisted  of  the  bulging,  dyskinetic  type 
occupying  the  front  or  left  anterolateral  sides  of 
the  heart.  During  the  last  five  years  the  ratio  of 
nonsaccular  aneurysms  with  other  asynergic  prop- 
erties to  those  located  elsewhere  on  the  ventricle 
has  climbed.  The  majority  of  lesions  were  a mot- 
ley of  dyskinetic,  akinetic,  or  hypokinetic  masses 
of  all  dimensions  trespassing  or  not  on  the  ventric- 
ular septum,  papillary  muscles,  or  right  ventricle, 
with  varying  concentrations  of  collagen  and  mus- 
cle fibers  in  their  wall.  They  were  carpeted  with 
clot  at  different  stages  of  organization  and  adher- 
ence and  almost  uniformly  associated  with  wide- 
spread coronary  atherosclerosis.  In  roughly  4 per 
cent  of  cases  the  aneurysms  were  at  the  dorsal  sur- 
face where,  because  of  proximity  to  the  postero- 
medial papillary  muscles,  they  usually  provoked 
mitral  regurgitation.  With  some  of  them,  as  well 
as  with  occasional  large  anterior  aneurysms,  there 
was  tricuspid  insufficiency,  but  it  was  unclear 
whether  this  was  secondary  to  genuine  papillary 
muscle  dysfunction  or  to  relative  valve  incompe- 
tence consequent  to  biventricular  dilation. 

A few  factors  in  the  architecture  of  aneurysms 
augured  good  or  bad  surgical  results.  Most  au- 
thors agreed  that  regardless  of  the  amenability  of 
aneurysms  to  resection  or  of  other  technical  as- 
pects, the  worst  perspectives  resided  in  akinetic  or 
hypokinetic  ones  of  any  size,  especially  those  at  su- 
prapapillary  sites,  those  present  together  with  a 
paretic  basal  constrictor  mechanism,  and  those  af- 
filiated with  multiregional  coronary  or  myocardial 
sclerosis.95,265 

The  best  results  were  related  to:  (1)  a solitary 

sacculation;  (2)  dyskinesia;  (3)  sharp  demarcation 
by  a ring  of  scar  from  surrounding  healthy  myo- 
cardium; (4)  a perimeter  encompassing  less  than 
one  quarter  of  the  ventricular  surface;  (5)  a cavity 
approaching  or  exceeding  in  size  that  of  the  resid- 
ual ventricular  chamber;  (6)  a coat  composed 
wholly  of  leathery  connective  tissue;  (7)  lining  by 
just  a slender  sheet  of  tightly  bound,  solidified 
thrombus;  (8)  apical  or  anterior  placement;  (9)  no 
invasion  of  the  ventricular  septum  or  papillary 
muscles;  and  (10)  minimally  sclerotic  coronary  ar- 
teries. 

It  can  be  readily  appreciated  that  a lesion  with 
such  characteristics  would  be  productive  of  a high 
grade  of  dyssynergy  and  that  its  amputation 
would,  correspondingly,  bring  about  a radical  re- 
duction in  kinetic  waste.  However,  that  category 
of  aneurysm  was  encountered  in  less  than  20  per 
cent  of  the  cases. 

Types  of  operations.  The  premier  operation 
for  aneurysm  consisted  of  draping  the  pouch  with 
flaps  of  striated  muscle,  skin,  fascia  lata,  omen- 
tum, or  synthetic  fabric.  Its  goal  was  to  simulate 
the  happenstance  mural  calcification  which  halted 
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continued  enlargement  and  (so  it  was  fancied) 
created  a barrier  against  cardiorrhexis.  The  tech- 
nique of  compressive  splinting  was  done  without 
the  aid  of  a pump  oxygenator  and  was  attended 
with  an  operative  mortality  rate  of  about  10  per 
cent.  It  did  procure  abatement  of  congestive 
heart  failure,  but  the  respite  was  ephemeral,  and  5 
to  10  per  cent  more  patients  died  within  the  first 
postoperative  year,  usually  from  recurrent  myo- 
cardial infarction  or  progressive  heart  failure. 
The  last  article  on  the  method  was  published  in 
the  year  1970.  There  is  no  available  follow-up 
documentation  of  the  fate  of  the  105  patients  who 
until  then  were  reported  to  have  been  submitted 
to  that  procedure.22,31,119'142,187,192,257,259,281,311, 

359,375-386.460.495 

The  palliative  operations  which  are  still  prac- 
ticed nowadays  are  exclusion  and  plication  or  im- 
brication. They  are  seldom  conducted  with  a 
heart-lung  machine.  They  are  reserved  for  global 
akinesis  or  hypokinesis.  Their  purpose  is  to  prop 
cardiac  output  by  reducing  the  end-diastolic  volu- 
mic  excess  and  by  curbing  the  wasteful  dissipation 
of  energy  to  deformed  or  sluggishly  compliant 
myocardial  segments.  From  the  years  1958 
through  1973  these  procedures  were  done  121 
times.  Myocardial  revascularization,  either  inter- 
nal mammary  artery  implantation  or  coronary  by- 
pass, was  performed  during  the  initial  operation  in 
82  cases;  on  some  other  occasions  it  was  done  after 
intervals  of  a few  months.  The  overall  mortality 
rate  was  10.5  per  cent.  However,  the  bulk  of  the 
operations,  93  of  the  121,  were  reported  between 
the  years  1970  through  1973,  and  again  no  ac- 
counts are  available  of  follow-up.5,22,23,26,65,114,213, 

217,262,263,299.  352-355.386,492 

Plication  and  exclusion  are  not  curative  in  the 
sense  that  the  aneurysm  is  obliterated  but  not  de- 
tached. Moreover,  they  entail  “blind”  maneuvers 
on  the  exterior  of  the  heart  which  are  fraught  with 
latent  dangers.430  Not  only  is  the  opportunity  re- 
linquished for  extracting  intracavitary  thrombus, 
but  the  latter  may  in  fact  be  disseminated  by  the 
manipulations.  Also,  the  foundations  of  papillary 
muscle  bundles  may  be  transfixed  accidentally, 
triggering  mitral  regurgitation.  The  actual  inci- 
dence of  these  complications  can  only  be  surmised, 
however,  since  they  were  not  directly  blamed  for 
any  of  the  deaths  which  occurred. 

At  one  time  resectional  procedures  were  ven- 
tured without  extracorporeal  circulation.  The 
presumed  neck  of  the  aneurysm  was  squeezed  tan- 
gentially in  a serrated  clamp  or  purse-string  of 
stout  suture.  The  extruded  tissue  was  shaved  off 
piecemeal,  with  compression  released  intermit- 
tently to  expel  clot.  “Ventriculoplasty,”  as  this 
method  of  partial  amputation  was  called,  was  re- 
ported to  have  been  done  101  times  from  the  years 
1955  through  1970.  The  mortality  rates  were  26.4 
per  cent  early  and  5.2  per  cent  late.20-22,  96, 


1 18, 188, 251,  257, 264, 281,  288, 289, 302, 309, 310,  346, 371,  375-  386, 

421,473,474  Because  of  its  several  disadvan- 

tages, some  of  which  have  been  named  with  re- 
spect to  the  palliative  procedures,  this  seldom-at- 
tempted operative  mode  has  fallen  into  obsoles- 
cence, its  place  rightfully  taken  over  by  formal  an- 
eurysmectomy under  extracorporeal  circulation. 
Most  instances  of  aneurysm  recurrence  or  of  pseu- 
doaneurysm formation  in  the  series  were  in  pa- 
tients who  had  had  ventriculoplasty. 

The  mortality  rates  for  aneurysmectomy  alone 
in  this  series  were  15.3  per  cent  early  and  8.7  per 
cent  late.  The  attributes  of  aneurysms  ideally 
suited  for  complete  ablation  coincided  with  the  ar- 
chitectural ones  deemed  most  likely  to  favor  a 
clinical  cure  after  surgery;  that  is,  the  ones  that  fit- 
ted the  description  of  discrete,  large,  globular  le- 
sions bounded  by  healthy  myocardium  and  at  a 
safe  distance  from  the  ventricular  septum  or  papil- 
lary muscles  lent  themselves  well  to  thorough 
ablation.  Those  that  did  not  were  broad  cicatri- 
ces manifesting  akinesis  or  hypokinesis,  whose  pe- 
riphery meshed  with  the  rest  of  the  heart,  which 
were  accompanied  by  diffuse  sclerotic  cardiomy- 
opathy or  contractile  inertia  of  the  basal  constric- 
tor musculature,  and  which  incited  mitral  regurgi- 
tation by  transgressing  on  papillary  muscles. 

When  a resectional  operation  of  any  kind  is  per- 
formed the  ventricular  suture  line  inescapably  ac- 
quires akinetic  characteristics  which  increase  with 
the  passage  of  time.  The  disposal  of  ectatic  aneu- 
rysms which  subtract  considerably  from  cardiac 
output  and  fiber  shortening  velocity  yields  real  he- 
modynamic profit  because  akinesis  at  the  linear 
incision  is  appreciably  less  taxing  than  the  prior 
dyskinetic  oscillations.  Objective  benefits  are  not 
as  tangible  after  resection  of  akinetic  aneurysms, 
probably  because  aneurysmectomy  in  such  cases 
just  serves  to  substitute  a lower  order  of  akinesis 
without  materially  invigorating  concentric  propul- 
sive power  or  augmenting  stroke  volume. 

Technical  features  of  resection.  The  mortality 
rate  of  figures  just  quoted  represent  an  aggregate 
from  the  years  1958  through  1973.  Until  1970  the 
operative  mortality  rate  for  aneurysmectomy 
ranged  from  17.4  to  31.2  per  cent  in  individual 
large  series.  Subsequently  it  fell  to  less  than  15 
per  cent,  reflecting  in  part  the  codification  of 
sounder  surgical  policies  through  evolving  experi- 
ence.430,432 

Although  sundry  technical  principles  have  been 
emphasized,  one  of  their  oft-repeated  themes  is 
that  the  correction  of  extra-aneurysmal  cardiac 
derangements  should  be  an  integral  facet  of  aneur- 
ysmectomy. This  has  found  expression  mainly  in 
the  more  commonplace  practice  of  simultaneous 
myocardial  revascularization,  a topic  which  will  be 
discussed  shortly.  In  the  long  run  it  has  also 
meant  bolder  forms  of  resection. 

In  infarctectomy  it  is  crucial  to  debride  edema- 
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tous  muscle  adjoining  the  infarct  so  that  sutures 
may  be  passed  through  healthy  myocardium  that 
is  not  liable  to  tear  or  slough.  The  standard  fash- 
ion of  conducting  aneurysmectomy  is  to  conserve  a 
collar  of  scar  at  the  orifice  of  the  lesion,  where  mi- 
croscopic strands  of  live  muscle  interweave  with  fi- 
brous tissue,  and  to  use  this  redundant  cuff  for 
consolidating  the  ventriculotomy  closure.  The  ex- 
panse of  the  aneurysm  is  reckoned  by  inspecting 
the  interior  of  the  heart,  but  it  is  the  papillary 
muscles,  atrioventricular  groove,  and  interventric- 
ular partition  which  are  taken  to  mark  the  fron- 
tiers of  excision. 

Preoccupation  with  these  aspects  frequently  led 
in  the  past  to  restricting  the  compass  of  exeresis  of 
even  those  aneurysms  known  to  infiltrate  other 
portions  of  the  heart  besides  the  ventricular  par- 
ietes.  But  there  is  growing  acknowledgment  that 
remnants  of  the  aneurysmal  sac  impart  negligible 
strength  to  the  cardiorrhaphy.  A repair  which  is 
not  built  of  well-coated  healthy  muscle  is  subopti- 
mal.  It  may  sag  and  actually  form  another  aneu- 
rysm, or  blood  may  dissect  across  it  and  establish 

a pseudoaneurysm  or  cardiopulmonary  fistu- 
la 48,147,196,241,242,310,346,349,352,354,371,386,461 

For  these  reasons  surgeons  increasingly  have 
been  practicing  more  liberal  amputations.  Papil- 
lary muscles  or  ventricular  septum  when  fibrosed 
have  been  sliced  away  to  achieve  a more  rigid  clo- 
sure by  precluding  large  areas  of  residual  scar  ca- 
pable of  inciting  significant  dyssynergy  anew.  An- 
terior or  anteroseptal  aneurysms  in  particular  have 
been  suitable  for  such  extended  resection.  In  all 
of  them  the  anterior  descending  branch  of  the  left 
coronary  artery,  being  blocked,  could  be  sacrificed 
with  impunity.  Whenever  an  aneurysm  straddled 
both  ventricles,  strips  of  the  septum  and/or  right 
ventricle  were  either  cut  off  or  imbricated  in  the 
suture  line.472 

Posterior  aneurysms  have  been  harder  to  tackle 
than  have  anterior  ones,  partly  due  to  difficulties 
in  reaching  them  with  comfort.  Most  of  these  un- 
common lesions  engage  papillary  muscle  in  their 
floor,  and  timorousness  on  this  score  resulted  in 
subtotal  aneurysmectomy  in  the  past.  Lately,  this 
has  been  circumvented  by  performing  mitral  valve 
replacement  as  a matter  of  course  during  resection 
of  large  posterior  aneurysms. 

The  most  troublesome  aneurysms  for  excision 
have  been,  and  still  are,  bulky  akinetic  or  hypo- 
kinetic ones,  especially  those  at  the  back  of  the 
heart.  In  addition  to  affecting  the  mitral  suspen- 
sory apparatus  a majority  of  them  are  conducive  to 
derangement  of  the  bulboconstrictor  system  at  the 
ventricular  outflow  tract.  Also,  many  of  them  are 
prone  to  recur,  after  seeming  satisfactory  excision, 
from  gradual  attenuation  and  stretching  of  the  su- 
ture line,  presumably  because  of  invisible  fascicles 
of  diseased  muscle  left  inadvertently  in  the  stump. 

Value  replacement.  The  rationale  for  valve  re- 


placement in  conjunction  with  aneurysm  opera- 
tions has  been  alluded  to  already.  Of  the  29  cases 
involving  valve  excision  in  this  series,  the  aortic 
valve  was  substituted  in  5 patients  and  the  mitral 
in  the  rest.107’140’210’213’277’283’319’332’333’399’488’489-504- 
505  The  aneurysm  was  resected  in  28  cases  and 
plicated  once.213  Coronary  artery  bypass  was 
done  in  four  fifths  of  the  patients.  The  overall 
mortality  rate  was  31  per  cent;  it  was  20  per  cent 
for  the  aortic  valve  replacement  group  and  33.3 
per  cent  for  the  others.  There  were  no  deaths 
among  the  6 patients  in  whom  myocardial  revascu- 
larization was  omitted,  whereas  the  mortality  rate 
was  64.3  per  cent  among  those  in  whom  revascu- 
larization was  done. 

Myocardial  revascularization.  An  aneurysm 
which  is  not  consort  to  skimpy  circulation  to  other 
myocardial  terrain  is  a rarity.  Most  aneurysms 
tenant  atherosclerotic  hearts  whose  deficient  oxy- 
gen supplies  are  diminished  further  by  aneurysm- 
provoked  dyssynergy.  By  itself  aneurysm  abla- 
tion automatically  halts  the  magnified  oxygen  con- 
sumption imposed  on  nonaneurysmal  tissue  and 
lifts  the  extra  hardship  of  dyssynergy  on  cardiac 
work.  But  such  “physiologic”  revascularization 
does  not  indemnify  for  baseline  organic  deficits  of 
flow  from  intrinsic  coronary  artery  stenoses.  The 
latter  moiety  of  underlying  hypoxemia  keeps  ac- 
creting, steadily  depleting  the  heart  of  contractile 
elements.  In  other  words,  removal  of  an  aneu- 
rysm puts  a stop  to  the  dyssynergy  which  aggra- 
vates the  state  of  chronic,  smoldering  ishemia,  but 
does  nothing  to  rectify  the  causation  of  that  isch- 
emia. Vulnerability  to  myocardial  infarction  is  in- 
hibited but  not  abrogated.  Indeed,  a major  disap- 
pointment of  aneurysmectomy  has  been  the  belat- 
ed recrudescence  of  angina,  heart  failure,  or  myo- 
cardial infarction  owing  to  the  unmodified  inroads 
of  coronary  arteriosclerosis.  Hence,  the  higher 
premium  on  aneurysmectomy  notwithstanding,  re- 
vascularization is  regarded  increasingly  as  a desir- 
able surgical  corollary  of  that  procedure  to  rein- 
force the  defensive  capabilities  of  leftover  myocar- 
dium menaced  by  ischemia. 

Myocardial  revascularization  to  complement  an- 
eurysmectomy began  in  earnest  in  the  year  1969, 
and  in  1973  performance  of  the  combined  proce- 
dure surpassed  that  of  solo  aneurysmectomy.  The 
question  of  whether  hopes  of  improved  results 
through  the  tactic  of  concomitant  revasculariza- 
tion have  materialized  is  partly  answered  by  exam- 
ination of  the  data.  As  mentioned  before,  the 
mortality  rates  for  aneurysmectomy  alone  were 
15.3  per  cent  early,  8.7  per  cent  late.  For  aneurys- 
mectomy plus  bypass  to  1 or  more  coronary  arte- 
ries they  were  17.9  per  cent  early,  4.6  per  cent  late. 
The  conclusion,  therefore,  is  that  myocardial  re- 
vascularization does  indeed  lower  the  incidence  of 
late  fatalities,  but  the  premium  for  that  gain  is 
paid  for  in  slightly  more  early  fatalities.  Perhaps 
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this  quandary  may  be  resolved  by  doing  surgery  in 
2 stages,  with  coronary  bypass  undertaken  after  an 
adequate  period  of  convalescence  from  aneurys- 
mectomy. The  number  of  patients  who  have  been 
managed  by  this  approach  is  too  small  to  permit 
any  opinion  concerning  its  possible  merits. 

Longevity.  All  actuarial  figures  show  that  vic- 
tims of  myocardial  infarction  superseded  by  aneu- 
rysm have  an  abbreviated  life  span,  especially 
when  symptoms  arise.  Theirs  is  an  unenviable 
lot.  They  teeter  between  ingravescent  invalidism 
and  the  insecurity  of  sudden  death  without  pre- 
monitory signs.  Most  nefarious  are  tachydys- 
rhythmic  crises,  which  are  sporadic,  unprovoked, 
and  often  prove  indomitable  in  the  face  of  inten- 
sive drug  therapy.  Tachydvsrhythmias  are  not 
numerically  the  foremost  cause  of  fatalities  from 
aneurysm,  but  a greater  percentage  of  persons  who 
develop  them  die  abruptly  in  contradistinction  to 
those  whose  protracted  road  to  death  is  paved  by 
other  problems. 

Prior  to  the  year  1954  the  nonsurgical  manage- 
ment of  ventricular  aneurysm  was  reported  to  be 
characterized  by  a survival  rate  of  27  per  cent  at 
three  years  and  12  per  cent  at  five  years.  One  dec- 
ade later  the  survival  rate,  calculated  on  the  basis 
of  a few  series  of  less  than  100  cases  each,  was 
claimed  to  be  60  per  cent  at  three  years  and  26  to 
69  per  cent  at  five  years.  This  strikingly  brighter 
picture  was  ascribed  to  more  efficacious  diagnostic 
and  therapeutic  modalities  than  had  existed  be- 
fore. 

Although  adulterated  by  the  inferior  results  of 


palliative  procedures,  the  composite  data  of  cases 
treated  surgically  during  the  past  twenty  years 
leave  no  doubt  that  operation  has  yielded  richer 
dividends  yet.  The  survival  rate  has  been  not 
only  better  but  also  upheld  for  longer  spans  than 
that  referrable  to  nonoperated  population  sam- 
ples. Aneurysm  surgery  certainly  has  enhanced 
the  quality  of  life  in  terms  of  liquidating  symp- 
toms pro  rata  these  have  been  caused  by  the  aneu- 
rysm itself.  Physical  disabilities  have  disap- 
peared, regressed,  or  become  more  obedient  to 
medicinal  control.  Decidedly  impressive  has  been 
the  therapeutic  and  prophylactic  value  of  surgery 
against  the  scourge  of  tachdysrhythmia. 

Aneurysm  operations  likewise  seem  to  have  had 
a positive  influence  on  prolongation  of  life,  al- 
though perhaps  not  as  much  as  would  be  desired. 
The  contemporary  consensus  is  that  long-term 
prospects  will  be  improved  by  the  adoption  of  pro- 
cedures which  strive  for  total  overhaul  of  defective 
parts,  namely,  aneurysmectomy  combined  with 
excision  of  other  malfunctioning  structures  and 
with  revascularization  of  underperfused  myocar- 
dium. But  longevity  ultimately  revolves  around 
changing  the  complexion  of  the  ischemic  process 
in  order  that  residues  of  heart  muscle  may  be 
spared  from  fibrosis.  Therefore,  the  most  reward- 
ing surgical  approach  probably  will  be  that  of  at- 
tacking aneurysms  earlier  in  their  development,  to 
prevent  them  from  participating  in  the  ischemic 
ravages  to  which  the  myocardium  is  prey. 
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Can  Beethoven’s  9th  cure  hernia?* 

Classical  music  is  being  played  in  parts  of  Europe  for 
medicinal  purposes,  says  the  Health  Insurance  Institute. 

The  melodies,  played  through  a device  developed  by 
Guy  Allaire  of  France,  breaks  down  cell  tissue  by  trans- 
forming the  sounds  into  direct  vibrations. 

The  patient  listens  through  earphones  while  the  tunes 
are  further  relayed  through  electrodes  attached  to  the 
body. 

In  Rome,  surgeon  Geotano  Zappalo  has  been  using 
Bach  fugues  to  treat  indigestion. 

It  has  also  been  found  that  Mozart  is  an  ideal  choice 
when  tackling  rheumatism;  Handel  helps  “broken 
hearts"  and  other  disturbed  emotional  states. 

W hat  about  Beethoven?  He’s  considered  good  for 
hernia. 

And  Schubert?  His  music  is  doing  what  many  classi- 
cal musical  haters  claim  this  type  of  music  has  done  for 
them  for  years — it’s  being  used  to  cure  the  problem  of 
insomnia. 

* Reprinted  from  the  Health  Insurance  News,  published  by 
the  Health  Insurance  Institute. 
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Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 

The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand. 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 

Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


ain  purpose  of  drug  information 
r the  patient  is  to  get  his  coopera- 
■•>n  in  following  a drug  regimen. 

eparation  and  distribution  of 
i itient  drug  information 

We  would  hope  to  amass  infor- 
ation  from  physicians,  medical 
*:  cieties,  the  pharmaceutical  indus- 
.-/  and  centers  of  medical  learning. 
ie  ultimate  responsibility  for  uni- 
rm  labeling  must,  however,  rest 
th  the  Food  and  Drug  Administra- 
hn.  There  is  nothing  wrong  with 
r is  agency  saying,  "this  informa- 
1 »n  is  generally  agreed  upon  and 
erefore  it  should  be  used,”  as  long 
, our  process  for  getting  the  infor- 
ation  is  sound. 

Distribution  of  the  information 
a problem.  In  great  measure  it 

• juld  depend  on  the  medication  in 
nestion.  For  example,  in  the  case 

t an  injectable  long-acting  proges- 
■rone,  we  would  think  it  mandatory 

• issue  two  separate  leaflets— a 

: ort  one  for  the  patient  to  read  he- 
re getting  the  first  shot  and  a long 
' e to  take  home  in  order  to  make  a 
( cision  about  continuing  therapy. 
i this  case,  the  information  might 
I put  directly  on  the  package  and 
nt  removable  at  all.  But  for  a medi- 
i tion  like  an  antihistamine  this 
Formation  might  be  issued  sepa- 
itely,  thus  giving  the  physician  the 
i tion  of  distribution.  This  could 
eserve  the  placebo  use,  etc. 


( ily  the  doctor  can  remove  that  fear 
! 20  or  30  minutes  of  conversation. 

I'm  not  suggesting  that  we 
\ thhold  any  information  from  the 
I tient  because,  first  of  all,  it  would 
I totally  dishonest  and  secondly.it 
v iuld  defeat  the  very  purpose  of  the 
i ;ert.  I do  think  that  a patient  on  the 
t th  control  pill  should  know  about 
t?  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
t=  incidence  of  serious  adverse  re- 
ckons, then  you  have  to  tell  him 
tat  a concerned  medical  decision 
us  made  to  use  a particular  medi- 
ation in  his  situation  after  careful 

< nsideration  of  the  incidence  of 

< mplications  or  side  effects. 

hotionally  unstable  patients  pose 
pedal  problem 

There  are  patients  who,  be- 
cuse  of  severe  emotional  problems, 

< uld  not  handle  the  information 

< ntained  in  a patient  package  in- 
irt.  Yet  if  we  are  going  to  have  a 

i ckage  insert  at  all,  we  just  can’t 
I ve  :wo  inserts.  I think  we  might 
: nply  have  to  tell  the  families  of 
lese  patients  to  remove  the  insert 
1)m  the  package. 

ga!  implications  of  the  patient 
! ckage  insert 

just  what  effect  would  a pa- 


It is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.'s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 
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Ear  piercing  is  a common  cosmetic  procedure 
that  has  received  little  attention  from  medical  in- 
vestigators. Only  one  previous  survey  of  compli- 
cations has  been  reported,1  although  there  are  a 
number  of  case  reports  of  serious  sequelae  in  chil- 
dren and  adolescents.  The  increasing  utilization 
of  ear-piercing  clinics  in  department  stores 
prompted  this  survey  to  determine  what  medical 
problems  result  from  the  procedure  and  what  fac- 
tors might  be  associated  with  complications. 
These  epidemiologic  data  may  be  helpful  in  evalu- 
ating case  reports  of  complications  and  guiding 
legislative  efforts  to  control  ear-piercing  clinics. 

Methods 

From  December  1,  1973,  through  May  31,  1974, 
women  seeking  care  at  the  Monroe  County,  New 
York,  venereal  disease  clinic  were  systematically 
requested  to  complete  a self-administered  ques- 
tionnaire about  ear  piercing. 

The  questionnaire  requested  information  about 
current  age,  race,  education,  and  presence  of 
pierced  ears.  Persons  with  pierced  ears  then  were 
asked  for  further  information  about  the  person 
performing  piercing,  number  of  piercings,  age  at 
first  and  latest  ear  piercing,  piercing  instrument, 
type  of  earring,  postoperative  care,  complications 
following  piercing,  and  type  and  source  of  care  for 
complications. 

Results 

Questionnaires  were  returned  by  497  women,  re- 
fusal being  rare.  They  ranged  in  age  from  eleven 
to  sixty-two  years  (median  was  twenty-one). 
Overall,  57  per  cent  were  white,  40  per  cent  were 


To  determine  the  health  risk  for  women  undergo- 
ing ear  piercing,  we  surveyed  497  women  by  ques- 
tionnaire. Four  hundred  and  twelve,  83  per  cent, 
had  pierced  ears,  70  per  cent  having  been  first 
pierced  between  ten  and  nineteen  years  of  age. 
Although  piercing  was  most  commonly  done  by 
friends  and  relatives,  66  per  cent,  the  proportion 
done  by  department  store  personnel  has  increased 
in  the  past  two  years  to  36  per  cent  of  the  total. 
Complications  were  only  slightly  less  frequent 
when  the  piercing  was  performed  by  department 
store  personnel,  28  per  cent,  or  by  medical  office 
personnel,  31  per  cent,  than  when  performed  by 
friends  or  relatives,  36  per  cent.  Redness  and 
swelling,  30  per  cent,  drainage  and  crusting  with- 
out pus,  26  per  cent,  and  infection  without  pus,  24 
per  cent,  were  the  common  problems.  No  one  de- 
veloped hepatitis  or  systemic  infection  within 
three  months  of  piercing.  The  type  and  number  of 
complications  did  not  vary  significantly  with  the 
instrument  used  to  pierce  ears,  the  material  used 
in  the  initial  earring,  or  the  length  of  time  the  ini- 
tial earring  was  left  in  place. 


black,  and  3 per  cent  were  of  other  races.  Forty 
per  cent  had  attended  education  courses  following 
high  school. 

Of  these  women,  412  (83  per  cent)  had  pierced 
ears,  including  60  who  had  had  ears  pierced  more 
than  once.  The  age  at  first  piercing  ranged  from 
ten  months  to  sixty-one  years,  with  from  ten 
through  nineteen  being  most  frequent  (70  per 
cent).  Black  women  tended  to  have  their  ears 
pierced  at  an  earlier  age. 

Piercing  was  performed  most  frequently  by 
friends  or  relatives  (66  per  cent).  Medical  office 
personnel  performed  the  procedure  in  23  per  cent, 
and  department  store  personnel  in  11  per  cent  of 
cases.  Eighty-seven  women  with  pierced  ears  (21 
per  cent)  gave  other  answers,  the  majority  (55  per 
cent)  having  performed  the  piercing  themselves. 

Department  stores  are  increasingly  common  as  a 
setting  for  ear  piercing.  None  of  the  76  women 
who  had  had  their  latest  piercing  done  more  than 
ten  years  ago  had  utilized  ear-piercing  services  in 
such  stores,  but  22  (36  per  cent)  of  61  women  who 
had  piercing  done  within  the  last  two  years  had 
used  them. 

Complication  occurred  in  138  women  (34  per 
cent)  and  the  percentage  did  not  vary  greatly  by 
number  of  years  since  the  latest  piercing;  these 
were  minor  or  local  in  all  cases.  Redness  and 
swelling  (30  per  cent),  drainage  (26  per  cent),  and 
infection  with  pus  (24  per  cent)  predominated,  but 
bleeding  (11  per  cent),  cyst  formation  (4  per  cent), 
large  scars  (3  per  cent),  and  trauma  or  tear  (2  per 
cent)  were  also  mentioned.  Most  (85  per  cent) 


1460  New  York  State  Journal  of  Medicine/ August  1975 


were  managed  with  the  earring  left  in  place.  Elev- 
en persons  (8  per  cent)  with  complications  saw  a 
physician,  and  1 (0.7  per  cent)  received  systemic 
antibiotics.  No  cases  of  hepatitis  occurring  within 
three  months  of  piercing  were  reported. 

The  risk  of  complications  among  those  who  had 
had  their  most  recent  ear  piercing  done  between 
one  month  and  ten  years  ago  (114  of  314,  36  per 
cent)  was  only  slightly  higher  when  the  piercing 
was  done  by  a friend  or  relative  (59  of  162,  36  per 
cent)  than  when  it  was  done  by  medical  office  per- 
sonnel (18  of  58,  31  per  cent)  or  by  department 
store  personnel  (9  of  32,  28  per  cent).  Persons  re- 
sponding with  other  answers  to  the  question, 
“Who  did  the  piercing?”  (about  half  of  whom  were 
subsequently  found  to  have  done  it  themselves) 
had  a complication  rate  of  45  per  cent  (28  of  62). 
The  types  of  complications  were  similar  in  each 
group. 

Needles  were  the  instruments  most  frequently 
used  to  pierce  ears  (67  per  cent),  followed  by  the 
“gun”  (14  per  cent),  sharpened  Studs  (5  per  cent), 
and  pins  (2  per  cent).  Some  (13  per  cent)  used 
other  instruments,  most  frequently  a self-piercing 
kit.  The  types  of  complication  did  not  vary  much 
by  instrument  used,  but  the  percentage  of  compli- 
cations was  highest  following  the  use  of  pins  and 
other  instruments  (27  of  56,  48  per  cent);  it  was  in- 
termediate with  the  “gun”  (21  of  54,  39  per  cent), 
and  needles  (86  of  264,  33  per  cent),  and  was  low- 
est with  sharpened  studs  (4  of  18,  22  per  cent). 

Studs  were  the  earrings  most  frequently  worn 
immediately  after  piercing  (44  per  cent),  but  loops 
(25  per  cent)  and  thread  or  suture  material  (30  per 
cent)  were  commonly  used.  The  rate  of  complica- 
tion was  30  per  cent  (34  of  115)  with  threads;  37 
per  cent  (36  of  98)  with  loops;  and  37  per  cent  (61 
of  163)  with  studs.  Thirty-seven  per  cent  (87  of 
236)  of  persons  stating  their  earrings  were  gold 
had  complications,  compared  with  40  per  cent  (10 
of  25)  of  those  who  stated  their  earrings  were  a 
metal  other  than  gold.  The  types  of  complication 
were  the  same  with  both  groups. 

The  percentage  and  type  of  complication  by 
care  given  following  piercing  were  impossible  to 
determine  because  of  extensive  overlapping  of 
methods.  Complications  occurred  at  the  same 
rate  for  those  who  wore  the  initial  earring  less  than 
two  weeks,  two  to  four  weeks,  four  to  eight  weeks, 
and  more  than  eight  weeks. 

Comment 

The  83  per  cent  prevalence  of  ear  piercing 
among  these  women  is  similar  to  that  found  by 
Cortese  and  Dickey1  in  their  survey  of  100  nursing 
students,  among  whom  73  per  cent  had  pierced 
ears  and  70  per  cent  of  the  remainder  desired 
piercing.  The  high  rate  of  complications  in  that 
study  (52  per  cent),  as  well  as  in  this  study  (34  per 


cent)  indicates  the  need  for  further  investigation 
into  factors  leading  to  such  complications. 

The  complications  reported  by  patients  were  re- 
lated mainly  to  inflammation,  infection,  and 
bleeding.  They  could  not  be  statistically  related 
to  instruments  used  to  pierce  ears,  type  of  earring, 
the  use  of  gold  in  metals  other  than  gold,  or  the 
duration  for  which  the  initial  earrings  were  left  in 
place.  Nor  could  they  be  related  to  the  person 
doing  the  piercing,  although  there  was  a trend 
toward  a higher  percentage  of  complications  when 
a friend  or  relative  did  the  piercing  than  when  it 
was  done  by  medical  office  or  department  store 
personnel. 

The  use  of  department  store  clinics  is  an  in- 
creasingly common  phenomenon.  These  clinics 
are  often  organized  by  nationwide  companies  who 
provide  the  service  in  cooperation  with  local 
stores.  In  response  to  our  inquiry,  one  company 
reported  having  pierced  450,000  pairs  of  ears  in 
the  past  two  and  one-half  years,  and  is  not  the 
largest  in  this  business. 

A number  of  questions  from  both  lay  and  pro- 
fessional persons  have  arisen  concerning  the  safety 
of  such  clinics.2  The  potential  for  large  numbers 
of  complications  in  this  setting  exists  if  there  is  an 
error  in  technique;  no  increased  risk  was  demon- 
strated in  this  survey  however. 

Case  reports  constitute  the  available  literature 
about  severe  complications.  Lovejoy  and  Smith3 
and  Shulman4  reported  a total  of  4 cases  of  staph- 
ylococcal sepsis  attributed  to  ear  piercing,  2 in  ad- 
olescents and  2 in  infants,  all  of  whom  had  ears 
pierced  by  friends  and  relatives.  Morgan5  re- 
ported primary  tuberculosis  of  the  ear  lobe  in  an 
eighteen-month-old  child  following  piercing  by  her 
mother,  who  was  found  to  have  active  pulmonary 
tuberculosis. 

Hepatitis  following  ear  piercing  was  first  re- 
ported by  Van  Sciver.6  More  recently,  epidemio- 
logic data  from  Seattle  have  implicated  ear  pierc- 
ing as  a possible  route  of  hepatitis  transmission. 
Johnson  et  al~  found  that  7 of  48  female  hepatitis 
cases  with  no  known  hepatitis  exposure  had  had 
ear  piercings  performed  within  seven  months  of 
the  disease,  compared  with  only  1 of  100  non-ill 
controls  (p  = 0.001).  However,  the  controls  were 
not  adequately  matched  for  age,  and  the  mean  dif- 
ference of  2.4  years  between  patients  and  controls 
may  have  biased  the  study  since  age  is  associated 
both  with  hepatitis  and  with  ear  piercing.  None 
of  the  women  in  the  study  contracted  hepatitis 
during  the  three  months  following  piercing,  but 
the  following  three-month  period  for  which  there 
were  questions  in  the  survey  was  too  short  a time 
to  exclude  serum  hepatitis. 

Less  life-threatening  complications  of  signifi- 
cant cosmetic  importance  are  keloid,  lipoma,  and 
cyst  formation.  These  are  mentioned  by  Castella- 
ni,8  Goldman  and  Kitzmiller,9  and  Gaul.10  Cysts 
occurred  in  2 patients  (3  per  cent  of  all  patients)  in 
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the  series  by  Cortese  and  Dickey,1  and  in  9 pa- 
tients (2  per  cent  of  all  patients)  in  the  present 
study.  Large  scar  formations  were  also  reported 
in  7 patients.  However,  these  were  probably  not 
keloids,  since  6 of  the  7 patients  were  white. 

A variety  of  techniques  have  been  recommend- 
ed, but  their  advantages  other  than  convenience 
and  comfort  have  not  been  demonstrated.  Nickel 
dermatitis  described  by  Gaul10  and  Fisher11  may 
be  related  to  drainage  and  crusting  without  pus, 
but  there  was  no  increase  in  percentage  with  this 
complication  with  earrings  made  of  metal  other 
than  gold.  Allergic  contact  sensitization  has  also 
been  described  with  gold  earrings.12,13  Also,  the 
use  of  suture  material  and  thread  was  not  associ- 
ated with  purulent  infections. 

Conclusion 

The  lack  of  correlation  between  complications 
and  techniques  used  suggests  that  the  cause  of  ear- 
piercing complications  may  lie  in  the  area  of  post- 
operative care  or  perhaps  is  intrinsic  to  the  physio- 
logic rejection  of  a foreign  body. 

Field  Services  Division 
Center  for  Disease  Control 


Have  stethoscope,  will  travel* 

What  it’s  like  to  take  a paid  vacation — long  or  short,  plush  or 
rugged,  here  or  overseas,  with  or  without  your  family — and 
where  to  sign  up  for  one 

Karl  Neumann,  M.D. 

Today,  with  group  practice  giving  many  physicians 
more  free  time  and  longer  vacations,  getting  away  for  ex- 
tended periods  is  often  not  the  problem  it  used  to  be. 
But  doctors  in  full-time  solo  practice  often  find  it  impos- 
sible to  pack  up  the  family  for  three  or  four  weeks  or  more 
and  simply  take  off.  Well,  there’s  an  answer  for  them — 
the  working  vacation — and  it’s  getting  more  popular  all 
the  time. 

How  would  you  like  to  spend  your  next  vacation  or  a 
trip  abroad  as  a medical  officer  in  a remote  part  of  Zam- 
bia, or  working  in  a mission  hospital  in  New  Guinea,  or  a 
bush  clinic  in  Nigeria,  administering  anesthesia  in  Nor- 
way and  Holland,  or  accompanying  an  archeological  ex- 
pedition into  the  jungles  of  Guatemala?  Air  fare, 
meals,  and  housing  generally  go  with  the  deal  and,  in 
some  cases,  you’ll  even  get  paid.  A little  closer  to  home, 
how  about  a month  on  an  Indian  reservation  in  the 
Southwest,  or  Christmas  in  a plush  ski  resort  in  the 
Rockies — for  yourself  and  your  family? 

These  opportunities  do  exist,  and  they’re  open  to 
physicians  of  all  ages  and  specialties,  for  as  short  as  two 
weeks  to  as  long  as  you  like,  in  cosmopolitan  cities  and 
in  dots  on  the  map  you’ll  need  a canoe  and  mulepack  to 
reach. 

* Reprinted  from  Physician’s  World  Magazine,  February 
1975,  p.  16. 


Atlanta,  Georgia  30333 
(DR.  BIGGAR) 
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Such  a working  vacation  can  be  as  rewarding  as  it  is 
unusual,  says  Russell  Walker,  a New  York  pediatrician 
who  spent  eight  weeks  in  Guyana,  South  America.  “In 
a remote  place  like  that,  you’re  thrown  back  on  your 
own  resources  and  basic  training,”  she  says.  “Physical 
diagnosis  becomes  very  important — lab  tests  don’t  exist. 
We  did  have  an  EKG  machine,  but  no  EKG  paper.  And 
there  wasn’t  a dose  of  Dilantin  in  the  whole  country. 
Surmounting  such  conditions,  particularly  if  you’re  not 
easily  daunted,  gives  you  an  immense  sense  of  satisfac- 
tion.” 

Robby  Meijer,  a Livingston,  N.J.,  plastic  surgeon  who 
worked  in  Malaysia  and  Indonesia  for  Medico  describes 
the  rewards  as  Schweitzer-like — “It  gave  me  insight  into 
why  that  man  spent  his  life  the  way  he  did.” 

Such  an  experience  can  be  as  rewarding  for  your  fami- 
ly as  for  you.  Dr.  Philip  Eskes,  a Long  Island,  N.Y.,  pe- 
diatrician, has  spent  time  at  the  Albert  Schweitzer  Hos- 
pital in  a remote  part  of  Haiti,  where  his  pre-schoolers 
were  the  only  nonnative  children  in  the  region.  Would 
he  take  them  back — now  that  they  go  to  school?  “I 
wouldn’t  go  without  them,”  says  Dr.  Eskes.  “I’d  enroll 
them  in  one  of  the  American  correspondence  schools 
that  exist  for  children  in  remote  areas.”  Dr.  Eskes 
heartily  recommends  working  vacations  in  underdevel- 
oped countries,  whatever  your  age  or  experience  but 
especially  for  physicians  just  starting  out. 

Jerrold  Becker,  a well-known  New  York  pediatric  sur- 
geon, has  turned  several  working  vacations  in  Israel  into 

continued  on  page  1508 
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Glucose,  Insulin, 
and  Potassium 
Therapy  for  Heart 
Disease* 


History  of  GIK  therapy 


RICHARD  J.  KONES,  M.D. 

New  York  City 

From  the  Cardiology  Sections,  Flower  and  Fifth  Avenue  and 
Northern  Westchester  Hospitals,  New  York  and  Mount  Kisco; 
Assistant  Professor  of  Medicine  (Cardiology),  New  York  Medical 
College;  Director  of  Electrocardiography,  Northern  Westchester 
Hospital  Center 

In  1963,  Laborit1  and  Huguenard  noted  that  treat- 
ment of  rabbits  with  glucose  and  insulin  prevented 
KC1  (potassium  chloride)-induced  ventricular  fi- 
brillation. GIK  (glucose-insulin-potassium)  was 
then  used  to  improve  survival  following  cardiac  ar- 
rest and  in  cardiogenic  shock.1-2  GIK  solution  was 
termed  “repolarizing”  because  of  its  anticipated 
restoration  of  cardiac  membrane  potential  via  a 
raise  in  intracellular  K+  (potassium)  concentra- 
tion. The  electrocardiographic  pattern  of  myocar- 
dial infarction  receded  after  exposure  to  a solution 
of  K+  and  Mg++  (magnesium)  aspartate,  presum- 
ably also  supporting  the  notion  that  repolarization 
of  ischemic  myocardium  was  necessary  and  benefi- 
cial.3 

Harris4  had  suggested  that  ventricular  automa- 
ticity  might  be  increased  when  myocardial  cells 
with  a lower  excitability  threshold  were  stimulated 
by  a current  of  injury,  produced  by  a K+  gradient 
at  the  boundary  between  an  infarcted  and  nonin- 
farcted  area  of  muscle.  Ventricular  fibrillation 

* By  invitation. 


Since  the  suggestion  that  GIK  would  benefit  pa- 
tients with  heart  disease  by  replacing  myocardial 
intracellular  potassium,  a plethora  of  data  fol- 
lowed, and  it  is  still  unknown  whether  this  does  in 
fact  occur.  Although  the  actions  of  each  ingredi- 
ent of  GIK  are  better  understood,  there  are  serious 
theoretical  questions  concerning  the  effects  of  each 
component  and  of  GIK  together.  A great  deal  of 
experimental  basic  work  has  shown  that  glucose 
and/or  GIK  solutions  are  capable  of  improving  cer- 
tain aspects  of  cardiac  function  and  metabolism 
during  hypoxia  and  ischemia.  The  ability  of  glu- 
cose to  reverse  the  deleterious  effects  of  anoxia  on 
the  cardiac  action  potential  is  well  documented. 
Again,  however,  a high  concentration  of  glucose  (50 
mM.  as  opposed  to  normal,  or  5 mM.  glucose)  is 
necessary  to  do  so  in  the  bathed  isolated  tissue. 
The  initial  studies  evaluating  GIK  in  man  at- 
tempted to  demonstrate  that  GIK  could  prevent 
ventricular  arrhythmias  and  deaths  after  acute 
myocardial  infarction.  In  perhaps  the  best  of  a 
number  of  early  uncontrolled  studies,  the  Medical 
Research  Council  Working  Party  found  no  signifi- 
cant difference  in  mortality  or  incidence  of  ven- 
tricular arrhythmias  between  nontreated  and 
GIK-treated  patients  with  acute  myocardial  in- 
farction. Since  this  work,  and  especially  in  view  of 
the  demonstration  that  insulin  secretion  is  sup- 
pressed in  proportion  to  the  decrease  in  cardiac 
index  in  congestive  heart  failure  or  after  acute 
myocardial  infarction  other  investigators  have 
found  GIK  a useful  adjunct  in  the  management  of 
their  patients  with  different  types  of  heart  disease. 
There  is  agreement  that  a clear  benefit  of  intrave- 
nous GIK  in  patients  with  heart  disease  is  yet  to  be 
demonstrated.  Nevertheless,  there  is  sufficient 
evidence  to  warrant  further  clinical  work  to  clarify 
the  role  of  GIK  in  cardiovascular  therapy. 


followed  production  of  experimental  myocardial 
infarction.0-6  Since  enhanced  perfusion  of  infarct- 
ed myocardium  protected  against  arrhythmias, 
possibly  by  clearance  of  a toxic  agent,7-8  a sub- 
stance released  by  the  injured  tissue  was  suspected 
as  the  etiologic  agent.  Presence  of  arrhythmias 
correlated  well  with  increases  in  K+  release  from 
areas  of  myocardial  infarction.9-10  Finally,  infu- 
sion of  large  amounts  of  insulin  and  glucose  or  of 
sodium  bicarbonate  prevented  ventricular  ectopic 
activity  in  association  with  decreased  K+  in  the 
coronary  sinus  effluent.11  Thus,  while  some  evi- 
dence existed  that  myocardial  K+  loss  contributed 
to  the  genesis  of  arrhythmias,  the  precise  mecha- 
nism of  initiation  and  maintenance  of  such  postu- 
lated K f loss-induced  arrhythmias  remained  un- 
known. K+  involvement  in  local  boundary  cur- 
rents remained  to  be  proved.  A potential  gradient 
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between  infarcted  and  noninfarcted  myocardium 
would  have  to  be  considerable  and  the  contact  area 
between  them  wide  to  produce  an  effective  stimu- 
lating current,  the  infarcted  tissue  acting  as  an 
anode  with  respect  to  the  adjacent  excited  tis- 
sue.12’13 

The  “necrotizing  cardiomyopathies”  in  animal 
models  were  characterized  by  early  and  spotty  loss 
of  intracellular  K+  before  structural  change  was 
apparent.14’15  Such  K+  loss  was  also  attended  by 
disappearance  of  glycogen  granules  and  phospho- 
rylase  activity  in  the  same  muscle  fibers.  In  these 
experiments  K+  and  Mg++  deficiencies  predis- 
posed myocardium  to  toxic  degeneration,  and  the 
administration  of  salts  of  these  cations  was  pre- 
ventive. Hence  both  Selye  and  Mishra16  con- 
cluded that  K0+/Ki+  balance  influenced  the 
course  of  potentially  cardiotoxic  events  and  could 
be  modified  by  manipulation  of  ion  concentrations 
outside  the  cell.17 

Larcan18  reported  that  40  patients  with  acute 
myocardial  infarction  treated  with  a complex  “po- 
larizing solution”  had  smaller  morbidity  and  mor- 
tality rates  and  earlier  regression  of  electrocardio- 
graphic changes  than  a control  group.  Sodi-Pal- 
lares  and  his  associates,19’20  following  their  initial 
reports  of  the  benefits  of  increased  oral  water  and 
KC1  intake  in  patients  with  all  sorts  of  heart  dis- 
ease, directed  their  attention  to  the  treatment  of 
acute  myocardial  infarction  with  intravenous  po- 
larizing solutions.  Daily  infusion  of  100  ml.  of  5 to 
10  per  cent  glucose  solution  containing  40  mEq. 
KC1  and  40  units  regular  CZI  insulin  at  rates  of  40 
to  60  drops  per  minute  decreased  the  severity  and 
duration  of  electrocardiographic  abnormalities. 
Arrhythmias  were  suppressed,  chest  pain  was  re- 
lieved, and  symptoms  of  congestive  heart  failure 
improved,  while  the  probability  of  a residual  angi- 
nal syndrome  was  diminished.21-25  More  recently, 
in  reply  to  objections  to  the  use  of  his  polarizing 
solution,  Sodi-Pallares  et  al . 26  have  detailed  their 
latest  formula  for  this  therapy  as  follows: 

1.  Diet  of  300  to  600  mg.  Na+,  3,900  mg.  K+. 

2.  Twenty-four-hour  infusion  of  polarizing  solution 
with  (a)  10  per  cent  glucose  and  20  units  CZI  in- 
sulin; (b)  20  per  cent  glucose  and  40  units  CZI  in- 
sulin; and  (c)  50  per  cent  glucose  and  60  units 
CZI  insulin. 

3.  K + C1_  addition  graded  to  the  serum  K+  (Kp) 
value  (60  mEq.  for  Kp  = 3 to  4 mEq.  per  liter;  40 
mEq.  for  Kp  = 4 to  5 mEq.  per  liter;  20  mEq.  for 
Kp  = 4 to  5.5  mEq.  per  liter;  0 for  Kp  = 5.5). 

4.  Total  water  intake  > 3 L.  per  twenty-four  hours. 

5.  Modification  of  the  preceding  according  to  the 
electrocardiogram  and  clinical  status. 

6.  Avoidance  of  “unnecessary”  depolarizing  and  ino- 
tropic agents. 

Sodi-Pallares  et  al . 26  further  outlined  their  ex- 
perimental work  buttressing  their  approach  to  the 


use  of  polarizing  solution  and  claimed  that  the  fol- 
lowing benefits  accompanied  its  use: 

1.  Diminution  of  RS-T  segment  displacement,  sup- 
pression of  ectopic  rhythms  and  better  conduc- 
tion, suggesting  improvement  of  the  transmem- 
brane potentials.27 

2.  Increased  contractility.27 

3.  “Improvement”  of  the  metabolic  pathways  in  the 
Krebs  cycle.28 

4.  Lessening  of  the  electrolyte  imbalance,  exempli- 
fied by  reversal  of  retention  of  Na+  and  loss  of 
K+,  reflecting  improved  function  of  the  altered 
pump  mechanisms.27 

5.  Increase  in  the  retrograde  coronary  flow. 

According  to  Sodi-Pallares  et  al.,2e  partially  in- 
jured myocardial  fibers  surrounding  an  area  of 
myocardial  infarction  lose  part  of  their  intracellu- 
lar K+  but  retain  the  ability  to  restore  it  under  the 
influence  of  polarizing  solution.  Insulin  permits 
cellular  entry  of  K+  and  glucose  which  is  held  to 
activate  oxidative  phosphorylation  and  hence  aug- 
ment ATP  (adenosine  triphosphate)  and  glycogen 
stores. 

Effect  of  GIK  on  myocardial  infarct  size 

Jeopardized  myocardium  in  a “twilight 
zone.”  The  potential  limitation  of  myocardial  in- 
farct size  is  an  important,  fresh  approach  to  an  old 
problem  of  left  ventricular  “pump”  or  “power” 
failure.  Cardiogenic  shock  is  now  the  major  cause 
of  death  in  patients  being  treated  for  acute  myo- 
cardial infarctions.  Despite  careful  management 
of  this  syndrome  with  pharmacologic  agents,  me- 
chanical circulatory  assistance,  and  surgery,  its 
mortality  rate  has  not  changed  significantly.  The 
difficulty  in  managing  the  fully  developed  syn- 
drome of  cardiogenic  shock  suggests  that  preven- 
tion may  be  a more  fruitful  area  to  explore  than 
variations  of  presently  employed  therapeutic  tech- 
niques. Patients  with  “power  failure”  have  over 
40  to  70  per  cent  of  their  left  ventricular  muscle 
mass  destroyed,  and  the  muscle  loss  is  additive. 29- 
33  Therefore,  some  means  of  controlling  the  ex- 
tent of  myocardial  infarction  may  have  a preven- 
tive impact  on  the  subsequent  development  of  car- 
diogenic shock. 

Successful  limitation  of  irreversible  ischemic 
myocardial  injury  would  be  impossible  if  it  were 
not  for  the  recent  appreciation  of  the  progression 
of  necrosis  surrounding  an  area  of  myocardial  in- 
farction. Jennings  and  associates34  established 
that  architectural  changes  in  mitochondria  occur 
after  twenty  minutes  of  ischemia,  and  a propor- 
tionally greater  number  of  myocytes  undergo  irre- 
versible damage  after  that  period  of  time.  How- 
ever, the  necrosis  actually  observed  after  experi- 
mental coronary  artery  ligation  is  not  uniform,  and 
the  existence  of  a zone  of  muscle  surrounding  ne- 
crotic myocardium  whose  fate  is  yet  to  be  deter- 
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FIGURE  1.  Central  role  of  balance  between  myocardial  oxygen  supply  and  demand  and  their  determinants  are  shown. 
Improvement  of  myocardial  oxygenation  increases  chances  for  survival  of  marginally  viable  tissue  in  ischemic  zone  of 
myocardial  infarction.  Variables  determining  myocardial  oxygen  supply  (right  side)  are  altered  by  negative  feedback  loops 
from  complications  of  poor  left  ventricular  function  (center  cycle).  Those  factors  affecting  myocardial  oxygen  demand 
(left  side)  are  altered  by  positive  feedback  loops  from  these  events  perpetuating  the  syndrome.  Both  negative  feedback 
on  oxygen  supply  and  positive  feedback  on  oxygen  demand  tend  to  further  inequality  between  the  two  and  may  jeopardize 
poorly  perfused  myocardial  tissue. 


mined  at  the  time  of  the  insult  has  been  demon- 
strated.35-39  An  area  of  infarcted  myocardium 
may  be  visualized  as  a central,  necrotic  zone  sur- 
rounded by  patches  of  still  potentially  viable  mus- 
cle and  called  the  “twilight  zone.”  This  ischemic 
zone  may  continue  to  change  up  to  eighteen  hours 
after  coronary  occlusion,  as  the  necrotic  zone  en- 
larges at  the  expense  of  the  intermediate  zone.35 
The  ischemic  zone  has  been  further  divided  into 
two  categories  by  Sobel  and  Shell,40  who  distin- 
guish “blighted”  and  “jeopardized”  tissues. 
Blighted  myocardium  is  irreparably  damaged  and 
is  doomed  regardless  of  any  subsequent  event. 
Jeopardized  muscle  is  reversibly  damaged  and 
may  either  become  blighted  or  recover  if  the  isch- 
emia is  reversed.  Elevation  in  serum  or  creatine 
phosphokinase  levels  provide  an  index  of  the  ex- 
tent and  severity  of  ischemic  injury,  proportional 
to  the  size  of  necrotic  and  blighted  areas  and  the 
extent  of  reduction  in  coronary  blood  flow.40-43 

Myocardial  oxygen  and  energy  balance. 
Certain  lines  of  evidence  suggested  that  the  fate  of 
the  ischemic  zone  might  be  altered  by  a more  fa- 
vorable oxygen  balance,  either  by  an  increase  in 
myocardial  oxygen  supply  or  a decrease  in  its  de- 


mand (Fig.  1).  Over  the  past  fifteen  years,  studies 
conducted  by  Braunwald  and  collaborators  have 
identified  the  major  and  minor  determinants  of 
myocardial  oxygen  consumption.44-46  The  impor- 
tant variables  increasing  myocardial  oxygen  needs 
are  intramyocardial  tension,  heart  rate,  and  ino- 
tropic state.  Ventricular  wall  stress  in  turn  di- 
rectly depends  on  intraventricular  pressure  and 
radius  by  the  LaPlace  equation.  Therefore,  wall 
tension  is  a function  of  both  afterload  and  preload. 
However,  the  myocardial  oxygen  cost  of  work 
against  a pressure  load  is  considerably  higher  than 
the  cost  of  work  against  a volume  load.  Tachycar- 
dia and  increases  in  myocardial  contractility  sig- 
nificantly augment  myocardial  oxygen  consump- 
tion. Norepinephrine,  isoproterenol,  paired  pac- 
ing, calcium,  glucagon,  digitalis,  and  other  positive 
inotropic  agents  may  increase  the  imbalance  be- 
tween oxygen  supply  and  demand  by  increasing 
the  latter.47  Negative  inotropic  maneuvers  make 
this  relationship  more  favorable  by  reducing  myo- 
cardial oxygen  consumption.48  Thus,  propranolol 
is  capable  of  elevating  intramyocardial  oxygen  ten- 
sions.49 

Recognition  of  the  determinants  of  myocardial 
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oxygen  consumption  and  balance  has  had  impor- 
tant consequences.  The  survival  of  the  ischemic 
zone  of  a myocardial  infarction  may  depend  on  the 
balance  between  oxygen  supply  and  demand.  In- 
terventions which  make  this  balance  unfavorable 
may  endanger  ischemic  myocardium  or  even  possi- 
bly extend  the  infarction  by  expanding  the  jeopar- 
dized zone.  While  small  elevations  in  myocardial 
oxygen  extraction  may  occur,  the  most  important 
determinants  of  oxygen  demand  in  ischemic  myo- 
cardium are  those  governing  the  mechanical  per- 
formance of  the  heart.50  Despite  other  “compen- 
satory” mechanisms  which  tend  to  reduce  myocar- 
dial oxygen  need,  the  ischemic  zone  is  sensitive  to 
changes  in  myocardial  oxygen  demand  effected  by 
lowering  heart  rate,  inotropic  state,  and  after- 
load.51 Thus  the  size  of  a myocardial  infarction, 
as  judged  by  total  creatine  phosphokinase  analy- 
sis, is  increased  by  tachycardia  produced  by  ven- 
tricular pacing,  atropine,  or  isoproterenol  adminis- 
tration.52 Similarly,  reductions  in  arterial  pres- 
sure, or  more  complex  changes  in  several  determi- 
nants of  myocardial  oxygen  consumption  making 
oxygen  balance  more  favorable,  may  lessen  the  de- 
gree of  myocardial  ischemia.53’54  The  investiga- 
tion of  therapeutic  maneuvers  to  reduce  the  zone 
of  ischemia  has  led  to  important  new  approaches 
to  the  problem  of  left-ventricular  “power”  failure, 
as  mentioned. 

Epicardial  and  precordial  mapping  of  S-T 
segment  elevations.  The  localization  of  a myo- 
cardial infarction  has  been  determined  clinically 
from  the  pattern  of  S-T  segment  elevations  in  the 
standard  electrocardiogram.55-61  This  time-hon- 
ored practice  dates  from  Wilson  et  a/.62'63  who 
postulated  that  the  electrical  potential  recorded 
from  the  exploring  precordial  electrode  accurately 
reflected  the  epicardial  potential  beneath. 

There  is  ample  and  convincing  experimental  ev- 
idence showing  that  direct  epicardial  open-chest 
recording  of  S-T  segment  elevation  reflects  isch- 
emia in  the  underlying  myocardium.64-68  Wegria 
and  collaborators64  confirmed  the  close  relation- 
ship between  S-T  segment  elevation  and  reduction 
in  coronary  blood  flow,  which  was  later  correlated 
with  the  degree  of  anaerobic  metabolism  pro- 
duced.65-69 More  recently,  Prinzmetal  and  coau- 
thors66-67 and  Case,  Nasser,  and  Crampton68  have 
reemphasized  the  accurate  reflections  of  the  de- 
gree of  ischemia  by  abnormal  S-T  segments  re- 
corded from  an  electrode  overlying  the  injured 
myocardium. 

Extending  these  observations,  Maroko  and  asso- 
ciates70-7 ’ developed  a method  of  mapping  epicar- 
dial S-T  segments  to  delineate  the  borders  of 
zones  of  myocardial  ischemia.  In  this  technique, 
10  to  14  epicardial  leads  are  recorded  on  the  ante- 
rior surface  of  the  left  ventricle  in  the  distribution 
and  area  of  the  site  of  occlusion  of  a branch  of  the 
left  anterior  descending  coronary  artery.  The  av- 
erage S-T  segment  elevation  for  each  animal  is  de- 


FIGURE  2.  Ischemic  injury  revealed  in  epicardial  EKGs 
obtained  shortly  after  induced  occlusion  from  sites  on  an- 
terior surface  of  dog  heart,  as  shown  schematically  at  left. 
Whereas  EKG  from  site  in  area  distal  to  occluded  vessel 
(lower  right)  shows  marked  S-T  segment  changes,  none 
are  seen  in  tracing  from  site  that  is  remote  from  injured 
zone  (upper  right).70 


termined  at  intervals  after  occlusion.  S-T  seg- 
ment elevation  of  over  2 mv.  fifteen  minutes  after 
ligation  of  the  coronary  artery  branch  signifies 
ischemic  injury  in  the  area  supplied.  The  number 
of  sites  with  S-T  elevation  further  defines  the  isch- 
emic area  (Fig.  2). 

The  usefulness  of  maps  of  S-T  segment  eleva- 
tion is  underscored  by  the  correlation  of  epicardial 
maps  with  the  CPK  (creatine  phosphokinase)  con- 
tent of  corresponding  tissue  segments.70-72  S-T 
segment  elevation  in  excess  of  2 mv.  is  associated 
with  a decrease  in  myocardial  CPK  activity  (Fig. 
3),  and  also  correlates  with  histologic  signs  of  ne- 
crosis twenty-four  hours  later.70-73  The  decrease 
in  myocardial  CPK  activity  reflects  the  mass  of 
dead  tissue  after  coronary  occlusion.40-74 

Positive  inotropic  agents,  such  as  isoproterenol, 
glucagon,  and  bretylium,  given  prior  to  a repeated 
occlusion  of  a branch  of  a coronary  artery,  in- 
creased the  severity  and  extent  of  ischemic  injury 
(Fig.  4). 70  Digitalis  in  the  nonfailing  heart  in- 
creased ischemic  injury,  whereas  in  the  depressed 
heart  it  diminished  the  extent  of  ischemic  injury.75 
Tachycardia  also  increased  the  severity  of  isch- 
emic injury,70  and  this  has  been  repeatedly  con- 
firmed.52-71 When  heart  rate  was  increased  by 
electrical  stimulation,  the  S-T  segment  elevation 
observed  was  less  than  was  achieved  with  isoprote- 
renol, showing  that  the  effects  of  this  agent  were 
partly  due  to  the  resultant  tachycardia  and  partly 
mediated  by  augmented  contractility.  Elevation 
in  arterial  pressure  produced  by  methoxamine 
infusion  decreased  the  severity  of  ischemic  injury, 
whereas  a reduction  in  blood  pressure  was  associ- 
ated with  increased  ischemic  injury.70  It  was  felt 
that  in  the  experimental  setting  used,  the  increase 
in  total  coronary  artery  flow  effected  by  the  rise  in 
arterial  pressure  outweighed  the  deleterious  effect 
of  augmented  myocardial  oxygen  consumption. 
However,  in  the  pharmacologically  depressed 
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FIGURE  3.  Panel  A shows  depression  of  myocardial  CPK 
activity  and  epicardial  S-T  segment  elevation.  Epicardial 
recordings  obtained  fifteen  minutes  after  coronary  artery 
occlusion  from  readily  identifiable  sites.  CPK  activity  was 
measured  in  homogenates  from  full  wall  specimens  ob- 
tained from  same  sites  twenty-four  hours  later,  and  is  ex- 
pressed on  logarithmic  scale.  Multiple  samples  were  ob- 
tained from  6 dogs.  Corresponding  symbols  represent 
samples  from  same  dog.  Panel  B depicts  depression  of 
myocardial  CPK  activity  after  administration  of  isoprotere- 
nol and  propranolol  in  animals  with  coronary  artery  occlu- 
sion. Data  from  multiple  samples  from  6 animals  given 
isoproterenol  and  from  6 animals  given  propranolol.  Line 
A:  regression  line  for  control  study  (see  panel  A),  (log 

CPK  = 1.269  to  0.065  ST;  r = -0.87).  Line  B:  regres- 
sion line  relating  S-T  segment  elevation  after  coronary  ar- 
tery occlusion  before  isoproterenol  given,  and  log  CPK 
from  myocardial  sites  that  showed  increased  S-T  segment 
elevation  during  isoproterenol  infusion  (log  CPK  = 1.080  to 
0.076  ST;  r = —0.80).  Thus,  in  animals  that  had  received 
isoproterenol,  depression  of  myocardial  CPK  activity  was 
greater  than  that  which  would  be  expected  from  S-T  seg- 
ment elevation  occurring  prior  to  isoproterenol  infusion. 
Line  C:  regression  line  for  S-T  segment  elevation  after 

coronary  artery  occlusion  before  propranolol  was  given 
and  log  CPK  from  corresponding  sites  twenty-four  hours 
later  (log  CPK  = 1.302  to  0.035  ST;  r = -0.53).  Thus,  in 
animals  that  had  received  propranolol,  depression  of  myo- 
cardial CPK  activity  was  less  than  that  which  would  be  ex- 
pected from  S-T  segment  elevation  occurring  prior  to  drug 
administration.70 

heart,  elevations  in  arterial  pressure  caused  small 
but  significant  increases  in  ischemic  injury,  postu- 
lated to  occur  because  myocardial  oxygen  require- 
ments rose  to  a greater  extent  than  coronary  per- 
fusion.75 

The  administration  of  propranolol  decreased 
the  area  of  ischemic  injury  as  judged  by  S-T  seg- 
ment elevations  and  the  area  of  depression  in  myo- 
cardial CPK  activity.70-71’76’77  (Figs.  5 and  6).  Not 
only  was  the  extent  and  severity  of  the  ischemic 
injury  reversible  for  up  to  three  hours  after  experi- 
mental coronary  occlusion,  but  also  an  increase  in 
injury  could  be  counteracted  by  the  subsequent 
and/or  simultaneous  use  of  propranolol.  Propran- 
olol might  therefore  be  of  value  in  limiting  isch- 
emic injury.  Other  properties  of  this  agent,  such 
as  reduction  in  platelet  adhesiveness,  bradycardic 
effect,  diminution  in  renin  secretion,  and  improve- 
ment of  myocardial  contractility  in  the  presence  of 


FIGURE  4 Counterpulsation  begun  after  three  hours  of 
maintained  occlusion  consistently  reduced  area  of  injury, 
as  shown  by  decrease  in  average  S-T  segment  elevation; 
moreover,  extension  of  injury  produced  by  isoproterenol 
could  be  offset  by  counterpulsation.  Response  of  one 
treated  dog  (Fig.  3)  suggests  possible  clinical  combination 
in  suitable  infarction  cases:  isoproterenol  to  elevate  car- 
diac output  plus  counterpulsation  to  counteract  increase  in 
myocardial  oxygen  consumption  isoproterenol  induced. 
(Reproduced  with  permission  from  Braunwald,  E.,  and 
Maroko,  P.  R.:  Hosp.  Practice  8:  68,  1973). 


compromised  coronary  flow,  may  well  also  be  de- 
sirable during  ischemic  episodes.78’79  Indeed, 
with  the  use  of  total  CPK  measurements,  propran- 
olol was  recently  again  reported  to  decrease  infarct 
size  in  the  conscious  dog.80  A preliminary  report 
of  a small  series  of  patients  with  uncomplicated 
myocardial  infarctions  suggests  that  propranolol 
may  be  useful  in  reducing  the  size  of  myocardial 
infarctions.81  Other  techniques,  such  as  the  use  of 
intra-aortic  balloon  counterpulsation,  have  been 
investigated  and  found  to  diminish  the  area  of 
ischemic  injury.82  As  sometimes  noted  with  pro- 
pranolol, sequential  combination  of  intra-aortic 
balloon  counterpulsation  with  another  agent  may 
reduce  the  extent  of  ischemic  injury  (Fig.  4). 

As  mentioned,  the  beneficial  or  deleterious  ef- 
fects of  the  agents  discussed  and  intra-aortic  bal- 
loon counterpulsation  on  extent  and  severity  of 
ischemic  injury  are  closely  related  to  their  effect 
on  myocardial  oxygen  consumption.  An  unfavor- 
able influence  of  a manuever  on  myocardial  oxy- 
gen balance  increases  the  area  of  ischemic  injury. 

These  concepts  were  extended  to  a consider- 
ation of  myocardial  energy  balance,  including  the 
delivery  and  fate  of  substrate  to  the  myocardium, 
and  to  factors  influencing  the  death  of  tissue  other 
than  energy  supply.  Restoration  of  coronary 
blood  flow,  by  releasing  a previously  tied  ligature 
on  a branch  of  a canine  coronary  artery,  was  found 
to  be  effective  in  preventing  myocardial  injury.83,84 
Fifty-seven  per  cent  of  sites  showing  S-T  segment 
elevation  were  histologically  normal  twenty-four 
hours  later.  The  extent  of  myocardial  necrosis 
was  assessed  one  week  later  and  indeed  was  strik- 
ingly reduced  in  animals  in  which  such  coronary 
reperfusion  was  accomplished. 

The  effect  of  hydrocortisone  50  mg.  per  kilo- 
gram given  intravenously  on  myocardial  infarct 
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FIGURE  5.  Influence  of  repeated  coronary  artery  branch 
occlusions  under  changes  induced  by  isoproterenol,  oua- 
bain, glucagon,  propranolol,  hypotension,  and  hyperten- 
sion on  average  S-T  segment  elevation  (ST)  after  occlu- 
sion. Bars  represent  standard  errors  of  mean.  Figures 
below  columns  indicate  number  of  experiments.70 


size  was  also  studied.85  Again,  epicardial  S-T  seg- 
ment elevation  fifteen  minutes  after  coronary  oc- 
clusion was  compared  to  myocardial  CPK  activity 
and  histologic  appearance  twenty-four  hours  later 
in  each  site.  In  the  treated  groups,  hydrocortisone 
was  given  either  at  thirty  minutes  after  coronary 
occlusion  or  at  six  hours  after  occlusion.  A sup- 
plementary dose  of  hydrocortisone  25  mg.  per  kilo- 
gram was  given  twelve  hours  after  occlusion.  The 
two  treated  groups  of  animals  showed  less  CPK 
depression  than  was  anticipated  from  the  S-T  seg- 
ment elevation  at  each  site.  Sites  with  S-T  seg- 
ment elevations  greater  than  2 mv.  in  the  control 
group  were  associated  with  histologic  changes  of 
necrosis  in  96  per  cent  of  specimens  taken  from 
underlying  tissue,  whereas  this  occurred  in  61  and 
63  per  cent  of  specimens  taken  from  tissue  in  the 
treated  groups.  Since  over  one  third  of  the  sites 
were  prevented  from  undergoing  necrosis,  it  was 
concluded  that  the  intervening  hydrocortisone 
treatment  was  protective  even  when  it  was  initiat- 
ed six  hours  after  coronary  occlusion.  Decreased 
autolysis  due  to  hydrocortisone-induced  stabiliza- 
tion of  lysosomal  membranes  was  thought  to  be 
the  mechanism  of  action  of  the  corticosteroid.86 

Recent  studies  have  shown  that  catecholamines 
are  released  after  acute  myocardial  infarction,  free 
fatty  acidemia  results  from  the  enhanced  lipolytic 
activity,  and  free  fatty  acids  may  be  harmful  to  the 
heart.  Myocardial  concentrations  of  both  free 
fatty  acids  and  myocardial  catecholamine  levels 
are  high  following  coronary  occlusion.  Of  itself, 
increased  delivery  of  free  fatty  acids  to  the  heart 
augments  myocardial  oxygen  needs,  independent 
of  any  associated  change  in  contractility.87  Per- 
haps 30  per  cent  of  the  increase  in  myocardial  oxy- 
gen consumption  caused  by  the  catecholamines  is 
attributable  to  the  energy  needs  of  free  fatty  acid- 
induced  metabolic  stimulation.88  Moreover,  free 
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FIGURE  6.  (A)  Schematic  representation  of  S-T  segment 

elevation  in  each  of  15  precordial  sites  after  occlusion 
alone,  occlusion  during  infusion  of  isoproterenol,  and  oc- 
clusion after  administration  of  propranolol.  Insert  is  sche- 
matic representation  of  heart  showing  occlusion  of  apical 
branch.  (B)  Experiment  from  group  of  animals  with  per- 
manent coronary  occlusion.  S-T  segment  elevation  de- 
creased spontaneously  but  reappeared  with  infusion  of 
isoproterenol.  This  S-T  segment  elevation  could  be  re- 
versed by  infusion  of  norepinephrine  (0.01  mg.  per  kilo- 
gram per  minute),  which  increased  mean  arterial  pressure 
from  104  to  125  mm.  Fig  (four  hours  after  occlusion)  or  by 
administration  of  propranolol  (1  mg.  per  kilogram)  four  and 
one-half  hours  after  occlusion.70 


fatty  acids,  quite  apart  from  a potential  arrhyth- 
mogenic  role,  depresses  myocardial  contractili- 
ty,89,90  a property  that  may  be  related  to  the  in- 
creased energy  demands  dictated  by  free  fatty  aci- 
demia.91 Indeed,  using  epicardial  lead  mapping, 
the  S-T  segment  elevation  observed  after  coronary 
occlusion  was  raised  by  free  fatty  acidemia.92  Iso- 
proterenol given  before  a repeated  occlusion  in- 
creased the  severity  and  extent  of  the  ischemic  in- 
jury, which  was  reduced  in  the  presence  of  beta- 
pyridyl-carbinol,  an  inhibitor  of  lipolysis.  Thus 
the  use  of  beta-pyridyl-carbinol  experimentally 
may  provide  a means  of  conserving  energy  from 
dissipation  in  noncritical  metabolic  pathways  to 
help  protect  ischemic  myocardium. 

Finally,  the  possibility  of  increasing  the  delivery 
of  energy-producing  substrates  to  myocardial  cells 
during  ischemia  with  the  use  of  hyaluronidase  was 
also  investigated.93  Epicardial  S-T  segment  ele- 
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FIGURE  7.  Graph  shows  percentage  of  myocardial  spec- 
imens having  S-T  segment  elevation  fifteen  minutes  fol- 
lowing occlusion  that  showed  necrosis  twenty-four  hours 
later.  In  control  group  most  specimens  (97  per  cent) 
were  necrotic.  In  animals  treated  by  variety  of  interven- 
tions, substantial  percentage  of  myocardium  was  spared. 
(Reproduced  with  permission  from  Braunwald,  E.,  and  Mo- 
roko,  P.  R.:  Hosp.  Pract.  8:  73,  1973). 
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FIGURE  8.  For  some  time  following  myocardial  ischemic 
injury,  as  drawing  suggests,  affected  heart  tissue  served 
by  occluded  coronary  arteries  consists  of  relatively  small, 
patchy  necrotic  zone  surrounded  by  zone  of  abnormal  yet 
still  viable  tissue  at  high  risk  of  further  irreversible  damage 
or  possibly  amenable  to  salvage  through  medical  or  surgi- 
cal interventions.  Goal  of  limiting  infarct  size  in  man  and 
thus  influencing  both  immediate  and  long-term  prognosis  in 
acute  infarction  now  being  actively  pursued.  It  has  al- 
ready been  learned  that  certain  interventions  have  a posi- 
tive, others  a negative,  effect  on  infarct  size.  (Repro- 
duced with  permission  from  Hosp.  Pract.  8:  61,  1973). 


of  free  fatty  acids.  During  oxygen  deprivation, 
anaerobic  glycolysis  may  produce  some  energy  for 
myocardial  function.95-97  Accordingly,  the  effects 
of  increasing  the  availability  of  glucose  and  poten- 
tially the  activity  of  anaerobic  pathways  was  stud- 
ied with  the  epicardial  mapping  technique.98 
Studies  were  undertaken  in  37  dogs  divided  into 
four  groups  treated  as  follows: 


vations  were  mapped  in  animals  given  hyaluron- 
idase  thirty  minutes  after  coronary  artery  ligation, 
and  subsequently  tissue  beneath  the  sites  of  S-T 
segment  elevation  was  analyzed  for  enzymatic  and 
histologic  changes.  A significant  reduction  in  the 
extent  and  severity  of  ischemic  damage  was  ob- 
served, consistent  with  the  view  that  depolymeri- 
zation of  hyaluronic  acid  improved  substrate  de- 
livery to  cells  (Figs.  7 and  8). 

Recently  the  epicardial  mapping  techniques  was 
modified  by  recording  S-T  segments  from  precor- 
dial sites. ' 1 In  this  way,  a noninvasive  method  for 
assessing  myocardial  injury  was  developed  using 
15  recording  sites  in  dogs  and  35  sites  in  man  (Fig. 
9).  This  technique  may  prove  to  be  a valuable 
clinical  tool,  although  the  precise  role  it  may  play 
is  not  yet  clearly  defined.94  ' 

GIK  reduces  infarct  size.  A number  of  stud- 
ies suggest  that  the  combination  of  glucose-insu- 
lin-potassium might  improve  myocardial  energy 
balance.  As  mentioned,  the  myocardium  normal- 
ly produces  energy  for  contraction  from  oxidation 


Group  1.  Control  infusion  of  normal  saline  begun 
thirty  minutes  after  experimental  coronary  occlusion 
(11  dogs),  and  epicardial  electrocardiograms  recorded 
periodically  fifteen  minutes  thereafter.  Twenty-four 
hours  later  transmural  specimens  analyzed  for  CPK 
concentration,  and  histologic  examination  by  light 
and  electron  microscopy  performed  on  tissue  sections. 
Group  2.  GIK  infusion  of  500  Gm.  glucose  per  liter, 
210  mEq.  KC1  per  liter  and  10  units  regular  insulin 
per  liter  begun  thirty  minutes  after  coronary  occlu  ■ 
sion  at  40  ml.  per  kilogram  per  twenty-four  hours  (14 
dogs)  and  examination  performed  as  in  Group  1. 
Group  3.  Glucose  infusion  containing  500  mg.  per 
liter,  begun  thirty  minutes  after  coronary  occlusion  at 
40  ml.  per  kilogram  per  twenty-four  hours  (6  dogs), 
and  examinations  as  in  Group  1. 

Group  4.  GIK  infusion  as  in  Group  2,  but  begun 
three  hours  after  coronary  occlusion,  and  adminis- 
tered with  1 mg.  per  kilogram  propranolol  intrave- 
nously (repeated  at  nine,  fifteen,  and  twenty-one 
hours  after  occlusion).  Examinations  performed  as  in 
Group  1. 

In  Group  1,  postocclusion  tachyarrhythmias 
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FIGURE  9.  (A)  Placement  of  15  precordial  electrodes  in 

dog.  (B)  Schematic  representation  of  35  electrode  set  on 
patient’s  chest.71 


were  frequent.  S-T  segment  elevation  bore  a con- 
stant relation  to  depressed  myocardial  CPK  values 
from  the  same  sites  twenty-four  hours  later  (Figs. 
6 and  10A);  95  per  cent  of  the  sites  examined  with 
normal  S-T  segments  showed  normal  histology, 
whereas  97  per  cent  of  sites  with  abnormal  S-T 
segment  elevation  showed  abnormal  histology 
compatible  with  ischemic  necrosis.  On  electron 
microscopic  examination,  these  sites  showed  de- 
pletion of  glycogen  granules,  mitochondrial  swell- 
ings, disruption  of  mitochondrial  membranes  and 
dilatation  of  the  cristae,  separation  and  hyperex- 
tension of  sarcomeres,  karyorrhexis,  and  margina- 
tion  of  nuclear  chromatin. 

In  Group  2,  that  received  GIK  solution,  the 
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FIGURE  10.  (A)  Relationship  between  S-T  segment  ele- 

vation fifteen  minutes  after  occlusion  with  CPK  activity  and 
histologic  changes  twenty-four  hours  later  in  an  experi- 
ment in  control  group.  (Left)  Schematic  representation  of 
the  anterior  surface  of  the  heart  (L.A.  = left  atrial  append- 
age; L.A.D.  = left  anterior  descending  coronary  artery). 
Shaded  area  represents  area  of  S-T  segment  elevation 
after  occlusion.  Circles  represent  sites  from  which  speci- 
mens were  obtained.  (Right)  Comparison  between  S-T 
segment  elevation  with  CPK  activities  and  histologic  analy- 
sis twenty-four  hours  later  in  the  same  sites.  (B)  Example 
of  experiment  in  group  given  GIK  infusion.  (Left)  Sche- 
matic representation  of  heart.  Shaded  area  represents 
area  of  S-T  segment  elevation  fifteen  minutes  after  occlu- 
sion; circles  represent  sites  from  which  specimens  were 
obtained.  (Right)  Comparison  between  S-T  segment  ele- 
vation fifteen  minutes  following  coronary  occlusion  and 
CPK  activity  and  histologic  changes  twenty-four  hours  later 
(GIK  infusion  was  started  fifteen  minutes  after  the  EKG  re- 
cordings). Note  that  sites  B,  D,  G and  H exhibited  S-T 
segment  elevations  but  only  slightly  reduced  CPK  activity 
and  normal  histology.98 


heart  rate  and  mean  arterial  pressure  were  no  dif- 
ferent from  what  was  observed  in  the  control 
group.  There  was  no  reduction  in  the  incidence  of 
arrhythmias,  and  glucose  and  K+  levels  were  high- 
er than  in  the  control  group.  Sites  with  the  same 
S-T  segment  elevations  showed  less  CPK  depres- 
sion than  did  the  control  group;  that  is,  the  slope 
of  the  regression  line  between  CPK  and  S-T  seg- 
ment elevation  was  lowered. 

Histologic  examination  showed  that  only  64  per 
cent  of  sites  with  abnormal  S-T  segment  eleva- 
tions were  associated  with  myocardial  necrosis 
(Fig.  10B).  In  the  GIK-treated  dogs  36  per  cent  of 
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sites  were  prevented  from  undergoing  necrosis, 
and  glycogen  depletion  was  spared.  In  addition, 
electron  microscopy  documented  a decrease  in  fre- 
quency of  such  changes  as  observed  in  Group  1. 

In  Group  3,  treated  with  glucose  solution  alone, 
depletion  of  CPK  activity  was  less  than  in  the  con- 
trols but  greater  than  in  the  GIK-treated  group 
(Fig.  7).  Thirty  per  cent  of  sites  in  which  S-T  seg- 
ment elevation  was  observed  were  protected  from 
subsequent  necrosis.  Glycogen  depletion  was  also 
less  than  observed  in  the  control  group  but  more 
than  noted  in  the  GIK-treated  animals.  Thus,  the 
protection  conferred  by  glucose  alone  was  interme- 
diate between  normal  saline  infusion  (control)  and 
GIK  infusion,  but  not  significantly  so. 

In  Group  4,  GIK  infusion  and  propranolol  were 
begun  three  hours  after  experimental  coronary  oc- 
clusion; 17  per  cent  of  the  specimens  with  S-T  seg- 
ment elevation  prior  to  the  infusion  were  histologi- 
cally normal  twenty-four  hours  later,  illustrating 
that  an  intervention  as  late  as  three  hours  after 
coronary  occlusion  may  be  beneficial. 

From  these  data,  it  is  clear  that  GIK  significant- 
ly reduces  the  degree  of  myocardial  damage  result- 
ing from  experimental  coronary  occlusion. 

Effect  on  myocardial  electrical  properties 

Introduction.  The  early  proponents  of  GIK 
solution  for  the  treatment  of  heart  disease  stressed 
the  need  for  “repolarizing”  the  injured  myocar- 
dium to  prevent  arrhythmias.1-28-99-100  Repolari- 
zation was  thought  to  effect  improvement  not  only 
in  the  electrocardiogram  but  also  in  the  patho- 
physiology and  pathologic  anatomy  of  several 
myocardial  lesions.101  Whether  this  is  actually 
true  has  certainly  not  been  proved  as  yet.  While 
the  evidence  reviewed  establishes  that  myocardial 
K+  is  indeed  lost  during  ischemia,  it  is  the  result  of 
the  biochemical  defect  rather  than  the  cause. 
Similarly,  while  resultant  membrane  hypopolari- 
zation  may  be  reflected  in  S-T  segment  shifts  in 
the  surface  electrocardiogram,  its  relation  to  the 
initiation  and  maintenance  of  lethal  arrhythmias 
is  less  clear.  To  assume  that  intracellular  myocar- 
dial K+  loss  is  a critical  factor  in  patient  survival, 
and  that  its  “replacement”  by  intravenous  GIK  so- 
lution will  ameliorate  this  situation  remains  pre- 
mature and  neglects  important  unproved  interven- 
ing relationships.  For  instance,  the  functional 
and  pathologic  changes  associated  with  chronic 
myocardial  K+  deficiency  in  the  presence  of  ade- 
quate oxygenation  are  entirely  different  from 
those  observed  in  studies  of  K+-depleted  ischemic 
and  hypoxic  myocardium.102’103  The  electrocar- 
diographic changes  noted  by  advocates  of  GIK  so- 
lution may  reflect  changes  in  Ki/K0  (intracellular 
and  extracellular  K+  activities)  and  may  not  close- 
ly mirror  changes  in  myocardial  redox  state.  As 
mentioned,  the  instantaneous  value  of  Kj/K0  at 
each  sarcolemmal  point  is  not  only  a function  of 


Kj/K„  before  an  ischemic  episode,  but  is  also  a 
function  of  time  and  washout  efficiency,  and  is 
further  dependent  on  many  intracellular  and  ex- 
tracellular metabolic  parameters.  Indeed,  al- 
though regional  hyperkalemia  in  the  adequately 
perfused  heart  can  reproduce  “ischemic”  electro- 
cardiographic changes  and  increase  myocardial 
vulnerability  to  ventricular  fibrillation,104-105  there 
is  no  direct  evidence  showing  that  GIK  solutions 
reverse  these  electrical  changes  in  the  twilight 
zone  surrounding  a myocardial  infarction.  This  is 
especially  true  when  one  considers  the  probable 
nonhomogeneous  nature  of  K+  loss  with  respect  to 
myocardial  site  and  passage  of  time.  Recently, 
based  on  voltage  clamp  data  and  analogical  com- 
putations, mechanisms  for  the  induction  of  ar- 
rhythmias other  than  disturbances  in  K+  flux  were 
shown  to  be  possible.106  In  addition,  patient  mor- 
tality rate  (or  the  incidence  of  arrhythmias  in  seri- 
ously ill  patients  with  advanced  heart  disease  and 
multiple  system  involvement)  remains  an  insensi- 
tive method  of  assessing  either  the  efficacy  of  GIK 
therapy  or  its  molecular  mechanism  of  action. 

In  this  section,  various  effects  of  the  GIK  com- 
bination on  electrical  properties  of  ischemic  myo- 
cardium will  be  discussed,  and  some  problems  re- 
quiring further  experimental  work  will  be  identi- 
fied. Finally,  the  evidence  for  and  against  a possi- 
ble reduction  in  the  incidence  of  ischemic  arrhyth- 
mias will  be  reviewed. 

Effect  of  GIK  on  transmembrane  action  po- 
tential. A substantial  literature  now  documents  a 
shortening  of  the  action  potential  duration  associ- 
ated with  anoxia  and/or  ischemia  in  heart  muscle 
of  laboratory  animals,107-111  and  of  man.112-114 
This  is  accompanied  by  a decrease  in  muscle  con- 
tractility and  has  been  attributed  to  K+  efflux 
during  anoxia,108-110  possibly  during  repolariza- 
tion, at  which  time  potassium  carries  outward  re- 
polarization current  during  the  action  potential. 
Substrate-free  media  and  the  metabolic  inhibitors 
iodoacetate,  2,4-dinitrophenol,  and  sodium  cya- 
nide also  shorten  the  action  potential  duration  as 
well  as  depress  contractility.  For  this  reason,  the 
relationship  between  glucose  metabolism  and 
shortening  of  the  action  potential  duration  was  in- 
vestigated in  human  papillary  muscles  excised 
during  open-heart  surgery.113  The  transmem- 
brane action  potential  was  recorded  in  media  con- 
taining 0,  5,  20,  and  30  mM.  glucose,  0.5  to  5 units 
per  milliliter  insulin,  and  either  equilibrated  with 
95  per  cent  oxygen  and  5 per  cent  carbon  dioxide 
or  95  per  cent  nitrogen  and  5 per  cent  carbon  diox- 
ide. After  exposure  to  a glucose-free  and  anoxic 
solution,  papillary  muscle  force  of  contraction  di- 
minished within  fifteen  minutes  and  the  action  po- 
tential shortened  fifteen  to  twenty  minutes  later 
(Fig.  11).  When  exposed  to  increasing  concentra- 
tions of  glucose,  depression  of  contractility  and  re- 
duction in  action-potential  duration  were  progres- 
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FIGURE  11.  Effect  of  glucose-free  Krebs-Ringer  solution 
and  anoxia  on  simultaneously  recorded  transmembrane 
action  potential  and  contraction  of  human  papillary  mus- 
cle. (A)  Control  in  oxygenated  Krebs-Ringer  solution  con- 
taining 20  mM.  glucose.  Arrow  marks  start  of  exposure 
of  muscle  to  glucose-free  solution  and  anoxia.  Subse- 
quent tracings  (B,  C,  D)  are  in  glucose-free  solution  and 
anoxia  at  intervals  shown  at  top  of  each  tracing.  Calibra- 
tion is  indicated.  Note  shortening  of  action  potential  dura- 
tion and  contraction  in  glucose-free  solution  and  anoxia.113 
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FIGURE  12.  Effects  of  various  concentrations  of  glucose 
in  presence  of  anoxia  on  action  potential  duration  (APD) 
and  contraction  of  human  papillary  muscle  with  respect  to 
time.  Values  expressed  as  percentage  change  from  con- 
trol in  20  mM.  glucose,  with  02  taken  as  100  per  cent. 
Note  marked  reduction  in  APD  and  contraction  in  absence 
of  glucose,  as  compared  with  less  marked  changes  in 
presence  of  glucose.  Vertical  bars  represent  standard 
error.113 


C 

FIGURE  13.  (A)  Effects  of  various  concentrations  of  glu- 

cose on  simultaneously  recorded  transmembrane  action 
potential  and  contraction  of  human  papillary  muscle  from 
single  experiment.  (A,  D)  Control  in  oxygenated  Krebs- 
Ringer  solution  containing  20  mM.  glucose;  (B,  E)  after 
ninety  minutes  in  glucose-free  solution  and  anoxia;  (C,  F) 
after  thirty  minutes  in  20  and  30  mM.  glucose,  respective- 
ly, under  anoxia.  Note  reversal  of  effect  of  glucose-free 
solution  and  anoxia  on  APD  and  contraction  by  glucose. 
Calibration  is  indicated.  (B)  Effect  of  insulin  on  simulta- 
neously recorded  transmembrane  potential  and  contrac- 
tion of  muscle  in  absence  of  glucose  and  anoxia  (from  sin- 
gle experiment).  (A)  Control  in  oxygenated  Krebs-Ringer 
solution  containing  20  mM.  glucose;  (B)  after  ninety  min- 
utes in  glucose-free  solutions  and  anoxia;  (C)  after  thirty 
minutes  in  insulin  (1  microgram  per  milliliter)  in  the  pres- 
ence of  glucose-free  solution  and  anoxia.  Note  that  insu- 
lin did  not  increase  APD  and  contraction.  Calibration  is 
shown.  (C)  Effect  of  insulin  on  APD  and  contraction  of 
muscle  in  presence  of  glucose  and  anoxia.  (A)  Control 
tracing  in  oxygenated  Kregs-Ringer  solution  containing  20 
mM.  glucose  (at  arrow  2,  glucose  was  added  in  the  bath  to 
make  a concentration  of  20  mM.);  (C)  thirty  minutes  later 
(at  arrow  3,  insulin  was  added  in  bath);  (D)  thirty  minutes 
rater.  Note  increase  in  APD  and  contraction  with  insulin  in 
presence  of  glucose  and  anoxia.113 


sively  lessened  (Fig.  12).  After  equilibration  in 
glucose-free  anoxic  medium,  the  addition  of  glu- 
cose proportionally  lengthened  the  action-poten- 
tial duration  and  increased  the  depressed  over- 
shoot and  resting  membrane  potential  (Fig.  13A). 
The  addition  of  insulin  alone  to  the  depressed 
preparation,  in  the  absence  of  glucose,  could  not 


restore  any  of  the  electrophysiologic  parameters 
(Fig.  13B).  However,  when  insulin  was  added  to 
the  anoxic  preparation  in  the  presence  of  glucose, 
the  electrophysiologic  effects  of  anoxia  were  abol- 
ished (Fig.  13C). 

These  studies  suggest  that  when  glycogen  and 
ATP  stores  are  depleted  in  the  hypoxic  heart  mus- 
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cle,  a low  glucose  concentration  in  the  bath  could 
not  provide  enough  energy  via  anaerobic  pathways 
to  maintain  the  action  potential  or  sustain  con- 
traction. The  studies  of  Morgan  et  al.  115-118  dem- 
onstrate that  during  anoxia-induced  anaerobic  gly- 
colysis, heart-muscle  uptake  of  glucose  is  a func- 
tion of  external  glucose  and  insulin  concentrations. 
Certain  glycolytic  enzymes  are  stimulated  during 
anoxia,118  allowing  greater  energy  production  via 
anaerobic  metabolism.  These  data  are  also  in 
agreement  with  the  improvement  in  both  electrical 
and  mechanical  performance  of  an  anoxic  Langen- 
dorf  heart  preparation.119  It  appears  that  the 
ability  of  the  heart  to  survive  anoxia  depends  on 
its  glycogen  content,  which  may  be  increased  by 
glucose  and  insulin.96,115,120-125  Finally,  oxidative 
phosphorylation  is  stimulated  along  with  heart 
performance  by  GIK  in  combination.28 

Specific  relation  of  GIK-induced  changes  in 
action  potential  to  metabolism  in  anoxic  heart 
muscle.  The  association  of  anoxic  changes  of  the 
action  potential  with  substrate-free  media  and 
metabolic  inhibitors,  reversal  with  glucose  (con- 
centration-dependent) and  glucose-insulin,  and 
lack  of  beneficial  effect  of  insulin  in  substrate-free 
bath  pointed  toward  a stimulation  of  anaerobic 
metabolism  by  glucose,  thus  providing  additional 
energy  for  maintenance  of  myocellular  function, 
sufficient  to  maintain  the  action  potential.  How- 
ever, since  individual  enzyme  activities  and  con- 
centrations of  intermediary  substrates  were  not 
measured,  direct  proof  of  this  mechanism  was 
lacking.  In  early  experiments,  the  effect  of  glu- 
cose could  be  partially  duplicated  by  similar  con- 
centrations of  2-deoxyglucose  and  xylose  but  not 
by  sucrose,  thus  eliminating  an  osmotic  effect  as  a 
possible  mechanism.  On  the  other  hand,  since  2- 
deoxyglucose  and  xylose  were  not  metabolized, 
their  actions  did  not  seem  to  be  related  to  interme- 
diary metabolism.  However,  because  these  sugars 
were  transported  by  the  glucose-transport  sys- 
tem,126-128 the  possibility  arose  that  activation  of 
the  glucose-transport  system  might  reduce  the 
rate  of  K+  efflux  and  thereby  exert  an  effect  on 
the  action  potential.107  The  decrease  in  action- 
potential  duration  during  anoxia  was  proposed  to 
be  a result  of  rapid  repoiarization  from  an  increase 
in  the  rate  of  potassium  efflux  during  repoiariza- 
tion.110-129-130  Glucose  was  thought  to  reduce  the 
rate  of  K+  efflux  and  thereby  widen  the  action  po- 
tential. For  this  to  occur,  the  carrier  transporting 
glucose  through  the  sarcolemma  and  potassium 
out  of  the  cell  would  have  to  be  identical.  If  this 
were  so,  when  the  glucose  concentration  in  the  me- 
dium was  low,  all  glucose  entering  the  piyocyte 
would  be  metabolized,  and  the  empty  carrier 
would  be  available  at  the  inner  surface  of  the  sar- 
colemma. In  the  presence  of  high  glucose  concen- 
trations, glucose  might  accumulate  intracellularly. 
Similarly,  nonmetabolizable  sugars  might  accumu- 


late within  the  cell  when  present  in  the  extracellu- 
lar medium.  In  both  instances,  a back  transport 
of  sugar  would  occupy  limited  carriers,  reducing 
those  available  for  outward  K+  flux.  This  view 
was  supported  by  the  finding  that  epinephrine  in- 
creased action  potential  duration,  and,  from  simul- 
taneous inhibition  of  hexokinase,  could  increase 
intracellular  “free”  glucose.126  To  further  delin- 
eate the  relationship  between  the  electrophysiolo- 
gic  actions  of  glucose  and  insulin,  an  extended  se- 
ries of  experiments  with  the  nonmetabolizable 
sugars  D-xylose,  2-deoxyglucose,  arabinose,  3-0- 
methylglucose,  D-galactose,  L-glucose,  and  alpha- 
methyl-D-glucoside  were  performed.131  None  of 
the  sugars  could  duplicate  the  effect  of  glucose  on 
the  abbreviated  action  potential.  Moreover,  the 
action  potential  duration  was  directly  related  to 
the  glucose  concentration  in  the  medium  regard- 
less of  the  level  of  oxygenation.  In  fact,  the  action 
potential  could  be  maintained  for  many  hours  by  a 
glucose  concentration  of  50  mM.  in  the  complete 
absence  of  oxygen.  Following  reduction  of  the  ac- 
tion-potential duration  in  the  presence  of  5 mM. 
glucose,  increasing  the  concentration  to  50  mM. 
uniformly  restored  % the  action  potential 
length.  Interestingly,  the  sensitivity  of  a 
given  papillary  muscle  to  the  actions  of  the  low 
glucose  concentrations  increased  with  repeated  in- 
cubation periods  in  media  containing  5 mM.  glu- 
cose, most  likely  from  a number  of  factors  progres- 
sively reducing  metabolic  activity.  Phlorizin,  a 
specific  inhibitor  of  glucose  transport,132,133  com- 
petitively interfered  with  the  effect  of  glucose  on 
the  action  potential  duration,  while  insulin  pre- 
vented or  reversed  the  effect  of  phlorizin. 

Norepinephrine,  epinephrine,  and  isopropylnor- 
epinephrine  increased  the  shortened  action  po- 
tential duration  in  media  containing  5 mM.  glu- 
cose coincident  with  an  increase  in  contractility. 
When  iodoacetate  and  2-deoxyglucose  were  added, 
isopropylnorepinephrine  increased  contractile 
force  but  failed  to  restore  the  abbreviated  action 
potential  duration.  This  is  consistent  with  the 
view  that  the  effect  of  the  catecholamines  on  the 
action  potential  is  more  dependent  on  glycolysis 
than  is  the  positive  inotropic  action  in  this  experi- 
mental setting.  However,  it  is  now  appreciated 
that  the  electrophysiologic  changes  effected  by  the 
catecholamines  are  mediated  in  a complex  fash- 
ion.134 Both  the  availability  of  intracellular  aden- 
yl  cyclase  and  calcium  ion  in  the  interstitium  are 
involved  in  the  lengthening  of  the  plateau  of  the 
action  potential.135,136  Indeed,  even  oscillation  of 
intracellular  cyclic  AMP  (adenosine  monophos- 
phate) concentration  during  the  contraction  cycle 
has  been  recently  described.137  Aminophylline 
produces  changes  in  the  reduced  action  potential 
duration  similar  to  those  caused  by  the  catechol- 
amines. 

These  data  support  the  proposal  that  anaerobic 
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metabolism  utilizing  either  glycogen  or  exogenous 
glucose  is  capable  of  maintaining  normal  trans- 
membrane electrical  activity  in  papillary  muscles. 
Since  the  energy  requirements  of  myocardial  elec- 
trical activity  are  relatively  small,  this  is  not  sur- 
prising.138 The  sympathomimetic  amines,  by 
stimulation  of  adenyl  cyclase  and  elevating  cyclic 
AMP  levels,  would  promote  phosphorylase  activity 
and  glycogenolysis.  Similarly,  aminophylline,  by 
phosphodiesterase  inhibition  and  consequent  ele- 
vation in  cyclic  AMP  levels,  would  be  expected  to 
produce  a similar  effect  on  the  action  potential  du- 
ration, which  is  actually  the  case.  This  evidence 
indirectly  supports  the  notion  that  the  effect  of 
the  catecholamines  on  action  potential  duration  is 
mediated  at  some  level  by  glycolysis. 

Unfortunately,  insulin  had  little  or  no  effect  on 
the  abbreviated  action  potential  duration  in  the 
absence  of  oxygen,  or  on  the  effect  of  glucose  on 
the  action  potential  duration.131  In  the  light  of 
the  studies  previously  cited  showing  that  insulin  in 
fact  augments  glucose  transport,115-118  this  lack  of 
insulin  effect  was  disturbing.  Possibly  the  fact 
that  insulin-induced  glucose  uptake  was  associated 
with  glycogen  synthesis,139  141  whereas  augmented 
glucose  uptake  from  an  increased  extracellular 
concentration  was  directly  metabolized,  may  pro- 
vide an  explanation.  More  likely,  however,  glu- 
cose transport  was  not  rate  limiting  at  the  time 
when  insulin  was  employed. 

Recently,  these  results  have  been  amply  con- 
firmed,112142’143 and  the  effects  of  ouabain  and 
calcium  on  the  action  potential  duration  of  human 
papillary  muscles  were  studied.  Glucose  length- 
ened the  anoxia-induced  abbreviated  action  po- 
tential duration  as  described,  and  the  effect  could 
be  increased  or  decreased  by  low  or  high  doses  of 
ouabain  respectively.112  This  phenomenon  was 
thought  to  be  related  to  a stimulation  and  depres- 
sion of  membrane  ATPase  by  ouabain.  Further, 
the  shortening  of  the  action  potential  duration 
brought  about  by  ouabain  alone  was  maximized  by 
nonoxygenated  glucose-free  media  and  metabolic 
inhibitors.142  In  the  presence  of  these  inhibitors 
of  glycolysis,  however,  no  positive  inotropic  effect 
of  ouabain  was  observed.  These  data  show  that 
energy  is  required  for  the  ouabain  effect  on  con- 
tractility, but  also  supports  the  interpretation  of 
data  on  actions  of  glucose  and  insulin  previously 
discussed.  In  reviewing  these  data  it  is  important 
to  note  that  the  electrophysiologic  actions  of  digi- 
talis are  not  simple  and  involve  primary  alter- 
ations in  the  sarcolemmal  Na+,  K + -ATPase. 138,144 
As  such,  potassium,  sodium,  calcium,  and  electri- 
cal properties  of  the  sarcolemma,  T-tubules,  and 
sarcoplasmic  reticulum  are  necessarily  involved. 
The  binding  of  digitalis  to  ATPase,145  the  uptake 
of  digitalis  by  myocardium,145  and  the  onset  of  its 
inotropic  action146-147  are  slowed  by  elevated  ex- 
tracellular Kf  activities.  Therefore,  the  possibili- 


ty exists  that  some  interaction  between  altered  K4 
metabolism  by  the  papillary  muscle  in  nonoxygen- 
ated, glucose-free  medium  and  ouabain  modified 
the  recorded  data  to  some  extent. 

Relation  of  GIK-induced  changes  in  action 
potential  in  anoxic  muscle  to  K+  efflux.  Hyp- 
oxia148-150 and/or  ischemia151-155  produce  a net 
loss  of  K+  from  heart  muscle.  Progressive  intra- 
cellular depletion  of  K+  results  in  a shortened  and 
increased  slope  of  phase  2 of  the  action  potential 
to  decrease  its  duration,  effect  partial  depolariza- 
tion (|Em|  |),  slow  the  upstroke  (phase  0)  of  the  ac- 
tion potential  (dV/dt),  and  reduce  the  amplitude 
of  the  action  potential.  The  effective  refractory 
period,  a function  of  the  action  potential  duration, 
is  also  abbreviated.  Ischemia  and  hypoxia,  as  dis- 
cussed, also  shorten  action  potential  duration112- 
114  and  the  refractory  period,155-157  increase  the 
slope  of  the  downstroke  (phase  2)  of  the  action  po- 
tential, hypopolarize  the  heart-cell  membrane,113 
and  decrease  the  rate  of  rise  of  phase  0 of  the  ac- 
tion potential.157  It  was  therefore  not  unreason- 
able that  these  electrophysiologic  changes  associ- 
ated with  ischemia  and  hypoxia  were  postulated  to 
result  from  net  intracellular  K+  loss  from  the  myo- 
cardium.108,110 Since  glucose  or  glucose  and  insu- 
lin could  reverse  the  electrophysiologic  abnormali- 
ties of  glucose-free  nonoxygenated  medium  on  pa- 
pillary muscles,107,113,131,157  was  this  action  me- 
diated by  an  energy-dependent  K+-conserving 
mechanism  by  the  myocyte?  If  so,  what  would  be 
the  effect  and  advantage  of  administering  exoge- 
nous K+? 

Decreased  efflux  of  K+  occurs  in  response  to  hy- 
perglycemia under  hypoxic  conditions.151  A mon- 
otone relationship  exists  between  the  action  po- 
tential duration,  ATP  content,  lactate  production, 
and  severity  and  duration  of  anoxia  (Fig.  14  A,  B, 
and  C).  Following  anoxic  incubation  of  heart 
muscles,  intracellular  K+  declined  in  proportion  to 
the  decline  in  ATP  content,  lactate  produced,  and 
abbreviation  of  action-potential  duration  (Fig. 
14D).158  Moreover,  this  effect  was  more  marked 
in  ventricular  muscle,  probably  because  of  rela- 
tively greater  glycogen  stores  in  atrial  muscle,  con- 
ferring greater  resistance  to  anoxia.  Such  net  K+ 
loss  occurred  from  a decrease  in  the  rate  of  influx 
rather  than  an  increased  rate  of  efflux  from  the 
cell.110,129,130,149  Since  K+  uptake  was  an  energy- 
dependent  process,  the  greater  energy  production 
of  anoxic  atrial  muscle  as  compared  with  anoxic 
ventricular  myocardium  could  account  for  its 
higher  rate  of  K+  influx.  A greater  glucose  con- 
centration (50mM.)  in  the  medium  significantly 
slowed  net  myocardial  K+  loss  (Fig.  14D). 129,158 

These  data  prove  that  intracellular  K+  concen- 
tration is  maintained  by  an  energy-dependent  pro- 
cess. The  resting  potential  of  anoxic  ventricular 
muscle  has  been  separated  into  two  components, 
one  dependent  on  the  equilibrium  potential  of  K+ 
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FIGURE  14.  (A)  Decline  of  action  potential  duration  (APD) 

in  (•)  atrial  muscle  and  (O)  papillary  muscle  incubated 
under  anoxic  conditions  in  5 mM.  glucose  medium.  Con- 
trol action  potential  duration  recorded  following  a one-hour 
aerobic  incubation.  Each  point  represents  mean  value 
from  6 muscles.  Vertical  bars  are  S.E.M.  (B)  ATP  con- 
tent of  guinea  pig  cardiac  muscle  during  one-hour  aerobic 
incubation  (G50O2)  and  subsequent  one-hour  anoxic  incu- 
bation in  5 mM.  glucose  medium  (G5N2).  Mean  ± Stan- 
dard Error,  n = 8 to  12.  (O)  from  atrial  muscle  (•)  from 
ventricular  muscle.  (C)  Lactate  production  (micrograms 
per  mol/g  wet  tissue/h)  of  guinea  pig  atrial  (a)  and  ventric- 
ular (b)  muscle  incubated  under  anoxic  conditions  in  either 
(•)  5 mM.  glucose  medium  (G5N2)  or  (O)  glucose-free  me- 
dium (G0N2).  Mean  ± Standard  Error,  n = 8.  (D)  Intra- 
cellular potassium  concentration  of  guinea  pig  cardiac 
muscle  during  anoxic  incubation.  Values  at  zero  hours 
were  determined  after  an  initial  one-hour  aerobic  incuba- 
tion. Atrial  muscle  (open  symbols)  and  ventricular  muscle 
(filled  symbols)  were  incubated  for  three  hours  under  anox- 
ic conditions  in  either  (circles)  5 mM.  (G5N2)  or  (squares) 
50  mM.  (G50N2)  glucose  medium.  Mean  ± Standard 
Error,  n = 9. 158 

alone,  Ek+,  and  the  other  on  active  electrogenic  so- 
dium pumping.159  Therefore,  maintenance  of  in- 


tracellular K+  concentration  is  primarily  depen- 
dent on  active  ion  transport. 

The  ability  of  ouabain,  a potent  inhibitor  of  car- 
diac Na+,  K+-ATPase,  to  attenuate  the  ability  of 
glucose  to  lengthen  the  abbreviated  action  poten- 
tial of  anoxic  myocardium  has  been  mentioned.112 
The  need  for  energy  within  the  myocyte  for  the  ex- 
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CONTROL  ANOXIA  K Cl  (2mM) 


FIGURE  15.  Effects  of  elevated  concentrations  of  KCI  on 
transmembrane  potentials  of  papillary  muscles  preincubat- 
ed in  nonoxygenated  normal  Krebs-Ringer  solution.  (A) 
Control  in  oxygenated  normal  Krebs-Ringer  solution;  (B) 
After  sixty  minutes  in  nonoxygenated  normal  Krebs-Ringer 
solution;  (C)  After  fifteen  minutes  in  nonoxygenated  Krebs- 
Ringer  solution  containing  an  additional  2 mM.  KCI.  Other 
notations  as  in  Figure  II.157 

pression  of  ouabain’s  positive  inotropic  action  is 
well  established.142  Inhibition  of  sarcolemmal 
Na+,  K+-ATPase  increases  the  intracellular  sodi- 
um pool  and  decreases  net  intracellular  K+  con- 
tent. Even  in  the  presence  of  added  sufficient  sub- 
strate (glucose),  chemical  inhibition  of  this  enzyme 
by  ouabain  precludes  replenishment  of  intracellu- 
lar K+  and  its  electrophysiologic  correlate,  restora- 
tion of  the  action-potential  duration.  Similarly, 
the  reduction  in  action-potential  duration  and 
augmented  contractility  observed  in  human  papil- 
lary KCl-free  solution  may  be  due  to  inhibition  of 
membrane  ATPase.  Stimulation  of  Na+,  K+- 
ATPase  by  rubidium  chloride  produces  an  in- 
creased duration  of  the  cardiac  action  potential, 
conduction  delay,  and  muscle  inexcitability,  in  as- 
sociation with  a decrease  in  the  force  of  contrac- 
tion.114 The  widened  action  potential  is  presum- 
ably caused  by  net  accumulation  of  intracellular 
K+.  While  the  precise  reasons  for  variation  in 
contractility  are  beyond  the  scope  of  this  review, 
inhibition  of  Na+,  K+-ATPase  probably  leads  to 
augmented  exchange  of  intracellular  sodium  for 
extracellular  calcium  and  hence  provides  a greater 
intracellular  calcium  concentration  for  the  initia- 
tion of  contraction.160 

The  hypothesis  that  lack  of  high  energy  sub- 
strate for  this  ATPase  and  slowing  of  the  Na+,  K+ 
pump  is  responsible  for  ischemic  intracellular  K + 
loss  and  its  electrophysiologic  correlate  has  been 
proposed  by  several  investigators.161  Recently, 
however,  Schwartz  and  colleagues162  showed  that 
the  initial  K+  loss  of  ischemic  myocardium  was  not 
accompanied  by  depressed  Na+,  K+-ATPase  ac- 
tivity, whereas  several  days  later,  the  function  of 
this  enzyme  was  impaired.  These  investigators 
concluded  that  diminution  of  Na+,  K+-ATPase  ac- 
tivity need  not  have  been  the  cause  of  immediate 
potassium  loss  at  a time  when  contractility  was  se- 
verely reduced,  but  that  restoration  of  intracellu- 
lar K+  levels  during  recovery  from  ischemia  was 
indeed  dependent  on  adequate  Na+,  K + -ATPase 
function. 

Effect  of  KCI  on  the  action  potential  of  an- 
oxic/ischemic heart  muscle.  The  effect  of  add- 
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+ KCI  ( 2 mMI  + KCI  (2mM) 


FIGURE  16.  Combined  effects  of  glucose,  insulin,  and 
KCI  on  transmembrane  potentials  of  papillary  muscles 
preincubated  in  nonoxygenated  glucose-free  Krebs-Ringer 
solution;  (A)  control  in  oxygenated  normal  Krebs-Ringer 
solution;  (B)  after  sixty  minutes  in  nonoxygenated  glucose- 
free  Krebs-Ringer  solution;  (C)  and  (D)  after  fifteen  and 
thirty  minutes,  respectively  in  nonoxygenated  Krebs-Ringer 
solution  containing  50  mM.  glucose,  40  micrograms  per 
milliliter  of  insulin,  and  6.5  mM.  KCI.  Other  notations  as  in 
Figure  II.157 


ing  K+  to  papillary  muscles  in  nonoxygenated 
Krebs-Ringer  solutions  was  recently  studied  (Fig. 
15A).157  As  before,  anoxia  and  a low  glucose  con- 
centration produced  shortening  of  the  action-po- 
tential duration  and  effective  refractory  period 
(Fig.  15B).  Two  mM.  of  KCI  further  shortened 
the  action  potential  duration  and  effective  refrac- 
tory period,  further  decreased  the  resting  trans- 
membrane potential  (l|Em|),  and  further  de- 
pressed the  rate  of  rise  in  phase  0 of  the  action  po- 
tential (Fig.  15C).  While  exposure  of  anoxic  pa- 
pillary muscles  sequentially  from  glucose-free 
media  to  media  containing  50mM.  glucose  or  glu- 
cose and  insulin  restored  the  abbreviated  action 
potential,  the  exposure  of  muscles  to  glucose 
(50mM.),  insulin  (40  units  per  milliliter),  and  KCI 
(2mM.)  produced  a lengthening  of  action  potential 
duration  (Fig.  16).  These  changes  were  less  than 
the  changes  produced  by  either  glucose  alone  or 
glucose  and  insulin  together.  Rate  of  rise  of  phase 
0 of  the  action  potential,  however,  was  further  re- 
duced by  the  combination  of  glucose,  insulin,  and 
K+. 

These  data  suggested  that  K+  hindered  the  ac- 
tions of  glucose  and  insulin  on  the  abbreviated  ac- 
tion potential  in  anoxic  heart  muscle.  According- 
ly, the  elimination  of  K+  from  the  combination 
GIK  was  advised,  and  it  was  further  proposed  that 
the  ineffectiveness  of  polarizing  solution  might  be 
related  to  an  increase  in  incidence  of  arrhythmias 
due  to  the  ill  effects  of  K+.157  Such  a view  is  to  be 
contrasted  with  those  of  other  workers,  who  stress 
the  antiarrhythmic  actions  of  K+  but  in  a com- 
pletely different  setting.163-165 

Nonetheless,  the  ability  of  KCI  to  shorten  the 
action  potential  duration  and  refractory  period, 
decrease  the  resting  transmembrane  potential,  and 
depress  the  rate  of  rise  of  phase  0 (dV/dt)  of  the 
action  potential  is  well  known.166-169  Such  experi- 
ments are  similar  to  the  study  described  previous- 
ly in  that  the  extracellular  K+  concentration  is 
acutely  raised.  Under  these  circumstances  the 
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ratio  on  which  transmembrane  potential  depends 
([K]j/[K|0)  decreases  due  to  an  increase  in  the  de- 
nominator. Surawicz170  mentions  that  “there  is 
no  evidence  that  loading  with  K+  and  increasing 
the  extracellular  K+  concentration  will  apprecia- 
bly alter  the  intracellular  K+  of  normal  myocar- 
dium.” 170  During  anaerobic  metabolism  this  re- 
lationship changes,  hut  perhaps  as  much  as  45  per 
cent  of  tissue  intracellular  K4  is  nonexchangeable 
and  therefore  may  be  independent  of  extracellular 
K4  levels.171  Indeed,  myocardial  loss  of  K+  dur- 
ing ischemia  is  simulated  by  regional  hyperkale- 
mia during  which  KC1  is  infused  into  a given  coro- 
nary artery.104’105*172 

Effect  of  GIK  on  arrhythmias 

Theory  and  mechanism:  local  action  of  K' 

alone.  Cardiac  arrhythmias  are  initiated  and 
maintained  by  either  disorders  of  impulse  forma- 
tion, impulse  conduction,  or  both  occurring  simul- 
taneously.173 Localized  loss  of  intracellular  K + 
during  myocardial  ischemia  lowers  the  ratio  (K]j/ 
[K]„,  with  the  following  consequences: 

1.  Conduction  velocity  may  first  increase  but  then 
decreases  due  to  the  reduced  Em  (may  reverse  at 
higher  K+  levels  and  |dV/dt). 

2.  Excitability  may  increase. 

3.  Membrane  responsiveness  mav  increase  due  to 
IdV/dt. 

4.  Repolarization  is  accelerated  because  of  increased 
K4  permeability,  thereby  shortening  action-po- 
tential duration  and  refractory  period  and  predis- 
posing to  reentrant  rhythms. 

5.  Automaticity  is  depressed  secondary  to  decreased 
slope  of  phase  4 depolarization  (may  reverse  at 
higher  K4  levels). 

Based  on  the  complex  and  simultaneous  actions 
an  alteration  in  K+  gradient  may  bring  about  at 
the  cellular  level,  the  mechanisms  of  arrhythmia 
formation  during  regional  hyperkalemia  were  in- 
vestigated in  the  dog.172  This  technique,  pre- 
viously mentioned,104’105  reproduces  the  arrhyth- 
mias seen  after  acute  myocardial  infarction  fol- 
lowing experimental  coronary  artery  ligation  and 
may  serve  as  a useful  model.  Two  features  of  this 
model  are  of  special  interest:  (1)  the  relative 

changes  in  electrical  properties  of  the  inner  and 
outer  ventricular  wall  and  the  free-running  fasc- 
icles monitored  by  extracellular  electrodes;  and  (2) 
the  associated  changes  in  cation  content.  Isotonic 
KC1  was  infused  at  0.5  to  2 ml.  per  minute  into  the 
left  anterior  descending  or  the  left  circumflex  cor- 
onary artery  of  37  anaesthetized  dogs.  Conduc- 
tion was  monitored  with  His  and  left  bundle 
branch  recording  catheters  and  with  bipolar  elec- 
trodes at  endocardial  and  epicardial  levels  in  the 
perfused  zone.  RS-T  segments  rose  progressively 
in  the  perfused  area  despite  normal  coronary 
blood  flow,  along  with  local  shortening  of  the  RS- 


T segment.  These  RS-T  elevations  were  attrib- 
uted both  to  a baseline  shift  due  to  differences  in 
Em  between  perfused  and  nonperfused  areas,  that 
is,  a diastolic  injury  current,  and  differences  in 
amplitudes  of  action  potential  between  ischemic 
and  partially  depolarized  tissue  and  normally  per- 
fused tissue. 

“Unstable”  ventricular  extrasystoles  arose,  pro- 
gressed to  ventricular  fibrillation  within  twenty 
minutes,  and  were  frequently  coupled.  His-Q  and 
bundle  branch  conduction  times  were  not  altered 
by  regional  perfusion,  but  the  QRS  complex  was 
locally  prolonged.  Attempts  to  induce  repetitive 
ventricular  responses  with  pacing  stimuli  delivered 
to  either  endocardium  or  epicardium  were  unsuc- 
cessful when  applied  during  RS-T  elevation  just 
before  arrhythmia,  suggesting  that  enhanced  exci- 
tability was  not  present.  Intramural  electrodes 
showed  increasing  conduction  delay  in  the  per- 
fused regions,  and  epicardial  depression,  more  se- 
vere than  endocardial,  preceded  significant  ar- 
rhythmias, especially  ventricular  fibrillation  (Fig. 
17A  and  B).  This  disproportionate  epicardial 
block  was  of  the  magnitude  of  2:1  or  greater  of  in- 
tramural block.  The  Q-T  interval  shortened  in 
the  perfused  area,  indicating  that  not  only  slowing 
of  conduction  but  local  earlier  repolarization  also 
might  have  contributed  to  the  production  of  un- 
stable ventricular  premature  beats.  Moreover,  ep- 
icardial activation  preceded  endocardial  activation 
during  these  extrasystoles  in  perfused  regions,  re- 
versing the  normal  endocardial-epicardial  activa- 
tion route  and  identifying  the  ectopic  complexes  as 
intramyocardial  in  origin  (Fig.  17C).  Myocardial 
K4  and  water  content  were  determined,  and  al- 
though water  content  was  homogeneous  through- 
out the  ventricular  wall,  tissue  concentrations  of 
K+  were  significantly  higher  in  the  epicardium 
than  in  the  endocardium.  While  a specific  reen- 
trant pathway  could  not  be  identified  with  the  use 
of  needle  electrode  recordings  in  a three-dimen- 
sional electrical  network,  epicardial  conduction 
delay  was  sufficient  to  allow  reentry  of  the  delayed 
impulse  through  normal  areas  in  which  repolariza- 
tion had  already  been  competed.  Through  such  a 
reentrant  mechanism,  serious  unwanted  tachyar- 
rhythmias may  be  precipitated  (Fig.  18). 174 

Although  the  conduction  delay  in  the  outer  wall 
was  greatest  where  Purkinje  fibers  were  ab- 
sent,175’176 the  role  of  the  Purkinje  network  in  the 
hypothesized  reentry  pattern  could  not  be  deter- 
mined.172 However,  slowing  of  conduction  in 
Purkinje  fibers  has  been  demonstrated  when  ex- 
posed to  epinephrine  and  K+  together  and  to  K4 
alone.177-179  Recently,  reduced  action  potential 
amplitudes,  maximum  diastolic  potentials,  and 
maximum  depolarization  velocities  in  association 
with  prolonged  action-potential  durations  were  re- 
ported in  subendocardial  Purkinje  fibers  surviving 
extensive  myocardial  infarction  in  dogs,180  empha- 
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FIGURE  17.  (A)  Epicardial  and  endocardial  electrograms 

from  perfused  region.  (A)  Controls,  showing  dV/dt;  (B)  to 
(D)  RS-T  elevation  in  lead  I.  Reduction  in  height  of  elec- 
trograms with  reduction  in  maximum  dV/dt;  (E)  onset  of 
ventricular  extrasystoles.  Although  lead  I shows  little 
change,  slurring  of  electrograms  is  apparent.  Delay  from 
ENDO  (endocardia!)  to  EPI  (epicardial)  activation  accentu- 
ated with  epicardial  activation  occurring  during  the  T wave 
of  remainder  of  heart.  Additionally,  Q-T  interval  has  short- 
ened in  comparison  with  control  (rate  unchanged).  Only 
first,  third,  sixth,  seventh,  eighth,  and  tenth  beats  result  in 
epicardial  activation.  When  epicardium  allowed  to  recov- 
er (pause  between  third  and  sixth  conducted  beats),  con- 
duction time  from  inner  to  outer  wall  shortens.  Paper 
speed  200  mm.  per  second,  time  lines  1 per  second.  (B) 
Onset  of  ventricular  tachyarrhythmia  several  seconds 
after  Figure  17A,  panel  E.  Severe  intramural  block  pres- 
ent. When  1:1  conduction  does  occur  at  this  heart  rate, 
some  of  EPI  depolarizations  are  especially  slurred.  When 
tachyarrhythmia  begins,  EPI  electrogram  is  undulating  line 
and  may  reflect  irregular  low-voltage  activation  or  asys- 
tole. Bottom:  Three  seconds  later.  Ventricular  fibrilla- 
tion has  begun  and  is  reflected  in  lead  I EKG  and  in  the 
ENDO  potentials.  Epicardium  appears  not  to  participate  in 
fibrillation  but  instead  depolarizes  slowly.  Epicardial  depo- 
larizations probably  conducted  from  deeper  layers;  but 
their  origin  cannot  be  determined  with  certainty.  Paper 
speed  200  mm.  per  second,  time  lines  1 per  second.  (C) 
Reversal  of  normal  endocardial-epicardial  activation  during 
extrasystoles.  (A)  Control.  RS-T  elevation  persisted  in 
endocardial  electrogram  in  this  instance;  (B)  after  two  min- 
utes of  KCI  perfusion,  RS-T  elevation  present  in  lead  I 
EKG.  Shape  of  EPI  electrogram  has  been  altered,  with 
lower  voltage  and  less  rapid  rise  to  peak;  (C)  onset  of  cou- 
pled ventricular  extrasystoles  (second  and  fourth  beats). 
EPI  activation  precedes  ENDO  activation  during  these  ex- 
trasystoles and  coincides  with  beginning  of  QRS  complex 
of  extra  beats.  Since  ENDO-EPI  conduction  delay  not  pro- 
nounced here,  it  is  hypothesized  that  electrodes  are  not  lo- 
cated within  actual  region  generating  these  extra  beats, 
latter  probably  lying  nearby.  Paper  speed  200  mm.  per 
second.172 


sizing  that  Purkinje  fibers  may  participate  in  the 
genesis  of  ischemic  arrhythmias.  In  other  studies 
conducted  during  myocardial  ischemia,  intramural 
block181  and  nonhomogeneous  variation  in  electri- 
cal properties  of  the  ventricular  wall182  have  been 
considered  important.  Arrhythmias  arising  in  an 
injured,  ischemic  area  of  myocardium  may  be  sup- 
pressed with  vagal  stimulation,  suggesting  that 
such  arrhythmias  are  of  reentrant  origin.188  Fi- 
nally, epicardial  conduction  delay  during  a prear- 
rhythmic  phase  in  ischemic  myocardium  has  been 
linked  to  reentry  in  a manner  similar  to  that  ob- 
served in  the  regional  hyperkalemia  model.181,184 


During  ischemia,  not  only  the  perfusion,  but 
also  the  cation  content  of  the  left  ventricle  is 
heterogeneous  from  endocardium  to  epicar- 
dium.185,186 In  the  regional  hyperkalemic  model, 
nonuniform  K+  increases  in  the  epicardium  are  as- 
sociated with  epicardial  conduction  slowing. 
Since  catecholamines  augment  myocardial  K+  up- 
take,187 and  K+  may  accelerate  release  of  stored 
norepinephrine  in  the  myocardium,188  it  has  been 
suggested  that  the  catecholamines  may  play  a part 
in  the  transmural  heterogeneity  of  K+  during  isch- 
emia.172 In  the  ischemic  animal,  hypoxia  is  great- 
est in  the  endocardium  rather  than  in  the  epicar- 
dium, making  the  direct  actions  of  hypoxia  an  un- 
likely responsible  mediator  for  the  observed  cation 
distribution. 

During  acute  systemic  hyperkalemia,  incre- 
ments of  K+  and  conduction  delay  in  the  left  ven- 
tricle are  uniform  from  endocardium  to  epicar- 
dium; RS-T  elevation  and  ventricular  arrhythmias 
are  not  characteristically  observed.  At  high  plas- 
ma K+  levels  during  systemic  infusion,  progressive 
H-Q  and  QRS  delays  are  seen,  and  asystole  occurs. 
At  levels  of  plasma  K+  greater  than  12  mEq.  per 
liter  prior  to  asystole,  double  those  levels  achieved 
during  regional  hyperkalemia,  no  similar  pattern 
of  conduction  slowing  from  inner  to  outer  wall  is 
noted.  These  data  further  support  the  notion  that 
local  K+  infusions  decrease  the  ratio  [K];/[K]0, 
since  the  K+  presented  does  not  enter  the  myocyte 
to  any  appreciable  extent.189,190 
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FIGURE  18.  Model  for  unidirectional  block  and  reentrant 
arrhythmias:  pictured  are  AD  (anterior)  and  PD  (posterior) 
divisions  of  left  bundle  branch.  PD  division  supplies  PPM 
(posterior  papillary  muscle)  where  it  arborizes  into  smaller 
branches,  two  of  which  are  depicted  here.  Under  normal 
conditions,  depolarization  (solid  arrows)  proceeds  in  anter- 
ograde fashion  through  His-Purkinje  system  ( 1 to  3),  result- 
ing ultimately  in  radial  activation  of  ventricular  myocardium 
(4).  In  instances  such  as  infarction  which  lead  to  cell  inju- 
ry and  depolarization  (shaded  area)  anterograde  activation 
may  be  slowed  or  blocked  (5).  However,  wave  front  pro- 
ceeding through  normal  Purkinje  system  and  propagating 
sequentially  along  normal  papillary  muscle  (6)  may,  to  a 
variable  degree,  enter  and  activate  depressed  segment 
(broken  lines).  If  resultant  impulse  propagates  quite  slow- 
ly and  reaches  adjacent  more  normal  tissue  after  end  of 
effective  refractory  period,  it  may  reenter  cardiac  con- 
ducting system  (7)  and,  with  subsequent  propagation,  re- 
sult in  ectopic  beat.  It  is  conceivable  that  drugs  might  be 
effective  in  treatment  of  such  reentrant  arrhythmias  if  they 
enhanced  conduction  to  the  point  that  anterograde  activa- 
tion proceeded  normally  or  if  they  further  depressed  con- 
duction, establishing  bidirectional  block  in  what  was  pre- 
viously reentrant  loop.174 


Arrhythmias  and  glucose,  insulin,  potassium 
infusion.  The  increased  vulnerability  of  the  left 
ventricle  to  ventricular  fibrillation  soon  after  myo- 
cardial infarction  is  a well-recognized  phenome- 
non.9-11’191-192  As  mentioned,  although  the  mecha- 
nism for  this  remains  unknown,  such  arrhythmias 
are  believed  to  be  due  to  enhanced  automaticity  or 
reentry,19,  related  to  either  the  shortened  refracto- 
ry period  of  ischemic  muscle,194  or  to  ischemia- 
induced  injury  currents.195  In  addition,  sub- 
strate-free Tyrodes’  solution  may  produce  ventric- 
ular fibrillation  which  may  be  prevented  by  glu- 
cose administration,196  but  not  by  ATP  presented 
extracellularly.197 

Several  early  studies  reported  a reduction  in  the 
incidence  of  arrhythmias  and  electrocardiographic 


improvement  using  various  proportions  of  glucose, 
insulin,  and  K+  in  patients  with  myocardial  infarc- 
tion.1_3,14,21,194,196,198  Mittra199  reported  on  oral 
potassium  and  glucose  supplements  and  subcuta- 
neously injected  insulin  in  170  patients  with  acute 
myocardial  infarction.  The  mortality  rate  was  re- 
duced from  28.2  per  cent  in  the  control  group  to 
11.7  per  cent  in  the  treated  groups,  and  was  attrib- 
uted to  a decrease  in  arrhythmia  deaths.  Mittra,199- 
207  a strong  supporter  of  GIK  therapy,  noted  that 
in  his  original  series  the  overall  incidence  of  ar- 
rhythmias complicating  myocardial  infarction  was 
similar  in  both  treated  and  control  groups  (Fig. 
19A).  However,  the  arrhythmias  in  the  treated 
group  were  less  “serious,”  of  shorter  duration,  and 
not  as  lethal  as  those  encountered  in  the  control 
group  (Fig.  19B,  Table  I). 

Interestingly,  Mittra201’204  noted  that  the  regi- 
men was  of  little  benefit  in  female  patients,  and 
explained  this  on  the  basis  that  “men  were  more 
liable  to  succumb  to  an  arrhythmia.”  No  deaths 
occurred  in  either  group-treated  or  control-in  pa- 
tients without  arrhythmias,  but  the  reported  inci- 
dence of  “sudden  death”  was  decreased  in  con- 
trols. Mittra199,201’204  also  observed  earlier  resolu- 
tion of  electrocardiographic  signs  of  injury  and 
ischemia  in  his  treated  patients  (Fig.  20),  in  accord 
with  earlier  reports  of  other  investigators. 18- 
28,99,100,208  This  phenomenon  was  interpreted 
as  proof  that  the  regimen  did  in  fact  restore  intra- 
cellular K+  and  resting  membrane  potential  in 
those  cells  partially  depolarized  by  ischemia  and 
anoxia. 

These  studies  of  Mittra199  201’204  require  special 
comment.  The  regimen  used  involved  oral  K+  in- 
gestion rather  than  intravenously  administered 
KC1,  as  originally  advocated  by  Sodi-Pallares  and 
coworkers.22-27’99’100  Oral  K+  chiefly  results  in 
enhanced  liver  uptake  of  K+  22  and  for  this  reason 
it  must  be  given  intravenously.  In  fact,  glucose 
and  insulin  were  originally  added  by  Sodi-Pallares 
to  prevent  hyperkalemia.  Using  Mittra’s  regimen, 
other  authors  reported  no  improvement  in  pa- 
tients younger  than  sixty  after  myocardial  infarc- 
tion.209 The  natural  history  of  Mittra’s199,201,204 
patients  were  also  unique  in  the  lack  of  any  inci- 
dence of  ventricular  power  failure  and  arrhyth- 
mias in  women. 

Many  other  investigators  reported  on  the  inci- 
dence of  arrhythmias  and  mortality  in  patients 
treated  with  GIK,  some  supporting  the  beneficial 
results  already  noted,20-28’99’100,209-215  while  others 
failed  to  confirm  any  benefits  (Tables  II  and 
III).15-16’216-218  These  clinical  trials  could  not  be 
compared  because  of  variations  in  patient  selec- 
tion, the  differing  time  intervals  between  the  onset 
of  the  ischemic  process  and  institution  of  therapy, 
wide  differences  in  mode  of  administration  and 
concentrations  of  ingredients  used,  variation  in 
treatment,  differences  in  facilities  and  recording 
techniques,  and  incomplete  reporting  of  observa- 
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FIGURE  19.  (A)  Regimen  did  not  significantly  reduce  inci- 

dence of  various  arrhythmias  complicating  myocardial  in- 
farction. Comparatively  lower  incidence  of  ventricular 


tachycardia,  ventricular  fibrillation  and  advanced  heart  block  observed  in  treated  group.  (B)  Significant  reduction  in  mor- 
tality observed  among  treated  patients  with  ventricular  tachycardia  and  fibrillation,  and  heart  block  when  compared  with 


controls.  Although  some  reduction  observed  among  treated  patients  with  other  arrhythmias  when  compared  with  con- 
trols, differences  were  not  statistically  significant.204 


tions.  A careful  consideration  of  all  the  studies 
mentioned  does  not  enable  the  reviewer  to  con- 
clude that  GIK,  in  any  route,  does  or  does  not  re- 
duce the  incidence  of  “serious”  arrhythmias,  nor 
render  them  less  lethal  when  they  do  occur.  It  has 
been  suggested  that  treatment  of  patients  with 
acute  myocardial  infarction  in  a coronary  care  unit 
may  mask  the  antiarrhythmic  actions  of  intrave- 
nous GIK,  since  reversal  of  electrical  failure  in  this 


setting  is  greater  than  that  achieved  with  GIK 
alone.207,215 

Recently,  however,  the  results  in  several  series 
of  laboratory  animals  given  GIK  after  experimen- 
tal coronary  occlusion  tend  to  support  a reduction 
in  fatal  arrhythmias  as  claimed,  in  association  with 
diminished  myocardial  K+  loss. 151,219,220  The  in- 
cidence of  ventricular  fibrillation  decreased  when 
glucose  and  insulin  were  given  intravenously,  but 


TABLE  I.  Comparison  of  patients  with  and  without  arrhythmias  in  control  and  treated  groups  of  the  trial204 


Control 

T reated 

rauKT 

Incidence 

Deaths 

Incidence 

Deaths 

No. 

* 

No.  * 

No.  % 

No. 

? 

1.  \o  arrhv  thmias 

23 

27 

0 0 

18  21 

0 

0 

II  Arrhythmias  present 

02 

73 

30  48.4 

67  79 

14 

21 

( a 1 “Minor”  forms 
of  arrhythmias 

11 

13 

1 0 

23  27 

1 

4.3 

only 

(b)  “Serious”0 

arrhythmias 

51 

(10 

21)  57 

44  52 

13 

29.5 

TOTAL  NUMBER  OK  PATIENTS 

85 

l(M) 

30  35.3 

85  1(M) 

14 

16.5 

°"S'.rrion 

is”  arrhythmias  included 

frequent  ventricular  ectopic  beats,  atria 

1 tachycardia, 

Hotter  and 

fibrillation,  nodal  rhythm 

i,  ventricular  tac 

hycardia  and  fibrillation 

and  advanced 

heart  block. 
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FIGURE  20.  Differences  between  maximum  and  mini- 
mum elevation  of  S-T  segment  or  inversion  of  T wave  plot- 
ted against  time  taken  to  achieve  such  a degree  of  im- 
provement. Resolution  of  EKG  signs  of  injury  and  isch- 
emia noted  to  be  significantly  (P  <0.01)  rapid  in  treated 
group  when  compared  with  controls.204 

hypertonic  glucose,  saline,  and  sucrose  were  all 
equally  efficacious  in  reducing  ischemic  arrhyth- 
mias and  K+  efflux.219,220  Insulin  was  adminis- 


tered intravenously  alone  in  large  doses  (8  to  25 
units  per  kilogram)  to  dogs  periodically  after  liga- 
tion of  the  circumflex  branch  of  the  left  coronary 
artery.221  All  control  animals,  treated  either  with 
glucagon  or  saline,  promptly  showed  electrocardio- 
graphic changes  followed  by  progressively  longer 
paroxysms  of  ventricular  tachycardia,  terminating 
in  fatal  ventricular  fibrillation  within  one  to  six- 
teen minutes.  Although  it  was  possible  that  glu- 
cagon contamination  of  insulin  may  have  account- 
ed for  insulin’s  reputed  positive  inotropic  ef- 
fect,222,221 comparison  of  the  insulin-treated  and 
glucagon-treated  groups  revealed  a significant  dif- 
ference. In  treated  dogs,  insulin  suppressed  ven- 
tricular ectopic  activity,  and  paroxysms  of  ventric- 
ular fibrillation  reduced  early  electrocardiographic 
changes  of  injury  and  considerably  prolonged  sur- 
vival. Blood  glucose  was  stabilized  by  varying  the 
rate  of  exogenous  glucose  infusion.  Insulin-in- 
duced blockage  of  the  cardioaccelerator  effect  of 


TABLE  II.  Trials  of  intravenous  infusion  of  GIK  in  myocardial  infarction207 


Authors 

Type 

of 

Ward 

GIK 

Control 
(no.  of  pts) 

Results 

no.  of  pts 

Length  of 
treatment 

Lundman  and  Orinius  (1965) 

•GW 

26 

3 days 

Nil 

Incidence  of  arrhythmias  lower  than  expected 

Day  and  Averill  (1966) 

••ecu 

141 

3 days 

134 

Considerable  reduction  in  the  incidence  of  ventricular 
fibrillation  (3.5%  treated;  16.4%  controls)  in  the  first 
3-5  days  after  admission 

Autio  et  al  (1966) 

GW 

91 

3 days 

Nil 

9.9%  mortality.  No  reduction  in  incidence  of  arrhythi 
mias 

Kernohan  (1967) 

ecu 

118 

5 days 

100 

(retrospectively) 

17%  mortality 'in  treated  group  and  28%  in  controls 

Maiach  (1967) 

ecu 

47 

3 days 

54 

(received  glucose 
and  Heparin) 

Incidence  of  ‘serious’  arrhythmias  higher  among 
treated  group  (45%)  than  controls  (15%).  How<ever, 
mortality  similar  in  two  groups  (treated  1 2.7%,  control 
14.8%) 

Fletcher  ct  al  M968) 

Mostly 

ecu 

16 

3 days 

4 groups  of  16  pts  each 

a.  Glucose 

b.  Glucose  + K 

c.  Glucose  -1-  insulin 

d.  Nil 

Unsatisfactorily  conducted  trial.  No  difference  in  in- 
cidence of  arrhythmias,  ECG  improvement  or  mortal- 
ity (overall  - 13.7%;  19%  in  patients  treated  with 

GIK) 

Pentecost  el  til.  (1968) 

ecu 

100 

2 days 

100 

Mortality  (treated  15%;controls  16%)  and  incidence  of 
arrhythmias  similar  in  the  two  groups 

Lai  and  Caroli  (1968) 

GW 

400 

14  days 
(intermittent) 

Nil 

7%  mortality.  Much  higher  mortality  rates  were  re- 
corded in  the  same  hospital  following  treatment  with 
anticoagulants  or  Lomodex  infusion 

Sodi-Patlarcs  et  al.  (1969) 

GW 

125 

? 21  days 

Nil 

Mortality  4.8%  ‘low-risk’  private  patients 

*GW  = General  Ward;  **CCU  Coronary  care  unit. 


TABLE  III.  Mortality  in  patients  with  myocardial  infarction  treated  with  oral  potassium  and  glucose,  and  subcutaneous 

insulin  compared  with  controls.207 


Authors 

PGI 

Control 

Interpretation  of  results 

No.  of  pts 

No.  of  deaths 

Mortality  (%) 

No.  of  pts 

No.  of  deaths 

Mortality  (%) 

Mittra  (1965) 

85 

10 

11.7 

85 

24 

28.2 

Significant  difference  (P  < 0.05) 
in  favour  of  treatment 

Pilcher  et  at.  (1967) 

49 

6 

12.2 

53 

12 

22.6 

Significant  difference  (P<  0.001) 
in  favour  of  treatment  (mainly 
in  over-60  age  group) 

M R C.  Working  Party  (1968) 

410 

98 

23.9 

430 

109 

25.3 

No  significant  difference 

Iisalo  and  Kallio  (1969) 

124 

16 

12.9 

132 

24 

18.2 

No  significant  difference  in  the 
total  mortality  (significant  dif- 
ference in  favour  of  treatment  at 
the  end  cf  first  48  hours) 

Cotterill  ei  al.  (1970) 

112 

22 

19.5 

174 

81 

46.5 

Significant  difference  (P <0.001) 
in  favour  of  treatment 

Total  of  all  studies 

780 

152 

19.5 

874 

250 

28.6 

Significant  difference  (P  < 0.01) 
in  favour  of  treatment 
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the  catecholamines  was  thought  to  contribute  to 
the  protection  observed.224,225  The  doses  of  insu- 
lin used  in  these  laboratory  animals  were  much 
higher  than  those  usually  recommended  for  GIK 
infusion  in  man.  Using  lower  doses  of  insulin  in 
dogs  after  experimental  myocardial  infarction,  but 
still  higher  than  those  given  clinically,  Maroko  and 
associates98  observed  no  reduction  in  the  incidence 
of  arrhythmias. 

Clinical  trials  of  GIK:  overall  actions 

Acute  ischemic  heart  disease.  As  discussed, 
many  of  the  early  studies  (Table  III)  using  GIK  in 
patients  with  heart  disease  were  not  comparable, 
since  varying  dose  regimens  were  employed,  the 
time  intervals  to  the  initiation  of  therapy  after  an 
acute  insult  varied,  criteria  for  the  selection  of  pa- 
tients differed  even  within  the  same  series,  and 
choice  of  assessment  variables  was  varied  as  well. 
The  incidence  of  potentially  lethal  arrhythmias 
and  mortality  were  chiefly  used  to  judge  the  effica- 
cy of  treatment,  each  of  which  in  turn  is  a complex 
and  unknown  function  of  many  interrelated  vari- 
ables. Mittra199-207  reported  improved  mortality 
in  one  of  the  largest  series  of  370  patient  evalua- 
tions. The  Medical  Research  Council  of  Great 
Britain217  pooled  data  from  13  hospitals  involving 
986  patients  and  concluded  that  no  significant  dif- 
ference existed  between  treated  and  untreated  pa- 
tients. Interestingly,  there  was  a significant  varia- 
tion in  mortality  between  hospitals  recording  fig- 
ures of  12.2  to  35.4  per  cent  for  their  control  pa- 
tients and  9.7  to  33.7  per  cent  for  their  treated  pa- 
tients. Mittra207  recently  compared  his  results 
with  those  of  other  investigators  and  defended  the 
potential  usefulness  of  GIK  infusion  in  patients 
with  acute  myocardial  infarctions  treated  in  hospi- 
tals without  coronary  care  units. 

Sodi-Pallares  and  collaborators,20-28,99,100  pi- 
oneers in  the  development  and  investigation  of 
GIK  therapy  for  heart  disease,  offered  their  latest 
program  of  treatment,26,27,226  associated  with  a 
mortality  rate  of  4.8  per  cent  in  selected  patients. 
These  investigators  stress  the  need  for  dietary 
control  as  an  essential  part  of  GIK  treatment  and 
appeal  for  standardization  of  regimens  to  their 
own. 

Combined  effects  of  GIK  effect  on  metabo- 
lism. The  combined  effects  of  GIK  infusion  on 
metabolism  is  of  interest,  considering  the  poten- 
tially varied  and  considerable  actions  of  each  of  its 
components.  The  high-plasma  free  fatty  acid  lev- 
els observed  in  subgroups  of  patients  with  isch- 
emic heart  disease  correlates  with  intense  suppres- 
sion of  insulin  secretion  and  the  extent  of  hemody- 
namic insult  produced.227,228  Moffitt  and  cowork- 
ers229,230  studied  33  patients  with  low  cardiac  out- 
puts following  open-heart  surgery  treated  with  2 
L.  of  10  per  cent  dextrose  in  water  with  80  units  of 
regular  insulin  and  160  mEq.  K+,  and  2 L.  of  the 


same  solution  without  glucose  or  K+  and  a control 
(5  per  cent  glucose).  During  GIK  infusion,  mean 
arterial  levels  of  osmolarity,  glucose,  lactate,  free 
fatty  acids,  and  ketone  bodies  decreased,  as  com- 
pared with  these  parameters  in  control  groups. 
Arterial  pyruvate,  oxygen  content,  growth  hor- 
mone, and  insulin  levels  remained  unchanged  dur- 
ing GIK  infusion.  Therefore  these  investigators 
concluded  that  GIK  promoted  aerobic  carbohy- 
drate metabolism  rather  than  lipid  metabolism. 

These  data  are  somewhat  supported  by  prelimi- 
nary reports  from  Stanley  and  coauthors231,232  who 
studied  11  patients  with  coronary  artery  disease 
given  GIK.  Arterial  and  coronary  sinus  samples 
were  collected  thirty  minutes  before  and  after  a 
bolus  of  glucose  (10  Gm.)  and  insulin  (5  units)  fol- 
lowed by  1 to  2 ml.  per  minute  of  a solution  com- 
posed of  300  Gm.  glucose,  50  units  insulin,  and  80 
mEq.  KC1  per  liter.  At  the  conclusion  of  the 
thirty-minute  infusion  period,  arterial  free  fatty 
acid  levels  dropped  60  per  cent,  arterial  glucose 
levels  rose  64  per  cent,  and  arterial  lactate  levels 
doubled.  The  arterial-coronary  sinus  difference 
for  free  fatty  acids  fell  80  per  cent,  while  the  glu- 
cose difference  increased  140  per  cent,  and  that  for 
lactate  increased  170  per  cent.  During  the  period 
when  myocardial  substrate  extraction  changed, 
myocardial  oxygen  extraction  fell  8 per  cent. 
Thus,  at  least  in  fasting  patients  with  coronary  ar- 
tery disease,  GIK  changes  myocardial  substrate 
utilization  from  fat  to  carbohydrate  and  is  associ- 
ated with  a small  drop  in  myocardial  oxygen  ex- 
traction. 

This  conclusion  is  consistent  with  the  “glucose 
hypothesis”  of  Opie,233  which  predicts  that  in- 
creased glucose  provided  to  the  ischemic  heart 
would  promote  anaerobic  glycolysis,  decrease  K+ 
loss,  and  maintain  the  action  potential,  while  de- 
pressing high  circulating  free  fatty  acid  levels. 
The  data  of  Maroko  and  coworkers,98  previously 
discussed,  support  the  contention  that  GIK  infu- 
sion does  in  fact  activate  anaerobic  glycolysis  in 
the  ischemic  heart.  In  contrast,  however,  are  re- 
cent reports  from  Lochner  and  associates234  that 
GIK  therapy  does  not  favorably  affect  myocardial 
energy  metabolism  after  experimental  myocardial 
infarction  in  the  cape  chacma  baboon  heart,  as  evi- 
denced by  failure  to  alter  a defective  mitochon- 
drial phosphate/oxygen  ratio,  and  to  restore  tissue 
ATP,  phosphocreatine,  and  tissue  lactate  levels. 

GIK  effect  in  congestive  heart  failure.  On 
theoretical  grounds,  the  combination  of  GIK  has 
been  strongly  advocated  for  congestive  heart  fail- 
ure associated  with  ischemic  heart  disease.235-237 
In  man,  insulin  secretion  is  severely  suppressed 
when  cardiac  performance  is  poor  and  the  syn- 
drome of  congestive  failure  is  present.238,239  Ac- 
cordingly, since  a reduction  in  myocardial  isch- 
emia240 and  hypoxia241  improves  ventricular  con- 
tractility, Majid  and  coworkers242  evaluated  the 
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FIGURE  21.  (A)  Haemodynamic  changes  at  rest  after  GIK  infusion  in  6 patients  in  ischemic  heart  failure  and  in  6 normal 

subjects.  (B)  Haemodynamic  changes  on  exercise  after  GIK  infusion  in  6 patients  in  ischemic  heart  failure  and  in  6 nor- 
mal subjects.242 


hemodynamic  response  to  GIK  in  6 patients  with 
“ischemic  heart  failure.”  Subjects  were  given  1.5 
Gm.  per  kilogram  oral  glucose  followed  in  ten  min- 
utes by  an  intravenous  infusion  over  five  minutes 
of  a 100-ml.  solution  of  0.5  Gm.  per  kilogram  glu- 
cose, 1.5  units  per  kilogram  insulin,  and  10  mEq. 
KC1.  Hemodynamic  studies  were  conducted  be- 
fore and  five  minutes  after  completion  of  the  infu- 
sion through  a pulmonary  artery  catheter,  and  re- 
sults were  compared  with  those  recorded  in  nor- 
mal controls.  Except  for  a transient  feeling  of 
warmth  during  the  infusion,  no  adverse  symptoms 
or  signs  were  reported,  and  there  were  no  dys- 
rhythmias nor  any  change  in  configuration  -of  the 
electrocardiographic  complexes  resulting  from  the 
infusion.  Intravenous  GIK  increased  cardiac  out- 
put and  maximum  rate  of  rise  in  left  ventricular 
pressure  (LV  dp/dt),  but  decreased  left  ventricular 
end-diastolic  pressure  in  both  groups  at  rest  (Fig. 
21A).  The  mean  systemic  arterial  pressure  was 
unchanged  in  both  groups,  whereas  the  heart  rate 
was  elevated  in  the  normal  subjects,  but  not  in  the 
patients  with  heart  failure.  During  exercise,  GIK 
infusion  again  changed  cardiac  output,  LV(dp/ 
dt)max,  and  left  ventricular  end-diastolic  pressure 
in  similar  directions,  and  reduced  pulmonary  ar- 
tery pressure  in  both  groups  (Fig.  21B).  Heart 
rate  and  mean  arterial  pressure  were  unchanged. 

During  GIK  infusion,  total  body  oxygen  con- 
sumption and  minute  ventilation  rose  in  both 
groups  of  subjects,  with  no  change  in  the  pulmo- 
nary alveolar-arterial  oxygen  tension  gradient  in 
either  group.  The  systemic  arterial  oxygen  ten- 
sion was  significantly  increased  in  the  normal 
subjects  but  unchanged  in  patients  with  heart  fail- 
ure. Glucose  infusion  alone  did  not  produce  any 
significant  changes  in  the  hemodynamic  variables 
studied  except  for  LV(dp/dt)max  at  rest  (Fig.  22). 
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FIGURE  22.  Comparison  of  haemodynamic  effects  of 
glucose  alone  and  GIK  in  4 normal  subjects.242 


The  blood  glucose  and  plasma  insulin  levels 
were  normal  in  all  patients,  and  levels  of  both  in- 
creased in  response  to  GIK  in  all  subjects.  Plasma 
K+  levels  fell  slightly  after  GIK  was  begun,  but  re- 
mained within  the  normal  range. 

These  data  indicate  that  GIK  infusion  is  posi- 
tively inotropic  in  hearts  failing  from  chronic  isch- 
emic heart  disease.  This  situation  should  be  dis- 
tinguished from  previously  discussed  work  con- 
cerned with  the  incidence  of  arrhythmias,  as 
judged  by  mortality,  or  the  extent  of  ischemic  inju- 
ry in  the  context  of  acute  myocardial  infarction. 

Even  more  recently,  Espina  and  associates243  re- 
corded catheterization  data  in  10  patients  with 
heart  disease  immediately  prior  to  and  after  a ten- 
minute  infusion  of  a mixture  composed  of  0.50 
Gm.  glucose,  10  mEq.  K+,  and  20  units  regular  in- 


August  1975/New  York  State  Journal  of  Medicine  1483 


sulin.  The  cardiac  index  and  stroke  index  rose 
significantly  but  were  associated  with  concomitant 
rises  in  left  ventricular  end-diastolic  pressure  and 
tension-time  index.  Therefore  these  authors  con- 
cluded that  overall  left  ventricular  performance 
was  not  improved  by  GIK  in  the  doses  used. 

Of  interest  in  this  regard  is  the  report  of  Wil- 
denthal  et  al.  244  who  studied  the  hemodynamic  ef- 
fects of  GIK  on  depressed  canine  myocardium 
during  severe  systemic  hypoxia.  GIK  infusion 
alone  did  not  improve  the  hemodynamic  profile, 
but  when  given  in  conjunction  with  the  beta  block- 
er, propranolol  GIK  was  felt  to  be  beneficial  and 
increased  survival. 

GIK  effect  after  open-heart  surgery.  Mof- 
fitt  and  coworkers229’230’245’246  extensively  studied 
the  clinical  course  and  metabolism  of  patients  fol- 
lowing cardiac  surgery.  They  documented  post- 
operative metabolic  changes  (hyperglycemia,  in- 
creased blood  lactate  levels)  consistent  with  anaer- 
obic metabolism  and  relative  insulin  lack,  and  con- 
sequently administered  GIK  to  some  patients 
postoperatively.  After  2 L.  containing  10  per  cent 
glucose,  80  units  regular  insulin,  and  160  mEq.  K+ 
were  given  to  patients  with  (New  York  Heart  As- 
sociation) functional  class  III  or  IV  disease,  cardi- 
ac output  (left  atrial-to-thoracic  aorta  dye  curve) 
was  significantly  higher  than  in  controls  given  5 
per  cent  glucose  in  water  solutions.229 

More  detailed  hemodynamic  data  were  offered 
by  Bradley  and  Branthwaite247  who  administered 
100  ml.  of  50  per  cent  glucose  with  10  units  insulin 
and  10  mEq.  K+  through  a caval  catheter  over 
thirty  to  forty-five  minutes  to  10  patients  postop- 
eratively after  valve  replacement.  A small  in- 
crease in  cardiac  index  was  recorded,  but  was  ac- 
companied by  larger  elevations  in  both  right-  and 
left-atrial  pressures  and  pulmonary  artery  pres- 
sure. Thus,  GIK  in  this  study  did  not  prduce  any 
favorable  effect  on  stroke  volume  with  respect  to 
left  ventricular  filling  pressure,  that  is,  increase 
the  level  of  contractility  and  change  the  ventricu- 
lar function  curve. 

Potential  modulation  of  GIK  actions  by 
other  pharmacologic  agents.41  Not  only  may 
the  effects  of  GIK  on  the  heart  be  dependent  on 
the  history  of  the  myocardium  studied,  cause  and 
extent  of  heart  disease  present,  arterial  level  of  in- 
sulin, substrates  and  electrolytes  present,  and  dose 
and  method  of  infusion  of  GIK,  but  other  drugs  si- 
multaneously being  administered  may  influence 
any  GIK  effect.  Although  insulin  secretion  is  sup- 
pressed by  the  high  adrenergic  drive  associated 
with  the  stress  of  heart  disease,  many  cardioactive 
agents  affect  insulin  release  as  well. 

Ouabain  has  been  implicated  as  a direct  insulin 
secretagogue  from  work  done  on  slices  of  rabbit 
pancreas248  and  in  the  anesthetized  dog.249  How- 
ever, this  has  not  been  confirmed  in  more  recent 
work  on  the  effect  of  intravenous  ouabain  in  nor- 
mal man.250  No  data  are  available  on  patients 


with  heart  disease,  but  it  is  known  that  ouabain  is 
capable  of  inhibiting  the  metabolic  actions  of  epi- 
nephrine,251-252 and  may  suppress  norepinephrine 
production.250  As  a positive  inotropic  agent,  the 
expression  of  digitalis-related  actions  is  energy  de- 
pendent and  therefore  is  a function  of  glucose 
availability253-255  and  the  presence  of  insulin115’256 
when  glucose  serves  as  the  principle  substrate  for 
the  ischemic  heart. 

The  thiazide  diuretics  may  elevate  blood  glu- 
cose,253-260 probably  via  a direct  suppression  of  in- 
sulin secretion,261  although  their  diabetogenic 
property  is  not  reversed  by  tolbutamide,262  and 
histologic  changes  in  the  pancreatic  beta  cell  have 
not  been  associated  with  their  use.263  Ben- 
zothiadiazine,  a nondiuretic  antihypertensive 
agent,  may  release  sympathomimetic  amines  in 
some  species,264,265  but  not  in  man.266  Yet  this 
compound  may  produce  hyperglycemia  in  man, 
and  its  insulin-suppressing  action  is  potentiated 
by  the  catecholamines  and  reduced  by  beta  block- 
ing agents.267,268 

The  methylxanthines  may  stimulate  insulin  re- 
lease,269 a process  which  is  glucose-dependent.270 
No  data  are  presently  available  connecting  the  use 
of  these  compounds  with  clinically  manifest  hy- 
perglycemia in  man. 

Commercial  insulin  used  for  many  GIK  studies 
is  contaminated  with  small  amounts  of  glucagon. 
Pancreatic  glucagon  is  released  endogenously  in 
response  to  stress271  and  acute  myocardial  infarc- 
tion.272 Glucagon  has  a significant  positive  ino- 
tropic action  and  may  in  part  account  for  some  of 
the  increases  in  myocardial  contractility  reported, 
although  the  doses  involved  are  much  lower  than 
clinically  used  to  demonstrate  glucagon’s  positive 
inotropic  property.223  While  one  group  of  investi- 
gators used  glucagon  in  one  of  their  control  groups 
and  showed  the  comparative  beneficial  action  of 
GIK,221  the  relative  contribution  of  glucagon  to 
the  observed  effects  of  GIK  remains  to  be  specifi- 
cally evaluated. 

Objections  to  the  use  of  GIK.  Objections  to 
the  use  of  GIK  infusions  and  its  individual  compo- 
nents, including  side-effects  and  contraindica- 
tions, have  been  raised  periodically.  As  with  any 
agent  or  therapeutic  maneuver,  lack  of  efficacy  or 
indication  in  itself  constitutes  a contraindication, 
and  this  applies  particularly  to  GIK,  since  each  of 
the  ingredients  may  have  far-reaching  metabolic 
effects.  Lack  of  absolute  proof  of  effectiveness 
was  stressed  by  Surawicz170  in  a review  of  the  early 
clinical  experience  with  GIK,  again  noting  the  lack 
of  comparable  criteria  for  efficacy,  doses,  timing  of 
treatment,  delay  before  institution  of  same,  and  so 
forth.  He  also  underscored  the  paucity  of  direct 
evidence  indicating  that  ischemic  myocardial  fi- 
bers, relatively  K+  deficient,  may  have  their  intra- 
cellular K+  restored  by  systemically  infused  potas- 
sium, citing  the  potentially  limited  transport  of 
K+  to  an  infarcted  area  of  heart  muscle  by  severely 
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compromised  coronary  blood  flow.  Surawicz1'0 
also  questioned  why  the  intravenous  infusion  of 
glucose  and  potassium  should  he  less  or  more  ef- 
fective than  orally  administered  glucose  and  K + . 

The  changes  in  plasma  K+  concentration  ef- 
fected by  GIK  infusions  are  difficult  to  predict. 
Some  evidence  indicates  that  in  patients  with 
acute  myocardial  infarctions  plasma  K+  may  be  el- 
evated for  several  days.273-274  Patients  with  con- 
gestive heart  failure  may  be  prone  to  develop  hy- 
perkalemia sooner  than  anticipated.275-276  The 
hazards  of  hyperkalemia  have  been  discussed  else- 
where and  are  beyond  the  scope  of  this  discussion.168 
165,169  On  the  other  hand,  since  serum  potassi- 
um need  not  correlate  with  total  body  potassium 
nor  total  myocardial  K+  content,  hypokalemia 
may  be  produced  in  K+-depleted  and  even  other- 
wise normal  subjects  during  GIK  administration, 
as  a function  of  both  glucose  and  insulin  concen- 
tration infused  over  a given  period  of  time.277  Hy- 
perkalemia may  also  be  produced  during  GIK 
infusions.242 

Theoretically,  if  infused  K+  is  not  in  great  part 
distributed  intracellularly  under  the  influence  of 
concomitantly  administered  glucose  and  insulin, 
then  the  rise  in  ratio  of  [K]0/[K];  very  well  might 
precipitate  arrhythmias.  The  regional  hyper- 
kalemic  model  has  already  been  discussed,  in 
which  the  importance  of  locally  high  values  of 
[K]0/[K]i  in  influencing  vulnerability  threshold 
were  demonstrated. 104-105-172  Of  interest  in  this 
context  are  the  studies  of  Prasad  and  Callag- 
han,157 who  specifically  showed  that  KC1  added  to 
glucose  and  insulin  accentuated  the  shortening  of 
the  action-potential  duration  and  effective  refrac- 
tory period  and  further  slowed  the  rate  of  rise  of 
phase  0 (dV/dt)  of  the  action  potential  associated 
with  hypoxia  of  human  papillary  muscles.  These 
actions  were  believed  to  be  harmful  and  therefore 
these  authors  concluded  that  glucose  and  insulin 
alone  would  be  preferable  to  glucose  and  insulin 
with  K+. 

The  adverse  effects  of  too  much  or  too  little  in- 
sulin in  relation  to  the  metabolic  status  of  the  pa- 
tient and  the  concentrations  of  glucose  infused  are 
relatively  better  understood  by  clinicians.  Sud- 
den hypoglycemia  in  patients  with  heart  disease 
may  precipitate  angina  and  even  myocardial  ne- 
crosis. However,  hyperglycemia  appears  to  be  the 
more  frequent  occurrence  during  GIK  infusion. 
The  work  of  Burke  and  associates278  showed  that 
glucose  is  not  a necessary  ingredient  to  prevent 
myocellular  K+  loss  during  ischemia,  but  rather 
the  volume  and  osmolarity  of  the  perfusate  are  of 
greater  importance. 

During  the  actual  GIK  infusion  side-effects  are 
reported  to  be  minimal.  Mittra204  mentions  that 
“slight”  azotemia  and  hyperkalemia  were  not  con- 
sidered absolute  contraindications  in  his  series. 
Oral  intake  of  glucose  prevented  hypoglycemia  ac- 


cording to  Mittra,204  so  that  monitoring  of  plasma 
glucose  was  not  essential.  Majid  and  coworkers242 
remarked  that  a feeling  of  warmth  was  reported  by 
their  patients,  but  no  other  side-effect  was  noted 
during  GIK  infusion.  Serum  glucose  remained 
fairly  constant  in  their  subjects. 

Bradley  and  Branthwaite247  showed  that  GIK 
infusion  was  incapable  of  improving  overall  left 
ventricular  function.  However,  they  also  noted 
that  serum  calcium  and  K+  levels  and  hematocrits 
fell  during  GIK  therapy  and  attributed  this  to  os- 
motic hemodilution  following  the  infusion  of  hy- 
pertonic glucose.  An  osmotic  diuresis  was  also  ob- 
served. 

Mechanisms  of  action  of  GIK  solution 

After  reviewing  the  experimental  evidence  af- 
firming some  beneficial  actions  of  GIK  solution 
and  considering  the  fundamental  properties  of 
each  component,  what  conclusions  may  be  reached 
concerning  the  mechanism  of  the  infusion  when 
administered  together? 

Mechanism  of  effect  on  arrhythmias.  K+  is 

lost  from  ischemic  heart  cells.  The  currently 
available  evidence  strongly  suggests  that  arrhyth- 
mias may  be  initiated  by  the  adverse  effects  of  in- 
tracellular K+  loss  on  electrical  properties  of  excit- 
able membranes.  Although  it  is  said  that  convinc- 
ing proof  that  GIK  given  intravenously  signifi- 
cantly increases  intracellular  potassium  is  lacking, 
several  studies  suggest  that  net  K+  movement  into 
the  myocyte  is  due  to  the  combined  metabolic  ac- 
tion of  glucose  and  insulin.219’278  At  the  same 
time,  there  is  substantial  evidence  that  the  admin- 
istered K+  does  not  significantly  enter  the  cell  and 
may  in  fact  be  harmful.157  While  high  concentra- 
tions of  free  fatty  acids  have  been  incriminated  in 
the  production  of  arrhythmias.227  much  evidence 
also  argues  against  a major  role  of  free  fatty  aci- 
demia in  the  production  of  ischemic  arrhyth- 
mias.279 

Mechanism  of  effect  on  extent  of  ischemic 
necrosis.  The  ischemic  myocardium  is  primarily 
dependent  on  glucose  for  energy  production. 
Hypoxia  increases  the  myocardial  uptake  of  glu- 
cose twofold,  but  with  insulin  the  uptake  is  in- 
creased fivefold.  Once  membrane  glucose  trans- 
port is  assured  in  the  presence  of  insulin,  only  the 
activity  of  phosphofructokinase  and  hexokinase 
limits  glucose  metabolism.  GIK  does  in  fact  stim- 
ulate these  phosphorylating  enzymes.28  When  the 
myocardium  is  hypoxic,  the  stimulation  of  anaero- 
bic pathways  will  improve  the  energy  balance  of 
the  cell.  Even  optimal  anaerobic  metabolism  can- 
not meet  the  energy  requirements  of  normally  con- 
tracting myocardium  but  is  certainly  capable  of 
maintaining  the  electrical  properties.  However, 
augmented  anaerobic  activity  also  increases  intra- 
cellular lactate  levels,  associated  with  a progressive 
decrease  in  intracellular  pH.  The  work  of  Maroko 
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FIGURE  23.  Postulated  events  leading  to  myocyte  death 
after  hypoxia  and/or  ischemia.  Lines  connecting  pro- 
cesses do  not  necessarily  imply  exact  temporal  sequence 
nor  cause  and  effect  relation. 


and  associates,98  showing  that  GIK  decreases  the 
severity  of  myocardial  ischemic  injury,  presumably 
reflects  the  improvement  in  myocellular  energy 
balance  affected  by  GIK  infusion.  Lochner  and 
coworkers234  have  recently  contested  these  data. 
A more  favorable  myocardial  energy  balance  also 
predicts  improvement  in  mechanical  muscle  per- 
formance.240-241 Recent  studies  have  clearly  es- 
tablished that  the  nonmetabolizable  sugars  cannot 
reverse  the  electrical  markers  of  hypoxia  and 
hence  support  these  notions  (Fig.  23). 131 

The  infusion  of  glucose  also  drives  inorganic 
phosphate  into  cells.  Experimentally,  orthophos- 
phate has  been  shown  to  stimulate  glycolysis  and 
glycogenolysis  by  activating  phosphofructokinase 
and  providing  a substrate  for  glycogen  phospho- 
rylase  and  glyceraldehyde-3-phosphate  dehydro- 
genase. Therefore  the  precise  biochemical  reason 
for  activation  of  the  phosphorylating  enzymes  as- 
sociated with  GIK  remains  undefined. 

Osmotic  effect  of  GIK.  The  relationship  be- 
tween left  ventricular  pressure  and  volume,  or 
myocardial  compliance,  is  an  important  determi- 
nant of  left  ventricular  performance.280-282  The 
compliance  of  ischemic  and/or  infarcted  heart 
muscle  may  initially  increase,  then  decrease  as  the 
ventricular  wall  becomes  stiff.283,284  As  recovery 
progresses,  left  ventricular  compliance  may  return 


to  approach  preischemic  values.  The  details  of 
the  viscoelastic  properties  of  the  myocardium  and 
stress-strain  relationships  are  beyond  the  scope  of 
this  discussion  and  are  reviewed  elsewhere.285 

While  the  molecular  and  structural  reasons  for 
the  effect  of  heart  disease  on  ventricular  compli- 
ance are  unknown,  a defect  in  relaxation,  possibly 
mediated  by  impaired  sequestration  of  calcium  by 
the  sarcoplasmic  reticulum  and  physical  swelling 
of  ischemic  myocytes,  is  possible  with  recently  de- 
scribed experimental  support.286 

When  the  aerobic  metabolism  of  heart  muscle  is 
impaired  during  hypoxia  and  ischemia,  the  Na+, 
K+-pump  is  unable  to  keep  pace  with  the  intracel- 
lular sodium  entering  the  cell.  Net  intracellular 
sodium  accumulates,  thereby  dissipating  in  part 
the  resting  transmembrane  potential.  Partial  de- 
polarization of  the  cell  may  be  accompanied  by 
chloride  diffusion  into  the  cell.  Although  K+  si- 
multaneously leaks  out  of  the  cell,  it  does  not 
equal  the  sodium  and  chloride  gained.287  A net 
gain  of  intracellular  osmotically  active  particles  is 
followed  by  water  diffusion  into  the  cell.  Dilution 
of  cellular  constituents,  including  calcium  avail- 
able for  myofilament  sliding,  may  further  impair 
contractility.  This  process  becomes  accentuated 
if  ischemia  is  of  sufficient  intensity  either  to  de- 
stroy membrane  integrity  and  thus  allow  larger 
molecules  to  enter  the  cell,  or  to  permit  large  mol- 
ecules within  the  cell  to  lyse  into  smaller  ones  with 
greater  osmotic  activity. 

Cell  swelling  during  a transient  ischemic  episode 
may  increase  interstitial  pressure  and  may  block 
blood  flow  within  a tissue.288-290  Thus  not  only  is 
cell  swelling  a result  of  ischemia,  but  also  it  is  a 
cause  of  ischemia  and  tends  to  create  a positive 
feedback  perpetuation  of  the  problem.  After 
clamping  a renal  artery,  release  of  the  clamp  is  not 
accompanied  by  a full  restoration  of  blood  flow — 
the  so-called  “no-reflow”  phenomenon.291  Willer- 
son  and  coworkers292,293  demonstrated  that  infu- 
sion or  hypertonic  mannitol  during  or  before  oc- 
clusion of  the  left  anterior  descending  coronary  ar- 
tery lowered  the  S-T  segment  elevation  over  the 
affected  muscle,  augmented  its  contractility,  and 
was  accompanied  by  an  increase  in  collateral  blood 
flow  into  the  area.  These  data  have  been  con- 
firmed by  Powell  and  associates,294  underscoring 
the  contribution  of  cell  swelling  to  the  pathogene- 
sis of  myocardial  ischemia. 

A moderate  sudden  increase  in  serum  osmolar- 
ity  may  produce  a positive  inotropic  action  inde- 
pendent of  the  osmotic  agent  used.258,295,296  This 
action,  not  dependent  on  changes  in  sympathetic 
nervous  activity  nor  on  the  Frank-Starling  mecha- 
nism, results  in  enhanced  stroke  volume  and  left 
ventricular  (dp/dt)  max  in  the  resting  intact  dog 
and  in  the  anoxic  perfused  rat  heart,  in  the  ab- 
sence of  any  effect  on  myocardial  energy  metabo- 
lism.297,298 The  preliminary  data  of  Willerson  and 


14R6  New  York  State  Journal  of  Medicine/ August  1975 


coworkers299  support  the  hypothesis  that  the  posi- 
tive inotropic  action  of  myocardial  perfusion  with 
hyperosmolar  solutions  results  from  a decrease  in 
cell  size,  thereby  effectively  increasing  the  concen- 
tration of  intracellular  calcium.  The  ability  of  hy- 
pertonic mannitol  to  improve  myocardial  contrac- 
tility and  coronary  blood  flow  in  patients  with 
heart  disease  when  serum  osmolarity  is  increased 
only  10  mOsm.  has  also  been  reported.300 

In  the  studies  of  Regan  and  associates,219-278  the 
antiarrhythmic  actions  of  GIK  were  evident  on  in- 
travenous administration,  and  the  constituents  of 
the  solution  were  less  critical  than  the  rate  of  infu- 
sion and  its  osmolarity.  Hence  hypertonic  solu- 
tions without  glucose,  as  well  as  isotonic  saline, 
spared  myocardial  K+  loss  during  ischemia  and 
manifested  an  antiarrhythmic  effect  without  en- 
hancing glucose  uptake.278  Moreover,  the  greater 
the  osmolarity  of  the  GIK  solution  chosen,  the 
greater  the  antiarrhythmic  action.220  However, 
Wildenthal  and  coworkers244  were  also  able  to 
demonstrate  a protective  effect  of  GIK  when  ad- 
ministered in  an  isotonic  solution,  although  pre- 
treatment with  propranolol  was  necessary  to  “un- 
mask" the  beneficial  action  in  their  studies.  If 
true,  it  is  necessary  to  explain  that  the  data  of 
MacLeod  and  Prasad131  clearly  showed  that  non- 
metabolizable  sugars  could  not  produce  glucose- 
like effects  on  the  abbreviated  action-potential  du- 
ration associated  with  papillary  muscle  anoxia,  af- 
firming that  the  ability  of  glucose  to  reverse  such 
electrical  changes  was  dependent  on  the  metabo- 
lism of  glucose. 

Conclusion 

Despite  the  plethora  of  data  and  great  interest 
in  GIK  infusions  for  heart  disease,  and  even 
though  the  metabolic  actions  of  each  ingredient  of 
GIK  solutions  are  better  understood,  there  is 
much  more  yet  to  learn.  Serious  theoretical  ques- 
tions exist  concerning  the  effects  of  each  compo- 
nent and  of  GIK  together.  Unequivocal  proof  of  a 
clear  benefit  of  intravenous  GIK  in  patients  with 
heart  disease  is  yet  to  be  demonstrated.  Never- 
theless, there  is  sufficient  evidence,  showing  that 
GIK  benefits  ischemic  heart  muscle  and  myocar- 
dial performance  to  warrant  additional  clinical  re- 
search to  clarify  the  role  of  GIK  in  cardiovascular 
therapy. 

1 Westchester  Avenue 
Pound  Ridge,  New  York  10576 
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Presenile  dementia  is  conventionally  defined  as 
dementia  beginning  before  the  age  of  sixty-five. 
This  report  will  emphasize  two  aspects  of  current 
neurologic  thinking  with  regard  to  presenile  de- 
mentia: first,  the  heterogeneity  of  its  causes,  and, 
second,  the  significant  number  of  remediable  caus- 
es that  might  be  uncovered  by  an  adequate  labora- 
tory and  radiologic  investigation.  To  psychia- 
trists, many  of  these  entities  will  be  familiar  as 
falling  under  the  blanket  term  “chronic  brain  syn- 
drome.” 

Symptoms 

Although  the  cardinal  symptoms  of  dementia 
are  those  of  an  organic  mental  syndrome,  it  is 
worth  emphasizing  that  the  initial  symptoms  may 
easily  be  those  conventionally  thought  of  as  func- 
tional, for  example,  loosening  of  inhibitions  may 
lead  a patient  who  has  been  generous  throughout 
his  life  to  throw  away  his  money  on  worthless 
causes.  Differential  diagnosis  at  this  time  may  be 
extremely  difficult,  especially  since  the  symptoms 
of  patients  with  psychotic  depression  may  seem  to 
include  features  suggestive  of  organicity,  for  exam- 
ple, defects  of  recent  memory.  However,  sooner 
or  later  floridly  organic  features  dominate  the  clin- 
ical picture  in  a patient  with  presenile  dementia: 
defects  of  recent  mernory,  disorientation,  noctur- 
nal confusion,  a bland  and  apathetic  withdrawal 
from  social  contact,  and  defects  of  speech  and  cal- 
culation. 

Traditionally,  a diagnosis  of  presenile  dementia 
made  on  a clinical  basis  was  followed  only  by  an 
attempt  to  differentiate  between  various  nonre- 
medial  heredodegenerative  diseases,  in  particular 
Pick’s  disease  and  Alzheimer’s  disease.  However, 
the  advent  of  modern  laboratory  and  radiologic 
techniques  had  made  us  realize  that  many  patients 
heretofore  thought  of  as  suffering  from  heredode- 
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Pick's  disease 
Alt  he  inter' s disease 
Huntington's  chorea 
Wilson's  disease 
Parkinson-dcocntla  complex 
Progressive  suprsnuclear  palsy 
Spinocerebellar  degenerative  disease 
Hal  lcvorden>Spatz  disease 

II.  Trauma: 

Including  subdural,  and  chronic  brain  syndromes. 

111.  Infection: 

Including  meningovascular  and  parenchymatous  neurosyphl 1 is  and 
Creutzfeldt'Jakob  disease. 


IV . Metabolic: 

Including  "myxedema  madness",  hypopituitarism,  parathyroid  disease, 
hepatic  encephalopathy , hypoglycemic  episodes,  uremia,  Cushing's 
syndrome,  thiamine  and  B12  deficiency,  and  ? folate  deficiency. 


V . Intoxications: 

Including  barbiturates,  psychotropic  drugs  and  heavy  metal  poisoning, 
(including  lead,  methyl  mercury  and  manganese)  and  ? Marchiafava- 
Blgnanl  disease. 

VI . Neoplasms : 

Especially  meninglooata . 

VII.  Vascular: 

Including  hypertensive  infarction,  embolization,  atheromatous  disease 
with  or  without  arrhythmia,  and  "transient  global  amnesia". 


VIII.  Normal  pressure  hydrocephalus. 

FIGURE  1.  Causes  of  presenile  dementia. 

generative  disease  might  be  harboring  a dementia 
of  remediable  origin.  Figure  1 shows  some  of  the 
entities  now  involved  in  the  differential  diagnosis, 
with  emphasis  on  the  remediable  causes. 

Causes  of  presenile  dementia 

The  first  category  on  the  list,  heredodegenera- 
tive disease,  is  that  traditionally  associated  with  a 
diagnosis  of  presenile  dementia  (Fig.  1).  A few 
comments  may  be  made  on  the  diseases  listed 
here.  The  evidence  for  a genetic  transmission  of 
Pick’s  disease  is  firmer  than  that  for  Alzheimer’s 
disease;  it  is  thought  to  be  transmitted  as  an  auto- 
somal dominant,  with  incomplete  penetrance.1 
Indeed,  there  is  some  reason  to  doubt  whether  or 
not  Alzheimer’s  disease  is  a “disease”  at  all.  The 
transmission  is  polygenic,  and  the  neuropathologic 
features  are  indistinguishable  from  those  of  senile 
dementia.  Huntington’s  chorea  may  present 
symptoms  of  dementia  out  of  proportion  to  chorea. 
Wilson’s  disease,  transmitted  as  an  autosomal  re- 
cessive, has  within  this  century  progressed  from  a 
clinical  description  to  a biochemically  defined  and 
pharmacologically  approachable  disease.  Prog- 
ress of  this  type  has  been  of  great  encouragement 
to  neurologists  brought  up  to  equate  “heredode- 
generative” with  “irremediable.”  Some  new  en- 
tities have  indeed  been  added  to  the  list  of  heredo- 
degenerative disease,  for  example,  the  supranu- 
clear palsy  of  the  Steele-Richardson-Olszewski 
syndrome,  in  which  progressive  dementia  is  associ- 
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ated  with  ophthalmoplegia  and  with  a disturbance 
of  muscle  tone  suggestive  of  involvement  of  the  re- 
ticular formation.  However,  other  entities  have 
been  removed  from  the  list,  for  example,  Cre- 
utzfeldt-Jakob  disease  is  now  thought  to  be  infec- 
tious in  nature,  owing  to  a slow  virus. 

Outside  the  traditional  category  of  heredode- 
generative  disease,  modern  investigative  tech- 
niques have  uncovered  many  causes  of  presenile 
dementia.  It  should  be  emphasized  here  that 
these  techniques  also  have  shown  that  one  must 
not  be  confined  in  differential  diagnosis  by  classi- 
cal descriptions  of  disease,  which  tend  to  empha- 
size florid  and  polysymptomatic  presentations. 
For  example,  a patient  harboring  a subdural  he- 
matoma need  not  present  a history  of  significant 
head  trauma  or  show  a markedly  depressed  senso- 
rium;  subtle  intellectual  or  aphasic  defects  may  be 
the  only  symptoms.  Similarly,  hypothyroidism  or 
vitamin  B12  deficiency  may  appear  primarily  as 
dementia,  without  the  signs  and  symptoms  given 
in  classical  descriptions.  Asher,2  by  drawing  at- 
tention to  “myxoedematous  madness,”  showed 
that  clinical  attentiveness  may  supplement  the 
chance  findings  of  laboratory  screening  tests  in 
unveiling  remediable  causes  of  presenile  dementia. 

In  addition  to  atypical  or  monosymptomatic 
presentations  of  traumatic,  infectious,  metabolic, 
and  neoplastic  disease  as  a cause  of  dementia,  new 
entities  continue  to  be  discovered,  most  notably 
“normal  pressure  hydrocephalus.”3  These  pa- 
tients’ symptoms  are  usually  dementia,  gait  distur- 
bance, and  incontinence,  sometimes  with  a past 
history  of  head  trauma.  The  defect  of  cerebrospi- 
nal fluid  absorption  is  such  that  the  headaches  and 
papilledema  characteristic  of  classical  hydroceph- 
alus may  be  absent.  The  diagnosis  is  made  by  fol- 
lowing up  a clinical  suspicion  with  an  injection  of 
radioactive  iodinated  serum  (RISA)  that  will  trav- 
el from  the  lumbar  sac  to  the  ventricles  rather 
than  over  the  surface  of  the  cortex  for  direct  ab- 
sorption in  the  parasagittal  region.  Here  again  it 
might  be  worth  emphasizing  that  normal  pressure 
hydrocephalus  should  be  suspected  and  investi- 
gated in  patients  with  dementia  who  may  lack 
some  of  the  features  usually  associated  with  it;  for 
example,  a history  of  head  trauma  or  ataxia. 

Other  etiologic  factors,  new  in  either  their  natu- 
ral occurrence  or  in  the  clinical  suspicion  of  neu- 
rologists, may  be  mentioned.  The  advent  of  gas 
liquid  chromatography  (GLC)  and  the  concept  of 
the  “toxic  screen”  have  enabled  us  to  uncover 
cases  of  presenile  dementia  due  to  pharmacologic 
agents,  the  withdrawal  of  which  will  lead  to  clini- 
cal improvement.  This  has  been  known  for  some 
time  in  the  case  of  bromides  and  barbiturates,  but 
may  be  true  of  the  newer  psychotropic  drugs,  even 
in  mild  doses  in  susceptible  subjects.  Very  rarely 
such  drugs,  prescribed  in  appropriate  dosages  by  a 
physician,  may  be  administered  in  toxic  doses  by 


Dementia  in  the  presenium  may  show  behavioral 
changes  suggestive  of  psychiatric  illness  before  the 
appearance  of  more  obviously  organic  mental 
symptoms.  The  organic  mental  symptoms  are 
themselves  nonspecific  in  terms  of  the  causes. 
The  task  of  the  neurologist,  after  recognition  of  a 
presenile  dementia,  is  twofold.  He  must  look  for 
potentially  remediable  causes  of  the  dementia,  ex- 
amples of  which  are  presented  and  discussed.  In 
addition,  he  must  anticipate  and  cope  with  the  so- 
cial and  legal  problems  attendant  on  the  diagnosis. 


relatives.  Reynolds4  has  described  mental 
changes  in  patients  on  sodium  diphenylhydantoin 
(Dilantin),  which  he  attributes  to  the  lowered 
blood  folate  levels  induced  by  the  drug;  his  hy- 
pothesis remains,  however,  controversial. 

In  contrast  to  the  diseases  newly  described  as 
causing  presenile  dementia,  doubt  recently  has 
been  cast  on  some  old  explanations,  notably  the 
facile  terms  “vascular”  or  “arteriopathic”  or  “arte- 
riosclerotic” dementia.5  Currently  it  is  felt  that 
the  easy  correlation  of  ischemia  and  dementia 
should  be  restricted  to  cases  with  “lacunar  states,” 
that  is,  small  infarctions  occurring  in  hypertensive 
patients,  and  recurrent  small  insults,  such  as  mi- 
croemboli. A patient  with  a static  lesion,  such  as 
an  atheroma  of  the  internal  carotid  artery,  may 
show  a stepwise  deterioration  if  his  already  com- 
promised cerebral  circulation  is  intermittently  fur- 
ther depressed  by  cardiac  arrhythmia.  “Transient 
global  amnesia”  is  the  name  now  given  to  episodes 
of  a few  hours’  or  days’  duration,  for  which  the  pa- 
tient is  amnesic,  but  during  which  he  might  per- 
form quite  complicated  acts  such  as  driving  a car 
or  cashing  a check;  during  these  episodes  he  may 
appear  confused  and  amnesic  for  recent  events. 
Although  not  easily  misdiagnosed  as  presenile  de- 
mentia after  the  acute  episode,  transient  global 
amnesia  may  supervene  in  patients  with  cerebro- 
vascular disease.  Although  the  syndrome  is  still 
controversial  in  origin,  it  is  probable  that  many  of 
these  patients  have  suffered  from  small  infarctions 
which  become  acutely  epileptogenic  and  lead  to 
the  mental  changes.6 

Investigative  schema 

The  conclusion  to  be  drawn  from  the  manifold 
and  elusive  causes  of  presenile  dementia  is  that  all 
such  patients  should  receive  an  exhaustive  work- 
up on  the  chance  of  finding  a remediable  lesion. 
There  is  a tendency  to  recoil  from  the  “battery- 
of-tests”  approach  on  the  grounds  that  it  is  an  un- 
intelligent way  to  practice  medicine  and  is  also 
needlessly  expensive.  Both  of  these  arguments 
are  open  to  challenge.  Because  clinical  acumen 
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Investigation 


Possible  results 


Blood  count  and  fils 
ESR 

Cheat  X-ray 
Plasma  urea 

Liver  function  teats 
WR.  Reiter.  TP1 
Serum  B12  and  Schilling  teat 
Serum  and  red  cell  folate 
Serua  protein  bound  iodine  and 
radioactive1^  or  l-3l  studies 
Skull  X-ray 

CSF 

EEC 


BBC 

Cerebral  and  arch  angiography 


Air  encephalography 
Brain  scan 

Isotope  encephalography  (RISA) 


Anemia  and  aacroytoels  of  vitamin  B 1 2 
or  folate  deficiency 
Collagen  vascular  dlaordera 
Bronchial  neoplasm 
Aaoteala 

Hepatocellular  failure 
Neurosyphl  Us 
Vltttaln  B12  deficiency 
Folate  deficiency 
Hypothyroid  lam 

Pineal  shift,  calcified  mass,  erosion 
of  posterior  cllnolde  or  bon*-ln  SOL 
Changes  of  chronic  meningitis,  tumor 
or  neurosyphl  Us 

Slowing  In  primary  csrebral  atrophies; 
focal  change  in  SOL;  metabolic 
encephalopathies 

Arrhythmia,  ischemic  heart  disease 
(sources  of  embolism) 

Tumors  and  other  SOLe;  subdural 

hematoma;  hydrocephalus;  extent  of 
vascular  disease 

Pattern  and  extent  of  csrebral  atrophy 
tumor  mass;  hydrocephalus 
Intracranial  mass  or  Infarction 
Communicating  hydrocephalus 


(From  J.  Pearce  and  E.  Miller,  Clinical  Aspects  of  Dementia.  Ballllere  Tindall, 
London,  1973,  p 47.) 

FIGURE  2.  Schema  for  investigation  of  selected  cases  of 
dementia. 


establishing  the  presence  of  a treatable  disease,  or 
when  it  is  necessary  for  genetic  counseling. 

What  of  the  patients,  and  they  are  the  majority, 
in  whom  no  remediable  lesion  can  be  found? 
Even  here  the  neurologist  has  an  important  role. 
In  specific  types  of  heredodegenerative  disease,  his 
genetic  counseling  is  of  value  to  the  family.  In 
other  cases  of  obscure  cause,  such  as  Alzheimer’s 
disease,  prompt  diagnosis  of  the  mental  changes  as 
organic  in  origin  and  progressive  in  nature,  and 
documentation  of  this  fact,  may  spare  the  pa- 
tient’s family  many  problems  that  can  arise  from 
such  matters  as  financial  incompetence.  The  pa- 
tient with  presenile  dementia  presents  the  neurol- 
ogist with  a challenge  for  the  whole  field  of  his 
competence,  from  biochemical  investigation  to  so- 
cial counseling. 

University  of  Rochester  School  of  Medicine  and  Dentistry 
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Rochester,  New  York  14642 


has  historically  been  shown  to  he  insufficient,  full 
recourse  to  the  laboratory  and  radiology  depart- 
ment is  well  justified.  In  humanitarian  terms,  to 
rescue  even  a few  patients  with  presenile  dementia 
justifies  any  expense  involved,  and,  in  fact,  even  in 
starkly  economic  terms  the  savings  in  cost  of 
chronic  institutionalization  may  be  larger  than 
those  of  intensive  investigation.  Figure  2 gives 
some  ideas  of  the  laboratory  studies  involved  in  an 
investigation  of  presenile  dementia.  It  may  be 
added  that  most  authors  consider  brain  biopsy  as 
unjustifiable  except  when  it  is  the  only  method  of 
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Researcher  questions  link  between  infant’s 
airway,  “crib  death” 

The  physical  construction  of  an  infant’s  airway  and 
the  muscle  relaxation  which  occurs  during  deep  sleep 
may  be  contributing  factors  in  the  Sudden  Infant  Death 
Syndrome  (SIDS),  a New  Zealand  researcher  theorizes 
in  the  May  issue  of  Pediatrics. 

Shirley  Tonkin,  M.B.,  Ch.B.  (N.Z.),  D.C.H.  (Eng.),  of 
the  Postgraduate  School  of  Obstetrics  and  Gynecology 
at  the  University  of  Auckland,  bases  her  hypothesis  on  a 
review  of  86  crib  deaths  reported  in  New  Zealand  from 
1970  through  1972.  She  also  reports  on  five  cases  of 
children  who  were  discovered  to  be  not  breathing  by 
their  mothers,  but  were  resuscitated.  In  one  case,  the 
child  was  admitted  to  a hospital,  where  he  had  two  fur- 
ther episodes  of  apnea  (stoppage  of  breathing).  In  both 
cases,  the  infant  began  to  breathe  spontaneously  when 
he  was  awakened. 

Why,  Dr.  Tonkin  wondered,  did  the  child  experience 
apnea  only  while  asleep?  To  find  the  answer,  she  began 
to  study  the  difference  between  the  construction  of  the 
infant’s  airway  and  that  of  an  adult.  She  found  that  the 
infant’s  air  passage  was  more  “vulnerable”  to  closing  be- 
cause the  infant’s  jawbone  is  not  as  firmly  anchored  to 
the  rest  of  the  skull  as  an  adults’.  This  could  mean,  she 


said,  that  the  infant’s  tongue  can  be  more  easily  forced 
into  its  throat,  closing  off  the  airway. 

But  what  would  cause  it  to  close  only  during  sleep? 
Studies  have  shown  that  deep,  REM  (rapid  eye  move- 
ment) sleep  is  often  accompanied  by  deep  muscle  relax- 
ation. This  relaxation  could  cause  a slow  closing  of  the 
infant’s  airway  during  heavy  sleep,  choking  the  infant 
and  leading  to  cardiac  arrest,  Dr.  Tonkin  said. 

She  also  said  that  the  risk  of  such  an  occurrence  may 
be  increased  in  children  with  a large  tongue  (sometimes 
found  in  artificially  fed  infants)  in  children  suffering 
from  infections,  which  cause  a loss  of  normal  muscle 
tone. 

Commenting  on  Dr.  Tonkin’s  theory  in  the  same  issue 
of  Pediatrics,  an  American  SIDS  authority  said  her  hy- 
pothesis “deserves  serious  consideration.”  J.  Bruce 
Beckwith,  M.D.,  of  the  University  of  Washington  School 
of  Medicine,  said  her  concepts  “if  correct,  imply  an  ele- 
ment of  predictability,  if  not  preventability,  and  there- 
fore testing  of  the  hypothesis  seems  a matter  of  high  pri- 
ority.” 

Dr.  Beckwith  said  Dr.  Tonkin’s  theory  “is  consistent 
with  most  of  the  major  epidemiological  features  of 
SIDS,”  but  he  says  her  relation  of  SIDS  to  infections  “is 
a bit  labored”  and  he  disputed  her  attempts  at  connect- 
ing crib  death  and  the  method  of  feeding  for  the  infant. 
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Severe  Polydipsia 
and  Polyuria 


Case  presentation 

Abdul  Q.  Memon,  M.D.:  A twenty-three-year- 
old  white  male  was  admitted  with  symptoms  of  di- 
abetes insipidus  for  the  preceding  two  years. 

His  first  hospital  admission  took  place  seven 
years  prior  to  death,  at  the  age  of  seventeen  years. 
The  patient  was  admitted  with  fever  following  an 
influenza  vaccination.  His  past  history  revealed 
“sinus  trouble”  and  a discharge  from  the  left  mid- 
dle ear  at  age  eight.  Enlarged  cervical  lymph 
nodes  and  a positive  heterophil  agglutination  test 
result  indicated  infectious  mononucleosis. 

His  second  admission  occurred  seven  years  later. 
For  many  years  the  patient  had  occipital  head- 
aches; for  two  years  he  drank  approximately  8 
quarts  of  liquid  per  day  and  urinated  frequently. 
One  year  prior  to  his  second  admission,  he  com- 
plained of  an  “ear  infection”  and  transient  strabis- 
mus. During  the  three  weeks  before  admission,  he 
developed  a stuffiness  in  the  ears,  blurred  vision, 
increasing  difficulty  in  walking,  diminished  hear- 
ing, and  brief  syncope. 

The  blood  pressure  on  admission  was  140/80 
mm.  Hg,  the  pulse  rate  64,  and  respirations  10  per 
minute.  The  temperature  was  98.8°F.  The  gen- 
eral physical  and  neurologic  examinations  revealed 
good  orientation,  slowness  in  verbal  response  and 
movement,  bilateral  papilledema,  bilateral  extra- 
ocular abductor  paralysis,  and  paresis  of  upward 
gaze;  a mild  right  lower  facial  weakness  was  pres- 
ent. The  deep  tendon  reflexes  were  extremely 
brisk  with  bilateral  Babinski  responses. 

Six  urinalyses  on  the  day  of  admission  showed  a 
maximum  specific  gravity  of  1.012.  Serial  white 
blood  counts  were  20,100,  18,500,  27,800,  and 
20,500  with  predominant  mature  polymorphonu- 
clear forms.  Lumbar  puncture  revealed  an  open- 
ing pressure  of  600  mm.  of  water  with  slightly  yel- 
lowish fluid;  a protein  content  of  91  mg.  per  100 
ml.;  and  140  red  blood  cells,  5 polymorphonuclear 
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FIGURE  1.  Brain  scan  showing  increased  midline  uptake 
of  radioactive  technetium  (arrow). 


cells,  and  6 lymphocytes  per  milliliter.  The  skull 
film  revealed  destruction  of  the  posterior  clinoid 
processes  and  interdigitation  of  the  tables  of  the 
skull,  suggestive  of  increased  intracranial  pressure. 
The  electroencephalogram  showed  a marked  dif- 
fuse abnormality  with  some  preponderance  on  the 
right  side,  especially  in  the  right  parietal  area. 
The  brain  scan  showed  increased  uptake  in  the 
central  portion  of  the  posterior  temporoparietal 
region  (Fig.  1).  A right  brachial  angiogram 
showed  a tumefaction,  3.5  cm.  in  diameter,  in  the 
posterior  temporal  region,  superior  to  the  posterior 
aspect  of  the  internal  cerebral  vein;  the  anterior 
cerebral  artery  and  branches  of  the  middle  cere- 
bral artery  were  stretched  due  to  distention  of  the 
ventricular  system  (Fig.  2). 

During  the  first  hospital  week  the  patient’s  in- 
take of  fluids  often  exceeded  10  L.  per  day;  the  uri- 
nary output  at  times  exceeded  16  L.  During  a six- 
hour  water  deprivation  test  with  a fluid  intake  of 
1 ,900  cc.,  the  patient  excreted  3,200  cc.  of  urine 
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FIGURE  2.  Right  brachial  angiograms  showing  centrally 
located  tumor  stain  (arrows).  (A)  Anteroposterior  view. 
(B)  Left  lateral  view. 


and  lost  4 pounds  in  weight.  Following  an  injec- 
tion of  vasopressin  (Pitressin)  tannate,  the  urine 
output  during  the  following  six  hours  fell  to  500 
cc.,  with  a fluid  intake  of  1,100  cc.  A persistent 
bright  red  flush  over  the  face  and  upper  chest  were 
noted.  Steroid  therapy  was  initiated  to  reduce 
brain  edema;  with  vasopressin  tannate  therapy  the 
urine  output  was  reduced  to  5 to  8 L.  per  day  with 
specific  gravities  rising  on  occasion  to  1.021;  fluid 
intake  was  correspondingly  reduced. 

On  the  ninth  hospital  day  a ventriculoatrial 
shunt  was  inserted  on  the  right,  with  subsequent 
improvement  of  headache,  hearing,  upward  gaze, 
and  papilledema,  and  the  electroencephalogram 
showed  overall  improvement.  Numerous  pustular 


acneiform  lesions  over  the  chest  and  upper  hack 
necessitated  reduction  in  steroid  therapy. 

Cobalt  therapy  to  two  ports  overlying  the  splen- 
ium  of  the  corpus  callosum,  was  continued  over 
seven  weeks  to  a total  of  2,000  rads.  During  the 
fourth  to  the  tenth  hospital  week,  fever  and  buccal 
mucosal  and  pharyngeal  lesions  due  to  Candida  al- 
bicans were  observed.  Staphylococcus  albus, 
coagulase  negative,  was  found  on  numerous  blood 
cultures;  examination  of  the  heart  revealed  no 
murmurs  or  only  a Grade  I/VI  pulmonic  systolic 
murmur.  Prednisone  was  reduced  in  dosage; 
cephalothin  therapy  and  later  chloramphenicol 
(Chloromycetin)  and  oxacillin  were  administered. 
A repeat  spinal  tap  revealed  the  protein  content  to 
be  206  mg.;  routine  culture  findings  were  negative. 

By  the  tenth  hospital  week,  the  patient  was  afe- 
brile, with  blood  cultures  negative  for  bacteria  and 
for  fungi.  At  the  time  of  discharge  on  the  eighty- 
sixth  hospital  day  the  systolic  murmur  over  the 
pulmonic  area  remained  Grade  1 to  III/VI;  vaso- 
pressin nasal  spray  and  oxacillin  therapy  were  to 
be  continued  at  home. 

His  third  admission  took  place  six  days  after 
discharge.  Four  days  following  discharge,  the  pa- 
tient developed  fever  and  was  readmitted.  The 
admission  blood  pressure  was  136/70  mm.  Hg,  the 
pulse  rate  136,  and  respiratory  rate  48  per  minute. 
The  temperature  was  105°  F.  A Grade  II/VI  sys- 
tolic murmur  was  audible  in  the  pulmonic  region, 
and  the  erythematous  papular  eruption  was  still 
present,  mostly  over  the  trunk.  The  neurologic 
examination  findings  were  unchanged. 

The  hemoglobin  was  10  Gm.,  and  the  white 
blood  count  was  normal.  The  urine  specific  gravi- 
ty was  1.010  to  1.025;  the  chest  x-ray  film  finding 
was  negative. 

The  lumbar  puncture  revealed  an  opening  pres- 
sure of  270  mm.  of  water;  the  fluid  was  xantho- 
chromic, the  protein  content  396  mg.  per  100  ml.; 
the  microscopic  examination  and  routine  culture 
findings  were  negative. 

Throughout  the  subsequent  four-week  hospital 
course,  the  patient’s  temperature  remained  irregu- 
larly elevated  between  100°  and  102°F.  In  spite 
of  discontinuance  of  vasopressin  tannate  therapy, 
the  patient’s  urinary  output  remained  between 
1,000  and  5,000  ml.  per  day.  Three  blood  cultures 
and  fluid  aspirated  from  the  atrioventricular  shunt 
were  positive  for  S.  albus,  coagulase  negative,  and 
sensitive  to  oxacillin  and  chloramphenicol.  Re- 
peat brain  scan  showed  increased  uptake  in  the 
midsagittal  plane,  suggesting  enlargement  of  the 
local  lesion.  A right  brachial  angiogram  revealed  a 
reduction  of  the  mass  effect  and  a concentration  of 
vessels  in  the  previously  noted  tumefaction;  some 
of  these  alterations  may  have  been  associated  with 
reduction  in  the  size  of  the  ventricles  and  with 
postradiation  effects. 

Oxacillin  and  chloramphenicol  were  adminis- 
tered, together  with  steroids.  On  the  fourteenth 
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hospital  day  the  cardiac  component  of  the  ventric- 
uloatrial shunt  was  replaced  by  a short  length  of 
silicone  tubing;  culture  of  the  removed  portion  of 
tubing  was  positive  for  S.  albus.  Aspirated  shunt 
fluid  remained  positive  for  S.  albus,  but  the  blood 
culture  findings  were  negative.  Spinal  fluid  was 
positive  on  culture  for  S.  albus,  but  negative  for 
evidence  of  malignant  cells. 

On  the  twenty-second  hospital  day  a ventriculo- 
peritoneal shunt  was  inserted  and  worked  well,  but 
the  patient  thereafter  developed  fever  up  to 
103. 6°F.  and  lapsed  into  coma.  The  urine  output 
remained  between  2,000  and  3,000  ml.  per  day. 
Respiration  became  Cheyne-Stokes,  decubitus  ul- 
cers developed  over  the  dependent  areas  of  the 
back  and  extremities,  and  he  expired  on  the 
twenty-seventh  hospital  day. 

Discussion 

Iven  S.  Young,  M.D.:  The  diabetes  insipidus 
is  probably  not  the  most  significant  part  of  this 
patient’s  problem.  For  two  years  prior  to  admis- 
sion his  history  was  certainly  quite  characteristic, 
with  polydipsia  and  polyuria.  The  kidneys  were 
unable  to  concentrate  the  urine,  and  he  responded 
to  vasopressin.  These  findings  satisfy  the  criteria 
for  the  diagnosis  of  diabetes  insipidus. 

A very  good  classification  of  diabetes  insipidus 
has  been  offered  by  Randall,  Clark,  and  Bahn.1 
Forty-five  per  cent  of  cases  of  primary  diabetes 
insipidus  have  no  known  cause.  One  per  cent  of 
primary  cases  develop  the  condition  as  a familial 
disorder.  The  secondary  type  may  be  due  to  head 
trauma,  basal  skull  fractures,  brain  surgery,  hy- 
pothalamic-pituitary neoplasms,  or  neoplastic  dis- 
ease elsewhere.  Breast  carcinoma  seems  to  have  a 
particular  predilection  for  metastasizing  to  the  hy- 
pothalamic area. 

Other  etiologic  disorders  include  the  granuloma- 
tous diseases,  such  as  sarcoidosis,  eosinophil  gran- 
uloma, and  tuberculoma,  but  there  was  little  evi- 
dence to  support  a diagnosis  of  granulomatous  dis- 
ease in  this  case. 

Aneurysm,  arteriosclerotic  thrombosis,  and  local 
intracranial  infection  can  also  lead  to  diabetes 
insipidus. 

The  urine  specific  gravity  in  diabetes  insipidus 
is  usually  quite  low,  varying  from  1.001  to  1.005, 
with  resulting  urine  osmolarities  between  50  and 
200  mOsm.  per  liter  of  water.  However,  with  se- 
vere dehydration,  the  initial  specific  gravity  here 
of  1.012  is  still  consistent  with  this  diagnosis. 
This  would  correspond  to  a urine  osmolarity  of 
about  300  mOsm.  Generally  the  serum  osmolarity 
in  patients  with  diabetes  insipidus  is  not  suffi- 
ciently increased  to  he  helpful  in  the  diagnosis; 
usually  the  range  will  be  295  plus  or  minus  5 
mOsm.,  as  compared  with  the  normal  of  280 
mOsm. 

A patient  with  polydipsia  and  polyuria  may 


have  an  inability  of  the  kidneys  to  respond  to  nor- 
mal amounts  of  vasopressin.  Conditions  which 
will  make  the  kidneys  less  responsive  to  vasopres- 
sin include  hypokalemia,  hypercalcemia,  acute  or 
chronic  renal  disease,  and  familial  nephrogenic  di- 
abetes insipidus.  This  patient  had  none  of  these 
factors;  there  was  little  evidence  to  support  the 
possibility  of  compulsive  water  drinking.  Finally, 
is  it  likely  that  he  had  inadequate  secretion  of  va- 
sopressin? Probably  the  best  evidence  here  for 
diabetes  insipidus  was  obtained  through  the  posi- 
tive water  deprivation  test  result.  With  such  a 
test,  normal  individuals  will  be  able  to  decrease 
their  urine  output  to  0.5  ml.  per  minute  while  con- 
centrating it  to  800  mOsm.  per  liter.  Patients 
with  true  diabetes  insipidus  generally  will  not  go 
above  a urine  osmolarity  of  300. 

The  final  test  was  the  administration  of  vaso- 
pressin tannate,  showing  that  the  kidneys  were  ca- 
pable of  concentrating  the  urine.  He  met  all  the 
criteria  for  diabetes  insipidus. 

It  was  thought  that  his  diabetes  insipidus  was 
due  to  pressure  effect  on  the  hypothalamus,  pre- 
sumably by  a tumor  which  caused  increased  cere- 
bral edema  and  increased  cerebrospinal  fluid  pres- 
sure. His  improvement  with  reduction  of  the 
pressure  via  the  shunt  makes  me  think  that  the  di- 
abetes insipidus  was  due  to  pressure  effects,  rather 
than  structural  damage  to  the  hypothalamus. 
There  appeared  to  be  evidence  of  midbrain  dys- 
function with  paresis  of  conjugate  ocular  deviation 
upward;  lesions  above  the  pons  may  involve  the 
supernuclear  fibers  for  lateral  eye  movements, 
causing  bilateral  paralysis  of  conjugate  gaze. 

At  this  point  I wonder  if  we  could  review  the 
x-ray  films. 

Stefan  Shanzer,  M.D.:  On  the  routine  lateral 
skull  film  we  see  that  the  dorsum  sellae  is  com- 
pletely destroyed,  with  a “beaten  lead”  appear- 
ance of  the  skull  suggesting  chronically  increased 
intracranial  pressure. 

On  the  brain  scans  there  is  increased  uptake  at 
the  temporoparietal  level,  deep  within  the  brain  at 
and  near  the  midline  (Fig.  1).  Some  of  the  uptake 
increase  is  associated  with  the  vascular  changes 
around  the  ventricular  shunt. 

The  first  right  brachial  angiogram  during  its 
later  phase  showed  a tumor  stain  at  and  on  both 
sides  of  the  midline  (Fig.  2A).  The  lateral  film 
shows  vascular  distortions  caused  by  the  consider- 
able hydrocephalus;  the  tumor  stain  includes  ab- 
normal vessels  in  abundance  (Fig.  2B).  The  inter- 
pretation was  that  of  neoplasm,  originating  in  the 
region  of  the  splenium  of  the  corpus  callosum. 

Dr.  Young:  Could  the  findings  on  the  brain 

scan  and  on  the  arteriogram  be  associated  with  a 
brain  abscess? 

Dr.  Shanzer:  The  brain  scan  would  be  com- 

patible with  an  abscess,  hut  the  pattern  of  abnor- 
mal vessels  on  the  angiogram  is  more  in  favor  of  a 
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neoplasm,  a malignant  one  most  probably.  An  ab- 
scess is  usually  much  more  regular  in  outline, 
sometimes  with  an  onion  peel  appearance,  and 
would  not  contain  such  irregular  abnormal  vessels. 

Dr.  Young:  I think  that  this  patient  had  a 

tumor,  very  likely  a pinealoma  or  atypical  terato- 
ma, with  diabetes  insipidus  secondary  to  hydro- 
cephalus and  pressure  effects.  But  is  the  location 
here  unlikely  for  such  a tumor? 

Dr.  Shanzer:  This  is  certainly  a midline  lesion 
and  could  be  a pinealoma;  but  the  stain  was  a bit 
high,  enough  to  correspond  to  a location  in  the 
splenium  of  the  corpus  callosum.  Of  course  our 
first  clinical  impression  was  that  of  a pinealoma, 
but  the  x-ray  films  were  interpreted  by  a neuro- 
radiologist as  probably  indicating  a glial  tumor  of 
the  corpus  callosum. 

John  T.  Flynn,  M.D.:  Could  this  be  a meta- 
static lesion? 

Dr.  Shanzer:  There  was  no  comment  by  the 

radiologist.  We  did  not  consider  a metastatic 
tumor,  in  view  of  the  clinical  course. 

Dr.  Young:  The  persistent  finding  of  leukocy- 
tosis, with  a shift  to  the  left,  is  hard  to  correlate 
with  a brain  tumor  alone.  He  had  an  infected 
ventriculoatrial  shunt,  but  it  was  subsequent  to 
the  leukocytosis.  The  positive  blood  cultures 
could  certainly  suggest  an  endocarditis,  or  more 
likely  a seeding  of  the  blood  stream  and  subarach- 
noid fluid  from  the  infected  ventricular  shunt. 

I placed  some  significance  on  his  repeated  ear 
infections  and  so-called  sinus  trouble,  with  the 
possibility  of  a brain  abscess;  40  to  50  per  cent  of 
brain  abscesses  are  said  to  arise  from  infections  in- 
volving the  middle  ear,  and  another  10  per  cent 
from  infections  in  the  sinuses.  They  can  be  asso- 
ciated with  head  injury,  congenital  heart  disease, 
endocarditis,  and  infections  in  many  organs  and 
tissues,  including  skin.  However,  a brain  abscess 
most  commonly  involves  the  temporal  and  frontal 
lobes  or  the  cerebellum  and  less  commonly  the  pa- 
rietal and  occipital  lobes;  this  lesion  was  in  the 
midline  and  deeper,  where  brain  abscesses  have 
occurred,  but  rarely.  Unusual  also  for  a brain  ab- 
scess would  be  the  two-year  history  of  diabetes 
insipidus,  although  chronic  brain  abscesses  have 
been  discovered  unexpectedly  only  at  the  time  of 
autopsy.  In  this  latter  connection,  the  possibility 
of  fungus  infection,  such  as  cryptococcus,  could  be 
considered. 

So,  in  summary,  my  dilemma  consisted  in  trying 
to  fit  together  the  history  and  the  clinical  findings 
that  seemed  to  suggest  a brain  abscess  presenting 
symptoms  of  intracranial  tumor.  A brain  tumor, 
either  a pinealoma  or  glioma,  is  most  likely,  but 
I’m  sure  we’re  going  to  find  evidence  of  ^ wide- 
spread septicemia,  probably  with  meningitis.  The 
furunculosis  possibly  was  secondary  to  underlying 
sepsis  rather  than  to  dexamethasone  (Decadron) 
phosphate  therapy,  which  admittedly  hampered 
us  in  controlling  his  infection.  The  possibility 


that  a brain  abscess  might  he  walled  off  might  ex- 
plain why  antibiotic  therapy  could  not  attain  com- 
plete or  even  partial  success.  An  infected  ventri- 
culoatrial shunt  might  also  remain  unaffected  by 
antibiotics. 

The  protocol  seemed  to  stress  the  ear  infections 
and  sinusitis;  that  is  why  I was  inclined  toward  a 
diagnosis  of  intracranial  abscess.  Ordinarily,  I 
would  favor  a diagnosis  of  pinealoma  or  teratoma, 
with  a glial  tumor  of  the  corpus  callosum  as  a close 
second. 

Dr.  Flynn:  Dr.  Shanzer,  is  it  conceivable  that 
since  early  life  this  young  man  had  had  a small 
very  slowly  progressive  tumor,  which  manifested 
itself  only  by  interference  with  venous  or  lymphat- 
ic drainage  from  the  inner  ear  regions  or  deeper 
paranasal  sinuses,  with  resulting  ill-defined  symp- 
toms? 

Dr.  Shanzer:  No.  There  is  no  direct  anatomic 
connection  between  the  region  of  the  posterior 
third  ventricle,  where  this  lesion  was  located,  and 
either  the  middle  ear  or  the  sinuses.  On  the  other 
hand,  we  know  so  little  about  the  growth  patterns 
of  tumors  that  it  is  quite  possible  that  he  was  even 
born  with  it.  It  is  likely  that  during  the  last  two 
years  he  had  a multitude  of  physical  difficulties, 
some  of  which  he  interpreted  as  difficulty  in  hear- 
ing. On  actual  testing  he  had  absolutely  no  prob- 
lem with  his  hearing  at  all.  He  visited  one  ear, 
nose,  and  throat  specialist  after  another,  and  he 
was  told  that  he  had  ear  infections,  but  he  had  no 
objective  evidence  under  our  observation  of  any 
ear  infection  at  any  time  except  possibly  in  child- 
hood, about  which  I cannot  testify. 

Basil  Moumgis,  M.D.:  Dr.  Young,  would  im- 
provement in  the  diabetes  insipidus,  following  the 
use  of  a ventriculoatrial  shunt,  steroids,  and  radia- 
tion, influence  your  opinion  as  to  the  type  of  lesion 
that  he  had? 

Dr.  Young:  I think  most  of  his  improvement 

was  the  result  of  the  decrease  in  intracranial  pres- 
sure, which  is  too  nonspecific  to  be  helpful  in  lo- 
calizing the  lesion  or  in  identifying  it  pathological- 
ly' 

Dr.  Flynn:  I was  troubled  by  the  leukocytosis 
as  much  as  you,  Dr.  Young,  because  I couldn’t  ex- 
plain it  throughout  his  hospital  course  here.  Per- 
haps it  was  due  to  the  mild  but  widespread  skin  le- 
sions. 

Has  anyone  here  ever  seen  an  S.  albus  endocar- 
ditis? 

Harold  H.  Coppersmith,  M.D.:  I haven’t  seen 
it,  but  it’s  been  reported  to  be  the  offending  orga- 
nism in  about  2 per  cent  of  cases  of  endocarditis.2 

Morris  R.  Kleinfeld,  M.D.:  It  can  involve  the 
aortic  valve,  particularly  a congenital  altered  one, 
such  as  a bicuspid  aortic  valve. 

Dr.  Flynn:  We  identified  that  organism  as 

being  located  in  the  ventriculoatrial  shunt,  which 
could  allow  the  seeding  of  organisms  directly  into 
the  right  auricle  into  contact  with  the  tricuspid 
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FIGURE  3.  Coronal  section  of  cerebral  hemispheres  at 
anterior  margin  of  cerebellum,  showing  tumor  mass  in 
midline  extending  into  right  lateral  ventricle,  with  compres- 
sion of  aqueduct  of  Sylvius  and  dilatation  of  left  lateral 
ventricle. 


and  pulmonic  valves,  an  ideal  situation  for  the  oc- 
currence of  endocarditis.  However  in  our  limited 
hospital  experience  here  with  this  type  of  ventric- 
uloatrial shunt,  we  have  not  seen  the  development 
of  endocarditis. 

Dr.  Shanzer:  I was  greatly  impressed  by  the 

peculiar  blush  over  this  patient’s  face,  chest,  and 
arms,  well  before  he  developed  any  acneiform  skin 
infection.  I wonder  about  the  explanation  of  this 
phenomenon. 

Dr.  Young:  Some  patients  under  stress  devel- 
op what  is  called  a hypothalamic  blush  in  the  area 
of  the  neck.  I really  don’t  know  whether  that 
thought  is  relevant  to  this  patient  or  not. 

Solange  Abu  Nassar,  M.D.:  Dr.  Shanzer, 

what  was  your  final  clinical  diagnosis? 

Dr.  Shanzer:  My  diagnosis  was  a midline  le- 
sion involving  the  corpus  callosum,  most  likely  a 
tumor,  and  for  clinical  and  statistical  reasons  most 
likely  a pinealoma.  Of  course  I had  to  accept  the 
neuroradiologist’s  opinion  that  it  was  probably  a 
glioma  rather  than  a pinealoma. 

The  clinical  course  would  be  worse  with  a glioma 
of  the  corpus  callosum,  since  it  is  usually  a more 
rapidly  growing  tumor.  But  the  duration  of  symp- 
toms prior  to  treatment  is  affected  by  so  many  fac- 
tors other  than  the  histologic  condition  of  the  le- 
sion. 

Clinical  diagnoses 

/.  Probable  glioma  of  the  corpus  callosum 

2.  Internal  hydrocephalus,  secondary  to  glio- 
ma, with  secondary  diabetes  insipidus 


3.  Ventriculoatrial  shunt,  secondarily  infect- 
ed with  S.  albus 

4.  Acneiform  rash,  secondary  to  steroid  thera- 

py 

Dr.  Young’s  diagnoses 

1.  Diabetes  insipidus  due  to  pressure  effects 
of  internal  hydrocephalus,  improved 

2.  Probable  pinealoma  or  teratoma  in  region 
of  pineal  gland 

3.  Infected  ventriculoatrial  shunt  (S.  albus), 
with  probable  septicemia  and  possible  brain  ab- 
scess 

Pathologic  discussion 

Dr.  Abu  Nassar:  Before  I go  into  the  specific 
findings,  I want  to  emphasize  that  we  found  no  ev- 
idence of  sepsis  except  for  bilateral  acute  bron- 
chopneumonia. The  ventriculoperitoneal  shunt 
was  found  in  the  subcutaneous  tissues  in  the  right 
temporal  region;  one  end  was  in  the  right  lateral 
ventricle  of  the  brain  and  appeared  to  be  function- 
ing, while  the  other  end  was  in  the  peritoneal  cavi- 
ty, just  beneath  the  liver. 

The  brain  weighed  1,350  Gm.;  the  surface  was 
edematous  throughout.  Grossly,  the  olfactory 
tract,  the  optic  chiasma,  and  the  cranial  nerves 
were  all  identified  and  appeared  normal.  The 
striking  gross  finding  was  a dilated,  paper-thin 
third  ventricle  about  3 cm.  in  diameter  and  filled 
with  clear  whitish  fluid.  The  second  finding  of 
note,  when  viewing  the  brain  from  the  base  and 
lifting  the  cerebellum  slightly,  was  a gray,  granu- 
lar, cystic,  slightly  nodular  tumor,  well  defined  and 
displacing  the  cerebellum  but  not  invading  it.  Co- 
ronal sections  of  the  brain  showed  a 3.5-cm.  round- 
ed mass  in  the  midline  for  the  most  part  and  first 
encountered  at  the  most  posterior  aspect  of  the 
third  ventricle  (Fig.  3).  The  mass  had  invaded  the 
adjacent  brain  including  the  thalamus,  three 
fourths  of  the  right  lateral  ventricle,  a portion  of 
the  splenium  of  the  corpus  callosum,  the  posterior 
commissure,  and  the  corpora  quadrigemina.  At 
the  same  time,  it  markedly  compressed  and  dis- 
torted the  dilated  aqueduct  of  Sylvius,  fourth  ven- 
tricle, and  cerebellum,  but  did  not  invade  any  of 
these  structures.  Both  lateral  ventricles  were 
markedly  dilated  and  distorted,  the  left  more  so 
than  the  right.  In  the  brain  and  ventricles,  the 
mass  had  a variegated  appearance,  rather  soft, 
friable,  granular,  hemorrhagic,  and  partly  necrotic; 
it  contained  partly  granular  gray-white  opaque 
and  partly  cartilagenous  tissue  as  well  as  multiple 
cysts  up  to  1 cm.  in  diameter,  filled  with  whitish 
thin  and  thick  mucoid  material.  In  its  most  ante- 
rior aspect,  the  mass  was  not  sharply  demarcated 
from  the  brain  substance. 

The  cartilagenous  consistency  of  the  tumor,  at 
least  in  some  areas,  and  the  midline  location  sug- 
gested the  possibility  of  a teratoma.  Microscopic 
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FIGURE  4.  Sections  of  tumor  suggesting  (A)  nerve  and  pigmented  retinal  cells;  (B)  bone;  (C)  columnar  intestinal  epitheli- 
um; and  (D)  cysts  lined  by  cuboidal  and  squamous  cells. 


sections  of  the  tumor  demonstrated  tissue  deriva- 
tives of  all  three  embryologic  germinal  layers  (Fig. 
4).  Cystic  or  small  tubular  structures,  lined  by  cu- 
boidal or  columnar  epithelium,  and  a medley  of 
structures  not  clearly  typical  of  any  specific  organ 
but  suggestive  of  gastrointestinal  or  respiratory 
tracts,  thyroid,  choroid  plexus,  brain  tissue,  and 
pigmented  retina,  were  noted.  Partly  calcified 
cartilage,  bone,  squamous  epithelium,  myxoid  and 
fibrous  tissue,  and  dense  poorly  cellular  collagen 
were  present  as  well  as  blood  vessels  of  varying 
thickness  and  size.  A few  primitive,  very  malig- 
nant-appearing cells,  with  structural  similarities  to 
the  pinealocyte,  were  seen  mostly  in  the  hemor- 
rhagic and  necrotic  areas  where  the  tumor  was  in- 
vading the  brain  (Fig.  5).  The  adjacent  brain  tis- 
sue, which  was  compressed  by  the  tumor,  showed 
encephalomalacia  and  in  some  areas  marked  reac- 
tive gliosis.  ' 

We  are  then  dealing  here  with  a teratoma  of  the 
teratoid  type.3  Based  on  the  presence  of  the  few 
primitive  malignant  cells,  this  neoplasm  is  best 
classified  as  a malignant  teratoma.  Perhaps  at 
this  late  date,  it  is  very  unlikely  that  we  can  reach 


a satisfactory  conclusion  as  to  the  site  of  origin  of 
this  tumor.  At  least  50  per  cent  or  more  of  intra- 
cranial teratomas  originate  in  the  pineal  gland  or 
in  the  pineal  region,  in  the  midline.  When  they 
are  small  and  confined  to  this  area,  they  do  not 
produce  symptoms,  and  we  are  not  aware  of  their 
presence  until  they  invade  and  destroy  nearby 
structures.  By  that  time  the  pineal  gland  will  be 
completely  destroyed  and  is  no  longer  identifiable 
as  the  site  of  origin.  From  its  location  we  can 
safely  say,  however,  that  the  lesion  in  this  case 
arose  in  the  pineal  region.  The  third  ventricle  is 
one  of  the  most  common  regions  of  spread,  in  over 
half  of  the  cases;  spread  to  the  lateral  ventricles 
and  the  corpus  callosum  is  common,4  as  was  true 
in  this  case;  extension  to  the  cerebral  hemispheres, 
however,  is  unusual.  The  clinicopathologic  corre- 
lation is  often  not  clearly  defined;  the  symptoms 
and  signs  of  intracranial  teratoma  are  not  specifi- 
cally related  to  the  microscopic  picture. 

The  anterior  pituitary  in  this  case  showed  nor- 
mal architecture,  as  did  the  posterior  pituitary. 
In  the  absence  of  invasion  of  the  hypothalamus  or 
the  pituitary  by  neoplasm,  we  can  explain  the  dia- 
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FIGURE  5.  (A)  Margin  of  tumor  adjacent  to  hemorrhagic  area.  (B)  Atypical  cells  in  margin  of  tumor,  suggestive  of  malig- 

nant change. 


betes  insipidus  as  secondary  to  dilatation  of  the 
third  ventricle  and  resulting  from  brain  compres- 
sion. Another  plausible  explanation  focuses  on 
invasion  of  the  floor  of  the  third  ventricle  and  in- 
terruption of  the  supraoptic  nuclei  to  the  pitu- 
itary. It  is  interesting  to  note  that  spontaneous 
disappearance  of  diabetes  insipidus  is  often  re- 
ported late  in  the  course  of  the  disease,4’5  as  was 
also  true  in  this  patient. 

Another  effect  of  pituitary  compression  was  bi- 
lateral mild  to  moderate  atrophy  of  the  testes, 
with  arrested  spermatogenesis.  The  thyroid  and 
adrenal  glands  were  within  normal  limits. 

We  keep  hearing  about  the  radiosensitivity  of 
pineal  neoplasms,  but  confusion  can  occur  because 
while  pinealomas  are  radiosensitive,  teratomas 
with  mature  elements  are  not.5  It  is  unfortunate, 
however,  that  owing  to  the  location  of  the  lesion 
one  cannot  have  the  benefit  of  a biopsy  in  such 
cases;  thus,  radiotherapy  is  instituted  without  a 
prior  clue  as  to  the  degree  of  radiosensitivity  of  the 
lesion.  Yet  radiation  is  the  treatment  of  choice.6 
One  can  now  only  speculate  in  this  particular  pa- 
tient as  to  how  much  of  the  intact  tumor  contained 
primitive  malignant,  pineal-like  radiosensitive 
cells,  all  of  which  disappeared  after  radiation, 
leaving  no  evidence  of  their  previous  existence. 
Furthermore,  to  what  extent  necrosis  and  hemor- 
rhage, as  well  as  atypia  of  the  cells  which  we  see, 
are  the  result  of  radiation  can  only  be  guessed. 

Recent  studies  show  the  importance  of  the  pos- 
terior commissure  and  its  interstitial  nuclei  in 
preservation  of  vertical  gaze.'  Since  the  posterior 
commissure,  to  which  the  pineal  gland  is  attached, 
is  invariably  involved  in  pineal  tumors  with  im- 
pairment of  upward  gaze,  this  fact  further  sup- 
ports the  posterior  commissure  as  essential  for  up- 
ward gaze  rather  than  the  superior  colliculi,  since 
the  latter  are  not  always  involved  in  pineal  neo- 
plasm. Vertical  gaze  is  also  impaired  with  bilater- 
al symmetric  lesions  of  the  pontine  tegmentum.8 


The  only  other  abnormality  was  the  incidental 
finding  of  a 4-mm.  meningotheliomatous  menin- 
gioma in  the  right  parietal  region. 

In  summary  then  we  are  dealing  with  a slowly 
growing  malignant  teratoma  in  a young  adult 
male,  in  the  region  of  the  pineal  gland;  it  is  a large- 
ly compressive  lesion  with  invasive  properties,  ex- 
tending into  the  posterior  third  ventrical,  right  lat- 
eral ventricle,  adjacent  parietal  cortex  and  white 
matter,  thalamus,  posterior  commissure,  corpora 
quadrigemina,  and  a portion  of  the  splenium  of 
the  corpus  callosum,  resulting  in  marked  dilata- 
tion and  compression  of  the  aqueduct  of  Sylvius 
and  the  fourth  ventricle,  and  in  tremendous  hy- 
drocephalus. There  was  marked  compression,  dis- 
tortion, and  partial  atrophy  of  the  adjacent  cere- 
bellum. Other  findings  were  bronchopneumonia 
and  the  incidental  finding  of  meningioma. 

The  rapidly  advancing  course  and  hastening  of 
the  patient’s  demise  may  be  due  to  expansion  of 
the  tumor  intracerebrally  because  of  hemorrhage. 

Dr.  Flynn:  There  did  not  appear  to  be  a great 
deal  of  thyroid  tissue  in  this  teratoma;  however,  in 
other  lesions  of  this  type,  sufficient  radioactive  io- 
dine might  localize  in  teratomatous  thyroid  tissue, 
so  as  to  be  demonstrable  on  an  I131  scan.  The 
finding  of  such  thyroid  tissue  within  a mass  in  the 
vicinity  of  the  pineal  gland  might  encourage  diag- 
nosis of  teratoma;  much  of  course  depends  on  the 
functional  activity  of  such  tissue. 

Final  Diagnoses 

1.  Malignant  teratoma,  teratoid  type,  proba- 
bly of  pineal  origin,  with  direct  extension  into 
posterior  third  ventricle,  thalamus,  right  lateral 
ventricle  and  adjacent  parietal  cortex  and  white 
matter,  posterior  commissure,  corpora  quadri- 
gemina, and  splenium  of  corpus  callosum,  with 
areas  of  hemorrhagic  necrosis  and  with  compres- 
sion of  aqueduct  of  Sylvius  and  cerebellum 


. 
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2.  A.  Internal  hydrocephalus,  marked  (lat- 

eral, third,  and  fourth  ventricles) 

B.  Status  postshunt  between  right  lateral 
ventricle  and  peritoneum 

C.  Bilateral  mild-to-moderate  atrophy  of 
testes 

3.  Bilateral  acute  bronchopneumonia 

4.  Bilateral  moderate  pulmonary  edema  and 
congestion 

5.  Meningioma,  right  parietal  region  (0.4  cm.) 
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Small  quantities  of  lead 
found  to  cause  nerve  damage 

Sensitive  new  tests  have  determined  that  even  minute 
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land. 
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a storage  battery  factory.  They  worked  in  areas,  such 
as  the  stock  room,  where  exposure  to  lead  was  minimal. 

The  Finnish  scientists  declare  that  the  commonly  ac- 
cepted safe  level  of  lead  in  the  blood  is  a measurement 
known  in  the  laboratory  as  70  to  80  micrograms  of  lead 
for  each  100  milliliters  of  blood. 

Measurements  below  this  level  were  considered  to  be 
too  small  to  impair  health. 

Workers  examined  in  the  study  all  had  supposedly 
safe  lead  levels.  But  they  were  found  to  have  minor 
nerve  damage,  mostly  in  the  upper  arms.  The  damage 
apparently  did  not  affect  the  workers’  abilities.  Some 
complained  of  numbness  in  the  upper  arms. 

The  report  is  by  Anne  Marie  Seppalainen,  M.D.,  and 
colleagues  of  Helsinki. 
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American 
Cancer 
Society  f 
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Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 


Electrocardiograms 
of  the  Month 


Editors 

IRA  L.  RUBIN.  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  MD. 

Associate  Head,  Department  of  Electrocardiography 


QUESTION  179.  Lead  II.  This  record  was  obtained  from  a seventy-eight-year-old  male  with  advanced  renal  dis- 
ease. What  is  the  interpretation? 


QUESTION  180.  WThat  is  the  diagnosis?  The  patient  was  a thirty-seven-year-old  woman  with  a vague  history  of 
palpitations  but  no  other  specific  symptoms. 
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Question  179.  No  atrial  activity  is  detected. 
The  ventricular  rate  is  slightly  irregular.  Beat  4 is 
a ventricular  premature  contraction.  The  T 
waves  are  tall  and  markedly  peaked. 

This  type  of  T wave  is  characteristic  of  hyper- 
kalemia as  is  absence  of  visible  atrial  activity. 


The  patient’s  serum  potassium  level  was  8.2  mg. 
per  100  ml. 

Question  180.  The  rhythm  is  regular  sinus 
rhythm.  The  P-R  interval  is  0.09  second,  and 
there  is  an  extremely  short  P-R  segment.  This  is 
most  clearly  seen  in  the  precordial  leads  V4  to  Ve. 
The  QRS  duration  is  0.08  second.  The  patient 
has  the  syndrome  of  the  short  P-R  interval  with  a 
normal  QRS,  the  Lown-Ganong-Levine  syndrome. 
Such  patients,  while  often  asymptomatic,  may 
have  bouts  of  supraventricular  arrhythmia.  The 
condition  is  usually  benign  and  is  only  rarely  ac- 
companied by  significant  cardiac  disease. 


continued  from  page  1462 

family  affairs.  While  he  operates  and  teaches  at  the 
Hadassah  Hospital,  his  wife  takes  courses  at  the  Hebrew 
University  and  his  son  joins  archeological  digs  in  the 
Negev. 

There  are  dozens  of  organizations  looking  for  help 
from — and  eager  to  give  help  to — physicians  and  fami- 
lies fascinated  by  such  talk.  Project  USA,  run  by  the 
AMA  in  Chicago  for  the  National  Health  Service  Corps, 
reports  that  physicians  are  wanted  in  approximately  150 
areas  of  critical  medical  need,  urban  and  rural,  right 
here  in  the  United  States — as  temporary  replacements 
for  physicians  currently  working  there  who  want  time 
off  for  a vacation  or  to  attend  continuing  education 
courses.  Semiretired  physicians  who  are  willing  to 
share  their  skills  and  anxious  to  stay  active  and  feel  use- 
ful are  especially  encouraged  to  contact  the  organiza- 
tion, which  will  pay  your  way  there  and  back,  and  a sala- 
ry besides. 

The  American  Camping  Association,  in  Indiana  with 
regional  offices  in  New  York,  Evanston,  Boston,  and 
elsewhere,  has  openings  in  some  5,000  children’s  camps 
in  all  50  states  and  in  almost  a dozen  foreign  countries. 
Camp  season  usually  runs  eight  weeks  but  physicians 
are  hired  for  four-week  periods.  The  pay  won’t  make 
you  rich,  but  accommodations  and  food  are  generally  in- 
cluded. If  you  have  children  or  grandchildren,  such  a 
working  vacation  offers  an  enticing  “bonus.”  Many  a 
private  camp  charges  $1,000  or  more  a season,  and  you 
can  usually  exchange  your  services  for  their  stay. 

Many  vacation  areas — ski  resorts  in  the  Rockies,  sea- 
shore communities  in  the  Northeast,  etc. — need  physi- 


cians during  their  peak  season  the  way  department 
stores  need  extra  help  before  Christmas.  Write  to  med- 
ical societies  and  chambers  of  commerce  in  the  area  you 
desire,  or  check  for  locum  tenens  ads  in  the  AMA  Jour- 
nal and  regional  medical  magazines. 

To  work  for  a month  in  certain  big  cities,  so  you  and 
your  family  can  see  the  sights,  get  in  touch  with  one  of 
the  many  organizations  providing  supplementary  and 
unusual  medical  care  in  these  cities.  In  New  York,  for 
example,  Health  Delivery  Systems,  Inc.,  employs  physi- 
cians for  a month  at  a time  to  make  housecalls,  do  rou- 
tine physical  examinations  of  sailors  on  merchant  ships 
in  the  harbor,  take  care  of  medical  problems  that  arise 
at  large  hotels,  etc.  Check  regional  medical  journals,  or 
telephone  the  office  of  the  desired  city’s  medical  society, 
for  others.  Generally,  hours  and  fees  can  be  tailored  to 
your  personal  requirements. 

Private  physician  recruitment  services  also  maintain 
locum  tenens  files  and  have  numerous  openings  extend- 
ing for  one  to  three  months.  One — Health  Staff  Man-  - 
agement,  Inc.,  of  Chicago  and  Milwaukee — places  physi- 
cians to  assist  practitioners  during  peak  periods  in  re- 
sort areas,  or  during  school  physical  exams  and  corpo- 
rate-employee flu  inoculations,  or  when  a primary  phy- 
sician is  vacationing  or  taking  a day  or  weekend  off. 
For  longer  assignments,  housing  and  transportation  are 
usually  provided;  otherwise,  a per  diem  is  given. 

Going  outside  this  country,  archeological  expeditions, 
oceanographic  trips,  university  and  museum  exploratory 
trips  and  religious  pilgrimages  frequently  need  physi- 
cians with  appropriate  hobbies  or  backgrounds  to  ac- 
company them.  An  expedition  setting  out  to  study  the 

continued  on  page  1526  : 


1 508  New  York  State  Journal  of  Medicine/  August  1975 


3-  EL 


Case  Reports 


8|  I 


The  Swiss  Connection 


ROBERT  P.  WHALEN,  M.D.,  M.P.H.3 

Albany,  New  York 

ROBERT  SILVERMAN,  Ph.Gb 

New  York  City 

From  the  State  of  New  York  Department  of  Health 
4 Commissioner. 

b Assistant  Director,  Bureau  of  Narcotic  Control. 


1 '.1  I 


J I 


ins 


I*  I 

t 


I 


The  Narcotic  Control  Bureau  of  the  State  of 
New  York  Department  of  Health  is  authorized  by 
State  law  to  supervise  and  regulate  the  use  within 
the  State  of  narcotics,  other  dangerous  drugs,  and 
controlled  substances  of  recognized  therapeutic 
value,  and  to  prevent  their  distribution  and  use 
except  through  legitimate  channels  by  licensed  in- 
dividuals and  companies  and  certified  health  facil- 
ities. The  Bureau  employs  a staff  of  skilled  inves- 
tigators. 

Case  report 

On  April  26,  1973,  a pharmacist  telephoned  the 
New  York  City  office  of  the  Narcotic  Control  Bu- 
reau to  report  that  a man  had  brought  in  a pre- 
scription for  90  methylphenidate  hydrochloride 
(Ritalin)  ampules  issued  by  a Dr.  A.  The  drug  in 
its  injectable  form  is  barred  from  the  United 
States  market  by  U.S.  Food  and  Drug  Administra- 
tion restrictions,  and  the  pharmacist  said  he 
thought  it  unfair  that  he  had  to  refer  potential 
customers  to  a firm  which  could  get  the  drug  from 
Switzerland.  He  named  the  firm,  gave  its  tele- 
phone number  and  said  it  accepted  prescriptions 
for  methylphenidate  hydrochloride  ampules  and 
had  the  drug  shipped  from  Switzerland  directly  to 
customers.  He  would  not  identify  himself  or  re- 
veal any  further  information  about  the  firm. 

The  Bureau’s  files  in  New  York  City  and  Alba- 
ny, and  the  files  of  the  U.S.  BNDD  (Bureau  of 
Narcotics  and  Dangerous  Drugs)  contained  no  in- 
formation on  the  firm,  nor  was  it  listed  in  the  tele- 
phone directory  or  known  to  the  telephone  compa- 
ny’s information  service.  A check  with  the  securi- 
ty office  of  the  New  York  Telephone  Company  re- 
vealed that  the  number  given  by  the  pharmacist 
was  that  of  a woman  who  was  listed  as  living  at  an 
address  in  Forest  Hills.  Another  telephone  was 


listed  in  the  Queens  directory  for  a man  at  the 
same  address. 

On  April  27,  Investigator  B.  of  the  Bureau  staff 
telephoned  the  number  given  by  the  pharmacist. 
The  phone  was  answered  by  a male  with  a German 
accent,  and  the  investigator  said  his  father  was  ill 
and  needed  methylphenidate  hydrochloride  am- 
pules. Asked  how  many  were  needed,  he  said  100. 
He  was  told  they  would  cost  $180,  and  payment  in 
advance  was  required.  After  some  conversation,  a 
price  of  $55  for  25  ampules  was  agreed  on,  and  B. 
agreed  to  pay  $30  deposit  and  the  balance  on  de- 
livery. He  said  he  wanted  the  medicine  as  soon  as 
possible  and  was  told  to  bring  the  deposit  to  an 
apartment  at  the  Forest  Hills  address. 

The  investigator  found  the  address  to  be  an 
apartment  house.  The  name  of  the  pharmaceuti- 
cal firm  did  not  appear  in  the  foyer  directory  of 
tenants.  He  was  greeted  at  the  apartment  by  a 
man  about  sixty  years  old  who  said  he  had  looked 
up  methylphenidate  hydrochloride  and  that  B.’s 
father  “must  be  very  ill.”  He  said  he  was  licensed 
to  order  the  drug  and  wrote  an  order  for  25  am- 
pules of  the  drug  to  be  sent  directly  to  B.,  who 
gave  him  the  name  and  home  address  of  the  assis- 
tant director  of  the  Bureau.  The  order  was  placed 
with  what  appeared  to  be  other  orders  in  an  enve- 
lope bearing  a European  address. 

B.  paid  the  $30  and  asked  for  and  received  a re- 
ceipt, which  was  written  on  a prescription  form 
bearing  the  name  of  the  firm  given  by  the  pharma- 
cist and  signed  by  the  man  from  Forest  Hills,  who 
said  the  package  would  arrive  unmarked  on  the 
outside,  “otherwise  the  government  can  open  and 
stop  the  mailing.”  No  name  of  a prescribing  phy- 
sician was  asked  for  or  given,  nor  did  the  Forest 
Hills  resident  ask  to  see  any  written  order  for  the 
drug. 

On  May  11,  the  assistant  director  of  the  Bureau 
was  notified  by  the  Oceanside  Post  Office  that  a 
package  from  overseas  was  being  held  for  him.  On 
May  12,  he  went  to  the  post  office,  paid  70  cents 
postage  due  and  $1.05  customs  duty,  and  was 
given  a cardboard  carton  sealed  with  tape  with  a 
label  giving  the  sender’s  name  and  an  address  in 
Geneva,  Switzerland. 

On  May  14,  the  package  was  opened  by  the  as- 
sistant director  in  the  office  of  Queens  Assistant 
District  Attorney  C.,  with  Senior  Investigator  D. 
and  Investigator  E.  also  present.  It  contained  5 
individual  packages,  each  marked  “Ritalin  20  mg.” 
on  a Ciba  label;  each  package  contained  5 20-mg. 
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ampules  of  methylphenidate  hydrochloride  and  2 
cc.  of  solvent.  The  assistant  director  and  E. 
marked  the  packages  for  identification  with  their 
initials  and  the  time  and  date,  and  the  latter  took 
them  to  the  New  York  City  Police  Department 
laboratory  for  analysis. 

Investigation  disclosed  that  the  man  from  For- 
est Hills  was  not  licensed  by  the  Narcotic  Control 
Bureau,  the  BNDD,  or  the  State  Board  of  Phar- 
macy. He  had  not  applied  for  licensure  as  an  im- 
porter of  dangerous  drugs  under  the  new  Article  33 
of  the  Public  Health  Law,  nor  was  he  licensed  as  a 
limited  wholesaler  under  the  old  Article  33. 

At  this  point  in  the  investigation,  the  BNDD 
was  notified  of  the  Bureau’s  findings  and  began  an 
attempt  to  identify  the  sender  of  the  drugs  in 
Switzerland. 

On  the  evening  of  May  1 4,  the  assistant  director 
received  a call  from  the  Forest  Hills  man,  asking  if 
the  drug  had  been  received  and  how  the  patient 
was  doing.  He  was  told  the  package  had  arrived, 
that  the  balance  of  $20  would  be  sent  him,  and 
that  more  drugs,  including  reducing  pills  for  a 
nephew,  would  be  needed. 

On  May  18,  the  assistant  director  visited  the 
Queens  District  Attorney’s  office,  where  he  was 
equipped  with  a hidden  recording  device.  Later 
that  morning,  he  called  on  the  man  in  Forest  Hills 
and  told  him  he  was  the  nephew  of  B.  and  needed 
more  methylphenidate  hydrochloride  ampules  for 
B.’s  father. 

The  man  accepted  an  order  for  50  more  am- 
pules, and  the  assistant  director  gave  him  a check 
for  $20  for  the  balance  due  on  the  first  order  and 
one  for  $60  as  a down  payment  on  the  new  order, 
leaving  a balance  due  of  $30.  Both  checks  were 
made  payable  to  the  pharmaceutical  firm. 

The  assistant  director  said  he  needed  phen- 
metrazine  hydrochloride  (Preludin)  tablets  for 
obesity  “but  my  doctor  won’t  write  for  them  any 
more  since  they  are  some  kind  of  narcotic.”  The 
Forest  Hills  man  looked  up  the  drug  in  what  ap- 
peared to  be  a pharmaceutical  catalog  written  in 
German  and  said  250  tablets  would  cost  $60. 
Asked  again  about  the  drug  being  a narcotic  and 
why  it  should  be  hard  to  get  in  the  United  States, 
the  man  said,  “You  use  and  need  it  for  weight,  but 
if  a thin  man  takes  it  he  can  get  high.”  The  assis- 
tant director  then  wrote  another  check  to  the  firm 
in  the  amount  of  $30,  as  a down  payment  for  the 
phenmetrazine  hydrochloride.  He  asked  for  and 
received  a receipt  for  the  order  for  the  methylphen- 
idate hydrochloride  and  the  phenmetrazine  hy- 
drochloride. 

The  assistant  director  asked  if  he  could  get  into 
trouble  because  of  the  drugs,  and  the  man  an- 
swered in  the  negative,  saying  that  if  customs 
opened  the  package  and  found  the  contents  were 
on  the  controlled  drugs  list,  it  would  return  the 
package  to  the  sender.  If  that  happened,  he  said, 
the  sender  would  reship  the  drugs  in  smaller  pack- 


ages to  facilitate  passing  customs  without  inspec- 
tion. 

The  assistant  director  returned  to  the  Queens 
District  Attorney’s  office,  where  the  recorded  con- 
versation was  transcribed  for  the  district  attor- 
ney’s use. 

On  June  ,1,  the  assistant  director  was  notified 
that  2 registered  packages  were  being  held  for  him 
in  the  Oceanside  Post  Office.  The  next  day  he 
signed  for  the  packages,  which  he  and  E.  opened 
on  June  4 in  the  Bureau’s  office;  the  packages  were 
marked  for  identification  and  initialed  and  dated 
by  both  men.  One  package  contained  5 sealed 
boxes,  each  having  5 dry  ampules  of  methylphen- 
idate hydrochloride  20  mg.  and  5 ampules  of  sol- 
vent. The  other  contained  the  same  items,  and 
also  a plastic  vial  labeled  “Preludin”  which  had 
250  white  scored  tablets  along  with  descriptive  lit- 
erature in  a foreign  language.  All  items  were 
taken  by  E.  to  the  police  department  laboratory 
for  analysis. 

Also  on  June  1,  the  assistant  director  sent  Inves- 
tigator F.  to  the  Forest  Hills  man,  and  F.  ordered 
and  made  down  payments  on  300  methylphenidate 
hydrochloride  10  mg.  tablets  and  250  phenmetra- 
zine hydrochloride  tablets,  receiving  a receipt  for 
the  payments.  F.  sought  to  order  meperidine  hy- 
drochloride (Demerol),  but  the  man  said  it  is  made 
in  this  country,  and  he  could  get  it  for  him  from  a 
local  drugstore;  he  would  not  identify  the  pharma- 
cy, however. 

On  June  18,  B.  ordered  and  paid  for  100  sodium 
pentobarbital  (Nembutal)  capsules. 

On  June  25,  F.  was  notified  that  a package  was 
being  held  for  him  in  the  Centerport  Post  Office. 
He  picked  it  up  the  next  day  and  opened  it  on 
June  27  in  the  Bureau’s  office  in  the  presence  of 
the  assistant  director.  It  had  been  sent  from 
Switzerland  and  contained  200  tablets  of  methyl- 
phenidate hydrochloride  and  250  of  phenmetra- 
zine hydrochloride. 

The  assistant  director  talked  with  Mr.  G.,  an  at- 
torney for  the  Ciba  Pharmaceutical  Company  in 
New  Jersey,  who  informed  him  that  both  methyl- 
phenidate hydrochloride  and  phenmetrazine  hy- 
drochloride are  controlled  drugs  in  Switzerland, 
require  a prescription,  and  are  nonrefillable.  The 
assistant  director  described  markings  on  the  pack- 
ages, and  Mr.  G.  said  the  markings  indicated  the 
drugs  were  for  hospital  use  only,  suggesting  that 
the  drugs  may  have  been  stolen  from  their  legal 
source  in  Europe. 

On  July  3,  D.  ordered  1,000  methylphenidate 
hydrochloride  tablets  from  the  Forest  Hills  man. 

On  July  11,  the  Post  Office  delivered  the  sodium 
pentobarbital  ordered  by  B.  to  the  home  of  the  as- 
sistant director.  It  had  been  sent  from  an  address 
in  Offenbach,  West  Germany. 

On  July  18,  the  Forest  Hills  man  telephoned  D. 
that  part  of  his  order  had  arrived,  and  on  July  20, 
D.  was  handed  an  envelope  by  the  man  that  con- 


1510  New  York  State  Journal  of  Medicine/ August  1975 


tained  400  methylphenidate  hydrochloride  tablets 
and  was  assured  he  would  be  notified  when  the 
balance  arrived. 

On  July  30,  B.  telephoned  the  Forest  Hills  man 
and  ordered  500  glutethimide  (Doriden)  tablets. 

On  August  14,  F.  received  another  200  methyl- 
phenidate hydrochloride  tablets  in  the  mail  from 
Switzerland. 

Also  on  August  14,  the  500  glutethimide  tablets 
ordered  by  B.  were  delivered  by  mail  to  the  home 
of  the  assistant  director. 

On  August  23,  the  assistant  director,  D.,  B.,  and 
F.,  along  with  2 Federal  Drug  Enforcement  Ad- 
ministration agents,  went  to  the  Forest  Hills 
apartment  building.  With  the  others  concealed  in 
the  hallway,  D.,  who  had  been  provided  with  $60 
in  bills  whose  serial  numbers  had  been  recorded, 
called  at  the  apartment  and  was  admitted  by  the 
same  man  who  handled  all  previous  transactions; 
he  accepted  the  $60  and  handed  D.  the  remainder 
of  the  methylphenidate  hydrochloride  tablets  he 
had  ordered. 

D.  said  an  uncle  of  his  living  in  Paris  had  told 
him  he  couldn’t  get  the  drug  without  a prescrip- 
tion and  asked  how  it  was  obtained  so  easily.  The 
Forest  Hills  man  said  he  had  no  trouble  getting 
the  tablets,  “but  for  the  ampules  they  want  an 
order  from  a doctor.” 

He  then  took  out  a folder  and  showed  D.  4 
Schedule  II  New  York  State  Official  Prescriptions 
for  a total  of  400  methylphenidate  hydrochloride 
20  mg.  ampules,  written  by  Dr.  A.  of  New  York 
City  for  1 patient.  “See,”  he  said,  “I  had  to  get 
these  from  a doctor.” 

When  the  man  opened  the  apartment  door  to 
show  D.  out,  the  waiting  officers  entered  and  iden- 
tified themselves.  The  man  was  asked  to  produce 
any  importer’s  license  for  controlled  substances  he 
may  have  had,  but  did  not.  He  was  placed  under 
arrest  by  B.  on  charges  of  unlawful  sales  of  con- 
trolled drugs,  being  an  unlicensed  distributor,  and 
other  similar  violations  of  Article  33  of  the  Public 
Health  Law. 

He  was  informed  of  his  rights  and  was  allowed 
to  speak  by  telephone  with  his  attorney.  Records 
of  transactions  involving  controlled  substances 


were  removed  for  evidence,  as  were  the  Schedule  II 
New  York  State  Official  Prescription  Forms.  The 
Federal  agents,  armed  with  a Federal  search  war- 
rant, removed  other  business  records.  The  man 
voluntarily  surrendered  his  United  States  passport 
and  submitted  a signed  statement. 

A check  of  record  books  showed  that  Dr.  A.  had 
previously  ordered  other  methylphenidate  hydro- 
chloride ampules.  Examination  of  the  Forest 
Hills  man’s  personal  telephone  book  revealed  the 
name  and  home  telephone  number  of  a man  em- 
ployed by  the  U.S.  Customs  Service,  and  this  in- 
formation was  transmitted  to  the  Federal  Drug 
Enforcement  Agency  for  their  follow-up. 

He  was  booked  at  the  112th  Precinct  and 
brought  to  Queens  Criminal  Court,  where  a com- 
plaint sworn  to  by  B.  was  prepared. 

The  Bureau  will  investigate  the  prescribing  by 
Dr.  A.  of  the  methylphenidate  hydrochloride  am- 
pules. 

A letter  describing  the  man’s  unlicensed  activity 
was  sent  to  the  State  Board  of  Pharmacy,  since 
their  laws  were  also  violated. 

Comment 

Illicit  trade  in  narcotics,  dangerous  drugs,  and 
other  controlled  substances  offers  enough  oppor- 
tunity for  substantial  profit  to  encourage  criminals 
to  seek  to  divert  such  substances  from  legitimate 
channels  of  distribution. 

Physicians,  other  health  professionals,  and  offi- 
cials of  health  facilities  should  exercise  close  con- 
trol over  their  stocks  of  controlled  substances. 
They  should  also  be  alert  to  any  indication  that 
such  substances  are  being  dispensed  or  distributed 
illicitly  and  should  notify  the  Narcotic  Control  Bu- 
reau of  the  State  Health  Department  of  any  suspi- 
cious circumstances. 

Summary 

An  alert  pharmacist’s  tip  that  a dangerous  drug 
was  apparently  being  dispensed  illegally  led  to  an 
investigation  that  revealed  the  existence  of  an  il- 
licit international  trade  in  dangerous  drugs  and  to 
the  arrest  of  the  individual  involved. 
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Recovery  Following 
Massive  Self-Poisoning 
with  Aspirin 

STUART  H.  JAMES,  B.A.  MT(ASCP)» 

Johnson  City,  New  York 

JOSEPH  F.  MARTINAK,  M.D.b* 

Johnson  City,  New  York 

From  the  Charles  S.  Wilson  Memorial  Hospital. 
a Chief  Toxicologist,  Pathology  Department. 
b Director  of  Emergency  Services. 


Aspirin  is  a commonly  used  medication  avail- 
able both  as  an  individual  drug  and  in  combina- 
tion with  other  compounds  such  as  phenacetin,  co- 
deine, propoxyphene  (Darvon),  and  various  barbi- 
turates. Although  considered  a safe  medication, 
the  incidence  of  salicylate  poisoning  is  high,  espe- 
cially by  accidental  ingestion  among  young  chil- 
dren. There  should  be  an  awareness  of  the  use  of 
aspirin  as  a suicidal  agent  by  adults.  It  has  been 
reported  that  salicylates  rank  second  only  to  bar- 
biturates as  a popular  choice  among  adults  for  at- 
tempted suicidal  poisoning.1  A salicylate  level  is 
one  of  the  more  frequently  ordered  determinations 
for  the  toxicology  laboratory. 

The  following  case  is  an  instance  of  rapid  diag- 
nosis and  treatment  of  a massive  salicylate  poison- 
ing intentionally  self-administered  in  a suicidal  at- 
tempt. The  patient  presented  little  history,  but 

* Present  address:  Stormont-Zail  Hospital,  Tenth  & Washburn 

Streets,  Topeka,  Kansas  66606 


the  diagnosis  was  confirmed  within  ten  minutes  of 
obtaining  specimens  for  emergency  drug  analysis. 

Case  report 

A twenty-two-year-old  female,  laboratory  tech- 
nician, was  brought  to  the  emergency  room  at 
about  8:45  A.M.  by  her  husband.  A rather  bizarre 
history  indicated  that  the  patient  was  somewhat 
depressed  the  evening  before,  had  ingested  a glass 
of  vodka,  and  had  been  vomiting  throughout  the 
night.  In  the  morning  the  husband  was  not  able 
to  wake  her  and  immersed  her  in  a cold  bath.  Still 
unable  to  arouse  the  patient,  he  became  concerned 
and  brought  her  to  the  emergency  room. 

Initial  examination  revealed  an  unresponsive  fe- 
male with  occasional  spontaneous  movement  of 
the  extremities.  The  blood  pressure  was  128/90, 
pulse  140  and  irregular,  temperature  102. 4°F.  rec- 
tal, and  respiration  rate  40. 

The  pupils  were  equal,  normal  size,  and  reactive 
to  light;  neck  supple;  chest  clear;  skin,  no  pete- 
chiae  or  cyanosis;  mucous  membranes,  moderate 
dehydration;  and  neurologic  examination  findings 
negative. 

The  initial  laboratory  studies  revealed  an  initial 
serum  salicylate  concentration  of  140  mg.  per  100 
ml.;  hemoglobin  16.7;  hematocrit  48;  white  blood 
count  31,000;  segmented  neutrophils  66;  bands  15; 
lymphocytes  19;  platelet  count  378,000;  prothrom- 
bin time  12  seconds;  and  urinalysis  positive  for  sa- 
licylate but  otherwise  normal. 

Complete  drug  analysis  on  blood,  urine,  and  gas- 
tric contents  revealed  no  alcohol  or  other  drug 
than  salicylate. 

On  subsequent  investigation  it  was  determined 
that  the  patient  ingested  approximately  250,  5- 
grain  aspirin  tablets  during  the  night. 

It  was  elected  to  treat  this  patient  by  hydration 
and  forced  diuresis.  Intravenous  solutions,  with 
potassium  and  bicarbonate  added  when  indicated, 
were  used.  Tables  I,  II,  and  III  demonstrate  serial 
laboratory  results  and  patient  response.  Central 
venous  catheter  readings  were  used  to  guide  fluid 
therapy. 


TABLE  I.  Correlation  of  serum  salicylate  level  with  state  of  consciousness,  arterial  blood  gases,  and  pH 


Date  and 
Time 

Hour 

Level  of 
Consciousness 

Serum 

Salicylate  Level 
(mg.  per  100  ml.) 

Pa02* 

PaC02t 

hco3** 

pH  ft 

October  21 
9:00  A.M. 

0 

Comatose 

140 

113 

21 

17.5 

7.54 

1:00  P.M. 

4 

Semicomatose 

110 

162 

20 

22 

7.65 

6:00  P.M. 

9 

Awake-drowsy 

94 

121 

22.5 

19 

7.55 

12:00  Mn. 

15 

Awake-drowsy 

68 

82 

26 

21 

7.52 

October  22 
8:00  A.M. 

23 

Awake-drowsy 

46 

91 

29 

24 

7.53 

5:00  P.M. 

32 

Awake-alert 

34 

* Normal  ■■  90  to  100  mm.  Hg. 
t Normal  * 36  to  42  mm.  Hg. 

**  Normal  — 24  to  27  mEq.  per  liter, 
tt  Normal  - 7.35  to  7.45. 
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TABLE  II.  Correlation  of  serum  salicylate  level  with  state  of  consciousness,  electrolytes,  carbon  dioxide, 

and  blood  urea  nitrogen. 


Data 

and 

Time  Hour 

Level 

of 

Consciousness 

Serum 
Salicylate 
Level 
(mg.  per 
100  ml.) 

Sodium* 

Potassium  t 

Chloride** 

Carbon 
Dioxide  t f 

Blood 

Urea 

Nitrogen*** 

October  21 

9:00  A.M.  0 

Comatose 

140 

144 

4.0 

106 

9 

1:00  P.M.  4 

Semicomatose 

110 

145 

3.6 

102 

24.5 

12 

6:00  P.M.  9 

Awake-drowsy 

94 

135 

3.5 

104 

18.6 

17 

12:00  Mn.  15 

Awake-drowsy 

68 

136 

3.3 

97 

19.3 

17 

October  22 

8:00  A.M.  23 

Awake-drowsy 

46 

134 

3.1 

103 

25.5 

23 

5:00  P.M.  32 

Awake-alert 

34 

137 

2.9 

108 

21.9 

28 

October  23 

6:00A.M.  45 

Awake-alert 

140 

3.4 

106 

26 

18 

October  25 

8:00  A.M.  95 

Awake-alert 

0 

7 

* Normal  * 135  to  145  mEq. 
t Normal  = 3.5  to  4.5  mEq. 

**  Normal  = 95  to  105  mEq. 
ft  Normal  = 25  to  29  mEq. 

***  Normal  = 9 to  17  mg.  per  100  ml. 


Comment 

Salicylate  intoxication  in  the  adult  is  usually  not 
as  severe  as  that  seen  in  the  child.  The  elimina- 
tion of  salicylate  compounds  is  less  efficient  than 
in  adults;  this  is  related  most  likely  to  renal  and 
hepatic  immaturity  as  well  as  water  deficit  so  easi- 
ly acquired  by  infants  and  young  children.  The 
chemical  irritation  of  the  stomach  lining  by  the  as- 
pirin usually  limits  the  amount  ingested  except  in 
the  most  persistent  patient.  Associated  tinnitus 
and  hyperpnea  related  to  the  rising  serum  salicy- 
late level  may  be  the  most  common  presenting 
signs  in  the  adult.  However,  on  occasion  as  this 
case  illustrates,  the  intoxicated  patient  progresses 
to  frank  coma  and  metabolic  acidosis.  The  pa- 
tient’s arterial  blood  pH  remained  high  through- 
out the  course  of  treatment  concurrent  with  low 
arterial  carbon  dioxide  pressure  (PaC02)  and  bi- 
carbonate ion  (HCO3)  values  indicating  that  meta- 
bolic acidosis  can  be  masked  by  respiratory  alka- 
losis.2 

Correlation  between  decreasing  serum  salicylate 
levels  and  increasing  level  of  consciousness  is  nice- 
ly demonstrated  here.  This  is  not  always  the  case. 
Factors  such  as  time  interval  since  ingestion  of  as- 
pirin, age  of  the  patient,  and  compliance  of  the 
cardiovascular  system,  contribute  significantly  to 
this  correlation  or  lack  of  it.  Figure  1 shows 
serum  salicylate  values  plotted  semilogarithmical- 
ly  versus  time.  The  regression  curve  assumes  the 
characteristics  of  a first-order  reaction.  The  de- 
cline in  the  serum  salicylate  level  progresses  at  a 
relatively  constant  rate  in  previously  healthy  peo- 
ple.3 The  rate  of  salicylate  clearance  from  the 
blood  can  be  characterized  by  calculating  the  half- 
life  of  circulating  salicylate.  In  this  patient,  the 
half-life  was  calculated  to  be  fifteen  hours.  This 


TABLE  III.  Fluid  balance  and  lung  x-ray  findings 


Date 

Fluid 

Intake 

(milliliters) 

Fluid 

Output 

(milliliters) 

Lung  Findings 
on  X-Ray 

October  21 

17,375 

10,735 

Clear  and  well 
expanded 

October  22 

4,190 

2,585 

October  23 

1,790 

1,110 

is  consistent  with  the  work  of  Levy4  who  demon- 
strated that  the  half-life  of  salicylate  is  considera- 
bly extended  when  acute  poisoning  occurs.  The 
half-life  of  salicylate  in  therapeutic  doses  is  three 
to  four  hours. 

This  patient  responded  well  to  forced  diuresis 
using  large  quantities  of  intravenous  fluids  which 
were  monitored  by  central  venous  pressure  read- 
ings. The  use  of  potassium  and  bicarbonate  solu- 
tions helped  to  control  the  metabolic  acidosis. 
The  patient  was  out  of  coma  within  nine  hours  of 
admission  and  fully  alert  within  twenty-four  to 
thirty-six  hours. 

In  addition  to  treating  the  metabolic  acidosis  of 
salicylate  intoxication,  bicarbonate  is  believed  to 
increase  the  kidney  clearance  of  salicylate.1  Sub- 
sequent pH  readings  in  this  patient  reflect  the  al- 
kalotic  state  augmented  by  the  judicious  use  of  bi- 
carbonate (Table  I).  There  was  also  a probable 
influence  of  contraction  alkalosis  related  to  large 
and  rapid  diuresis  induced  by  furosemide  and 
fluids. 

Platelet  and  clotting  abnormalities  as  well  as  in- 
terference with  glucose  metabolism  have  been  as- 
sociated with  salicylate  intoxication.  This  was  not 
apparent  with  this  patient. 

Finally,  this  case  illustrates  the  importance  of  a 
competent  hospital  laboratory  with  capabilities  in 


August  1 37  5 New  York  State  Journal  of  Medicine  1513 


HOURS 

FIGURE  1.  Regression  of  serum  salicylate  level  in  patient 
plotted  semilogarithmically.  Half-life  of  salicylate  equals 
fifteen  hours. 

toxicologic  investigation  (Table  II,  III).  The  pa- 
tient presented  little  or  no  history.  The  metabolic 
causes  of  coma  were  of  prime  importance  in  the 
differential  diagnosis.  Here  the  hospital  laborato- 
ry provided  extremely  important  information  in 
both  initial  and  subsequent  treatment  of  the  pa- 
tient. 

With  increasing  drug  use,  a hospital  laboratory 


New  treatment  controls 
severe  bleeding  ulcers 

A new  treatment  for  controlling  severe  internal  bleed- 
ing from  stress  ulcers  is  reported  in  the  April  issue  of 
Archives  of  Internal  Medicine. 

Hemorrhage  from  stress  ulcers  is  a frequent  life- 
threatening  occurrence  in  patients  hospitalized  with 
cancer.  The  hemorrhage  usually  is  massive  and  the 
death  rate  is  high.  Heretofore  no  available  medical 
treatment  was  regularly  effective,  and  surgery  often  did 
not  save  the  life. 

A research  team  from  New  York  City  reports  that 
doses  of  human  growth  hormone  were  effective  in  heal- 
ing erosions  and  controlling  bleeding  in  6 of  8 patients 
with  stress  ulcers. 

The  treatment  was  based  on  known  beneficial  effects 


geared  for  emergency  drug  analysis  where  current 
emphasis  is  on  detection  of  major  depressant  and 
narcotic  drugs,  should  always  include  a salicylate 
screening  as  an  initial  procedure.  It  is  quickly  and 
easily  accomplished  on  a urine  sample  using  ferric 
chloride,  and  blood  quantitation  takes  just  a few 
minutes  longer. 

Summary 

The  diagnosis,  treatment,  and  clinical  course 
through  recovery  of  an  intentional  massive  salicy- 
late poisoning  was  presented.  Patient  response  to 
forced  diuresis,  hydration,  and  bicarbonate  thera- 
py was  monitored  by  serial  serum  salicylate  levels, 
electrolytes,  and  arterial  blood-gas  studies.  The 
half-life  of  circulating  salicylate  was  determined, 
and  good  correlation  was  demonstrated  between 
state  of  consciousness  and  decreasing  serum  sali- 
cylate level.  Rapid  laboratory  diagnosis  and  ini- 
tial treatment  is  considered  imperative  for  eventu- 
al recovery. 
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of  growth  hormone  on  nucleic  acid  and  protein  synthe- 
sis. It  also  was  known  that  stress  had  an  adverse  effect 
on  nucleic  acid  and  protein  synthesis. 

The  researchers  point  out  that  the  results  thus  far  are 
encouraging  but  that  larger  patient  groups  must  be 
studied. 

They  also  speculate  that  growth  hormone  may  be 
useful  in  coping  with  other  ulcerative  diseases  of  the 
gastrointestinal  tract. 

The  report  is  bv  Sidney  J.  Winawer,  M.D.,  Paul  Sher- 
lock, M.D.,  Martin  Sonenber,  M.D.,  and  Parker  Van- 
amee,  M.D.,  of  the  Memorial  Sloan-Kettering  Cancer 
Center  and  Cornell  University  Medical  College,  New 
York. 
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New  bronchodilator  tablets 


IBRETHI 

terbutaline  sulfate 


Highly  effective  oral  bronchodilator. 

Preferential  action  on  bronchial  smooth 
muscle  may  minimize  cardiovascular 


effects. 

Side  effects  are  generally  transient. 

Effectiveness  lasts  from  four  to 
eight  hours. 

Effective  for  long-term  treatment 
Only  three  tablets  a day. 

Please  see  full  prescribing  information  on  the  back  of  this  page. 


Brethine  Tablets  Geigy 

terbutaline  sulfate 

New  oral  bronchodilator  for  patients 
with  bronchial  asthma  and  reversible 
bronchospasm  associated  with 
bronchitis  and  emphysema. 


Brethine™ 

brand  of 

terbutaline  sulfate  Tablets  of 

5 mg. 

Prescribing  Information 


Description  Brethine,  brand  of  terbutaline 
sulfate,  a synthetic  sympathomimetic 
amine,  may  be  chemically  described  as 
a-t(ferf-butylamino)  methyl]-3,5-di hydroxy- 
benzyl  alcohol  sulfate.  The  structural 
formula  is  as  follows: 


-CHCH2NHC(CH3)3 

OH 


h2so4 


Brethine,  brand  of  terbutaline  sulfate,  is  a 
water  soluble,  colorless,  crystalline  solid. 
Tablets  containing  Brethine,  brand  of 
terbutaline  sulfate,  should  be  stored  at 
controlled  room  temperature. 


Each  scored,  white  tablet  contains  5 mg. 
(equivalent  to  4.1  mg.  of  free  base)  of 
Brethine,  brand  of  terbutaline  sulfate. 


Actions  Brethine,  brand  of  terbutaline 
sulfate,  is  a /3-adrenergic  receptor  agonist 
which  has  been  shown  by  in  vitro  and  in 
vivo  pharmacological  studies  in  animals  to 
exert  a preferential  effect  on  /3 2 adrenergic 
receptors  such  as  those  located  in  bron- 
chial smooth  muscle.  Controlled  clinical 
studies  in  patients  who  were  administered 
the  drug  orally  have  revealed  proportion- 
ally greater  changes  in  pulmonary  function 
parameters  than  in  heart  rate  or  blood 
pressure.  While  this  suggests  a relative 
preference  for  the  /32  receptor  in  man,  the 
usual  cardiovascular  effects  commonly 
associated  with  sympathomimetic  agents 
were  also  observed  with  Brethine,  brand 
of  terbutaline  sulfate. 

Brethine,  brand  of  terbutaline  sulfate,  has 
been  shown  in  controlled  clinical  studies 
to  relieve  bronchospasm  in  chronic  ob- 
structive pulmonary  disease. 

This  action  is  manifested  by  a clinically 
significant  increase  in  pulmonary  function 
as  demonstrated  by  an  increase  of  15%  or 
more  in  FEVi  and  in  FEF25.75%.  Following 
administration  of  Brethine,  brand  of  terbut- 
aline sulfate,  tablets,  a measurable  change 
in  flow  rate  is  usually  observed  in  30  min- 


utes, and  a clinically  significant  improve- 
ment in  pulmonary  function  occurs  at 
60-120  minutes.  The  maximum  effect  usu- 
ally occurs  within  120-180  minutes. 
Brethine,  brand  of  terbutaline  sulfate,  also 
produces  a clinically  significant  decrease 
in  airway  and  pulmonary  resistance  which 
persists  for  at  least  four  hours  or  longer. 
Significant  bronchodilator  action,  as  meas- 
ured by  various  pulmonary  function  deter- 
minations (airway  resistance,  FEF25.75%,  or 
PEFR),  has  been  demonstrated  in  some 
studies  for  periods  up  to  eight  hours. 

Clinical  studies  were  conducted  in  which 
the  effectiveness  of  Brethine,  brand  of 
terbutaline  sulfate,  was  evaluated  in  com- 
parison with  ephedrine  over  periods  up  to 
three  months.  Both  drugs  continued  to 
produce  significant  improvement  in  pul- 
monary function  throughout  this  period 
of  treatment. 

Indications  Brethine,  brand  of  terbutaline 
sulfate,  is  indicated  as  a bronchodilator  for 
bronchial  asthma  and  for  reversible  bron- 
chospasm which  may  occur  in  association 
with  bronchitis  and  emphysema. 

Contraindications  Brethine,  brand  of 
terbutaline  sulfate,  is  contraindicated  when 
there  is  known  hypersensitivity  to  sym- 
pathomimetic amines. 

Warnings  Usage  in  Pregnancy : Animal 
reproductive  studies  have  been  negative 
with  respect  to  adverse  effects  on  fetal 
development.  The  safe  use  of  Brethine, 
brand  of  terbutaline  sulfate,  has  not,  how- 
ever, been  established  in  human  preg- 
nancy. As  with  any  medication,  the  use  of 
the  drug  in  pregnancy,  lactation,  or  women 
of  childbearing  potential  requires  that  the 
expected  therapeutic  benefit  of  the  drug 
be  weighed  against  its  possible  hazards 
to  the  mother  or  child. 

Usage  in  Pediatrics:  Brethine,  brand  of 
terbutaline  sulfate,  tablets  are  not  pres- 
ently recommended  for  children  below  the 
age  of  12  years  due  to  insufficient  clinical 
data  in  this  pediatric  group. 

Precautions  Brethine,  brand  of  terbutaline 
sulfate,  should  be  used  with  caution  in 
patients  with  diabetes,  hypertension,  and 
hyperthyroidism 

As  with  other  sympathomimetic  broncho- 
dilator agents,  Brethine,  brand  of  terbut- 


aline sulfate,  should  be  administered 
cautiously  to  cardiac  patients,  especially 
those  with  associated  arrhythmias. 

The  concomitant  use  of  Brethine,  brand  of 
terbutaline  sulfate,  with  other  sympatho- 
mimetic agents  is  not  recommended,  since 
their  combined  effect  on  the  cardiovascu- 
lar system  may  be  deleterious  to  the  pa- 
tient. However,  this  does  not  preclude  the 
use  of  an  aerosol  bronchodilator  of  the 
adrenergic  stimulant  type  for  the  relief  of 
an  acute  bronchospasm  in  patients  receiv- 
ing chronic  oral  Brethine,  brand  of  terbut- 
aline sulfate,  therapy. 

Adverse  Reactions  Commonly  observed 
side  effects  include  nervousness  and 
tremor.  Other  reported  reactions  include 
headache,  increased  heart  rate,  palpita- 
tions, drowsiness,  nausea,  vomiting,  and 
sweating.  These  reactions  are  generally 
transient  in  nature  and  usually  do  not 
require  treatment.  The  frequency  of  these 
side  effects  appears  to  diminish  with  con- 
tinued therapy.  In  general,  all  the  side 
effects  observed  are  characteristic  of  those 
commonly  seen  with  sympathomimetic 
amines. 

Dosage  and  Administration  The  usual  oral 
dose  of  Brethine,  brand  of  terbutaline  sul- 
fate, for  adults  is  5 mg.  administered  at 
approximately  six-hour  intervals,  three 
times  daily,  during  the  hours  the  patient  is 
usually  awake  If  side  effects  are  particu- 
larly disturbing,  the  dose  may  be  reduced 
to  2.5  mg.,  three  times  daily,  and  still  pro- 
vide a clinically  significant  improvement 
in  pulmonary  function.  A dose  of  2.5  mg., 
three  times  daily,  also  is  recommended  for 
children  in  the  12-  to  15-year  group. 
Brethine,  brand  of  terbutaline  sulfate,  is 
not  recommended  at  present  for  use  in 
children  below  the  age  of  12  years.  In 
adults,  a total  dose  of  15  mg.  should  not 
be  exceeded  in  a 24-hour  period.  In  chil- 
dren, a total  dose  of  7.5  mg.  should  not 
be  exceeded  in  a 24-hour  period. 

How  Supplied  Brethine,  brand  of  terbut- 
aline sulfate,  tablets  of  5 mg.  are  supplied 
in  bottles  of  100 
98-146-060-B  (5/75)  667001 
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Amniotic  fluid  embolism  is  primarily  a pulmo- 
nary complication  of  pregnancy.  Approximately 
75  per  cent  of  deaths  in  this  obstetric  catastrophe 
are  cardiopulmonary.  Hemorrhage  accounts  for 
about  25  per  cent  of  the  deaths  with  operative 
trauma,  ruptured  uterus,  or  ablatio  placenta  often 
associated. 

We  wish  to  report  a case  of  amniotic  fluid  embo- 
lism in  a twenty-week  twin  pregnancy  that  termi- 
nated fatally  in  pulmonary  edema  and  compare  it 
with  a similar  episode  at  term  that  was  recognized 
early,  treated,  and  survived. 

Case  reports 

Case  1.  The  patient  is  a thirty-two-year-old 
black,  para  9-0-2-7,  whose  LMP  (last  menstrual 
period)  was  February  1,  1965.  EDC  (expected 
date  of  confinement)  was  November  8,  1965.  She 
was  admitted  at  7:25  P.M.  on  June  23,  1965  and 
stated  that  she  had  onset  of  contractions  at  4:00 
P.M.  and  that  membranes  had  ruptured  at  home 
on  June  20,  1965,  three  days  previously. 

On  admission  the  physical  examination  revealed 
blood  pressure  110/70  mm.  Hg,  temperature  98°F., 
and  pulse  80.  The  uterus  was  enlarged  to  25  cm. 
above  the  symphysis,  with  a twin  pregnancy.  No 
fetal  heart  sounds  were  heard.  Vaginal  examina- 
tion found  the  cervix  dilated  5 cm.  with  a nonpul- 
sating cord  prolapsed  through  the  os. 

Laboratory  work-up  at  that  time  showed  she 
was  blood  type  0+.  Her  V.D.R.L.  test  findings 
were  negative,  hemoglobin  9.5  Gm„  WBC  (white 


blood  cells)  15,700,  hematocrit  34.  Urine  showed 
a trace  of  albumin  and  occasional  WBC. 

She  was  given  promethazine  hydrochloride 
(Phenergan)  50  mg.  intramuscularly  and  an  infu- 
sion of  5 per  cent  glucose  and  water  with  10  units 
of  oxytocin  (Pitocin).  Tetracycline  hydrochloride 
(Achromycin)  100  mg.  was  administered  intramus- 
cularly. Contractions  remained  poor  until  7:00 
A.M.  on  June  24,  1965,  when  a macerated  fetus  20 
cm.  in  length  was  removed  from  the  vagina.  Oxy- 
tocin drip  was  restarted  in  the  hope  that  she  would 
empty  spontaneously.  Contractions  continued  to 
be  of  poor  quality,  so  the  attending  physician  de- 
cided to  take  her  to  the  operating  room  to  com- 
plete evacuation.  She  was  premedicated  with  100 
mg.  of  meperidine  hydrochloride  (Demerol)  and 
atropine  V150  gr.  at  2:00  P.M.,  and  under  sodium 
thiopental  (Pentothal)  and  nitrous  oxide  anesthe- 
sia the  membranes  were  ruptured  and  the  second 
macerated  fetus  extracted.  Difficulty  was  experi- 
enced in  removing  the  placentas.  There  was  no 
vaginal  bleeding,  so  she  was  allowed  to  awaken 
with  the  expectation  of  spontaneous  expulsion. 

During  the  procedure  the  pulse  rate  was  80,  and 
the  blood  pressure  did  not  fluctuate  significantly 
from  110/70  mm.  Hg. 

She  was  returned  to  the  ward  where  slight 
bleeding  was  noted.  She  had  reacted  by  3:15 
P.M.;  blood  pressure  at  this  time  was  110/70  mm. 
Hg,  pulse  90,  and  respiration  24.  At  4:15  P.M.  the 
patient  became  restless,  complained  of  a heavy 
feeling  in  the  chest,  and  started  to  expectorate 
blood-tinged  sputum.  There  was  moderate  vagi- 
nal bleeding.  The  intravenous  injections  were  re- 
started. Despite  positioning  and  oxygen,  the 
breathing  became  more  difficult,  and  she  became 
increasingly  apprehensive.  She  lapsed  into  un- 
consciousness, her  breathing  became  stertorous, 
and  she  expired  at  5:00  P.M.  Total  fluid  given 
from  1:00  to  5:00  P.M.  was  500  cc. 

At  postmortem  examination,  the  uterus  was 
found  to  be  subinvoluted  with  one  small  placenta 
still  attached  and  one  lying  free  in  the  uterine  cav- 
ity. The  heart  was  dilated,  and  no  valvular  lesion 
nor  coronary  pathologic  condition  was  demon- 
strated. The  lungs  showed  that  the  small  arteri- 
oles were  occluded  by  villi,  particulate  matter,  and 
mucous-like  substance.  No  squames  were  found. 
Grossly  both  lungs  were  edematous.  The  remain- 
der of  the  postmortem  examination  was  unre- 
markable, and  the  postmortem  diagnosis  was  am- 
niotic fluid  pulmonary  embolism. 

Case  2.  This  patient  is  a thirty-five-year-old 
Puerto  Rican,  para  2-0-0-2,  who  had  delivered  2 
previous  term  pregnancies  uneventfully  of  7- 
pound  babies  twelve  and  four  years  ago.  She  was 
registered  in  the  clinic.  Her  last  menstrual  period 
was  January  21,  1966  with  an  expected  date  of 
confinement  March  28,  1967.  The  past  history 
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was  not  revealing.  She  gained  20  pounds  during 
the  pregnancy. 

In  the  clinic  her  Papanicolaou  smear  was  Class 
I,  and  her  chest  x-ray  film  findings  were  negative. 
Her  blood  was  0 negative,  and  her  antibodies  were 
repeatedly  negative.  Blood  pressure  in  the  clinic 
averaged  110/70  mm.  Hg,  hemoglobin  12.5,  and 
her  urinalysis  gave  negative  results.  She  was  ad- 
mitted on  March  18,  1967  at  2:40  A.M.  and  stated 
that  she  had  onset  of  labor  pains  at  1:00  A.M.  On 
admission,  the  fundus  was  enlarged  to  term,  and 
the  fetal  heart  was  in  the  right  lower  quadrant  reg- 
ular with  a rate  of  140  beats  per  minute.  On  vagi- 
nal examination  vertex  was  below  Hodge’s  second 
plane;  the  cervix  was  3 cm.  dilated  and  effaced, 
and  the  membranes  were  intact. 

She  was  prepared  and  given  hydroxyzine  pa- 
moate (Vistaril)  50  mg.  intramuscularly;  contrac- 
tions were  moderate  after  admission  but  became 
more  forceful  by  7:00  A.M.  The  cervix  was  dilated 
no  more  than  5 to  6 cm.  She  was  transferred  to 
the  delivery  room  area.  Meperidine  hydrochlo- 
ride 50  mg.  and  scopolamine  hydrobromide  V150  gr. 
were  given  intravenously.  Rapid  progress  was 
made,  and  the  membranes  ruptured  spontaneously 
at  7:45  A.M.  In  the  delivery  room  an  intravenous 
administration  of  5 per  cent  glucose  and  water  was 
started.  She  was  delivered  at  8:50  A.M.  under 
thiopental  and  nitrous  oxide  anesthesia  by  low  for- 
ceps over  a median  episiotomy,  of  a living  female 
infant,  Apgar  score  9 to  10  and  weight  7 pounds,  8 
ounces.  The  placenta  was  delivered  spontaneous- 
ly at  8:53  A.M.  The  uterus  was  manually  explored 
and  found  empty;  the  perineum  was  repaired  with- 
out incident.  Anesthesia  was  discontinued  at  9:00 
A.M.  Ten  units  of  oxytocin  were  given  intramus- 
cularly with  the  shoulder  and  ergonovine  maleate 
(Ergotrate)  V320  gr-  intramuscularly  after  the  pla- 
centa was  expelled.  Estimated  blood  loss  was  350 
cc.  She  was  fully  reacted  by  9:15  A.M.  and  re- 
turned to  ward  at  10:30  A.M.  At  11:00  A.M.  she 
began  to  complain  of  difficulty  in  breathing  and  of 
a moderate  ooze  from  the  vagina.  She  was  cough- 
ing and  expectorating  blood-tinged  sputum.  On 
examination  the  pulse  rate  was  140,  the  blood 
pressure  100/60  mm.  Hg,  and  the  chest  was  full  of 
crepitating  rales.  A diagnosis  was  made  of  pulmo- 
nary edema  probably  due  to  amniotic  fluid  embo- 
lism. Blood  was  drawn  for  type,  crossmatch,  and 
clotting  time.  Oxygen  was  given  by  mask,  tourni- 
quets were  applied  to  the  lower  extremities,  and 
rapid  digitalization  with  lanatoside  C (Cedalanid) 
was  performed.  Morphine  sulfate  ’4  gr-  and  mer- 
alluride  (Mercuhydrin)  0.5  cc.  were  given  intra- 
muscularly. The  intravenous  administration  was 
slowed,  since  she  had  received  500  cc.  from  time  of 
delivery.  She  responded  slowly.  Respiration  be- 
came less  labored.  Portable  chest  x-ray  films 
showed  pulmonary  edema.  Electrocardiogram 
findings  revealed  sinus  tachycardia.  The  pulse 
rate  slowed  gradually  to  120  by  3:00  P.M.  and 


reached  80  by  7:15  P.M.  only  after  the  intravenous 
administration  was  discontinued.  She  was  contin- 
ued on  oxygen,  and  her  general  condition  im- 
proved. Daily  chest  x-rays  from  March  24  to 
March  27  showed  complete  resolution  of  the  pul- 
monary edema. 

Postpartum  evaluation  by  the  medical  consul- 
tant found  no  evidence  of  cardiac  disease.  The 
blood  clotted  in  five  minutes  on  the  day  of  the  at- 
tack, and  afibrinogenemia  did  not  develop,  al- 
though a modest  vaginal  ooze  was  present.  The 
lactic  dehydrogenase  was  elevated  for  approxi- 
mately four  days  after  the  episode.  All  other  en- 
zyme values  were  normal. 

Comment 

Steiner  and  Lushbaugh1  were  the  first  to  bring 
forth  the  concept  of  amniotic  fluid  embolism  and 
sudden  death.  Prior  to  that  it  was  called  obstetric 
shock,  oxytocin  shock,  idiopathic  postpartum 
hemorrhage,  acute  pulmonary  edema,  and  other 
pseudonyms.  Reid,  Weiner,  and  Roby2  then  pos- 
tulated intravascular  clotting  and  defribination  to 
explain  later  deaths. 

Most  experienced  obstetricians  have  now  seen 
the  amniotic  fluid  embolism  syndrome  with  afibri- 
nogenemia treated  with  fibrinogen  and  blood  re- 
placement, where  the  hemorrhage  is  controlled, 
only  to  have  the  patient  die  in  pulmonary  edema 
some  hours  later  owing  to  overload.3-5 

The  clinical  picture  is  further  complicated  by 
the  sublethal  amniotic  fluid  embolism  that  ap- 
pears as  respiratory  distress  (with  no  significant 
bleeding  diathesis),  sometime  after  delivery  with 
or  without  the  stigmata  of  grand  multiparity,  hard 
labor,  ruptured  membranes,  or  oxytocin.6  7 The 
obstetrician  has  come  to  equate  only  hemorrhage 
with  amniotic  fluid  embolism,  yet  it  accounts  for 
less  than  one  quarter  of  the  deaths  associated  with 
the  catastrophe. 

Cardiopulmonary  death  is  still  foremost.  The 
clinical  point  we  wish  to  emphasize  is  that  the  car- 
diopulmonary aspect  of  amniotic  fluid  embolism  is 
much  more  lethal  than  the  hemorrhagic  diathesis. 
Hence  the  clinical  management  of  this  syndrome 
must  be  primarily  directed  to  the  cardiopulmonary 
component. 

That  significant  embolization  of  fetal  placental 
material  occurs  at  the  time  of  delivery  without 
producing  serious  complication  to  the  mother  is 
well  documented.2,6  It  can  be  manifested  by 
nothing  more  than  postpartum  chills  or  be  so  tran- 
sitory as  to  be  missed  when  it  occurs.  The  clinical 
picture  becomes  apparent  some  time  later  with  the 
onset  of  vaginal  oozing  and  respiratory  distress. 
We  have  experienced  this  sequence  of  events  three 
times  in  the  past  ten  years. 

We  now  feel  that  embolism  occurs  at  delivery. 
The  patient  is  protected  from  overload  by  the 
phlebotomy  of  delivery.  Since  plasma  and  blood 
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volume  levels  drop  after  the  third  stage  hut  rise  to 
peak  pregnancy  levels  within  a few  hours  after  de- 
livery, the  increased  pulmonary  vascular  resis- 
tance can  then  exert  its  deleterious  influence  be- 
cause the  system  is  now  stressed.'  We  must  treat 
the  respiratory  problem  immediately  and  energeti- 
cally or  death  will  ensue. 

Treatment 

The  tabulations  of  Reid,  Weiner,  and  Roby2  and 
Kistner,  Graf,  and  Johnstone8  have  shown  that  the 
average  time  from  onset  to  death  is  two  hours  and 
twelve  minutes,  so  there  is  time  to  act.  In  the 
same  series,  pulmonary  edema  was  the  most  con- 
sistent positive  finding. 

Our  therapeutic  regimen  is  based  on  the  belief 
that  the  alleviation  of  the  cardiopulmonary  symp- 
tom is  paramount.  Oxygen  is  given  by  any  means 
available,  preferably  positive  pressure  if  tolerated. 
When  hemorrhage  is  a factor,  especially  with  a 
clotting  defect,  whole  blood  and  fibrinogen  are  ad- 
ministered quickly.  When  the  cardiopulmonary 
symptoms  dominate,  rapid  intravenous  fluid  ad- 
ministration is  contraindicated  because  of  the 
chance  of  further  aggravating  the  overload.  Since 
it  is  important  to  keep  a vein  open,  a small  vein 
infusion  set  with  a 19-gauge  needle  is  inserted  with 
heparinized  tubing.  We  do  not  use  vasopressors, 
such  as  phenylephrine  hydrochloride  (Neo-Sy- 
nephrine),  metaraminol  bitartrate  (Aramine),  or 
levartevenol  bitartrate  (Levophed),  since  there  is 
significant  evidence  that  these  drugs  are  contrain- 
dicated and  only  aggravate  the  respiratory  dis- 
tress. Rapid  digitalization  with  lanatoside  C is 
routine.  Morphine  is  given  to  allay  apprehension. 
Tourniquets  are  applied  to  the  lower  extremities 
to  decrease  venous  return  to  the  heart.  When 
blood  pressure  is  falling  or  shock  is  present,  250 
mg.  of  methylprednisolone  sodium  succinate 
(Solu-Medrol)  are  given  intravenously  and  repeat- 
ed as  necessary.  If  the  pulmonary  edema  does  not 
respond,  rapid  phlebotomy  may  be  lifesaving. 

In  one  large  series  of  amniotic  fluid  embolism 
oxytocin  was  used  in  only  15  per  cent  of  the  cases 
reported  by  the  authors,  and  in  none  of  these  was  a 
tumultuous  labor  recorded.9  One  of  the  cases  pre- 
sented by  us  had  oxytocin  antepartum,  and  1 did 
not;  neither  had  a tumultuous  labor.  Every  one 
decries  the  injudicious  use  of  oxytocin  but  statisti- 
cal documentation  as  a causative  or  aggravating 
factor  in  amniotic  fluid  embolism  is  nonconclusive. 

As  stated  previously  when  bleeding  due  to  a 
clotting  defect  develops,  we  use  5 to  6 Gm.  of  fi- 
brinogen to  start  and  continue  until  a firm  clot  is 
obtained.  There  has  been  a great  deal  written  by 
nonobstetricians  about  disseminated  intravascular 
coagulation  in  obstetrics  and  the  use  of  heparin. 
Throughout  the  years  we  have  managed  some  35 
cases  of  severe  postpartum  hemorrhage  due  to  a 
clotting  defect,  which  were  successfully  treated  by 
adequate  doses  of  fibrinogen.  Conversely  we  have 


seen  several  similar  cases  where  the  obstetrician 
heeded  his  medical  consultants  and  gave  heparin 
with  diastrous  results  for  the  patient.  It  has  been 
estimated  the  placental  surface  is  approximately  7 
m.2.  Its  blood  supply  must  be  diminished  by  uter- 
ine contractions,  and  the  surface  must  be  covered 
by  a clot  if  the  patient  is  to  survive  even  a normal 
delivery.  We  feel  that  fibrinogen  must  be  given 
immediately  in  adequate  amounts  if  it  is  needed. 
There  is  no  time  to  wait  for  the  body  to  replace  it. 
At  the  present  state  of  our  experience  we  cannot 
justify  the  use  of  heparin  in  severe  postpartum 
bleeding  due  to  a clotting  defect.  Once  postpar- 
tum hemostasis  is  obtained,  we  would  have  no 
objection  to  small  doses  of  heparin  until  the  labo- 
ratory reports  a return  to  normal. 

Conclusion 

The  statement  of  Steiner  and  Lushbaugh1  war- 
rants repeating  with  an  addendum: 

Profound  shock  coming  on  suddenly  and  unex- 
pectedly in  a woman  who  is  in  unusually  severe  labor, 
or  has  just  finished  such  a labor,  especially  if  she  is  el- 
derly multipara  with  an  excessively  large  perhaps 
dead  fetus  with  meconium  in  the  amniotic  fluid, 
should  lead  to  a suspicion  of  this  possibility.  If  pul- 
monary edema  develops  shortly  after  delivery  in  the 
known  absence  of  previously  existing  heart  disease, 
the  diagnosis  is  reasonably  certain. 

In  addition  we  believe  that  if  respiratory  dis- 
tress and  vaginal  bleeding  develop  shortly  after 
delivery  and  progress  to  pulmonary  edema  with  or 
without  a clotting  defect,  and  if  the  patient  has  not 
been  overloaded,  amniotic  fluid  embolism  should 
be  suspected  and  the  pulmonary  edema  treated. 

Amniotic  fluid  embolism  should  be  regarded  as 
primarily  a cardiopulmonary  disaster  and  not  per 
se  a bleeding  situation. 
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That  circumcision  in  infancy  virtually  guar- 
antees immunity  from  penile  carcinoma  is  a well- 
known  fact.  Actually,  prior  to  1936  there  were  no 
reported  cases  of  cancer  of  the  penis  in  Jewish 
males  circumcised  soon  after  birth.1  Since  1936, 
there  have  been  only  5 authenticated  cases,  in  ad- 
dition to  3 cases  in  non-Jews  circumcised  at  birth.2- 
9 We  should  like  to  report  the  sixth  case  of  carci- 
noma of  the  penis  occurring  in  a Jewish  male  cir- 
cumcised eight  days  after  birth.  The  rarity  of  this 
disease  in  circumcised  males  confirms  the  efficacy 
of  circumcision  as  a reliable  preventive  measure 
against  the  subsequent  development  of  squamous 
carcinoma  of  the  penis. 

Case  report 

A seventy-one-year-old  white  Jewish  man  un- 
derwent ritual  circumcision  eight  days  after  birth. 
His  medical  history  prior  to  being  seen  for  an  ul- 
cerating lesion  of  the  penis  was  unremarkable; 
there  was  no  previous  history  of  cancer,  venereal 
disease,  or  trauma. 

The  patient  first  noted  a sore  on  the  ventral  as- 
pect of  his  glans  penis  approximately  one  and  one- 
half  years  prior  to  admission.  It  did  not  prevent 
him  from  engaging  in  sexual  intercourse.  Over  the 
ensuing  one  and  one-half  years,  the  lesion  gradual- 
ly enlarged,  despite  self-prescribed  medication  and 
therapy.  When  it  began  to  bleed,  the  patient 
sought  medical  assistance. 

On  initial  examination,  an  ulcerating  lesion,  ap- 
proximately 2 cm.  in  diameter,  was  noted  on  the 
ventral  aspect  of  the  glans  penis,  encroaching  on 
the  urethral  meatus.  The  lesion  was  foul-smelling 
and  bled  easily  when  traumatized.  Induration  at 
the  base  extended  to  involve  most  of  the  glans 
penis  as  well  as  the  distal  penile  shaft.  There  was 
considerable  edema  of  the  surrounding  soft  tissues 


FIGURE  1.  Microscopic  section  of  primary  penile  lesion 
(hematoxylin  and  eosin  stain,  original  magnification  X 
100). 


as  well.  Lymph  nodes  in  both  groins  were  en- 
larged, indurated,  nontender,  and  freely  mobile. 

Serum  chemistry  tests,  an  intravenous  urogram, 
and  a voiding  cystourethrogram  disclosed  normal 
findings.  A biopsy  of  the  lesion  revealed  squa- 
mous carcinoma  (Fig.  1). 

The  patient  was  treated  with  topical  cleansing 
soaks  and  systemic  antibiotics.  Considerable  re- 
duction in  the  areas  involved  by  edema  and  indu- 
ration resulted.  In  addition,  much  of  the  inguinal 
adenopathy  was  resolved.  A partial  penectomy 
and  a right  superficial  inguinal  node  biopsy  were 
performed  on  September  14,  1971.  The  excised 
inguinal  node  showed  metastatic  squamous  cell 
carcinoma.  Accordingly,  a radical  right  inguinal 
lymphadenectomy  was  performed  on  October  7, 
1971.  None  of  the  excised  lymph  nodes  showed 
evidence  of  metastatic  disease.  A left  inguinal 
lymphadenectomy  was  accomplished  two  weeks 
later;  several  deep  and  superficial  nodes  showed 
metastatic  squamous  carcinoma,  and,  in  addition, 
a left  obturator  node  disclosed  a focus  of  Kaposi’s 
sarcoma.  The  postoperative  course  was  compli- 
cated by  sloughing  of  skin  edges,  requiring  skin 
grafts.  When  last  seen,  approximately  one  year 
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after  surgery,  the  patient  was  doing  well,  with  no 
sign  of  either  local  or  distant  tumor  recurrence. 

Comment 

Carcinoma  of  the  penis  is  a fairly  uncommon 
malignant  condition  in  the  United  States  and 
western  Europe  where  it  represents  approximately 
0.3  to  0.5  per  cent  of  all  malignant  conditions  in 
males.9  In  the  Far  East,  Africa,  and  the  West  In- 
dies, it  is  far  more  common,  accounting  for  as 
many  as  15  to  20  per  cent  of  cancers  in  males.10-13 
In  these  latter  areas,  circumcision  is  rarely  per- 
formed. The  incidence  of  carcinoma  of  the  penis, 
however,  is  not  invariably  higher  in  those 
countries  that  do  not  practice  circumcision.  In 
Sweden,  for  example,  where  most  males  are  uncir- 
cumcised, Apt,14  in  1960,  found  only  15  cases  of 
cancer  of  the  penis  and  scrotum.  Conversely,  as 
attested  to  by  our  reported  case,  circumcision, 
even  in  childhood,  does  not  invariably  prevent  the 
development  of  penile  carcinoma. 

Nevertheless,  the  evidence  that  circumcision 
drastically  reduces  the  incidence  of  squamous  car- 
cinoma is  very  striking.  In  Africa,  Dodge  and  Lin- 
sell13  demonstrated  a significant  difference  in  inci- 
dence between  Africans  in  Uganda  and  Kenya.  In 
Uganda,  where  circumcision  is  rarely  performed, 
penile  carcinoma  accounted  for  12.2  per  cent  of  all 
malignant  conditions  in  males.  In  Kenya,  on  the 
other  hand,  where  the  majority  of  Africans  are  cir- 
cumcised, only  1.9  per  cent  of  cancers  in  males 
were  penile  cancers.  Additionally,  even  in 
Uganda,  only  1 case  of  penile  cancer,  out  of  a total 
of  508  cases,  was  reported  in  the  Gisu  tribe,  the 
only  tribe  in  Uganda  to  practice  ritual  circumci- 
sion. Conversely,  the  Luo  tribe  of  Kenya,  which 
does  not  practice  circumcision,  showed  an  inci- 
dence of  penile  carcinoma  of  14.5  per  cent. 

Similarly,  in  India,  the  difference  in  incidence 
between  the  Hindu  and  Moslem  populations  is 
quite  striking.  Of  1,336  cases  of  penile  carcinoma 
reported  by  Wolbarst,1  97.5  per  cent,  1,303  cases, 
were  in  Hindus,  and  only  2 per  cent,  26  cases,  were 
in  Moslems.  Hindus  do  not  practice  circumcision; 
Moslems  ordinarily  undergo  ritual  circumcision 
between  the  ages  of  four  and  nine  years. 

The  rarity  of  penile  carcinoma  in  the  Jewish 
population,  ordinarily  circumcised  soon  after 
birth,  has  suggested  that  the  earlier  circumcision  is 
performed,  the  less  likely  is  carcinoma  of  the  penis 
to  develop.  In  South  African  Bantus,  on  whom 
circumcision  at  puberty  is  generally  done,  Higgins- 
on  and  Oettle15  reported  16  cases  of  cancer  of  the 
penis;  6 of  these  had  been  circumcised.  In  Mo- 
hammedans, on  whom  circumcision  is  ordinarily 
performed  at  an  earlier  age  than  on  the  Bantus, 
penile  carcinoma  is  uncommon  but  certainly  not 
rare.  In  Jews,  however,  it  is  so  rare  that  Wolbarst1 
concluded  in  1932  that  “cancer  of  the  penis  does 
not  occur  in  Jews  circumcised  in  infancy.  There  is 


no  authentic  case  on  record.”  In  the  ensuing  forty 
years,  only  6 authenticated  cases,  including  our 
own,  have  been  recorded,  a rare  occurrence,  in- 
deed! It  has  been  concluded,  therefore,  that  cir- 
cumcision at  birth  virtually  guarantees  immunity 
from  penile  carcinoma  in  later  life. 

Since  Pott’s16  original  description  of  scrotal  car- 
cinoma in  English  chimney  sweeps  in  1775,  numer- 
ous skin  carcinogens  have  been  identified,  includ- 
ing coal  tar,  creosote  oil,  mineral  oil,  crude  paraf- 
fin, arsenic,  sunlight,  and  roentgen  rays.17  Addi- 
tionally, squamous  cell  carcinoma  of  the  skin  has 
been  reported  to  develop  within  scars  produced  by 
tuberculosis,  syphilis,  leprosy,  burns,  and  other  in- 
juries.18 Squamous  cell  carcinoma  of  the  penis 
has  most  often  been  associated  with  giant  condylo- 
ma acuminatum  of  Buschke-Lowenstein,  granulo- 
ma inguinale,  erythroplasia  of  Queyrat,  and  chron- 
ic poor  hygiene.19,20 

In  most  cases  of  carcinoma  of  the  penis  occur- 
ring in  circumcised  males,  some  irritative  factor 
can  often  be  identified,  such  as  venereal  disease  in 
the  cases  reported  by  Dean2  and  Marshall,3  and 
trauma  in  the  cases  reported  by  Amelar'  and  Le- 
dlie  and  Smithers.8  The  patient  reported  by 
Kaufman  and  Sternberg9  was  felt  to  have  had  a 
skin  cancer  diathesis,  as  evidenced  by  multiple 
keratotic  lesions,  as  well  as  removal  of  3 epider- 
moid carcinomas  of  the  face,  shoulders,  and  back 
in  the  two  years  preceding  the  development  of 
squamous  carcinoma  of  the  penis.  Our  patient, 
although  he  had  undergone  ritual  circumcision 
eight  days  after  birth,  admitted  on  close  question- 
ing that  the  circumcision  had  been  “incomplete.” 
He  stated  that  because  of  penile  retraction,  he  had 
always  had  some  difficulty  with  penile  hygiene. 

Poor  penile  hygiene  as  the  causative  factor  in 
cancer  of  the  penis  has  been  stressed  by  many. 
Barney21  noted  phimosis  in  85  per  cent  of  cases  of 
penile  carcinoma.  Walker22  suggested  gonorrheal 
balanitis  as  a predisposing  factor.  Schreck  and 
Lenowitz23  also  implicated  antecedent  venereal 
disease  in  the  subsequent  development  of  carcino- 
ma. The  incidence  of  penile  cancer  in  American 
Negroes  is  roughly  four  times  that  of  white  Ameri- 
cans. Schreck  and  Lenowitz23  felt  that  this  re- 
flected poor  personal  hygiene  and  a higher  inci- 
dence of  venereal  disease  and  chronic  infection. 
Experimentally,  horse  smegma  was  demonstrated 
by  Plaut  and  Kohn-Speyer24  to  have  definite  car- 
cinogenic properties  when  injected  into  skin 
pouches  in  mice.  Of  interest  is  the  fact  that  penile 
cancers  are  relatively  common  in  horses. 

Smegma  is  chiefly  derived  from  desquamating 
epithelial  cells  to  which  is  added  the  secretions  of 
Tyson’s  sebaceous  glands  and  that  of  modified 
sebaceous  “preputial”  glands  on  the  corona  and  at 
the  coronal  sulcus.25  Pratt-Thomas  et  al.26  as- 
cribed a carcinogenic  effect  of  mycobacterium 
smegmitis.  In  a series  of  experiments  involving 
the  topical  application  of  a known  potent  carcino- 
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gen,  7,12-dimethylbenz(a)  anthracene  in  benzol 
solution  to  the  penis  of  rabbits,  Shabad27  reported 
that  artificially  induced  phimosis  and  scarification 
were  necessary  to  induce  tumor  formation,  which 
did  not  occur  in  the  rabbits  exposed  to  the  carcin- 
ogen if  phimosis  was  not  maintained. 

Conclusion 

It  seems  clear,  therefore,  that  circumcision  at 
birth  virtually  prevents  the  later  development  of 
penile  cancer.  It  affords  this  prophylaxis  by  facil- 
itating personal  hygiene  and  by  removing  a skin 
surface  that  would  otherwise  provide  a moist  envi- 
ronment conducive  to  bacterial  growth.  It  also 
possibly  prevents  enhancement  of  the  absorption 
of  carcinogenic  substances  into  the  skin  of  the 
glans  penis  as  reported  by  Shabad.27  While  scru- 
pulous attention  to  hygiene  in  an  uncircumcised 
individual  might  accomplish  the  same  purpose, 
Kaufman28  has  noted  that  “as  a urologist  who  sees 
boys  and  men  at  all  ages  I can  say  that  the  circum- 
cised penis  is  clean  and  the  uncircumcised  one  all 
too  often  is  not.”  The  greatly  increased  incidence 
of  balanitis  in  uncircumcised  men  has  been  noted 
by  many  in  military  practice  as  well.  Whether  or 
not,  however,  circumcision  should  be  routinely 
performed  in  infancy  solely  to  prevent  subsequent 
development  of  penile  carcinoma  remains  a matter 
of  considerable  debate.  Carcinoma  of  the  penis  is 
an  uncommon  disease  in  those  countries  with  high 
standards  of  personal  hygiene.  Marshall,29  in 
1954,  concluded  that  “if  a surgeon  would  perform 
1 circumcision  every  ten  minutes,  eight  hours  a 
day,  and  five  days  a week,  he  would  seem  to  be 
able  to  prevent  1 penile  cancer  by  working  steadily 
for  between  six  and  twenty-nine  years.  Since  a 
significant  number  of  penile  cancers  are  curable, 
still  more  time  and  labor  might  be  required  to  pre- 
vent a fatality  from  this  disease.” 

References 

1.  Wolbarst,  A.  L.:  Circumcision  and  penile  cancer,  Lan- 
cet 1: 150  (1932). 

2.  Dean,  A.  L.,  Jr.:  Epithelioma  of  the  penis  in  a Jew  who 
was  circumcised  in  early  infancy,  Tr.  Am.  A.  Genito-Urin.  Sur- 
geons 29:  493  (1936). 

3.  Marshall,  V.  F.:  Typical  carcinoma  of  the  penis  in  a 
male  circumcised  in  infancy,  Cancer  6:  1044  (1953). 

4.  Reitman,  P.  H.:  An  unusual  case  of  penile  carcinoma, 


J.  Urol.  69:  547  (1953). 

5.  Paquin,  A.  J.,  Jr.,  and  Pearce,  J.  M.:  Carcinoma  of  the 
penis  in  a man  circumcised  in  infancy,  ibid.  74:  626  (1955). 

6.  Melmed,  E.  P.,  and  Pyne,  J.  R.:  Carcinoma  of  the  penis 
in  a Jew  circumcised  in  infancy,  Brit.  J.  Surg.  54:  729  (1967). 

7.  Amelar,  R.  D.:  Carcinoma  of  the  penis  due  to  trauma 
occurring  in  the  male  patient  circumcised  at  birth,  J.  Urol.  75: 
728  (1956). 

8.  Ledlie,  R.  C.,  and  Smithers,  D.  W.:  Carcinoma  of  the 
penis  in  a man  circumcised  in  infancy,  ibid.  76:  756  (1956). 

9.  Kaufman,  J.  J.,  and  Sternberg,  T.  H.:  Carcinoma  of 
the  penis  in  a circumcised  man,  ibid.  90:  449  (1963). 

10.  Ngai,  S.  K.:  Etiological  and  pathological  aspects  of 

squamous-cell  carcinoma  of  penis  among  Chinese;  analytical 
study  of  107  cases,  Am.  J.  Cancer  19:  259  (1933). 

11.  Bleich,  A.  R.:  Prophylaxis  of  penile  carcinoma, 

J.A.M.A.  143:  1054  (1950). 

12.  Annamunthodo,  H.:  Carcinoma  of  penis,  West  Indian 
M.  J.  8:  149  (1959). 

13.  Dodge,  0.  G.,  and  Linsell,  C.  A.:  Carcinoma  of  the 

penis  in  Uganda  and  Kenya  Africans,  Cancer  16: 1255  (1963). 

14.  Apt,  A.:  Circumcision  and  prostatic  cancer,  Acta  med. 
scandinav.  178:  493  (1965). 

15.  Higginson,  J.,  and  Oettle,  A.  G.:  Cancer  incidence  in 
Bantu  and  “Cape  Colored”  races  of  South  Africa;  report  of  a 
cancer  survey  in  the  Transvaal  (1953-55).  J.  Nat.  Cancer  Inst. 
24:  589(1960). 

16.  Pott,  P.:  Chirugical  Observations  Relative  to  the  Cata- 
ract. The  Polypus  of  the  Nose.  The  Cancer  of  the  Scrotum. 
The  different  Kinds  of  Rupture,  and  the  Mortification  of  the 
Toes  and  Feet,  London,  L.  Hawes,  W.  Clarke  & R.  Collins, 
1775,  p.  63:  reproduced  in  Nat.  Cancer  Inst.  Monogr.  10:  7 
(1963). 

17.  Woodhouse,  D.  L.:  Environmental  skin  cancer  with 

special  reference  to  mineral-oil  carcinogensis,  in  Rook,  A.,  Ed.: 
Progress  in  the  Biological  Science  in  Relation  to  Dermatology, 
London,  Cambridge  University  Press,  1960,  p.  356. 

18.  Rook,  A.:  Textbook  of  Dermatology,  Philadelphia,  F. 
A.  Davis  Co.,  1968,  pp.  10,  17. 

19.  Davies,  S.  W.:  Giant  condyloma  acuminata:  Incidence 
among  cases  diagnosed  as  carcinoma  of  the  penis,  J.  Clin.  Path. 
18:  142  (1965). 

20.  Goldberg,  J.,  and  Annamunthodo,  H.:  Studies  on  gran- 
uloma inguinale.  8.  Serological  reactivity  of  sera  from  pa- 
tients with  carcinoma  of  penis  when  tested  with  Donovania  an- 
tigens, Brit.  J.  Ven.  Dis.  42:  205  (1966). 

21.  Barney,  J.  D.:  Epithelioma  of  the  penis.  An  analysis 
of  100  cases,  Ann.  Surg.  46:  890  (1907). 

22.  Walker,  K.:  Circumcision,  Brit.  M.  J.  2:  1377  (1938). 

23.  Schreck,  R.,  and  Lenowitz,  H.:  Etiologic  factors  in  car- 
cinoma of  penis,  Cancer  Res.  7:  180  (1947). 

24.  Plaut,  A.,  and  Kohn-Speyer,  A.  C.:  The  carcinogenic 
action  of  smegma,  Science  105:  391  (1947). 

25.  Rothman,  S.:  Physiology  and  Biochemistry  of  the 

Skin,  Chicago,  University  of  Chicago  Press,  1954,  p.  288. 

26.  Pratt-Thomas,  H.  R.,  Dennis,  E.  J.,  Williamson,  H.  0., 
and  Brown,  R.  P.:  Research  on  the  relation  of  smegma  to  cer- 
vical cancer,  in  Fourth  National  Cancer  Conference,  proceed- 
ings, Lippincott,  Philadelphia,  1960,  p.  337. 

27.  Shabad,  A.  L.:  The  experimental  production  of  the 

penis  tumors,  Neoplasma  12:  635  (1965). 

28.  Kaufman,  J.  J.:  Should  circumcision  be  done  routine- 
ly?, M.  Aspects  Human  Sexuality  1 : 27  ( 1967). 

29.  Marshall,  V.  F.:  Should  circumcision  of  infant  males 

be  routine?,  M . Rec.  & Ann.  48:  790  ( 1954). 


1522  New  York  State  Journal  of  Medicine/ August  1975 


Systemic  Lupus 


Erythematosus 

Bilateral  aseptic  necrosis  of  hip* 


JAY  GROSSMAN,  M.D. 

Albany,  New  York 

MAJ.  NORMAN  S.  KOVAL,  (MC)  U.S.A. 

Washington,  D.C. 

JOHN  J.  CONDEMI,  M.D.,  F.A.C.P. 

Rochester,  New  York 

From  the  Department  of  Medicine,  Albany  Medical  Center  (Dr. 
Grossman),  Department  of  Medicine,  Walter  Reed  Army  Medical 
Center  (Dr.  Koval),  and  Department  of  Medicine,  University  of 
Rochester  School  of  Medicine  and  Dentistry  (Dr.  Condemi) 


The  initial  manifestations  of  SLE  (systemic 
lupus  erythematosus)  are  varied  with  the  majority 
of  patients  presenting  with  articular  difficulties 
that  are  usually  manifested  as  polyarthralgias  and 
polyarthritis  of  the  small  joints  of  the  hands,  with 
involvement  of  the  hips  occurring  infrequently.1-2 
Gradually  worsening  pain  in  the  hip  region  with 
increasing  incapacitation  and  destructive  x-ray 
changes  rarely,  if  ever,  occur  in  SLE  unless  there  is 
accompanying  aseptic  necrosis  of  the  head  of  the 
femur.2-4  We  have  recently  seen  a young  woman 

* Supported  in  part  by  National  Institutes  of  Health  Train- 
ing Grant  A100028. 


who  has  developed  aseptic  necrosis  of  both  femo- 
ral heads  as  the  presenting  manifestation  of  SLE 
without  ever  having  been  given  systemic  cortico- 
steroids. Subsequent  to  the  onset  of  the  aseptic 
necrosis,  she  has  developed  polyarthritis  and  gran- 
uloma annulare  associated  with  a strongly  positive 
antinuclear  antibody  in  the  absence  of  any  other 
local  or  systemic  disease. 

Case  report 

The  patient,  a twenty-four-year-old  white  mar- 
ried housewife  was  referred  to  Strong  Memorial 
Hospital  for  evaluation  of  her  bilateral  aseptic  ne- 
crosis. She  was  in  good  health  until  1960  when 
she  noted  “clicking”  in  the  right  hip  without  any 
associated  pain.  Evaluation  at  that  time  revealed, 
no  abnormalities,  and  this  problem  ceased  sponta- 
neously. She  remained  active  throughout  college 
and  participated  in  intercollegiate  sports  without 
any  known  injuries  occurring.  In  the  fall  of  1968, 
she  developed  constant  pain  in  the  right  hip  and 
groin  area.  Roentgenograms  of  the  pelvis  in  De- 
cember, 1968,  did  not  reveal  any  abnormalities 
(Fig.  1A).  In  April,  1969,  a herniated  third  to 
fourth  lumbar  disk,  was  diagnosed  and  removed. 
Postoperatively  she  continued  to  complain  of 
right-hip  pain  and  developed  a limp.  The  diagno- 
sis of  aseptic  necrosis  was  made  in  July,  1970, 
when  x-ray  films  demonstrated  alternating  sclero- 
sis and  lucencies  involving  the  right  femoral  head 
(Fig.  IB).  A Bonfiglio  procedure  was  performed 
on  September  1,  1970,  in  which  a graft  of  iliac  bone 
was  inserted  into  spaces  drilled  in  the  femoral 
head  and  neck.  The  synovium  was  described  as 
red  and  injected  with  avascular  necrosis  occupying 
about  three  fifths  of  the  femoral  head.  A biopsy 
of  the  cancellous  bone  revealed  necrosis  without 
any  regenerative  activity  or  evidence  of  vasculitis. 
The  surrounding  synovium  showed  areas  of  vascu- 
litis and  perivascular  lymphocytic  infiltration 
without  any  fibrinoid  necrosis  being  present  (Fig. 
2). 


FIGURE  1.  Roentgenograms.  (A)  Pelvis  in  December,  1968,  showing  no  abnormalities.  (B)  Pelvis  in  July,  1970,  show- 
ing irregular  areas  of  sclerosis  and  radiolucency  suggesting  aseptic  necrosis. 
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FIGURE  2.  Synovial  biopsy  showing  vasculitis  and  peri- 
vascular lymphocytic  infiltration  (hematoxylin  and  eosin 
stain,  original  magnification  X 200). 


In  April,  1971,  the  patient  developed  left  hip 
pain,  and  roentgenograms  demonstrated  an  area  of 
sclerosis  and  lucency  in  the  lateral  aspect  of  the 
left  femoral  head  (Fig.  3A).  She  underwent  a left 
Bonfiglio  procedure  in  May,  1971.  Recently  she 
has  been  ambulating  with  Canadian  crutches,  and 
has  had  an  increasing  amount  of  pain  in  the  right 
hip  with  minimal  discomfort  present  on  the  left 
side. 

During  the  Spring  of  1971,  she  developed  pain, 
swelling,  and  tenderness  in  the  hand  joints,  el- 
bows, and  ankles.  LE  (lupus  erythematosus) 
preparations  and  antinuclear  antibody  study  find- 
ings were  negative  at  this  time,  but  in  May,  1971, 
the  antinuclear  antibody  result  became  positive 
for  the  first  time  with  the  LE  preparation  remain- 
ing negative.  Subsequently,  small  papular  lesions, 
2 to  6 mm.,  have  appeared  on  the  extensor  surfaces 
of  both  upper  extremities  and  on  the  dorsum  of 
her  fingers.  Biopsy  of  one  of  these  lesions  re- 
vealed granuloma  annulare.  She  denied  any  his- 


tory of  chest  pain,  Raynaud’s  phenomenon,  or  fa- 
cial rash.  Therapy  has  consisted  of  varying  dos- 
ages of  salicylates.  She  has  never  received  any 
oral  adrenal  corticosteroids. 

Physical  examination  in  October,  1971,  revealed 
that  no  joints  were  swollen  or  tender.  The  hips 
demonstrated  limitation  of  flexion  and  internal 
and  external  rotation  bilaterally  with  more 
marked  impairment  on  the  right.  Several  small,  2 
to  8 mm.  nontender  papules  were  present  about 
the  olecranon  process  bilaterally  (Fig.  4).  No 
other  abnormalities  were  found.  The  complete 
blood  count,  urinalysis,  serum  immunoglobulins, 
Westergren  sedimentation  rate,  and  hemoglobin 
electrophoresis  were  normal.  The  antinuclear 
antibody  determined  by  immunofluorescence 
using  peripheral  blood  buffy  coat  was  positive  with 
a titer  of  1:1,000,  while  the  latex  nucleoprotein 
agglutination  test*  finding  was  negative.  Total 
hemolytic  complement  was  115,  (80  to  160,  nor- 
mal), and  a rheumatoid  factor  determination  using 
latex  particles  coated  with  human  gamma  globulin 
was  negative.  A lupus  erythematosus  preparation 
was  positive  by  the  rotary  bead  method.  The 
most  recent  roentgenogram  of  her  pelvis,  January, 
1972,  demonstrated  irregular  sclerosis  and  lucen- 
cies  bilaterally,  right  more  than  left,  with  loss  of 
the  right  femoral  head  cortex  (Fig.  3B). 

Comment 

Aseptic  necrosis,  avascular  necrosis,  and  osteo- 
necrosis of  the  femoral  head  are  synonyms  for  a 
disease  process  in  which  there  is  degeneration  of 
cartilage  and  death  of  subchondral  bone,  resulting 
in  sequestration  of  bone  and  cartilage  with  adja- 
cent secondary  osteosclerosis.2’5  The  etiology  of 
this  process  is  unknown,  but  it  is  believed  to  result 
from  vascular  interruption  with  a decrease  in 
blood  supply  to  the  head  of  the  femur.  This  area 
has  a poor  system  of  vascular  anastomoses,  and 
* Hyland  Laboratories,  Los  Angeles,  California. 


FIGURE  3.  Roentgenograms.  (A)  Pelvis,  frog  leg  view,  in  April,  1971,  showing  area  of  sclerosis  and  lucency  in  lateral 
aspect  of  left  femoral  head  with  progression  of  aseptic  necrosis  on  right.  (B)  Pelvis  in  January,  1972,  demonstrating  ir- 
regular sclerosis  and  lucencies  bilaterally  with  loss  right  femoral  head  cortex. 
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FIGURE  4 Granuloma  annulare  present  on  right  arm. 

any  disturbances  of  blood  flow  in  the  area  may  re- 
sult in  aseptic  necrosis.3  Obliteration  of  the  blood 
supply  to  the  femoral  head  with  resulting  osteone- 
crosis may  occur  in  caisson  disease,  sickle  cell  and 
other  hemoglobinopathies,  Gaucher’s  disease,  gen- 
eralized arteriosclerosis,  and  after  trauma  to  the 
hip,  particularly  in  alcoholics.3,612  No  clinical  or 
laboratory  evidence  suggests  that  our  patient  fits 
into  any  of  these  categories.  It  is  unlikely  that  the 
minor  trauma  received  during  athletic  competition 
played  any  role  in  her  disease  process. 

The  association  between  SLE  and  aseptic  necro- 
sis was  first  made  in  1960  by  Dubois  and  Cozen.5 
In  a series  of  400  patients  with  SLE,  they  found  10 
patients  who  developed  aseptic  necrosis  after  a 
mean  duration  of  5.1  years  from  the  appearance  of 
the  underlying  disease.  Subsequently,  several 
case  reports  relating  aseptic  necrosis  and  SLE 
have  appeared  in  the  literature.13-17  Two  recent 
reviews  on  SLE  have  shown  that  aseptic  bone  ne- 
crosis is  not  a rare  occurrence  in  patients  with  this 
disease.1,2  Labowitz  and  Schumacher2  found  that 
4 of  their  25  patients  with  classic  SLE  developed 
aseptic  necrosis  in  one  or  more  joints.  Two  of 
these  patients  developed  bilateral  aseptic  necrosis 
of  the  hips.  In  a large  series  of  150  patients  with 
SLE,  Estes  and  Christian1  found  this  complication 
occurring  in  11  subjects,  with  10  having  hip  in- 
volvement. All  but  2 of  the  previously  described 
patients  had  been  treated  with  systemic  cortico- 
steroids.0,14 The  steroid  preparation  and  dosage 
varied  with  hip  necrosis  being  noted  during  the 
first  year  of  therapy  in  most;  but  in  others,  it  has 
developed  several  years  after  corticosteroids  were 
begun.  In  addition,  5 patients  in  Dubois  and 
Cozen,0  series  had  their  steroids  stopped  several 
months  to  several  years  before  the  onset  of  the 
aseptic  necrosis,  and  2 patients  had  symptomatic 
improvement  when  steroids  were  reinstituted. 

Since  very  few  cases  of  aseptic  necrosis  have  oc- 
curred in  SLE  patients  in  the  absence  of  systemic 
corticosteroid  administration,  it  is  believed  that 
this  drug  may  initiate  the  pathologic  process  by  in- 


ducing or  activating  vasculitis  with  resulting  vas- 
cular obstruction.18  Others  believe  that  fat  embo- 
li from  steroid-induced  fatty  infiltration  of  the 
liver  result  in  bone  necrosis  with  the  incidence  of 
this  complication  increasing  with  the  steroid  dos- 
age.19-22 The  fat  emboli  impair  the  circulation  of 
the  affected  bone  by  local  vascular  occlusion  and 
tend  to  localize  in  the  subchondral  area  of  the  fem- 
oral head.22 

Our  patient  lends  support  to  the  argument  that 
aseptic  necrosis  can  develop  in  SLE  patients  who 
have  never  received  systemic  steroids,  and  in  some 
patients  is  secondary  to  the  developing  vasculitis 
of  SLE.  Vasculitis  and  obliteration  of  some  blood 
vessels  was  found  in  the  synovium  removed  from 
our  patient  at  surgery,  but  not  in  the  necrotic 
bone.  Similar  pathologic  descriptions  have  been 
reported  previously.2,14  Subsequent  to  the  estab- 
lishment of  the  hip  difficulties,  our  patient’s 
symptoms  have  included  polyarthritis  and  a gran- 
uloma annulare-like  rash.  The  antinuclear  anti- 
body and  lupus  erythematosus  preparation  results 
were  never  definitely  positive  until  almost  two 
years  after  her  hip  difficulties  began.  The  devel- 
opment of  bilateral  aseptic  necrosis  in  the  absence 
of  other  known  disease  should  suggest  SLE  as  a 
possible  etiologic  diagnosis,  even  when  no  other 
manifestations  of  the  disease  are  present,  and  the 
usual  diagnostic  tests  are  negative.  Evidence  of 
vasculitis  should  be  looked  for  in  the  synovium  re- 
moved at  surgery,  and  repeated  lupus  erythemato- 
sus preparations  and  antinuclear  antibody  studies 
should  be  performed  on  all  patients  with  aseptic 
necrosis  of  unknown  etiology. 

Summary 

A young  woman  is  described  who  developed 
aseptic  necrosis  of  both  femoral  heads  as  the  origi- 
nal manifestation  of  SLE  (systemic  lupus  erythe- 
matosus) in  the  absence  of  systemic  corticoste- 
roids. Subsequently,  she  has  developed  polyar- 
thritis and  granuloma  annulare.  Biopsy  of  the  sy- 
novium revealed  vasculitis  before  any  other  evi- 
dence of  SLE  was  present. 

240  New  Scotland  Ave. 

Albany,  New  York  12208 
(DR.  GROSSMAN) 
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Mayan  civilization  in  Guatemala  recently  offered  free 
room  and  board  for  several  weeks  or  an  entire  summer 
to  physicians  willing  to  go  to  a “remote  location  with 
primitive  housing,  poor  food,  and  a generally  rugged  en- 
vironment . . . living  in  native  thatch-roofed  huts  in  a 
rain  forest,  far  from  civilization.”  For  the  less  adventu- 
rous, many  museum  and  university  tours,  via  first-class 
jet  with  deluxe  hotels,  are  looking  for  doctors  to  accom- 
pany them,  too. 

How  about  two  weeks  visiting  the  Galapagos  Islands 
off  the  coast  of  Ecuador,  cruising  the  Black  Sea,  or  on 
safari  in  East  Africa?  All  you  need  is  a little  expertise 
in  any  subject  that  fellow  physicians  might  be  interested 
in.  Many  travel  organizations,  such  as  Seminars  and 
Symposia,  Inc.  of  New  York,  send  groups  of  physicians 
to  the  far  corners  of  the  world  accompanied  by  medical 
speakers  with  timely  topics.  Medical  societies,  special- 
ty boards,  and  hospital-staff  boards  are  in  the  field,  too — 
ask  the  executive  director  of  your  medical  society  or  the 
chairman  of  the  travel  committee  for  details. 

If  you  want  short-term  service  in  Zaire,  Africa,  or  on 
an  Arizona  Indian  reservation,  try  Option  in  San  Diego, 
Calif.  This  group  has  lots  of  openings — some  for  as 
brief  as  a month — in  most  states  in  this  country  and  in 
Africa,  Asia,  and  Central  and  South  America.  In  partic- 
ular, they’re  looking  for  anesthesiologists  in  New  Guin- 
ea, Peru,  India  and  Israel,  cardiologists  in  the  Philip- 
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pines,  Taiwan,  and  Honduras,  and  general  practitioners 
for  many  parts  of  the  U.S.  and  most  of  the  undeveloped 
world,  and,  they  say,  the  IRS  will  let  you  deduct — as  a 
charitable  contribution — unreimbursed  transportation 
and  living  costs  and  any  other  expenditures  directly 
connected  with  and  attributable  to  rendering  your  ser- 
vices. And  the  list  of  ’’Overseas  Organizations  Utilizing 
American  Physicians”  compiled  by  the  Association  of 
American  Medical  Colleges  in  Washington,  D.C.,  con- 
tains over  100  organizations  with  thousands  of  different 
facilities  requiring  the  services  of  physicians.  Surpris- 
ingly, many  will  take  you  for  as  little  as  a month  or  so. 

Warning  (or  lure,  depending  on  how  adventurous  you 
are):  Living  conditions  at  hospitals  and  clinics  in  the 

more  remote  areas,  where  a physician  can  be  more  need- 
ed than  he  has  ever  been  before,  are  often  not  up  to  the 
standards  of  a Holiday  Inn  or  Hilton.  At  the  Thaeler 
Memorial  Hospital  in  Bilwaskarma,  Nicaragua,  for  ex- 
ample, life  is  actually  very  pleasant  once  you  get  accus- 
tomed to  “an  endless  variety  of  bugs,  frequent  rain 
showers,  isolation  and  monotonous  diet.”  On  the  other 
hand,  this  hospital  offers  swimming,  tennis,  volleyball, 
and  basketball. 

If  the  sensuous  music  of  Latin  America,  the  ritual 
dances  of  the  Incas,  jungle  orchids,  the  tinkle  of  Oriental 
temple  bells,  or  a sacred  cow  walking  up  your  front 
porch  are  what  you’re  looking  for,  the  Direct  Relief 

continued  on  page  1546 
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TABLE  I.  Result  of  treatment  of  tuberculosis  of 
spine 


Spinal  Tuberculosis 

Treatment  by  debridement  and 
anterior  spine  fusion 


FEREYDOON  GHOBADI,  M.D.a 

East  Meadow,  New  York 

AUSTIN  D.  POTENZA,  M.D.b 

East  Meadow,  New  York 

ANTHONY  DiBENEDETTO,  M.D.C 

East  Meadow,  New  York 

From  the  Nassau  County  Medical  Center  and  Health  Sciences 
Center,  State  University  of  New  York  at  Stonybrook. 

8 Fellow  in  Hand  Surgery. 

b Director,  Division  of  Orthopedic  Surgery,  and  Professor  of 
Clinical  Surgery. 

c Chairman,  Department  of  Surgery,  and  Professor  of  Clinical 
Surgery. 


The  main  principle  of  operative  treatment  of  tu- 
berculosis of  the  spine  is  to  drain  the  abscess  and 
remove  diseased  tissue.  This  fact  was  recognized 
as  early  as  1779  when  Pott  published  his  mono- 
graph in  which  he  wrote,  “The  remedy  for  this 
dreadful  disease  consists  merely  in  procuring  a 
large  discharge  of  matter.” 

However,  until  1911  when  Hibbs1  reported  the 
method  of  posterior  spine  fusion,  treatment  of 
spine  tuberculosis  was  conservative.  Posterior 
spine  fusion  was  designed  to  eliminate  motion  of 
the  diseased  vertebrae  since  experience  had  shown 


Author 

Year 

Number  of 
Patients 

Cured 

Mortality 

Nonoperative 
Swett, 
Bennett, 
and  Street3 

1940 

Children-140 

40 

Not  Given 

Swett, 
Bennett, 
and  Street3 

1940 

Adults-37 

18 

Not  Given 

Girdleston5 

1940 

53 

28 

Kondo4 

1957 

60 

9 

Operative 
Posterior 
fusion 
Hibbs  and 
Risser5 

1928 

256 

70.7 

26.2 

Meyerding6 

1940 

396 

63.3 

18.73 

Cleveland1 

1940 

203 

55;7 

25.1 

Swift* 

1940 

584 

64 

28 

Hallock 
and  Jones9 

1954 

139 

71.5 

28.5 

Anterior 
fusion 
Hodgson 
and  Stock10 

1960 

100 

93 

4 

ChuM 

1967 

74 

95.9 

1 

TABLE  II 

Surgical  approach 

Vertebrae  Methods  of  anterior  approach 


C1-C2 

C3-C7 

C7-D3 

D4-D11 

D12-L2 

L2-L4 

L5-S1 


Transoral  or  transthyroid  approach. 

Longitudinal  incision  along  anterior 
border  of  sternomastoid  through  the 
anterior  cervical  triangle. 

Periscapular  incision  similar  to  that 
used  for  first  stage  thoracoplasty. 

♦Thoracotomy  with  rib  resection  usually 
from  left  side. 

Through  an  incision  along  left  eleventh 
rib  extrapleural  and  retroperitoneal. 

Through  renal  approach  retroperitoneal 
usually  from  left  side. 

Extraperitoneal  through  an  incision 
in  left  lower  abdomen. 


*The  transpleural  approach  was  used.  No  tuberculosis  or  em- 
pyema resulted  in  any  of  our  patients. 

that  the  elimination  of  mobility  as  obtained  by 
plaster-cast  treatment  had  been  beneficial.  Pos- 


TABLEIII.  Antitubercular  therapy 


Pa- 

tient 

Age 

Level  of 
Bony  Lesion 

Paraplegia 

Treatment 

Follow- 

up 

(Months) 

Results 

1 

14 

T10-T11 

Debridement  and 
anterior  spine 
fusion 

23 

Solid  fusion  asymp- 
tomatic 

2 

56 

D6,  D7, 
D8 

Complete  paraplegia 
from  D10  level 

Debridement  and 
anterior  spine 
fusion 

18 

Complete  recovery  from 
paraplegia  solid  fusion 
asymptomatic 

3 

35 

D5,  D6 

Debridement  and 
anterior  spine 
fusion 

14 

Solid  fusion  asymptom- 
atic 

4 

65 

Dll,  D12 

Debridement  and 
anterior  spine 
fusion 

5 

Asymptomatic  early 
fusion  using  a dorso- 
lumbar  back  brace 
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FIGURE  1.  Laminograms.  Case  2.  (A  and  B)  Fifty-six-year-old  Negro  female  with  Pott’s  paraplegia  and 


terior  spine  fusion  is  also  essentially  a conservative 
method  of  treatment  because  it  does  not  eradicate 
the  tuberculous  focus  or  evacuate  the  abscess. 

The  results  of  conservative  treatment  were  un- 
satisfactory. Mortality  rates  were  high  and  cur- 
ability was  low,  as  shown  in  Table  I.  Long-time 
immobilization,  at  least  one  year,  in  a cast  or  brace 
was  necessary. 

Since  the  introduction  of  antituberculous  che- 
motherapy, great  progress  has  been  made  in  the 
surgical  treatment  of  bone  and  joint  tuberculosis. 
In  1934  Ito,  Tsuchiya,  and  Asmai,12  in  1956  and 
1960  Hodgson  and  Stock,10’13  and  in  1967  Chu,11 
reported  their  results  of  treatment  of  spinal  tuber- 
culosis by  the  anterior  approach.  The  advantage 
of  this  approach  is  that  it  allows  decompression  of 
the  abscess  with  removal  of  pus,  caseous  material, 
granulation  tissue,  bony  sequestra,  and  necrotic 
disk  material,  and  the  spine  is  fused  anteriorly 
where  the  graft  is  under  compression  and  there- 
fore more  likely  to  produce  solid  spine  fusion.10'13 

Indications  for  surgery 

The  indications  for  surgery  are  the  presence  of  a 
paravertebral  abscess,  paraplegia,  or  severe  de- 


struction of  the  vertebral  body.  At  operation,  the 
abscess  is  drained,  sequestra  of  bone  and  disk  are 
removed,  caseous  material  and  granulation  tissue 
are  excised,  and  anterior  spine  fusion  is  per- 
formed.4,10’11>13 

Surgical  approach 

The  surgical  approach  is  modified  according  to 
the  level  of  the  lesion  as  shown  in  Table  II. 

Postoperative  treatment 

The  patient  is  placed  in  a plaster  bed,  previous- 
ly prepared,  and  the  chest  tube  is  removed  when 
the  lung  is  completely  expanded.  The  patient  is 
placed  in  a plaster  jacket  and  kept  at  bed  rest  for  a 
period  of  two  months  and  then  is  allowed  to  ambu- 
late in  a plaster  jacket  until  the  spine  is  fused;  an- 
titubercular  therapy  is  continued  for  at  least  eigh- 
teen months.  In  the  last  two  years  we  have  used 
this  technique  in  4 patients,  as  shown  in  Table  III, 
with  excellent  results.  Two  such  cases  are  pre- 
sented here  (Figs.  1 and  2). 

Case  report 

A fifty-six-year-old  black  female  was  admitted 
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destructive  lesion  of  dorsal  6 to  7.  (C  and  D)  Healing  and  fusion  of  lesion,  one  and  one-half  months  postoperation. 


to  the  Nassau  County  Medical  Center  on  March 
19,  1971,  with  a two-year  history  of  progressively 
increasing  back  pain  in  the  region  of  the  sixth  to 
seventh  dorsal  vertebrae.  There  was  no  history  of 
hemoptysis,  cough,  or  night  sweats. 

Physical  examination  findings  on  admission 
were  essentially  negative  except  for  severe  tender- 
ness at  the  level  of  the  sixth  to  seventh  dorsal  ver- 
tebrae; there  was  no  neurologic  deficit.  Laborato- 
ry findings  were  normal  except  for  a high  sedimen- 
tation rate  of  48  and  alkaline  phosphatase  of  194; 
urine,  sputum,  and  gastric  washing  culture  were 
negative  for  acid-fast  bacillus.  Tuberculin  skin 
test  results  were  positive.  X-ray  films  revealed  a 
destructive  lesion  .at  the  level  of  the  sixth  to  sev- 
enth dorsal  vertebrae  with  a paravertebral  shadow 
(Fig.  1 A and  1 B).  Intravenous  pyelogram,  lung 
scan,  and  chest  x-ray  findings  were  negative. 

Hospital  course 

While  treated  by  bed  rest  and  antituberculous 
therapy,  the  patient  developed  progressive  neuro- 
logic deficit,  resulting  in  a flaccid  paraplegia  with  a 


tenth  thoracic  sensory  and  motor  level  and  loss  of 
bladder  and  rectal  sphincter  control.  On  May  14, 
1971,  the  patient  was  brought  to  the  operating 
room,  and  the  left  side  of  the  chest  was  opened 
through  a posterolateral  incision.  A bulging  mass 
was  noted  to  lie  just  posterior  to  the  aorta.  This 
was  identified  as  a paravertebral  abscess  and  was 
opened  in  a longitudinal  manner;  approximately 
60  to  70  cc.  of  pus  were  evacuated.  The  vertebral 
body  of  the  sixth  and  seventh  dorsals  was  found  to 
be  almost  totally  destroyed  with  additional  in- 
volvement of  the  eighth  dorsal.  All  diseased  tis- 
sue and  necrotic  material  were  removed,  and  an 
anterior  interbody  fusion  of  the  fifth  to  eighth  dor- 
sal vertebrae  was  performed  using  the  seventh  rib 
as  a bone  graft.  Postoperatively,  the  patient  was 
placed  in  a body  spica  cast  after  removal  of  the 
chest  tube  and  was  kept  at  bed  rest.  Her  neuro- 
logic status  showed  gradual  improvement,  and 
over  a period  of  two  months,  she  recovered  com- 
pletely. Laminograms  taken  at  three  months, 
postoperation,  revealed  healing  of  the  lesion,  and 
fusion  of  the  spine  (Fig.  2 A and  2 B). 
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FIGURE  2.  Case  1.  (A)  Fourteen-year-old  white  female  with  five-month  history  of  back  pain  and  destructive  lesion  of 
thoracic  10  to  11  and  fusiform  paravertebral  shadow;  resistance  to  cast  immobilization  and  antituberculous  therapy.  (B) 
Two  months  postoperation  and  fusion.  Note  disappearance  of  paravertebral  shadow.  (C  and  D)  Anteroposterior  and  lat- 
eral three  and  one-half  months  postoperation  showing  complete  fusion  and  healing  of  lesion. 


Comment 

While  it  is  far  too  soon  to  estimate  long-term  re- 
sults from  our  experience  with  anterior  spine  fu- 
sion in  the  treatment  of  spinal  tuberculosis  at  Nas- 
sau County  Medical  Center,  we  feel  satisfied  that 


anterior  spine  fusion  and  focal  debridement  is  a 
great  advance  in  the  treatment  of  spinal  tubercu- 
losis by  cutting  the  duration  of  treatment  from 
years  to  months,  and  in  preventing  gross  vertebral 
destruction  with  resulting  deformities.  Moreover, 
the  disease  focus  is  erradica ted. 10-13 
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Almost  immediately  after  evacuation  of  the  ab- 
scess and  removal  of  the  caseous  material  and 
bony  sequestra,  there  is  dramatic  relief  of  pain  and 
a striking  improvement  in  the  patient’s  general 
condition  and  sense  of  well-being. 

Anterior  debridement  and  spine  fusion  of  the 
tuberculous  spine  eliminates  the  local  disease  pro- 
cess and  provides  early  and  secure  fusion  of  the 
spine  with  little  if  any  likelihood  of  recrudescence 
of  the  disease. 

Summary 

Four  cases  of  tuberculosis  of  the  spine  treated 
with  debridement  and  anterior  spine  fusion  at 
Nassau  County  Medical  Center  are  reported.  An- 
terior spine  fusion  and  focal  debridement  with 
evacuation  of  the  abscess  and  sequestra  of  bone 
and  disk  material  was  performed  in  each  case.  All 
patients  received  antituberculous  therapy  before 
and  after  surgery,  and  were  immobilized  in  a plas- 
ter cast  for  an  average  of  two  months.  All  the  pa- 
tients in  this  report  obtained  solid  fusion  of  the 
spine  and  became  asymptomatic  in  a relatively 
short  period  of  time. 

One  patient  developed  complete  paraplegia 
while  being  treated  on  bedrest  and  antitubercu- 
lous drugs,  and  she  recovered  completely  two 
months  following  surgery. 


Pediculosis  pubis 

Lice  that  infest  human  beings  are  of  3 types:  (a) 

pubic  or  “crab”  lice  (Phthirus  pubis);  (2)  head  lice  (Ped- 
iculus  humanus  capitis);  and  (3)  body  lice  (Pediculus 
humanis  corporis).  While  the  incidence  of  the  last  two 
remained  essentially  the  same  or  increased  slightly,  oc- 
currence of  pediculosis  pubis  has  burgeoned,  probably 
due  to  the  sexual  revolution:  typically,  the  condition  is 
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transmitted  by  sexual  contact  and  often  coexists  with 
other  venereal  diseases,  particularly  gonorrhea  and  tri- 
chomonas. Pubic  lice  should  initiate  a search  for  other 
conditions,  starting  with  a serologic  test  for  syphilis. 
The  diagnosis  and  treatment  are  discussed,  noting  that 
therapy  is  almost  the  same  as  for  scabies. 

Orkin,  M.:  Pediculosis  Today:  Minnesota  Medicine 

57:  848  (Oct.)  1974. 
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The  indications  and  enthusiasm  for  scalene 
node  biopsy  have  undergone  considerable  change 
since  the  operation  was  first  described  by  Daniels 
in  1949. 1 There  was  great  enthusiasm  for  this 
procedure  initially  in  both  infectious  and  neoplas- 
tic diseases  regardless  of  whether  or  not  nodes 
were  palpable.  As  experience  with  this  technique 
increased,  the  indication  for  its  use  became  more 
stringent,  particularly  in  the  absence  of  a palpable 
node.  The  yield  was  considered  by  many  to  be  too 
low  to  warrant  its  routine  use,  particularly  in  neo- 
plastic disease.  In  more  recent  years,  with  the  ad- 
vent of  mediastinoscopy,  scalene  node  biopsy  has 
become  an  even  less  frequently  employed  diag- 
nostic procedure. 

All  the  patients  in  our  study  had  sarcoidosis, 
with  the  x-ray  picture  revealing  a bihilar  adenopa- 
thic  condition,  and  in  none  could  a node  be  palpat- 
ed in  the  supraclavicular  area  even  with  the  pa- 
tient performing  a Valsalva  maneuver  at  the  time 
of  examination. 

The  purpose  of  this  report  is  to  describe  5 pa- 
tients encountered  in  one  year  at  this  medical  cen- 
ter in  which  scalene  node  biopsy  provided  tissue 
compatible  with  the  diagnosis  of  sarcoidosis.  All 
these  cases  had  certain  features  in  common,  and 
presented  a constellation  of  findings  that  enabled 
one  to  determine  that  scalene  node  excision  was 
the  biopsy  procedure  of  choice. 


FIGURE  1.  Typical  roentgenogram  representative  of 
cases  in  this  report. 


Case  reports 

Case  1.  A thirty-six-year-old  white  male  was 
admitted  with  fever  and  chest  pain  of  three  weeks’ 
duration;  he  had  a pertinent  history  of  rheumatoid 
arthritis  eighteen  years  ago.  On  admission,  physi- 
cal examination  was  essentially  normal;  no  cervical 
nodes  were  palpable,  and  there  was  no  organome- 
galy. Chest  roentgenograms  and  laminagrams  re- 
vealed a bihilar  adenopathic  condition.  A scalene 
node  biopsy  showed  noncaseating  granuloma  (Fig. 
1).  Intermediate  and  second-strength  purified 
protein  derivative  test  findings  showed  negative 
results. 

Case  2.  A forty-one-year-old  black  male  was 
admitted  for  nonproductive  cough,  shortness  of 
breath,  and  palpitations  of  one  month’s  duration. 
On  physical  examination,  the  patient  was  obese. 
There  was  no  adenopathic  condition  or  organome- 
galy. The  lung  fields  were  clear  to  percussion  and 
auscultation.  Chest  x-ray  films  showed  prominent 
bilateral  hilar  nodes.  Skin  tests  for  tuberculosis 
and  fungal  diseases  disclosed  negative  findings. 
Scalene  node  biopsy  showed  noncaseating  granulo- 
ma. 

Case  3.  A fifty-six-year-old  white  male  was  ad- 
mitted with  complaints  of  low-grade  fever  of  ten 
days’  duration  and  associated  facial  weakness. 
The  patient’s  father  was  diabetic. 

On  admission,  the  patient  was  in  no  distress. 
There  was  a left  facial  weakness;  no  cervical  nodes 
were  palpable  and  there  was  no  organomegaly. 
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Heart  and  lungs  were  essentially  normal.  Inter- 
mediate and  second-strength  purified  protein  de- 
rivative test  findings  showed  negative  results. 

Chest  x-ray  films  revealed  hilar  prominence  bi- 
laterally. A scalene  node  biopsy  showed  noncaseat- 
ing  granuloma. 

Case  4.  A forty-year-old  white  male  was  admit- 
ted with  complaints  of  fever,  polyarthritis,  and 
nonproductive  cough  of  two  weeks’  duration.  The 
patient  had  significant  chest  pain,  relieved  only  by 
sitting  up. 

Physical  examination  showed  erythema  nodos- 
um on  the  right  wrist;  there  was  no  organomegaly 
or  cervical  adenopathic  condition.  The  heart  and 
lungs  were  essentially  clear.  Intermediate  puri- 
fied protein  derivative  test  findings  showed  nega- 
tive results.  Chest  x-ray  film  revealed  hilar  node 
enlargement,  bilaterally.  Scalene  node  biopsy 
showed  noncaseating  granuloma. 

Case  5.  A twenty-year-old  white  female  was 
admitted,  and  routine  x-ray  film  tests  revealing  a 
bihilar  adenopathic  condition.  The  patient  was 
asymptomatic,  and  the  physical  examination  find- 
ings were  entirely  normal;  there  was  no  significant 
palpable  adenopathic  condition.  Intermediate 
and  second-strength  purified  protein  derivative 
test  finding  showed  negative  results.  A right  scal- 
ene node  biopsy  disclosed  findings  positive  for 
noncaseating  granuloma. 

Surgical  procedure 

When  no  nodes  are  palpable,  the  complete  re- 
moval of  the  scalene  fat  pad  is  necessary.  It  must 
be  emphasized  that  surgical  procedures  in  the 
neck  can  be  safely  performed  only  with  exact  ana- 
tomic knowledge  and  meticulous  technique.  The 
surgeon  must  identify  and  trace  the  normal  ana- 
tomic structures  in  contact  with  the  fat  pad  so 
they  may  be  preserved.  These  (must)  include  the 
sternocleidomastoid,  omohyoid,  and  scalene  mus- 
cles; the  internal  jugular  and  subclavian  veins;  the 
transverse  cervical  artery  and  vein;  the  phrenic 
and  brachial  plexus  of  nerves;  and,  on  occasion, 
the  dome  of  the  pleura.  In  addition,  on  the  left, 
the  thoracic  duct  must  be  identified. 

Indeed,  all  these  structures  have  reportedly 
been  injured  at  one  time  or  another,  although  all 
can  be  avoided  by  adequate  exposure  and  careful 
dissection. 

Incision  is  made  parallel  to  and  1 fingerbreadth 
above  the  right  clavicle,  centering  over  the  hiatus 
between  the  sternal  and  clavicular  heads  of  the 
sternocleidomastoid  muscle;  the  incision  need  be 
no  longer  than  4 cm.  After  division  of  the  platys- 
ma  along  the  same  line,  skin  flaps  are  elevated  up- 
ward and  downward  in  the  plane  of  the  undersur- 
face of  the  platysma  muscle,  and  the  sternal  and 
clavicular  heads  of  the  sternocleidomastoid  are 
separated  from  each  other.  The  omohyoid  is  then 


identified  and  elevated,  or,  if  necessary,  divided, 
giving  access  to  the  scalene  fat  pad  and  to  the 
structures  already  outlined. 

The  fat  pad  is  then  removed  in  its  entirety. 
The  transverse  cervical  vessels  are  frequently  di- 
vided in  this  step,  the  remaining  structures  left 
preserved.  The  necessity  for  complete  and  metic- 
ulous surgery  is  to  be  reemphasized.  In  one  of  our 
cases,  no  nodes  could  be  felt  even  within  the  ex- 
cised fat,  yet  the  diagnosis  was  made  by  histologic 
section. 

Comment 

As  can  be  seen,  all  these  patients  had  certain 
features  in  common.  The  diagnosis  of  sarcoidosis 
was  suspected  and  the  chest  x-ray  films  showed  a 
uniform  appearance.  They  all  fell  into  a class  1 
classification,  sarcoidosis,  a bihilar  adenopathic 
condition  with  no  diffuse  parenchymal  involve- 
ment. In  none  were  there  palpable  supraclavicu- 
lar nodes  even  when  the  patients  performed  a Val- 
salva maneuver.  As  a matter  of  fact,  in  several 
cases,  the  surgeon  was  not  certain  he  obtained  sig- 
nificant lymphatic  tissue  at  the  time  of  the  dissec- 
tion. Morgan  and  Scott2  have  recognized  that 
scalene  biopsy  should  not  be  abandoned  in  pa- 
tients with  suspected  sarcoidosis,  but  there  has 
been  no  delineation  of  which  cases  of  sarcoid  are 
most  likely  to  yield  a positive  diagnosis.  Skinner3 
also  reappraised  scalene  node  biopsy  and  empha- 
sized the  potential  risk  in  this  procedure,  which  he 
placed  at  6 per  cent  for  serious  complication  or 
death  in  his  series.  He  felt  that  scalene  node  bi- 
opsy is  indicated  when  the  anticipated  yield  of  in- 
formation exceeds  the  expected  risk.  He  further 
stated  that  the  value  of  the  procedure  in  nonneo- 
plastic diseases  seems  limited  to  sarcoidosis  and 
tuberculosis,  but  he  did  not  attempt  to  refine  fur- 
ther the  clinical  and  roentgenogram  result  charac- 
teristics that  make  the  procedure  most  suitable. 
Bolooki  et  al.4  reviewed  462  biopsies  performed  at 
the  Kings  County  Hospital,  Brooklyn,  and  pointed 
out  that  the  yield  was  increased  by  bilateral  node 
biopsy. 

In  our  series,  all  cases  underwent  only  unilateral 
biopsy. 

It  is  not  the  purpose  of  this  report  to  adopt  a po- 
sition on  the  overall  usefulness  of  scalene  node  bi- 
opsy but  instead  to  define  clearly  a clinical  and 
x-ray  picture  that  makes  scalene  node  biopsy  the 
diagnostic  procedure  of  choice  even  though  there 
is  no  palpable  lymphadenopathic  condition.  We 
are  not  certain  whether  or  not  this  applies  to  cases 
of  suspected  sarcoidosis  that  present  symptoms  of 
a diffuse  pulmonary  infiltrative  process  with  or 
without  a bihilar  adenopathic  condition.  Since  all 
the  reported  cases  yielded  positive  diagnoses  with 
unilateral  biopsy,  there  seems  little  reason  to  ad- 
vocate bilateral  biopsy  with  resultant  added  cos- 
metic disfigurement  or  risk. 


August  1975  New  York  State  Journal  of  Medicine  1 533 


Summary 

Five  cases  of  patients  with  bihilar  adenopathic 
conditions  and  no  palpable  nodes  were  subjected 
to  unilateral  scalene  node  biopsy.  All  findings 
were  positive  for  noncaseating  granuloma. 

The  diagnostic  procedure  of  choice  with  this 
clinical  and  x-ray  picture  is  unilateral  scalene  node 
biopsy. 

Whether  or  not  the  surgeon  can  identify  grossly 
pathologic  nodes  in  the  scalene  fat  pad  does  not 
affect  the  number  of  positive  biopsies. 

36  East  38th  Street 


Treatment  of  common  baldness 

There  is  no  known  medical  treatment  for  common 
baldness,  which  probably  represents  99  per  cent  of  all 
types  of  scalp  alopecia.  In  carefully  selected,  strongly 
motivated  men,  however,  redistribution  of  hair  follicles 
from  the  peripheral  scalp  margins  (where  hair  growth  is 
permanent)  to  the  bald  areas  yields  acceptable  cosmetic 
results.  Usually,  however,  the  procedure  is  not  worth- 
while in  women.  Clinical  features  of  common  baldness, 
the  endocrine  aspects,  and  heritability  are  discussed. 
Common  baldness  does  not  occur  in  men  who  fail  to  ma- 
ture sexually  and  it  can  be  induced  by  giving  testoster- 
one to  eunuchs  who  are  genetically  susceptible.  The  he- 
redity component  is  most  commonly  believed  to  be 
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transmitted  as  an  autosomal-dominant  characteristic. 
In  women,  common  baldness  begins  later  in  life,  gener- 
ally in  mid-twenties,  but  they  do  not  seek  medical  ad- 
vice until  about  a decade  later.  Thinning  and  increased 
shedding  is  more  diffuse  and  milder  than  in  males,  in- 
volving the  frontocentral  scalp  primarily  and  sparing 
peripheral  margins.  The  parietal  recessions  are  usually 
not  prominent,  and  severe  thinning  is  infrequent. 
Baldness  is  rarely  seen  except  in  association  with  hirsu- 
tism or  pathological  disorders  related  to  increased  an- 
drogen stimulation.  Male-type  common  baldness  in  a 
woman  should  alert  the  physician  to  test  for  an  endo- 
crine abnormality. 

Common  baldness,  Muller,  S.  A.,  Minnesota  Medicine 
57:  809  (Oct.)  1974. 


Bosch 

EST  40 

Electronic 

Stethoscope 

A New  Standard  In  Auscultation. 

You  Need  It  Because  There’s  No 
Such  Thing  As  A Small  Mistake! 


Sounds  of  the  human  body  occur  in  the  most  widely 
varying  frequency  ranges.  A doctor  should  have  three 
stethoscopes  to  properly  measure  all  sounds.  You  can 
now  have  three  stethoscopes  in  one  with  the  new  Bosch 
EST  40  Electronic  Stethoscope. 

The  Bosch  EST  40  represents  a new  standard  in  auscul- 
tation. All  body  sounds  can  be  measured  with  this 
remarkable  instrument.  You  can  accurately  auscultate 
lungs,  heart  and  many  other  organs,  even  blood  pressure, 
because  the  EST  40  is  equipped  with  three  filter  ranges. 
Excellent  for  fetus  auscultation,  also. 

The  EST  enables  you  to  adjust  transmission  and  ampli- 
fication to  match  your  hearing. 

Previously  inaudible  sounds  can  now  be  heard  with  our 
more  expanded  frequency  range.  Sound  signals  can  be 
amplified  to  the  desired  loudness. 

The  instrument  is  easy  to  operate.  Learn  no  new  pro- 
cedures. Just  take  it  in  your  hand.  The  contact  of 
your  fingers  with  the  sensor  key  switches  it  on.  The 
switch  is  automatically  turned  off  when  you  put  the 
instrument  down. 

Frequency  and  volume  are  controlled  easily  with  one 
finger.  The  EST  40  has  an  output  socket;  thus,  you  can 
record  through  an  amplifier  into  a recording  instrument. 

Return  the  coupon  or  call  or  write  Lehr  Instrument 
Corporation,  P.  O.  Box  589,  Huntington  Station,  New 
York  11746,  (516)  423-0443.  One  of  our  representatives 
will  call  you  for  an  appointment  for  the  purpose  of 
making  a brief  and  convincing  demonstration. 


Instrument  Corporation 
POB  589  Huntington  Station,  N.Y  11746 
15161  423-0443 
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Only  5 cases  of  diastolic  murmur  due  to  coronary 
artery  stenosis  have  been  reported.1-4  In  all  these, 
the  left  anterior  descending  artery  was  narrowed 
by  a proximal,  stenotic  lesion.  The  present  report 
is  unusual  because  the  diastolic  murmur  was  inter- 
mittent and  was  associated  with  the  clinical  pic- 
ture of  impending  myocardial  infarction. 

Case  report 

A thirty-eight-year-old  housewife  was  referred 
to  Long  Island  Jewish-Hillside  Medical  Center  be- 
cause of  chest  pain.  The  patient  was  in  good 
health  all  her  life,  until  three  months  before  ad- 
mission, when  she  was  first  admitted  to  the  hospi- 
tal because  of  precordial  pressure  with  radiation 
down  both  arms,  lasting  for  ten  minutes.  On  ad- 
mission to  the  hospital,  the  only  findings  on  physi- 
cal examination  were  a short,  early,  systolic  mur- 
mur along  the  left  sternal  border  and  a fourth 
heart  sound;  the  electrocardiogram  showed  invert- 
ed T waves  in  the  precordial  leads.  Serum  en- 
zymes, cholesterol,  triglyceride,  and  glucose  toler- 
ance test  findings  were  normal,  as  was  a chest 
roentgenographic  study.  During  her  stay  in  the 
hospital,  several  observers  heard  an  intermittent 
diastolic  murmur  along  the  lower  left  sternal  bor- 
der. The  patient  was  discharged  from  the  hospi- 
tal after  two  weeks.  During  the  next  two  months, 
occasional  chest  pain  was  relieved  by  nitroglycerin. 
Two  weeks  prior  to  the  present  admission,  the  pa- 
tient developed  chest  pain  both  at  rest  and  with 


FIGURE  1 . Phonocardiogram  recorded  at  lower  left  stei 
nal  border  at  both  high  frequency  (HF)  and  low  frequenc 
(LF).  SM  = systolic  murmur  and  DM  = diastolic  murmu 
Note  all  beats  are  associated  with  an  early-mid  systoli 
murmur,  whereas  diastolic  murmur  was  recorded  only  i 
beats  3,  4,  5,  and  8.  Intermittent  nature  of  diastolic  mui 
mur  was  also  noted  on  auscultation. 


activity.  Because  of  the  accelerating  nature  of  th 
pain,  the  patient  was  admitted  again  for  reevalua 
tion.  On  admission,  the  blood  pressure  was  130 
80  mm.Hg,  and  the  pulse  rate  was  80  and  regular 
all  peripheral  pulses  were  palpable.  A grade  II/D 
ejection  murmur  was  present  at  the  apex;  no  dia 
stolic  murmurs  or  gallops  were  heard.  The  elec 
trocardiogram  showed  normal  sinus  rhythm  am 
normal  QRS  complexes.  The  T waves  in  the  pre 
cordial  leads  were  intermittently  upright  or  flat 
tened.  On  the  second  hospital  day,  the  patien 
underwent  a complete  cardiac  catheterization 
There  was  no  evidence  of  any  intracardiac  shunt 
or  valvular  gradient,  the  cardiac  output  and  al 
pressures  were  normal,  and  a supra-aortic  angio 
gram  failed  to  demonstrate  aortic  regurgitation 
A left  ventricular  cineangiogram  revealed  a norma 
contractile  pattern;  a selective  coronary  angiogran 
demonstrated  a normal,  dominant,  right  coronar 
artery,  and  the  main  left  and  circumflex  arterie: 
were  normal.  The  anterior  descending  arter 
demonstrated  significant  proximal  narrowing  wit! 
good  distal  runoff  (Fig.  1).  Two  days  after  cardiai 
catheterization,  the  patient  had  four  episodes  o 
severe  retrosternal  chest  pain  radiating  to  the  lef 
arm,  lasting  five  to  ten  minutes,  with  only  mild  re 
lief  after  nitroglycerin;  a persistent,  heavy  sensa 
tion  was  present  all  day.  The  electrocardiogran 
now  demonstrated*  deep,  symmetrical  T-wave  in 
version  across  the  precordial  leads.  During  th< 
day,  an  intermittent,  blowing,  pandiastolic  mur 
mur  was  heard,  localized  along  the  lower  left  ster 
nal  border  (Fig.  2).  The  murmur  would  be  hearc 
for  3 or  4 beats,  disappear  for  several  beats,  anc 
then  return  again.  Because  of  recurrent  symp 
toms  at  rest  and  the  electrocardiographic  changes 
an  emergency  aortocoronary  saphenous  vein  by 
pass  to  the  left  anterior  descending  artery  was  per 
formed.  Two  weeks  later,  the  patient  underwenl 
a postoperative  angiogram,  which  demonstrated  e 
patent  saphenous  vein  bypass  and  filling  of  the  an 
terior  descending  artery.  During  her  postopera- 
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FIGURE  2.  Selective  left  coronary  angiogram,  as  viewed 
in  right  anterior  oblique  position.  Arrow  points  to  proximal 
stenotic  lesion  of  left  anterior  descending  artery. 


tive  course  and  at  two  months  follow-up,  the  pa- 
tient did  not  have  a recurrence  of  the  chest  pain, 
and  the  diastolic  murmur  was  not  heard.  The 
electrocardiogram  revealed  normal  QRS  com- 
plexes and  T waves. 

Comment 

Based  on  previously  reported  diastolic  murmurs 
associated  with  stenosis  of  the  left  anterior  de- 
scending artery,  it  was  concluded,  in  this  case,  that 
the  murmur  heard  and  recorded  was  also  due  to 
coronary  artery  stenosis.1-4  Other  causes  of  dia- 
stolic murmur  were  ruled  out.  It  is  surprising  that 
only  6 such  cases  have  been  described,  since  the 
disease  is  so  common.  In  all  5 previous  cases  the 
murmur  was  persistent  and  diminished  or  disap- 
peared only  after  acute  myocardial  infarction. 1>3,4 
The  intermittent  nature  of  the  murmur  in  the 
present  case  was  not  readily  explained.  The  mur- 
mur was  most  easily  heard  when  the  patient  had 
sinus  tachycardia.  In  4 of  the  5 previous  cases  re- 


ported, the  patient  sustained  an  acute  myocardial 
infarction  within  two  months  of  discovery  of  the 
murmur,  with  death  in  3 patients.1-4  The  clinical 
picture  of  the  present  case  was  consistent  with  im- 
pending myocardial  infarction.5 

The  murmur  of  coronary  artery  stenosis  has 
been  described  as  a crescendo-decrescendo  or  de- 
crescendo pandiastolic  blowing  or  high-pitched 
murmur  localized  to  the  fourth  left  intercostal 
space  or  apex.  Amyl  nitrite  inhalation  has  been 
followed  by  decreased  intensity;  activity  has  been 
followed  by  increased  intensity  of  the  murmur.1’4 
The  diastolic  timing  of  the  murmur  is  consistent 
with  coronary  blood  flow,  occurring  predominantly 
during  diastole.6  Other  causes  of  diastolic  mur- 
mur resulting  from  coronary  artery  disease  include 
aneurysm  of  the  left  anterior  descending  artery 
and  coronary  arteriovenous  fistula.1’8 

The  experience  with  this  patient  and  the  natural 
history  of  5 other  reported  cases  suggest  that  iso- 
lated, localized  diastolic  murmurs  associated  with 
symptoms  of  coronary  artery  disease  warrant 
prompt  evaluation  for  possible  surgical  interven- 
tion. 

Long  Island  Jewish-Hillside  Medical  Center 
Cardiology  Division 
New  Hyde  Park,  New  York  11040 
(DR.  HAMBY) 
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The  thymus  is  a central  immunologic  organ  and 
may  play  an  important  role  in  the  immunologic 
defenses  against  cancer.  There  is  an  increased  in- 
cidence of  nonthymic  carcinoma  in  patients  with 
thymoma,  suggesting  a defect  in  “surveillance” 
mechanisms.1  In  addition,  thymoma  is  associated 
with  autoimmune  diseases  such  as  rheumatoid  ar- 
thritis and  SLE  (systemic  lupus  erythematosus), 
in  which  thymic  deficiency  is  known  to  occur.2-8 
Of  interest,  thymectomy  for  myasthenia  gravis  has 
been  associated  with  the  later  development  of 
SLE.9-10 

An  unusual  case  of  thymoma  is  presented  in 
which  there  was  coincident  SLE  and  spread  of  a 
rarely  metastasizing  nonthymic  tumor,  squamous- 
cell carcinoma  of  the  skin. 

Case  report 

A fifty-four-year-old  white  male  began  having 
arthralgias  of  his  hands,  wrists,  elbows,  and  knees 
at  the  age  of  forty-seven.  These  were  worse  in  the 
summertime  and  usually  relieved  by  aspirin.  In 
1967,  at  the  age  of  fifty-one,  he  noted  a skin 
growth  about  the  size  of  a quarter  over  the  left 
clavicle.  The  mass  was  excised  in  February,  1968, 
and  was  found  to  be  a typical  squamous-cell  carci- 
noma of  the  skin.  Incidental  chest  x-ray  films  and 
subsequent  tomography  revealed  an  8-cm.  mass  in 

1538  New  York  State  Journal  of  Medicine/  August  1975 


the  left  anterior  mediastinum.  He  refused  further 
work-up  at  that  time.  In  January,  1968,  he  devel- 
oped pleurisy  on  the  right  side  with  effusion  and 
was  treated  with  a brief  course  of  tetracycline.  On 
May  15,  1968,  he  was  admitted  to  University  Hos- 
pital for  the  first  time  for  elective  reexcision  of  the 
site  of  the  skin  tumor.  No  gross  tumor  was  found, 
and  pathologic  specimens  showed  only  scar  tissue 
and  suture  granulomata.  Laboratory  values  were 
ESR  (erythrocyte  sedimentation  rate)  38  mm.  per 
hour,  hematocrit  43,  WBC  (white  blood  cells) 
6,000,  PMN  (polymorphonuclear  neutrophil  leu- 
kocytes) 40  per  cent,  immature  6 per  cent,  and 
lymphocytes  54  per  cent.  He  was  discharged  and 
did  well  until  July,  1968,  when  pleuritic  chest  pains 
recurred  on  the  right  side. 

In  early  October,  1968,  the  patient  noted  a pain- 
ful mass  in  the  left  axilla  for  which  he  was  read- 
mitted to  the  hospital  on  November  28,  1968. 
Physical  examination  revealed  a well-appearing 
man.  Vital  signs  were  blood  pressure  120/70  mm. 
Hg,  pulse  80  per  minute,  respirations  20  per  min- 
ute, and  temperature  100° F.  An  old  surgical  scar 
was  noted  over  the  left  clavicle.  A painful,  stony 
hard  nodule  measuring  2.5  cm.  in  diameter  was 
noted  in  the  left  axilla.  A spleen  tip  was  palpable 
beneath  the  left  costal  margin.  Left  axillary  dis- 
section revealed  one  lymph  node  completely  in- 
volved with  tumor,  and  there  was  partial  involve- 
ment of  three  other  nodes.  Microscopic  examina- 
tion revealed  polygonal  tumor  cells  characteristic 
of  metastatic  squamous-cell  carcinoma  of  the  skin. 
Laboratory  values  were  hematocrit  25,  WBC  6,800, 
PMN  28  per  cent,  immature  3 per  cent,  lympho- 
cytes 69  per  cent,  reticulocytes  0.8  per  cent,  serum 
iron  62  micrograms  per  100  ml.,  iron-binding  ca- 
pacity 339  micrograms  per  100  ml.,  stool  guaiac 
finding  negative,  haptoglobin  150  mg.  per  100  ml., 
direct  Coombs’  test  result  positive,  indirect  nega- 
tive, ANA  (antinuclear  antibodies)  positive  in  a 
titer  greater  than  1/80  with  a diffuse  and  strong 
peripheral  pattern  of  immunofluorescence,  LE 
preparation  positive,  latex  fixation  less  than  1/20, 
total  protein  7.6  Gm.  per  100  ml.,  protein  electro- 
phoresis had  a normal  pattern  with  2 Gm.  per  100 
ml.  gamma  globulin,  and  VDRL  test  result  nega- 
tive. Bone  marrow  showed  M:E  (myelocytes:eo- 
sinophils)  ratio  of  13:1  with  normal  iron  stores  and 
25  per  cent  mature  lymphocytes.  The  patient, 
having  refused  further  work-up  for  the  mediasti- 
nal mass,  was  discharged  home  on  multivitamin 
therapy. 

He  began  to  experience  progressive  fatigability, 
postural  dizziness,  and  palpitations,  and  was  read- 
mitted on  January  18,  1969.  Physical  examina- 
tion revealed  a chronically  ill-appearing  man. 
Temperature  was  98.6° F.  Surgical  scars  were 
noted  over  the  left  clavicle  and  in  the  left  axilla. 
The  spleen  was  enlarged  and  was  palpated  4 cm. 
beneath  the  left  costal  margin.  There  was  no  evi- 


dence  of  active  joint  inflammation  or  deformity. 
Rectal  examination  demonstrated  external  hemor- 
rhoids. Chest  x-ray  films  showed  no  change  in  the 
size  of  the  mediastinal  mass.  Laboratory  values 
were  hematocrit  24,  RSR  100  mm.  per  hour,  WBC 
5,750.  PMN  28  per  cent,  immature  3 per  cent,  mon- 
ocytes 1 per  cent,  lymphocytes  68  per  cent,  retic- 
ulocytes 0 per  cent,  platelets  100,000  per  cubic 
millimeter,  Coombs’  test  result  negative,  haptoglo- 
bin 145  mg.  per  1(M)  ml.,  ANA  greater  than  1/80 
with  a peripheral  pattern,  and  three  positive  LE 
preparations.  Electromyography  of  the  upper  ex- 
tremities showed  no  evidence  of  myasthenia  gra- 
vis. Esophagram,  upper  gastrointestinal  series, 
and  barium  enema  gave  negative  results. 

It  seemed  likely  that  the  patient  had  a thymoma 
associated  with  red-cell  hypoplasia,  and  thymo- 
mectomy  was  performed  on  January  27,  1969. 
The  patient  received  6 units  of  whole  blood  prior 
to  and  during  surgery.  Two  masses  were  found; 
one  large  mass  measuring  4 by  5 by  6 inches  was 
shown  histologically  to  be  a thymoma,  as  shown  in 
Figure  1,  and  a smaller  mass  was  inominate  vein 
invaded  by  thymoma.  The  right  phrenic  nerve 
was  accidentally  severed  during  the  procedure. 

The  patient’s  postoperative  course  was  unevent- 
ful. The  hematocrit  remained  stable  between  31 
and  33.  The  total  WBC  ranged  from  5,000  to 
7,000  with  a reversal  of  the  previous  differential 
patterns;  PMN  70  to  80  per  cent  and  lymphocytes 
20  to  30  per  cent.  Postoperative  irradiation  was 
suggested  by  one  consultant  but  was  not  per- 
formed. After  two  weeks,  the  patient  was  dis- 
charged to  the  care  of  his  private  physician. 

On  February  27,  1969,  the  patient  felt  well.  His 
hematocrit  was  noted  to  be  23,  reticulocyte  count 
0.1  per  cent,  WBC  9,800  with  PMN  60  per  cent, 
immature  5 per  cent,  monocytes  5 per  cent,  and 
lymphocytes  30  per  cent.  He  was  transfused  with 
three  units  of  whole  blood  on  March  4,  1969,  after 
the  hematocrit  had  fallen  further  to  21.  At  this 
time  the  WBC  was  9,800,  with  PMN  50  per  cent, 
immature  2 per  cent,  monocytes  6 per  cent,  and 
lymphocytes  42  per  cent.  He  had  persistent  ar- 
thralgia of  hands,  wrists,  elbows,  and  knees  for 
which  he  took  aspirin.  Fluorescent  ANA  of 
March  10,  1969,  was  unchanged  from  the  previous 
pattern.  On  April  4,  1969,  the  hematocrit  was  22, 
and  a reticulocytosis  of  5 per  cent  was  noted  for 
the  first  time.  To  provide  more  marrow  stimula- 
tion, he  was  begun  on  prednisone  60  mg.  per  day 
and  testosterone  enanthate  (Delatestryl)  200  mg. 
per  week.  By  July,  1969,  the  hematocrit  had  risen 
to  40,  and  the  patient  felt  well  enough,  except  for 
arthralgia,  to  return  to  work.  ' 

The  patient  was  off  all  medications  and  doing 
well  until  August,  1970,  when  he  began  experienc- 
ing fatigue.  The  hematocrit  was  20  with  no  evi- 
dence of  blood  loss  or  hemolysis.  Thought  was 
given  to  probable  recurrence  of  thymoma,  and  a 


FIGURE  1.  Original  thymoma.  Note  presence  of  three 
main  cell  types:  round  cell,  spindle  cell,  and  epithelial 

cells  (hematoxylin  and  eosin  stain). 


course  of  radiation  therapy  was  suggested.  The 
patient  refused  hospitalization  and  irradiation  and 
was  empirically  placed  on  prednisone  60  mg.  per 
day  and  testosterone  enanthate  200  mg.  per  week. 
On  September  9,  1970,  he  was  admitted  to  the  hos- 
pital because  of  the  acute  onset  of  fever,  chills,  and 
pain  on  the  left  side  of  the  chest.  Physical  exami- 
nation revealed  an  acutely  ill  man.  Vital  signs 
were  a temperature  of  103°F.,  blood  pressure 
70/40  mm.  Hg,  pulse  140,  and  respirations  36  per 
minute  and  shallow.  There  were  retractions  of 
the  left  side  of  the  chest,  and  diffuse  moist  rales 
were  heard  throughout  both  lung  fields.  There 
was  a large  spleen  felt  4 cm.  beneath  the  left  costal 
margin.  Chest  x-ray  films  showed  infiltrates  in 
the  lingula  and  left  lower  lobe  and  elevation  of  the 
right  hemidiaphragm.  The  sputum  was  purulent 
and  cultured  Staphylococcus  aureus  and  Candida 
albicans.  Laboratory  values  were  hematocrit  20, 
WBC  25,000,  with  PMN  65  per  cent,  bands  25  per 
cent,  monocytes  6 per  cent,  and  lymphocytes  4 per 
cent.  Dohle  inclusion  bodies  were  seen  in  the  red 
cells.  Bone-marrow  examination  showed  eryth- 
roid  hyperplasia  with  some  megaloblastic  features; 
total  protein  4.5  Gm.  per  100  ml.;  protein  electro- 
phoresis 0.7  Gm.  per  100  ml.  gamma  globulin;  im- 
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FIGURE  2.  (A)  Mitral  valve  vegetation.  Dense  collage- 

nous fibers  of  vegetation  are  continuous  with  valvular  fi- 
brous connective  tissue.  Vegetation  lined  by  valvular  en- 
dothelium (original  magnification  X450).  (B)  Infarct  of 

spleen.  Note  subcapsular  area  of  fibrous  tissue  and  de- 
creased cellularity.  (C)  Infarct  of  bone.  Small  zone  with- 
in marrow  space  composed  of  fibrous  tissue  and  thin- 
walled  vascular  channels  (hematoxylin  and  eosin  stain). 

munoelectrophoresis  normal  levels  of  Ig  (immuno- 
globulin) G,  M,  A;  blood  urea  nitrogen  48;  creati- 
nine 2;  serum  glutamic  oxaloacetic  transaminase 
464;  serum  glutamic  pyruvic  transaminase  450; 
uric  acid  13.8;  arterial  pH  7.53;  oxygen  pressure  57; 
and  carbon  dioxide  pressure  36. 

Despite  treatment  with  tracheostomy,  positive 
pressure  oxygen,  high  intravenous  doses  of  sodium 
oxacillin,  and  amphotericin  B,  the  patient  suffered 
an  irreversible  cardiac  arrest. 

Autopsy  findings 

Grossly,  no  thymoma  tissue  was  seen.  However, 
histologic  examination  of  several  0.5-cm.  yellow- 
white  nodules  in  the  superior  mediastinum  showed 
tumor  remnants.  These  consisted  of  islands  of 
spindle,  round,  and  epithelial  cells  demarcated 
and  separated  by  fibrous  hands. 

The  pericardial  space  was  obliterated,  and  rem- 
nants of  pericardium  were  noted  to  be  adherent  to 


the  epicardium.  Microscopically,  acute  and 
chronic  inflammatory  changes  were  noted  on  the 
epicardial  surface.  The  heart  weighed  400  Gm. 
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On  the  atrial  surface  of  the  posterior  leaflet  of  the 
mitral  valve,  two  pink  glistening  nodules  were 
found.  They  measured  approximately  1 mm.  in 
diameter  and  were  vegetations  composed  of  hy- 
alinized  connective  tissue  lined  by  endothelium 
(Fig.  2A). 

The  lungs  were  heavy  and  airless,  the  right  lung 
weighing  2,150  Gm.  and  the  left  850  Gm.  The 
pleura  was  thick  and  fibrotic.  There  was  consoli- 
dation of  all  lobes  with  evidence  of  massive  focal 
parenchymal  necrosis,  especially  on  the  right  side. 
Histologically,  there  was  severe  necrotizing  pneu- 
monia. Stains  for  fungi  gave  negative  findings. 

The  liver  weighed  2,150  Gm.  and  was  unremark- 
able except  for  centrilobular  congestion.  The 
spleen  was  enlarged  and  weighed  780  Gm.,  and  a 
reactive  type  of  splenitis  was  apparent  on  micro- 
scopic examination.  A nidus  of  subcapsular  fibro- 
sis suggestive  of  an  old  infarct  was  found  (Fig.  2B). 

In  the  gastric  antrum,  an  acute  ulcer  measuring 
0.8  cm.  in  diameter  was  present.  The  sternoclavi- 
cular joint  itself  was  unremarkable;  however,  a 
healed  infarct  was  noted  within  the  adjacent  tra- 
becular bone  (Fig.  2C). 

Examination  of  the  kidney  was  unremarkable 
on  hematoxylin  and  eosin,  azan,  and  silver  methe- 
namine  stains.  Immunofluorescent  stains  for 
gamma  globulin,  complement,  and  fibrinogen  gave 
negative  results. 

Comment 

Thymomas  are  relatively  rare  tumors,  account- 
ing for  only  9 per  cent  of  mediastinal  neoplasms.11 
Squamous-cell  carcinoma  of  the  skin  is  more  com- 
mon, but  it  has  an  extremely  low  metastatic  poten- 
tial, in  the  order  of  5 per  cent  from  the  trunk.12 
The  emergence  of  a second  neoplastic  clone  of  cells 
and  the  failure  to  contain  it  suggests  failure  of  the 
patient’s  “surveillance”  mechanisms. 

The  diagnosis  of  SLE  is  suggested  by  the  pres- 
ence of  a symmetric,  nondeforming  polyarthritis, 
two  episodes  of  idiopathic  pleurisy,  splenomegaly, 
the  presence  of  the  LE  phenomenon,  and  high  ti- 
ters of  antinuclear  antibodies  giving  the  character- 
istic “peripheral”  pattern.  Associated  findings  in- 
cluded obliterative  pericarditis,  pleuritis,  and  non- 
bacterial  endocarditis  of  the  mitral  valve,  marrow, 
and  splenic  infarcts.  The  importance  of  pleural 
and  pericardial  findings  must  be  qualified  by  pre- 
vious open-chest  surgery. 

Our  patient  also  manifested  erythroid  hypopla- 
sia, a feature  extensively  reviewed  by  Hirst  and 
Robertson.13  The  mechanism  of  this  phenomenon 


is  not  understood  but  may  be  related  to  autoanti- 
bodies against  erythroblast  nuclei.14 

Of  interest  is  the  lymphocytosis  in  this  patient’s 
marrow  and  peripheral  blood.  Metcalf15  has  de- 
scribed a thymic  lymphocytosis  factor,  but  at- 
tempts to  isolate  it  from  thymoma  extracts  have 
been  unsuccessful.13 

Summary 

A case  of  thymoma  is  presented,  associated  with 
SLE  (systemic  lupus  erythematosus)  and  meta- 
static squamous-cell  carcinoma  of  the  skin.  Thy- 
momectomy  and  excision  of  the  skin  tumor  re- 
sulted in  a remission  lasting  one  year  from  cancer, 
without  affecting  the  clinical  and  serologic  mani- 
festations of  SLE. 

The  patient  died  from  a fulminant,  necrotizing 
pneumonia,  and  residual  thymoma  tissue  was 
found  at  autopsy.  In  addition,  there  were  patho- 
logic features  of  SLE. 
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A secondary  type  of  amebic  lung  abscess  is  not 
usually  a diagnostic  problem  when  it  occurs  in  the 
right  lower  lobe  and  results  from  direct  extension 
of  an  hepatic  abscess  through  the  diaphragm.  We 
have  recently  been  confronted  with  a rather  un- 
usual location  of  an  unsuspected  amebic  lung  in- 
fection in  the  lower  lobe  of  the  left  lung,  in  the  ab- 
sence of  any  active  amebic  infection  elsewhere. 

This  report  describes  the  case  and  the  proce- 
dures used  to  establish  the  correct  diagnosis. 

Case  report 

The  patient  was  a forty-seven-year-old  white 
male,  a heavy  drinker  and  chain  smoker,  with  cir- 
rhosis of  the  liver.  He  consulted  his  private  physi- 
cian for  persisting  nonproductive  cough  of  three 
weeks’  duration,  chest  pain  in  his  left  side,  fatigue, 
and  weight  loss  for  two  months.  He  had  uncom- 
plicated intestinal  amebiasis  treated  five  years 
previously,  while  he  was  working  for  an  oil  compa- 
ny in  the  Middle  East,  and  was  considered  to  have 
been  cured.  No  amebae  had  been  found  in  his 
stools  after  his  return  to  the  United  States.  The 


diagnosis  of  cirrhosis  of  the  liver  was  made  many 
years  earlier  and  was  believed  to  be  due  to  the  pa- 
tient’s heavy  alcohol  intake. 

The  physical  examination  revealed  an  enlarged, 
tender,  nodular  liver  extending  5 cm.  below  the 
right  costal  margin.  The  lungs  were  clear  to  per- 
cussion and  auscultation.  The  chest  roentgeno- 
gram films  revealed  a small  opacity  in  the  left 
lower  lobe.  Cytologic  study  of  the  sputum  made 
by  an  outside  laboratory  was  reported  as  “atypical 
cells  suspicious  for  malignancy.”  White  blood 
count  was  reported  14,000  per  cubic  millimeter, 
with  79  per  cent  polymorphonuclear  neutrophils,  7 
per  cent  eosinophils,  12  per  cent  lymphocytes,  and 
2 per  cent  monocytes.  The  sedimentation  rate 
was  13  mm.  per  hour.  An  operative  removal  of  the 
lesion  in  the  lung  was  considered  by  the  patient’s 
physician. 

Because  of  the  past  history  of  intestinal  amebia- 
sis, the  patient’s  serum  was  referred  to  the  tropical 
disease  service  of  Kings  County  Hospital,  Institute 
of  Pathology,  for  routine  amebic  complement  fixa- 
tion test.  The  micro-Kolmer  test  revealed  a 4 plus 
reaction  in  1:32  dilution  of  the  patient’s  serum. 
This  titer  was  considered  much  too  high  to  repre- 
sent residual  antibodies  of  a cured  intestinal  ame- 
biasis. Another  blood  sample,  together  with  stool 
and  sputum  specimens,  was  requested.  The  re- 
peat micro-Kolmer  complement  fixation  test  re- 
vealed the  same  high  titer.  No  amebae  could  be 
found  in  the  stool  specimen.  The  test  result  for 
occult  blood  on  both  stool  and  sputum  was  strong- 
ly positive.  Sputum  was  not  satisfactory  for  cyto- 
logic examination  since  it  was  not  a deep-cough 
specimen.  However  the  Papanicolaou  smears  did 
reveal  erythrocytes,  occasional  epithelial  cells,  and 
a few  cells  without  specific  characteristics,  inter- 
preted as  degenerated  histiocytes  (Fig.  1A). 

Cell-block  sections,  stained  with  hematoxylin- 
eosin,  revealed  quite  a different  picture.  In  addi- 
tion to  the  cells  demonstrated  in  the  Papanicolaou 
smears,  the  sections  of  the  sputum  revealed  the 
presence  of  Entamoeba  histolytica,  some  demon- 
strating a typical,  diagnostic  nucleus  (Fig.  IB). 
There  was  no  indication  of  an  amebic  abscess  of 
the  liver  or  involvement  of  the  diaphragm  or  area 
of  the  lung  between  the  lesion  and  the  diaphragm. 
Therefore,  the  possibility  of  a direct  extension 
through  the  diaphragm  from  an  abscess  in  the  left 
lobe  of  an  enlarged  liver,  was  not  considered.  The 
amebic  focus  in  the  lung  was  thought  to  be  pri- 
mary, or  more  likely  the  result  of  a hematogenous 
spread  from  another  location. 

The  patient  was  put  on  intensive  antiamebic 
therapy  including  intramuscular  dehydroemetine, 
oral  chloroquine,  and  wide-spectrum  antimicro- 
bials. His  clinical  condition  improved  dramatical- 
ly within  a week,  and  a slowly  progressive  decrease 
of  amebic  antibody  titers  in  the  patient’s  serum 
was  observed,  with  4 plus  reaction  in  1:8  dilution 
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FIGURE  1.  Papanicolaou  smears.  (A)  Erythrocytes,  occasional  epithelial  cells,  and  few  cells  without  specific  character- 
istics, interpreted  as  degenerated  histiocytes.  (B)  Entamoeba  histolytica  demonstrating  typical  diagnostic  nucleus. 


of  the  serum  after  one  month,  and  a 4 plus  reac- 
tion in  1:2  dilution  after  six  months.  The  amebic 
nature  of  the  lung  involvement  was  also  confirmed 
by  the  disappearance  of  the  abnormal  findings  on 
chest  roentgenogram. 

Comment 

Although  systemic  invasion  by  Entamoeba  his- 
tolytica does  occur  not  only  in  patients  with  clini- 
cal dysentery  but  also  in  those  with  subclinical  or 
even  protracted  latent  infections,  an  amebic  lung 
abscess  is  usually  considered  by  a clinician  only 
when  it  is  located  in  the  right  lower  lobe. 

The  picture  of  lung  amebiasis  by  extension  from 
a liver  abscess  is  very  typical.  The  changes  in  the 
right  lower  lung  field  are  extensive,  producing  a 
triangular  opacity  often  located  close  to  the  dia- 
phragm and  sometimes  trailing  up  to  the  hilum.1 
X-ray  films  show  not  only  obliteration  of  the  cos- 
tophrenic  angle,  but  also  the  immobilization  of  the 
right  diaphragm,  and  clouding  and  consolidation 
of  the  base  of  the  right  lung.2  When  such  secon- 
dary abscess  by  extension  has  ruptured  into  a 
bronchus,  the  diagnosis  is  even  easier,  because  in 
addition  to  the  characteristic  anchovy-colored  ma- 
terial, liver  cells  may  be  expectorated.3 

The  invasion  of  the  lung  by  a hematogenous 
route,  which  may  occur  in  any  location,  is  far  less 
characteristic.  Such  amebic  involvement  often  is 
slow  to  develop  into  a large,  frank  abscess,  and 
may  resemble  tuberculous  infiltration  or  bron- 
chopneumonic  consolidation.4  Occasionally,  as  in 
this  case,  it  may  suggest  an  early  cancer,  especially 
when  there  is  no  obvious  active  amebiasis  in  the 
large  intestine  or  the  liver. 

The  micro-Kolmer  complement  fixation  test  for 
amebiasis  has  been  reported  previously  to  be  use- 
ful, particularly  in  the  diagnosis  of  extraintestinal 
amebiasis,  and  in  routine  screening  for  amebic 
cases  with  misleading  symptomatology  resulting 
from  superimposed  infections.5-7  However,  in 


this  case,  the  test  was  performed  not  to  eliminate 
or  confirm  the  amebic  involvement  of  the  left  lung, 
but  only  because  the  patient  had  a vague  clinical 
history  of  cured  intestinal  amebiasis.  Due  to 
these  circumstances,  the  unexpected  significant 
amebic  titer  prompted  further  investigation  lead- 
ing to  a correct  diagnosis  and  treatment. 

Because  of  the  rapid  response  to  therapy,  it  was 
possible  only  to  speculate  on  the  original  site  of 
the  latent  amebic  infection  before  it  spread  to  the 
left  lung.  Considering  that  there  was  no  recent  in- 
testinal symptomatology,  and  the  absence  of  Enta- 
moeba histolytica  in  the  stools,  the  probable  site  of 
origin  was  the  liver,  from  which  the  hematogenous 
spread  to  the  lung  was  facilitated  by  collateral  ve- 
nous circulation  in  a patient  with  cirrhosis  of  the 
liver. 

Conclusion 

A micro-Kolmer  complement-fixation  test  for 
amebiasis  performed  as  a routine  procedure  on  a 
patient  with  a clinical  diagnosis  of  carcinoma  of 
the  left  lung  revealed  a high  complement-fixing 
titer  which  led  to  further  investigation  and  a cor- 
rect diagnosis  and  treatment  of  unsuspected 
amebic  infection  in  the  left  lower  pulmonary  lobe. 
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The  differentiated  adenocarcinomas  of  the  thy- 
roid gland,  the  papillary  and  the  follicular,  com- 
prise the  majority  of  thyroid  malignant  conditions, 
and  are  known  to  be  slow  in  injuring  the  host.  A 
partial  thyroidectomy  often  is  a predisposing  fac- 
tor to  the  later  development  of  adenocarcinoma. 
Many  of  these  cancers  are  in  existence  for  years 
without  giving  any  clinical  symptoms. 

The  following  case  has  many  interesting  aspects 
which  make  its  publication  worthwhile. 

Case  report 

In  July,  1950,  a fifty-nine-year-old  female  came 
to  my  office.  She  had  been  in  an  automobile  colli- 
sion the  day  before  and  had  suffered  a chest 
bruise.  A chest  fluoroscopy  revealed  a round, 
golfball-sized  density  in  the  right  lower  lobe  of  the 
lung  adjacent  to  the  heart  shadow.  The  finding 
was  confirmed  by  a chest  x-ray  film  (Fig.  1).  The 
patient  had  been  in  perfect  health;  there  was  no 
cough,  no  bloody  sputum,  no  dyspnea,  and  no  pre- 
vious pain  or  discomfort  in  her  chest. 

As  far  as  her  past  history  was  concerned,  she 
had  been  in  good  health  all  her  life.  In  1935  she 
had  a goiter  operation  in  Munich,  Germany,  where 
she  had  lived,  and  where  goiter  was  endemic  and 
affected  about  one  third  of  the  population  of 
upper  Bavaria.  Nothing  remarkable  was  known  of 
this  operation. 

To  determine  the  nature  of  this  neoplasm  of  the 
lung,  the  patient  had  a thorough  clinical  work-up; 
there  were  no  palpable  glands  or  enlarged  spleen. 
Complete  blood  count  findings  were  normal;  bari- 
um enema,  upper  gastrointestinal  series,  and  in- 
travenous pyelogram  showed  negative  findings,  as 
did  the  gynecologic  examination.  A bronchoscopy 
was  performed  with  inconclusive  results.  Noted 

t Deceased. 


FIGURE  1.  X-ray  picture  taken  in  1962,  twelve  years  fol- 
lowing original  evidence  of  metastatic  tumor  to  lung. 


specialists  in  the  field  of  chest  surgery  were  con- 
sulted, and  the  further  management  of  the  case 
was  discussed;  the  prognosis  was  considered  very 
gloomy,  and  nobody  showed  any  inclination  for 
surgical  intervention. 

To  everybody’s  surprise,  the  patient  remained 
clinically  well.  She  attended  to  her  husband’s 
business,  and  when  he  died,  she  had  been  working 
as  a saleslady  in  a downtown  fashion  store.  She 
had  no  physical  symptoms  whatsoever.  She  had 
periodic  x-ray  examinations  of  her  chest  which 
showed  a slow  growth  of  the  tumor  with  new  round 
densities  appearing  in  both  lung  fields.  There 
could  not  be  any  doubt  that  this  was  a metastatic 
lesion  and  not  a primary  lung  tumor,  but  the  loca- 
tion of  the  primary  tumor  remained  obscure. 

In  1962,  after  twelve  years  of  good  health  and  an 
active  life,  the  patient  developed  pneumonia,  for 
which  she  was  hospitalized  in  St.  Elizabeth  Hospi- 
tal, New  York  City.  Her  infection  subsided  quick- 
ly with  antibiotic  treatment.  In  the  course  of  her 
examination  in  the  hospital,  a small  protrusion  on 
the  right  side  of  her  neck  was  felt.  It  was  directly 
under  the  thyroidectomy  scar,  the  size  of  a marble, 
hard  to  the  touch,  and  seemed  attached  to  the  thy- 
roid stump.  The  nodule  was  removed  by  the  sur- 
gical staff  and  submitted  to  the  pathology  depart- 
ment for  analysis.  The  histologic  diagnosis  was 
papillary  carcinoma  of  the  thyroid  gland  of  low- 
grade  malignancy  (Fig.  2). 

This  finding  clinched  the  diagnosis  of  cancer  of 
the  thyroid  with  metastases  to  the  lungs.  Thyroid 
function  tests  done  at  this  time  showed  a normal 
basal  metabolism  and  a protein-bound  iodine  of 
5.7  micrograms. 

With  the  establishment  of  a diagnosis,  the  ques- 
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FIGURE  2.  Papillary  adenocarcinoma  of  thyroid. 


tion  of  therapy  became  acute.  Two  approaches 
were  considered:  (1)  The  application  of  radioac- 

tive iodine  (I131)  and  (2)  suppression  of  thyroid- 
stimulating  hormone  by  oral  thyroid  medication. 
Because  of  the  patient’s  good  clinical  condition, 
the  slow  progression  of  her  lung  lesions  in  the  last 
twelve  years,  and  the  safer  and  technically  simpler 
therapy  with  thyroid  hormone,  the  latter  approach 
was  chosen.  The  patient  was  given  1 gr.  of  desic- 
cated thyroid  a day  with  the  intention  of  stepping 
up  the  dose  to  tolerance,  but  after  a short  while 
she  began  to  lose  weight  and  had  episodes  of  par- 
oxysmal tachycardia.  With  the  withdrawal  of  her 
thyroid  medication,  she  regained  her  lost  weight, 
and  her  heart  action  returned  to  a normal  rhythm. 

Since  the  patient  felt  better  without  any  thera- 
py, no  further  attempt  at  treatment  was  made,  and 
her  illness  was  allowed  to  take  its  natural  course. 
The  patient  continued  to  do  quite  well;  she  lived 
an  active  life,  made  several  trips  to  Europe  in  the 
following  years,  and  showed  very  few  clinical 
symptoms  from  the  ever-increasing  infiltration  of 
her  lungs. 

In  1970,  twenty  years  after  the  discovery  of  her 
illness,  she  began  to  deteriorate.  She  lost  weight, 
became  increasingly  dyspneic  on  exertion,  but 
never  became  bedridden.  She  lived  alone,  re- 
mained active  to  the  last  day  of  her  life,  and  was 
still  well  enough  to  go  with  her  daughter  on  vaca- 
tion. She  came  to  visit  me  socially  in  a nearby 
town  where  I was  vacationing  two  days  before  she 
died;  her  lips  were  deeply  cyanotic,  she  would  fall 


asleep  during  a conversation,  and  she  had  vivid 
hallucinations.  Two  days  later  when  she  did  not 
appear  for  breakfast,  her  children  found  her  unre- 
sponsive in  bed.  She  was  rushed  to  the  Columbia 
Memorial  Hospital  in  Hudson,  New  York,  where 
she  expired  a few  hours  later  at  the  age  of  eighty- 
one. 

The  anatomic  diagnosis  at  autopsy  determined 
evidence  of  metastatic  adenocarcinoma  of  the  thy- 
roid gland,  lungs,  and  mediastinum,  and  of  thy- 
roidectomy. The  cause  of  death  was  listed  as  met- 
astatic thyroid  carcinoma  in  both  lungs.  The  au- 
topsy findings  in  the  thoracic  cavity  disclosed 
large  masses  of  red,  fleshy,  lobulated  tissue  in  the 
mediastinum.  These  extended  down  from  the 
thyroid  region,  varied  from  5 to  8 cm.  in  diameter, 
and  were  separated  from  each  other,  being  encap- 
sulated. The  cut  surfaces  showed  lobulated  pat- 
tern in  all  regions  with  some  areas  of  yellow  necro- 
sis, the  tissue  being  mainly  red  and  granular.  The 
heart  was  enlarged  to  the  left.  In  each  pleural 
cavity  there  were  500  cc.  of  clear  fluid. 

A microscopic  examination  revealed  a tumor 
made  up  mainly  of  small  acini  with  tubular  and 
adenomatous  glands.  The  epithelium  was  low,  co- 
lumnar, or  cuboidal  shaped,  with  deeply  eosino- 
philic cytoplasm.  The  glands  and  acini  were  often 
arranged  in  trabeculae,  and  there  was  little  sup- 
porting stroma.  There  were  numerous  calcified 
psammoma-like  bodies.  No  colloid  was  in  the 
acini.  There  was  a fibrous  capsule,  and  blood  ves- 
sels were  numerous. 

Examination  of  the  rest  of  the  organs  did  not 
disclose  any  significantly  abnormal  conditions. 

Comment 

Differentiated  carcinomas  of  the  thyroid  gland 
are  known  to  be  slow  in  spreading,  and  a large  per- 
centage of  patients  with  thyroid  carcinoma  have  a 
normal  life  span.  Statistics  show  a ten-year  sur- 
vival of  82  per  cent  of  patients  with  papillary  car- 
cinoma and  72  per  cent  with  follicular  cancer. 
Careful  studies  of  the  thyroid  at  autopsies  has  dis- 
closed the  presence  of  thyroid  carcinoma  in  2 to  3 
per  cent  of  all  adults  without  previous  clinical 
symptoms.  This  benign  behavior  of  thyroid  carci- 
noma has  led  some  investigators  to  doubt  the  ma- 
lignant nature  of  a histologically  diagnosed  thyroid 
carcinoma  unless  it  is  accompanied  by  a malignant 
clinical  course.  They  doubt  the  validity  of  the 
statistics  pointing  out  the  great  frequency  of  thy- 
roid carcinoma  and  the  remarkably  successful  re- 
sults of  therapy.  As  a matter  of  fact,  only  6 people 
out  of  a population  of  1 million  succumb  to  thyroid 
cancer  per  year. 

There  can  be  no  doubt  that  the  case  under  re- 
view presented  a true  malignant  carcinoma  with 
extensive  metastases  to  the  lungs  and  mediasti- 
num. In  spite  of  the  ever-increasing  involvement 
of  the  lungs,  the  patient  was  able  to  live  a normal 
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life  over  a period  of  twenty-two  years.  There  is 
nothing  in  the  record  to  indicate  that  the  patient 
had  cancer  at  the  time  she  had  a goiter  operation 
in  Munich  in  1935.  It  must  be  assumed  that  the 
carcinoma  developed  in  the  thyroid  stump  years 
after  her  thyroidectomy.  This  falls  in  line  with 
the  observation  that  the  majority  of  thyroid  carci- 
nomas develop  after  thyroidectomy.  The  increase 
of  thyroid-stimulating  hormone  (TSH)  after  thy- 
roidectomy is  held  responsible  for  this  event.  The 
metastases  to  the  lung  in  this  case  must  have  oc- 
curred at  a time  when  the  thyroid  tumor  was  clini- 
cally not  detectable;  it  took  twelve  more  years  to 
make  its  clinical  appearance.  Contrary  to  a bron- 
chogenic cancer  or  lung  metastases  from  other  or- 
gans, there  were  no  clinical  symptoms  referring  to 
the  lungs.  In  spite  of  considerable  displacement 
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Foundation  represents  many  remote  mission  hospitals 
and  other  health  facilities  in  Central  and  South  America 
and  Southeast  Asia  which  encourage  you  to  bring  your 
family.  Another  organization  with  openings  overseas  is 
the  Medical  Assistance  Program  of  the  AMA  in  Chicago. 
It  recruits  physicians  for  as  little  as  three  weeks  for  mis- 
sionary and  other  groups  in  75  countries. 

Foreign  governments  and  missionary  societies  fre- 
quently want  American  physicians,  too.  But  many  of 
the  religious  organizations  are  not  equal-opportunity 
employers;  they  clearly  state  that  doctor-applicants 
must  be  members  of  their  own  denomination.  Others 
require  adherence  to  certain  unspecified  doctrinal  state- 
ments. And,  it’s  probably  advisable  in  certain  countries 
not  to  be  of  a background  on  which  the  government 
frowns.  There  are  so  many  religions  and  countries  rep- 
resented, however — from  the  Hadassah  Hospital  in  Is- 
rael to  the  Mennonite  Brethren’s  outpatient  clinics  in 
Afghanistan — that  almost  any  American  physician 
(even  an  outspoken  one)  should  be  able  to  find  a place. 
If  in  doubt,  ask  the  organization  to  put  you  in  touch 
with  physicians  who  have  already  served  where  you 
want  to  go,  and  check  with  them  before  you  decide. 

Project  Hope,  formerly  seaborne  as  the  S.S.  Hope, 
now  has  land-based  opportunities — helping  develop  res- 
idency programs  at  the  University  of  the  West  Indies  in 
Kingston,  Jamaica,  and  at  the  Charles  Nicolle  Hospital 
in  Tunisia,  for  example,  or  on  the  faculty  at  the  Univer- 
sity of  Ife  in  Nigeria,  or  training  health  workers  in  Iran. 
Physicians  serving  a year  or  more  are  paid  “adequate 
salaries”  and  transportation  costs  for  the  entire  family. 
Short-term  participants  are  welcome  on  a voluntary 
basis  and  may  or  may  not  have  their  transportation 


of  functioning  lung  tissue,  the  patient  was  able  t( 
live  and  enjoy  a normal  life;  only  the  last  two  years 
were  troubled  by  increasing  dyspnea. 

Summary 

A metastatic  lung  tumor  was  discovered  in  a 
fifty-nine-year-old  female,  with  a history  of  thy- 
roidectomy for  benign  goiter  fifteen  years  pre- 
viously. Twelve  years  after  the  discovery  of  the 
lung  metastases,  a nodule,  which  proved  to  be  a 
follicular  carcinoma  of  the  thyroid,  developed  on 
her  thyroid  stump.  The  patient  lived  a normal 
life  with  the  spreading  metastases  for  twenty-twc 
years,  and  died  from  it  at  the  age  of  eighty-one. 

128  Fort  Washington  Ave 
New  York,  New  York  10032 


costs  paid — depending  on  their  length  of  service. 

Should  you  be  interested  in  a working  vacation  in  a 
specific  foreign  country,  but  unable  to  find  a suitable 
position,  then  write  to  the  medical  association  of  that 
country.  The  name,  address,  and  physician  in  charge 
can  be  obtained  for  60  different  associations  from  the 
World  Medical  Association  with  offices  on  Columbus 
Circle  in  New  York. 

Physicians  who  have  taken  working  vacations  are,  al- 
most to  a man,  as  enthusiastic  about  their  experiences 
as  the  four  cited  at  the  beginning  of  this  article.  Many 
go  again  and  again — some  back  to  the  same  location, 
others  to  try  a new  place  each  time.  It  certainly  beats 
another  cruise  or  resort  vacation  with  the  local  medical 
society  or  hospital,  they  say,  alongside  those  same  col- 
leagues and  their  families  they’ve  been  mixing  with  all 
year. 

For  information,  write:  Health  Staff  Management, 
Inc.,  John  Hancock  Center,  875  N.  Michigan  Ave.,  Chi- 
cago, 111.  60611;  Health  Delivery  Systems,  Inc.,  277 
Northern  Boulevard,  Great  Neck,  N.Y.  11021;  FOCUS, 
Inc.,  Dept,  of  Ophthalmology,  Loyola  University,  Medi- 
cal Center,  2160  South  First  Avenue,  Maywood,  111. 
60153;  American  Camping  Assn.,  Bradford  Wood, 
Martinsville,  Ind.  46151;  Project  USA,  American  Medi- 
cal Association,  535  North  Dearborn  Street,  Chicago,  111. 
60610;  AmDoc,  3502  Hancock  Street,  P.O.  Box  81122, 
San  Diego,  Calif.  92138;  Project  Hope,  2233  Wisconsin 
Ave.  N.W.,  Washington,  D.C.  20007;  VIM  Volunteers 
in  Mission,  United  Presbyterian  Church,  475  Riverskk 
Drive,  Room  1133,  New  York,  N.Y.  10027;  Association 
of  American  Medical  Colleges,  One  Dupont  Circle 
N.W.,  Washington,  D.C.  20036;  Medico,  660  1st  Ave. 
New  York,  N.Y.  10016;  and  Option,  3802  Houston,  Sar 
Diego,  Calif.  92101. 
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Infectious 

Mononucleosis 

Retinopathy , Fixed  pupils, 
and  seizure  complications 

JOSEPH  RICHARD,  M.D. 

Peekskill,  New  York 

From  the  Department  of  Medicine,  Community  Hospital 


A variety  of  ocular  complications  can  occur  in 
the  course  of  infectious  mononucleosis  or  IM. 
These  have  been  classified  by  Tanner1  into  two 
groups:  those  due  to  local  involvement  of  the  ocu- 
lar apparatus  by  mononucleosis  and  those  secon- 
dary to  central  nervous  system  involvement.  In- 
cluded in  the  first  group  were  conjunctivitis,  some- 
times with  pseudomembrane  formation,  episcleri- 
tis, uveitis,  optic  neuritis,  papilledema,  retinal 
edema,  and  retinal  hemorrhage;  and,  in  the  second 
group,  extraocular  muscle  palsies,  ptosis,  nystag- 
mus, disturbances  of  conjugate  gaze,  hemianopia, 
scotomata,  and  hippus.  Additional  ocular  compli- 
cations mentioned  by  Brancato2  in  a more  recent 
review  included  dacrocystitis,  erosive  keratitis, 
and  retinal  periphlebitis  associated  with  subhy- 
aloid  hemorrhages. 

The  patient  described  herein  developed  a severe 
chorioretinitis  during  clinically  typical  infectious 
mononucleosis  and  recovered  completely  from  this 
complication.  She  also  developed  fixed  pupils,  a 
complication  not  previously  reported,  with  only 
partial  resolution.  Last,  fourteen  months  after  re- 
covery from  infectious  mononucleosis,  the  patient 
developed  a seizure  disorder. 

Case  report 

A fifteen-year-old  white  girl  was  hospitalized 
because  of  rapid  loss  of  vision. 

Three  weeks  prior  to  admission,  the  patient  de- 
veloped sore  throat  and  enlarged  cervical  glands. 
She  was  treated  with  penicillin  and  with  nose 
drops  containing  a sulfa  drug.  One  week  later,  the 
cervical  glands  were  unchanged,  small  punctate  ul- 
cers were  seen  on  the  soft  palate,  and  the  spleen 


tip  was  palpable.  Laboratory  studies  revealed  the 
following:  the  mononucleosis  test  (Mono-Test) 

findings  were  positive;  the  heterophil  test1  was 
positive  at  1:1,792  unabsorbed;  the  hematocrit  was 
40,  and  the  white  blood-cell  count  7,400  with  11 
stabs,  40  segmented  cells,  44  lymphocytes,  and  4 
monocytes.  Five  days  prior  to  admission,  she  de- 
veloped redness  of  the  eyes  followed  by  headache 
and  progressively  decreasing  vision.  Other  medi- 
cations given  during  the  preceding  two  weeks  in- 
cluded proprietary  eye  drops,  contents  unknown, 
aspirin,  an  analgesic  (Excedrin),  a cold  tablet  (Co- 
ricidin),  and  a yellow  pill  “for  mucus.” 

General  physical  examination  revealed  a shotty 
posterior  cervical  and  submandibular  adenopathy. 
A soft,  systolic  cardiac  murmur  was  heard  over  the 
entire  precordium.  The  spleen  was  not  palpable. 

The  hemoglobin  count  was  12.9  Gm.  per  100  ml., 
and  the  white  blood-cell  count  was  9,500  with  73 
segmented  cells,  23  lymphocytes,  and  4 monocytes. 
Red-cell  and  white-cell  morphologic  findings  were 
unremarkable.  The  heterophil  screening  test 
findings  were  abnormal.  The  titer  after  absorp- 
tion with  guinea  pig  kidney  was  1:896,  and  after 
absorption  with  beef  erythrocytes,  normal.  Other 
normal  serologic  study  results  included  those  of 
serial  toxoplasmosis  complement  fixation  tests,  se- 
rial toxoplasmosis  fluorescence  inhibition  tests, 
the  VDRL  test,  and  studies  for  visceral  larva  mi- 
grans.  Skin  tests  for  tuberculosis  and  histoplas- 
mosis revealed  normal  findings. 

Detailed  ophthalmologic  examination  at  the 
time  of  admission  revealed  uncorrected  vision  to 
be  20/200  and  20/50  in  the  right  and  left  eyes,  re- 
spectively, not  improved  by  refraction.  Slit-lamp 
examination  and  gonioscopic  findings  were  nor- 
mal. The  pupils  were  7 mm.  in  size  and  complete- 
ly unreactive  to  light  or  in  accommodation. 
Ophthalmoscopic  examination  and  fundus  photog- 
raphy were  done  on  the  second  hospital  day  with 
findings  as  shown  in  Figure  1 and  reported  as  fol- 
lows: 

Ophthalmoscopic  examination  of  the  right  eye 
showed  the  retina  to  be  in  place  throughout.  In  the 
macular  area,  a cystic  bleb  was  present.  This  bleb 
was  oval  in  shape  with  its  long  axis  horizontal.  Tem- 
poral to  this  area  and  stretching  superiorly  to  about 
the  level  of  the  equator  was  an  irregular  oval  area  of 
retinal  elevation.  Radial  striae  were  present  in  the 
macular  area  surrounding  the  cystic  bleb  already  de- 
scribed. Congestion  of  the  disk  was  present  and  defi- 
nite elevation  of  the  venous  pressure  was  noted.  Just 
nasal  to  the  disk,  there  appeared  to  be  a slight  degree 
of  pigment  disturbance  in  the  retina  or  most  probably 
in  the  superficial  choroid.  This  area  was  about  one- 
half  disk  diameter  in  size. 

Ophthalmoscopic  examination  of  the  left  eye  re- 
vealed the  presence  of  considerable  edema  and  con- 
gestion of  the  disk  with  elevation  of  the  retina  in  the 
immediate  area  of  the  disk  ....  Within  this  area  of 
elevated  retina,  at  its  upper  pole,  a lesion  appeared  to 
be  present  in  the  superficial  choroid  and  deep  retina, 
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FIGURE  1.  Ophthalmoscopy.  (A)  Rignt  tunaus.  (ts)  Lett  fundus. 


bringing  about  rarefaction  of  the  pigment.  In  the  in- 
ferior temporal  quadrant,  an  area  of  low  retinal  eleva- 
tion was  present  containing  an  area  of  pigment  rare- 
faction. 

The  patient  was  begun  on  prednisone,  40  mg. 
daily,  and  on  mydriatics.  Vision  decreased  to  a 
nadir  of  20/400  in  the  right  and  20/200  in  the  left 
eye,  and  then  improved  rapidly.  By  the  end  of  the 
sixth  week,  prednisone  had  been  tapered  and 
stopped,  and  vision  was  20/20  in  each  eye. 
Ophthalmoscopic  examination  findings  were  nor- 
mal except  for  minimal  pigment  disturbance  in 
both  maculae.  The  pupils  remained  fixed. 

Fifteen  months  following  hospitalization,  the 
patient  had  a brief  convulsive  episode  during 
which  she  lost  consciousness,  bit  her  tongue,  and 
was  incontinent  of  urine.  Neurologic  examination 
was  unremarkable  except  for  pupils  unreactive  to 
light  but  somewhat  reactive  in  accommodation 
and  convergence.  Skull  x-ray  film  and  electroen- 
cephalographic  findings  showed  normal  results. 
Twenty-six  months  later,  convulsions  occurred 
during  a pregnancy.  Physical  findings  were  un- 
changed except  that  the  right  pupil  had  become 
reactive  to  light.  Diphenylhydantoin  sodium  (Di- 
lantin) was  started.  There  have  been  no  more 
convulsive  episodes. 

Comment 

The  diagnosis  of  infectious  mononucleosis  seems 
clearly  established  by  the  clinical  course,  by 
strongly  positive  findings  in  serologic  studies,  and 
by  normal  findings  in  studies  for  diseases  likely  to 
be  confused  with  infectious  mononucleosis.  Con- 
sistently false  positive  findings  in  serologic  studies 
are  exceedingly  rare.  ' An  absolute  lymphocytosis 
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and  the  presence  of  atypical  lymphocytes  in  the 
peripheral  smear  may  be  suppressed  in  otherwise 
typical  infectious  mononucleosis  when  a strong 
neutrophil  response  has  been  induced.4  This  is 
usually  caused  by  coexisting  beta  streptococcal 
pharyngitis  or  by  splenic  rupture.  A neutrophil 
response  was  noted  in  a case  of  focal  encephalomy- 
elitis associated  with  infectious  mononucleosis.5 

Extensive  chorioretinopathy  is  an  extremely  rare 
complication  of  infectious  mononucleosis.  Two 
cases  of  macular  retinopathy  without  choroidal  in- 
volvement have  been  reported.2’6  The  heterophil 
agglutination  test  disclosed  normal  findings  in 
Brancato’s2  case,  thus  calling  into  question  the  va- 
lidity of  the  diagnosis.  One  case  of  true,  exudative 
chorioretinitis  with  residual  scarring  has  been  re- 
ported7; this  was  associated  with  uveitis.  None  of 
these  patients  manifested  encephalitic  or  other 
neurologic  symptoms.  Varying  degrees  of  papilli- 
tis or  of  papilloretinal  edema  without  choroiditis 
are  the  most  usual  fundoscopic  changes  of  infec- 
tious mononucleosis. 

The  incidence  of  central  nervous  system  in- 
volvement by  infectious  mononucleosis  varies  in 
different  series  from  0.7  per  cent  to  as  high  as  20 
per  cent.8’9  The  latter  figure  is  representative  if 
electroencephalographic  abnormalities  alone  are 
accepted  as  evidence  of  central  nervous  system  in- 
volvement. In  the  patient  reported  herein,  the  oc- 
currence of  fixed  pupils,  probably  due  to  a circum- 
scribed midbrain  lesion,  and  of  severe  headache,  is 
good  evidence  for  the  occurrence  of  IM  encephali- 
tis. Seizures  occur  in  a minority  of  cases  only, 
usually  beginning  shortly  after  the  onset  of  clinical 
infectious  mononucleosis  and  clearing  as  other 
manifestations  subside;  a late  onset  of  seizures  is 


unusual.  Nevertheless,  in  a patient  with  no  previ- 
ous personal  or  family  history  of  a seizure  disorder, 
seizures  would  most  likely  be  related  to  the  pre- 
ceding IM  encephalitis.  Bercel9  described  2 cases 
of  IM  encephalomyelitis  with  late  onset  of  sei- 
zures, and  suggested  that  such  cases  might  repre- 
sent a significant  proportion  of  the  “idiopathic” 
epilepsy  of  adults. 

Certain  of  this  patient’s  unusual  signs  and 
symptoms  resemble  ocular  and  central  nervous 
system  manifestations  of  parainfectious  enceph- 
alomyelitis. Visual  impairment,  papilledema, 
and  a variety  of  pupillary  abnormalities  includ- 
ing fixed  pupils  have  been  described  in  the  latter 
condition.10-11  Chorioretinopathy  have  not  been 
described,  however.  Seizures  are  common,  al- 
though, as  in  infectious  mononucleosis,  the  late 
onset  of  seizures  would  be  unusual.  In  a recently 
described  case  of  infectious  mononucleosis  compli- 
cated by  a focal  occipital  lobe  lesion,  pathologic 
changes  characteristic  of  parainfectious  enceph- 
alomyelitis were  seen,  consisting  of  perivascular 
inflammation  and  of  myelin  destruction  with  pres- 
ervation of  cortical  gray  matter.5  Such  findings 
are,  of  course,  strongly  suggestive  of  pathogenetic 
mechanism  common  to  infectious  mononucleosis 
and  parainfectious  encephalomyelitis.  Both  im- 
munologic factors  and  direct  viral  damage  have 
been  implicated  in  parainfectious  encephalomyeli- 
tis. Conclusive  evidence  favoring  either  possibili- 
ty is  not  available.12 

Conclusion 

This  patient  with  infectious  mononucleosis  de- 
veloped the  complications  listed  and  responded 
well  to  adrenal  steroid  therapy.  Seizures  occurred 
after  clinical  recovery  from  mononucleosis,  but 


were  nevertheless  thought  to  be  a late  sequel  to  in- 
fectious mononucleosis  encephalitis.  The  compli- 
cations other  than  the  retinopathic  condition  re- 
sembled manifestations  of  parainfectious  enceph- 
alomyelitis, and  similar  pathogenetic  mecha- 
nism is  suggested. 

1879  Crompond  Road 
Peekskill,  New  York  10566 
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Difficult  problems  arise  when  a cancer  patient 
develops  a pleural  effusion.  Activities  are  severely 
restricted,  and  hospitalization  for  drainage  is  often 
required.  When  fluid  reaccumulates,  the  physi- 
cian faces  the  task  of  time-consuming  and  poten- 
tially hazardous  repeated  thoracentesis.  We  man- 
age pleural  effusion  in  our  hospital  by  routinely 
employing  large-tube  closed  trocar  drainage  with 
constant  suction  for  several  days.  The  ease  of  this 
procedure,  its  lack  of  complications,  and  the  near- 
ly uniform  good  results  prompt  this  report. 

Case  reports 

Case  1.  A forty-three-year-old  Caucasian 
woman  with  a two-month  history  of  progressive 
shortness  of  breath  was  found  to  have  a large  right 
pleural  effusion  in  addition  to  other  manifesta- 
tions of  metastatic  breast  cancer.  Three  L.  of  ser- 
osanguineous  fluid  containing  malignant  cells  were 
removed  from  the  pleural  space  by  a large  chest 
tube  which  was  then  left  with  constant  suction  for 
six  days.  Following  removal  of  the  tube,  the  chest 
roentgenogram  showed  only  pleural  thickening  at 
the  base  of  the  right  lung.  The  patient  lived  an 
additional  fourteen  months  during  which  her  dis- 
ease progressed  relentlessly,  with  osseous,  hepatic, 
and  pulmonary  involvement.  The  original  pleural 
effusion,  however,  which  had  caused  such  dis- 
abling dyspnea,  never  recurred. 

Case  2.  A forty-five-year-old  premenopausal 
woman  was  subjected  to  right  radical  mastectomy 
for  breast  cancer;  13  axillary  nodes  were  positive. 

The  opinions  or  assertions  contained  herein  are  those  of  the 
authors  and  are  not  to  he  construed  as  official  or  reflecting  the 
views  of  the  Navy  Department  or  the  Naval  Service  at  large. 


Postoperative  irradiation  therapy  was  given,  but 
following  a disease-free  interval  of  one  year,  me- 
tastases  appeared  in  the  contralateral  axilla  and 
on  the  chest  wall.  There  was  no  response  to  ooph- 
orectomy; in  fact,  three  months  following  the  pro- 
cedure, she  developed  a large  right  pleural  effusion 
and  incapacitating  shortness  of  breath.  Large- 
tube  drainage  removed  3,200  cc.  of  pleural  fluid 
which  contained  malignant  cells.  Following  re- 
moval of  the  tube  after  seven  days  of  continuous 
suction,  pleural  thickening  was  seen  on  the  chest 
roentgenogram  at  the  base  of  the  right  lung.  Al- 
though the  patient  died  thirteen  months  later  with 
widespread  disease,  including  pulmonary  lym- 
phangitic  carcinomatosis,  the  pleural  effusion 
never  recurred. 

Case  3.  A forty-five-year-old  woman  was  hos- 
pitalized because  of  right  pleuritic  chest  pain  and 
incapacitating  shortness  of  breath  of  one  month’s 
duration.  The  cause  of  the  respiratory  symptoms 
was  found  to  be  a large  malignant  pleural  effusion, 
the  primary  lesion  being  an  oat-cell  carcinoma  of 
the  lung.  For  symptomatic  relief,  thoracentesis 
was  required  three  times  in  a four-week  period. 
When  it  was  obvious  that  yet  another  thoracen- 
tesis would  be  needed,  large-tube  drainage  of  the 
right  chest  was  carried  out,  with  the  tube  left  to 
constant  suction  for  several  days.  Ten  months 
later,  despite  progression  of  disease  elsewhere, 
there  was  no  reaccumulation  of  the  pleural  effu- 
sion. 

Comment 

There  are  many  different  ways  to  manage  a ma- 
lignant pleural  effusion,  most  of  which  involve  the 
instillation  of  various  materials  to  produce  a 
chemical  pleuritis  and  pleural  symphysis,  thus 
preventing  the  fluid  from  reaccumulating.  The 
most  commonly  used  method  has  been  repeated 
thoracentesis  and  instillation  of  nitrogen  mustard. 
A good  response,  however,  is  obtained  in  only  30 
per  cent  of  patients,  much  too  small  a percentage 
in  view  of  the  severity  of  the  respiratory  symptoms 
and  the  complications  of  multiple  thoracentesis, 
such  as  infection,  fluid  loculation,  and  pneumotho- 
rax.1 In  addition,  the  nitrogen  mustard  may  cause 
bone-marrow  depression,  thus  interfering  with  the 
concomitant  use  of  systemic  antineoplastic  drugs.1 
Intrapleural  cytotoxic  agents  may  also  produce 
dense  scarring,  even  if  they  do  not  prevent  return 
of  the  effusion,  with  a resultant  trapped  lung  re- 
quiring pleurectomy  and  decortication  for  correc- 
tion. 

Quinacrine  and  various  radioactive  isotopes 
have  also  been  placed  in  the  pleural  space  in  the 
hope  of  preventing  reaccumulation  of  malignant 
effusion.2-4  There  are  disadvantages  to  each,  be- 
yond the  fact  that  over  one  third  of  patients  fail  to 
respond.  Quinacrine,  for  example,  requires  daily 
thoracentesis  for  three  to  five  days,  with  each  drug 
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instillation  usually  being  associated  with  local  pain 
and  fever.  Radioactive  isotopes  are  difficult  to 
handle  and  pose  a radiation  hazard  to  medical  per- 
sonnel. In  addition,  if  not  successful,  there  is  the 
hazard  of  aspirating  radioactive  fluid  when  a dif- 
ferent therapeutic  approach  is  tried. 

The  procedure  of  large-tube  closed  trocar  drain- 
age supplemented  by  suction  will  produce  an  obli- 
terative pleuritis  that  will  prevent  pleural  fluid 
reaccumulation.  Using  this  method,  Lambert  et 
al.b  were  successful  in  preventing  recurrence  in  85 
per  cent  of  their  patients,  a figure  that  was  not  im- 
proved by  the  simultaneous  instillation  of  chemo- 
therapeutic agents,  by  use  of  a weighted  tube,  or 
by  the  addition  of  talc  poudrage,  which  requires 
general  anesthesia.1,6  A pleural  biopsy  may  also 
be  obtained  at  the  time  of  tube  insertion. 

We  believe  that  large-tube  drainage  supple- 
mented by  suction  for  several  days  may  be  the  pre- 
ferred method  by  which  to  treat  a malignant  pleu- 
ral effusion.  Because  of  the  severity  of  the  symp- 
toms in  a patient  with  an  already  limited  survival, 
and  to  avoid  the  complications  of  repeated  thora- 


centesis and  intrapleural  instillation  of  various 
materials,  we  often  employ  this  method  as  our  ini- 
tial therapy.  It  is  an  easy  procedure  for  the  sur- 
geon to  perform  and  for  the  patient  to  tolerate. 

11  Brooks  Terrace 
Swampscott,  Massachusetts  01907 
(DR.  BRAUN) 
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Bacterial  emboli  are  generally  associated  with 
endocarditis  or  with  a systemic  illness  such  as 
meningococcemia  or  gonococcemia.  They  also 
have  appeared  “downstream”  from  a nidus  of  in- 
fection in  the  wall  of  an  artery  in  an  extremity 
such  as  a so-called  mycotic  popliteal  aneurysm1  or 
associated  with  such  arterial  procedures  as  bra- 
chial arteriotomy2  and  cannulation  of  the  radial 
artery.3  We  are  reporting  a case  of  “downstream” 
bacterial  emboli,  secondary  to  a congenital  anoma- 
ly of  a muscle.  We  have  not  uncovered  a report  of 
a similar  case. 

Case  report 

The  patient,  an  eighteen-year-old  boy,  experi- 
enced sudden  onset  of  pain  in  the  right  knee  and 
right  ankle  associated  with  chills  and  fever.  The 
following  day  he  had  a temperature  of  102°F.  A 
painless,  red  throat  and  edematous  uvula  were 
noted.  The  right  knee,  held  in  partial  flexion,  was 
warm;  pain  on  motion  was  exquisite,  and  weight 
bearing  was  intolerable.  Examination  of  the  ankle 
joint  disclosed  no  remarkable  condition.  Heart 
sounds  were  normal,  and  no  murmurs  were  heard. 
There  was  no  history  of  urethral  discharge.  Sev- 
eral days  later  four  tender  erythematous  papules 
were  noted  on  the  plantar  surface  of  the  right  foot. 

Laboratory  studies  disclosed  the  following 
values:  hemoglobin,  15.8  Gm.  per  100  cc.;  hemato- 
crit, 49.6;  white  blood-cell  count,  13,000,  with  81 
per  cent  neutrophils,  10  per  cent  bands,  6 per  cent 
lymphocytes,  and  3 per  cent  monocytes;  sedimen- 
tation rate  was  17  mm.;  antistreptolysin  titer  1:50; 
latex  fixation  test  findings,  negative;  serum  glu- 
tamic oxoloacetic  transaminase  level,  50  units  per 
milliliter;  creatine  phosphokinase  level,  85  I.U.; 


FIGURE  1.  Femoral  arteriogram  showing  constriction  of 
right  popliteal  artery  with  prominent  collateral  circulation. 


blood  urea  nitrogen  level,  15  mg.  per  100  cc.;  C = 
reactive  protein  level,  0;  serum  uric  acid  level,  3.9 
mg.  per  100  cc.;  urinalysis,  normal  findings  except 
for  a trace  of  albumin;  electrocardiogram  findings, 
within  normal  limits;  and  numerous  blood  cul- 
tures, negative  for  bacteria. 

A presumptive  diagnosis  of  rheumatic  fever  was 
made,  and  a regimen  of  400,000  units  of  penicillin 
V every  six  hours  was  started.  The  fever  subsided 
within  forty-eight  hours,  but  the  knee  pain  persist- 
ed, and  the  patient  was  unable  to  walk.  The  skin 
lesions  remained  unchanged.  Findings  of  subse- 
quent laboratory  studies  disclosed  the.  following 
values:  white  blood-cell  count,  6,000,  with  a nor- 
mal differential;  and  sedimentation  rate,  34  mm. 

One  week  after  onset  of  his  illness  there  was 
marked  tenderness  in  the  right  popliteal  space, 
but  no  evidence  of  effusion.  Motion  of  the  knee 
caused  pain  only  when  the  150-degree  position  of 
extension  was  approached.  The  lesions  on  the 
right  foot,  ranging  in  size  from  5 to  7 mm.,  were 
now  purpuric  in  character  and  extremely  tender. 
Four  days  later  pallor  of  the  right  foot  on  elevation 
was  noted,  and  pulses  could  not  be  felt  below  the 
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knee.  Oscillometric  findings  confirmed  the 
marked  diminution  of  pulsations.  A femoral  arte- 
riogram performed  at  White  Plains  Hospital  re- 
vealed a segmental  block  in  the  right  popliteal  ar- 
tery with  good  collateral  circulation  (Fig.  1).  Sev- 
eral blood  cultures  were  taken.  These  were  nega- 
tive. 

Surgical  exploration  of  the  popliteal  fossa  was 
performed.  The  popliteal  artery  was  found  to  be 
entrapped  by  an  anomalous  portion  of  the  gastroc- 
nemius muscle.  Resection  of  the  necrosed,  throm- 
botic, ruptured  segment  of  the  artery  was  per- 
formed. Reconstruction  was  accomplished  by  di- 
rect anastamosis  with  a roof  patch. 

Culture  of  the  resected  portion  of  the  artery 
grew  out  Staphylococcus  aureus. 

The  patient  had  a satisfactory  postoperative 
course  with  immediate  return  of  pulses  to  the  right 
foot  and  gradual  restoration  of  normal  function  of 
the  right  knee. 

Comment 

We  cannot  be  sure  whether  or  not  a thrombus 


was  present  in  the  constricted  portion  of  the  popli- 
teal artery  prior  to  the  bacteremia.  If  this  were 
the  case,  bacteria  could  have  become  lodged  in  the 
thrombus.  It  is  also  possible  that  bacteria  could 
have  become  lodged  in  the  constricted  segment 
without  a thrombus  being  present.  The  foot  le- 
sions, compatible  clinically  with  our  diagnosis  of 
bacterial  emboli,  developed  subsequent  to  the  pain 
in  the  right  knee.  Bacterial  embolic  lesions  are 
not  rare;  they  were  unusual  in  this  case  only  be- 
cause they  were  limited  to  the  distal  portion  of  a 
single  extremity. 

170  Maple  Avenue 
White  Plains,  New  York  10601 
(Dr.  COHEN) 
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‘Could  you  sort  of  hint  that  being  waited  on  hand  and  foot  isn’t  good  for  her?’ 
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As  a concerned  physician,  interest  in  main- 
taining the  highest  quality  medical  care  for  my  pa- 
tients, I feel  impelled  to  focus  attention  on  certain 
aspects  of  the  malpractice  crisis.  The  new  law 
(S6449,  A8433)  tries  to  deal  with  a number  of  seri- 
ous inequities  in  the  present  system.  While  im- 
provements have  been  made,  they  fall  short  of  the 
needs. 

The  new  malpractice  law  strengthens  disciplin- 
ary proceedings  against  physicians  guilty  of  medi- 
cal misconduct.  It  creates  a State  Board  For  Pro- 
fessional Medical  Conduct  with  at  least  18  physi- 
cian members  selected  by  various  medical  organi- 
zations and  with  at  least  7 lay  members  appointed 
by  the  commissioner  of  health.  These  board 
members  are  exempt  from  litigation  related  to 
their  duties  as  long  as  they  act  without  malice  and 
only  on  the  facts  disclosed.  The  threat  of  such  lit- 
igation has  been  a major  weakness  in  medical  soci- 
ety discipline  procedures. 

This  board  may  investigate  suspected  profes- 
sional misconduct  complaints  “regardless  of  the 
source,”  set  up  hearings,  and  then  transmit  find- 
ings to  the  Board  of  Regents.  The  Regents  rules 
on  guilt  or  innocence  and  decides  what  penalties,  if 
any,  to  impose.  In  addition,  a State  Board  For 
Medicine  composed  of  20  physicians  will  advise  on 
these  rulings. 

Professional  misconduct  in  the  new  law  is  de- 
fined as  involving  fraudulent  or  no  licensure;  gross 
incompetence  or  gross  negligence;  repeated  incom- 
petence; practicing  while  impaired  by  drugs  or  dis- 
ability; criminal  activity;  refusing  service  because 
of  race,  creed,  or  national  origin;  permitting  an  un- 
licensed person  to  perform  activities  requiring  a li- 
cense; and  committing  unprofessional  conduct,  as 
defined  by  the  Board  of  Regents. 

Penalties  for  professional  misconduct  which 
may  be  imposed  are:  censure  and  reprimand,  par- 
tial or  full  suspension  or  revocation  of  license,  pro- 
fessional retraining,  therapy  or  treatment  as  pre- 
scribed by  the  Regents,  or  a fine  up  to  $5,000. 

While  some  physicians  feel  that  it  would  have 
been  better  to  strengthen  local  discipline  boards 
rather  than  centralize  the  process,  few  would  argue 
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that  the  substance  of  this  law  is  not  meritorious. 

The  tort  laws  have  been  partly  revised  to  short- 
en the  statute  of  limitations,  shorten  protracted 
court  proceedings,  and  allow  consideration  and  ac- 
knowledgment of  payments  made  to  injured 
parties  by  sources  other  than  malpractice  recov- 
ery. In  addition,  a better  definition  of  “informed 
consent”  to  undergo  diagnosis  or  treatment  has 
been  made  so  that  negligence  in  this  context  is 
better  defined. 

Inequities 

However,  many  serious  inequities  still  exist. 
The  law  fails  to  define  negligence  in  a meaningful 
way.  It  allows  the  interpretation  that  a bad  result 
“speaks  for  itself,”  failing  to  underscore  the  fact 
that  the  illness  or  treatment  inherently  carries 
risks  of  poor  results  which  have  nothing  to  do  with 
negligence  on  the  part  of  physicians.  Often,  when 
juries  are  faced  with  distinguishing  between  inher- 
ent risk  and  negligence,  they  will  find  the  latter, 
reasoning  that  at  least  the  injured  party  will  be 
compensated,  and,  after  all,  the  physician  is  in- 
sured for  such  problems.  Thus,  the  present  sys- 
tem, which  should  adjudicate  these  cases  after  fair 
appraisal  of  the  facts,  tends  to  fill  a gap  produced 
by  lack  of  a patient  indemnification  system.  The 
result  is  “sympathy  awards”  and  an  escalation  of 
malpractice  premiums  and  suits. 

In  an  attempt  to  instruct  the  jury  objectively  as 
to  what  constitutes  negligence,  the  new  law  allows 
the  findings  of  malpractice  mediation  panels  to  be 
introduced  during  a trial.  However,  the  hearing 
itself  is  “informal  and  without  stenographic  rec- 
ord,” and  it  may  be  introduced  only  with  a unani- 
mous decision.  The  panels  are  made  up  of  an  ex- 
pert physician,  trial  lawyer,  and  trial  judge,  hardly 
a proportionate  representation  for  physicians. 
The  issues,  both  medical  and  legal,  are  often  com- 
plex. The  entire  thrust  of  a panel  which  should 
provide  objective  evaluation  of  issues  is  lost  if  it 
cannot  make  its  views,  pro  and  con,  available  to 
the  jury. 

Abuses 

The  law  fails  to  deal  with  abuses  of  the  contin- 
gency fee  system  and  unlimited  awards.  Although 
some  attorneys  take  cases  because  of  possible 
merit,  under  the  present  tort  system  some  unethi- 
cal attorneys  promote  suits  to  the  extent  of  prac- 
ticing the  crime  of  barratry:  “.  . . the  offense  of 

exciting  lawsuits;  the  stirring  up  of  quarrels, 
spreading  of  rumors. ”t  While  this  has  always 
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been  a problem  to  some  extent,  it  has  been  magni- 
fied by  no-fault  auto  insurance  laws  which  have 
limited  the  earning  capacity  of  many  negligence 
attorneys.  Attendance  at  medical  malpractice  law 
courses  and  the  institution  of  suits  have  increased 
remarkably  in  recent  years.  One  advertisement 
for  retraining  by  the  New  York  Trial  Lawyers  As- 
sociation describes:  “Harvesting  the  Malpractice 
Cases.” 

One  motive  of  unethical  attorneys  is  to  procure 
financial  settlements  from  physicians  who  cannot 
risk  the  inescapable  emotional  and  financial  losses 
incurred  in  a trial,  no  matter  what  the  verdict. 
The  insurance  companies  often  fail  to  support 
their  physician-defendants  since  a trial  defense 
may  be  more  costly  than  a settlement.  As  a result, 
many  suits  are  settled  before  trial,  to  the  delight  of 
those  individuals  who  bring  suit  to  extort. 

With  increasing  frequency,  settlement  and  trial 
awards  amount  to  huge  sums  of  money;  in  such 
cases  the  plaintiffs  attorney  gets  a huge  propor- 
tion of  the  award  as  a contingency  fee.  Often,  a 
fee  is  paid  to  the  attorney  who  originally  found  the 
case  and  gave  it  to  the  legal  specialist  for  trial. 
This  referral  fee  is  often  out  of  proportion  to  the 
services  rendered. 

Attorneys  are  entitled  to  fees  for  their  services 
of  course,  but  under  the  present  system  their  fees 
are  disproportionate:  25  to  35  per  cent  of  awards 
greater  than  $3,000  according  to  section  691.4  of 
the  rules  of  the  Appelate  Division  of  the  Supreme 
Court  of  New  York  State. 

In  contrast,  the  State  of  New  Jersey  recently 
adopted  rules  by  which  contingency  fees  are  sub- 
stantially lower,  that  is  no  more  than  10  per  cent 
on  awards  greater  than  $100,000  with  a sliding 
scale  on  lesser  amounts.  Unfortunately,  with  our 
present  system,  there  is  no  encouragement  of  fees 
for  services  to  attorneys,  as  would  occur  with  legal 
service  insurance,  and  contingency  fees  cannot  yet 
be  entirely  scrapped.  People  who  have  a legiti- 
mate basis  for  suit  might  not  otherwise  have  the 
wherewithal.  But  major  changes  should  be  made 
to  limit  contingency  fees  as  well  as  establish  guide- 
lines for  awards. 

Insurance  aspects 

In  dealing  with  the  lack  of  malpractice  insur- 
ance availability,  the  new  law  creates  a pool  of  in- 
surance companies  as  backup  in  case  the  physi- 
cians’ attempts  at  self-insurance  fail  financially. 
This  Joint  Underwriters  Association  or  JUA  obli- 
gates physicians  to  unconscionable  and  prohibitive 
increases  in  insurance  rates  with  surcharges  to 
maintain  a pool  of  capital.  This  is  so  despite  a 
legal  mandate  to  be  a “.  . . non-profit  association.” 
Under  the  JUA,  the  physician  has  no  choice  of  at- 
torney and  can  be  forced  to  settle  against  his  will. 

If  the  JUA  fails  financially,  physicians  will  be 
subjected  to  the  State  Insurance  Fund  to  provide 
malpractice  insurance.  Under  this  system,  no 


competing  company  could  offer  malpractice  insur- 
ance, each  physician  would  personally  be  liable  for 
25  per  cent  of  each  claim,  up  to  $3,000,  and  the 
fund  would  have  the  “sole  authority”  to  settle 
claims,  that  is,  the  physician  could  not  dispute  a 
claim  even  if  he  felt  it  unfair!  Again,  there  is  no 
choice  of  attorney.  In  addition,  it  has  been  pro- 
posed that  rates  should  be  determined  on  the  phy- 
sician’s gross  income,  and  there  is  no  exclusion  of 
this  proposal  in  the  new  law.  The  State  Insurance 
Fund  deprives  physicians  of  their  rights,  and  bur- 
dens them  unduly  financially. 

Physicians  fear  that  the  present  law  will  not 
stop  the  escalation  of  malpractice  claims,  awards, 
and  insurance  rates,  and  that  ultimately  we  will  be 
locked  into  the  State  Insurance  Fund  for  at  least  a 
period  of  six  years  by  law. 

Conclusion 

What  can  be  done?  The  physicians  who  cannot 
accept  the  new  law  feel  that  some  of  these  short- 
comings must  be  dealt  with  prior  to  acceptance  of 
a new  insurance  underwriter.  To  limit  contingen- 
cy fees,  no  new  law  has  to  be  passed.  Instead,  the 
Judicial  Council  of  this  State  could  change  the 
proportions  of  contingency  fees  to  conform  with 
those  in  New  Jersey.  The  Joint  Underwriters  As- 
sociation and  State  Insurance  Fund  provisions  of 
the  law  are  unjust  and  must  be  revised.  A system 
of  contractual  binding  arbitration  between  pa- 
tients and  physicians  should  supersede  the  present 
system.  This  could  be  done  through  the  auspices 
of  the  American  Arbitration  Association  and  re- 
quires no  constitutional  amendment.  In  other 
parts  of  the  country,  where  binding  arbitration  ex- 
ists, the  right  to  press  for  jury  trial  is  included  in 
the  contract  if  the  decision  is  not  acceptable. 
However,  institution  of  trial  has  a short  statute  of 
limitations  under  these  circumstances. 

Are  jury  trials  necessary  at  all  in  malpractice  ad- 
judication? Arbitration  by  experts  is  not  new  in 
this  country,  and  many  professions  and  other 
groups  utilize  it.  In  England,  where  trial  by  jury 
was  first  embodied  in  a legal  code  (for  criminal  not 
civil  actions!)  malpractice  cases  are  never  tried  be- 
fore juries. 

The  physician  and  patient  must  have  mutual 
confidence  in  their  relationship.  Physicians  who 
are  negligent  should  be  taken  to  task.  Patients 
have  a right  to  understand  what  is  happening  to 
them  and  why,  consistent  with  good  judgment  on 
everyone’s  part.  However,  physicians  should  not 
be  abused  because  of  malice,  greed,  or  ignorance  of 
some  people.  If  a dispute  arises,  there  should  be  a 
rapid,  objective,  and  proportionate  disposition  of 
the  quarrel.  That  is  what  physicians  want.  That 
is  not  what  we  are  getting  with  the  current  inade- 
quate malpractice  law. 
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A basic  and  benign  change  is  going  on  in  psy- 
chobiology; a new  way  of  seeing  experience  is  de- 
veloping. By  a new  way  I wish  to  say  that  science 
is  obtaining  hard  data,  reliable  regularities,  about 
this  comprehensive  event  called  experience: 
about  the  contexture  where  it  arises,  where  it  is 
transacted,  about  its  functions  and  uses,  its  form 
characteristics,  its  transformations  and  life  histo- 
ries, its  distinct  individuality,  and  many  other  of 
its  parameters.  The  seemingly  unavoidable  re- 
ductionism  of  the  past  is  yielding  to  the  discov- 
eries of  everyday  wisdom,  that  we  as  persons,  as 
personal  histories,  are  exceptionally,  individually 
patterned.  Not  alone  do  we  see  that  our  individ- 
ualities matter,  but  also  we  are  finding  out  that 
they  can  be  objectively,  carefully,  scientifically  (if 
you  please)  studied.  Psychobiology  has  gained 
the  subtlety  and  techniques  to  study  individual 
behavior  objectively.  This  has  been  neglected  in 
the  past  because  of  technical  incapacity  and  for  a 
strong  need  to  establish  reliable  knowledge.  But 
in  actual  living  this  most  important  aspect  of  un- 
derstanding cannot  be  bypassed. 

As  long  as  psychobiologic  science  was  mainly 
statistical  or  typological,  it  could  say  valid  and  safe 
statements  only  about  general  features.  We  are  in 
a more  fortunate  position.  That  is  why  even  such 
a commonplace  expression  as  “reaction  to  experi- 
ence” cannot  be  used  any  more,  for  it  suggests  that 
an  experience  is  a standard  uniform  thing  to  which 
the  individual  gives  secondary  subjective  elements. 
In  fact  experience  is  that  contexture  where  outside 
processes,  even  the  most  standardized  ones,  and 
one’s  inside  responses  meet  in  one  system  that  has 
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its  individual  structure  and  form  quality.  The 
journey  of  the  same  particular  road  is  a different 
experience  for  different  people  even  if  the  vehicle 
and  the  landscape  are  the  same.1 

Individual  behavior  discloses  no  standard  uni- 
form response  to  a standard  stimulus.  Renner2 
could  show  even  in  rats  that  each  one’s  personal 
history  has  a paramount  role  in  its  response.  The 
structure  and  history  of  the  rat’s  experiential  sys- 
tem is  encoded  and  tells  him  of  the  meaning  and 
significance  of  a present  active  need  and  some  of 
its  guiding  features  or  stimuli.  How  much  more  is 
this  true  of  our  human  responses  which  are  gov- 
erned more  radically  by  the  meaning  and  signifi- 
cance of  things,  persons,  and  interpersonal  rela- 
tions as  gained  in  experience.  That  is  why  looking 
at  aging  must  be  a new  look.  There  is  another 
reason  why  aging  can  be  considered  afresh.  A 
great  amount  of  biologic  and  psychological  obser- 
vations have  been  gathered  on  the  nature  of  aging 
not  as  a terminal  process  but  as  a continuous  pro- 
gression of  development. 

The  discovery  that  a person  loses  50,000  neu- 
rons of  his  central  nervous  system  daily  after  the 
age  of  twenty  has  been  a sobering  fact  for  many.3 
But  we  are  finding  out  that  the  number  of  cells  are 
not  half  as  important  as  the  number  of  neurons  ac- 
tually used,  actually  connected  in  very  specific 
nerve  assemblies.4  Function  is  the  criterion.  It 
would  be  quite  contrary  to  carefully  documented 
studies  to  think  that  psychological  functions  and 
activities  are  on  the  downgrade  after  the  age  of 
twenty.5,6  Indeed,  our  abilities  in  problem  solv- 
ing, concept  formation,  availability  of  knowledge, 
and  the  sensing  and  use  of  appropriate  means  and 
time,  grow  continually  after  the  age  of  twenty, 
while  undoubtedly  thousands  of  neurons  die  every 
day.7  It  seems  we  have  a huge  reserve  of  neurons 
available  for  use  and  new  hookup.  This  is  no  ex- 
ception of  biology.  Lung  capacity,  kidney  filtra- 
tion capacity,  liver  function  capabilities,  and  many 
others  are  far  in  excess  of  the  actual  need  of  the  in- 
dividual. Only  careful  observations  of  actual  use 
and  functions  can  tell  the  limits  of  these  capaci- 
ties. In  the  same  way,  only  the  actually  accom- 
plished modifications  of  the  genetic  system  that 
tell  a person  of  the  meaning  and  significance  of  his 
environing  world  can  show  us  the  extent  of  man’s 
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capabilities  in  this  field.  Only  the  careful  obser- 
vations of  anthropology  can  show  us  what  lat- 
itudes man’s  inherited  neural  system  is  able  to 
subserve. 

Behavior  transformation 

Experimental  studies  convinced  us  that  geneti- 
cally programmed  needs  and  environmentally  re- 
quired activities  are  not,  as  a rule,  opposed.  The 
genetically  encoded  needs  acquire  their  particular 
shapes  through  the  opportunities  and  promptings 
of  the  human  environment.8  Our  need  for  a cer- 
tain amount  of  calories,  certain  varieties  of  food,  is 
realized,  in  fact  defined,  by  the  alimentary  habits 
and  opportunities  of  a particular  human  ecology,  a 
particular  culture.  The  early  modifications,  the 
early  crystalizations  are  the  strongest  desirable 
goals  we  acquire  in  the  process  of  living.  That  is 
why  mother’s  cooking  is  usually  the  best.  If  the 
psyche  is  that  system  through  which  we  form  and 
pursue  our  needs,  then  psychogenesis  is  encultura- 
tion.  For  as  we  continue  to  live  and  grow,  as  we 
develop  and  transform  our  previous  ways,  whatev- 
er proves  to  be  pleasant  and  helpful  becomes  inte- 
grated into  our  recorded  system  of  adient  reinfor- 
cers or,  in  case  of  pain  and  frustration,  into  our  re- 
corded system  of  aversive  reinforcers.  Thus  the 
structure  which  constitutes  our  psyche  is  a system 
of  encoded  needs  which  become  defined  and  actual 
only  in  experience.  Early  experience  at  sensitive 
periods  is  so  stable  that  we  call  it  imprinting.9 
But  even  the  earliest  and  thus  most  pervasive  kind 
of  behavior  will  change  and  become  transformed. 
This  happens  especially  at  developmental  junc- 
tures where  a new  powerful  need  comes  into  opera- 
tion, like  a new  sexual  force  at  puberty,  or  a need 
to  deal  with  some  powerful  deficiency.  Every  in- 
terpersonal relationship,  every  reinforcing  struc- 
ture of  the  psyche  that  tells  us  of  the  meaning  and 
significance  of  needs  and  people,  and  the  proper 
way  to  transact  needs  accordingly,  change  in  peri- 
ods like  puberty.  The  old  forms  are  not  abolished; 
they  are  transformed. 

Although  not  as  dramatic,  many  transforma- 
tions occur  as  we  continue  our  life’s  development. 
Aging  in  this  sense  is  a continuous  sequence  of 
transformations.  We  are  considering  here  not  the 
changes  in  a person’s  breathing  capacity,  or  filtra- 
tion capabilities,  or  muscle  power,  although  these 
may  be  essential  parts  of  the  process.  We  are  in- 
terested in  how  his  integrated  structure  for  per- 
ceiving and  performing  in  his  actual  world,  his 
growth  and  competence,  is  being  transacted.  Pu- 
berty is  more  than  a new  powerful  sexual  drive 
that  impels  one  person  toward  another;  it  includes 
the  opportunities,  the  instrumentalities,  the  cul- 
tural roles  which  offer  a new  way  of  accomplishing 
these  in  the  establishment  of  a new  internal  struc- 
ture of  reinforcers.  In  the  same  way,  the  physio- 
logic changes  which  we  are  now  able  to  see  more 


clearly  in  aging  become  actual  in  the  developmen- 
tal transformations  of  the  person,  and  these  trans- 
formations are  not  automatic,  preordained,  but 
they  find  their  new  definition  through  the  cultural 
opportunities,  skills,  and  certainties  that  environ 
each  of  us. 

Culture,  this  semiotic  and  material  ecology, 
supplies  the  forms  and  norms  which  are  available 
to  the  individual  to  find  the  definition  of  his 
needs,  in  this  case  his  needs  as  he  ages.  Some  indi- 
viduals can  create  a way  that  is  novel.  But  most 
people  continue  their  enculturation  all  along.  We 
do  not  stop  at  one  point  and  find  ourselves  or  oth- 
ers in  a final  state.  The  roles  and  demands  and 
ways  of  doing,  which  a culture  supplies  for  accom- 
modation and  transformation,  continue  to  help  or 
hobble  us  well  after  we  become  school-agers  and 
well  after  puberty.  Even  in  old  age,  the  cultural 
way  of  being  and  behaving  is  a most  powerful  in- 
fluence toward  that  shape  into  which  the  physio- 
logic new  needs  of  our  old  age  settle. 

The  theories  of  experience  constructed  by  White- 
head10  and  by  Dewey11  were  well  in  advance  of 
experimental  data.  It  is  exhilarating  to  think  how 
penetrating  their  understanding  was  for  all  that. 
We  are  now  in  an  easier  position.  Since  the  work 
of  Penfield,12  we  have  learned  that  mild  electrical 
stimulation  in  the  temperal  lobe  of  the  brain  can 
activate  a round  global  experiential  event  that  has 
all  the  nascent  quality  of  a particular  experience 
entity.  These  are  discrete  unitary  individualities 
which  hold  in  one  patterned  contexture  a great 
many  components.  Experience  entities,  psy- 
chemes,  are  the  smallest  unitary  structures  which 
still  can  be  seen  as  full  psychological  happenings. 
Many  different  approaches  have  been  developed 
since  Penfield’s  original  discovery.  The  newly  es- 
tablished qualities  of  the  specificity  and  plasticity 
of  the  central  nervous  system  have  been  a great 
help  in  this  regard.13  Nerve  cells  combine  and  re- 
combine according  to  function.14  They  form  par- 
ticular specific  assemblies.15 

With  all  these  experimental  studies  available 
we16  were  able  to  offer  a general  theory  of  these 
events  as  they  constitute  integration  and  transfor- 
mation of  experience  entities.  Accordingly,  the 
model  of  such  a unitary  structure  is  a desire  vec- 
tor, a need,  which  becomes  activated,  enters  the 
scanning  field  of  transactions  of  the  reticular  sys- 
tem in  search  of  fulfilling  instrumentalities  and 
ambient  opportunities,  finds  closure  and  subse- 
quent action,  and  receives  feedback  report  as  to 
the  quality  of  fulfillment.  All  these  components 
form  the  unitary  contexture  of  an  experience  enti- 
ty. It  is  a variety  of  the  integrative  processes  of 
life.17  Such  a compositional  structure  evokes  res- 
onances in  the  central  nervous  system,  and  simi- 
larly toned  experience  entities  merge  and  connect 
into  experience  forms.  These  experience  forms 
are  mainly  around  significant  persons,  significant 
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and  important  events  of  drive  fulfillment,  or  pain 
avoidance.  It  develops  from  experience  entities 
mainly  when  circumstances,  a locale,  a love  object 
(or  rather  a loved  person)  is  habitual  or  stable. 
Then  the  similarly  toned  experience  entities  com- 
bine and  become  composed  into  a clearer,  more 
definite,  and  more  shapely  configuration:  the  ex- 
perience forms.  An  organic  form  is  not  a configu- 
rational cutout  by  a mold;  it  arises  out  of  the  inner 
structure,  out  of  the  intimate  functional  relations 
of  the  most  basic  components.18  The  structural 
concept  that  Schilder  called  “sphere”  is  close  to 
this.  Experiential  structures  give  us  the  values  of 
things,  persons,  and  relations.  Values  are  the 
object-oriented  aspects  of  experience  forms.19 
The  values  of  axiology  find  their  sources  and  true 
extent  in  the  experience  forms  of  particular  per- 
sons. Value  profession  is  descriptive  or  direct. 
Value  conveying  or  value  communion  is  expressive 
and  representational. 

When  we  recall  something  specific  we  really  ac- 
tivate an  aspect  of  this  discrete  unitary  individual- 
ity that  is  a particular  experience  form.  It  is  rare 
that  these  complete  yet  discrete  structures  are  ac- 
tivated in  their  fullness.  The  fuller  this  activation 
the  more  is  the  recall  that  Polanyi20  designated  as 
“personal  knowledge.”  Most  of  our  recall  is  an 
abstraction  from  these  global  structures.  In  a 
similar  way,  learning  is  a new  connection  to  a par- 
tial aspect  of  a much  larger  structure.  This  way 
the  so-called  state-dependent  learning  becomes 
understandable.21  In  such  experiments  the  self- 
same outside  stimuli  cannot  be  recalled  in  the  two 
different  drug  states  of  a person,  The  reason  is 
that  the  experience  entities  that  hold  stimuli  and 
responses  alike  form  two  noncommunicating  con- 
textures according  to  the  subject’s  particular  drug 
states. 

To  know  that  awareness  of  anything  in  our 
world  owes  as  much  to  our  experiential  processes 
as  it  does  to  stimuli  emanating  from  an  object  was 
often  construed  as  an  adulteration  of  the  real 
world.  But  we  are  discovering  that  the  real  world 
is  the  reliable  world.  When  certain  actions  and 
behavior  meet  and  produce  reliable  effects,  then 
we  are  convinced  we  are  in  the  real  world.  By  now 
we  are  able  to  conduct  strict  and  fruitful  studies 
on  these  interpenetrations  and  integrations  which 
result  in  experience.22  It  is  quite  feasible  to  study 
just  that  contexture  where  the  interplay  occurs 
and  is  encoded.23 

Aging  as  developmental  process 

But  these  considerations  will  take  us  away  from 
our  present  topic  which  is  how  the  concepts  of  ex- 
perience forms  affect  our  view  of  aging  as  a devel- 
opmental process.  From  birth  on,  our  living 
through  need  transactions  and  need  transforma- 
tions supplies  us  with  a huge  variety  of  experience 
forms.  Since  there  has  to  be  a certain  competence 
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and  sequential  order  among  them,  they  do  com- 
bine in  a larger  structure  that  we  call  the  experien- 
tial self.16  It  is  what  used  to  be  called  the  system 
ego.  This  structure  accommodates  the  needs  of 
the  person  in  the  light  of  the  meaning  and  signifi- 
cance of  things,  relations,  and  events  of  the  ambi- 
ent world,  on  the  basis  of  outcome.  The  transfor- 
mations of  the  experiential  self  constitute  the  tra- 
jectory of  our  developmental  life.  It  is  not  a con- 
tinuous stream.  When  a difficult  obstacle  to  need 
fulfillment  develops  in  living,  the  predicament  up- 
sets the  hitherto  competent  ways  of  behavior;  it 
obstructs  our  wonted  expectations  and  the  habitu- 
al forms  of  our  activities.  When  a competent  reso- 
lution develops,  it  comes  as  a transfiguration  of 
the  potent  past:  a new  equilibrium  emerges,  a 

new  state  of  the  person’s  developmental  life.  The 
individual’s  developmental  progression  is  a se- 
quence of  completions,  a string  of  integrations  ac- 
complished, and  not  a stream  of  continuous  modu- 
lations. As  each  station  is  a transformation  of 
that  which  went  before,  aging  is  a cumulative  pro- 
cess. An  individual’s  developmental  life  shows 
the  dynamics  of  integrative  transformation.  It  is 
hard  to  see  anything  being  expunged  or  erased.  It 
is  a discontinuous,  yet  cumulative  sequence  of  clo- 
sures. 

As  we  remarked  before,  aging  has  to  be  looked 
at  as  a developmental  process.  Even  the  marked 
physiologic  alterations  of  old  age  are  the  late  re- 
sults of  changes  which  began  in  youth.  It  is  not 
only  that  brain  cells  die  at  a steady  rate  from  early 
age;  almost  all  functional  capacities  decline  slowly 
and  steadily.24  The  elasticity  of  arteries,  glomeru- 
lar filtration  rate  of  the  kidneys,  standard  renal 
plasma  flow,  breathing  capacity,  cardiac  index, 
muscle  strength,  nerve  conduction  velocity,  basal 
metabolic  rate,  acuity  of  sense  organs,  gastric  se- 
cretions, sexual  hormone  production,  and  adreno- 
cortical secretion  decline,  certainly  from  the  age  of 
twenty  if  not  from  earlier  years;  and  what  is  im- 
portant, this  decline  of  capabilities  is  gradual,  lin- 
ear. So  is  sexual  activity.25  There  are  exceptions, 
but  by  and  large  all  physiologic  functions  decline 
gradually.  Physiologic  change  with  age  is  not  a 
sudden  break;  it  is  a continuous  diminution.  Yet 
it  would  be  erroneous  to  consider  that  the  person 
declines  continually  from  the  age  of  twenty  on. 
The  hard  fact  is  that  individuals  grow  and  increase 
their  power  of  competence,  as  persons,  with  all  this 
diminution  of  physiologic  capacities. 

In  some  intellectual  functions,  too,  there  is  a lin- 
ear decline  with  age.  The  full-scale  scores  of  the 
Wechsler  intelligence  test  show  a steady  drop.26 
Yet  when  we  look  at  this  more  carefully,  we  must 
realize  that  the  full  scores  include  a great  many 
cognitive  functions  which  are  independent.  Digit 
span,  digit  symbol,  block  design,  and  other  sub- 
tests register  this  decline,  but  vocabulary  and  com- 
prehension show  hardly  any  change.27  Achieve- 


ment  and  experience  that  tells  the  person  of  the 
meaning  and  significance  of  things,  people,  and 
relations,  does  not  show  diminution.  In  this  re- 
spect the  most  reliable  diminution  of  function 
with  age  comes  in  that  integrating  system  we  out- 
lined before  as  the  transactional  field  or  field  of 
awareness  (not  the  field  of  consciousness,  for  much 
of  it  is  not  focused  consciousness).16  These  are 
the  functions  w'hich  are  maintained  by  the  reticu- 
lar alerting  system  and  which  keep  scanning  struc- 
tures separate  and  discrete.  There  is  a resolving 
capacity  to  this  field,  and  this  discriminating  and 
resolving  capacity  shows  a steady  decline  with  age. 
Such  has  been  shown  to  obtain  in  the  areas  that 
can  be  tested  by  visual  and  auditory  fusion  experi- 
ments,28 or  by  the  separating  ability  of  tactile 
stimuli,29  or  by  the  maintenance  of  figural  and  spi- 
ral after-effects,30  and  so  forth.  These  are  the 
changes  we  see  in  more  extreme  forms  in  chronic 
brain  syndrome,  and  we31  described  it  as  a general 
deficit  of  the  acuity  and  separating  capacity  of  this 
field  of  awareness. 

We  must  realize  that  intelligence  as  measured 
by  the  Wechsler  scale  and  similar  instruments 
cannot  be  equated  with  the  power  and  function  of 
what  we  call  the  intellect.  This  latter  is  the  capac- 
ity to  see  and  manage,  apply,  combine,  and  recom- 
bine what  the  individual  finds  meaningful  and  sig- 
nificant in  his  world,  which  of  course  is  his  cultural 
world.  This  capacity  does  not  suffer  decline,  ex- 
cept in  terminal  senescence.32  A reflection  of  this 
is  the  observation  that  even  in  the  Wechsler  scale, 
vocabulary  and  comprehension  components  stay 
high.  One’s  comprehension,  judgment,  and  un- 
derstanding grow  steadily  well  after  the  age  of 
twenty.  It  was  found  that  in  creative  work  the 
maximum  productivity  occurs  between  the  ages  of 
thirty  and  forty.33  So  functions  which  subserve 
this  capacity  of  the  intellect  grow  and  prosper 
while  overall  brain  cell  numbers  decline  every  day. 

As  aging  proceeds,  by  and  large  there  is  an  in- 
creased rigidity.34  There  is  an  increasing  need  for 
certainty  and  for  relevance.35  Aging  renders  peo- 
ple impatient  with  nonsense  functions.  There  is 
an  increased  demand  for  consistency  which  often 
results  in  stereotyped  judgment.  There  is  an  in- 
creased need  for  a structured  environment.  But 
we  should  not  make  the  common  mistake  of  char- 
acterizing every  trait  as  evidence  of  some  inade- 
quacy. On  the  contrary,  a trait  may  be  an  expres- 
sion or  result  of  learning  and  maturing:  the  dis- 
covering of  what  is  effective  and  good  in  the  world. 
Carefulness  and  lack  of  impulsiveness  may  be  just 
such  an  increase  of  good  sense,  the  result  of  experi- 
ence, as  in  other  cases  only  a defense  of  some  in- 
adequacy, which  is  undeniably  also  a useful  out- 
come. 

The  well-recognized  decline  in  memory  func- 
tions in  aging  have  been  more  carefully  studied. 
Two  main  aspects  can  be  distinguished.  One  is 


the  integrity  of  past  experience  forms  and  their  cu- 
mulative systematic  storing.  The  other  is  the  re- 
trieval ability.  This  latter  suffers  a steady  de- 
cline.36 It  is  related  to  the  weakening  of  the  trans- 
actional field,  outlined  before,  which  admits, 
holds,  combines,  and  discriminates  structures  in  a 
scanning  function.  On  the  other  hand,  the  cumu- 
lative system  of  integrative  experience  forms  is 
hardly  affected  by  aging.37  The  study  and  careful 
distinction  of  recall  and  recognition  memory  is  rel- 
evant to  this  issue.38  In  recall,  the  scanning  func- 
tion searches  many  possible  or  related  experience 
entities.  In  recognition,  the  scanning  function  is 
not  so  important  because  the  answer  is  there. 
Only  a matching  is  the  point.  It  was  found  that 
the  matching  of  experience  entities  is  intact  in 
aging,  but  the  effectiveness  of  the  scanning  func- 
tion of  the  transactional  field  declines. 

The  foregoing  findings  make  it  quite  plain  that 
meaningless  tasks  and  fast  performances  are  un- 
congenial for  older  people.  Also,  in  the  field  of  ab- 
stract learning  and  abstract  problem  solving  young 
persons  perform  better.39  But  in  the  familiar  con- 
crete world  where  cumulative  knowledge  is  neces- 
sary the  maturing  person  does  better.40  The  old, 
by  and  large,  show  a decrement  in  both  areas. 
Speed  and  abstract  power  of  intelligence  can  be 
rather  easily  measured  in  the  laboratory.  But  liv- 
ing in  the  cultural  human  world  requires  mainly 
good  judgment  and  good  sense:  the  use  of  the  in- 
tellect and  understanding,  through  the  meaning 
and  significance  of  experiential  objects  and  rela- 
tions. These  experiential  functions  become  cumu- 
latively more  powerful  in  aging,  excepting  the 
usual  terminal  phase.  Perhaps  Shakespeare  was 
right  when  he  said  in  King  Lear  that  “Ripeness  is 
all.” 

The  life  progression  of  a person  is  a develop- 
mental process:  one  might  say,  an  historical  pro- 
cess. We  may  not  be  as  radical  as  Ortega  who 
maintained  that  man  has  no  nature,  only  history: 
yet  the  course  of  sequential  transformations  that 
constitute  the  life  trajectory  of  a person  is  an  his- 
torical process.  It  has  many  equilibria,  many  inte- 
grated states;  it  is  a progression  of  such  integra- 
tions. When  the  present  ways  of  transacting  the 
business  of  life,  the  needs  and  obligations,  the  de- 
sires and  use  of  opportunities,  appear  obstructed, 
there  develops  a creative  predicament  in  the  sys- 
tem of  experience  forms,  in  the  experiential  self. 
At  times,  such  as  in  puberty,  a powerful  new  phys- 
iologic force  will  demand  transformation.  What- 
ever the  disharmony,  the  resolution  is  not  instan- 
taneous. It  takes  a good  deal  of  effort,  confusion, 
often  pain,  before  the  new  tolerable  equilibrium  is 
achieved.  There  are  typical  junctures  in  the  lives 
of  persons  in  a particular  culture;  much  of  the  pro- 
cess is  due  to  new  physiologic  forces  that  must  be 
integrated  or  new  deficiencies  in  aging  that  must 
be  composed. 
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Physiologic  functions 

As  we  saw  before,  physiologic  functions  like  kid- 
ney filtration,  cardiac  capacity,  muscle  strength, 
and  innumerable  others  decrease  from  the  age  of 
twenty  as  time  goes  on.  By  and  large,  it  is  a very 
steady  diminution  of  these  capacities.  But  the 
function  of  a person  as  a competent  full  being  is 
not  the  sum  of  partial  functions.  He  functions  as 
a member  of  a culture,  an  integrated  participant  in 
a highly  intricate  interpersonal  give-and-take.41 
Only  through  the  cultural  ecology  does  the  person 
transact  his  basic  needs,  only  through  this  semiotic 
ecology  does  he  develop  and  define  his  needs. 
Looking  at  his  growth  and  competence  in  this 
manner,  aging  all  along,  certainly  from  the  age  of 
twenty,  is  a continuous  development  growth,  a 
continuous  acquisition  of  experience  forms  which 
make  up  his  growing  experiential  self.  This  is  the 
“instrument”  through  which  man  sees  and  seeks  in 
his  world. 

The  roles  and  culturally  programmed  behavioral 
ways  are  paramount  in  giving  shape  to  man’s 
needs.  At  adolescence  the  new  physiologic  drives 
will  find  their  definition  and  shape  through  the 
cultural  world  that  prompts  and  gives  formative 
rules  on  how  the  process  ought  to  develop.  In  the 
same  way  old  age  is  only  partially  contingent  on 
the  physiologic  changes.  The  outcome  is  a multi- 
componential  affair;  the  final  and  functional  con- 
figuration integrates  diminishing  physiologic  ca- 
pacities on  the  one  hand,  and  the  cultural  ways 
and  directions  on  the  other.  The  cultural  patterns 
are  in  some  ways  both  aids  and  requirements 
which  cannot  be  disregarded.  In  this  sense,  the 
condition  and  behavioral  patterns  of  old  people 
find  determining  components  in  the  semiotic  am- 
bience of  culture.  The  integration  of  these  com- 
ponents is  sometimes  slow,  sometimes  precipitous. 
As  cultural  patterns  of  desirable  behavior  (values) 
change,  so  the  functional  actuality  of  aging 
changes  according  to  cultures  and  according  to  the 
particular  juncture  the  culture  finds  itself  in  in  its 
trajectory.  It  is  quite  true  that  the  common  slow- 
ing and  diminution  of  strength  will  be  a common 
feature  of  old  age  in  any  culture  in  the  same  way  as 
preoccupation  with  sexual  activity  and  a sudden 
spurt  into  a wider  social  configuration  is  the  gener- 
al feature  of  adolescence.  Yet  these  common  fea- 
tures do  not  alone  define  the  actual  shape  of  be- 
havior. They  are  componential  requirements 
which  must  be  included  in  the  final  terms,  but  the 
final  shape  is  an  outcome  of  many  other  compo- 
nential elements  as  well. 

It  is  becoming  apparent  that  we  do  not  own  the 
experiential  structures,  but  we  are  made  up  of 
them.  Even  the  concept  of  the  Freudian  system 
ego  was  not  thought  of  by  its  originator  as  a sepa- 
rate homunculus  the  way  it  is  in  common  currency 
today.  The  concepts  of  the  system  ego  and  the  ex- 
periential self  are  close,  even  if  not  the  same.16  In 


this  light,  the  composing  of  new  demands,  and  the 
transformation  of  the  potent  past  accordingly,  is 
self  development.  In  this  way  a person  may  be- 
come a larger,  richer,  more  potent  human  being. 

It  was  also  found  that  as  people  get  on  in  years 
they  disengage  from  many  interpersonal  pro- 
cesses.42 It  is  impossible  to  tell  at  this  time  how 
much  of  this  is  the  effect  of  the  social  role  of 
nonacceptance  and  how  much  is  a biologically 
prompted  adjustment.  Also,  earlier  traits  often 
surface  as  aging  progresses  and  find  easier  condi- 
tion in  the  individual’s  estimation  of  himself.  A 
judgment  on  one’s  life,  an  awareness  of  the  conse- 
quences of  one’s  past  activities  and  relationships, 
based  on  the  system  of  experience  forms,  becomes 
cumulatively  stronger  and  often  preoccupying. 
Through  experience  forms  we  feel  fulfillment  of 
needs  or  frustration  and  any  number  of  individual 
qualities  in  between.  Depression  is  a syndrome 
that  arises  when  the  person  becomes  aware  that 
his  structure  of  need  fulfillment,  the  experiential 
self,  is  functionless.  As  such  it  involves  the  neuro- 
hormones which  subserve  these  needs.  This  is 
often  connected  with  a loss  of  love  object,  as  Freud 
pointed  out  and  as  recent  experiments  of  Harlow 
could  demonstrate.  But  the  final  common  path  of 
depression  is  a deenergizing,  a decathecting  of  the 
experiential  self.43  It  is  interesting  to  see  that  sui- 
cide in  older  persons  in  the  United  States  has  a 
very  high  incidence  in  the  white  male,  while  the 
white  woman  and  the  black  man  and  woman  show 
a considerably  lower  incidence.44  It  indicates  that 
the  role  of  the  white  male,  when  representative  of 
a fast-shooting  and  go-getting  persuasion,  suffers 
more  than  those  classes  of  folk  who  were  tutored 
more  by  adversity.  Many  a white  male  in  the 
United  States  of  our  cultural  juncture,  once  he 
loses  the  speed,  the  muscular  agility,  and  the  al- 
most impersonal  assaultive  sexuality  he  prizes,  will 
easily  feel  worthless. 

As  life  goes  on,  the  relationships  to  our  closest 
persons  change,  not  alone  for  reasons  that  they 
and  we  change  slowly  and  inexorably.  To  take 
only  one  example,  children  grow  up  and  leave.  As 
they  become  more  equal  and  cease  to  be  depen- 
dents, new  relationships  emerge.  These  relation- 
ships consist  of  transformation  of  earlier  experi- 
ence forms.  And  so  the  nature  of  experience 
form-transformations  is  very  much  an  aspect  of 
the  theory  of  change  in  man.45  It  appears  that  the 
transformations  are  not  the  abolishing  or  erasing 
of  the  past.  It  is  the  transfiguration  of  it;  the  po- 
tent forces  of  the  past  and  the  new  elements  inter- 
blend and  fuse  into  a new  integration.  Just  as  in 
adolescence  all  relationships  transform,  so  before  a 
new  equilibrium  of  life  is  achieved  in  aging,  there 
takes  place  a creative  obstruction  to  older  ways  of 
doing  and  perceiving.  The  new  equilibrium  and  a 
kind  of  new  peace  develop  only  when  the  elements 
of  the  predicament  fuse,  integrate,  into  a new  con- 
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figuration:  the  old  experience  forms  transmute 

into  new  ones.  It  is  a conservative  process,  a con- 
serving process;  yet  the  transformations  are  radi- 
cal in  the  sense  that  they  are  not  surface  configu- 
rations but  structural  transformations. 

Piaget18  studied  more  partial  abstracted  cogni- 
tive structures.  Yet  the  dynamics  of  integrative 
transformations  obtain  in  those  regions  as  well. 
We  are  realizing  now  that  an  organic  form  has  a 
configuration  by  virtue  of  its  inner  composition 
and  function.  Form  is  not  an  outline  or  wrapper. 
It  is  a result  of  inner  forces,  their  conformational 
give-and-take  with  their  intimate  ambience,  their 
structural  meshing  and  adjusting,  their  dynamic 
interpenetration,  the  achievement  of  a distinct, 
even  if  temporary,  equilibrium.  It  is  a pragmatic, 
work-doing  construction.  It  is  a mistake  to  say 
that  the  whole  is  more  than  its  parts.  Indeed,  the 
whole  is  something  novel,  something  other  than  its 
parts. 

Integrative  transformation 

Before  we  try  to  see  how  the  component  forces 
and  new  needs  are  integrated  in  aging,  we  must 
consider  a few  features  of  the  process  of  integra- 
tive transformations.8  Every  integration  or  con- 
figurational structure  that  we  can  observe  has  a 
great  many  components.  A present  need  vector 
entering  the  transactional  field  for  its  appropriate 
satisfaction  is  in  all  cases  the  outcome  of  a long  pe- 
riod of  past  transactions  and  expectations.  It 
scans  for  its  present  instrumentalities  and  ambient 
opportunities.  The  central  nervous  system  has 
proved  to  be  thoroughly  ductile.  Even  a concept 
recalled  is  a substantial,  observable,  yet  flexible, 
neural  activity.46  When  the  need  vector  finds  its 
appropriate  means  of  action  and  the  behavior  is 
transacted,  the  outcome  of  it  is  reported  back  and 
constitutes  the  reinforcing  aspect  of  the  total  sys- 
tem. Thus  the  experience  form  complexes,  con- 
nects, unifies  in  one  structure  a great  many  com- 
ponents. Each  experience  entity  in  its  complete- 
ness is  unique  and  individual,  yet  a great  many 
similar  aspects  can  be  derived  from  many  of  them. 

The  motives  and  the  situations  that  give  rise  to 
experience  forms  may  be  said  to  determine  the 
outcome.  We  can  confidently  expect  that  identi- 
cal antecedents  will  result  in  identical  outcomes. 
^ et  we  must  realize  that  no  two  occasions  contain 
identical  antecedent  components.  Each  person  is 
thoroughly  individual  even  on  the  immunologic 
level,  and  even  his  less  responsive  tissues  reject 
anything  not  their  own.  This  individuality  is 
much  greater  with  such  nerve  assemblies  as  consti- 
tute the  expectations  of  an  experience  event.  Dif- 
ferent structures  are  energized  and  are  brought  to 
bear  on  the  total  situation  in  a different  manner  in 
any  action.  In  two  identical  make-believe  situa- 
tions, the  two  outcomes  should  be  alike.  But  any 
actual  human  situation  is  a circumstance  that 


never  occurred  before.  Consequently  each  experi- 
ence entity  is  unique.  Still,  the  occurrence  of  a 
certain  behavior  is  fairly  predictable  when  one  or 
two  forces  are  overwhelmingly  strong  and  when 
sufficient  statistical  knowledge  is  available.  Pow- 
erful components  have  very  large  likely  effects.  A 
sharp  thumb  tack  on  someone’s  chair  will  make 
him  jump;  we  can  expect  it  confidently.  In  the 
same  manner  extreme  situations  more  or  less  guar- 
antee a reliable  outcome:  starvation  will  result  in 
death,  exsanguination  in  weakness,  torture  in  ex- 
treme responses.  In  more  normal  situations,  inev- 
itable outcome  is  not  predictable.  We  may  have 
every  reason  to  believe  that  identical  factors  will 
result  in  identical  outcomes,  but  this  is  never  the 
situation  in  the  human  world  of  experience. 

When  a new  force  within  us,  or  when  new  envi- 
ronmental influences,  require  a new  integration  of 
our  experience  forms,  then  the  outcome  is  even 
less  predictable.  The  largest  system  of  experience 
forms,  the  experiential  self,  will  undergo  a new  in- 
tegrating transformation:  the  person  will  become 
a new,  transformed  system.  The  various  compo- 
nential  requirements  for  a new  integration  are  sat- 
isfied by  a successful  new  structure;  a creative  pre- 
dicament is  resolved  for  awhile  in  a new  pattern  of 
integration.  Since  all  these  forces  are  within  us  in 
the  last  analysis,  we  do  feel  rightly  that  the  mo- 
tives which  work  and  agitate  our  condition  repre- 
sent ourselves  acting  in  the  throes  of  creative  tur- 
moil. In  most  lives  the  person  does  not  feel  buf- 
feted and  pushed  by  outside  and  alien  forces.  We 
feel  that  we,  ourselves,  are  doing  the  thrashing  and 
casting  about  for  a more  secure  and  stable  condi- 
tion. We  are  the  doers  and  the  done  to  at  the 
same  time.  We  are  doing  the  transactions  while 
something  happens  to  us.  And  yet  it  is  not  a 
planned  consciously  focused  activity. 

Looking  at  circumstances  and  needs  which  must 
be  composed  and  fused  in  this  manner,  let  us  con- 
sider what  components  are  more  or  less  obligatory, 
what  must  be  included  and  integrated  into  the  se- 
ries of  transformations  of  aging.  Aging  must  deal 
with  basic  physiologic  restrictions  and  contrac- 
tions. A need  develops  to  restrict  oneself  to  essen- 
tials increasingly,  as  aging  proceeds.  Youth  gath- 
ers, old  age  winnows.  Both  further  the  knowledge 
and  values  which,  when  properly  encoded  in  cul- 
ture, may  render  society  increasingly  competent, 
spontaneous,  and  compassionate.8 

Since  aging  involves  a weakening  of  the  acuity 
and  resolving  power  of  the  central  nervous  system, 
the  transformations  must  include  these  changes. 
The  aging  system  can  cultivate  and  find  ways 
which  take  tasks  slower  more  discretely,  and  re- 
quire less  continuous  concentration  at  one  particu- 
lar time.  It  is  surprising  how  effective  the  aging 
system  remains  if  these  transformations,  and  op- 
portunities to  do  so,  are  accomplished.  Older  peo- 
ple have  a greater  need  for  a clearer  and  better 
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structured  environment.  This  need  is  very  useful 
in  the  discovery  and  encoding  of  comfortable  and 
easygoing  ways.  The  reduction  of  acuity  in  all 
spheres  is  another  creative  predicament  to  resolve: 
there  is  pressure  for  clarity  and  for  the  neatness  of 
a smaller  personal  world.  Such  may  even  eventu- 
ate in  the  emergence  of  a new  innocence  which  one 
should  not  confuse  with  second  childhood.  It  is 
also  necessary  to  realize  that  the  resolution  of 
these  creative  predicaments  can  be  done  only  by 
the  persons  undergoing  these  events.  Thus  in  old 
age  new  ways  discovered  for  one’s  self  can  be  of 
great  assistance  to  others  of  kindred  predicaments. 

When  looking  at  senescence  as  a particular  peri- 
od that  requires  new  transformations  in  persons 
because  of  changing  physiologic  and  interpersonal 
forces,  one  often  sees  failure  of  such  a new  process. 
But  none  of  us  would  claim  that  adolescence, 
which  equally  requires  transformations  in  persons 
through  new  physiologic  and  interpersonal  forces, 
is  wholly  or  even  generally  successful.  It  is  the 
task  of  a more  enlightened  understanding  of  these 
matters  to  help  individuals  in  their  transforma- 
tions. Surely  the  transformations  can  be  done 
only  by  the  persons  undergoing  adolescence  or 
senescence.  But  there  are  many  ways  to  assist 
this  process. 

Assisting  the  process 

It  is  a mistake  to  regard  these  matters  as  purely 
individual  events.  As  suggested  before,  encultura- 
tion  is  a life-long  process.  Through  the  give-and- 
take  of  interpersonal  relations,  the  semiotic  ecolo- 
gy of  any  culture  gives  us  the  understanding  and 
guidance  to  become  transformed  experiential 
selves.  The  regulating  effect  of  one’s  culture  is 
constantly  at  work,  especially  through  opportuni- 
ties and  limitations  that  are  available.  Retire- 
ment from  one’s  adult  business  is  such  an  exam- 
ple. It  can  represent  many  new  demands  for 
change.  It  involves  the  feeling  of  separation  from 
the  mainstream  of  human  activity,  from  the  stra- 
tum of  live  things.  This  is  a culturally  condi- 
tioned (programmed)  awareness  and  not  really  due 
to  biologic  changes.  In  other  cultures,  like  the 
Chinese,  the  retired  person  was  thought  to  be  able 
to  be  in  touch  with  the  most  alive  and  actively  real 
processes  of  the  world  because  he  was  not  distract- 
ed by  the  daily  chores  of  his  existence.  We  don’t 
have  to  make  up  our  minds  about  these  matters. 
What  we  must  realize  is  that  the  cultural  world 
constantly  affects  our  way  of  seeing  and  seeking, 
whether  we  are  young  or  aging.  Women  often 
have  a domestic  realm  to  manage.  Men  when  they 
retire  become  more  often  footloose.  Here  too  the 
cultural  injunctions  or  suggestions  as  to  what  a 
person  can  become  after  retirement  are  very  influ- 
ential. The  building  of  an  area  of  mastery  and 
competence  is  a substantial  creative  task. 

As  we  have  seen  before,  physiologic  capacities 


like  kidney  filtration  or  pulmonary  capacities  di- 
minish continually  from  early  years  on.  Yet  no 
kidney  failure  or  pulmonary  insufficiency  is  our  lot 
unless  great  pathologic  demands  are  placed  on 
these  systems.  Exposed  to  such  demands  older 
people  will  break  down  first.  That  is  why  general 
physiologic  conditions  for  the  aging  and  for  the 
aged  in  any  culture  must  avoid  burdens  that  may 
be  tolerable  in  youth.  In  the  same  way  an  exper- 
iential life  that  demands  increasingly  burdensome 
new  capacities  with  age  would  be  noxious.  Yet  it 
is  often  the  lot  of  aging  people  in  our  own  culture. 
To  be  able  to  accomplish  the  transformations  of 
senescence  in  peace  depends  a good  deal  on  the 
opportunities,  both  material  and  conceptual, 
which  the  culture  represents. 

Early  development  of  the  person  enables  or  pre- 
vents his  accomplishing  the  demands  of  sequential 
integrating  transformations.  In  these  processes  a 
variety  of  self-image  emerges.  It  develops  at  the 
time  when  functions  are  fast  and  strong.  There  is 
a variety  which  represents  the  self  as  that  of  a 
dashing  figure.  The  subsequent  reduction  of 
speed  and  power  of  aging  is  bound  to  interfere 
with  such  a self-image  and  will  demand  substan- 
tive recasting.  This  can  be  a painful  process. 
Someone  whose  self-image  is  less  youthful,  such  as 
the  image  of  a good  and  faithful  worker,  an  obe- 
dient child,  a careful  scientist,  a wise  and  quiet 
person,  will  suffer  less  contradiction  from  this 
slowing  process.  In  fact  where  lability  was  the 
case  before,  because  of  too  much  inconsistent  cul- 
tural loading,  and  where  composing  was  difficult 
to  attain,  aging  and  slowing  can  bring  a consider- 
able unification. 

Young  people  in  the  process  of  enculturation 
modify  the  semiotic  ecology  with  which  they  con- 
stantly interact.  Encoding  goes  both  ways.47  The 
physiologic  limits  restrict  any  extreme  demands  of 
any  culture;  and  youth  brings  easier  limits  to  any 
very  demanding  or  very  ascetic  society.  In  the 
same  way,  the  physiologic  limits  of  aging  modify 
and  adapt  culture  to  man’s  humanity.  As  re- 
marked before,  the  genetically  programmed  capac- 
ities do  not  come  ready  or  defined.  What  is  limited 
and  given  is  a range,  and  only  anthropology,  the 
study  of  life  forms  of  people,  can  show  us  the  range 
of  these  capabilities.  The  human  scope  is  wide  in- 
deed, but  it  has  distinct  limits.  When  a culture 
tries  to  establish  a particular  variety  of  function 
that  strains  these  limits,  there  will  be  a great  deal 
of  tension.  To  culturally  encode  the  desirability 
of  hunger,  or  the  wickedness  of  sexual  activity, 
produces  widespread  maladaptation.  The  young 
members  of  a culture  will  forever  tilt  and  push  the 
cultural  definitions  of  functions  toward  more  bal- 
anced and  agreeable  portions  of  the  genetically  of- 
fered range  of  capacities.  Adaptation  of  culture, 
through  its  development,  to  man’s  humanity  is  an 
important  dimension  of  change.  The  disharmony 
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within  any  culture  requires  resolution,  but  this 
resolution  is  constantly  pushed  and  regulated  by 
the  limits  of  comfortable  use  of  inherited  capaci- 
ties. As  enculturation  continues  with  aging,  the 
individual  transformations  of  aging  have  similar 
double  encoding  effects  on  the  semiotic  environ- 
ment. The  limits  of  the  capacities  of  aging  indi- 
viduals participate  in  the  regulation  of  cultural 
possibilities.  From  this  point  of  view  the  Confu- 
cian  remark  that  man  is  and  should  be  the  mea- 
sure of  cultural  realities  is  sensible,  eminently  rea- 
sonable, and  consonant  with  the  achievements  of 
Western  systematic  experimental  knowledge, 
which  is  science.  The  individual  must  adapt  to 
his  semiotic  ecology,  but  culture  is  being  adapted 
to  his  humanity. 

The  tendencies  of  strong  expanding  living  sys- 
tems is  to  find  new  experience  patterns,  to  move 
out,  to  go  into  adventure  and  novelty.  This  re- 
quires composing  and  integrating  when  they  con- 
travene the  existing  system  of  experience  forms. 
Power  and  adventure  often  go  with  anxiety  for  this 
reason,  or,  in  happier  cases,  not  an  anxious  but  an 
eager  excitability.  This  is  the  time  of  youth. 
There  is  little  time  for  assimilating,  but  the  urge  is 
to  enrich  one’s  self.  Old  age  declines  in  biologic 
power  and  expansiveness.  There  develops  a need 
to  husband  and  save  what  was  gained  before  and 
to  make  it  more  harmonious  and  practical.  There 
is  less  concern  about  expansion  and  a tendency  to 
become  cool  to  new  existing  possibilities.  This  is 
not  necessarily  the  equivalent  of  indifference.  It 
is  a kind  of  insouciance,  a mature  placidity,  a reas- 
suring composure,  very  much  needed  in  the  world 
not  only  today  but  also  in  most  cultures  and  in 
most  of  their  periods.  Great  calm  in  youth  is  pos- 
sible but  basically  contradictory  to  the  physiologic 
realities  of  the  young.  In  the  same  manner,  excep- 
tional excitability  and  openness  for  new  adventure 
is  possible  in  old  age  but  is  basically  contradictory 
to  the  physiologic  realities  of  the  old.  Most  cul- 
tures at  most  of  their  periods  seem  to  integrate  in 
their  experiential  encodings  the  physiologic  reali- 
ties of  both:  the  young  are  the  adventurers,  the 
old  are  the  level-headed  regulators. 

Cultural  ways  seldom  go  contrary  to  physiologic 
needs;  they  modify,  deflect,  define,  and  enrich 
them  in  a particular  way  to  integrate  them  with 
available  opportunities,  economic  realities,  in- 
strumentalities, certainties,  dangers,  new  knowl- 
edge, and  so  on,  in  concrete  experience  forms. 
Judgment,  ripeness,  and  a comprehensive  point  of 
view  are  required  by  any  culture  for  survival. 
Aging  is  actually  the  “production”  of  more  and 
more  functional  and  competent,  and  comprehen- 
sive, experience  forms.  A partial  view  rabidly 
held,  whether  about  race  or  sex  or  social  justice,  we 
found,  even  in  our  own  times,  will  lead  not  only  to 
violent  contests  but  will  result  even  when  victori- 
ous in  regressive  and  devisive  culture  change. 


Change  that  incorporates  the  fullness  of  the  po- 
tent past  remains  solid  and  satisfying.  Here 
aging,  except  for  its  terminal  phases,  has  enormous 
uses  for  cultural  evolution,  for  the  historical  pro- 
gression of  man.8 

Intelligence  is  one  thing,  understanding  another. 
The  extent,  the  availability,  the  flexibility,  and  the 
relevance  of  experience  forms  make  all  the  differ- 
ence as  to  whether  a person  is  potent,  superior,  or 
not,  when  we  think  of  a person  in  his  fullness.  In- 
telligence, as  measured  in  the  laboratory  apart 
from  these  specificities,  is  only  a tool  that  can  stay 
apart  from  true  work  doing,  from  true  pragmatic 
function  of  the  person.  With  constructive  aging 
superfluities  go  off,  and  what  is  important  for  the 
person  remains.  We  may  talk  of  abstract  priori- 
ties in  business  or  research,  but  in  lifemanship  the 
questions  are  those  of  importance.  Only  aging 
and  the  cumulative  use  of  experience  forms  can 
give  this  vital  insight. 

Exercise  of  our  experiential  self  is  as  vital  for 
good  function  as  the  exercise  of  limbs.  The  exper- 
iential self  used  to  be  called  the  soul.  Unfortu- 
nately it  was  often  considered  something  almost 
foreign,  placed  into  us  for  hire,  and  rescued  in  due 
course  by  some  supernatural  act.  Still,  function- 
ally, the  experiential  self  satisfies  the  demand 
characteristics  identifiable  with  the  concept  of  the 
soul.  It  has  to  be  reached,  exercised,  and  nour- 
ished. Anything  expanding,  enriching,  supporting 
its  integrity  appears  to  us  beautiful.  Anything 
mangling  or  mutilating  this  configurational  inte- 
gration strikes  us  as  horrifying.  And  yet,  the  care 
and  cultivation  of  the  experiential  self,  its  compe- 
tence and  its  rhythmic  employment  in  action  and 
contentment,  has  been  neglected  by  psychiatry. 

Beautiful  are  those  objects,  images,  and  aspects 
of  experience  which  promote  the  whole-making  of 
a person  within  himself  and  within  his  world. 
Here  lies  the  reason  for  the  enormous  variety  and 
continual  transformations  of  what  is  so  enjoyed. 
The  more  it  involves  in  its  functioning  confines, 
the  more  compelling  it  is.  High  aesthetic  expres- 
sions evoke  resonance  of  the  whole  person.  The 
beautiful  so  experienced  has  a moving,  confirming, 
or  transforming  effect.  It  is  not  diversion.  It  is 
re-creation  if  we  can  take  this  concept  seriously. 
It  is  work-doing  and  practical;  in  fact,  it  is  indis- 
pensable. It  is  needed  to  keep  the  individual  and 
his  ambience  together.  Whole-making  is  not  just 
something  achieved  and  then  left  alone.  It  can 
never  be  taken  for  granted.  It  needs  periodic  ex- 
ercise, use,  and  maintenance,  just  as  do  muscle 
function  and  muscle  integrity.  That  is  why  the 
enjoyment  of  beauty  is  a physiologic  necessity. 

Comments 

This  is  not  the  place  to  elaborate  on  these 
issues.  It  is  sufficient  to  know  that  our  basic  ex- 
change with  people  is  through  the  resonance  and 
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mutuality  we  can  achieve  by  these  structures.  Ex- 
perience forms  are  expressible,  in  fact  we  cannot 
fail  to  express  them  (not  profess  them).  They  can 
be  conveyed  in  the  semiotic  forms  that  are  avail- 
able or  in  such  constructions  as  we  can  create  our- 
selves. Through  giving  resonance,  through  mutal- 
ity  and  communion,  we  may  grow  by  these  pro- 
cesses and  can  become  cultivated  persons.  Such  a 
person  is  above  all  perceptive  about  other  people’s 
expectations  and  attitudes,  about  what  makes  oth- 
ers pleased  or  hurt.  Understanding  interpersonal 
relations  really  means  an  understanding  of  other 
people’s  experiential  life.  One  becomes  a cultivat- 
ed person  through  subtle  uncoercive  give-and-take 
with  others,  and  beyond  that,  through  the  lives 
and  expressed  experience  forms  of  many  individu- 
als to  whom  we  cannot  speak:  people  in  faraway 
places  or  people  who  lived  some  time  ago.  The 
cultivated  person  understands  the  expressed  expe- 
rience forms  of  a great  many.  But  it  takes  time 
and  aging  to  accomplish  this. 

The  consequences  of  one’s  behavior,  as  these  be- 
come internalized  reinforcers,  work  their  effects 
constantly.  The  cultural  world  offers  rewards  or 
aversive  consequences  which  become  reinforcers  of 
behavior.  Social  practices  and  encoded  expecta- 
tions can  deprive  certain  classes  of  persons  of  posi- 
tive cultural  reinforcements.  Old  people,  in  our 
time  and  culture,  find  a very  restricted  spectrum 
where  their  active  life  is  reinforced  positively  by 
society.  The  sour,  and  indeed  often  the  surly, 
view  that  our  youngsters  have  of  old  age  is  a corol- 
lary to  the  denial  of  the  scope  of  old  age  that  their 
parents  practice.  The  strength  of  youth  and  the 
vigor  and  adventurousness  of  their  actions  cannot 
be  matched  by  the  old,  just  as  the  strength  and 
downright  practical  power  of  the  wisdom  of  the  old 
cannot  be  matched  by  the  young.  The  judging  of 
excellence  must  take  into  careful  account  what 
kind  we  are  considering.  Forms  of  excellence  are 
not  commensurable;  each  has  its  role,  its  function, 
its  power,  and  its  drawbacks.  Creativity  to  find 
more  satisfying  new  ways  in  old  age  is  a continuous 
pressure  in  our  days  and  is  the  proper  function  of 
aging.  But  because  the  power  needed  for  creative 
activity  is  often  weak  in  the  old,  one  could  con- 
clude that  just  as  youth  is  often  wasted  on  the  i 
young,  old  age  is  often  wasted  on  the  old. 

Older  persons  are  slower,  less  ready  for  new 
problems,  slower  in  problem-solving  tasks.48  j 
They  are  slower  in  shifts.49  In  all  these  areas  ] 
there  is,  one  might  say,  deficiency  or  diminution  of 
sorts.  But  they  have  three  developing  capacities:  < 

(1)  only  older  people  have  an  increasingly  long  ex- 
periential trajectory;  (2)  they  are  pressed  by  the  1 
knowledge  and  increasing  vital  awareness  that  the  i 
span  of  life  left  is  limited,  and  indeed,  it  must  end  < 
before  long;  and  (3)  they  are  subjected  by  the  slow-  i 
ing  psychobiologic  processes  to  a consequent  need  1 
for  clarity  and  peace.  These  three  force  compo-  j 
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nents  make  the  old  particularly  suitable  instru- 
ments for  appreciation  of  the  continuity  of  life  and 
for  the  construction  of  some  harmonious  view  of 
life  and  its  overall  worth.  But  just  as  in  earlier  pe- 
riods the  pressures  do  not  always,  or  even  most  of 
the  time,  result  in  a happy  or  successful  resolution, 
so  the  pressures  in  old  age  often  fail,  that  is,  the 
needs  for  a harmonious  view  of  life  and  its  overall 
worth  will  not  result  in  finding  such.  Yet  the  need 
is  there,  and  old  age  is  particularly  suitable  and 
particularly  constrained  by  its  intrinsic  needs  and 
increasing  limitations  for  such  pursuits.  The  old 
age  of  Michelangelo,  Renoir,  John  Dewey,  White- 
head,  or  of  Confucius  created  a new  integration 
and  innocence  that  conferred  large  benefits  on  the 
social  world  each  was  part  of. 

In  the  aging  of  cells,  we  know  now,  the  number 
of  possible  cell  divisions  are  genetically  pro- 
grammed for  each  species.  It  seems  that  each  cell 
in  the  sequence  of  division  from  conception  on  is 
marked  as  to  its  place  and  quality  on  this  trajecto- 
ry.50 The  function  of  each  stage  is  age  specific. 
Of  course  in  human  functions  this  age  specificity  is 
hard  to  pinpoint,  for  man’s  behavior  is  inextrica- 
bly compounded  of  native  capacities  and  cultural 
opportunities  and  constraints,  as  found  integrated 
in  experience  forms.  The  latitudes  and  differ- 
ences maintained  by  culture  are  infinitely  more 
varied  than  the  ecology  of  any  other  living  kind. 
Yet  it  is  not  too  farfetched  to  infer  that  each  peri- 
od of  a person’s  life  is  particularly  suitable  for  par- 
ticular activities.  Some  may  wish  to  remain  in  one 
kind  of  life  activity  “for  good,”  while  their  age-spe- 
cific capacities  move  on,  as  early  capacities  close 
off  and  new  ones  open.  So  we  see  persons  remain 
childish  in  many  ways  while  their  capacities  and 
even  much  of  their  appearance  is  of  the  aged. 
Just  as  there  is  premature  aging,  so  is  there  the 
phenomenon  of  the  immaturely  aged,  or  puerile 
arrest.  We  often  see  a striving  for  athletic  sexual- 
ity (more  often,  sexual  athleticism),  or  unreason- 
able physical  endurance,  in  the  aging.  This  is  like 
asking  a young  person  to  be  wise:  it’s  cruel.  For 
neither  has  the  wherewithal  for  that  chimeric  task. 

Since  the  life  of  man  preserves  much  of  the  ex- 
perience forms  of  people,  one  can  review  and  find 
satisfaction  in  one’s  accomplishments,  not  in 
name,  technique,  or  some  flagrant  effects,  but  as 
woven  into  the  texture  of  life  that  surrounds  one 
and  as  it  is  carried  on  for  the  most  part  in  inter- 
personal relations.  Preparation  for  old  age  in- 
volves integrating  into  one’s  experiential  system 
one’s  consequences  in  the  world.  This  relates  to  a 
feeling  of  competence,  to  a feeling  of  worth  and 
usefulness.  These  are  important  aspects  that  can- 
not easily  be  glossed  over  in  old  age,  as  they  can  be 
earlier,  when  the  push  and  pull  of  activism  can 
cover  a multitude  of  emptiness.  Early  cultivation 
helps.  But  it  is  seldom  too  late,  and  once  securely 
achieved,  such  integration  is  very  strong.  We  see 


people  who  because  of  organic  brain  damage  lose 
much  of  their  memory,  the  ability  to  recall  earlier 
experience  entities,  and  may  even  forget  their  own 
names;  yet  once  the  early  wants  and  needs  are  cast 
in  solid,  agreeable  and  harmonious  forms,  these 
hopelessly  depleted  individuals  who  are  still  per- 
sons, remain  pleasant  and  contented  even  in  hos- 
pitals. 

View  of  continuity 

The  older  person’s  need  for  continuity  makes 
him  observe  younger  and  more  potent  people, 
their  lives,  their  accomplishments,  as  a continua- 
tion of  his,  the  aged  person’s,  own  experience 
forms.  This  requires  a view  and  appreciation  of 
continuity.  Old  people  need  to  see  continuity, 
and  truly,  they  are  much  rattled  by  anything  that 
shows  or  suggests  disconnected  change,  that  re- 
quires a sort  of  brand  new  beginning.  We  know 
that  old  people  have  always  been  fond  of  the 
young  who  carry  on  the  work  that  the  older  ones 
worked  on  when  they  were  young.  This  is  not 
only  a question  of  maintaining  the  equivalence  of 
one’s  own  life  activity  within  the  ongoing  stream  of 
life.  That  is  a good  part  of  it.  But  the  old  person 
can  actually  enjoy  the  activities  and  accomplish- 
ments of  the  young  as  a process  by  finding  a vital 
connection  to  his  own  experience  forms.  In  that 
way  the  older  person  can  become  more  solid,  more 
functional,  without  needing  to  bother  with  detail 
or  first-hand  pressures,  as  seen  for  example  in  the 
role  of  grandparent.  Here  the  older  forms  are  not 
used  and  reactivated  as  reminiscences  but  as 
structures  connectable  and  extendable  to  those  of 
the  new  people,  thereby  gaining  in  importance,  in 
color,  in  generality,  in  validation  of  the  old,  by  life 
itself.  Here  lies  the  necessity  for  old  people  to 
stay  away  from  institutions  of  the  aged,  from  re- 
tirement villages,  and  so  forth.  True,  old  people 
need  the  conveniences  and  care  that  are  somewhat 
specialized.  But  they  also  have  to  see,  feel,  and 
connect  with  the  world  that  moves  and  creates 
new  things,  and  find  a vital  link  with  their  own  ex- 
perience forms.  This  activates  them  enjoyably 
without  their  needing  to  transform  or  to  learn  too 
much  anew. 

Increasingly,  the  necessity  to  compose  the  ear- 
lier experience  entities  of  one’s  life  and  fit  them 
into  the  ongoing  cultural  transformations  makes 
the  aging  person  recall  earlier  experience  forms. 
This  often  makes  for  some  rather  boring  reminis- 
cences. Often  old  people  recall  a few  old  events 
and  recount  them  reliably  over  and  over  again. 
The  surrounding  human  world  can  almost  predict 
the  whole  manner  of  recall.  While  polishing  a few 
past  events  in  reminiscing  is  easy  and  gratifying, 
we  modify  them  even  in  such  a process.  But  aging 
can  do  more.  It  can  seriously  transform  them  in 
light  of  new  knowledge,  new  work,  and  new  kinds 
of  individualities.  It  may  not  be  a brand  new 


thrust  in  the  mode  of  youth,  not  creating  in  such  a 
massive  way,  yet  it  is  a similar  process:  trans- 

forming the  old  by  integrating  it  with  new  discov- 
eries. In  this  way  old  age  can  still  be  very  progres- 
sive. And  as  new  creation  gives  one  the  feeling  of 
power,  old  age  can  participate  in  this  feeling  of 
power.  But  it  is  a different  situation  from  what 
obtained  at  the  height  of  one’s  greatest  potency. 
The  emphasis  in  old  age  is  on  the  old  accomplish- 
ments, polishing  and  enjoying  them,  and  placing 
them  in  the  largest  schemes  of  life  without  too 
much  alteration.  It  is  a creative  type  of  recall  that 
serves  the  needs  of  old  age  and  is  under  little  pres- 
sure to  create  something  altogether  unique.  It  is 
rather  the  retroactive  extension  of  the  new  crea- 
tive attainments  of  other,  younger  people:  under- 
standing and  relating  to  one’s  own  generation  and 
making  the  young  realize  that  their  new  creations 
are  part  of  this  ever-ongoing  process  of  life.  Here 
old  age  has  a particular  service  and  function  to 
perform.  Like  all  genuine  human  service  and 
function,  it  is  both  a self-serving  affair,  in  the  best 
sense  of  the  expression,  and  a general  human  ser- 
vice. For  this  composing  of  the  new  with  one’s 
own  experience  forms  is  a creative  reanimation  of 
one’s  old  and  perhaps  most  prized  processes,  and 
in  this  sense  is  self-confirming  and  self-nourishing. 
It  performs  at  the  same  time  an  indispensable 
function  that  is  particularly  suited  to  the  old  orga- 
nism: placing  and  seeing  the  new  in  the  larger 

context  of  life’s  trajectories. 

Death  is  an  increasing  reality  in  aging,  or  to  put 
it  differently,  as  time  goes  on  one  must  face  the 
limit  of  one’s  personal  life.  We  all  know  that  man 
does  not  live  forever.  But  the  syllogism  which 
proves  Socrates  mortal  is  a far  cry  from  the  reali- 
zation of  old  people  that  the  end  is  not  too  far  off. 
It  affects  them  differently.  It  constitutes  a differ- 
ent experience;  and  the  corollary  requirement  to 
restructure  one’s  life  style  in  terms  of  years  left 
must  be  met.  A new  desire  arises  which  repre- 
sents a summarizing,  a simplifying,  a clarifying 
pressure.  In  youth  incongruities  and  uncertain- 
ties bother  the  person  less.  Aging  increasingly 
mandates  a simplification  in  the  most  constructive 
sense;  not  a truncation  or  chopping  down  of  con- 
tradictory experience  forms,  but  a strong  effort 
toward  assimilation  and  integration,  to  find  one’s 
meaning  in  the  sweep  of  life  events.  An  increasing 
religious  turn  connotes  not  so  much  a timidity  or  a 
giving  up,  so  often  imputed  to  the  aging,  than  a 
sign  of  an  intense  quest  to  find  a rebinding  of  one’s 
self,  in  the  original  sense  of  the  word  religion,  as  a 
functional  individuality  in  the  ever-ongoing  events 
of  the  world.  It  is  an  effort  toward  sense  making 
and  the  celebration  of  it. 

In  conclusion  let  us  not  forget  that  experience 
forms  have  a very  strong  desire  component:  they 
never  arise  without  need  or  motive  power.  The 
person  is  a system  of  desires.  With  aging  these 
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desires  cool,  diminish;  their  instrumentalities  be- 
come increasingly  less  keen.  Yet  desires  contin- 
ually modify  conditions.  Experience  continually 
makes  them  different,  always  in  search  of  their 
more  competent  fulfillment  and  a better  integrat- 
ed overall  system  of  them.  When  in  later  years  we 
discover  that  some  desires  are  harmful  to  other 
strivings  we  practice,  we  undergo  a painful  exis- 
tential predicament.  When  we  discover  that  some 
of  our  strivings  are  harmful  to  others,  we  must 
square  ourselves  somehow:  justify  or  face  them 

and  undergo  the  painful  turmoil  of  modification. 
In  this  process,  we  become  altered  systems  of  de- 
sires. And  as  we  see  the  world  and  our  fellow 
creatures  through  our  needs  and  desires,  with  an 
altered  system  of  desires  will  go  an  altered  way  of 
seeing  and  seeking.  In  this  way  we  become  better 
or  worse  human  beings.  Better  for  what,  you  may 
ask.  Better  for  our  own  family,  better  for  our  own 
group  of  people,  or  better  for  the  growth  and  com- 
petence of  mankind?  Whatever  the  case,  no  one 
can  stay  the  same;  the  cumulative  and  integrative 
transformations  through  experience  continue. 
And  so,  with  aging  we  achieve  something.  As  the 
Chinese  say,  we  hope  we  do  not  become  old  in 
vain. 
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How  far  can  we  trace  back  the  history  of  com- 
municable diseases?  Which  diseases,  if  any,  were 
present  in  America  before  the  arrival  of  the  white 
men?  It  is  difficult  to  explain  how  some  of  them, 
especially  acute  infections  usually  connected  with 
childhood,  were  spread  over  distant  parts  of  the 
world  in  the  past,  considering  the  long  time  it  took 
in  former  centuries  to  travel  from  one  continent  to 
another. 

Most  communicable  diseases  are  characterized 
by  a rather  short  incubation  period  which  varies 
from  two  or  three  days  in  scarlet  fever,  hardly 
more  in  other  bacterial  infections  like  diphtheria, 
to  eleven  days  in  measles,  about  two  weeks  in 
smallpox  and  chickenpox,  and  up  to  three  weeks  in 
mumps.  Many  of  the  common  infections  are 
caused  by  viruses  and  are  contagious  only  for  an 
extremely  brief  period,  although  viremia  can  per- 
sist and  be  demonstrated  for  a longer  time.  A pe- 
diatric textbook  states,  for  instance,  that  no 
spread  of  measles  will  result  in  a hospital  if  the 
quarantine  is  lifted  forty-eight  hours  after  a pa- 
tient’s temperature  has  become  normal.1  This 
corresponds  to  the  common  experience  of  practic- 
ing physicians  that  a child  probably  will  not  catch 
measles  from  a contact  whose  rash  is  older  than 
one  day.  Another  important  point  is  that  there 
are  no  healthy  carriers  of  viruses,  since  viruses  do 
not  stay  alive  long  enough  in  average  temperatures 
outside  the  host’s  cells.  In  the  laboratory  viruses 
need  live  tissue  cultures  to  be  kept  alive  and  can- 
not grow  on  any  culture  medium  used  for  bacteria. 

Columbus,  on  his  three  voyages,  saw  no  land  for 
about  three  months  between  Spain  and  the  first 
West  Indian  islands.  Some  explorers,  like  Vasco 
da  Gama  in  1497,  landed  a few  times  on  the  way, 
or  followed  longer  courses.  John  Cabot  and  his 
crew  of  18  men  used  the  shortest  route  from  Bris- 
tol, England,  which  still  took  nearly  two  months. 
Children,  of  course,  were  not  aboard  these  explor- 
ers’ ships,  making  the  transmission  of  certain 
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types  of  diseases  unlikely.  The  voyage  of  the 
Mayflower  still  lasted  sixty-six  days,  and  other 
voyages  of  the  same  period  took  over  four  months. 
Ocean  crossing  did  not  become  faster  until  steam- 
boats were  made  practical,  long  after  Fulton’s  in- 
vention of  1807. 

In  the  middle  of  the  sixteenth  century,  scurvy, 
“the  black  death  of  the  sea,”  began  to  loose  its  me- 
nacing hold  on  sailors  when  vegetables  and  fruits 
were  added  to  their  standard  diet.2  But  new 
kinds  of  health  problems  arose  instead,  as  soon  as 
larger  boats  came  into  use  for  carrying  greater 
groups  of  people,  immigrants  from  Europe  and 
slaves  from  Africa,  to  the  New  World.  This  era 
started  with  the  first  slave  ship  from  the  African 
west  coast  landing  in  San  Domingo  as  early  as 
1510. 3 Countless  transports  of  that  kind  followed, 
all  characterized  by  crowding  human  beings  into 
the  hulls,  worse  than  cattle,  under  utterly  unsani- 
tary conditions,  so  that  the  last  square  inch  of 
space  would  not  be  wasted,  for  a profitable  cargo. 
However,  white  immigrants  did  not  fare  much  bet- 
ter. Only  fractions  of  their  numbers  lived  through 
the  grueling  trips  to  see  the  New  World.  It  may 
suffice  to  mention  a few  statistical  data,  such  as, 
when  Francis  Blackwell,  one  of  the  leading  Puri- 
tans from  Amsterdam,  left  Holland  with  180  pas- 
sengers in  1618,  only  50  of  them  landed  in  Virgin- 
ia. The  other  130,  including  Blackwell  himself 
and  the  captain,  had  succumbed  to  a disease  on 
the  way.  The  transport  that  brought  William 
Penn  to  America  in  1682  recorded  30  deaths  from 
smallpox  aboard  ship.4 

Epidemic  outbreaks  of  acute  communicable  dis- 
eases, specifically  smallpox  and/or  measles,  had 
occurred  in  America  by  the  sixteenth  and  seven- 
teenth centuries,  within  one  and  one-and-a-half 
centuries  after  the  discovery  of  the  new  continent. 
It  is  difficult  to  reconcile  the  short  span  of  conta- 
giousness of  such  infections  with  the  long  duration 
of  the  sea  voyages.  Indeed,  several  contagious  dis- 
eases did  not  enter  America  for  a long  time,  such 
as  the  plague  which  first  appeared  in  San  Francis- 
co’s Chinatown  as  late  as  1907. 5 For  those  conta- 
gious diseases  which  did  reach  America  in  the 
early  years,  we  must  assume  that,  despite  the  ex- 
treme contagiousness,  only  smaller  groups  of  pas- 
sengers aboard  an  individual  ship  fell  ill  at  ont 
time,  and  successively  more  groups  were  infected 
so  that,  at  the  time  of  landing,  some  patients  still 
were  in  active  contagious  stages. 

Nomenclature  and  disease  identification 

An  attempt  to  determine  which  communicable 
diseases  were  introduced  to  America  and  to  trace 
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back  these  historical  happenings  meets  with  two 
main  obstacles:  (1)  The  confusing  nomenclature 

of  former  centuries  which  makes  it  difficult  to 
identify  syndromes  as  entities  of  modern  terminol- 
ogy, and  (2)  the  problem  of  ascertaining  which  dis- 
eases had  been  indigenous  to  the  native  Indian 
population  before  the  invasion  from  other  conti- 
nents. 

The  concept  of  classifying  diseases  as  to  their 
etiology  is  of  rather  recent  origin,  practically  not 
older  than  from  the  nineteenth  century,  although 
many  specific  symptoms  with  some  of  their  cir- 
cumstantial relationships  had  been  recognized, 
often  since  antiquity.  Hardly  any  causative  dif- 
ferentiation existed.  Mechanistic  or  rationalizing 
systems,  such  as  humoral  changes  in  the  body  or 
supernatural  forces,  often  comprised  the  most  di- 
vergent syndromes.  Until  almost  two  centuries 
ago,  Galenic  humoralism  retained  its  dogmatic  po- 
sition in  medical  thinking.  Some  of  the  exanthe- 
matous diseases  were  described  by  the  great  Ara- 
bic physician,  Rhazes,  w’ho  lived  around  900  A.D. 
He  considered  several  of  them  to  be  related  mor- 
bid manifestations  but  occurring  with  different 
features  under  different  circumstances.  For 
centuries,  generic  names  were  used  for  a variety  of 
diseases,  such  as  "leprosy”  for  all  kinds  of  hideous- 
looking  skin  afflictions,  or  “plague”  and  "pesti- 
lence” for  a number  of  epidemic  scourges.  The 
first  one  to  distinguish  measles  from  smallpox  as  a 
separate  entity  was  Thomas  Sydenham,  in  1670, 
who  contradicted  the  conventional  belief  that  both 
were  just  two  different  forms  of  one  malady.  In 
the  mid-eighteenth  century,  the  Swedish  botanist, 
Carl  Linne,  proposed  his  remarkable  “Systema 
Naturae”  which  was  extended  to  clinical  medicine 
by  Boissier  de  Sauvages,  whose  classification  must 
have  impressed  Benjamin  Rush  enough  for  him  to 
accept  de  Sauvages’  designation  of  chickenpox  as 
“scarlatina  variolosa”  as  late  as  1796. 


American  Indians — paleopathology 

The  isolation  of  the  American  Indians  from  the 
Euro-Asian  landmasses,  before  the  European  ex- 
plorers arrived,  was  so  complete  that  they  escaped 
almost  all  the  great  epidemic  diseases  and  major 
killers  of  the  old  continents.6  Early  reports  de- 
scribe the  Indians  as  strong,  healthy,  and  free  of 
disease,  and  even  endowed  with  a tremendous 
fund  of  medical  knowledge.1  The  tales  of  miracu- 
lous herbs  probably  can  be  explained,  like  those  of 
fabulous  treasures  of  gold  and  silver,  by  the  expec- 
tations of  white  travelers  that  they  would  find 
wealth  and  the  universal  remedy  for  illness,  per- 
haps a fountain  of  youth.  In  more  recent  times, 
anthropologic  studies  seemed  to  bear  out  such  be- 
liefs as  the  Indians’  virtual  freedom  from  physical 
defects,  serious  liver  or  kidney  ailments,  cardiac  or 
arterial  disorders,  glandular  affections,  hernias, 


skin  disease,  stomach  ulcer,  or  cancer.  They  were 
said  to  be  plagued  often,  as  later  reports  continued 
to  confirm,  by  digestive  complaints,  probably  re- 
sulting from  irregular  dietary  habits,  starving  on 
many  occasions  and  feasting  on  others.  However, 
modern  investigators  have  raised  considerable 
doubt  about  the  alleged  absence  of  major  disease 
among  the  pre-Columbian  Indians. 

The  most  ravaging  "gifts”  the  red  men  received 
from  the  newcomers,  next  to  rum,  undoubtedly 
were  epidemic  diseases.  There  are  numerous  re- 
ports of  devastating  epidemics  of  smallpox,  such 
as  the  one  of  1617,  which  nearly  wiped  out  of  exis- 
tence the  Pawkunnawkutts  and  Massachusetts  In- 
dians.8 According  to  Vogel,9  within  half  a century 
the  number  of  Indians  living  within  200  miles  of 
white  settlements  in  North  Carolina,  was  reduced 
to  one-sixth.  Stearn  and  Steam3  give  a vivid  de- 
scription of  the  disastrous  effect  of  smallpox  alone 
on  the  destiny  of  the  Indians,  how  this  disease,  as  a 
weapon  in  the  hands  of  the  white  man  was  feared 
by  the  red  man  more  than  were  bullets  and  swords, 
and  killed  more  Indians  in  the  early  centuries  than 
any  other  single  disease.  The  extremely  high  mor- 
tality rate  among  Indians  from  both  smallpox  and 
measles  probably  indicates  a lack  of  immunity, 
and  may  mean  that  neither  of  these  two  diseases 
was  indigenous  to  America.  Yellow  fever,  also, 
seems  to  have  been  absent  until  its  vector,  the 
mosquito  Aedes  aegypti,  was  imported  with  Afri- 
can slaves,  probably  not  before  the  seventeenth 
century.10  One  disease  that  may  have  been  pres- 
ent is  malaria. 

The  most  important  area  of  paleopathology,  a 
branch  of  medical  history,  is  the  documentation  of 
pathologic  changes  in  bones  hundreds  and  thou- 
sands of  years  old.  Remains  of  prehistoric  Indians 
have  been  studied  with  great  care  as  the  ancient 
Egyptian  mummies  were.  Yet  Saul11  points  out 
that  only  a few  diseases  can  be  identified  from  the 
findings  on  old  and  brittle  bones  alone.  In  recent 
years,  considerable  progress  has  been  made  in  that 
field  leading  to  the  contradiction  of  the  allegation 
that  the  early  Indians  were  blessed  with  extraordi- 
nary health.  Putschar12  in  Jarcho’s  Human 
Paleopathology  states  that  there  is  evidence  not 
only  of  developmental  defects,  such  as  cleft  palate, 
harelip,  and  spina  bifida,  also  of  urinary  calculi,  of 
inflammatory  changes  of  bones  as  results  from 
trauma,  neoplasm,  osteoporosis,  and  arthritis,  but 
also,  most  relevant  to  this  presentation,  of  a vari- 
ety of  infectious  diseases.  The  differentiation  of 
their  specificity  has  become  a topic  of  debate.  Le- 
sions, which  had  long  been  considered  typical  of 
venereal  syphilis,  now  were  proved  to  be  indistin- 
guishable from  yaws  and  other  nonvenereal  en- 
tities.11,13 On  the  other  hand,  the  commonly  dem- 
onstrated erosion  or  calcification  in  some  verte- 
brae must  be  considered  produced  by  an  abscess  of 
the  psoas  muscle  or  by  Pott’s  disease,  which  seems 
to  prove  that  the  ubiquitous  tuberculosis  was  one 
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communicable  disease  that  was  present  with  the 
American  Indians  ages  before  the  arrival  of  the 
white  man. 

From  the  great  number  of  communicable  diseas- 
es spread  over  the  world,  three  acute  entities, 
namely  smallpox,  yellow  fever,  and  measles,  and 
three  chronic  ones,  malaria,  tuberculosis,  and 
syphilis,  were  arbitrarily  chosen  for  this  discussion 
because  they  illustrate  most  prominently  out- 
standing historic  happenings  combined  with  spe- 
cial impacts  on  the  American  people. 

Acute  communicable  diseases 

Smallpox.  Probably  the  most  widespread  dis- 
ease in  the  world,  smallpox,  was  present  in  ancient 
Egypt  as  early  as  1000  B.C.,  as  evidenced  by  find- 
ings on  mummies,  and  was,  incidentally,  attrib- 
uted to  divine  judgment  on  the  wickedness  of 
mankind.  The  Greco-Roman  and  Alexandrian 
schools  later  reported  a disease  which  obviously 
was  smallpox.  Their  explanation  was  more  ratio- 
nal although  not  yet  completely  devoid  of  religious 
aspects.14  The  first  description  more  acceptable 
to  us  came  from  the  Arabic  physician,  Rhazes, 
around  900  A.D.,  who  recognized  measles  as  hav- 
ing characteristic  features  of  smallpox,  but  being  a 
more  dangerous  form.15  Generally,  smallpox 
seems  to  have  been  mild  and  rarely  fatal  in  antiq- 
uity, but  it  became  more  virulent  during  the  Re- 
naissance period  when  it  spread  farther  over  Eu- 
rope and  turned  into  an  excessive  threat  when  it 
invaded  the  New  World  from  1517  on,  making  the 
native  Indian  population  the  principal  victims  of 
devastating  epidemics  and  bringing  the  American 
Indians  very  close  to  the  point  of  extinction.3,16 
In  1677  Thomas  Thacher,  a Boston  clergyman  who 
also  practiced  medicine,  published  a broadside 
considered  to  be  the  first,  or  possibly  second,  print 
on  a medical  topic  in  America,  “A  Brief  Rule  to 
Guide  the  Common  People  of  New  England  How 
to  Order  Themselves  and  Theirs  in  the  Small 
Pocks  or  Measels.”17  It  consisted  of  a double  col- 
umn printed  on  a single  page  in  a poster-like  fash- 
ion. Smallpox  and  measles  were  grouped  together 
according  to  the  general  belief  that  they  were  not 
separate  diseases.  The  selection  of  this  topic  for 
the  historical  publication  illustrates  the  great  at- 
tention which  both  scourges  merited  and  received 
in  the  American  colonies.  In  the  meantime,  how- 
ever, the  great  English  clinician,  Sydenham,  had, 
in  1675,  established  the  differentiation  of  the  two 
diseases  as  separate  entities,  a diagnostic  mile- 
stone in  medical  history..  The  term  “smallpox” 
dates  back  from  the  sixteenth  century  when  it 
came  into  use  in  England  to  differentiate  it  from 
“great  pox”  or  syphilis,  corresponding  to  the  con- 
temporary French  names  “la  petite  verole”  and  “la 
grosse  verole”  respectively. 

Smallpox  was  the  first  object  of  preventive  med- 
icine by  an  active  approach  which  originated, 


probably  independently,  in  different  and  distant 
parts  of  the  world.18  In  Africa  both  Negroes  and 
Arabs  and  in  Asia  Hindus  and  Chinese  had  been 
using  “variolation”  for  a long  time,  either  by  in- 
serting pus  from  smallpox  pustules  or  dried  scabs 
into  slight  cuts  in  the  skin  or  by  insufflating  such 
material  into  nostrils.  Travelers  to  the  Near  and 
the  Far  East  brought  tales  of  these  procedures 
home  to  Europe,  leading  to  some  isolated  and  un- 
publicized trials  in  France,  Italy,  and  Hungary.  In 
1720,  Lady  Mary  Wortley  Montague,  the  wife  of  a 
British  ambassador  to  Turkey,  after  returning 
home  to  London,  popularized  the  procedure  which 
she  had  been  shown  in  Constantinople,  by  having 
her  own  daughter  inoculated.  Newgate  prisoners 
were  used  for  further  experiments.18  Then  the 
Prince  and  Princess  of  Wales  had  their  daughters 
inoculated,  and  other  members  of  the  British  aris- 
tocracy followed  their  example.18  At  the  same 
time  New  England  happened  to  be  hit  by  a severe 
epidemic,  and  the  exciting  news  about  variolation 
in  England  reached  the  Rev.  Cotton  Mather  in 
Boston  who  also  learned  from  a Negro  slave  by  the 
name  of  Onisemus  about  the  old  African  folk  prac- 
tice.18 Mather  was  able  to  convince  Dr.  Zabdiel 
Boylston  of  this  method’s  merit  who  then  tried  it 
on  a wide  scale  in  Massachusetts  with  impressive 
results.18  This  deliberately  induced  illness  had 
the  obvious  drawback  that  true  unmitigated  small- 
pox was  transmitted,  that  the  contagiousness  was 
unaltered,  and  full-blown  smallpox  was  easily 
passed  on  to  susceptible  contacts. 

It  took  another  seventy-five  years  before  an  En- 
glish country  physician,  Edward  Jenner,  M.D., 
solved  this  problem  by  substituting  cowpox  for 
smallpox  as  a source  for  the  immunizing  material, 
adopting  the  popular  belief  that  milkmaids  who 
had  acquired  localized  blisters  on  their  hands  from 
the  trivial  cowpox  on  udders,  as  frequently  hap- 
pened, were  protected  against  both  cowpox  and 
smallpox  on  subsequent  exposures.  Dr.  Jenner 
made  vaccination,  from  the  Latin  “vacca,”  the 
cow,  a practicable  and  effective  procedure  for  se- 
ries immunization.  However,  he  was  not  the  actu- 
al inventor  or  discoverer  of  this  method.19 
Twenty-two  years  earlier  Benjamin  Jesty,  a farm- 
er, had  inserted  the  pus  from  lesions  on  the  udders 
of  cows  into  the  arms  of  his  wife  and  two  sons  with 
a stocking  needle  and  obtained  perfect  immunity. 
The  Jennerian  Institute  in  London  recognized  him 
as  the  first  vaccinator,  although  he  was  neither  the 
first  nor  the  only  person  to  transfer  cowpox  to 
human  beings.  It  was  also  done  in  Germany 
where  a vaccination  was  performed  with  equally 
proved  success,  five  years  before  Jenner’s  publica- 
tion, by  Peter  Plett,  again  a layman,  who  had  seen 
a physician  do  a variolous  inoculation.  Vaccina- 
tion was  brought  to  America  in  1800.  Dr.  Haygard 
of  Bath,  England,  sent  a glass-stoppered  bottle 
containing  threads  soaked  with  cowpox  lymph  to 
Benjamin  Waterhouse,  M.D.,  in  Boston,  who  used 
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it  on  his  own  children.  The  farsighted  Pres. 
Thomas  Jefferson  was  deeply  impressed  by  the 
novel  project  and  readily  had  his  children  vacci- 
nated.20 He  could  even  persuade  an  Indian  tribe 
to  accept  vaccination  voluntarily  by  convincing 
them  that  the  Great  Spirit  had  made  a precious 
donation  to  enlightened  white  men,  and  that  the 
harmless  “kinepox”  (kine,  an  archaic  word  for 
cows),  would  render  them  unsusceptible  to  the 
dreaded  smallpox.  The  good  results  spoke  for 
themselves  and  for  the  President’s  good  will.  Dif- 
ficulties, of  course,  were  unavoidable.  Some 
groups  opposed  the  idea  of  vaccination,  and  bellig- 
erent confrontations  had  to  be  met.21  Obtaining 
potent  vaccine  presented  a great  problem,  because 
too  often  the  vaccine  was  improperly  preserved 
and  proved  ineffective,  so  that  the  material  had  to 
be  transferred  from  arm  to  arm.  A Spanish  expe- 
dition to  Peru,  in  1803,  took  22  children  along  who 
were  successively  vaccinated,  thus  preserving  the 
precious  fluid  for  use  on  50,000  persons.21 

The  United  States  and  Canada  directed  inten- 
sive campaigns,  to  Indian  schools  especially,  with 
gratifying  results.  The  U.S.  Vital  Statistics  Office 
registered  one  death  from  smallpox  among  the  In- 
dian population  in  1938.  A rather  general  use  of 
vaccination  in  Europe  and  America,  even  compul- 
sory in  many  countries,  was  highly  effective. 
There  are  some  illustrative  figures,  resembling  a 
controlled  study,  from  the  Franco-Prussian  war  of 
1870  to  1871:  the  Prussian  army,  with  a high  vac- 
cination ratio,  registered  278  deaths  from  small- 
pox, whereas  the  French  army,  with  an  inferior  im- 
munization system,  lost  25,000  men  from  the  same 
disease.15  There  are  areas  now  where  vaccination 
has  virtually  vanished  in  “developed”  countries. 
However,  the  disease  is  still  around  in  the  rest  of 
the  world  as  can  be  seen  from  the  report  of  the 
World  Health  Organization  that  “at  least”  132,339 
cases  had  occurred  in  1973.22 

\ ellow  fever.  Like  smallpox,  yellow  fever  used 
to  be  one  of  the  most  malignant  communicable 
diseases  ravaging  through  the  Americas,  until  the 
development  of  a live  virus  vaccine  and  systematic 
campaigns  resulted  in  its  virtual  conquest.  Unlike 
smallpox  it  is  not  contagious  but  is  spread  only 
through  a mosquito  vector,  the  Aedes  aegypti.  It 
is  noteworthy  that  Asia  is  one  continent  where  yel- 
low fever  had  never  been  recorded,  notwithstand- 
ing a wide  dispersion  of  Aedes  mosquitoes  which, 
in  that  very  same  area,  carry  another  common  and 
even  closely  related  virus  disease,  dengue  fever. 
Although  the  existence  of  animal  reservoirs  has 
been  proved,  mosquitoes  transmit  yellow  fever  only 
rrom  man  to  man  in  populated  areas.  There  is 
good  reason  to  believe  that  the  disease  ultimately 
came  from  Africa  despite  the  proposition  of  the 
Cuban  physician  Carlos  J.  Finlay,  famous  for 
being  the  first  man  to  suspect  mosquitoes  as  trans- 
mitters, that  America  was  the  place  of  origin.10 


Yellow  fever  has  always  been  known  as  a mild  dis- 
ease in  African  Negroes,  while  in  American  Indi- 
ans it  was  a very  severe  one.  Since  one  bout  of 
this  illness  produces  permanent  immunity,  it  is 
conceivable  that  the  pre-Columbian  Americans 
never  had  been  exposed  to  this  virus,  whereas  Afri- 
cans, through  long  contacts,  may  have  developed 
some  degree  of  resistance. 

From  the  fifteenth  through  the  eighteenth 
centuries  entire  populations  in  America,  especially 
in  Mexico  and  the  West  Indies,  were  decimated  at 
a rate  of  10  to  12  per  cent  by  epidemics  of  appar- 
ent yellow  fever.23  Indians  and  Europeans,  both 
probably  exposed  for  the  first  time,  suffered  alike. 
Philadelphia  experienced  some  of  the  worst  epi- 
demics, and  its  renowned  Benjamin  Rush,  was  the 
first  one  to  write  a series  of  clinical  descriptions 
beginning  in  1793. 24  He  also  reported  dengue  or 
“Break-bone  fever,”  a painful  but  never  fatal  enti- 
ty, later  also  connected  with  the  same  Aedes  ae- 
gypti mosquito  as  its  vector.  Rush  did  not  believe 
in  the  contagiousness  of  yellow  fever  and  rather 
blamed  emanations  from  rotting  material,  like  a 
shipload  of  spoiled  coffee  in  the  harbour,  for  caus- 
ing the  epidemics.  The  frightening  number  of 
5,000  Philadelphians  died  between  August  and 
December  of  1793,  and  thousands  fled  in  panic; 
Dr.  Rush  earned  high  praise  for  his  untiring  ser- 
vices and  successful  treatment  which  he  convinc- 
ingly attributed  to  massive  blood  letting.  Proba- 
bly the  most  important  epidemic  of  yellow  fever  in 
history,  according  to  Ackerknecht,25  occurred 
when  Napoleon,  in  his  aspirations  for  expansion, 
sent  an  army  to  Santo  Domingo  in  1802  to  recon- 
quer this  island  as  a basis  for  invading  the  Missis- 
sippi Valley.  Yellow  fever,  however,  killed  29,000 
of  his  33,000  soldiers  and  sailors  so  that  the  entire 
project  had  to  be  abandoned.  This,  in  turn,  led  to 
the  sale  of  Louisiana  the  following  year.  Had  Na- 
poleon succeeded,  the  United  States  territory 
today  might  be  partly  French,  Spanish,  and  En- 
glish. The  danger  of  yellow  fever  had  begun  to 
subside  around  the  turn  of  the  nineteenth  century 
with  the  improvement  of  general  hygiene. 

The  conquest  of  yellow  fever  is  one  of  the  great- 
est triumphs  of  modern  hygiene.  It  was  triggered 
by  the  suggestion  of  Carlos  J.  Finlay,  in  1887,  that 
one  or  two  kinds  of  mosquitoes  might  be  responsi- 
ble for  spreading  the  disease.  This  hypothesis 
later,  in  1900,  became  the  main  object  of  a “Yellow 
Fever  Board”  which  the  U.S.  Army  sent  to  Havana 
under  the  leadership  of  Walter  Reed.  Seven  vol- 
unteers shared  beds  with  yellow  fever  patients  in 
mosquito-proof  rooms  without  catching  the  dis- 
ease. Consequently  James  Carroll,  one  of  the 
board  members,  volunteered  to  be  bitten  by  an  in- 
fected mosquito  since  animal  experiments  had 
turned  out  to  be  unsuccessful.  He  developed  yel- 
low fever  from  which  he  fortunately  recovered. 
The  investigation  came  to  a tragic  conclusion 
when  Jesse  W.  Lazear,  another  member  of  the  ex- 
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pedition,  was  bitten  accidentally  by  an  infected 
Stegomyia  mosquito  and  died  after  a few  days  of 
illness.26  As  in  other  acute  virus  diseases,  patients 
carry  viable  viruses  only  for  three  days,  while  mos- 
quitoes have  proved  to  stay  infective  for  sixty 
days.  A well  organized  systematic  campaign  fol- 
lowed the  work  of  the  Walter  Reed  Commission. 
Patients  in  Cuba  were  isolated  in  screened  rooms, 
and  mosquitoes  were  destroyed  on  a great  scale. 
As  a result  Cuba  could,  for  the  first  time  in  more 
than  one  and  a half  centuries,  be  pronounced  free 
of  yellow  fever.  No  significant  number  of  cases  of 
yellow  fever  have  occurred  in  the  Americas  for 
many  years.27 

Measles.  Measles  plays  an  important  role  in 
the  medical  history  of  America  and  some  other 
parts  of  the  world.  In  the  seventeenth  century 
measles  was  introduced  to  America  without,  at 
first,  reaching  dangerous  proportions.  Long  sea 
voyages,  small  numbers  of  children  on  these  trans- 
ports, and  the  short  span  of  contagiousness  of  in- 
fectious diseases  were  mentioned  before  as  main 
reasons  that  measles,  for  instance,  arrived  late  and 
sporadically  on  this  continent.  Towns  and  settle- 
ments of  the  early  days  were  quite  isolated  which, 
after  a few  years,  created  a large  nonimmune  pop- 
ulation so  that,  when  measles  occasionally  hit  such 
a group  of  people,  it  affected  adults  and  children 
alike.23  A strict  differentiation  between  measles 
and  smallpox  did  not  exist  when  Thomas  Thacher 
in  1677  published  the  famous  broadside,  “A  Brief 
Rule  to  Guide  the  Common  People  of  New  En- 
gland How  to  Order  Themselves  and  Theirs  in  the 
Small  Pocks  or  Measels.17  This  age-old  confusion 
finally  began  to  become  obsolete  when  Thomas 
Sydenham,  in  1670,  showed  the  medical  world  that 
these  diseases  are  entirely  unrelated.  Severe  epi- 
demics, recognizable  as  measles,  raging  in  the  colo- 
nies, are  documented  from  1713  on.23  They  ap- 
peared in  a most  malignant  form  from  New  En- 
gland to  Charleston.  We  owe  to  the  prolific  Dr. 
Rush  of  Philadelphia  another  series  of  detailed  ac- 
counts, dealing  with  measles  epidemics,  which  he 
published  from  1789  over  several  years  in  his  Med- 
ical Inquiries  and  Observations.28 

The  mortality  rate  among  the  American  Indians 
was  extremely  high  whenever  they  were  hit  by 
measles,  an  experience  duplicated,  up  to  recent 
times,  in  many  parts  of  the  world  where  primitive 
tribes,  who  never  had  been  exposed  before,  con- 
tracted the  disease.  Such  disasters  of  malignant 
measles  epidemics  occurred  in  1749  in  the  Amazo- 
nas region,  in  1838  to  the  native  New  Zealanders, 
in  1846  to  the  Hottentots  and  Tasmanians,  also  to 
the  Hudson  Bay  Indians,  and,  as  late  as  1875,  to 
the  aborigines  of  Australia  and  the  Fiji  Islands.15 
One  comparable  episode  attained  a special  histori- 
cal prominence  in  1846  on  a small  group  of  islands 
in  the  North  Atlantic,  the  Faroe  Islands  which 
belong  to  Denmark  but  lie  closer  to  Iceland  than  to 


the  mainland,  isolated  far  enough  under  traffic 
conditions  of  the  early  nineteenth  century  to  havt 
escaped  any  contact  with  measles  for  sixty-five 
years.  Probably  no  immunity  existed  among  the 
8,000  inhabitants  when,  within  a short  time,  6,00( 
of  them  came  down  with  a severe  and  frequently 
fatal  kind  of  measles.  The  Danish  governmenl 
was  alarmed  and  entrusted  a young  physician 
Peter  Panum,  twenty-six  years  of  age,  with  investi- 
gating this  epidemic.  The  epidemiologic  condi 
tions  were  unique,  with  a geographically  limitec 
area  and  a captive  population.  Young  Dr.  Panurr 
took  the  best  advantage  of  this  opportunity  anc 
was  able  to  establish  or  reaffirm  some  importanl 
characteristics  of  measles,  such  as  incubation  peri- 
od, duration  of  contagiosity,  time  of  eruption,  and 
immunity  being  permanent  after  one  single  attack 
He  also  definitely  put  to  rest  the  still  lingering 
doubt  whether  measles  really  was  independenl 
from  smallpox  and  cowpox.  Now  the  importance 
of  measles  has  greatly  declined,  at  least  in  most 
developed  countries,  with  the  advent  of  live  atten- 
uated virus  vaccines. 

Chronic  communicable  diseases 

Chronic  communicable  diseases  are  among  the 
greatest  menaces  to  mankind.  Cromwell  died  ol 
malaria.  Tuberculosis  was  one  of  the  prime  caus- 
es of  death  in  Western  countries  up  to  the  firsl 
half  of  this  century.  It  took  the  lives  of  geniuses 
like  Moliere,  Schiller,  Chopin,  and  Keats;  of  sta- 
tesmen like  Calvin,  Emperor  Joseph  II,  and  Ceci' 
Rhodes;  and  of  great  physicians  like  Bichat,  Laen-  i 
nec,  and  Graefe.  Syphilis  affected  the  lives  ol 
many  creative  men.  Chronic  communicable  dis- 
eases had  an  equally  great  impact  on  the  Americar 
people. 

Malaria.  Often  known  as  ague,  malaria  proba 
bly  originated  in  Africa.  Negroes  were,  at  times 
thought  to  be  immune  tb  malaria,  but  this  provec 
to  be  not  true,  although  they  usually  run  a mildei 
course  than  other  ethnic  groups,  and  carriers  ol 
the  sickle-cell  trait  supposedly  are  not  susceptible 
at  all  to  that  infection.29  Egypt  did  not  know  ma- 
laria before  the  Roman  period.  It  is  a very  old  dis- 
ease of  Asia  and  was  described  in  ancient  Babylor 
and  Palestine  as  well  as  China  and  India.  The  in 
vading  Persians  imported  it  to  Greece  when 
drainage  canals  soon  were  used  in  fighting  the  dis 
ease.  This  method  proved  its  effectiveness  in  i 
spectacular  way  to  free  the  Sicilian  city  of  Selinus 
of  malaria.  Yet  when  in  1557  a pandemic  brokt 
out  in  Europe,  malaria  was  regarded  as  a new  dis 
ease.  But  during  the  Renaissance  period  such  ar 
error  was  not  unique  because  in  the  preceding 
centuries  many  of  the  previously  known  diseases 
often  had  been  ignored.  In  1717,  Giovanni  Lancis 
published  his  De  Noxiis  Palludum  Effluviis,  al 
luding  to  animate  and  inanimate  emanations  froir 
swamps,  and  thus  almost  anticipated  the  nine 
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teenth  century  discovery  of  the  Anopheles  mosqui- 
to as  vector  of  the  malaria  plasmodium.30  The  an- 
cient implication  of  swamps  led  to  the  term 
“black-water  fever.” 

It  is  doubtful  whether  malaria  was  one  of  the 
few  communicable  diseases  indigenous  to  America 
or  was  introduced  there.  But  it  was  known  in  the 
seventeenth  century  at  the  eastern  seaboard;  from 
there  it  began  to  recede  one-hundred  years  later, 
to  become  prevalent  in  the  southern  states  despite 
the  continued  presence  of  Anopheles  mosquitoes 
and  occasional  cases  in  northern  areas.  In  1940 
the  United  States  had  1 million  reported  cases;  but 
within  eight  years  the  number  declined  to  10,000, 
and  the  disease  is  still  with  us.31  The  State  of 
New  York,  exclusive  of  New  York  City,  listed  20 
cases  in  1973.32  The  great  economic  development 
of  the  United  States  in  the  last  hundred  years  was 
marred  by  the  crippling  effect  of  malaria  closely 
connected  with  the  construction  of  railroads  and 
the  Panama  Canal,  as  well  as  the  deforestation  for 
building  fish  ponds  and  mill  ponds  and  starting 
rice  and  banana  plantations.  There  is  some  indi- 
cation that  malaria  may  even  have  become  more 
virulent  with  the  Civil  War. 

The  fight  against  malaria  consisted  mainly  of 
two  approaches:  the  attack  on  the  mosquito  vec- 
tor by  draining  stagnant  water  reservoirs  to  elimi- 
nate breeding  grounds  or  by  killing  them  with  in- 
secticides, and  the  use  of  quinine  as  a powerful 
weapon  against  the  malaria  plasmodium,  which 
can  be  regarded  as  the  first  specific  therapy  almost 
three  centuries  before  Paul  Ehrlich  proposed  his 
ideas  on  specificity  and  introduced  salvarsan. 
The  quinine  story  started  when  Jesuit  missiona- 
ries in  Peru  learned  from  the  natives  that  the  bark 
of  cinquona  trees,  taken  internally,  could  reduce 
fever.  They  brought  the  bark  to  Europe  first  in 
1633,  then  again  in  1645.  Soon  it  was  imported  in 
great  quantities  and,  within  a few  decades,  became 
one  of  the  most  widely  used  medications  for  every 
febrile  illness  and  especially  for  malaria.  Its  place 
as  the  most  popular  remedy  for  the  greatest  vari- 
ety of  complaints  remained  unchallenged  until  the 
more  recent  advent  of  aspirin.  The  value  of  qui- 
nine for  the  specific  treatment  of  malaria  did  not 
change,  although  modern  drugs  are  mostly  being 
used  today. 

Tuberculosis.  The  most  widespread  chronic 
disease  in  the  world  is  tuberculosis.  Since  prehis- 
toric times  no  continent  has  been  without  some 
form  of  tuberculosis.  Not  only  human  beings  but 
also  most  warm-blooded  animals,  including  fowl, 
suffer  from  it.  Maimonides  already  was  aware  of 
the  existence  of  tuberculosis  in  cattle.  It  even  oc- 
curs in  cold-blooded  animals  such  as  alligators, 
iguanas,  turtles,  frogs,  fish,  and  snakes.33  Few 
species,  if  any,  have  an  absolute  resistance  to  tu- 
berculosis. Goldstein,34  in  an  anthropologic 
study,  finds  it  conceivable  that  the  closer  contact 
of  human  beings  with  livestock  in  the  course  of  the 


neolithic  revolution  provided  a “bridge  over  which 
an  early  mutant  variety  of  the  tubercle  bacillus 
was  able  to  cross  and  survive.”  Pathologic  studies 
of  bones,  dating  back  to  the  late  Stone  Age,  and 
geographically  apart  as  far  as  the  Baltic  coast  and 
the  American  continent,  provide  many  examples 
of  tuberculosis  of  the  spine  like  Pott’s  disease. 
Egyptian  papyri  speak  of  consumption.  Homer, 
the  Old  Testament,  and  the  ancient  Hindus  knew 
tuberculosis.  Lupus  was  described  by  the  Salerno 
school.  The  contagious  nature  of  tuberculosis, 
even  some  kind  of  germ  as  its  cause,  had  been 
mentioned  in  1546  by  Fracastorius.35  The  hy- 
pothesis that  tuberculosis  is  transmissible  later 
was  categorically  rejected  by  men  like  Cullen  and 
Portal.  Even  after  Robert  Koch,  in  1882,  had 
demonstrated  the  acid-fast  bacillus,  a medical 
giant  like  Rudolf  Virchow,  remained  unconvinced 
for  nineteen  more  years  that  such  organisms  had 
any  significance.  Still  in  1901  he  wrote:  “Tuber- 
culosis is  not  everywhere  where  tubercle  bacilli  are 
found.”36  But  finally  he  gave  in  and  changed  his 
mind. 

The  American  story  of  tuberculosis  is  remark- 
able only  in  one  respect.  The  socioeconomic  dis- 
advantaged black  population  has  been  paying  a 
toll  which  is  way  out  of  proportion  to  its  number. 
Not  long  ago  the  mortality  from  tuberculosis  in 
black  males  was  twice  as  high  as  in  white  males, 
and  in  females  the  corresponding  difference  was 
even  four  times.35  Tuberculosis  now  has  joined 
the  ranks  of  curable  diseases,  including  tubercular 
meningitis  with  its  formerly  hopeless  prognosis. 
For  some  years  tuberculosis  hospitals  and  sanato- 
ria have  been  eliminated  in  the  Western  world  for 
lack  of  patients,  whereas  in  other  lands,  tuberculo- 
sis still  remains  a major  health  problem. 

Syphilis.  Syphilis  has  been  an  object  of  debate 
since  the  great  pandemic  of  1495  broke  out  during 
the  siege  of  Naples  by  the  French  army.  The  sail- 
ors of  Christopher  Columbus  were  blamed  for  hav- 
ing brought  the  infection  from  the  American  Indi- 
ans to  Europe.  Various  names  were  attached  to 
the  new  scourge  bearing  obvious  political  connota- 
tion. The  Italians  labeled  it  “Morbus  Gallicus”  or 
“French  Pox,”  the  French  “Neapolitan  Disease,” 
and  “Spanish  Pox”  or  “Mai  des  Polonais”  also  was 
used.37’38  In  1497  Nicolo  da  Lonigo,  called  Leoni- 
cenus,  described  some  clinical  features.39  The 
liver  was  thought  to  be  the  site  of  primary  affec- 
tion, although  the  venereal  character  was  recog- 
nized. The  German  painter  Albrecht  Diirer  illus- 
trated a brochure  with  a drawing  of  secondary 
syphilitic  eruptions.37  The  term  syphilis  ap- 
peared for  the  first  time  in  the  famous  po6m 
“Syphilis  sive  Morbus  Gallicus”  which  Gerolamo 
Fracastoro  of  Verona,  a prominent  medical  per- 
sonality, composed  in  1521  and  published  in  1530. 
Poetry,  at  that  time,  was  an  accepted  form  of  re- 
porting important  findings  or  revelations  and  now 
is  a valuable  part  of  historiography.  Fracastorius 
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used  polished  Latin  verses  to  relate  the  story  of  a 
fictionary  young  shepherd,  named  Syphilus,  who 
insulted  Apollo  and  was  punished  for  it  by  being 
inflicted  with  a terrible  disease.  The  opening 
lines,  in  free  English  translation,  are  as  follows39: 
What  varied  fortunes  and  what  germinations  have 
produced  a fierce  and  rare  disease,  never  before  seen 
for  centuries,  which  ravaged  all  of  Europe  and  the 
flourishing  cities  of  Asia  and  Libya,  and  invaded  Italy 
in  that  unfortunate  war  whence  from  the  Gauls  it  has 
its  name,  all  this  I shall  tell  in  this  my  song.  And  here 
I shall  tell  of  the  new  treatments,  by  whom  discov- 
ered, and  how  human  wisdom  has  proudly  fought  this 
grave  calamity,  and  what  was  the  divine  aid  and  the 
rewards.  And  I shall  seek  the  secret  causes  in  the 
profound  mystery  of  the  air  and  the  stellar  spaces. 
Fracastorius  himself  did  not  believe  that  Co- 
lumbus’ sailors  had  given  syphilis  to  the  Spaniards 
in  Europe.  How  could  it  have  happened  that  the 
disease  appeared  simultaneously  in  the  most  dis- 
tant places  such  as  Asia,  Libya,  and  Italy!  Fol- 
lowing the  trend  of  Fracastorius’  time,  astrologic 
influences  were  blamed  for  physical  manifesta- 
tions, seeking  “the  secret  causes  in  the  profound 
mystery  of  the  air  and  the  stellar  spaces.”  Astrol- 
ogy had  predicted  that  before  the  turn  of  the  fif- 
teenth century  a scorpio  epidemic,  meaning  vene- 
real involvement,  would  occur.  Its  great  reputa- 
tion naturally  was  enhanced  when  the  Neapolitan 
pandemic  actually  broke  out.  The  definition  of 
syphilis  was  not  very  precise  then  and  remained  so 
for  a long  time.  Even  in  the  beginning  of  the  nine- 
teenth century,  gonorrhea  and  soft  chancre  still 
were  not  separated  from  syphilis  and  were  regard- 
ed as  different  stages  of  one  entity. 

Karl  Sudhof,  like  other  historians,  accepted  the 
fact  that  Columbus’  sailors  had  infected  them- 
selves in  Haiti.  The  findings  of  skeletal  lesions, 
identified  as  typical  syphilitic,  in  the  remains  of 
pre-Columbian  Indians,  seemed  to  prove  that 
sources  of  infection  existed  among  the  American 
Indians.  Recently,  however,  investigators  raised 
good  arguments  against  the  validity  of  that  ana- 
tomic interpretation:  (1)  There  is  no  evidence  in- 
dicating that  members  of  Columbus’  crew  them- 
selves were  struck  by  what  might  vaguely  resemble 
any  syphilitic  manifestations.38  (2)  It  is  hard  to 
explain  why  the  first  appearance  of  syphilis  in  the 
American  colonies  was  not  reported  before  1646, 
one  and  a half  century  after  Columbus’  sailors 
were  said  to  have  caught  it  so  readily.40  (3)  Most 
important,  modern  paleopathologists  deny  the  in- 
dubitably syphilitic  nature  of  pre-Columbian 
“saber  tibiae”  and  cranial  gummata,  mainly  be- 
cause identical  bone  pathologic  conditions  can  be, 
and  must  have  been,  produced  by  other  than  the 
microorganisms  of  venereal  syphilis.  Goldstein34 
points  out  that  yaws,  endemic  nonvenereal  syphi- 
lis, venereal  syphilis,  and  pinta  are  different  syn- 
dromes and  epidemiologic  phases  of  a group  of  dis- 
eases, all  caused  by  closely  related  members  of  the 


Treponema  family.  Brothwell,38  referring  to  Ellis 
Hudson’s  studies,  states  that  treponema,  due  to 
adaptation  to  different  social  environments  and 
changed  climates,  differentiated  itself  to  these  4 
types  which  are  indistinguishable  from  one  anoth- 
er in  their  morphology,  serologic  reactions,  and  re- 
sponse to  treatment.  In  a recent  analysis  of  the 
diseases  in  pre-Columbian  Mayas,  Saul13  reviews 
the  literature  on  this  subject  and  emphasizes  again 
that,  without  the  aid  of  clinical  data,  it  is  impossi- 
ble to  differentiate  yaws  and  venereal  syphilis,  as 
they  occur  today,  by  bone  pathology  alone.  (4) 
There  are  indications  that  both  syphilis  and  gon- 
orrhea were  unknown  among  the  North  American 
Indians  before  the  contact  with  white  men  and 
that  syphilis  was  introduced  to  America.9  (5) 
There  is  some  evidence  that  syphilis  existed  in 
Asia,  Africa,  and  Europe  when  America  still  was 
undiscovered.  Two  years  before  Columbus  re- 
turned from  his  first  trip  a disease  with  character- 
istics of  syphilis  was  reported  in  Italy.37  Recorded 
history,  going  back  more  than  two  millennia,  states 
the  occurrence  of  venereal  disease  which  must 
have  been  more  spectacular  than  the  less  symp- 
tomatic gonorrhea.41  Such  noteworthy  disease  is 
mentioned  in  the  ancient  Babylonian  epic  Gilgam- 
esh,  in  the  Helenic  myths  of  Dionisos,  and  in  the 
Old  Testament  where  Moses  is  said  to  have  or- 
dered that  afflicted  men  be  put  to  death.  Japan, 
in  the  ninth  century  B.C.,  and  China,  in  Confucius’, 
time  around  500  B.C.,  were  plagued  by  venereal 
disease.41  Aortic  aneurysm,  now  attributed  to 
syphilis,  probably  was  known  in  classical  Greece, 
and  their  “curable  lepra”  might  also  have  been  a 
venereal  disease. 

An  attempt  is  made  to  trace  the  syphilis-like 
diseases  back  to  prehistoric  times  by  the  British 
anthropologist  Brothwell38  in  The  Real  History  o] 
Syphilis.39  The  fact  that  in  some  30,000  early 
Egyptian  skeletons  not  one  probable  case  of  syphi- 
lis or  yaws  was  detected,  fits  into  his  conviction 
that  Europe,  southwest  Asia,  and  Africa  were  free 
of  this  disease  group  in  those  times.  Some  kind  of 
treponematosis  evolved  in  east  Asia  by  15,000  B.C. 
and  spread  from  there  to  America  by  way  of  the 
Bering  Strait  over  10,000  years  ago,  or  across  the 
Pacific  Ocean.  It  is  known  that,  as  early  as  300C 
B.C.,  links  between  Japan  and  Ecuador  existed, 
and  that  neolithic  Asians  were  seafarers,  explorers, 
and  colonizers,  similar  to  the  later  Polynesians  and 
Vikings.  This  explains  the  findings  of  syphilis  oi 
yaws  in  pre-Columbian  human  remains  as  far  east 
as  the  Pacific  islands  of  the  Marianas  and  the 
Marquesas.39  Venereal  syphilis,  according  to  the 
literature,  must  have  emerged  by  3000  B.C.  in  the 
developing  cities  of  southwest  Asia  from  where  il 
spread  farther  west  with  the  establishment  ol 
trade  routes.  Brothwell  does  not  wish  to  argue  for 
or  against  the  existence  of  venereal  disease  among 
pre-Columbian  Indians.  On  the  other  hand,  he 
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finds  the  various  symptoms  described  in  the  pan- 
demic of  1495  not  characteristic  of  venereal  syphi- 
lis and  the  highly  virulent  condition  contrary  to 
the  nature  of  the  disease. 

The  question  whether  syphilis  came  to  Europe 
from  America  or  was  one  of  the  fiendish  gifts  from 
Europeans  to  the  native  American  people  remains 
unanswered.  Syphilis  has  not  ceased  to  be  a 
major  problem  of  public  health  despite  the  devel- 
opment of  salvarsan  as  the  first  in  the  list  of  spe- 
cific chemotherapeutic  agents.  The  latest  statis- 
tics continue  to  report  alarming  numbers  of  new 
cases. 

Conclusions 

Many  serious  communicable  diseases  were  omit- 
ted here,  such  as  “acute  hydrocephalus”  (epidemic 
meningitis)  or  poliomyelitis  because  they  are  not 
as  important  numerically  and  historically  to  the 
American  people  as  a whole  as  the  examples  pre- 
sented, or  are  too  difficult  to  keep  apart  from  one 
another,  such  as  those  with  respiratory  or  intesti- 
nal symptoms.  In  conclusion,  special  attention 
needs  to  be  drawn  to  the  growing  role  of  modern 
American  medicine  in  the  fight  against  communi- 
cable diseases  from  Samuel  Bard’s  work  on  diph- 
theria in  1771  on  to  the  development  of  virus  vac- 
cines and  antibiotics  in  recent  years. 
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Obituaries 


John  Gamble  Atkinson,  M.D.,  of  Watertown,  died  on 
June  11  at  the  age  of  fifty.  Dr.  Atkinson  graduated  in 
1953  from  New  York  University  College  of  Medicine. 
He  was  an  attending  surgeon  at  Mercy  Hospital,  a con- 
sulting surgeon  at  Lewis  County  General  Hospital  (Low- 
ville),  and  an  attending  surgeon  at  the  House  of  the 
Good  Samaritan.  Dr.  Atkinson  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Jefferson 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jane  North  Baldwin,  M.D.,  of  Poughkeepsie,  died  on 
May  15  at  the  age  of  ninety-nine.  Dr.  Baldwin  gradu- 
ated in  1900  from  Cornell  University  Medical  College. 
Retired,  she  was  an  honorary  member  of  the  internal 
medicine  staff  at  Vassar  Brothers  Hospital.  Dr.  Bald- 
win was  a member  of  the  American  Medical  Women's 
Association,  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  Joseph  Becker,  M.D.,  of  Mamaroneck,  died  on 
March  14  at  the  age  of  seventy-five.  Dr.  Becker  gradu- 
ated in  1925  from  Cornell  University  Medical  College. 
He  was  an  honorary  associate  physician  in  medicine  at 
United  Hospital  (Port  Chester).  Dr.  Becker  was  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alexander  Beller,  M.D.,  of  New  York  City,  died  on 
May  18  at  the  age  of  fifty-two.  Dr.  Beller  graduated  in 
1951  from  Chicago  Medical  School.  He  was  a Diplo- 
mate of  the  American  Board  of  Psychiatry  and  Neurolo- 
gy (Psychiatry)  and  a member  of  the  American  Psychi- 
atric Association,  the  American  Psychoanalytic  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Otto  Milton  Bergen,  M.D.,  of  New  York  City,  died  on 
May  6 at  the  age  of  eighty-two.  Dr.  Bergen  received  his 
medical  degree  from  the  University  of  Vienna  in  1930. 
He  was  an  emeritus  member  of  the  medical  staff  at  Met- 
ropolitan Hospital  and  an  associate  physician  at  Flower 
and  Fifth  Avenue  Hospitals.  Dr.  Bergen  was  a member 
of  the  American  Geriatrics  Society,  the  New'  York  Acad- 
emy of  Medicine,  the  New  York  Cardiological  Society, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Paul  George  Braun,  M.D.,  of  Bergenfield,  New  Jersey, 
formerly  of  Jamaica,  died  on  May  6 at  the  age  of  eighty- 
two.  Dr.  Braun  received  his  medical  degree  from  the 
University  of  Breslau  in  1920.  He  was  a member  of  the 


American  Geriatrics  Society,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Frederic  Scott  Carr,  M.D.,  of  Kingston,  died  on  May  5 
at  the  age  of  seventy.  Dr.  Carr  graduated  in  1932  from 
Cornell  University  Medical  College.  He  was  an  honor- 
ary member  of  the  medical  staff  at  Kingston  Hospital. 
Dr.  Carr  was  a member  of  the  Ulster  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Vincent  Carr,  M.D.,  of  Hamburg,  died  on  May 
12  at  the  age  of  seventy-seven.  Dr.  Carr  graduated  in 
1927  from  Georgetown  University  School  of  Medicine. 
He  was  an  honorary  surgeon  at  Emergency  Hospital  of 
the  Diocese  of  Buffalo.  Dr.  Carr  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  Anthony  Cassino,  M.D.,  of  Kew  Gardens,  died 
on  May  7 at  the  age  of  sixty-five.  Dr.  Cassino  received 
his  medical  degree  from  the  University  of  Rome  in  1934. 
He  was  a neuropsychiatrist  at  Wyckoff  Heights  Hospi- 
tal, an  attending  psychiatrist  at  Kew  Gardens  General 
Hospital,  and  a consulting  psychiatrist  at  Mary  Immac- 
ulate Hospital.  Dr.  Cassino  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric  Associa- 
tion, the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jules  Cinder,  M.D.,  of  Brooklyn,  died  on  April  29  at 
the  age  of  sixty-two.  Dr.  Cinder  graduated  in  1940  from 
the  Royal  College  of  Physicians  and  Surgeons  of  Edin- 
burgh and  Glasgow.  He  was  a staff  general  practitioner 
at  Kings  Highway  and  Unity  Hospitals.  Dr.  Cinder  was 
a member  of  the  American  Academy  of  Allergy,  the 
American  Psychiatric  Association,  the  American  Acade- 
my of  Family  Practice,  the  Medical  Society  of  the  Coun- 
ty of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

E.  Duane  Coolbaugh,  M.D.,  of  Savannah  and  Auburn, 
died  on  June  8 at  the  age  of  fifty.  Dr.  Coolbaugh  gradu- 
ated in  1954  from  Hahnemann  Medical  College  of  Phila- 
delphia. He  was  an  active  medical  practitioner  on  the 
medical  staff  at  Auburn  Memorial  Hospital.  Dr.  Cool- 
baugh was  a member  of  the  Cayuga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Henry  Dale,  Jr.,  M.D.,  of  Port  Chester,  died  on 
June  3 at  the  age  of  sixty-one.  Dr.  Dale  graduated  in 
1939  from  Cornell  University  Medical  College.  He  was 
an  attending,  pediatrician  at  United  Hospital  of  Port 
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Chester  and  a pediatric  cardiologist  at  Grasslands  Hos- 
pital (Westchester  County  Medical  Center).  Dr.  Dale 
was  a Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of  Pediatrics, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

David  D.  Dexter,  M.D.,  of  Hempstead,  died  on  June  1 
at  the  age  of  fifty-nine.  Dr.  Dexter  graduated  in  1943 
from  the  Medical  College  of  Virginia.  He  was  a consult- 
ing dermatologist  at  Nassau  County  Medical  Center  and 
an  associate  attending  physician  at  Nassau  Hospital. 
Dr.  Dexter  was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  American  Acad- 
emy of  Dermatology,  the  Society  for  Investigative  Der- 
matology, the  Nassau  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benjamin  Diamond,  M.D.,  of  The  Bronx,  died  on  April 
29  at  the  age  of  seventy-nine.  Dr.  Diamond  graduated 
in  1917  from  Long  Island  College  Hospital.  He  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alfred  S.  Dooneief,  M.D.,  of  Mount  Kisco,  died  on 
May  10  at  the  age  of  seventy.  Dr.  Dooneief  graduated 
in  1938  from  New  York  University  College  of  Medicine. 
He  was  an  attending  physician  at  Northern  Westchester 
and  Grasslands  Hospitals,  an  attending  physician  in 
pulmonary  disease  at  Montefiore  Hospital  and  Medical 
Center,  and  a consulting  physician  in  internal  medicine 
at  Putnam  Community  Hospital.  Dr.  Dooneief  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  a Fellow 
of  the  American  College  of  Chest  Physicians,  and  a 
member  of  the  Westchester  Academy  of  Medicine,  the 
New  York  State  Society  of  Internal  Medicine,  the  New 
York  Society  for  Thoracic  Surgery,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Norman  Fabian,  M.D.,  of  Poughkeepsie,  died  on  May  7 
at  the  age  of  sixty-two.  Dr.  Fabian  graduated  in  1936 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  honorary  member  of  the  general 
practice  staff  at  Vassar  Brothers  Hospital.  Dr.  Fabian 
was  a member  of  the  Dutchess  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herman  Gikow,  M.D.,  of  Flushing  and  Fresh  Mead- 
ows, died  on  May  29  at  the  age  of  sixty.  Dr.  Gikow 
graduated  in  1940  from  the  Royal  College  of  Physicians 
and  Surgeons  of  Edinburgh  and  Glasgow.  He  was  an 
attending  general  practitioner  on  the  medical  staff  at 
Parkway  Hospital.  Dr.  Gikow  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frank  Gilbert,  M.D.,  of  Albany,  died  on  May  23  at  the 
age  of  fifty-seven.  Dr.  Gilbert  received  his  medical  de- 


gree from  the  University  of  Szeged  in  1945.  He  was  a 
member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  State  Society  of  Anesthesiologists, 
the  Monroe  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Paul  H.  Girard,  M.D.,  of  Utica,  died  on  June  6 at  the 
age  of  seventy-five.  Dr.  Girard  graduated  in  1925  from 
Syracuse  University  College  of  Medicine.  He  was  an  at- 
tending ophthalmologist  at  St.  Elizabeth’s  Hospital  and 
at  St.  Luke’s-Memorial  Hospital  Center.  Dr.  Girard 
was  a Diplomate  of  the  American  Board  of  Ophthalmol- 
ogy and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Utica  Academy  ol 
Medicine,  the  Oneida  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Morton  Gluck,  M.D.,  of  Kew  Gardens,  died  on 
May  8 at  the  age  of  sixty-six.  Dr.  Gluck  graduated  in 
1930  from  Long  Island  College  Hospital.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leon  Willis  Green,  M.D.,  of  Brooklyn,  died  on  April  If 
at  the  age  of  eighty-three.  Dr.  Green  graduated  in  1915 
from  Albany  Medical  College.  He  was  a consulting 
ophthalmologist  and  otolaryngologist  at  Swedish  Hospi 
tal  in  Brooklyn.  Dr.  Green  was  a member  of  the  Clini- 
cal Society,  New  York  Diabetes  Association,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  oJ 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Louis  Hodes,  M.D.,  of  Indianapolis,  Indiana,  formerly 
of  New  York  City,  died  on  June  4 at  the  age  of  eighty 
Dr.  Hodes  graduated  in  1920  from  Cornell  Universitj 
Medical  College.  He  was  a Diplomate  of  the  Americar 
Board  of  Pediatrics  and  a member  of  the  New  Yorl 
County  Medical  Society,  the  Medical  Society  of  tht 
State  of  New  York,  and  the  American  Medical  Associa 
tion. 

John  Henry  Isquith,  M.D.,  of  Brooklyn,  died  on  June  1 
at  the  age  of  eighty-seven.  Dr.  Isquith  graduated  ir 
1909  from  Cornell  University  Medical  College. 

William  M.  Mallia,  M.D.,  of  Kennebunkport,  Maine 
formerly  of  Schenectady,  died  on  May  31  at  the  age  oi 
eighty-three.  Dr.  Mallia  graduated  in  1922  from  Alba 
ny  Medical  College.  He  was  an  honorary  member  of  th( 
medical  staff  at  Ellis  Hospital.  Dr.  Mallia  was  a Diplo 
mate  of  the  American  Board  of  Obstetrics  and  Gynecol 
ogy,  a Fellow  of  the  American  College  of  Surgeons,  i 
Fellow  of  the  American  College  of  Obstetricians  and  Gy 
necologists,  and  a member  of  the  Schenectady  Count} 
Medical  Society,  the  Medical  Society  of  the  State  o 
New  York,  and  the  American  Medical  Association. 

Bessie  Pecker  Metrick,  M.D.,  of  Miami  Beach,  Flori 
da,  formerly  of  New  York  City,  died  on  April  23,  1974,  ai 
the  age  of  seventy-seven.  Dr.  Metrick  received  he! 
medical  degree  from  the  University  of  Voronezh  in  1920 
She  was  a member  of  the  New  York  County  Medical  So 
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ciety,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Willoughby  Park  Richardson,  M.D.,  of  Del  Mar,  Cali- 
fornia, formerly  of  New  York  City,  died  on  January  2 at 
the  age  of  eighty.  Dr.  Richardson  graduated  in  1921 
from  Stanford  University  Medical  School.  He  was  a 
member  of  the  American  Psychiatric  Association,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation, 
i 

Louis  Rosenblum,  M.D.,  of  The  Bronx,  died  on  No- 
vember 5,  1974,  at  the  age  of  sixty-eight.  Dr.  Rosen- 
blum graduated  in  1930  from  the  University  of  Tennessee 
College  of  Medicine.  He  was  a Fellow  of  the  American 
College  of  Gastroenterology  and  a member  of  the  New 
York  Academy  of  Gastroenterology,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alexander  Rothberg,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 21  at  the  age  of  seventy-one.  Dr.  Rothberg  gradu- 
ated in  1930  from  the  University  of  Tennessee  College  of 
Medicine.  He  was  an  honorary  member  of  the  allergy 
staff  at  St.  John’s  Episcopal  Hospital.  Dr.  Rothberg 
was  a Fellow  of  the  American  College  of  Allergists  and  a 
member  of  the  American  Academy  of  Compensation 
Medicine,  Inc.,  the  American  Academy  of  Family  Prac- 
tice, the  Academy  of  Psychosomatic  Medicine,  the 
American  Geriatrics  Society,  the  American  Society  of 
Clinical  Hypnosis,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edward  S.  Ryan,  M.D.,  of  Copake,  died  on  June  1 at 
the  age  of  fifty-eight.  Dr.  Ryan  graduated  in  1943  from 
New  York  Medical  College.  He  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  New 
York  State  Society  of  Anesthesiologists,  the  Columbia 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Ephraim  Scharfman,  M.D.,  of  Brooklyn,  died  on  May 
2 at  the  age  of  sixty-five.  Dr.  Scharfman  graduated  in 
1932  from  the  University  of  Georgia  School  of  Medicine. 
He  was  an  attending  obstetrician  and  gynecologist  at 
Maimonides  Medical  Center  and  a consulting  obstetri- 
cian and  gynecologist  at  Coney  Island  Hospital.  Dr. 
Scharfman  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member  of  the 
American  Fertility  Society,  the  American  Geriatrics  So- 
ciety, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Schwadron,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  Brooklyn,  died  on  May  22  at  the  age  of  eighty- 
three.  Dr.  Schwadron  graduated  in  1918  from  Cornell 
University  Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Benjamin  Sevin,  M.D.,  of  North  Miami  Beach,  Florida, 
formerly  of  The  Bronx,  died  on  March  11  at  the  age  of 
sixty-eight.  Dr.  Sevin  graduated  in  1932  from  New 
York  Homeopathic  Medical  College  and  Flower  Hospi- 
tal. He  was  a member  of  the  Bronx  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Matthew  Shapiro,  M.D.,  of  New  York  City,  died  on 
May  16  at  the  age  of  seventy-six.  Dr.  Shapiro  gradu- 
ated in  1921  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  attending  physician  at 
University  and  Bellevue  Hospitals  and  a senior  associate 
physician  at  St.  Clare’s  Hospital.  Dr.  Shapiro  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Wulf  Shemin,  M.D.,  of  The  Bronx,  died  in  Feb- 
ruary at  the  age  of  seventy  three.  Dr.  Shemin  gradu- 
ated in  1930  from  Hahnemann  Medical  College  of  Phila- 
delphia. He  was  a member  of  the  Academy  of  Psycho- 
somatic Medicine,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Martin  de  Forest  Smith,  M.D.,  of  Kingston,  died  on 
June  15  at  the  age  of  eighty-six.  Dr.  Smith  graduated  in 
1912  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  associate  (inactive)  physician 
in  medicine  at  The  Presbyterian  Hospital.  Dr.  Smith 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  New  Y’ork  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Melvin  L.  Stone,  M.D.,  of  New  York  City,  died  on  June 
4 at  the  age  of  sixty-seven.  Dr.  Stone  graduated  in  1931 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  an  attending  obstetrician  and  gynecologist  at 
Bellevue  Hospital,  an  associate  attending  obstetrician 
and  gynecologist  at  University  Hospital,  and  an  asso- 
ciate, off  service,  obstetrician  and  gynecologist  at  The 
Mount  Siani  Hospital.  Dr.  Stone  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians  and  Gy- 
necologists, a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  New  York  Academy  of  Med- 
icine, the  New  York  Obstetrical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Francis  White,  M.D.,  of  The  Bronx,  died  on  May 
23  at  the  age  of  ninety-seven.  Dr.  White  graduated  in 
1900  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Terence  Whitelock,  M.D.  of  Bellerose,  died 
on  May  11  at  the  age  of  fifty-seven.  Dr.  Whitelock 
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graduated  in  1951  from  Georgetown  University  School 
of  Medicine.  He  was  an  associate  anesthesiologist  at 
Mary  Immaculate  Hospital.  Dr.  Whitelock  was  a Fel- 
low of  the  American  College  of  Anesthesiologists  and  a 
member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  State  Society  of  Anesthesiologists, 
the  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


A Guide  to  New  York’s  Child 
Protection  System 

A new  publication  dealing  with  child  protection  in  all 
of  its  aspects  has  been  published  as  Legislative  Docu- 
ment 1974  No.  27,  bearing  the  imprint  of  Perry  B.  Du- 
ryea,  Speaker  of  the  New  York  State  Assembly,  and 
Peter  J.  Costigan,  chairman  of  the  Select  Committee  on 
Child  Abuse,  with  Douglas  J.  Besharov,  Executive  Di- 
rector. 

The  title  of  this  booklet  is  “A  Guide  to  New  York’s 
Child  Protection  System”  and  it  represents  an  essential 
tool  with  valuable  information  on  the  concept  of  child 
protective  services,  the  purpose  of  New  York’s  Child 
protective  laws,  the  central  register  of  child  abuse  and 
maltreatment,  definition  of  child  abuse,  definition  of 
child  maltreatment,  only  reasonable  suspicion  is  re- 
quired, physician’s  index  of  suspicion,  any  person  al- 
lowed to  report,  mandatory  reporting  of  deaths  to  medi- 
cal examiner  or  coroner,  immunity  from  liability,  penal- 
ties for  failure  to  report,  reporting  procedure,  taking 
photographs  and  x-rays,  protective  custody,  special  au- 
thority for  “twenty-four-hour  hold”  by  hospitals,  the 
local  child  protective  service,  standard  child  protective 
agency  procedures,  the  local  plan  for  child  protective 
services,  protection  of  parental  rights,  right  to  counsel  in 
court  proceedings,  and  list  of  local  child  protective  agen- 
cies. 


Hans  Wolff,  M.D.,  of  New  York  City,  died  on  June  7 at 
the  age  of  sixty-four.  Dr.  Wolff  received  his  medical  de- 
gree from  the  University  of  Bologna  in  1935.  He  was  an 
attending  orthopedist  at  the  Hospital  for  Joint  Diseases 
Dr.  Wolff  was  a Diplomate  of  the  American  Board  of  Or- 
thopedic Surgery  and  a member  of  the  American  Acade- 
my of  Orthopaedic  Surgeons,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


The  price  for  the  Guide  is  as  follows: 

1 to  25  copies  $ .75  a copy* 

26  to  200  copies  $ .65  a copy* 

201  to  5,000  copies  $ .55  a copy* 

For  further  information  write  to  The  New  York  State 
Select  Committee  on  Child  Abuse,  270  Broadway,  New 
York,  New  York  10007  (212)  488-4845. 

Other  reports  are  available  from  this  source  and  they 
include: 

Report  of  the  Select  Committee  on  Child  Abuse 
(1972)  $6.00  a copy. 

The  Children  of  Addicts:  Unrecognized  and  Unpro- 
tected (1973)  $1.00  a copy. 

The  New  York  Family  Court:  A Court  in  Crisis 

(1972)  $2.00  a copy. 

Report  of  the  Family  Life  Development  Center  at 
Cornell  University  (1974)  $1.00  a copy. 

The  Resurgence  of  Youth  Gangs  in  the  City  of  New 

York  (1974)  $1.00  a copy. 

Armies  of  the  Streets:  A Report  on  the  Structure, 

Membership  and  Activities  of  Youth  Gangs  in  the  City 
of  New  York  (1974)  $1.00  a copy. 

* Please  subtract  15<t  per  copy  from  these  rates  for 
booklets  picked  up  at  the  Select  Committee’s  New  York 
City  office. 
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Month  in  Washington 


Coming 


The  unusual  one-day  “public  oversight”  hearings  of 
the  House  Ways  and  Means  Committee’s  Health  Sub- 
committee to  determine  if  the  Department  of  Health, 
Education,  and  Welfare  is  superseding  Congressional  in- 
tent in  an  increasing  number  of  Medicare  cost-control 
regulations  was  marked  throughout  by  angry  confronta- 
tion between  the  HEW7  Secretary  and  health  providers. 

Undaunted  by  a solid  array  of  heated  opposition  from 
medical  and  hospital  groups,  Secretary  Caspar  Weinber- 
ger told  the  Subcommittee  that  the  four  disputed  Medi- 
care regulations  will  save  about  $250  million  a year  and 
“improve  the  quality  of  care.” 

The  hearing  bringing  together  Weinberger  and  his 
critics  was  called  by  Subcommittee  Chairman  Dan  Ros- 
tenkowski  (D.  111.)  who  said  he  was  sorry  the  confronta- 
tion had  to  take  place.  “I  hope  the  Subcommittee  can 
remove  roadblocks.  We  should  really  try  to  get  the  gov- 
ernment and  the  health  care  industry  out  of  the  court- 
room and  into  the  conference  room  where  the  debate 
belongs.” 

Four  lawsuits  have  been  filed  against  the  HEW  De- 
partment to  overturn  the  regulations.  Members  of  hos- 
pital and  physicians’  groups  including  the  American 
Medical  Association,  urged  the  lawmakers  at  the  hear- 
ing to  crack  down  on  HEW  for  going  beyond  the  intent 
of  law.  But  there  was  little  indication  trom  the  Sub- 
committee that  any  swift  action  is  contemplated. 

Weinberger,  easily  fielding  most  of  the  Subcom- 
mittee’s questions,  refused  to  acknowledge  any  merit  in 
the  private  sector’s  slashing  attacks  on  the  regulations, 
insisting  the  regulations  followed  the  intent  of  Congress 
and  were  needed  to  curb  costs.  He  suggested  the  reme- 
dy would  be  in  seeking  to  have  Congress  change  the 
laws,  rather  than  in  suing  HEW7. 

The  regulations  under  fire: 

* Social  Security’s  Utilization  Review  (UR)  final  regu- 
lations requiring  elaborate  institutional  post  admission 
review  mechanisms. 

* Reducing  the  schedule  of  limits  on  hospital  inpa- 
tient general  routine  service  costs  from  the  '90th  to  the 
80th  percentile. 

* Limitation  on  recognition  of  physicians'  prevailing 
charge  increases,  based  on  an  economic  index. 

* Termination  of  the  inpatient  routine  nursing  salary 
cost  differential. 

Stressing  a common  theme  among  the  witnesses,  the 
AMA  cited  “a  general  feeling  of  futility  concerning  ad- 
ministrative action  felt  by  the  public  as  a whole,  but 
especially  by  groups  subject  to  and  particularly  affected 
by  Federal  regulation.”  Ernest  T.  Livingstone,  M.D., 
Chairman  of  the  AMA  Council  on  Legislation,  said 
many  professional  associates  display  “an  attitude  often 
of  exasperation,  consternation,  and  indignation  with  re- 
spect to  the  bureaucratic  administration  of  government 
programs. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 

continued  on  page  1582 


in 

New  York  State 
Journal  of  Medicine 

• 

Limb  Salvage:  Ischemic  Lower  Extremity 

Screening  for  Hepatitis  B 

Skeletal  Remodeling  and  Metabolic  Bone  Disease 
Turn  In  Pushers 
Clinicopathologic  Conferences 
Diagnosing  Alcoholism 
Medicine  and  Penology 
Prostatic  Carcinoma 
Radiopathologic  Conferences 
Physicians’  Strike 

Surgery  for  Cardiac  Structural  Sequels 
of  Myocardial  Infarction 
Drug  Information 
Second  Trimester  Abortions  on 
Inpatient  Basis 
Drugs  and  Suicide 

Immunization  and  Disease  in  New  York 

Geriatrics 


August  1975  NewYork  State  Journal  of  Medicine  1581 


A SYMPOSIUM 

Presented  by  The  Heart  Center,  St.  Francis  Hospital 
in  conjunction  with  the  Council  on  Clinical 
Cardiology  of  the  American  Heart  Association 

ADVANCES  IN 
MANAGEMENT 
OF  CORONARY 
HEART  DISEASE 

Visiting  Faculty: 

W GERALD  AUSTIN  mo 

Chief  of  Surgical  Service,  Massachusetts  General  Hospital 

MICHAEL  DE  BAKEY»D 

Chairman,  Department  of  Surgery,  Methodist  Hospital 

STEPHEN  EPSTEIN  mo 

Chief,  Cardiology  Branch,  National  Heart  & Lung  Institute 

NOBLE  FOWLER  mo 

Director,  Division  of  Cardiology,  University  of  Cincinnati 

ROBERTA.  O'ROURKEmo 

Associate  Professor  of  Medicine,  University  of  California 


This  all-day  program  will  present  an  in-depth 
review  of  the  fundamental  concepts  and  clinical 
advances  in  the  medical  and  surgical  management 
of  coronary  heart  disease  A presentation  of 
problem  cases  will  highlight  the  program 

The  program  is  accepted  for  8 credit  hours  toward 
Category  I by  the  American  Medical  Association 
Credit  applied  and  pending  for  AAFP 


Wednesday,  October  1,  197  5 


Tuition:  $50 


For  information  and  application 
for  enrollment,  please  contact: 
Department  of  Continuing 
Medical  Education 

ST.  FRANCIS 
HOSPITAL 

Port  Washington  Boulevard 
Roslyn,  New  York  11576 
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“Administrative  regulations,”  Dr.  Livingstone  saic 
“often  expand  on  or  subvert  the  intent  of  Congress. 
This  is  why,  he  explained,  the  AMA  for  the  first  time  i 
its  history  recently  sued  the  HEW  Department,  over  th 
UR  regulations.  Federal  Judge  Julius  Hoffman  uphel 
the  AMA’s  contentions  and  issued  a restraining  orde 
against  carrying  out  the  UR  rules.  The  HEW  Deparl 
ment  has  recommended  that  the  case  be  appealed. 

A key  AMA  argument  was  that  admission  revie’ 
within  twenty-four  hours  is  directed  almost  solely  t 
protect  hospitals  against  possible  nonreimbursement- 
not  the  patient’s  health.  Judge  Hoffman  said  that 
“patients  who  cannot  pay  cannot  be  hospitalized  whe 
diagnosis  is  unclear,  the  potential  injury  to  the  patient 
health  may  be  irreparable.” 

Edgar  T.  Beddingfield,  M.D.,  Vice  Chairman  of  th 
AMA  Council  on  Legislation,  said  HEW  barged  ahea 
on  the  physicians’  Medicare  fee  index  without  giving  ir 
terested  parties  a chance  to  question  the  details  of  th 
regulations.  There  is  no  justification  in  either  the  la\ 
or  its  legislative  history  for  imposition  of  a national  eco 
nomic  index,  Dr.  Beddingfield  told  the  panel,  notin 
that  Medicare  fee  recognition  “has  long  lagged  behim 
current  trends  in  physicians’  fees.”  Because  of  th 
unique  two-year  delay,  he  said  the  index  limitation 
could  result  in  shifting  the  financial  burden  to  Medi 
care-Medicaid  patients  by  driving  reimbursement  fur 
ther  below  realistic  fees. 

Also  criticizing  the  Medicare  fee  constraints,  Joh; 
Alexander  McMahon,  President  of  the  American  Hospi 
tal  Association,  said  “this  unilateral  arbitrariness  is  pre 
cisely  the  problem  with  the  general  approach  to  prograr. 
economic  controls  adopted  by  the  Social  Security  Ad 
ministration  in  carrying  out  its  responsibilities.  1 
clearly  suggests  that  SSA  continues  to  utilize  law  to  sui 
its  own  concerns  and  not  to  reflect  in  a careful  and  pub 
licly  acknowledged  way  a commitment  to  honor  legiti 
mate  costs  in  the  delivery  of  health  care.” 

* * * 

The  physicians’  Medicare  fee  index  angrily  debate* 
by  the  AMA  and  the  HEW  Secretary  during  the  Way 
and  Means  Health  Subcommittee  “public  oversight 
hearing,  limits  reimbursement  to  17.9  per  cent  abov 
levels  prevailing  in  fiscal  year  1973. 

Now  in  effect,  the  new  payment  formula,  according  t 
HEW  Secretary  Weinberger,  will  save  the  governmen 
an  estimated  $26  million  during  this  fiscal  year  out  of  i 
total  Medicare  Part  B outlay  of  $3.2  billion. 

Most  of  the  objections  to  the  national  formula  whicl 
is  pegged  to  various  cost-of-living  indexes  were  brushe* 
aside  by  HEW  and  Social  Security  in  issuing  the  regula 
tions  in  final  form. 

The  AMA  has  charged  that  Congress  intended  local 
rather  than  national  indexes;  that  the  limitation  was  no 
supposed  to  be  on  a procedure-by-procedure  basis  bu 
an  aggregate;  and  that  HEW  allowed  insufficient  timi 
for  discussion  on  the  manner  in  which  it  has  decided  t< 
draw  up  the  index.  The  control  will  simply  force  mor* 
physicians  to  abandon  the  assignment  method,  AM/ 
warned. 

Weinberger  argued  that  while  the  Senate  Financi 
Committee  report  suggested  that  a separate  index  fo 
each  locality  be  calculated,  “a  national  index  is  bein| 
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used,  at  least  initially,  because  the  data  required  to  con- 
struct local  indices  are  not  now  available.” 

The  index  will  be  applied  to  every  prevailing  charge  in 
each  locality.  It  will  also  be  applied  on  a cumulative 
basis  with  fiscal  1973  serving  as  the  base  year.  In- 
creases in  prevailing  charges  over  the  1973  base  year 
level  cannot  exceed  the  rate  justified  by  the  economic 
index  calculated  for  that  period. 

Any  individual  prevailing  charge  that  would  increase 
by  more  than  17.9  per  cent  over  the  1973  base  level  will 
have  its  rate  of  increase  limited  to  17.9  per  cent.  Pre- 
vailing charges  that  have  increased  by  less  than  17.9  per 
cent  will  be  unaffected.  Any  portion  of  the  allowable 
increase  not  used  will  be  carried  forward  to  future  years. 

Because  physicians  are  incorporating  in  increasing 
numbers,  Internal  Revenue  Service  data  are  no  longer  a 
good  source  of  information  about  changes  in  physicians’ 
office  practice  expenses,  Weinberger  said.  Pertinent 
components  of  the  Consumer  Price  Index,  the  Whole- 
sale Price  Index,  Bureau  of  Labor  Statistics  wage  in- 
dices, and  data  from  Medical  Economics  were  used  in- 
stead. 

* * * 

F.  David  Mathews,  thirty-nine-year-old  President  of 
the  University  of  Alabama,  has  been  selected  by  Presi- 
dent Ford  to  be  the  new  Secretary  of  the  Health,  Educa- 
tion, and  Welfare  Department. 

Incumbent  Secretary  Caspar  Weinberger  has  said  re- 
peatedly in  recent  months  he  wished  to  return  to  Cali- 
fornia. He  was  not  ousted  from  the  post.  His  resigna- 
tion is  effective  August  10, 1975. 

Mathews  is  supposted  to  be  more  liberal  than  Wein- 
berger whose  chief  forte  was  economy  and  rigid  controls 
to  effect  economy.  Completely  unknown  on  the  nation- 
al political  scene,  the  youthful  University  President  has 
described  himself  as  an  independent.  Rumor  has  it 
that  he  is  at  odds  with  Alabama  Governor  George  Wal- 
lace. 

A Phi  Beta  Kappa  graduate  of  the  University  of  Ala- 
bama, Mathews  holds  a Ph.D.  in  history  from  Columbia 
University.  He  has  been  with  the  state  university  since 
receiving  his  doctorate. 

Whatever  Mathews’  other  qualifications,  the  White 
House  obviously  had  some  1976  political  considerations 
in  mind  in  tapping  the  southerner  from  Wallace’s  state. 

The  Senate  must  confirm  Mathews  for  the  post,  but 
no  troubles  are  seen. 

As  HEW  Secretary,  Mathews  will  be  at  the  center  of 
domestic  controversies,  including  welfare,  social  securi- 
ty, education,  and  the  big  Federal  health  programs.  He 
will  spearhead  the  Ford  Administration’s  expected  drive 
for  its  own  national  health  insurance  program  next  year. 
He  will  also  have  to  cope  with  the  lawsuits  filed  by  med- 
ical and  hospital  organizations  against  control  regula- 
tions imposed  by  Weinberger.  And  there’s  always  the 
vexing  and  apparently  insoluble  problem  of  straight- 
ening out  the  organizational  mess  at  HEW. 

* * * 

The  Association  of  American  Medical  Colleges 
(AAMC)  has  filed  suit  to  prevent  the  Department  of 
Health,  Education,  and  Welfare  from  implementing 
Medicare-Medicaid  hospital  cost-control  regulations, 
that  became  effective  July  1,  1975. 
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When  the  need  is  for  nutritional 
supplementation  with 
B complex  and  vitamin  C, 
BEMINAL-500  has  what  it  takes: 

• High  potency  B complex 
vitamins 

• 500  mg.  of  vitamin  C 

• No  odor 

• No  aftertaste 

Each  BEMINAL-500  tablet  contains 


Thiamine  mononitrate 
(Vit  Bi)  25  0 mg 

Riboflavin  (Vit  B2)  12  5 mg 

Niacinamide  100  0 mg 

Pyridoxine  hydrochloride 
(Vit  B6)  10  0 mg 

Calcium  pantothenate  20  0 mg 

Ascorbic  acid  (Vit  C) 
as  sodium  ascorbate  500  0 mg 

Cyanocobalamin 

(Vit  B12)  5 0 meg 


Each  tablet  contains  0 15  mg  saccharin 
as  sodium  saccharin. 

Each  tablet  provides  the  following 
multiples  of  the  recognized 
adult  minimum  daily  requirements 


Thiamine  mononitrate  25 

Riboflavin 

Niacinamide  10 

Ascorbic  acid  16 


The  need  for  pyridoxine  hydrochloride, 
calcium  pantothenate  and  cyanoco- 
balamin in  human  nutrition  has  not 
been  established 

USUAL  DOSAGE:  Adults- 1 tablet  daily 
or  as  directed 

SUPPLIED:  No  824 -BEMINAL-500 
Tablets,  in  bottles  of  100 


Ayerst 


AYERST  LABORATORIES 
New  York.  N Y 10017 


7411 


Medical  Meetings 


Weekly  series 

A weekly  series  on  “Clinical  Pharmacology — Current 
Concepts”  will  be  held  on  Fridays  from  September  12  to 
December  19,  1975,  9 a.m.  to  10:15  a.m.,  Teaching  Cen- 
ter, South  Shore  Division,  Long  Island  Jewish-Hillside 
Medical  Center,  327  Beach  19th  Street,  Rockaway,  New 
York  11691.  The  series  is  sponsored  by  the  Department 
of  Medicine,  Long  Island  Jewish-Hillside  Medical  Cen- 
ter and  the  Department  of  Pharmacological  Sciences, 
School  of  Basic  Health  Sciences,  Health  Sciences  Cen- 
ter, SUNY  at  Stony  Brook. 

The  program  director  is  Ilene  Raisfeld,  M.D.  The 
program  is  open  to  internists,  pediatricians,  family  phy- 
sicians, nurse  clinicians,  and  pharmacologists. 

For  further  information  contact:  Office  of  the  Dean 
of  the  Clinical  Campus,  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  New  York  11040. 

Fitness  after  fifty — mobility 

The  Center  for  the  Study  of  Aging,  Inc.,  presents 
“Fitness  After  Fifty — Mobility,”  a weekend  seminar 
with  workshops,  demonstrations,  and  national  leaders. 
The  seminar  is  on  improving  mobility,  balance,  physical 
and  mental  fitness,  and  health,  September  26-28,  1975, 
at  the  Institute  on  Man  and  Science,  Rensselaerville, 
New  York. 

Cooperating  agencies  include  the  President’s  Council 
on  Physical  Fitness  and  Sports,  National  Graduate  Uni- 
versity; Institute  on  Man  and  Science;  National  Council 
on  Aging;  and  American  Geriatrics  Society. 

Registration  is  limited  and  inquiries  should  be  ad- 
dressed to:  Mrs.  Sara  Harris,  Executive  Secretary,  Cen- 
ter for  the  Study  of  Aging,  Inc.,  706  Madison  Ave.,  Alba- 
ny, New  York  12208,  Tel.  518  465-6927,  or  462-1331. 

Regional  Meetings,  postgraduate  courses 

The  following  are  a list  of  regional  meetings  and  post- 
graduate courses,  given  in  or  in  proximity  to  New  York 
State,  which  have  been  arranged  by  the  American  Col- 
lege of  Physicians.  These  meetings  and  postgraduate 
courses  have  been  approved  by  the  American  Medical 
Association  Advisory  Committee  on  Continuing  Medical 
Education.  They  fulfill  Category  1 requirements  for 
the  AMA  Physicians’  Recognition  Award. 

September: 

“An  Electrophysiologic  Approach  to  the  Diagnosis 
and  Treatment  of  Cardiac  Arrhythmias,”  American  Col- 
lege of  Physicians  Postgraduate  Course,  Cosponsored  by 
the  University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  Hilton  of  Philadelphia,  September  29- 
October  2.  Info:  Registrar,  Postgraduate  Courses, 

ACP,  4200  Pine  Street,  Philadelphia,  PA  19104. 

October: 

“New  Concepts  in  Basic  and  Applied  Hematology,” 

Material  for  inclusion  for  the  medical  meetings  section  must 
be  received  eight,  weeks  prior  to  publication  date. 


American  College  of  Physicians  Postgraduate  Course, 
Cosponsored  by  Jefferson  Medical  College  of  Thomas 
Jefferson  University,  Philadelphia,  PA,  October  8-10. 
Info:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  PA  19104. 

“Contemporary  Internal  Medicine,”  American  Col- 
lege of  Physicians  Postgraduate  Course,  Cosponsored  by 
Cornell  University  Medical  College,  New  York,  NY, 
October  20-24.  Info:  Registrar,  Postgraduate  Courses, 
ACP,  4200  Pine  Street,  Philadelphia,  PA  19104. 

January,  1976: 

“Workshops  in  the  Physiology,  Diagnosis  and  Treat- 
ment of  Electrolyte  and  Acid-Base  Disorders,”  Ameri- 
can College  of  Physicians  Postgraduate  Course,  Cospon- 
sored by  the  University  of  Pennsylvania  School  of  Medi- 
cine, Philadelphia,  PA,  January  5-9.  Info:  Registrar, 
Postgraduate  Courses,  ACP,  4200  Pine  Street,  Philadel- 
phia, PA  19104. 

“Update  in  Infectious  Diseases,”  American  College  of 
Physicians  Postgraduate  Course,  Cosponsored  by  the 
Medical  College  of  Pennsylvania,  Philadelphia,  PA,  Jan- 
uary 28-30.  Info:  Registrar,  Postgraduate  Courses, 

ACP,  4200  Pine  Street,  Philadelphia,  PA  19104. 
February,  1976: 

“Immunological  Mechanisms  of  Disease,”  American 
College  of  Physicians  Postgraduate  Course,  Cospon- 
sored by  the  University  of  Florida  College  of  Medicine, 
Hilton  Hotel,  Gainesville,  FL,  February  18-20.  Info: 
Registrar,  Postgraduate  Courses,  ACP,  4200  Pine  Street, 
Philadelphia,  PA  19104. 

March,  1976: 

“Specifically  Treatable  Diseases,”  American  College 
of  Physicians  Postgraduate  Course,  Cosponsored  by  the 
Pennsylvania  Hospital  and  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  PA,  March  1-5.  Info: 
Registrar,  Postgraduate  Courses,  ACP,  4200  Pine  Street, 
Philadelphia,  PA  19104. 

April,  1976: 

“Auscultation  in  its  Clinical  Setting,”  American  Col- 
lege of  Physicians  Postgraduate  Course,  Cosponsored  by 
the  University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  PA,  April  26-28.  Info:  Registrar,  Post- 
graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
PA  19104. 

May,  1976: 

“Practical  Internal  Medicine — Advances  and  Re- 
view,” American  College  of  Physicians  Postgraduate 
Course,  Cosponsored  by  the  University  of  Maryland 
School  of  Medicine  and  the  Baltimore  VA  Hospital,  Bal- 
timore, MD,  May  10-12.  Info:  Registrar,  Postgraduate 
Courses,  ACP,  4200  Pine  Street,  Philadelphia,  PA 
19104. 

Continuing  education  symposium 

A three-day  symposium,  Continuing  Education  in 
Dermatology  at  NYU— 1975,  is  planned  for  October  1,  2, 

continued  on  page  1587 


1 584  New  York  State  Journal  of  Medicine  August  1975 


continued  from  page  1388 

er  than  an  exhaustive  or  meticulous  review  of  informa- 
tion available.  It  contains  numerous  inaccuracies  of 
statement  which  may  be  mistakes  in  expression  rather 
than  errors  of  conclusion.  Although  there  are  frequent 
summaries,  one  derives  no  very  precise  conclusions  be- 
yond the  rather  obvious  fact  that  visceral  afferents  are 
of  physiological  importance  and  that  control  centers  in 
the  brain  and  neural  axis  are  affected  by  and  act  on  the 
viscera.  The  tone  is  that  of  a senior  scientist  giving  a 
rather  rambling  discourse  to  a not  very  sophisticated  au- 
dience. There  is  need  for  a book  which  analyzes  the 
mechanisms  that  control  and  integrate  visceral  function. 
This  work,  though  containing  a rather  unique  admixture 
of  topics,  is  not  suitable  as  a text  and  a physician  would 
not  find  it  satisfactory  as  refresher  or  educational  read- 
ing. It,  nonetheless,  does  contain  a great  deal  of  infor- 
mation and  what  is  said  about  quite  a number  of 
subjects  is  of  interest.  Unfortunately  one  cannot  always 
be  sure  whether  the  author’s  statements  are  up  to  date, 
based  on  his  work  or  that  of  others.  As  a monograph  of 
the  British  Physiological  Society  it  is  disappointing  in 
quality.  It  is  neither  an  outstanding  physiological  re- 
view nor  a model  of  accurate,  analytical,  or  integrative 
thought.  However,  it  is  a contribution  which  will  be  of 
assistance  to  some  and  the  production  of  something 
helpful  is  a commendable  attainment.  Chandler  McC. 
Brooks,  Ph.D. 

Medical  Malpractice  Law.  By  Angela  Rodney  Hold- 
er. Foreword  by  Milton  Helpern,  M.D.  New  York, 
John  Wiley  & Sons,  Inc.,  1975.  Cloth,  $22.50. 

Angela  Rodney  Holder  is  Contributing  Editor  of 
Prism  and  a frequent  contributor  to  the  “Law  and  Med- 
icine” section  of  the  Journal  of  the  American  Medical 
Association. 

Mrs.  Holder,  a graduate  of  Tulane  Law  School,  is  a 
member  of  the  Bars  of  South  Carolina  and  Louisiana, 
and  serves  on  the  Medicolegal  Committee  of  the  South 
Carolina  Bar  Association. 

Medical  Malpractice  Law  is  an  excellent  treatment  of 
the  physician-patient  relationship  from  its  inception  to 
its  termination.  The  author  has  carefully  detailed  the 
factors  and  considerations  which  together  determine 
whether  the  relationship  has  been  created  or  whether  an 
existing  relationship  has  been  effectively  terminated. 
Such  an  analysis  is  especially  pertinent  in  today’s  cli- 
mate in  which  many  physicians  are  either  contemplating 
a curtailment  of  medical  services  or  have  actually  em- 
barked on  such  a course. 

Mrs.  Holder  also  discusses  the  advantages  and  disad- 
vantages inherent  in  the  alternative  solutions  which 
have  been  proposed  in  lieu  of  the  present  tort  system 
such  as  screening  panels,  arbitration,  and  no-fault. 
This  review  of  these  alternatives  is  also  welcome  at  the 
present  time  in  view  of  the  current  malpractice  legisla- 
tion and  solutions  being  advanced  by  the  legislatures  of 
numerous  states  as  a means  of  reversing  the  trend  of  the 
ever-increasing  cost  of  malpractice  premiums. 

In  addition,  the  author  discusses  the  liability  of  physi- 
cians for  misdiagnosis,  injuries  resulting  from  therapeu- 
tic agents,  incorrect  or  inadequate  treatment,  failure  to 
obtain  the  patient’s  informed  consent,  intentional  torts, 
and  the  acts  of  those  persons  under  the  physician’s  con- 
trol. There  are  over  one  thousand  cases  cited  and  in 
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Letters  to  the  Editor 


Giant  cell  sarcoma 

To  the  Editor:  This  communication  is  written  with  a 
multipurpose  thrust:  1.  Kudos  are  apropos  for  the  ex- 
cellent article  “Giant  Cell  Carcinoma  of  the  Breast,” 
New  York  State  Journal  of  Medicine,  pages  731  to  734, 
April,  1975,  by  Mcllveen,  et  al. 

2.  I wonder  why  there  seems  to  be  a paradox  between 
the  title  and  the  comments  which  alluded  to  sarcoma 
and  malignant  fibrous  histiocytoma?  The  latter  was 
preferred  by  two  eminent  pathologists,  R.  Lattes, 
M.D.,*  and  C.  D.  Haagensen,  M.D.,f  with  the  authors 
concurring. 

3.  The  case  they  presented  could  either  be  best  clas- 
sified as  true  stromal  sarcoma,  primary  in  the  breast 
and,  unlikely,  giant  cell  carcinoma  with  malignant  fi- 
broblastic metaplasia,  the  latter  being  referred  to  in  Dr. 
McDivitt’s  et  al.  Armed  Forces  Institute  of  Pathology 
“Fascicle  on  Breast,”  * and  Dr.  Haagensen’s  classic  book 
“Disease  of  the  Breast,*  chapter  32,  page  601. 

I am  offering,  hereby,  my  comments  for  what  they 
are  worth.  There  are  two  varieties  of  carbino-sar- 
coma: 

1.  Combination  tumors.  The  epithelial  carcinoma- 
tous elements  have  incited  and  induced  the  adjacent 
stromal  elements  to  be  neoplastic. 

2.  Composition  tumors.  There  are  several  neoplas- 
tic types  of  tissue  structure  undergoing  malignant  syn- 
chronous transformation. 

It  must  be  borne  in  mind  that  well-differentiated 
forms  of  the  primitive  multipotential  or  plurikinetic 
mesenchyme  are  ubiquitously  located  in  the  human 
body  and  there  are  the  labile  fibroblasts  that  are  in  a 
flux,  capable  of  transmutation  and  transcending  into 
specialized  tissue  form.  They  can  transmute  into  fibro- 
cytes,  osteocytes,  and  chondrocytes.  The  stimulus  for 
proliferation  can  cause  the  fibrocytes,  osteo-,  and  chon- 
drocytes to  revert  to  cell  type  for  they  are  multidirec- 
tional and,  in  fact,  in  some  neoplasms  you  can  find  the 
three-cell  types  all  in  the  same  microscopic  field.  This 
indicates  that  the  neoplasm  is  not  morphologically  stat- 
ic, so  that  the  harder  you  look  for  transitions  of  cellular 
patterns  the  more  you  can  find.  Of  course,  it  also  de- 
pends on  the  number  of  sections  processed.  In  Dr. 
Mcllveen’s  et  al.  case  they  must  have  studied  a good 
number  with  special  selective  stains. 

The  histiocyte  in  malignant  fibrous  histiocytoma  can 
act  like  macrophages  being  able  to  phagocytize  particu- 
late matter.  Some  of  the  foamy  cytoplasm  can  be  de- 

*  McDivitt,  R.  W.,  Lattes,  R.,  and  Stout,  A.  P.:  Fascicle  on 
Hreast,  Washington,  D.C.,  Armed  Forces  Institute  of  Patholo- 
gy- 

f Haagensen,  C.  D.:  Disease  of  the  Breast,  Philadelphia,  W. 
B.  Saunders  Company,  2nd  ed.,  1971,  chap.  32,  p.  601. 


generative  and  fatty.  I wonder  if  they  did  a fat  stain? 

I congratulate  Dr.  Mcllveen  et  al.  on  their  outstand- 
ing article. 

L.  A.  W.  H.  PANGILINAN,  M.D. 

907  Arnold  Avenue 
Utica,  N.  Y.  13502 

Editor’s  note:  The  correction  of  the  title  was  noted  in 
the  June,  1975,  issue  of  the  Journal  on  page  1119. 

Physician  associates  and  assistants 

To  the  Editor:  I am  writing  in  response  to  an  editorial 
by  A.  A.  A.  in  the  April,  1975,  Journal,  page  689,  enti- 
tled, “Physician’s  associates  vs.  physician’s  assistant: 
danger  ahead.” 

“The  physician’s  assistant  is  a skilled  person  qualified 
by  academic  experience  and  practical  on-the-job  train- 
ing to  provide  patient  service  under  the  supervision  and 
direction  of  a licensed  physician  who  is  responsible  for 
the  performance  of  that  assistant.” 

Above  is  the  AMA  definition  of  the  physician’s  assis- 
tant in  which  there  are  two  key  phrases  to  which  you 
seem  to  address  yourself.  I will  take  them  one  at  a time. 
The  first  one  is  “a  skilled  person  qualified  by  academic 
experience  and  practical  on-the-job  training.”  All  AMA 
approved  physician’s  assistant  programs  are  at  least  two 
years  in  length  with  prerequisites  for  admissions  being 
extensive  health  care  experience  and/or  two  years  of  col- 
lege. Many  PA  programs  offer  baccalaureate  degrees. 
Students  receive  intensive  education  in  the  basic  sci- 
ences and  medicine  as  well  as  well  structured  and  super- 
vised clinical  rotations  through  all  of  the  basic  services 
of  medicine.  This  is  not  “limited  training  and  experi- 
ence ...  by  dint  of  familiarity  derived  by  performance 
under  the  aegis  of  their  sponsoring  physician”  as  you 
would  have  us  believe.  One  of  the  most  important  con- 
cepts that  physician  assistant  programs  instill  in  their 
students  is  an  awareness  of  their  limitations. 

The  second  phase  is  “to  provide  patient  service  under 
the  supervision  and  direction  of  a licensed  physician.” 
You  call  for  limitations  of  authority  and  activities  of 
PA’s,  but  here  it  is  with  the  key  words  “supervision  and 
direction.”  PA’s  should  only  do  what  is  delegated  by 
their  physician  supervisors.  It  is  not  the  intent  that 
they  do  otherwise.  Nowhere  is  it  stated  that  PA’s 
should  practice  independently,  not  by  the  AMA,  not  by 
the  New  York  State  law  enabling  PA  employment,  not 
by  the  American  Academy  of  Physician  Assistants,  not 
by  Physician  Assistant  Programs,  nor  by  PA’s  them- 
selves. If  there  are  indeed  PA’s  who  are  “ ‘hanging 
shingles’  out”  your  energies  might  be  better  directed 

continued  on  page  1589 
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■ Practically  devoid  of  effects  on  central 
nervous  system 

■ Long-term  use  particularly  feasible  because 
of  rare  incidence  of  side  effects 

■ May  be  useful  in  symptoms  of  cerebral 
insufficiency  when  secondary  to  temporary 
arterial  spasm  such  as  transient  visual 
disturbances,  poor  coordination  and 
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associated  with  arterial  spasm. 
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contraindicated  in  the  presence  of  complete  atrioventricular 
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and  3,  at  New  York  University  Post-Graduate  Medical 
School.  The  course  directors  are  Drs.  Rudolf  L.  Baer, 
George  Miller  MacKee  Professor  and  chairman  of  the 
Department  of  Dermatology,  and  Alfred  W.  Kopf,  pro- 
fessor of  dermatology. 

Further  details  are  available  from  the  Office  of  the 
Associate  Dean,  New  York  University  Post-Graduate 
Medical  School,  550  First  Avenue,  New  York,  New  York 
10016,  telephone  (212)  679-3200,  ext.  4037. 

Annual  conference  v 

The  annual  conference  of  the  Society  for  the  Scientif- 
ic Study  of  Sex  on  “Childhood  Sexuality”  will  be  held 
October  31  through  November  2,  1975,  at  the  Barbizon 
Plaza  Hotel,  New  York  City.  For  detailed  information, 
write  to  Dr.  Leah  C.  Schaefer,  Chairman,  Workshop 


Committee,  S.S.S.S.,  285  Riverside  Drive,  Apt.  15A, 
New  York,  New  York  10025. 

Fourth  annual  symposium  on  schizophrenia 

The  Joint  Committee  on  Schizophrenia  of  the  New 
York  State  District  Branches,  A.P.A.,  is  sponsoring  its 
fourth  annual  “Symposium  on  Shcizophrenia.”  It  will 
be  titled — “Adolescence  and  Psychosis:  a Hollistic  Ap- 
proach to  Diagnosis  and  Treatment,”  and  will  be  held 
on  Saturday,  November  15  at  the  Hotel  Roosevelt,  New 
York  City. 

The  program  meets  the  criteria  for  seven  hours  of 
Category  I C.M.E.  credit  of  the  AMA.  It  is  cosponsored 
by  the  American  Psychiatric  Association. 

For  further  information:  Lester  E.  Shapiro,  M.D.,  43 
Andover  Road,  Rockville  Centre,  New  York  11570;  tel. 
(516) 766-3442. 
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The  action  seeks  a preliminary  injunction  against  reg- 
ulations which  set  limits  on  routine  service  costs  in 
short-term,  nonfederal  hospitals. 

AAMC  says  the  regulations  fail  to  consider  factors  in 
hospital-cost  measurement  that  Congress  wrote  into 
law;  namely,  the  scope  of  services  offered,  the  quality 
and  intensity  of  care,  and  hospitals’  educational  pro- 
grams. As  a result,  many  hospitals’  daily  costs  will  soar 
far  beyond  the  amounts  allowed,  AAMC  says. 

HEW’s  reimbursement  schedule  for  these  routine 
daily  costs  groups  hospitals  according  to  their  urban  or 
nonurban  location,  area  per-capita  income,  and  bed 
number.  Similar  interim  regulations  have  been  in  ef- 
fect for  the  past  year,  but  at  a higher  reimbursement 
rate. 

“If  these  new  regulations  are  allowed  to  stand,  Medi- 
care patients  could  lose  up  to  $68  million  worth  of  hospi- 
tal services  next  year,”  said  John  A.  D.  Cooper,  M.D., 
President  of  AAMC. 

Medicaid  charges  also  will  be  affected,  he  points  out, 
since  by  law,  Medicaid  hospital  charges  cannot  exceed 
those  of  Medicare.  Other  third-party  payers  are  likely 
to  use  the  new  schedules  in  setting  payment  rates,  he 
added. 

“The  new  ceilings  for  payments  will  work  a tremen- 
dous hardship  on  U.S.  hospitals,”  he  said.  “More  im- 
portantly, they  will,  for  the  first  time  since  Medicare 
began,  place  many  Medicare  patients  in  jeopardy  of 
having  to  pay  for  a portion  of  their  hospital  costs.” 

Particularly  hard  hit  would  be  the  nation’s  teaching 
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those  instances  wherein  there  appears  to  be  divergent 
decisions,  Mrs.  Holder,  wherever  possible,  attempts  to 
distinguish  the  factual  distinctions  which  the  court  felt 
were  controlling. 

Medical  Malpractice  Law  is  written  in  a clear,  con- 


hospitals,  said  Charles  Wolman,  Administrator  of  Yale- 
New  Haven  Hospital,  New  Haven,  Connecticut.  AAMC 
estimates  733  hospitals,  about  12.8  per  cent  of  the  total 
would  be  adversely  affected. 

“Johns  Hopkins  University  Hospital,  in  Baltimore 
would  have  a maximum  (for  daily  routine  charges)  ol 
$120,”  he  said,  “while  D.C.  General  Hospital,  34  miles 
away,  would  be  allowed  $174. 

“Duke  University  Hospital  (In  Durham,  N.C.)  would 
be  allowed  $89  while  nearby  Charlotte,  N.C.,  Memorial 
Hospital  would  receive  $120.” 

Wolman’s  own  hospital,  Yale-New  Haven,  has  beer 
allotted  a daily  allowable  charge  of  $174. 

“Duke  suffers,  for  instance,  because  of  a low  per-capi- 
ta  income  level  in  its  area.  Duke’s  costs  are  probably  1C 
to  15  per  cent  less  than  ours,  due  to  lower  labor  costs,’ 
said  Wolman,  “but  they  certainly  are  far  more  than  hall 
as  much.” 

Interim  regulations  have  been  in  effect  for  the  past 
year  which  set  Medicare  daily  hospital  charges  at  the 
90th  percentile  of  the  national  total.  The  new  regula- 
tions lower  this  to  the  80th  percentile. 

“The  interim  regulations  . . . have  many  of  the  serious 
faults  of  the  new  regulations,”  said  Dr.  Cooper.  “We 
decided  to  live  with  them  for  a year,  and  not  take  legal 
action  earlier,  because  the  Secretary  promised  in  a press 
release  June  6,  1974,  that  the  revisions  would  incorpo- 
rate criteria  which  would  make  them  less  arbitrary  and 
capricious. 

It  is  obvious  that  he  has  not  kept  his  promise,  and  oui 
only  recourse  is  in  the  courts.” 


cise,  and  nontechnical  style.  It  is  a must  for  all  attor- 
neys actively  engaged  in  the  medicolegal  area  and  could 
prove  of  invaluable  assistance  to  the  physician  in  active 
practice  who  wishes  to  avoid  those  situations  which 
often  result  in  malpractice  litigation  Francis  J. 
McKee,  J.D. 


1 588  New  York  State  Journal  of  Medicine  / August  1975 


continued  from  page  1586 

toward  reporting  these  people  to  the  New  York  State 
Attorney  General  for  prosecution  than  by  writing  in- 
flammatory and  incorrect  editorials. 

ANNE  E.  RIKER 
Clinical  Coordinator 
College  of  Medicine  and  Dentistry  of  New  Jersey 
Rutgers  Medical  School,  Uniuersity  Heights 
Piscataway,  N.J.  08854 

Editor’s  note:  The  purpose  was  to  avoid  a situation 
developing  like  that  which  prevailed  with  chiropractic 
before  they  were  licensed  and  still  is  prevalent,  wherein 
chiropractors  really  practiced  medicine  quite  openly  on 
their  own  without  supervision.  The  assurances  given  in 
the  above  letter  are  comforting  and  bode  well  for  the 
participation  of  physicians  assistants  in  health  care. 

ALFRED  A.  ANGRIST,  M.D. 

Editor 


Iron  in  infant  cereals  inadequate  for  growing 
babies:  researchers 

“Iron-supplemented  infant  cereals  do  not  provide  an 
effective  or  predictable  source  of  dietary  iron”  for  in- 
fants, five  University  of  Washington  physicians  have  re- 
ported in  the  May  issue  of  Pediatrics. 

The  physicians  based  their  conclusion  on  studies  they 
conducted  to  determine  the  amount  of  iron  absorbed 
into  the  blood  from  the  iron  supplements  commonly 
found  in  commercial  baby  cereals.  The  children  partic- 
ipating in  the  studies  ranged  from  four  to  seven  months 
of  age.  In  all,  approximately  70  infants  were  tested 
using  both  cereals  and  iron-fortified  infant  formulas. 

The  researchers  found  that  not  more  than  one  per 
cent  of  the  iron  compounds  used  in  the  cereals  were  ab- 
sorbed by  the  infants.  The  average  absorption  level  of 
iron  fortified  formulas,  however,  was  4.2  per  cent. 

Thus,  the  researchers  concluded,  infant  cereals  alone 
do  not  provide  enough  iron  for  infants  of  the  ages  tested, 
but  the  use  of  iron-supplemented  formulas  does  provide 
enough  iron. 

In  a related  article  in  the  same  issue  of  Pediatrics,  the 
researchers  pointed  out  that  their  studies  have  also  indi- 
cated the  need  for  continual  iron  supplementation  in  in- 
fants, since  the  iron  stores  of  the  child’s  mother  does  not 
affect  the  infant. 

The  researchers  studied  the  infants’  iron  stores  by 
measuring  levels  of  plasma  ferritin  in  the  blood  of  a 
group  of  mothers  at  the  time  of  their  delivery  and  in 
their  infants  during  the  first  six  months  of  life.  They 
found  that,  regardless  of  the  iron  stores  of  the  child’s 
mother  at  birth,  by  six  months  of  age  the  child’s  iron 
stores  “appear  to  be  dependent  on  the  amount  of  iron 
supplement  received  by  the  individual  infants.” 

The  physicians  participating  in  one  or  both  of  the 
studies  were  Doctors  Ernesto  Rios,  Robert  E.  Hunter, 
Clement  A.  Finch,  James  D.  Cook,  Nathan  Smith,  and 
David  A.  Lipschitz,  Ph.D. 


Third  Official  Postgraduate 
Acupuncture  Course 

September  24-28, 1975 

The  New  York  Society  of  Acupuncture  for 
Physicians  and  Dentists  will  present  its  third 
Acupuncture  & Pain  Control  training  course  at 
the  New  York  University  Medical  Center.  The 
course  is  both  approved  and  authorized  by  the 
New  York  State  Boards  for  Medicine  and  for 
Dentistry.  The  50-hour  credit  hours  will  count 
toward  the  100-hours  of  instruction  required  by 
New  York  State  for  acupuncture  certification. 
Medical  and  dental  students,  interns  and 
residents  will  be  given  special  consideration  in 
basic  training.  For  further  information  about 
the  Seminar,  write  to: 

New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists 
115  East  61st  St., 

New  York,  N.Y.  10021 

Telephone:  212-245-4737 


PROFESSIONAL  OFFICE  DESIGN  SERVICES 

Existing  and  new  professional  offices  innovatively  planned,  furnished 
and  rehabilitated  by  skilled  team  of  design  professionals. 

Space  utilization  studies— Feasibility  studies— Interior  furniture  & furnish- 
ings—Preparation  of  construction  drawings  & specifications— Design  of 
electro-mechanical  systems— Assistance  in  selection  of  contractors— 
Supervision  of  construction  & installation  of  furniture  & equipment. 

Gloria  Jaroff,  A.S.I.D.,  16  Upland  Lane,  Armonk,  N.Y.  914-273-9575 


The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics 

announces 

A Postgraduate  Course  in  Orthopaedic  Medicine 

with  James  H.  Cyriax,  M.D. 

Visiting  Professor  of  Orthopaedic  Medicine 

September  17  through  2C,  1975 

For  further  information  please  contact: 
Department  of  Orthopaedics 
University  of  Rochester  Medical  Center 
601  Elmwood  Ave.,  Rochester,  N.Y.  14642 
716-275-5168 

Postgraduate  Course 
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A NEW  MEMBERSHIP  BENEFIT 


The  Medical  Society  of  the  State  of  New  York  and  Chemical  Bank  of  New  York  have  put  to- 
gether a unique  program  of  services  geared  to  the  financial  needs  of  the  physician.  The 
only  requirement  is  that  the  member  open  a free  checking  account  and  a savings  account 
with  the  Bank. 

Features  of  the  plan  include: 

1.  A $5,000  line  of  credit  which  can  be  used  in  any  of  three  ways  or  in  combina- 
tion: 

1.  Bank  Master  Charge  card. 

2.  Overdraft  checking  privileges. 

3.  American  Express  Executive  Money  Card. 

2.  An  additional  $10,000  through  instalment  loans  which  include  a preferred  per- 
sonal loan  rate  at  a discount  of  one-half  of  one  per  cent  in  the  current  annual 
percentage  rate  for  any  instalment  loan  for  more  than  $2,000. 

3.  Special  credit  arrangement  for  financing  business  money  needs  featuring  a 
three-month  deferral  of  the  first  payment  on  office  set-up  and  expansion  loans. 
Flexible  terms  at  preferred  rates,  as  much  as  $15,000,  $30,000  or  more  to  buy 
medical  and/or  office  equipment  and  for  working  capital.  Members  deal  directly 
with  the  bank’s  Professional  Services  Group. 

4.  Extra  features: 

A.  Bank  Cash  Machine  Cards — instant  cash  24  hours  a day. 

B.  Bank  Courtesy  Card  not  available  to  the  general  public,  allowing  the 
member  to  cash  a check  up  to  $500  instantly  at  any  of  the  bank’s 
branches. 

C.  A free  supply  of  200  personalized  prenumbered  checks. 

D.  One  clear  single  monthly  statement  showing  checking  and  savings 
transactions  and  a revolving  credit  summary. 

The  bank  also  offers  individual  financial  counseling  on  trusts,  estates  and  investment  pro- 
grams. 

For  further  information  on  this  special  MSSNY  benefit  contact: 

Bernard  M.  Jackson,  C.L.U.,  Director 
Division  of  Insurance  and  Membership  Benefits 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  New  York  11040 
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THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Presents  for  members  and  their  families 
A FIVE-DAY  “LONG  WEEKEND”  OF  SHEER  RELAXATION  IN 

CANCUN 

THE  NEW  1000-YEAR-OLD  ISLAND  IN  THE  MEXICAN  CARIBBEAN 

Special  Braniff  International  Charter  Flight 
Depart  New  York  November  20th, 

Return  November  24th,  1975 


Uninhabited  until  a few  years  ago,  Cancun  today  is  a 
man-made  paradise  with  14  miles  of  almost  unexplored 
powdery  sand  beaches  washed  by  a clear  turquoise 
sea,  its  own  championship  golf  course,  unlimited  pos- 
sibilities for  all  sports,  including  deep-sea  fishing,  and  a 
fantastic  array  of  modern  conveniences. 

Relax  in  20th-century  elegance  where  Mayan  kings 
wintered  over  a thousand  years  ago.  We’ll  spend  four 
nights  at  the  new  luxurious  Hotel  Cancun  Caribe.  Its 
dramatic  architecture,  tastefully  decorated  comfortable 
rooms,  restaurants  serving  international  and  local 
specialties  and  hospitable  staff  will  make  your  weekend 
on  this  centuries-old  island  truly  memorable. 

Relax  and  do  nothing— soak  up  the  sunshine  by  day, 
listen  to  the  soft  guitars  in  the  evening— or  visit  the 
nearby  Mayan  sites  of  Tulum  and  Chichen-ltza  for  a 
closer  look  at  this  mysterious  ancient  civilization. 


Make  check  payable  to:  Travel  Dynamics,  Inc. 

And  mail  to:  Medical  Society  of  the  State  of  New  York 
Division  of  Insurance  & Membership  Benefits 
420  Lakeville  Road 
Lake  Success,  New  York  11040 


Enclosed  is  my  check  for  $ ($100  per  person)  as  deposit.  I (we)  understand  that  final  payment  is  due 

sixty  (60)  days  prior  to  departure.  Also  the  deposit  will  be  refunded  in  full  if  I (we)  cancel  at  least  sixty  (60)  days 
before  the  departure  date. 


Name 

' 

Address 

City 

State 

Zip 

Telephone  ( ) 

□ 1 request  single  accommodation 

Our  special  Braniff  International  charter  flight  departs 
New  York  November  20,  returning  November  24,  1975. 

The  all-inclusive  trip  rate  is  $495.00  per  person.  Space 
is  limited;  make  your  reservations  today.  We  look  for- 
ward to  joiningyou  and  yourfamily  in  Cancun. 


REGISTRATION 


1591 


If  you  read  nothing  else 
in  August,  you’ve  got  to  read  this:  ^ 

The  most  definitive,  up-to-date,  factual  digest 
of  information  on  the  malpractice  problem  today 


Millions  of  words  have  been  written  about  the  mal- 
practice problem.  But  nobody  has  pulled  all  the 
facts  and  figures  together  into  one  meaningful 
package  — until  now. 

This  AMA  Source  Document,  prepared  by  the 
editors  of  PRISM,  does  just  that.  It’s  the  most 
definitive,  up-to-date,  factual  digest  on  the  mal- 
practice situation  today. 

Another  thing  special  about  it:  you  don't  have  to 
wade  through  a lot  of  words  to  get  the  facts.  Most 
of  the  information  is  presented  in  charts,  tables, 
and  graphs  that  concisely  and  clearly  summarize 
the  latest  data  in  the  major  areas  of  concern: 
claims  increases,  increasing  costs  to  settle  and  to 
buy  coverage,  obtaining  coverage,  and  the  at- 
tempts to  solve  these  problems. 


If  you  want  an  up-to-date,  realistic  picture  of  th< 
whole  malpractice  situation,  don’t  miss  this  docu 
ment.  If  you  receive  PRISM,  you’ll  get  a cop' 
automatically.  If  you  don’t  get  PRISM,  order  you 
copy  below. 


malpractice  in  focus 


Copies  Available 

One  to  10  copies,  $1  00  each  Elevei 
to  49,  75 1 each.  Orders  of  50  or  more 
50?  each.  Send  order,  along  with  pay 
ment,  to:  Order  Dept.,  OP-440,  AMA 
535  N.  Dearborn  St.,  Chicago,  III.  6061C 


An  AMA  Source 
Document  — prepared 
by  the  Editors  of  PRISM 


DON’T  MISS  IT! 
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Index  to  Advertised 
Products 


Analgesics 

Darvocet/Darvon  (Eli  Lilly  & Company)  1396 

Analgesic  sedatives 

Fiorinal  (Sandoz  Pharmaceuticals) 4th  cover 

Antacids 

Maalox  (William  H.  Rorer)  1371 

Antibacterials 


Gantanol  (Roche  Laboratories) 1504,  1505 

Antibiotics 

Larotid  (Roche  Laboratories) 1389,  1390,  1391 

Nebcin  (Eli  Lilly  & Company)  1424,  1425,  1426 

Neosporin  (Burroughs  Wellcome  & Company) 

1375 

Wycillin/Bicillin  (Wyeth  Laboratories)  1394,  1395 

Antihypertensive  diuretics 

Combipres  (Boehringer  Ingelheim) 

1379,  1380,  1381,  1382,  1383,  1384 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 1585 

Bronchodilators 

Brethine  (Geigy  Pharmaceuticals) 1515,  1516 

Brochopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Cerebrovascular  dilators 

Cebral  (Kenwood  Laboratories) 1587 

Diagnostic  instruments 
Electronic  stethoscope  (Lehr  Instrument 
Corp.) 1535 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 1446,  1447 

Hypnotics 

Doriden  (USV  Pharmaceuticals)  1567 

Laxatives 

Modane  (Warren-Teed  Pharmaceuticals)  1369 

Mood  elevators 

Tofranil-PM  (Geigy  Pharmaceuticals) 


1401,  1402 

Multivitamins 

Beminal  (Ayerst  Laboratories) 1387,  1583 

Potassium  sparing  diuretics 
Dyazide  (Smith  Kline  & French 
Laboratories)  1576 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories)  1410,1411,1412 


Show  fHem  vour  etchings... 

Your  clients  can  now  see  your 
sheepskin,  certificate,  license,  or 
whatever,  immortalized  in  metal. 

Each  etching  is  mounted  on  a 
handsome  1 2"x  9' 
hand  rubbed 

walnut  board  and  , . ■ 

will  cost  you  only  ’postage*  ■ i 

handling 

Have  your  name  etched  too  - 
2"x  10"  desk  name  plates  are  only  $6.95  each. 

YOUR  ORIGINALS  RETURNED  UNDAMAGED  WITH  THE  ORDER. 
Send  check  or  money  order  to: 

1287  Burke  Avenue 
Bronx,  New  York  10969 


%jtrriu  untfun  u 

Art  Guild 


EQUIPMENT 


MODULAR  MEDICAL  CABINETRY  AVAILABLE  DIRECT  FROM  MANU- 
facturer.  Unlimited  Formica  selections.  Exam  room  cabinetry,  labs,  nurses 
stations,  desks.  Custom  work  done.  Contact  Elliot  Koretz  at  Modular  Indus- 
tries Inc.,  Box  353,  Old  Bridge,  N.J.  08857.  (201)  679-5578. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT-TACTFVJL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mziil  billhead  for 
details  Crane  Discount  Corp.,  251  W 42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943 


ELECTROCARDIOGRAPHY  FOR  INDUSTRIAL  OFFICES.  CLINICS.  PRI- 
vate  practitioners.  By  correspondence.  Vast  experience.  Strict  confidential- 
ity. Dept.  491,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


ALLERGY  PRACTICE.  WELL-ESTABLISHED.  6 DIGIT  VOLUME,  SUB- 
urban  N.Y.  university  community.  Will  introduce  to  patients  and  hospitals. 
Sale  includes  single  office  building,  easily  adaptable  to  income  producing  in- 
vestment. Terms.  Dept.  485,  c/o  NYSJM. 


FAMILY  PRACTICE  OF  RECENTLY  DECEASED  PHYSICIAN  AVAIL- 
able.  Walden.  Orange  County,  and/or  Wallkill  (Ulster  Co.),  N.Y.  Two  fully 
equipped  offices,  rural  mid-Hudson  Valley;  excellent  hospitals  nearby.  Mrs. 
John  A.  Lukacs,  Box  34,  R.D.  1.  Walden.  N.Y.  12586.  Call  (914)  778-1671. 


OPHTHALMOLOGY  PRACTICE.  MANHATTAN  ESTABLISHED  15 
years.  Fully  equipped  and  furnished.  Gross  over  $60,000.  I will  introduce 
Easv  terms,  $40,000.  Leaving  to  assume  academic  position.  Ulises  Arango. 
M.D.,  285  West  End  Ave.,  New  York,  N.Y.  10023.  (212)  787-6710. 


PHYSICIANS  WANTED 


UNIQUE  OPPORTUNITY  TO  FILL  THE  VACANCY  CREATED  BY  THE 
retirement  of  a solo  pediatrician.  Doctor  may  assume  the  bulk  of  this  large 
practice  and  remain  solo,  or  could  merge  with  another  similar  practice  into  a 
partnership.  Coverage  nights  and  weekends  by  cooperating  pediatricians  in 
area.  Good,  local  hospital,  with  easy  access  to  Burlington  and  Montreal 
medical  centers.  City  of  25,000  on  Lake  Champlain,  with  drawing  area  of 
70,000.  includes  a State  University  College,  is  close  to  skiing  and  vacation 
centers.  Contact;  William  F.  D'Aran,  Jr.,  M.D.,  66  Brinkerhoff  St.,  Platts- 
burgh, N.Y.  12901.  Phone  (518)  563-3150. 
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PHYSICIANS  WANTED— CONT  D 


School  District 
Medical  Director 

Teacher  retirement  benefits.  Eleven  month 
position  plus  all  school  holidays. 

For  interview  and/or  information,  contact 

Arnold  H.  Berger,  (315)  474-6031  or  472-3071 

Syracuse  City  School  District 


PHYSICIANS  WANTED— CONT'D 


GENERAL  PRACTITIONER  OR  FAMILY  PHYSICIAN  NEEDED  IMMEDI- 
ately  for  Central  Adirondack  community.  $25,000  plus  potential;  year-round 
recreational  facilities;  housing  immediately  available;  established  modem 
health  center  with  staff,  nurses,  secretary,  lab,  emergency  room,  examination 
rooms,  X-ray  and  other  specialized  equipment;  office  space  for  doctors.  For 
details,  write  or  call  (collect)  Charles  Eldridge,  Chairman,  Board  of  Directors, 
Town  of  Webb  Health  Center,  Old  Forge,  N.Y.  13420.  (315)  369-3464  or  369- 
6619. 


WANTED:  BOARD  CERTIFIED  (EARLY  40’S)  ALLERGIST  WITH  LARGE 
(mature)  practice  in  the  Metropolitan  N.Y.  area,  wishes  to  form  association 
(partnership?),  or  to  buy  into  practice  of  older  colleague  who  is  interested  in 
gradually  retiring  from  practice  during  next  1-10  years.  Object:  to  take  in 
3rd,  junior  partner.  Interested  parties,  i.e.,  older  colleague  as  well  as  prospec- 
tive junior  associates;  latter  must  be  Board  eligible  or  certified.  Dept.  486, 
c/oNYSJM. 


INTERNIST/GP  SALARY  $30,000  RANGE  PLUS  BENEFITS.  LOCATED  IN 
Finger  Lakes  Region,  gracious  country  living.  Non-discrimination  in  employ- 
ment. Malpractice  insurance  not  necessary.  Contact  Chief  of  Staff,  VA  Cen- 
ter, Bath,  New  York  14810. 


PHYSICIAN-INTERNIST.  CAREER  POSITION.  FULL  TIME.  OPPOR- 
tunity  for  Internist  interested  in  primary  care  delivery.  Well  established 
group  providing  broad  preventative  and  diagnostic  medical  services  and  health 
care  program.  Located  Midtown  NYC.  Salary  negotiable.  An  equal  oppor- 
tunity employer.  Send  resume  in  complete  confidence  to  Dept.  490,  c/o 
NYSJM. 


ARE  YOU  TIRED  OF  PAYING  HIGH  MEDICAL  MALPRACTICE  LIABILITY 
premiums?  If  so,  please  contact  Paul  Reith,  M.D.,  F.A.C.S.,  Chief  of  Staff, 
Georgia  Warm  Springs  Hospital,  Warm  Springs,  Georgia  31830.  Telephone 
(404)655-3321. 


WANTED.  CERTIFIED  OR  ELIGIBLE  INTERNIST  ASSOCIATE.  PART- 
ner  discontinued  practice  because  of  sudden  illness.  Excellent  coverage  with 
four  other  internists  besides  this  office.  Subspecialty  interest  in  pulmonary 
disease,  rheumatology,  oncology,  neurology  or  cardiology  also  welcome. 
Ithaca,  N.Y.  Resourceful  college  community  of  90,000  people.  New  210  bed 
hospital  construction  approved  and  planned.  Please  call  (607)  272-8534, 
7:00-9:00  P.M.  after  7/21/75,  or  write  to:  Reuben  1.  Weiner,  M.D  , 1021  Hec- 
tor St.,  Ithaca,  N.Y.  14850. 


DIRECTOR — 4-Year  Physician’s  Associate  Degree  Program 

Physician  licensed  to  practice  in  New  York  State,  eligible  for  Board 
certification  in  recognized  medical  specialty,  and  knowledgeable 
about  physician  associate  education.  Full-time  position  at  Long 
Island  University/Brooklyn  Hospital  complex,  with  opportunity  for 
clinical  practice  in  appropriate  specialty  department  at  Hospital 
(affiliated  SUNY  Uownstate  Medical  Center).  Salary  negotiable. 
Send  vita  to:  Dean  Felice  Lewis,  Long  Island  University,  The  Brook- 
lyn Center,  Brooklyn,  N.Y.  11201. 


CLINICAL  PSYCHIATRIST:  ESTABLISHED  PRACTICE  OWNE  U 
operated  by  neuro-psychiatrist  employing  one  psychiatrist  on  a p t" 
basis,  one  psychologist  and  two  social  workers,  seeking  hard  working  :L 
trist  to  join  practice  and  eventually  buy  out.  No  investment  needed,  ei 
negotiable  salary,  benefits  and  future  in  beautiful  Midwestern  met  ,i 
area  of  100,000.  Send  curriculum  vitae  to  Dept.  493,  c/o  NYSJM. 


INTERNIST,  HALF  TIME,  NEEDED  IMMEDIATELY  FOR  MU  if 
ciplinary  home  care  staff  at  Elmhurst  Hospital.  Pro  rated  salary,  nil 
malpractice  insurance.  Contact  Michael  M.  Stewart,  M.D.  (212)  830-  6 


COMMISSIONER  OF  HEALTH,  ERIE  COUNTY,  NEW  YORK,  Pi  JI 
tion  1.2  million.  Responsible  for  administering  large,  metropolitan  hi  h 
partment  with  a staff  of  over  1,000  and  an  operating  budget  of  thirteei  illii 
dollars,  plus  six  million  in  grants  and  contracts.  Must  be  a physician  ;iw 
or  qualified  for  licensure  to  practice  in  New  York  State  with  a Master’  epi 
in  public  health,  medical  care  administration,  epidemiology,  or  a relal  lie.: 
Must  have  extensive  administrative  experience  and  skills  in  planning  alia 
tion,  and  program  formulation  and  implementation  to  direct  broad  ipei 
activities  including  preventive  and  epidemiologic  services,  enviro  tr.: 
health  programs,  maternal  and  child  health  services,  health  educatic  tea 
care,  data  collection  and  analysis,  operation  of  ambulatory  care  and  s enj 
centers,  supervision  of  health  care  institutions  and  Medicaid.  Erie  C nr/: 
an  equal  opportunity  employer  M/F  committed  to  affirmative  actioi  m 
resume  to:  Kenneth  H.  Eckhert,  M.D.,  Chairman  Search  Commits  Sat 
803,  Edward  Rath  County  Office  Building,  95  Franklin  St.,  Buffs  N.1 
14202. 


UPSTATE  N.Y.  EMERGENCY  MEDICINE  F.T.  COVERAGE,  4 ,D| 
group  practice,  excellent  benefits,  20,000+  visits,  modernization  ai  iarg 
facility  to  open  5/76,  Northwestern  Catskills,  university  town,  elk 
schools  and  recreation;  Frank  M.  Isbell,  Administrator,  A.  O.  Fox  I'm:) 
Hospital,  1 Norton  Ave.,  Oneonta,  N.Y.  13820.  Call  collect  (607)  432-  0. 


UPSTATE  N.Y.  PEDIATRICIAN  TO  JOIN  HOSPITAL  BASED  PEI  TftS 
service,  wide  spectrum  of  reimbursement  options  considered,  Nort  :s: : 
Catskills,  university  town,  excellent  schools  and  recreation;  Frank  MsW 
Administrator,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Ave.,  Oneor  N1 
13820.  Call  collect  (607)  432-2000. 


UPSTATE  N.Y.  ANESTHESIOLOGIST  TO  WORK  WITH  E)  Tv 
anesthesiologist  in  an  expanded  and  growing  surgical  case  load  i lat  : 
Northwestern  Catskills,  university  town,  excellent  schools  and  rt  at  i 
Frank  M.  Isbell,  Administrator,  A.O.  Fox  Memorial  Hospital,  1 Nor  i Ai 
Oneonta,  N.Y.  13820.  Call  collect  (607)  432-2000. 


GOWAND  A— OPPORTUNITIES  FOR  PSYCHIATRISTS  AVAliBU 
Vacancies  exist  for  psychiatrists  with  salary  to  $41,450.  Applicants  usi  > 
licensed  or  hold  ECFMG  & LMCC.  Gowanda  is  an  accredited  ps  liM 
hospital  operated  by  the  NYS  Dept,  of  Mental  Hygiene,  south  of  Buff , N ' 
It  carries  an  active  community  treatment  program  & provides  outpa  it  Ml 
vices  for  a 3-county  area.  Benefits  include  3%  weeks  paid  leave,  <S  1 P« 
holidays  during  first  year  of  employment.  A liberal  non-contributo  ret  i 
ment  plan  is  one  of  many  benefits.  Contact:  Director,  Gowanda  Ps  >is 
Center,  Helmuth,  N.Y.  14079. 


ROCHESTER,  N.Y.  INTERNIST,  BOARD  ELIGIBLE  OR  QUALIF1  > 1 
group  practice  in  an  HMO  setting.  M.P.  Coulter,  M.D.,  Medical  - 
Jordan  Health  Center,  Rochester,  N.Y.  14603.  (716)  454-2400. 


ROCHESTER,  N.Y.  PSYCHIATRIST,  BOARD  ELIGIBLE  OR  QUA  FI 
for  group  practice  in  an  HMO  setting.  M.  P.  Coulter,  M.D.,  Medical  Wt  ' 
Jordan  Health  Center,  Rochester,  N.Y.  14603.  (716)  454-2400. 


G.P.,  PEDIATRICIAN  OR  INTERNIST  TO  JOIN  7-MAN  GROUP 
geons,  2 internists,  3 G.P.’s;  good  salary;  full  partnership  after  one  yf  .1'  t 
calls  and  weekends  share  equally.  Located  in  small  town  in  heart  of  w (j 
vacation  area.  Write  or  call  Fred  Horwitz,  M.D.,  60  Center  St.,  ’ 4 
N.Y.  12428.  (914)647-5300. 
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» fSICIANS  WANTED  — CONT  D 


ALY  PRACTITIONERS,  GPS  OR  GENERAL  SURGEONS-IM 
riiate  opening  for  rural  30-bed,  accredited  hospital,  80-bed  nursing  home, 
rdy  built  clinic  and  mental  health  center.  38  miles  from  University  of 
{ jfaska  associated  college  Excellent  schools,  3600  acre  lake,  excellent  hunt- 
i & fishing.  Write:  Bill  Pospicil.  Administrator,  Sacred  Heart  Hospital, 
lip  City,  Nebraska  68853,  or  call  hospital  (308)  745-0503. 


1/GaRETVILLE,  NEW  YORK  (CATSKILL  MOUNTAIN  AREA)  PHYSI- 
d to  practice  genera!  medicine  and  pediatrics  Contact:  Joseph  Kehoe, 
/ ninistrator.  Margaretville  Memorial  Hospital,  Margaretville,  N.Y.  12455. 
l ine  (914)  586-2631. 


MTIONS  WANTED 


AOLOGIST.  ROUTINE  DIAGNOSIS.  MATURE.  CERTIFIED,  NA- 
TE New  Yorker  seeks  a moderate  volume  full-time  position  at  negotiable 
airy  No  partnership  requirements.  Office,  clinic  or  hospital  in  N.Y.C. 
r ropolitan  area.  Call  (212)  249-7044  collect. 


NJTHESIOLOGIST,  BOARD  ELIGIBLE.  WITH  EXCELLENT  BACK- 
gjnd  in  family  practice,  seeks  position  in  Westchester  County  area  Avail- 
s' summer  1976.  New  York  State  license.  Either  specialty  will  be  con- 
s‘red.  Dept.  492,  c/o  NYSJM 


I.L  ESTATE  FOR  SALE  OR  RENT 


Cm  YONKERS:  PROFESSIONAL  OFFICE  FOR  RENT.  ALL  OR 

p i of  2,000  sq.  ft.  Pleasant  setting.  Elaborate  X-ray  set-up.  Three  M.D.s 
i ssidence.  looking  for  two  additional.  Call  (914)  969-0432. 


- HING:  NEAR  BOOTH  MEMORIAL  HOSPITAL.  MEDICAL  OF 
f 3 for  rent  in  a modern  medical  center,  by  the  month  or  by  the  hour.  All 
s .-ialties  needed.  (212)  539-8800. 


5 'AL:  EAST  63RD  STREET.  MODERN  LUXURY  BUILDING;  SEPA- 
r street  entrance  and  rear  entrance;  central  air  conditioning  Very  large 
nns.  including  consultation  room,  one  or  two  examining  rooms,  secretarial 
a e To  share  beautifully  appointed,  large  reception  room  Available 
C ober  1975.  (212)  753-8300. 


OQ  FT.  PROFESSIONAL  OFFICE  SPACE.  LUXURY,  AIR  CONDI- 
t ed  bldg.  Excellent  location.  Near  hospital  and  all  transportation. 
1 -63  35th  Ave..  comer  146  St.,  Flushing,  N.Y.  (212)  275-8550. 


5 PET  BAY,  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFULLY 
lnhysician's  own  luxuriously  appointed  villa.  Accommodates  two  to  five. 
P fit  on  private,  virgin  white  beach  safe  for  children.  Private  tennis  club  with 
r stered  Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat  visits 
a happy  thank  you  letters  from  pleased  fellow  physicians.  Offseason  rates 
$ *50.  Brochure.  Gilbert  C.  Norton,  M.D..  101  Jefferson  Ave.,  Endicott, 
>r.  13760.  Call  after  5 p.m.  (607)  ST  5-5810. 


I MEDICAL  BUILDING,  SOMERS,  NEW  YORK  (UPPER  WEST- 
- -ter l Fall  occupancy.  3,100  unit  condominium  under  construction  near- 
“ M.D.  s in  town.  Exceptional  opportunity.  Call  evenings  (914)  277- 


T.  JERSEY-BASKING  RIDGE,  SOMERSET  COUNTY.  OFFICE  SPACE 
; jable  in  new,  modern  professional  building.  Home  of  AT&T  Corporate 
Iquarters  Growing  area,  good  location.  Ideal  for  specialist.  Available 
i'  lediately.  Phone  (201)  766-0111,  or  (201)  273-2372. 


1 E MEDICAL  SPACE  FOR  RENT  IN  THE  MASSAPEQUA  PROFES- 
3 al  Building,  Massapequa,  New  York.  Particularly  suitable  for  pediatri- 
c or  other  specialty.  1,500  sq.  ft.,  air  conditioned,  fully  carpeted,  skylit, 
c enient  to  transportation  and  all  local  hospitals,  adequate  off-street  park- 
u Owner  will  offer  attractive  concessions,  assistance  with  construction, 
7 °2  ^UtUre  equity  arTangenient  in  exchange  for  long  term  lease.  Call  (516) 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

••SPECIALIST  IN  RECRUITMENT” 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 

FOR  SALE:  HOME  & OFFICE,  WEST  NASSAU;  EXCELLENT  LOCA 

tion.  Can  be  converted  into  professional  building;  1/3  acre;  reasonable.  In 
practice  30  years.  Evenings  (516)  285-6776. 


RADIOLOGY  OFFICE  IN  JAMAICA  ALSO  SUITABLE  FOR  GENERAL 
Practice.  Doctor  retiring.  Call  212-OL. 8-4141. 


HOME/OFFICE  JAMAICA  ESTATES  QUEENS.  3 BEDROOMS,  FAMILY 
room,  modern  kitchen,  finished  basement  Five  room  dental  office  in  sepa- 
rate building  Good  location  for  any  profession.  Retiring.  (212)  HO  4-0101. 


PARKCHESTER,  HOME/OFFICE  COMBINATION,  OR  SUITABLE  FOR 
several  doctors  Finest  location.  Professional  street  facing  Parkchester.  Call 
Monday,  Tuesday  or  Thursday  (212)  892-1222. 


HOUSE  FOR  SALE.  LAWRENCE,  L.I.,  4 BEDROOMS,  2 DENS,  3%  BATH- 
rooms,  wood  burning  fireplace,  burgular  and  fire  alarms  Separate  2-car  ga- 
rage; 30  ft.  master  bedroom.  Quarter  acre.  Excellent  location  for  profes- 
sional Call  (516)  569-3993  or  FR4-4503. 


CORNER.  BRICK.  3-STORY.  2-FAMILY  HOUSE  TWO  DOCTOR’S.  OF- 
fices  on  ground  floor;  two  45b  room  apartments  above;  2-car  garage  w/sitting 
deck  on  top.  Doctor’s  30  year  practice.  Convenient  to  buses.  Asking 
$150,000.  Call  Sundays  or  weekday  eves.  only.  (212)  AS  8-0173. 


SALE;  BRONX,  CORNERHOUSE,  BRICK,  DETACHED;  3 BEDROOMS, 
finished  basement,  one-car  garage.  Pelham  Parkway  section.  Call  a m.  or 
after  4 p.m.  (212)  655-4051. 


POUND  RIDGE.  N.Y.  HOME/OFFICE  IN  N.  W’ESTCHESTER.  FOUR 
bdrm.  2Vi  bath  Colonial.  LR  w/fplc..  separate  dining  rm.  country  kitch  w/wall 
of  glass.  Air  cond.  4 rm  plus  professional  office  wing  w/powder  rm.  Separate 
entrance.  3.4  lovely  acres  sloping  to  swimming  pond.  Beautiful  grounds 
make  park-like  setting,  yet  conveniently  located.  Room  for  tennis  csts  & pool. 
High  income  area  needs  M.D.  Reduced  to  $112,500.  Call  owner  collect  (813) 
485-0511.  488-6900. 


FULLY  EQUIPPED  MEDICAL  OFFICE  FOR  RENT:  (1.000  SQ.  FT.),  WAIT- 
ing,  consultation  and  three  examining  rooms,  small  lab.  Hospitals  in  prox- 
imity. Growing  family  practice  can  be  assumed.  Leaving  for  residency. 
Reasonable  rent.  Miller  Place.  L.I.  (516)928-5252. 


LAWRENCE,  L.I.,  N.Y.  INTERNIST  RETIRING  FOR  HEALTH  REASONS. 
Separate  custom-built,  7%  room  office  wing  suitable  for  2 doctors.  Air  con- 
ditioned; burglar  alarm;  nurses  call  system;  large  lead-lined  X-ray  room. 
Ample  parking.  Gracious  8 room,  3 bedroom  home  with  30'  living  room,  46' 
master  bedroom  wing,  2%  baths;  lovely  details.  2 story  2-car  garage.  Sepa- 
rate burglar  alarm.  Excellent  area  for  transportation,  hospitals,  golf,  boating. 
Must  be  seen  to  be  appreciated.  Box  99,  Lawrence,  N.Y.  11559. 


FOR  SALE:  FULLY  EQUIPPED  OFFICE,  WITH  VERY  ACTIVE  PRAC- 
tice,  located  in  center  of  Jackson  Heights,  N.Y.  Please  call  Mrs.  Kurt  Placek 
evenings  after  7 p.m.,  458-4475. 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  IN  PRESTIGE  MEDICAL 
building.  Available  immediately.  Centrally  located  near  major  hospitals. 
Call  (212)  894-2190. 
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Acupuncture 

UPDATE  75 


SPECIAL  NOTE:  This  course  is  both  approved  and  au- 
thorized by  both  the  N.Y.  State  Boards  for  Medicine  and  for 
Dentistry.  The  50  credit  hours  will  count  toward  the  100 
hours  of  instruction  required  by  N.Y.  State  for  acupuncture 
certification. 


Last  fall,  the  National  Acupuncture  Research  Society  held  its  First  Annual  Convention 
and  Scientific  Assembly  in  New  York  City.  600  physicians  and  dentists  attended 
its  sessions. 

This  fall  the  Society  will  sponsor  and  hold  its  Second  Annual  Convention.  It  has 
been  scheduled  to  provide  50  hours  of  didactic  training  and  information.  Its  faculty 
will  be  expanded  from  the  30  International  experts  that  made  for  such  a 
successful  program  in  1974. 

In  addition,  this  year  the  workshops  will  be  restricted  to  small  working  groups 
and  “Hands  On"  training  will  be  emphasized.  In  summary,  this  year's  program  will 
be  the  finest  in  Acupuncture  Medicine  updating  ever  presented  in  the  United  States. 

Plan  now  to  attend;  mark  your  calendar,  September  25-30,  1975  at  the  New  York 
Hilton,  1335  Avenue  of  the  Americas,  New  York  City. 

Registrations  are  now  being  accepted  at  a fee  of  $495.00  for  the  full  five  day  program.  Please 
Register  Early,  As  The  Workshop  Sections  Will  Be  Limited. 

Check  the  attached  coupon  on  this  brochure  and  a place  will  be  reserved  for  you. 


NATIONAL  ACUPUNCTURE  RESEARCH  SOCIETY 

REGISTRAR — Suite  602,  1841  Broadway 

New  York,  New  York  10023,  Telephone  (212)  582-0331 

Gentlemen:  NAME 

□ Please  rster  me  in  Acupuncture  Update  75 

$495  ADDRESS- 


□ Please  send  me  more  information. 

□ Please  send  me  information  regarding  mem- 
bership in  the  National  Acupuncture  Re- 
search Society. 

Amount  Of  Check  Enclosed  $ 
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12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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NEW  YORK  CITY 


September  3 / 17,  1975 

4:00-5:30  p.m.  Wednesdays 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peter’s  Avenue 
Bronx 

September  3 

HYPERLIPIDEMIA,  DIET,  OBESITY 

DAVID  KUDZMA,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  lV2 

September  17 

HYPEROSMOLAR  STATES  AND 
DIABETES 

MILFORD  FULOP,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  lV2 


September  4 / December  4,  1975 

8:00-10:00  p.m.  Thursdays 

Albert  Einstein  College  of  Medicine 
The  Bronx  County  Medical  Society 
American  Academy  of  Family  Physicians 

3rd  Floor  Lecture  Hall 
Forchheimer  Bldg 
1300  Morris  Park  Avenue 
Bronx 

September  4 

NEWER  ASPECTS  OF 
ELECTROCARDIOGRAPHY 

IRA  RUBIN,  M.D. 

October  2 

PATIENT  EDUCATION  IN  THE 
MANAGEMENT  OF  CHRONIC  DISEASE 

ISADORE  ROSSMAN,  M.D. 

November  6 

VALUE  JUDGEMENT  IN  HISTORY 
TAKING  AND  PHYSICAL  EXAMINATION 

BERTRAM  BELL,  M.D. 

December  4 

THE  PROBLEM-ORIENTED  CASE 
DISCUSSION:  CPC-DIABETES 

SAMUEL  ROSEN,  M.D. 

IRVING  M RATNER,  M.D. 

This  is  the  2nd  half  of  8 seminars  in  Family  Practice.  The  8 


seminars  approved  for  16  hrs  credit  of  Cat.  1 by  AAFP  & 
AMA  Physicians  Recognition  Award. 

For  further  information  and  registration  contact  Mrs.  Frieda 
Fagin,  Albert  Einstein  College  of  Medicine,  1300  Morris  Park 
Avenue,  Bronx,  10461.  Tel:  212/430-2822. 


September  9,  1975  Course  Begins 

8:00-10:00  p.m.  Tuesdays 

New  York  Medical  College 
Dept,  of  Psychiatry 

5th  Avenue  at  106th  Street 

COMPREHENSIVE  NEUROLOGY  FOR 
PSYCHIATRISTS 

30  sessions  FEE:  $600 

For  complete  bulletin  and  application  contact  Benjamin  J. 
Sdaock,  M.D.,  Director,  Continuing  Education  in  Psychiatry, 
New  York  Medical  College  at  above  address,  New  York 
10029.  Tel:  212/876-5500.  ext.  225. 


September  10,  1975  Course  Begins 

8:00-10:00  p.m.  Wednesdays 

New  York  Medical  College 
Dept,  of  Psychiatry 

5th  Avenue  at  106th  Street 

COMPREHENSIVE  PSYCHIATRY: 
REVIEW  AND  RECENT  ADVANCES 

30  sessions  FEE:  $600 

September  22,  1975  Course  Begins 

8:00-10:00  p.m.  Mondays 

New  York  Medical  College 
Dept,  of  Psychiatry 

5th  Avenue  at  106th  Street 

CLINICAL  ASPECTS  OF  PSYCHIATRY 

15  sessions  FEE:  $500 


September  10,  1975  / October  1,  1975 
Wyckoff  Heights  Hospital  Society 

374  Stockholm  Street 
Brooklyn 

September  10,  Wednesday,  10:00- 1 1:00  a m. 

NEW  ADVANCES  IN  INTENSIVE 
RESPIRATORY  CARE 

DANIEL  J.  KRELLENSTEIN,  M.D. 

Mount  Sinai  Hospital 

September  17,  Wednesday,  10:00-1 1:00  a. m. 

MULTIPLE  SCLEROSIS 

STUART  D.  COOK,  M.D. 

New  Jersey  College  of  Medicine 

October  1,  Wednesday,  10:00-1 1:00  a.  m. 
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USES  AND  ABUSES  OF  ANTIBIOTICS 

CHARLES  SAMET,  M.D 

Long  Island  Jewish  Hospital  & Northshore  Hospital 

For  further  information  contact  Vincdnt  J.  Adams,  M.D., 
Director  of  Medical  Education,  Wyckoff  Heights  Hospital 
Society  of  Brooklyn,  374  Stockholm  Street,  Brooklyn  11237. 
Tel:  212/963-7587. 


September  13,  1975 

8:30  a m. -4:00  p m. 

Beth  Israel  Medical  Center 

National  Jewish  Hospital  and  Research  Center 

at  Denver 

Beth  Israel  Medical  Center 
New  York  City 

COMMON  PROBLEMS  IN  ASTHMA  AND 
IMMUNOLOGY 

FEE:  $20. 

For  further  information  contact  Public  Relations  Dept.,  49 
West  45th  Street,  New  York  10036.  Tel:  212/582-0711. 


September  22,  1975  / May  10,  1976 

3:00-5:00  p.m.  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

THE  SERGEI  FEITELBERG  COURSE  IN 
NUCLEAR  MEDICINE 

STANLEY  J.  GOLDSMITH,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $400  CREDIT:  60  hrs  Cat.  1 AMA  Physician  s 

Recognition  Award 


October  2,  1975  / December  11,  1975 

2:00-3:30  p.m.  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

HYPNOSIS  AND  CONDITIONING 
THERAPIES  FOR  PSYCHIATRISTS 

Course  Director: 

ELLIOT  N.  WINEBURG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100  CREDIT:  AMA  Cat.  1 15  hrs. 


October  4,  1975  / May  1,  1976 

10:30  a. m. -12:00  noon  Saturdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 


of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

COORDINATION  OF  DRUG  THERAPY 
AND  PSYCHOTHERAPY 

Course  Director: 

MORTIMER  OSTOW,  M.D. 

FEE:  $75  CREDIT:  AMA  Cat.  1 12  hrs 


October  6,  1975  / December  22,  1975 

8:00  p.m.-10:00  p.m.  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

ANALYTICALLY  ORIENTED  GROUP 
PSYCHOTHERAPY:  PRINCIPLES  AND 
PRACTICE 

Course  Director: 

AARON  STEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $200  CREDIT:  AMA  Cat.  1 24  hrs 


October  10-11,  1975 

9:30  a. m. -5:30  p.m  Friday  & Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

NEW  TECHNICS  FOR  DIAGNOSIS  AND 
TREATMENT  OF  PSYCHIATRIC 
DISORDERS  IN  THE  ELDERLY 

ALVIN  I.  GOLDFARB,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75  CREDIT:  AMA  Cat.  1 14  hrs. 


October  16-17,  1975 

9:00  a. m. -5:00  p.m.  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

LAPAROSCOPY,  CULDOSCOPY— 
HYSTEROSCOPY 

Course  Director: 

MARTIN  J.  CLYMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $250  CREDIT:  AMA  Cat.  1 14  hrs 
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October  16,  1975  / November  20,  1975 

8:30  p.m. -10:00  p.m.  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

SEMINAR  ON  LEGAL  ASPECTS  OF 
PSYCHIATRY 

THE  HONORABLE  SIDNEV  H.  ASCH,  PH.D. 

Mount  Sinai  School  of  Medicine 

ISRAEL  KESSELBRENNER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50  CREDIT:  AMA  Cat.  1 9 hrs 


October  21,  1975  / November  11,  1975 

3:30-5:00  p.m.  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

RENAL  BIOPSY  AS  AN  AID  IN 
DIAGNOSIS  AND  MANAGEMENT  OF 
RENAL  DISEASE 

JACOB  CHURG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50  CREDIT:  AMA  Cat.  1 6 hrs 


October  30-31,  1975 

9:00  a. m. -4:00  p.m.  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

DISORDERS  OF  LANGUAGE  AND 
CONSCIOUSNESS 

Course  Director: 

EDWIN  A.  WEINSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100  CREDIT:  AMA  Cat.  1 12  hrs. 


September  15,  1975  / December  10,  1975 
Institute  of  international  Medical  Education 

222  East  19th  Street 

CLINICAL  MEDICINE  CURRICULUM 

This  course  is  primarily  intended  for  candidates  for  ECFMG, 
State  Board  and  FLEX  examinations.  The  content  is  based 
on  the  subject  outline  suggested  by  the  National  Board  of 
Medical  Examiners  for  the  Part  II  Board  examination,  and  by 
the  Educational  Commission  for  Foreign  Medical  Graduates. 

For  further  information  contact  Natale  Colosi,  Ph.D.,  Dean, 


Institute  of  International  Medical  Education,  222  East  19th 
Street,  10003.  Tel:  212/677-4728. 

September  17,  1975  / October  21,  1975 
The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

September  17,  8:00p.m.  Wednesday 

CARDIOVASCULAR  COMPLICATIONS  OF 
PSYCHOTROPIC  DRUGS 

JOSEPH  N.  DIGIACOMO,  M.D. 

University  of  Pennsylvania 


October  1,  Wednesday,  8:00  p.m. 

New  York  Academy  of  Medicine 

2 East  103rd  Street 

CURRENT  STATUS  OF  NATIONAL 
LEGISLATION  & RECERTIFICATION 

EUGENE  MOSKOWITZ,  M.D. 

American  Academy  of  Physical  Medicine  and  Rehabilitation 
* Subscription  Dinner — 6:30  p.m. — Reception  6:00  p.m. 


October  6,  Monday,  5:00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

NATIONAL  HEALTH  PLANNING  AND 
RESOURCES  DEVELOPMENT  ACT  OF 
1974  (Public  Law  93-641) 

JOSEPH  V.  TERENZIO,  President 
United  Hospital  Fund  of  New  York 

October  9,  Thursday,  9:20  a.m. 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

PROSPECTIVE  MEDICAL  MANPOWER 
REQUIREMENTS— HOW  ARE  THEY  TO 
BE  MET? 

HARRY  M.  ZIMMERMAN,  M.D. 

New  York  Academy  of  Medicine 

S.  B.  GUSBERG,  M.D. 

New  York  Academy  of  Medicine 

Prospective  Medical  Manpower 
Requirements,  By  Specialty  and  Geographic 
Distribution 

CHARLES  C.  EDWARDS,  M.D. 

Becton-Dickinson  & Co. 

Attitudes  of  the  Coordinating  Council  on 
Medical  Education  Toward  Physician 
Manpower 

WILLIAM  HOLDEN,  M.D. 

Case  Western  Reserve  University,  School  of  Medicine 

Medical  Schools  and  the  Delivery  of  Health 
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Care 

HERBERT  SCHEINBERG.  M D. 

Albert  Einstein  College  of  Medicine 

Should  the  Medical  School  Curriculum  be 
Modified  to  Influence  Career  Choice  and,  If 
So,  How? 

STEVEN  C.  BEERING,  M.D. 

Indiana  University  School  of  Medicine 

Education  to  Provide  Primary  Medical  Care 

JOSE  M.  FERRER,  M.D. 

Columbia  University  College  of  P & S 

Panelists: 

KENNETH  G.  JOHNSON,  M.D. 

Mount  Sinai  School  of  Medicine 

HERBERT  E.  JOYCE.  M.D. 

SUNY  (Buffalo) 

JAMES  A.  MERRILL,  M.D. 

University  of  Oklahoma  College  of  Medicine 

RICHARD  J.  REITEMEIER,  M.D. 

Mayo  Medical  School 

The  Contribution  of  Other  Members  of  the 
Health  Team  to  the  Solution  of  Medical 
Manpower  Problems 

J.  LOWRY  MILLER,  M.D, 

Presbyterian  Hospital 

Panelists: 

BELLA  STRAUSS.  M.D. 

Dartmouth  Medical  School 

ELEANOR  C.  LAMBERTSON, 

R.N. 

New  York  Hospital 

‘Advanced  registration  prior  to  October  2 is  required 
(Registration  fee  includes  luncheon  and  a copy  of  the 
Symposium  Proceedings). 

For  further  information  and  registration  form  contact  the  New 
York  Academy  of  Medicine,  Office  of  Medical  Education,  2 
East  103rd  Street,  New  York  10029. 

October  21,  Tuesday,  8:30  p.m. 

N.  Y.  Academy  of  Medicine 

2 East  103rd  Street 

RECENT  ADVANCES  IN  THE  GENETICS 
OF  MENTAL  ILLNESS 

SEYMOUR  S.  KETY,  M.D. 

Harvard  University  Medical  School 

*Reception-7:30  p.m. 

CREDIT:  AAFP  1 hr 

September  18  / December  11,  1975 

5:00  p.m.  Thursdays 

The  New  York  Hospital 
Cornell  Medical  Center 

525  East  68th  Street 

ROGOSIN  SEMINARS  IN  NEPHROLOGY 
September  18 


RADIATION  NEPHRITIS 

JACOB  CHURG,  M.D. 

Mt.  Sinai  School  of  Medicine 

October  16 

NEPHROTIC  SYNDROME  MINIMAL 
CHANGE 

J.  S CAMERON,  M.D. 

Guy's  Hospital 

November  20 

PROTEINURIA 

VICTOR  E.  POLLAK,  M.D. 

University  of  Cincinnati  College  of  Medicine 

December  11 

ANTI-COAGULANTS  AND 
GLOMERULONEPHRITIS 

PRISCILLA  KINCAID-SMITH,  M.D. 

University  of  Melbourne 


September  19,  1975 

9:30  a m. -4:00  p.m.  Thursday 

American  Heart  Association 
New  York  State  Affiliate,  Inc. 

Biltmore  Hotel 
New  York  City 

HYPERTENSION:  A PRACTICAL 
APPROACH 

1.  Epidemiology  of  Hypertension,  “Why  We 
Have  Failed.” 

MARVIN  MOSER,  M.D. 

2.  Hemodynamics  of  Hypertension 

EDWARD  FROLHICH,  M.D. 

3.  Hypertension  and  the  Kidney 

MORTON  MAXWELL,  M.D. 

4.  Endocrinopathies  in  Hypertension:  “The 
Renin  Debate” 

JAMES  MELBY,  M.D. 

5.  Pharmacology  of  Presently  Available  and 
Newer  Antihypertensive  Drugs 

LESLIE  BAER,  M.D. 

6.  Therapy  of  Hypertension  and  its 
Complications:  Long  Term  Results — 
Patient  and  Physician  Compliance 

MARVIN  MOSER,  M.D. 

FEE:  $25  Registration  fee  must  accompany  registration 
form.  Deadline  for  registration  is  August  1,  1975. 

For  further  information  contact  the  American  Heart 
Association,  New  York  State  Affiliation,  Inc.,  3 West  29th 
Street,  New  York  10001.  Tel:  212/686-3860. 


September  19,  1975 


JOSEPH  G.  BENTON,  M.D. 
SUNY  (Brooklyn) 

MITCHELL  T.  RABKIN,  M.D. 
Beth  Israel  Hospital 
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10:30  a. m. -11:30  a.m.  Thursday 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

OPHTHALMOSCOPIC  FINDINGS  IN 
SYSTEMIC  DISEASES 

DR.  HAHN 

October  1-4,  1975 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

NEUROSURGERY  1975 

The  course  is  directed  to  the  neurosurgeon  in  practice, 
offering  an  intensive  review  and  discussion  of  important 
recent  developments  in  neurosurgery.  Young  practitioner, 
preparing  for  their  board  examination  will  also  find  the  course 
helpful. 

Under  the  direction  of: 

JOSEPH  RANSOHOFF,  M.D. 

New  York  University  Medical  School 

RICHARD  ROVIT,  M.D. 

New  York  University  Medical  School 

FEE:  $250;  for  Residents  in  training  $150 

For  further  information  contact  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  10016.  Tel:  212/679-3200.  ext.  4037. 


October  1-3,  1975 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

CONTINUING  EDUCATION  IN 
DERMATOLOGY 

Course  Directors: 

RUDOLF  L.  BAER,  M.D.;  GEORGE  MILLER  MacKEE, 

M.D.;  ALFRED  W.  KOPF,  M.D. 

FEE:  $250  For  Residents  in  training  $125 

For  further  information  contact  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  10016.  Tel:  212/679-3200.  ext.  4037. 


October  7 / 28,  1975 
Maimonides  Medical  Center 

Maimonides  Hospital 
4802  Tenth  Avenue 
Brooklyn 

PEDIATRIC  POSTGRADUATE  PROGRAM 
October  7 

LETHAL  & NON-LETHAL  FORMS  OF 
DWARFISM  IN  NEWBORNS 


E.  GEORGE  KASSNER,  M.D. 

SUNY 

October  14 

NEONATAL  JAUNDICE 

AUDREY  K.  BROWN,  M.D. 

SUNY 

October  2 1 

NEONATAL  SEIZURES 

RICHARD  M.  KOENINGSBERGER,  M.D. 

Columbia  College  of  P & S 

October  28 

CPC 

CREDIT:  AAFP 

For  further  information  contact  Mrs.  Shirley  Lasky,  Registrar, 
Pediatric  Dept.,  Maimonides  Medical  Center,  4802  Tenth 
Avenue,  Brooklyn  1 1219.  Tel:  212  UL-3-1200. 


October  22,  1975 

8:30  p.m.  Wednesday 

Karen  Horney  Psychoanalytic  Institute  and 
Center 

329  East  62nd  Street 

THE  PSYCHODYNAMICS  OF 
AGGRESSION  IN  WOMEN 

MARTIN  SYMONDS,  M.D.;  RAY  S.  GREENBERG,  M.D., 
ELEANOR  YACHNES,  M.D. 

For  further  information  contact  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62nd  Street, 
New  York,  10021.  Tel:  212/PL-2-5267. 


October  23-25,  1975 

The  Obstetrical  and  Gynecological  Society  of 
New  York  Medical  College 

1249  Fifth  Avenue 
October  23,  Thursday 

OUTPATIENT  CANCER  DIAGNOSIS: 
COLPOSCOPY  TARGET  BIOPSIES 
ENDOMETRIAL  WASHINGS 

Morning  Session — 9:00  a.m.- 12:00  noon 

Introduction  Terminology  Cyto-Histologic 
Correlations 

Afternoon  Session— 1:00  p.m. -5:00  p.m. 

Colposcopy  Clinic 

For  further  information  contact  Alexander  Sedlis,  M.D.,  Dept, 
of  OB:GYN,  New  York  Medical  College,  1249  Fifth  Avenue, 
New  York,  10029. 

GYNECOLOGIC  MALIGNANCY 

This  course  in  oncology  will  be  clinically  oriented  and  will 
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be  concerned  with  the  spectrum  of  management  of 
gynecologic  and  breast  malignancies  including  current 
diagnostic  techniques,  assessment  of  treatment  plans  and 
essentials  of  optimum  follow-up.  The  surgical,  radiation  and 
chemotherapeutic  techniques  for  each  pelvic  organ  site  will 
be  discussed,  including  indications,  results,  and 
complications. 

For  further  information  on  this  course  contact  Sanford  Sail, 
M.D.,  Dept  of  OB/GYN,  New  York  Medical  College,  1249 
Fifth  Avenue,  New  York  10029 


October  24,  Friday 

Annual  Residents ' Day  Program 

OBSTETRIC  AND  GYNECOLOGIC 
EMERGENCIES 

8:00  a m. -8:45  a m. — Registration 

Morning  Session— OPERATIVE  COMPLICATIONS 

Moderator—  MARTIN  L.  STONE.  M.D. 

G.l.  Injuries— KIRK  KAZARIAN.  M.D. 

Urinary  Tract  Injuries — CARL  PELLMAN,  M.D. 

Embolism— JAMES  O'CONNELL.  M.D. 

Abortion  Complications — MYRON  GORDON,  M.D. 

Hemorrhage  and  Blood  Replacement — JAMES  MERRILL,  M.D. 
Panel  Discussion 

Afternoon  Session— GYNECOLOGIC  AND  OFFICE 
EMERGENCIES 

Moderator — LOUIS  J.  SALERNO.  M.D. 

Acute  Vulvovaginitis — ALEXANDER  SEDLIS,  M.D. 

Rape— DON  SLOAN,  M.D. 

Acute  Venereal  Disease — DAVID  SHOBIN,  M.D. 

Bleeding — Teenage  and  Menopausal — 

J.  VICTOR  REYNIAK,  M.D. 

Management  of  Pelvic  Abscess — PHILIP  MEAD,  M.D. 

Pediatric  Gynecologic  Emergencies — 

MALCOLM  ROTHBARD,  M.D. 

Panel  Discussion 

October  25,  Saturday,  9:00  a.m. 

Morning  Session— OBSTETRIC  COMPLICA  TIONS 

Moderator—  SANFORD  SALL,  M.D. 

Eclampsia— ROBERT  MORRISON,  M.D. 

Fetal  Distress— MARY  J.  O’SULLIVAN,  M.D. 

Intrauterine  Death— TED  SOUTHERN,  M.D. 

Defibrination  in  Obstetrics-Modern  Concepts — GEORGE 
KLEINER,  M.D. 

Recertification — JAMES  MERRILL,  M.D. 

Chorioamnionitis — JAMES  BATTS,  M.D. 

Premature  Labor— WILLIAM  MAYER,  M.D. 

Management  of  the  Depressed  Neonate — MARIE  CASALINO, 
M.D. 

Panel  Discussion 


For  further  information  contact  The  Obstetrical  and 
Gynecological  Society  of  New  York  Medical  College,  1249  Fifth 
Avenue,  New  York  10029. 


October  27-31,  1975 

New  York  University’s  Post-Graduate  Medical 
School 

550  First  Avenue 
Comprehensive  Five  Day  Course 


NEURORADIOLOGY  AND  OTOLOGY 

Symposium 

TEMPORAL  BONE 

This  course  will  present  a structured  approach  to  the 
interpretation  of  neuroradiologic  examinations  such  as  plain 
films,  tomography,  angiography,  pneumography,  myelography 
and  computerized  tomography.  Basic  concepts  will  be 
stressed  but  attention  will  also  be  given  to  new  developments 
in  the  field  with  specific  emphasis  on  computerized 
tomography.  A day  will  be  devoted  to  the  examination  of  the 
temporal  bone. 

FEE:  $275,  payable  in  advance  when  submitting  application. 
Residents  and  fellows  in  approved  training  programs  will  be 
eligible  for  a $175  fee. 

CREDIT:  AMA  Cat.  1 Physician  s Recognition  Award  30 
hrs. 

For  further  information  contact  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  10016.  Tel:  212/679-3200. 
ext  4037. 


ALBANY  AREA 


September  18,  1975 

7:30  a.m. -5:00  p.m. 

Albany  Medical  College 

47  New  Scotland  Avenue 
Albany 

INFECTION  IN  SURGERY,  GYNECOLOGY 
AND  OBSTETRICS 

1.  Surgical  Grand  Rounds — Case 
Discussions 

LARRY  C.  CAREY,  M.D. — Ohio  State  University 
WATTS  R.  WEBB,  M.D.—  SUNY 

2.  Culture  Collection  and  Processing — The 
State  of  the  Art  1974 

RONALD  F.  SCHELL,  PH.D. — Albany  Medical  College 

3.  Gyn  Infection 

PHILIP  B.  MEAD,  M.D. — University  of  Vermont  College  of 
Medicine 

4.  Body  Defense  Mechanisms  in  Infection 

RICHARD  J.  PICKERING,  M.D.— Albany  Medical  College 

5.  Antibiotics 

PHILIP  B.  MEAD,  M.D. — University  of  Vermont  College  of 
Medicine 

6.  Pathophysiology  of  Shock 

SAMUEL  R.  POWERS,  M.D  — Albany  Medical  College 

7.  Lungs  in  Shock 

WATTS  R.  WEBB,  M.D.— SUNY 

8.  Septic  Shock 

LARRY  C.  CAREY,  M.D. 
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Ohio  State  University 

For  further  information  contact  Dept,  of  Postgraduate 
Medicine,  Albany  Medical  College,  47  New  Scotland  Avenue, 
Albany,  12208. 


September  24,  1975 

9:00  a. m. -3:00  p.m. 

Albany  Medical  College 

47  New  Scotland  Avenue 

PERINATAL  ASPHYXIA 

9:00  a.m.- 10:00  a.m.  Registration 

1.  Ante-Natal  Factors  which  contribute  to 
Perinatal  Asphyxia 

MARTIN  WINGATE,  M.D.— Albany  Medical  College 

2.  Neonatal  Asphyxia,  Primary  and 
Secondary  Apnea,  Persistent  Fetal 
Circulation 

HERMAN  RISEMBERG,  M.D.— Albany  Medical  College 

3.  Pathogenesis  of  Perinatal  Asphyxia 

RONALD  MYERS,  M.D.— N.I.H. 

4.  Neurological  Sequela 

IAN  BUTLER,  M.D. — Johns  Hopkins  Hospital  & University 
HILDA  KNOBLOCH,  M.D. — Albany  Medical  College 

5.  Prevention  of  Perinatal  Asphyxia 

MARTIN  WINGATE— HERMAN  RISEMBERG,  M.D. 
—RONALD  MYERS,  M.D. 

IAN  BUTLER,  M.D.— HILDA  KNOBLOCH,  M.D. 

6.  Questions  & Answers. 

For  further  information  contact  the  Dept,  of  Postgraduate 
Medicine,  Albany  Medical  College,  47  New  Scotland  Avenue, 
Albany.  12208. 


BUFFALO  AREA 


September  12-14,  1975 

Division  of  Continuing  Education 
State  University  of  New  York  at  Buffalo 

Sheraton  Inn-Buffalo  East 
2040  Walden  Avenue 
Buffalo 

INTRODUCTORY  COURSE  IN  CLINICAL 
COMPUTING 

This  course  is  aimed  at  bridging  the  gap  between  computer 
technology  and  clinical  medicine — clarifying  the  role  of  the 
practicing  physician  in  compuier-oriented  data  generation — in 
using  the  data — and  in  controlling  access  to  potentially 
sensitive  patient  data. 

FEE-  $285  CREDIT:  AMA  24  hrs. 

AAFP  24  hrs. 

For  further  information  contact  Mrs.  Ethel  E.  Schmidt, 
University  Conference  Coordinator,  Faculty  Club,  Harriman 
Hall,  SUNY  at  Buffalo,  Buffalo  14214.  Tel:  716/831-3904. 


* Deadline  for  receipt  of  registration  is  August  29,  1975. 


September  18,  1975 

Buffalo  Diabetes  Association 

Cosponsored  by  Continuing  Medical  Education 

SUNY  at  Buffalo 

FIRST  ANNUAL  ALLIED  HEALTH 
PROFESSIONAL  DIABETES  TEACHING 
DAY 

8:30  a.m.  Registration 

Pathophysiology:  When  the  Motor  Quits 

JOSEPH  ARMENIA,  M.D. 

Diet  Therapy:  What’s  It  Really  All  About? 

MARGARET  HALL,  R.D. 

Oral  Hypoglycemic  Agents:  The  Pill  Crisis 

GRACE  McCABE,  R.  Pharm. 

Insulin:  The  Concentrate  Question 

THOMAS  E.  IMHOFF,  Pharm. 

Achieving  Control  in  the  Problem  Diabetic: 
Walking  the  Tightrope 

JACK  GOLDMAN,  M.D. 

Role  of  Team  Members:  The  Patient  as 
Captain  of  the  Team 

KATHY  MORELAND,  R.D.,  DIANE  ANGER,  R.N. 
CHRISTINE  SCZUPAK,  Pharm.  D„  ALFRED  R.  LENZNER, 
M.D.  EDWARD  H.  FISCHMAN,  Podiatrist 

Retinopathy 

LOUIS  J.  ANTONUCCI,  M.D. 

Neuropathy 

PAUL  J.  DAVIS,  M.D. 

Nephropathy 

ROBERT  W.  SCHULTZ,  M.D. 

Vascular  Disease 

JAMES  KANSKI,  M.D. 

FEE:  $12.  including  lunch — for  health  professionals 

5.  for  students 

* Registration  is  limited  to  150 — early  registration  is 
recommended. 

For  further  information  contact  Patricia  T.  Farrell,  Treasurer, 
Buffalo  Diabetes  Association,  139  Capen  Blvd.,  Buffalo 
14226. 

September  26,  1975 

Continuing  Medical  Education 
SUNY  at  Buffalo 

Co-Sponsored  by  American  Lung  Association 
of  Western  N.Y.,  Inc. 

American  College  of  Chest  Physicians 
New  York  State  Chapter,  American  College  of 
Chest  Physicians 
New  York  Trudeau  Society 
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Statler  Hilton  Hotel 
Buffalo 

Registration  8:00-9:00  a.m. 

CHEST  DISEASE 

STEPHEN  I.  WASSERMAN.  M.D.;  ELLIOT  F.  ELLIS,  M.D. 
ROBERT  E.  REISMAN,  M.D.;  IVAN  D.  FRANTZ,  M.D. 
JOHN  W.  VANCE,  M.D.;  HENRY  LEVISON,  M.D. 

R W.  HYDE.  M.D.;  ARTHUR  Q.  PENTA,  MD. 

Reception  5: 15-6:00  p.m. 

FEE:  $25.  (includes  lunch)  CREDIT:  7 hrs  AMA 

7 hrs  AAFP 

For  further  information  contact  Faculty-Student  Assoc,  of 
SUNYAB,  Continuing  Medical  Education,  2211  Main  Street, 
Buffalo.  14214  Tel:  716/831-5526. 


PLATTSBURGH 


September  27,  1975 

Champlain  Valley  Physicians  Hospital 
Medical  Center 

International  College  of  Surgeons 
New  York  State  Cancer  Society 

100  Beekman  Street 
Plattsburgh 

CANCER  TEACHING  DAY 

1.  Diagnosis  and  Management  of  Carcinoma 
of  the  Lung 

EDWARD  J.  BEATTIE,  M.D. 

2.  Diagnosis  and  Management  of  Carcinoma 
of  the  Ovary 

STEVEN  PIVER,  M.D. 

3.  Malignant  Melanoma 

ROBERT  J.  BOOHER,  M.D. 

4.  Nursing  of  the  Patient  with  Cancer 

FAITH  LAMBERTON,  R.N. 

5.  Immunological  Aspects  in  Diagnosis  and 
Management  of  Cancer 

WILLIAM  D.  TERRY,  M.D. 

6.  Radiology  in  Diagnosis  and  Management 
of  Cancer  of  the  Lung,  Ovary  and 
Malignant  Melanoma 

GIULIO  J.  D'ANGIO,  M.D. 

7.  Chemotherapy  1975 — in  General  and  in 
Cancer  of  the  Lung,  Ovary  and  Malignant 
Melanoma 

ROBERT  YOUNG,  M.D. 

CREDIT:  AMA  Cat.  1 5 hrs.  AAFP  applied  for. 

For  further  information  contact  Nicholas  Scors,  M.D.,  52 
Court  Street,  Plattsburgh  12901.  Tel:  518/563-2277. 


ROCHESTER  AREA 


September  24-25,  1975  & (November  19-20, 
1975) 

University  of  Rochester-Highland  Hospital 
Family  Medicine  Program 

335  Mt.  Vernon  Avenue 
Rochester 

ROCHESTER  FAMILY  MEDICINE 
PROGRAM 

The  symposium  will  consider  data  collection  and  retrieval  in 
primary  care,  curriculum  and  rotation  in  the  Family  Medicine 
Training  Program,  use  of  nurse-practitioners  and  financing  of 
Family  Medicine  residency  programs. 

FEE:  $125  Admission  is  limited  to  15. 

" The  symposium  is  given  both  in  September  and  November 

For  further  information  contact  Jack  Froom,  M.D.,  Director  of 
Research,  Family  Medicine  Training  Program,  Highland 
Hospital.  335  Mt.  Vernon  Avenue,  Rochester  14620.  Tel: 
716/442-7470. 


OUT-OF-STATE 


LEXINGTON,  KENTUCKY 

September  26-28,  1975 

University  of  Kentucky  College  of  Medicine 

Lexington,  Kentucky 

SCIENTIFIC  FOUNDATIONS  FOR 
CLINICAL  PRACTICE 

This  conference  is  designed  to  instruct  the  general  physician, 
who  administers  anesthestic  agents,  on  the  most  updated 
techniques  and  agents  developed. 

For  further  information  and  registration  contact  Miss  Joy 
Greene,  Continuing  Education,  College  of  Medicine,  University 
of  Kentucky,  Lexington,  40506 

FEE:  $45.  (Includes  Friday  banquet)  CREDIT:  AMA 


DALLAS  TEXAS 


September  22,  1975 

Contact  Lens  Association  of  Ophthalmologists, 
Inc. 

International  Ballroom 
Fairmont  Hotel 
Dallas,  Texas 

NEW  CONTACT  LENS  METHODS  AND 
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MATERIALS 

NEW  DEVELOPMENTS  IN  INTRAOCULAR 
LENSES 

NO  FEE 

For  further  information  contact  G.  Peter  Halberg,  M.D., 
F.A.C.S.,  Vice  President,  40  West  77  Street,  New  York 
10024.  Tel:  212/799-7711. 


OUT-OF  USA 


CANADA 


December  3,  1975 

McMaster  University  Medical  Centre 

1200  Main  Street  W 
Hamilton,  Ontario 

DAY  IN  SURGERY  FOR  FAMILY 
PHYSICIANS 

For  further  information  contact  Dr.  Gordon  S.  Cameron, 
Associate  Professor,  Dept,  of  Pediatrics  and  Surgery, 
McMaster  University  Medical  Centre,  1200  Main  Street  W, 
Hamilton,  Ontario  L8S  4J9. 


MEXICO 


October  12-17,  1975 

The  Fourth  Panamerican  Congress  of 
Neurology 

Hotel  Fiesta  Palace 
Mexico  City 

NEUROEPIDEMIOLOGY,  EPILEPSY, 
INFECTIONS. 

For  further  information  contact  Dr.  J.  Eduardo  San-Esteban, 
Secretary,  Insurgentes  Sur  3877,  Mexico  22,  D.F.  Mexico. 


NEW 

DEADLINE  DATES  FOR  WHAT  GOES  ON 


Meeting  Dates 

Deadline  Dates 

November  1975 

September  1,  1975 

December  1975 

October  1,  1975 

January  1976 

November  1,  1975 

February  1976 

December  1,  1975 

March  1976 

December  30,  1975 

April  1976 

February  1,  1976 

May  1976 

March  1,  1976 

June  1976 

April  1,  1976 

July  1976 

May  1,  1976 

August  1976 

June  1,  1976 

September  1976 

July  1,  1976 

October  1976 

August  1,  1976 

SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  716/589-7117. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  and 
Ob/Gyn  wanted. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  3 1 5/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St„  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y 
13309.  Tel.  315/942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.’s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882. 
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BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N Y.  12025 


BROCKPORT,  N Y , Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician 

CONTACT:  Mrs  Hermance,  Adm.,  Lakeside  Memorial  Hospital. 
West  Avenue,  Brockport,  N Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician 

CONTACT:  Mr  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N Y 
14716. 


BRONX,  N Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N Y.  10466  Tel  212/653-3000. 


BROOKLYN,  N Y.  Psychiatrist,  half-time,  in  outpatient  facility 
within  general  hospital  setting.  Experience  with  children. 
Opportunity  for  private  referrals  from  Pediatric  Staff 

CONTACT:  Gerald  M.  Blum,  M.D..  Chief.  Division  of  Pediatric 
Psychiatry,  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
555  Prospect  Place,  Brookiyn.  N Y.  11238.  Tel.  212/240- 
1701. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 
group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D..  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CATO,  N.Y.,  Cauyga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road.  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 


COLTON,  N Y.,  St  Lawrence  County.  Family  Physician. 

CONTACT:  Mr  George  Tiffany,  P.O  Box  116,  Colton,  N.Y. 
13625. 


CORNING.  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500 

CONTACT:  Mr  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 
Road.  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N.Y.  14901.  Tel:  607/734-5117. 


ELMIRA,  N.Y.,  Chemung  County.  Internist  wanted  for  group. 

CONTACT:  Alfred  A.  Mitchell,  M.D.,  406  West  Church  Street, 
Elmira,  N.Y.  14901.  Tel:  607/734-8624. 


ELMIRA,  N.Y.,  Chemung  County.  Pediatrician. 

CONTACT:  Mr.  Robert  L.  Beard,  Ass’t.  Adm.,  Arnot-Ogden 
Memorial  Hospital,  Elmira,  N.Y.  14901.  Tel:  607/737-4100. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel;  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
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Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  G.P.’s  and  Family 
Physicians  to  practice  in  a group  format. 

CONTACT:  Mr.  Ronald  J.  Fryzel,  Adm.  Ass’t.,  Jamestown 
General  Hospital,  51  Glasgow  Ave.,  Jamestown,  N.Y.  14701. 
Tel:  716/484-1161. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 


MAHOPAC,  N.Y.,  Putman  County.  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac,  N.Y.  10541.  Tel:  914/628- 
3473. 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  Internist  and 

F.P.'s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991 


MECHANICVILLE,  N.Y.,  Saratoga  County.  Family  Physicians. 

CONTACT:  Mr.  Joseph  E.  Agustine,  Pres.,  Chamber  of 
Commerce,  Inc.,  116  Park  Ave.,  Mechanicville,  N.Y.  12118 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph's  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain  . 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 
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RIGA.  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician  Fast  growing  area 

CONTACT:  Mr  Edgar  E Moore,  Supervisor.  Town  of  Riga,  39 
Gilman  Road.  Churchville,  N Y.  14428.  Tel:  716/293-3252 


ROCHESTER,  N Y.,  Monroe  County  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position 

CONTACT:  A J Graziani,  M D , Chm  , Dept  of  Surgery,  St. 
Mary's  Hospital.  89  Genesee  Street,  Rochester,  N Y.  1461 1. 
Tel:  716/328-3300 


ROCHESTER.  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd  . Rochester,  N Y.  14620. 
Tel:  716/275-4540. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel:  518/346-7748. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed. 
Two  Internists  and  a Pediatrician  for  Tri  Town  area. 

CONTACT:  Mr.  E.  B.  Watson,  Pres.,  Board  of  Managers;  or  Mr. 
J.  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street.  Sidney,  N.Y. 
13838.  Tel:  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or  Sur- 
geon. Guarantee  available. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D  , Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N.Y. 

14551.  Tel:  315/483-9136. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or 
Pediatrician.  Guarantee  available. 

CONTACT:  Arthur  E.  Fisher,  D.D.S.,  Adm.  Myers  Community 
Hospital,  Sodus,  N.Y.  14551.  Tel:  315/483-9161. 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT.  Everett  Forman,  M.D. , Stamford,  N.Y.  12167.  Tel: 
607/652-7324, 


STAMFORD,  N.Y.,  Delaware  County.  Board  Certified  Internist 
and  Bd.  Cert.  F.P. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Community  Hospital, 
Stamford,  N Y.  12167  Tel:  607/652-7312. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N  , Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y. . Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.'s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 
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MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


Physicians  who  wish  to  apply  to  the  MSSNY’s  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians’  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 


ANESTHESIOLOGIST 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologi- 
st. For  further  information  contact  Irving  Cramer,  M.D.,  St. 
Luke’s  Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


EMERGENCY  ROOM 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency 
Room  physician.  Position  offers  excellent  benefits.  For  fur- 
ther information  contact  Irving  Cramer,  M.D.,  St.  Luke’s  Hos- 
pital Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  Ms.  Emily  Dinkelacker,  Village  of 
Athens. 


BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  For 
further  information  contact  William  Ferris,  Executive  Director, 
Gillam  Community  Center,  Bergen  14416.  Tel:  716/494- 

1621. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mrs.  William  R.  Macfarlane,  West- 
winds,  East  Chatham  12060.  Tel:  518/781-4434. 

CHAUTAUGUA,  N.Y.,  Chautaugua  County  needs  a Family  Physi- 
cian for  July  and  August  1975.  For  further  information  con- 
tact G.  L.  Lester,  M.D.,  1 Morris  Avenue,  Chautaugua. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mr.  Donald  Shadic,  Town  of  Co- 
pake,  Copake,  12516. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  For  further  information  con- 
tact Donald  R.  Gibbs,  M.D.,  Cortland  Tel:  607/756-9941. 

GRANVILLE,  N.Y.,  Washington  County  needs  a Family  Physician, 
Internist  or  Pediatrician.  For  further  information  contact  Rob- 
ert Vander  Minder,  Telescope  Furniture  Co.,  Granville. 

HERKIMER,  N.Y  needs  an  Internist  or  a Family  Physician.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician.  For 

further  information  contact  Watson  L.  Walden,  Business  Manag- 
er, Karl  Medical  Group,  P C.,  20  Elm  Street,  Hornell,  14843.  Tel: 

607/324-1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  For 


further  information  contact  David  Jacobs.  Sec.,  Mountain  Top 
Medical  Building  Inc.,  Hunter,  12442. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
For  further  information  contact  Arthur  Howard,  M.D.,  Chair- 
man, Physician  Recruitment  Committee,  Johnstown  Hospitai, 
201  S.  Melcher  Street,  Johnstown,  12095. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

PATCHOGUE,  N.Y.  Suffolk  County  needs  a Family  Physician 
and  an  Internist.  For  further  information  contact  Dr.  Morton 
Jagust,  South  Brookhaven  Health  Center,  Bayview  Drive, 
Mastic  Beach,  11951.  Tel:  516/281-1830. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
For  further  information  contact  Clinton  J.  Mossman,  Mayor, 
Municipal  Building,  Box  00,  Philmont,  12565.  Tel:  518/672- 
7032. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  Lake  12983. 
Tel:  518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage  . For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  For  further  Infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  For 
further  information  contact  Mr.  Frederick  Kauffman,  Adm., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly 
14892.  Tel:  607/565-2861. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  For  further  infor- 
mation contact  Mr.  Robert  Arnold,  Willsboro,  12996. 


DIRECTOR  OF  MEDICAL  EDUCATION 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a part-time  physician 
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to  initiate  and  coordinate  graduate  medical  education  pro- 
grams for  physicians,  dentists,  podiatrists,  nurses  and  allied 
health  personnel.  The  services  would  not  exceed  24  hours 
per  week  Contact:  St  John's  Smithtown  General  Hospital, 
Smithtown,  11787. 


INTERNISTS: 

BUFFALO,  N Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine  For 
further  information  contact  W H Stevenson.  Ass  t Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street. 
14203.  TEL:  716/845-7490. 

GRANVILLE.  N.Y.,  Washington  County  needs  an  Internist.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm..  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420 
Tel:  315/369-2464. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

PATCHOGUE,  N.Y.  Suffolk  County  needs  an  Internist  and  a 
Family  Physician.  For  further  information  contact  Dr.  Morton 
Jagust,  South  Brookhaven  Health  Center,  Bayview  Drive, 
Mastic  Beach,  11951.  Tel:  516/281-1830. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  For  further  information  contact  Mrs.  Alice 
Hersh,  Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Ave- 
nue, Poughkeepsie,  12603. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Acm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  an  internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 


NEUROSURGEON 

SMITHTOWN,  N.Y.,  Suffolk  County'  needs  a Neurosurgeon.  For 
further  information  contact  A.  G.  Zippin,  M.D.,  100  Maple  Av- 
enue, Smithtown,  1 1787.  Tel:  516/265-0606. 


OBSTETRICIAN/GYNECOLOGISTS 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 


For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital.  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  For  further  information  contact 
Mr.  Stewart  Redman,  Adm.,  Community  Hospital,  Harper 
Street,  Stamford  12167  Tel  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  For  further  information  contact  Thomas  E.  Lavell, 
M.D.,  Delaware  Valley  Hospital,  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-4101. 


PEDIATRICIANS 

GRANVILLE,  N.Y..  Washington  County  needs  a Pediatrician.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


RADIOLOGIST 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a Radiologist  to  work 
part-time  or  four  day  week.  For  further  information  contact 
Robert  Bloom,  M.D.,  498  Route  111,  Smithtown  11787. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  For  further  information  contact  Mr.  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place,  New 
York,  10038. 


PHYSICIANS  NEEDED  OVERSEAS 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Repubiic. 

INTERNIST  needed  to  serve  in  Surakarta,  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016.  Tel:  212/686-3110. 
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AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians’  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians’  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 
WHAT  GOES  ON.  Medical  Society  of  the  State  of  New  York, 
420  Lakeville  Road,  Lake  Success,  N Y.  11040.  Telephone: 
(516)  488-6100  This  is  a free  service. 


NEW 

DEADLINE  DATES  FOR 

WHAT  GOES  ON 

Meeting  Dates 

Deadline  Dates 

November  1975 

September  1,  1975 

December  1975 

October  1,  1975 

January  1976 

November  1,  1975 

February  1976 

December  1,  1975 

March  1976 

December  30,  1975 

April  1976 

February  1,  1976 

May  1976 

March  1,  1976 

June  1976 

April  1,  1976 

July  1976 

May  1,  1976 

August  1976 

June  1,  1976 

September  1976 

July  1,  1976 

October  1976 

August  1,  1976 

TO:  Subscribers  to  "What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 


□ I enclose  payment 


’’WHAT  GOES  ON’’ 
SUBSCRIPTION  ORDER  BLANK 


RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
“What  Goes  On” 

Please  enter  my  subscription  for  one  year 

Name 

Address  - — 

City,  State 


(zip) 
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If  your  angina  patient* 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

J (ERYTHRITYL  TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris, since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  in  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily. 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100.  Also  5,  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1,000 
Also  available:  Cardilate®P  brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(’Warning:  may  be  habit-forming). 

1 Russek  HI.  AM  J M Sc  239:478.  1960 


ft 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


'Please  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


Pain  days’  significantly  re- 
duced with  Cardilate*  (eryth- 
rityl tetramtrate)  in  48-patient 
study 1 Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 .compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years'  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin. 
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Vertigo  strikes  out! 


Antivert/25 


(meclizine  HC1)  25  mg.  Tablets 

for  vertigo 


□ Found  useful  in  the  management  of  vertigo*  asso- 
ciated with  diseases  affecting  the  vestibular  system. 

□ Can  relieve  the  nausea  and  vomiting  often  associ- 
ated with  vertigo  * 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo*: 
one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HC1)  12.5 
mg.  scored  tablets,  for  dosage  convenience  and 
lexibility. 

□ Antivert/25  (meclizine  HC1)  25  mg.  Chew  able 
Tablets  are  available  for  nausea,  vomiting  and  dizzi- 
ness associated  with  motion  sickness. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective : Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective : Management  of  vertigo  associ' 
ated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica' 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HC1)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  teratO' 
genic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  1 2- 1 5 day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg. /kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

^“fLnna.ron  ROGRIG  <®> 

, A division  of  Pfizer  Pharmaceuticals 

available  on  request.  New  York  New  York  10017 
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Abstracts 


Baron,  H.  C.:  Limb  salvage  in  ischemic  lower  extremi- 
ty, New  York  State  J.  Med.  75:  1649  (Sept.)  1975 

The  result  of  a program  for  determined  salvage  of  the 
lower  extremity  in  100  consecutive  patients,  all  with  ad- 
vanced arterial  occlusive  lesions  due  to  arteriosclerosis 
obliterans,  has  been  reviewed.  Nineteen  patients  in  the 
study  group  required  a major  amputation,  and  5 other 
patients  had  a transmetatarsal  or  digital  amputation 
which  still  left  them  an  all-important  weight-bearing 
heel  or  plantar  surface.  Revascularization  of  the  isch- 
emic limb  either  through  a bypass  graft  or  carbon  diox- 
ide gas  thromboendarterectomy  resulted  in  the  salvage 
of  81  or  100  lower  extremities  with  an  operative  mortali- 
ty rate  of  9 per  cent.  This  mortality  rate  compares  fa- 
vorably to  the  reported  mortality  rates  of  between  9 and 
30  per  cent  in  similar  aged  patients  undergoing  only 
major  limb  amputation.  The  affirmative  approach  to 
limb  salvage  represents  a major  advance  in  conceptual 
thinking  regarding  treatment  of  patients  who  are  poten- 
tial candidates  for  major  limb  amputation. 

Heaney,  R.  P.:  Skeletal  remodeling  physiology  and  its 
relation  to  metabolic  bone  disease,  New  York  State  J. 
Med.  75:  1656  (Sept.)  1975. 

An  alteration  of  one  of  the  steps  in  bone  remodeling 
starts  a cascade  of  events  which  includes  a shift  in  the 
balance  between  internal  and  external  calcium  effector 
organs,  a change  in  the  secretion  of  parathyroid  hor- 
mone, calcitonin,  and  so  forth,  and  ultimately  a change 
in  the  frequency  of  activation  of  new  packets  of  bone  re- 
modeling. Together  these  constitute  the  substratum 
which  is  deranged  in  metabolic  bone  disease  and  the  ap- 
paratus whereby  physiologic  and  pharmacologic  agents 
act  on  bone.  The  response  time  of  the  remodeling  sys- 
tem is  so  slow,  lasting  months,  and  most  studies  of 
agents  which  affect  the  system  have  been  of  such  short 
duration,  that  much  of  our  present  knowledge  of  the  re- 
sponse of  the  intact  system  is  little  more  than  misinter- 
pretation of  data  rather  than  on  ultimate  effects. 

Murphy,  G.  P.,  Saroff,  J.,  Joiner,  J.,  and  Gaeta,  J.: 

Prostatic  carcinoma;  treated  at  categorical  center, 
1960-1969.  New  York  State  J.  Med.  75:  1663  (Sept.) 
1975 

This  study  of  prostatic  carcinoma,  which  covers  500 
patients  admitted  to  Roswell  Park  Memorial  Institute 
over  the  ten-year  period  1960  to  1969,  was  made  as  a fol- 
low-up to  a previous  study  of  466  such  patients  admit- 
ted from  1950  to  1959.  Of  these  500  patients,  426  were 
treated  for  prostatic  carcinoma  at  the  Institute  while  74 
were  found  to  have  the  disease  when  an  autopsy  was 
performed.  The  stage  of  the  tumor  correlated  with  sur- 
vival and  cause  of  death,  while  survival  time  per  se  was 
not  found  to  be  directly  dependent  on  the  primary 
tumor  histologic  grade.  Histologic  Grade  1 tumors  were 
found  more  often  in  Stage  B patients  than  in  Stage  D. 
The  progression  from  a lower  stage  to  metastases  also 


correlated  with  tumor  grade.  During  the  1960  to  1969 
decade  there  were  significantly  more  patients  treated 
with  the  combination  of  orchiectomy  and  estrogen.  The 
incidence  of  fatal  cardiovascular  disease  was  not  signifi- 
cantly different  in  estrogen  versus  nonestrogen  patients 
in  either  of  the  ten-year  periods.  The  mean  period  of 
survival  differed  for  the  two  decades.  A special  study  of 
74  patients  for  whom  prostatic  carcinoma  was  diagnosed 
only  at  autopsy  differed  from  the  1950  to  1959  study  in 
that  there  were  markedly  fewer  cases  diagnosed  as  Stage 
D during  the  1960  to  1969  era  and  more  early  stage  or 
occult  cases  were  found. 

Ochsner,  A.:  Bronchiectasis;  disappearing  pulmonary 
lesion,  New  York  State  J.  Med.  75:  1683  (Sept.)  1975. 

Fifty  years  ago  bronchiectasis  was  a frequent,  dis- 
abling condition  associated  with  profuse,  fetid  expecto- 
ration making  life  miserable  and  producing  social  out- 
casts. All  ages  except  early  childhood  were  affected. 
Life  expectancy  was  usually  shortened.  The  condition 
usually  developed  in  childhood  during  the  first  decade 
of  life  following  a severe  pneumonitis  usually  associated 
with  pertussis  or  one  of  the  exanthemata.  Following 
this  the  child  became  a frequent  victim  of  respiratory 
tract  infections,  but  bronchiectasis  was  seldom  suspect- 
ed. The  symptoms  and  signs  progressed,  however,  with 
age.  Diagnosis  of  advanced  cases  could  be  made  clini- 
cally, but  it  was  not  until  contrast  bronchography  be- 
came available  that  early  and  mild  cases  were  diagnosed 
and  the  location  and  extent  of  the  lesion  determined. 
Conservative  treatment  was  generally  only  palliative, 
but  did  make  life  more  bearable  for  the  unfortunate  vic- 
tim. Surgical  excision  of  the  involved  portion  of  the 
lung  early  was  associated  with  an  extremely  high  mor- 
tality rate  and,  because  of  this,  cautery  pneumonectomy 
resulting  in  multiple  bronchial  fistula  was  advocated 
and  used  by  Graham.  Howard  Lilienthal  was  an  early 
advocate  of  surgical  excision  and  did  much  to  further 
this  mode  of  therapy.  Early  attempts  at  surgical  exci- 
sion of  the  involved  portion  were  done  by  mass  ligation 
of  the  hilar  structures,  and  it  was  not  until  individual  li- 
gation of  the  hilar  structures  was  instituted  that  surgical 
therapy  became  more  successful.  With  the  introduction 
of  antibiotics,  these  procedures  were  associated  with 
fewer  complications.  Whereas  bronchiectasis  was  an 
extremely  important  surgical  lesion  up  to  thirty  years 
ago,  it  has  now  almost  entirely  disappeared  and  is  of  lit- 
tle clinical  significance.  I believe  this  is  true  because 
children  with  severe  pnuemonitis  associated  with  per- 
tussis or  exanthemata  are  adequately  treated  by  means 
of  antibiotics  and  do  not  develop  irreparable  damage  of 
the  bronchi  and  dilatation. 

Derrick,  J.  B.,  Young,  A.  M.,  and  Pert,  J.  H.:  Devel- 
opment of  large-scale  blood  screening  program  for  hepa- 
titis B,  New  York  State  J.  Med.  75:  1693  (Sept.)  1975 

A program  for  screening  all  blood  donated  in  New 
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Temporary  paralysis  in  children 
after  influenza  B 

Three  children,  all  boys  (2  six  years  old  and  1 eleven) 
developed  temporary  paralysis  after  brief  episodes 
proved  due  to  influenza  B by  virus  culture  and  recovery 
of  specific  antibody.  One  of  the  2 younger  boys  also  had 
temporary  difficulty  in  micturation.  The  2 younger  pa- 
tients recovered  use  of  their  legs  in  two  to  four  days;  the 
older  boy  was  normal  ten  days  after  onset  of  the  muscu- 
lar weakness.  Others  have  recognized  neurological  com- 
plications of  influenza  A,  and  several  have  described  en- 
cephalopathy, myelopathy,  and  polyneuritis  during  epi- 
demics of  influenza  B.  This  paper  by  David  Stevens,  et 
al.,  in  The  Lancet  2:  1354  (Dec.  7)  1974,  observe  that 
neurological  complications  of  influenza  may  be  more 
frequent  than  indicated  in  most  textbooks.  In  a review 
of  the  literature,  they  cite  one  investigation  in  which 
virological  studies  were  performed  in  patients  with  neu- 
rological complications.  Four  patients,  all  over  fifty- 
five  years  of  age,  had  a radiculopathy  resembling  the 
Guillain-Barre  syndrome.  Virological  studies  were  neg- 
ative in  1,  but  there  was  serologic  evidence  of  influenza 
A infection  in  2 patients  and  adenovirus  in  another. 
Another  investigator  described  9 patients  with  neurolog- 
ic complications  appearing  during  an  epidemic  of  in- 
fluenza B.  Five  adults  had  acute  polyneuritis.  Motor 
weakness  was  the  prominent  disability  in  all  latter  cases 
and  recovery  was  variable  and  slow.  Virological  proof 
was  lacking  in  individuals,  however.  As  for  the  present 
study,  the  authors  note  that  they  can  find  no  reports  of 
similar  cases  following  influenza  B in  children. 


Suspected  aminophylline  causes  of  asthma 

While  the  value  of  aminophylline  in  the  treatment  of 
asthma  is  well  established  by  years  of  clinical  experi- 
ence, there  have  been  some  reports  of  hypersensitivity 
to  the  drug.  Recently,  Aaron  E.  Fishman,  M.D.,  in  Ann. 
Allergy  33:  161  (Sept.)  1974,  encountered  3 instances  of 
apparent  hypersensitivity  to  aminophylline  prepara- 
tions, all  involving  patients  in  their  early  seventies. 
Two  of  them,  he  believes,  may  have  suffered  aggravated 
attacks  due  to  the  dyes  contained  in  the  preparations. 
One  case,  however,  probably  demonstrated  a true  clini- 
cal sensitivity  to  the  aminophylline  itself.  The  pre- 
viously reported  cases  include  2 pharmacists,  both  of 
whom  developed  contact  dermatitis  from  handling  the 
drug,  and  one  of  whom  also  developed  rhinitis  and  clini- 
cal asthma.  The  other  previously  reported  case  was 
that  of  a boy  twelve  years  old  who,  after  intravenous  ad- 
ministration of  aminophylline  for  asthma,  developed  a 
generalized  urticarial  reaction,  with  all  tests  positive  for 
aminophylline. 


Indication:  For  the  relief  of  mild  to  moderate  pain,  either  alone  or  accompanied  by 
fever 

Contraindications:  Hypersensitivity  to  propoxyphene  or  to  acetaminophen 
Warnings:  Drug  Dependence—  Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance.  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics  The  abuse  liability 
of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
less,  and  propoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine. 

Usage  in  Ambulatory  Patients— Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery  The  patient  should  be  cautioned  accord- 
ingly 

Usage  in  Pregnancy— Sate  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development  Therefore,  propoxyphene  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

Usage  in  Children— Propoxyphene  is  not  recommended  for  use  in  children,  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrme  The  central-nervous- 
system  depressant  effect  of  propoxyphene  may  be  additive  with  that  of  other  C N S. 
depressants 

Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation, 
nausea,  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  if 
the  patient  lies  down. 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes, 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  dis- 
turbances 

The  chronic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg  per  day  has 
caused  toxic  psychoses  and  convulsions.  [ousjs] 


Indication:  For  the  relief  of  mild  to  moderate  pain 

Contraindication:  Hypersensitivity  to  propoxyphene,  aspirin,  phenacetm,  or  caf- 
feine 


Warnings:  Drug  Dependence—  Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance.  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics  The  abuse  liability  | 
of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
less,  and  propoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine 

Usage  in  Ambulatory  Patients—  Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such  j 
as  driving  a car  or  operating  machinery.  The  patient  should  be  cautioned  accord-  | 
ingly. 

Usage  in  Pregnancy— Sate  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development  Therefore,  propoxyphene  should  not  I 
be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

Usage  in  Children— Propoxyphene  is  not  recommended  for  use  in  children  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group 

Salicylates  should  be  used  with  extreme  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrme 

The  central-nervous-system  depressant  effect  of  propoxyphene  may  be  additive 
with  that  of  other  C N S depressants. 
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Abstracts  in  Interlingua 


Baron,  H.  C.:  Salvation  del  membro  in  extremitate  in- 

ferior ischemic,  New  York  State  J.  Med.  75:  1649  (Sep- 
tembre)  1975. 

Le  resultato  de  un  programma  pro  determinar  le  salva- 
tion del  extremitate  inferior  in  100  patientes  consecu- 
tive, omne  con  lesiones  arterial  occlusive  avantiate  de- 
bite a arteriosclerosis  obliterans,  ha  essite  revistite.  In 
le  gruppo  studiate,  19  patientes  requireva  un  amputa- 
tion major,  e 5 habeva  amputationes  transmetatarsal  o 
digital  que  les  lessava  con  un  talon  o un  superficie  plan- 
tar importante  pro  sustener  le  peso  corporal.  Le  revas- 
cularisation de  un  membro  ischemic,  sia  mediante  un 
graffo  anastomotic  o le  thromboendarterectomia  ab 
CO2,  resultate  in  le  salvation  de  81  de  100  extremitates 
inferior  que  habeva  un  mortalitate  operatori  de  9 pro 
cento.  Iste  cifra  compara  se  favorabilimente  con  le  in- 
dices de  mortalitate  reportate  de  9 a 30  pro  cento  in  pa- 
tientes del  mesme  etate  subjectate  solmente  a amputa- 
tion major  del  extremitate.  Le  approche  positive  al  sal- 
vation del  extremitate  representa  un  progresso  principal 
in  le  pensamento  conceptual  respecto  del  tractamento 
del  patientes  que  es  candidates  potential  a un  amputa- 
tion major  de  un  extremitate. 

Heaney,  R.  P.:  Physiologia  del  restructuration  skeletic 

e su  relation  con  le  morbos  metabolic  del  osso.  New 
York  State  J.  Med.  75:  1656  (Septembre)  1975. 

Un  alteration  de  un  del  passos  del  restructuration  del 
osso  ha  iniciate  un  cascade  de  eventos  que  include  un 
cambio  del  equilibrium  inter  le  organos  effector  del  cal- 
cium externe  e interne,  etiam  un  cambio  in  le  secretion 
del  hormona  parathyroide,  le  calcitonina  e altere  hormo- 
nas,  e ultimemente  un  cambio  del  frequentia  del  activa- 
tion del  cassas  nove  de  osso  pro  restructurar  iste  texito. 
Omne  phenomenos  constitute  un  substratum  que  es 
perturbate  in  le  morbo  metabolic  del  osso  e del  appara- 
tus mediante  le  qual  le  agentes  physiologic  e pharmaco- 
logic actua  supra  le  osso.  Le  tempore  del  responsa  del 
systema  restructural  es  tan  lente — menses  de  duration — 
e le  major  parte  del  studio  del  agentes  que  affice  le  sys- 
tema ha  essite  de  tan  breve  duration  que  multe  de  nos- 
tre  cognoscimento  actual  supra  le  responsa  del  systema 
intacte  es  solmente  un  interpretation  equivocate  del  in- 
formation disponibile  plus  que  del  resultate  final. 

Murphy,  G.  P.,  Saroff,  J.,  Joiner,  J.,  e Gaeta,  J.: 
Carcinoma  prostatic;  tractamento  in  centres  de  cate- 
goria,  de  1960  a 1969,  New  York  State  J.  Med.  75:  1663 
(Septembre),  1975. 

Iste  studio  del  carcinoma  prostatic,  que  include  500 
patientes  hospitalisate  in  le  Institute  Roswell  Park  Me- 
morial durante  le  periodo  de  10  annos — 1960-1969 — ha 
essite  facite  como  observation  ulterior  del  studio  previo 
de  466  de  tal  patientes  hospitalisate  inter  1950  e 1959. 
Del  500  pacientes,  426  esseva  tractate  per  carcinoma 
prostatic  in  le  Institute;  in  14  esseva  trovate  que  le 
morbo  esseva  presente  quando  le  autopsia  esseva  facite. 
Le  phase  del  tumor  esseva  correlationate  con  le  supervi- 
ventia  e le  causa  del  morte;  in  cambio,  le  tempore  de  su- 


perviventia,  per  se,  non  esseva  directemente  dependente 
del  grado  histologic  del  tumor  primari.  Tumores  del 
Grado  histologic  I esseva  trovate  plus  frequentemente  in 
le  patientes  in  Phase  B que  in  Phase  D.  Le  progression 
desde  un  phase  plus  basse  al  metastases  etiam  esseva 
correlationate  con  le  grado  del  tumor.  Durante  le  perio- 
do 1960-1969  habeva  un  numero  significativemente 
major  de  patientes  tractate  con  le  association  orchidec- 
tomia-estrogeno.  Le  incidentia  del  morbo  cardiovascu- 
lar fatal  non  esseva  significativemente  differente  inter  le 
patientes  tractate  con  estrogeno  e le  non  tractate  con 
iste  hormona,  in  qualque  de  ambe  periodos  therapeutic 
de  10  annos.  Le  periodo  medio  de  superviventia  esseva 
differente  per  ambe  decadas.  In  un  estudio  special  de 
74  pacientes  in  que  le  diagnose  de  carcinoma  prostatic 
esseva  facite  solmente  con  le  autopsia  esseva  observate 
que  el  periodo  1950-1959  differeva  del  periodo  1960- 
1969  in  que  in  iste  ultime  decada  habeva  minus  casos  di- 
agnosticate como  Phase  D,  e etiam  casos  in  phase  plus 
temprane  o occulte. 

Oschner,  A.:  Bronchiectasis;  lesion  pulmonari  disap- 

parente,  New  York  State  J.  Med.  75:  1683  (September) 
1975. 

Cinquanta  (50)  annos  ante,  le  bronchiectasis  esseva  un 
morbo  frequente,  invalidante  e accompaniate  de  expec- 
toration profuse  e fetide  que  faceva  le  vita  miserabile  al 
patientes  causando  su  ostracismo  social.  Le  morbo  af- 
fice patientes  de  qualque  etate,  excepto  le  pueros  in  le 
prime  infantia;  le  duration  del  vite  es  accurtate.  Usual- 
mente,  le  morbo  disveloppa  se  in  le  infantia,  durante  le 
prime  decada  del  vita,  a continuation  de  un  pneumonitis 
grave,  generalmente  associate  al  pertussis  o a un  del 
morbos  exanthematic.  Depost  le  morbo  initial,  le  pu- 
eros torna  se  un  victima  frequente  de  infectiones  del 
vias  respiratori;  nonobstante,  le  bronchiectasis  es  rara 
vices  suspectate,  e le  symptomas  e signos  progressa  con 
le  etate.  Le  diagnose  del  casos  avanciate  pote  esser  fa- 
cite clinicmente,  mais  solmente  quando  le  bronchogra- 
phia  de  contraste  esseva  disponibile,  le  diagnose  tem- 
prane e ille  del  casos  leve  esseva  possibile  e etiam  le  de- 
termination del  location  e extension  del  lesion.  Le  trac- 
tamento conservative  generalmente  esseva  palliative; 
nonobstante,  le  vita  del  infortunate  patiente  esseva  plus 
tolerabile.  Le  excision  chirurgic  temprane  del  parte 
compromite  del  pulmon  esseva  associate  con  un  indice 
de  mortalitate  extrememente  elevate  e,  per  isto,  le  pneu- 
monectomia  ab  cauterio  que  produceva  multiple  fistulas 
bronchial  esseva  recommendate  e usate  per  Graham. 
Howard  Lilienthal  esseva  un  partisano  initial  del  exci- 
sion chirurgic  e effortiava  se  pro  promover  iste  systems 
therapeutic.  Le  intention  initial  pro  le  excision  chirurg 
ic  del  parte  pulmonari  compromite  esseva  facite  me 
diante  le  ligatura  massive  del  structuras  hilar;  solmentt 
quando  le  ligatura  individual  del  systema  hilar  essevs 
facite,  le  tractamento  chirurgic  tornava  se  successosse 
Con  le  introduction  del  antibioticos,  iste  procediment( 
esseva  associate  con  minus  complicationes.  Ben  que  3( 
annos  ante  le  bronchiectasis  esseva  un  lesion  chirurgi* 

continued  on  page  163 


1626  New  York  State  Journal  of  Medicine/ September  1975 


c>.  « 


Medical  Meetings 


Continuing  education  symposium  at  Downstate 

A symposium  on  Diabetes  and  the  Kidney  will  be  held 
at  Downstate  Medical  Center  (State  University  of  New 
York)  in  Brooklyn  Thursday,  September  25,  from  8:30 
a.m.  to  4 p.m.  in  the  First  Floor  Lecture  Hall  of  the 
Basic  Sciences  Building,  450  Clarkson  Avenue. 

Sponsored  by  the  Office  of  Continuing  Education  at 
Downstate  and  the  New  York  Diabetes  Association,  the 
symposium  is  under  the  direction  of  Dr.  Eli  A.  Fried- 
man, professor  of  medicine  at  Downstate,  and  Dr. 
Charles  M.  Plotz,  director  of  continuing  education. 
Subjects  to  be  discussed  are:  the  pathology,  radiologic 
diagnosis,  and  clinical  expression  of  diabetic  nephropa- 
thy; hemodialysis  for  diabetic  renal  failure;  dialysis  of 
diabetics  in  Brooklyn;  kidney  and  islet  of  Langerhans 
transplants  in  diabetics;  and  the  nephrologist’s  ap- 
proach to  the  diabetic  with  a failing  kidney. 

There  is  no  fee  for  the  symposium.  For  information 
or  registration,  write  to  Dr.  Eli  A.  Friedman,  Box  52, 
Downstate  Medical  Center,  450  Clarkson  Avenue, 
Brooklyn  11203. 

Eleventh  Nobel  conference 

Thirty-five  Nobel  Laureates  will  be  partaking  in  the 
Eleventh  Annual  Nobel  Conference  at  Gustavus  Adol- 
phus College,  St.  Peter,  Minnesota,  on  October  1 and  2, 
1975,  to  discuss  “The  Future  of  Science.”  In  addition  to 
the  35  Nobel  Prize  winners,  six  distinguished  theolo- 
gians will  also  partake  in  the  gathering, — the  second 
largest  assembly  of  Laureates  in  history — sponsored  by 
the  Aid  Association  for  Lutherans  (AAL)  fraternal  life 
and  health  insurance  society  of  Appleton,  Wisconsin. 


AAFP  1975  scientific  assembly 

A wider-than-ever  choice  of  continuing  education 
courses  will  be  offered  to  U.S.  family  physicians  at  the 
American  Academy  of  Family  Physicians’  Annual  Scien- 
tific Assembly  scheduled  October  6-9  at  Chicago’s 
McCormick  Place. 

The  twenty-seventh  annual  meeting  held  especially 
for  family  doctors  provides  nine  separate  program  ele- 
ments. Medical  lectures,  a long-time  favorite  element, 
include  presentations  by  18  nationally-known  speakers 
on  practical,  up-to-date  information  such  as  “Caring  for 
a Family’s  Inherited  Disease,”  “Making  Sense  Out  of 
Heart  Murmur,”  and  “Abdominal  Pain  in  Children.” 

Physicians  will  earn  one  hour  of  prescribed  AAFP 
continuing  education  credit  for  each  hour  of  participa- 
tion in  any  element  of  the  scientific  program,  except  for 
the  viewing  of  exhibits.  The  Academy  requires  a mini- 
mum of  one  hundred  Fifty  hours  of  continuing  education 
every  three  years  in  order  to  maintain  membership. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 

continued  on  page  1628 
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American  Diabetes  Association,  Inc. 

Two  meetings  of  the  American  Diabetes  Association, 
Inc.,  will  be  held — “Perspectives  in  Current  Diabetes 
Research,”  The  Lilly  Center,  Indianapolis,  Indiana,  Oc- 
tober 16  and  17,  1975;  and  the  first  combined  health 
care  professionals  course  in  diabetes,  The  Olympic 
Hotel,  Seattle,  Washington,  October  17  to  19,  1975.  For 
additional  information  write  to:  Executive  Vice-Presi- 
dent, Ernest  M.  Frost,  Ed.D.,  1 West  48th  Street,  New 
York,  N.Y.  10020. 

Fifth  Annual  Prosthetic  Orthotic  Symposium 

The  Department  of  Rehabilitation  of  Harlem  and 
Presbyterian  Hospitals  announce  the  Fifth  Annual 
Prosthetic  Orthotic  Symposium  sponsored  by  the  New 
York  City  Department  of  Health  in  cooperation  with  the 
Metropolitan  Prosthetic  and  Orthotic  Association.  The 
symposium  will  be  held  on  October  17,  1975,  9 a.m.  to  4 
p.m.  at  the  Americana  Hotel,  7th  Avenue  and  52nd 
Street,  New  York  City.  Registration  and  Tuition  are 
free. 

For  further  information  write  or  call  the  Bureau  for 
Handicapped  Children,  350  Broadway,  New  York,  NY 
10013.  Telephone— 212-566-6000. 

Conference  on  advances  in  research  and 
therapy  in  cardiovascular  disease 

The  second  continuing  education  conference  on  Octo- 
ber 22  to  24,  1975,  in  Bethesda,  Maryland,  is  on  ad- 
vances in  research  and  therapy  in  cardiovascular  disease 
and  their  applicability  for  practicing  physicians. 

Among  the  researchers  presenting  new  data  on  etiolo- 
gy and  therapeutic  techniques  are  Drs.  Frederic  Bartter, 
Thomas  Bersot,  William  Roberts,  David  Redwood,  Law- 
rence Friedman,  Kenneth  Kent,  Gerald  Payne,  Manning 
Feinleib,  and  Walter  Henry  from  the  National  Heart 
and  Lung  Institute.  Among  the  speakers  in  clinical 
practice  are  Dr.  Karel  Absolon,  chairman  of  the  Depart- 
ment of  Surgery  at  Washington  Hospital  Center,  Dr. 
Herbert  Tanenbaum,  assistant  professor  of  clinical  med- 
icine, Georgetown  University,  and  Dr.  William  Bell,  as- 
sociate professor  of  medicine,  Johns  Hopkins  Universi- 
ty. As  part  of  the  scheduled  sessions,  participants  may 
discuss  findings  with  the  speakers. 

A full  list  of  topics  and  speakers  as  well  as  informa- 
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York  State  (exclusive  of  New  York  City)  for  HBsAg 
(hepatitis-associated  antigen)  has  now  been  in  effect  for 
three  years.  Approximately  130  blood  banks  processing 
some  300,000  units  of  blood  per  year  participate.  Moni- 
toring of  their  technical  proficiency  has  been  continous- 
ly  modified  to  foster  optimal  performance  and  encom- 
pass new  HBsAg  assay  techniques  of  increasingly  greater 
sensitivity.  This  has  resulted  in  steady  improvement  in 
the  performance  of  tests  of  both  second-  and  third -gen- 
eration sensitivity.  The  incidence  of  HBsAg-positive 
blood  detected  is  about  0.07  per  100  units  collected,  and 


tion  about  continuing  medical  education  credits  may  be 
obtained  from  Dr.  Jean  K.  Boek,  Director  of  the  Divi- 
sion of  Special  Studies,  National  Graduate  University, 
3408  Wisconsin  Avenue,  N.W.,  Washington,  D.C.  20016, 
202/966-5100. 

Annual  perinatal  symposium 

The  annual  perinatal  symposium  will  be  held  at  the 
Sheraton  Motor  Inn,  7th  North  Street,  Syracuse,  New 
York,  October  29  and  30,  1975.  Sponsored  by  the 
March  of  Dimes,  this  year’s  topic  will  be  “Low  Birth 
Weight  Infants;  cause,  cure,  and  outcome.” 

Further  information  can  be  obtained  from:  Joanne  M. 
Halton,  The  Perinatal  Center,  Room  5341,  750  East 
Adams  Street,  Syracuse,  New  York  13210;  tel.  (315) 
473-4458. 

Postgraduate  course  in  ophthalmology 

The  Department  of  Ophthalmology  of  the  State  Uni- 
versity of  New  York  Upstate  Medical  Center  in  Syra-j 
cuse  will  present  its  Twenty-sixth  Annual  Postgraduate 
Course  in  Ophthalmology  at  the  Hotel  Syracuse,  Friday  ! 
and  Saturday,  December  5 and  6,  1975. 

The  course  is  limited  to  100  members  and  will  be  ac-'l 
cepted  in  the  order  in  which  applications  are  received.! 
Inquiries  regarding  the  course  may  be  forwarded  to! 
James  L.  McGraw,  M.D.,  College  of  Medicine,  Depart-j} 
ment  of  Ophthalmology,  State  University  of  New  York,® 
Upstate  Medical  Center,  750  E.  Adams  Street,  Syracuse, [ 
New  York  13210;  (315)  437-5253. 

Pediatric  cardiology  postgraduate  course 

Medical  and  Surgical  Management  of  Congenital  and 
Rheumatic  Heart  Disease,  sponsored  by  Department  ol 
Pediatrics  and  Department  of  Surgery,  New  York  Uni  l 
versity  Postgraduate  Medical  School  and  St.  VincentYj; 
Medical  Center  of  Staten  Island.  Weekly  session  Fri  j 
day,  9:10  to  10:30  a.m.,  January  6th  through  Februarjjl 
13th,  1976.  Program  coordinators  are  Eugenie  F.  Doyle  i 
M.D.,  and  Albina  A.  Claps,  M.D. 

This  course  is  approved  for  eight  (8)  hours  credit  irjj 
Category  I for  the  Physician’s  Recognition  Award  of  thi| 
American  Medical  Association. 

For  further  information  write:  Eugenie  F.  Doylei 

M.D.,  N.Y.U.  Medical  Center,  550  First  Avenue,  Nev| 
York,  N.Y.  10016  or  Albina  A.  Claps,  M.D.,  St.  Vincent’! 
Medical  Center  of  Richmond,  355  Bard  Avenue,  StateiJ 
Island,  N.Y.  10310 


this  has  shown  little  change,  although  initially  ail 
screening  was  by  CEP  (counterelectrophoresis),  an| 
currently  about  75  per  cent  is  by  RIA  (radioimmunoa 
say).  This  suggests  that  screening  of  donor  bloods  usm  j 
the  FDA-approved  tests  fails  to  detect  an  unknowr# 
probably  substantial  number  of  units  which  could  trans| 
mit  hepatitis.  Nevertheless,  testing  under  present  regul 
lations  is  screening  out  some  200  HBsAg-positive  unit! 
per  year.  The  apparently  stable  incidence  of  HBaAg| 
positive  donors  may  result  from  a balance  between  thi 
continuing  removal  of  positive  repeat  donors  from  donij 
rolls  and  the  increased  sensitivity  of  RIA  in  detectinj 
positive  new  donors. 


1628  New  York  State  Journal  of  Medicine/September  1975 


*&^;-sgg3£ 


t>e  ^«l*Ve%^< 


«&%&*&$*  ..  ^ 


*&&&*<? 

*** 


'to 


.^e;e6'0^ 


& 


C &**> 


# 


GY^  0UraO-' 

-<\\®  A^  vKO^  0 

Va^  i-  ^ 


Important  Note  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications:  Children  14  years  or  less; 
senile  patients,  history  or  symptoms  of  G I in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy,  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion, thyroid  disease,  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings  Age  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal  reactions  The  disease  con- 
dition itself  is  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS, 
adrenals,  and  G I tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions:  The  following  should  be  accom- 
plished at  regular  intervals  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient's weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia, nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98- 146-070- J (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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Books  Received * 


Medical  Malpractice  Law.  By  Angela  Roddey  Hold- 
er. J.D.  Foreword  by  Milton  Halpern,  M.D.  New 
York,  N.Y.,  John  Wiley  & Sons,  1975.  561  pages. 

Cloth,  $22.50 

Heart  Disease.  By  Earl  N.  Silber,  M.D.,  and  Louis  N. 
Katz,  M.D.  New  York,  N.Y.,  Macmillan  Publishing 
Co.,  Inc.,  1975.  Illustrated,  1,430  pages.  Cloth,  $39.95 

Genetic  Screening:  Programs,  Principles  and  Re- 

search. By  the  Committee  for  the  Study  of  Inborn  Er- 
rors of  Metabolism.  Division  of  Medical  Sciences,  As- 
sembly of  Life  Sciences,  National  Research  Council. 
Washington,  D.C.,  National  Academy  of  Sciences,  1975. 
Hard  cover,  388  pages,  n.p. 

Pediatric  Nephrology.  Edited  by  Mitchell  I.  Rubin, 
M.D.  Baltimore,  The  Williams  & Wilkins  Company, 
1975.  Illustrated,  927  pages.  Hard  cover,  $50. 

The  Design  of  a Health  Maintenance  Organization. 

By  Allan  Easton.  New  York,  Praeger  Publishers,  1975. 
Hard  cover,  510  pages.  Price,  $23.50 

Companion  Guide  to  Surgical  Diagnosis.  By  Albert 
B.  Lowenfels,  M.D.  Baltimore,  The  Williams  & Wilkins 
Company,  1975.  Illustrated,  276  pages.  Paperback, 
n.p. 

The  Sense  of  Smell  and  its  Abnormalities.  By  Ellis 
Douek,  F.R.C.S.  London,  Churchill  Livingstone,  1974. 
Illustrated,  243  pages.  Hard  cover,  $19.50. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 
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extrememente  importante,  ora  quasi  ha  disapparite 
completemente,  e ha  pauc  significantia  clinic.  Io  crede 
que  iste  es  ver  perque  le  pueros  con  pneumonitis  grave 
associate  al  pertussis  o a un  morbo  exanthematic  es  trac- 
tate adequatemente  con  antibioticos  e non  disveloppa 
dilatation  bronchial  con  injuria  irreparabile  del  bron- 
chios. 

Derrick,  J.  B.,  Young,  A.  M.,  e Pert,  J.  H.:  Disvelop- 
pamento  de  un  programma  sanguine  selective,  in  grande 
scalia,  pro  detectar  hepatitis.  New  York  State  J.  Med. 
75:  1693  (Septembre)  1975. 

Un  programma  per  le  studio  selective  de  omne  san- 
guine donate  in  le  Stato  de  Nove  York  (con  exclusion  del 
Citate  de  Nove  York),  per  le  investigation  del  antigeno 
HBsAg  (antigeno-hepatitis)  ha  essite  in  effecto  durante 
3 annos.  Approximemente,  130  Bancos  de  Sanguine 
que  processa  300.000  unitates  de  sanguine  al  anno  es 
participante  in  iste  studio.  Le  examination  seriate  del 
efficientia  technic  ha  essite  modificate  continuemente 
pro  obtener  un  performance  optime  e includer  nove 
technicas  de  examination  per  le  HBsAg  pro  incrementar 


The  Future  of  Philanthropic  Foundations.  Ciba 
Foundation  Symposium,  30  (new  series).  New  York, 
Elsevier/Excerpta  Medica/North-Holland,  1975.  Cloth, 
240  pages.  Price,  $16.50. 

The  Structure  and  Biochemistry  of  Cartilage.  By 

A.  Serafini-Fracassini,  M.D.,  and  J.  W.  Smith,  M.D. 
London,  Churchill  Livingstone,  1974.  Illustrated,  236 
pages.  Cloth,  $28. 

Traction  and  Orthopaedic  Appliances.  By  John  D. 
M.  Stewart,  M.A.,  F.R.C.S.  New  York,  Churchill 
Livingstone,  1975.  Illustrated,  206  pages.  Hard  cover, 
$19. 

Medical  Aspects  of  Human  Sexuality.  Compiled  by 
Harold  I.  Lief,  M.D.  Baltimore,  The  Williams  & Wilk- 
ins Company,  1975.  Hard  cover,  330  pages.  Price,  $14. 

Energy  Transformation  in  Biological  Systems. 
Ciba  Foundation  Symposium  31,  (new  series).  New 

York,  Elsevier/Excerpta  Medica/North-Holland,  1975. 
Illustrated,  416  pages.  Cloth,  $29.25. 

The  Ciba  Foundation:  An  Analytic  History  1949- 

1974.  By  F.  Peter  Woodford.  New  York,  Elsevier/Ex- 
cerpta Medica/North-Holland,  1974.  Illustrated,  212 
pages.  Cloth,  $24.25. 

Vocational  Rehabilitation  of  the  Drug  Abuser: 
Treatment,  Planning  and  Clinical  Supervision.  By 

Eileen  Wolkstein,  M.A.,  and  Alex  Richman,  M.D. 
Washington,  D.C.,  Youth  Projects,  Inc.,  and  Depart- 
ment of  Health,  Education,  and  W'elfare.  Social  and 
Rehabilitation  Service,  1975.  Paperback,  66  pages. 

le  sensitivitate  del  tests.  Isto  ha  resultado  in  un  melio- 
ramento  constante  del  performance  del  tests  tanto  in  le 
seconde  como  le  tertie  generation  sensitive.  Le  inciden- 
ts de  sanguine  positive — HBsAg  es  circa  de  0.07  per  100 
unitates  de  sanguine  collectate,  e isto  ha  demonstrate 
pauc  cambio,  ben  que  initialmente  omne  examination 
selective  esseva  facite  mediante  le  electrophoresis  de 
contraste  (“CEP”)  e,  currentemente,  circa  del  75  pro 
cento  esseva  facite  mediante  le  essayos  de  radioimmuni- 
tate  (“RIA”).  Isto  suggere  que  le  selection  del  donantes 
de  sanguine,  usante  le  tests  approbate  per  le  “FDA” 
(Food  and  Drug  Administration — FDA,  States  Unite), 
pote  fracasar  in  le  detection  de  un  numero  probabilem- 
ente  substantial,  non  cognoscite,  de  unitates  de  sanguine 
que  pote  transmitter  le  hepatitis.  Nonobstante.  le  tests 
infra  le  regulationes  actual  permite  seleccionar  como  200 
unitates  positive — HBsAg  cata  anno.  Iste  incidentia 
apparentemente  stabile  de  donantes  positivos  HBsAg 
pote  resultar  de  un  equilibrium  inter  le  elimination  con- 
tinue de  donantes  repetitemente  positive  del  lista  de 
omne  donantes  e le  sensitivitate  augmentate  del  RIA 
pro  detectar  le  donantes  positive  nove. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Adequate  Frequent 

fluid  voiding 

intake 
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Santanol 

(sulfamethoxazole) 

IU.D. 

f)ur  tablets  (0.5  Gm  each)  STAT- 
tien  2 tablets  D.I.D.  for  10-14  days 


lasic  therapy  with 
(onvenience  for 
icute  nonobstructed 
cystitis 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  non- 
obstructed urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis,  and  cystitis),  due  to  susceptible 
organisms.  Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  cul- 
ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 
100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystal luria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions  (headache, 
peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E.  phenomenon).  Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter 
production,  diuresis  and  hypoglycemia  as  well  as 
thyroid  malignancies  in  rats  following  long-term 
administration.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Systemic  sulfonamides  are  contrain- 
dicated in  infants  under  2 months  of  age  (except 
adjunctively  with  pyrimethamine  in  congenital  toxo- 
plasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.) 
initially,  then  1 Gm  b.i.d.  or  t.i.d.  depending  on  sever- 
ity of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasD.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
b.i.d.  Maximum  dose  should  not  exceed  75  mg/ kg/ 
24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole; 
Suspension,  0.5  Gm  sulfamethoxazole/ teaspoonful. 

/ V Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 


• Effective  against  susceptible  E.  coli. 
Klebsiella-Aerobacter.  Staph.  aureus. 
Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 
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Medical  News 


First  Ezzard  Charles  Fellowship 
awarded 

The  Muscular  Dystrophy  Association  (MDA)  has  es- 
tablished an  Ezzard  Charles  Memorial  Research  Fellow- 
ship in  honor  of  the  late  world  heavyweight  boxing 
champion  who  endured  a seven-year  struggle  against 
amyotrophic  lateral  sclerosis  (ALS)  until  he  succumbed 
to  the  disease  on  May  28  of  this  year.  ALS  is  one  of  the 
neuromuscular  diseases  comprehended  by  MDA’s  pro- 
grams of  research  and  patient  service. 

In  announcing  the  new  award,  MDA  President  Syl- 
vester L.  Weaver,  Jr.,  said  that  the  first  Ezzard  Charles 
Memorial  Research  Fellowship  has  been  awarded  to 
Marcelo  R.  Olarte,  M.D.,  of  the  H.  Houston  Merritt 
Clinical  Research  Center  for  Muscular  Dystrophy  and 
Related  Diseases  at  Columbia  University.  Dr.  Olarte’s 
research  will  concentrate  on  ALS,  a disease  which  at- 
tacks the  motor  nerves  in  the  spinal  cord  and  brain 
stem,  resulting  in  progressive  muscle  weakness,  and  fi- 
nally death. 

Dr.  Olarte  will  work  with  Lewis  P.  Rowland,  M.D.,  di- 
rector of  the  MDA  Center  at  Columbia,  in  an  experi- 
mental treatment  facility  for  patients  with  ALS,  and  in 
laboratory  investigations  of  the  possible  viral  origins  of 
the  disease. 

MDA  has  allocated  $8.1  million  for  research  in  its  cur- 
rent budget.  Over  $1  million  is  being  spent  by  MDA  on 
64  ALS-related  research  projects  this  year. 

Children  with  kidney  failure  enjoy  summer 
camp  fun  for  the  first  time 

A ribbon-cutting  ceremony  to  dedicate  the  nation’s 
first  and  only  summer  camp  for  children  needing  artifi- 
cial kidney  machine  treatment  was  held  on  July  16, 
1975,  at  1:30  p.m.  at  the  Frost  Valley  YMCA  camp  in 
Oliverea,  New  York.  The  camp  opened  June  29. 

“The  facility  is  the  first  of  its  kind  in  the  world,”  ac- 
cording to  Dr.  Ira  Greifer,  director  of  pediatrics  and  the 
Children’s  Kidney  Center  of  the  Hospital  of  the  Albert 
Einstein  College  of  Medicine. 

“The  camp  facility  accommodates  24  children  from 
the  eastern  United  States  who  require  treatment  on  the 
artificial  kidney  machine,  and  provides  them  with  a nor- 
mal camping  experience  that  has  never  been  available 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  eight  weeks  prior  to  publication  date. 


anywhere  else.  The  camp  operates  as  a satellite  of  thi 
hospital,”  according  to  the  Einstein  physician. 

A special  four-bed  dialysis  unit  and  equipment  wen 
provided  by  the  Ruth  Gottscho  Kidney  Foundatioi 
which  built  it  as  an  addition  to  the  camp’s  existinj 
health  center. 

Pinworms 

Pinworms,  probably  the  nation’s  most  commoi 
human  parasite,  are  readily  transmitted  by  unwashet 
hands,  points  out  Dr.  Richard  L.  Wenzel,  Health  Com 
missioner  for  Toledo  and  Lucas  County,  Ohio.  H< 
notes  that  the  prevalence  of  this  pest  is  a major  reasoi 
for  parents  to  insist  that  children  wash  their  hands  afte 
using  the  toilet  and  before  eating,  and  that  they  not  bib 
their  nails  or  suck  their  thumbs. 

Personalities 

Appointed:  Dr.  Monte  Blau  as  chairman  of  the  De 

partment  of  Nuclear  Medicine  for  a three-year  term  a 
State  University  at  Buffalo  ...  to  the  senior  faculty  a 
Downstate  Medical  Center’s  College  of  Medicine;  Jame: 
B.  Ranck,  Jr.,  M.D.,  professor  of  physiology;  Carl  G 
Beling,  M.D.,  D.M.Sc.,  associate  professor  of  obstetric 
and  gynecology;  Charles  E.  Cherubin,  M.D.,  associati 
professor  of  medicine;  Jeffrey  H.  Weiss,  Ph.D.,  associate 
professor  of  environmental  medicine  and  community 
health. 

Elected:  Saul  J.  Farber,  M.D.,  Nathan  Friedman  Pro 
fessor  of  Medicine  and  chairman,  Department  of  Medi 
cine,  New  York  University  School  of  Medicine,  as  presi 
dent  of  the  School’s  Alumni  Association. 

Grants:  From  May  1 through  July  31,  1975,  to  Down 
state  Medical  Center,  39  research  and  training  grant 
totalling  $1,571,748,  providing  for  11  new  projects,  16  re 
newals,  and  12  supplements. 

Promotions:  At  Downstate  Medical  Center,  the  fol 

lowing  have  been  promoted  to  the  senior  faculty 
Thomas  C.  Detwiler,  Ph.D.,  to  professor  of  biochemis 
try;  Bertrum  Sheid,  Ph.D.,  to  associate  professor  o 
pharmacology;  and  Arthur  H.  Green,  M.D.,  to  clinica 
associate  professor  of  psychiatry. 

Retired:  Harry  Raybin,  head  of  Poison  Control  Cen 
ter,  New  York  City,  after  forty-seven  years  of  service,  ii 
July.  From  1955  until  1974,  he  was  director  of  the  Nev 
York  City  Department  of  Health’s  Poison  Control  Cen 
ter. 
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THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Presents  for  members  and  their  families 
A FIVE-DAY  “LONG  WEEKEND”  OF  SHEER  RELAXATION  IN 

CANCUN 

THE  NEW  1000-YEAR-OLD  ISLAND  IN  THE  MEXICAN  CARIBBEAN 

Special  Braniff  International  Charter  Flight 
Depart  New  York  November  18th, 

Return  November/22nd,1975 


Please  note 
change  in  dates 


Uninhabited  until  a few  years  ago,  Cancun  today  is  a 
man-made  paradise  with  14  miles  of  almost  unexplored 
powdery  sand  beaches  washed  by  a clear  turquoise 
sea,  its  own  championship  golf  course,  unlimited  pos- 
sibilities for  all  sports,  including  deep-sea  fishing,  and  a 
fantastic  array  of  modern  conveniences. 

Relax  in  20th-century  elegance  where  Mayan  kings 
wintered  over  a thousand  years  ago.  We’ll  spend  four 
nights  at  the  new  luxurious  Hotel  Cancun  Caribe.  Its 
dramatic  architecture,  tastefully  decorated  comfortable 
rooms,  restaurants  serving  international  and  local 
specialties  and  hospitable  staff  will  make  your  weekend 
on  this  centuries-old  island  truly  memorable. 

Relax  and  do  nothing— soak  up  the  sunshine  by  day, 
listen  to  the  soft  guitars  in  the  evening— or  visit  the 
nearby  Mayan  sites  of  Tulum  and  Chichen-ltza  for  a 
closer  look  at  this  mysterious  ancient  civilization. 


Our  special  Braniff  International  charter  flight  departs 
New  York  November  18,  returning  November  22, 1975. 

The  all-inclusive  trip  rate  is  $495.00  per  person.  Space 
is  limited;  make  your  reservations  today.  We  look  for- 
ward to  joining  you  and  your  family  in  Cancun. 


Make  check  payable  to:  Travel  Dynamics,  Inc. 

And  mail  to:  Medical  Society  of  the  State  of  New  York 
Division  of  Insurance  & Membership  Benefits 
420  Lakeville  Road 
Lake  Success,  New  York  11040 


REGISTRATION 


Enclosed  is  my  check  for  $ ($100  per  person)  as  deposit.  I (we)  understand  that  final  payment  is  due 

sixty  (60)  days  prior  to  departure.  Also  the  deposit  will  be  refunded  in  full  if  I (we)  cancel  at  least  sixty  (60)  days 
before  the  departure  date. 


Name 

' 

Address 

City 

State 

Zip 

Telephone  ( 

) 

□ 1 request  single  accommodation 
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Books  Rev'iewea 


Pediatric  Nephrology.  Mitchell  I.  Rubin,  M.D.,  Edi- 
tor. Baltimore,  The  Williams  & Wilkins  Company, 
1975.  Illustrated,  927  pages.  Hard  cover,  $50. 

Until  1974,  there  existed  no  definitive  text  or  refer- 
ence book  in  English  dealing  with  pediatric  nephrology. 
That  year,  however,  two  volumes  were  published,  one  by 
P.  Royer  (a  translation  of  the  French  volume)  and  a sec- 
ond by  E.  Goettsch.  This  present  book  by  Rubin  and 
Barratt  supplements  and  may  well  replace  them  as  the 
definitive  text  on  the  subject.  It  differs  from  the  previ- 
ous volumes  in  being  virtually  encyclopedic  in  content, 
and  will  serve  as  a definitive  reference  book  where  the 
previous  volumes  may  be  useful  better  as  surveys  of  the 
subject. 

The  book  consists  of  forty-two  chapters  written  by  51 
authors,  and  represents  a thorough  and  in  depth  presen- 
tation of  pediatric  renal  disease.  The  contributors  are 
all  experts  in  their  fields,  and  virtually  every  section 
contains  comprehensive  analyses  of  the  problem  dis- 
cussed. The  bibliographies  are  extensive  and  current 
with  references  to  1973  (and  rarely  1974)  articles  being 
included.  The  book  contains  chapters  dealing  with  nor- 
mal structure  and  function  of  the  kidney,  radiologic  and 
immunologic  aspects  of  renal  disease,  experimental 
renal  disease,  and  the  various  clinical  entities  met  in  pe- 
diatric nephrology.  It  also  includes  authoritative  dis- 
cussions on  pediatric  urology  as  well  as  transplantation. 
It  is  well  illustrated  with  pathologic  and  radiologic  ma- 
terial. 

Because  of  the  thoroughness  of  this  volume,  it  would 
be  considered  to  be  a reference  book  for  the  pediatrician 
or  nephrologist  rather  than  a survey  volume  for  the  stu- 
dent or  house  officer.  It  should  prove  valuable  for  phy- 
sicians dealing  with  pediatric  renal  disease.  Rosamond 
Janis,  M.D. 

Medical  Aspects  of  Human  Sexuality.  Compiled  by 
Harold  I.  Lief,  M.D.  Baltimore,  The  Williams  & Wilk- 
ins Company.  Hard  cover,  330  pages.  Price  $14. 

Selected  contributions  have  been  compiled  and  edited 
by  Harold  I.  Lief,  M.D.,  professor  of  psychiatry  and  di- 
rector of  Family  Study,  University  of  Pennsylvania 
School  of  Medicine,  from  500  questions  and  answers. 

This  volume  contains  314  pages  of  questions  and  an- 
swers concerning  problems  in  human  sexuality  as  they 
confront  the  physician.  The  various  aspects  of  the 
subject  are  well  categorized  and  indexed,  making  for 
ready  location  in  the  text. 

Dr.  Lief  in  his  foreword  mentions  the  inadequacy  of 
medical  schools’  training  in  human  sexuality.  Since  the 
highly  publicized  studies  of  Masters  and  Johnson,  many 
physicians  have  been  embarrassed  by  their  inability  to 
cope  with  the  increased  interest  of  patients  in  this 
subject.  The  book  supplies  suggested  responses  to  the 
750  questions  which,  apparently,  are  illustrative  of  this 
expanding  interest  to  the  patients  of  family  physicians, 
gynecologists,  and  psychiatrists.  It  should  be  helpful  to 


all  physicians,  and  particularly  to  primary  physicians 

G. J.L. 

Cerebrovascular  Disability  and  the  Ageing  Brain 

By  G.  F.  Adams,  C.B.E.,  M.D.,  and  L.  J.  Hurwitz,  M.E 
London,  Churchill  Livingstone,  1974.  Illustrated,  15' 
pages.  Cloth,  $16.50. 

This  book  is  a timely  addition  to  publications  dealinj 
with  geriatric  medicine.  It  contains  an  introductory  de 
scription  of  the  “normal”  ageing  process,  the  distinctioi 
between  primary  neuronal  degenerative  disease  and  ce 
rebral  dysfunction  due  to  vascular  disease.  Senile  de 
mentia  and  mental  status  abnormalities  due  to  vascula 
disease  are  clearly  separated  but  the  unfortunate  tern 
“vascular  dementia”  has  been  retained.  Some  physio 
logical  parameters  such  as  cerebral  blood  flow  and  cere 
bral  oxygen  and  glucose  consumptions  are  dealt  with,  i 
section  on  cerebrovascular  anatomy  and  the  significant 
of  collateral  circulation  is  included. 

One  of  the  deficiencies  of  this  book  is  the  lack  of  guid 
ance  in  the  neurological  examination  of  old  people.  Tb 
neurological  signs  perseveration,  synkinesia,  impairec 
conjugate  gaze,  and  palmomental  reflex  are  given  great 
er  than  necessary  significance.  The  best  chapter  is  oi 
mental  disability  of  the  aged  and  perhaps  betrays  tb 
vast  experience  of  the  authors. 

After  a more  general  discussion,  the  book  focuses  oi 
the  syndromes  of  focal  cerebral  ischemia  and  infarction 
Transient  ischemic  attacks  are  accorded  several  page 
but  completed  strokes  are  only  allowed  a short  section 
In  fact,  brain  stem  strokes  are  described  in  only  threi 
sentences.  The  chapter  on  acute  stroke  management  i 
comprehensive  and  up  to  date.  Anticoagulant  therap; 
is  dealt  with  in  detail.  Residual  stroke  managemen 
and  prognosis  of  stroke  are  subjects  of  separate  chap 
ters.  A useful  table  compiling  “encouraging”  and  “dis 
couraging”  signs  has  been  provided.  Poor  prognosis  I 
implied  by  the  presence  of  prolonged  coma,  persisten 
incontinence,  dementia,  memory  defect,  aphasia,  an< 
proprioceptive  sensory  loss.  Figures  on  outcome  com 
pare  with  results  of  large  United  States  series. 

This  useful  little  book  will  find  ready  acceptanci 
among  general  practitioners  who  manage  strokes  an( 
who  wish  to  have  ready  access  to  a text  on  diagnosis  anc 
management.  Stroke  and  aging  should  not  be  equated 
The  distinction  is  not  always  clear  in  this  book.  Arnuli 

H.  Koeppen,  M.D. 

Diagnostic  Radiography.  Second  edition. 
Glenda  J.  Bryan,  D.S.R.  London,  Churchill  Living 
stone,  1974.  Illustrated,  356  pages.  Paperback,  $13. 

Glenda  J.  Bryan  is  the  Superintendent  Radiographei 
at  the  University  of  Bristol  Teaching  Hospital  in  Bris 
tol,  England.  The  Bristol  Royal  Hospitals  have  activ< 
teaching  programs  in  radiology  with  a commendable  in 
terest  in  the  training  of  radiologists  and  technicians  foi 
many  of  the  developing  countries,  an  interest  sparkec 
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by  Dr.  J.  H.  Middlemiss,  the  well-known  professor  of  ra- 
diology at  the  University  of  Bristol. 

“Diagnostic  Radiography”  is  a concise  review  of  prac- 
tically all  radiographic  techniques,  including  the  most 
recent,  such  as  computerized  axial  tomography.  There 
— are  also  sections  on  scintigraphy,  ultrasonography,  and 
thermography.  The  breadth  of  coverage  in  this  356- 
page  book  leads  in  some  areas  to  merely  a sketchy  de- 
scription of  the  techniques. 

As  stated  by  Professor  Middlemiss  in  the  Foreword 
the  purpose  is  to  provide  a handbook  of  reasonable  size 
to  afford  technical  details  and  practical  advice  on  rou- 
tine procedures,  written  for  the  benefit  of  student  and 
practicing  radiological  technicians.  There  are  numer- 
ous line  drawings  and  illustrations  of  radiographs. 
However,  there  are  no  illustrations  of  patients  or  models 
undergoing  the  radiographic  examinations  and  thus  this 
book  does  lack  a very  helpful  element  which  is  found  in 
the  more  detailed  books  on  radiologic  techniques. 
Hence  “Diagnostic  Radiography”  can  serve  as  a general 
introductory  overview  of  the  many  techniques  in  radiog- 
raphy rather  than  as  a specific,  step  by  step  description 
of  patient  examination. 

Inasmuch  as  each  radiology  department  develops  its 
own  way  of  doing  things,  some  of  the  technical  descrip- 
tions in  the  book  will  be  subject  to  objection,  for  exam- 
ple, the  use  of  prophylatic  antihistamines  before  urogra- 
phy on  a patient  with  a history  of  a reaction  to  a previ- 
ous study  with  contrast  medium.  Nevertheless,  this  is  a 
well-written  book  which  can  serve  excellently  as  a quick 
reference  manual  for  all  radiologic  technicians.  Milton 
Elkin,  M.D. 

istj 

Atlas  of  Practical  Proctology.  By  A.  Neiger.  Balti- 
more, The  Williams  & Wilkins  Company,  1973.  Illus- 
trated, 111  pages.  Cloth,  $21. 

The  author  appears  to  be  intimately  familiar  and  ex- 
perienced with  every  day  proctologic  problems  and  his 
“Atlas”  appears  to  be  designed  for  the  general  praction- 
er,  internist,  or  general  surgeon  who  is  not  specializing 
in  proctology  or  gastroenterology.  The  author,  very 
wisely,  does  not  go  into  detailed,  complicated  proce- 
dures but  limits  his  discussion  and  his  illustration  to  the 
more  common  problems  which  are  frequently  encoun- 
tered by  all  physicians.  The  illustrations  are  superb 
and  represent  valid  examples  of  proctologic  findings  by 
proctoscopy  and  rectal  examination.  I would  recom- 
mend this  compendium  as  a valuable  adjunct  to  the  li- 
brary of  any  physcian  who  occasionally  performs  proc- 
tological  examination.  Peter  K.  Kottmeier,  M.D. 

Recent  Advances  in  Paediatric  Surgery.  No.  3. 
Andrew  WT.  Wilkinson,  Editor.  New  York,  Churchill 
Livingstone,  1975.  Illustrated,  220  pages.  Cloth, 
$24.50. 

The  format  of  this  slender  volume  is  similar  to  the 
Surgical  Clinic  series  familiar  to  American  readers.  The 
editor  is  Professor  of  Paediatric  Surgery  at  the  Universi- 
ty of  London  and  has  compiled  an  impressive  collection 
of  titles  authored  by  specialists  from  England  and  the 
United  States. 

The  16  subjects  covered  range  from  genetics,  inherit- 
ed red  cell  defects,  haemophilia,  and  pulmonary  func- 
tion to  detailed  specifics  on  ureterovesicle  junction  sur- 

continued  on  page  1826 
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cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


<3% 


1638 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11040  Tel.  516  488-6100 


COPYRIGHT  1975  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  TORE 


September  1975  Volume  75  Number  10 


“ Dedicated  to  the  continuing  education  of  the  physician” 


75th  yeah  of  publication 


Published  monthly  by  the  Medical  Society  of  the  State  of  New  York 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  Julius  E.  Stolfi,  M.D.,  Associate  Editor 

Alfred  A.  Angrist,  M.D.,  Editor  Elizabeth  C.  Smith,  Managing  Editor 

Eugene  S.  Dombrowski,  Business  Manager 

PUBLICATION  COMMITTEE 
Albert  H.  Douglas,  M.D.,  Chairman 

Arthur  H.  Diedrick,  M.D.  Milton  Gordon,  M.D. 

Warren  A.  Lapp,  M.D. 

Alfred  A.  Angrist,  M.D.,  ex  officio  Julius  E.  Stolfi,  M.D.,  ex  officio 


ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
Jeremiah  A.  Barondess,  M.D. 
Stuart  Bondurant,  M.D. 
Vincent  P.  Dole,  M.D. 
Steven  D.  Douglas,  M.D. 
Aaron  Feder,  M.D. 

Vincent  J.  Fontana,  M.D. 
Lytt  I.  Gardner,  M.D. 

Carl  M.  Harris,  M.D. 

Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 


Ralph  F.  Jacox,  M.D. 

Ira  Snow  Jones,  M.D. 

James  R.  Jones,  M.D. 

Benton  D.  King,  M.D. 

Samuel  L.  Kountz,  M.D. 

Leslie  A.  Kuhn,  M.D. 

George  J.  Lawrence,  Jr.,  M.D. 
Harry  M.  LeVeen,  M.D. 
Gerald  P.  Murphy,  M.D. 
Stephen  Nordlicht,  M.D. 
Richard  H.  Orr,  M.D. 

Edmund  D.  Pellegrino,  M.D. 


Samuel  J.  Prigal,  M.D. 

Paul  Reznikoff,  M.D. 
Richard  B.  Roberts,  M.D. 
Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
Bjorn  Thorbjarnarson,  M.D 
Robert  Turell,  M.D. 

James  H.  Wall,  M.D. 

Robert  P.  Whalen,  M.D. 
Frank  M.  Woolsey,  Jr.,  M.D 
Melvin  D.  Yahr,  M.D. 

Alex  W.  Young,  Jr.,  M.D. 


General  Information 

Published  monthly  with  the  Convention  issue 
added  in  January  and  Minutes  of  the  House  of 
Delegates  issue  added  in  September  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial,  circu- 
lation, and  publication  offices:  420  Lakeville  Road, 

Lake  Success,  New  York  11040.  Copyright  1975  by 
the  Medical  Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $3.50  per  year  pay- 
able in  advance.  Single  copies  $0.50.  Back  issues 
will  be  supplied  for  the  past  five  years  at  the  single 
copy  rate  when  available.  Back  issues  prior  to  1957 


are  $2.00  per  copy;  from  1956  to  1966,  $1.00  a copy- 

Change  of  address.  Notice  should  be  sent  to 
the  circulation  office,  420  Lakeville  Road,  Lake 
Success,  New  York  11040.  Old  and  new  addresses 
should  be  included  as  well  as  a statement  whether 
or  not  change  is  permanent.  Six  weeks  is  required 
to  effect  a change  of  address. 

Advertising  Representatives:  United  Media 

Associates,  Inc.,  16  Bruce  Park  Avenue,  Greenwich, 
Connecticut  06830.  Telephone:  203-661-9702. 


September  1975/New  York  State  Journal  of  Medicine  1639 


Information  for  Authors 


Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright  and  may  not  be  repro- 
duced without  the  written  permission  of  both 
the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere,  and  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
420  Lakeville  Road,  Lake  Success,  New  York 
11040.  Abstracts  should  be  included. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8V2-by-ll-inch  firm  typewriter  paper,  double 
spaced  throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references) , with  mar- 
gins of  at  least  iy2  inches.  Subheads  should  be 
inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A car- 
bon copy  is  to  be  retained  by  the  author.  The 
manuscript  should  include  the  title  of  the  article 
(titles  are  best  brief  and  concise),  the  full  name 
of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  com- 
plete addresses,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecu- 
tively. Uncommon  and  parochial  or  esoteric 
abbreviations  if  used  must  be  explained  and  the 
generic  as  well  as  the  trade  names  of  pharma- 
ceutical products  given.  Italics  are  rarely  used. 

Tables : Each  table  should  be  typed  on  a sep- 
arate sheet  of  paper,  be  numbered  consecutively, 
have  a brief  descriptive  title,  and  its  position  in 
text  indicated.  Take  care  that  columns  add  up 
correctly  and  that  statistics  are  consistent  in 
both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor (s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  or 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  The> 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  oi 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num 
bers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe 
cial  arrangements  must  be  made  with  the  Editoi 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  tc 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  Nev 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  th< 
original  copy,  are  made  by  authors  on  the  gal 
leys  sent  them  for  correction,  these  are  charge 
able  to  the  authors. 

Reprints.  An  order  form  for  reprints  it 
attached  to  the  galleys  returned  to  authors  fo 
correction  and  approval. 


1640  New  York  State  Journal  of  Medicine/September  1975 


Editorials 


Awards 


Bernstein  Award.  The  Albion  0.  Bernstein, 
M.D.  Award  for  1975  has  been  awarded  to  D.  Ber- 
nard Amos,  M.D.,  of  Duke  University  at  Durham, 
North  Carolina.  Ewald  W.  Busse,  M.D.,  proposed 
the  recipient  for  the  Executive  Committee  of  the 
faculty  of  Duke  University.  The  Award  was  given 
for  research  on  genetics  and  immunology  and  his 
studies  of  tissue  compatability  antigens  utilizing 


:;0  I 

FIGURE  1.  D.  Bernard  Amos,  M.D.,  receiving  Bernstein 
Award  from  Lynn  R.  Callin,  M.D. 


FIGURE  2.  David  Chas.  Schechter,  M.D. 


particular  loci  on  leukocytes.  It  can  be  safely  stat- 
ed that  immunology  represents  the  particular  field 
in  medicine  which  is  advancing  most  rapidly.  Dr. 
D.  Bernard  Amos  is  at  the  spearhead  of  this  ad- 
vance. 


FIGURE  3.  Edward  D.  Coates,  M.D.,  receiving  Hammond 
Award  for  Robert  P.  Whelan,  M.D.,  from  Lynn  R.  Callin, 
M.D. 


FIGURE  4.  Albert  H.  Douglas,  M.D.,  receiving  Hammond 
Award  from  Lynn  R.  Callin,  M.D. 
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Redway  Medal  and  Award.  The  Redway 
Medal  and  Award  for  1975  was  given  to  David 
Chas.  Schechter,  M.D.,  for  the  series  of  articles  on 
“Cardiac  Structural  and  Functional  Changes  After 
Myocardial  Infarction.”  These  manuscripts  were 
published  during  the  year  in  several  issues  of  the 
New  York  State  Journal  of  Medicine  of  the  Medi- 
cal Society  of  the  State  of  New  York.  They  repre- 
sent important  review  contributions  and  have 
been  effective  in  helping  our  readers  keep  abreast 
of  the  advances  in  cardiac  disease  and  therapy. 

Distinguished  Service  Awards.  The  William 
Hammond  Award  for  Distinguished  Service  was 
given  to  Robert  P.  Whelan,  M.D.,  a member  of  the 
Editorial  Board  of  the  New  York  State  Journal  of 
Medicine  for  more  than  six  years.  Dr.  Whelan  is 
now  Commissioner  of  Health  of  the  State  of  New 
York,  and  served  in  the  capacity  of  Associate  Edi- 


tor, rendering  yeoman  service  during  this  entire 
period.  His  particular  field  of  expertise,  public 
health,  was  utilized  extensively  and  he  helped  in 
reviewing,  selecting,  and  recommending  improve- 
ments in  manuscripts  dealing  with  this  subject 
matter  for  publication  in  the  New  York  State 
Journal  of  Medicine.  The  photograph  shows  Ed- 
ward D.  Coates,  M.D.,  receiving  the  Award  inas- 
much as  Dr.  Whelan  could  not  attend. 

The  second  William  Hammond  Award  for  Dis- 
tinguished Service  was  tendered  to  Albert  H. 
Douglas,  M.D.,  who  has  served  as  Chairman  of  the 
Publications  Committee  and  has  been  a member 
of  the  Editorial  Board  for  more  than  twenty  years. 
He  has  served  diligently  and  been  of  inestimable 
value  in  improving  the  material  published  in  the 
New  York  State  Journal  of  Medicine,  helping  to 
bring  the  Journal  to  its  present  status. 


Final  report  of  the  Committee  to  Study  the  Future 
of  the  Private  Practice  of  Medicine* 


After  a year  and  a half  of  deliberation  spent 
largely  in  interviewing  nonmedical  people  from  a 
wide  variety  of  walks  of  life  as  well  as  physicians  in 
full-time  employ,  physicians  in  private  practice, 
and  physicians  still  serving  their  residency  the 
Committee  came  to  the  conclusion  that  it  was  de- 
veloping no  new  material.  All  of  the  information 
which  it  was  receiving  from  these  sources  had  al- 
ready been  well-documented  and  reported  else- 
where many  times.  It  therefore  seemed  to  the 
Committee  that,  if  the  report  was  to  serve  any  use- 
ful purpose  it  would  be  the  form  of  the  report 
rather  than  its  content  which  would  serve  this 
function.  The  report  follows: 

And  it  came  to  pass  in  the  days  of  the  rule  of  the 
great  omniscient  bifacial  King  Janus,  that  scan- 
ning past  and  future  simultaneously,  seeing  a full 
360°  at  a single  whirl  of  his  radar,  his  senses 
brought  him  only  the  din  of  discontent,  and  the 
sounds  of  sickness,  and  the  smells  of  pollution,  and 
the  outcries  of  protest,  and  the  ferment  of  the 
witches’  cauldron.  And  he  sought  in  his  Comput- 
er a likely  candidate  for  the  role  of  Scapegoat.  He 
prayed  to  the  Mighty  Machine  “O,  Supreme  Being 
send  me  that  one  who  is  prosperous  from  the  sale 
of  an  unpopular  product.  Deliver  unto  me  that 
one  who  is  few  among  us  so  that  his  voice  may  be 
shouted  down.  Point  out  that  one  whose  labors 
are  dedicated  to  the  false  gods  of  selfless  devotion 
in  a constant  battle  where  defeat  is  assured.  Se- 
lect from  the  multitude  that  man  whose  earned  fa- 
tigue leaves  him  too  weary  to  defend  himself. 

* Reprinted  with  permission  of  the  Philadelphia  Medicine 
65:  961  (Nov.  5)  1969  and  chairman  of  the  committee,  Perry  C. 
MacNeal,  M.D. 


Make  known  to  me  the  man  whose  skills  and  edu- 
cation are  the  envy  of  all.  Deliver  unto  me  that 
one  who  asks  only  honest  wages  for  honest  work. 
This  one  will  we  crown  with  goat  horns  and  clothe 
with  goatskin  that  all  may  gather  and  heap  their 
sins  upon  him  to  drive  him  into  the  desert  and 
thus  be  sinless  themselves.” 

And  the  Great  Machine  whirred  and  flashed  and 
with  not  even  a puff  of  smoke  delivered  to  Janus  a 
card  bearing  the  legend  “Doctor.”  And  “Doctor” 
was  made  to  build  his  own  cage  out  of  beams  of 
benefaction  and  posts  of  pity  and  the  wire  of  work. 
And  they  put  upon  him  the  horns  of  The  Billy  and 
the  hide  of  The  Nanny. 

And  Janus  sent  The  Word  to  the  multitude. 
“We  have  found  the  source  of  your  sorrows.  Come 
heap  your  sins  upon  him  that  ye  may  now  be  free 
of  thy  burdens  and  walk  upright  in  the  swamp. 
Ye  know  that  this  is  the  purveyor  of  health  and  ye 
are  not  healthy.  Ye  know  that  he  is  prosperous 
and  ye  are  poor.  Ye  know  he  lives  in  a clean  house 
and  thine  is  filthy.  I,  Janus,  now  deliver  him  to 
thee  for  thy  salvation.” 

And  Carpenter  came  and  cursed  him  for  the 
poor  housing  that  causes  disease;  and  Electrician 
lashed  him  for  the  darkness  that  depressed  the 
poor;  and  Plumber  laid  on  the  thorns  for  the  lack 
of  sanitation;  and  Contractor  beat  him  for  the  high 
cost  of  hospitals;  and  Administrator  scourged  him 
for  not  wishing  to  be  a hireling;  and  the  Young 
Tribesmen  with  shiny  stethoscopes  and  springy 
steps  and  upright  T-waves,  their  nostrils  not  yet 
filled  with  the  odors  of  pus  and  their  bones  not  yet 
weary  with  trying,  added  their  sophomoric  scorn 
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to  his  burdens.  And  the  people  shouted  “We  will 
not  pay  for  Disease”  and  Doctor  wept  that  they 
knew  not  that  his  product  was  the  minimizing  of 
disease  and  distress,  not  their  occurrence.  And 
there  marched  into  the  courtyard  a great  group  of 
white  coated  men — all  of  whom  had  already  given 
up  all  that  Doctor  had  been  trying  to  do:  to  con- 
quer disease  through  strength  of  will,  the  use  of 
practical  knowledge,  and  devotion  to  The  Wor- 
shipful Work.  And  they  spat  upon  him  for  his 
failure  to  have  regular  days  off.  They  ridiculed 
his  inability  to  have  tax-dodges  and  retirement 
benefits.  They  beat  him  for  giving  good  medical 
care  at  reasonable  cost.  They  said  “We,  The 
Group  Practitioners”  do  it  better  and  cheaper  and 
easier.  Our  machines  will  point  the  way  to  health 
and  salvation.”  And  they  said  it  so  often  and  so 
loud  and  with  such  conviction  that  the  multitude 
said  that  it  must  be  so,  for  these  people  wear  clean 
white  coats  and  starched  collars  and  show  no  signs 
2 of  having  been  up  all  night  and  bear  not  the  stains 
and  dishevelment  of  fatigue — and  they  speak  from 
high  places.  And  Politician  heaped  upon  his  head 
the  coals  of  bad  laws  and  racial  prejudice  and 
smeared  his  face  with  his  own  blood  that  the  flies 
might  come  to  add  to  his  discomfort. 

And  through  the  murk  of  the  mid-watch  Nurse 
came  with  water  and  Patient  brought  bread. 

And  when  all  had  had  their  turn  they  drove  him 
into  the  desert  pursued  by  the  triumphant  howls 
of  his  tormentors.  And  he  dwelt  in  an  Oasis  of 
Sorrow  and  survived  on  the  figs  of  frustration  at 
being  forced  to  witness  the  defeat  of  the  Profes- 


sion and  witness  the  disintegration  of  the  ideals 
which  had  been  its  birthright. 

And  there  was  a festival  lasting  100  days  and 
100  nights  in  which  Carpenter  and  Electrician  and 
Plumber  and  Contractor  and  Administrator  and 
the  young  tribesmen  and  The  Groupers  and  Politi- 
cians and  all  The  People  made  a joyful  noise  with 
tinkling  cymbals  and  sounding  brass. 

And  suddenly  Fear  arrived  at  The  Festival  and, 
seeking  the  highest  podium  and  the  brightest 
torch  said:  “Hear  ye.  Ye  have  said  ye  need  more 
doctors.  Ye  have  given  him  his  reward.  Who  now 
will  be  a Doctor?  Ye  Carpenter,  ye  Politician,  ye 
Financier,  will  you  deliver  your  sons  to  The 
Schools  so  that  they  may  study  and  labor  to  be- 
come a Doctor?” 

And  a thunderous  silence  fell  upon  the  multi- 
tude and  each  looked  agape  at  his  neighbors,  half 
pleading  and  half  questing.  And  then  each  drifted 
away  to  meditate  on  this  malice. 

And  they  sent  representatives  into  the  desert  to 
seek  out  The  Doctor  but  beneath  the  sands  of  The 
Oasis,  beneath  the  barren  Fig  Tree  they  found 
only  a dried  skeleton  and  from  the  branches  of 
The  Tree  came  the  flapping  of  vultures  wings. 

JOHN  V.  BLADY, 
HERBERT  J.  DIETRICH,  JR., 
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THEODORE  H.  MENDELL, 
MILTON  M.  PERLOFF, 
LELDON  P.  PITT, 
ROBERT  G.  RAVDIN, 
PERRY  S.  MACNEAL,  Chairman 


Merging  departments,  services,  and  facilities 


Pressures  continue  to  mount  for  the  medical 
profession  to  take  steps  to  reduce  costs.  The  signs 
are  obvious  and  are  growing  at  such  a rapid  rate 
that  in  my  judgment  to  delay  is  unwise.  These  are 
the  facts: 

1.  Government,  at  all  levels,  has  restricted  re- 
search funds  to  an  alarming  degree  and  ap- 
plied stringent  budgetary  controls  on  expan- 
sion programs. 

2.  Inflation  has  increased  expenses  in  all  medical 

schools  so  that  tuition,  capitation  grants,  and 
other  sources  of  income  are  unable  to  meet  the 
cost  of  educating  students.  ' 

3.  Contraceptive  devices  and  the  pill,  when 
added  to  the  disinclination  of  young  females  to 
bear  children,  has  emptied  our  obstetric  and 
pediatric  wards. 

4.  The  recent  trend  of  third  party  payors  to 
reimburse  outpatient  and  or  ambulatory  care 


will  result  in  lowered  hospital  occupancy  rates. 

5.  Utilization  review  regulations,  certification, 
and  PSRO  requirements  will  further  reduce 
the  need  for  hospital  beds. 

6.  The  high  cost  of  developing  and  maintaining 
special  treatment  centers  such  as  cardiothora- 
cic  surgery,  hemodialysis,  burn  centers,  and  so 
forth,  makes  it  imperative  that  those  underu- 
tilized be  closed.  Incidentally,  reports  show 
that  there  is  a direct  correlation  between  utili- 
zation rates  and  therapeutic  results. 

7.  The  technology  explosion  in  medicine  makes  it 
impractical  and  too  expensive  for  hospitals  to 
attempt  to  do  all  things  for  all  patients. 

8.  The  near  bankrupt  local  sources  of  subsidiza- 
tion and  the  granting  agencies  have  changed 
their  interests  from  basic  research  and  subspe- 
cialty training  to  the  education  of  “primary 
physicians.” 
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There  are  other  forces  at  work,  and  it  should  be 
evident  to  all  of  us  that  the  medical  profession 
must  act  soon.  For  example,  after  proper  study 
and  planning,  obstetric  beds  in  selected  hospitals 
should  be  eliminated  and  the  service  merged  with 
that  of  a neighboring  hospital.  When  such  actions 
are  considered,  the  stronger  and  better  equipped 
department  should  absorb  its  weaker  counterpart. 
The  survivor  will  enjoy  a larger  and  better  staff 
and  be  able  to  render  a superior  quality  of  patient 
care. 

Pediatric  departments  must  be  treated  in  a sim- 
ilar manner.  Flexibility  and  cooperation  between 
institutions  merging  them  will  permit  the  develop- 
ment of  facilities  that  will  render  a better  quality 
of  service  in  a more  efficient  way  at  a reduced  total 
cost.  In  the  larger  departments  it  will  be  easier  to 
justify  the  need  for  intensive  care  units  and  neona- 
tal treatment  centers. 

In  the  space  made  available  in  well  chosen  areas, 
cardiothoracic  surgery,  transplant  and  dialysis  fa- 
cilities, burn  units  and  spinal  cord  injury  treat- 
ment centers  could  then  be  established.  Emer- 
gency treatment  departments  and  ambulance 
transport  and  treatment  units  could  be  disbursed 
so  as  to  serve  entire  regions.  Blood  donor  and  dis- 
tributions units,  facilities  for  intermediate  and 
chronic  care,  clean  nursing  homes,  efficiently  and 
professionally  operated,  could  be  established  in 
structures  vacated  by  the  consolidated  services. 
Space  for  research  could  be  selected  and  jointly 
used  by  a group  of  hospitals. 

Our  professional  liability  problem  proved  that 


physicians  can  join  together  in  a common  cause. 
Why  can’t  we  convince  ourselves  and  our  govern- 
ing boards  to  adopt  plans  such  as  these?  Are  we 
so  insecure  that  we  refuse  to  surrender  our  weak 
hospital  divisions  and  create  a better  one  in  a 
neighboring  institution?  Are  we  so  rigid  and 
proud  that  we  cannot  relinquish  our  patients  to 
some  individual  or  institution  better  equipped  to 
meet  special  health  needs  than  our  own?  Are  we 
so  fixed  in  our  ways  that  change  is  too  much  for  us 
to  contemplate?  I don’t  think  so.  I believe  that 
we  lack  capable  and  innovative  leadership  in  our 
hospitals  on  the  active  medical  staffs,  governing 
bodies,  and  in  administration.  We  need  col- 
leagues with  foresight  and  vision  and  must  not 
heed  those  who  refuse  to  recognize  the  blinking 
yellow  caution  light  and  proceed  on  their  merry, 
self-satisfied  way  until  it  changes  to  red.  When 
that  happens,  they  jam  on  their  brakes  and  one 
can  hear  the  screeches  and  cries  of  pain  that  ema- 
nate from  their  usually  apathetic  lips. 

We  must  act  to  preserve  our  professional  dignity 
and  our  hospitals  now!  Merging  and  sharing  ser- 
vices, facilities,  staffing,  equipment,  and  space  is 
timely  and  feasible.  The  sooner  we,  as  a profes-  i! 
sion,  catalyze  their  implementation,  the  better  off 
we  and  our  patients  will  be.  Look  at  your  own 
hospital  and  that  of  your  neighbor!  Think,  plan 
and  act.  You  may  discover  that  it  isn’t  as  painful 
as  you  think. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Vice  President  for  Hospital  Affairs 
Associate  Dean  of  Clinical  Affairs 


Changing  climate  for  medicine* 


A generation  ago,  the  practice  of  medicine  was 
very  often  ineffective.  Today,  because  of  medical 
research,  diagnosis  and  treatment  are  greatly  im- 
proved. However,  the  government  is  now  deeply 
involved  in  the  financial  and  educational  sides  of 
medicine,  and  a deeper  involvement,  including  de- 
tailed management  of  treatment,  is  likely.  We 
will  probably  witness  episodes  in  which  well-inten- 
tioned but  shortsighted  governmental  action  leads 
to  long-term  destruction.  The  academic  commu- 
nity, which  lives  with  wreckage  resulting  from  the 
exercise  of  federal  power,  should  monitor  develop- 
ments in  medicine  closely.  Intervention  may  be- 
come necessary. 

The  essence  of  the  practice  of  medicine  is  in  the 
interaction  between  patient  and  physician.  In 
spite  of  the  tools  that  have  been  invented  or  will 

Adapted  from  a commencement  address,  Medical  College  of 
Wisconsin,  25  May  1975. 

•Reprinted  with  permission  of  the  author  and  Science  188: 
975  (.June  7)  1975. 


be  devised,  medicine  will  remain  an  inexact 
science.  The  best  physicians  are  highly  motivat- 
ed, highly  intuitive.  There  is  no  substitute  for  the 
conscience  of  the  physician.  If  conscience  and 
motivation  are  lost,  little  will  be  left.  Current  de- 
velopments are  placing  at  hazard  these  key  factors. 

Intervention  by  the  Congress  and  by  the  Admin- 
istration has  come  because  of  demands  of  the  pub- 
lic that  are  based  at  least  in  part  on  unrealistic  ex-i 
pectations  of  what  can  be  delivered  in  the  way  of 
patient  care.  The  average  person’s  concept  of 
what  is  possible  medically  is  conditioned  by  a 
memory  of  miracle  drugs  and  polio  vaccine  and  by 
accounts  of  organ  transplants  and  great  new  medi- 
cal discoveries.  The  public  expects  the  best  possi- 
ble medical  care  but  wants  it  delivered  in  the  style 
of  a generation  ago — the  doctor  appearing  at  the 
home  with  black  bag  and  stethoscope.  Some  med- 
ical problems  can  still  be  handled  in  the  home,  but 
to  do  justice  to  serious  illness,  the  doctor  must  be 
able  to  employ  a full  set  of  modern  diagnostic  aids 
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and  therapeutic  equipment.  The  public  also  has 
come  to  demand  that  physicians  never  make  mis- 
takes in  technique  or  judgment,  as  indicated  by 
the  current  rash  of  malpractice  suits. 

Some  of  the  complaints  of  the  public  are  legiti- 
mate. One  is  the  comparative  scarcity  of  general 
practitioners  or  primary  care  physicians.  The 
proliferation  of  knowledge  arising  from  research 
has  made  specialization  in  medicine  seem  neces- 
sary. Specialization  has  had  the  further  effect  of 
encouraging  concentration  of  doctors  in  big  medi- 
cal centers.  The  result  is  geographical  maldistri- 
bution, with  rural  areas  and  the  ghettos  suffering 
shortages  of  physicians. 

Without  adequate  analysis,  someone  dreamed 
up  the  theory  that  the  cure  for  such  shortages  was 
to  increase  the  output  of  the  medical  schools.  It 
was  reasoned  that  some  of  the  excess  doctors 
would  spill  over  into  the  shortage  areas.  The 
medical  schools  were  treated  to  the  carrot  and 
stick  approach.  They  were  put  under  pressure  to 
increase  enrollments  and  given  the  inducement  of 
capitation  grants,  that  is,  subsidies  based  on  en- 
rollment. To  a degree,  the  treatment  has  worked. 
Enrollment  today  is  about  60  percent  above  that 
of  7 years  ago.  However,  the  graduates  have  set- 
tled in  the  areas  that  already  enjoyed  ample  num- 
bers of  physicians.  Instead  of  getting  at  root 


Helping  to  humanize  our 

It  is  a sad  day  indeed  when  an  aging  person  re- 
quires institutional  care  in  a nursing  home.  The 
recent  scandals  attendant  on  such  care,  which 
have  been  noted  all  too  dramatically  for  our  atten- 
tion recently,  now  make  the  decision  to  enter  such 
domiciles  more  difficult  than  ever  and  call  for 
every  effort  to  improve  and  humanize  such  care. 
The  care  of  physical  wants,  such  as  food,  cleanli- 
ness, avoidance  of  bedsores,  by  every  means  possi- 
ble, goes  without  question.  There  is  another  ele- 
ment that  goes  beyond  such  minimum  require- 
ments, namely,  the  human  element.  This 
amounts  to  salvation  of  the  inmate  of  the  nursing 
home  as  a person.  The  breakdown  of  the  isolation 
of  “solitary”  is  essential  if  the  nursing  home  is  to 
achieve  any  element  of  the  personal  care  of  a 
home.  The  human  is  a social  animal  and  “solitary 
confinement”  is  the  devil’s  own  punishment,  too 
cruel  for  use  even  during  the  Middle  Ages  or  by 
the  Inquisition. 


causes  of  the  problem  and  offering  substantial  in- 
centives to  practice  medicine  in  less  desirable  en- 
vironments, Congress  is  now  considering  legisla- 
tion that  would  force  young  doctors  to  spend  2 
years  in  what  amounts  to  indentured  servitude. 
Moreover,  the  medical  schools  now  rightly  fear 
that  capitation  will  either  be  eliminated,  causing 
severe  financial  distress,  or  be  used  as  a weapon 
against  the  students.  One  form  this  action  may 
take  is  government-imposed  quotas  on  the  number 
of  specialists  that  may  be  trained.  Is  the  govern- 
ment so  wise  and  foresighted  that  it  can  mandate 
intelligently  how  many  scientific  specialists  of  any 
kind  there  should  be? 

Medicare  and  Medicaid  have  also  given  the  gov- 
ernment financial  power  which  seems  destined  to 
be  used  to  regulate  all  phases  of  medical  practice. 
Such  details  as  the  length  of  stay  in  hospitals  are 
to  be  prescribed.  There  is  danger  that  procedures 
will  be  standardized  and  routinized  to  such  an  ex- 
tent that  the  quality  of  the  practice  of  medicine 
will  decline. 

In  these  momentous  developments,  the  most 
important  factor  of  all  is  being  overlooked.  How 
will  they  affect  the  motivation  and  conscience  of 
the  physician? 

—PHILIP  H.  ABELSON 


care  of  the  aged 

There  should  be  developed  a personal  program — 
a friendly  visiting  service  to  aged  staffed  by  re- 
tirees and  others  in  our  institutions.  This  can  be 
started  as  a voluntary,  uncompensated  service 
wherein  those  with  time  to  spare  can  adopt  one  or 
several  patients  in  the  particular  home  for  routine 
visits.  This  may  mean  just  talking  to  them  and, 
thereby,  making  them  feel  human.  Many  retirees 
with  time  on  their  hands  are  lonely  and  also  fre- 
quently find  themselves  isolated.  Friendly  visit- 
ing can  be  of  mutual  benefit  to  those  who  visit  and 
those  who  receive  such  a visit. 

Other  sources  that  can  be  tapped  for  such  ef- 
forts include  any  one  person  or  any  small  or  large 
group  that  would  want  to  serve  and  seek  a real 
“purpose,”  and  include  golden  age  clubs,  women’s 
clubs,  men’s  clubs,  service  and  community  organi- 
zations social  clubs,  Boy  Scouts,  Girl  Scouts,  and 
others.  All  this  would  open  the  nursing  homes;  let 
in  light  and  humanity.  All  that  is  required  is 
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spontaneous  initiative  by  one  who  is  concerned,  or 
better  still  an  appropriate  arrangement  utilizing 
structured  volunteer  service  with  provision  for 
making  the  specific  needs  known  and  matching 


this  by  obtaining  and  selecting  those  who  desire  to 
help  and  can  supply  the  need. 

A.A.A. 


PRISM  PUBLISHES 

MALPRACTICE  RESOURCE  DOCUMENT 

A torrent  of  words  about  medicine’s  all-pervasive  cri- 
sis, malpractice  litigation,  has  brought  to  the  attention 
of  the  public  bits  and  pieces  of  the  problem.  But  until 
now  there  has  been  no  attempt  to  describe  the  basics. 

The  editors  of  Prism  have  succeeded  in  reducing  the 
complex  subject  into  understandable  terms  within  the 
covers  of  a special  supplement.  And  this  feat  has  been 
accomplished  without  adding  measurably  to  the  millions 
of  words  already  written  about  malpractice. 

The  “Malpractice  Resource  Document”  is  a visual 
presentation  of  this  national  medical  crisis.  It  relies  on 
imaginatively  conceived  charts,  pictograms,  and  other 
visual  devices  to  make  the  subject  understandable. 

The  editors  have  maintained  an  objective  viewpoint 


toward  the  problem,  avoiding  finger-pointing,  but  nam- 
ing the  causes.  They  discuss  most  of  the  solutions  that 
have  been  proposed. 

Issued  in  the  legislative  hiatus  of  mid-summer,  the 
document  should  maintain  its  currency  and  usefulness 
as  a reference  work  for  some  time  after  publication.  It 
is  in  full  color,  and  is  issued  in  place  of  the  normal  issue 
of  Prism. 

As  an  objective  view  of  the  problem,  the  document 
will  prove  invaluable  to  those  groups  and  individuals  at- 
tempting to  work  out  equitable  solutions  to  the  mal- 
practice problem. 

Copies  of  the  publication  may  be  obtained  by  writing 
to  the  Order  Handling  Department,  OP440,  American 
Medical  Association,  535  North  Dearborn,  Chicago,  Illi- 
nois 60610.  Quantity  discounts  are  available:  One  to 
10  copies,  $1.00  each;  11  to  49,  $.75  each;  50  or  more, 
$.50  each. 
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ALLBEE  iMC  Scrapbook 
of  Vitamin  Facts  & Fallacies 


The  Indian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucose1  Hence  they 
must  obtain  their  vitamin  C from  exogenous  sources 


De  Joinville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food  The  disease  he 
described  was  probably  scurvy. 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal1  Many  housewives  trim  them  even  more  before  cooking1 


A 1965  U S D A survey  revealed 
that  American  diets  were  lower  in 
vitamin  C than  they  had  been  10 
years  earlier! 


Available  onvour 
prescription  or 
recommendation 
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High  Potency 
B-Complex  and 
Vitamin  C 
Formula 
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MULTIVITAMINS 


Each  capsule  contains  -S-M® 

Thiamme  mononitrate  (BO  15  mg  1500' 
Riboflavin  (B>)  10  mg  S31' 

Pyridoaine  hydrochloride  (8.; 5 mg  * 
Niacmam.de  50  mg  SOO' 

Calcium  pantothenate  10  mg  ** 
Ascorbic  acid  (V.tan.n  C)  300  mg  1000' 
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of  elixir  Donnatal  each 
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hyoscyamine  sulfate  0.1037  mg.  0.1037  mg.  0 3111  mg. 

atropine  sulfate  0.0194  mg  0 0194  mg  0 0582  mg 

h/oscine  hydrobromide  0 0065  mg  0 0065  mg  0 01 95  mg 

phenobarbital  (J4gr,)162mg  C^gr)324  mg  (%gr)48.6mg 

'warning  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions'  Blurring  of  vision,  dry  moutl 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  c 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindication 
Glaucoma;  renal  or  hepatic  disease,  obstructive  uropathy  (for  e 
ample,  bladder  neck  obstruction  due  to  prostatic  hypertrophy);  < 
hypersensitivity  to  any  of  the  ingredients. 
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Scientific  Articles 


Limb  Salvage  in 
Ischemic  Lower 
Extremity 

HOWARD  C.  BARON,  M.D.,  F.A.C.S. 

New  York  City 

Assistant  Professor  of  Clinical  Surgery,  New  York  University 
School  of  Medicine,  Assistant  Attending  Surgeon,  Bellevue 
Hospital  Medical  Center,  and  Attending  Surgeon,  Columbus 
Hospital 


The  surgical  management  of  arteriosclerosis  ob- 
literans of  the  lower  extremity  has  advanced  sig- 
nificantly during  the  past  decade.  An  increasing 
number  of  patients  with  symptomatic  ischemic 
limbs  who  previously  would  have  been  candidates 
for  major  limb  amputation  are  now  having  their 
limbs  salvaged  as  functional  appendages  due  to 
more  aggressive  revascularization  techniques. 

While  in  certain  patients  a major  lower-limb 
amputation  may  be  the  appropriate  course  of  ther- 
apy, amputation  is  not  the  most  effective  method 
of  treating  the  majority  of  patients  with  an  isch- 
emic limb.  Unfortunately  the  decision  to  perform 
a quick  amputation  at  a site  sufficiently  high  on 
the  limb  to  insure  adequate  healing  is  still  the  rule 
at  many  institutions. 

As  a rule,  the  patients  in  any  “limb  salvage”  se- 
ries represent  a considerable  surgical  risk  due  to 
the  presence  of  coincident  disease  such  as  diabetes 
mellitus,  coronary  and  cerebral  vascular  arterio- 
sclerosis obliterans,  or  chronic  lung  diseases. 
However,  when  the  operative  mortality  rate  for 
major  limb  amputation,  which  in  recent  literature 
ranges  from  9 to  30  per  cent,  is  compared  with  the 
operative  mortality  rate  associated  with  limb  re- 
vascularization, which  ranges  from  6.2  to  9 per 
cent  in  similar-aged  groups,  a significant  differ- 
ence is  immediately  apparent.1-11  The  high  mor- 
tality rate  in  the  former  group  has  generally  been 
attributed  to  the  presence  of  coincident  disease. 

Clinical  material 

One  hundred  consecutive  patients  with  end- 
stage  ischemia  were  operated  on  during  a forty- 
eight-month  period  from  January  1,  1969,  to  De- 


The result  of  a program  for  determined  salvage  of 
the  lower  extremity  in  100  consecutive  patients,  all 
with  advanced  arterial  occlusive  lesions  due  to  ar- 
teriosclerosis obliterans,  has  been  reviewed.  Nine- 
teen patients  in  the  study  group  required  a major 
amputation,  and  5 other  patients  had  a transmeta- 
tarsal or  digital  amputation  which  still  left  them 
an  all-important  weight-bearing  heel  or  plantar 
surface.  Revascularization  of  the  ischemic  limb 
either  through  a bypass  graft  or  carbon  dioxide  gas 
thromboendarterectomy  resulted  in  the  salvage  of 
81  or  100  lower  extremities  with  an  operative  mor- 
tality rate  of  9 per  cent.  This  mortality  rate  com- 
pares favorably  to  the  reported  mortality  rates  of 
between  9 and  30  per  cent  in  similar  aged  patients 
undergoing  only  major  limb  amputation.  The  af- 
firmative approach  to  limb  salvage  represents  a 
major  advance  in  conceptual  thinking  regarding 
treatment  of  patients  who  are  potential  candidates 
for  major  limb  amputation. 


cember  31,  1973.  These  patients,  when  initially 
observed,  were  vascular  cripples  and  had  been  rec- 
ommended for  major  limb  amputation  owing  to  ei- 
ther intractable  rest  pain  with  pregangrenous 
changes  in  the  limb  or  the  presence  of  distal  gan- 
grene. In  the  majority  of  patients  intractable  rest 
pain  limited  the  performance  of  their  daily  activi- 
ties, and  the  patients  frequently  required  the  ad- 
ministration of  narcotics  for  partial  relief  of  symp- 
toms. The  patients  with  distal  limb  gangrene  in- 
cluded those  with  areas  of  necrosis  about  the  heel, 
dorsum  of  the  foot,  or  digital  gangrene. 

The  66  men  and  34  women  in  the  series  ranged 
in  age  from  forty-nine  to  ninety-two  years;  70  per 
cent  were  between  the  ages  of  fifty  and  seventy. 
Forty-eight  of  the  patients  had  evidence  of  a past 
myocardial  infarction,  and  11  patients  had  sus- 
tained a nondebilitating  cerebral  vascular  acci- 
dent. Sixty-one  of  the  patients  had  concomitant 
diabetes  mellitus  (Table  I). 

There  were  9 deaths  occurring  within  thirty 
days  after  operation  (9  per  cent).  Of  this  number 
5 were  due  to  myocardial  infarction,  2 deaths  were 
due  to  massive  pulmonary  emboli,  and  2 as  a result 
of  cerebrovascular  thrombosis. 

The  results  of  the  limb  revascularization,  in- 
cluding patency  of  either  the  graft  or  the  arterial 
segment  that  had  undergone  thromboendarterec- 
tomy, were  documented  by  disappearance  of  isch- 
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TABLE  1.  Concomitant  disease  factors  in 
100  patients 

Number  of 

Factor 

Patients 

Previous  myocardial  infarction 

48 

Previous  cerebral  vascular  accident 

11 

Diabetes  mellitus 

61 

emic  symptoms  such  as  rest  pain  and  healing  of 
ischemic  lesions  or  return  of  previously  absent  dis- 
tal pulses  and/or  when  feasible,  postoperative  an- 
giography. 

A significant  number  of  the  61  diabetic  patients 
in  this  series  were  operated  on  for  gangrene  of  a 
digit  which  was  precipitated  by  trauma,  the  most 
common  cause  being  the  application  of  a caustic 
agent  for  callous  removal  or  home  surgery  for  re- 
moval of  a corn.  Many  of  these  patients  had,  in 
spite  of  popliteal  artery  occlusions,  viable  extremi- 
ties until  infection,  introduced  by  the  trauma,  re- 
sulted in  a rapidly  progressive  gangrenous  process. 

Following  successful  arterial  reconstruction,  de- 
bridement and  skin  grafting  were  performed  when 
necessary.  In  a limited  number  of  patients  with 
digital  gangrene,  the  necrotic  process  eventually 
mummified  the  digit,  and  no  further  treatment 
other  than  limb  revascularization  was  found  to  be 
necessary. 

All  patients  in  this  series  underwent  preopera- 
tive femoral  or  translumbar  angiography.  The 
quality  of  the  tibial  outflow  tract  was  classified 
from  excellent  to  poor  based  on  the  arteriographic 
appearance.  An  excellent  runoff  indicated  paten- 
cy of  the  popliteal  and  both  the  anterior  and  tibial 
arteries  to  the  ankle.  The  runoff  was  classified  as 
being  poor  when  no  recognizable  tibial  outflow 
tract  was  present.  Before  declaring  a lesion  un- 
suitable for  revascularization,  the  femoral  arterio- 
gram was  repeated  with  delayed  films  of  the  distal 
limb  to  obtain  visualization  of  the  arteries  above 
and  below  the  ankle. 

Eight  patients  in  the  series  had  significant  evi- 
dence of  associated  occlusive  disease  involving  the 
aorta  and  iliac  arteries  on  arteriography  and  in  ad- 
dition to  limb  revascularization  underwent  either 
thromboendarterectomy  of  the  aorta-iliac  arterial 
segment  or  an  aortofemoral  bypass  to  the  level  of 
the  profunda  femoris  artery.  Eleven  patients  had, 
in  addition  to  lower-limb  revascularization,  a lum- 
bar sympathectomy  performed  as  adjuvant  thera- 
py to  the  limb  reconstruction  procedure. 

Twenty-seven  patients  underwent  vein  bypass 
from  the  common  femoral  artery  to  the  popliteal 
artery  using  an  autogenous  vein  (Table  II).  Three 
patients  underwent  femoral-popliteal  bypass  using 
an  improved  heterologous  bovine  graft  (Fig.  1).  In 
5 patients,  an  autogenous  vein  from  the  superficial 
femoral  artery  to  a variable  point  on  either  the 
proximal  anterior  tibial  or  posterior  tibial  artery 
was  used.  Nine  patients  underwent  an  autoge- 
nous vein  bypass  from  the  distal  superficial  femo- 


TABLEII.  Revascularization 


Position  of  Graft 

Type  of  Graft 

Number 

of 

Patients 

Femoral-popliteal 

Autogenous  vein 

27 

Femoral-popliteal 

Heterologous  bovine 
graft 

3 

Superficial  femoral- 
proximal  anterior 
tibial  or  posterior 
tibial 

Autogenous  vein 

5 

Distal  superficial 
femoral-medial 
malleolus 

Autogenous  vein 

9 

Axillary -femoral 

Dacron  prosthesis 

3 

ral  artery  to  the  level  of  the  medial  malleolus.  In 
3 of  these  patients  the  vein  was  used  as  an  in  situ 
vein  bypass  graft.  Three  patients  had  an  axillary- 
femoral  bypass  with  a Dacron  prosthesis,  per- 
formed according  to  the  method  of  Blaisdell  and 
Hall.12-13 

In  2 patients  a proximal  profunda  femoris 
thromboendarterectomy  was  performed.  In  51 
patients,  the  largest  single  group  in  the  series,  a 
carbon  dioxide  gas  thromboendarterectomy  was 
performed  in  the  femoral-popliteal  and/or  popli- 
teal-tibial  arterial  segments  for  variable  lengths 
(Table  III). 

Results 

Of  the  100  patients  operated  on  for  threatened 
limb  loss  during  the  forty-eight-month  study  peri- 
od, there  were  19  major  amputations,  giving  an  im- 
mediate salvage  rate  of  81  per  cent,  with  9 deaths 
occurring  in  the  early  postoperative  period. 

Nine  of  the  femoral-popliteal  autogenous  vein 
grafts  occluded  within  the  early  postoperative  pe- 
riod. Reoperation  was  performed  in  5 patients 
and  patency  restored  in  3 of  these.  The  2 patients 
whose  grafts  remained  occluded  required  a major 
amputation.  In  each  of  these  patients  the  tibial 
runoff  was  classified  as  poor  on  preoperative  angi- 
ography and  was,  in  all  probability,  responsible  for 
graft  failure. 

In  the  3 patients  undergoing  revascularization 
using  bovine  heterografts,  there  were  no  failures 
within  thirty  days  of  operation.  However,  in  1 pa- 
tient, with  diabetes,  a supracondylar  amputation 
was  required  owing  to  distal  gangrene  (Fig.  2).  At 
the  time  of  amputation,  the  bovine  graft  was  found 
to  be  patent.  In  5 patients  who  had  undergone  a 
distal  superficial  femoral  artery  to  tibial  artery  by- 
pass, 1 autogenous  vein  graft  occluded.  Two  pa- 
tients, one  with  the  bypass  graft  failure  and  anoth- 
er with  a patent  graft,  required  major  amputation. 

In  the  group  undergoing  a vein  bypass  to  the 
level  of  the  ankle,  there  were  5 early  graft  failures, 
all  requiring  a major  amputation. 

In  the  group  of  51  patients  who  had  undergone 
carbon  dioxide  gas  endarterectomy  there  were  17 
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FIGURE  1.  Femoral  arteriograms  in  sixty-two-year-old  male  showing  patent  saphenous  vein  bypass  graft.  Patient  had 
occlusion  of  superficial  femoral  artery  and  severe  narrowing  of  profunda  femoris  artery.  A 40-cm.  saphenous  vein  graft 
from  common  femoral  artery  to  popliteal  artery  was  used.  Patient,  diabetic,  previously  had  midthigh  amputation  and  sub- 
sequently developed  changes  in  remaining  foot.  (A)  Preoperative  angiogram.  (B)  Postoperative  angiogram  taken  eigh- 
teen months  following  limb  revascularization  showing  graft  to  be  patent.  Patient  presently  asymptomatic. 


TABLE  III.  Endarterectomy 


Number 

of 

Segment 

Patients 

Proximal  profunda  femoris 

2 

Femoral-popliteal  or  popliteal-tibial 

51 

cases  of  occlusion  at  the  operative  site;  reoperation 
was  performed  in  3,  restoring  patency.  In  each  of 
these  the  operative  site  was  patent  at  time  of  dis- 
charge from  the  hospital. 

There  were  9 major  amputations  performed  in 
the  group  of  14  failures.  The  high  occlusion  rate 
and  high  amputation  rate  in  the  group  of  patients 
receiving  endarterectomy  should  not  be  construed 
as  a reflection  of  the  operative  procedure.  Rather, 
the  high  rates  were  due  to  the  diffuse  nature  of  the 
arteriosclerosis  obliterans  resulting  in  poor  distal 
runoff.  Since  bypass  grafting  was  precluded  due 
to  a poor  runoff  situation  in  the  distal  limb, 
thromboendarterectomy,  utilizing  carbon  dioxide 
gas  as  a dissecting  agent,  was  performed  in  an  at- 
tempt either  to  salvage  the  limb  or  lower  the  am- 
putation site  to  below  the  knee. 

Nine  late  occlusions  in  the  series  occurred  at  six, 
thirteen,  and  fourteen,  2 at  eighteen,  2 at  twenty- 
one,  1 at  twenty-two,  and  1 at  twenty-four  months 
postoperatively.  In  3 of  these  patients  occlusion 
was  associated  with  severe  ischemia  requiring  limb 
amputation.  Two  additional  patients  died  within 
twelve  months  of  unrelated  causes  following  late 
occlusion  without  requiring  amputation  but  with  a 
return  of  pain  at  rest. 

It  is  of  interest  to  note,  however,  that  the  overall 
immediate  patency  rate  for  all  the  operative  proce- 
dures is  74  per  cent  despite  the  poor  condition  of 
the  distal  arterial  tree  as  a result  of  advanced  arte- 
riosclerosis obliterans.  The  cumulative  patency 
rate  at  the  end  of  twenty-four  months  dropped  to 
65  per  cent  for  the  group  with  a salvage  rate  of  78 
per  cent. 

Since  the  study  was  completed  17  patients  have 
died  from  cardiovascular  and  cerebral  vascular 
disease  resulting  from  generalized  atherosclerosis. 

Comment 

The  relief  of  symptoms  achieved  by  an  aggres- 
sive limb  salvage  program  is  impressive  since  the 
majority  of  patients  surveyed  have  remained  am- 
bulatory and  self-sufficient  during  their  remaining 
years.  The  mortality  rate  achieved  by  our  group 
and  by  other  groups  reporting  limb  salvage  studies 
is  favorable  when  compared  with  the  9 to  30  per 
cent  rate  following  major  lower-extremity  amputa- 
tion.1-8 

An  unusually  high  number  of  patients  in  this 
study  were  noted  to  have  occlusive  disease  of  the 
distal  superficial  femoral  artery  as  it  transversed 


FIGURE  2.  Two  weeks  after  arterial  revascularization  of 
left  lower  extremity,  transmetatarsal  amputation  per- 
formed to  remove  distal  areas  of  gangrene.  Amputation 
site  healed  in  satisfactory  manner,  leaving  patient  asymp- 
tomatic foot  with  comfortable  plantar  walking  surface. 


the  adductor  hiatus.  Impingement  of  the  adduc- 
tor magnus  tendon  on  the  superficial  femoral  ar- 
tery compresses  it  and  may  result  in  injury  to  the 
arterial  wall.  This  form  of  hemodynamic  trauma 
seems  to  favor  local  atheromatous  changes. 

Dunlop  and  Santos16  stress  the  importance  of 
performing  arteriograms  in  both  lower  extremities 
because  anatomic  derangement  of  the  femoral  ar- 
tery as  it  transverses  the  adductor  canal  is  often 
bilateral.  In  264  patients  surveyed  by  means  of 
bilateral  femoral  arteriography,  Watt17  found  295 
femoral  popliteal  occlusions:  70  per  cent  at  the 

adductor  hiatus,  12  per  cent  in  the  popliteal  artery 
above  the  knee  joint,  and  12  per  cent  at  the  popli- 
teal bifurcation. 

Rarely  does  superficial  femoral  artery  occlusion 
result  in  gangrene;  however,  when  distal  gangrene 
is  present,  it  means  that  at  least  2 separate  collat- 
eral systems  around  blocked  main-stem  cognate 
arteries  must  be  traversed.  Either  the  iliac  artery, 
the  profunda  femoris  artery,  or  the  tibial  arteries 
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were  involved  in  the  occlusive  process  in  addition 
to  the  superficial  femoral  artery. 

The  profunda  femoris  artery  and  the  perineal 
artery  are  rarely  involved  in  the  atherosclerotic 
process;  however,  in  patients  with  extensive  arteri- 
osclerosis obliterans  this  is  not  the  rule.  With  in- 
volvement of  more  than  one  main-stem  artery  in 
the  arteriosclerotic  process,  severe  distal  ischemia 
resulting  in  intractable  pain  at  rest  or  gangrene  oc- 
curred. 

Although  in  a few  instances  patients  were 
subjected  to  a surgical  exercise  which  proved  fruit- 
less, the  number  of  successes  were  impressive;  im- 
mediate limb  salvage  was  achieved  in  81  of  the  100 
patients  in  this  series. 

Within  the  study  was  a group  of  9 patients  who 
had  a previous  major  limb  amputation  performed 
elsewhere  and  now  presented  symptoms  of  ad- 
vanced ischemia  in  the  remaining  limb.  Success- 
ful arterial  reconstruction  resulted  in  the  salvage 
of  this  all-important  solitary  limb  in  each  of  these 
individuals. 

Partial  limb  revascularization  in  certain  pa- 
tients results  in  a more  distal  amputation  site,  due 
to  improvement  in  skin  circulation.  Certainly  the 
degree  of  ischemia  of  the  subcutaneous  tissue  and 
muscle  plays  an  important  role  in  the  healing  pro- 
cess, but  if  skin  circulation  is  inadequate,  the  am- 
putation will  fail  requiring  a more  proximal  revi- 
sion often  above  a major  joint.  In  some  patients, 
where  total  limb  salvage  is  not  possible,  partial  re- 
vascularization should  be  considered  and  may  re- 
sult in  a more  distal  amputation  site  below  the 
knee  joint. 

The  crucial  importance  of  the  knee  joint  to  suc- 
cessful rehabilitation  of  the  geriatric  amputee  can- 
not be  overemphasized.14’15  Pedersen18  stated, 
“.  . . it  is  apparent  that  the  current  problem  of  the 
geriatric  amputee  is  not  primarily  one  of  the  pros- 
thetic components,  prosthetic  design,  fitting  an 
alignment,  or  gait  training.  The  current  problem 
of  the  geriatric  amputee  is  preservation  of  the  knee 
joint.” 

In  a series  reported  by  Burgess  and  Marsden,19 
the  knee  joint  was  salvaged  in  74  per  cent  of  limbs 
with  failed  arterial  reconstruction  and  in  83  per 
cent  with  no  reconstruction.  Even  though  a com- 
parison of  the  2 groups  is  not  statistically  signifi- 


cant, the  levels  of  amputation  are  comparable  be- 
tween the  group  undergoing  revascularization  and 
the  group  undergoing  limb  amputation  alone. 
This  does,  however,  give  evidence  to  the  thesis  of 
limb  revascularization  as  being  a safe  and  practical 
means  of  salvaging  either  the  total  limb  or  the  all- 
important  knee  joint  in  patients  with  advanced 
distal  arterial  occlusive  disease. 

870  Fifth  Avenue 
New  York,  N.Y.  10021 
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Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a longtime.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
somephysicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 

The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand. 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 

Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  followinga  drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  inf  luence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry.theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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More  than  90  per  cent  of  the  material  of  bone  is 
extracellular.  Remodeling  of  this  material,  on  a 
microscopic  scale,  resembles  the  macroscopic  re- 
modeling of  the  buildings  in  which  we  live  and 
work.  Unlike  the  interior  renewal  of  the  proto- 
plasm of  cellular  tissues,  remodeling  of  extracellu- 
lar material  can  only  be  carried  out  from  preexist- 
ing bony  surfaces.  This  is  true  both  of  the  demoli- 
tion phase  and  of  the  subsequent  construction 
phase  of  remodeling.  In  bone,  both  of  these  pro- 
cesses are  performed  by  cells  working  on  anatomic 
bone  surfaces.  The  destructive  process  is  man- 
aged by  osteoclasts,  and  the  reparative  process  by 
osteoblasts.  In  bone,  as  with  remodeling  of 
human  buildings,  the  demolition  phase  is  a great 
deal  more  rapid  than  the  subsequent  reconstruc- 
tion. 

Skeletal  remodeling  is  important  for  two  rea- 
sons. The  first  is  structural:  remodeling  renews 
the  aging  bony  material  and  hence  maintains  the 
properties  of  the  bony  members  in  a condition  op- 
timal for  their  structural  purpose.  Dead  bone  be- 
comes brittle,  as  with  radiation  necrosis,  even 
though  the  mass  of  the  bony  material  remains  un- 
changed. The  second  reason  is  homeostatic: 
bone  resorption  pours  calcium  into  the  blood  and 
is  the  primary  means  whereby  the  organism  draws 
on  its  skeletal  calcium  reserves.  On  the  converse 
side,  mineralization  of  newly  formed  bone  takes 
calcium  out  of  the  blood  and  in  this  process  consti- 
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tutes  the  largest  single  demand  to  which  the  calci- 
um homeostatic  system  must  respond. 

An  understanding  of  remodeling  is  important 
because  virtually  all  metabolic  bone  diseases  rep- 
resent disorders  of  bone  remodeling,  either  of  its 
control,  the  balance  between  the  destructive  and 
reparative  phases,  or  the  various  steps  or  processes 
involved  in  these  activities.  Even  cancer  metasta- 
ses  in  bone  produce  their  effects  by  local  capture 
of  the  remodeling  apparatus. 

Cellular  basis  of  remodeling 

I have  already  commented  that  all  remodeling 
takes  place  from  preexisting  anatomic  bone  sur- 
faces. It  is  important  to  bear  in  mind  that  most 
such  surfaces  in  bone  are  inactive  most  of  the  time. 
Remodeling  is  an  essentially  local  phenomenon. 
It  occurs  in  sharply  confined,  discrete  packets.  At 
an  active  remodeling  site,  bone  cellular  activity 
may  be  intense,  whereas  only  a few  micra  away,  in 
any  direction,  the  surface  cells  will  be  inert. 

On  those  regions  of  adult  bone  surface  where  it 
occurs,  remodeling  appears  to  follow  an  invariable 
sequence  of  events.  If  one  were  to  cut  a series  of 
static  “cross  sections”  through  a bone  remodeling 
locus  at  various  phases  of  its  life  cycle,  one  would 
observe,  in  order,  the  following  steps: 

1.  Activation  of  the  bone  mesenchyme 

2.  Formation  of  osteoclasts  on  the  surface  to  be 
remodeled,  probably  by  coalescence  of  precursor  cells 
and  by  recruitment  of  nuclei  from  existing  cells  in  the 
vicinity 

3.  Osteoclastic  erosion  into  the  adjacent  bone  sur- 
face 

4.  Continuing  recruitment  of  osteoclasts  from 
mesenchymal  or  reticuloendothelial  precursors,  re- 
placing osteoclasts  which  die  until  the  required  quan- 
tity of  bone  has  been  resorbed;  it  is  not  known  how 
the  cells  “know”  when  that  point  is  reached 

5.  Soon  thereafter,  differentiation  of  osteoblasts 
from  the  bone  mesenchyme,  and  deposition  of  osteoid 
on  the  newly  eroded  bone  surface;  the  cells  behave  as 
if  prior  bony  erosion  were  a necessary  condition  for 
osteoblast  activity 

6.  Conversion  of  the  osteoid,  approximately  ten 
days  after  its  deposition,  and  under  continuing  con- 
trol by  the  osteoblasts,  to  a form  capable  of  nucleating 
calcium  phosphate 

7.  Further  recruitment  of  osteoblasts,  as  neces- 
sary, from  the  bone  mesenchyme  until  the  reparative 
phase  of  the  remodeling  has  been  completed;  it  is  not 
known  how  the  cells  “know”  when  that  point  is 
reached 

8.  Finally,  reversion  of  the  local  bone  remodeling 
unit  to  a resting  phase. 

Actually  the  process  usually  occurs  in  three  di- 
mensions, not  just  the  two  which  we  see  in  our 
cross  sections.  Thus  in  much  remodeling  these 
component  activities  do  not  so  much  start  and 
stop  as  move  laterally  along  bone  surfaces.  Nev- 
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FIGURE  1.  Schematic  representation  of  temporally 
staggered  remodeling  events  occurring  within  a volume  of 
bone.  Activation  of  remodeling  locus  represented  by  ex- 
treme left-hand  point  of  each  line  segment,  transition  from 
resorption  to  formation  by  center  point,  and  termination  of 
remodeling  by  extreme  right-hand  point.  At  any  arbitrary 
point  in  time  (vertical  arrows),  some  remodeling  sites  will 
be  relatively  young  and  hence  still  in  their  resorbing  phase, 
whereas  others  will  be  older  and  hence  in  their  forming 
phase.  In  general,  amount  of  calcium  coming  out  of  re- 
sorbing sites  equal  to  amount  going  into  forming  sites,  and 
so  bone  itself  in  calcium  equilibrium,  that  is,  in  zero  bal- 
ance, and  this  will  remain  unchanged  irrespective  of  when 
one  samples  system.  For  simplicity’s  sake,  duration  of 
resorptive  and  formative  phases  are  depicted  as  if  of 
equal  duration.  Actually  resorption  is  about  an  order  of 
magnitude  faster  than  formation,  and  hence  lasts  only 
about  one  tenth  as  long.  As  consequence,  at  any  point  in 
time  there  will  be  many  fewer  active  resorption  sites  than 
formation  sites,  and  former  produce  far  more  calcium  per 
site  than  latter  consume  per  site.  Net  result,  for  schemat- 
ic purposes,  is  same  as  if  rates  and  durations  of  two  pro- 
cesses were  about  the  same  (redrawn  after  Frost6). 

ertheless  it  remains  true  that  the  osteoblastic  re- 
pair crew  always  comes  in  behind  the  osteoclastic 
demolition  team.  And  for  our  purposes  this  may 
well  be  the  most  significant  feature  of  this  se- 
quence. It  has  been  recently  suggested  that  at  the 
transition  zone  between  resorption  and  formation, 
some  of  the  osteoclasts  modulate  into  osteoblasts, 
but  for  physiologic  purposes  the  origin  of  the  cells 
is  much  less  important  than  the  sequence  of  their 
appearance  at  the  remodeling  site.1 

Determinants  of  skeletal  remodeling 

The  amount  of  remodeling  in  a volume  of  bone 
is  largely  determined  by  the  number  of  sites  at 


An  alteration  of  one  of  the  steps  in  bone  remod- 
eling starts  a cascade  of  events  which  includes  a 
shift  in  the  balance  between  internal  and  external 
calcium  effector  organs,  a change  in  the  secretion 
of  parathyroid  hormone,  calcitonin,  and  so  forth, 
and  ultimately  a change  in  the  frequency  of  activa- 
tion of  new  packets  of  bone  remodeling.  Together 
these  constitute  the  substratum  which  is  deranged 
in  metabolic  bone  disease  and  the  apparatus 
whereby  physiologic  and  pharmacologic  agents  act 
on  bone.  The  response  time  of  the  remodeling  sys- 
tem is  so  slow,  lasting  months,  and  most  studies  of 
agents  which  affect  the  system  have  been  of  such 
short  duration,  that  much  of  our  present  knowl- 
edge of  the  response  of  the  intact  system  is  little 
more  than  misinterpretation  of  data  rather  than 
on  ultimate  effects. 


which  remodeling  is  taking  place,  rather  than  with 
the  intensity  of  activity  at  a remodeling  site.  In 
health  the  rate  of  remodeling  at  any  given  site  is 
reasonably  constant  so  that  more  remodeling  sim- 
ply means  more  sites,  and  less  remodeling,  fewer 
sites.  But  in  many  metabolic  bone  disorders  there 
is  additionally  an  alteration  in  the  rate  of  cell  ac- 
tivity on  the  remodeling  surfaces.  For  example, 
osteomalacia,  particularly  its  vitamin  D-deficient 
variety,  is  characterized  by  defects  in  both  osteo- 
blast and  osteoclast  activity.  Osteoid  deposition 
is  slow  to  start  with,  but  its  subsequent  maturation 
is  even  slower.  The  result  is  that  thick  osteoid 
borders  pile  up  on  anatomic  bone  surfaces.  It 
might  have  been  thought,  from  morphologic  obser- 
vation alone,  that  there  was  only  a defect  of  miner- 
alization, or  that  the  osteoblasts  might  even  have 
been  exuberant  in  their  production  of  osteoid. 
Nevertheless,  quantitative  studies  have  revealed 
that  although  there  may  be  extensive  surface  cov- 
erage of  osteoid,  the  rate  of  osteoblast  activity  is 
usually  very  much  reduced,  often  by  as  much  as  95 
per  cent.2,3  The  reasons  for  these  defects  remain 
uncertain,  but  may  be  related  to  low  serum  phos- 
phate levels  or  to  defects  of  vitamin  D metabolism. 

A similar  situation  occurs  in  that  form  of  renal 
osteodystrophy  which  is  unhappily  designated 
“secondary  hyperparathyroidism.”  Although 
there  may  be  excessive  resorption  surface  seen  in 
bone  and  indeed  the  morphologic  appearance  of 
excessive  resorptive  activity,  the  osteoclasts  actu- 
ally work  very  inefficiently,  and  erosion  into  the 
resorbing  surfaces  is  often  reduced  by  90  per  cent 
or  more  below  normal  rates.4  The  reasons  for  this 
remain  uncertain  but  are  probably  related  to  such 
factors  as  the  commonly  high  level  of  serum  phos- 
phorus, defects  in  vitamin  D metabolism,  and  so 
forth. 
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FIGURE  2.  Schematic  representation  of  effect  of  first  de- 
creasing and  then  increasing  activation  frequency  for  bone 
remodeling  in  volume  of  bone  (See  legend  of  Figure  1 for 
explanation  of  basic  scheme.)  In  this  instance  balance 
will  be  different  at  different  sampling  times  after  inducing 
change:  first  transiently  positive  with  decrease  in  new  re- 
modeling starts,  then  balanced  when  all  remodeling  sites 
prior  to  change  have  completed  life  cycle,  and  finally,  tran- 
siently negative  when  activation  frequency  restored  again 
to  original  level  (redrawn  after  Frost6). 


Impact  of  local  remodeling  on 
systemic  calcium  homeostasis 

As  should  be  clear  from  the  foregoing,  at  any 
specific  instant  in  its  life  cycle  an  individual  re- 
modeling site  is  always  in  calcium  imbalance: 
first,  the  site  loses  calcium,  and,  subsequently,  it 
gains  calcium.  However,  averaged  out  overall  its 
remodeling  sites,  the  skeleton  as  a whole  is  nor- 
mally in  calcium  balance.  At  any  given  time  there 
is  as  much  calcium  going  into  forming  sites  as 
there  is  coming  out  of  resorbing  sites  (Fig.  1).  But 
because  resorption  always  precedes  formation,  it 
follows  that  if  anything  changes  the  overall  remod- 
eling activity  or  the  number  of  new  remodeling 
“starts,”  then  there  will  be  important  systemic 
balance  consequences  and  corresponding  pertur- 
bations of  calcium  homeostasis. 

For  example,  as  in  Figure  2,  a sudden  increase  in 
the  number  of  remodeling  loci  which  are  activated 
per  unit  of  time,  for  whatever  reason,  means  that 
initially  more  sites  will  be  in  resorption  than  will 
be  in  formation.  This  is  because  all  of  the  newly 
activated  loci  are  still  resorbing,  whereas  all  the 
forming  sites  were  started  at  an  earlier  time  when 
the  activation  frequency  was  lower.  As  a result 
more  calcium  will  be  poured  into  the  blood  from 
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FIGURE  3.  Schematic  representation  of  effect  of  first  in- 
creasing and  then  decreasing  activation  frequency  for 
bone  remodeling  in  volume  of  bone.  (See  legend  of  Fig- 
ure 1 for  explanation  of  basic  scheme.)  Effects  here  pre- 
cisely opposite  of  these  depicted  in  Figure  2:  first  tran- 
sient negative  balance,  then  equilibrium,  and  finally,  tran- 
sient positive  balance,  ultimately  followed  by  new  equilibri- 
um (redrawn  after  Frost6). 

bone  resorption  than  is  going  back  by  way  of  bone 
mineralization.  If  this  change  has  come  about  be- 
cause there  is  a systemic  deficiency  of  calcium, 
then  this  is  precisely  how  parathyroid  hormone 
mobilizes  extra  calcium  for  emergency  purposes. 
But  if  this  change  in  the  number  of  remodeling 
loci  was  not  mediated  by  parathyroid  hormone, 
then  the  excess  calcium  released  reduces  parathy- 
roid hormone  secretion  and  produces  systemic 
negative  calcium  balance.  These  effects  are  tran- 
sient, of  course,  because  sooner  or  later  the  newly 
activated  remodeling  loci  move  into  their  forma- 
tive phase,  at  which  point  the  amount  of  bone  for- 
mation once  again  becomes  equal  to  the  amount  of 
bone  resorption,  and  the  body  as  a whole  comes 
back  into  the  calcium  equilibrium.  However,  be- 
cause the  lifetime  of  a single  locus  ranges  from 
three  to  eighteen  months,  these  balance  “tran- 
sients” are  often  of  several  months’  duration,  and 
it  takes  a correspondingly  long  time  for  the  new 
equilibrium  to  develop. 

Conversely,  a sudden  decrease  in  the  number  of 
remodeling  loci  produces  a situation  in  which 
there  is,  transiently,  more  formation  than  resorp- 
tion, and  this  is  reflected  in  a systemic  positive 
calcium  balance  (Fig.  3).  This  is  precisely  what 
happens  when  estrogen  therapy  is  administered  to 
postmenopausal  women  in  the  treatment  of  osteo- 
porosis. Estrogens  decrease  bone  remodeling  by 
decreasing  the  number  of  new  remodeling  starts.5 
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Estrogens  are  not,  strictly  speaking,  antiresorp- 
tive;  it  is  just  that  the  reduction  of  new  remodeling 
starts  produces  a situation  in  which  there  is  tran- 
siently less  resorption  than  formation.  This  is 
why  estrogens  have  been  observed  to  produce  posi- 
tive calcium  balance  in  these  individuals.  But  the 
reason  that  estrogens  are  not  effective  as  long- 
term treatment  is  that  the  balance  effect  is  tran- 
sient, and  as  soon  as  the  reduction  in  numbers  of 
remodeling  loci  is  reflected  also  in  their  formation 
phase,  there  is  once  again  an  equivalence  between 
formation  and  resorption,  and  the  patient  comes 
back  into  calcium  equilibrium.  It  has  been  sug- 
gested that  cyclic  estrogen  therapy  might  be  more 
effective  than  continuous  treatment,  in  the  hope 
that  these  positive  balance  transients  might  be  cu- 
mulative. This  is  a false  hope  and  is  based  on  ig- 
norance of  the  sequence  of  the  remodeling  cycle, 
for  during  the  period  of  time  when  the  patient  is 
cycled  off  treatment,  the  number  of  newly  starting 
remodeling  loci  again  increases  back  toward  the 
prior  level,  at  which  time  the  patient  is  once  again 
in  disequilibrium,  with  a negative  calcium  balance 
transient  equal  in  size  to  the  positive  transient 
which  had  occurred  at  the  start  of  therapy. 

Envelope  phenomona 

The  bone  surfaces  on  which  the  cells  involved  in 
remodeling  operate  fall  into  three  functionally  dis- 
tinct categories:  endosteal-trabecular,  periosteal, 

and  haversian.  These  are  referred  to  as  “enve- 
lopes”.6 The  cell  sequence  of  activity  at  any  given 
remodeling  locus,  described  in  the  foregoing, 
applies  exactly  to  remodeling  on  all  three  of  these 
envelopes.  Where  they  differ  is  in  the  balance 
which  normally  occurs  between  the  resorptive  and 
the  subsequent  reparative  phases.  In  brief,  the 
periosteal  envelope  remains  a growth  surface 
throughout  life.  This  means  that  when  a local  re- 
modeling unit  is  activated,  it  begins  by  resorbing, 
just  as  on  the  other  two  envelopes,  but  during  for- 
mation it  lays  down  more  new  bone  than  it  re- 
moved in  its  first  or  resorptive  phase.  On  the 
other  hand,  the  endosteal-trabecular  surface  of 
adults  is  normally  a predominantly  resorptive  sur- 
face. Its  remodeling  cycles  have  a formation 
phase,  just  as  does  the  periosteal  envelope,  but 
overall  they  lay  down  less  new  bone  during  forma- 
tion than  they  take  out  during  earlier  resorption. 
Thus,  both  the  periosteal  and  endosteal  envelopes 
expand  with  age.  The  latter  means  a larger  mar- 
row cavity  and  thinner  trabeculae.  Haversian  re- 
modeling within  the  substance  of  cortical  bone 
normally  remains  balanced,  and  the  net  effect  of 
the  remodeling  is  directed  primarily  at  the  orien- 
tation and  physical  properties  of  the  bony  material 
rather  than  with  its  quantity. 

Osteoporosis,  for  example,  is  almost  exclusively 
a disorder  of  the  endosteal  envelope.6  Remod- 
eling balance  on  the  other  two  envelopes  remains 


normal.  It  is  interesting  to  note  that  during  active 
development  of  osteoporosis,  formation  still  ex- 
ceeds resorption  at  the  periosteal  envelope.  It  is 
solely  at  the  endosteal  envelope  where  the  resorp- 
tive imbalance  is  exaggerated.  Hyperparathyroid- 
ism, on  the  other  hand,  activates  all  three  enve- 
lopes. The  effect  of  this  is  manifested  clinically  as 
subperiosteal  resorption.  The  other  envelopes  are 
activated  equivalently,  but  of  course  this  is  not  ra- 
diographically so  apparent. 

Integration  with  calcium  homeostasis 

I have  already  commented  that  a change  in  the 
number  of  remodeling  loci  constitutes  one  of  the 
major  mechanisms  by  which  parathyroid  hormone 
is  able  to  modulate  the  amount  of  calcium  going 
into  or  being  removed  from  bone.  In  fact,  bone 
remodeling  is  reduced  by  as  much  as  80  to  90  per 
cent  in  hypoparathyroid  patients.  Thus  parathy- 
roid hormone,  the  mediator  of  extracellular  fluid 
calcium  homeostasis,  turns  out  also  to  be  the  pri- 
mary determinant  of  the  number  of  remodeling 
loci  in  the  entire  skeleton.  It  is  by  this  connection 
that  the  structural  remodeling  of  bone  becomes  in- 
tegrated with  the  calcium  homeostatic  apparatus; 
parathyroid  hormone  is  the  principal  mediator  of 
both  processes.  The  universe  of  bone  remodeling 
is  in  turn  articulated  with  the  exterior  universe  by 
virtue  of  the  fact  that  parathyroid  hormone  has 
action  on  sites  other  than  bone,  more  specifically 
sites  which  interface  the  organism  with  the  outside 
world,  namely,  the  kidney  and  intestine.  The 
renal  effect  is  to  elevate  the  threshold  for  calcium 
excretion,  and  the  intestinal  effect  is  to  increase 
calcium  absorption  efficiency.  The  renal  effect  is 
direct,  whereas  the  intestinal  effect  is  mediated 
through  control  of  vitamin  D metabolism,  but  the 
net  result  of  both  is  the  same;  high  levels  of  para- 
thyroid hormone  normally  lead  to  calcium  conser- 
vation and  low  levels,  to  calcium  wastage. 

This  linkage  between  the  internal  and  external 
effectors  of  parathyroid  activity  is  not  rigid.  It  is 
modulated  by  altering  the  responsiveness  of  the 
bony  end-organ  to  the  circulating  level  of  parathy- 
roid hormone.  The  fundamental  basis  for  this  al- 
teration is  not  understood,  except  to  the  extent 
that  it  must  plainly  consist  predominantly  of  local 
factors.  This  is  seen  most  clearly  in  the  fact  that 
most  bone  mesenchymal  units  do  not  respond  to 
parathyroid  hormone  at  all  at  any  given  time,  even 
though  all  of  them  are  bathed  by  blood  with  the 
same  hormone  concentration.  Nevertheless,  hu- 
moral factors  are  also  importantly  involved  in  this 
modulation,  and  it  is  primarily  by  them  that  the 
relative  responsiveness  of  the  internal  and  exter- 
nal effectors  can  be  sensitively  adjusted. 

Two  major  points  at  which  parathyroid  effects 
on  bone  may  be  altered  are  recognized:  (1)  the 

mesenchymal  activation  step,  which  starts  each  re- 
modeling cycle;  and  (2)  the  efficiency  with  which 


September  1975/New  York  State  Journal  of  Medicine  1659 


osteoclasts  work  after  they  have  once  been  activat- 
ed. 

If  the  alteration  occurs  at  the  activation  step, 
then  balance  transients  are  produced,  as  has  been 
described  in  the  foregoing;  but  with  all  such 
changes,  ultimately  a new  equilibrium  develops 
which  restores  the  prior  relation  between  forma- 
tion and  resorption.  On  the  other  hand,  if  alter- 
ation is  at  the  level  of  osteoclast  efficiency,  a new 
equilibrium  with  a different  relation  between  for- 
mation and  resorption  is  established.  Enhanced 
osteoclast  response  lends  to  a lowering  of  systemic 
parathyroid  hormone  levels  and  a corresponding 
calcium  wastage,  whereas  inhibition  of  osteoclast 
efficiency  produces  exactly  the  opposite  effect. 
The  first  inevitably  leads  to  continuing  bone  loss 
and  appears  to  be  the  basic  mechanism  involved  in 
most  osteoporoses,  regardless  of  their  specific 
cause.7’8  The  second  effect,  however,  produces 
continuing  bone  gain  and  constitutes  the  funda- 
mental condition  for  any  successful  therapy  of  os- 
teoporosis. 

Estrogens,  androgens,  and  high  calcium  intakes 
(through  direct  effect  on  parathyroid  hormone  se- 
cretion) all  suppress  activation  of  the  remodeling 
apparatus  and  hence  produce  only  transient  bal- 
ance changes.  Heparin,  acidosis,  high  oxygen 
pressure,  high  levels  of  vitamins  D and  A,  and  the 
like  all  enhance  osteoclast  response  to  parathyroid 
hormone.  Calcitonin,  phosphate,  pyrophosphate, 
the  diphosphonates,  fluoride,  alkalosis,  carbonic 
anhydrase  inhibitors,  and  doubtless  many  other 
agents  act  on  bone  remodeling  by  interfering  with 
osteoclast  efficiency.  Some  of  these,  such  as  fluo- 
ride, pyrophosphate,  and  the  diphosphonates, 
probably  act  on  the  bony  substrate  itself,  ren- 
dering it  more  resistant  to  osteoclast  work.  But  in 
either  event,  the  net  result  is  the  same:  a unit  of 
osteoclast  work  produces  less  calcium  mobiliza- 
tion. 

The  importance  of  these  alterations  of  osteo- 
clast efficiency  is  not  confined  to  the  change  in  the 
balance  between  internal  and  external  effector  re- 
sponsiveness, but  is  also  seen  in  the  reflexly  al- 
tered level  of  parathyroid  hormone  which  changes 
the  activation  frequency  of  bone  remodeling  itself. 
Thus,  if  the  osteoclasts  are  sluggish,  more  parathy- 
roid hormone  must  be  secreted,  and  more  remod- 
eling loci  must  be  activated.  But  sluggish  osteo- 
clasts at  each  site  mean  ultimately  less  bone  re- 
moved per  unit  of  available  surface.  Thus,  when 
the  remodeling  cycle  moves  into  its  reparative 
phase,  there  will  be  more  surface  available  for  sub- 
sequent osteoblast  work,  correspondingly  more  os- 
teoblasts will  be  recruited  from  the  mesenchyme, 
and  hence  more  new  bone  will  be  laid  down  (Fig. 
4).  Precisely  the  opposite  effect  occurs  when  os- 
teoclasts exhibit  enhanced  responsiveness  to  para- 
thyroid hormone. 

These  interactions  may  perhaps  be  better  illus- 


FIGURE  4.  Schematic  representation  of  effect  of  inter- 
ference with  osteoclast  work  on  subsequent  bone  forma- 
tion. At  outset  there  is  presumed  demand  for  calcium 
equivalent  to  that  contained  with  8 square  units  indicated 
in  (A).  Efficient  osteoclasts  in  (A)  remove  more  calcium 
per  unit  time  than  do  inefficient  osteoclasts  in  (D).  Since 
systemic  needs  for  calcium  are  same  in  two  situations, 
more  osteoclasts  required  to  work  over  broader  surface  in 
(D)  than  in  (A),  to  produce  same  amount  of  calcium.  But 
when  resorptive  phase  finished,  area  available  for  osteo- 
blastic new  bone  formation  greater  in  (E)  than  in  (B).  If 
osteoblasts  each  lay  down  same  amount  of  bone  per  cell, 
then  volume  in  (F)  ends  up  with  more  bone  than  it  started 
with,  whereas  volume  in  (C)  no  different  from  original.  Ex- 
actly opposite  effect  occurs  when  osteoclast  efficiency 
enhanced,  relative  to  normal. 


trated  than  described.  The  administration  of  es- 
trogen to  a postmenopausal  woman  affords  a good 
example.  The  first  observable  effect  of  such 
treatment  is  a decrease  in  the  number  of  new  re- 
modeling starts  which,  within  a few  days  of  begin- 
ning treatment,  means  that  there  are  more  old  re- 
modeling sites  than  new  ones.  But  the  old  ones 
are  trapping  calcium  and  the  new  ones  releasing  it. 
The  skeleton  is  thus  taking  up  more  calcium  than 
it  is  releasing.  Another  way  of  expressing  this  ef- 
fect is  to  note  that  for  this  same  level  of  circulating 
parathyroid  hormone,  bone  is  now  contributing 
less  calcium  than  before.  As  a consequence,  more 
parathyroid  hormone  must  be  produced  to  avoid  a 
fall  in  the  extracellular  fluid  calcium  levels.  This 
in  turn  stimulates  more  new  remodeling  starts. 
While  this  partially  offsets  the  original  estrogen 
effect,  at  the  same  time  the  new  higher  parathy- 
roid hormone  level  leads  to  better  calcium  conser- 
vation at  the  kidney  and  to  improved  calcium  ab- 
sorption from  the  intestine.  In  other  words  para- 
thyroid hormone  provides  the  coupling  whereby 
positive  skeletal  balance  becomes  positive  body 
balance.  But  in  the  final  analysis,  both  effects  are 
transient.  For  as  soon  as  the  backlog  of  forming 
sites  which  started  their  life  span  prior  to  estrogen 
treatment  has  been  used  up,  then  calcium  going 
into  forming  sites  drops  to  the  same  low  level  as 
calcium  coming  out  of  resorbing  sites;  parathyroid 
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hormone  once  again  falls  to  its  prior  level,  and 
renal  and  intestinal  parathyroid  effects  revert  to 
their  prior  state.*  The  system  is  just  as  it  was  be- 
fore treatment,  except  now  with  a reduced  overall 
remodeling  level. 

Conclusion 

Bony  remodeling  is  inextricably  linked  with  the 
processes  of  calcium  homeostasis.  The  coupling 
of  the  two  is  so  intimate  that  they  can  be  studied 
adequately  only  together  and  at  a level  of  com- 
plexity of  the  whole  organism.  An  induced  alter- 
ation in  one  of  them  produces  a compensatory  re- 
sponse in  the  other.  An  alteration  of  one  of  the 
steps  in  bone  remodeling  starts  a cascade  of  events 
which  includes  a shift  in  the  balance  between  in- 
ternal and  external  calcium  effector  organs,  a 
change  in  the  secretion  of  parathyroid  hormone, 
calcitonin,  and  so  forth,  and  ultimately  a change  in 
the  frequency  of  activation  of  new  packets  of  bone 
remodeling. 

Together,  these  systems  constitute  the  sub- 
stratum which  is  deranged  in  metabolic  bone  dis- 
ease and  the  apparatus  whereby  physiologic  and 
pharmacologic  agents  act  on  bone.  The  response 
time  of  the  remodeling  system  is  so  slow,  lasting 

* These  interactions  between  bone  remodeling  and  calcium 
homeostasis  were  proposed  as  theory  a number  of  years  ago.7 
Their  essential  element,  the  changes  in  circulating  parathyroid 
hormone,  has  recently  been  confirmed  in  a series  of  investiga- 
tions by  Riggs  et  al.9’'9 


months,  and  most  studies  of  agents  which  affect 
the  system  have  been  of  such  short  duration,  that 
much  of  our  present  knowledge  of  the  response  of 
the  intact  system  is  little  more  than  misinterpreta- 
tion of  data,  based  as  it  is  on  observed  transients 
rather  than  on  ultimate  effects. 

Creighton  University 
2500  California  Street 
Omaha,  Nebraska  68178 
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This  study  of  prostatic  carcinoma,  which  covers 
500  patients  admitted  to  Roswell  Park  Memorial 
Institute  over  the  ten-year  period  1960  to  1969, 
was  made  as  a follow-up  to  a previous  study  of  466 
such  patients  admitted  from  1950  to  1959.  Of 
these  500  patients,  426  were  treated  for  prostatic 
carcinoma  at  the  Institute  while  74  were  found  to 
have  the  disease  when  an  autopsy  was  performed. 
The  stage  of  the  tumor  correlated  with  survival 
and  cause  of  death,  while  survival  time  per  se  was 
not  found  to  be  directly  dependent  on  the  primary 
tumor  histologic  grade.  Histologic  Grade  1 tumors 
were  found  more  often  in  Stage  B patients  than  in 
Stage  D.  The  progression  from  a lower  stage  to 
metastases  also  correlated  with  tumor  grade.  Dur- 
ing the  1960  to  1969  decade  there  were  significant- 
ly more  patients  treated  with  the  combination  of 
orchiectomy  and  estrogen.  The  incidence  of  fatal 
cardiovascular  disease  was  not  significantly  differ- 
ent in  estrogen  versus  nonestrogen  patients  in  ei- 
ther of  the  ten-year  periods.  The  mean  period  of 
survival  differed  for  the  two  decades.  A special 
study  of  74  patients  for  whom  prostatic  carcinoma 
was  diagnosed  only  at  autopsy  differed  from  the 
1950  to  1959  study  in  that  there  were  markedly 
fewer  cases  diagnosed  as  Stage  D during  the  1960 
to  1969  era  and  more  early  stage  or  occult  cases 
were  found. 
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Prostatic  carcinoma  is  a very  common  disease  in 
aging  man,  the  incidence  being  over  500  cases  per 
100,000  persons  per  year  for  men  seventy-five  to 
seventy-nine  years  of  age  in  the  United  States.1 
When  first  seen,  many  patients  have  distant  me- 
tastases or  regional  disease  which  extends  beyond 
the  capsule  of  the  prostate.  This  study  was  un- 
dertaken to  examine  the  natural  history  of  pros- 
tatic carcinoma  as  observed  at  Roswell  Park  Me- 
morial Institute  for  the  ten  years  1960  to  1969  with 
special  attention  to  the  role  of  therapy  and  concur- 
rent diseases  as  well  as  the  correlation  of  stage  and 
grade  of  the  disease  with  survival.  Histologic 
grading  and  clinical  staging  of  prostatic  carcinoma 
are  generally  useful  prognostic  factors.2-4  Special 
attention  has  been  given  to  the  correlation  of 
serum  acid  phosphatase  and  alkaline  phosphatase 
with  the  stage  and  grade  of  the  disease.  A similar 
study  was  done  at  the  same  institution  for  the 
years  1950  to  1959,  and  comparisons  between  that 
study  and  the  current  study  were  made.5 

A significant  addition  to  this  study  was  the  ex- 
amination of  the  number  and  characteristics  of  pa- 
tients, originally  diagnosed  in  lower  clinical  stages 
of  the  disease,  who  progressed  to  Stage  D with 
clinically  evident  metastases.  This  material  was 
not  evaluable  in  the  1950  to  1959  study.  There 
was  a notable  decrease  in  patients  receiving  a 
5-mg.  dose  of  diethylstilbestrol  compared  with 
those  receiving  a 1-mg.  dose  in  the  decade  under 
this  review.6  A concurrent  study  of  patients 
whose  prostatic  carcinoma  was  discovered  only  at 
autopsy  was  also  completed.  This  information 
primarily  concerns  itself  with  the  stage  and  grade 
of  the  disease  when  diagnosed.  Underdiagnosis  of 
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cancer  patients  in  general  has  been  thought  to  be  a 
potential  problem.7 

Materials  and  methods 

The  records  of  426  patients  with  prostatic  carci- 
noma admitted  to  Roswell  Park  Memorial  Insti- 
tute in  Buffalo,  New  York,  during  the  ten  years 
1960  to  1969  were  reviewed.  The  diagnosis  of  all 
these  patients  was  histologically  confirmed.  All 
patients  were  followed  to  death  or  until  August, 
1974.  At  August,  1974,  there  were  92  (22  per  cent) 
of  the  patients  still  alive.  Data,  such  as  methods 
of  diagnosis,  treatment,  histologic  grade  of  the  pri- 
mary tumor,  clinical  stage  of  the  disease,  survival 
time,  and  autopsy-determined  cause  of  death, 
were  entered  and  analyzed  on  a computer  (IBM 
System  3,  Model  10). 

The  clinical  staging  system  followed  during  this 
period  was  that  of  Whitmore8: 

Stage  A.  Latent,  no  recognizable  clinical  manifes- 
tation. 

Stage  B.  Nodule  confined  to  prostate,  no  metasta- 
sis. 

Stage  C.  Extensive  carcinoma  without  metastasis.' 
Induration  extending  beyond  capsule  of  prostate. 

Stage  D.  Metastatic  cancer,  for  example  bones, 
soft  tissue,  and  so  forth. 

At  Roswell  Park  Memorial  Institute,  prostatic 
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TABLE  I.  Symptoms  of  prostatic  cancer  patients 


Stage  C Stage  D Total 

Symptoms*  (Per  Cent)  (Per  Cent)  (Per  Cent) 

Obstructive  114/153t  (75)  100/171  (58)  214/324  (66) 
symptoms 

Systemic  41/153  (27)  61/171  (36)  102/324  (31) 

pain 

Bone  pain-  0 121/171(71)121/171(71) 

metastasis 


* Classifications  of  symptoms  are  not  mutually  exclusive, 
t Number  of  patients  in  stage  indicated. 

TABLE  II.  Stage  of  prostatic  cancer  when  diagnosed 


1950  to  1959  1960  to  1969 

Number  Number 


Stages 

(Per  Cent) 

(Per  Cent) 

A 

32  (9.3) 

17(4) 

B 

37  (10.8) 

85  (20) 

C 

117 (34) 

153 (36) 

D 

158  (45.9) 

171 (40) 

Totals 

344 (100) 

426  (100) 

TABLE  III.  Patients  whose  prostatic  cancer  progressed 

from  limited  stage  to  Stage  D after  diagnosis 

Number  of 

Number 

Years  from 

Patients 

Dying  of 

Original 

Progressing 

Prostatic 

Diagnosis 

to  Stage  D 

Carcinoma 

Stages  to  Stage  D 

(Per  Cent) 

(Per  Cent) 

A 3.2 

3/17*  (18) 

2/3  (66) 

B 5.4 

11/85  (13) 

5/11 (40) 

C 3.2 

55/153 (36) 

39/55 (70) 

* Number  originally  diagnosed  in  this  stage. 

carcinoma  was  histologically  graded 

on  a scale  of  1 

to  4 in  increasing  rank  of  malignant  condition, 
considering  the  histopathologic  pattern  and  the 
cytologic  features  of  the  tumor  cells.5  There  were 
235  cases  microscopically  graded  in  this  manner. 
In  other  cases  suitable  or  complete  primary  tumor 
tissue  was  not  available  at  the  time  of  this  study. 
Normal  population  survival  rates  from  the  U.S. 
Public  Health  Services  for  1970  (white,  male,  ad- 
justed to  initial  age  of  sixty-nine)  were  used  for 
comparison  with  the  survival  of  the  patients  in 
this  study.9  The  patient  ages  were  similar. 

A concurrent  study  of  74  patients  in  whom  pros- 
tatic carcinoma  was  discovered  at  autopsy  at  Ros- 
well Park  Memorial  Institute  was  also  made  and  a 
separate  analysis  included  in  this  report.  All  pa- 
tients were  fully  evaluated  for  stage  of  disease  as 
previously  described.5  In  the  1950  to  1959  group, 
only  8 patients  were  alive  at  the  time  of  evalua- 
tion. None  are  included  in  the  present  report. 

Results  and  comment 

General  study.  The  mean  age  of  the  patients 
at  initial  diagnosis  was  69.3  years.  Table  I indi- 
cates the  prominent  symptoms  attributable  to  the 
disease  presented  by  the  patients  diagnosed  in 
Stage  C and  D.  There  were  71  per  cent  of  the 


TABLE  IV.  Sites  of  prostatic  cancer  metastasis 
reported  in  240  Stage  D patients 


Sites 

Original 
Diagnosis 
as  Stage  D* 
Number  of 
Patients 
(Per  Cent) 

Stage  D 
Devel- 
opedt 
Number  of 
Patients 
(Per  Cent) 

Total 

Metastasis 

All 

Patients** 
Number  of. 
Patients 
(Per  Cent) 

Bone 

152 (89) 

51  (74) 

203 (85) 

Lung 

33 (19) 

15 (22) 

48 (20) 

Lymph  node 

33 (19) 

13 (19) 

46(19) 

Bladder 

29 (17) 

14 (20) 

43  (18) 

Liver 

18 (10) 

13 (19) 

31 (13) 

Bone  marrow 

13(8) 

8(11) 

21  (9) 

Brain 

6(3) 

2(3) 

8(3) 

*171  patients, 
t 69  patients. 

**  240  patients. 


TABLE  V.  Lymph  node  metastasis  found  by 
premortem  biopsy  in  prostatic  cancer  patients 


Number  of 

Sites  Patients  (Per  Cent) 


Pelvic 

30 (65) 

Mediastinal 

3(7) 

Supraclavicular 

11 (24) 

Axilla 

1 (2) 

Pancreatic 

1(2) 

Total 

46  (100) 

Stage  D patients  for  whom  bone  pain  was  re- 
ported. Obstruction  of  the  urinary  tract  was  pre- 
sented by  75  per  cent  of  the  Stage  C patients. 

Table  II  compares  the  stage  at  diagnosis  of  the 
two  decades  (1950  to  1959,  1960  to  1969).  While 
the  percentage  of  patients  diagnosed  at  Stage  C re- 
mained the  same  in  the  two  periods  there  was  a 
larger  percentage  of  patients  diagnosed  in  Stage  B 
and  a smaller  percentage  in  Stage  D in  the  later 
period.  This  implies  that  more  patients  were  clin- 
ically diagnosed  in  the  earlier  stages  in  the  second 
ten-year  period. 

There  were  69  patients  originally  diagnosed  in 
Stages  A,  B,  and  C whose  disease  progressed,  indi- 
cated by  clinically  evident  metastasis,  to  Stage  D. 
Table  III  indicates  the  average  time  from  original 
diagnosis  to  observation  of  metastases  as  well  as 
the  proportion  of  those  progressing  who  died  of 
the  disease.  There  were  2 Stage  A patients  with 
bladder  and  colon  tumors  respectively.  The  1 pa- 
tient with  bladder  tumor  died  from  that  tumor 
while  the  other  2 Stage  A patients  died  of  prostatic 
carcinoma  after  progression.  When  the  69  pa- 
tients who  developed  metastasis  were  added  to  the 
171  patients  originally  diagnosed  as  Stage  D there 
were  240  patients  whose  metastatic  sites  are  re- 
ported as  shown  in  Table  IV.  In  comparison  be- 
tween patients  developing  Stage  D and  those  ini- 
tially diagnosed  as  Stage  D,  the  only  significant 
difference  in  metastatic  sites  noted  was  a lower 
proportion  of  bone  metastasis  (p<0.02)  noted  in 
the  former  group. 
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TABLE  VI.  Premortem  aspirations  and  biopsies  of 
bone  marrow  for  prostatic  cancer  metastasis 


' Result 

- 

Total 

Tests 

Positive 

Negative 

(Per  Cent) 

Aspiration 

12 

46 

58 (14) 

Biopsy 

9 

11 

20  (5) 

No  test  done 

0 

0 

348 (81) 

Total 

21 

57 

426 (100) 

TABLE  VII.  Stage  versus  grade  at  original  diagnosis 

r-\  j 

r 

-Oracles 

Stages 

1 

2 

3 

4 

Total 

A 

5 (1)* 

2(1) 

1 (0) 

0 

8(2) 

B 

17  (1) 

22  (4) 

14(1) 

0 

53  (6) 

C 

12(1) 

41 (15) 

32 (15) 

3(1) 

88 (32) 

D 

8 

40 

35 

3 

86 

Totals 

42(3) 

105 (20) 

82 (16) 

6(1) 

235 (40) 

* Number  in  parentheses  indicate  patients  in  each  stage  and 
grade  who  progressed  to  Stage  D. 

TABLE  VIII.  Percentages  of  prostatic  carcinoma 
patients  in  earlier  stages  who  progressed  to  Stage  D 

Grades 

Num- 
ber Pro- 
gressing 
to 

Stage. D 

Total 
Num- 
ber in 
Stages 
A,  B,  C 

Per  Cent 
Progress- 
ing 

Statistical 
Significance* 
from  Grade(s) 

1 

3 

34 

8.8 

2,  (3  and  4) 

2 

20 

65 

30.7 

1 

3 and  4 

17 

50 

34 

1 

* Pairwise  comparisons  between  grades  at  0.0S  level  of 
significance. 


Premortem.  Nineteen  per  cent  of  the  patients 
had  biopsies  for  lymph  nodes,  and  22  per  cent  of 
the  patients  had  either  biopsies  or  aspirations  of 
bone  marrow.  The  location  of  the  sites  of  metas- 
tasis for  those  Stage  D patients  in  whom  metastat- 
ic lymph  nodes  were  confirmed  by  biopsy  is  re- 
ported in  Table  V.  The  majority  were  found  in 
the  pelvic  area. 

Table  VI  shows  that  almost  half  of  the  bone 
marrow  biopsies  gave  positive  results,  while  slight- 
ly over  one  fifth  of  the  bone  marrow  aspirations 
yielded  positive  findings.  Altogether,  27  per  cent 
of  the  bone  marrow  examinations  demonstrated 
tumor-cell  metastasis.  The  data  in  Tables  V and 
VI  cannot  be  related  to  individual  clinical  stages, 
since  obviously  not  all  patients  from  1960  to  1969 
had  these  diagnostic  studies  performed  premor- 
tem. This  will  undoubtedly  be  less  true  in  future 
evaluations. 

Table  VII  compares  the  grade  of  the  primary 
tumor  with  the  clinical  stage  of  the  disease.  A sta- 
tistical test  of  Stages  B,  C,  and  D versus  Grades  1, 
2,  and  3 showed  that  the  grades  and  stages  were 
not  independent  (p<0.025)  with  more  than  the 
statistically  expected  number  of  Grade  1 patients 
appearing  in  Stage  B and  less  than  the  expected 
number  of  patients  in  Grade  1 appearing  in  Stage 
D. 


TABLE  IX. 

Acid  phosphatase  values  versus 

clinical  stage  on  admission 

Stages 

Significantly 

(Number 

Acid 

Different 

of  Patients) 

Phosphatase* 

from  Staget 

A (10) 

3.04  (1.06) 

C,  D 

B (58) 

3.39  (0.85) 

D 

C (77) 

8.5  (3.11) 

A,  D 

D (110) 

22.46  (4.85) 

A,  B,  C 

* King-Armstrong 

units,  mean  (1  standard  deviation);  normal 

range:  1 to  4. 

T F < 0.05  for  pairwise  comparisons  listed. 

TABLE  X. 

Alkaline  phosphatase  values  versus 

clinical  stage  on  admission 

Stages 

Significantly 

(Number 

Alkaline 

Different 

of  Patients) 

Phosphatase* 

from  Staget 

A (10) 

8.45  (4.32) 

D 

B (58) 

10.58  (3.97) 

D 

C (77) 

17.04  (4) 

D 

D (110) 

36.93  (4.32) 

A,  B,  C 

* King-Armstrong 

units,  mean  (1  standard  deviation);  normal 

range:  4 to  10. 

T P < 0.05  for  pairwise  comparisons  listed. 

TABLE  XI.  Acid  phosphatase  values  by  histologic 

grade  of  primary  prostatic  cancer 

Grades 

Significantly 

(Number 

Acid 

Different 

of  Patients) 

Phosphatase* 

from  Gradet 

1 (36) 

4.25  (0.81) 

2,  3 

2 (79) 

8.25  (2.05) 

1,  4 

3 (65) 

8.92  (2.08) 

1,  4 

4(5) 

2.88  (0.85) 

2,  3 

* King-Armstrong  units,  mean  (1  standard  deviation);  normal 
range:  1 to  4. 

TP  < 0.05  for  pairwise  comparisons  listed. 


A separate  summary  of  those  patients  progres- 
sing to  metastasis  from  earlier  stages  of  the  disease 
is  made  in  Table  VIII,  which  shows  that  Grade  1 
patients  in  this  study  did  not  tend  to  develop 
Stage  D prostatic  carcinoma  (p<0.05).  A larger 
proportion  of  patients  with  Grades  3 and  4 pri- 
mary tumors  progressed.  However,  the  significant 
level  of  this  was  only  p equals  0.08. 

Serum  acid  phosphatase  concentration  on  ad- 
mission correlated  with  the  stage  of  the  disease 
(p<0.05).  Also,  pairwise  comparison  of  the  aver- 
age acid  phosphatase  values  showed  the  expected 
clinical  correlations  (Table  IX).  A similar  situa- 
tion was  noted  when  alkaline  phosphatase  values 
were  compared  to  clinical  stage  (Table  X).  Stages 
A,  B,  and  C are  statistically  different  from  Stage  D 
at  the  p<0.01  level.  Interpair  differences  between 
A,  B,  and  C were  not  at  a practical  level  of  signifi- 
cance. 

Both  acid  phosphatase  and  alkaline  phospha- 
tase values  were  compared  to  tumor  grade  (Tables 
XI  and  XII).  Elevated  acid  phosphatase  values 
above  Grades  2 and  3 are  homogenous,  as  are  the 
alkaline  phosphatase  values  over  these  grades. 
Both  acid  and  alkaline  phosphatase  values  of 
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TABLE  XII.  Alkaline  phosphatase  values  by  histologic 
grade  of  primary  prostatic  cancer 


Grades 
(Number 
of  Patients) 

Alkaline 

Phosphatase* 

Significantly 
Different 
From  Gradet 

1(36) 

10.06  (2.13) 

2,  3 

2 (79) 

20.35  (3.61) 

1,  4 

3 (65) 

25.96  (4) 

1,  4 

4(5) 

5.56  (2.8) 

2,  3 

* King-Armstrong  units,  mean  (1  standard  deviation);  normal 
range:  4 to  10. 

T P < 0.05  for  pairwise  comparisons  listed. 


chiectomy  remained  relatively  constant,  but  the 
number  of  patients  treated  at  the  dose  of  5 mg.  di- 
ethylstilbestrol  fell  between  1960  to  1969  to  25 
from  53  patients  in  1950  to  1959.  Table  XV  shows 
the  cause  of  death  was  similar  for  patients  receiv- 
ing orchiectomy  and  estrogens  in  both  decades. 
Figures  1 and  2 show  the  survival  of  the  patients 
receiving  estrogens.  Figure  2 illustrates  survival 
in  relation  to  stage  for  those  patients  receiving  or- 
chiectomy and  estrogen  from  1960  to  1969. 

The  results  of  the  1950  to  1959  decade  showed 


TABLE  XIII.  Cause  of  death  by  stage  at  initial  diagnosis 


r 

oiages  (rer 

Cause  of  Death 

A 

B 

C 

D 

Total  (Per  Cent) 

Prostatic  carcinoma 

2 (22) 

9(18) 

43  (50) 

104 (79) 

158 (57) 

Other  neoplasms 

3(34) 

13 (26) 

20  (23) 

5(4) 

41 (15) 

Cardiovascular 

2 (22) 

13 (26) 

14 (16) 

10(8) 

39 (14) 

Respiratory 

2 (22) 

7(14) 

4(5) 

5(4) 

18(7) 

Other 

0 . . . 

8(16) 

5(6) 

7 (5) 

20  (7) 

Totals 

9 (100) 

50  (100) 

86  (100) 

131  (100) 

276  (100) 

TABLE  XIV.  Treatment  of  prostatic  carcinoma, 

TABLE  XV.  Comparison  of  cause  of  death  by 

1950-1969 

primary  treatment  for  the  two  decades 

1950  to  1959 

1960  to  1969 

Orchiectomy  and  Estrogen 

Number 

Number 

Treatment 

Treatment 

(Per  Cent) 

(Per  Cent) 

Per  Cent 

Per  Cent 

Orchiectomy  and 

222 (63) 

312 (82) 

Cause  of  Death 

1950  to  1959 

* 1960  to  1969t 

estrogen 

Prostatic  carcinoma 

64.7 

60.3 

Orchiectomy  only 

76 (22) 

20  (5) 

Other  neoplasms 

6 

12.1 

Estrogen  only 

54 (15) 

50 (13) 

Cardiovascular 

22.9 

14.5 

Totals 

352 (100) 

382  (100) 

Other 

6.4** 

13.ltt 

* 256  patients. 

Grades  2 and  3 differ  (p<0.05)  from  the  values  for 

t 199  patients. 

**  Mainly  respiratory. 

Grade  1.  The  low  values  in  Grade  4 for  both  phos- 

tt  7 per  cent  respiratory. 

phatases  are  unexplained.  An  extreme  degree  of 
cellular  dedifferentiation  may  be  associated  with 
the  activity  of  these  enzymes. 

There  were  92,  22  per  cent,  of  the  426  patients 
alive  on  August  31,  1974.  In  58  cases  patients  died 
outside  the  institution,  and  autopsy  results  are, 
therefore,  not  complete  on  these  patients.  The 
cause  of  death  was  established  in  276  cases.  Pros- 
tatic carcinoma  was  the  principal  cause,  account- 
ing for  57  per  cent  of  the  deaths.  Cardiovascular 
disease  resulted  in  14  per  cent  of  the  deaths,  while 
15  per  cent  of  the  patients  died  of  a neoplasm  of 
some  other  site.  The  prostatic  carcinoma  in  these 
patients  was  not  correlated  with  any  other  specific 
neoplasm  (Table  XIII).  An  overwhelming  propor- 
tion, 79  per  cent,  of  the  Stage  D patients  died  of 
the  disease  (Table  XIII). 

There  was  a significant  difference  in  the  two 
decades  concerning  the  therapies  given.  Table 
XIV  shows  that  82  per  cent  of  the  patients  were 
receiving  a combination  of  orchiectomy  and  estro- 
gen in  the  1960  to  1969  period  compared  with  63 
per  cent  in  the  previous  ten  years  with  a corre- 
sponding decrease  in  patients  receiving  orchiec- 
tomy only.  Treatment  with  estrogen  without  or- 


no significant  difference  in  the  incidence  of  fatal 
cardiovascular  disease  between  estrogen-  and  non- 
estrogen-treated  patients,  and  the  1960  to  1969  re- 
sults are  the  same.  Patients  receiving  orchiec- 


YEARS  AFTER  TREATMENT 
FIGURE  1.  Survival  of  prostatic  carcinoma  patients  for 
years  indicated  when  receiving  orchiectomy  plus  diethyl- 
stilbestrol  therapy  in  1-  or  5-mg.  doses,  1960  to  1969. 
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Survival,  General  Population 


YEARS  AFTER  TREATMENT 

FIGURE  2.  Survival  of  prostatic  carcinoma  patients  to 
years  indicated  following  orchiectomy  plus  estrogen  thera- 
py in  patients  with  Stage  B,  C,  and  D,  1960  to  1969. 

TABLE  XVI.  Cause  of  death  from 
other  neoplasms  by  stage 


Other 


-Stages- 


Neoplasms 

A 

B 

C 

D 

Total 

Bladder 

3 

2 

8 

2 

15 

Rectum 

0 

2 

6 

1 

9 

Lung 

0 

3 

0 

1 

4 

Parotid 

0 

2 

2 

0 

4 

Other 

0 

5 

3 

1 

9 

Totals 

3 

14 

19 

5 

41 

tomy  only,  15,  and  estrogen  only,  20,  had  but  1 and 
2 cardiovascular  deaths  respectively,  while  the 
percentage  of  other  causes  of  death  paralleled 
those  shown  in  Table  XV.  The  cause  of  death 
from  other  neoplasms  did  not  differ  in  this  period 
(Table  XVI).5 

The  mean  period  of  survival  for  all  patients  with 
all  causes  of  death  calculated  from  the  date  of  ad- 
mission at  this  institute  was  2.6  years  from  1950  to 

1959  and  2.8  years  from  1960  to  1969.  However, 
the  difference  was  not  significant  (p>0.05).  There 
was  a significant  difference  (p<0.05)  in  both  dec- 
ades between  the  numbers  of  clinical  Stages  B and 
D as  well  as  between  Stages  C and  D,  as  shown  in 
Table  XVII,  but  there  was  not  substantial  length- 
ening of  life  in  the  second  decade  in  clinical  Stages 
B,  C,  and  D compared  with  1950  to  1959.  Com- 
parisons were  not  made  on  Stage  A because  of  the 
small  number  of  patients  in  that  category  from 

1960  to  1969.  Examination  of  the  data  of  Table 
XVIII  indicates  that  average  survival  time  did  not 
significantly  vary  by  histologic  grade  of  primary 
tumor  during  1960  to  1969;  that  is,  patients  with 
higher  primary  tumor  grades  lived  a shorter  time. 
When  the  survival  curves  shown  in  Figure  3 are 
analyzed  over  the  ten-year  period  there  was  a sta- 


TABLE XVII.  Survival  of  prostatic  carcinoma  patients 
by  clinical  stage  of  tumor  at  admission* 


Clin- 

ical 

Stage 

of 

Pros- 

tatic 

Carci- 

noma 

, 1950  to  1959 v 

Num- 
ber of 

Pa-  Survival 

tients  in  Yearst 

/ 1960  to  1969 * 

Num- 
ber of 

Pa-  Survival 

tients  in  Years 

A 

32 

1.96 

10 

3.8 

(0.68) 

(0.88)** 

B 

37 

4.03 

57 

3.7 

(0.71)* 

(0.78)** 

C 

117 

3.65 

107 

3.4 

(0.32)* 

(0.27)** 

D 

158 

1.72 

140 

2.0 

(0.19) 

(0.21) 

* Based 

on  all  causes  of  death. 

T Mean  ( 1 standard  error). 

**  Significant  (p  < 0.05)  difference  to  Stage  D. 

TABLE  XVIII. 

Survival  of  prostatic  carcinoma  patients 

by  grade  of  primary  tumor* 

Grade 

of  Pri- 

1950  to  1959 v 

1960  to  1969 — v 

mary 

Pros- 

Num- 

Num- 

tatic 

ber  of 

ber  of 

Carci  - 

Pa- 

Survival 

Pa- 

Survival 

noma 

tients 

in  Yearst 

tients 

in  Years 

i 

52 

3.2  (0.58) 

27 

2.9  (0.45) 

2 

137 

2.5  (0.26) 

83 

3.4  (0.36) 

3 

54 

2.7  (0.41) 

71 

2.7  (0.37) 

4 

5 

1.8  (0.86) 

5 

1.6  (0.58) 

* Based  on  all  causes  of  death, 
t Mean  (1  standard  error). 


tistical  difference  (p<0.01)  between  Grades  2 and 
3.  Grade  1 tumors  survived  very  similarly  to 
Grade  2. 

Survival,  General  Population 


YEARS  AFTER  TREATMENT 

FIGURE  3.  Survival  of  prostatic  carcinoma  patients  for 
years  indicated  following  orchiectomy  plus  estrogen  in  pa- 
tients with  tumor  grades  1,  2,  and  3,  1960  to  1969. 
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Survival,  General  Population 


2 4 6 8 10 

YEARS  AFTER  TREATMENT 


FIGURE  4.  Survival  of  prostatic  carcinoma  patients  to 
years  indicated  when  receiving  orchiectomy,  estrogen,  or 
combination  of  these  therapies,  1960  to  1969. 


YEARS  AFTER  TREATMENT 
FIGURE  5.  Survival  of  prostatic  carcinoma  patients  indi- 
cated when  receiving  combination  of  orchiectomy  plus  es- 
trogen therapy. 

The  survival  by  Stages  B,  C,  and  D of  patients 
receiving  orchiectomy  plus  estrogen  as  shown  in 
Figure  2 illustrates  that  there  is  a strong  and  an- 
ticipated difference  between  Stage  D and  B and 
between  Stage  D and  C;  p was  less  than  0.01  in 
both  comparisons.  The  difference  between  C and 
B was  not  statistically  notable  (p>0.20).  The 
group  of  patients  receiving  the  combination  of  or- 
chiectomy plus  estrogen  was  the  only  treatment 
group  with  a sufficient  number  of  patients  to  make 
a meaningful  analysis  by  grade.  Orchiectomy  and 
estrogen  general  survival  was  compared  with  estro- 
gen alone  and  orchiectomy  alone  in  Figure  4. 
Analysis  of  this  figure  shows  that  early  survival, 
when  receiving  orchiectomy  plus  estrogen,  exceed- 
ed that  of  either  treatment  alone  (p<0.01).  This 
is  not  so  after  ten  years  have  elapsed. 

Figures  5,  6,  and  7 compare  survival  for  the  two 
decades  under  each  of  the  three  treatments:  estro- 
gen only,  orchiectomy  only,  and  their  combination. 


YEARS  AFTER  TREATMENT 


FIGURE  6.  Survival  of  prostatic  carcinoma  patients  to 
years  indicated  when  receiving  estrogen  treatment  without 
orchiectomy. 


YEARS  AFTER  TREATMENT 
FIGURE  7.  Survival  of  prostatic  carcinoma  patients  to 
years  indicated  when  receiving  orchiectomy  only. 

No  statistically  significant  differences  were 
present.  This  is  an  important  clinical  feature. 

Autopsy  study.  A separate  but  concurrent 
study  was  made  of  those  patients  in  which  prostat- 
ic carcinoma  was  found  at  autopsy  at  Roswell  Park 
Memorial  Institute.  The  mean  age  at  death  of 
these  74  patients  was  70.1  compared  with  seventy- 
two  years  found  in  the  first  study.5 

The  number  of  patients  by  stages  of  the  tumor 
found  at  autopsy  are  compared  for  the  two  dec- 
ades in  Table  XIX.  The  implication  of  this  table 
(p<0.01)  is  that  this  type  of  patient  had  earlier 
stages  of  prostatic  carcinoma  in  1960  to  1969  than 
those  similarly  observed  in  the  previous  ten  years. 
The  results  shown  in  Table  XX  are  a logical  ex- 
pectation of  Table  XIX  in  that  fewer  patients  died 
as  a direct  result  of  undiagnosed  prostatic  carcino- 
ma during  1960  to  1969. 

Seventy-six  per  cent  of  these  patients  had  histo- 
logic Grades  1 and  2 tumors,  and  24  per  cent  had 
Grades  3 and  4 tumors.  All  deaths  for  Stages  A 
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TABLE  XIX.  Stages  of  patients  whose  prostatic 
carcinoma  was  diagnosed  at  autopsy 

<■ Decade \ 


Stages 

1950  to  1959 
Number 
(Per  Cent) 

1960  to  1969 
Number 
(Per  Cent) 

A 

14 (25) 

31  (41.9) 

B 

3(5.4) 

28  (37.8) 

C 

12  (21.4) 

9 (12.2) 

D 

27  (48.2) 

6(8.1) 

Totals 

56  (100) 

74  (100) 

and  B patients  were  from  causes  other  than  pros- 
tatic carcinoma,  while  2 Stage  C and  2 Stage  D pa- 
tients died  of  prostatic  cancer.  The  patients  with 
metastatic  disease  all  had  regional  lymph  node  in- 
volvement. 

Summary 

This  study  covers  500  patients  admitted  to  Ro- 
swell Park  Memorial  Institute  over  the  years  1960 
to  1969.  There  were  426  patients  who  received 
treatment  at  Roswell  Park  Memorial  Institute  and 
74  patients  whose  prostatic  carcinoma  was  diag- 
nosed at  autopsy.  This  study  was  a follow-up  of  a 
study  made  from  1950  to  1959  at  the  same  institu- 
tion. The  mean  age  at  initial  diagnosis  of  the  426 
treated  patients  was  69.3  years  which  is  almost 
identical  to  the  1950  to  1959  group.  More  pa- 
tients were  diagnosed  in  earlier  stages  of  the  dis- 
ease in  the  second  ten  years. 

Twenty-two  per  cent  of  the  426  patients  had  ei- 
ther bone  marrow  biopsies  or  aspirations.  Of 
these  patients  27  per  cent  were  found  to  have  bone 
marrow  metastasis.  Proportionately  more  of  the 
primary  Grade  1 tumors  were  in  clinical  Stage  B 
than  in  Stage  D.  Serum  acid  and  alkaline  phos- 
phatases were  shown  to  be  correlated  with  both 
stage  and  grade. 

Prostatic  carcinoma  contributed  to  57  per  cent 
of  the  deaths  of  the  426  patients,  with  79  per  cent 
of  the  Stage  D patients  dying  of  the  disease.  The 
presence  of  prostatic  carcinoma  could  not  be  cor- 
related with  the  subsequent  diagnosis  of  any  other 
specific  neoplasm. 

There  were  far  more  patients  receiving  the  com- 
bination of  orchiectomy  and  estrogen  in  the  1960 
to  1969  era  than  in  the  previous  decade  whereas 
the  number  of  patients  receiving  only  an  orchiec- 
tomy fell  over  50  per  cent.  Cardiovascular  deaths 
were  similar  in  both  the  estrogen-  and  nonestro- 
gen-treated patients. 

The  mean  survival  age  for  all  patients  in  the  sec- 
ond period  was  2.8  years.  It  was  2.6  years  in  1950 
to  1959.  This  is  not  statistically  significant.  The 
year-by-year  survival  curves  for  the  two  eras 
showed  no  significant  difference  associated  with 
any  of  the  hormonal  treatments  (Figs.  5,  6,  and  7). 
Tumor  stage  was  closely  correlated  with  survival, 


TABLE  XX.  Cause  of  death  from  patients  whose 
prostatic  carcinoma  was  diagnosed  at  autopsy 


Decade 

Cause  of  Death 

1950  to  1959 
Number 
(Per  Cent) 

1960  to  1969 
Number 
(Per  Cent) 

Prostatic  carcinoma 
Other  neoplasms 
Cardiovascular 
Other, 

mainly  respiratory 

25  (44.6) 
17 (30.4) 
5 (8.9) 

8 (14.3) 

4 (5.4) 
55  (74.4) 
6(8.1) 

9 (12.1) 

Totals 

55  (98.2)* 

74 (100) 

* 1950  to  1959  reported  1.8  per  cent  unknown. 


while  no  such  result  held  for  the  primary  tumor 
grade.  However,  the  probability  of  progressing  to 
Stage  D was  found  to  be  less  for  the  patients  with 
well-differentiated  primary  tumors. 

Of  the  74  patients  whose  prostatic  carcinoma 
was  only  diagnosed  at  autopsy,  79.7  per  cent  were 
in  Stages  A and  B in  the  1960  to  1969  period  com- 
pared with  30.4  per  cent  in  these  stages  in  1950  to 
1959.  Only  5.4  per  cent  of  these  patients  died  of 
prostatic  carcinoma  compared  with  44.6  per  cent 
in  the  earlier  decade. 

The  conclusion  reached  from  the  survival  data 
indicated  that  under  hormonal  therapy  patient 
survival  did  not  differ  significantly  in  the  second 
ten-year  period  compared  with  the  1950  to  1959 
era.  In  the  1960  to  1969  period  there  were  fewer 
patients  whose  autopsy  revealed  Stage  C or  D 
prostatic  carcinoma  than  there  were  in  the  years 
1950  to  1959.  This  implies  an  earlier  diagnosis  of 
the  disease  in  the  second  decade.  Serum  acid 
phosphatase  was  a prominent  factor  in  diagnosis 
and  prognosis  of  prostatic  carcinoma  in  these  pa- 
tients. 
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In  Part  II  of  this  review,  which  appeared  in  the 
August  issue  of  the  Journal,  the  author  discussed 
surgical  endeavors  to  rectify  true  aneurysms  sub- 
sequent to  myocardial  infarction.  Part  I,  in  the 
July  issue,  covered  parietal  infarct,  acute  hemo- 
pericardium  without  parietal  rupture,  parietal 
rupture,  and  parietal  pseudoaneurysm. 

The  vascular  resources  of  the  ventricular  sep- 
tum are  so  plentiful  that  it  rarely  ruptures,  al- 
though its  territory  is  often  infringed  on  by  pari- 


etal infarction.  When  necrosis  does  shatter  the 
septum  the  ensuing  hemodynamic  upheavals  ordi- 
narily are  violent.  To  the  kinetic  imbalances  ex- 
cited already  by  the  parietal  infarct  itself  are 
added  the  ones  of  acute  pulmonary  congestion  and 
hypertension.  If,  as  sometimes  happens,  the  sep- 
tal rupture  is  posterior,  the  papillary  mechanism 
may  also  be  thrown  into  disarray,  with  relative  mi- 
tral regurgitation  subtracting  even  more  of  the 
crucial  stroke  volume  which  the  mutilated  heart  is 
barely  able  to  generate.428-429  The  resultant  bi- 
ventricular failure  is  unendurable  for  long. 

Since  the  harmful  effects  of  ventricular  septal 
perforation  have  a mechanical  genesis  and  are  not 
abolished  by  pharmacologic  means,  their  eradica- 
tion through  surgery  has  commanded  mounting 
attention  of  late. 

Ventricular  septal  perforation 

8,9,11,18,24,25,30,32,37,38,49-51,54,55,59,60,62,63,66,75,79,80, 

83,89-92,98,101,103,105-109,112,113,120-123,125,128,131,132,135, 

138,140,150,153-155,162,164,167,171,174-178,185,191,193-195,198, 

199,206,209,211,212,214,215,222,227-229,233,234,236,243-247,250, 

253-255,267,268,275-277,284,292,298,301,303,304,312,314,317,322, 

323,325,328,336,341-345,348-351,354,360,363-366,369,370,373,374, 

390,394,396,398,408,409,428,433-435,437-441,448,450,452,454,456, 

457,465-472,477,481,482,486,490,491,493,494,497,501,503,507,512, 

513,514 

Data.  From  the  years  1957  through  1973  there 
were  285  patients  treated  surgically  for  postinfarc- 
tion ventricular  septal  perforation.  Almost  two 
thirds  of  the  operations  took  place  between  the 
years  1971  through  1973  (Figs.  7 and  8).  A few 
others  were  done  for  post-traumatic  myocardial 
infarction  accompanied  by  septal  perforation,  but 
since  these  were  mostly  on  younger  persons  with- 


REPAIR  WITHOUT  PARIETAL  RESECTION 


YEAR  1957  1959  1961 1962  1963  1964 

1965  1966  1967  1968  B69  1970  1971 1972  1973 

TOTAL 

Closed  technic:  direct  suture  1 1 

Right  otriotomy:  direct  suture 

1 

2 

1 

Right  ventriculotomy : direct  suture  1 4 1 

1 3 16  2 2 

2 

23 

R.  ventriculot. : direct  sut.;  coronary  bypass 

1 

1 

R.  ventriculot. : direct  sut.;  inforct  plication 

1 

1 

R.  ventriculot.:  direct  sut.;  mitral  valve  replcmt. 

1 

1 

R.  ventriculot.:  patch  closure  12  2 3 

2 4 1 4 17  5 II  9 

61 

R-  ventriculot.:  patch;  coronary  bypass 

3 

3 

R.  ventriculot. : patch;  infarct  plication 

1 1 

2 

R.  ventriculot.:  patch;  oneurysm  plication 

1 

1 

R ventriculot.:  patch;  mitral  annuloplasty 

1 

1 

Left  ventriculotomy:  direct  suture  1 

1 1 

5 

8 

L.  ventriculot.: direct  sut.;  aneurysm  plication 

1 

1 

L.  ventriculot. : patch  closure 

1 2 7 

14 

24 

Biventriculotomy:  direct  suture 

1 

1 

Biventriculot.:  direct  sut.;  aneurysm  plication 

1 

1 

Biventriculot. : patch  closure 

1 

1 

TOTAL  14  17  13 

3447  28  91426 

21 

133 

FIGURE  7.  In  three  fourths  of  133  procedures  for  ventricular  septal  perforation  done  without  concomitant  parietal  resec- 
tion, right  ventriculotomy  approach  used. 
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REPAIR  WITH  PARIETAL  RESECTION 


YEAR 

1962  1965  1967  1968  1969  1970  1971  1972  1973 

TOTAL 

Infarctectomyj  direct  suture 

2 

2 

4 

7 

2 

2 

19 

Inforctectomy;  direct  sut.;  coronary  art.  bypass 

2 

2 

Infarctect.;  patch  closure 

3 

3 

1 

3 

5 

22 

15 

52 

Infarctect.;  patch;  coron.  bypass 

1 

2 

3 

Infarctect.;  R.  ventriculotomy;  patch 

1 

1 

Infarctect.;  closure  in  cardiorrhaphy 

3 

3 

12 

5 

23 

Infarctect.;  cardiorrh.  clos. ; coron.  bypass 

1 

5 

6 

Aneurysmectomy;  direct  suture 

1 

2 

1 

9 

2 

2 

18 

Aneurysmect.;  direct  sut.;  coron.  bypass 

2 

2 

Aneurysmect.; direct  sut.;  mitral  valve  replcmt. 

1 

1 

Aneurysmect.;  patch  closure 

3 

2 

1 

4 

4 

1 

15 

Aneurysmect.;  patch;  coronary  bypass 

2 

2 

Aneurysmect.;  closure  in  cardiorrhaphy 

1 

1 

3 

1 

6 

Aneurysmect.;  cardiorrh.  clos.;  coron.  bypass 

1 

1 

2 

TOTAL 

2 

3 

8 

10 

II 

33 

44 

40 

152 

FIGURE  8.  More  than  one  half  of  285  operations  for  ventricular  septal  rupture  featured  parietal  resection,  most  often  in- 
farctectomy. 


out  significant  coronary  atherosclerosis  their  cases 
are  not  included  in  this  review. 

The  patients’  ages  ranged  from  thirty-nine  to 
seventy-six  years:  0.4  per  cent  were  under  forty 
years,  13  per  cent  were  from  forty-one  to  fifty 
years,  44.6  per  cent  were  from  fifty-one  to  sixty 
years,  34.7  per  cent  were  from  sixty-one  to  seventy 
years,  and  7.4  per  cent  were  over  seventy-one 
years.  Men  outnumbered  women  fourfold. 

A history  of  angina  pectoris  prior  to  the  infarc- 
tion incident  was  obtained  from  about  37  per  cent 
of  the  patients,  less  than  one  fourth  of  whom  had 
graphic  evidence  of  previous  myocardial  infarcts. 
Septal  rupture  was  estimated  to  have  occurred 
during  the  first  week  after  infarction  in  75.7  per 
cent,  during  the  second  week  in  14.8  per  cent,  dur- 
ing the  third  week  in  5.6  per  cent,  and  beyond  that 
date  in  the  rest. 

The  time  of  surgical  intervention  after  myocar- 
dial infarction  ranged  from  one  day  to  eight  years 
(Fig.  9).  It  was  during  the  first  week  for  21.8  per 
cent  of  the  series,  the  first  two  weeks  for  34.8  per 
cent,  the  first  month  for  47.4  per  cent,  the  first  two 
months  for  63.1  per  cent,  and  the  first  trimester 
for  75.7  per  cent.  No  case  was  reported  to  have 
been  done  within  twenty  hours  from  infarction. 
Seventy-nine  of  the  99  operations  performed  dur- 
ing the  first  fortnight  after  infarction  took  place 
from  the  years  1971  through  1973. 

Surgery  was  undertaken  during  the  first  week 
after  septal  rupture  in  24.6  per  cent  of  the  cases. 
In  less  than  one  tenth  of  those  was  it  done  within 
twenty-four  hours  of  perforation. 

Operation  was  emergent  for  87  per  cent  of  pa- 
tients, practically  all  of  whom  had  been  felled  by 


infarction  less  than  three  months  before.  Fewer 
than  4 per  cent  received  mechanical  circulatory  as- 
sistance interim  to  surgery  or  after  it. 

Profound  congestive  failure,  sometimes  left  ven- 
tricular but  more  often  biventricular,  was  present 
in  96  per  cent  of  the  cases.  It  constituted  the  cla- 
mant indication  for  surgery.  Shock  was  present  in 
approximately  55  per  cent,  ventricular  tachydys- 
rhythmia  in  1.5  per  cent,  and  pulmonary  embolism 
in  0.8  per  cent.  Bundle  branch  block  was  record- 
ed in  many  patients,  but  complete  atrioventricular 
dissociation  was  very  rare.  In  some  cases  where 
preoperative  laboratory  investigations  were  omit- 
ted the  condition  was  misdiagnosed  clinically  to  be 
mitral  regurgitation.171,256,366  Information  was 
not  supplied  about  clinical  signs  suggestive  of 
coexisting  tricuspid  insufficiency,  although  de- 
scriptions of  some  of  the  perforations  made  it  ap- 
pear that  these  must  have  been  juxtaposed  to  the 
moderator  band  and  tricuspid  ring. 

Preoperative  hemodynamic  evaluation,  by  ei- 
ther formal  cardiac  catheterization  or  bedside 
monitoring  of  the  right  side  of  the  heart  with  a 
floating  balloon-tipped  catheter,  was  performed  in 
four  fifths  of  the  cases.  Phonography  sometimes 
was  a coincidental  study.  There  was  much  incon- 
sistency in  the  types  of  data  registered,  calculated, 
and  reported.  Those  cited  most  often  were  the 
pulmonary  artery  pressure  and  the  Qp/Qs  (ratio  of 
pulmonary  to  systemic  flow).  Systolic  pulmonary 
artery  pressures  ranged  between  15  and  132  mm. 
Hg:  from  15  to  30  in  0.4  per  cent;  from  31  to  50  in 
30  per  cent;  from  51  to  70  in  37.5  per  cent;  from  71 
to  90  in  29.2  per  cent;  and  above  91  in  the  rest. 
The  Qp/Qs  ranged  between  1.5  and  6.7:  from  1.5  to 
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FIGURE  9.  Majority  of  procedures  for  ventricular  septal  rupture  done  within  first  fortnight  after  myocardial  infarction. 
Early  mortality  rate  highest  during  same  period. 


2 in  18.3  per  cent;  from  2.1  to  3 in  43.3  per  cent; 
from  3.1  to  4 in  20.5  per  cent;  from  4.1  to  5 in  11.6 
per  cent;  and  above  5.1  in  6.3  per  cent. 

A few  of  the  survivors  were  submitted  to  postop- 
erative gasometric,  dye  dilution,  or  other  catheter- 
ization tests.  In  most  instances  these  were  pur- 
sued to  confirm  clinical  suspicions  of  persistent 
shunt,  but  in  others  they  chronicled  hemodynamic 
betterment  after  surgery. 

Preoperative  cineangiography  was  done  infre- 
quently— not  out  of  choice,  but  because  the  pa- 
tients were  considered  to  be  too  critically  ill  to  tol- 
erate that  investigation.373’437’512  On  some  occa- 
sions it  was  carried  out  under  the  shield  of  me- 
chanical circulatory  assistance.59,61,191’368’514  Ex- 
ceptionally, the  septal  perforation  was  demon- 
strated by  the  injection  of  contrast  material  into 
the  main  pulmonary  artery  in  the  course  of  cathe- 
terization of  the  right  side  of  the  heart.177,437  Al- 
though angiography  served  to  eliminate  the  possi- 
bility of  mitral  regurgitation,  to  verify  the  pres- 
ence of  an  interventricular  communication,  and  to 
observe  parietal  kinetics,  it  was  not  helpful  for  de- 
fining the  exact  location,  size,  or  form  of  the  septal 
rapture,  and  often  it  failed  to  outline  a rudimenta- 
ry aneurysm.1"  On  the  basis  of  angiographic  de- 
tails of  the  status  of  the  coronary  tree  and  ventric- 
ular wall  motion  some  patients  were  excluded  alto- 
gether from  surgery.61  Others  had  the  perforation 
closed  without  concomitant  myocardial  revascu- 
larization because  coronary  bypass  was  judged  to 
be  unfeasible.167,512 

There  were  no  electrocardiographic  hallmarks 
distinctive  to  septal  rupture  alone.  In  only  three 


fifths  of  the  cases  did  the  topography  of  the  infarct 
delineated  by  electrocardiographic  criteria  point 
to  the  seat  of  the  rupture  in  the  septum.  There 
was  no  correspondence  in  the  remainder,  anterior 
perforations  occurring  with  diaphragmatic  in- 
farcts, and  sometimes  vice  versa.  Selective  infarc- 
tion of  the  septum  without  involvement  of  the  free 
wall  of  the  ventricle  was  absent. 

The  ventricular  perforation  was  located  forward 
or  at  the  apex  in  64.4  per  cent,  posterior  or  central 
in  30  per  cent,  and  superior  in  the  rest.  Multiple 
lacunae  were  seen  in  4 per  cent.  The  surface  area 
of  the  perforations  measured,  in  decreasing  order 
of  frequency:  between  3 and  4 cm.2;  between  2 

and  3 cm.2;  between  1 and  2 cm.2;  between  8 and  9 
cm.2;  and  last  between  5 and  6 cm.2. 

Surgery  was  conducted  with  the  aid  of  extracor- 
poreal circulation  in  all  but  2 instances.409,448  A 
wide  variety  of  procedures  was  practiced  (Figs.  7 
and  8).  They  may  be  subdivided  on  the  basis  of: 
(1)  whether  closure  of  the  septal  tear  was  allied 
with  excision  of  the  parietal  infarct  or  an  aneu- 
rysm; (2)  the  avenue  chosen  for  exposing  the  per- 
foration; and  (3)  the  mode  of  repair. 

One  hundred  and  thirty-three  operations,  46.7 
per  cent  of  the  series,  were  without  concomitant 
parietal  resection  (Fig.  7).  One  hundred  and  five 
in  that  class,  78.9  per  cent  of  the  group  or  36.8  per 
cent  of  the  series,  were  done  from  the  years  1968 
through  1973.  During  the  same  years  146  of  the 
152  procedures  were  done  featuring  parietal  resec- 
tion, 96  per  cent  of  that  group  or  51.2  per  cent  of 
the  series  (Fig.  8). 

The  perforation  was  approached  via  a right  ven- 
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FIGURE  10.  Survival  following  surgery  for  ventricular  septal  perforation.  Some  persons  with  residual  shunts  reoperated 
on;  others  reported  to  be  alive  a few  years  after  primary  procedure. 


triculotomy  in  94  cases,  via  a right  atriotomy  once, 
without  cardiotomy  twice,  and  via  left  or  biventri- 
culotomy in  the  rest. 

Closure  was  by  direct  suture  in  82  cases,  with  a 
prosthetic  patch  in  166,  and  by  sandwiching  the 
septal  remnant  in  the  cardiorrhaphy  in  the  other 
37. 

Mitral  valve  replacement  or  plication  was  done 
in  a few  instances  where  the  posteromedial  papil- 
lary trunk  was  infarcted.54,59’61’314’351,396  Among 
those  cases  in  which  right  ventriculotomy  was  used 
to  expose  the  septal  perforation  a tricuspid  papil- 
lary muscle  was  temporarily  dismantled  and  then 
reattached  in  1 patient,246  and  trabeculae  carneae 
were  excised  in  a couple  of  others9;  no  harm  re- 
sulted from  these  maneuvers.  On  no  occasion  was 
either  papillary  muscle  or  chordal  rupture  encoun- 
tered in  conjunction  with  septal  perforation. 

Myocardial  revascularization  featured  in  22  op- 
erations, or  only  7.7  per  cent  of  the  series.32’50’51’61’ 

79,107,112,173,211,212,304,368,469,472,477,481,514 

The  overall  mortality  rate  was  44.2  per  cent. 
One  hundred  and  seven  persons  died  either  at  op- 
eration or  within  the  first  month,  an  early  mortali- 
ty rate  of  37.5  per  cent  (Fig.  9).  The  peak  inci- 
dence was  in  those  who  had  surgery  within  the 
first  fortnight  after  infarction.  Some  of  the  opera- 
tive deaths  were  due  to  crumbling,  literally,  of 
the  myocardium  while  it  was  being  su- 
tured.54’125,215’246’314’351,439’441  Most  of  the  48 
postoperative  inhospital  deaths  took  place  less 
than  ten  days  after  surgery.  They  followed  myo- 
cardial infarction,  brain  damage,  low  cardiac  out- 


put syndrome,  hemorrhage,  cerebral  or  pulmonary 
embolism,  ventricular  tachydysrhythmia,  sepsis, 
renal  or  respiratory  insufficiency,  and  in  1 in- 
stance, tracheoesophageal  fistula  after  tracheos- 
tomy.227-230 Disruption  of  the  attempted  septal 
repair  specifically  was  blamed  as  having  led  to  18 
deaths,  or  16.8  per  cent  of  the  earlv  fatali- 

^g  54,61,125,128,177,199,215,234,243,246,314,351,409,448,471 

Of  the  178  people  who  left  the  hospital,  19  died 
subsequently,  a late  mortality  rate  of  6.7  per  cent 
(Figs.  9 and  10).  Five  of  the  deaths  were  unre- 
lated— 1 each  from  pancreatitis,  infectious  hepati- 
tis, and  gastrointestinal  bleeding,  and  2 from 
cholecystitis  with  cholangitis.  The  others  were 
from  congestive  heart  failure  and/or  iterative  myo- 
cardial infarction.  Nine  of  them  were  in  individu- 
als with  known  residual  transseptal  communica- 
tions, and  2 of  these  died  from  infarction  after 
being  reoperated  on  three  and  seven  months  fol- 
lowing the  initial  procedure.66,261’374  Autopsy  of 
some  of  the  other  patients  who  died  from  conges- 
tive heart  failure  or  from  myocardial  infarction 
months  after  operation  disclosed  ventricular  aneu- 
rysms and/or  generalized  coronary  atherosclero- 

sis  49,66,171,236,247,350,374 

Survival  in  the  remaining  159  patients  was  re- 
ported from  two  months  to  eight  years,  the  majori- 
ty between  nine  months  and  two  years  (Fig.  10). 
Over  two  thirds  were  said  to  be  entirely  asymp- 
tomatic. About  15  per  cent  experienced  angina 
pectoris  or  congestive  heart  failure  controlled  by 
medication,  and  a few  of  them  suffered  nonfatal 
myocardial  infarction  anew.  An  occasional  pa- 
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tient  underwent  further  surgery,  usually  aneurys- 
mectomy or  coronary  bypass,  to  cope  with  mani- 
festations of  myocardial  ischemia. 79,80,21 1,212,513  A 
couple  of  patients  required  placement  of  a perma- 
nent cardiac  pacemaker.128,513 

Thirty-four  survivors  displayed  persistence  or 
recurrence  of  a transseptal  shunt.  Seven  were  re- 
operated on,  and  successful  repair  was  effected  in 
6 of  them,  but  2 of  these  died  later  of  myocar- 
dial infarction  66,106,138,141, 150,211,212, 268, 275, 277,366,368, 

3,4,4.0,513,514  The  seventh  one,  as  well  as  25 
others,  remained  with  minor  leaks  which  were 
deemed  to  be  clinically  insignificant  or  the  conse- 
quences of  which  were  subdued  with  appropri- 
ate medication  9.55,59, 61,66,83,89, 101, 105, 109,194,198, 199, 
209,222,243,244,301,336,354,360,372,373,394,450,452,471,481,491 

In  the  last  2 the  small  lingering  communications 
became  obliterated  spontaneously  three  and  elev- 
en months  after  surgery.121-123,243 

To  recapitulate,  61  of  the  original  285  patients 
had  imperfect  repair  of  septal  perforations,  18 
died  early  and  7 died  late  directly  because  of  this, 
and  2 died  a few  months  after  corrective  reopera- 
tion. Residual  defects  were  mended  in  6 patients 
and  closed  spontaneously  in  2 others.  Twenty-six 
patients  were  left  with  persistent  shunts  of  varying 
caliber. 

Analysis  and  comment.  Age  and  gender. 
The  age  ranges  of  the  population  who  incurred 
septal  rupture  were  the  same  as  those  for  myocar- 
dial infarction  uncomplicated  by  rupture.  With 
rare  exceptions  the  patients’  age  or  gender  were 
not  decisive  in  determining  operability.61,317 

Several  of  the  most  spectacular  surgical  salvages 
concerned  elderly  people.79,80,105,112,150,199,354,465, 
501,507  However,  the  overall  mortality  rate  of  the 
age  groups  under  sixty  years  was  41.2  per  cent, 
whereas  that  of  those  over  sixty  years  was  48.3  per 
cent.  The  overall  mortality  rate  of  men  was  42 
per  cent,  whereas  that  of  women  was  53.4  per  cent, 
but  this  discrepancy  may  be  accounted  for  partly 
by  61.2  per  cent  of  the  women  having  been  over 
sixty  years  old. 

Background  of  cardiovascular  disease.  Seldom 
was  anamnesis  of  angina  pectoris  or  of  other  myo- 
cardial infarcts  elicited  antedating  the  one  caus- 
ative of  septal  perforation.  Also,  mention  rarely 
was  made  about  prior  arterial  hypertension.  That 
rupture  of  the  septum  may  occur  with  a first  in- 
farction event  and  in  the  absence  of  systemic  hy- 
pertension has  been  learned  from  necropsy  sur- 
veys, and  seemed  to  apply  to  numerous  patients  in 
this  series. 

The  condition  of  most  patients  was  considered 
to  be  too  alarming  to  allow  for  preoperative  coro- 
narteriography.  Strangely,  just  a small  proportion 
of  the  survivors  had  the  examination  postopera- 
tively  either.  Since  sclerotic  coronary  vessels  were 
often  encountered  at  surgery  or  postmortem,  and 
the  majority  of  late  deaths  were  from  myocardial 
infarction,  it  would  appear  justified  to  contem- 


plate arteriographic  scrutiny  as  a precautionary 
addendum  to  other  forms  of  postoperative  assess- 
ment. 

Hemodynamic  factors.  Calculations  derived 
from  available  hemodynamic  particulars  may  not 
be  extrapolatable  to  the  entire  series,  since  cardiac 
catheterization  was  not  done  routinely  before  sur- 
gery and  the  types  of  data  provided  were  not  ho- 
mogeneous. The  ones  quoted  most  often  were 
pulmonary  artery  pressure  and  the  Qp/Qs.  Pul- 
monary arterial  resistance,  which  would  be  espe- 
cially meaningful  for  appraising  shunt  gradients  in 
terms  of  perforation  sizes,  was  rarely  mentioned. 

The  quantity  of  shunted  blood  was  not  related 
to  whether  or  not  perforations  were  situated  at  the 
top,  bottom,  center,  front,  or  back  sectors  of  the 
septum.  Generally,  the  magnitude  of  the  shunt 
was  reciprocal  to  the  size  of  the  rupture,  but  nei- 
ther correlated  directly  with  the  clinical  severity  of 
heart  failure. 

The  plane  of  pulmonary  hypertension  bore  no 
constant  relationship  to  operative  risk.  The  mor- 
tality rate  was  almost  uniform,  38  per  cent  aver- 
age, for  all  gradations  of  pulmonary  systolic  pres- 
sures ranging  between  31  and  90  mm.  Hg,  and  pre- 
dictably vaulted  for  pressures  above  90  mm.  Hg. 
It  was  by  no  means  trivial,  however,  for  pressures 
below  31  mm.  Hg. 

The  ratio  of  Qp  to  Qs,  a more  faithful  index  of 
the  magnitude  of  the  shunt,  also  proved  to  be  a 
better  determinant  of  surgical  risk.  It  reflected 
the  latter  almost  exponentially,  from  a mortality 
rate  of  28.2  per  cent  for  ratios  less  than  2:1  to  one 
of  66.7  per  cent  for  ratios  surpassing  5:1.  There 
were  survivors,  however,  among  those  patients 
with  the  most  torrential  shunts. 

It  is  of  interest  that  postoperative  cardiac  cathe- 
terization of  some  of  the  survivors  who  had  persis- 
tent shunts  but  no  clinical  sequels  necessitating 
reoperation  revealed  neither  pulmonary  artery 
pressures  exceeding  35  mm.  Hg  nor  Qp/Qs  values 
exceeding  2.2.  Just  2 cases  were  vouched  for  of 
minuscule  shunts  having  closed  spontaneously  at 
three  and  eleven  months  after  surgery.120-122,243 
Catheterization  of  survivors  without  residual 
shunts  or  clinical  troubles  usually,  but  not  always, 
showed  restoration  of  hemodynamic  indices  to 
near-normal  levels.366,512  Unfortunately,  hardly 
any  hemodynamic  determinations  were  made  on 
survivors  who,  albeit  with  satisfactory  septal  re- 
pairs, stayed  in  heart  failure. 

Preoperative  left  ventricular  end-diastolic  pres- 
sures ranging  between  3 and  26  mm.  Hg  were 
cited.  Neither  low  nor  high  readings  alone  pres- 
aged surgical  successes  or  insuccesses,  respectively. 
However,  since  among  the  persons  who  did  not 
fare  badly  were  some  with  measured  large  shunts 
but  low  ventricular  end-diastolic  pressures,  while 
death  overtook  others  with  minute  shunts  but  ele- 
vated end-diastolic  pressures,  one  may  reasonably 
postulate  that  it  was  an  adequate  amount  of 
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healthy  ventricle  more  than  anything  else  which 
was  paramount  for  survival.  The  quantity  of  the 
shunt  is  not  a measurement  which  can  be  depend- 
ed on  alone  as  a guide  of  what  is  happening  to  the 
heart,  and  may  indeed  be  misleading  when  a low 
cardiac  output  and  high  total  pulmonary  artery  re- 
sistance conspire  to  make  the  shunt  seem  minor. 

Dispensing  with  extremes,  however,  the  infor- 
mation at  hand  justifies  enunciating  an  axiom: 
shock  in  a patient  with  an  apparently  small  shunt 
suggests  that  it  is  parietal  malfunction  rather  than 
the  septal  perforation  which  is  the  dominant  agen- 
cy causing  the  cardiovascular  collapse.  This  sit- 
uation not  only  requires  urgent  remedy  but  man- 
dates that  surgical  attention  be  paid  equally,  if  not 
more,  to  the  infarct  as  to  the  perforation.  Con- 
versely, someone  with  a large  shunt  who  manifests 
congestive  failure  but  not  overt  shock  can  be  ex- 
pected to  rally  dramatically  once  the  shunt  is  sup- 
pressed. 

Anatomy  of  perforations.  There  was  a notable 
difference  in  mortality  rates  according  to  the  loca- 
tion of  perforations:  38.4  per  cent  with  those  at 
the  anterior  or  apical  sectors  of  the  septum,  and 
49.2  per  cent  with  those  situated  central  or  poste- 
rior. Most,  but  not  every  one,  of  the  latter  were 
associated  with  diaphragmatic  or  posteroseptal 
parietal  infarcts  or  aneurysms. 

The  dimensions  of  ruptures  cited  by  practically 
all  authors  were  based  on  visual  estimates  rather 
than  on  actual  measurements,  and  therefore  must 
be  considered  gross  approximations.  This  reser- 
vation notwithstanding,  the  mortality  rates  corre- 
lated fairly  well  with  the  surface  area  of  perfora- 
tions: 30  per  cent  for  those  less  than  1 cm.2;  33.3 
per  cent  for  those  between  1 and  5 cm.2;  43.7  per 
cent  for  those  between  5 and  10  cm.2;  50  per  cent 
for  those  between  10  and  15  cm.2;  and  40  per  cent 
for  those  exceeding  15  cm.2.  The  last-mentioned 
were  mostly  dilacerations  of  the  front  of  the  sep- 
tum by  infarcts  straddling  both  ventricles  and 
were  managed  by  intercalating  the  septal  remnant 
between  the  circumcised  ends  of  the  ventricles. 

Virtually  all  perforations  operated  on  within  the 
first  month  after  infarction  had  stellate,  ragged 
margins  of  pulpy  texture,  whereas  those  which 
were  tackled  later  conformed  more  to  circular  or 
ovoid  “punched-out”  craters  with  fairly  well  indu- 
rated sloping  edges.  Perforations  described  as 
multiple  were  encountered  mainly  in  cases  oper- 
ated on  early  and  in  whom  the  right  ventriculot- 
omy approach  was  used.  Most  probably  these 
were  in  fact  single  orifices  latticed  by  tattered 
bridges  of  vestigial  myocardium  which  gave  them 
their  punctate  appearance.106’428  Some  cases  of 
reoperation  for  residual  shunts  were  for  instances 

in  which  multiple  fissures  were  found  original- 
ly 138,268,366 

Fresh  perforations  often  had  particles  of  clot 
clinging  to  them  or  to  the  infarct;  but,  strangely, 
older  perforations  seemed  to  be  immune  from  en- 


docavitary  thrombus.174,503  Pulmonary  or  cere- 
bral embolism  occurred,  however,  with  both  fresh 

and  old  perforations.108,112,150,185,199,268,304,322,323, 

360,471 

Interval  between  myocardial  infarction  and 
septal  rupture.  The  discovery  of  perforation  was 
made,  in  the  main,  by  perception  of  an  hallmark 
holosystolic  murtnur  and  thrill  in  the  wake  of 
abrupt  clinical  deterioration.  This  was  usually 
heralded  by  renewed  chest  pain,  dyspnea,  rhythm 
aberrations,  and  cardiovascular  collapse,  singly  or 
jointly.  Timing  of  the  span  between  rupture  and 
infarction  was  gauged  with  varying  accuracy. 

The  mortality  rate  of  operated  patients  whose 
septal  ruptures  were  estimated  to  have  occurred 
during  the  first  week  after  infarction  was  highest, 
45.6  per  cent,  and  that  of  persons  whose  ruptures 
took  place  in  each  of  the  consecutive  weeks  re- 
mained essentially  unchanged  at  approximately  35 
per  cent. 

Interval  between  myocardial  infarction  and 
surgery.  The  mortality  rates  closely  paralleled 
the  relative  proximity  of  surgery  to  the  onset  of 
myocardial  infarction  (Fig.  9).  They  were,  accord- 
ing to  temporal  subsets:  first  week,  62  patients, 

71  per  cent  early,  72.6  per  cent  combined  early  and 
late;  second  week,  37  patients,  59.5  per  cent  early, 
62.2  per  cent  combined;  third  week,  14  patients,  50 
per  cent  early  and  combined;  fourth  week,  22  pa- 
tients, 40.9  per  cent  early  and  combined;  second 
month,  44  patients,  31.2  per  cent  early,  43.2  per 
cent  combined;  third  month,  36  patients,  11.1  per 
cent  early,  16.7  per  cent  combined;  fourth  month 
to  six  months,  43  patients,  9.3  per  cent  early,  27.9 
per  cent  combined;  and  seventh  month  to  one 
year,  19  patients,  10.5  per  cent  early,  15.8  per  cent 
combined.  The  corresponding  cumulated  mortal- 
ity figures  are:  first  week,  62  patients,  71  per  cent 
early,  72.6  per  cent  combined;  first  fortnight,  99 
patients,  66.7  per  cent  early,  68.7  per  cent  com- 
bined; first  month,  135  patients,  60.7  per  cent 
early,  62.2  per  cent  combined;  first  two  months, 
179  patients,  53.6  per  cent  early,  57.5  per  cent 
combined;  first  three  months,  215  patients,  46.5 
per  cent  early,  50.7  per  cent  combined. 

Comparisons  of  these  figures  with  those  relevant 
to  fatalities  after  parietal  infarctectomy  alone  dis- 
closes them  to  be  significantly  higher.  The  infer- 
ence is  that,  predictably,  the  risk  is  greater  for  sur- 
gery on  septal  perforation  concurrent  with  a nas- 
cent infarct  than  it  is  for  that  on  the  parietal  in- 
farct alone. 

The  cumulated  early  mortality  rate  was  10  per 
cent  for  the  70  patients  in  the  series  whose  septal 
ruptures  were  repaired  beyond  three  months  from 
the  inception  of  myocardial  infarction.  This  fig- 
ure actually  is  lower  than  the  mortality  rate  for  pa- 
rietal aneurysmectomy  alone.  The  reason  for  that 
discordance  is  unclear.  Various  writers  have  con- 
jectured that  in  some  persons  with  either  an  in- 
farct or  aneurysm  and  septal  rupture,  the  perfora- 
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tion  acts  as  a sink  which  opposes  the  buildup  of 
excessive  pressure  in  the  left  ventricle  by  transfer- 
ring a fraction  of  the  volume  overload  to  the  right 
ventricle.  If  that  proposition  has  any  validity  it 
would  imply  the  establishment  of  a delicate  hemo- 
dynamic adjustment  between  the  2 lesions  and 
dictate  that  infarctectomy  or  aneurysmectomy  be 
made  a requisite  adjunct  of  septal  repair  so  as  to 
avoid  throwing  that  equilibrium  out  of  kilter.212-441 

Forty-four,  or  72.1  per  cent,  of  the  61  cases  in 
which  the  septal  tear  could  not  be  closed  well  ini- 
tially or  broke  down  after  operation  were  in  pa- 
tients who  had  surgery  in  the  first  trimester  after 
acute  infarction.  Twenty-four  of  these  44  died,  a 
54.5  per  cent  mortality  rate,  compared  with  3 out 
of  17,  a 17.6  per  cent  mortality  rate,  in  those  oper- 
ated on  after  three  months  whose  perforations 
were  incompletely  fixed  or  dehisced  later  on. 

Interval  between  septal  rupture  and  surgery. 
There  was  a fairly  consistent  parallelism  between 
the  mortality  rate  and  the  time  from  rupture  to 
operation:  first  week,  61.6  per  cent;  second  week, 

47.4  per  cent;  third  week,  50  per  cent;  fourth  week, 

52.5  per  cent;  second  month,  32.4  per  cent;  third 

month,  28.6  per  cent;  from  fourth  through  sixth 
months,  30  per  cent;  and  from  seventh  month  to 
one  year,  12.5  per  cent.  The  corresponding  cumu- 
lated figures  are:  first  week,  61.6  per  cent;  first 

fortnight,  65.3  per  cent;  first  two  months,  58.2  per 
cent;  first  three  months,  54.4  per  cent;  and  so 
forth. 

It  is  to  be  noticed  that  these  numbers  resemble 
the  mortality  rates  calculated  according  to  inter- 
vals between  myocardial  infarction  and  surgery, 
with  a “constant”  of  one  week  added  to  these  peri- 
ods. For  example,  the  mortality  rate  of  59.5  per 
cent  at  the  second  week  between  infarction  and 
surgery  approximates  that  of  61.6  per  cent  at  the 
first  week  between  rupture  and  surgery;  the  mor- 
tality rate  of  50  per  cent  at  the  third  week  between 
infarction  and  surgery  approximates  that  of  47.4 
per  cent  at  the  second  week  between  rupture  and 
surgery;  and  so  forth.  A plausible  interpretation 
for  this  chronologic  pattern  is  that  three  fourths  of 
the  patients  had  developed  rupture  a few  days 
after  the  acute  infarction  event  and  that  the  ma- 
jority of  them  did  not  undergo  operation  until  a 
few  days  more,  adding  to  roughly  a one-week  dif- 
ference. 

Technical  considerations.  Certain  technical 
manipulations  greatly  influenced  the  outcome  of 
surgery.  Specifically,  they  had  to  do  with:  (1)  the 
exercise  or  omission  of  concomitant  parietal  resec- 
tion; (2)  the  avenue  chosen  for  approaching  the 
perforation;  and  (3)  whether  the  lesion  was  closed 
by  direct  suture,  a prosthetic  patch,  or  inside  the 
cardiorrhaphy. 

In  the  category  of  133  septal  repairs  unaccompa- 
nied by  infarctectomy  or  aneurysmectomy  there 
were  68  deaths,  a mortality  rate  of  51.1  per  cent, 
whereas  in  the  152  accompanied  by  parietal  resec- 


tion there  were  58  deaths,  a mortality  rate  of  38.2 
per  cent.  Of  the  133  repairs  without  parietal  re- 
section the  rupture  was  exposed  on  94  occasions 
through  a right  ventriculotomy  and  once  through  a 
right  atriotomy.  Twice  it  was  closed  transmurally 
by  palpation.  The  mortality  rate  for  this  group  of 
97  patients  was  62.9  per  cent.  In  contrast,  the 
mortality  rate  was  34.6  per  cent  for  the  remaining 
188  patients.  In  36  of  these  access  to  the  perfora- 
tion was  via  either  a left  ventriculotomy,  dual  ven- 
triculotomy, or  incised  infarct  or  aneurysm,  but 
without  amputation  of  the  latter.  In  the  other  152 
patients  the  perforation  was  reached  conveniently 
through  the  portals  created  by  infarctectomy  or 
aneurysmectomy. 

As  was  mentioned  already,  in  61  instances  the 
septal  repair  could  not  be  effectuated  perfectly  at 
the  outset  or  came  apart  later,  resulting  in  the  de- 
mise of  27  subjects.  Thirty-four  of  these  cases,  or 
55.7  per  cent  of  the  lot,  were  in  the  133  cases  with- 
out parietal  resection,  constituting  25.6  per  cent 
repair  failures  for  that  category.  Thirty-one  of 
the  34  were  in  the  97  procedures  performed 
through  a right  ventriculotomy,  right  atriotomy,  or 
closed  technique,  a 32  per  cent  failure  rate  for  that 
subset.  The  other  27  unsatisfactory  repairs  repre- 
sent 14.4  per  cent  failures  for  the  188  procedures 
done  by  other  cardiotomy  routes,  and  16.4  per  cent 
failures  for  the  152  procedures  of  repair  plus  pari- 
etal resection. 

The  overall  mortality  rate  was  49.9  per  cent  for 
the  34  failed  repairs  without  concomitant  parietal 
resection  and  44  per  cent  for  the  27  failed  repairs 
that  had  had  companion  resection.  The  long-term 
survivors  with  auscultatory  or  catheterization  evi- 
dence of  lingering  shunt  numbered  equally  from 
the  groups  with  or  without  parietal  resection. 

The  actual  technique  of  repair  also  influenced 
the  outcome  within  broad  temporal  settings.  For 
lesions  operated  on  within  three  months  of  the 
onset  of  infarction  the  mortality  rate  averaged  50 
per  cent  irrespective  of  whether  the  parietal  in- 
farct was  resected  or  whether  repair  of  the  perfora- 
tion was  by  direct  suture  or  patch.  The  lowest 
mortality  rate,  38.4  per  cent,  was  related  to  infarc- 
tectomy with  incorporation  of  the  septal  remnant 
into  the  ventriculorrhaphy  or  rebuilding  of  the 
parietoseptal  dihedron  with  a single  prosthesis. 
These  methods  were,  for  anatomic  reasons,  safely 
applicable  just  to  perforations  at  the  apex  or  ven- 
tralmost  sectors  of  the  septum. 

Regarding  ruptures  with  coexistent  mature  pari- 
etal scars,  the  peak  mortality  rate,  42.9  per  cent, 
was  when  perforations  were  sutured  directly  with- 
out concomitant  aneurysmectomy.  The  mortality 
rate  was  about  20  per  cent  when  either  direct  su- 
ture or  patch  closure  of  the  perforation  was  com- 
bined with  aneurysmectomy. 

For  several  years  the  exposure  of  postinfarction 
septal  tears  was  via  a right  ventriculotomy.  This 
route  was  employed  out  of  habit  because  it  is  the 
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standard  one  for  correction  of  congenital  ventricu- 
lar septal  defects  and  also  because  the  convention- 
al median  sternotomy  put  the  right  ventricle  im- 
mediately under  hand  without  a need  to  dislocate 
the  heart.  By  no  mere  coincidence  this  approach 
was  prevalent  before  the  infarctectomy  era  start- 
ed. Of  the  94  operations  in  the  presently  reviewed 
series  involving  right  ventriculotomy,  57  of  them, 
or  60.6  per  cent,  were  done  prior  to  the  year  1970. 
Although  ectatic  infarcts  confronted  the  operator 
in  one  third  to  one  half  of  the  septal  perforations 
that  were  repaired  through  right  ventriculotomy, 
these  “precocious  aneurysms”  most  often  either 
were  imbricated  or  left  alone.  In  other  instances 
the  protruding  scars  were  camouflaged  by  pericar- 
dial adhesions  and  went  undetected.49,132,1 ' ' 

The  contemporary  preferred  mode  of  repairing 
septal  perforations  is  in  conjunction  with  parietal 
resection,  which  largely  precludes  right  ventriculot- 
omy.432 The  reasons  that  the  latter  method  has 
been  superseded  are  several: 

1.  Dyssynergic  transformation  of  the  primordial 
parietal  scar  is  a very  common,  if  not  indissoluble, 
partner  of  septal  rupture.  Kinetic  disturbances  after 
closure  of  septal  perforations  can  be  shown  to  ema- 
nate from  unresected  malacic  scars  and  have  been  in- 
criminated for  ingravescent  heart  failure  or  late 
deaths. 

2.  Visualization  of  and  access  to  most  perfora- 
tions, but  particularly  the  common  low-lying  ones,  are 
straitened  by  the  maze  of  trabeculae  carneae  in  the 
right  ventricle.  Operation  becomes  doubly  laborious 
and  time-consuming  when  there  exist  multiple  holes 
whose  exposure  may  require  transecting  trabecula- 
tions. 

3.  Emplacement  of  a prosthetic  patch,  which  by 
preference  should  have  its  knots  tied  on  the  left  side 
of  the  septum  so  that  it  may  hold  better  under  the 
brunt  of  the  high  left  ventricular  pressure,  is  difficult 
through  a right  ventriculotomy. 

4.  The  perforation  frequently  is  funnel-shaped, 
with  the  larger  end  on  the  left  side  of  the  septum,  so 
that  coapting  the  right  ventricular  cleft  is  liable  to  fall 
short  of  the  true  periphery  of  the  lesion. 

5.  Incising  the  right  ventricle,  hitherto  structural- 
ly intact  although  tensionally  strained  from  the  volu- 
mic  overload  through  the  shunt,  further  molests  car- 
diac contractile  function  already  handicapped  from 
dyssynergy  provoked  by  the  left  ventricular  infarct. 

6.  When  endocardial  clot  is  present  it  usually  in- 
habits the  left  ventricular  chamber,  and  trying  to  re- 
move it  through  the  septal  perforation  from  the  right 
side  is  arduous  and  unsafe. 

There  are  exceptional  situations  when  right  ven- 
triculotomy may  be  favored,  either  by  itself  or  to- 
gether with  left  parietal  resection.  These  are  rare 
cases  of  posterior  septal  rupture  consequent  to 
right  ventricular  infarction,  and  perhaps  those  of 
high  perforations  near  the  membranous  part  of  the 
septum.450,501 

The  decision  whether  to  close  a perforation  by 
direct  suture  or  with  a prosthesis  has  usually  de- 


pended on  its  size  and  on  the  sturdiness  of  its  mar- 
gins. There  is  little  quibbling,  of  course,  about 
having  recourse  to  a fabric  patch  for  closing  holes 
of  large  caliber,  irregular  configuration,  or  rimmed 
by  juvenile  scar.  However,  patch  closure  is  more 
desirable  than  direct  suture  even  for  what  seem  to 
be  small  holes  bounded  by  a ring  of  solid  scar  for 
two  reasons: 

1.  Because  the  septum  frequently  is  cleaved  along 
an  oblique  and  uneven  path,  the  aperture  which  is 
seen  on  the  right  side  is  likely  to  be  just  a verisimil- 
itude of  the  actual  expanse  of  morphologic  destruc- 
tion. 

2.  Stitches  applied  directly  through  inflamed  tis- 
sue have  less  tensile  holding  strength  and  do  not  resist 
the  interventricular  pressure  differential  as  well  as 
does  a tough  prosthesis  which  is  latched  onto  the  left 
side  of  the  septum  with  a flange  that  overlaps  the  pe- 
rimeter of  the  opening  by  a wide  berth. 

Myocardial  revascularization.  Coronary  artery 
bypass  featured  in  22  operations  and  was  associ- 
ated with  a 45.5  per  cent  mortality  rate.  The  10 
deaths  were  related  to  15  operations  done  within 
three  months  of  the  infarction  episode,  repre- 
senting 66.7  per  cent  fatalities  for  that  faction. 
One  of  the  survivors,  at  seven  months,  had  a resid- 
ual shunt  and  1 of  2 aortocoronary  grafts  occlud- 
ed.481 All  of  the  patients  who  had  had  aneurys- 
mectomy and  coronary  bypass  together  with 
the  septal  repair  were  reported  to  be 
alive.107,112,304,472,512  One  of  these  was  a man  who, 
eight  months  after  initial  infarctectomy  and  septal 
repair,  underwent  aneurysmectomy  plus  coronary 
bypass  and  was  said  to  be  alive  and  well  three  and 
one-half  years  later.79,150,211,469 

Advocacy  of  myocardial  revascularization  cou- 
pled with  the  repair  of  fresh  septal  perforations 
has  been  somewhat  muted  because  of  its  being 
taken  for  granted  that  the  combined  procedure 
would  entail  a prohibitive  mortality  rate.  There- 
fore, revascularization  often  has  been  shunned 
even  when  advance  knowledge  was  furnished  by 
angiography  of  the  existence  of  coronary  obstruc- 
tions. However,  inasmuch  as  following  successful 
septal  repair  some  patients  do  exhibit  severe  angi- 
na and  some  belated  fatalities  from  myocardial  in- 
farction do  occur,  perhaps  more  consideration 
should  be  given  in  certain  cases  to  scheduling  re- 
vascularization after  a suitable  period  of  convales- 
cence from  the  primary  procedure.  Certainly 
there  need  not  be  hesitation  about  conducting  cor- 
onary bypass  when  operating  on  septal  ruptures 
with  older  infarcts,  since  the  results  have  been  so 
good  in  such  instances. 

Artificial  circulatory  assistance.  Paracorpo- 
real  circulatory  assistance,  chiefly  intra-aortic  bal- 
loon pumping,  was  provided  preoperatively  for  a 
small  number  of  patients.61,143,191,368,514  Its  princi- 
pal usefulness  was  in  procuring  a brief  reprieve  of 
hemodynamic  stabilization  during  which  were  con- 
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ducted  hemodynamic  and  angiographic  assess- 
ments preparatory  to  operation.  In  some  in- 
stances surgery  was  countermanded  either  by  the 
inefficacy  of  circulatory  support  or  by  angiograph- 
ic telltale  signs  foreboding  an  end-stage  myocar- 
dial pathologic  condition  incompatible  with  life, 
irrespective  of  surgery.61 

A very  few  patients  were  given  circulatory  sup- 
port after  operation,  usually  with  a view  to  combat 
a state  of  low  cardiac  output,  but  also  sometimes 
just  for  the  sake  of  shoring  up  recupera- 
tion 36,37,61,143,191,368,507,514 

The  role  of  circulatory  assistance  in  modifying 
prognosis  cannot  be  defined  with  any  certainty. 
One  half  of  the  patients  who  received  it  died  any- 
way, either  during  operation  or  shortly  afterward. 
The  performance  of  myocardial  revascularization 
was  not  enhanced  by  preoperative  and/or  postop- 
erative circulatory  support,  since  the  mortality 
rate  with  utilization  of  that  adjuvant  was  the  same 
as  that  without  it. 

Longevity.  Virtually  all  actuarial  censuses  of 
postinfarction  septal  tears  treated  by  nonsurgical 
means  have  been  computed  on  the  basis  of  inter- 
vals between  rupture  and  death  rather  than  on  in- 
tervals between  infarction  and  death.  According- 
ly, strict  comparison  is  not  feasible  between  such 
statistics  and  those  pertinent  to  surgical  therapy 
which  customarily  are  based  on  intervals  between 
infarction  and  operation. 

Collated  from  diverse  sources,  the  cumulated 
mortality  rates  in  people  with  nonoperated  septal 
tears  from  the  time  of  rupture  to  death  have  been 
25  to  40  per  cent  on  the  first  day,  50  to  55  per  cent 
within  one  week,  65  to  70  per  cent  within  two 
weeks,  85  to  90  per  cent  within  two  months,  and 
over  95  per  cent  within  one  year.428 

Different  sets  of  figures  are  obtainable  from  the 
present  compilation  of  surgical  patients,  depend- 
ing on  what  subsets  are  chosen  for  comparison. 
For  example,  there  was  an  overall  salvage  of  one 
half  of  the  original  lot  of  285  patients  lasting  be- 
yond the  third  postoperative  month  and  of  almost 
one  fourth  of  them  beyond  the  first  postoperative 
year  (Fig.  10).  These  figures  certainly  are  superi- 
or to  the  ones  cited  previously,  but  a less  substan- 
tive gain  is  evinced  if  patients  with  “chronic”  sep- 
tal perforations  are  excluded.  Thus  it  should  be 
recalled  that  the  cumulated  mortality  rates  based 
on  intervals  between  infarction  and  operation 
were:  first  week,  72.6  per  cent;  first  fortnight,  68.7 
per  cent;  first  two  months,  57.5  per  cent;  and  first 


three  months,  50.7  per  cent.  And  the  cumulated 
mortality  rates  based  on  intervals  between  rupture 
and  operation  were:  first  week,  61.6  per  cent;  first 
fortnight,  65.3  per  cent;  first  two  months,  58.2  per 
cent;  and  first  three  months,  54.4  per  cent. 

At  first  glance  these  numbers  seem  to  imply  that 
the  survival  rates  of  patients  who  are  operated  on 
within  the  first  fortnight  after  either  myocardial 
infarction  or  septal  rupture  are  not  materially  dif- 
ferent from  those  who  are  not  operated  on  at  all. 
However,  since  the  case  histories  emphasize  that 
all  patients  who  were  operated  on  within  that  peri- 
od were  near  death,  the  real  salvage  rate  has  to  be 
reckoned  in  that  context. 

Septal  perforation  therefore  confronts  the  clini- 
cian with  a paradox.  On  the  one  hand  is  the  dic- 
tum that  the  optimal  time  for  operation  is  two  to 
three  months  after  infarction,  in  a climate  of  car- 
diovascular hemodynamic  stability,  and  when  suf- 
ficient cicatricial  maturation  will  have  eventuated 
to  guarantee  far  better  technical  working  condi- 
tions. On  the  other  hand  is  the  predicament  that 
in  the  wait  for  tissue  healing  is  implicit  an  accep- 
tance of  a certain  percentage  of  deaths  and  that 
this  attrition  is  tantamount  to  a sort  of  preselec- 
tion. 

For  these  contradictory  imperatives  to  be  re- 
solved, more  sophisticated  means  of  pharmacolog- 
ic and  mechanical  circulatory  assistance  will  have 
to  be  devised  in  the  future  so  that  patients  may  be 
tided  over  the  critical  early  calendar  after  acute 
myocardial  infarction.  Until  then,  decisions 
about  when  to  intervene  surgically  must  continue 
to  be  individualized  for  every  patient,  the  cardinal 
bellwether  being  clinical  premonitory  signs  of  im- 
minent dissolution  in  spite  of  maximal  nonsurgical 
therapy.  Undue  concern  about  the  recency  of  in- 
farction or  septal  rupture  in  those  circumstances 
works  to  the  detriment  of  the  patient,  since  the 
immediate  aim  of  surgery  obviously  is  to  avert  cer- 
tain death.  Even  though  the  underlying  coronary 
atherosclerosis  is  unchanged  and  stays  a latent 
threat,  prompt  correction  of  septal  perforation  and 
its  companion  parietal  infarct  offers  the  only 
chance  for  retrieving  some  persons  who  otherwise 
are  destined  to  perish  because  of  those  lesions — 
namely,  the  90  per  cent  of  the  nonoperated  popu- 
lation who  succumb  within  two  months  after  myo- 
cardial infarction. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 


Note:  References  may  be  obtained  from  the  author.  Part  IV  will  appear  in  the  October  issue  of  the  Journal. 
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New  bronchodilator  tablets 


BRETHI 

terbutaline  sulfate 


Highly  effective  oral  bronchodilator. 

Minimal  cardiac  effect. 

Side  effects  are  generally  transient. 

Effectiveness  lasts  from  four  to  eight 
hours. 

Effective  for  long-term  treatment. 
Only  three  tablets  a day. 


Please  see  full  prescribing  information  on  the  back  of  this  page. 


Brethine"  Tablets  Geigy 

terbutaline  sulfate 

New  oral  bronchodilator  for  patients 
with  bronchial  asthma  and  reversible 
bronchospasm  associated  with 
bronchitis  and  emphysema. 


Brethine™ 

brand  of 

terbutaline  sulfate  Tablets  of 

5 mg 

Prescribing  Information 


Description  Brethine,  brand  of  terbutaline 
sulfate,  a synthetic  sympathomimetic 
amine,  may  be  chemically  described  as 
a-[(ferf-butylamino)  methyl]-3,5-di hydroxy- 
benzyl  alcohol  sulfate.  The  structural 
formula  is  as  follows: 


-CHCH,NHC(CH, 

I 

OH 


■ h2so4 


Brethine,  brand  of  terbutaline  sulfate,  is  a 
water  soluble,  colorless,  crystalline  solid. 
Tablets  containing  Brethine,  brand  of 
terbutaline  sulfate,  should  be  stored  at 
controlled  room  temperature. 


Each  scored,  white  tablet  contains  5 mg. 
(equivalent  to  4.1  mg.  of  free  base)  of 
Brethine,  brand  of  terbutaline  sulfate. 


Actions  Brethine,  brand  of  terbutaline 
sulfate,  is  a /3-adrenergic  receptor  agonist 
which  has  been  shown  by  in  vitro  and  in 
vivo  pharmacological  studies  in  animals  to 
exert  a preferential  effect  on  f}2  adrenergic 
receptors  such  as  those  located  in  bron- 
chial smooth  muscle.  Controlled  clinical 
studies  in  patients  who  were  administered 
the  drug  orally  have  revealed  proportion- 
ally greater  changes  in  pulmonary  function 
parameters  than  in  heart  rate  or  blood 
pressure.  While  this  suggests  a relative 
preference  for  the  /32  receptor  in  man,  the 
usual  cardiovascular  effects  commonly 
associated  with  sympathomimetic  agents 
were  also  observed  with  Brethine,  brand 
of  terbutaline  sulfate. 


Brethine,  brand  of  terbutaline  sulfate,  has 
been  shown  in  controlled  clinical  studies 
to  relieve  bronchospasm  in  chronic  ob- 
structive pulmonary  disease. 

This  action  is  manifested  by  a clinically 
significant  increase  in  pulmonary  function 
as  demonstrated  by  an  increase  of  15%  or 
more  in  FEV,  and  in  FEFb.,^.  Following 
administration  of  Brethine,  brand  of  terbut- 
aline sulfate,  tablets,  a measurable  change 
in  flow  rate  is  usually  observed  in  30  min- 


utes, and  a clinically  significant  improve- 
ment in  pulmonary  function  occurs  at 
60-120  minutes.  The  maximum  effect  usu- 
ally occurs  within  120-180  minutes. 
Brethine,  brand  of  terbutaline  sulfate,  also 
produces  a clinically  significant  decrease 
in  airway  and  pulmonary  resistance  which 
persists  for  at  least  four  hours  or  longer 
Significant  bronchodilator  action,  as  meas- 
ured by  various  pulmonary  function  deter- 
minations (airway  resistance,  FEF25.75%,  or 
PEFR),  has  been  demonstrated  in  some 
studies  for  periods  up  to  eight  hours 

Clinical  studies  were  conducted  in  which 
the  effectiveness  of  Brethine,  brand  of 
terbutaline  sulfate,  was  evaluated  in  com- 
parison with  ephedrine  over  periods  up  to 
three  months.  Both  drugs  continued  to 
produce  significant  improvement  in  pul- 
monary function  throughout  this  period 
of  treatment. 

Indications  Brethine.  brand  of  terbutaline 
sulfate,  is  indicated  as  a bronchodilator  for 
bronchial  asthma  and  for  reversible  bron- 
chospasm which  may  occur  in  association 
with  bronchitis  and  emphysema. 

Contraindications  Brethine,  brand  of 
terbutaline  sulfate,  is  contraindicated  when 
there  is  known  hypersensitivity  to  sym- 
pathomimetic amines. 

Warnings  Usage  in  Pregnancy:  Animal 
reproductive  studies  have  been  negative 
with  respect  to  adverse  effects  on  fetal 
development.  The  safe  use  of  Brethine, 
brand  of  terbutaline  sulfate,  has  not,  how- 
ever, been  established  in  human  preg- 
nancy. As  with  any  medication,  the  use  of 
the  drug  in  pregnancy,  lactation,  or  women 
of  childbearing  potential  requires  that  the 
expected  therapeutic  benefit  of  the  drug 
be  weighed  against  its  possible  hazards 
to  the  mother  or  child 

Usage  in  Pediatrics:  Brethine,  brand  of 
terbutaline  sulfate,  tablets  are  not  pres- 
ently recommended  for  children  below  the 
age  of  12  years  due  to  insufficient  clinical 
data  in  this  pediatric  group. 

Precautions  Brethine,  brand  of  terbutaline 
sulfate,  should  be  used  with  caution  in 
patients  with  diabetes,  hypertension,  and 
hyperthyroidism. 

As  with  other  sympathomimetic  broncho- 
dilator agents.  Brethine,  brand  of  terbut- 


aline sulfate,  should  be  administered 
cautiously  to  cardiac  patients,  especially 
those  with  associated  arrhythmias. 

The  concomitant  use  of  Brethine,  brand  of 
terbutaline  sulfate,  with  other  sympatho- 
mimetic agents  is  not  recommended,  since 
their  combined  effect  on  the  cardiovascu- 
lar system  may  be  deleterious  to  the  pa- 
tient. However,  this  does  not  preclude  the 
use  of  an  aerosol  bronchodilator  of  the 
adrenergic  stimulant  type  for  the  relief  of 
an  acute  bronchospasm  in  patients  receiv- 
ing chronic  oral  Brethine,  brand  of  terbut- 
aline sulfate,  therapy. 

Adverse  Reactions  Commonly  observed 
side  effects  include  nervousness  and 
tremor.  Other  reported  reactions  include 
headache,  increased  heart  rate,  palpita- 
tions, drowsiness,  nausea,  vomiting,  and 
sweating.  These  reactions  are  generally 
transient  in  nature  and  usually  do  not 
require  treatment.  The  frequency  of  these 
side  effects  appears  to  diminish  with  con- 
tinued therapy.  In  general,  all  the  side 
effects  observed  are  characteristic  of  those 
commonly  seen  with  sympathomimetic 
amines. 

Dosage  and  Administration  The  usual  oral 
dose  of  Brethine,  brand  of  terbutaline  sul- 
fate, for  adults  is  5 mg,  administered  at 
approximately  six-hour  intervals,  three 
times  daily,  during  the  hours  the  patient  is 
usually  awake.  If  side  effects  are  particu- 
larly disturbing,  the  dose  may  be  reduced 
to  2.5  mg.,  three  times  daily,  and  still  pro- 
vide a clinically  significant  improvement 
in  pulmonary  function.  A dose  of  2.5  mg., 
three  times  daily,  also  is  recommended  for 
children  in  the  12-  to  15-year  group. 
Brethine,  brand  of  terbutaline  sulfate,  is 
not  recommended  at  present  for  use  in 
children  below  the  age  of  12  years.  In 
adults,  a total  dose  of  15  mg.  should  not 
be  exceeded  in  a 24-hour  period.  In  chil- 
dren, a total  dose  of  7.5  mg.  should  not 
be  exceeded  in  a 24-hour  period. 

How  Supplied  Brethine,  brand  of  terbut- 
aline sulfate,  tablets  of  5 mg.  are  supplied 
in  bottles  of  100 
98-146-060-B  (5/75)  667001 

Distributed  by: 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
Printed  in  U S A.  (8/75)  BR  11107 


Bronchiectasis 

Disappearing  pulmonary  lesion* 


Fifty  years  ago  bronchiectasis  was  a frequent, 
disabling  condition  associated  with  profuse,  fetid 
expectoration  making  life  miserable  and  producing 
social  outcasts.  All  ages  except  early  childhood 
were  affected.  Life  expectancy  was  usually  short- 
ened. The  condition  usually  developed  in  child- 
hood during  the  first  decade  of  life  following  a se- 
vere pneumonitis  usually  associated  with  pertussis 
or  one  of  the  exanthemata.  Following  this  the 
child  became  a frequent  victim  of  respiratory  tract 
infections,  but  bronchiectasis  was  seldom  suspect- 
ed. The  symptoms  and  signs  progressed,  however, 
with  age.  Diagnosis  of  advanced  cases  could  be 
made  clinically,  but  it  was  not  until  contrast  bron- 
chography became  available  that  early  and  mild 
cases  were  diagnosed  and  the  location  and  extent 
of  the  lesion  determined.  Conservative  treatment 
was  generally  only  palliative,  but  did  make  life 
more  bearable  for  the  unfortunate  victim.  Surgi- 
cal excision  of  the  involved  portion  of  the  lung 
early  was  associated  with  an  extremely  high  mor- 
tality rate  and,  because  of  this,  cautery  pneumo- 
nectomy resulting  in  multiple  bronchial  fistula  was 
advocated  and  used  by  Graham.  Howard  Lilien- 
thal  was  an  early  advocate  of  surgical  excision  and 
did  much  to  further  this  mode  of  therapy.  Early 
attempts  at  surgical  excision  of  the  involved  por- 
tion were  done  by  mass  ligation  of  the  hilar  struc- 
tures, and  it  was  not  until  individual  ligation  of 
the  hilar  structures  was  instituted  that  surgical 
therapy  became  more  successful.  With  the  intro- 
duction of  antibiotics,  these  procedures  were  asso- 
ciated with  fewer  complications.  Whereas  bron- 
chiectasis was  an  extremely  important  surgical  le- 
sion up  to  thirty  years  ago,  it  has  now  almost  en- 
tirely disappeared  and  is  of  little  clinical  signifi- 
cance. I believe  this  is  true  because  children  with 
severe  pnuemonitis  associated  with  pertussis  or 
exanthemata  are  adequately  treated  by  means  of 
antibiotics  and  do  not  develop  irreparable  damage 
of  the  bronchi  and  dilatation. 


ALTON  OCHSNER,  M.D.t 

New  Orleans,  Louisiana 

Senior  Consultant  in  Surgery,  Ochsner  Clinic  and  Alton  Ochsner 
Medical  Foundation,  and  Emeritus  Professor  of  Surgery,  Tulane 
University  School  of  Medicine 


It  is  indeed  a signal  honor  to  be  asked  to  deliver 
the  Lilienthal  Lecture  established  by  Howard’s 
close  personal  friend,  Arthur  Q.  Penta,  M.D. 
There  are  two  reasons  why  I feel  particularly  hon- 
ored: (1)  because  of  the  eminence  of  Dr.  Lilien- 

thal and  his  numerous,  valuable  contributions  to 
thoracic  surgery  (Evarts  Graham  referred  to  him 
as  “the  father  of  modern  thoracic  surgery”);  and 
(2)  because  of  the  great  affection  I had  for  my 
dear,  esteemed  friend,  Howard.  Although  How- 
ard was  older  than  I by  thirty-five  years,  he  was 
extremely  kind  to  me  and  made  me  feel  almost  as 
a contemporary  as  I am  sure  he  did  to  many  oth- 
ers. To  be  with  him  in  the  operating  room  observ- 
ing his  beautiful  technique  and  rare  judgment  was 
most  rewarding  as  was  the  opportunity  to  spend  a 
delightful  social  evening  in  his  gracious  home.  I 
am  sure  there  are  few  people  who  have  inspired  so 
many  surgeons  to  do  better  work  than  Howard  Lil- 
ienthal did. 

History 

Bronchiectasis,  one  of  the  most  frequent  chronic 
respiratory  diseases  prior  to  a quarter  of  a century 
ago,  has  almost  completely  disappeared.  Only 
older  physicians  can  realize  the  frequently  dis- 
abling character  of  this  nonmalignant  disease. 
Until  the  surgical  therapy  became  safe,  it  was  one 
of  the  most  difficult  conditions  to  treat  with  a 
prognosis  comparable  to  that  of  malignant  diseas- 
es. Cookson  and  Mason,1  as  late  as  1938,  stated, 
“Bronchiectasis  is  a fatal  disease  and  probably 
kills  more  persons  than  are  recorded.  Death  can 
occur  with  alarming  rapidity  both  in  diagnosed 
and  undiagnosed  cases  of  bronchiectasis.  There 
seems  to  be  no  way  of  assessing  the  patient’s  ex- 
pectation of  life  because  of  the  possibility  of  an 
unexpected  and  unheralded  sudden  complication. 
Conservative  treatment  may  temporarily  amelio- 

Presented  at  the  168th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Chest  Diseases,  Tuesday,  March  11,  1975. 

* Annual  Howard  Lilienthal  Lecture. 

f By  invitation. 


rate  a condition  which  is  nauseating  both  to  the 
patient  and  their  parents  but  it  could  never  cure 
it.”  Warner  in  19352  found  the  average  duration 
of  life  with  bronchiectasis  from  onset  to  death  to 
be  ten  years.  The  shortest  duration  was  three 
months  and  the  longest  was  forty-two  years. 
Perry  and  King3  emphasized  the  short  life  expec- 
tancy of  patients  with  bronchiectasis:  in  66  fatal 
cases,  the  average  life  span  was  less  than  ten  years; 
only  9 patients,  9.4  per  cent,  lived  more  than  thirty 
years;  and  45,  68  per  cent,  died  before  the  age  of 
forty. 

Laennec4  first  described  bronchiectasis  in  1819 
and  emphasized  that  it  could  occur  in  any  part  of 
the  lung  but  was  rare  in  the  upper  portions.  He 
thought  that  the  dilatation  of  the  bronchi  was  due 
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to  progressive  accumulation  of  bronchial  secretion. 
He  described  cylindrical,  saccular,  and  cavitary 
changes  in  bronchiectasis.  Andral  in  18325  con- 
firmed the  pathologic  findings  observed  by  Laen- 
nec  in  bronchiectasis.  He  stressed  the  role  of 
chronic  cough  in  the  production  of  the  condition 
and  noted  that  it  frequently  occurred  after  per- 
tussis. Hasse  in  18466  gave  the  name  bronchiec- 
tasis to  the  condition  consisting  of  bronchial  dila- 
tation. Heller  in  18907  gave  a very  accurate  de- 
scription of  the  pathologic  changes  in  atelectatic 
bronchiectasis.  The  fact  that  at  autopsy  the  lung 
area  involved  with  dilated  bronchi  was  free  from 
pigment  suggested  to  him  that  this  portion  of  the 
lung  had  never  functioned.  He  postulated  that 
because  the  lung  had  never  become  inflated,  the 
pull  of  the  negative  pressure  on  the  bronchi  caused 
them  to  dilate.  Kartagener  in  19338  called  atten- 
tion to  the  frequent  association  of  situs  inversus 
and  bronchiectasis.  In  the  course  of  one  year  at 
the  Zurich  Medical  Polyclinic,  he  observed  3 cases 
of  associated  bronchiectasis  and  situs  inversus. 

Personal  observations 

While  I was  serving  as  an  exchange  surgical  resi- 
dent in  the  Kantonsspital  in  Zurich,  Switzerland,  I 
had  an  opportunity  to  make  a serendipitous  obser- 
vation which  proved  to  be  of  value  to  me  in  the  di- 
agnosis and  treatment  of  bronchiectasis.  A pa- 
tient with  carcinoma  of  the  esophagus  was  pre- 
pared for  esophagoscopy  by  anesthetization  of  the 
pharynx.  The  esophagoscope  was  inserted  with- 
out difficulty,  but  the  lesion  appeared  to  be  at  a 
different  level  from  that  shown  on  the  roentgeno- 
gram. The  fluoroscopic  room  was  immediately 
adjacent  to  the  endoscopic  room  so  the  patient  was 
taken  into  the  fluoroscopic  room  and  given  barium 
to  swallow.  Much  to  our  consternation  and  hor- 
ror, all  of  the  barium  went  into  the  trachea  and 
bronchi  and  none  into  the  esophagus.  Fortunate- 
ly, the  patient  coughed  up  the  barium  and  was 
none  the  worse  for  the  procedure.  We  did  not 
think  that  we  had  perforated  the  esophagus  during 
the  manipulation.  The  following  day  the  patient 
was  given  barium  again  and  was  able  to  swallow 
normally.  It  appeared  that  anesthesia  of  the 
pharynx  was  responsible  for  the  aspiration.  It  was 
not  until  I had  returned  to  the  United  States,  and 
after  spending  a year  in  Chicago  went  to  the  Uni- 
versity of  Wisconsin  as  associate  professor  of  sur- 
gery, that  I had  an  opportunity  to  work  out  the 
mechanism  involved.  Although  it  had  been 
known  previously  that  the  swallowing  mechanism 
was  a dual  one,  partly  voluntary  and  partly  invol- 
untary, the  importance  of  this  as  far  as  aspiration 
was  concerned  apparently  had  not  been  appreciat- 
ed. The  first  part  of  the  swallowing  mechanism 
consists  of  the  mastication  of  food  which  is  thrown 
by  the  tongue  into  the  pharynx.  When  the  tongue 
and/or  food  contacts  the  anterior  surface  of  the 


FIGURE  1.  (A)  Resting  stage  during  which  pharynx  is  in 

communication  with  larynx.  Upper  esophageal  orifice 
tonically  contracted  as  result  of  sphincteric  action  of  crico- 
pharyngeus  muscle.  (B)  During  swallowing  as  result  of  ini- 
tiation of  reflex  on  anterior  surface  of  anterior  faucial  pil- 
lars, larynx  moves  to  point  of  safety  beneath  epiglottis  pre- 
venting any  substances  in  pharynx  entering  larynx,  and 
upper  esophageal  orifice  relaxes  permitting  ingested  sub- 
stances to  go  into  esophagus.  (Reprinted  after  Starling, 
W.  F.:  Surgery  of  the  thorax,  in  Brennerman's  Pediatrics, 
Flagerstown,  Prior  Company,  1936,  vol.  2,  chap.  54. 


FIGURE  2.  Technique  of  anesthesia  for  “passive”  bron- 
chography. (A)  Shaded  area  represents  anterior  surface 
of  anterior  faucial  pillars  to  be  anesthetized  to  prevent  in- 
voluntary swallowing  act.  (Reprinted  after  Starling,  W.  F.: 
Surgery  of  the  thorax,  in  Brennerman's  Pediatrics,  Hagers- 
town, Prior  Company,  vol.  2,  chap.  54,  1936. 


anterior  faucial  pillars,  the  second  or  involuntary 
act  of  swallowing  is  initiated.  The  involuntary  act 
consists  of  two  parts;  first,  a relaxation  of  the  cri- 
copharyngeal muscle  which  is  a sphincter  at  the 
upper  end  of  the  esophagus  and  is  tonically  con- 
tracted at  all  times  except  during  swallowing  when 
it  relaxes.  Second  and  concomitantly,  there  is  ele- 
vation of  the  larynx  to  a point  of  safety  beneath 
the  epiglottis  which  closes  the  glottis,  preventing 
any  food  in  the  pharynx  from  entering  the  larynx 
(Fig.  1).  If  one  anesthetizes  the  area  in  which  the 
involuntary  act  is  initiated,  that  is,  the  anterior 
surface  of  the  anterior  faucial  pillars  as  shown  in 
Figure  2,  it  is  impossible  for  the  individual  to  swal- 
low, and  any  substance  taken  into  the  mouth  is  as- 


1 684  New  York  State  Journal  of  Medicine/September  1 975 


pirated.  Because  of  the  ease  with  which  this  could 
be  done,  we  used  this  procedure  as  a method  of 
bronchography  and  designated  it  as  the  “passive 
technique”  of  bronchography  because  it  required 
no  active  part  by  the  patient  (Fig.  I).9-10 

This  finding  also  had  relevance  in  the  etiology  of 
postoperative  pulmonary  abscess  which  frequently 
followed  tonsillectomy.  An  argument  had  arisen 
concerning  whether  the  infection  got  to  the  lung 
by  aspiration  or  by  embolus.  During  operations 
performed  under  general  anesthesia,  aspiration 
was  possible  and  easy;  however,  post-tonsillectomy 
lung  abscess  also  frequently  followed  operations 
done  under  local  analgesia.  It  was  postulated  by 
many  that  since  the  patient  was  conscious,  aspira- 
tion was  unlikely,  and  therefore  these  abscesses 
must  be  embolic.  Nesbit,  an  eminent  otolaryngol- 
ogist, and  I in  1927 11  demonstrated  that  because  of 
the  abolition  of  the  involuntary  portion  of  the 
swallowing  act  by  the  local  analgesia  for  tonsillec- 
tomy, aspiration  invariably  occurred  unless  the  pa- 
tient was  operated  on  in  the  extreme  head-down 
position.  This  is  well  known  by  otolaryngologists, 
and  during  all  tonsil  operations  under  local  analge- 
sia, active,  vigorous  suction  is  used,  and  the  opera- 
tion is  usually  followed  by  bronchoscopic  aspira- 
tion of  foreign  material  from  the  trachea  and  bron- 
chi. 

The  University  of  Wisconsin  at  that  time  had 
approximately  15,000  students  enrolled  with  a 
very  active  and  efficient  student  health  service.  I 
prevailed  on  the  student  health  authorities  to  per- 
mit me  to  do  bronchographies  on  students  who 
were  frequent  visitors  to  the  clinic  because  of  re- 
current colds  associated  with  cough.  Their  usual 
history  was  that  they  were  well,  except  that  with 
the  onset  of  cool  weather,  they  caught  cold  and 
suffered  from  chronic  cough  and  expectoration 
usually  all  winter.  Approximately  700  university 
students  were  examined,  and  70  per  cent  of  those 
with  chronic  bronchitis  had  unanticipated  bron- 
chial dilatation.12  Usually  it  was  of  the  cylindrical 
type  and  not  severe.  Occasionally,  saccular  dilata- 
tion was  encountered.  Analysis  of  their  histories 
showed  that  their  symptoms  dated  back  to  early 
childhood,  usually  within  the  first  five  years  of  life, 
at  which  time  they  had  a severe  pneumonitis  fol- 
lowing either  pertussis  or  one  of  the  exanthemata, 
and  ever  since  that  time  they  had  had  recurrent 
attacks  of  chronic  cough.  Because  of  this  finding, 
I postulated  that  bronchiectasis  began  in  early 
childhood  as  the  result  of  severe  pneumonitis,  usu- 
ally associated  with  pertussis  or  one  of  the  exan- 
themata causing  destructive  changes  in  the  bron- 
chial walls  and  resulting  in  fibrosis  and  permanent 
changes  characteristic  of  bronchiectasis.  I also 
believe  that  chronic  sinusitis  is  of  etiologic  signifi- 
cance in  bronchiectasis.  Rist13  and  Sergent  in 
191614  called  attention  to  the  association  of  nasal 
accessory  sinus  disease  and  chronic  bronchitis  and 


compared  the  bronchial  infection  in  these  cases 
with  the  infection  of  the  bladder  in  cases  with 
renal  involvement.  In  79  per  cent  of  Quinn  and 
Meyer’s15  cases  of  bronchiectasis,  there  was  con- 
comitant infection  of  the  nasal  accessory  sinuses. 
They  believed  that  the  bronchial  infection  is  sec- 
ondary to  the  sinus  disease,  and  based  on  their 
demonstration  that  the  instillation  of  iodized  oil 
(Lipiodol)  into  the  nasopharynx  of  normal  sleep- 
ing individuals  resulted  in  aspiration  of  the  oil  into 
the  terminal  bronchi,  they  believed  that  the  bron- 
chial lesion  was  the  result  of  aspiration  into  the 
bronchi  of  infected  secretions  from  the  nasal  ac- 
cessory sinuses.  I also  believe  that  chronic  sinus- 
itis is  an  important  cause  of  the  infection  of  bron- 
chiectatic  cavities.16 

At  follow-up  visits  following  bronchography,  the 
Wisconsin  students  almost  invariably  volunteered 
that  they  had  been  benefited  by  the  “treatment.” 
Because  many  individuals  appear  to  be  benefited 
following  a diagnostic  procedure,  it  was  assumed 
that  the  benefit  was  probably  a psychic  effect. 
However,  they  further  volunteered  that  their  spu- 
tum diminished  after  bronchography  which  could 
not  be  psychic.  Other  students  whom  we  saw  with 
similar  histories  were  asked  to  measure  their  spu- 
tum before  and  after  bronchography.  Invariably, 
decrease  followed  bronchography.  We  did  bacte- 
rial counts  on  the  sputum  before  and  after  bron- 
chography, and  a consistent  decrease  in  the  num- 
ber of  bacteria  in  the  sputum  was  found  following 
bronchography.  In  a typical  case  the  sputum  di- 
minished and  became  odorless,  and  the  bacterial 
count  decreased  from  4.2  million  bacteria  per 
cubic  millimeter  before  the  introduction  of  iodized 
oil  to  200,000  two  days  after  iodized  oil  instillation. 
The  student  also  gained  weight  (Fig.  3).  This  im- 
provement, we  reasoned,  was  because  of  the  bac- 
teriostatic effect  of  the  iodized  oil  on  the  infection. 
Iodized  oil  is  40  per  cent  iodine  in  poppy  seed  oil, 
and  if  retained  in  bronchiectatic  cavities  slowly 
disintegrates  and  frees  iodine  which  is  bacteriosta- 
tic and  possibly  even  bactericidal.  We  were  able 
to  demonstrate  iodine  in  the  urine  of  the  students 
for  several  weeks  after  a bronchogram.  Also,  be- 
cause the  oil  is  heavier  than  the  bronchial  secre- 
tions, the  latter  are  displaced  upward  in  the  bron- 
chial tree  which  facilitates  expectoration.  Be- 
cause of  the  bronchial  dilatation  and  loss  of  cilia, 
the  oil  remains  in  the  bronchi  for  long  periods  of 
time,  up  to  two  weeks.  In  the  normal  individual 
the  oil  is  very  quickly  brought  up  by  the  action  of 
the  cilia  and  expectorated. 

A more  astounding  observation  was  that  a few 
students  not  only  had  relief  of  their  manifestations 
but  also  on  subsequent  bronchography  the  bron- 
chial tree  was  normal.  It  was  obvious  that  they 
did  not  have  the  generally  accepted  pathologic 
changes  of  bronchiectasis  but  had  functional  dila- 
tation of  bronchi  which  after  the  control  of  the  in- 
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FIGURE  3.  Graph  showing  decrease  in  sputum  following 
introduction  of  iodized  oil  into  bronchi  of  patient  with  bron- 
chiectasis. Concomitant  with  decrease  in  sputum  is  in- 
crease in  weight.10 

fection  returned  to  normal.  At  that  time,  1930, 
we12  designated  this  as  “functional  bronchiectasis” 
and  postulated  that  as  a result  of  the  infection  of 
the  bronchi,  there  was  relaxation  due  to  paresis  of 
the  bronchial  musculature,  which  permitted  bron- 
chial dilatation  similar  to  that  in  a cul-de-sac  ab- 
scess in  which  there  is  relaxation  of  the  anal 
sphincter.  Although  unknown  to  me  at  that  time, 
Stokes  in  188217  had  suggested  that  bronchial  dila- 
tation was  due  to  inflammation  of  the  bronchial 
wall  which  caused  paralysis  of  the  bronchial  mus- 
culature, and  the  bronchi  became  dilated  similar 
to  the  process  that  occurs  in  paralytic  ileus. 

Treatment  development 

Although  much  was  known  about  bronchiectasis 
from  a pathologic  standpoint  and  the  clinical  pic- 
ture, it  was  not  until  the  introduction  of  contrast 
substances  which  permitted  visualization  of  the 
bronchi  that  the  condition  could  be  studied  during 
life  and  the  extent  of  the  disease  accurately  deter- 
mined. Jackson18  in  1907  insufflated  bismuth 
subcarbonate  powder  into  the  bronchi  during 
bronchoscopy  to  visualize  the  bronchi.  About 
1901  Lafay,19  a French  syphilologist,  produced 


iodized  oil  by  saturation  of  poppy  seed  oil  with  hy- 
driodic  acid  which  he  called  “lipiodol.”  He  used 
this  in  the  treatment  of  syphilis  by  intramuscular 
injection.  In  1922,  Sicard  and  Forestier,20  2 
French  investigators,  used  iodized  oil  intrathecally 
and  suggested  that  it  be  used  intrabronchially. 
Iodized  oil  gives  a good  contrast  when  introduced 
into  the  bronchial  tree,  which  permits  visualiza- 
tion, localization,  and  determination  of  the  extent 
of  bronchiectatic  lesions.  Many  methods  have 
been  used  to  introduce  iodized  oil  into  the  bronchi, 
such  as  injection  through  the  cricothyroid  mem- 
brane or  direct  instillation  through  a catheter  in- 
troduced into  the  larynx.  The  one  that  we  used 
most  frequently  was  that  described  by  us  in  19269 
as  a “passive  technique.” 

Originally,  the  only  treatments  of  bronchiectasis 
were  postural  drainage,  which  helped  empty  the 
bronchiectatic  cavities  of  their  secretion,  and 
bronchoscopic  aspiration  of  the  bronchial  secre- 
tions as  advocated  by  Penta.21  Because  untreated 
patients  with  severe  bronchiectasis  were  miserable 
and  the  risk  of  surgical  treatment  was  prohibitive, 
we  used  repeated  instillations  of  the  iodized  oil  as 
a conservative  treatment.  Meyer  in  19  1 422  stated, 
“The  course  of  the  disease  (bronchiectasis)  is 
chronic.  Death  is  oftener  due  to  complications 
than  to  the  trouble  itself.  Strange  to  say,  not  a 
few  patients  die  from  abscess  of  the  brain,  some- 
times also  of  the  cord  or  very  acute  meningitis. 
Tuffier  lost  six  of  his  45  patients  from  brain  ab- 
scess.” Robinson,23  another  eminent  thoracic  sur- 
geon, stated  in  1917,  “Bronchiectasis  is  a loath- 
some disease — generally  regarded  as  incurable.” 
Lilienthal24  stated,  “Occasionally  an  individual 
coughs  his  way  through  life — never  a long  one — 
and  manages  to  exist  as  a semi-invalid,  with  copi- 
ous, foul  expectoration  which  no  medicine  can 
control  being  a handicap  difficult  to  bear.  Pa- 
tients have  even  threatened  suicide  when  refused 
the  chance  for  cure  by  operation  though  they  know 
the  danger  is  great.” 

It  is  difficult  for  anyone  living  today  to  appreci- 
ate the  horrible  condition  caused  by  extensive 
bronchiectasis  and  the  almost  hopeless  outlook 
until  relatively  recently. 

Although  external  drainage  of  bronchiectatic 
abscesses  had  been  tried,  it  carried  an  extremely 
high  mortality  rate.  Garre  in  190225  reported  a 37 
per  cent  mortality  rate  following  drainage,  and 
Korte26  in  45  cases  treated  by  drainage  had  a mor- 
tality rate  of  78.6  per  cent.  In  123  cases  so  treated 
by  Sauerbruch,27  the  mortality  rate  was  35  per 
cent.  Sauerbruch  even  advocated  ligation  of  the 
pulmonary  artery  thinking  that  fibrosis  of  the  lung 
would  result  causing  an  amelioration  of  the  symp- 
toms, but  this  was  quickly  abandoned.  Graham  in 
192328  collected  48  cases  including  3 of  his  own  in 
which  drainage  had  been  done  with  a 52  per  cent 
mortality  rate. 
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Because  the  life  of  the  patient  with  bronchiec- 
tasis was  so  horrible  and  at  times  almost  unbear- 
able, with  shortened  life  expectancy,  it  was  logical 
that  surgical  extirpation  of  the  diseased  portion  of 
the  lung  was  considered,  even  though  the  associ- 
ated mortality  rate  was  almost  prohibitive.  Gra- 
ham,28 in  discussing  the  motality  rate  following 
surgical  procedures,  stated  that  the  natural  query, 
therefore,  is:  “should  the  operation  be  considered 
a justifiable  one?  I believe  it  is  justifiable  in  prop- 
erly selected  cases,  because  the  misery  of  many  of 
those  afflicted  with  the  condition  is  beyond  de- 
scription. In  the  most  advanced  cases,  patients 
are  social  outcasts  unable  to  find  employment  or 
enjoy  ordinary  human  associations.  To  many  of 
them  death  would  come  as  a welcome  relief.” 
Robinson  in  19  1 723  stated,  “It  is  fallacious  to  argue 
that  a person  with  bronchiectasis  is  too  wretched 
to  live,  and  that  a surgical  death  is  a permissible 
hastening  of  his  death.  In  the  present  status  of 
the  development  of  thoracic  surgery,  lung  resec- 
tion should  be  performed  in  a 2-  or  3-stage  opera- 
tion. The  several  stage  operation  of  rib  resection 
type  has  been  attended  in  the  writer’s  experience 
with  a 20  per  cent  mortality.”  He  reported  5 re- 
sected cases,  all  with  prolonged  convalescence,  but 
with  only  1 death.  In  192329  he  succinctly  stated, 
“It  has  always  been  my  belief  that  the  greatest 
triumph  in  thoracic  surgery  will  be  the  surgical 
eradication  of  this  deplorable  disease.  The  en- 
thusiast returned  from  the  war  who  has  often 
dragged  a lung  lobe  into  a spread  thoracic  wound, 
opened  it,  scraped  it,  washed  it — yea,  even  re- 
moved it  and  concluded  therefrom  that  intratho- 
racic  surgery  is  freed  of  its  danger  and  that  the 
possibilities  therein  are  comparable  to  those  in  the 
abdomen— let  him  attempt  the  same  performance 
in  his  home  hospital  in  the  case  of  lower  lobe  bron- 
chiectasis, then  he  will  learn  what  real  thoracic  pa- 
thology is.  Four  years  ago  the  mortality  (from  op- 
eration) was  about  50  per  cent.  It  is  less  now.” 
Heuer30  collected  56  cases  of  bronchiectasis  treat- 
ed by  resection  between  1880  and  1920  with  a 50 
per  cent  mortality  rate.  Meyer  in  19  1 422  collected 
16  reported  cases  treated  by  resection  of  which  8 
died,  a 50  per  cent  mortality  rate.  From  1914  to 
1931  there  were  225  reported  cases  with  a 34.2  per 
cent  mortality  rate.  According  to  Lisa  and  Rosen- 
blatt,31 the  average  death  rate  for  all  cases  oper- 
ated on  prior  to  1929  was  60  per  cent.  In  a review 
of  218  cases  operated  on  prior  to  1935,  there  was  a 
mortality  rate  of  34  per  cent.  In  1939,  there  were 
549  cases  reported  with  an  average  mortality  rate 
of  23  per  cent  which  included  even  those  operated 
on  earlier. 

Lobectomy  had  been  successfully  performed  in 
1499  by  Rolandus32  and  in  1624  by  Tulpius,33  not 
for  inflammatory  disease,  but  in  cases  in  which  a 
herniated  lung  extended  through  a chest  wall  and 
the  lobe  was  amputated.  Krause34  in  1898  did  a 


partial  resection  of  the  lung  lobe  for  bronchiectasis 
with  recovery  of  the  patient.  Gluck35  in  1899  re- 
moved the  entire  lower  left  lobe  and  part  of  the 
upper  lobe  for  bronchiectasis.  Heidenhain  in 
190136  successfully  removed  a lobe  for  bronchiec- 
tasis following  which  a bronchial  fistula  developed. 
The  patient  had  multiple  lung  abscesses  of  bron- 
chiectatic  origin.  At  the  first  operation  the  ab- 
scesses were  opened  and  drained.  The  second  op- 
eration, three  months  later,  consisted  of  resection 
of  the  upper  ribs  following  which  the  lower  lobe 
was  freed  and  was  removed  piecemeal,  first  with 
the  knife  and  then  with  the  actual  cautery.  The 
patient  died  six  months  later  of  myocarditis.  Au- 
topsy showed  that  the  lung  wounds  had  healed 
well.  Garre  in  190  225  advocated  freeing  of  the 
bronchiectatic  lobe  and  suturing  it  to  thoracic 
wound  and  later,  after  contraction  of  the  lobe,  am- 
putating it.  Riedinger,37  in  1904,  operated  on  2 
patients  with  bronchiectasis,  one  a woman  thirty- 
four  years  of  age  and  another  a boy  of  eight.  In 
the  boy  he  removed  almost  the  entire  upper  left 
lobe  and  the  upper  part  of  the  lower  lobe  with 
complete  recovery.  In  1906  Korte26’38  successfully 
removed  the  right  lower  bronchiectatic  lobe  in  a 
boy  with  complete  recovery.  He  was  well  four 
years  later.  Lenhartz39  advocated  lobectomy  for 
bronchiectasis,  stating,  “I  have  in  three  cases  re- 
moved more  or  less  large  portions  of  the  lung  and 
also  two-thirds  of  the  lower  lobe.”  In  an  eighteen- 
year-old  boy  he  mobilized  the  right  lower  lobe  and 
because  he  was  unable  to  ligate  the  hilar  vessels  in- 
dividually, a mass  ligation  with  an  elastic  ligature 
was  done.  The  ligature  came  away  in  several 
days,  but  the  hilar  structures  remained  closed. 
The  patient  recovered  completely.  The  second 
case  was  an  eighteen-year-old  girl  who  had  severe 
pneumonia  when  she  was  two  and  one-half  years 
old  followed  by  severe  bronchiectasis.  She  was 
operated  on  in  July,  1903,  with  complete  success. 

Although  these  are  individual  reports  of  partial 
or  complete  success  of  resection  for  bronchiectasis, 
the  mortality  rate  following  resection  was  extreme- 
ly high.  In  1914,  Meyer22  of  New  York  was  able  to 
collect  16  cases  of  bronchiectasis  treated  by  resec- 
tion with  a 50  per  cent  mortality  rate.  Lilienthal24 
performed  his  first  lobectomy  for  bronchiectasis  in 
1914.  He  was  able  to  collect  fewer  than  30  cases 
treated  by  resection.  He  operated  on  31  cases,  14 
of  which  had  single  lobe  involvement  treated  by 
lobectomy  with  6 deaths,  a mortality  rate  of  42.8 
per  cent.  Of  10  cases  with  more  than  one  lobe  in- 
volved, 7 died  after  resection.  Of  the  remaining  7 
cases  subjected  to  lobectomy,  4 died  postopera- 
tively.  He  stated,  “It  appears  to  me,  then,  that  in 
selected  cases  we  may  count  upon  the  survival  of 
50  to  60  per  cent  of  the  patients,  nearly  all  of 
whom  will  have  been  actually  restored  to  health  by 
surgery  and  this  percentage  is  by  no  means  dis- 
couraging compared  with  those  in  which  pallia- 
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tion,  so-called,  has  been  secured  and  compared 
with  the  mortality  rate  of  other  surgical  diseases  of 
like  gravity,  and  considering  the  present  stage  of 
this  newly  developed  side  of  thoracic  surgery,  any 
percentage  of  cures  over  40  may  be  considered  ex- 
cellent.” Robinson  in  19  1 723  reported  5 cases  of 
resection  of  the  lower  lobe  of  the  lung  for  bronchi- 
ectasis with  only  1 death.  In  1923  Graham28  col- 
lected 48  cases  of  bronchiectasis  treated  by  resec- 
tion with  a 52  per  cent  mortality  rate  and  complete 
success  in  only  17.  He  reported  3 of  his  own  with 
only  1 survival,  the  deaths  being  from  infection. 
The  following  year,  Archibald40  of  Canada  success- 
fully treated  a case  of  bronchiectasis  by  first  doing 
a thoracoplasty  consisting  of  resection  of  the  fifth 
to  the  tenth  ribs.  Eighteen  days  later  the  right 
lower  lobe  was  resected.  The  stump  was  pulled  to 
the  wound  which  was  left  open.  The  patient  re- 
covered with  a bronchial  fistula.  Because  of  the 
risk  and  frequently  bad  results  obtained  by  surgi- 
cal extirpation,  Graham41  suggested  a procedure 
which  he  described  as  cautery  pneumonectomy. 
This  consisted  of  opening  the  chest,  burning  the 
lung  parenchyma  with  a red  hot  cautery,  and 
opening  and  draining  the  bronchiectatic  cavities. 
In  1925  he  reported  20  cases  treated  in  this  man- 
ner, with  a 20  per  cent  mortality  rate.  Six  were 
cured,  4 were  symptom-free  but  with  bronchial  fis- 
tula, 3 improved,  and  1 was  lost  to  follow-up.  As 
late  as  1927,  Whittemore42  stated,  “Amputation  of 
a lobe  of  the  lung  inside  the  pleural  cavity  has 
been  accompanied  by  a very  high  mortality.  In 
fact,  the  mortality  has  been  so  high  in  our  hands  at 
the  Massachusetts  General  Hospital  that  the  oper- 
ation has  been  abandoned  for  the  present  at  least. 
Out  of  the  six  cases  operated  upon,  only  one  left 
the  hospital  alive.”  He  described  the  technique  of 
bringing  the  involved  lobe  out  of  the  chest,  leaving 
it,  and  later  removing  it  with  a cautery.  Out  of  5 
cases  so  treated,  2 made  complete  recoveries,  1 was 
improved  but  had  a bronchial  fistula,  1 died  nine 
days  postoperatively,  and  1 recently  operated  on 
was  doing  well.  Brunn  in  192943  reported  6 cases 
of  bronchiectasis  treated  by  resection  with  only  1 
death.  Mass  ligation  of  the  hilar  structures  is 
used.  In  1931  Ballon,  Singer,  and  Graham44  were 
able  to  collect  54  cases  of  bronchiectasis  treated  by 
cautery  pneumonectomy  with  an  operative  mortal- 
ity rate  of  11  per  cent.  Sixty-eight  per  cent  were 
definitely  improved,  2 moderately  improved,  3 im- 
proved slightly,  and  3 did  not  improve.  Twenty- 
two  per  cent  of  them  had  late  deaths. 

In  1931  Nissen45  in  Sauerbruch’s  clinic  per- 
formed a total  pneumonectomy  on  a twelve-year- 
old  girl  for  bronchiectasis  using  mass  ligation  of 
the  hilar  structures.  In  1931  Churchill46  of  Bos- 
ton, unaware  that  Davies4'  had  used  individual  li- 
gation of  the  hilar  structures  for  lobectomy  for  car- 
cinoma in  1912,  did  a lobectomy  for  bronchiectasis 
using  individual  ligation.  The  patient  died  a week 


later,  however,  of  empyema.  Shenstone  and 
Janes48  of  Canada  reported  15  lobectomies  in 
which  they  used  a tourniquet  on  the  hilum  before 
division.  The  hilar  structures  were  divided  en 
masse  and  the  stump  sutured  before  removing  the 
tourniquet.  There  were  3 early  postoperative 
deaths,  1 after  three  weeks  and  1 after  eight  weeks. 
Five  had  bronchial  fistula.  Haight49  performed  a 
pneumonectomy  for  multiple  bronchiectatic  ab- 
scesses in  a patient  with  a stenotic  bronchus. 
Mass  ligation  was  done,  and  the  lung  was  allowed 
to  slough.  In  1937  Churchill46  reported  84  cases  of 
bronchiectasis  treated  by  lobectomy  with  a mor- 
tality rate  of  4.6  per  cent  and  a mortality  rate  of 
only  1.5  per  cent  for  the  68  unilateral  cases.  In 
1940,  Blades  and  Kent50  described  the  technique 
of  individual  ligation  of  hilar  structures  which  had 
been  used  first  by  Davies  in  1912  and  again  by 
Churchill  in  1931.  Kent  and  Blades51  in  a careful 
anatomic  study  on  227  lungs  demonstrated  that 
not  only  could  lobectomy  be  done  by  individual  li- 
gation of  the  hilar  structures,  but  also  that  seg- 
mental lung  resection  was  possible  and  feasible. 
This  permitted  only  those  segments  involved  to  be 
successfully  resected. 

Conclusion 

At  the  present  time  the  mortality  rate  for  resec- 
tion in  bronchiectasis  does  not  exceed  1 per  cent. 
Sanderson  et  al ,52  report  a mortality  rate  of  3 per 
cent  in  242  patients  operated  on.  Of  the  8 deaths, 
1,  0.4  per  cent,  occurred  during  the  operation  and 
7 late,  4 of  which  were  attributable  to  bronchiec- 
tasis and  3 to  other  causes. 

Even  more  important  is  that  bronchiectasis  has 
become  almost  completely  nonexistent.  With  the 
availability  of  antibiotics,  severe  pulmonary  infec- 
tions of  infants  and  young  children  are  prevented 
or  are  readily  treated  before  the  destructive  lesions 
of  the  bronchi,  which  lead  to  permanent  changes, 
can  develop. 

Ochsner  Foundation  Hospital 
1516  Jefferson  Highway 
New  Orleans,  Louisiana  70121 
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themselves  out  to  be  supermen  should  not  be  surprised 
that  laymen  take  them  at  their  word  and  impose  su- 
perdamages. The  law,  however,  recognizes  the  medical 
profession  for  what  it  is — a class  of  fallible  men.  some  . . . 
unusually  well  qualified  and  expert  and  some  not.  The 
standard  to  which  they  must  conform,  however,  is  deter- 
mined by  the  practices  of  neither  the  very  best  nor  the 
worst  ....  Like  automobile  drivers,  engineers,  common 
laborers,  and  lawyers,  they  are  obliged  to  conform  to 
reasonable  care  in  the  circumstances.” 

From  court’s  decision  in  Francois,  226  N.W.  2d  470. 

— The  Physician’s  Legal  Brief,  vol.  17,  p.  3,  July-Aug. 
1975. 
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Measuring  cause  and  effect 

Cause:  High  levels  of  anxiety 

Effect:  Exacerbation  of  irritable  bowel  syndrome 


When  barium  fills  the  whole  colon,  there 
is  also  a reflux  through  the  ileum  so  that 
ileum  is  superimposed  on  colonic  shadows. 
Tlie  tube-type  descending  colon  revealed 
is  normally  associated  with  the  diarrheal 
phase  of  the  irritable  bowel  syndrome. 


Case  History:*  27-year-old  female 

Before  treatment 

Chief  Complaint:  Abdominal  pain  and  diarrhea. 

Present  Illness:  Intermittent,  left-sided,  lower  abdominal 
pain  for  over  a year;  pain,  unassociated  with  men- 
strual periods  or  eating,  lasted  several  hours.  Abdomi- 
nal symptoms  occurred  in  attacks  lasting  1-2  days 
with  remissions  of  3-4  days.  Diarrhea  accompanied 
attacks.  No  weight  loss,  nausea  or  vomiting. 

Personal  History:  Married,  2 children.  Somewhat  rest- 
less, tense  and  anxious. 

Physical  Examination:  8/16/73.  System  review  within 
normal  limits.  Weight  95  lbs.  Petite,  pleasant,  coop- 
erative patient  with  no  obvious  signs  of  illness. 

Abdomen:  Spastic,  tender  sigmoid  colon.  Otherwise 
normal. 

Rectal:  Normal  mucosa  and  stool.  No  rectal  bleeding  or 
excess  mucus  or  fat  in  stools. 

SigmoidoscopyfNormal  sigmoid  mucosa. 

Laboratory  tests:  Within  normal  range.  No  occult 
blood  in  3 successive  stool  examinations. 

Impression:  Irritable  bowel  syndrome.  X-rays  7/25/73 
showed  tube-type  descending  colon.  Librax,  one 
capsule  q.i.d. , prescribed  as  adjunctive  therapy  on 
8/23/73.  Symptoms  of  anxiety  evaluated  with 
Hamilton  Anxiety  Scale  on  same  date. 

‘Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J.  07110. 

Although  this  is  an  actual  case  history,  not  all  cases  of  irritable  bowel 

syndrome  can  be  expected  to  respond  this  rapidly  to  therapy. 


Undue  anxiety— often  a forerunner 
of  irritable  bowel  syndrome 

Irritable  colon  is  a disorder  commonly  seen  in  the 
average  physician’s  daily  practice.  Expressed  as  diar- 
rhea and / or  constipation,  the  disorder  affects  mainly 
the  colon’s  tonicity.  Usually  spasms  are  produced, 
mediated  through  the  autonomic  nervous  system. 
Such  abnormal  activity  can  easily  derive  from  emo- 
tional stress,  which  causes  parasympathetic  stimula- 
tion. Hence  the  direct  relationship  between  anxiety 
and  irritable  bowel  syndrome.  Reducing  anxiety,  one 


of  the  causative  factors,  can  be  expected  to  counter 
the  effect,  exacerbation  of  irritable  bowel  syndrome. 

Librax  is  the  logical  adjunct  in 
treating  irritable  bowel  syndrome 

□ Dual  action  of  Librax  helps  relieve  both  anxiety 
and  somatic  symptoms. 

□ Librax  alone  provides  both  the  antianxiety  action 
of  Librium®  (chlordiazepoxide  HC1)  and  the  anti- 
secretory-antispasmodic  action  of  Quarzan™  (clidi- 
nium  Br). 


Relief  of  symptoms 
linked  to  relief  of  anxiety 


Hamilton  Anxiety  Scale 

Parameters 

After 

Evaluation 

Anxious  Mood 

O 

1 

2 

3 

4 

Tension 

0 

k 

2 

3 

4 

Fears 

0 

1 

2 

3 

4 

Intellectual 

o 

1 

2 

3 

4 

Depressed  Mood 

o 

1 

2 

3 

4 

Insomnia 

0 

1 

2 

3 

4 

Somatic  (muscular) 

0 
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2 

3 

4 

Somatic  (sensory) 

o 

k 

2 

3 

4 

Cardiovascular  Symptoms 
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1 

2 

3 

4 

Respiratory  Symptoms 

o 

1 

2 

3 

4 

G.I.  Symptoms 

0 

1 

2 

3 

4 

G.U.  Symptoms 

0 

P 

2 

3 

4 

Autonomic  Symptoms 

o 

n 

/ T 

2 

3 

4 

Behavior  at  Interview 

o 

fi 

2 

3 

4 

Patient's  first  evaluation  was  made 
8/23/73  prior  to  treatment.  The  second 
evaluation,  made  10/4/73,  shows 
concurrent  drop  in  anxiety  and 
somatized  symptoms. 

Posttreatment 

Total  Score  4 

Anxiety  1 

Somatized  Anxiety  3 

After  treatment 

Abdominal  pain  and  discomfort  less  troublesome  al- 
though still  some  frequency  and  looseness  of  the  bowels. 
Patient  felt  significantly  better  and  less  anxious.  Bowel 
movements  returned  to  regular  pattern  when  therapy 
discontinued  on  10/4/73. 

10/4/73:  Second  Hamilton  Anxiety  Scale  completed. 
Follow-up  (2  months  later):  Patient  off  all  therapy,  nor- 
mal bowel  function,  no  abdominal  pain,  no  significant 
anxiety  feelings  or  undue  tension  or  nervousness. 


Charted  at  left,  the  Hamilton  Anxiety  Scale  ratings 
show  how  somatized  anxiety  symptoms— especially 
gastrointestinal,  the  complaint  rated  highest— dimin- 
ished along  with  anxiety  symptoms.  The  first  six 
parameters  plus  “behavior  at  interview”  measure  anx- 
iety and  the  remaining  seven,  somatized  anxiety. 
Between  the  first  and  second  evaluations,  the  sum  of 
the  anxiety  and  the  sum  of  the  somatized  symptoms 
each  decreased  by  4 points  on  the  rating  scale. 


□ Both  components  are  conveniently  contained  in  a 
single  capsule. 

□ Dosage  is  adjustable  within  the  range  of  1 or  2 
capsules  3 or  4 times  daily;  up  to  8 capsules  daily  in 
divided  doses. 

□ One  capsule  before  each  meal  and  two  at  bedtime 
usually  prescribed. 


Please  see  summary  of  product  information 
on  following  page. 


Dual-action 
adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 

for  the  anxiety- related  symptoms 
of  irritable  bowel  syndrome 
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Dual-action 

adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Initial  Rx 

The  initial  prescription  permits  evaluation 
of  patient  response  to  therapy. 


Follow-up 


Follow-up  therapy  with  a prescription  for 
2 to  3 weeks’  medication  usually  helps 
maintain  patient  gains. 


for  the  anxiety-related  symptoms  of  irritable  bowel  syndrome  • 
duodenal  ulcer  • upper  functional  gastrointestinal  disorders 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 


sion; suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment:  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (QuarzanT  M ) — bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10. 
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Large-Scale  Blood- 
Screening  Program 
for  Hepatitis  B 


A program  for  screening  all  blood  donated  in  New 
York  State  (exclusive  of  New  York  City)  for  HBsAg 
(hepatitis-associated  antigen)  has  now  been  in  ef- 
fect for  three  years.  Approximately  130  blood 
banks  processing  some  300,000  units  of  blood  per 
year  participate.  Monitoring  of  their  technical 
proficiency  has  been  continuously  modified  to  fos- 
ter optimal  performance  and  encompass  new 
HBsAg  assay  techniques  of  increasingly  greater 
sensitivity.  This  has  resulted  in  steady  improve- 
ment in  the  performance  of  tests  of  both  second- 
and  third-generation  sensitivity.  The  incidence  of 
HBsAg-positive  blood  detected  is  about  0.07  per 
100  units  collected,  and  this  has  shown  little 
change,  although  initially  all  screening  was  by 
CEP  (counterelectrophoresis)  and  currently  about 
75  per  cent  is  by  RIA  (radioimmunoassay).  This 
suggests  that  screening  of  donor  bloods  using  the 
FDA-approved  tests  fails  to  detect  an  unknown, 
probably  substantial  number  of  units  which  could 
transmit  hepatitis.  Nevertheless,  testing  under 
present  regulations  is  screening  out  some  200 
HBsAg- positive  units  per  year.  The  apparently 
stable  incidence  of  HBsAg-positive  donors  may  re- 
sult from  a balance  between  the  continuing  remov- 
al of  positive  repeat  donors  from  donor  rolls  and 
the  increased  sensitivity  of  RIA  in  detecting  posi- 
tive new  donors. 
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After  discovery  of  HBsAg  (the  Australia  antigen) 
and  its  association  with  viral  hepatitis,  there  was 
general  recognition  that  the  incidence  of  post- 
transfusion hepatitis  could  be  significantly  re- 
duced by  screening  donor  blood  for  its  presence.1-6 
Development  of  such  a program  did  not  become 
feasible,  however,  until  the  almost  simultaneous 
publication  in  1970  of  several  reliable,  relatively 
simple  CEP  (counterelectrophoresis)  procedures 
for  HBsAg  detection.7-10  It  was  recognized  that 
hepatitis  B could  be  transmitted  by  serum  with 
HBsAg  titers  too  low  to  be  detected  by  CEP,  but  it 
was  felt  that  use  of  this  procedure  to  screen  all 
donor  blood  would  permit  the  detection  of  a signif- 
icant number  of  infectious  units,  perhaps  those 
most  likely  to  cause  serious  disease.1112  Few 
blood  bank  laboratories  were  prepared  to  cope 
with  a technique  such  as  CEP  in  1970,  and  it  was 
found  necessary  to  provide  reagents  and  to  initiate 
a training  and  proficiency  testing  program  to  en- 
able them  to  start  performing  the  test. 

On  January  1,  1971,  it  was  made  mandatory  in 
New  York  State  that  all  donor  blood  be  tested  for 
the  presence  of  HBsAg  using  a method  no  less  sen- 
sitive than  CEP,  a step  predating  similar  action  at 
the  Federal  level  by  some  eighteen  months.13’14 
The  educational  and  proficiency  testing  aspects  of 
the  program  have  been  modified  continuously 
since  then  to  encompass  newly  developing  HBsAg 
assay  techniques  of  increasingly  greater  sensitivi- 
ty. Federal  authorities  and  some  states  are  now 


considering  new  regulations  mandating  the  use  of 
HBsAg  detection  tests  which  meet  third-genera- 
tion sensitivity  criteria,  such  as  RIA  (radioimmu- 
noassay), and  it  can  be  expected  that  these  will  in 
turn  be  displaced  by  tests  of  even  greater  sensitivi- 
ty.13 

The  following  report  chronicles  the  develop- 
ment in  New  York  State,  exclusive  of  New  York 
City,  of  a program  to  screen  donor  blood  for  hepa- 
titis B antigen  and  attempts  to  assess  its  effective- 
ness. 

Development  of  proficiency  tests 

Prior  to  January  1,  1971,  when  the  testing  of  all 
donor  blood  for  HBsAg  was  to  become  mandatory 
in  New  York  State,  workshops  demonstrating  CEP 
methodology  were  held  in  various  centers  through- 
out the  State,  and  a continuing  program  of  techni- 
cal training  was  instituted  in  our  laboratory.  In 
the  latter  case  instruction  lasted  one  day  and  was 
restricted  to  3 trainees  per  session. 

In  addition,  sets  of  specimens  were  sent  out  as  a 
practice  proficiency  test  to  some  200  laboratories 
which  had  indicated  they  wished  to  qualify  for 
HBsAg  testing.  Test  specimens  were  prepared 
from  pools  of  human  plasma  which  were  known  to 
be  positive  or  negative  for  HBsAg  by  a CEP  proce- 
dure.8 The  antigen  pools  were  fractionated  using 
PEG  (polyethylene  glycol),  and  the  HBsAg-posi- 
tive fraction  was  heated  at  60°C.  for  ten  hours. 
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This  was  again  treated  with  PEG  to  remove  serum 
proteins  that  had  been  denatured  by  the  heating. 
A large  batch  of  HBsAg-positive  plasma  (142-1) 
was  similarly  processed  and  used  as  a reference  an- 
tigen. 

The  practice  testing  kit  consisted  of  2 specimens 
labeled  HAA  (hepatitis-associated  antigen)  posi- 
tive or  negative  for  use  as  controls,  and  3 coded 
specimens,  1 HBsAg  positive  and  2 HBsAg  nega- 
tive. Because  standardized  preparations  of  anti- 
HBS  (antibody)  were  essentially  unavailable  at 
that  time,  goat  serum  positive  for  anti-HBs  was 
adsorbed  to  remove  antibodies  to  human  plasma 
proteins  and  standardized  in  our  laboratory.15  A 
one-year  supply  of  this  preparation  was  made 
available  to  all  participating  laboratories,  along 
with  bulletins  giving  detailed  instructions  on  two 
recommended  electrophoresis  procedures  for  de- 
tection of  HAA  and  indicating  possible  sources  of 
error.8,16  As  an  outcome  of  this  practice  run,  60 
laboratories  withdrew  from  the  program  and  dis- 
continued routine  collection  of  blood  for  transfu- 
sion purposes. 

The  first  official  proficiency  test  kit;  sent  out  in 
May,  1971;  consisted  of  6 HBsAg-positive  plasma 
specimens,  ranging  in  titer  from  undiluted  to  1:32 
after  heat  treatment,  and  5 negative  specimens. 
These  were  random  coded.  Confirmatory  CEP 
testing  of  this  panel  was  carried  out  by  our  labora- 
tory and  three  reference  laboratories  chosen  for 
their  competence  in  HBsAg  detection.  After  con- 
sultation with  these  laboratories,  the  passing 
grade  was  set  at  70  per  cent,  and  a weighted 
scoring  system  was  used.  The  same  reference  lab- 
oratories have  participated  in  all  subsequent  pro- 
fiency  testing.  Test  kits  were  sent  to  140  institu- 
tions, and  results  were  received  from  101.  A fol- 
low-up revealed  that  most  of  those  not  reporting 
results  had  encountered  problems  in  obtaining 
satisfactory  equipment,  parts,  and  supplies. 
Twelve  of  these  ceased  collecting  blood  for  trans- 
fusion. 

The  secondary  proficiency  test,  sent  out  to  128 
laboratories  in  December,  1971,  consisted  of  12 
plasma  specimens  positive  for  HBsAg  in  different 
titers  and  8 which  were  negative.  Coding  and 
scoring  was  similar  to  that  of  the  first  test.  Re- 
sults were  returned  by  115  laboratories;  the  re- 
mainder, as  previously,  ceased  collecting  blood  for 
transfusion.  Institutions  which  failed  this  profi- 
ciency testing  were  retested  in  May,  1972,  so  that 
they  could  qualify  for  the  issuance  of  a blood- 
banking permit  for  the  year  commencing  July  1, 
1972,  and  those  failing  this  retest  ceased  collecting 
blood. 

In  1973,  we  initiated  a twice-a-year  (April  and 
October)  proficiency  testing  schedule.  Thus  labo- 
ratories passing  these  tests  were  also  able  to  meet 
the  requirements  of  the  Center  for  Disease  Control 
for  laboratories  having  interstate  operations. 


Those  failing  the  April  and  October,  1973,  tests 
were  retested  in  June,  1973,  and  January,  1974,  re- 
spectively. 

The  HBsAg-positive  specimens  for  the  third 
proficiency  test  (April,  1973)  were  drawn  from  12 
different  pools  of  plasma  varying  in  titer  from 
strong  to  very  weak.  They  had  been  sterile-fil- 
tered  and  treated  with  sodium  azide  (0.005  M.)  as 
a preservative  but  were  not  heat-treated.  About 
six  months  previously  the  Food  and  Drug  Admin- 
istration had  approved  a commercial  RIA  kit 
(Ausria-125  test),  and  we  anticipated  that  some  of 
the  larger  blood  banks  would  be  utilizing  this  more 
sensitive  procedure.  The  specimen  panel  was 
therefore  assayed  for  HBsAg  in  our  laboratory  and 
the  three  reference  laboratories  by  both  RIA  and 
CEP.  Ten  of  the  128  participating  laboratories 
did  in  fact  use  the  commercial  RIA  procedure. 
The  passing  grade  was  held  at  70  per  cent  for  both 
CEP  and  RIA  results. 

The  fourth  proficiency  test  (October,  1973)  used 
a panel  of  20  plasma  specimens,  of  which  13  were 
HBsAg  positive.  Two  of  these  were  detectable 
only  by  RIA  so  that  only  a laboratory  using  RIA 
could  obtain  100  per  cent  in  this  testing.  Each  of 
these  2 specimens  was  worth  only  the  2.5  per  cent 
assigned  to  negative  specimens;  thus  the  maxi- 
mum obtainable  score  by  CEP  was  95  per  cent. 
The  passing  score  was  set  at  90  per  cent,  and  miss- 
ing one  of  the  strongly  positive  specimens  (12.5  per 
cent  each)  or  more  than  2 of  the  moderate  to 
weakly  positive  specimens  (5  per  cent  each)  consti- 
tuted a failure.  Of  the  124  laboratories  tested,  23 
used  RIA  instead  of  or  in  addition  to  CEP. 

In  the  fifth  proficiency  test  (April,  1974)  a simi- 
lar panel  was  used,  but  changes  were  made  in  de- 
sign to  assess  the  effects  of  several  modifications 
which  had  recently  been  introduced  into  the  Aus- 
ria  protocol.  Serum  specimens  were  substituted 
for  plasma  to  accommodate  the  testing  to  the  pos- 
sible use  of  a shorter  (two-hour)  specimen  incuba- 
tion at  45°C.  In  addition,  an  attempt  was  made  to 
determine  the  influence  of  different  incubation 
conditions  on  the  incidence  of  false-positive  reac- 
tions by  including  in  the  HBsAg-negative  speci- 
mens 3 which  were  known  to  be  capable  of  giving  a 
false-positive  reaction  when  subjected  to  the  six- 
teen-hour, room-temperature  incubation  of  the 
original  RIA  kit  method. 

The  serum  specimens  were  assayed  in  our  labo- 
ratory using  CEP,  a common  commercial  electro- 
phoresis kit  (Hapindex),  a latex  particle  agglutina- 
tion test  (Antigex),  a charcoal  particle  agglutina- 
tion test,  of  the  original  commercial  RIA  method  a 
modification  of  it  in  which  the  specimen  is  incu- 
bated with  antibody  for  two  hours  at  45°C.,  and  a 
modified  RIA  kit  (Ausria  11-125),  which  utilizes 
the  short  incubation  period  and  125I-labeled 
human  anti-HBs  instead  of  the  labeled  guinea  pig 
anti-HBs  of  the  original  test.8-17  Specificity  test- 
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TABLE  I.  HBsAg  proficiency  testing  performance,  1971-1974 


Counterelectrophoresis  Radioimmunoassay 

Number  , N , 


Proficiency  Test 

of  Lab- 
oratories 
Tested 

Passing 
Score 
(Per  Cent) 

Number  of 
Laboratories 
Passing/Tested 

Percentage  of 
Specimens 
Correct  Initially 

Number  of  Percentage  of 

Laboratories  Specimens 

Passing/Tested  Correct  Initially 

May,  1971 

101 

70 

65/101 

70.4 

December,  1971; 
retest: 

May,  1972 

115 

70 

99/115; 

13/16  (retest) 

79.1 

April,  1973; 
retest: 

June,  1973 

128 

70 

114/118; 

4/4  (retest) 

80.1 

10/10 

97.0 

October,  1973; 
retest: 

January,  1974 

124 

90 

91/101; 

10/10  (retest) 

99.0  (88.5*) 

22/23; 

1/1  (retest) 

97.5 

April,  1974; 
retest: 

Immediate 

137 

Absolute 

pass** 

96/110; 

13/14  (retest) 

99.0  (88.6*) 

21/27; 

6/6  (retest) 

97.7  (94. 8t) 

* Failure  to  detect  specimens  HBsAg-positive  only  by  RIA  included  in  calculation, 
t Failure  to  call  false- positive  specimens  negative  counted  incorrect. 

**  All  positive  specimens  to  be  correctly  identified  within  the  limitations  of  the  technique  used. 


ing  using  the  Ausria-125  confirmatory  neutraliza- 
tion test  was  carried  out  on  all  apparently  positive 
specimens. 

Scoring  standards  were  again  raised,  this  time  to 
an  absolute  pass.  The  participating  laboratories 
were  required  to  identify  correctly  all  specimens  in 
which  it  was  possible  for  them  to  detect  HBsAg: 
11  for  laboratories  using  CEP  or  methods  of  a sim- 
ilar range  of  sensitivity,  or  13  for  laboratories  using 
RIA  methods. 

Fifteen  per  cent  of  the  137  participating  labora- 
tories failed  initially,  but  retesting  was  carried  out 
immediately  after  receipt  of  incorrect  results. 
Participants  were  contacted  by  telephone,  and 
possible  sources  of  error  were  called  to  their  atten- 
tion without  discussion  of  specific  results.  In 
most  cases  retesting  was  carried  out,  and  revised 
results  were  submitted  within  a few  days.  All  but 
one  of  the  137  blood  banks  then  achieved  an  abso- 
lute pass  and  were  issued  permits  for  the  year 
commencing  July  1,  1974. 

Results  of  proficiency  tests 

From  1971  to  1974  there  was  an  increase  of  37 
per  cent  in  the  number  of  blood-collection  centers 
participating  in  the  proficiency  testing  program 
(Table  I).  During  the  interim  26  laboratories 
changed  from  CEP  to  RIA,  and  the  number  using 
CEP  increased  from  101  to  110. 

CEP  performance.  The  marked  improvement 
in  CEP  performance  is  apparent  in  the  fact  that 
the  percentage  of  laboratories  passing  the  Decem- 
ber, 1971,  and  April,  1974,  tests  was  similar  (86  to 
87  per  cent),  even  though  the  passing  score  had 
been  raised  from  70  per  cent  to  an  absolute  pass. 
The  progressive  increase  in  the  percentage  of  spec- 
imens correctly  identified  during  the  initial  testing 
also  reflects  improved  technical  proficiency.  The 
results  from  the  last  two  tests  suggest  that  CEP 


proficiency  has  reached  its  limit  with  the  correct 
identification  of  88.5  per  cent  of  some  2,000  panel 
specimens  tested  by  the  laboratories  still  using 
this  procedure,  including  200  specimens  detectable 
only  by  RIA. 

The  possible  influence  of  various  types  of  equip- 
ment and  anti-HBs  preparations  on  CEP  was  as- 
sessed. By  April,  1974,  an  all-inclusive  cassette- 
type  kit  was  favored  by  43  per  cent  of  the  laborato- 
ries, but  there  was  no  evidence  that  this  kit  was  su- 
perior in  any  respect,  other  than  perhaps  conve- 
nience, to  the  CEP  modifications  used  by  the  rest. 
Some  20  per  cent  of  the  laboratories  were  still 
using  techniques  similar  to  those  originally  recom- 
mended in  the  State  of  New  York  Department  of 
Health  bulletins  of  1970,  and  their  performance 
record  closely  matched  that  of  the  most  recent 
commercially  developed  CEP  kits.8,16  An  inter- 
mittent but  serious  problem  with  some  cassette- 
type  kits  was  that  strong  positive  reactions  could 
be  missed  because  the  precipitin  line  was  in  the 
antibody  well. 

When  the  pass  mark  was  increased  to  90  per 
cent  for  the  fourth  testing,  10  laboratories  using 
CEP  had  to  be  retested,  as  against  4 in  the  preced- 
ing test.  All  were  than  able  to  requalify.  Intro- 
duction of  the  absolute  pass  in  the  fifth  proficien- 
cy test  caused  another  increase  in  the  number  of 
laboratories  using  CEP  which  had  to  be  retested. 
However,  of  14  such  laboratories,  only  1 remained 
unable  to  qualify  after  the  first  retesting,  and  that 
required  deferment  for  special  reasons  concerned 
with  personnel  problems. 

RIA  performance.  For  laboratories  using 
RIA,  the  percentage  of  specimens  correctly  identi- 
fied initially  remained  essentially  unchanged  (97 
to  97.5  per  cent)  for  the  third  and  fourth  proficien- 
cy tests,  and  only  one  laboratory  had  to  be  retested 
when  the  pass  mark  was  raised  from  70  to  90  per 
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cent.  Imposition  of  the  absolute  pass  standard  in 
the  fifth  proficiency  test,  however,  resulted  in  a 
pronounced  increase  in  the  number  of  laboratories 
using  RIA  (6  of  27)  which  had  to  be  retested.  One 
of  these  missed  a moderately  strong  positive  speci- 
men, 4 failed  to  identify  the  weakly  positive  speci- 
mens (detectable  by  RIA  only),  and  1 had  instru- 
mentation problems  compounded  by  somewhat  in- 
adequate technical  help.  The  latter  laboratory  re- 
quired extended  retesting  to  qualify. 

Eleven  laboratories  using  RIA  failed  to  identify 
false-positive  specimens  as  negative.  They  were 
not  penalized  in  this  test,  since  these  specimens 
had  been  included  to  assess  the  extent  of  the  prob- 
lem of  false-positive  reactions  obtained  with  the 
original  commercial  RIA  method  in  the  various 
modifications  being  used  by  different  laboratories. 

In  this  test  3 specimens  which  would  usually 
react  as  false  positive  by  the  original  commercial 
RIA  technique  were  included  in  each  panel,  as  well 
as  the  2 specimens  weakly  positive  for  HBsAg  by 
this  procedure.  The  results  given  in  Table  II  show 
that  a substantially  higher  incidence  of  false-posi- 
tive reactions  occurred  with  the  sixteen-hour, 
room-temperature  specimen  incubation  with  the 
solid-phase  antibody  medium  of  guinea  pig  origin 
than  with  incubation  for  two  hours  at  45°C.  In 
fact,  the  incidence  of  false-positive  reactions  in  the 
latter  case  appears  barely  greater  than  with  the 
modified  commercial  RIA  test,  but  a valid  compar- 
ison would  require  a larger  sample  of  results  with 
the  latter  test.  The  data  also  indicate  that  the  re- 
duction in  the  incidence  of  false-positive  reactions 
obtained  with  the  two-hour,  45°C.  incubation  does 
not  occur  at  the  expense  of  sensitivity. 

A telephone  survey  of  the  laboratories  in  New 
York  State  (exclusive  of  New  York  City)  using 
RIA  methods  revealed  that  no  more  than  three  or 
four  carry  out  the  Ausria-125  confirmatory  neu- 
tralization test  on  specimens  reacting  positively 
for  HBsAg,  and  even  these  do  not  appear  to  be 
doing  so  routinely.  This  can  probably  be  ex- 
plained by  the  fact  that  submission  of  HBsAg-pos- 
itive  specimens  to  the  Department  of  Health  for 
confirmatory  testing  has  been  obligatory  in  the 
New  York  State  since  the  inception  of  the  hepati- 
tis surveillance  program  in  1971.  Apparently  the 
general  practice  is  to  remove  the  “positive”  unit 
from  inventory  and  await  results  of  the  State  Lab- 
oratory confirmatory  testing  before  notifying  the 
donor. 

Coincidental  with  the  introduction  of  the  com- 
mercial RIA  technique  as  a routine  testing  proce- 
dure in  1973  and  its  use  to  test  about  75  per  cent  of 
the  blood  collected  in  the  State  that  year,  there 
was  a marked  increase  in  the  number  of  specimens 
submitted  to  us  for  confirmation  (344  as  compared 
with  203  in  1972,  an  increase  of  60  per  cent).  This 
was  evidently  due  less  to  the  increased  sensitivity 
of  the  new  assay  method  than  to  problems  with  its 


TABLE  II.  Effects  of  different  types  of  specimen 
incubation  in  commercial  RIA  detection  of  HBsAg 


Num- 

ber 

of 

False- 

Positive 

Specimens 

Weakly 

Positive 

Specimens 

Method  and  Type  of 
Specimen  Incubation 

Lab- 

ora- 

to- 

ries 

f 

Num- 

ber 

Test- 

ed 

Per 

Cent 

Cor- 

rect* 

r 

Num- 

ber 

Test- 

ed 

Per  ' 
Cent 
Cor- 
rect* 

Original  commercial 
RIA  kit 

Sixteen  hours, 
25°C. 

8 

24 

29 

16 

87.5 

Two  hours, 

45°C. 

Modified  commercial 
RIA  kit 

13 

39 

95 

26 

88.5 

Two  hours, 
45°C. 

2 

6 

100 

4 

100 

* Without  a confirmatory  neutralization  test. 


performance  or  interpretation,  since  only  57  per 
cent  of  the  specimens  submitted  in  1973  could  be 
confirmed  as  positive  in  our  laboratory  as  com- 
pared with  87  per  cent  in  1972. 

In  the  first  six  months  of  1974,  confirmation 
submissions  were  down  by  40  per  cent,  and  76  per 
cent  of  specimens  submitted  were  being  confirmed 
as  positive.  This  suggests  that  performance  and 
interpretation  of  the  test  had  improved  markedly 
and  that  the  incidence  of  false-positive  reactions, 
while  still  significant,  had  lessened.  The  probable 
reasons  for  this  reduced  incidence  of  false-positive 
reactions  are  that  most  of  the  laboratories  were  by 
this  time  using  the  shorter,  higher-temperature  in- 
cubation with  the  original  or  the  modified  RIA  kit 
and  that  in  the  latter  test  the  anti-HBs  is  of 
human,  rather  than  guinea  pig,  origin. 

Current  status  of  CEP  and  RIA  perfor- 
mance. In  the  most  recent  proficiency  test  re- 
ported here,  of  the  110  laboratories  using  CEP 
methods,  8 per  cent  failed  to  detect  1 or  more 
specimens  which  were  moderately  to  strongly  posi- 
tive for  HBsAg,  none  missed  weakly  positive  speci- 
mens, and  4 per  cent  called  1 or  more  HBsAg-neg- 
ative  specimens  positive.  In  contrast,  the  Bureau 
of  Biologies  reported  that  15  per  cent  of  its  sample 
blood  banks  using  CEP  were  missing  1 or  more 
moderately  to  strongly  HBsAg-positive  specimens 
and  that  90  per  cent  were  missing  1 or  more  weak- 
ly positive  specimens.13 

Of  the  laboratories  using  RIA,  4 per  cent  failed 
to  detect  a specimen  moderately  positive  for 
HBsAg,  15  per  cent  failed  to  detect  1 or  more 
weakly  positive  specimens,  and  32  per  cent  called  1 
or  more  negative  specimens  positive.  Although 
Bureau  of  Biologies  figures  on  the  performance  of 
laboratories  using  RIA  are  not  given  in  the  Federal 
Register  report,  it  implies  that  errors  in  tests  of 
third-generation  sensitivity  will  tend  toward  false 
positive,  thereby  favoring  protection  of  blood  re- 
cipients.7 Our  findings  seem  to  bear  out  this  ob- 
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servation,  but  they  also  point  up  a continued  diffi- 
culty in  identifying  specimens  that  are  weakly  pos- 
itive by  the  RIA  procedure.  However,  most  labo- 
ratories which  experienced  this  problem  in  the 
proficiency  testing  reported  that  they  had  been 
unsure  of  these  particular  results,  and  had  units  of 
blood  rather  than  panel  specimens  been  involved, 
they  would  have  removed  the  units  from  inventory 
and  sent  aliquots  to  our  laboratory  for  confirma- 
tory testing. 

Comment 

Approximately  130  blood  banks  serving  New 
York  State,  outside  of  New  York  City,  and  collect- 
ing a total  of  about  300,000  units  of  blood  per  year 
now  participate  in  this  screening  program.  The 
frequency  of  detecting  HBsAg-positive  bloods  has 
been  about  0.07  per  100  units  collected.  Esti- 
mates of  the  national  incidence  of  posttransfusion 
hepatitis  (30,000  to  150,000  cases  a year)  suggest 
that  the  detection  rate  should  be  0.33  to  1.7  per 
100  units  collected.14  While  the  national  esti- 
mates may  be  high,  the  reported  incidence  of  from 
20  to  90  cases  a year  of  hepatitis  B resulting  from 
the  transfusion  of  blood  and  blood  products  in 
New  York  State  (exclusive  of  New  York  City) 
must  be  too  low.  Thus  even  a blood-screening 
program  such  as  ours,  employing  primarily  third- 
generation  tests  for  HBsAg,  is  evidently  still  failing 
to  detect  a substantial  proportion  of  units  which 
could  transmit  hepatitis.  It  is  apparent  that  bet- 
ter tests  for  hepatitis  B virus  and  other  causes  of 
posttransfusion  hepatitis  are  needed.  Neverthe- 
less, present  regulations  and  testing  procedures 
have  resulted  in  the  detection  of  nearly  200  units 
of  HBsAg-positive  blood  per  year  and  removal  of 
the  donors  from  donor  rolls. 

It  was  apparent  from  the  outset  that  a donor 
screening  program  based  on  the  use  of  a method 
with  the  sensitivity  limitations  of  CEP  could  effec- 
tively reduce  the  incidence  of  posttransfusion  viral 
hepatitis  only  if  an  especially  high  degree  of  profi- 
ciency in  the  performance  of  the  test  were  re- 
quired. Within  six  months  of  the  proficiency  test, 
many  small  blood  banks  had  stopped  routine  col- 
lection of  blood  voluntarily,  and  the  remainder 
began  a steady  improvement.  Laboratories  still 
using  CEP  are  now  capable  of  screening  out  an  es- 
timated 99  per  cent  of  the  panel  specimens  in 
which  it  is  possible  to  detect  HBsAg  by  this  proce- 
dure. 

The  effectiveness  of  the  screening  program  in 
the  earlier  stages  of  its  development  can  be  gauged 
to  some  extent  by  the  fact  that  in  1972,  of  203 
specimens  submitted  to  this  laboratory  for  confir- 
mation, 177  were  found  positive  for  HBsAg  by 
CEP.  This  test  and  others  of  second-generation 
sensitivity  can  therefore  play  a useful  role.13 
However,  the  relatively  low  detection  rate  sup- 
ports the  findings  of  several  previous  experimental 


studies  that  an  undetermined,  probably  significant 
quantity  of  blood  positive  for  HBsAg  remains  un- 
detected by  these  procedures.18^21 

On  the  other  hand,  estimates  of  the  additional 
number  of  units  of  HBsAg-positive  blood  which 
might  be  detected  by  third-generation  sensitivity 
tests  such  as  the  first  commercial  RIA  kit  may 
have  been  unduly  influenced  by  the  early  reports 
of  sensitivity  varying  as  widely  as  from  15  up  to 
4,000  times  that  of  CEP.18-21  Titration  of  our  ref- 
erence pool  (14R)  containing  HBsAg  subtypes  ayw 
and  adw,  using  CEP  and  several  of  the  original 
commercial  RIA  kits,  gave  CEP  titers  of  1:64  to 
1:128  and  RIA  titers  of  1:5,000  to  1:20,000  and,  on 
one  occasion,  1:80,000.  Similar  results  were  ob- 
tained using  purified  HBsAg.*  This  indicated 
that  the  original  commercial  RIA  kit  is  usually  100 
times  as  sensitive  as  CEP.  Our  experience  with 
specimens  submitted  for  confirmation,  as  summa- 
rized previously,  also  showed  that  the  early  esti- 
mates of  the  effectiveness  of  the  original  RIA  kit 
had  been  overstated,  probably  to  a large  extent  be- 
cause of  the  high  rate  of  false-positive  reactions. 

It  is  often  assumed  that  use  of  commercial  RIA 
kits  eliminates  the  technical  errors  common  in 
CEP.  Our  proficiency  testing  results  suggest  oth- 
erwise. This  may  be  due  in  part  to  variations  in 
the  sensitivity  of  different  kits.  The  advantage  of 
RIA  testing  becomes  apparent,  however,  when  one 
considers  that  currently  only  50  per  cent  of  the 
specimens  found  positive  for  HBsAg  by  RIA  in  our 
confirmatory  testing  program  are  also  found  posi- 
tive by  CEP. 

In  carrying  out  this  program  we  were  impressed 
that  the  large  workshops  were  relatively  ineffec- 
tive for  training  and  that  proficiency  improved 
most  rapidly  when  the  technician  responsible  for 
the  work  attended  the  one-day  course  of  individu- 
al training  held  in  our  laboratory.  It  would  seem 
best  that  as  improved  testing  techniques  are  devel- 
oped, comparable  regionalized  small  training 
classes  be  held.  This,  followed  by  a proficiency 
testing  program  such  as  the  present  one,  is  proba- 
bly the  most  effective  means  of  improving  test  per- 
formance. 

In  the  New  York  State  donor  screening  program 
there  has  actually  been  very  little  difference  in  the 
number  of  HBsAg-positive  donors  detected,  re- 
gardless of  whether  the  testing  was  almost  entirely 
by  CEP,  in  1972,  whether  75  per  cent  of  the  speci- 
mens submitted  for  confirmation  had  been  tested 
by  the  original  commercial  RIA  method,  in  1973, 
or  whether  many  of  the  confirmation  specimens 
had  been  tested  by  modified  commercial  RIA  pro- 
cedures which  have  eliminated  most  of  the  false- 
positive reactions,  in  1974.  This  apparently  stable 
incidence  of  HBsAg-positive  donors  may  result 
from  a balance  between  the  continuing  removal  of 
positive  repeat  donors  from  donor  rolls  and  the  in- 
creased sensitivity  of  RIA  in  detecting  positive 

* Electro-Nucleonics  Laboratories,  Bethesda,  Maryland. 
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new  donors.  The  effect  which  may  be  attributable 
to  repeat  donors  cannot  be  disregarded.  While  ac- 
curate figures  on  the  percentages  of  repeat  and 
first-time  donors  are  lacking,  we  do  have  data  on 
one  group,  New  York  State  employees,  who  donate 
approximately  18  per  cent  of  the  48,000  units  of 
blood  collected  in  the  northeastern  region  of  the 
State  annually.  Of  this  group,  90  per  cent  are  re- 
peat donors.  Although  markedly  more  sensitive 
than  CEP  in  detecting  HBsAg,  RIA  may  still  be 
uncovering  only  a relatively  small  additional  num- 
ber of  hepatitis  B carriers;  much  more  sensitive  as- 
says will  be  required. 

The  effectiveness  of  a program  such  as  this  is 
difficult  to  evaluate;  75  laboratories  have  voluntar- 
ily discontinued  collecting  blood  for  transfusion. 
Granting  that  best  efforts  are  usually  made  in  per- 
forming proficiency  tests,  the  laboratories  ap- 
proved under  current  regulations  are  capable  of 
identifying  all  the  HBsAg-positive  bloods  which 
can  be  detected  by  the  method  used.  The  goal  of 
reducing  posttransfusion  hepatitis  has  been  real- 
ized in  part  by  the  detection  of  some  200  HBsAg- 
positive  units  per  year.  Improved  tests  are  still 
needed,  however,  not  only  to  detect  HBsAg-posi- 
tive  bloods  of  lower  titer  which  can  cause  clinically 
discernible  posttransfusion  hepatitis,  but  also  to 
avoid  subclinical  infections  which  may  result  in 
the  development  of  chronic  hepatitis,  glomerulo- 
nephritis, or  the  carrier  state.22,23  When  such 
tests  are  developed,  it  seems  likely  that  a program 
such  as  that  operating  in  New  York  State,  with  re- 
gionalized small-group  training  of  personnel  and 
continuing  proficiency  testing,  will  be  needed  to 
foster  optimal  performance. 
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The  Fall  meeting  of  the  New  York  Society  for 
Thoracic  Surgery  was  held  on  November  14,  1974, 
at  the  University  Club.  Edward  J.  Beattie,  Jr., 
M.D.,  President  of  the  Society,  was  in  the  chair. 
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From  the  Thoracic  Service,  Department  of  Surgery,  Memorial 
Sloan-Kettering  Cancer  Center 

Sputum  cytology  provides  a tool  for  detection  of 
lung  cancer  at  an  earlier  stage  than  has  ever  before 
been  possible.  Twenty-eight  cases  of  radiological- 
ly occult  lung  cancer  were  seen  and  located  at  Me- 
morial Hospital. 

In  27  of  28  cases,  initial  diagnosis  was  by  spu- 
tum cytology,  and  in  1 it  was  by  bronchoscopic  bi- 
opsy and  sputum  cytology.  Localization  was 
prompt  in  17  patients  and  delayed  in  11  patients. 
Bronchoscopy  was  the  most  effective  means  of  lo- 
calization. 

Survival  varied  depending  on  ease  of  localiza- 
tion and  the  stage  of  the  carcinoma  when  localized, 
as  well  as  other  complicating  disease,  and  will  be 
discussed. 

Based  on  our  experience  with  these  cases,  rec- 
ommendations will  be  outlined  for  the  clinical  in- 
vestigation and  handling  of  the  patient  with  a 
“positive  sputum  and  negative  chest  x-ray.” 

* By  invitation. 


Discussion 

Myron  R.  Melamed,  M.D.,  New  York  City.  I 
think  there  are  two  points  of  importance  to  bring 
out  and  emphasize  in  what  Dr.  Martini  has  pre- 
sented. One  of  them  is  the  very  fact  that  the  diag- 
nosis of  lung  carcinoma  can  be  made  early  in  at 
least  some  patients  by  the  technique  of  sputum  cy- 
tology. We  have  an  increasing  number  of  exam- 
ples to  support  that  concept  as  time  goes  by.  The 
second  point  is  that  the  results  of  treatment  of 
these  particular  patients  can  be  as  good  as  they 
are.  Sixty  to  80  per  cent  survival  may  be  expect- 
ed, which  to  most  of  us  who  have  seen  any  number 
of  lung  cancers  amounts  to  outstanding  figures. 
So,  if  we  accept  in  principle  that  the  diagnosis  by 
cytology  can  be  made  early  in  some  cases  and  that 
treatment  can  be  very  effective  in  a great  propor- 
tion of  those  cases,  then  I think  we  have  a new 
technique  that  now  must  be  applied  in  a knowl- 
edgeable way.  The  number  of  cases  that  Dr.  Mar- 
tini reports  is  relatively  small,  31  lung  cancers  in 
28  patients.  The  reason  for  this  is  that  they  rep- 
resent only  an  incidental  finding  of  cases  over  this 
period  of  time.  We  have  to  know  now  whether 
these  incidental  cases  can  be  increased  in  number 
if  we  systematically  look  for  them  either  in  the 
total  population  or  preferably  among  a selected 
population  at  high  risk.  I think  one  of  the  most 
important  bits  of  evidence  that  Dr.  Martini  offers 
to  show  that  selective  screening  may  be  useful  is 
the  fact  that  3 of  his  patients  are  Memorial  Hospi- 
tal employees.  In  a sense  they  represent  the  re- 
sult of  a survey,  since  the  hospital  employees  rou- 
tinely get  sputum  cytology  for  minimal  symptoms, 
and  these  3 cancers  were  picked  up  in  that  way.  I 
would  suggest  that  this  technique  now  be  applied 
more  generally  for  patients  who  can  be  expected  to 
have  a high  risk  of  lung  cancer,  and  this  goes  be- 
yond male  cigarette  smokers  who  are  over  forty- 
five.  I would  include  any  individual  who  has  per- 
sistent or  unexplained  cough,  or  even  one  bout  of 
hemoptysis,  as  well  any  individual  who  has  radio- 
logic  abnormalities  almost  regardless  of  what  those 
abnormalities  are. 
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Some  of  the  cases  of  very  early  lung  cancer  that 
Dr.  Martini  has  not  included  in  this  group  were 
found  by  cytology  in  individuals  who  had  chest 
x-ray  films  showing  atelectasis,  recurrent  pneumo- 
nia, tuberculosis,  and  other  radiologic  abnormali- 
ties that  were  only  indirectly  related  to  their  can- 
cer. In  some  of  these  cases  there  was  no  radiologic 
suspicion  of  carcinoma.  In  fact  a large  survey  of 
the  initial  x-ray  film  reports  of  patients  hospital- 
ized with  lung  cancer  showed  about  10  or  12  per 
cent  reported  to  have  some  abnormality  not  sus- 
pected as  being  lung  cancer.  Because  of  these  ex- 
periences, I would  suggest  that  sputum  cytology  be 
adopted  more  universally  as  part  of  a routine 
work-up  for  individuals  suspected  of  lung  cancer, 
just  as  is  the  chest  x-ray. 

For  the  future  I think  we  will  have  to  deal  more 
and  more  with  the  problem  of  localizing  occult 
lung  cancers  when  sputum  cytology  is  positive. 
Dr.  Martini  has  illustrated  the  direction  we  expect 
to  follow.  We  will  also  have  to  deal  with  the  more 
difficult  question  of  multiple  primary  lung  cancers 
as  time  goes  on.  I don’t  know  yet  what  the  end  re- 
sult of  that  will  be.  And  finally  I would  like  to 
comment  just  briefly  about  some  of  the  technical 
problems  of  sputum  cytology,  because  it  is  very, 
very  important  that  good  specimens  be  obtained 
and  that  they  be  processed  properly  and  interpret- 
ed carefully.  I don’t  think  you  will  get  any  more 
help  from  a specimen  of  saliva  than  you  will  from  a 
biopsy  of  buccal  mucosa  when  you  are  looking  for 
lung  cancer,  because  the  cells  present  in  poor  spec- 
imens are  from  the  mouth  and  not  the  bronchus. 
This  is  something  that  is  important  for  everyone 
who  is  collecting  material  as  well  as  those  who  are 
interpreting  it  to  know. 

William  G.  Cahan,  M.D.,  New  York  City.  In 
1949  at  the  Strang  Cancer  Detection  Clinic,  then 
geographically  located  within  Memorial  Cancer 
Center,  an  investigation  was  begun  by  me  into  the 
early  detection  of  lung  cancer  using  periodic  chest 
x-ray  films  and  cytologic  studies.  The  selection  of 
patients  was  limited  to  those  with  increased  risk; 
they  were  all  over  fifty  years  of  age,  and  they  all 
had  a history  of  heavy  or  extensive  cigarette  smok- 
ing for  twenty  years  or  more,  smoking  more  than  2 
packs  per  day. 

Specimens  were  obtained  by  several  methods. 
At  first,  a catheter  was  introduced  through  the 
nose  into  the  trachea  under  topical  anesthesia  and 
saline  used  as  a vehicle  to  obtain  bronchial  secre- 
tions. Later,  sputogenic  machines  and  bronchor- 
rheic  agents  were  substituted  since  the  first  tech- 
nique was  too  time-consuming  and  too  arduous  for 
the  patient.  Posteroanterior  and  lateral  chest 
x-ray  films  were  taken. 

These  studies  were  repeated  annually  and  com- 
pared to  see  if  any  alterations  had  occurred  in  the 
interval.  There  were  some  findings  of  particular 
interest;  in  1 individual,  a stage  0 epidermoid  car- 


cinoma was  discovered  by  cytologic  studies  alone, 
since  he  had  a negative  chest  x-ray  film  finding. 
For  four  years,  this  patient  kept  returning  for  fol- 
low-up, and  his  sputum  remained  positive  and  the 
chest  x-ray  finding  negative  the  entire  time.  He 
died  of  other  causes,  and  unfortunately  no  autopsy 
was  performed.  In  many  others,  as  Dr.  Melamed 
probably  remembers,  varying  degrees  of  metapla- 
sia were  found  ranging  from  slight  to  moderate  to 
marked  “atypia.” 

It  is  regrettable  that  this  study  was  not  contin- 
ued after  four  years,  and  in  particular,  that  those 
with  marked  “atypia”  were  not  followed  to  see 
whether  this  change  represented  a transitional  or 
prodromal  cellular  phase  leading  to  eventual  can- 
cer formation.  Incidentally,  the  investigation  was 
discontinued  because  Strang  Clinic  moved  to  an- 
other part  of  the  city. 

This  investigation  just  outlined  for  us,  if  proper- 
ly carried  out,  would  seem  of  particular  value  in 
recovering  these  early  potentially  curable  cases. 
However,  several  technical  difficulties  may  be  an- 
ticipated. Good  sputum  cytology  specimens  are 
difficult  to  obtain  unless  clear  instructions  are 
given  to  the  patient  for  their  production.  At  Me- 
morial, we  distribute  a mimeographed  sheet  which 
describes  the  proper  technique  and  calls  attention 
to  the  pitfalls  which  can  produce  inadequate  speci- 
mens, such  as  using  the  product  of  a postnasal  drip 
or  plain  saliva.  An  additional  difficulty  is  the  un- 
reliability of  women  to  produce  sputum,  perhaps 
because  it  is  considered  unladylike  to  do  so.  In 
any  event,  unless  members  of  that  sex  are  ex- 
tremely heavy  cigarette  smokers,  they  will  provide 
very  little  in  the  way  of  adequate  specimens  of  this 
type. 

In  a related  area,  we  have  proved  the  association 
of  primary  cancer  of  the  larynx  with  that  of  the 
lung  in  the  same  patient.*  Because  of  this  not  in- 
frequent association,  we  decided  to  do  a prospec- 
tive study  of  tracheal  aspirations  through  the  tra- 
cheostomy of  laryngectomized  patients  accompa- 
nying them  by  periodic  chest  x-rays.  As  a result, 
17  patients  had  a diagnosis  of  lung  cancer  estab- 
lished by  this  means  one  of  whom  was  stage  0. 

Studies  like  the  one  that  is  contemplated  are 
only  as  good  as  the  material  used  for  early  detec- 
tion, both  cytologic  and  radiographic.  Every  at- 
tempt should  be  made  to  obtain  these  as  expertly 
as  possible. 

Dr.  Beattie:  One  of  the  problems  is  the  cost 
effectiveness  of  this  program.  The  yield  of  treat- 
ment patients  is  low,  but  it  has  not  been  studied 
systematically.  Dr.  Melamed,  Dr.  Martini,  and 
Dr.  Miller  at  the  Strang  Clinic,  currently  have  a 
National  Institutes  of  Health  contract,  along  with 
Johns  Hopkins  and  the  Mayo  Clinic  to  find  what 
percentage  of  lung  cancers  develop  through  the 

* Cahan,  W.  G.,  and  Montemayor,  P.  B.:  Cancer  of  the  lar- 
ynx and  lung  in  the  same  patient.  A report  of  60  cases,  J.  Tho- 
rac.  Cardiovasc.  Surg.  44:  309  (1962). 
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treatment  stage.  They  will  study  the  cost  effec- 
tiveness of  this  technique.  They  plan  to  study 
10,000  males  over  the  age  of  forty-five  who  are 
smokers.  The  entire  group  will  have  annual  chest 
x-rays.  Half  of  the  group  will  have  sputum  cytolo- 
gy tests  every  four  months.  We  need  more  studies 

Surgical  Management  of 
Intra-atrial  Extension 
Tumor 

M.  ALI  MADANI,  M.D. 

Kingston,  New  York 

From  Kingston  Hospital 

Direct  extension  of  lung  tumor  into  the  left  atri- 
um via  pulmonary  vein  is  a rare  form  of  cardiac 
metastasis.  The  discovery  of  such  an  atrial  exten- 
sion tumor  during  pulmonary  resection  demands  a 
meticulous  surgical  approach.  The  operative 
management  of  such  a combined  pathologic  condi- 
tion is  lacking  in  the  literature.  The  purpose  of 
this  report  is  to  present  a successful  operative 
management  of  this  combination  of  pathologic 
conditions. 

Case  report 

A fifty-five  year-old  female  patient  was  admit- 
ted to  the  hospital  on  May  5,  1974,  for  investiga- 
tion into  a nonproductive  cough  and  chest  pain  in 
the  left  side.  The  admission  chest  x-ray  films  dis- 
closed a 6-cm.  radiodensity  mass  in  the  left  upper 
lobe.  The  contributory  past  history  consisted  of  a 
total  hysterectomy  fourteen  months  previously, 
and  pathologic  findings  were  consistent  with 
leiomyosarcoma.  The  chest  x-ray  films  at  this 
time  were  negative  for  any  abnormalities,  and  clin- 
ically there  was  no  evidence  of  metastasis.  In  the 
course  of  follow-up,  no  chest  x-ray  films  had  been 
obtained  until  the  present  admission. 

On  this  hospital  admission,  aside  from  the  posi- 
tive findings  on  the  chest  x-ray  films,  the  remain- 
ing examinations  were  not  remarkable.  The  pul- 
monary lesion  was  considered  either  a primary  or  a 
single  metastatic  lesion.  Surgery  was  indicated. 

At  surgery,  a 6-cm.  mass  was  found  in  the  left 
upper  lobe,  with  a tail-like  extension  within  the 
left  superior  pulmonary  vein.  Further  examina- 
tion revealed  a free  growth  of  the  neoplasm  in  the 
left  atrial  cavity,  the  tumor  in  fact  having  a dumb- 
bell shape.  Left  pneumonectomy  in  conjunction 
with  removal  of  the  left  atrial  tumor  was  accom- 
plished. 

Conclusion 

The  operative  findings  previously  discussed  ne- 


like  this  one.  If  we  could  accumulate  a large  num- 
ber of  patients  with  a 60  to  80  per  cent  cure  rate, 
there  would  be  more  enthusiasm  for  the  prompt 
diagnosis  and  treatment  of  lung  cancer  in  the 
United  States  instead  of  pessimism  and  poor  re- 
sults which  we  have  now. 

cessitated  a modification  of  routine  pulmonary  re- 
section. The  pulmonary  artery  was  secured  first, 
then  the  left  inferior  pulmonary  vein  and  the 
main-stem  bronchus.  The  lung  was  at  this  time 
only  attached  by  the  left  superior  pulmonary  vein 
through  which  the  tumor  extended  into  the  left 
atrium.  Since  the  tumor  was  not  adherent  to  the 
wall  of  the  vein  or  the  atrium,  obviously  gentle  ma- 
neuvering of  the  lung  was  of  utmost  importance  to 
prevent  breakdown  of  the  stem  of  the  dumbbell- 
shaped tumor  and  consequent  instant  fatal  embo- 
lism. 

Having  in  mind  the  technique  of  removing  the 
left  atrial  thrombus  without  utilizing  cardiopulmo- 
nary bypass,  I proceeded  with  a similar  approach 
to  herniate  the  tumor  from  the  left  atrium.  This 
was  done  by  incising  the  pulmonary  vein  and  ex- 
tending the  incision  on  the  atrium  to  the  point 
where  spontaneous  herniation  of  the  tumor  was 
accomplished. 

There  were  no  intra-  or  postoperative  complica- 
tions, and  the  patient  made  an  uneventful  recov- 
ery. 

Discussion 

Dr.  Beattie:  Dr.  Madani  has  asked  me  to  dis- 
cuss this  problem.  In  our  experience,  lung  cancers 
that  invade  the  left  atrium  in  this  manner  have 
been  very  rare.  However,  cancer  involving  the 
myocardium  of  the  heart  itself  is  not  rare.  In  our 
study  of  pediatric  cancers  coming  to  autopsy,  we 
found  that  27  per  cent  of  all  pediatric  cancers  had 
invasion  of  the  heart  by  cancer.  Cancer  in  the 
heart  is  not  usually  a surgical  problem. 

I have  seen  2 such  patients  in  the  last  nine  years 
at  Memorial  Hospital.  The  first  was  a man  for- 
merly hospitalized  with  idiopathic  atrial  fibrilla- 
tion who  had  a relatively  normal  chest  x-ray  film 
finding.  He  had  the  usual  cardiologic  work-up 
and  was  digitalized.  Later  he  developed  partial 
atelectasis  of  the  left  lung,  and  it  was  realized  that 
there  might  be  more  than  just  idiopathic  atrial  fi- 
brillation. He  came  to  Memorial  Hospital,  and 
Eugene  Cliffton,  M.D.,  and  I explored  him  togeth- 
er. Our  angiography  was  not  that  good  in  those 
days.  We  found  that  the  cancer  had  invaded  the 
back  of  the  left  atrium  directly  and  that  it  was  re- 
movable. We  reexplored  him  with  cardiopulmo- 
nary bypass  and  performed  a pneumonectomy,  in- 
cluding the  left  half  of  the  left  atrium.  The  lymph 
nodes  were  negative  for  cancer.  He  tolerated  this 
extremely  well  and  went  home  uneventfully.  He 
returned  a few  weeks  later  with  empyema  and  a 
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bronchopleural  fistula;  this  was  drained.  Unex- 
pectedly he  developed  aspiration  pneumonia  and 
died.  No  cancer  was  found  at  autopsy. 

At  that  time  we  reviewed  the  literature.  One 
study  in  the  Swedish  literature  reported  on  direct 
extension  involving  the  contiguous  left  atrium  and 
great  vessels.  Those  who  survived  the  operation 
had  a 25  per  cent  five-year  survival  rate. 

A few  years  ago  we  had  the  second  patient.  The 
patient  was  first  seen  in  May,  1970,  with  cough 
and  feeling  poorly.  He  was  explored  elsewhere, 
and  it  was  found  that  a mass  in  the  right  lower 
lobe  was  an  epidermoid  carcinoma.  There  was  ex- 
tension through  the  inferior  pulmonary  vein  inside 
the  left  atrium  similar  to  the  case  Dr.  Madani  has 
just  presented  to  you.  Angiocardiogram  showed 
that  there  was  no  return  to  the  left  atrium  from 
the  right  lower  lobe.  A “lytic  lesion”  found  in  the 
skull  and  removed  was  benign.  We  planned  to  ex- 
plore him  using  cardiopulmonary  bypass.  What 
worried  me,  Dr.  Madani,  was  that  I might  lose  con- 
trol and  fragment  the  tumor,  with  resultant  sys- 
temic emboli.  It  was  possible  to  lift  up  the  tumor 
in  the  atrium  and,  with  two  vascular  clamps,  re- 
move the  right  half  of  the  left  atrium.  We  re- 
moved the  lateral  pericardium  along  with  the 
tumor.  He  tolerated  this  very  well.  In  spite  of 
the  fact  that  this  was  confined  to  the  heart,  one 
small  lymph  node  on  the  main-stem  bronchus  was 
positive  for  cancer;  the  remaining  mediastinal 
lymph  nodes  were  negative.  He  developed  some 
pulmonary  edema  and  cardiac  problems  and  had  a 
small  cerebral  vascular  accident.  Four  and  one- 
half  years  later,  there  was  no  sign  of  recurrence  of 
cancer. 

So  I agree  with  you  that  these  lesions  are  very 
rare  and  should  be  attacked  aggressively.  I won- 
der whether  in  the  future  you  would  consider  hav- 
ing a pulmonary  bypass  machine  on  standby. 

Paul  A.  Kirschner,  M.D.,  New  York  City.  I 
enjoyed  Dr.  Madani’s  report  very  much,  and  I 
compliment  him  on  his  expert  handling  of  the  sit- 
uation. 

In  1962,  Elliot  Senderoff,  M.D.,  and  I published 
a study1  in  which  we  described  a similar  patient. 
Our  patient  had  a very  large  metastatic  thyroid 
carcinoma  in  the  superior  segment  of  the  left  lower 
lobe,  and  at  thoracotomy  we  found  the  inferior 
pulmonary  vein  to  be  choked  with  tumor,  up  to  its 
entrance  into  the  left  atrium.  No  resection  was 
done.  The  next  morning  he  had  a cadaveric  right 
lower  extremity  with  absent  pulses.  An  embolec- 
tomy  was  done  with  removal  of  a tumor  embolus  in 
the  femoral  artery.  Ultimately,  the  patient  died 
of  metastatic  disease.  In  that  report  a suggestion 
was  made,  not  original  with  us,  of  course,  that 
there  may  be  opportunities  for  delivering  such 


tumor  extension  out  of  the  left  atrium  as  Dr.  Mad- 
ani and  Dr.  Beattie  did. 

Our  account  followed  some  other  publications 
on  tumor  embolism,  especially  noteworthy  being 
that  of  J.  A.  Aylwin,  M.D.2  In  that  article  he  rec- 
ommended primary  ligation  of  the  pulmonary 
veins  before  securing  the  arteries  and  bronchus  in 
the  course  of  resection  for  neoplasm. 

Other  neoplasms  will  invade  large  veins  in  poly- 
poid fashion  also.  For  example,  there  is  a large 
literature  on  hypernephroma  in  which  operations 
are  described  for  hooking  the  tumor  out  of  the  in- 
ferior vena  cava.3 

As  far  as  Dr.  Madani’s  case  is  concerned,  in 
looking  over  the  literature  on  metastatic  leiomyo- 
sarcoma of  the  uterus,  I came  across  a condition 
known  as  “intravenous  leiomyomatosis”  in  which 
tongues  of  tumor  grow  into  the  lumina  of  uterine 
veins. 

Again,  I would  like  to  say  how  much  I enjoyed 
Dr.  Madani’s  report  and  Dr.  Beattie’s  discussion. 
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Dr.  Beattie:  I should  have  mentioned,  Dr. 

Madani,  that  because  of  that  one  case,  we  have 
made  a practice  of  doing  angiocardiograms  when 
the  cancer  involves  the  area  of  the  hilum.  What 
are  your  comments  on  that  score? 

Dr.  Madani:  In  response  to  the  use  of  cardio- 
pulmonary bypass  as  a safety  precaution  for  this 
surgery,  I agree  with  you,  and  had  I known  of  the 
extension  of  the  tumor  into  the  atrium,  I of  course 
would  have  considered  that.  However,  I present- 
ed this  patient  as  an  unexpected  finding  during 
pulmonary  resection. 

In  regard  to  obtaining  an  angiocardiogram  to 
detect  the  cardiac  extension  tumor  of  a pulmonary 
lesion  before  surgery,  I have  wondered  if  the  angio- 
study  would  have  shown  it.  It  seems  that  many 
times  lesions  of  the  left  atrium  are  not  visualized 
on  angiography.  What  has  been  your  experience, 
Dr.  Beattie? 

Dr.  Beattie:  I think  visualization  depends  on 
good  angiocardiography,  as  you  know.  We  did  not 
see  the  defect,  even  when  we  were  looking  for  it,  on 
the  x-ray  film  I showed  you.  Newer  equipment 
with  three-plane  angiographic  technique  may  be 
helpful. 
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The  presence  of  fluid  in  the  pleural  space  ac- 
companying pulmonary  malignant  processes  re- 
quires determination  as  to  whether  the  fluid  is  ma- 
lignant, empyemic,  chylous,  or  “reactive”  before 
planning  treatment  for  the  lung  lesion. 

The  treatment  of  malignant  effusions  may  be  by 
diuretics,  thoracentesis,  closed  thoracotomy,  open 
drainage,  decortication,  radiation  therapy,  or  local 
or  systemic  drugs. 

An  orderly  approach  to  decision  making  in  the 
problems  of  malignant  pleural  effusion  and  all 
effusions  relating  to  underlying  cancer  in  the  lung 
is  presented,  and  illustrative  cases  are  cited. 

Discussion 

Adrian  Lambert,  M.D.,  New  York  City.  In 
our  hands  we  have  found  that  the  cell  block  is  by 
and  large  less  helpful  than  the  direct  smear,  since 
the  cells  are  more  easily  identifiable  in  the  smear. 
The  second  point  is  that  a mesothelial  cell  does 
not  necessarily  mean  mesothelioma.  These  cells 
may  mask  malignant  disease,  both  may  look  like 
malignant  cells,  and  they  may  hide  or  conceal  the 
cancer  cells  that  are  also  present.  The  third  point 
is  that  malignant  cells  will  proliferate  in  body 
fluids,  and  once  freed  of  the  boundaries  imposed 
by  an  organ,  they  change  their  character,  lose  their 
morphology,  and  become  more  rounded  and  less 
obviously  characteristic  of  the  source  from  which 
they  arise.  In  spite  of  this,  it  may  be  postulated 
that  cells  in  fluid  that  is  metastatic  from  breast 
consist  of  large  cells  with  large  nucleoli  in  the  nu- 
clei, whereas  cells  from  the  lung  that  are  squamous 
will  have  keratin.  Squamous  cells  reveal  no  evi- 
dence of  carcinoma  in  themselves,  but  the  pres- 
ence of  a large  number  of  squamous  cells  is  pre- 
sumptive of  a diagnosis  of  carcinoma,  in  spite  of 
the  fact  that  there  are  no  nuclear  changes.  In  the 
adeno  type,  the  cells  are  varied  in  character,  usual- 
ly with  large  nuclei  and  vacuolated  cytoplasm.  In 
the  ovarian  type  there  will  be  a papillary  type  of 
projections  with  or  without  psammoma  bodies, 
while  cells  of  stomach  origin  are  usually  of  the 
mucin-producing  type.  The  only  reason  I dwell 
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on  these  points  is  to  show  some  of  the  difficulties 
in  diagnosis  that  confront  the  cytologist.  As  re- 
gards specific  treatment  therefore,  it  is  felt  that  if 
the  tumor  is  primary  in  the  pleura  it  should  be 
handled  vigorously  with  exploration  and  if  possi- 
ble radical  excision.  If  the  effusion  is  the  result  of 
metastasis  it  is  felt  that  therapy  is  palliative  and 
should  be  directed  toward  relieving  the  symp- 
tomatology of  cough,  pain,  and  shortness  of 
breath.  Pleurectomy  is  palliative  and  is  only  indi- 
cated when  lung  is  trapped  by  involved  visceral 
pleura. 

When  the  diagnosis  is  questionable,  an  explora- 
tory thoracotomy  is  indicated,  with  removal  of  a 
small  section  of  rib,  and  through  the  bed  of  that 
rib  removal  of  a piece  of  parietal  pleura  large 
enough  to  evaluate  for  biopsy.  Good  visualization 
of  the  pleural  space  may  be  obtained,  and  pleurec- 
tomy may  be  performed. 

Dr.  Bloomberg:  Dr.  Pool,  it  is  always  good  to 
hear  you  talk,  and  I enjoyed  your  presentation. 
As  far  as  cytology  is  concerned,  I am  willing  to 
leave  that  to  the  cytologists.  I find  that  of  the  cy- 
tologic examinations  on  pleural  fluid,  probably  20 
per  cent  of  them  may  turn  out  to  be  positive  for 
cancer,  and  that  leaves  a large  number  of  pleural 
fluids  that  are  not  diagnosed  cytologically.  Nee- 
dle biopsy  of  the  pleura  in  malignant  effusions, 
unlike  tuberculous  ones,  can  give  you  a positive 
percentage  in  possibly  35  per  cent  of  the  patients. 
The  reason  for  it  is  very  clear.  The  nodules  that 
developed  metastatically  are  not  sheets  of  tumor; 
they  are  discreet,  and  unless  you  happen  to  hit 
that  nodule  you  don’t  get  a positive  diagnosis.  I 
would  like  to  tell  you  Dr.  Pool  that  thoracoscopy  is 
alive  and  well  in  The  Bronx.  We  use  it  and  have 
used  it  for  many  years.  We  reported  a series  of 
cases  here  some  five  years  ago.  Roy  Clauss,  M.D., 
at  the  last  meeting,  I believe,  reported  on  the  use 
of  the  fiberoptic  bronchoscopy  in  making  a diagno- 
sis and  getting  a pleural  biopsy. t I tried  to  use 
the  flexible  fiberoptic  scope  in  the  chest  and  tried 
to  direct  it  the  way  I wanted  it  to  go.  Now  it 
sounds  very  good,  and  you  can  turn  the  tip,  but 
you  cannot  turn  the  whole  instrument.  It  is  a very 
difficult  thing  to  use  in  a large  area  like  the  chest. 
One  of  the  advantages  of  the  forward-looking  tho- 
racoscope is  that  its  rigid,  and  you  can  push  the 
lung  out  of  the  way,  see  behind  the  lung,  see  up, 
and  see  down.  If  you  want  to  make  another  inci- 
sion, which  you  should  if  you  are  going  to  get  a bi- 
opsy, you  can  get  a very  much  larger  biopsy  than 
you  will  ever  get  with  a needle.  With  regard  to  the 
treatment  of  the  effusion  itself,  one  of  the  advan- 
tages of  using  the  thoracoscope  is  that  if  you  do  it 
under  general  anesthesia  you  can  find  out  right 
then  and  there  whether  the  anesthetist  is  going  to 
be  able  to  reexpand  the  lung.  When  the  anesthe- 
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tist  shows  that  the  lung  can  be  reexpanded  I have 
found  the  use  of  talc  suspension  as  effective  in 
creating  a pleural  symphysis  as  any. 

Dr.  Wang:  At  Norwalk  Hospital  we  occasional- 
ly use  either  the  flexible  bronchoscope  or  rigid 
bronchoscope  for  thoracoscopic  examinations. 
We  have  found  this  procedure  to  be  helpful  for  es- 
tablishing the  diagnosis,  although  our  experience 
is  limited  and  needs  long-term  evaluation. 

Dr.  Bloomberg:  The  flexible  fiberoptic  bron- 
choscope costs  about  $4,000,  and  any  time  you  use 
it  for  instrumentation  for  which  it  is  not  designed  I 
think  you  are  going  to  run  into  trouble.  A simple 
thoracoscope  with  a biopsy  forceps  and  two  cannu- 
lae  can  be  purchased  for  less  than  $500,  and  you 
don’t  run  any  risk  in  using  it  at  all.  You  usually 
have  the  cables,  and  you  usually  have  the  light 
source.  I am  not  pushing  the  thoracoscope  in  the 
sense  of  an  industrial  instrument.  I think  the 
more  the  flexible  fiberoptic  bronchoscope  is  used 
the  more  chance  there  is  of  injury  to  it;  it  takes  an 
awfully  long  time  to  get  it  repaired. 

Dr.  Martini:  I enjoyed  Dr.  Pool’s  presentation 
and  the  review  of  the  many  options  facing  the  per- 
son dealing  with  malignant  pleural  effusions.  I 
also  enjoyed  many  remarks  from  the  discussors.  I 
quite  agree  that  the  diagnosis  with  regard  to  the 
cause  of  a pleural  effusion  is  essential.  At  the 
same  time,  there  are  two  factors,  once  the  diagno- 
sis is  made,  that  will  help  in  the  treatment. 

First,  one  ought  to  remove  the  fluid  by  drainage 
to  relieve  the  patient  of  dyspnea.  That  is  an  im- 
mediate measure.  Second,  there  is  the  long-range 
planning  for  more  definitive  control  of  the  effu- 
sion. There  are  certain  rules  of  thumb.  If  the  pa- 
tient is  a male  presenting  a unilateral  pleural  effu- 
sion and  one  has  positive  cytologic  confirmation 
from  the  fluid,  by  far  the  dominant  diagnosis  is 
lung  cancer  or  mesothelioma.  Likewise,  in 
women,  except  from  a very  young  age  group  where 
sarcomas  and  lymphomas  enter  the  picture,  the 
dominant  cause  of  pleural  effusion  will  be  meta- 
static mammary  carcinoma  of  which  one  would 
have  a history.  We  have  been  fortunate  in  that 
our  cytology  department  is  quite  helpful.  Our 
problem  has  not  been  in  identifying  malignant 
cells  on  cytology  as  much  as  knowing  what  type  of 
carcinoma  we  are  dealing  with. 

In  the  majority  of  cases,  the  diagnosis  of  malig- 
nant cells  is  sufficient  for  one  to  plan  treatment.  I 
agree  that  there  are  many  methods  of  controlling 
the  effusion,  and  the  simpler  the  better  as  long  as 
it  is  effective. 

We  have  been  interested  in  using  pleurectomy 
in  a select  group  of  patients.  We  have  done  a total 
of  106  pleurectomies  for  malignant  effusions  over  a 
period  of  six  to  seven  years  at  Memorial  Hospital. 
By  far  the  majority  of  the  patients  were  men,  and 
the  dominant  diagnoses  were  lung  carcinoma  first, 
with  mesothelioma  second.  In  women,  the  domi- 


nant diagnosis  was  breast  cancer,  and  that  is  easier 
with  a history  of  known  cancer.  In  the  breast  can- 
cer cases  33  pleurectomies  were  done  with  1 opera- 
tive death,  that  is,  operative  and  postoperative  for 
thirty  days.  Two  thirds  of  the  patients  had  con- 
trol of  the  effusions  for  as  long  as  one  year  and  one 
third  for  as  long  as  two  or  more  years,  and  we  have 
about  4 patients  now  going  beyond  three  years. 
This  is  a very  low  mortality  rate  for  a problem. 

When  one  is  confronted  with  a need  for  diagno- 
sis, and  I quite  concur  with  Dr.  Lambert  that  tho- 
racotomy ought  to  be  considered  if  the  patient  can 
tolerate  it,  any  thoracotomy  for  diagnosis  with 
effusion,  I believe,  should  be  combined  with  a par- 
tial pleurectomy.  Only  a little  extra  time  is  need- 
ed to  do  this,  and  the  control  of  effusion  after 
pleurectomy  is  nearly  100  per  cent.  Another  indi- 
cation for  a surgical  approach  for  control  of  effu- 
sion is  of  course  failure  of  nonsurgical  means  such 
as  instillation  of  various  chemical  agents  or  ra- 
dioactive material.  In  the  case  of  a trapped  lung, 
there  really  is  no  option  for  local  therapy;  there  is 
decortication  and  a parietal  pleurectomy.  Unless 
one  is  able  to  expand  the  lung,  you  serve  no  pur- 
pose in  instilling  any  agent  into  the  pleural  space. 
In  the  specimen  of  1 postpleurectomy  case,  the 
pleura  was  seeded  with  big  lesions.  It  is  hard  for 
me  to  conceive  that  one  can  have  an  apposition  be- 
tween visceral  and  parietal  pleura  by  chemical 
means.  In  2 other  specimens  with  the  parietal 
pleura  rather  thickly  involved  with  disease,  both 
patients  had  mesothelioma.  In  a majority  of  me- 
tastases,  however,  the  pleura  is  rather  thin  and 
uniform  with  minimal  seeding  around,  and  one 
wonders  sometimes  why  it  is  needed.  In  another 
specimen,  there  was  a large  fibrin  deposit  between 
the  visceral  and  parietal  pleura  which  prevented 
apposition.  An  agent  works  only  when  the  viscer- 
al and  parietal  pleura  can  meet. 

Dr.  Melamed:  I think  first  of  all  that  cytologic 
interpretations  of  some  effusions  may  be  extraor- 
dinarily difficult,  although  somewhere  between  80 
and  90  per  cent  of  the  specimens  that  we  see  are 
relatively  easy  to  interpret,  at  least  in  terms  of 
whether  cancer  cells  are  present  or  absent.  The 
greatest  difficulty  we  have  is  with  specimens  that 
are  improperly  collected  and  improperly  pre- 
served. Also,  it  is  well  to  remember  that  the  first 
specimen  that  is  collected  contains  cells  that  have 
been  there  for  a considerable  period  of  time  with  a 
lot  of  cellular  degeneration.  Very  often  we  get 
more  help  from  a second  specimen  of  pleural  fluid 
than  we  do  from  the  first. 

As  for  the  difference  between  a smear  and  cell 
block,  I think  they  serve  different  purposes.  It  is 
a rare  specimen  of  fluid  that  is  so  scanty  that  it  is 
impossible  to  make  both  preparations,  and  I rec- 
ommend that  we  do  make  both  kinds  of  prepara- 
tion. 

I would  also  like  to  say  that  I think  there  is  some 
information  to  be  gained  in  terms  of  selection  of 
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chemotherapy  from  examining  the  cancer  cells  in 
the  fluid  that  is  obtained.  Just  as  the  chemo- 
therapist  will  use  a visible  nodule  of  metastatic 
tumor  in  the  neck  or  in  the  lung  as  a guide  to  the 
effectiveness  of  the  therapy,  we  can  use  the  mor- 
phologic variations  in  the  cells  themselves  to  mea- 
sure the  effectiveness  of  chemotherapy.  It  may  be 
useful  for  us  to  take  serial  samples  of  fluid  during 
the  course  of  chemotherapy  when  we  are  trying  to 
judge  one  agent  versus  another  and  to  predict  the 
relative  value  of  different  agents. 

Dr.  Beattie:  Certainly  the  adjuvant  treatment 
can  affect  the  fluid.  We  have  had  a number  of  pa- 
tients with  metastatic  breast  cancer  whom  we 
treated  with  oophorectomy  alone.  Following 
oophorectomy,  the  fluid  went  away. 

Dr.  Pool:  I am  most  appreciative  and  grateful 
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The  basic  aim  in  the  reconstruction  of  the  chest 
wall  after  resection  is  to  obtain  stability  of  the 
chest  wall  proper  and  to  secure  as  airtight  a skin 
closure  as  possible.  When  the  defect  is  large  and 
anterior,  stabilization  of  the  chest  wall  is  impor- 
tant in  preventing  compromise  of  pulmonary  func- 
tion. When  the  defect  is  in  an  area  of  previous 
surgery  or  irradiated  tissue,  the  problem  of  ade- 
quate skin  coverage  can  be  a challenge  to  the  inge- 
nuity of  the  surgeon. 

A combination  of  all  of  these  problems  was  evi- 
dent in  the  case  of  a seventy-eight  year-old  woman 
who  had  had  a radical  mastectomy  for  carcinosar- 
coma of  the  breast  and  presented  a large  anterior 
chest-wall  sarcomatous  recurrence.  The  lesion 
was  initially  irradiated  and  an  en-bloc  resection  of 
the  chest  wall  subsequently  performed  with  a re- 
sulting anterior  chest-wall  defect  measuring  15  by 
13  cm.  Reconstruction  of  the  chest  wall  with  the 
use  of  mesh  (Marlex),  an  omental  pedicle  graft, 
and  a split-thickness  skin  graft  fulfilled  the  basic 
aim  outlined  here  and  gave  an  excellent  result. 

Operative,  postoperative,  and  pathologic  photo- 
graphs were  shown;  the  uses  and  properties  of  the 
omentum  discussed,  the  normal  omental  vascula- 
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for  so  many  interesting  discussants  who  broadened 
my  point  of  view  about  this  matter  that  we  all  face 
every  day.  When  you  are  faced  with  trying  to  de- 
cide whether  or  not  to  do  a thoracotomy  for  treat- 
ment, I do  want  to  reemphasize  the  importance  of 
looking  at  the  structure  of  the  lung  bronchoscopi- 
cally  and  with  appropriate  x-ray  films,  often  in- 
cluding tomography,  so  that  you  will  have  a better 
idea  of  whether  you  can  reexpand  the  lung.  And 
the  other  point  that  we  have  run  into  is  that  the 
medical  colleague  may  not  refer  the  patient  to  you 
until  an  empyema  has  complicated  the  malignant 
pleural  effusion.  These  situations  have  been 
much  more  difficult  to  deal  with.  You  have  to 
seize  the  opportunity  relatively  early  in  the  course 
of  this  complication  of  cancer  when  you  have  the 
opportunity. 


ture  and  variations  in  the  arcade  outlined,  and  the 
surgical  technique  for  transposition  of  the  omental 
pedicle  graft  extra-abdominally  be  presented. 

Discussion 

Thomas  F.  Nealon,  Jr.,  M.D.,  New  York  City. 
First  of  all  I would  like  to  congratulate  Dr.  Carber- 
ry  on  not  only  a very  nice  piece  of  work  that  he  re- 
ported on  but  a very  nice  report.  He  certainly 
covered  the  entire  subject  very  well  and  demon- 
strated the  technique  beautifully,  and  it  is  under- 
standable how  he  got  such  a very  nice  result. 

I have  had  no  experience  with  the  use  of  the 
omental  graft.  We  did  use  mesh  when  necessary 
to  try  to  stabilize  the  situation  and,  on  occasion 
would  just  flop  over  the  breast.  I saw  1 lesion  not 
too  unlike  the  lesion  of  the  second  case  in  a patient 
who  had  a more  pendulous  remaining  breast  than 
was  available  in  Dr.  Carberry’s  patient,  and  it  was 
possible  to  swing  this  over  and  cover  the  defect 
quite  satisfactorily. 

William  E.  Neville,  M.D.,  Newark,  New  Jer- 
sey. I enjoyed  Dr.  Carberry’s  report  very  much 
and  certainly  find  it  an  interesting  technique.  It 
reminds  me  of  the  times  we  used  the  omentum  to 
attempt  revascularization  of  the  heart.  This  en- 
tails opening  the  diaphragm  and  swinging  the 
omentum  up  into  the  chest  and  wrapping  it 
around  the  heart.  As  a rule,  at  autopsy  the  omen- 
tum had  liquefied,  and  only  a lot  of  oil  was  in  the 
pericardial  cavity.  However,  as  depicted  by  Dr. 
Carberry,  liquefaction  certainly  does  not  occur 
when  he  has  used  the  omental  pedicle  to  recon- 
struct the  chest  wall.  I am  not  quite  clear  as  to 
why  this  is  true,  except  for  possibly  the  fact  that 
his  method  of  mobilization  may  have  been  better 
than  ours. 

As  all  of  you  know,  there  have  been  many  meth- 
ods devised  over  the  years  to  reconstruct  the  chest 
wall.  We  have  been  interested  in  mesh  and  have 
used  it  in  10  patients.  I really  think  that  it  allows 
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stabilization  of  the  chest  wall,  and  at  the  same 
time  ingrowth  of  fibrous  tissue  occurs  very  quick- 
ly. I have  never  seen  paradox  following  the  use  of 
mesh. 

When  Dr.  Carberry  called  and  asked  me  to  dis- 
cuss this  excellent  report,  I could  only  think  of 
possibly  presenting  a film  with  chest-wall  resec- 
tion which  was  necessary  to  remove  a large  des- 
moid tumor  with  invasion  of  intercostal  muscles 
and  extending  into  and  filling  the  right  hemitho- 
rax.  The  operation  was  performed  in  conjunction 
with  my  former  associate,  Jack  Knightly,  M.D., 
and  was  presented  by  him  at  the  spectacular  film 
session  of  the  American  College  of  Surgeons  in 
Chicago  the  night  before  he  died  of  a massive  myo- 
cardial infarction.  As  seen  in  the  film,  in  addition 
to  resecting  the  chest  wall  because  of  extension 
into  the  right  hemidiaphragm,  a portion  of  the  lat- 
ter was  resected  en  bloc  with  the  lower  six  ribs. 
Since  the  patient  had  had  5 previous  abdominal 
operations  for  recurring  desmoids,  there  was  no 
omentum  remaining  to  even  consider  using  to 
close  the  defect  in  the  diaphragm  and  chest  wall. 
Thus,  we  sutured  heavy-duty  mesh  to  the  ster- 
num, the  residual  rib  cage,  and  the  remaining  por- 
tion of  the  diaphragm.  Postoperatively  she  did 
very  well,  and  in  spite  of  the  very  large  area  of  the 
chest  wall  which  was  repaired,  there  was  no  para- 
dox. Her  chest  wall  was  stable  until  her  death  two 
years  later  from  multiple  interthoracic  and  ab- 
dominal tumor  recurrences. 

Emil  Naclerio,  M.D.,  New  York  City.  What 
kind  of  a respirator  do  you  use,  and  how  long  did 
you  use  it? 

Dr.  Neville:  We  used  an  ordinary  volume  res- 
pirator and  kept  the  endotracheal  tube  in  the 
usual  length  of  time.  We  did  a tracheostomy  on 
her  and  took  it  out  in  two  days. 
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Primary  malignant  melanoma  of  the  esophagus 
is  a rare  tumor.  Since  the  first  report  in  1906,  31 
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Dr.  Lambert:  I do  think  it  is  appropriate  to 

call  to  your  attention  a patient  who  in  1942  ap- 
peared at  Bellevue  with  a tremendous  chest-wall 
tumor.  This  arose  from  the  seventh  rib  and  was  a 
reticulum-cell  sarcoma  of  the  rib.  It  was  removed 
in  toto  with  portions  of  the  eighth  and  sixth  ribs, 
leaving  a huge  defect  12  by  14  cm.  in  diameter.  It 
had  been  removed  by  preserving  skin  over  the 
tumor  with  excision  of  all  extrathoracic  adjacent 
musculature  and  ribs  so  as  to  not  enter  the  tumor 
until  it  had  been  completely  excised.  To  close  the 
defect  the  phrenic  nerve  was  pinched  to  enable  su- 
ture of  the  skin  to  the  elevated  diaphragm  and  to 
the  underlying  middle  lobe..  This  patient  is  living 
and  well  today,  thirty-four  years  later.  X-ray 
films  in  inspiration  demonstrate  that  the  right  dia- 
phragm has  recovered  its  function,  since  the 
phrenic  nerve  had  been  pinched  and  not  avulsed. 
The  left  diaphragm  descends  to  the  tenth  rib.  On 
forced  expiration,  the  right  lung  is  seen  to  extend 
over  the  diaphragm  laterally  and  out  on  chest  wall. 
This  Valsalva  maneuver  demonstrates  the  hernia 
of  the  lung  which  persists  today  but  causes  her  no 
symptoms. 

Rajendra  K.  Birla,  M.D.,  New  York  City.  I 
would  like  to  reaffirm  Dr.  Carberry’s  statement 
that  chest-wall  resections  are  worthwhile  in  select- 
ed cases  of  advanced  cancer.  They  are  not  only 
worthwhile,  but  also  very  gratifying  results  are 
being  reported  by  Jatin  P.  Shah,  M.D.,  and  Je- 
rome A.  Urban,  M.D.,  from  Memorial  Sloan-Ket- 
tering  Cancer  Center.  A determinate  five-year 
survival  rate  of  57  and  19  per  cent  is  reported  by 
these  authors  in  a series  of  some  50  patients  of  ad- 
vanced mammary  carcinoma  who  underwent  full- 
thickness chest-wall  resections  as  the  initial  mode 
of  treatment  for  recurrence  or  for  persistent  dis- 
ease following  radiation  therapy  respectively. 

cases  have  been  recorded  in  the  world  literature. 
Our  recent  surgical  experience  with  3 cases 
prompts  this  presentation.  One  case  is  of  particu- 
lar interest,  since  the  patient  had  an  additional 
primary  bronchogenic  carcinoma  also  surgically 
resected.  Diagnostic  x-ray  films,  surgical  proce- 
dures, and  pathologic  findings  will  be  presented 
and  discussed.  The  cases  are  of  interest  in  that 
each  presented  different  symptoms,  and  all  were 
treated  by  different  surgical  procedures.  Micro- 
scopic criteria  of  Allen  and  Spitz1  will  be  discussed 
as  well  as  worldwide  results  of  various  types  of  sur- 
gical resection  of  this  lesion. 

Case  reports 

Case  1.  A fifty-six-year-old  black  male  was  ad- 
mitted in  March,  1974,  with  complaint  of  chest 
pain,  15-pound  weight  loss,  and  dysphagia  of  four 
months’  duration.  Esophagoscopy  revealed  an  ul- 
cerated lesion  28  cm.  from  incisor  teeth.  Chest 
x-ray  films  and  tomogram  revealed  a cavitary  le- 
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sion  in  the  left  upper  lobe.  Bronchoscopy  and 
brush  studies  showed  negative  results. 

Esophagogastrectomy  was  performed  in  April, 
1974.  Microscopic  examination  of  the  resected 
specimen  revealed  nonpigmented  malignant  mela- 
noma, highly  anaplastic. 

The  postoperative  course  was  smooth.  Three 
weeks  later  a left  upper  lobectomy  was  performed 
for  an  epidermoid  carcinoma  of  lung.  To  date,  the 
patient  is  well  and  asymptomatic. 

Case  2.  A sixty-two-year-old  white  male  with  a 
six-month  history  of  dysphagia  and  an  18-pound 
weight  loss  was  admitted  to  the  Jewish  Hospital 
and  Medical  Center  of  Brooklyn. 

Barium  swallow  revealed  3 polypoid  lesions  lo- 
cated in  the  mid  and  lower  esophagus  which  ap- 
peared consistent  with  submucosal  tumors. 

At  esophagoscopy  the  polypoid  tumors  were 
noted,  and  biopsies  were  negative  for  malignant 
cells. 

At  surgery,  a polypoid  tumor  arising  from  a com- 
mon stalk  was  delivered  by  means  of  an  esoph- 
agomyomotomy.  The  entire  tumor  was  re- 
moved by  local  excision.  Microscopic  analysis 
showed  primary  malignant  melanoma  with  one 
positive  mediastinal  lymph  node  containing  meta- 
static melanoma.  The  immediate  postoperative 
course  was  smooth.  The  patient  improved  fol- 
lowing relief  of  his  esophageal  obstruction.  He  ex- 
pired eight  months  following  surgery  due  to  dif- 
fuse metastatic  disease  and  massive  malignant 
pleural  effusion. 

Case  3.  A seventy-one-year-old  white  male  had 
several  months’  history  of  dysphagia.  Esophageal 
biopsy  was  reported  as  squamous-cell  carcinoma. 
A left  colon  bypass  through  substernal  tunneling 
was  performed.  Then  there  was  follow-up  with 
radiation  therapy.  The  patient  expired  two 
months  after  surgery.  Postmortem  diagnosis  was 
primary  malignant  melanoma  of  the  esophagus. 

Discussion 

Alberto  Elguezabal,  M.D.,  Brooklyn,  New 
York.  The  criterion  to  establish  the  diagnosis  of 
primary  melanoma  was  originated  by  Allen  and 
consists  of  the  presence  of  junctional  epithelial 
changes  from  which  the  tumor  originates  in  the 
overlying  or  adjacent  epithelium.1’2  This  concept 
applies  both  to  the  skin  as  well  as  to  melanomas 
arising  in  mucous  membranes. 

Primary  melanoma  of  the  esophagus  is  an  un- 
common neoplasm.  Only  35  cases  are  in  the  liter- 
ature. The  true  incidence  is  not  known  because  of 
2 main  reasons.  Isolated  cases  may  not  be  re- 
ported ( 2 cases  that  I know  of  in  different  institu- 
tions), and  second,  there  is  difficulty  in  establish- 
ing the  histologic  diagnosis.  This  difficulty  arises 
from  insufficient  or  unrepresentative  material,  ul- 
ceration, obscuring  infection,  and  lack  of  pigment 


in  about  50  per  cent  of  the  melanomas  originating 
in  mucous  membranes. 

The  cases  presented  here  show  the  main  fea- 
tures and  meet  the  criteria  for  the  diagnosis  of  pri- 
mary melanoma. 

Although  metastatic  melanoma  to  the  mucosa  of 
the  gastrointestinal  tract  is  common,  only  2 cases 
of  metastatic  melanoma  to  the  esophagus  have 
been  reported. 

The  prognosis  of  esophageal  as  well  as  melano- 
mas arising  in  mucous  membranes  is  extremely 
poor. 

Focal  melanosis  associated  with  melanoma  of 
the  esophagus  has  been  reported  in  13  per  cent  of 
cases.  One  case  was  associated  with  diffuse  mela- 
nosis.3 One  of  our  cases  showed  focal  melanosis 
adjacent  to  the  tumor. 

Most  of  the  esophageal  melanomas  are  charac- 
teristically polypoid  and  frequently  multicentric. 
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Dr.  Cahan:  I enjoyed  the  report  very  much 

and  would  like  to  read  from  a report  that  Jacob 
Garfinkle,  M.D.,  and  I wrote  in  1952.*  We  de- 
scribed what  we  considered  to  be  the  first  histolog- 
ically proved  case  of  melanoma  of  the  esophagus. 
In  it,  we  refer  to  reports  of  Bauer  and  others  but 
felt  that  their  descriptions  of  melanomas  having 
their  origin  in  the  esophagus  lacked  clear  and  con- 
vincing evidence. 

Our  patient,  a fifty-five-year-old  female,  was 
esophagoscoped  elsewhere  and  a biopsy  made  of 
the  lesion  located  in  the  upper  third  of  the  thorac- 
ic esophagus.  A report  of  melanoma  was  made 
from  this  material.  At  Memorial  Hospital,  she 
had  a radical  thoracic  esophagectomy  performed 
through  the  right  chest  with  a cervical  esophago- 
gastrostomy.  This  procedure,  which  incidentally 
we  would  recommend  for  all  carcinomas  of  the 
thoracic  esophagus  as  well,  adds  all  ipsilateral  ad- 
jacent lymph  nodes  to  the  specimen.  These  are 
located  in  the  pre-,  para-,  and  post-tracheal  areas 
as  well  as  in  the  subcarinal  and  preesophageal  re- 
gions. A slide  of  the  specimen  shows  the  esopha- 
gus with  the  subcarinal  and  paratracheal  nodal 
groups  in  its  immediate  vicinity  which  were  found 
to  contain  metastatic  melanoma.  Unfortunately, 
the  extended  procedure  with  its  lymph-node  dis- 
section proved  to  be  of  only  theoretical  advantage 

* Garfinkle,  J.  M.,  and  Cahan,  W.  G.:  Primary  melanosarco- 
ma  of  the  esophagus;  first  histologically  proved  case,  Cancer  5: 
921  (1952). 


September  1 975/New  York  State  Journal  of  Medicine  1 707 


because  the  patient  died  fourteen  days  postopera- 
tively.  Of  interest  is  that  an  autopsy  revealed  no 
residual  melanoma,  and,  in  particular,  no  other 
possible  source  was  uncovered. 

Several  points  should  be  stressed.  It  is  felt  that 
to  establish  beyond  doubt  that  the  esophagus  is 
the  source  of  the  melanoma,  there  must  be  junc- 
tional changes  in  the  epithelium  leading  up  to  the 
tumor,  a point  of  view  held  by  the  pathologist  in 
the  report  just  given.  This  may  seem  to  be  a rigid 
requirement,  but  knowing  that  melanoma  is  capri- 
cious and  can  metastasize  to  seemingly  bizarre 
sites,  special  precautions  are  necessary  to  exclude 
this  possibility. 

One  further  point:  the  prognosis  in  all  these 

esophageal  melanomas  has  been  uniformly  poor. 
This  is  understandable  when  one  considers  not 
only  the  notorious  nature  of  the  tumor,  but  also 
that  it  is  in  a location  which  encourages  dissemina- 
tion: repeated  trauma  from  the  passage  of  food 

over  the  tumor  surface  for  a period  of  time;  the 
contraction  of  the  musculature  in  swallowing;  and 
the  rich  vascular  and  lymphatic  supply  of  the 
esophagus.  Other  possible  contributions  to  a poor 
outlook  may  include  the  trauma  of  biopsy  made 
through  the  esophagoscope  when  this  lesion  is 
seen.  If  a black  lesion  were  on  the  skin,  one  would 
probably  do  an  excisional  biopsy.  Therefore,  if  in 
the  future,  a pigmented  tumor  is  encountered  at 
esophagoscopy,  perhaps  it  would  be  wise  to  leave  it 
untouched  until  it  could  be  excised  as  part  of  the 
specimen. 

In  this  day  and  age,  following  resection,  it  may 
well  prove  to  be  beneficial  to  administer  chemo- 
therapy and/or  immunotherapy  prophylactically. 

Dr.  Senderoff:  We  sort  of  stumbled  on  our 

first  case,  which  was  the  second  case  presented 
here,  of  a polypoid  mass.  We  really  didn’t  have 
the  diagnosis.  I thought  it  was  a probable  pseudo- 
sarcoma of  the  esophagus,  and  that  is  why  we  tried 
to  approach  it  at  the  operating  table  with  just  an 
esophagotomy  and  delivery  through  that  with  local 
excision  making  sure  that  the  mucosa  was  intact. 
After  the  specimen  was  examined  we  found  that  it 
was  a malignant  melanoma.  The  patient  did  very 


well  except  that  eight  months  later  he  died,  as 
most  of  these  cases  do,  of  widespread  metastasis. 
I was  glad  at  that  time  that  I had  done  a very  lim- 
ited excision.  Further,  analysis  of  all  those  cases 
that  have  been  presented  indicates  that  the  out- 
look is  pretty  gloomy,  and  that  radical  excision,  at 
least  in  those  cases  that  have  been  done,  does  not 
contribute  to  the  survival  but  rather  to  the  compli- 
cations of  the  disease.  Since  many  of  the  cases 
turned  out  to  be  pedunculated,  perhaps  it  would 
be  better  to  deliver  them  locally  in  this  fashion 
and  excise  them  if  possible. 

In  going  back  over  some  of  the  case  reports. 
John  Garlock  in  1955*  reported  1 case  in  which 
esophagogastrectomy  was  done.  Those  lesions  that 
seem  to  be  in  the  specimen  were  pedunculated  and 
probably  could  have  been  removed  with  the  stalk 
in  a much  simpler  fashion.  When  you  have  a pe- 
dunculated lesion,  and  most  of  these  lesions  are 
pedunculated,  perhaps  we  should  think  of  melano- 
ma and  think  in  terms  of  delivering  it  locally,  ex- 
cising it.  We  also  know  from  the  pathologic  stud- 
ies that  it  rarely  invades  the  mucosa,  since  the 
stalk  is  long,  and  that  the  mucosa  and  the  muscu- 
laris  underneath  it  will  be  free  of  tumor,  and  you 
are  not  leaving  anything  behind. 

One  other  comment  about  chemotherapy.  Be- 
fore we  came  here,  I talked  with  our  chemother- 
apist  to  see  if  there  was  anything  new  at  his  confer- 
ences or  meetings  or  perhaps  something  that  we 
could  say  with  regard  to  treating  these  cases.  He 
stated  that  there  is  no  present  effective  palliative 
or  curative  agent  in  the  treatment  of  this  disease. 

I thank  the  discussors  for  their  comments. 

Dr.  Beattie:  Melanoma  in  our  experience  may 
respond  well  to  immunotherapy  and  chemothera- 
py as  long  as  it  is  confined  to  the  skin.  We  get  our 
bad  results  with  visceral  metastases  from  melano- 
ma. Since  involvement  of  the  esophagus  is  so 
rare,  it  is  interesting  to  speculate  whether  or  not 
the  risk  is  more  like  that  of  the  skin.  From  the  re- 
ports we  have  just  heard,  it  is  fortunate  we  do  not 
have  more  primary  melanomas  of  the  esophagus. 

* Pomeranz,  A.  A.,  and  Garlock,  J.  H.  Primary  melanocarci- 
noma  of  the  esophagus,  Ann.  Surg.  142:  296  (1955). 
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Bosch 

EST40 

Electronic 

Stethoscope 

A New  Standard  In  Auscultation. 

You  Need  It  Because  There’s  No 
Such  Thing  As  A Small  Mistake! 

Sounds  of  the  human  body  occur  in  the  most  widely 
varying  frequency  ranges.  A doctor  should  have  three 
stethoscopes  to  properly  measure  all  sounds.  You  can 
now  have  three  stethoscopes  in  one  with  the  new  Bosch 
EST  40  Electronic  Stethoscope. 

The  Bosch  EST  40  represents  a new  standard  in  auscul- 
tation. All  body  sounds  can  be  measured  with  this 
remarkable  instrument.  You  can  accurately  auscultate 
lungs,  heart  and  many  other  organs,  even  blood  pressure, 
because  the  EST  40  is  equipped  with  three  filter  ranges. 
Excellent  for  fetus  auscultation,  also. 

The  EST  enables  you  to  adjust  transmission  and  ampli- 
fication to  match  your  hearing. 

Previously  inaudible  sounds  can  now  be  heard  with  our 
more  expanded  frequency  range.  Sound  signals  can  be 
amplified  to  the  desired  loudness. 

The  instrument  is  easy  to  operate.  Learn  no  new  pro- 
cedures. Just  take  it  in  your  hand.  The  contact  of 
your  fingers  with  the  sensor  key  switches  it  on.  The 
switch  is  automatically  turned  off  when  you  put  the 
instrument  down. 

Frequency  and  volume  are  controlled  easily  with  one 
finger.  The  EST  40  has  an  output  socket;  thus,  you  can 
record  through  an  amplifier  into  a recording  instrument. 

Return  the  coupon  or  call  or  write  Lehr  Instrument 
Corporation,  P.  O.  Box  589,  Huntington  Station,  New 
York  11746,  (516)  423-0443.  One  of  our  representatives 
will  call  you  for  an  appointment  for  the  purpose  of 
making  a brief  and  convincing  demonstration. 


Instrument  Corporation 
POB  589  Huntington  Station,  N.Y.  11746 
[5161  423-0443 
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a I would  like  additional  information  on  the  new  Bosch 
EST  40  Electronic  Stethoscope. 
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Asymptomatic 
Clavicular  Lesion 

Case  history 

Arlen  K.  Snyder,  M.D,*:  A seventy-one-year- 
old  white  male  was  first  seen  at  this  institution  for 
arthralgia  of  the  knees.  A routine  chest  x-ray  film 
performed  at  that  time  demonstrated  a lesion  of 
the  distal  right  clavicle.  The  patient  complained 
of  no  symptoms  referable  to  this  area.  Physical 
examination  of  the  right  clavicle  gave  normal  re- 
sults. No  evidence  of  swelling,  tenderness,  or  lim- 
itation of  motion  was  demonstrated.  Results  of 
laboratory  examinations  including  serum  calcium, 
phosphorus,  alkaline  phosphatase,  and  erythrocyte 
sedimentation  rate  were  normal.  Plain  roentgeno- 
grams and  hypocycloidal  tomograms  of  the  right 
shoulder  were  obtained. 

E.  Mark  Levinsohn,  M.D.h  On  the  anteropos- 
terior plain  roentgenogram  of  the  right  shoulder, 
an  eccentric  juxta-articular  lesion  is  present  in  the 
distal  right  clavicle  (Fig.  1A).  The  anteroposterior 
polytomogram  demonstrates  that  the  inferior  cor- 
tical margin  of  the  clavicle  is  deficient  but  no  soft 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 

+ Assistant  Professor,  Department  of  Radiology. 


tissue  mass  is  present.  The  lesion  has  a sclerotic 
border  with  some  evidence  of  endosteal  scalloping 
(Fig.  IB).  Neither  periosteal  reaction  nor  calcifi- 
cation is  seen.  The  shoulder  joint  is  otherwise 
normal.  Review  of  the  original  roentgenogram 
from  two  months  previous  suggests  that  there  has 
been  no  change  in  the  size  of  the  lesion  during  that 
interval  (Fig.  2).  The  narrow  zone  of  transition 
and  lack  of  soft  tissue  mass  suggest  a benign  le- 
sion. The  differential  diagnosis  should  include  a 
Brodie’s  abscess,  the  lytic  phase  of  Paget’s  disease, 
or  a giant-cell  tumor.  In  the  absence  of  symptoms 
referable  to  the  right  shoulder  and  with  a normal 
erythrocyte  sedimentation  rate  and  alkaline  phos- 
phatase, I do  not  favor  any  of  these  three  diagnos- 
es. A desmoplastic  fibroma  is  a rare  lesion  which 
can  present  the  radiographic  findings  seen  in  this 
case  but  is  an  unlikely  diagnosis  in  view  of  the  pa- 
tient’s advanced  age. 

Additional  considerations  include  an  intraos- 
seous ganglion,  endosteal  villonodular  synovitis, 
and  a degenerative  cyst.  All  of  these  lesions  can 
present  the  clinical  and  radiographic  findings  seen 
here.  I see  no  way  to  distinguish  between  these 
three  radiographically. 

Dr.  Levinsohn’s  diagnosis 

A.  Intraosseous  ganglion 

B.  Endosteal  villonodular  synovitis 


FIGURE  1.  (A)  Anteroposterior  roentgenogram  of  right  shoulder  shows  eccentric  juxta-articular  lesion  of  distal  right  clavi- 

cle. (B)  Anteroposterior  polytomogram  shows  that  inferior  margin  of  clavicle  is  deficient,  but  no  soft  tissue  mass  present. 
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FIGURE  2.  Posteroanterior  chest  roentgenogram  dem- 
onstrates lesion  of  distal  right  clavicle. 


C.  Degenerative  cyst 

Dr.  Snyder:  The  patient  was  taken  to  the  op- 
erating room  where  the  lateral  one  third  of  the 
clavicle  was  excised. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  surgical  spec- 
imen was  labeled  “distal  right  clavicle”  and  con- 
sisted of  a bone  fragment  measuring  3 by  1.5  by  1.5 
cm.  At  one  end  of  the  specimen  a cystic  cavity,  1 
cm.  in  diameter  and  filled  with  gray-to-yellow  soft 
tissue,  was  found. 

Histologic  examination  of  the  lytic  portion  of 
the  specimen  reveals  dense  connective  tissue  of 
moderate  vascularity  with  metaplastic  admixtures 
of  amorphous  ground  substance,  cartilage,  and 
areas  of  benign-appearing  synovial  tissue  (Fig.  3). 
These  areas  are  surrounded  by  dense  sclerotic 
bone.  The  histologic  findings  suggest  a slow- 
growing,  benign  process  with  reactive  surrounding 
sclerosis.  The  findings  of  the  amorphous  ground 
substance  and  the  synovial-like  proliferation  are 
most  consistent  with  a diagnosis  of  intraosseous 
ganglion.  The  pathogenesis  of  this  lesion  is  poorly 
understood  even  though  it  is  a relatively  common 
lesion. 

Comment 

Dr.  Snyder:  Up  until  1973,  fewer  than  40  cases 
of  intraosseous  ganglia  had  been  reported  in  the 
literature.  In  that  year  Feldman  and  Johnston1’2 
added  57  additional  cases  including  but  1 from  the 
clavicle.  To  our  knowledge,  this  is  the  second  case 
report  of  an  intraosseous  ganglion  involving  the 
clavicle. 

Typically,  intraosseous  ganglion  patients  com- 
plain of  pnin  made  worse  with  activity.  A history 

* Associat  ^rofessor,  Department  of  Pathology. 


FIGURE  3.  Photomicrograph  of  portion  of  soft-tissue  por- 
tion of  cavity,  illustrating  synovial-like  appearance  (hema- 
toxylin and  eosin  stain). 


of  significant  trauma  is  lacking.  Physical  exami- 
nation elicits  tenderness  and  swelling  over  the  area 
of  involvement.  Our  patient  demonstrated  none 
of  these  phenomena. 

Intraosseous  ganglia  are  found  most  frequently 
in  the  lower  extremities.  Lesions  of  the  carpal 
bones  and  acetabulum  are  also  common.  A gan- 
glion of  the  clavicle  is  apparently  most  rare. 

On  pathologic  examination,  soft-tissue  ganglia 
and  intraosseous  ganglia  resemble  one  another. 
Their  walls  are  composed  of  fibrous  tissue  but 
show  no  evidence  of  inflammation,  necrosis,  or  in- 
farction. The  pathogenesis  of  intraosseous  gan- 
glia is  unknown,  although  several  causes  have  been 
proposed.  The  most  popular  one  suggests  they 
arise  from  tissue  metaplasia  with  cell  proliferation 
followed  by  degenerative  changes. 

Intraosseous  ganglia  have  been  variously  called 
synovial  cysts  and  subchondral  cysts.  Synovial 
cyst  is  a misnomer,  since  intraosseous  ganglia  lack 
a distinct  cell  type,  contain  no  synovial  fluid,  and 
usually  do  not  communicate  with  the  joint  space. 
Radiographically  intraosseous  ganglia  appear  as 
lytic  lesions  ranging  in  size  from  a few  millimeters 
to  several  centimeters  in  diameter.  Their  cortical 
margins  are  well  demarcated  and  usually  sclerotic. 
Frequently,  they  are  multiloculated,  but  intralesi- 
onal  calcification  is  not  present.  The  largest  le- 
sions tend  to  occur  near  the  hip  joint. 

The  differential  diagnosis  includes  such  entities 
as  chondroblastoma,  osteoblastoma,  and  enchon- 
droma.  These  lesions  classically  show  intralesion- 
al  calcification.  A giant-cell  tumor  can  be  ruled 
out  by  its  less  well-defined  borders  and  occurrence 
in  the  twenty-  to  forty-year-old  age  group.  The 
bone  cysts  that  occur  in  patients  with  either  rheu- 
matoid arthritis  or  hemophilia  usually  show  asso- 
ciated changes  in  the  adjacent  soft  tissues. 

Differentiating  between  an  intraosseous  gangli- 
on and  a degenerative  cyst  of  the  hip  joint  is  diffi- 
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cult,  especially  in  an  elderly  patient. 

The  intraosseous  ganglion  is  more  likely  single 
and  present  in  a nonweight-bearing  area  of  the  hip 
joint. 

The  present  case  is  quite  characteristic  of  an  in- 
traosseous ganglion  both  radiographically  and  mi- 
croscopically. It  is  presented  because  of  the 
unique  involvement  of  the  clavicle  in  an  asymp- 
tomatic patient. 


Final  diagnosis 

Intraosseous  ganglion 
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“Next  time  I take  out  a group  policy  I’m 
looking  at  the  small  print!” 
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Massive  Recurrent 
Abdominal  Ascites 

Case  presentation 

Alan  J.  Popick,  M.D.:  A sixty-two-year-old 

white  male  was  transferred  from  a nursing  home 
with  progressive  abdominal  swelling  for  several 
weeks. 

Four  years  earlier,  he  had  had  a myocardial  in- 
farction, and  three  years  earlier,  had  developed 
mild  glycosuria.  One  year  prior  to  admission  he 
had  had  a left  lumbar  sympathectomy  because  of 
peripheral  arterial  insufficiency;  seven  months 
prior  to  admission  he  had  had  a left  below-knee 
amputation.  He  could  not  be  taken  care  of  at 
home;  on  admission  to  the  nursing  home  he  was 
found  to  have  auricular  fibrillation.  His  right 
lower  leg  was  cyanotic,  with  absent  pulsation  on 
oscillometer;  there  were  small  ulcerations  in  the 
right  pretibial  region  and  the  right  buttock. 

One  month  after  admission  to  the  nursing  home, 
he  complained  of  abdominal  discomfort;  at  that 
time  examination  of  heart  and  lungs  gave  negative 
results.  Two  weeks  later  he  developed  swelling  of 
the  right  side  of  the  face  and  right  eyelid,  scrotum, 
and  genitalia;  shortly  thereafter  while  still  in  the 
nursing  home  he  was  found  to  have  marked  ascites 
and  was  referred  for  admission. 

The  patient  denied  any  cardiorespiratory  symp- 
toms, and  there  was  no  history  of  previous  jaun- 
dice. Alcoholism  was  denied. 

On  admission  the  blood  pressure  was  110/70 
mm.  Hg,  pulse  72,  respirations  10,  and  tempera- 
ture 98°F.  The  patient  complained  only  of 
marked  abdominal  distention.  The  skin  showed 
no  petechiae  or  spiders;  jaundice  was  not  evident. 
The  neck  veins  were  not  engorged;  the  lungs  were 
clear  to  percussion  and  auscultation  except  for  a 
few  scattered  rales  over  both  lower  lung  bases. 
The  heart  rhythm  was  regular,  with  heart  sounds 
of  good  quality.  No  murmurs  were  audible;  there 
was  no  gallop  rhythm.  The  abdomen  was  mark- 
edly distended,  tense,  and  showed  a fluid  wave; 
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there  were  no  dilated  veins  over  the  abdomen. 
With  the  massive  ascites,  the  liver  and  spleen  were 
not  palpable,  and  no  other  masses  were  felt.  The 
right  lower  extremity  showed  a 1 plus  pitting 
edema  and  a small  ulcer  on  the  undersurface  of  the 
heel.  Hamstring  contractures  prevented  full  leg 
extension  and  ambulation.  There  was  a flush  over 
the  palms  of  both  hands,  suggestive  of  “liver 
palms.” 

The  hemoglobin  was  12.7  Gm.,  the  hematocrit 
39,  and  white  blood  count  4,000  per  cubic  millime- 
ter, with  62  per  cent  polymorphonuclear  forms. 
The  routine  urinalysis  gave  negative  results  with  a 
specific  gravity  of  1.016.  The  fasting  blood  glu- 
cose was  97  mg.,  the  blood  urea  nitrogen  35  mg., 
and  the  serum  creatinine  0.8  mg.  (normal  1 to  2 
mg.  per  100  ml.).  The  serum  electrolytes  were 
normal,  and  the  sulfobromophthalein  (Bromsul- 
phalein)  test  was  14  per  cent  (normal  0 to  5 per 
cent). 

The  admission  chest  x-ray  films,  as  well  as  later 
films  revealed  possible  atelectasis  in  the  right 
lower  lung  field;  the  heart  was  difficult  to  evaluate 
but  might  have  been  slightly  enlarged  (Fig.  1). 
The  film  of  the  abdomen  revealed  only  ascites;  a 
liver  scan  result  was  reported  to  be  within  normal 
limits. 

The  electrocardiogram  revealed  first-degree 
atrioventricular  block,  right  bundle  branch  block, 
and  low  R-wave  voltage  in  the  precordial  leads 
suggestive  of  anterior  myocardial  infarction  of  un- 
determined age  (Fig.  2).  Fractional  urine  exami- 
nations for  glucose  and  acetone  gave  negative  re- 
sults on  all  occasions,  without  the  use  of  antidia- 
betic medication  at  any  time. 

The  patient  remained  afebrile  throughout  the 
hospital  stay.  He  was  forced  to  lie  on  his  right 
side  largely  because  of  the  massive  ascites  but  had 
minimal  discomfort  and  admitted  only  occasional 
mild  shortness  of  breath.  Occasional  rales  were 
heard  at  the  lung  bases;  the  trace  to  1 plus  edema 
of  the  right  lower  extremity  persisted.  The  straw- 
colored  ascitic  fluid  contained  4.4  Gm.  of  protein 
per  100  cc.  and  was  consistently  negative  for  ma- 
lignant cells  and  for  acid-fast  bacilli  on  smear  and 
culture.  Several  attempts  to  weigh  the  patient 
were  unsuccessful  because  of  the  lack  of  a prosthe- 
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FIGURE  1.  Elevation  of  diaphragm  with  atelectasis  of 
right  lung,  associated  with  massive  ascites;  probable  car- 
diac enlargement. 


sis.  His  pulse  rate  ranged  between  80  to  110,  and 
his  blood  pressure  remained  in  the  vicinity  of  100 
to  110/60  to  70  mm.  Hg.  He  was  treated  with 
daily  oral  and  occasional  parenteral  diuretics  with- 
out visible  decrease  in  the  abdominal  ascites. 

After  paracenteses  of  7,000,  4,000,  3,000,  and 
2,000  ml.,  ascites  promptly  reaccumulated,  and 
swelling  of  both  hands  was  also  noted.  At  times  a 
large  mass  in  the  right  upper  quadrant  was 
thought  to  be  present,  probably  an  enlarged  liver. 
The  serum  chemical  profile  showed  an  elevated 
blood  urea  nitrogen  of  56  mg.,  a serum  cholesterol 
of  140  mg.  (normal  150  to  300  mg.),  and  a serum 
albumin  of  2.9  to  3.3  Gm.  per  100  ml.  (normal  3.5 
to  5 Gm.).  The  bilirubin,  alkaline  phosphatase, 
lactic  dehydrogenase,  and  serum  glutamic  oxalic 
transaminase  levels  were  repeatedly  normal.  The 
prothrombin  time  was  19.4  seconds  (control  11.7). 
Sigmoidoscopy  was  negative  to  25  cm.  The  bari- 
um enema  revealed  ascites,  minimal  small-bowel 
distention,  surgical  clips  in  the  left  lumbosacral  re- 
gion, and  atherosclerosis  of  the  abdominal  aorta;  it 
revealed  no  lesions  in  the  colon,  although  retention 
of  barium  was  difficult  due  to  massive  ascites. 

Cholecystographic  study  on  two  separate  occa- 
sions failed  to  reveal  opacification  of  the  gallblad- 
der, compatible  with  impaired  liver  function.  The 
gastrointestinal  series  revealed  a small  sliding  hi- 
atus hernia;  the  anterior  wall  and  greater  curva- 
ture aspects  of  the  midportion  of  the  stomach  were 
not  well  outlined  due  to  marked  ascites;  there  was 
some  edema  of  the  mucosal  folds  in  the  small 
bowel,  compatible  with  ascites  and  hypoproteine- 
mia.  The  gastrointestinal  consultant  felt  that  a 
carcinoma  of  the  body  of  the  stomach  was  suggest- 
ed by  the  findings  on  the  gastrointestinal  series. 
The  patient  refused  further  diagnostic  sugges- 
tions. Urinalyses  gave  repeatedly  negative  re- 
sults, with  specific  gravities  up  to  1.020;  an  electro- 


FIGURE 2.  First  degree  atrioventricular  block  and  right 
bundle  branch  block;  low  voltage  R waves  in  precordial 
leads  compatible  with  anterior  myocardial  infarction  of  un- 
determined age. 

cardiogram  on  the  fortieth  hospital  day  revealed 
auricular  fibrillation  with  a ventricular  response  of 
100  per  minute  but  no  significant  change  since  the 
admission  electrocardiogram. 

Twenty-four  hours  after  the  last  paracentesis, 
the  patient  was  found  dead  in  bed,  on  the  evening 
of  the  fiftieth  hospital  day. 

Discussion 

Norman  S.  Blackman,  M.D.:  In  my  review 

the  most  outstanding  sign  and  symptom  of  this 
complex  case  is  the  massive  and  recurrent  ascites 
which  contained  4.4  Gm.  of  protein  per  100  cc.,  an 
unusually  high  concentration  of  protein  for  ordi- 
nary ascites. 

This  patient  also  had  diffuse  arterial  disease  be- 
cause of  which  a sympathectomy  and  later  a 
below-the-knee  amputation  of  his  left  leg  were 
performed.  Moreover,  he  had  evidence  of  heart 
disease  with  atrial  fibrillation,  right  bundle  branch 
block,  first-degree  heart  block,  and  electrocardio- 
graphic findings  that  suggested  an  old  anterior 
wall  myocardial  infarction.  The  heart  size  was 
said  to  be  normal  or  only  slightly  enlarged,  al- 
though I think  it’s  very  difficult  to  determine  the 
heart  size  accurately  from  the  x-ray  films;  because 
of  his  massive  ascites,  he  obviously  could  not  man- 
age a deep  inspiration.  In  addition,  these  were  su- 
pine films.  Since  the  most  common  diseases  occur 
frequently,  I must  assume  that  the  cause  of  the  pe- 
ripheral and  central  cardiovascular  disease  was  ar- 
teriosclerotic in  nature.  This  helps  little  in  ex- 
plaining the  occurrence  of  the  ascites  which  domi- 
nated the  clinical  picture.  Noting  that  the  neck 
veins  were  “not  engorged”  and  that  the  heart 
sounds  were  of  “good  quality”  in  a heart  slightly 
enlarged  or  possibly  normal  in  size,  I believe  we 
can  safely  rule  out  the  possibility  of  constrictive 
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pericarditis  as  a cause  of  the  abdominal  ascites. 
The  slight  swelling  of  the  face  and  hands  at  times 
can  be  attributed  to  the  hypoalbuminemia  of  2.9 
Gm.  per  100  ml.,  which  is  low  enough  to  contribute 
to  dependent  swelling.  The  edema  on  the  right 
side  and  right  lower  extremity  in  this  case  indicat- 
ed a gravitational  factor  rather  than  increased  ve- 
nous pressure,  such  as  might  have  been  caused  by 
constrictive  pericarditis. 

We  must  also  note  that  the  prothrombin  time 
was  elevated  and  that  the  blood  cholesterol  and 
total  white  blood  count  decreased.  There  was  sig- 
nificantly a 13  per  cent  retention  of  sulfobromo- 
phthalein  dye.  Thus,  hepatocellular  dysfunction 
was  present,  as  further  evidenced  by  the  clinical 
presence  of  liver  palms,  a mass  in  the  right  upper 
quadrant  “most  probably  liver,”  and  the  “failure 
of  the  gallbladder  to  opacify,  compatible  with  im- 
paired liver  function.”  This  latter  conclusion  may 
be  misleading;  it  is  impossible  to  tell  whether  or 
not  the  gallbladder  did  not  opacify  due  to  poor 
liver  function,  to  poor  gallbladder  function,  or  to 
other  causes.  By  contrast,  this  patient  also  had 
many  normal  liver  function  tests,  such  as  a normal 
liver  scan,  normal  alkaline  phosphatase,  normal 
serum  bilirubin,  normal  serum  glutamic  oxaloace- 
tic transaminase  and  lactic  dehydrogenase,  and  a 
history  denying  a previous  episode  of  hepatitis  or 
alcohol  abuse.  When  a patient  has  massive  ascites 
with  signs  of  only  minimal  liver  dysfunction  and 
little  or  no  peripheral  edema,  we  should  think  of 
hepatic  vein  occlusion.  It  is  my  conclusion  today 
that  this  patient  had  many  of  the  signs  and  symp- 
toms of  occlusion  of  the  hepatic  veins. 

I’m  impressed  however  with  the  gastrointestinal 
series;  it  seems  as  though  there  is  indeed  some  le- 
sion possibly  involving  both  the  greater  and  the 
lesser  curvatures  of  the  stomach. 

John  T.  Flynn,  M.D.:  This  patient  had  mas- 
sive ascites,  and  it  may  have  been  difficult  for  him 
to  swallow  the  barium  solution  in  the  amounts  or- 
dinarily needed  for  a good  view  of  the  stomach. 
The  radiologic  changes  in  the  stomach  might  have 
reflected  edema  of  the  gastric  mucosa. 

Dr.  Blackman:  The  liver  scan  was  reported  as 
being  completely  normal.  This  seems  incompati- 
ble with  the  clinical  protocol,  which  suggests  that 
the  palpable  large  right  upper  quadrant  mass  was 
an  enlarged  liver. 

Dr.  Flynn:  There  was  considerable  question  as 
to  exactly  how  large  this  liver  was  on  palpation; 
when  the  ascites  was  massive,  the  size  of  the  liver 
could  not  be  satisfactorily  determined.  There  is 
no  record  of  abdominal  palpation  following  para- 
centesis. 

Dr.  Blackman:  Despite  the  liver  scan,  I will 

persist  in  my  original  assumption  that  we  were 
dealing  with  an  enlarged  liver. 

Symptomatic  hepatic  vein  obstruction,  the 
Budd-Chiari  syndrome,  is  a rare  type  of  portal  hy- 


pertension caused  by  complete  or  incomplete  ob- 
struction of  the  hepatic  veins  and  is  associated 
clinically  with  ascites,  abdominal  pain,  hepatome- 
galy, edema,  and  occasionally  jaundice.  It  is  usu- 
ally ascribed  to  thrombosis  of  the  hepatic  veins,  to 
obstruction  by  a tumor  or  cyst,  or  to  an  unex- 
plained fibrous  obliteration  of  the  veins  at  their 
orifices.  Many  authors,  including  Chiari,1  as- 
cribed thrombosis  in  the  hepatic  veins  to  an  endo- 
phlebitis  of  undetermined  cause.  The  single  most 
important  route  of  egress  of  blood  from  the  liver  is 
by  way  of  the  hepatic  veins,  which  originate  in  the 
central  veins  of  the  liver  lobules.  These  empty 
into  the  sublobular  veins,  which  by  repeated  com- 
munication form  the  right,  middle,  and  left  hepat- 
ic veins,  which  in  turn  empty  into  the  inferior  vena 
cava. 

If  the  major  hepatic  veins  in  an  animal  are 
abruptly  and  completely  occluded,  there  follows 
an  immediate  profound  fall  in  blood  pressure  and 
death  of  the  animal  within  a few  minutes.  If  the 
interruption  is  not  complete  or  a portacaval  shunt 
is  established  prior  to  the  occlusion  of  these  veins, 
the  animal  survives.  In  time,  the  animal  develops 
portal  hypertension,  hepatic  enlargement,  and  an 
accumulation  of  ascitic  fluid  which  has  a charac- 
teristically high  concentration  of  protein;  the  liver 
shows  marked  congestion  and  centrolobular  necro- 
sis. Eventually  edema  of  the  caudal  extremities 
may  also  develop. 

In  the  largest  series  of  cases  reviewed  by  Par- 
ker,2 it  was  found  that  patients  with  the  Budd- 
Chiari  syndrome  had  a recorded  duration  of  symp- 
toms which  varied  from  two  days  in  the  acute  form 
to  twenty-three  years  in  the  chronic  form,  but  in 
three  fourths  of  the  cases,  the  illness  was  either 
subacute  or  chronic.  During  the  course  of  the  ill- 
ness, ascites  appeared  in  93  per  cent  of  the  cases, 
hepatomegaly  in  70  per  cent,  epigastric  pain  in  74 
per  cent,  edema  in  56  per  cent,  and  distended  ab- 
dominal veins  in  55  per  cent.  Splenomegaly  and 
jaundice  are  found  in  only  a minority  of  the  cases, 
between  30  and  38  per  cent  respectively.  Most 
significantly  in  the  presence  of  these  findings, 
where  the  liver  function  tests  indicate  only  mild  or 
moderate  impairment  of  hepatic  function,  hepatic 
vein  occlusion  with  or  without  a complicating  infe- 
rior vena  caval  or  portal  vein  occlusion  should  be 
strongly  considered. 

In  man  the  commonest  cause  of  impairment  of 
hepatic  venous  outflow  is  failure  of  the  right  side 
of  the  heart.  The  increase  in  pressure  in  the  sys- 
temic venous  circulation  is  generalized  and  is  al- 
ways transmitted  directly  to  the  valveless  hepatic 
veins  and  thence  to  the  central  veins  of  the  liver 
lobules.  In  such  cases,  the  liver  may  be  enlarged, 
but  the  ascites  is  usually  not  massive  and  is  nearly 
always  accompanied  by  edema  of  the  lower  ex- 
tremities, together  with  evidence  of  high  venous 
pressure  in  the  upper  extremities  and  cervical 
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veins.  These  were  not  the  findings  in  our  present 
case,  so  that  although  this  patient  did  have  heart 
disease,  heart  failure  of  the  right  side  cannot  read- 
ily be  blamed  as  a primary  cause  of  this  man’s  ill- 
ness. 

In  those  cases  where  the  cause  of  an  hepatic  vein 
occlusion  has  been  established,  polycythemia  vera, 
malignant  conditions,  hypernephroma,  and  pri- 
mary tumors  of  the  inferior  vena  cava  have  ac- 
counted for  the  largest  number.  A not-infrequent 
cause  of  thrombosis  is  a valve-like  diaphragm  or  a 
congenital  stricture  of  the  inferior  vena  cava  just 
above  the  entrance  of  the  right  hepatic  vein. 
Thrombophlebitis  of  the  lower  extremities,  which 
is  often  associated  with  the  administration  of  birth 
control  pills  in  young  women,  may  also  cause  a 
similar  reaction  in  the  hepatic  veins.  But  in  two 
thirds  of  all  cases,  no  obvious  predisposing  causes 
have  been  found.  With  improvement  in  diag- 
nostic techniques,  including  inferior  vena  cava 
venography,  the  occlusion  in  the  hepatic  veins  can 
be  demonstrated  radiographically. 

There  probably  is  a continuum  of  signs  and 
symptoms  ranging  from  the  full-blown  disease  in- 
distinguishable from  the  classic  case  of  advanced 
Laennec’s  cirrhosis,  to  the  present  one  in  which 
massive  liver  enlargement  and  intractible  ascites 
are  not  accompanied  by  any  evidence  of  increased 
venous  pressure  in  the  neck  and  upper  extremities, 
jaundice,  edema  of  the  lower  extremities,  or  evi- 
dence of  serious  hepatocellular  dysfunctions  in 
laboratory  tests. 

In  our  patient,  the  signs  and  symptoms  of  liver 
enlargement,  ascites,  and  the  laboratory  evidence 
of  fairly  good  liver  function  don’t  seem  compatible 
with  advanced  Laennec’s  cirrhosis  of  the  liver.  A 
normal  liver  scan  in  the  absence  of  clinically  de- 
tectable enlarged  spleen  is  perfectly  compatible 
with  a diagnosis  of  Budd-Chiari  syndrome;  at  least 
such  a scan  helps  to  rule  out  extensive  metastases 
to  the  liver. 

Constrictive  pericarditis  can  cause  signs  and 
symptoms  resembling  those  seen  here,  but  disten- 
tion of  the  neck  veins,  a paradoxical  pulse,  and  oc- 
casionally radiologically  visible  calcium  deposits  in 
the  pericardium  are  important  clinical  differential 
features.  They  are  usually  accompanied  by  the 
typical  small  quiet  heart.  This  situation  was  not 
found  in  this  case. 

Even  though  no  venograms  were  done,  it  is  my 
belief  that  the  clinical  signs  and  symptoms  as  de- 
scribed in  the  protocol  are  more  suggestive  of  the 
Budd-Chiari  syndrome  of  hepatic  vein  obstruction 
by  thrombosis,  tumor,  or  congenital  stricture,  than 
of  any  other  entity  I have  considered  in  the  differ- 
ential diagnosis. 

Finally,  I do  not  know  why  this  patient  died  so 
suddenly.  There  are  no  specific  clues  given  in  the 
protocol  except  that  he  died  one  day  after  abdomi- 
nal paracentesis.  Any  of  the  sudden  misfortunes 


of  a patient  with  liver  or  cardiovascular  disease 
and  even  the  complications  of  abdominal  paracen- 
tesis can  be  invoked,  since  there  are  no  clinical 
data  presented  which  would  adequately  character- 
ize the  cause  of  death. 

Dr.  Flynn:  About  two  years  ago,  a patient  ap- 
peared here  with  an  enlarged  liver  and  ascites  but 
with  little  laboratory  evidence  of  liver  damage. 
We  attempted  venography  by  several  routes  be- 
cause of  our  suspicion  of  a progressive  thrombosis 
of  the  entire  inferior  vena  cava  extending  up  to 
and  above  the  hepatic  veins.  Dye  injected  via  the 
femoral  vein,  the  iliac  crest,  and  the  anticubital 
vein  and  superior  vena  cava  failed  to  enter  the 
vena  cava  below  the  level  of  the  diaphragm.  The 
patient’s  massive  ascites  could  not  be  removed 
completely  prior  to  these  radiographic  studies. 
Later,  at  autopsy,  only  Laennec’s  hepatic  cirrhosis 
was  found,  without  any  obstruction  of  the  inferior 
vena  cava  at  all.  We  concluded,  after  careful  dis- 
section, that  a simple  pressure  phenomenon  on  a 
fairly  thin  and  pliable  inferior  vena  cava  had  pre- 
vented the  dye  from  entering  it,  and  no  doubt  dur- 
ing life  this  kind  of  functional  obstruction  set  up  a 
vicious  unbroken  cycle  which  maintained  the  pa- 
tient’s peripheral  edema  and  ascites.  Venograms 
can  fail  us  in  such  cases. 

Clinical  diagnoses 

1.  Abdominal  ascites,  cause  undetermined, 
most  probably  due  to  Laennec’s  cirrhosis  or  to 
peritoneal  extension  of  metastatic  carcinoma, 
most  probably  from  stomach 

2.  History  of  diabetes  mellitus,  subclinical 

3.  Diffuse  vascular  disease,  secondary  to  arte- 
riosclerosis, with  peripheral  vascular  occlusion, 
therapeutic  left  lumbar  sympathectomy,  and 
below-the-knee  left  lower  leg  amputation 

4.  Arteriosclerotic  heart  disease.  History  of 
myocardial  infarction.  Auricular  fibrillation 

Dr.  Blackman’s  diagnoses 

1.  Hepatic  vein  thrombosis  (Budd-Chiari  syn- 
drome), with  secondary  massive  ascites 

2.  Diffuse  arteriosclerosis,  associated  with 
mild  diabetes  mellitus,  with  severe  occlusive  pe- 
ripheral vascular  disease 

3.  Arteriosclerotic  heart  disease.  Auricular 
fibrillation.  History  of  myocardial  infarction,  re- 
mote 

Pathologic  discussion 

Solange  Abu  Nassar,  M.D.:  At  autopsy,  the 
patient  had  neither  carcinoma  nor  a constrictive 
pericarditis.  The  heart  weighed  400  Gm.,  a little 
above  the  normal  weight,  and  was  dilated.  Exten- 
sive scarring  occupied  about  two  thirds  of  the  left 
ventricle  and  about  one  third  of  the  interventricu- 
lar septum  near  the  apex.  Scarring  of  this  extent 
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FIGURE  3.  Extensive  long-standing  myocardial  fibrosis 
(hematoxylin  and  eosin  stain). 


destroys  so  much  cardiac  muscle  mass  that  rela- 
tively few  myocardial  fibers  remain  which  can  ef- 
fectively hypertrophy  and  increase  cardiac  weight 
(Fig.  3).  The  diffuse  scarring  has  been  present 
longer  than  six  months  because  it  now  appears  not 
as  vascularized  fibrous  tissue  but  as  almost  acellu- 
lar scar  tissue.  The  coronary  arteries  showed  mod- 
erate atherosclerosis,  with  no  thrombi;  there  was 
no  evidence  of  acute  myocardial  infarct. 

There  were  5,000  cc.  of  serous  fluid  in  the  abdo- 
men and  500  cc.  of  similar  fluid  in  each  pleural 
cavity,  with  moderate  ankle  and  scrotal  edema. 
The  liver  was  the  usual  severely  congested  liver 
with  a nutmeg  appearance  that  one  sees  so  often 
with  congestive  heart  failure  (Fig.  4).  It  weighed 
1,600  Gm.,  which  is  at  the  upper  limit  of  normal. 
However,  by  the  time  of  autopsy  several  hours 
after  death,  the  gross  enlargement  of  the  liver  usu- 
ally is  diminished  by  the  fall  in  venous  pressure. 
Immediately  after  death,  liver  volume  is  reduced 
by  loss  of  blood  into  the  splanchnic  vessels.  The 
weight  of  the  liver  at  autopsy  is  usually  less  than  it 
had  been  during  life.  However,  the  microscopic 
findings  of  liver-cell  necrosis  may  be  exaggerated 


because  within  twelve  hours  after  death  autolysis 
of  the  liver  cells  takes  place. 

You  will  notice  in  the  microscopic  sections  that 
there  is  tremendous  congestion  in  the  central  lobu- 
lar areas,  which  in  turn  compresses  the  liver  cells, 
eventually  resulting  in  atrophy  and  necrosis  from 
the  added  local  hypoxia  (Fig.  5).  The  central  area 
of  the  lobule  bears  the  brunt  of  the  damage  be- 
cause the  liver  cells  nearest  to  the  portal  vein  get 
most  of  the  oxygen,  and  gradually  less  and  less 
oxygen  is  available  as  the  blood  passes  through  the 
sinusoids  toward  the  central  lobular  vessels.  This 
appearance  of  congestion  was  noted  in  almost 
every  area,  although  in  some  areas  the  central  por- 
tions of  some  lobules  looked  normal.  Hypoxia  is 
no  doubt  of  milder  degree  in  these  areas;  the  ve- 
nous pressure  is  not  elevated,  and  compression 
and  atrophy  of  the  central  lobular  liver  cells  are 
not  significant.  One  also  occasionally  sees  fat  de- 
position near  the  central  areas.  With  portal  cir- 
rhosis, the  fat  deposition  occurs  nearest  to  the  por- 
tal areas. 

Other  autopsy  findings  in  this  patient  include 
severe  congestion  and  dilatation  of  the  submucosal 
vessels  in  the  esophagus.  In  the  presence  of  he- 
patic congestion  and  central  lobular  necrosis 
alone,  we  do  not  usually  see  esophageal  varices, 
since  they  are  more  common  in  the  presence  of 
portal  hypertension.  The  testis  showed  seminifer- 
ous tubules  with  arrested  spermatogenesis  and  at- 
rophy; perhaps  the  liver  insufficiency  aggravated 
this  condition.  The  right  lung  weighed  550  Gm. 
and  the  left  700  Gm.;  both  showed  areas  of  fibro- 
sis, ossification,  thickening  of  alveolar  septa,  hy- 
pertrophy of  the  walls  of  the  pulmonary  arteries, 
and  arterioles,  all  varying  from  slight  to  extremely 
severe  in  different  areas  of  the  lungs.  “Heart  fail- 
ure cells”  were  few  to  many,  in  different  lung  sec- 
tions, suggesting  a chronic  type  of  congestive  fail- 
ure. There  was  emphysema  and  atelectasis.  The 
kidneys  showed  arterial  and  arteriolar  nephro- 
sclerosis as  well  as  nodular  glomerulosclerosis, 
pathognomonic  of  diabetes  but  not  usually  related 
to  the  duration  nor  to  the  severity  of  the  diabetes. 
In  this  instance  of  diabetes  of  three  years’  dura- 
tion, we  already  find  a few  of  these  lesions.  The 
sections  of  the  pancreas  showed  both  normal  and 
hyalinized  islets  of  Langerhans,  as  is  seen  in  about 
one  third  of  diabetics.  The  gallbladder  showed 
evidence  of  fibrosis  and  contained  multiple  yellow 
stones  of  0.8  cm. 

Wallach  and  Popper3  have  called  attention  to 
the  central  lobular  necrosis  and  atrophy  in  the 
liver  associated  with  cases  of  congestive  heart  fail- 
ure from  any  cause.  In  congestive  heart  failure, 
the  changes  in  the  liver  are  due  to  decreased  cardi- 
ac output  which  results  in: 

1.  Decreased  blood  flow  to  the  liver  and  therefore 

decreased  oxygen  supply. 

2.  Increased  venous  pressure  and  hypoxia.4 
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FIGURE  4.  Gross  appearance  of  severe  congestive  changes  in  liver.  (A)  With  early  “cardiac  cirrhosis.”  (B)  In  contrast 
to  appearance  of  Laennec's  cirrhosis. 


With  moderately  elevated  venous  pressure  and 
mild  hepatic  congestion,  there  is  compression  and 
atrophy  of  the  centrilobular  hepatocytes,  and  the 
sinusoids  are  engorged.  With  further  congestion, 
one  sees  these  changes  in  the  central  areas  and  in 
cells  farther  away.  Following  the  collapse  of  the 
central  cells,  a condensation  of  the  reticulum  fi- 


bers takes  place,  with  thickening  of  central  veins 
and  fibrous  tissue  proliferation;  stromal  bands  ra- 
diate outward  from  central  areas.  When  the  con- 
gestion is  severe,  recurrent,  and  prolonged,  then  fi- 
brosis extends  from  one  central  area  to  another. 
This  ends  in  “cardiac  cirrhosis.”  In  some  severe 
cases,  portal  fibrosis  occurs,  and  the  end  result  is 


FIGURE  5.  Portal  triad  (arrow)  in  center  of  well-preserved  hepatic  tissue;  dark  areas  indicate  severe  congestion  in  re- 
gions of  central  veins,  giving  appearance  of  “reverse”  lobulation  (chromotrope  stain). 
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FIGURE  6.  “Cardiac  cirrhosis”  secondary  to  severe  con- 
gestion of  central  veins,  hepatic  cell  destruction  in  central 
lobules,  and  replacement  by  fibrous  tissue  (hematoxylin 
and  eosin  stain). 

one  of  mixed  cirrhosis.  The  hepatic  histologic 
condition  may  not  correspond  to  the  clinical  or 
biochemical  severity  of  the  disease;  biochemical 
studies  and  clinical  observation  do  not  help  us  de- 
cide during  life  whether  the  patient  has  cardiac 
cirrhosis  or  only  congestion.  The  mild  focal  cen- 
trilobular  fibrosis  noted  histologically  in  this  case 
is  not  severe  enough  to  be  designated  cardiac  cir- 
rhosis (Fig.  6). 

The  true  incidence  of  cardiac  cirrhosis  is  rare. 
Statistics  depend  greatly  on  the  opinions  of  the 
pathologists  who  examine  the  slides.  In  spite  of 
the  presence  of  the  centrilobular  hepatic  fibrosis, 
the  liver  architecture  can  be  restored  to  almost  a 
normal  pattern,  if  by  treatment  you  can  eliminate 
the  congestive  heart  failure.  The  liver  cells  regen- 
erate, the  collagen  fibers  become  narrower  and 
acellular,  and  the  normal  hepatic  architecture  be- 
gins to  reappear.4  This  probably  explains  why  we 
don’t  see  cardiac  cirrhosis  more  often  and  even 
why  many  pathologists  don’t  believe  that  cardiac 
cirrhosis  exists  as  a distinct  entity. 

In  the  differential  diagnosis,  an  entity  that 
could  produce  this  picture  clinically  and  patholog- 
ically is  hepatic  vein  thrombosis,  of  which  we 
found  no  evidence.  Another  entity  is  the  so-called 
veno-occlusive  disease  due  to  bush  tea  (Senecio), 
and  this  was  not  found.5  Another  cause  is  radia- 
tion injury  to  the  liver.  A fourth  cause  is  myxede- 
ma, which  could  produce  ascites  as  great  as  seen  in 
this  case.6 

I do  not  think  one  can  do  justice  to  this  case 
without  commenting  on  the  patient’s  ascites, 
which  was  the  most  outstanding  and  overwhelm- 
ing feature.  There  are  dual  factors  in  the  forma- 
tion of  ascites,  hepatic  and  extrahepatic.7  Suffice 
it  to  say  that  hepatic  lymph  leakage  plays  a major 
role  in  congestive  heart  failure  and  explains  why 


the  protein  content  of  the  ascitic  fluid  is  more  than 
3 Gm.  per  100  ml.  The  more  severe  the  centrilob- 
ular necrosis,  the  more  likely  will  the  findings  be 
those  of  ascites.  The  sulfobromophthalein  test  is 
frequently  the  only  abnormal  test  and  is  the  most 
sensitive  method  of  detecting  hepatic  dysfunction, 
being  abnormal  in  80  to  100  per  cent  of  cases. 
The  degree  of  abnormality  of  the  test  parallels  the 
clinical  severity  and  the  extent  of  the  hepatic  cell 
necrosis.  Serum  albumin  is  decreased  in  30  to  50 
per  cent  of  patients,  but  the  decrease  is  not  usually 
marked,  to  the  level  of  2.5  to  2.9  Gm.  per  100  ml., 
as  was  also  true  in  the  current  case.  Prolonged 
prothrombin  time  occurs  in  80  to  90  per  cent  of  pa- 
tients.4 

In  summary  then,  this  patient  had  arterioscle- 
rotic cardiovascular  disease  with  an  old  myocardial 
infarct  which  resulted  in  congestive  heart  failure 
and  subsequent  severe  congestion  of  the  liver  with 
centrilobular  necrosis  and  slight  focal  fibrosis. 
This  situation  may  have  been  aggravated  also  by 
the  chronic  lung  changes  due  to  the  congestive 
heart  failure.  The  common  symptoms  and  find- 
ings of  congestive  heart  failure  were  not  evident 
clinically,  but  I would  suggest  that  his  leg  amputa- 
tion markedly  reduced  his  physical  activity  and 
therefore  gave  him  less  opportunity  to  develop  the 
usual  symptoms  of  congestive  heart  failure. 

Perhaps  we  have  a lesson  to  learn  here.  We 
should  not  necessarily  look  for  the  exotic  causes  of 
ascites,  but  rather  attempt  to  treat  the  congestive 
heart  failure  and  hope  that  the  clinical  findings 
will  improve. 

Dr.  Flynn:  Dr.  Abu  Nassar,  can  you  find  so- 
called  “heart  failure  cells”  in  the  lungs  in  any  con- 
dition other  than  heart  failure? 

Dr.  Abu  Nassar:  Yes,  in  mechanical  obstruc- 
tion of  pulmonary  veins  and  also  with  repeated 
pulmonary  hemorrhages  as  in  idiopathic  pulmo- 
nary hemosiderosis,  Goodpasture’s  syndrome,  or 
in  pulmonary  hypertension.  “Heart  failure  cells” 
are  macrophages  filled  with  iron  deposits  which 
may  accumulate  locally  in  the  lung  from  many 
causes. 

Dr.  Flynn:  There  was  no  evidence  of  constric- 
tive pericarditis,  and  no  obstruction  in  the  hepatic 
veins  or  in  the  portal  venous  system.  We  are  left 
only  with  congestive  heart  failure  secondary  to  a 
severely  fibrotic  myocardium. 

Dr.  Blackman:  Questions  that  I as  a clinician 
must  ask,  because  a clinicopathologic  conference 
should  be  a learning  experience,  should  point  the 
way  toward  improved  future  clinical  treatment  of 
patients.  I find  it  difficult  to  understand,  indeed 
it  is  completely  against  practically  all  of  my  clini- 
cal experience,  to  find  a patient  with  such  massive 
and  recurrent  ascites  without  other  clinical  evi- 
dence of  heart  failure  of  the  right  side.  If  the  pro- 
tocol is  to  be  believed,  this  man  had  no  engorge- 
ment of  his  cervical  veins  and  very  minimal  edema 
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of  the  lower  extremities  which  could  easily  have 
been  accounted  for  by  the  hypoalbuminemia. 
Congestive  failure  based  on  right-sided  failure 
should  lead  to  edema  in  his  one  remaining  leg, 
edema  in  the  scrotum,  and  certainly  in  the  pres- 
acral  region.  I find  it  difficult  to  reconcile  my  clini- 
cal feelings  and  experiences  with  your  pathologic 
findings. 

Dr.  Abu  Nassar:  Although  the  congestive 

heart  failure  triggered  the  liver  failure,  the  latter 
was  responsible  for  the  most  outstanding  clinical 
signs,  as  emphasized  by  Popper  and  Orr.8 

Dr.  Flynn:  This  patient  had  severe  peripheral 
arteriosclerosis  and  very  possibly  peripheral  ve- 
nous thrombosis  and  fibrosis  associated  with  inac- 
tivity and  contracture  of  his  remaining  lower  ex- 
tremity. I have  often  wondered  whether  the  re- 
sulting marked  reduction  in  extremity  circulation 
might  prevent  the  appearance  of  peripheral  edema 
when  congestive  heart  failure  occurs. 

Final  diagnoses 

1.  Arteriosclerotic  cardiovascular  disease. 
Occlusive  atherosclerosis  of  the  coronary  arteries, 
moderate.  Old  myocardial  infarction  with  exten- 
sive myocardial  fibrosis,  involving  intraventricu- 
lar septum  and  left  ventricle.  Hypertrophy  and 
dilatation  of  the  heart 


2.  Congestive  heart  failure,  with  marked 
chronic  passive  congestion  of  the  liver,  central 
lobular  necrosis,  and  mild  focal  centrilobular  fi- 
brosis; secondary  ascites  and  congestive  spleno- 
megaly; bilateral  pulmonary  edema  and  conges- 
tion and  bilateral  pleural  effusion 

3.  Diabetes  mellitus,  with  diabetic  glomerulo- 
sclerosis 

4.  Chronic  cholecystitis  with  cholelithiasis 

5.  Bilateral  testicular  atrophy 
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QUESTION  181.  What  is  the  rhythm,  lead  II?  The  patient  was  a seventy-eight-year-old  man  complaining  of  inter- 
mittent dizzy  spells. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  181.  The  first  two  beats  are  of  sinus 
origin  at  a rate  of  approximately  60  beats  per  min- 
ute. The  rate  then  slows  to  approximately  25 
beats  per  minute.  This  is  marked  sinus  bradycar- 
dia and  probably  was  the  cause  of  the  dizzy  spells. 
Patients  with  symptomatic  sinus  bradycardia  re- 
spond poorly  to  drugs  and  are  benefited  by  pace- 
maker therapy. 

Question  182.  The  rhythm  is  sinus.  There  is 
a deep  Q wave  in  leads  II,  III,  and  aVf.  There  is 
depression  of  the  S-T  segment  in  I and  aVl,  and  el- 


evation in  II,  III,  and  aVf.  A Q-S  complex  is 
present  in  Vi  and  rS  in  V2.  A Q-S  complex  is 
again  present  in  V3  and  V4  with  notching  of  the 
initial  downstroke.  The  shift  from  QS  to  rS  and 
then  QS  in  the  precordial  leads  is  indicative  of  an- 
terior wall  myocardial  infarction.  The  initial 
notching  of  the  downstroke  of  the  QS  in  V3  and  V4 
is  confirmatory  evidence. 

The  abnormal  Q wave  in  leads  II,  III,  and  aVf 
are  evidence  of  inferior  wall  myocardial  infarction. 
The  patient,  therefore,  has  multiple  myocardial 
infarctions. 

The  age  of  the  infarctions  cannot  be  determined 
from  a single  tracing.  The  elevated  S-T  segments 
in  II,  III,  and  aVf  may  be  a sign  of  recent  inferior 
wall  infarction,  but  serial  tracings  would  be  neces- 
sary to  confirm  this  diagnosis.  Persistent  S-T  seg- 
ment elevations  in  these  leads  may  indicate  an  in- 
ferior wall  aneurysm. 


"It  stopped  playing  right  during  Ben  Casey. 
Will  my  Blue  Shield  pay  for  it?" 
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Drug  Information * 


Questions  and  Answers 


I understand  that  the  treatment  of  herpes  simplex 
that  utilizes  neutral  red  or  proflavine  may  be  danger- 
ous; please  provide  information  concerning  this. 

Some  question  has  arisen  about  the  cancer-producing 
potential  of  the  photodynamic  therapy  for  herpetic  le- 
sions, the  “dye-light”  procedure.  Recurrent  herpes 
simplex  is  an  annoying  source  of  discomfort  and  cosmet- 
ic embarrassment  for  1 to  2 per  cent  of  our  population. 
The  herpes  simplex  virus  can  produce  acute  primary  ve- 
sicular lesions  of  the  skin  and  mucous  membranes.  Two 
major  subtypes  exist:  the  oral  type  affects  the  oral  cavi- 
ty, eye,  and  skin;  and  the  genital  type  is  associated  with 
lesions  of  the  genitalia  and  cervical  carcinoma.1 

The  “dye-light”  procedure,  a procedure  gaining  wide- 
spread acceptance,  is  based  on  photodynamic  inactiva- 
tion of  the  virus.  The  procedure  involves  rupturing 
early  vesicular  lesions,  application  of  dye  (a  solution  of 
neutral  red  or  proflavine  sulfate),  and  exposure  of  the 
treated  lesions  to  visible  light,  usually  at  a distance  of  6 
inches  for  fifteen  minutes.  This  therapy  has  been  re- 
ported to  be  successful  in  reducing  the  duration  and 
symptoms  of  both  types  of  virus.2,3 

There  is  some  evidence  that  the  photoinactivation 
sharply  reduces  the  infectivity  of  both  types  of  herpes 
simplex  virus;  presumably  this  is  the  reason  that  clinical 
infections  clear  up.  The  noninfective  and  probably  de- 
fective virus  is  still  able  to  “transform”  normal  mamma- 
lian cells  into  cells  with  new  heritable  characteristics 
and  loss  of  contact  inhibition.  These  are  properties 
often  associated  with  malignant  potential.4,5 

In  conclusion,  since  it  has  been  suggested  that  photo- 
dynamic therapy  for  herpes  simplex  may  unmask  the 
oncogenic  potential  of  the  virus  and  treated  cells  may 
possibly  become  malignant  through  photodynamic  mu- 
tagenesis, further  research  is  needed  to  resolve  the  safe- 
ty of  this  procedure. 

1.  Spreches-Goldberger,  S.,  et  al Herpesvirus  type  2 in- 
fection and  carcinoma  of  the  cervix,  Lancet  2:  266  (1970). 

2.  Amstey,  M.:  Therapy  for  genital  herpesvirus  infection, 
Drug  Therap.  4:  50  (Oct.)  1974. 

3.  Felber,  T.  D.:  Photodynamic  inactivation  of  herpes  sim- 
plex, J.A.M.A.  223:  289  (Jan.  15)  1973. 

4.  Rapp,  F.,  et  al.:  Transformation  of  mammalian  cells  by 

* The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Modell,  M.D.,  Emeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)  622-8989  or  636-7535. 


DNA-containing  viruses  following  photodynamic  activation, 
Virology  55:339  (1973). 

5 Oncogenic  potential  of  new  herpes  simplex  therapy,  FDA 
Drug  Bull.  5:  3 (Jan. -Mar.)  1975. 

Please  provide  information  concerning  the  use  of  clo- 
miphene  to  treat  male  infertility. 

Clomiphene  citrate  (Clomid)  is  currently  indicated  to 
induce  ovulation  in  appropriately  selected  anovulatory 
women  desiring  pregnancy.  In  patients  with  normal  pi- 
tuitary function,  it  apparently  causes  the  release  of  go- 
nadotropins, stimulates  follicular  stimulating  hormone 
(F.S.H.)  and  luteinizing  hormone  (L.H.),  which  results 
in  ovulation  and  subsequent  development  of  a function- 
al corpus  luteum.1 

Schellen  and  Beek2  treated  101  male  patients,  17  with 
azoospermia  and  84  with  oligospermia,  with  clomiphene 
at  a dosage  of  50  mg.  per  day  for  forty,  sixty,  or  ninety 
days.  For  patients  with  azoospermia,  no  positive  re- 
sponse in  sperm  production  was  observed.  For  some 
patients  with  oligospermia,  good  results  were  obtained. 
When  improvement  in  the  semen  did  occur,  it  occurred 
approximately  sixty  days  after  the  beginning  of  therapy. 
(The  time  taken  for  sperm  to  mature  is  sixty-nine  to 
seventy  days.)3  For  the  patients  who  were  treated  for 
sixty  and  ninety  days,  the  improvement  was  usually 
noted  shortly  after  the  end  of  treatment.  In  19  patients 
the  improvement  in  the  semen  was  followed  by  a preg- 
nancy; 18  occurred  within  a period  of  six  months  after 
discontinuing  the  clomiphene  therapy. 

Meinhard  et  al.4  treated  11  male  oligospermic  pa- 
tients with  100  mg.  of  clomiphene  daily.  In  10  of  the  11 
patients,  there  were  no  significant  changes  in  either 
sperm  concentration  or  motility.  The  count  became 
normal  in  one  patient,  but  he  did  not  father  a child. 

In  conclusion,  clomiphene  at  a dosage  of  50  mg.  daily 
for  sixty  to  ninety  days  may  be  effective  in  increasing 
spermatogenesis  in  some  infertile  men  with  low  sperm 
counts. 

1.  American  Hospital  Formulary  Service,  American  Society 
of  Hospital  Pharmacists,  Washington,  D.C.,  1973,  vol.  92. 

2.  Schellen,  T.,  and  Beek.  J.:  The  use  of  clomiphene  treat- 
ment for  male  sterility,  Fertil.  & Steril.  25:  407  (Jan.  8)  1973. 

3.  Drugs  in  infertility,  Brit.  M.  J.  4:  167  (1972). 

4.  Meinhard,  E.,  et  al.:  Testicular  biopsy  in  evaluation  of 
male  infertility,  ibid.  3:  577  (Sept.  15)  1973. 

Please  provide  information  concerning  the  use  of  le- 
vodopa  (L-dopa)  in  the  treatment  of  hepatic  coma. 

Although  the  exact  pathophysiology  of  hepatic  coma 
in  unknown,  recent  clinical  evidences  have  shown  levo- 
dopa,  the  natural  precursor  of  dopamine,  to  play  a bene- 
ficial role  in  the  treatment  of  some  patients  with  hepatic 
coma.  This  suggests  that  a defect  of  dopaminergic  neu- 
rotransmission is  responsible  for  some  of  the  manifesta- 
tions of  hepatic  failure. 

Parkes  et  al.1  conducted  a study  of  5 patients  in  coma 
or  stupor  with  acute  hepatic  failure,  utilizing  various 
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drugs  affecting  neurotransmission.  Levodopa,  at  a dos- 
age of  5 Gm.  given  in  100  ml.  of  water  by  gastric  tube  in 

2 patients  and  by  enema  in  1 patient,  produced  in  these 

3 patients  a striking  although  temporary  improvement 
in  the  level  of  conciousness  together  with  a striking  im- 
provement in  the  previously  abnormal  electroencephalo- 
graphic  (E.E.G.)  recordings.  In  the  other  2 patients  not 
given  levodopa,  neither  5-hvdroxytryptophan  (1  pa- 
tient) nor  epinephrine,  norepinephrine,  atropine,  or 
edrophonium  (1  patient)  affected  consciousness  or  elec- 
troencephalographic  dominant  frequency. 

Fischer  and  James2  treated  4 patients  in  hepatic  coma 
and  with  cardiovascular  abnormalities  including  high 
cardiac  output,  low  peripheral  resistance,  low  urinary 
sodium  with  diminished  urine  volume,  and  a picture 
suggestive  of  hepatorenal  syndrome  with  levodopa. 
Gradual  increase  in  the  amount  of  levodopa  adminis- 
tered until  50  mg.  per  kilogram  were  given  by  gastric 
tube  in  divided  doses  per  twenty  hours  resulted  in  di- 
minished cardiac  output,  correction  of  cardiovascular 
abnormalities,  and  awakening  from  hepatic  coma. 

Lunzer  et  al.3  treated  6 patients  with  chronic  hepatic 
encephalopathy  with  levodopa.  Three  patients  showed 
a significant  improvement.  One  patient  was  probably 
improved,  while  the  remaining  2 patients  failed  to  show 
any  benefit.  Serial  electroencephalography  did  not 
demonstrate  significant  changes.  Treatment  with  levo- 
dopa was  associated  with  an  improvement  in  “speed- 
based”  tasks  as  assessed  by  computerized  psychometry. 
A significant  rise  in  cerebral  oxygen  consumption  was 
found  during  levodopa  therapy.  Gastrointestinal  side- 
effects  were  dose-limiting.  The  authors  concluded  that 
a therapeutic  trial  of  levodopa  in  patients  with  chronic 
hepatic  encephalopathy  is  indicated  when  the  response 
to  conventional  therapy  has  been  poor. 

Fischer  and  Baldessarini4  described  a case  of  a pa- 
tient with  hepatic  coma  resulting  from  Laennec’s  cirrho- 
sis treated  with  levodopa,  250  mg.  administered  by  gas- 
tric tube,  when  the  patient  seemed  to  be  dying.  One 
hour  later  the  patient  became  alert  and  began  to  fight 
the  respirator.  Weaning  from  the  respirator  was  start- 
ed, and  over  the  next  two  days  the  patient’s  mental  sta- 
tus improved  further.  The  patient  could  speak  coher- 
ently and  could  breathe  independently  for  periods  up  to 
three  hours.  The  blood  urea  nitrogen  dropped  from  80 
to  30  mg.  per  100  ml.  over  the  next  forty-eight  hours. 
The  serum  bilirubin  rose  to  a stable  value  of  25  mg.  per 
100  ml.,  indicating  continuing  hepatocellular  failure. 
With  gradually  increasing  doses  of  levodopa  to  2.25  Gm. 
a day,  cardiac  output  diminished  and  left  ventricular 
failure  cleared,  and  the  patient  no  longer  required  respi- 
ratory assistance.  The  patient  maintained  this  level  of 
improved  function  until  levodopa  was  no  longer  neces- 
sary. The  patient  died  of  sepsis  two  months  later. 

In  conclusion,  the  literature  suggests  that  levodopa 
may  exert  beneficial  effects  on  the  mental  and  circulato- 
ry status  of  patients  in  hepatic  failure.  Further  clinical 
trials  are  necessary  to  confirm  this  finding. 

1.  Parkes,  J.  D.,  et  al.:  Levodopa  in  hepatic  coma,  Lancet 
2: 1341  (1970). 

2.  Fischer,  J.  E.,  and  James,  J.  H.:  Treatment  of  hepatic 
coma  and  hepatorenal  syndrome,  Am.  J.  Surg.  123:  222  (1972). 

3.  Lunzer,  M.  et  al.:  Treatment  of  chronic  hepatic  enceph- 
alopathy with  levodopa,  Gut  15:  555  (Mar.)  1974. 

4.  Fischer,  J.  E.,  and  Baldessarini,  R.  J.:  False  neuro- 

transmitters  and  hepatic  failure,  Lancet  2:  75  (1971). 

Do  you  have  any  information  concerning  the  efficacy 


of  nitroglycerin  ointment  in  the  treatment  of  angina 
pectoris? 

Sublingually  administered  nitroglycerin  provides 
symptomatic  benefit  in  the  treatment  of  angina  pectoris 
due  to  occlusive  coronary  disease;  however,  its  brief  du- 
ration of  action  limits  its  usefulness  as  a prophylactic 
agent.  Cutaneous  absorption  of  nitroglycerin  is  a well- 
documented  phenomenon  which  may  have  unique  ad- 
vantages for  the  sustained  prophylaxis  of  angina  pecto- 
ris. 

Reichek  et  al . 1 examined  the  effect  of  2 per  cent  ni- 
troglycerin ointment  (Nitrol,  Nitro-Bid)  and  placebo  on 
exercise  capacity  in  14  patients  with  angina  pectoris. 
The  dose  of  nitroglycerin  ointment,  individually  select- 
ed for  each  patient,  averaged  5 mg.  Each  dose  of  oint- 
ment was  applied  to  the  same  36  square  inch  area  of  the 
patient’s  back,  covered  with  plastic  wrap,  and  left  in 
place  until  completion  of  exercise  testing.  Nitroglycer- 
in ointment,  in  contrast  to  the  placebo  ointment,  pro- 
duced a significant  increase  in  exercise  capacity  which 
persisted  for  at  least  three  hours.  Concomitant  sus- 
tained changes  in  systolic  blood  pressure  and  resting 
heart  rate  were  observed.  Electrocardiographic  evi- 
dence of  myocardial  ischemia  was  significantly  reduced. 
Chronic  administration  in  6 patients  did  not  reduce  the 
effects  of  either  nitroglycerin  ointment  or  sublingual  ni- 
troglycerin. The  authors  conclude  that  nitroglycerin 
ointment  appears  to  be  a truly  long-acting  nitrate. 

Davis  and  Wiesel2  treated  a series  of  17  patients  with 
angina  pectoris  with  a 2 per  cent  nitroglycerin  ointment 
in  addition  to  usual  measures.  The  ointment  was  ap- 
plied to  the  chest  wall  over  an  area  from  5 to  8 inches  in 
diameter.  The  initial  dosage  contained  15  mg.  of  nitro- 
glycerin and  was  applied  three  or  four  times  daily.  Fre- 
quency and  time  of  application  was  governed  by  the  ef- 
fects on  the  pain  pattern.  Nine  of  these  patients 
showed  a decrease  in  the  number  of  attacks;  4 patients 
had  no  apparent  decrease  in  the  number  of  attacks  but 
had  a general  feeling  of  well-being;  4 patients  showed  no 
response.  The  authors  suggested  this  therapy  as  an  ad- 
juvant in  the  management  of  coronary  insufficiency. 

In  15  patients  with  angina  pectoris  Attia3  examined 
the  effect  of  2 per  cent  nitroglycerin  ointment  and  pla- 
cebo used  in  conjunction  with  the  usual  measures  for 
treatment  of  patients  with  severe  angina,  including  sub- 
lingual nitroglycerin.  None  of  the  patients  benefited 
from  the  placebo  ointment.  However,  11  patients 
showed  good  improvement  when  the  number  of  tablets 
required  after  using  the  nitroglycerin  ointment  was  re- 
duced to  at  least  one  half  of  the  number  required  before 
its  use.  The  results  were  considered  fair  in  4 patients  in 
whom  the  number  of  tablets  required  was  more  than 
half  of  the  original  number.  The  poorest  results  were 
obtained  in  3 patients  with  the  diagnosis  of  sclerotic  or 
calcific  aortic  stenosis.  The  author  concluded  that  ni- 
troglycerin ointment  was  of  particular  value  in  patients 
with  nocturnal  angina. 

In  conclusion,  the  precise  place' of  nitroglycerin  oint- 
ment within  the  armamentarium  of  antianginal  agents 
must  be  defined  by  further  testing  and  clinical  experi- 
ence. It  appears  that  in  certain  patients  an  application 
of  nitroglycerin  ointment  in  appropriate  dosage  may 
produce  marked  improvement  in  exercise  capacity  and 
in  the  exercise  electrocardiogram  for  at  least  three 
hours. 
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1.  Reichek,  N.,  et  al. : Sustained  effects  of  nitroglycerin 

ointment  in  patients  with  angina  pectoris,  Circulation  50:  348 
(Aug)  1974. 

2.  Davis,  J.  A.,  and  Wiesel,  B.  H.:  The  treatment  of  angina 
pectoris  with  a nitroglycerin  ointment,  Am.  J.  M.  Sc.  230:  259 
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What  is  the  latest  recommended  treatment  for  gon- 
orrhea? 

The  incidence  of  gonorrhea  is  increasing  sharply,  thus 
it  is  important  to  be  aware  of  the  latest  recommended 
therapy  for  this  condition.  The  drug  regimen  of  choice 
for  uncomplicated  infections  is  aqueous  procaine  peni- 
cillin G,  (Crysticillin,  Diurnal  Penicillin,  Duracillin, 
Pentids-P,  Pfizerpen  G,  Wycillin),  administered  at  a 
dose  of  4.8  million  units  intramuscularly,  divided  into  at 
least  two  doses  and  injected  at  different  sites  at  one 
visit,  together  with  1 Gm.  of  probenecid  (Benemid),  by 
mouth,  just  before  injection.*  The  long-acting  forms  of 
penicillin  such  as  benzathine  penicillin  G (Bicillin,  Per- 
mapen)  have  no  place  in  the  treatment  of  gonococcal  in- 
fections. 

Patients  in  whom  oral  therapy  is  preferred  should 
take  ampicillin,  3.5  Gm.,  by  mouth,  together  with  1 Gm. 
probenecid  by  mouth,  administered  at  the  same  time. 
Orally  administered  penicillin  preparations,  such  as 
penicillin  V (Pen-Vee  K,  V-cillin  K,  Compocillin-VK), 
are  not  recommended  for  the  treatment  of  gonorrhea. 

Patients  who  are  allergic  to  penicillin  or  probenecid 
should  be  treated  with  tetracycline  hydrochloride,  1.5 
Gm.  initially  by  mouth,  followed  by  0.5  Gm.  given  by 
mouth  four  times  a day  for  four  days,  or  spectinomycin 
(Trobicin),  2 Gm.  administered  intramuscularly  in  one 
injection. 

Physicians  are  cautioned  to  use  no  less  than  the  rec- 
ommended dosage  of  antibiotics. 

* Henderson,  R.  H.:  Recommended  treatment  schedules  for 
gonorrhea — 1974,  Arch.  Int.  Med.  135:  615  (Apr.)  1975. 

Please  provide  me  with  information  concerning  the 
use  of  lactulose  in  the  treatment  of  hepatic  encepha- 
lopathy. 

Lactulose,  a synthetic  disaccharide,  is  used  for  the 
treatment  of  hepatic  encephalopathy.  Although  this 
drug  is  investigational  in  the  United  States,  it  may  be 
available  for  emergency  use.* 

Following  administration  by  the  oral  route  or  reten- 
tion enema,  lactulose  reaches  the  colon  virtually  un- 
changed where  it  is  broken  down  by  bacteria  into  organ- 
ic acids,  and  acidification  of  the  colon  occurs.  Although 
the  exact  mode  of  its  beneficial  action  is  not  known, 
some  investigators  believe  that  the  acidic  environment 
produced  by  lactulose  inhibits  bacterial  production  of 
ammonia,  amines,  and  other  potentially  comagenic  sub- 
stances.1 Other  investigators  believe  that  the  acidity 
simply  traps  these  formed  substances  in  the  intestine.2 

James  and  Garassini3  studied  cerebral  blood  flow  and 
cerebral  metabolism  in  6 patients  with  moderately  se- 
vere hepatic  encephalopathy.  The  authors  concluded 

* Lactulose  may  be  obtained  for  emergency  use  as  a 50  per 
cent  volume-in-volume  solution  for  oral  use  by  contacting: 
Milton  M.  Lieberman,  M.D.,  Director  of  Investigative  Gastro- 
enterology, Merrell-National  Laboratory,  Cincinnati,  Ohio; 
telephone  (513)  821-3811. 


that  the  abnormalities  in  cerebral  metabolism  in  such 
patients  can  be  improved  by  the  oral  administration  of 
lactulose. 

Simmons  et  al.4  in  a double-blind  clinical  trial  treated 
11  patients  with  hepatic  encephalopathy  with  80  Gm.  of 
lactulose  daily  while  10  patients  received  60  Gm.  of  glu- 
cose daily  as  a control.  Encephalopathy  and  blood  am- 
monia were  evaluated  during  the  study.  The  patients 
who  received  lactulose  showed  statistically  significant 
reductions  in  both  encephalopathy  and  blood  ammonia 
levels  over  the  ten-day  period  as  compared  with  the  con- 
trol patients. 

In  1971  Bircher  and  coworkers5  reviewed  the  litera- 
ture and  found  descriptions  of  114  patients  with  chronic 
portal-systemic  encephalopathy  treated  with  lactulose. 
Overall  experience  suggested  a success  rate  of  85  per 
cent  and  indicated  lactulose  therapy  may  be  particularly 
useful  for  long-term  control  of  hepatic  encephalopathy. 
Definitive  improvement  usually  occurred  in  one  to  three 
days,  and  in  chronic  cases  maximum  effect  may  not  be 
observed  until  the  tenth  to  fourteenth  day  of  therapy. 

Fessel  and  Conn2  treated  24  episodes  of  acute  hepatic 
coma  with  lactulose  and  compared  the  results  to  24  re- 
trospectively matched  episodes  of  encephalopathy  treat- 
ed with  neomycin.  The  results  of  the  two  treatments 
were  not  significantly  different. 

The  side-effects  associated  with  lactulose  are  mild 
and  generally  transient.  Abdominal  distention  or 
cramps  and  flatulence  are  reported  in  the  initial  stages 
of  treatment,  but  subside  subsequently.  The  most  trou- 
blesome side-effect  of  the  drug  is  diarrhea  which  is  usu- 
ally caused  by  giving  too  large  a dose.  Reduction  in 
dose  usually  eliminates  this.  The  sweet  taste  of  lactu- 
lose syrup  is  bothersome  to  some  patients;  however,  this 
can  be  masked. 

In  conclusion,  several  studies  indicate  lactulose  thera- 
py may  be  particularly  useful  in  long-term  control  of  he- 
patic encephalopathy.  Patients  have  shown  statistical- 
ly significant  reduction  in  both  encephalopathy  and 
blood  ammonia  levels.  The  drug,  although  investiga- 
tional, may  be  available  for  emergency  use. 

1.  Martinetto,  M.,  and  Groth,  P.  E.:  Lactulose,  Hosp. 

Pharm.  10:  61  (Feb.)  1975. 

2.  Fessel,  J.  M.,  and  Conn,  H.  O.:  Lactulose  in  the  treat- 
ment of  acute  hepatic  encephalopathy.  Am.  J.  M.  Sc.  266:  103 
(Aug.)  1973. 

3.  James,  I.  M.,  and  Garassini,  M.:  Effect  of  lactulose  on 
cerebral  metabolism  in  patients  with  chronic  portosystemic  en- 
cephalopathy, Gut  12:  702  (1971). 

4.  Simmons,  F.,  et  al.:  A controlled  clinical  trial  of  lactu- 
lose in  hepatic  encephalopathy,  Gastroenterology  59:  827 
(1970). 

5.  Bircher,  J.,  et  al.:  Treatment  of  chronic  portal-systemic 
encephalopathy  with  lactulose,  Am.  J.  Med.  51:  148  (1971). 

Do  you  have  any  reports  of  tumors  being  associated 
with  the  use  of  spironolactone? 

A recent  report  appeared  in  the  Wall  Street  Journal* 
stating  that  a scientific  panel  is  reviewing  the  safety  of 
spironolactone  (Aldactone)  and  spironolactone  plus  hy- 
drochlorothiazide combination  (Aldactazide).  A sev- 
enty-eight-week rat  toxicity  study  conducted  by  Searle 
involving  high  dosages  of  spironolactone  disclosed  dose- 
related  increases  in  the  incidence  of  benign  tumors  of 
the  thyroid  and  testes. 

* G.  D.  Searle  says  panel  is  reviewing  safety  of  two  tension 
drugs.  Wall  Street  Journal,  June  5,  1975. 
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As  a consequence,  the  FDA’s  cardiovasculor  advisory 
committee  is  reviewing  the  relevance  to  the  continued 
marketing  and/or  labeling  of  spironolactone  and  to  take 
another  look  at  its  suggested  uses. 

A Searle  spokesman  noted  that  the  doses  involved 
were  350  times  the  normal  for  human  use  and  previous 
long-term  studies  with  lower  doses  didn’t  show  any  ab- 
normal thyroid  or  testicular  growths  in  rats.  Such  find- 
ings also  failed  to  be  observed  in  long-term  toxicity 
studies  in  rhesus  monkeys,  a species  which  metabolizes 
spironolactone  in  a manner  similar  to  man. 

It  should  be  noted  that  this  is  only  a preliminary 
study,  and  as  of  this  writing  no  specific  warnings  have 
been  issued  by  the  FDA  or  Searle  concerning  spironolac- 
tone. 

Should  patients  taking  anticonvulsant  drugs  receive 
vitamin  D supplements? 

Recent  studies  indicate  that  vitamin  D,  calciferol, 
must  undergo  2 enzymatic  hydroxylations  before  it  can 
function  at  target  cells.  Calciferol  is  transported  from 
the  skin  or  gastrointestinal  tract  to  the  liver,  where  it  is 
converted  to  25-hydroxycalciferol.  After  hydroxylation 
by  the  liver,  hydroxycalciferol  is  transported  to  the  kid- 
neys, where  it  undergoes  a second  hydroxylation  to 
1,25-dihydroxycalciferol,  which  is  currently  thought  to 
be  the  final  active  metabolite  of  vitamin  D.  Current  ev- 
idence suggests  that  anticonvulsant  drugs  may  disrupt 
this  normal  sequence  by  inducing  hepatic  enzymes  that 
increase  the  catabolism  of  vitamin  D and  its  biologically 
active  products.1 

In  a survey  of  48  adult  epileptic  outpatients  receiving 
chronic  combined  phenobarbital  and  diphenylhydan- 
toin,  Hahn  et  al.2  demonstrated  significant  hypocalcem- 
ia in  19  per  cent  and  significantly  decreased  serum  25- 
hydroxycalciferol  in  33  per  cent  of  patients  as  compared 
with  38  untreated  controls.  Similar  but  less  marked 
change  was  seen  in  a group  of  13  patients  given  chronic 
therapy  with  either  phenobarbital  or  diphenylhydantoin 
alone.  The  effect  appeared  to  be  time-dependent,  since 
patients  who  had  received  these  drugs  for  a period  of  six 
weeks  or  less  had  normal  serum  levels.  Subsequently, 
Hahn  et  al.3  studied  56  children  with  epilepsy  receiving 
chronic  therapy  with  phenobarbital  or  diphenylhydan- 
toin or  both  and  51  controls  to  determine  the  effects  of 
anticonvulsant  therapy  on  mineral,  vitamin  D,  and  bone 
metabolism.  This  study  demonstrated  that  in  an  am- 
bulatory outpatient  juvenile  epileptic  population, 
chronic  treatment  with  phenobarbital  and  diphenylhy- 
dantoin, either  singly  or  in  combination,  was  associated 
with  significant  reductions  in  serum  25-hydroxychole- 
calciferol  and  calcium  values  and  a significant  reduction 
in  bone  mass.  The  authors  reported  that  both  pheno- 
barbital and  diphenylhydantoin  employed  in  the  usual 
clinical  dosages  appeared  to  have  comparable  effects  on 
serum  biochemical  measurements  and  bone  density,  and 
these  effects  were  additive  when  the  drugs  were  used  in 
combination. 

Sotaniemi  et  al.  studied  disturbances  in  calcium  me- 
tabolism and  radiologic  changes  in  the  femurs  of  91 
adult  epileptic  patients  on  long-term  anticonvulsant 
therapy.4  Fifty  nonepileptic  patients  served  as  con- 
trols. In  general,  epileptic  patients  had  reduced  serum 
calcium  and  phosphorous  levels  and  elevated  alkaline 
phosphatase  values.  The  authors  suggested  that  such 


abnormalities  were  related  to  anticonvulsant-induced 
vitamin  D deficiency. 

Latorre  and  Kenny5  found  hypocalcemia,  hypophos- 
phatemia, and  x-ray  evidence  of  rickets  in  3 children 
undergoing  anticonvulsant  therapy.  Healing  occurred 
in  2 patients  who  were  maintained  on  anticonvulsants 
during  two  and  four  months  of  therapy  with  vitamin  D, 
calcium,  and  phosphorous  supplements.  Thereafter,  vi- 
tamin D alone  maintained  the  healing.  In  the  third  pa- 
tient, intravenous  calcium  gluconate  (270  mg.  elemental 
calcium  per  twenty-four  hours)  over  several  two-  to 
three-week  periods  resulted  in  healing  of  rickets  and  os- 
teoporosis without  deleterious  side-effects. 

Several  other  authors  have  demonstrated  similar  ad- 
verse effects  associated  with  using  anticonvulsants.6-10 

In  conclusion,  some  epileptic  patients  taking  anticon- 
vulsants in  high  dosage  over  long  periods  have  devel- 
oped hypocalcemia  and,  very  rarely,  rickets  or  osteoma- 
lacia. To  prevent  this,  some  clinicians  recommend  that 
patients  being  treated  with  antiepilepsy  agents,  particu- 
larly those  who  may  not  be  receiving  adequate  nutrition 
and  sunlight,  should  receive  supplemental  vitamin  D: 
4,000  units  per  week.11 

1.  Anast,  C.  S.:  Anticonvulsant  drugs  and  calcium  metab- 
olism, New  England  J.  Med.  292:  587  (Mar.  13)  1975. 

2.  Hahn,  T.  J.,  et  al.:  Effect  of  chronic  anticonvulsant 

therapy  on  serum  25-hydroxycalciferol  levels  in  adults,  ibid. 
287:  900(1972). 

3.  Idem:  Serum  25-hydroxycalciferol  levels  and  bone 
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550  (Mar.  13)  1975. 

4.  Hypocalcemia — osteomalacia,  Clin.  Alert  227A:  (Nov. 
29)  1972. 

5.  Latorre,  H.,  and  Kenny,  F.:  High-dosage  intravenous 
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rickets,  Lancet  1:  1119  (May  19)  1973. 

7.  Borgstedt,  A.  D.,  et  al.:  Long-term  administration  of 
antiepileptic  drugs  and  the  development  of  rickets,  J.  Pediat. 
81:9  (1972). 

8.  Medlinsky,  H.:  Rickets  associated  with  anticonvulsant 
medication,  Pediatrics  53:  91  (Jan.)  1974. 

9.  Christiansen,  C.,  et  al.:  Incidence  of  anticonvulsant  os- 
teomalacia and  effect  of  vitamin  D:  Controlled  therapeutic 

trial,  Brit.  M.  J.  4:  695  (Dec.  22)  1973. 

10.  Teotia,  M.,  et  al.:  Rickets  precipitated  by  anticonvul- 
sant drugs,  Am.  J.  Dis.  Child.  125:  850  (June)  1973. 

11.  American  Hospital  Formulary  Service,  American  Soci- 
ety of  Hospital  Pharmacists,  Washington,  D.C.  28:  12  (1974). 

Please  provide  me  the  information  concerning  meth- 
yldopa  associated  with  liver  damage. 

Methyldopa  (Aldomet)  is  a widely  used  and  effective 
antihypertensive  agent.  There  have  been  several  re- 
ports of  adverse  hepatic  reactions  associated  with  its 
use.  Most  reactions  may  be  classified  as  (1)  slight  and 
usually  transient  abnormalities  shown  in  liver  tests  with 
no  clinical  symptoms  or  signs;  or  (2)  significant  hepatic- 
cell injury  producing  a syndrome  with  clinical,  biochem- 
ical, and  histopathologic  changes  resembling  acute  viral 
hepatitis. 

Toghill  et  al.1  described  20  patients  in  whom  liver 
damage  appeared  to  be  directly  related  to  the  adminis- 
tration of  methyldopa.  Sixteen  had  hepatitis-like  reac- 
tions from  which  they  recovered  on  stopping  methyldo- 
pa, and  4 of  these  patients  had  recurrences  of  jaundice 
after  a second  course  of  drug.  Features  suggestive  of  ac- 
tive chronic  hepatitis  were  found  in  2 patients.  There 
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was  one  death  from  fulminant  hepatic  failure,  and  a pa- 
tient with  unsuspected  cirrhosis  died  from  superim- 
posed hepatic  damage. 

Schweitzer  and  Peters2  report  an  acute  submassive 
hepatic  necrosis  in  a patient  who  had  received  methyl- 
dopa  for  ten  weeks.  The  liver  lesion  was  associated 
with  a positive  lupus  erythematosus  preparation  find- 
ing, a positive  direct  Coombs  test  result,  and  transient 
portal  hypertension.  Causal  relation  between  methyl- 
dopa  and  the  hepatic  necrosis  was  indicated  by  an  un- 
equivocal response  of  transaminase  activity  to  readmin- 
istration of  the  drug.  The  most  striking  histologic  fea- 
ture during  the  acute  phase  of  the  disease  was  extensive 
necrosis  of  liver  cells  in  the  periportal  areas. 

Hoyumpa  and  Connell3  described  3 cases  of  hepatitis 
following  methyldopa  administration.  Eight  to  ten 
weeks  after  the  start  of  methyldopa  therapy,  the  pa- 
tients presented  symptoms  similar  to  those  of  acute 
viral  hepatitis.  However,  Australian  antigen  was  not 
detected  in  the  serum;  instead,  immunologic  distur- 
bances were  noted.  The  first  patient  subsequently  went 
into  hepatic  coma  and  died  from  massive  hepatic  necro- 
sis. The  second  patient  had  a protracted  course  but 
gradually  improved.  The  third  patient  recovered  fully. 

Goldstein  et  al.4  investigated  the  etiology  of  21  con- 
secutive cases  of  active  chronic  hepatitis;  14  were  con- 
sidered to  be  drug-induced  (5  followed  ingestion  of 
methyldopa),  and  7 were  of  unknown  etiology.  Cases 
considered  to  be  drug-induced  closely  resembled  cases 
of  active  chronic  hepatitis  of  unknown  etiology.  Drug- 
induced  cases  showed  clinical  and  biochemical  improve- 
ment after  drug  withdrawal,  and  three  months  later  the 
change  in  their  liver  function  was  greater  than  in  cases 
of  unknown  etiology.  One  case  associated  with  methyl- 
dopa had  severe  exacerbations  of  hepatitis  on  reexpo- 
sure to  the  drug. 

Rehman  et  al.5  reported  a case  in  which  a fifty-one- 
year-old  woman  developed  jaundice  after  two  separate 


administrations  of  methyldopa.  The  second  adminis- 
tration resulted  in  submassive  hepatic  necrosis  and  was 
fatal. 

In  conclusion,  methyldopa  is  hepatotoxic  and,  there- 
fore, caution  should  be  used  in  giving  it  to  patients  with 
overt  liver  disease.  In  patients  suspected  of  having  hep- 
atitis-like reactions  to  methyldopa,  avoid  rechallenge 
because  of  reports  of  severe  exacerbations  of  hepatitis 
and  fatalities. 

1.  Toghill,  P.  J.,  et  al.:  Methyldopa  liver  damage,  Brit.  M. 
J.  3:  545  (Aug.)  1974. 

2.  Schweitzer,  I.  L.,  and  Peters,  R.  L.:  Acute  submassive 

hepatic  necrosis  due  to  methyldopa,  Gastroenterology  66:  1203 
(June)  1974. 

3.  Hoyumpa,  A.  M.,  and  Connell,  A.  M.:  Methyldopa  hep- 
atitis, Am.  J.  Digest.  Dis.  18:  213  (Mar.)  1973. 

4.  Goldstein,  G.  B.,  et  al.:  Drug  induced  active  chronic 

hepatitis,  ibid.  18:  177  (Mar.)  1973. 

5.  Rehman,  O.  U.,  et  al.:  Methyldopa-induced  submassive 
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Correction 

The  authors  of  “Drug  Information”  for  July,  1975,  states  that  there  is  “a  misstatement  that  has  been  made;  7-chlo- 
rolincomycin  obviously  is  not  a new  antibiotic  that  is  not  commercially  available  but  rather  is  Lincocin  which  has 
been  marketed  for  the  last  several  years”  (page  1335). 
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FIGURE  1.  Skin  metastases  on  epigastrium  and  anterior 
thorax  surrounding  surgical  scars. 


A literature  survey  of  hepatic  cancer  in  child- 
hood reveals  approximately  200  patients,  none  of 
whom  developed  skin  metastases.1-4  The  rare 
documentation  of  cutaneous  metastases  from  a 
primary  hepatic  cancer  includes  7 adult  cases.5-8 
The  development  of  skin  metastases  in  an  adoles- 
cent with  primary  hepatocellular  carcinoma 
prompted  this  report.  It  serves  to  emphasize  the 
potential  metastatic  character  of  this  disease. 

Case  report 

In  October,  1969,  a twelve-year-old  female  pre- 
sented symptoms  of  urinary  frequency  and  full- 
ness of  the  right  upper  quadrant  of  her  abdomen. 
By  November,  1969,  the  urinary  frequency  in- 
creased, and  on  examination  a large  mass  extend- 
ing down  to  the  right  lower  quadrant  was  palpat- 
ed. At  exploratory  laparotomy  a mass  in  the  right 
lobe  of  the  liver  was  found.  She  underwent  a right 
hepatic  lobectomy  and  perihilar  node  dissection. 
The  histologic  diagnosis  was  hepatocellular  carci- 
noma. Her  postoperative  course  was  complicated 
by  intra-abdominal  bleeding,  upper  gastrointesti- 
nal bleeding,  and  Staphylococcus  aureus  empy- 
ema. Following  resolution  of  these  problems  she 
was  referred  to  Memorial  Hospital  in  February, 
1970,  at  which  time  an  inflammatory  reaction  to  a 
sensitizing  dose  of  2 mg.  of  DNCB  (dinitrochloro- 
benzene)  applied  topically  was  observed.  The  pa- 
tient did  not  respond  to  challenge  doses  of  0.1  mg. 
of  DNCB  in  March  and  again  in  May,  1970.  She 

Supported  by  National  Cancer  Institute  Grants  CA  08478 
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was  treated  with  radiation  therapy  (2,000  rads 
60Co  over  a two-week  period)  to  her  epigastric  and 
para-aortic  region,  and  systemic  chemotherapy 
(trifluoromethyl-2-deoxyuridine)  5 to  15  mg.  per 
kilogram  intravenously  three  times  weekly  for  two 
months. 

During  a second  abdominal  exploration  in  April, 
1970,  an  enlarged,  firm  mesenteric  lymph  node  and 
the  liver  were  biopsied,  but  no  evidence  of  tumor 
was  seen  on  histologic  section.  The  patient  was 
examined  periodically  with  chest  radiographs, 
liver  scans,  and  serum  analysis  for  5'N  (5'  nucleo- 
tidase) and  serum  glutamic  oxaloacetic  transami- 
nase. In  December,  1971,  elevation  of  W N from 
7.6  units  per  milliliter  (normal  range  0 to  12.5 
units  to  25  units  per  milliliter)  caused  suspicion  of 
tumor  recurrence.  There  followed  ascites  and  ab- 
dominal distention.  In  February,  1972,  she  under- 
went the  third  abdominal  exploration.  Several 
tumor  nodules  in  the  porta  hepatis,  left  lobe  of  the 
liver,  and  lymph  nodes  in  the  region  of  the  hepatic 
flexure  were  found.  The  patient  was  then  treated 
with  additional  chemotherapy  (cyclophosphamide, 
5-fluorouracil,  and  vincristine  sulfate)  over  a peri- 
od of  eight  months;  however,  she  continued  to 
have  progressive  disease  manifested  by  tumor  en- 
largement, ascites,  and  liver  biochemical  function 
abnormalities.  The  following  October,  metastatic 
skin  nodules  developed  on  her  epigastrium  and  an- 
terior thorax.  They  occurred  as  0.5  to  1.5-cm.  ele- 
vated, mobile,  firm,  erythematous,  and  pruritic 
papules  (Fig.  1).  Without  change  in  size  of  the  pap- 
ules the  pruritis  abated  slightly  after  a course  of 
radiation  (2,000  rads  8 mev.  betatron  applied  to 
the  involved  skin  over  a period  of  three  weeks). 
The  patient’s  condition  continued  to  deteriorate,  • 
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FIGURE  2.  (A)  Photomicrograph  of  metastatic  nodule;  epidermis  clear  of  tumor.  (B)  Detail  from  (A)  showing  hypochroma- 

tic  rod  cells  in  cords  tumor.  (B)  Detail  from  (A)  showing  hypochromatic  round  cells  in  cords  (hematoxylin  and  eosin,  origi- 
nal magnification  X 350). 


and  she  expired  on  December  18,  1972.  Autopsy 
revealed  a large  tumor  arising  from  the  liver  and 
extending  into  the  posterior  peritoneal  wall.  His- 
tologic section  through  one  of  the  cutaneous  nod- 
ules revealed  a neoplasm  composed  of  hyperchro- 
matic  round,  fairly  uniform  cells  in  clusters  and 
sheets  infiltrating  the  dermis  and  subcutaneous 
tissues  (Fig.  2).  The  epidermis  was  not  infiltrated 
by  the  tumor,  and  neoplastic  cells  were  not  identi- 
fied in  blood  or  lymphatic  vessels. 

Comment 

The  estimated  median  survival  of  patients  with 
hepatic  cancer  has  been  eight  months  for  the  pedi- 
atric age  range. 3,9-17  For  adults,  median  survival 
is  two  months.18-22  The  death  rate  per  year  due 
to  liver  cancer  is  0.87  per  million  children  under 
fifteen  years  of  age  and  1 per  million  for  persons 
from  fifteen  to  nineteen  years  of  age.23  Short  sur- 
vival of  children  with  progressive  hepatic  cancer 
may  in  part  account  for  the  rarity  of  skin  metasta- 
ses.  Although  Kahn,  Sinhamohapatra,  and 
Schneider8  described  1 patient  diagnosed  by  biop- 
sy of  a skin  nodule,  he  already  had  pulmonary  me- 
tastases  and  died  one  month  later.  Median  sur- 
vival from  the  time  of  occurrence  of  skin  metasta- 
ses  in  5 adult  patients  reported  by  Gates5  was  four 


months.  These  patients  survived  longer  than  the 
median  and  may  represent  a select  group  with  an 
inherent  ability  to  control  metastatic  disease  tem- 
porarily or  with  tumors  partially  responsive  to 
treatment. 

The  skin  metastases  in  the  patient  in  this  report 
occurred  thirty-three  months  from  diagnosis  and 
two  months  prior  to  death.  Her  lack  of  response 
to  DNCB  challenge  during  treatment-free  and  ap- 
parent disease-free  intervals  suggest  that  factors 
other  than  cell-mediated  immune  reactions  may 
have  contributed  to  the  relatively  long  interval  be- 
fore metastases  appeared.  Earlier  diagnosis,  more 
effective  supportive  measures,  and  combined  ra- 
diation and  chemotherapy  in  those  noncompletely 
resectable  tumors  will  result  in  temporary  control 
of  local  disease  and  prolong  the  period  of  pallia- 
tion leading  to  the  emergence  of  a different  pat- 
tern of  metastases.  The  potential  for  the  develop- 
ment of  skin  metastases  and  perhaps  other  sites 
not  commonly  seen  with  short  survival  will  in- 
crease, and  the  physicians  managing  these  patients 
should  be  aware  of  these  findings. 
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When  you  control  urine  volume  in  your  patients... 

| it's  what’s 

not  in  the  urine... 
that  makes 


logical  long-term 
cliuretic  therapy  for 
cardiac  edema 


as 


m 
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(Please  see  last  page  of  this  advertisement  for  prescribing  information.) 


The  Lasix®  site  of  action  is  a dis- 
tinctive advantage— for  it  results  in 
fewer  electrolytes  in  each  liter  of  urine 
than  with  other  commonly  used  diu- 
retics.1,2 That  is  why,  if  you  control  urine 
volume  through  individual  dosage  ad- 
justment, you  may  face  fewer  problems 
with  electrolyte  disturbances.3  As  with 
any  diuretic,  electrolyte  depletion  can 
occur  during  therapy  with  furosemide. 
Careful  clinical  and  laboratory  observ- 
ations are  advisable. 

The  primary  site  of  Lasix®  action— at  the  loop 
of  Henle— distinguishes  Lasix  from  other  commonly 
used  diuretics.  The  action  at  this  site  enables  Lasix 
to  produce  a dilute  urine/  which  may  be  the  basis 
for  its  relative  freedom  from  electrolyte  disturbances 
(hypokalemia).3  When  the  edematous  patient  has 
been  stabilized,  excessive  diuresis  can  usually  be 


avoided  by  simple  dosage  adjustment.  And, 
through  regulation  of  urine  volume  by  this  dosage 
adjustment,  you  can  control  electrolyte  excretion.  | 
Careful  medical  supervision  is  required. 

Wide  dose-related  effectiveness  for  , 
precise  control  of  diuretic  response.  The 

Lasix®  effect  is  dose-related.  A prompt  diuresis 
usually  ensues  with  a single  dose  of  20  to  80  mg, 
given  preferably  in  the  morning.  Depending  on  the 
patient's  response,  a second  dose  may  be  admin- 
istered 6 to  8 hours  later.  Clinical  and  laboratory 
observations  are  advisable  when  doses  exceeding 
80  mg/day  are  given  for  prolonged  periods.  When 
maintenance  of  the  edema-free  state  is  desired, 
dosage  may  be  adjusted  to  as  low  as  20  mg. 

(Please  see  the  dosage  and  administration 
section  on  the  last  page  of  this  advertisement.) 

Highly  effective/ short  acting.  The 

effectiveness  of  Lasix®  has  been  clearly  established 
in  hundreds  of  thousands  of  patients  in  a decade  of 
clinical  experience.  Consequently,  Lasix  is  the 
most  selected  diuretic  agent  today  in  the  treatment 
of  edemas  associated  with  congestive  heart  failure. 


because  fewer  electrolytes 
get  into  each  liter  of 
urine  than  with  other  commonly 
used  diuretics... 

LASIX(furosemide) 

the  diuretic  for  both 
initial  & maintenance 
therapy 

in  cardiac  edema 


The  onset  of  diuresis  usually  occurs  within  an 
our  and  is  usually  complete  within  6 to  8 hours; 
ius,  patient  inconvenience  is  minimized. 

Useful  in  patients  with  renal  impair- 
lent  and  severely  depressed  renal  func- 

ion.  Unlike  other  commonly  used  diuretics,  Lasix® 
un  be  useful  in  patients  with  renal  impairment 
nd  severely  depressed  renal  function.  Even  in  the 
resence  of  renal  insufficiency  with  depressed 
lomerular  filtration,  acidosis,  alkalosis  or  hypo- 
Ibuminemia,  Lasix  has  been  found  effective  and 
'ell  tolerated.5  If  increasing  azotemia  and  oliguria 
jccur  during  treatment  of  severe  progressive  renal 
isease,  the  drug  should  be  discontinued. 

(See  next  page  for  prescribing  information.) 


References:  1.  Peltola,  P.:  Furosemide  (Lasix®)  as  a diuretic,  Acta  Medica 
Scandinavica,  177:6,  1965.  2.  Mudge,  G.H.,  in  Goodman,  L.S.  and  Gilman, 
A.  (eds.),  The  Pharmacological  Basis  of  Therapeutics,  4th  ed.,  1970,  p.852. 
3.  Manner,  R.J.,  Brechbill,  D.O.,  and  DeWitt,  Karen:  Prevalence  of  hypo- 
kalemia in  diuretic  thergpy,  Clin.  Med.  79:19,  November  1972.  4.  Schrier, 
R.W.,  et  at.:  Effect  of  furosemide  on  free  water  excretion  in  edematous 
patients  with  hyponatremia,  Kidney  Int.  3:30,  1973.  5.  Muth,  R.G..  Diuretic 
response  to  furosemide  in  the  presence  of  renal  insufficiency,  J.A.M.A. 
195:1066,  March  1966. 
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tablets 


the  basic  unit 

LASIX  40 

(FUROSEMIDE) 

unsurpassed  effectiveness 
for  prompt  reduction 
of  edema 

the  adjuster  unit 

LASIX  20  tablets 

(FUROSEMIDE) 

convenient  dosage  adjustment 
for  maintenance  therapy 


i Acnr40m9and 

LAJIA  20  ms  tablets 
(FUROSEMIDE) 


logical  long-term  diuretic  therapy 
for  cardiac  edema 


WARNING  — Lasix®  (furosemide)  is  a potent  diuretic  which  if  given  in  ex- 
cessive amounts  can  lead  to  a profound  diuresis  with  water  and  electro- 
lyte depletion.  Therefore,  careful  medical  supervision  is  required,  and 
dose  and  dose  schedule  have  to  be  adjusted  to  the  individual  patient's 
needs.  (See  under  "DOSAGE  AND  ADMINISTRATION.”) 

DESCRIPTION— Lasix  is  an  anthranilic  acid  derivative.  Chemically,  it  is 
4-chloro-N-furfuryl-5-sulfamoylanthranilic  acid. 

INDICATIONS— Lasix  is  indicated  for  the  treatment  of  the  edema  associ- 
ated with  congestive  heart  failure,  cirrhosis  of  the  liver,  and  renal  disease, 
including  the  nephrotic  syndrome.  Lasix  is  particularly  useful  when  an 
agent  with  greater  diuretic  potential  than  that  of  those  commonly  employed 
is  desired. 

Hypertension— Lasix  may  be  used  for  the  treatment  of  hypertension 
alone  or  in  combination  with  other  antihypertensive  drugs.  Hypertensive 
patients  who  cannot  be  adequately  controlled  with  thiazides  will  probably 
also  not  be  adequately  controllable  with  Lasix  alone. 

CONTRAINDICATIONS  — Because  animal  reproductive  studies  have  shown 
that  Lasix  (furosemide)  may  cause  fetal  abnormalities,  the  drug  is  con- 
traindicated in  women  of  childbearing  potential. 

Lasix  is  contraindicated  in  anuria.  If  increasing  azotemia  and  oliguria 
occur  during  treatment  of  severe  progressive  renal  disease,  the  drug  should 
be  discontinued.  In  hepatic  coma  and  in  states  of  electrolyte  depletion, 
therapy  should  not  be  instituted  until  the  basic  condition  is  improved  or 
corrected.  Lasix  is  contraindicated  in  patients  with  a history  of  hypersen- 
sitivity to  this  compound. 

WARNINGS— Excessive  diuresis  may  result  in  dehydration  and  reduction 
in  blood  volume,  with  circulatory  collapse  and  with  the  possibility  of  vas- 
cular thrombosis  and  embolism,  particularly  in  elderly  patients.  Excessive 
loss  of  potassium  in  patients  receiving  digitalis  glycosides  may  precipitate 
digitalis  toxicity.  Care  should  also  be  exercised  in  patients  receiving  potas- 
sium depleting  steroids. 

Frequent  serum  electrolyte,  C02  and  BUN  determinations  should  be  per- 
formed during  the  first  few  months  of  therapy  and  periodically  thereafter, 
and  abnormalities  corrected  or  the  drug  temporarily  withdrawn. 

In  patients  with  hepatic  cirrhosis  and  ascites,  initiation  of  therapy  with 
Lasix  (furosemide)  is  best  carried  out  in  the  hospital.  Sudden  alterations 
of  fluid  and  electrolyte  balance  in  patients  with  cirrhosis  may  precipitate 
hepatic  coma;  therefore,  strict  observation  is  necessary  during  the  period  of 
diuresis.  Supplemental  potassium  chloride  and,  if  required,  an  aldosterone 
antagonist  are  helpful  in  preventing  hypokalemia  and  metabolic  alkalosis. 

As  with  many  other  drugs,  patients  should  be  observed  regularly  for  the 
possible  occurrence  of  blood  dyscrasias,  liver  damage,  or  other  idiosyn- 
cratic reactions. 

In  those  instances  where  potassium  supplementation  is  required,  an 
oral  liquid  preparation  should  be  used  rather  than  enteric-coated  potas- 
sium salts. 

There  have  been  several  reports,  published  and  unpublished,  concern- 
ing nonspecific  small-bowel  lesions  consisting  of  stenosis,  with  or  without 
ulceration,  associated  with  the  administration  of  enteric-coated  thiazides 
with  potassium  salts.  These  lesions  may  occur  with  enteric-coated  potas- 
sium tablets  alone  or  when  they  are  used  with  nonenteric-coated  thia- 
zides, or  certain  other  oral  diuretics. 

These  small-bowel  lesions  have  caused  obstruction,  hemorrhage,  and 
perforation.  Surgery  was  frequently  required,  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium  salts, 
although  lesions  of  this  type  also  occur  spontaneously.  Therefore,  coated 
potassium-containing  formulations  should  be  administered  only  when  indi- 
cated, and  should  be  discontinued  immediately  if  abdominal  pain,  disten- 
tion, nausea,  vomiting,  or  gastrointestinal  bleeding  occurs. 

Patients  with  known  sulfonamide  sensitivity  may  show  allergic  reac- 
tions to  Lasix. 

PRECAUTIONS— As  with  any  potent  diuretic,  electrolyte  depletion  may 
occur  during  therapy  with  Lasix,  especially  in  patients  receiving  higher 
doses  and  restricted  salt  intake.  Electrolyte  depletion  may  manifest  itself 
by  weakness,  dizziness,  lethargy,  leg  cramps,  anorexia,  vomiting,  and/or 
mental  confusion. 

In  edematous  hypertensive  patients  being  treated  with  antihypertensive 
agents,  care  should  be  taken  to  reduce  the  dose  of  these  drugs  when 
Lasix  is  administered,  since  Lasix  potentiates  the  hypotensive  effect  of 
antihypertensive  medications. 

Asymptomatic  hyperuricemia  can  occur  and  gout  may  rarely  be  pre- 
cipitated. Reversible  elevations  of  BUN  may  be  seen.  These  have  been 
observed  in  association  with  dehydration,  which  should  be  avoided,  par- 
ticularly in  patients  with  renal  insufficiency. 

When  parenteral  use  of  Lasix  precedes  its  oral  use,  it  should  be  kept  in 
mind  that  cases  of  reversible  deafness  and  tinnitus  following  the  injection 
of  Lasix  have  been  reported.  These  adverse  reactions  occurred  when  Lasix 
was  injected  at  doses  exceeding  several  times  the  usual  therapeutic  dose 
of  20  to  40  mg. 

Periodic  checks  on  urine  and  blood  glucose  should  be  made  in  diabetics 
and  even  those  suspected  of  latent  diabetes  when  receiving  Lasix.  In- 
creases in  blood  glucose,  and  alterations  in  glucose  tolerance  tests  with 
abnormalities  of  the  fasting  and  two-hour  postprandial  sugar  have  been 
observed,  and  rare  cases  of  precipitation  of  diabetes  mellitus  have  been 
reported. 


Lasix®(furosemide)  may  lower  serum  calcium  levels,  and  rare  cases  of 
tetany  have  been  reported.  Accordingly,  periodic  serum  calcium  levels 
should  be  obtained. 

Patients  receiving  high  doses  of  salicylates,  as  in  rheumatic  diseases, 
in  conjunction  with  Lasix  may  experience  salicylate  toxicity  at  lower  doses 
because  of  competitive  renal  excretory  sites. 

It  has  been  reported  in  the  literature  that  diuretics  such  as  furosemide 
may  enhance  the  nephrotoxicity  of  cephaloridine.  Therefore,  Lasix  and 
cephaloridine  should  not  be  administered  simultaneously. 

Sulfonamide  diuretics  have  been  reported  to  decrease  arterial  respon- 
siveness to  pressor  amines  and  to  enhance  the  effect  of  tubocurarine 
Great  caution  should  be  exercised  in  administering  curare  or  its  deriva- 
tives to  patients  undergoing  therapy  with  Lasix,  and  it  is  advisable  to  dis- 
continue Lasix  for  one  week  prior  to  any  elective  surgery. 

ADVERSE  REACTIONS— Various  forms  of  dermatitis,  including  urticaria 
and  rare  cases  of  exfoliative  dermatitis,  erythema  multiforme,  pruritus, 
paresthesia,  blurring  of  vision,  postural  hypotension,  nausea,  vomiting,  or 
diarrhea,  may  occur. 

Anemia,  leukopenia,  aplastic  anemia,  and  thrombocytopenia  (with  pur- 
pura) may  occur.  Rare  cases  of  agranulocytosis  have  occurred  which  re- 
sponded to  treatment. 

In  addition,  the  following  rare  adverse  reactions  have  been  reported;  how- 
ever, relationship  to  the  drug  has  not  been  established  with  certainty:  sweet 
taste,  oral  and  gastric  burning,  paradoxical  swelling,  headache,  jaundice, 
thrombophlebitis  and  emboli  (see  "WARNINGS"  ),  and  acute  pancreatitis. 

Lasix-induced  diuresis  may  be  accompanied  by  weakness,  fatigue,  light- 
headedness or  dizziness,  muscle  cramps,  thirst,  increased  perspiration, 
urinary  bladder  spasm,  and  symptoms  of  urinary  frequency. 

As  far  as  hyperglycemia  is  concerned,  see  "PRECAUTIONS.” 

DOSAGE  AND  ADMINISTRATION 
ADULTS 

The  usual  dose  of  Lasix  is  20  to  80  mg  given  as  a single  dose,  preferably 
in  the  morning.  Ordinarily,  a prompt  diuresis  ensues.  Depending  on  the 
patient’s  response,  a second  dose  can  be  administered  6 to  8 hours  later. 
This  dosage  and  dosage  schedule  can  then  be  maintained  or  even  reduced. 

If  the  diuretic  response  with  a single  dose  of  20  to  80  mg  is  not  satisfac- 
tory, e.g.,  in  a patient  with  congestive  heart  failure  refractory  to  maxima 
doses  of  thiazides,  the  following  schedule  should  be  used:  increase  this 
dose  by  increments  of  20  or  40  mg  not  sooner  than  6 to  8 hours  after  th« 
previous  dose  until  the  desired  diuretic  effect  has  been  obtained.  This 
individually  determined  single  dose  should  then  be  given  once  or  twic< 
daily  (e.g.,  at  8:00  a.m.  and  2:00  p.m.).  The  dose  of  Lasix  may  be  care 
fully  titrated  up  to  600  mg  per  day  in  those  patients  with  severe  clinica 
edematous  states.  Higher  doses  are  currently  under  investigation. 

The  mobilization  of  edema  may  be  most  efficiently  and  safely  accom 
plished  by  utilizing  an  intermittent  dosage  schedule  in  which  the  diuretic 
is  given  for  2 to  4 consecutive  days  each  week.  With  doses  exceedini 
80  mg/ day  and  given  for  prolonged  periods,  careful  clinical  and  laborator; 
observations  are  particularly  advisable. 

Hypertension— The  usual  dose  of  Lasix  is  40  mg  twice  daily  both  for  ini 
tiation  of  therapy  and  for  maintenance.  Careful  observations  for  change: 
in  blood  pressure  must  be  made  when  this  compound  is  used  with  othe 
antihypertensive  drugs,  especially  during  initial  therapy.  The  dosage  o 
other  agents  must  be  reduced  by  at  least  50  per  cent  as  soon  as  Lasix  i- 
added  to  the  regimen  to  prevent  excessive  drop  in  blood  pressure.  As  the 
blood  pressure  falls  under  the  potentiating  effect  of  Lasix,  a further  reduc 
tion  in  dosage,  or  even  discontinuation,  of  other  antihypertensive  drug 
may  be  necessary.  It  is  further  recommended,  if  40  mg  twice  daily  doe: 
not  lead  to  a clinically  satisfactory  response,  to  add  other  hypotensive 
agents,  e.g.,  reserpine,  rather  than  to  increase  the  dose  of  Lasix. 

INFANTS  AND  CHILDREN 

Pediatric  Administration:  The  usual  initial  dose  of  oral  Lasix  in  infant: 
and  children  is  2 mg/ kg  body  weight,  given  as  a single  dose.  If  the  diu 
retie  response  is  not  satisfactory  after  the  initial  dose,  dosage  may  be  in 
creased  by  1 or  2 mg/ kg  not  sooner  than  6 to  8 hours  after  the  previou: 
dose.  Doses  greater  than  6 mg/ kg  body  weight  are  not  recommended. 

For  maintenance  therapy  in  infants  and  children,  the  dose  should  b- 
adjusted  to  the  minimum  effective  level. 

HOW  SUPPLIED— Lasix  Tablets  40  mg  supplied  as  white,  round,  mono 
grammed,  scored  tablets  in  bottles  of  100,  500  and  unit  dose  100s  (2< 
strips  of  5). 

Lasix  Tablets  20  mg  supplied  as  white,  oval,  monogrammed  tablets  ii 
bottles  of  100. 

Note:  Dispense  in  dark  containers.  Exposure  to  light  may  cause  sligh 
discoloration  which,  however,  does  not  alter  potency. 
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The  fabella,  which  means  “little  bean,”  is  a sesa- 
moid bone  which  is  located  in  the  lateral  head  of 
the  gastrocnemius  muscle.  Its  incidence,  accord- 
ing to  various  investigators,  ranges  from  10  to  28 
per  cent.1-3  Rare  instances  of  its  presence  in  the 
medial  head  of  the  gastrocnemius  has  been  re- 
ported among  others,  Sutro,  Pomeranz,  and  Simon 
in  1935. 4>5  In  examining  1,023  knees  at  the  Hospi- 
tal for  Joint  Disease,  Falk1  reported  an  incidence 
of  12.9  per  cent.  None  was  noted  in  the  medial 
head  of  the  gastrocnemius.  It  was  present  bilater- 
ally in  81  per  cent  of  the  cases.  It  is  present  as  a 
cartilaginous  nodule  in  the  fetus.  In  Falk’s1  se- 
ries, the  youngest  patient  in  which  it  was  seen  on 
roentgenogram  was  thirteen  years  of  age. 

The  free  anterior  surface  of  the  fabella  is  cov- 
ered by  hyalin  cartilage  and  articulates  with  the 
posterior  surface  of  the  lateral  femoral  condyle. 
The  remaining  surface  is  covered  by  the  fibrous 
tissue  of  the  gastrocnemius  muscle.  The  bone  it- 
self is  cancellous  in  structure. 

Goldenberg  and  Wild  in  19526  reported  2 cases 
of  painful  fabellae  which  they  called  chondromala- 
cia fabellae.  The  roentgenographic  findings  were 
normal,  but  the  macroscopic  and  microscopic 
pathologic  findings  revealed  chondromalacic 
changes  similar  to  those  found  in  patellae.  Subse- 
quently, Goldenberg7  reported  4 additional  cases 
with  similar  findings. 

Zimny  and  Redler,8  using  the  electron  micro- 
scope, studied  the  ultrastructure  of  chondromala- 
cia fabellae  in  4 patients.  They  found  differences 
in  chondromalacia  fabella  and  chondromalacia  pa- 
tellae which  they  attributed  to  the  different  bio- 
mechanics of  the  joints. 


FIGURE  1.  Case  1.  Lateral  roentgenogram  of  right 
knee. 


Kohler  and  Zimmer9  indicate  that  pathologic 
changes  in  the  fabella  include  arthrosis  deformans, 
cystic  processes,  osteochondritis,  and  chondroma- 
lacia. Fractures  of  fabellae  have  also  been  re- 
ported.10 

Other  authors  have  indicated  that  the  chief  di- 
agnostic sign  of  chondromalacia  is  tenderness  on 
direct  pressure  over  the  fabella.6’7 

Case  reports 

Case  1.  A twenty-seven  year  old  female  nurse 
in  1963  presented  symptoms  of  pain  in  the  right 
popliteal  area  of  four  years’  duration.  She  had 
previously  been  seen  by  another  orthopedist  who 
made  the  diagnosis  of  Baker’s  cyst.  On  examina- 
tion, point  tenderness  was  found  on  pressure  over 
an  easily  palpable  fabella.  Roentgenograms  re- 
vealed the  presence  of  a fabella  with  no  obvious 
abnormalities  (Fig.  1).  After  two  local  injections 
of  anesthetic  and  a steroid  as  well  as  the  use  of  a 
Jordan  knee  splint  gave  no  more  than  transient  re- 
lief, the  patient  was  advised  to  have  the  fabella  ex- 
cised. At  the  time  of  surgery  the  fabella  and  fem- 
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FIGURE  2.  Case  2.  Lateral  roentgenograms.  (A)  Right  knee.  (B)  Left  knee. 


oral  condyle  appeared  to  be  completely  normal. 
Microscopic  examination  revealed  mild  degenera- 
tive changes  in  the  articular  cartilage  of  the  fabel- 
la.  The  patient  had  complete  relief  of  symptoms 
following  surgery. 

Case  2.  A fifty-year-old  female  presented  her- 
self in  the  outpatient  department  of  the  Kings 
County  Hospital  Center  in  1968  with  complaints 
of  pains  in  the  posterior  aspect  of  both  knees  for 
approximately  one  year.  There  was  point  tender- 
ness on  palpation  of  both  fabellae.  Roentgeno- 
grams of  the  knees  revealed  the  presence  of  fabel- 
lae with  no  other  pathologic  conditions.  When 
conservative  treatment  failed,  the  more  symptom- 
atic left  fabella  was  excised  (Fig.  2).  The  patient 
experienced  immediate  relief  and  requested  that 
the  right  fabella  be  removed.  This  was  done  three 
weeks  later.  Grossly  no  pathologic  condition  was 
noted  in  either  fabella.  The  pathology  report  on 
both  fabellae  revealed  mild  degenerative  changes 
in  the  articular  cartilage. 

Summary 

Several  types  of  pathologic  changes,  all  of  which 
can  produce  local  pain,  have  been  reported  in  the 


fabella.  Three  cases  were  reported  in  2 patients  in 
which  the  pathologic  changes  were  minimal  yet  se- 
vere symptoms  resulted.  The  nature  of  the  phe- 
nomena producing  the  pain  in  these  cases  is  diffi- 
cult to  ascertain.  The  fabella  must  be  considered 
in  the  differential  diagnosis  of  popliteal  pain. 

References 

1.  Falk,  G.  D.:  Radiographic  observations  of  the  inci- 

dence of  fabella,  Bull.  Hosp.  Joint  Dis.  24: 127  (1963). 

2.  Pancoast,  H.  K.:  Radiographic  statistics  of  the  ses- 

amoid in  the  tendon  of  the  gastrocnemius,  Univ.  Pennsylvania 
M.  Bull.  22:  213  (1909). 

3.  Parsons,  F.  G.:  The  muscles  of  mammals  with  special 
relation  to  human  myology,  J.  Anat.  & Physiol.  1897-1898. 

4.  Heydemann,  H.:  Die  fabella,  Roentgenpraxis  1:  950 

(1929). 

5.  Sutro,  C.  J.,  Pomeranz,  M.  M.,  and  Simon,  S.  M.:  Fa- 
bella (sesamoid  in  the  lateral  head  of  the  gastrocnemius),  Arch. 
Surg.  30:  777  (1935). 

6.  Goldenberg,  R.  R.,  and  Wild,  E.  L.:  Chondromalacia 
fabellae,  J.  Bone  & Joint  Surg.  24-A:  688  (1952). 

7.  Goldenberg,  R.  R.:  Chondromalacia  fabellae,  Bull. 

Hosp.  Joint  Dis.  17:  35  (1956). 

8.  Zimny,  M.  L.,  and  Redler,  I.:  An  ultrastructural  study 
of  chondromalacia  fabellae,  Clin.  Orthop.  82:  37  (1972). 

9.  Kohler,  A.,  and  Zimmer,  E.  A.:  Borderlands  of  the 

Normal  and  Early  Pathologic  in  Skeletal  Roentgenology,  10th 
ed.,  New  York,  Grune  and  Stratton,  Inc.,  1961,  p.  538. 

10.  Sagel,  J.:  Fracture  of  sesamoid  bones.  A report  of  two 
cases,  Am.  J.  Surg.  18:  507  (1932). 


1 736  New  York  State  Journal  of  Medicine/September  1 975 


Pituitary  Tumor 


with  Primary 


Hypothyroidism 


Possible  etiologic  relationship* 


ALAN  BALSAM,  M.D.a  * 

The  Bronx,  New  York 

JACK  H.  OPPENHEIMER,  M.D.b 

The  Bronx,  New  York 

From  the  Division  of  Endocrinology,  Department  of  Medicine, 
Montefiore  Hospital  and  Medical  Center,  and  the  Albert  Einstein 
College  of  Medicine. 

a Chief  Resident,  Department  of  Endocrinology. 
b Head,  Department  of  Endocrinology. 


The  appearance  of  hypothyroidism  in  a patient 
with  a pituitary  tumor  is  frequently  assumed  to  be 
due  to  deficiency  of  pituitary  secretion  of  thyro- 
tropic hormone.  Nevertheless,  a number  of  re- 
ports during  the  past  twenty  years  have  suggested 
the  possibility  that  in  some  individuals  the  pitu- 
itary enlargement  may  be  a secondary  phenome- 
non, representing  hyperplasia  of  pituitary  thyro- 
tropic cells  in  response  to  primary  thyroidal  defi- 
ciency.1’2 The  purpose  of  the  present  communica- 
tion is  to  report  another  example  of  primary  hy- 
pothyroidism associated  with  sellar  enlargement 
and  chiasmatic  compression.  The  diagnosis  of 
primary  hypothyroidism  was  documented  by  an 
elevated  plasma  TSH  (thyroid-stimulating  hor- 
mone) concentration  that  could  be  suppressed  by 
administration  of  thyroid  hormone  replacement. 

Case  report 

First  admission.  A fifty-nine-year-old  house- 
wife was  admitted  to  another  hospital  in  August, 
1964,  complaining  of  bifrontal  headaches  of  two 
years’  duration,  increasing  in  severity  over  the  pre- 

* This  work  was  supported  by  Grant  AM  15421-16  of  the  Na- 
tional Institutes  of  Health.  The  views  expressed  herein  are 
those  of  the  author  and  do  not  necessarily  reflect  the  views  of 
the  U.S.  Air  Force  or  the  Department  of  Defense. 

* At  present,  Major,  U.S.  Air  Force  School  of  Aerospace 
Medicine,  Brooks  Air  Force  Base,  Texas. 


FIGURE  1.  Lateral  skull  roentgenogram,  taken  July  5, 
1965,  showing  symmetrical  enlargement  of  sella  turcica 
and  erosion  of  posterior  clinoids. 


vious  six  months.  There  had  been  no  menstrual 
irregularity,  and  a normal  menopause  occurred  at 
age  forty-seven.  Libido  was  intact  and  visual  dis- 
turbance denied.  Physical  examination  was  unre- 
markable except  for  obesity.  Laboratory  data  in- 
cluded: protein-bound  iodine  3.3  micrograms  per 
100  ml.;  cholesterol  level  of  328  mg.  per  100  ml.,  ra- 
dioactive iodine  uptake  23  per  cent  at  twenty-four 
hours,  with  no  change  after  three  daily  intramus- 
cular injections  of  10  units  of  thyrotropin.  The 
skull  roentgenogram  revealed  an  enlarged  sella 
turcica  without  evidence  of  erosion  or  demineral- 
ization, and  perimetric  findings  were  normal. 
Desiccated  thyroid,  120  mg.  daily,  was  prescribed 
but  was  taken  irregularly.  The  patient  was  dis- 
charged to  outpatient  follow-up  as  a pituitary 
tumor  suspect. 

Second  admission.  In  July,  1965,  she  was  ad- 
mitted to  the  neurologic  service  of  Montefiore 
Hospital  and  Medical  Center  for  evaluation  of  per- 
sistent headaches.  A skull  roentgenogram  demon- 
strated a markedly  enlarged  sella  turcica,  measur- 
ing approximately  2,300  cu.mm,  in  volume  (normal 
1,100  cu.mm.)  with  erosion  of  the  posterior  clinoid 
processes  (Fig.  1).  Electroencephalogram,  brain 
scan,  and  right  cerebral  angiogram  findings  were 
normal.  Serum  cholesterol  level  was  357  mg.  per 
100  ml.  A left  homonymous  quadrantanopia  was 
noted  for  the  first  time  and  a course  of  6,000  r to 
the  pituitary  was  administered. 

Third  admission.  Further  evaluation  in  Jan- 
uary, 1966,  revealed  an  interval  weight  gain  of  12 
pounds  and  the  onset  of  easy  fatigability.  Thy- 
roid medication  had  not  been  taken  for  two  years. 
Dry  skin,  loss  of  the  lateral  third  of  the  eyebrows, 
and  delayed  relaxation  of  the  ankle  jerks  were 
noted  on  examination.  Laboratory  studies:  pro- 
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tein  bound  iodine  3 micrograms  per  100  ml.,  cho- 
lesterol level  375  mg.  per  100  ml.,  and  T-3  red-cell 
uptake  10  per  cent  (normal  range  11  to  19  per 
cent).  The  twenty-four  hour  urinary  excretion  of 
gonadotropin  was  between  16  and  50  muu  (mouse 
uterine  units).  The  skull  roentgenogram  findings 
were  unchanged.  Treatment  with  L-triiodothyro- 
nine  in  gradual  increments  from  5 to  25  micro- 
grams resulted  in  symptomatic  improvement  with 
a progressive  fall  in  serum  cholesterol  level  to  274 
mg.  per  100  ml.  The  patient  was  lost  to  follow-up 
until  September,  1969,  when  she  presented  herself 
to  the  endocrine  clinic  for  reevaluation. 

Reevaluation  findings 

L-triiodothyronine  had  not  been  taken  for  two 
and  one-half  years.  The  patient  was  admitted  to 
the  inpatient  service.  Pertinent  findings  on  phys- 
ical examination  included  blood  pressure  of  140/ 
100,  generalized  obesity,  periorbital  edema,  loss  of 
the  lateral  third  of  both  eyebrows,  dry  skin,  and 
hypoactive  deep  tendon  reflexes  with  delayed  re- 
laxation phase. 

The  following  laboratory  data  findings  were  nor- 
mal: Hemogram,  urinalysis,  blood-fasting  glu- 

cose, urea  nitrogen,  electrolytes,  alkaline  phospha- 
tase, carotene,  calcium,  phosphorus,  albumin, 
globulin,  and  chest  roentgenogram. 

The  electrocardiogram  showed  flattened  T 
waves  and  generalized  low  voltage.  The  thyroxine 
iodine  was  1.2  micrograms  per  100  ml.*  and  cho- 
lesterol level  was  472  mg.  per  100  ml.  The  ra- 
dioactive iodine  uptake  was  3 per  cent  at  twenty- 
four  hours,  with  no  change  after  a three-day  course 
of  intramuscular  injections  of  bovine  TSH  (Ar- 
mour), 10  units  daily.  The  plasma  TSH  concen- 
tration was  25  microunits  per  milliliter  (normal  1 
to  10  microunits  per  milliliter)+;  17-ketosteroid 
and  17-ketogenic  steroid  excretion  was  5 and  13.4 
mg.  per  twenty-four  hours  respectively,  with  an  in- 
crease in  the  latter  to  24.2  mg.  per  twenty-four 
hours  on  the  day  following  oral  metyrapone  (Me- 
topirone)  administration,  4.5  Gm. 

The  patient  was  placed  on  desiccated  thyroid, 
2.5  gr.  daily.  Symptoms  and  signs  of  hypothyroid- 
ism remitted  completely.  While  euthyroid,  be- 
tween three  and  five  months  after  instituting  re- 
placement therapy,  urinary  gonadotropin  excre- 
tion was  between  6 and  16  mmu,  serum  luteinizing 
hormone  was  less  than  5 millimicrons  per  millili- 
ter, and  the  plasma  TSH  concentration  was  less 
than  2 microunits  per  milliliter.  There  was  no  in- 
crease in  growth  levels  after  arginine  infusion. 
One  year  following  discharge,  skull  roentgenogram 
findings  remained  unchanged,  and  a left  upper 
quadrantanopia  persisted. 

* Competitive  protein  binding  assay  performed  by  Bio- 
Science  Laboratories,  Van  Nuys,  California. 

f Radioimmunoassay  kindly  performed  by  William  O’Dell, 
M.D.,  Harbor  General  Hospital,  Torrance,  California. 


Comment 

When  this  patient  first  presented  herself  in 
1964,  a number  of  features  in  her  medical  history, 
physical  examination,  and  laboratory  work-up 
suggested  the  likelihood  that  a pituitary  adenoma 
was  responsible  for  thyroidal  deficiency.  The 
sella  turcica  was  enlarged.  A left  homonymous 
hemianopia  was  interpreted  as  reflecting  asym- 
metric growth  of  the  tumor  with  left  optic  tract 
compression.3  Although  initially  there  were  no 
clear  data  pointing  to  other  endocrine  deficits,  the 
urinary  excretion  of  gonadotropin  was  not  within 
the  normal  postmenopausal  range  (above  50  mil- 
limicrons). The  finding  that  the  administration  of 
exogenous  TSH  did  not  result  in  increased  thy- 
roidal accumulation  of  radioiodine  was  considered 
to  be  compatible  with  thyroidal  atrophy  resulting 
from  absent  pituitary  stimulation.4’5  Thus,  a 
course  of  pituitary  irradiation  was  recommended 
and  instituted. 

Despite  the  initial  impression  of  her  physician 
that  hypothyroidism  was  secondary  to  pituitary 
insufficiency,  subsequent  laboratory  studies  clear- 
ly indicated  that  she  was  suffering  from  primary 
thyroidal  failure.  When  off  replacement  therapy, 
her  TSH  levels  were  elevated.  On  2.5  gr.  desiccat- 
ed thyroid  daily,  her  TSH  level  was  near  the  lower 
limits  of  detectability. 

A number  of  other  features  in  her  subsequent 
course  also  deserve  some  comment.  The  apparent 
improvement  in  her  visual  fields  may  have  repre- 
sented the  beneficial  effects  of  either  thyroid  re- 
placement therapy,  or  pituitary  irradiation,  or 
both.  Evidence  confirming  an  effect  of  pituitary 
enlargement  on  trophic  hormone  function  was  ob- 
tained by  demonstrating  a lack  of  growth  hormone 
response  to  the  intravenous  infusion  of  arginine 
and  by  low  levels  of  plasma  luteinizing  hormone 
for  postmenopausal  women. 

Although  the  possibility  of  coincidental  exis- 
tence of  a pituitary  neoplasm  and  primary  hy- 
pothyroidism cannot  be  rigorously  excluded,  we 
believe  that  both  physiologic  data  obtained  in  ex- 
perimental animal  testing  and  an  increasing  num- 
ber of  clinical  reports  of  the  coexistence  of  pitu- 
itary enlargement  and  primary  hypothyroidism 
suggest  a causal  relationship  between  the  end- 
organ  deficiency  and  the  pituitary  enlargement. 

Recently  convincing  data  have  been  obtained  to 
indicate  that  feedback  control  of  TSH  secretion 
occurs  at  the  level  of  the  pituitary  rather  than  at 
the  level  of  the  hypothalamus.6  The  increased  se- 
cretion of  pituitary  TSH  following  radioablation  of 
the  thyroid  gland  is  accompanied  by  degranulation 
of  thyrotropin-producing  cells  in  the  rat  and  the 
mouse  as  well  as  an  increase  in  the  total  mass  of 
the  pituitary.7-9  Following  propylthiouracil  ad- 
ministration in  mice,  macroadenomas  with  chro- 
mophobe staining  patterns  have  been  observed.10 
Furth  et  a/.11  have  shown  that  following  radioab- 
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Pituitary  Size 

Age 

Endocrine 

Skull  Roentgeno- 

and  His- 

Authors 

Year 

(Years)  Sex 

Status 

Duration 

gram  Findings 

Visual  Fields 

tologic  Data 

Zondek1 

1944 

20 

F 

Congenital 

N.M. 

Enlarged  sella 

N.M. 

Basophilic 

myxedema 

adenoma 

Langeron  etal.2 

1945 

46 

F 

Myxedema 

Many 

Normal  sella 

N.M. 

Basophilic 

coma 

years 

adenoma, 
pea-sized, 
3 by  IV2 

cm. 

Langeron,  Giard, 

1954 

68 

F 

Myxedema 

Months, 

Normal  sella 

N.M. 

Basophilic 

and  Vincent13 

coma 

years 

adenoma, 

walnut- 

size 

Russfield14 

1956 

52 

M 

Myxedema 

N.M. 

Enlarged  sella 

N.M. 

Chromo- 

pho.be  ad- 
enoma, 5 
by  4 by 
3.5  cm. 

Justin-Besantjon, 

1959 

22 

F 

Congenital 

N.M. 

Normal  sella 

N.M. 

Chromo- 

et  al.15 

myxedema 

phobe  ad- 

enoma, 

size  of 
large  nut, 
suprasellar 
extension 

Caughey  and 

1961 

58 

F 

Postsubtotal 

Five 

Destruction  of 

Bitemporal 

Chromo- 

Lester16 

thyroidec- 

years 

posterior 

hemi- 

phobe 

tomy  twice 

clinoids,  ero- 

anopsia 

adenoma, 

for  nodu- 

sion  of  ante- 

2V2  by  3 

lar  goiter 

rior  clinoids. 
Elevation  of 

cm. 

floor  and 
displacement 
to  right  of 
third  ventricle 

Van  Wyk  and 

1959 

9 

F 

Syndrome  of 

One 

Enlarged  sella 

N.M. 

Grumbach17 

precocious 
menstrua- 
tion and  ga- 
lactorrhea 

year 

with  juve- 
nile hypo- 
thyroidism 

1959 

13 

F 

Juvenile 

Five 

Globular 

N.M. 

hypo- 

years 

enlarged 

thyroidism 

sella 

Melnyk  and 

1965 

35 

F 

Primary 

Twenty- 

Massive  en- 

Left  eye  no 

Mixed  tu- 

Greer18 

myxedema 

seven 

largement  of 

vision, 

mor,  2.5 

years 

sella,  erosion 

Right  eye 

cm. 

posterior  clin- 

superior 

oid  and  dor- 

temporal 

sum  sellae 

quadran- 

tanopia 

Mosli  and 

1968 

64 

M 

Primary 

N.M. 

Normal 

Chromo- 

Hedinger19 

myxedema 

phobe 

adenoma, 

pinhead 

size 

1968 

75 

M 

Congenital 

Seventy- 

Enlarged  sella 

N.M. 

Chromo- 

cretin 

five 

phobe 

years 

adenoma, 
2.5  Gm. 

Leiba,  Landau, 

1969 

55 

F 

Primary 

Three 

Enlarged  sella 

N.M. 

and  Ber20 

myxedema 

years 

Jackson  and 

1970 

49 

F 

Primary 

N.M. 

Enlarged  sella 

Normal 

Hall21 

hypo- 

thyroidism 

Patel  and 

1969 

26 

M 

Primary 

Two 

Enlarged  sella 

Normal 

Kilpatrick22 

hypo- 

thyroidism 

years 

47 

F 

Primary 

Eighteen 

Enlarged  sella 

N.M. 

hypo- 

thyroidism 

months 

N.M.  = not  mentioned. 
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TABLE  II.  Primary  hypothyroidism  and  sellar  enlargement 


Patient’s 
Age  (Years) 

Sex 

Duration 

Protein- 
bound 
Iodine, 
Micrograms 
per  100  ml. 

Cholesterol, 
Milligrams 
per  100  ml. 

^TSH  Stimulation  Test>, 
Uptake 

Radioiodine  (Per  Cent) 
Before  After 

Skull 

Roentgenogram 
Sellar  Size 

3* 

F 

Congenital 

1.2 

290 

Enlarged 

57 

F 

1 year 

0.9 

369 

2 

2 

Enlarged 

60 

F 

Many  years 

3.6 

14 

20 

Enlarged 

70 

F 

Many  years 

1.0 

366 

8 

9 

Enlarged 

24 

F 

Many  years 

0.9 

300 

1 

2 

Normal 

33 

F 

Unknown 

0.7 

1 

1 

Normal 

39 

F 

4 years 

2.0 

493 

2 

2 

Normal 

41 

M 

4 years 

1.0 

560 

3 

4 

Normal 

50 

F 

Unknown 

3.3 

445 

2 

2 

Normal 

52 

F 

12  years 

1.1 

318 

1 

2 

Normal 

53 

F 

1 year 

1.6 

370 

22 

11 

Normal 

60 

M 

1 year 

1.5 

263 

9 

15 

Normal 

61 

M 

6 years 

2.4 

398 

2 

2 

Normal 

65 

F 

Many  years 

1.1 

270 

10 

14 

Normal 

67 

F 

Unknown 

1.7 

275 

9 

9 

Normal 

69 

F 

3 years 

1.5 

415 

4 

4 

Normal 

70 

F 

Unknown 

1.8 

147 

9 

11 

Normal 

73 

F 

Unknown 

1.2 

228 

14 

19 

Normal 

76 

F 

Unknown 

0.7 

270 

1 

1 

Normal 

* Congenital  hypothyroidism  due  to  suspected  intrathyroidal  blockage  in  the  pathways  of  hormonal  synthesis  (thyroidal  uptake  post- 
administration  of  radioiodine:  four  hours,  41  per  cent;  twenty-four  hours,  2 per  cent). 


lation  of  the  thyroid,  autonumous  pituitary  tumors 
could  be  produced.  Griesbach  et  al.12  demon- 
strated that  successful  “takes”  of  rat  pituitary 
tumor  transplants  are  restricted  to  hypothyroid 
animals.  Treatment  of  animals  with  desiccated 
thyroid  results  in  transplantation  failure. 

The  possibility  of  a reactive  pituitary  enlarge- 
ment in  patients  with  primary  hypothyroidism 
was  first  suggested  by  Zondek1  in  1944.  Subse- 
quently, there  have  been  14  additional  published 
cases  (Table  I);  histologic  confirmation  of  pitu- 
itary tumors  was  made  in  9 cases.  Although  re- 
gression of  the  sella  size  was  reported  in  2 girls 
treated  with  desiccated  thyroid  by  Van  Wyk  and 
Grumbach,1'  similar  reductions  in  the  volume  of 
the  pituitary  fossa  have  not  been  noted  in  adult 
patients. 

With  the  development  of  radioimmunoassay  of 
TSH,  the  most  convincing  proof  that  myxedema  is 
due  to  primary  deficiency  of  thyroidal  secretion  is 
the  finding  of  elevated  levels  of  TSH  in  plasma.23 
This  criterion  was  used  in  the  cases  studied  by 
Patel  and  Kilpatrick,22  Jackson  and  Hall,21  as  well 
as  in  our  patient.  An  additional  3 patients  with 
elevated  TSH  levels,  pituitary  enlargement,  and 
hypothyroidism  have  been  reported  in  abstract 
form  by  Lawrence  and  Wilbur.24 

In  an  effort  to  obtain  an  estimate  of  the  inci- 
dence of  sella  turcica  enlargement  in  a group  of 
patients  with  hypothyroidism,  the  case  records  of 
all  patients  with  the  diagnosis  of  primary  hypothy- 
roidism admitted  to  Montefiore  Hospital  and 
Medical  Center  between  1963  and  1970  were  re- 
viewed. Only  patients  whose  clinical  histories 
were  adequately  documented  and  with  appropri- 
ate laboratory  examinations  including  skull  x-ray 


films  were  accepted.  Moreover,  all  patients  be- 
lieved by  the  attending  physician  to  have  primary 
pituitary  tumors  were  excluded.  Of  the  40  case 
histories  accepted  for  evaluation,  18  patients  had 
TSH  stimulation  tests,  which  exhibited  lack  of  ap- 
propriate response  to  exogenous  TSH,  characteris- 
tic of  primary  hypothyroidism  (Table  II).  In  4 of 
the  patients  with  documented  primary  hypothy- 
roidism, the  sella  turcica  was  enlarged  (Table  II). 
Thus,  in  the  present  series,  detection  of  sellar  en- 
largement in  4 cases  represents  an  incidence  of 
from  10  per  cent  of  the  entire  40  cases  accepted  for 
evaluation  to  21  per  cent  of  the  19  documented 
cases  of  primary  hypothyroidism.  Since  patients 
suspected  of  having  primary  pituitary  tumors  were 
excluded,  the  actual  incidence  of  enlarged  sellas 
may  be  higher. 

This  survey,  in  conjunction  with  the  increasing 
number  of  reports  of  patients  with  coexistent  myx- 
edema, pituitary  enlargement,  and  elevated  levels 
of  TSH,  suggests  that  clinically  apparent  pituitary 
enlargement  may  be  a more  common  finding  in 
primary  hypothyroidism  than  has  been  hitherto 
suspected.  Moreover,  reactive  pituitary  enlarge- 
ment may  be  easily  mistaken  for  primary  pituitary 
neoplasm,  as  in  the  case  reported  here.  Failure  of 
thyroidal  response  to  exogenous  TSH  in  certain 
patients  with  pituitary  enlargement  may  not  be 
due  to  thyroidal  atrophy  as  had  been  suspected, 
but  to  primary  thyroidal  insufficiency  with  secon- 
dary pituitary  enlargement.  Furthermore,  the  ex- 
istence of  a degree  of  reversible  pituitary  swelling 
as  suggested  by  reductions  observed  in  sellar  vol- 
umes in  pediatric  patients  on  replacement  therapy 
raises  the  possibility  that  suppression  of  thyrotro- 
phic  cells  may  alleviate  symptoms  of  pituitary  en- 
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largement.17  Thus,  the  finding  of  improvement  of 
visual  fields  after  hormonal  therapy  in  a patient 
with  a suspected  pituitary  adenoma  as  reported  by 
Skanse  and  Aren25  would  appear  possible  also  in  a 
case  of  reactive  pituitary  tumor.  These  authors 
described  a sixty-three-year-old  myxedematous 
woman  with  a pituitary  tumor  and  bitemporal 
hemianopia.  Remission  of  the  visual  disturbance 
followed  institution  of  therapy  with  thyroid  hor- 
mone. These  considerations  prompt  the  sugges- 
tion that  all  patients  with  hypothyroidism  and  pi- 
tuitary enlargement,  with  or  without  visual  field 
defects,  should  be  evaluated  with  plasma  TSH  de- 
terminations, off  and  on  replacement,  to  rule  out 
the  possibility  of  primary  hypothyroidism.  TSH 
stimulation  tests  should  also  be  performed  in  such 
patients.  It  is  possible  that  in  patients  with  reac- 
tive pituitary  tumors  simple  replacement  therapy 
with  desiccated  thyroid  may  in  itself  result  in  im- 
provement of  visual  fields  without  the  necessity  of 
radiotherapy. 

Summary 

On  the  basis  of  numerous  studies  in  experimen- 
tal animals  and  of  an  increasing  number  of  clinical 
reports,  a causal  relationship  between  primary 
thyroidal  insufficiency  and  the  subsequent  ap- 
pearance of  pituitary  tumor  has  been  suggested. 
This  prompted  our  reevaluation  of  a fifty-nine- 
year-old  woman  with  a pituitary  tumor,  chiasmatic 
compression,  and  presumed  secondary  hypothy- 
roidism. Lack  of  augmentation  of  the  twenty- 
four-hour  radioiodine  uptake  following  the  admin- 
istration of  exogenous  TSH  had  previously  been 
attributed  to  thyroidal  atrophy  due  to  prolonged 
absence  of  thyrotrophic  stimulation.  In  the  cur- 
rent studies,  however,  the  finding  of  elevated  plas- 
ma levels  of  endogenous  TSH,  which  were  sup- 
pressed by  thyroid  hormone  replacement,  estab- 
lished the  diagnosis  of  primary  hypothyroidism. 

These  findings  prompted  a review  of  sella  x-ray 
films  of  40  cases  of  primary  hypothyroidism  ad- 
mitted to  the  Montefiore  Hospital  and  Medical 
Center  from  1963  to  1970;  4 patients  had  enlarge- 
ment of  the  sella  turcica.  The  development  of  re- 
active pituitary  enlargement  in  primary  hypothy- 
roidism may  be  more  frequent  than  was  previously 
suspected. 

Montefiore  Hospital  and  Medical  Center 
111  East  210th  Street 
The  Bronx,  New  York  10467 
(DR.  OPPENHEIMER) 
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The  ill  effects  of  powder  used  to  lubricate  surgi- 
cal gloves  date  back  to  1881,  when  Martin  and 
Muscatello  made  this  known.  Lycopodium  pow- 
der was  then  very  popular  as  a dusting  powder  for 
surgical  gloves.  Thereafter,  many  cases  of  postop- 
erative adhesions  from  this  cause  were  reported, 
both  in  patients  and  in  animal  experiments.  Tal- 
cum powder  replaced  lycopodium,  but  both  were 
discarded  almost  completely  due  to  their  irritant 
effects. 

Later,  in  1943,  experiments  yielded  better  dust- 
ing powders.  Seelig,  Verda,  and  Kidd1  tested  nu- 
merous powders  and  different  forms  of  starch. 
They  suggested  the  use  of  potassium  bitartrate 
since  it  is  harmlessly  disposed  of  by  the  body 
tissues.  It  also  possesses  a certain  degree  of  bac- 
teriostatic action  against  colon  bacilli  and  Staphy- 
lococcus aureus.  However,  it  was  found  that  the 
powder  shortened  the  life  of  surgical  gloves. 

In  1947,  Lee  and  Lehman2  published  their  work 
on  dusting  powders  made  of  starch  derivatives. 
They  concluded  that  powder  108  (Biosorb)  was  the 
most  promising  and  by  far  superior  to  any  other 
starch  derivative. 

Numerous  workers,  including  Postlethwait, 
Howard,  and  Schanher  in  1949, 3 and  Graham  and 
Jenkins  in  1952, 4 compared  talc  and  modified  talc, 
and  demonstrated  that  minimal  tissue  reaction  oc- 
curs from  starch  derivatives  used  as  a lubricant  in 
surgical  gloves.  Lee,  Collins,  and  Largen5  pointed 
out  that  treated  starch  comes  close  to  being  the 
ideal  glove  powder,  but  also  mentioned  the  fact 
that  it  produces  some  degree  of  foreign-body  reac- 
tion on  contamination  of  an  open  wound.  Fol- 
lowing this,  almost  all  surgical  gloves  were  dusted 
with  starch  powder  prior  to  sterilization. 


However,  since  its  introduction  into  general  use 
in  the  operating  room,  sporadic  reports  of  postop- 
erative granulomas  have  appeared,  incriminating 
starch  as  the  causative  agent.  Starch  powder  acts 
as  does  any  other  foreign-body  substance,  the  na- 
ture of  the  reaction  depending  on  the  tissue  resis- 
tance and  the  ability  of  the  body  tissues  to  absorb 
the  material  completely. 

In  1954,  Myers,  Deaver,  and  Brown6  reported  3 
cases  of  such  postoperative  complication  and 
coined  the  term  “starch  peritonitis.”  Since  then, 
some  50  cases  have  been  reported  as  either  granu- 
lomata  or  peritonitis  with  characteristic  gross  or 
microscopic  findings.6-15 

A report  by  Taft,  Lasersohn,  and  Hill14  de- 
scribed 10  more  cases  demonstrating  the  increas- 
ing awareness  of  this  postoperative  problem.  In 
their  report,  they  also  observed  that  rice  starch 
powder  seemed  to  give  a more  severe  and  fulmi- 
nant reaction  than  starch  derivatives. 

Case  report 

A fifty-four-year-old  white  woman  was  admitted 
to  the  Englewood  Hospital  for  the  first  time  on 
May  11,  1970,  with  a twenty-two-year  history  of 
chronic  gallbladder  disease.  A cholecystectomy 
with  common-duct  exploration  was  performed. 
The  postoperative  period  was  complicated  with 
urinary  retention  plus  cystitis.  She  was  dis- 
charged on  the  eleventh  postoperative  day  with  a 
well-healing  incision  and  in  good  general  condi- 
tion. 

She  was  readmitted  on  June  2,  1970,  twenty-one 
days  after  the  first  operation,  because  of  mild 
cramping  lower  abdominal  pain  which  started 
forty-eight  hours  prior  to  admission.  There  was 
no  nausea  or  vomiting.  She  had  one  normal  bowel 
movement  prior  to  admission.  She  denied  any 
jaundice.  The  temperature  on  admission  was 
100. 4°F.,  with  a blood  pressure  of  108/60  mm.  Hg, 
pulse  rate  of  88,  and  respiratory  rate  of  20.  Heart 
and  lungs  were  unremarkable.  The  abdomen 
showed  tenderness  in  both  lower  quadrants  but 
more  on  the  right.  There  was  equivocal  rebound 
tenderness.  The  bowel  sounds  were  diminished. 
Initial  laboratory  work-up  revealed  a hemoglobin 
of  12.8  Gm.,  white  blood  count  9,500,  polymorpho- 
nuclear leukocytes  73,  bands  2,  lymphocytes  7, 
monocytes  12,  eosinophils  5,  and  basophils  1,  with 
normal  platelet  estimation.  The  sequential  multi- 
ple analyzer  12  and  urinalysis  test  findings  were 
within  normal  limits.  Multiple-view  x-ray  films  of 
the  abdomen  revealed  normal  organ  outline  and 
no  significant  gas  collections.  A chest  x-ray  film 
finding  was  normal. 

The  patient  was  observed  for  the  next  forty- 
eight  hours,  after  which  increasing  right  lower 
quadrant  tenderness  developed  and  finally  defi- 
nite rebound,  prompting  a diagnosis  of  acute  ap- 
pendicitis with  peritonitis.  A repeat  differential 


September  1975/New  York  State  Journal  of  Medicine  1743 


count  showed  a white  blood  count  of  9,000,  poly- 
morphonuclear leukocytes  75,  lymphocytes  9,  mo- 
nocytes 12,  and  eosinophils  3. 

She  was  taken  to  the  operating  room  and  was 
reexplored.  On  entering  the  abdomen,  a moderate 
amount  of  serosanguineous  fluid  was  noted  and  as- 
pirated. The  appendix  and  serosal  tissues  sur- 
rounding it  were  red  and  injected.  Studded  over 
the  appendix,  as  well  as  over  loops  of  terminal 
ileum  and  mesentery  in  the  right  lower  quadrant, 
were  miliary  “tumor”  nodules  varying  in  size  from 
1 to  4 or  5 mm.  The  greater  omentum  was  mark- 
edly thickened,  measuring  an  inch  or  more  in 
thickness.  The  ovaries  were  small  and  atrophic. 
The  uterus  appeared  normal.  No  tumor  could  be 
felt  in  the  large  bowel.  An  exploring  hand  into  the 
upper  abdomen  revealed  a normal  pancreas.  No 
other  abnormality  was  noted. 

An  appendectomy  was  performed,  and  a large 
wedge  of  greater  omentum  was  resected  and  sent 
for  pathologic  study.  Pathologic  examination  of 
these  tissues  showed  multinodular  masses 
throughout  the  omentum  and  appendiceal  serosa. 
There  was  no  suggestion  of  neoplasm.  The  micro- 
scopic report  stated  that  microsections  of  the 
omental  tissue  mass  showed  abundant  irregular- 
sized fibrous  bands  transversing  throughout.  Par- 
ticularly, the  fibroblasts  were  very  numerous  with 
newly  formed  congested  blood  vessels.  Collagen 
fibers  were  numerous.  Scattered  within  the  fi- 
brous mass,  there  were  many  granulomata,  some 
well  circumscribed,  others  not  well  circumscribed 
(Fig.  1A).  Starch  granules  of  varying  sizes  were 
present.  Some  of  the  starch  granules  were  sur- 
rounded with  a few  phagocytic  cells,  and  some  oth- 
ers were  found  within  multinucleated  giant  cells 
(Fig.  IB).  The  inflammatory  cells  were  very  nu- 
merous throughout  the  fibrous  areas,  although 
similar  cells  were  also  frequent  in  the  nonfibrosed 
fat  tissues.  Generally,  the  eosinophil  leukocytes 
were  about  30  per  cent  of  the  total  inflammatory 
cells.  However,  in  some  areas,  there  was  massive 
eosinophil  leukocytic  infiltration.  The  appendix 
showed  similar  but  generally  smaller  starch  pow- 
der granulomata  in  the  subserosal  layer.  The 
starch  granules  were  positive  with  periodic  acid- 
Schiff  stain,  and  under  polarized  light,  the  typical 
Maltese  cross  pattern  was  produced. 

The  pathologic  diagnosis  was: 

1.  Subacute  granulomatous  inflammatory  reaction, 
rather  extensive,  of  the  resected  omentum  due  to  the 
presence  of  abundant  starch  granules. 

2.  Granulomatous  periappendicitis  due  to  starch 
granules  (Fig.  1C). 

A retrospective  view  of  the  activities  at  the  cho- 
lecystectomy procedure  revealed  that  the  first  ma- 
neuver on  opening  the  abdomen  was  to  pass  an  ex- 
ploring hand  into  the  lower  abdomen.  Unwisely, 


FIGURE  1.  (A)  Granulomata  within  fibrous  mass.  (B) 

Starch  granules  surrounded  with  phagocytic  cells  and 
found  within  multinucleated  giant  cells.  (C)  Starch  gran- 
ules causing  granulomatous  periappendicitis.  Hematoxy- 
lin and  Eosin  Stain) 

this  was  done  without  prior  glove  rinse.  Attention 
was  directed  initially  toward  determining  avail- 
ability of  the  appendix  for  subsequent  elective  re- 
moval but  was  not  accomplished  because  of  the 
need  for  common  duct  exploration.  Undoubtedly 
the  exploration  resulted  in  major  deposit  of  starch 
in  this  area  and  resulted  in  focalizing  “peritonitis” 
there. 

Comment 

While  starch  remains  the  best  available  dusting 
powder  for  rubber  materials,  the  growing  aware- 
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ness  of  such  atopic  reactions  suggests  caution. 
Since  the  consequence  of  such  reaction  may  be  un- 
necessary reoperation,  usually  unavoidable,  a bet- 
ter material  must  be  sought.  Meanwhile,  careful 
rinsing  of  the  gloved  hands  prior  to  entry  into  the 
body  cavities  should  be  routine.  Inclusion  of  this 
syndrome  in  the  differential  diagnosis  of  inflam- 
matory conditions  beginning  three  to  four  weeks 
postoperatively  is  strongly  urged. 

Several  means  by  which  starch  powder  may  con- 
taminate the  surgical  field  are  suggested.  To 
begin  with,  the  practice  of  carelessly  tearing  pow- 
der packets,  pouring  powder  from  packets,  and 
wringing  the  hands  to  distribute  the  powder  even- 
ly, all  lead  to  clouds  of  contamination.  These  can 
be  avoided  by  careful  hand  drying  which  obviates 
the  need  for  extra  powder,  and  by  demanding  ade- 
quate powdering  by  the  supplier.  Reversing 
gloves  by  popping  with  enclosed  air  should  be  dis- 
couraged. The  gloved  hands  should  be  rinsed  be- 
fore commencing  the  operative  procedure.  Less 
frequent  and  severe  cause  of  soilage  are  multiple 
or  extensive  glove  perforation  and  utilization  of 
unrinsed  catheters  and  drains.  All  these  precau- 
tions require  simply  the  attention  of  the  surgeon 
to  gentleness  and  detail. 

Summary 

The  history  of  glove  lubricants  and  their  body 
reaction  are  reviewed.  The  nature  and  cause  of 
contamination  are  discussed,  and  precautions  are 
proposed  to  avoid  such  reactions. 


260  Engle  Street 
Apt.  5T 

Englewood,  New  Jersey  07631 
(DR.  PAZCOGUIN) 
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In  hypertension, 

ALDOMETmethyldopa  MSO) 

usually  offers  more 
than  effective  lowering 
of  blood  pressure... 


With  ALDOMET 
(Methyldopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyldopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


MSD 


With  ALDOMET 
(Methyldopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 

ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


for  hypertension 

TABLETS,  250  mg,  500  mg,  and  125  mg 

ALDOMET 

(METHYLDOPAI  MSD) 

a unique  antihypertensive  agent 


ALDOMET  is  contraindicated  in  active  hepatic  disease, 
hypersensitivity  to  the  drug,  and  if  previous  methyldopa 
therapy  has  been  associated  with  liver  disorders.  It  is 
not  recommended  in  pheochromocytoma. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with 
methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  MSD 
or  liver  disorders  could  lead  to  potentially  fatal  complica-  mfrtk 

tions  unless  properly  recognized  and  managed.  For  more  SKARf^ 

details  see  the  brief  summary  of  prescribing  information.  DOHME 

I 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


to  further 
simplify  therapy 
for  many  patients 

now  available 

ALDOMEr500mg 

(METHYLDOPA  I MSD) 


• often  more  practical  to  prescribe 

• easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


l.o-g 

daily 

dose 


1.5-g 

daily 

dose 


2.0-g 

daily 

dose 


NOTE:  Tablets  shown  are  not  actual  size. 


in  hypertension 

ALDOMET(methyldopaimsd) 

usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis:  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings):  hypersensitivity. 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa.  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem.  For  exam- 
ple. in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood 
At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  und  at  6 and  12  months  after  the  start  of 
therapy  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued  Usually  the  anemia  remits 
promptly  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped 
Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed 
Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions: 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reaction  or  unusual  manifestations  of  drug  idio- 
syncrasy 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks: 
possibility  of  fetal  injury  can  not  be  excluded 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery.  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites 


Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease.  Patients  may  require  reduced  doses  of 
anesthetics:  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Hypertension  has  recurred  after  dialysis  in  patients 
on  methyldopa  because  the  drug  is  removed  by  this 
procedure 

Adverse  Reactions:  Central  nervous  system . 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient:  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism.  Bell's  palsy,  involuntary 
choreoathetotic  movements:  psychic  disturbances, 
including  nightmares  and  reversible  mild  psychoses 
or  depression. 

Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris  Orthostatic  hypotension  (decrease  daily 
dosage)  Edema  (and  weight  gain)  usually  relieved 
by  use  of  a diuretic.  (Discontinue  methyldopa  if 
edema  progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention, 
constipation,  flatus,  diarrhea,  mild  dryness  of 
mouth,  sore  or  "black'  tongue,  pancreatitis, 
sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia  Leukopenia,  granulocytopenia,  throm- 
bocytopenia. 

Allergic:  Drug-related  fever,  skin  rash 
Other:  Nasal  stuffiness,  rise  in  BUN.  breast  enlarge- 
ment. gynecomastia,  lactation,  impotence, 
decreased  libido,  mild  arthralgia,  myalgia 
Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy:  in- 
creased dosage  or  adding  a thiazide  frequently 
restores  effective  control  Patients  with  impaired 
renal  function  may  respond  to  smaller  doses  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease:  this  may  be  avoided  by  lower  doses 
How  Supplied:  Tablets,  containing  125  mg 
methyldopa  each,  in  bottles  of  100:  Tablets,  contain- 
ing 250  mg  methyldopa  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000: 
Tablets,  containing  500  mg  methyldopa  each,  in 
single-unit  packages  of  100  and  bottles  of  100 
For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  informa 
tion.  Merck  Sharp  & Dohme,  Division  of  Merck  & 
Co.,  Inc..  West  Point,  Pa.  19486 
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Cellular  blue  nevus  is  a well-recognized  variant 
of  the  ordinary  blue  nevus.  Typically,  the  cellular 
blue  nevus  behaves  in  an  entirely  benign  fashion, 
but  a small  number  of  these  tumors  have  been  re- 
ported to  follow  a malignant  course  with  deep 
invasion  of  underlying  tissues  and  both  regional 
and  distant  metastases.  Most  of  these  have  had 
prolonged  survival  in  the  presence  of  demon- 
strated metastases,  reflecting  an  indolent  behavior 
of  the  malignant  blue  nevus  when  compared  with 
the  natural  history  of  the  typical  malignant  mela- 
noma. Rare  instances  of  aggressive  malignant 
blue  nevi  have  been  reported,  however,  and  we  are 
describing  a tumor  that  led  to  the  death  of  the  pa- 
tient within  three  years  of  its  first  appearance. 

Case  report 

Clinical  history.  A forty-five-year-old  male 
underwent  a resection  of  a protuberant  blue-black 
mass  measuring  1.3  cm.  in  diameter,  from  the  oc- 
cipital scalp;  it  had  been  present  for  one  year.  A 
histologic  diagnosis  of  cellular  blue  nevus  was 
made.  Eighteen  months  later  he  developed  an  en- 
larged cervical  node  which  contained  metastatic 
malignant  melanoma.  He  was  treated  with  radio- 
therapy and  chemotherapy,  but  died  six  months 
later  with  metastatic  malignant  melanoma  in  the 
lungs,  kidneys,  pancreas,  spleen,  thyroid,  heart, 
skin,  brain,  and  vertebrae. 

Histopathology.  The  original  biopsy  specimen 
consisted  of  a skin  ellipse  measuring  5 by  3 by  1.7 
cm.  with  a raised  pigmented  mass,  1.3  cm.  in  diam- 
eter, replacing  the  greater  portion  of  the  dermis 

* This  study  was  supported  in  part  by  an  American  Cancer 
Society  Clinical  Fellowship. 


FIGURE  1.  Malignant  blue  nevus.  Tumor  extends  from 
below  dermal-epidermal  junction  into  deep  dermis.  Dark- 
er staining  focus  in  lower  left  corresponds  to  histologically 
malignant  area. 

(Fig.  1).  Microscopically,  the  tumor  was  primarily 
composed  of  sheets  of  melanin  containing  spindle 
cells  (Fig.  2A),  but  in  its  deeper  portions  these 
spindly  cells  surrounded  nests  of  nevoid  cells  (Fig. 
2B).  Skin  appendages  and  nerve  bundles  were 
caught  up  in  the  tumor.  The  epidermis  was  nor- 
mal, and  the  tumor  did  not  extend  to  the  dermal- 
epidermal  junction.  In  the  deepest  area,  strands 
of  tumor  interdigitated  with  the  subcutaneous  fat 
and  dermis.  No  areas  of  necrosis  were  seen.  One 
rather  distinct  area  in  the  deepest  portion  of  the 
tumor  had  many  bizarre  vacuolated  cells  and  con- 
tained mitotic  figures  (Fig.  2C).  The  tumor  in  the 
cervical  lymph  node  had  an  appearance  similar  to 
this  nest  of  cells,  and  at  autopsy  there  was  a typi- 
cal focally-pigmented  malignant  melanoma. 

Comment.  Since  its  description  in  1906  by 
Tieche,1  the  blue  nevus  has  become  a well-known 
entity.  A less-common  variant  is  the  cellular  blue 
nevus,  described  by  Allen2  and  Masson,3  charac- 
terized by  increased  cellularity  and  a dual-cell 
population  of  nevoid  cells,  sometimes  having  a 
neuroid  or  sarcomatoid  appearance,  interlaced  by 
elongated  cells  with  bipolar  dendritic  processes 
laden  with  melanin.  Deeply  pigmented  phagocyt- 
ic chromatophores  are  found  as  the  core  of  the 
tumor.  Cracks  in  the  tumor  may  simulate  lym- 
phatic invasion,  and  areas  of  edema  and  cystic  de- 
generation may  also  be  seen.4  Typically,  the 
tumor  is  located  in  the  lower  dermis,  but  may  ap- 
pear higher.  The  deep  portion  is  described  as 
being  sharply  delineated  by  the  lowermost  portion 
of  the  dermis.  The  overlying  epidermis  is  charac- 
teristically normal,  although  instances  of  concur- 
rent junctional  nevus  have  been  seen.5  According 
to  Allen,2  about  50  per  cent  of  these  lesions  appear 
on  the  buttocks  and  dorsa  of  the  feet.  Whereas 
the  typical  blue  nevus  is  small  and  usually  less 
than  1 cm.  in  diameter,  cellular  blue  nevi  tend  to 
be  larger.  Dorsey  and  Montgomery,6  described  2 
which  exceeded  6 cm.  in  diameter,  and  Silverberg 
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FIGURE  2.  (a)  Spindly  component  containing  large  mela- 

nin-laden cells  comprised  greater  part  of  primary  lesion. 
Appearance  typical  of  cellular  blue  nevus  (hematoxylin 
and  eosin  stain  original  magnification  X250).  (B)  Nevoid 
component  seen  primarily  in  deeper  part  of  lesion  has 
band  of  cells  like  ordinary  dermal  nevus  (left  and  center) 
and  plump,  melanin-containing  and  clear  cuboidal  cells 
(right)  (hematoxylin  and  eosin  stain,  original  magnification 
X250).  (C)  Numerous  mitotic  figures  in  deeply  pigmented 
focus  shown  in  lower  left  of  Figure  1.  This  is  regarded  as 
evidence  of  fully  malignant  tumor  (hematoxylin  and  eosin 
stain,  original  magnification  X400). 


et  al ,7  reported  an  invasive  cellular  blue  nevus  ex- 
tending over  the  greater  portion  of  the  hair-bear- 
ing scalp. 

Masson3,8  proposed  a Schwannian  histogenesis 
for  these  tumors,  and  this  theory  is  supported  by 
recent  ultrastructural  studies  of  human  blue  nevi 


and  of  induced  tumors  in  hamsters  that  resemble 
cellular  blue  nevi.9  Mishima10  examined  4 cases 
of  cellular  blue  nevus  and  noted  that  the  heavily 
pigmented  bipolar  cells,  as  well  as  the  poorly  pig- 
mented Schwann-like  cells,  contain  melanosomes 
and  show  tyrosinase  activity,  suggesting  common 
derivation  from  melanoblastic  precursors. 

Malignancy  in  a cellular  blue  nevus  is  a contro- 
versial issue.  In  some  reviews,  cases  of  cellular 
blue  nevus  have  been  described  in  which  static  foci 
of  tumor  have  been  found  in  the  marginal  series  of 
the  regional  lymph  nodes;5,11,12  long-term  follow- 
up of  these  cases  has  failed  to  reveal  further  me- 
tastases.  It  is  postulated  that  in  these  cases,  the 
tumor  clumps  are  squeezed  into  the  vessels  and 
then  passively  transported  via  the  lymphatics  to 
the  regional  nodes,  rather  than  actively  infiltrating 
the  vessels  and  establishing  aggressive  metastases. 
Another  explanation  would  be  coincidental  nevus 
in  lymph  node,  as  described  by  Johnson  and  Hel- 
wig,13  and  by  Hart.14 

Until  1939,  9 cases  of  true  malignant  blue  nevus 
had  been  reported.  Of  these,  only  1,  described  by 
Stout,  was  accepted  by  Montgomery  and  Kahler.11 
Since  then,  however,  rare  cases  have  been  substan- 
tiated. Allen  and  Spitz5  described  6 cases  and 
outlined  the  following  criteria  for  malignancy:  (1) 
frequent  mitoses,  (2)  cellular  pleomorphism,  (3) 
hyperchromatism  of  the  nuclei,  (4)  focal  necrosis, 
and  (5)  marked  increase  in  the  epithelial  features 
with  respect  to  the  pigmented  spindly  foci.  It  was 
noted  that  in  these  cases,  areas  persisted  in  which 
residual  typical  blue  nevus  could  be  identified.  Of 
these  6 cases,  2 died  within  two  years  after  diagno- 
sis; 2 were  alive  with  metastases  in  the  regional 
nodes  two  and  ten  years  after  diagnosis;  and  1 was 
alive  six  years  after  excision  without  evidence  of 
metastases.  Dorsey  and  Montgomery6  reported 
that  2 cases  of  malignant  blue  nevus  with  groin 
metastases  were  in  good  health  three  and  thirteen 
years  after  diagnoses,  respectively.  By  1968,  Ro- 
driguez and  Ackerman12  accepted  only  12  cases, 
including  the  6 reported  by  Allen  and  Spitz.5 
These  include  a patient  with  a primary  scalp  lesion 
who  was  alive  after  six  years  with  multiple  skin 
and  lung  metastases,15  and  a malignant  excised 
blue  nevus  from  the  foot,  in  a black  person  who 
died  eight  years  later  with  widespread  metastases 
of  typical  malignant  melanoma.16  Subsequently, 
Merkow  et  a/.17  described  a cellular  blue  nevus  of 
the  back  that  had  been  present  from  birth  in  a 
thirty-year-old  woman;  it  was  then  repeatedly  ex- 
cised over  a period  of  four  years  with  eventual  de- 
velopment of  a large  tumor  with  local  node  metas- 
tases, multiple  skin  nodules,  and  invasion  into  the 
deep  musculature.  More  recently,  Hourihane18 
reported  another  case  of  malignant  blue  nevus  of 
the  foot  with  metastasis  to  an  inguinal  lymph 
node,  which  completely  replaced  the  normal  nodal 
structure.  Mishima10  found  that  both  cell  popula- 
tions of  2 malignant  blue  nevi  had  tyrosinase  ac- 
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tivity  and  possessed  melanosomes  by  electron  mi- 
croscopic examination.  He  concluded  that  amela- 
notic anaplastic  pigment  cells  show  a greater  po- 
tential for  malignant  behavior  than  do  melanotic 
ones,  and  the  cellular  blue  nevus  assumes  malig- 
nant growth  more  often  than  does  the  simple  blue 
nevus.  Finally,  it  should  be  noted  that  a large 
tumor  such  as  that  reported  by  Silverberg  et  al.,7 
which  did  not  give  rise  to  metastases  but  was  capa- 
ble of  penetration  into  the  brain  from  the  scalp, 
certainly  must  be  regarded  as  malignant. 

Conclusion 

The  several  cases  of  malignant  blue  nevi,  with 
prolonged  survival  in  the  presence  of  proved  me- 
tastases, tempt  one  to  assume  that  these  tumors 
will  follow  an  indolent  course,  different  from  typi- 
cal malignant  melanoma.  However,  the  lesion  we 
are  reporting,  although  demonstrating  a rather 
classic  picture  of  cellular  blue  nevus,  also  had  fea- 
tures suggesting  a malignant  condition,  including 
mitotic  figures,  cellular  vacuolization,  and  infiltra- 
tion of  subcutaneous  tissue.  The  aggressive  na- 
ture of  the  tumor  was  shown  by  the  clinical  course 
since  the  patient  died  with  widespread  metastases 
within  three  years  of  the  appearance  of  the  tumor. 
This  behavior  was  in  all  respects  like  that  of  malig- 
nant melanoma. 

This  example,  together  with  the  2 short-term 
survivors  cited  by  Allen  and  Spitz,5  should  certain- 
ly alert  pathologists  and  clinicians  that  not  all  cel- 
lular blue  nevi  act  in  an  indolent  fashion  and  that 
those  tumors  with  focal  features  of  malignant  mel- 
anoma, as  we  have  described,  should  be  regarded 
as  potentially  fully  aggressive  malignant  tumors. 

Summary 

Malignant  blue  nevus  is  a rare  neoplasm.  Al- 
most all  these  tumors  have  followed  a prolonged 
course  after  the  appearance  of  metastases.  An  un- 
usual case  of  malignant  blue  nevus  which  termi- 
nated in  death  due  to  widespread  metastases  with- 
in three  years  following  diagnosis  is  described, 


suggesting  that  those  tumors  with  focal  features  of 
malignant  melanoma  should  be  regarded  as  poten- 
tially fully  aggressive  malignant  tumors. 

Laboratory  of  Surgical  Pathology 
The  New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 
New  York,  New  York  10021 
(DR.  GRAY) 
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Gynecomastia  may  be  defined  as  benign  glandu- 
lar enlargement  of  the  male  breast.  It  occurs  com- 
monly during  two  periods  of  life:  at  birth,  due  to 
transplacental  issuance  of  estrogens,  and  at  puber- 
ty, where  the  cause  is  not  definitely  known  but 
where  it  may  be  caused  by  an  abundance  of  testic- 
ular androgens  and/or  estrogens  at  a time  when 
the  individual  is  undergoing  great  virilization.  At 
puberty,  the  majority  of  boys  will  have  some  de- 
gree of  either  unilateral  or  bilateral  breast  enlarge- 
ment. Gynecomastia  is  extremely  rare  in  prepub- 
ertal boys  (under  age  ten)  but,  if  present,  will  usu- 
ally subside  over  a period  ranging  from  a few 
weeks  up  to  two  or  three  years.  It  is  important,  if 
it  occurs  at  this  stage,  to  rule  out  androgen  pro- 
duction by  a testicular  or  an  adrenal  tumor,  both 
extremely  rare  occurrences.  The  presence  or  ab- 
sence of  signs  of  virilization  are  clinically  useful  in 
such  instances.1 

The  histologic  condition  of  the  normal  male 
breast  shows  a few 'scattered  ducts  with  low  cu- 
boidal  epithelium  and  strands  of  moderately  dense 
collagenous  tissue  in  the  interlobular  spaces  that 
support  these  ductal  elements.  The  periductal 
area  has  scanty  amounts  of  fiber-poor  connective 
tissue.  Two  general  patterns  of  gynecomastia  are 
seen:  the  first,  in  which  the  major  changes  are  in 
the  parenchymal  elements  and  in  which  ductal  hy- 
perplasia and  lobule  formation  are  prominent,  and 
the  second  in  which  the  major  changes  are  in  the 
interlobular  and  the  paraductal  tissue.  In  this  lat- 
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ter  type,  increases  in  the  dense  collagenous  fibers 
and  in  the  adipose  tissue  are  predominant,  al- 
though some  ductal  proliferation  may  also  be  seen 
in  this  type  of  change.  When  the  parenchymal 
changes,  ductal  hyperplasia  and  lobule  formation, 
are  predominant,  the  likely  causes  are  an  excess  of 
testosterone  or  estrogen  from  whatever  source 
and/or  an  excess  of  gonadotropin  production 
through  its  ability  to  stimulate  testosterone  pro- 
duction by  the  testis.  As  is  well  known,  testoster- 
one is  converted  in  vivo  to  estrogen,  and  it  is  the 
latter  which  is  primarily  causative  of  the  gyneco- 
mastia. When  the  stromal  changes  predominate 
(collagen  fibers  and  adipose  tissue),  prolactin  se- 
cretion from  the  anterior  pituitary  must  be  consid- 
ered etiologic,  but  unknown  causes  may  be  respon- 
sible as  well.  In  the  majority  of  cases  of  gyneco- 
mastia it  is  the  parenchymal  changes  which  pre- 
dominate. 

Clinical  conditions  in  the  postadolescent  and 
adult  male  associated  with  gynecomastia  include: 
(1)  hypergonadotropic  hypogonadism;  (2)  “refeed- 
ing” gynecomastia;  (3)  drug  therapy;  (4)  hyperthy- 
roidism and  juvenile  myxedema;  (5)  bronchogenic 
carcinoma;  (6)  Hodgkin’s  disease;  (7)  idiopathic 
tumors;  and  (8)  testicular  tumors.2 

Clinical  conditions 

Hypergonadotropic  hypogonadism.  Hyper- 
gonadotropic hypogonadism,  an  example  of  which 
is  Klinefelter’s  syndrome,  will  show  elevated  uri- 
nary gonadotropin  titers,  degrees  of  seminiferous 
tubule  failure,  decreased  Leydig  cell  function,  and 
varying  degrees  of  eunuchoidism,  azospermia, 
mental  abnormalities,  gynecomastia,  and  an  xxy 
chromosome  pattern  or  a variant  thereof.  The  gy- 
necomastia in  these  cases  is  usually  bilateral  and 
may  be  minimal,  requiring  biopsy  to  confirm  its 
presence.  The  cause  is  obscure,  but  it  may  be  in- 
creased prolactin  production  of  unknown  cause. 
The  hyperplasia  is  usually  of  the  interlobular  and 
paraductal  tissue,  and  it  is  not  the  ductal  hyper- 
plasia that  is  seen  with  excess  estrogen  or  testos- 
terone production.  In  these  cases,  there  is  some 
degree  of  excess  of  gonadotropin  produced  de- 
pending on  the  amount  of  decreased  testosterone 
production  by  the  abnormal  testis. 

“Refeedng”  gynecomastia.  Refeeding  gyne- 
comastia is  seen  during  the  recovery  phase  from 
generalized  malnutrition  or  from  severely  de- 
ranged metabolism  that  is  commonly  associated 
with  pulmonary  tuberculosis,  diabetes,  cirrhosis, 
heart  failure,  and  digitalis  therapy.  Its  occurrence 
during  the  recovery  phase  from  these  debilitating 
conditions  is  thought  to  be  because  pituitary  gona- 
dotropin secretion  is  decreased  with  malnutrition 
or  deranged  metabolism,  and  testicular  function  is 
therefore  quiescent  secondary  to  this  pituitary 
“shutdown.”  With  a return  to  normalcy  there  is 
an  increase  in  pituitary  gonadotropin  production 
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FIGURE  1.  Bilateral  gynecomastia  in  twenty-three-year- 
old  male  induced  by  interstitial  cell  tumor  of  testis. 

leading  to  an  increase  in  Leydig  cell  production  of 
testosterone  and  resultant  gynecomastia.  This 
condition  is  sometimes  called  a “second  puberty.” 

Drug  therapy.  Drug  therapy,  such  as  with  es- 
trogen, even  topically  applied,  will  produce  a duc- 
tal hyperplasia.  Testosterone,  administered  by 
any  route,  even  topically,  will  also  lead  to  a ductal 
hyperplasia.  It  should  be  noted  again  that  al- 
though testosterone  is  converted  by  the  body  to  es- 
trogen and  it  is  this  latter  which  primarily  pro- 
duces the  ductal  hyperplasia,  testosterone  itself 
that  is  not  converted  by  the  body  to  estrogen  may 
also  produce  a ductal  hyperplasia.  This  testoster- 
one-induced hyperplasia  will  be  a temporary  one 
that  will  usually  spontaneously  recede,  however. 
Drug  therapy  using  chorionic  gonadotropin, 
through  testicular  stimulation,  may  also  be  associ- 
ated with  gynecomastia.  Other  drugs,  such  as 
phenothiazine,  meprobamate,  hydroxyzine,  reser- 
pine,  and  spironolactone  have  been  known  to  pro- 
duce gynecomastia,  and  it  is  felt  that  the  possible 
mechanism  of  action  may  be  increased  release  of 
prolactin  secondary  to  the  drug  effect  on  the  mid- 
brain or  hypothalamus. 

Hyperthyroidism  and  juvenile  myxedema. 

Hyperthyroidism  and  juvenile  myxedema  have 
been  associated  with  gynecomastia,  and  the  patho- 
genesis of  this  disorder  is  poorly  understood.  It 
may  possibly  represent  a primary  increase  in  ante- 
rior pituitary  hormone  such  as  prolactin,  or  it  may 
represent  an  interruption  of  the  hypothalamic  pi- 
tuitary pathway  which  normally  inhibits  prolactin. 
Both  of  these  are  conjectural  at  this  time. 

Bronchogenic  carcinoma.  Bronchogenic  car- 
cinoma has  been  associated  with  gynecomastia, 
and  it  is  possible  that  a gonadotropin-like  secre- 
tion is  produced  by  the  lung  in  these  circum- 
stances. 

Testicular  tumors.  Of  most  interest  to  the 
urologist,  testicular  tumors  are  a not  uncommon 
cause  of  gynecomastia.  The  tumor  types  produc- 


FIGURE  2.  Microscopic  section  of  tumor  showing  large 
polyhedral  cells  with  granular  cytoplasm  and  vesicular  nu- 
clei. No  cellular  anaplasia  is  noted  (hematoxylin  and  eosin 
stain,  original  magnification  X 400). 

ing  gynecomastia  are  pure  choriocarcinoma,  which 
is  extremely  rare,  mixed-cell  tumor  consisting  of 
choriocarcinoma  and  embryonal-cell  carcinoma 
(less  than  1 per  cent  of  testis  tumors),  and  intersti- 
tial cell  tumors.  These  interstitial  cell  tumors 
comprise  less  than  3 per  cent  of  all  testis  tumors 
and  are  benign  more  than  90  per  cent  of  the  time, 
although  the  final  determination  of  benignity  is  a 
histologic  one  following  removal  of  the  surgical 
specimen.  Five  to  10  per  cent  of  the  time  they  are 
bilateral.3  The  gynecomastia  in  these  patients  is 
caused  by  the  excess  production  of  testosterone, 
which  is  converted  in  vivo  to  estrogen  which  in 
turn  acts  on  the  breast  tissue  to  produce  a ductal 
hyperplasia.  Radical  orchiectomy  is  indicated  in 
these  patients  inasmuch  as  benignity  or  malignan- 
cy of  the  tumor  cannot  be  determined  except  his- 
tologically. 

Case  report 

A twenty-three-year-old  white  male  was  seen  in 
consultation  because  of  a unilateral  gynecomastia 
of  eighteen  months’  duration  and  a bilateral  gyne- 
comastia of  one  year’s  duration  (Fig.  1).  Inas- 
much as  testicular  tumor  was  not  considered  in  the 
possible  etiology  of  the  gynecomastia,  the  referring 
physician  had  apparently  never  palpated  the  pa- 
tient’s testes.  On  physical  examination,  a firm 
nontender  area  was  palpable  in  the  upper  pole  of 
the  left  testis  measuring  1 to  2 cm.  The  epididy- 
mis was  normal.  The  contralateral  testis,  penis, 
pubic  hair  distribution,  and  general  body  habitus 
were  all  felt  to  be  entirely  normal.  Excretory  uro- 
gram and  laboratory  work,  including  electrolytes, 
plasma  cortisol,  and  serum  testosterone  were  all 
within  normal  limits.  Gonadotropin  and  estrogen 
levels  were  not  done.  Of  significance  was  the  ele- 
vated 17-ketosteroid  level  of  32.5  mg.  per  twenty- 
four  hours  with  the  range  of  normal  being  10  to  21 
mg.  per  twenty-four  hours. 

A radical  orchiectomy  was  performed,  and  a dis- 
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creet  well-encapsulated  yellow-brown  tumor  meas- 
uring 2 by  2 cm.  was  found  in  the  upper  pole  of 
the  testis.  Histologically  the  tumor  was  composed 
of  large  polyhedral  cells  with  granular  cytoplasm 
and  vesicular  nuclei  (Fig.  2).  In  some  sections, 
neoplastic  cells  were  arranged  in  columns  and 
cords  separated  by  a thin,  moderately  vascularized 
connective  tissue.  No  cellular  anaplasia  was 
noted.  Spermatogenesis  was  present  in  some  ad- 
jacent seminiferous  tubules.  The  tumor  was  con- 
sidered benign.  One  year  postoperatively  the  pa- 
tient’s gynecomastia  had  receded  to  less  than  half 
of  its  preoperative  size,  and  the  patient  was  con- 
tent with  his  appearance  and  did  not  feel  that  any 
additional  plastic  surgical  reduction  in  the  size  of 
the  gynecomastia  was  indicated.  His  17-ketoste- 
roid  levels  were  within  normal  limits. 

Summary 

Gynecomastia  is  seen  most  commonly  in  normal 
puberty  or  in  the  presence  of  Klinefelter’s  syn- 
drome. It  is  very  rare  before  puberty  except  in 
the  neonatal  period,  and  when  found  in  the  prepu- 
bertal period  it  is  likely  idiopathic;  it  may,  how- 
ever, be  an  adrenal  or  a Leydig  cell  tumor,  and 
these  should  be  considered.  When  present  in  the 


adolescent  or  the  adult  the  objective  is  to  detect  a 
serious  lesion  that  may  be  etiologic,  and  such  de- 
tection will  call  for  x-ray  film  studies  of  the  sella 
turcica  and  of  the  lungs  as  well  as  an  assay  of  the 
plasma  estrogens  and  testosterone  and  the  pitu- 
itary gonadotropins  (follicle-stimulating  hormone 
and  luteinizing  hormone  assays).  Urine  17-keto- 
steroid  levels  are  also  indicated.  Once  the  cause 
of  the  gynecomastia  has  been  found  and  corrected, 
an  appropriate  waiting  period  of  six  to  twelve 
months  is  appropriate  to  see  whether  or  not  there 
is  spontaneous  resolution  of  the  gynecomastia,  and 
surgical  removal  of  the  excess  breast  tissue  may  be 
considered  if  it  does  not  occur  within  this  time  pe- 
riod. 

Medical  University  of  South  Carolina 
Charleston,  South  Carolina  29401 
(DR.  ROUS) 


References 

1.  Hussey,  H.  H.:  Gynecomastia,  J.A.M.A.  228:  1423  (June 
10)  1974. 

2.  Williams,  R.  H.,  Ed.:  Textbook  of  Endocrinology,  4th 
ed.,  Philadelphia,  W.  B.  Saunders  Company,  1968,  p.  446. 

3.  Mostofi,  F.  K.,  and  Price,  E.  B.,  Jr.:  Tumors  of  the  male 
genital  system,  Washington,  D.C.,  Armed  Forces  Institute  of 
Pathology,  Fascicle  8,  1973,  p.  91. 


EVEN  ANTEDATING  ACUPUNCTURE 


. The  patient  will  require  a number  three  anesthetic  . . .” 
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The  aim  of  this  report  is  to  describe  an  anatomic 
variant  of  the  coronary  arterial  system  in  man. 
The  descending  septal  artery  is  a little-known  ar- 
tery which  helps  supply  the  interventricular  sep- 
tum both  in  man  and  animals.  This  vessel  may 
assume  importance  as  a source  of  anastomotic 
blood  with  diseased  coronary  arteries  and,  indeed, 
may  itself  be  diseased. 

Case  report 

A fifty-five-year-old  white  male  with  a classical 
history  of  angina  pectoris  related  to  activity  was 
admitted  to  the  hospital.  He  also  complained  of 
epigastric  pain  with  radiation  into  the  chest  re- 
lieved by  elixir  of  belladonna  (Donnatol)  and  an 
antacid  preparation  (Maalox).  Blood  pressure, 
chest  roentgenograms,  cholesterol,  blood  urea  ni- 
trogen, and  urinalysis  findings  were  normal.  Elec- 
trocardiogram reading  was  normal  on  admission, 
although  one  episode  of  slow  ventricular  tachycar- 
dia during  a six-hour  Avionics  recording  period 
was  noted.  An  upper  gastrointestinal  series  re- 
vealed a small,  probably  benign,  ulcer  crater  on 
the  lesser  curvature.  He  was  treated  for  his  ulcer 
disease  for  six  weeks,  and  readmitted  because  of 
continuing  angina  pectoris  for  aortocoronary  by- 
pass surgery. 

A coronary  angiogram  was  performed  during  the 
first  admission,  via  percutaneous  catheterization 
of  the  right  femoral  artery  with  Ducor-type1  cathe- 
ters selectively  manipulated  into  each  coronary  ar- 
tery orifice  and  into  the  anomalous  vessel  (Fig.  1). 
The  cine  and  large-film  angiograms  showed  recon- 
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stitution  of  the  distal  portion  of  an  occluded  right 
coronary  artery  by  collaterals  from  the  anomalous 
vessel,  although  the  most  effective  collateralizati- 
on arose  from  the  left  anterior  descending  coro- 
nary artery.  The  main  branch  of  the  circumflex 
coronary  artery  was  also  occluded,  but  reconsti- 
tuted distally  by  extensive  collaterals  from  the  an- 
terior descending,  and  particularly  from  the  atrial 
branches  of  the  proximal  right  coronary  artery. 
The  left  ventricle  was  normal  in  size  with  hypo- 
kinetic contractions  along  the  posterior  diaphrag- 
matic walls.  There  were  no  complications  of  the 
procedure.  Unfortunately,  we  cannot  correlate 
the  electrocardiogram  with  the  contrast  injection 
into  the  anomalous  vessel.  The  left  ventricular 
pressures  prior  to  the  angiogram  were  about  120/5 
mm.  Hg.  During  the  second  admission,  a saphe- 
nous vein-aortic  bypass  graft  to  the  main  right  cor- 
onary artery  was  performed.  The  root  of  the  aorta 
was  not  explored  during  surgery.  Two  weeks  fol- 
lowing the  aortocoronary  bypass  surgery,  we  restud- 
ied the  patient,  found  an  occluded  graft,  and  the 
same  status  of  the  descending  septal  artery.  The 
patient  no  longer  complained  of  chest  pain. 

Comment 

The  descending  septal  artery  most  often  arises 
close  to  the  right  coronary  orifice,  or  as  a branch  of 
the  right  coronary  artery,  and  descends  through 
the  superior  septum,  sending  branches  to  parts  of 
the  crista  supraventricularis.  It  enters  and 
supplies  the  interventricular  septum  for  varying 
distances;  both  its  size  and  distribution  are  vari- 
able. It  is  different  from  the  other  septal  arteries, 
which  arise  from  the  left  anterior  descending  or 
the  posterior  descending  arteries  which  run  diago- 
nally, parallel  to  the  base  of  the  heart.1 

According  to  Rodriguez,  Robbins,  and  Ban- 
asiewicz,1  it  is  an  inconstant  branch  present  in  51 
of  the  427,  12  per  cent,  human  hearts  they  dissect- 
ed. Campbell2  showed  an  incidence  of  20  per 
cent,  all  of  his  examples  originating  from  the  right 
coronary  artery.  He  was,  incidentally,  the  first  to 
describe  this  branch  vessel.  There  is  no  associa- 
tion with  a right  or  left  preponderant  system,  nor 
with  the  presence  or  absence  of  a conus  artery.1  It 
has  also  been  named  the  superior  septal  artery, 
and  the  ramus  cristae  supraventricularis.3  From 
its  origin,  size,  course,  and  distribution  we  believe 
that  we  have  angiographically  demonstrated  the 
vessel  described,  but  lack  absolute  confirmation. 

Since  the  descending  septal  artery  lies  between 
the  left  anterior  and  the  posterior  descending  left 
or  right  coronary  arteries,  it  is  therefore  a poten- 
tial source  of  important  collateral  anastomosis  to 
either  or  both.  It  may  be  in  close  proximity  to 
part  of  the  neuromuscular  system  in  the  septum. 
We  could  find  no  reference  to  the  in-vivo  demon- 
stration of  this  vessel  in  man  although  it  has  been 
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FIGURE  1.  Cine  frames,  angiograms.  (A)  Catheterization  and  opacification  of  right  coronary  artery  with  patient  in  left 
anterior  oblique  position.  Artery  occluded  (arrow)  just  distal  to  origin  of  sinus  node  artery.  (B)  Descending  septal  artery 
arising  from  right  coronary  cusp  with  patient  in  same  position  as  (A).  Numerous  branches  coursing  in  muscular  septum; 
vascular  “blush"  of  septum  evident. 


well  described  in  postmortem  specimens  in  the 
human  and  many  other  animal  species. 1,4,5 

Primary  anomalies  of  the  coronary  arteries  are 
usually  fortuitously  detected  during  life,  except  for 
the  anomalies  which  cause  shunts  or  electrocardio- 
graphic changes  such  as  arteriovenous  fistula  and 
anomalous  origin  of  the  coronary  artery  from  the 
pulmonary  artery.  The  frequency  of  minor  anom- 
alies is  therefore  hard  to  evaluate.  There  is  no  ad- 
equate text  or  publication  on  the  subject.  With 
ever-increasing  coronary  angiography,  there  will 
probably  be  an  increasing  number  of  cases  re- 
ported. It  is  probably  also  logical  to  assume  that 
some  of  the  anomalous  or  accessory  vessels  may 
play  an  important  role  in  the  etiology  and  localiza- 
tion of  symptoms,  and  in  the  development  of  col- 
laterals in  ischemic  heart  disease.  They  may 
prove  to  be  vital  to  the  surgeon’s  understanding  of 
the  coronary  anatomy  prior  to  shunt  procedures, 
congenital  heart  defect  correction,  or  coronary 
perfusions. 


Summary 

We  have  demonstrated  in  man  the  descending 
septal  coronary  artery,  a single  anomalous  vessel 
supplying  blood  to  the  interventricular  septum. 
This  vessel  represents  another  source  of  possible 
collateral  blood  supply,  and  may  be  itself  involved 
in  arteriosclerotic  disease. 
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The  term  “developmental  cataracts”  is  proba- 
bly more  appropriate  than  the  usual  name  “con- 
genital cataracts,”  since  many  of  these  lens  opaci- 
ties are  not  present  at  birth  but  are  the  result  of 
processes  hereditarily  determined,  or  else  having 
their  inception  in  utero.  This  more  liberal  classi- 
fication would  allow  us  to  include  cataracts  which 
would  be  associated  with  any  disease  process 
which  is  either  inherited  or  contracted  during  ges- 
tation and  manifests  itself  relatively  early  in  life. 

It  is  interesting  to  note  the  gradual  change  in 
the  etiology  of  congenital  cataracts.  In  1959, 
Francois1  was  able  to  establish  the  cause  of  the 
congenital  cataract  in  70  out  of  217  cases  of  large- 
lens  opacities.  In  45  cases  there  was  a hereditary 
factor;  in  12,  rubella;  in  6,  toxoplasmosis;  and  in  2, 
galactosemia.  The  remainder  were  individual  in- 
stances. Ten  years  later  Hull2  reviewed  207  chil- 
dren suffering  from  cataracts  and  was  able  to  es- 
tablish an  etiology  or  associated  disease  in  96. 
Doctor  Hull  found  rubella  to  be  present  in  68 
cases;  there  were  6 cases  of  Down’s  Syndrome,  2 of 
ocular  cerebrorenal  syndrome,  5 of  galactosemia,  7 
cases  of  hereditary  involvement,  and  2 cases  of 
toxoplasmosis.  The  remainder  were  individual  in- 
stances. 

There  are  two  interesting  comparisons  in  these 
series  separated  by  ten  years.  The  first  I would 
feel  is  that  Francois1  has  an  approximately  30  per 
cent  etiologic  association  in  his  cataract  study, 
whereas  ten  years  later  Hull2  is  able  to  give  an  ap- 
proximately 45  per  cent  etiologic  classification  of 
the  cataracts.  Second,  although  these  series  were 
done  from  a slightly  different  viewpoint,  it  is  inter- 
esting to  find  that  Francois’  predominant  relation- 
ship was  hereditary  and  secondarily  rubella, 
whereas  Hull’s  predominant  relationship  is  over- 
whelmingly associated  with  rubella  while  family 
history  appears  to  be  quite  a way  down  the  line. 

Presented  at  the  168th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Oph- 
thalmology, February  24,  1974. 


Two  cases  exemplify  the  search  for  etiology  in 
developmental  cataracts.  The  first  case  is  of  a de- 
velopmental cataract  in  a young  male,  associated 
with  hypoglycemic  episodes.  The  second  is  the 
case  of  a congenital  cataract  in  an  infant  born  to  a 
mother  who  had  been  on  relatively  high  doses  of 
steroids  throughout  pregnancy. 

Case  report 

Case  1.  A normal  white  male  was  7 pounds,  9 
ounces  at  birth  and  had  a noncomplicated  deliv- 
ery. The  mother  did  have  a spastic  colon  during 
pregnancy,  and  she  had  a gastrointestinal  series 
performed  before  or  early  in  pregnancy;  she  is  not 
quite  sure.  Physical  examination  at  birth  gave 
normal  findings.  At  approximately  four  months 
of  age  the  child  had  a seizure  at  8:00  A.M.  which 
consisted  of  whimpering  and  grasping;  his  hands 
were  twitching.  Physical  examination  at  that 
time  showed  no  abnormality.  Electroencephalo- 
gram findings  were  normal.  Laboratory  work,  in- 
cluding blood  sugar,  cerebrospinal  sugar,  tests  for 
amino  acids,  and  various  metabolic  test  results 
were  entirely  negative.  Skull  x-rays  film  findings 
were  negative. 

At  two  years  of  age  the  child  was  readmitted  for 
poor  motor  and  language  development  and  inter- 
mittent seizures.  At  this  time  he  exhibited  slow 
development,  could  not  walk  alone,  finger  fed  him- 
self, and  could  only  speak  a few  words.  Physical 
findings  at  this  time  disclosed  cataracts  which 
were  nuclear  in  each  eye  and  some  spasticity  of  the 
legs.  On  the  second  day  of  admission  his  fasting 
blood  sugar  was  9 mg.  per  100  ml.  with  a cerebro- 
spinal sugar  of  1 mg.  per  100  ml.  He  had  a posi- 
tive response  to  glucagon  after  being  fed  a keto- 
genic,  and  was  diagnosed  as  having  ketogenic  hy- 
poglycemia. Subsequently  he  was  placed  on  a diet 
with  adequate  carbohydrates  and  intermittent 
snacks,  and  has  progressed  quite  well  since  that 
time.  Cataract  extractions  were  performed,  and 
the  present  vision  is  small  objects  at  20  feet. 

Case  2.  A white  male  child  who  weighed  6 
pounds,  8 ounces  at  birth,  was  the  product  of  a 
full-term  gestation  period;  his  mother  had  received 
relatively  high  doses  of  prednisone  varying  from  15 
to  60  mg.  daily  throughout  pregnancy  for  regional 
enteritis.  At  approximately  two  to  three  months 
of  age  it  was  noticed  that  his  vision  was  limited. 
On  examination  he  was  found  to  have  dense  nucle- 
ar cataracts  in  each  eye. 

A hospital  workup  at  this  time  revealed  the  only 
positive  physical  findings  to  be  the  cataracts  pres- 
ent bilaterally.  The  eyes  appeared  of  normal  size; 
the  corneas  were  clear,  the  peripheral  retina  ap- 
peared to  have  a good  reflex,  and  some  minimal 
details  could  be  seen.  However,  none  of  the  poste- 
rior pole  was  visible.  Studies  at  this  time  for  any 
metabolic  disturbances,  including  amino  acid,  glu- 
cose, or  galactose  errors,  gave  completely  negative 
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results.  The  only  positive  finding  was  a rubella 
titer  of  1:8,  the  lowest  dilution  tested  for  at  this  in- 
stitution; urine  culture  disclosed  no  rubella  virus. 
The  child  had  subsequent  cataract  aspirations  and 
appears  to  be  doing  fairly  well.  The  posterior  pole 
appears  to  be  within  normal  limits. 

Comment 

The  first  case  reviewed  is  an  example  of  devel- 
opmental cataracts  associated  with  hypoglycemia 
in  infancy.  This  is  now  an  accepted  but  ill-de- 
fined entity.  In  1964  Scheie  et  al .3  first  brought 
to  our  attention  the  association  of  eye  abnormality 
in  infants  with  hypoglycemia.  In  1971  Merin  and 
Crawford4  reviewed  400  cases  of  congenital  cata- 
ract for  indications  of  hypoglycemia  and  found  13 
cases  that  would  fit  the  qualifications.  In  1972 
Grunt  and  Howard5  reported  on  54  cases  of  keto- 
genic  hypoglycemia  and  found  that  9 of  these  had 
cataracts.  It  is,  therefore,  reasonable  to  say  that  a 
number  of  congenital  or  developmental  cataracts 
are  hence  secondary  to  hypoglycemia  and  that 
some,  but  not  all,  hypoglycemia  in  children  is  asso- 
ciated with  cataracts,  and  this  may  be  more  pre- 
dominant in  cases  of  ketogenic  hypoglycemia. 

The  characteristics  of  this  disease  seem  to  be 
that  it  is  more  often  seen  in  males  of  low  birth 
weight  whose  symptoms  include  either  an  early 
morning  seizure  and/or  some  evidence  of  general 
retardation.  Physical  examination  may  reveal  re- 
tardation with  neurologic  symptoms  and  evidence 
of  cataracts.  A blood  sugar  of  under  30  mg.  per 
100  ml.  finalizes  the  diagnosis. 

The  second  case  is  that  of  congenital  cataracts 
associated  with  maternal  use  of  steroids  through- 
out pregnancy.  This  child  appeared  perfectly  nor- 
mal except  for  the  congenital  cataracts.  All  labo- 
ratory examination  results  for  metabolic  disease 
and  infectious  disease  were  negative  except  for  the 
very  low  titer  for  rubella.  This  is  considered  nor- 
mal at  five  months  of  age  in  approximately  45  per 
cent  of  individuals.  Also,  the  fact  that  there  was 
no  virus  recoverable  from  the  urine,  and  that  the 
child  had  no  associated  abnormalities,  leads  us  to 
discount  the  factor  of  possible  rubella,  although 
this  cannot  be  completely  eliminated.  Even 


though  prolonged  ingestion  of  steroids  is  known  to 
be  associated  with  the  development  of  cataracts, 
we  were  not  able  to  find  reports  of  congenital  cata- 
ract in  human  beings  associated  with  maternal  ste- 
roid ingestion. 

Recent  work  by  Rogoyski  and  Trzcinska-Da- 
browska6  in  mice  has  shown  a relatively  high  inci- 
dence of  corticosteroid-induced  cataract  in  the 
mouse  fetus  when  maternal  injections  of  hydrocor- 
tisone are  used.  Beitins  et  al.7  have  also  recently 
demonstrated  that  there  can  be  transplacental 
passage  of  prednisone  and  prednisolone  in  preg- 
nancy. 

Therefore,  although  we  were  unable  to  find  defi- 
nite cases  of  developmental  cataracts  due  to  ma- 
ternal steroids  in  human  beings,  it  is  accepted  that 
steroid  use  is  associated  with  cataracts  after  pro- 
longed ingestion.  There  is  also  laboratory  evi- 
dence that  steroids  can  cross  the  placental  barrier, 
and  animal  evidence  that  maternal  steroid  inges- 
tion is  associated  with  a high  incidence  of  fetal  cat- 
aract. 

Summary 

A partial  review  of  the  etiologies  of  developmen- 
tal cataract  or  congenital  cataract  is  presented. 
Two  individual  cases,  one  of  association  with  hy- 
poglycemia and  the  other  of  possible  association 
with  maternal  ingestion  of  steroids,  are  reported. 

85  High  Street 
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It  is  well  known  that  many  “abnormal”  appear- 
ances of  a kidney  on  an  intravenous  urogram  may 
represent  a variation  of  the  normal.  For  a patient 
to  undergo  surgical  exploration  and  possible  ne- 
phrectomy for  “nondisease”  is  a most  unfortunate 
occurrence  which  the  radiologist  must  strive  to 
prevent.  Felson  and  Moskowitz1  have  aptly  dis- 
cussed the  regenerating  renal  parenchymal  nodule 
and  its  simulation  of  tumor.  King,  Friedenberg, 
and  Tena2  reported  on  renal  pseudotumor  with 
particular  attention  to  invaginated  columns  of 
Bertin.  Both  studies  counsel  extreme  caution  in 
interpretation  of  renal  masses  especially  if  there  is 
a distinct  blush  during  the  nephrographic  phase 
and  no  evidence  of  abnormal  vessels  or  early  ve- 
nous filling  during  arteriography,  even  in  the  pres- 
ence of  calyceal  distortion. 

Variations  in  contour  of  the  kidney  also  present 
a challenge  to  the  radiologist.  In  particular,  the 
“dromedary”  left  kidney  or  splenic  hump  is  a fre- 
quent normal  variant  which  can  simulate  tumor. 
The  splenic  hump  is  a bulge  in  the  lateral  aspect  of 
the  left  kidney  close  to  the  transverse  midline  (Fig. 
1).  Multiple  variations  of  contour  exist  as  have 
been  described  previously,  but  they  are  all  essen- 
tially quite  similar.  The  exact  cause  is  unknown, 
but  it  is  not  unreasonable  to  assume  that  it  is  re- 
lated to  splenic  pressure  on  the  kidney  during  em- 
bryologic  development.  “If  unrecognized,  this  de- 
formity may  easily  be  mistaken  for  a cyst  or  even  a 
malignant  tumor,”  warns  Frimann-Dahl3  in  his  ex- 
cellent discussion  of  variations  of  the  left  kidney. 
Harrow  and  Sloane4  coined  the  term  “dromedary 
kidney,”  and  they  also  caution  against  misinter- 
pretation of  this  normal  variant. 

Two  recent  cases  have  reminded  us  of  the  other 
side  of  the  coin,  that  neither  may  we  be  entirely 


FIGURE  1.  Schematic  diagram  of  typical  appearance  of 
splenic  hump:  one  of  multiple  possible  variations.  S = 
spleen,  K = left  kidney,  and  unlabeled  arrow  indicates 
splenic  hump. 


FIGURE  2.  Case  1 . (A)  Anteroposterior  view  of  left  kid- 
ney during  intravenous  urogram.  Lateral  renal  margin 
partially  obscured  by  bowel  gas. 
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(B)  Oblique  view  during  same  study  shows  lobulation  of  lat- 
eral contour  but  normal-appearing  parenchyma,  consis- 
tent with  splenic  hump. 


complacent  about  a lobulation  of  the  left  kidney. 
As  unfortunate  as  it  is  to  operate  on  a normal  kid- 
ney, it  is  at  least  equally  so  to  dismiss  the  patho- 
logic condition  as  a normal  variation  and  accord- 
ingly lose  the  opportunity  to  institute  early  thera- 
py- 

Case  reports 

Case  1.  An  intravenous  urogram  was  per- 
formed on  this  fifty-two-year-old  white  male  be- 
cause of  urinary  dribbling  and  nocturia  (Fig.  2). 
The  lateral  border  of  the  left  kidney  was  partially 
obscured  by  bowel  gas  on  the  anteroposterior  view, 
and  the  oblique  appeared  to  demonstrate  a splenic 
hump.  However,  routine  tomography  at  the  time 
of  the  excretory  urogram  suggested  a mass  of  the 
lateral  margin  rather  than  lobulation.  Nephroto- 
mography demonstrated  this  to  be  a thin-walled, 
clearly  marginated,  homogeneous,  avascular  mass 
consistent  with  a simple  cyst. 


(C)  Tomographic  section  during  same  study  demonstrating 
lobulated  appearance  is  actually  secondary  to  mass  which 
is  relatively  avascular. 


(D)  Nephrotomographic  section  demonstrating  mass  to  be 
avascular  cyst  with  thin  wall. 
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Case  2.  This  sixty-eight-year-old  white  male 
was  admitted  to  Columbia-Presbyterian  Medical 
Center  for  evaluation  of  fever  of  unknown  origin 
(Fig.  3).  An  intravenous  urogram  was  performed 
and  demonstrated  lobulation  of  the  lateral  aspect 
of  the  left  kidney  which,  on  the  routine  films, 
looked  like  a splenic  hump.  However,  the  tomo- 
graphic sections  obtained  during  the  same  study 
suggested  that  the  lobulated  appearance  was  sec- 
ondary to  a mass.  Nephrotomography  corrobo- 
rated this  finding,  demonstrating  a sharply  cir- 
cumscribed avascular  mass,  but  without  a definite 
thin  wall.  Since  this  lesion  did  not  strictly  fulfill 
the  nephrotomographic  criteria  of  a simple  cyst, 
arteriography  was  performed  and  was  consistent 
with  the  diagnosis  of  a simple  cyst.5 

Comment 

In  each  of  these  cases  the  left  renal  contour  ap- 
peared similar  to  that  of  a dromedary  kidney  and 
might  have  been  dismissed  as  a normal  variant. 
However,  at  Squier  Urological  Clinic,  renal  tomog- 
raphy is  performed  as  a routine  part  of  intrave- 
nous urography.  In  both  cases  it  was  the  tomogra- 
phic sections  that  enabled  distinction  between  a 
normal  variant  and  a pathologic  finding  and  re- 
sulted in  the  appropriate  diagnostic  procedures. 
Fortunately,  both  lesions  were  simple  cysts  but 
they  might  well  have  been  more  serious. 

Therefore,  a cautious  approach  to  a dromedary 


kidney  is  recommended.  That  is,  if  during  an  in- 
travenous urogram  a prominent  lobulation  of  the 
left  lateral  renal  contour  is  demonstrated,  then  to- 
mographic sections  of  the  kidney  should  be  ob- 
tained if  this  is  not  already  part  of  the  routine  ex- 
amination. If  these  sections  demonstrate  a 
smooth  lobulation  of  normal-appearing  paren- 
chyma then  one  can  be  much  more  confident  with 
the  diagnosis  of  dromedary  kidney.  If,  however, 
the  tomographic  sections  suggest  a mass  lesion  or 
demonstrate  lucency  or  mottling  of  the  paren- 
chyma, then  further  evaluation  is  indicated.  Our 
regimen  at  the  Squier  x-ray  department  is  a 
nephrotomogram  as  the  next  diagnostic  procedure, 
followed  by  ultrasonography  and  arteriography  if 
indicated. 

Conclusions 

Just  as  a cyst  of  neoplasm  may  be  simulated  by 
a dromedary  left  kidney,  so  can  the  reverse  be 
true.  A cautious  approach  including  tomography 
at  the  time  of  the  excretory  urogram  is  recom- 
mended in  the  evaluation  of  a left  kidney  with 
what  appears  to  be  a splenic  hump. 

901  23rd  Street  N.W. 

Washington.  D.C.  20037 

(DR.  McCLENNAN) 
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PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a revie w of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
l the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother’s 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  slopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted 
Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  8G5— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 ,000. 

No.  806— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
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Clostridial  infections  of  the  heart  are  extremely 
rare.  Direct  spread  of  infection  to  the  pericar- 
dium from  infected  chest  wounds  was  seen  in 
World  War  I,  resulting  in  clostridial  pericarditis. 

The  organisms  may  spread  via  the  blood  stream 
to  the  heart  from  an  already  existing  focus  of  gas 
gangrene,  or  from  an  infected  wound  containing 
clostridia,  but  not  showing  any  evidence  of  myone- 
crosis. Such  metastatic  gas  gangrenous  lesions 
can  develop  in  the  heart,  even  in  the  absence  of  de- 
monstrable septicemia.1  The  most  common  etio- 
logic  agent  of  gas  gangrene,  Clostridium  perfrin- 
gens,  requires  devitalized,  anoxic  tissue  for  devel- 
opment of  infection.  Since  these  criteria  are  ful- 
filled in  cases  of  myocardial  infarction,  it  is  sur- 
prising that  C.  perfringens  infections  of  the  heart 
are  not  seen  more  frequently. 

The  following  case  is  an  example  of  a metastatic 
clostridial  infection  of  a myocardial  infarct  with 
multiple  abscess  formation,  one  of  which  perforat- 
ed, resulting  in  purulent  pericarditis  and  death. 

Case  report 

A sixty-seven-year-old  Caucasian  female  was 
admitted  to  St.  Luke’s  Hospital  in  March,  1971, 
with  a complaint  of  severe  pain  in  the  right  foot  of 
twelve  days’  duration.  The  foot  had  become  red 
and  swollen  over  the  past  three  days. 

She  had  20  previous  admissions  to  the  hospital 
over  the  past  five  years  for  management  of  diabe- 
tes mellitus,  hypertension,  and  congestive  heart 
failure.  She  had  been  diabetic  for  the  past  thirty- 
six  years  and  took  30  units  of  NPH  insulin  per 
day.  Past  history  included  ovarian  cystectomy  in 
1941,  dilatation  and  curettage  in  1947,  surgery  for 
an  abscess  of  the  abdominal  wall  in  1966,  and  lum- 
bar sympathectomy  for  treatment  of  gangrene  of 
the  right  foot  in  January,  1971.  A right  femoral 
anteriogram  done  on  March  8,  1971,  revealed  ex- 


tensive atherosclerosis  of  the  deep  femoral  artery, 
the  popliteal  artery,  the  origins  of  the  anterior  and 
posterior  tibial  arteries,  and  nonvisualization  of 
the  peroneal  artery. 

Physical  examination  on  admission  revealed  an 
adequately  nourished,  pale  female  who  was  not  in 
any  acute  distress.  Her  pulse  was  80  per  minute 
and  regular,  blood  pressure  170/90  mm.  Hg,  respi- 
ration 22  per  minute,  and  temperature  98°F.  Her 
heart  sounds  were  of  normal  quality,  and  there 
were  no  murmurs  or  gallops.  The  breath  sounds 
were  diminished  at  both  lung  bases.  The  liver  was 
palpable  3 fingers  below  the  right  costal  margin. 
The  spleen  was  not  palpable.  Neurologic  exami- 
nation findings  were  within  normal  limits.  The 
right  foot  was  swollen  and  tender  with  an  ulcer 
present  over  the  lateral  aspect  involving  the  fifth 
toe  and  extending  2 inches  proximally  over  the 
head  of  the  metatarsal  bone.  Arterial  pulsations 
could  not  be  felt  in  the  dorsal  pedis  and  posterior 
tibial  artery  of  both  legs.  The  clinical  impres- 
sion was  cellulitis  of  the  right  foot  and  uncon- 
trolled diabetes  mellitus. 

On  admission,  urinalysis  showed  albuminuria 
and  glycosuria,  and  a constantly  elevated  BUN 
(blood  urea  nitrogen)  had  been  noted  in  all  previ- 
ous admissions.  Sequential  multiple  analyzer  12 
survey  revealed  a blood  sugar  of  280  mg.  per  100 
ml.  Her  hemoglobin  was  9.4  Gm.  with  a hemato- 
crit of  29.4.  She  was  treated  with  continuous  sa- 
line soaks  to  the  right  foot  and  polycillin,  500  mg. 
every  six  hours.  Two  weeks  after  admission,  she 
became  lethargic  and  drowsy  and  refused  food  and 
oral  medications. 

Over  the  next  seven  days  she  became  increasing- 
ly drowsy  and  went  into  deep  coma,  no  responding 
even  to  painful  stimuli.  Her  pulse  was  112  per 
minute  and  regular,  temperature  103°F.,  and 
blood  pressure  200/110  mm.  Hg.  She  had  minimal 
nuchal  rigidity.  Her  heart,  lungs,  and  abdomen 
were  normal.  Extremities  showed  gangrene  of  the 
fifth  toe  of  the  right  foot.  Her  BUN  was  94  mg. 
per  100  ml.,  blood  sugar  380  mg.  per  100  ml.,  creat- 
inine 2.9  mg.  per  100  ml.;  serum  electrolytes,  bicar- 
bonate, and  complete  blood  count  were  within  nor- 
mal limits.  Serum  acetone  was  negative.  Electro- 
cardiogram and  chest  x-ray  films  showed  no  essen- 
tial changes.  Her  spinal  fluid  was  clear,  sterile, 
and  under  normal  pressure,  with  protein  content 
of  57  mg.,  sugar  280  mg.,  and  chloride  720  mg.  per 
100  ml.  Serial  blood  cultures  were  sterile.  Arteri- 
al blood  gases  and  lactate  levels  were  not  mea- 
sured. She  was  given  intravenous  fluids  and  large 
doses  of  Chloromycetin  and  penicillin  and  regular 
insulin  coverage.  Four  days  after  treatment  com- 
menced, her  temperature  fell  dramatically  to 
99°F.,  and  she  became  responsive,  was  able  to 
move  both  upper  limbs,  and  had  slurred  speech. 
In  view  of  the  dramatic  response  to  antibiotics,  it 
was  felt  that  she  was  recovering  from  septicemia. 
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On  April  22  an  above-the-knee  amputation  was 
performed  for  treatment  of  gangrene  of  the  right 
foot.  The  day  after  surgery  the  patient’s  tempera- 
ture was  100°F.,  and  she  was  alert  with  minimal 
discomfort.  Four  days  after  surgery  she  com- 
plained of  pain  over  the  amputation  stump  and 
had  a low-grade  temperature.  On  the  eighth  post- 
operative day  she  was  afebrile,  but  her  dressings 
were  soiled  with  serosanguinous  drainage  with 
skin  necrosis  becoming  evident.  Eleven  days 
postoperatively,  her  BUN  was  43  mg.  per  100  ml., 
creatinine  2 mg.  per  100  ml.,  hemoglobin  11  Gm., 
and  hematocrit  31.8.  The  white  blood  count  was 
17,000  with  a shift  to  the  left.  Thirteen  days  after 
surgery,  the  dressings  were  soiled  with  brownish 
discharge.  Culture  of  this  discharge  showed  a 
growth  of  Enterobacteriaceae,  C.  perfringens,  and 
Proteus  mirabilis.  Sixteen  days  postoperatively, 
her  temperature  was  102°F.,  and  areas  of  skin  ne- 
crosis with  deep  infection  were  present  in  the 
wound.  Nineteen  days  after  surgery,  she  had  a 
sudden  attack  of  chest  pain  and  dyspnea,  went 
into  cardiac  arrest,  and  expired. 

Autopsy,  excluding  the  head,  was  performed  six 
hours  after  death.  Description  of  the  heart  only  is 
included  in  detail.  The  surfaces  of  the  pericar- 
dium were  covered  with  a fibrinopurulent  exudate 
(Fig.  1A).  The  pericardial  sac  contained  150  cc.  of 
cloudy  fluid. 

The  heart  weighed  500  Gm.,  appeared  soft,  fria- 
ble, and  flabby,  and  showed  predominantly  a left 
ventricular  enlargement.  Externally  the  region  of 
the  apex  showed  an  area  of  aneurysmal  dilation, 
measuring  4.5  by  3.5  cm.  and  covered  externally 
with  fibrinopurulent  exudate  and  appearing  pale 
brown  on  cut  section.  Myocardial  thickness  in  the 
aneurysmal  sac  was  1 cm.  as  compared  with  the  re- 


FIGURE  1.  (A)  Heart  with  fibrinopurulent  exudate  on  epi- 

cardial  surface.  Arrow  on  left  indicates  largest  mycardial 
abscess  that  had  perforated.  (B)  Sections  of  myocardium 
with  abscesses  indicated  by  pointers.  (C)  Section  through 
largest  myocardial  abscess,  natural  size,  demonstrating 
perforation. 

maining  left  ventricular  myocardium  which  was 
hypertrophied  and  measured  2 cm.  in  thickness. 
The  right  ventricle,  valve  cusps,  valve  rings,  chord- 
ae tendinae,  and  mural  and  valvular  endocardium 
were  normal. 

On  sectioning  the  myocardium  4 abscesses  were 
found  (Fig.  IB).  The  largest  abscess  measured  1.5 
by  0.6  cm.  and  was  situated  in  the  posterior  wall  of 
the  left  ventricle  close  to  the  septum,  3 cm.  from 
the  apex  and  bordering  on  the  aneurysm  sac  (Fig. 
1C).  It  involved  the  full  thickness  of  the  myocar- 
dium and  had  perforated  to  the  epicardial  surface. 
A smaller  abscess  measuring  0.6  cm.  in  diameter 
was  present  in  the  interventricular  septum  4.5  cm. 
from  the  apex.  It  involved  the  bases  of  the  papil- 
lary muscles.  Two  smaller  abscesses  measuring 
0.5  cm.  in  average  diameter  were  present  in  the  an- 
terior wall  of  the  left  ventricle  1 cm.  from  the  apex 
in  the  wall  of  the  aneurysm. 

Examination  of  the  coronary  arteries  revealed 
pinpoint  narrowing  of  the  anterior  descending 
branch  of  the  left  coronary  2 cm.  from  the  ostium. 
The  circumflex  branch  was  completely  occluded 
by  atheromatous  plaques  4 cm.  from  the  ostium. 

The  postoperative  wound  was  infected  with  ne- 
crosis of  the  skin  edges.  The  wound  contained 
over  500  ml.  of  dark  brown,  foul-smelling  pus. 
The  other  organs  were  not  abnormal  for  a patient 
of  her  age.  No  evidence  of  suppuration  was  found 
in  any  other  organ  or  tissue  examined. 

Light  microscopic  examination  of  tissue  sections 
through  the  largest  myocardial  abscess  revealed 
that  the  epicardium  was  infiltrated  by  neutrophils 
in  a meshwork  of  fibrin  containing  many  erythro- 
cytes, few  leukocytes,  and  bacteria  and  was  dis- 
rupted in  the  region  of  the  perforation.  The  ab- 
scess contained  necrotic  muscle  fibers,  large  clus- 
ters of  bacilli,  a few  neutrophils,  and  large  cystic 
spaces  probably  due  to  gas  production  by  the  or- 
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FIGURE  2.  Photomicrographs.  (A)  Large  cystic  gas  space  in  center.  Surrounding  myocardial  fibers  stain  deeply  eosin- 
ophilic and  have  no  nuclei.  Clump  of  neutrophils  and  bacteria  present  at  one  corner.  (B)  Abscess  showing  large  clusters 
of  gram-positive  bacilli.  (X970) 


ganisms.  The  remaining  abscesses  were  smaller 
but  similar  to  that  described  previously. 

Sections  of  the  left  ventricular  myocardium  ad- 
jacent to  the  abscesses  revealed  that  the  muscle  fi- 
bers were  edematous  and  showed  loss  of  cross 
striations  and  nuclear  structure.  They  stained 
deeply  eosinophilic  and  were  separated  by  spaces 
due  to  collection  of  gas  produced  by  bacteria  (Fig. 
2A).  The  capillaries  in  the  area  were  congested 
with  extravasation  of  erythrocytes  and  a few  neu- 
trophils. These  histologic  changes  were  compat- 
ible with  a recent  myocardial  infarct. 

Other  sections  through  the  apex  showed  a 
patchy  increase  of  fibrous  tissue  within  the  myo- 
cardium. Brown  and  Bren  stain  of  an  abscess  re- 
vealed large  numbers  of  gram-positive  bacilli  in- 
terspersed between  the  fragments  of  muscle  fibers 
and  necrotic  tissue  (Fig.  2B).  Bacilli  could  not  be 
demonstrated  within  blood  vessels. 

Culture  of  the  myocardial  abscess  and  postoper- 
ative wound  yielded  a growth  of  gram-positive  ba- 
cilli, whose  cultural  characters,  including  “stormy” 
fermentation  of  milk,  identified  the  organism  as 
Clostridium  (perfringens)  welchii.  Section  of  the 
kidney  showed  many  glomeruli  containing  typical 
Kimmelstiel-Wilson  lesions. 

Comment 

The  low-grade  fever,  the  minimal  leukocyte  re- 
sponse in  the  areas  of  myocardial  suppuration,  and 
the  presence  of  gas  in  between  the  fragments  of 
dead  muscle  are  features  of  clostridial  infection. 
Chest  x-ray  films  taken  three  weeks  before  death 
did  not  show  pneumopericardium.2 

The  amputation  wound  was  infected  with  C. 
perfringens  but  did  not  show  the  characteristic 
myonecrosis  with  edema  and  gas  production. 
This  probably  resulted  in  a clostridial  bacteremia 
with  the  organism  setting  down  in  the  devitalized 
myocardium  where  conditions  were  suitable  for 
their  growth.  This  was  followed  by  abscess  forma- 


tion, one  of  which  perforated,  resulting  in  purulent 
pericarditis  and  death. 

A review  of  the  literature  revealed  that  the  inci- 
dence of  myocardial  abscesses  varies  from  0.2  to 
1.52  per  cent  in  most  series.3,4  In  the  majority  of 
reported  cases  the  abscesses  were  multiple,  min- 
ute, and  usually  clinically  silent.4  No  specific 
symptoms,  signs,  or  electrocardiographic  changes 
pathognomonic  of  myocardial  abscess  have  been 
described  to  date.  One  feature  common  to  all  re- 
ported cases  was  the  presence  of  a septic  process  at 
some  time  during  the  patient’s  illness,  often  ac- 
companied by  bacteremia.5  The  commonest  or- 
ganisms demonstrated  were  Staphylococcus  au- 
reus and  gram-negative  organisms  from  the  uri- 
nary tract.  The  avascular  valve  ring  areas  at  the 
atrioventricular  junction  appeared  to  be  a common 
site  for  abscess  formation,  probably  due  to  a direct 
spread  of  infection  from  valvular  endocardial  le- 
sions. 

1.  Myocardial  abscess  may  occur  as  a complica- 
tion of  generalized  septicemia,  the  commonest  organ- 
ism responsible  being  S.  aureus.2  In  over  50  per  cent 
of  reported  cases,  myocardial  abscesses  occurred  as 
part  of  a generalized  septicemia. 

2.  Myocardial  suppuration  may  follow  valvular 
endocarditis  superimposed  on  chronically  damaged 
heart  valves.  Direct  extension  of  valvular  endocardi- 
tis caused  myocardial  abscesses  in  27.5  per  cent  of 
cases  in  Flaxman’s  series.2  One  case  of  true  mural 
bacterial  endocarditis  with  myocardial  abscess  forma- 
tion has  recently  been  reported.6 

3.  Myocardial  abscess  may  be  the  only  metastatic 
site  from  a focus  of  infection  in  some  other  organ.  In 
one  series,  24.1  per  cent  of  cases  followed  acute  os- 
teomyelitis. 

4.  Rarely  an  abscess  may  occur  at  the  site  of  a 
myocardial  infarct;  6 such  cases  have  been  reported  in 
the  literature.8-13 

The  earliest  report  of  such  a case  was  made  in 
1933,  in  a sixty-four-year-old  man  who  suffered  a 
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myocardial  infarct,  subsequently  developed  bron- 
chopneumonia, and  died.  At  autopsy  pneumococ- 
cus was  isolated  from  the  bronchopneumonic  lung 
and  the  myocardial  abscess.  In  1950,  2 additional 
cases  of  abscess  complicating  myocardial  infarcts 
were  reported  in  elderly  debilitated  patients.10 
Both  cases  developed  concurrent  bronchopneumo- 
nia and  died.  S.  aureus  was  isolated  from  the 
bronchopneumonic  lung  and  the  myocardial  ab- 
scesses in  both  patients.  A fourth  case  of  acute 
myocardial  infarct  complicated  by  suppuration  in 
a debilitated  male  was  reported  in  1951.9  Esche- 
richia coli  was  isolated  from  the  myocardial  ab- 
scess and  originated  from  an  acute  pyelonephritis 
with  septicemia.  A fifth  case  of  abscess  devel- 
oping in  an  acute  myocardial  infarct  in  an  elderly 
diabetic  female  was  described  in  1959.8  The  or- 
ganism isolated  from  the  abscess  was  C.  perfrin- 
gens  which  originated  from  an  empyema  of  the 
gallbladder. 

A sixth  case  of  myocardial  infarction  occuring  in 
pregnancy  with  associated  myocardial  Bacteroides 
abscess  was  described  in  1973. 13 

Complications  of  myocardial  abscesses  in  the 
cases  reported  were: 

1.  Perforation  of  the  heart  with  hemopericardium 
and  death.3’10 

2.  Rupture  of  the  abscess  into  the  pericardium 
with  purulent  pericarditis. 

3.  Purulent  pericarditis  without  rupture  of  the 
myocardial  abscess.5 

4.  Rupture  of  a papillary  muscle  due  to  abscess 
formation  at  its  base.12 

5.  Mural  endocarditis  with  septic  mural  thrombus 
formation  which  could  result  in  systemic  embolization 
and  death.1’6 

6.  Diffuse  myocarditis  in  cases  where  the  ab- 
scesses were  small  and  widely  distributed.5 

Although  as  yet,  no  pathognomonic  symptoms 
or  signs  of  myocardial  abscesses  have  been  de- 
scribed, if  the  circumstances  under  which  they 
occur  are  borne  in  mind,  the  antemortem  diagnosis 
of  myocardial  abscess  may  be  possible. 


Summary 

An  unusual  case  of  myocardial  abscesses  caused 
by  C.  perfringens  and  developing  in  a recent  myo- 
cardial infarct  is  described.  The  patient  did  not 
exhibit  any  clinical  manifestations  of  endocarditis 
or  myocarditis.  The  unusual  features  disclosed  by 
the  autopsy  were:  (1)  calcific  sclerosis  of  the  coro- 
nary arteries  with  narrowing  of  the  lumens  of  the 
anterior  descending  and  circumflex  branches  of 
the  left  coronary  artery;  (2)  Recent  and  healed 
myocardial  infarcts  of  the  left  ventricle;  (3)  Aneu- 
rysmal dilatation  of  the  left  ventricle;  and  (4)  mul- 
tiple myocardial  abscesses  due  to  C.  perfringens 
with  perforation  and  purulent  pericarditis. 

Pathogenesis  of  the  disease  is  discussed,  and  the 
literature  is  reviewed. 

37  Main  Street 
Walden,  New  York  12586 
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Local  accumulations  of  amyloid  within  the  stro- 
ma of  medullary  carcinomas  of  the  thyroid  gland 
constitute  a known  characteristic  of  these  tumors.1 
This  report  describes  a patient  with  thyroid  cancer 
in  whom  systemic  amyloidosis  and  the  nephrotic 
syndrome  were  also  documented.  The  relation- 
ship of  amyloidosis  to  medullary  carcinoma  of  the 
thyroid  and  to  cancer  in  general  is  discussed. 

Case  report 

A forty-year-old  Polish-born  man  was  in  good 
health  until  the  onset  of  severe  interscapular  pain 
ten  days  before  hospital  admission.  Five  days 
later  he  noted  weakness  and  paresthesias  of  both 
legs  followed  by  inability  to  walk  and  loss  of  nor- 
mal bladder  function.  The  admission  physical  ex- 
amination in  January,  1968,  revealed  a healthy  ap- 
pearing man  with  normal  vital  signs.  Positive 
findings  were  limited  to  tenderness  over  the  spi- 
nous processes  of  the  second  to  fourth  lumbar  ver- 
tebrae, a sensory  level  at  the  third  lumbar  verte- 
bra, and  a spastic  paraparesis  of  the  lower  ex- 
tremities. Erosion  of  the  left  pedicles  of  the  first 
to  second  lumbar  vertebrae  was  noted  on  x-ray 
film,  and  myelography  demonstrated  a complete 
extradural  block  at  the  second  to  third  level.  A 
decompression  laminectomy  was  performed,  and 
an  extradural  tumor  extending  from  the  first  to 
third  vertebrae  was  found. 

The  tumor  was  histologically  identified  as  a 
metastatic  adenocarcinoma.  A work-up  to  dem- 
onstrate a primary  tumor  was  begun,  and  studies 
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included  negative  findings  on  chest  films  with  to- 
mography, upper  gastrointestinal  series,  barium 
enema,  intravenous  urogram,  renal  arteriogram 
and  venogram,  celiac  axis  arteriogram,  bone  sur- 
vey, and  liver  scan.  Subsequently,  on  the  right 
side  of  the  thyroid  a firm  smooth  movable  3-cm. 
mass  and  a cold  nodule  were  noted  on  thyroid 
scan. 

In  addition,  persistent  4 plus  proteinuria  was 
present  on  urinalysis  with  absent  glucosuria  and  a 
negative  sediment.  The  blood  urea  nitrogen  level 
was  10  mg.,  and  the  creatinine  0.9  mg.  per  100  ml.; 
the  creatinine  clearance  was  85  ml.  per  minute, 
and  the  urinary  protein  excretion  7.3  Gm.  in 
twenty-four  hours.  Test  findings  for  Bence-Jones 
protein  and  vanillylmandelic  acid  were  negative; 
the  5-hydroxyindoleacetic  acid  excretion  level  was 
normal,  1.5  mg.  in  twenty-four  hours.  Evaluation 
of  hepatic  function  was  unremarkable;  a protein 
electrophoresis  revealed  a decrease  in  all  compo- 
nents, with  a total  protein  of  4.3  Gm.  per  100  ml., 
and  44  per  cent  albumin.  The  cholesterol  level 
was  240  mg.  per  100  ml.,  and  the  serum  calcium 
ranged  between  8.2  and  9.4  mg.  per  100  ml.  Tests 
for  antinuclear  antibodies,  rheumatoid  factor,  and 
VDRL  disclosed  negative  findings.  An  electrocar- 
diogram tracing  was  within  normal  limits.  A rec- 
tal biopsy  showed  amyloid  deposits  in  blood  vessel 
walls,  confirmed  by  Congo-red  stain. 

In  the  presence  of  systemic  amyloidosis  and  a 
thyroid  mass,  the  presumptive  diagnosis  of  thyroid 
adenocarcinoma,  possibly  medullary,  was  made. 

The  patient  therefore  underwent  a subtotal  thy- 
roidectomy with  positive  operative  findings  being 
limited  to  a thyroid  nodule  in  the  right  lobe.  Mi- 
croscopic examination  was  interpreted  as  showing 
mixed  microfollicular  and  medullary  carcinoma 
with  small  areas  positive  for  amyloid  in  the  Congo- 
red  stain.  A review  of  the  slides  from  the  epidural 
tumor,  however,  was  more  suggestive  of  papillary 
adenocarcinoma.  The  precise  classification  of  the 
thyroid  tumor  remains  in  doubt.  He  subsequently 
received  a course  of  cobalt-60  radiotherapy  with 
5,000  rads  tumor  dose  delivered  to  the  involved 
vertebral  areas  in  five  weeks. 

Previously  noted  pain  in  the  lumbar  spine  de- 
creased, but  there  was  little  improvement  in  his 
paraparesis.  Increasing  leg  edema  developed  and 
was  adequately  treated  with  intermittent  diuretic 
therapy  and  salt  restriction  in  spite  of  significant 
persistent  proteinuria.  Other  manifestations  of 
systemic  amyloidosis  such  as  macroglossia,  hepa- 
tosplenomegaly,  and  bleeding  tendency  were  ab- 
sent. 

The  patient  was  discharged  on  thyroid  replace- 
ment and  appropriate  supportive  regimen  for  his 
nephrotic  syndrome. 

Three  months  later  he  was  seen,  clinically  un- 
changed, on  a follow-up  visit.  One  month  later, 
however,  he  was  admitted  to  another  hospital  with 
ascites  and  progressive  weakness,  and  expired 
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shortly  thereafter  in  August,  1968.  An  autopsy 
was  not  performed. 


Comment 

Recent  evidence  of  Glenner  et  al.2  suggests  that 
amyloid  deposits  are  related  to  insoluble  frag- 
ments of  immunoglobulin  light  chains.  This  find- 
ing may  help  explain  the  known  clinical  associa- 
tion of  amyloidosis  with  multiple  myeloma  and 
other  plasma  cell  dyscrasias  associated  with  an 
overproduction  of  light  chains  and  with  those  dis- 
orders characterized  by  overstimulation  of  the  im- 
mune system.3  It  also  is  known  that  amyloidosis 
can  be  produced  by  chronic  antigenic  stimuli 
under  experimental  conditions.4-5  In  many  clini- 
cal conditions,  however,  the  pathogenesis  of  amy- 
loidosis remains  unexplained  by  these  concepts. 
Perhaps  secretion  of  prohormones  or  other  pro- 
teins might  result  in  the  formation  of  amyloid  fi- 
brils under  certain  circumstances.  This  could  ac- 
count for  the  association  of  both  medullary  carci- 
nomas and  insulinomas  with  amyloidosis.6 

The  current  case  provides  evidence  to  implicate 
a humoral  factor  in  the  pathogenesis  of  amyloido- 
sis in  thyroid  carcinoma.  Medullary  carcinoma  of 
the  thyroid  has  been  shown  to  secrete  calcitonin7 
and  histaminase8  and,  occasionally,  serotonin,9 
prostaglandins,10  and  an  adrenocorticotropic  hor- 
mone-like substance.11  The  occurrence  of  system- 
ic amyloidosis  certainly  raises  questions  as  to  the 
contribution  of  these  or  other  humoral  substances 
to  amyloid  formation.  In  fact,  in  Williams, 
Brown,  and  Donaich’s12  series  of  medullary  thy- 
roid cancer,  2 instances  of  systemic  amyloidosis 
were  also  described. 

This  patient  therefore  illustrates  the  association 
of  as  yet  another  cancer  with  generalized  amyloi- 
dosis.13-16 Medullary  carcinoma  of  the  thyroid 


must  be  considered  in  the  differential  diagnosis  of 
systemic  amyloidosis  and  the  nephrotic  syndrome. 
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The  role  of  echocardiography  as  a useful  nonin- 
vasive  technique  for  the  diagnosis  of  mitral  and 
tricuspid  valvular  stenosis  is  well  established. 1-6 
Characteristically,  there  is  dimunition  of  the  ve- 
locity of  the  diastolic  slope  of  the  anterior  mitral 
leaflet  usually  to  less  than  60  mm.  per  second,  in 
contrast  to  the  velocity  of  70  to  150  mm.  per  sec- 
ond seen  in  normal  mitral  valvular  function.1-3 
The  eehocardiographic  pattern  of  tricuspid  valvu- 
lar stenosis  is  identical  to  that  of  mitral  valvular 
disease.6  The  most  common  cause  of  mitral  val- 
vular stenosis  alone,  or  in  combination  with  tricus- 
pid valve  stenosis,  is  rheumatic  heart  disease. 
The  patient  reported  here  had  severe  pulmonary 
hypertension.  Her  echocardiograms  displayed  the 
typical  pattern  of  mitral  and  tricuspid  valvular 
stenosis,  but  cardiac  catheterization  failed  to  re- 
veal a pressure  gradient  across  either  valve. 

Case  report 

This  sixty-two  year-old  white  female  was  admit- 
ted to  Beth  Israel  Medical  Center  for  evaluation  of 
pulmonary  hypertension.  She  had  been  well  all 
her  life  until  early  1968,  when  she  became  easily 
tired  and  received  therapy  for  anemia.  In  the 
same  year  she  experienced  two  fainting  spells  and 
also  noted  intermittent  swelling  of  both  feet.  In 
1969,  she  developed  sudden  onset  of  breathless- 
ness, diaphoresis,  and  palpitation,  and  was  hospi- 


» 


FIGURE  1.  Chest  x-ray  film  shows  slight  cardiomegaly. 
Main  pulmonary  artery  prominent  with  generalized  marked 
decrease  in  vascularity  of  both  peripheral  lung  fields. 

talized  elsewhere  with  a presumptive  diagnosis  of 
myocardial  infarction.  Serial  enzymes  and  elec- 
trocardiograms were,  however,  unrevealing.  Since 
then  she  noticed  progressive  dyspnea  on  exertion 
and  swelling  of  the  legs  for  which  she  was  treated 
with  digoxin  0.25  mg.  per  day,  and  intermittent 
oral  administration  of  furosemide  (Lasix),  crystal- 
line sodium  warfarin  (Coumadin),  and  diazepam 
(Valium).  Early  in  1972  the  diagnosis  of  pulmo- 
nary hypertension  was  made.  Chest  x-ray  films 
and  tomograms  demonstrated  a noncalcified  mass 
shadow  1.5  cm.  in  diameter  in  the  right  lower  lung 
field,  adjacent  to  the  diaphragm.  A chest  x-ray 
film  taken  four  months  later  showed  complete  dis- 
appearance of  this  mass.  Skin  test  results  for  tu- 
berculosis and  histoplasmosis,  blastomycosis,  and 
coccidiomycosis  were  negative.  She  had  fatigue 
and  palpitation  on  slight  exertion,  but  denied  dys- 
pnea or  orthopnea. 

Past  history.  She  underwent  partial  hysterec- 
tomy for  fibroids  in  1955.  She  does  not  smoke  or 
drink. 

Family  history.  Her  father  died  of  atheroscle- 
rotic heart  disease  and  two  sisters  have  hyperten- 
sion. The  physical  examination  revealed  a well- 
developed,  well-nourished  female  in  no  acute  dis- 
tress. Blood  pressure  was  140/80,  temperature 
99°F.,  and  pulse  70  per  minute  and  regular. 
There  was  marked  distention  of  cervical  veins  bi- 
laterally at  45°  head  elevation  and  prominent  “a” 
waves  were  noted.  There  was  no  anemia,  cya- 
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FIGURE  2.  Electrocardiogram  shows  right  ventricular  hy- 
pertrophy and  marked  right-axis  deviation.  Tall  peaked  P 
waves  in  Lead  II,  III,  aVf,  and  Vi  to  V2  suggestive  of  right 
atrial  hypertrophy. 

nosis,  or  jaundice.  There  was  1 plus  bilateral 
pedal  edema.  Head,  eyes,  ears,  nose,  throat,  and 
thyroid  gland  examination  results  were  unremark- 
able. The  apex  was  palpable  at  the  fourth  left  in- 
tercostal space  and  midclavicular  line.  There  was 
mild  left  parasternal  heave  and  second  heart 
sound  was  palpable  at  the  pulmonary  area.  The 
first  heart  sound  was  normal  in  quality  and  inten- 
sity. The  second  heart  sound  was  widely  split 
with  marked  accentuation  of  pulmonic  compo- 
nent. A prominent  fourth  heart  sound  and  a short 
early  systolic  ejection  murmur,  grade  II  to  VI  were 
heard  over  the  left  lower  sternal  border.  Both 
lungs  were  clear  on  auscultation.  The  liver  was 
palpable  2 fingerbreadths  below  the  right  costal 
margin  and  was  without  tenderness.  The  spleen 
was  not  palpable.  Peripheral  pulses  were  some- 
what weak  bilaterally.  Complete  blood  count  and 
urinalysis  results  were  normal.  Chest  x-ray  films 
revealed  slight  cardiomegaly,  prominent  pulmo- 
nary artery,  and  diminished  vascularity  in  the  pe- 
ripheral lung  fields  (Fig.  1).  Electrocardiograms 
demonstrated  regular  sinus  rhythm,  normal  P-R 
interval  and  QRS  complexes,  right  atrial  and  ven- 
tricular hypertrophy,  and  nonspecific  ST-T  wave 


changes  (Fig.  2).  The  phonocardiogram  revealed 
a prominent  atrial  gallop  and  early  systolic  mur- 
mur at  the  left  lower  parasternal  border  and  a 
large  “a”  wave  in  the  jugular  venous  pulse.  The 
echocardiogram  showed  an  increase  in  the  right 
ventricular  dimension.  The  tricuspid  valve,  which 
is  located  anterior  to  the  interventricular  septum, 
displayed  a marked  reduction  of  velocity  of  the  di- 
astolic slope  descent,  15  mm.  per  second;  normal 
50  to  120  mm.  per  second,  (Fig.  3A).3  The  mitral 
valve  exhibited  almost  horizontal  diastolic  de- 
scent, 10  mm.  per  second,  compatible  with  severe 
mitral  valvular  stenosis  (Fig.  3B).  Because  of 
these  findings,  concealed  severe  mitral  stenosis 
was  considered  in  the  differential  diagnosis  of  the 
unexplained  pulmonary  hypertension.  Cardiac 
catheterization  was  subsequently  carried  out  via  a 
cut-down  in  the  right  antecubital  area,  using  a 
Cournand  end-hole  catheter  for  the  right  side  of 
the  heart  and  a number  8 Shirey  catheter  for  ret- 
rograde catheterization  of  the  left  side  of  the  heart 
(Table  I).  No  diastolic  gradient  was  present 
across  the  mitral  valve  during  pull-back  pressure 
readings  from  the  left  atrium  to  the  left  ventricle, 
and  left  atrial  pressure  was  normal,  the  mean 
being  2 mm.  Hg  (Fig.  4).  Pull-back  pressure  trac- 
ings from  the  right  ventricle  to  the  right  atrium  on 
three  consecutive  occasions  demonstrated  no  dia- 
stolic gradient  across  the  tricuspid  valve  (Fig.  5). 
There  was  severe  pulmonary  hypertension  (100/40 
mm.  Hg).  Right  atrial  pressure  was  also  consider- 
ably increased  with  an  “a”  wave  of  21  mm.  Hg  and 
mean  pressure  of  14  mm.  Hg.  Cardiac  output  was 
very  low,  1.3  L.  per  minute;  cardiac  index  0.88  L. 
per  minute  per  square  meter.  Pulmonary  and  sys- 
temic vascular  resistances  were  markedly  elevated. 
Pulmonary  arteriography  demonstrated  multiple 
filling  defects  in  several  secondary  branches  of 
both  right  and  left  pulmonary  arteries  (Fig.  6). 
Main  right  and  left  pulmonary  arteries  were  mod- 
erately dilated  with  abrupt  tapering  of  their  secon- 
dary branches  and  marked  diminution  of  periph- 
eral vascularity,  bilaterally.  These  findings  were 
interpreted  as  compatible  with  multiple  pulmo- 
nary arterial  emboli  with  secondary  pulmonary 
hypertension.  Following  injection  of  contrast  me- 
dium into  the  main  pulmonary  artery,  the  left  side 
of  the  heart  was  sequentially  filled,  but  with  con- 
siderable delay  consistent  with  slow  pulmonary 
circulation  and  low  cardiac  output. 

Comment 

Since  the  original  description  of  echocardiogra- 
phic  pattern  of  mitral  valvular  stenosis  by  Edler 
and  Hertz  in  1954, 1 several  reports  have  appeared 
in  the  literature  confirming  the  usefulness  of  ultra- 
sound in  the  diagnosis  of  mitral  stenosis.2-5  Char- 
acteristically, the  velocity  of  diastolic  slope  of  mi- 
tral valves  is  reduced,  usually  below  60  mm.  per 
second,  and  the  direction  of  the  slope  becomes 
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FIGURE  3.  Echocardiograms.  (A)  Tricuspid  valve  located  anterior  to  ventricular  septum.  Diastolic  slope  of  tricuspid 
valve  marked  by  decreased  velocity,  15  mm.  per  second.  (B)  Mitral  valve  reveals  usual  posterior  position  behind  thick- 
ened ventricular  septum.  Velocity  of  diastolic  descent  very  slow,  10  mm.  per  second,  compatible  with  severe  mitral  ste- 
nosis. 


TABLE  I:  Cardiac  catheterization  data* 


Site 

Pressure 
(mm.  Hg) 

Per  Cent 
Oxygen 
Saturation 

Superior  vena  cava 

59 

Inferior  vena  cava 

53 

Right  atrium 

Auricle 

21 

Mean 

14 

55 

Right  ventricle 

102/25 

56 

Pulmonary  artery 

100/40 

56 

Mean 

63 

Left  ventricle 

110/8 

Left  atrium 

Auricle 

5 

Ventricle 

2 

Mean 

2 

Ascending  aorta 

110/85 

91 

Mean 

100 

‘Left  ventricular  dP/dT  = 1,250  mm.  Hg  per  second:  cardiac 
output  = 1.32  L.  per  minute;  peripheral  vascular  resistance  = 
6,000  dynes  per  second  cm.-5;  pulmonary  vascular  resistance  = 
3,800  dynes  per  second  cm.  5 

more  horizontal.  Several  investigators  have  re- 
ported a good  correlation  between  the  slope  veloci- 
ty descent  and  the  mitral  valve  area,  estimated 
from  catheterization  data  and  by  surgeons  at  the 
time  of  operation.4-5  Tricuspid  stenosis  has  been 
found  in  8 to  15  per  cent  of  patients  with  rheumat- 
ic mitral  or  aortic  valve  disease,  or  both,  who  came 
to  autopsy.7,8  Clinically  significant  tricuspid  ste- 


nosis was  estimated  to  be  present  in  3 to  6 per 
cent.9,10  Diagnosis  of  tricuspid  stenosis  has  al- 
ways been  difficult,  even  at  cardiac  catheteriza- 
tion.11 The  echocardiographic  pattern  of  the  nor- 
mal tricuspid  valve  is  remarkably  similar  to  that  of 
the  normal  mitral  valve,  although  the  slope  veloci- 
ty is  somewhat  slower.6  Joyner  et  al.6  reported  6 
patients  with  tricuspid  stenosis  having  reduced  di- 
astolic slope  velocities  of  8 to  30  mm.  per  second 
on  echocardiography  (normal:  60  to  125  mm.  per 
second). 

The  patient  reported  here  had  marked  reduc- 
tion of  velocity  of  the  diastolic  slope  of  both  the 
mitral  and  tricuspid  valves  compatible  with  severe 
stenosis  of  both  valves.  The  diastolic  slope  of  the 
mitral  valve  was  10  mm.  per  second,  and  that  of 
the  tricuspid  valve  15  mm.  per  second.  Advanced 
mitral  stenosis  can  be  missed  on  clinical  examina- 
tion because  the  auscultatory  features  may  be  ab- 
sent in  the  presence  of  severe  pulmonary  hyper- 
tension. The  echocardiogram  has  been  extremely 
useful  in  the  detection  of  silent  mitral  stenosis.12 
Nevertheless,  direct  measurement  of  left  atrial 
pressure  via  the  retrograde  approach  demon- 
strated normal  pull-back  pressure  tracings  from 
the  left  atrium  to  the  left  ventricle,  and  revealed 
no  diastolic  pressure  gradient,  thereby  excluding 
mitral  valvular  obstructive  disease.  Similarly,  tri- 
cuspid stenosis  was  ruled  out  by  the  absence  of  a 
diastolic  pressure  gradient  in  the  pull-back  tracing 
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FIGURE  4.  Left  atrium  and  ventricle.  (A)  Cineangiogram 
demonstrates  tip  of  Shirey’s  catheter  in  left  atrium.  Man- 
ual injection  of  contrast  medium  opacifies  left  atrium  and 
sequentially  left  ventricle  and  ascending  aorta.  (B)  Pull- 
back pressure  tracing  from  left  atrium  to  left  ventricle. 
Calibration  scale  at  left  end.  No  diastolic  pressure  gradi- 
ent noted  across  mitral  valve. 

from  the  right  ventricle  to  the  right  atrium.  The 
cardiac  output  was  very  low  in  this  patient.  Pul- 
monary and  systemic  vascular  resistance  were 
markedly  elevated.  It  has  been  demonstrated 
that  the  velocity  of  diastolic  slope  can  be  enhanced 
by  increased  flow  across  the  mitral  valve  in  pa- 
tients with  significant  left  to  right  intracardiac 
shunt  such  as  ventricular  septal  defect,  patent 
ductus  arteriosus,  or  mitral  regurgitation.12’13 
The  factitious  diminution  of  diastolic  slope  of  the 
mitral  valve  had  been  reported  in  pulmonary  ve- 
nous occlusive  disease,  aortic  stenosis  with  regurgi- 
tation, and  idiopathic  hypertrophic  subaortic  ste- 
nosis (IHSS). 14-16  It  has  also  been  demonstrated 
that  mitral  ring  motion  may  be  influenced  by  the 
rate  of  rapid  ventricular  filling,  and  the  decreased 
slope  velocity  seen  in  patients  with  mitral  stenosis 
is  probably  related  in  part  to  the  diminished  rate 
of  left  ventricular  filling.17  Some  patients  without 


FIGURE  5.  Pull-back  tracings  from  right  ventricle  to  right 
atrium.  Calibration  scale  on  right  end.  No  diastolic  gradi- 
ent demonstrated  across  tricuspid  valve. 


FIGURE  6.  Pulmonary  arteriogram  demonstrates  multiple 
filling  defects  compatible  with  pulmonary  thromboembolic 
disease  in  several  secondary  branches  of  left  and  right 
pulmonary  arteries. 


mitral  stenosis,  but  with  poor  left  ventricular  com- 
pliance, may  have  a reduced  rate  of  ventricular 
filling,  and  the  mitral  valve  may  display  a reduced 
diastolic  slope.15-17  In  view  of  the  marked  depres- 
sion of  cardiac  output  and  the  extremely  slow  cir- 
culation across  the  pulmonary  vascular  bed,  dem- 
onstrated angiographically,  it  is  postulated  that 
the  reduced  diastolic  slope  of  the  mitral  valve  was 
caused  by  the  markedly  diminished  blood  flow 
across  the  mitral  valve.  The  reduced  slope  of  the 
tricuspid  valve  can  also  be  explained  on  the  basis 
of  reduced  flow  across  the  tricuspid  valve.  Close 
examination  of  the  echocardiograms  shows  large 
presystolic  movements  of  the  mitral  and  tricuspid 
valves  during  atrial  systole.  This  suggests  pliabil- 
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ity  and  good  function  of  the  atrioventricular  valves 
despite  slow  valve  movement  during  passive  filling 
of  the  ventricle  in  a patient  with  very  low  cardiac 
output.  Where  this  finding  is  not  present,  it  is 
necessary  to  identify  the  posterior  mitral  leaflet 
which  normally  moves  posteriorly  in  diastole  but 
moves  with  the  anterior  leaflet  in  mitral  stenosis.14 

Summary 

The  purpose  of  this  article  is  to  call  attention  to 
the  fact  that  the  typical  ultrasonic  patterns  of  mi- 
tral and  tricuspid  stenosis  can  be  factitiously  pro- 
duced by  nonvalvular  disease  when  cardiac  output 
is  extremely  depressed  and  the  central  circulation 
slowed.  Where  sinus  rhythm  is  present,  an  ade- 
quate presystolic  movement  recorded  on  the  echo- 
cardiogram suggests  an  extravalvular  hemodynam- 
ic explanation  of  the  slow  diastolic  movement  of 
the  valve.  Awareness  of  this  possibility,  together 
with  appropriate  clinical  and  hemodynamic  study, 
should  prevent  errors  in  diagnosis. 
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In  a review  of  the  recent  literature,  little  infor- 
mation was  found  on  the  appearance  of  the  inferi- 
or vena  cava  in  cardiac  valvular  disease  during  life. 
Knowledge  of  the  appearance  of  the  most  cephalad 
portion  of  the  inferior  vena  cava  has  been  gained 
by  angiocardiographic  studies  when  reflux  of  con- 
trast medium  opacified  its  lumen.1’2  This  phe- 
nomenon was  utilized  by  Ettinger  and  Steinberg,3 
to  measure  the  cardiac  segment  of  the  inferior 
vena  cava  in  normal  individuals  and  patients  with 
heart  disease.  No  report  on  the  appearance  of  the 


FIGURE  1.  Chest  radiographs  show  marked  cardiomegaly 
barely  visualized.  Pulmonary  vascular  congestion  prominent. 


entire  inferior  vena  cava  in  tricuspid  insufficiency 
was  found. 

There  is  an  abundance  of  literature  which  deals 
with  obstruction  of  the  inferior  vena  cava,  fre- 
quently caused  by  thrombosis,  and  creating  differ- 
ent clinical  symptoms  and  radiographic  signs,  de- 
pending on  the  degree  and  level  of  obstruction.4 

The  inferior  vena  cava  in  the  present  case  super- 
ficially suggests  obstruction,  but  its  appearance  is 
caused  by  long-standing  tricuspid  insufficiency 
and  failure  of  the  right  side  of  the  heart. 

Case  report 

The  patient  is  a sixty-six  year  old  man  who  en- 
tered the  St.  Luke’s  Hospital  Center  with  the  chief 
complaint  of  shortness  of  breath  which  had  in- 
creased significantly  prior  to  admission.  At  the 
age  of  twenty-three  years  he  had  suffered  from 
acute  rheumatic  fever,  and  during  the  succeeding 
years  a murmur  of  mitral  stenosis  was  recognized. 
He  did  well  until  he  was  forty-two  years  of  age, 
when  he  developed  atrial  fibrillation.  Since  that 
time,  he  has  taken  digitalis  regularly.  Complica- 
tions of  his  heart  disease  consisted  of  emboli  into 
one  leg  and  to  his  lungs. 

In  1963,  when  the  patient  was  fifty-nine  years 
old,  a large  pulsatile  liver  was  palpated  and  a mur- 
mur of  tricuspid  insufficiency  was  first  heard. 
Two  years  later,  he  underwent  mitral  commissurot- 
omy, after  which  his  condition  improved  and  the 
murmur  of  tricuspid  insufficiency  disappeared. 
During  the  next  two  years,  his  physical  activity  de- 
clined considerably  and  was  reduced  to  a bed-to- 
chair  existence  at  the  time  of  admission. 

The  pertinent  findings  on  admission  were  as  fol- 
lows: mild  respiratory  distress  without  cyanosis; 


Shell-like  calcification  along  posterior  wall  of  left  atrium 
(A)  Posteroanterior.  (B)  Lateral. 
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FIGURE  2.  Inferior  vena  cava.  (A)  Significantly  dilated  and  elongated  (arrows).  Both  renal  veins  which  are  also  dilated 
and  tortuous  fill  by  reflux.  Vertical  vein  with  corkscrew  appearance  may  represent  either  testicular  or  ascending  lumbar 
vein.  Azygos  system  not  filled.  (B)  Note  difference  in  height  of  contrast  column  in  inferior  vena  cava  due  to  systolic  re- 
gurgitation of  unopacified  blood  from  right  atrium. 


respiration  18  per  minute;  pulse  64  per  minute  and 
regular;  blood  pressure  130/54  mm.Hg;  extensive 
pulsatile  neck  vein  distention;  rales  at  the  left 
base;  and  prominent  right  ventricular  heave. 
There  were  cardiac  murmurs  of  mitral  stenosis, 
tricuspid  insufficiency,  and  pulmonary  insufficien- 
cy. Examination  disclosed  pulsatile  hepatomega- 
ly, palpable  spleen,  and  shifting  dullness  of  the 
flanks.  There  was  penile  and  3 plus  lower-ex- 
tremity edema.  Later  during  the  hospital  stay, 
scrotal  edema  was  observed. 

Of  interest  among  the  laboratory  data  on  admis- 
sion were:  hemoglobin  of  6.9  Gm.  per  100  ml.; 

hematocrit  of  21;  blood  urea  nitrogen  of  40  mg.  per 
100  ml.;  and  a serum  bilirubin  level  of  2 mg.  per 
100  ml. 

The  chest  radiographs  showed  massive  enlarge- 
ment of  the  heart  with  a cardiothoracic  ratio  of 
21:30  cm.  (Fig.  1).  The  globular  cardiac  enlarge- 
ment suggested  generalized  chamber  involvement. 
The  posterior  wall  of  the  left  atrium  was  delin- 
eated by  a thin  calcific  rim.  Calcification  of  the 
mitral  valve  could  only  be  seen  at  fluoroscopy. 
The  tricuspid  valve  was  not  calcified.  There  was 
moderately  severe  pulmonary  vascular  congestion 
in  the  upper  lobes.  The  electrocardiogram  re- 
vealed nodal  rhythm,  marked  right-axis  deviation, 
and  nonspecific  S-T  changes. 

Cardiac  catheterization  and  a cine  angiocardi- 
ogram showed  significant  elevation  of  the  right 
atrial  pressure,  marked  enlargement  of  the  right 


atrium,  and  confirmed  the  presence  of  a high- 
grade  tricuspid  insufficiency. 

Radiologic  examination  of  the  inferior  vena  cava 
was  performed  immediately  following  a retrograde 
aortogram  because  of  increasing  oliguria,  and  fi- 
nally anuria  three  days  after  the  angiocardiogram, 
raising  the  question  of  either  renal  artery  or  renal 
vein  thrombosis.  The  studies  were  performed 
after  consecutive  transfemoral  catheterization  of 
the  inferior  vena  cava  and  abdominal  aorta.  It 
was  of  interest  that  the  percutaneous  femoral  vein 
puncture  simulated  an  arterial  puncture  because 
the  blood  returned  from  the  needle  in  strong  sys- 
tolic spurts. 

No  thrombosis  of  either  renal  arteries  or  veins 
was  demonstrated.  The  inferior  vena  cavogram, 
which  was  accomplished  during  suspended  respi- 
ration without  a Valsalva  maneuver,  showed  a 
massively  dilated  and  tortuous  inferior  vena  cava 
(Fig.  2).  There  was  reflux  of  contrast  medium 
into  both  renal  veins  and  into  a tortuous,  vertical 
vein,  which  was  superimposed  over  the  lumbar 
spine  and  appeared  to  be  in  connection  with  the 
left  renal  vein.  All  of  these  veins  were  dilated;  the 
latter  was  thought  to  represent  either  the  ascend- 
ing lumbar  or  testicular  vein.  The  transverse  di- 
ameter of  the  inferior  vena  cava  measured  50  mm. 
above  and  45  mm.  below  the  level  of  the  renal 
veins.  Although  the  contrast  column  in  the  inferi- 
or vena  cava  had  reached  the  diaphragm  on  early 
exposed  films,  no  opaque  appeared  to  enter  the 
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right  atrium,  suggestive  of  an  obstruction  of  the 
infracardiac  segment  of  the  inferior  vena  cava. 
However,  sequential  films  showed  a fluctuation  of 
the  height  of  the  contrast  column  which  represent- 
ed systolic  regurgitation  of  nonopacified  blood 
from  the  right  atrium  into  the  vena  cava,  typical  of 
tricuspid  insufficiency. 

Comment 

Contrast  filling  of  the  tributaries  and  collateral 
vessels  in  cavography  was  found  to  point  to  an  ob- 
struction of  the  vena  cava  or  of  one  or  both  com- 
mon iliac  veins,  according  to  a review  of  315  cases 
by  Helander  and  Lindbom.5  This  observation  re- 
fers to  cavograms  which  were  done  without  the 
Valsalva  maneuver.  If  an  obstruction  is  present, 
the  inferior  vena  cava  does  not  tend  to  dilate  sig- 
nificantly, because  a collateral  pathway  such  as 
the  extra-  and  intravertebral  plexuses  and  ascend- 
ing lumbar  veins  are  immediately  available  for  the 
venous  drainage.4  A rich  collateral  pathway  will 
develop,  when  the  obstruction  becomes  chronic.4 
The  display  of  this  collateral  venous  system,  of 
which  the  ascending  lumbar  veins  are  most  impor- 
tant, is  the  basis  for  the  radiographic  diagnosis  of 
an  inferior  vena  cava  obstruction.4  The  criteria  of 
some  degree  of  obstruction  at  the  entrance  of  the 
vena  cava  into  the  right  atrium  are  fulfilled  in  the 
present  case,  since  considerable  contrast  refluxes 
into  the  major  tributaries.6  Obstruction  at  this 
level  has  been  found  to  be  caused  by  pericardial 
constriction  or  effusion,  atrial  tumor,  carcinoma  of 
the  lung,  congenital  “herniation”  of  the  liver 
through  the  foramen  of  Morgagni  or  an  anterior 
phrenic  defect,  or  by  a giant  left  atrium.7  Tricus- 
pid insufficiency  was  known  in  our  patient,  and 
the  rhythmic  fluctuation  of  the  height  of  the  con- 
trast column  in  the  inferior  vena  cava  indicated  re- 
gurgitation of  blood  from  the  heart  through  an  in- 
sufficient valve.8 

Of  particular  interest  is  the  marked  dilatation  of 
the  inferior  vena  cava.  Its  caliber  was  greater 
than  found  in  a group  of  115  patients  with  ac- 


quired heart  disease  and  failure  on  the  right  side 
of  the  heart  reported  by  Ettinger  and  Steinberg.  5 
They  determined  the  mean  diameter  to  be  30.5 
mm.  based  on  measurements  of  the  cardiac  seg- 
ment of  the  inferior  vena  cava  on  angiocardio- 
grams. The  diameter  of  this  segment  in  the  pre- 
sented case  was  50  mm.  In  addition  to  its  great 
size,  the  vena  cava  was  also  markedly  elongated 
and  tortuous. 

Summary 

The  inferior  vena  cavogram  of  a patient  with  ad- 
vanced tricuspid  insufficiency  is  presented.  Its 
radiologic  manifestations  are  discussed  and  com- 
pared to  those  of  inferior  vena  cava  obstruction. 
The  special  feature  of  the  reported  case  is  the  ex- 
traordinary size  of  the  inferior  vena  cava  and  its 
major  tributaries. 

Acknowledgment.  The  authors  wish  to  express  their 
thanks  to  Miles  J.  Schwartz,  M.D.,  cardiologist  at  the  St. 
Luke’s  Hospital  Center,  who  permitted  the  presentation  of  his 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  procaine  penicillin  G.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given  at 
least  30  minutes  prior  to  injection,  is  recom- 
mended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particulardosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.  — N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g..  pressor  amines,  antihistamines 
and  corticosteroids. 

Mental  disturbances,  including  anxiety,  confusion,  agitation, 
depression,  and  hallucinations,  have  been  reported  in  individ- 
uals following  single-dose  schedules  for  gonorrhea.  Reactions 
have  been  transient,  lasting  from  15-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods. 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistamlmcs  appear  beneficial  in  treat 
ment  of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis;  urticaria:  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings!  ) 

As  with  other  antisyphilitics,  Jansch-Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration  : Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock,  in  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated) -Men  or  Women  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stamed  smear  is  adequate  if  positive;  other- 
wise. a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervicai  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procaine  penicillin  G,  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procaine  penicillin  G daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2.400.000  units  (4  cc. 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  sus- 
pension with  sodium  citrate  buffer,  and  as  w/v  approximately  05% 
lecithin,  0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  methdjj 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  vfflR 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabilized 
aqueous  suspension  with  sodium  citrate  buffer  and  approxim^ 

7 mg.  lecithin,  2 mg.  carboxymethylcellulose.  3 mg.  povida 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  £Ofbta 
monopalmitate,  1.2  mg.  methyl  paraben,  and  0.14  mg  * pro* 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  YD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


UJ 


IN  SYPHILIS 

INJECTION 

BicillinL-A 

(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
cluding sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G.  — Venereal  in- 
fections: Syphilis,  yaws,  beiel  and  pinta. 

For  deep  intramuscular  injection  only. 

Contraindication : Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported.  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper- 
sensitivity. Before  penicillin  therapy,  carefully  inquire  into  pre- 
vious hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e.g.,  pressor  amines,  antihistamines  and  corti- 
costeroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosinophilia  may  frequently  be  only 
reaction  observed.  Hemolytic  anemia,  leucopenia,  thrombo- 
cytopenia, neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital — under  2 years  of  age,  50,000  units/Kg.  body 
weight:  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site. 

Composition:  Units  benzathine  penicillin  G (as  active  in- 
gredient): 2,400,000  units  in  4-cc.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose,  0.6%  povidone,  0.1%  methylparaben,  and 
0.01%  propylparaben.  300,000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg,  lecithin,  3 mg,  povidone,  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 
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Immorality  of  New 
York  Physicians’ 
Strike* 


FRED  ROSNER,  M.D. 

Jamaica,  New  York 

Director,  Division  of  Hematology,  Queens  Hospital  Center 
Affiliation  of  Long  Island  Jewish-Hillside  Medical  Center; 
Associate  Professor  of  Medicine,  Health  Sciences  Center, 
State  University  of  New  York  at  Stony  Brook 


The  recent  physicians’  strike  in  New  York  City 
reemphasizes  serious  questions  surrounding  the 
morality  and  ethics  of  a physician  “abandoning” 
his  patients.  Is  there  ever  an  issue  greater  in  im- 
portance to  a physician  than  the  care  of  his  pa- 
tients? Can  financial  consideration  of  working 
conditions  ever  be  of  such  a nature  that  they  over- 
ride the  primary  responsibility  of  caring  for  his  pa- 
tients? I think  not. 

The  League  of  Voluntary  Hospitals  and  the  CIR 
(Committee  of  Interns  and  Residents)  were  unable 
to  resolve  their  differences;  thus,  a strike  ensued. 
Most  issues  had  been  satisfactorily  resolved  prior 
to  the  strike.  The  major  stumbling  block  was  the 
demand  by  the  CIR  for  a work  week  for  house  staff 
not  to  exceed  eighty  hours.  The  League  had  of- 
fered that  house  staff  work  not  more  than  every 
third  night;  such  a proposal  would  average  out  to 
approximately  eighty  hours  per  week.  Yet,  the 
two  sides  were  unable  to  find  a mutually  agreeable 
formula  concerning  the  length  of  the  work  week. 
A major  principle,  concerning  which  neither  side 
wished  to  compromise,  was  at  stake. 

On-the-job  training 

Why  do  interns  and  residents  work  such  long 
hours?  The  shortage  of  such  house  officers  to  fill 
the  available  positions  throughout  the  nation’s 
hospital  system  is  not  the  answer.  The  major 
teaching  hospitals  have  no  difficulty  in  attracting 

* The  opinions  expressed  are  those  of  the  author  and  do  not 
necessarily  represent  those  of  the  Long  Island  Jewish-Hillside 
Medical  Center. 


their  full  complement  of  interns,  residents,  and 
fellows.  Theoretically,  if  twice  the  number  of  in- 
terns were  working  at  a hospital,  their  working 
hours  would  be  halved.  Alternatively,  if  a compa- 
rable number  of  physicians  already  in  private 
practice  were  engaged  to  work  in  hospitals  to  re- 
lieve the  present  interns  and  residents,  the  latters’ 
working  hours  could  also  be  halved.  However,  the 
major  reason,  I believe,  for  the  long  working  hours 
for  house  staff  is  the  need  for  a wide  spectrum  of 
on-the-spot  exposure,  as  part  of  the  educational 
process.  The  training  of  a physician  requires 
sleepless  nights  to  be  spent  in  an  emergency  room 
observing  and  caring  for  patients  with  acute  trau- 
ma, patients  with  massive  hemorrhage,  patients  in 
shock,  and  for  the  alcoholic  person  who  wobbles  in 
at  3:00  A.M.  How  can  one  learn  the  treatment  of 
pulmonary  edema,  diabetic  acidosis,  hepatic  coma, 
perforated  gallbladder,  or  ruptured  spleen  if  one 
doesn’t  see  these  conditions  and  treat  them  as  they 
arise,  not  the  next  morning.  Tradition  is  not  yet 
obsolete,  and  the  preceding  traditional  approach 
to  the  postdoctoral  training  of  physicians  is  still 
fully  applicable.  There  seems  to  be  no  suitable  al- 
ternative on  the  horizon. 

Working  environment 

The  reality  of  the  situation  is  that  when  this 
writer  was  a house  officer,  interns  and  residents 
worked  every  other  night  and  every  other  week- 
end. Today,  most  if  not  all  hospitals  require  no 
more  than  every  third  night.  Furthermore,  few 
house  officers  are  unable  to  get  at  least  some  sleep 
during  their  “working”  nights  and  weekends.  The 
teaching  sessions  directed  at  house  officers  such  as 
conferences,  seminars,  grand  rounds,  and  the  like 
should  not,  strictly  speaking,  be  considered  as 
“working  hours”  although  they  are  part  of  the 
work  week. 

The  constant  state  of  tiredness  of  interns  and 
residents  is  of  multifactorial  origin.  It  is  true  that 
they  work  long  hours.  However,  many  of  them 
spend  their  “off  nights”  working  in  other  hospitals 
and  caring  for  patients  of  private  physicians  to 
supplement  their  income;  this  is  in  spite  of  the  sal- 
aries achieved  in  recent  years  by  the  CIR  ($14,500 
for  interns  and  up  to  $20,000  and  more  for  resi- 
dents). Furthermore,  only  interns  and  first-year 
residents  are  subject  to  the  long  hours.  On  most 
services,  with  the  exception  perhaps  of  general 
surgery,  second-year  residents  and  higher-up 
trainees  spend  many  months  on  electives  where 


1 782  New  York  State  Journal  of  Medicine/ September  1 975 


the  working  schedule  is  usually  much  lighter  in- 
deed and  where  night  and  weekend  calls  are  few 
and  far  between. 

Inequities  of  striking 

The  basic  issues  that  led  to  the  strike,  however, 
do  not  and  cannot  separate  the  physician  from  his, 
or  her,  patient.  For  a physician  to  strike,  for 
whatever  reason,  is  unconscionable  and  totally 
contrary  to  every  standard  of  medical  ethics  and 
morality.  Precedents  for  such  actions  in  Canada, 
Israel,  and  the  United  Kingdom  do  not  make  a 
strike  in  New  York  any  more  ethical,  moral,  or  tol- 
erable than  they  were  in  those  countries. 

Another  serious  inequity  in  the  strike  that  fur- 
ther points  out  the  disgrace  thereof  is  the  fact  that 
the  municipal  hospitals  were  much  more  seriously 
affected  than  were  the  voluntary  hospitals.  The 
latter  have  large  staffs  of  private  physicians,  each 
of  whom  assumed  total  responsibility  of  his  pa- 
tients when  the  interns  and  residents  went  on 
strike.  The  small  number  of  full-time  physicians 
and  a few  “volunteer”  physicians  were  suddenly 
confronted  with  the  need  to  provide  moment-to- 
moment,  hour-by-hour,  day-by-day  care  of  all  pa- 
tients in  the  municipal  hospitals  where  no  patient 
has  his  own  private  physician.  Even  worse  was 
the  immoral  distribution  of  house  officers  who  did 
not  strike.  Many  interns  and  residents  at  the  vol- 
untary hospitals  chose  not  to  strike.  It  would  be 
heartening  to  be  able  to  think  that  they  did  so  out 
of  conviction  to  the  proper  rules  of  ethical  medical 
conduct  and  loyalty  to  their  patients.  Such,  how- 
ever, was  not  the  case,  for  most  of  the  house  offi- 
cers who  worked  during  the  strike.  The  latter 
were  perhaps  fearful  of  reprisals  and,  perhaps, 
were  even  more  concerned  about  their  future  ap- 
pointment to  the  attending  staff  of  that  voluntary 
hospital.  No  such  restraints  confronted  physi- 
cians at  the  municipal  hospitals,  most  of  whom 
had  no  expectation  of  remaining  at  that  hospital 
on  completion  of  their  training. 

How  inappropriate  for  politicians  to  make  re- 
marks to  the  press  about  the  bad  faith  of  one  side 
or  the  other  without  understanding  the  basic  prin- 
ciple being  negotiated!  How  wrong  for  leaders  of 
the  American  Medical  Association  in  Chicago  to 
speak  out  in  favor  of  one  side  without  having  first- 
hand knowledge  of  the  state*  of  affairs!  Such  ac- 
tions only  inflame  tempers  and  enrage  the  oppos- 
ing sides.  An  old  Talmudic  proverb  asserts:  “Do 


not  judge  your  fellow  man  unless  you  yourself  have 
been  in  his  predicament.” 

Reflections 

Now  that  the  strike  is  over,  one  can  pause  to  re- 
flect. Many  house  officers  state  that  they  really 
didn’t  want  to  strike  but  had  to  to  support  their 
militant  leadership  whose  actions  they  did  not 
agree  with,  but  who  were  the  duly  elected  repre- 
sentatives of  the  CIR.  Such  statements  and  asser- 
tions may  assuage  the  guilty  consciences  of  these 
house  officers,  but  do  not  excuse  their  improbity 
for  having  participated  in  the  strike.  The  pur- 
ported indecency  of  working  conditions  for  interns 
and  residents  should  not  and  cannot  be  grounds 
for  leaving  seriously  ill  patients  in  intensive  care 
units  and  hospital  wards  inadequately  attended. 
The  physician’s  primary  responsibility  is  not  to 
the  CIR  but  to  his  patients. 

Let  no  one  misunderstand  my  position.  I sym- 
pathize with  the  interns  and  residents.  I,  too, 
agree  that  a one-hundred-hour  work  week  makes 
for  a harried,  hectic,  and  harrowing  experience.  I, 
too,  agree  that  working  more  than  fifty  consecu- 
tive hours  without  proper  rest  is  an  intolerable 
burden  on  house  officers.  I,  too,  agree  that  as 
great  as  the  burden  is  on  the  young  physician,  it  is 
much  greater  on  the  patient.  I,  too,  would  not  like 
to  be  treated  or  operated  on  by  a physician  who 
has  not  slept  for  thirty-six  hours.  However,  the 
immorality  of  a physician  leaving  his  patients 
while  he  is  out  on  the  picket  line  strikes  at  the  very 
fabric  of  medical  ethics.  It  might  be  morally  ac- 
ceptable if  the  physician  refuses  to  accept  new  pa- 
tients and  even  if  he  refuses  to  perform  all  tasks 
and  chores  not  directly  concerned  with  patient 
care.  However,  to  leave  his  patients  without  his 
direct  medical  assistance  and  attendance  puts  the 
striking  house  officer  in  an  untenable  moral  posi- 
tion. 

Question  of  morality 

The  strike  was  perfectly  legal,  but  what  is  legal 
is  not  always  right.  Abortion  is  also  legal,  yet 
many  people,  including  physicians,  do  not  agree 
that  it  is  morally  right  unless  there  are  specific 
medical  indications.  Legal  permissibility  is  not 
synonymous  with  moral  license. 

Queens  Hospital  Center  Affiliation  of 
Long  Island  Jewish-Hillside  Medical  Center 
82-68  164th  Street 
Jamaica,  New  York  11432 
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Housestaff  Strike 


Immoral  or  inevitable? 


JAY  DOBKIN,  M.D. 

The  Bronx,  New  York 

Fellow,  Albert  Einstein-Montefiore  Infections  Disease  Training 
Program,  and  President,  Committee  of  Interns  and  Residents 


The  strike  by  the  CIR  (Committee  of  Interns  and 
Residents)  came  as  a last  resort,  and  only  after 
careful  consideration  of  the  many  serious  prob- 
lems in  patient  care  and  training  conditions,  as 
well  as  the  formulation  of  a set  of  reasonable  de- 
mands and  seven  months  of  “bargaining.”  During 
this  period,  representatives  of  the  voluntary  hospi- 
tals maintained  a steady  chorus  of  “nonnegotia- 
ble”  and  “management  prerogative”  replies,  and 
2,000  to  3,000  CIR  members  struck.  Defying  even 
a' Federal  mediator’s  bland  recommendations,  the 
hospitals  had  deliberately  confronted  the  house- 
staff  with  these  choices:  (1)  drop  these  silly  de- 

mands for  sensible  work  hours,  better  conditions 
for  patient  care,  and  consideration  of  housestaff 
rights  of  organization  and  of  due  process  or  (2) 
strike. 

It  is  not  surprising  that  Fred  Rosner,  M.D.,  the 
author  of  the  preceding  article,  is  uninformed  of 
these  details.  The  administrators  handling  the 
negotiations  successfully  convinced  chiefs  of  ser- 
vice and  other  attendings  around  the  city  that  all 
was  well  in  hand  and  that  there  was  no  need  for 
them  to  get  involved,  despite  months  of  housestaff 
requests  at  many  hospitals  that  attendings  take 
action.  Somewhat  surprising  is  Dr.  Rosner’s  dis- 
tinct reference  to  a prestrike  League  (League  of 
Voluntary  Hospitals)  offer  “that  housestaff  not 
work  more  than  every  third  night.  In  fact,  there 
was  no  such  offer,  or  any  offer  at  all,  to  limit  shift 
length  or  hours  per  week  until  the  strike  was  under 
way  for  three  days.  Even  a suggestion  early  in  the 
bargaining  by  CIR  that  a start  be  made  by  limiting 
“on-call”  to  every  night  and  hours-per-week  to  168 
was  rejected.  Dr.  Rosner  would  lead  us  to  believe 
that  only  a very  fine  difference  separated  the  two 
sides  before  the  strike,  which  therefore  should  eas- 


ily have  been  avoided.  A better  knowledge  of  the 
facts  would  have  cleared  up  this  error. 

The  CIR  was  also  asked  to  view  the  housestaff  s 
long  hours  as  really  solely  educational  in  purpose 
and  origin;  physician  shortages  and  the  utility  of 
inexpensive  labor  were  discounted.  The  idea  that 
“sleepless  nights”  are  a requirement  for  the 
housestaff  recalls  the  analogy  of  interns  and  resi- 
dents to  athletes  in  training,  which  a high  Mount 
Sinai  Hospital  official  offered  during  the  strike. 
Apparently  the  less  one  sleeps,  the  less  sleep  one 
comes  to  need.  One  wonders,  then,  that  those 
physicians  of  the  vintage  of  Eugene  L.  Beilin, 
M.D.,*  S.  Davis  Pomrinse,  M.D.,+  and  Dr.  Rosner 
need  any  sleep  at  all  and,  moreover,  why  they 
should  need  avaricious  and  sleepy  young  residents 
to  make  their  housecalls  at  night.  Perhaps  sleep 
deprivation,  as  with  other  proved  forms  of  athletic 
conditioning,  is  only  effective  if  one  stays  in  train- 
ing. 

More  to  the  point,  however,  is  the  question 
raised  by  Dr.  Rosner  of  whether  or  not  functioning 
under  pressure  without  sleep  is  good  for  the  train- 
ing and  development  of  the  young  physician;  is 
this  situation  good  for  the  patient?  If  such  expe- 
rience is  a necessary  part  of  training,  it  should  be 
provided  with  the  full  supervision  that  such 
unique  training  demands:  the  hospitals  should 

provide  a well-rested  attending  to  look  over  the 
shoulder  of  the  tiring  interns.  I can  personally  at- 
test to  the  educational  value  of  night  work.  By 
having  an  intern  on  a night-float  system,  we  guar- 
anteed the  daytime  staff  at  least  a few  hours  sleep 
at  night  and  provided  the  patients  with  an  alert 
physician  on  the  wards  all  night.  If  the  reason  for 
inordinately  long  hours  is  not  athletic  condition- 
ing, economic  convenience,  or  a shortage  of  physi- 
cians, then  a night-float  system  would  provide 
full-time  coverage  on  busy  services  and  would  be 
the  way  to  proceed.  Such  an  approach  was  all  the 
CIR  sought  from  the  hospitals.  The  refusal  of 
such  a modest  demand  was  mystifying  since  some 
services  in  these  hospitals  had  already  seen  fit  to 
adopt  such  systems. 

A question  central  to  all  the  housestaff  was 
whether  or  not  striking  was  ethical,  proper,  or 
right,  until  it  became  clear  that  there  was  no  alter- 
native. The  role  of  the  physician  as  some  sort  of 
saintly  robot,  locked  into  his  routine  tasks,  and 
unwilling  or  unable  to  exert  any  control  over  the 
conditions  of  work  and  patient  care,  proved  unac- 
ceptable to  most  house  officers.  In  fact,  once  peo- 
ple made  peace  with  the  taboo  surrounding  the 
word  “strike,”  it  became  clear  that  abandoning  our 
concerns  for  better  patient  care  and  hospital  con- 
ditions, because  the  League  had  told  us  to  get 
lost,”  would  indeed  be  irresponsible. 

* Commissioner,  City  of  New  York  Department  of  Health, 
and  Chairman  of  the  Board  of  Health  and  Hospitals  Corpora- 
tion. 

t Director  of  Mount  Sinai  Hospital. 
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Dr.  Rosner  raises  some  important  points  which 
call  for  clarification: 

1.  Were  the  municipal  hospitals  “more  affected” 
by  the  strike?  Definitely,  because  they  were  effec- 
tively abandoned  by  the  voluntary  affiliates,  so  that 
CIR  housestaff  had  to  break  their  own  strike,  and  the 
law,  by  arranging  and  providing  skeleton  and  emer- 
gency coverage.  But  why  should  the  municipal  hospi- 
tals be  worse  off  than  the  voluntary  hospitals,  which 
receive  hundreds  of  millions  of  dollars  from  the  city 
under  the  affiliatio'n  program  to  provide  medical  ser- 
vices? The  fact  is  that  the  affiliated  voluntary  hospi- 
tals made  no  provisions  to  send  their  attendings  to 
cover  the  city  institutions  for  which  they  are  responsi- 
ble, despite  the  ten-day  notice  of  the  strike  and  de- 
spite pious  announcements  to  the  public  that  all 
would  be  well,  with  business  as  usual. 

No  arrangements  were  made  for  attendings  to 
be  sent  to  cover  at  the  city  affiliated  hospitals  or 
for  elective  cases  to  be  cleared  out  of  the  voluntary 
hospitals  to  make  room  for  emergency  cases  from 
the  affected  city  hospitals.  Instead,  hospital  man- 
agement through  the  League  told  the  public  that 
the  housestaff  was  superfluous  and  a strike  would 
have  no  effect;  city  and  voluntary  attendings,  who 
knew  the  first  statement  was  untrue,  were  told 
that  there  really  would  be  no  strike  anyway.  The 
housestaff  was  told  not  to  strike  since  the  issues 
were  trivial.  Further,  if  one  did  strike  he  or  she 
could  just  forget  about  returning  or  getting  credit 
for  the  year’s  training  and  some  foreign  graduates 
could  anticipate  deportation. 

Why  did  those  responsible  for  running  city  hos- 
pitals, including  their  directors,  the  Health  and 
Hospitals  Corporation,  its  board  of  directors,  the 
city’s  health  commissioner,  the  mayor,  or  the  gov- 
ernor, say  and  do  nothing  to  avert  the  strike  or  to 
protect  the  interests  of  the  patients  in  the  city  hos- 
pitals? Some  of  these  officials  not  only  ignored 
the  danger  to  city  patients  and  glossed  over  the 
potential  and  actual  effects  of  the  strike,  but  also 
they  spent  their  time  releasing  comments  on 
moonlighting  and  other  irrelevancies. 

2.  Some  voluntary  hospital  housestaffs  did  not 
strike,  with  the  fear  of  reprisals,  as  Dr.  Rosner  notes,  a 
very  real  factor.  It  was  curious  that  many  attendings, 
chiefs,  and  hospital  directors  who  previously  could 
not  be  induced  to  discuss,  much  less  settle,  the  issues, 
became  very  active  as  the  strike  approached  in  trying 
to  deter  their  housestaffs  from  striking.  Serious  and 
sincere  moral  and  ethical  reservations  probably 
moved  many  attendings  to  object  to  the  strike.  How- 
ever, a great  number  of  unmistakable,  and  illegal,  not 
to  mention  perhaps,  immoral,  threats  were  reported 
from  nearly  every  hospital. 

It  is  important  to  underline  the  role  that  lack  of 
information,  or  deliberate  misinformation,  played 
in  building  an  artificial  wall  between  housestaff 
and  attendings  in  helping  to  produce  the  confron- 


tation. The  hospitals  were  at  all  times  represent- 
ed solely  by  labor-relations  administrators.  At- 
tempts by  CIR  members  to  circumvent  the  in- 
transigence by  the  labor-relations  group  were  met 
with  reluctance  by  top  medical  officials  to  “tam- 
per” with  the  collective  bargaining  process.  It  be- 
came apparent  too  late  that  many  attendings  and 
chiefs  were  misled  and  misinformed  about  the  spe- 
cific nature  of  the  demands,  about  CIR’s  readiness 
to  compromise,  and  about  the  overall  level  of  con- 
cern by  housestaff.  It  seems  that  the  posture  of 
the  League  in  refusing  to  bargain  over  hours  and 
hospital  conditions  had  little  or  no  relation  to  the 
demands  themselves,  but  rather  was  a preplanned 
strategic  and  philosophic  position. 

Rather  than  involve  attendings  in  studying  and 
discussing  the  CIR  demands,  the  hospital  rep- 
resentatives seem  to  have  reported  to  the  hospital 
staff  that  a small  cadre  had  seized  the  CIR  and 
was  making  outlandish  demands,  and  also  that  the 
whole  situation  was  well  in  hand  and  should  not  be 
any  of  their  concern.  Simultaneously,  these  rep- 
resentatives were  telling  CIR  across  the  bargaining 
table  that  the  medical  authorities  at  the  hospitals 
had  rejected  the  demands  in  total. 

3.  Dr.  Rosner  says  he  sympathizes  with  the  effects 
of  bad  conditions  and  long  hours,  but  he  fails  to  rec- 
ommend any  specifics  as  to  what  ought  to  be  done 
about  them.  He  says  striking  is  intolerable,  but  that 
it  “might  be  morally  acceptable  if  the  physician  refus- 
es to  accept  new  patients.”  Is  stopping  care  when 
malpractice  insurance  rates  rise,  or  moving  one’s 
practice  elsewhere  when  a neighborhood  decays,  or 
turning  away  Medicaid  patients  also  morally  accept- 
able? No  doubt  Dr.  Rosner  would  say  “no.” 

In  fact,  organized  medicine,  the  hospital  indus- 
try, and  New  York’s  government  have  been  con- 
ducting a “strike”  against  patients  for  years. 
Rates  go  up  and  services  go  down.  Whole  slum 
neighborhoods  strangely  cease  to  need  their  hospi- 
tals, and  Mayor  Beame  coincidentally  announces 
the  closing  of  these  “superfluous”  hospitals.  Phy- 
sicians need  not  worry,  however,  because  there  is 
always  a need  for  them  elsewhere,  and  they  can 
walk  away  from  the  patient  care  and  the  training 
inadequacies  of  their  housestaff  programs,  just  as 
they  can  from  the  closing  of  a city  hospital  or  a de- 
teriorating city  neighborhood,  and  never  become 
morally  tainted,  as  they  would  by  any  direct  action 
like  a strike. 

The  need  to  become  organized  into  cohesive, 
powerful,  and  active  groups  has  become  apparent 
to  many  interns  and  residents  and  to  a growing 
number  of  practicing  physicians.  Unorganized, 
physicians  have  had  little  influence  on  the  public 
policies  affecting  patient  care,  hospital  conditions, 
medical  training,  or  working  conditions.  Al- 
though potentially  powerful  as  agents  for  change 
in  health  care,  most  physicians  typically  have  re- 
mained passive  about  social,  political,  and  eco- 
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nomic  matters  in  health,  thus  contributing  greatly 
to  the  trend  toward  control  of  health  services  by 
business  or  by  managerial  or  political  interests. 
The  personnel  and  patients  who  serve  and  are 
served  in  the  health-care  system  have  less  and  less 
to  say  about  it.  A strong  tradition  needs  to  be  re- 
versed for  physicians,  other  health  workers,  and 
patients  so  that  they  can  regain  control  of  health 
care.  Formation  of  direct-action  groups,  unions, 


ALL-OUT  EDUCATIONAL  EFFORT 
URGED  ON  HARM  OF  MARIHUANA 

Marihuana  most  definitely  is  not  a relatively  harmless 
drug. 

A systematic  campaign  to  disseminate  medical  infor- 
mation about  the  well  known  poisonous  effects  of  mari- 
huana is  long  overdue,  particularly  by  governmental 
agencies  and  the  news  media,  says  a communication  in 
the  June  2 issue  of  the  Journal  of  the  American  Medical 
Association. 

To  date,  most  of  the  public  remains  uninformed 
about  medical  findings  that  clearly  indicate  substantial 
health  hazards  as  a result  of  marihuana  smoking,  say 
Harold  Kolansky,  M.D.,  and  William  T.  Moore,  M.D.,  in 
the  JAMA  report.  Drs.  Kolansky  and  Moore  are  from 
the  Department  of  Psychiatry  of  the  University  of 
Pennsylvania  School  of  Medicine,  Philadelphia. 

The  authors  also  called  on  physicians  to  join  in  a pub- 
lic education  effort  on  marihuana. 

“The  physician  should  not  be  apathetic  about  the  cur- 
rent marihuana  epidemic.  By  familiarizing  himself  with 
the  results  and  potentials  of  marihuana  toxicity,  he  is  in 
a uniquely  effective  position  to  act  as  the  spearhead  in  a 
coordinated  community  effort  to  prevent  the  cannabis 
epidemic  from  becoming  endemic.” 


and  coalitions  is  necessary;  confrontations  like 
strikes  may  occur  to  achieve  worthy  goals.  There 
may  be  no  alternative,  if  we  want  to  realize  high- 
quality  care,  free  accessibility,  decent  facilities, 
and  humane  working  conditions. 

Department  of  Medicine 
Montefiore  Hospital  and  Medical  Center 
111  East  210th  Street 
The  Bronx,  New  York  10467 


Drs.  Kolansky  and  Moore  cited  their  studies  which 
showed  dangerous  bodily  changes,  particularly  within 
the  brain,  from  smoking  the  drug. 

“All  subjects  clearly  demonstrated  an  early  diminu- 
tion in  self-awareness  and  judgment  along  with  slowed 
thinking  and  shorter  spans  in  concentration  and  atten- 
tion. We  also  reported  a gradual  development  of  goal- 
lessness, blunted  emotions,  a counterfeit  impression  of 
calm  and  well-being,  and  a prevailing  illusion  of  recently 
developed  insight  and  emotional  maturity.  Many  dem- 
onstrated difficulty  in  depth  perception  and  an  alter- 
ation in  the  sense  of  timing,  both  of  which  are  particu- 
larly hazardous  during  automobile  driving.” 

Even  occasional  or  moderate  use  is  risky,  they  warn. 
The  researchers  cite  a long  list  of  undesirable  body 
changes  resulting  from  the  use  of  the  drug. 

The  American  Medical  Association  position  on  mari- 
huana is  that  the  AMA  does  not  condone  the  produc- 
tion, sale,  or  use  of  the  drug.  It  does,  however,  recom- 
mend that  the  personal  possession  of  “insignificant 
amounts”  of  that  substance  be  considered  at  most  a mis- 
demeanor. The  AMA  recommends  its  prohibition  for 
public  use,  and  strongly  urges  that  there  be  increased 
research  on  marihuana. 

“A  policy  of  discouragement  is  strongly  advocated”  in 
the  AMA  policy  statement. 
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introducing  B " C "BID 

B-complex  with  C 


an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 


New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 


Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 


Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 


DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 
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Why  Physicians  Avoid 
Early  Diagnosis  of 
Alcoholism 

EPHRAIM  T.  LISANSKY,  M.D.,  M.A.C.P., 
F.A.P.A. 

Baltimore,  Maryland 

Professor  of  Medicine,  Professor  of  Clinical  Psychiatry,  University 
of  Maryland  School  of  Medicine 


This  article  is  an  expression  of  my  personal 
thoughts,  as  an  internist,  concerning  the  task  in- 
volved in  understanding,  accepting,  diagnosing, 
and  treating  the  alcoholic  patient. 

The  Board  of  Regents  of  the  American  College 
of  Physicians  recently  approved  and  published  a 
“Statement  on  Alcoholism”  which  is  quoted  in  its 
entirety  as  follows:1 

Alcoholism  is  one  of  the  major  problems  of  our  time 
with  both  social  and  health  implications.  The  Ameri- 
can College  of  Physicians  strongly  supports  the  efforts 
being  made  to  curb  excessive  use  of  alcohol  and  urges 
all  members  of  the  College  and  other  physicians  to 
participate  actively  in  educational  programs  regard- 
ing its  hazards  and  in  treatment  programs  for  persons 
with  this  illness. 

Alcoholism  is  a disease.  As  such  it  merits  the  at- 
tention of  all  physicians,  who  should  take  an  interest 
in  noting  the  early  signs  of  addiction  in  their  patients. 
Strong  efforts  should  be  made  to  help  patients  in  the 
early  stages  of  the  habit.  While  proof  is  not  available, 
it  is  reasonable  to  believe  that  success  in  treatment 
will  be  more  frequent  at  this  stage  than  later  when 
overt  evidence  of  alcoholism  is  present. 

The  cause  of  alcoholism  is  not  known.  It  is  likely 
that  psychologic  and  social  factors  are  of  great  impor- 
tance. Physicians  who  are  interested  and  consider 
the  possibility  of  impending  alcoholism  in  their  pa- 
tients can  do  much  to  prevent  alcoholism. 

Many  physicians  are  in  a position  to  extend  their 
influence  by  learning  what  there  is  to  know  about  the 
“disease”  and  through  education  and  participation  in 
community  efforts,  to  help  control  it. 

The  treatment  of  advanced  alcoholism  is  unsatis- 
factory, but  this  fact  does  not  relieve  the  physician  of 
responsibility.  He  treats  many  chronic  illnesses  for 

Presented  at  the  Second  Annual  Meeting  of  the  American 
Medical  Society  on  Alcoholism  held  at  the  Johns  Hopkins  Uni- 
versity School  of  Medicine,  Baltimore,  Maryland,  October  29 
and  30,  1971. 


which  no  completely  satisfactory  treatment  is  avail- 
able. If  the  alcoholic  patient  is  regarded  as  a patient 
in  need  of  help  and  if  individualized  treatment  is  ap- 
plied, many  can  be  rendered  asymptomatic  and  others 
greatly  helped. 

All  physicians  and  most  particularly  internists, 
should  become  more  interested  in  treatment,  educa- 
tion, and  research  in  this  important  field  of  medicine. 

This  is  an  important  positive  pronouncement  by 
an  official  national  society  of  physicians.  It  is  a 
necessary  statement,  and  the  College  should  be 
applauded  for  its  publication.  But  why  is  it  so 
necessary?  Why  is  alcoholism  so  specific  a focus 
in  this  statement  of  policy?  How  can  a physician 
not  be  interested  in  the  fourth  most  common  cause 
of  adult  death  in  this  country,  especially  between 
the  ages  of  thirty-five  to  fifty-five?2 

Implications 

This  statement  of  policy  implies  that  physicians 
might  not  consider  the  possibility  of  “impending 
alcoholism”.3  This  statement  also  may  be  inter- 
preted as  implying  that  physicians  may  avoid 
learning  about  the  disease  for  reasons  about  which 
they  are  unaware.  These  personal,  tentative  in- 
ferences stem  from  a consideration  of  a time-hon- 
ored, oft-repeated  but  frequently  neglected  point 
of  view.  Learning  what  there  is  to  know  about  the 
disease  is  not  the  only  crucial  factor.  The  physi- 
cian must  learn  something  about  himself:  his  re- 
sistance, his  avoidance,  and  his  denial  relative  to 
the  alcoholic.  Only  then  will  his  field  of  intellec- 
tual and  emotional  understanding  and  acceptance 
enlarge,  and  only  then  will  he  be  able  to  imple- 
ment effectively  what  he  learns  about  this  disease. 
This  concept  may  help  us  to  understand  the  ques- 
tions implied  by  the  official  statement  quoted  ear- 
lier. It  may  take  long  exposure  to  the  problems  of 
medical  illness  and  continued  clinical  education 
and  maturity  for  some  health  professionals  to  de- 
velop an  accepting  medical-social  perspective  of 
illnesses  which  have  been  historically  unaccept- 
able to  society.  At  one  time  tuberculosis  and  ve- 
nereal disease  engendered  the  same  negative  atti- 
tude. Today  we  need  only  consider  the  frequently 
encountered  attitudes  toward  the  following  cate- 
gories of  patients:  (1)  the  suicide  attempter,  (2) 

the  overtly  psychiatric  patient,  (3)  the  homosex- 
ual, (4)  the  manipulating  sociopath,  (5)  the  hypo- 
chondriacal patient,  (6)  the  drug  addict,  and  (7) 
the  terminal  patient. 

Most  of  these  patients  may  be  obliquely  rejected 
or  referred  elsewhere.  The  alcoholic,  however,  has 
a major  number  of  acute  and  chronic  medical  com- 
plications which  involve  the  medical  physician  di- 
rectly but  may  allow  him  to  escape  from  being  bur- 
dened with  the  basic  diagnosis  of  alcoholism. 
Thus,  the  physician  accepts  and  treats  the  accept- 
able organic  half  of  the  diagnosis  and  avoids  the 
behavioral  half,  retaining  the  posture  and  fulfilling 
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the  function  of  a useful  medical  professional.4  In- 
ternists have  a keenly  competitive  spirit  con- 
cerning the  complex  task  of  problem  solving  in 
pursuit  of  a medical  diagnosis.  But  what  about 
the  prodromata  of  alcoholism,  which  may  be  so  ob- 
vious? Why  do  we  avoid  with  both  conscious  and 
unconscious  denial  this  particular  part  of  the  diag- 
nosis? Is  it  that  we  are  protecting  both  our  own 
and  the  patient’s  sensitivity  from  this  diagnosis? 

The  early  diagnosis  may  be  overlooked  because 
of  the  following:  (1)  the  symptoms  at  this  time 

are  less  prominent,  less  easily  understood,  and 
possibly  even  distorted  or  denied  by  the  patient, 
(2)  the  symptoms  may  be  misinterpreted  by  the 
physician  because  of  the  patient’s  lack  of  candor  or 
the  physician’s  denial  of  this  part  of  the  diagnosis, 
and  (3)  the  physical  examination  may  not  demon- 
strate, in  the  early  stages,  specific  organic  signs. 
The  question,  “Why  do  we  avoid  early  diagnosis?,” 
may  also  be  explained  in  part  by  the  following  for- 
mulation: 


Patient’s 

Physician’s 

alcoholism 

concept  of 

Physician’s 

status 

patient 

reaction 

Before  cirrhosis 

Emotional  dis- 
order; psycho- 
pathology; 
sick  role  not 
sanctioned 

Hostile  to  and 
rejection  of 
patient 

After  cirrhosis 

Medical-surgi- 
cal disorder; 
pathophysiol- 
ogy; sick  role 
sanctioned 

Acceptance  of 
and  care  for 
the  patient 

The  physician  may  be  reflecting  society’s  atti- 
tude. Thus  the  diagnosis  is  looked  on  most  toler- 
antly when  the  patient’s  physical  and  emotional 
status  is  most  resistant  to  change  and  the  illness  is 
relatively  irreversible. 

Clues  to  diagnosis 

Varied  and  multiple  combinations  of  clues  to 
the  diagnosis  of  alcoholism  may  be  elicited  in  the 
history  and  physical  examination.  These  may  or 
may  not  be  associated  with  alcoholism,  but  the 
possible  or  probable  relationship  should  always  be 
considered.  The  National  Council  on  Alcoholism 
has  designed  a tentative  set  of  major  and  minor 
clues  or  criteria  which  are  weighted  as  follows: 
group  1 -classical  alcoholism,  definite;  group  2- 
probable  alcoholism,  indicative;  and  group  3-po- 
tential alcoholism,  possible.  These  clues  may  be 
used  to  guide  toward  a more  comprehensive  and 
accurate  diagnosis.  However,  they  may  be  uncon- 
sciously deemphasized  by  the  physician  thus  mini- 
mizing his  perceptiveness  of  the  patient’s  underly- 
ing behavior  and  attitude  which  may  be  basic  to 
the  pathogenesis  of  these  symptoms  and  signs. 


Also,  the  physician’s  perceptiveness  may  be  modi- 
fied by  his  own  underlying  behavior  and  attitude, 
vis-a-vis  alcoholism  and  alcoholics,  which  will  cer- 
tainly be  a factor  in  his  consideration  of  the  possi- 
bility of  alcoholism  as  a diagnosis. 

Some  of  the  clues  are  outlined  as  follows: 

I.  From  history  of  life  style 

A.  Family  history  of  alcoholism. 

B.  Divorce. 

C.  Living  alone. 

D.  Frequent  job  changes. 

1.  Recent  promotion-phobic  difficulty  in 
coping  with  success  responsibilities. 

2.  Recent  demotion. 

3.  A move  to  a new  city. 

E.  High  incidence  of  job  absenteeism  and  de- 
clining work  performance. 

F.  History  of  institutional  living  in  all-male  en- 
vironment; armed  service,  work  camps,  and 
so  forth;  drinking  a symbol  of  masculinity. 

G.  History  of  tuberculosis  and  subsequent 
long-term  hospitalization. 

H.  Compulsive  gamblers  who  are  habitual  los- 
ers, self-destructive,  in  contrast  to  gamblers 
who  are  professional,  controlled,  and  win 
and  are  rarely  alcoholic. 

I.  The  prostitute-full-time,  rarely  alcoholic, 
semiprofessional,  and  frequently  alcoholic. 

J.  The  meal-skipper,  especially  in  the  morning. 

X.  The  accident  prone. 

L.  Unkempt  habits  and  disposition  incongru- 
ous with  job  and  social  position,  not  so  much 
of  a clue  now. 

II.  Signs  and  symptoms 

A.  Transient  and  repeated  episodes  of  amne- 
sia, blackouts,  and  seizures. 

B.  Amenorrhea  in  the  female;  liver  disease. 

C.  Impotence  in  male;  neuropathy. 

D.  Telangiectasis  and  liver  palms. 

E.  Hypotonus  of  abdominal  and  skeletal  mus- 
culature, especially  in  female. 

F.  The  overtly  or  covertly  depressed. 

G.  Unexplained  diarrhea,  especially  in  the 
morning. 

H.  Unexplained  gastritis,  plus  or  minus  vomit- 
ing, especially  in  the  morning. 

I.  Unexplained  episodes  of  epigastric  pain; 
pancreatitis. 

J.  Recurrent  peptic  ulcer. 

K.  Recurrent  angina  pectoris. 

L.  Recurrent  periodontal  disease. 

M.  Heavy  smoking  and  morning  cough  and 
vomiting. 

N.  Recurrent  episodes  of  atopic  dermatitis. 

O.  Unexplained,  uncontrolled  episodes  of  dia- 
betes. 

P.  Frequent  crops  of  unexplained  bruises, 
especially  of  lower  extremities  and  especial- 
ly in  women. 

Q.  Pyorrhea  and  dental  neglect  in  an  otherwise 
kempt  person,  a symptom  of  phobic  diffi- 
culty. 

R.  The  coarse  tremor. 

S.  Perception  of  alcohol  on  breath  during  the 
ophthalmoscopic  examination. 
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T.  Unexplained  seizures  after  a few  days  of 
hospitalization;  withdrawal  symptoms. 

U.  Posttraumatic  shock  or  infection  and  fever 
may  cause  hypoglycemic  episode;  liver  dis- 
ease. 

V.  Early  estrogen  flushed  facies;  late  hepatic 
facial  pallor. 

W.  Recurrent  pressure  peripheral  neuropathy. 

X.  Enlarged  liver. 

Problems 

Many  physicians  of  today  are  products  of  the 
work  ethos  and  the  middle-class  puritan  tradition, 
valuing  independence,  autonomy,  self-control,  and 
s.-  lf-reliance.  This  background  requires  a rear- 
rangement of  values  allowing  an  acceptance  of  al- 
coholism as  a disease  rather  than  as  wilful  asocial 
misbehavior.  It  is  difficult  for  the  medical  physi- 
cian to  accept  alcoholism  as  a derivative  of  the  un- 
conscious, and  that  this  compulsive  self-destruc- 
tive behavior  is  an  index  of  the  patient’s  maladap- 
tive coping  mechanism.  A pronouncement  by  a 
legal,  governmental,  or  medical  authority,  no  mat- 
ter how  official,  may  only  minimally,  and  then 
only  intellectually,  influence  his  preconceived 
prejudicial  value  judgments  established  during 
early  formative  years.  These  early  values  are 
reenforced  by  the  hard  work,  self-discipline,  and 
long  schooling  necessary  in  the  pursuit  of  a post- 
graduate degree  and  in  the  practice  of  medicine. 

One  of  the  most  important  requisites  for  the 
prevention  and  treatment  of  alcoholism  is  the  phy- 
sician’s acceptance  of  this  diagnosis  and  these  pa- 
tients with  a positive  attitude  based  on  the  convic- 
tion that  alcoholism  is  indeed  a disease.  This  can- 
not be  implemented  by  edict  or  fiat,  but  rather  by 
each  physician  understanding  his  own  reactions 
and  motivations,  and  confronting  his  own  anxiety, 
rationalizations,  evasions,  denial,  and  prejudice 
concerning  alcoholism  as  a disease  and  the  alco- 
holic as  a medical  patient. 

Meetings  of  this  nature  may  help  educate  physi- 
cians along  these  lines,  not  only  about  alcoholism 
as  a disease,  but  also  about  his  own  behavior  as  a 
person  and  a physician.  However,  thirty  years  of 
effort  to  teach  psychiatric  and  psychophysiologic 
concepts  to  medical  students  and  nonpsychiatric 
physicians  have  modified  my  optimism  concerning 
the  effect  of  logic  and  education  on  prejudice. 

Identification  with  the  patient’s  avoidance  and 
denial  of  this  diagnosis  may  be  reflected  by  the 
physician  assuming  the  same  attitude.  This  may 
be  reenforced  in  the  physician  by  the  memory  of 
previous  unpleasant  experiences  when  he  prema- 
turely, judgmentally,  and  even  brusquely  tried  to 
coerce  the  patient  to  admit  his  illness.  The  pa- 
tient may  react  negatively,  and  then  the  physician 
retreats  and  occupies  himself  with  the  more  imme- 
diate and  more  manifest  disease  responsible  for 
the  patient’s  medical  condition.  Thus,  both  phy- 
sician and  patient  establish  an  unspoken  collusive 


agreement  on  what  are&  shall  be  the  acceptable 
coin  of  exchange.  Their  reciprocal  behavior,  fit- 
ting like  hand  in  glove,  hides  the  patient’s  basic 
psychopathologic  condition  and  the  physician’s 
negativism.  If  the  patient  tacitly  conveys  the  di- 
agnosis, and  comes  dragging  a burden  of  guilt, 
shame,  and  humiliation,  he  may  expect  the  physi- 
cian to  judge  him  by  the  same  standards.10  Again 
by  identification  and  preformed  value  judgments, 
the  physician’s  attitude  may  be  a derivative  of  the 
patient’s  expectation.  The  patient  feels  inade- 
quate as  a person.  The  physician  agrees  with  him 
and  may  also  feel  inadequate  as  a physician:  for 
this  patient  and  this  disease.  These  reverberat- 
ing, unspoken  messages  to  each  other  may  influ- 
ence a mutually  shared  avoidance  of  the  diagnosis. 
The  preceding  examples  indicate  how  the  patient’s 
attitude  may  influence  the  physician’s  self-percep- 
tion, and  may  subvert  his  professionalism. 

Many  health  professionals,  including  physicians, 
nurses,  and  social  workers,  react  to  the  alcoholic 
with  an  attitude  expressed  by:  (1)  There  are  so 
many  really  sick  people  who  need  our  hospital 
beds  and  our  care;  (2)  Oh  no-not  you  again;  and 
(3)  This  is  an  unkind  diagnosis  which  is  a blemish 
on  both  patient  and  family  and  may  anger  the  pa- 
tient.5 

The  physician  may  parrot  the  maxim,  “Yes-al- 
coholism is  a disease.”  Actually  he  may  feel  and 
think -that  this  is  wilful  misbehavior.  His  inability 
to  accept  this  maxim  may  be  engendered  by  the 
implicit  threat  and  increasing  awareness  of  per- 
sonal drives  and  pressures  over  which  he  may  have 
episodic  inadequate  control.  And  thus,  in  reject- 
ing the  diagnosis  of  alcoholism  he  suppresses  or  re- 
presses an  awareness  of  his  own  threatening  drives 
and  the  significance  of  his  own  intemperate  behav- 
ior. 

Alcoholic  recidivism  challenges  the  frustration 
tolerance  of  the  physician  more  severely  than  the 
repeated  episodes  of  many  diseases  with  less  favor- 
able prognoses,  such  as  rheumatoid  arthritis,  duo- 
denal ulceration,  diabetic  acidosis,  and  ulcerative 
colitis.  These  diseases  do  not  engender  hostility. 
Alcoholism  does!  These  are  also  diseases  of  un- 
known etiology,  yet  their  recurrence  is  not  inter- 
preted by  the  physician  as  a rejection  of  his  appro- 
priate authority  and  advice. 

Why  does  the  physician  have  such  a personal  re- 
action to  the  alcoholic  recidivist?  Mainly  because 
he  has  not  accepted  alcoholism  as  a complex  dis- 
ease with  both  behavioral  and  medical  compo- 
nents, but  rather  as  wilful  misbehavior.  This  atti- 
tude obtains  despite  the  well-accepted  concept 
that  life-style  and  sociofamilial  circumstances  play 
an  important  role  in  the  recrudescence  of  all  the 
medical-surgical  illnesses  mentioned.  Yet  the 
challenge  of  these  chronic  recurring  diseases  does 
not  threaten  the  physician  as  does  the  challenge  of 
alcoholism.  At  times  alcoholic  recidivism  may 
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represent  a patient’s  attack  on  the  physician,  to 
test  the  mettle  of  his  understanding  and  his  con- 
stancy. 

If  the  physician  is  aware  of  this  possibility,  and 
that  he  represents  the  next  in  line  behind  many 
others  who  have  been  tested  and  found  wanting, 
he  may  be  able  to  handle  himself,  the  patient,  and 
this  illness  more  effectively. 

I would  like  to  raise  a question  at  this  point. 
Let  us  assume  that  patients  of  varying  socioeco- 
nomic status  and  race  who  suffer  with  acute  cardi- 
ac, gastrointestional,  and  other  medical-surgical 
illnesses  are  treated  equally  by  physicians.  Does 
this  principle  apply  in  the  treatment  of  the  alco- 
holic? Does  a greater  disparity  exist,  insofar  as 
the  acceptance  and  treatment  of  this  disease  in  the 
poor  and  the  black?  If  it  does  exist,  it  may  be 
subsumed  to  be  related  to  the  physician’s  prejudi- 
cial attitude  which  insinuates  itself  more  easily, 
not  necessarily  to  the  patient;  but  to  this  disease  in 
this  patient. 

The  controlled,  reflective,  and  verbal  medical 
physician  may  have  difficulty  with  accepting  the 
alcoholic  whose  behavior,  masked  by  a supplicant, 
bland,  ingratiating  surface,  may  suddenly  explode 
into  unpleasantly  impulsive,  overtly  asocial,  and 
uncooperative  behavior.  This  threatens  the  phy- 
sician’s self-esteem  and  vitiates  his  efforts  of  em- 
pathic  understanding.  The  implicit  threat  of  un- 
predictable acting-out  by  the  patient  may  threaten 
the  studied  equanimity  of  the  physician.6  The 
physician’s  anxiety  may  be  alerted  concerning  his 
own  unconscious  drives  and  his  own  vulnerability 
to  violate  cherished  values.  Repression  is  the  psy- 
chologic mechanism  we  use  to  handle  these  drives. 
Therefore,  it  is  quite  natural  for  the  physician  to 
repress  and  thus  avoid  the  diagnosis  of  alcoholism 
in  others:  accept  his  portal  cirrhosis,  his  gastritis, 
his  angina  pectoris,  and  his  neuropathy;  reject  his 
alcoholism,  his  depression,  and  his  asocial  behav- 
ior.7-9 

Historically,  premedical  and  medical  school  ed- 
ucation and  practice  have  been  highly  competitive. 
The  physician  working  as  an  isolate  had  difficulty 
in  sharing  his  patient  except  when  the  patient’s 
treatment  required  techniques  manifestly  not  part 
of  his  armamentarium.  He  could  refer  to  the  sur- 
geon and  then  recapture  the  patient.  He  could  get 
a medical  consultation  and  occasionally  regain  the 
patient.  He  could  refer  to  the  psychiatrist  and  in 
effect  be  relieved  of  the  patient,  although  this  is  a 
bit  more  of  a problem.  He  could  refer  to  allied 
health  professionals  such  as  physiatrists,  and  so 
forth,  where  he  was  not  responsible  and  where  he 
was  not  involved  in  participating  in  the  procedure. 
The  question  is,  can  he  work  with  the  psychiatric 
nurse,  the  social  worker,  and  with  the  Alcoholics 
Anonymous  organization  and  still  maintain  a vital 
involvement  with  the  patient?  This  is  an  impor- 
tant practical  question.  He  can  avoid  sharing  the 


care  of  the  alcoholic  patient  with  these  people 
whose  training  and  role  are  unfamiliar  to  many 
physicians,  by  avoiding  the  diagnosis  of  alcohol- 
ism.10 

The  physician  of  tomorrow,  hopefully,  will  bet- 
ter understand  the  important  function  of  allied 
health  professionals  and  welcome  their  contribu- 
tion with  no  diminution  of  his  role  and  his  own 
feeling  of  self-value. 

Conclusions  regarding  reluctance  of  physicians 
to  make  diagnosis  of  alcoholism4 

I.  Conscious  reasons 

A.  Lack  of  knowledge  about  alcoholism. 

B.  Feelings  of  uncertainty  about  what  alcohol- 
ism is. 

C.  Vagueness  about  the  limits  of  heavy  drink- 
ing. 

D.  Difficulties  in  succinctly  defining  alcoholism 
through  a broad  multifaceted  definition 
which  would  cover  loss  of  control,  depen- 
dence, and  deleterious  impact  on  health. 

E.  Discovery  that  so  many  patients  want  a defi- 
nition of  alcoholism  for  the  purpose  of  refut- 
ing it  in  their  own  specific  situations. 

F.  Confusion  that  exists  in  the  mind  of  so  many 
physicians  about  whether  alcoholism  is  an 
illness  or  just  a symptom  of  something  else. 

G.  Lack  of  decisiveness  on  the  part  of  the  phy- 
sician to  acknowledge  that  alcoholism  may 
coexist  with  other  physical  and  emotional 
problems,  and  that  both  alcoholism  and 
other  complex  medical  difficulties  may  need 
to  be  treated  because  of  their  interaction 
and  also  because  of  their  separate  signifi- 
cance. 

H.  Unfortunate  experiences  with  alcoholics 
deter  the  physician  from  making  the  di- 
agnosis because  of  lack  of  confidence  in  the 
treatability  of  alcoholism. 

I.  Lack  of  knowledge  of  current  resources  in 
the  management  of  the  alcoholic  and  his 
family. 

J.  Need  to  be  familiar  with  antabuse,  Alcohol- 
ics Anonymous,  and  group  therapy  and  indi- 
vidual counseling  for  both  the  patient  and 
other  members  of  the  family. 

K.  Physician’s  concern  over  third-party  opinion 
of  alcoholism  as  a disease  despite  the  esti- 
mate that  in  30  per  cent  of  all  patient  admis- 
sions to  the  general  medical  beds,  the  diag- 
nosis of  an  underlying  or  complicating  alco- 
holism is  justified. 

II.  Subconscious  reasons  for  rejecting  the  alcoholic  or 

denial  of  existence  of  alcoholism: 

A.  Anger  at  the  alcoholic  who  is  felt  to  be  wil- 
ful, uncooperative,  and  unmodifiable. 

B.  The  presence  in  one’s  family  of  alcoholics. 
This  may  serve  a positive  or  negative  role  in 
the  physician’s  attitude  in  his  practice. 

C.  Fears  of  losing  the  patient  if  he  is  told  he  is 
an  alcoholic;  in  general,  feeling  that  there  is 
tremendous  prejudice  against  the  label  of  al- 
coholism; the  unwillingness  or  the  feeling  of 
lack  of  skill  in  presenting  this  kind  of  a diag- 
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nosis  to  the  patient  in  a manner  which  will 
be  acceptable. 

D.  Doubts  about  whether  alcoholism  is  an  ill- 
ness; fears  that  it  has  something  to  do  with 
sin  or  perversity  in  the  individual. 

E.  Misgivings  about  the  physician’s  own  drink- 
ing pattern;  inability  to  come  to  a decision 
about  whether  he  is  or  is  not  an  alcoholic  is 
being  projected  onto  the  patient. 

F.  Fear  of  legal  reprisal;  the  diagnosis  may  not 
stick. 

Summary 

The  American  College  of  Physicians  has  recent- 
ly published  a statement  emphasizing  the  impor- 
tance of  making  the  early  diagnosis  of  alcoholism. 
The  significance  of  these  few  paragraphs  may  be 
interpreted  as  suggesting  that  physicians  fre- 
quently avoid  the  early  diagnosis  of  alcoholism  be- 
cause of  conscious  and  unconscious  psychological 
mechanisms  functioning  as  value  judgments  con- 
cerning behavior,  health,  and  disease.  A physi- 
cian frequently  mirrors  society’s  rejection  of  those 
illnesses  which  were  previously  categorized  as  mis- 
behavior. This  misdirection  of  reasoning  origi- 
nates in  early  life  and  becomes  rigidified  in  medi- 
cal school  education.  Prominent  among  such  so- 
cially rejected  illnesses  is  alcoholism. 

Alcoholism  is  the  fourth  most  common  cause  of 
death  in  this  country  in  people  between  the  ages  of 
thirty-five  and  fifty-five.  If  treated  early  and 
comprehensively,  this  disease  responds  more  fa- 
vorably than  many  other  chronic  organic  illnesses 
of  unknown  etiology  and  relative  incurability. 
The  issue,  therefore,  lies  in  the  physician’s  recog- 
nition of  his  own  psychologic  resistance  and  denial 
that  may  interfere  with  his  otherwise  inquiring 

ARTICLE  EXPLAINS  PARENTS’  REACTION 
TO  HANDICAPPED  CHILD 

All  parents  go  through  a mourning  period  after  the 
birth  or  identification  of  a handicapped  child.  It  usual- 
ly has  three  stages — shock,  then  disbelief,  and  finally  ac- 
ceptance. Parents  seldom  progress  smoothly  through 
these  stages,  however,  according  to  an  article  in  the  July 
issue  of  American  Family  Physician,  scientific  publica- 
tion of  the  American  Academy  of  Family  Physicians. 

The  article,  “Genetic  Counseling,”  was  written  by 
Mark  Degnan,  M.D.,  June  Peters,  M.S.,  Ian  H.  Porter, 
M.B.,  and  David  M.  Gottesman,  M.D.,  of  Albany  Medi- 
cal College  of  Union  University,  Albany,  New  York. 

The  authors  say  that  parents  of  handicapped  children 
often  go  through  periods  of  denial  “during  which  they 
will  deny  the  diagnosis  or  deny  their  own  feelings  about 
the  implications”  of  the  diagnosis.  Such  parents  be- 
come extremely  knowledgeable  about  their  child’s  medi- 
cal condition  but  “fail  to  come  to  grips  with  its  emotion- 
al implications.” 

Some  parents  are  unable  to  accept  the  medical  facts 
told  to  them  and  shop  around  for  a professional  person 
who  will  tell  then  what  they  want  to  hear. 


differential  diagnostic  skill.  These  defensive 
mechanisms  may  influence  him  to  avoid  many 
clues  that  point  to  the  possible  or  probable  diagno- 
sis of  alcoholism.  They  disallow  the  diagnosis  of 
early  alcoholism  when  it  is  more  easily  managed 
and  frequently  reversible,  sanctioning  the  medical 
diagnoses  of  numerous  organic  complications  of 
this  disease  as  the  legitimate  and  socially  accept- 
able portion  of  the  diagnosis.  Thus,  the  physician 
acts  as  a useful  and  effective  health  professional. 
In  reality,  he  is  inadvertently  neglecting  an  impor- 
tant opportunity  to  treat  and  prevent  the  progres- 
sion of  a common  serious  disease. 

3427  Phillips  Drive 
Baltimore,  Maryland  21208 
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Possibly  the  most  damaging  response  to  mourning, 
however,  is  the  sequence  of  depression-rejection-over- 
protection.  The  authors  state,  “It  is  normal  and  appro- 
priate for  the  parents  of  a handicapped  child  to  have 
negative  feelings.  When  parents  do  not  understand 
this,  they  feel  guilty  and  begin  to  overprotect  their 
child.” 

Overprotection  makes  the  parents  feel  as  though  they 
have  some  measure  of  control  over  what  is  a difficult 
and  frightening  situation  but  “it  also  keeps  the  young- 
ster at  an  infantile  level  and  blocks  his  development  in 
areas  where  he  may  not  be  handicapped.” 

The  authors  say  that  all  parents  and  families  of  hand- 
icapped children  should  seek  genetic  counseling.  Tech- 
nically, genetic  counseling  is  the  process  of  explaining  to 
parents  the  inherited  aspects  of  disease.  But,  an  essen- 
tial part  of  genetic  counseling  consists  of  helping  fami- 
lies deal  with  the  feelings  that  result  from  inherited  dis- 
orders. 

There  are  more  than  1,000  identified  genetic  disorders 
and  at  least  another  1,000  known  conditions  that  proba- 
bly have  a genetic  cause.  It  has  been  estimated,  the  au- 
thors say,  that  250,000  children  are  born  in  the  United 
States  each  year  with  significant  congenital  or  inherited 
abnormalities. 
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10  minutes  ago 
everyone  drank  to 
Harryb  health. 


Then  gave  him  black  coffee 
so  he  could  drive  home. 

They  thought  it  would  sober  him 
up.  It’s  one  of  the  myths  about  drink- 
ing and  driving  that  most  people  live 
by— and  some  people  die  by.  Like 
the  myths  that  just  a couple  of  drinks, 
a few  beers  or  a little  wine  won’t 
affect  driving.  That  a cold  shower 
will  help. 

Most  people  aren’t  alcoholics  or 
problem  drinkers.  And  they  know 
better  than  to  drive  while  drunk.  Yet 
they  don’t  know  that  safe  driving 
ability  is  gone  long  before  signs  of 
intoxication  appear. 

Unfortunately,  they  often  won’t 
listen  to  family  or  friends,  who  may 
not  have  the  facts  in  any  case. 

But  they  will  listen  to  you— the  health  care  professional.  They  respect  you, 
your  knowledge,  your  motives.  You  have  the  facts  that  can  save  lives.  Information,  not 
medication,  will  reduce  the  leading  cause  of  death  among  high  school  students— traffic 
crashes.  Information  will  equip  adults  who  frequently  are  in  situations  where  drinking  is 
followed  by  driving,  to  help  themselves  and  each  other.  But  the  information  has  to 
come  from  someone  they’ll  believe— from  you. 

You  can  help  educate  the  public  you  care  for.  We’ll  help  you.  For  new  literature  on 
alcohol  abuse  and  driving, write  to:  Drunk  Driver,  Dept.  M.D.,  Box  2345, 

Rockville,  MD  20852. 


They’ll  listen  to  a pro.  0$ 
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Alcoholism  is  a complex  illness  whose  etiology  is 
currently  not  understood.  A number  of  factors 
seem  to  play  a role  in  whether  an  individual  devel- 
ops this  condition  including  physiologic,  psycho- 
logic, and  sociocultural  factors. 

Nature  of  illness  and  attitudes  toward  it 

Alcoholism  can  be  defined  as  a state  in  which 
the  repetitive  consumption  of  alcoholic  beverages 
has  produced  impairment  in  an  individual’s  physi- 
cal health,  work  functioning,  social  and/or  family 
relationships,  finances,  or  problems  with  the  law. 
Diagnostic  criteria  have  been  systematized  by  a 
committee  of  experts  under  the  auspices  of  the 
National  Council  of  Alcoholism.* 

Alcoholism  is  a major  public  health  problem  and 
generally  can  be  found  in  4 to  5 per  cent  of  the 
population.  This  condition  can  occur  in  any  per- 
son, in  any  walk  of  life.  Although  there  are  more 
men  afflicted,  significant  numbers  of  women  also 
have  this  problem.  In  addition,  it  has  been  noted 
to  be  a problem  among  adolescents  and  the  aged. 
Although  the  “skid  row”  or  homeless  alcoholic  is 
the  most  visible,  such  individuals  represent  only  a 
small  part  of  the  problem.  Employed  individuals 
and  housewives  represent  the  bulk  of  the  popula- 
tion with  alcoholism.  High  rates  of  alcoholism  can 
be  found  in  communities  where  there  is  a signifi- 
cant degree  of  socioeconomic  deprivation. 

* Criteria  for  the  diagnosis  of  alcoholism  by  the  Criteria 
Committee,  National  Council  on  Alcoholism,  Am.  J.  Psychiat. 
129:  127(1972). 


Considerable  experience  has  indicated  that 
many  persons  with  alcoholism  can  be  rehabilitat- 
ed. Industrial  alcoholism  programs  have  reported 
recovery  rates  of  up  to  80  per  cent.  The  potential 
for  recovery,  however,  varies  with  the  severity  of 
the  condition  as  well  as  other  factors.  In  general, 
the  achievement  of  abstinence  with  improvement 
in  other  functioning  areas  is  the  most  widely  ac- 
cepted standard  of  recovery. 

There  is  a frequent  attitude  of  rejection  toward 
the  alcoholic  for  a variety  of  reasons,  the  most 
common  being  the  tendency  toward  relapse.  Al- 
coholism is  a chronic  disorder  with  potential  for 
relapse.  However,  relapses  are  not  therapeutic 
failures,  but  represent  an  event  in  the  treatment  of 
a complex  illness  with  as  yet  empirical  approaches. 
Other  patients  with  chronic  disorders  such  as  dia- 
betes and  heart  failure  have  relapses  without  being 
subject  to  rejection. 

It  should  be  noted  that  alcoholism  may  be 
present  concurrently  with  mental  illnesses,  with 
other  drug  addictions,  and  with  serious  physical 
disorders.  Therefore,  thorough  diagnostic  evalua- 
tions of  alcohol  abusers  should  be  a continuing  ele- 
ment in  any  treatment  program.  Such  evalua- 
tions should  include  social  history,  drinking  histo- 
ry, psychiatric  . examination,  health  history,  and 
physical  examination,  employment  history,  and 
urine  testing  for  abused  drugs,  if  indicated. 

The  following  will  be  a listing  of  important  areas 
for  consideration  in  the  analysis  of  the  needs  for 
resources  for  the  treatment  of  alcoholism  in  a com- 
munity. This  outline  should  be  considered  only  a 
general  guide  and  not  considered  the  only  ap- 
proach, in  its  entirety,  for  the  treatment  of  alco- 
holism. Differing  conditions  in  various  communi- 
ties throughout  the  state,  including  the  availability 
of  staff,  resources,  and  other  factors,  will  dictate 
emphasizing  one  or  more  components  of  this 
guide.  The  guide  represents  the  consensus  of  ex- 
perienced professional  and  lay  people  in  the  field 
of  alcoholism  but  does  not  represent  the  only  ap- 
proach to  the  treatment  of  alcoholism.  Innovative 
programming  is  encouraged.  The  planning  pro- 
cess for  treatment  and  other  services  should  be 
viewed  as  an  open-ended  opportunity  to  have  all 
ideas  considered. 

Treatment  modalities  and  related  issues 

Basically,  alcoholism  is  an  illness  and  alcoholics, 
both  men  and  women,  should  be  treated  as  any 
other  sick  persons.  A long-term  goal  is  the  com- 
plete integration  of  alcoholism  services  into  the 
mainstream  of  the  health-care  system. 

The  following  listing  does  not  represent  an  or- 
dering of  priorities  nor  a sequence  of  treatment 
services  that  an  alcoholic  person  must  use  for  his 
recovery.  While  alcoholic  persons  share  a com- 
mon illness,  their  needs  and  responses  to  care 
often  differ.  There  are  also  different  stages  of  the 
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illness  requiring  special  forms  of  treatment  or 
other  attention.  For  these  reasons,  an  effort  has 
been  made  to  outline  a broad  range  of  treatment 
components  and  the  issues  that  should  be  consid- 
ered in  any  attempt  to  provide  comprehensive 
treatment. 

Twenty-four-hour  emergency  services.  A 

twenty-four-hour  emergency  service  for  alcoholics, 
including  medical  services,  should  be  available 
with  staff  trained  in  the  field  of  alcoholism.  This 
service  could  be  provided  in  a variety  of  settings, 
including  hospital  emergency  services  and  psychi- 
atric emergency  services.  The  emergency  service 
should  be  part  of  the  alcoholism  treatment  pro- 
gram and  be  closely  related  to  detoxification  facili- 
ties. 

Detoxification.  Detoxification  should  be  pro- 
vided to  individuals  who  show  alcohol  withdrawal 
symptoms,  who  have  a potential  for  alcohol  with- 
drawal symptoms,  or  who  desire  detoxification 
from  alcohol.  Ideally,  and  for  qualification  for 
third-party  payments,  detoxification  services  for 
alcoholics  should  be  part  of  a community  general 
hospital  in  the  form  of  a separate  detoxification 
unit.  The  use  of  scatter  beds  would  be  feasible  if 
there  is  a well-developed  alcoholism  treatment 
staff  available  in  the  hospital  to  insure  continuity 
of  care  for  further  treatment  beyond  the  detoxifi- 
cation phase.  State  hospitals  or  free-standing  de- 
toxification facilities  may  have  to  be  utilized  in 
some  localities. 

Sobering-up  stations  should  be  considered  for 
development  as  an  alternative  to  jail  for  the  public 
intoxicant.  Such  facilities  should  be  closely  relat- 
ed to  detoxification  units  and  medical  care  back- 
up. These  stations  could  be  staffed  with  parapro- 
fessional  and  professional  staff  such  as  a nurse 
who  could  more  effectively  screen  individuals  for 
serious  medical  disorders.  These  stations  could 
serve  as  a supportive  and  safe  environment  for  the 
public  intoxicant  and  as  a place  where  he  may  be 
motivated  to  enter  alcoholism  treatment  facilities. 

Issues  to  be  considered  in  the  development  of 
detoxification  facilities  are:  location  of  the  service, 
separate  or  integrated  with  other  health  facility; 
separate  detoxification  unit  or  use  of  scatter  beds 
in  general  hospitals;  provision  of  adequate  medical 
care  during  detoxification  and  for  diagnosis  and 
treatment  of  the  medical  and  surgical  complica- 
tions of  alcoholism;  and  provision  of  services  for 
the  public  intoxicant. 

Counseling  should  be  provided  to  alcoholics 
during  detoxification  so  as  to  increase  their  moti- 
vation for  continued  treatment  or  aftercare. 

Detoxification  is  completed  when  the  patient  is 
stable  while  drug-free  from  alcohol  as  well  as  seda- 
tive-hypnotic drugs. 

Outpatient  services — partial  hospitalization. 

Separate  alcoholism  clinics  should  be  established 
and  staffed  with  a multidisciplinary  treatment 
team  which  may  include  a psychiatrist,  psycholo- 


gist, social  worker,  alcoholism  counselor,  nurse,  in- 
ternist, trained  clergyman,  vocational  rehabilita- 
tion counselor,  and  nutritionist.  The  clinic  should 
offer  a variety  of  treatment  services  including  indi- 
vidual and  group  therapy  as  well  as  involvement  of 
the  families  of  the  alcoholics  in  an  on-going  treat- 
ment process.  The  services  should  be  available 
and  supportive  on  a long-term  basis,  rather  than 
short-term  crisis  basis  because  of  the  chronic  na- 
ture of  alcoholism. 

Such  clinics  should  provide  a thorough  evalua- 
tion of  the  patient  to  determine  the  most  appro- 
priate treatment  plan  and  goals. 

The  clinic  should  be  closely  related  to  the  other 
alcoholism  services,  wherever  possible  through  the 
use  of  staff  sharing  or  liaison  staff  to  insure  conti- 
nuity of  care.  Consideration  should  be  given  to 
establish  outreach  alcoholism  clinics  to  reach  geo- 
graphically remote  populations  and  enhance  ac- 
cessibility to  services. 

Day-care  services  should  be  available  to  provide 
more  intensive  psychosocial  services  to  patients. 

Issues  to  be  considered  for  alcoholism  clinics  are 
the  relationship  between  paraprofessional  and 
professional  staff;  establishment  of  an  appoint- 
ment and/or  walkin  system  of  admissions;  relative 
emphasis  on  individual  therapy,  group  therapy, 
and  therapeutic  milieu  approaches;  and  special 
consideration  given  to  the  recruiting  and  training 
of  staff  in  regard  to  their  attitudes  towards  the  al- 
coholic. 

Residential  treatment.  Residential  treatment 
is  treatment  in  a twenty-four-hour  setting  beyond 
detoxification  for  patients  who  indicate  a rehabili- 
tation potential.  Such  treatment  can  be  provided 
in  a halfway  house,  hospital  rehabilitation  unit,  or 
proprietary  alcoholism  recovery  facility.  Residen- 
tial treatment  should  be  considered  in  terms  of  the 
needs  of  the  patients,  and  be  available  for  varying 
lengths  of  stay  with  a minimum  stay  of  two  weeks 
after  detoxification. 

Residential  treatment — long  term.  Persons 
deteriorated  by  chronic  alcoholism  who  cannot  be 
otherwise  maintained  in  the  community  should  be 
provided  with  a supportive  and  protective  treat- 
ment environment  for  long-term  stays.  Periodic 
reevaluations  of  these  patients  should  be  under- 
taken. When  there  is  evidence  of  increased  reha- 
bilitative potential,  the  patients  should  be  trans- 
ferred to  more  appropriate  treatment  facilities  for 
continued  care. 

Evaluation  of  treatment.  Evaluation  of  alco- 
holism treatment  programs  represents  an  impor- 
tant area.  However,  such  evaluation  is  difficult  in 
view  of  the  lack  of  standardized  criteria  for  out- 
come of  treatment,  and  the  lack  of  standardization 
in  the  collection  of  data  that  might  prove  useful  in 
evaluation.  A new  State  committee  should  be 
charged  with  developing  standardized  evaluation 
criteria  to  be  collected  for  evaluation  purposes. 
This  committee  would  function  in  a manner  simi- 
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lar  to  the  committee  that  established  the  standard 
diagnostic  criteria  for  alcoholism.  Confidentiality 
of  information  obtained  for  evaluative  purposes 
should  be  strictly  safeguarded  as  a prime  responsi- 
bility to  the  patient. 

Vocational  rehabilitation  services.  Voca- 
tional rehabilitation  services  should  be  available 
for  those  alcoholics  who  require  such  services  be- 
cause they  are  unemployed,  underemployed,  or  in- 
appropriately employed.  Vocational  rehabilita- 
tion efforts  can  only  be  successful  after  detoxifica- 
tion has  been  completed  and  the  rehabilitation 
stage  has  achieved  significant  improvement  in  the 
patient.  Vocational  rehabilitation  services  should 
be  available  to,  but  not  necessarily  a part  of,  a 
treatment  program. 

The  establishment  of  employee  alcoholism  pro- 
grams should  be  encouraged  since  such  programs 
have  been  particularly  successful  in  their  rehabili- 
tation efforts. 

A.A.,  Al-Anon,  Alateen.  A. A.  (Alcoholics 

Anonymous),  Al-Anon  (families  of  alcoholics),  and 
Alateen  (teen-age  alcoholics)  are  useful  resources 
for  the  alcoholic  and  his  family.  Working  rela- 
tionships between  an  alcoholism  program  and 
these  resources  should  be  established. 

Consultation,  education,  information,  and 
referral  services.  Consultation  services  to  com- 
munity agencies  and  groups  should  be  provided  as 
part  of  a comprehensive  alcoholism  program  pro- 
vided by  a multidisciplinary  team  of  professionals 
and  paraprofessionals. 

Educational,  information,  and  referral  services 
should  be  available  in  a community,  but  not  neces- 
sarily part  of  the  treatment  system. 

Training.  Funding  for  training  of  professional 
and  paraprofessional  staff  should  be  given  high 
priority  and  be  an  integral  part  of  the  treatment 
system  since  there  is  a severe  shortage  of  person- 
nel in  all  categories  who  have  had  training  in  alco- 
holism. 

Geographic  basis  for  delivery  of  alcoholism 
services 

The  question  of  decentralization  versus  centrali- 
zation of  services  and  geographic  catchment  areas 
should  be  considered  in  each  community’s  pro- 
gram planning.  The  planning  effort  should  pro- 
vide for  the  most  efficient  utilization  of  resources, 
insure  that  the  services  are  accessible  to  the  popu- 
lation, and  make  a clear  provision  for  continuity  of 
care.  Certain  services  may  be  developed  that 
would  cover  larger  geographic  areas  on  a central- 
ized basis,  such  as  hospital  rehabilitation  services. 
However,  such  centralized  resources  should  relate 
to  the  local  service  where  the  patient  resides  so  as 
to  insure  continuity  of  care. 

Multiple-drug  abusers 

Multiple-drug  abuse  is  increasingly  seen  among 


patients  coming  into  treatment  for  alcoholism. 
There  are  several  distinct  problems  and  a clear 
need  to  differentiate  classifications  of  drug  abus- 
ers, for  example,  alcohol  plus  soft  drugs,  including 
sedative-hypnotics,  and  amphetamines;  alcohol 
plus  opiates,  including  heroin  and  methadone;  and 
alcohol  plus  other  drugs,  including  LSD  (lysergic 
acid  diethylamide). 

Although  those  in  the  first  group  may  differ 
clinically  from  other  alcoholics  in  that  the  psycho- 
pathologic  condition  may  be  more  serious,  they 
should  be  treated  in  alcoholism  treatment  settings. 
Those  in  the  second  group  are  a specialized 
subgroup  and  should  have  specialized  services,  in- 
cluding psychiatric  treatment.  They  are  not  can- 
didates for  treatment  in  alcoholism  services.  Pa- 
tients on  methadone  maintenance  who  abuse  alco- 
hol present  a distinct  clinical  picture,  and  manage- 
ment of  these  patients  is  extremely  difficult. 
They  require  specialized  treatment  in  a setting 
staffed  with  highly  qualified  mental  health  profes- 
sionals. They  may  be  treated  in  methadone  main- 
tenance clinics  with  consultation  from  staff  mem- 
bers of  an  alcoholism  program. 

The  third  group  is  generally  the  younger  drug 
abuser. 

Young  alcohol  abusers 

Increasingly,  youngsters  are  coming  into  emer- 
gency psychiatric  services  because  of  abusing  alco- 
hol intake  __  along  with  barbiturates  and  other 
drugs.  Prevention,  counseling,  and  education 
should  be  emphasized. 

Alcohol  abuse  is  often  a part  of  the  complex 
clinical  picture  of  the  adolescent  period.  This  is 
an  increasing  problem  in  every  community.  In  a 
small  proportion  of  these  cases,  where  the  clinical 
evidence  for  a diagnosis  of  alcoholism  is  clear, 
treatment  in  an  alcoholism  facility  may  be  appro- 
priate. In  others,  the  treatment  is  best  accom- 
plished in  a program  designed  for  adolescents  with 
consultation  services  provided  by  alcoholism  per- 
sonnel. 

Special  areas  of  concern  with  regard  to  the 
young  alcohol  abusers  include  differential  diagno- 
sis, civil  rights,  mandatory  versus  voluntary  treat- 
ment, and  rules  regarding  family  involvement  in 
treatment. 

Special  population  groups 

Psychotic  alcohol  abusers.  Alcoholism  can 
coexist  with  any  other  psychiatric  disorder  includ- 
ing the  psychoses.  The  psychotic  individual  who 
abuses  alcohol  presents  a special  problem  in  re- 
gard to  differential  diagnosis  and  treatment.  It  is 
necessary  to  distinguish  the  functional  psychoses 
from  the  alcohol  withdrawal  syndromes  and  the  al- 
coholic psychoses,  which  are  due  to  the  acute  and 
chronic  toxic  effects  of  alcohol  on  the  brain.  Such 
efforts  at  differential  diagnosis  can  only  occur  dur- 
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ing  a period  of  careful  observation  of  the  patient  in 
an  alcohol-free  state  over  a period  of  days  to 
weeks.  This  period  of  observation  is  often  best 
carried  out  in  a hospital  setting,  particularly  if 
there  is  the  suspicion  of  alcohol  withdrawal  being 
the  cause  of  the  psychotic  manifestation. 

Individuals  who  are  found  to  be  suffering  from  a 
psychotic  disorder,  with  alcoholism  as  a secondary 
condition,  are  best  managed  in  most  cases  in  a psy- 
chiatric program  where  efforts  are  made  to  treat 
the  psychosis.  Effective  treatment  of  the  psycho- 
sis often  results  in  the  elimination  of  alcohol  abuse 
as  a problem  since  the  alcohol  is  used  as  a form  of 
self-medication. 

In  alcoholism  clinics,  a percentage  of  the  treat- 
ment population  will  be  found  to  be  suffering  from 
serious  psychiatric  disorders  including  schizophre- 
nia and  the  affective  psychoses.  In  selected  cases, 
such  patients  can  be  managed  in  an  alcoholism 
clinic  if  there  are  professional  mental  health  staff, 
particularly  a psychiatrist,  available  to  make  the 
diagnosis  and  begin  the  appropriate  treatment. 
Such  patients  can  be  treated  with  the  major  tran- 
quilizers and  antidepressants  for  the  psychiatric 
disorder.  These  drugs  are  generally  not  habituat- 
ing as  are  the  minor  tranquilizers  used  for  anxiety 
and  the  treatment  of  alcohol  withdrawal,  such  as 
chlordiazepoxide  hydrochloride  (Librium)  and  di- 
azepam (Valium).  The  use  of  antipsychotic  and 
antidepressant  medication  under  careful  supervi- 
sion and  control,  when  there  is  a clear  indication, 
can  be  effective  without  a significant  risk  of  pa- 
tients abusing  the  drugs. 

The  elderly  alcoholic.  There  has  been  recent 
accumulation  of  evidence  that  alcohol  abuse  is  a 
serious  problem  among  people  sixty-five  years  of 
age  and  over.  People  retired  from  work,  experi- 
encing loss  of  loved  ones,  and  having  failing  health 
may  turn  to  alcohol  to  help  cope  with  these 
stresses.  Such  people  can  be  effectively  helped  by 
involving  them  in  group  socialization  programs 
and  treating  the  depression  so  common  among  this 
population.  Programs  for  the  elderly,  including 
nursing  homes,  psychiatric  hospitals,  and  commu- 
nity centers,  should  establish  relationships  to  alco- 
holism treatment  programs  so  that  consultation 
regarding  the  recognition  and  treatment  of  alcohol 
abuse  can  be  provided. 

Socioeconomically  deprived  groups.  There 
is  evidence  that  alcoholism  is  a major  problem 
among  socioeconomically  deprived  groups  who  are 
attempting  to  adapt  to  the  severe  stresses  of  pov- 
erty. Alcohol  has  provided  a readily  available  es- 
cape mechanism  from  such  stresses. 

These  groups  should  be  distinguished  from  skid 
row  populations  who  are  in  a state  of  social  deteri- 
oration resulting  from  alcoholism. 

Alcoholism  programs  that  involve  opportunities 
for  socialization  and  treatment  in  an  alcohol-free 
setting  and  socioeconomic  incentives  such  as  edu- 
cation, training,  and  job  opportunities  should  be 


established  for  such  groups  in  their  communities. 
Alcoholism  treatment  alone  without  such  incen- 
tives will  be  effective  only  with  the  more  socially 
stable  individuals. 

Recommendations  of  the  committee  on 
treatment 

1.  The  major  part  of  the  alcoholism  treatment 
resources  in  New  York  State  should  be  directed 
toward  those  persons  who  have  the  greatest  poten- 
tial for  successful  rehabilitation. 

Program  activities  in  such  areas  as  alcohol  and 
highway  safety,  occupational  alcoholism  programs, 
and  public  education  increase  the  likelihood  of 
early  case  finding  and  successful  rehabilitation. 
The  development  of  early  case-finding  programs 
should  be  vigorously  pursued  by  the  Division  of 
Alcoholism  of  the  New  York  State  Department  of 
Mental  Hygiene.  It  is  recognized  that  the  devel- 
opment of  these  early  case-finding  programs  will 
increase  the  already  acute  need  for  alcoholism 
treatment  services. 

2.  Budget  increases  for  alcohol  problems  pro- 
grams are  required  for  the  establishment  of  new 
treatment  services,  the  decriminalization  of  public 
intoxication,  the  development  of  a new  training  ca- 
pability, expansion  of  prevention  and  research  ac- 
tivities, the  development  of  an  adequate  supply  of 
educational  materials,  and  establishment  of  an 
evaluation  system.  Consequently,  the  Depart- 
ment of  Mental  Hygiene’s  financial  resources  need 
to  be  increased  substantially  as  soon  as  possible 
above  their  present  level  to  implement  the  local 
and  State  recommendations  resulting  from  the 
Statewide  planning  effort. 

3.  The  Division  of  Alcoholism,  while  giving 
leadership  to  the  development  of  a new  program  of 
care  which  is  called  for  by  the  elimination  of  pub- 
lic intoxication  from  the  Penal  Code,  must  use 
prudence  in  allocating  its  treatment  resources  to 
meet  this  new  program  responsibility.  It  is  essen- 
tial that  attention  be  paid  to  the  fact  that  the  pop- 
ulation involved  in  the  public  intoxication  prob- 
lem constitutes  only  5 per  cent  of  the  total  alcohol- 
ic population. 

4.  The  Division  of  Alcoholism  should  under- 
take research  demonstration  projects  in  the  area  of 
services  for  those  persons  who  are  severely  dis- 
abled by  alcoholism  and  who  do  not  have  the  ca- 
pacity to  maintain  an  independent  living  pattern. 
Program  responsibility  for  this  neglected  area  is 
diffuse,  but  the  Division  of  Alcoholism  should  seek 
a better  understanding  of  the  scope  of  the  problem 
as  well  as  the  most  appropriate  methods  of  devel- 
oping and  funding  appropriate  services. 

5.  Information  and  referral  services  are  essen- 
tial elements  of  comprehensive  community  pro- 
grams, and  systematic  development  of  these  ser- 
vices throughout  the  State  is  required.  These  ser- 
vices should  be  decentralized  to  the  local  level,  to 
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the  extent  that  is  practical.  The  Division  of  Alco- 
holism should  give  immediate  attention  to  orga- 
nizing Statewide  coverage  for  information  and  re- 
ferral services. 

6.  The  Department  of  Mental  Hygiene’s  data 
collection  system  is  not  sufficiently  geared  to  the 
field  of  alcoholism.  A comprehensive  approach  to 
the  evaluation  of  alcoholism  treatment  programs, 
including  data  on  kinds  and  quantity  of  treatment, 
outcome  of  treatment,  and  cost  of  treatment,  must 
be  organized.  This  recommendation  is  made  with 
the  recognition  that: 

The  effectiveness  of  the  treatment  program  must 
be  demonstrated  to  maintain  the  current  level  of 
funding  and  to  gain  funds  for  an  expanding  program; 

The  New  York  State  Research  Institute  on  Alcohol- 
ism is  the  appropriate  agency  to  work  with  the  de- 
partment’s Office  of  Statistical  and  Clinical  Informa- 
tion Systems  and  the  Division  of  Alcoholism  in  devel- 
oping a new  system;  and 

A committee  on  evaluation  made  up  of  knowledge- 
able persons  in  the  treatment  of  alcoholism  should  be 
appointed  to  work  closely  with  the  department  on  this 
project. 

7.  The  Division  of  Alcoholism  should  under- 
take an  organized  program  directed  toward  en- 
couraging the  development  of  quality  alcoholism 
treatment  services  in  the  private  sector.  Key  ac- 
tivities toward  such  a program  are  seeking  group 
health  insurance  coverage  for  the  treatment  of  al- 
coholism, especially  in  group  health  policies  cov- 
ering the  majority  of  employees  in  New  York  State 
such  as  Blue  Cross  and  Blue  Shield,  and  offering 
expert  consultation  and  materials  for  meeting  pro- 
gram and  physical  plant  standards  required  for 
certification  as  an  alcoholism  treatment  facility. 

8.  The  Division  of  Alcoholism  should  play  a 
key  role  in  assisting  alcoholism  services  to  meet 


Nutritive  value  and 
composition  of  cheese 

Cheese  has  been  defined  as  the  fresh  or  matured  prod- 
uct obtained  by  the  draining  after  coagulation  of  milk, 
cream,  skimmed  or  partly  skimmed  milk,  buttermilk,  or 
a combination  of  some  or  all  of  these  products.  Because 
this  definition  encompasses  a multitude  of  cheese  vari- 
eties and  names,  various  classification  systems  have 
been  proposed.  Increased  consumption  of  cheese  as 
well  as  the  advent  of  nutrition  labeling  has  drawn  forth 
interest  on  the  part  of  consumers  in  nutrient  composi- 


the standards  for  accreditation  which  have  been 
developed  by  the  Joint  Commission  on  the  Accred- 
itation of  Hospitals.  The  staff  and  financial  re- 
sources required  to  carry  out  this  recommendation 
should  be  provided  to  the  division. 

9.  The  Department  of  Mental  Hygiene  and  its 
Division  of  Alcoholism  should  appoint  a commit- 
tee of  treatment  specialists  to  work  closely  with 
the  division’s  treatment  program.  The  value  of 
such  a committee  working  with  the  Division  of  Al- 
coholism was  demonstrated  during  the  compre- 
hensive planning  process. 

10.  Special  studies  on  both  the  scope  of  the 
problem  of  alcohol  abuse  and  alcoholism  and  the 
appropriate  kinds  of  treatment  services  are  re- 
quired for  several  major  population  groups: 
among  the  adolescent  population,  among  the  el- 
derly, and  among  minority  groups. 

11.  Special  studies  on  the  scope  of  the  problem 
and  appropriate  kinds  of  treatment  programs  on 
dual  addictions  should  be  encouraged  and  fi- 
nanced jointly  by  the  Department  of  Mental  Hy- 
giene and  the  State  Drug  Abuse  Control  Commis- 
sion. 

Hospital  for  Joint  Diseases  & Medical  Center 
Alcoholism  Treatment  Center 
1919  Madison  Avenue 
New  York,  N.Y.  10035 
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tion  data.  In  cheese-making,  the  composition  of  the 
original  milk  is  redistributed  by  the  separation  of  the 
curd  from  the  whey.  The  removal  of  the  whey  concen- 
trates many  of  the  water-soluble  components  of  milk  in- 
cluding protein  (casein),  fat  (unless  skimmed  milk  is  ini- 
tially used),  calcium,  phosphorus,  and  vitamin  A.  The 
water-soluble  compounds  remaining  in  the  whey  include 
lactose,  soluble  proteins  (lactalbumin  and  lactoglobu- 
lin),  and  certain  vitamins  and  minerals.  Ripening  of 
cheese  has  been  reported  to  increase  the  B-vitamin  con- 
tent of  the  finished  product.  Dairy  Council  Digest, 
Vol.  46,  May-June,  1975. 
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Remember  Tofranil-PM5  imipramine  pamoate 


More  depressed 
patients  will. 


Because  one  capsule 
lasts  from  bedtime 
to  bedtime, Tofranil-PM 
helps  avoid  forgotten 
doses. 

Tofranil-PM  is  avail- 
able in  a full  range 
of  single  daily  dosage 
strengths,  including 
the  75-  and  150-mg. 
capsules.* 

The  most  effective 
daily  dose  for  many 


patients  may  be 
the  150-mg.  capsule. 

Tofranil-PM  is  for 
single-dose  therapy  in 
depression  when  the 
dosage  is  established. 

Before  prescribing  Tofranil-PM, 
please  see  the  prescribing  informa- 
tion on  the  back  of  this  page, 

* Also  available  in  capsules  of 
100  and  125  mg.  Each  capsule  con- 
tains imipramine  pamoate 
equivalent  to  150,  125,  100  or  75  mg 
of  imipramine  hydrochloride 


Geigy 


Tofranil-PM 

brand  of  imipramine  pamoate 
Tofranil0 

brand  of  imipramine  hydrochloride 
USP 

Indications:  For  the  relief  of  symp- 
toms of  depression  Endogenous  de- 
pression is  more  likely  to  be  alleviated 
than  other  depressive  states 
Contraindications:  The  concomitant 
use  of  monoamine  oxidase  inhibiting 
compounds  is  contraindicated  Hyper- 
pyretic  crises  or  severe  convulsive 
seizures  may  occur  in  patients  re- 
ceiving such  combinations.  The  po- 
tentiation of  adverse  effects  can  be 
serious,  or  even  fatal  When  it  is  de- 
sired to  substitute  Tofranil,  brand  of 
imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  in- 
hibitor. as  long  an  interval  should 
elapse  as  the  clinical  situation  will 
allow,  with  a minimum  of  14  days.  Ini- 
tial dosage  should  be  low  and  in- 
creases should  be  gradual  and 
cautiously  prescribed.  The  drug  is 
contraindicated  during  the  acute  re- 
covery period  after  a myocardial 
infarction.  Patients  with  a known 
hypersensitivity  to  this  compound 
should  not  be  given  the  drug.  The 
possibility  of  cross-sensitivity  to  other 
dibenzazepine  compounds  should  be 
kept  in  mind 

Warnings:  Usage  in  Pregnancy:  Safe 
use  of  imipramine  during  pregnancy 
and  lactation  has  not  been  established: 
therefore,  in  administering  the  drug  to 
pregnant  patients,  nursing  mothers, 
or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards.  Animal 
reproduction  studies  have  yielded  in- 
conclusive results.  There  have  been 
clinical  reports  of  congenital  mal- 
formation associated  with  the  use  of 
this  drug  but  a causal  relationship 
has  not  been  confirmed. 

Extreme  caution  should  be  used  when 
this  drug  is  given  to: 

— patients  with  cardiovascular  dis- 
ease because  of  the  possibility  of 
conduction  defects,  arrhythmias, 
myocardial  infarction,  strokes  and 
tachycardia: 

— patients  with  increased  intraocular 
pressure,  history  of  urinary  reten- 
tion. or  history  of  narrow-angle 
glaucoma  because  of  the  drug's 
anticholinergic  properties: 

— hyperthyroid  patients  or  those  on 
thyroid  medication  because  of  the 
possibility  of  cardiovascular  toxicity: 

— patients  with  a history  of  seizure 
disorder  because  this  drug  has  been 
shown  to  lower  the  seizure  threshold : 

— patients  receiving  guanethidine  or 
similar  agents  since  imipramine 
may  block  the  pharmacologic  ef- 
fects of  these  drugs 

Usage  in  Children:  Pending  evalua- 
tion of  results  from  clinical  trials  in 
children.  Tofranil,  brand  of  imipramine 
hydrochloride,  is  not  recommended  for 
treatment  of  depression  in  patients 
under  twelve  years  of  age. 

Tofranil-PM  brand  of  imipramine  pam- 
oate. should  not  be  used  in  children 
of  any  age  because  of  the  increased 
potential  for  acute  overdosage  due  to 
the  high  unit  potency  (75  mg,.  100  mg  . 
125  mg.  and  150  mg  ).  Each  capsule 
contains  imipramine  pamoate  equiva- 
lent to  75  mg  . 100  mg.  125  mg.  or 
150  mg  imipramine  hydrochloride 
Since  imipramine  may  impair  the  men- 
tal and/or  physical  abilities  required 
for  the  performance  of  potentially 
hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient 
should  be  cautioned  accordingly. 
Precautions:  It  should  be  kept  in 
mind  that  the  possibility  of  suicide  in 
seriously  depressed  patients  is  in- 
herent in  the  illness  and  may  persist 
until  significant  remission  occurs 
Such  patients  should  be  carefully 
supervised  during  the  early  phase  of 
treatment  with  Tofranil,  brand  of 
imipramine  hydrochloride  and  may 
require  hospitalization  Prescriptions 
should  be  written  for  the  smallest 
amount  feasible 

Hypomanic  or  manic  episodes  may 


occur,  particularly  in  patients  with 
cyclic  disorders  Such  reactions  may 
necessitate  discontinuation  of  the  drug 
If  needed  Tofranil,  brand  of  imipramine 
hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes 
are  relieved  Administration  of  a 
tranquilizer  may  be  useful  in  con- 
trolling such  episodes 
Prior  to  elective  surgery,  imipramine 
hydrochloride  should  be  discontinued 
for  as  long  as  the  clinical  situation 
will  allow 

An  activation  of  the  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients  and  may  require  re- 
duction of  dosage  and  the  addition 
of  a phenothiazine 
In  occasional  susceptible  patients  or 
in  those  receiving  anticholinergic 
drugs  (including  antiparkinsonism 
agents)  in  addition,  the  atropine-like 
effects  may  become  more  pro- 
nounced (e  g , paralytic  ileus).  Close 
supervision  and  careful  ad|ustment  of 
dosage  is  required  when  this  drug  is 
administered  concomitantly  with 
anticholinergic  or  sympathomimetic 
drugs. 

Avoid  the  use  of  preparations,  such  as 
decongestants  and  local  anesthetics, 
which  contain  any  sympathomimetic 
amine  (e  g , adrenalin,  noradrenalin), 
since  it  has  been  reported  that  tri- 
cyclic antidepressants  can  potentiate 
the  effects  of  catecholamines. 

Patients  should  be  warned  that  the 
concomitant  use  of  alcoholic  bever- 
ages may  be  associated  with  exagger- 
ated effects. 

Both  elevation  and  lowering  of  blood 
sugar  levels  have  been  reported. 
Concurrent  administration  of  imipra- 
mine with  electroshock  therapy  may 
increase  the  hazards:  such  treatment 
should  be  limited  to  those  patients 
for  whom  it  is  essential,  since  there  is 
limited  clinical  experience. 

Adverse  Reactions:  Note  Although 
the  listing  which  follows  includes  a 
few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug, 
the  pharmacological  similarities 
among  the  tricyclic  antidepressant 
drugs  require  that  each  of  the  reac- 
tions be  considered  when  imipramine 
is  administered. 

Cardiovascular  Hypotension,  hyper- 
tension, tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias, 
heart  block,  stroke,  falls. 

Psychiatric:  Confusional  states  (es- 
pecially in  the  elderly)  with  hallucina- 
tions, disorientation,  delusions;  anx- 
iety, restlessness,  agitation;  insomnia 
and  nightmares:  hypomama;  exacer- 
bation of  psychosis. 

Neurological  Numbness,  tingling, 
paresthesias  of  extremities;  incoor- 
dination, ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symp- 
toms; seizures,  alterations  in  EEG 
patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  and, 
rarely,  associated  sublingual  adenitis; 
blurred  vision,  disturbances  of  ac- 
commodation. mydriasis;  constipa- 
tion, paralytic  ileus;  urinary  retention, 
delayed  micturition,  dilation  of  the 
urinary  tract. 

Allergic:  Skin  rash,  petechiae,  urti- 
caria, itching,  photosensitization 
(avoid  excessive  exposure  to  sun- 
light); edema  (general  or  of  face  and 
tongue);  drug  fever,  cross-sensitivity 
with  desipramine 

Hematologic . Bone  marrow  depres- 
sion including  agranulocytosis, 
eosinophilia.  purpura,  thrombocy- 
topenia. Leukocyte  and  differential 
counts  should  be  performed  in  any 
patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  evidence 
of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomit- 
ing. anorexia,  epigastric  distress, 
diarrhea,  peculiar  taste,  stomatitis, 
abdominal  cramps,  black  tongue 
Endocrine  Gynecomastia  in  the  male; 
breast  enlargement  and  galactorrhea 
in  the  female;  increased  or  decreased 
libido,  impotence;  testicular  swelling, 
elevation  or  depression  of  blood  sugar 
levels 


Other  Jaundice  (simulating  obstruc- 
tive); altered  liver  function,  weight  gain 
or  loss;  perspiration;  flushing;  uri- 
nary frequency,  drowsiness,  dizziness 
weakness  and  fatigue;  headache, 
parotid  swelling;  alopecia 
Withdrawal  Symptoms  Though  not 
indicative  of  addiction,  abrupt  cessa- 
tion of  treatment  after  prolonged  ther- 
apy may  produce  nausea,  headache 
and  malaise 

Dosage  and  Administration:  Lower 
dosages  are  recommended  for  elderly 
patients  and  adolescents  Lower  dos- 
ages are  also  recommended  for  out- 
patients as  compared  to  hospitalized 
patients  who  will  be  under  close 
supervision  Dosage  should  be  initi- 
ated with  Tofranil,  brand  of  imipra- 
mine hydrochloride,  at  a low  level  and 
increased  gradually,  noting  carefully 
the  clinical  response  and  any  evi- 
dence of  intolerance  Following  re- 
mission, maintenance  medication  may 
be  required  for  a longer  period  of 
time,  at  the  lowest  dose  that  will 
maintain  remission. 

Once-a-day  maintenance  dosage  can 
be  provided  with  Tofranil-PM,  brand 
of  imipramine  pamoate,  capsules  if 
this  dosage  has  been  established  as 
explained  above  This  dose  may  be 


given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and 
insomnia  with  this  dosage  regimen, 
the  capsules  may  be  given  in  the 
morning 

Parenteral  administration  should  be 
used  only  for  starting  therapy  in  pa- 
tients unable  or  unwilling  to  use  oral 
medication  The  oral  form  should  sup- 
plant the  iniectable  as  soon  as 
possible 

How  Supplied:  Tofranil  brand  of 
imipramine  hydrochloride  Round 
tablets  of  25  and  50  mg  triangular 
tablets  of  10  mg  . and  ampuls  each 
containing  25  mg  in  2 cc  for  I.M 
administration. 

Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75.  100.  125  and 
150  mg.  (Each  capsule  contains  imi- 
pramine pamoate  equivalent  to  75 
100.  125  or  150  mg  of  imipramine 
hydrochloride  ) 

(B)  98-146-850-R  (2/74) 

For  complete  details,  including  dos- 
age and  administration,  please  refer 
to  the  full  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


Tofranil-PM®  Geigy 

imipramine  pamoate 
Capsules  of  1 50, 1 25, 1 00, 75  mg. 

In  depression: 

One  capsule 
lasts  from  bedtime 
to  bedtime. 


Each  capsule  contains  imipramine  pamoate  equivalent  to 
150.  125.  100  or  75  mg  of  imipramine  hydrochloride 
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Turn  In  Pushers 


Analysis  and  course  of  action* 


SANFORD  A.  KAPLAN,  M.D. 

Yonkers,  New  York 

Chairman,  Yonkers  Narcotic  Guidance  Council. 


Encouraging  the  public  to  cooperate  in  anony- 
mously identifying  criminal  elements  through  the 
media  is  not  a new  concept.  It  is,  in  fact,  a general 
civic  responsibility  to  aid  our  police  in  the  prose- 
cution and  conviction  of  these  elements.  In  recent 
times  of  changing  morality  with  fear  of  personal 
involvement,  there  has  been  a public  reluctance  to 
cooperate  directly  with  the  police.  In  recognition 
of  this  trend,  the  media  have  acted  as  intermedi- 
aries in  protecting  the  public-spirited  citizen  who 
wanted  to  help  but  didn’t  wish  to  be  identified. 
For  example,  in  1971,  the  Detroit  News  estab- 
lished a daily  feature  called,  “Secret  Witness” 
which  encouraged  citizen  cooperation  by  offering 
rewards  for  information  leading  to  the  arrest  and 
conviction  of  particular  criminals  described  in  de- 
tail in  its  articles.  Numerous  other  newspapers 
and  television  stations  subsequently  followed  suit. 
Surely  all  in  this  area  are  familiar  with  the  crime- 
fighting efforts  of  Mr.  Chris  Borgen  on  WCBS-TV 
and  the  substantial  results  produced  in  appre- 
hending criminals,  who  might  otherwise  have  es- 
caped identification. 

Community  action 

When  the  drug-abuse  epidemic  began  insidious- 
ly to  involve  our  youth,  the  concept  of  encouraging 
community  action  to  aid  law-enforcement  agencies 
in  identifying  drug  pushers  was  originated  in 
Tampa,  Florida,  and  was  appropriately  called 
T.I.P.  (turn  in  pushers).  In  similar  programs  that 
have  proliferated  nation-wide  with  such  hearken- 
ing titles  as  “Silent  Observer,”  or  “Bust  A Push- 
er,” certain  identical  features  are  in  evidence. 
Those  who  wish  to  identify  a pusher  may  do  so 
anonymously.  Rewards  ranging  from  $25  to 
$1,000  are  paid  for  the  arrest  and  conviction  of 
drug  dealers.  Most  recently,  New  York  State, 
with  the  passage  of  its  more  stringent  drug  laws, 

* Prepared  for  the  Yonkers  Narcotic  Guidance  Council. 


has  provided  a State  toll  line  available  twenty-four 
hours  per  day  to  encourage  a State-wide  reporting 
system  to  rid  our  streets  of  drug  pushers.  A Fed- 
eral hot  line  has  also  been  established,  but  its  re- 
sults to  date  have  not  been  evaluated. 

As  a consequence  of  these  efforts,  the  Yonkers 
Narcotic  Guidance  Council  recently  undertook  an 
independent  evaluation  of  the  T.I.P.  concept  to  as- 
sess its  validity,  its  impact,  and  its  acceptance. 
Some  78  communities  are  said  to  have  such  pro- 
grams, and  we  were  successful  in  communicating 
with  a substantial  number  of  these.1  We  specifi- 
cally inquired  about  the  evidence  for  a reduction 
in  drug  abuse  or  drug-related  crimes  in  these  com- 
munities. We  asked  how  abuses  of  the  program 
were  avoided,  about  funding  mechanisms,  and 
other  significant  information  related  to  program 
operation.  Our  interest,  of  course,  stemmed  from 
a need  to  advise  Yonkers,  and  perhaps  Westches- 
ter County,  as  to  the  need  for  or  applicability  of 
such  a program  in  this  area. 

On  numerous  occasions,  the  response  to  our  in- 
vestigation was  a proliferation  of  literature,  virtu- 
ally identical,  from  each  of  the  communities. 
Most  of  this  information  explained  how  we  could 
establish  such  a program,  and  repeatedly  para- 
phrased the  purported  remarkable  experience  of 
the  Tampa,  Florida,  program.  Numerous  newspa- 
per articles  included  favorable  comments  about 
these  programs,  yet  specific  documentation  of 
criminal  arrests  and  convictions  were  rarely  re- 
ported. Nonetheless,  some  areas  indicated  con- 
siderable impact  on  drug  crimes  and  drug  traffic. 
For  example,  in  Ontario,  California,  the  Kiwanis 
reported  $1,979,050  worth  of  drugs  confiscated  as 
a result  of  this  program.  In  Atlanta,  Georgia,  dur- 
ing the  first  six  months  of  1972,  $2,276,000  worth 
of  drugs  was  seized  through  its  program  efforts. 
This  enlightened  city,  however,  utilizes  its  funds  to 
pay  informants  for  tips  leading  to  the  seizure  of 
significant  quantities  of  drugs.  Moreover,  10  per 
cent  of  their  funds  are  used  to  provide  special 
awards  to  law-enforcement  officials  who  are  par- 
ticularly gregarious  and  efficient  in  apprehending 
pushers.  Twenty  per  cent  of  their  funds  are  used 
to  provide  the  Atlanta  Narcotics  Squad  with  a 
hard  drug  investigative  fund.  An  additional  10 
per  cent  of  funds  are  utilized  to  continuously  ad- 
vertise the  program.  The  Tampa  Times  of  Sep- 
tember 29,  1972,  reporting  on  their  program’s  op- 
eration from  February  15,  1971,  through  Septem- 
ber 1,  1972,  listed  6,471  telephone  calls  that  came 
in  resulting  in  50  arrests  and  40  convictions. 

Yet,  in  spite  of  these  identified  results,  one 
could  not  help  but  get  the  feeling  that  excessive 
emphasis,  in  most  communities,  was  being  placed 
on  soft-drug  users  rather  than  hard-core  drug 
pushers.  Many  communities  could  not  document 
the  quality  of  convictions  obtained,  and  in  others, 
especially  in  the  South,  it  was  clear  that  undue 
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emphasis  was  being  placed  on  harassing  marihua- 
na users  and  mixed-drug  abusers.  Nonetheless,  a 
number  of  heroin  pushers  were  apprehended 
through  these  program  efforts.  The  extent  and 
significance  of  their  convictions,  however,  is  ob- 
scured in  the  reports  we  received. 

In  virtually  all  communities  with  T.I.P.  pro- 
grams, the  funding  for  this  activity  was  nongov- 
ernmental. In  most  instances,  the  program  was 
sponsored  and  funded  by  local  chambers  of  com- 
merce. Service  clubs  and  the  communications 
media,  played  a significant  role  in  assuring  contin- 
ued fund-raising  activities  and  in  promoting  con- 
tinued advertising  to  maintain  public  interest. 
Although  some  chambers  of  commerce  lost  inter- 
est, most  have  persisted  in  this  campaign,  and 
funds  continue  to  make  the  program  operable. 

Yet,  if  there  is  doubt  as  to  the  quality  of  arrests 
and  convictions,  and  perhaps  some  question  as  to 
where  the  drug  emphasis  should  be,  such  as  on 
pusher  or  user,  soft  drugs  versus  hard  drugs,  there 
is  no  doubt  that  these  program  efforts  have  been 
well  accepted.  The  chief  of  police  in  Fairfax,  Vir- 
ginia, reported  that  T.I.P.  created  a sense  of  para- 
noia among  drug  dealers,  compelling  them  to  deal 
only  with  established  customers.  In  Tampa,  Flor- 
ida, the  T.I.P.  chairman  said  that  the  sheriff’s  of- 
fice and  Tampa  police  have  considered  the  pro- 
gram a success  and  have  asked  that  it  be  contin- 
ued. In  Rock  Hill,  South  Carolina,  the  program 
was  considered  successful  in  that  a number  of 
pushers  have  been  arrested  that  would  not  have 
been  had  it  not  been  for  this  program.  In  Battle 
Creek,  Michigan,  the  rather  surprising  comment 
was  made  that  their  program  of  apprehending 
criminals,  “Silent  Observer,”  provides  the  public 
with  an  opportunity  of  aiding  the  police  without 
fear  of  retaliation  from  the  criminal  community. 

In  spite  of  extensive  application  of  T.I.P.  pro- 
grams throughout  the  country,  only  one  program 
has  attempted  to  scientifically  investigate  the  va- 
lidity of  their  program.  Organizational  Technolo- 
gy, Inc.,  undertook  this  evaluation  for  the  Galves- 
ton County  Organized  Crime  Control  Unit 
(GCOCCU).  While  final  data  are  still  not  in,  and 
the  statistical  information  is  not  totally  valid, 
some  interesting  observations  have  been  made  on 
the  operation  of  their  program  from  October  1, 
1972  to  December  31,  1972.  As  time  went  on, 
there  was  a stabilization  of  the  number  of  calls, 
with  a very  low  level  of  calls  related  to  heroin. 
About  56  per  cent  of  392  incoming  calls  provided 
either  secondary  supplementary  entries  in  existing 
police  intelligence  files  or  new  entries  in  these 
files.  Reward  calls  accounted  for  only  a small  per- 
centage of  total  calls,  but  provided  a much  larger 
percentage  of  useful  information.  These  data  are 
currently  being  updated,  and  while  interesting, 
cannot  be  considered  statistically  valid  at  this 
time. 


Law  enforcement 

As  convinced  as  most  communities  have  been 
that  T.I.P.  has  aided  law  enforcement  and  assisted 
in  diminishing  the  impact  of  drug  pushers  in  their 
respective  communities,  some  valid  comments 
have  been  made  by  those  less  enamored  of  the 
T.I.P.  concept.  For  example,  some  have  suggested 
that  it  is  philosophically  and  morally  unsound  to 
pay  for  information  that  citizens  should  consider  it 
their  obligation  to  report.  The  Reader’s  Digest,1 
in  their  advocacy  of  this  program,  correctly  points 
out  that  a broad  public  effort  is  necessary  to  eradi- 
cate drug  abuse  effectively.  This  effort  requires 
(1)  effective  and  meaningful  drug  education,  (2) 
available  programs  of  rehabilitation,  and  (3)  citi- 
zen support  of  law  enforcement.  While  The 
Reader’s  Digest  response  is  an  appropriate  one, 
there  remains  the  potential  liability,  at  least,  that 
regular  informants  to  the  police  may  withhold 
their  usual  information  to  collect  more  substantial 
T.I.P.  awards.  Evidence  to  that  effect  has  been 
documented  by  Rasmussen,2  former  Executive  Di- 
rector of  the  Yonkers  Youth  Services  Agency,  in  a 
private  communication  based  on  discussions  with 
a prominent  law-enforcement  official  in  the 
Tampa,  Florida  Police  Department,  clearly 
pointing  out  that  regular  informers  to  the  police 
were  now  holding  out  for  the  larger  sums  of  money 
available  from  the  T.I.P.  program.  Other  ac- 
knowledged limitations  of  the  T.I.P.  program  in- 
clude: (1)  The  need  for  additional  police  man- 

power to  investigate  incoming  calls;  (2)  as  pointed 
out  by  Lt.  R.  E.  Weber,  Atlanta  narcotics  squad, 
and  Clifford  D.  Barney,  chief  of  police,  Battle 
Creek,  Michigan,  careful  monitoring  of  calls  must 
be  undertaken  to  weed  out  crank  callers  whose 
motivation  may  be  solely  revenge,  harassment,  or 
unjustified  defamation  of  character.  Moreover, 
information  received  that  is  sketchy,  or  based  on 
assumption  and  not  fact,  must  either  be  adequate- 
ly elaborated  on  for  specifics  in  the  initial  tele- 
phone conversation,  or  discarded  as  being  unwor- 
thy of  further  investigation.  Obviously,  well- 
trained  and  knowledgeable  interviewers  can  en- 
hance the  potential  viability  of  a tipster’s  informa- 
tion; (3)  since  many  drug  cases  are  terminated  in 
the  judicial  system,  either  by  procedural  errors  or 
other  legal  technicalities,  awards  based  on  arrest 
and  conviction  may  remain  unpaid;  (4)  Lieutenant 
Weber  points  out  there  is  the  constant  danger  in 
the  face  of  community  cooperation  with  a T.I.P. 
program  that  failure  to  follow-up  leads  promptly 
by  the  police,  presumably  because  development  of 
evidence  requires  surveillance  or  while  investiga- 
tors are  attempting  to  set  up  a “buy,”  may  in- 
crease community  frustration  with  the  program. 
One  can  readily  understand  the  need  for  glowing 
newspaper  rhetoric  that  follows  the  inception  of  a 
T.I.P.  program  to  maintain  community  interest 
while  proper  arrests  and  convictions  are  being  de- 
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veloped;  and  (5)  finally,  frequent  advertising  of 
the  T.I.P.  telephone  number  and  extensive  com- 
munication and  media  support  are  a necessity  to 
keep  the  program  in  the  public  eye,  lest  disinterest 
and  abandonment  of  the  program  occur. 

Recent  trends  in  T.I.P.  programs  have  resulted 
in  organization  on  the  State  level.  In  California, 
Mr.  Bill  Brownell,  a former  sheriffs  deputy  in  Los 
Angeles  County  founded  the  “We  T.I.P.”  program. 
Through  this  state-wide  network  a single  toll-free 
telephone  call  can  relay  pusher  information  to 
local  authorities  in  85  other  California  communi- 
ties. Funding  is  broad  and  comes  from  private 
sources.  Volunteers  and  citizens  have  cooperated 
in  a major  effort  to  reduce  availability  of  drugs  in 
California.  The  commentary  by  the  Ontario-Up- 
land, California  Daily  Report  on  Sunday,  July  8, 
1973,  that  “.  . more  than  $1  million  worth  of  illicit 
drugs  have  been  confiscated  by  law  enforcement 
agencies  since  We  T.I.P.  went  state-wide”  is  an  ap- 
parent testimonial  to  its  value. 

New  York  State  has  similarly  implemented  a 
State-wide  T.I.P.  program  as  part  of  its  more  for- 
midable Narcotics  Law  which  began  on  September 
1,  1973.  It  is  still  too  early  to  evaluate  the  New 
York  State  experience  accurately.  Yet,  in  the  first 
two  months  of  operation,  21,000  tips  were  re- 
ceived. Of  these,  only  1,150  were  deserving  of  at- 
tention, and  only  1 in  ten  of  the  latter  seemed  wor- 
thy of  passing  on  for  full  investigation.  It  is  ob- 
vious, however,  that  no  fair  assessment  of  New 
York  State’s  effort  can  be  made  at  this  time. 
Until  a year’s  experience  can  be  correlated,  and 
the  quality  and  quantity  of  results  screened  fol- 
lowing processing  through  our  judicial  system, 
newspaper  comments  can  be  considered  prema- 
ture, at  best.  In  contrast  with  California,  the  New 
York  State  program,  however,  has  a number  of  sig- 
nificant operational  differences.  It  is  a govern- 
ment-operated program,  with  both  the  financial 
stability  such  operation  guarantees  and  the  stifling 
rigidity  that  public  accountability  demands. 
While  a caller  to  the  New  York  State  T.I.P.  hot 
line  can  file  an  anonymous  report  in  identifying  a 
pusher,  if  the  tipster  ever  expects  to  receive  a re- 
ward for  his  efforts  on  conviction  of  the  pusher,  he 
must  identify  himself  to  collect.  While  it  is  too 
early  to  tell,  this  State’s  major  efforts  seem  to  be  in 
providing  information  to  local  law-enforcement 
agencies  for  investigation.  No  additional  funds  to 
provide  the  manpower  for  such  local  law-enforce- 
ment investigation  of  tips  is  being  provided,  and 
the  degree  of  independent  evaluation  to  be  under- 
taken by  New  York  State  drug  investigative  forces 
is  as  yet  conjectural. 

Opposition  to  T.I.P. 

It  is  only  reasonable  to  point  out  that  there  is  a 
substantial  body  of  opinion  that  is  opposed  to  the 
T.I.P.  concept,  under  any  circumstances.  Such 


opinion  after  research  and  evaluation,  is  forth- 
rightly held  by  Marc  S.  Oxman,  the  legal  repre- 
sentative on  the  Yonkers  Narcotic  Guidance 
Council.  Such  opposition,  while  recognizing  the 
need  to  furnish  law-enforcement  agencies  with  ef- 
fective weapons  to  combat  drug  abuse,  is  fearful 
that  such  programs  may  inadvertently  abuse  the 
very  essential  constitutional  liberty  of  a right  to 
privacy,  as  insured  by  the  Fourth  Amendment.* 

One  need  not  be  reminded  that  as  dangerous  as 
drug  traffic  is,  police  power  and  its  infringement 
on  personal  freedom  may  be  just  as  threatening  to 
the  ultimate  survival  of  this  nation;  witness  the 
abuses  in  Nazi  Germany,  the  Ellsberg  Affair,  the 
Watergate  Conspiracy,  and  so  forth. 

Some  assurances,  on  a Federal  level,  that  the 
Office  for  Drug  Abuse  Law  Enforcement  is  aware 
of  this  problem  and  committed  to  proper  legal 
safeguards,  is  contained  in  extensive  correspon- 
dence between  the  American  Civil  Liberties 
Union,  Mr.  John  R.  Bartels,  Jr.,  the  administrator 
of  this  program,  and  Mr.  Donald  E.  Miller,  his  act- 
ing chief  counsel.3-5  While  it  may  be  true  that 
sufficient  legal  precedent  can  be  documented  to 
permit  law-enforcement  agents  to  force  entry,  with 
or  without  a proper  warrant,  to  effect  an  arrest, 
there  are  a multiplicity  of  grey  areas  for  which 
legal  precedent  is  lacking.  The  accumulation  of 
dossiers  based  on  unsubstantiated  reports,  with 
subsequent  unwarranted  surveillance,  may  be  as 
great  an  infringement  on  civil  liberties  as  illegal 
no-knock  arrests. 

It  is  thus  apparent  that  the  support  of  programs 
like  T.I.P.  involves  individual  introspective  inten- 
sive evaluations  as  to  the  respective  precedence  of 
police  power  or  personal  liberty.  I suspect  that 
one  can  never  wholly  make  an  absolute  choice  of 
one  or  the  other,  because  in  choosing,  one  must 
constantly  weigh  the  threat  that  permits  police 
power  to  increase  or  decrease.  The  danger  to  con- 
stitutional freedoms  is  one  that  must  never  be  for- 
gotten. Even  when  the  public  interest  would  dic- 
tate a temporary  increase  in  police  power,  continu- 
ing timely  review  and  absolute  legal  guarantees  are 
necessary  to  assure  the  restoration  and  precedence 
of  our  constitutional  guarantees  at  appropriate  in- 
tervals. 

Recommendations 

With  these  factors  considered,  then,  what  are 
the  recommendations  of  the  Yonkers  Narcotic 
Guidance  Council  as  to  the  suitability  of  a T.I.P. 
program  for  Yonkers  or  Westchester  County?  We 
have  always  believed  that  the  major  thrust  of  gov- 
ernmental efforts  in  drug  abuse  should  be  educa- 
tional and  aimed  at  prevention.  We  believe  our 
youth  needs  programs  aimed  at  values  clarifica- 

* “The  right  of  the  people  to  be  secure  in  their  persons,  houses, 
papers,  and  effects,  against  unreasonable  searches  and  seizures, 
shall  not  be  violated  ...  .” 
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tion,  as  operated  already  in  the  Yonkers  school 
system.  These  programs  will  be  substantially 
more  valuable  than  any  attempt  to  deal  with  the 
insidious  consequences  of  drug  abuse,  once  estab- 
lished. We  further  believe  that  well-founded  pro- 
grams of  rehabilitation,  as  currently  operated  by 
the  Yonkers  Youth  Services  Agency,  should  be 
available  to  any  youth  who  wishes  to  be  restored 
from  the  ravages  of  drug  abuse,  and  that  this  ac- 
tivity also  requires  government  support.  T.I.P. 
programs  appear  to  have  been  generally  well  ac- 
cepted by  the  police  and  in  some  instances  have 
made  dramatic  inroads  on  the  never-ending  war 
against  pushers.  Endorsement  of  the  concept  of 
T.I.P.,  in  which  a community  or  state  rallies  to- 
gether and  rewards,  with  private  funds,  those  who 
help  to  identify  and  convict  hard-drug  pushers,  is 
a decision  that  each  individual  and  each  communi- 
ty will  have  to  determine  for  itself,  weighing  the 
factors  already  presented.  We  feel,  however,  the 
aims  of  the  program  should  be  to  encourage  public 
cooperation  with  law-enforcement  agencies,  rather 
than  bounty  hunting.  It  should  be  emphasized 
that  the  proper  utilization  of  T.I.P.  should  at- 
tempt to: 

1.  Eliminate  the  hard-drug  dealers,  the  major 
marketeers  and  suppliers  of  all  illicit  drugs.  It  is  not 
felt  that  this  program’s  efforts  should  be  bogged  down 
pursuing  minor  caches  of  marihuana.  Rather,  it  is 
desired  that  Westchester’s  streets  be  rid  of  hard-drug 
pushers  and  dealers. 

2.  Rewards  should  be  offered  not  only  for  identifi- 
cation of  pushers  and  their  conviction,  but  also  funds 
should  be  provided  as  rewards  when  large  caches  of 
drugs  are  confiscated,  and  for  special  awards  to  en- 
courage exemplary  work  by  law-enforcement  agents 
in  apprehending  significant  drug  pushers  and  dealers. 

3.  Funds  should  also  be  made  available,  in  part,  to 
aid  local  police  communities  to  assign  or  bring  in  un- 
recognized undercover  agents  to  assist  local  enforce- 
ment agencies  in  their  pursuit  of  pushers. 

4.  If  drug  abuse  diminishes  in  intensity  as  a result 
of  this  program  effort,  then  the  same  mechanism  can 
be  encouraged  to  combat  crime  of  all  types. 

5.  The  program  can  be  most  effective  if  it  is  orga- 
nized state-wide,  with  a single  toll-free  telephone 
number  to  call. 

6.  We  believe  that  enhancement  of  this  program 
comes  from  the  fact  that  it  is  privately  supported,  and 
that  an  operation  of  this  type  requires  continued  pub- 
lic support  and  voluntary  cooperation  responding  to 
local  needs  and  fears. 

Legislation 

If  a choice  were  available  to  Yonkers  or  West- 
chester for  a publicly  or  privately  supported  T.I.P. 
program,  we  would  recommend  the  latter  as  an- 
other means  of  combating  drug  abuse.  This 
choice  has  been  taken  away  from  Westchesterites 
by  virtue  of  the  new  drug-abuse  control  law  of 
September  1,  1973,  which  establishes  a publicly 


run,  State-wide,  T.I.P.  program. 

In  the  face  of  this  new  law,  we  feel  that  local 
communities  should  support  this  State-wide  pro- 
gram, providing  the  education  and  advertisement 
of  the  existence  of  the  program  and  cooperating 
with  the  drug  investigative  agencies  of  the  State. 
A comprehensive  evaluation  of  the  State  program 
should  be  undertaken  in  twelve  to  eighteen 
months,  and  its  impact  and  efficacy  reported  and 
documented.  During  this  period,  independent 
private  T.I.P.  programs  in  competition  with  the 
State  would  appear  to  be  contraindicated.  On  the 
other  hand,  the  legislative  representation  of  local 
communities  throughout  the  State  should  band  to- 
gether to  assure  legislative  correction  of  the  lapses 
in  the  present  State-wide  T.I.P.  program,  to  wit: 

1.  Anonymity  should  be  absolutely  protected  and 
guaranteed  if  so  desired  by  the  reporting  individual. 

2.  Emphasis  should  be  on  hard-drug  suppliers  of 
consequence. 

3.  Rewards  should  be  given,  not  only  for  arrest 
and  conviction  of  pushers,  but  also  for  especially  mer- 
itorious work  by  public  officers  leading  to  substantial 
impoundment  of  drugs,  even  without  the  capture  or 
conviction  of  individuals. 

4.  A special  commission,  from  the  private  sector, 
should  be  appointed  by  the  governor  to  make  legiti- 
mate awards  anonymously,  with  well-controlled  and 
limited  accessibility  to  the  public,  so  as  to  assure  pro- 
tection of  tipsters. 

5.  State-wide  funds  should  be  provided  to  assure 
an  independent  State-wide  narcotics  investigative 
agency  to  review  the  actions  of  local  communities  in 
their  investigation  of  T.I.P.  reports,  and  to  provide 
undercover  agents  to  assist  local  communities  in  their 
pusher  investigations,  the  latter  on  request  from  local 
communities. 

6.  Legislatively  the  State  law  establishing  the  N. 
Y.  State  T.I.P.  program  should  be  automatically 
ended  each  year,  unless  renewed  legislation  is  passed 
annually  after  appropriate  review  of  annual  results. 
Only  in  this  manner  can  assurances  be  given  of  the 
precedence  of  constitutional  freedoms. 

Conclusion 

In  principal,  the  Yonkers  Narcotic  Guidance 
Council  feels  that  the  concept  of  T.I.P.,  under 
well-controlled  circumstances,  may  have  some 
merit  as  another  phase  of  the  extensive  multiple 
approach  needed  to  combat  drug  abuse.  Since  it 
is  law,  qualified  support  to  the  existent  State-wide 
program  is  offered,  but  it  is  suggested  that  its  ef- 
forts be  comprehensively  reevaluated  after  twelve 
to  eighteen  months  of  operation,  during  which 
time  legislative  reform  should  be  sought  to  modify 
and  correct  those  areas  of  the  program  that  might 
be  self-defeating. 

125  Pietro  Drive 
Crestwood,  New  York  10710 
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Rather  than  satisfy  emotions  with  angry  demonstra- 
tions, and  mass  meetings,  the  Task  Force  maintained  a 
very  low  profile  feeling  that  we  could  accomplish  more 
by  direct  face  to  face  persuasion  with  our  legislators. 
Our  committee  was  influential  in  developing  ideas  in 
personal  meetings  and  consultation  with  the  secretary  of 
Health,  Education,  and  Welfare  and  others  of  his  staff. 

Of  necessity,  the  delicate  give  and  take  of  politicking 
cannot  by  its  very  nature  be  conducted  at  full  volume. 
Whatever  the  final  result,  a great  debt  of  gratitude  is 
owed  to  these  concerned  people.  Your  county  medical 
society  is  committed  to  seeing  this  problem  through  to  a 
solution  which  will  result  in  a medical  malpractice  in- 
surance program  with  equity  for  all  and  rates  that  both 
doctor  and  patient  can  afford.  This  single  issue  has 
united  New  York  physicians  of  all  ages  and  attitudes, 
and  for  the  first  time  in  many  years,  we  have  had  to  face 
the  fact  that  we  doctors  must  work  together  to  help  and 
protect  ourselves  or  be  forced  out  of  practice  by  powers 
beyond  our  control. 
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If  these  six  people  don’t  impress  you, 
maybe  the  companies  who  hired  them  will. 


These  people  aren’t  actors.  They 
are  real  people  doing  real  jobs  for 
real  companies. 

Take  Joseph  Minikovsky,  for 
example  (top  left),  an  electronic 
maintenance  engineer.  He  has 
learned  to  use  one  hand  the  way 
most  people  in  his  field  have  to  use 
two.  As  quickly,  as  efficiently,  as 
accurately.  He’s  a cracker  jack 
technician  and  the  National  Broad- 
casting Company  knows  it.  Yes,  he 
works  for  NBC. 

Robert  Thompson  (top  center) 
is  a mechanical  engineer.  At  Syska 
& Hennessy  in  New  York. 

Frank  Gaal  (top  right),  a ma- 
chine operator  for  Con  Edison. 

James  Withers  (bottom  left), 
an  administrative  assistant  with 


Control  Data  Corporation. 

Mildred  Hudson  (bottom  cen- 
ter), a coding  and  terminations 
clerk  for  Standard  Security  Life 
Insurance. 

And  Thomas  Clancy  (bottom 
right)  is  one  of  the  best  computer 
programmers  New  York  Univer- 
sity ever  had. 

They’re  all  working.  At  jobs 
they  enj  oy.  F or  companies  who  are 
very  grateful  to  have  them. 

You  see,  despite  their  obvious 
disabilities,  these  people  are 
skilled,  hard-working  men  and 
women.  And  traits  like  that  are 
hard  to  come  by  these  days.  (Ms. 
Hudson’s  supervisor  told  us  she 
was  one  of  only  three  people  in 
their  company  who  made  it  to  work 


during  a heavy  snowstorm.) 

It  takes  a lot  of  determination 
and  many  months  of  rehabilita- 
tion to  get  where  these  people  are. 

But  it  takes  very  little  more 
than  a letter  to  find  people  like 
them  and  hire  them. 

The  Director  of  Vocational  Re- 
habilitation in  your  state  has  a file 
of  skilled,  trained,  rehabilitated 
people  in  every  field.  Ready,  will- 
ing and  able  to  work. 

Write  to  him,  next  time  you 
have  an  opening.  His  office  is  in 
your  state  capital. 

And  join  the  impressive  ranks 
of  Con  Edison.  And  NBC.  And 
Syska  & Hennessy.  And  Control 
Data.  And  Standard  Security  Life. 
And  NYU. 


Write  the  Director  of  Vocational  Rehabilitation  in  your  State  Capital. 

The  U.S.  Department  of  Health,  Education,  and  Welfare.  A Public  Service  of  This  Magazine  4 The  Advertising  Council 
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As  medicine  has  grown  more  scientific,  the  facil- 
ities needed  to  accomplish  its  successful  practice 
have  become  more  sophisticated,  more  expensive, 
and  thus  increasingly  limited  to  locations  such  as 
hospitals  where  this  equipment  can  be  more  effi- 
ciently utilized.  Because  of  the  developing  neces- 
sity of  access  to  hospital  facilities  physicians  have 
increasingly  chosen  to  obtain  access  to  hospitals  in 
which  to  admit,  diagnose,  and  treat  patients.  It  is 
the  conflict  involving  the  desires  of  physicians  to 
obtain  hospital  access  that  is  the  subject  of  this 
study. 

Legal  role  of  hospital  in  society 

The  hospital  has  in  part  assumed,  and  in  part 
had  thrust  on  it,  a role  of  protecting  the  public  in- 
terest. Local  and  state  laws  and  regulations  re- 
garding hospital  licensure  require  the  hospital  to 
maintain  standards  of  good  patient  care.  The 
standards  of  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  which  must  be  met  in  order  for  a 
hospital  to  receive  certain  Federal  funds  require 
that  the  medical-dental  staff  adopt  procedures  for 
review  and  consultation  to  avoid  harm  to  patients. 

Under  modern  law,  institutions  are  given  both 
rights  and  privileges.  The  role  of  hospitals  in  pro- 
viding facilities  for  health  care  and  their  organiza- 
tion for  this  purpose  place  them  in  the  position  of 
having  to  perform  two  vital  tasks  which  relate  to 
staff  membership.  The  first  task  regards  stan- 
dards of  medical  practice  since  the  mere  posses- 


sion of  a license  to  practice  medicine  is  no  guaran- 
tee of  competence,  and  once-competent  physicians 
can  lose  their  ability  to  practice  medicine  properly. 
The  selection  of  staff  members  is  viewed  as  one  of 
the  elements  of  the  fiduciary  responsibility  of  the 
hospital  governing  body.1 

The  hospital  governing  body  must  provide  that 
the  medical  staff  establish  guidelines  for  physi- 
cians and  monitor  their  practice  to  determine  sig- 
nificant deviations  from  the  standards.  The  Dar- 
ling2 decision  established  that  it  was  negligent  for 
the  hospital’s  governing  body  not  to  establish 
mechanisms  for  the  medical  staff  to  evaluate, 
counsel,  and,  where  necessary,  take  action  when 
an  unreasonable  risk  of  harm  to  a patient  arises 
from  the  treatment  being  afforded  the  patient  by 
his  own  physician.  Reasonable  regulations  and 
procedures  to  assure  that  the  members  of  the  med- 
ical staff  meet  a required  level  of  proficiency  are 
actually  protecting  the  interests  of  present  and 
prospective  patients  in  receiving  medical  care. 

Realistically,  only  physicians  on  a hospital  staff 
or  those  charged  with  reviewing  provided  care  can 
reasonably  be  expected  to  pass  judgment  on  the 
competence  of  fellow  practitioners.  Thus,  the 
governing  body’s  role  is  essentially  limited  to  a de- 
termination of  whether  the  process  of  qualifica- 
tions review  has  been  fully  and  fairly  followed, 
more  analogous  to  the  role  of  an  appellate  court 
than  to  that  of  a lower  trier  of  fact.  This  is  a de- 
sirable result  because  it  makes  it  possible  to  locate 
the  basic  decision-making  function  at  the  level  of 
greatest  expertise.  To  facilitate  a proper  exercise 
of  evaluation  and  discretion,  the  medical  staff  and 
governing  body  are  allowed  considerable  latitude 
in  soliciting  information  and  in  discussing  qualifi- 
cations.3 Although  frank  appraisal  and  action 
consistent  with  such  appraisal  might  tend  to  lower 
a physician’s  standing  with  his  colleagues  or  in  the 
general  community  and  possibly  result  in  diminu- 
tion of  his  practice  and  practice  income,  the  re- 
sponsibility to  provide  a competent  medical  staff 
makes  it  incumbent  that  factors  that  might  lead  to 
a physician’s  disqualification  be  openly  consid- 
ered. 

Hospitals  must  also  perform  a second  vital  pub- 
lic function  in  balancing  or  adjusting  the  compet- 
ing claims  of  physicians  and  patients  on  hospital 
facilities.  Procedures  must  be  scheduled,  and  se- 
verely ill  patients  must  have  readier  access  to  ser- 
vice and  facilities  than  do  less  ill  patients.  Since 
the  hospital  is  an  institution  of  society,  it  must 
enact  reasonable  regulations  and  policies  to  estab- 
lish fair  priorities  in  the  use  of  its  facilities.4  In  so 
doing,  it  is  maximizing  society’s  benefit  and 
playing  a vital  and  necessary  role.  Courts  have  re- 
peatedly held  that  hospitals  exist  for  the  purpose 
of  faithfully  furnishing  facilities  to  the  medical 
profession  in  aid  of  their  services  to  the  public  and 
that  powers  of  selection  of  staff  members  are  pow- 
ers in  trust  to  be  exercised  for  the  public  good. 
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Formerly  a private  (proprietary  and  voluntary) 
hospital  was  viewed  more  or  less  as  a private  cor- 
poration and  therefore  as  possessing  almost  unre- 
strained power  to  admit  or  refuse  any  applicant  for 
staff  membership.  Public  hospitals  (governmen- 
tal) were  unable  to  deny  hospital  staff  privileges 
on  any  basis  proscribed  by  the  U.S.  Constitution. 
Increasingly,  judicial  decisions  regarding  medical 
staff  appointments  are  being  tempered  by  princi- 
ples in  the  Constitution  and  requirements  of  Fed- 
eral legislation.  Social  Security  Titles  XVIII  and 
XIX  and  the  Civil  Rights  Act  of  1964  have  banned 
any  forms  of  discrimination  based  on  race,  reli- 
gion, national  origin,  or  sex.  Recent  decisions 
have  set  the  precedent  that  hospitals  that  receive 
Federal  Hill-Burton  funding  cannot  deny  hospital 
staff  privileges  on  any  basis  proscribed  by  Consti- 
tution or  law.  This  and  other  decisions  recognize 
hospitals  that  receive  governmental  financial  as- 
sistance and/or  supplemental  funds  from  public 
solicitations  as  being  quasi-public  and  thus  subject 
to  the  same  standards  as  public  hospitals. 

Role  of  hospital  in  determining  physician  access 

In  considering  the  question  of  physician  access 
to  hospitals,  a review  of  hospital  types  and  the 
legal  implications  inherent  is  in  order.  The  com- 
munity hospital  is  by  far  the  most  common  hospi- 
tal type  in  this  country.  Recent  state  supreme 
court  opinions  which  have  carefully  reviewed  the 
role  of  the  modern  community  hospital  have  rec- 
ognized that  such  institutions  are  serving  impor- 
tant public  purposes  and  enjoy  a quasi-monopoly 
power.  As  a result  of  their  larger  numbers  and 
their  devotion  to  community  service,  it  has  been  in 
community  hospitals  that  most  staff  membership 
disputes  have  arisen. 

The  major  teaching  hospital  has  different  needs 
and  staffing  patterns  from  the  usual  community 
hospital.  Most  frequently  these  hospitals  are  di- 
rectly affiliated  with  one  or  more  medical  schools. 
One  of  the  staffing  pattern  differences  is  the  sig- 
nificant number  of  full-time  staff  members  wlfo 
are  in  either  salaried  and/or  geographic  full-time 
positions  to  oversee  and  contribute  to  the  teaching 
program  and/or  engage  in  research.  Because  of 
having  skilled  staff  specialists,  major  teaching  hos- 
pitals generally  are  able  to  perform  sophisticated 
and  specialized  procedures  that  are  not  regularly 
available  at  community  hospitals.  In  addition  to 
receiving  general  community  patients,  major 
teaching  hospitals  treat  patients  referred  for  spe- 
cialized diagnosis  and  therapy.  Thus,  major 
teaching  hospitals  have  objectives  beyond  those  of 
a community  hospital.  These  objectives  of  teach- 
ing and  research  are  beneficial  to  society,  and  they 
entail  special  requirements  regarding  responsibili- 
ty of  the  staff.  The  professional  staff  members  of 
a major  teaching  hospital  must  be  willing  to  devote 


segments  of  their  professional  time  to  such  nonin- 
come-producing activities  as  bedside  teaching  and 
supervision,  and  nonremunerative  committee  work 
designed  to  deal  with  the  problems  inherent  in  a 
teaching  hospital.  In  addition,  the  demands  of  a 
teaching  hospital  to  maintain  a full  patient  popu- 
lation of  clinically  rewarding  cases  means  that  it 
may  not  be  able  to  provide  facilities  to  all  physi- 
cians who  wish  to  join  the  staff,  and  even  those 
physicians  already  on  the  staff  may  be  unable  to 
admit  patients  freely.  This  is  related  to  the  spe- 
cial objectives  of  teaching  within  the  institution. 
Such  objectives  are  likely  to  receive  special  consid- 
eration in  cases  of  specific  disputes  involving  staff 
access  to  major  teaching  hospitals. 

A small  number  of  proprietary  hospitals  which 
admit  only  patients  of  physicians,  or  their  asso- 
ciates, who  own  the  hospital  exist  in  the  United 
States.  In  addition,  a number  of  hospitals  exist  as 
part  of  organized  health  plans  and  generally  admit 
as  patients  only  those  individuals  who  participate 
in  the  health  plan  which  sponsors  the  hospital. 
There  are  also  a number  of  hospitals  or  clinics 
which  are  organized  in  such  a manner  that  all  the 
clinic  staff  members  either  control  the  clinic  or  are 
under  a system  of  agreements  governing  their 
practice  at  the  clinics.  These  hospital  types  which 
do  not  have  monopoly  power  within  the  communi- 
ty and  which  restrict  their  admissions  to  specifi- 
cally limited  groups  of  patients  have  special  objec- 
tives different  from  the  ones  usually  ascribed  to  a 
community  hospital.  Past  judicial  decision  has 
given  different  consideration  to  hospitals  which 
restrict  admissions. 

Role  of  patient  in  physician  access  to  hospitals 

Traditionally  our  society  has  focused  on  the  in- 
trinsic merit  of  each  person  in  our  society.  The 
freedom,  dignity,  and  inviolability  of  the  individu- 
al patient  have  all  received  strong  recognition  in 
our  common-law  tradition.  From  the  patient’s 
standpoint  the  rights  of  physicians  to  hospital 
privileges  involve  the  individual’s  right  to  decide 
whether  he  or  she  shall  receive  medical  treatment, 
the  right  to  be  treated  by  the  physician  of  the  pa- 
tient’s choice,  and  the  right  to  make  final  decisions 
with  respect  to  the  nature  of  such  treatment.  Im- 
plied also  is  the  right  of  the  individual  to  expect 
that  the  medical  care  which  is  furnished  shall  be 
properly  performed.  Legally  these  rights  are 
those  of  personal  privacy  and  the  right  to  protec- 
tion against  unwarranted  bodily  harm.5 

Most  of  the  significant  recent  decisions  involv- 
ing restrictions  on  physician  staff  membership 
have  emphasized  the  importance  of  admitting 
physicians  to  hospital  staffs  precisely  because 
without  hospital  staff  membership  the  patients  of 
these  physicians  were  being  deprived  of  their  right 
to  be  treated  by  the  physician  of  their  choice.  Re- 
cent Supreme  Court  decision  would  suggest  that 
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the  right  of  a patient  to  decide  whether  to  be  treat- 
ed and  to  decide  by  whom  the  individual  is  to  be 
treated  are  constitutionally  protected  rights  which 
cannot  be  arbitrarily  or  unreasonably  interfered 
with.6  Similarly,  the  interest  of  the  individual  in 
maintaining  integrity  of  his  person  is  recognized  in 
those  cases  which  hold  physicians  and/or  hospitals 
liable  for  negligent  or  improper  medical  treatment 
or  for  invasion  of  the  person  without  prior  consent. 

Legal  implications  of  physician  as  applicant 

The  physician  who  applies  for  hospital  privi- 
leges is  interested  in  developing  and  utilizing  in  a 
constructive  manner  the  talents  which  he  possess- 
es. Legally  we  are  dealing  with  the  right  of  an  in- 
dividual to  pursue  a profession  and  with  the  right 
of  a professional  person  to  practice  that  profession 
without  unwarranted  interference.7  A refusal  to 
grant  hospital  access  which  might  be  considered 
arbitrary  or  unreasonable  would  interfere  with  an 
individual’s  right  to  pursue  a lawful  profession  or 
occupation.  It  is  likely  that  judicial  review  might 
reverse  the  decision  of  such  a governing  body  since 
the  U.S.  Supreme  Court  has  recently  recognized 
that  a physician  is  entitled  to  practice  medicine 
without  being  subjected  to  unreasonable  interfer- 
ence or  restrictions. 

Recently,  other  considerations  have  arisen.  Our 
society  has  generally  accepted  the  view  that  access 
to  quality  health  care  is  a right.  In  this  era  of 
rapid  advances  in  medical  and  health-care  science, 
a competent  practitioner  is  likely  to  dissipate  his 
skills  unless  he  makes  a concerted  effort  to  con- 
tinue his  education.  The  specialty  medical  so- 
cieties have  actively  endorsed  this  view,  and  some 
have  made  continuing  or  postgraduate  medical  ed- 
ucation one  requirement  for  membership. 

Hospitals  have  progressively  become  centers  for 
scientifically  sophisticated  health  care.  They 
have  the  facilities  to  provide  efficient  use  of  ex- 
pensive resources  with  otherwise  relatively  little 
demand.  In  their  perhaps  over-zealous  desire  to 
avoid  admitting  and  continuing  physicians  on  the 
medical  staff  whose  training  may  not  meet  what 
are  considered  minimum  standards,  they  have 
created  a large  group  of  physicians  who  have  no 
access  to  hospitals  with  teaching  facilities.  These 
physicians  are  unable  to  partake  in  the  formal  lec- 
tures and  teaching  programs  taking  place  in  most 
hospitals.  In  addition  they  are  denied  access  to 
their  learned  colleagues  who  by  informal  contact 
serve  as  a significant  educational  influence.  As  a 
result  this  group  of  physicians’  skills  tend  to  dete- 
riorate each  succeeding  year.  Since  it  is  generally 
recognized  that  hospitals  serve  as  such  a strong  ed- 
ucational influence  on  practicing  physicians,  medi- 
cal educators,  legislators,  and  society  in  general 
have  initiated  attempts  to  extend  the  influence  of 
the  medical  school  to  additional  hospitals. 

A logical  step  would  be  to  allow  free  access  to 


hospitals  by  all  competent  physicians.  As  a result, 
the  educational  opportunities  of  the  institutions 
will  be  available  to  all  practitioners  who  wish  to 
partake.  This  increases  the  potential  burden  on 
the  governing  body  to  screen  incompetent  physi- 
cians from  practicing  in  the  hospital.  If  such  a 
burden  is  discharged  well  it  allows  for  maximum 
benefit  to  physicians,  patients,  hospitals,  and  soci- 
ety. This  burden  is  not  to  be  considered  lightly 
since  it  requires  a thorough  review  of  credentials 
before  staff  membership  is  extended  and  a con- 
tinuing rigorous  review  of  medical  care  processes 
and/or  patient  outcomes  of  every  staff  member. 
Such  a time-consuming  ongoing  review  process  is 
part  of  the  Joint  Commission  on  Accreditation  of 
Hospitals’  requirements  for  accreditation  and 
probably  will  be  legally  recognized  by  Federal  Pro- 
fessional Standards  Review  Organizations  when 
fully  implemented. 

New  York  State  has  enacted  Public  Health  Law 
2801,  b,  which  reads  in  part: 

It  shall  be  an  improper  practice  for  the  governing 
body  of  a hospital  to  refuse  to  act  upon  an  application 
for  staff  membership  or  professional  privileges  or  to 
deny  or  withhold  from  a physician  staff  membership 
or  professional  privileges  in  a hospital,  or  to  exclude 
or  expel  a physician  from  staff  membership  in  a hos- 
pital or  curtail,  terminate,  or  diminish  in  any  way  a 
physician’s  professional  privileges  in  a hospital,  with- 
out stating  the  reasons  therefore,  or  if  the  reasons 
stated  are  unrelated  to  standards  of  patient  care,  pa- 
tient welfare,  the  objectives  of  the  institution,  or  the 
character  or  competency  of  the  applicant. 

It  is  likely  that  other  states  will  take  New  York’s 
lead  and  provide  a virtual  guarantee  of  access  to 
hospital  facilities  to  most  licensed  physicians.  It 
is  unlikely  that  such  a guarantee  will  be  extended 
to  staff  membership  on  hospitals  with  special  ob- 
jectives. Major  teaching  and  other  hospitals  with- 
out quasi-monopolistic  control  have  needs  that  re- 
quire limited  physician  and  patient  demand.  The 
right  of  a governing  body  of  such  an  institution  to 
refuse  staff  privileges  will  be  based  on  institutional 
objectives  and  will  likely  be  upheld  at  all  review 
levels. 

Recent  court  decisions  were  directed  toward 
such  a liberal  interpretation,  and  Public  Health 
Law  2801,  b,  offers  economy  in  time  and  expense 
in  allowing  a grievance  to  be  brought  before  the 
New  York  State  Public  Health  Council.  The  pub- 
lic health  council  is  a body  appointed  by  the  gover- 
nor and  is  composed  of  physicians,  medical  educa- 
tors, laymen,  and  other  interested  citizens,  with 
the  State  commissioner  of  health  as  ex-officio 
chairman.  This  law  does  not  deny  judicial  review, 
it  just  adds  a potentially  more  efficient  mechanism 
for  such  review.  It  should  eliminate  the  effect  of 
hospitals  outwaiting  a physician  who  desires  ac- 
cess by  denying  receipt  of  data  which  the  hospital 
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is  obliged  to  collect  before  acting.  It  does  not 
guarantee  bed  access  to  a physician;  but  a pur- 
poseful attempt  by  the  hospital  to  discourage  use 
of  its  facilities  might  warrant  a civil  judgment  for 
unreasonable  restraint  of  practice  without  due 
process  of  review. 

Undoubtedly  there  are  elements  in  the  medical 
professional  and  hospital  administration  which 
will  be  unhappy  as  these  more  liberal  interpreta- 
tions are  experienced  at  their  institutions.  Ameri- 
can society  is  pluralistic,  and  the  competing  de- 
mands of  society’s  elements  must  be  heard  and 
given  due  process  for  hearings.  While  such  liberal 
interpretations  may  create  some  disorder  at  some 
institutions,  it  will  be  to  the  advantage  of  the 
health  care-consuming  public  that  hospitals  pro- 
vide ongoing  professional  audits  that  have  the  goal 
of  eliminating  the  inadequate  practitioner.  If  a 
hospital  recognizes  that  it  does  not  have  the  facili- 
ties to  match  physician  demand,  it  may  use  such 
documented  demand  to  justify  approval  for  and 
funding  for  additional  facilities.  Under  any  cir- 
cumstances the  imcompetent  practitioner  and  the 
one  unwilling  to  support  valid  institutional  objec- 
tives will  be  eliminated  from  access  to  hospital  fa- 
cilities, after  proper  due  process,  a commendable 
social  achievement. 


Routine  breast  x-rays 

Women  should  avoid  having  routine  x-ray  examina- 
tions for  breast  cancer  if  they  are  under  35  and  are 
asymptomatic — that  is,  without  complaint,  without  his- 
tory, without  physical  findings,  and  without  a strong 
family  history  of  breast  cancer. 

This  is  the  recommendation  of  the  American  College 
of  Radiology,  and  it  was  recently  endorsed  by  Health, 
Education,  and  Welfare  Department’s  Bureau  of 
Radiological  Health  (BRH). 

Two  main  factors  influenced  the  recommendation: 
(1)  there  is  a low  incidence  of  breast  cancer  in  the 
under-thirty-five  age  group;  and  (2)  breast  x-rays  (mam- 
mographs)  are  less  effective  in  detecting  early  signs  of 
cancer  when  women  are  under  thirty-five.  Reason  is 


Conclusion 

The  role  of  the  hospital  as  a servant  of  society 
has  recently  become  increasingly  defined  by  law, 
court  decision,  and  social  needs.  The  rights  of  the 
patient  as  an  individual  and  as  a consumer  of 
health-care  resources  has  similarly  undergone  de- 
velopment and  reinforcement.  These  trends  have 
culminated  in  a progressive  easing  of  physician  ac- 
cess to  hospital  professional  staffs.  The  most  re- 
cent and  perhaps  significant  event  has  been  the 
enactment  of  New  York  State  Public  Health  Law 
2801,  b.  It  maintains  the  criteria  previously  es- 
tablished by  law  and  court  review  but  offers  econ- 
omy of  time  and  expense  in  reviewing  profes- 
sional-hospital grievances. 
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that  younger  women’s  breast  tissue — being  firmer  and 
more  fibrous — may  hide  early  signs  of  tumors. 

The  American  College  of  Radiology  did  not  take  a 
stand  on  routine  use  of  mammography  for  women  over 
thirty-five.  Instead,  it  said  that  further  research  is 
needed  to  determine  whether  mammography  is  effective 
in  asymptomatic  women  between  thirty-five  and  fifty. 

BRH  points  out  that  the  recommendation  for  the 
under-thirty-five  group  is  significant  because  breast 
cancer  screening  centers  are  being  set  up  for  young 
women  on  college  campuses.  Since  it  is  known  that  ex- 
tremely high  levels  of  radiation  can  cause  breast  cancer, 
there  is  concern  among  radiologists  over  the  slight  possi- 
bility that  even  the  low-level  exposure  of  mammographs 
might  cause  cancer  if  repeated  for  many  years. — Con- 
sumer Register,  June  15,  1975,  Vol.  5,  p.  3. 
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makes  sense 


Each  capsule  contains  50  mg. 
of  DyreniunC  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


For  long-term  control  of  hypertension* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


fc  Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  ( >5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide’,  check  serum  potassium  fre- 


quently—both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 
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patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkalireserve  withpossible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  Dyazide' 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 
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Just  once  or  twice  daily  lor  maintenance. 
Ifydrochlorotliiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 
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Today’s  Problems  in 
Penology 

BENJAMIN  J.  MALCOLM 

New  York  City 

Commissioner,  City  of  New  York  Department  of  Correction 

The  problems  of  penology  are  so  enormous  and 
so  far-reaching  that  to  approach  them  in  a global 
context  would  be  to  talk  a lot  without  really  saying 
much  at  all.  This  report  concerns  a particular 
problem,  a problem  that  transcends  the  walls  of 
any  prison  and  touches  all  of  us,  mainly  owing  to 
the  fact  that  once  the  problem  has  affected  an  in- 
dividual in  jail,  that  problem  is  beyond  solving, 
and  the  individual  is  beyond  help.  I am  referring 
to  the  inmate  who  commits  suicide. 

Final  act 

No  other  individual  act  in  the  prison  setting 
carries  such  awesome  impact  as  does  suicide,  and 
in  no  other  problem  in  the  criminal  justice  system 
are  we  so  helpless.  If  a civil,  moral,  or  legal  wrong 
is  done  an  inmate,  he  has  redress;  if  an  injury  is 
suffered  through  negligence  or  malfeasance  of  the 
administrative  body,  he  can  receive  compensation. 
Even  a riot  has  some  redeeming  value  in  that  it 
can  be  dealt  with  and  a learning  process  gained  to 
prevent  or  diminish  future  occurrence.  Of  course, 
this  is  not  so  with  suicide:  that  is  final.  It  is  the 
ultimate  act  whereby  no  reparation  can  be  made  to 
the  victim.  The  person  responsible  for  causing  his 
own  death  cannot  be  confronted,  dealt  with,  nor, 
in  most  cases,  even  understood.  The  reasons  can 
be  as  diverse,  complex,  and  individual  as  finger- 
prints, and,  unless  the  victim  left  a note  or  clues, 
or  displayed  recognizable  behavior,  there  is  no 
learning  process  either. 

Number  one  problem 

Suicide  ranks  as  the  tenth  largest  single  cause  of 
death  in  the  United  States.  According  to  the  lat- 
est estimates  from  the  office  of  the  medical  exam- 
iner in  New  York  City,  suicide  ranks  ninth  as  the 
largest  single  cause  of  death  in  New  York  City.  In 
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the  New  York  City  jail  system,  suicide  ranks  as 
number  one,  the  largest  single  cause  of  death  in 
the  New  York  City  jails  today.  The  latest  esti- 
mate by  the  office  of  the  medical  examiner  puts 
the  suicide  rate  at  approximately  11.6  per  100,000 
of  the  city’s  population  in  1973.  In  the  city  jails 
for  the  same  period,  the  suicide  rate  was  124.91  per 
100,000  of  the  jail’s  population,  ten  times  the  rate 
of  the  city  at  large.  If  this  rate  is  surprising,  I am 
sure  you  will  find,  as  we  look  at  this  problem,  that 
the  truly  surprising  thing  is  that  the  rate  is  not 
higher  still.  What  can  we  do  about  the  victim  of 
suicide?  The  very  finality  of  the  act  obviates  the 
aid  we  can  give  to  victims  of  other  tragedies.  Per- 
haps the  only  constructive  thing  we  can  do  is  be 
optimistic  enough  to  study  and  work  out  a plan  of 
prevention,  and  be  pragmatic  enough  to  realize 
and  accept  the  tragic  truth  that  much  of  the  infor- 
mation and  plan  will  be  built  on  what  we  must 
learn  from  the  victims. 

There  will  always  be  suicide,  and  I do  not  intend 
to  espouse  a “pie-in-the-sky”  philosophy  that  we 
intend  to  entirely  and  forever  eliminate  this  terri- 
ble phenomenon.  For  while  it  is  our  desire  to  do 
so,  our  major  emphasis  must  be  on  identifying 
these  individuals  and  intervening  so  that  while  not 
eliminating,  we  can  at  least  greatly  diminish  the 
occurrence  of  the  act. 

We  must  preface  any  investigation  with  what  it 
is  we  intend  to  do,  and  what  it  is  we  indend  to  do  it 
with.  The  philosophy  and  goal  are  all  too  clear — 
the  reduction  of  suicide.  Our  attention  must  be 
directed  toward  what  we  have  to  work  with. 

New  York  City  is  unique  in  that  its  jail  popula- 
tion is  73  per  cent  detention,  that  is,  people  de- 
tained while  awaiting  trial,  and  by  and  large  legal- 
ly still  innocent.  The  New  York  City  jail  system 
handles,  through  all  its  facilities,  over  100,000  peo- 
ple per  year,  and  its  jails  alone  have  "had  the  re- 
sponsibility for  approximately  75,000  people  annu- 
ally who  have  been  committed  to  its  custody  and 
care  for  stays  ranging  from  a few  hours  to  an  indef- 
inite period  of  time.  It  is  the  largest  detention 
system  in  the  United  States,  and  on  any  given  day 
accounts  for  11  per  cent  of  the  nation’s  total  de- 
tainee population.  The  system  has  the  responsi- 
bility of  caring  for  those  who,  for  a myriad  of  rea- 
sons, the  criminal  justice  system  feels  it  would  not 
be  safe  or  prudent  to  leave  in  the  free  society. 
Among  this  population  are  to  be  found  the  person 
who  is  charged  with  murder,  homicide,  assault, 
rape;  the  robber  and  burglar;  the  perpetrator  of 
victimless  crimes;  and,  all  too  often,  the  mentally 
unstable.  Experience  has  shown  that  from  15  to 
20  per  cent  of  the  prison  population  is  found  to 
have  diagnosable  emotional  or  mental  disorders 
including  neuroses,  personality  and  behavioral  dis- 
orders, and  various  types  of  prepsychotic  and  psy- 
chotic conditions.  It  is  estimated  that  the  per- 
centage of  those  cases  not  diagnosed,  or  latent, 
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may  run  even  higher;  often,  what  we  see  in  jails  in 
the  way  of  acting  out  through  suicidal  attempts, 
psychopathic  gestures,  and  so  forth,  is  latent  men- 
tal disturbance,  brought  to  the  surface  through 
several  precipitate  factors,  the  main  one  being  the 
impact  and  trauma  of  the  prison  setting,  which  ex- 
acerbates rather  than  helps.  And  each  time  I hear 
of  a successful  suicide  or  an  attempted  one,  it 
strengthens  my  conviction  that  the  jail  is  not  the 
place  for  this  type  of  individual. 

Prison  community 

I have  always  taken  the  view  that  the  function 
of  a correctional  system  regarding  the  mentally 
disturbed  is  more  custodial  than  treatment  orient- 
ed simply  because  of  the  nature  of  the  institution. 
The  primary  function  of  a jail  is  care  and  custody; 
the  primary  objective  is  the  protection  of  the  pub- 
lic. As  such,  the  jail  by  its  very  purpose  offers  the 
necessary  basic  comforts  and  needs,  and  provides 
those  services  requisite  to  the  administration  of 
justice.  This,  however,  begs  the  question  that  in 
the  provision  of  these  services  are  we  really  provid- 
ing custody  in  that  we  are  actually  caring  for  the 
inmates  in  all  areas  that  custody  entails,  including 
physical  and  mental  care?  Are  we  really  pro- 
tecting the  public  only  by  detaining  and  not  seek- 
ing to  change  or  cure?  It  is  in  keeping  with  this 
logic  that  programs  have  been  initiated  to  put  the 
time  spent  in  jail  to  good  use,  such  as  improving 
one’s  self  through  education,  counseling,  religion, 
recreation,  and  artistic  expression,  as  well  as  pro- 
viding psychosocial  and  medical  help  for  those 
who  require  it.  What  is  being  said  is  that  the  jail, 
of  necessity,  must  be  more  than  a jail;  it  must  be  a 
bastion,  a hospital,  a theater,  a church,  a social 
agency,  a school,  and  a community.  The  jail,  un- 
like a hospital,  cannot  afford  the  luxury  of  being 
selective,  but  must  accept  everyone  who  is  com- 
mitted to  its  charge  on  order  of  the  court.  Unlike 
any  individual  church,  it  must  see  that  all  its 
charges  exercise,  or  at  least  have  the  option  to  ex- 
ercise, their  constitutional  right  of  choice  of  wor- 
ship and  freedom  of  religion,  and  see  to  it  that  all 
recognized  faiths  are  represented.  Unlike  a social 
agency,  the  jail  cannot  specialize  in  certain  prob- 
lems, but  must  meet  and  cope  with  all  that  are 
manifest,  and  as  a community  it  must  maintain 
semblance  and  order  among  those  the  larger  and 
free  community  has  rejected  because  these  indi- 
viduals pose  a threat  to  the  order  of  the  free  com- 
munity. Among  all  this,  and  in  spite  of  all  this, 
the  jail  is  also  expected  to  identify,  intervene,  and 
help  the  mentally  disturbed  inmate.  The  jail  is 
called  on  to  accomplish  with  limited  resources  that 
which  many  psychiatric  hospitals  with  all  their  ex- 
pert help  often  cannot  achieve — the  prevention  of 
suicide. 

Now,  it  would  be  easy  for  us  to  say  that  the  jail 
cannot  do  these  things,  to  throw  our  hands  up  in 


defeat  and  despair,  and  to  turn  away  from  the 
problem;  those  critical  of  our  behavior  who  might 
deem  it  inappropriate  would  still  realize  our  ac- 
tions are  a plausible  alternative.  Our  critics,  how- 
ever, are  not  the  ones  who  would  suffer  from  such 
an  action;  those  who  stand  to  suffer  most  are  those 
who  have  the  least  voice  in  the  matter — those  in- 
mates who  contemplate,  attempt,  and  commit  sui- 
cide. 

Although  not  a finite  legal  proscription,  there  is 
a commitment  to  transcend  the  ordinary  function 
of  the  jail  setting,  and  to  do  whatever  can  be  done 
to  diminish  the  problem. 

Methods 

I am  pleased  to  state  that  we  now  are  doing 
something  about  it.  With  the  help  of  especially 
trained  personnel  from  the  Health  Services  Agen- 
cy, many  of  the  mentally  disturbed  persons  enter- 
ing our  institutions  can  be  identified.  Often,  the 
mentally  ill  are  recognized  by  correction  officers 
who,  through  their  personal  and  professional  in- 
terest, practical  experience,  or  specialized  training, 
also  contribute  significantly  to  the  identification 
of  this  segment  of  our  population.  In  addition,  we 
have  especially  trained,  paid  inmates  who  work  as 
suicide  prevention  aides,  and  who  patrol  mental 
observation  areas,  on  the  alert  for  suicide  at- 
tempts. In  1972,  when  this  program  was  initiated, 
the  suicide  aides  were  responsible  for  a substantial 
number  of  the  36  men  rescued  who  were  actually 
in  the  process  of  hanging.  In  1973,  they  were  re- 
sponsible for  a substantial  number  of  the  71  in- 
mates rescued,  85  per  cent  of  whom  were  actually 
hanging. 

As  previously  mentioned,  we  have  been  success- 
ful, but  not  successful  enough  to  rest  on  our  laurels 
and  be  satisfied  with  the  status  quo.  Our  methods 
have  been  empirical;  we  observe  and  identify. 
Now,  we  must  go  beyond  this  and  attempt, 
through  research  and  other  behavioral-scientific 
methods,  to  identify  these  individuals.  It  is  to 
this  end  that  an  exhaustive  study  of  all  suicide 
cases  during  the  last  ten  years  was  undertaken  to 
ascertain  who  it  was  who  committed  suicide,  and 
to  establish  a suicide  profile.* 

I would  like  to  acquaint  you  with  a few  of  the 
preliminary  findings,  some  of  which  contradict 
long-held  ideas  of  the  type  of  person  who  commits 
suicide  in  jail. 

I would  like  to  preface  these  remarks  by  saying 
that  this  is  the  first  large-scale  clinical  study  of  the 
problem  in  a jail  setting.  Other  such  studies  have 
been  either  sociologic  in  context,  or  merely  a re- 
porting of  the  facts. 

A review  of  the  literature  indicates  no  psycho- 
logically oriented  study  of  this  nature  in  a large 
urban  jail  system. 

* Unpublished  dissertation,  Arnett  Gaston,  City  University 
of  New  York,  1975. 
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Suicidal  genera 

It  is  believed  that  people  who  commit  suicide  in 
jail  are  prone  to  violence,  and  in  fact  commit  vio- 
lent crimes  for  the  most  part.  In  the  New  York 
City  jail  system,  the  opposite  is  true.  Of  the  77 
suicides  occurring  in  the  last  ten  years,  47  per  cent 
were  charged  with  crimes  against  property,  with 
no  harm  to  the  victim,  as  opposed  to  24  per  cent 
charged  with  violent  crimes,  with  harm  to  the  vic- 
tim, such  as  murder,  manslaughter,  homicide,  at- 
tempted murder,  assault,  rape,  and  sexual  abuse. 
In  relation  to  the  portion  of  the  population  they 
represent,  nonaddicts  commit  more  suicide  than 
do  addicts,  more  whites  commit  suicide  than  do 
any  other  ethnic  group,  followed  by  those  of  his- 
panic  surname,  and  blacks  last,  although,  in  recent 
months,  there  has  been  an  upsurge  in  suicide 
among  blacks,  both  in  and  out  of  jail.  Young 
adults  commit  suicide  more  frequently  than  do 
older  adults.  It  has  been  the  standard  belief  that 
the  crisis  period  for  committing  suicide  is  during 
the  first  week  of  incarceration,  usually  within  the 
first  three  days;  we  have  found  this  to  be  true  also 
in  the  New  York  City  jails.  However,  further  in- 
vestigation disclosed  that  there  is  an  equally  criti- 
cal period,  after  sixty  days  or  more  of  incarcera- 
tion. The  main  method  used  has  been  hanging, 
with  74  of  the  77  suicides  occurring  in  this  manner. 
In  the  free  society,  females  commit  30  per  cent  of 
all  suicides.  In  the  New  York  City  jails,  an  amaz- 
ing phenomenon  has  occurred — no  female  has 
committed  suicide  in  jail  in  sixteen  years,  not  since 
1957,  when  1 female  hung  herself  in  the  old  House 
of  Detention  for  Women  in  Greenwich  Village. 
There  are  several  reasons  for  this,  of  a highly  tech- 
nical nature  and  still  being  researched,  so  I cannot, 
as  yet,  report  on  this.  I can,  however,  report  to 
you  the  type  of  person  who  is  most  likely  to  com- 
mit suicide  in  a jail.  The  subject  of  highest  proba- 
bility would  be  a white  male  nonaddict,  between 
the  ages  of  twenty-one  and  twenty-five,  married, 
residing  in  the  borough  of  Manhattan  or  Brooklyn, 
and  in  the  lower  socioeconomic  sector.  He  would 
have  a high  school  education,  although  he  would 
not  necessarily  have  graduated.  He  would  be 
charged  with  a crime  against  property,  with  no 
harm  to  the  victim,  and,  if  bail  were  set,  it  would 
average  $2,027.  There  is  the  strong  possibility  of 
either  a psychiatric  problem  or  of  a history  of  one. 
There  would  have  been  a prior  attempt  or  at- 
tempts, and  he  would  have  one  or  more  prior  con- 
victions. He  would  most  probably  kill  himself  in 
the  Manhattan  House  of  Detention  for  Men,  dur- 
ing the  summer,  probably  the  month  of  June,  on 


the  second  half  of  the  12:00  midnight  to  8:00  A.M. 
tour,  most  probably  between  the  hours  of  5:00  and 
6:00  A.M.  He  would  hang  himself  in  his  cell,  and 
he  would  do  so  after  having  been  incarcerated  for 
three  days  or  less,  or  after  sixty  days  or  more. 
The  ligature  he  would  use  would  most  probably  be 
either  an  article  of  personal  clothing  or  bedding. 

Comment 

Today,  we  know  more  about  the  suicidal  inmate 
than  we  have  ever  known,  and  we  stand  at  the 
threshold  of  acquiring  still  greater  knowledge,  as 
well  as  a process  of  identification  and  prevention. 
Through  all  our  knowledge,  and  our  experience 
,and  our  searching,  one  thing  is  cogently  clear: 
there  will  have  to  be  a system  whereby,  after  iden- 
tification, there  will  be  proper  treatment  in  a 
proper  setting  rather  than  what  is  being  offered 
today.  Identification  is  only  half  the  battle.  Un- 
less these  people  are  placed  in  a hospital  equipped 
with  the  personnel  and  program  to  facilitate  pre- 
vention and  hopefully  a cure,  we  are  merely  put- 
ting a Band-Aid  on  a cancer.  This  is  where  they 
properly  belong,  and  this  is  where  they  can  proper- 
ly be  cared  for.  If  a suicide  should  occur  where  a 
person  can  receive  good  psychiatric  care,  such  a 
rare  occasion,  although  regrettable,  is  understand- 
able. But  should  a suicide  occur  when  and  where 
a person  cannot  or  did  not  receive  such  care  when 
he  should,  it  is  not  only  regrettable,  it  is  unforgiva- 
ble. 

Legislation  pending 

In  a recent  testimony  before  the  State  Commit- 
tee on  Mental  Health  and  the  Handicapped,  I rec- 
ommended the  transfer  of  mentally  disturbed  and 
suicidal  inmates  to  local  State  hospitals  for  treat- 
ment. Fortunately,  the  chairman  of  that  commit- 
tee, Sen.  James  H.  Donovan,  has  introduced  legis- 
lation, Senate  Bill  number  8033  and  Assembly  Bill 
number  9483,  which  would  amend  the  Correction 
Law  to  provide  for  the  removal  of  an  inmate  in 
need  of  psychiatric  treatment  to  a hospital  for 
treatment.  This  proposed  legislation  further  pro- 
vides that  the  prisoner  be  kept  in  the  hospital  pris- 
on ward  until  he  has  recovered  sufficiently  from 
his  physical  or  mental  illness  and  can  be  safely  re- 
turned to  the  jail. 

I call  on  the  Medical  Society  of  the  State  of  New 
York  and  on  other  concerned  parties  who  are  gen- 
uinely interested  in  the  humane  care  of  prisoners 
to  support  this  legislation. 

100  Centre  Street 
New  York,  New  York  10013 
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History  of  Medicine 


A Pupil  of  John  Hunter 


Judith  M.  Taylor,  M.D. 

Scarsdale,  New  York 

Assistant  Clinical  Professor  of  Neurology,  Albert  Einstein  College 
of  Medicine,  The  Bronx,  New  York 

In  1771,  Sir  Joseph  Banks  returned  from  an 
epoch-making  voyage  to  the  South  Seas  with  Capt. 
James  Cook.  They  brought  back  many  specimens 
of  plants  and  animals  never  previously  seen.  The 
influence  of  Carl  Linnaeus  earlier  in  the  century 
had  inspired  collectors  to  go  to  exotic  places,  hop- 
ing to  fit  all  their  specimens  into  the  great  scheme 
he  had  wrought.  Regardless  of  the  rationale,  the 
results  of  these  expeditions  were  of  enormous 
value.  Important  economic  events  followed  them, 
as  well  as  scholarly  and  academic  benefit. 

Banks  approached  John  Hunter  to  help  arrange 
and  classify  their  specimens.  Hunter  had  a me- 
nagerie in  Brompton  and  was  famous  for  his 
knowledge  and  interest  in  all  living  things.  Hun- 
ter recommended  one  of  his  pupils,  a young  man, 
who  performed  the  task  with  meticulous  care  and 
skill.  Banks  was  so  pleased  that  he  asked  the 
youth  to  accompany  them  on  another  trip  the  fol- 
lowing year;  he  declined,  however,  preferring  to 
stay  in  England  and  go  back  to  his  native  Glouces- 
tershire to  practice  medicine.  It  is  fortunate  for 
later  progress  in  medicine  that  he  made  this  deci- 
sion. 

While  studying  medicine  in  1772  and  1773,  he 
lived  in  Hunter’s  house.  He  joined  in  all  the  ex- 
periments on  animal  heat  and  vital  functions. 
There  was  great  mutual  sympathy  between  the 
two,  even  though  Hunter  was  twice  his  pupil’s  age. 
Both  possessed  an  insatiable  curiosity  about  the 
mechanisms  underlying  living  matter.  They 
shared,  too,  tenacity  of  purpose  and  a willingness 
to  repeat  an  experiment  many  times  until  they 
were  sure  about  the  findings.  Hunter  had  only 
simple  instruments  and  tools,  but  he  managed  to 
transform  surgery  into  a valid  scientific  discipline 
by  his  researches. 

Background 

His  pupil  came  from  a fine  old  Gloucestershire 
family  which  had  been  settled  in  the  vale  of  Berke- 


ley for  several  generations.  They  formed  part  of 
that  stable  country  society  which  produced  clergy- 
men and  physicians,  contributing  richly  to  their 
environment.  He  himself  was  an  orphan,  but  his 
elder  brother  brought  him  up  carefully.  Even  as  a 
child  he  showed  a great  feeling  for  country  pur- 
suits and  natural  history.  He  collected  dormouse 
nests,  and  arranged  them  so  well  that  they  were 
shown  at  the  annual  fair  for  many  years.  The  soil 
in  that  region  was  rich  in  fossils,  and  he  collected 
them  too.  These  formative  years  influenced  him 
so  profoundly  that  he  never  felt  happy  living  any- 
where else.  After  his  studies  were  over,  he  re- 
turned to  London  to  live  only  for  six  months,  but 
hated  it  and  returned  to  Gloucestershire.  He  died 
in  the  house  of  his  fathers,  without  regrets. 

William  Cobbett  in  his  Rural  Rides  mentioned 
the  vale  of  Berkeley  as  a place  of  exceptional  peace 
and  beauty,  an  oasis  in  the  increasingly  desecrated 
and  industrialized  English  countryside. 

The  early  aptitude  for  natural  history  deter- 
mined that  the  young  man  should  become  a physi- 
cian. His  brother  sent  him  to  a Mr.  Ludlow  in 
Sodbury,  near  Bristol,  a surgeon  who  taught  him 
the  rudiments  of  the  craft.  Here  again  he  forged  a 
warm  friendship  with  the  family,  continuing  to 
correspond  with  Ludlow’s  son.  It  seems  that  he 
had  a sweetness  which  engaged  people’s  affections, 
and  they  enjoyed  being  in  his  company.  Many 
people  who  knew  him  while  he  was  in  practice  in 
Berkeley  told  of  riding  with  him  on  his  rounds  for 
20  or  30  miles,  simply  to  listen  to  his  conversation. 
They  would  walk  home  with  him  late  at  night  from 
parties  for  the  same  reason,  drawn  by  his  brilliance 
and  wit. 

Work  with  Hunter 

Even  while  he  worked  very  hard  as  a country 
practitioner,  he  maintained  his  interest  and  curi- 
osity in  Hunter’s  work.  A continual  stream  of  let- 
ters came  from  London,  asking  for  specimens, 
suggesting  experiments,  describing  phenomena, 
and  occasionally  offering  advice  on  the  manage- 
ment of  patients.  These  letters  were  often  undat- 
ed, but  they  were  carefully  filed  and  often  copied 
by  the  recipient.  We  are  able  to  read  them  today, 
and  they  have  an  immediacy  and  terse  quality 
which  completely  reflect  Hunter’s  personality. 
Unfortunately,  Hunter  did  not  keep  the  replies 
even  though  it  is  clear  that  he  had  great  respect  for 
his  correspondent.  Hedgehogs,  salmon,  toads, 
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and  even  miraculously  a whale  were  sent  up  to 
London.  Where  and  how  the  latter  materialized 
remains  a mystery.  It  was  in  the  midst  of  this  cor- 
respondence (Hunter — : “I  am  hedgehogless 

. . .”)that  the  pupil  received  a very  famous  piece  of 
advice. 

(1775)  ...  I thank  you  for  your  experiment  on  the 
hedgehog;  but  why  do  you  ask  me  a question  by  way 
of  solving  it?  I think  your  solution  is  just;  but  why 
think, — why  not  try  the  experiment?  . . .” 

In  spite  of  the  crispness  and  directness  of  Hun- 
ter's letters,  he  could  be  tender  and  sympathetic. 
An  unhappy  love  affair  led  his  pupil  into  quite  a 
state  of  depression,  and  Hunter  wrote  him  the  fol- 
lowing letter. 

(September,  1778)  ...  I own  I was  at  a loss  to  ac- 
count for  your  silence,  and  I was  sorry  at  the  cause.  I 
can  easily  conceive  how  you  must  feel,  for  you  have 
two  passions  to  cope  with,  viz.  that  of  being  disap- 
pointed in  love,  and  that  of  being  defeated;  but  both 
will  wear  out,  perhaps  the  first  soonest.  I shall  em- 
ploy you  with  hedge-hogs,  for  I do  not  know  how  far  I 
may  trust  mine.  I want  you  to  get  a hedge-hog  in  the 
beginning  of  winter,  and  weigh  him;  put  him  in  your 
garden,  and  let  him  have  some  leaves,  hay  or  straw  to 
cover  himself  with,  which  he  will  do;  then  weigh  him 
in  the  spring,  and  see  what  he  has  lost. 

The  letter  continues  with  more  precise  instruc- 
tions for  carrying  out  experiments  on  hibernation. 
Hunter  knew  now  to  distract  his  pupil  very  effec- 
tively. 

Among  all  these  myriad  instructions,  directions, 
and  requests,  Hunter  set  him  to  work  studying  the 
habits  of  the  cuckoo.  The  ancients  had  known 
that  the  cuckoo  laid  her  eggs  in  other  birds’  nests, 
and  that  the  rightful  nestlings  of  the  host  birds 
were  ejected  in  order  that  the  young  cuckoo  might 
be  reared.  Most  naturalists  believed  that  the 
adopted  parents  heaved  their  own  young  out  of  the 
nests.  Hunter  wanted  to  find  out  what  actually 
happened,  realizing  that  all  these  explanations 
were  specious. 

Working  on  this  problem  involved  the  young 
man  in  many  long  walks  in  the  country  around 
Berkeley  and  also  around  his  aunt’s  extensive 
property.  His  nephew  helped  him  do  this  work, 
and  possibly  was  a little  less  than  enthusiastic 
about  the  project,  not  being  so  attached  to  Hunter. 
What  they  found  was  startling,  but  in  spite  of  cur- 
rent disbelief,  the  findings  have  been  repeatedly 
verified  in  the  modern  era  by  naturalists  using  de- 
layed sequence  photography.  In  the  summer  of 
1786  they  often  saw  the  young  cuckoo  take  the 
hedge  sparrow  or  linnet  nestling  onto  its  back  and 
push  it  out  of  the  nest.  If  they  placed  two  cuc- 
koo’s eggs  in  one  nest,  the  larger  and  stronger  cuc- 
koo would  eject  the  other  one.  If  they  continually 
replaced  the  ejected  nestling  in  the  nest,  the  young 


cuckoo  would  repeatedly  lift  it  up  and  push  it  out 
again.  This  would  happen  when  the  cuckoo  was 
only  a few  days  old.  The  infant  cuckoo  has  an  un- 
usual anatomic  configuration,  with  a hollow  on  its 
back  to  allow  it  to  support  the  other  bird. 

In  addition  to  this  remarkable  observation,  he 
caught  and  examined  many  cuckoos  from  early 
April  when  they  came  into  the  area  until  July 
when  they  migrated  south.  He  dissected  the  fe- 
males after  noting  that  they  mated  with  many 
males.  In  spring  the  ovaries  were  replete  with  pri- 
mordial eggs,  by  July  they  were  depleted.  This 
brief  breeding  season  was  probably  the  explana- 
tion for  their  not  taking  time  to  build  their  own 
nests.  There  were  too  many  eggs  to  be  laid. 
These  eggs  resembled  the  eggs  of  the  host  bird 
quite  closely,  although  slightly  larger  and  heavier. 
Moreover,  it  seemed  that  some  cuckoos  habitually 
used  hedge  sparrows’  nests,  and  others  a different 
bird,  because  the  cuckoos’  eggs  varied  according  to 
the  hosts’.  This  observation  alone  was  a signifi- 
cant contribution  to  science,  long  before  Darwin 
and  the  adaptation  of  species. 

A later  biographer  has  proposed  an  interesting 
mechanism  by  which  the  cuckoo  found  out  where 
there  would  be  suitable  foster  homes  for  her 
young.  Drewitt  suggests  that  the  mature  cuckoo 
has  a silhouette  not  unlike  a hawk.  When  she 
glides  over  the  fields  and  hedgerows  at  dawn,  the 
other  birds  become  alarmed  and  start  to  move 
about  in  their  agitation.  She  very  soon  spots  their 
little  nests,  and  may  remember  their  location.  I 
am  not  aware  whether  this  has  been  verified,  but 
one  could  offer  the  same  advice  that  Hunter  gave, 
“why  think,  try.” 

Written  reports 

Hunter’s  pupil  recorded  the  bulk  of  his  observa- 
tions but  hesitated  to  include  the  information 
about  the  infant  cuckoo’s  behavior.  He  wrote  a 
paper  and  submitted  it  in  1787  to  Sir  Joseph 
Banks  who  was  now  president  of  the  Royal  Soci- 
ety, but  it  was  never  published.  This  event  has 
been  misconstrued  by  certain  scientists,  but  Le 
Fanu  corrects  the  notion  that  Banks  rejected  the 
paper  as  fanciful.  It  is  Le  Fanu  who  has  found  the 
original  paper  and  its  ensuing  correspondence. 
He  pointed  out  that  the  paper  said  nothing  about 
the  cuckoo  ejecting  its  foster  sibs,  and  that  the  au- 
thor decided  to  withdraw  it  and  resubmit  it  the 
following  year,  complete  with  all  his  observations. 

That  is  what  happened,  and  in  1788  it  did  in- 
deed give  rise  to  a considerable  controversy.  Sides 
were  taken,  and  later  when  he  published  the  work 
for  which  he  is  better  known,  those  who  had  ridi- 
culed the  early  cuckoo  paper  used  that  episode  to 
say  that  he  had  to  be  wrong  in  the  new  observa- 
tions. He  was  a keenly  sensitive  man,  but  be- 
haved with  perfect  propriety  and  never  entered 
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nasty  polemical  arguments.  All  his  work  has  been 
thoroughly  vindicated. 

The  Royal  Society  purchased  his  dissections  of 
cuckoos,  and  they  were  displayed  in  the  Hunterian 
Museum  until  the  Luftwaffe  destroyed  the  Royal 
College  of  Surgeons  and  the  Museum  during 
World  War  II. 

After  his  death,  some  of  his  notebooks  were 
found  and  published  posthumously.  It  turned  out 
that  he  had  formed  a clear  notion  about  the  migra- 
tion of  birds,  once  again  using  suggestions  made  by 
Hunter  to  verify  his  observations.  The  disappear- 
ance of  most  English  birds  in  the  winter  puzzled 
many  very  good  scientists.  Some  thought  that  the 
birds  went  down  to  the  bottom  of  ponds  and 
stayed  there.  He  showed  that  even  a diving  bird 
like  a cormorant  would  soon  drown  if  it  could  not 
come  up  for  air.  Others  thought  that  birds  hiber- 
nated. 

Odd  pieces  of  information  kept  appearing  which 
suggested  that  birds  went  away  and  came  back. 
Seamen  told  of  seeing  land  birds  200  or  300  miles 
out  to  sea,  looking  perfectly  comfortable  and  not 
distressed.  Birds  were  found  dead  with  certain 
foods  in  their  stomachs  which  could  only  have 
been  eaten  in  a different  country.  Gilbert  White 
of  Selborne  thought  that  it  was  possible  that  birds 
migrated. 

Hunter’s  pupil  followed  his  master’s  instruc- 
tions and  clipped  a couple  of  claws  off  the  feet  of 
two  swifts  who  nested  near  his  house.  He  was  able 
to  report  that  the  same  swifts  reappeared  year 
after  year,  proving  at  least  that  the  birds  survived 
and  came  back  to  the  same  nests. 

Medical  findings 

He  not  only  studied  these  biologic  phenomena 
closely,  he  also  thought  deeply  about  human  medi- 
cine and  pathology.  In  his  pleasant  gregarious 
fashion,  he  helped  to  found  two  country  medical 
societies,  one  of  which  was  the  Gloucestershire 
Medical  Society,  meeting  at  the  Fleece  Inn.  The 
minutes  of  this  society  were  preserved,  and  one 
can  see  that  he  presented  papers  on  heart  disease, 
materia  medica,  and  so  on. 

One  of  these  referred  to  coronary  artery  disease. 
In  1768,  Heberden  described  angina  pectoris,  pub- 
lishing the  work  in  1772.  Hunter  autopsied  a pa- 


tient dying  from  this  disorder,  and  was  helped  by 
his  pupil. 

In  1777,  Hunter  had  his  first  attack  of  what  has 
been  called  angina  although  in  his  letter  to  his 
friend,  he  reported  that  he  had  been  “seized  with 
such  a swimming  in  the  head  that  I could  not  leave 
my  bed  for  ten  days.”  This  sounds  more  like  lab- 
yrinthine disease  or  even  brain-stem  insufficiency, 
but  there  is  not  much  doubt  that  he  later  had  at- 
tacks of  actual  angina. 

In  1778,  his  pupil  dissected  the  heart  of  another 
patient  with  angina,  and  noted  that  the  coronary 
arteries  were  thickened  and  ossified.  He  wrote  a 
letter  to  Heberden  about  Hunter,  but  he  never 
sent  it.  Hunter  died  in  1793,  and  his  pupil  mourn- 
fully knew  why,  before  Sir  Everard  Home,  Hun- 
ter’s brother-in-law,  wrote  and  told  him  about  the 
findings.  Five  years  later,  Parry  wrote  a mono- 
graph called  An  inquiry  into  the  symptoms  and 
causes  of  syncope  anginosa,  commonly  called  an- 
gina pectoris.  In  it  he  recognized  that  if  the  coro- 
nary arteries  were  thickened  and  occluded,  blood 
could  not  nourish  the  heart. 

The  late  Sir  Thomas  Lewis,  dean  of  English  car- 
diologists, gave  them  equal  credit  for  their  obser- 
vations, the  one  for  anatomy,  the  other  for  recog- 
nizing the  important  functional  correlations. 

Conclusion 

I have  had  two  main  purposes  in  writing  this  ar- 
ticle. The  first  one  is  the  delight  in  teasing  a lit- 
tle, to  challenge  the  reader  to  identify  the  very  fa- 
mous physician  described.  The  second  is  more  se- 
rious and  important.  There  is  a notion  that  this 
man  was  a simple  country  physician  who  chanced 
to  make  an  observation  while  practicing  in  rural 
seclusion.  Everything  I have  said  here  indicates 
that  he  had  exceptional  powers,  that  they  were 
finely  honed  by  Hunter’s  training  and  influence, 
and  that  when  he  made  the  observation  he  was 
completely  prepared  for  developing  it  and  carrying 
the  conclusions  to  a certainty  which  he  never  relin- 
quished. He  devoted  the  rest  of  his  life  to  over- 
seeing its  application  and  influencing  as  many 
people  as  he  could  to  make  proper  use  of  it. 

If  you  want  to  find  out  who  he  was,  turn  to  page  1821 
for  an  answer. 
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(Concerning  problems  obstetrical,  about  difficulties  of  the 

heart,  all  true  to  Tudor  lives.  And  how  a virgin  was  derived). 

We  can  die  by  it,  if  not  live  by  love, 

And  if  unfit  for  tomb  and  hearse 

Our  legend  be,  it  will  be  fit  for  verse. — John  DONNE. 

Cast 

Hal:  a player  in  a touring  English  company. 

Meg:  another  member  of  the  group. 

Audience:  including  an  old  man,  an  old  woman,  a 

young  beggar  fellow. 

Setting 

Time:  Seventeenth  Century  England,  in  a late  af- 

ternoon. 

Scene:  An  open-air  theater  in  the  rural  countryside. 

The  structure  is  quadrilateral,  moderately 
elevated,  and  is  made  from  rough,  uneven 
boards.  It  has  been  hastily  assembled  this 
very  day  for  a company  of  strolling  players. 
No  performance  has,  as  yet,  been  scheduled. 
At  this  moment,  two  members  of  the  troupe, 
Hal,  a middle-aged  man,  and  Meg,  a young 
woman,  are  testing  the  construction. 

Hal:  has  minor  parts  in  the  company’s 

productions;  he  is  also  Interlocutor. 
Tall  and  erect,  he  is  clad  in  an  untidy 
leather  doublet.  His  hose  is  patched 
and  outlines  a fine  leg.  He  has  a thin 
fox’s  face.  His  gestures  are  quick. 
Meg:  plays  a variety  of  unimportant  roles 

for  the  group.  Hers  is  a porcelain 
doll’s  complexion  painted  on  a mo- 
bile, pretty  countenance.  On  her 


head  is  a lace  cap,  her  blouse  is  short 
sleeved,  her  petticoats  are  covered 
with  a bright  apron.  Black,  buckled 
shoes,  on  trim  feet,  appear  beneath 
her  dress. 

The  two  players  are  at  either  end  of  the 
stage.  They  are  gesticulating,  as- 
suming various  attitudes,  rehearsing 
their  roles  in  silence.  The  words  are 
at  their  lips  but  remain  on  the  edge  of 
being  uttered. 

Some  townsfolk  are  attracted  to  the  specta- 
cle. These  are  idlers,  an  un- 
kempt lot.  They  are  destitute  in  ap- 
pearance but  there  is  no  parsimony  in 
their  language. 

One  of  the  audience  (an  aging,  ragged  fellow,  pausing  in 
front  of  the  stage,  addressing  others  at  the  scene): 

Punch  and  Judy.  And  on  what  fine  strings  they  do 
perform  (his  hand  to  his  ear).  Dumb  creatures. 
Throat  cut  by  some  highwayman.  Gape  healed.  But 
tongue  and  possessions  fled.  (He  bows  and  scrapes 
and  mimics  Hal’s  performance.) 

A woman  in  the  audience  (ancient,  wizened,  be- 
draggled. Her  mouth  open,  there  are  a few  orange  teeth 
protruding  above  the  crests  of  mottled  gums.  She  cop- 
ies Meg’s  posing,  derisively): 

The  Queen’s  own.  Royal  thespians  (she  squats).  Re- 
lieving themselves  with  an  elegance.  Wind  purged. 
No  (she  emits  a rumbling  blast,  her  face  contorted, 
the  cheeks  bellowing  out). 

(Meg  and  Hal  continue  in  silence.) 

Second  male  in  audience  (young,  clothed  in  a beggar’s 
finery.  He  places  a digit  in  each  ear;  the  fingers  revolve 
to  clear  the  passages): 

Ha’penny  performance.  Another  coin  and  sound  re- 
stored to  sight.  (Within  easy  reach,  he  places  two 
small  coins  on  the  stage.  His  hand  remains  not  far 
from  the  treasure.) 

Tell  us  of  kings. 

Others  in  audience: 

No,  of  queens. 

Young  beggar: 

Recount  a tale  that  will  tell  a real  tale,  a true  tale. 
Make  it  kingly,  queenly,  and  knavish.  Tell  it  crisply 
with  the  tales  that  tell  the  tale.  (He  slyly  returns  the 
coins  to  his  possession.) 

Tell  it  tonight. 

Hal  (with  an  actor’s  vanity.  To  Meg): 

A command  performance.  It  will  please  them  if  we 
play  a duo.  And  practise  will  accomplish  our  pur- 
pose. No  king  am  I,  but  if  you  will,  play  queen.  I 
will  relate. 

Meg  (interested,  primping  herself): 

A second  command.  Aye  to  both. 

Hal:  Interlocutor: 

I will  be  nimble  but  not  so  quick, 
and  will  tell  of  a house  Tudor  built. 

Entry,  egress,  sheath,  and  sword, 
candlestick  and  padded  board. 

Wed  and  bed  and  life  begins. 

Bored  in  bed,  the  King  is  grim. 
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Dead  in  bed  are  numbered  queens. 

A bastard  ace  is  in  between. 

Virgo  intacta  is  the  end, 

of  queens, 

and  lust, 

and  kingly  men. 

Audience  (increasing  in  numbers,  impatient): 

Begin.  Begin. 

Interlocutor: 

Palace  of  horrors,  with  chambers  for  death: 
bonnie  White  Tower.  William  the  Conqueror’s. 

Prison  for  Henry,  numero  six, 

site  for  small  murders:  fifth  Edward  and  frere. 

(Interlocuter  retreats  to  the  rear  of  the  stage.  Meg 
advances,  appearing  as  a very  young  Elizabeth). 
Elizabeth: 

Elizabeth,  I am  named  for  her, 
my  father’s  mother.  Like  all  so 
endowed,  she  found  full  belly 
burden.  Her  swollen  limbs  were 

not  for  steps,  one  hundred  and 
fifty-two.  I count  these  in  White 
Tower.  And  the  spiral,  narrow  and 
ascending.  That  Elizabeth  rose  to 

childbed.  And  once  arriving,  died 
in  second  labor. 

Interlocutor  (introspectively): 

Elizabeth  of  York,  some  made  you  gifts: 
queenly  gifts,  White  Tower;  mean,  manly 
gifts:  long  black  steps,  a sphere  for 
belly,  and  death  at  the  summit. 

(Elizabeth  steps  back  into  the  shadows;  the  Interlocu- 
tor points  to  where  Elizabeth  was). 

Interlocutor  (closer  to  the  audience.  In  smug  confi- 
dence): 

Her  father  takes  a bride,  and  brother  deceased, 
a brother’s  bride.  As  if  in  all  Christendom  there 
were  no  others.  All  women  are  brides.  It  is  only 
that  young  kings  find  a novelty  in  being  a groom. 

But  all  young  men  are  grooms,  full  in  love  with 
love,  with  never  a concern  for  its  composition. 
Elizabeth  (illuminated  briefly  in  a declining  day): 
Composition?  Catherine’s  composition? 

It  pleased  my  father’s  eye.  Some  of 
the  sun  from  Aragon  in  parted  hair 
precise.  Light  olive  in  the  skin;  soft 

brown  look,  demure.  The  lashes  long. 

Not  prim,  but  saucy,  slight  tilt  to 
nose.  And  even  mouth  with  lower  lip — 
just  full.  And  even  prettier  for  youth 
and  love. 

It  is  a good  beginning,  better  for  being 
a beginning.  And  who  would  but  conclude, 
with  such  felicity,  all  omens  favorable, 
that  sons  would  come  from  this  conjunction. 
Interlocutor  (chiding  Elizabeth): 

Is  the  head  a womb,  other  than  for  the  brain? 

Is  all  physiology  in  the  face?  And  requiring 


sons — a mandate  for  this  marriage,  the  King  an 
anatomist  should  be.  Pert  face,  yes,  pretty  eye 

for  certain.  And  the  quality  of  your  womb  Mistress? 
On  third  thought,  better  repulse  in  face  and  no  in 
eye,  than  a love  began-blighted. 

Elizabeth  (first  looking  young,  then  her  serious  mien 
making  her  appear  slightly  older): 

No  scarlet  stain,  first  intimation,  with  Queen 
exalted,  King  expansive.  Prayer  rides  in  on  large 
precaution.  And  cushioned,  cautioned,  child  not 
turning,  King  flees  expulsion’s  burning.  And  so 

does  child,  his  skin  a leather  from  liquid  flames, 
the  womb’s  displeasure.  And  then  the  tears  of  maids 
and  Queen  extinguish  the  anguish  of  this  scene. 
Interlocutor  (with  some  concern): 

And  once  and  more  this  course  pursued,  each 
time  with  womb  rejecting.  Till  tired  of  failing 
fibres  sleep,  forgot  is  nurturing  nestling.  Full 
flower,  a Prince  of  Wales  is  born,  bright  prize 

from  dusky  maze.  And  cries  and  lives,  and  cries 
and  dies,  the  number  just  nine  days.  And  once 
again  a stillborn  son;  another  comes  too  soon, 
and  dies  in  short,  no  lullaby,  dolorosa  is  the 

tune.  This  womb  is  hostile  to  man-child:  constrict- 
ed 

clime  for  living,  a respite  brief,  endurance  vile, 
and  death  the  end  of  giving. 

Elizabeth  (puzzled): 

Some  seeds,  some  soil,  steady  sun,  and 
flowers  have  no  blooming?  What  favors 
Mary  over  men?  She  thrives  where  others 
wither.  Perhaps  a womb  is  partisan,  friend 
to  female,  foe  to  men. 

Interlocutor : 

And  in  Mary,  Catherine  has  a daughter;  Henry — 
no  son.  These  are  puzzle  parts  that  in  assembling 
fragment:  merger  is  disjunction.  And  animaculae 
inimical,  mother  and  father  have  Mary.  And 

having  no  son,  wife  has  no  husband.  And  having 
only  daughter,  husband  has  no  wife.  This  is  King’s 
Great  Matter.  And  Catherine’s  anxiety. 

Elizabeth  (affectionately): 

On  Field  of  Cloth  of  Gold  he  saw 
my  mother:  middle  stature,  hint  of  bosom, 
swathed  curve  of  buttock,  head,  hands, 
foot  on  hidden  leg. 

(Elizabeth  raises  her  petticoats  slightly.  Some  males 
in  the  audience  crane  their  necks.) 

Interlocutor  (first  elated,  then  less  so): 

And  vis  a vis  the  King  saw  more:  hair  so  black 
a raven’s  light,  and  darker  almond  eyes.  Saw  less: 
a color  spilling  in  till  skin  a gypsy  stains.  A 
neck  like  swan — in  length  alone.  And  firm  mouth 
established,  adds  gravity. 

Elizabeth: 

Denied  by  none,  perhaps  he — by  God, 
my  father  found  her  stubborn.  Of  stout 
will  is  Anne,  no  twixt,  no  tween.  Her 
only  role  is  that  of  Queen.  And  once 
the  name  Boleyn. 
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Interlocutor: 

With  breast  secured  and  portal  breached, 
thus  Anne  becomes  a mother.  Expectant 
father  is  with  pain,  his  Queen  has 
labored  still  in  vain.  Comes  repetition 

to  the  tale,  what  is  derived  is  mere 
female,  Elizabeth. 

(Audience  guffaws.) 

Elizabeth  (sadly): 

And  after  me,  a little  son,  just  fifteen 
weeks  and  he  is  done.  This  kiln  rejects 
this  mould  for  cast.  No  son  obtained,  a 
marriage  is  past. 

Interlocutor  (solemnly): 

Anne  of  adultery,  Anne  is  shriven. 

All  she  denies,  but  neck  is  given 
to  single  thrust  of  butcher’s  blade. 

Dies  more  for  man  and  less  for  sin, 

for  palace  displeased,  no  male  heir  within. 

Expires  for  omission,  for  royal  need, 
expires  with  grace,  to  her  prayers  no  heed. 

Dies  well,  dies  brief — life  less  than  spent. 

Interlocutor  (gaily): 

And  Simple  Simon,  now  a freeman,  meets  a 
Highman  there,  at  a place  called  Wiltshire, 
and  his  daughter  fair.  Says  Simple  Simon  to 
the  hymen — let  me  taste  your  wares.  Says  the 

young-one  to  the  King-one  show  me  first  you 
care. 

(deep  voice.) 

I’ll  make  you  Queen,  one  more  in  many.  Give 
me  now  my  sweet. 

(high  voice.) 

But  fate  is  mean,  first  give  a penny  and  I 
am  yours  complete. 

Elizabeth: 

No  features  fair,  yet  very  blonde,  and  fecund 
a property,  with  family  yielding  many  sons.  And 
Henry,  his  heart  to  Jane.  And  Simon  says  the 
Seymours  have  for  male — proclivity,  and  will 
extend  his  reign,  Amen,  for  all  eternity. 

Interlocutor: 

And  blood  lines  do  as  blood  lines  tend.  What’s 
done  is  as  expected.  Till  wilfull  child,  with 
labor  come,  denies  the  route  elected.  He  will 
not  pass  the  pelvic  floor  for  man  and  God  or 
either, 

resists  the  force  to  change  his  course,  that 
interrupts  his  leisure. 

Elizabeth: 

Then  hears  the  cry  of  skin  undone  and  slash  of 
uterus  parted.  And  day  light  comes  and  blood  and 
hands.  To  an  anxious  world  imparted. 

(Some  of  the  females  in  the  audience  stir  uncomforta- 
bly.) 

Interlocutor  (first  proudly,  then  mournfully): 

And  Edward’s  come  and  Edward’s  well,  the  King 
and  Jane  all  pleasure.  Till  wound  a suppuration 
is,  and  vital  signs  subsiding.  And  death  replaces 
what  was  life — in  the  veins  residing. 

Elizabeth: 

And  Jane  is  come  and  Jane  is  gone.  And  Edward’s 


derivation.  From  mother  three  is  first  Mary.  Then 
sadly  follows  merely  me.  From  father  one,  two 
daughters  come.  And  finally,  finally,  Edward  son. 
(Some  of  the  audience  count  on  their  fingers.) 
Interlocutor  (analytically): 

Take  Anne  of  Cleves  by  Holbein,  the  woman’s 
vaguely  fair.  Take  Anne  of  Cleves  at  Calais, 
there  is  no  beauty  there.  At  Rochester  Abbey 
the  sun  has  spoiled  the  pose.  Have  wind  and 

rain  ravaged  Anne?  The  king  turns  up  his  nose. 

And  dutifully  they  marry;  a bargain  is  his 
trust.  Still  the  marriage  falters,  it  engenders 
less  than  lust.  Dull  Flanders  mare  a stallion 

sees,  but  others  in  the  stable  have  sleeker 
coat,  inviting  rump.  With  these  he  is  more 
able.  Intact  she  comes,  intact  remains,  in 
truth  a virgin  Queen.  Whose  virtues  pale  when 

Catherine’s  tail — is  havoc  on  the  scene. 

(Some  of  the  audience  whistle  and  hoot.) 

Elizabeth  (with  dignity): 

Catherine  Howard: 

barely  plump  and  height  enough  for  round 
figure  on  fine  ankle.  Face:  bright  new  flower. 

Time:  twenty.  Season:  summer.  Milkweed  com- 
plexion. 

Full  lip:  hibiscus,  not  exotic  here  where  all  is 
sensual. 

An  auburn  cap  that’s  smouldering  hair.  And  eyes 
that  signal  heart’s  delight.  And  King’s. 

Interlocutor  (unabashedly): 

And  others.  Culpepper.  Mannix.  Dereham. 
Interlocutor  (clinically): 

And  then  in  glass  the  bridegroom’s  seen: 
gross  King.  His  time  fifty  minus  one.  It’s 
late.  Avoirdupois  adds  weight  to  years.  The 
body  is  a corpulence.  And  turgid  tissue 

makes  a masque,  and  jowls  blubber,  and  eyes 
pinpricks  in  white  dough.  And  down  below, 
no  bridge  of  skin,  a lacuna  lies  on  leg,  rotting, 
ulcerating.  And  more  stirring  scene:  a King 
cuckold. 

Elizabeth  (with  a reluctant  justice): 

And  sweet  and  swift  the  blade  does  fall  on 
Henry’s  beautous  Queen.  And  puts  an  end  to 
pulse  and  lust.  The  final  fornication:  the 
sword,  the  thrust;  the  wound,  the  sheath; 
and  climax  is  cessation. 

Interlocutor: 

And  widowed  twice,  no  child  to  tell  of  role 
of  proxy  wife.  Again  a Catherine,  this  one 
Parr,  as  part  of  Henry’s  life.  Of  mien  serene 
and  brain  as  bright  as  can  be  made  by  learning, 

she  better  serves  a court  and  kin  than  Henry’s 
faded  yearning. 

Elizabeth  (older,  wiser,  decisive): 

To  make  a virgin,  there  must  be  things  of 
great  variety.  A careful  study,  first  of  men, 
and  then  the  things  that  follow. 

Should  stroke  and  clasp  and  great  desire 
take  your  life,  make  you  expire?  It  did  my 
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father’s  mother  and  Lady  Jane. 

And  if  from  Spain  a Catherine  is,  in  English 
cold  declining.  Is  she  to  blame  for  frigid  womb, 
inhabitants  expiring? 

And  Anne  is  ex  and  only  ex,  for  males  there 
needs  a wye.  And  all  the  cells  at  random  meet, 
affirming  what  is  whim.  Male  donor  ex  and  female 
is.  Why  is  he  or  him? 

Anne  she  plays  at  little  games — but  Howard 
knows  some  others.  And  bodies  meet  and  neck  is 
gone.  Not  sisters  and  brothers. 

In  the  dark  can  there  be  less  than  what’s 
conformity?  And  shades  do  make  all  women 
same.  Lip,  bust,  concavity.  Cleves  is  Anne 
and  King  should  know. 

If  you  take  an  aging  King  and  his  wife 


continued  from  page  1817 

Answer 


Edward  Jenner,  M.D.,  1749  to  1823,  is  remem- 
bered for  his  observation  that  cowpox  protected 
dairy  workers  from  smallpox.  It  was  not  a unique 
observation,  but  it  was  precisely  for  the  qualities 
of  tenacity  and  rigorous  deduction  that  he  was 
able  to  carry  out  a reliable  experiment  and  prove 
its  truth.  There  were  many  eruptions  on  dairy 
maids’  arms  called  cowpox,  and  he  had  to  distin- 
guish true  cowpox  from  other  nonspecific  infec- 
tions. Once  he  had  done  that,  he  could  vaccinate 
James  Phipps,  and  then  challenge  him  with  an  in- 
oculation of  smallpox.  He  showed  that  Phipps 
was  protected  from  the  disease. 


others  do  desire.  Is  this  a curse  or  fuel 
for  what  love  can  inspire? 

May  any  woman  be  serene  even  in  role  of 
English  Queen  when  sex  for  King  becomes 
nonsense.  For  her  a state  Parr-excellence. 

These  things  I think  and  I resolve  an 
integer  to  be.  No  lust,  no  blood,  Amen, 
no  man.  Just  sweet  integrity. 

(The  audience  is  noisy  with  approval.  The  beggar’s 
coins,  those  first  proffered  then  retrieved,  are  once  again 
removed  from  the  recesses  of  his  garment,  and  are  flung 
from  him,  appreciatively,  to  the  stage.  Meg  accepts 
them  gratefully.  A garrulous  audience  disperses,  the 
players  too,  behind  the  curtain  of  the  night.) 

Washington  and  Paddock  Streets 
Watertown,  New  York  13601 

Dedicated  to  Elizabeth  W. 


Smallpox  disfigured  and  killed  thousands  of 
people,  and  so  his  work  was  eagerly  taken  up. 
Still  there  were  the  jealous  disbelievers,  and  it 
took  a long  time  for  everyone  to  be  convinced.  He 
devoted  the  latter  half  of  his  life  to  manifold  corre- 
spondence and  administrative  obligations  related 
to  vaccination.  Throughout  it  all,  the  initial  ridi- 
cule and  then  the  overwhelming  adulation,  he  kept 
a balanced  perspective.  When  there  were  failures 
with  vaccination,  he  was  able  to  think  out  the  cor- 
rect explanation.  He  lived  and  practiced  in  a 
lovely  country  village,  but  he  was  more  than  a sim- 
ple country  physician. 

He  would  have  been  overjoyed  to  see  a headline 
on  November  4,  1974,  “End  of  smallpox  a solemn 
triumph.”  The  director  of  the  smallpox  bureau  at 
the  Center  for  Disease  Control  at  Atlanta,  Georgia, 
Michael  Lane,  M.D.,  described  several  significant 
developments  responsible  for  this  triumph.  No- 
where in  the  article  did  Jenner’s  name  appear. 
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Obituaries 


Philip  Adalman,  M.D.,  of  Jackson  Heights,  died  on 
June  14  at  the  age  of  sixty-eight.  Dr.  Adalman  gradu- 
ated in  1931  from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  chief  of  ophthalmology  at  Physicians  Hospital.  Dr. 
Adalman  was  a Diplomate  of  the  American  Board  of 
Ophthalmology,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  New  York  Society  for 
Clinical  Ophthalmology,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Association. 

Edward  Joseph  Agasso,  M.D.,  of  New  York  City,  died 
on  February  23  at  the  age  of  thirty-nine.  Dr.  Agasso  re- 
ceived his  medical  degree  from  the  University  of  Buenos 
Aires  in  1960.  He  was  an  assistant  attending  pediatri- 
cian at  St.  Luke’s  Hospital  Center  and  Lincoln  Hospital. 
Dr.  Agasso  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Alper,  M.D.,  of  The  Bronx,  died  on  July  12  at 
the  age  of  fifty-four.  Dr.  Alper  graduated  in  1943  from 
New  York  University  Medical  School.  He  was  an  asso- 
ciate orthopedic  surgeon  at  the  Hospital  for  Joint  Dis- 
eases and  Montefiore  Hospital  and  Medical  Center.  Dr. 
Alper  was  a Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  New  York  Academy  of  Medi- 
cine, the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nathaniel  L.  Barone,  M.D.,  of  Jamestown,  died  on  De- 
cember 11,  1974.  Dr.  Barone  graduated  in  1917  from 
the  University  of  Buffalo  School  of  Medicine.  He  was 
an  honorary  member  of  the  medical  staff  at  Woman’s 
Christian  Association  Hospital  and  an  honorary  surgeon 
at  Jamestown  General  Hospital. 

Harold  Francis  Bishop,  M.D.,  of  New  York  City,  died 
on  July  16  at  the  age  of  sixty-seven.  Dr.  Bishop  gradu- 
ated in  1933  from  the  University  of  Wisconsin  Medical 
School.  He  was  a consulting  anesthesiologist  at  Phelps 
Memorial  Hospital  Association,  St.  Francis  (Pough- 
keepsie) and  Vassar  Brothers  Hospitals.  Dr.  Bishop 
was  a Diplomate  of  the  American  Board  of  Anesthesiol- 
ogy, a Fellow  of  the  American  College  of  Anesthesiolo- 
gists, and  a member  of  the  American  Society  of  Anes- 
thesiologists, Inc.,  the  New  York  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Margaret  Blumenfeld,  M.D.,  of  Brooklyn,  died  on 


June  8 at  the  age  of  seventy-eight.  Dr.  Blumenfeld  re- 
ceived her  medical  degree  from  the  University  of  Lenin- 
grad in  1921.  She  was  an  active  attending  anesthesiolo- 
gist at  Kings  County  Hospital  Center.  Dr.  Blumenfeld 
was  a Diplomate  of  the  American  Board  of  Anesthesiol- 
ogy, a Fellow  of  the  American  College  of  Anesthesiolo- 
gists, and  a member  of  the  American  Society  of  Anes- 
thesiologists, Inc.,  the  New  York  Academy  of  Medicine, 
the  New  York  State  Society  of  Anesthesiologists,  the 
Kings  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Harvey  Jerome  Breslin,  M.D.,  of  Great  Neck,  died  on 
July  2 at  the  age  of  forty-six.  Dr.  Breslin  graduated  in 
1954  from  Jefferson  Medical  College  of  Philadelphia. 
He  was  an  assistant  attending  ophthalmologist  at  Uni- 
versity Hospital,  an  assistant  ophthalmologic  surgeon  at 
Bellevue  Hospital,  an  ophthalmologic  surgeon  on  the 
medical  staff  at  Long  Island  Jewish-Hillside  Medical 
Center,  and  an  attending  ophthalmologist  at  North 
Shore  Hospital.  Dr.  Breslin  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the  Pan 
American  Association  of  Ophthalmology,  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
Nassau  Academy  of  Medicine,  the  Clinical  Society,  New 
York  Diabetes  Association,  the  New  York  Society  for 
Clinical  Ophthalmology,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Howard  Junior  Brown,  M.D.,  of  New  York  City,  died 
on  February  1 at  the  age  of  fifty.  Dr.  Brown  graduated 
in  1948  from  Western  Reserve  University  School  of 
Medicine.  He  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine  and  a member  of  the  American 
Public  Health  Association  and  the  New  York  Academy 
of  Medicine. 

L.  Agnes  Buck-Rook,  M.D.,  of  Tully,  formerly  of  Syra- 
cuse, died  on  October  31,  1974,  at  the  age  of  eighty- 
three.  Dr.  Buck-Rook  graduated  in  1918  from  the  Uni- 
versity of  Michigan  Medical  School.  Retired,  she  had 
been  an  attending  anesthesiologist  at  Crouse-Irving  Me- 
morial Hospital.  Dr.  Buck-Rook  was  a member  of  the 
American  Society  of  Anesthesiologists.  Inc.,  the  New 
York' State  Society  of  Anesthesiologists,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Anthony  C.  Cipollaro,  M.D.,  of  New  York  City,  died 
on  July  5 at  the  age  of  seventy-four.  Dr.  Cipollaro  grad- 
uated in  1927  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  He  was  a consulting  dermatolo- 
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gist  at  The  New  York  Hospital,  French  and  Polyclinic 
Medical  School  and  Health  Center,  and  General  Hospi- 
tal of  Saranac  Lake.  Dr.  Cipollaro  was  a Diplomate  of 
the  American  Board  of  Dermatology,  Inc.,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of 
the  American  Dermatological  Association,  the  American 
Academy  of  Dermatology,  the  New  York  Academy  of 
Medicine,  the  New  York  State  Society  of  Dermatology, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

George  Sheppard  M.  Cowan,  M.D.,  of  New  York  City, 
died  on  November  29,  1974,  at  the  age  of  sixty.  Dr. 
Cowan  graduated  in  1939  from  the  University  of  Arkan- 
sas School  of  Medicine.  He  was  an  assistant  surgeon  at 
Fordham  and  Misericordia  Hospitals,  an  attending  sur- 
geon at  Madison  Avenue  Hospital,  and  an  associate  sur- 
geon at  Wickersham  Hospital.  Dr.  Cowan  was  a Fellow 
of  the  American  College  of  Angiology  and  a Fellow  of 
the  International  College  of  Surgeons. 

Thomas  J.  Evers,  Jr.,  M.D.,  of  Manhasset,  died  on  Oc- 
tober 22,  1974.  Dr.  Evers  graduated  in  1921  from  Bay- 
lor University  College  of  Medicine.  He  was  an  emeritus 
member  of  the  medical  staff  at  Community  Hospital  at 
Glen  Cove. 

Isidore  Fischer,  M.D.,  of  The  Bronx,  died  on  June  9 at 
the  age  of  seventy-nine.  Dr.  Fischer  graduated  in  1925 
from  Tufts  University  School  of  Medicine.  He  was  an 
attending  physician  at  Hebrew  Hospital  for  Chronic 
Sick  and  an  associate  (off  service)  in  medicine  at  Bronx- 
Lebanon  Hospital  Center.  Dr.  Fischer  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York 
State  Society  of  Internal  Medicine,  the  New  York  Car- 
diological Society,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irving  Brice  Goldman,  M.D.,  of  West  Orange,  New 
Jersey,  formerly  of  New  York  City,  died  on  May  27  at 
the  age  of  seventy-six.  Dr.  Goldman  graduated  in  1923 
from  Tufts  University  School  of  Medicine.  Retired,  he 
was  a consulting  rhinoplastic  surgeon  at  The  Mount 
Sinai  Hospital,  consulting  otolaryngologist  at  Beekman- 
Downtown  Hospital  and  United  States  Public  Health 
Service  Hospital  (Staten  Island),  and  a consulting  oto- 
rhinoplastic  surgeon  at  City  Hospital  Center  at  Elm- 
hurst. Dr.  Goldman  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  American  Laryn- 
gological,  Rhinological  and  Otological  Society,  the 
American  Academy  of  Facial  Plastic  and  Reconstructive 
Surgery,  the  New  York  Academy  of  Medicine,  The  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Morris  Goldman,  M.D.,  of  Brooklyn,  died  on  June  12 
at  the  age  of  sixty-eight.  Dr.  Goldman  graduated  in 
1932  from  the  University  of  Vermont  College  of  Medi- 
cine. 

George  Goldstein,  M.D.,  of  Merrick,  died  on  July  5 at 
the  age  of  fifty-nine.  Dr.  Goldstein  graduated  in  1941 


from  the  University  of  Arkansas  School  of  Medicine. 
He  was  a family  practitioner  on  the  medical  staff  at 
South  Nassau  Communities  Hospital.  Dr.  Goldstein 
was  a member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Lome  King,  M.D.,  of  Jamestown,  died  on 
June  4 at  the  age  of  sixty-nine.  Dr.  King  graduated  in 
1930  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  radiologist  at  Jamestown  General 
Hospital  and  an  honorary  member  of  the  medical  staff 
at  Woman’s  Christian  Association  Hospital.  Dr.  King 
was  a Diplomate  of  the  American  Board  of  Radiology 
and  a member  of  the  Radiological  Association  of  North 
America,  Inc.,  the  Chautauqua  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Niels  S.  Klendshoj,  M.D.,  of  Buffalo,  died  on  April  27 
at  the  age  of  seventy-three.  Dr.  Klendshoj  graduated  in 
1937  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  chief  and  an  attending  physician  of  the  diag- 
nostic laboratory  at  Emergency  Hospital  of  the  Diocese 
of  Buffalo,  a consulting  biochemist  at  Buffalo  General 
Hospital,  and  also  a senior  attending  physician  in  medi- 
cine there.  Dr.  Klendshoj  was  a member  of  the  Society 
for  Experimental  Biology  and  Medicine,  the  American 
Board  of  Legal  Medicine,  the  Buffalo  Academy  of  Medi- 
cine, the  Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Joseph  Levenson,  M.D.,  of  New  York  City,  died  on 
July  4 at  the  age  of  eighty.  Dr.  Levenson  graduated  in 
1920  from  Fordham  University  School  of  Medicine.  He 
was  a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  London,  M.D.,  of  Long  Island  City  and  Ros- 
lyn,  died  on  January  26  at  the  age  of  sixty-nine.  Dr. 
London  graduated  in  1932  from  Long  Island  College  of 
Medicine.  He  was  director  of  ophthalmology  at  Astoria' 
General  Hospital.  Dr.  London  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the  In- 
ternational College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  Pan  American  Association  of  Ophthalmology, 
the  New  York  Society  for  Clinical  Ophthalmology,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Donald  A.  MacDuffie,  M.D.,  of  Olean,  died  on  October 
30,  1974.  Dr.  MacDuffie  graduated  in  1912  from  Alba- 
ny Medical  College. 

Harold  Irving  Mark,  M.D.,  of  New  York  City,  died  on 
May  10  at  the  age  of  sixty-three.  Dr.  Mark  graduated 
in  1937  from  the  Medical  College  of  Virginia.  He  was 
an  assistant  attending  physician  in  medicine  at  Flower 
and  Fifth  Avenue  Hospitals  and  an  assistant  in  medi- 
cine at  Metropolitan  Hospital.  Dr.  Mark  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine  (Car- 
diovascular Diseases),  a Fellow  of  the  American  College 
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of  Physicians,  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Dominick  Francis  Maurillo,  M.D.,  of  Bal  Harbour, 
Florida,  formerly  of  Brooklyn,  died  on  June  30  at  the 
age  of  seventy-seven.  Dr.  Maurillo  graduated  in  1924 
from  the  University  of  Maryland  School  of  Medicine 
and  College  of  Physicians  and  Surgeons.  He  was  a con- 
sulting urologist  at  St.  Mary’s  Hospital.  Dr.  Maurillo 
was  a Diplomate  of  the  American  Board  of  Urology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

A.  Genevieve  McEldowney,  M.D.,  of  New  York  City, 
died  on  July  7 at  the  age  of  seventy-two.  Dr.  McEldow- 
ney graduated  in  1944  from  Woman’s  Medical  College  of 
Pennsylvania.  She  was  a member  of  the  American  Psy- 
chiatric Association,  the  American  Academy  of  Psycho- 
analysis, the  American  Medical  Women’s  Association, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Chien-Hsing  Meng,  M.D.,  of  The  Bronx,  died  on  June 
12.  Dr.  Meng  received  his  medical  degree  from  the  Na- 
tional Defense  Medical  Center,  China,  in  1950.  He  was 
an  associate  radiologist  at  Bronx-Municipal  Hospital 
Center.  Dr.  Meng  was  a Diplomate  of  the  American 
Board  of  Radiology  and  a member  of  the  New  York 
Roentgen  Society. 

John  Nunzio  Miceli;  M.D.,  of  New  York  City,  died  on 
June  28.  Dr.  Miceli  graduated  in  1921  from  University 
and  Bellevue  Hospital  Medical  College. 

Jacob  R.  Moss,  M.D.,  of  Kingston,  died  on  December 
26,  1974,  at  the  age  of  sixty.  Dr.  Moss  received  his  med- 
ical degree  from  the  University  of  Lausanne  in  1943. 
He  was  an  attending  physician  at  Kingston  Hospital. 
Dr.  Moss  was  a member  of  the  American  Geriatrics  So- 
ciety, the  American  Thoracic  Society,  the  Ulster  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Nathan  Nemerson,  M.D.,  of  Monticello,  died  on  Octo- 
ber 31,  1974,  at  the  age  of  seventy-five.  Dr.  Nemerson 
graduated  in  1926  from  Cornell  University  Medical  Col- 
lege. He  was  a consulting  otolaryngologist  at  Liberty- 
Loomis  Hospital,  an  honorary  member  of  the  eye,  ear, 
nose,  and  throat  staff  at  Community  General  Hospital 
of  Sullivan  County,  Liberty  Monticello  Division,  con- 
sulting ophthalmologist  at  Community  General  Hospital 
of  Sullivan  County,  and  a consulting  ophthalmologist  at 
Community  General  Hospital  of  Sullivan  County,  Liber- 
ty Monticello  Division.  Dr.  Nemerson  was  a Diplomate 
of  the  American  Board  of  Ophthalmology  and  a member 
of  the  New  York  Academy  of  Medicine,  the  New  York 
Society  for  Clinical  Ophthalmology,  the  Sullivan  County 
Medical  Society,  the  Medical  Society  of  the  State  <5f 
New  York,  and  the  American  Medical  Association. 

Kurt  Placek,  M.D.,  of  Flushing  and  Jackson  Heights, 


died  in  June  at  the  age  of  sixty-four.  Dr.  Placek  re- 
ceived his  medical  degree  from  the  University  of  Basel 
in  1951.  He  was  a member  of  the  American  Academy  of 
Family  Practice,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  Alvin  Press,  M.D.,  of  Albany,  died  on  June  15 
at  the  age  of  sixty-one.  Dr.  Press  graduated  in  1939 
from  Middlesex  University  School  of  Medicine.  He  was 
an  attending  physician  on  the  medical  staff  at  the  Alba- 
ny Veterans  Administration  Hospital.  Dr.  Press  was  a 
Diplomate  of  the  American  Board  of  Anesthesiology  and 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Flory  Pritchard,  M.D.,  of  Owego,  died  on  De- 
cember 5,  1974,  at  the  age  of  forty-six.  Dr.  Pritchard 
graduated  in  1954  from  Cornell  University  Medical  Col- 
lege. He  was  an  associate  physician  at  Ideal  Hospital  of 
Endicott.  Dr.  Pritchard  was  a member  of  the  Tioga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Hiram  Randall,  M.D.,  of  Binghamton,  died  on  June  19 
at  the  age  of  eighty-four.  Dr.  Randall  graduated  in 
1916  from  Jefferson  Medical  College  of  Philadelphia. 
He  was  a Diplomate  of  the  American  Board  of  Otolaryn- 
gology, a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Binghamton  Academy 
of  Medicine,  the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Lawrence  Patrick  Roberts,  M.D.,  of  Poughkeepsie, 
died  on  June  1 at  the  age  of  seventy-three.  Dr.  Roberts 
graduated  in  1931  from  Queens  University  Faculty  of 
Medicine,  Ontario.  He  was  a member  of  the  American 
Psychiatric  Association,  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Walter  F.  Roettinger,  M.D.,  of  Ronkonkoma,  died  on 
May  29  at  the  age  of  sixty-four.  Dr.  Roettinger  gradu- 
ated in  1938  from  Syracuse  University  College  of  Medi- 
cine. He  was  an  attending  surgeon  at  John  T.  Mather 
Memorial  Hospital  and  at  St.  Charles  Hospital.  Dr. 
Roettinger  was  a member  of  the  American  Academy  of 
Family  Practice,  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Allan  J.  Roos,  M.D.,  of  New  York  City,  died  on  May  16 
at  the  age  of  sixty-nine.  Dr.  Roos  graduated  in  1931 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry),  a Diplomate  of  the  Ameri- 
can Board  of  Pediatrics,  and  a member  of  the  American 
Psychoanalytic  Association,  the  American  Psychiatric 
Association,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
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of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Robert  Rosengarten,  M.D.,  of  Jamaica  and  Woods- 
burgh,  died  on  May  25  at  the  age  of  forty-six.  Dr. 
Rosengarten  graduated  in  1953  from  the  University  of 
Louisville  School  of  Medicine.  He  was  an  assistant  at- 
tending physician  in  medicine  at  Bellevue  Hospital  and 
an  associate  attending  in  medicine  at  LaGuardia  Hospi- 
tal. Dr.  Rosengarten  was  a nember  of  the  American 
Rheumatism  Association,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Raymond  Joseph  Sabatini,  M.D.,  of  The  Bronx,  died 
on  June  28  at  the  age  of  forty-five.  Dr.  Sabatini  gradu- 
ated in  1956  from  New  York  Medical  College.  He  was  a 
general  practitioner  on  the  medical  staff  at  Westchester 
Square  and  Pelham  Bay  General  Hospitals.  Dr.  Sabati- 
ni was  a member  of  the  American  Academy  of  Family 
Practice,  the  Bronx  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Mason  Sexton,  M.D.,  of  Warwick,  died  on 
June  20  at  the  age  of  fifty-six.  Dr.  Sexton  graduated  in 
1943  from  New  York  University  School  of  Medicine. 
He  was  an  attending  surgeon  at  St.  Anthony  Communi- 
ty and  Ramapo  General  Hospitals.  Dr.  Sexton  was  a 
member  of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Anthony  Shay,  M.D.,  of  Cortland,  died  on 
November  30,  1974,  at  the  age  of  seventy.  Dr.  Shay 
graduated  in  1928  from  Georgetown  University  School 
of  Medicine.  He  was  a member  of  the  Cortland  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Mabel  G.  Silverberg,  M.D.,  of  New  York  City,  died  on 
June  26  at  the  age  of  seventy-six.  Dr.  Silverberg  gradu- 
ated in  1923  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  She  was  a Diplomate  of  the  Ameri- 
can Board  of  Dermatology,  Inc.,  and  a member  of  the 
American  Medical  Women’s  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alfred  Jules  Simon,  M.D.,  of  Gloversville,  died  on  No- 
vember 15,  1974,  at  the  age  of  fifty-nine.  Dr.  Simon 
graduated  in  1943  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  an  anesthesiologist  on  the  medical 
staff  at  Nathan  Littauer  Hospital.  Dr.  Simon  was  a 
Fellow  of  the  American  College  of  Anesthesiologists  and 


a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  State  Society  of  Anesthesiologists, 
the  Fulton  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Arthur  Henry  Stein,  M.D.,  of  Albany,  died  on  August 
24,  1974,  at  the  age  of  eighty-eight.  Dr.  Stein  graduated 
in  1912  from  Albany  Medical  College.  He  was  an  at- 
tending surgeon  at  Albany  Medical  Center  Hospital  and 
an  honorary  surgeon  at  St.  Peter’s  Hospital.  Dr.  Stein 
was  a Diplomate  of  the  American  Board  of  Surgery  and 
a member  of  the  International  Academy  of  Pathology, 
the  Albany  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Robert  D.  Stone,  M.D.,  of  Norwich,  died  on  July  7 at 
the  age  of  fifty-eight.  Dr.  Stone  graduated  in  1950  from 
State  University  of  New  York  Upstate  Medical  Center 
in  Syracuse.  He  was  an  attending  physician  in  medi- 
cine at  Chenango  Memorial  Hospital.  Dr.  Stone  was  a 
member  of  the  American  Geriatrics  Society,  the  Ameri- 
can Academy  of  Family  Practice,  the  Chenango  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Terence  Lloyd  Tyson,  M.D.,  of  The  Bronx,  died  on 
June  22  at  the  age  of  sixty-seven.  Dr.  Tyson  graduated 
in  1931  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a Fellow  of  the  American  College 
of  Physicians  and  a member  of  the  American  Rheuma- 
tism Association  and  the  New  York  Academy  of  Medi- 
cine. 

Joseph  Wall  Wycoff,  M.D.,  of  Hicksville,  died  on  June 
27  at  the  age  of  seventy-one.  Dr.  Wycoff  graduated  in 
1930  from  Northwestern  University  Medical  School. 
He  was  a Fellow  of  the  International  College  of  Surgeons 
and  a member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Herbert  Young,  M.D.,  of  Rockville  Centre, 
died  on  October  25,  1974.  Dr.  Young  graduated  in  1924 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  attending  physician  in  internal 
medicine  on  the  medical  staff  at  Hempstead  General 
Hospital. 

Edmund  A.  Ziman,  M.D.,  of  New  York  City,  died  on 
June  30.  Dr.  Ziman  graduated  in  1940  from  George 
Washington  University  School  of  Medicine.  He  was  a 
member  of  the  American  Geriatrics  Society  and  the 
American  Psychiatric  Association. 
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gery  and  the  use  of  mechanical  suturing  devices  in 
paediatric  surgery. 

Mr.  Wilkinson  emphasizes  the  specialized  experience 
and  knowledge  of  the  system  orientated  specialist  in  the 
evolution  of  paediatric  surgery  and  the  topics  and  au- 
thors he  has  selected  give  a concise  but  authoritative 
overview. 

Doctor  Kirklin  of  the  University  of  Alabama  offers  a 
masterly  account  of  intracardiac  surgery  in  the  infant 
and  presents  the  modern  status  of  this  developing  and 
important  field. 

Genitourinary  anomalies  and  renal  failure,  and  neural 
tube  anomalies  are  similarity  covered. 

Anesthesia,  intensive  care,  myelomeningocele,  Candi- 
da sepsis,  bile  duct  abnormalities,  meconium  ileus,  la- 
ryngeal disorders,  chemotherapy,  and  clinical  immunol- 
ogy are  the  other  subjects  covered  in  this  well-written 
compilation. 

The  general  surgeon  who  sometimes  treat  children 
will  find  this  book  of  value  for  specific  topics  but  pediat- 
ric surgeons  may  have  a broader  interest  in  it.  A.  W. 

Martin  Marino,  Jr.,  M.D. 

Heart  Disease  and  Frequency.  By  Paul  Szekely, 
M.D.,  and  Linton  Snaith,  M.D.  Edinburgh  and  Lon- 
don, Churchill  Livingstone,  1974.  Illustrated,  217 
pages.  Cloth,  $24.50. 

In  the  period  1942  to  1971  the  authors  saw  1,102 
pregnancies  in  761  women  with  rheumatic  cardiac  dis- 
ease and  154  pregnancies  in  97  with  congenital  cardiac 
disease.  They  set  the  discussion  of  their  vast  experi- 
ence in  the  background  of  gestational  physiology,  the 
natural  histories  of  the  diseases,  and  their  modifications 
by  antibiotic  agents  and  cardiac  surgery.  As  cardiolo- 
gists they  had  seen  and  followed  many  of  the  pregnant 
women  from  childhood  and  for  an  average  of  ten  years 
after  pregnancy.  Many  aspects  of  rheumatic  cardiac 
disease  before,  during,  and  after  pregnancy  are  dis- 
cussed. 

In  New  Castle  upon  Tyne,  as  elsewhere,  the  preva- 
lence and  severity  of  rheumatic  cardiac  disease  has  de- 
creased. In  addition  to  the  reduction  attributable  to 
antibiotic  therapy,  there  seems  to  have  been  a natural 
decrease  as  well.  Moreover,  severe  valvar  lesions  have 
yielded  increasingly  to  surgical  treatment.  Cardiac  sur- 
gery has  corrected  or  ameliorated  congenital  defects  in 
many  women  who  now  live  into  the  childbearing  age,  so 
that  the  ratio  of  congenital  to  rheumatic  cardiac  disease 
in  pregnancy  has  increased  from  1 to  27  to  1 in  4.3. 

The  authors  write  that  the  majority  of  deaths  in  preg- 
nancy have  occurred  in  women  in  Classes  I and  II,  with 
mitral  stenosis  and  acute  pulmonary  edema  being  the 
frequent  cause  of  disaster.  The  relatively  good  progno- 
sis of  patients  with  symptomatic  disease  is  attributed  to 
prolonged  hospitalization. 

The  book  is  written  with  admirable  simplicity  and 
should  appeal  to  a wider  audience  than  the  “readers  at 
postgraduate  level”  for  whom  it  “is  primarily  intended.” 
Leon  C.  Chesley 
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— may  result  in  a vitamin-poor  state. 
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Month  in  Washington 


The  American  Medical  Association  has  filed  a lawsuit 
to  block  the  implementation  of  new  Federal  drug  regula- 
tions that  would  pressure  physicians  to  prescribe  low- 
cost  drugs  for  Medicare  and  Medicaid  patients. 

The  Maximum  Allowable  Cost  (MAC)  regulations 
were  approved  in  final  form  by  Health,  Education,  and 
Welfare  Secretary  Caspar  Weinberger  a few  days  before 
he  left  office. 

Within  twenty-four  hours  AMA  filed  suit  in  Northern 
Illinois  District  Court  contending  the  program  is  the 
epitome  in  regulatory  control — “an  impossible  labyrinth 
of  drug  regulations  without  assuring  a favorable  cost- 
benefit  ratio.” 

The  AMA  contends  the  constitutional  rights  of  both 
patients  and  physicians  would  be  violated  and  that  the 
program  would  produce  adversary  relationships  among 
patients,  physicians,  and  pharmacists. 

The  disputed  regulations  would  require  pharmacists 
filling  prescriptions  for  Medicare-Medicaid  patients, 
primarily  Medicaid,  to  be  reimbursed  on  the  basis  of  the 
lowest  cost  at  which  the  product  is  generally  available  to 
providers.  A higher-priced  drug  reimbursement  would 
be  allowed  only  if  the  physician  signs  that  it  is  “medical- 
ly necessary.”  The  purpose  is  to  stimulate  purchase  of 
generic  drugs  and  discourage  purchase  of  brand  names 
that  carry  higher  costs. 

By  and  large  physicians  will  be  affected  as  they  deal 
with  Medicaid  patients  since  there  is  no  substantial  out- 
patient benefit  for  Medicare.  In  states  with  antisubsti- 
tution laws,  a Medicaid  prescription  for  a brand  name 
more  expensive  than  the  MAC  would  mean  the  patient 
would  have  to  make  up  the  difference  in  price  unless  the 
physician  would  be  willing  to  change  the  prescription  to 
another  brand  or  generic  prescription  or  sign  that  it  is 
medically  necessary. 

At  an  HEW  news  conference,  officials  predicted  most 
physicians  would  go  along  with  the  program,  estimating 
that  one  half  of  one  per  cent  would  use  the  “medically 
necessary”  route  for  brand  names  that  exceed  the  MAC. 

The  AMA  suit,  however,  argues  that  the  regulations 
“violate  every  one  of  the  drug-reimbursement  require- 
ments of  the  Medicare-Medicaid  statutes”  and  defy  the 
law  inasmuch  as  they  represent  government  interference 
with  medical  practice  by  telling  physicians  which  drugs 
they  should  prescribe. 

Weinberger  estimated  the  MAC  program  would  save 
Federal  and  state  governments  $60  million  to  $75  mil- 
lion a year  when  it  swings  into  full  operation  within 
three  to  four  years. 

In  addition  to  the  control  program,  HEW  will  send  all 
physicians  a list  of  most  frequently  prescribed  drugs 
along  with  the  prices  community  pharmacies  pay  for 
them.  The  aim  is  to  encourage  physicians  to  prescribe 
cheaper  products  in  their  regular,  private  practice. 

No  sanctions  are  provided  for  physicians  who  decide 
to  write  out  the  “medically  necessary”  prescription  mes- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


sage,  but  HEW  officials  speculated  that  state  health 
agencies  might  take  a look  at  physicians  who  do  this 
consistently  for  all  their  Medicaid  patients.  The  possi- 
ble penalty  by  the  state,  if  it  wishes,  would  be  ouster 
from  Medicaid  participation,  according  to  the  HEW  of- 
ficials. 

Before  a Maximum  Allowable  Cost  can  be  established 
for  drugs,  the  Food  and  Drug  Administration  must  first 
indicate  that  there  are  no  bioequivalence  problems 
among  its  several  brands.  The  HEW  Pharmaceutical 
Reimbursement  Board  would  then  propose  a MAC  at  a 
level  equal  to  the  lowest  cost  at  which  the  drug  is  gener- 
ally available  to  providers.  Before  the  MAC  can  offi- 
cially be  established  it  must  be  reviewed  by  a nongov- 
ernmental advisory  committee  and  published  in  the 
Federal  Register  for  comment. 

The  regulations  establish  both  the  Pharmaceutical 
Reimbursement  Board  and  the  5-member  outside  advi- 
sory group. 

HEW  said  about  one  quarter  of  commonly  prescribed 
drugs  are  available  from  multiple  sources.  However, 
the  number  for  which  bioequivalence  problems  can  be 
ruled  out  is  smaller. 

The  reimbursement  that  a pharmacist  receives  for 
drugs  he  provides  Medicare  and  Medicaid  patients  will 
be  based  on  an  estimate  of  his  cost  of  buying  the  drug 
plus  a dispensing  fee,  or  on  his  usual  charge  to  the  gen- 
eral public,  whichever  is  the  smaller.  Program  agencies 
such  as  a state  Medicaid  program  would  make  the  esti- 
mates according  to  price  information  supplied  on  a reg- 
ular basis  by  HEW. 

The  original  MAC  proposed  regulations  were  amend- 
ed in  some  respects.  At  first,  it  was  recommended  that 
exceptions  would  be  made  only  if  physicians  certified 
the  drug  was  the  only  one  effective  or  that  could  be  tol- 
erated by  the  particular  patient. 

An  FDA  official  said  this  section  was  changed  in  an 
attempt  to  meet  AMA  objections. 

The  MAC  program  isn’t  slated  to  begin  for  eight 
months  and  will  cover  at  the  start  some  15  to  20  drug 
classifications. 

Some  2,600  comments  were  filed  with  HEW  on  the 
MAC  proposal  with  less  than  300  favorable. 

* * * 

A health  manpower  bill  costing  $1.7  billion  to  aid 
medical  and  other  health  schools  has  been  approved  by 
the  House  of  Representatives. 

The  measure  was  stripped  on  the  House  floor  of  a 
provision  that  would  have  regulated  residency  assign- 
ments and  ration  them  by  specialty.  However,  a con- 
troversial “payback”  provision  for  medical  students  did 
survive  the  floor  fight,  though  it  was  watered  down. 

The  American  Medical  Association  waged  an  all-out 
drive  against  both  the  residency  control  and  payback 

continued  on  page  1830 
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Recent  additions  to  the  test  list 


Chemistry 

CPK  isoenzymes 
Digitoxin/Digoxin 
Dilantin 
Erythropoietin 
Gamma  glutamyl 
transpeptidase 
Haptoglobin 
Lidocaine  and 
Propranolol 

Endocrinology 

Calcitonin 
FSH  in  serum 
Insulin 

Parathyroid  hormone 
Placental  lactogen 
Renin  by  RIA  or 
bioassay 
T3  level  in  serum 
TSH 

Testosterone 


Immunochemistry 

Alpha-1  fetoprotein 
Antibody  to  Hepatitis  B 
associated  antigen 
Anti-DNA 

Anti-tissue  antibodies 
Carcinoembryonic  antigen 
Immunoglobulins  A,  D,  E,G  & M 
RAST  for  allergy  testing 


Bio-Science 

Laboratories 
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provisions  in  the  first  big  medical-legislative  battle  of 
the  Congressional  session. 

Though  the  payback  plan  was  retained  in  the  bill,  it 
was  changed  on  the  floor  to  include  a “grandfather” 
clause  exempting  all  current  students,  and  to  allow  them 
a total  of  three  years  (instead  of  eleven  months)  to  begin 
their  payback,  either  in  cash  or  in  shortage  area  services, 
and  allowing  forgiveness  for  military  service. 

The  hotly-disputed  payback  would  amount  to  some 
$2,000  a year,  that  portion  of  the  individual  students’ 
yearly  medical  education  subsidized  by  the  Federal 
Government.  It  marks  the  first  time  that  general  subsi- 
dies to  schools  would  be  required  to  be  repaid  by  stu- 
dents at  the  schools,  and  is  expected  to  raise  legal  ques- 
tions on  constitutionality  if  it  becomes  law. 

As  a result  of  the  amendments  on  the  House  floor,  no 
one  would  be  faced  with  the  payback  requirement  until 
1985  or  1986  provided  the  plan  is  enacted  into  law  and 
survives  possible  court  challenge. 

Some  fancy  parliamentary  maneuvering  blunted  the 
antipayback  forces  drive.  Manager  of  the  bill,  House 
Health  Subcommittee  Chairman  Paul  Rogers  (D.  Fla.) 
steered  through  the  palliative  “payback”  amendments 
before  calling  for  a vote.  The  vote  to  support  the  provi- 
sion was  209  to  153.  Under  House  rules  a vote  could  not 
then  be  taken  to  reject  the  amended  provision. 

Leading  the  battle  against  the  payback  plan  was  Rep. 
David  Satterfield  (D.  Va.)  who  charged  it  “will  certainly 
violate  the  spirit,  if  not  the  letter,  of  our  constitution.” 

Terming  the  plan  “a  finely  baited  snare,”  Satterfield 
said  the  medical  graduate  has  to  make  the  decision  on 
cash  repayment  or  service  “at  a time  when  he  is  faced 
with  repaying  loans  made  to  provide  for  his  education, 
the  cost  of  setting  up  an  office,  paying  for  malpractice 
insurance,  and  perhaps  supporting  a family. 

“The  saddest  aspect  of  all  is  that  the  ones  who  will 
have  no  choice  but  to  enter  into  a period  of  service  will 
be  those  medical  graduates  who  come  from  the  poorest 
families  or  those  with  moderate  incomes,  because  under 
the  circumstances  they  will  not  be  able  to  do  otherwise.” 

The  service  payback  would  be  on  a year-for-year 
basis,  and  for  those  choosing  this  option,  four  years  of 
service  would  be  required  in  most  cases.  Otherwise, 
they  would  have  to  pay  Uncle  Sam  $2,000  a year  or 
$8,000  in  a lump  sum. 

* * * 

The  House  voted  to  lift  the  $36,000  a year  salary  lid 
for  Veterans  Administration  physicians  and  dentists. 

The  measure,  approved  on  a 382  to  3 vote  and  sent  to 
the  Senate,  would  provide  $5,000  a year  in  special  pay 
and  $8,500  a year  in  incentive  pay  for  physicians  and 
dentists  working  full  time  for  the  VA  between  Septem- 
ber 28,  1975  and  September  25,  1976.  Part-time  physi- 
cians would  be  limited  to  $41,000  and  part-time  dentists 
to  $36,000. 

Medical  professionals  in  the  armed  forces  and  the 
Public  Health  Service  previously  had  been  voted  bonus 
pay- 

The  American  Medical  Association  had  urged  Con- 
gress to  approve  the  higher  pay  for  VA  physicians.  Still 
to  be  resolved  is  the  $36,000  pay  ceiling  for  other  Feder- 
al physicians  under  regular  civil  service. 

* * * 


The  House  Ways  and  Means  Subcommittee  on 
Health  has  opened  the  first  Congressional  sessions  of 
the  year  on  National  Health  Insurance. 

Subcommittee  Chairman  Dan  Rostenkowski  (D.  111.) 
said  the  purpose  was  to  provide  Congress  with  an  over- 
view of  the  problems  involved  in  NHI  and  the  thinking 
of  experts  in  the  field  who  are  not  formally  aligned  with 
any  outside  group  seeking  passage  of  specific  legislation. 

Rostenkowski  also  announced  full-scale  formal  hear- 
ings on  NHI  will  start  in  early  fall  at  which  specific  time 
legislation  will  be  considered. 

Four  all-day  sessions  have  been  conducted  to  date, 
with  a fifth  session  scheduled  for  September. 

Here  in  capsulated  form  is  a sampler  of  the  views  ex- 
pressed before  the  subcommittee  by  some  of  a host  of 
witnesses: 

Dr.  E.  L.  Wynder,  President  of  the  American  Health 
Foundation,  devoted  most  of  his  testimony  to  urging 
emphasis  in  any  national  program  on  preventive  medi- 
cine. 

Dr.  John  Freymann,  President  of  the  National  Fund 
for  Medical  Education,  called  the  present  health  care 
system  a “monstrosity.”  At  the  same  time  he  criticized 
national  health  in  other  countries  for  stifling  innovation. 
Dr.  Freymann  urged  caution  in  erecting  a national 
health  plan  here.  “We  must  build  on  what  we  have,”  he 
said. 

Rashi  Fein,  Economics  Professor  at  Harvard  Univer- 
sity, took  the  approach  that  NHI  is  “a  hallmark  of  a civ- 
ilized” society  in  which  medical  care  costs  are  shared  so 
that  the  poor  have  equal  access.  He  opposed  cata- 
strophic, and  without  directly  saying  so  appeared  to  be 
supporting  the  labor  NHI  bill. 

Uwe  Reinhardt,  Economics  Professor  at  Princeton 
University,  noted  that  West  Germany’s  highly  national- 
ized health  care  system  has  a worse  infant  and  maternal 
mortality  rate  than  the  U.S.  He  said  there  are  many 
very  good  points  about  the  American  system  and 
warned  that  there  are  no  legislative  panaceas.  Not  only 
might  legislative  proposals  not  result  in  improvement  of 
health,  “but  they  may  cause  developments  we  do  not 
like.” 

Herman  Somers,  Princeton  professor,  suggested  that 
the  government  become  more  deeply  involved  in  financ- 
ing of  health  care  costs,  not  in  its  administration.  Dis- 
content with  the  U.S.  health  system  is  not  due  to  poor 
conditions  but  to  greater  public  expectations.  Health 
care  is  better  now  than  ever.  Present  problems  are  due 
as  much  to  the  government  as  to  the  private  sector’s 
own  faults. 

Robert  England,  M.D.,  a private  practitioner  of  Car- 
linville,  111.,  was  one  of  the  few  nonacademic  physicians 
to  appear  before  the  subcommittee.  He  said  the  Indi- 
ans of  this  country  are  the  beneficiaries  of  complete 
Federal  health  care  and  have  the  worst  health  of  any 
group  in  the  nation.  Labor’s  aim,  Dr.  England  said,  is 
to  shift  health  costs  to  the  general  public  so  it  can  nego- 
tiate better  wage  and  other  agreements  from  manage- 
ment. Corporations  think  the  same  way,  he  charged. 

John  Thompson,  President  of  Blue  Shield  of  Massa- 
chusetts, thought  Congress  should  view  the  NHI  debate 
“not  in  the  perspective  of  the  government’s  desire  to 
continually  expand  in  numbers  and  services  but  rather 
as  to  which  entity  can  provide  services  to  the  public  on 
the  most  cost  effective  basis.” 

Wilbur  Cohen,  former  HEW  Secretary  and  now  the 
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Dean  of  the  University  of  Michigan  School  of  Educa- 
tion, said  he  didn’t  favor  enacting  any  of  the  NHI  bills 
before  the  subcommittee.  He  said  developing  a NHI 
bill  should  be  a long  and  continuing  process  with  time  to 
consult  fully  providers  and  consumers.  Only  the  execu- 
tive branch  can  do  this,  he  said,  charging  the  present 
Administration  is  “tragically  incompetent.”  This  isn’t 
the  year  for  Ways  and  Means  to  act  on  NHI,  he  said. 
The  public  must  be  fully  educated  about  a NHI.  Bene- 
fits should  be  phased  in  slowly  with  a definite  schedule, 
and  the  program  should  be  administered  outside  of 
HEW  by  a board  of  three  to  five  people.  The  longer 
Congress  deliberates  on  NHI,  the  better.  Swift  action 
would  be  “a  tragic  mistake”  for  “so  monumental  an  un- 
dertaking.” 

Martin  Feldstein,  Economics  Professor  at  Harvard, 
criticized  the  incentive  health  insurance  provides  for 
hospitals  to  produce  more  and  better  services  yet  with- 
out providing  consumers  the  protection  they  need 
against  catastrophic  costs. 

Herbert  Klarman,  Economics  Professor  at  New  York 
University,  said  there’s  no  health  care  crisis.  Some 
problems  today  simply  reflect  past  successes.  The 
present  system  is  largely  effective.  NHI  should  be  a fi- 
nancing instrument  only. 

Avedis  Donabedian,  M.D.,  Professor  of  Medical  Care 
Organization  at  the  University  of  Michigan,  discussed 
the  problems  of  defining  quality  care.  Too  much  em- 
phasis should  not  be  given  to  statistics  or  to  technologi- 
cal procedures  at  the  expense  of  personal  relationships 
involving  physicians  and  patients.  The  PSRO  program 
faces  two  dangers — it  might  be  implemented  half-hear- 
tedly and  it  might  use  the  wrong  standards.  If  both  re- 
sults occur,  as  he  predicted  they  would,  neither  much 
harm  nor  much  good  would  result,  but  a large  bureau- 
cracy would  be  created. 

Rep.  Charles  Vanik  (D.  Ohio),  apparently  irritated  at 
the  defense  of  the  private  sector,  said  most  of  the  physi- 
cians he  knows  think  Attila  the  Hun  is  a terrible  liberal. 
There  are  severe  problems  in  healtlf  care  in  this  country, 
Vanik  said,  such  as  finding  physicians,  waiting  in  hospi- 
tals. Congress  doesn’t  “sit  here  and  dream  up  plans  in 
the  night  to  extend  the  gargantuan  of  the  Federal  Gov- 
ernment. We  are  pushed  and  shoved  into  this  by  angry 
constituents.” 


Fireworks 

Consumer  Product  Safety  Commission’s  (CPSC) 
regulations  banning  firecrackers  and  many  other  types 
of  fireworks  continue  to  be  delayed. 

The  ban,  scheduled  to  become  effective  June  1974, 
was  delayed  pending  public  hearings.  These  were  held 
but  the  matter  is  still  pending  before  CPSC.  Ban  did 
not  become  effective  before  Fourth  of  July,  1975. 

Cherry  bombs,  aerial  bombs  and  silver  and  M-80  sa- 
lutes have  already  been  banned  from  interstate  com- 
merce. Also,  many  states  and  other  jurisdictions  pro- 
hibit fireworks  except  for  special  displays  [CONSUMER 
Register:  (June  15  & July  1)  1974;  (June  15)  1973, 
vol.  5,  p.  3 (June  15)  1975. 


The 

Pain  Phone 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 
acute  pain. 


i The  exceptions 
Alaska.  Arizona,  Maine, 
Oregon,  Rhode  Island, 
and  the 

District  of  Columbia. 


Wellcome 


c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  V2 

Each  tablet  also  contains  aspirin 
gr  3Vz,  phenacetin  gr  2V£, 
caffeine  gr  V2. 

♦Warning— may  be  habit-forming. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Letters  to  the  Editor 


Alcohol  problems 

To  the  Editor:  You  asked  for  my  comments  on  the 

manuscript  “Why  Physicians  Avoid  the  Early  Diagnosis 
of  Alcoholism.”  I note  that  this  was  given  at  the  second 
annual  meeting  of  the  American  Medical  Society  on  Al- 
coholism, Inc.,  October  29,  1971,  at  Johns  Hopkins  Uni- 
versity, Baltimore,  Maryland. 

Having  helped  form  an  Alcoholism  Council  in  an  up- 
state county,  and  having  gone  through  the  throes  of  un- 
interested physicians  in  the  efforts  of  the  local  Alcohol- 
ism Council,  I thoroughly  sympathize  with  the  paper  of 
Dr.  Lisansky  (page  1788).  He  has  done  an  excellent  job 
in  describing  the  indifference  of  the  physician  and  the 
unconscious  reaction  of  the  alcoholic  to  the  physician’s 
negativism.  You  will  realize  from  your  attendance  of 
several  meetings  of  Dr.  Gitlow’s  Committee  on  Alcohol- 
ism that  there  is  a real  effort  being  made  to  change  the 
attitude  of  the  physician  towards  the  alcoholic  patient, 
and  what  is  more  surprising  is  that  there  has  been  a 
change  in  the  legal  profession  in  the  courts,  from  alcohol- 
ism being  a crime  against  society  to  a more  lenient  atti- 
tude of  alcoholism  as  an  illness.  What  is  also  surprising 
is  that  third-party  insurance  carriers  are  fast  moving 
towards  the  idea  that  alcoholism  is  deserving  of  being 
termed  as  an  illness  for  hospital  reimbursement  and 
payments  for  medical  services  of  physicians. 

What  Dr.  Gitlow  has  brought  out  in  many  committee 
meetings  is  that  few  physicians  know  how  to  treat  the 
disease  effectively  and  fewer  yet  recognize  its  early 
symptoms.  In  this  paper  Dr.  Lisansky  brings  out  the 
negative  attitude  of  the  average  physician.  The  author 
delineates  the  symptoms  and  may  motivate  a few  physi- 
cians to  find  out  more  about  the  disease.  Knowing  that 
something  positive  can  be  done  may  change  the  atti- 
tudes of  some  physicians  who  read  the  paper.  What  I 
also  like  is  the  excellent  list  of  references  so  that  the 
physician  who  really  wants  to  learn  something  can  find 
out  about  it.  If  this  paper  is  published,  it  should  be  fol- 
lowed up  by  one  that  is  instructive  on  treatment. 

NORMAN  S.  MOORE,  M.D. 

128  Pleasant  Grove  Road 
Ithaca,  N .Y.  14850 


Prevention  of  thromboembolism 

To  the  Editor:  In  the  article  on  “Spinal  Cord  Injury 

Rehabilitation”  by  Peter  H.  Stern  and  Kathleen  Slat- 
tery, R.N.,  in  the  New  York  State  Journal  of  Medicine, 
June,  1975,  p.  1029,  the  discussion  of  routine  care  for  the 
prevention  of  deep  vein  thrombosis  and  pulmonary  em- 
boli in  spinal  cord  injury  patients  was  of  considerable 
interest  in  the  light  of  recent  findings  by  the  under- 


signed.1-5 It  is  suggested  that  brief,  extensive  isometric 
exercise  could  be  influential  in  initiating  activation  of 
remaining  unparalyzed  voluntary  muscle,  thereby  main- 
taining muscle  tone  and  increasing  peripheral  circula- 
tion. The  patient  can  be  taught  this  single  procedure 
and  can  help  himself  as  an  accessory  to  physical  therapy 
supervision. 

BROINO  KIVELOFF,  M.D. 

Chief  Physiatrist,  New  York  Infirmary 
Stuyvesant  Square  and  15th  Street 
New  York,  New  York  10003 
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Cardiopulmonary  resuscitation;  a biblical  first 

Study  it  (the  Bible)  over  and  over  again,  study  it  from  all 
sides  for  everything  is  in  it. — Ethics  of  the  Fathers 
Chapter  5,  Verse  25 

To  the  Editor:  Ecclesiastes  (Ch.  1,  v.  9-11)  reminds  us 
there  is  nothing  new  under  the  sun.  A recent  JAMA 
supplement  on  “Standards  for  Cardiopulmonary  Resus- 
citation and  Emergency  Cardiac  Care”  (227:  [18  Feb] 
1974)  illustrates  various  historical  resuscitation  tech- 
niques. May  I add  a Biblical  description  of  an  instance 
of  mouth-to-mouth  resuscitation? 

The  young  son  of  a Shunamite  family  went  out  into 
the  fields  to  visit  with  his  family  while  the  men  were 
harvesting.  After  exposure  to  the  hot  sun  he  suddenly 
cried  out,  “My  head,  my  head!”— a reliable  symptom  of 
sunstroke,  given  the  circumstances.  His  parents  were 
unable  to  revive  him. 

The  mother  sought  aid  from  the  prophet  Elisha  (9th 
century,  B.C.),  viz.: 

“And  when  the  prophet  Elisha  was  come  into  the  house, 
behold  the  child  was  dead,  and  laid  upon  his  bed.  He 
went  in  therefore,  and  shut  the  door  upon  them  twain, 
and  prayed  unto  the  Lord.  And  he  went  up,  and  lay 
upon  the  child,  and  put  his  mouth  upon  his  mouth,  and 
his  eyes  upon  his  eyes,  and  his  hands  upon  his  hands: 
and  he  stretched  himself  upon  him,  and  the  flesh  of  the 
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child  waxed  warm.  And  the  child  sneezed  seven  times, 
and  the  child  opened  his  eyes.”  (2  Kings,  Ch.  4,  v.  32-34) 

JOSEPH  F.  LITWINS,  M.D.,  F.A.C.P. 

50  East  75th  Street 
New  York,  New  York  10021 

Ingested  foreign  bodies 

To  the  Editor:  I was  interested  to  read  Drs.  Davidoff 
and  Towers  article  on  ingested  foreign  bodies  published 
in  your  Journal,  June,  1975.*  There  are  certain  aspects 
I would  like  to  point  out. 

Razor  blades:  Most  correctional  facilities  now  do  not 
allow  double-edged  blades  because  of  security  reasons 
and  their  obvious  use  as  a weapon.  However,  since  the 
introduction  of  cartridge  type  razor  blades  into  prisons 
they  have  become  easier  to  swallow  as  they  do  not  cause 
lacerations  of  oropharynx  or  tongue. 

The  other  most  common  object  is  lightbulb  glass  be- 
cause of  its  easy  access.  This  glass  again  does  not  cause 
any  lacerations  of  oropharynx  and,  hence,  is  easier  to 
swallow.  However,  it  does  not  contain  enough  lead  and, 
therefore,  is  not  radiopaque.  We  find  in  our  setting 
that  inmates  know  this  and  so  come  with  a history  of 
having  swallowed  lightbulb  glass  to  gain  admission  to 
the  hospital.  We  have  no  means  of  proving  or  disprov- 
ing this  history  and  so  have  to  play  with  their  manipula- 
tive tactics. 

* Davidoff,  E.,  and  Towne,  J.  B.:  Ingested  foreign  bodies, 

New  York  State  J.  Med.  75:  1003  (June)  1975. 


Spoon  handles  are  becoming  less  common  as  swal- 
lowed objects  because  most  facilities  use  disposable 
plastic  cutlery.  This  again  is  not  radiopaque  and  causes 
problems  at  times. 

One  gets  an  impression  from  this  article  that  this  phe- 
nomenon is  common  to  white  males.  This  is  not  really 
so.  It  is  seen  just  as  often  in  Blacks  and  Puerto  Ricans. 
We  have  a population  of  young  adults  at  Elmira  and  I 
feel  that  we  see  many  cases  of  ingestion  and  alleged  in- 
gestion of  foreign  bodies  because  of  their  immature  psy- 
chological development.  It  is  the  easiest  way  to  “cop 
out”  of  a stressful  situation  and  get  to  the  sanctuary  of  a 
hospital  setting. 

We  have  seen  several  instances  at  Elmira  and  have 
managed  them  conservatively,  as  suggested  by  Dr.  Davi- 
doff. However,  at  times  one  has  to  anticipate  whether 
passage  of  a long  foreign  body  can  be  expected  without 
damage  or  perforation.  I recently  had  to  remove  a pen- 
cil 12  cm.  long  from  a stomach  by  gastrostomy  because  I 
did  not  think  it  could  negotiate  the  curve  of  the  duo- 
denum without  perforation.  This  was  an  eighteen-vear- 
old,  white  male  who  protested  his  being  transferred  to 
our  institution  and  swallowed  the  pencil  on  the  night 
before  his  transfer. 

Many  a time,  we  do  not  get  a history  of  ingested  for- 
eign bodies  until  it  presents  itself  with  bizarre  symp- 
toms. Three  months  ago,  I encountered  a twenty-two- 
year-old,  Negro  male  with  a tender  lump  in  the  right 
lower  quadrant.  No  history  was  available  and  he  stated 
he  had  had  the  lump  for  two  days  and  it  was  painful. 
This  lump  was  too  lateral  and  too  high  to  be  a strangu- 
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lated  hernia.  X-ray  films  did  not  show  a foreign  body 
or  intestinal  obstruction.  I explored  this  “lump”  and 
removed  a tooth  brush  17  cm.  long  in  the  process  of 
eroding  through  the  terminal  ileum  and  presenting  as  a 
subcutaneous  fistula.  This  patient  states  now  that  he 
swallowed  this  tooth  brush  three  years  ago,  while  in 
Vietnam  in  a military  stockade.  I do  not  buy  his  story, 
can  anyone  else? 

Manipulative  gestures  are  seen  quite  commonly  in 
any  correctional  institution  and  if  the  health  staff  at  any 
facility  does  not  show  too  much  panic  at  encountering 
such  patients  and  just  watches  them,  they  do  not  as  a 
rule  repeat  such  efforts  unless  they  are  mentally  dis- 
turbed. 

Ingesting  plastic  balloons  or  sandwich  bags  filled  with 
drugs  to  get  contraband  in,  is  also  getting  more  common. 
However,  inserting  these  in  the  rectum  is  more  popular 
and  easier  to  accomplish.  The  only  way  we  ever  find 
these  is  if  the  security  staff  has  a tip  or  suspicion  and  we 
do  a rectal  examination  and  confirm  their  information 
and  retrieve  the  contraband. 

MAHENDRA  J.  SHAH,  M.D.,  F.R.C.S.  (ENGLAND) 

Health  Services  Director 
Elmira  Correctional  & Reception  Center 
Elmira,  New  York 


Physician’s  associates 

To  the  Editor:  As  a certified  Physician  Associate  in 
the  State  of  New  York,  and  an  educator  involved  in  the 
training  of  Physician  Associates,  I feel  compelled  to  re- 
spond to  your  editorial  (in  the  April,  1975,  issue)  enti- 
tled “Physician  associates  vs  Physician  Assistant:  dan- 
ger ahead.” 

According  to  Webster’s  dictionary,  the  definition  of 
“associate”  when  used  as  an  adjective  is  “1.  joined  with 
others  in  some  venture,  work,  and  so  forth.  2.  having 
less  than  full  status.”  As  a Physician  Associate  I would 
not  want  to  be  viewed  or  function  as  a substitute  for  the 
physician,  but  rather,  as  you  indicate,  as  “an  individual 
who  would  offer  an  extension  of  the  services  and  expand 
the  capabilities  of  the  doctor  ...  .”  In  fact,  the  New 
York  State  law  regulating  physician  associates  was  writ- 
ten in  a broad  context  to  allow  the  physician  the  great- 
est latitude  in  utilizing  the  physician  associates’  capabil- 
ities and  training,  under  his/her  supervision.  In  prac- 
tice settings,  feedback  on  graduates  of  Physician  Asso- 
ciate Programs  indicate  that  these  individuals  are  func- 
tioning in  a responsible  manner  commensurate  with 
their  abilities  and  training,  under  their  physician  em- 
ployers, and  are  expanding  and  upgrading  the  quality  of 
patient  care  in  high  need  areas.  Further,  of  the  41  grad- 
uates of  the  S.U.N.Y.  at  Stony  Brook  Physician  Asso- 
ciate Program  none  are  “hanging  shingles”  and  offering 
services  directly  to  the  patient.  In  fact,  to  my  knowl- 
edge, no  graduate  of  any  Physician  Associate  program  in 
this  country  is  practicing  without  physician  supervision. 
Should  you  know  of  a situation  of  this  type,  I would 
suggest  that  you  report  this  to  the  Division  of  Profes- 
sional Licensure  in  Albany  so  that  they  may  take  appro- 
priate steps  to  correct  an  expressly  illegal  situation. 
Perhaps  you  are  confusing  this  category  of  new  health 


practitioners  with  independent  nurse  practitioners  who 
are,  by  law,  permitted  to  “hang  shingles”  to  provide  pa- 
tient services  which  are  defined  as  being  under  the  aus- 
pices of  the  nursing  profession. 

Let  me  further  assure  you  that  every  attempt  is  being 
made  to  accurately  define  the  tasks  appropriate  for  the 
physician  associate.  Involved  in  this  decision  making 
are  such  organizations  as  the  American  Medical  Associa- 
tion, American  Academy  of  Family  Practitioners,  Amer- 
ican Academy  of  Pediatrics,  in  conjunction  with  the 
American  Academy  of  Physician  Assistants,  the  Associ- 
ation of  Physician  Assistant  Programs,  Federal  and 
state  regulating  organizations,  and  those  practitioners 
involved  in  physician  associate  education  and  employ- 
ment. 

As  a new  profession,  we  hope  to  look  to  more  estab- 
lished health  practitioners  for  guidance  and  support  in 
our  common  endeavor  to  maintain  and  improve  the 
quality  of  medical  care  in  this  country.  I sincerely  hope 
we  will  be  able  to  work  together  towards  this  end  in  the 
future. 

PAUL  LOMBARDO,  R.P.A. 

Clinical  Coordinator,  PHYSICIAN  ASSOCIATE  PROGRAM 

Health  Sciences  Center 
State  University  of  New  York  at  Stony  Brook 
Stony  Brook,  New  York  11790 


The  Roy  Bridges’  story 

To  the  Editor:  Much  has  been  written  lately  about  the 
medical  care  of  our  senior  citizens.  What  does  a family 
do  when  someone  becomes  chronically  ill?  The  fol- 
lowing story  is  true  and  covers  Roy  Bridges  and  his  fam- 
ily over  an  extended  two-year  illness. 

At  the  age  of  seventy-three,  Roy  Bridges  became  ill 
and  was  admitted  to  a local  hospital.  He  had  more  than 
13  documented  medical  diagnoses  and  was  unconscious 
for  one  hundred  two  days.  During  his  extended  illness, 
he  was  seen  by  numerous  medical  specialists,  and  with 
the  help  of  modern  medical  care,  superb  will  power,  and 
the  loving  support  of  his  wife  and  family,  he  was  able  to 
return  home.  This  was  a great  achievement  as  nobody 
expected  Roy  Bridges  to  live,  much  less  return  to  his 
own  home. 

The  local  Blue  Cross  plan  has  a “home  care”  service 
to  assist  patients  in  the  transition  from  the  hospital  to 
home.  This  plan  is  considered  one  of  the  best  in  the 
country  and  from  the  statements  made  in  the  brochures, 
it  would  appear  that  the  management  of  a patient  like 
Roy  Bridges  would  not  be  that  difficult.  “Home  care” 
has  been  called  “a  hospital  without  walls”  and  physi- 
cians have  been  reminded  to  use  it  when  “the  utilization 
review  committee  starts  breathing  down  their  necks” 
due  to  patients’  alleged  stay  in  the  hospital  longer  than 
necessary.  In  Roy  Bridges’  case,  “home  care’s”  contri- 
bution was  difficult  to  quantitate.  The  plan  gave  9 to  5 
service,  five  days  a week.  No  provision  was  made  for  as- 
sistance after  5 p.m.  and  over  weekends  and  holidays. 
If  it  had  not  been  for  Mrs.  Bridges  and  her  sister,  who 
came  from  out  of  town  and  stayed  with  the  family  for 
several  months,  Roy  Bridges  could  never  have  remained 
at  home.  Even  when  “home  care”  personnel  were  work- 
ing at  the  Bridges’  household,  the  family  played  the 
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major  role  in  Roy’s  care.  Many  times  it  appeared  that 
“home  care”  was  more  interested  in  planning  therapy 
than  in  the  actual  care  of  the  patient.  Planning  is  more 
glamorous  than  emptying  bedpans  or  looking  after  the 
many  needs  of  a disabled  patient. 

While  Mr.  Bridges  was  home  following  his  major  ill- 
ness, his  attending  physician  averaged  at  least  one  house 
call  a month.  Roy  Bridges  did  well  and  became  totally 
independent  for  activities  of  daily  living.  His  family, 
friends,  and  physician  (not  to  mention  “home  care”) 
were  most  encouraged  by  his  amazing  progress. 

Roy’s  convalescence  was  temporarily  interrupted  by 
prostatic  surgery,  but  again  the  patient  fooled  the  ex- 
perts and  returned  home.  He  did  well  for  an  extended 
period  of  time  after  his  second  hospitalization  but  had 
to  be  admitted  for  a third  time  due  to  excruciating  back 
pain  secondary  to  severe  arthritis.  The  third  hospitali- 
zation was  not  a long  one,  and  the  patient  returned 
home  much  improved. 

Thereafter  everything  went  well  at  the  Bridges’  home 
for  many  months  until,  one  day,  Mrs.  Reta  Bridges  de- 
veloped severe  chest  pain  and  shortness  of  breath  and 
was  hospitalized  with  an  acute  myocardial  infarction. 
This  was  a major  crisis  for  the  Bridges.  Roy  Bridges 
could  not  function  at  home  without  his  wife  and  now  she 
was  lying  acutely  ill  in  the  intensive  care  unit  at  the  hos- 
pital. What  should  be  done  for  Roy  Bridges?  The  so- 
cial workers  suggested  a nursing  home,  but  the  family 
and  attending  physician  feared  that  Roy  would  not  do 
well  in  such  an  environment.  A half-way  house  or 
health-related  facility  was  theoretically  fine  but  would 
have  taken  all  the  Bridges’  savings  in  a short  time.  For 
the  second  time,  Reta’s  sister  came  to  the  rescue  and 
flew  down  to  stay  with  Roy.  This  time  she  remained 
three  months  while  Mrs.  Bridges  recuperated  sufficient- 
ly to  again  resume  the  care  of  her  chronically  ill  hus- 
band. 

In  the  case  of  Roy  Bridges,  the  loving  attention  of  his 
wife  and  sister-in-law  enabled  the  Bridges’  to  manage  at 
home  for  two  years  longer  than  anyone  expected.  Natu- 
rally good  stories  must  come  to  an  end.  Roy  Bridges 
fractured  his  left  hip  and  six  weeks  later  died  of  compli- 
cations from  the  hip  fracture  at  one  of  the  local  hospi- 
tals. 

The  Roy  Bridges  story  is  written  for  many  reasons. 
The  heroism  of  the  family  in  caring  for  Roy  Bridges 
must  be  commended  and  applauded.  There  are  also 
lessons  to  be  learned.  The  cost  of  caring  for  our  senior 
citizens  in  nursing  homes  and  half-way  houses  is  truly 
staggering,  and  the  tax  payer,  already  burdened  by  ris- 
ing costs  and  inflation,  is  in  no  mood  to  take  on  addi- 
tional responsibilities.  Families  must,  therefore,  fend 
for  themselves  as  the  Bridges  have  done.  What  proud, 
self-sufficient  family  wants  to  go  on  welfare  unless  there 
is  no  other  alternative? 

While  medical  science  has  advanced  greatly  in  the 
past  decade,  we  are  still  unable  to  deal  with  the  prob- 
lems of  aging.  The  introduction  of  Medicare  has  led  to 
increased  hospital  utilization  by  senior  citizens.  Medi- 
cal floors  in  acute  general  hospitals  are  filled  with  the 
sixty-five-and-over-age  group.  The  lives  of  these  pa- 
tients have  been  prolonged  by  pacemakers;  defibrilla- 
tors; new  advances  in  the  treatment  of  high  blood  pres- 
sure; heart  failure;  and  infectious  disease.  Only  too 
often,  however,  the  patient  does  not  recover  sufficiently 


to  return  home.  Families  are  then  faced  with  the  ques- 
tion of  placement  of  an  elderly,  debilitated  patient  in  a 
long-term  care  institution.  Even  the  most  ambitious 
national  health  insurance  plans  have  failed  to  come  to 
grips  with  such  problems  because  the  projected  cost  is  so 
high. 

Several  conclusions  can  be  drawn  from  the  Roy 
Bridges  Story: 

1.  Rising  medical  costs  are  largely  due  to  the  un- 
solved problems  of  aging  and  are  not  the  fault  of  physi- 
cians or  hospitals  as  some  politicians  contend. 

2.  The  family  is  the  unit  that  can  most  effectively 
assist  a chronically  ill  patient. 

3.  Government  health  agencies  and  health  planners 
can  assist,  but  the  main  burden  of  caring  for  a chronical- 
ly ill  patient  remains  with  the  family. 

4.  The  Roy  Bridges’  story  shows  that  in  selected  cir- 
cumstances, some  families  can  deal  with  chronic  illness 
successfully. 

ALEXANDER  L.  STRASSER,  M.D. 

2479  Browncroft  Boulevard 
Rochester,  New  York  14625 


Lillehei-Kaster  pivoting  disk  valve 

To  the  Editor:  This  is  in  reference  to  the  following  arti- 
cle: Lillehei,  C.  W.,  Raster,  R.  L.,  Coleman  M.,  and 

Block,  J.  H.:  Heart  valve  replacement  with  Lillehei- 

Kaster  pivoting  disk  prosthesis,  New  York  State  J.  Med. 
74:  1426  (July)  1974. 

During  the  period  covered  by  this  paper  (July,  1970  to 
January,  1973),  12  patients  with  Lillehei-Kaster  pros- 
thetic heart  valves  were  catheterized  in  our  laboratory. 
I can  positively  identify  the  hemodynamic  data  of  the  9 
patients  reported  in  the  above  paper  as  coming  from 
this  group  of  12  patients.  The  data  are  correct  except 
for  the  following:  each  value  given  for  the  “In  Vivo 

Valve  Orifice  Area”  in  Tables  III,  IV,  and  V is  140  per 
cent  of  the  value  reported  from  our  laboratory.  Fur- 
thermore, the  “AVA  CALC.”  and  “MVA  CALC.”  for  the 
Lillehei-Kaster  pivoting  disk  valves  (LKPD)  listed  in 
Table  VI  and  VII  are  each  140  per  cent  of  our  reported 
values.  This  is  not  true  of  the  values  reported  for  other 
types  of  prosthetic  valves  (SEA,  SEM,  and  CS). 

It  would  appear  that  the  authors  arrived  at  these 
values  by  using  the  following  equation: 

Value  orifice  area  in  cm.2  = 

cardiac  output  in  ml. /min. 

filling  period  in  sec. 


0.7  x 44.5  J mean  gradient  in  mm.  Hg 

They  appear  to  have  used  this  equation  to  calculate 
postoperative  valve  orifice  areas  for  Lillehei-Kaster  pi- 
voting disk  valves  in  both  the  mitral  and  the  aortic  posi- 
tion, but  not  for  postoperative  values  for  competitive 
types  of  prosthetic  valves  or  for  preoperative  calcula- 
tions of  valve  orifice  areas. 

We  do  not  use  the  0.7  factor  found  in  the  denominator 
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of  the  above  equation  for  the  calculation  of  either  the 
mitral  or  the  aortic  valve  orifice  area  in  our  laratory. 
However,  it  is  true  that  some  laboratories  do  use  this 
factor  when  calculating  the  mitral  valve  orifice  area. 

If  this  factor  is  used  to  calculate  postoperative  mitral 
valve  orifice  areas  for  the  Lillehei-Kaster  pivoting  disk 
valve,  it  also  should  be  used  to  calculate  postoperative 
mitral  valve  orifice  areas  for  competitive  valves  and  to 
calculate  preoperative  mitral  valve  orifice  areas.  Other- 
wise meaningful  comparison  of  these  data  is  not  possi- 
ble. The  0.7  factor  is  never  used  to  calculate  the  aortic 
valve  orifice  area. 

The  hemodynamic  data  from  the  patient  reported  in 
Table  V is  not  included  in  Tables  VI  and  VII.  When 
this  is  done  and  when  the  postoperative  valve  orifice 
areas  are  calculated  in  a comparable  way,  the  clear-cut 
hemodynamic  advantage  of  the  Lillehei-Kaster  pivoting 
disk  valve  compared  to  the  Starr-Edwards  and  Cutter- 
Smeloff  valves  is  no  longer  apparent. 

SUSAN  A.  KLINE,  M.D. 

Director,  Adult  Cardiac 
Catheterization  Laboratory 
The  New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 
New  York,  New  York  10021 


Dr.  Lillehei’s  reply 

To  the  Editor:  Dr.  Kline’s  point,  aside  from  some  tech- 
nical considerations  in  the  use  of  Gorlin’s  formula  which 
I will  discuss  below,  is  that  the  recatheterization  data 
cited  in  our  publication  does  not  show  a “clear-cut  he- 
modynamic advantage  of  the  Lillehei-Kaster  pivoting 
disk  valve  (LKPD)  compared  to  the  Starr-Edwards  and 
Cutter-Smeloff  ball  valves.”  We  would  agree  fully  with 
Dr.  Kline’s  statement,  and  in  fact  referring  to  our  paper 
under  the  subtitle,  “Comparisons  among  different  types 
of  prosthetic  valves”  (p.  1434)  where  the  interpretation 
of  that  catheterization  data  is  discussed,  I quote  verba- 
tim the  concluding  sentence  in  that  section  as  follows: 
“The  body  of  data  is  small  and  statistically  meaningful 
inferences  cannot  yet  be  drawn;  however,  these  initial 
studies  indicated  that  the  design  of  the  LKPD  valve  was 
a hemodynamic  improvement  over  the  other  prostheses 
available  for  restudy.”  It  would  seem  to  us  that  this 
conclusion  is  unmistakably  clear. 

Perhaps  Dr.  Kline’s  concern  is  with  our  obvious  infer- 
ence that  we  believed  the  LKPD  valve  was  hemodynam- 
ically  superior.  If  so,  then  we  would  differ  with  her  em- 
phatically since  this  supposition  was  supported  at  that 
time  by  a substantial  amount  of  experimental  and  clini- 
cal evidence  referred  to  and  discussed  in  other  sections 
of  this  same  article,  and,  of  course,  confirmed  subse- 
quently by  data  accumulated  during  the  last  year  espe- 
cially by  others. 

This  supporting  evidence  was  threefold  in  scope. 
First,  was  the  unique  and  original  valve  design  permit- 
ting central  flow  through  an  orifice  created  by  a free- 
floating  “unhinged”  disk  opening  to  80  degrees  from  the 
horizontal.  This  central  laminar  type  flow  may  be  com- 
pared to  the  peripheral,  often  turbulent,  type  flow  char- 
acteristic of  all  caged  ball  and  conventional  disk  pros- 
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theses  in  which  the  egress  must  always  be  around  the 
periphery  of  a centrally  obstructing  poppet  (Fig.  1). 
Second,  were  the  results  of  our  extensive  series  of  in 
vitro  studies  over  a ten-year  period  of  the  flow  charac- 
teristics of  many  types  of  conventional  prosthetic  valves 
as  well  as  similar  studies  on  a large  number  of  prototype 
designs  of  our  own.  These  flow  measurements  were  car- 
ried out  in  vitro  utilizing  pulsatile  flow  through  a pulse 
duplicator  linked  to  a analog-hybrid  computer  which  al- 
lowed us  to  dissect  valve  flow  characteristics  with  great 
precision.  These  studies  (reference  numbers  5,  6,  7,  in 
the  article  under  discussion)  disclosed  that  the  in  vitro 
pulsatile  flow  characteristics  of  the  Lillehei-Kaster  cen- 
tral-flow prosthesis  exceeded  those  of  all  other  valves  by 
recording  larger  cardiac  outputs,  with  lesser  pressure 
gradients,  more  rapid  responses,  and  lessened  energy  re- 
quirements. 

Last,  were  the  important  observations  in  patients,  re- 
corded in  this  article,  on  the  degree  of  chronic  intravas- 
cular hemolysis  (blood  destruction)  measured  with  the 
LKPD  valve  compared  to  the  ball  and  conventional  disk 
valves.  The  increased  destruction  of  erythrocytes  and 
other  cellular  blood  elements  has  been  shown  repeatedly 
to  be  closely  related  to  turbulent  flow  and  excessive 
sheer  stress.  Obstruction  to  blood  flow  through  a pros- 
thetic valve  increases  both  turbulence  and  sheer  stress 
with  resultant  increased  hemolysis.  Our  studies,  subse- 
quently, confirmed  by  others  (Nitter-Hauge  et  al., 
Chronic  intravascular  hemolysis  after  aortic  valve  re- 
placement, Brit.  Heart  J.  36:  781  [1974])  demonstrated 
that  the  degree  of  vascular  hemolysis  with  the  Lillehei- 
Kaster  pivoting  disk  valve  was  strikingly  reduced. 

Gorlin’s  equation  quoted  in  Dr.  Kline’s  comments  was 
devised  some  twenty-five  years  ago  to  correlate  the  rela- 
tionships between  valve  area,  blood  flow,  and  pressure 
differences  across  stenotic  valves  in  vivo.  It  has  been 
widely  used  and  generally  helpful.  Some  investigators 
have  leveled  criticisms  at  its  well-recognized  inaccura- 
cies, but  suffice  it  to  say  that  none  has  devised  a better 
basic  formula.  However,  various  investigators  have  in- 
serted various  constants  from  0.7  to  1 in  an  attempt  to 
compensate  for  these  recognized  inaccuracies.  Proba- 
bly a majority  of  laboratories  use  the  0.7  constant  in  cal- 
culating mitral  valve  orifices  which  gives  a very  substan- 
tially larger  valve  orifice  (with  the  same  data)  than  when 
a constant  of  1 is  used.  The  result  is  a certain  amount 
of  confusion  when  trying  to  compare  published  data 
from  different  laboratories  since  often  this  particular 
variable  is  not  stated. 

Postoperative  data  on  flow  characteristics  in  our  arti- 
cle under  discussion  was  meager  at  the  time  the  paper 
was  submitted  in  1973.  However,  the  additional  data 
accumulated  since  then  has  unequivocally  confirmed 
the  superior  flow  characteristics  through  the  LKPD 
valve  when  compared  with  ball  and  conventional  disk 
valves. 

During  the  past  year,  several  papers  have  appeared  in 
the  literature  by  other  authors  attesting  not  only  to  the 
hemodynamic  superiority  of  the  Lillehei-Kaster  pivot- 
ing disk  valve,  but  also  to  its  remarkably  low  incidence 
of  thromboembolism.  (During  this  same  period  there 
have  been  no  negative  reports  to  our  knowledge.)  Sev- 
eral worthy  of  mention  are:  P.  J.  Starek  and  colleagues 
at  the  University  of  North  Carolina  who  reported  on  he- 
modynamic data  in  45  patients  with  the  LKPD  valve 


FIGURE  1.  A.  Design  of  typical  caged  ball  valve  prosthe- 
ses.  All  outflow  must  go  around  the  periphery  of  a cen- 
trally obstructing  ball  or  poppet.  In  conventional  disk 
valves  the  flow  likewise  is  entirely  peripheral.  B.  Design 
of  Lillehei-Kaster  pivoting  disk  prosthesis  with  central  flow 
across  both  sides  of  a free  floating  (unhinged)  disk  which 
opens  to  80  degrees. 


studied  before  and  after  operation  (LeCouer,  April, 
1975;  also  accepted  for  publication  in  the  Journal  of 
Thoracic  & Cardiovascular  Surg.,  1975).  They  stated 
that  “based  on  the  data  presented,  it  is  concluded  that 
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the  LKPD  valve  is  superior  to  the  caged  ball  valve  in  he- 
modynamic performance.” 

Professor  H.  G.  Borst,  chief  of  the  thoracic  and  car- 
diovascular unit  of  the  Medical  School  at  Hanover,  Ger- 
many, reported  at  the  23rd  European  Cardiovascular 
Surgery  Congress  (in  Oslo,  July,  1974,  and  in  press)  on 
their  two  years’  experience  with  aortic  valve  replace- 
ment utilizing  the  LKPD  valve  in  125  patients  without 
using  anticoagulants.  They  made  the  following  obser- 
vations and  conclusions  which  I quote:  “Ball  valve 

prostheses,  mainly  the  Starr-Edwards  models  1260 
through  2320  were  used  exclusively  in  the  first  period. 
After  the  Lillehei-Kaster  valve  was  introduced  at  our 
hospital  in  June,  1972,  both  types  of  artificial  valves 
were  implanted  in  alternating  series.  The  observation 
of  mechanical  dysfunction  in  6 patients  with  a cloth- 
covered  Starr-Edwards  prosthesis  gave  rise  to  the  use  of 
the  Lillehei-Kaster  valve  consecutively  since  June,  1973. 
Meanwhile,  a total  of  125  of  the  Lillehei-Kaster  valves 
have  been  implanted  in  the  aortic  position  without  post- 
operative anticoagulation.  In  their  conclusions,  they 
state,  “We  feel  that  the  pivoting  disk  valve  is  more  suit- 
able with  regard  to  design,  hemodynamic  performance, 
and  liability  to  mechanical  dysfunction.  These  features 
are  doubtless  of  great  importance  in  the  prevention  of 
thromboembolism.” 

Finally,  we  quote  the  report  of  Professor  Efskind  and 
colleagues  of  the  University  Hospital  in  Oslo,  Norway. 
They  reported  on  “Aortic  Valve  Replacement:  One 

year  results  with  the  Lillehei-Kaster  and  Bjork-Shiley 
Disc  Prosthesis  (Am.  Heart  J.  88:  23  [1974])  and  made 
the  following  observations  and  conclusions:  “The  good 
functional  results  following  replacement  with  either  of 
the  two  (disk)  prostheses  are  supported  by  the  finding 
of  a decrease  in  heart  volume  and  a decrease  in  voltage 
in  precordial  leads.”  Further,  in  comparing  their  re- 
sults with  the  disk  valves  and  their  former  experience 
with  the  ball-valve  prostheses,  they  stated,  “Patients 
with  the  two  types  of  disk  prostheses  distinguish  them- 
selves from  patients  with  ball  valves  by  having  a definite 
lesser  incidence  of  hemolysis  as  shown  by  our  study.’ 
Last,  they  state,  “So  far,  no  thromboembolic  episodes 
have  been  observed  in  the  present  series."  (Follow-up 
period  was  twelve  to  fifteen  months). 

On  behalf  of  myself  and  coauthors,  we  wish  to  express 
our  appreciation  for  this  opportunity  to  update  this  dy- 
namic and  ever-changing  subject  of  cardiac  valve  pros- 
theses. 

C.  WALTON  LILLEHEI,  M.D. 

73  Otis  Lane 
St.  Paul,  Minnesota  55104 
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WANTED:  BOARD  CERTIFIED  (EARLY  40’S)  ALLERGIST  WITH  LARGE 
(mature)  practice  in  the  Metropolitan  N.Y.  area,  wishes  to  form  association 
(partnership?),  or  to  buy  into  practice  of  older  colleague  who  is  interested  in 
gradually  retiring  from  practice  during  next  1-10  years.  Object:  to  take  in 
3rd.  junior  partner.  Interested  parties,  i.e.,  older  colleague  as  well  as  prospec- 
tive junior  associates;  latter  must  be  Board  eligible  or  certified.  Dept.  486, 
c/o  NYSJM. 


INTERNIST/GP  SALARY  $30,000  RANGE  PLUS  BENEFITS.  LOCATED  IN 
Finger  Lakes  Region,  gracious  country  living.  Non-discrimination  in  employ- 
ment. Malpractice  insurance  not  necessary.  Contact  Chief  of  Staff.  VA  Cen- 
ter, Bath,  New  York  14810. 


ARE  YOU  TIRED  OF  PAYING  HIGH  MEDICAL  MALPRACTICE  LIABILITY 
premiums?  If  so,  please  contact  Paul  Reith,  M.D..  F.A.C.S..  Chief  of  Staff, 
Georgia  Warm  Springs  Hospital,  Warm  Springs,  Georgia  31830.  Telephone 
(404)  655-3321. 


ROCHESTER,  N.Y.  PSYCHIATRIST,  BOARD  ELIGIBLE  OR  QUALIFIED, 
for  group  practice  in  an  HMO  setting.  M.  P.  Coulter,  M.D.,  Medical  Director, 
Jordan  Health  Center,  Rochester,  N.Y.  14603.  (716)  454-2400. 


DIRECTOR  OF  PATHOLOGY:  BOARD  CERTIFIED,  FOR  310  BED  HOS- 
pital  in  Eastern  Long  Island.  New  York.  New  air-conditioned  facility  with 
modern  equipment  in  a fine  residential  suburban  community.  Negotiable 
salary  plus  excellent  benefits.  Equal  Opportunity  Employer  M/F.  Send 
curriculum  vitae  to:  Mr.  John  P.  Rugh,  Administrator,  St.  John’s  Smithtown 
Hospital.  Route  25A,  Smithtown,  N.Y.  11787. 


FAMILY-GENERAL  PRACTICE  UNUSUAL  OPPORTUNITY  IN  FINE 
island  community  off  coast  of  New  London,  Conn,  to  establish  year  round 
practice.  Working  relationship  probable  with  excellent  hospital  on  mainland. 
Free  use  of  existing,  fully  equipped,  modern  office  including  X-ray,  and  four 
bedroom  house.  Privileges  of  golf  tennis  club  extended  to  family.  Write: 
Catherine  Jenssen,  Island  Health  Project,  Inc.,  P.O.  Box  344,  Fishers  Island, 
N.Y.  06390. 


PHYSICIANS  WANTED— CONT’D 


COUNTY  HEALTH  COMMISSIONER,  UPSTATE,  N.Y.;  ADMINI!  J 
comprehensive  range  of  environmental,  clinical  and  preventive  services  » 
lent  staff  of  130  members;  population  155,000;  recreational,  sports,  edi  iq 
al  and  cultural  facilities  in  area;  must  have  license  to  practice  med 
N.Y.S.  plus  experience  in  health  administration:  degree  MPH  desira  e 
cellent  fringe  benefits;  salary  negotiable.  Contact  Jonathan  Swift,  Ex  ti 
Assistant,  Rensselaer  County  Court  House,  Troy,  N.Y.  12180.  Phor  i| 
270-5362. 


TEXAS.  CAREER-ORIENTED  FT  EMERGENCY  PHYSICIANS  II 
trauma  experience  wanted  for  new,  dynamic,  well  equipped  hospital  iq 
growth  area  of  El  Paso,  city  of  400,000.  Guar.  min.  $50,000  with  grc 
tential.  Hospital  base  site  for  paramedic  station.  Contact:  T.  | I 

Powers,  M.D.  or  Lorene  Watson,  Medical  Staff  Secretary,  Eastwood  F ii  t 
10301  Gateway  West,  El  Paso,  Texas  79925.  (915)  592-0261,  ext.  1222,  • 
592-9183. 


SEVEN  MAN  G.P.  GROUP  SEEKS  REPLACEMENT,  G.P.  OR  INTE  1 
for  partner.  Cover  every  seventh  night  and  weekend.  Beautiful  colli  n 
90  miles  from  New  York  City.  Excellent  hospitals.  Early  partners!  . I 
cation  area.  Joseph  F.  Krivda,  Medical  Associates  of  New  Paltz,  P 
York  12561. 


INTERNIST  OR  FAMILY  PRACTITIONER  FOR  DELIGHTFUL  NE/  tl 
western  small  city.  Will  combine  two  active  practices  going  full  stet  i 
cellent  JCAH  hospital  L4  mile;  recreation,  schools,  churches,  etc.  E<  di 
from  university  medical  centers.  Income  six  figures;  malpractice  ii  a 
available;  women  M.D.’s  well  accepted.  Curriculum  vitae  first  lett  e 
ences.  Dept.  496.  c/o  NYSJM. 


PHYSICIAN  TO  WORK  FULL  TIME  IN  MULTI-LEVEL  GERIATR  1 
ter,  including  nursing  home,  health  related  facility,  and  apartment  ip 
Contact  Eli  A.  Leven,  M.D..  Medical  Director,  St.  -John’s  Home,  150’  nl 
Ave.,  Rochester.  N.Y.  14620.  Tel:  (716)  271-5413. 


EMERGENCY  DEPARTMENT  PHYSICIAN:  FIVE  PHYSICIAN  3 
guaranteed  annual  income;  4 weeks  vacation;  1 week  education  le  : 
leave.  St.  Lawrence  vacation  land,  summer  and  winter.  A 530  be  if 
complex  with  modern  facilities.  Write  or  phone  James  C.  Harberst  “ 
Chief  Emergency  Department  Services,  The  House  of  the  Good  Samai  n, 
Washington  St.,  Watertown,  N.Y.  13601,  or  1-315-785-4103. 


PHYSICIAN.  FEE  PAID.  LOW  $30-K  RANGE.  OCCUPATIONA  41 
cine.  General  practice  or  internal  medicine  experience  necessary.  5 
company.  Urgent.  Call  or  send  resume.  Bailey  Employment  Se  ft 
W.  Lancaster  Ave..  Ardmore.  Pa.  19003.  (215)  MI  2-5624. 


ONE  PEDIATRICIAN,  GENERAL  PRACTITIONER,  FAMILY  A 
tioner  and/or  an  internist  needed  for  group  in  Western  New  York  ct  « 
with  102-bed  hospital  Population  11,000;  drawing  area  25,000.  | 

from  two  large  cities  and  Finger  Lake  region.  Nestled  among  rolling  b 
excellent  skiing,  fishing,  hunting  and  boating  opportunities.  Two  ui  g 
in  immediate  area.  Good  school  system.  Salary  negotiable  with  e:  n 
minimum  $35,000.  Send  resume  to  Administrator,  Genesee  Medic  p 
22  West  State  St.,  Wellsville,  N.Y.  14895. 


DIRECTOR — Physician’s  Associate  4-Year  Degree  Program 

Physician  licensed  to  practice  in  New  York  State,  eligible  for  Board 
certification  in  recognized  medical  specialty,  and  knowledgeable 
about  physician  associate  education.  Full-time  position  at  Long 
Island  University/Brooklyn  Hospital  complex,  with  opportunity  for 
clinical  practice  in  appropriate  specialty  department  at  Hospital 
(affiliated  SUNY  Downstate  Medical  Center).  Salary  negotiable. 
Send  vita  to:  Dean  Felice  Lewis,  Long  Island  University,  The  Brook- 
lyn Center,  Brooklyn,  N.Y.  11201. 


ANESTHESIOLOGIST  WANTED:  FULL  TIME  AND  PART  TIIL  n 
lions  available  at  a small  hospital  in  Queens,  N.Y.  Send  curr.  vi  U 
495,  c/o  NYSJM. 


WANTED:  PHYSICIAN  FOR  INDUSTRIAL  POSITION.  COM!  I 
salary  with  excellent  fringe  benefits  including  stock  purchase  plan,  w 
surance  retirement.  Active  staff  of  several  physicians,  full  nursing  a- 
ancillary  personnel.  Upstate  New  York,  200  miles  from  the  New  'k 
Beautiful  hunting,  camping  and  fishing  area.  Dept.  498,  c/o  NYSJIVl 
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E L ESTATE  FOR  SALE  OR  RENT 


,Y\L:  EAST  63RD  STREET.  MODERN  LUXURY  BUILDING;  SERA 
-a  street  entrance  and  rear  entrance;  central  air  conditioning  Ver>  large 
'inis,  including  consultation  room,  one  or  two  examining  rooms,  secretarial 
ifie.  To  share  beautifully  appointed,  large  reception  room.  Available 
V her  197  Y (212)  753-830(). 


MKT  BAY . CARDEN  SPOT  OK  ST.  THOMAS.  RELAX  PEACEFl  LLN 
nhysician's  own  luxuriously  appointed  villa  Accommodates  two  to  five, 
ii fl  on  private,  virgin  white  beach  safe  for  children.  Private  tennis  club  wit  h 
ey  ered  Pro  on  premises;  maid,  central  a c.  no  extras.  Many  repeat  visits 
noappy  thank  you  letters  from  pleased  fellow  physicians.  Off  season  rates 
3*50.  Brochure.  Gilbert  C.  Norton.  Ml)..  101  Jefferson  Ave.,  Endicott. 
J.l  1 A760.  Call  after  5 p.m.  (607)  ST  5-5810. 


VIERSEY  BASKING  RIDGE.  SOMERSET  COUNTY  OFFICE  SPACE 
viable  in  new.  modern  professional  building  Home  of  AT&T  Corporate 
■elquarters.  Growing  area,  good  location.  Ideal  for  specialist.  Available 
ti  diately  Phone  (201)  766-01 1 1.  or  (201)  273-2372. 


PROFESSIONAL  OFFICE  DESIGN  SERVICES 

Existing  and  new  professional  offices  innovatively  planned,  furnished 
and  rehabilitated  by  skilled  team  of  design  professionals. 

Space  utilization  studies— Feasibility  studies— Interior  furniture  & furnish- 
ings—Preparation  of  construction  drawings  & specifications— Design  of 
electro-mechanical  systems— Assistance  in  selection  of  contractors— 
Supervision  of  construction  & installation  of  furniture  & equipment. 

Gloria  Jarotf,  A.S.I.D.,  16  Upland  Lane,  Armonk,  N.Y.  914-273-9575 


FOR  SALE:  HEWLETT  BAY  PARK.  LI,  NEW  YORK  MAGNIFICENT, 
large  colonial  on  2 superbly  landscaped  acres.  Central  air  cond  , burglar  & 
fire  alarm,  sprinkler  system.  Additional  acre  available.  $275,000.  (516) 

374-6770. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


RULE:  HOME  & OFFICE.  WEST  NASSAU;  EXCELLENT  LOCA 
kit  Can  be  converted  into  professional  building;  1 3 acre;  reasonable.  In 
rilice  30  years.  Evenings  (516)  285-6776. 


AVAILABLE  NOW  RETIRED  MEDICAL  DOCTOR'S  OFFICES  COM 
pletely  furnished,  all  expenses  paid  by  me.  Entire  practice  will  be  converted 
to  you.  Anv  specialty.  Please  write  or  call.  1071  Nott  St.,  Schenectady 
N.Y.  or  1-518-374-2360. 


LI  EQUIPPED  MEDICAL  OFFICE  FOR  RENT:  (1.000  SQ.  FT  ).  WAIT 
lgonsultation  and  three  examining  rooms,  small  lab.  Hospitals  in  prox- 
n Growing  family  practice  can  be  assumed.  Leaving  for  residency, 
epnable  rent.  Miller  Place.  L.I.  (516)928-5252. 

V ONCE,  L.I..  N.Y  INTERNIST  RETIRING  FOR  HEALTH  REASONS, 
epate  custom-built.  7'ft  room  office  wing  suitable  for  2 doctors.  Air  con- 
tyed;  burglar  alarm:  nurses  call  system:  large  lead-lined  X-rav  room, 
me  parking.  Gracious  8 room,  3 bedroom  home  with  30'  lving  room,  46' 
agr  bedroom  wing,  2tj  baths;  lovely  details.  2 story  2-car  garage.  Sepa- 
it'  urglar  alarm.  Excellent  area  for  transportation,  hospitals,  golf,  boating, 
iube  seen  to  be  appreciated.  Box  99.  Lawrence,  N.Y  11559. 


BAY  SHORE,  L.I..  HOME-OFFICE  COMBINATION.  ALMOST  ONE  ACRE. 
First  floor:  6 rooms,  2 half  baths,  central  a/c,  carpeted.  Duplex  apt:  4 bed- 
rooms. living  room,  kitchen,  2 full  baths,  laundry  room.  Full  basement;  fire 
alarm  throughout;  30-car  parking  lot.  Two  hospitals  within  minutes. 
$80,000.  Owner  will  hold  mortgage.  (516)265-1026. 


GARDEN  APARTMENT  OFFICE.  14  SOUNDVIEW  AVE.,  WHITE  PLAINS, 
N.Y.,  available  for  physician  after  Jan.  1,  1976.  Separate  consulting  and 
examining  rooms.  Share  waiting  room.  X-ray.  ECG,  lab,  secretarial  and  tech- 
nician services.  Complete  examining  room  and  consulting  room  furniture 
available.  Call  (914)  949-3061. 


L EAST  77TH  ST  TOWN  HOUSE  1ST  FLOOR.  SEPARATE  EN 
’■  mahogany  panelled  consulting  room,  waiting  & secretary  rooms,  three 
ning  rooms,  one  X-ray  room,  available  immediately.  Call  (212)  288- 


J .1  PROFESSIONAL  SUITE  FOR  RENT  IN  PRESTIGE  MEDICAL 
ii  ng  on  Long  Island.  Available  immediately.  Furnished  if  desired.  Cen- 
d located  near  major  hospitals.  Call  (212)  894-2190. 


GREAT  NECK  ESTATES:  BUILDER'S  OWN  DREAM  HOUSE  CANTI- 

levered  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
architectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
interiors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
entry,  3 huge  bedrooms,  2 baths,  entertain-in  kitchen  with  fireplace.  All  over- 
sized rooms;  on  2/3  acre.  Pool,  tennis,  dock  priveleges.  $195,000.  (516) 

482-3905. 


.NT:  SPACIOUS  PROFESSIONAL  OFFICE  SUITABLE  FOR  DOC- 
Monroe  area.  Call  < 914 1 986-1168  days  Mondav.  Wednesday  or  Friday 
e lings  1914)  986-5552. 


U*K  L I IDEAL  FOR  INTERNISTS,  PEDIATRICIANS  OR 
*3  Brick  split  level  on  treed,  corner  property  (120  x 120).  Office  in- 
d.:  Separate  entrance,  waiting  room,  office,  full  bath,  kitchen.  Resi- 

1.  Overlooks  lake.  10  rooms,  5 bedrooms.  4 baths,  garage,  intercom 
e|hout.  cordon  bleu  kitchen,  gunite  pool  $79,990.  Silverlake  (516) 


..'  NT-  800  SQ  FT..  HEWLETT.  LONG  ISLAND.  PROFESSIONAL 
i ig.  1229  Broadway.  Hewlett.  For  information  call  Mr.  Stephen  Jacobs 
6 9o-.-)717. 


HDSON  VALLEY:  BRICK.  BUCKS  COUNTY  ARCHITECT 

n d home:  five  bedrooms.  baths,  three  fire  places,  screen  and  glass 
1<  d terrace  on  29  beautiful  wooded  acres  within  easy  access  of  N.Y.C. 
i used  for  professional  purposes.  $160,000.  Owner  must  sell.  Write 
< 8.  Pleasant  Valley.  N.Y.  12569.  or  call  (914)  635-3642,  or  (914)  454-0410. 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
Professional  Center.  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


FLUSHING  NORTH.  FOR  SALE.  ONE  FAMILY,  BRICK  COLONIAL,  4 
bedrooms,  2\  baths.  2 enclosed  porches,  living  room  with  fireplace,  English 
tavern  replica  finished  basement;  beautifully  landscaped  72  X 100  plot.  Room 
for  expansion;  2-car  garage  plus  off  street  parking.  Near  Parsons  Blvd.  & 
Bayside  Ave.,  11  miles  to  Midtown  & 5 miles  to  Bronx.  Price:  $99,500.  Re- 
tired owner.  For  appointment  (212)  539-8942. 


KEW  GARDENS.  QUEENS,  123-25  82ND  AVENUE,  8 ROOM  DOCTOR’S 
office:  apartment  building  separate  entrance.  Completely  pannelled  and  air- 
conditioned.  Call  793-6000  or  see  superintendent. 


FOR  RENT  SPACE  AVAILABLE  FOR  OB/GYN  IN  BEAUTIFUL  NORTH- 
ern  New  Jersev,  28  miles  from  New  York  City.  Kinnelon  Medical  Center 
Kennelon.  N..J.  (201)838-0188. 
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UPDATE  75 


SPECIAL  NOTE:  This  course  is  both  approved  and  au- 
thorized by  both  the  N.Y.  State  Boards  for  Medicine  and  for 
Dentistry.  The  50  credit  hours  will  count  toward  the  100 
hours  of  instruction  required  by  N.Y.  State  for  acupuncture 
certification. 


Last  fall,  the  National  Acupuncture  Research  Society  held  its  First  Annual  Convention 
and  Scientific  Assembly  in  New  York  City.  600  physicians  and  dentists  attended 
its  sessions. 

This  fall  the  Society  will  sponsor  and  hold  its  Second  Annual  Convention.  It  has 
been  scheduled  to  provide  50  hours  of  didactic  training  and  information.  Its  faculty 
will  be  expanded  from  the  30  International  experts  that  made  for  such  a 
successful  program  in  1974. 

In  addition,  this  year  the  workshops  will  be  restricted  to  small  working  groups 
and  “Hands  On"  training  will  be  emphasized.  In  summary,  this  year's  program  will 
be  the  finest  in  Acupuncture  Medicine  updating  ever  presented  in  the  United  States. 

Plan  now  to  attend;  mark  your  calendar,  September  25-30,  1975  at  the  New  York 
Hilton,  1335  Avenue  of  the  Americas,  New  York  City. 

Registrations  are  now  being  accepted  at  a fee  of  $495.00  for  the  full  five  day  program.  Please 
Register  Early,  As  The  Workshop  Sections  Will  Be  Limited. 

Check  the  attached  coupon  on  this  brochure  and  a place  will  be  reserved  for  you. 


NATIONAL  ACUPUNCTURE  RESEARCH  SOCIETY 

REGISTRAR — Suite  602,  1841  Broadway 
New  York,  New  York  10023,  Telephone  (212)  582-0331 
Gentlemen: 

□ Please  rster  me  in  Acupuncture  Update  75 
$495 


□ Please  send  me  more  information. 

□ Please  send  me  information  regarding  mem- 
bership in  the  National  Acupuncture  Re- 
search Society. 

Amount  Of  Check  Enclosed  $ 
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12  issues  mailed  first  class  in  advance  of  the  New  York  State 
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WGO-1 


“ ““ 450  Clarkson  Avenue 

NEW  YORK  CITY Brooklyn 

ONCOLOGY 


OCTOBER  1975 


October  1 / 29,  1975 

1 1:00  a.m.  Wednesdays 

St.  John’s  Episcopal  Hospital 

480  Herkimer  Street 
Brooklyn 

October  1 

NEONATAL  SEPSIS  AND  MENINGITIS 

H.  EVANS,  M.D. 

(SUNY)  Downstate 

October  8 

PNEUMONIA  IN  INFANTS  AND  CHILDREN 

P.  STEINER,  M.D. 

(SUNY)  Downstate 

October  15 

RADIOLOGY  IN  THE  NEWBORN  CHEST 

G.  KASSNER,  M.D. 

(SUNY)  Downstate 

October  22 

RESPIRATORY  PROBLEMS  IN  THE  I.C.U. 

R.  EHRLICH,  M.D. 

(SUNY)  Downstate 

October  29 

HEPATOCELLULAR  FAILURE 

A.  SCHUSSHEIM,  M.D. 

(SUNY)  Downstate 

For  further  information  contact  Bernard  H.  Shulman,  M.D.,  St. 
John's  Episcopal  Hospital,  at  above  address,  Brooklyn  11213, 
Tel:  212/467-7000. 


October  1,  1975 

4:00-p.m.-5:30  p.m.  Wednesday 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

RATIONAL  USE  OF  TRANQUILIZERS 
AND  SEDATIVES 

PETER  GRUEN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  1 % 


October  1,  1975  / March  24,  1976 

8:00  a.m  -9:00  a m.  Wednesdays 

Downstate  Medical  Center  (SUNY) 


BERNARD  GARDNER,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 24  hrs. 

AAFP  pending 

For  further  information  contact  Bernard  Gardner,  M.D.,  Box 
40  Downstate  Medical  Center,  450  Clarkson  Avenue, 
Brooklyn  11203.  Tel:  212/270-1955. 


October  3,  November  21,  1975; 

January  16  & February  (?),  1976 

9:30  a.m. -4:00  p.m.  Fridays 

Downstate  Medical  Center  (SUNY) 

South  Beach  Psychiatric  Center 
777  Seaview  Avenue 
Staten  Island 

THE  BORDERLINE  AND  SCHIZOPHRENIC 
PATIENT 

ALVIN  M.  MESNIKOFF,  M.D. 

MILTON  M.  BERGER,  M.D. 

FEE:  $90.  4 day  series 

$35.  single  day  in  series 
CREDIT:  AMA  Cat.  1 4%  per  day  (hr.  for  hr.) 

AAFP  (pending) 

For  further  information  and  registration  contact  Milton  Berger, 
M.D.,  South  Beach  Psychiatric  Center,  at  above  address, 
Staten  Island  10305.  Tel:  212/390-6131. 


October  5,  12,  19,  26,  1975 

10:00  a.m. -12:00  noon  Sundays 

Downstate  Medical  Center 

The  Coney  Island  Hospital-Auditorium 

2601  Ocean  Parkway 

Brooklyn 

STANDARD  ELECTROCARDIOGRAPHY 
(with  an  introduction  to  Vectorcardiography) 

ERNST  GREIF,  M.D. 

Coney  Island  Hospital 

FEE:  $40  CREDIT:  AMA  Cat.  1 8 hrs. 

AAFP  (pending) 

For  further  information  and  registration  contact  Ernst  Greif, 
M.D.,  The  Coney  Island  Hospital,  at  above  address,  Brooklyn 
11235. 


October  15,  1975  / April  14,  1976 

8:00  a.m.-10:00  a.m.  Wednesdays 

Downstate  Medical  Center 

The  Coney  Island  Hospital-Auditorium 

2601  Ocean  Parkway 

Brooklyn 

CLINICAL  PROBLEMS  IN  FAMILY 
PRACTICE 

DAVID  MUMFORD,  M.D. 
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Coney  Island  Hospital 

FEE:  $70  CREDIT:  AMA  Cat.  1 50  hrs. 

AAFP  (pending) 

For  further  information  and  registration  contact  David 
Mumford,  M.D.,  Coney  Island  Hospital  at  above  address, 
Brooklyn  11235 


October  15,  1975 

8:30  a m. -4:30  p.m.  Wednesday 

Downstate  Medical  Center  (SUNY) 

Brooklyn  VA  Hospital 
2nd  floor  Assembly  Room 

WHAT’S  NEW  IN  NEUROLOGY 

WALTER  R.  SLADE,  JR,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 7 hrs. 

For  further  information  and  registration  contact  Walter  R 
Slade,  Jr.,  M.D.,  Chief,  Neurology  Service,  800  Poly  Place, 
Brooklyn  11209.  Tel  212/836-6600  ext.  562 


October  19,  1975  / March  28,  1976 

9:00  a m.- 12:00  noon  Sundays 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

RECENT  ADVANCES  IN  FAMILY 
MEDICINE 

C.  M.  PLOTZ.  M.D. 

FEE:  $175  CREDIT:  AMA  Cat.  1 60  hrs. 

AAFP  (pending) 

For  further  information  contact  Office  of  Continuing 
Education,  Box  51,  450  Clarkson  Avenue,  Brooklyn,  11213. 

* This  course  will  also  be  given  in  two  other  locations: 

1.  Peninsula  Hospital  Center,  51-15  Beach  Channel  Drive, 
Far  Rockaway,  11691.  For  further  information  contact 
Edward  H.  Davis,  M.D.,  Peninsula  Hospital  Center,  at  above 
address. 

2.  Boulevard  Hospital,  46-04  31st  Avenue,  Long  Island  City 
11103.  For  further  information  contact  Mrs.  Katherine  Fries, 
Boulevard  Hospital,  at  above  address. 


October  19,  1975  / June  5,  1976 

5:00  p.m. -8:00  p.m.  Sundays 

Downstate  Medical  Center  (SUNY) 

The  Coney  Island  Hospital-Auditorium 

2601  Ocean  Parkway 

Brooklyn 

FIFTH  ANNUAL  REVIEW  OF  INTERNAL 
MEDICINE 

FEE:  $250  for  practicing  physicians  » 

$125  for  residents  & fellows 
CREDIT:  AMA  Cat  1. 
hr  for  hr. 

For  further  information  contact  David  Mumford,  M.D.,  Director 
of  Medical  Education,  Downstate  Medical  Center,  450 


Clarkson  Avenue,  Brooklyn  11203. 


October  25,  1975 

9:00  a m. -2:00  p.m.  Saturday 

Downstate  Medical  Center  (SUNY) 

The  Coney  Island  Hospital-Auditorium 

2601  Ocean  Parkway 

Brooklyn 

ANESTHESIOLOGY  TEACHING  DAY 
(Obstetrical  Anesthesia) 

FEE:  $10.  CREDIT:  AMA  Cat.  1 5 hrs. 

For  further  information  and  registration  contact  Alexandra 
dombrowiecki,  M.D.,  The  Coney  Island  Hospital,  at  above 
address  Brooklyn  1 1235. 


October  29  & November  5,  1975 

1:00  p.m. -5:00  p.m.  Wednesdays 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

DERMATOLOGY  FOR  THE  PRACTITIONER 

L.  BIRD,  M.D.;  B.  BENDER,  M.D.;  P.  FELDMAN,  M.D.;  F. 
GLICKMAN,  M.D.;  Y.  LYNFIELD,  M.D.;  E.  PRICE,  M.D.; 

Y.  RAPP,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 8 hrs. 

AAFP  (pending) 

For  further  information  and  registration  contact  Office  of 
Continuing  Education,  Downstate  Medical  Center,  at  above 
address,  Brooklyn  11203.  Tel:  212/270-2421. 


October  31  & November  1,  1975 

9:00  a. m. -6:00  p.m.  Friday  & Saturday 

Downstate  Medical  Center 

South  Beach  Psychiatric  Center 
777  Seaview  Avenue 
Staten  Island 

VIDEO;  BIOFEEDBACK  AND  OTHER 
MEDIA  IN  PSYCHIATRIC  TRAINING  AND 
TREATMENT 

MILTON  M.  BERGER,  M.D.;  ALVIN  M.  MESNIKOpF,  M.D. 

FEE:  $80.  CREDIT:  AMA  Cat.  1 14  hrs. 

For  further  information  and  registration  contact  Milton  M. 
Berger,  M.D.,  Third  Annual  International  Continuing  Education 
Institute,  South  Beach  Psychiatric  Center,  Staten  Island 
10305. 


Starting  October  1975 

7:00  p.m. -9:00  p.m.  Wednesdays 
twice  monthly  (dates  to  be  announced) 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

INTERDISCIPLINARY  SEMINARS 
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ELI  A.  FRIEDMAN,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 hr  for  hr 

AAFP  (pending) 

For  further  information  and  registration  contact  Office  of 
Continuing  Education,  Box  51,  450  Clarkson  Avenue, 
Brooklyn  11203.  Tel:  212/270-2421. 


September  1975  / August  1976 
(by  special  arrangement) 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

VISITING  FELLOWSHIP  PROGRAMS  IN 
NUCLEAR  MEDICINE, 

NEURORADIOLOGY,  ABDOMINAL 
RADIOLOGY,  SONOGRAPHY  AND 
GENERAL  REVIEW 

JOSHUA  A.  BECKER,  M.D.;  MICHAEL  TENNER,  M.D.; 
NATHAN  SOLOMAN,  M.D.;  JACK  FARMAN,  M.D. 

FEE:  $250.  CREDIT:  AMA,  ACR  Cat.  1 

For  further  information  and  registration  contact  Joshua  A. 
Becker,  M.D.,  Box  1198,  Downstate  Medical  Center,  at  above 
address,  Brooklyn  11203.  Tel:  212/270-1603. 


October  1,  8,  15,  1975 

5:30  p.m.-7:30  p.m. 

Institute  of  International  Medical  Education 

222  East  19th  Street 

SEMINAR  ON  THE  NORMAL  AND 
PATHOLOGICAL  HISTOLOGY  OF  BLOOD 
AND  BONE  MARROW 

ROBERT  L.  ROSENTHAL,  M.D. 

Hospital  for  Joint  Diseases  and  Medical  Center 

For  further  information  contact:  Natale  Colosi,  Ph.D.,  Dean, 

Institute  of  International  Medical  Education,  at  above  address, 
New  York  10003,  Tel:  212/677-4728. 


October  2 / 30,  1975 

10:30  a m. -1:30  a.m.  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

October  2 

DISTURBANCES  IN  MENSES— JAMES 
JONES,  M.D. 

October  9 

RENAL  PHYSIOLOGY— DR.  SAWANGKOA 

October  16 

RENAL  FAILURE— DR.  SAWANGKOA 

October  23 
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FUNCTIONAL  ANATOMY  UPPER 
EXTREMITIES— DR.  ROSS 


October  30 

X-RAY  FINDINGS  IN  THE  ACUTE 
ABDOMEN— DR.  MOORE 


For  further  information  contact  Williamsburgh  General 
Hospital,  757  Bushwick  Avenue,  Brooklyn  11221.  Tel: 
212/455-9000. 


October  5,  12,  19,  26,  1975 

10:00  a.m. -12:00  noon  Sundays 

Coney  Island  Hospital 

2601  Ocean  Parkway 
Brooklyn 

STANDARD  ELECTROCARDIOGRAPHY 
WITH  AN  INTRODUCTION  TO 
VECTORCARDIOGRAPHY 


Chairman:  ERNST  GREIF,  M.D. 


FEE:  $40.  4 sessions 
$20.  Residents 


For  registration  please  write  Department  of  Medical  Education 
Coney  Island  Hospital,  2601  Ocean  Parkway,  Brooklyn 
11235. 


October  6,  1975 

7:30  p.m.  Monday 

The  Clinical  Society  of  French  & Polyclinic 
Hospital 

345  West  50th  Street 

RECENT  ADVANCES  IN  CORONARY 
ARTERY  BYPASS  SURGERY 


FRANK  COLE  SPENCER,  M.D. 
New  York  University  Medical  Center 


NO  FEE 


CREDIT:  AMA  Cat.  1 


u 

Ih 


For  further  information  contact  Miss  C.  Rich,  The  Clinical 
Society  of  French  & Polyclinic  Hospital,  at  above  address. 
New  York  10019.  Tel:  212/265-8000.  ext.  240 


Polyclinic  Division  of  French  and  Polyclinic 
Medical  School  and  Health  Center 

345  West  50th  Street 


frlGC 


FLEX  REVIEW  COURSE 

A.  Basic  Sciences 

B.  Clinical  Sciences 


mi 


|Sfc 


ECFMG  REVIEW  PROGRAM 


4* 


For  further  information  on  the  above  courses  offered  contact 


Medical  School  Registrar,  Mrs.  Thelma  Barnell,  Tel:  212/ 
265-8000.  ext.  496. 


October  7,  1975 

7:00  p.m.  Tuesday 


% 
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N.Y.  Academy  of  Medicine 

2 East  103rd  Street 

Section  on  Dermatology  and  Sy philology 

1.  Presentation  of  Cases 

2.  Executive  Session 

3.  Discussion  of  Cases 


. October  9,  1975 

9:20  a.m.-4:30  p.m  Thursday 

N.Y.  Academy  of  Medicine 

2 East  103rd  Street 

Fourth  Annual  Symposium  on  Medical  Education 

PROSPECTIVE  MEDICAL  REQUIREMENTS— 
HOW  ARE  THEY  TO  BE  MET? 

* Advanced  registration  prior  to  October  2.  is  required.  For 
further  information  and  registration  contact  the  New  York 
Academy  of  Medicine,  the  Office  of  Medical  Education,  2 East 
103rd  Street,  New  York  10029. 


October  16,  1975 

8:00  p.m.  Thursday 

New  York  Academy  of  Medicine 

— Caspary  Hall 

Rockefeller  University 
York  Avenue  & 66th  Street 

THE  IMMUNO-GENETICS  OF 
DIFFERENTIATION  IN  THE  MOUSE 

EDWARD  BOYSE,  M.D. 

Memorial  Sloan  Kettering 


October  21,  1975 

8:00  p.m.  Tuesday 

Jew  York  Academy  of  Medicine 

East  103rd  Street 

STRESS  AND  CORONARY  ARTERY 
DISEASE 


October  7 / 28,  1975 

1 1:00  a.m.  Tuesdays 

>eth  Abraham  Hospital 

llerton  Avenue  at  Bronx  River  Parkway 
ronx 

ctober  7 

ALTERATIONS  OF  CONNECTIVE  TISSUE 
is*  WITH  AGING 

OLGA  BLUMENFELD,  M.D. 

Albert  Einstein  College  of  Medicine 

- — ctober  14 

EFFECTS  OF  AGING  ON  THE 


VASCULAR  SYSTEM 

QUENTIN  DEMING,  M.D. 

Albert  Einstein  College  of  Medicine 

October  2 1 

VITAMINS  IN  THE  ELDERLY 

VICTOR  HERBERT 

Columbia  University  College  of  P & S 

October  28 — To  be  announced. 

For  further  information  contact  Harvey  C.  Shapiro,  M.D., 
Medical  Director,  Beth  Abraham  Hospital,  at  above  address, 
Bronx  10467.  Tel:  212/920-6013. 


October  8,  1975 

New  York  Surgical  Society 

The  University  Club 
ANNUAL  DINNER  MEETING 

For  further  information  contact  William  T.  Stubenbord,  M.D., 
525  East  68th  Street,  New  York  10021. 


October  14,  1975 

8:30  p.m.  Tuesday 

The  New  York  Psychoanalytic  Society 

247  E 82nd  Street 

SLEEP  ORGASM  IN  WOMEN 

MARCEL  HEIMAN,  M.D. 

The  New  York  Psychoanalytic  Society 

NO  FEE 


October  15,  1975 

4:00  p.m. -5:30  p.m.  Wednesday 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

Conference  Room,  1625  St.  Peters  Avenue 
Bronx 

DRUGS  TO  USE  IN  HEART  DISEASE 

MORRIS  STAMPFER,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAFP  1% 


October  17,  1975 

8:30  p.m.  Friday 

Semmelweis  Scientific  Society 

The  New  York  Academy  of  Medicine 
2 East  1 03rd  Street 

Dr.  Leslie  Vermes  Memorial  Meeting 

1.  Euology 

PAUL  A.  RADNAY,  M.D. 

2.  Some  Interesting  Radiological  Findings  in 
the  Intestinal  Tract 

RICHARD  H.  MARSHAK,  M.D. 


September  1 975/  New  York  State  Journal  of  Medicine  1 849 

WGO-5 


3.  Some  Thoughts  on  the  Causes  of 
Diagnostic  Errors 

MARTIN  GARDY,  M.D. 

4.  Collation 


JEANNE  SMITH,  M.D. 


October  23,  1975 

8:00  p.m.  Thursday 

The  Brooklyn  Neurological  Society 

Lecture  Hall  #1,  Basic  Sciences  Building. 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Bronx 

THE  MEDICAL  AND  SURGICAL 
MANAGEMENT  OF  SUBARACHNOID 
HEMORRHAGE 


October  21,  1975  / April  20,  1976 

7:00  p.m.-l  1:30  p.m. 

Maimonides  Medical  Center 

Maimonides  Hall 
950  49th  Street 
Brooklyn 

PREPARATION  FOR  PEDIATRIC  BOARDS 

FEE:  $50. 

For  further  information  and  application  contact  Mrs.  Shirley 
Lasky,  Registrar,  Maimonides  Medical  Center,  4802  Tenth 
Avenue,  Brooklyn  1 1219.  Tel:  212/UL-3-1200. 


October  22,  1975 

8:30  p.m. -10:00  p.m.  Wednesday 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 

SPECIALTY  TRAINING  PROGRAM  IN 
PSYCHOANALYTIC  MEDICINE 
THE  TRANSFORMING  PROCESS 

DAVID  SHAINBERG,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1(iy2hrs.) 


October  22,  1975 

8:30  p.m.  Wednesday 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

THE  PSYCHODYNAMICS  OF 
AGGRESSION  IN  WOMEN 

MARTIN  SYMONDS,  M.D. 

New  York  University  School  of  Medicine 

Discussants: 

RAY  S.  GREENBERG,  M.D. 

American  Academy  of  Psychoanalysis 

ELEANOR  YACHNES,  M.D. 

Karen  Horney  Clinic 


October  24,  1975 

8:30  p.m.  Friday 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

WHAT  CAN  OUR  CHILDREN  TEACH  US? 


1.  Surgical  Management 

JOSEPH  RANSOHOFF,  M.D. 
N.Y.U.  Medical  Center 

2.  Medical  Management 

PAUL  SLOSBERG,  M.D. 
Mount  Sinai  Hospital 


October  25,  1975 

8:30  a.m.-1:30  p.m.  Saturday 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

310  East  14th  Street 

SYMPOSIUM  ON  MACULA  DYSFUNCTION 

This  is  a comprehensive  course  with  emphasis 
on  the  early  diagnosis,  workup  and  therapy  of 
macular  dysfunction.  The  normal  macula  zone 
of  the  retina  (anatomy,  histology  and 
physiology)  will  be  reviewed  and  the  following 
subjects  will  be  covered  in  great  detail: 

1.  Study  Techniques  for  Evaluation  of 
Macula  Dysfunction:  Funduscopy;  Direct 
and  Indirect  Ophthalmoscopy;  Contact 
Lens  Slit-Lamp  Funduscopy  and  basic 
aspects  of  Angiography. 

2.  Fluorescein  Angiography:  Diagnostic 
Techniques,  including  precise  fluorescein 
landmarks  in  macular  photocoagulation 
therapy. 

3.  Central  Visual  Field  Evaluation: 
Techniques  for  evaluation  of  macula 
edema  (Metamorphopsia);  Scotoma; 
Macula  defects  in  the  presence  of 
advanced  cataract,  corneal  scarring  and 
glaucoma  field  changes. 

4.  Diagnostic  Procedures: 
Electroretinography;  Dark  Adaption;  Col* 
Vision;  Ultrasonography. 

5.  Panel  Discussion 
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Moderator: 


2 East  103rd  Street 


MORTIMER  R.  CHOLST,  M.D. 

Faculty: 

RONALD  CARR,  M.D. 

New  York  University  School  of  Medicine 

MORTIMER  R.  CHOLST,  M.D. 

New  York  Eye  and  Ear  Infirmary 

D.  JACKSON  COLEMAN,  M.D. 

Columbia  University  College  of  P & S 

NORMAN  CHARLES,  M.D. 

New  York  University  School  of  Medicine 

THOMAS  MULDOON,  M.D. 

New  York  Eye  and  Ear  Infirmary 

ARNALL  PATZ.  M.D. 

Johns  Hopkins  University  School  of  Medicine 
FEE:  $75. 

For  further  information  contact  Ms.  Jane  Stark,  Registrar, 

New  York  Eye  and  Ear  Infirmary,  at  above  address,  New  York 
10003,  Tel:  212/673-3480. 


October  25,  1975 

9:00  a m. -5:00  p.m.  Saturday 

The  Bronx-Lebanon  Hospital  Center 
Affiliated  with  Albert  Einstein  College  of 
Medicine 

Conference  Rooms,  Fulton  Division 

1276  Fulton  Avenue 

Bronx 

1.  Aneurysms  Masquerading  as  Mass 
Lesions  in  the  Brain 

2.  Medical  Staffs  Responsibility  for  Quality 
Care  Review 

3.  The  Future  of  Medical  Care  in  the  Bronx 

4.  The  Nurses  Role  in  the  Care  of  the  Dying 
Patient 

5.  Neonates  View  of  the  Hospital 

6.  Vertigo  in  Childhood 

7.  Gynecologic  Problems  in  the  Hyper- Aged 

8.  Use  of  Computerized  Axial  Tomography 
(EMI  Scanning)  in  the  Neurosurgical 
Patient 

For  further  information  contact  the  Bronx-Lebanon  Hospital 
Center,  at  above  address,  Bronx  10456.  Tel:  212/588- 
7000. 


October  28,  1975 

n;Cl  8:30  p.m.  Tuesday 

Rudolf  Virchow  Medical  Society 

N Y.  Academy  of  Medicine 


ORGANIZATION  OF  IMMUNOLOGICAL 
SYSTEMS,  IMMUNODEFICIENCY  AND 
MALIGNANCY 

ROBERT  ALAN  GOOD,  M.D. 

Sloan  Kettering  Institute  for  Cancer  Research 

For  further  information  contact  Elizabeth  D.  Strauss,  M.D., 
315  Central  Park  West,  New  York  10025 


NASSAU  COUNTY 


October  28,  1975 

Long  Island  Dermatology  Society 

Westbury  Manor 
Westbury,  Long  Island 

Dinner  Meeting 

For  further  information  contact  Joel  C.  Fink,  M.D.,  Long  Island 
Dermatology  Society,  75  Edgewood  Avenue,  Smithtown, 
11787.  Tel:  516/AN-5-1351. 


GLENS  FALLS 


October  23,  1975 

12:30  p.m. -4:15  p.m. 

Warren,  Washington  County  Medical  Societies 

Adirondack  Community  College 
Bay  Road 
Glens  Falls 

ABDOMINAL  PAIN— NEWER  METHODS 
OF  CANCER  DETECTION  AND  THERAPY 

NO  FEE  CREDIT:  AAFP  3 hrs. 

For  further  information  contact  Stephen  Serlin,  M.D.,  28 
Sherman  Avenue,  Glens  Falls,  12801.  Tel:  1-518-793- 
1159. 


OUT-OF-STATE 


PROVIDENCE,  RHODE  ISLAND 


October  8,  1975 

8:30  a.m.  Wednesday 

Brown  University 

Providence,  Rhode  Island 

THE  USE  OF  ANTI-NEOPLASTIC  AGENTS 
IN  NON-NEOPLASTIC  DISEASE 


For  further  information  contact  Mrs.  Wilma  Allen,  Continuing 
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Medical  Education,  Brown  University,  Box  G,  Providence, 
Rhode  Island  02912.  Tel:  401/863-2815. 


ANAHEIM,  CALIFORNIA 


ANESTHESIOLOGIST 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologi- 
st. For  further  information  contact  Irving  Cramer,  M.D.,  St. 
Luke’s  Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


October  26-30,  1975 

American  College  of  Chest  Physicians 

Disneyland  Hotel  & Anaheim  Convention  Center, 

Anaheim,  California 

41ST  ANNUAL  SCIENTIFIC  ASSEMBLY 
OF  THE  AMERICAN  COLLEGE  OF 
CHEST  PHYSICIANS 


EMERGENCY  ROOM 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  I 
Room  physician.  Position  offers  excellent  benefits.  For  fur- 
ther information  contact  Irving  Cramer,  M.D.,  St.  Luke’s  Hos- 
pital Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


FAMILY  PHYSICIANS: 


NO  Registration  Fee  for  ACCP  members,  program 
participants,  medical  students,  and  interns  & residents. 

Non-member  physicians  fee  $75. 

For  further  information  contact  Alfred  Soffer,  M.D.,  Executive 
Director,  American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  II  60068. 


ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  Ms.  Emily  Dinkelacker,  Village  of 
Athens. 

BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  For 
further  information  contact  William  Ferris,  Executive  Director, 
Gillam  Community  Center,  Bergen  14416.  Tel:  716/494- 

1621. 


OUT-OF-USA 


CANADA 


October  31  & November  1,  1975 
McMaster  University  Medical  Centre 

1200  Main  Street  W. 

Hamilton,  Ontario 

FOURTH  ANNUAL  PEDIATRIC 
REFRESHER  COURSE  FOR  PRIMARY 
CARE  PHYSICIANS 

For  further  information  contact  Dr.  W.  Feldman,  Dept,  of 
Pediatrics,  McMaster  University  Medical  Centre,  at  above 
address,  Ontario  L8S  4J9 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians’  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians’  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 


The  most  recent  Physicians’  Placement  Op- 
portunities are  listed  in  this  issue.  For  the 
previous  listings  of  opportunities  available 
please  refer  to  the  August  issue  of  What 
Goes  On. 


BROOKLYN,  N.Y.  needs  a Family  Physician  or  an  Internist.  Mal- 
practice insurance  covered  and  excellent  benefits  provided. 
For  further  information  contact  Ms.  Nadmi  Trier,  Sephardic 
Home  for  the  Aged,  2266  Cropsey  Avenue,  Brooklyn,  11214. 
Tel:  212/CO-6-6100. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician.  Fo 
further  information'contact  Mrs.  William  R.  Macfarlane,  West 
winds,  East  Chatham  12060.  Tel:  518/781-4434. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician.  Fc 
further  information  contact  Mr.  Donald  Shadic,  Town  of  Cc 
pake,  Copake,  12516. 


GRANVILLE,  N.Y.,  Washington  County  needs  a Family  Physiciar 
Internist  or  Pediatrician.  For  further  information  contact  Rot 
ert  Vander  Minder,  Telescope  Furniture  Co.,  Granville. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Ph 
sician  for  Clinic-type  practice.  For  further  information  coi 
tact  Donald  R.  Gibbs,  M.D.,  Cortland  Tel:  607/756-9941. 

HERKIMER,  N.Y.  needs  an  Internist  or  a Family  Physician.  F 
further  information  contact  Charles  Eldridge,  Chm.,  Board 
Directors,  "Town  of  Webb  Health  Center,  Old  Forge  1342 
Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician.  F 
further  information  contact  Watson  L.  Walden,  Business  Ma 
ager,  Karl  Medical  Group,  P.C.,  20  Elm  Street,  Horned,  1484 
Tel:  607/324-1571. 


HUNTER,  N."Y.,  Greene  County  needs  a Family  Physician.  F 
further  information  contact  David  Jacobs,  Sec.,  Mountain  T 
Medical  Building  Inc.,  Hunter,  12442. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physici; 
For  further  information  contact  Arthur  Howard,  M.D.,  Ch< 
man.  Physician  Recruitment  Committee,  Johnstown  Hospii 
201  S.  Melcher  Street,  Johnstown,  12095. 


OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians 
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town,  village  and  outlying  areas  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

PATCHOGUE,  N.Y.  Suffolk  County  needs  a Family  Physician 
and  an  Internist.  For  further  information  contact  Dr  Morton 
Jagust,  South  Brookhaven  Health  Center,  Bayview  Drive, 
Mastic  Beach.  11951.  Tel:  516/281-1830. 


DIRECTOR  OF  MEDICAL  EDUCATION 

SMITHTOWN,  N Y.  Suffolk  County  needs  a part-time  physician 
to  initiate  and  coordinate  graduate  medical  education  pro- 
grams for  physicians,  dentists,  podiatrists,  nurses  and  allied 
health  personnel.  The  services  would  not  exceed  24  hours 
per  week  Contact:  St.  John's  Smithtown  General  Hospital, 
Smithtown,  11787. 


PATCHOGUE,  N.Y.  Suffolk  County  needs  a Family  Physician  to 
join  the  Patchogue  Medical  Group  For  further  information 
contact  Joseph  Lomicky,  Adm.,  1 East  Roe  Blvd  , Patchogue, 
11772.  Tel:  516/475-3900. 

. PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician 
For  further  information  contact  Clinton  J.  Mossman,  Mayor, 
Municipal  Building.  Box  00,  Philmont,  12565.  Tel:  518/672- 
7032. 


GENERAL  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  a General  Surgeon.  For 
further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 


INTERNISTS: 


■ i 

□SWEGO.  N.Y.  Oswego  County  needs  a Family  Physician  For 
further  information  contact  Mr  Paul  P.  Sobering,  Adm  , Oswe- 
go Hospital,  Oswego  1 3 1 26.  Tel:  315/341-5520. 


RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm  . 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 


« 

gs 

A 

2H 


10ME,  N.Y.  Oneida  County  needs  a Family  Physician  For  fur- 
ther information  contact  Mr.  William  K Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 


>ARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  Lake  12983. 
Tel:  518/891-4141. 

1 A ^ 

YRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

sc*' 

YRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage  . For  further  information 
* ' contact  Robert  E.  Long,  M.D.,  819  S.  Satina  Street,  Syracuse 
ori ' 13202.  Tel:  315/476-7921. 


BROOKLYN,  N.Y.  needs  an  Internist  or  a Family  Physician.  Mal- 
practice insurance  covered  and  excellent  benefits  provided. 
For  further  information  contact  Ms  Nadmi  Trier,  Sephardic 
Home  for  the  Aged,  2266  Cropsey  Avenue,  Brooklyn,  11214. 
Tel:  212/CO-6-6100. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine  For 
further  information  contact  W.  H.  Stevenson,  Ass't  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street, 
14203.  TEL:  716/845-7490. 

GRANVILLE,  N.Y.,  Washington  County  needs  an  Internist.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-2464 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

PATCHOGUE,  N.Y.  Suffolk  County  needs  an  Internist  and  a 
Family  Physician.  For  further  information  contact  Dr.  Morton 
Jagust,  South  Brookhaven  Health  Center,  Bayview  Drive, 
Mastic  Beach,  11951.  Tel:  516/281-1830. 


\LAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
: • and  an  Internist  Primary  Care  Physicians.  For  further  Infor- 
mation  contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 


POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  For  further  information  contact  Mrs  Alice 
Hersh,  Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Ave- 
nue, Poughkeepsie,  12603. 


AVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  For 
further  information  contact  Mr.  Frederick  Kauffman,  Adm., 
ess*  Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly 
i 14892.  Tel:  607/565-2861. 

rLLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 

jL  \ 

' LLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  For  further  infor- 
mation contact  Mr.  Robert  Arnold,  Willsboro,  12996. 


9^ 


RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
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available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 


OBSTETRICIAN/GYNECOLOGISTS: 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island  2 Ob/Gyn.  seek- 
ing 3rd  Ob/Gyn  for  group.  For  further  information  contact 
Charles  I.  Rosenblum,  M.D.,  41  Brentwood  Rd.,  Bayshore, 
11751.  Tel:  516/665-0808. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  For  further  information  contact 
Mr.  Stewart  Redman,  Adm.,  Community  Hospital,  Harper 
Street,  Stamford  12167.  Tel  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  For  further  information  contact  Thomas  E.  Lavell, 
M.D.,  Delaware  Valley  Hospital,  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-4101. 


OPHTHALMOLOGIST 

NEW  YORK  CITY,  N.Y.  needs  an  Ophthalmologist  for  an  out-pa- 
tient clinic  to  provide  medical  care  for  hotel  workers  and  their 
families.  For  further  information  contact  F.  P.  Guidotti,  M.D., 
Medical  Director,  Health  Center  Family  Medical  Office,  321  W 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 


contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  For  further  information  contact  Mr.  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place,  New 
York,  10038. 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  th< 
Dominican  Republic. 

INTERNIST  needed  to  serve  in  Surakarta,  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contac 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue 
New  York  10016.  Tel:  212/686-3110. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  Yoi 
State  should  contact  AMA,  Physicians’  Placement  Service,  5£ 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-60C 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  clas: 
tied  ad  section  of  JAMA,  The  Journal  of  the  AMA. 


ORTHOPEDIC  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
For  further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 


NEUROSURGEON 

SMITHTOWN,  N.Y.,  Suffolk  County  needs  a Neurosurgeon.  For 
further  information  contact  A.  G.  Zippin,  M.D.,  100  Maple  Av- 
enue, Smithtown,  1 1787.  Tel:  516/265-0606 


PEDIATRICIANS: 

GRANVILLE,  N.Y.,  Washington  County  needs  a Pediatrician.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  t 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospit, 
to  send  notices  of  continuing  medical  education  includi 
teaching  days,  important  lectureships,  courses,  and  simi 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Edit 
WHAT  GOES  ON.  Medical  Society  of  the  State  of  New  Yo 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephoi 
(516)  488-6100.  This  is  a free  service. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  l<  * 
than  cost.  The  $3.00  ohe-year  subscription  rate  guarantees  ; i 
12  issues  mailed  first  class  in  advance  of  the  New  York  St ' 
Journal  of  Medicine. 
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I House  of  Delegates 

Minutes  of  the  Annual  Meeting* 

March  9 through  13,  1975  April  27,  1975 


The  169th  Annual  Meeting  of  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  convened  at  the  Americana 
Hotel,  Seventh  Avenue  and  52nd  Street,  New  York  City,  on  Sun- 
day, March  9,  1975  at  2:05  p.m.;  on  Tuesday,  March  11,  1975  at 
2:10  p.m.;  on  Wednesday,  March  12,  1975,  at  9:10  a.m.  and  2:10 
p.m.;  and  on  Thursday,  March  13,  1975  at  8:15  a.m.;  and  on  Sun- 
day, April  27,  1975  at  9:00  a.m.;  George  T.  C.  Way,  M.D.,  Speaker; 
Samuel  Wagreich,  M.D.,  Vice-Speaker;  Carl  Goldmark,  Jr.,  M.D., 
Secretary;  Joseph  G.  Zimring,  M.D.,  Assistant-Secretary. 


* 

Opening  Proceedings 

Invocation  and  National  Anthem 

. . . Speaker  Way  introduced  Rabbi  Herman  Sayville, 
D.D.,  of  the  Sinai  Congregation  of  The  Bronx,  who  gave 
the  invocation.  This  was  followed  by  the  National  An- 
them . . . 

Report  of  Reference 
Committee  on  Credentials 

. . . Joseph  F.  Shanaphy,  M.D.,  chairman  of  the  Com- 
mittee on  Credentials,  reported  that  215  delegates  were 
registered;  Secretary  Goldmark  reported  that  a quorum 
was  present.  Speaker  Way  then  declared  the  169th  ses- 
sion of  the  House  of  Delegates  open  for  the  transaction 
of  business  . . . 

Memorial  Tribute 

• . . Speaker  Way  read  the  names  of  the  deceased 
members  of  the  House  of  Delegates,  as  follows: 

Bronx  County:  Carl  R.  Ackerman,  county  delegate 
1957  to  1973. 

Cortland,  Fred  A.  Jordon,  county  delegate  1950 
Erie  County:  Lester  S.  Knapp,  delegate  of  the  Sec- 
tion on  Gastroenterology  and  Proctology,  1955;  Herbert 

* A verbatim  copy  of  the  Proceedings  of  the  House  of  Dele- 
gates is  on  file  at  the  Headquarters  Office  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Suc- 
cess, New  York  11040. 


E.  Wells,  county  delegate  1940  to  1943;  1945,  1946;  and 
1949  to  1953. 

Kings  County:  James  L.  O’Leary,  county  delegate 

1963  to  1966. 

Monroe  County:  Christopher  Parnall,  Jr.,  county 

delegate  1954  and  1955. 

Nassau  County:  C.  Dean  Bohrer,  county  delegate 

1957,  1959  and  1960. 

New  York  County:  Daniel  Clifton  Baker,  delegate  of 
the  section  on  Otolaryngology  1961;  David  Bloom,  dele- 
gate of  the  Section  on  Dermatology  and  Syphilology 
1961;  Edward  A.  Burkhardt,  county  delegate  1963  to 
1974;  Barbara  F.  Lipton,  county  delegate  1967  to  1972 
and  1974;  Thomas  A.  Morrissey,  delegate  of  the  Section 
on  Urology,  1954;  George  N.  Wise,  county  delegate  1959 
and  1960. 

Oneida  County:  John  F.  Kelley,  county  delegate 

1947  to  1962;  vice-president  1963;  councilor  1964  to 
1966;  trustee  1967  to  1970. 

Onondaga  County:  William  J.  Michaels,  Jr.,  county 
delegate  1954  to  1959;  Raymond  J.  Pieri,  delegate  of  the 
Section  on  Obstetrics  and  Gynecology,  1953,  1954  and 
1956  to  1958. 

Rensselaer  County:  Gilbert  A.  Clark,  county  dele- 

gate 1951  to  1962. 

Richmond  County:  George  W.  McCormick,  delegate 
of  the  First  District  Branch  1960. 

Rockland  County:  Harold  W.  Grosselfinger,  county 
delegate  1953  to  1960. 

. . .The  House  rose  and  stood  for  a moment  of  si- 
lence. . . 
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. . . The  following  memorial  resolutions  were  unani- 
mously adopted  by  the  House  . . . 

75-136.  Edward  A.  Burkhardt,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  New 

York 

WHEREAS,  Edward  A.  Burkhardt,  M.D.  died  unex- 
pectedly on  October  18,  1974;  and 

WHEREAS,  He  is  remembered  for  his  many  years  as  a 
skilled  internist  in  private  practice  and  in  teaching; 
and 

WHEREAS,  He  further  served  his  profession  unself- 
ishly in  many  capacities  in  the  Medical  Society  of  the 
County  of  New  York  including  President  1969-70, 
Chairman  of  the  Board  of  Trustees  and  of  many  other 
committees  and  the  Medical  Society  of  the  State  of 
New  York  as  Delegate  and  as  a member  of  many  com- 
mittees; and 

WHEREAS,  He  is  remembered  by  his  colleagues  as  a 
warm,  painfully  honest,  forthright  gentleman  with  a 
true  commitment  to  medicine  and  a social  conscious- 
ness to  his  fellowman;  and 

WHEREAS,  These  qualities  were  patently  manifest  in 
his  prolonged  efforts  to  improve  the  quality  of  medi- 
cal care  and  in  establishing  peer  review  mechanisms; 
therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  sor- 
row at  the  loss  of  Edward  A.  Burkhardt,  M.D.;  and  be 
it  further 

Resolved,  That  the  sympathy  of  this  House  be  ex- 
tended to  Mrs.  Burkhardt  and  his  family,  and  that 
copies  of  this  Resolution  be  presented  to  Dr.  Burk- 
hardt’s  wife  and  family. 

Resolution  75-137.  Abraham  H.  Aaron,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  Abraham  H.  Aaron,  M.D.,  born  May  23, 
1889,  died  in  Buffalo,  New  York  on  February  24,  1975; 
and 

WHEREAS,  He  was  engaged  in  the  private  practice  of 
Internal  Medicine  and  Gastroenterology  for  fifty- 
seven  years;  and 

WHEREAS,  He  served  his  profession  as  the  Vice- 
President  of  the  Medical  Society  of  the  State  of  New 
York;  President  of  the  Medical  Society  of  the  County 
of  Erie;  Delegate  to  the  American  Medical  Associa- 
tion; President  of  the  American  Gastrologic  Associa- 
tion, and  many  other  important  positions;  and 

WHEREAS,  He  was  held  in  the  highest  esteem  by  his 
colleagues  and  his  patients  for  his  untiring  efforts  and 
counsel  on  their  behalf,  manifested  in  1971  when  ten 
of  the  most  distinguished  elder  statesmen  of  medicine 
in  the  United  States  met  together  in  Buffalo  to  honor 
Dr.  Aaron  on  the  occasion  of  the  50th  Anniversary  of 
the  University  of  Buffalo  Continuing  Medical  Educa- 
tion Program;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  sor- 
row at  the  loss  of  Abraham  H.  Aaron,  M.D.;  and  be  it 
further 

Resolved,  That  the  sympathy  of  this  House  be  ex- 
tended to  his  many  friends,  patients,  and  colleagues 
and  that  this  resolution  be  made  a part  of  the  official 
proceedings  of  the  1975  meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York. 


Approval  of  Minutes  of  1974  Meeting 


. . . The  minutes  of  the  February,  1974,  session  wen 
approved  as  published  in  the  June  1974  issue  of  the  Nev 
York  State  Journal  of  Medicine  with  the  following  cor 
rections: 

Page  1188  of  that  issue  should  be  changed  to  shov 
that  the  House  defeated  recommendation  4 of  th< 
Reference  Committee  on  Scientific  Activities,  Publi 
cations,  and  Miscellaneous  Matters  and  that  pag( 
1234  should  be  changed  by  addition  of  the  words  “anc 
that  the  hotels  under  consideration  be  so  advised  anc 
strongly  urged  to  comply”  with  amended  resolutior 


74-61  . . . 


REFERENCE  COMMITTEES 

. . . Speaker  Way  announced  that  the  reference  com 
mittees  for  the  1975  House  of  Delegates  were  as  follows: 

Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 

John  P.  Albanese,  The  Bronx 

Arthur  Howard,  Fulton 

Edward  C.  Sinnott,  Nassau 

Orin  A.  Wahl,  Orange 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 

Board  of  Trustees 

Budget  and  Finance 

Council  Activities 

New  York  Delegation  to  AM  A 

George  M.  Saypol,  New  York,  Chairman 
Frederic  W.  Holcomb,  Jr.,  Ulster 
Harold  W.  Mayberger,  Nassau 
Stephen  W.  Blatchly,  Tompkins 
Harold  T.  Golden,  Herkimer 


Scientific  Activities,  Publications  and  Miscellane 
ous 

Journal 

What  Goes  On 

Archives 

Prize  Essays 

Convention 

Physician’s  Placement 

District  Branches 

Publications 

Library 

Public  and  Professional  Relations 
Research  and  Planning 
Membership 

Ad  Hoc  to  Study  Sections  and  Sessions 
Student  Affairs 

Francis  J.  Loperfido,  The  Bronx,  Chairman 

Francis  J.  Gilroy,  Broome 

Alfred  A.  Hartmann,  Franklin 

James  A.  Holleran,  Suffolk 

Victor  J.  Tofany,  Monroe 
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Education 

Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Family  Physicians 
Health  Manpower 

Nursing  and  Allied  Health  Professions 
Quackery 

Liaison  with  Deans  of  Medical  Schools 

Katharine  L.  Friedmann,  Westchester,  Chairman 

John  E.  Hansen,  Suffolk 

Robert  C.  Webster,  Monroe 

David  Katz,  Student  Delegate 

George  F.  Reed,  Onondaga 

Public  Health 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Diseases 
Disaster  Medical  Care 
Drug  Abuse 
Emergency  Medicine 
Environmental  Quality 
Maternal  and  Child  Welfare 
Medical  Aspects  of  Sports 
Mental  Health 
Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 
Rural  Medical  Service 
School  Health 
Venereal  Disease 

Boris  A.  Vanadzin,  Rockland,  Chairman 
Jerome  C.  Goldstein,  Warren 
Milton  Rosenberg,  Suffolk 
Richard  T.  Williams,  Wyoming 
Vincent  I.  Maddi,  Sixth  District  Branch 

Medical  Services 

Socioeconomics 
Medical  Care  Insurance 

Workmen's  Compensation  and  Occupational  Health 
Interspecialty 

Hospital  and  Professional  Relations 
John  J.  Phelan,  Jr.,  Albany,  Chairman 
John  P.  Glaubitz,  Nassau 
Richard  D.  H.  Flaherty,  Dutchess 
Leonard  S.  Weiss,  Orange 
Carl  E.  Marlow,  Onondaga 


Governmental  Affairs  and  Legal  Matters 

Federal  Legislation 
State  Legislation 

Professional  Standards  Review  Organizations 
(PSRO) 

Peer  Review 

Ethics 

Foundations 

New  York  State  Association  of  the  Professions 
Guy  S.  Alfano,  Erie,  Chairman 
John  A.  Finkbeiner,  New  York 
Gerald  L.  Glaser,  Monroe 
Thomas  P.  Hamilton,  Jr.,  Jefferson 
Walter  F.  Harrison,  Jr.,  Warren 

Insurance  and  Membership  Benefits 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
General  Insurance 
Membership  Benefits 

Henry  B.  Marshall,  Chemung,  Chairman 
David  B.  McDowell,  Clinton 
Harriett  E.  Northrup,  Chautauqua 
Francis  S.  Reilly,  Schoharie 
Ralph  E.  Schlossman,  Queens 

Tellers 

Isaiah  Gross,  The  Bronx,  Chairman 

Vernal  G.  Cave,  Kings 

John  A.  Kalb,  Broome 

Bruce  R.  Mills,  Ontario 

John  W.  Stoll,  Livingston 

Sergeant  At  Arms 

Oma  H.  Price,  New  York,  Chairman 
Armand  J.  D’Errico,  Fulton 
Bernard  J.  Hartnett,  Cayuga 
Henry  S.  Hirst,  Dutchess 
Wayne  C.  Templer,  Steuben 

Referral  of  Reports,  Supplementary  Reports,  and 
Resolutions 

. . . On  motion  of  Secretary  Goldmark,  the  reports  and 
supplementary  reports  of  officers,  trustees,  commis- 
sions, committees,  and  district  branches,  both  published 
and  distributed,  and  resolutions  as  distributed  were  re- 
ferred to  the  appropriate  reference  committees  without 
reading . . . 
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Addresses  to  the  House 


PRESIDENT  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION* 

. . . Speaker  Way  recognized  President-Elect  Emer- 
son, who  introduced  Malcolm  C.  Todd,  M.D.,  President 
of  the  American  Medical  Association.  Dr.  Todd  ad- 
dressed the  House  as  follows: 

May  I say  it  is  truly  a pleasure  for  me  to  be  here  with 
you  and  to  share  a great  many  of  the  issues  that  face  us 
today.  I am  sure  you  are  well  aware  that  medicine  has 
really  and  truly  never  faced  as  many  issues  as  we  have 
today.  These  are  things  that  are  not  brought  about  by 
any  of  our  own  doing.  Most  of  them,  of  course,  have 
come  about  as  a result  of  the  many  facets  that  affect  the 
practice  of  medicine  and  the  health  care  of  our  people. 

As  far  as  the  issue  of  health  itself  is  concerned,  there  is 
no  doubt  that  physicians  have  been  forced  into  the  po- 
litical arena  by  the  politicians  and  bureaucrats  in  Wash- 
ington and  in  our  state  legislatures. 

First  of  all,  I would  like  to  share  with  you  things  that 
are  very  dear  to  your  own  hearts,  and  I commend  this 
Society  upon  the  contributions  that  you  have  made  to 
medicine  across  the  nation.  Today,  you  are  well  repre- 
sented by  a most  able  trustee  of  the  American  Medical 
Association  in  Dr.  James  M.  Blake.  New  York  has  long 
needed  a man  on  the  Board  of  Trustees  since  Dr.  Gerald 
D.  Dorman  left  and  your  choice  is  a good  one.  I want  to 
tell  you  that  Jim  Blake  represents  you  very,  very  well.  I 
am  proud  of  him.  We  are  all  proud  of  what  he  is  doing. 

I think  you  should  be,  too,  because  he  speaks  up  and 
says  his  part,  and  I am  sure  he  brings  to  us,  at  the  na- 
tional level,  the  opinions  that  are  reflected  by  this 
House  of  Delegates  and  most  of  the  physicians  in  New 
York  State. 

I think  I should  take  a moment  to  talk  a little  about 
unified  membership — in  spite  of  your  referendum  vote. 

I can  honestly  tell  you  that  I do  not  place  too  much  cre- 
dence in  referendum  votes  because  you  can  always  as- 
sess the  result  of  this  vote  according  to  whatever  way 
you  want  and  it  demonstrates  the  fact  that  all  who  op- 
pose something  will  vote,  and  the  doctor  who  is  willing 
to  accept  it,  or  is  not  involved,  or  is  not  too  disturbed  by 
procedures  does  not  bother  to  write.  I am  told  that 
about  12,000  or  a little  more,  responded  to  that  referen- 
dum. I am  not  sure  that  reflects  the  majority,  but  in  a 
democratic  organization,  this  is  truly  the  way  that  we  re- 
spond to  what  the  wishes  are  of  the  majority  of  those 
casting  their  votes. 

I think  that  you,  as  a delegation,  have  a responsibility 
to  contact  your  colleagues  eyeball  to  eyeball  as  to  what 
the  State  Society  and  the  American  Medical  Association 
do  on  behalf  of  the  doctors  of  this  Nation  and  the  people 
we  serve.  If  you  fail  in  this  regard,  you  are  failing  in 
your  responsibility  to  communicate  and  disseminate  in- 
formation that  is  so  necessary  to  the  average  physician. 

You  have  had  leadership  from  five  presidents  of  the 
American  Medical  Association.  You  have  such  men  as 
Gerald  Dorman,  Bernard  J.  Pisani,  who  is  on  the  most 
influential  Council  of  the  AMA,  Henry  I.  Fineberg,  and 
George  Himler,  just  to  name  a few.  You  have  not  ex- 

* Dr.  Todd  addressed  the  House  at  the  Wednesday  morning 

session. 
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ploited  your  strength  to  the  Nth  degree  to  serve  the 
physicians  of  the  largest  medical  society  in  the  United 
States,  with  the  exception  of  the  AMA,  and  until  you 
utilize  and  show  your  strength  through  unification,  you 
will  never  express  your  strength  in  the  national  organi- 
zation. I throw  this  out  to  you  as  a challenge  this  morn- 
ing. 

In  a way,  I am  happy  to  tell  you  what  we  did  in  Cali- 
fornia, because  that  is  my  State  and  my  association. 
We  thought  we  were  going  to  lose  unified  membership 
by  about  a 51-49  vote,  but  unified  membership  was  sus- 
tained by  three  to  one  in  the  House  of  Delegates  last 
month,  and  California  still  will  have  the  largest  delega- 
tion in  the  American  Medical  Association  because  of 
your  emasculating  yourselves.  Rightfully  you  should  be 
the  largest  state  medical  association  and  the  largest  del- 
egation in  the  AMA.  Think  this  over  and,  if  you  want 
to  come  back  as  the  leader  of  this  Association,  you  will 
have  to  overthrow  that  referendum  vote. 

Now,  gentlemen,  I have  said  my  part  concerning  uni- 
fication of  membership.  My  appeal  to  you  is  that  if  you 
think  the  American  Medical  Association  deserves  its 
place  in  the  roles  that  it  plays,  with  the  guidance  and 
leadership  it  has  for  men  like  yourselves,  then  you  have 
a job  to  do.  I am  going  to  take  a few  minutes  to  tell  you 
a few  things  which,  I think,  justify  unified  membership 
and  the  leadership  role  as  a spokesman  for  all  physicians 
of  this  nation,  because  to  whom  would  you  turn?  I 
know  that  none  of  you  who  are  members  of  the  Ameri- 
can College  of  Surgeons  want  the  American  College  of 
Physicians  to  represent  you.  I know  that  none  of  you 
who  are  internists  want  the  American  Academy  of  Fami- 
ly Physicians  to  represent  you.  I know  that  none  of  us 
want  the  American  Public  Health  Association  to  repre- 
sent us.  Is  that  right?  Therefore,  it  should  be  the 
American  Medical  Association.  The  way  to  have  it  do 
what  you  want  it  to  do,  is  for  you  to  become  involved  in 
it. 

Now,  what  have  we  done?  I would  say  to  you  that 
this  country  would  have  had  nationalized  or  socialized 
medicine  during  the  last  twenty-five  years  if  it  had  not 
been  for  the  stalwart  fight  that  we  have  put  up  against 
socialized  medicine  beginning  in  1948,  when  there  was 
first  talk  about  such  a program  under  Oscar  Ewing.  II 
you  think  that  the  private  practice  of  medicine  today  as 
it  exists,  along  with  the  position  you  now  have  achieved 
the  acclaim  and  the  prestigious  spot  that  you  have  as 
physicians  of  this  nation  by  rendering  needed  services  tc 
the  American  people,  has  rewarded  you  economicall} 
and  financially,  then  you  should  be  happy  about  whal 
has  been  done  and  should  try  to  keep  it  that  way. 

If  it  had  not  been  for  the  battle  of  the  AMA,  yoc 
would  not  be  able  to  withhold  from  your  incomes  up  tc 
$7500  a year  under  the  Keogh  Plan.  The  AMA  did  this 
on  behalf  of  not  only  physicians,  but  all  selfemployec 
people,  including  farmers.  There  were  no  attorneys 
there.  There  were  no  architects,  or  CPA’s  fighting  this 
battle.  This  was  done  by  the  AMA. 

I would  like  to  have  you  consider  another  little  thing 
How  in  the  world  can  you,  as  an  individual  doctor,  re 
view  2,500  bills  pertaining  to  health  and  medicine,  out  oi ' 
the  26,000  bills  introduced  into  Congress  each  year.  Nc 
individual  doctor  can  keep  up  with  this,  and  I would  in 
vite  you,  when  you  are  in  Washington,  to  stop  by  1776  F 
Street,  a very  patriotic  number,  1776  K Street,  and  go  ir 
and  meet  Mr.  Harry  R.  Hinton  and  the  staff  that  serves 
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you.  They  are  working  for  you.  You  will  be  impressed 
by  the  work  they  are  doing.  Then,  I think,  you  will  have 
a better  understanding  of  how  we  serve  you.  All  pieces 
of  legislation  pertaining  to  health  and  medicine  and 
your  profession  have  to  be  analyzed  and  a policy  estab- 
lished by  the  Board  of  Trustees  or  the  House  of  Dele- 
gates. Testimony  must  then  be  gathered,  and  witnesses 
obtained  to  appear  before  the  Congress.  Last  week 
alone,  three  days  were  spent  on  your  behalf  by  your 
president,  your  past-president,  and  the  chairman  of  the 
Legislative  Council  of  the  American  Medical  Association 
in  Washington,  testifying  before  the  Ways  and  Means 
Committee,  the  Senate  Finance  Committee,  and  the 
Subcommittee  on  Health  of  the  United  States  Senate. 
Tomorrow,  we  are  going  to  be  in  Washington  again  be- 
fore Senator  Rogers’  Subcommittee  on  Health  of  the 
House  of  Representatives.  These  are  just  some  of  the 
benefits  that  I think  you  should  know  about. 

Now,  let  me  tell  you  a few  critical  points  that  are  ex- 
tremely important.  You  can  remember  last  year  when 
the  Secretary  of  HEW’  talked  about  pre-admission  certi- 
fication which  would  interfere  with  your  right  to  admit  a 
patient  to  a hospital.  We  told  him  that  we  were  ready 
to  take  him  to  court  and  you  approved.  A regulation 
was  imposed  upon  us,  to  be  put  into  effect  on  April  1st, 
that  would  require  that  a patient  be  seen  by  an  adminis- 
trative clerk,  who  is  not  even  a doctor,  and  within  48 
hours  by  a physician  on  the  utilization  review  committee 
who  has  never  even  seen  the  patient  before.  This  physi- 
cian makes  the  decision  in  spite  of  the  decision  of  the 
patient’s  own  physician  with  the  consent  of  the  patient. 
We  have  taken  the  Secretary  of  HEW’  to  court.  W’e  are 
in  court  action  at  the  present  time,  and  from  the  report 
received  last  night,  it  looks  very  favorable.  W’e  are 
going  to  win.  A judge  of  the  Superior  Court  in  Chicago 
has  ruled  that  because  this  is  such  a landmark  legisla- 
tive decision,  he  is  going  to  give  a written  decision  on 
Monday  of  this  coming  week. 

I am  sure  you  do  not  want  to  have  a national  formu- 
lary on  drugs,  telling  you  what  drug  you  can  prescribe. 
W’e  feel  that  the  directive  of  the  Secretary  of  HEW  on 
the  Maximum  Allowable  Cost  regulations  (the  MAC 
Program)  is  an  infringement  upon  your  integrity  and 
your  decision  for  your  patient.  W’e  are  about  to  take 
the  Secretary  to  court  on  this  also.  Anyone  who  says 
the  AMA  is  not  doing  anything  for  the  doctors  disturbs 
us  very  much.  We  are  going  to  do  more  things  to  serve 
our  physicians  and  will  work  to  see  that  the  American 
people  get  the  best  type  of  coverage. 

Now,  I want  to  touch  on  the  program  of  professional 
medical  liability  insurance  because  I do  not  know  of  any 
state  medical  society  that  has  given  greater  leadership 
than  you  have  in  New  York.  I want  to  congratulate 
your  leadership.  Certainly,  you  have  faced  a very  criti- 
cal state,  an  emergency,  if  you  please.  This  is  a nation- 
wide program  climaxed  by  the  critical  conditions  that 
exist  in  New  York,  Florida,  Michigan,  Maryland,  Cali- 
fornia and  Indiana. 

This  problem  has  been  brought  about  by  the  increas- 
ing number  of  suits  filed  against  physicians  and  hospi- 
tals. It  has  been  climaxed  by  the  fact  that  increasing 
dollar  awards  have  been  given  to  patients  by  juries,  by 
judges,  and  by  decisions  that  were  agreed  to  between  the 
plaintiffs’  and  defendants’  attorneys.  These  have  esca- 
lated so  fast  that  it  has  driven  the  carriers  out  of  busi- 
ness. Today,  there  are  only  seven  major  companies  re- 


maining in  underwriting  insurance.  You  know  what 
your  own  program  is  here.  I will  not  recite  that.  I am 
aware  of  it  too,  and  as  I stated,  I am  very  pleased  with 
what  you  have  done  here.  Still,  we  have  to  consider  this 
problem  from  a multifaceted  approach  because  it  is  not 
any  one  cause,  and  there  is  not  any  one  final  resolution 
to  this  problem. 

The  first  question  that  always  comes  to  me  is  why  are 
there  so  many  suits?  I am  going  to  say  to  you  that  it  is 
not  the  incompetent  doctor  who  is  involved;  it  is  the 
competent  doctor  who  is  being  sued  because  he  and  the 
rest  of  us  are  performing  more  and  more  serious,  dedi- 
cated, complicated  types  of  surgery  and  medical  practice 
than  has  ever  been  done  before  to  restore  our  patients  to 
the  best  livelihood  and  personal  state  possible.  This 
has  been  brought  about  by  the  fact  that  we  are  doing 
more  aortic  resections,  open-heart  surgery,  auricular  re- 
section operations  on  the  ear,  and  nuclear  medicine.  All 
of  these  carry  more  complications  and  risks.  Another 
reason  that  we  are  having  more  suits  is  the  expectations 
of  our  people;  they  think  that  medicine  is  an  exact 
science.  It  is  not,  and  we  are  the  first  to  admit  it. 
Medicine  is  not  a perfect  profession,  and  we  must  cor- 
rect and  adjust  to  this  fact  and  disseminate  this  infor- 
mation. As  we  do  this,  we  have  the  responsibility  of  im- 
proving our  doctor-patient  relationship  and  making  it 
more  meaningful.  The  people  will  then  have  confidence 
once  again.  Without  any  question,  one  of  the  great 
causes  of  this  problem  is  the  legal  profession  and  contin- 
gency fees.  I think  the  New  Jersey  Plan  is  one  that 
merits  consideration.  Mr.  Eberhardt,  President  of  Sig- 
nal Imperial  stated  that,  when  applying  the  New  Jersey 
rule  to  their  565  closed  claims  cases  between  1970  and 
December  31,  1974,  they  found  that  the  cost  of  premi- 
ums to  physicians  could  be  reduced  20  per  cent  and  by 
applying  the  other  parts  of  the  rule,  they  could  reduce 
physicians’  premiums  50  per  cent.  I have  the  documen- 
tation on  that  if  any  of  you  want  it. 

When  we  talk  about  too  many  attorneys  and  high  con- 
tingency fees  we  realize  there  is  indeed  a transference  of 
lawyers  from  the  field  of  personal  injury  and  personal  li- 
ability, and,  with  no-fault  automobile  insurance  coming 
in,  there  has  been  a greater  transference  over  into  pro- 
fessional liability.  This  is  indeed  one  of  the  problems 
today. 

We  have  the  responsibility  of  disciplining  physicians 
who  are  not  conducting  their  practice  in  accordance 
with  the  standards  of  their  colleagues  in  the  community. 
It  is  your  responsibility  to  see  that  these  men  are 
brought  up  before  the  respective  committees  of  the  So- 
ciety, the  Association,  and  also  the  medical  staff.  In  the 
North  case  in  Sacramento,  there  was  a settlement  of  $4 
million  because  the  medical  staff  of  that  institution  was 
derelict  in  its  responsibility. 

We  have  developed  a model  Sick  Doctor  Law,  remov- 
ing from  practice  the  doctor  who  is  an  alcoholic,  a drug 
addict,  or  a pusher.  He  is  then  rehabilitated  instead  of 
being  sent  to  prison.  After  being  rehabilitated,  he  is 
placed  on  a probationary  status  as  far  as  the  Medical 
Board  of  Examiners  are  concerned.  As  you  know  so 
well,  the  medical  association  does  not  control  the  license 
of  any  physician.  That  is  done  by  an  agency  of  the 
State  Government  which  in  most  states  is  called  the 
State  Board  of  Medical  Examiners. 

As  I stated  before,  it  is  not  the  incompetent  doctor 
who  is  being  sued  the  most.  It  is  we,  the  competent 
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physicians,  who  art  doing  more  surgery  and  procedures, 
carrying  a greater  risk. 

Now,  what  are  we  going  to  do  about  all  the  problems 
that  exist  today?  I commend  you  in  New  York  for  what 
you  have  done  because  you  are  giving  the  type  of  leader- 
ship we  need.  I am  going  to  report  something  to  you 
this  morning  that  is  one  of  the  most  gratifying  things 
that  1 have  heard  yet.  Last  night,  the  Indiana  Senate 
upheld  the  House  of  Representatives’  decision  and 
passed  a Medical  Accident  Liability  Commission,  which, 
without  any  question,  will  be  signed  by  Governor 
Bowen.  This  will  be  a new  policy  creating  a precedent. 
It  is  part  of  what  we  have  been  calling  for  as  a long  term 
solution  to  this  problem. 

Our  solutions  to  this  problem  are  three-fold.  Num- 
ber one,  every  doctor  must  have  insurance  coverage. 
No  one  knows  this  better  than  you  do  in  New  York.  We 
tend  to  favor  something  that  has  been  a little  bit  adverse 
to  the  decision  here  in  this  State  and  that  is  with  the 
formation  of  a Joint  Underwriting  Association  Program 
to  meet  the  acute  crisis  that  exists.  We  are  dealing  with 
the  American  Insurance  Association,  and  I will  be  back 
here  next  Friday  with  the  executive  vice-president  of 
that  Association  and  the  chairman  of  our  Insurance 
Committee,  to  listen  to  the  final  report  of  this  organiza- 
tion as  to  whether  they  will  jointly  underwrite  the  pro- 
gram nationwide.  They  have  been  given  this  charge. 
The  second  charge  that  they  were  given,  “Can  you  form 
a reinsurance  program  in  the  private  sector — yes  or  no? 
If  you  cannot  do  this,  will  you  agree  to  Federal  reinsur- 
ance so  that  it  is  possible  that  we  can  have  coverage  for 
every  doctor — yes  or  no?”  As  you  know,  Senator  Gay- 
lord Nelson  already  has  a bill  in  the  United  States  Sen- 
ate at  this  time,  for  a Federal  Reinsurance  Program  with 
these  catastrophic  aspects  of  protection  coverage.  I 
think  you,  as  individual  physicians,  must  make  this  de- 
cision too.  I tend  to  believe  that  there  will  be  favorable 
reaction  because  the  Advisory  Committee  and  the  Sub- 
committee of  the  Insurance  Industry  met  and  are  going 
to  make  such  a recommendation.  This  should  not  in- 
terfere with  those  of  you  in  this  State  and  other  states 
who  want  to  continue  to  work  for  captive  physician  or 
doctor  owned  insurance  companies.  I think  it  is  very 
wise  to  study  this  in  detail  and  to  come  up  with  a solu- 
tion which  merits  consideration.  But,  if  insurance  ex- 
pertise cannot  satisfactorily  carry  out  a program,  I do 
not  believe  that  the  physicians  can  do  a very  good  job  in 
this  field  either.  Of  course,  we  ourselves,  will  not  be 
doing  it.  This  will  be  done  by  experts  who  represent  us. 
It  seems  to  me  that  an  immediate  solution  is  needed  to 
make  insurance  available  to  every  physician  in  the  Unit- 
ed States  who  wants  and  needs  it.  I do  not  see  how  any 
doctor  can  practice  without  professional  medical  liabil- 
ity insurance,  and  feel  that  the  Joint  Underwriting  As- 
sociation is  a very  definite  potential.  We  will  have  an 
answer  for  you  in  this  regard  in  the  next  eight  or  nine 
days. 

The  second  thing,  which  you  in  New  York  have  al- 
ready started,  is  introduction  into  each  state  legislature 
of  remedial  legislation  that  addresses  itself  to  specific 
factors  concerned  in  this  professional  liability  program: 

(1)  The  measurement  of  damages. 

(2)  The  amount  of  money  that  is  to  be  received  or 

the  awards  to  be  given,  with  a maximum  amount  of 

money  specified. 

(3)  The  statute  of  limitation  which  is  so  impor- 


tant in  this  whole  issue.  The  basis  of  St.  Paul’s  un 
derwriting,  is  the  insistence  they  have  upon  a claims 
made  policy  because  they  cannot  predict  what  th< 
long  tail,  ten,  twelve,  or  fifteen  years  from  now,  migh 
be.  Under  the  claims-made  policy,  if  you  die,  you: 
heirs  might  be  still  held  responsible  for  acts  that  hap 
pened  fifteen  or  twenty  years  ago.  If  you  transfer  t( 
another  state  or  move  to  another  state,  you  still  coulc 
be  held.  This  is  why  we  have  disapproved  a claims 
made  policy  and  the  fact  that  coverage  does  not  con 
tinue  unless  you  stay  with  them  year  after  year  aftei 
year.  We  feel  that  the  occurrence  rate  is  more  signifi 
cant.  Legislation  in  Albany  is  needed  to  protect  the 
doctors  who  are  adjudicating  these  claims  and  thes< 
issues — the  ones  making  the  decisions  in  your  hospi 
tals  and  in  your  medical  associations. 

(4)  I think  you  need  to  have  legislation  which  is 
going  to  remove  the  concept  of  res  ipsa  loquitur  (thf 
thing  speaks  for  itself).  It  is  not  true;  every  bad  re 
suit  is  not  malpractice. 

(5)  The  invoking  of  the  doctor’s  informed  consenl 
has  really  gotten  us  into  trouble  and  must  be  modi 
fied.  You  cannot  spend  the  entire  afternoon  talking 
about  the  possible  complications  of  any  procedure 
These  are  part  of  the  list  that  the  AMA  has  submitted 
to  each  state  medical  society,  as  twenty  model  pieces 
of  legislation  to  consider  introducing  into  your  State 
Legislature.  These  should  be  acted  upon  within  the 
next  three  or  four  month’s  time. 

We  propose  that  there  be  established  in  each  state,  as 
a state  program  rather  than  a federal  program,  a Medi- 
cal Accident  Liability  Commission,  having  the  responsi- 
bility of  adjudicating  claims  and  reviewing  those  disput- 
ed claims  by  the  process  of  mediation,  arbitration,  work- 
men’s compensation,  and  our  no-fault  insurance,  which 
your  respective  state  has.  These  will  be  done  by  a high- 
powered  commission  of  doctors,  attorneys,  providers  ol 
health  care,  and  consumers  who  are  concerned,  under- 
stand, and  can  make  wise  medical  decisions.  The  juries 
are  not  informed  on  medical  practice  and  believe  me, 
there  are  very  few  judges  who  really  are.  How  will  this 
be  funded?  Some  of  us  would  recommend  that  one  of 
the  ways  this  could  be  done  would  be  by  a parallel  or 
collateral  organization  in  each  state  to  fund  such  a pro- 
gram, perhaps  to  be  called  the  State  Compensation 
Fund.  I am  not  sure  what  it  is  called  in  New  York,  but 
this  could  be  similar  to  what  is  done  with  workmen’s 
compensation  laws  which  provide  separate  funds,  to 
which  the  employers  contribute  or  have  the  choice  of 
contributing  to  the  private  sector  such  as  Travelers, 
Aetna,  Liberty  Mutual,  etc.  All  industry  in  California 
does  this.  The  doctor  can  decide  whether  he  wants  to 
have  his  insurance  continued  with  the  private  carrier  or 
in  a pool  formed  by  the  State. 

Finally,  my  remarks  in  this  regard  are  simply  that  we 
do  feel  that  your  State  Society  has  given  us  leadership 
across  the  nation,  and  I would  like  to  express  my  sincere 
appreciation  for  the  guidance  we  have  had.  Your  Presi- 
dent-Elect and  I have  testified  in  front  of  the  special 
committee  of  your  State  Legislature  in  regard  to  a deci- 
sive action,  and  I think  that  your  Superintendent  of  In- 
surance and  several  of  your  State  senators  have  really 
become  extremely  knowledgeable  and  are  in  a position 
to  give  expert  opinions  in  regard  to  the  whole  profes- 
sional medical  liability  insurance  problem. 

I would  like  to  close  my  comments  by  simply  stating 
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that  you  should  not  expect  a complete  resolution  of  this 
problem  within  any  short  period  of  time.  We  are  going 
to  have  to  tolerate  this  for  another  year  or  two.  Our  ob- 
jective, of  course,  will  be  to  see  that  insurance  is  avail- 
able to  every  doctor  at  reasonable  cost  and  continue  to 
inform  the  public  because  they  are  the  ones  paying 
these  bills.  But  I really  do  not  know  how  a newly 
trained  orthopedic  surgeon,  like  a good  friend  of 
mine  at  Columbia-Presbyterian  Hospital,  who  is  a Viet 
Nam  veteran,  married,  three  children,  in  debt  $17,000, 
can  go  out  and  practice  medicine  and  be  handed  an  in- 
voice of  $14,434  (call  it  $15,000  in  round  numbers). 
There  is  no  way  that  man  can  start  the  practice  of  medi- 
cine, and  he  is  not  going  to.  He  is  going  into  a closed 
panel  group  as  a salaried  physician.  A lot  of  men  are 
going  back  into  the  service.  The  Surgeon  General  told 
me  last  week  that  there  have  not  been  so  many  applica- 
tions to  go  back  into  the  service  since  the  Korean  War. 
But,  you  know  that  the  losers  will  be  the  American  peo- 
ple because  the  manpower  pool  is  being  reduced.  What 
about  the  semi-retired  doctor,  an  anesthesiologist  faced 
with  a $22,000  premium,  whether  he  practices  a week,  a 
month,  or  a year?  A general  surgeon  has  to  pay  $12,500 
in  Michigan  and  this  is  true  all  across  the  nation.  This 
is  the  problem.  It  is  the  American  people  who  are  going 
to  be  affected  because  your  professional  medical  liabil- 
ity insurance  premium  comes  from  the  fees  that  you  re- 
ceive and  which  are  paid  by  your  patients.  For  an  or- 
thopedic surgeon  to  pay  a $15,000  premium  and  for 
many  neurosurgeons,  a much  higher  one  (some  up  to 
$32,000  and  $33,000),  they  would  have  to  double  their 
amount  of  business.  How  many  doctors  are  making 
$35,000  net,  which  would  have  to  be  doubled  to  $70,000 
just  to  pay  the  premium.  This  is  the  thing  that  our  peo- 
ple have  to  think  about. 

With  regard  to  the  hospitals,  my  own  hospital,  where 
the  former  President  was  a patient  last  Fall,  in  1965 
paid  a $12,000  premium,  in  1966  it  was  $47,000,  in  1973, 
it  was  $320,000,  and  in  January  the  5th  of  this  year,  it 
was  $820,000.  Stanford  University  Medical  Center  had 
a $500,000  premium  last  year  and  this  year  it  was  over  a 
million  dollars.  In  my  own  hospital,  if  you  transfer  this 
in  figures  of  per  patient  per  day,  it  was  10  cents  per  pa- 
tient per  day  in  1965  and  this  year  $3.65  per  day  out  of 
the  patient’s  bill  goes  to  pay  the  professional  medical  li- 
ability premiums.  I am  sure  this  exists  right  here  in 
New  York  State. 

So  the  problem  is  pretty  well  before  us.  I am  going  to 
have  a nice  little  visitation  this  weekend  in  Las  Vegas  at 
the  Medical-Legal  Conference.  I will  be  addressing  that 
audience  of  a thousand.  You  have  a pretty  good  idea  as 
to  what  I am  going  to  talk  about.  The  President  of  the 
American  Bar  Association  will  also  have  the  same  privi- 
lege at  that  time.  But,  our  problem  is  not  with  the 
American  Bar  Association.  Our  problem  is  with  the 
American  Trial  Lawyers  Association. 

I think  we  are  going  to  resolve  this  problem,  and  I 
know  if  we  can  meet  it  with  reason,  tolerance,  and  coop- 
eration on  the  part  of  physicians,  attorneys,  the  public, 
and  the  insurance  companies,  we  will  come  up  with  a 
program  that  will  be  satisfactory.  You  are  never  going 
to  pay  the  professional  medical  liability  insurance  pre- 
miums of  $700  and  $800  that  you  paid  in  the  past;  but  I 
assure  you  that  we  will  give  the  necessary  leadership; 
and  I welcome  any  comments  that  any  of  you  have  in 
our  attempts  to  solve  or  resolve  this  problem. 


I think  that  I have  one  final  obligation,  and  that  is  to 
tell  this  distinguished  House  of  Delegates  of  some  of  the 
internal  operations  of  the  American  Medical  Association 
because  they  have,  indeed,  been  subject  to  a great  deal 
of  criticism  and  I happen  to  feel,  rightfully  so.  The 
problem  of  the  financial  situation  of  the  Association,  as 
Doctor  Blake  has  undoubtedly  told  you,  was  the  fact 
that  over  the  last  five  years,  the  American  Medical  Asso- 
ciation has  been  doing  what  so  many  other  organizations 
in  business,  and  in  fact  the  United  States  Government, 
have  been  doing,  and  that  is  deficit  financing.  This 
cannot  go  on  ad  infinitum  and  rightfully  so.  We  were 
called  upon  to  check  deficit  spending  in  an  effort  to 
achieve  a balanced  budget.  The  deficit  of  $41  million 
that  the  AMA  had  last  year,  has  now  been  reduced  to 
approximately  $36  million  to  $38  million.  There  simply 
was  not  enough  money  to  carry  on  the  programs  that 
you  and  the  members  of  the  House  of  Delegates  had 
called  for  without  more  funds,  and  as  is  the  case  with 
every  organization,  it  has  had  to  have  more  money  in 
order  to  do  a good  job.  I personally  feel  that  we  did  not 
direct  our  attention  correctly.  It  is  my  feeling  that  the 
only  way  an  organization  can  be  a viable  effective  orga- 
nization, representing  its  individual  members  and  doing 
the  job  it  has  to  do,  is  to  have  more  involvement  of  the 
physicians  themselves.  That  is  why  I opposed  cutting 
out  some  of  the  commissions  and  councils  and  com- 
mittees of  the  Association.  We  are  now  rapidly  putting 
these  back  as  fast  as  we  can,  but  it  was  necessary  to  have 
more  funds  for  the  organization,  and  that  is  why  it  was 
finally  agreed  upon  in  Portland  that  there  be  a $60  as- 
sessment. I will  tell  you  today,  gentlemen,  as  of  last 
night,  there  were  92,000  physicians  across  the  nation 
who  have  paid  this  assessment.  I think  that  is  quite  an 
accomplishment  and  I congratulate  all  of  you  who  have 
participated  because  we  will  be  able  to  work  and  con- 
tinue to  serve  on  your  behalf  if  this  does  come  about. 
We  have  been  able  to  retire  three  million  notes  for  the 
Continental  Illinois  Bank  as  a result  of  this  action  and 
this  has  come  with  just  about  two  mailings. 

The  American  Medical  Association  had  more  full  dues 
paying  members  last  year  than  ever  before,  in  spite  of 
what  the  press,  the  bureaucrats,  and  the  politicians  will 
tell  you.  There  are  more  students  and  more  interns  and 
residents  belonging  to  the  organization  this  year  than 
ever  belonged  to  their  own  organizations. 

You  belong  to  the  American  Medical  Association. 
You  are  the  American  Medical  Association.  Therefore, 
I would  give  you  the  final  charge  to  go  out  and  talk  to 
your  colleagues  who  do  not  belong  because  they  certain- 
ly are  riding  on  your  coattails  and  shoulders.  Every 
physician  in  this  nation  needs  a strong  unified  voice  to 
represent  him,  and  the  only  way  his  voice  can  be  made 
effective  is  by  membership  and  participation  in  the 
American  Medical  Association.  If  the  representation  is 
not  exactly  what  you  think  it  should  be,  that  is  all  the 
more  reason  why  you  should  get  in  and  work  to  change 
that  policy  to  reflect  the  ideas  that  you  believe  in  and 
that  your  colleagues  and  the  majority  want. 

It  has  been  a privilege  to  be  here.  You  are  a wonder- 
ful audience  and  you  have  ’istened  very  attentively.  I 
hope  that  I have  been  able  to  bring  you  some  informa- 
tion that  has  been  helpful  in  reaching  the  decisions  that 
you  will  make  today.  Thank  you  very  much. 

. . . The  House  rose  and  applauded  as  Dr.  Todd  left 
the  podium  . . . 
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PRESIDENT  OF  THE  WOMAN’S  AUXILIARY 
TO  THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK* 

. . . Speaker  Way  recognized  Mrs.  Torrence  P.  B. 
Payne,  President  of  the  Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  the  State  of  New  York,  who  addressed  the 
House  as  follows: 

In  addressing  our  Auxiliary  as  a newly  installed  Presi- 
dent, I reminded  them  that  in  assisting  our  State  Medi- 
cal Society  in  the  advancement  of  medicine  and  public 
health,  our  prime  objective,  we  are  serving  a profession 
that  stands  head  and  shoulders  above  all  others.  No 
matter  how  it  is  vilified,  no  matter  how  great  its  short- 
comings, medicine  is  still  the  only  profession  that  offers 
the  ideal  of  service  to  our  fellow  man. 

I outlined  our  main  concerns  and  asked  for  their  re- 
sponse and  their  ability  in  promoting  our  theme  for 
1974-1975-response-ability. 

Responsibility  is,  you  know,  nothing  more  than  the 
ability  to  respond  and,  gentlemen,  your  Auxiliary  has 
responded  with  all  of  their  ability. 

Members  of  the  variolas  county  auxiliaries  throughout 
the  State  have  participated  in  practically  all  phases  of 
community  health  activities  as  well  as  educational  and 
cultural  programs.  Many  of  them  held  Child  Abuse 
Symposia  with  eminent  speakers  on  their  panel.  Vin- 
cent J.  Fontana,  M.D.,  and  his  committee  have  repeat- 
edly and  graciously  assisted  us,  and  we  are  most  grateful 
to  them. 

In  health  education,  a top  priority,  we  auxilians  have 
widened  our  scope  and  are  now  attempting  to  evaluate 
the  quality  of  health  education  in  our  schools,  working 
for  the  inclusion  of  health  education  as  an  integral  part 
of  the  curriculum  at  every  level  on  problems  such  as  nu- 
trition, sex  education,  alcoholism,  drug  abuse,  VD  and 
child  abuse. 

In  addition  to  participating  in  this  wide  range  of  com- 
munity service,  county  auxiliaries  sponsored  benefits  of 
various  kinds  for  our  projects. 

Over  10,000  lbs.  of  drugs  together  with  medical  books, 
periodicals,  and  instruments  have  been  shipped  to  un- 
derdeveloped countries  by  our  International  Health 
Committees. 

We  have  contributed  to  Project  Hope,  Care  Medico, 
and  the  Medical  Assistants. 

Our  contribution  to  the  Physicians’  Home  from  27 
counties  totalled  $5,225.00. 

Scholarships  for  nursing  and  allied  health  careers 
from  30  counties  totalled  $41,287.00. 

Our  AMA-ERF  contribution,  because  of  your  sup- 
port gentlemen,  has  risen  to  approximately  $100,000,  an 
increase  of  $81,000  over  last  year  and  the  highest  in  the 
history  of  our  State  sponsorship. 

During  this  year,  in  cooperation  with  the  New  York 
State  Department  of  Health,  we  have  been  involved  in 
two  very  important  health  related  projects — The  Rights 
of  the  Non-Smoker  Poster  Distribution  Program  and 
the  Immunization  Action  Committee. 

Thirty-one  counties  have  developed  public  awareness 
for  immunization  all  over  the  State  and  over  10,000 
posters  have  been  placed  in  doctors’  and  dentists’  of- 
fices, in  hospitals,  and  public  buildings. 

* Mrs.  Payne  addressed  the  House  at  the  Sunday  afternoon 
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We  have  been  doubly  honoured  by  the  National  Aux 
iliary  for  our  AMA-ERF  contributions  which  are  th 
highest  in  the  East  and  the  third  largest  in  the  country 
This  coming  June  we  hope  with  Mrs.  Liljestrand’s  presi 
dent’s  theme,  “Reach  for  the  Stars,”  to  beat  Californi 
and  be  the  Empire  State  and  “Number  One”  with  you 
help.  I am  sure  we  will.  We  were  also  honoured  by  Na 
tional  by  having  the  Distaff,  our  quarterly  publication 
judged  as  being  one  of  the  best  in  the  country. 

Albany  County  received  special  recognition  and  a Na 
tional  Safety  Council  Merit  Award  for  its  safety  poste 
contest,  which  was  open  to  all  schools.  The  winnin; 
posters  were  made  into  puzzles  and  are  presently  sol( 
throughout  the  State  and  right  here  at  the  convention. 

We  hold  two  State  meetings  per  year,  the  Fall  Leader 
ship  Training  Conference,  which  was  a smashing  sue 
cess,  and  our  present  Annual  Convention. 

The  members  of  Onondaga,  Oneida,  and  Jeffersoi 
Counties  did  nobly,  manning  the  Hall  of  Health  exhibi 
at  the  New  York  State  Fair  in  August  with  our  hyper 
tension  screening  program.  Ours  was  the  most  popula 
booth  (we  even  outdid  the  chiropractors  this  year,  the; 
always  have  a tremendous  exhibit).  3,396  persons  wen 
screened.  Of  these,  411  or  12.1%  were  referred  to  thei 
own  physicians  because  of  high  systolic  or  diastolic  pres 
sure. 

In  the  area  of  legislation,  and  this  is  where  we  comi 
in,  we  did  our  best  to  inform  our  members  of  all  adoptee 
and  proposed  legislation  and  became  a valid  source  o 
information  for  you,  our  busy  husbands. 

We  have  held  two  legislative  conferences  in  Alban] 
and  as  a result  of  these  have  had  offers  of  help  from  al 
lied  groups  who  are  in  sympathy  with  us. 

Behind,  or  as  the  Woman’s  Libbers  would  say,  besid< 
every  good  man  is  an  equally  good  woman  and,  gentle 
men,  this  is  where  we  enter  the  picture.  We  are  no 
ladies  bountiful.  We  are  your  wives  who  really  care 
really  care,  7,000  strong,  with  lots  of  common  sense,  tal 
ent,  and  ability.  We  are  the  public  relations  depart 
ment  of  our  husbands  and  their  colleagues.  In  th< 
course  of  our  daily  events,  we  have  tried  to  impress  upor 
the  public  that  the  patient,  as  well  as  the  doctor,  woulc 
suffer  excessively  if  the  proper  legislation  is  not  intro 
duced  and  that  our  physicians’  greatest  wish  is  to  prac 
tice  preventive,  not  defensive  medicine. 

We  have  worked  hard  toward  projecting  more  clearh 
the  image  of  caring  and  of  love  for  our  earth  and  our  fel 
low  man. 

I have  left  our  greatest  accomplishment  of  all  for  tht 
very  last.  After  39  years  of  “crying  in  the  wilderness’ 
your  outstanding  President,  Lynn  R.  Callin,  M.D.,  i 
most  sensitive  and  perceptive  person,  heard  our  cry  anc 
he  responded.  Due  to  his  efforts  the  president  anc 
president-elect  of  our  State  Auxiliary  are  now  sitting  ir 
our  State  Medical  Society’s  Council  meetings  and  oui 
legislation  and  membership  chairmen  on  their  respec 
tive  meetings. 

This  has  been  of  invaluable  help  to  us  as  our  Auxiliary 
officials  and,  in  turn,  our  members  are  now  cognizant  o) 
State  Medical  Society  thinking,  policy,  and  action 
Well  informed,  we  can  better  assist  you  with  present 
and  future  programs. 

I do  wish  every  physician  in  the  State  could  spend 
just  one  day  at  a Council  meeting.  He  would  quickly  re- 
alize what  a dedicated  group  of  people  we  have  on  our 
State  Medical  Society’s  Council  and  on  its  staff. 
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We  wish  to  express  our  sincere  appreciation  to  our  ad- 
visor Joseph  G.  Zimring,  M.D.,  to  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  and  his  staff  at  the  State 
Medical  Society,  especially  Bess  Kurzner  and  Guy  D. 
Beaumont,  for  their  assistance  and  cooperation  without 
which  many  of  our  accomplishments  would  not  have 
been  possible. 

I,  personally,  wish  to  thank  wholeheartedly  Dr.  Callin 
and  all  of  the  Council  for  the  rare  honor  and  privilege  of 
allowing  me  to  represent  the  Auxiliary  at  their  Council 
meetings. 

The  experience  has  been  most  rewarding  and  educa- 
tional. I know  we  can  be  of  invaluable  help  to  you. 

Many,  many  thanks  for  all  the  "little  nameless  unre- 
membered acts  of  kindness  and  of  love.”  I shall  miss 
you. 

. . . The  House  rose  and  applauded  as  Mrs.  Payne  left 
the  podium  . . . 

PRESIDENT  OF  THE  WOMAN  S AUXILIARY 
TO  THE  AMERICAN  MEDICAL 
ASSOCIATION* 

. . . Speaker  Way  recognized  Mrs.  Howard  Liljestrand, 
President  of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  who  addressed  the  House  as  fol- 
lows: 

Aloha.  I bring  you  greetings  from  the  Woman’s  Aux- 
iliary to  the  AMA — and  that  is  as  much  as  I am  usually 
asked  to  say.  But,  Dr.  Way  has  kindly  given  me  a spot 
on  your  program  and  this  is  a rare  privilege.  I thank 
you. 

Since  I believe  so  strongly  in  what  your  women  can  do 
for  you,  when  I get  my  hands  on  a microphone  I have  a 
great  inclination  to  hang  on  to  it.  So  usually  I try  to  in- 
veigle time  for  more  than  just  that  allowed  greeting. 
For  example:  W’hen  Howard  and  I went  to  see  the  lean- 
ing tower  of  Pisa,  we  were  amazed  at  those  Italians. 
Would  you  believe  they  were  installing  a clock  on  the 
leaning  tower? — for  they  know  it’s  no  good  to  have  the 
inclination,  if  you  don’t  have  the  time.  That  usually 
gets  me  two  minutes. 

I want  to  talk  to  each  of  you  about  your  best  friend — 
your  wife.  Collectively,  these  friends  make  up  your 
Auxiliary,  and  you  have  a good  one. 

Did  you  know  that  your  Auxiliary  is  the  third  largest 
in  the  country?  That  6.4%  of  the  national  membership 
is  here  in  New  York?  That  yours  is  one  of  only  ten 
states  that  have  grown  consistently  every  year  in  the  last 
five,  and  that  yours  grew  more  than  any  of  the  others? 
This  shows  a lot  of  cooperation  from  you  men,  for  a wife 
usually  joins  only  if  her  husband  approves. 

It  also  shows  that  dual  billing  is  a help.  Thank  you 
for  your  cooperation  with  that.  I understand  that  the 
possibility  for  growth  in  Manhattan  is  so  great  that  you 
may  someday  have  the  largest  auxiliary  in  the  country. 
California  has  held  that  record  for  so  long  that  if  that 
occurs,  it  would  be  something  like  what  happened  to 
Texas  when  Alaska  got  statehood. 

Betty  Payne  has  been  a good  president.  Did  you 
know  that  she  is  on  the  slate  for  a national  board  posi- 
tion next  year?  She  deserves  that.  She  does  her  home- 
work and  she  communicates  very  well.  I am  aware  of 

* Mrs.  Liljestrand  addressed  the  House  at  the  Sunday  after- 
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the  fact  that  she  is  attending  your  Council  meetings,  a 
first  this  year  and  this  is  very  good.  This  way,  chances 
for  the  Auxiliary  to  be  helpful  become  known  to  her  im- 
mediately and  Dr.  Callin  does  not  have  to  remember  to 
go  home  and  call  her  up.  The  opposite  occurred  in  Chi- 
cago several  years  ago  when  the  trustees  decided  to  ask 
the  AMA  Auxiliary  to  assist  with  an  immunization 
drive.  The  Auxiliary  did  not  hear  about  it  until  too 
late.  Would  you  believe  two  weeks  before?  Now  our 
executive  secretary  sits  in  on  their  meetings  and  that 
sort  of  thing  does  not  happen  anymore.  This  is  great 
mechanically.  I do  wonder  if  this  inclusion  of  Auxiliary 
at  your  Council  meetings  has  filtered  down  into  your 
counties.  There  it  is  also  important,  for  the  counties 
are  the  doers,  and  it  helps  if  you  keep  those  women  in- 
formed. I hope  that  some  of  you  delegates  will  take 
that  thought  home  with  you  back  to  your  counties. 

Supporting  the  Auxiliary  is  one  of  the  best  bargains 
you  can  find  in  our  inflated  economy,  for  by  helping 
people  in  our  communities,  there  are  fringe  benefits  for 
you,  the  doctors,  and  for  your  wives. 

Our  counties  really  do  provide  a very  large  amount  of 
health-related  community  service.  This  is  good  for  peo- 
ple. 

As  a sample  of  the  innovative  things  your  women  do,  a 
couple  of  years  ago  Kitty  Phillips  raised  funds  for  Care- 
Medico  by  collecting  international  recipes  and  publish- 
ing a cookbook.  Kitty’s  cookbook  project  helped  with 
peoples  health,  but  it  didn’t  get  as  much  publicity  as  a 
similar  project  in  Oregon  which  made  Readers’  Digest  as 
follows:  “The  ladies  of  the  county  medical  auxiliary 

plan  to  publish  a cookbook.  The  proceeds  will  go  to  the 
hospital  to  buy  a stomach  pump.  ” 

Your  women  made  a great  record  last  year  by  their 
contribution  to  AMA-ERF  (which  also  helps  people)  of 
$71,000.00 — 6%  of  the  national  total.  So  you  see,  they 
are  not  just  messing  around  drinking  coffee.  Betty 
Homan  keeps  the  women,  as  well  as  the  merchandise, 
moving. 

New  York’s  cooperative  effort  on  the  mobile  VD  pre- 
vention education  unit  is  exemplary,  and  here  again, 
even  though  your  women  are  assisting  the  Medical  Soci- 
ety when  doing  it,  the  beneficiaries  are  the  people. 

As  well  as  for  people,  the  Auxiliary  is  also  good  for 
your  doctors.  Bringing  credit  to  you  is  a fringe  benefit. 

If  the  wife  takes  the  Auxiliary  seriously,  she  not  only 
brings  credit  to  medicine,  through  service  projects,  but, 
because  of  being  informed,  she  says  the  right  thing  in 
her  many  conversations  with  the  public.  Whether  in- 
tended or  not,  your  women  are  a part  of  your  relations 
with  the  public,  and  if  you  want  that  to  be  good,  you 
must  keep  them  informed. 

Tomorrow  I am  going  to  tell  them  about  my  conversa- 
tion with  a bus  driver.  I was  grateful  for  the  facts  I 
knew,  for  I was  competing  with  propaganda  from  his 
union. 

One  county  medical  society  is  now  sending  notices  of 
monthly  meetings  to  the  wives,  inviting  them  to  come 
and  to  bring  their  husbands.  This  results  in  larger  at- 
tendance, and  being  there  keeps  the  wives  informed,  so 
that  they  have  the  pleasure  of  knowing  the  right  an- 
swers. 

Intelligent  Auxiliary  members  not  only  bring  credit  to 
the  profession,  they  also  find  wide  opportunity  for  con- 
structive self  expression.  This  is  good  for  them. 

Recently  I was  asked  to  keynote  a panel  about  women 
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in  the  middle  years,  on  the  subject,  “Women,  Like  Wine, 
Improve  With  Age.”  My  smart-aleck  son,  who  is  too 
young  to  understand  that  women  do  improve  with  age, 
laughed  at  that  title  and  snorted,  “More  likely  they  pop 
their  corks,  lose  their  fizz,  and  get  sediment  in  the  bot- 
tom.” 

I have  just  come  from  a meeting  of  SAMA-WASAMA 
in  Chicago  and  when  I told  those  young  wives  of  medical 
students  that  story,  I got  the  feeling  that  they  agreed 
with  my  son.  One  usually  says  that  a meeting  is  three 
days  long  or  four  days  long.  I would  say  this  one  was 
three  nights  long.  I believe  they  never  slept.  They  re- 
minded me  of  the  maharajah  who  tired  of  his  forty  year 
old  wife  and  decided  to  turn  her  in  for  two  twenties  only 
to  find  out  he  was  not  wired  for  220. 

The  truth  of  the  matter,  according  to  Freud  and  sub- 
sequent psychiatrists,  is  that  women  can  improve  with 
age  and  that  the  characteristics  of  maturing  happily  are 
the  ability  to  love  and  work.  We  are  lucky  that  our 
Auxiliary  provides  members  with  the  opportunity  for 
both,  through  joint  activity  with  other  women.  So,  en- 
courage your  women  in  their  Auxiliary  work. 

We  do  like  helping  you,  so  call  on  us.  Like  so  many 
things  from  the  Ark  on,  it  takes  two  by  two,  both  the 
husband  and  the  wife,  to  gel  medicine’s  story  in  our 
communities.  I think  sometimes  when  we  have  a situa- 
tion to  be  solved,  we  are  apt  to  use  the  old  technique  for 
catching  a porcupine.  Do  you  know  how?  First  you  get 
a big  washtub  and  you  take  it  and  throw  it  over  the  por- 
cupine— and  this  will  give  you  a place  to  sit  while  plan- 
ning your  next  move.  Now,  if  you  use  this  technique, 
while  you  are  sitting  there  thinking  and  planning,  please 
consider  your  Auxiliary  and  include  them  in  on  the  solu- 
tion. Let  us  help. 

A medical  society  officer  once  said  to  me,  “We  in  this 
state  cannot  buy,  at  any  price,  the  good  public  relations 
our  Auxiliary  produces  for  us.”  Men,  that  is  the  ulti- 
mate. This  kind  of  recognition  is  the  height  of  our 
ambition.  We  love  it,  and  we  love  you,  and  that  is  really 
what  makes  it  all  worthwhile.  Thank  you  very  much. 

. . . The  House  rose  and  applauded  as  Mrs.  Liljestrand 
left  the  podium  . . . 

PHYSICIANS’  HOME* 

. . . Speaker  Way  recognized  Hilton  H.  Stothers,  M.D., 
Vice-President  of  Physicians’  Home,  who  addressed  the 
House  as  follows: 

This  opportunity  to  talk  to  you  about  the  Physicians’ 
Home  is  greatly  appreciated.  Any  gratification  which  I 
may  experience,  however,  is  tinged  with  a measure  of 
sadness.  On  January  14,  1975,  George  W.  Slaughter, 
M.D.,  suddenly  and  unexpectedly  died.  By  this  tragic 
event,  the  profession  lost  an  accomplished  surgeon,  the 
Medical  Society  of  the  State  of  New  York  lost  a distin- 
guished member,  and  the  Physicians’  Home  lost  an  able 
and  devoted  president.  It  is  with  great  humility  that,  as 
vice-president,  I find  myself  acting  as  his  substitute. 

The  task  of  preparing  this  annual  report  has  been 
made  infinitely  easier  by  the  publication  of  an  excellent 
article  on  Physicians’  Home  in  the  latest  issue  of  the 
New  York  State  Journal  of  Medicine  (February,  1975). 


* Dr.  Stothers  addressed  the  House  at  the  Sunday  afternoon 
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This  comprehensive  paper  was  written  by  Beverly  ( 
Smith,  M.D.,  a former  president  and  a knowledgeabl 
longtime  trustee  of  the  organization.  It  is  titled  “Phys 
cians’  Home — What  is  it?,”  and  it  clearly  and  effectivel 
tells  just  that:  what  it  is,  what  it  does  and  how  it  doe 
it.  I highly  recommend  it  for  your  perusal,  if  you  hav 
not  read  it  already. 

A common  misconception  is  that  Physicians’  Home  i 
a physical  place  of  abode,  which  it  is  not.  It  is  a charite 
ble  fund  which  gives  financial  aid  to  elderly  indiger 
doctors  and  their  dependents.  The  procedure  for  seel 
ing  help  is  simple  and  can  be  done  by  the  individu; 
himself,  by  a member  of  his  family,  or  a friend,  or  by  h: 
local  medical  society.  It  entails  filing  an  application  fc 
aid  which  is  followed  by  a social  service  visit  by  oc 
managing  director,  Miss  Beatrice  Hoyt,  to  obtain  infoi 
mation  on  the  assets,  income,  and  budgetary  needs  ( 
the  applicant.  The  facts  are  then  presented  to  our  exec 
utive  committee  which  judges  each  request  upon  it 
merits.  In  cases  of  emergency,  help  often  has  bee 
granted  within  24  hours. 

During  our  last  fiscal  year  we  extended  help  to  10 
persons,  a new  high.  The  recipients  were  25  doctors,  1 
wives,  45  widows,  and  25  dependents  of  physician: 
Beneficiary  aid  rose  to  $171,300  from  $158,600  in  th 
previous  year.  Most  of  the  increase  last  year  occurre' 
because  the  monthly  stipend  for  all  beneficiaries  wa 
raised  10%  as  of  January  1,  1974  to  partially  offset  th 
higher  cost  of  living. 

The  income  from  contributions  from  all  sources  dux 
ing  1974  was  $116,870  as  compared  with  $112,638  th 
year  before.  The  deficits  between  total  income  am 
total  expenses  were  $10,848  in  1973  and  $14,324  in  197 
and  must  be  made  up  from  the  limited  funds  held  in  th 
general  reserve  account  for  unforeseen  emergencies 
Since  existing  general  economic  conditions  do  not  poin 
to  a significant  improvement  in  our  investment  incomx 
it  seems  imperative  to  augment  our  receipts  from  contri 
butions.  Our  largest  source  of  income,  which  we  hop 
can  be  expanded,  is  derived  from  individual  fees  of  $1 
or  more  received  annually  as  membership  contributions 
Ontario,  Broome,  and  Erie  counties  have  been  particu 
larly  diligent  in  this  form  of  support;  in  fact  last  year  w 
received  from  Erie  county  alone  more  than  $6,000  fror 
this  source.  It  is  heartening  to  see  so  many  doctors  o 
this  class  in  the  audience,  identified  by  the  orange  rib 
bon  with  the  words,  “Physicians’  Home”  on  their  bad 
ges.  We  wish  there  were  more.  In  addition  we  still  ob 
tain  the  voluntary  assessment  of  $2  per  member  collect 
ed  by  the  component  county  societies  of  the  State.  W 
are  most  grateful  for  these  generous  donations  and  als' 
for  those  from  that  fine  group  known  as  the  Women’ 
Auxiliary.  Each  year  these  ladies  contribute  to  thi 
Physicians’  Home  an  ever  increasing  sum  which  las 
year  reached  $4,032.  Not  included  in  this  total  is  a gif 
of  $1,000  received  early  this  year  from  the  Suffolk  Coun 
ty  Auxiliary.  The  money  was  generated  by  several  funt 
raising  events,  the  exact  nature  of  which  I have  not  ye 
discovered.  Perhaps  we  men  could  profit  by  studyin; 
the  successful  enterprises  of  these  energetic  women 
Our  directors  are  also  pleased  to  note  that  this  particu 
lar  branch  has  given  Physicians’  Home  top  priority  ox 
its  list  of  favorite  charities,  an  unanticipated  but  wel 
come  benefaction  which  we  hope  other  bodies  may  emu 
late. 

In  conclusion,  the  officers  and  directors  of  our  organi 
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zation  are  looking  with  considerable  concern  at  current 
trends  and,  not  without  reason,  are  expecting  greater 
claims  on  our  resources  in  the  near  future.  In  this  spe- 
cial year  of  1975  when  the  medical  profession  is  hard- 
pressed  by  economic  crises  of  unprecedented  gravity,  let 
us  not  forget  the  Physicians’  Home,  or  fail  to  preserve 
this  haven  for  a comrade  in  distress  when  he  calls  for 
help. 

. . . The  House  rose  and  applauded  as  Dr.  Stothers  left 
the  podium  . . . 

PRESIDENT  OF  THE  AMERICAN 
ASSOCIATION  OF  MEDICAL  ASSISTANTS, 
NEW  YORK  STATE  SOCIETY* 

. . . Speaker  Way  recognized  Mrs.  Sophia  M.  Isaacs, 
President  of  the  American  Association  of  Medical  Assis- 
tants, New  York  State  Society,  who  addressed  the 
House  as  follows: 

Thank  you  for  again  giving  the  American  Association 
of  Medical  Assistants,  New  York  State  Society,  Inc.  the 
privilege  of  addressing  you. 

I could  go  on  and  speak  of  the  many  facets  of  our  or- 
ganization pertaining  to  membership  growth,  education, 
support  of  our  physician/employers,  but  today  instead 
of  speaking  about  our  progress,  we  would  like  to  make 
you  aware  of  what  we  are  doing  regarding  your  current 
problem,  malpractice  insurance.  W’e,  as  medical  assis- 
tants, fully  understand  the  stress  you  are  enduring  and 
we  hope  that  it  pleases  you  to  know  we  are  behind  you 
100%.  As  part  of  our  endeavors  we  sent  a representa- 
tive to  attend  the  malpractice  meeting  in  Syracuse,  New 
York  to  apprise  us  of  the  situation,  progress,  and  pro- 
posals. In  addition,  each  chapter  of  the  New  York  State 
Society  has  been  made  aware  of  this  crisis.  They  have 
been  asked  to  write  their  legislators  in  support  of  the 
Medical  Society  of  the  State  of  New  York  and  also  to 
alert  each  patient  as  to  the  problem  and  how  it  involves 
him  personally.  Our  Legislation  Committee  is  working 
diligently  to  encourage  every  medical  assistant  to  do  her 
part.  This  very  briefly  touches  a little  of  our  concern 
and  what  we  are  doing  to  try  to  help  solve  this  crisis. 
Your  problem  is  our  problem  as  we  are  a unit,  and  what 
happens  to  one  player  affects  the  productivity  of  the 
team  as  a whole. 

Malpractice  is  a major  problem  today,  but  in  a medi- 
cal assistant’s  life  there  are  many  small  problems  which 
you  might  not  be  aware  of,  so  in  closing  may  I read  a 
medical  assistant’s  prayer.  “Dear  Lord,  help  me  to  sat- 
isfy my  beloved  but  slightly  loony  and  unreasonable 
boss.  Help  me  to  have  the  memory  of  an  elephant,  and 
to  be  able  to  do  six  things  at  one  time — answer  four  tele- 
phones, keep  the  boss  from  throwing  a lighted  match  in 
a full  trash  basket,  and  take  a letter  that  must  go  out 
today  and  which  he  will  forget  to  sign  until  tomorrow. 
Help  me  keep  my  patience  when  he  has  me  search  for  a 
report  in  the  files  that  he  finds  later  in  his  coat  pocket, 
and  Lord  permit  me  not  to  destroy  records  that  he  will 
want  three  days  later,  even  though  he  has  ordered  me  to 
get  rid  of  them.  And  teach  me  how  to  say  he  isdn  con- 
sultation when  he  is  still  out  on  the  golf  course  and  late 
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for  office  hours.  And  above  all,  Dear  Lord,  when  I fi- 
nally retire,  grant  me  enough  strength  left  in  my  weary 
bones  to  give  the  lug  one  big  sock  right  in  the  kisser. 
Amen!” 

Again,  thank  you  for  listening  and  inviting  me  to  your 
House  of  Delegates. 

. . . The  House  rose  and  applauded  as  Mrs.  Isaacs  left 
the  podium  . . . 


EMPIRE  MEDICAL  POLITICAL  ACTION 
COMMITTEE* 

. . . Speaker  Way  recognized  Edward  C.  Rozek,  M.D., 
Chairman  of  the  Empire  Medical  Political  Action  Com- 
mittee, who  addressed  the  House  as  follows: 

This  report  of  the  Empire  Medical  Political  Action 
Committee,  better  known  as  EMPAC,  marks  the  end  of 
an  era  and  we  hope,  begins  a new  period  of  hope  for  the 
physicians  of  New  York  State. 

While  the  past  few  years  have  been  most  trying  to  all 
physicians  due  to  third  party  interference,  the  most 
trying  years,  1973-1974,  are  now  in  the  past,  and  it  is 
time  to  reevaluate  our  position  and  our  objectives  to 
protect  the  uninhibited  delivery  of  the  best  health  care 
in  the  world  to  the  people  of  this  State. 

In  1974,  the  Empire  Medical  Political  Action  Com- 
mittee, numbering  only  304  members  out  of  approxi- 
mately 27,000  members  of  the  Medical  Society  of  the 
State  of  New  York  and  a total  of  44,000  New  York  State 
physicians,  were  successful  in  supporting  14  out  of  17 
Congressional  candidates.  This  was  accomplished  with 
the  aid  of  $39,500  obtained  from  the  American  Medical 
Political  Action  Committee,  the  national  PAC  fund,  de- 
spite the  fact  that  only  approximately  $4,000  was  con- 
tributed to  the  national  PAC  by  New  York  State  physi- 
cians. For  this  cooperation,  we  thank  the  Board  of  Gov- 
ernors of  EMPAC. 

It  is  appalling  to  face  the  facts,  of  which  we  have  been 
made  well  aware  by  the  presidents  of  the  Medical  Soci- 
ety of  the  State  of  New  York  and  its  Woman’s  Auxiliary, 
that  so  few  physicians  in  New  York  State  are  cognizant 
of  this  important  activity.  This  lack  of  awareness  is 
based  only  on  the  apathy  of  the  physician,  and  it  is  pres- 
ent despite  repeated  oral  communications  including 
those  of  our  past  two  presidents,  Thomas  F.  McCarthy, 
M.D.,  now  Secretary-Treasurer  of  EMPAC  and  Lynn  R. 
Callin,  M.D.;  mailings  and  especially,  urgings  for  partici- 
pation frequently  expressed  in  the  recent  issues  of  News 
of  New  York;  and  placement  of  an  exhibit  booth  at  State 
Society  and  Interspecialty  Group  meetings. 

The  present  chaotic  situation  in  the  practice  of  medi- 
cine in  New  York  State  is  indicative  of  the  necessity  of 
political  education,  both  of  the  physicians  and  the  legis- 
lators, in  the  status  of  the  practice  of  medicine.  This 
can  be  accomplished  simply  by  the  cooperation  of  every 
physician  in  New  York  State. 

During  the  past  year,  it  was  with  sincere  regret  that 
we  had  to  explain  to  candidates,  including  physician 
candidates,  campaigning  for  State  legislative  offices  and 
requesting  aid,  that  no  financial  aid  was  available  for 
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their  campaign  due  to  lack  of  funds.  This  lack  of  avail- 
able funds  was  due  to  only  one  factor — 300  physicians 
out  of  27,000  felt  sufficiently  interested  to  try  to  mold 
their  practice  of  the  future  by  financial  support. 

What  would  our  position  be  today  in  the  chaotic  mal- 
practice situation  if  we  were  able  to  tell  you  that  ap- 
proximately 80%  of  the  legislators  in  Albany  were 
EMPAC  supported  legislators  with  open  channels  of 
communication  for  our  State  Legislation  Committees? 

United  action  by  all  physicians  and  by  the  State  Med- 
ical Society  is  necessary  and  can  accomplish  much  more, 
and  accomplish  this  much  more  effectively,  than  action 
by  splinter  groups  which  are  bound  to  arise  in  the  State 
unless  unified  support  of  EMPAC  is  accepted  and  ful- 
filled rapidly. 

It  behooves  each  and  every  officer  of  the  State  Medi- 
cal Society,  every  county  society,  the  entire  Council,  and 
every  member  of  the  House  of  Delegates  to  promote  full 
cooperation  in  the  support  of  EMPAC,  whose  only  pur- 
pose for  existence  is  to  open  channels  of  communication 
for  our  legislation  committees. 

I wish  to  thank  publicly  the  members  of  the  American 
Medical  Political  Action  Committee,  the  small  number 
of  New  York  State  physicians  who  supported  us;  the 
MSSNY  officers,  and  members  of  the  Board  of  Gover- 
nors of  the  Empire  Medical  Political  Action  Committee, 
for  their  support  and  perseverance. 

I wish  William  Stem,  M.D.,  the  new  chairman  of 
EMPAC,  all  the  success  in  the  world  in  this  important 
venture. 

. . . The  House  applauded  as  Dr.  Rozek  left  the  podi- 
um . . . 

PRESIDENT-ELECT* 

. . . Speaker  Way  recognized  Ralph  S.  Emerson,  M.D., 
President-Elect,  who  addressed  the  House  as  follows: 

It  is  a privilege  and  an  honor  to  be  chosen  your  presi- 
dent during  the  coming  year,  although  I am  not  con- 
vinced you  are  doing  me  a favor.  It  is,  however,  a chal- 
lenge which  is  accepted. 

We  have  never  had  so  many  problems  cascading  on 
our  profession  at  one  time,  but  we  have  never  had  so 
many  opportunities.  The  trouble  with  opportunity  is  it 
usually  comes  disguised  as  hard  work.  It  will  require 
not  only  all  of  our  brain  power,  but  all  we  can  borrow,  if 
we  are  to  convert  our  difficulties  into  opportunities. 
Therefore,  let  us  communicate. 

To  prepare  for  this  stewardship  I have  attended  many 
of  the  committee  meetings  during  the  past  year  to  grasp 
the  feel  of  the  issues.  The  preseason  conditioning  ses- 
sions and  scrimmages  of  the  past  few  months  with  mal- 
practice have  been  bruising  but  have  improved  my 
stamina  for  the  arduous  task  ahead.  I am  well  condi- 
tioned, physically  fit  with  my  mental  batteries  re- 
charged and  ready  to  accept  the  challenges  on  behalf  of 
the  public  and  our  profession. 

It  is  a strange  coincidence  that  precisely  200  years 
ago,  a small  group  of  colonists  in  the  Massachusetts  Bay 
Colony  fought  against  overwhelming  odds  against  injus- 
tices and  to  preserve  their  ideals  of  freedom.  As  we  see 
these  historical  scenes  depicted  on  television  in  1975-76, 
we  somehow  sense  that  history  is  repeating  itself  in 

* Dr.  Emerson  addressed  the  House  on  Thursday  morning 
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1975.  The  names,  places,  and  issues  are  changed,  but 
the  ideals  of  freedom  and  justice  are  the  same.  The 
medical  profession  awakens  each  day  surrounded  by  an 
ever  increasing  stack  of  rules  and  regulations  chipping 
away  at  our  freedom  and  limiting  our  time  to  practice 
medicine.  We  see  increased  taxation  in  the  form  of  un- 
conscionable malpractice  premiums  which  forces  physi- 
cians to  leave  the  State  or  retire  from  practice.  Fortu- 
nately, in  1975  we  have  a free  press,  better  communica- 
tions and  an  informed  public  to  correct  the  abuses  of  big 
government  and  the  special  interest  groups  when  the 
public’s  interest  is  not  served.  These  factors  constitute 
the  basis  for  optimism  in  finding  equitable  solutions  to 
our  problems  in  the  years  ahead. 

President  Lynn  Callin  gave  a detailed  review  of  the 
status  of  our  Society  at  the  inception  and  completion  of 
his  stewardship,  and  we  are  most  grateful  for  his  com- 
prehensive analysis.  He  did  an  excellent  job  in  a very 
turbulent  year.  Let  us  now  focus  on  the  immediate 
problem  and  my  platform  for  the  coming  year. 
MALPRACTICE  CRISIS 

The  immediate  problem  is  the  malpractice  crisis.  It 
is  the  main  topic  of  discussion  in  our  homes,  offices,  hos- 
pitals, medical  societies  and  specialty  society  meetings. 
It  is  most  acute  in  New  York  State.  It  is  a national  dis- 
grace to  allow  this  issue  to  jeopardize  the  health  care  of 
our  citizens.  Attached  for  your  information  is  a sum- 
mary of  my  statement  and  discussion  presented  before 
the  New  York  State  Select  Committee  on  Insurance  and 
the  Senate  Committee  on  Health  on  January  6,  1975  in 
New  York  City. 

The  details  leading  up  to  the  ultimatum  of  the  Argo- 
naut Insurance  Company  have  been  presented  at  this 
House  of  Delegates  meeting.  Suffice  it  to  say,  the  good 
offices  of  the  New  York  State  Superintendent  of  Insur- 
ance responded  to  Dr.  Henry  Fineberg’s  appeal  and 
ordered  Argonaut  to  honor  its  agreement  until  12:01 
July  1,  1975. 

MSSNY  has  met  with  our  legislators  in  Albany  and 
has  submitted  a series  of  draft  bills  for  presentation  to 
the  Legislature.  Included  in  this  legislative  package 
will  be  the  following  proposals:  that  recommendations 
of  the  Malpractice  Mediation  Panel,  including  guide- 
lines for  a schedule  of  awards,  be  admissable  as  evidence 
in  the  event  of  a court  trial;  a panel  of  experts  in  each 
specialty  to  give  an  opinion  and  admissable  as  evidence 
in  the  event  the  experts  for  the  plaintiff  and  defense  dis- 
agree; restriction  of  the  Statute  of  Limitations;  in- 
creased authority  of  the  State  Medical  Society  to  disci- 
pline its  peers;  abolishing  the  concept  of  informed  con- 
sent as  a basis  for  suit,  except  for  cosmetic  and  experi- 
mental procedures;  binding  arbitration;  filing  of  a notice 
of  pendency  of  action  immediately  upon  its  commence- 
ment; limitation  of  the  contingency  fee;  contractual  ar- 
bitration and  immunity  under  the  Good  Samaritan  pro- 
vision in  responding  to  hospital  life  threatening  emer- 
gencies. 

A subcommittee  of  our  Professional  Medical  Liability 
Insurance  and  Defense  Board,  chaired  by  Andrew  H. 
Patterson,  M.D.,  is  formulating  a program  of  action. 
Additional  members  were  added  to  give  broader  repre- 
sentation of  other  interested  groups  in  mobilizing  our 
27,000  members.  A $100.00  assessment  was  levied  to 
provide  funding  for  a long  range  program.  Every 
alternative  is  being  evaluated,  including  a captive  in- 
surance company  in  the  event  the  malpractice  system  is 
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restructured  to  the  extent  it  becomes  a feasible  insurable 
item. 

We  plan  a massive  letter  writing  campaign  by  our  pa- 
tients with  petitions  in  our  offices,  talks  before  civic  or- 
ganizations, letters  to  the  editors  of  our  newspapers  and 
every  other  medium  to  bring  our  message  to  the  public 
and  the  Legislature.  This  malpractice  crusade  will  start 
this  week  and  will  expand  in  the  next  few  weeks. 

We  do  not  have  to,  nor  are  we  trying  to  sell  a product. 
We  are  only  educating  the  public  through  our  offices, 
letters,  friends,  and  news  media.  When  the  public  un- 
derstands the  costs  of  malpractice  premiums  and  the  se- 
riousness of  the  problem,  it  is  shocked.  The  public  con- 
siders the  Federal  government  inefficient  when  it  re- 
turns only  one  out  of  every  two  to  three  dollars  that  goes 
to  Washington  (IRS  excepted).  People  in  general  are 
irate  when  they  learn  from  testimony  in  the  Congressio- 
nal Record  that,  of  the  malpractice  awards,  only  one  of 
four  to  six  dollars  returns  to  the  injured  with  50%  being 
retained  for  legal  costs;  and  that  this  wasteful  system 
frequently  drags  out  over  a period  of  years,  and  they  are 
paying  an  additional  penalty  with  higher  pass-on  physi- 
cian and  hospital  charges.  When  the  people  are  made 
aware  of  this  unconscionable  and  wasteful  system,  they 
will  respond  by  demanding  action  of  our  Legislature.  If 
the  Legislature  fails  to  respond,  the  public  will  demand 
an  indepth  investigation.  Watergate  demonstrated  to 
the  politician  that  he  must  pay  heed  to  the  wrath  of  the 
public  and  the  responsible  news  media  led  by  the  New 
York  Times,  or  he  may  be  gracefully  or  ungracefully  re- 
tired. If  the  politician  is  astute,  he  will  recognize  this  as 
a National  issue  in  the  public  interest  with  all  eyes  fo- 
cused on  New  York  and  will  respond  with  appropriate 
legislation  to  correct  long  overdue  injustices.  No,  we  do 
not  need  a selling  job  but  only  an  educational  malprac- 
tice crusade.  The  news  media  and  the  public  will  do  the 
rest.  Unless  there  is  a substantial  legislative  reform 
sufficient  to  make  malpractice  an  insurable  mechanism 
at  no  increase  in  malpractice  premiums  on  a “claims  in- 
curred" basis,  the  grass  roots  feedback  indicates  a 
health  care  crisis  in  New  York  State  on  July  1, 1975. 

It  is  my  intention  to  hold  a referendum  on  malprac- 
tice to  seek  the  input  of  our  membership  and  to  obtain 
data  on  whether  they  plan  to  continue  practice  and 
under  what  conditions.  Such  a referendum  is  in  prog- 
ress by  the  Brooklyn-Long  Island  Chapter  of  the  Ameri- 
can College  of  Surgeons. 

The  following  Referendum  was  sent  to  some  900  Fel- 
lows of  our  Chapter  on  the  weekend  of  February  23, 
1975  with  indicated  response  (total  277  or  30%) 

1.  If  the  New  York  State  Legislature  passes  only 
the  JUA  (Joint  Underwriting  Association  of  Insurance 
Carriers)  with  the  “Claims  made”  penalty  which  re- 
quires physicians  to  purchase  a “Tail-contract,”  and 
does  not  make  substantial  changes  in  the  Malpractice 
System,  what  will  you  do? 


a.  Close  practice  or  leave  the  State 
unless  there  is  “No  increase  in  Malprac- 
tice Premiums”  under  the  claims  in- 

Yes 

No 

curred”  (old  basis)? 

b.  Continue  practice  but  accept  only 

138 

63 

the  low  risk  cases? 

c.  Continue  practice  and  accept  a 
higher  “claims  incurred”  Malpractice 
Premiums  up  to. 

43 

116 

1.  50%  increase 

48 

107 

2.  Greater  than  50%  increase? 

d.  Take  a vacation  until  the  Malprac- 

19* 

120 

tice  Crisis  is  settled? 

e.  Cease  practice  and  take  a non  clin- 

110 

79 

ical  salaried  position? 
f.  Continue  practice  without  Mal- 

77 

90 

practice  Coverage? 

22 

139 

This  is  a preliminary  report,  but  is  a remarkable  re- 
sponse within  a two  week  time  span  and  represents  the 
great  concern  of  our  Fellows.  It  indicates  that  68%  are 
seriously  considering  closing  their  surgical  practices. 
27%  indicate  they  will  continue  practice  but  accept  only 
the  low  risk  cases.  31%  will  accept  a 50%  increase  in 
malpractice  premium.  14%  will  accept  a greater  than 
50%  malpractice  premium.  58%  will  take  a vacation 
until  the  malpractice  crisis  is  settled.  46%  will  take  a 
nonclinical  salaried  position.  14%  will  practice  without 
malpractice  coverage.  The  totals  are  greater  than  100% 
due  to  checking  multiple  options. 

Since  the  Fellows  of  the  American  College  of  Surgeons 
represent  all  of  the  surgical  specialties,  including  obstet- 
rics and  gynecology  and  are  board  certified  by  their 
specialties  and  have  demonstrated  leadership  and  excel- 
lence in  performance,  they  are  the  elite  and  represent  a 
very,  vital,  health  resource.  It  would  be  tragic  for  the 
people  of  New  York  State  if  this  essential  health  re- 
source were  lost.  The  preliminary  reports  of  our  physi- 
cians in  training  (Interns  and  Residents)  in  these 
specialties  indicate  that  over  80%  are  planning  to  leave 
New  York  State  and  settle  elsewhere  unless  the  mal- 
practice crisis  is  resolved. 

1975  PROGRAM 

LET  US  COMMUNICATE 

1.  “Think  Sessions To  provide  greater  input 
from  the  grass  roots  with  easy  and  prompt  access  to  our 
headquarters,  we  will  set  aside  the  first  and  third 
Wednesday  afternoons  of  each  month  for  discussions  of 
problems  and  constructive  suggestions  from  our  mem- 
bers and  the  Woman’s  Auxiliary.  Our  door  will  be  open 
to  other  health  related  organizations.  We  ask  that  you 

* The  19  are  divided  among  specialties  as  follows:  10  obste- 
tricians— gynecologists,  3 ophthalmologists,  1 colon  rectal  sur- 
geon, 1 urologist,  1 thoracic  surgeon,  2 general  surgeons  and  1 
pediatric  surgeon. 
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arrange  appointments  in  advance  through  Edward  Sie- 
gel, M.D.,  and  state  the  subject  matter,  so  we  may  be 
prepared  to  provide  the  most  recent  background  infor- 
mation. The  “nerve  center”  of  our  activities  must  be 
the  MSSNY  Headquarters.  Our  task  is  not  only  to  plan 
activities  and  solve  current  problems  but  to  anticipate 
future  trends  and  recommend  appropriate  action.  To 
do  this  requires  conservation  of  time  and  energy,  and  we 
must  forego  many  of  the  pleasant,  social  functions  this 
year  and  concentrate  on  work  sessions.  Therefore,  I 
will  ask  our  officers  and  councilors  to  represent  me  at 
many  social  functions  during  my  stewardship. 

2.  MSSNY  News  Media.  We  will  provide  sum- 
maries of  our  Council  activities  and  current  information 
at  the  earliest  possible  date  and  request  comments  and 
suggestions  to  improve  the  dissemination  of  news  items. 

3.  Woman’s  Auxiliary.  We  will  continue  to  wel- 
come our  distaff  members  at  our  Council  meetings  and 
plan  to  expand  their  participation  in  our  current  mal- 
practice programs.  We  envision  a statewide  program 
for  the  health  educators  and  hope  the  Woman’s  Auxilia- 
ry will  take  the  lead  in  coordinating  such  a program, 
patterned  after  the  North  Shore  University  Hospital- 
Hofstra  University  plan.  Federal  Legislation  (pending) 
§544-Comprehensive  School  Health  Education  Act  is 
targeted  toward  this  goal  by  providing  a funding  mecha- 
nism. At  the  AMA  Clinical  Meeting  in  Portland,  Ore- 
gon, the  New  York  Delegation  introduced  a resolution 
which  was  passed  by  the  House  of  Delegates  requesting 
the  AMA  to  develop  curricula  and  guidelines  for  the 
health  educators. 

4.  Specialty  Societies.  We  would  like  a closer  lia- 
son  with  greater  input  into  the  MSSNY  structure.  We 
should  give  serious  consideration  to  the  recommenda- 
tion that  the  chairman  of  the  Interspecialty  Committee 
attend  our  Council  meetings  and  be  a member  of  the 
MSSNY  Council.  We  appreciate  the  tremendous  work 
of  the  Interspecialty  Committee  in  completing  the  Rela- 
tive Value  Scale  study  and  extend  congratulations  to 
John  Williams,  M.D.,  and  his  Committee  members. 
There  are  still  jurisdictional  disputes  which  must  be  re- 
solved within  their  committee  before  being  submitted  to 
the  MSSNY  Council.  We  will  cooperate  and  welcome 
their  input  at  our  “Think  Sessions.” 

5.  PSRO  Support  Center.  We  will  continue  to 
support  Mr.  Morton  Chalef  and  Charles  Aswad,  M.D., 
and  the  Support  Center  as  they  try  to  unscramble  the 
PSRO  egg.  Underfunding  is  a real  problem.  We  will 
assist  our  PSRO’s  in  becoming  operational  and  will  offer 
services  on  request.  The  looseness  of  the  HEW  draft 
regulations  on  confidentiality  of  records  is  very  disturb- 
ing. The  thrust  of  HEW  to  settle  for  concurrent  review, 
which  is  primarily  utilization  and  cost  control,  to  the  ex- 
clusion of  quality  control  is  disheartening,  as  we  bought 
the  PSRO  concept  on  a basis  of  quality  rather  than  utili- 
zation and  cost  control.  We  have  the  Quality  Criteria 
Predictors  of  Hospital  Care  available  as  guidelines  for 
the  hospitals  and  PSRO’s  to  assist  them  in  developing 
their  own  quality  criterias.  At  the  present  time  we  have 
had  550  requests  for  our  Predictors  from  45  states  plus 
Canada,  Puerto  Rico,  Virgin  Islands,  Venezuela  and 
France,  and  the  Predictors  are  being  used  in  teaching 
programs  in  our  hospitals  and  medical  schools. 

6.  Continuing  Medical  Education.  We  hope  the 
broad  program  started  by  Marvin  Bloom,  M.D.,  and  his 
committee  will  make  substantial  progress  this  coming 


year.  We  do  not  favor  reexamination  for  relicensure 
and  believe  the  principle  of  assessment  of  performance 
through  the  physician’s  peer  review  mechanism  is  a bet- 
ter measurement  than  reexamination.  We  encourage 
participation  in  the  AMA  continuing  education  pro- 
grams and  the  voluntary  programs  of  some  of  the  na- 
tional specialty  organizations. 

7.  Liaison  With  AMA  and  Health  Related  Orga- 
nizations. The  avalanche  and  complexities  of  Federal 
and  State  health  legislation  affecting  Federal  and  State 
agencies  requires  a close  liaison  with  the  Hospital  Asso- 
ciation of  New  York  State,  New  York  State  Depart- 
ments of  Health  and  Social  Services,  the  HEW  Depart- 
ments of  SRS  (Social  and  Rehabilitation  Services),  SSA 
(Social  Security  Administration),  PSRO  and  the  New 
York  State  Education  Department.  The  American 
Medical  Association  is  our  parent  organization  and  de- 
serves our  full  support.  A national  organization  of  this 
scope  must  function  as  a consensus  of  diversified  opin- 
ions and  philosophies.  We  do  not  always  agree  with 
every  decision,  but  no  national  organization  can  please 
everyone’s  personal  viewpoint.  Too  few  physicians  rec- 
ognize or  appreciate  the  tremendous  services  the  AMA 
provides  or  its  impact  in  modifying  unrealistic,  Federal 
health  legislation.  It  works  behind  the  scenes  and  pro- 
vides extensive  data  and  other  valuable  information  to 
the  State  and  specialty  societies.  The  AMA  is  mount- 
ing a task  force  on  malpractice  collating  data  on  a Na- 
tional basis  and  providing  model  state  legislation  pro- 
posals. Our  membership  voted  against  compulsory 
membership  in  the  AMA,  however,  we  urge  every  physi- 
cian to  join  on  a voluntary  basis  and  pay  the  sixty  dollar 
assessment.  This  is  no  time  to  be  fragmenting  orga- 
nized medicine’s  house.  “If  a house  be  divided  against 
itself,  that  house  cannot  stand”  (Mark  3.25).  Support 
the  AMA.  Correct  its  deficiencies  but  work  within  the 
framework  of  its  many  mansions. 

8.  Interns  and  Residents.  We  want  to  encourage 
participation  of  our  young  physicians  in  our  delibera- 
tions. They  need  our  guidance,  and  we  need  their 
input.  As  they  mature  and  gain  greater  insight  into  the 
ever  increasing  complexities  of  medical  practice,  we  are 
convinced  all  will  profit  by  this  amalgamation. 

9.  Sports  Medicine.  We  have  developed  an  excel- 
lent team  approach  with  the  twenty-nine  organizations 
comprising  the  Assembly  of  the  Ne\y  York  State  Associ- 
ation of  Health,  Physical  Education  and  Recreation. 
The  Supplementary  Report  of  the  Committee  on  the 
Medical  Aspects  of  Sports  contains  a Resolution  passed 
at  its  January  1975  annual  meeting.  10,000  letters  are 
being  mailed  to  every  school  in  the  State  of  New  York 
supporting  our  position  on  malpractice  and  requesting  a 
massive  letter  writing  campaign  to  our  legislators,  as  the 
entire  school  health  and  sports  program  may  be  jeopar- 
dized by  the  malpractice  crisis. 

10.  Emergency  Medical  Services.  We  urge  the 
State  and  component  county  societies  to  exert  leader- 
ship in  assisting  our  hospitals  and  government  agencies 
in  providing  emergency  medical  services.  It  is  probably 
the  most  effective  mechanism  of  providing  prompt 
treatment  in  the  urban,  suburban  and  rural  areas  of  our 
State.  Edward  C.  Hughes,  M.D.,  is  to  be  commended 
for  his  outstanding  program  in  Rural  Health  Care.  We 
need  such  leadership  throughout  the  State. 

11.  Preventive  Medicine.  We  need  expanded  and 
coordinated  efforts  in  detecting  hypertension  and  its 
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followup  treatment,  cervical  cancer  (Pap  smears),  breast 
cancer,  diabetes,  sickle  cell  anemia,  lead  and  other  in- 
dustrial poisoning,  alcoholism,  air  and  water  pollution. 
We  need  to  publicize  guidelines  and  a prescription  for 
the  quality  of  life.  We  should  urge  government  and  in- 
surance carriers  to  provide  for  diagnostic  laboratory  and 
x-ray  studies  on  an  out-of-hospital  basis  for  early  detec- 
tion and  treatment  of  diseases  without  financial  penal- 
ties. WTe  commend  the  work  of  the  anonymous  Com- 
mittee for  the  Sick  Physician  and  urge  full  implementa- 
tion of  the  program. 

12.  Research  and  Planning.  We  have  a fine  divi- 
sion under  the  leadership  of  Mr.  Ernest  T.  Mattison. 
He  has  submitted  some  outstanding  concepts,  and  we 
hope  our  committees  will  utilize  his  expertise  to  a great- 
er extent  in  the  future. 

Many  years  ago  John  Burroughs  said  “Nothing  re- 
lieves and  ventilates  the  mind  more  than  a resolution.” 
We  have  had  a plethora  of  resolutions  the  past  few  days, 
and  we  are  well  ventilated  and  refreshed  with  new  ideas 
to  be  explored  by  research  and  planning. 

Our  committees  are  the  heart  of  our  organization.  It 
is  the  ignition  system  which  starts  the  flow  of  ideas  to 
nourish  and  to  serve  society,  and  its  success  will  depend 
on  the  clarity  and  enthusiasm  in  the  transmission  of 
these  ideas.  To  do  this  we  must  have  unity  of  purpose. 
This  is  not  to  say  we  must  always  agree,  because  honest 
differences  of  opinion  and  debate  are  not  disunity  but 
are  part  of  the  vital  process  of  arriving  at  policy  deci- 
sions. Having  arrived  at  a decision,  we  expect  everyone 
to  pull  his  oar  as  in  a well  disciplined  crew.  It  is  an 
honor  to  serve  on  a MSSNY  Committee,  and  we  cannot 
tolerate  members  pulling  their  oars  in  the  wrong  direc- 
tion and  disrupting  the  team  effort.  MSSNY  preceded 
and  will  outlive  us.  Those  of  us  who  are  privileged  to 
participate  have  a responsibility  to  serve  it  and  increase 
its  heritage  as  an  ever  expanding  vital  force  in  serving 
society.  W’orking  in  unity  we  can,  and  we  will  accom- 
plish this  purpose. 

In  summary,  the  spectre  of  malpractice  has  cast  a 
shadow  of  darkness  over  our  profession  and  our  capacity 
to  deliver  health  care  to  our  patients.  We  are  beginning 
to  see  a light  at  the  end  of  the  tunnel  as  the  news  media 
and  the  public  rally  to  support  our  position.  We  shall 
overcome  these  dark  days  as  our  cause  is  just  and  right, 
and  public  opinion  usually  precedes  legislative  action  in 
remedying  long  overdue  injustices. 

We  have  grave  responsibilities  for  the  health  care  of 
the  people  of  our  State  with  new  challenges  emerging 
every  day.  We  must  accept  these  obligations  and  re- 
spond with  new  methods  to  meet  society’s  current  and 
future  needs.  We  must  be  united  as  a profession  and 
function  as  a health  care  team  with  government  and 
other  health  care  agencies.  We  have  the  organizations 
and  expertise  to  do  what  is  necessary,  so  Let  Us  Com- 


municate— and  working  together,  we  are  confident  our 
health  care  team  will  accomplish  it’s  mission. 

. . . The  House  rose  and  applauded  as  Dr.  Emerson 
left  the  podium  . . . 


MEDICAL  STUDENT  DELEGATE* 

. . . Speaker  Way  recognized  Mr.  David  N.  Katz,  who 
addressed  the  House  as  follows: 

As  the  delegate  for  the  Student  Section,  I would  like 
to  make  just  a few  brief  remarks  to  fill  you  in  on  what 
the  Student  Section  has  been  doing  and  what  our  goals 
are  for  this  particular  meeting  and  also  for  the  future. 

I would  like  to  express  to  you  our  wish  to  learn  at  this 
meeting  many  of  the  aspects  of  the  Society  and  the  po- 
litical and  medical  problems  you  are  dealing  with.  We 
also  have  come  to  share  our  views  with  the  other  groups 
that  are  represented  here.  We  are  very  happy  to  be 
here  with  voice  and  vote. 

The  Student  Section  met  as  a whole  on  Saturday  and 
Sunday  of  this  past  week.  At  that  time,  we  considered 
two  sets  of  issues.  First,  we  set  up  an  internal  structur- 
ing for  our  own  group.  And  secondly,  we  discussed 
some  of  the  issues  that  you  have  been  working  so  hard 
on  these  past  few  days  are  important  to  us.  Some  of 
these  issues  are  peculiar  to  our  being  students  and  oth- 
ers are  crucial  to  all  of  us  in  medicine.  These  are  issues 
which  we  have  discussed  in  the  reference  committee  and 
hope  to  discuss  in  the  House  of  Delegates.  These  in- 
volve the  quality  of  medical  education,  medical  mal- 
practice, the  problems  of  physician  distribution,  medical 
school  loans  and  the  difficulty  that  many  of  us  have  had 
in  obtaining  them,  the  scheduling  difficulties  that  the 
medical  student  representatives  have  had  in  attending 
this  convention,  problems  of  cross-over  contracts  with 
hospitals,  and  Summer  fellowships  for  medical  students. 
We  considered  some  of  these  issues  yesterday  afternoon, 
and  we  appreciate  the  comments  and  help  that  we  have 
had  from  the  reference  committee  on  these  issues.  We 
also  feel  that  we  have  learned  quite  a bit  from  the  vari- 
ous points  of  view  expressed  and  hope  that  we  make  our 
points  of  view  known  on  the  issues  we  feel  important. 

As  you  can  see,  we  have  varied  interests  and  varied 
views  in  these  areas.  We  feel  it  important  that  you  have 
our  input  on  the  issues  I have  mentioned,  and  we  look 
forward  to  the  days  that  follow  and  to  a fruitful  inter- 
change of  viewpoints  with  the  members  of  the  State  So- 
ciety at  the  next  meeting. 

. . . The  House  applauded  as  Mr.  Katz  left  the  podium 

* Mr.  Katz  addressed  the  House  at  the  Wednesday  morning 
session. 
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Introduction  of  Guests 

. . . Speaker  Way  introduced  the  following  guests  who 
addressed  the  House  and  were  applauded: 

Guy  W.  Van  Syckle,  M.D.,  President-Elect,  Connecticut 
State  Medical  Society. 

C.  Nason  Bunden,  M.D.,  Vice-President,  Massachusetts 
Medical  Society 

D.  Glyn  Millard,  M.D.,  President,  New  Hampshire 
Medical  Society. 

A.  Reynolds  Crane,  M.D.,  President,  Pennsylvania  Med- 
ical Society 

Introduction  of  Past  Presidents 

. . . Speaker  Way  introduced  the  following  Past  Presi- 
dents who  were  in  the  House:  Renato  J.  Azzari,  James 
M.  Blake,  Henry  I.  Fineberg,  Walter  T.  Heldmann, 
George  Himler,  Edward  C.  Hughes,  Edward  Siegel,  and 
Walter  Scott  Walls 

. . . The  House  rose  and  applauded  . . . 


AWARD  PRESENTATIONS* 

. . . Speaker  Way  introduced  President  Callin  who 
made  the  following  presentation: 

PRESIDENT'S  CITATION  FOR  DISTINGUISHED 
COMMUNITY  SER  VICE 

PRESIDENT  CALLIN:  In  April  of  1972,  Sanford  A. 
Kaplan,  M.D.,  as  special  advisor  to  the  Mayor  of  Yonk- 
ers on  drug  affairs,  organized  and  sponsored  a sophisti- 
cated and  highly  successful  Drug  Training  Institute,  for 
professionals  and  related  personnel.  Later  that  year,  he 
authored  and  broadcast  on  Radio  Station  WYNC,  in 
New  York  City  a lecture  on  “Common  Sense  Answers  to 
a Parent’s  Anguish  About  Drugs.”  Also  in  1972,  an 
“Overview  of  the  Yonkers  Drug  Scene”  was  written  by 
Dr.  Kaplan  and  published  in  January  1973  in  the  “Jour- 
nal of  Drug  Issues.” 

In  1972,  Dr.  Kaplan  was  appointed  Chairman  of  the 
Yonkers  Narcotics  Guidance  Council  by  Mayor  Alfred 
Del  Bello.  In  1973,  Dr.  Kaplan  appeared  before  Assem- 
blyman Riccio’s  Committee  on  Drug  Abuse,  influencing, 
at  least  in  part,  the  strengthened  Drug  Abuse  Law  that 
was  passed  in  New  York  State  later  that  year.  Dr.  Kap- 

* The  Vice-President’s  medal,  the  Redway  Award,  and  the  Wil- 
liam Hammond  Award  for  Distinguished  Service  were  present- 
ed at  the  Sunday  afternoon  session;  The  Bernstein  Award  was 
presented  and  the  Fifty-Year  Citations  were  announced  at  the 
Tuesday  afternoon  session;  The  Scientific  Exhibit  Awards  were 
announced  at  the  Wednesday  morning  session;  and  the  Presi- 
dent’s Citation  for  Distinguished  Community  Service  was  pre- 
sented at  the  Wednesday  afternoon  session. 


Ian’s  community  service  has  overflowed  into  man; 
other  areas.  He  has  served  his  local  taxpayers  group  a 
Director  of  the  Taxpayers  Association  of  North  Eas 
Yonkers.  He  has  been  a member  of  the  Yonker’s  Eco 
nomic  Development  Committee  and  a participant  in  th 
United  Way  Campaigns. 

In  summary,  I quote  a letter  from  Alfred  Del  Belle 
County  Executive  of  Westchester:  “Dr.  Kaplan  is  a: 
outstanding  illustration  of  a man  who,  by  his  exampl 
and  sincere  dedication  to  the  needs  of  people  and  hi 
community,  is  able  to  combine  excellence  in  his  profes 
sion  with  a deep  humanitarian  concern  for  all.  He  i 
truly  a doctor  to  whom  the  medical  profession  can  tak 
great  pride.” 

I,  therefore,  feel  that  the  awarding  of  the  President’ 
Citation  to  Dr.  Kaplan  is  a deserving  tribute  to  his  man; 
years  of  service. 

. . . The  House  rose  and  applauded  as  Dr.  Kaplan  lef 
the  podium  . . . 


ALBION  O.  BERNSTEIN,  M.D.  AWARD 

. . . Speaker  Way  recognized  Albert  H.  Douglas,  M.D. 
and  D.  Bernard  Amos,  M.D.,  who  came  to  the  podium. 

DR.  DOUGLAS:  The  Albion  0.  Bernstein,  M.D 

Award  is  awarded  to  a physician,  surgeon,  or  scientis 
who  has  made  a recent  widely  beneficial  scientific  dis 
covery  in  medicine,  surgery,  or  prevention  of  disease 
This  award,  presented  under  the  auspices  of  the  Medica 
Society  of  the  State  of  New  York,  was  established  by  thi 
late  Morris  J.  Bernstein  to  perpetuate  the  memory  of  hi 
son,  a physician,  who  tragically  lost  his  life  while  re 
sponding  to  a medical  call. 

The  recipient  of  the  award  this  year  is  D.  Bernarc 
Amos,  M.D.,  James  B.  Duke  Professor  of  Immunolog; 
and  Experimental  Surgery  at  Duke  University,  Durham 
North  Carolina,  for  his  highly  significant  contribution 
in  the  fields  of  immunology  and  genetics.  Dr.  Amos  ha: 
been  an  innovating  pioneer  in  studies  relating  to  tissue 
histocompatibility  and  the  application  of  this  knowledgi 
to  more  successful  tissue  transplantation  in  the  labora 
tory  and  in  clinical  medicine.  The  farreaching  implica 
tions  of  his  work  will  be  increasingly  appreciated  as  wi 
forge  more  deeply  into  the  field  of  tissue  and  orgai 
transplantation  in  the  future. 

Dr.  Amos,  we  are  pleased  to  present  this  award  to  you 

. . . The  House  rose  and  applauded  as  Dr.  Amos  lef 
the  podium  . . . 


THE  WILLIAM  HAMMOND  AWARD  FOR  DIS 
TING  UISHED  SERVICE 

. . . President  Callin  recognized  Albert  H.  Douglas 
M.D.,  who  came  to  the  podium. 

PRESIDENT  CALLIN:  The  annual  William  Ham 
mond  Award  for  Distinguished  Service  is  given  this  yeai 
to  Albert  H.  Douglas,  M.D.,  who  has  served  the  New 
York  State  Journal  of  Medicine  in  the  capacity  of  chair- 
man of  the  Publications  Committee  and  as  a member  oi 
the  Editorial  Board  for  more  than  twenty  years.  This 
testimonial  is  given  as  a token  of  our  appreciation.  He 


1872  New  York  State  Journal  of  Medicine/September,  1975/House  of  Delegates,  Minutes 


has  also  contributed  much  by  selecting,  reviewing,  and 
recommending  improvements  in  manuscripts  submitted 
for  publication  in  his  particular  field — Cardiology. 

Dr.  Douglas,  it  gives  me  a great  deal  of  pleasure  to 
present  this  citation  to  you. 

. . . The  House  rose  and  applauded  as  Dr.  Douglas 
left  the  podium  . . . 


REDWAY  AWARD 

. . . President  Callin  recognized  David  Charles 
Schechter,  M.D.,  who  came  to  the  podium. 

PRESIDENT  CALLIN:  Mr.  Speaker,  at  this  time, 
the  annual  Laurance  D.  Redway  Medal  and  Award  is 
made.  Laurance  Redway  was  former  Editor  of  the 
Journal  and  helped  to  build  up  its  strong  structure. 

This  thirteenth  annual  Redway  Medal  and  Award  is 
given  to  David  Charles  Schechter,  M.D.,  for  the  series  of 
articles  on  “Cardiac  Structural  and  Functional  Changes 
After  Myocardial  Infarction”  which  were  published  this 
year  in  several  issues  of  the  Journal  of  the  Medical  Soci- 
ety of  the  State  of  New  York.  This  series  of  review  con- 
tributions have  been  effective  in  helping  our  readers 
keep  abreast  of  advances  in  heart  disease  and  its  thera- 
py. This  citation  is  a token  of  our  appreciation.  Dr. 
Schechter. 

. . . The  House  rose  and  applauded  as  Dr.  Schechter 
left  the  podium  . . . 

VICE-PRESIDENT’S  MEDAL 

. . . President  Callin  recognized  Arthur  H.  Diedrick, 
M.D.,  who  came  to  the  podium. 

PRESIDENT  CALLIN:  Arthur  H.  Diedrick,  M.D., 
is  finishing  his  term  as  Vice-President  of  the  Medical 
Society  of  the  State  of  New  York.  He  has  served  six 
long  years  with  the  Council  and  topped  it  off  with  a year 
as  Vice-President  and  it  is  with  sincere  appreciation  and 
with  sincere  regret  also  that  we  see  him  terminating  his 
contributions.  We  would  like  to  present  you  with  this 
Vice-President’s  Medal  Arthur. 

. . . The  House  rose  and  applauded  as  Dr.  Diedrick 
left  the  podium  . . . 

. . . President  Callin  recognized  Edward  D.  Coates, 
M.D.,  who  came  to  the  podium. 

PRESIDENT  CALLIN:  Edward  D.  Coates, . M.D., 
Deputy  Assistant  Commissioner  of  Health  is  here  to  re- 
ceive the  William  Hammond  Award  for  Distinguished 
Service  which  is  being  made  to  Robert  P.  Whalen,  M.D., 
Acting  Commissioner  of  the  New  York  State  Health  De- 
partment. Dr.  Whalen  has  served  the  New  York  State 
Journal  of  Medicine  for  more  than  six  years  in  his  ca- 
pacity on  the  Associate  Editorial  Board  and  has  helped 
materially  in  reviewing,  selecting,  and  recommending 
improvements  in  the  manuscripts  submitted  for'publi- 
cation  in  his  particular  field  of  expertise — Public 
Health. 


The  Medical  Society  of  the  State  of  New  York  offers 
this  token  of  our  appreciation  of  the  effectiveness  of  his 
contribution. 

. . . The  House  applauded  as  Dr.  Coates  left  the  podi- 
um . . . 

FIFTY-YEAR  CITATIONS 

PRESIDENT  CALLIN:  I would  like  also  to  an- 

nounce the  continuation  of  the  Fifty-Year  Service  Cita- 
tions. As  president,  I am  extremely  pleased  to  continue 
the  established  tradition  to  now  recognize  our  colleagues 
who  are  celebrating  their  golden  anniversary  in  the 
practice  of  medicine.  It  is  indeed  a great  pleasure. 

This  year,  we  are  proud  and  privileged  to  honor  319 
physicians  enjoying  this  distinction. 

Engraved  citations  recognizing  the  50th  year  since 
graduation  from  their  medical  school  will  be  mailed  to 
each  soon  after  this  convention,  or,  at  their  county’s  re- 
quest, will  be  presented  to  them  by  their  own  county 
medical  society. 

Our  best  wishes  for  long  years  of  good  health  and  hap- 
piness, along  with  our  sincere  congratulations,  go  to 
each  and  every  one  of  you. 

. . . The  House  applauded  . . . 

The  list  of  the  recipients  follows: 

Albany 

Philip  L.  Forster 
Walter  C.  Mott 
Ignatius  J.  Murnane 
Anna  Ward  Perkins 
Frances  E.  Vosburgh 

Bronx 

Harold  Burg 
Vincent  P.  Casey 
William  G.  Chorba 
Abraham  A.  Clahr 
Pasquale  M.  De  Carlo 
Isidore  Fischer 
Samuel  Gartner 
Joseph  Glanzer 
Robert  Glass 
Sidney  Grossman 
Julius  Halpern 
Morris  I.  Knopfelmacher 
Joseph  J.  Kowles 
Samuel  Kramer 
Edward  N.  Lefcourt 
Salvatore  Luca 
Vito  J.  Merola 
Hyman  Miner 
Edward  Opin 
Sergio  S.  Pena 
Jose  Guadalupe  Reyes 
Louis  Saltzman 
Adolph  Schorr 
Alexander  Sandor  Sebo 
Maurice  A.  Shapiro 
Nathan  Solomon 
Jacob  J.  Wechsler 
George  Weiss 
Sigmund  P.  Winter 
Mordecai  Yood 
Monroe  Yudell 
David  Zahn 


Minutes,  House  of  Delegates/September,  1975/IMew  York  State  Journal  of  Medicine  1873 


Broome 

Clifton  H.  Berlinghof 
Harvey  Earl  Smith 

Cattaraugus 

William  John  Allexsaht 

Chautauqua 

Malcolm  G.  Bourne 
Clair  Hayes  Culver 
H.  Wolcott  Ingham 

Chemung 
James  A.  Mitchell 
Roswald  G.  Turner 

Chenango 

Harry  H.  Epstein 

Clinton 

George  Herbert  Gonyea 
Columbia 

Thomas  Frank  Cacioppi 
Cortland 

Stewart  A.  Ver  Nooy 

Dutchess 
Kurt  Holzer 

William  Cecil  B.  Johnston 
Leo  Patrick  O’Donnell 
Thomas  Main  Proctor 
Max  Michael  Simon 

Erie 

Marvin  Avram  Block 
William  F.  Burke 
Francis  T.  Carbone 
Irving  I.  Crouse 
Grant  Tracy  Fisher 
Arthur  Herman  Grunfeld 
Francis  Joseph  Gustina 
Milton  Eli  Kahn 
Martin  Joseph  Littlefield 
Howard  Edward  Rogers 
Mitchell  I.  Rubin 
Lucian  C.  Rutecki 
Milton  John  Schulz 

Fulton 

Herbert  Corle  Hageman 
Leo  Rosen 

Genesee 

Wilson  Carroll  Swasey 
Jefferson 

Julius  D.  Krombach 
Arnold  John  Lee 

Kings 

Maurice  Bruce  Bangel 
Alexander  Blank 
Morris  Bonfield 
Sigmund  Sidney  Briger 
Albert  H.  Busky 
Carleton  Campbell 
Otto  Anthony  Carabba 
Armand  L.  Colantuono 
Isidore  Daichman 
David  Murray  Davidson 
Stephanie  Dessauer 
Anthony  W.  Devito 
Bernard  Disick 
Samuel  Dubin 
Adolph  Herman  Emerson 
Bruno  Fehl 
Samuel  G.  Feuer 
Solomon  S.  Fiderer 


Samuel  B.  Frischberg 
Charles  H.  Gradinger 
Murray  Greenwald 
Nathan  Grosof 
William  Samuel  Grosof 
Frank  Coleman  Hamm 
Harry  Lewis  Herman 
Harold  Bernard  Hermann 
Leo  House 
Karl  A.  Kreag 
Lawrence  Kuskin 
Stanley  S.  Lamm 
Harry  Leibowitz 
William  H.  LeStrange 
Isidore  Levine 
Arthur  Stuart  MacGregor 
Fred  Mather 
Milton  John  Matzner 
Adolph  Mechner 
Abraham  Jacob  Michaels 
Samuel  Millman 
Christopher  Montana 
L.  Gaston  Papae 
Louis  Perlman 
Leo  Rosen 
Samuel  Rubenstein 
Henry  Leon  Ruderman 
Harry  Schenkman 
Hyman  Sherman 
Walter  Joseph  Shields 
Joseph  A.  Sileo 
Meyer  J.  Simon 
Alexander  Slanger 
Isadore  Wolfe  Stillman 
Angelo  J.  Tortora 
Peter  Vitulli 
Mark  J.  Wallfield 
Virginia  Travell  Weeks 
Benjamin  Zohn 

Monroe 

Knox  Brittain 
Maurice  Davidson 
Noemi  Goldin  Hochman 
John  S.  McIntosh 
Samuel  Jay  Stabins 
Libby  Pulsifer 

Nassau 

Robert  Huntington  Atkins 
Erich  Baender 
Leopold  Goldfarb 
Joseph  Horace  Kinnaman 
Paul  Dewey  Steele 

New  York 

William  Brewster  Allan 
Gregory  I.  Altschuller 
Zhivko  D.  Angeluscheff 
Nicholas  Peter  Appy 
Abraham  Babbin 
Bernard  Berglas 
Ira  Jay  Berlove 
Alexander  Birkle 
Jacob  Birnbaum 
Louis  F.  Bishop 
Katharine  L.  Breydert 
John  Mitchell  Brush 
Frederick  Carl  Burgheim 
Carlos  F.  Cardenas-Pupo 
Chester  W.  Chinn 
Arthur  Joseph  Cracovaner 
John  Dorsey  Craig 
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Helen  0.  Curth 
William  Curth 
John  A.  Davis 
John  Staige  Davis  Jr. 

Edward  Victor  Denneen 
Fred  Squier  Dunn 
Abram  Wilbur  Duryee 
Jan  Ehrenwald 
Werner  Herman  Engel 
Herbert  Arthur  Epstein 
Emil  Albert  Falk 
Anthony  Godfrey  Featherston 
George  Adolph  Fiedler 
George  Friedman 
Thomas  J.  Galvin 
Louis  J.  Geldzahler 

H.  Harold  Gelfand 
Ottylia  L.  Goldberg 
Friedrich  W.  Grossmann 
Margaret  Herz  Hohenberg 
Ivor  David  Horwich 
Harry  D.  Italiener 
Edward  Jacobs 

Max  Jacobson 
Zygmunt  Jaffe 
D.  Rees  Jensen 
Helen  Z.  Jem 

Constantin  Alexius  Jernakoff 
Vansel  S.  Johnson 
Edward  E.  Kaplan 
M.  Ralph  Kaufman 
Abraham  L.  Kornzweig 
Marianne  Kris 

I.  Newton  Kugelmass 
Harry  G.  Kupperman 
William  Leifer 
Martin  H.  Kilmann 
Alfred  Lilienfeld 
Arthur  Linksz 
Merrill  David  Lipsey 
Ben  Garrison  Lipton 
Gunther  Lomnitz 
John  Lo  Verme 
Harry  J.  Lowen 
Charles  Lovejoy  Lumb 
Lillian  Malcove 
Jerome  Alexander  Marks 
William  W.  Marmar 
Bela  Marquit 

Ira  Alexander  Me  Cown 
Joseph  Meiers 
Joseph  Moldaver 
Maria  Morgenstern 
William  Needles 
Richard  J.  O’Connell  Jr. 

Alex  Frank  O’Hare 
Hellmuth  E.  Oppenheimer 
Julius  G.  Ottenheimer 
Samuel  S.  Paley 
Helene  Papanek 
Gizella  Perl 
Arthur  Reiniger 
Alfred  Romanoff 
Gusty  Runes 
Herman  G.  Sandvoss 
John  Henry  Scharf 
Samuel  Schwartz 
William  Henry  Sebrell 
Robert  C.  Seeley 
Samuel  A.  Sidat-Singh 
Charles  F.  Sims 
Samuel  Edward  Sinberg 


Jesse  Donald  Stark 
Marion  Stranahan 
Hyman  Strauss 
Stanleigh  S.  Tausend 
Francis  Patton  Twinem 
Naomi  Y.  Viscardi 
Preston  Allen  Wade 
Matthew  Warpick 
William  L.  Watson 
Alice  D.  Weber 
Bruce  P.  Webster 
Solomon  Weintraub 
Neville  C.  Whiteman 
Tryphosa  R.  Worcester 
Thomas  Sigfried  Zimmer 
Joshua  Zuckerman 

Niagara 

George  David  Berry 

Oneida 
Irwin  Alper 
Henry  Caiman 
William  T.  Clark 
Paul  H.  Girard 
Ruth  D.  Moore 

Onondaga 

Armand  U.  Aquilino 
Leonard  M.  Aquilino 
Marie  C.  Wasileska 

Orange 

Joseph  Nuntius  Bellino 
Otsego 

F rancis  F.  Harrison 
John  Howard  Powers 

Putnam 

Elias  Weinstein 

Queens 

Joseph  J.  Campion 
Marvin  Z.  Dale 
Edward  Maurice  Douglas 
Alexander  A.  Gaines 
Anthony  R.  Giambalvo 
Irwin  Hirsch 
Samuel  Jerry  Hodkin 
Alice  Helen  Howitt 
Lucy  Jaffe 
John  P.  Keating 
Milena  Klein 
Joseph  Vincent  Lanza 
Ladislav  Merei 
Albert  Alfred  Munzer 
Dora  Eliassow  Rosenberg 
Percy  Scott  Rowe 
Jack  Sarnoff 
Edward  C.  Veprovsky 
Joseph  J.  Vinski 
Gertrude  Waltuch 
Nathan  Weinstein 

Richmond 

Harold  Henry  Berman 
Samuel  Reback 
Joseph  F.  Worthen 

Saratoga 

H.  Dunham  Hunt 

Steuben 

Norbert  W.  Kuch 

Schenectady 

Stuart  F.  Mac  Millan 
Arthur  Quito  Penta 
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I 

Suffolk 

Frederick  Bachner 
George  Loveridge  Bowen 
Frank  Ward  Goeller 
Stephan  I.  Pellathy 
Curtis  T.  Skeete 
Charles  Francis  Snopek 

Tioga 

Arthur  C.  Hartnagel 

Tompkins 

Frederick  P.  Asher 
Manes  Kesten 

Ulster 

Eugene  F.  Galvin 
Harold  Lawrence  Rakov 

Wayne 

James  Llewellyn  Davis 


Scientific  Exhibits  Awards 


Westchester 
Richard  Baruch 
Walter  J.  Becker 
Arthur  Bier 
Ruth  Pilpel  Brickner 
Odell  L.  Dannenbrink 
John  Philip  Foland 
Daye  Walker  Follett 
Maurice  Forman 
Hans  Freundlich 
Paul  B.  Geier 
Ameil  Glass 
Reginald  A.  Higgons 
John  Walter  Lawson 
Margaret  M.  Loder 
A1  Amendes  Morrone 
Howard  A.  Rusk 
Gonsalvo  C.  Williams  Jr. 

Wyoming 

Clifford  H.  Harville 


. . . Speaker  Way  recognized  Albert  H.  Douglas,  M.D., 
chairman,  Scientific  Exhibits  Awards  Subcommittee, 
who  presented  the  following  report: 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Scientific  Awards  is  as  follows: 


Albert  H.  Douglas,  M.D.,  Chairman Queens 

Leonard  F.  Ciner,  M.D., New  York 

John  H.  Morton,  M.D., Monroe 

Julius  E.  Stolfi,  M.D Kings 


The  scientific  awards  are  given  in  two  categories: 
Group  I awards  are  made  for  exhibits  of  individual  in- 
vestigation which  are  judged  on  the  basis  of  originality 
and  excellence  of  presentation.  Group  II  awards  are 
made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the  basis  of  pre- 
sentation and  correlation  of  data. 

The  awards  in  Group  I,  Scientific  Research  are  as  fol- 
lows: 

First:  “New  Lordotic  Projections  for  Improved  Visu- 
alization of  the  Main  Left,  and  Anterior  Descending 
Coronary  Arteries,”  Harold  A.  Baltaxe,  M.D.,  Thomas 
A.  Sos,  M.D.,  The  New  York  Hospital-Cornell  Universi- 
ty Medical  Center,  New  York  City. 


Second:  “Pancreatography,”  Jan  Jakob  Smulewic 
M.D.,  Queens  Hospital  Center,  Jamaica;  Bernard  S.  Ej 
stein,  M.D.,  Long  Island  Jewish-Hillside  Medical  Cei 
ter,  New  Hyde  Park. 

Honorable  Mention:  “Treatment  of  Back  Pain  i 

Cancer  Patients:  The  Role  of  Acupuncture,”  Raymon 
J.  Trudnowski,  M.D.,  Todolfo  C.  Rico,  M.D.,  Roswe 
Park  Memorial  Institute,  Buffalo. 

The  awards  in  Group  II,  Clinical  Research  are  as  fo 
lows: 

First:  “Correlative  Dynamic  Evaluation  of  Periphei 
al  Vascular  Disease,”  B.  Y.  Lee,  M.D.,  J.  L.  Maddei 
M.D.,  F.  S.  Trainor,  Ph.D.,  St.  Clare’s  Hospital  an 
Health  Center,  New  York  City. 

Second:  “Treatment  of  Pathologic  Fractures. 

Ralph  C.  Marcove,  M.D.,  John  P.  Lyden,  M.D.,  Memor 
al  Hospital  for  Cancer  and  Allied  Diseases,  New  Yor 
City. 

Honorable  Mention:  “The  Crane  Principle  as  A 

plied  to  Surgery  of  the  Hand,”  Arthur  Lehrman,  M.l 
State  University  of  New  York  Upstate  Medical  Centi 
Syracuse. 

. . . The  House  applauded  . . . 
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House  Committee  on  Bylaws  (Annual) 


Joseph  F.  Shanaphy,  M.D.,  Chairman,  reported  as  fol- 
lows: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 


lowing members: 

Joseph  F.  Shanaphy,  M.D.,  Chairman  ....  Richmond 

Carl  Goldmark,  Jr.,  M.D., New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Gerald  L.  Glaser,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

George  T.  C.  Way,  M.D.,  ex  officio  Dutchess 

Lynn  R.  Callin,  iCl.D.,  ex  officio Monroe 

Henry  I.  Fineberg,  M.D.,  ex  officio 
Edward  Siegel,  M.D.,  ex  officio 
J.  Richard  Burns,  J.D.,  ex  officio 


The  House  Committee  on  Bylaws  has  been  charged 
with  the  consideration  of  those  resolutions  referred  to  it 
by  the  1974  House  of  Delegates.  The  committee  has 
considered  such  resolutions  and  the  recommendations 
of  the  committee  are  as  follows: 


Resolution  74-1,  Election  of  Councilors 
Introduced  by  Seventh  District  Branch 

WHEREAS,  The  Councilors  of  the  Medical  Society  of 
the  State  of  New  York  are  now  elected  by  the  House 
of  Delegates;  and 

WHEREAS,  This  method  does  not  necessarily  insure 
that  the  individual  Councilor  will  truly  represent  his 
constituency;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  democratic  principle  of  having 
each  of  the  nine  councilors  elected  by  the  District 
Branch  he  represents;  and  be  it  further 
Resolved,  That  the  remaining  three  Councilors  be 
elected  by  the  House  of  Delegates;  and  be  it  further 
Resolved,  That  Article  IV,  Section  1,  Paragraph  3, 
of  the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  changed  to  read: 

Three  councilors  should  be  elected  at  large,  one 
each  year  to  serve  overlapping  terms  of  three  years 
each.  Nine  of  the  councilors  should  be  elected  by 
their  respective  district  branches  with  overlapping 
terms  of  three  years  each  so  that  three  would  be 
elected  each  year.  In  the  event  of  a vacancy,  a 
councilor  shall  be  elected  for  the  unexpired  term. 
The  committee  unanimously  voted  to  defer  action  on 
his  resolution  pending  a report  of  the  Ad  Hoc  Commit- 
fe  of  the  House  To  Study  Methods  of  Election  of 
ouncil  Members  and  AM  A Delegates. 

For  action  of  the  House  see  supplementary  re- 
port on  page  1881. 


Resolution  74-4,  Eligibility  of  Life  Membership 

ntroduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  now  allow  any  member  to  become 
a Life  Member,  enjoying  all  the  benefits  of  life  mem- 
bership upon  attaining  the  age  of  70;  and 


WHEREAS,  There  is  no  specification  as  to  any  re- 
quired duration  of  active  membership  prior  to  eligibil- 
ity for  life  membership;  therefore  be  it 

Resolved,  That  the  MSSNY  amend  the  Bylaws,  Ar- 
ticle II,  Section  1,  Seventh  paragraph  as  follows: 

An  active  member  in  good  standing  for  five  con- 
secutive years  before  reaching  the  age  of  seventy 
years,  unless  there  are  extenuating  reasons  such  as 
illness,  or  an  active  member  in  good  standing  for 
five  years  or  more  who  is  permanently  disabled, 
may  apply  for  life  membership. 

In  considering  this  resolution  the  committee  dis- 
cussed the  advisability  of  requiring  that  the  physician 
applying  for  life  membership  on  the  basis  of  age  or  disa- 
bility have  been  an  active  member  for  the  five  consecu- 
tive years  immediately  preceeding  such  application. 
Although  the  vote  was  not  unanimous  the  committee 
voted  to  recommend  approval  of  the  following  substi- 
tute resolved  portion: 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York,  Article  II,  Section  1,  para- 
graph 8,  be  amended  to  read  as  follows: 

"An  active  member  in  good  standing  for  THE 
five  consecutive  years  before  reaching  the  age  of 
seventy  years,  unless  there  are  extenuating  rea- 
sons such  as  illness,  or  an  active  member  in  good 
standing  for  five  consecutive  years  or  more  who  is 
permanently  disabled,  may  apply  for  life  member- 
ship.” 

The  committee  recommends  approval  of  resolution 
74-4  as  amended 

The  House  voted  to  adopt  resolution  74-4  as 
amended. 


Resolution  74-2,  Osteopathic  Physicians 

Introduced  by  The  Medical  Society  of  the  County  of 
New  York 

WHEREAS,  Many  able,  well  trained  graduates  of  os- 
teopathic schools  are  now  participating  in  intern  and 
resident  programs  approved  by  the  American  Medical 
Association;  and 

WHEREAS,  Despite  their  completion  of  approved 
programs,  they  are  ineligible  for  membership  in  coun- 
ty medical  societies  and  in  the  Medical  Society  of  the 
State  of  New  York;  and 

WHEREAS,  The  American  Medical  Association  ac- 
cepts qualified  graduates  of  osteopathic  schools  as 
members;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  give  equal  consideration  for  membership  in 
these  societies  to  graduates  of  approved  osteopathic 
medical  schools,  who  complete  their  training  at  intern 
or  residency  level  in  programs  approved  by  the  Amer- 
ican Medical  Association;  and  be  it  further 
Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

Article  II,  Section  1,  be  changed  by  inserting  the 
words  “or  osteopathic”  after  the  words  “medical” 
in  the  second  and  third  paragraphs  each  time  it  ap- 
pears. 
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Resolution  74-3,  Membership  for  Osteopathic 
Physicians  in  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  John  E.  Shelley,  M.D.,  as  an  Individual 
WHEREAS,  The  training  in  schools  of  osteopathic 
medicine  is  similar  to  that  given  in  Medical  Schools; 
and 

WHEREAS,  Osteopathic  physicians  are  licensed  to 
practice  medicine  and  surgery  in  New  York;  and 
WHEREAS,  Osteopathic  graduates  are  eligible  for 
American  Medical  Association  approved  internship 
and  residency  training  in  most  specialties;  and 

WHEREAS,  Osteopathic  graduates  are  eligible  for 
medical  society  membership  in  some  states;  therefore 
be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

Article  II,  Section  1,  be  changed  by  inserting  the 
words  “or  osteopathic”  after  the  word  “medical”  in 
the  second  and  third  paragraphs  each  time  it  ap- 
pears. 

These  resolutions  were  considered  together  since  the 
purpose  of  each  was  to  create  a new  category  of  mem- 
bership for  osteopathic  physicians.  The  committee 
voted  to  recommend  that  no  action  be  taken  on  these 
resolutions  since  their  purpose  was  effectively  accom- 
plished at  the  last  session  of  the  House  of  Delegates. 
Osteopathic  physicians  are  presently  eligible  for  mem- 
bership in  the  Medical  Society  of  the  State  of  New  York. 

The  House  voted  to  take  no  action  on  resolu- 
tions 74-2  and  74-3. 


Resolution  74-97,  The  First  District  Branch  as 
the  Medical  Society  of  the  City  of  New  York 
Introduced  by  First  District  Branch 

WHEREAS,  The  present  structure  and  function  of  the 
First  District  Branch  and  its  Coordinating  Council 
does  not  provide  sufficient  coordination  or  coopera- 
tion between  the  five  county  medical  societies  of  the 
City  of  New  York  to  best  meet  the  needs  of  the  physi- 
cians and  the  people  of  the  City  of  New  York;  and 
WHEREAS,  In  its  wisdom  the  legislature  of  the  State 
of  New  York  has  granted  sufficient  “home  rule  and 
autonomy”  to  the  Municipal  Government  of  the  City 
of  New  York  to  provide  for  the  special  needs  of  its  in- 
habitants; and 

WHEREAS,  The  First  District  Branch  presently  en- 
compasses approximately  one  half  of  the  physician- 
members  of  the  Medical  Society  of  the  State  of  New 
York;  and 

WHEREAS,  The  First  District  Branch  has  as  its  ob- 
jectives; 

1.  To  consider  and  to  make  policy  concerning 
those  matters  of  medical  practice  and  health  care 
delivery  that  are  specifically  local  city  problems 
which  are  characteristic  and  special  to  the  needs  of 
the  physician  and  citizens  of  the  City  of  New  York; 
and 

2.  To  provide  a consensus  of  opinion  of  five 
New  York  City  county  medical  societies  to  the 
Medical  Society  of  the  State  of  New  York  in  mat- 
ters concerning  general  interest  to  the  medical  pro- 


fession and  the  delivery  of  health  care  to  the  people 
of  this  State  and  this  Nation;  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  in  the  following 
manner; 

Article  XVII,  (District  Branches)  Section  1 (para- 
graph 2)  shall  read: 

The  First  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Counties 
of  Bronx,  Kings,  New  York,  Queens,  and  Richmond 
and  shall  alternately  be  designated  as  the  Medical 
Society  of  the  City  of  New  York;  and  be  it  further 
Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  in  the  following 
manner: 

Article  XVII,  Section  2,  (District  Branches)  de- 
lete “. . . in  any  way  which  that  body  may  advise,” 
and  substitute  . . . with  budgetary  allotment  and 
administrative  assistance  provided  by  the  Medical 
Society  of  the  State  of  New  York  in  proportion  to 
the  contribution  of  each  of  the  dues  paying  mem- 
bers of  the  district  branches. 

Article  XVII,  Section  2,  first  paragraph  1 would 
then  read  as  follows:  The  objectives  of  the  district 
branches  shall  be  to  promote  the  scientific,  social, 
cultural,  and  other  interests  of  the.  medical  profes- 
sion within  the  district  and  to  cooperate  with  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  with  budgetary  allotment  and  administrative 
assistance  provided  by  the  Medical  Society  of  the 
State  of  New  York  in  proportion  to  the  contribu- 
tion of  each  of  the  dues  paying  members  of  the  dis-  1 
trict  branches. 

The  committee  noted  that  there  are  no  medical  so- 
cieties of  cities  within  the  structure  of  the  State  Society 
Thus  there  would  seem  to  be  no  justification  for  amend- 
ing the  Bylaws  of  the  Medical  Society  of  the  State  oi  ! 
New  York  to  provide  for  special  budgetary  allotment 
and  administrative  assistance  to  the  First  Districl 
Branch  different  from  that  afforded  the  other  districl 
branches. 

Therefore  the  committee  unanimously  recommend i 
disapproval  of  Resolution  74-97. 

The  House  voted  to  not  adopt  Resolution  74- 
97. 


Resolution  74-98,  Amendment  to  the  Bylaws  t 
Redistribute  First  District  Branch  Members 
Introduced  by  Lester  R.  Tuchman,  M.D.,  as  an  Individ 
ual 

WHEREAS,  The  First  District  Branch  of  the  Medica 
Society  of  the  State  of  New  York  has  13,145  members 
while  three  districts  have  fewer  than  1,000  members 
three  districts  between  1,000  and  2,000  members,  anc 
two  districts  between  2,000  and  3,000  members;  and 
WHEREAS,  This  disproportion  represents  an  inequi 
ty;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  o 
New  York  amend  Article  XVII,  Section  1 of  the  By 
laws  by  deleting  the  following: 

“The  First  District  Branch  shall  comprise  th 
members  of  the  Medical  Societies  of  the  Countk 
of  Bronx,  Kings,  New  York,  Queens,  and  Riel 
mond”  and  substituting  therefore  the  followinj 
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"Members  of  the  Medical  Society  of  the  County  of 
New  York  shall  comprise  the  First  District  Branch; 
members  of  the  Bronx  County  Medical  Society  shall 
comprise  the  Tenth  District  Branch;  members  of  the 
Medical  Society  of  the  County  of  Kings  and  the 
Richmond  County  Medical  Society  shall  comprise 
the  Eleventh  District  Branch;  members  of  the 
Medical  Society  of  the  County  of  Queens  shall  com- 
prise the  Twelfth  District  Branch.” 

The  effect  of  this  resolution  would  be  twofold.  It 
would  create  three  additional  district  branches  and  it 
would  permit  an  individual  county  to  create  its  own  dis- 
trict branch.  Your  committee  was  of  the  opinion  that 
district  branches  should  be  composed  of  the  physicians 
of  several  counties.  If  this  resolution  were  permitted  to 
pass  it  would  set  a precedent  whereby  any  county  could 
petition  the  State  Society  to  create  its  own  district 
branch  thereby  making  it  entitled  to  financial  support 
from  the  Medical  Society  of  the  State  of  New  York. 

Accordingly,  the  committee  recommends  disapproval 
of  Resolution  74-98. 

The  House  gave  permission  for  resolution 
74-98  to  be  withdrawn. 


Resolution  74-108,  Abolishment  of  Compulsory 
Membership  in  the  AMA  by  Student’s  House  Offi- 
cers 

Introduced  by  James  K.  Weber,  Delegate  of  the  Medical 
School  Representatives 

WHEREAS,  The  House  of  Delegates  has  just  passed  a 
resolution  mandating  membership  in  the  AMA  for  all 
members  of  MSSNY;  and 

WHEREAS,  The  House  of  Delegates  has  just  passed  a 
resolution  permitting  students  in  the  medical  schools 
of  New  York  State  to  join  the  Medical  Society  of  the 
State  of  New  York;  and 

WHEREAS,  There  already  exists  a student  AMA  as 
well  as  a national  organization  of  interns  and  resi- 
dents; and 

WHEREAS,  Both  students  and  house  officers  may  be 
constrained  either  financially  or  temporarily  from 
participation  in  both  statewide  and  national  medical 
organizations;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  membership  in  the  Medical 
Society  for  both  house  officers  and  students  of  New 
York  medical  schools  not  be  contingent  upon  mem- 
bership in  the  AMA. 

This  resolution  was  introduced  as  a result  of  the  ac- 
ions  of  the  1974  House  of  Delegates  which  both  created 
i class  of  membership  for  medical  students  and  made 
membership  in  the  AMA  mandatory  for  all  members. 
The  Bylaws  of  the  AMA  do  not  permit  students  to  be- 
ome  regular  members  of  that  organization  unless  their 
tate  organization  accords  them  full  membership, 
iince  the  Bylaw's  of  the  State  Society  do  not  grant  stu- 
lent  members  the  right  to  vote  or  hold  office,  their  only 
ntrance  into  the  AMA  would  be  via  the  direct  route, 
hus  the  Medical  Society  of  the  State  of  New  York  man - 
lot  compel  its  student  members  to  belong  to  the  AMA. 
lowever,  since  the  committee  feels  that  it  would  be  ad- 
antageous  to  spell  this  out  in  our  Bylaws,  it  is  hereby 
ecommended  that  resolution  74-108  be  approved  with 
he  following  substitute  resolved  portion: 


Resolved,  That  Article  II,  Section  1,  paragraph  7 of 
Sentence  3 of  the  State  Society  Bylaws  should  be 
amended  to  read  as  follows: 

“Concurrent  membership  in  a component  county 
society  and  the  American  Medical  Association  is 
not  a requirement  for  student  membership.” 

The  committee  recommends  approval  of  the  resolu- 
tion 74-108  as  amended. 

The  House  voted  to  adopt  Resolution  74-108. 


Resolution  74-114,  Separation  of  House  of  Dele- 
gates for  Annual  Convention 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual 
WHEREAS,  One  of  the  most  important  areas  of  medi- 
cal activism  for  the  Medical  Society  of  the  State  of 
New  York  is  with  State  legislation;  and 

WHEREAS,  The  Legislature  of  the  State  of  New  York 
initiates  its  annual  session  promptly  after  the  first  of 
January;  and 

WHEREAS,  By  the  time  of  the  meeting  of  the  House 
of  Delegates  in  late  February,  major  activities  in  the 
area  of  health  legislation  are  already  programmed  for 
the  current  session;  and 

WHEREAS,  The  Council  of  this  Society  in  Septem- 
ber, 1973,  fully  aware  of  this  major  roadblock  to  effec- 
tive legislation  effort,  voted  to  separate  and  transfer 
the  meeting  of  this  House  of  Delegates  from  the  time 
of  the  annual  convention  in  February  to  a Fall  meet- 
ing time  without  specification  of  place;  and 

WHEREAS.  The  1973  Bylaws  of  this  Society  man- 
dates that  both  the  Convention  and  the  House  of  Del- 
egates meet  at  the  same  time  and  place;  therefore  be 
it 

Resolved,  That  the  first  sentence  of  Article  III, 
Section  3 of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  to  read  as  follows: 

The  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  and  the  annual  meeting  of  the 
House  of  Delegates  shall  be  held  at  the  call  of  the 
speaker.  Such  annual  meetings  may  be  held  during 
the  annual  convention  of  the  Medical  Society  of  the 
State  of  New  York  though  this  is  not  required;  and 
be  it  further 

Resolved,  That  Article  XIII,  Section  1,  paragraph  2 
of  the  Bylaws  be  amended  as  follows: 

This  convention  shall  include  the  annual  scientif- 
ic program  which  shall  include  the  annual  meetings 
of  the  sections  and  sessions  and  scientific  motion 
pictures  and  exhibits,  and  such  other  activities  and 
presentations  as  the  House  of  Delegates  or  Council 
may  direct. 

The  annual  meetings  of  the  Medical  Society  of 
the  State  of  New  York  and  the  House  of  Delegates 
may  or  may  not  be  held  at  such  convention  pursu- 
ant to  the  provisions  of  Article  III,  Section  3 of 
these  Bylaws. 

Your  committee  heartily  approves  of  this  resolution 
since  it  would  permit  the  flexibility  which  is  needed  at 
this  time.  The  resolution  would  permit  the  annual 
meetings  of  the  House  of  Delegates  and  the  Medical  So- 
ciety of  the  State  of  New  York  to  be  held  jointly  but 
would  not  mandate  that  they  be  so  held.  The  effect 
would  be  to  permit  the  annual  meeting  of  the  House  of 
Delegates  to  be  held  in  the  Fall  of  the  year  which  would 
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be  most  appropriate  for  the  implementation  of  the  Soci- 
ety’s legislation  program  without  requiring  that  a choice 
be  made  with  respect  to  the  scientific  program  schedule 
prior  to  the  time  when  the  effect  of  such  choice  can  be 
evaluated. 

The  committee,  therefore,  unanimously  recommends 
approval  of  Resolution  74-114. 

The  House,  after  discussion,  voted  to  adopt 
Resolution  74-114. 

Resolution  74-116,  House  of  Delegates  Resolu- 
tions 

Introduced  by  Schenectady  County  Medical  Society 
WHEREAS,  Resolutions  to  the  House  of  Delegates 
may  be  submitted  any  time  in  the  year  intervening 
between  the  prior  House  of  Delegates  and  the  com- 
mencement of  the  House  at  which  the  resolutions  will 
be  presented;  and 

WHEREAS,  In  these  times  of  significant  changes  in 
the  health  field  which  require  careful  deliberation  in 
an  attempt  to  meet.the  problems  which  arise;  and 
WHEREAS,  At  this  House  of  Delegates  there  have 
been  submitted  one  hundred  and  fourteen  resolutions 
of  which  over  sixty  were  submitted  on  Sunday,  Febru- 
ary 24th  in  a two  hour  period;  and 

WHEREAS,  It  is  both  impossible  for  the  Delegates  to 
give  these  resolutions  the  consideration  which  they 
deserve  and  next  to  impossible  for  staff  to  process 
these  in  the  short  time  allotted;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws,  Article  V,  Section  2 — so 
as  to  require  that  all,  except  emergency  and  newly 
pertinent  resolutions,  be  submitted  to  the  Speaker 
not  less  than  24  hours  prior  to  the  opening  session  of 
the  House  of  Delegates.  The  section  as  amended 
would  then  read  as  follows: 

The  Speaker  shall  preside  at  all  meetings  of  the 
House  of  Delegates.  He  shall  appoint  all  com- 
mittees to  serve  during  the  meeting  of  the  House  of 
Delegates  at  least  thirty  days  in  advance  of  the 
meeting.  All  resolutions  submitted  by  component 
county  medical  societies,  district  branches,  scientif- 
ic sections,  and  medical  schools  to  be  presented  to 
the  House  of  Delegates  should  be  forwarded  to  the 
speaker  at  least  forty-five  days  in  advance  of  the 
annual  meeting  of  the  House  and  referred  by  him  to 
the  appropriate  reference  committees;  and  all  reso- 
lutions sent  in  subsequent  to  forty-five  davs  should 
be  presented  to  the  House  and  referred  to  the  ap- 
propriate reference  committees. 


No  resolutions,  other  than  emergency  resolutions 
or  resolutions  submitted  by  Section  Delegates  will 
be  accepted  less  than  24  hours  prior  to  the  opening 
session  of  the  House  of  Delegates  unless  approved 
by  two-thirds  vote  of  the  House. 

Your  committee  is  of  the  opinion  that  the  matters  em- 
bodied in  this  resolution  can  best  be  handled  without  an 
amendment  to  the  Bylaws  since  any  subsequent  change 
which  became  necessary  could  not  be  readily  made  but 
would  have  to  lay  over  for  a year.  As  it  presently 
stands,  the  1975  House  of  Delegates  will  be  governed  by 
Resolution  74-115  which  was  passed  by  the  1974  House 
and  which  provided  that  all  resolutions  are  to  be  sub- 
mitted not  less  than  twenty-four  hours  prior  to  the 
opening  session  of  the  House  of  Delegates  with  the  ex- 
ception of  emergency  resolutions,  newly  pertinent  reso- 
lutions, and  resolutions  submitted  by  section  delegates. 
It  is  the  intention  of  this  committee  to  introduce  a 
standing  resolution  at  the  1975  House  of  Delegates  to 
this  effect  which  will  establish  such  a requirement  for  all 
subsequent  meetings  of  the  House  of  Delegates  until 
such  time  as  it  is  validly  changed.  Your  committee  feels 
that  if  such  a change  becomes  necessary  in  the  future  it 
can  be  made  more  expeditiously  if  there  is  no  need  for 
an  amendment  to  the  Bylaws. 

Thus,  your  committee  recommends  disapproval  of 
Resolution  74-116. 

The  House  voted  to  not  adopt  Resolution  74- 
116. 

Resolution  74-103,  Change  of  Name  of  Section  on 
Plastic  and  Reconstructive  Surgery  to  the  Section 
on  Plastic,  Reconstructive  and  Maxillofacial  Sur- 
gery 

Introduced  by  Howard  B.  Rasi,  M.D.,  Delegate  from 
Section  on  Plastic  and  Reconstructive  Surgery 

WHEREAS,  The  name  of  the  American  Medical  Asso 
ciation  Section  on  Plastic  and  Reconstructive  Surgerj 
is  being  changed  to  Plastic,  Reconstructive  and  Max 
illofacial  Surgery,  and 

WHEREAS,  The  Section  dealing  with  these  subject: 
in  the  American  College  of  Surgeons  is  known  as  Plas 
tic  and  Maxillofacial  Surgery,  and 

WHEREAS,  On  the  national  level,  the  American  Soci 
ety  of  Plastic  and  Reconstructive  Surgery  and  th 
American  Society  of  Maxillofacial  Surgeons  now  mee 
jointly;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  c 
New  York  change  the  name  of  the  Section  on  Plasti 
and  Reconstructive  Surgery  to  the  Section  on  Plasti( 
Reconstructive  and  Maxillofacial  Surgery. 
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Resolution  74-112  Change  of  Name  of  Section  on 
Gastroenterology  and  Proctology 

Introduced  by  A.  W.  Martin  Marino,  Jr.,  M.D.,  as  an 
Individual  and  Bertram  A.  Portin,  M.D.,  Delegate,  Sec- 
tion on  Gastroenterology  and  Proctology 

WHEREAS,  The  designation  Colon  and  Rectal  Sur- 
gery has  replaced  the  designation  Proctology  in  the 
various  specialty  sections  of  the  American  Medical 
Association  and  the  American  College  of  Surgeons; 
and 

WHEREAS,  The  certifying  board  in  the  specialty  is 
the  American  Board  of  Colon  and  Rectal  Surgery;  and 
WHEREAS,  The  national  organization  of  the  special- 
ty is  the  American  Society  of  Colon  and  Rectal  Sur- 
geons; therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  the  designation  of  the  Section  on 
Gastroenterology  and  Proctology  to  the  Section  on 
Gastroenterology  and  Colon  and  Rectal  Surgery. 

Since  neither  of  these  resolutions  require  a change  in 
he  Bylaws,  your  committee  recommends  that  no  action 
)e  taken  at  this  time. 

Your  committee  further  recommends  that  these  two 
esolutions  be  referred  to  the  appropriate  reference 
ommittees  for  action. 

The  House  voted  to  refer  Resolutions  74-103 
and  112  to  the  appropriate  reference  commit- 
tee. (For  action  on  these  see  page  1922.) 

The  House  Committee  on  Bylaws  discussed  one  other 
:em  which  has  come  to  its  attention  since  the  passage  of 
he  new  State  Society  Bylaws.  Article  V,  Section  1, 
aragraph  3 now  provides  that  upon  the  death,  resigna- 
on,  removal,  permanent  incapacity  or  refusal  to  act  of 
le  president,  the  vice-president  shall  succeed  him 
•hereas  formerly  the  president-elect  was  designated  to 
ijcceed  the  president.  However  in  Article  IV,  Section 
:,  the  vice-president  is  not  a member  of  the  executive 
Dmmittee.  It  is  therefore  the  recommendation  of  your 
pmmittee  that  such  section  be  amended  so  as  to  insert 
le  words  “vice-president”  following  the  word  “presi- 
ent”  in  the  first  sentence  thereof.  The  committee  also 
jcommends  that  in  the  interim  the  vice-president  be 
ivited  to  attend  all  sessions  of  the  executive  committee. 

Acknowledgments.  In  addition  to  the  members  of 
lis  committee  who  have  contributed  their  time  and  en- 
•gy,  your  chairman  would  also  like  to  thank  those 


members  of  the  staff  who  have  contributed  to  the  work 
of  this  committee,  J.  Richard  Burns,  J.D.,  General 
Counsel,  his  associate,  Francis  J.  McKee,  J.D.,  and  Miss 
Theresa  D’Oria,  who  acted  as  secretary  to  the  commit- 
tee. 

The  House  voted  to  adopt  the  report  as  a 
whole. 

House  Committee  on  Bylaws 
(Supplementary) 

Joseph  F.  Shanaphy,  M.D.,  Chairman,  reported  as  fol- 
lows: 

The  Bylaws  Committee  studied  the  report  of  the  Ad 
Hoc  Committee  of  the  House  To  Study  Methods  of 
Election  of  Council  Members  and  AMA  Delegates.  The 
committee  also  participated  in  the  discussion  of  this  re- 
port in  the  Reference  Committee  on  Reports  of  Officers. 

The  Bylaws  Committee  unanimously  endorses  the 
principle  of  the  direct  election  of  Councilors.  However, 
Resolution  74-1  deals  with  but  a small  fragment  of  the 
Ad  Hoc  Committee’s  total  concept.  If  74-1  were  ap- 
proved at  this  time,  it  would  most  likely  be  an  interim 
process  having  validity  only  for  a short  period  of  time. 

There  are  many  legal  and  technical  problems  that 
would  be  immediately  created  and  would  serve  to  com- 
plicate action  on  the  Ad  Hoc  Committee’s  report.  The 
Bylaws  Committee  agreed  to  the  editorial  change  of  in- 
serting the  phrase  “members  of  the”  in  the  first  Re- 
solved immediately  before  the  word  “District.” 

The  Bylaws  Committee  wishes  to  emphasize  the  fact 
even  if  Resolution  74-1  approved  at  this  time,  the  By- 
laws change  will  be  effective  for  the  election  of  Council- 
ors in  1976. 

The  Bylaws  Committee  recommends  that  Resolution 
74-1  be  re-referred  to  the  House  Committee  on  Bylaws 
for  consideration  in  conjunction  with  the  Ad  Hoc  Com- 
mittee Report  and  the  development  of  Bylaws  changes 
to  effect  direct  election  of  councilors  and  the  other  items 
recommended  by  the  Ad  Hoc  Committee  and  approved 
by  the  House  of  Delegates  for  action  at  the  1976  meeting 
of  the  House. 

The  House,  after  discussion,  voted  to  refer  the 
supplementary  report  and  resolution  74-1  back  to 
the  House  Committee  on  Bylaws,  along  with  the 
report  and  minority  report  of  the  Ad  Hoc  Com- 
mittee. (see  page  1921) 
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PRESIDENT  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

One  year  ago — 13  months  to  be  exact — I stood  before 
you  as  your  new  president.  Today,  at  the  end  of  my 
term  of  office,  I want  to  thank  you  deeply  and  sincerely 
for  bestowing  this  high  honor  upon  me.  You  have  given 
me  a rich  and  rewarding  experience  I could  not  have  had 
otherwise.  I shall  treasure  this  year  for  the  remainder 
of  my  life. 

To  be  president  of  an  organization  of  the  size  and 
complexity  of  this  one  requires,  among  other  things,  a 
lot  of  time  and  travel — two  days  a week  out  of  my  office 
has  been  the  average.  Born  and  brought  up  in  upper 
New  York  State,  I felt  familiar  with  the  territory  in- 
volved, but  I have  been  amazed  at  the  number  of  new 
places  I have  visited,  the  miles  I have  driven  and  flown 
within  the  State’s  borders.  And  yet,  I feel  I have  cov- 
ered only  a small  portion  of  what  I would  have  liked  to. 

My  year  began,  you  will  recall,  with  the  immediate 
need  of  finding  a new  malpractice  insurance  carrier. 
Before  I left  New  York  City,  it  was  compounded  by  the 
unified  membership  action  of  the  House  of  Delegates 
and  thereafter  each  week  or  less,  seemed  to  pose  a new 
problem.  Items  such  as  PSRO  designated  areas — State 
Medical  Society  Technical  Resource  Center — attempt 
by  the  State  Department  of  Health  to  initiate  pre-ad- 
mission certification  in  Medicare  and  Medicaid — the 
takeover  of  Blue  Shield  by  Blue  Cross  here  in  New  York 
City  and  its  possible  implications  for  other  Blue  Plans 
are  but  a few  of  the  immediate  happenings.  And  now  as 
I approach  the  end  of  my  term,  we  are  faced  with  a 
whole  new  political  setup  in  Albany,  the  impact  of  which 
as  yet  in  large  measure  to  be  determined.  Internally,  we 
have  come  a long  way  and  are  in  very  good  shape.  Our 
executive  vice-president’s  corporate  restructuring  has 
been  working  beautifully,  although  time  has  not  yet  al- 
lowed its  full  effectiveness  to  be  felt.  The  addition  of 
several  new  full  time  division  directors  and  subsequent 
enlargement  of  their  departments  makes  it  now  possible 
for  me  to  state  that  we  have,  in  Lake  Success,  the  re- 
sources to  fill,  either  immediately  or  on  short  notice,  in- 
formation and  data  requests  from  our  constituent  Coun- 
ty Societies. 

Concerning  activities,  two  conferences  were  held,  in 
April  and  again  in  October-November,  with  our  county 
society  executives  and  two  with  our  county  society  presi- 
dents. All  were  well  attended.  Presentations  were 
made  at  each  by  our  full-time  division  directors,  thus 
bringing  the  “working  part  of  our  State  Society  face  to 
face  with  our  county  leaders.”  The  overwhelming  con- 
sensus after  each  of  these  meetings  was  that  they  served 
wonderfully  as  forums  for  daily  problem  discussion.  No 
one  does  any  lecturing.  They  are  purely  give  and  take, 
and  it  is  fascinating  to  see  the  number  of  viewpoints 
that  can  be  taken  on  any  one  particular  issue. 

Council  meetings  were  held  monthly  instead  of  every 
other  month,  and  ran  from  9:30  a.m.  to  3:30  p.m.  with  a 
short  break  for  lunch.  Every  effort  has  been  made  to 
give  voice  to  staff  in  order  to  supply  not  only  back- 


ground data  but  opinion  as  well.  At  every  Counci 
meeting,  opportunity  is  also  given  to  individual  physi 
cians  or  county  society  officers  to  appear  and  presen 
their  problems  and  their  recommendations. 

Recognizing  the  need  for  improved  public  relation: 
and  the  sharing  of  some  of  our  burdens,  the  presiden 
and  president-elect  of  our  State  Woman’s  Auxiliar;  j 
have  also  been  attending  Council  and  certain  committe'  ■ 
meetings.  For  too  long,  we  have  been  operating  as  un  ■ 
related  organizations,  although  bearing  the  same  name. 

More  than  365  physicians  serve  on  our  more  than  6 , 

standing  and  ad  hoc  committees  and  deserve  your  recog  , 
nition  of  their  efforts.  A day  spent  in  the  State  Healt]  I 
Commissioner’s  office,  listening  to  some  23  committe  ; 
chairmen  from  the  Commission  on  Public  Health  giv  I 
reports,  is  most  impressive,  to  say  the  least.  Th  j 
amount  of  work  done  by  the  members  of  this  one  com  . 
mission  alone  would  convince  anyone  that  our  membei  j 
do  care  to  become  involved  in  the  operations  of  our  Sc  j 
ciety.  We  are  trying  to  set  up  tenure  in  all  committee 
so  that  experience  and  fresh  faces  can  be  in  a prope 
blend.  While  I believe  all  committees  are  hard  workin; 
several  this  year  deserve  mention  for  tasks  completed  c 
milestones  reached. 

John  R.  Williams  Jr.,  M.D.,  and  his  Interspecialt 
Committee  have  labored  for  nearly  three  years  on  a rek  , 
tive  value  scale,  performing  a monumental  task  in  ge  j 
ting  it  ready  for  the  printer.  It  is  not  a final  finishe  i 
product,  they  will  tell  you,  but  that  is  also  not  too  f; 
away.  In  order  to  shoot  something  down,  you  know,  yc  j 
must  first  have  a target,  and  putting  something  in  pri>  I 
is  one  way  of  setting  one  up.  Ralph  S.  Emerson,  M.I 
and  his  Peer  Review  Committee,  together  with  h 
friends  in  the  American  College  of  Surgeons,  has  put  o>  I 
Criteria  Predictor  of  Quality  of  Care  guidelines  for  i i 
hospital  use.  These  are  not  norms  or  standards,  b 
strictly  guidelines  to  be  used  or  not  used  as  is  seen  fit  1 
individual  hospital  utilization  review  groups.  Marvin 
Bloom,  M.D.,  and  his  Committee  on  Continuing  (Pos 
graduate)  Education,  after  some  five  years,  have  pr 
posed  a concrete  program,  unique  in  its  makeup,  ai 
have  filed  a foundation  grant  application  for  developi) 
funds.  To  be  against  the  concept  of  continuing  educ 
tion  is  unrealistic  and  I do  not  believe  that  anyone  ho 
estly  is.  To  me  the  form  such  a program  takes  is  me 
important  than  whether  it  is  compulsory  or  volunta 
and  this  latter  is  what  all  the  hue  and  cry  seems  to 
about.  Recertification  or  relicensure  is  a part  of  eve 
National  Health  Insurance  proposal.  Apparently  fc 
states  have  legislated  continuing  education  programs 
recertification  and  six  State  Medical  Societies  ha 
made  this  a prerequisite  for  continuing  membersh  * 
Nineteen  of  twenty-one  Specialty  Boards  apparen  j 
offer  continuing  educational  programs,  only  two  of  th< 
are  mandatory.  While  Dr.  Bloom’s  plan  is  unique 
that  it  is  based  on  performance,  the  question  of  voh 
tarism  or  compulsion  still  exists.  This  is  a matter 
think,  you  are  going  to  have  to  make  your  minds  up  or 
and  soon. 

A new  Physician’s  Committee,  chaired  by  Stanley  i 
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Gitlow,  M.D.,  has  developed  and  the  Council  has  ap- 
proved a long  overdue  plan  of  Help  for  the  Sick  Physi- 
cian. These  and  others  are  definite,  positive,  concrete 
examples  of  the  efforts  of  our  committee  members  and, 
as  I said  earlier,  they  deserve  our  recognition. 

Our  malpractice  problem  continues  at  a stalemate. 
Two  committees  in  addition  to  our  broker  are  devoting 
much  time  and  effort  to  this,  one  committee  to  the 
upgrading  of  our  present  program,  the  other  to  an  analy- 
sis of  other  types  of  programs  and  experiences  in  other 
areas,  the  questions  of  selfinsurance,  legislative  relief, 
poolings,  different  plans,  partial  coverage  indemnities, 
etc.  Our  State  program  lost  fewer  than  400  members 
with  the  premium  rise  as  of  July  1st.  We  have  since 
taken  in  physicians  from  the  bankrupt  Professional  In- 
surance Plan  and  from  the  American  College  of  Sur- 
geons, recently  dropped  by  Liberty  Mutual.  Mediation 
panels  have  largely  been  chosen,  but  the  system  has  not 
as  yet  begun  to  function  throughout  the  State.  Leglis- 
lation  is  to  be  introduced  to  allow  mediation  panel  find- 
ings admissible  as  evidence  in  suits  going  to  trial.  Rein- 
troduction of  legislation  concerning  arbitration,  stat- 
ute of  limitations,  etc.,  are  also  being  done.  My  own 
personal  feeling  is  that  we  must  very  seriously  consider  a 
self-insurance  program  in  view  of  the  continuing  drop- 
ping out  of  this  field  by  the  commercial  carriers. 

My  predecessor,  Thomas  F.  McCarthy,  M.D.,  spent 
much  time  and  many  words  talking  about  political  ac- 
tion committees  last  year,  and  I have  done  the  same  this 
year.  This  being  an  election  year,  we  honestly  felt  that 
we  would  experience  a manyfold  increase  in  the  number 
of  physician  contributors.  We  did,  indeed,  have  an  in- 
crease, but  it  was  not  manyfold.  Last  year  230  physi- 
cians contributed  to  EMPAC,  this  year  270.  Three 
times  the  amount  of  money  raised  in  New  York  State 
was  brought  into  the  State  from  outside  by  EMPAC  for 
local  political  purposes.  Fewer  than  2%  of  our  physi- 
cians support  our  political  action  committees  and  in 
California,  65%  do  so.  Lest  we  forget,  laws  are  made  by 
politicians.  Politicians  can  only  be  influenced  through 
tangible  evidence  of  your  support. 

We  have  two  very  active  legislation  committees,  State 
Legislation  headed  by  John  H.  Carter,  M.D.,  Federal 
Legislation  headed  by  Joseph  R.  Fontanetta,  M.D.  We 
are  ably  represented  in  Albany  by  Martin  J.  Tracey, 
J.D.,  and  by  a prestigious  law  firm,  DeGraff,  Foy,  Con- 
way and  Holt-Harris.  Many  of  you  know  legislators  and 
1 can  assure  you  your  legislators  know  doctors,  and  in 
knowing  doctors  they  are  sure  to  ask  “what  did  they  do 
:o  help  me  get  elected?” 

Some  degree  of  philosophical  comment  should  be  in- 
cluded in  this  brief  preliminary  report  of  my  term  as 
^resident.  In  an  address  to  the  House  of  Delegates  of 
he  American  Medical  Association  in  June  of  this  year, 
etiring  President,  Russell  R.  Roth,  M.D.,  said  in  part 
so  one  will  hear  many  voices,  saying  many  different 
kings.  ” His  words  are  applicable  within  the  house  of 
nedicine  as  well  as  without,  and  apply  equally  to  a dis- 
ussion  of  a single  entity  such  as  National  Health  Insur- 
ince,  for  example,  as  well  as  to  a consideration  of  many 
actors,  such  as  Continuing  Education,  primary  care, 
nd  adequacy  of  present  systems;  in  short,  to  all  medi- 
al, political,  and  social  economics.  Dr.  Roth  also  raised 
most  pertinent  question  when  he  asked,  “What  do  on- 
oming  generations  of  physicians  really  want,  and  will 
lere  be  substantial  diversity  in  their  ranks  as  they  grow 


older.”  Age  and  experience,  taken  together,  provide 
much  knowledge  and  many  answers,  but  they  require 
time  and  time  cannot,  so  to  speak,  be  recycled  and  used 
over.  The  delivery  of  medical  care  remained  relatively 
static  for  a number  of  years,  but  beginning  about  30 
years  ago,  changes  appeared  from  both  within  and  with- 
out, and  the  rate  of  change  has  continued  to  accelerate 
until,  today,  it  is  difficult  to  characterize  what  the  pres- 
ent system  is.  We,  as  individuals,  are  too  busy  coping 
with  a new-way  this  and  new-regulation  that,  to  be  able 
to  stand  back  and  take  a broad  view  of  the  whole  scene. 
Scientific  advances,  and  improved  communications, 
transportation,  facilities,  and  equipment,  today,  consti- 
tute only  a small  part  of  the  cause  of  change.  Medical, 
political,  and  social  economics  is  the  name  of  the  game 
today,  with  a particular  stress  on  the  middle  two. 
Change  is,  of  course,  reflected  in  the  present  makeup  of 
our  own  organizations,  which  are  quite  different  from 
those  of  some  years  ago.  One  thing  we  will  all  agree  on 
is  that  the  medical  practitioner  today  is  much  more 
aware  of  his  surroundings.  No  matter  what  his  mode  of 
political  practice,  he  is  affected  to  a significant  extent  by 
socalled  third-party  influences.  Awareness  is  probably 
todays  key  word,  although  a little  worry  mixed  in  with  it 
will  do  us  no  harm. 

Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  President 

PRESIDENT  (SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  my  inaugural  speech  thirteen  months  ago  we  went 
over  the  major  problems  facing  us — reviewed  the  inter- 
nal reorganization  of  the  Medical  Society  of  the  State  of 
New  York  Headquarters  staff — took  a look  at,  among 
others,  our  relationships  with  the  American  Medical  As- 
sociation, the  State  Health  Department,  and  the  State 
Hospital  Association,  as  well  as  the  Federal  Govern- 
ment’s activities  in  the  health  field. 

The  report  of  my  term  of  office  is  of  necessity  pre- 
sented in  two  parts,  the  first  of  which  appeared  in  the 
January  1975  convention  issue  of  the  New  York  State 
Journal  of  Medicine. 

During  the  year,  tensions  have  continued  to  rise,  costs 
have  continued  to  rise,  and  happenings  have  continued 
to  happen. 

Compulsory  membership  in  the  American  Medical 
Association  reached  a crisis  level  just  as  it  was  to  go  into 
effect,  when  the  AMA  announced  it  was  in  serious  finan- 
cial difficulties  and  proposed  a 90%  dues  increase  cou- 
pled with  a paradoxical  intention  to  curtail  advertising 
income.  This  led  to  a Statewide  referendum  with  some 
67%  of  those  voting  electing  to  reestablish  voluntary 
AMA  membership.  We  do  not  know  at  this  time  the 
total  number  of  our  physicians  dropping  AMA  member- 
ship. Much  of  the  objection  was  against  the  compulsory 
aspect.  I am  certain  that  a large  majority  of  us  regard 
the  AMA  as  being  of  paramount  importance  as  the  voice 
of  organized  medicine.  It  remains  by  far  the  largest 
medical  association  in  this  country. 

PSRO  became  a reality  with  regional  areas  being  es- 
tablished. Our  State  Society  obtained  a grant  to  set  up 
a technical  data  resource  center.  Nearly  all  areas  in  the 
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State  were  well  along  on  organizational  plans  when  the 
Federal  Government  ran  out  of  money  for  this  purpose 
and  activities  are  now  moving  at  a much  slower  pace 
with  effective  operational  dates  still  indefinite. 

The  malpractice  insurance  crisis  was  given  yet  anoth- 
er boost  when,  in  October,  the  Argonaut  Insurance  Com- 
pany announced  a 197%  increase  as  of  April  30th.  This 
led  to  a number  of  actions: 

(1)  Meetings  with  the  State  Superintendent  of  In- 
surance resulted  in  an  agreement  to  preserve  the- pres- 
ent premium  rate  through  June  30  after  which  time 
Argonaut  would  pull  out  of  the  malpractice  insurance 
coverage  of  physicians  in  this  State.  It  became  evi- 
dent after  a few  weeks  that  Argonaut  wanted  “out” 
due  to  extensive  internal  problems  plus  conflicts  with 
its  parent  company,  Teledyne. 

(2)  A realistic,  realization  by  all  that  legislative  re- 
lief was  needed.  This  resulted  in  (a)  a large  group  of 
physicians  meeting  at  the  Capitol  in  Albany  on  Janu- 
ary 13th  and  personally  telling  the  Governor  and  the 
legislators  of  the  seriousness  of  our  problem,  (b)  a 
meeting  of  all  county  legislation  chairmen  in  Syra- 
cuse, January  29;  (c)  the  decision  by  the  Council  that 
a massive  public  relations  campaign  was  needed  to 
further  this  effort,  the  campaign  to  be  financed  by  a 
one  time  assessment  of  $100  per  active  member.  This 
fund  is  being  placed  in  a special  account  and  any 
monies  not  spent  will  be  returned  to  the  membership. 
Also  the  fact  that  most  claims  involve  hospitals  as 
well  has  led  to  dialogue  with  the  State  Hospital  Asso- 
ciation. Presentations  were  made  at  public  hearings 
held  by  the  Senate  Select  Committee  on  Malpractice 
Insurance  and  later  at  public  hearings  held  by  the  As- 
sembly Select  Committee.  Meetings  have  been  held 
with  representatives  of  Congress  and  HEW.  Conver- 
sations have  been  held  with  various  members  of  the 
Bar  Association. 

A Select  Subcommittee  of  the  Medical  Society  of  the 
State  of  New  York  to  study  all  facets  of  malpractice  in- 
surance, chaired  by  Andrew  H.  Patterson,  M.D.,  of  New 
York  City,  has  been  in  existence  since  July.  Its  sole 
function  is  to  review  and  oversee  all  aspects  of  this  prob- 
lem. Current  activities  include  the  intensive  public 
relations  effort  now  underway,  continuing  talks  with  the 
insurance  carriers,  and  a continuing  look  at  some  form 
of  selfinsurance  or  coinsurance.  The  proposal  of  the 
Joint  Underwriters  Association  leaves  much  to  be  de- 
sired as  does  that  of  setting  up  a State  Insurance  Fund 
for  malpractice — the  same  may  be  said  for  Federal 
statements  both  from  HEW  and  from  NHI  proponents. 

These  two  cataclysmic  events — AMA  and  Insurance — 
have  combined  to  make  our  membership  more  Society 
conscious  than  at  any  time  within  my  memory.  This 
feeling  of  being  involved  has  overcome  much  of  the  iner- 
tia of  disinterest  and  selfisolation  normally  existing.  It 
is  of  vital  importance  that  we  here  today,  the  leadership 
of  this  Society,  not  only  strive  to  continue  this  feeling 
but  to  utilize  it  in  increasing  the  personal  involvement 
of  all  our  members.  In  order  for  a public  relations  ac- 
tion, such  as  we  are  embarked  upon,  to  succeed,  efforts 
by  everyone,  not  just  a select  few  or  a highly  paid  profes- 
sional corporation,  are  necessary. 

It  is  good  that  at  this  time  we  are  also  considering 
changes  in  the  election  of  our  officers  so  as  to  give  each 
individual  member  a direct  voice.  Also  that  we  have 
“discovered,”  so  to  speak,  our  Woman’s  Auxiliary,  with 


its  great  potential  for  improving  our  public  relations  and 
our  public  image.  There  is  much  this  organization  can 
do,  in  addition  to  its  traditional  function,  to  make  our 
Society  stronger,  more  closely  knit,  and  more  in  touch 
with  community  and  educational  groups.  I know  that 
Mrs.  Torrence  P.  B.  Payne,  the  current  President  and 
her  officers,  are  willing  and  anxious  to  join  us  in  these 
activities. 

The  recent  change  in  the  political  makeup  at  both 
State  and  Federal  levels  throws  further  confusion  intc 
predictions  as  to  the  NHI.  Budgetary  problems  alsc 
foretell  a delay.  The  AMA  is  frequently  revising  its 
medicredit  plan  to  remain  in  tune  with  the  changing  po- 
litical and  economic  situation. 

A new  State  Health  Commissioner  has  not  yet  beer 
named;  the  acting  commissioner,  Robert  P.  Whalen 
M.D.,  is  well  known  to  us  and  recommendations  that  hi: 
appointment  be  made  permanent  have  been  made  by  i 
number  of  us.  The  State  Health  Department  recently 
decided  not  to  put  into  use  the  more  simplified  Medi 
caid  form,  which  has  been  in  development  for  severa 
years,  thus  further  postponing  any  immediate  improve 
ment  in  this  field.  Of  interest  is  the  awarding  of  con 
tracts  in  several  areas  (among  them  Monroe  County)  t( 
prepaid  health  plans  for  the  care  of  those  on  welfare 
which  includes  many  Medicaid  patients.  This,  o 
course  is  “old  hat”  in  California. 

We  are  continuing  our  legislation  efforts  in  the  area  o 
confidentiality  in  data  processing  of  patients’  records. 

Our  continuing  education  grant  application  remain 
not  acted  upon  at  this  time,  and  the  committee  is  con 
sidering  other  less  desirable,  and  hopefully  temporarj 
methods  in  order  to  avoid  legislative  action  of  a compul 
sory  relicensure  nature. 

Legislative  efforts  are  also  ongoing  in  the  clarificatio 
of  the  paramedic.  This,  of  course,  is  intimately  tied  t 
the  manpower  problem — maldistribution,  titles,  funt 
tions,  supervision,  independent  entrepreneur;  all  are  ir 
volved  in  this  field.  The  nurse  clinician,  for  exampli 
working  in  your  office  and  the  nurse  clinician  workir 
from  her  own  office  as  an  independent  practitioner  pr> 
sent  two  quite  dissimilar  activities. 

The  recent  establishment  of  Health  Service  Areas 
to  be  watched  with  interest.  Whether  present  CHP  an 
RMP  personnel  and  programs  will  be  continued,  or  ne 
ones  brought  in,  will  undoubtedly  vary  from  area  i A 
area.  One  thing  is  certain,  reviewing  groups  and  age) 
cies  will  have  much  more  power.  Our  relationship  wil 
the  House  Officers  Association  is  much  improved,  bi 
we  are  attracting  few  medical  students  to  our  Societ 
This  is  being  evaluated  carefully  in  view  of  the  AMA 
experience  in  the  formulation  of  house  officer  and  mea 
cal  student  representation.  Membership  in  gener 
needs  more  looking  into.  The  increasing  number 
physicians  entering  academia,  industry,  prepaid  plar  J 
and  salaried  hospital  positions  presents  a signifies) 
problem  insofar  as  their  interest  in  or,  in  fact,  need  of 
general  medical  organization,  such  as  our  State  Societ 
We  are  attempting  to  develop  reasonably  accurate  da 
(none  now  exists)  on  the  number  of  physicians  involvi 
in  patient  care  in  order  to  determine  our  position. 

I have  attempted  in  these  few  minutes  to  give  you 
brief  overlook,  so  to  speak,  of  the  present  state  of  our  c 
ganization  and  its  ongoing  efforts.  I do  not  know  of  ai 
way  this  Society  can  be  replaced,  usurped,  or  put  out 
business.  It  is  viable,  aggressive,  and  needed,  tod  : 
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more  than  yesterday,  and  tomorrow  more  than  today. 
It  serves  as  a base  upon  which  to  build  a reference  point 
from  which  to  start  and  also  to  which  to  return.  It  is 
made  up  of  individuals  we  all  know,  you  and  me.  It  is 
your  Society  and  mine.  Support  it. 

Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  President 

Report  of  Reference  Committee  on  Report  of  Offi- 
cers: The  following  report  was  presented  by  George  M. 
Saypol,  M.D.,  Chairman. 

Among  major  problems  with  which  Dr.  Callin  dealt 
ire  some  which  will  face  us  for  long  to  come,  e.g.,  the  de- 
velopment of  PSRO,  our  crisis  in  medical  malpractice, 
ncreasing  liaison  with  an  expanding  Woman’s  Auxilia- 
ry, the  Relative  Value  Scale,  criteria  predictors  and  the 
Committee  to  Help  the  Sick  Physician.  His  enthusias- 
ic  support  of  EMPAC  is  also  noted. 

Dr.  Callin  dealt  with  each  of  these  matters  in  an  ex- 
;mplary  manner  for  which  he  deserves  the  respect  and 
gratitude  of  all  the  members  of  this  Society.  His  edito- 
ial  style,  so  well  portrayed  in  his  column  in  “What’s 
'Jew”  is  of  the  highest  order,  and  we  should  adopt  his 
logan,  “Lead,  do  not  be  lead.” 

The  House  then  voted  unanimously  to  adopt 

this  portion  of  the  reference  committee  report. 


ECRETARY  (ANNUAL) 

0 the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Secretary  for  the 
* ear  1974  to  1975. 

House  of  Delegates.  Verbatim  minutes  of  the  1974 
meeting  of  the  House  of  Delegates  are  on  file  at  the  head- 
c uarters  office.  An  edited  version  of  the  minutes  was 
ansmitted  to  the  New  York  State  Journal  of  Medicine 
nd  was  published  in  the  June  1974  issue,  Vol.  74,  No.  7. 
latters  referred  by  the  House  of  Delegates  to  the  Coun- 
d were  reported  by  the  Secretary  to  the  Council  in 
larch  1974.  Instructions  of  the  House  of  Delegates  were 
■ferred  by  the  executive  vice-president  to  the  appro- 
bate officers,  committee  chairmen,  division  directors, 
• other  persons.  The  “Resume  of  Instructions  of  the  1974 
ouse  of  Delegates  and  Actions  Thereon  by  the  Council, 
oard  of  Trustees,  Officers,  and  Committee  Chairmen,” 
•ages  212  to  229  of  this  issue)  record  the  final  disposi- 
ons  of  the  instructions  of  the  House  as  reported  at  the 
me  of  this  writing  by  the  committees  and  officers  con- 
; . med. 

Council,  Executive  Committee,  Judicial  Council, 
id  Board  of  Trustees.  The  secretary  has  sent  notices 
the  meetings  of  the  Council,  the  Board  of  Trustees, 
id  the  Executive  Committee  and  has  also  reported 
tecutive  Committee  Actions  to  the  Council.  The  Of- 
e of  the  General  Counsel  sent  a notice  in  the  Secre- 
t's name  of  the  one  meeting  of  the  Judicial  Council 
lich  was  held  during  the  year.  v 

Membership.  County  medical  societies  have  sub- 
: tted  requests  of  113  members  for  remission  of  dues 

1 cause  of  illness,  financial  hardship,  or  military  ser- 
’-'e.  These  were  presented  by  the  secretary  to  the 


Council  and  were  approved  by  the  Council.  The  final 
membership  figures  for  the  year  will  be  presented  in  a 
supplementary  report.  They  will  reflect  any  additional 
dues  remissions  approved  by  the  Council  in  November 
and  December  1974. 

The  county  medical  societies  have  submitted  and  the 
secretary  has  presented  to  the  Council  the  names  of  217 
applicants  for  election  to  life  membership  and  the 
Council  elected  them  at  meetings  held  in  March,  April, 
May,  June,  and  September.  The  list  of  persons  so  elect- 
ed follows. 

Richard  G.  Abell,  New  York  City 
David  Abrahamsen,  New  York  City 
Frank  E.  Adair,  New  York  City 
Gaspar  M.  Adamo,  Astoria 
Herman  A.  Altman,  Long  Island  City 
Elmer  E.  Amerman,  Flushing 

Harry  Barowsky,  New  York  City 
Frank  A.  Bassen,  New  York  City 
Samuel  Belkowitz,  DeWitt 
Maxwell  Berkowitz,  Brooklyn 
Hyman  I.  Biegeleisen,  East  Setauket 
Reginald  J.  Blaber,  Brooklyn 
Samuel  Blinder,  New  York  City 
Harry  Bloch,  Forest  Hills 
George  R.  Bodon,  Key  Largo,  Florida 
Charles  Dean  Bohrer,  Westbury 
Thomas  T.  Bowman,  Staten  Island 
Michael  A.  Brescia,  Flushing 
Joseph  R.  Brodie,  Elmhurst 
Carleton  W.  Bullard,  Auburn 
John  Butler  Burns,  Binghamton 
Raymond  K.  Bush,  Mount  Vernon 
Joseph  I.  Butler,  Brooklyn 

Reuben  Cares,  Fort  Salonga 
Frederick  T.  Cavanaugh,  Troy 
Alice  Childs,  Albuquerque,  New  Mexico 
Samuel  Clayton,  Kew  Gardens 
Clarence  J.  Cohen,  Whitestone 
Dorothy  0.  Cooper,  Albion 
John  E.  Cunningham,  Warrensburg 

Dominic  J.  Dell’Aquila,  New  Rochelle 
E.  Joseph  Delmonico,  Fayetteville 
John  Di  Maio,  North  Tarrytown 
Samuel  Dimond,  Brooklyn 
Harold  J.  Dunlap,  Scarsdale 

Israel  H.  Egelman,  Lynbrook 

Wade  B.  Ellis,  Buffalo 

George  F.  Etling,  Hackettstown,  New  Jersey 

George  B.  Ewing,  Clifton  Springs 

Joseph  A.  Fahey,  Buffalo 

George  F.  Fahlberg,  New  York  City 

Armando  G.  Favazza,  Brooklyn 

Abraham  Lewisohn  Feldman,  Mount  Vernon 

Jacob  Feldman,  Brooklyn 

Milton  D.  Feltenstein,  Berkeley  Heights,  New  Jersey 

Milton  B.  Filberbaum,  Patchogue 

Vincent  J.  Fiocco,  New  York  City 

J.  Vincent  Flack,  Pelham 

Orin  Q.  Flint,  Delhi 

George  H.  Fonde,  Huntington 

Louis  G.  Fournier,  Syracuse 

Vincent  D.  Francis,  Fresh  Meadows 

Irving  G.  Fuhr,  Brooklyn 
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George  J.  Ginandes,  New  York  City 

Charles  Glassman,  Brooklyn 

Samuel  M.  Gluck,  Kew  Gardens 

Henry  Goldberg,  New  York  City 

Leo  G.  Goldberg,  Jamaica 

Joseph  L.  Goldman,  New  York  City 

Max  M.  Goldstein,  Brooklyn 

Joseph  Lawrence  Gottesman,  Great  Neck 

Charles  H.  Gradinger,  Brooklyn 

Gordon  L.  Green,  Huntington 

Richard  Grimes,  Jamaica 

Morris  Grosfeld,  New  York  City 

Grant  Guillemont,  Niagara  Falls 

W.  Spencer  Gurnee,  New  York  City 

Mahlon  C.  Halleck,  Worcester 
Mary  O’Neil  Hawkins,  New  York  City 
Vincent  A.  Hawro,  Buffalo 
Reid  R.  Heffner,  Larchmont 
Gottlieb  Helpern,  New  York  City 
Martin  Hirschowitz,  New  York  City 
William  J.  Hochbaum,  New  York  City 
Robert  S.  Hotchkiss,  Pelham 

Eugenia  Ingerman,  New  York  City 

Mildred  W.  Jackson,  Hemlock 

William  M.  James,  The  Bronx 

Frank  C.  Johnson,  Brooklyn 

Paul  B.  Johnson,  New  York  City 

Samuel  Calvin  Johnson,  Buffalo 

Austin  Louis  Joyner,  River  Edge,  New  Jersey 

Bernard  Juris,  New  York  City 

Bernard  S.  Kahn,  New  York  City 

David  Kalkstein,  New  York  City 

Abraham  R.  Kantrowitz,  Brooklyn 

Emanuel  B.  Kaplan,  Teaneck,  New  Jersey 

Adib  H.  Karam,  New  York  City 

Julius  Katzenstein,  Batavia 

David  Kershner,  Brooklyn 

Benjamin  I.  Klein,  Hallandale,  Florida 

Joseph  C.  Klein,  Henrietta 

John  Knysh,  Brooklyn 

Howard  J.  Kopins,  New  Rochelle 

Harry  M.  Krasnoff,  Brooklyn 

Nathan  Krinsky,  Brooklyn 

Minna  N.  Kruger,  Long  Beach 

Rudolf  Kurcz,  New  York  City 

Benedict  Kurshan,  Port  Washington 

Jacob  I.  Lamstein,  North  Miami  Beach,  Florida 

William  G.  Lancellotti,  Brooklyn 

Swen  L.  Larson,  Elmira 

John  B.  Lauricella,  New  York  City 

Harry  Leibowitz,  Brooklyn 

John  A.  Leone,  Niagara  Falls 

William  H.  Le  Strange,  Brooklyn 

Benjamin  S.  Levine,  Fort  Lauderdale,  Florida 

Samuel  B.  Levy,  Westlake  Village,  California 

Arnold  Leo  Lieberman,  New  York  City 

Herman  S.  Lieberman,  New  York  City 

Erwin  Lindenfeld,  North  Syracuse 

Arthur  Linksz,  New  York  City 

Eva  K.  Lipshutz,  New  York  City 

Rudolph  M.  Loewenstein,  New  York  City 

Louis  Lostfogel,  Brooklyn 

John  LoVerme,  New  York  City 

Egon  E.  Lustig,  New  York  City 


Thomas  J.  Mackie,  New  York  City 
Vincent  M.  Maddi,  Binghamton 
Michael  J.  Maggiore,  Endwell 
Joseph  Markel,  Miami  Beach,  Florida 
Eleanor  Martin,  New  Rochelle 
Marsh  McCall,  New  York  City 
Duncan  R.  McCuaig,  New  York  City 
William  W.  Meissner,  Buffalo 
Ira  W.  Mensher,  Brooklyn 
David  A.  Meyer,  Fort  Lauderdale,  Florida 
Joseph  E.  Milgram,  New  York  City 
David  K.  Miller,  Buffalo 
Adolph  S.  Millman,  Middletown 
Morton  R.  Milsner,  New  York  City 
Bernard  J.  Mintz,  New  York  City 
David  I.  Mirow,  Flushing 

E.  Terrill  Montgomery,  Southbury,  Connecticut 

Attilio  J.  Morpurgo,  Sag  Harbor 

G.  Charles  Morrone,  Yonkers 

Charles  A.  Mossew,  Binghamton 

Charles  W.  Mueller,  Brooklyn 

Walter  Mueller,  Wappingers  Falls 

Gerald  E.  Murphy,  Mount  Morris 

Hugh  L.  Murphy,  Brooklyn 

C.  Philip  Naidorf,  Miami  Beach,  Florida 
John  D.  Naples,  Buffalo 

Laurence  C.  Older,  Cuba 
Philip  Ollstein,  New  York  City 
Theodore  W.  Oppel,  New  York  City 
Henry  Ostern,  New  York  City 

Jesse  S.  Parker,  Glens  Falls 
Samuel  Pearl,  Brooklyn 
George  H.  Petti,  Truxton 
Joseph  B.  Pincus,  Brooklyn 
Louis  Pincus,  New  York  City 
Leonard  Plechavicius,  Yonkers 
Gerald  H.  Pratt,  Sea  Girt,  New  Jersey 
Charles  J.  Preefer,  Rockville  Centre 
Garrett  A.  Hobart  Price,  Poughkeepsie 
Donald  G.  Purple,  Corning 

Philip  H.  Rakov,  Syracuse 

Isabella  S.  R.  Ralph,  Guelph,  Ontario,  Canada 

Wellington  W.  Reynolds,  Fairport 

Abraham  A.  Richman,  Brooklyn 

Harry  Richman,  Far  Rockaway 

Raymond  Rivkin,  North  Miami  Beach,  Florida 

Robert  Rivkin,  Brooklyn 

Benjamin  B.  Rosenberg,  Seaford 

Aurelia  Rozov,  New  York  City 

Gdali  Rubin,  Brooklyn 

Edward  P.  Ryan,  Glens  Falls 

S.  Senior  Sack,  Flushing 
Felix  Salama,  Paris,  France 
Angelo  Salvato,  Valley  Stream 
Theresa  Scanlan,  New  York  City 
Joseph  Schachno,  Brooklyn 
Lewis  Alfred  Scheuer,  New  York  City 
Bruno  W.  Schmidt,  Homer 
Morris  R.  Schneier,  Valley  Stream 
Samuel  J.  Schneierson,  Scarborough 
Evan  L.  Schweitzer,  Jackson  Heights 
Herta  Seidemann,  New  York  City 
Thomas  N.  Sheen,  New  York  City 
Jeanne  E.  Shore,  New  York  City 
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Simon  Shulman,  Lawrence 
David  Siegel,  Cedarhurst 
Isidor  Silbermann,  New  York  City 
Solomon  Silver,  New  York  City 
Michael  Slovak,  Schenectady 
Erwin  Fletcher  Smith,  New  York  City 
Marjorie  K.  Smith,  New  York  City 
Eugene  R.  Snyder,  New  York  City 
Leo  A.  Spiegel,  New  York  City 
Frank  A.  Sportiello,  Staten  Island 
Stirling  P.  Stackhouse,  Rome 
Alexander  Stein,  New  York  City 
Eldred  J.  Stevens,  Hammondsport 
Albert  S.  Strauss,  Chappaqua 
Irving  Swartz,  Syracuse 

Joseph  A.  Taferner,  Bricktown,  New  Jersey 
Henry  D.  Taterka,  New  York  City 
Angelo  J.  Tortora,  Brooklyn 
Percy  J.  Tuthill,  Orient 
Thomas  I.  Tyrrell,  Albany 

Charles  E.  Umhey,  Sr.,  Warwick 

Roman  R.  Violyn,  Amsterdam 
Howard  H.  Volan,  Syracuse 

Harry  Warner,  Woodcliff  Lake,  New  Jersey 
Paul  H.  Watson,  Newburgh 
William  Gonder  Weare,  Osprey,  Florida 
Arthur  A.  Weinberg,  Sun  City,  Arizona 
William  D.  Weiss,  New  York  City 
Esther  R.  Wilks,  Scarsdale 
Wanda  Willig,  New  York  City 
T.  Scudder  Winslow,  New  York  City 
Morris  J.  Wolf,  New  York  City 
Joseph  W.  Wycoff,  Hicksville 

Victor  K.  Young,  Fort  Lauderdale,  Florida 
Horace  I.  Yu,  Flushing 

Eva  Zarrow,  Yonkers 

The  secretary’s  supplementary  report  will  list  life 
members  elected  in  November  and  December  1974  and 
in  January  and  February  1975. 

Dues  Payments.  The  following  list  shows  the  num- 
ber of  members  in  each  county  whose  dues  had  been  paid 
by  May  1,  1974,  the  date  after  which  good  standing  is 
lost. 


Albany 

433 

Allegany 

30 

Bronx 

1426 

Broome 

325 

Cattaraugus 

80 

Cayuga 

75 

Chautauqua 

120 

Chemung 

130 

Chenango 

41 

Clinton 

77 

Columbia 

45 

Cortland 

42 

Delaware 

38 

Dutchess 

320 

Erie 

1397 

Essex 

25 

Franklin 

45 

Fulton 

47 

Genesee 

59 

Greene 

21 

Herkimer  36 

Jefferson  106 

Kings  2858 

Lewis  8 

Livingston  38 

Madison  53 

Monroe  1000 

Montgomery  49 

Nassau  1933 

New  York  6527 

Niagara  199 

Oneida  295 

Onondaga  571 

Ontario  108 

Orange  247 

Orleans  26 

Oswego  61 

Otsego  57 

Putnam  44 

Queens  2210 

Rensselaer  140 

Richmond  315 

Rockland  381 

St.  Lawrence  94 

Saratoga  57 

Schenectady  270 

Schoharie  23 

Schuyler  10 

Seneca  24 

Steuben  108 

Suffolk  1189 

Sullivan  46 

Tioga  25 

Tompkins  110 

Ulster  160 

Warren  94 

Washington  37 

Wayne  68 

Westchester  1579 

Wyoming  29 

Yates  16 


Meetings.  The  secretary  has  attended  meetings  of 
the  Council,  the  Executive  Committee,  the  Board  of 
Trustees,  the  Judicial  Council,  and  all  meetings  of  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board,  as  well  as  meetings  of  the  Committees  on  Re- 
search and  Planning,  Foundations,  Membership  Bene- 
fits, and  General  Insurance;  also  meetings  of  The  House 
Committee  on  Bylaws. 

He  has  also  attended  the  Conference  of  Legislation 
Chairmen  in  Syracuse;  and  the  meetings  of  the  Ad  Hoc 
Committee  to  Review  All  Facets  of  the  Malpractice 
Problem.  He  represented  MSSNY  as  a director  of 
Group  Health  Insurance,  as  a director  of  the  New  York 
State  Association  of  the  Professions,  as  a director  of  the 
Physicians’  Home,  and  as  a member  of  the  American 
Bar  Association-American  Medical  Association  Confer- 
ence, as  well  as  the  annual  meeting  of  the  American 
Medical  Association  House  of  Delegates  and  meetings  of 
the  New  York  delegation  to  the  American  Medical  Asso- 
ciation. 

By  the  time  of  publication  of  this  report  he  will  have 
attended  the  meeting  of  the  Nominating  Committee,  the 
clinical  meeting  of  the  American  Medical  Association 
House  of  Delegates,  and  any  additional  meetings  of  the 
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New  York  delegation  to  the  American  Medical  Associa- 
tion. 

Other  Matters.  As  custodian  of  the  seal  of  the  Soci- 
ety the  secretary  has  had  it  affixed  to  appropriate  docu- 
ments. As  required  by  the  Bylaws,  he  has  kept  the 
minutes  and  verbatim  record  of  the  House  of  Delegates, 
the  Council,  the  Executive  Committee,  the  Board  of 
Trustees,  and  the  Judicial  Council  and  has  also  kept 
files  of  the  correspondence  resulting  from  those  meet- 
ings. 

Respectfully  submitted. 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 


Tiiu  M.  Chakkar,  Freeport 

Umbert  Cimildoro,  Oswego 

Anthony  J.  Cincotta,  Fulton 

Angelo  Arthur  Ciocca,  Tarrytown 

Jacob  Clahr,  New  York  City 

Morris  H.  Cohan,  Southbury,  Connecticut 

Victor  L.  Cohen,  Buffalo 

William  V.  Colangelo,  Roslyn  Heights 

Edwin  Fisk  Comstock,  Weilsville 

Thomas  S.  Cotton,  Hornell 

Arthur  J.  Cramer,  Jr.,  Grand  Island 

John  R.  Cunningham,  New  York  City 

Frank  J.  Curran,  New  York  City 


SECRETARY  (SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


Elias  Bander,  New  York  City 

Constance  M.  Barwise,  Orient 

Louis  J.  Baskin,  Brooklyn 

Ramon  E.  Basora,  New  York  City 

Frank  D.  Baston,  Endwell 

William  Benenson,  Flushing 

Otto  M.  Bergen,  New  York  City 

Herbert  Irwin  J.  Berner,  Brooklyn 

Alfred  J.  Bernstein,  Bronxville 

Sidney  A.  Bernstein,  New  York  City 

Anthony  A.  Bianco,  New  York  City 

Abraham  Black,  Kew  Gardens 

Herbert  Blau,  New  York  City 

Morris  Block,  New  York  City 

Ben  Bogen,  La  Jolla,  California 

Milton  G.  Bohrod,  Rochester 

Angelo  R.  Bologna,  Cranston,  Rhode  Island 

Kenneth  F.  Bott,  Greenville 

James  D.  Bradley,  Plattsburgh 

Walter  W.  Brandes,  Hampton  Bays 

Paul  V.  Brinley,  Patchogue 

Alexander  Bromley,  New  York  City 

G.  Freeman  Brooks,  Rye 

Norton  S.  Brown,  New  York  City 

Francis  J.  Buckley,  Floral  Park 

George  E.  Burford,  New  York  City 

Haig  Carapetyan,  New  Fairfield,  Connecticut 
Harry  J.  Chakales,  Brooklyn 


Gustave  A.  Daluiso,  Lackawanna 
Paul  F.  DeGara,  New  York  City 
Clara  F.  Diasio,  Culpeper,  Virginia 
Raphael  J.  DiNapoli,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
Louis  B.  Dunn,  New  York  City 

Harold  J.  Egan,  Bayside 
Joshua  Epstein,  New  York  City 
Caldwell  B.  Esselstyne,  Claverack 

Frank  M.  Falkenbury,  Glens  Falls 
Joseph  H.  Farrow,  New  York  City 
Irving  Feldberg,  North  Hornell 
James  H.  Flynn,  Loudenville 
Florence  D.  Felberbaum,  Amityville 
Alfred  M.  Feldshuh,  Kerhonkson 
Norbert  Fethke,  Stony  Brook 
William  F.  Fivaz,  Fulton 
John  W.  Forster,  New  York  City 
David  I.  Frank,  New  York  City 
Abraham  N.  Franzblau,  New  York  City 
Sol  R.  Friedman,  Washingtonville 
Jacob  Frumkin,  Schenectady 

Victor  L.  Galati,  Brooklyn 
William  A.  Gardner,  New  York  City 
Joseph  G.  Gilbert,  Roslyn  Heights 
Jerome  Glaser,  Rochester 
Morris  H.  Goldenberg,  Brooklyn 
Emil  S.  Goodyear,  Brockport 
Milton  H.  Goolde,  New  York  City 
Leon  Gottfried,  New  York  City 
Eugen  Grabscheid,  New  York  City 
Arno  Gradnauer,  Tappan 
Charles  J.  Greenberg,  West  Hempstead 
Samuel  U.  Greenberg,  Sarasota,  Florida 
Arthur  V.  Greeley,  New  York  City 
Samuel  F.  Groopman,  New  York  City 
Ludwik  Gross,  The  Bronx 
Sidney  W.  Gross,  New  York  City 
Theodore  H.  Grundfast,  Brooklyn 
Emil  Guensberg,  New  York  City 
David  Gurin,  Great  Neck 

James  C.  Harberson,  Watertown 
Walter  T.  Heldmann,  Staten  Island 
Jean  Pierre  Hartman,  Brooklyn 
Morris  F.  Heller,  Hampton  Bays 
Thomas  S.  Hershey,  Scarborough  Manor 
Clarence  F.  Heyden,  Buffalo 
Hugh  M.  Hicks,  New  York  City 


At  the  October,  November,  and  December  1974  Coun- 
cil meetings  and  the  January  and  February  1975  Council 
meetings  remission  of  1974  dues  was  granted  to  ten  ac- 
tive and  three  junior  members  because  of  illness,  mili- 
tary service,  or  financial  hardship  and  remission  of  1975 
dues  was  granted  to  forty-six  active  and  three  junior 
members  for  the  same  reasons. 

The  following  247  persons  were  elected  by  the  Council 
as  life  members  in  actions  taken  at  the  Council  meetings 
in  October,  November,  and  December  1974  and  in  Janu- 
ary and  February  1975. 

Jacob  H.  Ackerman,  The  Bronx 
Jacob  Adler,  Rochester 
Morris  A.  Altman,  Suffern 
Alfred  S.  Ambler,  College  Point 
Frederick  H.  Amendola,  New  York  City 
Bernard  Amsterdam,  New  York  City 
Mario  Antonucci,  Yonkers 
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Dwight  S.  Hinsdale,  Delanson 
Helena  N.  Hirniak,  New  York  City 
Herman  Hirschfeld,  New  York  City 
Paul  F.  A.  Hoefer,  New  York  City 
Rachel  G.  Holloway,  Kerhonkson 
Mary  B.  Holt,  Bay  Shore 
George  A.  Howley,  Pelham  Manor 

Santo  Immordino,  Yonkers 

M.  Elliott  Jackson,  New  Rochelle 
Norman  F.  Jacobs,  Bayville 
Frank  H.  Jaklitsch,  Farmingdale 
Harry  J.  Johnson,  New  York  City 
Roland  W.  Jones,  Center  Moriches 
Louis  Judelsohn,  Buffalo 

Henry  W.  Kaessler,  Bronxville 

Frank  Kaminsky,  Brooklyn 

Mildred  E.  Kamner,  New  York  City 

Morris  Katcher,  Brooklyn 

Norman  D.  Kathan,  Schenectady 

Margarete  H.  Katzenstein,  New  York  City 

Walter  Keller,  Wadsworth 

Milton  Kissin,  New  York  City 

Emory  Klein,  New  York  City 

Peter  Kleinkopf,  New  York  City 

Louis  H.  Klinger,  The  Bronx 

Salem  Kooby,  New  York  City 

Frederick  F.  Kortlucke,  Jr.,  Richmond  Hill 

Julius  Kreitman,  Miami  Beach,  Florida 

George  H.  Kremelberg,  Freeport 

William  Kropf,  Hallandale,  Florida 

Joseph  Lander,  Lakeville,  Connecticut 
Louis  Langman,  White  Plains 
Robert  V.  Larkin,  Elmira 
Mortimer  Lefkowitz,  Brooklyn 
Angelo  F.  Leone,  Medina 
George  E.  Leone,  Southampton 
Benjamin  B.  Levine,  New  York  City 
Milton  I.  Levine,  New  York  City 
Heinz  Lichtenstein,  Buffalo 
Julia  V.  Lichtenstein,  New  York  City 
Harry  S.  Lichtman,  Lido  Beach 
William  Lieberman,  Brooklyn 
Saul  F.  Livingston,  Brooklyn 
Felix  P.  Loiacono,  Yonkers 
Gunther  Lomnitz,  New  York  City 
M.  William  Lynn,  Walden 

Kenneth  H.  MacGregor,  Brooklyn 
Gerald  B.  Manley,  Geneseo 
Anthony  J.  Marazita,  The  Bronx 
Ben  Livingston  Matthews,  Vestal 
John  B.  McCarthy,  Brooklyn 
Thomas  F.  McCarthy,  The  Bronx 
James  C.  McGarvey,  Clearwater,  Florida 
Robert  R.  M.  McLaughlin,  White  Plains 
Joseph  M.  Mele,  Rochester 
Joseph  H.  Merin,  New  York  City 
David  Merksamer,  Brooklyn 
Isidore  Miller,  West  Palm  Beach,  Florida 
Morris  W.  Molinoff,  Brentwood 
Norman  S.  Moore,  Ithaca 
John  R.  Murphy,  New  York  City 


Robert  L.  Nach,  New  York  City 
Edith  Nachmansohn,  New  York  City 
Frank  C.  Nichols,  Sea  Cliff 
William  G.  Niederland,  New  York  City 
Kaare  K.  Nygaard,  Scarsdale 

Americus  J.  Paganelli,  New  York  City 

M.  Virginia  Palmer,  Greenwich,  Connecticut 

Max  E.  Panitch,  Nassau 

Samuel  S.  Pasachoff,  New  York  City 

George  S.  Pixley,  Canastota 

Benjamin  Pollack,  Rochester 

Fritz  Popper,  Yorktown  Heights 

James  William  Quinlan,  Rochester 

Abraham  Rabin,  Hornell 
Fiorentino  A.  Radassao,  Pomona 
Edward  I.  Rafkin,  Brooklyn 
Robert  G.  Randall,  Rockville  Centre 
Edwin  R.  Raymaley,  Plattsburgh 
Leo  Paul  Reckford,  New  York  City 
Nathan  Regal,  New  York  City 
Harry  L.  Reich,  Brooklyn 
Charles  H.  Richards,  New  York  City 
Abner  R.  Robbins,  Woodmere 
Edward  Robinson,  Brooklyn 
Claus  H.  Robohm,  Southold 
Albert  A.  Rosenberg,  Poughkeepsie 
Benjamin  J.  Rosenthal,  Brooklyn 
Donald  P.  Ross,  Youngstown 
Henry  Ross,  New  York  City 
Nathan  E.  Ross,  Long  Island  City 
Nathaniel  Ross,  New  York  City 
Mark  S.  Rothenberg,  New  York  City 
Emanuel  Rubin,  New  York  City 
Hendrik  M.  Rozendaal,  Schenectady 

Eli  W.  Sachs,  Richmond  Hill 

Albert  C.  Santy,  New  York  City 

John  Sassani,  Binghamton 

Joseph  C.  Scanio,  Williamsville 

Siegmund  Schargel,  New  York  City 

Herbert  L.  Schlesinger,  Plattsburgh 

Israel  L.  Schmierer,  Brooklyn 

Arthur  Schneller,  Long  Island  City 

Herbert  E.  Schoen,  Staten  Island 

Leon  Schultz,  Wyandanch 

Emanuel  Schweitzer,  Lawrence 

Abraham  V.  Shapiro,  Flushing 

J.  George  Sharnoff,  Westport,  Connecticut 

Wallace  M.  Sheridan,  Hartsdale 

John  0.  Sibbald,  Troy 

Joseph  R.  Sills,  The  Bronx 

Irving  Silverman,  West  Palm  Beach,  Florida 

Francis  Sisca,  New  York  City 

Simon  Smelensky,  Brooklyn 

Arden  H.  Snyder,  Rochester 

Rubin  Solomon,  Springfield  Gardens 

Max  L.  Som,  New  York  City 

George  L.  Sprenger,  Brooklyn 

Edward  F.  Stanton,  New  York  City 

Carl  Steckler,  Jamaica 

David  Steinberg,  Yonkers 

Conrad  Stritzler,  Jamaica 

Edmond  A.  Suss,  Broadalbin 
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Harry  Talbot,  Bay  Shore 
Richard  H.  Taft,  Hastings 
Nathaniel  Tatkow,  Brooklyn 
S.  Henry  Thaler,  Huntington 
Fannie  I.  Tomson,  Wading  River 
Alden  J.  Townsend,  Dansville 
Lester  R.  Tuchman,  New  York  City 
Robert  Turell,  New  York  City 

Frederik  Van  Assendelft,  Massapequa  Park 
James  B.  Vaughan,  Kenmore 
Sidney  Vogel,  New  York  City 
Michael  F.  Volpe,  Brooklyn 

Roland  J.  Walker,  Buffalo 

Robert  Wallach,  New  York  City 

Willard  B.  Warring,  Albany 

Harry  F.  Wechsler,  New  York  City 

Frederick  Weinberg,  Central  Islip 

Leo  S.  Weinstein,  Troy 

Arthur  Weisz,  New  York  City 

Benjamin  B.  Wetchler,  Boca  Raton,  Florida 

Maynard  C.  Wheeler,  Southbury,  Connecticut 

Mark  H.  Williams,  Binghamton 

Norman  L.  Woodford,  Union  Springs 

Morris  M.  Woodrow,  Yonkers 

Irving  S.  Wright,  New  York  City 

Aladar  Wroth,  Elmont 

Frank  V.  Yannelli,  Baldwin 

Benjamin  Zohn,  Brooklyn 


Our  Membership  Department  has  supplied  the  fol- 
lowing year-end  figures: 


1973 

Membership  (12/31/73) 

*27,221 

1974 

New  Members 

1,364 

1974 

Reinstated  Members 

202 

28,787 

1974 

Deaths 

406 

1974 

Resignations 

503 

-909 

28,878 

1974 

Delinquent  Members 

240 

-240 

1974 

Total  Membership 

(12/31/74) 

27,638 

* Adjusted  figure  due  to  actual  count  in 
January  and  February  1974 

Remission  of  1974  dues  was  voted  for  156  members 
due  to  illness,  financial  hardship,  or  temporary  military 
service. 

Membership  totals  for  the  years  since  1963  have  been 
as  follows: 


1963 

25,528 

1969 

27,164 

1964 

25,633 

1970 

27,052 

1965 

25,915 

1971 

27,032 

1966 

26,127 

1972 

27,245 

1967 

26,468 

1973 

27,221 

1968 

27,002 

1974 

27,638 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 


Report  of  the  Reference  Committee  on  Reports  of  0 j 
ficers:  The  following  report  was  presented  by  Georg 
M.  Saypol,  M.D.,  Chairman. 

Total  membership  increased  by  417  to  a total  c 
27,638. 

The  Secretary  reported  that  one  cannot  predict  no' 
the  effect  of  AMA  Membership  having  become  optionai 

We  commend  the  secretary  for  his  continuing  dil 
gence  in  the  performance  of  his  duties. 

The  House  voted  to  adopt  this  portion  of  th 

reference  committee  report. 

TREASURER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  my  report  to  the  House  of  Delegates  in  Februar 
1974,  I indicated  that  the  State  Society  might  encount* 
some  financial  disturbances  in  the  future  years  ahead. 

As  our  Bylaws  state,  we  are  organized  as  a membe 
ship  corporation,  dedicated  to  the  advancement  of  tl 
science  and  art  of  medicine;  the  enhancement  of  deli' 
ery  of  medical  care  of  high  quality;  and  the  promotion  c 
betterment  of  community  health.  To  reach  these  goal 
we  must  operate  as  big  business.  Gentlemen,  we  are  b 
business.  As  such,  we,  as  well  as  others,  are  at  timi 
confronted  with  various  financial  and  economic  prol 
lems.  We  cannot  segregate  ourselves  from  the  inflatic 
and  recession  factors  of  the  past  and  present.  We  exp' 
rience  the  adverse  affects  of  the  economy  in  almost  £ 
areas  of  operation.  In  1974,  printing  costs,  paper,  pos 
age,  heat,  electricity,  maintenance,  stationery  ar 
supplies,  all  showed  substantial  increases. 

Despite  all  this,  we  were  able  to  withstand  these  hari 
ships.  Austerity  was  the  key  work  in  managing  our  fi 
cal  affairs.  Almost  all  expenditures  had  to  be  justifif 
before  they  were  committed. 

Despite  the  strong  measures  taken,  it  is  felt  that  v 
were  able  to  carry  out  most  of  our  anticipated  progran 
and  projects.  As  of  nine  months  ended,  September  3 
1974,  the  actual  income  over  expenditures  was  $227,71 
as  contrasted  to  the  projected  budgetary  excess 
$122,166.  (See  Table  II,  page  1898.)  We  expect  that  tl 
final  income  and  expenditure  statement  at  the  close 
the  year  will  show  an  even  larger  excess. 

We  cannot  become  complacent  just  because  our 
nancial  position  at  present  is  fairly  strong.  Econorr 
conditions  are  still  nebulous.  Future  programs  of  o 
Society  may  require  large  financial  resources,  so  our  sc 
plus  could  diminish  very  quickly,  depending  upon  wh 
the  future  holds. 

In  conclusion,  I would  like  to  summarize  by  sayi:| 
that  this  report  may  sound  somewhat  pessimistic.  ( 
the  contrary,  I am  optimistic  that  our  State  Society’s 
nancial  picture  will  continue  on  a sound  level  based  i 
prudent  judgments.  Our  last  dues  increase  took  effe 
on  January  1,  1973.  In  view  of  the  fact  that  dues  ha 
increased  on  an  average  of  every  four  years,  we  ha 
done  extremely  well  in  holding  the  line. 

At  this  time,  I would  like  to  express  my  appreciate 
to  those  who  manage  the  day-to-day  fiscal  affairs  of  o 
organization.  Henry  I.  Fineberg,  M.D.,  executive  vie 
president,  has  put  his  many  years  of  administrative  a: 
financial  experience  to  great  advantage  for  our  organiz 
tion.  Eugene  S.  Dombrowski,  Director-Business  Di' 
sion  and  Comptroller,  has  ably  guided  the  financial  ca 
flow  so  that  many  thousands  of  dollars  of  interest  i 
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come  are  earned  with  surplus  funds.  I thank  them  for 
their  continuing  fiscal  efforts  which  help  to  keep  our  fi- 
nancial structure  on  solid  grounds. 

Respectfully  submitted, 

Albert  M.  Schwartz,  M.D.,  Treasurer 

Report  of  Reference  Committee  on  Report  of  Offi- 
cers: The  following  report  was  presented  by  George  M. 
Saypol,  M.D.,  Chairman. 

Despite  the  serious  inflationary  trend,  we  were  com- 
forted by  the  Treasurer’s  report  for  a nine  month’s  peri- 
od showing  an  excess  of  income  over  expenditures,  ap- 
proximately twice  what  was  projected.  Wisely,  consis- 
tent with  the  times,  he  underlined  austerity  as  a key 
tvord  in  the  management  of  our  fiscal  affairs. 

Dr.  Schwartz  is  to  be  complimented  for  the  excellent 
fulfillment  of  his  responsibilities. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

BOARD  OF  TRUSTEES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

; l The  Board  of  Trustees  consists  of  the  following  mem- 
bers: 

Walter  T.  Heldmann,  M.D.,  Chairman  . . . Richmond 

James  M.  Blake,  M.D Schenectady 

Milton  Helpern,  M.D New  York 

. Reid  Heffner,  M.D Westchester 

c Joseph  J.  Kaufman,  M.D Wayne 

John  E.  Lowry,  M.D Queens 

Walter  S.  Walls,  M.D Erie 

fc  The  primary  duty  of  the  Board  of  Trustees  is  to  su- 

pervise the  financial  affairs  of  the  State  Medical  Soci- 
ty.  As  such,  it  must  pass,  on  the  estimated  budgets  as 
presented  by  the  Budget  and  Finance  Committee  to  the 
Council  who,  in  turn,  forward  them  to  the  Board  of 
trustees  for  final  action. 

' ! The  Trustees  carefully  reviewed  the  budget  estimates 
n a quarterly  basis,  making  changes  and  revisions 
/herever  necessary.  As  reported  by  the  Treasurer  and 

- he  Committee  on  Budget  and  Finance,  as  of  September 

0,  1974,  the  excess  of  income  over  expenditures  is 

• ;227,757.  The  budget  estimate  at  that  time,  projected 
;in  excess  of  only  $122,166.  We  are  doing  better  than 

xpected  because  of  austerity  programs  that  were  ini- 
5 iated. 

: The  annual  audit  of  the  financial  records  of  the  State 
ledical  Society  has  been  completed  for  the  calendar 
ear  ended,  December  31,  1974,  by  the  certified  public 
ccounting  firm  of  Elmer  Fox  and  Company.  As  man- 

• ated  by  our  Bylaws,  the  results  of  this  audit  are  in- 

- i.uded  as  an  integral  part  of  the  Board  of  Trustees’  report 
;*.■>  the  House  of  Delegates.  (See  the  following  report  from 

lmer  Fox  & Co.,  certified  public  accountants.)  We  are 
appy  to  report  for  the  calendar  year  ended,  December 

1,  1974,  we  experienced  an  excess  of  income  over  ex- 
enditures  of  $341,913.  Adding  this  amount  to  a previ- 
;is  general  fund  surplus  of  $330,965,  we  can  report  that 
ie  general  fund  surplus  at  December  31,  1974  is 

: 372,878.  As  indicated  elsewhere  by  your  Treasurer, 
lis  is  an  impressive  figure,  but  we  also  must  caution 
lat  with  inflationary  spirals  continuing  and  with  possi- 
e new  programs  being  initiated,  this  surplus  can  di- 
inish  very  quickly.  Your  Board  of  Trustees  intend  to 


remain  vigilant  in  managing  the  fiscal  activities  of  the 
State  Society  in  the  future. 

Some  of  the  activities  of  the  Board  of  Trustees  during 
the  year  1974  were  as  follows:  1)  Investment  Com- 

mittee. The  Investment  Committee,  of  the  Board  of 
Trustees,  continued  in  an  active  capacity  in  investing 
General  Fund  surplus  in  securities  that  would  reap  the 
highest  possible  rate  of  return,  coupled  with  the  usual 
“soundness”  policy.  Investments  were  made  in  bank 
certificates  of  deposit  and/or  commercial  paper.  In 
some  instances,  these  investments  yielded  over  12%  in- 
terest per  annum.  As  a result  of  careful  cash  flow  plan- 
ning by  the  administration,  we  were  able  to  earn 
$120,581  in  1974,  in  short-term  investments.  This  cer- 
tainly has  been  of  great  help  in  keeping  our  financial 
structure  on  sound  grounds. 

2)  War  Memorial  Committee.  The  surplus  of  the 
War  Memorial  Fund  stands  at  $82,489  at  December  31, 
1974.  There  remains  one  (1)  known  beneficiary  who  is 
eligible  to  receive  assistance  from  the  fund.  The  liabil- 
ity of  the  fund  for  his  education  will  be  a maximum  of 
$4,800,  and  will  end  no  later  than  1978.  At  that  time,  it 
is  anticipated  that  the  War  Memorial  Fund  surplus  will 
be  over  $90,000. 

The  Board  of  Trustees  at  several  meetings,  discussed 
the  disposition  of  the  War  Memorial  Fund  after  all  lia- 
bilities are  met.  At  the  Board  of  Trustees  meeting,  held 
on  February  27,  1975,  it  was  voted  to  defer  action  on  dis- 
position of  the  fund.  Any  future  action  of  the  Board  of 
Trustees  will  be  a recommendation  to  the  House  of  Del- 
egates subject  to  their  final  action. 

3)  Employee  Benefits  Plan  Committee.  A pension 
reform  law  was  enacted  by  the  U.S.  Congress  in  1974. 
Certain  changes  in  the  plan  for  our  employees  are 
mandated  by  the  new  law.  To  effectively  make  these 
changes,  the  Board  of  Trustees  on  December  17,  1974, 
took  action  to  request  an  extension  of  time  so  that  we 
can  comply  with  the  new  law. 

4)  Honorarium  and  Travel  Expenditures.  At  a 
meeting  held  on  December  17,  1974,  the  Board  of  Trust- 
ees established  a new  policy  for  honorarium  and  travel 
expenditures  for  those  engaged  on  official  business  for 
the  State  Medical  Society.  The  new  policies  are  as  fol- 
lows: 

(a)  Pro-Rata  Formula — Honorarium  and  Per  Diem 
for  President  and  President-elect 
Full  Day  away  from  Office — Full  Honorarium 
(Column  1)  and  Full  Per  Diem  up  to  $50.00 
% Day  and  Evening  away  from  Office — % Honorar- 
ium (Column  2)  and  Full  Per  Diem  up  to  $50.00 
% Day  away  from  Office — % Honorarium  (Column 
3)  and  Full  Per  Diem  up  to  $50.00 
Select  appropriate  line  on  Formula  below  and  apply 
above  criteria 


FORMULA 

(1) 

(2) 

(3) 

Full 

3/4 

1/2 

Honorarium — President 

$150 

$115 

$75 

Honorarium — President-Elect 

100 

75 

50 

(b)  TRANSPORTATION  (For  all  including  AMA 
Delegates  and  Alternates) 

MSSNY  will  reimburse  members  entitled  to 
travel  expenses  on  the  basis  of  Coach  Air  Fare 
Rates. 

MSSNY  pays  round  trip  transportation  costs 
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from  the  home  city  to  the  place  of  meeting.  Where 
public  transportation  is  not  available  or  is  available 
with  a loss  of  time,  mileage  for  personal  automo- 
biles is  allowed  @ 15«t  per  mile. 

(c)  PER  DIEM  (Excluding  AMA  Delegates  and  al- 
ternates— including  Annual  Meeting  Expenses). 
There  will  be  a Per  Diem  allowance  of  up  to 

$50.00  for  hotel,  meals,  and  all  expenses  other  than 
actual  transportation  costs.  Reimbursement  applies 
to  all  days  of  the  week  including  any  days  required 
for  purposes  of  traveling.  The  usual  expense  vouch- 
er must  be  submitted  showing  actual  expenditures. 

(d)  PER  DIEM  (AMA  Delegates  and  Alternates 
Only) 

There  will  be  a Per  Diem  allowance  of  $50.00  for 
hotel,  meals  and  all  expenses  other  than  actual 
transportation  costs.  Reimbursement  applies  to  all 
days  of  the  week,  including  any  days  required  for 
purposes  of  traveling.  No  vouchers  will  be  neces- 
sary. Please  submit  a memorandum  certifying  as 
to  the  number  of  days  involved  in  attending  AMA 
meetings. 

If  one’s  wife/husband  accompanies  the  individual 
on  Society  business,  all  their  expenses  including 
charges  above  single  hotel  room  rates  must  be  per- 
sonally absorbed. 

5.  Alternate  Delegates  to  the  American  Medical 
Association  Convention.  During  the  course  of  the 
year,  the  Board  of  Trustees  discussed  the  possibility  of 
having  alternate  delegates  attend  meetings  of  the  Amer- 
ican Medical  Association.  At  the  Board  of  Trustees 
meeting  of  December  17,  1974,  it  was  voted  that  alter- 
nate delegates  would  attend  meetings  of  the  AMA 
whenever  financially  feasible.  The  Trustees  approved 
the  institution  of  the  new  system  in  1975,  so  that  alter- 
nate delegates  will  go  to  the  AMA  convention  in  Atlan- 
tic City  in  June. 

Delegates  and  alternate  delegates  will  be  expected  to 
attend  all  meetings  of  the  delegation  and  participate  in 
the  deliberations.  Delegates  and  alternate  delegates 
will  be  assigned  to  the  various  reference  committees, 
and  they  should  enter  into  discussions  espousing  those 
causes  approved  by  our  Delegation. 

6.  Special  $100  Assessment  (Malpractice  Pro- 
gram). At  this  writing,  only  preliminary  results  were 
available  on  the  payments  made  for  the  Special  Assess- 
ment levied  on  the  membership  by  the  Council  on  Janu- 
ary 23,  1975.  At  the  meeting  of  February  27,  the  Trust- 


ees appropriated  sufficient  funds  to  keep  the  Public 
Relations  Program  moving.  We  hope  to  have  more  to 
report  at  the  House  of  Delegates  meeting. 

On  December  17,  1974,  the  Board  of  Trustees  re- 
ceived the  proposed  budget  estimate  for  the  year  1975 
from  the  Council.  The  excess  of  expenditures  over  in- 
come is  projected  at  $71,447.  However,  because  of  an- 
ticipated savings  of  a minimum  of  $100,000,  we  expect 
that  we  shall  wind  up  in  the  black.  We  are  confident 
that  there  will  not  be  a deficit  in  1975,  and  that  we  shall 
not  have  to  dip  into  our  reserves. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

REPORT  OF  CERTIFIED  PUBLIC 
ACCOUNTANTS 

The  Board  of  Trustees,  Gentlemen: 

We  have  examined  the  balance  sheet  of  the  Medical 
Society  of  the  State  of  New  York  as  of  December  31, 
1974  and  the  related  statements  of  operating  income 
and  expense — general  fund  and  of  changes  in  fund  bal- 
ances for  the  year  then  ended.  Our  examination  was 
made  in  accordance  with  generally  accepted  auditing 
standards,  and  accordingly  included  such  tests  of  the  ac-  . 
counting  records  and  such  other  auditing  procedures  as 
we  considered  necessary  in  the  circumstances. 

The  Society  does  not  follow  the  generally  accepted  ac- 
counting principle  of  depreciating  fixed  assets. 

In  our  opinion,  except  for  the  matter  referred  to  in  the 
preceding  paragraph,  the  financial  statements  designat- 
ed above  present  fairly  the  financial  position  of  the 
Medical  Society  of  the  State  of  New  York  at  December 
31,  1974  and  the  results  of  its  operations  for  the  year 
then  ended,  in  conformity  with  generally  accepted  ac- 
counting principles  applied  on  a basis  consistent  with 
that  of  the  preceding  year. 

The  accompanying  supplementary  information,  while 
not  necessary  for  a fair  presentation  of  financial  posi-  } 
tion,  results  of  operations  or  changes  in  fund  balances, 
has  been  examined  and,  in  our  opinion,  is  fairly  stated  in 
all  material  respects  in  relation  to  the  financial  state-  { 
ments  taken  as  a whole. 

Respectfully  submitted, 
Elmer  Fox  & Company  i 
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Repair  and  Lucien  Merit 

Replace-  Employee  War  Bernstein  Bernstein  Howe  H.  Cash  A.  W.  Suiter 
General  ment  Benefit  Memorial  Memorial  Award  Prize  Prize  Lectureship 
ASSETS  Fund  Fund  Fund  Fund  Fund  Fund  Fund  Fund  Fund  Total 
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Medical  Society  of  the  State  of  New  York  Operating  Income  and  Expense— General  Fund 
YEAR  ENDED  DECEMBER  31,  1974 


Operating  income: 

Dues  income 
Less: 

Allocated  to  Journal  circulation 
Allocated  to  Newsletter 


Journal  circulation 

Add  allocated  from  dues  income 

Newsletter-allocated  from  dues  income 
Advertising  income: 

Journal 

Newsletter 

Other  income: 

Annual  meeting  booth  rental 
Directory  circulation 
Interest 
Miscellaneous 

Bernstein  Memorial  library  reimbursement 
Reprint  income-journal 
Sales-Medical  Review  Manual 
Criteria  Predictor 
PSRO-State  Support  Center 

Total  Operating  Income 

Operating  expense: 

Office  of  Executive  Vice-President 
General  counsel 
Governmental  affairs: 

Governmental  relations 
PSRO  and  related  activities 
Insurance  and  membership  benefits 
Scientific  activities  division: 

Public  health  and  education 
Scientific  program  at  annual  convention 
Scientific  publications 
Medical  services  division: 

Medical  services 
District  branches 

Business  division: 

Comptroller  (Director  of  Business) 

Purchasing 

Medical  directory 

Membership 

Advertising  sales-Journal 
Advertising  sales-Technical  exhibit 

Management  services  division: 

Personnel  and  office  services 
Building  services 
Mail  and  reproduction 

Public  and  professional  affairs 
Annual  convention 

Officers,  Board  of  Trustees  and  A.M.A. 
delegation 

House  of  Delegates  (Special  Committees): 
Committee  on  By-laws 
Ad  hoc  committee  to  study  elections  of 
officers,  councilors  and  AMA  delegates 

Research  and  planning 
Council  committees-including  public 
health  and  education 
Special  legal  counsel 
Legislative  counsel 
Non-divisional 

Total  operating  expense 

Net  Income 


$2,379,779 


$ 82,250 
47,000 

129,250 

2,966 

82,250 

2,250,529 

85,216 

47,000 

238,359 

57,630 

295,989 

37,440 

91,484 

120,581 

3,482 

6,000 

19,368 

214 

10,547 

25,613 

314,729 

2,993,463 

240,835 

91,692 

95,581 

46,149 

141,730 

40,882 

95,627 

9,671 

105,298 

423,169 

87,695 

4,983 

92,678 

$108,999 

12,755 

129,410 

56,605 

78,738 

18,907 

405,414 

106,253 

8,020 

47,616 

161,889 

293,041 

70,683 

80,858 

151 

134 

285 

37,738 

54,053 

22,500 

22,500 

366,305 

2,651,550 
$ 341,913 

The  accompanying  notes  (page  1896)  are  an  integral  part  of  the  financial  statements. 
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Medical  Society  of  the  State  of  New  York — Changes  in  Fund  Balances,  Year  ended  December  31,  1974 
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NOTES  TO  FINANCIAL  STATEMENTS 
December  31,  1974 

1.  Summary  of  Significant  Accounting  Policies 

Federal  income  taxes.  The  Society  is  a nonprofit 
organization  as  defined  in  Section  501(c)  (6)  of  the  In- 
ternal Revenue  Code  and  is  exempt  from  Federal  in- 
come taxes  except  on  unrelated  business  income. 

Investments.  Investments  are  valued  at  cost. 
Gains  or  losses  are  recognized  when  the  investment  is 
sold.  Income  is  recorded  on  the  accrual  basis. 

Inventories.  Inventories  consisting  of  paper  for 
printing  of  publications  and  supplies  are  valued  at 
cost. 

Property,  building  and  equipment.  Land,  build- 
ing and  equipment  are  reported  in  the  general  fund  at 
cost.  Major  additions  and  improvements  are  pur- 
chased by  the  repair  and  replacement  fund  during  the 
period  and  transferred  to  the  general  fund  at  the  year 
end.  Maintenance  and  repairs  that  do  not  improve  or 
extend  the  life  of  the  assets  are  written  off  currently. 

The  Society  does  not  depreciate  the  building,  furni- 
ture or  equipment. 

Dues  income.  Dues  income  includes  the  current 
years  dues  collected  and  dues  in  arrears  collected. 

Employee  retirement  plan.  The  Society  has  a 
noncontributory  employee  retirement  plan  which  cov- 
ers substantially  all  employees.  Pension  costs 
charged  to  operations  represent  actuarially  estimated 
amounts  necessary  to  fund  the  current  service  costs  of 
pensions  and  prior  service  obligations  over  approxi- 
mately 30  years. 

2.  Taxes 

The  Society  is  required  to  pay  Federal  and  New 
York  State  income  taxes  on  unrelated  business  in- 
come. In  1971  the  Society  was  assessed  $46,134  by 
the  Internal  Revenue  Service  as  the  result  of  an  audit 
of  unrelated  business  income  for  the  year  1968.  The 
assessment  was  charged  to  operations  in  that  year. 
The  Society  is  currently  in  conference  with  the  Inter- 
nal Revenue  Service  regarding  a claim  for  refund  of 
the  assessment.  The  Society  has  had  no  taxable  un- 
related business  income  since  1968. 

The  Society  is  also  liable  for  New  York  State  tax  on 
unrelated  business  income  and  is  required  to  pay  the 
minimum  New  York  State  tax  levied  of  $125  a year. 


The  Society  has  been,  assessed  by  the  Village  o 
Lake  Success,  New  York  for  real  estate  taxes  since 
June  1,  1972.  The  amount  of  $23,377  was  paid  ir 
1974.  The  County  of  Nassau  and  the  Town  of  Nortl 
Hempstead  have  not  assessed  the  Society  for  real  es 
tate  taxes. 

3.  Employee  Retirement  Plan 

The  Society  adopted  a retirement  plan  on  January 
1,  1966  for  the  benefit  of  its  employees.  To  be  eligi 
ble  to  participate,  employees  must  be  25  years  of  ag( 
but  less  than  65  and  have  had  completed  12  months  oi 
continuous  employment  with  the  Society.  As  of  Jan 
uary  1,  1973,  the  plan  is  noncontributory.  The  annu 
al  charge  to  operations  should  include  the  normal  cosl 
of  the  plan  (the  amount  to  be  contributed  during  £ 
year  to  fund  the  estimated  cost  of  the  plan  attribut- 
able to  operations  of  that  year)  plus  an  annual  install- 
ment payment  required  to  amortize  prior  service  costs 
over  the  remaining  21  years  of  an  original  30  year  pe- 
riod. In  1974,  $50,000  was  charged  to  operations  and 
$25,000  was  charged  to  the  Employee  Benefit  Fund. 
The  estimated  unfunded  prior  service  cost  at  the  Iasi 
valuation  date  (December  31,  1973)  was  $319,000. 

Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  George 
M.  Saypol,  M.D.,  Chairman. 

The  Board  of  Trustees’  report  was  reviewed  by  the 
committee.  It  is  noted  that  the  Certified  Public  Ac- 
countants, Elmer  Fox  & Co.,  have  approved  the  finan- 
cial report  and  the  Board  of  Trustees  is  to  be  commend- 
ed for  its  vigilance  in  dealing  with  the  expenditures  of 
the  Society.  We  note  with  pleasure  the  continued  gen- 
eral fund  surplus  and  also  the  alteration  of  per  diem, 
honorarium,  and  travel  expenditures. 

It  is  noted  that  approximately  40%  of  the  membership 
has  paid  the  $100  assessment. 

Dr.  Heldmann  reported  appropriate  controls  on  the 
disposition  of»this  fund.  He  also  stated  that  a strong 
probability  exists  requiring  a dues  increase  in  the  near 
future. 

Dr.  McCarthy’s  discussion  regarding  the  War  Memo- 
rial Fund  was  enlightening  and  should  be  helpful  in  ad- 
ministering the  fund. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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ANALYSIS  OF  INVESTMENTS  HELD 


General  Fund: 
Certificates  of  deposit 
Commercial  paper 


Employee  Benefit  Fund: 

United  States  Government  obligations 

War  Memorial  Fund: 

United  States  Government  obligations 

Bernstein  Memorial  Fund: 

Commercial  paper 

Total  investments  held 


Cost 

Market 

value 

$306,000 

253,000 

$306,000 

253,000 

559,000 

559,000 

50,000 

42,936 

72,802 

68,918 

102,000 

102,000 

$783,802 

$772,854 
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BUDGET  AND  FINANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Budget  and  Finance  consists  of 


the  following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman  . . . Richmond 

Albert  M.  Schwartz,  M.D New  York 

Milton  Gordon,  M.D Suffolk 

Warren  A.  Lapp,  M.D Kings 


The  duty  of  this  committee  is  to  review,  on  a quarter- 
ly basis,  estimated  budgets  prepared  by  administration, 
make  changes  where  necessary,  and  report  to  the  Coun- 
cil what  they  feel  are  adequate  and  necessary  monetary 
factors  to  carry  on  the  business  activities,  projects  and 
programs  of  the  State  Medical  Society. 

As  in  past  years,  this  commiteee  has  continued  with 
these  sound  and  orderly  procedures  in  preparing  State 
Society  budgets. 

The  committee  met  on  April  23,  August  15,  and  De- 
cember 12  to  review  the  actual  financial  performance  as 
contrasted  to  estimated  budgetary  appropriations. 
Very  few  changes  were  made  in  the  estimated  budget  for 
1974.  Austerity  being  the  keyword,  just  about  all  ap- 
. propriations  stayed  within  budgetary  limits.  Changes 
had  to  be  made  in  areas  affected  by  the  inflated  econo- 
my. Paper  costs,  printing,  postage,  supplies,  all  experi- 
enced heavy  increases  in  cost.  We  were  able  to  hold  the 
line  only  because  of  a belt  tightening  in  other  areas  and 
: we  did  this  without  hampering  necessary  projects  and 
activities. 

We  realize  that  certain  information  contained  in  this 
: report  overlaps  and/or  is  contained  in  other  reports. 
However,  we  must  point  out  that  the  excess  of  income 
over  expenditures  for  the  year  1974,  amounted  to 
$341,913.  This  is  $219,747  better  than  the  estimated 
budget  excess  of  $122,166  at  September  30,  1974.  We 
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are  pleased  with  this  result.  Again,  as  other  have  point- 
ed out,  future  commitments  of  the  State  Medical  Soci- 
ety may  change  our  financial  picture  very  quickly.  We 
must  be  cautious  about  future  spending. 

On  December  12,  1974,  the  Committee  on  Budget  and 
Finance  met  to  study,  analyze  and  finalize  the  projected 
estimated  budget  for  the  year  1975.  In  the  final  report 
to  the  Council,  the  budget  estimate  shows  that  the  pro- 
jected excess  of  income  over  expenditures  for  the  year 
1975,  is  a (minus)  — $71,447.  We  anticipate  that  earn- 
ings that  accrue  in  various  areas  of  the  budget  will  be 
over  $100,000,  therefore,  there  will  not  be  a deficit  in 
1975.  (See  Table  I — Estimated  Budget  1975.) 

The  Chairman  wishes  to  express  his  appreciation  to 
Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  and 
Eugene  S.  Dombrowski,  Director — Business  Division 
(Comptroller)  for  their  prudent  management  of  day-to- 
day  fiscal  affairs  of  the  State  Medical  Society  and  for 
their  continued  assistance  to  this  committee. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Report  of  Offi- 
cers: The  following  report  was  presented  by  George  M. 
Saypol,  M.D.,  Chairman. 

Dr.  Heldmann  reported  an  excess  in  income  over  ex- 
penditures for  the  year  1974  amounting  to  $341,913. 
This  was  $219,747  more  than  the  estimated  budget  ex- 
cess of  $122,166  as  of  September  30,  1974.  This  repre- 
sents a nine  month  period. 

Stimulated  by  the  comments  of  Dr.  Lawrence  Ravich 
of  Nassau  County  and  Mr.  Eugene  S.  Dombrowski  of 
our  staff,  the  committee  felt  that  an  improved  format  of 
the  budget  for  reporting  income  and  expenditures 
should  be  instituted  and  recommends  that  change. 

The  House,  after  discussion,  voted  to  adopt  this 

portion  of  the  reference  committee  report. 


TABLE  I — Estimated  Budget  1975 


Income 

Estimated 

Budget 

1975 

Dues 

2,350,000 

Journal  Advertising 

250,000 

Journal  Circulation 

3,200 

Journal  Reprints 

15,000 

News  of  New  York-advertising 

57,630 

Medical  Directory-sales 

21,000 

Annual  Convention-exhibit  rentals 

37,000 

Interest  on  Investments-General  Fund 

75,000 

Library  Fund-Investment  Income 

6,000 

Relative  Value  Study 

29,000 

What  Goes  On-subscriptions 

200 

Guidelines  for  Medical  Review 

-0- 

PSRO  Support  Center  Net  Reimbursement 

33,797 

Criteria  Predictors 

3,000 

Dues  Collection  Fee-A.M.A, 

15,070 

Miscellaneous  Income 

' 200 

Total  Income 

2,896,097 

Anticipated  Savings  ( Accruals)-Minimum 

100,000 

We  are  confident  that  there  will  not  be  a 1975  deficit 

Estimated 

Budget 


1975 

Expenditures 

Office  of  Executive  Vice  President  264,847 

General  Counsel  101,297 

Governmental  Affairs  157,466 

Insurance  and  Membership  Benefits  42,032 

Scientific  Activities  Division  103,541 

Scientific  Publications  Division  499,576 

Medical  Services  Division  146,520 

Research  and  Planning  Division  39,499 

Business  Division  485,336 

Management  Services  Division  181,323 

Public  and  Professional  Affairs  Division  325,008 

Annual  Convention  73,485 

Officers,  Board,  A.M.A.  Delegation  101,400 

House  of  Delegates-Special  Committees  1,100 

Council  Committees  74,800 

Special  Counsel  (Formerly  Legal  Counsel)  -0- 

Legislative  Counsel  22,500 

Non-Divisional  347,814 


Total  Expenditures  2,967,644 

Excess  of  Income  over  Expenditures  —71,447 
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TABLE  II— COMPARATIVE  STATEMENT  OF 
INCOME  AND  EXPENDITURES 
Estimated  Budget  vs.  Actual- 
After  Nine  Months  Ended,  September  30,  1974 


Income 

Dues 

Journal  Advertising 
Journal  Circulation 
Journal  Reprints 

News  of  New  York- 
advertising 

Medical  Directory-sales 

Annual  Convention- 
exhibit  rentals 
Interest  on  Investments- 
General  Fund 
Library  Fund- 

Investment  Income 

Relative  Value  Study 

What  Goes  On- 
subscriptions 

Guidelines  for 
Medical  Review 
Net  Reimbursement  from 
U.S.  Government — 
PSRO  Support  Center 

Criteria  Predictors 
Miscellaneous  Income 

Total  Income 


Revised 

Estimated 

Budget 

@9/30/74 

Received 

to 

9/30/74 

2,350,000 

1,762,500 

230,000 

3,200 

15,000 

168,414 

1,909 

12,719 

57,630 

38,420 

95,000 

86,824 

37,140 

37,140 

90,000 

74,671 

6,000 

-0- 

-0- 

-0- 

250 

112 

-0- 

-0- 

33,797 

9,566 

5,000 

250 

4.100 

87 

2,923,267 

2,196,462 

Expenditures 

Office  of  Executive 
Vice-President 
General  Counsel 
Governmental  Affairs 
Insurance  and 

Membership  Benefits 
Scientific  Activities 
Division 

Scientific  Publications 
Division 

Medical  Services 
Division 

Research  and  Planning 
Division 

Business  Division 
Management  Services 
Division 

Public  and  Professional 
Affairs  Division 
Annual  Convention 
Officers,  Board, 

A.M.A.  Delegation 
House  of  Delegates- 
Special  Committees 
Council  Committees 
Special  Counsel 
(Formerly  Legal 
Counsel) 

Legislative  Counsel 
Non-Divisional 

Total  Expenditures 

Excess  of  Income  over 
Expenditures 


Revised 

Estimated 

Budget 

@9/30/74 

Expended 

to 

9/30/74 

242,315 

180,079 

94,977 

147,218 

39,309 

68,430 

112,394 

31,270 

110,533 

80,641 

446,016 

306,184 

111,704 

68,720 

49,319 

26,965 

415,061 

179,935 

302,519 

118,394 

336,871 

218,944 

71,253 

102,650 

70,865 

47,697 

1,100 

-0- 

63,941 

22,500 

33,709 

16,875 

22,500 

343,899 

16,875 

268,144 

2,801,101 

1,968,705 

122,166 

227,757 
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Henry  I.  Fineberg.  M.D 


EXECUTIVE  VICE-PRESIDENT  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  report  covers  the  activities  of  the  administrative 
staff  during  the  first  ten  months  of  1974. 

Again,  this  has  been  a very  active  year;  and  we  have 
been  beset  by  numerous  problems,  many  of  them  the 
same  old  dilemmas  of  yesteryears — Professional  Medi- 
cal Liability,  PSRO,  Foundations,  HMO’s,  Peer  Review, 
legislative  maneuvers,  Continuing  Medical  Education, 
Physicians’  Assistants,  Nursing,  Workmen’s  Compensa- 
tion, Research  & Planning,  General  Insurance,  etc.,  etc. 

The  committees  concerned  with  these  spheres  of  ac- 
tivities are  submitting  their  own  accounts  of  their  ac- 
tions; and  therefore  we  will  try  not  to  invade  their 
realms.  We  will  attempt  to  confine  ourselves  mainly  to 
the  staff s aspects  of  the  issues  that  come  before  us,  al- 
though some  duplications  cannot  be  avoided. 

Our  Bylaws  prescribe  that  your  Executive  Vice-Presi- 
dent shall  “be  a member  of  all  boards,  commissions  and 
committees  with  voice  but  without  vote.”  Wherever 
possible  we  have  fulfilled  this  obligation;  and  we  have 
been  afforded  the  high  privilege  of  being  heard.  We 
“speak  our  piece”  whenever  we  feel  that  what  we  have  to 
say  is  constructive  and  will  contribute  to  the  discus- 
sions. This  routine  was  agreed  upon  when  the  Board  of 
Trustees  approved  my  appointment  some  years  ago. 

THE  STAFF 

Norman  S.  Moore,  M.D.,  retired  as  Director  of  the  Di- 
vision of  Scientific  Activities.  He  was  replaced  by  an 
outstanding,  fine  gentleman,  George  J.  Lawrence,  Jr., 
M.D.,  who,  for  some  time  was  active  in  MSSNY  affairs — 
Councilor,  Chairman  of  many  committees,  Delegate  to 
the  AMA,  etc.  Dr.  Moore  agreed  to  stay  on  as  consul- 
tant until  the  end  of  1974. 

The  Division  of  Research  and  Planning  was  revived; 
and  has  shown  considerable  activity.  The  Director  is 
Ernest  T.  Mattison,  a well  qualified  person  who  comes 
from  Syracuse  and  was  recommended  to  us  by  Edward 
C.  Hughes,  M.D.,  who,  fortunately,  also  agreed  to  re- 
main with  us  as  a consultant  in  the  area  of  research.  It 
is  not  necessary  for  us  to  point  out  that  Dr.  Hughes  is  an 
eminent  physician,  a former  professor  of  obstetrics  and 
gynecology  at  the  Upstate  Medical  Center,  and  an  emi- 
nent medical  researcher. 

Eugene  H.  O’Reilly,  director  of  the  Division  of  Insur- 
ance and  Membership  Benefits  left  us  for  greener  pas- 
tures. His  replacement  is  Bernard  T.  Jackson,  C.L.U., 


who  was  formerly  associated  with  the  New  York  State 
Insurance  Association.  As  has  previously  been  re- 
ported, he  was  an  assistant  to  Max  N.  Howard,  M.D., 
Director  of  the  Division  of  Medical  Services. 

Dr.  Howard  will  have  a new  associate  at  the  beginning 
of  next  year.  As  all  of  you  realize,  both  of  these  gentle- 
men will  be  confronted  with  tremendous  tasks  which  de- 
mand expert  and  immediate  solutions. 

We  have  a medical  librarian,  and  we  hope  that  this 
department  will  develop  rapidly.  As  we  have  stated  be- 
fore, our  Library  will  be  a research  and  reference  divi- 
sion concerned  mainly  with  socioeconomics  and  the  like. 
There  will  be  some  clinical  material  available  for  consul- 
tation. 

The  AMA  Delegation  and  other  AMA  activities  have 
been  assigned  to  the  Division  of  Public  and  Professional 
Affairs,  with  our  Executive  Associate  assisting  in  every 
way  possible. 

We  present  below  a communication  which,  on  August 
6th,  we  transmitted  to  the  Council,  Trustees,  Chairmen 
of  Committees,  County  Medical  Society  Presidents, 
Secretaries  and  Executive  Secretaries,  Presidents  and 
Secretaries  of  District  Branches,  and  Chairmen  of  Sci- 
entific Sections: 

The  latest  edition  of  the  Table  of  Organization 
(T.O.)  of  the  Staff  of  the  Medical  Society  of  the  State 
of  New  York  appears  on  page  1917.  Due  to  the  fact 
that,  from  time  to  time,  new  situations  arise  and  new 
divisions  evolve,  there  undoubtedly  will  be  changes  at 
irregular  intervals  in  the  future.  At  the  appropriate 
time,  these  developments  will  be  transmitted  to  you. 

Malpractice  has  become  one  of  the  most  important 
problems  that  we  face  today.  In  order  that  we  may 
be  intimately  involved  in  this  area  (a  recommendation 
of  the  committee  concerned),  I am  transferring  this 
vital  activity  from  the  Division  of  Insurance  and 
Membership  Benefits  to  the  Office  of  the  Executive 
Vice-President. 

May  I stress  what  I have  said  many  times  before — 
We  believe  that  it  is  important  to  repeat  that  the  staff 
must  participate  in  all  committee  activities. 

Therefore,  we  have  again  assigned  our  staff  to  Com- 
missions and  Committees.  If  a Commission  or  Com- 
mittee Chairman  requires  secretarial  or  other  assis- 
tance, the  designated  Division  Director  should  be  con- 
sulted. 

Therefore,  I also  submit  to  you,  with  this  memoran- 
dum, a list  of  Commissions  and  Committees  and  their 
Counterparts — Staff  Divisions. 

Commissions  and  Committees 
and  their  counterparts — Staff  Divisions. 

Office  of  the  Executive  Vice-President 

(including  Executive  Associate) 

House  of  Delegates 
Council 

Executive  Committee  of  Council 
Board  of  Trustees  and  Committees 
Nominating 

Professional  Medical  Liability  Insurance  and  Defense 
Board 

Subcommittee  to  Review  all  Facets  of  the  Malprac- 
tice Problems 

Ad  Hoc  Committee  (House)  to  study  Election  of 
Council  and  AMA  Delegates. 
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Division  of  Scientific  Activities 

Commission  on  Public  Health  and  Education 
Committee  on 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Education 

Data  Processing  in  Medicine 

Disaster  Medical  Care 

Drug  Abuse 

Emergency  Medicine 

Environmental  Quality 

Family  Physicians 

Forensic  Medicine 

Health  Manpower 

Nursing  and  Allied  Professions 

Home  Health  Care 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Quackery 

Rural  Medical  Service 
School  Health 
Venereal  Disease 
Archives 
Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Motion  Pictures 
Scientific  Programs 
Liaison  with  Deans  of  Medical  Schools 
Investigation  of  Hospital  Care 

Division  of  Scientific  Publications 

Publications 

Library 

Division  of  Medical  Services 

Commission  on  Medical  Services 
Hospital  and  Professional  Relations 
Ad  Hoc  Committee  to  Study  Structure  of  Interspe- 
cialty Committee 
Socioeconomics 

Workmen’s  Compensation  and  Occupational 
Health 

Medical  Care  Insurance 
Interspecialty 

Division  of  Governmental  Affairs 

Governmental  Relations 
State  Legislation 
Federal  Legislation 

New  York  State  Association  of  the  Professions 
PSRO  and  Related  Activities 
PSRO 

Peer  Review 
Foundations 


General  Counsel 

Constitutions  and  Bylaws  (Council) 

Bylaws  (House) 

Ethics 

Judicial  Council 

Consultant  to  Professional  Medical  Liability  Insur- 
ance and  Defense  Board 

Business  Division 
Budget  and  Finance 
Convention 

Technical  Exhibits 

Division  of  Research  and  Planning 
Research  and  Planning 

Division  of  Public  and  Professional  Affairs 
Public  and  Professional  Affairs 
Advisory  to  New  York  State  Medical  Assistants  Asso- 
ciation 
Membership 

Advisory  to  Woman’s  Auxiliary 
New  York  Delegation  to  the  AMA 

Division  of  Insurance  and  Membership  Benefits 
General  Insurance 
Membership  Benefits 

Division  of  Management  Services 

Convention — Dinner 

DIVISIONS 
Scientific  Activities 

The  varied  activities  of  this  Division  can  best  be  ap- 
preciated by  reading  the  annual  reports  of  the  many 
committees  included  in  the  Commission  on  Public 
Health  and  Education.  The  Commission  held  its  annu- 
al meeting  in  Albany  on  July  18,  1974  at  the  offices  of 
the  New  York  State  Department  of  Health.  This  meet- 
ing was  attended  by  the  chairmen  of  all  committees  in 
the  commission  and  by  representatives  of  the  Depart- 
ment of  Health,  Department  of  Mental  Hygiene,  and 
Department  of  Education  who  are  involved  in  activities 
related  to  those  covered  by  our  committees.  Each 
chairman  reported  on  his  committee’s  activities;  and  his 
report  was  then  discussed  by  all  those  present.  This 
meeting  serves  as  an  excellent  means  of  correlating  the 
activities  of  MSSNY  and  the  various  governmental 
agencies  in  Albany. 

When  he  was  Director  of  the  Division  of  Scientific  Ac- 
tivities, Dr.  Moore  represented  MSSNY  at  meetings  of 
the  Public  Health  Council,  the  Mental  Hygiene  Council, 
and  the  Acupuncture  Commission. 

Since  May  1st,  as  Consultant  to  the  Division,  Dr. 
Moore  attended  a meeting  of  the  Emergency  Health 
Services  Committee  in  Syracuse  on  May  9th.  He  has 
also  been  available  at  all  times  to  advise  and  guide  the 
new  director  in  smoothing  the  latter’s  transition  to  ad- 
ministrative medicine. 

Since  May  1st  the  new  director  has  attended  three 
meetings  of  the  MSSNY  Council  and  one  Executive 
Committee  meeting.  He  has  also  attended  meetings,  at 
Society  Headquarters,  of  the  following  committees; 
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Quackery,  Preventive  Medicine,  Mental  Health,  Re- 
search and  Planning,  Alcoholism,  Accident  and  Injury 
Prevention,  Cancer,  Nursing,  Ad  Hoc  Committee  to 
Study  Problems  of  Formation  of  Sections,  Scientific 
Program,  Aging  and  Nursing  Homes,  and  two  Joint 
Meetings  of  the  Alcoholism,  Drug  Abuse  and  Mental 
Health  Committees  studying  the  problem  of  the  “Sick 
Physician.” 

On  May  19th,  he  attended  a meeting  of  the  Data  Pro- 
cessing Committee  which  was  held  in  Niagara  Falls  in 
conjunction  with  the  Sixth  Buffalo  Conference  on  Com- 
puters in  Clinical  Medicine;  and  from  May  22nd  to  May 
26th  he  attended  the  Annual  Meeting  of  the  AMA  in 
Chicago.  He  travelled  to  Albany  on  the  17th  of  July  to 
attend  the  annual  meeting  of  the  Commission  on  Public 
Health  and  Education  of  MSSNY,  held  on  the  18th  at 
the  headquarters  of  the  State  Department  of  Health. 

He  also  was  present  at  several  meetings  of  the  Com- 
mittee on  Interns  and  Residents,  with  representatives  of 
MSSNY,  to  make  plans  for  an  extensive  study  of  hospi- 
tal care  in  New  York  City.  On  August  10th  he  attended 
a regional  conference  of  SAMA  at  the  Downstate  Medi- 
cal School.  At  this  meeting  he  explained  to  the  stu- 
dents MSSNY’s  plans  to  encourage  participation  of  stu- 
dents in  the  State  Medical  Society. 

“What  Goes  On”  and  the  Physicians’  Placement  Bu- 
reau continued  under  the  capable  direction  of  Mrs.  Eve- 
lyn Clark  until  August  1st  when  she  retired,  after  having 
been  employed  by  MSSNY  for  27  years.  Mrs.  Clark 
was  honored  by  the  entire  MSSNY  staff  at  a reception 
in  her  honor  at  the  Swan  Club  on  July  15th.  Mrs.  Eliza- 
beth Daepp  is  capably  filling  the  void  left  by  Mrs. 
Clark’s  retirement. 

The  Physicians’  Placement  Bureau  received  letters 
and  calls  reporting  that  an  estimated  65  openings  for 
physicians  were  filled  between  the  period  of  September 
15,  1973  and  September  24,  1974.  The  bureau  must  de- 
pend on  hospital  administrators,  community  committee 
chairmen,  or  the  individual  who  is  placing  the  request 
for  a physician,  to  inform  us  when  a position  is  filled. 
Therefore  the  bureau  cannot  project  an  accurate  picture 
of  the  number  of  physicians  it  assisted  in  placement. 
We  are  however  trying  to  establish  a closer  communica- 
tion with  the  committees  and  hospital  administrators  to 
extend  the  services  of  the  Physicians’  Placement  Bureau 
and  at  the  same  time  enable  the  bureau  to  assist  more 
physicians  through  the  awareness  of  what  positions  are 
available. 

The  bureau  had  reports  from  a cross  section  of  com- 
munities of  the  State  where  it  had  been  responsible  for 
placing  physicians.  Areas,  such  as  Amsterdam,  Auburn, 
Bronx,  Brooklyn,  Carthage,  Fair  Haven,  Flushing,  Gen- 
eseo,  Hammondsport,  Highland  Falls,  Jamaica,  Johns- 
town, Margaretville,  Massena,  Medina,  Newark,  New 
York  City,  Norwich,  Oneida,  Onondaga,  Stanfordville, 
Suffolk,  Syracuse,  Warwick,  and  Westchester  reported 
that  the  bureau  had  placed  physicians  through  the  re- 
ferral service.  The  bureau  received  many  letters  of  ap- 
preciation for  this  service. 

The  Physicians’  Placement  Bureau  maintained  a 
booth  at  the  annual  convention.  This  was  visited  by 
over  250  physicians  interested  in  opportunities  for  phy- 
sicians in  New  York  State.  Many  visitors  from  upstate 
communities  requested  assistance  in  placing  physicians 
n their  areas.  More  than  500  pieces  of  literature  con- 
cerning physician  opportunities,  placement,  and  statisti- 


cal data  were  distributed  from  the  booth.  These  includ- 
ed the  Physicians’  Placement  Brochure,  the  bureau’s  list 
of  opportunities  in  New  York  State,  questionnaires,  lit- 
erature published  by  the  AMA  relating  to  group  prac- 
tice, and  a brochure  entitled  “A  Physician  for  Your 
Community”  which  explains  how  a community  can  at- 
tract physicians. 

The  American  Medical  Association’s  Physicians’  Ser- 
vice referred  to  our  bureau  over  1,350  resumes  of  physi- 
cians who  were  seeking  opportunities  in  New  York 
State.  The  AMA  Physicians’  Placement  Service  Annu- 
al Report  shows  New  York  State  as  the  number  one  pre- 
ferred state  by  physicians  making  placement  requests. 

“What  Goes  On”  has  publicized  well  over  a thousand 
meetings,  lectures,  and  courses  for  hospitals,  medical 
schools,  academies  of  medicine,  specialty  societies, 
county  medical  societies,  and  other  organizations  since 
September  15,  1973. 

The  number  of  “What  Goes  On”  subscriptions  in- 
creased from  95  on  September  15,  1973  to  109  on  Sep- 
tember 24,  1974.  In  an  effort  to  apprise  physicians  of  as 
many  continuing  medical  education  opportunities  as 
possible,  the  editor  continues  to  urge  hospitals,  medical 
schools,  academies  of  medicine,  etc.  to  submit  schedules 
of  medical  courses. 

Scientific  Publications 

Starting  with  the  January  1974  issue,  the  New  York 
State  Journal  of  Medicine  has  been  published  on  a 
monthly  rather  than  a semimonthly  basis.  This  was  ap- 
proved by  the  appropriate  committees  and  the  Council. 
Included  are  two  supplements,  one  in  January  for  the 
Annual  Convention,  the  House  of  Delegates  program, 
and  annual  reports;  and  the  other  in  July  containing  the 
Proceedings  of  the  House  of  Delegates.  These  special 
issues  are  prepared  and  indexed  under  the  direction  of 
our  Executive  Associate. 

It  was  also  decided  that  advertisements  were  to  be  in- 
terspersed throughout  the  Journal,  not  appearing  only 
in  the  front  and  back  of  each  issue  as  heretofore. 

Again  the  members  of  the  Associate  Editorial  Board, 
who  serve  so  faithfully,  are  to  be  commended  for  their 
dedication. 

The  Journal  continues  to  attract  an  increasing  num- 
ber of  manuscripts  for  consideration.  An  effort  is  being 
made  to  cut  down  on  the  number  accepted;  to  include 
only  the  best;  and  to  reduce  our.  backlog  of  material. 

As  of  the  date  of  this  report,  a total  of  442  manu- 
scripts have  been  submitted,  190  have  been  accepted, 
and  105  rejected;  190  have  been  referred  to  consultants; 
and  40  are  still  under  consideration. 

We  try  steadily  to  improve  the  Journal;  and  we  appre- 
ciate the  words  of  praise  we  have  received.  With  your 
help,  our  Journal  will  maintain  its  high  position. 

Medical  Services 

Interspecialty  Committee.  This  committee,  be- 
cause of  its  involvement  with  the  development  of  the 
Relative  Value  Scale  has  demanded  a considerable  pro- 
portion of  the  time  and  effort  of  the  Division.  Even  at 
this  late  date  there  are  still  some  changes  being  made  in 
the  scale  by  some  groups.  After  receiving  estimates 
from  six  printers  we  have  selected  one;  and  we  are  in  the 
process  of  delivering  material  for  typesetting.  There  is 
still  the  task  of  proofreading,  but  it  is  hoped  that  this 
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project  will  be  completed  and  the  scale  ready  for  distri- 
bution in  November. 

The  overlapping  activities  between  the  Committees 
on  Peer  Review,  PSRO,  and  Continuing  Medical  Educa- 
tion and  the  Interspecialty  Subcommittees  on  Peer  Re- 
view and  Continuing  Medical  Education  have  made  it 
necessary  for  the  director  to  participate  in  the  meetings 
of  the  three  committees  named  so  as  to  have  first  hand 
information  for  dissemination  of  pertinent  material  to 
the  involved  interspecialty  groups. 

There  have  been  two  meetings  of  the  Ad  Hoc  Com- 
mittee to  Study  the  Structure  of  the  Interspecialty 
Committee.  It  is  expected  that  recommendations  will 
be  forthcoming  from  this  group  which  will  lead  to  great- 
er and  better  interrelationships  between  our  Society  and 
the  specialty  societies. 

Workmen’s  Compensation.  Apart  from  the  routine 
problems  of  our  physician  members  in  the  course  of 
treating  workmen’s  compensation  cases,  usually  involv- 
ing intervention  by  us  with  the  Workmen’s  Compensa- 
tion Board  or  the  carriers,  there  have  been  some  major 
problems  that  warrant  specific  mention. 

The  Podiatry  Society  of  the  State  of  New  York  last 
year  presented  a new  fee  schedule  to  which  we  took 
strong  objection  because  it  included  procedures  that  we 
felt  were  beyond  their  scope  and  in  direct  violation  of 
the  State  Education  Law.  This  led  to  a confrontation 
and  finally  to  a withdrawal  by  the  Podiatry  Society  of 
almost  all  the  procedures  to  which  we  objected.  There 
have  been  numerous  meetings  of  a subcommittee  and 
repeated  analyses  and  correspondence  in  regard  to  the 
problems.  At  this  point  we  have  come  to  an  agreement 
on  all  but  three  of  four  items.  This  matter  should  be  re- 
solved soon.  The  basic  issue  is  so  fundamental  and  of 
such  importance  to  physicians,  however,  that  it  should 
not  be  left  dormant  but  be  pursued  further  through  the 
State  Education  Department.  A communication  to  the 
latter  asked  for  a meeting  and,  although  in  acknowledg- 
ing receipt  of  our  communication  many  months  ago,  it 
was  stated  that  we  would  hear  further;  there  has  been  no 
additional  correspondence.  It  is  proposed  that  we  fol- 
low this  up  by  another  communication  at  an  early  date. 
We  have  also  had  several  inquiries  from  physicians  on 
hospital  medical  boards  asking  our  assistance  in  defin- 
ing the  privileges  of  podiatrists  working  or  asking  for 
privileges  in  their  institutions.  It  is  planned  to  survey 
hospitals  to  learn  what  the  patterns  are  in  this  regard. 

Medical  Fee  Schedule.  The  absence  of  hard  statisti- 
cal data  in  the  analysis  of  workmen’s  compensation  ac- 
tivities, including  attempting  to  project  costs  when  ne- 
gotiating for  physician  fee  increases,  became  apparent 
during  the  two  detailed  time-consuming  studies  per- 
formed by  this  division  last  year  and  the  year  before. 
This  motivated  the  formation  of  a Workmen’s  Compen- 
sation Board  subcommittee  which  has  met  many  times, 
with  active  participation  by  the  division  director,  and 
has  formulated  a comprehensive  detailed  study  project. 
A pilot  run  has  already  been  conducted  and  at  this  time 
three  indoctrination  courses  to  be  held  in  New  York 
City,  Albany,  and  Rochester  have  been  set  with  the  divi- 
sion director  as  one  of  the  program  participants.  Fol- 
lowing these  instructional  lectures,  it  is  planned  to  ana- 
lyze 30,000  cases,  with  approximately  100,000  bills, 
throughout  the  State  using  October  1974  as  the  base 
month.  The  project  is  a costly  one  but  we  have  stipu- 


lated that  the  Medical  Society  of  the  State  of  New  York 
will  not  share  in  any  of  this  cost  other  than  physician  as- 
sistance where  required.  It  is  to  be  noted  that  this  proj- 
ect, in  the  conception  of  which  we  played  an  important 
role,  will  not  only  furnish  data  as  to  frequency  of  proce- 
dures, costs,  etc.,  but  will  also  yield  a breakdown  of  the 
compensation  medical  dollar  into  physicians,  osteopath, 
hospital,  chiropractor,  and  other  components. 

It  had  been  agreed  that  the  next  fee  schedule  increase 
in  the  Workmen’s  Compensation  Fee  Schedule  would 
take  effect  on  July  1,  1974.  It  is  now  evident  that  the 
study  project  results,  on  which  the  increase  was  to  have 
been  negotiated,  will  not  be  available  until  probably  the 
fall  of  1975.  We  have  already  stated  that  we  would  not 
accept  any  delay  beyond  the  July  1,  1975  date  and  that 
we  plan  to  initiate  active  negotiations  very  soon.  We 
have  been  accumulating  data  from  many  sources  on 
which  to  base  the  percentage  of  increase  we  shall  be  re- 
questing. 

Family  Physicians.  One  of  the  major  problems  we 
have  had  to  deal  with  during  this  past  year  has  been 
that  of  establishing  a Workmen’s  Compensation  Board 
Code  designation  for  the  family  physicians.  In  the 
spring  of  1973  it  had  been  recommended  to  the  New 
York  State  Academy  of  Family  Physicians  that,  instead 
of  asking  for  a rating  classification  that  would  cover  all 
specialties,  they  restrict  it  to  the  field  of  internal  medi- 
cine. They  rejected  it  at  that  time.  In  the  1974  Legis- 
lature a bill  was  introduced  that  would  have  mandated 
the  chairman  of  the  Workmen’s  Compensation  Board  to 
grant  specialty  status  to  family  physicians.  Although  it 
was  the  opinion  of  the  MSSNY  that  the  preferable  ap- 
proach was  an  administrative  one  through  the  WCB 
chairman  rather  than  by  legislation,  we  supported  the 
bill.  The  bill  did  not  come  out  of  committee.  Subse- 
quently representatives  of  the  Academy  of  Family  Phy- 
sicians again  appeared  before  the  WCB  Advisory  Com- 
mittee to  press  their  suit;  but  this  time,  accepted  a limi- 
tation to  the  field  of  internal  medicine.  However,  they 
would  not  proffer  a request  as  to  the  fee  structure  they 
desired.  The  Advisory  Committee  has  agreed  in  princi- 
ple to  forward  a favorable  recommendation  to  the  chair- 
man for  an  FP  designation,  but  being  undecided  as  to 
the  fee  to  be  set  (these  fees  apply  only  to  office  visits,  as 
all  physicians  receive  the  same  fees  for  performing  stat- 
ed procedures,  such  as  fractures,  etc.),  asked  MSSNY 
for  a recommendation.  We  suggested  to  the  officers  of 
the  New  York  State  Academy  of  Family  Physicians  that 
they  meet  with  their  counterparts  of  the  New  York 
State  Society  of  Internal  Medicine,  and  reach  an  agree- 
ment on  the  question  of  equitable  fees.  They  did  hold 
such  discussions  but  unfortunately  could  not  arrive  at  a 
consensus.  Accordingly,  this  subject  is  now  before  the 
MSSNY  Workmen’s  Compensation  Committee.  This 
problem  deserves  our  very  careful  consideration  since 
the  dispute  is  fundamental  and  involves  two  major 
groups  of  our  members. 

A situation  has  developed  involving  physiatrists,  or- 
thopedists, and  registered  physical  therapists,  due  to  the 
carriers  attempting  to  prorate  orthopedists  fees  with 
registered  physical  therapists  when  the  latter  start  ther- 
apy during  the  inclusive  aftercare  period.  The  director 
has  held  several  discussions  with  the  involved  groups 
but  no  -ready  solution  is  at  hand  at  the  moment.  He 
also  participated  in  a conference  with  our  general  Coun- 
sel and  the  Counsel  of  the  Orthopedic  Society  which  was 
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very  fruitful  in  that  we  were  able  to  erase  several  misun- 
derstandings held  by  the  latter  group. 

Medical  Care  Insurance  Committee.  This  com- 
mittee has  dealt  with  many  third  party  payor  problems 
and  has  considered  the  effects  of  the  various  proposed 
national  health  insurance  bills.  The  major  problem 
during  the  past  year  relating  to  this  committee  has  been 
the  downstate  Blue  Cross-Blue  Shield  merger.  There 
were  numerous  meetings  held  involving  the  17  county 
medical  societies  covered  by  the  Blues  in  an  attempt  to 
formulate  a common  approach.  Except  for  one  county, 
however,  MSSNY  stood  alone  in  opposition  to  the  merg- 
er, which  has  since  been  effected.  We  will  have  to  await 
developments  to  determine  if  our  fears  that  the  merger 
of  the  two  groups  will  be  hospital,  rather  than  physician 
oriented,  to  the  detriment  of  the  medical  care  of  the 
public,  are  well  founded. 

Hospital  and  Professional  Relations  Committee. 

The  spin-off  of  activities  from  this  committee  have  been 
relatively  small  to  date  but  we  foresee  a considerable  in- 
crease in  problems  that  will  fall  within  its  sphere.  This 
committee  could  by  involvement  with  the  problems  of 
hospital-based  physicians,  make  the  latter  group  more 
cognizant  of  and  encourage  their  membership  in 
MSSNY. 

The  director  of  the  division  has  been  working  with 
Ralph  S.  Emerson,  M.D.,  chairman  of  the  Peer  Review 
Committee,  and  Russell  C.  Johnson,  M.D.,  Director  of 
Professional  Affairs  for  the  Hospital  Association  of  New 
York  State,  in  the  implementation  of  the  Predictors 
through  field  tests. 

Socioeconomics  Committee.  This  committee  has 
not,  in  our  mind,  been  as  active  or  as  fertile  as  it  should 
be.  The  fault  is  more  that  of  the  director  of  the  division 
rather  than  the  committee  members,  resulting  from 
overwhelming  pressures  from  more  urgent  matters. 
The  socioeconomics  of  medicine  has  become  a major  in- 
terest and  concern  to  our  members  and  it  is  felt  we 
should  be  more  responsive  to  this. 

Conclusion.  We  have  tried  in  this  summary  to  sin- 
gle out  the  major  activities  of  the  division  during  the 
past  year.  Reference  is  made,  only  in  passing,  to  the 
routine  handling  of  numerous  inquiries  and  complaints 
received  both  by  phone  and  by  mail  from  component 
county  medical  societies,  our  physician  members,  insur- 
ance carriers,  and  the  public.  The  wide  ranging  areas 
which  this  division  encompasses,  overlapping  the  inter- 
ests of  many  other  MSSNY  committees,  has  required 
many  meetings  and  joint  activities  with  the  other  divi- 
sions, particularly  the  following  General  Counsel,  Com- 
mission on  Governmental  Relations,  Division  of  PSRO 
and  Related  Activities,  Commission  on  Public  Health 
and  Education,  and  the  Division  of  Public  and  Profes- 
sional Affairs. 

General  Counsel 

The  Office  of  General  Counsel  has  continued  its  ac- 
tivities on  a constantly  expanding  scale.  As  more  and 
more  of  the  county  medical  societies  and  individual  phy- 
sician members  learn  of  the  integration  of  the  manage- 
ment of  the  legal  affairs  of  the  Society  into  the  head- 
quarters staff  structure,  a greater  number  of  requests  for 
advice  and  assistance  are  received. 

The  general  counsel  and  his  staff  attorney  have  con- 


tinued to  attend  all  meetings  of  the  Council  and  Board 
of  Trustees  as  well  as  the  meetings  of  other  committees 
assigned  to  it  for  staff  research  and  support.  These  in- 
clude the  Professional  Medical  Liability  Insurance  and 
Defense  Board,  the  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  to  Re- 
view all  Facets  of  the  Malpractice  Problem,  the  Judicial 
Council,  the  Committee  on  Ethics,  the  House  Commit- 
tee on  Bylaws  and  the  Council  Committee  on  County 
Society  Constitutions  and  Bylaws. 

They  have  also,  by  invitation,  attended  meetings  of 
the  Professional  Standards  Review  Organization  Com- 
mittee, the  Peer  Review  Committee,  the  Committee  on 
Data  Processing  in  Medicine,  the  General  Insurance 
Committee,  the  Membership  Benefits  Committee, 
Health  Manpower  Committee,  Continuing  (Postgradu- 
ate) Education  Committee,  and  Drug  Abuse  Committee. 

In  the  period  since  the  adjournment  of  the  House  in 
February  1974,  the  general  counsel  has  transmitted  a 
number  of  memoranda  to  the  component  county  medi- 
cal societies  dealing  with  a wide  variety  of  medical-legal 
matters.  These  include  a memorandum  advising  how 
physicians  should  respond  to  requests  for  information 
on  practice  procedures  from  consumer  action  groups;  a 
model  of  rules  of  procedure  for  boards  of  censors;  a 
model  for  county  medical  society  constitutions  and  by- 
laws which  insure  conformity  with  New  York  State  laws 
as  well  as  the  Bylaws  of  the  State  Society;  a number  of 
memoranda  explaining  the  details  of  the  operation  of 
the  new  malpractice  mediation  panels;  memoranda  giv- 
ing details  of  the  court’s  decision  permitting  consolida- 
tion of  Associated  Hospital  Service  of  New  York  (Blue 
Cross)  and  United  Medical  Service,  Inc.  (Blue  Shield) 
despite  the  objections  of  the  State  Society;  a number  of 
memoranda  concerning  promulgation  of  relative  value 
scales  and  the  effect  of  the  Sherman  Anti-Trust  Law  on 
such  actions. 

The  general  counsel  has  also  reviewed  all  contracts 
and  agreements  involving  the  Society;  and  he  has  as- 
sisted in  the  preparation  of  reports  and  documents  re- 
quired by  various  official  agencies. 

One  of  the  most  time  consuming  activities  of  the  Of- 
fice of  General  Counsel  has  been  the  review  of  the  con- 
stitutions and  bylaws  of  all  the  component  county  medi- 
cal societies  to  bring  them  up  to  date  and  insure  that 
they  comply  with  applicable  State  Law  as  well  as  the 
Bylaws  of  the  State  Society. 

He  has  also  assisted  the  medical  staffs  of  various  hos- 
pitals throughout  the  State  in  revising  and  updating 
their  hospital  bylaws  to  insure  that  their  interests  are 
protected  and  that  individual  staff  physicians  receive 
“due  process”  in  dealings  with  the  hospital  trustees  and 
administrative  officials. 

Governmental  Relations  Division 

Albany  Operations.  Again  this  year  the  director 
represented  the  State  Medical  Society  in  Albany  during 
the  1974  session  of  the  New  York  State  Legislature.  As 
the  session  progressed,  he  communicated  the  position  of 
the  State  Society  on  the  various  health  bills  considered 
by  the  Legislature.  He  personally  contacted  the  key 
lawmakers  and  their  staffs  to  discuss  in  detail  the  bills 
of  interest  to  the  medical  profession.  He  also  worked 
very  closely  with  MSSNY’s  legislative  counsel  at  the 
Capitol  in  directing  and  preparing  State  Medical  Soci- 
ety position  memoranda  on  pending  bills;  and  he  active- 
ly participated  in  the  presentation  and  discussion  of 
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these  statements  with  members  of  both  houses  of  the 
Legislature. 

The  director’s  telephone  answering  service  was  rein- 
stituted this  year  to  assist  him  in  communications  with 
the  legislators  and  their  staffs,  as  well  as  county  medical 
societies,  individual  physicians,  and  the  division  staff. 
This  service  has  proven  to  be  a valuable  aid  in  reaching 
the  director  while  he  is  on  the  go  at  the  Capitol. 

Capitol  News,  our  weekly  legislative  newsletter,  was 
distributed  during  the  session  to  keep  county  medical 
societies  and  key  physicians  abreast  of  developments 
concerning  bills  pending  in  the  Legislature.  A total  of 
twenty  issues  were  published:  eighteen  during  the  ses- 
sion and  two  following  the  session.  The  final  issue  on 
June  24,  1974  gave  a report  of  the  Governor’s  actions 
during  his  thirty-day  signing  period. 

Headquarters  Activities.  During  and  following  the 
legislative  session,  the  division  staff  carried  out  a variety 
of  assignments  given  them  by  the  director.  While  in  Al- 
bany, the  director  supervised  the  activities  of  the  staff 
through  daily  telephone  conferences,  and  personally  di- 
rected the  followup  work  upon  his  return  from  the  Capi- 
tol at  the  close  of  the  session.  The  following  were  some 
of  the  principal  achievements. 

(1)  Seven  memoranda  were  mailed  to  all  members  of 
the  State  Legislature.  Each  memorandum  acted  as  a 
transmittal  letter  for  a group  of  MSSNY  position  state- 
ments on  pending  health  legislation. 

(2)  The  LAB  (Legislation  Action  Bulletin)  was  uti- 
lized again  this  year  to  alert  county  medical  society  leg- 
islation chairmen  and  our  panel  of  liaison  physicians  to 
the  happenings  in  Albany  and  to  spell  out  specific  ac- 
tions to  be  taken.  Copies  were  also  sent  to  county  med- 
ical society  officers  and  executive  secretaries  as  well  as 
officers  of  the  Woman’s  Auxiliary  for  their  information 
and  support.  Eight  LAB’s  were  sent  out  this  year  along 
with  position  statements  on  numerous  health  bills. 

(3)  Certain  county  medical  society  executive  secre- 
taries were  also  contacted  by  telephone  to  enlist  their 
support  of  our  efforts  on  several  key  bills.  These  execu- 
tive secretaries  whose  Assemblymen  or  Senators  were  on 
committees  considering  these  important  bills  were  asked 
to  call  or  telegraph  their  representatives  to  reinforce  the 
State  Medical  Society’s  position.  This  combined  effort 
of  the  State  and  county  societies  proved  successful  in 
getting  our  views  across  to  the  lawmakers.  The  end  re- 
sult of  these  calls  and  mailings  were  enactment  of  the 
malpractice  mediation  panel  law  and  defeat  of  the  chiro- 
practic x-ray  and  physical  therapy  bills. 

(4)  Telegrams  were  also  sent  to  Senators  Javits  and 
Buckley  on  July  26,  1974  regarding  S.3585  (Kennedy) 
and  Congressmen  Murphy,  Lent,  Podell  and  Hastings 
on  August  20,  1974  regarding  H.R.  16204  (Rogers). 

(5)  Files  on  State  and  Federal  legislation  have  been 
kept  for  reference  by  the  director,  MSSNY  committees 
and  division  heads,  and  individual  physicians.  Copies 
are  supplied  to  interested  parties  by  the  division  staff. 
Up-to-date  files  of  selected  bills  from  the  State  Legisla- 
ture are  sent  to  the  division  by  the  Legislative  Index 
Company.  The  division  also  subscribes  to  the  compa- 
ny’s daily  and  weekly  legislative  services  which  provide 
summaries  of  all  bills  introduced  and  the  action  taken 
on  each.  Through  this  service  the  division  staff  is  able 
to  answer  the  many  inquiries  regarding  State  legislation 
which  come  into  the  division  office  each  week  during 
and  after  the  session. 


(6)  At  the  close  of  the  Governor’s  thirty-day  signinj  | 
period,  the  director  and  staff  prepared  a brochure  enti 
tied  “1974  Health  Legislation.”  This  report,  providin;  j 
a summary  of  the  major  bills  acted  upon  by  the  Stab  ! 
Legislature,  was  distributed  widely. 

State  Legislation  Committee  Meetings.  Meeting! 
were  as  follows: 

(1)  On  January  17,  1974,  the  State  Legislation  Com 
mittee  held  a meeting  at  the  Fort  Orange  Club,  Albany 
New  York.  This  meeting  was  primarily  concerned  wit! 
MSSNY’s  1974  Legislative  Program. 

(2)  On  February  24,  1974,  the  Committee  met  agair  | 
immediately  after  the  opening  session  of  the  House  ol  i 
Delegates.  This  meeting  was  devoted  to  an  update  or  j 
program  bills  and  discussion  of  other  health  bills  intro-  i | 
duced  to  that  date. 

(3)  On  October  16,  1974,  the  Committee  held  its  reg-ij 
ular  fall  meeting  to  consider  MSSNY  program  bills  foi 
1975,  and  to  make  final  preparations  for  the  Annual 
Legislative  Conference. 

Federal  Legislation  Committee  Meetings.  The 

following  meetings  were  held: 

(1)  On  July  1,  1974,  the  Federal  Legislation  Com- 
mittee held  a meeting  at  MSSNY  headquarters  to  dis-j  I 
cuss  the  legislative  proposal  regarding  medical  data  sys- 
tem administration  and  current  developments  in  Wash- 
ington. 

(2)  A meeting  was  held  on  October  16,  1974,  to  con-  j 
sider  the  latest  developments  on  bills  before  Congress 
and  to  make  final  arrangements  for  the  Annual  Legisla-  j 
tion  Conference. 

Annual  Legislative  Conference.  On  October  17, 
1974  our  annual  conference  was  held  at  the  Hilton  Inn, 
Syracuse.  The  preparations  for  this  meeting  were  un- 
derway for  several  weeks  with  mailings  sent  to  county 
medical  society  legislation  chairmen,  officers  and  execu-  I 
tive  secretaries.  Memoranda  were  sent  by  John  H.  Car- 
ter, M.D.,  Chairman,  State  Legislation  Committee,  to 
the  county  medical  societies  and  MSSNY  committee 
chairmen  asking  for  suggestions  for  bills  to  be  included 
in  our  1975  legislative  program.  Those  proposals  which 
have  been  made  to  date  were  sent  to  the  director  to  be 
included  in  the  agenda  of  the  State  Legislation  Commit- 
tee meeting.  The  director  has  also  worked  closely  with 
the  chairmen  of  the  State  and  Federal  Legislation  Com- 
mittees preparing  the  program  for  the  all-day  confer-  I 
ence. 

The  morning  session  dealt  with  State  legislative  mat- 
ters, and  the  afternoon  session  was  devoted  to  Federal 
legislation  with  a representative  from  the  AMA’s  Wash- 
ington  office  present  to  lead  the  discussion  and  answer 
questions. 

Malpractice  Mediation  Program.  During  the  re- 
cent legislative  session,  MSSNY  was  successful  in  ob- 
taining passage  of  the  malpractice  mediation  panel  law 
which  sets  up  a pretrial  mediation  system  from  medical 
malpractice  cases  throughout  the  State.  One  of  the  < 
three  members  of  the  mediation  panel  will  be  a physi-  I 
cian  selected  from  lists  compiled  by  the  State  and  coun- 
ty medical  societies.  To  facilitate  the  implementation 
of  this  new  program,  the  director  and  other  MSSNY  rep- 
resentatives have  met  with  the  Presiding  Justices  of 
the  four  Appelate  Divisions  who  are  charged  with  pro- 
mulgating rules  and  regulations  for  this  procedure.  At  | 
the  request  of  the  Justices,  the  director  has  acted  as  in-  I 
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termediary  in  obtaining  lists  of  physicians  for  service  on 
the  panels  from  the  county  medical  societies  for  trans- 
mittal to  the  Justices.  The  division  staff  has  also  pre- 
pared files  for  the  panel  lists,  and  will  continue  to 
update  them  for  ready  reference  by  interested  parties. 


Meetings  and  Public  Hearings.  As  part  of  our  leg- 
islative efforts  at  the  State  Capitol,  the  director  attends 
many  public  hearings  and  private  conferences  during 
the  session.  He  also  attends  and  participates  in  numer- 
ous MSSNY  committee  meetings  at  headquarters.  In 
addition  to  these  activities,  the  director  has  represented 
the  State  Medical  Society  at  various  hearings  and  con- 
ferences around  the  State. 


PSRO  and  Related  Activities 


In  December  of  1973,  the  Medical  Society  of  the  State 
of  New  York  organized  the  PSRO  Committee  composed 
of  one  physician  representative  from  each  PSRO  region 
(17)  in  the  State.  This  committee  has  met  a total  of 
eight  times,  on  the  first  Monday  of  each  month  from 
January  through  August  1974.  Beginning  with  the  first 
meeting,  the  MSSNY  staff  and  committee  chairman  re- 
peatedly stated  and  restated  that  the  function  of  the 
committee  is  to  give  body  to  the  PSRO  undertaking  in 
New  York  State  and  to  provide  cohesive  force  necessary 
to  tie  the  entire  operation  together.  During  the  first 
months  of  the  year,  we  were  involved  in  the  area  desig- 
nation problem  where  the  Medical  Society  of  the  State 
of  New  York  disagreed  with  the  area  designation  as  pro- 
mulgated by  the  Department  of  Health,  Education,  and 
Welfare.  One  of  the  major  accomplishments  of  this  di- 
vision was  the  effort  we  undertook  to  redirect  the 
DHEW  decision  so  that  ultimately  the  areas  desired  by 
the  MSSNY  and  the  constituent  county  areas  within  the 
state  were  agreed  to  by  DHEW. 

The  PSRO  Committee  was  also  the  first  to  set  up  a li- 
aison with  the  New  York  State  Osteopathic  Society  by 
extending  an  invitation  for  its  representative  to  sit  in  on 
the  meetings  of  the  MSSNY  PSRO  Committee.  Their 
representative  has  attended  five  of  the  eight  scheduled 
meetings  to  date.  The  division  director  of  PSRO  has 
also  held  periodic  meetings  with  the  designated  repre- 
sentative of  the  Dental  Society  of  the  State  of  New 
York. 

Early  in  January  this  division  recommended  to  the 
Council  that  there  be  created  a New  York  State  Re- 
source Center  for  Administrative  and  Technical  Affairs 
which  was  to  be  the  forerunner  of  the  Statewide  Sup- 
port Center  for  PSRO’s  which  was  funded  by  DHEW. 


During  January,  February  and  March,  we  assisted 
several  of  the  PSRO  regions  in  their  incorporation  pro- 
cesses, and  we  assisted  in  the  preparation  of  planning 
grant  applications  for  several  of  the  downstate  PSRO 
regional  areas. 

During  the  month  of  April,  the  Department  of  HEW 
mandated  the  completion  and  submission  of  the  propos- 
als for  planning  and/or  conditional  grants  by  the  local 
PSRO’s.  It  was  during  this  period  of  time  that  the  Divi- 
sion of  PSRO  (this  was  prior  to  the  creation  of  a funded 
Statewide  Support  Center)  assisted  in  the  completion  of 
the  PSRO  planning  applications  and  secured  from,  and 
supplied  to,  the  various  regions  the  necessary  letters  of 
support  as  required  by  DHEW. 

It  was  during  April  that  the  PSRO  Committee  formal- 


ly approved  the  request  of  the  Association  of  Interns 
and  Residents  to  regularly  attend  our  meetings  as  ob- 
servers; and  this  representative  has  been  a fairly  regular 
attendee  from  May  to  the  present. 

Also,  during  April,  MSSNY  submitted  an  application 
for  designation  as  a Statewide  Support  Center;  and  our 
original  request  for  approximately  $500,000  dollars  was 
subsequently  reduced  to  a grant  of  $208,000.  This 
grant  was  awarded  to  us  on  June  26  and  became  effec- 
tive as  of  July  1st. 

In  July,  the  PSRO  Committee  decided  to  establish  a 
subcommittee  on  educational  matters,  and  at  the  one 
meeting  of  this  subcommittee  the  decision  was  made  to 
present  a statement  to  HEW  concerning  the  approach 
that  we  wish  to  take  in  order  to  “educate”  the  40,000 
doctors  in  New  York  State  concerning  what  PSRO  is 
all  about. 

This  proposal  was  submitted  to  HEW  in  August  and 
to  date  there  has  been  no  agreement  between  the  United 
States  government  and  MSSNY  concerning  the  method 
of  procedure  for  undertaking  this  operation.  We  feel 
that  in  order  to  get  the  word  to  this  vast  number  of  indi- 
viduals, the  only  approach  is  audio  visual,  since  any 
other  approach,  namely,  written  material,  does  not  seem 
to  be  an  adequate  medium  of  communication. 

In  July,  the  Federal  Legislation  Committee  recom- 
mended to  the  PSRO  Committee  that  both  committees 
support  a letter  of  opposition  to  229  of  P.L.  603,  which 
was  being  proposed  by  the  Department  of  Health,  Edu- 
cation, and  Welfare  to  create  “Program  Review  Teams” 
and  which,  it  was  felt,  would  infringe  upon  the  activities 
of  PSRO’s.  This  recommendation  was  sent  to  the 
Council  which  subsequently  approved  it.  Such  a letter 
was  sent  to  Secretary  Caspar  Weinberger. 

The  director  of  the  Division  of  PSRO  has  made  trips 
to  Washington,  D.C.  to  attend  the  National  Professional 
Standards  Review  Council  meetings  and  has  also  at- 
tended various  meetings  in  Chicago  as  well  as  various 
places  in  New  York  State. 


Public  and  Professional  Affairs 

The  Division  of  Public  and  Professional  Affairs  in- 
cludes among  its  responsibilities  public  relations  activi- 
ty, news  media  relations,  management  of  the  news  room 
at  the  MSSNY  Annual  Meeting  and  the  publication  of 
the  News  of  New  York  and  the  Ad  Rem  bulletins  which 
are  posted  in  the  hospitals  throughout  the  State. 

Its  General  Information  Department  serves  the  mem- 
bership and  the  public,  assists  the  Woman’s  Auxiliary 
and  the  Medical  Assistants  Association,  provides  speak- 
ers’ bureau  assistance  and  handles  the  details  involved 
with  five  annual  award  programs  including  the  MSSNY 
Fifty  Year  Awards  (an  average  of  350  per  year),  the 
President’s  Citation  and  the  Albion  O.  Bernstein  Award. 

In  addition  to  the  direction  of  the  activities  of  the  di- 
vision, the  director  supervises  the  activities  of  the  re- 
gional representatives  comprising  our  field  service  and 
staffs  the  Council  Committee  on  Membership  and  the 
New  York  Delegation  to  the  AMA. 

The  News  of  New  York  continues  to  be  the  principal 
means  of  communicating  nontechnical  and  nonscientific 
information  to  our  membership  and,  because  of  its  im- 
portance, every  effort  is  made  to  produce  an  informative 
and  appealing  publication.  It  appears  that  we  are  doing 
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so,  for  we  are  generating  an  increasing  number  of  letters 
from  our  readers.  In  September,  after  eight  months  of 
research,  the  News  of  New  York  was  radically  changed 
from  an  eight-page  monthly  to  a four-page  semimonth- 
ly. Obviously,  the  twice  monthly  issuance  provides  a 
needed  timeliness,  and  the  reaction  of  our  readers  has 
been  uniformly  complimentary.  Coupled  with  the  dou- 
bling of  its  frequency  is  the  obvious  use  of  succinct  re- 
ports of  Council  and  House  actions  and  medical,  legal, 
and  economic  news,  as  well  as  other  useful  advice  for  the 
membership.  Also  the  Ad  Rem  bulletins  have  experi- 
enced innovation:  more  regular  issuance  and  a distinct 
policy  of  news  complementary  to  the  News  of  New  York. 
In  the  past  year,  we  have  expanded  the  number  of  bulle- 
tin boards  we  have  erected  in  hospitals,  but  requests 
from  additional  hospitals  for  participation  in  this  com- 
munication program  continue  to  be  received. 

During  the  past  year,  we  prepared  and  mailed  four 
“Hotline  Letters.”  “Hotlines”  are  sent  by  first  class 
mail  to  every  member  of  the  Society.  Our  policy  of 
using  the  distinctive  red  and  white  stationery  for  only 
priority  news  emphasizes  the  exceptional  importance  of 
all  communication  via  this  medium. 

Our  public  and  professional  relations  activity  has 
been  led  by  an  active  and  productive  Public  Relations 
Committee.  Notable  was  the  July  random  survey  of 
member  opinion  regarding  Statewide  newspaper  adver- 
tising done  at  the  request  of  the  House  of  Delegates.  As 
reported  in  the  committee’s  annual  report,  this  survey 
had  a remarkably  unprecedented  and  heartening  re- 
sponse from  our  members.  We  have  interpreted  it  as  an 
indication  that  our  members  are  concerned  and  are 
ready  to  participate  in  worthwhile  Society  activities. 

Among  projects  underway  are  the  expansion  of  our 
file  of  statements  of  the  official  policy  or  position  of  the 
Society,  the  production  of  a series  of  public  health  an- 
nouncements for  distribution  to  radio  stations  through- 
out the  State,  and  a series  of  public  health  messages  for 
Station  WNBC-TV  to  be  produced  in  cooperation  with 
the  Medical  Societies  of  Connecticut  and  New  Jersey. 

The  Department  of  Information,  a one  person  opera- 
tion, continues  to  be  one  of  our  best  public  relations  ef- 
forts. We  receive  an  average  of  24  requests  per  day 
from  our  membership  and  the  public,  in  the  form  of  let- 
ters, telephone  calls,  and  personal  visits.  Each  contact 
is  handled  with  courtesy  and  dispatch  in  fulfillment  of 
our  policy  never  to  appear  bureaucratic.  This  depart- 
ment also  serves  the  Woman’s  Auxiliary  and  the  Medi- 
cal Assistants  Association  with  clerical,  typing,  duplicat- 
ing, and  mailing  chores.  The  President’s  Citation,  the 
Bernstein  Award  and  the  annual  Fifty-Year  Service 
Award  programs  are  also  managed  in  this  Department. 

The  State  Society’s  field  servicemen  (Regional  Rep- 
resentatives) are  an  extension  of  the  service  of  MSSNY 
to  the  county  medical  societies  and  to  their  officers  and 
members.  These  men  constantly  circulate  throughout 
their  territories,  offering  their  assistance  and  expertise 
where  needed,  and  they  are  present  at  endless  meetings 
to  answer  questions  regarding  MSSNY’s  policy  or  pro- 
gram. 

Insurance  and  Membership  Benefits 

General  Insurance.  Our  endorsed  insurance  ad- 
ministrator, Charles  J.  Sellers  & Co.,  Inc.,  has  reported 
to  the  Division  on  Insurance  and  Membership  Benefits 
that  approximately  four  thousand  physicians  are  en- 


rolled in  the  State-sponsored  disability  income  program 
In  keeping  with  the  promise  to  protect  the  county  medi 
cal  societies,  many  of  these  physicians  indicated  on  theii 
enrollment  forms  that  they  did  not  have  the  maximuir 
coverage  through  their  county  societies.  They  were  ad 
vised  of  the  right  to  purchase  the  county  program  firsi 
and  requested  to  support  the  county  program.  Ap 
proximately  500  physicians  have  withdrawn  their  origi 
nal  applications  from  the  State  program  and  enrolled  tc 
maximum  in  their  county  societies.  Of  the  approxi 
mately  500  physicians  who  have  done  this  approximate 
ly  150  physicians  have  reapplied  for  more  coverage  al 
the  State  level.  The  total  enrolled  at  this  time  is  3,665 
physician  members  of  MSSNY. 

The  State  program  has  spurred  considerable  addi- 
tional activity  at  the  county  level.  According  to  the 
Continental  Insurance  Company,  our  endorsed  adminis- 
trator has  been  advised  that  more  new  insurance  has 
been  written  since  the  State  program  started  than  had 
been  produced  at  the  county  level  in  the  preceeding  five 
years.  Thus,  the  State  program  may  add  to  the 
strength  of  the  county  programs  rather  than  jeopardize 
them,  as  some  have  claimed. 

Our  endorsed  administrator  has  advised  us  that  ap- 
proximately 1,000  physicians  have  enrolled  in  the  State- 
sponsored  Group  Term  Life  Program.  Many  of  the 
physicians  who  enrolled  did  so  under  the  charter  enroll- 
ment period.  Thus,  they  were  able  to  receive  additional 
life  insurance  protection  regardless  of  their  medical  his- 
tory. 

The  Council  approved  criteria  outlining  the  responsi- 
bilities of  our  endorsed  administrator  to,  and  on  behalf 
of,  the  Medical  Society  of  the  State  of  New  York  was  ac- 
cepted and  agreed  to  by  the  endorsed  administrator. 
This  will  enable  the  Medical  Society  to  have  greater  di- 
rection and  control  of  its  own  insurance  programs. 

The  General  Insurance  Committee  is  continuing  to  re- 
view other  programs  such  as  business  overhead  expense, 
inhospital  income,  accidental  death  and  dismember- 
ment, and  pension  programs  that  may  be  of  meaningful 
benefit  to  the  membership. 

Membership  Benefits.  We  are  exploring  all  areas 
and  means  to  supply  meaningful  programs  for  the  mem- 
bership. Our  idea  is  to  bring  to  our  members  savings 
under  such  various  and  diverse  items  as  auto  and  equip- 
ment leasing,  special  arrangements  with  financial  insti- 
tutions, group  travel  programs,  gourmet  foods,  coin  col- 
lections, objects  of  art,  jewelry,  tires,  household  applian- 
ces, etc.  All  these  products  and  services  will  be  offered 
to  the  membership  at  reduced  prices. 

Research  and  Planning 

In  March,  shortly  after  assuming  his  position,  the  Di- 
rector of  the  Division  of  Research  and  Planning,  trav- 
eled to  California  to  discuss  research  division  activities 
with  the  chief  of  that  activity  at  the  California  Medical 
Association.  Some  of  the  ideas  and  concepts  of  the  Cal- 
ifornia Medical  Association  Research  Division  have 
been  very  helpful  in  guiding  our  Division  of  Research 
and  Planning  to  a meaningful  and  fundamentally  sound 
start. 

One  of  the  initial  projects  undertaken  by  this  Division 
was  that  of  assisting  the  Monroe  County  Foundation  for 
Health  Care  in  identifying  the  problems  of  that  Founda- 
tion. Although  no  concrete  solution  was  determined  to 
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solve  the  problems  of  that  Foundation,  several  sugges- 
tions were  presented. 

In  May  the  division  was  asked  to  undertake  a study  of 
the  structure  and  functions  of  all  committees  and  com- 
missions in  the  Medical  Society  of  the  State  of  New 
York.  This  was  carried  out  and  the  recommendations 
were  that  (I)  a committee  be  organized  to  assist  the 
President-Elect  in  making  decisions  and  appointing 
committee  members;  that  (2)  each  committee  chairman 
submit  an  annual  report  showing  attendance  and  activi- 
ties of  each  of  the  committee  members  for  the  preceding 
year;  that  (3)  a composite  profile  of  each  committee  be 
documented  stating  the  makeup  of  committee  members, 
the  tenure  of  committee  members,  the  scope  of  activity 
of  the  committee  and  the  functions  and  responsibilities 
of  the  committee.  This  would  be  published  for  the  in- 
formation of  any  new  incoming  member  of  any  commit- 
tee. 

Also,  the  Council  requested  that  the  division  gather 
information  about  and  make  recommendations  pertain- 
ing to  the  Medical  Society  affiliation  with  the  establish- 
ment of  ethical  data  centers.  The  terminology  “ethical 
data  centers”  was  used  by  Elemer  Gabrieli,  M.D.  in  his 
report  on  the  Joint  Task  Force  on  Medical  Records  and 
Computer  Technology.  The  conclusions  reached  were 
that  the  Medical  Society  of  the  State  of  New  York 
should  not  become  involved  in  the  establishment  of 
physical  data  centers  for  the  purpose  of  processing  med- 
ical or  any  other  form  of  computerized  records.  This 
was  due  largely  to  the  tremendous  expense  that  would 
be  incurred  to  establish  such  a facility.  It  was  suggested 
that  the  Society  pursue  with  vigor,  legislation  to  control 
all  types  of  medical  data  and  privileged  information 
thereby  protecting  the  confidentiality  of  medical  infor- 
mation and  protecting  the  physician-patient  relation- 
ships. It  was  also  recommended  that  the  Society  estab- 
lish standardized  guidelines  that  would  be  used  in  moni- 
toring any  data  center  processing  medical  records. 

During  the  summer  months,  the  Community  Medical 
Services  of  Syracuse,  New  York,  under  the  direction  of 
the  Division  of  Research  and  Planning  conducted  a pre- 
liminary analysis  on  physician  distribution  in  New  York 
State.  From  this  study,  possible  geographic  deprive- 
ment  of  health  services  were  found  in  New  York  State. 
In  some  areas  it  was  discovered  that  the  physician/pop- 
ulation ratio  was  as  high  as  1:12300.  Another  indication 
of  the  lack  of  health  care  services  was  the  finding  that 
residents  of  our  State,  in  some  areas,  must  travel  in  ex- 
cess of  40  miles  to  obtain  medical  services.  The  recom- 
mendations for  alternatives  and  approaches  to  this 
problem  are  now  being  reviewed  by  the  division  with 
subsequent  recommendations  being  prepared  for  Coun- 
cil consideration. 

Innovation  is  the  tool  of  research,  and  the  initiation 
and  implementation  of  innovative  ideas  are  the  fulfill- 
ment of  the  plans.  Our  director  truly  believes  that  his 
division  is  off  to  an  excellent  start  and  he  looks  forward 
to  its  progressively  active  role  within  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Business 

The  following  is  a list  of  accomplishments  of  the  Busi- 
ness Division. 

Accounting 

Streamlining  of  accounting  activities  has  continued. 
Financial  reports  were  more  up-to-date.  This  depart- 


ment was  charged  with  the  financial  reporting  and  rec- 
ord keeping  of  the  PSRO  Support  Center. 

Budget  and  Finance 

a. )  The  Division  prepared  the  original  and  revised 
budgets  for  the  year  1974.  Division  heads  received  fi- 
nancial figures  approximately  every  two  months.  All 
activities  seem  to  be  within  budgetary  limits. 

b. )  Many  hours  were  spent  in  putting  together  an 
appropriate  budget  for  the  PSRO  Support  Center. 
After  presentation  of  five  different  estimated  budgets, 
one  was  finally  accepted  by  HEW. 

c. )  The  new  Medical  Directories  were  finally  printed 
and  distributed  in  June,  1974.  We  should  exceed  our 
directory  sales  originally  projected  at  $87,500. 

d. )  Interest  on  our  short-term  investments  of  the 
general  fund  (commercial  paper  and  certificates  of  de- 
posit) also  exceeded  our  expectations.  The  original  pro- 
jection was  $50,000.  It  can  now  safely  be  calculated 
that  we  may  earn  up  to  $100,000  in  these  short-term  in- 
vestments. 

Journal  Advertising 

Advertising  revenues  continue  to  decrease  despite  the 
fact  that  we  increased  our  advertising  rates  slightly  in 
1974.  This,  however,  seems  to  be  the  trend  nationwide; 
and  from  all  reports,  it  seems  that  we  are  doing  better 
than  comparable  organizations  in  this  area.  As  of  nine 
months  ended,  September  30,  gross  advertising  revenue 
stands  at  $168,111,  which  is  over  $19,000  less  than  for 
the  comparable  period  in  1973.  Of  course,  although  we 
are  incurring  lower  revenues,  our  estimated  budget  pro- 
jected savings  in  production  costs  of  the  Journal  because 
of  the  new  once-per-month  publication. 

Membership-Directory 

a. )  The  dues  paying  membership  now  totals  23,670, 
which  is  higher  by  about  170  members  from  the  figure 
estimated  for  1974. 

b. )  This  department  is  now  working  with  AMA  rep- 
resentatives in  initiating  the  new  dues  billing  program 
called  AMCAP,  which  is  replacing  the  Fisher-Stevens 
CAPIS  program.  Everything  seems  to  be  going  smooth- 
ly during  the  transition  period. 

c. )  Work  has  already  started  on  the  1975-76  Medical 
Directories.  Questionnaires  have  been  mailed  to  physi- 
cians and  are  being  returned  at  a rapid  pace. 

Miscellaneous 

a.)  Unrelated  Business  Income  Tax  for  the  Year 
1968.  We  have  protested  the  IRS  decision  that  they 
will  not  honor  our  claim  for  tax  refund  for  1968 
($46,134.04  amount  of  tax  and  penalty).  Subsequently, 
we  engaged  the  law  firm  of  Wilkie,  Farr  and  Gallagher 
to  present  a protest  on  our  behalf  which  was  rendered  to 
the  IRS  on  August  17,  1974.  We  are  awaiting  a reply. 
Further  developments  on  unrelated  business  income  tax 
reached  us  via  a civil  action  taken  by  the  Massachusetts 
Medical  Society  (New  England  Journal  of  Medicine) 
against  the  United  States  of  America  to  recover  taxes 
assessed  by  the  IRS  on  the  New  England  State  Journal 
of  Medicine,  journal  advertising  for  the  year  1968.  A 
memorandum  and  order  issued  by  the  U.S.  District 
Court,  District  of  Massachusetts,  on  September  9,  1974, 
granted  the  Massachusetts  Medical  Society  a summary 
judgment  and  Massachusetts  Medical  Society  was 
granted  return  of  the  taxes  paid  for  the  year  1968 
($32,638)  plus  interest.  The  decision  of  this  Court  cer- 
tainly should  help  our  own  case,  which  is  similar;  and  it 
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gives  us  a better  chance  to  recover  the  taxes  that  we 
have  paid,  under  protest. 

b. )  Employee  Benefits  Program.  Several  meetings 
have  been  held  during  the  course  of  the  year  with  Mr. 
Francis  P.  McCloskey,  Independent  broker,  Mr.  J.  Terry 
Twerell,  representing  Aetna  Life  & Casualty  Co.,  Mr. 
Eugene  O’Reilly,  formerly  of  our  office,  and  the  comp- 
troller to  try  to  improve  our  plan  in  areas  that  may  need 
adjustment  in  light  of  changing  economic  and  social 
conditions.  We  shall  be  prepared  in  the  near  future  to 
discuss  possible  changes  in  the  pension  plan  and  to  re- 
port on  a possible  change  to  a private  insurance  carrier 
for  our  medical — surgical  coverage  utilizing  the  reason- 
able, usual,  and  customary  fee  concept. 

Because  of  the  new  “Pension  Reform  Law”  enacted 
on  September  2,  our  comptroller  will  be  attending  some 
seminars  in  the  near  future  on  this  subject  to  see  how 
these  reforms  affect  our  plan.  These  seminars  and 
other  meetings  will  determine  whether  we  must  make 
any  changes  in  our  pension  plan  to  comply  with  the  new 
law. 

c. )  Exemption  from  N.Y.  State  Labor  Law  to  Pay 
Employees’  Salaries  in  CASH.  A recent  labor  law, 
mandating  payment  of  employees’  salaries  in  cash  to 
those  who  earn  less  than  $200  per  week  became  effective 
October  1.  We  filed  an  application  to  be  exempted 
from  this  law  and  on  September  13,  we  were  granted  a 
“permit  to  pay  wages  by  check.” 

MISCELLANEOUS 

AMA-ERF.  In  March,  the  American  Medical  Asso- 
ciation submitted,  to  us,  AMA-ERF  grant  checks  for 
presentation  to  the  medical  schools  in  our  State  as  fol- 


lows: 

Columbia  University  College  of  Physicians 

and  Surgeons $6,055.85 

Albany  Medical  College  of  Union 

University $5,213.11 

State  University  of  New  York  at  Buffalo  . . . $4,154.85 
State  University  of  New  York,  Downstate 

Medical  Center $3,554.50 

New  York  Medical  College $4,459.98 

State  University  of  New  York,  Upstate 

Medical  Center $3,541.93 

New  York  University  School  of  Medicine  . . .$4,410.61 

Cornell  University  Medical  College $6,922.86 

University  of  Rochester  School  of  Medicine 

and  Dentistry $4,831.35 

Albert  Einstein  College  of  Medicine  at 

Yeshiva  University $2,654.98 

Mount  Sinai  School  of  Medicine  of  the  City 

University  of  New  York $2,406.85 

State  University  of  New  York,  Stony  Brook 

Foundation $2,891.85 


Contributions  to  the  AMA-ERF  medical  school  fund 
in  1973  totaled  $1,250,357,  an  increase  of  $277,994  over 
1972.  More  than  $659,870  of  the  grand  total  came  from 
the  Woman’s  Auxiliary. 


Osteopathic  Physicians.  The  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York,  at  itB  An- 
nual Meeting  in  February,  voted  to  amend  the  Bylaws 
so  as  to  grant  full  membership  to  eligible  osteopathic 
physicians. 


By  virtue  of  our  structure,  such  action  now  requires 
that  the  Constitutions  and/or  Bylaws  of  the  county 
medical  societies  be  similarly  amended  to  effectuate  this 
change. 

If  a county  medical  society  has,  as  yet,  not  done  so,  it 
should  take  appropriate  measures  to  include  the  re- 
quired provisions  as  quickly  as  possible. 

Following  is  a copy  of  the  section  of  the  MSSNY  By- 
laws affected  by  this  decision  which  may  be  used  as  a 
guide  on  the  local  level. 

Upon  approval  of  the  appropriate  change  by  the 
county,  a copy  thereof  should  be  forwarded  to  the  Coun- 
cil Committee  on  Constitutions  and  Bylaws  in  care  of 
the  Office  of  General  Counsel  of  this  Society  for  review 
and  presentation  to  the  Council  of  the  Medical  Society 
of  the  State  of  New  York. 


Article  II  Membership 

SECTION  1.  CLASSES 

The  membership  in  the  Medical  Society  of  the 
State  of  New  York  shall  be  divided  into  five  classes: 
(a)  active,  (b)  junior,  (c)  life,  (d)  honorary,  and  (e) 
student. 

Active  and  junior  membership  shall  be  limited  to 
graduates  of  recognized  medical  or  osteopathic 
schools  who  have  completed  not  less  than  four  satis- 
factory years  of  at  least  eight  months  each,  or  the 
equivalent,  in  a medical  or  osteopathic  school  in  the 
United  States  of  America  or  Canada  registered  as 
maintaining  at  the  time  a standard  satisfactory  to  the 
medical  or  osteopathic  licensing  authorities  of  the 
State  of  New  York,  or  in  a medical  or  osteopathic 
school  in  a foreign  country  maintaining  a standard 
not  lower  than  that  prescribed  for  medical  schools  in 
this  State. 

Junior  members  shall  be  those  members  who  have 
been  graduated  from  medical  or  osteopathic  college 
not  more  than  five  calendar  years,  not  counting  active 
service  in  the  armed  forces  of  the  United  States  or  in 
the  United  States  Public  Health  Service,  or  who  have 
not  completed  their  continuous  residency  training. 

In  no  case  may  junior  membership  continue  more 
than  seven  years  after  the  date  of  graduation  from 
medical  or  osteopathic  school. 

IRS.  The  following  item  appeared  in  an  issue  of 
“Tax  Letter .”  This  is  published  by  Organization  Man- 
agement, Inc.  of  Washington,  D.C.) 

The  IRS  has  issued  TIR-1275,  dated  February  14, 
1974.  This  TIR  indicates  that  the  IRS  will  examine 
business  trips,  conventions,  and  cruises  which  appear 
to  be  vacations  in  disguise.  Accordingly,  all  business 
and  professional  groups  and  others  should  be  on  no- 
tice that  the  IRS  does  have  continuing  authority  to 
disallow  expenses  which  are  not  “ordinary  and  neces- 
sary” business  expenses  under  §162  of  the  Internal 
Revenue  Code.  Most  regular  trade  and  professional 
associations  meet  the  requirements  of  §162  in  their 
conventions. 

Relevant  also  is  the  fact  that  within  an  eight  year 
period  the  American  Bar  Association  (Tax  Section) 
has  held  or  will  hold  meetings  in  Bermuda,  Hawaii 
(twice),  San  Juan,  London,  and  Mexico  City.  The 
Federal  Bar  Association  (government  lawyers)  goes  to 
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San  Juan  in  May,  1974  and  the  D.C.  Bar  Association 
goes  to  the  Costa  del  Sol  (Spain)  also  in  May,  1974. 

With  the  officers  of  the  courts  making  this  record, 
where  does  the  average  business  layman  stand?  Cer- 
tainly no  worse  treatment  should  be  accorded  him. 

It  should  be  pointed  out  also  that  the  IRS  has  not 
always  been  consistent  in  this  regard.  For  instance, 
at  a tax  conference  on  nonprofit  organizations  held  in 
San  Diego  in  January,  1973,  attended  and  addressed 
by  the  then  head  of  the  IRS,  the  brochure  advertised 
all  forms  and  types  of  family-type  vacation  attrac- 
tions and  pleasures.  Particular  points  were  made  in 
the  advertising  to  the  vacation  and  pleasure  aspects  of 
San  Diego  and  environs.  Obviously,  the  head  of  the 
IRS  would  not  have  attended  this  meeting  unless  he 
had  thought  that  such  promotion  came  squarely  with- 
in the  rules;  such  IRS  Commissioner  had  issued  a pro- 
mulgation similar  to  TIR-1275  in  1972,  so  he  was  well 
aware  of  the  rules. 

It  would  seem  also  that  TIR-1275  is  an  answer  to 
the  several  bills  that  have  been  introduced  in  the 
Congress  which  would  disallow  the  cost  of  foreign 
business  conventions.  It  should  be  noted,  however, 
that  a business  convention  would  not  have  to  be  out- 
side the  United  States  in  order  to  be  “for  pleasure.” 
It  is  conceivable,  though  not  probable,  that  a business 
meeting  might  have  many  pleasurable  aspects,  even  in 
such  places  as  Gary,  Indiana  (though  the  American 
Bar  Association  has  never  met  there).  TIR-1275 
states  in  part  as  follows:  “Deductions  claimed  for 

cruises,  trips  and  conventions  where  little  time  is  de- 
voted to  professional  or  business  activities  will  be 
checked  carefully  by  IRS  examiners  to  determine 
whether  the  expenses  are  properly  deductible.  Tax- 
payers will  be  required  to  substantiate  the  amount  of 
time  spent  on  business  activities.  Where  there  are  in- 
dications of  abuse,  the  IRS  will  request  lists  of  the 
names  and  addresses  of  the  participants  on  cruises 
and  vacation  trips  which  purport  to  provide  profes- 
sional or  business  activities  during  or  in  combination 
with  recreation.” 

One  other  factor  may  be  relevant  as  to  what  is  “pri- 
marily business.”  Most  associations  have  meetings 
on  Saturday  and  Sunday.  Did  you  ever  try  to  reach 
the  average  IRS  employee  on  Saturday  or  Sunday 
(even  though  some  of  the  top  IRS  officials  work  7 
days  a week)? 

Acknowledgment.  Again  we  are  very  grateful  to  all 
who  have  worked  for  MSSNY  in  the  numerous  capaci- 
ties which  are  inherent  in  our  organization. 

Also  may  I express  my  thanks  to  the  many  friends 
who  rallied  to  my  support — during  my  surgical  experi- 
ence. You  will  be  pleased  to  know  that  all  is  well. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 

EXECUTIVE  VICE-PRESIDENT 
(SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

We  are  sure  that  you  realize  that,  since  our  last  re- 
port, most  of  our  time  has  been  devoted  to  the  Medical 
Liability  Insurance  (malpractice)  dilemma.  We  have 


attempted  to  relay  to  all  concerned  reports  of  what  the 
Subcommittee  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  to  Review  all  Facets  of  the 
Malpractice  Problem  and  the  Council  have  been  doing  to 
try  to  solve  a very  serious  problem  and  to  avoid  an  im- 
pending catastrophe  as  far  as  our  profession  and  the 
people  we  serve  are  concerned. 

Naturally,  we  have  been  unable  to  issue  hourly  bulle- 
tins of  progress.  To  keep  over  27,000  members  in- 
formed of  all  the  efforts  of  our  governing  body,  is  impos- 
sible. You  must  have  faith  in  the  men  that  you  have 
elected  to  high  office. 

However,  we  have  transmitted  notices  to  County 
Medical  Societies,  “Hot  Lines”  to  the  entire  member- 
ship and  a memorandum  to  all  regular  members  with 
the  bills  for  the  Assessment.  This  material  was  distrib- 
uted for  information  and  comments.  A considerable 
number  of  suggestions  and  recommendations  have  been 
received,  all  of  which  have  been,  or  will  be,  given  due 
consideration. 

Personally,  I have  been  in  touch  with  Governor  Carey, 
Dr.  Kevin  Cahill,  his  Special  Assistant  for  Health,  the 
former  Superintendent  of  Insurance,  and  the  present  in- 
cumbent of  that  office. 

We  would  like  to  repeat  what  we  have  been  “preach- 
ing” for  some  time — anything  that  we  advocate  or  ac- 
complish must  be  based  on  a true  restructuring  of  the 
professional  medical  liability  system.  Merely  changing 
insurance  companies  and  schemes,  is  definitely  not  the 
answer.  Proper,  equitable  legislation  is  imperative. 
This  is  not  our  battle  alone.  It  most  assuredly  involves 
every  member  of  our  Society. 

I will  not  prolong  this  phase  of  my  report  knowing 
that  undoubtedly  medical  malpractice  will  be  a priority 
item  on  the  agenda  of  the  House.  The  whole  situation 
must  be  explored  thoroughly;  and  everyone  who  has 
something  of  value  to  contribute  should  do  so. 

CONVENTION  DATES.  The  House  of  Delegates 
and  the  Council  have  declared  that  they  prefer  to 
change  the  time  of  the  Annual  Convention  from  the 
winter  months  to  some  time  during  the  fall  of  the  year. 
Among  the  reasons  for  this  idea  are  these — the  weather 
is  more  favorable;  and  what  is  most  important,  we  can 
plan  more  adequately  our  legislative  program  before  the 
State  Legislature  convenes  during  the  first  week  in  Jan- 
uary. 

With  this  in  mind,  we  have  reserved  the  following 
dates  at  the  Americana  Hotel  in  New  York  City — which 
requires  House  approval. 


1976  November  7-11 

1977  October  2-6 

1978  October  22-26 

1979  September  16-20 

1980  September  28-October  2 


DIVISIONS 

SCIENTIFIC  ACTIVITIES 

Since  submission  of  the  Division  of  Scientific  Activi- 
ties annual  report  there  has  been  a wave  of  increased  ac- 
tivity in  the  Division.  Many  committee  meetings  were 
held  at  headquarters  and  attended  by  the  Director  of 
the  Division  and  staff. 

In  October,  the  Director  spent  three  days  in  Ithaca, 
New  York  conferring  with  Dr.  Norman  S.  Moore  on  the 
Society’s  Archives  which  are  stored  in  the  library  of  Cor- 
nell University.  On  this  trip,  he  also  visited  with  Dr. 
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Stephen  W.  Blatchly  to  discuss  the  activities  of  the 
Health  Manpower  Committee.  He  attended  an  all  day 
meeting  on  Continuing  Medical  Education  at  the  New 
York  Academy  of  Medicine  on  October  10th,  and  on  Oc- 
tober 19th,  representing  the  MSSNY,  spoke  at  a sympo- 
sium on  National  Health  Insurance  at  Adelphi  Universi- 
ty. He  also  spent  three  days  in  Chicago  in  November  at 
a nationwide  meeting  on  Health  Manpower.  From  Jan- 
uary 22nd  to  January  26th,  he  attended  the  meeting  on 
the  Medical  Aspects  of  Sports  at  the  Concord  Hotel. 

An  ad  hoc  committee  to  investigate  hospital  care  in 
New  York  City  especially  in  the  municipal  hospitals  was 
placed  under  the  aegis  of  the  Division  by  the  Council. 
This  committee  was  charged  to  work  with  the  Commit- 
tee on  Interns  and  Residents  on  this  question  and  has 
held  six  meetings  exploring  all  phases  of  the  problem. 
The  committee  is  chaired  by  Ralph  M.  Schwartz,  M.D. 
of  Kings  County  and  its  members  are  Paul  E.  Kalish, 
M.D.  of  The  Bronx,  Irving  B.  Wexler,  M.D.,  of  Kings, 
William  B.  Rawls,  M.D.  of  New  York,  Alfred  A.  Angrist, 
M.D.  of  Queens  and  Robert  O’Connor,  M.D.  of  Rich- 
mond. Representatives  of  the  Committee  on  Interns 
and  Residents  have  been  Richard  Knudsen,  M.D.,  Ed- 
ward Mandeville,  M.D.,  Stephen  Stowe,  M.D.  and  Mr. 
Edward  Gluckman. 

At  the  October  24th  meeting,  Dr.  Ralph  M.  Schwartz, 
chairman,  stated  that  one  important  goal  of  the  commit- 
tee was  complete  cooperation  between  MSSNY  and  the 
Committee  on  Interns  and  Residents  for  the  better  hos- 
pital care  of  the  patient.  The  committee  discussed  the 
following  three  major  points: 

1.  Budget  is  a crucial  issue.  More  monies  must  be 
allocated  to  assure  better  patient  care. 

2.  Quality  of  patient  care  rendered  in  city  hospitals 
is  an  important  issue. 

3.  Manpower  shortages,  especially  on  the  nursing 
staffs. 

It  was  decided  to  obtain  data  on  those  three  points, 
after  which  New  York  City  governmental  representa- 
tives would  be  approached  regarding  the  budget  and 
better  hospital  care. 

The  committee’s  last  meeting  was  attended  by  John 
L.  S.  Holloman,  M.D.,  president  of  the  Health  and  Hos- 
pital Corporation  of  New  York  City,  and  Lothar  Wer- 
theimer, M.D.,  chairman  of  the  Council  of  Medical 
Boards  of  the  New  York  City  Municipal  Hospitals. 

Although  the  committee’s  activities  are  still  in  the  ex- 
ploratory and  investigative  stage  it  wishes  to  keep  the 
MSSNY  membership  informed  of  its  progress.  In  the 
course  of  its  investigations,  the  committee  has  become 
convinced  that  the  Health  and  Hospital  Corporation  of 
the  City  of  New  York  and  its  current  president,  have 
been  doing  a commendable  job  under  very  difficult  cir- 
cumstances. The  committee  feels  that  this  fact  should 
be  recognized  by  MSSNY  and  the  City  of  New  York. 

The  committee  is  presently  occupied  with  consider- 
ation of  the  following  items: 

1.  Is  a revision  of  the  affiliation  contracts  between 
municipal  and  voluntary  hospitals  advisable? 

2.  The  committee  has  been  informed  that  when  the 
law  which  created  the  Health  and  Hospitals  Corpora- 
tion was  passed,  it  was  stipulated  that  funds  would  be 
provided  the  corporation  to  cover  the  expenses  in- 
volved in  treating  patients  who  were  not  covered  by 
any  of  the  various  third  parties.  The  municipal  hos- 
pitals are  responsible  for  the  care  of  many  such  indi- 


viduals. We  have  information  that  the  Health  and 
Hospital  Corporation  is  suing  the  City  for  payment  of 
these  funds  which  it  claims  have  not  been  forthcom- 
ing. The  committee  has  discussed  the  feasibility  of 
MSSNY  support  for  the  Corporation  in  this  matter 
and  has  no  recommendation  to  make  at  this  time. 

3.  At  the  present  time  the  committee  feels  that  it 
has  achieved  strong  lines  of  communication  and  effec- 
tive liaison  between  MSSNY,  C.I.R.  and  the  Health 
and  Hospitals  Corporation  of  New  York  City. 
Physicians’  Committee.  The  newly  established 
“Physicians’  Committee”  has  begun  to  function.  A 
Special  Article  in  the  February  1975  issue  of  the  New 
York  State  Journal  of  Medicine  fully  explains  the  pur- 
poses and  functions  of  this  committee.  It  should  be 
thoroughly  read  by  all. 

Committee  on  Data  Processing.  The  report  of  the 
Committee  on  Data  Processing  in  Medicine  (see  below) 
which  was  submitted  to  the  Council  at  its  meeting  on 
February  27,  1975  has  been  referred  to  the  Committee 
on  Ethics. 

The  Annual  Reports  of  the  Committees  on  Forensic 
Medicine  and  School  Health  have  been  submitted  to  the 
House  of  Delegates.  In  addition,  supplementary  re- 
ports of  the  Committees  on  Disaster  Medical  Care,  i 
Chronic  Pulmonary  Diseases,  Mental  Health,  Preven- 
tive Medicine,  and  the  Medical  Aspects  of  Sports  have 
been  submitted. 

ETHICAL  GUIDELINES  FOR  DATA  CENTERS 
HANDLING  PRIMARY  MEDICAL  RECORDS 

Preamble.  A basic  tenet  of  medical  ethics  is  that  the 
right  of  privacy  is  an  inalienable  right.  The  patient 
may  and  should  feel  free  to  disclose  confidential  infor- 
mation, and  it  is  the  duty  of  the  physician  to  keep  the 
information  in  strictest  confidence.  The  use  of  comput- 
ers to  handle  sensitive  medical  information  creates  an 
additional  moral  obligation.  Thus  is  extended  the  phy-  I 
sician’s  responsibility  to  encompass  all  those  who  have 
access  to  confidential  medical  information  during  the 
course  of  data  entry,  storage,  processing,  and  disclosure.  < 
The  ethical  principles  are  the  same,  regardless  of  medi- 
um of  storage,  e.g.  conventional  written  record,  micro- 
form, or  computer.  These  guidelines  refer  principally 
to  the  automated  processing  of  medical  information. 

The  aims  of  the  following  guidelines  are  to  assist  the 
data  centers  in  formulating  their  operational  standards,  i 
and  to  facilitate  public  reliance  upon  those  data  centers 
which  adhere  to  these  ethical  guidelines.  The  objective 
of  the  ethical  tenets  is  to  delineate  the  moral  commit-  j 
ment,  not  to  define  operational  details.  The  moral 
goals  should  express  the  basic  aspirations  and  concepts,  j 
whereas  the  subsequently  formulated  operational  stan- 
dards should  be  implementation  oriented,  reflecting  the 
available  technology,  the  resources,  and  the  environ-  I 
mental  constraints. 

Ethical  tenets  written  with  “shall”  as  a verb  indicate 
that  disciplinary  rule{s)  must  be  formulated  by  those 
who  will  adopt  the  ethical  tenet,  and  these  disciplinary 
rules  should  be  included  in  their  operational  standards. 

(I)  ADEQUATE  DOCUMENTATION  IS  AN 
ESSENTIAL  PART  OF  CLINICAL  CARE.  THE 
COMPREHENSIVE  AND  ACCURATE  PRIMARY 
MEDICAL  RECORD  SHALL  SERVE  AS  COMMU- 
NICATION AMONG  THOSE  WHO  CONTRIB-  .V 
UTE  TO  THE  CARE  OF  THE  PATIENT.  THE 
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PHYSICIAN  AND  HIS  TEAM  SHALL  MAIN- 
TAIN AN  ADEQUATE  PRIMARY  RECORD. 

“Documentation”  refers  to  all  aspects  of  patient  care 
including,  but  not  limited  to,  clinical  history,  findings, 
therapy,  instructions. 

The  term  “adequate  documentation”  means  sufficient 
recording  of  the  significant  data  so  that  the  reader  of  the 
record  can  fully  understand  the  clinical  situation  and 
the  therapeutic  regimen. 

The  term  “essential  part”  means  that  clinical  care 
and  its  documentation  shall  be  the  two  inseparable 
parts  of  patient  management.  It  is  the  moral  obligation 
of  the  physician  to  keep  adequate  records. 

The  term  “primary  medical  record”  means  documen- 
tation kept  for  the  benefit  of  the  patient,  to  reflect  the 
clinical  activity.  Primary  medical  records  encompass 
the  hospital  chart,  the  office  records,  treatment  records 
kept  by  clinics,  health  agencies,  nursing  homes,  and  gen- 
erally all  those  records  which  are  generated  to  document 
clinical  efforts  to  improve  the  physical  and  mental 
health  of  the  patient. 

The  term  “communication  among  those  who  contrib- 
ute to  the  care  of  the  patient”  defines  the  restricted  ob- 
jective of  the  primary  medical  record,  viz.  to  assist  those 
who  provide  further  care  to  the  patient. 

This  tenet  is  intended  to  assign  morally  equal  impor- 
tance to  patient  care  and  documentation.  Good  clinical 
care  requires  the  availability  of  good  records.  More- 
over, peer  review  will  depend  on  the  accuracy  and  com- 
prehensiveness of  the  primary  medical  record.  Ethical 
practice  of  medicine  calls  for  adequate  primary  records. 

Documentation  is  an  essential  part  of  clinical  care. 
The  physician  and  his  team  shall  maintain  adequate 
primary  medical  records.  The  primary  medical  record 
shall  serve  as  communication  among  those  contributing 
to  the  care  of  the  patient. 

(II)  PRIMARY  MEDICAL  RECORDS  SHALL 
BE  HANDLED  IN  THE  SAME  CONFIDENTIAL 
MANNER  IN  WHICH  THE  PHYSICIAN  IS 
OBLIGED  TO  KEEP  MEDICAL  INFORMATION 
IN  CONFIDENCE. 

The  term  “handled”  covers  all  the  record  storage 
functions,  manual  or  automated,  and  includes  all  those 
persons  who  may  share  the  identified  medical  informa- 
tion. 

The  term  “medical  information”  is  used  in  its  broad- 
est sense,  to  include  all  the  clinical  and  socioeconomic 
data  which  were  disclosed  by  the  patient  or  were  gener- 
ated by  the  health  team.  Medical  information  includes 
all  data  which  are  related  to  the  health  of  the  patient,  to 
his  diagnosis,  to  his  therapy,  and  to  his  prognosis. 

The  intent  of  this  tenet  is  to  assign  the  same  level  of 
confidentiality  to  the  primary  medical  records  as  the 
traditionally  accepted  confidentiality  of  the  verbal  com- 
munication during  medical  care. 

(III)  THE  PATIENT  SHALL  BE  THE 
OWNER  OF  THE  INFORMATION  PROVIDED 
BY  HIM  DURING  MEDICAL  CARE,  AND  OF 
HIS  CLINICAL  DATA. 

The  term  “owner”  means  that  the  patient  (or  his  legal 
guardian)  has  the  right  to  privacy,  and  therefore,  he  has 
the  moral  right  to  control  access  to  the  information 
about  himself,  as  an  owner  controls  his  properties. 


The  term  “information”  refers  to  identifiable  data  re- 
lated to  the  data  person,  i.e.,  the  clinical  data  about  the 
identified  patient.  The  ownership  is  limited  to  the 
data;  it  does  not  include  the  technical  media  carrying 
the  data. 

The  term  “information  provided  by  him”  refers  to  the 
information  volunteered  by  the  patient,  by  his  family, 
and  by  his  environment. 

The  term  “during  medical  care”  intends  to  limit  con- 
fidentiality to  the  information  volunteered  as  a part  of 
the  health  care  delivery. 

The  intent  of  this  tenet  is  to  place  the  patient  in  full 
charge  of  his  own  health  records,  but  to  limit  the  owner- 
ship to  those  data  which  were  disclosed  by  the  patient, 
and  to  those  factual  clinical  data  which  are  the  basis  for 
diagnosis  and  treatment. 

(IV)  THE  PHYSICIAN  SHALL  BE  THE 
OWNER  OF  THE  INFORMATION  GENERATED 
BY  HIM  DURING  MEDICAL  CARE. 

The  term  “physician”  represents  the  physician  and 
his  health  team. 

The  term  “owner”  carries  the  moral  right  to  control 
access  to  his  property,  i.e.,  to  the  information.  Owner- 
ship refers  to  the  information  only,  not  to  the  technical 
media  carrying  the  data. 

The  term  “information  generated”  represents  all  di- 
agnostic, therapeutic  or  etiologic  forecasting,  comments, 
data  organization,  and  explanation  of  rationale,  i.e.,  the 
clinical  reasoning  which  represents  the  professional  in- 
terpretation of  the  clinical  facts.  Documentation  of  the 
clinical  reasoning  is  an  essential  aspect  of  the  patient 
record,  often  crucial  for  intraprofessional  communica- 
tion and  for  peer  review. 

The  patient’s  right  to  privacy,  and  the  physician’s 
right  to  his  privacy  must  be  recognized,  in  terms  of  own- 
ership. The  primary  record  must  be  compartmental- 
ized. Those  sections  of  the  record  which  describe  the 
clinical  reasoning  should  be  controllable  by  the  clinician 
candidly  recording  his  thoughts.  Explicating  the  rea- 
soning should  be  encouraged  by  providing  privacy  to 
these  passages. 

According  to  the  intent  of  this  tenet,  other  health  pro- 
fessionals, such  as  dentists,  social  workers,  nurses,  and 
other  members  of  the  health  team  may  also  wish  to 
place  similar  restrictions  on  their  own  part  of  the  medi- 
cal record.  Since  these  ethical  tenets  are  drafted  for  the 
Medical  Society  of  the  State  of  New  York,  only  the  phy- 
sician’s right  to  privacy  is  delineated  here. 

(V)  PRIMARY  MEDICAL  RECORDS  SHALL 
BE  STORED  AND  HANDLED  ONLY  BY  THE 
PHYSICIAN  OR  HIS  DESIGNEE.  THE  RESPON- 
SIBILITY FOR  CONFIDENTIALITY  OF  THE 
PRIMARY  RECORDS  SHALL  REST  WITH 
THOSE  PROVIDING  FOR  THE  CARE  OF  THE 
PATIENT. 

The  term  “primary  medical  records”  covers  both 
manual  records  kept  in  the  physician’s  office,  or  in  the 
medical  records  department  of  the  hospital,  and  auto- 
mated medical  records  kept  at  the  data  center. 

The  term  “physician”  is  used  as  the  broad  term  to  in- 
clude the  entire  health  team. 

The  term  “designee”  includes  the  medical  record  offi- 
cer and  the  clerical  personnel  in  the  case  of  manual  rec- 
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ords  and/or  the  entire  professional  and  nonprofessional 
staff  at  the  data  center,  in  the  case  of  automated  data. 

The  term  “responsibility”  refers  to  the  ultimate  moral 
obligation  of  the  physician  and  team,  even  though  a 
competent  data  processing  staff  may  supervise  the  data 
center.  The  patient  disclosed  the  information  to  the 
health  team.  Therefore,  the  health  team’s  moral  obliga- 
tion remains  the  same  in  the  manual  or  electronic  sys- 
tem, viz.  to  protect  the  confidentiality  of  the  informa- 
tion. 

This  tenet  intends  to  define  the  relationship  between 
the  health  team,  as  data  generators,  and  the  data  center. 
The  moral  responsibility  rests  with  the  data  generators: 
the  data  center  is  the  designee.  The  power  to  designate 
is  clearly  with  the  data  generator. 

(VI)  COMPUTER-BASED  DATA  CENTERS 
ACCEPTING,  STORING,  AND  RELEASING 
IDENTIFIED  DATA  CONSTITUTING  OR  DE- 
RIVED FROM  PRIMARY  MEDICAL  RECORDS 
SHALL  BE  FORMALLY  CONSIDERED  A PART 
OF  DIRECT  PATIENT  CARE,  AND  THEY 
SHALL  BE  DESIGNATED  AS  ETHICAL  CLINI- 
CAL DATA  CENTERS. 

The  term  “computer-based  data  center”  refers  to  the 
personnel  employed  to  operate  a computer-based  data 
system. 

The  terms  “accepting,  storing,  and  releasing”  refer  to 
the  entire  data  processing  operation  by  the  data  center. 

The  term  “formally  considered”  means  official,  ex- 
plicit recognition  by  the  medical  profession  as  an  opera- 
tion for  which  medicine  is  responsible. 

The  term  “designated  as  ethical  clinical  data  centers” 
means  that  these  data  centers  shall  be  dedicated  pri- 
marily to  medical  operations. 

The  term  “ethical”  does  not  imply  that  other  data 
centers  are  less  trustworthy,  but,  like  the  “ethical  drug 
companies”  represent  a selected  group  of  drug  manufac- 
turers formally  committed  to  adhere  to  self-imposed 
rules  of  conduct,  these  dedicated  data  centers  voluntari- 
ly adopt  the  ethical  tenets  outlined  in  this  document, 
and  for  recognition  of  this  restriction,  the  term  “ethical” 
is  used.  To  the  health  care  professional,  “ethical” 
means  that  the  data  center’s  moral  obligations  are  inte- 
grated with  the  corresponding  moral  commitment  of 
clinical  medicine. 

(VII)  ETHICAL  CLINICAL  DATA  CENTERS 
SHALL  PROVIDE  ASSURED  CONFIDENTIAL- 
ITY AND  THEY  SHALL  CONSERVE  THE  IN- 
TEGRITY OF  THE  PRIMARY  MEDICAL  REC- 
ORDS. 

The  term  “assured  confidentiality”  refers  to  a moral 
attitude  of  the  staff  at  the  data  center  as  being  aware  of 
their  unique  responsibilities,  and  to  a technical  data  se- 
curity system  to  protect  the  data. 

The  term  “integrity”  of  the  primary  medical  records 
is  a technical  task.  Storage,  processing,  and  retrieval  of 
the  data  must  be  maintained  in  such  a manner  that  the 
clinical  information  is  unaltered,  undistorted.  Loss  of  a 
record,  or  a datum,  misfiling,  addition,  or  any  other  al- 
teration of  the  submitted  data  would  be  in  conflict  with 
the  commitment  to  data  integrity. 

This  tenet  places  a dual  obligation  on  the  data  pro- 
cessing staff: 

(a)  assured  confidentiality,  i.e.,  access  to  data  is  lim- 
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ited  to  those  who  are  authorized  to  see  the  data,  as 
specified  in  the  operational  standards  of  the  data  cen- 
ter; 

(b)  integrity  of  the  data,  i.e.,  protection  from  any  ac- 
cidental or  deliberate  alteration  of  the  submitted  rec- 
ord. 

(VIII)  THE  PATIENT  SHALL  BE  INFORMED 
OF  THE  HEALTH  DATA  CENTER  MAINTAIN- 
ING HIS  CLINICAL  RECORDS  AND  OF  THE 
CENTER’S  DATA  ACCESS  POLICIES. 

The  term  “informed”  means  formal  initial  explana-  1 
tion  to  the  patient,  or  his  guardian,  that  the  clinical  rec- 
ords will  be  stored  by  a data  center.  The  patient  should 
authorize  the  data  center  to  handle  the  primary  record. 

The  term  “data  access  policies”  means  explicit  enu  i 
meration  of  the  rules  and  exceptions,  as  defined  in  th( 
operational  standards  of  the  data  center.  These  rules 
and  exceptions  must  be  reviewed  and  approved  by  the 
appropriate  New  York  State  agency.  The  data  access 
policies  should  explain  to  the  patient  the  usual  control 
of  the  data  by  the  owner,  and  the  recognized  exceptions, 
such  as  in  case  of  emergency,  the  right  to  release  certain 
key  data  by  the  data  security  officer,  or  the  special  au- 
thorization procedures  to  be  followed  when  releasing 
data  to  researchers  seeking  clinical  information. 

(IX)  ETHICAL  CLINICAL  DATA  CENTERS 
SHALL  PROVIDE  ADEQUATELY  PROCESSED 
DATA,  UPON  DEMAND,  TO  UPGRADE  CLINI- 
CAL MEDICINE  AND  TO  AUGMENT  PATIENT 
MANAGEMENT. 

The  term  “adequately  processed”  means  user-con- 
trolled format  and  content  of  the  output,  limited  only 
by  the  data  base.  The  output  should  be  clinically  use- 
ful. 

The  term  “upon  demand”  means  timely  data  output, 
as  the  clinical  care  process  requires  the  information. 

The  term  “to  upgrade  clinical  medicine”  means  that 
the  ethical  responsibility  to  provide  current  and  correct 
data  includes  not  only  the  data  needs  of  the  clinical  care 
provider,  but  also  information  requirements  for  peer  re- 
view, for  teaching,  and  for  research. 

The  term  “to  augment”  means  a broad  responsibility 
to  search  the  data  base  for  unmet  medical  needs,  and  to 
assist  in  maximizing  clinical  care.  Also,  this  means 
monitoring  the  efficacy  of  care.  This  role  of  the  ethical 
clinical  data  centers  implies  a task  to  develop  the  neces- 
sary algorithms  and  software  to  improve  patient  care 
delivery. 

The  term  “patient  management”  means  prima  facie 
moral  obligation  to  patient  care,  and  indirect  responsi- 
bility to  other  users  such  as  for  teaching,  research,  or  ad- 
ministrative purposes.  The  overriding  responsibility  is 
to  help  patient  care. 

(X)  ETHICAL  CLINICAL  DATA  CENTERS 
SHALL  MAINTAIN  APPROPRIATE  OPERATION- 
AL STANDARDS  AND  ADEQUATE  DATA  SECU-  1 
RITY  POLICIES. 

The  term  “appropriate  operational  standards”  means 
detailed  specifications  for  storage,  processing,  and  dis- 
closure of  data,  explicit  personnel  policies,  grievance 
procedures,  and  organizational  structure.  The  explicit 
operational  standards  shall  be  reviewed  by  the  New 
York  State  agency,  and  after  approval,  the  written  oper- 
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ational  standards  must  be  kept  current.  Any  change  in 
the  operational  standards  must  be  made  formally,  and 
upon  approval  of  the  New  York  State  agency.  The  ethi- 
cal clinical  data  center  should  undergo  periodic  inspec- 
tion and  renewal  of  accreditation  to  assure  that  the  data 
center  operates  in  accordance  with  the  stated  operation- 
al standards,  and  that  the  authorized  data  users  receive 
the  required  information. 

Initial  accreditation  and  periodic  renewal  of  accredi- 
tation is  a visible  method  of  external  control,  in  addition 
to  the  internal  control  by  the  supervising  group  of  the 
data  center.  This  supervising  group  should  represent 
both  the  patient  and  the  care  provide.  The  New  York 
State  agency  should  vigorously  examine  the  operating 
system,  the  adequacy  and  reliability  of  the  hardware, 
dependability  of  the  data  security  measures,  safety  and 
security  of  storage  and  processing  of  data,  and  compe- 
tence of  the  personnel  carrying  out  the  intended  func- 
tions. The  findings  of  the  accrediting  agency  should  be 
promptly  reviewed  by  the  supervising  group,  and  the 
recommended  corrections  should  be  instituted  to  correct 
the  detected  deficiencies. 

The  intent  of  this  tenet  is  to  stress  the  significance  of 
the  operational  standards  regulating  the  ethical  clinical 
data  center. 


(XI)  ALL  PROFESSIONAL  MEMBERS  OF 
THE  ETHICAL  CLINICAL  DATA  CENTERS 
SHALL  ACT  AT  ALL  TIMES  WITH  INTEGRITY 
AND  WITH  PROFESSIONAL  RESPONSIBILITY. 

The  term  “act”  refers  to  professional  conduct. 

The  term  “at  all  times”  implicitly  encompasses  total 
personal  behavior  rather  than  a limitation  to  the  profes- 
sional activities. 

The  term  “integrity”  refers  to  specific  ethical  guide- 
lines to  be  formulated  by  the  various  professional 
groups  staffing  ethical  clinical  data  centers.  For  in- 
stance, the  data  security  officers  of  ethical  clinical  data 
centers  should  form  an  organization  with  the  State  of 
New  York,  to  further  delineate  the  ethical  aspects  and 
operational  role  of  the  data  security  officer.  Also,  these 
professional  groups  should  increase  competence  of  their 
members  through  formally  planned  continuing  educa- 
tion, encompassing  techniques  and  procedures  in  their 
particular  professional  field,  and  encouraging  further 
professional  development.  Continuous  restudy  of  the 
ethical  responsibilities  in  our  rapidly  changing  health 
care  system  is  another  function  of  these  professional 
groups. 

The  term  “professional  responsibility”  refers  to  the 
obligation  of  each  professional  member  to  carry  out  the 
professional  activities  on  a high  plane.  The  staff  of 
larger  ethical  clinical  data  centers  may  include  physi- 
cians, dentists,  nurses,  pharmacists,  bioengineers, 
biomathematicians,  information  and  computer  scien- 
tists, public  health  experts,  medical  record  administra- 
tors, and  other  allied  health  professionals.  The  staff 
member  shall  carry  out  his  professional  activity  with 
technical  competence  and  in  line  with  the  prevailing 
concepts  of  clinical  medicine,  for  the  benefit  of  patient 
care.  Professional  responsibility  excludes  the  right  to 
strike,  since  patient  care  will  depend  on  information 
support.  Professional  responsibility  encompasses  su- 
pervision of  the  nonprofessional  personnel  of  the  ethi- 
cal clinical  data  center. 


(XII)  IDENTIFIED  HEALTH  RELATED  IN- 
FORMATION GENERATED  BY  THE  PHYSI- 
CIAN AND  HIS  TEAM  FOR  ADMINISTRATIVE, 
FISCAL,  EPIDEMIOLOGIC,  OR  OTHER  SIMI- 
LAR PURPOSES  FALL  INTO  THE  CATEGORY 
OF  SECONDARY  MEDICAL  RECORDS. 

The  term  “identified”  refers  to  unique  identifier,  e.g., 
name,  Social  Security  number,  insurance  number,  or 
several  less  specific  descriptors,  e.g.,  race,  age,  and  cen- 
sus tract,  which  render  the  patient  identifiable. 

The  term  “health  related  information”  usually  in- 
cludes, but  is  not  limited  to,  diagnosis,  therapy,  and 
other  services  rendered. 

The  term  “generated  by  the  physician  and  his  team” 
covers  health  related  documents,  certificates,  case  re- 
ports, disease  registries,  public  health  reports,  insurance 
payment  claims,  and  other  similar  documents  generated 
as  a byproduct  of  patient  treatment.  As  opposed  to  pri- 
mary medical  records,  “secondary  medical  records”  are 
created  for  a limited  purpose,  not  as  a part  of  patient 
treatment,  not  for  communication  among  those  contrib- 
uting to  the  care  of  the  patient.  A physician  hired  by  an 
insurance  company  to  assess  a disability  generates  a sec- 
ondary medical  record,  for  a stated  purpose  viz.,  as  an 
expert  assessing  the  damage. 

(XIII)  IDENTIFIED  SECONDARY  MEDICAL 
RECORDS  SHALL  RECEIVE  CONFIDENTIAL 
TREATMENT. 

The  term  “confidential  treatment”  refers  to  both 
manual  and  automated  handling  of  the  record,  and 
it  means  a well-designed  plan  to  minimize  and  for- 
malize access  of  identifiable  information  to  person- 
nel, to  maintain  adequate  data  security  measures, 
and  to  maintain  explicit  operational  standards  reg- 
ulating data  collection,  storage,  and  dissemination. 

(XIV)  IDENTIFIED  SECONDARY  HEALTH- 
RELATED  INFORMATION  SHALL  BE  USED 
ONLY  FOR  THE  PURPOSE  FOR  WHICH  THEY 
WERE  GENERATED,  AND  SHALL  BE  DE- 
STROYED, OR  AT  LEAST  DISIDENTIFIED,  AS 
QUICKLY  AS  POSSIBLE. 

The  term  “only  for  the  purpose  for  which  they  were 
generated”  limits  the  use  of  secondary  medical  informa- 
tion for  the  sole  purpose  for  which  the  record  was  re- 
quested. According  to  this  tenet,  for  instance,  it  is  un- 
ethical to  use  a psychiatric  registry  for  comparison  with 
the  list  of  applicants  for  gun  license,  or  to  find  drug 
users.  The  patient’s  right  to  privacy  is  violated  if  medi- 
cal information  generated  in  an  atmosphere  of  confi- 
dence is  used  for  law  enforcement,  or  for  other  purposes. 

The  term  “destroyed”  refers  to  the  physical  destruc- 
tion of  the  source  documents,  and  purging  the  data  base 
to  remove  the  data  once  the  task  is  accomplished.  For 
instance,  third  party  carriers  should  destroy  the  appro- 
priate segments  of  the  data  once  the  fiscal  transaction  is 
completed.  For  actuarial  purposes,  disidentified  data 
should  be  used,  when  feasible. 

Release  of  any  aggregate  data  derived  from  primary 
or  secondary  medical  records,  e.g.,  as  reports  of  research, 
shall  be  in  such  form  as  not  to  permit  the  identification 
of  any  persons  whose  identified  records  were  utilized  in 
the  research.  It  shall  be  the  responsibility  of  the  re- 
searcher to  ensure  that  these  conditions  are  met.  If  for 
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public  health  or  research  purposes,  any  release  of  identi- 
fied secondary  information  shall  be  deemed  desirable  or 
appropriate,  the  informed  consent  and  explicit  formal 
authorization  of  the  patient  or  his  guardian  shall  be 
sought  and  attained  prior  to  such  release.  Release  of 
identified  primary  or  secondary  medical  records  to  a re- 
searcher who  is  not  a part  of  the  patient’s  health  care 
team  shall,  of  course,  also  require  the  informed  consent 
and  explicit  formal  authorization  of  the  patient  or  his 
guardian. 

(XV)  DATA  CENTERS  HANDLING  SECON- 
DARY MEDICAL  RECORDS  SHALL  BE  REGU- 
LATED. SUCH  CENTERS  SHALL  MAINTAIN 
EXPLICIT  OPERATIONAL  STANDARDS,  AP- 
PROVED BY  THE  REVIEWING  AGENCY  OF 
THE  STATE  OF  NEW  YORK,  AND  THEY 
SHALL  COOPERATE  WITH  THE  SPIRIT  OF 
THE  REGULATIONS  FORMULATED  BY  THE 
REVIEWING  AGENCY  OF  THE  STATE  OF 
NEW  YORK. 

The  term  “operational  standards”  refers  to  formal 
documentation  of  data  collection,  processing,  and  re- 
lease practices,  personnel  regulations,  education  and 
control,  and  data  security  measures. 

The  term  “approved”  means  submitting  the  opera- 
tional standards  to  the  reviewing  agency  of  the  State  of 
New  York  and  receiving  approval. 

The  term  “cooperate”  means  to  support  the  intent  of 
the  reviewing  agency  to  protect  the  privacy  of  the  pa- 
tient. Such  centers  shall  formally  declare  their  obliga- 
tions to  the  patient,  the  physician,  and  other  members 
of  the  health  care  team,  and  any  other  parties  involved. 
All  staff  of  such  centers  shall  have  proven  integrity  and 
shall  formally  accept  the  obligations  of  confidentiality 
involved  in  handling  such  data. 

SCIENTIFIC  PUBLICATIONS 

The  Journal.  During  the  past  year,  some  of  our 
major  problems  have  been  moderated  and  stabilized, 
particularly  concerning  escalating  printing  costs  and 
paper  shortage.  We  have  been  doing  our  best  to  econo- 
mize, and  Mack  Printing  Company  has  been  helpful  in 
suggesting  economy  measures.  The  advertising  has 
been  doing  remarkably  well  under  existing  circumstanc- 
es. 

This  year  there  have  been  two  supplements  pertain- 
ing to  the  Annual  Convention,  issue  no.  2 in  January  in- 
cluding the  House  of  Delegates  program  and  annual  re- 
ports, and  the  other  in  September  (no.  11)  containing  the 
Proceedings  of  the  House  of  Delegates.  Special  rulings 
have  been  obtained  from  the  post  office  for  these  issues. 

We  continue  to  hear  very  favorable  comments  about 
the  Journal  in  its  present  form.  Our  changeover  to  a 
monthly  has  not  stirred  any  objections. 

We  are  really  doing  better  than  most — in  fact,  better 
than  all  other  state  journals — with  our  advertising.  Our 
changeover  in  this  regard  to  interspersing  ads  through 
the  Journal  rather  than  “fore  and  aft”  has  helped,  ac- 
cording to  our  agents. 

We  are  very  happy  to  note  the  fact  that  for  the  last 
two  months  we  have  an  increase  of  $7216  in  advertising 
income  as  compared  to  the  equivalent  two  months  of  last 
year. 


RESEARCH  AND  PLANNING 

The  physician  distribution  study  is  taking  a very  posi-  ; 
tive  and  constructive  form.  At  this  time  three  model 
areas  have  been  selected  for  consideration.  Preliminary 
research  in  these  areas  show  that  physician  listings  are 
inaccurate  and  HEW  statistics  are  inaccurate.  The 
population  within  each  area  is  satisfied  with  the  health 
care  available.  This  study  will  continue,  expanding  in 
scope  of  geographic  dissemination  and  detail  over  the 
next  year. 

Recently,  the  Division  of  Research  and  Planning  has 
been  participating  with  the  Division  of  PSRO  in  the 
reestablishment  of  priorities  and  methods  that  will  lead 
to  justification  for  a “group  processor”  proposal.  The  | 
“group  processor”  concept  is  that  of  centralization  of 
data  and  data  processing. 

GOVERNMENTAL  RELATIONS 
State  Legislation 

A.  Albany  Operations.  1.  The  1975  session  of  the 
State  Legislature  commenced  on  January  8,  and  since 
that  date,  the  Director  has  been  contacting  the  legisla- 
tors, advising  them  of  the  malpractice  insurance  crisis, 
presenting  our  program  bills,  and  urging  them  to  sup- 
port this  much-needed  legislation  initiated  by  MSSNY. 

2.  Capitol  News,  MSSNY’s  weekly  legislative  news- 
letter, began  its  1975  series  of  publications  on  January 
13.  To  date,  six  issues  have  been  distributed. 

B.  Committee  Meetings.  January  29,  1975 — Im- 
mediately prior  to  the  Conference  on  Professional  Medi- 
cal Liability  Insurance,  the  State  Legislation  Committee 
held  a meeting  at  the  Hotel  Syracuse.  The  committee 
was  briefed  on  the  latest  developments  in  Albany  re-  '< 
garding  the  malpractice  crisis  and  reviewed  the  mal- 
practice measures  approved  by  the  Council  in  Decem- 
ber. The  committee  agreed  that  these  bills  should  be 
given  the  highest  priority  at  this  session  of  the  Legisla- 
ture. For  distribution  at  this  meeting  and  at  the  Con- 
ference, the  Director  and  his  staff  prepared  a Malprac- 
tice Legislation  Packet  which  contained  bill  forms  and 
supporting  memoranda  on  all  the  malpractice  proposals 
initiated  by  the  Council. 

The  next  committee  meeting  is  scheduled  for  March 
9,  1975  at  the  Americana  Hotel,  New  York  City. 

C.  Conference  on  Professional  Medical  Liability 
Insurance.  On  January  29,  1975,  this  conference  was 
held  at  the  Hotel  Syracuse  to  consider  various  important 
aspects  of  the  present  malpractice  crisis.  The  Director 
and  our  Legislative  Counsel  participated  in  the  morning 
session  which  dealt  with  MSSNY’s  malpractice  legisla- 
tion program.  They  presented  the  malpractice  proposals 
and  answered  numerous  questions  from  the  conferees. 

D.  Pre-Session  Work.  Following  the  Annual  Leg- 
islation Conference,  the  Director  and  Legislative  Coun-  j 
sel  began  preparations  for  the  1975  session  of  the  State 
Legislature.  Following  Council  approval  of  our  original 
program,  drafts  of  many  of  these  program,  bills  were 
drawn  up,  and  the  remaining  measures  are  now  being 
prepared.  Since  December,  they  have  also  been  work- 
ing on  the  malpractice  bills  approved  by  the  Council  and 
the  indemnification  approach  which  originated  in  Indi-  i 
ana  and  Washington  State. 
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E.  Malpractice  Crisis.  Since  our  last  report  to 
you,  the  Director,  Legislative  Counsel  and  Division  staff 
have  worked  continually  on  all  legislative  aspects  of  the 
malpractice  crisis.  The  Director  and  staff  have  been  ex- 
changing information  with  other  state  medical  societies, 
researching  various  ideas,  assisting  MSSNY  spokesmen 
who  have  appeared  at  public  hearings,  and  working  with 
the  Society  Committees  dealing  with  this  subject.  In 
addition  to  these  activities,  the  Director  and  Legislative 
Counsel  have  met  almost  daily  with  the  legislators  and 
administrative  officials,  including  the  Governor’s  staff, 
trying  to  find  a solution  to  this  problem. 

F.  Public  Hearings  and  Private  Conferences  on 
Malpractice.  January  6,  1975 — A joint  hearing  was 
conducted  by  the  Select  Committee  on  Insurance  and 
the  Senate  Health  Committee  in  New  York  City.  Ralph 
S.  Emerson,  M.D.  delivered  the  statement  for  the  State 
Medical  Society,  and  the  Director  and  Legislative  Coun- 
sel also  attended  this  bearing. 

January  29,  1975 — A private  meeting  was  held  with 
the  Governor  and  his  staff.  John  H.  Carter,  M.D.  and 
John  C.  Rice,  Esq.,  Legislative  Counsel,  represented  the 
Society  and  presented  our  legislative  proposals  to  allevi- 
ate this  problem. 

January  31,  1975 — A public  hearing  on  malpractice 
vas  held  in  New  York  City  by  the  Assembly  Insurance 
and  Health  Committees.  Robert  G.  Hicks,  M.D.  again 
oresented  a statement  for  the  State  Medical  Society  and 
aur  Director  and  Legislative  Counsel  attended. 

February  4,  1975 — A second  hearing  was  held  by  the 
;wo  Assembly  Committees  in  Albany.  John  H.  Carter, 
M.D.  spoke  on  behalf  of  MSSNY  and  the  Director  at- 
ended  this  hearing. 

February  6,  1975 — The  last  of  three  hearings  con- 
lucted  by  these  same  Assembly  Committees  was  held  in 
Rochester.  Lynn  R.  Callin,  M.D.  represented  the  State 
Medical  Society,  and  the  Director  also  attended  this 
learing. 

G.  Headquarters  Activities.  In  addition  to  imple- 
nenting  the  activities  outlined  in  this  report,  the  Direc- 
or  and  his  staff  carried  out  several  additional  signifi- 
ant  projects.  Over  the  past  several  months,  mailings  to 
ounty  medical  societies  have  been  sent  out  requesting 
hat  they  submit  their  lists  for  our  panel  of  liaison  phy- 
icians.  There  are  many  first-term  legislators  in  Albany 
his  year,  and  these  communications  have  stressed  the 
mportance  of  getting  contact  men  for  these  individuals. 

Following  the  State  Legislation  Committee  meeting 
nd  the  Conference  on  January  29,  the  Division  pre- 
•ared  and  sent  out  a major  LAB  mailing  on  malpractice 
tills  to  the  county  medical  societies,  our  panel  of  liaison 
thysicians  and  officers  of  the  Woman’s  Auxiliary.  This 
vork  was  a followup  to  a mailing  to  all  members  of  the 
itate  Legislature  on  the  same  subject. 

Since  the  prefiling  date  in  November,  the  Division 
taff  has  been  following  all  the  bills  introduced  in  the 
•tate  Legislature  and  keeping  up-to-date  files  on  all 
ealth  measures.  The  staff  has  also  been  answering  the 
umerous  inquiries  which  come  in  to  our  office  each 
’eek. 

H.  Malpractice  Legislative  Conference  of  Coun- 
y Medical  Society  Representatives.  The  State 
ledical  Society  conducted  a malpractice  legislative  con- 
erence  of  county  medical  society  representatives  on 
anuary  13,  1975  at  the  DeWitt  Clinton  Hotel,  Albany. 


In  preparation  for  this  meeting,  the  director  and  divi- 
sion staff  assisted  the  administration  with  a mailing  an- 
nouncing this  conference  and  collected  the  responses 
from  the  county  societies.  The  division  also  prepared 
materials  for  dissemination  to  the  representatives  at  the 
conference.  Various  aspects  of  the  problem  were  dis- 
cussed at  the  conference,  and  immediately  after  the 
meeting,  the  county  society  representatives  visited  the 
offices  of  their  own  legislators.  While  our  conference 
and  private  meetings  were  going  on,  other  physician 
groups  were  meeting  with  the  lawmakers  to  discuss  the 
malpractice  crisis. 

I.  Conference  With  Senator  Tarky  J.  Lombardi, 

Jr.  On  the  evening  of  January  13,  1975,  leaders  of  the 
State  Medical  Society  met  with  Senator  Tarky  J.  Lom- 
bardi, Jr.,  and  members  of  his  staff  to  consider  various 
alternative  solutions  to  the  malpractice  crisis.  Also  in 
attendance  were  the  director  and  legislative  counsel. 
Dr.  Callin,  Dr.  Fineberg  and  others  presented  the  Soci- 
ety’s position  with  recommendations  for  change  in  the 
present  litigation  and  disciplinary  systems. 

J.  Medical  Malpractice  Mediation  Panels  and 
the  Courts.  Since  September,  the  director  has  been 
working  closely  with  the  four  Appellate  Divisions  in  es- 
tablishing the  last  of  the  malpractice  mediation  panels. 
At  this  time,  the  physician  lists  have  been  received  and 
transmitted  to  the  courts,  and  the  panels  are  now  func- 
tioning. In  December,  the  director  requested  and  re- 
ceived from  the  courts  much  useful  information  on  the 
operations  of  the  panels  to  that  point.  The  staff  is  also 
updating  the  physician  lists  as  additions  and  changes 
are  made  by  the  county  societies. 

The  Director  and  his  staff  continue  to  review  Federal 
health  legislation  through  the  services  to  which  we  sub- 
scribe, and  they  keep  current  files  on  the  major  health 
bills  in  the  Congress.  The  Director  also  receives  materi- 
als from  the  AMA  in  Chicago,  and  he  has  established  a 
liaison  with  the  Washington  Office  which  has  also  sup- 
plied the  Division  with  valuable  information. 

INSURANCE  AND  MEMBERSHIP  BENEFITS 

The  Committee  on  General  Insurance  is  pleased  to  re- 
port over  2,100  physician  members  enrolled  in  the  Pro- 
fessional Overhead  Expense  program.  The  Continental 
Insurance  Companies,  underwriter,  has  informed  us  that 
there  also  has  been  an  increase  participation  in  the 
County  programs. 

An  In-Hospital  Income  and  Accidental  Death  and 
Dismemberment  program  have  been  approved  by  the 
committee,  but  no  date  has  been  set  for  their  imple- 
mentation. 

The  committee  has  been  advised  by  the  underwriting 
company  and  our  endorsed  administrator,  that  the 
Medical  Society  of  the  State  of  New  York  Supplementa- 
ry Group  Term  Life  program  is  now  available  only  to 
members. 

Three  important  improvements  have  been  obtained 
for  the  Society  endorsed  Group  Disability  program.  A 
new  Guaranteed  Purchase  Option  has  been  filed  and  ap- 
proved by  the  New  York  State  Insurance  Department. 
This  will  guarantee  availability  of  insurance  to  a young 
physician  so  that  he  may  obtain  additional  insurance  re- 
gardless of  future  medical  history  by  purchasing  the  Op- 
tion Rider. 

Second,  extended  Accident  and  Sickness  Rider  forms 


Minutes,  House  of  Delegates/September,  1975/New  York  State  Journal  of  Medicine  1915 


have  been  filed  and  approved  so  that  the  physician  is  in- 
sured within  his  specialty  for  longer  periods.  Those 
policies  providing  Lifetime  Accident  and  7 Year  Sick- 
ness benefits  will  extend  the  5 Years  “his  occupation” 
coverage  to  7 Years.  Those  policies  providing  Lifetime 
Accident  and  Sickness  to  Age  65  benefits  will  extend  the 
“his  occupation”  coverage  from  5 Years  to  10  Years. 
There  is  no  charge  made  for  these  extensions. 

There  is  pending  Insurance  Department  approval  an 
optional  Rehabilitation  provision.  If  this  is  approved, 
complete  details  will  be  transmitted  to  the  membership 
as  soon  as  possible. 

The  General  Insurance  Committee  is  still  exploring 
various  funding  vehicles  for  a State  endorsed  HR-10 
Keogh  Plan  and  a suitable  program  for  those  who  have 
incorporated. 

The  Honorable  Eugene  J.  Keogh,  who  sponsored  the 
original  HR-10  Bill,  addressed  the  committee  at  its  last 
meeting  on  February  6,  1975,  bringing  them  up  to  date 
on  recent  developments  and  the  value  of  the  program 
for  the  membership. 

The  Council  on  the  recommendation  of  the  Commit- 
tee on  Membership  Benefits  has  approved  the  following 
Membership  Benefits  programs,  subject  to  previously 
approved  prerequisites  by  the  Council: 

(1)  Special  financial  and  banking  arrangements  with 
Chemical  Bank. 

(2)  A “long  Weekend”  trip  to  Cancun,  an  island  off 
the  Yucatan  Peninsula  (the  Caribbean  side  of  Mexico) 
for  the  latter  part  of  the  year. 

(3)  Special  Car  Leasing  and  Car  Rental  arrange- 
ments with  Avis  on  a national  and  international  basis. 

(4)  Special  discounts  on  publications  or  cassettes 
produced  by  Medical  Economics  (excluding  the  annual 
subscription  to  their  magazine). 

GENERAL  COUNSEL 

Since  October,  the  Office  of  General  Counsel  has 
transmitted  a number  of  memoranda  to  the  county  so- 
cieties concerning  such  subjects  as  the  consumer  advo- 
cates’ medical  directories,  the  necessity  of  physicians 
registering  their  medical  license  biennially  and  notifying 
the  State  Education  Department  of  any  change  in  name 
or  address  and  the  ethical  considerations  of  charging  in- 
terest on  unpaid  or  overdue  medical  bills. 

The  General  Counsel  has  issued  extensive  opinions 
concerning  the  relationship  of  physician  staff  members 
to  hospital  governing  boards;  the  powers  of  the  hospital 
governing  board  relative  to  the  policies  and  procedures 
of  the  hospital;  and  in  addition,  he  addressed  an  upstate 
hospital  medical  staff  and  mediated  successfully  a dis- 
pute between  it  and  the  hospital  board  of  trustees  con- 


cerning the  language  of  the  hospital  bylaws.  He  has  ad- 
vised physicians  and  hospitals  of  the  ethical  prohibition 
on  compulsory  assessments  of  physicians  on  hospital 
staffs. 

He  and  his  associate  have  prepared  opinions  con- 
cerning the  legal  ramifications  of  the  new  age  of  majori- 
ty in  New  York  with  respect  to  its  impact  on  malprac- 
tice actions;  the  effect  of  the  new  law  and  regulations 
concerning  the  supplying  of  medical  records  to  succeed- 
ing physicians. 

The  Office  of  General  Counsel  also  answered  inquiries 
concerning  the  time  periods  involved  in  retaining  medi- 
cal records  and  x-rays,  as  well  as  hospital  records;  the 
quorum  requirements  for  county  medical  society  meet- 
ings under  the  Not-For-Profit  Corporation  Law;  the  new 
Labor  Law  requirements  concerning  payment  of 
employees  by  check;  the  procedures  to  be  followed  when 
retiring  from  or  discontinuing  a medical  practice;  the 
problem  of  organ  transplants  under  Article  43  of  the 
Public  Health  Law;  the  effect  of  the  new  regulations  in 
the  State  Health  Code  on  the  practices  of  physical  and 
occupational  therapists;  the  immunity  provisions  for 
hospital  and  medical  society  committees  under  section 
6527  of  the  State  Education  Law;  the  treatment  of  Jeho- 
vah’s Witnesses;  interpretation  of  State  Hospital  Code 
regulations  concerning  the  identification  of  x-ray  films. 

BUSINESS 

1.  Business — General 

(1)  Prepared  mailing  of  special  referendum  con- 
cerning AMA  compulsory  membership.  Tallied  refer- 
endum after  close  of  voting  date. 

(b)  Prepared  mailing  of  special  “malpractice”  assess- 
ments. 

(c)  As  previously  indicated,  we  should  be  receiving  a 
refund  from  IRS  on  1968  unrelated  business  income  tax 
($46,134  plus  interest,  less  attorneys  fees). 

(d)  Filed  for  extension  of  time  to  comply  with  that 
portion  of  pension  reform  law  which  is  effective  January 
1, 1975. 

2.  Accounting — Budget  and  Finance 

(a)  Assisted  in  the  preparation  of  the  estimated  bud- 
get for  1975  which  was  subsequently  approved  by  Bud- 
get and  Finance  Committee,  Council  and  Board  of 
Trustees. 

(b)  Audit  of  financial  records  of  MSSNY  for  the  year 
ended  December  31,  1974,  was  completed  on  February 
25,  1975.  Elmer  Fox  & Co.,  certified  public  accoun- 
tants, will  render  final  report  by  March  4,  1975. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
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Report  of  Reference  Committee  on  Reports  of  Offi- 
cers: The  following  report  was  presented  by  George  M. 
Saypol,  M.D.,  Chairman. 

Added  to  the  numerous  duties  which  he  has  per- 
formed so  well  over  the  years,  Dr.  Fineberg  was  faced 
with  the  perplexities  of  the  medical  malpractice  insur- 
ance crisis.  He  has  met  his  responsibilities  with  tradi- 
tional vigor  and  enthusiasm.  A very  significant  portion 
of  his  report,  dealing  with  a change  in  the  date  of  the 
Annual  Convention,  is  as  follows: 

The  House  of  Delegates  and  the  Council  have  de- 
clared that  they  prefer  to  change  the  time  of  the  An- 
nual Convention  from  the  winter  months  to  some 
time  during  the  fall  of  the  year.  Among  the  reasons 
for  this  idea  are  these — the  weather  is  more  favorable; 
and  what  is  most  important,  we  can  plan  our  legisla- 
tive program  more  adequately  before  the  State  Legis- 
lature convenes  during  the  first  week  in  January. 

With  this  in  mind,  we  have  reserved  the  following 
dates  at  the  American  Hotel  in  New  York  City — 
which  requires  House  approval. 


1976  November  7-11 

1977  October  2-6 

1978  October  22-26 

1979  September  16-20 


1980  September  28-October2 

The  committee  recommends  that  these  dates  be  ap- 
proved. 

With  the  Speaker’s  indulgence,  I would  like  to  add  a 
few  remarks.  They  deal  with  discussions  of  possible 
conflicts  which  started  before  the  reference  committee.  I 
would  like  to  inform  the  members  of  Society  that  these 
dates  do  not  conflict  with  any  religious  observations  or 
with  other  meetings,  specialty  meetings  and  so  forth. 
Due  to  the  fact  that  there  will  be  a long  delay  until  the 
next  meeting,  possibly  19  or  20  months,  we  might  have 
two  meetings  a year — one  to  follow  the  House  of  Dele- 
gates to  deal  with  matters  involved  in  legislation.  This 
I think  is  particularly  important  and  should  be  stressed 
since  legislation  having  to  do  with  professional  liability 
will  have  to  be  dealt  with  for  years  to  come. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

The  House  then  voted  to  refer  to  the  Council 
with  approval  the  concept  of  additional  meetings 
to  discuss  legislation. 


AD  HOC  COMMITTEE  OF  THE  HOUSE  TO 
STUDY  METHODS  OF  ELECTION  OF 
COUNCIL  MEMBERS  AND  AMA 
DELEGATES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Ad  Hoc  Committee  of  the  House  to  Study  Meth- 
ods of  Election  of  Council  Members  and  AMA  Delegates 
was  appointed  by  the  Speaker  of  the  House  as  directed 
in  Resolution  74-22  and  74-1.  A report  of  the  Commit- 
tee is  respectfully  submitted  to  the  Speaker.  Members 


of  the  Committee  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

John  A.  Finkbeiner,  M.D New  York 

John  G.  Hansen,  M.D Suffolk 


Robert  A.  Mayers,  M.D Westchester 

Henry  B.  Marshall,  M.D Chemung 

Robert  E.  Westlake,  M.D Onondaga 

Walter  Scott  Walls,  M.D Erie 

Lester  Tuchman,  M.D Queens 

G.  Rehmi  Denton,  M.D Albany 

John  H.  Morton,  M.D Monroe 


INTRODUCTION 

The  purpose  of  Resolution  74-22  and  74-1  was  an  at- 
tempt to  create  an  election  system  which  would  be  more 
representative  of  members  of  the  Society  at  the  local 
level.  Resolution  74-22  and  74-1  were  combined  by  the 
action  of  the  House  to  be  incorporated  into  Resolution 
74-1  which  was  published  in  the  New  York  State  Jour- 
nal of  Medicine,  January  1975,  page  229. 

RESEARCH 

The  Committee  conducted  a random  sample  poll  of 
the  members  of  the  Medical  Society  of  the  State  of  New 
York  to  determine: 

1.  Their  attitudes  toward  present  election  methods; 

2.  Their  knowledge  of  their  district  councilors  and 
the  method  by  which  they  were  elected. 

The  results  of  the  poll  were  as  follows: 

1.  All  members  answering  the  questions  wanted  a 
more  democratic  representative  method  of  election; 

2.  Only  8%  knew  who  their  councilor  was  or  how  he 
was  elected.  One  said  sincerely  that  he  thought  a 
“certain  large  law  firm  had  a hand  in  it.” 

The  main  complaint  of  all  individuals  was  a lack  of 
their  active  participation  in  the  elective  process.  As  a 
result  of  this  research,  the  committee  felt  that  some 
democratic  process,  directed  at  the  district  or  county 
level  should  be  considered  in  an  attempt  to  unite  mem- 
bership in  a common  effort.  The  recommendations  pre- 
sented have  been  designed  to  initiate  fairness,  equal 
representation  in  all  areas,  and  interrelated  responsibili- 
ties at  all  levels  of  the  Society  through  active  participa- 
tion and  solidification. 

PROGRESSION  OF  OFFICERS 
Recommendation  I 

The  committee  considered  the  knowledge,  activities, 
and  progressive  responsibilities  of  officers  of  the  Society 
in  respect  to  formulating,  developing,  completing,  and 
continuing  organization  of  programs  and  plans  for  the 
ongoing  function  of  the  Society.  It  is  considered  a ne- 
cessity that  progressive  indoctrination  and  authority  is 
necessary  to  maintain  a continuity  of  planning  and  pro- 
gramming for  the  good  of  the  Society.  The  committee 
therefore  recommends  that  the  following  progression  of 
term  of  office  be  adopted: 

It  is  recommended  that  beginning  in  1976,  the  pro- 
gression of  officers  should  be  as  follows:  Vice-President 
to  President-Elect;  President-Elect  to  the  office  of  the 
President. 

The  recommendation  will  necessitate  a change  in  the 
Bylaws  as  follows 

ARTICLE  V-SECTION  I.  VACANCIES  AND  SUC- 
CESSION 

Paragraph  3 — Deletion  of  present  paragraph  and  sub- 
stitution of  the  following: 
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In  the  event  of  the  president’s  death,  resignation, 
removal,  permanent  incapacity,  or  refusal  to  act,  the 
president-elect  shall  succeed  him  and  shall  serve  for 
the  remainder  of  the  unexpired  term.  An  unexpired 
term  of  6 or  less  months  shall  not  be  construed  as 
unexpired  term. 

Paragraph  4 — Deletion  of  present  paragraph  and 
substitution  of  the  following: 

If  the  president  is  temporarily  incapacitated  for 
service  by  injury,  ill  health  of  himself  or  his  family, 
important  professional  duties,  or  any  other  mandato- 
ry absence,  the  president-elect  shall  become  the  act- 
ing president  for  the  duration  of  such  incapacity  of 
the  president.  The  president  shall  promptly  notify 
the  president-elect  of  his  incapacity  and  request  his 
attention  to  the  duties  of  the  office  and  shall  also 
promptly  notify  the  president-elect  of  the  end  of  the 
period  of  temporary  incapacity  before  resuming  the 
office  of  the  presidency.  An  unexpired  term  of  six 
months  or  less  shall  not  be  construed  as  a term  of  of- 
fice. 

Paragraph  5 — Deletion  of  present  paragraph  and 
substitution  of  the  following: 

If  the  office  of  the  president-elect  or  vice-president 
becomes  vacant  for  any  reason  whatsoever,  the  Coun- 
cil shall  elect  a successor  to  either  office  for  the  unex- 
pired term. 

Paragraph  6 — Deletion  of  the  following: 

If  the  office  of  president-elect  becomes  vacant,  it 
shall  remain  so  until  the  next  annual  meeting  of  the 
House  of  Delegates,  at  which  an  eligible  member  shall 
be  elected  to  become  president. 


The  House,  after  discussion,  voted  to  approve 
and  refer  Recommendation  I to  the  House  Com- 
mittee on  Bylaws  for  formulation. 


THREE  TIER  ROTATION 
Recommendation  II 

The  committee  recommends  that,  in  view  of  these 
changes  and  in  order  to  establish  a fair  adjustment  of 
representation  among  the  Central  City,  Mid  Hudson- 
Long  Island,  and  Upstate  areas  a three-tier  rotation  for 
election  of  vice-president,  president-elect,  and  president 
become  an  unwritten  but  customary  method  of  election. 
This  does  not  need  constitutional  change.  Specialty  so- 
ciety sections  and  academies  within  the  Society  may 
present  names  of  candidates  from  these  areas.  In  this 
method,  each  part  of  the  State  would  have  representa- 
tion in  these  offices  at  all  times. 

The  House,  after  discussion,  voted  to  approve 

Recommendation  II. 

SECRETARY 
Recommendation  III 

The  committee  recommends  that  the  secretary  be 
elected  from  an  area  in  close  proximity  to  the  Society’s 
headquarters  and  that  the  remaining  positions  of  assis- 
tant secretary,  assistant  treasurer,  and  treasurer  have  no 
geographic  restrictions  and  thus  will  not  be  subject  to 
automatic  succession. 


ARTICLE  V-SECTION  2.  DUTIES— VICE-PRESI- 
DENT 

First  sentence  to  be  deleted  and  the  following  substi- 
tuted therefor. 

The  vice-president  shall  perform  the  duties  of  the 
president-elect  in  his  absence  and  duties  of  the  presi- 
dent in  the  absence  of  both  the  president-elect  and 
the  president. 

Second  sentence  to  be  deleted. 

The  committee  then  considered  the  unwritten  custom 
of  rotation  of  these  offices  between  Upstate  and  Down- 
state.  In  making  the  recommendations,  the  committee 
reviewed  the  marked  demographic  changes  which  have 
taken  place  in  our  State.  It  is  a fact  that  there  has  been 
an  unusual  shift  of  population  from  the  Central  City  of 
New  York  to  suburban  areas.  Along  with  this  shift 
there  has  occurred  a migration  of  physicians  to  subur- 
ban areas  surrounding  New  York  City.  It  is  predicted 
by  demographers  that  this  trend  will  increase  during  the 
next  decade.  The  following  illustration  demonstrates 
this  shift. 


Central  City  of  New  York — District  1 


7,895,563  population 

13,895  physicians 

Mid  Hudson  & Long  Island — Districts  2 and  9 


4,180,825 

6,104 

Upstate — Districts  3 through  8 
6,164,878 
7,392 


population 

physicians 

population 

physicians 


The  House,  after  discussion,  voted  to  approve 
Recommendation  III. 


SPEAKER  AND  VICE-SPEAKER 
Recommendation  IV 


The  committee  recommends  that  the  speaker  and 
vice-speaker  not  be  subject  to  automatic  succession  or 
geographic  restriction  and  these  officers  be  elected  by 
the  House  of  Delegates  as  in  the  past. 


The  House,  voted  to  approve  Recommendation 
IV. 


RESOLUTION  74-1* 

The  committee  reviewed  Resolution  74-1  which  pre- 
sented a method  of  election  of  Councilors  of  the  Medical 
Society  of  the  State  of  New  York.  The  committee  voted 
unanimously  to  approve  in  principle  this  Resolution 
(74-1).  However,  the  committee  recommends  that 
changes  and  additions  be  made  in  this  resolution. 

* For  text  see  page  1877. 

(See  also  Supplementary  Report  of  House  Committee  on  By- 
laws on  page  1881). 
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Recommendation  V 

The  committee  recommends  that  Amendments  to 
Resolution  74-1  be  made  as  follows: 

That  the  word  “nine”  be  omitted  in  the  first  “Re- 
solved” and  the  words  “the  members  of’  be  inserted  be- 
fore the  word  “district.”  The  amended  Resolved  would 
then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  representative  principle  of  hav- 
ing each  of  the  councilors  elected  by  members  of  the  dis- 
trict branch  he  represents. 

The  House,  after  discussion,  voted  to  refer  Res- 
olution 74-1,  as  amended  in  Recommendation  V to 
the  House  Committee  on  Bylaws. 


Recommendation  VI 

The  committee  recommends  the  following  addition: 
Resolved,  That  the  number  of  councilors  of  the  Coun- 
cil of  the  Medical  Society  of  the  State  of  New  York  be 
increased  from  12  to  16  members. 

The  House,  after  discussion,  voted  to  refer  Rec- 
ommendation VI  to  the  House  Committee  on  By- 
laws. 


Recommendation  VII 

The  committee  recommends  the  following  addition 
Resolved,  That  Districts  2 through  9 each  be  repre- 
sented on  the  Council  by  one  councilor  designated  as 
District  Councilor. 

The  House  voted  to  amend  the  Resolved  in  Rec- 
ommendation VII,  to  read  as  follows: 

Resolved,  that  Districts  3 through  8 each  be  repre- 
sented on  the  Council  by  one  councilor  designated  as 
district  councilor. 

The  House,  after  discussion,  voted  to  approve 
and  refer  Recommendation  VII,  as  amended,  to 
the  House  Committee  on  Bylaws. 


Recommendation  VIII 

The  committee  recommends  that  Resolution  74-1  be 
further  amended  by  the  addition  of  the  following: 

Resolved,  That  District  1 be  represented  on  the 
Council  by:  3 councilors  representing  New  York  and 

Richmond  Counties;  1 councilor  representing  Kings 
County;  1 councilor  representing  Queens  County;  1 
councilor  representing  Bronx  County.  These  councilors 
should  be  designated  as  District  Councilors. 

The  House,  after  discussion,  voted  to  amend  the 
“ Resolved ” in  Recommendation  VIII  to  read  as 
follows: 

Resolved,  That  District  1 be  represented  on  the 
Council  by  3 councilors  representing  New  York  and 
Richmond  Counties;  1 councilor  representing  Kings 
County;  1 councilor  representing  Queens  County;  1 


councilor  representing  Bronx  County;  and  4 coun- 
cilors from  Districts  2 and  9 combined.  These 
councilors  should  be  designated  as  district  council- 
ors. 

The  House,  after  discussion,  voted  to  approve 
and  refer  Recommendation  VIII,  as  amended,  to 
the  House  Committee  on  Bylaws. 


Recommendation  IX 

The  committee  recommends  that  Districts  2 through 
9 design  methods  of  election  according  to  their  bylaws 
and  that  each  county  medical  society  in  District  1 also 
complete  the  same  task.  The  committee  requests  that 
each  plan  be  referred  to  the  Council  Committee  on  Con- 
stitution and  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  within  three  months  after  the  1975  annual 
meeting  of  the  House  of  Delegates  for  review  and  ap- 
proval. 

Suggested  Guidelines 

1.  The  president  and  other  officers  and  executive 
committee  of  Districts  2-9  and  of  each  County  Medical 
Society  of  District  1 would  serve  as  the  nominating  com- 
mittee for  selecting  candidates  for  election  as  councilors. 
The  councilors  of  the  Districts  may  or  may  not  be  a 
member  of  this  committee. 

2.  A name  of  a candidate  for  District  Councilor  from 
each  County  Medical  Society  in  Districts  2-9  with  cur- 
riculum vitae  and  recommendations  should  be  sent  to 
the  District  nominating  committee  for  review.  The 
nominating  committee  of  each  district  would  choose 
three  names  to  be  placed  on  a ballot  and  be  sent  to  each 
member  of  the  district. 

3.  District  1 including  New  York,  Richmond,  Kings, 
Queens,  and  Bronx  Counties  shall  individually  follow  a 
similar  procedure.  The  central  office  of  the  Medical 
Society  of  the  State  of  New  York  could  assume  the  re- 
sponsibility for  distribution  and  tabulation  of  ballots. 
The  cost  would  be  minimal. 

The  House  voted  to  approve  Recommendation 

IX. 


Recommendation  X 

The  committee  recommends  that  the  councilors,  des- 
ignated as  District  Councilors,  assume  the  responsibility 
of  instituting  a system  of  communication  between  the 
State  Council,  the  county  societies,  and  the  membership 
by  convening  four  or  more  meetings  during  the  year 
with  the  president  of  the  county  societies  in  their  dis- 
tricts. 

The  House  voted  to  approve  Recommendation  X. 

These  recommendations  require  amendments  to  the 
Bylaws.  The  committee  recommends  that  the  following 
amendments  be  made  to  the  Bylaws. 

ARTICLE  IV-SECTION  1.  COMPOSITION 

The  committee  recommends  that  the  first  sentence  in 
the  third  paragraph  of  this  section  be  amended  to  read: 
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A Councilor  will  be  elected  by  each  District  3 through 
8 and  three  councilors  be  elected  by  New  York  and 
Richmond  Counties;  one  councilor  by  Bronx  County; 
one  councilor  by  Kings  County;  one  councilor  by 
Queens  County,  and  four  by  Districts  2 and  9. 

The  House  voted  to  approve  this  recommenda- 
tion. 


AM  A DELEGATES 
Recommendation  XI 

The  committee  recommends  that  no  change  be  made 
in  the  present  process  of  election  of  delegates  to  the 
AMA.  However,  the  committee  recommends  that  fur- 
ther study  be  made  of  the  present  method. 

The  House  voted  to  approve  and  refer  Recom- 
mendation XI  to  the  House  Committee  on  Bylaws. 


STATE  NOMINATING  COMMITTEE 
Recommendation  XII 

The  committee  recommends  that  the  State  Nominat- 
ing Committee  of  the  Medical  Society  of  the  State  of 
New  York  be  enlarged  from  11  to  15  members  including 
the  chairman.  This  committee  will  be  comprised  of  one 
member  from  each  of  the  Districts  2 through  9;  one 
member  from  Queens  County;  one  member  from  Kings 
County;  one  member  from  Bronx  County;  three  mem- 
bers from  New  York  and  Richmond  Counties. 

This  recommendation  requires  an  amendment  to  the 
Bylaws.  The  committee  recommends  the  following 
amendment: 

ARTICLE  XI-SECTION  2.  PARAGRAPH  1 
The  second  sentence  be  changed  to  read — “it  shall 
consist  of  15  members  one  from  each  district  2 through 
9;  one  from  Queens  County;  one  from  Kings  County;  one 
from  Bronx  County,  and  three  from  New  York  and 
Richmond  Counties.” 

The  president  of  the  Medical  Society  of  the  State  of 
New  York  has  the  responsibility  of  appointing  members 
to  the  State  Nominating  Committee.  To  follow  the 
precedent  established  for  many  years,  the  immediate 
past  president  of  the  Medical  Society  of  the  State  of 
New  York  will  serve  as  the  committee  chairman.  The 
president  will  receive  from  each  district  of  the  State  and 
from  each  county  in  District  1 not  less  than  three  or 
more  than  five  names  of  candidates  for  the  positions  on 
the  State  Nominating  Committee.  The  curriculum 
vitae  and  recommendations  must  accompany  the  names. 
From  this  slate  of  candidates,  the  President  will  select 
members  of  the  State  Nominating  Committee. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

The  House  voted  to  approve  Recommendation 
XII. 

The  House,  after  discussion,  voted  to  continue 
the  Ad  Hoc  Committee  to  Study  the  Election  of 
Council  Members  and  Delegates  to  the  American 
Medical  Association. 


AD  HOC  COMMITTEE  OF  THE  HOUSE  TO 
STUDY  METHODS  OF  ELECTION  OF 
COUNCIL  MEMBERS  AND  AMA 
DELEGATES — MINORITY  REPORT 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  minority  report,  signed  by  three  members  of  the 
committee,  requests  this  House  of  Delegates  to  defer 
any  action  on  this  report  and  rerefer  the  entire  problem 
to  the  committee  for  further  study  for  the  following  rea- 
sons: 

1.  We  concur  that  many  of  the  members  of  the 
Medical  Society  of  the  State  of  New  York  are  unaware 
of  election  methods  and  identification  of  Officers, 
Councilors  and  AMA  Delegates.  However,  we  believe 
that  this  is  largely  a matter  of  personal  disinterest 
and  apathy.  They  have  elected  you,  as  members  of 
this  House  of  Delegates,  to  represent  them,  recogniz- 
ing the  interest,  activity  and  participation  in  MSSNY 
of  each  member  of  this  House. 

2.  What  is  the  best  for  MSSNY?  This  is  the  real 
issue.  In  this  time  of  complex  problems,  intricate 
issues,  and  perplexing  enigmas,  should  we  further  en- 
tangle ourselves  in  fractional  disputes?  The  thrust  of 
many  of  these  recommendations  is  to  strengthen  the 
role  of  the  District  Branch.  Unquestionably  in  some 
areas  of  the  State,  the  district  branch  continues  to  be 
a viable  organization.  In  others,  the  “district  branch” 
consists  of  only  a handful  of  physicians  who  cannot 
and  do  not  represent  either  the  component  medical 
societies  or  the  physicians  of  that  area.  The  question 
must  be  answered — what  is  best  for  the  entire  State, 
for  all  the  members  of  the  MSSNY?  Does  this  House 
of  Delegates  wish  to  abrogate  its  responsibilities  and 
surrender  the  privilege  of  the  selection  of  the  Officers, 
Councilors  and  AMA  Delegates  to  the  district  branch- 
es? Will  the  Upstate  counties  whose  district  branch 
is  dominated  by  a large  city,  fare  as  equitably  under 
the  proposed  system  as  they  may  under  the  present 
system?  We  think  “no.” 

3.  The  tripartite  division  of  the  State  was  present- 
ed previously  to  this  House  and  was  rejected.  This 
division  is  a demographic  reality,  indicating  that  only 
about  % of  the  population  of  this  State  and  V4  of  the 
physicians  are  in  the  “Upstate”  area.  The  submitted 
figures  certainly  emphasize  the  disparity  in  popula- 
tion, physician  and  otherwise,  in  the  usual  “Upstate 
and  Downstate”  designations.  It  clearly  indicates 
that  “Upstate,”  consisting  of  Districts  III,  IV,  V,  VI, 
VII  and  VIII,  have  about  \ of  the  physicians  and 
“Downstate,”  Districts  I,  II,  and  IX,  have  %.  The 
proposed  tripartite  division  ameliorates  this  disparity 
only  slightly  and  forces  the  Medical  Society  of  the 
State  of  New  York  into  a rigid,  devisive  system.  It 
may  be  better  to  abolish  entirely  the  “Upstate  and 
Downstate”  categories  and  think  only  of  the  Medical 
Society  of  the  State  of  New  York.  More  realistically, 
perhaps  these  figures  can  resolve  the  question  of 
whether  District  IX  is  Upstate  or  Downstate. 

4.  The  Nominating  Committee,  as  presently  con- 
stituted, consists  of  one  member  from  each  district 
branch  and  two  members-at-large,  usually  from  the 
First  District  Branch.  The  First  District,  with  half  of 
the  physicians  in  the  State,  have  27%  representation 
on  the  present  Nominating  Committee.  The  suggest- 
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ed  change  would  increase  its  representative  to  about 
40%,  a somewhat  more  realistic  figure.  However,  Dis- 
tricts II  and  IX,  which  include  about  25%  of  the  mem- 
bership of  MSSNY,  currently  having  18%  of  the  mem- 
bership of  the  Nominating  Committee,  would  be  re- 
duced to  13%  on  the  proposed  committee.  “Upstate,” 
with  % of  the  physicians,  currently  having  54%  of  the 
members  of  the  Nominating  Committee,  would  be  re- 
duced to  40%. 

In  summary,  we,  the  signers  of  this  minority  report, 
recognize  the  inequities  of  the  present  method  of  elec- 
tion of  Officers,  Councilors,  and  Delegates  to  the  AMA. 
However,  we  believe  the  proposed  changes  may  continue 
some  of  the  present  inequities,  create  new  ones,  and 
force  MSSNY  into  a rigid,  devisive  system  that  can  be 
to  the  disadvantage  of  all  concerned. 

We  request  that  this  report  as  well  as  the  Ad  Hoc 
Committee’s  report  be  rereferred  for  further  study  and 
evaluation. 

Respectfully  submitted, 

John  A.  Finkbeiner,  M.D. 

Walter  Scott  Walls,  M.D. 

Carl  Goldmark,  Jr.,  M.D. 

The  House  voted  to  refer  this  report  to  the 
House  Committee  on  Bylaws  for  consideration. 

Report  of  Reference  Committee  on  Reports  of  Offi- 
cers: The  following  report  was  presented  by  George  M. 
Saypol,  M.D.,  Chairman. 

The  committee  reviewed  the  report  of  the  Ad  Hoc 
Committee  of  the  House  to  Study  Methods  of  Election 
of  Council  Members  and  AMA  Delegates.  The  commit- 
tee also  reviewed  the  minority  report. 

The  Ad  Hoc  Committee’s  report  reflects  a tremen- 
dous amount  of  work  by  the  committee  members,  espe- 
cially its  chairman,  Edward  C.  Hughes,  M.D.  We  wish 
initially,  to  recognize  their  efforts  and  ask  that  all  dele- 
gates read  the  report  carefully. 

The  intent  of  Resolution  74-1,  studied  by  the  Ad  Hoc 
Committee,  is  to  broaden  the  representation  of  our 
membership  on  the  Council  by  providing  direct  election 
of  councilors  by  district  branches.  The  Ad  Hoc  Com- 
mittee’s report  embraces  this  principle,  and  further 
suggests  additional  depth  in  the  top  echelon  of  responsi- 
bility by  providing  succession  of  officers  from  Vice-Pres- 
ident to  President-Elect  to  President.  They  suggest 
that,  in  an  accepted  (but  unwritten)  agreement,  these 
officerships  be  rotated  among  three  basic  geographic  di- 
visions of  the  State;  Upstate  (Districts  3 through  8); 
Mid-Hudson  and  Long  Island  (Districts  2 & 9);  and 
Central  City  of  New  York  (District  1). 

The  testimony  before  your  reference  committee  indi- 
cated basic  support  for  these  principles.  A system  pro- 


viding more  proportionate  representation  of  our  mem- 
bers on  the  Council  seems  essential  in  these  times  of  cri- 
sis within  our  Society. 

Although  the  Ad  Hoc  Committee  suggested  changes 
in  Resolution  74-1,  your  reference  committee  feels  that 
adoption  of  this  resolution  in  its  present  form  is  a signif- 
icant and  positive  step  in  the  direction  we  should  go. 

The  reference  committee,  as  a matter  of  record,  rec- 
ommended adoption  of  Resolution  74-1,  with  the  under- 
standing that  no  incumbent  councilor  be  unseated  prior 
to  the  expiration  of  his  term,  and  that  when  such  term 
expires,  the  district  branch  which  he  represents  shall 
elect  a successor,  unless  another  councilor  from  that  dis- 
trict still  remains  on  the  Council.  In  such  event,  the 
district  branch  will  elect  a successor  to  the  second  coun- 
cilor on  expiration  of  his  term. 

The  remaining  recommendations  of  the  Ad  Hoc  Com- 
mittee refer  to  such  matters  as  numbers  of  councilors  to 
be  selected  from  the  concentrated  areas  of  Districts  1,  2, 
and  9;  (they  suggest  6 from  District  1,  and  4 from  Dis- 
tricts 2 & 9 combined). 

They  suggest  that  the  office  of  secretary  be  filled  by  a 
member  who  is  in  close  proximity  to  the  Society  head- 
quarters. The  other  officers  and  the  speaker  and  vice- 
speaker should  be  elected  without  geographic  consider- 
ation. 

We  approve  this  concept  as  practical. 

The  suggestions  of  the  Ad  Hoc  Committee  also  deal 
with  the  composition  of  the  State  Nominating  Commit- 
tee and  the  method  of  its  selection.  Since  this  involves 
a change  in  the  Bylaws,  we  recommend  referral  of  this 
portion  of  the  report  to  the  House  Committee  on  By- 
laws. 

The  reference  committee  agreed  with  the  recommen- 
dation of  the  Ad  Hoc  Committee  that  there  be  no 
change  in  the  present  method  of  electing  AMA  Dele- 
gates at  this  time. 

Action  on  each  recommendation  of  the  Ad  Hoc 

Committee  follows  the  recommendation. 

The  House,  after  discussion,  voted  to  refer 
Resolution  74-1,  the  report  of  the  Ad  Hoc  Com- 
mittee, the  minority  report,  and  the  supplemen- 
tary report  of  the  House  Committee  on  Bylaws 
to  the  House  Committee  on  Bylaws,  (see  pages 
1877, 1881,  1918  to  1921) 

The  House,  then  voted  to  adopt  this  portion  of 
the  reference  committee  report  as  amended. 

Resolution  75-9,  Limitation  of  the  Decision-Mak- 
ing Power  of  the  Council 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  House  of  Delegates  is  the  governing 
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and  policy-making  body  of  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  The  officers,  Council,  and  staff  of 
MSSNY  act  on  behalf  of  the  House  of  Delegates  to 
implement  the  policy  developed  by  the  House;  there- 
fore be  it 

Resolved,  That  the  officers,  Council,  and  staff  of 
the  Medical  Society  of  the  State  of  New  York  be  ad- 
vised to  comply  with  their  mandated  function,  as  de- 
scribed in  the  Bylaws,  to  act  on  behalf  and  at  the  ex- 
press direction  of  the  House  of  Delegates  during  ses- 
sions between  the  House  of  Delegates;  and  be  it  fur- 
ther 

Resolved,  That  the  officers,  Council,  and  staff  be 
instructed  to  implement  as  soon  as  practical  the  poli- 
cy, decision,  and  instructions  of  this  House  of  Dele- 
gates. 

Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  George 
M.  Saypol,  M.D.,  Chairman. 

Your  reference  committee  amended  Resolution  75-9 
by  changing  the  title  of  the  resolution  to  “Compliance 
With  Mandated  Functions  of  the  Council.” 

The  committee  recommends  adoption  of  Resolution 
75-9  as  amended. 

The  House  voted  to  adopt  Resolution  75-9  as 
amended. 

Resolution  75-48,  Outcome  Study  of  the  Effective- 
ness of  the  House  of  Delegates 
Introduced  by  Seventh  District  Branch 

Whereas,  Many  resolutions  are  passed  by  the 
House  of  Delegates  each  year,  after  much  arduous  ef- 
fort and  deliberation;  and 

Whereas,  It  appears  from  a reading  of  the  Annual 
Convention  Issue  of  the  New  York  State  Journal  of 
Medicine,  that  the  results  achieved  in  effecting  policy 
for  the  Medical  Society  of  the  State  of  New  York  and 
the  health  field  are  less  than  commensurate  with  the 
effort  involved;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Speaker  of  the  House  of  Dele- 
gates to  undertake  a study,  by  whatever  mechanism 
he  considers  desirable,  of  the  effectiveness  in  total  of 
the  resolutions  of  the  House  in  recent  years,  and  of 
the  effectiveness  of  their  implementation;  and  be  it 
further 

Resolved,  That  the  Speaker  be  asked  to  report  to 
the  1976  House  of  Delegates  the  results  and  conclu- 
sions of  his  study  along  with  recommendations, 
evolved  therefrom,  designed  to  improve  the  effective- 
ness and  performance  of  the  House  of  Delegates. 


Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  George 
M.  Saypol,  M.D.,  Chairman. 

The  committee  recommends  adoption  of  Resolution 
75-48. 

The  House  voted  to  adopt  Resolution  75-48. 

Resolution  75-50,  Future  Search  Committee  for 
Position  of  Executive  Vice-President 
Introduced  by  Seventh  District  Branch 

Whereas,  The  Executive  Vice-President  of  the 
Medical  Society  of  the  State  of  New  York  is  its  chief 
executive  officer;  and 

Whereas,  The  present  holder  of  this  office  con- 
tinues to  serve  us  with  a high  degree  of  dedication  and 
competence  which  will  be  difficult  to  emulate  by  oth- 
ers; and 

Whereas,  No  personnel  policy  exists  to  define  the 
method  of  selection  if  and  when  a vacancy  should 
occur;  and 

Whereas,  We  believe  that  an  advisory  committee 
representing  diversified  experience  in  the  affairs  of 
organized  medicine  can  be  helpful  to  the  Council  in 
the  search;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  off 
New  York  establish  a search  committee  whenever  a 
new  Executive  Vice-President  is  to  be  selected,  which 
will  include  representatives  of  the  House  of  Delegates, 
along  with  representatives  of  the  Council,  Board  of 
Trustees,  membership  at  large,  and  staff  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  George 
M.  Saypol,  M.D.,  Chairman. 

The  committee  amended  the  resolution  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a search  committee  to  report  to 
the  Council  whenever  a new  executive  vice-president 
is  to  be  selected,  which  will  include  representatives  of 
the  House  of  Delegates,  along  with  representatives  of 
the  Council,  Board  of  Trustees,  membership  at  large, 
and  staff  of  the  Medical  Society  of  the  State  of  New 
York.  This  search  committee  is  to  be  appointed  by 
the  president. 

The  committee  recommends  adoption  of  Resolution 
75-50  as  amended. 

The  House  voted  to  adopt  resolution  75-50  as 
amended. 

The  House  voted  to  adopt  the  report  of  the  ref- 
erence committee  as  a whole  as  amended. 
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Education 

CONTINUING  (POSTGRADUATE) 

EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
The  Committee  on  Continuing  (Postgraduate)  Educa- 
tion is  composed  of  the  following  members: 


Marvin  L.  Bloom,  M.D.,  Chairman  Erie 

William  C.  Felch,  M.D Westchester 

George  Himler,  M.D New  York 

Philip  I.  Levitan,  M.D . Suffolk 

William  P.  Nelson,  M.D Albany 

Ward  L.  Oliver,  M.D Albany 

Robert  Lee  Patterson,  Jr.,  M.D New  York 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Morris  Theodore  Tanenhaus,  M.D Kings 

Donald  C.  Walker,  M.D.,  Advisor Albany 

Thomas  W.  Mou,  M.D.,  Advisor Albany 

Jackson  Riddle,  M.D.,  Advisor  Albany 


The  last  meeting  of  the  committee  was  held  on  Feb. 
18,  1975.  At  that  time,  the  current  position  of  the  Med- 
ical Society  of  the  State  of  New  York  in  postgraduate 
education  was  reviewed  and  recommendations  were  for- 
mulated for  presentation  at  this  time. 

Outside  Interest.  It  is  important  to  call  to  the  at- 
tention of  the  Society,  at  this  time,  that  recent  commit- 
tee meetings  have  been  attended  by  designated  officials 
from  all  significant  sectors:  the  private  and  public 

medical  schools,  the  State  Departments  of  Health  and 
of  Education,  and  the  specialty  societies. 

Initiated  by  the  committee,  there  have  been  three 
statewide  conferences,  inviting  all  listed  above;  to  con- 
solidate interest  and  support,  recognizing  that  these  are 
the  major  postgraduate  sponsors.  The  MSSNY  would 
do  well  to  share  supervision  of  continuing-education  ac- 
tivities with  them.  In  so  doing,  the  Society  would  have 
unique  opportunity  to  coordinate  clinical,  academic, 
public  health,  and  licensing  authority  resources. 

It  would  be  fair  to  say  that  these  outside  forces  have 
welcomed  opportunity  to  cooperate  and  to  share  respon- 
sibility. They  have  endorsed  the  concept  to  create  a 
new  statewide  postgraduate  system,  in  which  they  would 
share  authority.  It  remains  for  the  MSSNY  to  initiate 
action  toward  this  goal. 

The  Limited  Advisory  Role  of  the  Committee.  Up 
until  now,  the  Society  has  limited  the  committee  to  a 
purely  advisory  role.  The  committee  has  no  staff  sup- 
port to  maintain  continuity,  communications  or  any  op- 
erations between  meetings.  This  should  be  kept  in 
mind,  when  the  committee  is  expected  to  do  something. 
Given  staff  support,  the  committee  is  ready,  willing  and 
able  to  proceed. 

It  was  with  the  constraint  of  the  committee’s  limited 
advisory  role  in  mind,  that  Resolution  74-100  was  intro- 
duced during  last  year’s  annual  meeting.  Subsequently, 
the  House  voted  to  adopt  this  Resolution  which  has  not 
been  implemented: 

Resolution  74-100,  Staff  Allocation  to  Committee  on 
Continuing  (Postgraduate)  Education 

Whereas,  The  Committee  on  Continuing  (Post- 
graduate) Education  has  been  charged  with  devel- 
oping a voluntary  program  of  continuing  education 
for  the  members  of  the  MSSNY;  and 


Whereas,  A pilot  planning  study  is  now  nearing 
completion  and  financing  is  imminent  for  the  creation 
of  learning  programs,  centers  and  a structure  for  their 
administration,  and  criteria  for  their  evaluation;  and, 
Whereas,  The  timely  and  effective  completion  of 
this  program  will  require  acceleration  and  expansion 
of  the  committee’s  efforts  which,  in  turn,  will  necessi- 
tate substantial  staff  support,  therefore  be  it 

Resolved,  that  the  MSSNY  assign  appropriate  and 
sufficient  staff  to  the  Committee  on  Continuing 
(Postgraduate)  Education;  and  be  it  further 

Resolved,  That  such  staff  have  as  a primary  or 
preferably  sole  responsibility,  the  provision  of  sup- 
portive services  to  the  committee. 

MSSNY  Administrative  Structure  vis-a-vis  the 
Committee.  In  the  structure  of  the  Society,  the  Con- 
tinuing Education  Committee  is  one  of  about  thirty 
committees  in  the  Commission  on  Public  Health  and 
Education.  The  commission  is  headed  by  MSSNY’s  di- 
rector of  the  Division  of  Scientific  Activities. 

For  many  years,  the  committee  had  the  opportunity 
and  benefit  of  working  under  Dr.  Norman  S.  Moore, 
who  was  Director  of  Scientific  Activities  and  headed  the 
commission.  During  the  past  year,  Dr.  Moore  was  suc- 
ceeded by  Dr.  George  J.  Lawrence,  Jr. 

The  committee  has  indeed  been  fortunate,  in  that 
both  Dr.  Moore  and  Dr.  Lawrence,  and  all  other  elected 
or  appointed  MSSNY  officials,  have  promoted  the  post- 
graduate effort  in  every  possible  way.  However,  the  Di- 
rector of  Scientific  Activities,  and  of  the  commission, 
has  a very  limited  staff  which  must  overlook  all  thirty 
committees;  leaving  no  dedicated  staff  at  all  to  support 
the  Committee  on  Continuing  (Postgraduate)  Educa- 
tion. 

Therefore,  the  committee  has  been  limited  to  a purely 
advisory  role;  without  the  capability  to  DO  anything  ac- 
tively in  postgraduate  education  or  even  to  maintain 
continuity  between  meetings.  Back  in  history  when  the 
Society  made  these  arrangements,  postgraduate  educa- 
tion was  an  infant.  It  has  grown  up. 

Nevertheless,  the  committee  has  managed  three  state- 
wide meetings  on  continuing  education.  It  has  created 
an  informal  coalition  for  MSSNY  with  the  other  major 
statewide  educational  forces.  Furthermore,  the  com- 
mittee has  advanced  a plan  which  is  potentially  more  ef- 
fective than  anything  else  available. 

The  Committee’s  Plan — A Coalition  for  Statewide 
Postgraduate  Education.  A self-supporting  statewide 
postgraduate  system  would  be  initiated.  It  would  be 
open  to  all  physicians. 

It  would  be  administered  by  a coalition;  including 
MSSNY,  the  specialty  societies,  private  and  public  med- 
ical schools,  and  the  State  Departments  of  Health  and 
of  Education.  Designated  representatives,  from  these 
various  sectors,  would  join  in  a central  council. 

The  system  would  be  diversified  along  specialty  lines; 
organizing  and  promoting  postgraduate  activities  by 
physicians  accordingly. 

An  annual  identification  of  things  to  be  learned  would 
be  led  by  the  specialty  societies,  whose  guidelines  would 
include  relevance  to  actual  clinical  practice,  recognition 
of  inadequacies  seen  in  medical  care,  and  attention  to 
new  scientific  data  directly  applicable  to  practice. 

Facilitated  access  to  information  and  consultation 
would  be  provided.  Greater  opportunity  for  postgradu- 
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ate  accomplishment  in  the  context  of  daily  clinical  work 
would  be  stressed. 

Structure  of  the  statewide  system  would  offer  a new 
matrix  for  evaluation  of  medical  care. 

Acting  on  the  recommendation  of  the  committee  in 
1973,  MSSNY  commissioned  medical  planners  at  the 
Rand  Corporation  to  conduct  a study  of  the  soundness 
and  feasibility  of  the  committee’s  plan.  Subsequently, 
the  Rand  findings  indicated  that  the  plan  was  sound, 
practical  and  potentially  more  fruitful  than  other  cur- 
rent national  postgraduate  programs.  Most  important, 
in  the  Rand  view,  are  the  ideas — to  identify  educational 
needs  as  the  basis  for  study,  to  orient  continuing  educa- 
tion directly  with  medical  care,  and  to  differentiate  op- 
erations along  specialty  lines.  “Primary  responsibility 
should  fall  to  the  specialty  societies  for  development  of 
educational  content,  to  link  educational  experiences  to 
the  learning  goals  set  forth  by  the  specialty  societies  and 
to  the  results  of  evaluations.” 

Start-  Up  Funding.  The  neat  way  to  start  would  be 
to  commission  professional  medical  planners  to  blue- 
print the  Statewide  system  according  to  the  general  con- 
cept expressed  in  the  committee’s  plan.  This  blueprint 
would  include  details  about  how  physicians  would  par- 
ticipate, how  representation  on  the  council  would  be  ar- 
ranged, calculations  to  insure  that  the  system  would  be 
selfsupporting,  decisions  about  the  character  of  the  cen- 
tral staff  and  all  other  facets  in  operations.  After  an  ac- 
ceptable blueprint  had  been  completed,  to  the  satisfac- 
tion of  all  concerned,  phased  implementation  would  be 
supervised  by  the  planners. 

How  would  the  planning  be  funded?  For  this  phase, 
the  committee  was  advised  to  seek  outside  funding  from 
foundations  or  other  sources. 

Despite  the  lack  of  support  staff,  the  committee  has 
made  a major  effort  to  secure  funding  from  foundations; 
so  far  without  success  or  prospects  in  the  tight  money 
market.  The  medical  planners  at  Rand  have  estimated 
the  cost,  for  a Statewide  system,  design  and  supervision 
of  phased  implementation,  at  about  $250,000  to 
$350,000  for  a three  year  effort. 

Discussion  of  other  approaches  to  funding  have  in- 
cluded the  controversial  idea  of  a small  assessment  on 
the  membership. 

Another  idea  would  be  to  provide  support  staff  for  the 
committee,  with  a mandate  to  initiate  cooperative  post- 
graduate activities  with  the  other  sponsors,  thereby  tak- 
ing advantage  of  current  and  available  resources. 

For  example,  the  State  Department  of  Health  and  the 
State  University  have  been  explicit  about  their  willing- 
ness to  involve  many  relevant  offices  and  personnel. 
The  specialty  societies  have  reiterated  readiness  to  com- 
mit resources,  in  the  Supplementary  Report  of  the  In- 
terspecialty Committee  1975,  as  follows:  “It  was  moved 
and  approved  that  MSSNY  Committee  on  Continuing 
Education  be  encouraged  to  develop  an  interim  program 
with  specific  recommendations  to  the  specialty  societies 
as  to  what  is  desired  from  the  latter  groups  (in  pursuit  of 
an  effective  statewide  postgraduate  system).” 

Reactions  to  (perceived)  Current  National  Im- 
peratives. National  pressure  has  been  formidable,  for 
the  medical  profession  to  provide  assurance  of  continu- 
ing competence.  There  is  a lot  of  contention  about  the 
form  this  should  take. 

The  committee  maintains  that  continuing  education 
should  be  fostered  specifically  to  improve  care  of  the 


sick.  This  would  be  accomplished  by  identifying  and 
correcting  imperfections  in  medical  care,  by  spotlighting 
new  developments  only  when  pertinent  to  optimal  medi- 
cal care,  by  facilitating  access  to  information  and  con- 
sultation, and  by  avoiding  an  obstructive-punitive  atmo- 
sphere. 

The  committee  finds  that  many  current  postgraduate 
activities  are,  at  best,  ineffective  or  actually  counter- 
productive. Time  used  in  ineffective  continuing  educa- 
tion can  delude  both  the  physician  and  the  public;  de- 
feating the  objective  to  improve  medical  care. 

In  some  states,  postgraduate  points  have  been  made 
obligatory  to  retain  medical  society  membership  or  to 
achieve  relicensure.  Achievement  of  these  points  has 
not  been  related  directly  to  correction  of  imperfections 
of  practice,  or  to  any  deliberate  assessment  of  those  edu- 
cational needs  which,  if  fulfilled,  would  improve  medical 
care. 

Some  national  specialty  societies  have  introduced  the 
specter  of  compulsory  recertification  and  re-recertifica- 
tion, as  a lifelong  expectation.  Many  physicians  see  this 
as  an  over-reaction  to  a misconceived  public  imperative, 
and  some  have  planned  litigation  in  the  event  that  the 
current  “voluntary”  re-examination  attitude  would  be 
changed. 

The  committee  finds  no  conflict  with  the  general  phi- 
losophy of  the  Physician’s  Recognition  Award,  as 
awarded  periodically  by  the  AMA.  The  committee  does 
find  some  problems  with  the  AMA  point  system,  which 
is  not  related  to  a determination  of  needs  by  the  special- 
ty societies,  or  correlation  with  clinical  care,  or  attention 
to  evaluation,  monitoring  or  feedback. 

What  the  AMA  System  Would  Cost  MSSNY.  Sub- 
stantial expenditures  would  be  necessary  if  the  MSSNY 
were  to  accept  the  AMA  protocol  for  postgraduate  pro- 
cedure. In  addition,  this  would  use  up  resources  other- 
wise available  to  the  plan  proposed  by  the  committee. 
In  the  AMA  protocol,  the  MSSNY  would  have  to  under- 
take critical  evaluation  of  all  postgraduate  programs  of- 
fered in  the  State.  Continuing  site  visits  would  have  to 
be  funded.  MSSNY  would  have  to  collate  findings 
about  programs,  arrange  reporting  to  the  AMA  and  pro- 
cess all  data  for  individual  physicians. 

What  Our  Own  Advisers  Think.  The  committee 
has  had  the  advantage  of  regular  attendance  by  officials 
from  the  State  Departments  of  Health  and  of  Educa- 
tion. These  are  the  men  who  advise  government  regu- 
larly about  matters  of  professional  competence  and  li- 
censure. They  are  as  concerned  as  we  are  about  the 
quality  of  medical  care.  They  are  skeptical  about  the 
effectiveness  of  current  continuing  education  activities, 
points  or  no  points.  Not  only  have  they  approved  the 
committee’s  plan,  but  they  have  welcomed  the  opportu- 
nity to  work  with  MSSNY,  and  the  others  of  the  coali- 
tion, in  a statewide  system. 

What  the  Committee  Recommends  to  MSSNY 
A.  STEP-WIDE  POSTGRADUATE  INVOLVE- 
MENT 

1.  Implementation  of  Resolution  74-100 
a.  This  would  provide  immediate  staff  support  for 
the  committee  which  would  be  mandated  to  begin  the 
process  of  starting  the  statewide  postgraduate  system, 
in  cooperation  with  the  coalition  of  forces  described 
above,  working  through  the  following  subcommittees, 
in  which  all  of  the  sponsors  would  participate: 
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1.  subcommittee  for  educational  policies  and 
system  regulations 

2.  subcommittee  for  educational  content 

3.  subcommittee  for  delivery  mechanisms,  short 
programs  and  other  means. 

4.  subcommittee  for  evaluation,  monitoring  and 
documentation. 

5.  subcommittee  for  administration,  staffing, 
communications. 

b.  Budget  estimate  immediate  implementation  of 
Resolution  74-100;  to  include  parttime  MSSNY 
senior  staff  plus  fulltime  secretary  at  $25,000; 
additional  25%  for  fringes/taxes/insurance;  and 
additional  $5000  for  meetings  and  travel  of  com- 
mittee. 

2.  Establishment  of  new  MSSNY  Postgraduate  Divi- 
sion 

The  parent  Committee  on  Continuing  (Postgradu- 
ate) Education  would  be  moved  over  from  the  Com- 
mission on  Public  Health. 

The  new  division  would  require  a fulltime  director 
and  fulltime  secretary. 

An  extensive  subcommittee  structure,  as  described 
above,  would  be  implemented  fully  to  work  toward 
the  statewide  coalition  system  for  postgraduate  edu- 
cation. 

Budget:  estimate  $40,000  for  the  director  and 

$10,000  for  fulltime  executive  secretary;  additional 
25%  for  fringes/insurance/taxes;  additional  $15,000 
for  meetings  and  committee  travel:  approximately 

$75,000  to  $80,000  for  the  first  year. 


B.  CAUTION 

The  committee  claims  no  ability  to  predict  political 
developments.  On  the  other  hand,  the  committee  has 
taken  great  pains  to  keep  the  key  medical  elements  of 
State  government  informed  closely  about  MSSNY 
concern,  study  and  planning.  In  return,  informal  as- 
surance has  been  given  that  legislation,  toward  man- 
dated postgraduate  education,  has  not  been  advised 
or  foreseen  as  imminent  at  this  time;  and  that  all 
other  professions  would  have  to  be  implicated. 

Therefore,  the  committee  would  suggest  that 
MSSNY  avoid  over-reaction.  Since  available  con- 
tinuing education  does  not  deal  with  or  react  to  or  re- 
flect actual  clinical  performance;  obligatory  compli- 
ance should  not  be  demanded  as  a basis  for  continu- 
ing MSSNY  membership. 

The  committee  does  not  find  the  AMA  system  to  be 
an  effective  shield,  either  interim  or  future. 

Nevertheless,  some  of  the  membership  might  re- 
gard acceptance  of  the  AMA  procedure  as  an  appro- 
priate interim  arrangement.  In  that  event,  it  might 
be  endorsed  in  principle,  until  a better  system  could 
become  operative;  and  without  assigning  MSSNY 
funds  to  carry  out  the  whole  AMA  protocol.  This 
would  be  very  sticky,  because  it  would  try  to  avoid 
total  involvement.  On  the  other  hand,  to  accept  the 
whole  AMA  protocol  would  be  to  commit  sizable 
MSSNY  funds.  In  doing  this,  MSSNY  would  under- 
write an  inadequate  system,  according  to  the  com- 
mittee’s judgment,  which,  by  allocating  all  available 
resources,  might  prevent  us  from  doing  anything  else. 


Anything  significant  in  postgraduate  education  will 
be  costly,  particularly  in  the  startup  phase.  But  a 
selfsupporting  statewide  postgraduate  system  could 
be  achieved. 

Respectfully  submitted, 

Marvin  L.  Bloom,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Your  Reference  Committee  received  the  report  of  the 
Rand  Corporation  and  the  Annual  Report  of  the  Com- 
mittee on  Continuing  (Postgraduate)  Education,  sub- 
mitted by  Marvin  L.  Bloom.  M.D.,  Chairman,  and  rec- 
ommends them  to  the  House  of  Delegates  for  its  infor- 
mation. The  committee  recognizes  the  importance  of 
the  principle  of  continuing  medical  education,  feels  that 
the  membership  of  the  Society  is  strongly  committed  to 
such  a concept,  and  urges  that  the  Medical  Society  of 
the  State  of  New  York  implement  this  program  immedi- 
ately. Your  committee  makes  the  following  recommen- 
dations in  response  to  the  Annual  Report  of  the  Com- 
mittee on  Continuing  (Postgraduate)  Education,  The 
Rand  Report,  and  discussions  at  the  hearings. 

The  Medical  Society  of  the  State  of  New  York  must 
implement  Resolution  74-100  which  was  passed  by  the 
House  of  Delegates  last  year.  It  will  require  staffing 
and  appropriate  funding.  Once  the  staff  has  been  de- 
veloped, the  Medical  Society  of  the  State  of  New  York 
should  take  immediate  action: 

(A)  To  seek  recognition  by  the  Council  on  Medi- 
cal Education  of  the  American  Medical  As- 
sociation as  a certifying  organization  for  con- 
tinuing medical  education  activities  in  New 
York  State.  Your  committee  further  recom- 
mends that  the  cost  of  such  a program  be 
borne  by  those  organizations  requesting  such 
approval. 

(B)  Proceed  to  implement  Dr.  Bloom’s  commit- 
tee report  by  developing  a New  York  State 
Council  (Commission)  on  Continuing  Medi- 
cal Education,  wherein  the  Medical  Society 
of  the  State  of  New  York  would  act  with  the 
Medical  Schools,  public  and  private,  the 
State  Department  of  Health,  the  specialty 
societies,  the  State  Department  of  Educa- 
tion, and  other  appropriate  organizations. 

At  this  time,  we  would  like  to  bring  to  the  attention 
of  the  House  that  in  the  course  of  our  hearings  we  re- 
ceived information  concerning  the  recommendations  of 
the  New  York  State  Board  For  Medicine  to  the  State 
Board  of  Regents  that  the  periodic  biannual  reregistra- 
tion of  physicians  should  be  contingent  upon  satisfac- 
tory fufillment  of  any  one  of  the  following: 

(1)  100  hours  of  continuing  education  acceptable  to 
the  Department  of  Education 

(2)  American  Medical  Association  Physician  Rec- 
ommendation Award. 

(3)  Successful  completion  of  continuing  medical 
education  requirements  of  recognized  national 
organizations 

(4)  Board  certification 

(5)  Board  recertification 

(6)  Board  subspecialty  recertification 

(7)  Approved  residency  training  program 
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Your  committee  feels  that  this  illustrates  the  urgent 
need  for  the  Medical  Society  of  the  State  of  New  York 
to  proceed  with  implementation  of  this  committee’s  rec- 
ommendations in  all  haste  and  to  communicate  with  the 
State  Education  Department  and  the  Board  of  Regents, 
informing  them  of  our  progress  in  this  field. 

The  House  voted  to  adopt  this  portion  of  the  ref- 
erence committee  report. 

DATA  PROCESSING  IN  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Data 


Processing  in  Medicine: 

William  A.  Bauman,  M.D.,  Chairman New  York 

William  J.  Burke,  M.D Armonk 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Buffalo 

Michael  Moynihan,  M.D Plattsburgh 

Terence  W.  Murphy,  M.D Larchmont 

Leon  Pordy,  M.D New  York 

Charles  T.  Ryder,  M.D New  York 

Edward  Vastola,  M.D Brooklyn 

Charles  Weller,  M.D Larchmont 

Sheldon  Zimberg,  M.D New  York 

Dr.  Philip  Aisen,  Advisor Bronx 

Mr.  Allan  C.  Anderson,  Advisor Rochester 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Dr.  Donald  M.  Shapiro,  Advisor  New  York 

Mr.  William  J.  Mueller,  Advisor  Syracuse 


During  1974  the  committee’s  activities  centered 
around  guidelines  to  safeguard  privacy  and  confidential- 
ity of  medical  information  stored  by  computer  systems. 

A task  force,  jointly  sponsored  by  the  Medical  Society 
of  the  County  of  Erie,  the  Medical  Society  of  the  State 
of  New  York,  and  several  other  State  organizations,  de- 
veloped guidelines  for  the  establishment  of  ethical  data 
centers  and  for  the  safeguarding  of  medical  information. 
Their  full  report  was  published  in  early  1974.  Subse- 
quently, resolutions  based  on  the  guidelines  were  ap- 
proved by  the  House  of  Delegates  at  its  Annual  Meeting 
in  February  1974. 

On  June  19  at  the  Sixth  Buffalo  Conference  on  Com- 
puters in  Clinical  Medicine,  the  committee  attended  the 
part  of  the  conference  that  was  devoted  to  discussion  of 
specifics  of  storage  and  retrieval  of  confidential  medical 
data. 

On  October  8,  the  committee  designated  two  of  its 
members  to  work  in  conjunction  with  Mr.  Ernest  T. 
Mattison,  Director  of  the  Division  of  Research  and 
Planning,  to  convert  guidelines  into  specific  regulations 
regarding  the  handling  of  private  and  confidential  com- 
puter-processed patient  information.  These  regulations 
when  approved  by  the  Council  of  the  State  Society  will 
be  published  in  the  appropriate  media  of  MSSNY. 

After  adoption  of  the  regulations,  it  is  planned  to  re- 
quest the  New  York  State  Department  of  Health  to  par- 
ticipate in  the  establishment  of  legislation  concerning 
computer  stored  patient  data.  The  Medical  Society  will 
also  seek  cooperation  from  the  Hospital  Association  of 
the  State  of  New  York. 

The  committee  examined  the  proposed  AMA  spon- 
sored uniform  medical  insurance  claim  forms  and  en- 
dorsed the  uniformity. 


Members  of  the  committee  planned  the  Data  Process- 
ing Section  program  for  the  1975  Annual  Convention  of 
the  Medical  Society  of  the  State  of  New  York.  Our 
members  are  studying  issues  of  education  of  the  health 
profession  regarding  computers  and  medicine. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

FAMILY  PHYSICIANS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Family  Physicians 


are  as  follows: 

Herbert  A.  Laughlin,  M.D.,  Chairman  . .Chautauqua 

Max  Cheplove,  M.D Erie 

G.  Alex  Galvin,  M.D Tompkins 

Donald  M.  Gelb,  M.D Queens 

George  G.  Hart,  M.D Essex 

William  L.  Ladue,  M.D Clinton 

Joseph  F.  Palmieri,  M.D Suffolk 

The  committee  is  pleased  to  report  the  signing  of 


Governor  Malcolm  Wilson’s  Omnibus  Bill  for  higher  ed- 
ucation (S10844  A12484).  This  law  will  supply  two  mil- 
lion dollars  to  the  New  York  State  Department  of 
Health  to  provide  State  funding  to  continue  and  expand 
Family  Practice  residency  programs  in  New  York  State 
Hospitals  approved  by  the  Commissioner  of  Health. 
Funds  allocated  under  this  program  should  not  exceed 
ten  thousand  dollars  per  resident,  provided,  however, 
that  each  resident  for  whom  payment  is  made  shall 
agree  to  practice  in  the  State  of  New  York  for  at  least 
two  years  following  completion  of  his  residency.  The 
New  York  State  Academy  of  Family  Physicians  is  ex- 
tremely pleased  with  the  help  and  cooperation  we  have 
received  from  Commissioner  Hollis  S.  Ingraham,  M.D., 
and  his  Health  Department  toward  implementing  this 
law  which  became  effective  June  13,  1974.  Of  course, 
the  New  York  State  Academy  of  Family  Physicians  is 
grateful  to  the  Medical  Society  of  the  State  of  New  York 
for  its  support  of  the  Academy’s  legislation  program. 

The  foregoing  law  will  provide  the  necessary  financial 
help  to  the  twelve  residencies  in  family  medicine  in  New 
York  State.  We  foresee  the  further  development  of 
needed  residency  programs  to  about  16-20  residencies 
by  mid  1975.  Under  the  current  programs  the  number 
of  residents  in  training  will  be:  190  for  1974-75,  232  for 
1975-76,  and  278  for  1976-77. 

During  the  year  the  New  York  State  Academy  of 
Family  Physicians  conducted  a Teaching  Workshop  for 
Office  Preceptors.  This  program  provided  background 
education  for  physicians  in  pedagogy. 

The  Academy’s  Legislative  Seminar  which  provided 
an  opportunity  to  exchange  views  with  the  Legislators 
was  a resounding  success,  so  much  so  that  another  pro- 
gram has  been  scheduled  for  September  13-15,  1974,  for 
all  physicians. 

The  Advisory  Committee  on  the  Medical  Fee  Sched- 
ule and  Allied  Problems  of  the  Workman’s  Compensa- 
tion Board  decided  that  it  would  recommend  to  the 
chairman  that  an  FP  Classification  be  established.  A 
commensurate  fee  schedule  will  be  worked  out.  We 
again  thank  the  Medical  Society  of  the  State  of  New 
York  for  its  continuing  help  in  this  area  and  rely  on  it 
for  further  cooperation  in  future  negotiations. 
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As  a committee  of  the  Medical  Society  of  the  State  of 
New  York,  we  are  grateful  to  its  officers,  Council,  dele- 
gates, and  staff,  as  well  as  the  Commission  on  Public 
Health  and  Education  and  its  Chairman,  Keith  O. 
Guthrie,  Jr.,  M.D.,  and  to  the  Director  of  Scientific  Ac- 
tivities George  J.  Lawrence,  Jr.,  M.D.,  for  their  continu- 
ous support  and  untiring  efforts  in  behalf  of  Family 
Physicians. 

Respectfully  submitted, 

Herbert  A.  Laughlin,  M.D.,  Chairman 

NURSING  AND  ALLIED  HEALTH 
PROFESSIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Subcommittee  on  Nursing  and 
Allied  Health  Professions  of  the  Health  Manpower 


Committee  are  as  follows: 

Lester  J.  Candela,  M.D.,  Chairman  Queens 

Frank  A.  Baumann,  M.D Broome 

Clarke  T.  Case,  M.D Oneida 

Katharine  L.  Friedmann,  M.D Westchester 

Frank  C.  Nichols,  M.D Nassau 


1.  In  July  1974,  the  chairman  of  the  committee  at- 
tended a meeting  in  Albany,  held  by  the  Commission  on 
Public  Health  and  Education,  where  he  presented  a re- 
port including  some  of  the  ensuing  problems  and  other 
related  matters  dealing  with  the  nursing  situation. 

2.  On  August  7,  1974,  the  Subcommittee  on  Nursing 
and  Allied  Health  Professions  met  to  discuss  occurren- 
ces around  the  State,  transmitted  to  the  Health  Man- 
power Committee  from  various  sources. 

3.  There  is  a plethora  of  problems  dealing  with  unor- 
thodox situations  involving  specific  nurse  individuals, 
groups,  and  situations  existing  or  blossoming  around  the 
State  on  which  the  advice,  opinions,  or  action  of  the 
State  Society  have  been  requested. 

4.  The  chairman  reminded  the  committee  particular- 
ly of  the  communication  from  an  Upstate  hospital  last 
Spring,  informing  the  State  Society  of  the  desire  of  an 
affiliated  school  of  nursing  to  have  students  do  “histo- 
ries and  physicals,”  using  a tape  recorder.  The  opinions 
of  the  counsel  to  the  committee  stipulated  that  this 
would  be  the  practice  of  medicine  and  would  additional- 
ly constitute  an  invasion  of  privacy  and  confidentiality. 
Accordingly,  for  these  and  associated  reasons,  the  hospi- 
tal was  advised  against  the  procedure,  which,  apparent- 
ly, was  abandoned. 

5.  Since  that  time,  word  has  been  received  of  sundry 
other  questionable  situations  such  as  a report  of  an  Up- 
state area,  where  a nurse  does  the  insurance  physicals. 
The  State  Education  Department  was  apprised.  No  re- 
sponse is  available  as  yet. 

6.  Elsewhere  Upstate,  there  is  an  obesity  group  where 
a nurse  takes  a history  and  does  a physical  examination 
and  draws  blood,  after  which  she  administers  an  injec- 
tion of  a hormone  and  a diuretic  plus  B12.  The  physi- 
cian was  seen  by  the  complaining  patient  only  once  for 
about  five  minutes,  and  then  never  again  during  the 
“course  of  treatment.”  Action  is  awaited. 

7.  In  Long  Island,  several  nurse  practitioners  set  up 
private  offices  (in  two  different  locations)  for  indepen- 
dent private  practice.  Apparently,  one  office  has  since 
closed  but  no  news  is  available  about  the  other  as  yet. 
The  State  Education  Department  has  been  apprised  of 
these. 


8.  In  New  York  City  a complaint  was  forwarded  to 
the  Division  of  Professional  Conduct.  A report  had 
been  received  that  at  a New  York  Telephone  Company, 
Medical  Department  Office,  a full  employment  physical 
was  being  done  by  a nurse  on  employees,  who  stated 
that  at  no  time  did  they  see  a doctor.  There  is  a danger 
here  as  to  what  may  be  allegedly  diagnosed  or  missed. 
The  reply  that,  if  anything  is  found,  a physician  is  ad- 
vised, is  meaningless  because  something  incipient  may 
not  be  found  until  it  is  too  late. 

9.  More  recently,  in  another  Upstate  hospital,  in  a de- 
sire to  comply  with  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  (which  requires  a policy  statement  in 
the  hospital  bylaws  on  problems  of  nurse  staff  commu- 
nications vis-a-vis  medical  staff  procedures),  advice  was 
requested  on  about  twenty  inhospital  procedures,  and 
the  advisability  or  propriety  of  permitting  or  delegating 
the  particular  functions  to  the  nursing  staff,  seven  items 
of  which  the  latter  had  intimated  a desire  to  function  in- 
dependently, without  prior  permission  or  order  of  the 
attending  physician.  The  committee  met  August  7, 
1974  on  this  request,  and  after  discussion,  notified  the 
hospitals  (through  the  Council)  of  their  opinion  that,  in 
essence,  disapproved  of  most  of  the  procedures  which 
carried  possible  threats  or  complications. 

10.  One  Upstate  committee-man  brought  news  from 
his  hospital,  which  had  been  attempting  to  utilize  grad- 
uates of  the  two-year  programs  (as  fully  paid  RN’s)  who 
were  so  inadequate  that  the  hospital  was  about  to  stop 
employing  them.  He  brought  a request  for  an  inquiry 
to  the  State  Education  Department  suggesting  that  an 
“internship”  be  required  for  one  year  before  conferring 
an  RN.  This  has  been  transmitted  to  the  State  Educa- 
tion Department  (Jackson  Riddle,  M.D.,)  who  has  re- 
sponded that  the  correspondence  has  been  forwarded  to 
Dr.  Mildred  Schmidt  of  the  Nursing  Division,  from 
whom  a reply  is  being  awaited. 

11.  The  mounting  question  now  is  the  continuing 
thrust  of  some  elements  of  nursing  to  act  independently 
without  supervision,  and  some  of  the  foregoing  indicates 
areas  of  action  where  the  law,  in  effect,  is  being  tested. 

12.  Communication  between  the  ANA  and  members 
of  Congress,  particularly  the  Ways  and  Means  Commit- 
tee, reflect  the  thrust  via  “nursing  cooperation”  in  the 
delivery  of  health  care  where  “the  ANA  continues  its  ef- 
forts to  secure  a national  health  insurance  program  that 
guarantees  provision  of  a full  range  of  comprehensive 
health  services  that  are  not  necessarily  dependent  on 
physicians.”  While  this  lends  itself  to  varied  interpre- 
tation, it  does  skirt  the  issues  evident  in  the  efforts  to 
preempt  the  Nurse  Practice  Act  and  permit  what  might 
be,  in  effect,  the  legal  practice  of  medicine.  The  propa- 
ganda has  even  been  taken  to  newspapers  with  exagger- 
ated statements  by  interviewing  columnists  that  can  be 
misleading  to  the  public  which  is  not  aware  of  the  facts. 

13.  The  gradual  but  consistent  closure  of  three-year 
hospital  schools — the  chief  source  of  the  well  trained 
nurses  with  in-depth  clinical  experience  continues.  In 
the  last  ten  years,  47  hospital  programs  have  been  elimi- 
nated in  New  York  State  alone,  and  while  statistics  were 
not  available  at  this  time  for  all  the  47  schools  in  the  full 
ten-year  period — in  the  last  three  years,  excluding  the 
graduating  class  of  a special  policemen's  and  firemen’s 
program  of  84  students,  the  last  class  graduated  343  stu- 
dents (the  five  year  average  was  305) — which  reflects 
losses  of  only  11  schools — many  top-notch  well  estab- 
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lished  institutions.  One  can  imagine  how  many  stu- 
dents are  lost  in  the  47  schools  closed  in  the  last  ten 
years  if  one  realizes  that  in  only  11  schools  over  300 
nurses  are  lost  each  year,  and  the  need  for  nurses  grows 
steadily.  Some  programs  have  been  replaced  by  the 
two-year  Associate  Degree  programs,  but  these  nurses, 
although  willing  and  anxious,  are  not  clinically  equiva- 
lent (as  noted  in  Paragraph  10,  above)  and  even  the 
Nurses  Associations  state  that  they  are  not  professional 
nurses — but  technical  nurses. 

14.  Peculiarly,  there  is  an  apparent  split  between  the 
National  League  for  Nursing  and  the  American  Nursing 
Association  as  to  which  will  accredit  Nursing  Schools  . . . 
with  the  delegates  of  the  latter  urging  that  they  “move 
with  all  deliberate  speed  to  establish  a system  of  accred- 
itation of  continuing  education  programs  in  nursing” 
and  to  move  “just  as  expeditiously  to  examine  the  feasi- 
bility of  accreditation  of  basic  and  graduate  programs.” 
The  NLN  pledged  that  it  “will  not  relinquish  its  role  in 
the  accreditation  of  nursing  education  programs.”  And 
meanwhile  “Rome  burns”  as  more  and  more  good  pro- 
grams, that  have  supplied  thousands  of  good  nurses,  are 
closed  and  replaced  by  obviously  inadequate  programs. 

15.  As  noted  in  a report  to  the  Council,  there  is  an  in- 

creasing attempt  by  nonmedical  people,  paramedical 
and  other  incompletely  trained  people,  to  act  indepen- 
dently beyond  legal  and  professional  scope,  with  the  po- 
tential hazards  being:  increased  malpractice  dangers; 

breach  of  confidentiality;  practice  of  medicine  by  non- 
physicians; unethical  practices;  technical  errors  by  in- 
completely trained  people;  and  dangers  to  patients 
through  allegedly  definitive  employment  and  insurance 
examinations  by  unknowledgeable  individuals  who  are 
not  really  aware  that  they  are  not  knowledgeable.  Em- 
ployment and  insurance  may  be  denied,  and  health  risks 
may  increase  by  the  false  security  of  alleged  “good 
health”  where  minimal  or  insidious  clues  are  missed,  or 
a proper  history  is  not  obtained. 

16.  Nursing  is  an  important  field.  It  should  not  be 
misused,  and,  it  should  be  subject  to  the  same  safe- 
guards that  are  exercised  in  medicine.  Years  ago,  Flex- 
ner  closed  medical  schools  that  produced  incompletely 
prepared  physicians,  now  there  is  the  thrust  to  undo  this 
through  the  back  door,  by  sincere  but  possibly  misguid- 
ed proponents  of  the  “independent  action”  groups.  Pe- 
culiarly, medicine,  through  the  years,  has  seen  the  need 
for  bedside  teaching  and  brought  the  students  closer 
and  closer  to  the  patient  (with  clinical  exposure  in  the 
first  year).  Nursing  has  been  taking  the  student  further 
and  further  from  the  patient.  There  is  no  substitute  for 
the  bedside  “classroom”;  learning  comes  from  doing,  not 
by  memorization  of  the  printed  page  or  notes. 

The  current  events  need  attention  and  cooperation. 

Respectfully  submitted, 

Lester  J.  Candela,  M.D.,  Chairman 

Resolution  75-32,  Recognition  of  the  Medical  So- 
ciety of  the  State  of  New  York  as  Accredited  Orga- 
nization by  AM  A for  Continuing  Medical  Education 
Activities  in  New  York  State 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

Whereas,  Educational  activities  that  are  part  of  a 

planned  program  of  Continuing  Medical  Education 


qualify  for  credit  by  the  American  Medical  Associa- 
tion; and 

Whereas,  Such  program  must  be  sponsored  by  an 
accredited  organization  that  has  been  accredited  for 
its  Continuing  Medical  Education  activities  by  the 
Council  on  Medical  Education  of  the  American  Medi- 
cal Association;  and 

Whereas,  Physicians  in  New  York  State  are  de- 
prived of  the  right  to  receive  credit  for  Continuing 
Medical  Education  activities  in  locally-oriented 
planned  programs  because  the  Medical  Society  of  the 
State  of  New  York  is  not  an  accredited  organization  of 
the  American  Medical  Association;  now  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  immediate  action  to  be  recognized  by 
the  Council  on  Medical  Education  of  the  American 
Medical  Association  as  a certifying  organization  for 
Continuing  Medical  Education  activities  in  New  York 
State. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chariman. 

The  reference  committee  recommends  approval  of 
Resolution  75-32. 

The  House  voted  to  adopt  Resolution  75-32. 

Resolution  75-77,  Continuing  Education 
Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  medical  profession  as  a whole  has 
mainfested  a high  degree  of  competence  and  integrity 
in  the  care  of  patients;  and 

Whereas,  As  in  every  walk  of  life,  there  are  a por- 
tion of  incompetents  and  dishonest  persons;  and 
Whereas,  The  proportion  is  no  higher  and  probably 
less  than  others  in  the  medical  profession,  and 

Whereas,  It  is  the  American  way  of  life  to  relate  to 
each  other  on  the  basis  that  we  are  innocent  until 
events  in  the  normal  course  of  interchange  indicate 
some  gross  incompetency  or  unethicalness  which  must 
subsequently  be  proven;  and 

Whereas,  It  is  the  American  way  of  life  to  suffer 
the  fraction  of  incompetents  and  dishonest  and  even 
criminal  rather  than  impose  the  far  greater  suffering 
of  the  police  state  it  would  take  to  catch  them;  and 
Whereas,  The  Nassau  County  Medical  Society,  if 
the  Medical  Society  of  the  State  of  New  York,  or  the 
American  Medical  Association,  or  any  specialty  soci- 
ety chooses  any  of  the  above  forms  of  compulsory  con- 
tinuing education  as  a condition  of  continued  mem- 
bership or  licensure,  will  advocate  that  the  physicians 
of  this  County  resign  their  membership  in  such  so- 
cieties and  as  a group  practice  without  a license  in  this 
county  with  the  full  realization  that  no  governmental 
agency  will  be  responsible  for  jailing  all  the  physicians 
of  this  State;  therefore  be  it 

Resolved,  That  The  Medical  Society  of  the  State 
of  New  York  advocate  the  re-establishment  of  rela- 
tions between  the  public  and  the  medical  profession 
and  between  the  profession  and  aprofessionals 
through  voluntary  continuing  education;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  if  some  form  of  compulsory  continuing  ed- 
ucation is  imposed  on  our  physician  members,  advo- 
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cate  that  the  continuing  education  be  monitored 
through: 

a.  Attendance  at  course  approved  by  the  local 
county  medical  society; 

b.  Attendance  at  course  approved  by  the  State 
Medical  Society; 

c.  Attendance  at  courses  approved  by  the  Ameri- 
can Medical  Association; 

d.  Written  exam  every  ten  years; 

e.  Oral  exam  every  ten  years; 

f.  Clinical  case  handling  every  ten  years; 

g.  Review  of  the  cases  in  the  physicians  actual 
practice  every  ten  years, 

h.  Inspection  of  the  physicians  handling  of  his  ac- 
tual cases  while  he  is  treating  them  every  ten 
years;  and  be  it  further 

Resolved,  That  this  resolution  be  presented  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion at  its  next  meeting. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

While  your  reference  committee  approves  of  the  con- 
cept of  continuing  education  expressed  in  this  resolu- 
tion, we  disapprove  of  its  delineation  of  methodology, 
Our  recommendations  have  already  been  stated  in  your 
committee’s  report. 

The  committee  recommends  disapproval  of  Resolu- 
tion 75-77. 

The  House  voted  to  not  adopt  Resolution  75-77 

Resolution  75-78,  Continuing  Voluntary  Educa- 
tion 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  government  is  making  increasing  ef- 
forts to  control  medicine;  and 

Whereas,  Relicensure  and  recertification  are  being 
used  already  by  some  government  entities  to  effect  his 
control;  and 

Whereas,  All  indications  are  that  the  profession  it- 
self evaluates  that  better  patient  care  can  be  done  by 
a free  profession  rather  than  one  regimented  by  gov- 
ernment; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  current  licensure  and  certifica- 
tion practices  of  the  profession  as  the  best  method  for 
insuring  the  highest  quality  of  medical  care  through  a 
free  profession;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  all  Medical  organizations  and  institu- 
tions to  promote  professional  advancement  through 
continuing  voluntary  education;  and  be  it  further 
Resolved,  That  this  resolution  be  presented  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion at  its  next  meeting. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

While  your  reference  committee  approves  of  the  con- 
cept of  continuing  education  expressed  in  this  resolu- 
tion, we  disapprove  of  its  delineation  of  methodology. 


Our  recommendations  have  already  been  stated  in  our 
report.  The  Committee  recommends  disapproval  of 
Resolution  75-78. 

The  House,  after  discussion,  voted  to  adopt  Res- 
olution 75-78. 

Resolution  75-80,  Physician  Recertification 
Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  basic  concept  of  recertification  and 
relicensure  of  physicians  is  repugnant  to  physicians 
and  without  precedent  in  other  professions;  and 
Whereas,  Acceptance  by  the  Medical  Society  of  the 
State  of  New  York  would  tend  to  encourage  legislative 
bodies  to  incorporate  such  a requirement  into  law; 
and 

Whereas,  Studious  pursuit  of  the  medical  literature 
cannot  be  documented  in  a manner  commensurate 
with  that  of  attendance  at  courses  and  meetings  pur- 
porting to  provide  education,  although  both  are  valu- 
able sources  of  knowledge  and  information;  and 

Whereas,  The  requirement  of  recertification  based 
upon  accredited  courses  and  meetings  might  tend  to 
encourage  the  establishment  of  an  oppressive  and  ex- 
pensive new  “industry,”  inflicting  unusual  cost  of 
money  and  time  upon  the  physician  required  to  be  re- 
certified; and 

Whereas,  Knowledge  alone  is  merely  one  element 
in  the  equation  of  competence;  interest,  capacity  for 
application  of  effort  and  logic  being  of  paramount  im- 
portance; and 

Whereas,  Qualifying  examinations  are  ineffective 
means  of  measuring  or  assuring  competence;  and 
Whereas,  Competence  can  be  measured  by  perfor- 
mance, and  performance  alone;  and 

Whereas,  Performance  as  determined  by  peer  re- 
view or  other  means  can  only  measure  deficiencies 
and  can  therefore  only  disqualify  rather  than  qualify 
(recertify);  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reject  any  and  all  statements  of  opinion  or 
policy,  and  resolutions  which  directly,  or  by  implica- 
tion, might  give  encouragement  to  the  acceptance  or 
support  of  the  concept  of  recertification,  voluntary  or 
imposed  by  legislation;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  means  and  methods  implemented 
through  the  voluntary  efforts  of  the  medical  profes- 
sion, to  assist  each  individual  physician  and  group  of 
physicians  in  the  appraisal  of  their  knowledge,  and  to 
encourage  by  all  available  means  the  necessary  learn- 
ing and  education. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Since  physician  recertification  is  a function  of  the  var- 
ious Specialty  Boards,  it  is  not  in  the  province  of  this 
reference  committee,  we  therefore  recommend  disap- 
proval of  this  resolution. 

The  committee  recommends  disapproval  of  Resolu- 
tion 75-80. 

The  House  voted  to  not  adopt  Resolution  75-80. 
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Resolution  75-93,  Recertification  (Continuing 
Education  and  Assessment  of  Performance) 
Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  at  their  Annual 
Meeting  in  1974  passed  a resolution  favoring  recertifi- 
cation of  the  physicians  of  New  York  State  by  con- 
tinuing education  and  assessment  of  performance; 
and 

Whereas,  Methods  of  assessment  of  performance 
were  not  defined  and  allow  broad  scope  of  surveil- 
lance of  physicians’  professional  duties;  and 

Whereas,  Such  methods  directly  concern  the  right 
to  practice  of  every  physician;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  conduct  a referendum  to  determine  wheth- 
er the  physicians  favor  recertification  based  on  con- 
tinuing education  and  assessment  of  performance; 
and  be  it  further 

Resolved,  That  the  wording  of  the  referendum  be 
agreeable  to  a committee  composed  of  those  who  are 
known  to  favor  and  those  known  to  be  against  recerti- 
fication based  on  the  provisions  of  the  resolution  of 
the  House  of  Delegates  of  1974. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Since  physician  recertification  is  a function  of  the  var- 
ious Specialty  Boards,  it  is  not  in  the  province  of  this 
committee  and  therefore  the  committee  recommends 
disapproval  of  resolution  75-93. 

The  House  voted  to  not  adopt  Resolution  75-93. 

Resolution  75-13,  Appointment  of  Ad  Hoc  Com- 
mittee to  Study  Training,  etc.,  of  Physicians’  Assis- 
tants 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  The  growing  complexities  involved  in  the 
delivery  of  health  care  render  it  advisable  to  employ  a 
team  approach;  and 

Whereas,  Physicians’  Assistants  are  new  categories 
of  individuals  who  will  be  responsible  for  medical 
treatment;  and 

Whereas,  Physicians’  Assistants  will  have  special- 
ized training  and  will  in  the  future  be  licensed  to  treat 
patients  under  the  aegis  of  a Doctor  of  Medicine;  and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  should  be  involved  in  the  scope  of  training  and 
certification  of  Physicians’  Assistants;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appoint  an  Ad  Hoc  Committee  to  study  the 
training,  possible  certification  and  status  in  the  Soci- 
ety, of  Physicians’  Assistants,  and  make  appropriate 
recommendations  for  action  by  the  Medical  Society  of 
the  State  of  New  York. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

It  becomes  evident  that  all  paramedical  personnel  re- 
quire strict  supervision  by  the  medical  profession  to  per- 
form effectively  and  to  maintain  our  high  standards  of 
quality  patient  care.  We  recommend  approval  of  this 


resolution  with  referral  to  the  Committee  on  Health 
Manpower,  for  the  development  of  guidelines  in  order  to 
make  appropriate  recommendations  to  the  appropriate 
State  agencies. 

The  committee  recommends  approval  of  Resolution 
75-13. 

The  House,  after  discussion,  amended  the  Resolved 
portion  of  this  resolution  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  study  the  training,  possible  certification,  and 
status  in  the  Society  of  Physicians’  Assistants,  and  make 
appropriate  recommendations  for  action. 

The  House  voted  to  refer  resolution  75-13,  as 
amended,  to  the  Committee  on  Health  Manpower. 

Resolution  75-16,  Physicians’  Assistants  Pro- 
grams in  Hospitals 

Introduced  by  Medical  Society  of  the  County  of  Kings 
Whereas,  Hospital  staff  physicians  have  had  long 
experience  in  training  programs  for  interns,  residents, 
nurses,  and  others,  and  this  experience  has  taught  the 
prudence  of  careful  supervision  on  a limited  scale  in 
any  new  program;  and 

Whereas,  The  supervision  of  physicians’  assistants 
offers  problems  of  greater  complexity  than  any  previ- 
ous training  program;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  each  physician  supervise  not 
more  than  one  physician’s  assistant,  in  or  out  of  the 
hospital,  and  that  the  State  Health  Department  and 
all  other  appropriate  government  representatives  be 
so  advised,  and  urged  to  make  this  an  official  ruling; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  American  Medical  Association  to 
take  similar  action. 

Resolution  75-41,  Establishment  of  a State  Advisory 
Committee  on  Education  For  the  Allied  Health  Pro- 
fessions and  Services 

Introduced  by  Asa  P.  Ruskin,  M.D*.,  Delegate,  Section 
on  Physical  Medicine  and  Rehabilitation 

Whereas,  A great  many  para-medical  professions 
and  services  have  developed  in  recent  years;  and 

Whereas,  The  exact  scope  of  practice  of  these  pro- 
fessions and  services  is  sometimes  ill-defined;  and 
Whereas,  The  levels  of  education  and  preparation 
for  the  practice  of  these  professions  and  services  is 
frequently  poorly  constructed;  and 

Whereas,  All  of  these  professions  and  services  are 
subject  to  the  New  York  State  Education  Laws;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  an  Advisory  Committee  on  Edu- 
cation for  the  Allied  Health  Professions  and  Services, 
with  a view  to  establishing  liaison  and  acting  in  an  ad- 
visory capacity  to  the  New  York  State  Department  of 
Education  and  Licenses. 

Resolution  75-45,  Legislation  Restricting  the  Use 
of  Physicians’  Assistants  Singling  Out  One  Particu- 
lar Medical  Specialty 

Introduced  by  Francis  J.  Gilroy,  M.D.,  Delegate,  Section 
on  Ophthalmology 

Whereas,  There  has  been  a trend  in  some  states  to 
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restrict  the  use  of  assistants  by  ophthalmologists 
while  permitting  the  use  of  physicians’  assistants  to 
other  physicians;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  any  legislation  which  will  restrict  or 
interfere  with  the  use  of  physicians’  assistants  in  any 
way  that  singles  out  one  particular  medical  specialty. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Resolutions  75-16,  75-41,  and  75-45  were  considered 
together  along  with  75-13,  and  as  stated  in  the  com- 
mittee’s report  after  75-13,  it  has  become  evident  that 
all  paramedical  personnel  require  strict  supervision  by 
the  medical  profession.  We  recommend  approval  of  all 
these  resolutions  with  referral  to  the  Committee  on 
Health  Manpower,  for  the  development  of  guidelines  in 
order  to  make  appropriate  recommendations  to  the  ap- 
propriate State  agencies. 

The  House,  after  discussion,  voted  to  refer  Res- 
olutions 75-16,  75-41,  and  75-45  to  the  Committee 
on  Health  Manpower. 

Resolution  75-14,  Physician’s  Occupational  Title 
Introduced  by  Tioga  County  Medical  Society 

Whereas,  The  physicians  who  serve  the  medical 
needs  of  the  people  of  the  State  of  New  York  are 
graduates  of  hundreds  of  separate  medical  schools 
throughout  the  world;  and 

Whereas,  There  exists  a lack  of  uniformity  in  the 
exact  degree  granted  upon  satisfactory  completion  of 
medical  education;  and 

Whereas,  Every  physician  licensed  to  practice  med- 
icine and  surgery  in  the  State  of  New  York  has  been 
found  duly  qualified,  after  having  given  satisfactory 
evidence  of  medical  education  to  the  State  Education 
Department;  and 

Whereas,  It  is  essential  that  a standard,  or  univer- 
sal designation  be  identifiable  by  the  public  as  indi- 
cating a fully  qualified  physician;  and 

Whereas,  The  letters  “M.D.”  as  a suffix  are  most 
commonly  used  for  this  purpose  and  are  widely  recog- 
nized as  an  occupational  title;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  any  person  licensed  to  practice 
medicine  and  surgery  in  the  State  of  New  York  shall 
be  authorized  to  describe  himself  as  a “doctor  of  med- 
icine” and  use  the  suffix  “M.D.”  which  shall  be 
deemed  to  describe  the  person’s  occupation;  and  be  it 
further 

Resolved,  That  those  physicians  who  elect  to  use 
such  designation  shall  make  use  of  no  other  profes- 
sional degrees  or  designations  other  than  a designa- 
tion of  a specialty  board  or  society  recognized  by  the 
American  Medical  Association;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  induce  the  State  Education  Department  to 
follow  such  policy  with  regard  to  members  of  the 
MSSNY. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 


The  committee  recommends  disapproval  of  Resolu- 
tions 75-14. 

The  House,  after  discussion,  voted  to  not  adopt 
Resolution  75-14. 

Resolution  75-69,  Use  of  M.D.  Designation  by 
Qualified  Osteopathic  Physicians 
Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  admits  doctors  of  osteopathy  into  its  member- 
ship; and 

Whereas,  The  New  York  State  examination  given 
to  M.D.’s  and  D.O.’s  is  identical;  and 

Whereas,  Candidates  from  other  countries  may 
present  themselves  for  the  same  examination  with  a 
MBBS  degree  and  then  upon  satisfactory  completion 
of  the  examination  practice  with  the  title  “M.D.”; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  enactment  of  legislation  that  would 
permit  osteopathic  physicians  who  qualify  for  unre- 
stricted licenses  to  practice  medicine  and  surgery  to 
use  the  title  “M.D.” 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Your  committee  recommends  disapproval  of  resolu- 
tion 75-69. 

The  House  voted  to  not  adopt  Resolution  75-69. 

Resolution  75-15,  Medical  Speakers  Bureau  for 
County  Medical  Societies 

Introduced  by  Medical  Society  of  the  County  of  Chau- 
tauqua 

Whereas,  Continuing  education  has  become  a nec- 
essary part  of  a physician’s  practice;  and 

Whereas,  In  fact,  it  may  soon  be  mandatory  in  New 
York  State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  steps  to  set  up  a medical  speakers  bu- 
reau for  use  by  county  medical  societies,  and  that  it 
undertake  other  projects  which  will  enhance  the  phy- 
sician’s learning  process  at  the  county  society  level. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

The  committee  recommends  approval  of  Resolution 
75-15  with  referral  to  the  Committee  on  Continuing  Ed- 
ucation which  we  have  just  funded. 

The  House  voted  to  adopt  resolution  75-15  with 
referral  to  Committee  on  Continuing  (Postgradu- 
ate) Education. 

75-37,  Quick  Reference  Guide  on  Health  Issues 
Introduced  by  Suffolk  County  Medical  Society 

Whereas,  It  is  extremely  important  for  every  mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
to  be  kept  apprised  of  the  policies  and  philosophies  of 
MSSNY  where  health  issues  are  concerned;  therefore 
be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  prepare  a quick  reference  guide  to  the  poli- 
cies, philosophies,  and  public  statements  of  MSSNY 
relevant  to  health  issues;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  update  this  quick  reference  guide  as  those 
policies  and  philosophies  change;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  distribute  this  quick  reference  guide  to 
every  county  medical  society  and  its  officers  as  well  as 
to  the  officers,  councilors  and  staff  of  MSSNY. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

The  committee  recommends  approval  of  Resolution 
75-37  in  principle  and  recommends  its  referral  to  the 
Council  for  implementation. 

The  House,  after  discussion,  voted  to  adopt  Res- 
olution 75-37. 

Resolution  75-38,  Consolidation  of  Schools  of 
Nursing 

Introduced  by  Irving  Cramer,  M.D.,  Delegate,  Section 
on  Surgery 

Whereas,  The  schools  of  nursing  operated  by  the 
Department  of  Mental  Hygiene  of  the  State  of  New 
York  have  been  functioning  efficiently  for  at  least 
twenty-five  years;  and 

Whereas,  There  continues  to  be  a shortage  of  good 
nursing  professionals;  and 

Whereas,  The  impact  of  these  closings  were  partic- 
ularly hard  in  the  Central  New  York  area  both  profes- 
sionally and  economically;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  schools  of  nursing  operated  by 
the  Department  of  Mental  Hygiene  of  the  State  of 
New  York  not  be  closed,  but  be  consolidated  where 
possible  in  the  interests  of  economy. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Your  reference  committee  was  unanimous  in  feeling 
that  the  schools  of  nursing  operated  by  the  Department 
of  Mental  Hygiene,  as  well  as  the  diploma  schools,  have 
made  a tremendous  contribution  and  are  a continuing 
asset  in  complete  patient  care. 

The  committee  recommends  approval  of  Resolution 
75-38. 

The  House  voted  to  adopt  Resolution  75-38. 

Resolution  75-46,  Definition  of  Optometry 

Introduced  by  Francis  J.  Gilroy,  M.D.,  Delegate,  Section 
on  Ophthalmology 

Whereas,  There  has  been  legislation  in  other  states 
designed  to  broaden  the  scope  of  optometry  beyond 
its  basic  intent,  abilities  and  training;  and 

Whereas,  An  optometrist  under  New  York  Statute 
is  a limited  non-medical  practitioner  with  no  qualifi- 
cations to  enter  into  the  diagnosis  or  treatment  of  dis- 
ease; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  any  legislation  that  would  broaden 
the  scope  of  the  definition  of  optometry  under  New 
York  State  Law. 


Report  of  Reference  Committee  on  Education  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

The  committee  recommends  approval  of  resolution 
75-46. 

The  House  voted  to  adopt  Resolution  75-46. 

Resolution  75-55,  Statewide  Educational  Pro- 
gram in  Clinical  Use  of  Computing 

Introduced  by  Medical  Society  of  the  County  of  Erie 

Whereas,  Modern  information  sciences  combined 
with  electronic  data  processing  technology  has  the 
proven  potential  to  increase  efficiency  and  upgrade 
medical  decisions;  and 

Whereas,  Scientifically  sound,  efficient  evaluation 
of  clinical  care  necessitates  the  use  of  modern  infor- 
mation handling  methods  and  electronic  data  process- 
ing technology;  and 

Whereas,  Effective  interfacing  with  an  electronic 
data  system  requires  good  insight  and  understanding 
of  the  benefits  and  risks  of  the  technology;  and 

Whereas,  Most  physicians  lack  the  necessary  basic 
training  in  those  methods  and  techniques  which  are 
crucial  for  successful  use  of  information  processing 
technology,  such  as  designing  the  format,  content  and 
style  of  computer-compatible  clinical  records,  coding 
for  accurate  and  specific  transformation  of  clinical 
statements,  requirements  for  computer  programs  to 
store,  process  and  retrieve  clinical  data,  ways  to  pro- 
tect the  integrity  of  the  information  and  control  the 
release  of  sensitive  data  only  to  the  authorized  user; 
and 

Whereas,  Clinical  computing  will  not  become  a reli- 
able, trusted  tool  of  clinical  medicine  until  an  ade- 
quate pool  of  physicians  and  allied  health  profession- 
als receive  basic  training  in  clinical  computing;  and 
Whereas,  Ethical  health  information  systems  will 
require  a staff  of  physicians,  computer  and  informa- 
tion scientists,  and  various  allied  health  professionals 
all  specially  trained  in  clinical  computing,  with  prov- 
en integrity  and  with  extensive  training  in  safe,  ethi- 
cal handling  of  sensitive  medical  information;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  assume  visible  leadership  in  the  training  of 
a sufficient  pool  of  physicians,  dentists,  nurses,  hospi- 
tal administrators,  information  and  computer  scien- 
tists, pharmacists,  health  care  planners,  medical  rec- 
ord administrators,  and  other  allied  health  profes- 
sionals. The  basic  training  should  be  adequate  to  ef- 
fectively interface  with  electronic  information  pro- 
cessing technology,  both  as  data  providers  and  as 
users  of  information;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  its  physicians,  but  in  particu- 
lar those  physicians  who  are  in  key  positions  in  hospi- 
tals, in  health  care  related  agencies,  and  in  education, 
to  attend  a clinically  oriented  basic  course  in  clinical 
computing.  (In  the  near  future,  perhaps  it  should  be- 
come a prerequisite  for  such  key  positions  to  be  famil- 
iar with  the  fundamentals  of  information  sciences  and 
clinical  computing,  so  that  clinical  medicine  can  be  re- 
sponsibly interfaced  with  information  processing 
technology);  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  in  the  State  of  New  York,  medi- 
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cal  schools,  dental  schools,  schools  of  nursing,  and 
schools  for  allied  health  professions  include  in  the  es- 
sential curriculum  the  fundamentals  of  clinical  use  of 
computing;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  create  a multidisciplinary  task  force,  fund- 
ed in  the  amount  up  to  $5,000,  for  secretarial  help, 
telephone  and  travel  expenses  to  hold  group  confer- 
ence meetings  with  educators,  and  authorized  to  di- 
rect and  supervise  a Statewide  educational  program 
with  the  specific  objective  of  closing  the  gap  between 
clinical  medicine  and  information  processing  technol- 
ogy- 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

The  committee  recommends  approval  of  Resolution 
75-55,  with  the  deletion  of  the  fourth  resolved,  and  re- 
ferral to  the  Committee  on  Continuing  Education. 

The  House,  after  discussion,  referred  Resolu- 
tion 75-55,  as  amended  by  the  deletion  of  the 
fourth  resolved,  to  the  Committee  on  Data  Pro- 
cessing. 

Resolution  75-60,  Professional  Registration  Fees 
Introduced  by  Medical  Society  of  the  County  of  Ulster 
Whereas,  Most  professions  in  New  York  State,  in- 
cluding physicians,  dentists,  nurses,  etc.  are  required 
by  regulations  of  the  State  Education  Law  to  periodi- 
cally register  with  the  Education  Department  and  to 
also  pay  periodic  registration  fees;  and 

Whereas,  Members  of  the  legal  profession  in  New 
York  State  are  not  required  to  so  periodically  register 
and  pay  registration  fees;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  direct  its  General  Counsel  to  investigate 
why  members  of  the  legal  profession  in  New  York 
State  are  not  required  to  periodically  register  and  pay 
registration  fees  in  order  to  determine  whether  or  not 
the  portion  of  the  State  Education  Law  requiring  reg- 
istration by  most  professions  in  New  York  State  is 
discriminatory  in  favor  of  the  legal  profession. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Your  reference  committee  feels  that  the  subject  of 
this  resolution  is  not  the  prerogative  of  the  Medical  So- 
ciety of  the  State  of  New  York  and  therefore,  we  recom- 
mend disapproval  of  Resolution  75-60. 

The  House,  after  discussion,  voted  to  not  adopt 
Resolution  75-60. 

Resolution  75-76,  Regimenting  and  Socializing 
Medicine 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  It  was  recently  attempted  to  pass  a law 
that  would  make  medicine,  in  essence,  a public  utility; 
and 

Whereas,  The  American  Medical  Association  was 
not  able  to  halt  this  movement  and  25%  of  the  admit- 
ting class  to  medical  schools  will  be  conscripted  to 
serve  in  areas  designated  by  the  government;  and 
Whereas,  The  tactics  used  to  date  have  been  result- 
ing in  an  increasing  rate  of  regimenting  and  socializ- 
ing the  profession;  and 


Whereas,  This  indicates  the  clear  need  to  put  our 
foot  down  now  or  forever  hold  our  peace;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  all  medical  schools  refrain 
from  complying  with  the  law  that  would  make  medi- 
cine, in  essence,  a public  utility;  and  be  it  further 

Resolved,  That  MSSNY  offer  to  all  medical 
schools  support  in  any  legal  test  they  may  choose  to 
make  regarding  the  constitutionality  of  this  conscrip- 
tion; and  be  it  further 

Resolved,  That  MSSNY  will  also  instruct  dele- 
gates to  the  AMA  to  introduce  a similar  resolution  in 
the  AMA  House  of  Delegates. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

This  resolution  is  predicated  on  proposed  national 
legislation  which  has  not  yet  been  enacted.  The  com- 
mittee recommends  disapproval  of  Resolution  75-76  on 
this  basis. 

The  House,  after  discussion,  amended  this  reso- 
lution by  the  deletion  of  the  resolveds,  and  the 
substitution  of  the  following  resolved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  and  oppose  any  Federal  or  State 
legislation  which  is  proposed  of  a “utility  type”  for  the 
control  of  the  practice  of  medicine  and  further  that  we 
support  the  action  of  the  AMA  in  opposing  such  legisla- 
tion on  a Federal  level. 

The  House  voted  to  adopt  Resolution  75-76  as 
amended. 

Resolution  75-107,  Service  vs.  Education  in  Medi- 
cal Education 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  With  the  progression  of  medical  educa- 
tion, medical  students  have  had  more  clinical  expo- 
sure and  responsibility;  and 

Whereas,  These  patient  care  responsibilities,  by 
their  nature,  demand  more  study  time;  and 

Whereas,  It  is  these  responsibilities  that  serve  as 
the  foundation  of  the  student’s  clinical  education  ex- 
perience; and 

Whereas,  At  the  same  time  the  student  is  given 
these  patient  care  responsibilities,  he  is  required  often 
to  render  a significant  amount  of  patient  services  (pa- 
tient services  being  defined  as  starting  IV’s,  drawing 
blood,  doing  EKG’s,  putting  in  Foley  catheters,  etc); 
and 

Whereas,  It  is  recognized  that  a certain  amount  of 
service  is  necessary  to  instill  certain  procedural  tech- 
niques; and 

Whereas,  When  these  services  are  done,  time  after 
time,  such  repetition  no  longer  serves  to  educate  the 
student,  but  rather  is  an  infringement  upon  the  medi- 
cal student’s  educational  time;  therefore  be  it 

Resolved,  That,  recognizing  that  a certain  amount 
of  service  is  necessary,  in  order  to  instill  certain  proce- 
dural techniques,  the  Medical  Society  of  the  State  of 
New  York  go  on  record  in  support  of  medical  school 
training  that  is  educational  in  nature;  and  be  it  fur- 
ther 

Resolved,  That,  to  further  this  goal  of  educational 
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type  training,  when  service  by  the  medical  student  be- 
comes repetitious  and  no  longer  serves  to  educate  the 
student  but  rather  is  an  infringement  upon  the  stu- 
dent’s educational  time,  such  service  should  no  longer 
be  demanded  of  medical  students  and  should  be  con- 
demned; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  House  of  Delegates  charge  its  Committee 
on  Education  to  study  the  question  of  service  time  vs. 
education  time  of  medical  students,  how  a medical 
student’s  time  may  be  most  efficiently  utilized  and 
how  to  insure  that  medical  student  service  does  not 
replace  basic  services  that  should  be  provided  by  paid 
personnel,  and  report  back  to  the  House  of  Delegates 
of  the  1976  Annual  Convention. 

Resolution  75-110,  Effective  Teaching  in  Medical 
School 

Introduced  by  David  Katz,  as  an  Individual 

Whereas,  In  accordance  with  the  recently  approved 
document,  Functions  and  Structure  of  a Medical 
School,  the  principle  responsibility  of  the  medical 
school  is  to  provide  its  students  with  the  opportunity 
to  acquire  a sound  basic  education  in  medicine;  and 
Whereas,  There  is  considerable  opinion  among  stu- 
dents that  there  are  many  teachers  in  both  the  basic 
sciences  and  in  clinical  medicine  whose  abilities  as 
teachers  fall  far  short  of  student  expectations;  and 
Whereas,  Such  shortcomings  in  educational  ability 
and  methodology  are  frequently  overlooked  in  lieu  of 
an  instructor’s  contributions  to  research;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  through  its  influence  on  the  accreditation 
process,  address  the  question  of  teacher  preparation 
in  order  to  insure  teaching  effectiveness.  Such  ele- 
ments as  adequate  and  appropriate  training  in  the 
area  of  curriculum  design  and  teaching  techniques 
should  be  required  of  medical  schools  in  fulfilling 
their  responsibilities  to  provide  students  a sound 
basic  education  in  medicine. 

Resolution  75-112,  Recommendation  to  Medical 
Schools  and  Hospitals  Limiting  the  Maximum  on- 
call  Period  for  Medical  Students  to  24  Hours 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  Requiring  medical  students  to  work  ex- 
tended shifts  of  more  than  24  hours  results  in  de- 
creased judgmental  capacity,  reducing  the  quality  of 
health  care  which  these  persons  provide;  and 

Whereas,  These  extended  shifts  decrease  the  learn- 
ing efficiency  of  students  and  house  officers  due  to  ex- 
cessive fatigue;  and 

Whereas,  Such  extended  hours  are  greatly  disrup- 
tive of  the  personal  lives  of  medical  students;  and 
Whereas,  The  disadvantages  of  this  on-call  system, 
in  terms  of  decreased  quality  of  medical  care,  de- 
creased educational  value,  and  disruption  of  personal 
life,  outweigh  the  merits  of  the  system;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  in  writing  to  the  medical 
schools  and  hospitals  of  the  State  of  New  York  that 
no  medical  student  be  required  to  work  more  than  one 
period  of  15  hours  at  a time,  without  an  intervening 
period  of  at  least  12  hours  off  duty,  such  that  the 
maximum  total  hours  not  exceed  80  hours  per  week. 


Resolution  75-131,  Due  Process 
Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  a duty  to  protect  the  rights  and  privileges  of 
all  Medical  Society  of  the  State  of  New  York  mem- 
bers; and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  provided  membership  for  medical  students; 
and 

Whereas,  Both  ethical  and  procedural  due  process 
are  fair,  just  and  necessary  parts  of  the  relationship 
between  medical  students  and  their  faculty;  and 

Whereas,  Due  process  does  not  commit  the  Medical 
Society  of  the  State  of  New  York  to  an  adversary  role 
but  to  assure  fair  and  just  dealings  between  medical 
students  and  medical  schools;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  duty  to  preserve  and  protect 
the  rights  and  privileges  of  all  members  of  the  Medi- 
cal Society  of  the  State  of  New  York;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  judiciously  and  expeditiously  study  mecha- 
nisms to  implement  due  process  for  medical  students, 
regarding  their  interaction  with  medical  schools 
through  the  appropriate  committee  and  prepare  a 
statement  of  policy  suitable  for  consideration  by  the 
House  of  Delegates  Annual  Meeting  of  1976. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Resolutions  75-107,  75-110,  75-112,  and  75-131  were 
considered  together. 

Your  reference  committee  feels  that  the  objectives 
sought  in  these  resolutions  would  best  be  accomplished 
through  the  mechanisms  recommended  in  Resolution 
75-131.  We  therefore  submit  Resolution  75-131  as  a 
substitute  resolution  for  Resolutions  75-107,  75-110  and 
75-112. 

The  House,  after  discussion,  voted  to  amend  the 
Resolved  portion  of  Resolution  75-131,  to  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  reaffirm  its  duty  to  preserve  and  pro- 
tect the  rights  and  privileges  of  all  members  of  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  judiciously  and  expeditiously  study 
mechanisms  to  implement  review  of  those  areas  of 
medical  school  curriculum  which  are  brought  to 
their  attention  as  infringing  upon  the  proper  educa- 
tion and  well  being  of  medical  student  members  of 
MSSNY  attending  New  York  State  Medical  schools 
and  refer  such  information  to  the  appropriate  ac- 
crediting bodies;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  prepare  a statement  of  policy  suitable 
for  consideration  by  the  House  of  Delegates  at  its 
annual  meeting  in  1976. 

The  House  voted  to  refer  Resolution  75-131,  as 
amended,  to  the  Council. 
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Resolution  75-120,  Fifth  Pathway 
Introduced  by  Nassau  County  Medical  Society 

Whereas,  We  are  interested  in  adding  to  the  num- 
ber of  American  physicians  in  the  State  of  New  York; 
and 

Whereas,  There  are  many  hundreds  of  New  York 
State  residents  studying  at  foreign  medical  schools 
approved  by  American  Medical  Association  who  wish 
to  practice  in  this  State;  and 

Whereas,  At  present  New  York  State  Law  6381-A 
decrees  the  establishment  of  Fifth  Pathways  which  al- 
lows American  medical  students  who  have  attended 
pre-medical  schools  in  the  United  States  and  who 
have  studied  in  foreign  medical  schools  to  enter  into 
the  main  stream  of  medicine  by  spending  his  fifth 
year  in  an  American  Medical  Association  approved 
program  in  the  State  funded  schools  and  hospitals; 
and 

Whereas,  This  law  is  now  only  being  partially  en- 
forced or  implemented;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  all  medical  schools  and  hospi- 
tals be  urged  and  encouraged  to  implement  the  Fifth 
Pathway  to  its  fullest;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
all  medical  schools  and  hospitals  with  AMA  approved 
residency  and  internship  programs  in  the  State. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

No  one  appeared  before  the  committee  to  speak  for 
this  resolution.  In  rereading  the  Whereases,  we  find  a 
number  of  inaccuracies  and  discrepancies  and  therefore 
amend  the  resolution  as  follows:  Delete  the  third  and 
fourth  Whereases  and  change  the  second  Whereas  from 
“American  Medical  Association”  to  “World  Health  Or- 
ganization.” The  resolveds  remain  the  same.  This  re- 
moves the  inaccuracies  but  is  not  detrimental  to  the  in- 
tention of  this  resolution. 

The  committee  recommends  approval  of  Resolution 
75-120  as  amended. 

The  House,  after  discussion,  voted  to  adopt 
resolution  75-120  as  amended. 

Resolution  75-122,  Encouragement  of  More  Medi- 
cal School  Graduates 

Introduced  by  David  Katz,  Medical  School  Section 

Whereas,  There  is  such  a need  for  physicians  in 
New  York  State  that  at  least  1/3  of  practicing  physi- 
cians in  the  State  must  be  attracted  from  foreign 
countries;  and 

Whereas,  It  is  well  known  that  people  in  certain 
areas  of  New  York  State  are  presently  receiving  mini- 
mal or  sub-standard  medical  services;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  set  up  a committee  to  study  the  ways  in 
which  the  medical  schools  in  New  York  State  can  in- 
crease the  number  of  medical  students  graduating 
from  various  institutions  each  year;  and  be  it  further 
Resolved,  That  such  committee  issue  a report  prior 
to  the  convening  of  the  1976  House  of  Delegates;  and 
be  it  further 

Resolved,  That  such  committee  be  composed  of 
upstate  and  downstate  student  and  faculty  represen- 
tatives and  of  Dr.  George  J.  Lawrence,  Jr.,  Director  of 


the  Division  of  Scientific  Activities  as  ex  officio  mem- 
ber; and  be  it  further 

Resolved,  That  MSSNY  encourage  all  medical 
schools  in  New  York  State  to  increase  medical  school 
graduates  by  accepting  an  increased  number  of  trans- 
ferred students  who  are  New  York  State  residents 
presently  studying  in  foreign  medical  schools;  and  be 
it  further 

Resolved,  That  MSSNY  use  its  influence  at  the 
AMA  convention  to  increase  the  number  of  medical 
students  graduating  nationally  each  year. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
man, M.D.,  Chairman. 

The  intent  of  this  resolution  and  the  goals  it  seeks  are 
presently  accepted  and  endorsed  by  the  AAMC-AMA 
Cotrans  Program.  Accordingly,  we  feel  that  this  resolu- 
tion is  superfluous  and  we  recommend  disapproval. 

The  House,  after  discussion,  voted  to  refer  reso- 
lution 75-122  to  the  Council. 

Resolution  75-129,  State  Aid  to  Private  Medical 
Schools 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  Private  medical  schools  make  up  40%  of 
all  medical  schools  and  medical  student  bodies;  and 

Whereas,  The  graduation  of  physicians  trained  at 
private  schools  is  essential  for  maintaining  medical 
manpower  at  desired  levels;  and 

Whereas,  The  cost  of  education  at  the  private 
schools  is  continually  rising,  threatening  to  make 
many  private  schools  accessible  only  to  the  rich;  and 

Whereas,  Private  schools  provide  much  needed 
health  services  within  states,  while  providing  substan- 
tial numbers  of  graduates  who  remain  within  or  even- 
tually return  to  the  state  after  receiving  an  M.D.; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  State  and  Federal  government 
funding  of  a portion  of  the  cost  of  private  schools 
within  their  jurisdiction,  in  particular  programs  such 
as  those  in  Ohio  and  Pennsylvania,  which  grant 
$5,000-$7,000  per  medical  student  to  private  schools. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Your  reference  committee  has  been  led  to  believe  that 
State  and  Federal  Governments  already  fund  large  por- 
tions of  the  cost  of  private  medical  schools,  and,  there- 
fore, would  recommend  referral  of  this  resolution  to  the 
Council  for  further  study. 

The  House  voted  to  refer  Resolution  75-129  to 
the  Council. 

Resolution  75-130,  Financial  Committee  Fund  for 
Medical  Students 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  Money  in  the  form  of  loans,  grants  and 
scholarships  for  medical  students  have  become  in- 
creasingly difficult  to  obtain;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 


1936  New  York  State  Journal  of  Medicine/September,  1975/House  of  Delegates,  Minutes 


New  York  implement  a low-interest  loan  program  for 
students  studying  medicine  in  an  approved  New  York 
State  School  of  Medicine;  and  be  it  further 

Resolved,  That  the  president  with  the  approval  of 
the  Council  appoint  a committee  composed  of  6 mem- 
bers, (one  physician,  one  medical  school  representa- 
tive, and  one  student  representative  from  downstate 
and  the  same  from  upstate)  to  make  such  a program 
viable;  and  be  it  further 

Resolved,  That  the  president  of  MSSNY  report  on 
a plan  to  implement  such  a program  at  the  1976  annu- 
al meeting  of  MSSNY. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Your  reference  committee  approves  in  principle  of  the 
concept  of  low  interest  loans  to  medical  students,  but 
questions  whether  this  should  be  a function  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  recommends 
referral  to  the  Council  for  consideration. 

The  House  voted  to  refer  Resolution  75-130  to 
the  Council. 

Resolution  75-135,  To  Implement  the  Programs 
Provided  for  in  Resolution  74-107 
Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  resolved  to  sponsor  a program  providing 
qualified  Medical  Students,  with  a six  to  ten  week 
field  placement  with  member  physicians;  and 

Whereas,  The  MSSNY,  furthermore,  resolved  to 
appoint  a committee  to  implement  Resolution  74-107, 
and  that  this  committee  should  include  student  repre- 
sentatives from  each  of  the  medical  schools  in  the 
State  as  well  as  physicians  from  the  Medical  Society 
of  the  State  of  New  York;  and 

Whereas,  The  Student  Section  of  the  Medical  Soci- 
ety of  the  State  of  New  York  has  met  and  recom- 
mended implementation  of  these  resolutions  in  the 
following  manner;  therefore  be  it  further 

Resolved,  That  a committee,  to  be  called  the  Joint 
Committee  on  Preceptorship  Programs,  be  composed 
of  three  students  elected  from  the  Student  Section, 
one  practitioner  representing  rural  areas,  one  practi- 
tioner representing  urban  areas,  and  one  medical 
school  representative  representing  the  Dean’s  office 
and  faculty,  with  the  Director  of  the  Division  of  Sci- 
entific Acitvities  and  the  Chairperson  of  the  Student 
Section  of  MSSNY  as  ex  officio  members;  and  be  it 
further 

Resolved,  That  the  duties  of  this  committee  be  as 
follows: 

a)  Initially,  to  survey  existing  Preceptorship  Pro- 
grams in  the  U.S.A.  with  the  intention  of  creating 
guidelines  and  a model  on  which  to  base  the  crea- 
tion of  preceptorships  in  New  York  State. 

b)  Each  year,  in  order  to  provide  access  for  the 
medical  students  of  the  State  of  New  York  into  ex- 
isting Preceptorship  Programs,  ana  in  order  to 
provide  statewide  coordination,  the  committee 
shall  prepare  an  annotated  listing  of  all  programs 
in  New  York  State,  including: 


1)  Program  design 

2)  Application  procedures 

3)  Requirements 

4)  Evaluation 

5)  Stipend  amount  if  available 

and,  to  furnish  supportive  services  to  these  programs 
such  as  publicity,  information  and  distribution  of  appli- 
cations. 

c)  Most  importantly,  to  create  a program  within 
which  individual  MSSNY  members,  local  medical 
societies  and  other  MSSNY  groups  can  develop 
and  provide  preceptorships  to  students  in  New 
York  State,  covering: 

1)  Application  and  selection  procedures 

2)  Workshops  for  preceptors 

3)  Seminars  for  preceptees 

4)  Evaluation  and  development  guidelines 

5)  The  development  of  funding  resources:  Feder- 
al, State,  Private; 

and  be  it  further 

Resolved,  That  this  committee  shall  submit  a plan 
to  the  Council  or  to  duly  appointed  representatives  of 
such  body,  and  to  the  Student  Section  of  MSSNY  in 
the  fall  of  1975;  and  be  it  further 

Resolved,  That  medical  students  from  New  York 
State  be  offered  preceptorships  under  this  program  be- 
ginning with  the  summer  of  1976;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  appropriate  provision  for  the  neces- 
sary administrative  services  to  the  Joint  Committee  to 
facilitate  the  implementation  of  this  resolution;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  provision  for  the  three  student  mem- 
bers of  the  committee  to  dedicate  their  time  to  the  for- 
mulation of  this  plan  over  the  summer  of  1975,  to  in- 
clude appropriate  subsistence  stipends;  and  be  it  fur- 
ther 

Resolved,  That  the  opportunity  to  participate  in 
these  preceptorships  be  available  to  all  students  in  the 
State  of  New  York  who  have  completed  one  year  of 
medical  studies. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Katharine  L.  Fried- 
mann, M.D.,  Chairman. 

Your  reference  committee  would  like  to  submit  a sub- 
stitute resolution  as  follows: 

Subject:  To  Implement  the  Programs  Provided  for 

in  Resolution  74-107 

Introduced  by:  The  Reference  Committee  on  Educa- 
tion 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  already  approved  the  preceptorship  program 
under  Resolution  74-107,  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  implement  the  preceptorship  program,  if  it 
has  not  already  been  accomplished. 

Your  reference  committee  recommends  approval  of 
the  substitute  resolution  and  the  referral  of  the  original 
resolution  to  the  Council  for  background  information. 

The  House,  after  discussion,  voted  to  adopt  the 
substitute  resolution. 

The  House,  then  voted  to  adopt  the  report  of 
the  reference  committee  as  a whole  as  amended. 
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Insurance  and  Membership 
Benefits 

COMMISSION  ON  INSURANCE  AND 
MEMBERSHIP  BENEFITS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Commission  on  Insurance  and 
Membership  Benefits  are: 


Milton  Gordon,  M.D.,  Chairman  Suffolk 

Bernard  J.  Hartnett,  M.D Cayuga 

Edward  Mulligan,  M.D Monroe 


The  Committee  on  General  Insurance  is  pleased  to  re- 
port over  2,100  physician  members  enrolled  in  the  Pro- 
fessional Overhead  Expense  program.  The  Continental 
Insurance  Companies,  underwriter,  has  informed  us  that 
there  also  has  been  increased  participation  in  the  Coun- 
ty programs. 

An  In-Hospital  Income  and  Accidental  Death  and 
Dismemberment  programs  have  been  approved  by  the 
committee.  The  date  for  their  implementation  will  be 
set  by  the  chairman  and  staff  as  soon  as  possible. 

The  committee  has  been  advised  by  the  underwriting 
company  and  our  endorsed  administrator,  that  the 
Medical  Society  of  the  State  of  New  York  Supplementa- 
ry Group  Term  Life  Program  is  now  available  only  to 
members. 

Three  important  improvements  have  been  obtained 
for  the  Society  endorsed  Group  Disability  program.  A 
new  Guaranteed  Purchase  Option  has  been  filed  and  ap- 
proved by  the  New  York  State  Insurance  Department. 
This  will  guarantee  availability  of  insurance  to  a young 
physician  so  that  he  may  obtain  additional  insurance  re- 
gardless of  future  medical  history  by  purchasing  the  Op- 
tion Rider. 

Extended  Accident  and  Sickness  Rider  forms  have 
been  filed  and  approved  so  that  the  physician  is  insured 
within  his  specialty  for  longer  periods.  Those  policies 
providing  Lifetime  Accident  and  7 Year  Sickness  bene- 
fits will  extend  the  5 Years  “his  occupation”  coverage  to 
7 Years.  Those  policies  providing  Lifetime  Accident 
and  Sickness  to  Age  65  benefits  will  extend  the  “his  oc- 
cupation” coverage  from  5 Years  to  10  Years.  There  is 
no  charge  made  for  these  extensions. 

Insurance  Department  approval  is  pending  on  an  op- 
tional rehabilitation  provision.  If  this  is  approved, 
complete  details  will  be  transmitted  to  the  membership 
as  soon  as  possible. 

The  General  Insurance  Committee  is  still  exploring 
various  funding  vehicles  for  a State  endorsed  HR-10 
Keogh  Plan  and  a suitable  program  for  those  who  have 
incorporated. 

The  Honorable  Eugene  J.  Keogh,  who  sponsored  the 
original  HR-10  Bill,  addressed  the  committee  at  its  last 
meeting  on  February  6,  1975,  bringing  them  up  to  date 
on  recent  developments  and  the  value  of  the  program 
for  the  membership. 

The  Council,  on  the  recommendation  of  the  Commit- 
tee on  Membership  Benefits,  has  approved  the  following 
Membership  Benefits  Programs,  subject  to  previously 
approved  prerequisites  by  the  Council: 

1.  Special  financial  and  banking  arrangements 

with  Chemical  Bank. 


2.  A “long  weekend”  trip  to  Cancun,  an  island  off 
the  Yucatan  Peninsula  (the  Caribbean  side  of  Mexi- 
co) for  the  latter  part  of  the  year. 

3.  Special  Car  Leasing  and  Car  Rental  arrange- 
ments with  Avis  on  a national  and  international  basis. 

4.  Special  discounts  on  publications  or  cassettes 
produced  by  Medical  Economics  (excluding  the  annu- 
al subscription  to  their  magazine). 

Respectfully  submitted, 

Milton  Gordon,  M.D.,  Chairman 

GENERAL  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  General  Insurance  is  composed  of 
the  following  members: 


Bernard  J.  Hartnett,  M.D.,  Chairman Cayuga 

Arthur  Ancowitz,  M.D New  York 

Irving  Cramer,  M.D Oneida 

Daniel  Friedman,  M.D Suffolk 

John  G.  Hamilton,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Jack  Lehman,  M.D Queens 

Thomas  J.  Sheehy,  Jr.,  M.D Nassau 


The  Committee  on  General  Insurance  is  pleased  to 
announce  that  approximately  4,000  physician  members 
of  the  Medical  Society  of  the  State  of  New  York  have  en- 
rolled in  the  State-sponsored  disability  program.  In 
keeping  with  the  promise  to  protect  the  county  pro- 
grams, many  of  the  enrolling  physicians  indicated  that 
they  did  not  have  the  maximum  coverage  through  their 
county  societies.  They  were  advised  of  their  right  to 
purchase  the  county  program  first  and  requested  to  sup- 
port the  county  programs.  Approximately  500  physi- 
cians have  withdrawn  their  original  applications  from 
the  State  program  and  enrolled  to  maximum  in  their 
county  societies.  Approximately  150  physicians  have 
reapplied  for  more  coverage  at  the  State  level. 

The  State  program  has  spurred  considerable  addi- 
tional activity  at  the  county  level.  According  to  the 
Continental  Insurance  Company  our  endorsed  adminis- 
trator has  been  advised  that  more  new  insurance  has 
been  written  since  the  State  program  started  in  many 
counties  than  had  been  produced  at  the  county  level  in 
the  preceeding  five  years.  This  may  add  to  the  strength 
of  the  county  programs  rather  than  support  any  claim 
that  these  programs  might  be  jeopardized  by  the  State 
program. 

Our  endorsed  administrator  has  advised  us  that  ap- 
proximately 1,000  physicians  have  enrolled  in  the  State- 
sponsored  Group  Term  Life  Program.  Many  of  the 
physicians  who  enrolled  did  so  under  the  charter  enroll- 
ment period.  Thus,  they  were  able  to  receive  additional 
life  insurance  protection  regardless  of  their  medical  his- 
tory. 

The  Council  approved  criteria  outlining  the  responsi- 
bilities of  our  endorsed  administrator  to  and  on  behalf 
of  the  Medical  Society  of  the  State  of  New  York  was  ac- 
cepted and  agreed  to  by  the  endorsed  administrator. 
This  will  enable  the  State  Medical  Society  to  have  great- 
er direction  and  control  of  its  own  insurance  programs. 

The  Committee  on  General  Insurance  is  continuing 
its  review  of  other  programs  such  as  business  overhead 
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expense,  inhospital  income,  accidental  death  and  dis- 
memberment, and  pension  programs  that  may  be  of 
meaningful  benefit  to  the  membership. 

Your  chairman  would  like  to  thank  the  members  of 
his  committee  who  have  contributed  a considerable 
amount  of  their  time  and  energy  to  the  work  of  this 
committee. 

Also,  I would  like  to  thank  Bernard  M.  Jackson, 
C.L.U.  and  his  secretary,  Mrs.  Sylvia  Frank,  for  their 
staff  assistance. 

Respectfully  submitted, 

Bernard  J.  Hartnett,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 

sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

The  reports  relating  to  general  insurance  were  re- 
viewed. We  note  that  because  of  the  State’s  supple- 
mental insurance  program,  many  county  insurance  pro- 
grams have  benefited  in  that  approximately  500  physi- 
cians have  been  encouraged  to  enroll  to  maximum  bene- 
fits within  their  county  programs  and  about  150  physi- 
cians have  then  reapplied  for  additional  coverage  at  the 
State  level.  The  ability  of  some  of  our  otherwise  unin- 
surable  members  to  receive  insurance  under  the  State 
program  is  especially  gratifying. 

The  reference  committee  heard  testimony  of  the  ex- 
cellent cooperation  of  Charles  J.  Sellers  Co.,  Inc.,  with 
the  General  Insurance  Committee  and  the  staff  in  the 
prior  submission  of  all  promotional  material  to  them  for 
approval.  We  thank  Bernard  J.  Hartnett,  M.D.,  and  his 
committee  for  their  continued  work  on  our  behalf. 

The  House  voted  to  adopt  this  portion  of  the 

reference  committee  report. 


Resolution  75-30,  Protection  of  County  Medical 
Societies’  Insurance  Plans 
Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  Suffolk  County  Medical  Society  has 
recently  reviewed  developments  relative  to  the  Medi- 
cal Society  of  the  State  of  New  York  Supplementary 
Insurance  Program  and  is  deeply  distressed  to  find 
that  no  machinery  has  yet  been  created  to  guarantee 
the  integrity  of  local  county  plans;  and 

Whereas,  The  present  system  allows  the  Counties 
of  Oneida,  Herkimer,  Madison,  Chenango,  Broome, 
Cortland,  Delaware,  Otsego,  Tioga  and  Tompkins  to 
enjoy  a procedure  denied  numerous  other  counties  at 
the  sole  discretion  of  the  State  Administrator;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  (direct  the  Continental  Insurance  Compa- 
ny to)  institute  procedures  as  outlined  in  the  “Smith 
memo”  of  10/31/74  as  follows: 

1)  The  county  plans  are,  and  will  continue  to 
be,  the  basic  insurance; 

2)  The  State  Program  is  supplemental  insur- 
ance; 

3)  A procedure  will  be  developed  so  that  when  a 
local  member  applies  to  the  State  plan,  the  insur- 
ance company  will  notify  the  County  agent.  He 
will  have  ten  days  to  solicit  the  applicant  for  the 
county  plan  but  in  no  way  restrict  the  applicant’s 


freedom  of  choice  or  denigrate  the  State  plan.  The 
company  will  notify  the  State  Administrator  of  the 
applicant’s  decision  and  issue  the  appropriate  cov- 
erage. This  procedure  can  only  be  changed  by  the 
agreement  of  all  parties  involved; 

4)  All  future  plans  will  be  introduced  in  a simi- 
lar manner; 

and  be  it  further 

Resolved,  That  unless  the  Medical  Society  of  the 
State  of  New  York  implement  the  sense  of  this  resolu- 
tion, its  local  county  medical  societies  will  have  the 
right  to  demand  that  the  MSSNY  desist  from  solicit- 
ing its  membership. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 

sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

This  resolution  apparently  interferes  with  the  right  of 
the  individual  physician  to  choose  his  own  insurance 
coverage.  On  the  basis  of  the  agreement  made  by  the 
Medical  Society  of  the  State  of  New  York  and  the 
Charles  J.  Sellers  Co.,  Inc.,  as  endorsed  administrator, 
an  adequate  mechanism  already  exists  to  protect  each 
county  medical  society’s  insurance  program. 

Your  reference  committee  recommends  that  Resolu- 
tion 75-30  be  not  adopted. 

The  House  voted  to  not  adopt  Resolution  75-30. 

MEMBERSHIP  BENEFITS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Membership  Benefits  is  composed 


of  the  following  members: 

Edward  T.  Mulligan,  M.D.,  Chairman  Monroe 

Algirdas  Gamziukas,  M.D Erie 

Vincent  Geraci,  M.D.  Kings 

J.  Conrad  Greenwald,  M.D Nassau 

Francis  Z.  Reinus,  M.D New  York 


The  Committee  on  Membership  Benefits  is  exploring 
all  areas  and  means  to  supply  meaningful  programs  of 
goods  and  services  for  the  membership.  The  committee 
sees  itself  as  a distinct  means  of  retaining  and  increasing 
membership.  The  philosophy  of  the  committee  is  to 
make  it  economically  feasible  for  a physician  to  belong 
to  the  Society  because  of  substantial  savings  that  can  be 
received  in  purchasing  quality  goods  and  services  at  re- 
duced prices. 

This  past  year  the  committee  made  the  following  pro- 
posals: (1)  MSSNY  sponsorship  of  nongroup  travel  and 
vacation  opportunities  using  Stevens’  Yachts  Inc.  for 
cruises  on  the  S.S.  Oceanic  to  the  Caribbean  at  reduced 
prices.  (2)  MSSNY  sponsorship  of  auto  leasing  through 
Executive  Equipment  Corp.,  equipment  leasing  program 
through  Industra-Lease  Corp.,  and  sponsorship  of  group 
purchasing  programs  offered  by  General  Tire,  Peter  De- 
Natale  for  jewelry,  Malcom  Parle  for  portraits,  Phyllis 
Lucas  Gallery  for  objects  of  art,  Eldee  for  household 
appliances,  Inter-Vest  for  gold  and  rare  Coins,  Foods 
of  All  Nations  for  gourmet  foods,  The  Cheese  Shop  for 
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imported  and  domestic  cheeses,  Norman’s  for  prime 
meats,  and  special  arrangements  for  physician  members 
with  Chemical  Bank. 

Recommendation  (1)  was  acted  upon  favorably  by  the 
Council  on  June  13,  1974;  (2)  was  tabled  by  the  Council 
pending  further  investigation  and  the  establishment  of 
guidelines. 

The  committee  plans  to  continue  the  theme  “member- 
ship pays,  it  does  not  cost.” 

Your  chairman  would  like  to  thank  the  members  of 
the  committee  for  the  time  and  energy  which  they  gave 
to  this  committee. 

In  addition,  I would  like  to  thank  Bernard  M.  Jack- 
son,  C.L.U.,  and  his  secretary,  Mrs.  Sylvia  Frank,  for 
their  staff  assistance. 

Respectfully  submitted, 

Edward  T.  Mulligan,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

All  reports  concerning  membership  benefits  have 
been  studied  by  your  reference  committee.  We  heartily 
approve  the  steps  which  have  been  taken  toward  making 
membership  in  the  Medical  Society  of  the  State  of  New 
York  a more  valuable  asset  and  toward  implementation 
of  projects  of  value  to  our  members.  We  especially  note 
the  exploration  of  the  Keogh  planning  and  a possible 
program  for  our  incorporated  members.  We  thank  Doc- 
tor Edward  Mulligan  and  his  committee  for  their  con- 
tinued work  in  our  behalf. 

The  House  voted  to  adopt  this  portion  of  the 

reference  committee  report. 

PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  are  as  follows: 


Robert  G.  Hicks,  M.D.,  Chairman Westchester 

Andrew  H.  Patterson,  M.D New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Arthur  J.  Mannix,  Jr.,  M.D Westchester 

Joseph  Alper,  M.D Bronx 

Harold  N.  Schwinger,  M.D Kings 

Robert  Breault,  M.D Schenectady 

Antonio  F.  LaSorte,  M.D Broome 

M.  Theodore  Tanenhaus,  M.D Kings 

Carl  Goldmark,  Jr.,  M.D.,  Secretary  ex  officio  . . New 
York 

J.  Richard  Burns,  J.D.,  General  Counsel,  ex  offi- 
cio   New  York 


Albert  M.  Schwartz,  M.D.,  Treasurer,  ex  officio  New 
York 

Donald  J.  Fager,  Executive- Secretary,  ex  officio  New 
York 

The  past  year  has  been  an  unusually  difficult  one, 
mirrored  in  part  by  the  following  from  Best’s  Insurance 
News  Digest  of  September  23,  1974: 

“The  horrendous  underwriting  experience  in  the 
general  liability  (including  medical  malpractice)  line 
in  1973  put  an  end  to  whatever  waning  enthusiasm 
might  have  existed  at  most  companies  for  taking  on 
additional  risks.  In  certain  lines,  malpractice  partic- 


ularly, companies  are  getting  off  entirely;  if  they  stay 
on  they  are  often  asking  for  rate  increases  of  1007c  or 
more.  ” 

In  the  March  18,  1974  issue  of  Best’s,  it  is  reported 
that  the  St.  Paul  Fire  and  Marine  Insurance  Company: 

“. . . has  lost  money  to  its  malpractice  business 
every  year  since  1965,  a spokesman  said.  Overall  it  is 
a pretty  terrifying  picture.” 

No  doubt  to  the  surprise  of  many,  rate  increases  are 
reported  in  Medical  Economics  of  April  1,  1974  where 
they  might  be  least  expected.  Recent  increases  have 
had  to  be  effected  in  Vermont  (up  100  per  cent)  and 
South  Dakota  (up  75  per  cent). 

In  my  report  last  year,  reference  was  made  to  the  situ- 
ation in  Southern  California  where  it  was  stated  that 
judging  from  past  experience  of  claims  developed  in  Cal- 
ifornia ...  a premium  increase  for  Hartford  (Insurance 
Company)  is  inevitable.  Again  referring  to  the  March 
18,  1974  issue  of  Best’s,  we  find  this  prophesy  came  to 
pass  and  Hartford  did,  in  fact,  plan  to  double  the  premi- 
ums, which  necessitated  bringing  the  Travelers  Insur- 
ance Company  into  the  picture  at  a not  quite  so  large  in- 
crease. 

The  California  insurance  department  held  a hearing 
very  recently  on  the  financial  condition  of  the  Casualty 
Indemnity  Exchange  of  St.  Louis,  which  recently  an- 
nounced the  termination  of  all  its  medical  malpractice 
policies  in  Missouri.  CIE  has  its  administrative  offices 
in  Denver,  but  writes  80  to  85  per  cent  of  its  business  in 
California.  A recent  examination  conducted  by  the 
Missouri  and  California  departments  showed  the  Ex- 
change’s liabilities  exceeded  its  assets  by  almost  $3  mil- 
lion. CIE  was  able  to  raise  about  $1  million,  and  the 
California  insurance  commissioner  approved  a plan  to 
assess  the  2,300  physicians  in  the  State,  insured  by 
CIE,  a total  of  $3.5  million,  or  up  to  90  per  cent  of  their 
annual  premiums. 

Another  major  carrier,  the  Liberty  Mutual  Insurance 
Company,  which  has  written  the  malpractice  program 
for  the  American  College  of  Physicians  for  a number  of 
years,  has  just  notified  the  College  that  it  has  terminat- 
ed its  agreement  to  offer  members  professional  liability 
insurance  coverage,  effective  March  1,  1975.  This  is  a 
program  that  has  been  ongoing  for  a number  of  years 
and  is  just  one  more  significant  example  of  what  I said 
in  my  report  last  year: 

“Within  our  own  State,  many  insurance  companies 
have  entered  the  malpractice  field,  but  very  few  en- 
dure. ” 

As  you  know,  we  felt  the  impact  of  these  nationwide 
problems  in  New  York  last  year.  On  October  3,  1973, 
Employers  Insurance  of  Wausau  notified  the  State 
Medical  Society  that  the  company  wanted  to  discontin- 
ue writing  our  State  Society  Program  on  April  30,  1973. 
Officials  of  the  State  Medical  Society  immediately  took 
steps  to  insure  the  continuity  of  our  Program.  Dr. 
Thomas  F.  McCarthy,  President;  Dr.  Henry  I.  Fineberg, 
Executive  Vice-President;  Dr.  Arthur  J.  Mannix,  Jr., 
representing  our  Board,  and  our  Indemnity  Representa- 
tive went  to  Wausau,  Wisconsin  for  a meeting  with  Mr. 
Clyde  Schlueter,  the  President  of  Employers.  Mr. 
Schlueter  stated  that  there  were  two  determining  fac- 
tors in  the  Company’s  decision  to  cancel  our  coverage: 
(1)  Employers  was  losing  money  and,  (2)  malpractice  in- 
surance now  accounted  for  too  high  a percentage  of  their 
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overall  business.  But,  he  did  agree  to  cooperate  fully 
with  us  during  the  transition  and  indicated  a willingness 
to  extend  the  April  30th  deadline,  as  later  became  nec- 
essary. 

The  search  for  a replacement  carrier  was  extremely 
extensive.  Our  Indemnity  Representative,  in  close  con- 
tact with  officers  of  your  Society  and  the  Board,  had 
conferences  and  discussions  with  all  of  the  qiajor  insur- 
ance carriers.  Except  for  the  Argonaut,  these  com- 
panies all  declined  to  underwrite  our  program.  Some 
decided  very  quickly  that  they  did  not  wish  to  become 
involved  in  malpractice  insurance.  Others,  such  as  the 
Travelers,  Crum  & Forster,  and  Continental  National 
Assurance,  studied  our  program  and  our  experience  very 
carefully.  One  by  one,  they  came  to  the  conclusion  that 
our  premiums  were  too  low — but  even  if  the  premiums 
were  increased,  they  were  unwilling  to  assume  the  risk  of 
covering  this  extremely  volatile  line  of  insurance. 

While  many  people,  including  insurance  brokers, 
spoke  with  officials  of  the  Society  about  their  interest  in 
our  program,  none  of  them  was  able  to  produce  an  insur- 
ance carrier.  Consideration  was  also  given  to  methods 
of  providing  coverage  other  than  through  the  traditional 
insurance  company  arrangement.  The  principle  of  self- 
insurance  was  felt  to  be  financially  prohibitive  since  it 
would  require  each  physician  to  subscribe  to  a substan- 
tial amount  of  money  initially  and  then  be  faced  with  a 
high  premium.  However,  this  concept  is  still  under  in- 
tensive study. 

The  Argonaut  Insurance  Company  did  indicate  a will- 
ingness to  become  our  carrier  but  would  only  do  so  if 
several  substantial  companies  shared  the  risk.  The 
search  for  these  reinsurers  was  world  wide,  and  it  was 
not  until  April  1974  that  Argonaut  was  in  a position  to 
make  a definite  commitment  to  underwrite  our  program 
commencing  July  1,  1974.  In  the  meantime,  Employers 
had  extended  the  deadline;  they  renewed  all  existing 
policies  and  wrote  all  new  policies  for  a full  year  up  to 
June  30,  1974.  Thus,  despite  all  of  the  difficulties,  our 
State  Society  program  continued  to  provide  protection 
on  a continuous  basis  without  any  lapses  in  coverage. 

Another  manifestation  of  the  malpractice  crisis  in 
New  York  was  the  collapse  of  the  Professional  Insurance 
Company.  The  Professional,  which  had  been  writing 
insurance  at  slightly  lower  rates  than  our  program,  went 
into  bankruptcy  and  the  physicians  who  had  Profession- 
al policies  were  given  notice  that  they  would  have  to  ob- 
tain their  insurance  elsewhere.  Many  of  these  physi- 
cians, recognizing  the  stability  of  the  State  Society  Pro- 
gram, even  in  a time  of  crisis,  have  returned  to  the  pro- 
gram. 

The  Argonaut  commitment  brought  with  it  a dread- 
fully onerous  increase  in  premiums — 93.5  per  cent 
across  the  board.  But,  it  should  be  noted  that  the  car- 
riers who  would  have  made  up  the  Joint  Underwriting 
Association,  if  our  insurance  had  to  be  provided  by  stat- 
ute, were  predicting  increases  in  the  range  of  200-300 
per  cent. 

In  discussing  the  rate  increase,  the  Society’s  actuary, 
James  H.  Durkin,  reported  as  follows: 

“The  Society  was  confronting  the  fact  that  it  had 

little  choice  since  there  appeared  to  be  no  other  car- 
riers who  would  underwrite  the  coverage.  Further- 


more, it  was  necessary  for  Argonaut  to  meet  the  rate 
requirements  set  by  reinsurers  in  order  to  achieve  the 
risk-sharing  Argonaut  deemed  necessary  for  the  Pro- 
gram. Thus,  it  was  essentially  insurance  market  con- 
ditions that  set  the  price  this  year.” 

The  Board  continues  to  be  pleased  with  the  activities 
of  its  specialty  subcommittees  (Anesthesiology,  Neuro- 
surgery, Obstetrics  and  Gynecology,  Orthopedic  Sur- 
gery), particularly  in  the  areas  of  malpractice  prophy- 
laxis. Working  closely  with  the  indemnity  representa- 
tive, the  Neurosurgical  Subcommittee  developed  con- 
sent forms  to  try  to  deal  with  problems  of  “informed 
consent.”  The  Subcommittee  on  Obstetrics  and  Gyne- 
cology is  preparing  reports  on  loss-prevention  for  distri- 
bution to  their  colleagues.  The  Subcommittee  on  Anes- 
thesiology is  in  the  process  of  studying  claims  in  which 
halothane  anesthesia  has  been  used. 

The  Professional  Medical  Liability  Insurance  and  De- 
fense Board  is  convinced  that  only  legislative  relief  can 
help  alleviate  the  malpractice  problem.  With  this  in 
mind,  the  Board,  together  with  the  Indemnity  Repre- 
sentative, cooperated  actively  with  the  Division  of  State 
Governmental  Relations  of  the  Medical  Society  of  the 
State  of  New  York,  as  well  as  the  Society’s  Legal  Counsel 
in  Albany,  New  York,  resulting  in  the  passage  during 
the  1974  session  of  the  New  York  State  Legislature  of  a 
Malpractice  Mediation  Panel  Law.  This  legislation,  ef- 
fective September  1,  1974,  provides  for  the  implementa- 
tion of  mediation  panels  on  a Statewide  basis  similar  to 
the  one  in  effect  in  the  First  Department  for  the  past 
few  years.  The  Select  Subcommittee  (more  of  it  later) 
has  under  consideration  a recommendation  that  the  me- 
diation panel  law  be  amended  to  include  a provision 
that  either  party  to  the  action  could  offer  evidence  at  a 
trial  as  to  the  findings  of  the  Screening  Committee. 
This  is  being  actively  pursued. 

At  its  meeting  in  February  of  1974,  the  House  of  Dele- 
gates directed  that  a Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  be  ap- 
pointed to  investigate  all  facets  of  the  malpractice  prob- 
lem. Charged  with  this  obligation,  a Select  Subcommit- 
tee was  appointed,  chaired  by  Dr.  Andrew  H.  Patterson, 
and  it  has  undertaken  a broad  inquiry  with  initial  em- 
phasis placed  heavily  on  legislative  approaches  to  the 
problem.  The  amendment  to  the  mediation  panel  law 
is  just  one. 

Another  area  being  explored  is  an  effort  to  provide 
physicians  with  disciplinary  powers  to  move  effectively 
to  rid  the  profession  of  unqualified  and  incompetent 
doctors.  The  feeling  is  that  physicians  in  the  Medical 
Society  should  not  be  involved  in  licensing,  but  that 
they  should  be  in  power  to  initiate  and,  at  least  in  the 
first  instance,  decide  whether  penalties  should  be  im- 
posed upon  practicing  physicians.  The  subcommittee 
feels  that  physicians  should  be  in  power  to  take  some 
positive  action  but  are  willing  to  allow  the  right  of  ap- 
peal to  the  Department  of  Education.  The  Society’s 
Legal  Counsel  in  Albany  is  exploring  this  area. 

While  it  may  prove  to  be  a less  fruitful  area  of  amelio- 
ration, the  matter  of  contingency  fees  will  again  be  dis- 
cussed by  the  Select  Subcommittee. 

Arbitration,  which  contemplates  a binding  result,  is 
considered  to  be  a highly  desirable  long  range  goal. 
However,  there  may  be  a constitutional  problem,  and 
there  certainly  would  be  resistance  in  the  Legislature. 
In  the  meantime,  two  nonlegislative  arbitration  propos- 
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als  are  being  considered,  a pilot  plan  for  Healthcare  and 
a plan  involving  the  Greater  New  York  Hospital  Associ- 
ation. 

The  Select  Subcommittee  is  also  actively  discussing 
the  subject  of  a Medical  Society  of  the  State  of  New 
York  captive  insurance  company. 

Further,  at  the  moment  of  this  writing,  I am  prepar- 
ing to  be  heard  as  a witness  at  the  public  hearing  of  the 
New  York  State’s  Select  Subcommittee  on  Insurance  to 
be  held  on  October  4, 1974. 

Let  me  express  my  personal  thanks  to  all  the  mem- 
bers of  the  Board,  and  to  Mr.  Donald  J.  Fager,  Mr. 
George  A.  Wright,  Jr.,  Mr.  J.  Richard  Bums,  Dr.  Ed- 
ward Siegel,  Dr.  Henry  I.  Fineberg,  Dr.  Lynn  R.  Callin, 
our  President,  and  all  the  officers  and  members  of  the 
Council  who  have  given  us  their  unlimited  support  and 
cooperation. 

In  conclusion,  let  me  say  that  this  Board  is  working 
very  hard  to  find  and  pursue  avenues  that  will  assist  in 
bringing  some  relief  to  this  most  vexing  problem  of  med- 
ical malpractice  litigation.  To  be  effective,  we  need  the 
complete  cooperation  and  assistance  of  every  member  of 
the  State  Medical  Society. 

Respectfully  submitted, 

Robert  G.  Hicks,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  chairman  and  members  of  this  reference  com- 
mittee attended  a meeting  of  the  Professional  Medical 
Liability  Insurance  and  Defense  Board  on  Sunday, 
March  9,  1975.  Much  time  is  given  to  the  review  of  in- 
dividual cases  for  determination  of  defensibility  and  the 
Board  is  ably  assisted  by  its  specialty  subcommittees. 
Decisions  for  uprating  or  dropping  a member  from  the 
insurance  program  are  made  only  after  exhaustive  study 
of  all  the  facts  involved  and  multiple  personal  inter- 
views with  the  physician.  Approximately  200  physi- 
cians requested  coverage  under  our  insurance  program 
after  having  had  other  insurance  unilaterally  terminat- 
ed. We  noted  that  physicians  sometimes  consent  to 
out-of-court  settlement  of  a suit  that  this  Board  believes 
completely  defensible.  This  is  especially  true  now  that 
the  Employers  of  Wassau  and  Argonaut  Insurance  Com- 
panies are  terminating  operations  in  this  State  and  are 
trying  to  close  out  all  cases  as  rapidly  as  possible,  fre- 
quently to  the  physicians’  detriment.  We  recommend 
that  H.  F.  Wanvig  notify  the  Professional  Defense 
Board  of  all  new  cases  so  that  the  physicians  involved 
may  be  notified  and  their  options  strengthened.  In  ad- 
dition, all  physicians  in  the  State  should  be  notified  by 
the  Medical  Society  of  the  State  of  New  York,  either  by 
Hot  Line  or  News  of  New  York,  of  the  continued  avail- 
ability of  the  Professional  Medical  Liability  Insurance 
and  Defense  Board  for  advice  and  consultation. 

We  wish  to  thank  at  this  time  Dr.  Robert  G.  Hicks 
and  his  hard  working  committee,  as  well  as  Mr.  Donald 
Fager,  President  of  H.  F.  Wanvig  Company,  and  his 
staff,  Mr.  George  Wright,  et  al. 

A determination  of  the  number  of  so-called  “frivo- 
lous” claims  encountered  was  difficult,  but  it  was  re- 
ported that  no  settlement  was  made  in  almost  50%  of  all 
claims.  The  work  of  the  Board’s  select  Subcommittee 


in  studying  and  identifying  areas  of  potential  malprac- 
tice and  their  recommendations  for  prophylaxis  hold 
great  promise  for  the  avoidance  of  possible  future  prob- 
lems. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Your  reference  committee  is  unanimous  in  support  of 
the  action  of  the  Council  in  initiating  the  formation  of 
our  own  mutual  insurance  company.  We  recommend 
that  this  insurance  company  be  activated  only  after 
prior  meaningful,  remedial  legislation  which  would 
make  it  a viable  concept.  Much  testimony  was  heard 
concerning  the  formation  of  this  insurance  company  and 
your  reference  committee  feels  that  in  any  case,  forma- 
tion of  our  own  insurance  company  is  the  most  desirable 
route  rather  than  returning  to  a profit-making  commer- 
cial carrier  or  any  governmental  mandated  system. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

STATE  LEGISLATION  (SUPPLEMENTARY- 

2)* 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  report  is  an  addition  to  the  Annual  and 
Supplementary  Reports  already  submitted  to  the  House 
of  Delegates  by  the  Committee  on  State  Legislation.  In 
this  report,  we  are  presenting  legislative  proposals  re- 
garding malpractice  and  the  present  litigation  system 
which  were  forwarded  to  us  by  the  Subcommittee  of  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board  to  Review  All  Facets  of  the  Malpractice  Problem. 
Your  Committee  on  State  Legislation  feels  that  these 
measures  will  enhance  and  strengthen  our  existing  mal- 
practice program,  and  they  are  submitted  for  approval 
by  the  House  of  Delegates.  These  proposals  are  as  fol- 
lows: 

1.  Amendment  to  the  Malpractice  Mediation 
Panel  Law 

When  members  of  the  malpractice  mediation  panel 
are  unanimous  in  their  opinion  of  an  appropriate  dis- 
position of  the  malpractice  action,  the  panel  shall  pre- 
pare a formal  written  statement  of  its  recommenda- 
tion, which  statement  shall  be  admissible  in  evidence, 
for  purposes  of  information  only,  at  any  subsequent 
trial  upon  the  request  of  either  party  to  the  action  or 
upon  the  determination  of  the  justice  presiding  at  the 
trial.  However,  no  party  who  has  refused  to  accept 
the  panel  decision  shall  be  permitted  to  offer  such 
statement  in  evidence.  In  addition,  if  all  parties  to 
the  action  consent,  the  panel  may  receive  for  the  pur- 
poses of  its  deliberations  expert  information  either 
from  an  individual  or  from  written  sources  relative  to 
any  issue  in  the  case. 

2.  Statute  of  Limitations 

A.  The  statute  of  limitations  in  regard  to  mi- 
nors shall  be  two  years  for  any  minor  who  has  at- 
tained the  age  of  four  years. 

B.  For  persons  with  no  legal  disabilities,  the 
statute  of  limitations  shall  be  two  years  from  the 
accrual  of  the  cause  of  action.  Such  cause  of  action 
shall  accrue  upon  the  date  of  the  act  or  omission 

*Statement  on  Joint  Medical  Malpractice  Association  before 
Senate  Committee  on  Health  by  Dr.  Emerson,  see  pages  1952  to 
1954. 
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complained  of  and  shall  not  be  subject  to  a rule  of 
discovery,  actual  or  constructive.  However,  such 
period  shall  not  commence  to  run  while  the  plain- 
tiff remains  under  the  continuous  care  of  the  health 
care  provider  for  actual  continuous  treatment  of 
the  particular  disease  or  injury  leading  to  the  act  or 
omission  complained  of.  A definition  of  what  con- 
stitutes actual  continuous  treatment  is  included  in 
the  bill. 

C.  A notice  of  intention  to  commence  an  action 
may  be  served  on  the  defendant  in  a malpractice 
action  prior  to  the  expiration  of  the  two  year  peri- 
od. Such  notice  would  give  the  parties  an  opportu- 
nity to  settle  their  dispute  prior  to  commencing  a 
legal  action,  and  would  allow  the  plaintiff  an  addi- 
tional 180  days  to  file  suit  if  the  two  year  statute  of 
limitations  would  have  expired  during  this  180  day 
period. 

3.  Malpractice  Costs 

If  in  a malpractice  action  a judgment  on  the  merits 
is  entered  in  one  party’s  favor  prior  to  trial,  that  party 
shall  be  entitled  to  such  sums  as  the  court  deems  rea- 
sonable for  counsel  fees  and  other  expenses  necessari- 
ly incurred  with  respect  to  the  action. 

4.  Notice  of  Action  and  Trial  Preference 

A.  Within  ten  days  of  the  service  of  the  sum- 
mons in  a malpractice  action,  the  plaintiff  shall 
place  the  case  on  the  court  calendar  by  filing  a no- 
tice of  commencement  of  the  action  with  the  clerk 
of  the  court. 

B.  Actions  to  recover  damages  for  medical  mal- 
practice shall  also  be  given  preference  on  the  court 
calendar  to  expedite  the  disposition  of  such  cases. 

5.  Informed  Consent 

Causes  of  action  to  recover  damages  for  failure  to 
obtain  informed  consent  to  medical  procedures  are 
abolished  except  when  such  procedure  is  solely  cos- 
metic or  experimental  in  nature.  Commencing  or 
threatening  to  commence  an  action  on  grounds  for- 
bidden by  this  measure  shall  be  unlawful.  Any  con- 
tract or  instrument  in  payment,  satisfaction  or  settle- 
ment of  any  claim  abolished  by  this  provision  is  void, 
and  it  is  unlawful  for  any  person  to  cause  or  induce 
another  person  to  execute  such  an  instrument. 

6.  Ad  Damnum  Clause 

In  any  action  to  recover  damages  for  medical  mal- 
practice, there  shall  be  no  specific  statement  of  the 
amount  of  money  damages  sought,  except  to  state 
such  amount  is  above  the  minimal  monetary  jurisdic- 
tion of  the  court. 

In  addition  to  the  aforementioned  bills,  the  State 
Legislation  Committee  proposes  to  initiate  the  following 
measure  in  the  State  Legislature: 

1.  Patients’  Indemnification  Act 

A.  An  administrative  board  shall  replace  the 
present  jury  trial  in  determining  liability  and 
awarding  reasonable  compensation  to  claimants  in- 
jured by  the  incompetent  treatment  of  any  individ- 
ual or  institutional  health  care  provider.  The  pro- 
visions of  this  act  will  be  compulsory  on  all  patients 
and  providers. 

B.  The  board  shall  consist  of  four  physicians, 
four  attorneys  and  four  laymen  with  one  person 
designated  as  chairman.  The  board  will  be  divided 
evenly  among  the  four  judicial  departments,  with  a 


physician,  an  attorney  and  a layman  comprising  the 
hearing  panel  in  each  department. 

C.  To  commence  a claim,  the  patient  must  file  a 
complaint  with  the  defendant  (s)  and  the  secretary 
of  the  board.  The  claim  will  be  heard  promptly 
and  a determination  will  be  made  by  the  panel 
which  is  reviewable  by  the  full  board.  Ordinarily 
the  action  must  be  commenced  within  two  years, 
but  no  longer  than  three  years  in  discovery  cases. 
The  Statute  of  Limitations  applies  equally  to  all 
claimants  regardless  of  legal  disability.  Any  award 
that  is  granted  must  be  within  the  guidelines  set  by 
the  act  and  may  be  paid  in  a lump  sum  or  on  an  an- 
nuity basis  as  determined  by  the  board. 

D.  The  burden  of  proof  of  the  claimant  is 
spelled  out  in  the  act,  and  he  must  establish  this 
proof  from  the  testimony  of  an  expert  witness  who 
is  a licensed  and  board  certified  physician. 

E.  Insurers  writing  malpractice  policies  in  this 
State  must  comply  with  the  provisions  of  this  act  or 
lose  their  privilege  to  sell  such  insurance  in  the 
State. 

F.  All  information  which  comes  forth  at  the 
hearing  is  confidential,  and  cannot  be  the  basis  for 
any  action  for  libel,  slander  or  malicious  prosecu- 
tion. 

Your  committee  also  intends  to  take  certain  provi- 
sions from  the  “Patients  Indemnification  Act”  and 
make  separate  bills  which  will  be  initiated  in  the  legisla- 
ture. These  bills  would  not  be  in  lieu  of  any  of  our 
other  bills,  but  instead  would  be  additions  to  our  Mal- 
practice Legislative  Program.  Included  in  this  group 
would  be  the  sections  on  the  definition  and  proof  of  in- 
competent treatment,  elimination  of  the  plaintiffs  right 
to  compel  testimony  from  the  defendant,  and  the  collat- 
eral source  of  compensation  benefits. 

The  Committee  on  State  Legislation  wishes  to  remind 
the  House  of  Delegates  that  the  Professional  Practice 
Disciplinary  Bill  still  remains  an  important  part  of  our 
malpractice  legislative  program.  This  bill  would  help 
expedite  cases  of  professional  misconduct  and  give  the 
medical  profession  greater  power  in  adjudicating  such 
cases.  At  present  the  Board  of  Regents  has  the  final  de- 
cision making  powers  in  misconduct  cases.  Our  bill 
would  give  this  authority  to  the  hearing  panel  of  the 
Committee  on  Professional  Conduct  of  the  State  Board 
for  Medicine,  and  appointments  to  the  board  would  be 
made  from  a list  of  nominees  supplied  by  the  Medical 
Society  of  the  State  of  New  York. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits*.  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

This  report  is  based  on  proposals  resulting  from  a 
careful  and  exhaustive  study  by  Dr.  Andrew  H.  Patter- 
son’s Subcommittee  of  the  Professional  Medical  Liabil- 
ity Insurance  and  Defense  Board  to  Review  All  Facets  of 
the  Malpractice  Problem.  We  recommend  to  all  dele- 
gates their  careful  study  of  this  report  and  especially 

* Action  by  the  House  follows  each  segment  of  the  refer- 
ence committee  report. 
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their  prompt  transmission  of  all  this  information  to 
their  constituent  county  society  members  for  their  infor- 
mation and  support.  Dr.  John  H.  Carter  and  his  com- 
mittee are  commended  for  their  proposals  which  have 
been  and  are  being  submitted  to  the  State  Legislature, 
and  we  strongly  endorse  each  of  these  individual  propos- 
als. 

We  would  like  to  thank  Mr.  Gerald  L.  Conway  of  De- 
Graff,  Foy,  Conway  & Holt-Harris  for  his  detailed  anal- 
ysis and  explanation  of  these  legislative  proposals. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

In  the  event  that  meaningful  legislation  has  not  been 
passed  and  implemented  by  May  15,  1975,  we  then  rec- 
ommend that  an  emergency  session  of  the  House  of  Del- 
egates be  called  into  immediate  session,  in  accordance 
with  the  Bylaws,  to  decide  upon  a course  of  action  for 
the  benefit  of  our  membership. 

The  House,  after  discussion,  voted  to  amend  the 
reference  committee  report  as  follows: 

That  an  emergency  session  of  the  House  of  Dele- 
gates be  called  prior  to  July  1,  1975  to  decide  upon 
a course  of  action  for  the  benefit  of  our  membership 
regarding  the  medical  liability  insurance  problem; 
the  date,  time,  and  location  of  said  session  to  be  de- 
termined by  the  Council. 

The  House,  after  further  discussion,  voted  to 
adopt  this  portion  of  the  reference  committee  re- 
port as  amended. 

You  are  aware  of  the  crisis  resulting  from  Argonaut’s 
termination  of  its  commitment  to  this  Society.  You 
should  be  equally  aware  of  the  tremendous  efforts  by  all 
your  officers,  staff  and  involved  committees  in  seeking 
realistic  and  effective  solutions  to  our  problems.  Medi- 
cal liability  insurance  must  be  available,  and  it  must  be 
available  at  the  lowest  possible  cost  commensurate  with 
our  requirements.  The  increased  incidence  of  suits  and 
the  ever  increasing  average  award  make  evident  the  fact 
that  legislative  changes  must  be  made  to  assure  protec- 
tion for  all  patients  with  justified  grievances  and  to  pro- 
vide this  at  a reasonable  cost. 

Extensive  testimony  was  given  concerning  the  various 
options  on  a legislative  approach  to  the  problem.  It  is 
obvious  that  all  of  these  have  been  carefully  and  stu- 
diously examined.  Unfortunately,  the  exact  impact  of 
any  one  or  combination  of  proposals,  if  enacted,  would 
be  most  difficult  to  judge  and  only  time  will  prove  their 
level  of  effectiveness. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

We  especially  direct  attention  to  the  proposed  Pa- 
tients’ Indemnification  Act  and  its  numerous  provisions 
for  resolving  the  problems  involved  in  malpractice  in- 
surance. We  recommend  that  this  proposed  act  be 
adopted  as  the  position  of  the  Medical  Society  of  the 
State  of  New  York,  representing  a sound,  new  approach 
to  the  solution  of  the  malpractice  problem  in  this  State. 
We  are  especially  appreciative  of  the  input  from  the 
many  individuals  and  county  societies  which  have  made 
this  point  of  view  a true  consensus. 


We  recommend  the  adoption  of  this  portion  of  the  re- 
port and  referral  to  the  Council  for  implementation. 

The  House,  after  discussion  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

We  take  note  of  the  extensive  public  relations  cam- 
paign which  has  been  mounted  by  Manning,  Selvage, 
Lee  & Co.,  and  urge  all  delegates  to  work  within  their 
county  society  to  implement  more  effectively  this  mas- 
sive educational  endeavor.  We  commend  the  Council 
for  its  prompt  action  in  initiating  this  necessary  pro- 
gram to  inform  the  public  of  the  potential  crisis  in 
health  care  delivery. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Resolution  75-52,  Defense  of  Malpractice  Claims 
Introduced  by  Leo  J.  Swirsky,  M.D.,  as  an  Individual 
Whereas,  The  malpractice  crisis  has  yet  to  be  re- 
solved; and 

Whereas,  No  one  can  attempt  to  predict  the  even- 
tual solution,  but  we  can  assume  there  will  still  be  sit- 
uations that  will  require  litigation;  and 

Whereas,  In  the  past,  doctors  have  not  contested  in 
the  courts,  all  claims  of  a questionable  basis;  and 
Whereas,  doctors  have  had  a legitimate  reason  for 
this  attitude;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advise  the  creation  of  a malpractice  review 
committee  in  every  county  medical  society  where 
there  is  a peer  review  committee;  and  be  it  further 
Resolved,  That  all  doctors  fight  every  case  where  a 
review  board  of  physicians  recommend  its  defense 
and  is  satisfied  that  the  involved  doctor  has  practiced 
good  medicine  and  unpredictable  results  have  oc- 
curred; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  every  doctor  be  required  to 
come  to  the  defense  of  any  physician  who,  in  such  a 
case,  requests  help  and  that  this  be  done  at  a minimal 
cost  or  at  no  cost  to  the  insurance  carrier  or  doctor  in- 
volved. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

This  resolution  augments  our  previously  expressed 
recommendations.  The  reference  committee  recom- 
mends approval  of  Resolution  75-52. 

The  House  voted  to  amend  this  resolution  by 
adding  a fourth  Resolved,  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  approve  that  every  doctor  be  required 
to  come  to  the  defense  of  the  profession  when,  in 
the  opinion  of  the  review  board  mentioned  in  re- 
solved one,  the  physician  involved  has  failed  to  per- 
form up  to  the  principles  and  standards  of  practice 
of  the  Medical  Society  of  the  State  of  New  York. 

The  House,  after  discussion,  voted  to  adopt  Res- 
olution 75-52  as  amended,  and  referred  the  reso- 
lution to  the  Council  for  further  study. 
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Resolution  75-18,  Compulsory  Malpractice  Arbi- 
tration 

Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe, Inc.  and  Seventh  District  Branch 

Whereas,  The  number  of  malpractice  cases  is  in- 
creasing each  year;  and 

Whereas,  The  cost  of  malpractice  insurance  in  New 
York  State  is  rising  to  uncontrollable  levels  and  thus 
contributing  further  to  the  increase  in  the  cost  of 
medical  care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to 
enact  a law  requiring  compulsory  arbitration  of  all 
malpractice  claims. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 

sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Because  the  evidence  heard  by  this  committee 
suggests  that  even  if  enabling  legislation  were  passed 
compulsory  arbitration  might  well  not  be  in  the  best  in- 
terest of  the  physician,  your  reference  committee  recom- 
mends disapproval  of  Resolution  75-18. 

The  House  voted  to  not  adopt  Resolution  75-18. 

Resolution  75-19,  Medical  Society  of  the  State  of 
New  York  Authority  on  Medical  Licensure 

Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe, Inc.  and  the  Seventh  District  Branch 

Whereas,  The  number  of  malpractice  claims  is  in- 
creasing each  year,  settlements  are  higher  and  the 
cost  of  malpractice  insurance  is  more  burdensome  to 
practicing  physicians  and  only  serves  to  increase  costs 
of  medical  care;  and 

Whereas,  Some  malpractice  cases  come  from  activi- 
ties of  incompetent  physicians;  and 

Whereas,  It  is  most  difficult  under  present  regula- 
tions for  the  medical  profession  to  discipline  or  con- 
trol the  activities  of  its  members;  and 

Whereas,  Local  county  societies  have  the  ability  to 
gather  and  review  data  and  make  recommendations; 
and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  the  ability  to  review  this  data  and  act  upon 
it;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  New  York  State  Legislature 
to  enact  laws  that  would  empower  the  State  and  coun- 
ty medical  societies  to  suspend  or  revoke  medical  li- 
censure of  a physician  when  deemed  necessary  by  his 
peers  with  the  physician  having  the  right  of  appeal  to 
the  Medical  Society  of  the  State  of  New  York  and  the 
courts. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  feels  that  this  resolved  is 
unrealistic  in  that  the  State  will  never  relinquish  its  au- 
thority concerning  licensure.  In  addition,  we  think  it 
most  unwise  that  county  medical  societies  have  this 
power.  At  the  present  time,  county  societies  can  recom- 
mend physicians  to  the  State  Education  Department  for 
suspension  or  revocation  of  licensure,  and  under  the 
proposed  change  in  the  State  Education  Law  such  ac- 
tion would  be  augmented. 


The  committee  recommends  that  Resolution  75-19 
not  be  approved. 

The  House  voted  to  refer  Resolution  75-19  to 
the  Council. 

Resolution  75-26,  Malpractice  Self-Insurance 
Program 

Introduced  by  Thomas  E.  Cardillo,  M.D.,  as  an  Individ- 
ual, and  the  Seventh  District  Branch 

Whereas,  Professional  medical  liability  insurance 
has  been  a continuous  problem  for  physicians;  and 
Whereas,  Various  insurance  companies  have  not 
satisfactorily  handled  this  insurance  for  the  physi- 
cians of  New  York  State;  and 

Whereas,  A program  of  self-insurance  could  be 
funded  and  operated  by  the  physicians  of  New  York 
State  without  third  party  problems;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  the  funding  and  organization  neces- 
sary to  establish  a self-insurance  professional  medical 
liability  program  if  it  is  found  desirable;  and  be  it  fur- 
ther 

Resolved,  That  if  such  an  insurance  program  is  in- 
stituted, that  it  be  operated  as  a program  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  appreciates  the  concepts 
embodied  in  Resolution  75-26,  but  notes  that  the  re- 
solveds  are  already  included  in  the  State  legislation 
package.  Your  reference  committee  recommends  that 
Resolution  75-26  be  filed. 

The  House  voted  to  file  Resolution  75-26. 

Resolution  75-27,  Information  re:  Costs  of  Operat- 
ing a Professional  Medical  Liability  Insurance  Pro- 
gram 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  and  its  individual  members  have  never  been 
able  to  obtain  valid  information  regarding  the  costs  of 
operating  a professional  medical  liability  insurance 
program  incurred  by  the  insurance  company;  and 
Whereas,  During  the  present  professional  medical 
liability  insurance  crisis  there  exist  many  estimates  as 
to  what  percentage  of  the  premium  dollar  goes  to  the 
patient,  defense  attorney,  plaintiff  attorney,  insur- 
ance company’s  administrative  costs  and  other  ex- 
penses; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  whatever  steps  are  necessary,  includ- 
ing legal  action,  to  obtain  from  Employers  Insurance 
of  Wausau  and  Argonaut  Insurance  Company,  the 
exact  figures  of  which  percentage  of  the  premium  dol- 
lar goes  to  the  patient,  defense  attorney,  plaintiff  at- 
torney, insurance  company’s  administrative  costs  and 
other  expenses. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 

sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  has  heard  evidence  that 
your  State  Society  has  already  obtained  such  informa- 
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tion  as  is  relevant  to  its  needs  from  the  State  Insurance 
Department,  our  Indemnity  Representative,  and  inde- 
pendent insurance  actuaries.  We  have  been  informed 
that  the  latest  figures  indicate  that  of  our  premium,  11% 
went  to  administrative  expenses,  29%  to  defense  costs, 
and  60%  to  the  patient  and  his  lawyer.  The  legal  stan- 
dard action  suggested  by  this  resolution  would  take  over 
one  year  to  conclude,  would  likely  be  rejected  in  a court 
proceeding,  and  would  involve  a substantial  legal  cost 
for  which  no  method  of  funding  has  been  indicated. 
Your  reference  committee  recommends  that  Resolution 
75-27  be  not  adopted. 

The  House  voted  to  not  adopt  Resolution  75-27. 

Resolution  75-28,  Rejection  of  Claims-Made  Pro- 
gram in  Professional  Medical  Liability  Proposals 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  Physicians  in  New  York  State  have  had 
to  endure  increased  premiums  for  their  professional 
medical  liability  insurance;  and 

Whereas,  No  further  increase  in  premiums  is  ac- 
ceptable; and 

Whereas,  Claims-made  is  a totally  unacceptable 
form  of  professional  medical  liability  insurance  for 
the  medical  profession  of  New  York  State;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reject  any  professional  medical  liability  in- 
surance proposal,  from  any  and  all  sources,  which  in- 
cludes any  increase  in  the  present  premiums  struc- 
ture; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reject  any  professional  medical  liability  in- 
surance proposal,  from  any  and  all  sources,  which  in- 
cludes a claims-made  program  as  opposed  to  a claims- 
occurrence  program. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  committee  amended  this  resolution  by  the  dele- 
tion of  the  first  resolved,  since,  despite  our  desire  for 
lower  premiums,  this  would  unnecessarily  tie  the  hands 
of  MSSNY  in  future  negotiating. 

The  committee  felt  that  the  second  resolved  might  be 
restrictive,  but  the  overwhelming  testimony  presented 
to  the  reference  committee  indicated  that  this  action 
might  be  appropriate  at  the  present  time.  Your  refer- 
ence committee  recommends  approval  of  Resolution 
75-28  as  amended. 

The  House,  after  discussion,  voted  to  refer  Res- 
olution 75-28  as  amended  to  the  Council. 

Resolution  75-29,  Mandatory  Assessment  of  $100 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  approved  a special  mandatory  as- 
sessment of  $100  for  all  active  members  to  finance  in 
part  a public  awareness  campaign  concerning  the  pro- 
fessional medical  liability  insurance  crisis;  and 

Whereas,  There  is  no  clarification  as  to  the  specif- 
ics of  the  program;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  request  a 


detailed  program  with  a budget  to  finance  in  part  a 
public  awareness  campaign  concerning  the  profession- 
al medical  liability  insurance  crisis,  to  be  approved  by 
the  House  of  Delegates  at  this  Annual  Meeting  before 
expending  any  of  the  monies. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

There  was  a request  by  the  introducer  to  withdraw 
this  resolution. 

The  House  voted  permission  for  Resolution 
75-29  to  be  withdrawn. 

Resolution  75-33,  Malpractice — Full  Disclosure 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

Whereas,  Our  current  malpractice  dilemma  cannot 
be  expected  to  be  completely  and  permanently  solved 
by  the  present  legislature  regardless  of  what  statutes 
are  enacted;  and 

Whereas,  Intelligent  solutions  of  any  problem  are 
contingent  upon  a thorough  and  complete  knowledge 
and  understanding  of  all  the  facts  necessary  for  such 
solutions;  and 

Whereas,  Comprehensive  hard  facts  about  mal- 
practice have  not  been  available  to  the  State  Society 
membership  in  the  past,  nor  are  they  available  at  pre- 
sent; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  henceforth  a specific  administra- 
tive office  to  be  charged  with  the  responsibility  of 
gathering  and  evaluating  on  a continuing  basis  all  per- 
tinent data  concerning  professional  medical  liability 
insurance  problems;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  Council  of  the  State  Society  to 
review  and  report  quarterly  to  the  membership  on  the 
activities  of  this  special  administrative  department; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  charge  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  of  the  State  Society 
along  with  the  Administration  and  Elected  Officials 
of  this  State  Society  with  preparing  and  distributing 
an  annual,  in-depth,  comprehensive  report  of  all  mal- 
practice activity  in  New  York  State;  and  be  it  further 

Resolved,  That  this  report  be  distributed  to  the 
general  membership  and  to  the  members  of  the  House 
of  Delegates  at  least  one  month  prior  to  the  annual 
meeting  of  the  House;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  implement  this  resolution  by  financing  a 
special  assessment  of  $10.00  to  accomplish  this  pur- 
pose. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  believes  that  most  of  the 
intent  of  this  resolution  has  already  been  accomplished 
by  the  formation  of  our  own  mutual  insurance  company 
and  certainly  endorses  the  idea  of  frequent  reports  to 
the  membership  on  all  facets  of  its  operation.  Your  ref- 
erence committee  recommends  that  Resolution  75-33  be 
filed. 

The  House  voted  to  file  Resolution  75-33. 
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Resolution  75-39,  Malpractice  Suits  Against  Hos- 
pitals and  Physicians 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  There  exist  at  present  several  adversary 
actions  between  the  hospitals  and  members  of  their 
medical  staffs;  and 

Whereas,  Where  such  adversary  actions  exist,  or  is 
possible  in  the  future,  an  atmosphere  of  mutual  dis- 
trust can  only  be  detrimental  to  the  quality  of  medical 
care  given  patients  in  the  hospital  setting,  and  ulti- 
mately result  in  increased  costs  to  the  malpractice  in- 
surer; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  each  hospital  medical  staff  and 
its  insurers  reach  a working  agreement  which  will  pre- 
vent an  unfavorable  atmosphere  from  developing;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  appropriate  steps  for  implementation 
and  recommend  similar  action  to  the  American  Medi- 
cal Association. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  wishes  to  offer  a substitute 
resolved  for  the  two  resolveds  of  the  original  resolution 
as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  conjunction  with  the  Hospital  Associa- 
tion of  the  State  of  New  York,  take  appropriate  steps 
for  the  implementation  of  a policy  to  insure  the  pre- 
vention of  an  unfavorable  atmosphere  developing  be- 
tween their  respective  members  in  professional  liabil- 
ity actions. 

Your  reference  committee  recommends  the  approval 
of  the  substitute  resolved  portion. 

The  House  voted  to  adopt  Resolution  75-39  as 
amended. 

Resolution  75-49,  Malpractice  Insurance 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  current  medical  malpractice  crisis  in 
New  York  State  has  highlighted  the  complete  failure 
and  utter  breakdown  of  the  “system”  in  handling 
claims  of  medical  malpractice;  and 

Whereas,  No  program,  legislative  or  otherwise,  will 
remedy  these  enormous  problems  unless  substantial 
modifications  are  made  in  the  way  in  which  malprac- 
tice claims  are  adjudicated;  and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  presented  a series  of  proposals  to  the  New 
York  State  Legislature  which  offer  the  substance  of 
change  required  to  resolve  these  problems,  and 

Whereas,  These  proposals  include: 

1.  a mediation  panel  amendment  allowing  evi- 
dence and  decisions  of  said  body  to  be  admissible  in 
court 

2.  a change  in  the  foreign  object  statute  of  limita- 
tions 

3.  adoption  of  a binding  arbitration  approach  to 
malpractice  claims  and  an  awards  system  akin  to 
Workmen’s  Compensation 

4.  allowing  a successful  defendant  of  a malprac- 
tice suit  to  reimbursement  for  counsel  fees  and  other 
costs  incurred  in  defending  the  action 


5.  a malpractice  notice  of  action 

6.  a professional  practice  disciplinary  mechanism; 
and 

Whereas,  The  physicians  of  Broome  County  will 
find  themselves  unable  to  treat  patients  if  there  is  no 
workable,  realistic  solution  operative  by  July  1,  1975; 
and 

Whereas,  The  membership  of  the  Broome  County 
Medical  Society  has  gone  on  record  as  being  in  com- 
plete support  of  the  legislative  proposals  submitted  to 
the  New  York  State  Legislature  by  the  Medical  Soci- 
ety of  the  State  of  New  York;  and 

Whereas,  The  Broome  County  Medical  Society  will 
not  accept  any  other  solution  that  does  not  address  it- 
self to  the  essential  issues  involved  in  malpractice  liti- 
gation and  proper  redress  for  aggrieved  patients; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  agree  with  the  Broome  County  Medical  So- 
ciety that  no  other  solution  to  the  professional  medi- 
cal liability  insurance  problem  be  accepted  that  does 
not  adhere  itself  to  the  essential  issues  with  proper  re- 
dress for  aggrieved  patients. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  believes  that  the  substance 
of  this  resolution  is  that  the  interests  of  our  patients 
should  be  protected;  however,  we  find  the  wording  of  the 
resolved  is  not  clear.  Your  reference  committee  recom- 
mends that  Resolution  75-49  not  be  adopted. 

The  House  voted  to  not  adopt  Resolution  75-49. 


Resolution  75-57,  Matter  of  Formation  of  Medical 
Society  of  the  State  of  New  York  Medical  Malprac- 
tice Insurance  Company 

Introduced  by  the  Medical  Society  of  the  County  of  Erie 
Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  under  study  the  formation  of  an  insurance 
company  to  write  malpractice  insurance  for  its  mem- 
bers; and 

Whereas,  All  experience  in  New  York  State  has 
shown  that  under  the  present  system  of  handling  mal- 
practice cases  malpractice  insurance  cannot  be  under- 
written except  at  ruinous  rates;  and 

Whereas,  Reform  of  the  present  tort  system  or  de- 
velopment of  an  alternative  system  of  handling  mal- 
practice cases  to  reduce  costs  is  absolutely  indispensi- 
ble  to  enable  any  insurance  company,  whether  it  be 
commercial  or  one  operated  by  the  Medical  Society  of 
the  State  of  New  York,  to  offer  malpractice  insurance 
at  reasonable  rates  and  to  avoid  heavy  financial  loss- 
es; therefore  be  it 

Resolved,  That  the  House  of  Delegates  go  on  rec- 
ord as  being  opposed  to  the  Medical  Society  of  the 
State  of  New  York  forming  an  insurance  company  to 
write  malpractice  insurance  unless  an  alternative 
method  of  handling  malpractice  cases  is  first  enacted 
into  law  or  unless  reforms  are  made  in  the  present 
system  which  give  promise  of  substantially  reducing 
malpractice  costs;  and  be  it  further 

Resolved,  That  in  no  event  should  the  Medical  So- 
ciety of  the  State  of  New  York  form  an  insurance 
company  without  first  submitting  a specific  proposal 
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to  the  House  of  Delegates  either  in  regular  or  special 
session  for  discussion,  evaluation,  and  approval. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  committee  amended  this  resolution  by  the  dele- 
tion of  the  second  resolved,  since  it  finds  this  resolved 
unworkable  because  of  the  time  factor  involved.  The 
reference  committee  recommends  approval  of  Resolu- 
tion 75-57  as  amended. 

The  House  voted  to  refer  Resolution  75-57  as 
amended  to  the  Council. 

Resolution  75-58,  Legislative  and  Judicial  Rem- 
edies for  Malpractice  Insurance  Availability  and 
Ameliorating  Costs 

Introduced  by  Medical  Society  of  the  County  of  Erie 

Whereas,  The  problems  of  unavailability  of  mal- 
practice insurance  and  its  excessively  high  costs  have 
become  critical  issues  facing  physicians  and  their  pa- 
tients; and 

Whereas,  Without  adequate  medical  malpractice 
insurance  for  physicians  and  hospitals,  the  public  may 
be  unable  to  obtain  adequate  health  care;  and 

Whereas,  These  problems  can  only  be  solved  by 
legislation  specifically  corrective  of  the  factors  which 
inflate  costs;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  propose  and  effect  legislative  and  judicial 
remedies  that: 

1.  Require  proof  of  negligence  by  clear  and  con- 
vincing evidence 

2.  Eliminate  “pain  and  suffering”  as  an  item  of 
damage 

3.  Modify  the  contingency  fee  arrangement 

4.  Recognize  that  “claims-made”  insurance  cover- 
age would  be  more  costly 

5.  Establish  a one-year  limitation  for  the  filing  of 
malpractice  claims  (excepting  for  infants  and  foreign 
body  cases) 

6.  Allow  Mediation  Panel  findings  to  be  available 
to  trial  juries 

7.  Bar  double  payments  from  defendant-physi- 
cian and  patient’s  insurance 

8.  Provide  that  the  successful  defendant  in  mal- 
practice suits  be  eligible  for  reimbursement  of  defense 
costs. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 

sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

This  resolution  contains  material  which  has  been  sub- 
stantially covered  in  the  legislative  package  previously 
approved.  The  reference  committee,  therefore,  recom- 
mends that  Resolution  75-58  be  filed. 

The  House  voted  to  file  Resolution  75-58. 

Resolution  75-59,  Malpractice  Liability  Insur- 
ance— Self  Insurance 

Introduced  by  Medical  Society  of  the  County  of  Ulster 

Whereas,  The  spiraling  costs  of  professional  medi- 
cal liability  insurance  in  New  York  State,  when  avail- 
able, has  reached  unconscionable  proportions;  and 

Whereas,  It  appears  that  annual  contributions  by 
members  to  a fund  to  provide  self-insurance  should 


not  reach  the  present  level  of  premiums  to  establish  a 
viable  fund;  and 

Whereas,  Self-insurance  has  been  suggested  by 
many  individuals  and  there  has  been  no  satisfactory 
explanation  for  its  rejection  communicated  to  the 
many  county  medical  societies;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  every  detail  and  possible  avenue  of 
self-insurance,  and  if  valid  reasons  for  rejecting  such  a 
proposal  are  developed,  MSSNY  should  communicate 
the  details  and  reasons  to  each  and  every  county  med- 
ical society  in  the  State  of  New  York. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  is  in  agreement  with  the 
sense  of  this  resolution,  but  since  this  has  already  been 
approved  in  previous  action,  the  committee  recom- 
mends that  Resolution  75-59  be  filed. 

The  House  voted  to  file  Resolution  75-59. 

Resolution  75-72,  Health  Care  Indemnification 
Act  be  Main  Thrust  of  Medical  Society  of  the  State 
of  New  York’s  Legislative  Proposals 
Introduced  by  Seventh  District  Branch 

Whereas,  The  current  malpractice  insurance  crisis 
presents  an  intolerable  situation  both  to  the  patients 
and  physicians  of  New  York  State;  and 

Whereas,  The  present  methods  of  settling  malprac- 
tice claims  has  led  to  this  intolerable  situation;  and 
Whereas,  The  current  proposals  of  the  Medical  So- 
ciety of  the  State  of  New  York  (S.1322,  S.977,  S.1491, 
S.1323)  do  not  appreciably  change  the  methods  of  set- 
tling malpractice  claims;  therefore  be  it 

Resolved,  That  the  main  thrust  of  legislation  pro- 
posals of  the  Medical  Society  of  the  State  of  New 
York  be  the  Health  Care  Indemnification  Act  wherein 
patients  contract  with  their  physicians  for  health  care 
and  malpractice  claims  are  paid  on  the  basis  of  sched- 
uled awards. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 

sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  believes  that  this  resolu- 
tion refers  to  a no-fault  type  of  insurance  which  may  not 
be  in  the  best  interests  of  the  members  of  this  society. 
In  addition,  it  is  contrary  to  the  legislative  package 
which  has  already  been  approved.  Your  reference  com- 
mittee therefore  recommends  that  Resolution  75-72  be 
not  approved. 

The  House  voted  to  not  adopt  Resolution  75-72. 

Resolution  75-100,  Proposed  New  Medical  Liabil- 
ity Insurance  Program 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  Our  present  broker  has  been  the  exclu- 
sive insurance  broker  arranging  for  professional  medi- 
cal liability  insurance  for  the  Medical  Society  of  the 
State  of  New  York  for  many  years;  and 

Whereas,  This  broker,  as  insurance  representative 
of  the  Medical  Society  of  the  State  of  New  York,  com- 
pleted negotiations  with  Argonaut  Insurance  Compa- 
ny for  the  year  July  1974  to  June  1975;  and 
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Whereas,  Evidence  has  been  produced  indicating 
that  all  alternative  programs  and  options  for  medical 
liability  insurance  were  not  fully  investigated  by  our 
broker;  and 

Whereas,  Our  present  plight  may  well  have  been 
avoided  if  such  careful  evaluation  had  been  carried 
out;  and 

Whereas,  Despite  repeated  requests  the  precise  fis- 
cal relationship  between  our  broker  and  the  Medical 
Society  of  the  State  of  New  York  has  never  been  made 
available,  including  commission  fee  costs  of  conduct- 
ing the  insurance  policy  program,  etc.;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  the  utilization,  by  the  proposed 
new  professional  medical  liability  insurance  program 
for  MSSNY,  of  the  present  broker  until  these  ques- 
tions have  been  satisfactorily  answered  and  a full  dis- 
closure of  the  facts  made  clear. 


Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  has  made  extensive  investi- 
gations concerning  the  allegations  inherent  in  this  reso- 
lution and  find  them  to  be  unfounded.  We  find  that  al- 
ternative options  were  fully  explored,  figures  were  given 
to  the  MSSNY,  and  the  fiscal  relationship  between  our 
Indemnity  Agent  and  MSSNY  have  been  explained  and 
appear  to  be  very  reasonable.  Supporters  of  this  resolu- 
tion presented  no  concrete  evidence  that  a substantive 
alternative  proposal  including  a name  insurance  compa- 
ny had  ever  been  offered.  Your  reference  committee 
recommends  that  Resolution  75-100  not  be  approved. 

The  House  voted  to  not  adopt  Resolution  75-100. 

Resolution  75-101,  A Physician-Controlled  Mutu- 
al Malpractice  Insurance  Company 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  A physician-controlled  mutual  insurance 
company  is  seriously  being  considered  as  a solution  to 
the  present  problem  of  providing  malpractice  insur- 
ance; and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  earmarked  up  to  $200,000  to  plan  such  a 
company  but  has  stated  it  would  set  up  such  a compa- 
ny, only  if  remedial  legislation  is  passed  to  enable 
such  a program  to  be  carried  on  a sound  fiscal  basis; 
and 

Whereas,  Remedial  legislation  may  not  be  forth- 
coming in  the  immediate  future;  and 

Whereas,  There  is  evidence  that  a physician  con- 
trolled company  could  function  on  a sound  fiscal  basis 
despite  the  failure  to  obtain  remedial  legislation; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  steps  to  set  up  a physician-controlled 
mutual  malpractice  insurance  company  immediately; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  invite  independent  insurance  brokers  to 
make  proposals  concerning  the  planning  and  opera- 
tion of  such  a company  so  that  the  best  plan  and  the 
best  qualified  broker  will  be  chosen. 


Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 

sented by  Henry  B.  Marshall,  M.D.,  Chairman 

Your  reference  committee  amended  this  resolution  by 
deletion  of  the  second  resolved,  since  information  re- 
ceived from  other  insurance  consultants  would  indicate 
that  there  is  no  need  for  the  brokerage  bidding  advocat- 
ed. Therefore,  your  reference  committee  recommends 
that  Resolution  75-101  be  adopted  as  amended. 

The  House  voted  to  refer  Resolution  75-101  as 
amended  to  the  Council. 


Resolution  75-102,  Malpractice  Insurance 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  Unavailability  of  malpractice  insurance 
in  New  York  State  on  July  1,  1975  may  become  a real- 
ity; and 

Whereas,  The  public  is  faced  with  inadequate  med- 
ical care  after  that  date;  and 

Whereas,  The  efforts  of  the  Medical  Society  of  the 
State  of  New  York  to  resolve  the  problem  are  being 
increasingly  questioned  by  its,  members,  because  of 
its 

1)  Injudicious  retention  of  the  organization  which 
manages  our  present  program,  despite  its  failure  to 
foresee  the  precipitous  withdrawal,  without  explana- 
tion, of  our  present  insurers,  and 

2)  Imposition  by  the  Medical  Society  of  the  State 
of  New  York  of  a $100  assessment  on  each  member  for 
publicity  which  is  ill-conceived,  wasteful,  and  unnec- 
essary; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  interview  promptly  other  management 
firms  capable  of  administering  a self  insurance  plan, 
authorized  by  the  Legislature  and  approved  by  the 
Superintendent  of  Insurance,  evaluate  their  plans, 
and  select  one  firm;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  desist  from  collecting  any  assessments  due, 
and  keep  in  escrow  any  assessment  monies  collected 
to  date. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  finds  this  resolution  com- 
pletely impractical  because  of  the  time  factor  involved 
and  recommends  disapproval. 

The  House  voted  to  not  adopt  Resolution  75-102. 


Resolution  75-103,  Concerted  Effort  to  Effect  a 
Reasonable  Solution  to  the  Professional  Medical  Li- 
ability Insurance  Problem 

Introduced  by  Medical  Society  of  the  County  of  Oswego 
Whereas,  The  members  of  the  Medical  Society  of 
the  County  of  Oswego,  New  York,  share  the  deep  con- 
cern of  all  physicians  in  the  matter  of  professional  lia- 
bility coverage  in  this  State;  and 

Whereas,  We  are  alarmed  by  the  increasing  finan- 
cial burden,  but  even  more  so  by  the  erosion  of  profes- 
sional dignity  and  the  ever-present  fear  of  question- 
able litigation  the  present  system  has  engendered; 
and 
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Whereas,  Any  solution  to  this  oppressive  situation 
must  be  acceptable  to  our  members  and  assure  us  the 
right  to  practice  medicine  freely  according  to  the  tra- 
ditional high  standards  of  our  profession;  and 

Whereas,  If  such  a resolution  of  these  problems  is 
not  forthcoming,  the  members  of  the  Medical  Society 
of  the  County  of  Oswego  intend  to  suspend  the  regu- 
lar practice  of  medicine  at  the  termination  of  our 
present  liability  coverage,  until  such  time  as  an  ac- 
ceptable solution  is  agreed  upon.  We  would  like  to 
join  with  the  entire  membership  of  the  Medical  Soci- 
ety of  the  State  of  New  York  in  this  stand  against  an 
intolerable  situation;  therefore  be  it 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  take  a stand  against  the  intolerable  situa- 
tion in  the  matter  of  professional  medical  liability  in- 
surance coverage  in  New  York  State. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  is  in  sympathy  with  the 
problems  facing  the  members  of  the  Medical  Society  of 
the  County  of  Oswego  and  assures  them  that  we  all  face 
the  same  situation.  While  we  are  unable  to  control  the 
actions  of  individual  members,  we  would  caution  them 
against  their  stated  intent  to  act  in  concert.  This  proce- 
dure is  not  only  illegal  and  against  the  best  interest  of 
the  public,  but  is  morally  and  ethically  contrary  to  the 
basic  principles  of  the  Medical  Society  of  the  State  of 
New  York  and  the  entire  medical  profession.  Your  refer- 
ence committee  recommends  that  Resolution  75-103  be 
not  adopted. 

The  House  voted  to  not  adopt  Resolution  75-103. 

Resolution  75-104,  A System  for  the  Adjudication 
of  Medical  Malpractice  Liability 

Introduced  by  Medical  Society  of  the  County  of  Cort- 
land 

Whereas,  The  alternate  proposals  suggested  by  the 
Medical  Society  of  the  State  of  New  York  for  the  solu- 
tion of  the  current  malpractice  problem  are  not  satis- 
factory; and 

Whereas,  Such  proposals  would  only  serve  as  an  in- 
terim short-term  answer;  and 

Whereas,  The  cost  of  the  increased  premiums  in- 
herent in  the  interim  proposals  must  be  passed  on  to 
the  patients  and  their  third  party  payers  thereby  inti- 
mately involving  their  interests  in  this  issue;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  work  for  the  establishment  of  a New  York 


State  Malpractice  Commission  closely  analogous  to 
the  Workmen’s  Compensation  Commission  which 
Malpractice  Commission  would  have  power  to  decide 
all  malpractice  claims  made  against  physicians. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  finds  that  this  resolution 
would  set  up  a no-fault  type  of  insurance  which  is  prob- 
ably not  in  the  best  interests  of  the  members  of  this  So- 
ciety and,  therefore,  your  reference  committee  recom- 
mends that  Resolution  75-104  be  not  adopted. 

The  House  voted  to  not  adopt  Resolution  75-104. 

Resolution  75-105,  Malpractice  Insurance 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  operation  of  the  provisions  of  how 
malpractice  insurance  arrangements  are  to  operate 
with  the  physicians  of  this  State  directly  concern  the 
physicians  of  this  State;  and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  not  been  able  to  work  out  a satisfactory  ar- 
rangement with  insurance  companies  within  the  past 
few  years;  and 

Whereas,  There  are  allegations  under  investigation 
to  the  effect  that  recommendations  have  come  from 
the  Medical  Society  of  the  State  of  New  York  to  the 
Legislators  which  are  blatantly  against  the  interest  of 
the  physicians  of  this  State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  submit  a referendum  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  of  any  ar- 
rangement proposed  between  any  insurance  company 
and  the  physicians  of  this  State  before  endorsement 
by  the  Medical  Society  of  the  State  of  New  York. 

Report  of  Reference  Committee  on  Insurance  and 
Membership  Benefits:  The  following  report  was  pre- 
sented by  Henry  B.  Marshall,  M.D.,  Chairman. 

Your  reference  committee  finds  that  this  resolution 
contains  certain  inferences  which  your  reference  com- 
mittee finds  most  distasteful.  No  member  appeared  to 
speak  on  this  resolution.  In  its  extensive  hearings,  we 
have  not  at  any  time  encountered  any  suggestion  to  sub- 
stantiate allegations  of  misconduct  inherent  in  this  reso- 
lution or  any  relevant  matter.  Your  reference  commit- 
tee recommends  that  Resolution  75-105  be  not  adopted. 

The  House  voted  to  not  adopt  Resolution  75-105. 

The  House,  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 


1950 
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Preliminary  Plans  for  a Task  Force  to  Set  Up  a 
Disaster  Medical  Program  in  New  York  State 


Dr.  Way  presented  the  following: 

Members  of  the  House,  I bring  to  your  attention  a 
very  important  matter,  not  as  Speaker. 

Two  years  ago  at  the  end  of  this  meeting,  I took  the 
only  cruise  in  my  life,  and  when  we  departed  from 
42nd  Street,  we  had  a lifeboat  drill.  In  effect,  we  had 
a disaster  drill.  At  the  present  time,  in  the  presence 
of  this  medical  liability  insurance  crisis,  I think  we 
must  also  prepare  a disaster  plan  in  conjunction  with 
the  possibility  as  to  what  medical  care  in  this  State 
may  be  like  as  of  July  1st  in  case  we  have  no  insurance 
at  that  time.  To  me,  this  is  a high  priority  item.  I 
would  like  to  see  a task  force  established  consisting  of 
the  leaders  of  this  Society  and  the  leaders  of  the  New 
York  State  Hospital  Association  to  sit  down  and  for- 
mulate one  or  two  basic  principles:  one,  if  there  were 
no  insurance  and  physicians  could  not  practice  medi- 
cine; and  two,  certain  emergency  services  which  must 


be  provided  in  this  event,  and  with  these  two  provisos, 
within  thirty  days,  to  come  up  with  a common  plan  of 
what  medical  care  in  New  York  is  going  to  be  like. 

For  this  reason,  this  report  should  be  publicly  aired. 
I think  the  public  and  the  Legislature  should  fully  re- 
alize what  the  care  of  the  citizens  of  this  State  is  going 
to  be  like  in  case  this  situation  should  arise. 

Mr.  Speaker,  I move  you  the  concept  that  the  State 
Society  in  conjunction  with  the  Hospital  Association 
set  up  a task  force  to  describe  what  medical  care  in 
the  State  will  be  like  on  July  1st  in  the  event  this  sit- 
uation were  to  arise  and  to  report  back  to  the  Council. 

The  House  voted  to  approve  the  setting  up  of  a 
task  force  for  a medical  disaster  plan  in  New 
York  State  to  take  effect  if  the  malpractice  prob- 
lem is  not  settled  by  July  1st,  and  asked  for  a re- 
port back  to  the  Council. 


President-Elect  Emerson:  At  the  end  of  the  last  ses- 
sion, it  was  suggested  that  the  president  set  up  a 
disaster  plan  so  that  in  the  event  of  a medical  disaster,  if 
we  do  not  get  relief,  this  can  go  into  effect  July  1.  The 
first  recommendation  I want  to  make  to  our  Council  and 
to  our  legislative  representatives  in  Albany  and  our  Sub- 
committee, is  that  they  immediately  draw  up  an  appro- 
priate legislative  proposal  for  a disaster  plan,  a medical 
disaster  plan,  to  go  into  effect  July  1 in  conjunction  with 
the  Good  Samaritan  provision  to  protect  those  doctors 
who  do  not  have  any  malpractice  insurance  and  who  re- 
spond to  these  emergencies  in  the  hospital  or  wherever 
they  respond.  This  will  be  coordinated  with  the  State 
Hospital  Association.  We  have  already  made  initial 
overtures  to  them  and  are  going  to  present  it  to  the 
State  Hospital  Association.  This  disaster  plan  will  have 
to  be  coordinated  with  the  Government  and  the  ambu- 
lance and  helicopter  services  in  the  event  our  emergency 
rooms  cannot  handle  them.  It  may  even  require  trans- 
fer outside  the  State  to  other  hospitals.  But,  we  want  to 
have  appropriate  legislative  proposals  ready  in  the  event 
a crisis  comes  about  because  we  must  always  provide 
emergency  services  and  this  will  give  the  legislators 
three  months  to  get  the  appropriate  legislation  so  we  can 
have  immunity  under  the  Good  Samaritan  Act. 
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Statement  On  Behalf  of  the  Medical  Society  of  the 
State  of  New  York  at  Public  Hearing  on  a Joint 
Medical  Malpractice  Underwriting  Association 
Conducted  by  the  New  York  State  Select  Commit- 
tee On  Insurance  and  the  Senate  Committee  on 
Health,  January  6,  1975,  New  York  City.  Presented 
by  Ralph  S.  Emerson,  M.D.,  President-Elect,  Medi- 
cal Society  of  the  State  of  New  York 


I am  Ralph  S.  Emerson,  M.D.,  a practicing  general 
surgeon  in  Roslyn  Heights,  New  York,  and  President- 
Elect  of  the  Medical  Society  of  the  State  of  New  York. 
In  addition  to  my  duties  on  the  staff  of  four  hospitals  in 
Nassau  County,  I have  also  had  the  privilege  of  working 
on  a variety  of  projects  of  interest  to  our  State  Society 
and  my  fellow  physicians  in  New  York  State.  On  Octo- 
ber 4,  1974,  the  State  Medical  Society  presented  a de- 
tailed report  regarding  the  malpractice  crisis  to  the  Se- 
lect Committee  on  Insurance.  We  believe  that  the  top- 
ics discussed  and  the  recommendations  made  in  that  re- 
port are  still  pertinent  today.  We,  therefore,  request 
that  both  reports  be  studied  by  your  committees  and 
that  the  following  presentation  be  considered  as  a sup- 
plement to  our  original  report. 

We  appreciate  this  opportunity  to  express  our  great 
concern  regarding  the  malpractice  crisis  which  could 
have  a disastrous  effect  on  the  delivery  of  health  care  in 
the  State  of  New  York.  This  is  the  greatest  health  crisis 
this  State  has  ever  faced,  for  there  is  no  way  that  physi- 
cians can  continue  to  practice  or  that  hospitals  can  re- 
main financially  viable  under  these  unconscionable  mal- 
practice premiums. 

The  tragedy  is  that  the  public  will  bear  the  greatest 
burden  either  from  greatly  increased  physician  and  hos- 
pital charges  or  from  lack  of  services.  This  is  an  intol- 
erable situation,  and  the  present  malpractice  system 
must  be  changed. 

Recognizing  the  impending  crisis  and  in  an  attempt  to 
alleviate  the  escalating  costs  of  malpractice  insurance, 
the  Medical  Society  of  the  State  of  New  York  intro- 
duced a number  of  legislative  proposals  over  the  past 
several  years.  Unfortunately,  these  measures  were 
overlooked,  and  as  a result,  we  now  face  a situation  in 
which  the  State  may  have  to  mandate  that  personal  in- 
jury liability  insurance  carriers  provide  adequate  cover- 
age for  our  physicians.  Instead  of  positive  solutions  to 
this  problem,  we  have  seen  extensions  of  the  statute  of 
limitations  and  a deletion  of  the  teeth  in  the  recently 
passed  mediation  panel  program,  all  to  the  detriment  of 
physicians.  Drastic  changes  must  be  made  immediately 
if  we  are  to  prevent  a mass  withdrawal  from  clinical 
practice  and  a migration  of  physicians  from  New  York 
State. 

We  would  like  to  make  a few  comments  on  Senator 
Dunne’s  draft  bill  regarding  a joint  medical  malpractice 
underwriting  association.  We  appreciate  the  prompt 
response  and  the  sincere  intent  to  introduce  legislation 
to  ward  off  this  crisis.  However,  we  believe  that  the  es- 


tablishment of  a consortium  of  insurance  carriers  is 
merely  one  step  toward  solving  the  overall  problem. 
Faced  with  a similar  crisis  last  year,  legislation  was  in- 
troduced to  establish  a joint  underwriting  association 
composed  of  all  insurers  writing  personal  injury  liability 
insurance  in  this  State.  The  purpose  of  such  a program 
was  to  provide  malpractice  insurance  for  those  physi- 
cians who  could  not  obtain  coverage  in  the  voluntary 
market.  Representatives  of  the  State  Medical  Society 
participated  actively  in  negotiations  which  eventually 
led  to  the  creation  of  this  plan.  It  was  our  feeling  at 
that  time  that  a voluntary  program  was  preferable  to  a 
mandated  joint  underwriting  association,  and  that  the 
best  solution  to  our  problems  was  to  find  a way  of  pro- 
viding insurance  at  a reasonable  cost  through  the  open 
market.  We  still  believe  that  a voluntary  program  is 
preferable;  however,  if  the  exigencies  of  the  situation  de- 
mand such  action,  the  State  Medical  Society  could  sup- 
port the  joint  underwriting  association  approach. 


The  Joint  Underwriting  Approach.  Traditionally, 
malpractice  insurance  for  the  various  professions  has 
been  sold  in  the  open  market  by  a number  of  companies. 
Our  State  Medical  Society  has  carried  on  a program  of 
group  insurance  for  more  than  twenty-five  years,  and 
until  now  we  have  been  successful  in  offering  our  mem- 
bers a quality  insurance  program  at  competitive  rates. 
As  the  malpractice  crisis  deepened  in  recent  years,  we 
were  aware  of  a steady  exit  of  medical  malpractice  insur- 
ers from  the  State.  We  realized  that  it  was  imperative 
to  continue  our  program  so  that  physicians  in  New  York 
would  be  guaranteed  coverage  in  an  ever-shrinking  mar- 
ket. Last  Spring  it  became  apparent  that  an  emergency 
situation  would  develop  if  coverage  could  not  be  contin- 
ued through  the  State  Medical  Society  program.  We 
immediately  undertook  a search  for  a viable  alternative, 
and  it  was  agreed  at  that  time  that  a joint  underwriting 
association  was  the  best  method  for  solving  the  short- 
run  problem. 

Since  we  are  now  confronted  with  an  equally  serious 
problem,  we  must  again  explore  the  possibility  of  estab- 
lishing a joint  underwriting  association  to  provide  cover- 
age for  our  physicians.  Due  to  the  present  uncertainty 
regarding  the  availability  of  malpractice  insurance  in 
the  voluntary  market,  we  suggest  that  such  a program 
only  be  instituted  by  the  Superintendent  of  Insurance  if 
adequate  coverage  is  otherwise  unobtainable.  Since 
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this  bill  mandates  the  creation  of  the  association,  we 
recommend  that  this  provision  be  changed  to  allow  the 
Superintendent  some  discretion  in  establishing  such  a 
mechanism.  In  regard  to  other  sections  of  this  bill,  we 
support  the  provisions  that  direct  that  the  Medical  Soci- 
ety of  the  State  of  New  York  be  consulted  by  the  Super- 
intendent in  the  promulgation  of  any  plans  for  the  oper- 
ation of  this  association,  and  which  allow  the  State  Soci- 
ety to  act  on  behalf  of  its  members  in  applying  to  the  as- 
sociation for  malpractice  coverage.  However,  we  are 
disturbed  by  the  provision  which  would  permit  the  Su- 
perintendent to  authorize  policies  on  a claims  made 
basis. 

In  considering  the  association  approach,  we  would 
also  like  to  draw  your  attention  to  the  fact  that  the  pro- 
jected premium  rates  by  the  involved  consortium  of  in- 
surance carriers  varied  from  a 100%  to  a 275%  increase 
in  comparison  to  the  93.5%  increase  offered  by  the  Argo- 
naut Insurance  Co.  There  is  no  reason  to  believe  that 
the  association  carriers  will  be  able  to  operate  under 
more  reasonable  rates  unless  the  malpractice  system  is 
changed.  We  cannot  accept  any  solution  which  would 
permit  a further  increase  in  our  already  exorbitant  pre- 
miums. 

In  regard  to  the  “claims  made”  concept  of  insurance, 
this  approach  would  not  adequately  protect  the  physi- 
cian and,  therefore,  is  unacceptable  to  the  State  Medical 
Society.  It  is  merely  a device  to  postpone  the  escalating 
payments  and  is  no  solution  to  the  overall  problem.  It 
would  require  the  purchase  of  a “tail  contract”  if  a phy- 
sician retires,  becomes  ill,  leaves  the  State,  or  the  insur- 
ance carrier  cancels  the  policy.  Our  previous  carrier, 
Employers  of  Wausau,  estimated  the  cost  of  a tail  con- 
tract would  be  250%  to  300%  of  the  last  annual  premi- 
um. Even  at  our  present  rate  of  $10,000  to  $15,000,  that 
would  mean  a physician  who  retired  would  have  to  pay 
$25,000  to  $45,000  for  coverage  just  to  protect  himself 
against  suits  which  might  arise  in  the  future.  The  Argo- 
naut Insurance  Co.  has  stated  emphatically  that  the 
claims  made  approach  will  not  save  any  money,  but  will 
merely  stretch  out  the  physician’s  payments.  In  addi- 
tion, Argonaut  would  not  even  project  what  the  future 
premiums  might  be.  Does  anyone  really  believe  that  a 
physician  would  stay  in  practice  or  that  a young  physi- 
cian would  enter  practice  in  New  York  State  under 
these  conditions? 


The  Unsolved  Problem.  Although  a joint  under- 
writing association  will  guarantee  that  physicians  will  be 
able  to  obtain  malpractice  coverage,  it  does  not  get  at 
the  crux  of  the  problem  nor  does  it  offer  a long-range  so- 
lution to  stem  the  tide  of  ever-increasing  suits,  judg- 
ments and  premium  rates.  New  York  State  has  been 
the  hardest  hit  by  the  malpractice  crisis.  There  are 
other  states,  such  as  Maryland,  Michigan,  California, 
North  Carolina  and  Florida,  which  are  experiencing  the 
same  escalating  malpractice  costs.  All  of  this  is  occur- 
ring at  a time  when  there  are  more  agencies  and  govern- 
ment regulations  mandating  quality  controls.  In  addi- 
tion, the  Joint  Commission  on  Accreditation  of  Hospi- 
tals has  imposed  strict  requirements  for  medical  care 
audits  in  all  accredited  hospitals.  Certainly  no  other 
business  or  profession  has  as  many  agencies  overseeing 
our  hospital  practice  patterns.  A current  study  of  surgi- 
cal care  in  selected  hospitals  in  the  Brooklyn-Long 


Island  area  shows  a very  low  incidence  of  unjustified 
surgical  procedures,  which  is  contrary  to  some  of  the  re- 
cent sensational  news  reports.  Physicians  also  perform 
peer  review  functions  which  no  other  profession  does. 
In  return,  if  we  maintain  a high  assessment  of  perfor- 
mance as.  judged  by  our  peers  and  government  agencies 
as  mandated  by  Public  Law  92-603,  we  should  be  re- 
lieved of  civil  liability  in  any  court  in  any  state.  We, 
therefore,  recommend  enactment  of  a statute  which 
would  grant  immunity  from  liability  for  damages  to  any 
physician  who  conforms  to  established  standards  and 
norms  of  care.  This  approach  would  have  the  advan- 
tage of  measuring  the  accused  physician’s  actions 
against  objective  standards  established  by  impartial  ex- 
perts. It  would  also  have  the  dual  effect  of  discouraging 
frivolous  suits  and  assisting  the  decision  maker,  whether 
it  be  a panel,  judge  or  jury,  in  making  the  proper  deter- 
mination in  such  a highly  technical  area. 

The  Medical  Society  of  the  State  of  New  York  would 
also  like  the  Legislature  to  enact  an  amendment  to  the 
Malpractice  Mediation  Panel  Law  (§148-a  of  the  Judi- 
ciary Law)  which  was  enacted  last  year.  We  believe 
that  the  effectiveness  of  the  new  mediation  panel  sys- 
tem could  be  substantially  increased  if  the  panel  were 
allowed  to  prepare  a formal  statement  of  its  recommen- 
dation which  would  be  admissible  in  evidence  at  a sub- 
sequent jury  trial  at  the  request  of  either  party  to  the 
action  or  at  the  direction  of  the  Justice  presiding  at  the 
trial.  The  panel  statement  would  not  be  binding  on  the 
jury  but  would  be  accorded  whatever  weight  the  jury 
chose  to  ascribe  to  it. 

With  the  enactment  of  the  aforementioned  proposals, 
we  believe  that  one  of  our  immediate  problems  would  be 
solved.  Instead  of  having  varying  standards  applied  in 
malpractice  cases,  recognized  norms  and  standards  of 
care  would  be  used  in  judging  each  claim  of  alleged  mal- 
practice, and  the  lay  jury  would  be  accorded  the  benefit 
of  the  expertise  of  the  mediation  panel  members. 


Recommendations  for  Long-Term  Solutions.  If 

the  malpractice  problem  is  ever  going  to  be  solved,  long- 
range  programs  must  be  instituted  to  discourage  frivo- 
lous suits  and  to  establish  a workable  system  of  claims 
settlement  and  payment.  We  firmly  believe  that  inno- 
vative approaches  are  urgently  needed  to  correct  this 
dangerous  situation.  If  constitutional  amendments  are 
necessary  in  New  York  State  to  solve  this  problem  and 
to  protect  all  our  citizens,  then  let  us  get  started  on  it 
now.  Within  the  past  year,  Federal  government  lawyers 
quoted  the  case  of  Silver  v.  Silver,  280  US  117,  122 
(1929)  as  follows:  “The  Constitution  does  not  forbid 
the  creation  of  new  rights  or  the  abolition  of  old  ones 
recognized  by  the  common  law  to  attain  a permissible 
legislative  object.”  Just  as  government  responded  in 
the  early  years  of  the  Twentieth  Century  with  anti-trust 
laws  to  correct  the  abuses  of  big  business,  we  say  the 
time  is  long  overdue  for  government  to  correct  the  fes- 
tering injustices  of  the  present  malpractice  system. 

To  accomplish  this  goal,  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  recommends  that  the 
following  principles  be  seriously  considered  and  incor- 
porated in  immediate  legislation: 

1.  A program  of  arbitration  should  be  instituted 
to  replace  the  present  jury  trial  system.  In  highly 
technical  areas  like  medical  malpractice,  we  feel  that 
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it  would  be  beneficial  to  both  parties  to  have  an  im- 
partial panel  of  experts  deciding  the  cases.  The  pro- 
ceedings would  be  handled  more  expeditiously  and  in 
a less  emotionally  charged  atmosphere. 

2.  If  such  an  approach  is  proven  to  be  actuarially 
sound,  we  recommend  the  creation  of  a system  of 
awards  similar  to  that  involved  in  Workmen’s  Com- 
pensation cases  with  specified  limitations  placed  on 
such  awards.  With  an  established  schedule  of 
awards,  a great  deal  of  the  uncertainty  regarding  the 
size  of  judgments  would  be  removed  and  insurance 
carriers  could  more  accurately  predict  future  losses. 
This  predictability  should  in  turn  stabilize  and  per- 
haps even  reduce  premium  rates  in  the  future. 

3.  We  suggest  that  the  Select  Committee  on  In- 
surance undertake  an  investigation  to  determine  the 
feasibility  of  applying  the  no-fault  approach  to  pro- 
fessional medical  liability  insurance.  If  such  a study 
shows  that  within  certain  dollar  amounts  no-fault  is  a 
more  economical  way  of  settling  medical  injury 
claims,  then  we  would  favor  the  institution  of  such  an 
insurance  program. 

4.  We  recommend  that  the  Legislature  and  the 
Judiciary  investigate  the  effect  that  the  contingency 
legal  fee  has  had  on  the  malpractice  problem.  By 
placing  proper  restrictions  on  the  size  and  use  of  con- 
tingency fees,  we  believe  that  excessive  awards  can  be 
discouraged,  thus  reducing  the  cost  of  malpractice  in- 


surance for  the  provider  and  the  cost  of  health  care 
for  the  consumer. 

5.  We  strongly  urge  that  the  Legislature  act  to 
change  the  statute  of  limitations  in  certain  malprac- 
tice cases.  We  suggest  that  a realistic  outside  limit  be 
placed  on  foreign  object  cases,  and  that  a reappraisal 
be  made  of  the  infant  tolling  provisions. 

These  principles  could  lead  us  out  of  the  malpractice 
mass,  and  could  be  structured  to  protect  the  injured  citi- 
zen and  assure  a reasonable  compensation. 

Conclusion.  New  York  has  led  the  country  in  pro- 
gressive legislation.  The  eyes  and  ears  of  the  country 
are  focused  on  how  our  State  Legislature  responds  to 
this  crisis.  You  have  a unique  opportunity  to  be  in  the 
vanguard  of  constitutional  legislation  and  to  correct  the 
inequities  which  have  crept  into  the  malpractice  system, 
which  is  financially  untenable  and  has  led  to  a health 
care  crisis  for  the  people  of  New  York  State.  We  firmly 
believe  that  these  proposals  taken  together  offer  a posi- 
tive alternative  to  the  present  system  of  handling  pro- 
fessional medical  liability  cases.  We  also  feel  that  in 
the  long  run,  this  program  will  inure  to  the  benefit  of  all 
our  citizens. 

We  will  be  pleased  to  work  with  you  in  solving  this 
crisis,  and  speaking  for  the  Medical  Society  of  the  State 
of  New  York  and  myself,  personally,  I wish  to  thank 
Senator  Dunne  and  Senator  Lombardi  and  the  members 
of  their  respective  committees  for  the  opportunity  of 
presenting  our  views. 
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Scientific  Activities, 
Publications,  and  Miscellaneous 


ARCHIVES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Archives  are  as 


follows: 

Paul  S.  Striker,  M.D.,  Chairman New  York 

Morris  R.  Keen,  M.D Suffolk 

Bernard  R.  Margolius,  M.D. Greene 

Harriett  Northrup,  M.D Chautauqua 


The  Session  on  Archives  met  during  the  annual  con- 
vention held  at  the  Americana  Hotel  in  New  York  City 
in  a joint  meeting  with  the  Woman’s  Auxiliary  of  the 
Medical  Society  of  the  State  of  New  York,  the  Medical 
Archivists  of  New  York,  and  the  Cultural  Affairs  Com- 
mittee of  the  Medical  Board  of  Harlem  Hospital  Center. 

The  February  meeting  was  attended  by  over  60  archi- 
vists, and  a distinguished  panel  presented  reports  deal- 
ing with  the  general  theme  of  the  continuing  search  for, 
and  the  preservation  of,  medical  archives  in  New  York 
State. 

At  the  executive  meeting  of  this  session,  the  micro- 
publishing of  the  records  of  the  Medical  Society  of  the 
County  of  New  York  from  1806  to  1876  was  announced. 
This  was  a milestone  in  medical  archival  progress  since, 
for  the  first  time  in  history,  museum  archives  of  a re- 
gional medical  organization  were  made  available  in  their 
entirety  to  any  qualified  person.  The  ease  of  circulating 
and  studying  these  microfilmed  archives  will  be  the 
basis  of  a national  stimulus  to  other  medical  societies  to 
preserve  their  archives  and  follow  the  example  of  the 
Medical  Society  of  the  County  of  New  York. 

Much  credit  is  due  to  Joseph  Tamerin,  M.D.,  past 
president  of  the  Medical  Archivists  of  New  York  and 
Mrs.  Louise  Heinze,  librarian  of  the  United  Hospital 
Fund.  As  a result  of  their  efforts  in  bringing  this  proj- 
ect to  fruition,  it  is  hoped  that  out  of  it  will  be  born  the 
Association  of  the  Medical  Archivists  of  America.  An 
executive  committee  meeting  has  outlined  the  direction 
of  this  effort,  as  well  as  the  role  our  committee  will  take 
in  the  bicentennial  celebration  of  the  Declaration  of  In- 
dependence in  1976. 

Our  program  for  the  next  annual  meeting  will  again 
center  on  the  preservation  of  hospital  archives  and  will 
feature  St.  Vincent’s  Hospital  celebration  of  its  125th 
anniversary  as  well  as  both  Lenox  Hill  and  Metropolitan 
Hospitals. 

We  are  confident  that  the  accomplishments  of  the 
past  year  will  catalyze  the  national  interest  in  medical 
archives,  culminating  in  separate  state  archival  so- 
cieties, based  on  the  model  and  pioneering  work  of  the 
medical  archivists  of  New  York. 

Respectfully  submitted, 

Paul  S.  Striker,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 


The  report  of  the  Committee  on  Archives  was  re- 
viewed and  your  reference  committee  recommends  that 
this  report  be  filed. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

CONVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1974  Convention  Committee  consisted  of  the  fol- 


lowing: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

Frank  LaGattuta,  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

Joseph  G.  Zimring,  M.D Nassau 

Norman  S.  Moore,  M.D.,  ex  officio Tompkins 


The  168th  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  February  24  through 
28,  1974,  at  the  Hotel  Americana  in  New  York  City. 
The  following  are  the  attendance  figures: 


GENERAL  ATTENDANCE 


Sun. 

Mon. 

Tues. 

Wed. 

Total 

♦Physicians . . . 
♦♦Allied 

. 1321 

275 

301 

289 

2186 

Professions  . 

. 215 

84 

92 

208 

599 

Guests 

. 305 

100 

67 

64 

536 

Totals 

Technical 

. 1841 

459 

460 

561 

3321 

Exhibitors  . 

. . 550 

GRAND  TOTAL  . 

. .3871 

* Includes:  House  of  Delegates 

**  Includes:  Dentists,  Ph.D.’s,  medical  students,  nurses,  med- 
ical technicians,  etc. 


SCIENTIFIC  SECTION  AND  SESSION 
ATTENDANCE 
General  Sessions 

Sunday 200 

Monday 50 

Tuesday 150 

Wednesday 300 

Total  ...700 

Sections  and  Sessions 

Allergy 40 

Anesthesiology 60 

Archives 30 

Chest  Diseases  200 

Data  Processing 48 

Dermatology  & Syphilology 80 

Emergency  Health  Services  140 

(with  Preventive  Medicine  & Public  Health) 

Family  and  General  Practice  70 

(with  Obstetrics  & Gynecology) 
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Gastroenterology  and  Proctology 90 

(with  Pathology) 

Internal  Medicine 500 

Medical  Legal  & Workmen’s  Compensation 

Matters 52 

(with  Occupational  Medicine) 

Neurology 35 

Neurosurgery 40 

Obstetrics  & Gynecology 70 

(with  Family  & General  Practice) 

Occupational  Medicine 52 

(with  Medical  Legal  & Workmen’s  Compensation 
Matters) 

Ophthalmology 40 

Orthopedic  Surgery 40 

Otolaryngology 125 

(with  Radiology) 

Pathology  90 

(with  Gastroenterology) 

Pediatrics  60 

(with  Psychiatry) 

Physical  Medicine  & Rehabilitation  35 

Plastic  and  Reconstructive  Surgery 150 

Preventive  Medicine 140 

(with  Emergency  Health  Service) 

Psychiatry 60 

(with  Pediatrics) 

Radiology 125 

(with  Otolaryngology) 

School  Health 40 

Space  Medicine 50 

Surgery  50 

Urology 50 


Scientific  Meetings.  In  general,  attendance  at  sci- 
entific meetings  has  not  increased  greatly  over  the  years, 
except  for  those  sections  which  have  combined  for  joint 
meetings.  However,  the  Section  on  Chest  Diseases  in- 
creased from  125  in  1973  to  200  in  1974.  It  was  noted 
that  physcians  are  attending  more  than  one  meeting,  re- 
turning on  consecutive  days. 

The  Section  on  Internal  Medicine  again  combined 
with  the  Wednesday  General  Session  for  an  all-day 
meeting  on  the  lung,  with  excellent  attendance.  The 
Session  on  Neurology  was  voted  a Section  and  presented 
the  first  meeting  as  such  with  an  attendance  of  35. 

The  Cochairmen  of  the  Scientific  Program  Commit- 
tee, Doctors  Edward  A.  Burkhardt,  Stephen  Nordlicht, 
William  B.  Rawls,  Maxwell  Spring  and  Leo  J.  Swirsky, 
are  congratulated  upon  assembling  their  excellent  gen- 
eral session  programs. 


Scientific  Exhibits.  Thomas  S.  Bumbalo,  M.D., 
Chairman,  and  his  committee  chose  37  exhibits.  Many 
hospitals  throughout  the  State  of  New  York  had  been 
contacted  through  their  chiefs-of-service,  to  submit  ap- 
plications for  exhibits.  Government  and  research  orga- 
nizations were  also  approached  for  suitable  exhibits.  In 
order  to  increase  the  flow  of  traffic  through  the  techni- 
cal exhibits,  the  scientific  exhibits  were  separated  and 
set  up  at  either  end  of  Albert  Hall.  This  did  not  work 
out  to  the  advantage  of  either;  accordingly,  the  previous 
arrangement  will  be  restored  for  1975.  The  chairman 
thanks  the  members  of  his  committee  for  reviewing  the 


applications  and  attending  the  meeting  to  select  the 
suitable  exhibits.  He  renders  thanks,  also,  to  Mollie 
Pesikoff,  whose  intelligent  cooperation  was  an  asset  to 
the  scientific  exhibit  program. 

Scientific  Motion  Pictures.  James  J.  Quinlivan, 
M.D.,  Chairman,  presented  an  excellent  motion  picture 
program.  The  State  Department  of  Health  again  sent  a 
member  of  its  staff  to  supervise  the  showing  of  films,  to 
take  attendance,  and  to  answer  questions  with  respect 
to  obtaining  the  films  for  use  by  outside  medical  agen- 
cies. We  are  grateful  again  to  the  State  Department  of 
Health  for  its  valuable  cooperation.  Of  the  65  films 
shown,  the  greatest  interest  displayed  wgs  in  the  three 
films  on  medical  genetics.  Total  attendance  at  the  Sci- 
entific Motion  Picture  Program  was  1208.  (Report  of 
Film  Library,  page  1957). 

Scientific  Exhibits  Awards.  Albert  H.  Douglas, 
M.D.,  Chairman,  and  his  committee  viewed  the  many 
exhibits  individually  and  then  met  to  evaluate  and 
choose  the  winning  exhibits.  Temporary  certificates 
were  presented  to  the  award-winning  exhibitors,  and 
following  the  convention,  properly  inscribed  certificates 
were  sent  them.  The  names  of  the  award  winners  ap- 
pear on  page  1138,  #7  Volume  74  of  the  June  1974  Issue 
of  the  New  York  State  Journal  of  Medicine. 

This  annual  report  of  the  scientific  program  would 
not  be  complete  without  recording  with  regret  the  re- 
tirement of  Norman  S.  Moore,  M.D.,  from  his  position 
as  Director  of  the  Division  of  Scientific  Activities  of 
MSSNY.  The  contributions  of  this  distinguished  phy- 
sician to  the  quality  and  character  of  the  scientific  pro- 
grams structured  and  presented  over  the  last  decade  are 
legion.  We  are  all  indebted  to  him  for  this  leadership 
and  special  expertise. 

The  chairman  also  thanks  the  members  of  his  com- 
mittee and  again  records  special  thanks  to  Miss  Mollie 
Pesikoff,  whose  intelligent  and  diligent  efforts  contrib- 
ute greatly  to  the  success  of  these  programs. 

Technical  Exhibits.  William  B.  Rawls,  M.D.,  Chair- 
man. Mrs.  Camille  M.  Cunningham,  technical  exhibits 
manager,  reports  that  all  available  booth  space  at  the 
1974  Annual  Convention  was  sold,  resulting  in  an  in- 
crease in  revenue  from  previous  years.  It  should  be  re- 
peated that  the  technical  exhibitors,  who  are  charged  for 
their  space  contribute  substantially  in  reducing  the  ex- 
penditures of  our  annual  meeting.  All  members  and 
guests  should  continually  be  urged  to  support  the  exhi- 
bitors by  visiting  the  exhibit  hall.  Mrs.  Cunningham’s 
able  management  of  this  part  of  the  program  is  very 
much  appreciated. 


Dinner  Dance.  Arthur  H.  Diedrick,  M.D.,  Chair- 
man. Approximately  300  members  and  guests  attended 
the  banquet  in  honor  of  Thomas  F.  McCarthy,  M.D., 
outgoing  President.  The  reception  and  cocktail  party 
was  followed  by  dinner,  at  which  Henry  I.  Fineberg, 
M.D.,  served  as  toastmaster. 

Dr.  Diedrick  and  his  committee  are  again  to  be  con- 
gratulated upon  this  successful  event,  coordinated  with 
the  efforts  of  Mr.  George  Forrest  of  our  staff. 


1956  New  York  State  Journal  of  Medicine/ September,  1 975/ House  of  Delegates,  Minutes 


House  of  Delegates.  The  House  of  Delegates  was 
convened  on  Sunday,  February  24,  and  adjourned  on 
Thursday,  February  28.  Elections  of  officers  and  dele- 
gates for  the  State  Society  were  held  on  the  last  day, 
February  28,  1974.  One  hundred  and  sixteen  resolu- 
tions were  brought  before  the  House  for  deliberation 
and  action  (see  June,  1974  issue  of  the  New  York  State 
Journal  of  Medicine  for  detailed  report). 

Two  of  the  highlights  of  this  annual  meeting  were  the 
presence  and  participation  of  both  Russell  B.  Roth, 
M.D.,  President,  and  Ernest  B.  Howard,  M.D.,  Execu- 
tive Vice  President,  American  Medical  Association. 

1975  Convention.  At  the  time  of  this  report,  plans 
are  well  underway  for  the  scientific  program  of  the  1975 
Convention.  The  Convention  Committee,  the  Associate 
Chairmen  for  General  Sessions,  and  the  Scientific  Pro- 
gram Committee  have  held  meetings  and  presented  ten- 
tative programs.  The  director  of  the  Division  of  Scien- 
tific Activities,  George  J.  Lawrence,  Jr.,  M.D.,  who  as- 
sumed the  responsibilities  of  that  division  in  May,  is  ac- 
tively concerned  and  involved  in  the  development  and 
progress  of  all  phases  of  scientific  programs  for  the  1975 
Convention.  He  and  Thomas  S.  Bumbalo,  M.D.,  chair- 
man of  the  Scientific  Exhibits  Committee,  visited  and 
screened  the  exhibits  presented  at  the  last  AMA  Con- 
vention (June  1974)  and  invited  a number  of  exhibitors 
of  outstanding  presentations  to  attend  our  1975  conven- 
tion. Hospitals,  teaching,  and  research  institutions 
throughout  the  State,  Federal  government  agencies,  and 
other  known  sources  of  current  medical  advances  are 
being  approached  for  good  exhibits.  There  has  been  a 
sharp  curtailment  of  funds  for  the  display  of  scientific 
exhibits  throughout  the  United  States,  and  this  is  being 
reflected  in  the  decreased  requests  for  applications. 

An  Ad  Hoc  Committee  appointed  by  the  Council  to 
Study  the  Whole  Problem  of  Sections  and  Sessions,  held 
one  meeting  and  then  was  asked  to  convene  with  the  In- 
terspecialty Committee  for  another  meeting  concerning 
section  and  specialty  activities.  It  is  hoped  that  a sys- 
tem of  mutual  cooperation  between  the  recognized  spe- 
cialty societies  and  the  State  Medical  Society  will  en- 
hance the  convention  scientific  programs  and  help  to 
augment  the  attendance  at  the  meetings  of  the  specialty 
sections. 

A new  Session  on  Cardiovascular  Diseases  was  estab- 
lished by  the  Council  upon  the  recommendation  of  the 
Ad  Hoc  Committee;  however,  it  was  suggested  that  a 
moratorium  be  placed  on  establishing  new  sessions  until 
further  study  by  the  Council  and  its  committees  has 
been  completed.  The  name  of  the  Section  on  Gastroen- 
terology and  Proctology  was  changed  by  the  1974  House 
of  Delegates  to  the  Section  on  Gastroenterology  and 
Colon  and  Rectal  Surgery. 

The  American  Academy  of  Family  Practice  will  again 
be  requested  to  arrange  credit  for  those  scientific  pro- 
grams that  meet  their  current  criteria. 

Every  member  of  the  Society  and  especially  the  mem- 
bers of  the  many  committees  involved  with  the  annual 
meeting  are  well  aware  of  the  fact  that  this  Society’s 
dedicated  staff  is  the  backbone  of  any  successful  con- 
vention. They  deserve  a special  vote  of  thanks  from  all. 

I would  like  to  thank  Mollie  Pesikoff,  individually,  for 
her  dedication  and  invaluable  assistance. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 


SCIENTIFIC  MOTION  PICTURES  LIBRARY 

Total  Number  of  Films  Shipped 


July  5,  1973  to  July  3,  1974 25,252 

Showings  (Reported)  62,233 

Attendance  (Reported) 1,711,477 


The  inventory  of  films  on  July  3,  1974  is  as  follows: 
1066  Titles 
3350  Films 

During  the  past  12  months  ending  July  3,  1974  film 
evaluation  of  older  titles  resulted  in  the  removal  of  73  ti- 
tles and  357  prints. 

At  the  Annual  Convention  of  the  Medical  Society  of 
the  State  of  New  York  at  the  Americana  in  February, 
1974,  65  medical  films  were  shown  over  a four  day  peri- 
od to  1208  professionals.  The  films  drawing  the  great- 
est number  of  viewers  were  the  three  Medical  Genetics 
films  seen  by  155  people. 

New  medical  and  nursing  films  added  to  the  Library 
July  5,  1973  to  July  3,  1974: 

Psychohormonal  Aspects  of  the  Menopause;  Post- 
menopausal Osteoporosis:  Differential  Diagnosis  and 
Treatment;  The  Treatment  of  Acute  Drug  Overdose; 
Merry-Go-Round;  The  Assessment  of  Lingual  Sensa- 
tion and  Perception;  Dirofilaria  Immitis,  Develop- 
ment and  Transmission;  Alaryngeal  Speech;  Hearing 
and  Noise;  Can  You  Hear  Me;  Seasons;  Step  Aside, 
Step  Down;  Play  in  the  Hospital;  To  Live  with  Dig- 
nity; Audiscan  Cassettes-Training  (23) 


The  following  lists  the  Medical  Films  shipped  in  the 
eight  categories  for  the  year  July  5,  1973  to  July  3,  1974: 


Individual 

Films 

Shipments 

Used 

Private  Physicians 

119 

216 

Medical  Staffs  of  Hospitals 

2287 

3200 

Medical  Schools 

346 

482 

Pharmacy  Colleges 

0 

0 

Nursing  Schools 

4239 

5773 

Public  Health  Staffs 

778 

1126 

Voluntary  Health  Agencies 

419 

560 

Colleges-Bio-Sciences 

2079 

2757 

Report  of  Reference  Committee 

on  Scientific 

Activi- 

ties,  Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

The  reference  committee  wishes  to  applaud  the  Con- 
vention Committee  for  its  maintenance  of  high  quality 
programs.  The  committee  would  like  to  suggest  that,  in 
light  of  present  conditions,  future  sessions  involve  clini- 
cally oriented  programs  which  will  place  clear  emphasis 
on  performance  and  corrections  of  deficiencies  indicated 
by  medical  audit  procedures.  Your  reference  commit- 
tee would  strongly  suggest  that  the  Medical  Society  of 
the  State  of  New  York  take  action  to  become  the  certify- 
ing agency  for  American  Medical  Association  approved 
programs  on  continuing  medical  education.  Your  refer- 
ence committee  has  further  noted  that  to  date  previous 
recommendations  of  the  reference  committee  have  not 
been  implemented  and,  therefore,  strongly  recommends 
that  such  action  be  forthwith  instituted. 

The  House,  after  discussion,  voted  to  not  adopt 

this  portion  of  the  reference  committee  report. 
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PUBLIC  AND  PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Public  and  Professional  Rela- 


tions Committee  are: 

Milton  Rosenberg,  M.D.,  Chairman Suffolk 

George  W.  Benninger,  M.D.  Orange 

Robert  E.  Good,  M.D Chemung 

David  B.  McDowell,  M.D Clinton 

Richard  B.  Nolan,  M.D New  York 

Jack  D.  O’Neil,  M.D Steuben 

Thomas  D.  Pemrick,  M.D Rensselaer 

John  A.  Root,  M.D Onondaga 

William  C.  Stein,  M.D Niagara 


During  1974  the  Public  and  Professional  Relations 
Committee  continued  to  serve  the  needs  of  the  member- 
ship and  the  various  divisions  and  committees  of  the 
Medical  Society  of  the  State  of  New  York.  During  the 
year  the  committee  took  under  consideration  the  possi- 
bility of:  1)  issuing  membership  certificates;  2)  com- 

municating to  patients  via  printed  material  to  be  dis- 
tributed in  doctors’  offices;  3)  preparing  a slide  presen- 
tation reviewing  MSSNY  member  benefits;  and  4)  hold- 
ing a MSSNY  openhouse  (encouraging  members  to  visit 
MSSNY  headquarters).  The  committee  reviewed  the 
various  MSSNY  communications  media  ( News  of  New 
York,  Ad  Rem,  New  York  State  Journal  of  Medicine 
and  Hotline)  and  the  necessity  of  obtaining  position  pa- 
pers from  the  appropriate  MSSNY  committees.  One  of 
the  most  important  subjects  reviewed  by  the  committee 
was  the  problem  of  the  medical  profession  in  New  York 
State  not  being  able  to  discipline  itself.  A survey  was 
conducted  on  discipline  systems  in  other  states  and  joint 
discussions  were  held  with  representatives  of  the  State 
Legislation  Committee.  Several  proposals  for  legisla- 
tion are  being  considered  and  the  committee  looks  for- 
ward to  the  introduction  of  a MSSNY  supported  bill  in 
the  1975  New  York  State  Legislature  to  improve  this  sit- 
uation. 


House  of  Delegates  Resolution  74-42,  Communi- 
cating to  the  Public.  The  Council  requested  the  Pub- 
lic and  Professional  Relations  Committee’s  opinion  and 
guidance  on  the  feasibility  and  merit  of  the  program 
concept  set  forth  in  House  of  Delegates  Resolution  74- 
42.  The  resolution  proposed  allocating  $10,000  to  ac- 
complish the  goal  of  communicating  the  views  of  orga- 
nized medicine  to  the  people  of  New  York  State  via  the 
purchasing  of  newspaper  space  and  advertising  time 
segments  on  the  electronic  media. 

At  the  committee’s  request,  the  Public  and  Profes- 
sional Relations  staff  researched  the  costs  involved  in 
developing  and  administering  a program  to  fulfill  the 
goals  of  HR  74-42.  The  report  concluded  that  a 
$700,000-800,000  budget  would  be  needed  to  provide 
the  required  statewide  basic  newspaper  coverage.  Since 
only  $10,000  had  been  provided  for  in  HR  74-42,  the 
committee  sought  further  information  and  instructed 
the  staff  to  design  and  conduct  a survey  to  determine 
the  desires  of  the  membership  for  such  a program  and 
the  willingness  to  fund  same  through  an  assessment.  A 
random  sample  survey  was  completed  in  early  August 
with  51.8%  of  the  membership  surveyed  responding. 


After  reviewing  the  survey  results  (Exhibit  A)  the 
committee  reported  to  the  Council  that  a program  to  ac- 
complish the  goals  of  HR  74-42  has  merit,  is  feasible,  is 
desired  by  the  membership,  and  has  the  support  of  the 
committee.  The  committee  further  recommended  that 
an  assessment  be  placed  on  all  members  in  the  amount 
of  $30  per  member  to  fund  the  needed  and  desired  pro- 
gram. The  Council  accepted  the  report  and  referred 
the  report  to  the  1975  House  of  Delegates  for  action. 

Condensed  Survey  Report 

The  random  sample  survey  was  designed  by  applica- 
tion of  well-established  survey  principles  and  tech- 
niques resulting  in  the  greatest  dependability  given  ac- 
ceptable sampling  criteria.  The  sample  of  500  names 
was  selected  from  the  active  member  list  (23,672)  which 
is  maintained  in  MSSNY  files  by  zip  code.  Probability 
theory  permits  the  deduction  that  the  results  of  a ran- 
dom survey  will  agree  with  results  that  would  have  been 
obtained  if  the  entire  universe  of  member  physicians 
had  been  surveyed. 

Of  the  500  surveys  mailed,  a total  of  259  surveys  was 
returned  equaling  a 51.8%  response  (Exhibit  A).  This  is 
considered  an  exceptionally  high  return  under  any  cir- 
cumstances and  particularly  so  during  summer  vacation 
period  when  the  sample  group  was  given  only  10  days  to 
respond. 

The  director  of  the  Division  of  Research  and  Planning 
confirmed  that  the  random  selection  base  used  and  re- 
lated criteria  were  statistically  valid.  He  concluded,  “I 
can  see  no  reason  that  would  invalidate  the  statistical 
projections  of  this  survey  . . . By  national  standards  of 
mail  survey  response,  this  survey  was  a remarkable  suc- 
cess. The  average  response  for  a survey  of  this  type  is 
usually  between  2%  and  5%.  The  51.8%  returned  is  sig- 
nificant of  the  concern  of  physicians  and  their  desire  to 
participate  in  activities  of  this  nature.  Inasmuch  as  the 
survey  response  by  area  is  in  close  correlation  with  the 
total  membership  by  area,  (Exhibit  B),  I see  no  reason 
to  reject  any  part  of  this  survey,  but  rather  use  the  re- 
sults as  indicators  in  planning,  funding,  and  initiating  a 
sound  communication  program.” 

Public  Service  Radio  Programs.  The  committee 
received  approval  from  the  Council  to  establish  a series 
of  public  service  radio  programs  to  be  sent  to  a select 
group  of  stations  in  New  York  State.  The  committee 
feels  that  the  public  considers  organized  medicine  as 
being  concerned  only  with  selfinterest  programs  and 
that  a public  service  radio  series  covering  health  and  re- 
lated socioeconomic  subjects  could  be  an  extremely 
valuable  tool  in  communicating  that  physicians  are  con- 
cerned about  the  public’s  welfare. 

MSSNY  Staff  Background  Information.  The  Coun- 
cil approved  the  committee’s  recommendation  that  the 
New  York  State  Journal  of  Medicine  published  a com- 
prehensive review  of  the  MSSNY  operating  structure 
and  staff  personnel  on  a yearly  basis. 

Workshop  For  Physicians.  The  committee  re- 
ceived Council  approval  for  the  development  of  a pilot 
workshop  for  New  York  State  physicians  to  be  conduct- 
ed in  conjunction  with  the  AMA. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 
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Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 


Your  reference  committee  reviewed  the  report  and 
recommends  that  it  be  filed. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


EXHIBIT  A 


Questionnaire 


House  Resolution  74-42  calls  for  the  prompt  estab- 
lishment of  intensive,  professionally-produced,  State- 
wide communication  with  the  public  to  convey  the  true 
facts  regarding  the  delivery  of  health  care  and  other 
issues  involving  medical  practice. 


Q.  MSSNY  should  purchase  newspaper  space  and 
radio/TV  time  as  the  only  sure  way  of  having  medicine’s 
message  accurately  communicated. 


A.  178 — Yes  80 — No  1 — No  Answer 


Q.  Educating  the  public  by  purchasing  space  and 
time  would  be  an  expensive  program,  beyond  the  limits 
of  the  present  MSSNY  budget.  To  fund  a professional- 
ly produced  program  I am  in  favor  of  an  individual 
member  surcharge  in  the  amount  of: 

A.  83— $20  18— $35  32— $50 

122— IDO  NOT  A GREE  4— NO  ANS  WER 
(133  vs.  122) 


Q.  The  primary  topics  which  I feel  should  be  includ- 
ed in  such  a public  education  program  are: 


A.  Responses 
114 
136 
132 
71 
71 
152 
122 


Subject 

Record  Confidentiality 
Liability  Insurance  Costs 
Third  Party  Intervention 
Fee  Limitation 
Hospital  Privileges 
Governmental  Regulations 
Control  of  Practice 


Totals  More  Than  259  because  of  multiple 
selection  responses  to  this  question. 


Q.  MSSNY  should  also  establish  a communication 
project  to  educate  the  public  on  how  to  improve  their 
health  through  better  nutrition,  exercise,  etc. 

A.  171 — Yes  81 — No  7 — No  Answer 


EXHIBIT  B 


Area 

Area 

Area 

Area 

Area 

No 

n 

#2 

#3 

#4 

#5 

Zip 

TOTAL 

Response  to  Survey  By  Area* 

71% 

5% 

2% 

9% 

10% 

3% 

100% 

MSSNY  Membership  Distribution 

76% 

4% 

3% 

9% 

8% 

— 

100% 

* Survey  Area 

Area  #1 — MSSNY  District  Branches  1,  2 & 9 
Area  # 2 — MSSNY  District  Branch  3 
Area  §3 — MSSNY  District  Branch  6 
Area  §4 — MSSNY  District  Branches  7 & 8 
Area  § 5 — MSSNY  District  Branches  4 & 5 
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PUBLICATIONS 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Your  reference  committee  wishes  to  applaud  the  im- 
provements in  the  New  York  State  Journal  of  Medicine 
and  other  related  publications  emanating  from  the  Med- 
ical Society  of  the  State  of  New  York.  It  is  the  hope  of 
the  reference  committee  that  such  excellence  will  not 
only  continue  but  will  be  improved  in  future  years. 

The  House  voted  to  adopt  this  portion  of  the 

reference  committee  report. 

DISTRICT  BRANCHES 

First  District  Branch 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  First  District  Branch  conducted  its  annual  meet- 
ing on  February  24,  1974,  at  which  time  the  following  of- 
ficers were  elected: 

President  Edward  Burkhardt,  M.D. 

Vice-President Isaiah  Gross,  M.D. 

Secretary  Lester  R.  Tuchman,  M.D. 

Treasurer  Francis  J.  Loperfido,  M.D. 

District  Delegate  Joseph  Shanaphy,  M.D. 

It  is  with  great  regret  that  we  inform  the  membership 
of  the  unexpected  death  of  Dr.  Burkhardt,  who  gave 
many  years  of  dedicated  service  to  the  medical  commu- 
nity. Dr.  Burkhardt  was  a warm,  sincere  and  highly 
motivated  physician,  whose  expertise  and  guidance  will 
be  sorely  missed.  He  was  succeeded  by  the  Vice-Presi- 
dent at  a special  election  held  during  the  November, 
1974  meeting  of  the  Coordinating  Council. 

The  First  District  Branch  has  been  actively  involved 
through  its  Executive  Committee,  the  Coordinating 
Council,  in  attempting  to  help  resolve  the  many  prob- 
lems confronting  organized  medicine.  These  include 
the  Malpractice  Crisis,  PSRO,  the  deficiencies  of  the 
Medicaid  program,  the  financial  debacle  of  Blue  Shield 
and  its  eventual  merger  with  Blue  Cross,  the  many  Pub- 
lic Health  hazards  we  are  faced  with,  such  as  air  and 
noise  pollution,  emergency  medical  care,  and  numerous 
other  concerns.  One  of  our  more  exciting  projects  has 
been  the  formation  of  a subcommittee  to  investigate  the 
effects  of  increased  crime  in  terms  of  the  attendant  vio- 
lence and  its  relation  to  the  health  of  our  community. 

In  recognition  of  the  limitations  of  the  Coordinating 
Council  in  effectively  representing  the  interests  of  the 
five  component  Medical  Societies  who  function  inde- 
pendently and  who  delegate  minimal  authority  to  it, 
methods  are  being  evaluated  to  remedy  this  defect. 

Respectfully  submitted, 

Isaiah  Gross,  M.D. 

President,  First  District  Branch 

Second  District  Branch 

The  Second  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  held  its  Annual  Meeting  on  Octo- 
ber 30,  1974.  The  Biennial  election  of  District  Branch 
officers  was  held  with  the  following  results: 


President  Clement  J.  Boccalini,  M.D. 

1st  Vice-President Leonard  Weitzman,  M.D. 

2nd  Vice-President  John  A.  Billows,  M.D. 

Secretary Noel  H.  Miller,  M.D. 

Treasurer Samuel  Cytryn,  M.D. 

District  Delegate Phillip  I.  Levitan,  M.D. 

The  program  for  the  Annual  Meeting  was  an  indepth 
discussion  regarding  the  American  Medical  Association. 
The  guest  speakers  at  this  program  were  Tom  Nesbitt, 
M.D.,  Speaker,  House  of  Delegates,  AMA,  and  James  M. 
Blake,  M.D.,  Trustee,  AMA. 

Since  most  of  the  programs  undertaken,  on  a joint 
basis  between  the  two  County  Medical  Societies  which 
make  up  the  Second  District  Branch,  were  achieved  on  a 
direct  relationship  basis,  the  District  Branch  itself  had  a 
relatively  inactive  year. 

Respectfully  submitted, 

Phillip  I.  Levitan,  M.D.,  President 

Third  District  Branch 
and 

Fourth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Third  and  Fourth  District  Branches  of  the  Medi- 
cal Society  of  the  State  of  New  York  held  their  com- 
bined annual  meeting  at  the  Queen  Elizabeth  Hotel, 
Montreal,  Canada,  October  17-20,  1974,  with  Francis  A. 
Stephens,  M.D.,  President,  Third  District  Branch  and 
Armand  J.  D’Errico,  M.D.,  President,  Fourth  District 
Branch,  presiding. 

Lynn  R.  Callin,  M.D.,  President  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  addressed  the  tnember- 
ship  on  the  problems  facing  organized  medicine  today, 
urging  unity  and  active  participation.  Dr.  Callin  out- 
lined the  role  the  physician  must  play  in  guiding  the 
destiny  of  health  care  delivery  in  the  future. 

Raymond  Robillard,  M.D.,  President,  Federation  of 
Medical  Specialists,  Province  of  Quebec,  Canada,  pre- 
sented a graphic  picture  of  events  leading  up  to  Cana- 
da’s present  system  of  health  care  and  the  role  of  the 
physician  in  a system  of  socialized  medicine  and  its 
problems.  Dr.  Robillard  stressed  the  importance  of  ac- 
tive participation  of  the  physician  in  determining  the 
future  of  organized  medicine  in  the  United  States. 

Edward  Siegel,  M.D.,  Deputy  Executive  Vice-Presi- 
dent of  the  Medical  Society  of  the  State  of  New  York, 
conducted  an  informative  session  on  the  problems  fac- 
ing members  of  MSSNY  and  outlined  future  plans  and 
programs  of  the  Society.  Dr.  Siegel  also  reported  on  an 
active  and  ambitious  legislative  program  already  under- 
way to  bring  about  changes  in  the  laws  regarding  mal- 
practice claims  and  insurance. 

In  separate  business  meetings,  members  expressed 
their  desire  for  next  year’s  meeting  to  be  held  in  Quebec 
City.  Tentative  plans  to  be  made  by  members  of  the 
Division  of  Public  and  Professional  Affairs  of  MSSNY. 

We  would  like  to  thank  members  of  the  Third  and 
Fourth  District  Branches  for  making  this  meeting  a suc- 
cess. 

Respectfully  submitted, 

Francis  A.  Stephens,  M.D. 
President,  Third  District  Branch 
Armand  J.  D’Errico,  M.D. 
President,  Fourth  District  Branch 
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Fifth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Executive  Committee  of  the  Fifth  District 
Branch  of  the  Medical  Society  of  the  State  of  New  York 
met  at  the  Central  New  York  Academy  of  Medicine 
Building  in  New  Hartford  on  November  7,  1974,  at 
which  time  the  Nominating  Committee  submitted  the 
following  slate  of  officers: 

President  Clarke  T.  Case,  M.D.,  Oneida 

First  Vice-President  . . . Irving  Cramer,  M.D.,  Oneida 
Second  Vice-President  ....  George  H.  Hanlon,  M.D., 
St.  Lawrence 


Secretary  . .Thomas  P.  Hamilton,  Jr.,  M.D.,  Jefferson 
Treasurer  ....  Roderick  A.  McLean,  M.D.,  Onondaga 
Delegate  Bernard  J.  Hartnett,  M.D.,  Cayuga 


As  there  were  no  further  nominations  from  the  floor, 
the  secretary  was  asked  to  cast  a unanimous  ballot  for 
the  slate  presented. 

The  retiring  president,  Robert  B.  Bryant,  M.D.,  for- 
mally thanked  the  Executive  Committee  and  executive 
secretary,  Mr.  Russell  H.  Feltus,  for  their  cooperation 
during  the  past  two  years.  The  newly  elected  president, 
Dr.  Case,  thanked  Dr.  Bryant  for  his  leadership  of  the 
Fifth  District  Branch. 

It  was  reported  that  the  13th  joint  meeting  of  the 
Fifth  and  Sixth  District  Branches  would  be  held  at  the 
Hyatt  Regency  in  Acapulco  in  1975.  The  United  Air 
Lines  flight  would  be  scheduled  as  follows: 

Sept.  19,  1975 — Depart  Syracuse  8:00  A.M. — Arrive 
Acapulco  11:15  A.M. 

Sept.  24,  1975 — Depart  Acapulco  7:00  P.M. — Arrive 
Syracuse  3:09  A.M.  (9/25) 

The  cost  will  be  $412.00  per  person  which  will  include 
five  nights  with  all  transfers,  gratuities,  and  taxes  paid, 
full  American  Plan-breakfast  and  dinner  daily.  Mr. 
Feltus  was  requested  to  send  out  the  first  fliers  to  all 
members  of  the  Fifth  and  Sixth  District  Branches  in 
March,  1975. 

Bernard  J.  Hartnett,  M.D.,  chairman  of  MSSNY’s 
General  Insurance  Committee,  reported  on  the  insur- 
ance program  under  Charles  J.  Sellers  & Co.,  Inc. 

The  Executive  Committee  voted  to  continue  to  sup- 
port the  Student  American  Medical  Association  and 
contribute  $1.00  per  active  member  to  the  treasury  of 
the  Fifth  District  Branch. 

The  newly  elected  president  stated  that  during  his 
tenure  in  office,  he  would  make  arrangements  to  visit  all 
component  county  medical  societies  in  the  district  in  ac- 
cordance with  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York. 

The  president  announced  that  there  would  be  a meet- 
ing of  the  Executive  Committee  of  the  Fifth  District 
Branch  on  Monday,  March  10,  1975  in  conjunction  with 
the  annual  meeting  of  the  Medical  Society  of  the  State 
of  New  York. 

Respectfully  submitted, 

Clarke  T.  Case,  M.D.,  President 
Fifth  District  Branch 

Seventh  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Seventh  District  Branch  had  an  active  year  with 
varied  interests  and  activities. 


A campaign  was  initiated  to  enroll  members  in  the 
American  Medical  Association.  Detailed  guides  for  the 
campaign  were  provided  through  the  cooperation  of  the 
AM  A and  the  Medical  Society  of  the  State  of  New  York. 
This  resulted  in  an  additional  40  or  50  new  members. 

The  Seventh  District  Branch,  in  cooperation  with 
ROCOM  (Medical  Record  System)  sponsored  a seminar 
on  problem  oriented  record  keeping  for  physicians  in 
the  district  branch  on  February  21,  1974.  The  Seminar 
was  well  attended  with  over  75  participants  and  was  a 
definite  aid  to  the  physicians  in  improved  record  keep- 
ing. 

A survey  was  conducted  on  PSRO  which  resulted  in 
98  per  cent  of  physicians  replying,  indicating  they  were 
in  favor  of  the  Genesee  Region  PSRO.  Subsequently, 
the  Genesee  Region  PSRO  was  formally  organized, 
funds  obtained  to  support  the  planning  effort,  and  staff 
employed  with  the  objective  of  obtaining  a conditional 
designation  as  the  Genesee  Region  PSRO  for  Area  II  of 
New  York  State.  All  parts  of  the  district  are  represent- 
ed on  the  committee  and  board  structure  of  this  organi- 
zation. By  the  time  this  report  is  made  to  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York,  we  should  know  whether  or  not  we  have  received 
our  designation. 

The  district  branch  continued  to  support  the  Monroe 
Plan,  which  is  a foundation  for  medical  care.  Interest 
in  its  sponsored  programs  has  been  developing  outside 
of  Monroe  County.  Many  of  the  patients  presently  en- 
rolled through  the  Blue  Cross/Blue  Shield  underwriting 
include  patients  from  counties  surrounding  Monroe 
County.  The  plan  has  grown  considerably  in  the  last 
year,  and  is  the  leading  program  of  the  three  health  care 
alternative  plans  presently  being  offered  in  Monroe 
County. 

The  Seventh  District  Branch,  in  cooperation  with  the 
Eighth  District  Branch,  sponsored  its  usual  caucus  and 
delegates  meetings  at  the  annual  meeting  of  the  State 
Society.  Outstanding  events  that  occurred  at  this  activ- 
ity were  the  election  of  Lynn  R.  Callin,  M.D.,  as  presi- 
dent of  the  Medical  Society  of  the  State  of  New  York; 
the  reelection  of  Charles  D.  Sherman,  Jr.,  M.D.,  as  coun- 
cilor; and  the  election  of  Joseph  J.  Kaufman,  M.D.,  as  a 
delegate  to  the  American  Medical  Association. 

The  district  branch  continued  its  efforts  to  organize  a 
program  to  bring  physicians  into  the  rural  areas  of  the 
district  branch.  Ralph  C.  Parker,  Jr.,  M.D.,  has  chaired 
this  activity,  and  the  program  is  based  on  surveys  and 
information  which  he  has  conducted  over  a period  of 
time.  Requests  to  the  Rochester  Regional  Medical  Pro- 
gram for  funding  to  organize  a district-sponsored  re- 
cruiting program,  unfortunately  were  not  realized. 

The  district  branch  concerned  itself  with  the  guide- 
lines for  sterilization  in  the  Medicaid  program,  working 
in  conjunction  with  Monroe  County’s  Maternal  Welfare 
Committee.  A position  was  taken  of  strong  opposition 
to  dual  standards  of  private  patient  care  vs  Medicaid 
patients.  It  was  also  felt  that  the  New  York  State  At- 
torney General  should  reinterpret  the  guidelines  for 
sterilization  in  view  of  recent  United  States  Supreme 
Court  rulings  and,  until  these  have  been  accomplished, 
the  Seventh  District  Branch  committee,  headed  by  Wil- 
liam E.  Achilles,  M.D.,  of  Ontario  County,  will  continue 
to  work  with  the  Regional  Health  Department  represen- 
tatives on  individual  cases.  None  have  been  referred 
since  this  decision. 
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The  district  branch  was  active  in  the  field  of  legisla- 
tion, taking  a position  of  opposition  to  the  utility  type 
health  service  agencies  which  have  been  proposed,  and 
also  supporting  the  establishment  of  malpractice  media- 
tion panels.  The  latter  legislation  was  passed  by  the 
New  York  State  Legislature,  and  a program  to  establish 
the  panels  in  the  district  has  been  organized. 

During  the  year,  the  Seventh  District  Branch  spon- 
sored an  umbrella  malpractice  insurance  program  and 
then  lost  its  carrier  for  the  malpractice  insurance  um- 
brella coverage.  Mr.  Charles  J.  Sellers  Jr.,  has  been 
able  to  obtain  another  carrier  to  continue  this  protec- 
tion. 

The  Joint  Annual  Convention  of  the  Seventh  and 
Eighth  District  Branches  was  held  in  Acapulco,  October 
6-13,  1974,  at  the  Princess  Resort. 

Five  scientific  sessions  were  held  Monday  through 
Friday  and  included  .the  following  subjects: 

1.  Medical  Care  in  Mexico,  Guillermo  Fajardo, 
M.D.; 

2.  The  Study  of  Disease  Through  Radiologic- 
Pathologic  Correlation,  Elias  G.  Theros,  M.D.; 

3.  Ob-Gyn  Hospital  Beds  and  Planning,  David  L. 
Koch,  M.D.; 

4.  The  Road  Ahead,  Ernest  B.  Howard,  M.D.; 

5.  PSRO  Panel,  Kenneth  H.  Eckhert,  M.D., 
Thomas  E.  Cardillo,  M.D.,  Victor  J.  Tofany,  M.D., 
Paul  Sum,  M.D.,  Ernest  B.  Howard,  M.D. 

State  Medical  Society  President,  Lynn  R.  Callin, 
M.D.,  was  the  guest  speaker  at  the  annual  banquet, 
which  concluded  a well  attended  (300  physicians  and 
their  wives)  and  very  informative  meeting. 

The  1974  Annual  Meeting  of  the  Seventh  District 
Branch  is  scheduled  to  be  held  October  29,  1974.  At  the 
time  of  this  writing  the  meeting  has  not  been  held. 
Subjects  that  will  be  discussed  at  the  time  of  the  annual 
meeting  include  the  development  of  the  Genesee  Region 
PSRO;  the  Ob-Gyn  bed  problem  with  the  New  York 
State  Health  Department  and  the  Comprehensive 
Health  Planning  Agency;  New  York  State  legislation  ac- 
tivities and  concerns;  and  the  proposed  health  service 
agency  proposals  for  utility  type  planning  agencies. 
The  development  of  national  health  insurance  is  anoth- 
er major  concern  for  discussion  at  that  meeting. 

It  has  been  a busy  and  difficult  year,  principally  be- 
cause of  the  increasing  legislation  and  regulations  which 
govern  the  health  providers.  The  attitude  of  this  dis- 
trict branch  has  been  to  cooperate  to  the  extent  possible 
and,  at  the  same  time  to  maintain  the  freedom  of  the 
medical  profession.  It  is  becoming  more  difficult  every 
year.  Leadership  and  willing  assistance  from  physi- 
cians as  a unified  organization  is  essential  if  we  are  to 
successfully  handle  the  many  problems  with  which  we 
are  confronted. 

Respectfully  submitted, 

David  L.  Koch,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  is  the  second  and  final  annual  report  of  my  two- 
year  term  of  office  as  the  president  of  the  Eighth  Dis- 
trict Branch.  In  accordance  with  the  Bylaws  of  the 
Branch,  the  president-elect,  Paul  Sum,  M.D.,  of  Sala- 
manca, New  York,  will  assume  the  chair  as  president  as 


of  the  close  of  the  annual  meeting  of  the  Medical  Society 
of  the  State  of  New  York  on  March  13,  1975. 

Soon  after  the  beginning  of  my  term  of  office,  several 
of  the  county  societies  almost  simultaneously,  suggested 
that  the  Eighth  District  Branch  was  the  logical  forum 
for  discussion  of  the  feasibility  of  forming  the  Profes- 
sional Service  Review  Organization  mandated  by  the 
1972  Amendments  to  the  Social  Security  laws.  And  so, 
the  major  and  ongoing  activity  of  the  Eighth  District 
Branch  for  the  past  eighteen  months  has  been  the  spon- 
sorship, formation,  and  implementation  of  a Profession- 
al Service  Review  Organization. 

From  the  very  inception  of  the  Steering  Committee, 
back  in  March  of  1973,  we  have  had  consistent  and 
wholehearted  support  and  effort  by  each  member  of  this 
group,  representative  of  and  designated  by  each  of  the 
county  medical  societies,  the  Osteopathic  Association, 
and  the  District  Branch. 

The  Steering  Committee,  having  agreed  that  the  geo- 
graphical territory  of  the  Eighth  District  Branch  was 
also  valid  as  the  boundary  for  a PSRO,  petitioned  the 
Secretary  of  Health,  Education,  and  Welfare  through  the 
mechanism  of  a hearing  in  Albany,  New  York,  to  so  des- 
ignate our  area.  This  having  been  accomplished,  the 
committee  undertook  the  job  of  formulating  bylaws, 
proposing  a modest  voluntary  assessment  of  the  county 
societies  and  osteopathic  group  for  “seed  money,  and 
then,  filing  for,  and  obtaining  papers  of  incorporation 
for  the  Erie  Region  PSRO,  Inc.”  The  Branch  Steering 
Committee  then  became  the  initial  Board  of  Directors 
for  the  incorporated  PSRO.  I think  it  would  be  most 
appropriate  at  this  point  to  recognize  those  individuals 
comprising  the  Steering  Committee  who  have  given  so 


much  of  their  time  and  effort: 

Irwin  Felsen,  M.D Allegany  County 

James  A.  Doucett,  M.D Cattaraugus  County 

Dana  Wheelock,  M.D Chautauqua  County 

Bernard  M.  Reen,  M.D Erie  County 

Bruce  Baker,  M.D Genesee  County 

Maria  A.  Crea,  M.D Niagara  County 

Edward  A.  Barrett,  M.D Orleans  County 

Bruno  J.  Tryka,  M.D Wyoming  County 

Duane  H.  Tucker,  D.O. . . W.N.Y.  Osteopathic  Associa- 
tion 

Paul  Sum,  M.D.,  President-Elect Eighth  District 

Branch 


Kenneth  H.  Eckhert,  M.D.,  President  .Eighth  District 

Branch 

The  Erie  Region  PSRO  is  now  a formal,  separate  or- 
ganization, with  a six-month  funding  grant  from  the 
Federal  government  to  prepare  plans  for  the  next  phase — 
that  of  a conditionally  approved  agency  to  conduct  pro- 
fessional standards  review  under  the  Federal  laws. 

In  the  first  few  months  of  its  incorporation  more  than 
half  of  the  practicing  physicians  in  the  District  have 
signed  on  as  members,  giving  them  a voice  in  the  selec- 
tion of  directors,  and  the  formulation  of  criteria  for  the 
conduct  of  peer  review.  The  first  annual  meeting  and 
election  of  directors  has  been  called  and  the  Erie  Region 
PSRO,  Inc.  is  about  to  leave  the  District  Branch  nest 
and  try  its  wings.  We  wish  it  well  and  a minimal 
amount  of  frustration  with  Federal  red  tape. 

As  in  past  years,  we  have  continued  our  active  liaison 
with  our  neighbors  in  the  Seventh  District  Branch,  the 
Rochester  area.  Our  delegates  caucused  at  the  Annual 
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Meeting  of  the  Medical  Society  of  the  State  of  New 
York  in  New  York  City  last  February,  and  plans  are  now 
completed  to  caucus  together  during  the  next  annual 
session  to  be  held  in  March,  1975. 

In  cooperation  with  the  Seventh  District,  we  cospon- 
sored our  Annual  Joint  Convention,  held  in  Acapulco, 
Mexico,  October  6-13,  1974. 

The  following  scientific,  socioeconomic  sessions  were 
held: 

Monday,  October  7,  Medical  Care  in  Mexico,  Dr. 
Guillermo  Fajardo,  Professor  of  Hospital  Administra- 
tion, University  of  Mexico; 

Tuesday,  October  8,  The  Study  of  Disease  Through 
Radiologic-Pathologic  Correlation,  Elias  G.  Theros, 
M.D.,  Chief  and  Registrar,  American  Institute  of  Pa- 
thology, Washington,  D.C.; 

Wednesday,  October  9,  Seminar  on  Obstetrical 
Beds  and  Planning — Where  Are  We  Going?,  David  L. 
Koch  M.D.,  President,  Seventh  District  Branch,  Mod- 
erator; 

Thursday,  October  10,  The  Road  Ahead  For  Medi- 
cine, Ernest  B.  Howard,  M.D.,  Executive  Vice  Presi- 
dent, American  Medical  Association, 

Friday,  October  11,  PSRO  Panel  Discussion,  mod- 
erated by  Kenneth  H.  Eckhert,  M.D.,  President, 
Eighth  District  Branch, 

Saturday,  October  12,  Report  of  the  President, 
Medical  Society  of  the  State  of  New  York,  Lynn  R. 
Callin,  M.D.,  Rochester,  New  York. 

We  look  forward  to  continuing  joint  efforts  by  the 
Seventh  and  Eighth  Districts  in  the  years  ahead. 

I should  like  to  take  note  of  two  exceptional  happen- 
ings within  the  Eighth  District  in  the  past  several 
months: 

1. )  A significant  and  substantial  step  was  taken 
by  the  County  Medical  Societies  of  Niagara,  Genesee, 
and  Orleans  upon  the  establishment  of  a joint  admin- 
istrative office  and  the  engagement  of  a fulltime  ad- 
ministrator for  the  three  counties.  Even  though  this 
was  not  a Branch  effort,  we  are  pleased  to  note  that 
our  colleagues  have  made  this  commitment.  Mr.  Wil- 
liam Carbone  is  the  executive  director. 

2. )  Our  endorsed  insurance  administrators,  the 
Charles  J.  Sellers  Company  contacted  96  insurance 
companies  and  finally  succeeded  in  obtaining  a re- 
placement carrier,  Merchants  Mutual  Insurance  Com- 
pany of  Buffalo,  to  insure  our  Branch  program  of  um- 
brella liability  protection.  Employers  Fire  Insurance 
Company,  the  superseded  carrier,  had  served  notice 
that  it  would  no  longer  renew  the  umbrella  program, 
since  it  was  withdrawing  from  the  malpractice  insur- 
ance market. 

The  Annual  Meeting  of  the  Eighth  District  Branch 
was  held  on  Tuesday,  November  5,  1974,  in  Williams- 
ville,  New  York  and  the  following  were  nominated  and 
elected  to  be  officers  of  the  Branch  for  the  two-year  pe- 
riod commencing  with  the  close  of  the  March,  1975 
Meeting  of  the  Medical  Society  of  the  State  of  New 
York  House  of  Delegates: 


President,  Paul  Sum,  M.D Cattaraugus 

President-Elect,  William  Stein,  M.D Niagara 

Secretary,  George  Taylor,  M.D Allegany 

Treasurer,  Carmelo  Armenia,  M.D Erie 

Past  President  and  Delegate,  Kenneth  H.  Eckhert, 

M.I) Erie 


I believe  you  will  agree  that  the  Branch  acted  deci- 
sively, and  cohesively,  in  the  matter  of  pulling  together 
the  PSRO  program.  There  is  no  reason  to  believe  it 
cannot  address  itself  to  other  major  problems  of  area- 
wide concern  with  as  much  effectiveness.  Matters  af- 
fecting the  practice  of  medicine  and  community  health 
deserve  more  of  our  attention  as  a District  Branch. 

As  the  District  Branch,  we  must  develop  more  effec- 
tive liaison  with  third  party  health  insurance  payers,  re- 
gional and  county  health  departments,  our  State  and 
County  legislators,  and  the  Comprehensive  Health 
Planning  Agency  and  county  governments. 

In  closing  this  report,  I wish  to  express  my  apprecia- 
tion for  the  excellent  cooperation  of  the  component 
county  medical  societies  officers  who  cooperated  when 
called  upon,  to  the  administrative  staff,  to  our  allies  in 
the  Seventh  District  Branch,  and  especially  to  Richard 
F.  Treccase,  Warren  Mutz,  and  Joseph  Guariglia.  I 
thank  you  for  the  privilege  of  having  served  as  your 
president. 

Respectfully  submitted, 

Kenneth  H.  Eckhert,  M.D.,  President 


Ninth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Annual  Meeting  of  the  Ninth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  was  held 
on  Monday,  February  25,  1974,  at  the  Americana  Hotel 
in  New  York  City.  Westchester  County  was  host  and 
twenty  members  were  present. 

The  report  of  President  Garrett  W.  Vink,  M.D.,  cov- 
ered meetings  held  during  the  year.  Subjects  discussed 
were  PSRO  and  legislation,  as  well  as  medical  topics  of 
concern  to  physicians,  including  a Venereal  Disease 
Seminar  at  the  Hilton  Inn  in  Tarrytown,  New  York,  No- 
vember 28,  1973.  Plans  for  increasing  activity  for  the 
district  were  considered. 

It  was  proposed  that  a luncheon  meeting  be  held  on 
Sunday  at  12  Noon  prior  to  the  meeting  of  the  House  of 
Delegates  next  year,  so  that  discussion  and  decisions  can 
be  made  in  advance  of  the  meeting  and  can  be  imple- 
mented at  the  time  of  the  meeting. 

A special  effort  will  also  be  undertaken  to  get  the 
presidents  and  executive  secretaries  of  the  component 
societies  to  the  district  meetings. 

The  following  slate  of  officers  of  the  Ninth  District 
Branch  was  elected  to  serve  until  February  1976. 

President Burton  Allyn,  M.D.,  Rockland 

1st  Vice  President . .James  K.  Keeley,  M.D.,  Dutchess 
2nd  Vice  President  . .Leonard  S.  Weiss,  M.D.,  Orange 

Secretary Allison  B.  Landolt,  M.D.,  Westchester 

Treasurer  John  Simmons,  M.D.,  Putnam 

Delegate Burton  Allyn,  M.D.,  Rockland 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Secretary 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 
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Your  reference  committee  wishes  to  note  that  no  re- 
port was  received  from  the  Sixth  District  Branch.  Your 
reference  committee  wishes  to  recommend  to  the  Dis- 
trict Branch  and  to  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  that  it  is  imperative  that  each 
district  branch  submit  a detailed  summary  of  its  activi- 
ties during  the  year  so  that  this  can  be  helpful  in  devel- 
oping a better  liaison  between  the  Medical  Society  of 
the  State  of  New  York  and  the  District  Branches,  in  ac- 
cordance with  the  directive  outlined  in  Article  XVII, 
Section  3,  last  paragraph  of  the  Bylaws. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


ADVISORY  COMMITTEE  TO  THE 
AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  NEW  YORK  STATE  SOCIETY, 
INC. 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the 
American  Association  of  Medical  Assistants,  New  York 


State  Society,  Inc.  are  as  follows: 

Walter  F.  Harrison,  Jr.,  M.D.,  Chairman  . . . .Warren 

Douglas  Johnstone,  M.D Monroe 

Edward  C.  Rozek,  M.D Erie 


In  April  1974  the  annual  convention  of  the  Associa- 
tion was  held  in  Niagara  Falls,  N.Y.  Lynn  R.  Callin, 
M.D.,  President  of  the  Medical  Society  of  the  State  of 
New  York,  was  guest  speaker  at  the  banquet. 

One  of  the  major  functions  of  the  Association  is  to 
sponsor  educational  sessions.  There  were  several  held 
throughout  New  York  State  during  the  past  year. 
These  are  sponsored  both  by  the  State  organization  and 
the  local  county  organizations. 

The  national  convention  of  the  American  Association 
of  Medical  Assistants  was  held  in  Denver,  Colorado,  in 
September  1974.  Several  members  of  the  New  York 
State  Society  were  appointed  to  serve  on  various  com- 
mittees. 

The  medical  assistants  do  their  best  to  help  in  any 
way  they  can.  All  of  the  members  have  been  requested 
to  become  involved  with  the  physicians’  recent  problems 
in  the  malpractice  area.  The  American  Association  of 
Medical  Assistants  is  a most  valuable  group  to  help  the 
physician  in  many  areas,  including  public  relations. 

Your  advisors  make  the  following  recommenda- 
tions: 

1.  That  the  Medical  Society  of  the  State  of  New 
York  continue  to  urge  its  members  to  advise  their 
medical  assistants  to  join  and  participate  in  the  ac- 
tivities of  the  American  Association  of  Medical  Assis- 
tants, New  York  State  Society,  Inc. 

2.  That  the  Medical  Society  of  the  State  of  New 
York  urge  its  assistants  to  form  groups  if  there  are 
none  in  their  areas. 

3.  That  the  Medical  Society  of  the  State  of  New 
York  urge  its  members  to  pay  all  or  part  of  the  medi- 
cal assistants’  dues  in  this  organization. 

4.  That  the  Medical  Society  of  the  State  of  New 
York  continue  to  provide  communication  facilities  for 


the  American  Association  of  Medical  Assistants,  New 
York  State  Society,  Inc.,  to  supply  desk  space,  and  to 
supply  storage  space  for  the  association  as  heretofore. 

Respectfully  submitted, 

Walter  F.  Harrison,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Your  reference  committee  wishes  to  compliment  this 
committee  on  its  excellent  work  as  liaison  between  the 
Medical  Society  of  the  State  of  New  York  and  the 
American  Association  of  Medical  Assistants  and  urges 
the  continued  closely  working  relationship  between  the 
two  groups. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

MEMBERSHIP 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  are: 


Franz  L.  Ebstein,  M.D.,  Chairman Queens 

Maria  A.  Crea,  M.D Niagara 

Glen  M.  Ebersole,  M.D Chautauqua 

Abraham  W.  Freireich,  M.D Nassau 

Nathaniel  J.  Hurst,  M.D Monroe 

Richard  A.  Knutson,  M.D New  York 

Morton  Kurtz,  M.D Queens 

Donald  A.  Richter,  M.D Franklin 

Ravinda  F.  Shah,  M.D Oswego 

Wayne  C.  Templer,  M.D Steuben 

William  A.  Whyland,  M.D Rensselaer 


The  Committee  on  Membership  held  its  first  meeting 
on  June  19,  1974,  at  the  headquarters  of  The  Medical 
Society  of  the  State  of  New  York.  Franz  L.  Ebstein, 
M.D.,  chairman,  greeted  his  newly  formed  committee 
and  stated  the  Council’s  mission  for  the  committee:  To 
Study  Unified  Federation  Membership  and  to  De- 
velop Ways  and  Means  for  Membership  Recruit- 
ment and  Retention. 

Dr.  Ebstein  then  posed  two  important  questions:  1. 
Can  the  job  be  done?  2.  Can  the  committee  be  produc- 
tive? The  committee  voted  “yes”  to  both  questions. 
The  committee  first  discussed  membership  problems 
and  then  the  possible  solutions  to  these  problems. 

The  problems  were  identified  as: 

1.  To  increase  membership  rather  than  increase 
dues. 

2.  To  attract  young  physicians  to  membership. 

3.  To  attract  physicians  who  are  medical  school 
faculty,  on  hospital  staffs,  in  industrial  medicine. 

4.  To  bring  our  large  percentage  of  foreign  gradu- 
ates into  active  participation. 

5.  To  offset  or  integrate  specialty  groups  and  mi- 
nority groups  which  have  organized  independently. 
The  possible  solutions  suggested  were: 

1.  Conducting  a person-to-person  solicitation  for 
membership. 

2.  Offering  membership  to  interns,  residents,  and 
students  with  a very  nominal  fee  for  dues.  Asking 
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county  societies  to  rewrite  their  bylaws  to  conform 
with  State  Society  Bylaws. 

3.  Calling  for  an  active  membership  campaign  by 
AMA. 

4.  Showing  interns  and  residents  concrete  evi- 
dence of  state  and  country  societies  helping  them  with 
their  problems. 

5.  Letting  physicians  know  the  benefits  we  have 
to  offer,  insurance,  improved  publications,  etc. 

6.  Developing  a more  militant,  aggressive  atti- 
tude; assisting  physicians  with  their  individual  prob- 
lems. 

7.  Instituting  a vigorous  membership  campaign. 
Identifying  to  doctors  the  forces  opposing  them; 
meeting  problems  head  on. 

8.  Conducting  an  active  campaign  to  inform  the 
public  of  the  malpractice  problem. 

9.  Suggesting  that  doctors  pay  “tax  deductible” 
dues  to  the  medical  society. 

The  committee  resolved  to  attempt  the  following: 

1.  To  increase  membership  in  the  national  federa- 
tion. 

2.  To  activate  our  existing  membership. 

3.  To  motivate  the  foreign-born  and  foreign-edu- 
cated members. 

4.  To  use  AMA  materials. 

5.  To  review  Constitutions  and  Bylaws  re  residents 
and  interns. 

6.  To  identify  the  membership  potential  aided  by 
computer  printouts  from  the  AMA. 

7.  To  present  this  resolution  to  the  Council: 
Resolved,  That  all  county  medical  societies  be 

asked  to  establish  a “junior”  membership.  The  fee 

for  this  membership  which  would  include  residents, 

interns,  and  students  would  be  no  less  than  $1  and 

no  more  than  $10. 

At  the  second  meeting  of  the  Committee  on  Wednes- 
day, September  18,  1974,  Abraham  W.  Freireich,  M.D., 
reported  that  the  Council  on  September  12  approved 
the  committee’s  resolution  that  all  county  medical  so- 
cieties be  asked  to  establish  a “junior”  membership  cat- 
egory. However,  he  said  the  resolution  submitted  is 
vague  and  the  committee  should  present  a new  resolu- 
tion in  more  precise  language  with  respect  to  the  dues 
and  separate  interns  and  residents  from  students. 

Richard  A.  Knutson,  M.D.,  proposed  that  “junior” 
membership  in  MSSNY  have  dues  of  $20  to  $25,  a more 
realistic  figure.  He  said,  if  a voting  membership  were  to 
be  established,  the  interns  and  residents  would  join  in 
rather  large  numbers. 

George  J.  Lawrence,  Jr.,  M.D.,  Director  of  the  Divi- 
sion of  Scientific  Activities,  reported  that  he  had  at- 
tended the  regional  meeting  of  SAMA  and  had  informed 
them  of  the  resolutions  passed  by  our  House  of  Dele- 
gates in  February  1974,  which  were  meant  to  increase 
the  participation  of  medical  students  in  the  State  Medi- 
cal Society. 

Dr.  Lawrence  told  the  Committee  on  Membership 
that  action  was  started  with  a group  from  MSSNY  and 
the  Committee  on  Interns  and  Residents  which  is  visit- 
ing four  New  York  City  Hospitals.  He  said  conditions 
were  found  to  be  deplorable.  These  projects,  Dr.  Law- 
rence said,  illustrate  how  MSSNY  is  working  with  young 
doctors  to  demonstrate  that  MSSNY  is  interested  in 
working  with  them  on  community  problems. 


Dr.  Knutson  said  that  the  State  Society  visitation  of 
the  City  hospitals  is  the  type  of  action  that  convinces  in- 
terns and  residents  that  the  State  Society  really  cares. 

Dr.  Lawrence  added  that  a Student  Affairs  Commit- 
tee has  been  appointed  which  will  represent  the  twelve 
medical  schools.  Plans  will  be  made  for  representatives 
to  meet  before  the  House  of  Delegates  convenes.  These 
twelve  representatives  will  elect  a delegate  to  the  House 
of  Delegates. 

Ravinda  F.  Shah,  M.D.,  Fulton,  said  foreign  medical 
graduates  are  shy,  they  want  to  become  acquainted. 
They  feel  put  down  by  organized  medicine.  They 
should  be  made  to  feel  that  they  are  on  equal  footing 
with  other  graduates.  They  are  ciriticized  in  medical 
publications.  Dr.  Shah  said  he  would  like  to  see  the  for- 
eign graduate  given  the  same  chance  as  the  native  born 
physician. 

Dr.  Ebstein  presented  a letter  which  he  recommended 
be  mailed  to  all  members  and  nonmembers  in  New  York 
State.  The  committee  was  in  favor  of  the  letter  being 
mailed  but,  as  no  budget  was  presently  available,  it  was 
suggested  that  the  Council  be  asked  for  approval  to 
make  the  mailing  and  for  an  adequate  budget. 

The  committee  agreed  that  better  progress  would  be 
made  if  it  was  divided  into  subcommittees  which  would 
meet,  act,  and  report  to  the  committee  as  a whole.  Dr. 
Freireich  was  appointed  chairman  of  a Subcommittee  on 
Students,  Interns,  and  Residents.  His  committee  will 
consist  of  Drs.  Knutson  and  Whyland.  Dr.  Kurtz  was 
appointed  chairman  of  a Subcommittee  on  Foreign 
Medical  Graduates,  whose  members  are  Drs.  Shah  and 
Hurst.  Dr.  Templer  was  appointed  chairman  of  a Sub- 
committee on  General  Membership,  whose  members  are 
Drs.  Richter,  Ebersole,  and  Crea. 

Dr.  Ebstein  greeted  Mrs.  Torrence  P.  B.  Payne,  Presi- 
dent, Woman’s  Auxiliary  of  the  MSSNY,  who  reported 
that  the  chairman  of  the  Woman’s  Auxiliary  Member- 
ship Committee  will  attend  meetings  of  the  MSSNY 
Committee  on  Membership  in  the  future. 

A ballot  on  tenure  was  taken.  The  results  were  as  fol- 
lows: members  through  1975  are  Drs.  Knutson,  Hurst, 
and  Ebersole;  members  through  1976  are  Drs.  Shah, 
Whyland,  Kurtz,  and  Richter;  members  through  1977 
are  Drs.  Freireich,  Ebstein,  Templer,  and  Crea. 

Respectfully  submitted, 

Franz  L.  Ebstein,  M.D.,  Chairman 

RESEARCH  AND  PLANNING 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Re- 


search and  Planning: 

Paul  M.  DeLuca,  M.D.,  Chairman  Broome 

Anthony  F.  Fragola,  M.D Suffolk 

William  M.  Hewlett,  M.D Queens 

Henry  B.  Marshall,  M.D Chemung 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

George  T.  C.  Way,  M.D Dutchess 

Charles  Weller,  M.D Westchester 

Robert  E.  Westlake,  M.D Onondaga 

G.  Rehmi  Denton,  M.D.,  Advisor Albany 

Edward  C.  Hughes,  M.D.,  Advisor Onondaga 
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The  Committee  on  Research  and  Planning  held  three 
meetings  in  the  past  year,  in  May,  October,  and  January. 

At  the  May  22nd  meeting,  the  following  points  were 
discussed: 

Functions  of  the  Research  and  Planning  Committee 

The  functions  of  the  Research  and  Planning  Commit- 
tee as  defined  by  Dr.  Paul  DeLuca  is  four  fold:  first — a 
Division  which  reflects  upon  itself  and  all  internal  func- 
tions of  the  Medical  Society  of  the  State  of  New  York’s 
divisions  in  relation  to  each  other;  second — the  relation- 
ship of  the  Medical  Society  of  the  State  of  New  York  in 
the  context  of  the  social,  economic  and  scientific  trends 
of  the  times;  third — that  this  Division  is  designed  to 
produce  the  necessary  plans  to  effect  the  changes  need- 
ed to  accomplish  the  goals  indicated  by  our  research; 
fourth;  the  initiation  of  innovative  ideas  to  improve  the 
medical  society’s  service  to  its  membership  and  to  the 
community. 

A.  The  Division  was  asked  to  undertake  a study  of 
the  structure  and  functions  of  all  committees  and  com- 
missions in  the  Medical  Society  of  the  State  of  New 
York. 

1.  a committee  be  organized  to  assist  the  presi- 
dent-elect in  making  decisions  and  appointing  com- 
mittee members. 

2.  each  committee  chairman  submit  an  annual  re- 
port showing  attendance  and  activities  of  committee 
members. 

3.  a composite  profile  of  each  committee  be  docu- 
mented showing  scope  of  activities,  functions,  and 
responsibilities. 

B.  Approval  to  write  a proposal  for  cooperative 
health  statistics  system  to  develop  a comprehensive 
Registry  System  of  all  health  professionals. 

C.  Formulating  the  task  of  an  expansion  of  the  pre- 
liminary work  done  by  the  Joint  Task  Group  on  Medical 
Privacy  and  Computer  Technology. 

D.  The  approval  of  researching  a coordinating 
mechanism  for  Foundations  and  HMO  Resource  Cen- 
ters. 

E.  Approval  for  Research  and  Planning  to  work  with 
the  Division  of  Governmental  Affairs  in  relation  to  legis- 
lative activity. 

At  the  meeting  of  October  10th,  the  following  points 
were  discussed: 

A.  Recommendation  that  committees’  composition 
be  constituted  by  geographical  dissemination. 

B.  Approval  for  publication  of  each  committee’s 
scope  of  work  and  responsibilities. 

C.  Approval  of  concept  of  a central  file  system  for  all 
committees’  reports. 

D.  Recommendation  of  tenure  of  committee  ap- 
pointments. 

E.  Report  and  recommendation  that  Ethical  Data 
Centers  physical  establishment  be  aided  by  the  Medical 
Society  of  the  State  of  New  York  only  in  that  legislation 
and  development  of  guidelines  be  formulated  for  this 
purpose. 

F.  Presentation  of  physician  distribution  statewide 
with  conclusion  to  continue  research. 

G.  Report  on  “Solutions  to  the  Malpractice  Prob- 
lem” presented  and  referred  to  Ad  Hoc  Committee  on 
Malpractice  Problems. 

At  the  meeting  of  January  22nd,  the  following  points 
were  discussed: 


A.  Report  on  continuing  studies  of  physician  distri- 
bution . . . decided  that  after  degree  of  need  was  deter- 
mined, Physician’s  Placement  Bureau  would  work  with 
the  communities. 

B.  Agreement  that  this  division  be  available  to 
PSRO  and  attend  committee  meetings  in  an  effort  to 
determine  where  the  responsibility  for  the  problems  of 
confidentiality  in  medical  records  should  be  placed. 

C.  A study  on  the  incidents  of  crime  in  medical  fa- 
cilities was  passed  by  the  committee. 

D.  A proposal  on  Medical  Professional  Liability  In- 
surance for  the  Future  was  presented  and  will  be  passed 
along  to  the  attention  of  the  Council. 

E.  It  was  decided  that  the  Division  Head  be  avail- 
able to  attend  the  meetings  of  the  Ad  Hoc  Committee  on 
Malpractice  in  order  to  make  contributions  when  neces- 
sary. 

F.  It  was  agreed  by  the  committee  that  the  Division 
Head  be  able  to  function  within  the  field  in  order  to  get 
a more  direct  and  clearer  perspective  in  dealing  with  the 
physician  distribution  studies. 

In  addition: 

1.  The  physician  distribution  study  is  taking  a very 
positive  and  constructive  form.  Three  model  areas  have 
been  selected  for  consideration.  Preliminary  research 
in  these  areas  show  that  physician  listings  are  inaccu- 
rate, HEW  statistics  are  inaccurate,  the  population 
within  each  area  is  satisfied  with  the  health  care  avail- 
able. This  study  will  continue,  expanding  in  scope  of 
geographic  dissemination  and  detail  in  the  future. 

2.  Recently,  the  Division  of  Research  and  Planning 
has  been  participating  with  the  Division  of  PSRO  in  the 
reestablishment  of  priorities  and  methods  that  will  lead 
to  justification  for  “group  processor”  proposal.  The 
“group  processor”  concept  is  that  of  centralization  of 
data  and  data  processing. 

3.  The  undertaking  of  an  extensive  study  in  order  to 
ascertain  the  history  and  founding  of  all  the  county 
medical  societies. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Your  reference  committee  recommends  that  this  re- 
port be  accepted  and  filed. 

The  House,  after  discussion,  voted  to  amend  the 
reference  committee  report  to  read  as  follows: 
“ Your  reference  committee  recommends  that  this 
report  be  approved  and  referred  to  the  Council 
for  study  and  implementation  of  its  recommenda- 
tions as  soon  as  possible.” 

The  House,  then  voted  to  adopt  this  portion  of 
the  reference  committee  report,  as  amended. 

Resolution  74-103,  Change  of  Name  of  Section  on 
Plastic  and  Reconstructive  Surgery  to  the  Section 
on  Plastic,  Reconstructive  and  Maxillofacial  Sur- 
gery 

Introduced  by  Howard  B.  Rasi,  M.D.,  Delegate  from 
Section  on  Plastic  & Reconstructive  Surgery 

Whereas,  The  name  of  the  American  Medical  Asso- 
ciation Section  on  Plastic  and  Reconstructive  Surgery 
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is  being  changed  to  Plastic,  Reconstructive  and  Max- 
illofacial Surgery,  and 

Whereas,  The  Section  dealing  with  these  subjects 
in  the  American  College  of  Surgeons  is  known  as  Plas- 
tic and  Maxillofacial  Surgery,  and 

Whereas,  On  a national  level  the  American  Society 
of  Plastic  and  Reconstructive  Surgery  and  the  Ameri- 
can Society  of  Maxillofacial  Surgeons  now  meet  joint- 
ly; therefore  be  it 

Resolved,  That  the  name  of  the  Section  on  Plastic 
and  Reconstructive  Surgery  be  changed  to  the  Section 
on  Plastic,  Reconstructive  and  Maxillofacial  Surgery. 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

This  resolution  was  referred  for  action  to  this  refer- 
ence committee  by  the  House  Committee  on  Bylaws. 
The  committee  heard  testimony  by  the  delegate  from 
the  Section  on  Plastic  and  Reconstructive  Surgery  who 
presented  documents  from  the  American  Society  of 
Maxillofacial  Surgeons,  the  American  Medical  Associa- 
tion, and  the  American  College  of  Surgeons. 

The  House,  after  discussion,  voted  to  adopt 
Resolution  74-103. 

Resolution  74-112,  Change  of  Name  of  Section  on 
Gastroenterology  and  Proctology 

Introduced  by  A.  W.  Martin  Marino,  M.D.,  as  an  Indi- 
vidual and  Bertram  A.  Porter,  M.D.,  Delegate,  Section 
on  Gastroenterology  and  Proctology 

Whereas,  The  designation  Colon  and  Rectal  Sur- 
gery has  replaced  the  designation  Proctology  in  the 
various  specialty  sections  of  the  American  Medical 
Association  and  the  American  College  of  Surgeons; 
and 

Whereas,  The  certifying  board  in  the  specialty  is 
the  American  Board  of  Colon  and  Rectal  Surgery;  and 

Whereas,  The  national  organization  of  the  special- 
ty is  the  American  Society  of  Colon  and  Rectal  Sur- 
geons; therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  the  designation  of  the  Section  on 
Gastroenterology  and  Proctology  to  the  Section  on 
Gastroenterology  and  Colon  and  Rectal  surgery. 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

This  resolution  was  referred  for  action  to  this  refer- 
ence committee  by  the  House  Committee  on  Bylaws. 

Your  reference  committee  recommends  that  Resolu- 
tion 74-112  be  adopted. 

The  House  voted  to  adopt  Resolution  74-112. 


Resolution  75-35,  Establishment  of  Emergency 
Medicine  as  a Section 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

Whereas,  In  accordance  with  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York,  ARTICLE 
XII,  Section  1,  sessions  devoted  to  Emergency  Medi- 
cine have  been  held  at  two  successive  annual  meetings 


of  the  Society  as  requisites  for  the  establishment  of  a 
Section  on  Emergency  Medicine;  and 

Whereas,  This  House  of  Delegates  passed  Resolu- 
tion 73-102,  which  instructed  the  New  York  State 
Delegation  to  the  American  Medical  Association  to 
support  the  development  of  an  American  Medical  As- 
sociation Section  on  Emergency  Medicine;  and 

Whereas,  A provisional  Section  on  Emergency 
Medicine  of  the  American  Medical  Association  has  al- 
ready met  and  was  well  supported;  and 

Whereas,  Twenty-eight  residencies  in  Emergency 
Medicine  have  been  established  to  train  physicians 
for  careers  devoted  to  the  practice  of  Emergency 
Medicine,  and  the  number  of  residencies  is  expected 
to  exceed  fifty  in  1975;  and 

Whereas,  There  are  more  than  four  hundred  physi- 
cians practicing  Emergency  Medicine  in  the  State  of 
New  York,  of  which  two  hundred  fifty-four  are  mem- 
bers of  the  American  College  of  Emergency  Physi- 
cians, which  association  endorses  the  concept  of  fo- 
rums for  scientific  advancement  being  within  the 
framework  of  organized  medicine  in  close  liaison  with 
other  specialties  with  related  interests;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a Section  on  Emergency  Medi- 
cine, and  that  the  Section  on  Emergency  Medicine 
present  a program  on  Emergency  Medicine  at  the 
next  annual  convention  in  1976. 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Since  this  is  evidently  an  established  medical  special- 
ty which  is  growing  rapidly  and  assuming  increasing  im- 
portance in  the  rendering  of  primary  medical  care,  the 
committee  recommends  approval  of  this  resolution  and 
speedy  implementation  of  its  recommendation.  It  is  fur- 
ther understood  that  the  requirement  of  two  consecutive 
sessions  has  been  fulfilled  and  that  Emergency  Medi- 
cine is  now  eligible  to  become  a section.  Your  reference 
committee  recommends  that  Resolution  75-35  be  adopt- 
ed. 

The  House  voted  to  adopt  Resolution  75-35. 


Resolution  75-36,  New  Medical  Society  of  the 
State  of  New  York  Membership  Application 

Introduced  by  Onondaga  County  Medical  Society 

Whereas,  The  origins  of  the  present  membership 
application  form  for  the  Medical  Society  of  the  State 
of  New  York  and  its  component  County  Societies  are 
lost  in  antiquity;  and 

Whereas,  This  present  membership  application 
form  in  its  present  antique  status  does  not  provide  the 
State  Medical  Society  and  its  component  County  So- 
cieties with  needed  information;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  devise  a new  membership  application  form. 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolu- 
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tion  75-36  be  referred  to  the  Membership  Committee  for 
its  consideration. 

The  House  voted  to  refer  resolution  75-36  to  the 
Committee  on  Membership. 

Resolution  75-99,  Health  Care  Crisis 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Reference  is  frequently  made  to  a health 
care  crisis  by  those  who  would  regiment  medicine,  and 
Whereas,  No  such  crisis  exists,  and 
Whereas,  The  use  of  such  hysterical  expressions  do 
not  lend  themselves  to  considered  judgment  regarding 
the  medical  welfare  of  people  of  this  country,  and 
Whereas,  Resolution  74-46,  “Improvement  in 
Health  Care”  of  the  Medical  Society  of  the  State  of 
New  York  states  “Resolved,  That  the  MSSNY  affirm 
its  willingness  and  desire  to  work  with  community 
and  government  in  the  development  and  implementa- 
tion of  public  programs  to  ameliorate  the  current 
health  care  crisis  . . . therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  modify  Resolution  74-46  to  exclude  the 
portion  . . to  ameliorate  the  current  health  care  cri- 
sis . . and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  distribute  Resolution  74-46  as  amended  to 
whomever  the  original  resolution  has  been  distribut- 
ed, making  note  of  the  modification. 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Your  reference  committee  agrees  with  the  previous 
action  of  the  Council  and  rather  than  recommending  no 
action,  the  reference  committee  recommends  that  Reso- 
lution 75-99  be  filed. 

The  House  voted  to  file  resolution  75-99. 

Resolution  75-114,  Establishment  of  New  York 
City  Commission 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  complex  nature  of  city  government 
and  the  multitude  of  city  agencies  concerning  the  de- 
livery of  health  care  in  New  York  City  has  created  an 
unwieldy  bureaucratic  system  with  no  single  authori- 
ty; and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  consisting  of  numerous  divisions  has  never  in- 
terested itself  in  city  affairs  concerning  physicians  in 
the  five  boroughs;  and 

Whereas,  No  division  within  the  Medical  Society  of 
the  State  of  New  York  is  in  direct  contact  with  city 
agencies  on  a regular  sustained  basis;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  creation  of  a Commission  on 
New  York  City  Affairs  as  a permanent  division  of  the 
State  Society. 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

It  is  evident  that  there  is  merit  to  this  concept  as  ex- 
pressed in  the  resolution;  your  reference  committee 
therefore,  recommends  that  Resolution  75-114  be  re- 


ferred to  the  Council  for  its  consideration  and  imple- 
mentation. 

The  House,  after  discussion,  voted  to  refer  Res- 
olution 75-114  to  the  Council  for  consideration  of 
all  aspects  bearing  on  medicine,  for  report  back 
specifically  on  what  can  be  done  on  the  problem, 
including  an  estimate  of  costs,  for  action  by  the 
House  of  Delegates  at  its  next  meeting. 

Resolution  75-119,  Change  of  Name  of  Section  on 
Otolaryngology  to  Section  on  Otolaryngology  and 
Maxillofacial  Surgery 

Introduced  by  William  Robbett,  M.D.,  Delegate,  Section 
on  Otolaryngology 

Whereas,  The  discipline  of  maxillofacial  surgery  is 
not  the  exclusive  domain  of  any  one  specialty,  and  is 
included  in  the  field  of  otolaryngology,  and 

Whereas,  Historically,  otolaryngologists  have  been 
intimately  and  extensively  involved  in  the  provision 
of  this  form  of  medical  care,  and 

Whereas,  A number  of  medical  school  departments 
are  known  as  the  Department  of  Otolaryngology  and 
Maxillofacial  Surgery  Departments;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  the  name  of  the  Section  on  Otolar- 
yngology to  the  Section  on  Otolaryngology  and  Maxil- 
lofacial Surgery. 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolu- 
tion 75-119  be  adopted. 

The  House,  after  discussion,  voted  to  adopt  Res- 
olution 75-119. 

Resolution  75-121,  Change  of  Name  of  Section  on 
Allergy  to  Section  on  Allergy  and  Immunology 

Introduced  by  William  E.  Hermance,  M.D.,  Delegate, 
Section  on  Allergy 

Whereas,  The  new  American  Board  of  the  Special- 
ty on  Allergy  was  named  the  American  Board  of  Aller- 
gy and  Immunology;  therefore  be  it 

Resolved,  That  the  name  of  the  Section  on  Allergy' 
be  changed  to  the  Section  on  Allergy  and  Immunolo- 
gy- 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolu- 
tion 75-121  be  adopted. 

The  House  voted  to  adopt  Resolution  75-121. 

Resolution  75-125,  Conflicts  in  Scheduling  of  Con- 
vention for  Student  Participation 
Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  through  its  student  affairs  section  and  the  Med- 
ical Schools  of  New  York  State  through  their  rep- 
resentatives to  the  Medical  Society  of  the  State  of 
New  York  have  stated  their  belief  in  the  educational 
and  professional  value  of  student  participation  in  the 
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activities  of  the  Medical  Society  of  the  State  of  New 
York  and  specifically  in  the  annual  convention  of  the 
Medical  Society  of  the  State  of  New  York,  and 

Whereas,  Student  participation  in  the  annual  con- 
vention of  the  Medical  Society  of  the  State  of  New 
York,  is  difficult  when  all  the  major  scientific  and 
business  sessions  of  the  convention  are  scheduled  dur- 
ing the  school  week;  therefore  be  it 

Resolved,  That  the  President  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  the  Convention  Com- 
mittee, or  other  appropriate  agents  of  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  medical  school 
representatives  to  MSSNY  meet  with  representatives 
of  the  Student  Section  of  MSSNY  to  plan  conference 
dates  which  allow  both  mid-week  and  weekend  scien- 
tific and  business  sessions  so  as  to  allow  greater  par- 
ticipation in  the  Annual  Convention  and  other  activi- 
ties of  the  Medical  Society  of  the  State  of  New  York. 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The 

following  report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Your  reference  committee  approves  the  principle  of 
improved  communications  with  the  Medical  Student 
Section  in  order  to  enhance  the  student’s  ability  to  par- 
ticipate in  the  affairs  of  the  Medical  Society  of  the  State 
of  New  York  in  a more  meaningful  manner.  Your  refer- 
ence committee  recommends  that  Resolution  75-125  be 
adopted. 

The  House,  after  discussion,  voted  to  adopt  Res- 
olution 75-125. 

Resolution  75-134,  Supportive  Administrative 
Services  to  the  Student  Section 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  provided  for,  as  well  as  encouraged  the  orga- 
nization of  a student  section  of  the  Medical  Society  of 
the  State  of  New  York,  and 

Whereas,  Meetings  have  taken  place  with  represen- 
tatives of  the  medical  schools  in  New  York  State;  and 
Whereas,  It  has  been  decided  at  such  meetings  that 
an  active  organization  of  medical  students  is  needed 
in  New  York  State;  and 


Whereas,  Support  in  several  areas  will  be  necessary 
to  sustain  the  organization,  development,  and  perpet- 
uation of  such  an  organization;  and 

Whereas,  The  communication  requisite  to  provide 
adequate  representation  of  all  medical  schools  in  New 
York  State  requires  the  availability  of  such  supportive 
services  as  secretarial  help,  xerography,  telephonic 
and  postal  fees;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  provide  funds  to  cover  travel  expenses  and 
supportive  services  for  at  least  three  Statewide  meet- 
ings per  year  of  the  Student  Section,  and  one  regional 
meeting  of  the  Upstate  members;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  provide  support  to  two  (2)  medical  stu- 
dents elected  by  the  representatives  of  the  New  York 
State  Medical  Schools,  to  organize  and  collate  the 
working  structure  of  this  body  over  the  upcoming 
summer  of  1975,  including  a basic  living  allowance 
($800  for  eight  weeks);  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  provide  supportive  administrative  services, 
through  their  Executive  Offices  at  Lake  Success,  to 
the  Student  Section  throughout  the  year  (to  include 
typing,  xeroxing,  telephoning  and  mailing,  etc.). 

Report  of  Reference  Committee  on  Scientifice  Activi- 
ties, Publications,  and  Miscellaneous  Matters:  The  fol- 
lowing report  was  presented  by  Francis  J.  Loperfido, 
M.D.,  Chairman. 

Your  reference  committee  approves  the  intent  of  this 
resolution  and  it  also  recognizes  the  importance  of  early 
involvement  of  medical  students  in  the  activities  of  or- 
ganized medicine.  Your  reference  committee  recom- 
mends that  Resolution  75-134  be  referred  to  the  Council 
for  its  consideration  and  implementation. 

The  House,  after  discussion,  voted  to  amend  the 
reference  committee  report  by  the  deletion  of  the 
words  “ and  implementation”  and  the  addition  of 
the  words  “ upon  submission  of  a budget  by  the 
Student  Section.” 

The  House,  then  voted  to  refer  Resolution  75- 
134  to  the  Council  for  its  consideration  upon  sub- 
mission of  a budget  by  the  Student  Section. 

The  House  voted  to  adopt  the  reference 
committee  report  as  a whole  as  amended. 
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Governmental  Affairs  and  Legal  Matters 


COMMISSION  ON  GOVERNMENTAL 
AFFAIRS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Commission  on  Governmental  Affairs  has  been 
one  of  the  most  active  commissions  in  your  State  Medi- 
cal Society.  It  would  be  impossible  for  me  to  detail  the 
activities  of  each  commi,ttee  within  this  Commission  and 
I recommend  that  you  study  thoroughly  the  committee 
reports,  particularly  those  on  Federal  and  State  legisla- 
tion and  PSRO.  The  State  Medical  Society  through 
this  Commission  and  its  working  committees  has  at- 
tempted to  carry  out  your  mandates  and  policies  to  the 
best  of  their  ability. 

On  October  16  and  17,  1974,  there  were  important 
meetings  of  the  Committees  on  Federal  Legislation  and 
State  Legislation  and  a meeting  with  the  legislative  rep- 
resentatives from  each  component  county  society.  This 
was  an  important  two-day  conference  which  was  de- 
signed to  propose  the  legislative  direction  for  the  Medi- 
cal Society  of  the  State  of  New  York  for  the  coming 
year.  It  will  be  important  for  these  committees  and  for 
the  Council  to  have  your  comments  concerning  the  de- 
tails of  these  programs. 

Under  Federal  legislation,  the  committee  carried  out 
your  resolutions  as  submitted  to  them  from  the  1974 
House  of  Delegates.  A report  from  John  F.  Fochtman, 
the  Assistant  Director  of  the  Department  of  Congressio- 
nal Relations  of  the  AMA  in  Washington,  was  heard 
with  interest.  It  is  worthy  to  note  here  that  HR  16204 
and  its  companion  bill  S2994,  which  in  the  House  of  Re- 
presentatives is  called  the  House  Health  Planning  Bill 
and  in  the  Senate  is  the  National  Health  Policy  Plan- 
ning Resources  Development  Act  and  both  of  which  in 
essence  develop  a health  system  which  is  controlled 
from  the  top  down  by  the  Secretary  of  HEW,  taking 
over  the  functions  of  CHP  agencies,  RMP  agencies,  and 
the  Hill-Burton  funds  for  facility  development,  will 
probably  pass  Congress  this  year  and  be  sent  to  the 
President  for  his  signature.  It  is  possible  that  some  re- 
visions may  be  made  before  the  final  bill  leaves  Con- 
gress, and  the  AMA  is  diligently  working  in  this  regard. 
This,  however,  is  a very  important  bill  which  completely 
changes  the  concept  for  health  planning  and  develop- 
ment of  health  programs  and  has  been  fought  both  on 
the  Federal  and  State  level  by  organized  medicine.  Mr. 
Fochtman  also  indicated  that  perhaps  there  would  not 
be  a comprehensive  national  health  insurance  bill 
passed  this  year,  but  that  it  might  be  likely  that  a cata- 
strophic bill  would  have  a chance.  Within  the  next  year 
or  two,  some  sort  of  national  health  insurance  program 
is  expected.  In  this  regard,  the  AMA  has  changed  its 
Medicredit  bill  somewhat  modifying  the  financial  end 
of  it  to  make  it  more  acceptable  perhaps  to  the  legisla- 
tors. Catastrophic  health  insurance  standing  alone  has 
been  opposed  by  the  AMA. 

The  proposed  program  of  the  State  Legislation  Com- 
mittee and  its  legislative  Council  in  Albany  is  important 
to  each  physician  in  this  State  and  I recommend  this  re- 
port to  you  in  detail.  Perhaps  the  most  crucial  part  of 


the  State  Legislative  program  will  be  the  State  Medical 
Society’s  attempt  to  influence  the  judicial  departments 
of  the  State  to  accept  the  admissability  of  evidence  from 
malpractice  arbitration  panels.  It  is  felt  that  this  evi- 
dence if  admissable  to  any  trial  on  professional  liability 
would  be  helpful  to  the  medical  profession.  It  is  felt 
that  binding  arbitration  would  not  be  acceptable  to  the 
legislators  and  that  the  admissability  of  evidence  from 
such  arbitration  panels  might  well  discourage  cases 
which  do  not  have  any  basis  in  fact.  This  also  might 
well  allow  those  cases  which  clearly  do  involve  malprac- 
tice to  be  settled  on  an  equitable  basis  for  the  plaintiff. 

The  PSRO  Committee  has  been  meeting  at  monthly 
intervals  with  representatives  from  the  PSRO  areas  of 
the  State  as  committee  members.  A great  deal  of  prog- 
ress has  been  made  in  many  areas  and  the  report  gives 
the  up  to  date  status  of  each  PSRO  area.  In  addition, 
the  State  Support  Center  which  has  been  established 
within  the  Medical  Society  of  the  State  of  New  York  has 
been  funded  and  is  in  the  process  of  proceeding  with  the 
first  step  of  its  program.  Its  director  has  been  involved 
also  in  assisting,  upon  request,  certain  PSRO  areas  in 
planning  and  organizational  efforts.  The  main  thrust  of 
the  Support  Center  in  the  beginning  will  be  the  educa- 
tion of  the  physicians  of  this  State  concerning  PSRO. 
It  is  obvious  to  me  that  this  is  also  very  necessary  on  a 
local  level  and  is  being  carried  out  by  many  of  the 
PSROs  on  an  area  basis.  The  Support  Center  could  be 
helpful  in  such  a program.  It  is  also  obvious  to  me  that, 
if  physicians  are  going  to  succeed  in  making  the  concept 
of  peer  review  and  PSRO  work,  the  medical  profession 
including  osteopathic  physicians  must  work  together  so 
that  there  is  cohesiveness  and  cooperation  at  all  levels. 
This  has  to  mean  that  a State  level  organization  which 
truly  represents  the  feelings  and  objectives  of  the  medi- 
cal profession  is  important  even  to  those  PSROs  which 
seem  to  be  independent. 

In  the  Peer  Review  Committee  report,  it  is  important 
to  point  out  the  areas  of  concern  in  the  development  of 
predictor  criteria  that  have  been  accomplished  over  the 
past  couple  of  years.  These  criteria  are  available  for 
any  agency  or  any  individual  who  wishes  to  have  them. 
These  criteria  were  developed  not  as  inflexible  regula- 
tions but  as  guidelines  upon  which  others  could  build  or 
mold  to  their  own  peculiar  situations  and  stages  of  de- 
velopment. This  has  been  repeatedly  stated  by  the 
Medical  Society  of  the  State  of  New  York. 

This  Commission  faces  the  coming  years  with  confi- 
dence that  physicians  can  and  will  control  their  destiny, 
placing  patient  care  before  personal  gain. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

The  Commission  on  Governmental  Affairs  is  respon- 
sible for  the  Committees  on  Federal,  State  Legislation, 
and  PSRO.  Richard  D,  Eberle,  M.D.,  chairman  of  the 
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commission,  points  out  that  the  State  Support  Center 
has  been  established  within  the  Medical  Society  of  the 
State  of  New  York,  has  been  funded,  and  is  in  the  pro- 
cess of  proceeding  with  the  job  of  educating  the  physi- 
cians of  the  State  concerning  PSRO.  In  addition,  the 
director  of  PSRO  and  related  activities  has  been  in- 
volved in  assisting,  upon  request,  certain  PSRO  areas  in 
planning  and  organizational  efforts. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

ETHICS  (Annual) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Ethics  are  as  fol- 


lows: 

Joseph  G.  Zimring,  M.D.,  Chairman Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D Bronx 

John  Sauer,  M.D New  York 


Submitted  by  several  county  societies  and  individuals 
were  many  questions  on  the  ethics  of  advertising,  which 
were  reduced  to  one  important  question — “Why  can’t  I, 
as  a solo  practitioner  of  medicine,  be  permitted  to  ad- 
vertise in  the  same  fashion  as  the  HMO’s,  the  ‘Blues,’ 
and  certain  medical  institutions  of  learning  or  hospi- 
tals?” 

The  Committee  on  Ethics,  as  well  as  the  Judicial 
Council  of  the  American  Medical  Association,  notes  that 
publication  or  circulation  of  simple  professional  cards  is 
approved  in  certain  localities  but  is  disapproved  in  oth- 
ers, and  we  believe  that  disregard  of  local  customs  and 
offenses  against  recognized  ideals  are  unethical.  The 
same  applies  to  listing  in  commercial  directories,  such  as 
the  telephone  book.  It  is,  therefore,  our  opinion  that 
the  component  county  medical  society  must,  in  the  final 
analysis,  determine  what  practice  is  in  accord  with  local 
custom,  but  in  doing  so,  must  also  make  sure  that  physi- 
cians should  resort  only  to  the  most  limited  use  of  ad- 
vertising, and  then  only  to  the  extent  necessary  to  serve 
the  common  good  and  improve  the  health  of  the  com- 
munity. 

The  government  has  stated  that  the  HMO  is  a new 
concept,  and  that  in  order  to  help  get  it  established,  the 
public  must  be  made  aware  of  it.  As  a result,  the  govern- 
ment, in  Section  1311  of  the  HMO  Act  of  1973,  states 
that  there  should  be  “no  advertising  which  identifies,  re- 
fers to,  or  makes  any  qualitative  judgment  concerning 
any  health  professional  who  provides  services  for  a 
health  maintenance  organization.” 

Another  question  brought  before  the  Committee  on 
Ethics,  which  has  caused  considerable  meditation  is  the 
one  of  “Whether  a physician  can  charge  interest  on  bal- 
ance of  a patient’s  bill?” 

In  the  “Opinions  and  Reports”  of  the  Judicial  Council 
of  the  AMA,  paragraph  12  of  section  7,  it  is  stated: 

“It  is  not  in  the  best  interest  of  the  public  or  the 
profession  to  charge  interest  on  an  unpaid  bill  or  note 
or  to  charge  a penalty  on  fees  for  professional  services 
not  paid  within  a prescribed  period  of  time  nor  is  it 
proper  to  charge  a patient  a flat  collection  fee  if  it  be- 
comes necessary  to  refer  the  account  to  an  agency  for 
collection.” 


After  a discussion  with  our  Counsel,  it  is  our  opinion 
that  it  is  not  clearly  unethical  to  charge  interest  on  un- 
paid medical  accounts  [as  long  as  the  physician  complies 
with  applicable  statutes  such  as  the  “Truth  in  Lending 
Act,”  etc.],  but  that  it  is  somewhat  less  than  improper  to 
do  so,  and  that  most  emphatically  the  AMA  Judicial 
Council  and  the  Committee  on  Ethics  of  the  Medical 
Society  of  the  State  of  New  York  frown  upon  such  prac- 
tices. 

Your  Committee  on  Ethics  introduced  a “Definition 
of  Death”  as  requested  by  the  Council,  which  was 
passed  by  them  at  their  meeting  on  March  28,  1974  and 
referred  to  the  Delegates  to  the  AMA  for  their  submis- 
sion of  “Definition  of  Death”  as  a resolution  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Your  chairman  contacted  the  NBC  Television  station 
regarding  several  remarks,  detrimental  to  the  medical 
profession,  made  on  a television  show  entitled  “Medi- 
cine— Where  Does  It  Hurt?”  NBC,  as  usual,  answered 
by  stating  that  statements  made  on  this  show  were 
“factually  true  and  contextually  accurate.”  However,  a 
local  county  medical  society  investigated,  on  our  behalf, 
one  of  the  remarks  made  by  a member  of  that  society  on 
that  particular  show  and  a letter  of  explanation  and 
apology  was  received. 

The  Council  referred  a question  about  the  problem  of 
social  affairs  sponsored  by  drug  or  surgical  houses  for 
the  benefit  of  the  members  of  a medical  society.  The 
committee’s  reply  to  the  Council  was  as  follows: 

“Social  affairs  and/or  social  trips  for  special  groups 
when  partially  or  wholly  subsidized  by  drug  houses  or 
manufacturers  of  applicances,  not  including  their  hos- 
pitality rooms  in  relation  to  medical  conventions,  are 
frowned  upon  by  the  Committee  on  Ethics  since  they 
must  be  considered  a form  of  rebating  and,  therefore, 
unethical.” 

The  Committee  on  Ethics  suggested  that  a copy  of 
this  statement  be  sent  to  the  component  county  medical 
societies  and  district  branches  of  the  Medical  Society  of 
the  State  of  New  York.  This  was  approved  on  April  25, 
1974  by  the  Council. 

The  House  of  Delegates  in  February,  1974,  after  ap- 
proving Resolutions  74-44,  74-74  and  74-45,  referred 
them  to  the  Committee  on  Ethics  for  a study  on  ethical 
problems  that  may  be  found  in  these  resolutions.  A 
study  was  made  by  the  Committee  on  Ethics  and  a re- 
port was  made  to  the  Council  at  its  meeting  on  April  25, 
1974.  The  resume  of  the  ethics  involved  in  these  resolu- 
tions was  approved  by  the  Council.  The  complete  ethi- 
cal principles  involved  in  Resolutions  74-44  and  74-74 
may  be  found  in  Paragraph  15,  section  4 of  the  AMA 
“Judicial  Council  Opinions  and  Reports”  as  follows: 


Section  4.  The  Medical  profession  should  safe- 
guard the  public  and  itself  against  physicians  defi- 
cient in  moral  character  or  professional  competence. 
Physicians  should  observe  all  laws,  uphold  the  dignity 
and  honor  of  the  profession  and  accept  its  self-im- 
posed disciplines.  They  should  expose,  without  hesi- 
tation, illegal  or  unethical  conduct  of  fellow  members 
of  the  profession. 
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15.  “Due  Process”  in  the  Medical  Profession. 
The  basic  principles  of  a fair  and  objective  hearing 
should  always  be  accorded  to  the  physician  whose 
professional  conduct  is  being  reviewed.  These 
basic  guarantees  are:  a specific  charge,  adequate 
notice  of  hearing,  the  opportunity  to  be  present  and 
to  hear  the  evidence,  and  to  present  a defense. 
These  principles  apply  when  the  hearing  body  is  a 
medical  society  tribunal  or  a hospital  committee 
composed  of  physicians. 

These  principles  of  fair  play  apply  in  all  disci- 
plinary hearings  and  in  any  other  type  of  hearing  in 
which  the  physician  may  be  deprived  of  valuable 
rights.  Whenever  physicians  sit  in  judgment  on 
physicians  and  whenever  that  judgment  affects  a 
physician’s  reputation,  professional  status  or  liveli- 
hood, these  principles  of  fair  play  must  be  observed. 

All  physicians  are  urged  to  observe  diligently 
these  fundamental  safeguards  of  due  process  when- 
ever they  are  called  upon  to  serve  on  a committee 
which  will  pass  judgment  on  physicians.  Medical 
societies  and  hospital  medical  staffs  are  urged  to  re- 
view the  constitution  and  bylaws  of  the  society  or 
staff  to  make  sure  that  these  instruments  provide 
for  such  safeguards. 

and  for  Resolution  74-45  in  Paragraph  5,  section  1 
of  the  AMA  “Judicial  Council  Opinions  and  Re- 
ports’’ as  follows: 

Section  1.  The  Principal  objective  of  the  medi- 
cal profession  is  to  render  service  to  humanity  with 
full  respect  for  the  dignity  of  man.  Physicians  should 
merit  the  confidence  of  patients  entrusted  to  their 
care,  rendering  to  each  a full  measure  of  service  and 
devotion. 

5.  Substitution  of  Surgeon  Without  Pa- 
tient’s Knowledge  or  Consent.  The  Principles  in 
Section  1 state  that  the  principal  objective  of  the 
medical  profession  is  to  render  service  to  humanity 
with  full  respect  for  the  dignity  of  man.  To  have 
another  physician  operate  on  one’s  patient  without 
that  patient’s  consent,  and  without  his  knowledge 
of  the  substitution,  is  a fraud  and  deceit  and  a vio- 
lation of  a basic  ethical  concept.  The  patient  as  a 
human  being  is  entitled  to  choose  his  own  physician 
and  he  should  be  permitted  to  acquiesce  in  or  re- 
fuse to  accept  the  substitution. 

The  surgeon’s  obligation  to  the  patient  requires 
him  to  perform  the  surgical  operation:  (1)  within 

the  scope  of  authority  granted  him  by  the  consent  to 
the  operation;  (2)  in  accordance  with  the  terms  of 
the  contractual  relationship;  (3)  with  complete  dis- 
closure of  all  facts  relevant  to  the  need  and  the  per- 
formance of  the  operation;  and  (4)  to  utilize  his  best 
skill  in  performing  the  operation. 

It  should  be  noted  that  it  is  the  operating  surgeon 
to  whom  the  patient  grants  his  consent  to  perform 
the  operation.  The  patient  is  entitled  to  the  ser- 
vices of  the  particular  surgeon  with  whom  he  con- 
tracts. The  surgeon  in  accepting  the  patient  obli- 
gates himself  to  utilize  his  personal  talents  in  the 
performance  of  the  operation  to  the  extent  required 
by  the  agreement,  creating  the  physician-patient 
relation.  He  cannot  properly  delegate  to  another 
the  duties  which  he  is  required  to  perform  personal- 
ly. 


Under  the  normal  and  customary  arrangement  with 
private  patients,  and  with  reference  to  the  usual  form  of 
consent  to  operation,  the  surgeon  is  obligated  to  perform 
the  operation  himself,  and  he  may  use  the  services  of  as- 
sisting residents  or  other  assisting  surgeons  to  the  extent 
that  the  operation  reasonably  requires  the  employment 
of  such  assistance.  If  a resident  or  other  physician  is  to 
perform  the  operation  under  the  guidance  of  the  sur- 
geon, it  is  necessary  to  make  a full  disclosure  of  this  fact 
to  the  patient,  and  this  should  be  evidenced  by  an  ap- 
propriate statement  contained  in  the  consent. 

If  the  surgeon  employed  merely  assists  the  resident  or 
other  physician  in  performing  the  operation,  it  is  the 
resident  or  other  physician  who  becomes  the  operating 
surgeon.  If  the  patient  is  not  informed  as  to  the  identi- 
ty of  the  operating  surgeon,  the  situation  is  “ghost  sur- 
gery.” 

An  operating  surgeon  is  construed  to  be  a performing 
surgeon.  As  such  his  duties  and  responsibilities  go  be- 
yond mere  direction,  supervision,  guidance,  or  minor 
participation. 

He  is  not  employed  merely  to  supervise  the  operation. 
He  is  employed  to  perform  the  operation.  He  can  prop- 
erly utilize  the  services  of  an  assistant  to  assist  him  in 
the  performance  of  the  operation.  But  he  is  not  per- 
forming the  operation  where  his  active  participation 
consists  of  guidance  or  standby  responsibilities  in  the 
case  of  an  emergency. 

A letter  from  a hospital  asked  our  opinion  on  a proce- 
dure that  they  wished  to  institute:  The  hospital  wished 
to  distribute  a brochure  to  the  people  in  their  city  advis- 
ing them  that  they  can  come  to  this  hospital’s  laborato- 
ry, without  a physician’s  order  to  get  multiphasic  health 
testing  done  at  a very  reasonable  fee.  The  committee’s 
answer  was  that  “.  . . the  committee  objects  to  the  pro- 
gram from  an  ethical  standpoint.  The  committee  be- 
lieves that  the  brochure  is  medical  advertising  and  as 
such  is  solicitation  of  patients,  which  is  frowned  upon  by 
the  Medical  Society  of  the  State  of  New  York.  The 
committee  also  believes  that  laboratory  work  when  done 
by  a hospital  or  private  laboratory  should  be  done  upon 
a physician’s  order  and  not  because  of  a modest  fee.” 

I believe  that  the  basic  principles  of  the  Code  of  Eth- 
ics should  not  be  changed.  However,  I believe  that  our 
committee  must  attempt  to  change  the  interpretations 
of  these  principles  in  order  to  update  them  in  keeping 
with  the  changing  times.  In  making  interpretations  of 
the  Principles  of  Professional  Conduct  or  the  Code  of 
Ethics,  we  must  keep  in  mind  that  the  practice  of  medi- 
cine is  a profession  and  a profession  is  governed  by  a 
somewhat  different  etiquette  than  is  a true  business  op- 
eration. I am  also  a firm  believer  in  the  fact  that  when 
certain  principles  are  determined  by  the  Committee  on 
Ethics  of  the  Medical  Society  of  the  State  of  New  York, 
they  should  be  considered  guidelines  and  as  such  to  be 
used  by  the  local  county  medical  society  to  determine 
the  details  and  certain  changes  which  must  be  consis- 
tent with  the  basic  principles. 

The  committee  would  like  to  express  its  deep  appre- 
ciation for  the  counseling  and  cooperation  given  to  it  by 
J.  Richard  Burns,  J.D.,  General  Counsel  for  the  Medical 
Society  of  the  State  of  New  York,  and  also  to  Mrs.  Joan 
Grimm  for  her  cooperation  and  assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 
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ETHICS  (SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Ethics  has  received  several  letters 
inquiring  about  the  use  of  advertising  in  relation  to 
health  clinics  and  HMO’s.  Our  reply  to  all  of  the  in- 
quiries was  that  there  is  nothing  unethical  in  advising 
the  community  at  large  of  the  benefits  of  a county  sup- 
ported health  clinic  or  an  HMO  as  long  as  there  is  no 
listing  of  physicians. 

Several  letters  which  were  received  concerning  quack- 
ery and  proper  use  of  various  types  of  advertising  by 
physicians  were  referred  to  the  county  medical  society 
involved  for  their  disposition  on  a local  level. 

We  also  received  several  letters  inquiring  about  the 
use  of  a surcharge  to  reflect  the  increase  in  either  mal- 
practice insurance,  collection  fees  or  any  other  costs.  At 
the  present  time  the  use  of  a surcharge  is  considered  un- 
ethical; however,  due  to  the  increase  in  interest  about 
this  subject,  your  chairman  has  submitted  a resolution 
to  the  House  of  Delegates  on  the  subject  of  service 
charges. 

The  Judicial  Council  of  the  American  Medical  Associ- 
ation in  December,  1974,  submitted  several  resolutions 
to  the  AMA’s  House  of  Delegates  which  I believe  are  of 
interest  to  the  members  of  our  Society.  These  are: 

1)  Ethics  of  Dispensing  Oral  Treatment  for 
Gonorrhea.  The  Council  decided  that  a physician  is 
not  precluded  from  dispensing  ampicillin-probenecid 
to  his  patient  who  has  been  diagnosed  as  having  gon- 
orrhea, since  forcing  a patient  to  obtain  ampicillin- 
probenecid  from  a pharmacist  destroys  the  confiden- 
tiality of  the  physician-patient  relationship. 

This  resolution  was  adopted  by  the  AM  A House  of 
Delegates. 

2)  Advertising  by  Prepaid  Medical  Care  Plans 
or  HMO’s.  The  Judicial  Council  advised  that  it  is 
not  unethical  for  a physician  to  provide  medical  ser- 
vice to  members  of  a prepaid  medical  care  plan  or  to 
members  of  an  HMO  which  seeks  members  or  sub- 
scribers through  advertisements  as  long  as  such  ad- 
vertisements do  not  identify,  refer  to,  or  make  any 
qualitative  judgment  concerning  any  physician  pro- 
viding such  services. 

This  resolution  was  adopted  by  the  AM  A House  of 
Delegates. 

3)  Community  Professional  Directories.  It  is 
not  unethical  for  a physician  to  authorize  the  listing 
of  his  name  and  practice  in  a directory  for  profession- 
al or  lay  use  which  is  intended  to  list  all  physicians  in 
the  community  on  a uniform  and  nondiscriminating 
basis.  The  listing  shall  not  include  any  self-aggrand- 
izing  statement  or  qualitative  judgment  regarding  the 
physician’s  skills  or  competence. 

This  resolution  was  adopted  by  the  AM  A House  of 
Delegates. 

4)  Interest  Charge  on  Delinquent  Accounts. 

The  Judicial  Council  reaffirms  its  1962  opinion  re- 
garding interest  charges  and  flat  collection  fees. 
However,  it  is  not  improper  for  a physician  to  add  a 
service  charge,  equal  to  the  actual  administrative  cost 
of  rebilling,  on  accounts  not  paid  within  a reasonable 
time.  Patient  must  be  notified  in  advance  of  the  exis- 
tence of  this  practice. 


This  resolution  was  adopted  by  the  AM  A House  of 
Delegates. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Dr.  Zimring’s  report  included  two  items  of  recent  in- 
terest. 1)  Can  an  HMO  advertise?  and  2)  can  a physi- 
cian charge  interest  on  the  balance  of  the  patient’s  bill? 
Dr.  Zimring  reports  that  Section  1311  of  the  HMO  Act 
of  1973  states  that  there  should  be  “No  advertising 
which  identifies,  refers  to,  or  makes  any  qualitative 
judgments  concerning  any  health  professional  who  pro- 
vides services  for  a health  maintenance  organization.” 
On  the  question  of  interest  charges  on  unpaid  balances, 
Dr.  Zimring  has  offered  a resolution  which  will  be  taken 
up  later  in  this  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

FEDERAL  LEGISLATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Federal  Legislation  is  composed 


of  the  following  members: 

Joseph  R.  Fontanetta,  M.D.,  Chairman Kings 

Jacob  H.  Buchbinder,  M.D Putnam 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Seymour  L.  Halpern,  M.D New  York 

George  M.  Saypol,  M.D New  York. 

SUMMER  MEETING 


The  Federal  Legislation  Committee  met  on  July  1, 
1974  at  State  Medical  Society  headquarters  at  Lake 
Success.  At  the  meeting,  the  committee  considered  a 
proposed  Federal  bill  regarding  medical  privacy  which 
was  submitted  by  Elemer  R.  Gabrieli,  M.D.  of  Erie 
County.  After  discussing  this  measure  at  length,  the 
committee  concluded  that  the  bill  would  establish  a 
large  administrative  superstructure  without  a clear  defi- 
nition of  need  for  such  a bureaucracy,  and  without  any 
provision  for  funding  such  an  operation.  Your  commit- 
tee also  agreed  that  the  bill  lacked  necessary  provisions 
regarding  the  input  of  information  and  protection 
against  unauthorized  output. 

In  regard  to  the  general  subject  of  confidentiality  and 
this  bill  specifically,  your  committee  reached  the  fol- 
lowing conclusions:  (1)  medical  privacy  must  be  main- 
tained; (2)  a large  administrative  superstructure  to 
monitor  activities  involving  medical  information  should 
be  avoided;  (3)  an  amendment  to  the  PSRO  law  should 
be  enacted  to  protect  medical  privacy  in  the  PSRO  field; 
(4)  protection  of  medical  privacy  should  not  be  limited 
to  computerized  data,  but  should  include  all  medical  in- 
formation, computerized  and  noncomputerized;  (5) 
any  unauthorized  release  of  information  should  result  in 
the  dismissal  of  the  employee  who  released  it,  coupled 
with  a heavy  fine;  and  (6)  the  employer  who  holds  the 
information  should  be  responsible  for  the  act  of  its  em- 
ployee and  it  should  also  be  fined  heavily. 
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The  committee  then  proceeded  to  a consideration  of 
the  major  national  health  insurance  proposals  in  the 
Congress  and  their  status  at  that  time.  Following  con- 
sideration of  these  bills,  the  committee  turned  its  atten- 
tion to  Section  229  of  the  PSRO  law  and  the  relation- 
ship of  PSRO  to  Program  Review  Teams  (PRT).  These 
teams,  composed  of  physicians,  professional  personnel 
in  the  health  care  field,  and  consumer  representatives  in 
each  state,  are  empowered  to  review  statistical  data  on 
program  utilization  and  particular  cases  of  unnecessary 
or  harmful  services.  The  PRT’s  are  supposed  to  coordi- 
nate their  activities  with  PSRO’s  operating  in  the  same 
area  to  avoid  duplication  of  effort.  Your  committee  de- 
cided that  these  teams  should  be  located  within  each 
local  PSRO,  but  with  a recommendation  that  there  be 
cross-checking  between  PSRO  districts  in  the  New  York 
metropolitan  area  and  between  individual  counties 
within  a single  PSRO  district  in  the  upstate  area. 

The  committee  concluded  this  meeting  with  a consid- 
eration of  the  question  of  health  manpower  and  the 
“physician  shortage.”  It  is  the  feeling  of  this  committee 
that  the  real  problem  lies  not  in  the  number  of  physi- 
cians practicing  but  in  the  distribution  of  those  physi- 
cians among  the  population  and  among  the  various  spe- 
cialty groups.  A point  was  also  raised  about  the  nonac- 
cessibility of  physicians  and  other  health  care  services  in 
certain  urban  and  rural  areas.  The  malpractice  prob- 
lem was  also  mentioned  as  a cause  of  many  physicians 
leaving  areas  like  New  York  City. 

FALL  MEETING 

The  Federal  Legislation  Committee  conducted  its 
regular  fall  meeting  on  the  afternoon  of  October  16,  1974 
at  the  Syracuse  Hilton  Inn.  This  meeting  was  held  to 
review  the  progress  of  major  health  legislation  in  the 
Congress  and  to  make  final  preparations  for  the  Annual 
Conference  of  County  Medical  Society  Legislative  Rep- 
resentatives held  the  following  day. 

In  attendance  at  this  meeting  was  John  F.  Fochtman, 
Assistant  Director,  AMA  Department  of  Congressional 
Relations,  who  presented  an  update  on  several  major 
health  bills  of  interest  to  our  members.  Included  in  this 
group  was  the  National  Health  Policy,  Planning,  and 
Resources  Development  Act  of  1974  (H.R.  16204,  Rogers; 
S.2994,  Kennedy)  and  the  four  national  health  insur- 
ance bills  currently  receiving  the  greatest  attention  in 
Washington:  (1)  AMA  Medicredit  (S.444  and 

H.R.2222);  (2)  Kennedy-Griffiths  (S.3  and  H.R.22);  (3) 
Kennedy-Mills  (S.3286  and  H.R. 13870);  and  (4)  Long- 
Ribicoff  (S.2513). 

The  National  Health  Planning  bill  would  replace 
CHP,  RMP  and  Hill-Burton  programs  with  regional 
Health  Systems  Agencies  which  would  work  in  conjunc- 
tion with  state  agencies  and  be  responsible  for  both  the 
planning  and  development  of  health  care  services.  Our 
State  Medical  Society  joined  the  AMA  in  opposing  this 
bill  and  sent  correspondence  to  New  York’s  Congressio- 
nal delegation  expressing  our  opposition.  MSSNY 
urged  an  extension  of  the  present  programs  while  a 
study  is  undertaken  to  evaluate  the  necessity  of  this  new 
bureaucratic  setup. 

In  considering  the  various  national  health  insurance 
bills,  your  committee  was  informed  that  none  of  the  bills 
has  sufficient  support  in  Congress  for  passage  in  1974. 
We  were  also  told  that  a comprehensive  national  health 
insurance  program  is  now  more  likely  to  come  in  stages 
over  a period  of  several  years.  Mr.  Fochtman  felt  that  if 


a bill  does  pass  in  1975,  it  will  be  a compromise  measure 
with  some  form  of  catastrophic  medical  insurance  cover- 
age. Based  on  this  report,  your  committee  feels  that  no 
definite  conclusions  on  national  health  insurance  can  be 
made  at  this  writing. 

RESOLUTIONS  REFERRED 

After  discussion  of  the  aforementioned  bills,  your 
committee  went  on  to  consider  the  resolutions  referred 
to  it  by  the  1974  House  of  Delegates.  A brief  review  of 
the  committee’s  actions  on  these  resolutions  follows: 

Preadmission  Certification  Before  Hospitaliza- 
tion of  Medicare  and  Medicaid  Patients.  Resolution 
74-63  calls  for  MSSNY  opposition  to  the  proposed 
HEW  regulations  regarding  preadmission  certification. 
Our  State  Medical  Society  did  go  on  record  as  being  op- 
posed to  these  regulations.  Thfi  regulations  were  with- 
drawn by  the  Secretary  of  HEW  on  a temporary  basis, 
but  they  may  come  up  again  in  January  1975.  If  these 
regulations  are  brought  up  next  year,  your  committee 
believes  that  MSSNY  should  reaffirm  its  strong  opposi- 
tion to  this  program. 

Regulations  of  Patient  Care  to  Apply  to  all  Feder- 
al Government  Health  Care  Facilities.  Resolution 
74-31  directs  MSSNY  to  urge  the  Federal  government 
to  apply  regulations  regarding  patient  care  to  facilities 
run  by  the  government.  It  is  understood  that  PSRO 
will  service  these  Federally  run  health  care  and  hospital 
facilities,  and  that  this  should  satisfy  the  intent  of  this 
resolution.  Your  committee  believes  that  MSSNY 
should  contact  veterans’  groups  to  enlist  their  support 
for  this  resolution.  We  also  feel  that  letters  to  the  Sec- 
retary of  HEW,  the  Public  Health  Service,  the  various 
branches  of  the  military,  as  well  as  to  New  York’s  con- 
gressional delegation  would  be  appropriate. 

Elimination  of  Drug  Advertising  in  the  News 
Media.  Resolution  74-29  calls  for  Federal  legislation, 
similar  to  the  ban  on  cigarette  advertising,  which  would 
restrict  or  eliminate  drug  advertising  on  radio,  televi- 
sion, and  all  other  media.  While  we  are  in  sympathy 
with  the  intent  of  this  resolution,  your  committee  be- 
lieves that  the  introduction  of  such  legislation  should  be 
left  to  the  AMA,  and  Dr.  Henry  I.  Fineberg  has  agreed 
to  communicate  our  desire  for  such  legislation  to  the 
AMA  through  MSSNY’s  delegation  at  the  upcoming 
clinical  session. 

Development  of  Norms  for  PSRO’s.  Resolution 
74-33  directs  MSSNY  to  seek  amendments  to  the  PSRO 
law  which  would  require  that  appropriate  norms,  crite- 
ria and  standards  be  ascertained  and  developed  by 
drawing  upon  the  expertise  of  national,  state  and  county 
medical  societies  and  specialty  societies.  The  resolution 
also  calls  for  PSRO  amendments  which  state  that  such 
norms,  criteria,  and  standards  be  guides  only  and  that 
they  cannot  be  substituted  for  the  individual  profession- 
al judgment  of  physicians.  This  resolution  was  also  re- 
ferred to  the  PSRO  Committee,  and  while  it  calls  for 
legislation,  your  committee  believes  that  any  action  on 
the  part  of  the  State  Medical  Society  should  be  based  on 
recommendations  of  the  PSRO  Committee. 

Confidentiality  of  Medical  Records.  Resolution 
74-38  directs  MSSNY  to  work  through  appropriate  leg- 
islative channels  and  professional  organizations  for  a 
law  which  will  provide  certain  guarantees  of  confidenti- 
ality in  regard  to  the  use  of  medical  information.  Your 
committee  feels  that  a tightly  drawn  amendment  to  the 
PSRO  law  may  be  necessary.  However,  we  understand 
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that  the  Committee  on  Data  Processing  in  Medicine  has 
been  working  on  this  matter  and  may  develop  some  leg- 
islative proposals  based  on  their  investigation.  Your 
committee  therefore  believes  that  specific  recommenda- 
tions for  legislation  should  await  the  report  of  the  Data 
Processing  Committee. 

Substitute  Resolution  for  74-12,  34  and  102.  This 
resolution  calls  for  MSSNY  support  and  endorsement  of 
certain  principles  and  concepts  regarding  the  implemen- 
tation of  the  PSRO  law.  Upon  reviewing  this  resolu- 
tion, your  committee  expressed  support  for  the  three  re- 
solveds  contained  therein,  but  feels  that  the  resolution 
requires  no  specific  action  on  our  part,  since  they  al- 
ready have  been  implemented. 

ANNUAL  LEGISLATIVE  CONFERENCE 
The  Annual  Conference  of  County  Medical  Society 
Legislative  Representatives  was  held  on  October  17, 
1974  at  the  Syracuse  Hilton  Inn.  As  in  past  years,  this 
daylong  conference  was  divided  into  two  sessions:  The 
morning  session  which  dealt  with  State  legislation  and 
the  afternoon  session  which  was  devoted  to  Federal  leg- 
islation with  your  chairman  presiding.  The  afternoon 
meeting  was  highlighted  by  a panel  discussion  of  four 
major  national  health  insurance  proposals  and  a presen- 
tation by  John  F.  Fochtman  of  the  AM  A Washington 
Office.  In  presenting  our  discussion  on  national  health 
insurance,  each  committee  member  was  assigned  a par- 
ticular bill  which  he  reviewed  and  analyzed  for  the  audi- 
ence. Following  the  panel  presentation,  Mr.  Fochtman 
spoke  on  several  major  bills  now  before  Congress,  and 
offered  some  impressions  on  what  types  of  legislation 
organized  medicine  can  expect  in  the  future. 

HEADQUARTERS  ACTIVITIES 
During  the  past  year,  the  staff  responsibility  for  Fed- 
eral legislation  has  been  moved  from  the  PSRO  Division 
to  the  Governmental  Relations  Division  headed  by  Mar- 
tin J.  Tracey,  J.D.,  director.  The  Governmental  Rela- 
tions Division  will  now  deal  with  both  State  and  Federal 
legislative  matters,  and  will  have  information  available 
on  legislation  at  both  levels  of  government.  When  the 
new  Congress  convenes  in  January,  the  lawmakers  will 
be  starting  fresh,  and  all  bills  from  the  previous  session 
will  have  to  be  reintroduced  if  they  are  to  be  considered 
in  1975.  Therefore,  to  assist  your  committee  in  its  work 
during  the  coming  year,  the  director  and  his  staff  will  be 
reviewing  materials  received  from  the  AMA  and  other 
sources  on  all  the  major  health  bills  introduced. 

COMMITTEE  ACTIVITIES 
Because  of  the  growing  importance  of  Federal  legisla- 
tion to  our  members,  your  committee  has  decided  to 
meet  more  often  in  the  future.  The  next  meeting  will 
be  scheduled  in  late  January  after  the  new  Congress  has 
been  convened,  and  a second  meeting  is  planned  for 
early  April  following  the  1975  House  of  Delegates  meet- 
ing. 

A CKNO  WLEDGEMENTS 

We  express  our  thanks  to  the  members  of  our  com- 
mittee and  others  who  have  assisted  us.  We  appreciate 
especially  the  interest  of  Henry  I.  Fineberg,  M.D.,  Ed- 
ward Siegel,  M.D.  and  Richard  D.  Eberle,  M.D.,  Chair- 
man, Commission  on  Governmental  Affairs. 

As  mentioned  previously,  the  Federal  Legislation 
Committee  has  worked  with  both  the  PSRO  and  Gov- 
ernmental Relations  Divisions  during  the  past  year. 
We  would  like  to  thank  both  Morton  N.  Chalef,  Direc- 


tor, PSRO  Division,  and  Martin  J.  Tracey,  J.D.,  Direc- 
tor of  Governmental  Relations  and  their  staffs  for  their 
valuable  assistance. 

Respectfully  submitted, 

Joseph  R.  Fontanetta,  M.D.,  Chairman 
Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee,  after  reviewing  the  annual 
report  of  the  Committee  on  Federal  Legislation  under 
the  chairmanship  of  Joseph  R.  Fontanetta,  M.D.,  feels 
that  this  is  a most  excellent  report  of  accomplishments 
during  the  past  year  on  the  Federal  level,  and  com- 
mends this  report  to  the  membership  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

Dr.  Fontanetta  provided  the  reference  committee 
with  a summary  of  PL  93-641,  the  National  Health 
Planning  and  Resources  Development  Act  of  1974, 
signed  into  law  by  the  President  on  January  4,  1975. 
The  Federal  Legislation  Committee  feels  that  this  law  is 
an  important  new  development  in  health  planning  and 
the  reference  committee  strongly  urges  that  the  State 
Medical  Society  and  every  county  medical  society  be- 
come involved  in  the  implementation  of  this  law.  The 
reference  committee  heard  from  Mr.  Morton  N.  Chalef, 
Director  of  the  Division  of  PSRO  and  Related  Activities. 

Your  reference  committee  recommends  referral  of 
this  portion  of  the  report  to  the  incoming  president  and 
the  office  of  the  executive  vice-president  to  insure  that 
the  policies  of  the  Medical  Society  of  the  State  of  New 
York  will  be  represented  in  the  implementation  of  this 
law. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

JUDICIAL  COUNCIL 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Judicial  Council  are  as  follows: 


Walter  T.  Heldmann,  M.D.,  Chairman  . . . .Richmond 

James  M.  Blake,  M.D Schenectady 

Reid  R.  Heffner,  M.D Westchester 

Theodore  J.  Prowda,  M.D Madison 

Joseph  G.  Zimring,  M.D Nassau 


Lynn  R.  Callin,  M.D.,  President,  ex  officio  . . .Monroe 

Carl  Goldmark,  Jr.,  M.D.,  Secretary,  ex  officio 

New  York 

In  accordance  with  the  requirements  of  Section  3 of 
Article  VII  of  the  Bylaws,  the  Judicial  Council  held  an 
organizational  meeting  on  February  28,  1974,  immedi- 
ately at  the  close  of  the  annual  meeting  of  the  House  of 
Delegates.  Walter  T.  Heldmann,  M.D.,  was  elected 
Chairman. 

On  October  3,  1974,  the  Judicial  Council,  all  voting 
members  being  present,  heard  an  appeal  by  a physician 
from  a decision  of  the  Medical  Society  of  the  County  of 
New  York  censuring  the  said  physician  after  finding  him 
guilty  of  two  charges  of  violating  the  Bylaws  of  the 
county  medical  society  entitled  “Regulations  Respecting 
Professional  Conduct.” 

Carl  Goldmark,  Jr.,  M.D.,  Secretary;  Henry  I.  Fine- 
berg, M.D.,  Executive  Vice-President;  Edward  Siegel, 
M.D.,  Deputy  Executive  Vice-President;  J.  Richard 
Burns,  J.D.,  General  Counsel,  and  Francis  J.  McKee, 
J.D.,  Staff  Attorney,  also  attended  the  hearing. 
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The  Judicial  Council,  after  reading  all  of  the  written 
material  provided  to  it  and  after  hearing  extensive  oral 
argument  by  counsel  for  the  physician  and  for  the  Medi- 
cal Society  of  the  County  of  New  York,  voted  to  affirm 
the  censure  of  the  physician  predicated  upon  the  Second 
Charge  made  against  him  and  to  reverse  the  censure  of 
the  physician  predicated  upon  the  Third  Charge. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

The  Judicial  Council  met  on  October  3,  1974  to  hear 
an  appeal  by  a physician.  The  report  of  Walter  T. 
Heldmann,  M.D.,  Chairman,  was  received. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

PEER  REVIEW 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


The  following  are  members  of  the  committee  on  Peer 
Review: 

Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Edward  A.  Burkhardt,  M.D.* New  York 

Louis  Bush,  M.D Nassau 

Lester  J.  Candela,  M.D Queens 

William  C.  Felch,  M.D Westchester 

Thomas  M.  Flanagan,  M.D Chenango 

Geroge  Schaefer,  M.D Queens 

William  A.  Schwarz,  M.D Richmond 

Robert  E..  Westlake,  M.D Onondaga 

Marvin  L.  Bloom,  M.D.,  ex  officio Erie 


In  recent  years  our  committee  has  provided  an  infor- 
mational service  regarding  the  why,  what,  how,  when, 
and  where  of  peer  review.  We  have  responded  to  re- 
quests from  county  medical  societies  for  adjudication  of 
disputed  cases.  With  the  development  of  more  compre- 
hensive reviews  in  county  medical  societies,  hospitals, 
foundations,  and  the  emerging  PSRO’s  the  peer  review 
functions  have  been  provided  at  the  local  level.  We 
have  continued  to  assist  these  organizations  when  re- 
quested within  the  framework  of  the  Commission  on 
Government  Agencies  and  PSRO.  During  the  past  year 
our  efforts  were  concentrated  in  the  areas  of:  definition 
of  terms,  liaison  with  the  Interspecialty  Committee  and 
the  Hospital  Association  of  the  State  of  New  York  in  de- 
veloping a coordinated  program  of  quality  review  of  hos- 
pitals in  the  State  and  completing  the  Quality  Criteria 
Project  of  quality  care  in  hospitals.  The  following  will 
summarize  our  progress  to  date  in  these  areas. 

The  committee  at  its  meeting  on  May  29,  1974,  ap- 
proved the  following  definition  of  terms,  the  glossary  of 
which  was  developed  jointly  by  the  AMA’s  Committee 
on  Health  Care  Financing  and  the  American  Society  of 
Internal  Medicine  and  approved  by  the  House  of  Dele- 
gates of  the  AMA. 

Peer  review  is  the  all-inclusive  term  for  medi- 
cal review  efforts.  Any  of  the  following  may  be  a 
type  of  peer  review: 

Claims  Review.  Peer  evaluation  and  adjudica- 
tion of  claims  questions  referred  for  peer  review  by 
any  party  with  a valid  interest  in  the  case. 

*Deceased 


Medical  Audit.  A retrospective  examination  of 
the  clinical  application  of  medical  knowledge,  ad- 
vancing the  level  of  medical  care  in  an  institution  or 
in  a community  through  an  educational  process. 

Utilization  Review.  The  evaluation  of  the  effi- 
cient use  of  professional  medical  care  services,  pro- 
cedures and  facilities. 

As  a function  of  the  institutional  medical  staff,  uti- 
lization review  would  include  analysis  of  the  appro- 
priateness of  admissions;  services  ordered  and  provid- 
ed; length  of  stay  and  discharge  practices,  and  docu- 
mentation, both  on  a current  and  retrospective  basis. 

As  a function  of  the  local  medical  society,  or  other 
organization  authorized  by  the  medical  society,  utili- 
zation review  would  focus  on  the  appropriateness  of 
diagnostic  procedures,  therapy  and  documentation. 

The  following  definitions  categorize  review  from 
the  perspective  of  its  timing  in  relation  to  the  care 
given: 

Restrospective  Review.  An  evaluation  of 
medical  care  after  care  has  been  delivered.  Such 
an  approach  permits  all  data  pertinent  to  be  assem- 
bled, and  then  evaluated  and  assessed  at  a conve- 
nient time.  It  has  the  disadvantage  that  it  cannot 
impact  on  care  as  it  is  being  rendered;  the  review 
output  must  be  applied  in  later  educational  pro- 
grams. 

Concurrent  Review.  An  analysis  of  care  as  it 
is  being  delivered.  Such  an  approach  is  exempli- 
fied by  the  “live  audit”  of  hospital  records  and  the 
direct  observation  of  the  physician  and/or  his  medi- 
cal records  (documentation)  while  he  is  caring  for 
his  patient.  Concurrent  review  is  particularly  ef- 
fective in  the  hospital  setting  where  bed-utilization 
can  be  maintained  at  an  optimal  level  and  the  pro- 
cess of  care  can  receive  on-going  evaluation  and  im- 
provement. The  disadvantages  are  that  assess- 
ment is  often  based  upon  limited  information  and 
must  be  performed  within  strict  time  constraints. 

Prospective  Review.  Strictly,  an  evaluation  of 
medical  care  before  it  is  provided.  As  often  used, 
however,  the  term  means  review  of  medical  care 
after  it  has  been  provided  but  before  payment  for 
such  care. 

Preadmission  Certification.  A form  of  pro- 
spective review,  most  often  used  for  elective  hospi- 
talization. Designed  to  eliminate  inappropriate  use 
of  hospital  beds,  this  type  of  review  examines 
whether  or  not  previously  set  criteria  for  appropri- 
ate admission  are  being  met  in  a particular  in- 
stance. 

The  use  of  four  terms — norms,  standards,  criteria, 
guidelines — has  increased  as  peer  review  mechanisms 
have  evolved.  For  example,  the  PSRO  legislation  re- 
quires that  relevant  criteria  be  developed  relating  to 
the  provision  of  health  care  and  that  norms  of  health 
care  services  be  determined  for  various  illnesses  or 
health  conditions. 

There  is  little  agreement  on  the  meaning  of  these 
terms.  Definitions  by  ASIM,  AMA,  HEW  and  the 
World  Health  Organization  (WHO)  all  differ.  Nor  do 
dictionary  definitions  agree.  Nevertheless,  since 
some  explanation  of  these  terms  seems  necessary,  the 
interpretations  of  Webster’s  New  World  Dictionary 
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of  the  American  Language,  College  Edition  are  pre- 
sented: 

Norm.  A standard,  model  or  pattern  for  a 
group;  especially,  such  a standard  of  achievement 
as  represented  by  the  median  or  average  achieve- 
ment of  a large  group. 

Criterion.  Means  of  judging,  a standard  rule  or 
test  by  which  a judgment  of  something  can  be 
formed. 

Standard.  A level  or  grade  of  excellence,  at- 
tainment; regarded  as  a goal  or  measure  of  adequa- 
cy. 

Guideline.  A standard  or  principle  by  which  to 
make  a judgment  or  determine  a policy  or  course  of 
action:  Our  concept — Predictors  relating  to  the 

MSSNY  Quality  Criteria  Project  were  defined  as  a 
weighted  process  of  evaluating  criteria  leading  to 
the  development  of  a standard. 

Functions  of  Review  were  discussed  consisting  of: 
(1)  Process  review,  (2)  Signal  criteria,  (3)  Weighted  pro- 
cess, (4)  Outcome. 

The  Criteria  Predictors  are  a very  valuable  weighted 
process  tool  in  providing  information  for  a more  sophis- 
ticated review.  It  requires  testing  to  see  if  it  is  valid 
and  constant  revision  as  experience  dictates.  This  is 
being  done  by  the  Brooklyn-Long  Island  Chapter  of  the 
American  College  of  Surgeons  utilizing  selected  hospi- 
tals in  the  area  for  review  of  acute  appendicitis,  biliary 
tract  disease  and  diseases  of  the  uterus,  etc. 

It  was  recommended  that  MSSNY  take  the  leader- 
ship in  quality  review  and  urge  that  all  hospital  staffs 
develop  criterias  and  tool  up  to  provide  the  necessary 
MRA  (Medical  Records  Analysis)  to  do  the  job. 

A joint  meeting  was  convened  on  May  29,  1974  at  3 
P.M.  with  the  chairmen  of  the  Peer  Review  Committees 
of  the  Interspecialty  Committee.  A resume  was  pre- 
sented of  the  Quality  Criteria  Predictor  Project. 

It  was  further  recommended  that  a pilot  study  be  de- 
veloped of  coordinated  review  in  selected  hospitals.  It 
was  suggested  that  Russell  C.  Johnson,  M.D.,  director  of 
Professional  Relations  of  the  Hospital  Association  of 
New  York  State,  be  asked  to  provide  a list  of  hospitals 
which  are  “ready  to  go”  in  developing  such  a project. 
The  program  would  be  coordinated  through  the  respec- 
tive specialty  societies  and  should  be  done  gradually  to 
avoid  overloading  the  administrative  staffs  of  the  hospi- 
tals. Throughout  the  entire  discussion,  the  importance 
of  coordinating  activities  with  the  local  PSRO  and  func- 
tioning as  a team  effort  was  repeatedly  emphasized. 
The  discrepancy  findings  in  such  studies  could  provide 
valuable  material  for  productive  continuing  medical  ed- 
ucation programs. 

In  furtherance  of  this  project,  a joint  meeting  of  the 
Peer  Review  Committee  and  representatives  of  hospitals 
expressing  an  interest  in  the  project  was  held  on  Sep- 
tember 23,  1974,  at  MSSNY  headquarters.  The  con- 
cept of  this  project  was  presented  by  Dr.  Johnson  and 
your  chairman.  Techniques  of  review  such  as  the 
JCAH,  MAP,  and  UIS  were  reviewed.  The  hospitals 
represented  were  Beekman,  Manhasset  Medical  Center, 
South  Nassau  Communities,  Peninsula,  Metropolitan, 
Huntington,  Long  Island  College,  Good  Samaritan,  Nas- 
sau, St.  Francis,  and  Brooklyn.  Some  of  these  hospitals, 
along  with  North  Shore,  Nassau  County  Medical  Cen- 


ter, Cumberland,  and  Methodist,  have  been  participat- 
ing in  the  project  since  its  start  January  1974. 

The  Criteria  Predictor  Project  of  quality  care  was 
completed  in  September  1974  and  the  following  summa- 
ry was  released  through  the  MSSNY  Ad  Rem  and  News 
of  New  York: 

The  Medical  Society  of  the  State  of  New  York  is 
pleased  to  announce  the  completion  and  availability 
to  the  medical  profession  of  the  Criteria  Predictor 
Project  of  quality  care  in  hospitals.  A progress  report 
was  published  in  January  1974  covering  forty-five  dis- 
ease categories  in  surgery,  obstetrics  and  gynecology. 

Ninety-six  additional  diagnoses  and  categories  have 
been  developed  by  the  respective  state  specialty  so- 
cieties in  orthopedics,  plastic  surgery,  neurosurgery, 
anesthesia,  allergy,  pediatrics  and  medicine.  In  or- 
thopedics and  plastic  surgery  the  predictors  were 
based  on  anatomical  areas  rather  than  on  individual 
disease  and  therefore  encompass  multiple  diagnoses. 
Thirty-one  pediatric  and  forty  medical  diagnoses  were 
selected  and  predictors  developed  for  these  diagnoses 
by  the  New  York  State  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  American  Society  of 
Internal  Medicine. 

Additional  features  of  the  report  include  ICDA’s, 
CPT’s,  modules  for  criteria  of  admissions  and  dis- 
charge, antibiotics,  normagrams  for  calculating  chart 
scores  by  the  weighted  process  review  method,  and  a 
suggested  summary  sheet  for  quality  and  utilization 
review. 

Since  the  project  was  developed  by  internal  financ- 
ing without  grant  money,  we  must  charge  $25.00  for 
the  complete  manual  to  help  defray  expenses.  For 
those  who  purchased  the  Progress  Report  for  $10.00, 
we  will  make  the  additional  supplement  available  for 
$15.00.  Checks  should  be  made  out  to:  Medical  Soci- 
ety of  the  State  of  New  York,  Criteria  Predictor  Proj- 
ect, 420  Lakeville  Road,  Lake  Success,  New  York 
11040. 

Suggestions  regarding  immunity  were  referred  to  the 
Legislation  Committee  of  MSSNY  with  special  refer- 
ence to  PL  92-603,  Section  249C  (d)3  and  Section  1166 
(a)  and  (b);  Public  Health  Law  206. 1 J;  and  the  State 
Education  Law,  Section  6527-3. 

We  wish  to  express  our  appreciation  for  the  valuable 
assistance  and  cooperation  during  the  past  year  of  the 
members  of  the  committee,  the  State  specialty  societies, 
Henry  I.  Fineberg,  M.D.;  Edward  Siegel,  M.D.;  Max  N. 
Howard,  M.D.;  and  Mr.  Morton  Chalef.  We  wish  to  call 
particular  attention  to  the  devoted  and  faithful  services 
of  Mrs.  Clara  Wald,  of  MSSNY’s  Special  Services  De- 
partment who  labored  arduously  for  many  hours  in  the 
preparation  of  the  Criteria  Predictor  Project.  Our  com- 
mittee activities  will  be  merged  within  the  newly  formed 
Commission  on  Government  Affairs  and  PSRO.  We 
trust  our  activities  and  new  projects  will  be  continued 
within  the  framework  of  the  new  commission  structure. 
We  thank  you  for  the  opportunity  of  serving  the  Medi- 
cal Society  of  the  State  of  New  York  during  the  past 
several  years. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 
Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 
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Dr.  Emerson  in  his  report  points  out  that  many  of  the 
functions  of  the  Peer  Review  Committee  are  being  ab- 
sorbed into  the  newly  formed  Commission  on  Govern- 
ment Affairs  and  PSRO.  We  recommend  the  continua- 
tion of  this  committee  to  keep  intact  a committee  which 
has  developed  expertise  and  technical  competence 
under  the  direction  of  Dr.  Emerson. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

STATE  LEGISLATION  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of 


the  following  members: 

John  H.  Carter,  M.D Chairman Albany 

Allan  H.  Bruckheim,  M.D Westchester 

Robert  B.  Bryant,  M.D Onondaga 

John  A.  Finkbeiner,  M.D New  York 

Gerald  L.  Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Henry  W.  Kaesslei;,  M.D Westchester 

Richard  E.  Murphy,  M.D Clinton 

Ralph  M.  Schwartz,  M.D Kings 

John  W.  Stoll,  M.D , . .Livingston 

Richard  E.  Sullivan,  M.D Broome 


The  regular  session  of  the  New  York  State  Legislature 
adjourned  on  the  morning  of  May  16,  1974.  During  the 
four  month  session,  several  major  health  measures  were 
enacted  including  the  new  Acupuncture  Law  and  Emer- 
gency Medical  Services  Law.  Of  particular  interest  to 
the  medical  profession  was  the  enactment  of  the  Mal- 
practice Mediation  Panel  Law  which  our  State  Medical 
Society  strongly  supported.  Following  the  close  of  the 
regular  session,  a special  session  was  held  to  deal  with 
the  subject  of  legislative  reapportionment.  Your  com- 
mittee, through  our  director  of  State  Governmental 
Relations  and  our  legislative  counsel,  monitored  this 
session,  but  no  health  matters  were  considered. 

During  the  regular  1974  session,  8246  bills  were  intro- 
duced in  the  Legislature.  Those  bills  not  acted  upon  in 
1973  were  held  over  for  consideration  this  year  bringing 
the  combined  total  to  18,983.  Your  committee  esti- 
mates that  approximately  20%  of  all  the  bills  introduced 
dealt  either  directly  or  indirectly  with  health  or  the 
practice  of  medicine.  1340  bills  were  passed  by  the  Leg- 
islature this  year,  and  1082  of  these  were  signed  into 
law.  As  in  years  past,  most  of  these  bills  were  rushed 
through  at  the  close  of  the  session.  This  year  960  bills 
were  passed  by  the  Legislature  in  the  last  ten  days,  and 
717  of  these  were  signed  by  the  Governor  during  his 
thirty  day  signing  period. 

This  tremendous  volume  of  legislation  kept  our  direc- 
tor, his  staff,  and  our  legislative  counsel  extremely  busy. 
While  the  staff  kept  records  and  files  on  pending  legisla- 
tion, our  Albany  representatives  were  at  the  capitol 
working  directly  with  the  lawmakers.  These  personal 
contacts  were  supplemented  by  mailings  from  State  So- 
ciety headquarters  and  county  medical  societies.  Our 
executive  vice-president,  Henry  I.  Fineberg,  M.D.,  sent 
memoranda  to  the  legislators  containing  position  state- 
ments drawn  up  by  our  legislative  counsel,  the  law  firm 
of  DeGraff,  Foy,  Conway  and  Holt-Harris. 

At  this  writing,  preparations  are  already  underway  for 
the  1975  legislative  session.  Your  committee,  through 


its  chairman  solicited  suggestions  for  our  program  from 
county  medical  societies,  MSSNY  committees  and  divi- 
sion directors.  Our  Annual  Conference  of  County 
Medical  Society  Legislative  Representatives  was  held  on 
October  17,  1974  in  Syracuse.  A review  of  this  meeting 
appears  later  in  this  report. 

1974  STATE  LEGISLATION  PROGRAM 

During  the  1974  session  of  the  State  Legislature,  your 
committee  worked  diligently  for  the  implementation  of 
the  1974  State  Legislation  Program  approved  by  this 
House.  Periodic  progress  reports  were  submitted  to  the 
Council.  The  following  is  a short  resume  of  the  key 
health  bills  enacted  into  law  and  several  proposals 
which  failed  of  enactment,  many  of  which  we  vigorously 
opposed. 

LAWS  OF  1974 

Medical  Malpractice.  The  malpractice  problem  in 
New  York  State  has  grown  to  critical  proportions  in  re- 
cent years.  As  a result,  both  the  cost  and  quality  of 
medical  care  have  been  affected.  To  alleviate  some  of 
this  burden,  seven  bills  dealing  with  various  aspects  of 
the  problem  were  initiated  and  supported  by  our  State 
Medical  Society  as  part  of  our  1974  State  Legislation 
Program.  Carrying  out  the  wishes  of  the  House  of  Dele- 
gates, our  legislative  efforts  were  primarily  concentrated 
on  the  enactment  of  legislation  creating  a statewide  pre- 
trial mediation  program  for  all  medical  malpractice 
cases.  We  are  pleased  to  report  that  the  Legislature 
and  the  Governor  responded  to  our  efforts  and  enacted 
the  Malpractice  Mediation  Panel  Law  (S.3599-E.  Lom- 
bardi; Chapter  146  and  S.  10569,  Lombardi;  Chapter 
657).  This  new  gtatute,  which  has  generated  a great 
deal  of  interest  in  other  states,  establishes  mediation 
panels  in  each  of  the  four  Judicial  Departments  of  the 
State.  Before  trial  the  panel,  consisting  of  a physician, 
an  attorney,  and  a Supreme  Court  Justice,  will  hear  the 
evidence  of  each  case  and  recommend  disposition  there- 
of based  upon  the  merits  of  the  claim.  If  the  decision  of 
the  panel  is  not  accepted  by  the  parties,  the  case  is  then 
put  back  on  the  court  calendar  for  a jury  trial.  Based 
on  the  encouraging  results  of  the  voluntary  program  in 
New  York  County,  it  is  hoped  that  this  procedure  will  be 
successful  in  eliminating  the  necessity  of  lengthy  and 
costly  trials  in  many  malpractice  cases. 

Family  Practice  Residency  Program.  Although 
two  bills  (S.5329,  Conklin;  A.7135,  Cook  and  S.5330, 
Conklin;  A.7151  Cook),  which  were  included  in  our  1974 
legislative  program,  did  not  pass,  a substitute  measure 
was  enacted  which  provides  a $2,000,000  appropriation 
for  family  practice  residency  programs  in  thirteen  hospi- 
tals around  the  State.  Under  this  plan,  programs  pres- 
ently operating  will  be  extended  and  several  new  ones 
will  be  started  (S.  10844,  Stafford;  Chapter  942). 

Acupuncture.  The  new  statute,  which  was  accept- 
able to  our  State  Medical  Society,  follows  the  legislative 
recommendations  of  the  New  York  State  Commission 
on  Acupuncture.  Under  this  law,  acupuncture  may  be 
administered  only  within  the  provisions  of  an  approved 
research  protocol  and  with  patient’s  written  consent. 
Use  of  acupuncture  is  limited  to  physicians  and  dentists 
certified  to  use  acupuncture  and  to  certified  acupunctu- 
rists in  an  approved  institutional  setting  under  the 
supervision  of  a certified  physican  or  dentist.  The 
measure  also  calls  for  a statewide  program  of  data  col- 
lection and  study.  The  State  Boards  of  Medicine  and 
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Dentistry  are  required  to  promulgate  rules  and  regula- 
tions to  implement  the  statute,  and  these  regulations 
were  released  in  October  (S.  10440,  Flynn;  Chapter  959). 

Emergency  Medical  Services.  Our  State  Medical 
Society  supported  this  measure  which  creates  a State 
Emergency  Medical  Services  Council  to  establish  mini- 
mum standards  for  emergency  medical  services,  and 
which  coordinates  delivery  of  such  services  under  re- 
gional councils  (S.7602-A,  Lombardi;  Chapter  1053). 

Disease  Tests  for  Newborns.  This  statute  enacts 
requirements  for  testing  of  certain  metabolic  diseases  in 
infants  28  days  of  age  or  less.  Responsibility  for  such 
testing  is  placed  on  persons  in  charge  of  institutions  car- 
ing for  infants  in  such  age  group  and  on  those  individu- 
als required  to  register  births.  MSSNY  supported  this 
measure  with  recommendations  (S.7005,  Conklin;  Chap- 
ter 943).  Those  parents  who  have  strong  objection  to 
these  tests  based  on  religious  beliefs  may  have  their 
children  exempted  from  this  testing  (S.7591,  Lombardi; 
Chapter  1016). 

Care  and  Treatment  of  Intoxicated  Persons. 

This  measure,  supported  by  MSSNY,  removes  the  stig- 
ma of  criminality  from  public  intoxication  and  enacts 
new  provisions  for  emergency  care  of  those  who  are  in- 
toxicated or  incapacitated  by  alcohol  (A.9178,  Wertz; 
Chapter  1068). 

Treatment  of  Alcoholism.  The  Mental  Hygiene 
Department  is  to  establish  eleven  state  hospital  pro- 
gram units  for  the  treatment  and  control  of  alcoholism, 
subject  to  the  commissioner’s  consent,  and  to  improve 
the  eight  existing  facilities  for  alcoholism  treatment 
(S.9299,  Pisani;  Chapter  1074). 

Age  of  Majority.  The  age  of  majority  has  been 
changed  from  21  to  18  in  most  New  York  State  Laws 
containing  age  provisions.  Although  the  statute  of  limi- 
tations itself  remains  the  same  for  malpractice  cases,  the 
infant  tolling  provision  is  affected  since  the  statutory 
period  for  an  infant  plaintiff  to  bring  an  action  will  now 
begin  to  run  at  age  18  instead  of  21.  Thus  the  waiting 
period  for  minors  has  been  shortened  by  three  years. 
Fifty-two  separate  statutes  were  enacted  regarding  the 
age  of  majority,  and  the  following  are  of  special  interest 


to  physicians: 

Civil  Practice  Law  and  Rules Chapter  924 

Public  Health  Law  Chapter  894 

Education  Law Chapter  919 

Mental  Hygiene  Law Chapter  931 

Workmen’s  Compensation  Law Chapter  934 

Insurance  Law Chapter  929 

Social  Services  Law Chapter  909 


Our  State  Medical  Society  supported  the  principle  of 
reducing  the  age  of  majority  to  18  years  of  age. 

Emergency  Financing  for  Voluntary  Hospitals. 
Nonprofit  insurance  carriers  and  government  agencies 
will  now  make  up  the  operating  losses  incurred  in  out- 
patient departments  of  voluntary  hospitals  (S.  10032, 
Lombardi;  Chapter  1061).  In  computing  such  operating 
losses,  allowance  is  to  be  made  for  any  surplus  attribut- 
able to  other  hospital  services  (S. 10752,  Lombardi; 
Chapter  1062).  MSSNY  strongly  opposed  the  primary 
bill  (S.10032)  but  favored  the  amendment  (S. 10752). 

Amendments  to  the  Controlled  Substances  Act. 
This  measure  amends  technical  provisions  relating  to 
schedules  of  controlled  substances,  makes  certain 
changes  and  conditions  with  regard  to  dispensing  and 


administering  controlled  substances,  and  requires  that 
within  five  years  of  the  date  received,  the  Health  De- 
partment must  expunge  or  destroy  the  record  of  the 
name  of  any  patient  received  from  a practitioner  dis- 
pensing controlled  substances  which  can  only  be  pre- 
scribed on  an  official  state  prescription  form  (A.8834-A, 
Betros;  Chapter  965). 

Dispensing  Schedule  IV  Drugs  on  Oral  Prescrip- 
tion. Instead  of  the  original  five-day  supply,  a licensed 
practitioner  may  now  telephone  an  oral  prescription  to  a 
pharmacist  for  a supply  of  a schedule  IV  drug  not  to  ex- 
ceed 30  days  or  100  dosage  units,  whichever  is  less 
(S. 10647,  Lombardi;  Chapter  960  and  A. 12380,  Rules; 
Chapter  961). 

Records  of  Controlled  Substances — Inspection. 

This  measure  requires  that  records  of  controlled  sub- 
stances, including  prescriptions,  be  maintained  at  the 
premises  where  licensed  activity  is  conducted,  and  that 
access  to  the  records  be  available  to  Health  Department 
Personnel  during  regular  business  hours  only  (A.8631-A. 
Hardt;  Chapter  58). 

Transfer  of  Patients’  Records.  A patient,  or  his 
parent  or  guardian  in  the  case  of  a minor  or  incompe- 
tent, may  request  in  writing  to  have  his  medical  records, 
x-rays  and  test  reports  transferred  from  one  examining, 
consulting  or  treating  physician  or  hospital  to  another 
physician  or  hospital.  Excluded  are  personal  notes  of 
the  physician  or  hospital,  and  exceptions  are  also  made 
for  records  of  treatment  of  minors  for  venereal  diseases 
and  abortions  performed  on  minors.  A reasonable 
charge  for  such  transfer  is  permitted  (A.9128-A,  Hevesi; 
Chapter  759). 

Abortion  Law  Amendments.  This  new  statute 
amends  the  Abortion  Law  by  adding  the  following  provi- 
sions: (1)  any  abortion  performed  after  the  twelfth 

week  of  pregnancy  must  take  place  in  a hospital  on  an 
inpatient  basis;  (2)  any  abortion  performed  after  the 
twentieth  week  requires  the  presence  of  two  physicians — 
one  to  perform  the  abortion  and  one  to  care  for  the  fetus 
should  it  be  born  alive;  (3)  full  records  of  all  life  sustain- 
ing efforts  on  the  child  must  be  kept;  (4)  the  live  child  is 
accorded  full  rights  under  the  laws  of  New  York  State 
(A.10743-C,  Grune;  Chapter  991). 

Qualifications  for  Hospital  Directors  in  Mental 
Hygiene  Department.  This  measure  removes  provi- 
sions requiring  that  hospital  directors  in  the  Depart- 
ment of  Mental  Hygiene  be  licensed  physicians 
(A. 11429,  Mannix;  Chapter  555).  MSSNY  opposed  this 
bill. 

BILLS  NOT  ENACTED 

Practice  of  Physical  Therapy.  This  bill,  which 
was  vigorously  opposed  by  MSSNY,  would  have 
changed  the  definition  of  the  practice  of  physical  thera- 
py thereby  allowing  therapists  to  use  highly  sophisticat- 
ed electrical  and  electronic  devices  (S.9792-A,  McGow- 
an). Although  passed  by  the  Legislature,  this  bill  was 
vetoed  by  the  Governor  at  the  request  of  MSSNY  and 
other  concerned  groups. 

Publication  of  State  Agency  Regulations.  This 
measure  would  have  required  notice  and  publication  of 
state  administrative  regulations  before  adoption 
(A. 9670,  Taylor).  The  bill  was  passed  by  the  Legisla- 
ture but  vetoed  by  the  Governor  despite  MSSNY  sup- 
port. As  part  of  our  1974  legislative  program,  MSSNY 
also  supported  S.3745-B  (Hudson)  which  was  designed 
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to  accomplish  the  same  purpose.  However,  that  bill 
died  in  committee  in  the  Legislature. 

Chiropractic  Use  of  X-ray  and  Clinical  Laborato- 
ry Findings.  The  x-ray  bill  would  have  removed  the 
present  restrictions  on  the  use  of  x-ray  within  the  scope 
of  chiropractic  analysis,  thereby  allowing  chiropractors 
to  x-ray  any  part  of  the  human  body  on  children  as  well 
as  adults  (S.1802,  Marino;  A. 1586,  Jonas).  The  other 
bill  would  have  allowed  chiropractors  to  use  clinical  lab- 
oratory findings  within  the  scope  of  their  practice 
(S.2688,  Dunne;  A.4280,  Levine).  MSSNY  was  success- 
ful in  defeating  these  two  measures  in  the  Legislature. 

Hospital  Service  Insurance.  The  same  proposal 
was  introduced  in  two  forms  by  the  sponsors.  The  goal 
of  each  was  the  same:  to  have  health  and  accident  in- 
surance companies  offer  coverage  for  emergency  room 
treatment,  preadmission  testing  and  ambulatory  care  in 
a hospital  facility,  and  nursing  home  care.  MSSNY  op- 
posed these  measures  since  there  was  no  parallel  cover- 
age mandated  for  treatment  in  a physician’s  office 
(S.8947,  Lombardi;  A.10825,  Hardt),  (S.8272-A,  Lom- 
bardi; A.9741-A,  Hardt,  S.8273-A,  Lombardi;  A.9740-A, 
Hardt,  S.8274-A,  Lombardi;  A.9739-A,  Hardt  and 
S.8275-A,  Lombardi;  A.9738-A,  Hardt).  All  five  bills 
died  in  the  Assembly. 

Generic  Drug  Substitution.  This  proposal  would 
have  allowed  a pharmacist  to  substitute  a less  expensive 
brand-name  or  generic  name  drug  for  that  prescribed  by 
a physician  or  dentist  (S.8338-A,  Dunne;  A.9446-A,  Le- 
vine). MSSNY  opposed  this  measure,  and  it  died  in 
committee  at  adjournment. 

Triplicate  Prescription  Law  Repeal.  This  bill, 
sponsored  and  supported  by  MSSNY,  would  have  re- 
pealed the  triplicate  prescription  provisions  of  the  Con- 
trolled Substances  Act  (S.3145,  Pisani;  A. 5148,  Boland). 
This  measure  also  died  in  committee  in  the  Legislature. 

ALBANY  OPERATIONS 

During  the  1974  legislative  session,  the  director  repre- 
sented the  State  Medical  Society  in  Albany  as  he  has 
the  previous  two  years.  He  joined  with  our  legislative 
counsel  in  communicating  the  State  Society’s  views  on 
the  major  health  bills  considered  during  the  session. 
This  was  accomplished  through  personal  contact  with 
the  legislators  and  their  staffs.  The  director’s  tele- 
phone answering  service  was  in  operation  in  Albany 
again  this  year.  This  mechanism  proved  to  be  a valu- 
able aid  and  tool  for  the  director  since  the  work  de- 
mands that  he  and  our  legislative  counsel  be  constantly 
on  the  go  in  order  to  convey  our  views  to  as  many  of  the 
lawmakers  as  possible. 

HEADQUARTERS  ACTIVITIES 

The  division  staff  followed  the  many  health  bills  in 
the  Legislature  and  kept  up-to-date  files  on  these  bills 
for  use  by  the  director  and  for  the  information  of  our 
members.  While  the  Legislature  was  in  session,  the  di- 
rector coordinated  and  supervised  these  activities  via 
telephone  and  mail  from  the  State  Capitol.  Some  of  the 
principal  accomplishments  follow: 

During  the  legislative  session,  the  Legislation  Action 
Bulletin  (LAB)  was  used  on  eight  different  occasions  to 
alert  county  medical  society  legislation  chairmen  and 
our  panel  of  liaison  physicians  to  the  events  taking  place 
in  Albany,  and  to  enlist  their  aid  in  communicating  our 
feelings  to  the  legislators.  The  LAB  mailings  include 


copies  of  position  statements  developed  by  our  legisla- 
tive counsel  which  assist  the  local  people  in  their  legisla- 
tive activities.  Copies  are  also  sent  to  the  county  medi- 
cal society  presidents,  secretaries  and  executive  secreta- 
ries as  well  as  to  officers  of  the  Woman’s  Auxiliary  for 
their  information  and  support. 

Over  the  signature  of  our  executive  vice-president, 
seven  memoranda  were  mailed  directly  to  all  members 
of  the  State  Legislature.  Each  memorandum  served  as 
a transmittal  letter  for  position  statements  on  a variety 
of  important  health  bills  which  were  pending  at  the  time 
of  mailing. 

When  time  became  a vital  factor,  mailgrams  were  sent 
to  the  lawmakers  and  special  memoranda  were  circulat- 
ed personally  by  our  director  and  legislative  counsel. 
Certain  county  medical  societies  whose  Assemblymen  or 
Senators  were  on  key  committees  were  contacted  by 
telephone  and  asked  to  call  or  telegraph  their  represen- 
tatives regarding  important  legislation.  This  coopera- 
tive effort  between  the  State  and  local  organizations 
proved  to  be  very  effective. 

At  the  close  of  the  session,  the  director  and  his  staff 
prepared  a concise  report  entitled  “1974  Health  Legisla- 
tion.” This  brochure  was  a review  of  the  major  health 
bills  considered  by  the  Legislature  in  1974  giving  final 
disposition  of  each.  Those  bills  discussed  in  this  report 
were  also  included  in  that  report.  Copies  were  distrib- 
uted to:  county  medical  society  presidents,  secretaries, 
executive  secretaries  and  legislation  chairmen;  officers 
of  Woman’s  Auxiliary;  the  Council;  the  Board  of  Trust- 
ees; MSSNY  division  heads  and  regional  representa- 
tives; executive  secretaries  of  state  medical  societies 
throughout  the  country;  and  the  AMA. 

LEGISLATIVE  COUNSEL 

The  work  of  the  State  Medical  Society  in  Albany  is 
the  product  of  a combined  effort  by  our  division  and  our 
legislative  counsel,  the  law  firm  of  DeGraff,  Foy,  Con- 
way and  Holt-Harris.  We  have  been  ably  represented 
this  year  by  three  members  of  the  firm:  John  E.  Holt- 
Harris,  Esq.;  Gerard  L.  Conway,  Esq.  and  John  C.  Rice, 
Esq. 

The  position  statements  which  express  the  views  of 
our  organization  on  important  health  legislation  are 
drawn  up  by  our  legislative  counsel.  The  statements  are 
filed  with  the  Governor,  the  leadership  in  both  chambers 
of  the  Legislature,  chairmen  and  members  of  committees 
considering  health  bills,  the  sponsors  of  the  bills  and  the 
other  members  of  both  houses.  To  reinforce  these  writ- 
ten statements,  our  legislative  counsel  and  director  meet 
the  lawmakers  personally  to  discuss  the  bills  in  more  de- 
tail. Our  legislative  counsel  has  also  worked  closely 
with  our  director  and  other  state  society  representatives 
on  government  regulatory  matters. 

LEGISLATION  INFORMATION  CENTER 

The  Legislative  Information  Center,  which  is  part  of 
our  State  Governmental  Relations  Division,  continues 
to  supply  valuable  information  to  individuals,  com- 
mittees, and  organizations  interested  in  State  and  Fed- 
eral legislation.  This  center,  which  plays  a vital  role  in 
the  work  of  your  committee,  has  up-to-date  files  on  all 
the  important  health  bills  on  both  State  and  Federal 
levels.  Numerous  requests  for  information  and  materi- 
als are  received  each  week  by  telephone  and  mail,  and 
these  requests  are  answered  promptly  and  efficiently  by 
the  division  staff. 
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The  center  also  receives  and  processes  notices  of  pub- 
lic hearings.  Copies  of  the  notices  are  sent  to  key  State 
Medical  Society  respresentatives  so  they  can  take  ap- 
propriate action.  As  the  situation  demands,  individual 
physicians  who  are  expert  in  the  area  under  consider- 
ation will  be  contacted  and  assisted  in  the  preparation 
of  their  presentations. 

The  principal  purpose  of  the  center  is  to  help  individ- 
ual physicians  and  county  medical  societies;  however, 
information  and  assistance  have  also  been  supplied  to 
legislators,  administrative  officials,  hospitals,  allied 
health  organizations,  and  other  state  and  county  medi- 
cal societies  throughout  the  country.  This  year  a tre- 
mendous amount  of  interest  has  been  generated  in  other 
states  by  the  passage-of  the  new  malpractice  mediation 
panel  law.  The  center  has  supplied  copies  of  the  law 
and  related  materials  to  all  those  requesting  them. 

CAPITOL  NEWS 

Our  legislative  newsletter,  Capitol  News,  was  sent 
out  weekly  during  the  session  this  year.  Two  additional 
issues,  which  highlighted  the  results  of  the  session  and 
the  Governor’s  signing  period  were  also  distributed  fol- 
lowing adjournment.  Capitol  News  has  generated  a 
great  deal  of  interest  both  among  physicians  and  lay- 
men, and  the  number  of  requests  for  mailings  grows 
steadily  each  year.  Our  State  Medical  Society  is  fortu- 
nate in  having  William  W.  Tyler,  a former  Associated 
Press  correspondent  in  the  capitol,  to  write  and  edit  the 
copy  for  publication.  Mr.  Tyler  worked  closely  with  our 
director  who  supervised  the  preparation  and  content  of 
the  Capitol  News.  Twenty  issues  were  published  this 
year. 

PANEL  OF  LIAISON  PHYSICIANS 

Again  this  year,  your  committee  continued  the  work 
of  the  panel  of  liaison  physicians.  This  group  is  com- 
posed of  physicians  recommended  by  their  county  medi- 
cal societies  who  are  interested  in  legislation  and  per- 
sonally acquainted  with  members  of  the  State  Legisla- 
ture. As  mentioned  above,  the  panel  members  keep  in- 
formed about  legislative  activities  through  LAB  mail- 
ings sent  by  our  director.  The  LAB  material  includes 
MSSNY  position  statements  which  supply  the  panel 
members  with  information  to  use  in  their  contacts  with 
the  legislators. 

PUBLIC  HEARINGS  AND  PRIVATE 
CONFERENCES 

During  the  year,  your  committee  continued  to  pursue 
State  Medical  Society  goals  in  many  public  hearings  and 
private  conferences.  In  addition  to  meetings  with  indi- 
vidual legislators,  State  Medical  Society  representatives 
have  held  meetings  with  administrative  officials  on  a va- 
riety of  important  subjects.  They  also  met  with  the 
Presiding  Justices  of  three  of  the  four  Appellate  Divi- 
sions to  assist  in  implementation  of  the  new  malpractice 
mediation  panel  law.  Your  committee  believes  that 
participation  in  such  meetings  is  very  worthwhile  for  it 
allows  the  State  Medical  Society  to  contribute  its  views 
on  major  issues  and  gain  valuable  insight  into  the  rea- 
soning behind  many  government  decisions. 

MSSNY  COMMITTEES 

Your  chairman,  once  again,  invited  the  chairmen  of 
our  various  State  Medical  Society  committees  to  submit 
their  suggestions  regarding  the  introduction  of  bills  by 


MSSNY,  as  well  as  their  views  on  other  bills  which 
might  come  before  the  State  Legislature.  This  was  part 
of  our  continuing  campaign  over  the  years  to  develop  a 
program  of  State  legislation  which  will  be  responsive  to 
all  the  varied  concerns  of  organized  medicine  in  this 
State.  The  response  to  a memorandum  sent  to  such  in- 
dividuals prior  to  our  MSSNY  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives 
was  not  encouraging.  While  a number  of  chairmen  an- 
swered our  memorandum,  many  did  not  respond. 
There  is  room  for  improvement  in  this  area.  Your 
chairman  strongly  urges  all  committee  chairmen  of 
MSSNY  to  cooperate  in  our  State  Medical  Society’s  leg- 
islative endeavors  by  submitting  to  your  committee  any 
suggestions  they  may  have  concerning  State  legislation 
at  anytime. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

Again  in  1974,  your  committee,  through  our  director, 
worked  closely  with  the  New  York  State  Association  of 
the  Professions  on  various  legislative  matters  of  com- 
mon interest.  Our  State  Medical  Society  is  an  active 
member  of  the  association,  and  as  a result  we  were  able 
to  gain  NYSAP  sponsorship  of  two  of  our  program  bills, 
in  addition  to  their  endorsement  of  our  other  program 
bills.  NYSAP  also  joined  our  efforts  in  support  or  op- 
position to  certain  measures  before  the  Legislature 
which  were  initiated  by  other  sources. 

SPRING  MEETING 

Your  committee  held  a meeting  on  February  24,  1974, 
at  the  Americana  Hotel,  New  York  City,  following  the 
opening  session  of  the  1974  House  of  Delegates.  At  this 
meeting,  our  1974  program  bills  were  discussed  in  detail 
with  emphasis  on  those  measures  designed  to  alleviate 
the  malpractice  situation.  Various  health  bills,  spon- 
sored by  other  groups,  were  also  discussed,  and  determi- 
nations were  made  regarding  support  or  opposition  of 
these  measures.  Present  at  this  meeting  were  our  direc- 
tor and  legislative  counsel  who  participated  actively  in 
the  discussions  and  who  advised  the  committee  mem- 
bers of  the  latest  developments  at  the  capitol. 

FALL  MEETING 

Your  committee  met  on  October  16,  1974  at  the  Hil- 
ton Inn,  Syracuse,  New  York.  This  was  a dinner  meet- 
ing attended  also  by  the  members  of  the  Federal  Legis- 
lation Committee.  The  committee  reviewed  proposals 
submitted  for  our  State  Medical  Society’s  1975  Legisla- 
tive Program  and  made  final  preparations  for  the  Annu- 
al Legislation  Conference  scheduled  for  the  following 
day.  At  the  time  this  report  is  being  drawn  up,  your 
committee  is  also  preparing  a report  to  be  submitted  to 
the  Council  at  its  November,  1974  meeting.  A supple- 
mentary report,  therefore,  setting  forth  the  actions  of 
the  Council  on  the  recommendations  submitted  by  your 
committee,  will  be  submitted  to  the  House  in  March 
1975. 

ANNUAL  LEGISLATIVE  CONFERENCE 

The  Annual  Conference  of  County  Medical  Society 
Legislative  Representatives  was  held  on  October  17, 
1974,  at  the  Syracuse  Hilton  Inn.  This  was  an  all-day 
meeting  which  began  at  9 a.m.  with  80  people  in  atten- 
dance representing  37  county  medical  societies  from 
around  the  State.  Henry  I.  Fineberg,  M.D.,  executive 
vice-president,  opened  the  conference  by  greeting  the 
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conferees  and  introducing  your  chairman  who  presided 
at  the  morning  session.  A panel  discussion,  involving 
your  chairman,  legislative  counsel,  and  director,  high- 
lighted the  session.  Our  proposed  1975  legislative  pro- 
gram was  thoroughly  reviewed  and  practical  suggestions 
for  working  effectively  with  legislators  were  presented. 
The  county  representatives  took  an  active  part  in  the 
discussion  of  our  program  bills,  and  there  was  general 
agreement  on  the  program  which  your  committee  has 
submitted  in  this  report. 

Following  their  consideration  of  all  the  legislative  pro- 
posals submitted,  the  conferees  heard  two  informative 
presentations  by  Donald  J.  Fager,  Esq.,  MSSNY’s  In- 
demnity Representative  and  Andrew  C.  Fleck,  Jr.,  M.D., 
First  Deputy  Commissioner  of  Health.  Mr.  Fager  com- 
mented on  our  legislative  proposals  for  1975  and  gave  a 
detailed  report  on  the  recent  Senate  Insurance  Commit- 
tee Public  Hearing  held  to  consider  the  present  mal- 
practice crisis  in  New  York  State.  Dr.  Fleck  spoke  to 
the  gathering  about  several  major  health  issues  which 
will  undoubtedly  be  the  subject  of  legislation  in  1975. 
These  included  insurance  coverage  for  certain  treat- 
ments performed  in  a physician’s  office  as  well  as  cover- 
age for  complete  maternity  and  newborn  care.  Dr. 
Fleck  stressed  the  fact  that,  in  considering  any  health 
legislation  next  year,  the  State  Legislature  and  the  exec- 
utive branch  will  be  concentrating  their  attention  on  the 
inflationary  impact  of  such  proposals  with  lower  cost  al- 
ternatives in  health  care  delivery  given  top  priority. 

At  the  luncheon  following  the  morning  session,  the 
Honorable  Harold  E.  Koreman,  Administrative  Judge  of 
the  Third  Judicial  District,  spoke  on  the  new  Malprac- 
tice Mediation  Panel  Law.  Justice  Koreman  described 
the  panel  procedure  to  the  conferees,  and  asked  them  to 
encourage  their  members  to  participate  actively  in  the 
program.  He  also  stated  that  the  judiciary  would  do  its 
part  in  trying  to  solve  the  malpractice  problem  we  cur- 
rently face  in  New  York  State. 

Once  again  this  meeting  offered  county  society  rep- 
resentatives the  opportunity  of  participating  in  the 
preparation  of  MSSNY’s  legislative  program  for  the 
next  year,  and  provided  them  with  valuable,  firsthand 
information  from  our  Albany  representatives  and  gov- 
ernment officials.  Based  on  our  own  observations  and 
on  the  comments  which  we  have  received,  your  commit- 
tee believes  that  the  conference  was  an  outstanding  suc- 
cess. 

GENERAL  COMMENTS 

As  we  know,  the  malpractice  problem  in  New  York 
State  has  grown  tremendously  in  recent  years.  In  work- 
ing toward  a solution  to  this  problem,  the  State  Medical 
Society  sponsored  and  supported  seven  bills  in  the  Leg- 
islature dealing  with  various  aspects  of  the  problem. 
Upon  your  directive,  we  concentrated  our  efforts  on  the 
mediation  panel  proposal  which  was  enacted  this  year. 
The  combined  activities  of  the  State  and  county  medical 
societies  once  again  bore  fruit,  and  we  feel  strongly  that 
this  is  a good  lesson  for  the  future.  If  we  are  to  succeed 
in  solving  the  malpractice  problem,  the  State  and  local 
societies  must  work  together  to  develop  innovative  ap- 
proaches which  are  satisfactory  to  all  the  parties  in- 
volved. Your  committee  hopes  that  this  new  mediation 
program  will  be  a success,  but  we  realize  that  it  is  now 
up  to  our  members  to  make  themselves  available  for  ser- 
vice on  the  panel  and  to  participate  actively  in  its  delib- 
erations. 


This  year  we  witnessed  an  attempt  by  the  Legislature 
to  expand  the  delivery  of  medical  care  through  our  hos- 
pitals. The  hospital  service  insurance  bills  would  have 
required  sickness  and  accident  insurance  carriers  to 
write  certain  types  of  coverage  for  medical  services  per- 
formed only  in  a hospital  facility  which  could  be  provid- 
ed in  a physician’s  office  at  a lower  cost  to  the  consumer. 
We  strongly  opposed  these  measures  and  were  instru- 
mental in  defeating  them;  however,  we  can  surely  expect 
to  see  them  reintroduced  next  year. 

Another  trend  which  we  have  witnessed  in  recent 
years  is  the  emergence  of  paraprofessional  groups  in  the 
health  care  field.  Too  often  we  have  seen  these  groups 
attempting  to  increase  the  scope  of  their  practices  in 
areas  of  medical  care  which  are  beyond  their  training 
and  experience.  The  medical  profession  kept  a watch- 
ful eye  on  this  type  of  legislation  in  the  interest  of  sound 
medical  practice.  The  three  most  striking  examples 
this  year  came  in  the  fields  of  acupuncture,  chiropractic, 
and  physical  therapy.  Undoubtedly,  situations  like 
these  will  arise  in  the  future,  and  the  State  Medical  So- 
ciety must  continue  its  vigilance  to  protect  the  public 
from  unqualified  and  underqualified  practitioners. 

In  reviewing  the  actions  taken  by  the  Legislature  and 
the  Governor  during  the  1974  session,  we  were  success- 
ful in  supporting  significant  legislation  in  the  areas  of 
malpractice,  acupuncture,  emergency  medical  services, 
infant  testing,  and  family  residencies.  We  also  played  a 
key  role  in  the  defeat  of  several  dangerous  measures 
which  were  discussed  above. 

In  1975,  however,  we  will  face  a new  legislature,  di- 
rected by  new  political  forces.  Our  job  will  be  more  dif- 
ficult and  more  complicated.  More  than  ever  before, 
your  State  Medical  Society  will  need  the  full  coopera- 
tion of  every  county  medical  society  in  order  to  achieve 
success  in  what  is  anticipated  to  be  a most  unusual  legis- 
lative year. 
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STATE  LEGISLATION  (SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  supplementary  report  is  an  addition  to  the  An- 
nual Report  of  the  State  Legislation  Committee  which 
was  submitted  in  the  fall.  Since  that  time,  the  Commit- 
tee has  added  two  new  members: 
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Edward  A.  Braunstein,  M.D Queens 

Milton  S.  Weinberg,  M.D Queens 


GENERAL  ACTIONS 

As  a result  of  the  October  meeting  and  the  Annual 
Legislative  Conference,  discussed  in  the  Annual  Report, 
the  State  Legislation  Committee  has  developed,  and  the 
Council  has  approved,  the  following  program  bills  and 
their  priorities  for  the  1975  session  of  the  State  Legisla- 
ture: 

I.  Priority  Bills 

A.  To  change  the  litigation  system: 

1.  Malpractice  Mediation  Panel  Amendment 
(S.1322,  Lombardi;  A.2439,  Burrows) — would  re- 
quire the  mediation  panel  to  prepare  a formal 
statement  of  its  findings  which  would  be  admissible 
in  evidence  for  purposes  of  information  at  any  sub- 
sequent jury  trial  at  the  request  of  either  party  to 
the  action  or  at  the  direction  of  the  Justice  presid- 
ing at  the  trial. 

2.  Foreign  Object  Statute  of  Limitations 
(S.1491,  Flynn;  A.2540,  Suchin) — would  set  an  out- 
side limit  of  four  years  as  the  statute  of  limitations 
in  all  foreign  object  cases. 

a.  On  the  subject  of  the  statute  of  limitations, 

new  proposals  will  be  forthcoming  very  shortly. 

3.  Binding  Arbitration  (S.977,  Flynn) — would 
require  that  all  malpractice  cases  involving  $25,000 
or  less  be  submitted  to  binding  arbitration. 

4.  Malpractice  Costs  (to  be  introduced) — would 
require  that  the  unsuccessful  plaintiff  reimburse 
the  defendant  for  the  attorney’s  fees  and  other 
costs  as  determined  by  the  judge. 

5.  Malpractice  Notice  of  Action  (to  be  intro- 
duced)— would  require  the  plaintiff  to  file  the  no- 
tice of  the  commencement  of  the  action  with  the 
appropriate  court  when  the  summons  is  served  in  a 
malpractice  action. 

6.  When  finalized,  the  State  Legislation  Com- 
mittee plans  to  initiate  the  Health  Care  Indemnifi- 
cation Bill  discussed  below. 

B.  To  change  the  disciplinary  system: 

1.  Professional  Practice  Disciplinary  Mechanism 
(S.1323,  Lombardi) — would  expedite  cases  of  profes- 
sional misconduct  and  give  greater  authority  to  the 
Committee  on  Professional  Conduct  in  adjudicating 
such  cases. 

II.  Other  Program  Bills  ( to  be  introduced) 

A.  Professional  Service  Corporation  Tax  Law 
Amendments — would  repeal  State  Tax  Law  provi- 
sions dealing  with  pension  and  profit  sharing  funds  of 
professional  corporations. 

B.  Triplicate  Prescription  Law  Repeal — would  re- 
peal the  triplicate  prescription  provisions  of  the  Con- 
trolled Substances  Act. 

C.  Immunity  for  Physicians  Performing  Review 
Functions — would  provide  immunity  for  physicians 
engaged  in  any  formal  review  or  medical  audit  per- 
formed at  the  request  of  or  in  the  interest  of  the  State 
or  Federal  government,  and  would  strengthen  the  im- 
munity of  county  medical  society  comitia  minora  and 
grievance  committees  while  investigating  and  disci- 
plining members. 

D.  Workmen’s  Compensation — Third  Party  Rem- 
edies— would  allow  a physician  to  recover  his  usual 
and  customary  fee  in  cases  where  the  employee  sued  a 
third  party  for  damages  and  recovered  in  that  action. 


E.  Workmen’s  Compensation  Arbitration  Com- 
mittee— Increased  Fees — would  increase  fees  for 
members  of  the  Workmen’s  Compensation  Arbitra- 
tion Committee. 

F.  Chiropractic  Licensure  Repeal — would  repeal 
Article  132  of  the  Education  Law  dealing  with  chiro- 
practic. 

G.  Medical  Examiner  System — would  mandate 
Statewide  a change  from  the  present  coroner’s  system 
to  medical  examiner  systems  conducted  by  qualified 
physicians  such  as  pathologists. 

H.  Quorum  Requirements  for  Not-For-Profit 
Corporations — would  lower  the  quorum  requirement 
to  conduct  business  at  general  membership  meetings 
to  25  members  or  10%  of  the  membership  entitled  to 
vote,  whichever  is  less. 

III.  Possible  Additional  Bills 

A.  Insurance  Coverage  for  Maternity  and  New- 
born Care — would  require  health  insurance  policies  to 
cover  the  cost  of  maternity  and  newborn  care. 

B.  Confidentiality  of  Medical  Records — would 
provide  for  proper  safeguards  to  insure  the  confiden- 
tiality of  medical  records. 

C.  Cancer  Remedy  Act — would  enact  the  model 
bill  of  the  American  Cancer  Society. 

RESOLUTIONS 

Actions  on  the  resolutions  from  the  1974  House  of 
Delegates  were  reported  to  and  approved  by  the  Council 
in  December.  For  your  information  a brief  summary  of 
the  actions  follows: 

Resolutions  74-15  and  74-37  call  for  repeal  of  the 
Triplicate  Prescription  Law  and  an  amendment  to  pro- 
tect the  privacy  of  patients  respectively.  Repeal  legisla- 
tion, which  would  accomplish  both  objectives,  was  intro- 
duced in  1974  but  died  in  the  Legislature.  A similar  bill 
will  be  reintroduced  this  year. 

Resolution  74-51  calls  for  complete  insurance  cover- 
age for  maternity  and  newborn  care.  This  matter  is 
presently  being  pursued  administratively  through  the 
State  Insurance  Department.  If  these  negotiations  fail 
to  produce  the  desired  result,  appropriate  legislation 
will  be  initiated  this  year. 

Resolution  74-38  deals  with  the  subject  of  confiden- 
tiality of  medical  records.  The  Data  Processing  Com- 
mittee is  studying  this  matter,  and  legislative  action  will 
await  their  report. 

Resolution  74-73  outlines  a study  bill  dealing  with  a 
Physicians’  Bill  of  Rights.  After  thorough  study,  this 
matter  was  referred  back  to  the  Council  with  a recom- 
mendation that  no  legislation  is  necessary  at  this  time. 

Resolution  74-30  calls  for  publication  of  state  agency 
and  department  regulations.  Legislation,  strongly  sup- 
ported by  MSSNY,  was  vetoed  by  the  Governor  in  1974. 
A similar  measure  will  be  supported  again  this  year. 

Resolutions  74-44  and  74-74  dealing  with  hospital 
medical  staff  bylaws  and  the  selection  and  removal  of 
staff  members  and  chiefs  of  professional  departments 
were  directed  to  the  State  Legislation  Committee  with 
instructions  to  study  the  proposals  and  report  back. 
This  matter  was  referred  to  the  Council  with  a recom- 
mendation that  no  legislation  is  necessary  at  this  time. 

Resolution  74-99  calls  for  legislative  modification  of 
the  Medicaid  program  in  the  City  and  State  of  New 
York  to  increase  professional  fees  and  to  require  direct 
payment  of  such  fees  to  physicians.  This  matter  is 
being  approached  through  administrative  channels. 
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Resolution  74-10  calls  for  sterilization  procedures  to 
be  covered  under  Medicaid.  Legislation  is  not  neces- 
sary in  this  area,  and  letters  will  be  sent  to  the  appropri- 
ate governmental  officials  requesting  that  the  desired 
changes  be  made  by  regulation. 

Resolution  74-20  directs  MSSNY  to  seek  enactment 
of  legislation  requiring  binding  arbitration  in  malprac- 
tice lawsuits.  A bill  was  introduced  in  1974  but  died  in 
the  Legislature.  The  same  bill,  now  S.977  (Flynn),  has 
been  reintroduced  this  year.  Following  the  directive  of 
the  1974  House  of  Delegates,  our  Albany  representatives 
promoted  the  enactment  of  the  Medical  Malpractice 
Mediation  Panel  Law,  and  an  amendment  (S.1322, 
Lombardi)  to  strengthen  this  procedure  has  been  intro- 
duced this  year  and  will  be  supported  strongly  with  the 
other  malpractice  bills. 

Resolution  74-35  calls  for  enactment  of  a strict  noise 
code  in  New  York  State.  MSSNY  supported  noise  code 
legislation  in  1974  and  will  continue  to  do  so  in  the  fu- 
ture. 

Resolution  74-60  dealing  with  the  practice  of  physi- 
cal therapy,  directed  MSSNY  to  oppose  A. 8450  (Hardt) 
during  the  1974  legislative  session.  The  State  Medical 
Society  did  oppose  this  measure,  and  it  died  in  the  Leg- 
islature at  adjournment.  Similar  bills  will  be  opposed 
in  the  future. 

Resolution  74-65  calls  for  criminal  penalties  regard- 
ing the  de-activation  of  seat  belt  mechanisms  and  non- 
use of  head  rests.  Your  committee  supported  automo- 
bile safety  legislation  during  the  1974  session  and  will 
continue  to  support  appropriate  measures  in  the  future. 
However,  in  view  of  the  recent  change  in  Federal  law,  we 
feel  that  support  of  this  particular  principle  would  be 
inappropriate  on  the  State  level. 

JANUARY  MEETING 

The  State  Legislation  Committee  met  on  January  29, 
1975  at  the  Hotel  Syracuse  immediately  prior  to  the 
Conference  on  Professional  Medical  Liability  Insurance. 
This  meeting  dealt  with  six  legislative  proposals  ap- 
proved by  the  Council,  a study  bill  which  calls  for  an  ad- 
ministrative board  to  replace  the  jury  trial  system  and 
the  joint  underwriting  association  bill  (S.766-B,  Dunne) 
which  would  mandate  the  creation  of  a consortium  of 
carriers  to  provide  malpractice  insurance  after  July  1, 
1975. 

The  committee  was  brought  up  to  date  on  the  latest 
developments  in  Albany  regarding  the  malpractice  cri- 
sis, and  then  proceeded  to  a review  of  the  health  care  in- 
demnification proposal  which  would  establish  an  admin- 
istrative procedure  to  hear  and  decide  malpractice  cases 
involving  any  individual  or  institutional  health  care  pro- 
vider. This  study  bill  has  been  distributed  to  the  Gov- 
ernor, leaders  of  the  Legislature  and  other  interested 
parties  for  comment.  When  all  views  have  been  re- 
ceived and  considered,  the  bill  will  be  finalized  and  sub- 
mitted to  the  Legislature  for  introduction. 

In  regard  to  our  program  bills  and  the  malpractice 
group  approved  by  the  Council,  your  committee  agreed 
that  the  malpractice  bills  should  be  given  the  highest 
priority  at  this  session  of  the  Legislature.  While  our  Al- 
bany representatives  will  seek  to  have  our  remaining 
bills  introduced,  and  will  do  everything  possible  under 
the  circumstances  to  promote  their  enactment,  your 
committee  feels  strongly  that  their  efforts  in  regard  to 
malpractice  should  not  be  diluted  and  that  the  malprac- 
tice legislation  should  be  given  the  greatest  attention. 


Following  adjournment,  your  committee  members  at- 
tended the  Conference  on  Professional  Medical  Liability 
Insurance  which  dealt  with  legislation,  public  relations 
and  insurance  coverage  in  regard  to  malpractice. 

MALPRACTICE  CRISIS 

Since  our  last  report  to  you,  the  Director,  Legislative 
Counsel  and  Division  staff  have  worked  continually  on 
all  legislative  aspects  of  the  malpractice  crisis.  The  Di- 
rector and  staff  have  been  exchanging  information  with 
other  state  medical  societies’  researching  various  ideas, 
assisting  MSSNY  spokesmen  who  have  appeared  at 
public  hearings,  and  working  with  the  Society  Com- 
mittees dealing  with  this  subject.  In  addition  to  these 
activities,  the  Director  and  Legislative  Counsel  have  met 
almost  daily  with  the  legislators  and  administrative  offi- 
cials, including  the  Governor’s  staff,  trying  to  find  a so- 
lution to  this  problem. 

To  supplement  the  aforementioned  efforts  of  our  leg- 
islative representatives,  meetings  have  also  been  con- 
ducted with  members  of  the  State  Bar  Association,  the 
Trial  Lawyers  Association,  and  the  Association  of  the 
Bar  of  the  City  of  New  York.  In  each  case,  these  meet- 
ings have  resulted  in  a greater  understanding  of  the 
views  of  the  respective  organizations  and  a valuable  ex- 
change of  ideas.  State  Medical  Society  leaders  have  ac- 
tively participated  in  these  gatherings. 

PUBLIC  HEARINGS  AND  PRIVATE 
CONFERENCES  ON  MALPRACTICE 

OCTOBER  4,  1974 — The  Select  Committee  on  Insur- 
ance conducted  a hearing  on  the  malpractice  insurance 
crisis  in  New  York  City.  Robert  G.  Hicks,  M.D.,  spoke 
on  behalf  of  MSSNY,  and  the  director  and  our  indemni- 
ty representative  attended. 

JANUARY  6,  1975 — A joint  hearing  was  conducted 
by  the  Select  Committee  on  Insurance  and  the  Senate 
Health  Committee  in  New  York  City.  Ralph  S.  Emer- 
son, M.D.  delivered  the  statement  for  the  State  Medical 
Society,  and  the  Director  and  Legislative  Counsel  also 
attended  this  hearing. 

JANUARY  29,  1975 — A private  meeting  was  held 
with  the  Governor  and  his  staff.  John  H.  Carter,  M.D. 
and  John  C.  Rice,  Esq.,  Legislative  Counsel,  represented 
the  Society  and  presented  our  legislative  proposals  to  al- 
leviate this  problem. 

JANUARY  31,  1975 — A public  hearing  on  malprac- 
tice was  held  in  New  York  City  by  the  Assembly  Insur- 
ance and  Health  Committees.  Robert  G.  Hicks,  M.D. 
again  presented  a statement  for  the  State  Medical  Soci- 
ety and  our  Director  and  Legislative  Counsel  attended. 

FEBRUARY  4,  1975 — A second  hearing  was  held  by 
the  two  Assembly  Committees  in  Albany.  John  H.  Car- 
ter, M.D.  spoke  on  behalf  of  MSSNY  and  the  Director 
attended  this  hearing. 

FEBRUARY  6,  1975 — The  last  of  three  hearings  con- 
ducted by  these  same  Assembly  Committees  was  held  in 
Rochester.  Lynn  R.  Callin,  M.D.  represented  the  State 
Medical  Society,  and  the  director  also  attended  this 
hearing. 

MALPRACTICE  LEGISLATIVE  CONFERENCE 
OF  COUNTY  MEDICAL  SOCIETY 
REPRESENTATIVES 

At  the  direction  of  our  Executive  Vice-President, 
Henry  I.  Fineberg,  M.D.,  the  State  Medical  Society  con- 
ducted a malpractice  legislative  conference  of  county 
medical  society  representatives  on  January  13,  1975  at 
the  DeWitt  Clinton  Hotel,  Albany.  In  preparation  for 
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this  meeting,  the  director  and  division  staff  assisted  the 
administration  with  a mailing  announcing  this  confer- 
ence and  collected  the  responses  from  the  county  so- 
cieties. The  division  also  prepared  materials  for  dis- 
semination to  the  representatives  at  the  conference. 
Various  aspects  of  the  problem  were  discussed  at  the 
conference,  and  immediately  after  the  meeting,  the 
county  society  representatives  visited  the  offices  of  their 
own  legislators.  While  our  conference  and  private 
meetings  were  going  on,  other  physician  groups  were 
meeting  with  the  lawmakers  to  discuss  the  malpractice 
crisis. 

CONFERENCE  WITH  SENATOR  TARRY  J. 

LOMBARDI,  JR. 

On  the  evening  of  January  13,  1975,  leaders  of  the 
State  Medical  Society  met  with  Senator  Tarky  J.  Lom- 
bardi, Jr.,  and  members  of  his  staff  to  consider  various 
alternative  solutions  to  the  malpractice  crisis.  Also  in 
attendance  were  the  director  and  legislative  counsel. 
Dr.  Callin,  Dr.  Fineberg  and  others  presented  the  Soci- 
ety’s position  with  recommendations  for  change  in  the 
present  litigation  and  disciplinary  systems. 

MEDICAL  MALPRACTICE  MEDIATION 
PANELS  AND  THE  COURTS 

Since  September,  the  director  has  been  working  close- 
ly with  the  four  Appellate  Divisions  in  establishing  the 
last  of  the  malpractice  mediation  panels.  At  this  time, 
the  physician  lists  have  been  received  and  transmitted 
to  the  courts,  and  the  panels  are  now  functioning.  In 
December,  the  director  requested  and  received  from  the 
courts  much  useful  information  on  the  operations  of  the 
panels  to  that  point.  The  staff  is  also  updating  the  phy- 
sician lists  as  additions  and  changes  are  made  by  the 
county  societies. 

PRE-SESSION  WORK 

Following  the  Annual  Legislation  Conference,  the  Di- 
rector and  Legislative  Counsel  began  preparations  for 
the  1975  session  of  the  State  Legislature.  Following 
Council  approval  of  our  original  program,  drafts  of 
many  of  these  program  bills  were  drawn  up,  and  the  re- 
maining measures  are  now  being  prepared  for  introduc- 
tion. Since  December,  they  have  also  been  working  on 
the  malpractice  bills  approved  by  the  Council  and  the 
indemnification  approach  which  originated  in  Indiana 
and  Washington  State. 

1975  SESSION— STATE  LEGISLATURE 

The  State  Legislature  has  been  investigating  all  as- 
pects of  the  malpractice  problem  through  public  hear- 
ings held  by  the  Senate  Insurance  and  Health  Com- 
mittees and  the  Assembly  Insurance  and  Health  Com- 
mittees. The  State  Medical  Society  has  presented 
statements  at  each  of  these  hearings  and  is  cooperating 
with  the  Governor  and  the  lawmakers  in  every  way  pos- 
sible to  remedy  this  tragic  situation.  In  an  effort  to 
guarantee  that  malpractice  insurance  coverage  will  be 
available  to  physicians  after  July  1,  1975,  the  Senate  has 
passed  the  joint  underwriting  association  bill  (S.766-B, 
Dunne)  which  would  mandate  that  all  personal  injury  li- 
ability carriers  offer  malpractice  insurance  to  physicians 
who  are  unable  to  obtain  such  coverage  in  the  voluntary 
market.  Our  Albany  representatives  opposed  this  bill 
in  its  final  form  because  it  made  no  provision  to  limit 
the  presently  exorbitant  premium  rates,  allowed  for  no 
physician  control  over  the  administration  of  such  a pro- 
gram, and  permitted  the  carriers  to  sell  policies  on  both 


a claims-made  and  occurrence  basis.  To  date,  the  bill 
has  not  been  acted  upon  in  the  Assembly. 

MARCH  MEETING 

The  next  meeting  of  the  State  Legislation  Committee 
is  scheduled  for  March  9,  1975  at  the  Americana  Hotel, 
New  York  City  following  the  opening  session  of  the 
House  of  Delegates.  Thereafter  members  of  the  Com- 
mittee will  be  available  to  the  reference  committees  of 
the  House  to  provide  any  assistance  that  may  be  needed. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

The  reference  committee  wishes  to  commend  Dr. 
John  H.  Carter,  Chairman,  State  Legislation  Commit- 
tee, and  the  members  of  his  committee  for  their  superla- 
tive efforts  on  behalf  of  the  legislation  supported  by  the 
Medical  Society  of  the  State  of  New  York.  An  exten- 
sive supplementary  report  on  malpractice  legislation 
was  received  and  referred  to  the  Reference  Committee 
on  Insurance  and  Membership  Benefits  where  the  prob- 
lem of  malpractice  insurance  was  considered  in  toto. 
(See  page  1942) 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION  (PSRO) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  PSRO  are  as  fol- 


lows: 

Charles  N.  Aswad,  M.D.,  Chairman  Broome 

Irwin  Felsen,  M.D Allegany 

William  L.  Carver,  M.D Monroe 

Charles  L.  Sprinkle,  M.D Tompkins 

George  Lim,  M.D Oneida 

Daniel  F.  O’Keeffe,  M.D Warren 

Gerald  L.  Haines,  M.D Schenectady 

G.  Rehmi  Denton,  M.D Albany 

Martin  G.  Koloski,  M.D Dutchess 

Charles  Weller,  M.D Westchester 

Howard  B.  Goldstein,  M.D Rockland 

Jay  S.  Reibel,  M.D New  York 

William  Schwartz,  M.D Richmond 

Joseph  R.  Brennan,  M.D Kings 

Lester  Candela,  M.D Queens 

Joseph  F.  Chiaramonte,  M.D Nassau 

James  A.  Holleran,  M.D Suffolk 

Milton  Lowy,  M.D Bronx 


The  PSRO  Committee  has  met  monthly  at  Society 
headquarters.  A combined  committee  of  committee 
members  and  PSRO  Project  Directors  was  formally 
sanctioned  by  the  Council  at  its  January,  1974  meeting. 
This  committee  serves  in  an  advisory  capacity  to  the 
Statewide  Support  Center  for  PSRO.  The  committee 
has  supported  the  following  activities  for  the  Support 
Center  (SSC): 

1.  The  SSC  conducted  initial  consultation  visits 
to  many  of  the  State’s  PSRO  Areas  to  identify  areas 
in  which  the  SSC  could  provide  direct  assistance,  i.e. 
consultative  services  were  provided  under  subcontract 
to  the  Richmond  County  New  York  Professional 
Standards  Review  Organization  Inc.  (Region  XII)  in 
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the  preparation  of  their  draft  plan  for  Conditional 
designation  to  become  the  PSRO  in  Richmond  Coun- 
ty- 

2.  Demonstrations  of  data  processing  systems 
with  potential  PSRO  applications  were  presented,  in- 
cluding the  New  York  State  Hospital  Utilization  Re- 
view system  of  the  New  York  State  Health  Depart- 
ment, the  Medical  Advances  Institute  system  of  Ohio 
(MAI),  the  OSCHUR  system  of  Optimum  Systems  of 
Utah,  the  Dikewood  system  and  the  data  system  of 
Hospital  Association  of  New  York  State. 

3.  A seminar  on  computer  technology,  with  an 
emphasis  on  PSRO,  was  approved  and  co-sponsored 
by  the  SSC,  the  PSRO  Committee  and  the  IBM  Com- 
pany. Twenty-five  physicians  from  New  York  State 
participated  in  the  sessions  at  the  IBM  Educational 
Center  in  Poukeepsie,  New  York. 

4.  The  committee  has  approved  the  SSC  to  work 
with  MSSNY’s  Division  of  Research  and  Planning  to 
develop  specifications  for  the  Support  Center  to  serve 
as  a central  data  processor  for  New  York’s  seventeen 
(17)  PSRO  Regions. 

5.  The  committee  reviewed  and  approved  a 26 
minute  video  program  to  PSRO  produced  by  the  SSC. 
The  video  tape  is  available  at  no  charge  through  local 
PSRO’s  for  use  by  physician  groups,  hospitals,  medi- 
cal schools,  etc.  for  physician  education. 

6.  The  committee  has  authorized  the  SSC  to  work 
on  establishing  liaison  and  model  memos  of  under- 
standing with  the  State  Health  Department  and  fiscal 
intermediaries.  The  SSC  is  also  authorized  to  initiate 
discussions  with  the  five  PSRO  Areas,  in  which  there 
are  municipal  hospitals,  and  the  Health  & Hospital’s 
Corporation  of  New  York. 

7.  The  SSC  is  developing  specifications  for  a 
“double  blind”  coding  system  to  preserve  confidenti- 
ality of  physicians  undergoing  PSRO  review. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

The  annual  report  of  the  Committee  on  Professional 
Standards  Review  Organization  was  received  from 
Charles  N.  Aswad,  M.D.,  chairman.  This  committee 
met  monthly  and  served  in  an  advisory  capacity  to  the 
Statewide  Support  Center  for  PSRO.  Seven  specific 
areas  of  activity  are  related  in  the  report,  and  your  refer- 
ence committee  recommends  the  report  to  the  members 
for  their  information. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Resolution  75-17,  Service  Charges  on  Delinquent 
Accounts 

Introduced  by  Joseph  G.  Zimring,  M.D.,  as  an  Individu- 
al 

Whereas,  There  have  been  many  inquiries  as  to  the 
ethical  standards  involved  in  interest  charges,  collec- 
tion charges  and  service  charges  in  relation  to  the  col- 
lection of  physician’s  delinquent  fees;  and 

Whereas,  The  American  Medical  Association 
House  of  Delegates  at  its  December,  1974  meeting  in 
Portland,  Oregon,  adopted  a ruling  of  the  Judicial 


Council  of  the  AMA  favoring  service  charges;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  following  policy: 

“It  is  not  improper  for  a physician  to  add  a ser- 
vice charge,  equal  to  the  actual  administrative  cost 
of  rebilling,  on  accounts  not  paid  within  a reason- 
able time,  provided  that  patients  are  notified  in  ad- 
vance of  the  existence  of  this  practice.”;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  details  involved  as  to  the  defi- 
nition of  “a  reasonable  time”  and  “how  patients  are  to 
be  notified  of  the  existence  of  this  practice”  be  left  to 
the  local  county  medical  society. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

The  reference  committee  amended  the  second  re- 
solved of  this  resolution  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  concept  that  the  details  in- 
volved as  to  the  definition  of  “a  reasonable  time”  and 
“how  patients  are  to  be  notified  of  this  practice”  be 
left  to  the  local  county  medical  society  and  call  atten- 
tion to  the  fact  that  a physician  availing  himself  of 
this  policy  is  subject  to  the  Federal  Truth-in-Lending 
Act. 

Your  reference  committee  recommends  approval  of 
Resolution  75-17  as  amended. 

The  House  voted  to  adopt  Resolution  75-17  as 
amended. 

Resolution  75-19,  Medical  Society  of  the  State  of 
New  York  Authority  on  Medical  Licensure 

Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe, Inc.  and  Seventh  District  Branch 

Whereas,  The  number  of  malpractice  claims  is  in- 
creasing each  year,  settlements  are  higher,  and  the 
cost  of  malpractice  insurance  is  more  burdensome  to 
practicing  physicians  and  only  serves  to  increase  costs 
of  medical  care;  and 

Whereas,  Some  malpractice  cases  come  from  activi- 
ties of  incompetent  physicians;  and 

Whereas,  It  is  most  difficult  under  present  regula- 
tions for  the  medical  profession  to  discipline  or  con- 
trol the  activities  of  its  members;  and 

Whereas,  Local  county  societies  have  the  ability  to 
gather  and  review  data  and  make  recommendations; 
and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  the  ability  to  review  this  data  and  act  upon 
it;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  New  York  State  Legislature 
to  enact  laws  that  would  empower  the  State  and  coun- 
ty medical  societies  to  suspend  or  revoke  medical  li- 
censure of  a physician  when  deemed  necessary  by  his 
peers  with  the  physician  having  the  right  of  appeal  to 
the  Medical  Society  of  the  State  of  New  York  and  the 
courts. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 
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The  reference  committee  recommends  no  action  on 
this  resolution  because  the  intent  of  the  resolution  has 
been  served  by  the  introduction  of  S.1323  (Lombardi),  a 
bill  sponsored  by  the  State  Legislation  Committee. 

Actually,  Resolution  75-19  was  considered  by  a previ- 
ous reference  committee  and  I believe  this  was  in  error. 
(See  page  1945) 

The  House  voted  to  file  Resolution  75-19. 

Resolution  75-20,  Discontinue  Restrictions  on 
Schedule  IV  Drugs 

Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe, Inc.  and  Seventh  District  Branch 

Whereas,  The  use  of  tranquilizers  and  other  Sched- 
ule IV  drugs  has  been  well  established  in  the  practice 
of  medicine  for  use  by  patients  in  this  age  of  anxiety; 
and 

Whereas,  Restrictions  on  the  number  of  pills  pre- 
scribed, number  of  refills,  age  and  address  of  the  pa- 
tient has  not  been  shown  to  be  of  any  benefit  in  pa- 
tient care;  and 

Whereas,  The  above  restrictions  on  prescribing 
serve  only  to  inconvenience  the  patient  and  consume 
time  unnecessarily  of  the  physician  and  his  staff  in 
caring  for  his  patients;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to 
enact  laws  that  discontinue  the  present  restrictions  on 
Schedule  IV  drugs;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  the  New  York  Delegation,  intro- 
duce this  resolution  at  the  Annual  Meeting  of  the 
American  Medical  Association  for  action  on  a Federal 
level  where  similar  restrictions  are  in  effect  by  the 
Food  and  Drug  Administration. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  expressed  continuing  con- 
cern over  the  abuse  of  Schedule  IV  drugs  and  therefore 
recommends  disapproval  of  Resolution  75-20. 

The  House  voted  to  not  adopt  Resolution  75-20. 

Resolution  75-21,  Eliminate  Triplicate  New  York 
State  Prescription  Form 

Introduced  by  Medical  Society  of  the  County  of  Monroe 
and  Seventh  District  Branch 

Whereas,  The  triplicate  prescription  form  for  nar- 
cotics has  been  in  use  in  New  York  State  for  several 
years;  and 

Whereas,  No  evidence  has  been  forthcoming  that 
the  use  of  triplicate  prescription  forms  have  proven  of 
any  value  in  control  of  drug  abuse;  and 

Whereas,  The  use  of  triplicate  prescription  forms 
serves  only  to  add  to  the  time  physicians  spend  in  fill- 
ing out  forms  and  thus  reduce  time  available  for  pa- 
tient care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to 
enact  a law  suspending  the  use  of  a triplicate  form  for 
prescription  narcotics. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 


Your  reference  committee  amended  Resolution  75-21 
as  follows:  Delete  the  present  resolved  and  substitute 
the  following  resolved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  from  the  Department  of  Health 
data  on  the  effectiveness  of  the  triplicate  prescription 
law  in  curbing  the  abuse  of  drugs. 

Your  reference  committee  recommends  approval  of 
the  substitute  Resolved  for  Resolution  75-21. 

The  House,  after  discussion,  voted  to  add  the 
original  resolved  portion  to  the  substitute  re- 
solved. 

The  House,  after  further  discussion,  voted  to 
adopt  Resolution  75-21  as  amended. 

Resolution  75-22,  Standards  for  Operators  of 
Telephone  Answering  Services 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  The  answering  services  in  New  York 
State  do  not  set  any  standards  as  to  educational  qual- 
ifications for  operators;  and 

Whereas,  The  answering  services  do  not  apply 
standards  as  to  the  number  of  lines  an  operator  can 
manipulate;  and 

Whereas,  An  answering  service  may  have  side  by 
side  business  lines,  i.e.:  the  plumber,  the  electrician, 
the  oil  supplier,  etc.  with  the  profession  of  medicine; 
and 

Whereas,  These  answering  services  have  no  regula- 
tory agency  and  may  set  any  rates  it  may  deem  neces- 
sary; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  propose  and  work  for  the  enactment  of  leg- 
islation to  set  educational  standards  for  operators  of 
telephone  answering  services  for  physicians. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  recommends  disapproval  of 
this  resolution  and  suggests  that  such  problems  be  han- 
dled at  the  local  level. 

The  House  voted  to  not  adopt  Resolution  75-22. 

Resolution  75-23,  Drug  Identification  Code  Num- 
bers 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  It  is  essential  for  good  medical  practice  to 
be  able  to  readily  identify  any  medication  that  a pa- 
tient may  be  ingesting;  and 

Whereas,  Many  pills  and  capsules  at  present  con- 
tain no  identification  code  numbers  or  manufacturer’s 
name;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  legislation  making  it  mandatory 
to  identify  by  code  number  the  name  and  the  ingredi- 
ents of  every  pill  or  capsule  sold  to  consumers  in  the 
State  of  New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  this  resolution  through  the  New 
York  Delegation  at  the  Annual  Meeting  of  the  Ameri- 
can Medical  Association. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 
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Your  reference  committee  amended  Resolution  75-23 
by  the  deletion  of  the  two  resolveds  and  the  substitution 
of  the  following: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  manufacturers  of  drugs  to 
identify  by  code  products  sold  to  consumers  in  New 
York  State. 

Your  reference  committee  recommends  approval  of 
Resolution  75-23  as  amended. 

The  House  voted  to  adopt  Resolution  75-23  as 
amended. 

Resolution  75-24,  Deprivation  of  Aliens  Seeking 
American  Citizenship  of  their  Right  of  “Free 
Choice  of  Physician" 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  About  two  years  ago,  the  New  York  Dis- 
trict Office  of  the  United  States  Department  of  Jus- 
tice, Immigration  and  Naturalization  Service,  by  fiat, 
decreed  that  only  six  specified  installations  would  be 
recognized  for  physical  examination  of  the  aliens 
seeking  American  citizenship;  and 

Whereas,  Two  years  of  correspondence  with  the 
New  York  District  Office  of  the  United  States  Depart- 
ment of  Justice,  Immigration  and  Naturalization  Ser- 
vice involving  virtually  all  New  York  State  represen- 
tatives to  Congress,  has  shown  conclusively  that  the 
Immigration  Department  insists  upon  its  prerogative 
to  use  the  right  given  them  under  the  Immigration 
Department’s  directives  to  deprive  aliens  seeking 
American  citizenship  of  their  right  of  “free  choice  of 
physician”;  and 

Whereas,  The  Medical  Society  of  the  County  of 
Kings  has  pursued  this  matter  in  every  respect  except 
for  legal  action;  and 

Whereas,  This  obviously  involves  a Federal  agency 
and  hence  has  national  implication;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  insist  on  the  right  of  “Free  Choice  of  Physi- 
cian” for  aliens  seeking  American  citizenship;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  a resolution  at  the  annual  meet- 
ing of  the  American  Medical  Association  to  the  effect 
that  this  be  resolved  on  a National  Level. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  recommends  approval  of 
Resolution  75-24. 

The  House  voted  to  adopt  Resolution  75-24. 

Resolution  75-25,  Use  of  Drugs  by  Non-Medical 
Practitioners  as  Proposed  by  Assembly  Bill  Number 
1335 

Introduced  by  Seventh  District  Branch  and  Medical  So- 
ciety of  the  County  of  Monroe 

Whereas,  Assembly  bill  number  1335  introduced  in 
the  New  York  State  Legislature  would  strike  out  the 
present  restriction  on  the  use  of  drugs  by  an  optome- 
trist; and 

Whereas,  This  legislation  would  broaden  the  scope 
of  optometry  beyond  its  basic  intent,  abilities,  and 
training;  and 


Whereas,  An  optometrist  under  New  York  Statute 
is  a limited  nonmedical  practitioner  with  no  qualifica- 
tions to  enter  into  the  diagnosis  or  treatment  of  dis- 
ease; and 

Whereas,  Optometry  already  has  a reliable  non- 
contract tonometer  which  requires  no  topical  anes- 
thetic in  screening  for  possible  glaucoma;  and 

Whereas,  The  proposed  legislation  is  against  the 
public  interest  and  welfare;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  all  legislation  that  would  allow  the 
use  of  drugs  of  any  type  for  diagnostic  or  other  pur- 
poses by  nonmedical  practitioners  except  under  the 
supervision  of  a licensed  physician. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  amended  this  resolution  by 
the  deletion  of  the  words  “nonmedical  practitioners” 
and  the  insertion  of  the  word  “optometrists.”  The  com- 
mittee noted  that  a similar  resolution  (75-44)  was  re- 
ferred to  the  Reference  Committee  on  Medical  Services. 
The  reference  committee  recommends  approval  of  Reso- 
lution 75-25  as  amended. 

The  House,  after  discussion  amended  Resolution 
75-25,  by  the  deletion  of  “except  under  the  supervi- 
sion of  a licensed  physician.”  The  resolved  portion 
would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  all  legislation  that  would  allow  the  use 
of  drugs  of  any  type  for  diagnostic  or  other  purposes  by 
optometrists. 

The  House,  after  further  discussion,  voted  to 
adopt  Resolution  75-25  as  amended. 

Resolution  75-51,  Employment  of  Physician’s  As- 
sistant Only  by  M.D.  ’s 

Introduced  by  Medical  Society  of  the  County  of  Chau- 
tauqua 

Whereas,  The  State  of  New  York  has  seen  fit  to 
enact  a Physician  Assistant  (Associate)  law;  and 

Whereas,  It  is  the  stated  intent  of  at  least  one  hos- 
pital in  our  area  to  employ  physicians’  assistants;  and 
Whereas,  Employment  of  a physician’s  assistant  by 
an  institution  may  result  in  dilution  of  the  quality  of 
medical  care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  steps  to  see  that  the  law  provides  for 
the  employment  of  physicians  assistants  only  by 
M.D.’s  and  not  by  hospitals,  nursing  homes,  and  other 
agencies  or  institutions. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  amended  this  resolution  by 
changing  the  title  from  “M.D.’s”  to  “a  Physician,”  by 
the  deletion  of  the  third  whereas  and  the  resolved  por- 
tion, and  by  the  substitution  of  the  following  third 
whereas  and  resolved: 

Whereas,  Employment  of  a physician’s  assistant  by 
an  institution  without  adequate  physician  supervision 
would  result  in  a decrease  in  the  quality  of  medical 
care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
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New  York  communicate  with  hospitals,  nursing 
homes,  and  other  agencies  or  institutions  to  insist  that 
any  physician’s  assistants  in  their  employ  be  properly 
supervised  by  a physician  in  accordance  with  New 
York  State  Law. 

Your  reference  committee  recommends  approval  of 
Resolution  75-51  as  amended. 

The  House,  after  discussion,  voted  to  refer  Res- 
olution 75-51,  as  amended,  through  the  Council  to 
the  Committee  on  Health  Manpower. 

Resolution  75-73,  To  Require  Publication  of  Rules 
and  Regulations  Promulgated  by  New  York  State 
Administra  tion 

Introduced  by  Seventh.  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York 

Whereas,  Various  agencies  of  New  York  State,  such 
as  the  Health  Department,  Social  Services  Depart- 
ment, Bureau  of  Narcotics  Control,  State  Education 
Department,  Pharmacy  Board,  and  others,  promul- 
gate rules  and  regulations;  and 

Whereas,  The  rules  and  regulations  are  enforced 
without  transmittal  to,  or  knowledge  of,  the  medical 
practitioners  of  the  State  of  New  York;  and 

Whereas,  These  rules  and  regulations  are  frequent- 
ly not  submitted  for  study  and  comment  prior  to  im- 
plementation; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  enactment  of  legislation  to  require 
that  rules  and  regulations  promulgated  by  New  York 
State  administrative  agencies  be  printed  and  distrib- 
uted to  the  county  and  State  medical  societies  at  least 
30  days  prior  to  implementation;  and  be  it  further 
Resolved,  That  county  medical  societies  and  the 
State  Society  be  given  the  right  to  comment  on  such 
rules  and  regulations  and  the  heads  of  administrative 
agencies  be  required  to  consider  such  comments  with 
the  requirement  that  public  hearings  and  judicial  re- 
view be  allowed  if  so  requested  by  petition  under  Arti- 
cle 78  of  the  Civil  Practice  Law. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution  and  notes  that  Lombardi  Bill  S.7430, 
supported  by  the  Medical  Society  of  the  State  of  New 
York,  will  effectuate  the  intent  of  this  resolution. 

The  House  voted  to  adopt  Resolution  75-73. 

Resolution  75-75,  State  of  New  York,  Department 
of  Health 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  taken  a position  in  support  of  the  planning 
and  implementation  of  Professional  Standards  Re- 
view Organizations  in  seventeen  designated  areas 
throughout  the  State;  and 

Whereas,  Each  such  currently  organized  entity  has 
joined  with  the  Medical  Society  of  the  State  of  New 
York  through  the  facilities  of  the  State  Support  Cen- 
ter in  an  effort  to  achieve  the  goals  for  utilization  re- 
view as  expressed  in  Title  XI  of  PL  92-603;  and 

Whereas,  The  actions  of  the  State  of  New  York  De- 
partment of  Health  as  expressed  in  Hospital  Memo- 


randum, Series  75-32/33,  2/28/75  do  complicate  and 
confuse  the  orderly  progress  required  for  PSRO  de- 
velopment and  implementation  of  mandated  hospital 
utilization  review  programs  for  all  Title  V,  XVIII  and 
XIX  recipients;  and 

Whereas,  The  State  of  New  York  Department  of 
Health  is  preempting  PSROs  through  the  introduc- 
tion and  insistence  on  utilization  by  hospitals  of  the 
length  of  stay  data  generated  by  the  New  York  State 
Hospital  Utilization  Review  program;  and 

Whereas,  NYSHUR  continues  to  ignore  the  pres- 
ence of  both  the  individual  PSRO  entities  and  the 
State  Support  Center  when  promulgating  State  rules 
and  regulations  dealing  with  hospital  utilization  re- 
view and  the  development,  implementation  and  re- 
finement of  criteria,  norms  and  standards  for  concur- 
rent review  programs;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  until  such  time  as  the  New  York 
State  Hospital  Utilization  Review  program  and  the 
data  it  generates  can  be  properly  evaluated  by  mem- 
bers of  the  medical  profession  at  the  local  level,  the 
contention  that  it  represents  a superior  method  be  de- 
ferred; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  State  of  New  York,  Department  of 
Health  to  develop  meaningful  inter-relations  with  in- 
dividual Professional  Standards  Review  Organiza- 
tions and  the  State  Support  Center  so  that  informa- 
tion such  as  the  NYSHUR  LOS  data  may  be  intro- 
duced to  the  utilization  review  process  in  a more  con- 
structive manner.  Specifically,  NYSHUR  data 
should  be  given  to  PSROs  and  the  State  Support  Cen- 
ter to  be  used  by  each  for  the  refinement  of  those  LOS 
norms  which  are  being  developed  and  utilized  at  the 
local  level;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  join  with  the  individual  PSROs  and  the 
State  Support  Center  in  whatever  action  is  necessary 
to  convince  the  State  of  New  York,  Department  of 
Health  that  professional  standards  review  as  mandat- 
ed by  Title  XI  of  PL  92-603  gives  to  the  Medical  Pro- 
fession certain  rights  and  responsibilities  relating  to 
the  development  and  implementation  of  programs  for 
concurrent  admission  certification,  continued  stay  re- 
view, medical  care  evaluation  studies  and  physician, 
patient  and  institutional  profiles,  and  that  such  rights 
and  responsibilities  will  be  protected  and  exercised. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  amended  Resolution  75-75 
by  deleting  the  resolved  portion  and  substituting  the  fol- 
lowing resolved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  work  with  individual  PSRO’s  and  the  State 
Support  Center  toward  close  coordination  between 
PSRO  and  the  State  Department  of  Health  in  the  im- 
plementation of  PL92-603. 

Your  reference  committee  recommends  approval  of 
Resolution  75-75  as  amended. 

The  House  voted  to  adopt  Resolution  75-75  as 
amended. 
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Resolution  75-79,  Prescription  Drugs 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  free  enterprise  system  has  developed 
the  best  pharmaceutical  armamentarium  against  dis- 
ease; and 

Whereas,  The  bioequivalence  of  many  drugs  is  very 
much  controversial  and  still  to  be  determined;  and 

Whereas,  Which  medication  is  to  be  prescribed  is 
part  of  the  professional  judgment  of  the  treating  phy- 
sician; and 

Whereas,  The  government  has  indicated  that  it  fa- 
vors rather  a national  formulary;  and 

Whereas,  The  regulation  by  Department  of  Health, 
Education,  and  Welfare  to  allow  only  the  lowest  avail- 
able price  for  drugs  for  Medicaid  and  Medicare  pa- 
tients is  a step  towards  the  national  formulary  and 
the  elimination  of  the  prescribing  judgment  of  the 
physician;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  physicians  continue  to  use 
their  professional  judgment  no  matter  what  regula- 
tion or  procedure  any  third  party  institutes;  and  be  it 
further 

Resolved,  The  Medical  Society  of  the  State  of  New 
York  urge  that  should  this  continuation  of  their  prac- 
tice of  ethical  medicine  in  this  regard  lead  to  any  dif- 
ficulty with  any  third  party,  these  respective  levels  of 
organized  medicine  stand  ready  to  support  any  legal 
action  in  the  maintenance  of  ethical  medicine;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  its  delegates  to  the  American  Med- 
ical Association  to  recommend  to  its  members  that  all 
physicians  be  reminded  that  they  are  ethically  bound 
to  use  their  professional  judgment  in  the  prescription 
of  drugs. 


Resolution  75-92,  Opposition  to  Legislation  Re- 
garding a National  Formulary 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  American  Medical  Association’s 
“Drug  Evaluations”  are  fully  adequate  to  facilitate 
the  highest  of  medical  care;  and 

Whereas,  Several  bills  are  being  introduced  in  Con- 
gress to  establish  a national  formulary  determined  by 
the  government;  and 

Whereas,  This  therefore  is  another  unwarranted 
step  in  the  government  takeover  of  the  medical  pro- 
fession; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  delegates  to  the  AMA  in- 
struct our  legislative  representatives  to  oppose  such 
legislation;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  and  the  delegates  to  the  AMA  recommend 
to  each  of  their  memberships  that  should  such  unwise 
legislation  be  passed  that  our  members  disregard  any 
regulation  or  law  based  on  a national  formulary;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  similarly  that  each  of  these 
levels  of  organized  medicine,  the  MSSNY,  and  the 
AMA  will  support  any  suit  by  any  member  who  resists 
being  forced  by  regulation  or  law  to  operate  under  a 
national  formulary. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  considered  Resolutions 
75-79  and  75-92  together  since  they  deal  with  the  same 
subject.  The  committee  presents  the  following  substi- 
tute for  these  two  resolutions: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  physicians  continue  to  use 
their  professional  judgment  in  the  prescription  of  drugs. 

Your  reference  committee  recommends  approval  of 
the  substitute  resolution. 

The  House,  after  discussion,  amended  the  substi- 
tute resolution  by  adding  a second  resolved,  as  fol- 
lows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  express  its  opposition  to  the  concept  of  a 
national  formulary. 

The  House,  after  discussion,  voted  to  adopt  the 
substitute  resolution  as  amended. 

Resolution  75-83,  “ Certification  of  Need”  Legisla- 
tion 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  “Certification  of  need”  legislation  (for 
hospital  and  clinic  construction)  has  been  declared 
unconstitutional  in  other  states;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  initiate  the  procedure  for  the  repeal  of  the 
National  Health  Planning  and  Resources  Develop- 
ment Act  of  1974  (PL  93-601)  in  this  State;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  notify  all  hospitals  and  clinics  in  the  State 
that  it  will  support  any  suit  challenging  the  constitu- 
tionality of  the  act. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

The  reference  committee  disapproves  of  this  resolu- 
tion because  “Certification  of  Need”  legislation  has 
been  a New  York  State  Law  since  1965  and  the  provi- 
sions of  the  National  Health  Planning  and  Resources 
Development  Act  of  1974  go  well  beyond  the  subject  of 
certification  of  need.  Testimony  presented  at  your  ref- 
erence committee  indicated  that  the  Central  New  York 
Regional  Medical  Program  and  the  Office  of  the  Gover- 
nor of  New  York  are  sponsoring  a conference  on  the 
subject  of  PL  93-641  on  March  17th  at  the  Sheraton  La 
Guardia  Hotel. 

Your  reference  committee  recommends  disapproval  of 
Resolution  75-83. 

The  House,  after  discussion,  voted  to  file  Reso- 
lution 75-83. 

Resolution  75-117,  Equal  Status  of  Pension  Plans 
of  Incorporated  Professionals  as  Recognized  Under 
Federal  Income  Tax  Law 

Introduced  by  Queens  County  Medical  Society 

Whereas,  The  New  York  State  Income  Tax  Law 
does  not  recognize  and  treat  the  Pension  Plan  of  pro- 
fessional corporations  as  does  the  Federal  Law;  and 
Whereas,  It  does  not  allow  participation  in  the  pen- 
sion plan  to  defer  payment  of  income  taxes  beyond 
that  allowed  by  the  Keogh  plan;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  propose  to  the  New  York  State  Legislature 
that  pension  plans  of  Incorporated  Professionals 
(P.C.)  be  given  equal  status  with  pension  plans  or 
other  corporations  as  recognized  and  treated  under 
Federal  income  tax  law. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
this  resolution  and  calls  attention  to  a bill  in  the  New 
York  State  Legislature,  supported  by  the  New  York 
State  Association  of  the  Professions  and  the  Medical  So- 
ciety of  the  State  of  New  York,  which  will  effectuate  the 
intent  of  this  resolution. 

The  House  voted  to  adopt  Resolution  75-117. 

Resolution  75-118,  Laity  on  Professional  Review 
Panels 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  Medical  care  is  provided  for  the  benefit 
of  the  patient;  and 

Whereas,  It  is  in  the  interest  of  all  patients  that  the 
medical  profession  be  responsive  to  the  patients 
needs;  and 

Whereas,  No  review  of  the  medical  profession 
would  be  complete  without  representation  on  behalf 
of  the  patient;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  professional  standards  and 
review  organizations  in  New  York  State  to  require 
representation  of  nonmedical  personnel  such  that  25% 
of  all  committees  at  all  levels  be  nonmedical  person- 
nel; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  delegates  to  the  American  Medical  Associa- 
tion introduce  a resolution  at  the  next  meeting  for  a 
similar  policy  nationwide. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  amended  this  resolution  by 
deleting  the  third  whereas  and  the  last  resolved.  The 
committee  then  amended  the  first  resolved  by  the  dele- 
tion of  the  word  “require”  and  the  insertion  of  the  word 
“seek”  and  the  addition  of  the  phrase  “through  the 
mechanism  of  advisory  committees”  following  the  word 
“personnel.” 

The  House,  after  discussion,  voted  to  amend  the 
amended  resolved  portion  by  the  addition  of  the 
phrase  “not  directly  involved  in  peer  review”  after  the 
word  “committees.” 

The  amended  resolved  portion  would  then  read  as  fol- 
lows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  professional  standards  and 
review  organizations  in  New  York  State  to  seek  repre- 
sentation of  nonmedical  personnel  through  the  mech- 
anism of  advisory  committees  not  directly  involved  in 
peer  review,  so  that  25%  of  all  committees  at  all  levels 
be  nonmedical  personnel. 

The  House  then  voted  to  adopt  Resolution  75- 
118  as  amended. 


Resolution  75-128,  Work  to  end  the  “Doctor 
Draft ” 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an  In- 
dividual 

Whereas,  Physicians  and  dentists  have  been  sin- 
gled out  as  the  only  individuals  subject  to  the  military 
draft;  and 

Whereas,  Physicians,  as  well  as  all  other  individu- 
als, should  have  the  freedom  of  choice  to  live  and 
work  in  a free  society  in  a manner  which  they  them- 
selves so  choose;  and 

Whereas,  Such  physicians  freed  from  military  ser- 
vice could  better  serve  the  people  of  New  York  State; 
and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  dedicated  itself  to  work  to  abolish  the  doctor 
draft  (see  Resolution  73-97);  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  American  Medical  Association 
to  petition  the  President,  the  Congress,  and  the  di- 
rector of  Selective  Service,  to  abolish  the  so-called 
“Doctor  Draft”  and  to  institute  appropriate  measures 
to  develop  voluntary  medical  enlistments;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  oppose  any  continuation  of  the 
drafting  of  physicians  for  involuntary  service  in  the 
armed  forces. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  recommends  filing  of  this 
resolution  and  points  out  that  testimony  before  the  ref- 
erence committee  indicates  that  physicians  cannot  be 
drafted  under  the  present  draft  law  without  specific  au- 
thorization by  the  Congress. 

The  House  voted  to  file  Resolution  75-128. 

Resolution  75-132,  Federally  Insured  Loan  Ceil- 
ings 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  The  present  ceiling  on  Federally  insured 
loans  which  can  be  borrowed  to  finance  graduate  edu- 
cation is  a total  of  $10,000.00;  and 

Whereas,  Tuition  costs  are  rising  to  greater  than 
$5,000.00  per  year  at  several  medical  schools;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  raising  the  ceiling  on  total  Federal- 
ly insured  loans  which  can  be  borrowed  to  finance 
graduate  education  to  $30,000.00. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

The  committee  rewrote  this  entire  resolution  with  the 
concurrence  and  consultation  of  the  Medical  Student 
Section. 

The  committee  recommends  approval  of  the  substi- 
tute resolution,  as  follows: 

Whereas,  The  maximum  limit  on  Federally  insured 
loans  which  can  be  borrowed  to  finance  graduate  edu- 
cation is  presently  limited  to  a total  sum  of  $10,000; 
and 
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Whereas,  There  has  been  a continuous  decrease  of 
Federal  money  available  to  medical  students  in  the 
form  of  health  professional  loans  and  scholarships; 
and 

Whereas,  Tuition  costs  are  steadily  rising  to  over 
$5,000  per  year  at  several  medical  schools;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  influence  to  encourage  the  Federal 
Government  to  make  more  money  available  to  medi- 
cal students  through  the  Health  Professional  Loans; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  Federal  Government  action  to  re- 
institute their  professional  scholarship  grants,  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  support  in  the  New  York  State  Legis- 
lature to  increase  the  maximum  limit  that  a student 
may  borrow  from  the  New  York  State  Higher  Educa- 
tion Assistance  Corporation  from  the  present  maxi- 
mum of  $10,000;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York’s  delegates  introduce  a similar  resolution  at 
the  American  Medical  Association  Convention  to  se- 
cure their  support. 

The  House  voted  to  adopt  the  substitute  reso- 
lution. 


Resolution  75-133,  Utilization  Review  Plan — Re- 
quired by  New  York  State  Department  of  Health 
Regulations 

Introduced  by  Medical  Society  of  the  County  of  Erie 

Whereas,  The  American  Medical  Association  has 
filed  a suit  to  prevent  implementation  of  a regulation 
of  Health,  Education,  and  Welfare  which  would  re- 


quire hospitals  to  have  in  effect  by  April  1, 1975  a pro- 
gram for  the  review  of  Medicaid-Medicare  hospital 
admissions  within  a twenty-four  hour  period;  and 

Whereas,  The  New  York  State  Department  of 
Health,  under  Article  28  of  the  Public  Health  Law  of 
New  York  State,  has  promulgated  a regulation  requir- 
ing hospitals  to  have  in  effect  by  April  1,  1975  a pro- 
gram of  review  of  hospital  admissions  for  all  non- 
Medicaid  and  non-Medicare  cases,  within  24  hours; 
and 

Whereas,  Even  though  the  American  Medical  Asso- 
ciation wins  its  case  against  HEW,  this  will  not  invali- 
date the  regulation  of  the  New  York  State  Depart- 
ment of  Health;  and 

Whereas,  Such  review  interferes  with  the  physi- 
cian’s right  to  practice  medicine  and  the  patient’s 
right  to  privacy  and  access  to  medical  care;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  institute  legal  action  to  test  the  legal  validi- 
ty of  the  regulation  of  the  New  York  State  Depart- 
ment of  Health  promulgated  under  Article  28  of  the 
Public  Health  Law. 

Funding.  The  sponsor  of  this  resolution  believes 
that  it  will  require  funding  to  the  extent  of  $15,000.00. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Guy  S.  Alfano,  M.D.,  Chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution. 

The  House,  after  discussion,  voted  to  adopt  Res- 
olution 75-133.* 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 

* For  further  action  on  Resolution  75-133  see  page  2072 
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Public  Health 

COMMISSION  ON  PUBLIC  HEALTH  AND 
EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Commission  on  Public 
Health  and  Education  is  as  follows: 

Keith  O.  Guthrie,  Jr.,  M.D.,  Chairman  ....  New  York 

William  A.  Bauman,  M.D New  York 

Marcelle  T.  Bernard,  M.D Bronx 

Charles  A.  Bertrand,  M.D Westchester 

Stephen  W.  Blatchly,  M.D Tompkins 

Marvin  L.  Bloom,  M.D Erie 

Lester  J.  Candela,  M.D Queens 

George  F.  Cunningham,  M.D Suffolk 

Arthur  H.  Dube,  M.D Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

Stanley  I.  Fishman,  M.D Kings 

Vincent  J.  Fontana,  M.D New  York 

Irving  G.  Frohman,  M.D Queens 

Stanley  E.  Gitlow,  M.D New  York 

Leonard  L.  Heimoff,  M.D Bronx 

Milton  Helpern,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

David  N.  Kluge,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

Herbert  A.  Laughlin,  M.D Chautauqua 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  M.D Westchester 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

Charles  E.  Rogers,  M.D Nassau 

John  D.  States,  M.D Monroe 

Bruce  P.  Webster,  M.D New  York 

The  commission  held  its  annual  meeting  on  July  18, 
1974  at  the  headquarters  of  Health  Department  of  New 
York  State.  We  were  the  guests  of  the  Department  and 
were  very  cordially  welcomed  by  Hollis  S.  Ingraham, 
M.D.,  Commissioner.  The  meeting  was  well  attended 
by  the  chairmen  of  the  committees,  only  three  of  whom 
were  unable  to  be  present  because  of  the  pressure  of 
other  duties.  Reports  were  submitted  from  every  com- 
mittee and  thoroughly  discussed  by  all  present,  includ- 
ing representatives  from  the  Departments  of  Health, 
Mental  Hygiene,  and  Education.  As  in  previous  years 
the  time  limit  imposed  by  a one  day  meeting  significant- 
ly diminished  the  productiveness  of  the  meeting.  All 
concerned  feel  that  a longer  meeting  is  indicated,  and 
your  commission  chairman  recommends  that  staff  be  in- 
structed to  explore  the  feasibility  and  cost  of  a two-day 
meeting  in  1975. 

Your  chairman  also  recommends  that  the  members  of 
the  House  of  Delegates  carefully  read  all  committee  re- 
ports in  order  to  inform  themselves  of  the  vast  amount 
of  valuable  work  contributed  to  MSSNY  by  its  various 
committees.  Particular  attention  is  called  to  the  report 
of  the  Joint  Ad  Hoc  Committee  (Committees  on  Alco- 
holism, Drug  Abuse,  and  Mental  Health)  which  was  ap- 
pointed to  devise  a solution  to  the  problems  of  the  “sick 
physician.”  This  report  represents  a voluminous 
amount  of  work  and  is  a valuable  contribution  to  our 
State  Medical  Society.  It  illustrates  one  effort  being 
made  by  MSSNY  to  assist  its  members.  The  report  was 


* For  action  on  reports  of  the  committees  in  the  Commission, 
see  pages  2001, 2015-2019 


approved  by  the  Council  at  its  meeting  on  September 
12,  1974. 

Attention  is  also  directed  to  the  reports  of  the  Com- 
mittees on  Continuing  (Postgraduate)  Education,  Data 
Processing  in  Medicine,  Cancer,  Quackery,  and  Aging 
and  Nursing  Homes.  Delegates  should  familiarize 
themselves  with  all  these  reports  before  the  delibera- 
tions of  the  House. 

As  chairman  of  the  Commission  on  Public  Health  and 
Education  and  on  behalf  of  the  committee  chairmen 
who  make  up  the  commission,  may  I express  my  appre- 
ciation of  the  assistance  rendered  to  the  commission  by 
the  staff  of  the  Division  of  Scientific  Activities  of 
MSSNY. 

Respectfully  submitted, 

Keith  0.  Guthrie,  Jr.,  M.D.,  Chairman 

ACCIDENT  AND  INJURY  PREVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Ac- 


cident and  Injury  Prevention: 

John  D.  States,  M.D.,  Chairman Monroe 

Harold  Brandaleone,  M.D New  York 

James  Cosgriff,  M.D Erie 

Francis  J.  Gilroy,  M.D Broome 

James  E.  Holmblad,  M.D Schnectady 

George  Lim,  M.D Oneida 

Robert  Huszar,  M.D.,  Advisor Albany 

Leslie  Fisher,  M.D.,  Advisor Albany 


The  committee  met  three  times  in  the  past  year. 

Medical  Driving  Disabilities  and  Legislation  Re- 
garding Reporting  Thereof.  Medical  driving  disabil- 
ities have  remained  a primary  concern.  The  committee 
collaborated  with  the  New  York  State  Department  of 
Health  in  developing  a brochure,  “Should  Your  Patient 
Drive?”  Dr.  States,  Chairman,  represented  The  Medi- 
cal Society  of  the  State  of  New  York  and  moderated  one 
section  of  the  American  Medical  Association’s  National 
Conference  on  the  Aged  Driver,  May  2-4,  1974  at  Wash- 
ington, D.C.  The  committee,  at  its  most  recent  meet- 
ing, addressed  an  inquiry  to  the  Federal  Highway  Ad- 
ministration concerning  a contract  with  Southwest  Re- 
search Institute  to  write  a manual  of  guidelines  for  phy- 
sicians examining  interstate  commercial  drivers.  The 
expertise  of  the  committee  was  offered  to  aid  in  the  de- 
velopment of  this  manual  because  the  American  Medi- 
cal Association  Committee  on  Medical  Aspects  of  Auto- 
mobile Safety  was  disbanded  at  the  end  of  1972. 

These  physicians  have  chaired  ably  the  various  com- 
mittees composing  the  commission.  As  this  report  is 
being  written  in  the  Fall  of  the  year  many  of  the  com- 
mittee reports  will  be  incomplete  until  supplemental  re- 
ports are  submitted  at  the  end  of  the  year. 

A resolution  recommending  that  legislation  be  devel- 
oped and  supported  to  protect  physicians  who  report 
drivers  with  medical  disabilities  from  liability  was  sub- 
mitted and  approved  by  the  MSSNY  Council  and  has 
been  transmitted  to  the  MSSNY  Legislation  Committee 
for  implementation.  Hopefully,  such  legislation  will  be 
introduced  next  Spring.  It  is  believed  that  such  legisla- 
tion will  place  the  physician  in  a better  position  to  per- 
suade his  medically  disabled  driver  to  stop  driving  and 
that  his  reporting  against  the  patient’s  wishes  will  be 
rarely  necessary. 
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Detection  of  the  Alcoholic  Driver.  This  was  ex- 
tensively discussed,  and  a final  recommendation  not  de- 
veloped. Currently,  driver  license  applicants  are  re- 
quired to  answer  the  question,  “Have  you  been  confined 
to  an  institution  or  received  medical  treatment  for  alco- 
holism?” The  committee  believes  this  question  should 
remain  in  the  license  application  until  a better  means  of 
detection  is  devised.  Politically,  it  is  essential  that 
some  effort  be  made  to  detect  alcoholic  drivers.  Signifi- 
cant Federal  funds  are  contingent  on  this  ongoing  effort. 

In  the  near  future  it  may  be  technicologically  possible 
to  develop  a vehicle  with  an  alcohol  detector  which 
would  automatically  disable  the  vehicle,  if  the  driver 
was  intoxicated.  Research  efforts  are  on  the  way  in  the 
United  States  and  Japan  at  this  time  and  this  may  pro- 
vide a far  more  effective  means  of  preventing  the  alco- 
holic driver  from  driving  when  he  is  intoxicated. 

Surveillance  of  the  New  York  State  Legislature. 
This  was  maintained.  The  committee  supported  the 
Consumer  Home  Products  Safety  legislation  because  of 
the  pioneering  research  program  which  would  be  ex- 
panded through  the  legislation.  The  bill  failed  but 
hopefully,  will  be  reintroduced  in  1975. 

Seat  belt  usage  legislation  was  again  introduced  by 
Senator  John  D.  Caemmerer  and  passed  the  Senate  but 
was  not  reported  out  of  committee  in  the  Assembly. 
Hopefully,  this  bill  will  be  enacted  in  1975. 

A law  was  enacted  requiring  that  new  school  buses  be 
equipped  with  high  back  seats,  offering  impact  protec- 
tion to  passengers  seated  behind  them  and  neck  protec- 
tion for  the  occupant  in  the  seat.  This  law  represents  a 
significant  step  forward  in  school  bus  safety. 

Vision  Problems.  Two  committee  members  have 
participated  in  the  New  York  State  Driver  Licensing 
Physician  Consultant  Panel  advisory  to  the  Department 
of  Health  and  Department  of  Motor  Vehicles.  Vision 
problems  have  remained  the  source  of  controversy  but 
the  gradual  introduction  of  a peripheral  field  test  will 
resolve  many  of  these  controversies,  it  is  believed.  At 
present,  some  legally  blind  drivers  continue  to  be  li- 
censed by  using  telescopic  lenses  which  technically  meet 
present  vision  standards  but  would  not  meet  peripheral 
vision  standards  when  they  are  introduced. 

Bicycle  Safety.  Bicycle  safety  was  also  discussed 
with  presentation  of  statistics  showing  that  each  year 
this  becomes  a more  serious  problem.  There  was  also 
discussion  of  the  reporting  by  physicians  of  drivers  with 
disabilities. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 

AGING  AND  NURSING  HOMES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Committee  on  Aging  and 


Nursing  Homes  is  as  follows: 

Marcelle  T.  Bernard,  M.D.,  Chairman Bronx 

Robert  Collins,  M.D Syracuse 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze,  III,  M.D Suffolk 

James  A.  Moore,  M.D Albany 

Leon  M.  Rothman,  M.D Kings 

George  M.  Warner,  M.D.,  Advisor Albany 


This  committee  endeavors  to  keep  informed  on  the 
distribution  of  medical  care  (or  lack  of  it)  among  the  el- 
derly in  nursing  homes  and  health  related  facilities.  We 
are  concerned  with  Federal  and  State  regulations  as 
they  affect  medical  practice  in  nursing  homes  and  quali- 
ty patient  care. 

Of  prime  importance  in  this  year’s  deliberations  was 
utilization  review.  Since  1966,  the  utilization  review  re- 
quirements paralleled  Medicare  requirements  and  the 
basic  approach  was  that  of  peer  review.  It  is  vitally  nec- 
essary to  assure  that  each  and  every  patient  receives  the 
services  he  needs  to  achieve  his  maximum  potential  in 
the  most  suitable  setting. 

A major  problem  in  chronic  illness  care  is  the  relative 
unrelatedness  of  needs  of  patients  to  their  clinical  diag- 
nostic labels.  Another  is  the  lack  of  information  to 
identify  functional  deficits  and  physical  impairments. 
A third  problem  is  in  profiling  the  complex  of  deficits 
and  of  needs  in  all  areas  of  care. 

It  was  learned  that  a workable  terminology  is  needed 
in  assessing  and  classifying  patients  for  long  term  care. 
Patient  assessment  systems  are  designed  to  obtain  in- 
formation that  includes: 

1.  Socio-demographic  data 

2.  Assessments  of  physical  impairments 

3.  Functional  status  assessments 

4.  Medical  status  identification  and  categorization 

5.  Assessments  of  needs  for  certain  kinds  of  special 
care  assistance. 

One  cannot  create  an  artificial  definition  of  care.  It  is 
far  better  to  know  the  needs  of  the  patient  and  to  care 
for  those  needs. 

The  committee  sent  a resolution  to  the  Council  for 
approval.  The  resolution  was  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  deplore  the  failure  of  residency  programs 
to  include  adequate  training  in  geriatric  medicine; 
and  be  it  further 

Resolved,  That  the  New  York  delegation  to  the 
American  Medical  Association  be  instructed  to  intro- 
duce a resolution  or  resolutions  at  the  June  meeting  of 
the  AMA  House  of  Delegates  calling  for  an  increased 
effort  for  training  physicians  in  geriatrics;  and  be  it 
further 

Resolved,  That  the  AMA  explore  with  appropriate 
specialty  groups,  such  as  the  American  Geriatrics  So- 
ciety, American  Academy  of  Family  Physicians, 
American  College  of  Physicians,  American  Society  of 
Internal  Medicine,  and  American  Psychiatric  Associa- 
tion, ways  in  which  geriatric  medicine  can  be  incorpo- 
rated into  residency  programs  in  family  practice,  in- 
ternal medicine,  and  psychiatry;  and  be  it  further 

Resolved,  That  programs  in  geriatric  medicine  be 
included  in  continuing  medical  education  curricula  at 
both  State  and  national  levels. 

Throughout  the  year,  the  Federal  Register  regarding 
skilled  nursing  facilities,  standards  for  certification,  and 
participation  for  Medicare  and  Medicaid  programs  was 
discussed  and  evaluated. 

RESOLUTION  74-52.  Amendment  to  Rules 
Applying  to  Proprietary  Nursing  Homes.  This  is  under 
study.  The  resolution  follows: 

Whereas,  Extended  care  facilities  throughout  the 
State  of  New  York  are  eligible  to  provide  skilled  nurs- 
ing care  for  Medicare  recipients;  and 
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Whereas,  The  State  of  New  York  designates  these 
same  facilities  as  “Nursing  Homes,”  thereby  subject- 
ing them  to  all  of  the  rules  and  regulations  governing 
proprietary  nursing  homes;  and 

Whereas,  This  leads  to  confusion  since  most  third 
party  carriers  will  not  pay  for  nursing  home  or  custo- 
dial care;  and 

Whereas,  The  New  York  State  Department  of  So- 
cial Services  now  makes  it  mandatory  for  any  nursing 
home  with  empty  beds  to  accept  patients  from  out- 
side the  community;  and 

Whereas,  Extended  care  facilities  are  already  main- 
taining nursing  home  transfer  lists  to  remove  custo- 
dial patients  from  these  institutions,  so  as  to  retain 
their  rehabilitative  and  convalescent  functions  in  pro- 
viding skilled  nursing  care;  therefore  be  it 

Resolved,  That  the  State  of  New  York  differen- 
tiate between  a contiguous  hospital-affiliated  extend- 
ed care  facility  and  a nursing  home;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  present  regulations  and  re- 
quirements by  the  New  York  State  Department  of  So- 
cial Welfare  and  the  New  York  State  Department  of 
Health  applying  to  proprietary  nursing  homes,  be  re- 
moved from  the  rules  governing  the  contiguous  hospi- 
tal-affiliated extended  care  facility. 

The  Committee  on  Aging  and  Nursing  Homes  pre- 
sented to  the  Council  a recommendation  that  a sympo- 
sium be  held  with  regard  to  Medical  Directors  in  Long 
Term  Care  Facility.  This  has  been  approved  and  the 
symposium  will  take  place  on  April  4-6,  1974  at  the 
Concord  Hotel. 

The  program  will  be  presented  in  cooperation  with 
AMA.  The  purpose  of  the  symposium  is  to  increase  the 
knowledge  of  physicians  and  administrators  re  the  roll 
of  the  medical  directors,  to  communicate  ways  in  which 
physician  leadership  and  administrators  can  work  in  im- 
proving patient  care  in  facilities. 

On  September  20th  the  committee  met  with  Mr.  Her- 
man Gruber  of  the  AMA  Committee  on  Aging  and  with 
representatives  of  the  following  organizations:  New 

York  State  Nursing  Home  Association;  American  Col- 
lege of  Nursing  Home  Administrators;  New  York  State 
Association  of  Homes  for  the  Aging;  New  York  State 
Nurses’  Association;  Long-Term  Care  Education  Coor- 
dinator/HEW. 

Robert  Collins,  M.D.,  and  George  M.  Warner,  M.D. 
have  been  appointed  from  the  committee  to  work  with 
Mr.  Gruber  on  the  planning  of  the  seminar. 

I wish  to  express  thanks  to  the  members  of  committee 
all  of  whom  are  knowledgeable,  interested  and  con- 
cerned with  the  problems  that  arise. 

My  special  thank  you  to  George  Warner,  M.D.,  for  his 
efforts  on  our  behalf  and  his  selfless  giving  of  his  time  to 
keep  us  informed  of  latest  Federal  and  State  regulations 
and  his  help  in  our  deliberations. 

Respectfully  submitted, 

Marcelle  Bernard,  M.D.,  Chairman 

ALCOHOLISM 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 
follows: 


Stanley  E.  Gitlow,  M.D.,  Chairman New  York 

LeClair  Bissell,  M.D New  York 

Sidney  Greenberg,  M.D New  York 

Luther  Cloud,  M.D New  York 

Stephen  Clement,  M.D Erie 

William  Holt,  Jr.,  M.D Albany 

Sheila  B.  Blume,  M.D Suffolk 

Susan  E.  Hanson,  M.D Monroe 

Pasquale  A.  Carone,  M.D Suffolk 


In  its  efforts  to  improve  the  prevention,  diagnosis, 
and  therapy  of  alcoholism,  the  committee  addressed  it- 
self to  reclassification  of  this  disease,  obtaining  statuto- 
ry group  health  insurance  for  alcoholism,  demanding  ad- 
equate coverage  for  alcoholism  in  any  health  insurance 
endorsed  by  the  county,  State,  or  national  medical  so- 
cieties for  New  York  State  physicians,  urging  favorable 
legislative  action  on  efforts  to  “decriminalize”  alcohol- 
ism (by  enactment  of  the  Giuffreda-Wertz  Bill),  and 
amendment  of  the  education  law  such  as  to  require  in- 
clusion of  alcoholism  in  professional  school  curricula, 
and  the  formulation  of  a system  whereby  earlier  and  su- 
perior medical  care  for  the  mentally  ill,  narcotic  addict- 
ed, or  alcoholic  physician  might  be  achieved  in  conjunc- 
tion with  improved  protection  of  those  patients  under 
the  care  of  such  “sick  physicians.” 

Efforts  in  regard  to  the  problems  of  the  “sick  physi- 
cian” were  conducted  in  cooperation  with  the  Com- 
mittees on  Mental  Health  (Allison  B.  Landolt,  M.D., 
chairman)  and  Drug  Abuse  (Leonard  L.  Heimoff,  M.D., 
chairman).  A subcommittee,  consisting  of  LeClair  Bis- 
sell, M.D.;  Stanley  E.  Gitlow,  M.D.;  Leonard  L.  Heimoff, 
M.D.;  Stephen  Nordlicht,  M.D.;  Allison  B.  Landolt, 
M.D.;  and  Abraham  Halpern,  M.D.;  formulated  detailed 
methodology  for  combatting  such  problems.  The  Coun- 
cil and  representatives  from  the  New  York  State  De- 
partment of  Education,  Division  of  Professional  Con- 
duct approved  the  plan  as  presented.  Council-ap- 
proved resolutions  during  the  past  year  include  the  fol- 
lowing: 

I.  Whereas,  Alcoholism  represents  one  of  the 

major  public  health  problems  in  the  State  of  New 
York;  and 

Whereas,  The  therapeutic  efficacy  of  broad  multi- 
disciplinary medical  treatment  programs  has  been 
widely  accepted  by  physicians  expert  in  the  care  of 
the  alcoholic;  and 

Whereas,  There  is  currently  inadequate  insurance 
coverage  for  the  care  of  alcoholism;  and 

Whereas,  New  York  State  in  its  Mental  Hygiene 
Law  of  1973  has  provided  for  licensure  of  alcoholism 
treatment  facilities,  thereby  accepting,  in  principle, 
the  wisdom  of  such  treatment  programs  for  the  care  of 
those  afflicted  with  alcoholism;  and 

Whereas,  The  absence  of  adequate  health  insur- 
ance for  the  care  of  the  alcoholic  subject  represents  a 
major  impediment  to  the  achievement  of  the  aims  of 
both  the  State  and  the  private  physician;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  encourage  early  passage  of  legisla- 
tion whereby  no  group  policy  or  group  plan  of  health, 
medical,  hospitalization,  or  accident  and  sickness  in- 
surance shall  be  delivered,  issued,  executed,  or  re- 
newed in  this  State,  or  approved  for  insurance  or  re- 
newal in  this  State  unless  such  group  policy  or  plan 
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specifically  includes  and  provides  health  service  bene- 
fits to  any  subscriber  or  other  person  covered 
thereunder  for  the  treatment  of  alcoholism  in  an  alco- 
holism treatment  facility  as  defined  in  the  Mental 
Hygiene  Law  and  implemented  in  the  Codes,  Rules, 
and  Regulations,  Part  84  and  86  of  the  Department  of 
Mental  Hygiene,  for  at  least  20  per  cent  of  the  total 
patient  days  allowed  by  the  policy  with  a minimum  of 
no  less  than  thirty  days  in  any  calendar  year. 

II.  Whereas,  In  the  International  Classification  of 
Diseases  (Eighth  Revision),  alcoholism  is  designated 
as  a mental  disorder  under  the  general  numerical  code 
303;  and 

Whereas,  This  places  alcoholism  into  a general 
classification,  numbers  300  to  309,  which  constitutes  a 
section  described  as — neurosis,  personality  disorders, 
and  other  nonpsychotic  mental  disorders;  and 

Whereas,  This  permits  only  a psychiatric  rather 
than  a medical  classification  of  this  disease;  and 

Whereas,  Clinical  and  investigative  work  of  the 
past  three  decades  has  led  many  workers  in  this  field 
to  the  conclusion  that  alcoholism  may  well  be  a medi- 
cal condition  with  concomitant  emotional  and  psychi- 
atric components;  and 

Whereas,  The  inclusion  of  alcoholism  under  a psy- 
chiatric nomenclature  appears  to  add  an  unnecessary 
and  undesired  stigma  to  this  already  overly  stigma- 
tized illness;  and 

Whereas,  As  long  as  alcoholism  remains  classified 
as  a psychiatric  disease,  third  party  payments  by  in- 
surance carriers  for  health  care  will  be  limited  to  that 
ordinarily  offered  for  psychiatric  conditions,  in 
amounts  often  less  adequate  than  those  for  medical 
diseases;  and 

Whereas,  It  is  the  considered  opinion  of  many  au- 
thorities in  the  field  of  alcoholism,  including  the 
members  of  the  Committee  on  Alcoholism  of  the 
Medical  Society  of  the  State  of  New  York,  that  expert 
treatment  of  the  patient  with  alcoholism  is  in  no  way 
limited  to  the  physician  whose  specialty  discipline  is 
that  of  psychiatry;  and 

Whereas,  The  present  classification  of  alcoholism 
as  a psychiatric  illness  represents  a major  impasse  to 
the  assumption  of  responsibility  by  third  party  con- 
tractors for  payments  for  health  care  of  these  patients 
to  other  than  psychiatrists;  and 

Whereas,  Adequate  medical  education  as  well  as 
research  concerning  alcoholism  might  be  significantly 
broadened  and  advanced  by  its  inclusion  within  a 
“medical”  classification  of  illness;  and 

Whereas,  Such  reclassification  might  also  result  in 
significant  improvement  in  the  accuracy  with  which 
alcoholism  is  reported  in  documents  dealing  with 
public  health;  and 

Whereas,  A precedent  currently  exists  for  a dual 
classification  of  certain  illnesses  (peptic  ulcer,  asth- 
ma, ulcerative  colitis,  etc.),  such  that  they  appear 
under  both  psychiatric  and  medical  codes;  therefore 
be  it 

Resolved,  That  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  endorse  the  dual  classifica- 
tion of  alcoholism  under  both  psychiatric  and  medical 
sections  of  the  International  Classification  of  Diseas- 
es. 

III.  Whereas,  Alcoholism  represents  a major  public 
health  problem  in  New  York  State;  and 


Whereas,  Instruction  in  alcoholism  and  its  treat- 
ment has  been  recommended  by  county,  State  and 
national  medical  organizations  for  inclusion  in  medi- 
cal school  curricula  for  many  years;  and 

Whereas,  These  curricula  have  yet  to  include  in- 
struction adequate  to  enable  physicians  to  manage 
problems  presented  by  patients  suffering  with  this 
disease;  and 

Whereas,  Legislation  (S.10231-A11978)  has  been 
introduced  in  the  New  York  State  Legislature  to  cor- 
rect this  deficiency  in  medical  school  education; 
therefore  be  it 

Resolved,  That  the  Committee  on  Alcoholism  of 
the  Medical  Society  of  the  State  of  New  York  unani- 
mously endorse  the  passage  of  this  legislation. 

The  Council  approved  the  following  proposed 
MSSNY  plan  for  the  alcoholic,  drug  addicted,  or  men- 
tally ill  physician. 

A.  Noncoercive  Approach.  A MSSNY  committee 
is  to  be  formed  known  as  the  Physicians  Committee.  It 
will  have  three  subcommittees,  each  composed  initially 
of  approximately  a dozen  physicians.  These  three  will 
be  the  Alcoholism,  Drug  Abuse,  and  Mental  Health  sub- 
committees. Appointments  to  these  committees  will  be 
recommended  by  the  existing  Alcoholism,  Drug  Abuse, 
and  Mental  Health  committees.  Insofar  as  possible, 
names  of  members  of  these  subcommittees  will  be  un- 
publicized. 

Subcommittees  will  function  as  follows: 

1.  A special  telephone  extension  will  be  set  up  at 
MSSNY  Headquarters  and  manned  by  a secretary 
fully  conversant  with  the  purposes  and  functions  of 
the  committee.  Each  subcommittee  will  give  a list  of 
names,  addresses,  and  phone  numbers  to  this  secre- 
tary. When  a call  is  received,  asking  that  someone 
aid  a sick  physician,  the  caller  (complainant)  will  be 
provided  with  two  names  and  asked  to  call  one  of 
them  directly.  There  is  no  restriction  as  to  the  quali- 
fications of  the  complainant.  He  will  not  be  required 
to  name  the  sick  physician  to  the  secretary.  The  sec- 
retary will  take  into  consideration  geographical  loca- 
tion but  will  otherwise  give  names  in  turn.  She  will 
notify  the  committee  members  chosen  to  expect  a call 
and  will  instruct  the  caller  to  state  his  business  in  a 
Physicians  Committee  matter.  If  desired,  the  secre- 
tary will  forward  to  the  complainant  a written  de- 
scription of  the  manner  in  which  the  Physicians  Com- 
mittee operates. 

2.  If  the  caller  is  willing  to  be  identified  by  name 
to  the  sick  physician,  one  caller  is  enough  to  activate 
the  subcommittee.  If  the  caller  prefers  that  his  name 
be  kept  confidential,  he  will  be  asked  to  get  a second 
person  to  call  so  as  to  minimize  any  risk  of  harass- 
ment. 

3.  The  committee  member  receiving  the  call  will 
explain  the  modus  operandi,  i.e.,  that  no  report  can  be 
given  nor  will  any  disciplinary  action  be  taken.  He 
will  invite  the  caller  to  contact  him  again  in  six  to 
eight  weeks  time  to  report  on  any  observed  changes  in 
the  sick  physician’s  behavior.  The  complainant  will 
be  informed  that  the  physician  to  whom  he  has  spo- 
ken will  not  himself  contact  the  sick  physician,  there- 
by minimizing  the  risk  of  leaking  privileged  informa- 
tion. 
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4.  Two  subcommittee  members  will  then  approach 
the  sick  physician,  inform  him  that  someone  ex- 
pressed concern  and  offer  him  assistance  in  dealing 
with  his  problem.  If  help  is  accepted,  referral  to  an 
appropriate  treatment  resource  will  be  made.  If  it  is 
refused,  there  will  be  no  coercion.  Subcommittee 
members  making  the  call  will  not  attempt  to  do  treat- 
ment themselves.  How  often  and  by  what  techniques 
the  sick  physician  will  be  approached  will  depend  on 
the  judgment  of  the  subcommittee  members. 

5.  Each  subcommittee  will  meet  together  on  a pe- 
riodic basis  to  share  experience  and  to  improve  their 
techniques.  No  individual  case  will  be  discussed  out- 
side of  the  subcommittee.  No  records  will  be  kept  ex- 
cept for  numbers,  type  of  problem,  and  result  if 
known  (unless  a hold  harmless  clause  can  be  legislat- 
ed). The  larger  Physicians  Committee  will  hold 
quarterly  meetings  of  representatives  of  the  subcom- 
mittees for  the  same  purposes. 

6.  Availability  of  this  opportunity  to  extend  help 
to  the  sick  physician  shall  be  well-publicized  so  that 
concerned  professionals  (and  others)  are  made  aware 
of  it. 

7.  It  is  hoped  that  concerned  colleagues  will  utilize 
this  approach  prior  to  resorting  to  the  coercive  meth- 
ods described  below.  Having  done  so,  if  coercion  be- 
comes necessary,  hopefully,  they  can  proceed  to  in- 
voke it  with  greater  personal  comfort,  knowing  that 
help  has  already  been  offered  and  rejected  or  that  the 
physician  was  too  ill  to  avail  himself  of  less  directive 
methods. 

B.  Coercive  Approach.  This  will  be  as  follows: 

1.  The  coercive  approach  will  utilize  no  more  than 
modifications  of  the  existing  structure  by  which  the 
Division  of  Professional  Conduct  of  the  New  York 
State  Department  of  Education  presently  operates. 
The  major  changes  will  affect  the  speed  and  efficiency 
with  which  charges  may  be  acted  upon.  Moreover, 
the  sick  physician  is  to  be  given  the  opportunity  to 
enter  “monitored  treatment”  (see  note  below)  at  each 
and  every  step  in  his  licensure  difficulties.  Entrance 
into  such  therapy  would  stop  the  progress  of  his  legal 
problems  at  the  level  then  attained.  A complainant 
both  calls  and  writes  (for  documentation)  directly  to 
the  Division  of  Professional  Conduct  of  the  New  York 
State  Department  of  Education. 

2.  Within  thirty  days,  DPC  investigates.  If  com- 
plaint appears  valid,  charges  are  filed  through  the  at- 
torney general  with  the  sick  physician  himself. 


* Monitored  treatment:  The  committee  agreed  that  an  obvious 
problem  in  previous  approaches  to  the  physician  coerced  into 
treatment  has  been  that  of  combining  a treatment  and  monitoring 
role  in  the  same  person.  Clearly  a sick  physician  who  continues 
to  act  out  with  drugs  or  alcohol  or  in  other  ways  will  not  feel  free 
to  admit  these  behaviors  to  the  same  person  who  may  have  to 
report  him.  Also,  it  is  difficult  to  trust  a therapist  to  whom  one 
has  been  assigned,  yet  free  choice  of  a reporting  physician  may 
well  lead  the  sick  physician  to  choose  a friend  whom  he  knows 
will  be  lenient.  A solution  to  this  problem  would  be  to  assign  the 
job  of  monitor  to  a physician  who  would  agree  to  fill  this  role  but 
who  would  not  attempt  to  do  treatment.  (The  monitor  should  be 
as  competent  as  the  treater.  His  methods  should  be  his  own  but 
with  the  DPC  staff  available  to  him  for  help  if  needed.  He  should 


3.  The  sick  physician  has  twenty  days  in  which  to 
reply.  He  has  two  options:  (a)  he  can  elect  to  go  into 
monitored  treatment*  without  this  constituting  an 
admission  of  guilt  or  acceptance  of  a diagnosis,  in 
which  case  the  M.D.  monitor  assumes  responsibility 
for  notifying  DPC  if  their  help  is  needed  beyond  this 
stage,  or:  (b)  he  can  fail  to  reply  or  deny  charges,  in 
which  case  DPC  investigates  again  within  thirty  days. 

4.  If  on  second  investigation  the  physician  is  still 
in  trouble  and  appears  imminently  dangerous,  the  at- 
torney general  (DPC)  seeks  a restraining  order  within 
ten  days.  If  at  this  point  the  sick  physician  accepts 
monitored  treatment,  charges  again  can  be  dropped. 
At  all  times  the  physician  is  fully  protected  by  the 
right  of  due  process,  including  the  right  of  appeal. 
On  the  other  hand,  a restraining  order  can  be  sought 
whenever  circumstances  appear  to  warrant. 

5.  If  no  urgency  exists  for  interrupting  the  physi- 
cian’s professional  activities,  charges  are  presented 
before  a hearing  panel  consisting  at  the  present  time 
of  five  or  more  members  of  the  Committee  on  Profes- 
sional Conduct  of  the  New  York  State  Board  for  Med- 
icine. The  present  sequence  of  appearance  before  the 
Committee  on  Discipline  of  the  Board  of  Regents,  re- 
view by  the  full  Board  of  Regents,  and,  if  desired,  by 
the  Appellate  Division  of  the  Court  may  still  be  fol- 
lowed in  such  a circumstance.  Following  such  a pro- 
cedure, a punitive  verdict  entailing  curtailment  of  li- 
censure privileges  may  be  arrived  at  and  monitored 
treatment  would  then  achieve  the  official  status  of 
probation  (finite  period). 

Problems: 

1.  Increased  budget  and  staff  are  needed  by  the 
Divison  of  Professional  Conduct  if  it  is  to  be  able  to 
function  efficiently. 

2.  Monies  will  have  to  be  found  to  pay  for  the 
treatment  needs  of  the  sick  physician.  While  we  have 
given  some  attention  to  insurance  coverage  for  alco- 
holism, this  requires  follow-up  and  similar  action  for 
the  drug  addict  and  the  mentally  ill.  Insurance  alone 
will  still  leave  the  problem  of  the  physician  who  is  not 
insured  and  who  will  in  some  cases  be  destitute. 

3.  Consideration  must  be  given  to  the  compensa- 
tion for  travel  expenses  of  Physicians  Committee 
members  and  services  of  physician  monitors. 

Respectfully  submitted, 

Stanley  E.  Gitlow,  M.D.,  Chairman 


not  be  able  to  demand  that  the  treating  M.D.  breach  the  confi- 
dence of  his  physician  patient.  His  responsibility  is  simply  to  de- 
termine whether  or  not  the  sick  physician’s  behavior  permits  his 
continuing  in  the  practice  of  medicine  without  endangering  the 
welfare  of  his  patients  and  his  reports  should  be  to  DPC  on  at 
least  a quarterly  basis.)  While  the  monitor  would  be  assigned, 
the  sick  physician  would  have  free  choice  of  the  person  to  whom 
he  entrusted  himself  for  treatment.  While  both  treating  and  re- 
porting physicians  might  be  psychiatrists,  in  the  case  of  alcohol- 
ism and  drug  addiction  problems  they  might  be  of  other  medical 
disciplines.  The  duration  of  monitored  treatment  would  remain 
at  the  discretion  of  the  Board  for  Medicine  (or  the  Court,  in  the 
case  of  a restraining  order). 
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CARDIOVASCULAR  DISEASE 

To  the  House  of  Delegates,  Ladies  and  Gentlmen: 


The  members  of  the  Committee  on  Cardiovascular 
Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  . . .Westchester 

Norman  S.  Amer,  M.D Nassau 

Charles  P.  Bailey,  M.D Bronx 

Joseph  T.  Doyle,  M.D Albany 

Franz  L.  Ebstein,  M.D Queens 

Abraham  Jezer,  M.D Bronx 

Jerome  A.  Schack,  M.D New  York 

Morris  A.  Shapiro,  M.D Schenectady 


The  committee  endorsed  the  hypertension  screening 
programs,  as  supported  by  the  New  York  Heart  Associa- 
tion, the  New  York  Heart  Assembly,  and  James  J.  Quin- 
livan,  M.D.,  Director  of  The  Hypertension  Program  of 
the  Health  Department  of  New  York  State.  The  state- 
ment made  by  Harry  S.  Lichtman,  M.D.,  chairman  of 
the  Preventive  Medicine  Committee  is  an  excellent  one 
— “the  committee  would  endorse  any  medically  con- 
trolled program  for  hypertension  that  would  not  exploit 
the  patient.”  Doctors  in  their  own  offices  can  be  of  great 
value.  Many  doctors  do  not  routinely  measure  blood 
pressure,  particularly  the  specialty  and  subspecialty 
groups,  ophthalmology,  ENT,  etc.  Imagine  the  yield  if 
such  groups  of  physicians  or  their  nurses  routinely  mea- 
sure blood  pressure.  This  should  be  done  on  a continu- 
ing basis.  Sometimes  hypertension  may  develop  sud- 
denly or  abruptly,  and  therefore  BP  screening  should  be 
done  on  a routine  basis,  year  after  year  after  year. 

Again,  this  year,  we  approved  the  leadership  course  in 
prevention  of  heart  disease,  given  by  N.  Alexiou,  M.D. 
Dr.  Alexiou  is  to  be  commended  for  his  fine  work. 

And  lastly,  cardiovascular  diseases  represent  the  larg- 
est segment  of  Internal  Medicine  and  as  yet,  there  is  no 
cardiovascular  section  in  the  Medical  Society  of  the 
State  of  New  York.  The  formation  of  such  a section 
was  discussed  at  our  last  Cardiovascular  Committee 
meeting  and  approved  unanimously.  Therefore,  appli- 
cation has  been  made  in  the  appropriate  manner 
and  referred  to  the  Council.  Accordingly  there  will 
be  a scientific  Session  on  Cardiovascular  Disorders  at 
the  next  meeting  in  March  1975.  According  to  the  By- 
laws, two  such  scientific  sessions  must  be  held  before  a 
section  may  be  established,  and  we  expect  that  the  sec- 
tion will  be  formally  established  in  1976. 

The  following  is  a report  presented  at  the  meeting  of 
the  Commission  in  July  by  Donald  D.  Dickson,  M.D., 
giving  highlights  of  a meeting  of  the  New  York  State 
Department  of  Health  Cardiac  Advisory  Committee 
held  on  May  17,  1974. 

1.  The  new  expanded  role  of  the  advisory  committee 
was  reviewed.  The  full  range  of  cardiac  diagnosis  and 
surgery  (adults  and  children),  including  coronary  ar- 
tery disease,  all  of  which  are  subject  to  approval  under 
Article  28,  are  now  to  be  within  the  purview  of  the 
Cardiac  Advisory  Committee.  This  will  include  both 
Upstate  and  New  York  City  facilities.  The  committee 
agreed  to  provide  input  on  all  new  applications  and 


on-recertification  of  existing  centers  in  the  following 
manner: 

a.  Review  reporting  data. 

b.  Perform  on-site  visits. 

c.  Review  and  recommend  standards/guidelines. 

It  was  agreed  that  the  New  York  City  committee 
would  continue  to  function  in  an  advisory  role  relative 
to  New  York  City  Centers.  Members  of  the  New 
York  City  committee  will  continue  with  site  visits  in 
their  area  and  report  their  findings  and  recommenda- 
tions to  the  State  advisory  committee. 

2.  As  noted  above,  Article  28  of  the  New  York 
State  Public  Health  Law  has  Statewide  application  to 
all  institutions  providing  cardiac  diagnostic  and  surgi- 
cal services  to  both  adults  and  children.  The  new 
Hospital  Code  item  relating  to  Cardiac  Diagnostic 
Centers  and  Cardiac  Surgical  Centers,  adopted  by  the 
State  Hospital  Review  and  Planning  Council  in  De- 
cember, 1973,  received  the  endorsement  of  the  adviso- 
ry committee.  There  was  general  consensus  that  the 
new  Code  item  allows  for  flexibility  and  the  exercise 
of  professional  judgment  in  assessing  quality  of  care 
of  the  services  rendered  in  the  Centers.  It  was  agreed 
that  the  optimum  number  of  procedures  (diagnostic 
and  surgical)  as  recommended  by  the  Inter-Society 
Commission  on  Heart  Disease  Resources,  should  not 
appear  in  the  Code,  but  can  be  used  as  guidelines  in 
the  review  and  assessment  of  facilities  by  the  Com- 
mittee team  members. 

3.  An  ad  hoc  committee  is  to  be  appointed  to  re- 
view and  revise,  as  indicated,  both  a diagnostic  and 
surgical  reporting  form  to  collect  pertinent  data  from 
approved  Centers  on  a uniform  basis  throughout  the 
State.  The  existing  forms  currently  in  use  to  collect 
data  from  the  New  York  City  facilities  will  also  be  re- 
viewed. It  was  agreed  by  all  that  the  diagnostic  and 
surgical  reporting  forms  should  be  uniform  through- 
out the  State.  It  was  also  agreed  that  the  report  peri- 
od should  be  changed  to  a calendar  year  basis.  Thus, 
the  1974  reporting  period  will  include  an  18  month 
period. 

Upon  receipt  of  the  reports  from  the  approved  fa- 
cilities, the  advisory  committee  will  assess  the  data  to 
determine,  insofar  as  possible,  quality  of  care  ren- 
dered. The  committee  will  perform  site  visits  if  nec- 
essary and  advise  the  commissioner  on  the  recertifica- 
tion of  the  existing  centers. 

4.  It  was  agreed  that  the  State  Health  Department 
will  ascertain  an  accurate  inventory  of  facilities  cur- 
rently providing  coronary  angiography. 

There  was  general  agreement  that  prior  to  the  site 
visit  by  a selected  team  of  the  Cardiac  Advisory  Com- 
mittee, the  Department  will  write  the  hospital  outlin- 
ing the  objectives,  request  pertinent  records,  and  in 
general  set  up  the  survey  program  ahead  of  the  site 
visit.  The  survey  team  will  submit  a report  of  their 
findings  and  recommendations  to  the  Department. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 
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CHRONIC  PULMONARY  DISEASES  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on 


Chronic  Pulmonary  Diseases: 

Frank  Clay  Maxon,  Jr.,  M.D.,  Chairman Albany 

Henry  J.  Brock,  M.D Erie 

William  C.  Clyne,  M.D Bronx 

Joseph  J.  Fusco,  M.D Columbia 

Marshall  Henry  Williams,  Jr.,  M.D Bronx 


Cromolyn  Sodium  for  the  Treatment  of  Asthma. 

During  the  past  year  the  Federal  Drug  Administration 
has  approved  cromolyn  sodium  for  use  in  the  treatment 
of  asthma.  This  drug  had  been  used  for  a number  of 
years  in  Europe  with  rather  promising  results.  Its  ac- 
tion in  the  control  of  asthma  consists  in  its  ability  to  in- 
hibit the  degranulation  of  Mast  cells  which  have  been 
sensitized  to  specific  antigens  to  which  the  individual  is 
allergic.  It  inhibits  the  release  of  histamine  and  SRS-A 
(slow  reacting  substance  of  anaphylaxis).  It  should  be 
pointed  out  that  this  is  not  a panacea  for  the  control  of 
asthma.  It  would  appear  that  its  use  is  appropriate  in 
those  asthmatics  who  require  frequent  or  continued 
treatment  with  corticosteroids  to  control  symptoms. 
The  severity  and  duration  of  bronchospasm  in  such 
cases  may  be  favorably  influenced  by  the  inhalation  of 
cromolyn  sodium,  which  is  dispersed  in  powder  form  by 
those  pharmaceutical  companies  providing  the  drug. 
Another  promising  area  in  asthma  control  would  appear 
to  be  in  those  asthmatics  who  develop  severe  broncho- 
spasm on  excess  exercise.  The  prophylactic  inhalation 
of  20  mg.  cromolyn  sodium  may  be  effective  in  prevent- 
ing episodes  of  bronchospasm . 

The  Fiberoptic  Bronchoscope.  During  the  past 
few  years  the  popularity  of  the  fiberoptic  bronchoscope 
has  increased.  Reports  concerning  the  effectiveness  of 
this  particular  instrument  with  its  appropriate  applica- 
tion are  appearing  with  increasing  frequency  in  the  liter- 
ature. Its  proper  use  enables  the  operator  to  visualize 
the  smaller  ramifications  of  the  bronchial  tree  more  ef- 
fectively than  with  the  conventional  bronchoscope.  It  is 
also  possible  to  obtain  brush  biopsy  specimens  in  more 
peripheral  areas.  It  is  not  necessarily  a simpler  proce- 
dure for  the  patient.  It  should  be  done  in  an  area  where 
there  are  available  all  facilities  for  respiratory  support. 
The  procedure  is  particularly  useful  in  the  evaluation  of 
patients  with  unexplained  hemoptysis  and  with  very 
small  peripheral  lesions.  It  would  seem  that  any  hospi- 
tal or  medical  center  with  a large  population  of  pulmo- 
nary disease  patients  should  have  or  should  develop  the 
capabilities  of  performing  fiberoptic  bronchoscopy. 

Alpha-1  Antitrypsin  Deficiency.  It  has  been  gen- 
erally appreciated  for  years  that  both  asthma  and  cystic 
fibrosis  are  pulmonary  diseases  which  have  some  degree 
of  congenital  background.  A genetic  abnormality  which 
may  be  present  in  individuals  who  develop  evidence  of 
severe  pulmonary  emphysema  in  young  adult  life  is 
alpha-1  antitrypsin  deficiency  the  serum  trypsin  inhibi- 
tory capacity  is  markedly  impaired.  An  association  be- 
tween a genetically  determined  deficiency  of  alpha- 1 
antitrypsin  and  emphysema  has  been  confirmed.  Pa- 
tients with  this  deficiency  will  develop  dyspnea  in  the 
third  or  fourth  decades  and  there  are  usually  uniformal- 
ly  symmetrical  radiological  changes  of  lower  lung  in- 
volvement characteristic  of  emphysema.  It  is  appropri- 
ate to  obtain  alpha- 1 antitrypsin  levels  on  all  young 


adults  who  have  evidence  of  pulmonary  emphysema.  If 
an  alpha- 1 antitrypsin  deficiency  is  demonstrated  it  is 
appropriate  to  study  siblings  and  children  of  the  pa- 
tient. It  would  seem  obvious  that  all  individuals  with  a 
tendency  to  have  reduced  alpha-1  antitrypsin  levels 
should  be  made  aware  of  the  situation  and  advised  to 
avoid  smoking  and  other  sources  of  bronchial  irritation 
and  to  be  particularly  aware  of  symptoms  of  bronchial 
infection  and  to  seek  early  appropriate  therapy. 

Observations  Regarding  Rifampin.  Dietrich 
Reimers,  M.D.,  of  Germany,  reported  at  the  22nd  Inter- 
national Tuberculosis  Conference  in  Tokyo  that  there 
appears  to  be  a breakdown  of  estrogen  by  rifampin. 
He  points  out  that  the  use  of  rifampin  in  women  on  oral 
contraceptives  has  been  associated  with  five  pregnancies 
occurring  among  88  women.  Dr.  Reimers’  observations 
were  reported  in  the  February  11,  1974  issue  of  the 
Journal  of  the  American  Medical  Association,  Vol.  227, 
No.  6.  Further  observations  in  this  regard  have  not  yet. 
been  forthcoming.  It  would  appear  that  clinicians 
treating  young  women  in  childbearing  age  with  ri- 
fampin should  be  alert  to  this  possible  problem  and  ei- 
ther advise  an  alternative  contraceptive  method  or  try 
to  avoid  the  use  of  rifampin. 

The  intermittent  use  of  rifampin  has  been  reported 
to  be  associated  with  a “flu-like”  syndrome;  also,  the 
formation  of  antibodies  has  been  observed  during  inter- 
mittent regimens  to  a significantly  greater  degree  than 
when  rifampin  is  administered  daily.  Therefore,  the 
most  desirable  program  of  therapy  is  to  prescribe  ri- 
fampin daily  and  to  carefully  supervise  the  patient. 

Respectfully  submitted, 

Frank  Clay  Maxon,  M.D.,  Chairman 

CHRONIC  PULMONARY  DISEASES 
(SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  an  addendum  to  the  report  submit- 
ted by  the  Chairman  at  the  meeting  of  the  Commission 
on  Public  Health  and  Education  in  Albany  on  July  18, 
1974. 

Recent  correspondence  from  The  Division  of  Hospital 
Affairs  and  Division  of  Health  Facilities,  Financing  and 
Development  of  the  New  York  State  Department  of 
Health  would  suggest  that  hospitals  may  indeed  pay  fel- 
lows in  subspecialties. 

“Salaries  or  stipends  paid  to  physicians  by  hospitals 
for  services  rendered  to  patients  are  allowable  costs 
under  both  the  Blue  Cross  and  Medicaid  reimbursement 
methods  employed  in  New  York  State.  Under  Medi- 
care rules  such  costs  are  recovered  as  Part  B billings  by 
Hospitals. 

“Costs  for  interns,  residents,  or  fellows  are  treated  as 
related  to  patient  care,  unless  in  some  unusual  cases,  it 
is  clear  that  a purely  educational  function  is  involved. 
It  seems  that  the  three  major  third-party  payors  can 
and  will  reimburse  for  the  expenses  connected  with  this 
program.” 

Under  this  interpretation  it  would  seem  appropriate 
for  subspeciality  services,  including  Pulmonary  Disease, 
to  seek  hospital  support  of  fellows  in  training. 

The  American  Lung  Association  Bulletin,  July-Au- 
gust 1974,  stated  Lifetime  Followup  No  Longer  Recom- 
mended for  TB  patients  having  received  two  years  of 
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drug  treatment.  The  committee  in  general  agrees  with 
this  recommendation.  It  is  felt  that  the  appropriately 
treated  inactive  TB  patient  should  have  the  same  medi- 
cal supervision  as  any  other  patient.  The  committee 
cautions  that  certain  problem  patients  such  as  diabetics, 
alcoholics,  silicotics,  etc.,  might  require  special  consider- 
ation particularly  in  situations  where  they  fall  into  an 
habitually  delinquent  group  or  have  not  developed  an 
ongoing  relationship  with  any  other  physician  or  health 
facility. 

Respectfully  submitted, 

Frank  C.  Maxon,  Jr.,  M.D.,  Chairman 

DISASTER  MEDICAL  CARE  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 


Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman Queens 

William  G.  Abel,  M.D Suffolk 

Russell  WT.  Greenhalgh,  M.D Onondaga 

Patrick  E.  O’Hara,  M.D Broome 

Edward  D.  Sugarman,  M.D Onondaga 


Fortunately,  there  have  been  no  major  natural  disas- 
ters reported  in  the  State  of  New  York.  Indications 
have  been  noted  recently  of  flooding  in  the  Syracuse 
area  and  of  windstorm  damage.  The  recent  Port  Ches- 
ter dance  hall  conflagration  took  twenty-four  lives. 

A replay  was  narrowly  averted  this  July  of  the  disas- 
trous November  1973  strike  against  metropolitan  hospi- 
tals and  nursing  homes.  Implementation  of  hospital 
disaster  plans  was  in  process,  although  the  threatened 
strike  did  not  materialize.  It  may  be  of  interest  to  re- 
port that  on  July  1st,  District  1199  of  the  National 
Union  of  Hospitals  and  Health  Care  Employees,  num- 
bering some  35,000  nonprofessionals,  paid  $300,000  on 
its  contempt  of  court  fine.  The  balance  of  $423,500  is  to 
be  paid  in  monthly  installments  of  $100,000. 

Since  termination  of  the  Division  of  Emergency 
Health  Services  of  HEW,  there  has  been  a dearth  of  di- 
saster-related information.  The  Commission  on  Emer- 
gency Medical  Services  of  the  American  Medical  Associ- 
ation continues  to  supply  “Emergency  Medicine  To- 
day.” Each  edition  is  devoted  to  a short  exposition  on  a 
related  phase.  It  is  anticipated  that  information  on  di- 
saster medical  care  will  be  presented  on  a state  level. 

In  October,  a citywide  disaster  drill  was  held  in  Syra- 
cuse and  provided  a good  test  of  communications  and 
hospital  and  ambulance  services.  On  April  6,  a surprise 
test,  involving  administration  only,  elicited  an  excellent 
response. 

Your  chairman  was  involved  in  setting  up  and  staffing 
a certified  Emergency  Medical  Technicians  Course.  I 
have  been  informed  that  a repeat  performance  this  Fall 
will  be  requested  of  the  New  York  State  Department  of 
Health.  A new  volunteer  ambulance  service  is  in  opera- 
tion locally.  The  response  time  of  this  service  is  excel- 
lent. 

Hospital  disaster  plans  have  functioned  very  well. 
The  committee  has  discussed  plans  of  the  Health  De- 
partment to  set  up  disaster  areas  on  a district  basis 
throughout  the  State  for  the  handling  of  possible  disas- 
ters in  the  future;  plans  for  the  setting  up  of  “disaster 
hospitals”;  the  handling  of  “mass  gatherings”;  and  the 


establishment  of  a Statewide  emergency  phone  system, 
in  which  the  phone  number  518  457-2200  connects  with 
the  State  police  in  Albany,  who  then  properly  directs 
the  caller. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 

DISASTER  MEDICAL  CARE 
(SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

William  G.  Abel,  M.D.,  of  Suffolk  County  reports 
ongoing  Emergency  Medical  Technical  (EMT)  courses 
and  continuation  of  disaster  drills  in  all  Suffolk  County 
hospitals.  No  large  disasters  have  taken  place  in  that 
county  during  the  year. 

The  value  of  available  helicopters  was  reemphasized 
after  the  September  18th  Hurricane,  Fifi,  when  Hondu- 
ras was  largely  isolated.  The  south  shore  of  Long  Island 
is  vulnerable  to  hurricanes  striking  from  the  Atlantic 
Ocean.  Practically  all  Department  of  Defense  units, 
previously  available  immediately  in  hurricanes  have 
been  transferred  elsewhere.  However,  an  Army  Reserve 
helicopter  unit  has  been  housed  in  a small  area  of  Floyd 
Bennett  Field  of  the  Gateway  National  Park,  which 
should  be  retained  there.  Senator  J.  L.  Buckley  of  the 
Senate  Interior  and  Insular  affairs  Committee  has  taken 
up  the  matter  with  the  National  Parks  Director  and  the 
Department  of  Defense. 

Emergency  personnel  who  may  be  concerned  with  he- 
licopter loadings,  should  be  reminded  to  avoid  the  rear 
rotor  of  the  aircraft.  This  rotor,  when  in  motion,  is  not 
visible  and  can  inflict  fatal  injury  to  on-rushing  atten- 
dants. 

Medical  coordination  of  EMT  programs  is  continuing 
at  the  local  level. 

A five-county  Regional  Emergency  Medical  Services 
Council  of  New  York  City  is  in  formation. 

Exemplification  of  a no-warning  type  of  situation, 
with  great  disaster  potential,  is  the  breakthrough  of  the 
Barge  Canal  south  of  Rochester  and  consequent  flood- 
ing of  the  area. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 

DRUG  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on 


Drug  Abuse: 

Leonard  L.  Heimoff,  M.D.,  Chairman New  York 

Douglas  Evans,  M.D Oneida 

Sidney  Greenberg,  M.D New  York 

Allison  B.  Landolt,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Arthur  G.  Baker,  M.D.,  Advisor Albany 

Joseph  B.  Robinson,  M.D.,  Advisor Albany 


The  Committee  on  Drug  Abuse  has  been  concerned, 
since  the  last  meeting  of  the  Commission  on  Public 
Health  and  Education,  with  the  following  matters. 

There  have  been  many  requests  from  the  State 
Health  Department  concerning  various  drugs  which  are 
to  be  added  to  Class  II  and  Class  IV  of  the  Triplicate 
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Prescription  and  Controlled  Substance  Law.  Numer- 
ous requests  were  answered,  some  of  the  more  common 
drugs  added  were  Valium  and  Librium. 

There  has  been  continuing  dialogue  and  communica- 
tion between  the  State  Health  Department  and  the 
Medical  Society  of  the  State  of  New  York  concerning 
the  addition  or  deletion  of  various  drugs,  and  we  sin- 
cerely hope  that  this  will  continue. 

A position  paper  on  Methadone  Maintenance  was  ap- 
proved by  the  Council  and  is  now  the  official  position  of 
the  Medical  Society  of  the  State  of  New'York.  In  addi- 
tion, a report  on  Methadone  maintenance  clinics  was 
also  approved  by  the  Council.  This  paper  concerned 
the  need  of  more  specialized  Methadone  maintenance 
units  for  the  treatment  of  the  severely  disturbed  pa- 
tients. 

There  have  been  several  meetings  with  the  Com- 
mittees on  Alcoholism  and  Mental  Health  concerning 
the  setting  up  of  a policy  and  procedure  for  helping  and 
evaluating  physicians  who  have  a problem  with  drug 
and  alcohol  abuse.  At  its  last  meeting  a position  paper 
was  authorized.  The  committee  met  on  October  9,  1973 
and  June  11,  1974. 

At  its  June  meeting  the  committee  approved  a resolu- 
tion to  have  drug  abuse  included  under  the  psychiatric 
and  medical  sections  of  the  International  Classification 
of  Diseases.  Resolutions  assigned  to  the  committee  by 
the  last  House  of  Delegates  were  also  acted  upon  and 
the  results  of  this  are  included  in  the  minutes. 

The  Committee  on  Drug  Abuse  is  continuing  to  coop- 
erate and  work  with  the  Committees  on  Alcoholism  and 
Mental  Health  concerning  the  sick  physician. 

The  committee  is  continuing  to  observe,  evaluate,  and 
report  on  all  therapeutic  modalities  concerned  with  the 
treatment  of  drug  abuse  in  the  State  of  New  York. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 

ENVIRONMENTAL  QUALITY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  En- 


vironmental Quality: 

Stanley  I.  Fishman,  M.D.,  Chairman Kings 

William  E.  Mosher,  M.D Erie 

Dwight  F.  Metzler,  M.D Albany 


During  the  past  year,  the  Committee  on  Environmen- 
tal Quality  established  liaison  with  representatives  of 
most  of  the  component  county  societies,  including  a 
method  of  two-way  contact  with  regard  to  matters  of  en- 
vironmental importance. 

The  committee  was  most  concerned  with  the  “energy 
crisis,”  and  decided  that  “clean”  energy  sources,  such  as 
harnessing  solar  or  geothermal  energy,  should  be  en- 
couraged and  be  considered  as  long  term  solutions.  Nu- 
clear power  plants  are  currently  thought  to  represent 
the  best  available  solution,  provided  the  necessary  safe- 
guards against  local  damage  are  instituted.  The  possi- 
bility of  major  accidents  due  to  unforeseen  catastrophe 


remains  a big  problem.  The  committee  should  give  con- 
sideration to  the  possibility  of  making  a recommenda- 
tion against  nuclear  plants  until  a reasonable  solution  is 
found. 

The  committee  recognized  the  “crisis  thinking”  pro- 
duced by  the  oil  shortage,  questioned  the  validity  of  the 
“shortage,”  and  recommended  against  a panic  abandon- 
ment of  advances  already  achieved  in  the  fight  against 
pollution. 

Two  problems  concerning  energy  from  nuclear  plants 
are  (1)  a possible  major  accident,  and  (2)  theft  of  nucle- 
ar material  to  be  used  for  weapon  manufacture. 

As  scientists  used  to  dealing  with  problems  involving 
probabilities,  we  recognize  the  remoteness  of  a possible 
major  accident  to  a nuclear  power  plant.  Nevertheless, 
damage  from  such  an  accident  would  be  of  the  order  of 
earthquake  damage,  and  not  previously  equalled  by 
man-made  catastrophies  (other  than  warfare).  Deaths 
numbering  in  the  thousands,  injuries  in  the  tens  of  thou- 
sands, and  large  areas  made  uninhabitable  and  untra- 
versable  for  years  are  expected. 

The  AEC  reports  that,  to  date,  there  has  been  no  in- 
stance of  loss  or  theft  of  plutonium  from  nuclear  plants. 
Yet,  several  instances  of  loss  of  less  dangerous  I131  have 
been  reported  in  the  national  press.  It  is  acknowledged 
that  there  are  at  least  several  thousand  private  individu- 
als capable  of  manufacturing  a small  nuclear  bomb, 
given  the  plutonium  necessary. 

Both  of  these  unfortunate  possibilities,  major  acci- 
dent and  theft  of  fissionable  material,  increase  in  likeli- 
hood with  the  proliferation  of  nuclear  plants.  Because 
of  these  possible  horrendous  results,  the  continued  con- 
struction of  nuclear  power  plants  cannot  be  endorsed, 
and  an  accelerated  program  for  the  development  of 
other  energy  sources  is  recommended. 

Respectfully  submitted, 

Stanley  I.  Fishman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

Your  reference  committee  reviewed  the  foregoing  re- 
ports and  recommends  acceptance.  The  reference  com- 
mittee commends  the  various  committees. 

The  report  of  the  Committee  on  Environmental  Qual- 
ity generated  a lengthy  and  eloquent  discussion  caution- 
ing against  blanket  rejection  of  nuclear  power  plants. 

Testimony  was  presented  by  a guest,  Mr.  Cahill,  a 
Vice-President  of  Consolidated  Edison,  who  informed 
the  reference  committee  that  nuclear  power  plants  were 
a viable  and  readily  available  alternate  source  of  energy. 

Your  reference  committee  feels  that,  in  view  of  Mr. 
Cahill’s  presentation,  outright  rejection  of  nuclear 
power  plants  cannot  be  supported,  especially  in  view  of 
a satisfactory  safety  record  established  by  these  plants 
over  the  past  twenty  years.  Conversely,  the  environ- 
ment pollution  generated  by  the  fossil-fuel  power  plants 
is  actually  on  the  increase  especially  when  coal  is  used. 

The  House  voted  to  adopt  this  portion  of  the 

reference  committee  report. 
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FORENSIC  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine 


are  as  follows: 

Milton  Helpern,  M.D.,  Chairman  New  York 

John  F.  Edland,  M.D Rochester 

Judith  M.  Lehotay,  M.D Buffalo 

Leslie  I.  Lukash,  M.D Nassau 

Arthur  A.  Stein,  M.D Albany 

Robert  Sullivan,  M.D Schenectady 


The  11th  Annual  Symposium  on  Forensic  Sciences 
was  held  at  the  Institute  of  Forensic  Medicine  of  the 
New  York  University  on  April  19th  and  20th,  1974.  At- 
tendance was  excellent  and  the  symposium  was  very 
well  received  by  forensic  scientists,  many  of  whom  came 
from  foreign  countries. 

Plans  for  organizing  State  and  National  Associations 
were  elaborated  on,  and  the  educational  and  legislative 
problems  involved,  were  stressed. 

Also  discussed  at  length  was  the  subject  of  “Crib 
Deaths”  or  “Sudden  Infant  Death  Syndrome,”  with 
stress  on  the  undesirability  of  legislation  which  would 
remove  from  the  medical  examiner  the  discretion  for  or- 
dering an  autopsy  in  a crib  death. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 

INTERNS  AND  RESIDENTS  (Formerly  the  Ad 
Hoc  Committee  to  Investigate  Hospital  Care  in 
the  City  of  New  York) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  this  committee  are  as  follows: 


Ralph  M.  Schwartz,  M.D.,  Chairman Kings 

Paul  E.  Kalish,  M.D Bronx 

Irving  B.  Wexler,  M.D Kings 

William  B.  Rawls,  M.D New  York 

Alfred  A.  Angrist,  M.D Queens 

Robert  O’Connor,  M.D Richmond 


This  committee  was  charged  to  work  with  the  Com- 
mittee on  Interns  and  Residents.  Representatives  of 
the  Committee  on  Interns  and  Residents  have  been 
Richard  Knudsen,  M.D.,  Edward  Mandeville,  M.D.,  Ste- 
pehen  Stowe,  M.D.,  and  Mr.  Edward  Gluckman. 

At  the  October  24th  meeting,  your  chairman,  stated 
that  one  important  goal  of  the  committee  was  complete 
cooperation  between  MSSNY  and  CIR  for  the  better 
hospital  care  of  the  patient.  The  committee  discussed 
the  following  three  major  points: 

1.  Budget  is  a crucial  issue.  More  monies  must  be 
allocated  to  assure  better  patient  care. 

2.  Quality  of  patient  care  rendered  in  city  hospi- 
tals is  an  important  issue. 

3.  Manpower  shortages,  especially  on  the  nursing 
staffs. 

It  was  decided  to  obtain  data  on  those  three  points, 
after  which  New  York  City  governmental  representa- 
tives would  be  approached  regarding  the  budget  and 
better  hospital  care. 

The  committee’s  last  meeting  was  attended  by  John 
L.  S.  Holloman,  M.D.,  President  of  the  Health  and  Hos- 
pital Corporation  of  New  York  City,  and  Lothar  Wer- 
theimer, M.D.,  Chairman  of  the  Council  of  Medical 


Boards  of  the  New  York  City  Municipal  Hospitals. 

Although  the  committee’s  activities  are  still  in  the  ex- 
ploratory and  investigative  stage  it  wishes  to  keep  the 
MSSNY  membership  informed  of  its  progress.  In  the 
course  of  its  investigations,  the  committee  has  become 
convinced  that  the  Health  and  Hospital  Corporation  of 
the  City  of  New  York  and  its  current  President,  have 
been  doing  a commendable  job  under  very  difficult  cir- 
cumstances. The  committee  feels  that  this  fact  should 
be  recognized  by  MSSNY  and  the  City  of  New  York. 

The  committee  is  presently  occupied  with  consider- 
ation of  the  following  items: 

1.  Is  a revision  of  the  affiliation  contracts  between 
municipal  and  voluntary  hospitals  advisable? 

2.  The  committee  has  been  informed  that  when 
the  law  which  created  the  Health  and  Hospitals  Cor- 
poration was  passed,  it  was  stipulated  that  funds 
would  be  provided  the  corporation  to  cover  the  ex- 
penses involved  in  treating  patients  who  were  not  cov- 
ered by  any  of  the  various  third  parties.  The  munici- 
pal hospitals  are  responsible  for  the  care  of  many  such 
individuals.  We  have  information  that  the  Health 
and  Hospital  Corporation  is  suing  the  City  for  pay- 
ment of  these  funds  which  it  claims  have  not  been 
forthcoming.  The  committee  has  discussed  the  feasi- 
bility of  MSSNY  support  for  the  Corporation  in  this 
matter  but  is  continuing  its  investigation  into  the 
matter  and  has  no  recommendation  to  make  at  this 
time. 

3.  At  the  present  time  the  committee  feels  that  it 
has  achieved  strong  lines  of  communication  and  effec- 
tive liaison  between  MSSNY,  CIR  and  the  Health  and 
Hospitals  Corporation  of  New  York  City. 

Respectfully  submitted, 

Ralph  M.  Schwartz,  M.D.,  Chairman 

MATERNAL  AND  CHILD  WELFARE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Ma- 


ternal and  Child  Welfare: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Roderick  McLean,  M.D.,  Cochairman Onondaga 

Walter  L.  Freedman,  M.  D Westchester 

Robert  M.  George,  M.D Oneida 

Jacqueline  A.  Mauro,  M.D Albany 

Richard  E.  Murphy,  M.D Clinton 

Clyde  L.  Randall,  M.D Erie 

Ralph  M.  Schwartz,  M.D Kings 

M.  Leon  Tancer,  M.D Kings 


As  chairman  of  the  Maternal  and  Child  Welfare  Com- 
mittee of  the  Medical  Society  of  the  State  of  New  York, 
I respectfully  submit  the  following: 

The  projects  which  have  been  completed  or  are  in 
progress  have  been  supported  by  a grant  from  the  New 
York  State  Health  Department  and  in  part  by  the  Re- 
search Foundation  of  the  State  of  New  York  and  the 
Empire  State  Medical,  Scientific  and  Educational  Foun- 
dation, Inc. 

The  following  projects  have  either  been  completed  or 
are  being  worked  upon  at  present. 

The  effect  of  contraceptives  upon  the  endometrium 
has  been  published  in  Obstetrics  and  Gynecology.  Fur- 
ther work  has  been  completed. 
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Experimental  work  concerning  the  enzyme  activity  in 
normal  and  abnormal  endometrium  such  as  adenoma- 
tous hyperplasia  and  adenocarcinoma  is  being  carried 
out. 

Research  upon  the  biochemical  parameters  of  abnor- 
mal endometrium  was  presented  at  a seminar  of  the 
American  Cancer  Society  and  will  be  published  in  the 
Journal  of  Oncology. 

Perinatal  mortality  analyses  have  been  conducted  for 
several  hospitals  in  New  York  State.  A statistical  re- 
port for  the  year  1973,  generated  on  the  Potter  classifi- 
cation, appears  on  pages  2004  and  2005. 

Preliminary  analyses  of  maternal  deaths  have  been 
completed  by  regional  consultants.  Final  review  of  the 
cases  has  been  conducted  by  the  chairman  of  the  com- 
mittee with  confirmation  of  the  clinical  review  support- 
ed by  autopsy  reports  received  in  83%  of  the  cases  re- 
ported in  1973.  A cumulative  statistical  report  for  1973, 
Appendix  II,  appears  on  page  2006. 

Hospital  obstetric  charts  have  been  studied  to  identi- 
fy the  criteria  for  the  classification  of  the  “high  risk”  ob- 
stetric patient.  These  patients  are  responsible  for  the 
high  cost  of  obstetric  hospital  care  and  must  be  identi- 
fied when  hospital  regionalization  is  considered.  A 
checklist  form  has  been  developed  for  analysis  of  hospi- 
tal obstetric  records  to  identify  “high  risk”  patients,  and 
also  through  this  data  gathering  process,  to  aid  in  the  re- 
vision of  the  mortality  reporting  questionnaire.  The 
checklist  form  was  constructed  in  consultation  with  The 
American  College  of  Obstetricians  and  Gynecologists 
and  obstetric  consultants  in  New  York  State.  Incorpo- 


rated in  the  checklist  is  The  American  College  of  Obste- 
tricians and  Gynecologists’  definition  of  “high  risk”  ob- 
stetric patient  criteria.  The  checklist  is  designed  so 
that  physicians’  notes  found  on  the  hospital  chart  can  be 
identified  and  captured  for  the  analysis  process.  The 
form  has  been  field  tested  in  various  hospitals  in  the 
Central  New  York  area.  This  field  test  procedure  re- 
sulted in  three  revisions  of  the  checklist  form. 

The  committee  has  been  studying  the  problem  of  re- 
gionalization and  has  worked  with  The  American  College 
of  Obstetricians  and  Gynecologists  and  other  depart- 
ments and  organizations  interested  in  this  problem. 

The  problem  of  developing  a standardized  obstetric 
record  has  also  been  studied  in  cooperation  with  The 
American  College  of  Obstetricians  and  Gynecologists, 
the  Health  Department  of  New  York  State  and  other  or- 
ganizations. 

The  Committee  on  Maternal  and  Child  Welfare  was 
asked  by  the  Bureau  of  Maternal  and  Child  Health  of 
the  Department  of  Health  of  the  State  of  New  York  to 
render  an  opinion  on  use  of  the  delivery  room  suite  for 
clean  gynecologic  procedures.  The  majority  of  the  com- 
mittee was  not  in  favor  of  granting  the  permission. 

The  committee  has  been  promoting  the  enactment  of 
a “Motherhood  Bill”  in  the  New  York  State  legislature. 

The  Maternal  and  Child  Welfare  Committee  was  rep- 
resented at  the  “Sixth  Buffalo  Conference  on  Comput- 
ers in  Clinical  Medicine:  Computer-Based  Obstetric 

Record.” 

Respectfully  submitted. 

Edward  C.  Hughes,  M.D.,  Chairman 
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APPENDIX  I 


Perinatal  Mortality 

1974 


Stillborn  infants  736  Neonatal  Deaths  859  Total  1595 


Potter  Classification 

Stillborn 

Number  Per  cent 

Neonatal 

Number  Per  cent 

Total 

Number  Per  cent 

Malformations 

69 

9.38 

132 

15.37 

201 

12.60 

Brain  and  spinal  cord 

46 

6.25 

38 

4.42 

84 

5.27 

Heart  and  blood  vessels 

2 

0.27 

33 

3.84 

35 

2.19 

Lungs  and  trachea 

Stomach,  intestine  including  tracheo- 

— 

— 

5 

0.58 

5 

0.31 

esophageal  fistulas 
Kidneys,  bladder  and  organs  of  re- 

2 

0.27 

4 

0.47 

6 

0.38 

production 

2 

0.27 

6 

0.70 

8 

0.50 

Skeleton 

4 

0.54 

5 

0.58 

9 

0.56 

Skin  and  muscle 

— - 

— 

1 

0.12 

1 

0.06 

Tumors 

— 

— 

— 

— 

— 

— 

Inborn  errors  of  metabolism 
More  than  1 potentially  lethal  mal- 

— 

2 

0.23 

2 

0.13 

formation 

12 

1.63 

35 

4.07 

47 

2.95 

Other 

1 

0.14 

3 

0.35 

4 

0.25 

Trauma 

No  autopsy:  symptoms  interpreted 

11 

1.49 

44 

5.12 

55 

3.45 

as  trauma 

Cranial  cavity:  hemorrhage  from 

laceration  of  tentorium  cerebelli 

5 

0.68 

7 

0.81 

12 

0.75 

or  vein  of  Galen 

1 

0.14 

8 

0.93 

9 

0.56 

Cranial  cavity:  subdural  hematoma 

1 

0.14 

6 

0.70 

7 

0.44 

Cranial  cavity:  other 

Spinal  cord:  hemorrhage  or  lacera- 

2 

0.27 

19 

2.21 

21 

1.32 

tion 

— 

— 

— 

— 

— 

— 

Adrenal:  gross  hemorrhage 

— ■ 

— 

— 

— 

— 

— 

Liver:  gross  hemorrhage 

— 

— ■ 

1 

0.12 

1 

0.06 

Other 

2 

0.27 

3 

0.35 

5 

0.31 

Anoxia 

495 

67.26 

377 

43.89 

872 

54.67 

Abruptio  placentae 

124 

16.85 

123 

14.32 

247 

15.49 

Placenta  previa 

12 

1.63 

33 

3.84 

45 

2.82 

Cord  prolapse 

37 

5.03 

19 

2.21 

56 

3.51 

Cord  knots  and  entanglement 

91 

12.36 

14 

1 .63 

105 

6.58 

Maternal  hypotension 

2 

0.27 

— - 

— 

2 

0.13 

Anesthesia 

— 

— 

— 

— 

— 

— 

Shoulder  dystocia 

Delayed  delivery  of  aftercoming 

2 

0.27 

1 

0.12 

3 

0.19 

head 

1 

0.14 

1 

0.12 

2 

0.13 

Prolonged  labor 

3 

0.41 

— 

— 

3 

0.19 

Other  cause 

107 

14.54 

48 

5.59 

155 

9.72 

Unknown  cause 

116 

15.76 

136 

15.83 

252 

15.80 

Infection 

17 

2.31 

37 

4.31 

54 

3.39 

Lungs,  probably  intrauterine 

2 

0.27 

14 

1 .63 

16 

1.00 

Lungs,  probably  extrauterine 

— 

— 

7 

0.81 

7 

0.44 

Intestine,  stomach  or  esophagus 

— 

— 

1 

0.12 

1 

0.06 

Heart  or  blood  vessels 

1 

0.14 

— 

— 

1 

0.06 

Kidneys  or  bladder 

— 

— 

— 

— 

— 

— 

Brain  or  meninges 

— 

— 

6 

0.70 

6 

0.38 

Bone,  muscle  or  skin 

— 

— 

— 

— 

— 

— 

Umbilicus 

1 

0.14 

1 

0.12 

2 

0.13 

Generalized,  bacterial 

8 

1.09 

4 

0.47 

12 

0.75 

Generalized,  virial 

2 

0.27 

1 

0.12 

3 

0.19 

Syphilis 

— 

— 

1 

0.12 

1 

0.06 

Other 

3 

0.41 

2 

0.23 

5 

0.31 
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Potter  Classification 

Stillborn 

Number  Per  cent 

Neonatal 

Number  Per  cent 

Total 

Number  Per  cent 

Blood  Dyscrasias 

62 

8.42 

35 

4.07 

97 

6.08 

ABO  erythroblastosis 
Rh  erythroblastosis  with  fetal 

“ 

— 

— 

hydrops 

15 

2.04 

8 

0.93 

23 

1.44 

Rh  erythroblastosis  with  kernicterus 
Rh  erythroblastosis  without  hydrops 

1 

0.14 

11 

1.28 

12 

0.75 

or  kernicterus 

44 

5.98 

12 

1 .40 

56 

3.51 

Hemorrhagic  disease 

1 

0.14 

3 

0.35 

4 

0.25 

Leukemia 

Anemia  from  other  than  above 

1 

0.14 

“ 

1 

0.06 

causes 

— 

— 

1 

0.12 

1 

0.06 

Abnormal  Pulmonary  Function 

Generalized  atelectasis  with  hyaline 

4 

0.54 

188 

21.89 

192 

12.04 

membrane 

Generalized  atelectasis  without 

— 

— 

68 

7.92 

68 

4.26 

hyaline  membrane 
Mild  hyaline  membrane  without 

4 

0.54 

118 

13.74 

122 

7.65 

other  recognizable  cause  of  death 

— 

— 

2 

0.23 

2 

0.13 

Other 

Kernicterus  not  due  to  erythroblas- 

3 

0.41 

5 

0.58 

8 

0.50 

tosis 

— 

— 

— 

— 

— 

— 

Hydrops  without  erythroblastosis 
Liver  necrosis,  cirrhosis,  etc.,  without 

— 

— 

1 

0.12 

1 

0.06 

known  cause 

Diffuse  pulmonary  hemorrhage 

— 

— 

— 

— 

— 

— 

without  known  cause 

— ■ 

— 

1 

0.12 

1 

0.06 

Other 

3 

0.41 

3 

0.35 

6 

0.38 

Latrogenic  Causes 

Craniotomy  or  other  destructive 

2 

0.27 

— 

— 

2 

0.13 

operation  on  living  fetus 
Delivery  for  maternal  cause  prior 

— 

— 

— 

— 

— 

— 

to  viability 

2 

0.27 

— 

— 

2 

0.13 

Not  Classifiable  Elsewhere 

36 

4.89 

11 

1.28 

47 

2.95 

No  known  maternal  factor 

19 

2.58 

3 

0.35 

22 

1.38 

Toxemia  of  pregnancy 

5 

0.68 

2 

0.23 

7 

0.44 

Glomerulonephritis 

— 

— • 

— 

— • 

— 

— 

Pyelocystitis 

— - 

— 

— - 

— 

— 

— 

Diabetes  mellitus 

8 

1 .09 

3 

0.35 

11 

0.69 

Heart  disease,  symptomatic 

— 

— 

— 

— 

— ■ 

— • 

Preceding  accident 

2 

0.27 

— 

— 

2 

0.13 

Preceding  operation 

Over  301  days  gestation  without 

2 

0.27 

— 

— 

2 

0.13 

other  complications 

— ■ 

— 

— - 

— 

— ■ 

— 

Other 

2 

0.27 

3 

0.35 

5 

0.31 

Conceptuses  Not  Included  as  Fetal  or 
Neonatal  Deaths 

32 

4.35 

16 

1 .86 

48 

2.88 

Fetus,  with  or  without  chorionic 
vesicle,  normal  nonmacerated 

15 

2.04 

13 

1.51 

28 

1.76 

Fetus,  with  or  without  chorionic 
vesicle,  normal  macerated 

15 

2.04 

2 

0.23 

17 

1.07 

Fetus,  with  or  without  chorionic 
vesicle,  malformed  (regardless  of 
preservation) 

1 

0.14 

1 

0.12 

2 

0.13 

Not  Codeable 

5 

0.68 

16 

1.86 

21 

1.32 
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Number  Per  cent 


APPENDIX  II 


Maternal  Mortalities  by  Major  Categories 


1974 


Category 

Number 

Per  cent 

Obstetric 

376 

40.21 

Cardiac 

149 

15.94 

Embolism 

120 

12.83 

Pulmonary 

51 

5.45 

Neoplasms,  Malignant 

48 

5.13 

Infections 

34 

3.64 

Endocrine 

20 

2.14 

Accidents,  Murders,  Suicides 

19 

2.03 

Anesthetic  Reaction 

18 

1 .93 

Genitourinary 

16 

1.71 

Gastrointestinal 

16 

1.71 

Blood  Dyscrasias 

15 

1 .60 

Not  Stated  or  Undetermined 

12 

1.28 

Other 

16 

1 .71 

Contagious  Diseases 

9 

0.96 

Liver  and  Biliary 

9 

0.96 

Neoplasms,  Benign 

6 

0.64 

Drug  Reaction 

1 

0.11 

935 

99.98% 

Maternal  Mortalities  Classified  as  Preventable 

or  Nonpreventable 

Preventable 

37.32% 

Nonpreventable 

60.85% 

Not  Classifiable 

1.81% 

99.98% 

Detailed  Breakdown  of  Maternal  Deaths 

Category 

Number 

Per  cent 

Obstetric 

376 

40.21 

Infected  Abortion 

86 

9.20 

Puerperal  Sepsis 

37 

3.96 

Hypertensive  States  of  Pregnancy 

41 

4.39 

Placental  Abnormalities 

55 

5.88 

Ruptured  Ectopic  Pregnancy 

36 

3.85 

Ruptured  Uterus 

58 

6.20 

Postpartum  Hemorrhage 

58 

6.20 

Hyperemesis  Gravidarum 

1 

0.11 

Shock,  associated  with  traumatic 

delivery 

1 

0.11 

Hydatidiform  mole,  ruptured 
uterus,  hemorrhagic  diathesis, 

surgical  ligation  of  left  ureter 

1 

0.11 

Irreversible  shock,  hematoma 
right  broad  ligament,  cervical 

laceration 

1 

0.11 

Uterine  hemorrhage  and  shock 

1 

0.11 

Cardiac 

149 

15.94 

Cardiac  Arrest 

46 

4.92 

Heart  Disease 

58 

6.20 

Cardiovascular 

45 

4.81 

Pulmonary 

51 

5.45 

Aspiration 

8 

0.86 

Pulmonary  Disease 

42 

4.49 

Pulmonary  and  Cerebral  Edema 

1 

0.11 

Embolism 

120 

12.83 

Category 


Endocrine 

20 

2.14 

Diabetes 

13 

1.39 

Endocrine  Disorders 

6 

0.64 

Anterior  Pituitary  Necrosis 

1 

0.11 

Blood  Dyscrasias 

15 

1.60 

Afibrinogenemia 

4 

0.43 

Blood  Dyscrasias 

11 

1.18 

Anesthetic  Reaction 

18 

1 .93 

Drug  Reaction 

1 

0.11 

Contagious  Diseases 

9 

0.96 

Infections 

34 

3.64 

Neoplasms,  Malignant 

48 

5.13 

Neoplasms,  Benign 

6 

0.64 

Gastrointestinal 

16 

1.71 

Acute  Pancreatitis 

1 

0.11 

Paralytic  Ileus 

1 

0.11 

Perforated  Ulcer 

1 

0.11 

Gastrointestinal  Disorders 

13 

1 .39 

Liver  and  Biliary 

Encephalomalacia  subsequent  to 

9 

0.96 

surgery  for  cholecystitis 

1 

0.11 

Acute  Yellow  Atrophy 

4 

0.43 

Hepatitis 

2 

0.21 

Subacute  Hepatic  Necrosis 

1 

0.11 

Hepatolenticular  Degeneration 

1 

0.11 

Genitourinary 

Malignant  nephrosclerosis,  bi- 

16 

1.71 

lateral  renal  cortical  necrosis 

1 

0.11 

Glomerulonephritis 

7 

0.75 

N ephrosclerosis 

1 

0.11 

Nephritis 

2 

0.21 

Renal  Cortical  Necrosis 
Renal  Failure,  self-induced 

2 

0.21 

abortion 

1 

0.11 

Pyelonephritis 

1 

0.11 

Acute  Uremia 

1 

0.11 

Other 

16 

1.71 

Epilepsy 

Rupture  of  varicose  vein  of  broad 

2 

0.21 

ligament 

1 

0.11 

Guillain-Barre  Syndrome 
Massive  intraperitoneal 

1 

0.11 

hemorrhage 

1 

0.11 

Ruptured  Spleen 
Massive  intraabdominal 

1 

0.11 

hemorrhage 

Rupture  of  congenital  aneurysm 

1 

0.11 

of  splenic  artery 
Rupture  of  aneurysm  of  splenic 

1 

0.11 

artery 

Rupture  of  aneurysm  of  splenic 

1 

0.11 

vein 

Spontaneous  rupture  of  left 

1 

0.11 

uterine  vessel 

Cerebral  hemorrhage,  arterio- 

1 

0.11 

sclerosis 

1 

0.11 

Cerebral  hemorrhage 

1 

0.11 

Cerebral  infarction 

1 

0.11 

Cerebrovascular  hemorrhage 

1 

0.11 

Acute  narcotic  autointoxication 

1 

0.11 

Accidents,  Murders,  Suicides 

19 

2.03 

Not  Stated  or  Undetermined 

12 

1.28 
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MEDICAL  ASPECTS  OF  SPORTS  (Annual) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects 


of  Sports  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Albert  B.  Accettola,  M.D Richmond 

Joseph  T.  Findaro,  M.D Queens 

Frederick  H.  Grabo,  M.D Oneida 

Donald  T.  Kasprzak,  M.D Clinton 

John  L.  Marshall,  M.D New  York 


A report  on  the  Medical  Aspects  of  Sports  1974  Sym- 
posium was  submitted  at  the  February  meeting  of  the 
House  of  Delegates,  since  the  symposium  was  held  in 
January  1974. 

This  was  a joint  session  with  the  annual  meeting  of 
the  Health,  Physical  Education,  and  Recreation,  New 
York  State  Public  High  School  Athletic  Association, 
New  York  State  Coaches  Association,  Association  of 
Women  in  Physical  Education  in  New  York  State,  and 
the  Eastern  Athletic  Trainers  Association.  By  bringing 
in  these  organizations  the  attendance  was  increased 
from  800  to  3,500  and  the  expenditures  of  the  Medical 
Society  reduced  from  $8500  to  $5000. 

We  have  been  invited  to  participate  in  the  same  annu- 
al convention  at  the  Concord  Hotel  in  January  1975. 
The  Council  has  approved  this,  and  we  are  planning  a 
day  and  a half  sports  program.  The  1974  theme  “Clas- 
sification for  Participation  in  Sports,”  will  be  continued 
with  workshops  pertaining  to  sports  for  boys  and  girls. 
The  tentative  program  will  emphasize  what  sports  medi- 
cine is  all  about  or  workshops  on  modified  athletics, 
classification  of  boys  and  girls  for  participation  in  ath- 
letics, qualities  of  an  athlete,  the  handicapped  child  in 
athletic  competition,  the  legal  aspects  of  athletics  at  the 
high  school  level,  and  trainers  workshops. 

Our  committee  wishes  to  thank  the  staff  of  the  State 
Medical  Society,  especially  Norman  S.  Moore,  M.D. 
presently  Consultant  to  the  Division  of  Scientific  Activi- 
ties, George  J.  Lawrence,  Jr.,  M.D.,  Director,  Division  of 
Scientific  Activities,  and  Dorothy  M.  Smith  for  their  in- 
valuable assistance  during  the  past  year. 

Respectfully  submitted. 

Ralph  S.  Emerson,  M.D.,  Chairman 


MEDICAL  ASPECTS  OF  SPORTS 
(SUPPLEMENTARY) 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  eighth  annual  symposium  on  the  Medical  Aspects 
of  Sports  was  held  at  the  Concord  Hotel,  Kiamesha 
Lake,  New  York  on  January  23,  24  and  25,  1975,  in  con- 
junction with  the  annual  meeting  of  the  New  York  State 
Association  for  Health,  Physical  Education  and  Recre- 
ation. Approximately  3000  people  attended  the  con- 
vention. 

Our  sports  program  extended  over  a period  of  three 
days  and  was  interspersed  with  many  other  meetings  of 
the  involved  associations.  The  general  theme  was 
“Safety  in  Sports”  with  special  emphasis  on  the  experi- 
mental program  of  classification  of  the  athlete.  Numer- 
ous papers  were  presented  for  sports  boys  and  girls  by 
experts  of  national  reputation. 

One  evening  session  was  devoted  to  malpractice, 
which  has  the  potential  of  a horror  story  in  athletic  in- 


juries. The  Medical  Society  of  the  State  of  New  York’s 
position  on  the  malpractice  crisis  was  presented.  The 
following  resolution  was  passed  at  the  convention  in  re- 
sponse to  the  malpractice  crisis: 

Motion  Carried  Unanimously  by  the  Executive 
Board  of  the  New  York  State  Association  for  Health, 
Physical  Education  and  Recreation  at  its  Annual 
Meeting,  on  January  25th,  1975,  and  then  by  the 
Legislative  Assembly  of  the  Association,  at  its  Annu- 
al Meeting  on  January  26th,  1975,  Concord  Hotel: 
Whereas,  The  New  York  State  Association  for 
Health,  Physical  Education  and  Recreation  has 
been  apprised  of  a possible  health  care  crisis  in  New 
York  State  relating  to  physician  malpractice  insur- 
ance; and 

Whereas,  More  than  20,000  physicians  in  New 
York  State  will  be  without  malpractice  insurance 
after  July  1,  1975,  unless  new  insurance  is  provided 
at  just  and  reasonable  fees;  and 

Whereas,  Most  insurance  carriers  are  withdraw- 
ing from  the  physician  malpractice  insurance  mar- 
ket; and 

Whereas,  The  loss  of  physician  manpower  will 
seriously  jeopardize  the  public  safety,  routine  elec- 
tive medical  care,  school  athletic  and  health  pro- 
grams, and  the  comprehensive  health  programs  for 
school  children  in  particular;  therefore  be  it 

Resolved,  that  the  New  York  State  Association 
for  Health,  Physical  Education  and  Recreation  urge 
its  members  to  give  their  immediate  attention  and 
support  to  this  health  care  crisis  by  writing  to  their 
State  legislators,  United  States  Senators  and  Con- 
gressmen, and  to  Governor  Carey  of  New  York 
State  concerning  the  effect  this  catastrophe  will 
have  on  the  present  school  programs  and  the  health 
and  safety  of  the  children  of  New  York  State. 
Pursuant  to  this  action  the  organizations  of  the  As- 
sembly are  mailing  letters  to  every  school  in  the  State 
requesting  them  to  organize  the  teachers,  school  boards, 
student’s  and  PTA’s  in  a massive  individual  letter  writ- 
ing campaign  supporting  their  physician’s  efforts.  Over 
10,000  letters  (copy  of  which  follows)  will  be  mailed  to 
the  schools  by  the  end  of  February,  1975: 

(Copy) 


Urgent 

Public  Crusade  to  Restructure  the  Malpractice  System 

The  malpractice  crisis  is  so  critical,  our  school  ath- 
letic health  programs  may  be  jeopardized  after  July  1, 
1975. 

Unless  the  present  malpractice  system  is  changed 
by  the  New  York  Legislature  this  Spring,  many  physi- 
cians can  no  longer  afford  to  render  medical  care  or 
assume  the  added  risk  of  treating  our  injured  stu- 
dents. The  physicians  are  being  asked  to  pay  $30,000 
to  $45,000  annual  malpractice  premiums  in  some  of 
the  surgical  specialties. 

The  Medical  Society  of  the  State  of  New  York  has 
participated  with  us  during  the  past  thirty  years  in 
developing  the  best  safety  sports  programs  in  the 
country,  and  they  are  requesting  our  assistance. 
They  are  asking  the  Legislature  to:  establish  an 

“awards  board”  for  equitable  settlements,  compulsory 
arbitration,  limitation  of  contingency  (lawyers)  fees 
and  restriction  of  the  statute  of  limitations  to  replace 
the  present  antiquated  system. 


Minutes,  House  of  Delegates/ September,  1975/New  York  State  Journal  of  Medicine  2007 


We  ask  you  to  publicize  this  crisis,  organize  your 
teachers,  school  boards,  students  and  PTA’s  in  a mas- 
sive individual  letter  writing  campaign  supporting 
your  physician’s  efforts. 

Please  write  today  to  Governor  Carey,  Senators 
John  Dunne  and  Tarky  Lombardi  in  Albany  and  con- 
tact your  local  State  senators  and  assemblymen. 

(End  of  Copy) 

A meeting  of  the  committee  was  held  at  9 a.m.  on  Jan- 
uary 25,  1975  at  the  Concord  Hotel.  Aside  from  our 
members,  participants  in  the  symposium  joined  in  a cri- 
tique of  the  session. 

It  was  recommended  that  Dr.  Onslow  Gordon,  a con- 
sultant to  the  State  Education  Department  and  Joseph 
Abrahams,  the  Director  of  Athletics  at  Hobart  College, 
Geneva,  N.Y.  be  appointed  members  of  our  Advisory 
Committee.  They  have  been  of  invaluable  service  to  us 
for  many  years. 

It  was  the  consensus  that  the  next  annual  meeting 
should  be  structured  as  follows: 

1.  A three  hour  session  at  the  Concord  Hotel  and 
no  other  meetings  scheduled  at  this  time.  This  would 
provide  a mass  audience  of  non-professionals. 

2.  A session  at  the  MSSNY  scientific  meeting  to 
reach  the  physicians  and  sponsored  by  one  of  our  spe- 
cialty societies. 

It  was  further  recommended  that: 

1.  Criteria  be  developed  for  regional  sports  sym- 
posia and  approved  by  MSSNY  with  publicity,  proto- 
col, and  coordination  provided  through  the  Division 
of  Scientific  Activities  (George  J.  Lawrence,  M.D.,  Di- 
rector). 

2.  Regional  meetings  be  encouraged  to  reach  the 
local  physicians  and  health  educators. 

3.  Publicity  of  programs  be  available  on  a State- 
wide basis. 

4.  The  girl’s  sport  program  be  under  the  direction 
of  a outstanding  female  educator  (such  as  Dr.  Kather- 
ine Ley). 

5.  Dr.  Kenneth  de  Haven  from  Rochester  be  ap- 
pointed to  the  committee. 

6.  Donald  T.  Kasprzak,  M.D.,  of  Plattsburg  be  ap- 
pointed Chairman  of  the  Committee  on  Medical  As- 
pects of  Sports  for  1975  and  John  L.  Marshall,  M.D., 
as  Vice  Chairman. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

MENTAL  HEALTH  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health 
are  as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  ....  Westchester 

Gurston  D.  Goldin,  M.D New  York 

Abraham  L.  Halpern,  M.D Westchester 

Edith  M.  Jurka,  M.D New  York 

John  P.  Lambert,  M.D Westchester 

Carole  Barry,  M.D Monroe 

Laurence  Loeb,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Your  committee  has  continued  to  maintain  close  rela- 
tionships with  other  mental  health  organizations. 

This  past  year  has  been  most  productive.  The  Men- 


tal Health  Committee  has  met  in  joint  session  with  the 
Alcoholism  and  Drug  Abuse  Committees  to  develop  a 
program  to  deal  with  the  problem  of  the  “sick  physi- 
cian.” The  final  plan  was  first  presented  at  the  July 
1974  meeting  of  the  Commission  on  Public  Health  and 
Education  and  the  New  York  State  Health  Department 
in  Albany.  A representative  from  the  State  Education 
Department  attended  the  conference  and  indicated  that 
members  of  his  department  were  gratified  by  our  con- 
cepts. In  September  the  Council  of  our  Society  gave  its 
approval  to  the  implementation  of  this  program.  An- 
other joint  meeting  of  our  three  committees  will  be  con- 
vened in  October  1974  to  organize  the  structure  of  oper- 
ations. A supplementary  report  regarding  this  meeting 
will  be  presented  to  the  reference  committee  in  1975. 

Further  meetings  of  the  Mental  Health  Committee 
will  be  called  this  Fall  to  discuss  two  important  issues. 
Firstly,  we  must  try  to  develop  a position  paper  regard- 
ing the  stand  the  American  Psychiatric  Association  has 
taken  on  homosexuality,  and  secondly,  we  are  most  anx- 
ious to  support  legislation  concerning  psychiatrist-pa- 
tient confidentiality.  A bill  is  being  sponsored  for  this 
purpose  by  Senator  Joseph  Pisani  of  Westchester.  Last 
year  such  legislation  died  in  committee,  but  we  hope 
this  year  to  bring  it  to  a vote. 

It  was  suggested  in  our  1973  report  to  the  House  of 
Delegates  that  the  formation  of  a new  Commission  on 
Community  Health  Services  be  considered.  Such  a 
commission  should  include  the  Mental  Health,  Alcohol- 
ism, and  Drug  Abuse  Committees  and  possibly  the 
Quackery  and  Venereal  Disease  Committees,  and  such 
other  groups  which  pertain  to  community  health  prob- 
lems. The  State  Medical  Society  should  not  only  be  re- 
sponsive to  the  community’s  health  needs  but  be  in  a 
position  to  augment  its  value  with  anticipatory  pro- 
grams. 

As  your  committee  chairman,  my  gratitude  to  my  col- 
leagues for  their  selfless  dedication  to  their  time  and 
ideas  continues  to  be  unstinting.  We  wish  to  thank 
George  J.  Lawrence,  Jr.,  M.D.,  Director  of  the  Division 
of  Scientific  Activities  for  his  invaluable  assistance.  As 
always,  we  are  deeply  grateful  to  Miss  Dorothy  Smith 
for  her  devotion  in  helping  us  function  effectively. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.  Chairman 

MENTAL  HEALTH  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

A meeting  of  the  Committee  on  Mental  Health  on  Oc- 
tober 16,  1974  considered  the  subject  of  homosexuality: 
sexual  variation  or  psychic  illness?  Our  discussion  cen- 
tered on  the  stance  of  the  American  Psychiatric  Associa- 
tion regarding  this  problem.  After  considerable  debate, 
the  committee  recommended  that  no  official  position  be 
taken  by  the  Medical  Society  of  the  State  of  New  York 
at  this  time.  We  also  agreed  to  strongly  support  the  Pi- 
sani-Burrows  bill  regarding  the  protection  of  the  doctor- 
patient  privilege.  The  misuse  of  psychiatric  diagnoses 
on  insurance  forms  need  reevaluation  where  it  pertains 
to  confidentiality,  and  we  moved  to  refer  the  entire  mat- 
ter to  the  Committee  on  Medical  Care  Insurance  for 
conjoint  action. 

On  October  29,  1974,  the  Physicians’  Committee, 
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composed  of  members  of  the  Alcoholism,  Drug  Abuse, 
and  Mental  Health  Committees,  met  to  organize  the 
program  for  “the  sick  physician.”  As  of  this  writing,  the 
program  is  operant.  The  committee  plans  to  meet  regu- 
larly to  evaluate  our  effectiveness.  A statistical  report 
will  be  presented  to  Council  when  sufficient  data  has 
been  collected. 

In  our  annual  report,  we  suggested  the  possibility  of 
the  formation  of  a new  Commission  on  Community 
Health  Services.  This  idea  was  discussed  at  our  Octo- 
ber meeting,  and  it  was  felt  that  the  division  of  the 
present  Commission  on  Public  Health  and  Education 
into  two  commissions  would  improve  the  quality  and  ef- 
ficiency of  the  Medica.l  Society  activity.  At  present, 
there  are  twenty-nine  committees  combined  in  our 
Commission  on  Public  Health  and  Education.  This  is 
an  enormous  responsibility  for  the  chairman,  and  the 
separation  of  several  committees  into  a new  commission 
solely  concerned  with  Community  Health  Services 
would  more  carefully  delineate  areas  of  common  inter- 
est. It  is  our  proposal  that  the  following  committees  be 
combined  into  a new  commission:  Alcoholism,  Aging 

and  Nursing  Homes,  Child  Abuse,  Drug  Abuse,  Mater- 
nal and  Child  Welfare,  Mental  Health,  School  Health 
and  Venereal  Disease.  All  these  committees  are  in- 
volved in  community  health  concerns  and  such  a combi- 
nation would  sharply  focus  these  problems  with  socio- 
logical emphasis.  Most  importantly,  the  formation  of 
such  a commission  would  not  require  additional  staff  or 
increased  budgetary  needs.  It  would  merely  consolidate 
a group  of  committees  encompassing  one  area  of  medical 
expertise  into  a closely  knit  organization  capable  of  a re- 
flexive response  to  community  needs. 

I must  conclude  this  supplementary  report  with  a spe- 
cific comment  on  my  colleagues  on  the  committee  who 
have  been  so  very  willing  to  serve  in  so  many  ways  to  in- 
sure the  contribution  of  our  committee  to  the  Medical 
Society. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 

METABOLIC  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Met- 


abolic Diseases: 

Arthur  H.  Dube,  M.D.,  Chairman Onondaga 

Marshall  Clinton,  M.D Erie 

Ann  B.  Wright,  M.D Dutchess 


The  committee  has  met  by  phone  and  letter  during 
the  past  year.  We  have  discussed  three  problems,  1) 
weight  reduction  program,  2)  obstetrical  centers  for 
problem  pregnancy,  and  3)  diabetes  detection  drives. 

Weight  Reduction.  In  most  doctors’  offices  the 
standard  diets  are  based  on  the  food  exchange  lists.  Be- 
cause of  limitations  in  time  and  lack  of  professionally 
trained  dietitians  in  an  office  setting,  patients  often  do 
not  understand  the  basic  diet  and  soon  revert  to  their 
old  eating  habits.  Fad  diets  are  continuously  available, 
but  usually  are  only  of  short  time  benefit.  The  use  of 
appetite  depressant  drugs  seems  to  be  on  the  wane  and 
should  be  condemned.  Programs  using  groups  such  as 
weight  watchers  and  diet  workshops  are  of  value.  Some 
hospital-based  dieticians  have  made  themselves  avail- 


able for  diet  counseling.  Since  the  problem  of  obesity  is 
universal,  and  its  treatment  largely  unsuccessful,  we 
would  recommend  that  a special  committee  be  appoint- 
ed, incorporating  members  of  the  Health  Department  to 
explore  the  entire  problem  and  report  back  their  find- 
ings and  recommendations  to  the  State  Medical  Society 
for  possible  action. 

Obstetrical  Centers  for  Problem  Pregnancies. 

Diabetes  is  the  main  metabolic  disease  demanding  spe- 
cial attention  during  pregnancy.  We  recently  surveyed 
the  results  in  Syracuse  for  1955-60,  1965-70,  and  1971— 
74.  The  fetal  mortality  has  decreased  from  30  per  cent 
to  9 per  cent  to  0 per  cent  currently.  The  major  factor 
in  the  reduced  mortality  has  been  the  construction  of 
skills  in  one  hospital  revolving  around  the  same  group  of 
obstetricians,  internists,  and  pediatricians.  Based  on 
this  experience,  we  support  the  concept  of  strategically 
located  obstetrical  centers  to  handle  high  risk  pregnan- 
cies. 

Diabetes  Detection  Drives.  During  diabetes  detec- 
tion week,  which  usually  falls  in  November,  local  medi- 
cal societies  throughout  the  State  distributed  pamphlets 
and  handouts  to  the  press  for  diabetes  education.  At 
the  same  time,  a detection  drive  is  encouraged  with  pa- 
tients picking  up  urine  test  kits  at  area  drug  stores  and 
returning  them  for  analysis.  Since  so  many  cases  are 
missed  with  urine  testing  and  since  simple  urine  testing 
materials  are  available  at  any  drug  store  for  selftesting, 
we  would  favor  discontinuing  urine  testing  programs 
during  diabetes  detection  weeks. 

We  conducted  a drive  during  diabetes  detection  week 
last  year  in  the  Syracuse  area,  using  finger  tip  blood 
sugar  tests  with  dextrostix.  The  program  was  run  by 
volunteers  and  purchase  of  necessary  materials  fur- 
nished through  donations.  3,331  people  were  screened 
in  a three  day  period  and  165  suspects  were  found  and 
referred  for  further  testing  or  treatment — 53  had  no  dia- 
betes, 29  newly  diagnosed,  27  had  been  previously  diag- 
nosed, 15  results  undetermined,  and  39  lost  to  followup. 
We  recommend  that  in  the  future,  our  local  medical  so- 
cieties discontinue  the  urine  testing  program  and  adopt 
a blood  sugar  screening  program. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 

PREVENTIVE  MEDICINE  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Committee  on  Preventive 


Medicine  is  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman Kings 

John  P.  Albanese,  M.D Bronx 

Gerald  J.  Duffner,  M.D Wayne 

Thomas  S.  Bumbalo,  M.D Erie 

Leonard  L.  Heimoff,  M.D Bronx 

Howard  B.  Shookhoff,  M.D Bronx 

Harry  A.  Feldman,  M.D.,  Advisor Onondaga 

Alan  R.  Hinman,  M.D.,  Advisor Albany 


Small  Pox.  The  committee  is  continuing  to  study 
the  problems  of  smallpox  from  a global  point-of-view. 
It  is  our  hope  that  we  discontinue  mandatory  smallpox 
vaccination  when  the  disease  appears  definitely  on  the 
wane. 
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Requests  by  physicians  have  been  made  to  the  com- 
mittee to  draft  an  authorization  form  that  would  satisfy 
our  legal  department  that  the  person  signing  the  autho- 
rization has  signed  with  “informed  consent.”  This  form 
has  been  prepared  and  approved  by  the  Council  of  the 
Medical  Society  of  the  State  of  New  York. 

The  committee  has  continued  to  support  mandatory 
vaccination  of  hospital  employees  unless  medically  con- 
traindicated. The  State  Hospital  Code  720-6  states 
that  “hospital  employees  be  administered  smallpox  vac- 
cine every  three  years  unless  medically  contraindicated 
and  that  a hospital  would  have  the  right  to  terminate  or 
refuse  employment  to  those  individuals  who  do  not  con- 
sent to  such  measures.” 

Conklin  Bill.  Legislation,  calling  for  screening  of 
the  newborn  for  genetic  metabolic  abnormalities  known 
to  cause  mental  retardation  and  amenable  to  treatment, 
was  supported  in  principle  by  the  committee.  The  com- 
mittee also  endorsed  a proposal  that  adequate  funding 
be  included  in  the  bill.  Consideration  must  be  given  for 
support  of  the  families  of  babies  having  these  problems 
in  order  to  assure  the  requisite  continuity  of  care.  This 
requires  sophisticated  monitoring  and  direction,  gener- 
ally not  available  in  areas  removed  from  teaching  and 
research  centers. 

Immunizations.  Dr.  John  Witte,  Director  of  the 
Center  for  Disease  Control,  a unit  of  HEW,  reported  re- 
cently that  the  level  of  polio  immunizations  throughout 
the  country  has  declined  during  the  past  ten  years.  In 
1964  the  rate  of  adequate  immunizations  was  78  per 
cent,  in  1972  only  62.9  per  cent,  and  in  1973,  60.4  per 
cent.  At  least  85  per  cent  is  needed  to  protect  a com- 
munity against  the  risk  of  an  outbreak.  A similar  de- 
cline in  immunizations  has  been  noted  against  diphthe- 
ria, pertussis,  tetanus,  rubella,  and  measles.  Outbreaks 
of  measles  are  being  reported  in  the  New  England 
states,  particularly  in  the  inner  cities. 

The  Center  for  Disease  Control  is  again  planning  a 
major  campaign,  scheduled  for  October,  to  reverse  this 
downward  trend,  by  planning  the  2nd  annual  “Immuni- 
zation Action  Month.”  The  Medical  Society  of  the 
County  of  Kings  is  planning  monthly  programs  of  exhib- 
its, announcements  to  the  press,  radio  programs,  and 
lectures  to  the  public,  highlighting  public  health  prob- 
lems, in  cooperation  with  foundations  and  associations. 
The  need  for  immunizations  will  be  stressed  during  the 
months  of  September  and  October  each  year.  The 
American  Medical  Association  will  also  cooperate  by  re- 
questing each  state  medical  society  to  make  common 
cause  with  CDC  by  publicizing  “Immunization  Action 
Month”  among  its  members.  The  Committee  on  Pre- 
ventive Medicine  urges  MSSNY  to  do  likewise. 

Continuing  Education.  The  committee  approved  a 
suggestion  that  an  article  on  the  subject  of  spoilage  of 


live  vaccines  due  to  lack  of  continuous  refrigeration  be 
brought  to  the  attention  of  the  medical  profession 
through  the  publications  available  to  the  MSSNY. 

The  problems  of  genetic  metabolic  diseases  should 
also  be  on  the  program  of  professional  education.  Pub- 
lic health  education  of  the  laity  is  the  responsibility  of 
physicians  when  they  support  legislation  concerning 
community  health  programs  such  as  screening  for  genet- 
ic metabolic  diseases,  sickle  cell  disease,  and  adequate 
immunizations. 

Respectfully  submitted 

Harry  S.  Lichtman,  M.D.,  Chairman 


PREVENTIVE  MEDICINE  (Supplementary) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  writing  the  annual  report,  this  committee  held  a 
meeting  on  Friday,  November  15,  1974,  at  9:30  a.m.  at 
the  Society  Headquarters,  Lake  Success,  New  York. 

Dr.  George  J.  Lawrence  reported  that  Dr.  Alfred  A. 
Angrist,  Editor  of  the  New  York  State  Journal  of  Medi- 
cine, has  agreed  to  publish  an  article  on  the  spoilage  of 
live  vaccines  due  to  inadequate  refrigeration.  Dr.  Alan 
R.  Hinman  has  volunteered  to  write  this  article.  It  was 
also  suggested  that  a column  devoted  to  recent  trends  in 
the  field  of  preventive  medicine  and  office  immunology 
be  published  in  the  Journal  at  regular  intervals. 

The  committee  requested  the  MSSNY  to  direct  its 
constituent  county  medical  societies  to  develop  local  im- 
munization action  committees.  The  woman’s  auxilia- 
ries are  a good  source  of  assistance.  Immunization  pro- 
grams to  be  effective  at  the  local  level  must  be  main- 
tained 8 to  10  months  each  year.  The  national  program 
highlighted  during  the  month  of  October  acts  as  a boost- 
er shot  to  local  areas. 

The  committee  discussed  the  declining  incidence  of 
polio  and  measles  immunizations.  It  was  the  unani- 
mous feeling  of  the  committee  that  community  hospitals 
should  open  their  immunization  clinics  once  a week  ei- 
ther at  night  and/or  weekends,  to  serve  the  financially 
depressed  economic  areas. 

The  committee  recommends  that  a cardiopulmonary 
resuscitation  program  be  included  by  the  MSSNY  at  its 
Annual  Convention  in  1975. 

Smallpox  has  been  eradicated  from  all  but  five 
countries  although  the  incidence  in  India  is  still  high. 
At  this  time  the  committee  will  hold  in  abeyance  its  pre- 
vious request  for  changes  in  the  smallpox  vaccination 
legislation. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 
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RURAL  MEDICAL  SERVICE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on 
Rural  Medical  Service: 


Edward  C.  Hughes,  M.D.,  Chairman Onondaga 

Edward  A.  Barrett,  M.D Orleans 

Stephen  W.  Blatchly,  M.D Tompkins 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Donald  W.  Richie,  M.D Westchester 

Stuart  A.  Winning,  M.D St.  Lawrence 

Hugh  M.  McChesney,  M.D.,  Advisor Oswego 

James  J.  Quinlivan,  M.D.,  Advisor  Albany 


The  Rural  Medical  Service  Committee  has  been 
studying  the  problem  of  providing  physicians  for  rural 
areas  for  some  time.  In  an  attempt  to  help  relieve  the 
physician  shortage  in  rural  areas,  the  committee  identi- 
fied the  following  approach  to  the  problem: 

A.  The  Medical  Society  of  the  State  of  New  York, 
through  its  Rural  Medical  Service  Committee,  must 
identify  areas  in  need  of  medical  services. 

Committee  members  have  assumed  responsibility  for 
collection  of  data  relating  to  medical  services  available 
in  their  area  and  will  sponsor  and  promote  the  use  of 
Your  Own  Community  Health  Survey  Kit.  However, 
there  are  areas  of  New  York  State  not  represented  on 
this  committee  and  it  is  requested  that  the  committee 
be  expanded  so  that  it  will  be  representative  of  all  rural 
areas  of  New  York  State. 

B.  The  communities  must  document  the  type  of 
medical  services  needed  in  their  own  areas. 

To  aid  communities  in  obtaining  their  own  town  and 
village  level  health  information,  Community  Medical 
Services,  the  research  arm  of  the  Rural  Medical  Services 
Committee,  developed  the  Your  Own  Community 
Health  Survey  Kit.  The  unique  aspect  of  the  Commu- 
nity Medical  Services  model  is  that  community  effort, 
mobilized  to  collect  indepth,  accurate  health  data  and 
provide  areawide  health  profiles,  has  not  ended  with  the 
provision  of  statistics.  Community  involvement  and  in- 
terest generated  in  conducting  surveys  and  administer- 
ing questionnaires  have  provided  the  dynamics  which 
have  enabled  communities  to  proceed  from  data  collec- 
tion and  research  to  planning  and  implementation. 
The  procedure  has  created  essential  relationships  be- 
tween health  statistics  and  health  delivery  systems  be- 
cause of  the  involvement  of  community  leaders  and  or- 
ganizations, and  of  providers  and  consumers,  and  be- 
cause of  the  volunteer  contribution  which  makes  the 
project  possible.  The  “kit”  has  been  tested  in  six  areas 
of  the  State  which  has  set  the  stage  for  obtaining  physi- 
cians for  many  of  these  areas. 

C.  The  medical  colleges  must  answer  to  the  com- 
munities by  training  physicians  to  fulfill  these  needs. 
Programs  have  been  developed  in  Upstate  medical  col- 
leges and,  through  cooperation  with  the  Rural  Medical 
Services  Committee,  many  physicians  have  been  placed 
in  Northern  New  York  State. 

The  committee  requests  representation  from  the 
medical  colleges  on  the  Rural  Medical  Services  Commit- 
tee in  an  attempt  to  coordinate  the  training  of  physi- 
cians to  meet  community  needs. 


Appended  are  tables  illustrating  Physician  Distribu- 
tion in  New  York  State  and  Physician-Population  Ra- 
tios in  New  York  State  for  1915,  1940,  1960,  and  1970. 
See  appendixes  A and  B (pages  2013  to  2015). 

At  a recent  meeting  of  the  Rural  Medical  Services 
Committee,  Mr.  Ernest  Mattison,  Director  of  the  Divi- 
sion of  Research  and  Planning,  presented  the  following 
for  committee  consideration: 

To  enhance  continuing  education  and  provide  qual- 
ified consultants  to  physicians  in  rural  areas,  it  was 
proposed  that  research  be  conducted  in  the  area  of 
communication  network  techniques,  including  emer- 
gency medical  services. 

After  thorough  discussion  on  the  merits  and  possi- 
ble applications  of  modern  communication  systems  to 
rural  areas,  the  committee  decided  to  formally  re- 
quest the  assistance  of  the  Division  of  Research  and 
Planning  in  conducting  this  project. 


Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


School  Health 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  School 
Health: 

George  F.  Cunningham,  M.D.,  Chairman  . . . .Suffolk 

Edward  M.  Di  Tolla,  M.D New  York 

James  R.  Markello,  M.D Erie 

Sidney  Leibowitz,  M.D New  York 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 

The  Committee  on  School  Health  held  two  meetings 
in  the  past  year,  in  April  and  October. 

At  the  April  3rd  meeting,  the  following  points  were 
discussed: 

A.  Immunization 

The  committee  recommended  the  Schedule  of  Immu- 
nization that  appears  in  the  American  Academy  of  Pedi- 
atrics Report  of  the  Committee  on  Communicable  Dis- 
eases 1974  edition,  page  3,  as  follows: 

DPT  Oral  Polio  Vaccine 
DPT  Oral  Polio  Vaccine 
DPT  Oral  Polio  Vaccine 
Measles-Mumps-Rubella  (Tubercu- 
lin test  should  precede  Measles 
Vaccine) 

DPT  Oral  Polio  Vaccine 
DPT  Oral  Polio  Vaccine 
Diphtheria-Tetanus  (Adult  type) 
and  thereafter  every  10  years. 

N.B.  Measles  and  Rubella  may  be  given  together  or 
Measles-Mumps-Rubella  combined  vaccine  may  be  given. 

N.B.  Tetanus  Toxoid  at  time  of  injury:  For  clean  minor 
wounds,  no  booster  dose  needed  by  fully  immunized  child 
unless  more  than  10  years  have  elapsed  since  last  dose. 
For  contaminated  wounds,  a booster  should  be  given  if 
more  than  5 years  have  elapsed  since  last  dose. 


1. 

2 months 

2. 

4 months 

3. 

6 months 

4. 

1 year 

5. 

1%  years 

6. 

4-6  years 

7. 

14-16  years 
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B.  School  Nurse  Practitioner 

This  committee  recommends  that  one  nurse  practi- 
tioner serve  in  one  school  to  screen  patients  on  a yearly 
basis,  under  supervision  of  a school  physician. 

All  complex  and  abnormal  problems  to  be  referred  to 
the  school  physician.  In  this  way  one  physician  may  be 
able  to  cover  three  (3)  schools  and  help  alleviate  the 
medical  manpower  shortage.  It  was  also  felt  that  this 
subject  be  brought  up  at  a subsequent  meeting  since  we 
did  not  have  the  full  quota  at  this  meeting. 

C.  Hearing  and  Visual  Testing  in  Schools 

The  committee  recommends  that  visual  and  auditory 
testing  be  performed  in  the  school  on  a yearly  basis. 

D.  Dental  Needs  of  Children 

The  committee  wishes  to  go  on  record  that  all  dental 
problems  of  school  children  be  automatically  remedied, 
if  possible,  through  the  hospital  and  health  department 
clinics  or  through  the  private  sector  of  dentistry.  This 
would  include  not  only  detection  but  definitive  treat- 
ment. The  committee  also  suggested  that  an  education- 
al program  be  established  in  relation  to  dental  care  and 
the  dental  needs  of  children  and  should  be  supervised 
by  the  school  nurse. 

E.  Learning  and  Behavior  Problems 

It  was  recommended  that  this  topic,  although  on  the 
agenda  for  this  meeting,  be  tabled  for  discussion  by  the 
full  committee,  until  Doctor  Pulrang  can  attend  and 
give  his  opinion,  since  this  is  a field  in  which  he  is  quite 
interested. 

F.  Testing 

The  committee  favors  hemoglobin  and  hematocrit  de- 
termination yearly.  It  also  recommended  yearly  routine 
urinalysis  on  all  school  children  as  well  as  bacteriuria 
testing.  This  methodology  is  to  be  determined  by  the 
local  school  physician,  assisted  if  possible  by  the  school 
nurse  practitioner. 

G.  Letter  of  Resignation 

A letter  of  resignation  was  received  from  Robert  A 
Hoekelman,  M.D.,  stating  that,  due  to  other  commit- 
ments, he  will  no  longer  be  able  to  serve  on  this  commit- 
tee. It  was  accepted  with  deep  regret. 

On  June  13,  1974,  in  lieu  of  a formal  meeting,  a ques- 
tionnaire was  mailed  to  the  full  committee  on  the  school 
lunch  program  as  to  its  nutritional  adequacy  and  accep- 
tability from  a palatability  point  of  view.  Unfortunate- 
ly, the  response  was  disappointing  and  no  conclusions 
could  be  drawn. 

At  the  meeting  on  October  23,  1974,  Doctor  Markello, 
our  new  member  from  Buffalo,  was  introduced  and  the 
chairman  feels  that  he  will  be  a most  welcome  addition. 

George  J.  Lawrence,  Jr.,  M.D.,  the  new  director  of  Sci- 
entific Activities,  was  present  as  an  ex  officio  member 


and  took  part  in  many  of  the  discussions.  His  view- 
points were  well  accepted  by  the  committee,  and  we 
hope  this  practice  will  continue. 

At  this  meeting,  the  committee  discussed,  in  detail, 
the  duties  of  a school  nurse  practitioner.  We  feel  that 
the  duties  of  a school  nurse  practitioner  involve  a direct 
liaison  between  the  physician  and  patient  under  direct 
supervision  to  the  physician  at  all  times.  She  screens 
all  patients  and  reports  any  deviation  from  the  normal. 
It  was  noted  the  nurse  practitioner  should,  and  invari- 
ably does,  carry  her  own  malpractice  insurance. 

The  committee  wishes  to  go  on  record  as  favoring  the 
concept  of  the  school  nurse  practitioner  under  the  direct 
supervision  and  responsibility  of  the  local  school  physi- 
cian. It  was  felt  that  she  could  perform  many  of  the 
screening  tests.  We  do  not  feel  that  she  should  make  a 
definite  or  final  diagnosis,  nor  should  she  initiate  any 
therapy  except  under  the  direct  order  of  her  supervising 
physician.  Doctor  Di  Tolla  was  requested  to  supply  the 
committee  with  more  information  regarding  the  duties 
of  a school  nurse  practitioner  at  the  next  meeting. 

Recommendations  were  deferred  regarding  athletic 
injuries  until  the  next  meeting,  at  which  time,  John  D. 
States,  M.D.,  chairman  of  the  Committee  on  Accident 
and  Injury  Prevention,  and  Ralph  S.  Emerson,  M.D., 
chairman  of  the  Committee  on  Medical  Aspects  of 
Sports,  will  be  invited  to  the  next  meeting  in  order  to 
present  their  viewpoints  on  these  subjects. 

The  school  lunch  program  was  discussed  from  the 
standpoint  of  nutritional  adequacy,  acceptability  to  the 
pupils,  and  degree  of  wastage.  No  definite  conclusions 
were  drawn.  Doctor  Di  Tolla  will  report  further  on  this 
problem. 

The  CHAP  program  (Children  Health  Assurance  Pro- 
gram), formerly  known  as  the  EPDSTP  (Early  Periodic 
Diagnosis  and  Screening  and  Testing  Program)  was  dis- 
cussed. This  program  is  being  set  up  by  the  Social  Ser- 
vices Department  of  the  State  of  New  York  in  conjunc- 
tion with  the  New  York  State  Department  of  Health.  It 
will  involve  complete  physical  and  mental  appraisal  of 
all  children  from  the  time  of  birth  until  21  years  of  age 
who  are  under  the  Medicaid  program.  Doctor  Cunning- 
ham will  elaborate  more  on  this  subject  at  the  next 
meeting. 

The  problem  of  learning  disabilities  in  the  school  was 
discussed  only  briefly  and  tabled  for  further  discussion 
at  the  next  meeting,  tentatively  planned  for  January  22, 
1975. 

Respectfully  submitted, 

George  F.  Cunningham,  M.D.,  Chairman 
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APPENDIX  A 

PHYSICIAN  DISTRIBUTION— NEW  YORK 


County 


Doctors  in  Doctors  not  in  Total  Number  of  Population 

Medical  Society  Medical  Society  Doctors  in  County  of  County 


Western  Region 
Cattaraugus 

85 

4 

89 

81,666 

Chautauqua 

124 

12 

136 

147,305 

Erie 

1,553 

242 

1,795 

1,113,491 

Buffalo 

1,065 

194 

1,259 

462,768 

Genesee 

60 

11 

71 

58,722 

Niagara 

221 

14 

235 

235,720 

Niagara  Falls 

108 

0 

108 

85,615 

Wyoming 

32 

3 

35 

37,688 

Ontario  Region 


Allegany 

30 

5 

35 

46,458 

Chemung 

131 

9 

140 

101,537 

Livingston 

42 

3 

45 

54,041 

Monroe 

1,018 

277 

1,295 

711,917 

Rochester 

911 

259 

1,170 

296,233 

Ontario 

108 

16 

124 

78,849 

Orleans 

30 

1 

31 

37,305 

Schuyler 

12 

1 

13 

16,737 

Seneca 

27 

7 

34 

35,083 

Steuben 

112 

7 

119 

99,546 

Wayne 

33 

2 

35 

79,404 

Yates 

24 

2 

26 

19,831 

Central  Region 
Broome 

359 

28 

387 

221,815 

Binghamton 

223 

19 

242 

64,123 

Cayuga 

76 

5 

81 

77,439 

Chenango 

44 

4 

48 

46,368 

Cortland 

46 

7 

53 

45 , 894 

Herkimer 

40 

7 

47 

67,633 

Jefferson 

106 

6 

112 

88,508 

Lewis 

9 

2 

11 

23,644 

Madison 

54 

7 

61 

62,864 

Oneida 

326 

29 

355 

273,037 

Utica 

201 

13 

214 

91,611 

Onondaga 

683 

159 

842 

472,835 

Syracuse 

574 

133 

707 

197,297 

Oswego 

66 

5 

71 

100,897 

St.  Lawrence 

89 

16 

105 

111,991 

Tioga 

25 

1 

26 

46,513 

Tompkins 

119 

7 

126 

77 , 064 
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Doctors  in  Doctors  not  in  Total  Number  of  Population 

County  Medical  Society  Medical  Society  Doctors  in  County  of  County 


Northeastern  Region 


Albany 

487 

199 

686 

286,742 

Albany 

398 

171 

569 

115,781 

Clinton 

79 

7 

86 

72,934 

Columbia 

47 

9 

56 

51,519 

Delaware 

45 

5 

50 

44,718 

Essex 

25 

10 

35 

34,631 

Franklin 

48 

10 

58 

43,931 

Fulton 

53 

6 

59 

52,637 

Greene 

25 

3 

28 

33,136 

Hamilton 

4 

1 

5 

4,714 

Montgomery 

48 

6 

54 

55,883 

Otsego 

57 

18 

75 

56,181 

Rensselaer 

148 

21 

169 

152,510 

Troy 

121 

10 

131 

62,918 

Saratoga 

63 

11 

74 

121,764 

Schenectady 

273 

16 

289 

161,078 

Schenectady 

255 

16 

271 

77,958 

Schoharie 

21 

4 

25 

24,750 

Warren 

92 

7 

99 

49,402 

Washington 

77 

5 

82 

52,725 

Mid-Hudson  Region 


Dutchess 

384 

66 

450 

222,295 

Orange 

183 

30 

213 

221,657 

Putnam 

70 

14 

84 

56,696 

Rockland 

437 

88 

525 

229,903 

Sullivan 

57 

4 

61 

52,580 

Ulster 

167 

17 

184 

141,241 

Westchester 

2,201 

398 

2,599 

894,406 

New  Rochelle 

221 

42 

263 

75,385 

White  Plains 

315 

47 

362 

50,346 

Y onkers 

295 

50 

345 

204,297 

Long  Island  Region 


Nassau 

2,609 

340 

2,949 

1,428,838 

Suffolk 

1,418 

228 

1,646 

1,127,030 

2014 
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APPENDIX  B 


NEW  YORK  STATE 


Physician-Population  Ratios 


County 

1915 

1940 

1960 

1970 

Albany 

1:652 

1:584 

1:463 

1:418 

Allegany 

1:693 

1:882 

1:1189 

1:1327 

Broome 

1:682 

1:694 

1:684 

1:573 

Cattaraugus 

1:774 

1:931 

1:853 

1:918 

Cayuga 

1:685 

1:799 

1:948 

1:956 

Chautauqua 

1:885 

1:889 

1:1061 

1:1083 

Chemung 

1:729 

1:752 

1:836 

1:725 

Chenango 

1:632 

1:935 

1 : 1030 

1:966 

Clinton 

1:951 

1:1000 

1:1119 

1:848 

Columbia 

1:668 

1:882 

1:860 

1:920 

Cortland 

1:601 

1:802 

1:934 

1:866 

Delaware 

1:852 

1:932 

1:990 

1:894 

Dutchess 

1:674 

1:538 

1:553 

1:494 

Erie 

1:683 

1:664 

1:655 

1:620 

Essex 

1:755 

1:633 

1:784 

1:989 

Franklin 

1:745 

1:561 

1:699 

1:742 

Fulton 

1:760 

1:725 

1:870 

1:892 

Genesee 

1:886 

1:890 

1:931 

1:827 

Greene 

1:860 

1:716 

1:951 

1:1183 

Hamilton 

1:748 

1:598 

1:610 

1:943 

Herkimer 

1:866 

1:916 

1:1144 

1:1439 

Jefferson 

1:681 

1:866 

1:870 

1:790 

Lewis 

1:865 

1:1268 

1:1550 

1:2149 

Livingston 

1:582 

1:664 

1:958 

1:1201 

Madison 

1:759 

1:683 

1:976 

1:1031 

Monroe 

1:676 

1:659 

1:566 

1:550 

Montgomery 

1:969 

1:883 

1:1041 

1:1035 

Niagara 

1:823 

1:964 

1:1058 

1:1003 

Oneida 

1:694 

1:697 

1:782 

1:769 

Onondaga 

1:575 

1:617 

1:590 

1:562 

Ontario 

1:666 

1:601 

1:608 

1:636 

Orange 

1:712 

1:708 

1:738 

1:1041 

Orleans 

1:808 

1:793 

1:1485 

1:2034 

Oswego 

1:1332 

1 : 1004 

1:1325 

1:1421 

Otsego 

1:622 

1:623 

1:618 

1:749 

Putnam 

1:751 

1:788 

1:755 

1:675 

Rensselaer 

1:754 

1:757 

1:824 

1:902 

Rockland 

1:885 

1:624 

1:563 

1:438 

St.  Lawrence 

1:778 

1:990 

1 : 1040 

1:1067 

Saratoga 

1:759 

1:830 

1:1220 

1 : 1645 

Schenectady 

1:930 

1:1750 

1:648 

1:557 

Schoharie 

1:697 

1:867 

1:983 

1:990 

Schuyler 

1:537 

1:998 

1:1254 

1:1287 

Seneca 

1:587 

1:695 

1:1184 

1 : 1032 

Steuben 

1:721 

1:858 

1:842 

1:837 

Sullivan 

1:830 

1:642 

1:742 

1:862 

Tioga 

1:751 

1:645 

1:1454 

1:1789 

Tompkins 

1:481 

1:510 

1:655 

1:612 

Ulster 

1:871 

1:763 

1:842 

1:768 

Warren 

1:611 

1:500 

1:484 

1:499 

Washington 

1:854 

1:934 

1:1182 

1:643 

Wayne 

1:723 

1:754 

1:1062 

1:2269 

Westchester 

1:731 

1:529 

1:414 

1:344 

Wyoming 

1:734 

1:682 

1:1338 

1 : 1077 

Yates 

1:650 

1:585 

1 : 1034 

1:763 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

Your  reference  committee  is  most  grateful  to  Keith  0. 
Guthrie,  Jr.,  M.D.,  chairman  of  the  Commission  on  Pub- 
lic Health  and  Education,  George  J.  Lawrence,  Jr., 
M.D.,  director,  Division  of  Scientific  Activities,  and  Mil- 
ton  Rosenberg,  M.D.,  chairman  of  the  1974  reference 
committee,  for  their  guidance  in  the  work  of  the  various 
committees. 

Your  reference  committee  has  considered  the  excel- 
lent annual  reports  of  these  committees.  The  reference 
committee  accepts  these  reports  and  acknowledges  the 
tremendous  amount  of  effort  and  hard  work  by  the 
members  of  these  committees.  We  urge  that  each  of 
you,  if  you  have  not  already  done  so,  read  these  reports 
in  their  entirety. 

Your  reference  committee  reviewed  the  supplementa- 
ry reports.  The  reference  committee  accepts  these  re- 
ports and  commends  the  committees. 

It  is  noted  with  regret  that  the  Committees  on  Can- 
cer, Physical  Medicine  and  Rehabilitation,  and  Venereal 
Disease  did  not  submit  a report  for  the  consideration  of 
the  reference  committee. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Resolution  75-10,  Creation  of  a Governor's  Advi- 
sory Council  on  Health  Related  Matters 

Introduced  by  Asa  P.  Ruskin,  M.D.,  Delegate,  Section 
on  Physical  Medicine  and  Rehabilitation 

Whereas,  A great  many  legislative  proposals  are 
made  each  year  concerning  a multiplicity  of  aspects 
directly  and  indirectly  related  to  patient  care;  and 
Whereas,  A large  number  of  these  legislative  pro- 
posals are  supported  by  small  individual  special  inter- 
est groups,  frequently  without  the  knowledge  or 
awareness  of  other  concerned  bodies  of  the  health  es- 
tablishment; and 

Whereas,  A greater  degree  of  communication  is  es- 
sential between  the  various  specialized  subgroups  of 
health  providers  and  the  various  groups  of  health  con- 
sumers; and 

Whereas,  The  legislators,  in  order  to  make  in- 
formed decisions  regarding  these  subjects  require  the 
advice  and  counsel  of  a broad  spectrum  of  the  health 
community,  including  these  varied  elements  for  the 
provider  and  consumer  group;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  the  Governor  of  the  State 
of  New  York  establish  a Medical  Services  Advisory 
Council;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  submit  to  the  Governor  a list  of  eminently 
qualified  physicians  competent  in  specific  areas  of 
medicine  from  which  he  could  select  the  members  of 
the  Council;  and  be  it  further 

Resolved,  That  this  Council  supply  impartial  and 
educated  evaluations,  not  only  to  the  Governor  and 
his  staff,  but  to  all  areas  of  State  government,  both 
administrative  and  legislative. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

The  reference  committee  feels  that,  at  present,  there 
are  sufficient  channels  of  communication  available  to 
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MSSNY  to  reach  the  Governor’s  office  with  expert  med- 
ical opinion  on  health  related  matters.  Therefore,  the 
reference  committee  recommends  that  Resolution  75-10 
not  be  adopted. 

The  House  voted,  after  discussion,  to  refer  Res- 
olution 75-10  to  the  Council. 


Resolution  75-11,  Regional  Planning  Agencies  to 
Cease  and  Desist  from  Recommending  Closure  of 
Hospital  Services  and  State  Health  Department  Not 
Impose  Sanctions  Until  More  Meaningful  Data  is 
Available 

Introduced  by  Seventh  District  Branch 

Whereas,  Regional  Planning  Agencies,  often  aided 
by  committees  and  subcommittees  composed  of  con- 
sumers with  little  or  no  medical  knowledge,  are  cur- 
rently reevaluating  the  delivery  of  health  care  and  are 
recommending  to  the  State  Health  Department  that 
certain  services  in  some  hospitals  be  closed;  and 

Whereas,  These  recommendations  may  be  based 
solely  on  the  number  of  procedures  performed,  or 
based  on  confusing,  inadequate,  and  noncomparable 
cost  data,  or  based  on  few,  if  any,  undeniably  conclu- 
sive scientific  data  that  indicate  the  relationship  of 
numbers  of  procedures  to  the  quality  of  care;  and 
Whereas,  The  State  Health  Department  might  im- 
pose fiscal  sanctions  on  those  hospitals  that  continue 
to  provide  such  services;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  Regional  Planning  Agencies  to  cease 
and  desist  from  recommending  closure  of  services  and 
the  State  Health  Department  not  impose  sanctions 
until  there  is  meaningful  comparable  cost  data  and 
until  there  is  conclusive  scientific  data  available  indi- 
cating the  relationship  of  the  number  of  procedures  to 
the  quality  of  care;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  such  recommendations  taken 
into  consideration  the  ethnic  and  religious  composi- 
tion of  the  community  involved  and  the  geographic 
distribution  of  the  patients  affected  by  removal  of 
such  services,  with  particular  attention  being  made  of 
the  needs  of  ghetto  and  rural  patients. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

Your  reference  committee  feels  that  the  general  in- 
tent of  this  resolution  is  much  better  expressed  in  Reso- 
lution 75-106  which  will  be  taken  up  later  in  this  report. 
Therefore,  the  reference  committee  recommends  disap- 
proval of  this  resolution. 

The  House  voted  to  not  adopt  Resolution  75-11. 


Resolution  75-12,  Eliminate  Age  and  Address  Re- 
quirement on  Nonnarcotic  Prescriptions 
Introduced  by  Medical  Society  of  the  County  of  Mon- 
roe, Inc.  and  Seventh  District  Branch 

Whereas,  For  many  years  physicians  have  written 
prescriptions  requiring  only  the  name.  date,  and  ap- 
propriate instructions  for  medication  on  prescriptions 
of  nonnarcotic  medications;  and 

Whereas,  Adding  age  and  address  of  the  patient  to 
prescription  headings  requires  data  that  only  in- 


creases the  work  load  of  physicians  and  their  staff  and 
will  ultimately  lead  to  increase  in  costs;  and 

Whereas,  The  additional  data  has  not  been  shown 
to  be  of  any  value  to  pharmacists  or  the  improvement 
in  patient  care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Department  of 
Health  to  cease  requiring  age  and  address  of  patients 
on  prescriptions  for  nonnarcotic  medications. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

No  one  appeared  before  the  committee  to  speak  in 
favor  of  this  resolution.  However,  the  committee  heard 
testimony  from  two  physicians  who  pointed  out  how  es- 
sential the  age  information  is  when  it  comes  to  dosages 
in  pediatric  and  geriatric  patients.  Age  and  address 
data  are  important  to  identify  people  with  similar  or 
identical  names.  It  was  also  pointed  out  that  entering 
these  two  informational  items  is  an  easy  task  repre- 
senting no  hardship  to  the  physician.  In  view  of  the 
value  of  this  information,  the  reference  committee  rec- 
ommends disapproval  of  Resolution  75-12. 

The  House  voted  to  not  adopt  Resolution  75-12. 

Resolution  75-40,  Recent  Amendments  to  State 
Hospital  Code,  Subchapter  C,  Part  720.16  and  Sub- 
chapter F,  part  751.11  Concerning  Physical  Medi- 
cine and  Rehabilitation 

Introduced  by  Asa  P.  Ruskin,  M.D.,  Delegate,  Section 
on  Physical  Medicine  and  Rehabilitation 

Whereas,  Section  720.16  and  Section  751.11  of  the 
State  Hospital  Code  was  recently  amended;  and 
Whereas,  This  amendment  regarding  Sections  con- 
cerning Physical  Medicine  and  Rehabilitation  was 
done  without  consultation  of  any  kind  with  the  appro- 
priate medical  specialty  groups,  to  wit,  the  Committee 
on  Physical  Medicine  and  Rehabilitation  of  the  Medi- 
cal Society  of  the  State  of  New  York  or  the  New  York 
State  Society  of  Physical  Medicine  and  Rehabilita- 
tion; and 

Whereas,  The  amendments  caused  a substantial 
change  in  the  practice  of  Physical  Medicine  and  Re- 
habilitation, such  that  the  role  of  the  medical/special- 
ists in  that  field  was  essentially  written  out  and  essen- 
tially allow  unsupervised  practice  of  this  area  of  medi- 
cine to  para-medical  personnel;  and 

Whereas,  In  certain  aspects  this  authority  given  to 
para-medical  personnel  exceeds  the  limitations  on 
their  practice  imposed  by  the  State  Education  Law; 
and 

Whereas,  The  representative  bodies  of  the  con- 
cerned medical  specialty,  to  wit  the  Committee  on 
Physical  Medicine  and  Rehabilitation  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York 
Society  of  Physical  Medicine  and  Rehabilitation  feel 
that  these  changes  are  inimical  to  proper  patient  care 
and  the  level  of  medical  services  which  the  public  has 
a right  to  expect  as  well  as  the  level  of  medical  ser- 
vices mandated  in  the  original  State  Hospital  Code; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  State  Hospital  Review  and 
Planning  Council  to  annul  the  recent  amendments  to 
State  Hospital  Code,  Subchapter  C,  Part  720.16  and 
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Subchapter  F,  Part  751.11  concerning  Physical  Medi- 
cine and  Rehabilitation  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  State  Hospital  Review  and 
Planning  Council  to  seek  consultation  with  the  appro- 
priately concerned  medical  specialty  groups,  such  as 
the  Committee  on  Physical  Medicine  and  Rehabilita- 
tion of  the  MSSNY  and  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation  concerning 
what  amendments,  if  any,  must  be  made  in  the  per- 
tinent sections  of  the  hospital  code  and  of  the  nursing 
home  code. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

The  committee  heard  testimony  from  the  sponsor  of 
this  resolution  and  is  in  agreement  with  the  content. 
Therefore,  the  reference  committee  recommends  ap- 
proval of  Resolution  75-40. 

The  House  voted  to  adopt  Resolution  75-40. 

Resolution  75-42,  Use  of  Acupuncture  by  Li- 
censed Physicians 

Introduced  by  Asa  P.  Ruskin,  M.D.,  Delegate,  Section 
on  Physical  Medicine  and  Rehabilitation 

Whereas,  Acupuncture  is  a technique  that  does  not 
present  any  particular  hazard  to  the  patient;  and 
Whereas,  The  greatest  danger  from  acupuncture  is 
its  use  in  conditions  that  would  more  properly  be 
treated  by  other  medical  means,  and  in  conditions 
that  have  been  improperly  diagnosed;  and 

Whereas,  Current  regulations  in  the  State  of  New 
York  have  resulted  in  the  proliferation  of  highly  lu- 
crative but  academically  very  dubious  “courses”;  and 
Whereas,  Unethical  or  commercial  exploitation  of 
acupuncture  or  any  other  technique,  if  done  by  a li- 
censed physician,  can  be  adequately  policed  through 
the  existing  mechanisms  of  the  county  and  State 
Medical  Societies;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  oppose  any  attempt  to  allow  the 
practice  of  acupuncture  or  any  other  medical  proce- 
dure by  any  persons  other  than  licensed  physicians, 
regardless  of  training  or  background  if  this  does  not 
include  education  sufficient  to  make  medical  diagnos- 
es and  sufficiently  acceptable  to  warrant  licensure  for 
the  practice  of  medicine;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  policy  that  any  physician  hold- 
ing a license  for  the  practice  of  medicine  and  surgery 
should  not  be  restricted  from  the  use  of  any  technique 
in  which  he  has  had  adequate  preparation,  using  the 
same  criteria  that  are  applied  to  any  other  aspect  of 
medical  practice. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

After  hearing  testimony  from  the  sponsor  of  this  reso- 
lution, as  well  as  others,  the  reference  committee  is  in 
agreement  with  its  intent.  However,  we  find  that  this 
resolution  requires  some  changes. 

At  the  request  of  Dr.  Ruskin,  the  House  voted 
permission  to  withdraw  Resolution  75-42. 


Resolution  75-43,  The  Use  of  Telescopic  Devices 
for  Operation  of  Motor  Vehicles 

Introduced  by  Francis  J.  Gilroy,  M.D.,  Delegate,  Section 
on  Ophthalmology 

Whereas,  Several  states  including  Massachusetts 
and  California  have  sanctioned  pilot  programs  allow- 
ing legally  blind  persons  to  qualify  for  a motor  vehicle 
operator’s  license,  with  the  use  of  telescopic  lenses; 
and 

Whereas,  This  procedure  is  experimental  and  not 
sufficiently  proven  as  being  in  the  best  interest  of  the 
public’s  safety;  and 

Whereas,  The  use  of  such  devices  has  been  strongly 
disapproved  in  recommendations  to  the  Commission- 
er of  Motor  Vehicles  of  New  York  State  by  the  Medi- 
cal Advisory  Committee  of  the  Commission  for  the 
Visually  Handicapped;  and 

Whereas,  This  disapproval  has  been  supported  by 
the  New  York  State  Ophthalmological  Society;  and 

Whereas,  The  Commissioner  of  Motor  Vehicles  in 
New  York  State  has  chosen  to  ignore  this  recommen- 
dation; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  use  of  telescopic  devices  for  the 
operation  of  motor  vehicles,  and  request  the  Commis- 
sioner of  Motor  Vehicles  to  reconsider  his  depart- 
ment’s position  on  their  use. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

The  reference  committee  heard  testimony  regarding 
this  resolution  from  its  sponsor  as  well  as  others,  is  in 
agreement  with  its  contents,  and  therefore  recommends 
approval  of  Resolution  75-43. 

The  House  voted  to  adopt  Resolution  75-43. 

Resolution  75-44,  Use  of  Drugs  by  Optometrists 
Introduced  by  Francis  J.  Gilroy,  M.D.,  Delegate,  Section 
on  Ophthalmology 

Whereas,  There  has  been  a trend  recently  in  some 
states  to  permit  the  use  of  drugs  by  optometrists  for 
“diagnostic  purposes”  such  as  recent  legislation 
passed  in  Rhode  Island  and  Pennsylvania;  and 

Whereas,  It  is  against  the  public  interest  and  wel- 
fare that  optometrists  be  allowed  to  use  drugs;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  any  legislation  that  would  allow  the 
use  of  drugs  of  any  type  for  diagnostic  or  other  pur- 
poses by  optometrists  except  under  the  supervision  of 
a licensed  physician. 

Resolution  75-81,  Use  of  Drugs  by  an  Optometrist 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Assembly  bill  number  1335  introduced  in 
the  New  York  State  Legislature  would  strike  out  the 
present  restriction  on  the  use  of  drugs  by  an  optome- 
trist; and 

Whereas,  This  legislation  would  broaden  the  scope 
of  optometry  beyond  its  basic  intent,  abilities,  and 
training;  and 

Whereas,  An  optometrist  under  New  York  Statute 
is  a limited  nonmedical  practitioner  with  no  qualifica- 
tions to  enter  into  the  diagnosis  or  treatment  of  dis- 
ease; and 
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Whereas,  Optometry  already  has  a reliable  non- 
contact  tonometer  which  requires  no  topical  anesthet- 
ic in  screening  for  possible  glaucoma;  and 

Whereas,  the  proposed  legislation  is  against  the 
public  interest  and  welfare;  and 

Whereas,  the  Nassau  County  Medical  Society  is  ac- 
tively opposing  the  proposed  legislation;  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  actively  oppose  all  legislation  that  would 
allow  the  use  of  drugs  of  any  type  for  diagnostic  or 
other  purposes  by  nonmedical  practitioners  except 
under  the  supervision  of  a licensed  physician. 

Report  of  Reference  Committee  on  Public  Health: 

The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

While  we  are  in  agreement  with  the  intent  of  Resolu- 
tion 75-44,  it  is  covered  more  completely  in  Resolution 
75-81. 

The  reference  committee  recommends  adoption  of 
Resolution  75-81  in  lieu  of  resolution  75-44. 

The  House  voted  to  adopt  Resolution  75-81. 


Resolution  75-70,  Definition  of  the  term  “ Chronic 
Disease  Hospital ” 

Introduced  by  Asa  Ruskin,  M.D.,  Delegate,  Section  on 
Physical  Medicine  and  Rehabilitation 

Whereas,  A significant  number  of  medical  patients 
are  suffering  subacute  and  chronic  conditions  requir- 
ing a high  level  of  long  term  medical  care;  and 

Whereas,  This  type  of  medical  care  has  in  the  past 
been  provided  by  the  chronic  disease  hospitals;  and 
Whereas,  The  New  York  State  Department  of 
Health  has  arbitrarily  and  capriciously  eliminated 
that  category  of  institution  by  fiat;  and 

Whereas,  The  designation  of  the  chronic  disease 
hospitals  as  skilled  nursing  facilities  has  caused  a de- 
terioration and  downgrading  of  the  level  of  medical 
care,  and  rehabilitative  care  necessary  to  these  pa- 
tients; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  do  all  in  its  power  to  promote  necessary 
legislation  to  effect  the  redesignation  of  the  special 
category  of  hospitals  previously  known  as  chronic  dis- 
ease hospitals  but  now  called  Skilled  Nursing  Facili- 
ties as  either  the  previously  used  designation,  Chronic 
Disease  Hospital,  or  utilizing  a new  designation  such 
as  Medical  Rehabilitation  Hospital. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

Since  hearing  testimony  by  the  sponsor  of  this  resolu- 
tion, the  reference  committee  recommends  disapproval 
inasmuch  as  the  current  definition  of  a “hospital”  both 
in  Section  28  of  the  Public  Health  Law  as  well  as  in  the 
State  Sanitary  Code  is  sufficiently  broad  to  allow  any 
bonafide  medical  facility  to  operate  any  kind  of  legiti- 
mate high-quality  medical  care  program  such  as  Chronic 
Disease  and/or  Rehabilitation  Center  or  similar  disease 
categories. 

The  reference  committee  recommends  that  Resolu- 
tion 75-70  be  not  adopted. 

The  House,  after  discussion,  voted  to  adopt  Res- 
olution 75-70. 


Resolution  75-106,  Regionalization  of  Obstetrics 
and  Pediatric  Care  in  New  York  State 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual 
Whereas,  A national  task  force  consisting  of  rep- 
resentatives of  the  American  College  of  Obstetricians 
and  Gynecologists,  the  American  Academy  of  Pediat- 
rics, the  American  Academy  of  Family  Physicians  and 
other  concerned  agencies  has  recently  completed  a 
study  and  recommendation  for  the  regionalization  of 
obstetrical  and  pediatric  services;  and 

Whereas,  Such  a trial  program  over  a period  of  sev- 
eral years  has  shown  that  both  maternal  and  perinatal 
mortality  is  markedly  reduced;  and 

Whereas,  A similar  study  by  representatives  of  the 
regional  chapters  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  the  American  Academy  of 
Pediatrics,  and  the  New  York  State  Chapter  of  the 
American  Academy  of  Family  Physicians  has  shown 
that  the  general  principles  of  such  a regionalization 
can  be  readily  applied  to  New  York  State;  and 

Whereas,  The  New  York  State  Department  of 
Health  has  assigned  to  a subcommittee  this  project 
headed  by  an  Officer  of  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  This  subcommittee  has  enlisted  physi- 
cian input  at  all  levels  together  with  local  input 
through  the  Regional  Planning  Councils  and  the 
Committee  on  Maternal  and  Child  Welfare  of  the 
Medical  Society  of  the  State  of  New  York;  and 

Whereas,  There  definitely  will  be  structured  into 
the  program  a mechanism  for  local  exception  to  the 
overall  guidelines  on  the  basis  of  hardship,  geographi- 
cal need,  and  local  peculiarities;  and 

Whereas,  Such  a program  will  benefit  the  obstetri- 
cal and  pediatric  patients  of  the  State;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  in  principle  a program  of  regional- 
ization of  Obstetric  and  Pediatric  services  throughout 
the  State  of  New  York  and  so  inform  the  Commis- 
sioner of  Health. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman 

This  resolution  was,  by  far,  the  most  lively  issue 
which  faced  your  reference  committee  and,  after  much 
deliberation,  we  are  in  agreement  with  the  basic  intent 
of  this  resolution.  However,  in  order  to  accommodate 
the  wishes  of  the  many  delegates  who  testified,  the  ref- 
erence committee  took  the  liberty  of  revising  this  resolu- 
tion by  converting  the  6th  whereas  clause  into  a Re- 
solved. 

The  Resolved  portion  would  then  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  in  principle  a program  of  regional- 
ization of  Obstetric  and  Pediatric  services  throughout 
the  State  of  New  York;  and  be  it  further 

Resolved,  That  there  be  structured  into  the  pro- 
gram a mechanism  for  local  exception  to  the  overall 
guidelines  on  the  basis  of  hardship,  geographical 
need,  and  local  peculiarities. 

Your  reference  committee  recommends  adoption  of 
Resolution  75-106  as  amended. 

The  House  voted  to  adopt  Resolution  75-106  as 
amended. 
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Resolution  75-109,  Funding  of  Medical  Care  in 
Blighted  Areas 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  dedicated  itself  to  seeking  “immediate  med- 
ical relief’  for  individuals  situated  in  rural  and  ghetto 
areas  who  are  receiving  a substandard  level  of  medical 
care  in  New  York  State  (see  Resolution  73-96  at- 
tached); and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  taken  no  direct  steps  to  seek  such  relief 
since  the  adoption  of  Resolution  73-96;  and 

Whereas,  It  is  in  the  general  interest  that  we  pro- 
mote equality  of  services  to  all  people;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  fulfull  its  commitments  to  rural 
and  ghetto  peoples  receiving  substandard  medical 
care  in  New  York  State,  allocate  one  per  cent  of  its 
total  gross  income  for  1975  to  be  used  for  direct  relief 
for  such  peoples  in  the  form  of  primary  medical  ser- 
vices; and  be  it  further 

Resolved,  That  such  monies  be  used  as  follows:  to 
be  administered  by  a committee  of  six  physicians 
(three  from  upstate  and  three  from  downstate)  who 
are  members  of  the  Medical  Society  of  the  State  of 
New  York  and  to  be  dispersed  according  to  greatest 
need  and  greatest  possible  accomplishment  in  the  fol- 
lowing two  ways: 

(1)  In  the  form  of  low  interest  loans  for  physi- 
cians wishing  to  set  up  a practice  in  areas  of  New 
York  State  where  a definite  need  is  established. 

2)  In  the  form  of  matching  grants  to  communi- 
ties which  raise  money  to  improve  medical  services 
in  their  area  and  have  established  a definite  need 
for  monetary  assistance;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  a resolution  at  the  American 
Medical  Association  Convention  for  a similar  program 
nationwide. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

After  hearing  the  testimony  of  the  sponsors  of  this 
resolution,  the  committee  recommends  disapproval  of 
Resolution  75-109  as  entirely  impractical  in  view  of  the 
small  amounts  of  monies  involved  and  the  availability  of 
massively  financed  federal  programs  for  medical  care  in 
rural  and  ghetto  areas. 

The  House,  after  discussion,  voted  to  not  adopt 
Resolution  75-109. 

Resolution  75-116,  Minimum  Autopsy  Percentage 
Requirement 

Introduced  by  Queens  County  Medical  Society  and  First 
District  Branch 

Whereas,  The  percentage  of  autopsies  has  declined, 
and  continues  to  do  so,  since  the  change  in  the  re- 
quirement as  to  percentage  of  autopsies  by  the  Ac- 
creditation Commission;  and 


Whereas,  The  continuation  of  study  of  the  dead 
human  body  by  autopsy  is  significant  in  the  mainte- 
nance of  appropriate  levels  and  standards  of  care; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  continuation  of  the  minimum 
requirement  for  autopsies  and  that  a minimum  per- 
centage of  autopsies  be  demanded  prior  to  the  ap- 
proval of  hospitals  for  internships,  residencies,  and 
training  programs  by  the  Accreditation  Committee; 
and  be  it  further 

Resolved,  The  Medical  Society  of  the  State  of  New 
York  forward  copies  of  this  resolution  to  the  Accredi- 
tation Committee  and  the  American  Medical  Associa- 
tion. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

Your  reference  committee  heard  testimony  in  support 
of  this  resolution.  Further  testimony  presented  empha- 
sized that  when  autopsies  are  performed,  they  should  be 
of  high  quality  and  relevant  to  the  teaching  program. 
The  restoration  of  a percentage  requirement  for  au- 
topsies may  cause  the  abandonment  of  an  otherwise  suc- 
cessful program.  Because  of  the  absence  of  these  con- 
siderations in  the  resolution,  your  reference  committee 
recommends  disapproval  of  Resolution  75-116. 

The  House,  after  discussion,  voted  to  refer  Res- 
olution 75-116  with  approval  to  the  Council. 

Resolution  75-124,  Incentives  for  Undergraduate 
Medical  Programs  in  Medically  Indigent  Areas 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  It  is  desirable  for  medically  indigent 
areas  to  receive  more  health  manpower;  and 

Whereas,  Preliminary  data  from  Student  American 
Medical  Association  medical  students  working  in 
medically  indigent  areas  indicates  that  many  such 
students  once  actually  exposed  to  primary  care  prac- 
tice in  these  shortage  regions  return  there  or  to  simi- 
lar areas  of  need  upon  graduation;  therefore  be  it 

Resolved,  The  Medical  Society  of  the  State  of  New 
York  urge  the  Federal  government  to  encourage  medi- 
cal students  to  work  in  medically  indigent  areas  by: 

1.  providing  a loan  forgiveness  program  for  stu- 
dents who  participate  in  such  programs  during 
their  undergraduate  medical  education;  and 

2.  providing  direct  grants  to  schools  which  es- 
tablish such  programs. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Boris  A.  Vanad- 
zin,  M.D.,  Chairman. 

The  reference  committee  recommends  approval  of 
Resolution  75-124. 

The  House  voted  to  adopt  Resolution  75-124. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 
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Medical  Services 


MEDICAL  CARE  INSURANCE  (ANNUAL) 


To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Medical  Care  Insurance  is  com- 


posed of  the  following: 

Robert  D.  Fairchild,  M.D.,  Chairman  Onondaga 

Irving  Cramer,  M.D Oneida 

Franz  L.  Ebstein,  M.D Queens 

Sidney  I.  Etkin,  M.D. Albany 

Samuel  H.  Madell,  M.D New  York 

Monte  Malach,  M.D Kings 

Robert  J.  O’Connor,  M.D Richmond 

Joseph  F.  Shanaphy,  M.D Richmond 

H.  Gregory  Thorsell,  M.D Chautauqua 

Daniel  H.  Webster,  M.D Clinton 


A meeting  was  held  on  June  6,  1974,  at  the  Medical 
Society  of  the  State  of  New  York,  Lake  Success,  New 
York. 

Resolution  74-7  ( Blue  Shield  Out-patient  Benefits 
Manual).  “Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Blue  Shield  Plans  to 
issue  to  all  physicians  a Blue  Shield  Benefits  Manual 
similar  to  that  issued  to  participating  hospitals  in  order 
to  simplify  the  understanding  of  the  benefits  allowed 
under  the  various  Blue  Shield  contracts.” 

The  numerous  and  varying  benefits  being  offered  by 
different  contracts,  not  only  by  Blue  Shield  but  also  by 
other  9-C  and  third  party  payors,  were  discussed.  Re- 
cently, there  has  been  increasing  coverage  of  out-of-hos- 
pital procedures.  The  cards  that  patients  present  do 
not  clearly  indicate  what  benefits  are  covered.  It  was 
moved  and  passed  that  further  action  on  this  resolution 
be  deferred  pending  a survey  by  the  MSSNY  to  deter- 
mine the  extent  of  the  problem  and  suggestions  from 
third  party  payors  for  an  acceptable  solution. 

As  part  of  the  above  discussion,  it  was  noted  that 
many  policies  are  now  being  written  that  cover  outpa- 
tient services  in  a hospital  setting  but  not  in  a physi- 
cian’s office.  There  is  evidence  that  comparable  ambu- 
latory services  provided  in  a physician’s  office  are  of 
higher  quality  and  less  costly  than  in  hospital  outpatient 
departments.  In  the  1974  Albany  legislative  session  the 
MSSNY  had  attempted  to  have  a bill  that  mandated 
health  insurance  coverage  of  hospital  outpatient  services 
widened  to  include  parallel  coverage  when  such  services 
are  rendered  in  physician’s  offices,  but  without  success. 
It  is  planned  to  seek  passage  of  such  extended  coverage 
in  the  1975  legislative  session. 

Resolution  74-51  ( Health  Insurance  for  Complete 
Maternity  & Newborn  Care).  Resolved,  That  the 
Medical  Society  of  the  State  of  New  York  affirm  and 
support  the  principles  of  model  bill  of  the  American 
College  of  Obstetricians  and  Gynecologists;  and  be  it 
further 

Resolved,  That  the  MSSNY  recommend,  endorse, 
and  support  enactment  of  model  bill  into  law  by  the 
Legislature  of  the  State  of  New  York;  and  be  it  further 


Resolved,  That  every  insurer  issuing  an  individual, 
group  or  hospital  service  corporation  policy  of  health  in- 
surance provide  for  coverage  for  complete  maternity 
care;  and  be  it  further 

Resolved,  That  such  coverage  should  include  com- 
plete maternity  care  as  follows:  (1)  treatment  associ- 

ated with  voluntary  control  of  reproduction,  (2)  normal 
obstetric  care,  (3)  all  complications  of  obstetrics,  (4) 
prenatal  care,  (5)  care  of  the  unborn  infant,  (6)  labor, 
delivery  and  puerperium,  and  (7)  newborn  care  from  the 
moment  of  birth  through  the  first  year  of  life;  and  be  it 
further 

Resolved,  That  complete  maternity  care  shall  be  pro- 
vided in  all  policies,  whether  single  or  family  coverage; 
and  be  it  further 

Resolved,  That  deductible  and  co-insurance  may  be 
allowed  if  the  usual,  customary  and  reasonable  charges 
for  maternity  services  are  reimbursed  to  the  same  per 
cent  or  proportion,  as  is  the  maximum  authorized  for 
reimbursement  of  the  usual,  customary  and  reasonable 
charges  for  other  surgical  procedures;  and  be  it  further 

Resolved,  That  total  maternity  coverage  shall  be 
given  in  all  policies  regardless  of  the  marital  status  of 
the  insured;  and  be  it  further 

Resolved,  That  in  order  to  provide  continuity  of  cov- 
erage, the  following  eligibility  period  shall  be  written 
into  all  insurance  policies  concerning  benefits  for  obstet- 
ric care — pregnancy  which  begins  while  the  insurance  is 
in  force  shall  be  covered  until  the  termination  of  the 
pregnancy,  the  puerperium  and  until  discharge  of  the 
newborn  from  the  hospital  care  to  home;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  extend  its  influence  to  accomplish  this  end  ei- 
ther through  administration  channels  or  legislative 
change. 

Max  N.  Howard,  M.D.,  director,  Division  of  Medical 
Services,  reviewed  previous  actions  taken  by  the 
MSSNY  to  implement  the  intent  of  this  resolution.  A 
group  of  officers  and  staff  had  met  last  year  with  the  Su- 
perintendent of  Insurance  to  discuss  the  feasibility  of 
mandatory  coverage  as  an  integral  part  of  the  basic 
health  insurance  offered  to  the  public  in  New  York 
State,  and  to  fully  explore  the  problems  involved.  The 
Superintendent  did  not  favor  mandating  coverage,  ex- 
pressing the  opinion  that  the  public  should  be  offered 
various  policies  with  the  option  of  selecting  those  that 
met  personal  needs.  He  was  not  receptive  to  full  mater- 
nity and  well  newborn  care,  pointing  out  that  this 
would  be  chosen  only  by  those  who  planned  to  have  chil- 
dren and  would  be  more  expensive  than  if  paid  for  di- 
rectly since  there  would  be  added  on  an  administrative 
cost,  about  15%.  He  mentioned  that  where  such  cover- 
age was  offered  to  groups  as  an  optional  inclusion  at  a 
higher  premium,  there  had  been  few  who  had  selected  it. 

The  Superintendent  was  receptive  to  removing  the 
limitation  of  the  coverage  of  the  ill  newborn  from  the 
fifth  day,  mandating  insurance  coverage  of  such  infants 
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from  the  moment  of  birth,  and  encouraged  a concrete 
proposal  from  the  MSSNY.  The  two  pediatrician  rep- 
resentatives invited  to  this  conference  were  to  draw  up 
such  a proposal. 

After  full  discussion  it  was  voted  to  recommend  that 
the  third  resolved  be  amended  by  inserting  the  words  “in 
the  basic  contract,”  to  read  as  follows:  Resolved,  That 
every  insurer  issuing  an  individual,  group  or  hospital 
service  corporation  policy  of  health  insurance  provide 
for  coverage  in  the  basic  contract  for  complete  materni- 
ty care. 

The  committee  approved  the  principles  of  this  resolu- 
tion and  recommended  to  the  Council  that  the  amended 
Resolution  74-51  be  approved  and  forwarded  to  the  Su- 
perintendent of  Insurance  of  the  State  of  New  York,  re- 
questing implementation. 

Resolution  74-100  (Staff  Allocation  to  Committee  on 
Continuing  Postgraduate  Education):  The  committee 

was  of  the  opinion  that  this  matter  does  not  fall  within 
its  province  and  recommended  to  the  Council  that  it  be 
referred  to  the  Committee  on  Continuing  (Postgradu- 
ate) Education. 

Associated  Hospital  Service  of  New  York  (Blue 
Cross)  and  United  Medical  Service,  Inc.,  (Blue 
Shield)  Merger  in  Greater  New  York  Area.  Dr. 
Howard  reviewed  the  circumstances  that  led  to  the 
merger,  effective  June  1,  1974.  The  severe  financial  dif- 
ficulties that  Blue  Shield  experienced,  its  reserves  fall- 
ing below  the  2%%  statutory  requirement,  necessitated 
the  Superintendent  of  Insurance  to  take  measures  to  re- 
habilitate the  company.  The  Superintendent,  in  pre- 
ceding discussions,  had  indicated  that  no  solution  other 
than  a complete  merger  would  be  acceptable.  The 
State  Society,  in  an  attempt  to  arrive  at  a consensus  of 
the  involved  17  downstate  county  medical  societies  and, 
if  possible,  to  develop  an  alternative  to  the  complete 
merger,  called  four  emergency  meetings  of  the  represen- 
tatives of  those  county  medical  societies.  No  practical 
alternatives  developed  from  these  meetings,  with  the 
majority  indicating  that  they  would  vote  for  the  merger. 
The  Council  then  considered  the  problem,  felt  that  the 
merger  effected  a major  shift  from  a physician-oriented 
to  a hospital-oriented  plan,  and  that  this  would  be  detri- 
mental to  patient  care.  It  was  also  concerned  that  this 
would  be  but  the  first  step  in  forcing  mergers  of  other 
Blue  Plans  throughout  the  State.  Accordingly,  the 
Council  approved  a recommendation  that  MSSNY  vote 
against  the  merger,  which  it  did;  its  vote  was  the  only 
negative  one  of  the  39  votes  cast.  The  Bronx  County 
Medical  Society  had  intended  to  vote  in  the  negative 
but  an  unavoidable  delay  caused  its  representative  to 
arrive  too  late  for  its  vote  to  be  counted.  Because  of  its 
dissenting  vote  MSSNY  was  asked  to  and  did  file  an  af- 
fidavit in  the  Supreme  Court  stating  the  reasons  for  its 
objection,  without  effect. 

The  merged  plans  will  have  a Board  of  Directors  of 
44,  five  of  which  (11.4%)  will  be  practicing  physicians,  in 
contrast  to  the  50%  physician  membership  on  the  Blue 
Shield  Board.  The  merged  corporation  will  also  have  a 
Medical  Policy  Advisory  Committee  consisting  of  the 
five  practicing  physician  members  of  the  Board  and  a 
physician  representative  from  each  of  the  17  county 
medical  societies.  The  Superintendent  of  Insurance  has 
approved  an  overall  increase  of  18.9%  in  Blue  Shield 
premiums  so  that  the  contracts  affected  by  this  increase 
will  become  self-supporting  and  enable  Blue  Shield  to 


restore  its  statutory  reserve.  Portions  of  the  news  re- 
lease from  the  Superintendent  of  Insurance  dated  May 
30,  1974  notes,  among  other  implications  of  the  merger, 
that  there  would  be  increased  subscriber  control  and  a 
opportunity  for  the  development  of  new  health  care  or 
health  maintenance  organizations.  It  also  comments 
that  although  the  two  organizations  do  not  now  directly 
compete  with  one  another,  the  consolidation  will  elimi- 
nate potential  future  competition  between  them,  but 
concluded  that  although  this  is  a disadvantage,  it  is  con- 
sidered marginal  and  hypothetical.  The  Superinten- 
dent further  noted  that  the  enlarged  size  of  the  Board 
may  hinder  its  ability  to  operate  effectively,  and  went  on 
to  say  that,  when  the  major  reorganization  changes  are 
completed,  serious  consideration  should  be  given  to  the 
development  of  a smaller  Board.  He  also  expressed  the 
thought  that  the  public  rightly  felt  it  should  have  an  in- 
creasing say  in  the  conduct  and  management  of  the  or- 
ganizations involved.  Accordingly,  one  would  doubt 
that  on  a smaller  Board  the  percentage  of  physician  rep- 
resentatives would  remain  at  an  even  11%. 

After  an  indepth  discussion  of  the  multiple  facets  of 
the  problem,  the  committee  voted  to  recommend  to  the 
Council  that  MSSNY  1)  exert  all  effort  to  increase  the 
number  of  physicians  on  the  Board  of  Directors  of  the 
consolidated  Blue  Cross-Blue  Shield  organization  so 
that  there  will  be  a meaningful  representation  of  both 
practicing  and  participating  physicians;  and  2)  express 
its  concern  that  the  involvement  of  Blue  Cross  in 
HMO’s  and  health  care  delivery  package  programs  will 
lead  to  the  exclusion  of  physicians  who  do  not  partici- 
pate in  such  prepaid  plans  from  health  care  institutions, 
and  thus  deny  them  and  their  patients  the  free  choice  of 
health  care  coverage;  and  3)  communicate  the  above  to 
the  Superintendent  of  Insurance,  to  the  Legislature,  to 
the  county  medical  societies,  to  the  merged  Blue  Cross- 
Blue  Shield  organization,  and  to  the  six  other  Blue 
Shield  Plans  now  operating  in  New  York  State. 

Following  the  Council’s  approval  of  the  above,  appro- 
priate letters  were  dispatched  to  the  Superintendent  of 
Insurance,  the  president  of  the  Blue  Cross-Blue  Shield 
of  Greater  New  York,  and  to  all  county  medical  so- 
cieties. 

National  Health  Insurance.  Copies  of  the  booklet 
“Analyses  of  National  Health  Insurance  Proposals”  pre- 
pared by  the  American  Hospital  Association  were  dis- 
tributed and  Mr.  Bernard  M.  Jackson  summarized  the 
principal  features  of  the  various  programs  being  consid- 
ered, comparing  the  salient  effects  that  each  might  have 
on  the  practice  of  medicine.  He  also  reviewed  the  basic 
principles  that  the  House  of  Delegates  had  approved  for 
incorporation  in  any  national  health  insurance  program. 
It  was  noted  that  MSSNY  had  gone  on  record  as  sup- 
porting the  Medicredit  Bill  of  the  AMA.  The  discus- 
sion focused  on  whether  this  committee  felt  it  desirable 
or  necessary  to  recommend  modification  of  MSSNY’s 
policy. 

The  committee  reaffirmed  the  principles  enunciated 
by  the  House  of  Delegates.  It  was  left  that  the  commit- 
tee members  would  give  further  thought  to  any  policy 
modification  and  that  the  division  director  will  keep  the 
committee  apprised  of  developments  by  supplying  infor- 
mation and  literature  as  such  are  received. 

It  was  noted  that  some  of  the  NHI  proposals  would 
mandate  a fixed  fee  schedule.  There  was  unanimous 
agreement  that  MSSNY  should  resist  the  imposition  of 
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any  fixed  fee  schedule.  It  was  voted  to  recommend  to 
the  Council  that  the  MSSNY  communicate  to  the  AMA 
and  other  appropriate  groups  that  any  national  health 
insurance  remuneration  program  should  be  based  on  the 
concept  of  “usual,  customary,  and  prevailing  fees.” 

No-Fault  Claim  Forms.  Dr.  Howard  read  a com- 
munication from  the  New  York  State  Department  of  In- 
surance, addressed  to  Dr.  Fineberg,  requesting  an  opin- 
ion as  to  the  propriety  of  physicians  charging  a fee  for 
filling  out  a “no-fault”  motor  vehicle  insurance  claim 
form.  The  letter  stated  that  a number  of  complaints 
had  been  received  that  doctors  were  charging  from  $10 
to  $25  for  filling  out  the  form;  that  the  claim  form  is 
very  similar  to  that  of  Blue  Cross  and  Blue  Shield;  that 
the  form  is  not  used  in  “tort”  procedures;  and  that 
“charging  of  a fee  for  filling  out  the  ‘no-fault’  medical 
claim  form  is  not  in  the  public  interest.” 

Previous  discussion  within  this  committee  concerning 
the  charges  for  completing  insurance  forms  for  patients 
were  reviewed.  Noted  were  pertinent  portions  from  the 
AMA’s  Opinions  of  the  Judicial  Council  which  recom- 
mend that  the  attending  physician  should  complete, 
without  charge,  a routine  health  insurance  claim  form; 
that  a charge  for  more  complex  forms  may  be  made  in 
conformity  with  local  custom;  and,  if  more  than  one 
form  is  to  be  completed  thus  imposing  additional  work 
upon  the  doctor’s  staff,  a charge  for  such  would  not  be 
improper.  ' The  “no-fault”  claim  form  is  different  from 
other  forms,  and  in  keeping  with  our  support  of  the 
AMA’s  Uniform  Health  Insurance  Claim  Form,  we 
should  seek  the  use  of  the  latter  in  New  York  State. 

The  committee  voted  to  recommend  that  the  Council 
inform  the  Superintendent  of  Insurance  of  the  State  of 
New  York  that  it  supports  the  AMA’s  position  on  charg- 
ing for  completing  insurance  claim  forms  and  urge  the 
Superintendent  of  Insurance  to  adopt  the  AMA  Uni- 
form Health  Insurance  Claim  Form. 

Counter  Action  To  Insurance  Companies  That 
Encourage  & Assist  Their  Contractees  In  Refusing 
To  Pay  Physicians'  Fees  Considered  “Unreason- 
able” By  The  Carrier.  The  informational  bulletin 
from  the  Ohio  State  Medical  Society  contained  a resolu- 
tion by  that  society  to  publicize  “insurance  companies 
inimical  to  the  private  practice  of  medicine.”  The 
problems  that  had  arisen  from  actions  taken  by  the 
Aetna  Insurance  Company  in  advising  its  insureds  not 
to  pay  physician  fees  above  what  the  carrier  considered 
“reasonable  and  customary,”  and  in  offering  to  assist  if 
the  physician  instituted  legal  proceedings  for  collection, 
were  reviewed,  as  were  the  actions  taken  by  the  AMA  in 
this  matter  and  the  response  by  the  Aetna  Insurance 
Company.  Dr.  Ebstein  reported  that  a representative 
of  the  Aetna  Insurance  Company  had  met  with  the 
Queens  County  Medical  Society  and  promised  to  coop- 
erate by  submitting  those  instances,  where  it  considered 
fees  to  be  excessive,  to  the  county  medical  society’s  peer 
review  committee  rather  than  having  their  agents  make 
a unilateral  decision.  After  discussion  it  was  felt  that  a 
“case-by-case”  resolving  of  such  issues,  when  they  arise, 
would  be  preferable  to  action  such  as  that  taken  by  the 
Ohio  State  Medical  Society. 

Universal  Health  Insurance  Claim  Form.  This 
committee  had  previously  endorsed  the  AMA  health  in- 
surance claim  form  and  its  use  by  all  carriers  throughout 
New  York  State.  We  had  communicated  with  the 
AMA,  recommending  that  the  form  be  modified  for  use 


of  an  ID  card  imprinter  and  that  the  AMA’s  Current 
Procedural  Terminology  code  be  required.  The  AMA 
responded  that  it  is  trying  to  get  all  third  party  insur- 
ance carriers  to  use  its  CPT;  it  did  not  respond  to  the 
recommendation  of  an  ID  card  imprint  box.  To  a fur- 
ther question  as  to  the  affidavit  on  the  back  of  the  claim 
form,  we  were  informed  that  this  was  requested  by  Med- 
icare and  Medicaid  representatives,  as  required  by  law. 

It  was  voted  to  recommend  that  the  Council  1)  inform 
all  third  party  payors  in  the  State  of  New  York  that 
MSSNY  endorses  the  use  of  the  health  insurance  claim 
form  of  the  AMA;  2)  urge  the  carriers  to  adopt  this  form 
universally;  and  3)  recommend  that  the  carriers  utilize 
the  AMA-CPT  third  edition  coding. 

Embossed  ID  Cards.  This  committee  has  repeated- 
ly urged  that  insurance  carriers,  writing  health  insur- 
ance, furnish  each  insured  an  embossed  ID  card  that 
could  be  used  with  an  imprint  machine,  the  use  of  which 
would  lessen  the  time  involved  and  the  pqssibility  of 
error  in  completing  health  claim  forms.  We  had  com- 
municated with  the  National  Association  of  Blue  Shield 
Plans  in  regard  to  this  and  received  a response,  dated 
March  15,  1974,  stating  that  they  have  initiated  a study 
of  practicality  of  such  cards  and  will  keep  us  informed  of 
the  results  of  this  study.  Any  action  on  this  matter  was 
deferred  pending  further  reports. 
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Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 

MEDICAL  CARE  INSURANCE 
(SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  Annual  Report,  this  committee  held  a meet- 
ing on  November  21,  1974. 

Resolution  74-5,  Lack  of  Medical  Facilities  for 
Geriatric  Patients 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  write  to  the  appropriate  authorities  of  the 
Federal  and  State  Governmental  Agencies  responsible 
for  the  health  care  services  of  this  area  to  immediately 
implement  the  necessary  machinery  to  make  available 
existing  unused  State  and  county  facilities  for  medical 
care  of  geriatric  patients  who  are  physically  impaired 
or  emotionally  ill. 

The  problem  of  providing  suitable  facilities  for 
geriatric  patients,  and  particularly  the  ready  avail- 
ability of  beds  for  patients  requiring  transfer  from 
acute  hospital  to  nursing  home  or  custodial  care  insti- 
tutions, or  the  reverse,  was  explored.  Cost  factors, 
rather  than  medical  criteria,  frequently  govern  the  de- 
cision on  placement,  to  the  detriment  of  the  patient. 

A recurrent  problem  is  the  lack  of  planning  for  read- 
mission to  the  original  referring  acute  hospital  from 
related  health  facilities,  because  of  the  lack  of  beds, 
when  a change  in  a patient’s  condition  requires  such. 

Although  in  sympathy  with  the  situation  the  Reso- 
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lution  aims  to  ameliorate,  the  committee  felt  it  was 
drawn  in  too  broad  terms  and  that  there  should  be  a 
clearer  definition  of  the  type  of  facilities  needed.  It 
was  also  of  the  opinion  that  geriatric  patients  with 
psychiatric  difficulties  were  primarily  the  sufferers 
and  accordingly  recommended  to  the  Council  that  the 
Resolved  be  approved  in  principle  and  be  referred  to 
the  Committee  on  Mental  Health  to  establish  guide- 
lines for  implementation. 

Resolution  74-8,  Uniform  Claim  Form  for  Acci- 
dent & Health  Insurance,  and  Uniform  Patient 
Identification  Cards 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  physicians  to  accept  and  use 
the  standard  claim  form;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  the  Commissioner  of  Insurance  of 
the  State  of  New  York  require  all  third  party  financ- 
ing mechanisms  to  utilize  the  uniform  claim  form  for 
health  and  accident  insurance  as  adopted  by  the 
American  Medical  Association;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  Commissioner  of  Insurance 
of  t ie  State  of  New  York  to  require  all  third  party  fi- 
nancing mechanisms  to  issue  to  their  insureds  appro- 
priate identification  cards  which  can  be  used  as  an  ad- 
ditional means  of  assisting  the  physician  in  perform- 
ing his  administrative  duties  in  terms  of  his  patient 
and  such  third  party  financing  mechanisms;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  through  its  Delegates  to  the  American 
Medical  Association  propose  that  the  same  plan, 
which  incorporates  the  use  of  a uniform  claim  form 
for  accident  and  health  insurance  and  a patient  iden- 
tification card,  be  presented  to  the  Commissioner  of 
Insurance  of  the  fifty  states  in  the  United  States  of 
America. 

The  committee  was  informed  that  the  use  of  the  AMA 
Uniform  Health  Claim  Form  by  all  carriers  in  the  State 
had  been  endorsed  by  the  Council  of  the  Medical  Soci- 
ety of  the  State  of  New  York  and  a letter  requesting  its 
utilization  by  all  carriers  in  New  York  State  has  already 
been  forwarded  to  the  New  York  State  Superintendent 
of  Insurance.  To  date  no  reply  has  been  received.  The 
committee  voted  to  further  the  adoption  of  the  form  by 
sending  letters  to  the  Blue  Plans,  Health  Insurance 
Council,  and  other  carriers,  requesting  such  action. 

The  problem  of  uniform  patient  identification  cards  is 
a difficult  one  with  carriers  resisting  because  of  the  cost 
involved  and  the  frequent  changes  in  coverage  and 
transfer  from  one  group  to  another.  It  was  noted  that 
the  National  Association  of  Blue  Shield  Plans  has  been 
using  such  cards  for  some  nation-wide  groups,  apparent- 
ly successfully.  It  was  felt  the  problems  involved  are 
not  insurmountable,  that  the  use  of  such  cards  would 
materially  lessen  the  burden  of  paper  work  and  the  oc- 
currence of  errors,  and  that  the  MSSNY  should,  and 
will,  pursue  efforts  to  further  the  intent  of  the  resolu- 
tion. 

Resolution  74-10,  Sterilization  Under  Medicaid 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  supports  the  principle  of  sterilization  as  a 
decision  solely  between  patient  and  doctor  and  that 
such  sterilizing  procedure,  be  it  either  by  means  of 
tubal  removal,  severing,  or  interruption,  or  vasec- 


tomy, be  reimbursable  under  the  State  Medicaid  Law, 
and  that  all  statements  to  the  contrary  be  removed 
from  the  State  Medicaid  handbook  and  allow  the  re- 
gional directors  to  reimburse  physicians  and  hospitals 
for  elective  sterilization  on  patient  request,  or  steril- 
ization for  medical  indications;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  actively  pursue  elimination  of  discrimina- 
tory regulations  in  Federal  and  State  law  to  accom- 
plish this  objective. 

After  discussion,  the  committee  voted  to  recommend 
to  the  Council  that  the  phrase  “on  patient  request,”  in 
the  first  paragraph,  be  deleted  and  that  the  Council  take 
the  necessary  measures  to  implement  the  amended  reso- 
lution. 

Resolution  74-63,  Pre-admission  Applied  Before 
Hospitalization  of  Medicare  & Medicaid  Patients 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  being  unalterably  opposed 
to  the  rules  dealing  with,  among  other  things,  review 
of  utilization  of  care  and  services  in  participating  hos- 
pitals and  nursing  homes,  identified  as  45  CFR  Part 
250— Medical  Assistance  Programs,  Utilization  Re- 
view and  20  CFR  Part  405 — Conditioning  of  Partici- 
pation— Hospital  and  Skilled  Nursing  Facilities,  as 
published  in  the  Federal  Register  on  January  9th,  and 
to  voice  their  objections  to  the  proposed  rule  changes 
in  the  strongest  possible  terms  to  the  appropriate  au- 
thorities. 

This  Resolution  is  now  moot  since  the  pre-admission 
requirement  has  been  deleted  by  HEW. 

Resolution  74-91,  Abrogation  of  Right  of  Assign- 
ment 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  its  delegates  to  the  Medical  Soci- 
ety of  the  State  of  New  York  meeting  in  Annual  Con- 
vention, to  introduce  and  support  resolutions  to  the 
effect  that  the  legal  authorities  in  this  State  be 
strongly  urged  to  mandate  that  such  third  party 
payors  permit  their  insureds  to  assign  benefits  to 
their  physicians,  and  that  legislation  to  this  effect  be 
introduced  and  enacted;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  be  urged  to  withdraw  its  support  and  con- 
nections from  any  third  party  payors  who  fail  to  re- 
scind actions  previously  taken  prohibiting  assignment 
of  benefits  to  treating  physicians. 

The  subject  of  this  resolution  has  relationship  to  an- 
other item  on  the  agenda,  MSSNY’s  policy  in  regard  to 
physicians  being  paid  for  filling  out  health  insurance 
claim  forms,  and  both  matters  were  considered  together. 
Some  physicians  are  reluctant  to  complete  the  forms 
until  their  bills  are  paid.  An  ad  hoc  committee  of 
MSSNY  is  preparing  a policy  statement  in  regard  to  this 
for  presentation  to  the  Council.  The  committee  voted 
to  recommend  to  the  ad  hoc  committee  that  at  the  time 
the  physician  completes  a claim  form  it  be  considered 
proper  for  him  to  obtain  an  assignment  from  the  pa- 
tient. 

The  resolution  raises  legal  questions  and  should  be  re- 
ferred to  the  General  Counsel  for  opinion.  Dr.  Fairchild 
stated  that  the  “Blues”  take  the  position  that  it  is  the 
patient  who  is  insured  and  therefore  benefits  are  paya- 
ble to  the  patient,  although  they  pay  participating  phy- 
sicians directly  but  not  nonparticipating  physicians. 

The  committee’s  attention  was  called  to  MSSNY’s 
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previous  endorsement  of  the  AMA’s  Judicial  Council 
recommendation  that  a physician  complete  one  health 
claim  form  without  charge  and  that,  in  our  discussion  of 
this  matter  at  the  June  6,  1974  meeting,  this  position 
was  supported. 

The  committee  voted  to  recommend  to  the  Council 
that  means  to  accomplish  the  intent  of  the  resolution  be 
explored  and  the  General  Counsel  be  asked  to  evaluate 
the  legality  of  the  measures  sought. 

Resolution  74-99,  Legislative  Modification  of  the 
Medicaid  Program  in  the  State  of  New  York 

Resolved,  That  this  House  of  Delegates  request 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York  to  seek  legislation  to  modify  the  present 
New  York  City  and  New  York  State  Medicaid  Pro- 
grams by  providing  a realistic  professional  fee  sched- 
ule related  to  physicians’  Medicare  fee  profiles,  com- 
petitive with  other  private  and  governmental  insur- 
ance allowances,  to  the  end  that  the  poor  of  the  City 
and  the  State  may  obtain  and  enjoy  the  advantages  of 
private  and  personal  professional  medical  care  by  a 
private  physician  at  a reasonable  cost,  and  that  the 
Medical  Society  of  the  State  of  New  York  urge  that 
statutory  Medicaid  revisions  provide  that  all  profes- 
sional fees  (or  the  professional  component  of  fees  paid 
for  physicians’  services)  through  the  Medicaid  Pro- 
grams of  the  City  of  New  York  and  of  the  State  of 
New  York  be  paid  exclusively  and  directly  to  the  phy- 
sician rendering  the  services  to  the  patient  and  that 
diversion  of  these  fees  to  any  third  party  for  any  rea- 
son and  in  any  manner  whatsoever  be  prohibited 
under  the  full  penalty  of  the  law. 

The  deficiencies  of  the  Medicaid  Program  in  the  State 
of  New  York  were  reviewed.  It  was  emphasized  that  the 
recent  “25%  increase”  in  the  Medicaid  fees  as  of  April  1, 
1974  was,  in  fact,  not  an  increase  but  the  restoration  of 
the  arbitrarily  imposed  1969  20%  reduction  of  fees,  inad- 
equate even  at  that  time.  It  was  noted  that  the  City  of 
New  York  did  not  effect  the  restoration  of  this  reduc- 
tion until  Oct.  1,  1974.  Dr.  Howard  reported  on  a meet- 
ing he  had  attended  with  Mr.  Dumpson,  Commissioner 
of  Human  Resources  of  the  City  of  New  York,  together 
with  representatives  of  the  Coordinating  Council  and 
other  providers,  at  which  measures  to  control  Medicaid 
“mills  and  store-front  clinics”  were  considered,  as  well 
as  the  inadquate  payment  schedule  and  the  frustrations 
of  dealing  with  the  massive  paper  work.  The  thrust  of 
the  discussion  was  directed  to  the  day-by-day  problems 
of  the  program  rather  than  to  consideration  of  an  over- 
all correction  that  would  attain  the  goal  of  Title  XIX  to 
introduce  Medicaid  patients  into  the  mainstream  of 
competent  medical  care. 

The  committee  noted  previous  efforts  by  MSSNY  to 
effect  the  aims  of  the  Resolution  and  recommended  to 
the  Council  that  it  continue  to  take  steps  to  implement 
it. 

Resolution  74-101,  Medicaid  Payment  for  Office 
La  bora  tory  Tes  ts 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  actively  pursue  this  problem  with  the  New 
York  State  Health  Department  to  reinstitute  the  au- 
thorization for  payment  of  office  laboratory  tests  for 
patients  covered  by  Medicaid. 

Dr.  Webster  stated  that  this  matter  had  been  dis- 
cussed by  the  New  State  Society  of  Pathologists  and 
that  it  had  stated  it  saw  no  objection  to  a physician  per- 


forming office  laboratory  tests  and  being  paid  for  such 
provided  the  physician  met  the  requirements  of  quality 
controls  similar  to  those  applying  to  laboratories.  It 
was  noted  that  the  Department  of  Health  changed  some 
of  its  prior  rulings  and  does  pay  for  certain  office  labora- 
tory procedures.  Dr.  Webster  recommended  that  the 
Resolution  be  modified  to  include  tests  that  are  re- 
quired in  emergency  situations  as  well  as  other  tests  that 
are  frequently  performed  in  an  office  setting. 

The  committee  recommended  to  the  Council  that  this 
Resolution  be  pursued  by  having  the  staff  ascertain 
what  office  laboratory  procedures  are  now  paid  for  and 
determine  the  consensus  of  practicing  physicians  as  to 
which  tests  should  be  added,  if  not  covered,  pursuing 
this  with  the  New  York  State  Department  of  Health. 

Extension  of  Insurance  Coverage  for  Treatment 
in  Physicians  Offices.  There  has  been  a gradual  wid- 
ening of  health  insurance  coverage  for  services  rendered 
in  hospital  emergency  rooms  and  outpatient  depart- 
ments, such  services  being  paid  for  by  hospital  and  not 
physician  coverage  policies.  Our  efforts  in  the  past  for 
parallel  insurance  coverage  for  similar  services  when 
rendered  in  a physician’s  office  have  been  unsuccessful, 
but  the  efforts  apparently  have  not  been  in  vain  for  Sen- 
ator Lombardi  has  proposed  a Bill  which  would  extend 
the  coverage  we  have  sought.  MSSNY  will,  of  course, 
support  this  bill  but,  in  addition,  the  members  of  this 
committee  should  disseminate  the  information  and  seek 
support  from  all  medical  societies  and  individuals. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

Here  again,  the  problem  dealt  with  by  the  committee 
as  reported  in  their  annual  and  supplementary  reports 
are  too  numerous  to  review  on  an  individual  basis. 
Your  reference  committee  calls  particular  attention  to 
the  Blue  Cross-Blue  Shield  merger  in  the  Downstate 
New  York  area  and  the  implications  of  this  merger  if  it 
becomes  Statewide. 

Your  reference  committee  recognizes  the  great 
amount  of  time  and  effort  that  was  required  to  deal  with 
the  numerous  problems  presented  to  this  committee  and 
expresses  its  appreciation  to  the  chairman,  Dr.  Robert 
D.  Fairchild  and  his  committee  for  their  efforts  and  for 
their  liberal  donation  of  time. 

The  House  voted  to  adopt  this  portion  of  the 

reference  committee  report. 

SOCIOECONOMICS 

To  The  House  of  Delegates,  Ladie.s  and  Gentlemen: 

The  Committee  on  Socioeconomics  is  composed  of  the 


following: 

Dallas  E.  Billman,  M.D.,  Chairman  Steuben 

Jeff  J.  Coletti,  M.D Nassau 

Alfred  L.  George,  M.D Genesee 

Francis  J.  Loperfido,  M.D Bronx 

Gerald  J.  Lustig,  M.D Richmond 

Robert  C.  McVeigh,  M.D Monroe 

Daniel  F.  O’Keeffe,  M.D Warren 

Harold  N.  Schwinger,  M.D Kings 
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A meeting  was  held  on  May  8,  1974,  at  the  Medical 
Society  of  the  State  of  New  York,  Lake  Success,  New 
York. 

Max  N.  Howard,  M.D.,  referring  to  the  questioning  by 
the  committee  as  to  the  number  of  physicians  treating 
Medicaid  patients  in  New  York  City,  cited  the  following 
varying  figures  from  press  releases  by  officials  involved 
in  the  administration  of  the  program:  December  7, 

1972 —  8%  of  physicians  in  New  York  City  treated  Medi- 
caid patients;  February  4,  1973 — 13%;  and  March  10, 

1973 —  4%  treated  85%  of  Medicaid  patients.  These  fig- 
ures would  substantiate  that,  for  reasons  that  have  been 
explored  in  previous  discussions,  only  a very  small  per- 
centage of  physicians  accept  and  treat  Medicaid  pa- 
tients 

Relative  Value  Scale  Study.  Dr.  Howard  reported 
that  the  Interspecialty  Committee,  in  accordance  with 
its  own  resolution  of  Feb.  24,  1974,  was  discharged  as  of 
March  31,  1974  of  its  task  to  prepare  a relative  value 
scale  for  consideration  by  the  Socioeconomics  Commit- 
tee. The  next  step  in  the  promulgation  of  the  Relative 
Value  Scale  was,  therefore,  consideration  by  this  com- 
mittee of  the  RVS  and  the  recommendation  of  action  by 
the  Council. 

It  was  pointed  out  that  there  were  still  blank  spaces 
scattered  throughout  the  scale,  that  data  to  fill  these 
would  be  obtained  from  the  Interspecialty  Committee 
representatives,  and  that  one  could  anticipate  further 
reviews  and  corrections  between  now  and  the  approval 
of  the  galley  proofs.  However,  since  the  scale  was  al- 
most complete,  and,  to  avoid  further  delay,  it  was  sug- 
gested that  sufficient  material  was  now  at  hand  for  the 
deliberations  and  decisions  of  the  Socioeconomics  Com- 
mittee. 

The  problems  that  had  arisen  in  the  development  of 
each  section  of  the  RVS,  how  they  had  been  dealt  with 
and  resolved,  were  reviewed.  In  the  section  on  Medi- 
cine there  was  still  disagreement  among  the  primary 
physician  groups  (Internal  Medicine,  Family  Physicians, 
and  Pediatricians)  relative  to  the  development  and  utili- 
zation of  guidelines  to  indicate  the  most  commonly  per- 
formed office  procedures  by  each  of  the  groups.  The 
problem  is  not  yet  resolved,  but  since  the  guidelines  are 
not  to  be  an  integral  part  of  the  RVS,  it  does  not  affect 
the  printing  of  the  Relative  Value  Scale. 

At  its  meeting  on  March  31,  1974,  the  Interspecialty 
Committee  readily  arrived  at  decisions  affecting  many 
items  within  the  Surgery  section.  One  subspecialty, 
Cardiovascular  Surgery,  had  not  submitted  figures  prior 
to  the  meeting  of  March  31st.  On  review,  it  was  consid- 
ered that  the  figures  finally  obtained  were  too  high  in 
relationship  to  other  procedures  and  an  adjustment  was 
agreed  upon.  Dr.  Lustig  felt  the  adjustment  was  ineq- 
uitable and  criticized  the  Interspecialty  Committee  for 
not  having  sought  input  from  the  Thoracic  Surgeons. 
In  response  it  was  pointed  out  that  wherever  a subspeci- 
alty was  not  organized  on  a Statewide  basis  and  there- 
fore did  not  have  a representative  on  the  Interspecialty 
Committee,  the  group  most  closely  allied  to  that  subspe- 
cialty was  asked  to  obtain  the  necessary  input  by  appro- 
priate communication.  This  had  been  standard  proce- 
dure and,  in  the  instance  of  the  cardiovascular  group, 
the  New  York  State  Society  of  Surgeons,  Inc.,  had 
sought  and  obtained  input  from  representatives  of  the 
former. 

The  committee  was  asked  to  consider  that  the  mem- 


bers of  the  Interspecialty  Committee  and  members  of 
the  groups  they  represented,  as  well  as  other  physicians, 
have  been  developing  this  scale  over  a two  and  a half- 
year  period.  They  have  devoted  many  hours  and  much 
thought  to  the  project;  have  been  discussing,  deliberat- 
ing, and  arguing;  and  have  finally  come  to  a consensus 
that  represents  their  best  efforts.  No  matter  how  much 
additional  time  is  spent  and  how  many  added  groups  are 
brought  into  the  picture,  there  will  be  some  disagree- 
ment with  the  final  product.  The  chairman  expressed 
the  opinion  that  since  there  was  agreement  within  the 
Interspecialty  Committee  on  approximately  99%  of  the 
scale,  this  committee  should  accept  it  in  “toto.”  G. 
Rehmi  Denton,  M.D.,  chairman  of  the  Commission  on 
Medical  Services,  agreed  with  the  thoughts  expressed, 
and  pointed  out  that  it  was  urgent  that  the  Scale  be 
printed,  that  revisions  and  up-dating  would  be  an  on- 
going process,  and  that  what  we  are  presenting  now 
would  be  a “take  off’  point. 

It  was  moved  and  approved  that  the  Socioeconomics 
Committee  accept  the  Relative  Value  Scale  presented 
by  the  Interspecialty  Committee  with  the  re-affirmation 
that  there  will  be  an  ongoing  review  of  the  same  and 
that  it  recommend  to  the  Council  that  it  approve  this 
action. 

Resolution  74-48  (Relative  Value  Scale).  This  reso- 
lution asked  that  the  representatives  of  MSSNY,  who 
negotiate  for  the  Society,  be  instructed  to  utilize  region- 
al conversion  factors  for  application  to  the  Relative 
Value  Scale,  when  such  is  warranted,  to  reflect  the  dif- 
ferent charging  patterns  of  physicians  that  exist  in  dif- 
ferent regions  of  the  State. 

The  discussion  of  the  resolution  emphasized  that  the 
RVS  is  not  a fee  schedule  and  that  conversion  factors  to 
translate  it  into  a fee  schedule  would  only  be  deter- 
mined where  required  (for  example:  Workmen’s  Com- 
pensation Fee  Schedule).  There  was  discussion  of  the 
various  factors  to  be  considered  in  arriving  at  a conver- 
sion factor. 

It  was  moved,  seconded,  and  approved  that  the  re- 
solved portion  of  Resolution  74-48  be  amended  to  read 
as  follows:  “That  the  representatives  of  the  Medical 

Society  of  the  State  of  New  York,  who  negotiate  for  the 
Society,  be  instructed  to  utilize  regional  conversion  fac- 
tors with  floating  considerations  for  application  to  the 
RVS  when  such  is  warrented  to  reflect  the  different  fee 
patterns  of  physicians  that  exist  in  different  regions  of 
the  State.  The  committee,  then  voted  to  recommend 
that  the  Council  approve  the  amended  terminology.” 

American  Medical  Association  Committee  to  Cor- 
relate State  RVS  Activities.  This  committee,  in  No- 
vember, 1971,  had  forwarded  to  the  Council  a recom- 
mendation that  a committee  to  correlate  relativity 
values  be  established  by  the  AMA.  The  Council  ap- 
proved this  and  a resolution  calling  for  such  a commit- 
tee was  introduced  in  the  AMA’s  House  of  Delegates  in 
June,  1972,  but  was  defeated.  A comparison  of  differ- 
ent state  medical  society  relative  value  scales  reveals 
unexplainable  and  marked  variations  in  relativity  and 
the  committee  was  asked  to  consider  the  appropriate- 
ness of  reintroducing  such  a resolution  designed  to  have 
the  AMA  unify  and  coordinate  activities  in  this  area. 
Dr.  Schwinger  called  attention  to  the  Justice  Depart- 
ment’s investigation  of  the  New  York  State  Society  of 
Anesthesiologists’  RVS  as  to  whether  the  use  of  it  by  its 
members  constituted  a violation  of  the  Antitrust  Act. 
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He  thought  it  would  be  unwise  to  introduce  the  contem- 
plated resolution  at  this  time.  Dr.  Howard  pointed  out 
that  the  RVS  was  not  a fee  schedule  and  that  conversion 
factors  would  not  be  set  except  in  those  instances  where 
the  law7  or  regulations  required  it.  The  committee  de- 
cided that  the  matter  be  held  in  abeyance  at  this  time. 

Collection  of  Professional  Overhead  Expense 
Data.  Although  the  AM  A had  accumulated  such 
data,  it  was  on  a regional  rather  than  a state  basis.  At- 
tempts to  have  them  break  it  down  into  New  York  State 
figures  have  to-date  been  unsuccessful.  The  matter  will 
be  pursued  further.  The  committee  reaffirmed  the  use- 
fulness of  having  such  data  on  hand. 

Medical  Care  For  The  Poor.  It  was  suggested  that 
MSSNY  attempt  to  have  a more  realistic  Medicaid  Fee 
Schedule  adopted  so  that  medical  care  of  good  quality 
would  be  more  readily  available  to  the  poor.  Dr.  Den- 
ton reported  on  efforts  exerted  in  this  direction  and 
stated  that  Edward  Siegel,  M.D.,  our  Deputy  Executive 
Vice-President,  is  now  a member  of  the  Governor’s 
Medical  Assistance  Advisory  Committee  which  consid- 
ers such  subjects.  It  was  suggested  that  prior  to  the 
next  meeting  a report  be  requested  of  Dr.  Siegel. 

Dr.  Loperfido  suggested  that  a better  term  than  the 
“poor”  be  used  in  dealing  with  Medicaid  and  similar 
programs.  Dr.  Howard  reminded  the  committee  that 
prior  to  its  submission  of  the  report  on  “Medical  Care 
Of  The  Poor”  to  the  Council,  the  substitution  of  either 
“Medically  Deprived”  or  “Medically  Needy”  was  dis- 
cussed, but  that  the  term  “poor”  had  been  retained 
since  that  was  the  wording  in  the  charge  to  the  commit- 
tee. 

Dr.  Lustig  suggested  that  we  also  concern  ourselves 
with  the  quality  of  medical  care  being  rendered  under 
the  Medicaid  program,  reciting  some  of  the  deficiencies 
in  various  reports.  Dr.  Loperfido  stated  this  was  an 
acute  problem  in  The  Bronx  and  that  at  present  groups 
concerned  with  the  development  of  standards  are  meet- 
ing and  when  this  project  becomes  organized,  invitations 
to  participate  will  be  sent  to  county  and  State  medical 
societies. 

Dr.  Lustig  reported  that  at  a Conference  of  Presidents 
of  the  County  Medical  Societies,  the  deplorable  condi- 
tions in  hospitals  treating  Medicaid  patients  was  dis- 
cussed and  the  opinion  voiced  that  we  should  become 
involved  in  establishing  criteria  for  good  quality  medical 
care.  President-Elect  Ralph  S.  Emerson,  M.D.,  stated 
that  the  PSROs  would  have  to  establish  such  criteria 
and  that  input  from  all  groups  was  welcomed.  Dr.  Bill- 
man  questioned  whether  this  fell  within  the  purview  of 
this  committee. 

The  chairman’s  suggestion  that  a letter  of  apprecia- 
tion be  sent  to  the  Interspecialty  Committee  for  the 
work  it  had  performed  in  compiling  the  Relative  Value 
Scale  was  approved. 

Acknowledgments.  Your  chairman  wishes  to  ex- 
press his  appreciation  to  the  members  of  the  committee 
for  their  cooperation  and  attendance  at  meetings;  to 
Max  N.  Howard,  M.D.,  Director  of  the  Division  of  Medi- 
cal Services,  for  his  assistance  and  guidance  in  dealing 
with  many  complicated  and  detailed  matters;  and  to 
Mrs.  Clementine  Thompson  for  her  secretarial  services. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  Socioeconomics  Committee’s  Annual  Report  was 
reviewed  by  the  reference  committee.  The  activities  in- 
cluded the  review  and  approval  of  the  RVS  study  as  pre- 
sented by  the  Interspecialty  Committee,  its  consider- 
ation of  steps  to  improve  the  medical  care  for  the  poor 
and  other  problems  within  its  sphere.  It  has  approved 
and  tentatively  planned  the  accumulation  of  prevailing 
overhead  expense  data  pertinent  to  the  practice  of  med- 
icine in  New  York  State.  The  reference  committee  en- 
dorses this  project  so  that  valid  statistical  data  can  be 
available  and  utilized  whenever  such  would  justify  the 
socioeconomics  problems  of  the  practice  of  medicine  in 
New  York  State. 

The  Socioeconomics  Committee  has  indicated,  in  its 
oral  report  to  the  reference  committee,  that  it  has  con- 
sidered and  continues  to  keep  informed  of  the  introduc- 
tion of  national  health  insurance,  proposals. 

Your  reference  committee  commends  the  efforts  of 
Dallas  E.  Billman,  M.D.,  and  his  committee  for  their 
fine  efforts  during  the  past  year. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

WORKMEN’S  COMPENSATION  AND 
OCCUPATIONAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman Monroe 

Walter  W.  Frederick,  M.D Essex 

Francis  J.  Haley,  M.D Erie 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

George  Lim,  M.D Oneida 

Nicholas  P.  Teresi,  M.D Albany 

Thomas  J.  Doyle,  M.D New  York 

Frederic  W.  Holcomb,  Jr.,  M.D Ulster 

Robert  P.  Jessup,  M.D Nassau 

Leonard  Weitzman,  M.D Suffolk 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  two  occasions  to  consider  prob- 
lems relating  to  Workmen’s  compensation  matters. 

RESOLUTIONS 

The  committee  considered  the  following  resolutions 
which  were  referred  to  it  by  the  House  of  Delegates. 

Resolution  74-82.  The  Use  of  Written  Interroga- 
tories as  Evidence  in  Compensation  Hearings 
Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  amend  its  rules  so  as  to  per- 
mit the  preparation  and  submission  of  written  inter- 
rogatories as  cross  examination  to  be  sent  for  comple- 
tion by  the  physician;  and  be  it  further 

Resolved,  That  each  physician  shall  be  paid  an  ap- 
propriate fee  for  completion  of  such  interrogatories; 
and  be  it  further 
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Resolved,  That  upon  review  of  the  interrogatory 
by  the  presiding  referee  and  the  determination,  in 
consultation  with  both  opposing  attorneys,  that  addi- 
tional testimony  by  the  physician  is  required  in  per- 
son, then  and  in  that  case  shall  a physician  be  sum- 
moned to  attend  the  hearing  and  be  paid  the  usual  fee 
for  such  purpose. 

The  aim  of  the  resolution  is  to  avoid  unnecessary  per- 
sonal appearances  by  a physician  at  Workmen’s  Com- 
pensation hearings,  which  require  an  inordinate  amount 
of  time  and  at  inconvenient  locations.  The  discussion 
noted  that  more  responsive  reports  by  physicians  would 
frequently  avoid  the  necessity  for  their  attendance. 
Also  noted  was  that  physicians  can  request  postpone- 
ment of  a hearing  to  a date  and  time  that  is  convenient 
to  them.  However,  the  purpose  of  the  resolution  was 
considered  commendable  and  it  was  recommended  to 
the  Council  that  the  resolution  be  conveyed  to  the 
Chairman  of  the  Workmen’s  Compensation  Board  for 
his  consideration  and  implementation. 

Resolution  74-88,  Legislation  Relief  Under  Com- 
pensation Law 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  and  the  Legislature  of  the  State 
of  New  York  to  alter  the  law  and  the  regulations  is- 
sued thereunder  to  eliminate  the  subrogation  privi- 
lege; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Workmen’s  Compensation 
Board  and  the  Legislature  of  the  State  of  New  York  to 
modify  the  law  regarding  torts  in  such  a way  that  no 
claim  for  reimbursement  for  medical  care  and  other 
charges  provided  under  the  purview  of  the  Work- 
men’s Compensation  Law  can  be  entered  against  any 
third  party  carrier  as  an  item  of  damages  for  recovery 
thereof;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  and  Legislature  of  the  State  of 
New  York  to  so  modify  its  regulations  and  the  law  of 
the  State  of  New  York  to  provide  that  recovery  for 
torts  arising  out  of  acts  performed  under  the  purview 
of  the  Workmen’s  Compensation  Act  shall  be  limited 
to  damages  resulting  from  the  impaired  or  lost  func- 
tion of  one  or  more  parts  of  the  bodyr  loss  of  use  or 
loss  of  a member  of  the  body,  loss  of  use  or  loss  of  one 
or  more  eyes  of  the  body,  loss  of  wages  in  excess  of 
that  provided  in  the  Workmen’s  Compensation  Board 
in  full,  expense  necessary  to  hire  temporary  worker 
replacements  or  assistance  plus  provision  for  damages 
of  pain  and  suffering  and  for  the  cost  of  attorneys  fees 
including  court  costs;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Legislature  of  the  State  of 
New  York  enact  legislation  guaranteeing  the  right  of 
each  such  claimant  to  have  the  right  of  free  election  of 
No-Fault  Law  benefits  or  other  insurance  benefits  he 
has  until  all  such  benefits  are  exhausted  when  the 
claimant  shall  again  have  the  right  to  elect  further 
care  and  reimbursement  for  loss  of  any  kind  under  the 
Workmen’s  Compensation  Act,  or  not,  as  he  may  de- 
sire. 

This  resolution,  involving  third  parties,  would  require 


major  changes  in  the  Workmen’s  Compensation  Law 
and  an  opinion  as  to  its  merits  and  feasibility  should  be 
sought  from  our  General  Counsel  before  any  action  is 
taken. 

There  were  four  resolutions  that  had  been  referred  by 
the  House  of  Delegates  to  the  Division  of  Governmental 
Affairs  and  Legal  Matters,  but  were  also  referred  to  this 
Committee  for  consideration. 

Resolution  74-28,  Chiropractors 
Introduced  by  Robert  Katz,  M.D.,  Delegate,  Section  on 
Medical-Legal  and  Workmen’s  Compensation  Matters 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  all  feasible  means  to  lessen  effect  of 
Chapter  940  of  the  Laws  of  1973,  which  amended  the 
Workmen’s  Compensation  Law  and  the  Volunteer 
Firemen’s  Benefit  Law  in  relation  to  the  care  and 
treatment  of  injured  or  disabled  employees,  civil  de- 
fense volunteers,  and  voluntary  firemen  by  duly  li- 
censed chiropractors  and  commence  appropriate  ac- 
tion forthwith. 

The  committee  endorsed  the  intent  of  this  resolution 
and,  although  aware  of  the  past  and  ongoing  vigorous  ef- 
forts of  the  Medical  Society  of  the  State  of  New  York  to 
revoke  the  authorization  of  chiropractors  to  treat  Work- 
men’s Compensation  claimants,  recommended  to  the 
Council  that  our  efforts  be  continued  and  augmented. 

In  connection  with  this  resolution,  the  director  re- 
viewed what  had  transpired  at  the  meeting  of  the  Advi- 
sory Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board  when 
it  considered  the  authorization  for  chiropractors  to  treat 
Workmen’s  Compensation  cases  as  of  May  1,  1974.  The 
Medical  Society  of  the  State  of  New  York  refused  to  rec- 
ommend a physician  to  sit  with  two  chiropractors  on  the 
Chiropractic  Practice  Committee,  a membership  estab- 
lished by  law.  The  Workmen’s  Compensation  Board 
appointed  a physician  who  is  not  a member  of  our  Soci- 
ety. The  chiropractors,  in  presenting  their  proposal  for 
a fee  schedule,  had  asked  for  specialist  fees  which  the 
Advisory  Committee  turned  down.  The  Medical  Soci- 
ety of  the  State  of  New  York  recommended  that  their 
fees  be  set  at  two  thirds  of  those  of  general  practition- 
ers, the  formula  used  by  New  York  State  in  setting 
Medicaid  reimbursements.  This  was  defeated.  The 
Advisory  Committee  finally  recommended  to  the  Chair- 
man that  chiropractor  fees  be  set  at  90%  of  those  of  gen- 
eral practitioners,  with  the  Medical  Society  of  the  State 
of  New  York  voting  against  this.  (Subsequently,  the 
Chairman  of  the  Workmen’s  Compensation  Board  au- 
thorized that  the  fees  paid  chiropractors  be  the  same  as 
those  paid  to  general  practitioners.)  Committee  mem- 
bers were  informed  that  the  chiropractors  had  succeed- 
ed in  introducing  a bill  into  the  Albany  Legislature  that 
would  extend  the  scope  of  x-rays  they  are  permitted  to 
take  (now  limited  to  above  the  superior  surface  of  L-l). 
The  Medical  Society  of  the  State  of  New  York  has  vigor- 
ously opposed  this  bill.  This  bill  was  subsequently  de- 
feated. 

Resolution  74-77,  Relief  from  the  Failure  of  Car- 
riers to  Follow  the  Guidelines  for  Payment  as  De- 
scribed in  the  Workmen's  Compensation  Law 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  remedial  legislation  and  regula- 
tions to  create  a Complaint  Bureau  within  the  Work- 
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men’s  Compensation  Board  with  powers  to  receive 
and  act  on  all  complaints  and  to  provide  relief  and  to 
impose  penalties  as  shall  be  provided  by  law,  and  be  it 
further 

Resolved,  That  such  legislation  and  regulations 
shall  require  that  physicians  shall  send  copies  of  their 
bills  with  their  reports  to  the  Chairman  of  the  Board 
to  establish  date  of  receipt  thereof. 

Mechanisms  already  exist  within  the  Workmen’s 
Compensation  Board  to  deal  with  complaints  and  the 
committee  recommended  that  the  Council  take  no  ac- 
tion on  this  resolution. 

Resolution  74-78,  Failure  of  a Carrier  to  Pursue 
Agreed  Arbitration. 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  indi- 
vidual. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  establish  within  its  structure 
an  office  for  arbitration  where  arbitration  has  been  re- 
quested by  the  carrier  and  consented  to  and  paid  for 
by  the  physician;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  enactment  of  legislation  to  provide 
that  any  carrier  failing  to  bring  his  case  for  arbitration 
when  the  physician  has  expressed  willingness  to  arbi- 
trate and  has  paid  the  statutory  fee  shall  be  penalized 
by  a fine  to  be  set  forth  in  the  law  for  each  day  fol- 
lowing the  day  originally  set  for  arbitration  in  which 
the  arbitration  has  not  been  held  until  such  time  as  it 
shall  be  held  except  for  any  authorized  postpone- 
ments thereof. 

Here  again,  mechanisms  now  exist  to  deal  with  the 
problem  noted,  and  a carrier  cannot  unilaterally  stop  an 
arbitration  proceeding.  It  was  recommended  that  the 
Council  take  no  action  on  this  resolution. 

Resolution  74-86,  Suspension  of  Corporation 
Guidelines  in  Patients  Covered  by  No-Fault  Insur- 
ance 

Introduced  by  Frederick  Lee  Liebolt,  M.D.,  as  an  Indi- 
vidual. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Legislature  to  amend  the  No- 
Fault  Law  to  provide  that  in  all  cases  where  accidents 
occur  to  persons  during  employment  in  their  vehicle 
covered  under  the  No-Fault  Law  provisions  that  the 
benefits  of  the  Workmen’s  Compensation  Act  shall  be 
suspended  until  the  benefits  of  the  No-Fault  Law 
have  been  used  up;  and  be  it  further 

Resolved,  That  a request  be  made  that  the  Law  be 
amended  so  that  when  such  benefits  have  been  used 
up,  the  claimant  shall  revert  to  the  Workmen’s  Com- 
pensation Law  for  such  further  treatment  as  may  be 
necessary  and  such  further  payment  of  benefits  as 
may  be  necessary  as  provided  for  by  the  Workmen’s 
Compensation  Law. 

There  has  been  no  formal  ruling  as  yet  by  the  New 
York  State  Superintendent  of  Insurance  as  to  which  car- 
rier is  primary  when  a Workmen’s  Compensation  claim- 
ant is  also  covered  under  the  provisions  of  no-fault  law. 
This  is  of  concern  to  the  physicians  in  that  whereas  the 
workmen’s  compensation  fees  are  set  by  the  Chairman 
of  the  Workmen’s  Compensation  Board,  the  no-fault 
law  reads  that  “reasonable  and  customary  charges  for 
medical  services”  will  be  recognized  and  in  most  in- 
stances the  former  fees  are  lower  than  the  latter.  In  a 


telephone  conversation  with  the  director  of  the  division, 
the  Deputy  Superintendent  of  Insurance  stated  that  the 
Workmen’s  Compensation  carrier  would  be  primary, 
and  to  a direct  question  whether  the  physician  may  then 
bill  the  difference  between  the  two  fees  to  the  no-fault 
carrier,  the  reply  was  “no.”  A statement  in  writing  has 
been  requested  from  the  Superintendent  of  Insurance 
and  if  it  reads  as  above,  an  opinion  will  be  sought  from 
our  general  counsel  whether  this  in  fact  is  not  a violation 
of  the  intent  of  the  no-fault  law  and,  if  so,  the  possible 
steps  to  challenge  the  ruling.  It  was  therefore  recom- 
mended to  the  Council  that  no  action  be  taken  on  this 
resolution  pending  developments. 

Resolution  74-9,  Recognition  of  Family  Practice 
as  a Specialty  under  Workmen’s  Compensation  Law 
Introduced  by  Nassau  and  Suffolk  County  Medical  So- 
cieties. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  Council  to  take  all  actions  nec- 
essary to  insure  the  granting  of  Family  Practice  Code 
Letters  to  qualified  family  physicians  on  a basis  equal 
to  the  granting  of  code  letters  to  all  other  specialists. 
The  director  reviewed  what  had  previously  transpired 
at  the  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  of  the  Workmen’s  Compensation 
Board  in  regard  to  this  subject  and  that  although  it  had 
finally  agreed  that  an  FP  category  would  be  established, 
the  Advisory  Committee  felt  that  in  forwarding  this  to 
the  Chairman,  it  must  include  a recommendation  as  to 
the  fees  such  coded  physicians  were  to  be  paid.  A rec- 
ommendation from  the  Medical  Society  of  the  State  of 
New  York  in  regard  to  the  latter  was  requested.  An  in- 
formal approach  was  made  by  the  Medical  Society  of 
the  State  of  New  York  to  the  NYS  Academy  of  Family 
Physicians  requesting  that  appropriate  bodies  repre- 
senting the  New  York  State  Society  of  Internal  Medi- 
cine and  their  organizations  meet  and  if  they  could 
agree  on  a mutually  acceptable  formula  that  such  be  for- 
warded to  the  Medical  Society  of  the  State  of  New  York. 
Unfortunately  no  agreement  was  reached.  Accordingly 
the  matter  was  before  the  committee. 

Previous  discussions  of  this  subject  by  the  committee 
were  reviewed.  Its  recommendation  that  an  FP  desig- 
nation be  established  for  physicians  certified  by  the 
American  Board  of  Family  Practice  and  that  the  fees  for 
FP  coded  physicians  for  the  first  home  or  office  visit  be 
twice  that  of  general  practitioners,  were  extracted  from 
the  minutes  of  the  November  1970  meeting.  The  Coun- 
cil in  1971  disapproved  these  recommendations. 

The  discussion  that  followed  was  lengthy  and  ex- 
plored all  aspects  of  the  problem.  The  requirements  for 
Board  certification  in  family  practice,  were  reviewed 
and  it  was  noted  that  the  requirements  for  Board  eligi- 
bility had  only  recently  been  narrowed.  It  was  pointed 
out  that  the  scope  of  the  family  physician  in  Workmen’s 
Compensation  cases  would  be  limited  to  that  of  the  field 
of  the  internists.  There  was  comparison  of  the  differ- 
ences in  training  in  the  residency  programs  in  Family 
Practice  vs  Internists  with  the  comment  that  the  latter 
was  more  intensive  in  narrower  fields.  The  principle  of 
equal  payment  for  equal  services  was  stressed.  It  was 
pointed  out  that  except  for  office,  hospital  and  home 
visits,  all  physicians,  irrespective  of  coding,  receive  the 
same  fee  for  line  item  procedures. 

The  final  decision  reached  was: 

(1)  That  there  be  established  a new  category  of  FP 
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in  the  code  letters  of  the  Workmen’s  Compensation 
Board  Schedule  of  Medical  Fees; 

(2)  That  the  “S-FP”  be  limited  to  those  physicians 
certified  by  the  American  Board  of  Family  Practice; 

(3)  That  the  following  items  and  relative  value 
units  be  established  in  the  schedule  of  medical  fees: 

FAMILY  PHYSICIAN  FEES 


First  complete  examination  in  office 

or  hospital 3.0  units 

First  complete  examination  at  home 

of  patient 4.2  units 

Subsequent  office  or  hospital  visit  1.0  units 

Subsequent  home  visit 1.5  units 


Resolutions  74-79,  74-80,  74-83,  74-84,  74-85,  74-87, 
74-89,  74-90,  74-91,  all  voted  down  by  the  Reference 
Committee  and  the  House  of  Delegates,  were  noted. 

At  the  May  10,  1974  meeting  of  the  Council  Commit- 
tee the  director  reviewed  some  of  the  matters  acted 
upon  by  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  of  the  Workmen’s  Com- 
pensation Board  during  the  past  year.  A major  problem 
had  arisen  when  the  podiatrists  presented  a fee  schedule 
which  included  procedures  that  increased  vastly  their 
scope  and  which  we  felt  podiatrists  were  unqualified  to 
perform.  Our  vigorous  opposition  led  to  the  appoint- 
ment of  a subcommittee,  with  numerous  meetings.  Dr. 
Burton  Hoffman  spent  many  hours  in  reviewing  the  ma- 
terial and  preparing  our  arguments.  The  New  York 
State  Society  of  Orthopedic  Surgery,  Inc.,  was  also  con- 
sulted for  its  views.  To  date,  although  the  dispute  is 
not  yet  resolved,  we  have  been  successful  in  attaining 
most  of  our  aims.  We  have  agreed  that  any  procedure 
authorized  in  the  1971  Podiatry  Fee  Schedule  could  be 
included  in  the  new  schedule. 

The  most  important  aspect  of  the  problem  with  the 
podiatrists  involves  rulings  by  the  State  Education  De- 
partment which  we  feel  are  in  violation  of  the  law.  The 
Medical  Society  of  the  State  of  New  York’s  letter  or  pro- 
test to  that  Department  has  been  acknowledged  but  is 
yet  to  be  acted  upon.  It  is  the  intention  of  the  Medical 
Society  of  the  State  of  New  York  to  pursue  the  matter 
further. 

The  committee  considered  a report  by  Dr.  Howard  on 
a new  problem  in  the  administration  of  the  workmen’s 
compensation  fee  schedule  involving  physicians,  primar- 
ily orthopedic  surgeons  and  registered  physical  thera- 
pists that  had  arisen  out  of  the  lengthened  aftercare  pe- 
riods in  the  1973  fee  schedule.  Some  carriers  have 
taken  the  position  that  all  aftercare  services  rendered 
during  the  stated  period  are  inclusive  and  when,  during 
this  period,  the  patient  is  referred  by  the  physician  to  a 
registered  physical  therapist  without  a physiatrist 
seeing  the  patient,  the  total  fee  must  be  prorated  be- 
tween the  physician  and  the  RPT.  The  Medical  Society 
of  the  State  of  New  York’s  position  is  that  the  applica- 
ble guidelines  in  the  situation  in  question  are  that  fol- 
low-up care  “includes  only  that  care  usually  a part  of  the 
surgical  service”  and  that  the  services  rendered  a pa- 
tient by  a RPT  do  not  fall  within  this  parameter.  The 
matter  is  still  open  and  we  intend  to  invite  opinions 
from  the  Orthopedic  and  Physiatry  Societies  to  recom- 
mend appropriate  language  changes  that  will  avoid  dis- 
putes. 

Subsequent  to  the  above,  a temporary  solution  to  the 
problem  was  arranged  by  the  carriers  agreeing  not  to 
challenge  reimbursement  of  physiotherapists  until  after 


the  end  of  the  aftercare  periods  in  the  preceding  sched- 
ule of  October  1970;  this  arrangement  is  to  run  to  July 
1975  when  it  will  be  reevaluated. 

Our  new  Relative  Value  Scale  will  have  shorter  after- 
care periods.  Since  the  recent  increases  in  workmen’s 
compensation  fees  were  adjusted  for  the  lengthened 
aftercare,  any  diminution  in  the  latter  would  according- 
ly, also  require  fee  adjustments,  assuming  that  the  nego- 
tiations are  conduct  on  the  same  basis  as  they  have  been 
in  the  past. 

Workmen’s  Compensation  Board  Statistical 
Study.  The  director  of  the  division  reviewed  the  incep- 
tion of  this  study  when  two  previous  studies  by  him  in 
connection  with  negotiations  for  changes  in  the  Work- 
men’s Compensation  fee  schedule  disclosed  that  neither 
the  Workmen’s  Compensation  Board  nor  the  carriers 
had  solid  statistical  data  on  which  projections  could  be 
based.  As  a consequence  it  was  agreed  that  a detailed 
analysis  was  warranted  and  a subcommittee  of  the  Advi- 
sory Committee  was  constituted.  This  subcommittee 
has  had  numerous  meetings  in  which  the  director  has 
actively  participated  and  he  feels  that  the  statistician  in 
charge  of  the  project  is  doing  an  excellent  job  in  setting 
up  a comprehensive  program.  It  is  planned  that  the 
month  of  October  1974  will  be  used  for  the  study  which 
will  review  all  files  closed  during  that  month  in  the  of- 
fices of  carriers  who  write  85%  of  the  compensation  cov- 
erage in  the  State  of  New  York.  It  is  estimated  that  the 
study  will  evaluate  30,000  files  containing  approximate- 
ly 100,000  bills.  The  contemplated  analysis  should  pro- 
duce meaningful  data  as  to  frequency  of  procedures  and 
a cost  breakdown  of  the  compensation  medical  dollar  in- 
cluding not  only  physicians  but  osteopaths,  podiatrists, 
hospitals,  etc. 

Recognizing  that  the  crucial  element  in  the  validity  of 
the  study  is  the  accuracy  of  the  basic  information  ex- 
tracted from  the  files,  the  director  has  participated  in 
instructional  programs  for  carriers  personnel,  has  evalu- 
ated the  results  of  a pilot  run  and  has  been  involved  in 
instructional  courses  given  to  the  personnel  in  various 
parts  of  the  State  who  will  be  reviewing  the  files. 

One  of  the  critical  areas  in  this  study  is  the  evaluation 
of  the  differences  created  by  the  increased  aftercare  pe- 
riods in  the  new  schedule  vs  the  old.  Fee  adjustments 
were  made  to  compensate  for  this  and  the  accuracy  of 
the  latter  will  be  determined  from  the  results  of  this  new 
study.  It  is  anticipated  that  there  will  be  some  files 
that  do  not  include  the  number  of  visits  and  care  ren- 
dered during  the  inclusive  aftercare  period.  In  those  in- 
stances physicians  will  be  contacted  by  letter  seeking 
the  missing  information.  In  this  regard  it  may  be  neces- 
sary, where  doctors  do  not  respond,  to  seek  the  assis- 
tance of  members  of  county  medical  society  committees 
on  workmen’s  compensation.  The  study  will  be  both 
time  consuming  and  costly.  The  Medical  Society  of  the 
State  of  New  York  is  not  involved  in  the  cost  but  we 
have  volunteered  professional  assistance  to  insure  the 
success  of  the  project  and  it  is  hoped  that,  should  we 
have  recourse  to  county  medical  officers,  their  coopera- 
tion will  be  wholehearted. 

Workmen’s  Compensation  Fee  Negotiations. 

When  the  last  increase  in  the  Workmen’s  Compensation 
Fee  Schedule  was  effected  on  April  1,  1974,  it  was  stipu- 
lated that  any  subsequent  change  would  not  become  ef- 
fective prior  to  July  1,  1975.  At  that  time  it  was  expect- 
ed that  the  results  of  the  above  mentioned  study  would 
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be  at  hand  in  February  or  March  of  1975  and  that  the 
negotiations  would  be  based  on  those  findings.  We 
have  recently  been  informed  that  in  view  of  the  time  it 
will  take  to  extract  and  card  the  data,  key  punch  and 
program  the  computer,  it  is  unlikely  that  the  study  re- 
sults will  be  available  before  the  fall  of  1975.  The  Med- 
ical Society  of  the  State  of  New  York  immediately  in- 
formed the  Workmen’s  Compensation  Board  staff  and 
carriers  that  we  will  not  agree  to  any  delay  for  a new  fee 
schedule  beyond  July  1,  1975.  We  plan  to  initiate  dis- 
cussions on  this  subject  within  the  next  few  months. 

Status  of  RVS.  The  progress  made  and  some  of  the 
more  recent  problems  encountered  and  how  they  have 
been  resolved  were  reviewed.  The  Council  has  reaf- 
firmed the  printing  of  the  schedule  and  does  not  feel 
that  a relativity  study  of  this  nature  will  constitute  a fee 
schedule  in  any  manner.  The  Medical  Society  of  the 
State  of  New  York  has  stated  that  the  RVS  will  not  be 
used  for  negotiating  fees  unless  such  is  mandated  by 
governmental  agencies.  At  this  time  the  only  area  in 
which  the  RVS  would  be  used  in  negotiations  would  be 
in  Workmen’s  Compensation,  covered  by  the  State  Law. 

A request  by  a county  medical  society  that  the  Work- 
men’s Compensation  Board  reimburse  it  for  the  use  of  a 
room  when  used  for  arbitration  hearing  was  discussed. 
It  was  noted  that  the  location  was  selected  for  the  con- 
venience of  physician  members  and  that  the  Workmen’s 
Compensation  Board  could  insist  on  using  its  own  sites, 
to  the  disadvantage  of  physicians  both  in  time  and  con- 
venience. It  was  also  noted  that  the  Workmen’s  Com- 
pensation Board  had  responded  affirmatively  to  our 
previous  requests  to  hold  workmen’s  compensation  arbi- 
tration hearings  at  sites  requested  by  the  county  medi- 
cal societies  and  that  a charge  for  each  of  these  meeting 
areas  would  result  in  cancelling  such  cooperation. 

A letter  asking  that  hospitals  be  permitted  to  charge 
for  continuing  treatment  of  Workmen’s  Compensation 
cases  after  the  first  emergency  visit,  was  read  and  dis- 
cussed. It  was  voted  that  no  change  be  sought  in 
present  regulations  that  require  referral  of  the  patient 
to  his  personal  physician  after  the  emergency  visit. 

Restriction  of  the  Workmen’s  Compensation 
Board  Specialty  (S)  Designation  to  Board  Certified 
Physicians  Only.  A resolution  to  effect  this  had  been 
before  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  of  the  Workmen’s  Com- 
pensation Board  on  and  off  for  the  past  two  years.  The 
matter  was  brought  to  a head  at  a recent  meeting  of  the 
Advisory  Committee  when  a motion  was  made  that  the 
guidelines  for  granting  the  “S”  designation  be  modified 
so  that  it  would  be  granted  to  Board  certified  physicians 
only.  The  Advisory  Committee  passed  the  resolution 
with  the  MSSNY  representatives  abstaining.  Upon  re- 
ceipt of  the  recommendation,  the  Chairman  of  the 
Workmen’s  Compensation  Board  noted  that  the 
MSSNY,  which  had  prepared  the  present  guidelines, 
had  not  taken  a position  on  the  matter.  He  addressed  a 
letter  to  the  MSSNY  requesting  our  opinion  and  the 
matter  was  referred  to  this  committee  for  a recommen- 
dation to  the  Council. 

The  discussion  noted  that  the  present  guidelines  rec- 
ommended an  “S”  rating  to  either  Board  certified  or 
Board  eligible  applicants,  that  the  marked  differences  in 
requirements  both  as  to  eligibility  and  certification  by 
the  different  specialties  created  diverse  evaluations, 
that  county  medical  societies  were  applying  different 


standards  so  that  an  applicant  in  one  geographic  loca- 
tion would  be  granted  an  “S”  rating  whereas  that  same 
applicant  in  another  county  medical  society’s  jurisdic- 
tion would  not  be,  and  that  the  disparity  between  the 
recommendations  of  the  committees  of  different  county 
medical  societies  was  creating  considerable  disagree- 
ment and  frequent  prolonged  correspondence  between 
the  Workmen’s  Compensation  Board  and  the  com- 
mittees. The  insurance  carriers  have  been  pressing  for 
the  passage  of  the  resolution  on  the  basis  that  the  “S” 
rating  was  meant  to  designate  a specialist  of  consultant 
status  and  that  the  certifying  Boards  were  the  instru- 
ments of  organized  medicine  and  hence  their  evaluation 
should  be  accepted.  The  differences  in  requirements 
for  certification  between  Boards  were  again  noted,  but  it 
was  felt  that  this  was  a matter  for  the  particular  Boards 
to  determine. 

The  committee  recommended  to  the  Council  that  it 
communicate  to  the  Chairman  of  the  Workmen’s' Com- 
pensation Board  that  the  Medical  Society  of  the  State  of 
New  York  recommends  that  the  “S”  rating  be  restricted 
to  Board  certified  physicians  only,  that  this  restriction 
not  be  retroactive  and  that  exceptions  to  this  rule  be 
recognized  where  an  applicant  can  demonstrate  proven 
ability,  supported  by  his  training  and  expertise,  by 
granting  an  “S”  rating  when  the  county  medical  society 
Workmen’s  Compensation  committee  finds  it  justified 
and  documents  the  reasons  for  the  exception. 

Review  of  Board  Eligible  Applicants.  The  guide- 
lines, if  modified  by  the  chairman  in  accordance  with 
the  above  recommendation,  would  grant  a rating  with- 
out the  “S”  designation  to  Board  eligible  applicants  (for 
example,  “B”  rating  rather  than  “SB”  rating  for  ortho- 
pedists eligible  but  not  yet  Board  certified).  This 
would  result  in  a “B”  designated  physician  receiving 
three  fourths  of  the  “SB”  fee  for  the  first  visit  and  also 
prohibit  his  accepting  referrals  for  consultation.  The 
question  was  raised  as  to  how  long  an  applicant  may  re- 
tain a “B”  rating  without  his  advancing  to  an  “S”  status. 

The  committee  approved  the  recommendation  that 
applicants  granted  a specialist  rating  without  the  “S” 
designation  should  be  reviewed  by  the  Workmen’s  Com- 
pensation Committee  of  the  county  medical  society  not 
more  than  five  years  after  the  granting  of  the  code  let- 
ter, to  allow  completion  of  requirements  for  Board  certi- 
fication, and  asked  for  Council  approval. 

Rating  of  Osteopathic  Physician  Applicants  by 
County  Medical  Societies.  Pursuant  to  action  by  the 
MSSNY  House  of  Delegates  in  February,  1974,  osteo- 
paths are  eligible  for  membership  in  the  county  and 
State  medical  societies.  Several  osteopathic  physicians 
have  become  members  of  county  medical  societies  and 
have  applied  for  Workmen’s  Compensation  Board  code 
designations  and  have  been  evaluated  by  the  appropri- 
ate county  medical  society  committee.  The  recommen- 
dations of  the  latter  in  these  instances  however,  have 
been  returned  by  the  Registration  Section  of  the  Work- 
man’s Compensation  Board  with  the  advice  that  these 
applicants  must  be  evaluated  by  the  Osteopathic  Soci- 
ety. The  Medical  Society  of  the  State  of  New  York, 
through  its  representatives  on  the  Advisory  Committee 
of  the  Workmen’s  Compensation  Board,  has  stated  that 
nothing  in  the  Law  restricts  the  evaluation  of  osteopaths 
to  the  osteopathic  organization  and  has  objected  to  the 
position  taken  by  the  Registration  Section,  requesting 
that  where  an  osteopath  is  a member  of  a county  medi- 
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cal  society  the  evaluation  of  the  latter  be  accepted  with- 
out reference  to  any  osteopathic  society.  The  matter  is 
under  advisement  by  the  General  Counsel  of  the  Work- 
men’s Compensation  Board  and  an  early  ruling  is  antici- 
pated. It  is  the  intention  of  the  Medical  Society  of  the 
State  of  New  York  to  insist  that  those  osteopaths  who 
elect  to  become  members  of  a county  medical  society 
shall  be  treated  in  the  same  manner  as  any  other  mem- 
ber. 

Increased  Fees  for  Physicians  Sitting  as  Arbitra- 
tors. Of  the  three  physicians  constituting  a workmen’s 
compensation  arbitration  committee  one  is  appointed 
by  and  represents  the  county  medical  society.  The  pay- 
ment to  the  physician  for  each  session  is  $50,  irrespec- 
tive of  the  time  spent.  This  sum  was  established  in 
1966  and  has  not  been  changed  since.  Arbitration  hear- 
ings have  recently  been  lasting  a minimum  of  four  hours 
and  require  considerable  sacrifice  on  the  part  of  those 
physicians  who  agree  to  serve.  The  amendment  of  the 
law  being  sought  would  permit  an  increase  in  the  sum 
paid  without  fixing  a dollar  amount,  leaving  this  to  the 
discretion  of  the  Chairman  of  the  Board  so  that  timely 
adjustments  can  be  made  to  reflect  the  economics  of  the 
day  without  recourse  to  legislative  action  each  time  a 
change  is  warranted. 

Proposals  for  Legislative  Action,  1975  Albany 
Legislature.  The  committee  has  recommended  to  the 
Legislation  Committee  of  the  State  Medical  Society 
that: 

(a)  A bill  be  introduced  that  would  permit  physi- 
cians to  submit  for  payment  by  carriers  the  difference 
between  their  usual  and  customary  fees  and  the  al- 
lowed workmen’s  compensation  fee  where  such  exist- 
ed, in  third  party  suits.  A bill  was  introduced  last 
year  but  died  in  committee. 

(b)  Introduction  of  a bill  to  amend  the  Workmen’s 
Compensation  Law  to  the  effect  that  when  a carrier 
has  not  objected  to  a bill  within  thirty  days  of  receipt, 
the  Chairman  of  the  Board  be  empowered  to  enforce 
full  payment  of  the  physician’s  fee. 

(c)  Amend  the  State  Education  Law  regarding  chi- 
ropractic care  to  conform  to  the  Medicare  regulations 
which  recognize,  at  least  to  some  degree,  the  limita- 
tions of  chiropractic. 

Joint  Meeting  of  Chairmen  of  Workmen's  Com- 
pensation Committees.  The  practice  of  an  annual 
meeting  to  which  the  chairman  or  a designated  member 
of  the  county  medical  societies  workmen’s  compensation 
committees  are  invited  was  continued.  This  meeting 
has  succeeded  in  its  aim  of  a free  interchange  of  ideas, 
discussion  of  problems  and  suggestions  for  their  resolu- 
tion. 

Non-Member  Attendance  at  Meetings  of  Council 
Committee.  A request  from  a member  of  a State  Spe- 
cialty Society  (Orthopedic)  to  attend  all  meetings  of  the 
Council  Committee  was  considered.  The  discussion 
made  the  points  that  the  members  of  the  Council  Com- 
mittee sit  as  representatives  of  all  physician-members  of 
the  Medical  Society  of  the  State  of  New  York  and  not  of 
any  particular  group  or  interest,  that  to  routinely  invite 
to  the  committee  meetings  representatives  of  the  vari- 
ous groups  that  have  expressed  such  a desire  would 
create  an  unwieldy  situation,  and  that  the  specialty  so- 
cieties have  their  designated  representatives  on  the  In- 
terspecialty Committee  of  the  Medical  Society  of  the 
State  of  New  York  whose  function  it  is  to  serve  as  a liai- 


son between  them  and  the  Medical  Society  of  the  State 
of  New  York.  It  was  further  noted  that  it  is  common 
practice  that  when  a problem  comes  before  a Council 
Committee  of  the  Medical  Society  of  the  State  of  New 
York  that  particularly  involves  the  interests  of  a specific 
group,  the  latter’s  opinion  and,  if  necessary,  participa- 
tion in  committee  discussion  is  sought. 

The  committee  agreed  that  it  would  be  impractical  to 
have  representatives  of  any  particular  group  invited  to 
attend  all  meetings  of  this  committee. 

Arbitrations.  During  the  past  year  76  arbitration 
sessions  were  held  throughout  the  State. 

The  chairman  hereby  wishes  to  express  his  thanks  to 
the  members  of  the  committee  who  have  given  so  gener- 
ously of  their  time  and  effort.  The  director  of  the  divi- 
sion, Max  N.  Howard,  M.D.,  and  his  administrative  as- 
sistant, Miss  Alice  E.  Wheeler,  deserve  commendation 
for  the  major  efforts  they  have  made  in  furthering  the 
interests  of  our  members  in  the  field  of  compensation 
medicine  and  the  activities  of  this  committee.  They 
have  continued  to  present  the  views  of  organized  medi- 
cine in  an  effective  and  responsible  manner  to  the 
Chairman  of  the  Workmen’s  Compensation  Board,  the 
Advisory  Committee  on  the  Medical  Fee  Schedule  and 
Allied  Problems,  insurance  carriers  and  the  public.  The 
entire  committee  recognizes  and  appreciates  the  impor- 
tance of  their  work. 

Respectfully  submitted, 

John  H.  Morton,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  activities  of  this  committee  as  reported  in  its  An- 
nual Report  are  too  numerous  to  cover  on  an  itemized 
basis.  Some  highlights  only  will  be  noted. 

The  efforts  of  the  past  four  years  to  have  the  Work- 
men’s Compensation  Board  recognize  the  specialty  of 
Family  Practice  and  designate  a code  for  eligible  physi- 
cians was  finally  crowned  with  success  and  will  become 
effective  April  1,  1975.  The  recommendations  of 
MSSNY’s  Council  in  regard  to  an  appropriate  reim- 
bursement schedule  has  been  accepted.  The  committee 
is  aware  that  there  is  some  dissatisfaction  with  the  pro- 
posed fees  and  that  further  deliberations  to  resolve  the 
matter  will  have  to  take  place. 

Your  reference  committee  notes  with  approval  that, 
largely  as  a result  of  two  previous  studies  by  MSSNY 
staff  which  demonstrated  the  inadequacies  of  available 
data  utilized  in  the  negotiations  of  the  Workmen’s  Com- 
pensation Fee  Schedule,  the  Workmen’s  Compensation 
Board  has  undertaken  a comprehensive  and  detailed 
analysis  which  will  remedy  these  deficiencies.  The  par- 
ticipation of  MSSNY  in  the  development,  the  imple- 
mentation, and  the  final  analysis  of  the  data  is  noted 
with  commendation. 

The  reference  committee  notes  a change  in  the  guide- 
lines for  rating  physicians  authorized  to  treat  Work- 
men’s Compensation  patients  and  is  in  agreement  with 
the  changes  made. 

The  reference  committee  notes  with  approval  the 
good  interrelationships  between  this  committee  and  the 
physicians  who  represent  MSSNY  on  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board.  The 
reference  committee  was  made  aware  of  and  approves 
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the  ongoing  effort  to  secure  an  increase  in  the  Work- 
men’s Compensation  Medical  Fee  Schedule’s  conversion 
factors  with  the  aim  of  attaining  “usual  and  customary” 
fee  patterns. 

Your  reference  committee  commends  the  efforts  of 
John  H.  Morton,  M.D.,  and  his  committee  for  their  un- 
tiring efforts  during  the  past  year. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

HOSPITAL  AND  PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Council  Committee 
on  Hospital  and  Professional  Relations  of  the  Division 
of  Medical  Services. 

The  committee  members  are  as  follows: 


Jason  K.  Moyer,  M.D.,  Chairman  Broome 

John  A.  Billows,  M.D Nassau 

John  A.  Garnish,  M.D Monroe 

Edward  W.  Mullin,  M.D Onondaga 

Ian  H.  Porter,  M.D Albany 

Floyd  M.  Zaepfel,  M.D Erie 

Stanley  I.  Fishman,  M.D Kings 

Norman  S.  Blackman,  M.D Kings 

Bernard  J.  Pisani,  M.D.,  Advisor New  York 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  one  occasion  to  consider  resolu- 
tions and  problems  referred  to  it. 

RESOLUTIONS 

Resolution  73-31,  Role  of  Private  Patients  and 
Physicians  in  Hospitals 

Introduced  by  the  Medical  Society  of  the  County  of 
Kings. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  each  major  service  of  each  hospital  to 
establish  a committee  to  explore  the  role  of  (a)  the 
private  practitioner,  (b)  the  resident  staff,  (c)  the  full 
time  teaching  staff  and  (d)  the  director  regarding  the 
care  of  the  private  patient  and  his  participation  in  the 
teaching  program;  and  be  it  further 

Resolved,  That  the  committee  shall  consist  of  (a) 
three  physicians  in  private  practice  elected  by  the  pri- 
vate practitioners  of  the  service,  (b)  a resident,  and  (c) 
a director.  The  committee  shall  elect  its  own  chair- 
man; and  be  it  further 

Resolved,  That  this  resolution,  if  approved  by  the 
Medical  Society  of  the  State  of  New  York,  be  present- 
ed to  the  House  of  Delegates  of  the  American  Medical 
Association  at  the  annual  meeting  in  New  York  in 
1975  . 

Dr.  Moyer  stated  that  this  resolution  had  been  ap- 
proved by  the  Council  of  the  MSSNY,  and  presented  to 
the  House  of  Delegates  of  the  AMA  in  1973.  The  House 
of  Delegates  of  the  AMA  referred  this  resolution  to  the 
Council  on  Medical  Services  and  the  Council  on  Medical 
Education. 

Resolution  74-45,  The  Professional  Ethics  and  the 
Legality  of  Certain  Special  Arrangements  for 
Teaching  of  House  Staffs 

Introduced  by  the  Medical  Society  of  the  County  of 
Kings 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  inform  its  members  that  the  current  special 


teaching  arrangements  generally  carried  out  without 
the  informed  consent  of  the  patient  and  without  the 
approval  of  the  attending  physician  involved,  raise  so 
many  serious  questions  of  professional  ethics,  patient 
responsibility  and  legality,  that  in  the  best  interest  of 
all  concerned,  and  without  further  investigation  or 
publicity,  they  should  be  immediately  abandoned; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  position  taken  by  the  House  of 
Delegates  of  the  American  Medical  Association  that 
there  shall  be  one  physician  responsible  for  the  care  of 
the  patient  in  the  hospital;  that  this  physician  shall  be 
the  patient’s  own  private  physician,  and  that  this  rule 
shall  be  carried  out  by  all  hospitals;  and  be  it  further 

Resolved, , That  the  MSSNY  through  its  delegates, 
introduce  this  resolution  at  the  next  meeting  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion; and  be  it  further 

Resolved,  That  the  MSSNY  send  a copy  of  this 
resolution  to  the  Joint  Commission  on  Hospital  Ac- 
creditation and  to  the  Commissioner  of  Health  of  the 
State  of  New  York. 

Opinions  were  expressed  that  the  wording  of  this  res- 
olution was  so  broad  and  general  that  it  did  not  delin- 
eate the  problem.  Dr.  Blackman  cited  a number  of  spe- 
cific instances  where  on  a hospital  “private  teaching  ser- 
vice” the  orders  of  the  patient’s  private  physician  who 
had  arranged  the  admission  were  not  honored,  the  resi- 
dent staffs  orders  only  being  carried  out.  The  effect  of 
this  was  to  abrogate  any  control  of  the  patient’s  welfare 
by  the  admitting  physician,  whom  the  patient  had  se- 
lected and  looked  to  for  treatment  and  counsel.  Thus, 
while  still  the  physician  of  record,  the  hospital  rules  had 
effectively  removed  him  from  exercising  any  regulation 
of  his  patient’s  treatment  or  course. 

The  committee  voted  to  endorse,  at  this  time,  the 
principle  of  the  resolution,  but  to  defer  forwarding  it  to 
the  Council  pending  rewording  of  the  resolution  by  Dr. 
Blackman.  This  has  been  done  and  is  awaiting  commit- 
tee approval. 

Resolution  74-44,  Hospital  Medical  Staffs  Bylaws 
and  the  Selection  and  Removal  of  Chiefs  of  Profes- 
sional Departments  Within  the  Hospital  Setting 

Introduced  by  the  Medical  Society  of  the  County  of 
Kings. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  the  hospital  medical  staff  bylaws 
include  in  its  preamble  Resolution  104  (AMA  1973), 
as  a guide  to  those  whose  duty  it  is  to  determine  who 
shall  be  held  primarily  responsible  for  the  profession- 
al activities  of  the  hospital  medical  staff;  and  be  it 
further 

Resolved,  That  the  MSSNY  urge  that  the  medical 
staff  bylaws  provide  for  the  selection  of  Chiefs  of  the 
Professional  Departments  through  recommendations 
of  a Search  Committee  of  the  Medical  Staff  and,  as 
with  any  other  member  of  the  medical  staff,  shall  be 
appointed  only  with  the  approval  of  the  members  of 
the  medical  staff:  and  be  it  further 

Resolved,  That  the  MSSNY  urge  that  remedial  re- 
moval of  a Chief  of  a Professional  Department  from 
his  administrative  professional  activities  as  a Chief  of 
Department  shall  be  only  for  due  cause  and  with  due 
process  procedure  enjoyed  by  all  members  of  the 
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medical  staff  of  the  hospital. 

This  resolution  was  considered  by  the  Reference 
Committee  together  with  Resolution  74-74  and  the  re- 
solves of  the  latter  modified  to  incorporate  those  of  Res- 
olution 74-44. 

Resolution  74-74,  Hospital  Medical  Staff  Bylaws 
and  the  Selection  and  Removal  of  Physician  Mem- 
bers of  Hospitals,  Including  Chiefs  of  Professional 
Departments  Within  the  Hospital  Setting,  and  the 
Due  Process  Required  for  all  Salaried  Physicians  of 
the  Hospital 

Introduced  by  the  Medical  Society  of  the  County  of 
Queens. 

Resolved,  That  the  hospital  medical  staff  bylaws 
include  in  its  preamble  Resolution  104  (AMA  1973)  as 
a guide  to  those  whose  duty  it  is  to  determine  who 
shall  be  held  primarily  responsible  for  the  profession- 
al activities  of  the  hospital  medical  staff;  and  be  it 
further 

Resolved,  That  the  medical  staff  bylaws  shall  pro- 
vide for  the  selection  of  Chiefs  of  the  Clinical  Depart- 
ments through  recommendations  of  a Search  Com- 
mittee of,  and  selected  by,  the  Medical  Staff  and,  as 
with  any  other  member  of  the  medical  staff,  shall  be 
appointed  only  with  the  approval  of  the  members  of 
the  medical  staff;  and  be  it  further 

Resolved,  That  remedial  removal  of  a Chief  of  a 
Clinical  Department  from  his  medico-administrative 
professional  activities  as  a Chief  of  Department  shall 
be  only  for  due  cause  related  to  standards  of  patient 
care,  patient  welfare,  character  and  competency  (i.e., 
only  for  written  reasons  based  on  criteria  of  profes- 
sional justification)  and  with  due  process  procedure, 
as  outlined  by  the  Joint  Commission  on  Accreditation 
of  Hospitals  for  all  members  of  the  medical  staff  of 
the  hospital  with  the  hearing  before  a neutral  body  of 
peers  from  the  medical  staff  selected  by  fair  proce- 
dure by  the  organized  medical  staff  of  the  hospital; 
and  be  it  further 

Resolved,  That  any  change  in  working  conditions 
in  the  hospital  of  any  physician  which  diminishes  in 
any  way  the  physicians’  initial  agreement  or  interferes 
with  his  administrative  and  clinical  privileges  shall  re- 
ceive the  identical  due  process  review  procedure  on 
request  of  the  physician;  and  be  it  further 

Resolved,  That  a statement  be  included  in  the 
JCAH  Standards  that  the  aforementioned  due  pro- 
cess procedures  cannot  be  taken  away  or  abrogated  by 
a private  contract  between  a hospital  and  a physician, 
for  a hospital  cannot  supersede  the  Standards  and  re- 
tain accreditation;  and  be  it  further 

Resolved,  That  the  AMA  be  requested  to  have  its 
members  of  the  Board  of  Commissioners  of  the  JCAH 
take  action  to  effect  incorporation  of  the  above  rec- 
ommendations into  the  JCAH  Standards  with  appro- 
priate deletion  of  present  Standard  language  that 
conflicts  with  these  recommendations;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  specific  New  York  State  legislation 
to  the  above  effect. 

The  resolution  addresses  itself  to  those  physicians 
who  have  both  administrative  as  well  as  professional 
hospital  duties  and  responsibilities.  To  separate  the 
two  is  an  artificial  dichotomy  that  does  not  exist  in  fact. 


Every  physician,  including  the  Chiefs  of  Services,  is  a 
member  of  the  hospital  medical  staff,  appointed  and 
subject  to  discipline,  with  due  process,  by  the  medical 
board.  Dr.  Moyer  commented  that  in  his  hospital  the 
bylaws  specified  that  the  administrator  and  the  Board 
of  Directors  could  not  discharge  a chief  of  service  with- 
out the  approval  of  the  medical  board. 

The  committee  voted  to  amend  the  fourth  resolved  by 
the  addition  of  “including  chiefs  of  services”  after  “any 
physician.” 

The  committee  voted  to  forward  the  amended  resolu- 
tion to  the  Council  for  approval  and  appropriate  action. 

Dr.  Moyer  stated  he  had  received  a letter  from  the 
Hospital  Association  of  New  York  State  expressing  dis- 
approval of  the  bylaws  of  Area  3 PSRO  (Syracuse)  be- 
cause they  do  not  provide  for  hospital  representation  on 
the  board  of  directors,  with  the  comment  that  hospitals 
would  find  it  difficult  under  these  circumstances  to  sup- 
port PSRO  activities.  The  chairman  commented  that 
the  regulations  specify  that  PSRO  is  to  be  physician  ori- 
ented and  do  not  require  hospital  representation. 

It  was  voted  to  bring  the  matter  to  the  attention  of 
the  PSRO  Committee  by  appropriate  communication. 

Dr.  Moyer  stated  that  the  Hospital  Association’s  Pro- 
fessional Relations  Committee,  of  which  he  is  a member, 
is  to  meet  on  June  12  and  an  item  on  the  agenda  is  the 
consideration  of  guidelines  for  hospitals  to  utilize  in  de- 
ciding on  the  payment  of  physicians  for  peer  and  other 
review  activities.  He  invited  comments  from  the  mem- 
bers of  the  MSSNY  committee  for  presentation  at  the 
meeting.  The  discussion  that  followed  was  wide  rang- 
ing with  varied  opinions  expressed.  It  was  noted  that 
PSRO  funds  could  not  be  utilized  for  payment  of  inhos- 
pital review  activities  but  that  the  Hospital  Association 
of  New  York  State  was  considering  developing  methods 
for  paying  physicians  for  services  such  as  utilization  re- 
view. A statement  was  made  that  MSSNY  in  previous 
position  declarations  did  not  favor  paying  physicians  for 
performing  utilization  review  at  their  hospitals,  consid- 
ering this  an  integral  part  of  their  staff  duties.  It  was 
noted  that  the  demands  on  physicians’  time  for  various 
hospital  review  functions  were  increasing  to  such  a de- 
gree as  to  considerably  diminish  a physician’s  productiv- 
ity in  the  actual  care  of  patients,  and,  with  this  in  mind, 
thought  should  be  given  to  payment  mechanisms  to 
compensate  the  participating  physicians. 

The  question  was  raised  regarding  conflict  of  interest 
if  payment  by  the  hospital  were  to  be  made  directly  to 
the  physician.  It  was  suggested  that  such  sums  be  paid 
into  a common  fund.  Also  raised  were  the  questions  of 
conflict  of  interest  arising  from  who  appoints  reviewing 
physicians  and  possible  control  of  them  by  the  payor. 

The  committee  voted  to  recommend  to  the  Council 
that,  in  view  of  the  ever  increasing  demands  upon  a phy- 
sician’s time  and  skills  for  review  activities,  established 
by  governmental  laws  and  regulations,  MSSNY  approve 
the  principle  that  physicians  be  paid  for  such  activities 
and  that  remuneration  be  adequate. 

Dr.  Howard  raised  the  question  of  how  to  enlist  great- 
er participation  and  involvement  of  hospital-based  phy- 
sicians in  MSSNY  activities.  It  was  noted  that  in  the 
past  there  have  been  instances  of  polarization  with 
divisiveness  and  differing  public  expressions  that  have 
been  detrimental  to  the  posture  of  the  profession  in  gen- 
eral. It  was  agreed  that  one  house,  resolving  differences 
within  its  walls  and  supporting  a consensus  is  a desir- 
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able  end  and  efforts  aimed  at  attaining  this  should  be 
made.  Dr.  Blackman  informed  the  committee  that  a 
survey  of  hospital -based  physicians  had  been  conducted 
by  the  Hospital-Based  Physicians  Committee  in  1969 
and  printed  in  the  New  York  State  Journal  of  Medicine 
in  June  1,  1970. 

The  committee  voted  to  ask  the  Membership  Com- 
mittee of  MSSNY  to  consider  methods  to  enlist  those 
hospital-based  physicians  who  are  not  members  of  their 
county  and  State  medical  associations. 

There  was  discussion  of  privileges  afforded  podia- 
trists by  different  hospitals.  Dr.  Howard  reported  on 
the  proposals  of  a new  Workmen’s  Compensation  Podia- 
try Fee  Schedule  that  would  permit  podiatrists  to  per- 
form major  orthopedic  procedures  and  of  the  strong  ex- 
ception that  MSSNY  took  to  these  proposals.  The  di- 
rector of  the  division  was  requested  to  obtain  further  in- 
formation for  consideration. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

Your  reference  committee  reviewed  this  report  and 
notes  with  approval  the  action  taken  by  this  committee 
in  dealing  with  the  problem  presented  to  it  for  its  con- 
sideration and  the  intention  of  this  committee  to  work 
for  a closer  relationship  with  hospital-based  physicians 
so  as  to  better  integration  into  MSSNY  activities. 

Your  reference  committee  commends  Jason  K. 
Moyer,  M.D.,  chairman  of  the  committee  and  his  com- 
mittee for  a very  diligent  year. 

The  House  voted  to  adopt  this  portion  of  the 

reference  committee  report. 

INTERSPECIALTY  (ANNUAL) 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Interspecialty  Committee  is  composed  of  the  fol- 


lowing: 

John  R.  Williams,  Jr.,  M.D.,  Chairman Monroe 

(Internal  Medicine) 

Irving  Cramer,  M.D Oneida 

(General  Surgery) 

Henry  Fleck,  M.D Bronx 

(Physical  Medicine  and  Rehabilitation) 

Francis  J.  Gilroy,  M.D Erie 

(Ophthalmology) 

Donald  H.  Stewart,  Jr.,  M.D Onondaga 

(Neurosurgery) 

Irwin  Gribetz,  M.D New  York 

(Pediatrics) 

William  J.  Rogers,  III,  M.D Erie 

(Orthopedic  Surgery) 

Donald  W.  Hall,  M.D Erie 

(Obstetrics  and  Gynecology) 

John  Richard  Williams,  M.D Westchester 

(Otolaryngology) 

Norman  B.  Kanof,  M.D New  York 

(Dermatology) 

John  P.  Lambert,  M.D Westchester 

(Psychiatry) 

Herbert  Lansky,  M.D Erie 

(Pathology) 


George  Liberman,  M.D Kings 

(Family  Practice) 

Samuel  H.  Madell,  M.D New  York 

(Radiology) 

Howard  B.  Rasi,  M.D Kings 

(Plastic  Surgery) 

Andrew  J.  McGowan,  Jr.,  M.D New  York 

(Urology) 

Victor  J.  Tofany,  M.D Monroe 

(Anesthesiology) 


The  Interspecialty  Committee  has  had  four  meetings 
of  the  full  committee  and  numerous  meetings  of  sub- 
committees throughout  the  year. 

At  the  end  of  last  year,  the  committee  decided  that  it 
would  recommend  delaying  the  publication  of  the  then 
almost  completed  Medical  Society  of  the  State  of  New 
York  revised  Relative  Value  Scale  until  the  numerous 
changes  in  the  soon  to  be  issued  Third  Edition  of  the 
American  Medical  Association’s  Current  Procedural 
Terminology  could  be  reviewed  and  incorporated  into  it. 
This  has  been  done,  and  through  the  long  hours  and  in- 
tensive efforts  that  the  members  of  this  committee  de- 
voted to  this  project,  both  in  meetings  and  at  home,  the 
Relative  Value  Scale  has  been  completed  and  submitted 
to  the  printers  for  publication. 

One  major  problem,  relating  to  the  utilization  of  the 
Relative  Value  Scale,  was  never  completely  resolved, 
and  that  was  how  to  instruct  physicians  to  use  the  prop- 
er code  number  to  describe  the  service  or  services  they 
rendered  when  multiple  choices  exist.  A motion  was 
adopted  unanimously  by  the  committee  which  reads  as 
follows: 

“It  is  necessary  to  assist  physicians  using  the  RVS  to 
determine  which  terminology  and  code  to  use  for  the 
services  they  render.  It  is  also  necessary  to  assist 
third  parties  in  utilizing  the  RVS.  Each  specialty  so- 
ciety will  prepare  the  necessary  lists  to  accomplish 
this,  submitting  the  latter  to  the  Interspecialty  Com- 
mittee.” 

Mechanisms  have  been  established  for  developing 
these  lists  by  almost  all  of  the  specialty  society  represen- 
tatives. Hopefully,  by  the  time  the  RVS  is  to  be  uti- 
lized, these  lists  will  be  completed  and  agreeable  to  ev- 
eryone concerned.  The  RVS  is  not  and  cannot  be  a 
static  document.  We  who  have  worked  so  long  in  devel- 
oping it  are  all  sure  that  there  are  going  to  be  errors  and 
the  necessity  for  adjustment.  It  has  been  understood 
by  the  committee  that  there  will  be  yearly  reviews  and 
readjustments. 

The  committee  has  been  involved,  together  with  an  ad 
hoc  committee  of  the  Council  and  officers  of  the  Medi- 
cal Society  of  the  State  of  New  York,  in  a study  explor- 
ing the  relationships  between  the  specialty  societies,  the 
Interspecialty  Committee,  and  the  Medical  Society  of 
the  State  of  New  York  in  order  to  effect  better  integra- 
tion of  these  societies.  This  effort  is  still  ongoing.  It  is 
the  expectation  of  all  concerned  that  concrete  sugges- 
tions will  be  ready  for  submission  to  the  House  of  Dele- 
gates to  help  implement  this  integration. 

The  Interspecialty  Society  has  also  met  with  the  Con- 
tinuing (Postgraduate)  Education  Committee  and  has 
supported  the  committee  with  regard  to  the  Rand  Study 
and  the  application  for  a grant  to  develop  a program  of 
continuing  education  for  the  Medical  Society  of  the 
State  of  New  York.  This  is  a profound  and  farreaching 
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program  which  we  believe  will  establish  the  Medical  So- 
ciety of  the  State  of  New  York  as  the  leader  in  the  devel- 
opment of  postgraduate  medical  education.  The  Inter- 
specialty Committee,  through  its  already  established 
formal  liaison  with  the  various  specialty  societies,  ex- 
pects to  contribute  to  the  development  of  meaningful 
programs. 

The  Interspecialty  Committee  has  also  worked  closely 
with  the  Peer  Review  Committee  and  Ralph  S.  Emer- 
son, M.D.,  in  an  effort  to  develop  methodology  for 
PSRO’s  to  maintain  and  improve  the  quality  of  medical 
care.  We  anticipate  continuing  to  be  deeply  involved  in 
this  extremely  difficult  problem. 

The  committee  has  also  considered  other  problems 
which,  although  not  strictly  within  its  purview,  involve 
the  interests  of  various  specialty  societies  and  has  for- 
warded appropriate  recommendations  to  the  pertinent 
committees  for  the  latter’s  consideration  and  action. 

Acknowledgments:  I wish  to  express  my  appre- 

ciation to  the  members  of  the  committee  for  the  time 
and  efforts  they  devoted  to  this  committee’s  activities, 
to  commend  Max  N.  Howard,  M.D.,  director  of  the  Divi- 
sion of  Medical  Services,  without  whose  untiring  efforts 
and  masterful  diplomacy  we  would  never  have  been  able 
to  have  developed  the  Relative  Value  Scale;  and  to  ex- 
tend my  thanks  to  his  secretaries,  Miss  Alice  Wheeler 
and  Mrs.  Clementine  Thompson  for  their  devotion  to 
the  affairs  of  the  committee. 

Respectfully  submitted, 

John  R.  Williams,  Jr.,  M.D.,  Chairman 

INTERSPECIALTY  (SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  writing  the  Annual  Report,  this  committee  held 
two  additional  meetings,  on  September  15,  1974  and 
February  2, 1975. 

At  the  Sept.  15th  meeting  the  minutes  of  the  meeting 
of  the  Subcommittee  To  Develop  Lists  Of  The  Com- 
monly Performed  Services  By  Each  Specialty  Group, 
held  on  Sept.  8,  1974,  were  distributed.  The  chairman 
summarized  what  took  place  at  that  meeting,  comment- 
ing that  although  no  decision  was  reached  in  resolving 
the  concerns  of  the  Family  Physicians  and  the  Pediatri- 
cians, it  was  his  impression  that  the  Pediatric  represen- 
tatives were  now  favorably  inclined  to  develop  a list 
which  would  be  satisfactory  to  them  and  would  discuss 
this  with  their  Society.  The  Family  Physicians  did  not 
feel  that  they  could  develop  such  a list  and  reiterated 
the  reasons  and  commented  that  the  practice  of  the 
Family  Physicians  in  1974  has  diversified  greatly  from 
what  it  was  in  1971,  that  it  would  be  impossible  for  them 
to  designate  the  more  common  procedures  except  by  in- 
cluding all  the  services  listed.  The  chairman  comment- 
ed that  in  accordance  with  the  decision  reached  by  the 
Interspecialty  Committee,  reaffirmed  on  several  occa- 
sions, a list  of  the  usual  procedures  performed  by  each 
specialty  group  will  be  prepared,  excluding  those  who 
did  not  comply.  Each  group  was  requested  to  prepare 
its  list  for  submission  to  the  full  committee.  Ifiwas  sug- 
gested that  the  groups  be  surveyed  to  determine  the 
percentages  of  the  different  types  of  services  rendered. 


The  minutes  of  the  Ad  Hoc  Committee  meeting  of 
Sept.  8,  1974  were  approved  by  the  members  of  that 
committee  who  were  present.  The  minutes  were  then 
accepted  by  the  full  committee  as  a report. 

Continuing  (Postgraduate)  Education.  The  mem- 
bers were  informed  that  the  Rand  Corporation  had  com- 
pleted the  study  commissioned  by  the  MSSNY  through 
its  Committee  on  Continuing  (Postgraduate)  Education. 
Some  facets  of  the  study  were  commented  upon  with 
particular  reference  to  the  statement  that  “Primary  re- 
sponsibility should  fall  to  the  specialty  societies  for  the 
development  of  educational  content,  to  link  the  educa- 
tional experiences  to  the  learning  goals  set  forth  by  the 
specialty  societies  and  to  the  results  of  evaluations.” 

The  minutes  of  the  meeting  on  July  11,  1974  of  the  Ad 
Hoc  Committee  To  Study  The  Structure  of  the  Inter- 
specialty Committee  were  read.  It  was  noted  that  this 
committee  is  to  hold  a joint  meeting  with  the  Committee 
To  Study  Section  and  Sessions  on  Oct.  2,  1974,  with  the 
expectation  that  some  definitive  proposals  would  be 
forthcoming  to  attain  the  goal  of  the  sections  becoming 
the  responsibility  of  the  respective  specialty  society. 

A wide  ranging  discussion  of  the  methodology  to  be 
used  to  attain  the  desired  end  followed,  noting  the  prob- 
lems that  might  arise  and  the  effects  of  too  great  a sub- 
specialty diversification.  There  was  general  agreement 
that  the  specialty  societies  should  have  an  avenue  for 
more  input  to  the  MSSNY  so  that  efforts  to  achieve 
common  goals  could  be  coordinated  and  augmented. 

The  subject  of  representation  on  the  Interspecialty 
Committee  by  subspecialties  was  also  discussed,  observ- 
ing that  if  the  membership  of  the  committee  continued 
to  increase  it  was  likely  to  become  so  large  as  to  become 
unwieldy.  The  tenor  of  the  remarks  was  that  certain 
subgroups  were  realistically  a part  of  a larger  whole  and 
the  representative  of  the  latter  should  speak  for  all  of 
them,  reflecting  the  consensus  reached  within  each 
group. 

Determination  of  usually  performed  office  ser- 
vices by  specialty.  At  the  February  meeting  the  chair- 
man stated  that  the  committee  had  yet  to  receive  the 
lists  of  the  usual  type  of  office  visits  performed  by  indi- 
vidual specialty  groups. 

Dr.  Liberman  repeated  his  previously  expressed  views 
questioning  the  necessity  for  and  the  fair  application  of 
such  lists.  He  commented  extensively  on  the  recent  en- 
dorsement by  the  Council  of  its  Workmen’s  Compensa- 
tion Committee’s  recommendation  in  regard  to  pay- 
ments to  Family  Physicians  in  the  Workmen’s  Compen- 
sation Medical  Fee  Schedule,  stating  that  the  action  was 
a repudiation  of  the  stated  position  of  the  MSSNY  of 
equal  pay  for  equal  service  and  that  this  threatened  the 
growth  of  the  Family  Physician  program.  Although 
most  of  Dr.  Liberman’s  remarks  were  directed  to  the 
Workmen’s  Compensation  action,  an  area  not  within  the 
province  of  the  Interspecialty  Committee,  there  was  a 
lengthy  discussion  of  the  broader  aspects  of  the  prob- 
lem, noting  that  since  the  matter  involved  interrelation- 
ships between  specialists  it  was  proper  for  this  commit- 
tee to  be  concerned  with  it.  The  difficulty  in  establish- 
ing the  competency  of  a Family  Physician  in  a number 
of  specialties  vs  the  more  clearly  defined  boundaries  of 
other  specialties  was  discussed.  The  difficulty  of  defin- 
ing “equal  service”  was  also  explored. 
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In  replying  to  Dr.  Liberman’s  implied  criticism  that 
the  MSSNY,  and  specifically  Dr.  Howard,  had  not  at- 
tempted to  further  the  interests  of  the  Family  Physi- 
cians with  sufficient  effort,  Dr.  Madell  stated  that,  hav- 
ing attended  the  meetings  of  the  Workmen’s  Compensa- 
tion Advisory  Committee  where  this  subject  was 
brought  up  on  several  occasions,  he  could  dispute  this 
and  that  Dr.  Howard  had  in  fact  exerted  every  effort  to 
present  the  position  and  attain  the  aim  of  the  MSSNY 
resolutions  without  reflecting,  at  any  time,  any  personal 
views. 

Clarification  of  the  composition  of  the  Workmen’s 
Compensation  Advisory  Committee  on  the  Medical  Fee 
Schedule  was  requested.  The  members  are  appointed 
by  the  chairman  of  the  Workmen’s  Compensation 
Board;  most  of  the  members  are  lay  people  but  there  are 
four  physicians  on  the  Advisory  Committee  and  usually 
the  chairman  asks  the  MSSNY  for  recommendations. 
At  the  present  time  the  four  physicians  sitting  on  the 
Advisory  Committee  are: 

John  H.  Morton,  M.D (General  Surgeon  & 

Chairman  of  the  Workmen’s  Compensation  Com- 
mittee) 

Burton  P.  Hoffman,  M.D (Orthopedist  & 

member  of  the  MSSNY  Workmen’s  Compensa- 
tion Committee). 

Samuel  H.  Madell,  M.D (Radiologist  & member 

of  the  MSSNY  Medical  Care  Insurance  Commit- 
tee) 

Max  N.  Howard,  M.D (Staff) 

Dr.  Howard  stated  that  the  nominations  had  been 
specialty  groups  most  involved  in  the  treatment  of 
workmen’s  compensation  claims  be  represented,  and  to 
establish  interrelationships  with  appropriate  MSSNY 
committees. 

It  was  moved  that  the  committee  reaffirm  the  state- 
ment in  the  General  Instructions  of  the  RVS  that  reads: 
“It  is  necessary  to  assist  physicians  using  the  RVS  to  de- 
termine which  terminology  and  code  to  use  for  the  ser- 
vices they  render.  It  is  also  necessary  to  assist  third 
parties  in  utilizing  the  RVS.  Each  specialty  society  will 
prepare  the  necessary  lists  to  accomplish  this,  submit- 
ting the  latter  to  the  Interspecialty  Committee.”  Mo- 
tion was  carried  with  one  abstention  (Dr.  Liberman)  and 
no  “nays.” 

The  representative  of  each  specialty  society  was  asked 
to  survey  his  respective  group,  by  letter,  requesting  that 
the  members  list  the  most  common  type  of  office  proce- 
dure^) they  perform  in  their  practice,  covering  both 
new  and  established  patients,  and  the  customary  charg- 
es for  the  services  they  list.  The  charges  are  to  be  cur- 
rent ones,  for  although  the  relativity  values  established 
in  the  RVS  were  based  on  1971  charge  patterns  to  main- 
tain uniformity  throughout  all  the  Sections,  for  this  par- 
ticular survey  the  relativity  could  be  up-dated  to  1975 
fees.  The  geographic  practice  area  of  the  reporting  phy- 
sician is  to  be  indicated  on  the  questionnaire. 

Reorganization  of  MSSNY  Sections.  The  Council 
had  accepted  the  recommendation  of  its  Ad  Hoc  Com- 
mittee that  steps  be  taken  to  augment  Scientific  Section 
interrelationships  and  the  responsibility  for  strengthen- 
ing their  programs  by  greater  involvement  of  the  spe- 
cialty societies  in  their  respective  sections  and  had  re- 
quested MSSNY  staff  to  study  the  matter  and  to  recom- 
mend the  measures  to  be  taken  to  implement  this  in- 
tent. It  was  noted  that  all  parties  concerned  were  in 


agreement  that  a greater  interfacing  of  the  specialty  so- 
cieties with  MSSNY  would  enhance  the  efforts  of  the 
entire  profession  in  all  areas  and  was  therefore  most  de- 
sirable. Some  sections  that  do  not  have  a direct  rela- 
tionship with  a specialty  group  could  be  dealt  with  on  an 
individual  basis. 

Fourteen  of  the  seventeen  specialty  societies  repre- 
sented on  the  committee  indicated  that  the  officers  of 
their  respective  sections  were  already  closely  allied  with 
the  governing  bodies  of  the  New  York  State  specialty  so- 
cieties. However,  since  this  was  an  informal  arrange- 
ment and  although  acceptable  on  an  interim  basis,  it 
was  preferable  that  a more  formalized  relationship  be 
established  by  a change  in  MSSNY’s  Bylaws.  It  was 
suggested  that  a resolution  to  this  effect  be  introduced 
into  the  House  of  Delegates  at  the  March,  1975  meeting. 
A motion  by  Dr.  Rasi  that  the  chairman  appoint  a sub- 
committee to  consider  the  matter  and  prepare  the  ap- 
propriate resolution  to  effect  the  foregoing  was  passed 
unanimously.  The  chairman  appointed  a subcommittee 
consisting  of  Dr.  Samuel  H.  Madell,  Chairman,  Dr.  Her- 
bert Lansky  and  Dr.  William  J.  Rogers,  III,  to  carry  out 
the  above.  (Subsequent  to  the  meeting  the  division  di- 
rector ascertained  that  in  response  to  the  council  action 
reported  above,  the  General  Counsel  was  in  the  process 
of  preparing  a resolution  to  be  introduced  into  the 
House  of  Delegates  in  March,  1975;  this  has  to  lay  over 
until  the  Annual  Meeting  of  1976  to  become  effective, 
and  that  this  resolution  could  be  modified  in  the  inter- 
vening time  by  either  the  House  Committee  on  Bylaws 
or  the  House  of  Delegates  in  1976,  without  the  necessity 
for  any  further  layover  period.  In  view  of  this,  Doctors 
Williams  and  Madell  both  agreed  that  the  subcommit- 
tee await  receipt  of  the  resolution  and  then  proceed  to 
consider  any  modifications  that  it  deems  advisable.) 

The  committee  voted  to  distribute  the  summary  of 
the  council  minutes  to  each  member  of  the  Interspeci- 
alty Committee. 

Comment  was  made  that  the  section  delegates  fre- 
quently had  conflicting  meetings  during  the  Annual 
Meeting  and  it  was  therefore  advisable  that  an  alternate 
delegate  be  appointed  in  each  section.  It  was  further 
suggested  that  members  register  for  their  sections  at  the 
time  they  paid  their  dues  rather  than  at  the  time  of  the 
Annual  Meeting.  These  comments  were  referred  to  the 
subcommittee  for  incorporation  in  its  recommendations. 

As  part  of  the  discussion  of  closer  relationships  be- 
tween the  governing  bodies  of  MSSNY  with  all  its  com- 
ponents and  the  specialty  groups,  President-Elect  Ralph 
S.  Emerson  mentioned  that  he  planned  to  set  aside 
Wednesday  afternoons  to  be  available  at  MSSNY  head- 
quarters to  any  and  all  to  discuss  problems  which  he 
would  present  to  the  Council.  He  further  suggested 
that  the  Interspecialty  Committee  might  schedule  its 
meetings  at  such  times  so  that  questions  raised  and  ac- 
tions taken  within  the  committee  could  be  presented  to 
the  Council  without  undue  delay. 

Malpractice  Insurance  Coverage.  Dr.  Emerson 
reviewed  at  some  length  the  actions  taken  by  the 
MSSNY  both  in  response  to  the  demand  of  an  immedi- 
ate increase  of  196.8%  in  premiums  by  the  Argonaut  In- 
surance Company,  as  well  as  the  prior  studies  by  two 
committees  of  the  MSSNY  to  effect  an  entirely  new  ap- 
proach by  legislative  actiofi  in  the  manner  in  which  mal- 
practice suits  are  dealt  with  and  particularly  the  vigor- 
ous actions  taken  by  the  MSSNY  in  recent  weeks  to  at- 
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tain  the  legislative  remedies  we  thought  essential.  It 
was  stressed  that  the  MSSNY  was  not  satisfied  with  the 
formation  of  a joint  underwriter’s  association  and  that 
nothing  less  than  a radical  revision  of  the  legal  proce- 
dures dealing  with  malpractice  suits  would  be  satisfacto- 
ry- 

There  was  comment  that  there  had  been  both  undue 
delay  and  poor  communication  in  transmitting  to  the 
membership  what  the  MSSNY  was  doing  to  meet  the 
malpractice  crisis.  Dr.  Emerson  explained  that  the 
three  or  four  week  delay  before  any  news  was  issued  to 
the  membership  was  the  result  of  a request  by  the  Su- 
perintendent of  Insurance,  to  which  the  MSSNY  had 
acquiesced,  that  during  the  acute  crisis  precipitated  by 
Argonaut’s  threat  to  cancel  all  policies  as  of  January  10, 
1975,  there  be  no  comments  in  order  to  permit  him  to 
effectively  carry  out  the  various  steps  that  did  in  fact  re- 
sult committing  Argonaut  to  continue  coverage  until 
June  30,  1975. 

Dr.  Emerson  discussed  the  $100  assessment  on  each 
member  of  the  Society  and  how  this  fund,  to  be  used 
only  in  connection  with  the  malpractice  situation,  would 
be  utilized.  He  outlined  the  comprehensive  attack 
being  planned  through  the  communication  media,  meet- 
ings with  legislators,  consumer  groups,  unions,  etc.  He 
stressed  that  the  most  important  approach  was  to  get 
the  public  behind  us,  and  as  part  of  this  project  the  doc- 
tors might  consider  enclosures  to  patients  with  their  bill 
statements  and  the  signing  of  petitions. 

Overhead  Expense  Questionnaire.  Dr.  Howard 
stated  that  although  the  matter  was  not  strictly  within 
the  province  of  the  Interspecialty  Committee,  he  had 
placed  the  topic  on  the  agenda  to  obtain  expressions  of 
opinions  from  the  representatives  of  the  various  special- 
ty groups  for  transmission  to  the  Socioeconomics  Com- 
mittee which  had  considered  this  problem  previously 
and  will  be  doing  so  again.  He  set  forth  the  need  for 
factual  data  when  the  MSSNY  has  to  deal  with  third 
parties,  particularly  when  negotiating  workmen’s  com- 
pensation fee  schedules.  In  attempting  to  negotiate  fee 
increases,  the  overhead  expense  of  physicians  is  a basic 
factor  and  that  although  available  on  a regional  basis 
the  latter  does  not  accurately  reflect  the  situation  within 
New  York  State.  For  example,  where  regional  Figures 
include  the  malpractice  rates  in  Vermont  together  with 
those  of  New  York,  the  data  would  obviously  be  inaccu- 
rate. There  is  also  the  question  whether  figures  pub- 
lished by  other  parties  are  entirely  accurate,  but  we  have 
no  means  to  challenge  them.  Using  only  the  increase  in 
the  Consumer  Price  Index  would  be  misleading  since  it 
is  more  than  probable  that  the  increase  in  physicians 
practice  overhead  expenses  is  significantly  higher  than 
the  12%  CPI  increase  in  1974.  If  we  could,  with  the  co- 
operation of  the  specialty  societies,  gei  a representative 
group  of  physicians  in  each  specialty,  distributed  geo- 
graphically, to  report  on  an  annual  basis,  the  data  accu- 
mulated would  be  more  valid  and  permit  the  MSSNY  to 
more  effectively  petition  for  necessary  monetary  in- 
creases. The  simplest,  least  time  consuming  method  to 
obtain  the  data  would  be  for  the  physicians  to  submit 
copies  of  the  C forms  of  their  income  tax  returns,  remov- 
ing all  personal  identifications.  In  addition  to- the  fig- 
ures, the  only  information  needed  would  be  the  specialty 
and  the  practice  area.  The  data,  by  indicating  the  dif- 
ferences in  overhead  expense  increases  for  the  different 
specialty  groups,  would  permit  a more  equitable  indi- 


vidualization of  increases  in  the  conversion  factors  ap- 
plicable to  the  five  sections  of  the  RVS  when  by  law  we 
are  required  to  negotiate  a fee  schedule. 

Discussion  indicated  that  physicians  would  be  reluc- 
tant to  furnish  copies  of  any  income  tax  returns.  A mo- 
tion that  the  specialty  societies  ask  their  members  to 
submit  the  above  data  was  defeated.  A motion  that  the 
Socioeconomics  Committee,  if  it  still  wishes  to  pursue 
the  project,  should  attempt  to  secure  the  data  by  its  own 
efforts  and  not  refer  the  matter  to  the  Interspecialty 
Committee,  was  carried  7 to  6. 

The  suggestion  was  made  that  the  Socioeconomics 
Committee  consider  requesting  the  information  desired 
in  percentage  form  rather  than  actual  dollar  amounts, 
with  the  opinion  that  physicians  would  be  more  apt  to 
participate  on  that  basis. 

Peer  Review.  Dr.  Emerson  reported  on  the  pilot 
project,  using  the  Quality  Criteria  Predictors  for  peer  re- 
view, going  on  in  a number  of  hospitals;  the  New  York 
State  Hospital  Association  had  enlisted  a number  of 
hospitals  to  use  either  these  Predictors  or  other  quality 
evaluation  standards  and  to  report  their  experience.  To 
date  the  returns  are  incomplete  so  that  an  evaluation  is 
not  possible  at  this  time.  Other  developments  in  this 
area  were  also  discussed. 

Continuing  Medical  Education.  Copies  of  the 
Rand  Report  submitted  in  July  1974  were  distributed 
with  the  request  that  these  be  forwarded  to  the  chair- 
man on  Continuing  Medical  Education  of  each  specialty 
society.  Remarks  were  made  that  in  view  of  the  pres- 
sure, both  public  and  governmental,  for  the  initiation  of 
recertification  and/or  relicensure,  there  was  an  urgency 
to  develop  at  least  an  interim  program  even  if  it  utilized 
a “Brownie  Point”  system  that  admittedly  was  not  too 
satisfactory.  The  chairman  suggested  that  the  subcom- 
mittee on  Continuing  Medical  Education,  consisting  of 
the  chairmen  of  the  corresponding  committees  of  each 
specialty  group,  should  be  reactivated  and  pursue  the 
matter.  It  was  felt  that  this  would  be  premature,  pend- 
ing further  progress  by  the  Committee  on  Continuing 
Medical  Education.  It  was  moved  and  approved  that 
the  MSSNY  Committee  on  Continuing  Education  be 
encouraged  to  develop  an  interim  program  with  specific 
recommendations  to  the  specialty  societies  as  to  what  is 
desired  from  the  latter  groups. 

Relative  Value  Scale  Report.  Dr.  Howard  re- 
ported that  there  had  been  a most  unexpected  delay  in 
the  printing  of  the  RVS  resulting  from  the  printer,  on 
January  24,  1975,  demanding  a considerable  increase  in 
the  previously  agreed  upon  price. 

The  committee  voted,  unanimously  to  recommend  to 
the  Medical  Care  Insurance  Committee  that  our  mem- 
bers be  advised  to  utilize  AMA  Current  Procedural  Ter- 
minology coding  as  modified  in  the  forthcoming 
MSSNY  Relative  Value  Scale. 

Dr.  Howard  requested  that  the  members  of  the  com- 
mittee give  thought  to  the  methodology  to  be  followed 
in  performing  the  previously  agreed  upon  ongoing  revi- 
sion and  updating  of  the  RVS. 

National  Health  Planning  Bill.  Dr.  Lansky  called 
attention  to  the  National  Health  Planning  and  Re- 
sources Development  Act  of  1974  signed  into  law  by 
President  Ford  on  January  4,  1975  and  the  implications 
of  this  Bill  as  it  affects  the  traditional  practice  of  medi- 
cine. He  suggested  that  copies  of  pertinent  material  be 


Minutes.  House  of  Delegates/September,  1975/New  York  State  Journal  of  Medicine  2037 


attached  to  the  minutes  of  this  meeting  for  consider- 
ation by  the  members  of  this  committee. 

It  was  noted  that  the  AMA  is  prepared  to  challenge 
the  Act  in  the  Courts  as  an  unwarranted  assumption  of 
state  authority  by  the  Federal  government  and  a dan- 
gerous Federal  intrusion  into  the  practice  of  medicine. 

Respectfully  submitted, 

John  R.  Williams,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

Your  Reference  Committee  reviewed  the  annual  and 
supplementary  reports  of  the  Interspecialty  Committee 
which  revealed  that  its  members  have  spent  long  hours 
both  in  numerous  meetings  of  the  full  and  subcom- 
mittees as  well  as  performing  a considerable  amount  of 
homework  that  warrants  special  commendation  by  the 
Medical  Society  of  the  State  of  New  York. 

The  major  effort  during  the  year  was  to  resolve  the  re- 
maining problem  in  the  gargantuan  task  of  completing 
the  RVS.  These  efforts  were  successful,  were  endorsed 
by  the  Socioeconomics  Committee  and  the  Council  and 
is  at  this  moment  in  press,  with  a mailing  date  probably 
before  the  end  of  March  1975. 

There  was  one  particular  problem  relative  to  instruc- 
tions as  to  the  proper  code  numbers  for  physicians  to 
use  to  describe  the  service  or  services  they  rendered 
when  multiple  choices  exist.  During  the  course  of  the 
present  meeting,  the  Reference  Committee  was  given  a 
resolution  that  appears  to  solve  this  ■ dilemma  and  it 
compliments  the  parties  concerned  on  arriving  at  a solu- 
tion. 

Your  Reference  Committee  notes  that  the  RVS  is  to 
be  a dynamic  document  with  updating  and  revision 
ongoing  processes  and  notes  that  mechanisms  for  ac- 
complishing this  will  be  formulated. 

The  Interspecialty  Committee  through  its  subcom- 
mittee has  been  cooperating  in  the  development  of  a 
continuing  education  program  and  continues  its  plan- 
ning to  further  the  attainment  of  an  activity  program  to 
ensure  that  members  of  our  Society  can  be  kept  abreast 
of  developments  in  medicine  and  the  reenforcement  of 
their  skills. 

The  Interspecialty  Committee  has  also  continued  to 
cooperate  in  the  development  of  peer  review  mecha- 
nisms. 

Noted  with  approval  is  the  Interspecialty  Com- 
mittee’s concern  with  closer  relationships  between  the 
MSSNY  and  the  specialty  societies  and  its  suggestions 
for  the  attainment  of  this  end. 

Your  Reference  Committee  commends  the  efforts  of 
John  R.  Williams,  Jr.,  M.D.,  and  the  members  of  the 
committee  for  their  fine  efforts  during  the  past  year. 

The  House  voted  to  adopt  this  portion  of  the 

reference  committee  report. 

Resolution  75-31,  Recent  Recommendation  by  the 
Joint  Commission  on  Accreditation  of  Hospitals 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  The  Joint  Committee  on  Accreditation  of 

Hospitals  has  recommended  to  each  hospital  that 

“The  periodic  reappraisal  of  each  medical  staff  mem- 
ber must  document  consideration  of  the  member’s 


physical  and  mental  capabilities”;  and 

Whereas,  Such  a comprehensive  physical  and  psy- 
chiatric examination  at  the  time  of  reappointment  to 
the  medical  staff,  would  create  an  unconscionable 
strain  on  our  overburdened  medical  facilities  and 
physicians,  particularly  if  this  is  to  be  a universal  and 
permanent  recommendation,  especially  when  such 
reappointments  are  made  on  an  annual  basis  is  im- 
possible to  implement;  and 

Whereas,  Anything  less  than  such  a comprehensive 
examination  would  be  a mockery  and  fraught  with 
danger;  and 

Whereas,  The  concept  raises  possible  complex 
medico-legal  liability  considerations;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  the  recommendation  of  the 
Joint  Commission  on  Accreditation  of  Hospitals  that 
“The  periodic  reappraisal  of  each  medical  staff  mem- 
ber must  document  consideration  of  the  member’s 
physical  and  mental  capabilities”;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  New  York  Delegation  to  the 
American  Medical  Association  to  introduce  a resolu- 
tion at  the  Annual  Convention,  1975,  supporting  the 
principle  that  it  is  the  responsibility  and  prerogative 
of  individual  hospital  medical  boards  to  determine 
the  scope  of  the  practice  of  each  staff  position. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

Your  reference  committee  recommends  approval  of 
Resolution  75-31. 

The  House,  after  discussion  voted  to  amend  the 
second  resolved  by  the  addition  of  the  following 
words: 

“of  examination  of  staff  members  at  intervals”  after 
the  word  “principle”  and  “necessity,  frequency,  and 
type  of  medical  examination  to  be  performed,  as  well 
as”  after  the  word  “determine.” 

The  resolved  portion  would  then  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  New  York  Delegation  to  the 
American  Medical  Association  to  introduce  a resolu- 
tion at  the  Annual  Convention,  1975,  supporting  the 
principle  of  examinations  of  staff  members  at  inter- 
vals, but  that  it  be  the  responsibility  and  prerogative 
of  individual  hospital  medical  boards  to  determine 
the  necessity,  frequency,  and  type  of  medical  exami- 
nation to  be  performed,  as  well  as  the  scope  of  prac- 
tice of  each  staff  position. 

The  House,  after  further  discussion,  voted  to 
adopt  Resolution  75-31  as  amended. 

Resolution  75-34,  Correction  of  Inadequate  Blue 
Shield  Coverage  of  State  Employees 
Introduced  by  Seventh  District  Branch 

Whereas,  Many  employees  of  New  York  State,  and 
other  public  employees  similarly  insured,  have  their 
“coverage”  through  a special  New  York  State  policy 
contracted  with  Northeastern  New  York  Blue  Shield 
at  levels  of  reimbursement  substantially  below  usual 
levels  of  Blue  Shield  policies  in  the  areas  in  which 
they  live  and  work  (including  the  Northeast  area); 
and 
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Whereas,  Physicians  attending  such  employees  and 
their  families  must  forego  the  option  of  direct  pay- 
ment by  Blue  Shield  or  accept  gross  underpayment; 
and 

Whereas,  Employees  and  their  families  have  suf- 
fered a reduction  from  their  previously  enjoyed  state 
of  coverage  during  a period  of  rising  costs,  with  result- 
ing direct  financial  strain;  and 

Whereas,  Resulting  dissatisfaction  of  both  patients 
and  physicians  is  likewise  detrimental  to  Blue  Shield 
as  well;  no  party  to  this  arrangement  is  content  except 
the  government  paying  the  premiums;  and  working 
and  patient-physician  relations  are  strained;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  oppose  continuation  of  the 
present  State  Employees’  Blue  Shield  contract,  and 
urge  the  State  of  New  York  to  provide  any  Blue 
Shield  coverage  for  its  employees  through  group  pur- 
chase of  policies  that  adhere  to  the  current  Blue 
Shield  levels  of  coverage  and  fee  schedules  in  the 
areas  of  the  employees’  residence;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  confer  with  the  appropriate  employees’  ne- 
gotiating bodies  toward  accomplishment  of  this  aim. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  John  J. 
Phelan,  Jr.,  M.D.,  Chairman. 

The  reference  committee  amended  Resolution  75-34 
by  the  deletion  of  the  first  resolved  and  the  amendment 
of  the  second  resolved  by  the  deletion  of  “confer  with 
the  appropriate  employees’  negotiating  bodies  toward 
accomplishment  of  this  aim.”  and  the  insertion  of  “use 
its  influence  and  support  local  efforts  to  establish  realis- 
tic fee  reimbursement  health  insurance  coverage.” 

The  amended  resolved  portion  would  then  read  as  fol- 
lows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  influence  and  support  local  efforts 
to  establish  realistic  fee  reimbursement  health  insur- 
ance coverage. 

The  House  voted  to  adopt  Resolution  75-34  as 
amended. 

Resolution  75-54,  Medical  Care  of  the  Prison  Pop- 
ulation in  New  York  State 

Introduced  by  Dutchess  County  Medical  Society 

Whereas,  The  New  York  State  Department  of  Cor- 
rectional Services  is  responsible  for  the  care  and  well 
being  of  prisoners  placed  in  its  charge;  and 

Whereas,  Medical  care,  both  acute  and  chronic,  is 
part  of  this  legal  responsibility;  and 

Whereas,  Prison  inmates  require  extraordinary  su- 
pervision when  domiciled  in  a community  hospital; 
and 

Whereas,  Prison  population  has  not  been  factored 
into  the  equation  determining  the  number  of  hospital 
beds  in  a given  community;  and 

Whereas,  Medical  care  for  a prison  population  has 
never  been  considered  morally  or  legally  comparable 
to  the  medical  profession’s  provision  for  indigent  pop- 
ulations; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  New  York  State  Depart- 
ment of  Correctional  Supervision  secure  and  operate 


adequate  medical  facilities,  fully  staffed  by  appropri- 
ate medical  personnel,  designed  for  its  own  popula- 
tion; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  when  community  hospitals 
and  physicians  are  required  to  supplement  the  efforts 
of  the  New  York  State  Department  of  Correctional 
Services,  fees  be  provided  in  accordance  with  usual 
and  customary  charges;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  policy  expressed  in  this  resolu- 
tion and  so  inform  the  administration  of  the  New 
York  State  Department  of  Correctional  Services. 

The  House  voted  to  adopt  Resolution  75-54. 

Resolution  75-65,  Specialty  Recognition  of  Family 
Practice 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  American  Board  of  Family  Practice 
was  created  in  1969  and  family  practice  was  certified 
as  the  20th  specialty  by  the  American  Medical  Associ- 
ation; and 

Whereas,  There  continues  to  exist  a discriminatory 
nonrecognition  of  the  specialty  of  Family  Practice  by 
the  Department  of  Social  Service,  Workmen’s  Com- 
pensation Board,  New  York  State  Department  (other 
than  the  Office  of  the  Medical  Manpower),  Medicaid 
and  of  the  part  of  the  third  party  insurance  carriers; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  instruct  the 
Council  to  use  every  available  means  to  bring  about 
the  appropriate  specialty  recognition  of  family  prac- 
tice by  the  Department  of  Social  Services,  Workmen’s 
Compensation  Board,  Medicare,  and  all  other  inter- 
ested third  parties  on  the  basis  equal  to  the  recogni- 
tion now  given  to  all  other  medical  and  surgical 
specialties. 

Report  of  Reference  Committees  on  Medical  Ser- 
vices: The  following  report  was  presented  by  John  J. 
Phelan,  Jr.,  M.D.,  Chairman. 

Your  reference  committee  recommends  approval  of 
Resolution  75-65. 

The  House  voted  to  adopt  Resolution  75-65. 

Resolution  75-66,  and  Resolution  75-74,  Recogni- 
tion of  Family  Practice  Diplomates 

Introduced  by  Medical  Society  of  the  County  of  Ulster 

Whereas,  The  Academy  of  Family  Physicians  has 
promoted  Family  Practice  Residency  Programs  and 
the  American  Board  of  Family  Physicians  was  estab- 
lished pursuant  thereto;  and 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  recently  issued  a statement  revers- 
ing a previous  commitment  giving  equal  recognition 
to  Boarded  family  physicians;  and 

Whereas,  The  aim  of  the  family  practice  residency 
programs  is  an  effort  that  furthers  the  education, 
training  and  absorption  of  certain  branches  of  the 
medical  profession  into  the  family  practice  area  where 
skilled  medical  care  is  essential  and  scarce;  therefore 
be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  reverse  the 
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Council’s  decision  and  hereby  grant  equal  recognition 
of  Board  Diplomates  in  Family  Practice  with  Board 
Diplomates  of  other  specialities  as  to: 

1.  Workmen’s  Compensation,  code  letters,  fees, 
and 

2.  Any  similar  systems  of  codification  and  fee 
setting,  now  and  in  the  future,  and 

3.  Equal  fees  for  equal  services. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

These  resolutions  are  duplicates  and  have  been  with- 
drawn because  of  action  taken  on  similar  resolutions. 

Resolution  75-67,  Equal  Fee  for  Equal  Service 
Introduced  by  Seventh  District  Branch 

Whereas,  The  present  Workmen’s  Compensation 
and  other  New  York  State  fee  schedules  are  generally 
inequitable  and  poorly  conceived;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  as  policy  that  all  physicians  be 
reimbursed  by  all  New  York  State  Fee  Schedules  on 
the  basis  of  equal  fee  for  equal  service. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  has  amended  the  whereas  in 
this  resolution  by  the  deletion  of  “are  generally  inequi- 
table and  poorly  conceived”  and  by  the  addition  of 
“contain  inequities.” 

The  whereas  would  then  read  as  follows: 

Whereas,  the  present  Workmen’s  Compensation 
and  other  New  York  State  Fee  Schedules  contain  in- 
equities. 

The  reference  committee  recommends  the  addition  of  a 
second  resolved  as  follows: 

Resolved,  That  the  medical  section  of  MSSNY’s 
Relative  Value  Scale  reflect  the  modes  of  practice  in 
all  specialties  and  that  it  be  the  responsibility  of  each 
specialty  society  to  advise  its  membership  in  the 
proper  use  of  the  RVS  numbers. 

Your  reference  committee  recommends  the  adoption 
of  Resolution  75-67  as  amended. 

The  House,  after  discussion,  voted  to  adopt  Res- 
olution 75-67  as  amended. 

Resolution  75-68,  Equal  Fee  for  Equal  Service 

Introduced  by  Onondaga  County  Medical  Society 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  last  year  did  not  completely  imple- 
ment the  Workmen’s  Compensation  resolution  of  the 
House  of  Delegates  (74-9)  which  read  as  follows: 
“ Resolved , That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  Council  to  take  all  actions  nec- 
essary to  insure  the  granting  of  Family  Practice  code 
letters  to  qualified  family  physicians  on  the  basis 
equal  to  the  granting  of  code  letters  to  all  other 
specialties.”;  and 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  agreed  unanimously  on  November 
14,  1974  to  implement  this  resolution  and  approved 
an  action  which  would  recommend  to  the  Workmen’s 
Compensation  Board  that  a physician  who  is  certified 
by  the  American  Board  of  Family  Practice  should 
qualify  for  the  same  schedule  which  has  been  estab- 


lished for  internists;  and 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  reconsidered  this  action  after  op- 
position by  the  New  York  State  Society  of  Internal 
Medicine  and  recommended  75%  of  the  internist’s  fee; 
and 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  rejected  the  traditional  principle 
of  equal  fee  for  equal  service  to  the  Family  Physicians 
by  recommending  a fee  75%  of  that  of  internal  medi- 
cine; and 

Whereas,  The  Family  Practice  specialty  is  now  four 
years  old;  and 

Whereas,  The  postgraduate  training  of  the  Family 
Practice  specialty  is  three  years,  which  is  as  long  as 
other  primary  care  physicians,  including  the  general, 
internist,  and  enables  the  family  physician  to  develop 
proficiency  in  many  fields  of  medicine;  and 

Whereas,  Because  of  the  need  for  young  family 
physicians  within  New  York  State,  it  is  urgent  that 
they  be  granted  equal  recognition  and  stature;  and 

Whereas,  The  family  physician  has  certain  exper- 
tise as  a consultant  in  delivery  of  family  care  not  pos- 
sessed by  any  other  specialist;  and 

Whereas,  The  New  York  State  Social  Welfare  De- 
partment has  recognized  the  Family  Practice  special- 
ty with  equal  fee  for  equal  service  to  the  other  special- 
ties; and 

Whereas,  It  is  not  acceptable  that  the  leadership  of 
the  New  York  State  Society  of  Internal  Medicine  de- 
cide the  proficiency  of  medicine  practiced  by  family 
physicians;  and 

Whereas,  We  are  in  complete  agreement  that  cer- 
tain subspecialists  of  internal  medicine  have  concen- 
trated, intensive  training  in  a limited  field  of  medi- 
cine not  usually  possessed  by  all  internists  or  family 
physicians;  and 

Whereas,  There  is  no  arbitrary  recognition  in  actu- 
al practice  that  most  services  customarily  provided  by 
the  family  physician  and  the  general  internist  differ 
at  all  in  effort  expended,  judgment,  knowledge  or  time 
involved;  and 

Whereas,  On  many,  possibly  most,  occasions  the  in- 
ternist does  not  function  as  a consultant  but  in  the  ca- 
pacity of  a primary  physician;  and 

Whereas,  Until  peer  review  can  show  differently, 
the  facts  support  the  conclusion  that  the  usual  and 
customary  care  of  the  general  internist  and  the  family 
physician  specialist  is  identical,  and  the  same  fee 
should  be  paid;  and 

Whereas,  Members  of  the  New  York  State  Internal 
Medicine  Society  have  traditionally  charged  higher 
fees  for  the  same  services  than  the  Family  Physician, 
this  is  no  guarantee  of  any  greater  proficiency  or  skill 
for  most  compensable  medical  primary  care  problems, 
with  the  exception  of  the  subspecialties;  therefore  be 
it 

Resolved,  That  the  House  of  Delegates  instruct  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  to  recommend  to  the  Workmen’s  Compensation 
Commissioner  that  the  New  York  State  Medical  Soci- 
ety is  unswervingly  committed  to  Equal  Fee  for  Equal 
Service,  which  has  long  been  the  standard  of  all  medi- 
cal organizations,  that  the  fee  should  be  commensu- 
rate with  the  service  performed,  regardless  of  speciali- 
ty; and  be  it  further 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recognize  that  the  Family  Practice  special- 
ty is  equal  to  the  other  specialist  groups;  and  be  it  fur- 
ther 

Resolved,  That  the  proficiency  of  Family  Practice 
should  be  judged  on  its  own  merits  and  not  by  any 
other  specialty.  Peer  review  of  our  office  practice  is 
the  best  judge  of  this;  and  be  it  further 

Resolved,  That  the  fees  of  the  specialty  of  Family 
Practice  should  not  be  based  on  a proportion  of  some 
other  specialty’s  fees.  If  a family  physician  performs 
the  same  service  as  an  internist  or  any  other  special- 
ist, the  fee  should  be  equal.  We  do  not  support  any 
arbitrary  decision  that  a family  physician’s  services 
are  worth  75%  of  an  internist’s  services;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  certain  subspecialists  of  con- 
centrated, intensive  training  in  a limited  field,  per- 
forming a more  specialized  service,  should  receive  a 
special  fee;  for  example,  a coronary  care  cardiologist; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  Relative  Value  Scale 
should  recognize  Family  Practice  as  a specialty  with 
equal  fee  for  equal  service;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  family  physicians  with  “S- 
FP”  rating  should  have  their  own  fee  schedule  for  all 
services  they  render,  including  consultation;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  expedite  this  matter  as  a recommendation 
to  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  of  the  Workmen’s 
Compensation  Board  as  soon  as  possible. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

This  resolution  has  been  withdrawn  at  the  request  of 
the  Onondaga  County  Medical  Society. 

Resolution  75-82,  Loyalty  Oath — Unified  Insur- 
ance Claim  Form 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  unified  insurance  claim  form  pre- 
pared by  the  AMA  contains  a demeaning  “loyalty 
oath”;  and 

Whereas,  This  was  contrary  to  the  action  of  the 
House  of  Delegates;  and 

Whereas,  The  House  of  Delegates  approved  the 
form  with  a deletion  of  the  “loyalty  oath”  on  the  re- 
verse side;  and 

Whereas,  The  Council  on  September  12,  1974,  reaf- 
firmed its  approval  of  the  American  Medical  Associa- 
tion uniform  health  claim  form  and  requested  that  all 
carriers,  and  the  Superintendent  of  Insurance,  imple- 
ment this  on  a Statewide  basis;  therefore  be  it 

Resolved,  That  the  MSSNY  urge  that  the  physi- 
cians of  this  County  do  NOT  use  that  form  until  the 
“loyalty  oath”  is  expunged;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  entrust  its  Delegates  to  the  AMA  to 
present  this  motion  at  the  next  AMA  convention. 


Report  of  Reference  Committee  On  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  is  in  accord  with  the  intent 
of  this  resolution;  namely,  that  a physician  not  be  re- 
quired to  certify  that  he  is  not  dishonest,  but  finds  that 
the  wording  of  the  resolution  does  not  adequately  define 
the  problem  and  the  remedy. 

The  reference  committee  recommends  that  the  reso- 
lution be  referred  to  the  Medical  Care  Insurance  Com- 
mittee for  a clearer  definition  and  remedy. 

The  House,  after  discussion,  referred  Resolu- 
tion 75-82,  to  the  Committee  on  Medical  Care  In- 
surance. 

Resolution  75-85,  Medical  Institutions — Bicamer- 
al Boards 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Nothing  must  interfere  in  the  free  exer- 
cise of  a physician’s  professional  judgment  in  the  care 
of  his  patients;  and 

Whereas,  There  has  been  a tendency  of  late  for 
third  parties,  including  hospital  boards,  to  make  deci- 
sions that  interfere  with  the  full  exercise  of  a physi- 
cian in  the  care  of  his  patients;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  any  institution  involved  with 
the  medical  care  of  patients  be  governed  by  a bicam- 
eral board,  one  house  of  which  shall  attend  to  any 
matters  which  the  lay  personnel  involved  with  the  in- 
stitution consider  their  province.  The  other  house  is 
to  be  made  up  of  the  physicians  of  that  institution 
which  shall  attend  to  those  matters  which  in  the  judg- 
ment of  the  physicians  constitute  their  province  in  the 
care  of  the  patients;  and  no  matter  shall  proceed 
where  both  houses  feel  they  have  an  input  but  that  it 
clears  both  houses;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  medical  institutions  in 
this  State  be  given  two  years  to  attune  themselves  to 
this  philosophy,  after  which  it  is  recommended  that 
physicians  affiliate  themselves  with  only  those  insti- 
tutions that  have  adopted  this  philosophy;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  this  be  applied  on  a Statewide 
and  nationwide  basis. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

Your  reference  committee  recommends  disapproval  of 
this  resolution  because  the  Medical  Society  of  the  State 
of  New  York  has  already  taken  a stand  that  the  medical 
staff  control  the  medical  care  rendered  in  the  hospital 
and  that  the  problem  presented  is  a local  institutional 
one  to  be  resolved  at  that  level. 

The  reference  committee  recommends  that  Resolu- 
tion 75-85  not  be  adopted. 

The  Houese  voted  to  not  adopt  Resolution  75-85. 

' Resolution  75-86,  Health  Provider 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Definitions  and  usages  of  terms  reflect 
knowledge,  feelings,  and  philosophy;  and 
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Whereas,  The  American  Medical  Association  has 
recently  grouped  the  physician  and  the  hospital  ad- 
ministrator under  the  rubric  of  “health  provider”;  and 
Whereas,  This  blurs  the  marked  distinction  be- 
tween the  physician-patient  relationship,  acts,  knowl- 
edge, and  responsibility  as  compared  to  a hospital  ad- 
ministrator; and 

Whereas,  In  that  definition  which  places  govern- 
ment among  those  who  have  “health  interests”  one 
cannot  make  a distinction  between  the  concerns  and 
responsibilities  of  government  with  the  concerns  and 
responsibilities  of  a physician  to  his  patient;  and 
Whereas,  The  blurring  induces  the  ubiquitous  role 
of  the  State  over  the  lives  of  individuals;  and 

Whereas,  This  promotes  the  philosophy  where  the 
State  rules  supreme  over  the  individual;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  the  use  of  the  term  “Health 
Provider”  and  urge  that  the  term  “Physician”  be  used 
to  denote  the  doctor  of  medicine;  and  be  it  further 
Resolved,  That  MSSNY  urge  that  if  the  term 
“Health  Provider”  is  used  at  all,  it  be  used  only  for 
physicians;  and  be  it  further 

Resolved,  That  MSSNY  approve  the  designation 
of  “Health  Facilitators”  for  all  others  who  have  a role 
in  health  care  that  does  not  involve  the  direct  care 
and  exercise  of  professional  medical  judgment  in  the 
management  of  a patient. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  has  amended  the  first  re- 
solved by  the  addition  of  “to  include  physicians”  . . . 
“and  when  there  is  reference  to  a physician  he  be  so  des- 
ignated” 

The  reference  committee  deleted  the  second  and  third 
resolved. 

The  resolved  portion  would  then  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  the  use  of  the  term  “Health 
Provider”  to  include  physicians;  and  be  it  further 
Resolved,  That  the  term  “physician”  be  used  to 
denote  the  doctor  of  medicine  and  that  when  there  is 
reference  to  a physician,  he  be  so  designated. 

Your  reference  committee  recommends  adoption  of 
Resolution  75-86  as  amended. 

The  House  after  discussion,  voted  to  adopt  Res- 
olution 75-86  as  amended. 


Resolution  75-87,  Relative  Value  Schedule 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York,  in  its  meeting  of  June  13th  passed 
a resolution  relative  to  the  Relative  Value  Scale  in- 
structing the  Society  to  use  the  scale  for  negotiations 
when  “mandated  by  governmental  agencies”;  and 
Whereas,  This  turns  over  to  governmental  agencies 
the  use  of  these  scales  as  they  see  fit;  and 

Whereas,  This  deprives  the  membership  of  the 
voice  regarding  the  use  of  these  scales  when  the  mem- 
bership may  disagree  with  a governmental  agency; 
therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advise  its  members  not  to  go  along  with 
any  arrangement  that  is  the  product  of  such  an  aban- 
donment of  our  democratic  judgment;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  resolution  to  read  from  “when 
mandated  governmental  agencies”  to  “when  such  is 
warranted.” 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  disapproves  of  this  resolu- 
tion because  the  Relative  Value  Scale  is  not  a fee  sched- 
ule and  there  is  no  intention  to  establish  physician  fees 
except  in  those  instances  where  it  is  mandated  by  law. 

The  reference  committee  recommends  that  Resolu- 
tion 75-87  be  not  adopted. 

The  House  voted  to  not  adopt  Resolution  75-87. 

Resolution  75-88,  Third  Party  Involvement 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Numerous  involvements  with  third 
parties  on  socioeconomic-political  matters  are  begin- 
ning to  take  an  inordinate  amount  of  professional 
time;  and 

Whereas,  Policy  statements  are  only  meaningful  if 
they  include  methods  by  which  they  can  be  made  ef- 
fective; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  implement  a reasonable  amount  of  time  to 
which  the  third  party  will  be  limited  to  reach  this  con- 
cordance and  cooperation;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  a course  of  action,  should  the 
third  party  fail  to  reach  concordance  and  cooperation 
within  that  reasonable  length  of  time. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  recommends  that  Resolu- 
tion 75-88  be  not  adopted. 

The  House  voted  to  not  adopt  Resolution  75-88. 

Resolution  75-89,  Medicaid/Publicizing  Names  of 
Physicians 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Medicaid  agencies  have  seen  fit  to  publi- 
cize the  names  of  those  physicians  with  whom  they 
have  disagreements  regarding  the  appropriateness  of 
treatment  rendered;  and 

Whereas,  This  is  being  done  while  PSRO  proce- 
dures are  being  constructed;  and 

Whereas,  This  flies  in  the  face  of  the  spirit  of  coop- 
eration between  the  private  sector  and  government; 
and 

Whereas,  This  libeling  of  the  reputation  of  a physi- 
cian without  judicial  process  is  likely  illegal;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  transmit  to  the  governmental  agency  in- 
volved, its  deploring  of  this  practice  and  request  them 
to  herewith  cease;  and  be  it  further 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  inform  all  physicians  and  hospitals  in  the 
State  that  if  they  are  subject  to  any  such  practice  by  a 
governmental  agency  in  this  State,  that  MSSNY  will 
support  them  in  any  legal  action  they  wish  to  take  re- 
garding the  publicizing  of  their  names. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

Your  reference  committee  finds  that  the  issues  re- 
ferred to  in  this  resolution  are  too  complex  to  permit  an 
adequate  evaluation  and  recommends  that  it  be  referred 
to  the  General  Counsel  for  an  opinion  as  to  the  legal 
issues  involved. 

The  House,  after  discussion,  voted  to  refer  Res- 
olution 75-89  to  General  Counsel  for  report  back 
to  the  Council. 


fee;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  its  members  take  no  part 
in  the  setting  up  of  “charge  profiles”  by  any  third 
party. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  recommended  disapproval  of 
this  resolution  based  on  the  fact  that  physicians  are  not 
taking  any  part  in  the  setting  up  of  charge  profiles,  the 
latter  being  performed  by  third  party  payors  as  a unilat- 
eral action,  compiling  these  from  the  fees  actually  sub- 
mitted by  physicians  and  thus  presumably  their  usual 
fees. 

The  House  took  no  action,  since  the  above  was 
not  presented.  (This  is  for  information  only.) 
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Resolution  75-90,  Insurance  Companies — Pre- 
vailing Fees 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Insurance  companies  are  transmitting  to 
patients  what  in  their  judgment  are  “over  charges” 
“prevailing  fees”  and  reasonable  fees”;  and 

Whereas,  This  interferes  with  the  physician-pa- 
tient relationship;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  State  and  National  laws  prohibit 
insurance  companies  from  making  statements  about 
“over  charges”  “prevailing  fees”  and  “reasonable 
fees”  and  confine  them  to  stating  what  their  client 
will  receive  as  reimbursement. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  amended  Resolution  75-90 
by  the  deletion  of  “what  their  client  will  receive  as  reim- 
bursement” and  “patient’s  insurance”  and  added  “that 
the  physician’s  fees  are  in  excess  of  the” 

The  amended  resolution  would  then  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  State  and  National  laws  prohibit 
third  party  payors  from  making  statements  about 
“over  charges,”  “prevailing  fees”  and  “reasonable 
fees”  and  confine  them  to  stating  that  the  physician’s 
fees  are  in  excess  of  the  coverage. 

The  reference  committee  recommends  adoption  of 
Resolution  75-90  as  amended. 

The  House  voted  to  adopt  Resolution  75-90  as 
amended. 

Resolution  75-97,  Charge  Profiles 
Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  through  its  News  of  New  York  advised  its  mem- 
bers to  list  our  usual  and  customary  fee  on  Medicare 
accept-assignment  forms  “.  . . , as  this  information 
will  be  listed  in  our  charge  profile  . . .”;  and 

Whereas,  This  implies  cooperation  with  the  use  of 
“charge  profiles”  by  third  parties;  and 

Whereas,  Such  charge  profiles  are  being  used  by 
third  parties  in  their  determination  of  what  our  fee 
should  be;  and 

Whereas,  This  therefore  constitutes  endorsement 
and  cooperation  with  the  third  party  setting  of  our 


Resolution  75-98.  The  Use  of  Receipts  from  Med- 
icaid 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Acting  State  Health  Commissioner 
has  announced  a ban  on  the  use  of  Medicaid  funds  by 
health  facilities  to  pay  for  legal  fees  and  other  ex- 
penses involving  litigation  against  the  State;  and 
Whereas,  The  use  of  health  facilities  funds  for  liti- 
gation purposes  against  any  party  against  which  it 
feels  it  has  a legitimate  grievance  is  a legitimate  and 
wholesome  use  of  its  funds;  and 

Whereas,  Therefore,  the  Commissioner  has  over- 
stepped the  bounds  of  his  office;  and 

Whereas,  The  increasing  rate  of  invasion  by  the 
government  of  medical  practice  must  be  brought  to  a 
screeching  halt;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  as  policy  that  health  facilities 
continue  to  utilize  any  of  its  funds  in  any  manner  that 
it  deems  legitimate;  and  be  it  further 

Resolved,  That  they  continue  to  use  any  funds 
from  any  source  for  any  of  its  legitimate  activities; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  will  support  any  legal  action  necessary  to 
maintain  this  legitimate  right;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  notify  every  health  facility  in  the  State  of 
this  policy. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  believes  that  this  situation 
does  not  pertain  to  the  physician. 

Your  reference  committee  recommends  that  Resolu- 
tion 75-98  not  be  adopted. 

The  House  voted  to  not  adopt  Resolution  75-98. 

Resolution  75-108,  Arbitration  of  House  Staff 
Hospital  Disputes 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  The  Committee  of  Interns  and  Residents 
has  continually  been  amenable  to  third  party  arbitra- 
tion; and 

Whereas,  All  negotiations  have  broken  down  in  the 
present  dispute;  and 
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Whereas,  It  is  in  the  interest  of  all  individuals  con- 
cerned to  avoid  a strike  by  the  Committee  of  Interns 
and  Residents  against  the  League  of  Voluntary  Hos- 
pitals; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  county  medical  societies  and 
their  members  to  use  their  influence  and  resources  to 
recommence  third  party  arbitration. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  John  J. 
Phelan,  Jr.,  M.D.,  Chairman. 

The  reference  committee  presents  the  following  sub- 
stitute resolution: 

Whereas,  The  Committee  of  Interns  and  Residents 
has  continually  been  amenable  to  third  party  arbitra- 
tion; and 

Whereas,  All  negotiations  have  broken  down  in  the 
present  dispute;  and 

Whereas,  It  is  in  the  interest  of  all  individuals  con- 
cerned to  avoid  any  action  by  the  Committee  of  In- 
terns and  Residents  against  the  League  of  Voluntary 
Hospitals  which  would  be  detrimental  to  the  welfare 
of  our  patients;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  lend  its  good  offices  to  resolve  the  dispute 
through  its  liaison  with  the  Committee  on  Interns  and 
Residents  and  the  Hospital  Association  of  New  York 
State. 

The  committee  calls  the  attention  of  the  House  to  the 
urgency  of  this  matter  and  recommends  adoption  of  the 
substitute  resolution. 

The  House,  after  discussion,  voted  to  refer  the 
substitute  resolution  to  the  Committee  on  Interns 
and  Residents  for  immediate  action. 

Resolution  75-111,  Support  of  Interns  and  Resi- 
dent Physicians  in  the  Dispute  With  the  League  of 
Voluntary  Hospitals 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  While  we  are  individuals  involved  in  the 
delivery  of  health  care,  we  find  deplorable  any  action 
which  would  jeopardize  the  health  and  well-being  of 
the  seriously  ill,  whether  this  action  be  directly  by  the 
individual  professional  or  as  a result  of  institutional 
neglect;  and 

Whereas,  We  find  even  more  deplorable  the  defi- 
nite and  deliberate  institutional  practices  which  have 
caused  this  action  to  occur,  including  among  other 
things,  the  outright  refusal  of  the  League  of  Voluntary 
Hospitals  and  its  representatives  to  bargain  in  good 
faith  and  in  accord  with  the  standards  of  fair  labor 
procedures  such  as  binding  arbitration  with  the  Com- 
mittee of  Interns  and  Residents;  and 

Whereas,  The  Committee  of  Interns  and  Residents 
has  stated  their  willingness  to  submit  to  third  party 
settlement  in  the  present  dispute  with  the  League  of 
Voluntary  Hospitals;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  strike  of  the  Committee  of  In- 
terns and  Residents  and  encourage  other  medical  stu- 
dents to  support  the  Committee  of  Interns  and  Resi- 
dents in  their  efforts  to  resolve  the  dispute  with  the 
League  of  Voluntary  Hospitals;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  other  medical  students  to  sup- 


port and  honor  the  picket  lines  should  an  actual  walk- 
out occur  on  March  17,  1975  by  the  Committee  of  In- 
terns and  Residents;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  write  to  the  League  of  Voluntary  Hospitals 
urging  them  to  submit  to  third  party  settlement  of  the 
present  dispute. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  amended  the  first  resolved 
by  the  deletion  of  “strike”  and  addition  of  “action,”  and 
the  deletion  of  “. . . and  encourage  other  medical  stu- 
dents to  support  the  Committee  on  Interns  and  Resi- 
dents” 

The  reference  committee  amended  the  second  re- 
solved by  the  deletion  of  “students”  and  addition  of 
“personnel”  and  the  deletion  of  “and  honor  the  picket 
lines  should  an  actual  walk-out  occur  on  March  17, 
1975.” 

The  first  and  second  resolveds  would  then  read  as  fol- 
lows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  action  of  the  Committee  on  In- 
terns and  Residents  in  their  efforts  to  resolve  the  dis- 
pute with  the  League  of  Voluntary  Hospitals;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  other  medical  personnel  to  sup- 
port the  action  by  the  Committee  on  Interns  and  Res- 
idents. 

The  third  resolved  remains  as  is. 

The  reference  committee  considers  this  resolution 
moot  in  view  of  its  recommendation  to  the  House  of 
Resolution  75-108. 

The  committee  recommends  that  Resolution  75-111 
be  filed. 

The  House,  after  discussion,  amended  this  reso- 
lution by  deleting  Resolveds  one  and  two. 

The  House,  after  further  discussion,  voted  tc 
file  Resolution  75-111  as  amended. 

Resolution  75-113,  Improved  Care  of  Mental  Pa- 
tients 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  It  is  well-known  that  many  patients  who 
are  institutionalized  with  mental  illnesses  receive  only 
custodial  care  without  due  regard  to  their  civil  rights 
or  mental  therapy;  and 

Whereas,  These  patients  deserve  the  respect,  care 
and  treatment  afforded  to  all  other  patients  inflicted 
with  a medical  disease  entity;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  ol 
New  York  affirm  its  support  for  the  civil  rights  of  pa- 
tients hospitalized  with  a mental  illness  in  New  Yorl 
State;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  oijj 
New  York  encourage  all  institutions  and  hospitals  ir 
New  York  State  to  insure  the  right  for  treatment  o 
patients  hospitalized  with  a mental  ailment. 

Report  Of  Reference  Committee  On  \ledical  Services 
The  following  report  was  presented  by  John  J.  Phelan 
Jr.,  M.DU  Chairman. 

Your  reference  committee  considered  this  resolutior 
and  approves  it  in  principle. 


2044  New  York  State  Journal  of  Medicine/September,  1975/House  of  Delegates,  Minutes 


The  Reference  Committee  recommends  that  Resolu- 
tion 75-113  be  referred  to  the  Committee  on  Mental 
Health. 

The  House  voted  to  refer  Resolution  75-113  to 
the  Committee  on  Mental  Health. 

Resolution  75-115,  Emergency  Health  Cost  Cover- 
age of  Unemployed  People  by  Federal  Government 

Introduced  by  Joseph  F.  Shanaphy,  M.D.,  Delegate, 
First  District  Branch 

Whereas,  The  economic  crisis  has  caused  many  em- 
ployed persons  to  lose  their  employment  without  per- 
sonal fault;  and 

Whereas,  These  persons  have  thereby  in  many  in- 
stances concurrently  lost  their  health  insurance  bene- 
fits; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Congress  to  create  an  Emergency 
Coverage  Plan  which  will  continue  such  prior  cover- 
age until  the  present  economic  crisis  is  modified. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  approves  this  resolution  in 
principle  and  agrees  that  there  should  be  adequate 
health  insurance  coverage  for  all  patients  in  need,  but 
the  implications  are  so  broad  that  the  resolution  re- 
quires further  study. 

The  reference  committee  recommends  that  Resolu- 
tion 75-115  be  referred  to  the  Committee  on  Medical 
Care  Insurance. 


can  Medical  Association  Convention  introduce  a reso- 
lution to  create  such  a policy  nationwide. 

Report  by  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  recommends  adoption  of 
Resolution  75-126. 

The  House,  after  discussion,  amended  Resolu- 
tion 75-126  by  the  deletion  of  the  last  Resolved. 

The  House  voted  to  adopt  Resolution  75-126  as 
amnded. 

Resolution  75-127,  Quality  of  Medical  Care  for 
Service  Patients 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
Section 

Whereas,  It  is  acknowledged  that  individuals  ad- 
mitted as  “ward”  or  “service”  patients  are  treated  as 
second  class  citizens  and  receive  second  class  care; 
and 

Whereas,  Such  patients  have  often  been  subjected 
to  abuses  and  risks  not  incurred  by  private  patients; 
and 

Whereas,  It  is  in  the  general  interest  that  we  pro- 
vide equality  of  services  to  all  people  thus  securing 
quality  medical  care  as  a right  to  all  individuals; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  its  commitment  to  the  ideal  of  pro- 
viding equal  medical  services  to  all  individuals  re- 
gardless of  their  ability  to  pay. 


The  House  voted  to  refer  Resolution  75-115  to 
the  Committee  on  Medical  Care  Insurance. 
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Resolution  75-126,  Equal  Facilities  for  Female  Med- 
ical Students  and  Physicians 

Introduced  by  David  Katz,  Delegate,  Medical  Student 
^ . Section 

Whereas,  More  and  more  women  are  entering  the 
medical  profession;  and, 

Whereas,  It  is  to  the  benefit  of  the  medical  profes- 
sion as  well  as  the  Society  as  a whole  to  have  women 
physicians;  and 

Whereas,  Most  hospitals  do  not  have  facilities 
which  are  both  proper  and  equal  for  women  medical 
students  or  physicians;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  hospitals  in  New  York  State 
to  work  to  obtain  equal  facilities  for  both  men  and 
women  medical  students  and  physicians;  and  be  it 
further 

Resolved,  That  MSSNY  support  the  equality  of 
opportunities  facility  and  rights  of  women  in  medi- 
cine; and  be  it  further 

Resolved,  That  MSSNY  Delegates  to  the  Ameri- 


Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  John  J.  Phelan, 
Jr.,  M.D.,  Chairman. 

The  reference  committee  presented  the  following  sub- 
stitute resolution: 

Whereas,  Some  patients  on  “service”  have  been 
treated  differently  from  private  patients;  and 

Whereas,  It  is  in  the  general  interest  that  we  pro- 
vide high  quality  medical  care  to  all  people;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  commitment  to  the  ideal  of 
providing  high  quality  medical  services  to  all  individ- 
uals regardless  of  their  ability  to  pay. 

The  reference  committee  recommends  adoption  of  the 
substitute  Resolution  75-127. 

The  House,  after  discussion,  amended  the  sub- 
stitute resolution  by  deleting  the  second  whereas. 

The  House,  after  further  discussion,  voted  to 
adopt  the  substitute  resolution  as  amended. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 


jit 
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Proposed  Amendments  to  the 
Bylaws 

Proposed  amendments  to  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  were  referred  to  the 
House  Committee  on  Bylaws  and  will  be  acted  upon  at 
the  1976  Annual  Meeting  of  the  House  of  Delegates. 

The  proposed  amendments  to  the  Bylaws  are  as  fol- 
lows: 

Resolution  75-1,  Submission  of  Resolutions 
Introduced  by  Edward  Siegel,  M.D.,  as  an  Individual 
Whereas,  In  the  past  there  has  been  much  confu- 
sion with  respect  to  the  method  by  which  resolutions 
may  be  submitted  for  consideration  by  the  House  of 
Delegates,  and 

Whereas,  The  present  Bylaws  of  the  Medical  Soci- 
ety of  the  State  of  New  York  do  not  explicitly  state 
the  method  by  which  such  resolutions  may  be  submit- 
ted; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  by  the  insertion  of  a new 
paragraph  following  paragraph  two  of  Article  X,  Sec- 
tion 1,  to  read  as  follows: 

Resolutions  may  be  introduced  at  the  House  of 
Delegates  only  by  members  of  the  House  of  Dele- 
gates as  individuals,  or  as  representatives  of  the 
component  county  medical  societies,  district 
branches  and  scientific  sections. 


Resolution  75-2,  Fixed  Date  for  Election  of  Offi- 
cers 

Introduced  by  Thomas  F.  McCarthy,  M.D.,  as  an  Indi- 
vidual 

Whereas,  Elected  officers  of  the  Medical  Society  of 
the  State  of  New  York  take  office  after  the  termina- 
tion of  the  Annual  Meeting  of  the  House  of  Delegates 
at  which  they  are  elected;  and 

Whereas,  Marked  changes  in  the  date  of  the  meet- 
ings of  the  House  of  Delegates  may  be  anticipated; 
and 

Whereas,  Continued  use  of  such  a method  will 
cause  a disparity  in  the  length  of  service  of  these  offi- 
cers; and 

Whereas,  The  establishment  of  a predetermined 
fixed  date  for  the  assumption  of  office  would  correct 
this  injustice;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  January  1st  of  the  year  fol- 
lowing the  meeting  of  the  House  of  Delegates  at  which 
such  officers  are  elected  shall  be  the  date  upon  which 
such  officers  shall  assume  their  office;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  by  deleting  the  second 
sentence  of  Article  V of  the  present  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  and  substi- 
tute the  following: 

They  shall  take  office  on  the  1st  day  of  January 
next  following  the  annual  meeting  at  which  they  are 
elected  and  shall  serve  for  one  year  or  until  their 
successors  are  elected. 


Resolution  75-3,  Designation  of  Junior  Member  to 
Affiliate  Member 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  The  membership  policy  of  the  Medical 
Society  of  the  State  of  New  York  is  to  encourage  par- 
ticipation of  all  licensed  physicians;  and 

Whereas,  The  present  designation  of  Junior  Mem- 
ber has  been  found  offensive  to  many  younger  physi- 
cians as  implying  less  then  full  status  as  colleagues  in 
our  Society;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  striking  out  the  category 
of  Junior  Member  and  substituting  the  designation  of 
“Affiliate”  Member;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  II,  Section  1,  paragraph  1,  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  3. 

Article  II,  Section  1,  paragraph  2,  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Article  II,  Section  1,  paragraph  3,  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  lines  1 and 
7. 

Article  II,  Section  1,  paragraph  4,  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  lines  1 and 
2. 

Article  II,  Section  1,  paragraph  5,  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Article  II,  Section  1,  paragraph  6,  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Article  II,  Section  2,  paragraph  3,  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Resolution  75-4,  Election  of  Councilors  to  the 
Medical  Society  of  the  State  of  New  York  by  Dis- 
trict Branch 

Introduced  by  Broome  County  Medical  Society 

Whereas,  More  direct  responsibility  and  represen- 
tation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communi- 
cation and  responsiveness  between  the  State  and 
County  Medical  Societies;  and 

Whereas,  This  would  strengthen  and  improve  the 
importance  of  the  individual  districts  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  election  of  the  members  of  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  by  each  district;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  in  order  to  effectuate 
this  purpose  as  follows: 

Article  IV,  Section  1,  paragraph  1,  amend  last 
line  to  read  as  follows:  “ . . . elected  by  the  District 
Branches”. . . 

Article  IV,  Section  1,  paragraph  3,  amend  entire 
section  to  read  as  follows: 

Four  councilors  shall  be  elected  annually  by 
the  District  Branches,  each  for  a term  of  three 
years.  In  the  event  of  a vacancy,  a councilor 
shall  be  elected  by  the  District  Branch  to  fill  the 
unexpired  term. 


I 


2046  New  York  State  Journal  of  Medicine/ September,  1 975/ House  of  Delegates,  Minutes 


Article  VIII,  paragraph  1,  shall  be  amended  as 
follows:  the  word  “councilors”  shall  be  deleted  in 
line  3. 

Article  VIII,  paragraph  2,  shall  be  amended  as 
follows:  the  words  “the  Council”  shall  be  deleted 
in  line  5. 

The  word  “councilor”  shall  be  deleted  in  lines  7 and 

8. 


Resolution  75-5,  Election  of  AMA  Delegates  by 
District  Branch 

Introduced  by  Broome  County  Medical  Society 

Whereas,  It  is  necessary  to  restore  more  direct  re- 
sponsibility of  AMA  delegates  to  the  area  and  region 
they  serve;  and 

Whereas,  The  problems  which  concern  the  AMA 
differ  in  various  areas  of  the  State;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  election  of  the  Delegates  from 
the  Medical  Society  of  the  State  of  New  York  to  the 
AMA  House  of  Delegates  from  and  by  each  district 
branch  in  direct  relation  to  the  number  of  physicians 
in  that  district  branch  with  a maximum  of  five  allow- 
able Delegates  for  any  one  district  branch;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  VIII  of  the  Bylaws  as  fol- 
lows: 

Paragraph  1 should  be  amended  to  delete  the 
words  “and  the  delegates  to  the  American  Medical 
Association.” 

Paragraph  2 thereof  should  be  amended  so  as  to 
read  as  follows: 

A member  of  the  Medical  Society  of  the  State 
of  New  York  who  is  in  arrears  for  component 
county  medical  society  dues  or  State  Society  dues 
or  assessments  shall  not  be  eligible  for  nomina- 
tion to  any  office,  the  Council  or  the  Board  of 
Trustees  or  entitled  to  vote  for  any  officer,  coun- 
cilor or  trustee. 

Paragraph  3 should  be  amended  to  read  as  fol- 
lows: 

The  delegates  to  the  American  Medical  Associ- 
ation shall  be  elected  by  the  physician  members 
in  each  district  branch  in  direct  proportion  to  the 
number  of  AMA  physicians  in  such  district 
branch.  Such  delegates  shall  be  elected  in  the 
calendar  year  preceding  the  meeting  of  the  House 
of  Delegates  of  the  American  Medical  Association 
to  which  they  are  elected.  One  half  of  the  allot- 
ted number  of  delegates  and  alternate  delegates 
shall  be  elected  each  year. 

Article  VII,  Section  1,  paragraph  1 should  be 
amended  as  follows: 

Delete  the  word  “and”  in  line  7. 

Delete  line  8 entirely. 

Article  VIII,  Section  1,  paragraph  2 should  be 
amended  as  follows: 

Delete  the  word  “and”  in  line  1. 

Delete  line  2 entirely. 

Delete  line  10  entirely. 

Delete  the  words  “American  Medical  Associa- 
tion,” from  line  11. 

Article  VII,  Section  1,  paragraphs  3,  4,  5 and  6 
should  be  omitted  entirely. 


Resolution  75-6,  Election  of  AMA  Delegates  by 
AMA  Members  of  Each  District  Branch 

Introduced  by  Onondaga  County  Medical  Society 

Whereas,  It  is  necessary  to  restore  more  direct  re- 
sponsibility of  the  AMA  delegates  to  the  area  and  re- 
gion which  they  serve;  and 

Whereas,  The  problems  which  concern  the  AMA 
differ  in  various  areas  of  the  State;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  principle  that  the  Delegates 
from  the  Medical  Society  of  the  State  of  New  York  to 
the  AMA  House  of  Delegates  be  elected  from  and  by 
the  AMA  physician  members  in  each  district  branch 
in  direct  relation  to  the  number  of  AMA  member  phy- 
sicians in  that  district  branch;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  VIII  of  the  Bylaws  as  fol- 
lows: 

Paragraph  1 should  be  amended  to  delete  the 
words  “and  the  delegates  to  the  American  Medical 
Association.” 

Paragraph  2 thereof  should  be  amended  so  as  to 
read  as  follows: 

A member  of  the  Medical  Society  of  the  State 
of  New  York  who  is  in  arrears  for  component 
county  medical  society  dues  or  State  Society  dues 
or  assessments  shall  not  be  eligible  for  nomina- 
tion to  any  office,  the  Council  or  the  Board  of 
Trustees  or  entitled  to  vote  for  any  officer,  coun- 
cilor or  trustee. 

Paragraph  3 should  be  amended  to  read  as  follows: 
The  delegates  to  the  American  Medical  Associ- 
ation shall  be  elected  by  the  physician  members 
in  each  district  branch  in  direct  proportion  to  the 
number  of  AMA  physicians  in  such  district 
branch.  Such  delegates  shall  be  elected  in  the 
calendar  year  preceding  the  meeting  of  the  House 
of  Delegates  of  the  American  Medical  Association 
to  which  they  are  elected.  One  half  of  the  allot- 
ted number  of  delegates  and  alternate  delegates 
shall  be  elected  each  year. 

Article  VII,  Section  1,  paragraph  1 should  be 
amended  as  follows: 

Delete  the  word  “and”  in  line  7. 

Delete  line  8 entirely. 

Article  VIII,  Section  1,  paragraph  2 should  be 
amended  as  follows: 

Delete  the  word  “and”  in  line  1. 

Delete  line  2 entirely. 

Delete  line  10  entirely. 

Delete  the  words  “American  Medical  Associa- 
tion,” from  line  11. 

Article  VII,  Section  1,  paragraphs  3,  4,  5 and  6 
should  be  omitted  entirely. 

Resolution  75-7,  Election  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  by  Dis- 
tricts 

Introduced  by  Onondaga  County  Medical  Society 

Whereas,  More  direct  responsibility  and  represen- 
tation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communi- 
cation and  responsiveness  between  the  State  and 
County  Medical  Societies;  and 
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Whereas,  This  would  strengthen  and  improve  the 
importance  of  the  individual  districts  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  principle  that  the  members  of 
the  Council  be  elected  by  each  district;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  1,  paragraph  1,  amend  last 
line  to  read  as  follows:  “elected  by  the  District 

Branches.” 

Article  IV,  Section  1,  paragraph  3,  amend  entire 
section  to  read  as  follows: 

Four  councilors  shall  be  elected  annually  by 
the  District  Branches,  each  for  a term  of  three 
years.  In  the  event  of  a vacancy,  a councilor 
shall  be  elected  by  the  District  Branch  to  fill  the 
unexpired  term. 

Article  VIII,  paragraph  1,  shall  be  amended  as 
follows,  the  word  “councilors”  shall  be  deleted  in 
line  3 

Article  VIII,  paragraph  2,  shall  be  amended  as  fol- 
lows, 

the  words  “the  Council”  shall  be  deleted  in  line  5 
The  word  “councilor”  shall  be  deleted  in  lines  7 
and  8. 

Resolution  75-8,  Determination  of  Number  of 
County  Medical  Society  Delegates  to  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  Article  III,  Section  1(b)  state  that 
the  numerical  number  of  delegates  which  a county 
medical  society  is  entitled  to  send  to  the  House  of 
Delegates  shall  be  “ ...  according  to  the  rolls  of  the 
Medical  Society  of  the  State  of  New  York  on  May  1 of 
the  previous  calendar  year  . . . .”;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  Article  II,  Section  2 state  that 
“State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  suc- 
ceeding year”;  and 

Whereas,  Any  member  who  joins  the  State  and 
County  Societies  between  May  2 and  September  30th 
of  any  year  pays  dues  for  that  year;  and 

Whereas,  This  creates  the  situation  where  there  are 
current  members  who  may  not  have  proper  represen- 
tation in  the  House  of  Delegates  due  to  the  difference 
in  these  two  dates;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  any  member  of  a County 
Medical  Society  who  has  paid  dues  for  the  current 
calendar  year  be  included  in  the  number  of  County 
Society  members  when  determining  the  number  of 
delegates  that  Society  is  entitled  to  have  at  the  annual 
meeting;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  III,  Section  1 (b),  paragraph  1 be  amended 
as  follows,  substitute  the  words  “September  30”  for 
the  words  “May  1”  in  line  3 thereof. 


Resolution  75-47,  One  Doctor-One  Vote  at  Medi- 
cal Society  of  the  State  of  New  York  House  of  Dele- 
gates 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  disparity  of  voting  members  in  the 
House  of  Delegates  does  not  represent  the  member- 
ship of  the  component  county  medical  societies  in  any 
representative  way;  and 

Whereas,  The  Specialty  Societies,  District  Branch- 
es and  former  officers  are  entitled  to  a vote  while  not 
truly  representing  the  membership  of  their  respective 
societies;  and 

Whereas,  The  only  representatives  of  our  members 
are  elected  delegates  on  a county  level;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  ol 
New  York  establish  a one-doctor,  one-vote  system  foi 
county  society  delegates  to  be  the  only  voting  mem 
bers  in  the  House  of  Delegates;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  ol 
New  York  amend  its  Bylaws  as  follows: 

Article  III,  Section  1,  paragraph  1,  omit  entir< 
paragraph  after  the  word  “societies”  in  line  3. 
Article  III,  Section  1,  paragraph  2 

substitute  the  words  “in  the  following  manner’ 
for  the  words  “by  one  of  the  two  following  op 
tional  methods”  in  lines  3 and  4. 

Omit  subparagraph  (a)  entirely. 

Omit  the  reference  “(b)”  from  this  subpara 
graph. 

Article  III,  Section  1,  paragraph  4: 

omit  the  words  “district  branch”  in  line  2. 
omit  the  words  “scientific  section,  or  medics 
school”  in  line  3. 

Article  III,  Section  1,  paragraph  6: 

Add  the  word  “and”  after  the  word  “vice 
chairman”  in  line  10. 

omit  the  words  “delegate  and  alternate  dele 
gate”  in  line  11. 

omit  all  that  follows  the  word  “meeting”  in  lin 
14. 

Article  XII,  Section  1,  paragraph  1: 

add  the  word  “and”  after  the  word  “vice-chai 
man”  and  add  a period  after  the  word  “seen 
tary”  in  lines  4 and  5. 

omit  the  words,  “and  a delegate  to  the  Horn 
of  Delegates”  in  lines  5 and  6. 

add  the  word  “and”  after  the  word  “chairmar 
in  line  6. 

omit  the  words,  “and  the  delegate”  in  lines 
and  7. 

Article  XII,  Section  1,  paragraph  3,  omit  this  eil 
tire  paragraph. 

Article  XVI,  paragraph  4,  omit  this  paragraf 
entirely. 

Article  XVII,  Section  3,  paragraph  1,  omit  tl 
words  “and  a delegate  to  the  House  of  Delegates  f 
two  years,”  in  lines  2 and  3. 

Article  XVII,  Section  3,  paragraph  3,  omit  tl 
paragraph  entirely. 

Resolution  75-53,  Recommendation  for  Nomina 
ing  Committee  Two  Candidates  for  Each  Office 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  Nominating  Committee  of  the  Mec 
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cal  Society  of  the  State  of  New  York  has  heretofore 
designated  only  a single  slate  of  candidates  for  office 
annually;  and 

Whereas,  Duly  elected  delegates  representing  their 
membership  consequently  do  not  have  a democratic 
choice  of  candidates  at  the  time  voting  takes  place; 
and 

Whereas,  The  views  of  the  respective  candidates  on 
each  slate  of  officers  will  be  made  available  to  the  del- 
egates in  a public  forum  where  the  views,  opinions 
and  attitudes  of  each  such  candidate  will  be  made 
known  to  the  duly  elected  delegates  on  all  matters  af- 
fecting the  medical  profession;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  Nominating  Committee 
consider  the  possibility  of  presenting  two  candidates 
for  each  position  except  that  of  President  so  that  a 
true  choice  can  be  made  by  the  delegates  for  the  offi- 
cers of  the  Medical  Society  of  the  State  of  New  York. 


Resolution  75-56,  State  Society  President  and 
President-Elect  as  Delegates  to  the  American  Medi- 
cal Association 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  President  and  President-Elect  of  the 
Medical  Society  of  the  State  of  New  York  are  knowl- 
edgeable concerning  the  needs  of  our  State  in  matters 
of  legislation  and  delivery  of  health  care;  and 

Whereas,  In  the  past  neither  of  these  officers  has 
been  officially  represented  in  the  New  York  State 
Delegation  to  the  American  Medical  Association  de- 
spite their  knowledge  in  medical  and  other  fields;  and 
Whereas,  Due  to  this  deficiency,  the  Medical  Soci- 
ety of  the  State  of  New  York  has  not  been  represented 
with  the  physicians  often  most  best  qualified  to  speak 
for  it;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  designate  the  President  and  President- 
Elect  of  the  Medical  Society  of  the  State  of  New  York 
as  official  delegates  to  the  American  Medical  Associa- 
tion in  order  to  serve  the  best  interests  of  MSSNY. 


Resolution  75-61,  Assessments  on  the  Medical  So- 
: 'iety  of  the  State  of  New  York  Members 

H*  ntroduced  by  Medical  Society  of  the  County  of  Ulster 
Whereas,  The  Constitution  of  the  Medical  Society 
of  the  State  of  New  York,  in  Article  XIV,  (Funds) 
states,  “Funds  shall  be  raised  by  annual  dues  levied 
on  each  active  member  at  a uniform  per  capita  rate 
throughout  the  State.  Funds  may  also  be  raised  in 
any  other  manner  approved  by  the  House  of  Dele- 
gates or  by  the  Council  when  the  said  House  of  Dele- 
gates shall  not  be  in  session.”;  and 

Whereas,  The  above  provision  empowers  a relative- 
ly small  group  of  physicians  to  assess  the  membership 
limitless  amounts  without  affording  the  membership 
any  voice  in  the  decision  for  such  assessments;  and 
Whereas,  Such  power  to  assess  the  membership  is 
reinforced  by  the  threat  of  loss  of  membership,  there- 
fore liability  insurance  coverage,  and  other  important 
benefits  of  said  membership;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  require  that,  after  ap- 
propriate and  full  communication  to  the  membership 
regarding  the  need  for  any  given  assessment,  such  as- 
sessment may  not  be  levied  without  a referendum  of 


the  entire  active  membership  of  the  Medical  Society 
of  the  State  of  New  York;  as  follows: 

Article  XV,  paragraph  2: 

Assessments  can  be  levied  by  the  House  of 
Delegates  and  shall  be  payable  within  a period  of 
time  specified  by  it.  Assessments  may  also  be  le- 
vied by  the  Council  upon  communication  to  the 
membership  at  large  and  after  a referendum  vote 
authorizes  such  levy.  Such  referendum  shall  be 
held  in  accordance  with  the  provisions  of  Article 
IX  of  these  Bylaws. 

Resolution  75-62,  Specialty  Society  Representa- 
tion in  the  Sections 

Introduced  by  Edward  Siegel,  M.D.,  as  an  Individual 

Whereas,  A situation  presently  exists  wherein  a 
physician  member  of  the  Society  may  register  for 
more  than  one  section;  and 

Whereas,  In  many  instances  this  could  result  in  the 
formulation  of  policy  by  those  physicians  whose  inter- 
ests might  be  adverse  to  those  of  the  particular  sec- 
tion; and 

Whereas,  The  purpose  of  such  specialty  sections  is 
to  permit  the  physician  community  at  large  to  benefit 
from  the  expertise  of  those  most  intimately  involved 
with  the  particular  specialty;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  the  appropriate  steps  to  secure  a 
change  in  the  Bylaws  so  as  to  permit  only  those  most 
interested  in  the  particular  specialty  section  to  have  a 
voice  in  determining  the  policies  to  be  advanced  by 
that  section;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  XII,  Section  1,  paragraph  1 shall  be 
amended  to  read  as  follows: 

The  House  of  Delegates  shall  designate  those 
scientific  sections  entitled  to  representation  in 
the  Medical  Society  of  the  State  of  New  York. 
Such  sections  shall  correspond  to  the  Statewide 
specialty  societies  recognized  by  the  Council  of 
the  Medical  Society  of  the  State  of  New  York. 
These  scientific  sections  designated  by  the  House 
of  Delegates  shall  organize  at  their  annual  meet- 
ing by  the  election  of  officers.  Officers  to  be 
elected  shall  include  a chairman,  a vice-chair- 
man, a secretary,  and  a delegate  to  the  House  of 
Delegates.  The  chairman,  vice-chairman  and 
delegate  must  be  members  of  both  the  Statewide 
specialty  societies  and  the  Medical  Society  of 
the  State  of  New  York  and  shall  be  elected  for 
one  year  terms.  The  secretary  shall  be  elected 
for  such  term  as  the  section  may  deem  desirable. 
Article  XII,  Section  1,  paragraph  2 should  be 
amended  to  read  as  follows: 

The  presidents  of  each  of  the  Statewide  spe- 
cialty societies  recognized  by  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  shall 
be  requested  to  submit  to  the  office  of  the  Exec- 
utive Vice-President  the  names  of  not  less  than 
three  nor  more  than  five  nominees  for  the  offi- 
cers of  their  corresponding  sections  not  less  than 
ninety  days  prior  to  the  section’s  annual  busi- 
ness meeting.  Such  nominees  shall  be  voted  on, 
together  with  all  other  nominees  submitted,  at 
the  annual  business  meeting  of  the  section.  All 
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such  nominees  must  be  members  of  the  Medical 
Society  of  the  State  of  New  York.  To  partici- 
pate in  the  election  of  any  section,  a member  of 
the  Medical  Society  of  the  State  of  New  York 
must  be  registered  with  such  section. 

Active  members  shall  designate  that  scientific 
section  for  which  they  desire  to  be  registered  at 
the  time  their  dues  are  remitted  for  the  year. 
Life  members  shall  notify  the  Medical  Society  of 
the  State  of  New  York  with  respect  to  their 
choice  of  a section  not  less  than  ninety  days 
prior  to  the  annual  business  meeting  of  such  sec- 
tion. (new  material  is  in  italics) 

Resolution  75-63,  Councilor  Assignment  to  Coun- 
ty Societies 

Introduced  by  Edward  Siegel,  M.D.,  as  an  Individual 
Whereas,  The  Council  is  the  governing  body  of  the 
Society  when  the  House  of  Delegates  is  not  in  session; 
and 

Whereas,  It  is  the  responsibility  of  the  Council  to 
reflect  the  sense  of  the  membership;  and 

Whereas,  Credibility  remains  an  important  issue 
between  the  Society  and  its  Council;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  1,  A new  paragraph  shall  be 
inserted  following  paragraph  5 therein  to  read  as 
follows: 

Councilors  shall  be  assigned  to  specific  county 
societies  as  liaison  for  the  Council  in  accordance 
with  the  provisions  of  Article  V,  Section  2. 
Councilors  shall  be  required  to  disseminate  infor- 
mation of  Council  activity  as  well  as  returning  in- 
formation to  the  Council,  and  shall  report  regu- 
larly to  the  Council  on  their  activity. 

Article  IV,  Section  2,  A new  paragraph  shall  be 
inserted  following  paragraph  7 therein  to  read  as 
follows: 

The  Council  shall,  by  written  notice,  inform 
the  component  county  medical  societies  of  the 
specific  Councilor  assigned  to  it  as  liaison  with 
the  Council. 

Article  V,  Section  2,  A new  paragraph  shall  be  in- 
serted following  paragraph  7 under  “President”  to 
read  as  follows: 

He  shall  assign  Councilors  as  liaison  between 
the  Council  and  specific  county  medical  societies 
for  the  purpose  of  the  dissemination  of  informa- 
tion to  such  societies. 

(See  following  memorandum) 

The  aforementioned  addition  to  the  Bylaws  is  sug- 
gested in  the  hope  that  there  will  be  an  improvement 
in  communication  between  the  Council  and  our  coun- 
ty societies.  This  is  offered  as  a possible  remedy  to 
the  present  criticism  that  Councilors  do  not  actually 
represent  them.  I personally  think  the  suggestion 
that  we  have  district  branches  elect  councilors  is  a ca- 
tastrophe considering  the  state  of  the  district  branch- 
es and  their  history  of  poor  meeting  attendance. 

If  one  takes  the  time  to  look  over  the  way  councilors 
have  been  chosen  to  date,  it  is  evident  that  they  have 
been  remarkably  representative  of  district  branches. 
To  further  attenuate  the  House  of  Delegates  would 
seem  to  me  to  be  counterproductive.  Having  been  a 
Councilor,  I know  from  experience  that  we  are  not  al- 


ways as  effective  as  we  could  be.  Sometimes  there  is 
such  a divergence  between  the  Council  and  the  mem- 
bership that  one  wonders  how  this  is  possible.  Inas- 
much as  Councilors  are  elected  by  the  House  of  Dele- 
gates, the  majority  of  whom  in  turn  represent  county 
societies,  then  it  follows  that  the  Councilors  should 
represent  as  much  as  possible  the  feelings  of  the  coun- 
ty societies.  The  only  way  this  can  be  done  is  to 
maintain  and  improve  communication  between  so- 
cieties and  Councilors  and  in  my  opinion  that  has  not 
really  been  effective.  The  following  suggests  a means 
of  improving  that  communication  without  effecting  a 
major  upheaval  in  our  system  of  elections.  I feel  al- 
ternates should  be  considered  before  radical  depar- 
tures are  made  from  time-tested  methods.  Perhaps 
Councilors  should  get  per  diem  reimbursement  in  ad- 
dition to  their  expenses  to  make  them  more  effective 
in  the  roles.  I do  feel  that  something  definitive  must 
be  done  and  soon. 


Resolution  75-64,  Substitution  of  the  Term  “Mem- 
bers in  Training ” for  Term  “Junior  Members”  in 
Bylaws  of  The  Medical  Society  of  the  State  of  Ne w 
York  and  the  Granting  of  Full  Rights  of  Active 
Members 

Introduced  by  Abraham  W.  Freireich,  M.D.,  as  an  Indi- 
vidual 

Whereas,  Many  of  our  intern  and  resident  mem- 
bers consider  the  term  “junior  member”  to  be  both 
patronizing  and  inappropriate;  and 

Whereas,  The  best  interests  of  organized  medicine 
would  be  served  if  the  members  who  currently  make 
up  the  class  of  “junior  members”  were  permitted  both 
voice  and  vote;  therefore  be  it 

Resolved,  That  the  category  “junior  members”  be 
changed  to  “members  in  training”;  and  be  it  further 
Resolved,  That  such  members  be  accorded  all  the 
rights  and  privileges  of  active  members;  and  be  it  fur 
ther 

Resolved,  That  the  Medical  Society  of  the  State  o: 
New  York  amend  its  Bylaws  as  follows: 

Article  II,  Section  1,  paragraph  1,  substitute  the 
words  “member  in  training”  for  the  word  “junior’ 
in  line  3. 

Article  II,  Section  1,  paragraph  2,  substitute  the 
words  “membership  and  members  in  training”  fo: 
the  words  “and  junior  membership”  in  line  1. 

Article  II,  Section  1,  paragraph  3, 

substitute  the  words  “members  in  training”  fo 

the  words  “junior  members”  in  line  1. 

substitute  the  words  “member  in  training”  fo 

the  word  “junior”  in  line  7. 

Article  II,  Section  1,  paragraph  4,  substitute  thi 
words  “members  and  members  in  training”  for  th< 
word  “and  junior  members”  in  lines  1 and  2. 

Article  II,  Section  1,  paragraph  5,  substitute  th< 
words  “members  in  training”  for  the  words  “junio 
members”  in  line  1. 

Article  II,  Section  1,  paragraph  6,  substitute  rh 
words  “member  in  training”  for  the  words  “junio 
member”  in  line  1. 

Article  II,  Section  2,  paragraph  1,  add  the  word 
“and  members  in  training”  after  the  “members”  ii 
line  1. 

Article  II,  Section  2,  paragraph  3,  delete  tbi 
paragraph  entirely. 


2050  New  York  State  Journal  of  Medicine/September,  1975/House  of  Delegates,  Minutes 


Resolution  75-71,  Election  of  AMA  Delegates 
Introduced  by  Carl  Goldmark,  Jr.,  M.D.,  as  an  Individu- 
al 

Whereas,  Under  the  present  system  all  delegates  to 
the  Medical  Society  of  the  State  of  New  York  may 
vote  for  delegates  to  the  American  Medical  Associa- 
tion; and 

Whereas,  It  is  inappropriate  to  permit  those  physi- 
cians who  do  not  choose  to  belong  to  the  AMA  to  have 
a voice  and  vote  in  the  selection  of  those  physicians 
who  will  represent  New  York  State  at  the  meeting  of 
the  House  of  Delegates  of  the  American  Medical  As- 
sociation; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  VIII,  Section  1,  paragraph  2: 

delete  the  words  “and  delegates  to  the  Ameri- 
can Medical  Association”  in  lines  1 and  2. 

delete  the  words  “with  the  exception  of  that  of 
delegate  to  the  American  Medical  Association,” 
in  lines  9, 10  and  11. 

Article  VIII,  Section  1,  paragraph  3:  shall  be 

amended  to  read  as  follows: 

For  the  election  of  delegates  to  the  American 
Medical  Association  only  those  members  of  the 
House  of  Delegates  who  are  also  members  of  the 
American  Medical  Association  shall  be  eligible  to 
cast  a ballot.  The  delegates  shall  be  declared 
elected  in  the  order  of  the  highest  number  of 
votes  cast  until  the  allotted  number  shall  have 
been  chosen;  a corresponding  number  in  the  next 
highest  order  of  votes  cast  shall  be  declared  alter- 
nate delegates. 

Resolution  75-84,  Direct  Election 
ntroduced  by  Nassau  County  Medical  Society 

Whereas,  Medicine  is  being  drawn  into  the  political 
arena;  and 

Whereas,  Many  fundamental  decisions  of  a poli- 
tico-medical nature  have  to  be  made  now  by  the  pro- 
fession; and 

Whereas,  In  our  democratic  nature  it  is  imperative 
that  the  will  of  the  membership  prevail;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  provide  for  the  direct 
election  of  the  officers  and  councilors  of  the  respective 
organizations  by  the  membership;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  read  that  each  Coun- 
cilor be  elected  on  a proportionate  basis;  and  be  it  fur- 
ther 

Resolved,  That  if  there  is  any  resistance  to  this  ev- 
olution towards  this  more  democratic  structure  by  the 
delegates  from  the  other  areas  of  the  State,  our  dele- 
gates support  a referendum  of  the  membership  of  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  a resolution  at  the  annual  meet- 
ing of  the  American  Medical  Association  to  provide 
for  the  direct  election  of  the  officers  and  councilors  of 
the  respective  organizations  by  the  membership. 


Resolution  75-91,  Election  of  AMA  Delegates 

Introduced  by  Samuel  Cytryn,  M.D.,  as  an  Individual 
Whereas,  The  members  of  the  American  Medical 
Association  delegation  are  elected  to  represent  those 
members  of  the  Medical  Society  of  the  State  of  New 
York  who  are  AMA  members;  and 

Whereas,  The  delegation  to  the  AMA  is  based  upon 
the  AMA  evaluation  of  members  of  the  Medical  Soci- 
ety of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  read  that  only  mem- 
bers of  the  AMA  who  are  delegates  to  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York  be  permitted  to  vote  for  delegates  to  the  Ameri- 
can Medical  Association. 

Resolution  75-94,  District  Branches 

Introduced  by  Samuel  Cytryn,  M.D.,  as  an  Individual 
Whereas,  In  some  areas  of  the  State,  it  is  necessary 
to  have  district  branches;  and 

Whereas,  The  district  branches  as  they  are  present- 
ly set  up  in  no  way  follow  the  demographic  lines  of  the 
State  of  New  York;  and 

Whereas,  The  delegation  of  upstate  and  downstate 
is  not  only  an  anachronism,  but  also  devisive  in  char- 
acter; and 

Whereas,  The  Councilors  of  the  Medical  Society  of 
the  State  of  New  York  should  reflect  the  opinions  of 
their  constituents;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  so  that  the  district 
branches  of  the  Medical  Society  of  the  State  of  New 
York  be  made  to  conform  with  the  17  district  areas  as 
promulgated  by  the  PSRO  and  HEW  in  an  unbiased 
fashion;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  so  that  the  Councilors  of 
the  Medical  Society  of  the  State  of  New  York  be 
elected  from  each  one  of  these  district  branches  by 
their  constituent  members. 

Resolution  75-95,  Expenditure  of  Funds  by  the 

Medical  Society  of  the  State  of  New  York 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual 
Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  state  that  funds  of  the  Society  can 
be  spent  only  with  the  approval  of  the  Board  of 
Trustees;  and 

Whereas,  The  Board  of  Trustees  is  composed  of  ex- 
perienced leaders  of  the  Medical  Society  of  the  State 
of  New  York;  and 

Whereas,  Such  Board  of  Trustees  has  the  responsi- 
bility of  seeing  that  such  funds  are  not  expended  in  a 
frivolous  manner;  and 

Whereas,  In  actuality  such  a mechanism  gives  the 
Board  of  Trustees  a major  role  in  the  policy  execu- 
tions of  the  Medical  Society  of  the  State  of  New  York 
in  a negative  manner;  and 

Whereas,  Presently  such  a negative  policy  ruling 
decision  is  irreversible  as  far  as  the  House  of  Dele- 
gates and  Council  are  concerned;  and 

Whereas,  In  certain  circumstances  such  a negating 
policy  making  action  might  be  entirely  inconsistent 
with  the  will  of  the  Society;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  develop  a mechanism  whereby  an  adverse 
financial  decision  by  the  Board  of  Trustees  be  not  ab- 
solute; and  be  it  further 

Resolved,  That  when  the  decision  to  expend  funds 
by  the  Medical  Society  of  the  State  of  New  York  is 
decided  by  a wide  margin  of  either  the  Council  or  the 
House  of  Delegates,  then  the  veto  power  of  the  Board 
of  Trustees  can  be  overridden;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  VI,  Section  2,  paragraph  2:  Add  the  fol- 
lowing language  at  the  end  thereof: 

Should  the  Board  of  Trustees  disapprove  of 
the  expenditure  of  any  funds  voted  for  by  the 
House  of  Delegates  or  the  Council,  then  and  in 
that  event,  the  Board  of  Trustees  shall  return  the 
matter  to  either  the  House  of  Delegates  or  the 
Council  if  the  House  of  Delegates  is  not  in  ses- 
sion, which  may  override  such  disapproval  by  a 
three-fourths  vote  and  direct  the  expenditure  of 
such  funds. 


Resolution  75-96,  Appointments,  Reappointments, 
Expenditure  of  Funds  and  Contracts  to  be  Ap- 
proved by  the  Council 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual 
Whereas,  The  current  Bylaws  call  for  the  original 
appointment  of  the  Executive  Vice-President  to  be 
made  by  the  Council  with  the  approval  of  the  Board 
of  Trustees;  and 

Whereas,  The  current  Bylaws  call  for  the  appoint- 
ment of  the  Deputy  Executive  Vice-President  to  be 
made  by  the  Executive  Vice-President  with  the  ap- 
proval of  the  Council;  and 

Whereas,  No  mention  is  made  of  the  role  of  the 
Council  in  the  area  of  reappointment;  and 

Whereas,  The  Council  must  approve  the  annual 
budget  before  it  is  submitted  to  the  Board  of  Trustees 


for  their  approval;  and 

Whereas,  No  mention  of  the  Council  is  made  as  to 
its  role  in  the  expenditure  of  interim  funds;  and 

Whereas,  The  Bylaws  state  that  all  contracts  are 
executed  by  the  Board  of  Trustees  without  any  role  of 
the  Council  or  House  of  Delegates;  therefore  be  it 
Resolved,  That  all  appointments,  reappointments, 
expenditures  of  funds,  and  contracts  must  be  subject 
to  bicameral  approval  of  both  the  Board  of  Trustees 
and  the  Council;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  2,  paragraph  7: 

insert  the  words  “and  reappoint”  following  the 
word  “appoint”  in  line  2. 

insert  the  words  “and  may  reappoint”  after  the 
word  “appoint”  in  line  10. 

Article  VI,  Section  2,  paragraph  2:  insert  the 

word  “Council”  after  the  words  “approved  by  the’ 
in  line  3 thereof. 

Resolution  75-123,  Vice-President  as  Member  o 
Medical  Society  of  the  State  of  New  York  Executivi 
Committee 

Introduced  by  Joseph  F.  Shanaphy,  M.D.,  Chairmar 
Committee  on  Bylaws 

Whereas,  The  Bylaws  of  the  Medical  Society  of  th 
State  of  New  York  were  recently  amended  so  as  t 
provide  that  the  Vice-President  shall  succeed  th 
President  upon  the  President’s  death,  resignation,  re 
moval,  permanent  incapacity,  or  refusal  to  act;  and 
Whereas,  the  necessary  changes  in  Article  IV,  Sec 
tion  4 to  make  the  Vice-President  a member  of  th 
Executive  Committee  was  inadvertently  not  madf 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  c 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  4:  insert  the  words  “vice 

president”  immediately  following  the  word  “pres 
dent”  in  the  first  sentence  thereof. 
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MEMBERS— 1975  HOUSE  OF  DELEGATES 


The  following  pages  contain  a list  of  members  of  the  1975  House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York.  (See  page  2073  for  changes  in  members  attending  the  April  27,  1975  session.) 


Officers  1974-1975 

President — Lynn  R.  Callin,  Monroe 
President-Elect — Ralph'  S.  Emerson,  Nassau 
(Vice-President — Arthur  H.  Diedrick,  Westchester 
Secretary — Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  Nassau 
Treasurer — Albert  M.  Schwartz,  New  York 
Assistant  Treasurer — Warren  A.  Lapp,  Kings 
Speaker — George  T.  C.  Way,  Dutchess 
Vice-Speaker — Samuel  Wagreich,  Bronx 

Councilors 

Term  Expires  1975 
Richard  D.  Eberle,  Onondaga 
Keith  0.  Guthrie,  Jr.,  New  York 
Ralph  M.  Schwartz,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 
Term  Expires  1976 
John  H.  Carter,  Albany 
George  L.  Collins,  Jr.,  Erie 
Paul  M.  DeLuca,  Broome 
Abraham  W.  Freireich,  Nassau 
Term  Expires  1977 
G.  Rehmi  Denton,  Albany 
Albert  H.  Douglas,  Queens 
Milton  Gordon,  Suffolk 
Allison  B.  Landolt,  Westchester 

Trustees 

Waiter  T.  Heldmann,  Richmond,  Chairman 

Joseph  J.  Kaufman,  Wayne 

Reid  R.  Heffner,  Westchester 

James  M.  Blake,  Schenectady 

Milton  Helpern,  New  York 

Waiter  Scott  W’alls,  Erie 

John  Edward  Lowry,  Queens 

Past  Presidents 

1950-1951 — Carlton  E.  Wertz,  Erie 
1955-1956 — Renato  J.  Azzari,  Bronx 
1957-1958 — Thurman  B.  Givan,  Kings 

1959- 1960 — Henry  I.  Fineberg,  Suffolk 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 
1966-1967 — James  M.  Blake,  Schenectady 

1968- 1969 — Edward  C.  Hughes,  Onondaga 

1969- 1970 — Walter  T.  Heldmann,  Richmond 
.970-1971 — Walter  Scott  Walls,  Erie 
1971-1972 — George  Hinder,  New  York 
^972-1973 — Edward  Siegel,  Clinton 

L973— 1974 — Thomas  F.  McCarthy,  Bronx 


Commissioner,  New  York  State  Department  of 
Health 

Edward  D.  Coates,  Greene 

District  Delegates 

(Elected  Delegates  of  District  Branches ) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — James  A.  Holleran,  Suffolk 
Third — Thomas  W.  Greenlees,  Schoharie 
Fourth — Jerome  C.  Goldstein,  Warren 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Vincent  I.  Maddi,  Broome 
Seventh — Vincent  I.  Bonafede,  Livingston 
Eighth — David  R.  Harrington,  Genesee 
Ninth — Burton  Allyn,  Rockland 


Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy — William  E.  Hermance,  Westchester 
Anesthesiology — Victor  J.  Tofany,  Monroe 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Data  Processing  in  Medicine — Elemer  R.  Gabrieli,  Erie 
Dermatology  and  Syphilology — Norman  B.  Kanof,  New 
York 

Family  and  General  Practice — James  R.  Nunn,  Erie 
Gastroenterology  and  Colon  and  Rectal  Surgery — Mar- 
tin Lipkin,  New  York 

Internal  Medicine — John  R.  Williams,  Jr.,  Monroe 
Medical-Legal  and  Workmen’s  Compensation  Matters — 
Robert  Katz,  New  York 
Neurology — David  O.  Marsh,  Monroe 
Neurosurgery — Russel  H.  Patterson,  Jr.,  New  York 
Obstetrics  and  Gynecology — Donald  W.  Hall,  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology — Francis  J.  Gilroy,  Broome 
Orthopedic  Surgery — Frederick  Lee  Liebolt,  New  York 
Otolaryngology — William  F.  Robbett,  New  York 
Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Herbert  Lansky,  Erie 
Pediatrics — Moe  Goldstein,  Queens 
Physical  Medicine  and  Rehabilitation — Asa  P.  Ruskin, 
New  York 

Plastic  and  Reconstructive  Surgery — Howard  B.  Rasi, 
Kings 

Preventive  Medicine  and  Public  Health — Richard 
Nauen,  New  York 

Psychiatry — Matthew  Brody,  Kings 
Radiology — Samuel  H.  Madell,  New  York 
School  Health — Arthur  Howard,  Fulton 
Space  Medicine — Seymour  Fiske,  New  York 
Surgery — Irving  Cramer,  Oneida 
Urology — Perrin  B.  Snyder,  New  York 
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Delegates  from  Component  County  Medical 
Societies 

Albany  (4) 

James  A.  Moore,  Albany 
John  J.  Phelan,  Jr.,  Albany 
Robert  H.  Randles,  Albany 
Nicholas  P.  Teresi,  Albany 
Allegany  (1) 

Irwin  Felsen,  Wellsville 
Bronx  (12) 

John  P.  Albanese,  The  Bronx 
Marcelle  T.  Bernard,  The  Bronx 
Alan  L.  Goldberg,  The  Bronx 
Isaiah  Gross,  The  Bronx 
Leonard  L.  Heimoff,  The  Bronx 
Frank  LaGattuta,  The  Bronx 
John  LoCascio,  The  Bronx 
Francis  J.  Loperfido,  The  Bronx 
Joseph  C.  Polifrone,  The  Bronx 
Victor  W.  Sidel,  The  Bronx 
Louis  E.  Soscia,  The  Bronx 
Saul  Zucker,  The  Bronx 
Broome  (3) 

John  A.  Kalb,  Endicott 
Theodore  W.  Nowicki,  Jr.,  Endicott 
Richard  E.  Sullivan,  Binghamton 

Cattaraugus  (1) 

William  C.  MacFarland,  Olean 

Cayuga  (1) 

Frank  T.  Moran,  Auburn 
Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Harriett  E.  Northrup,  Jamestown 
Chemung  (2) 

Robert  E.  Good,  Elmira 
Henry  B.  Marshall,  Elmira 
Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

David  B.  McDowell,  Plattsburgh 
Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

William  J.  McAuliffe,  Cortland 

Delaware  (1) 

Thomas  E.  Lavell,  Jr.,  Walton 

Dutchess  (3) 

Morton  A.  Alterman,  Poughkeepsie 
Richard  D.  H.  Flaherty,  Poughkeepsie 
Henry  Sherman  Hirst,  Hyde  Park 
Erie  (9) 

Guy  S.  Alfano,  Buffalo 
Ralph  J.  Argen,  Tonawanda 
Carmelo  S.  Armenia,  Kenmore 
Frank  J.  Bolgan,  Buffalo 
Thomas  S.  Bumbalo,  Buffalo 


Kenneth  H.  Eckhert,  Buffalo 
Anthony  J.  Federico,  Buffalo 
Stephen  J.  Paolini,  Buffalo 
Charles  E.  Wiles,  Cheektowaga 
Essex  (1) 

George  G.  Hart,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 

Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Hans  W.  Leeds,  Catskill 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (2) 

Warren  W.  Daub,  Watertown 
Thomas  P.  Hamilton,  Jr.,  Watertown 

Kings (23) 

Lawrence  Ames,  Brooklyn 
Joseph  C.  Amico,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Philip  Cohen,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Norma  J.  Goodwin,  Brooklyn 
Robert  E.  Gordon,  Brooklyn 
David  Kershner,  Brooklyn 
Irving  G.  Kroop,  Brooklyn 
Vincent  A.  Lacovara,  Brooklyn 
Adrian  C.  Lamos,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Louis  Pellman,  Brooklyn 
Arthur  A.  Shachner,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
M.  Theodore  Tanenhaus,  Brooklyn 
Lewis  (1) 

Louis  A.  Avallone,  Lowville 

Livingston  (1) 

John  W.  Stoll,  Dansville 

Madison  (1) 

Asa  J.  Smith,  Oneida 
Monroe  (7) 

Thomas  E.  Cardillo.  Pittsford 
Gerald  L.  Glaser,  Rochester 
James  T.  Haggerty,  Rochester 
William  W.  Howe,  Jr.,  Rochester 
William  A.  Kern,  Jr.,  Rochester 
John  H.  Morton,  Rochester 
Robert  C.  Webster,  Webster 


2054  New  York  State  Journal  of  Medicine/September,  1975/House  of  Delegates,  Minutes 


Montgomery  (1) 

Roger  L.  Miller,  Amsterdam 
Nassau  (12) 

Arnold  M.  Behrer,  Jr.,  Garden  City 
Clement  J.  Boccalini,  Floral  Park 
Samuel  Cytryn,  Levittown 
Sears  E.  Edwards,  Garden  City 
John  P.  Glaubitz,  Bethpage 
Waldemar  F.  Hermann,  Mineola 
Robert  P.  Jessup,  Syosset 
Lawrence  S.  Kryle,  Roslyn  Heights 
Harold  W.  Mayberger,  Glen  Cove 
Jack  W.  McElwain,  Bethpage 
Lawrence  Ravich,  Bethpage 
Edward  C.  Sinnott,  Old  Westbury 

New  York  (25) 

Seyton  G.  Bentham,  New  York  City 
Edgar  P.  Berry,  New  York  City 
George  D.  Cannon,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
Hugh  C.  Davidson,  Jr.,  New  York  City 
Clayton  R.  DeHaan,  New  York  City 
Gerald  D.  Dorman,  New  York  City 
Lawrence  Essenson,  New  York  City 
John  A.  Finkbeiner,  New  York  City 
Edgar  P.  Fleischmann,  New  York  City 
Albert  S.  Lyons,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
James  R.  Nealon,  New  York  City 
Richard  B.  Nolan,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
Bernard  J.  Pisani,  New  York  City 
Oma  H.  Price,  New  York  City 
William  B.  Rawls,  New  York  City 
Francis  Z.  Reinus,  New  York  City 
George  M.  Saypol,  New  York  City 
Ann  M.  Shearman,  New  York  City 
Mary  H.  Spalding,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Meyer  Texon,  New  York  City 

Niagara  (2) 

John  T.  Donovan,  Jr.,  Lockport 
William  C.  Stein,  Jr.,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  H.  Cross,  New  Hartford 
Robert  B.  W’allace,  Utica 
Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Bruce  E.  Chamberlain,  Syracuse 
Carl  E.  Marlow,  North  Syracuse 
Roderick  A.  McLean,  Syracuse 
George  F.  Reed,  Syracuse 
Ontario  (2) 

Bruce  R.  Mills,  Gorham 
Robert  M.  Price,  Clifton  Springs 
Orange  (3) 

Ansel  R.  Marks,  Middletown 
Orin  A.  Wahl,  Newburgh 
Leonard  S.  Weiss,  Middletown 
)r leans  (1) 


Oswego  (1) 

Leonard  Goldfarb,  Fulton 
Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 
Putnam  (1) 

Garrett  W.  Vink,  Carmel 
Queens  (16) 

Alfred  A.  Angrist,  Beechhurst 

Sol  Axelrad,  Woodhaven 

Lester  J.  Candela,  Great  Neck 

Franz  L.  Ebstein,  Forest  Hills 

John  L.  Finnegan,  Flushing 

Irving  G.  Frohman,  Rockaway  Beach 

Edith  Gutmann,  Flushing 

William  M.  Hewlett,  St.  Albans 

Philip  K.  Kaufman,  Long  Island  City 

Joseph  Elements,  Forest  Hills 

Morton  M.  Kurtz,  Flushing 

George  J.  Lawrence,  Jr.,  Bayside 

Norton  M.  Luger,  Fresh  Meadows 

Karl  Neumann,  Forest  Hills 

Ralph  E.  Schlossman,  South  Ozone  Park 

Lester  R.  Tuchman,  New  York  City 

Rensselaer  (2) 

Thomas  D.  Pemrick,  Troy 
William  A.  Whyland,  Troy 
Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
Robert  J.  O’Connor,  Staten  Island 
William  A.  Schwarz,  Staten  Island 
Rockland  (4) 

Ralph  J.  Greenberg,  Spring  Valley 
Herbert  L.  Sperling,  Bardonia 
Boris  A.  Vanadzin,  Pomona 
Lionel  Zemek,  New  City 
St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 
Saratoga  (1) 

John  A.  Esposito,  Saratoga  Springs 
Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Stephen  J.  Grey,  Schenectady 
Schoharie  (1) 

Francis  S.  Reilly,  Cobleskill 
Schuyler  (1) 

Joseph  Y.  Roberts,  Watkins  Glen 
Seneca  (1) 

Paul  C.  Jenks,  Waterloo 
Steuben  (2) 

Dallas  E.  Billman,  Corning 
Wayne  C.  Templer,  Corning 
Suffolk  (10) 

John  G.  Egner,  West  Islip 

Daniel  Friedman,  Bay  Shore 

Thomas  M.  Gellert,  Huntington 

John  G.  Hansen,  Greenport 

Joseph  F.  Palmieri,  Huntington 

Milton  Rosenberg,  Patchogue 

Frank  H.  Russell,  Jr.,  Port  Jefferson  Station 

Herman  P.  Saltz,  Northport 

Charles  W.  Shlimbaum,  Bay  Shore 

Leonard  Weitzman,  Commack 
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Sullivan  (1) 

John  M.  Stirna,  Jr.,  Narrowsburg 
Tioga  (1) 

John  R.  Scott,  Apalachin 
Tompkins  (2) 

Stephen  W.  Blatchly,  Groton 
Dale  B.  Pritchard,  Ithaca 

Ulster  (2) 

John  A.  Cooke,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 
Warren  (1) 

Walter  F.  Harrison,  Jr.,  Glens  Falls 
Washington  (1) 

John  E.  Glennon,  Granville 
Wayne  (1) 

James  M.  Flanagan,  Newark 
Westchester  (8) 

Charles  A.  Bertrand,  White  Plains 
Allan  H.  Bruckheim,  Yonkers 
William  P.  Clark,  Tuckahoe 
Katharine  L.  Friedmann,  Ardsley 
Robert  A.  Mayers,  Port  Chester 
William  J.  McCann,  New  Rochelle 
Thomas  Dignan  Rizzo,  Bronxville 
Charles  Weller,  Larchmont 
Wyoming  (1) 

Richard  T.  Williams,  Warsaw 

Medical  School  Delegates 

Albany  Medical  College — Anthony  Philip  Tartaglia,  A! 
bany 

Albert  Einstein  College  of  Medicine — Morris  Rubii 
The  Bronx 

Columbia  University  College  of  Physicians  and  Sui 
geons — Edward  C.  Curnen,  Jr.,  New  York 

Cornell  University  Medical  College — Jack  Richard,  Ne' 
York 

Mount  Sinai  School  of  Medicine — Sherman  Kupfe 
New  York 

University  of  Rochester  School  of  Medicine  and  Der 
tistry — Ernest  W.  Saward,  Monroe 

New  York  Medical  College,  Flower  and  Fifth  Aveni 
Hospitals — Saverio  S.  Bentivegna,  New  York 

New  York  University  School  of  Medicine — Abrahai 
Sunshine,  New  York 

State  University  of  New  York  at  Buffalo  School  of  Me< 
icine — William  J.  Staubitz,  Erie 

State  University  of  New  York  Downstate  Medical  Cei 
ter — Julius  E.  Stolfi,  Kings 

State  University  of  New  York  Upstate  Medical  Cent 
in  Syracuse — Walter  F.  Leavell,  Onondaga 

State  University  of  New  York  at  Stony  Brook — Tama 
ath  K.  Yolles,  Suffolk 

Yates  (1) 

Kenneth  J.  Berkes,  Penn  Yan 

Student  Delegate — David  N.  Katz,  Rochester 
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Introduction  of  Resolutions  in 
the  House 

The  House  approved  a motion  made  by  Edward 
Siegel,  M.D.,  Past  President  and  amended  by  Gerald  L. 
Glaser,  M.D.,  Monroe,  that  resolutions  to  be  introduced 
in  the  House  of  Delegates  must  be  in  the  headquarters 
office  thirty  (30)  days  before  the  opening  of  the  House 
of  Delegates,  and  are  to  be  prepared  and  sent  to  the  del- 
egates two  (2)  weeks  before  the  opening  of  the  House. 
(This  does  not  apply  to  resolutions  to  be  introduced  by 
the  Scientific  Sections.)  Emergency  resolutions  may  be 
introduced  only  with  the  unaminous  consent  of  the 
House. 


Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New 
York 

. . . The  Speaker  adjourned  the  House  of  Delegates  on 
Thursday,  March  13,  1975,  and  President  Callin  called 
the  annual  meeting  of  the  Medical  Society  of  the  State 
of  New  York  to  order  . . . 

. . . President  Callin  introduced  President-Elect 
Ralph  S.  Emerson  who  addressed  the  House  (see  Ad- 
dresses to  the  House,  page  1860) 

. . . President  Callin  adjourned  the  annual  meeting 


Elections 


Tellers 

Tellers  were  the  following: 

Isaiah  Gross,  The  Bronx,  Chairman 

Vernal  G.  Cave,  Kings 

John  A.  Kalb,  Broome 

Bruce  R.  Mills,  Ontario 

John  W.  Stoll,  Livingston 

. . . Speaker  Way  announced  that,  under  the  supervi- 
sion of  the  tellers,  members  of  the  staff  would  count  the 
ballots. 

Nominations 

...  Speaker  Way  introduced  John  A.  Finkbeiner, 
M.D.,  Chairman,  who  presented  the  report  of  the  Nomi- 
nating Committee.  Nominations  from  the  floor  are  in- 
dicated by  an  asterisk. 

President 

Ralph  S.  Emerson,  Nassau 
President-Elect 
George  L.  Collins,  Jr.,  Erie 
Vice-President 
Bernard  J.  Pisani,  New  York 
Secretary 

Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary 
Joseph  G.  Zimring,  Nassau 
Treasurer 

Albert  M.  Schwartz,  New  York 
Assistant  Treasurer 
WTarren  A.  Lapp,  Kings 
Speaker 

George  T.  C.  Way,  Dutchess 
Vice-Speaker 

Joseph  F.  Shanaphy,  Richmond 
Samuel  Wagreich,  The  Bronx* 


Trustee  (one  for  five  years) 

Thomas  F.  McCarthy,  The  Bronx** 
David  Kershner,  Kings 
Councilors  (four  for  three  years ) 
Richard  D.  Eberle,  Onondaga 
Keith  0.  Guthrie,  Jr.,  New  York 
Ralph  M.  Schwartz,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 


Delegates  to  the  AM  A 
John  H.  Carter,  Albany 
Clarke  T.  Case,  Oneida 
George  L.  Collins,  Jr,  Erie 
Paul  M.  DeLuca,  Broome 
G.  Rehmi  Denton,  Albany 
Ralph  S.  Emerson,  Nassau 
John  A.  Finkbeiner,  New  York 
Milton  Gordon,  Suffolk 
Keith  O.  Guthrie,  Jr.,  New  York 
George  Himler,  New  York 
Martin  Kurtz,  Queens 
Allison  B.  Landolt,  Westchester 
Warren  A.  Lapp,  Kings 
Francis  J.  Loperfido,  The  Bronx* 
Martin  Markowitz,  Kings 
Bernard  J.  Pisani,  New  York 
Jay  S.  Reibel,  New  York 
Charles  D.  Sherman,  Jr.,  Monroe 
Wayne  C.  Templer,  Steuben 
Robert  E.  Westlake,  Onondaga** 


* Nominated  from  the  floor 
**  Withdrawn 

. . . The  nominees'  for  president-elect,  vice-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  councilors  (four  for  three  years),  and 
trustee  (one  for  five  years)  were  unopposed  and  were 
elected  by  a single  ballot,  cast  by  the  secretary. 
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Balloting  Cayuga  (1) 

Frank  T.  Moran 


. . . Assistant  Secretary  Zimring  called  the  roll  of 
members  of  the  House  who  had  registered  to  vote  as  fol- 
lows: 

OFFICERS,  COUNCILORS,  TRUSTEES 


Lynn  R.  Callin 
Ralph  S.  Emerson 
Arthur  H.  Diedrick 
Carl  Goldmark,  Jr. 
Joseph  G.  Zimring 
Albert  M.  Schwartz 
Warren  A.  Lapp 
George  T.  C.  Way 
Samuel  Wagreich 
Walter  T.  Heldmann 
Richard  D.  Eberle 
Keith  O.  Guthrie,  Jr. 
Ralph  M.  Schwartz 
Charles  D.  Sherman,  Jr. 


PAST  PRESIDENTS 

Renato  J.  Azzari 
Henry  I.  Fineberg 


SECTION  DELEGATES 

Matthew  Brody 
Irving  Cramer 
Thomas  J.  Doyle 
Seymour  Fiske 
Elemer  R.  Gabrieli 
Francis  J.  Gilroy 
Donald  W.  Hall 
William  E.  Hermance 
Arthur  Howard 
Norman  B.  Kanof 
Robert  Katz 


Albany  (4) 

James  A.  Moore 
John  J.  Phelan,  Jr. 
Robert  H.  Randles 
Nicholas  P.  Teresi 
Allegany  (1) 

Irwin  Felsen 

Bronx  (12) 

John  P.  Albanese 
Alan  L.  Goldberg 
Isaiah  Gross 
Leonard  L.  Heimoff 
Frank  LaGattuta 


John  H.  Carter 
George  L.  Collins,  Jr. 
Paul  M.  DeLuca 
Abraham  W.  Freireich 
G.  Rehmi  Denton 
Albert  H.  Douglas 
Milton  Gordon 
Allison  B.  Landolt 
Joseph  J.  Kaufman 
Reid  R.  Heffner 
James  M.  Blake 
Milton  Helpern 
Walter  Scott  Walls 
John  Edward  Lowry 


George  Himler 
Edward  Siegel 


Herbert  Lansky 
Frederick  Lee  Liebolt 
Martin  Lipkin 
Samuel  H.  Madell 
James  R.  Nunn 
Russel  H.  Patterson,  Jr. 
Arthur  Q.  Penta 
Howard  B.  Rasi 
Asa  P.  Ruskin 
Perrin  B.  Snyder 
Victor  J.  Tofany 


John  LoCascio 
Francis  J.  Loperfido 
John  M.  Patrissi* 

Joseph  C.  Polifrone 
Louis  E.  Soscia 
William  Winner* 

Broome  (3) 

John  A.  Kalb 
Theodore  W.  Nowicki,  Jr. 
Richard  E.  Sullivan 

Cattaraugus  (1) 

William  C.  MacFarland 


Chautauqua  (2) 

Herbert  A.  Laughlin 
Harriett  E.  Northrup 

Chemung  (2) 

Robert  E.  Good 
Henry  B.  Marshall 

Chenango  (1) 

Thomas  M.  Flanagan 

Clinton  (1) 

David  B.  McDowell 

Columbia  (1) 

Cortland  (1) 

William  J.  McAuliffe 

Delaware  (1) 

Thomas  E.  Lavell,  Jr. 

Dutchess  (3) 

Erie  (9) 

Guy  S.  Alfano 
Ralph  J.  Argen 
Carmelo  S.  Armenia 
Frank  J.  Bolgan 
Thomas  S.  Bumbalo 
Kenneth  H.  Eckhert 
Anthony  J.  Federico 
Stephen  J.  Paolini 
Charles  E.  Wiles 

Essex  (1) 

George  G.  Hart 

Franklin  (1) 

Alfred  A.  Hartmann 

Fulton  (1) 

Armand  J.  D’Errico 

Genesee  (1) 

Alfred  L.  George 

Greene  (1) 

Herkimer  (1) 

Harold  T.  Golden 

Jefferson  (2) 

Thomas  P.  Hamilton,  Jr. 

Kings  (23) 

Lawrence  Ames 
Joseph  C.  Amico 
Norman  S.  Blackman 
Vernal  G.  Cave 
Philip  Cohen 
Joseph  R.  Fontanetta 
Vincent  J.  Geraci 
Norma  J.  Goodwin 
Robert  E.  Gordon 
David  Kershner 
Irving  G.  Kroop 
Vincent  A.  Lacovara 
Adrian  C.  Lamos 
David  R.  Levine 
A.  W.  Martin  Marino,  Jr. 
Martin  Markowitz 
Bentley  D.  Merrim 
Louis  Pellman 
Bernard  Seligman* 
Arthur  A.  Shachner 
George  H.  Stechel* 

Leo  J.  Swirsky 
M.  Theodore  Tanenhaus 


Thomas  F.  McCarthy 


DISTRICT  DELEGATES 

Vincent  I.  Bonafede 
Jerome  C.  Goldstein 
Thomas  W.  Greenlees 
David  R.  Harrington 


Bernard  J.  Hartnett 
James  A.  Holleran 
Vincent  I.  Maddi 
Joseph  F.  Shanaphy 


COMMISSIONER,  NEW  YORK  STATE  DEPARTMENT  OF  HEALTH 


John  R.  Williams,  Jr. 

DELEGATES  FROM  COMPONENT  COUNTY  SOCIETIES 

* Alternate  delegate  voted  for  elected  delegate 


Lewis  (1) 


Livingston  (1) 
John  W.  Stoll 


Madison  (1) 
Asa  J.  Smith 


Monroe  (7) 

Thomas  E.  Cardillo 
James  J.  Chiappetta* 
Gerald  L.  Glaser 
James  T.  Haggerty 
William  W.  Howe,  Jr. 
William  A.  Kern,  Jr. 
Robert  C.  Webster 


Montgomery  (1) 
Roger  L.  Miller 


Nassau  (12) 

Arnold  M.  Behrer,  Jr. 
Clement  J.  Boccalini 
Samuel  Cytryn 
Sears  E.  Edwards 
Waldemar  F.  Herman 
Robert  P.  Jessup 
Lawrence  S.  Kryle 
Harold  W.  Mayberger 
Jack  W.  McElwain 
Lawrence  Ravich 
Edward  C.  Sinnott 
Maurice  Tulin* 


New  York  (25) 

Seyton  G.  Bentham 
Edgar  P.  Berry 
George  D.  Cannon 
Irwin  J.  Cohen 
Hugh  C.  Davidson,  Jr 
Clayton  R.  DeHaan 
Gerald  D.  Dorman 
Lawrence  Essenson 
John  A.  Finkbeiner 
Edgar  P.  Fleischmam 
Albert  S.  Lyons 
George  W.  Melcher,  J 
William  F.  Mitty,  Jr. 
James  R.  Nealon 
Richard  B.  Nolan 
Richard  N.  Pierson,  J 
Bernard  J.  Pisani 
Oma  H.  Price 
William  B.  Rawls 
Francis  Z.  Reinus 
George  M.  Saypol 
Ann  M.  Shearman 
Mary  H.  Spalding 
Clifford  L.  Spingarn 
Meyer  Texon 


Niagara  (2) 

John  T.  Donovan,  Jr 
William  C.  Stein,  Jr. 


Oneida  (3) 

Clarke  T.  Case 
Robert  H.  Cross 
Robert  B.  Wallace 


Onondaga  (5) 

Robert  B.  Bryant 
Bruce  E.  Chamberlai 
Carl  E.  Marlow 
Roderick  A.  McLean 
John  T.' Prior* 
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Ontario  (2) 

Bruce  R.  Mills 
Robert  M.  Price 

Orange  (3) 

Ansel  R.  Marks 
Orin  A.  Wahl 
Leonard  S.  Weiss 

Orleans  (1) 

Oswego  (1) 

Otsego  ( 1) 

Rodman  D.  Carter 

Putnam  (1) 

Garrett  W.  Vink 

Queens  (16) 

Alfred  A.  Angrist 
Sol  Axelrad 
Lester  J.  Candela 
Franz  L.  Ebstein 
John  L.  Finnegan 
Irving  G.  Frohman 
Edith  Gutmann 
William  M.  Hewlett 
James  S.  Kaufman* 
Joseph  Elements 
Morton  M.  Kurtz 
George  J.  Lawrence,  Jr. 
Norton  M.  Luger 
Karl  Neumann 
Ralph  E.  Schlossman 
Lester  R.  Tuchman 

Rensselaer  (2) 

Thomas  D.  Pemrick 
William  A.  Whyland 

Richmond  (3) 

Albert  B.  Accettola 
Robert  J.  O’Connor 
William  A.  Schwarz 

Rockland  (4) 

Boris  A.  Vanadzin 

St.  Lawrence  (1) 

Maurice  J.  Elder 

Saratoga  (1) 

John  A.  Esposito 

Schenectady  (3) 

John  L.  Clowe 
Milton  F.  Gipstein 
Stephen  J.  Grey 


Schoharie  (1) 

Francis  S.  Reilly 

Schuyler  (1) 

Fritz  Landsberg* 

Seneca  (1) 

Paul  C. Jenks 

Steuben  (2) 

Wayne  C.  Templer 

Suffolk  (10) 

John  G.  Egner 
Daniel  Friedman 
Thomas  M.  Gellert 
John  G.  Hansen 
Joseph  F.  Palmieri 
Milton  Rosenberg 
Frank  H.  Russell,  Jr. 
Herman  P.  Saltz 
Charles  W.  Shlimhaum 
Leonard  Weitzman 

Sullivan  (1) 

Tioga  (1) 

John  R.  Scott 

Tompkins  (2) 

Stephen  W.  Blatchly 
Dale  B.  Pritchard 

Ulster  (2) 

John  A.  Cooke,  Jr. 
Frederic  W.  Holcomb,  Jr. 

Warren  (1) 

Walter  F.  Harrison,  Jr. 

Washington  (1) 

John  E.  Glennon 

Wayne  (1) 

James  M.  Flanagan 

Westchester  (8) 

Charles  A.  Bertrand 
Allan  H.  Bruckheim 
William  P.  Clark 
Katharine  L.  Friedmann 
Robert  A.  Mayers 
W'illiam  J.  McCann 
Thomas  Dignan  Rizzo 
Charles  Weller 

Wyoming  (1) 

Richard  T.  Williams 

Yates  (1) 


MEDICAL  SCHOOL  DELEGATES  (12) 


Melvin  H.  Becker* 
Edward  C.  Curnen,  Jr. 
Walter  F.  Leavell 
Jack  Richard 


William  J.  Staubitz 
Julius  E.  Stolfi 
Anthony  P.  Tartaglia 
Tamarath  K.  Yolles 


MEDICAL  STUDENT  DELEGATE 

Roger  H.  Coletti* 


Report  of  Tellers 

. . . Speaker  Way  recognized  Isaiah  Gross,  M.D., 
Chairman,  who  presented  the  following  report: 

Dr.  Shanaphy  was  elected  Vice-Speaker  and  Dr.  Wag- 
reich  requested  that  the  record  show  that  it  be  unani- 
mous. 


Delegates  to  the  American  Medical  Association 


Ralph  S.  Emerson  187 

Milton  Gordon 175 

George  Himler  167 

Bernard  J.  Pisani 163 

Charles  D.  Sherman,  Jr 147 

John  A.  Finkbeiner  146 

George  L.  Collins,  Jr 142 

Paul  M.  DeLuca 138 

John  H.  Carter 129 

These  nine  were  declared  elected  delegates  to 
the  American  Medical  Association,  their  two-year 
terms  of  office  to  start  on  January  1,  1976. 

Warren  A.  Lapp 126 

G.  Rehmi  Denton 105 

Wayne  C.  Templer  73 

Francis  J.  Loperfido  73 

Morton  Kurtz 68 

Keith  O.  Guthrie,  Jr 64 

Jay  S.  Reibel  63 

Allison  B.  Landolt 60 

Clarke  T.  Case  58 

Martin  Markowitz,  M.D 52 


The  first  nine  were  declared  alternate  dele- 
gates to  the  American  Medical  Association,  their 
two-year  terms  of  office  to  start  on  January  1, 
1976. 


Closing  Proceedings 

Thanks  to  Committees  and  Staff 

. . . Speaker  Way  thanked  the  convention  committees 
and  the  members  of  the  staff  who  had  worked  so  hard  at 
the  convention  as  follows: 

Henry  I.  Fineberg,  M.D.,  executive  vice-president; 
Edward  Siegel,  M.D.,  deputy  executive  vice-president; 
Eugene  S.  Dombrowski,  annual  meeting  coordinator  and 
director,  business  division;  J.  R’chard  Burns,  J.D.,  gen- 
eral counsel;  George  W.  Forrest,  Jr.,  dinner-dance  coor- 
dinator and  director,  Management  Services;  Alfred  A. 
Angrist,  M.D.,  editor,  New  York  State  Journal  of  Medi- 
cine; Guy  D.  Beaumont,  director,  Division  of  Public  and 
Professional  Affairs,  Morton  N.  Chalef,  director,  PSRO 
and  Related  Activities;  Max  N.  Howard,  M.D.,  director. 
Division  of  Medical  Services;  Bernard  M.  Jackson,  di- 
rector, Division  of  Insurance  and  Membership  Benefits; 
George  J.  Lawrence,  Jr.,  M.D.,  director,  Division  of  Sci- 
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entific  Activities;  Ernest  T.  Mattison,  director,  Division 
of  Research  and  Planning;  Martin  J.  Tracey,  J.D.,  direc- 
tor, Division  of  Legislation;  Richard  M.  Berry,  J.D.,  as- 
sistant to  director,  Division  of  Legislation,;  William  P. 
Brainin,  associate  director,  Division  of  Medical  Services; 
Philip  G.  Keating,  assistant  to  convention  coordinator; 
Francis  J.  McKee,  J.D.,  staff  attorney. 

House  of  Delegates:  Gretchen  Wunsch,  executive  as- 
sociate; Marion  Lee,  coordinator;  Barbara  Denson,  assis- 
tant to  coordinator;  Joan  Grimm,  recorder,  Pauline 
Nodar,  administrative  assistant;  Samuel  Pakula,  steno- 
typist;  Carol  Tessitore,  secretary  to  convention  coordi- 
nator. Reference  Committee  Secretaries— Adela  Ber- 
kwits,  Elizabeth  Bernardi,  Theresa  D’Oria,  Sylvia 
Frank,  Elizabeth  Hirsch,  Pauline  Loscalzo,  Dorothy 
Smith,  Alice  Wheeler.  Assistant;  Frances  Casey.  Reg- 
istration— Mary  Singer,  coordinator;  assistant  to  coordi- 
nator, Beatrice  Duckfield,  Florence  Lynch,  Audrey 
Hudson,  Clara  Wald,  Dorothy  Zoltowski.  Information 
Desk — Catherine  Farrell,  Joan  Rosenberg,  Rosandra 
Scimeca.  Production — Charles  Struzinski  coordinator; 
Theodore  White,  Jacques  Charlier,  Fred  Mcllroy,  James 
O’Reilly.  Supplies  and  Equipment — Florence  Bambek, 
coordinator. 

Press  Room:  Michael  Reichgut,  supervisor,  James 

McCloskey,  assistant  supervisor,  Harry  Dexter,  Chris- 
tian Hynes,  John  Mucci,  Bess  Kurzner,  Eunice  Skelly, 
Eleanor  Tralli,  Florence  Walsleben 


General  Registration:  Robert  Miller,  coordinator; 

Jack  O’Brien,  Evelyn  DeMarco. 

Dinner-Dance  Sales — Catherine  Farrell 
Scientific  Program:  Mollie  Pesikoff,  coordinator; 

Katherine  Heschl,  Clementine  Thompson. 

Technical  Exhibits:  Camille  Cunningham,  coordina- 
tor; Alice  Cowley,  Florence  Rania,  Cathleen  Thayer 
Physicians’  Home:  managing  director,  Beatrice  Hoyt 
Physicians’  Placement  Bureau  Booth:  Elizabeth 

Daepp 

Convention  Committee:  Bernard  J.  Pisani,  M.D., 

convention  and  scientific  program  chairman;  Arthur  H. 
Diedrick,  M.D.,  dinner-dance  chairman;  Albert  H. 
Douglas,  M.D.,  scientific  awards  chairman;  Thomas  S. 
Bumbalo,  M.D.,  scientific  exhibits  chairman;  James  J. 
Quinlivan,  M.D.,  scientific  motion  pictures  chairman; 
and  Julius  E.  Stolfi,  M.D.,  technical  exhibits  chairman. 

Staff  of  the  Americana:  Roy  A.  Young,  Robert  Kielt, 
Nick  Orfanopoulos,  and  Frank  Marino. 

American  Medical  Assistants  Association,  New  York 
State  Society:  The  speaker  expressed  his  thanks  to 

members  of  AMAA,  NYSS,  who  gave  so  generously  of 
their  time. 

Thanks  to  the  Speaker  and  Vice-Speaker 

. . . The  House  gave  a rising  vote  of  thanks  to  Speaker 
Way  and  Vice-Speaker  Wagreich  for  their  just  and  ex- 
cellent handling  of  the  meeting  . . . 

Recess 

. . . Speaker  Way  recessed  the  House  at  12:15  p.m.,  on 
Thursday,  March  13,  1975,  sine  die  .... 
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House  of  Delegates 
Reconvened 


The  reconvened  session  of  the  169th  Annual  Meeting 
of  the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  was  called  to  order  on  Sunday,  April 
27,  1975,  at  9:10  a.m.,  in  the  Georgian  Ballroom  of  the 
Americana  Hotel,  New  York  City. 

George  T.  C.  Way,  M.D.,  Speaker  of  the  House,  pre- 
sided. 

. . . Speaker  Way  made  the  following  remarks: 

This  is  a rather  remarkable  meeting  as  most  of  you 
are  aware.  I think,  at  this  time,  I would  like  to  take  two 
or  three  minutes  to  lay  down  the  ground  rules  so  that  we 
may  have  a productive  meeting  and  so  that  each  mem- 
ber may  rightfully  be  heard. 

You  know  that  this  body  functions  through  reference 
committees.  It  is  our  feeling  that  such  an  arrangement 
would  indeed  be  awkward  at  this  time.  There  is  a 
mechanism  by  which  this  body  as  a whole  can  function 
as  a reference  committee.  This  is  described  in  Sturgis 
and  Sturgis  recommends  that  it  not  be  followed.  Stur- 
gis describes  a mechanism  which,  however,  we  can  fol- 
low. This  is  a type  of  protocol  by  which  we  can  function 
under  these  extraordinary  circumstances  and  which  will 
give  us  a greater  latitude  in  discussing  the  matters  to  be 
presented  today.  This  requires  a motion  for  informal 
discussion  which  can  be  accepted  by  this  House  by  a 
simple  majority.  This  allows  us  to  discuss  a variety  of 
matters  and,  indeed,  a variety  of  motions  at  the  same 
time.  We  all  recognize  that,  at  this  stage,  this  House 
does  not  have  enough  knowledge  to  formulate  a proper 
motion.  This  also  allows  outside  advisors  to  come  in 
and  present  information  to  the  group.  With  this  in 
mind,  I will  now  recognize  a motion  for  informal  discus- 
sion to  pertain  to  the  discussion  today. 

Motion  was  duly  made  and  seconded. 

The  House  voted  approval. 

. . . Speaker  Way  introduced  Gerard  L.  Conway,  J.D., 
Legislative  Counsel.  Mr.  Conway  addressed  the  House 
as  follows: 

When  we  met  here  in  March,  the  House  of  Delegates 
agreed  upon  a number  of  proposals  involving  changes  in 
the  tort  system.  The  proposed  changes  involved  con- 
cepts that  we  felt  would  cause  a breakdown  and  were  the 
source  of  the  problem  since  the  system  was  a part  of  the 
complicated  problem.  We  explained  our  responses  to 
the  particular  deficiencies  we  felt  exist  in  the  present 
system  and  how  changes  in  these  were  incorporated  in 
legislative  proposals  and  were  presented  to  the  Legisla- 
ture for  introduction. 

I can  report  to  you  now,  as  has  been  reported  to  you 
by  written  communication  and  the  media  in  one  form  or 
another,  about  all  of  the  proposals  we  agreed  to  as  being 
necessary  to  change  the  present  system  so  that  the  risk, 
which  became  undefendable,  would  have  delineation  in- 
sofar as  the  statute  of  limitations,  informed  consent,  res 
ipsa  loquitur,  court  procedures,  collateral  source  ad- 
missibility, limitation  on  contingency  fees,  constitution- 
al amendments,  mediation  panels,  admissibility  of  evi- 
dence and  the  mediation  system.  The  proposals  have 
appeared  in  Albany  in  several  different  forms.  In  part, 


they  have  been  duplicated  by  different  pieces  of  legisla- 
tion and  in  part  the  legislation  is  supplementary  and  cu- 
mulative in  effect.  First,  they  appeared  to  a certain  ex- 
tent in  S.  5669,  which  was  Governor  Carey’s  proposal, 
sponsored  in  the  Senate  by  Senator  Lombardi  and  a 
large  number  of  other  senators,  both  Democrats  and  Re- 
publicans. The  tort  changes  that  appeared  in  Governor 
Carey’s  bill  appeared  in  Part  II  of  the  bill  and  were 
sponsored  in  the  Assembly  by  Assemblyman  Silverman 
and  other  assemblymen,  both  Democrats  and  Republi- 
cans. These  involved  the  statute  of  limitations  and 
within  the  statute  of  limitations,  foreign  objects,  the 
continuous  treatment  situation,  the  basic  reduction  of 
the  statute  from  two  to  three  years,  and  the  reduction  of 
infant  disability.  With  respect  to  the  Governor’s  bill, 
informed  consent  is  basically  delineated,  but  not  enough 
in  our  judgment,  the  areas  in  which  informed  consent 
would  be  required.  For  the  first  time,  they  have  de- 
fined informed  consent  in  terms  of  what  a reasonable 
medical  practitioner  would  do  and,  fortunately,  it  added 
a firm  type  of  defense  which  includes  primarily,  the 
right  to  withhold  information  which  ordinarily  would  be 
disclosed  by  a reasonable  medical  practitioner,  if  he  felt 
this  disclosure  might  adversely  affect  the  patient.  It 
also  made  it  clear  in  the  statute  that  a medical  practi- 
tioner would  have  to  be,  to  wit,  the  proximate  cause  of 
the  action. 

The  concept  of  res  ipsa  loquitur  was  abolished  by  the 
Governor’s  bill,  which  also  altered  evidence  of  collateral 
source;  that  is  the  evidence  that,  although  you  might 
have  had  a hospital  bill  of  $10,000,  you  have  received 
recompense  from  your  insurance  program  of  $9,990. 

There  were  meaningful  procedural  changes  in  addi- 
tion which  went  further  than  our  own  proposals  with  re- 
gard to  the  extent  of  mediation  before  trial. 

There  are  five  of  our  proposals  incorporated  in  Part  II 
of  the  Governor’s  bill.  The  bill,  however,  has  three 
parts.  Part  I is  involved  with  the  disciplinary  agency 
being  switched  from  the  Education  Department  to  the 
Health  Department.  This  reflects  some  of  our  concern 
in  providing  for  greater  professional  input  into  the  hear- 
ing panels  that  would,  in  the  first  instance,  make  a de- 
termination as  to  whether  misconduct  had  occurred. 
This  was  one  of  our  suggestions  and  did  set  forth  a dif- 
ferent timbre  in  the  multistep  process  that  has  to  be  ac- 
complished. 

This  bill  also  had  a third  part  which  basically  involves 
a determination  by  the  Superintendent  of  Insurance  as 
to  whether  insurance  was  available,  in  the  voluntary 
market,  and  if  the  determination  was  that  it  was  not 
available,  then  a State  fund  mechanism  would  be  the  ve- 
hicle pursuant  to  which  doctors  would  obtain  insurance 
in  this  State.  The  balance  of  our  program  with  respect 
to  the  tort  changes  with  one  exception  was  introduced 
by  Senator  Lombardi  in  the  Senate.  Again,  these  in 
some  ways  have  been  duplicated  in  the  Governor’s  tort 
section  and  in  some  ways  have  supplemented  it.  These 
were  the  bills  we  described  to  you  and  I am  sure  you  are 
all  familiar  with,  S.  4781  through  S.  4788.  There  was 
difficulty  in  getting  these  bills  introduced  in  the  Assem- 
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bly.  They  have  been  introduced  under  the  aegis  of 
Speaker  Duryea  and  other  Republicans.  The  tort  ques- 
tion is  now  being  discussed  in  the  Assembly  and,  at  this 
point,  we  expect  that  we  will  have  some  Democratic 
sponsors  of  these  bills. 

Since  the  meeting  of  this  House  of  Delegates  in 
March,  a great  deal  has  happened  in  Albany.  There  has 
been  a community  of  effort  on  the  part  of  the  Republi- 
can majority  in  the  Senate,  the  Assembly  Democratic 
majority,  and  the  Governor’s  office,  Senator  Lombardi, 
Assemblyman  Silverman,  Governor  Carey,  and  a num- 
ber of  others.  All  have  been  working  on  S.  5669,  which 
has  been  the  subject  of  a great  deal  of  pressure  from  a 
great  number  of  different  sources.  Nothing  has  passed 
at  this  point  in  Albany.  This  situation  was  a bit  uncer- 
tain as  we  left  there  Friday. 

The  Governor’s  original  proposal  with  respect  to  Part 
III  has  been  amended  to  include,  as  an  interim  measure, 
a mechanism  which  comes  into  play  if  the  Superinten- 
dent of  Insurance  finds  that  the  voluntary  market  can- 
not provide  for  this  need.  Prior  to  activation  of  the 
State  Insurance  Fund,  a Joint  Underwriting  Association 
would  be  the  vehicle.  We  have  basically  continued  to 
argue  in  Albany,  with  respect  to  the  Governor’s  bill,  for 
inclusion  of  more  changes  and  certain  supplementation 
of  individual  Lombardi  bills.  We  have  made  it  very 
clear  to  Albany,  or  attempted  to  make  it  clear  to  Albany, 
the  necessity  of  having  vehicles  that  are  acceptable  to 
us.  Along  these  lines,  we  have  had  great  difficulty, 
which  at  least  in  part,  has  been  generated  by  a less  than 
overwhelming  response  to  the  Medical  Liability  Mutual 
Insurance  Company.  The  legislators  advise  us  that  the 
Physicians’  Mutual  Company  is  their  solution.  How- 
ever, the  information  we  have,  from  what  they  hear  from 
their  own  people,  it  hasn’t  been  overwhelmingly  accept- 
ed in  certain  areas.  Now,  obviously,  in  terms  of  a volun- 
tary market,  the  Medical  Liability  Mutual  Insurance 
Company  is  the  only  game  in  town  to  the  extent  that  Al- 
bany is  led  to  believe  that  game  is  not  really  ever  going 
to  become  a viable  entity.  Then,  they  must  insist  on 
other  vehicles.  We  have  been  attempting  to  convince 
them  and  the  physicians  along  these  lines.  With  re- 
spect to  legislation  of  the  choice  of  vehicles,  you  have 
three  clear  choices.  The  State  Insurance  Fund  is  abso- 
lutely an  intolerable  mechanism  and  is  unacceptable  for 
a number  of  reasons,  and  we  have  communicated  this  to 
the  leaders  and  to  the  rank  and  file  in  Albany.  The 
Joint  Underwriting  Association,  particularly  as  pro- 
posed by  the  insurance  industry,  is  equally  unacceptable 
in  my  judgment.  I made  it  clear  to  you  in  March  that 
legislation  could  not  be  arrived  at  without  providing  a 
vehicle  of  some  sort.  We  continue  to  give  a basis  for  our 
view  in  Albany  of  the  Medical  Liability  Mutual  Insur- 
ance Company  and  the  voluntary  market  which  requires 
a lot  of  response  and  we  continue  to  perpetuate  the  view 
of  the  other  two  vehicles  as  unacceptable  vehicles. 

The  pressures  that  work  in  Albany  have  resulted  in  no 
movement  on  the  Governor’s  bill  and  these  come  from 
sources  that  are  well  identified  to  all  of  us.  The  insur- 
ance industry  has  attempted  to  topple  the  bill.  I am 
sure  you  are  all  aware,  through  the  newspapers,  about 
concerns  expressed  between  the  Health  Department  and 
the  Board  of  Regents  with  respect  to  Part  I.  Of  course, 
on  the  most  significant  section  with  respect  to  your  in- 
terests, Part  II,  we  have  the  lawyers  and  some  allegedly 
consumer  groups  involved,  putting  counter-pressures  to 
the  pressures  we  are  putting  on.  It  has  been  reported, 


as  recently  as  Friday,  that  negotiations  between  the 
Senate  leaders  and  the  Governor’s  people  have  broken 
down.  This  may  well  be  the  case,  but  the  final  line  has 
not  been  drawn. 

The  Senate  has  introduced  three  new  bills,  S.  5675,  S. 
5676  and  S.  5677.  This  is  a different  approach,  but 
comparable  to  the  Governor’s  bill.  S.  5675  is  essentially 
Part  I of  the  Governor’s  bill,  but  in  a separate  bill.  S. 
5676  is  essentially  Parts  II  and  III  of  the  Governor’s  bill, 
the  tort  sections  and  vehicle  sections,  which  is  still  di- 
vided into  three  parts — the  voluntary  market,  Joint  Un- 
derwriting Association,  and  State  Insurance  Fund  in 
consecutive  order.  The  third  bill,  S.  5677,  supplements 
the  tort  changes  in  a revised  form  and  contains  admissi- 
bility of  mediation  panel  recommendations,  which  is 
4785  in  Lombardi’s  original  package.  This  is  a slightly 
different  approach  than  the  approach  adopted  by  the 
Governor. 

Basically  the  Legislature  has  before  it  amendments  of 
the  concepts  we  felt  to  be  important  and  which  had  been 
introduced  in  the  Health  Care  Indemnification  article 
providing  for  an  administrative  board  determination  as 
a mandated  prerequisite  to  trial.  However,  it  does  pre- 
serve the  right  to  jury  trial  after  going  through  the  ad- 
ministrative hearing.  After  the  hearing  the  plaintiff  can 
appeal  to  the  full  board  or  opt  to  go  on  to  jury  trial 
where  the  results  of  the  initial  hearing  are  admissible 
into  evidence.  If  the  plaintiff’s  award  from  the  jury  is 
the  same  or  less  than  that  which  he  would  have  received 
from  the  board,  he  is  responsible  for  the  actual  court 
costs.  This  is  a kind  of  provision,  in  our  judgment  as  a 
practical  matter,  that  would  result  in  the  courts  being 
selected  in  very,  very  few  instances,  but  is  difficult  to 
predict  now  and  has  generated  an  awful  lot  of  pressures 
going  on  in  Albany.  I think  it  is  important  from  a legis- 
lative standpoint.  It  would  be  advantageous  for  the  So- 
ciety if  it  determined  today  to  encourage  its  members  to 
join  the  Medical  Liability  Mutual  Insurance  Company 
because,  if  the  mutual  is  not  available  when  the  legisla- 
ture must  address  itself  to  a vehicle,  it  can  address  itself 
to  the  only  two  other  vehicles;  one,  the  mandated  con- 
sortium of  the  Joint  Underwriting  Association,  which 
for  very  good  reasons  should  not  be  acceptable  to  us; 
and  the  State  Insurance  Fund,  which  is  totally  unac- 
ceptable. I cannot  impress  upon  you  enough  the  fact 
that  continued  reluctance  to  emplace  the  mutual  com- 
pany has  resulted  in  pressures  in  Albany  to  keep  the 
Joint  Underwriting  Association  and  the  State  Insurance 
Fund  in  the  forefront  because,  quite  frankly,  they  feel 
that  these  are  going  to  be  the  only  vehicles  available. 

. . . Speaker  Way  then  introduced  Donald  J.  Fager, 
Esq.,  who  addressed  the  House  as  follows: 

Some  months  ago,  in  January,  I said  in  a letter  to  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York,  in  conjunction  with  Dr.  Patterson’s  Subcommit- 
tee, that  as  of  July  1 there  were  few,  and  I underlined 
few,  alternatives  insofar  as  insurance  mechanisms  were 
concerned.  I also  said  that  no  mechanism,  no  insurance 
mechanism,  could  resolve  this  problem  without  mean- 
ingful changes  in  our  method  of  adjudicating  malprac- 
tice cases.  And  so,  I postulated  these  alternatives. 
Number  one,  the  voluntary  insurance  industry;  number 
two,  some  State  statutory  solution  such  as  JUA;  or  num- 
ber three,  formation  by  the  State  Medical  Society  of  its 
own  mutual  insurance  company.  I said  the  voluntary 
solution  I did  not  think  would  ever  occur,  not  by  July  1 
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at  any  rate,  and  nothing  we  have  heard  or  read  or  said  to 
anybody  in  the  insurance  industry  and  the  meetings  we 
have  had  with  representatives  of  the  industry  as  a 
whole,  representatives  of  the  companies  individually, 
has  changed  that  one  iota. 

At  the  meeting  of  this  House  in  March,  I was  asked  by 
the  reference  committee,  if  legislative  changes  came 
about,  if  the  industry  would  then  come  back  into  the 
picture  and  be  willing  to  comply  with  our  insurance 
needs.  I said  then,  and  1 say  now,  the  carriers  individu- 
ally will  probably  say,  recognizing  that  the  insurance  in- 
dustry is  coming  through  two  of  the  worst  years  in  their 
history  with  many  losses  in  insurance  and  in  invest- 
ments, “Let’s  wait  and  see  how  the  changes  work  out.” 
They  have  not  responded  to  this  problem  except  by  way 
of  the  Joint  Underwriting  Association  when  a number  of 
companies  came  forward  and  said,  “If  you  pass  a law 
and  if  we  are  permitted  to  monopolize  this  industry,  if 
we  get  a 100%  increase  in  the  rates,  if  we  can  charge  each 
doctor  $600  a year  above  the  premiums,  if  (this  is  in  the 
bill  Mr.  Conway  presented  to  us  yesterday)  the  com- 
panies have  the  sole  right  to  determine  whether  a case  is 
to  be  settled  or  not,  we  will  provide  insurance.”  And, 
along  the  way,  the  organization  called  the  State  Insur- 
ance Fund  came  forward  as  a proposed  solution  and  the 
; State  Insurance  Fund  said,  “We  will  provide  insurance 
i if  we  are  a monopoly,  if  we  have  sole  right  to  determine 
whether  a case  should  be  settled,  and  if  we  can  set  rates 
somewhere  between  30  and  50%  and  have  coinsurance  or 
a deductable  clause  so  that  every  doctor  can  be  made  to 
pay  part  of  the  settlement  up  to  $300,000,  then  we  will 
provide  insurance.”  Those  are  the  proposed  solutions 
offered. 

I did  say  in  this  same  letter  to  the  Council,  that  I felt 
that,  come  July  1,  the  only  viable  mechanism  that  could 
provide  coverage  in  the  best  interest  of  the  physicians  in 
this  Society  and  on  the  basis  of  being  fair  to  both  the 
doctors  and  the  public  would  be  their  own  insurance 
company.  I qualified  that,  Dr.  Patterson’s  Subcommit- 
tee qualified  that,  and  the  Subcommittee  and  Council 
qualified  that,  and  this  House  in  March  qualified  that 
by  saying,  “We  agree  with  you.  We  think  that  you 
should  go  forward  with  the  formation  of  this  company, 
but  that  policies  should  be  issued  and  the  company 
should  go  into  business  only  if  meaningful  legislation 
has  taken  place.”  I cannot,  on  that  basis  in  good  con- 
science come  before  you  today  and  say  that  the  Medical 
Society  should  now  give  final  approval  to  this  company 
to  go  into  business  and  to  issue  policies. 

I am  very  mindful  that  this  decision  cannot  be  made 
at  this  time  since  the  Medical  Society  can  finally  decide 
only  when  legislative  changes  have  been  accomplished. 
But,  I do  come  before  you  and  say  that  it  is  in  the  inter- 
est of  this  Society  that  the  process  of  being  prepared  to 
write  insurance  must  continue  and  must  have  your  sup- 
port. 

Going  back  to  July  and  August  of  last  year,  Dr.  Pat- 
terson’s Subcommittee  talked  about  the  possibility  of 
selfinsurance  because  some  physicians  said  that  there 
are  many  things  we  can  do  better  having  the  best  claims 
investigation,  having  the  best  legal  defense  we  can  possi- 
bly have,  fighting  every  meaningful  case  that  comes 
along,  and  making  no  payment  on  cases  without  merit. 
The  committee  considered  this  and  we  were  prepared  in 
January  to  address  ourselves  to  the  question  of  getting 
this  company  going.  It  was  a massive  undertaking.  We 

1 thought  we  had  five  short  months  then,  and  as  it  turned 


out,  we  found  out  that  a month  was  going  to  be  taken  off 
because  the  Superintendent  had  to  make  a decision  ear- 
lier than  the  expected  date.  Many  people  said  structur- 
ally and  physically,  it  couldn’t  be  done.  The  Society  re- 
tained expert  legal  counsel  to  work  on  this  and  they  are 
represented  here  today.  They  retained  experts  in  the 
accounting  field  and  moved  ahead.  And  now,  I do  not 
think  anybody  questions  that  physically  and  structural- 
ly this  company  can  be  ready  to  go.  But,  there  is  a 
skepticism  about  the  willingness  of  doctors  to  support 
this  company  with  their  funds.  We  will  not  convince 
the  Superintendent  of  Insurance  this  is  a viable  mecha- 
nism unless  the  doctors  support  this  company  by  a loan 
or  contribution  in  the  amount  of  $1750  for  each  physi- 
cian who  wants  to  be  insured  in  the  program.  The  Su- 
perintendent must  make  a decision.  He  must  decide 
whether  this  is  a viable  enterprise  and  must  decide 
whether  the  rate  to  be  charged  is  an  adequate  rate  under 
all  the  circumstances.  Dr.  Arthur  J.  Mannix  is  going  to 
follow  me  and  he  will  talk  about  other  aspects  of  the 
company,  and  the  rates. 

I feel  that  I would  be  derelict  in  our  responsibility  to 
you  if  I did  not  present  all  the  information  I have  up  to 
the  moment  on  all  aspects  of  this  endeavor.  I can  tell 
you,  a few  short  days  before  Superintendent  Keepnews’ 
tragic  and  untimely  death,  there  was  a meeting  in  his  of- 
fice. He  presented  to  us  the  insurance  industry’s 
suggestion  that  the  rates  in  this  program  be  increased  by 
100%.  We  immediately  responded  to  that  by  saying 
that  that  was  not  based  on  our  actuarial  impressions 
and  the  actuarial  impressions  of  the  man  who  has  been 
calculating  the  premiums  for  this  Society  for  ten  or 
twelve  years.  Before  that  meeting  was  over  and  in  later 
conversations  held  by  the  Superintendent  with  the  law- 
yers who  are  representing  the  Society,  we  left  an  indeli- 
ble impression  on  this  man  and  the  other  people  in  the 
Department.  There  were  serious  questions  indeed 
about  the  credibility  of  the  insurance  companies  predic- 
tion of  a 100%  increase.  We  are  continuing  with  that 
battle.  We  must  pursue  it  and  fight  with  all  the  energy 
we  can  muster  to  get  the  Superintendent  to  approve  our 
company  at  the  most  reasonable  rates  possible  under  all 
the  circumstances. 

The  Superintendent  said  he  thought  the  present  rate 
was  inadequate.  We  told  him  how  strongly  the  doctors 
felt  about  this.  He  must  approve  the  rates  and  the 
Board  of  Directors  of  your  company  must  approve  the 
rates.  Yesterday,  we  had  a report  from  the  Actuary  for 
the  State  Medical  Society.  He  has  reviewed  all  of  the 
most  recent  statistics  of  the  program.  He  feels  there  is 
no  basis  in  fact  either  for  the  100%  increase  suggested  by 
the  JUA  or  the  30%  or  50%  increase  suggested  by  the 
State  Insurance  Fund.  It  is  his  opinion  that,  if  tort 
changes  are  passed  and  if  we  get  contributions  to  our 
capital  (we  are  striving  for  something  in  the  range  of  $35 
million)  of  $30  million,  he  could  predicate  a rate  in- 
crease of  approximately  10%. 

Many  of  the  doctors  involved  in  the  program  have 
travelled  around  the  State  and  addressed  themselves  to 
different  county  organizations,  hospital  groups,  and  so 
on,  and  the  question  comes  up  about  the  availability  of 
insurance  on  July  1.  I am  convinced  from  what  I have 
heard  from  Mr.  Conway  and  others  that  it  is  not  a ques- 
tion of  whether  insurance  of  some  kind  will  be  available 
July  1.  There  will  be  insurance.  It  is  a question  of 
whether  it  will  be  the  kind  of  insurance  you  want, 
whether  it  will  be  insurance  imposed  by  the  State  in  the 
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form  of  a State  Insurance  Fund  or  JUA  or  an  insurance 
company  whose  members  are  the  policyholders — the 
doctors  who  can  face  up  to  the  challenge  with  meaning- 
ful legislative  changes  in  the  conduct  of  these  cases  and 
who  can  run  this  mechanism  in  the  way  that  will  best  af- 
ford protection  for  the  doctors  and  for  the  public. 

. . . Speaker  Way  then  introduced  Arthur  J.  Mannix, 
M.D.,  President  Pro  Tem  of  the  Medical  Liability  Mu- 
tual Insurance  Company,  who  addressed  the  House  as 
follows: 

From  its  inception,  the  concept  of  a captive  insurance 
company  was  approved  with  a pledge  that  no  policy 
would  be  issued  to  any  doctor  in  this  State  until  mean- 
ingful legislative  reforms  had  been  enacted.  That  was 
the  first  structure  of  this  company  and  it  needs  to  be  re- 
iterated and  clearly  understood  today;  that  no  policy  for 
the  doctors  of  this  State  will  be  written  by  this  company 
until  such  time  as  significant  legislation  has  been  enact- 
ed. But,  it  is  incumbent  upon  us  to  be  ready  to  write 
those  policies  for  we  can  no  longer  afford  the  luxury  of 
sitting  back  and  seeing  what  is  going  to  happen  in  Alba- 
ny and  then  decide  if  we  want  to  go  ahead. 

I would  like  to  give  you  an  up-to-date  report  as  to  the 
structure  of  the  company  as  currently  constituted.  As 
you  know,  articles  of  incorporation  were  signed  in 
March.  The  first  Board  of  Directors  meeting  was  held 
by  the  incorporators  in  April,  April  4th  to  be  exact.  A 
letter  of  solicitation  was  sent  out  to  all  the  physicians  in 
the  State  Society  urging  their  support.  I think  there 
were  some  misconceptions  about  some  of  the  documents 
which  went  out  as  to  the  urgency  of  the  contributions. 
This  State  Society  conducted  an  opinion  poll  which 
showed  overwhelming  support  of  the  members  for  this 
company,  but  that  is  not  the  poll  which  takes  the  great- 
est credence.  As  you  have  noticed  in  most  of  the  news- 
paper articles,  this  discussion  of  insurance  is  addressed 
to  the  legislative  proposals  in  Albany  of  the  State  Insur- 
ance Fund  versus  a joint  consortium  on  a more  or  less 
dragoon  basis  to  write  your  policies.  There  is  very,  very 
little  credence  given  to  the  State  Society’s  program. 
Our  law  firm,  which  has  been  instrumental  in  the  prepa- 
ration of  the  necessary  legal  documents  to  bring  us  to 
the  position  where  we  are  viable,  has  told  us  that  this  is 
the  first  mutual  company  to  be  formed  in  the  last  forty 
years  and  is  the  most  simple  and  biggest  indemnity  op- 
eration in  the  insurance  industry’s  history  in  New  York 
State,  to  have  conceivably  a capital  surplus  of  $35  mil- 
lion, plus  a premium  flow  to  bring  us  in  excess  of  $100 
million  total  by  the  end  of  the  first  fiscal  year.  This  is 
really  of  magnitudinous  proportions,  but  despite  the 
awesomeness  of  this,  our  credibility  stands  at  low  ebb  in 
Albany. 

Now  the  Superintendent  of  Insurance  must,  sometime 
in  the  very  immediate  future,  make  a decision  as  to 
which  options  are  available  to  him  to  make  sure  that 
malpractice  insurance  irrespective  of  cost  is  available. 
He  looks  to  us  and,  if  we  have  10%  or  15%  of  our  doctors 
backing  this  program  with  their  $1750,  he  will  consider 
that  we  are  not  a viable  company.  If  we  have  30%  or 
40%,  he  will  consider  that  we  have  not  generated  enough 
capital  surplus  to  go  into  this  business.  If  we  have  60% 
of  our  doctors  supporting  this  program,  he  will  then  en- 
tertain some  degree  of  consideration  for  our  position.  If 
we  come  to  him  with  80%  to  85%  of  our  members  saying 
that  this  is  the  insurance  we  have  chosen,  then  he  will 
have  no  alternative  but  to  advise  that  this  is  in  fact  a 


viable  company.  This  is  a decision  he  will  have  to  make 
in  the  very  immediate  days  ahead. 

We  are  no  longer  in  a position  to  sit  back  and  say  let’s 
wait  and  see  what  the  other  fellow  does  and  let’s  see 
what  legislation  is  passed  in  Albany  before  we  decide  be- 
cause when  that  legislation  is  passed  time  will  be  so  re- 
strictive we  will  not  be  a credible  insurance  company  to 
deal  with. 

In  the  discussions  which  have  gone  on  so  far  with  the 
Department  of  Insurance,  that  office  has  been  exceed- 
ingly cooperative  to  the  doctors’  representatives  who 
have  appeared  in  our  behalf  to  start  up  a company. 
The  paperwork  has  been  expedited  and  comments,  criti- 
cism and  constructive  advice  has  been  given  to  that 
company  in  order  for  it  to  have  come  to  where  it  stands 
today.  This  was  true  with  Mr.  Schenck,  continued  with 
the  late  Mr.  Keepnews,  and  his  acting  successor  has 
been  more  than  exemplary  in  assisting  our  representa- 
tives in  this  pursuit.  But,  when  it  comes  down  to  dis- 
cussions on  rates,  I want  you  to  consider  several  things. 
The  State  Insurance  Fund,  in  the  legislative  proposals 
by  the  Governor  and  so  on,  has  built  into  it  a factor  of 
up  to  25%  for  administrative  costs — 25%  for  a bureau- 
cracy to  run  the  program  which  is  in  an  already  efficient 
condition  in  this  State.  The  private  sector  looks  for 
profits.  The  voluntary  people  suggest  a 100%  increase. 
The  State  Insurance  Fund  has  upped  its  considerations 
to  50%  over  the  current  premium  flow.  There  is  not  a 
single  voice  at  the  office  of  the  Insurance  Department 
who  speaks  for  you  except  the  representatives  of  a cap- 
tive company,  your  company.  You  must  give  strength 
to  their  voice  by  supporting,  in  the  next  48  hours,  your 
commitment  on  the  $1750.  This  is  the  only  way  that  we 
can  influence  the  Insurance  Department  and  the  people 
in  the  Legislature  and  let  them  know  that  the  doctors  do 
not  want  the  joint  consortium,  which  is  trying  to  raise 
your  rates  100%  plus  making  you  contribute  in  addition 
to  that  $600  a year  for  capital  surplus  until  a $50  million 
goal  has  been  achieved;  or  the  State  Insurance  Fund, 
which  is  a monopoly,  which  has  deductable  features,  and 
which  expects  to  take  away  your  right  to  defend  cases. 
We  talk  about  constitutional  rights — the  right  of  the  pa- 
tient to  a trial.  The  joint  underwriters  and  the  State 
Insurance  Fund  take  away  your  right  to  defend  yourself. 
I think  this  is  a paramount  comparison  between  the 
pledge  we  would  make  to  you  to  defend  every  single  suit 
which  is  meritorious  or  nonmeritorious. 

We  are  at  the  crossroads  and  while  some  of  us  go  one 
way  or  another,  we  must  make  a decision  today  as  to 
where  we  go  from  here.  This  company  is  structurally 
ready  to  write.  You  have  heard  Mr.  Fager  present  the 
concept  of  Mr.  James  Durkin,  our  actuary,  who  has  ap- 
peared before  many  council  meetings  and  many  State 
organizations  on  hearings  on  malpractice  insurance 
rates  and  who  is  an  authority  in  this  country  on  the  rate- 
making structure.  Great  weight  will  be  given  to  his  pre- 
sentation which  will  be  filed  on  your  behalf  tomorrow 
with  the  Insurance  Department.  But,  if  he  is  speaking 
for  only  10%  of  us  or  30%  or  50%,  his  voice  is  a whisper, 
and  I would  urge  you  to  support  this  company  at  this 
time. 

One  more  word  for  those  of  you  who  are  concerned 
about  the  mutual  concept.  Your  mutual  commitment 
to  the  company  is  in  a nonassessable  type  program. 
You  may  wonder  where  the  money  has  come  from  to 
start  this  up.  As  you  know,  the  State  Society  assess- 
ment fund  has  allocated  a provision  of  money  as  seed 
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money  which  will  be  returned  to  the  assessment  fund 
should  this  company  fly.  To  date,  with  all  the  account- 
ing work  and  legal  research,  the  expenditures  are  about 
$40,000. 

We  have  received  $3%  million  to  date.  Now,  if  we 
break  this  down,  this  represents  about  2,000  doctors. 
Many  of  you  in  your  county  societies  have  taken  the  po- 
sition, “Let’s  wait  until  after  this  meeting  before  going 
ahead.”  If  you  consider  the  other  two  alternatives, 
there  is  no  way  to  go  unless  it  is  through  your  own  com- 
pany. The  money  is  on  deposit  with  the  First  National 
City  Bank  which  has  been  designated  as  custodian  of 
our  account  at  the  present  time. 

. . . Speaker  Way  introduced  Kent  McKamy  of  Man- 
ning, Selvage  and  Lee,  Inc.,  the  firm  handling  the  pub- 
licity program  of  the  MSSNY,  who  addressed  the  House 
as  follows: 

I think  we  can  say  quickly  that  the  public  has  been 
made  aware  of  the  malpractice  situation  because  of  the 
attention  of  the  media  which  has  been  focussing  on  the 
malpractice  problem.  There  has  been  substantial  cov- 
erage of  many  many  things  pertaining  to  this  project. 

Between  February  21st  and  April  27th,  more  than  50 
press  releases  were  prepared  and  distributed  to  more 
than  500  newspapers,  magazines,  and  radio  and  televi- 
sion stations  in  New  York  State.  Specifically,  here  is 
what  appeared:  There  have  been  384  articles  in  news- 
papers and  magazines  in  New  York  State.  More  than 
two  dozen  editorials  have  appeared  in  important  publi- 
cations such  as  Barons,  Time,  the  New  York  Times,  the 
Daily  News,  the  Rochester,  Buffalo,  Syracuse  and  Alba- 
ny newspapers,  etc.  There  have  been  a number  of  sup- 
porting editorials.  I don’t  know  how  many  of  you  have 
seen  Newsday  and  the  New  York  Daily  News  this  morn- 
ing, but  each  of  those  newspapers  had  editorials  in  sup- 
port of  the  Medical  Society’s  position.  And,  in  addi- 
tion, there  have  been  editorials  in  the  New  York  Times 
and  leading  newspapers  in  this  State  and  other  states 
supporting  the  position  of  the  Medical  Society. 

There  have  been  more  than  three  dozen  AP  and  UPI 
Statewide  wire  service  stories  creating  public  awareness 
as  well  as  numerous  syndicated  articles  circulated 
around  the  State.  There  have  been  78  television  inter- 
views and  199  radio  interviews  and  newscasts.  167  sup- 
port groups  have  been  contacted  with  physicians  relat- 
ing the  Medical  Society’s  position  to  a whole  variety  of 
organizations,  clubs  and  so  on.  78  physicians  have  been 
trained  under  our  Speaker  Training  Program.  Kits 
were  prepared  for  the  physicians  in  this  program  and  a 
factual  booklet  has  received  wide  distribution  through- 
out the  State.  We  have  been  getting  feedback  and  have 
numerous  gross  impressions  from  the  readers  and  voters 
of  New  York.  In  addition,  over  100,000  signed  petition 
cards  have  been  collected  to  date  and  distributed  to  the 
desks  of  key  legislators  in  Albany — petitions  that  sup- 
port Senate  bills  4781  through  4788.  Basically,  the 
message  has  gotten  through  in  that  area. 

We  have  the  first  results  of  the  Yankelovich  study, 
which  we  have  just  received.  I will  just  highlight  a cou- 
ple of  key  items.  Seven  out  of  ten  New  York  State  resi- 
dents believe  it  is  the  general  public  and  not  the  doctors 
who  are  burdened  with  the  high  cost  of  malpractice  in- 
surance. And  73%  of  the  people  in  the  State  feel  that 
bills  introduced  in  the  State  Legislature  dealing  with 
the  malpractice  crisis  should  be  accorded  a high  priority 
in  dealing  with  it.  Two  out  of  three  people  believe  that 


proposed  changes  in  malpractice  legislation  are  in  the 
public  interest. 

So,  I think  it  is  fair  to  say,  yes  the  message  has  gotten 
through.  The  public  understands  the  position  of  the 
Medical  Society  and  the  public  supports  it.  The  legisla- 
tors are  getting  the  message. 

Following  the  address  by  Mr.  Fager,  Mr.  James  H. 
Durkin,  actuary  from  the  firm  of  Peat,  Marwick,  Mitch- 
ell & Co.,  in  response  to  a question  as  to  what  would  be 
done  with  the  $1,750.00  contribution  to  the  Medical  Lia- 
bility Mutual  Insurance  Company,  in  case  the  company 
not  be  authorized  to  write  malpractice  insurance,  an- 
swered that  the  $1,750.00  would  be  refunded  to  the 
members.  Concerning  the  premium  rate  increases,  Mr. 
Durkin  responded  as  follows:  A 15%  increase  will  go 

with  the  contingency  requirements  on  the  size  of  your 
surplus.  The  increase  is  15%  if  the  capital  surplus 
reaches  $30  million.  The  risk  factors  are  highly  impor- 
tant. If  your  surplus  reaches  less  than  $30  million 
(from  $20  million  to  $30  million)  my  figures  require  an 
additional  Five  percentage  points,  and,  if  your  surplus  is 
less  than  $20  million,  (something  less  than  $20  million) 
this  might  not  allow  you  a viable  operation  and,  further- 
more, the  Commissioner  might  not  accept  it.  I would 
then  require  an  additional  5%  risk  factor  to  make  up  the 
inadequacy.  You  would  take  5%  off  these  figures  with 
legislation. 

I will  offer  you  my  opinion  on  the  tort  changes.  It 
can  only  be  demonstrated,  in  a significant  way,  in  five  or 
ten  years.  The  significance  lies  in  the  fact  that  over  a 
period  of  time  these  figures  will  tend  to  rise  and  there  is 
an  unpredicted  trend  increase  in  costs.  If  it  goes  in  that 
direction,  we  will  have  to  have  a 20%  growth  in  costs. 
That  20%  could  be  reduced  in  my  judgment,  but  is  a 
most  important  element  of  the  tort  changes. 

The  following  resolutions  were  presented  for  informa- 
tion: 

Resolution  75-141,  Support  of  Medical  Liability 
Mutual  Insurance  Company 

Introduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Section 
on  Anesthesiology 

Whereas,  The  New  York  State  Society  of  Anesthe- 
siology will  support  the  Medical  Liability  Mutual  In- 
surance Company,  only  if  meaningful  legislative 
changes  are  passed  and  providing  there  is  no  increase 
in  premium;  therefore  be  it 

Resolved,  That  the  Medicai  Society  of  the  State  of 
New  York  support  the  Medical  Liability  Mutual  In- 
surance Company,  only  if  meaningful  legislative 
changes  are  passed  and  providing  there  is  no  increase 
in  premium. 

Resolution  75-143,  Support  in  Principle  of  Lom- 
bardi Bill  Si  323 

Introduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Section 
on  Anesthesiology 

Whereas,  Changes  in  disciplinary  proceedings  have 
been  proposed  by  the  Medical  Society  of  the  State  of 
New  York;  and 

Whereas,  The  New  York  State  Society  of  Anesthe- 
siology supports  in  principle  Lombardi  Bill  S1323  on 
this  subject;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  in  principle,  Lombardi  Bill  S1323 
which  proposes  changes  in  disciplinary  proceedings. 

Resolution  75-145,  Support  in  Principle  of  Lom- 
bardi Bills  S4781  through  S4788 

Introduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Section 
on  Anesethesiology 

Whereas,  The  New  York  State  Society  of  Anesthe- 
siology supports  in  principle  the  reforms  of  the  Lom- 
bardi Bills  S4781  through  4788;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  in  principle  the  reforms  embodied 
in  Lombardi  Bills  S4781  through  4788. 

Medical  Liability  Mutual  Insurance  Company  and 
Special  Meeting  of  the  House  of  Delegates 

. . . Speaker  Way  recognized  Ralph  E.  Schlossman, 
M.D.,  Queens,  who  presented  the  following  motion: 

That  the  House  of  Delegates  approve  the  actions 
that  have  been  instituted  with  regard  to  our  insurance 
company  and  implement,  as  well  as  possible,  the  ef- 
forts to  get  the  necessary  funds  to  support  the  compa- 
ny and  to  satisfy  the  objections  of  our  members  about 
the  possible  failure  of  the  legislative  proposals,  as  well 
as  to  establish  a firm  date  to  reconvene  this  House  of 
Delegates  in  order  to  make  the  ultimate  decision. 

After  discussion,  Speaker  Way  divided  the  question 
and  presented  the  following  motions. 

1)  That  this  House  of  Delegates  endorse  the  Medi- 
cal Liability  Mutual  Insurance  Company  and  encour- 
age its  support. 

The  House,  after  discussion,  voted  to  adopt 
the  above  motion. 

2)  That  this  House  of  Delegates  mandate  that  a 
special  meeting  of  the  House  of  Delegates  be  called  at 
some  unspecified  date  to  make  a final  decision  with 
regard  to  the  Medical  Liability  Mutual  Insurance 
Company,  after  legislative  action  and  the  decision  of 
the  Superintendent  of  Insurance  have  been  made. 

The  House,  after  discussion,  voted  to  adopt 
this  motion. 

Resolution  75-142,  Opposition  to  the  New  York 
State  Insurance  Fund  and  Joint  Underwriters  As- 
sociation Proposal 

Introduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Section 
on  Anesthesiology 

Whereas,  The  New  York  State  Society  of  Anesthe- 
siology has  gone  on  record  as  being  opposed  to  both 
the  State  Insurance  Fund  Proposal  and  the  Joint  Un- 
derwriters Association  Proposal;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  go  on  record  as 
being  opposed  to  both  the  State  Insurance  Fund  Pro- 
posal and  the  Joint  Underwriters  Association  Propos- 
al. 

The  House  voted  to  adopt  resolution  75-142. 

Status  of  the  Assessment 

. . . Speaker  Way  recognized  Ralph  S.  Emerson,  M.D., 
President,  who  reported  as  follows: 

I will  try  to  be  brief,  but  a few  remarks  here,  I think, 


are  pertinent.  A few  years  ago,  we  had  an  assessment  of 
$100  to  set  up  our  own  building,  because  it  was,  we 
thought,  a financial  necessity.  We  had  a return  of  97% 
or  98%.  A few  months  ago,  when  this  malpractice  crisis 
hit  us,  we  felt  that  we  needed  funds  to  do  a publicity 
campaign.  Knowing  or  suspecting  what  was  going  to 
happen  with  regard  to  governmental  action,  we  thought 
of  making  a provision  for  setting  up  our  own  insurance 
company  just  in  case.  Today,  you  have  voted  unani- 
mously to  proceed  with  the  mutual  company.  We  have 
had  a $100  assessment  for  which  I will  take  full  respon- 
sibility. I proposed  it  in  the  Council,  and,  if  you  want  to 
impeach  me,  you  will  get  a resounding  second  from  my 
family.  It  is  very  important  to  have  unanimity  to  back 
the  State  Medical  Society  because  without  it,  you  do  not 
have  a chance. 

I invited  Dr.  Kevin  M.  Cahill  to  come  to  our  meeting. 
He  called  me  on  Friday  and  said  that  things  were  falling 
apart  in  Albany  and  that  he  had  to  go  back  to  meet  with 
the  Governor.  He  asked  me  to  extend  his  apologies. 
He  is  a practicing  physician  and  is  trying  to  put  together 
a program  in  the  public  interest  with  which  we  can  live. 

I am  certainly  happy  that  you  took  the  action  you  did 
on  the  Medical  Liability  Mutual  Insurance  Company 
and  that  you  also  reaffirmed  our  position  on  the  points 
we  stand  for  in  our  legislative  program.  The  purpose  in 
mentioning  the  Indiana  Plan  was  to  give  you  something 
as  a handle  to  bring  to  the  attention  of  the  legislators  as 
the  kind  of  principles  we  stand  for. 

I would  like  to  give  you  a rundown  on  the  assessment 
receipts.  19,014  members  have  paid  the  $100;  5,261 
members  have  not  paid.  The  Society’s  Bylaws  require 
us  to  send  out  notices  to  those  who  have  not  paid.  We 
have  tried  to  be  a little  foresighted  in  this  regard,  but,  as 
of  May  15,  we  are  required  by  the  Bylaws  to  send  out 
notices  to  the  delinquent  members  stating  that,  unless 
they  pay  the  $100  assessment  by  June  15,  we  must  drop 
them  from  membership. 

We  urge  you,  now  that  you  have  voted  unanimously 
for  the  mutual  insurance  company  and  to  support  the 
legislative  program,  to  go  back  and  get  our  delinquent 
members  to  pay  the  assessment. 

Address  by  Frank  A.  Vesey,  M.D.,  New  York,  a Life 
Member 

. . . Speaker  Way:  I have  a most  unusual  request  that 
I feel  I must  bring  to  your  attention.  Out  in  the  lobby,  I 
gather,  is  a Life  Member  of  our  State  Society,  not  a 
member  of  the  House,  who  has  asked  for  permission  to 
give  a ten  minute  talk,  Dr.  Frank  Vesey  of  New  York 
County. 

The  House  voted  approval. 

Dr.  Vesey:  I wish  to  thank  the  House  of  Delegates  for 
the  privilege  of  addressing  this  body.  You,  gentlemen, 
just  voted  that  we  all  should  contribute  $1750,  which  is 
just  not  refundable  for  a reserve  fund  required  by  the 
State  Commissioner  of  Insurance.  For  over  half  a year, 

I have  been  fighting  with  everyone  to  please  bring  my 
proposition  to  the  attention  of  the  membership.  By 
that  way,  we  can  get  something  for  $600.00  a year  in- 
stead of  $6,000  per  year  and  maybe  more  later.  My 
proposition  is  absolutely  sure  and  failproof.  My  idea  is 
that  we  should  not  form  a formal  insurance  company. 
Instead,  we  establish  a simple  fund  within  the  frame- 
work of  our  Society.  From  July  1,  1975  to  June  30, 
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1976,  every  member  would  give  $200  to  establish  this 
fund  for  operational  purposes  and  administration  only. 
1 made  an  estimate  of  $1%  million  as  the  total  expense 
required  for  the  first  year.  We  shall  not  be  faced  with 
any  judgments  for  at  least  two  years  from  the  point  of 
establishing  such  a simple  fund.  From  the  second  year, 
every  one  of  us  puts  in  10%  of  the  insurance  premium  he 
is  paying;  the  third  year  20%;  thus  everybody  will  have 
his  fair  share  of  the  cost.  I assure  you,  gentlemen,  this 
is  going  to  be  more  than  enough  to  insure  ourselves  for 
all  possibilities. 

The  Argonaut  Insurance  Company  collected  $75  mil- 
lion in  premiums  for  one  year.  They  paid  out  $20  mil- 
lion and  maybe  $7%  million  to  Wanvig  on  10%  of  what 
they  collected.  I do  not  know  what  they  did.  You  can 
not  get  the  information  from  them.  But,  we  certainly 
pay  a heavy  judgment.  We  have  to  write  all  the  poli- 
cies. 

We  are  simply  forming  a fund  which  guarantees  every 
single  member’s  financial  security.  Do  not  let  the  State 
Insurance  Commissioner  try  to  approve  the  insurance 
companies  because,  in  the  long  run,  it  will  not  cost  us 
more  than  $10  million  a year  by  any  way  to  pay  for  legal 
and  real  expenses  and  legitimate  claims  of  the  public. 
By  a simple  fund,  we  are  insuring  ourselves,  but  giving  a 
guarantee  to  the  public  because  if  I prove  to  be  too  opti- 
mistic in  our  estimates,  we  assess  ourselves  another  $200 
and  that  $200  is  $5%  million  if  we  assess  ourselves  in  the 
impossible  conditions  we  have  to  face  with  million  dollar 
suits  or  judgments.  We  have  a thousand  dollars  apiece, 
$27  million,  and  it  is  still  only  $1400  a year. 

Do  not  be  hasty  and  go  into  a situation  because  you 
will  have  to  pay  $6,000  instead  of  $200.  That  is  ridicu- 
lous gentlemen.  Please  ask  our  President  to  order  a ref- 
erendum of  the  members  and  publish  the  details  of  my 
plan  and  we  will  have  a beautiful  setup  with  an  own  ad- 
ministration of  our  own  choice.  We  will  have  our  own 
legal  staff  and  control  the  staff,  the  legal  staff,  and  the 
quality  of  work  we  will  get  from  the  legal  staff. 

Gentlemen,  please,  I beg  you  consider  it.  I thank  you 
very  much  for  your  patience. 

Emergency  Fund  Expenses  to  Date 

. . . Speaker  Way  recognized  Joseph  J.  Kaufman, 
M.D.,  Chairman  of  the  Board  of  Trustees,  who  reported 
as  follows: 

Mr.  Speaker,  Members  of  the  House:  Your  Board  of 
Trustees  has  carefully  examined  all  funds  alloted  to  it 
and  expended.  Under  your  assessment  fund,  $1,901,400 
has  been  collected  to  date.  A budget  was  set  up  for 
Manning,  Selvage  & Lee,  the  public  relations  portion  of 
the  program,  in  the  amount  of  $702,320.  From  this, 
there  has  been  expended  $431,500  and  bills  in  the  pro- 
cess of  being  paid  $78,500  which  leaves  a total  known 
expenditure  to  date  of  $510,000.  From  the  other  expen- 
ditures— reprinting,  travel,  questionnaires,  etc.,  etc.,  not 
in  the  first  budgeted  fund — $34,328  has  been  expended. 
We  still  have  a balance  in  the  unbudgeted  fund  of 
$152,000.  Now,  the  work  done  in  April  by  Manning, 
Selvage  & Lee  has  not  been  presented  for  payment  up  to 
this  point.  This  report  is  through  April  23rd. 

The  second  portion  has  to  do  with  the  insurance  com- 
pany allotment.  This  was  approved  by  the  Board  of 
Trustees  up  to  $200,000.  There  are  bills  coming  in  on 
this,  but  the  expenditure  to  date  is  $5435.  I have  a 
complete  rundown  of  each  bill  paid  and,  if  you  want 


them  read,  I will  be  happy  to  do  so.  If  we  have  ques- 
tions, I have  Mr.  Dombrowski  here  who  will  be  able  to 
answer  them  or  myself. 

Subordinated  Loan  to  Medical  Liability  Mutual  In- 
surance Company 

. . . Speaker  Way  recognized  General  Counsel  J.  Rich- 
ard Burns,  J.D.,  who  made  the  following  statement  in 
answer  to  questions  from  the  floor: 

1.  If  a doctor  who  is  a resident  of  New  York  State 
dies,  this  is  a loan  and  will  become  part  of  his  estate. 
If  for  any  reason  the  company  can  not  pay  back  the 
loan,  it  would  be  written  off  as  a bad  debt  or  a chari- 
table contribution. 

2.  If  a physician  retires,  he  can  hold  this  in  his  in- 
vestment portfolio,  or  he  could  transfer  it  to  some- 
body else  if  he  finds  someone  willing  to  buy  the  note, 
the  loan  agreement. 

Indiana  Professional  Liability  Law 

. . . Speaker  Way  recognized  Norman  S.  Blackman, 
M.D.,  Kings,  who  presented  the  following  motion: 

I move,  Mr.  Chairman,  we  adopt  a New  York  Profes- 
sional Liability  Law  identical  in  every  way  with  the  In- 
diana Law.  I move  this  so  that  we  can  identify  what  we 
are  talking  about  which  at  the  moment  is  unidentifiable. 

The  House,  after  discussion,  voted  to  amend  the 
motion  by  the  addition  of  “compatible  with  our  previ- 
ous legislation  program”;  and  “that  this  House  of  Del- 
egates determines  that  this  Indiana  law  as  the  mini- 
mum legislative  requirement  for  a fair  and  viable  pro- 
fessional liability  system  and  mandates  the  officers 
and  Council  to  accept  no  compromise  legislation.” 

The  House,  after  further  discussion,  voted  to 
adopt  the  amendments. 

The  House,  then,  voted  to  not  adopt  the  mo- 
tion. 

Resolution  75-149,  Prompt  Payment  of  Contribu- 
tion to  the  Medical  Liability  Mutual  Insurance  Co. 

Introduced  by  Frederic  W.  Holcomb,  Jr.,  M.D.,  as  an  In- 
dividual 

Whereas,  The  establishment  of  a State  Society  Lia- 
bility Mutual  Insurance  Fund  is  by  far  the  most  ac- 
ceptable of  several  liability  insurance  funding  propos- 
als; and 

Whereas,  Significant  capital  must  be  in  hand  for 
the  Superintendent  of  Insurance  to  designate  the 
State  Society  plan  as  viable;  and 

Whereas,  Awaiting  legislative  reform  before  fund- 
ing our  plan  could  result  in  enforced  acceptance  of 
other  proposals;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  urge  its 
constituents  to  immediately  remit  their  $1,750.00  con- 
tributions to  the  Medical  Liability  Mutual  Insurance 
Fund  to  obviate  totally  unacceptable  alternatives. 

The  House  voted  to  adopt  Resolution  75-149. 

Statement  Regarding  Professional  Medical  Liabil- 
ity Insurance 
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. . . Speaker  Way  recognized  John  G.  Hansen,  M.D., 
Suffolk,  who  presented  the  following  statement: 

The  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York,  at  its  meeting  on  April  27,  1975  care- 
fully reviewed  the  malpractice  insurance  crisis  which  is 
presently  facing  the  citizens  of  New  York  State  and 
their  physicians. 

After  an  indepth  discussion  of  this  impending  disas- 
ter, including  the  lack  of  appropriate  legislative  action 
on  the  part  of  Governor  Carey  and  the  legislators  in  Al- 
bany, the  House  of  Delegates  does  not  see  how  the  phy- 
sicians of  New  York  State  can  provide  anything  but 
emergency  medical  care  as  of  July  1,  1975,  and  must 
start  preparation  for  same  as  of  June  1st. 

In  full  realization  that  all  physicians  must  make  their 
own  determination  as  to  what  action  they  must  take 
during  this  critical  period,  the  House  further  does  not 
see  how  the  physicians  can  practice  medicine  after  July 
1,  1975  unless  adequate  changes  in  the  tort  system  are 
achieved.  We  refer  to  those  incorporated  originally  in 
Governor  Carey’s  bill  and  the  legislative  program  intro- 
duced by  Senator  Tarky  Lombardi  (bills  S4781  through 
S4788)  and  the  Patient’s  Indemnification  Bill  as  pro- 
posed by  MSSNY.  However,  the  irreducible  minimum 
in  our  position  is  realization  of  the  objective  that  ade- 
quate malpractice  insurance  coverage  at  reasonable  cost 
is  available  to  the  medical  profession,  and  on  this  point 
there  is  no  compromise. 

The  members  of  the  House  are  fully  aware  of  the  im- 
pact of  this  opinion  on  the  citizens  of  New  York  State 
and  wish  to  point  out  that  the  events  which  led  to  this 
opinion  have  never  been  within  our  control.  The  mem- 
bers of  the  House  of  Delegates  further  wish  to  point  out 
that  our  concern  has  been  and  will  continue  to  be  the 
health  and  well  being  of  our  patients.  The  rights  of  our 
patients  to  have  their  medical  needs  met  is  presently  in 
jeopardy. 

The  House  of  Delegates  is  convinced  that  the  rights  of 
our  patients  now  rests  in  the  hands  of  our  elected  repre- 
sentatives in  Albany  and  only  through  the  passage  of 
meaningful  legislation,  as  outlined  above,  will  these 
rights  be  preserved. 

The  House,  after  discussion,  voted  to  adopt  the 

Suffolk  County  statement  as  presented  by  Dr. 

Hansen. 


. . . Speaker  Way  recognized  Matthew  Brody,  M.D., 
Section  on  Psychiatry,  who  presented  the  following  res- 
olution as  a substitute  for  the  Suffolk  County  statement. 

Resolution  75-147,  Approval  of  Lombardi  Amend- 
ments S4781  through  S4788  or  Statute  Modeled 
after  Indiana  Plan 

Introduced  by  Coordinating  Council,  First  District 
Branch 


Whereas,  The  Coordinating  Council  of  the  First 
District  Branch  voted  that  no  insurance  plan  is  ac- 
ceptable unless  appropriate  legislation  is  forthcoming 
either  in  the  form  of  Lombardi  Amendments  S4781 
through  S4788,  as  originally  promised,  or  a statute 
modeled  after  the  Indiana  State  Malpractice  Act;  and 
Whereas,  If  neither  of  these  is  forthcoming  then 
many  doctors  will  be  faced  with  an  untenable  position 
and  will  be  unable  to  practice  medicine  in  New  York 
State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  no  insurance  plan  is  accept- 
able unless  appropriate  legislation  is  forthcoming  ei- 
ther in  the  form  of  Lombardi  Amendments  S4781 
through  S4788,  or  a statute  modeled  after  the  Indiana 
State  Malpractice  Act. 

After  discussion,  this  resolution  was  withdrawn 
in  favor  of  the  Suffolk  County  statement. 


Contingency  Plan 

. . . Vice-Speaker  Wagreich  recognized  Speaker  Way, 
who  presented  a draft  of  a proposed  Medical  Disaster 
Plan  for  New  York  State: 

The  House,  after  discussion,  voted  to  approve 

the  draft  in  principle  with  the  proper  safeguards. 

The  House,  then  voted  to  amend  the  draft  by  the  ad- 
dition of  “no  fees  for  physicians’  services  to  be  identified 
with  this  program.” 

The  House,  then  voted  approval. 

The  following  is  the  Medical  Disaster  Plan  'for  New 
York  State  as  distributed. 
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FOREWORD 

The  need  for  the  Medical  Disaster  Plan  for  the  State 
of  New  York  and  for  its  implementation  may  never 
arise.  Both  the  physician  and  non-physician  members 
are  fully  aware  that  neither  the  medical  practitioner  nor 
the  health  facility  can  function  without  liability  protec- 
tion or  with  the  spectre  of  fiscal  calamity  and  involun- 
tary servitude;  nor  can  the  projected  cost  of  this  protec- 
tion be  added  to  the  fiscal  burden  already  born  by  the 
citizens  of  New  York  State. 

At  some  time  it  cannot  be  denied  that  there  must  be  a 
system  of  emergency  care  for  the  life  and  death  medical 
needs  of  our  citizens.  It  is  in  the  spirit  of  this  last  state- 
ment that  this  Medical  Disaster  Plan  is  devised — NOW — 
and  not  in  an  atmosphere  of  urgent  desperation  in  the 
month  of  June. 

BASIC  PRINCIPLES 

1.  Without  medical  liability  protection  for  both  the 
medical  practitioner  and  the  health  facility  at  a cost 
which  the  public  can  afford,  medical  care  as  we  know 
and  accept  it  today  will  come  to  an  abrupt  halt. 

2.  There  must  be  a system  of  emergency  care  for  the  life 
and  death  medical  needs  of  our  citizens. 

3.  All  emergency  health  care  must  be  provided  through 
a health  facility  where  available. 

4.  All  physicians  in  the  community  where  feasible  must 
be  recruited  and  duty  rosters  prepared  for  adequate 
coverage  by  both  primary  care  physicians  and  spe- 
cialty back-up. 

5.  “Good  Samaritan”  liability  legislation  affording  relief 
from  liability  from  errors  in  medical  care  provided 
under  # 3 and  4 above  must  be  enacted. 

6.  There  must  be  strict  adherence  to  the  local  guidelines 
for  medical  practice  under  #5  above,  as  it  would 
apply  to  both  out-patient  and  in-patient  care,  so  that 
both  would  continue  to  be  covered  under  the  “good 
Samaritan”  liability  legislation. 

7.  A round-the-clock  medically  manned  Patient  Infor- 
mation Bureau  should  be  maintained  by  the  local 
task  force.  This  should  be  at  the  principal  regional 
health  facility  and  should  be  directed  towards  tele- 
phone communication.  It  should  not  be  part  of  the 
medical  triage  or  medical  service  program  at  that  fa- 
cility. 

8.  The  local  Task  Force  must  submit  by  telephone  daily 
24  hour  summary  reports  to  the  State  Task  Force 
maintained  at  MSSNY  Headquarters  in  Lake  Suc- 
cess. 

9.  Daily  reports  by  the  State  Task  Force  will  be  submit- 
ted to  the  Governor,  the  legislative  leaders  and  the 
media. 

GUIDELINES 

I.  Classification: 

All  patients  can  fall  into  one  of  several  categories: 

A.  Emergent 

B.  Urgent 

C.  Elective 

D.  Diagnostic 

E.  Prophylactic 

II.  Primary  triage: 

Primary  triage  is  itself  the  first  phase  of  emergency 
medical  care.  It  must  be  remembered  that  all  patients 
who  apply  to  the  Disaster  Medical  Facility  will  consider 


themselves  to  be  category  emergent.  Immediate  triage 
must  initially  classify  each  applicant  into  a medical  di- 
saster category  for  care.  Two  aspects  of  primary  triage 
must  be  remembered: 

A.  Even  the  most  innocuous  presenting  complaint 
can  have  an  emergent  aspect;  i.e.  the  well,  healthy, 
but  concerned  patient  who  appears  because  of 
close  exposure  to  communicable  or  infectious  dis- 
ease may  receive  prophylactic  therapy  as  emergent 
treatment. 

B.  Further  examination  and  evaluation  in  many 
cases  will  result  in  the  transfer  of  the  patient  from 
the  initial  triage  category  to  either  one  of  higher  or 
lower  priority. 

All  other  patients  who,  after  triage,  are  not  classi- 
fied as  emergent  will  be  counselled  and  referred 
for  appropriate  care.  Primary  triage  must  be  re- 
peated on  each  return  visit  no  matter  what  was  de- 
cided on  a previous  visit. 

III.  Criteria  For  Top  Priority  Classification: 

The  following  criteria  among  other  established  crite- 
ria will  immediately  place  a patient  in  the  emergent  cat- 
egory: 

1.  Trauma  requiring  medical  care 

2.  Bleeding 

3.  Pain 

4.  Sepsis 

5.  Coma 

6.  Dyspnea  at  rest 

7.  Labor 

8.  Acute  psychosis 

9.  Violent  and  suicidal  behavior 

10.  Acute  toxic  drug  intoxification 

IV.  Personnel  Assignments: 

A.  Triage 

Triage  should  be  performed  or  supervised  by  a li- 
censed physician  on  site. 

B.  Emergency  Care — with  no  fee  for  service 

Two  basic  principles  in  medical  care  must  be  by- 
passed if  we  are  to  work  under  the  umbrella  of  the 
Medical  Disaster  Plan. 

1.  Free  choice  of  physician 

2.  Continuing  care  by  the  same  physician. 

The  care  of  all  patients  is  the  responsibility  of  the 
duty  physician  during  his  tour  of  duty. 

1.  There  shall  be  a complete  briefing  session  con- 
cerning every  patient  for  whom  responsibility  of 
care  is  transferred  at  the  change  of  the  tour  of 
duty. 

2.  There  shall  be  in  the  chart  a history  and  physical 
completely  done  by  the  admitting  physician  with 
an  admitting  diagnosis  and  a complete  outline  of 
the  diagnostic  work  to  be  done. 

3.  Patients  will  be  discharged  when  workup  shows 
that  emergency  care  is  not  indicated. 

V.  Records: 

It  shall  be  the  responsibility  of  the  administration  of 
the  medical  facility  to  maintain  all  records  during  this 
emergency  and  to  keep  a running  daily  accounting  of  all 
types  of  patient  care — out-patient  and  in-hospital — by 
priority  classification,  therapy,  and  disposition.  Such  a 
summary  will  be  completed  and  submitted  to  the  local 
Task  Force  no  later  than  twelve  hours  after  the  end  of 
the  hospital  day,  i.e.,  by  noon  if  the  hospital  functions 
on  a midnight-to-midnight  statistical  basis. 
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CONCLUSIONS 

The  imminent  reality  of  the  need  for  a Medical  Disas- 
ter Plan  demands  that  each  County  Medical  Society 
begin  to  formulate  a local  plan  together  with  its  hospi- 
tals, local  Health  and  Mental  Hygiene  Departments, 
and  ambulance  agencies,  police  and  fire  departments. 
Prompt  recruitment  of  physicians  for  emergency  duty 
rosters  will  insure  preparedness  for  prevention  of  a crisis 
in  care. 


I Resolution  75-140,  Planning  of  Emergency  Care 

troduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Section 
Anesthesiology 

Whereas,  The  failure  to  provide  physicians  with  ac- 
ceptable professional  medical  liability  insurance  will 
result  in  the  absence  of  medical  care  in  New  York 
State;  and 

Whereas,  There  has  been  no  legislative  action  in 
this  area  to  date;  and 

Whereas,  An  orderly  termination  of  medical  service 
is  in  the  best  interest  of  both  physicians  and  patients; 
and 

Whereas,  The  New  York  State  Society  of  Anesthe- 
siology approved  the  announcement  of  a timetable 
prior  to  June  1,  1975  for  withdrawal  of  services;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  announce  a timetable  prior  to  June  1,  1975 
for  withdrawal  of  services;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  local  and  State  governments  to 
begin  planning  for  the  emergency  care  of  its  citizens 
following  the  termination  of  medical  services,  should 
that  situation  arise. 

The  House,  in  view  of  actions  already  taken, 
voted  to  receive  this  as  information. 

Resolution  75-139,  Recommendation  of  Orderly 
ithdrawal  of  Services 

:roduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Section 
Anesthesiology 

Whereas,  The  Medical  Society  of  the  State  of  New 
Vork  has  a responsibility  to  inform  its  members  of 
their  current  obligations  and  responsibilities,  espe- 
cially at  this  time;  and 

Whereas,  In  the  absence  of  satisfactory  Profession- 
al Medical  Liability  Insurance,  physicians  should  not 
practice  medicine;  and 

Whereas,  A gradual,  rather  than  abrupt  reduction 
in  services  is  in  the  best  interest  of  patient  and  physi- 
cian; and 

Whereas,  The  House  of  Delegates  of  New  York 
state  Society  of  Anesthesiology  has  adopted  a similar 
position;  therefore  be  it 

Resolved,  That  MSSNY  develop  recommendations 
by  May  15,  1975,  for  its  members'  use  in  the  orderly 
withdrawal  of  services. 

The  House,  in  view  of  the  actions  already  taken, 
voted  to  receive  this  as  information. 


Resolution  75-138,  Notification  of  Termination  of 
Services 

Introduced  by  Leonard  Weitzman,  M.D.,  as  an  Individ- 
ual 

Whereas,  The  existing  malpractice  insurance  situa- 
tion does  not  allow  physicians  in  New  York  State  to 
practice  the  art  of  medicine  in  the  tradition  which  di- 
rects that  all  medical  practice  is  such  so  as  to  obtain 
the  best  possible  care  for  the  patient;  and 

Whereas,  The  present  professional  liability  crisis 
forces  upon  physicians  the  necessity  for  obtaining  un- 
necessary laboratory  tests,  x-rays,  and  consultations 
which  are  not  necessarily  in  the  best  interests  of  the 
patient  and  which  add  to  the  already  high  cost  per 
unit  of  care  given  to  the  patient;  and 

Whereas,  The  physicians  of  New  York  State  no 
longer  wish  to  be  parties  to  the  unnecessary  cost  bur- 
dens placed  upon  our  patients  by  the  1000%  increase 
in  the  past  10  years  of  the  malpractice  insurance  pre- 
mium rate;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  to  the  physicians  of  New  York 
State,  that  in  the  event  that  the  legislative  and  execu- 
tive branches  of  New  York  State  do  not  produce  by 
May  15,  1975,  remedial  legislation  which  fairly  and 
clearly  resolves  the  existing  physician  professional  li- 
ability crisis,  that  on  June  1,  1975,  each  physician  in- 
form his  individual  patients  that  effective  July  1, 
1975,  he  will  be  forced  to  cease  and  desist  from  the 
practice  of  medicine  in  New  York  State. 

The  House  voted  permission  for  this  to  be  with- 
drawn. 

Resolution  75-148,  Liaison  Contact  Between  the 
Medical  Society  of  the  State  of  New  York  and 
County  Medical  Societies  and/or  District  Branches 

Introduced  by  George  Himler,  M.D.,  as  an  Individual 

Whereas,  Failure  of  the  Medical  Society  of  the 
State  of  New  York’s  Medical  Liability  Mutual  Insur- 
ance Company  to  gain  the  widespread  support  it  re- 
quires is  at  least  partly  due  to  the  State  Society’s  fail- 
ure to  involve  and  inform  county  medical  societies; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  each  county  medical  society 
and/or  district  branch  name  an  individual  to  serve  as 
liaison  contact  for  its  respective  organizations  and  the 
MSSNY;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  maintain  close  telephone  contact  with 
those  individuals  for  the  purpose  of  disseminating  in- 
formation on  malpractice  legislation  and  the  captive 
mutual  company,  and  receiving  expressions  of  opinion 
from  local  levels. 

The  House  voted  to  adopt  Resolution  75-148. 

Resolution  75-146,  Convocation  at  Albany  for 
Petition  and  Redress 

Introduced  by  Medical  Society  of  the  County  of  New 
York 
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Whereas,  The  current  medical  malpractice  predica- 
ment has  increased  the  cost  of  medical  care,  not  only 
by  increasing  the  cost  of  medical  liability  insurance 
but  particularly,  by  forcing  the  physician  to  practice 
defensively,  causing  excessive  utilization  of  scarce  and 
expensive  medical  facilities  and  aids;  and 

Whereas,  Physicians  wish  to  use  their  energies  ef- 
fectively to  provide  quality  care  for  our  patients  with- 
out fear  and  without  a defensive  attitude;  and 

Whereas,  Physicians  are  equally  anxious  to  provide 
this  quality  care  and  control  rising  costs  of  such  medi- 
cal care;  and 

Whereas,  The  solution  of  the  medical  malpractice 
problem  requires: 

1)  Definition  and  proof  of  medical  malpractice 

2)  A shortening  of  the  statute  of  limitations  to 
two  years 

3)  A definition  of  foreign  objects 

4)  A definition  of  statute  of  limitation  in  infants 
to  seven  years 

5)  An  objective  definition  of  informed  consent 

6)  Abolition  of  “res  ipsa  loquitur” 

7)  Trial  preference  on  court  calendars  for  medical 
malpractice  actions 

8)  Collateral  source  rule 

9)  Admissibility  of  Malpractice  Mediation  Panel 
unanimous  recommendation 

10)  Limitation  of  maximum  fees  for  the  plaintiff’s 
attorney  in  medical  malpractice  actions 

11)  Establishment  of  Medical  Injury  Liability 
Board 

12)  Elimination  of  the  Ad  Damnum  clause  in  mal- 
practice complaints 

13)  Allow  a successful  defendant  in  a medical  mal- 
practice action  to  recover  defense  costs 

14)  Improve  professional  practice  disciplinary 
mechanisms 

15)  Establishment  of  Patients’  Idemnification  Sys- 
tem 

16)  Amend  the  State’s  Constitution  to  permit  arbi- 
tration of  all  medical  malpractice  complaints 

17)  Limitation  on  the  amount  of  awards  such  as  in 
the  “Indiana  Plan”;  and 

Whereas,  Neither  the  Governor  nor  the  New  York 
State  Legislature  has  implemented  these  solutions  to 
the  medical  malpractice  problem;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  physicians  in  New  York  State, 
except  those  who  agree  to  remain  at  home  to  care  for 
the  emergency  cases,  convene  in  Albany  on  Tuesday, 
May  13  to  meet  with  the  Governor  and  the  Legislators 
to  petition  for  redress;  and  be  it  further 

Resolved,  That  each  member  of  this  House  of  Del- 
egates notify  his  component  county  medical  society, 
the  medical  staff  of  his  hospital(s)  and  his  colleagues 
of  this  action,  so  that  this  convocation  for  petition 
and  redress  can  be  properly  planned  and  coordinated. 

The  House,  after  discussion,  voted  to  not  adopt 
Resolution  75-140. 

Resolution  75-144,  Increase  in  Specialty  Repre- 
sentation 

Introduced  By  Victor  J.  Tofany,  M.D.,  Delegate  from 
the  Section  on  Anesthesiology 


Whereas,  It  appears  that  the  Medical  Society  of  the 
State  of  New  York  will  be  involved  in  long  term  reso- 
lution of  malpractice  problems  in  New  York  State; 
and 

Whereas,  The  New  York  State  Legislature  has  in- 
dicated that  it  regards  MSSNY  as  the  primary  voice 
of  medicine  in  this  State;  and 

Whereas,  The  New  York  State  Society  of  Anesthe- 
siology has  approved  this  position;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  explore  ways  to  increase  its  specialty  repre- 
sentation. 

The  House,  after  discussion,  voted  to  refer  this 
resolution  to  the  House  of  Delegates  at  the  man- 
dated special  meeting. 

Resolution  75-133,  Utilization  Review  Plan — Re- 
quired by  New  York  State  Department  of  Health 
Regulations 

Introduced  by  Medical  Society  of  the  County  of  Erie 

Whereas,  The  American  Medical  Association  has 
filed  a suit  to  prevent  implementation  of  a regulation 
of  Health,  Education  and  Welfare  which  would  re- 
quire hospitals  to  have  in  effect  by  April  1,  1975  a pro- 
gram for  the  review  of  Medicaid-Medicare  hospital 
admissions  within  a twenty-four  hour  period;  and 

Whereas,  The  New  York  State  Department  of 
Health,  under  Article  28  of  the  Public  Health  Law  of 
New  York  State,  has  promulgated  a regulation  requir- 
ing hospitals  to  have  in  effect  by  April  1,  1975  a pro- 
gram of  review  of  hospital  admissions  for  all  non- 
Medicaid  and  non-Medicare  cases,  within  24  hours; 
and 

Whereas,  Even  though  the  American  Medical  Asso- 
ciation wins  its  case  against  HEW,  this  will  not  invali- 
date the  regulation  of  the  New  York  State  Depart- 
ment of  Health;  and 

Whereas,  Such  review  interferes  with  the  physi- 
cian’s right  to  practice  medicine  and  the  patient’s 
right  to  privacy  and  access  to  medical  care;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  institute  legal  action  to  test  the  legal  validi- 
ty of  the  regulation  of  the  New  York  State  Depart- 
ment of  Health  promulgated  under  Article  28  of  the 
Public  Health  Law. 

Funding: 

The  sponsor  of  this  resolution  believes  that  it 
will  require  funding  to  the  extent  of  $15,000.00. 

On  the  recommendation  of  the  Board  of  Trustees,  the 
Council  voted  to  return  Resolution  75-133  to  the  House 
of  Delegates  for  reconsideration. 

The  House,  after  discussion,  voted  to  reaffirm 
its  approval  of  Resolution  75-133  and  approved 
funding  of  up  to  $100,000. 


ADJOURNMENT 

The  1975  House  of  Delegates  was  adjourned  at  5:2!  | 
p.m.  sine  die. 
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Changes  in  Members  of  the  House  of  Delegates  for 
the  April  27,  1975  Session 

(See  list  of  members  of  the  House,  pages  2053-2056) 

District  Delegates 
Third — Leonard  E.  King,  Albany 
Fourth — Richard  A.  Hughes,  Warren 
Seventh — Erich  Hirsch,  Ontario 

Section  Delegates 

Obstetrics  and  Gynecology  Laurence  G.  Roth,  Gene- 
see 

Otolaryngology — Stanley  Whitfield,  New  York 
Plastic  and  Reconstructive  Surgery — Alvin  H.  Harris, 
Kings 

Bronx 

Milton  M.  Lowy,  The  Bronx 
John  M.  Patrissi,  The  Bronx 

(serving  for  Marcelle  T.  Bernard  and  Leonard  L. 
Heimoff) 

Chautauqua 

Glen  M.  Ebersole,  Lakewood 

(serving  for  Harriet  E.  Northrup) 

Chenango 

Robert  M.  Griffin,  Norwich 

(serving  for  Thomas  M.  Flanagan) 

Kings 

Franklin  S.  Glickman,  Brooklyn 
Ladislav  P.  Hinterbuchner,  Brooklyn 
Hubert  S.  Pearlman,  Brooklyn 
James  L.  Schiuma,  Brooklyn 
George  H.  Stechel,  Brooklyn 

(serving  for  Joseph  C.  Amico,  Joseph  R.  Brennan, 
Norma  J.  Goodwin,  and  Vincent  A.  Lacovara) 

Livingston 

John  W.  Stoll,  Dansville 

(serving  for  Norman  W.  Wetterau) 

Madison 

Theodore  J.  Prowda,  Sherrill 
(serving  for  Asa  J.  Smith) 

Monroe 

Donald  S.  Raines,  Rochester 

(serving  for  William  W.  Howe,  Jr.) 

Nassau 

J.  Conrad  Greenwald,  Great  Neck 

(serving  for  Waldemar  F.  Hermann) 


New  York 

Elizabeth  A.  Goessel,  New  York  City 
Robert  E.  McCabe,  Jr.,  New  York  City 
Stephen  Nordlicht,  New  York  City 
Jay  S.  Reibel,  New  York  City 
Philip  R.  Roen,  New  York  City 

(serving  for  Edgar  P.  Berry,  George  D.  Cannon, 
Irwin  J.  Cohen,  George  W.  Melcher,  Meyer 
Texon) 

Oneida 

George  Lim,  Rome 

(serving  for  Robert  B.  Wallace) 

Onondaga 

Edward  C.  Hughes,  Jr. 

(serving  for  Roderick  A.  McLean) 

Rockland 

Lionel  Zemek,  New  City 

(serving  for  Joseph  J.  Rand) 

Saratoga 

Jacob  S.  Feynman,  Saratoga  Springs 
(serving  for  John  A.  Esposito) 

Schuyler 

Fritz  Landsberg,  Watkins  Glen 

(serving  for  Joseph  Y.  Roberts) 

Seneca 

Donald  W.  Bidwell,  Seneca  Falls 
(serving  for  Paul  C.  Jenks) 

Suffolk 

William  H.  Bloom,  Bay  Shore 
Stuart  B.  Polisner,  Commack 
Stanley  A.  Steckler,  Smithtown 

(the  latter  two  serving  for  Daniel  Friedman  and 
Herman  P.  Saltz) 

Wayne 

Norbet  Menuhin,  Newark 

(serving  for  James  M.  Flanagan) 

Westchester 

John  A.  Ramsdell,  White  Plains 

(serving  for  William  J.  McCann) 

Medical  School 

Daniel  Friedman,  Bay  Shore 

(serving  for  Tamarath  K.  Yolles) 
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Resolutions 


Number 

Subject 

Introduced  by 

Page 

75-1 

Submission  of  Resolutions 

Edward  Siegel,  M.D.,  as 
an  Individual 

2046 

75-2 

Fixed  Date  for  Election  of  Officers 

Thomas  F.  McCarthy,  M.D., 
as  an  Individual 

2046 

75-3 

Designation  of  Junior  Member  to  Affiliate  Member 

New  York 

2046 

75-4 

Election  of  Councilors  to  the  MSSNY  by  District 
Branch 

Broome 

2046 

75-5 

Election  of  AMA  Delegates  by  District  Branch 

Broome 

2047 

75-6 

Election  of  AMA  Delegates  by  AMA  Members  of 
Each  District  Branch 

Onondaga 

2047 

75-7 

Election  of  the  Council  of  the  MSSNY  by  Districts 

Onondaga 

2047 

75-8 

Determination  of  Number  of  County  Medical  Socie- 
ty Delegates  to  House  of  Delegates  of  the  MSSNY 

Suffolk 

2048 

75-9 

Compliance  with  Mandated  Functions  of  the  Coun- 
cil 

Creation  of  a Governor’s  Advisory  Council  on  Health 
Related  Matters 

Suffolk 

1922 

75-10 

Asa  P.  Ruskin,  M.D.,  Dele- 
gate, Section  on  Physical 
Medicine  & Rehabilitation 

2015 

75-11 

Regional  Planning  Agencies  to  Cease  and  Desist 
from  Recommending  Closure  of  Hospital  Services 
& State  Health  Dept.  Not  Impose  Sanctions  Until 
More  Meaningful  Data  is  Available 

Seventh  District 

2016 

75-12 

Eliminate  Age  & Address  Requirement  on  Non- 
Narcotic  Prescriptions 

Monroe  & Seventh  District 

2016 

75-13 

Appointment  of  Ad  Hoc  Comm,  to  Study  Training, 
etc.,  of  Physicians’  Associates 

New  York 

1931 

75-14 

Physician’s  Occupational  Title 

Tioga 

1932 

75-15 

Medical  Speakers  Bureau  for  County  Medical  Socie- 
ties 

Physician’s  Assistants  Programs  in  Hospitals 

Chautauqua 

1932 

1 

75-16 

Kings 

1931 

75-17 

Service  Charges  on  Delinquent  Accounts 

Joseph  G.  Zimring,  M.D., 
as  an  Individual 

1986 

1 ; 

75-18 

Compulsory  Malpractice  Arbitration 

Monroe  & Seventh  District 

1945 

I 

75-19 

MSSNY  Authority  on  Medical  Licensure 

Monroe  & Seventh  District 

1945 

8: 

75-20 

Discontinue  Restrictions  on  Schedule  IV  Drugs 

Monroe  & Seventh  District 

1987 

1 

75-21 

Eliminate  Triplicate  NYS  Prescription  Form 

Monroe  & Seventh  District 

1987 

75-22 

Standards  for  Operators  of  Telephone  Answering 
Services 

Kings 

1987 

75-23 

Drug  Identification  Code  Numbers 

Kings 

1987 

75-24 

Deprivation  of  Aliens  Seeking  American  Citizenship 
of  Their  Right  of  “Free  Choice  of  Physician” 

Kings 

1988 

i 

75-25 

Use  of  Drugs  by  Nonmedical  Practitioners  as  Pro- 
posed by  Assembly  Bill  Number  1335 

Monroe  & Seventh  District 

1988 

h 

hi 

75-26 

Malpractice  Self-Insurance  Program 

Thomas  E.  Cardillo,  M.D., 
as  an  Individual  & the 
Seventh  District 

1945 

I "HU 

75-27 

Information  re:  Costs  of  Operating  a Professional 
Medical  Liability  Insurance  Program 

Suffolk 

1945  i 

H) 

75-28 

Rejection  of  Claims-Made  Program  in  Professional 
Medical  Liability  Proposals 

Suffolk 

1946 

75-29 

Mandatory  Assessment  of  $100 

New  York 

1946 

75-30 

Protection  of  County  Medical  Societies’  Insurance 
Plan 

Suffolk 

1939 

75-31 

Recent  Recommendation  by  the  Joint  Commission 
on  Accreditation  of  Hospitals 

New  York 

2038 

75-32 

Recognition  of  MSSNY  as  Accredited  Organization 
by  AMA  for  Continuing  Medical  Education  Ac- 
tivities in  New  York  State 

Westchester 

1929 

75-33 

Malpractice — Full  Disclosure 

Westchester 

1946 

75-34 

Correction  of  Inadequate  Blue  Shield  Coverage  of 
State  Employees 

Seventh  District 

2038 

75-35 

Establishment  of  Emergency  Medicine  as  a Section 

Westchester 

1967 

75-36 

New  MSSNY  Membership  Application 

Onondaga 

1967 

75-37 

Quick  Reference  Guide  on  Health  Issues 

Suffolk 

1932 

2074  New  York  State  Journal  of  Medicine  September,  1975/House  of  Delegates,  Minutes 


75-38 

Consolidation  of  Schools  of  Nursing 

Irving  Cramer,  M.D.,  Dele- 
gate, Section  on  Surgery 

1933 

75-39 

Malpractice  Suits  Against  Hospitals  and  Physicians 

Kings 

1947 

75-40 

Recent  Amendments  to  State  Hospital  Code,  Sub- 
Chapter  C,  Part  720.16  & Sub-Chapter  F,  Part 
751.11  Concerning  Physical  Medicine  and  Re- 
habilitation 

Asa  P.  Ruskin,  M.D.,  Dele- 
gate, Section  on  Physical 
Medicine  and  Rehabilitation 

2016 

75-41 

Establishment  of  a State  Advisory  Committee  on 
Education  For  the  Allied  Health  Professions  and 
Services 

Asa  P.  Ruskin,  M.D.,  Dele- 
gate, Section  on  Physical 
Medicine  and  Rehabilitation 

1931 

75-42 

Use  of  Acupuncture  by  Licensed  Physicians 

Asa  P.  Ruskin,  M.D.,  Dele- 
gate, Section  on  Physical 
Medicine  and  Rehabilitation 

2017 

75-43 

The  Use  of  Telescopic  Devices  for  Operation  of 
Motor  Vehicles 

Francis  J.  Gilroy,  M.D.,  Dele- 
gate, Section  on  Ophthalmol- 
ogy 

2017 

75-44 

Use  of  Drugs  by  Optometrists 

Francis  J.  Gilroy,  M.D. 

2017 

75-45 

Legislation  Restricting  the  Use  of  Physicians’  Assis- 
tants Singling  Out  One  Particular  Med.  Specialty 

Francis  J.  Gilroy,  M.D.,  Dele- 
gate, Section  on  Ophthalmol- 
ogy 

1931 

75-46 

Definition  of  Optometry 

Francis  J.  Gilroy.  M.D. 

1933 

75-47 

One  Doctor-One  Vote  at  Medical  Society  of  the 
State  of  New  York  House  of  Delegates 

Bronx 

2048 

75-48 

Outcome  Study  of  the  Effectiveness  of  the  House  of 
Delegates 

Seventh  District 

1923 

75-49 

Malpractice  Insurance 

Broome 

1947 

75-50 

Future  Search  Committee  for  Position  of  Executive 
Vice-President 

Seventh  District 

1923 

75-51 

Employment  of  Physicians’  Assistant  Onlv  by 
M.D.’s 

Chautauqua 

1988 

75-52 

Defense  of  Malpractice  Claims 

Leo  J.  Swirsky,  M.D.,  as  an  Individual 

1944 

75-53 

Recommendation  for  Nominating  Committee — 
Two  Candidates  for  Each  Office 

Bronx 

2048 

75-54 

Medical  Care  of  the  Prison  Population  in  New  York 
State 

Dutchess 

2039 

75-55 

Statewide  Educational  Program  in  Clinical  Use  of 
Computing 

Erie 

1933 

75-56 

State  Society  President  and  President-Elect  as  Dele- 
gates to  AMA 

Bronx 

2049 

75-57 

Matter  of  Formation  of  Medical  Society  of  the  State 
of  New  York  Malpractice  Insurance  Company 

Erie 

1947 

75-58 

Legislative  and  Judicial  Remedies  for  Malpractice 
Insurance  Availability  and  Ameliorating  Costs 

Erie 

1948 

75-59 

Malpractice  Liability  Insurance — Self  Insurance 

Ulster 

1948 

75-60 

Professional  Registration  Fees 

Ulster 

1934 

75-61 

Assessments  on  MSSNY  Members 

Ulster 

2049 

75-62 

Specialty  Society  Representation  in  the  Sections 

Edward  Siegel,  M.D.,  as  an 
Individual 

2049 

75-63 

Councilor  Assignment  to  County  Societies 

Edward  Siegel,  M.D.,  as  an 
Individual 

2050 

75-64 

Substitution  of  the  Term  “Members  in  Training’’ 
for  Term  “Junior  Members”  in  Bylaws  of  MSSNY 
and  the  Granting  of  Full  Rights  of  Active  Mem- 
bers 

Abraham  W.  Freireich  M.D., 
as  an  Individual 

2050 

75-65 

Specialty  Recognition  of  Family  Practice 

Suffolk 

2039 

75-66 

Recognition  of  Family  Practice  Diplomates 

Ulster 

2039 

75-67 

Equal  Fee  for  Equal  Service 

Seventh  District 

2040 

75-68 

Equal  Fee  for  Equal  Service 

Onondaga 

2040 

75-69 

Use  of  M.D.  Designation  by  Qualified  Ostheopathic 
Physicians 

Bronx 

1932 

75-70 

Definition  of  the  Term  “Chronic  Disease  Hospital” 

Asa  P.  Ruskin,  M.D..  Dele- 
gate, Section  on  Physical 
Medicine  and  Rehabilitation 

2018 

75-71 

Election  of  AMA  Delegates 

Carl  Goldmark,  Jr.,  M.D.,  as 
an  Individual 

2051 

75-72 

Health  Care  Indemnification  Act  be  Main  Thrust  of 
MSSNY  Legislative  Proposals 

Seventh  District 

1948 

Minutes,  House  of  Delegates/September,  1975/  New  York  State  Journal  of  Medicine 


2075 


75-73 

To  Require  Publication  of  Rules  and  Regulations 
Promulgated  by  New  York  State  Administrative 
Agencies  Prior  to  Implementation 

Seventh  District 

1989 

75-74 

Recognition  of  Family  Practice  Diplomates 

Ulster 

2039 

75-75 

State  of  New  York,  Department  of  Health 

Nassau 

1989 

75-76 

Regimenting  and  Socializing  Medicine 

Nassau 

1934 

75-77 

Continuing  Education 

Nassau 

1929 

75-78 

Continuing  Voluntary  Education 

Nassau 

1930 

75-79 

Prescription  Drugs 

Nassau 

1990 

75-80 

Physician  Recertification 

Nassau 

1930 

75-81 

Use  of  Drugs  by  an  Optometrist 

Nassau 

2017 

75-82 

Loyalty  Oath — Unified  Insurance  Claim  Form 

Nassau 

2041 

75-83 

“Certification  of  Need”  Leg. 

Nassau 

1990 

75-84 

Direct  Election 

Nassau 

2051 

75-85 

Medical  Institutions — Bicameral  Boards 

Nassau 

2041 

75-86 

Health  Provider 

Nassau 

2041 

75-87 

Relative  Value  Schedule 

Nassau 

2042 

75-88 

Third  Party  Involvement 

Nassau 

2042 

75-89 

Medicaid/Publicizing  Names  of  Physicians 

Nassau 

2042 

75-90 

Insurance  Companies — Prevailing  Fees 

Nassau 

2043 

75-91 

Election  of  AMA  Delegates 

Samuel  Cytryn,  M.D.,  as  an 
Individual 

2051 

75-92 

Opposition  to  Legislation  Regarding  a National 
Formulary 

Nassau 

1990 

75-93 

Recertification  (Continuing  Education  and  Assess- 
ment of  Performance) 

Nassau 

1931 

75-94 

District  Branches 

Samuel  Cytryn,  M.D.,  as  an 
Individual 

2051 

75-95 

Expenditure  of  Funds  by  MSSNY 

George  T.  C.  Way,  M.D.,  as 
an  Individual 

2051 

75-96 

Appointments,  Reappointments,  Expenditure  of 
Funds  and  Contracts  to  be  Approved  by  the  Coun- 
cil 

George  T.  C.  Way,  M.D.,  as 
an  Individual 

2052 

75-97 

Charge  Profiles 

Nassau 

2043 

75-98 

The  Use  of  Receipts  from  Medicaid 

Nassau 

2043 

75-99 

Health  Care  Crisis 

Nassau 

1968 

75-100 

Proposed  New  Medical  Liability  Insurance  Program 

New  York 

1948 

75-101 

A Physician-Controlled  Mutual  Malpractice  In- 
surance Company 

New  York 

1949 

75-102 

Malpractice  Insurance 

New  York 

1949 

75-103 

Concerted  Effort  to  Effect  a Reasonable  Solution 
to  the  Professional  Medical  Liability  Insurance 
Program 

Oswego 

1949 

75-104 

A System  for  the  Adjudication  of  Medical  Malprac- 
tice Liability 

Cortland 

1950 

75-105 

Malpractice  Insurance 

Nassau 

1950 

75-106 

Regionalization  of  Obstetrics  and  Pediatric  Care  in 
N.Y.S. 

George  T.  C.  Way,  M.D.,  as 
an  Individual 

2018 

75-107 

Service  vs.  Education  in  Medical  Education 

David  Katz,  Delegate,  Medi- 
cal Student  Section 

1934 

75-108 

Arbitration  of  House  Staff  Hospital  Disputes 

David  Katz,  Delegate,  Medi- 
cal Student  Section 

2043 

75-109 

Funding  of  Medical  Care  in  Blighted  Areas 

David  Katz,  Delegate,  Medi- 
cal Student  Section 

2019 

75-110 

Effective  Teaching  in  Medical  School 

David  Katz,  as  an  Individual 

1935 

75-111 

Support  of  Interns  and  Residents  in  the  Dispute 
with  League  of  Voluntary  Hospitals 

David  Katz,  Delegate,  Medi- 
cal Student  Section 

2044 

75-112 

Recommendation  to  Medical  Schools  and  Hospi- 
tals Limiting  the  Maximum  On-Call  Period  for 
Medical  Students  and  House  Officers  to  24  Hours 
Hours 

David  Katz,  Delegate,  Medi- 
cal Student  Section 

1935 

75-113 

Improved  Care  of  Mental  Patients 

David  Katz,  Delegate,  Medi- 
cal Student  Section 

2044 

75-114 

Establishment  of  New  York  City  Commission 

Bronx 

1968 

75-115 

Emergency  Health  Cost  Coverage  of  Unemployed 
People  by  Federal  Govt. 

Joseph  Shanaphy,  M.D., 
Delegate,  First  District 

2045 

75-116 

Minimum  Autopsy  Percentage  Requirement 

Queens  and  First  District 

2011 
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75-117  Equal  Status  of  Pension  Plans  of  Incorporated  Pro- 
fessionals as  Recognized  Under  Federal  Income 
Tax  Law 

75- 1 18  Laity  on  Professional  Review  Panels 

75-119  Change  of  Name  of  Section  on  Otolaryngology  to 
Section  on  Otolaryngology  & Maxillofacial  Sur- 
gery 

75-120  Fifth  Pathway 

75-121  Change  of  Name  of  Section  on  Allergy  to  Section  on 
Allergy  and  Immunology 

75-122  Encouragement  of  More  Medical  School  Graduates 

75-123  Vice-President  as  Member  of  Executive  Committee 

75-124  Incentives  for  Undergraduate  Medical  Programs  in 
Medically  Indigent  Areas 

75-125  Conflicts  in  Scheduling  of  Convention  for  Student 
Participation 

75-126  Equal  Facilities  for  Female  Medical  Students  and 

Physicians 

75-127  Quality  of  Medical  Care  for  Service  Patients 

75-128  Work  to  End  “Doctor  Draft” 

75-129  State  Aid  to  Private  Medical  Schools 

75-130  Financial  Committee  Fund  for  Medical  Students 

75-131  Due  Process 

75-132  Federally  Insured  Loan  Ceilings 

75-133  Utilization  Review  Plan — Required  by  N.Y.S.  De- 
partment of  Health  Regulations 

75-134  Supportive  Administrative  Services  to  Student  Sec- 
tion 

75-135  To  Implement  the  Programs  Provided  for  in  Resolu- 
tion 74-107 

75-136  Memorial  Resolution — Edward  A.  Burkhardt,  M.D. 

75-137  Memorial  Resolution — Abraham  H.  Aaron,  M.D. 

75-138  Notification  of  Termination  of  Services 

75-139  Recommendation  of  Orderly  Withdrawal  of  Services 


75-140  Planning  of  Emergency  Care 

75-141  Support  of  Medical  Liability  Mutual  Insurance 
Company 

75-142  Opposition  to  the  NYS  Insurance  Fund  and  Joint 
Underwriters  Association  Proposal 

75-143  Support  in  Principle  of  Lombardi  Bill  S1323 

75-144  Increase  in  Specialty  Representation 

75-145  Support  in  Principle  of  Lombardi  Bills  S4781 
through  S4788 

75-146  Convocation  at  Albany  for  Petition  and  Redress 

75-147  Approval  of  Lombardi  Amendments  S4781  through 
S4788  or  Statute  Modeled  after  Indiana  Plan 

75-148  Liaison  Contact  Between  the  Medical  Society  of  the 
State  of  New  York  and  County  Medical  Societies, 
and/or  District  Branches 

75-149  Prompt  Payment  of  Contribution  to  the  Medical 
Liability  Mutual  Insurance  Company 


Queens 


David  Katz,  Delegate,  Medi- 
cal Student  Section 
William  Robbett,  M.D., 
Delegate,  Section  on  Oto- 
laryngology 
Nassau 

William  E.  Hermance,  M.D., 
Delegate,  Section  on  Al- 
lergy 

David  Katz,  Delegate,  Medi- 
cal Student  Section 
Joseph  F.  Shanaphy,  M.D., 
Delegate,  First  District 
David  Katz,  Delegate,  Medi- 
cal Student  Section 
David  Katz,  Delegate,  Medi- 
cal Student  Section 
David  Katz,  Delegate,  Medi- 
cal Student  Section 
David  Katz,  Delegate,  Medi- 
cal Student  Section 
Charles  D.  Sherman,  Jr., 
M.D.,  as  an  Individual 
David  Katz,  Delegate,  Medi- 
cal Student  Section 
David  Katz,  Delegate,  Medi- 
cal Student  Section 
David  Katz,  as  an  Individual 
David  Katz,  Delegate.  Medi- 
cal Student  Section 
Erie 

David  Katz,  Delegate,  Medi- 
cal Student  Section 
David  Katz,  Delegate,  Medi- 
cal Student  Section 
New  York 
Erie 

Leonard  Weitzman,  M.D.,  as 
an  Individual 

Victor  J.  Tofany,  M.D.,  Dele- 
gate from  the  Section  on 
Anesthesiology 
Victor  J.  Tofany,  M.D. 

Victor  J.  Tofany,  M.D. 

Victor  J.  Tofany,  M.D. 

Victor  J.  Tofany,  M.D. 

Victor  J.  Tofany,  M.D. 

Victor  J.  Tofany,  M.D. 

Medical  Society  of  the  Coun- 
ty of  New  York 
Coordinating  Council,  First 
District  Branch 
George  Himler,  M.D.,  as  an 
Individual 

Frederic  W.  Holcomb,  Jr., 
M.D..  as  an  Individual 


1990 

1991 
1968 

1936 

1968 

1936 

2052 

2019 

1968 
2045 
2045 
1991 
1936 

1936 

1935 

1991 

1992,  2072 

1969 

1937 

1858 

1858 

2071 

2071 

2071 

2065 

2066 

2065 

2072 

2066 

2072 

2068 

2071 

2067 
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INDEX 

Aaron,  Abraham  H.  M.D.:  Memorial  Resolution  (75- 

137),  page  1858 

Accident  and  Injury  Prevention:  Report,  page  1993 
Acupuncture, 

Statute,  page  1978 

Use  of  by  Licensed  Physicians  (75-42),  page  2017 
Ad  Hoc  Committee  of  the  House  to  Study  Methods  of 
Election  of  Council  Members  and  AMA  Delegates 
Councilors,  Election  of  (74-1),  pages  1919,  1920 
Minority  Report,  page  1921 
Report,  page  1918 

Ad  Hoc  Committee  to  Investigate  Hospital  Care  in  New 
York,  see  Interns  and  Residents 
Addresses  to  House,  page  1860 
Aging  and  Nursing  Homes:  Report,  page  1994 
Alcoholism:  Report,  page  1995 

Aliens  Seeking  American  Citizenship,  Deprivation  of 
Their  Right  of  “Free  Choice  of  Physician"  (75-24), 
page  1988 

American  Association  of  Medical  Assistants,  New  York 
State  Society,  Inc.: 

Address  by  President,  page  1867 
Advisory  Committee  Report,  page  1964 
American  Medical  Association 

Ad  Hoc  Committee  of  the  House  to  Study  Methods  of 
Election  of  Council  Members  and  AMA  Delegates: 
Report,  page  1918 

Continuing  Medical  Education  Activities  in  New 
York  State,  Recognition  of  Medical  Society  of  the 
State  of  New  York  as  Accrediting  Organization 
(75-32),  page  1929 
Delegates 

Election  of,  page  2059 

Resolutions  re  Proposed  Changes  in  Election  of,  see 
Bylaws  and  Elections 

Membership,  Noncompulsory  for  Students  and  House 
Officers  (74-108),  page  1879 
President:  Address,  page  1860 

President  and  President-Elect  as  Delegates  to  (75-56), 
page  2049 

Relative  Value  Scale  Committee  to  Correlate  State 
Activities,  page  2025 

Woman’s  Auxiliary,  President:  Address,  page  1865 
Amos,  D.  Bernard,  M.D.,  see  Awards 
Archives:  Report,  page  1955 

Assessment,  see  Professional  Medical  Liability  Insur- 
ance 

Autopsy,  Minimum  Percentage  Requirement  (75-116), 
page  2019 
Awards 

Albion  0.  Bernstein,  M.D.  Award:  Presentation  to  D. 

Bernard  Amos,  M.D.,  page  1872 
Fifty  Year  Citations,  page  1873 

President’s  Citation  for  Distinguished  Community 
Service:  Presentation  to  Sanford  A.  Kaplan,  M.D., 
page  1872 

Redway  Award:  Presentation  to  David  Charles 

Schechter,  M.D.,  page  1873 
Scientific  Exhibit  Awards,  page  1876 
Vice-President’s  Medal:  Presentation  to  Arthur  H. 

Diedrick,  M.D.,  page  1873 

William  Hammond  Award  for  Distinguished  Service: 
Presentation  to  Albert  H.  Douglas,  M.D.,  page  1872 

Balloting,  page  2058 


Blue  Cross — Blue  Shield  Merger  in  Greater  New  York, 
page  2021 
Blue  Shield 

Inadequate  Coverage  of  State  Employees,  Correction 
of  (75-34),  page  2038 

Outpatient  Benefits  Manual  (74-7),  page  2020 
Budget  and  Finance:  Report,  page  1897 
Burkhardt,  Edward  A.,  M.D.:  Memorial  Resolution 

(75-136),  page  1858 
Bylaws 

Ad  Hoc  Committee  of  the  House  to  Study  Methods  of 
Election  of  Council  Members  and  AMA  Delegates: 
Minority  Report,  page  1921 
Report,  page  1918 
Amendments  Adopted 

Eligibility  of  Life  Membership  (74-4),  page  1877 
Abolishment  of  Compulsory  Membership  in  the 
AMA  by  Student,  House  Officers  (74-108),  page 
1879 

Separation  of  House  of  Delegates  for  Annual  Con- 
vention (74-114),  page  1879 
Amendments  Proposed 

Submission  of  Resolutions  (75-1),  page  2046 
Fixed  Date  for  Election  of  Officers  (75-2),  page 
2046 

Designation  of  Junior  Member  to  Affiliate  Member 
(75-3),  2046 

Election  of  Councilors  to  the  Medical  Society  of  the 
State  of  New  York  by  District  Branch  (75-4), 
page  2046 

Election  of  AMA  Delegates  by  District  Branch  (75- 
5),  page  2047 

Election  of  AMA  Delegates  by  AMA  Members  of 
Each  District  Branch  (75-6),  page  2047 
Election  of  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  (75-7),  page  2047 
Determination  of  Number  of  County  Medical  Soci- 
ety Delegates  to  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  (75-8),  page 

2048 

One  Doctor-One  Vote  at  the  Medical  Society  of  the 
State  of  New  York  House  of  Delegates  (75-47), 
page  2048 

Recommendation  for  Nominating  Committee,  Two 
Candidates  for  Each  Office  (75-53),  page  2048 
State  Society  President  and  President-Elect  as  Del- 
egates to  AMA  (75-56),  page  2049 
Assessments  on  MSSNY  Members  (75-61),  page 

2049 

Specialty  Society  Representation  in  the  Sections 
(75-62),  page  2049 

Councilor  Assignment  to  County  Societies  (75-63), 
page  2050 

Substitution  of  the  Term  “Members  in  Training” 
for  Term  “Junior  Members”  in  Bylaws  of 
MSSNY  and  the  Granting  of  Full  Rights  of  Ac- 
tive Members  (75-64),  page  2050 
Election  of  AMA  Delegates  (75-71),  page  2051 
Direct  Election  (75-84),  page  2051 
Election  of  AMA  Delegates  (75-91),  page  2051 
District  Branches  (75-94),  page  2051 
Expenditure  of  Funds  by  MSSNY  (75-95),  page 
2051 

Appointments,  Reappointments,  Expenditure  of 
Funds  and  Contracts  to  be  Approved  by  the 
Council  (75-96),  page  2052 
Vice-President  as  Member  of  MSSNY  Executive 
Committee  (75-123),  page  2052 
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House  Committee  on:  Reports,  pages  1877,  1881 

Cardiovascular  Disease:  Report,  page  1998 
“Certification  of  Need”  Legislation  (75-83),  page  1990 
Charge  Profiles  (75-97),  page  2043 

Chiropractors  (74-28),  page  2027,  see  also  reports  of  ex- 
ecutive vice-president  and  State  Legislation 
“Chronic  Disease  Hospitals,”  Term,  Definition  of  (75- 
70),  page  2018 

Chronic  Pulmonary  Diseases:  Report,  page  1999 
Claim  Forms,  see  Insurance 
Claims-made,  page  1946 

Computing,  Statewide  Educational  Programs  in  Clinical 
Use  of  (75-55),  page  1933 
Continuing  (Postgraduate)  Education 

Accrediting  Organization,  MSSNY  for  AMA  (75-32), 
page  1929 

Assessment  of  Performance,  Recertification  (75-93), 
page  1931 

Continuing  Education  (75-77),  page  1929 
Recertification,  Physician  (75-80),  page  1930 
Report  of  Committee,  page  1924 
Staff  allocation  to  Committee  (74-100),  page  1924 
Voluntary  (75-78),  page  1930 
see  also  pages  2035,  2037 
Convention 

Conflicts  in  Scheduling  for  Student  Participation 
(75-125),  page  1968 
Report:  page  1955 

Conway,  Gerard  L:  Address,  page  2061 
Council,  Compliance  with  the  Mandated  Functions  of 
(75-9),  page  1922 
Councilors 

Assignment  to  County  Societies  (75-63),  page  2050 
Election  of  (74-1),  pages  1877,  1881,  and  1921 
Election  of,  Proposed  Amendments,  see  Bylaws,  Elec- 
tions and  Ad  Hoc  Committee  Reports 
County  Medical  Societies 

Delegates  to  House  of  Delegates,  Determination  of 
Number  (75-8),  page  2048 

Liaison  Contact  Between  MSSNY  and/or  District 
Branches  (75-148),  page  2071 
Medical  Speakers  Bureau  for  (75-15),  page  1932 
Protection  of  Insurance  Plans  (75-30),  page  1939 
Credentials:  Report,  page  1857 

Data  Processing  in  Medicine 

Ethical  Guidelines  for  Data  Centers  Handling  Pri- 
mary Medical  Records,  page  1910 
Report:  page  1927 

Delinquent  Accounts,  Service  Charges  on  (75-17),  page 
1986 

Diedrick,  Arthur  H.,  M.D.,  see  Awards 
Disaster  Medical  Care:  Report,  page  2000 
Disaster  Medical  Program,  Preliminary  Plans  for  a Task 
Force  to  Set  Up,  page  1951,  see  also  Professional  Med- 
ical Liability  Insurance 
District  Branches 

(75-94),  to  conform  with  TSRO’s,  page  2051 
First  District  Branch  as  Medical  Society  of  the  City  of 
New  York  (74-97),  page  1878 
First  District  Branch  Members,  Amendment  to  By- 
laws to  Redistribute  (74-98),  page  1878 
Guidelines  for  Nominating  of  Officers  by,  page  1920 
Liaison  Contact  Between  MSSNY  and  County  Medi- 
cal Societies,  and/or  (75-148),  page  2071 
Reports:  page  1960 


Divisions:  Activities  of,  see  executive  vice-president  re-[ 
port 

“Doctor  Draft,”  Work  to  end  the  (75-128),  page  1991 

Douglas,  Albert  H.,  M.D.,  see  Awards 

Drugs 

Identification  Code  Numbers  (75-23),  page  1987 
National  Formulary,  Opposition  to  Legislation  Re- 
garding (75-92),  page  1990 

Nonnarcotic  Prescriptions,  Eliminate  Age  and  Ad-1' 
dress  Requirement  on  (75-12),  page  2016 
Optometrists,  Use  of  (75-44,  75-81),  page  2017 
Optometrists,  Use  of  as  Proposed  by  Assembly  Bill 
Number  1335  (75-25),  page  1988 
Prescription  Drugs  (75-79),  page  1990 
Schedule  IV  Drugs,  Discontinue  Restrictions  on  (75- 
20),  page  1987 

Triplicate  New  York  State  Prescription  Form,  Elimi 
nate  (75-21),  page  1987 
Due  Process  (75-131),  page  1935 
Durkin,  James  H:  Address,  page  2065 

Education 

Computing,  Statewide  Program  in  Clinical  Use  o 
(75-55),  page  1933 
Fifth  Pathway  (75-120),  page  1936 
Medical  School  Graduates,  Encouragement  of  Mori 
(75-122),  page  1936 

Medically  Indigent  Areas,  Incentives  for  Undergrad 
uate  Programs  in  (75-124),  page  2019 
Report,  page  1924 

Service  vs.  Education  (75-107),  page  1934 
State  Advisory  Committee,  for  Allied  Health  Profes 
sions  and  Services  (75-41),  page  1931 
Teaching  in  Medical  School,  Effective  (75-110),  pag' 
1935 

see  also  Continuing  (Postgraduate)  Education 
Elections 

1975,  page  2057 

Ad  Hoc  Committee  of  the  House  to  Study  Methods  c 
Election  of  Council  Members  and  AMA  Delegates 
Report,  page  1918 
Bylaws  Proposed  Changes 
AMA  Delegates 

(75-5),  (75-6),  page  2047 
(75-71),  (75-91),  page  2051 
Councilors 

Ad  Hoc  Committee  Report,  including  74-1,  pag 
1918 

(75-4),  page  2046 
(75-7),  page  2047 

Direct  Election  (75-84),  page  2051 
Officers  (75-2),  page  2046 
One  Doctor-One  Vote  (75-47),  page  2048 
Two  Candidates  for  Each  Office  (75-53),  page  2048 
Emergency  Care 

Disaster  Plan,  page  2069 
Planning  of  (75-140),  page  2071 
Emergency  Medicine,  Establishment  as  a Section  (75 
35),  page  1967 
Emerson,  Ralph  S.,  M.D.: 

Address,  page  1868 

see  also  Professional  Medical  Liability  Insurance 
Empire  Medical  Political  Action  Committee:  Chai 

man.  Address,  page  1867 
Environmental  Quality'  Report,  page  2001 
Ethics:  Report,  page  1971 
Executive  Vice-President 
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Future  Search  Committee  for  Position  of  (75-50), 
page  1923 

Reports,  pages  1899  and  1909 

Fager.  Donald  J.:  Address,  page  2062 
Family  Physicians:  Report,  page  1927 
Family  Practice:  see  also  Workmen’s  Compensation 

and  Occupational  Health 

Diplomates,  Recognition  of  (75-66),  (75-74),  page 

2039 

Equal  Fee  for  Equal  Service  (75-67),  (75-68),  page 

2040 

Special  Recognition  of  (75-65),  page  2039 
Fees 

Counter  Action  to  Insurance  Companies  re  Refusal  of 
Payment  to  Physicians,  page  2022 
Professional  Registration  (75-60),  page  1934 
Female  Medical  Students  and  Physicians,  Equal  Facili- 
ties for  (75-126),  page  2045 
Fifth  Pathway,  see  Medical  Schools 
Foreign  Medical  Students,  page  1936 
Forensic  Medicine:  Report,  page  2002 
Free  Choice  of  Physician,  Deprivation  of  Right  of,  for 
Aliens  Seeking  American  Citizenship  (75-24),  page 
1988 

Full  Disclosure,  see  Professional  Medical  Liability  Insur- 
ance 

Funds,  Expenditure  of, 

(75-95),  page  2051 
(75-96),  page  2052 

General  Counsel,  pages  1903  and  1916 
General  Insurance:  Report,  page  1938 
Geriatric  Patients:  Lack  of  Medical  Facilities  for  (74- 
5),  page  2022 

Governmental  Affairs:  Commission  Report,  page  1970 
Governor’s  Advisory  Council  on  Health  Related  Mat- 
ters, Creation  of  (75-10),  page  2015 
Guests,  Introduction  of,  page  1877 
Guidelines,  Districts,  page  1920 

Health  Care  Indemnification  Act,  see  Professional  Med- 
ical Liability  Ins. 

Health  Issues.  Quick  Reference  Guide  on  (75-37),  page 
1932 

Health  Care  Crisis  (75-99),  page  1968 
Health  Provider  (75-86),  page  2041 
Hospitals 

Arbitration.  House  Staff  Disputes  (75-108),  page  2043 
Care  in  New  York,  Committee  to  Investigate,  see  In- 
terns and  Residents  Chronic  Disease,  Definition 
(75-70),  page  2018 

Equal  Facilities  for  Female  Medical  Students  and 
Physicians  (75-126),  page  2045 
Ethics,  Legality  of  Certain  Arrangements  for  Teach- 
ing of  House  Staffs  (74-45),  page  1288 
Interns  and  Residents,  Support  of  in  Dispute  with 
League  of  Voluntary  (75-111),  page  2044 
Joint  Commission  on  Accreditation  of,  Recent  Rec- 
ommendations (75-31),  page  2038 
Malpractice  Suits  Against  (75-39),  page  1947 
Maximum  On-Call  Period  for  Medical  Students  and 
House  Officers,  Limiting  to  24  Hours  (75-112),  page 
1935 

Medical  Staff  Bylaws,  Selection  and  Removal  of 
Chiefs  of  Departments  (74-44),  page  2032,  (74-74), 
page  2033 

Mental  Patients,  Improved  Care  (75-113),  page  2044 


Physicians’  Assistants  Programs  (75-16),  page  1931 
Private  Patients  and  Physicians,  Role  of  (73-31),  page 
2032 

Regional  Planning  Agencies,  Desist  from  Recom- 
mending Closure  of  Hospital  Services  and  State 
Department  not  Impose  Sanctions  Until  Meaning- 
ful Data  is  Available  (75-11),  page  2016 
Service  Patients,  Quality  of  Medical  Care  (75-127), 
page  2045 

State  Code,  Subchapter  C,  Part  720.16  and  Sub- 
chapter F,  Part  751.11,  Physical  Medicine  and  Re- 
habilitation (75-40),  page  2016 
Utilization  Review  Plan,  New  York  State  Department 
of  Health  Regulations  (75-133),  pages  1992  and 
2072;  (75-75),  page  1989 

Hospital  and  Professional  Relations:  Report,  page  2032 

House  of  Delegates 

Ad  Hoc  Committee  of  the  House  to  Study  Methods  of 
Election  of  Council  Members  and  AMA  Delegates: 
Minority  Report,  page  1921 
Report,  page  1918 
Closing  Proceedings,  page  2059 

Conflicts  in  Scheduling  of  Convention  for  Student 
Participation  (75-125),  page  1968 
Convention  Dates,  pages  1909  and  1918 
Determination  of  Number  of  County  Medical  Society 
Delegates  to  House  of  Delegates  of  MSSNY  (75-8), 
page  2048 

Expenditure  of  Funds  (75-95),  page  2051 
Medical  Liability  Mutual  Insurance  Company  and 
Special  Meetings  of,  page  2066 
Members 

March  meeting,  page  2053 
April  meeting,  page  2073 

One  Doctor-One  Vote  at  MSSNY  House  of  Delegates 
(75-47),  page  2048 

Outcome  Study  of  the  Effectiveness  of  (75-48),  page 
1923 

Reconvened  Meeting,  page  2061 
Resolutions  Introduction  of 

(74-116),  page  1880  also  page  2057 
Separation  of.  at  Annual  Convention  (74-114),  page 
1879 

Indiana  Plan,  see  Professional  Medical  Liability  Insur- 
ance 

Informed  Consent,  see  Professional  Medical  Liability 
Insurance 

Insurance 

Assignment,  Abrogation  of  Right  (74-91),  page  2023 
Blue  Shield  Coverage,  State  Employees,  Correction  of 
Inadequate  (75-34),  page  2038 
Charge  Profiles  (75-97),  page  2043 
Claim  Forms 

Accident  and  Health  Insurance  and  Uniform  Pa- 
tient Identification  Cards  (74-8),  page  2023 
Universal  Health  Insurance,  page  2022 
Fees;  Prevailing,  Companies  (75-90),  page  2043 
County  Medical  Societies,  Protection  of  Plans  (75- 
30),  page  1939 

ID  Cards,  Embossed,  page  2022 
Loyalty  Oath,  Unified  Claim  Form  (75-82),  page  2041 
No-Fault  Claim  Forms,  page  2022 
State  Employees,  Inadequate  Coverage,  see  Blue 
Shield  above 

Third  Party  Involvement  (75-88),  page  2042 
Treatment  in  Physicians  Offices,  Extension  of  Cover- 
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age  for,  page  2024 

Unemployed  People,  Emergency  Health  Cost  Cover- 
age by  Federal  Government  (75-115),  page  2045 
Insurance  and  Membership  Benefits:  Report,  page 

1938 

Interns  and  Residents 
Report,  page  2002 

League  of  Voluntary  Hospitals  Support  of  in  the  Dis- 
pute with:  (75-111),  page  2044 
Interspecialty:  Reports,  pages  2034,  2035 
Isaacs,  Mrs.  Sophia  M.:  Address,  page  1867 

Joint  Underwriting  Association,  Plan,  Opposition  to, 
page  2066 

Judicial  Council:  Report,  page  1975 
Junior  Members 

Designation  of,  to  Affiliate  Members  (75-3),  page  2046 
“Members  in  Training”  for  Term  “Junior  Members” 
in  Bylaws  of  MSSNY  and  the  Granting  of  Full 
Rights  of  Active  Members  (75-64),  page  2050 

Kaplan,  Sanford  A.,  M.D.,  see  Awards 
Katz,  David  N.:  Address,  page  1871 

Laity  on  Professional  Review  Panels  (75-118),  page  1991 
Legislation 
Federal 

Meetings,  pages  1973,  1974 
Report,  page  1973 
Resolutions  Referred  to,  page  1974 
State 

Annual  Conference,  page  1981 
Bills  and  Laws,  page  1978 
Capitol  News,  page  1981 
“Certification  of  Need”  (75-83),  page  1990 
Drugs,  Use  of  by  Optometrists  as  Proposed  by  As- 
sembly Bill  Number  1335  (75-25),  page  1988 
Legislative  Counsel,  page  1980 
Malpractice  Meeting,  page  1984 
Medical  Licensure,  MSSNY  Authority  on,  pages 
1945  and  1986 

New  York  State  Association  of  the  Professions, 
page  1981 

Optomotrist,  Use  of  Drugs,  see  Drugs  above 
Pension  Plans  of  Incorporated  Professionals  as 
Recognized  Under  Federal  Income  Tax  Law, 
Equal  Status  of  (75-117),  page  1990 
Report,  page  1978,  see  also  page  1982 
Rules  and  Regulations  Promulgated  by  New  York 
State  Administration,  To  Require  Publication 
(75-73),  page  1989 

Schedule  IV  Drugs,  Discontinue  Restrictions  on 
(75-20),  page  1987 

Triplicate  New  York  State  Prescription  Form, 
Eliminate  (75-21),  page  1987 
Liljestrand,  Mrs.  Howard:  Address,  page  1865 
Loan  Ceilings,  Federally  Insured  (75-132),  page  1991 
Lombardi  Amendments,  see  Professional  Medical  Lia- 
bility Insurance 

Malpractice,  see  Professional  Medical  Liability  Insur- 
ance 

Manning,  Selvage  and  Lee,  see  Professional  Medical  Li- 
ability Insurance 

Mannix,  Arthur  J.,  M.D.:  Address,  page  2064 
Maternal  and  Child  Welfare:  Report,  page  2002 
Medicaid 

Legislative  Modification  of  Program  in  the  State  of 
New  York  (74-99),  page  2024 


Office  Laboratory  Tests,  Payment  for  (74-101),  page 
2024 

Preadmission  Applied  Before  Hospitalization  of  Med- 
icare and  Medicaid  Patients  (74-63),  page  2023 
Names  of  Physicians  Publicized  (75-89),  page  2042 
Sterilization  Under  (74-10),  page  2023 
Receipts  from  Use  of,  (75-98),  page  2043 
Utilization  Review  Plan — Required  by  New  York 
State  Department  of  Health  Regulations  (75-133), 
page  1992;  see  also  page  2072 
Medical  Aspects  of  Sports:  Report,  page  2007 
Medical  Care 

Blighted  Areas,  Funding  of  (75-109),  page  2019 
Poor,  For  the,  page  2026 

Prison  Population  in  New  York  State  (75-54),  page 
2039 

Service  Patients,  Quality  of  (75-127),  page  2045 
Medical  Care  Insurance:  Reports,  pages  2020,  2022 
Medical  Diaster  Plan  for  New  York  State,  see  Profes- 
sional Medical  Liability  Insurance 
Medical  Institutions — Bicameral  Boards  (75-85),  page 
2041 

Medical  Liability  Mutual  Insurance  Company 
Durkin,  James  H.:  Address,  page  2065 
President:  Address,  page  2064 
Special  House  of  Delegates  Meeting,  page  2066 
Subordinated  Loan  to,  page  2067 
Resolutions,  see  Professional  Medical  Liability  Insur- 
ance 

Medical  Licensure,  MSSNY  Authority  on  (75-19),  pages 
1945,  1986 

Medical  Programs  in  Medically  Indigent  Areas,  Incen- 
tives for  Undergraduates  (75-124),  page  2019 
Medical  Schools 

Teaching,  Effective  (75-110),  page  1935 
Fifth  Pathway  (75-120),  page  1936 
Graduates,  Encouragement  of  More  (75-122),  page 
1936 

Maximum  On-Call  Period  for  Medical  Students  and 
House  Officers,  Limiting  to  24  Hours  (75-112),  page 

1935 

State  Aid  to  Private  Medical  Schools  (75-129),  page 

1936 

Medical  Society  of  the  State  of  New  York,  Annual 
Meeting  of,  page  2057 

Medical  Speakers  Bureau  for  County  Medical  Societies 
(75-15),  page  1932 
Medical  Students 

Convention  Conflict  in  Scheduling  for  Student  Par- 
ticipation (75-125),  page  1968 
Delegate:  Address,  page  1871 
Due  Process  (75-131),  page  1935 

Equal  Facilities  for  Female  Medical  Students  and 
Physicians  (75-126),  page  2045 
Federally  Insured  Loans  (75-132),  page  1991 
Financial  Committee  Fund  for  Medical  Students 
(75-130),  page  1936 

Foreign  Medical,  see  Medical  Schools  Fifth  Pathway  , 
Resolution  74-107,  To  Implement  the  Programs  Pro-. 

vided  for  (75-135),  page  1937 
Undergraduate  Medical  Programs  in  Medically  Indi- 
gent Areas  Incentives  for  (75-124),  page  2019 
Student  Section,  Supportive  Administrative  Services 
to  the  (75-134),  page  1969 
see  also  Medical  Schools 

Medicine,  Regimenting  and  Socializing  (75-76),  pagi 
1934 
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Membership 

Application,  MSSNY,  New  (75-36),  page  1967 
Eligibility  of  (74-4),  page  1877 
Report;  page  1964 

Membership  Benefits:  Report,  page  1939 
Memorial  Resolutions,  page  1858 
Memorial  Tributes,  page  1857 
Mental  Health:  Report,  page  2008 
Mental  Patients,  Improved  Care  of  (75-113),  page  2044 
Merger  in  Greater  New  York  Area,  Associated  Hospital 
Service  of  New  York  (Blue  Cross)  and  United  Medical 
Service,  Inc.  (Blue  Shield),  page  2021 
Metabolic  Diseases:  Report,  page  2009 
Minutes,  1974,  Approval  of,  page  1858 
Motor  Vehicles,  The  Use  of  Telescopic  Devices  for  Op- 
eration of  (75-43),  page  2017 

National  Formulary,  Opposition  and  Legislation  Re- 
garding a (75-92),  page  1990 
National  Health  Insurance,  page  2021 
National  Health  Planning  Bill,  page  2037 
New  York  City  Commission,  Establishment  of  (75-114), 
page  1968 

New  York  State  Administration,  Rules  and  Regulations 
Promulgated,  To  Require  Publication  of  (75-73),  page 
1989 

New  York  State  Insurance  Fund  and  Joint  Underwrit- 
ing Association  Proposal,  Opposition  to  (75-142), 
page  2066 

Nominating  Committee,  MSSNY,  pages  1921,  1920 
Nonnarcotic  Prescriptions,  Eliminate  Age  and  Address 
Requirement  on  (75-12),  page  2016 
Nursing  and  Allied  Professions:  Report,  page  1928 
Nursing  Schools,  Consolidation  of  (75-38),  page  1933 


Par- 1 


Obstetrics  and  Pediatric  Care,  Regionalization  of  (75- 
106),  page  2018 
Officers 

Direct  Election  (75-84),  see  Bylaws  and  Elections 
Election,  Fixed  Date  For  (75-2),  see  Bylaws  and  Elec- 
tions 

Progression  of,  page  1918 

One  Doctor-One  Vote  at  Medical  Society  of  the  State  of 
New  York  House  of  Delegates  (75-47),  see  Bylaws  and 
Elections 

Opening  Proceedings,  page  1857 
Optometrists 

Definition  of  (75-46),  page  1933 

Drugs,  Use  of  by,  as  Proposed  by  Assembly  Bill  Num- 
ber 1335  (75-25),  page  1988 
Use  of  Drugs  by  (75-44),  page  2017 
Use  of  Drugs  by  an  (75-81),  page  2017 
Osteopathic  Physicians 
(74-2),  page  1877 

Membership  in  MSSNY  (74-3),  page  1878 
M.D.  Title,  Use  of  by  Qualified  Osteopathic  Physician 
(75-69),  page  1932 
see  also  Workmen's  Compensation 


Past  Presidents,  Introduction  of,  page  1872 
Payne,  Mrs.  Torrence  P.B.:  Address,  page  1864 
Pediatric  and  Obstetrics  Care,  Regionalization  of  (75- 
106),  page  2018 

Peer  Review:  Report,  page  1976 

Pension  Plans  of  Incorporated  Professionals  as  Recog- 
nized Under  Federal  Income  Tax  Law,  Equal  Status 
of  (75-117),  page  1990 
Physicians’  Assistants 


Ad  Hoc  Committee  to  Study  the  Training  of,  Ap- 
pointment of  (75-13),  page  1931 
Employment  of,  only  by  M.D.’s  (75-51),  page  1988 
Legislation  Restricting  the  Use  of,  Singling  Out  One 
Particular  Medical  Specialty  (75-45),  page  1931 
Programs  in  Hospitals  (75-16),  page  1931 
Physicians  Committee,  page  1910 
Physicians’  Home:  Vice-President  Address,  page  1866 
Physician’s  Occupational  Title  (75-14),  page  1932 
Physician  Recertification  (75-80),  page  1930 
President 

Report,  page  1882 

Recommendation  Re:  Method  of  Election,  page  1919 
President-Elect 
Address,  page  1868 

Recommendation  Re:  Method  of  Election,  page  1919 
Preventive  Medicine:  Reports,  pages  2009,  2010 
Professional  Medical  Liability  Insurance 
Ad  Damnum  Clause,  page  1943 
Adjudication,  System  for  (75-104),  page  1950 
Arbitration,  Compulsory  (75-18),  page  1945 

Voluntary  binding,  see  President-Elect  Address 
Assessment,  Mandatory  $100  (75-29),  page  1946,  see 
also  page  2067 

Blackman,  Norman  S.,  M.D.:  Motion,  page  2067 
Claims  Made,  Rejection  of  (75-28),  page  1946 
Contribution,  Prompt  Payment  to  MLMIC  (75-149), 
page  2067 

Contingency  Plan,  page  2069 

Convocation,  for  Petition  and  Redress  (75-146),  page 
2072 

Conway,  Gerard  L.:  Address,  page  2061 

Costs  of  Operating  a Program  of  (75-27),  page  1945 

County  Medical  Societies 

Liaison  Contact  MSSNY  (75-148),  page  2071 
Defense  of  Claims  (75-52),  page  1944 
District  Branches,  Liaison  Contact  MSSNY  (75-148), 
page  2071 

Emergency  Care,  Planning  of  (75-140),  page  2071 
Emergency  Fund  Expenses  to  date,  page  2067 
Emerson,  Ralph  S.,  M.D.:  Statements 
Assessment,  page  2065 
Malpractice,  pages  1868  and  1952 
Medical  Disaster  Plan,  page  1951,  see  also  2069 
Fager,  Donald  J.:  Address,  page  2062 
Full  Disclosure  (75-33),  page  1946 
Health  Care  Indemnification  Act  (75-72),  page  1948 
Indiana  Professional  Liability  Law 
Motion,  page  2067 
(75-145),  page  2066 
(75-147),  page  2068 
Informed  Consent,  page  1943 
Insurance  Company,  Mutual,  MSSNY,  etc. 

Essential  Issues,  Adherence  to  before  forming  (75- 
49),  page  1947 

Formation  by  MSSNY  (75-57),  page  1947 
Physician  Controlled  (75-101),  page  1949 
Program  for  (75-100),  page  1948 
Referendum  re  (75-105),  page  1950 
Self  Insurance 

(75-102),  page  1949 

Program  (75-26),  page  1945  and  (75-59),  page 
1948 

see  also  Medical  Liability  Mutual  Insurance  Com- 
pany (below) 

Joint  Underwriting  Association  and  State  Insurance 
Fund,  Opposition  to  Proposals  (75-142),  page  2066 
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Licensure,  Medical  MSSNY  Authority  (75-19),  page 
1945 

Lombardi  Bills,  support  in  Principle  (75-143),  (75- 
145),  (75-147),  pages  2065,  2066,  2068 
Malpractice 

Claims  (75-52),  page  1944 
Costs,  page  1942 

Full  Disclosure  (75-33),  page  1946 
Insurance  Coverage,  page  2036 

Legislation  and  Judicial  Remedies  for  (75-58),  page 
1948 

Suits  Against  Hospitals  and  Physicians  (75-39), 
page  1947 

Manning,  Selvage  and  Lee,  McKamy,  Kent:  Address, 
page  2065 

Mannix,  Arthur  J.,  M.D.:  Address,  page  2064 
Mediation  Panel  Law,  page  1978 
Medical  Diaster  Plan  for  New  York  State,  page  2069 
Medical  Liability  Mutual  Insurance  Company 
Contribution  to,  (75-149),  page  2067 
Formation  of  (75-57),  page  1947 
President:  Address,  page  2064 
Special  Meeting  House  of  Delegates,  page  2066 
Subordinated  Loan  to,  page  2067 
Support  of  (75-141),  page  2065 
Meetings,  page  1984 

Notice  of  Action  and  Trial  Preference,  page  1943 
Patients’  Indemnification  Act,  page  1943 
Priority  Bills,  page  1983 
Problem,  Solution  to  (75-103),  page  1949 
Services,  Notice  of  Termination  (75-138),  page  2071 
Services,  Orderly  Withdrawal  (75-139),  page  2071 
Specialty  Representation,  Increase  (75-144),  page 
2072 

State  Insurance  Fund  Opposition  to  (75-142),  page 
2066 

Utilization  Review  Plan  (75-133),  page  2072 
State  Legislation  Report,  Supplementary  2,  page  1942 
Statute  of  Limitations,  page  1942 
Suffolk  County  Statement,  page  2068 
Vesey,  Frank  A.,  M.D.:  Address,  page  2066 
Professional  Medical  Liability  Insurance  and  Defense 
Board:  Report,  page  1940 
PSRO 

Report,  page  1985 

State  of  New  York,  Department  of  Health  NYSHUR 
(75-75),  page  1989 

Public  Certified  Accountants:  Report,  page  1892 
Public  Health  and  Education:  Commission  Report, 

page  1993 

Public  and  Professional  Relations:  Report,  page  1958 
Publications:  Report,  page  1960 
Publicity  to  Laity  (74-42),  page  1958 

Quick  Reference  Guide  on  Health  Issues  (75-37),  page 
1932 

Recertification,  Physician,  see  Continuing  Education 
Reference  Committees,  page  1858 

Regional  Planning  Agencies  to  Cease  and  Desist  from 
Recommending  Closure  of  Hospital  Services  and 
State  Department  Not  Impose  Sanctions  Until  More 
Meaningful  Data  is  Available  (75-1 1 ),  page  2016 
Relative  Value  Scale 

(74-48)  and  Study,  page  2025 
(75-87),  page  2042 
see  also  AMA 

Reports  of  Officers:  Report,  page  1882 


Research  and  Planning:  Report,  page  1965 
Resolutions 

House  of  Delegates  Resolutions  (74-116),  see  Bylaws 
Introduction  of  in  House  of  Delegates,  page  2057 
Listing  of,  page  2074 
Submission  of  (75-1),  page  2046 
Rozek,  Edward  C.,  M.D.:  Address,  page  1867 
Rural  Medical  Service:  Report,  page  2011 

Schechter,  David  Charles,  M.D.,  see  Awards 
Scientific  Sections,  see  Sections 
School  Health:  Report,  page  2011 

Scientific  Activities,  Publications,  and  Miscellaneous: 
Report,  page  1955 

Scientific  Motion  Pictures  Library:  Report,  page  1957 
Secretary 

Recommendation  re:  Method  of  Election,  page  1919 
Reports,  pages  1885  and  1888 
Sections,  Scientific 

Allergy,  Change  of  Name  to  Allergy  and  Immunology 
(75-121),  page  1968 

Gastroenterology  and  Proctology,  Change  of  Name 
(74-112),  pages  1881  and  1967 
Otolaryngology,  Change  of  Name  to  Otolaryngology 
and  Maxillofacial  Surgery  (75-119),  page  1968 
Plastic  and  Reconstructive  Surgery,  Change  of  Name 
of  Section  on  to  Plastic,  Reconstructive  and  Maxil- 
lofacial Surgery  (74-103),  pages  1966  and  1880 
Emergency  Medicine  Establishment  of  (75-35),  page 
1967 

Reorganization  of,  page  2036 

Specialty  Society  Representation  in  (75-62),  page 
2049 

Services,  Orderly  Withdrawal  of  (75-139),  page  2071 
Services,  Termination  of,  Notification  of  (75-138),  page 
2071 

Socializing  and  Regimenting  Medicine  (75-76),  page 
1934 

Socioeconomics:  Report,  page  2024 
Speaker  and  Vice-Speaker,  Recommendation  re:  Meth- 
od of  Elections,  page  1919 
Specialties 

Office  Services  Usually  Performed,  Determination  of 
by  Specialty,  page  2035 

Representation,  Increase  in  (75-144),  page  2072 
State  Advisory  Committee  on  Education  for  Allied 
Health  Professions  and  Services,  Establishment  of 
(75-41),  page  1931 

State  Employees:  Blue  Shield  Coverage,  page  2038 
State  Hospital  Code,  Subchapter  C,  Part  720.16  and 
Subchapter  F,  Part  751.11  Concerning  Physical  Medi- 
cine and  Rehabilitation,  Amendments  to  (75-40),  page 
2016 

State  Legislation,  see  Legislation 

State  of  New  York,  Department  of  Health  NYSHUR 
(75-75),  page  1989 

State  Nominating  Committee  (MSSNY),  Recommenda- 
tions on,  page  1921 
Sterilization,  see  Medicaid 
Stothers,  Hilton  H.,  M.D.:  Address,  page  1866 
Students,  AMA  Compulsory  Membership  in  by  Student 
House  Officers,  Abolishment  of  (74-108),  page  1879 

Table  of  Organization,  pages  1899,  1917 
Task  Force,  Preliminary  Plans  to  Set  Up  a Disaster 
Medical  Program  in  New  York  State,  page  1951 
Telephone  Answering  Services,  Standards  for  Operators] 
(75-22),  page  1987 
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Telescopic  Devices  for  Operation  of  Motor  Vehicles,  Use 
of  (75-43),  page  2017 
Tellers:  Report,  page  2059 
Third  Party  Involvement  (75-88),  page  2042 
Three  Tier  Rotation,  page  1919 
Todd,  Malcolm  C.,  M.D.:  Address,  page  1860 
Treasurer:  Report,  page  1890 
Trustees,  Board  of 
Report,  page  1891 

Chairman,  re  Assessment,  page  2067 

Utilization  Review  Plan,  New  York  State  Department  of 
Health  Regulations  (75-133),  page  1992,  see  also  page 
2072;  (75-75),  page  1989 

V’esey,  Frank  A.,  M.D.:  Address,  page  2066 
Vice-President 
Duties  of,  page  1919 

As  Member  of  MSSNY  Executive  Committee  (75- 
123),  page  2052 

Recommendation  re:  Method  of  Election,  page  1919 
Vice-President’s  Medal:  Presentation  to  Arthur  H. 

Diedrick,  M.D.,  page  1873 
Vote,  One-Doctor,  see  Bylaws  and  Elections 

I 

Womans  Auxiliary  (MSSN\):  Address  of  President, 

page  1864 


ciscti 


Workmen’s  Compensation  and  Occupational  Health 
Arbitration,  Failure  of  a Carrier  to  Pursue  (74-77), 
page  2028 

Chiropractors,  (74-28),  page  2027 
Corporation  Guidelines  in  Patients  Covered  by  No- 
Fault  Insurance,  Suspension  of  (74-86),  page  2028 
Family  Practice 

Fees,  page  2029 

Recognition  as  a Specialty  under  Compensation 
Law  (74-9),  page  2028 

Fees 

Equal  Fee  for  Equal  Service  (75-67),  (75-68),  page 
2040 

Negotiations,  page  2029 
Physicians  Sitting  as  Arbitrators,  page  2031 
Guidelines  for  Payment:  Relief  from  the  Failure  of 

Carriers  to  Follow  (74-77),  page  2027 
Legislation  Relief  under  Compensation  Law  (74-88), 
page  2027 

Legislative  Action,  Proposed,  page  2031 
Osteopathic  Physician  Applicants  by  County  Medi- 
cal Societies,  page  2030 
Report,  page  2026 

Specialty  Board  Designation  Restriction  of,  to  Board 
Certified  Physicians  Only,  page  2030 
Statistical  Compensation  Board  Study,  page  2029 
Written  Interrogation  as  Evidence,  Use  in  Hearings 
(74-82),  page  2026 
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NOTES 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

makes  sense 


For  long-term  control  of  hypertension* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDF  The  following 
is  a brief  summary. 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


* Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one.  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur;  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia1.  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  (>5.4  mEq/Ll  has  been  reported  in 
of  patients  under  60  years,  in  12°c  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g..  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide’.  check  serum  potassium  fre- 


‘DYAZIDE’ 

Just  once  or  twice  daily  for  maintenance. 
fFxlroclilorothiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 
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Each  tablet  contains: 

Catapres®,  brand  of  clonidine  hydrochloride, 
0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


The  only  major  new 
combination  antihypertensive 
in  a decade 


Please  see  brief  summary  of  the  prescribing  information  including  precautions,  warnings,  adverse  reactions. 


I nonreserome  - m 

Combipreso© 

Each  tablet  contains 

Catapres.'  brand  of  clonidme  hydrochloride. 

01  or  0 2 mg  and  chlorthalidone,  15  mg 

Works  better  than  either 
component  in  equivalent 
doses* 

Works  in  mild  to  severe 
hypertension 

Works  conveniently  for 
patients  who  need  more 
than  one  drug* 

Works  for  less  than  the 
cost  of  separate  Rxs* 


Works  and  works  and 
works  — convenience  and 
economy  promote  long- 
term patient  compliance 


H fCombipres  is  not  indicated  for  initial  therapy  of 
hypertension.  It  is  indicated  for  hypertensive 
patients  who  need  more  than  one  drug  for  ade- 
quate lowering  of  blood  pressure  and  who  have 
proved  to  be  responsive  to  its  components  given 
! separately  in  dosages  equivalent  to  those  in 
the  combination. 


Warning:  This  fixed  combination  drug  is  not 
indicated  for  initial  therapy  of  hypertension. 
Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination 
represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


Indication:  The  drug  is  indicated  in  the  treatmer 
'of  hypertension  (see  box  warning). 

| Contraindications:  Patients  with  known  hyper- 
sensitivity to  chlorthalidone  and  patients  with 


severe  renal  or  hepatic  diseases 
Warnings:  Tolerance  may  develop  in  some 
instances  necessitating  a reevaluation  of  therapy. 
Usage  in  Pregnancy : In  view  of  embryotoxicity 
findings  in  animals,  and  since  information  on 
possible  adverse  effects  in  pregnant  women  is 
limited  to  uncontrolled  clinical  data,  the  drug  is 
not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefit 
outweighs  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  avail- 
able with  the  use  of  Combipres  in  children. 
Precautions:  When  discontinuing  Combipres,  re- 
duce the  dose  gradually  over  2 to  4 days  to  avoid 
a possible  rapid  rise  in  blood  pressure  and  asso- 
ciated subjective  symptoms  such  as  nervousness, 
agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  con- 
sulting their  physician.  Rare  instances  of  hyper- 
tensive encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidme  hydro- 
chloride therapy  A causal  relationship  has  not 
been  established  in  these  cases.  It  has  been 
demonstrated  that  an  excessive  rise  in  blood 
pressure,  should  it  occur,  can  be  reversed  by  re- 
sumption of  Combipres  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in  potentially 
hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative 
effect  of  the  clonidine  hydrochloride  component. 
This  drug  may  enhance  the  CNS-depressive 
effects  of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  antihypertensive  agent, 
Combipres  should  be  used  with  caution  in 
patients  with  severe  coronary  insufficiency, 
recent  myocardial  infarction,  cerebrovascular 
disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Combipres  should  receive 
periodic  eye  examinations  While,  except  for 
some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmological  findings  have  been 
recorded  with  Catapres,  in  several  studies  the 
drug  produced  a dose-dependent  increase  in  the 
incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated 
for  6 months  or  longer. 

Patients  predisposed  toward  or  affected  by 
diabetes  should  be  tested  periodically  while 
receiving  Combipres,  because  of  the  hyper- 
glycemic effect  of  chlorthalidone. 

Because  of  the  possibility  of  progression  of  renal 
failure,  periodic  determination  of  the  BUN  is 
indicated.  If,  in  the  physician’s  opinion,  a rising 
BUN  is  significant,  the  drug  should  be  stopped. 
The  chlorthalidone  component  of  Combipres  may 
lead  to  sodium  and/or  potassium  depletion. 
Muscular  weakness,  muscle  cramps,  anorexia, 
nausea,  vomiting,  constipation,  lethargy  or  mental 
confusion  may  occur.  Severe  dietary  salt  restric- 
tion is  not  recommended  in  patients  receiving 
Combipres. 

Periodic  determinations  of  the  serum  potassium 
level  will  aid  the  physician  in  the  detection  of 
hypokalemia.  Extra  care  should  be  given  to 
detection  of  hypokalemia  in  patients  receiving 
adrenal  corticosteroids,  ACTH  or  digitalis.  Hypo- 
chloremic alkalosis  often  precedes  other  evi- 
dence of  severe  potassium  deficiency.  Frequently, 
therefore,  more  sensitive  indicators  than  the 
potassium  serum  level  are  the  serum  bicarbonate 
and  chloride  concentrations.  Also  indicative  of 
potassium  depletion  can  be  electrocardiographic 
alterations  such  as  changes  in  conduction  time, 
reduction  in  amplitude  of  the  T wave;  ST  segment 
depression;  prominent  U wave.  These  abnormali- 
ties may  appear  with  potassium  depletion  before 
the  serum  level  of  potassium  decreases.  To  lessen 
the  possibility  of  potassium  deficiency,  the  diet, 
in  addition  to  meat  and  vegetables,  should  in- 
clude potassium-rich  foods  such  as  citrus  fruits 
and  bananas.  If  significant  potassium  depletion 
should  occur  during  therapy,  oral  potassium 
supplements  in  the  form  of  potassium  chloride 
(3  to  4.5  gm/day),  fruit  juice  and  bananas  should 
be  given. 

Adverse  Reactions:  The  most  common  reactions 
are  dry  mouth,  drowsiness  and  sedation.  Consti- 
pation, dizziness,  headache,  and  fatigue  have 
been  reported.  Generally  these  effects  tend  to 
diminish  with  continued  therapy. 


Clonidme  hydrochloride  Anorexia,  malaise,  nau- 
sea, vomiting,  parotid  pain,  mild  transient  abnor- 
malities in  liver  function  tests;  one  case  of  possible 
drug-induced  hepatitis  without  icterus  and  hyper- 
bilirubinemia in  a patient  receiving  clonidine 
hydrochloride,  chlorthalidone  and  papaverine 
hydrochloride.  Weight  gain,  transient  elevation  of 
blood  glucose,  or  serum  creatine  phosphokinase; 
congestive  heart  failure,  Raynaud's  phenomenon; 
vivid  dreams  or  nightmares,  insomnia,  other 
behavioral  changes,  nervousness,  restlessness, 
anxiety  and  mental  depression.  Also  rash,  angio- 
neurotic edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash;  impo- 
tence, urinary  retention;  increased  sensitivity  to 
alcohol,  dryness,  itching  or  burning  of  the  eyes, 
dryness  of  the  nasal  mucosa,  pallor,  gynecomas- 
tia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested 
as  Wenckebach  period  or  ventricular  trigeminy. 
Chlorthalidone:  Symptoms  such  as  nausea,  gas- 
tric irritation,  anorexia,  constipation  and  cramp- 
ing, weakness,  dizziness,  transient  myopia  and 
restlessness  are  occasionally  observed.  Head- 
ache and  impotence  or  dysuria  may  occur  rarely. 
Orthostatic  hypotension  has  been  reported  and 
may  be  potentiated  when  chlorthalidone  is  com- 
bined with  alcohol,  barbiturates  or  narcotics. 
Skin  rashes,  urticaria  and  purpura  have  been 
reported  in  a few  instances. 

A decreased  glucose  tolerance  evidenced  by 
hyperglycemia  and  glycosuria  may  develop  in- 
consistently.This  condition,  usually  reversible  on 
discontinuation  of  therapy,  responds  to  control 
with  antidiabetic  treatment.  Diabetics  and  those 
predisposed  should  be  checked  regularly. 

As  with  other  diuretic  agents  hypokalemia  may 
occur  (see  Precautions).  Hyperuricemia  may  be 
observed  on  occasion  and  acute  attacks  of  gout 
have  been  precipitated.  In  cases  where  pro- 
longed and  significant  elevation  of  blood  uric 
acid  concentration  is  considered  potentially  de- 
leterious, concomitant  use  of  a uricosuric  agent 
is  effective  in  reversing  hyperuricemia  without 
loss  of  diuretic  and/or  antihypertensive  activity. 
Idiosyncratic  drug  reactions  such  as  aplastic 
anemia,  thrombocytopenia,  leukopenia,  agranu- 
locytosis, and  necrotizing  angiitis  have  occurred, 
but  are  rare. 

The  remote  possibility  of  pancreatitis  should  be 
considered  when  epigastric  pain  or  unexplained 
gastrointestinal  symptoms  develop  after  pro- 
longed administration. 

Other  adverse  reactions  which  have  been 
reported  with  this  general  class  of  compounds 
include:  jaundice,  xanthopsia,  paresthesia 
and  photosensitization. 

Overdosage:  Catapres  (clonidine  hydrochloride): 
Profound  hypotension,  weakness,  somnolence, 
diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  by 
several  children  from  19  months  to  5 years  of 
age.  Gastric  lavage  and  administration  of  an  ana- 
leptic and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous  doses 
of  10  mg  at  30-minute  intervals  abolishes  all 
effects  of  Catapres  overdosage. 

Chlorthalidone:  Symptoms  of  overdosage  include 
nausea,  weakness,  dizziness,  and  disturbances 
of  electrolyte  balance.  There  is  no  specific  anti- 
dote, but  gastric  lavage  is  recommended,  fol- 
lowed by  supportive  treatment.  Where  necessary, 
this  may  include  intravenous  dextrose  and  saline 
with  potassium  administered  with  caution. 

How  Supplied:  Combipres®  0.1  (Each  tablet 
contains  clonidine  hydrochloride  0.1  mg  4- 
chlorthalidone  15  mg).  It  is  available  as  pink, 
oval,  single-scored  compressed  tablets  in  bottles 
of  100. 

Combipres®  0.2  (Each  tablet  contains  clonidine 
hydrochloride  0.2  mg  + chlorthalidone  15  mg). 

It  is  available  as  blue,  oval,  single-scored  com- 
pressed tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
information. 

Under  license  from  Boehringer  Ingelheim  GmbH 


Boehringer  Ingelheim 
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This  symposium  is  sponsored  by  the  Sleep-Wake 
Disorders  Unit,  Department  of  Neurology,  Montefiore  Hospital  and 
Medical  Center,  Albert  Einstein  College  of  Medicine,  Bronx,  New  York 
and  the  Sleep  Disorders  Clinic,  Stanford  University  School  of 
Medicine,  Stanford,  California. 

Symposium  Accreditation: 

• Acceptable  for  8 prescribed  hours  by  the  American  Academy 
of  Family  Physicians. 

• This  Continuing  Medical  Education  activity  meets  the  criteria 
for  8 hours  of  credit  in  Category  1 for  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 

• Eligible  for  CME  credits  under  Category  2-D  of  the  American 
Osteopathic  Association's  Continuing  Medical  Education 
Program. 


PROGRAM 


8:30-9:00 

9:00-9:15 

9:15-10:00 


10:00-10:45 

10:45-11:00 

11:00-11:45 

11:45-12:30 


12:30-1:30 

1:30-2:15 


2:15-2:45 

2:45-3:00 

3:00-3:40 


3:40-4:20 


4:20-4:40 


4:40-5:30 


Registration 

Welcome  and  Introduction 

Elliot  D.  Weitzman,  M.D. 

What  Are  the  Sleep  Disorders — 

Nosology  and  Classification— 

A Case  Series  Analysis 

William  C.  Dement,  M.D. 

Narcolepsy.  Sleep  Apnea  and 
Nocturnal  Myoclonus 

Christian  Guilleminault,  M.D. 

Coffee  Break 

The  Insomnias — Nosology.  Drug 
Therapy  and  Drug-Dependency  Insomnia 

Anthony  Kales,  M.D. 

Disorders  of  Sleep  in  Children: 

Night  Terror  Attacks.  Somnambulism. 

Enuresis.  Recurrent  Nightmares, Sleep  Talking 

Thomas  Anders,  M.D. 

Lunch 

The  24-Hour  Sleep-Wake  Cycle: 

Disturbances  and  Biological  Rhythms 
(Endocrine.  Cardiovascular,  Seizures.  Glaucoma) 

Elliot  D.  Weitzman,  M.D. 

Shiftwork  and  "Jet  Lag"  Sleep-Wake  Disturbances 

Charles  P.  Poliak,  M.D. 

Coffee  Break 

Mental  Activity  and  Dream  Content 
During  Sleep — Physiological 
and  Pathological  Considerations 

Howard  P.  Roffwarg,  M.D. 

Psychiatric  Disease  and  Sleep 
Disturbances:  The  Affective  Disorders, 
Schizophrenia  and  Chronic  Alcoholism 

Vincent  P.  Zarcone,  Jr.,  M.D. 

Practical  Steps  in  Sleep  Disorder 
Diagnosis  and  Management 

Elliot  D.  Weitzman,  M.D. 

Panel  Discussion — Questions  and  Answers 


5:30  Conclusion  of  Course 


General  Information: 

• There  is  a nominal  registration  fee  of  $25  for  the  full-day  course 
and  luncheon. 

• A phone  for  physician's  incoming  emergency  calls  will  be 
available.  Call  (212)  581-1000  and  ask  for  the  symposium 
registration  desk.  All  messages  will  be  flashed  on  a screen  in 
the  meeting  room. 

• This  symposium  is  organized  by  Health  Projects  International 
and  is  partially  supported  by  an  educational  grant  from  Roche 
Laboratories, Division  of  Hoffmann-La  Roche  Inc. 


For  additional  information  contact: 

Health  Projects  International  Inc. 

200  Madison  Avenue  New  York,  NY  10016  (212)  683-7620 
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Abstracts  and  Reports  of  Proceedings — New  York  Society  for  Thoracic  Surgery — Winter 
Session 

Allan  Ellia  Bloomberg,  M.D.,  Editor 

Chronic  Traumatic  Dissecting  Aortic  Aneurysms;  Four-year  delay  in  recognition  and 
treatment 

Constantin  D.  Papadopoulos,  M.D.,  Robert  T.  Potter,  M.D.,  Anthony  M.  Manoli, 
M.D.,  and  Varkey  Chacko,  M.D. 

Intracaval  Umbrella  Filter  Therapy  for  Pulmonary  Embolus;  Long-term  results 
Dennis  A.  Bloomfield,  M.D.,  Serge  L.  Jomain,  M.D.,  and  Marcial  M.  Cerruti,  M.D. 
Surgical  Treatment  of  Difficult  Patent  Ductus  Arteriosus;  Profound  hypothermia  and 
circulatory  arrest 

George  Robinson,  M.D.,  Douglas  Condit,  P.A.,  and  Lari  A.  Attai,  M.D. 

Main  Left  Coronary  Artery  Disease;  Risk  of  coronary  angiography  and  bypass  surgery 
Jay  Mehta,  M.D.,  Robert  I.  Hamby,  M.D.,  F.A.C.C.,  Choudary  Voletti,  M.D., 

B.  George  Wisoff,  M.D.,  and  Marvin  L.  Hartstein,  M.D. 

Left  Ventricular  Power  Failure;  Management  with  intraoperative  unidirectional  intra- 
aortic balloon  pumping. 

David  Bregman,  M.D.,  Eduardo  N.  Parodi,  M.D.,  Richard  N.  Edie,  M.D., 

Frederick  0.  Bowman,  Jr.,  M.D.,  Keith  Reemtsma,  M.D.,  and  James 
R.  Malm,  M.D. 

Inventory  of  Surgical  Operations  for  Cardiac  Structural  Myocardial  Infarction;  Part  IV 
David  Chas.  Schechter,  M.D.,  F.A.C.S. 

Correlation  Conferences  in  Radiology  and  Pathology 

Renal  Mass 

Bronx  Municipal  Hospital  Center 

Clinicopathologic  Conference 

Lower  Esophageal  Lesion  with  Bleeding 
Beekman-Downtown  Hospital 

Electrocardiograms  of  the  Month 

Questions  183  and  184 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Case  Reports 

Malignant  Prostatic  Cystosarcoma  Phyllodes 

Boris  Gueft,  M.D.,  and  Michael  Adrian  Walsh,  M.D. 

Self-Induced  Hypokalemia 

Morris  Kleinfeld,  M.D.,  and  John  J.  Rozanski,  M.D. 

Ostium  Primum  Atrial  Septal  Defect;  Associated  with  mitral  valve  prolapse 

Eliyahu  Menachemi,  M.D.,  Agop  Aintablian,  M.D.,  and  Robert  I.  Hamby,  M.D. 
Trisomy  D Syndrome;  Transmission  of  D/D  translocation  chromosome 

Jose  Luis  Rementeria,  M.D.,  Paul  E.  Kalish,  M.D.,  and  Wen-Hsiung  Huang,  M.D. 
Leiomyosarcoma  of  Superficial  Soft  Tissue  with  Unusual  Metastasis 
Gustave  Kaplan,  M.D.,  and  Pal  Varga,  M.D. 

Recurrent  Iatrogenic  Ventricular  Fibrillation;  Induced  by  malpositioned  central  venous 
catheter 

Kuo-Chiew  Quan,  M.D.,  and  Felix  Monaco,  M.D. 

Thrombotic  Thrombocytopenic  Purpura;  Systemic  embolization  from  nonbacterial 
thrombotic  endocarditis 

Juan  R.  Vilanova,  M.D.,  Michael  I).  Norenberg,  M.I).,  and  I.  Donald  Stuard,  M.D. 
Management  of  Pacemaker  Malfunction 

Eugene  J Thompson,  M.D.,  Crisanto  Torres,  M.D.,  and  Paul  Glass,  B.S. 
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Abstracts 


Tomar,  R.  H.,  Choa,  M.,  Cornwall,  C.,  and  Mitchell, 

G.:  Influenza  and  pneumonia;  aids  in  differential  diag- 
nosis, New  York  State  J.  Med.  75:  2123  (Oct.)  1975. 

Viral  pneumonia  may  be  difficult  to  differentiate 
from  bacterial  pneumonia.  During  the  epidemic  of  in- 
fluenza in  1971  to  1972  in  Upstate  New  York,  8 patients 
with  influenza  developed  pulmonary  infiltrates.  The 
nitroblue  tetrazolium  dye  reduction  test,  cold  agglutinin 
titer,  serology,  and  bacterial  and  viral  cultures  were  used 
to  help  determine  the  cause  of  the  pneumonia.  Other 
than  positive  blood  or  “pure”  sputum  cultures  for  bacte- 
ria, the  most  useful  assay  may  be  the  NBT  test  since 
neither  cold  agglutinins  nor  anti-influenza  titers  are  al- 
tered by  a superimposed  bacterial  pneumonitis. 

Kazarian,  K.  K.,  Devanesan,  J.  K.,  and  Mersheimer, 

W.  L.:  Diagnostic  peritoneal  lavage;  technique,  compli- 
cations, and  interpretations,  New  York  State  J.  Med. 
75:  2149  (Oct.)  1975. 

This  report  outlines  the  technique  of  diagnostic  peri- 
toneal lavage,  the  use  of  quantitative  microscopic  analy- 
sis of  the  recovered  fluid,  and  assessment  of  hemoperito- 
neum  or  injury  of  abdominal  organs.  Contraindications 
and  complications  of  the  procedure  are  also  discussed. 

Pierog,  S.,  Parthasarathy,  S.,  Rojanaphruk,  S.,  and 
Pryles  C.:  Incidence  of  bacteriuria  in  high-risk  neo- 
nate, New  York  State  J.  Med.  75:  2152  (Oct.)  1975. 

Urine  cultures,  taken  by  percutaneous  bladder  aspira- 
tion, were  studied  in  304  infants,  both  term  and  pre- 
term, admitted  consecutively  to  the  intensive  care  nur- 
sery of  the  Jewish  Hospital  and  Medical  Center  of 
Brooklyn.  Suprapubic  bladder  aspiration,  successful  in 
283,  is  a safe  procedure  even  in  the  smallest  infant.  The 
incidence  of  bacteriuria  was  very  low,  2.1  per  cent  and 
the  incidence  of  true  UTI  (urinary  tract  infection)  re- 
quiring antimicrobial  therapy  was  even  lower,  less  than 
1 per  cent.  Percutaneous  bladder  aspiration  is  reward- 
ing in  the  confirmation  of  UTI  in  the  high-risk  neonate. 

Wechsler,  M.:  Hydrocelectomy;  an  evaluation  of 

Lord’s  operation,  New  York  State  J.  Med.  75:  2165 
(Oct.)  1975. 

Lord’s  operation  for  hydrocelectomy  is  a simple  and 
safe  procedure;  no  tissue  is  excised  and  there  is  minimal 


dissection.  Thirty-two  patients  have  been  treated  in 
this  manner.  Hospital  stay  is  kept  to  a minimum  and 
patients  are  able  to  return  to  work  in  two  to  three  weeks. 
The  operation  is  not  recommended  in  those  patients 
who  have  had  multiple  aspirations  or  a thickened  tuni- 
ca. 

Stroh,  G.,  Katz,  S.  H.,  and  Hinman,  A.  R.:  Rationale 
for  performing  second  trimester  abortions  on  an  inpa- 
tient basis,  New  York  State  J.  Med.  75:  2168  (Oct.) 
1975. 

Published  data  on  complications  of  abortion  show  an 
increased  risk  of  complication  with  greater  gestational 
age  and  with  procedures  most  frequently  used  in  sec- 
ond-trimester abortions.  A closer  look  at  these  data  re- 
veals that  the  eleventh  to  sixteenth  weeks  of  gestation 
are  associated  with  the  highest  frequency  of  complica- 
tion with  either  curettage  or  saline-amniotic  fluid  ex- 
changes, the  most  commonly  employed  procedures.  A 
review  of  abortions  in  New  York  State,  excluding  New 
York  City,  shows  that  during  the  first  two  and  one-half 
years  of  the  liberalized  abortion  law,  more  than  5 per 
cent  of  out-of-hospital  abortions  were  done  at  gestation- 
al ages  of  ninety  days  or  more;  most  of  these  were  done 
between  ninety  days  and  sixteen  weeks’  gestation.  The 
data  also  reveal  that  the  maternal  mortality  rate  associ- 
ated with  out-of-hospital  abortion  procedures  at  all  ges- 
tational ages  is  about  twice  as  high  as  for  inhospital  pro- 
cedures and  that  for  second-trimester  abortions  the  out- 
of-hospital  mortality  rate  is  5 times  greater.  It  is  evi- 
dent that  abortions  after  the  first  trimester  should  only 
be  performed  on  an  inpatient  basis. 

Hinman,  A.  R.:  Immunization  and  disease  in  New 

York,  New  York  State  J.  Med.  75:  2172  (Oct.)  1975. 

Development  and  widespread  use  of  vaccines  has  pro- 
foundly altered  the  occurrence  of  certain  communicable 
diseases.  Specific  data  are  presented  on  smallpox,  teta- 
nus, diphtheria,  pertussis,  poliomyelitis,  measles, 
mumps,  and  rubella.  Despite  the  effectiveness  and 
availability  of  these  vaccines,  a substantial  segment  of 
the  population  remains  unprotected.  Parents  and 
health  care  providers  need  to  increase  their  efforts  to 
ensure  that  the  simple  and  effective  practice  of  immuni- 
zation is  more  widely  used  to  prevent  disease  and  pro- 
mote health. 
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In  addition  to  postgraduate  courses,  timely  medical  subjects  wi 

Advance  Registration 

AMA  Clinical  Convention 


be  offered  each  day  in  state-of-the-art  lectures  and  symposia. 

34.  Advanced  Life  Support— Cardiopulmonary  Resuscita- 
tion. (Prerequisite:  Basic  Life  Support  Course) 
(Dec.  3-5) 


HONOLULU.  HAWAII 

November  30-December  5 

SCIENTIFIC  COURSES 

Monday-Wednesday,  Dec.  1-3/7:30-9:00  AM  (4V2  hour, 
3-day  course:  $45) 

1 . Dermatology  for  Non-Dermatologists 

2.  Evaluation  of  the  Unconscious  Patient 

3.  Hyperlipidemia 

4.  Infectious  Diseases  in  Children 

5.  Management  of  Adolescent  Problems 

6.  Newer  Antibiotics 

7.  Newer  Concepts  of  Family  Planning 

8.  Office  Management  of  Sexual  Difficulties 

9.  Peripheral  Vascular  Disease— Diagnosis  and  Treatment 

1 0.  Pulmonary  Function  Tests  and  Blood  Gases 

Monday-Wednesday,  Dec.  1-3  (Numbers  1-10) 

1st  Choice#  :2nd  Choice#  ; 3rd  Choice# 

Monday-Wednesday,  Dec.  1-3/10:30  AM-Noon  (V/i  hour, 
3-day  course:  $45) 

1 1.  Acid-Base,  Fluid  and  Electrolyte  Balance 

12.  Advanced  Electrocardiography 

13.  Critical  Patients— Critical  Decisions 

14.  Normal  and  Abnormal  Uterine  Bleeding 

1 5.  Office  Management  of  Anorectal  Disorders 

1 6.  Office  Practice  of  Gynecology 

17.  Physicians' Marriages 

18.  Special  Problems  of  Child  Abuse 

19.  Surgical  Lesions  of  the  Intestines— Diagnosis  and 
Treatment 

20.  Treatment  of  Common  Pediatric  Allergies 

Monday-Wednesday.  Dec.  1-3  (Numbers  1 1-20) 
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Thursday- Friday,  Dec.  4-5/7:30-10:30  AM  (6  hours  for 
total  course:  3 hours  on  Thursday,  3 hours  on  Friday:$60) 

21.  Acid-Base.  Fluid  and  Electrolyte  Balance  (repeat) 

22.  Basic  Electrocardiography 

23.  Birth  Defects  and  Clinical  Genetics 

24.  Dermatology  for  Non-Dermatologists  (repeat) 

25.  Fetal  Monitoring 

26.  Ophthalmoscopy  for  the  Non-Ophthalmologist 

27.  Pediatric  Cardiology 

28.  Pitfalls  of  Emergency  Room  X-Rays 

29.  Office  Endocrinology 

30.  Immunology— 1976 

3 1 . The  Uterine  Pap  Smear 

Thursday-Friday,  Dec.  4-5  (Numbers  21-31) 

1 st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 

Offered  Both  Monday  & Tuesday,  Dec.  1 & 2/7:30  AM- 
Noon  (4’/2-hour  course:  $45) 

32.  Basic  Life  Support— Cardiopulmonary  Resuscitation 

(Dec.  1)  

33.  Basic  Life  Support— Cardiopulmonary  Resuscitation 

(Dec.  2)  

Wednesday-Friday,  Dec.  3-5/9:00  AM-Noon  (9-hour  course: 
$90) 


Courses  of  the  AMA  Committee  on  the  Medical  Aspects 
of  Sports  (Each  a 3-hour  course:  $30) 

Monday,  Dec.  1/7:30-9:00  AM  & 10:30-Noon 

35.  The  Physical  Exam 

Tuesday.  Dec.  2/7:30-9:00  AM  & 1 0:30-Noon 

36.  The  Oriental  Arts  (Karate,  Judo,  Yoga) 

Wednesday.  Dec.  3/7:30-9:00  AM  & 1 0:30-Noon 

37.  Emergency  Care  on  the  Field 

Thursday,  Dec.  4/7:30- 1 0:30  AM 

38.  Wrestling  

39.  Aquatic  Sports  

Friday,  Dec.  5/7:30- 1 0:30  AM 

40.  Rehabilitation  

Tuesday-Wednesday,  Dec.  2-3/7:30-10:30  AM  (6 
hours  for  total  course;  3 hours  on  Tuesday.  3 hours  on 
Wednesday:  $60) 

41.  Writing  for  Scientific  Journals 

LUNCHEON  ROUND  TABLES 

(Held  in  Hilton  Hawaiian  Village  Long  House  Room, 
luncheon  round  tables  are  jointly  sponsored  by  the  AMA 
Auxiliary  and  AMA  Council  on  Scientific  Assembly.  Cost: 
$10.00  each.) 

Tuesday.  December  2 (12:15  1:45  PM)  • Topic- 

Ancient  Polynesian  Medicine 

Thursday.  December  4 (12:15-1:45  PM)  • Topic  — 
Dehli  Belly,  Gyppy-Tummy.  and  Other  Diseases  of 
T ravelers 


General  Registration 

Non-member  phy-  AMA  members  and 

sicians:$35  their  guests:  no  fee 

Guests  of  non-  Medical  students, 

members:  $10  interns  and  resi - 

Foreign  M.D.’s:nofee  dents:  no  fee 

My  remittance  of  $ is  enclosed.  Make  check  or 

money  order  payable  to  the  American  Medical  Associ- 
ation Payment  must  accompany  registration. 

Please  print 

Name - 

(Each  physician  must  register  in  his  own  name) 

Office  Address 

City/State/Zip 

I am  a member  of  the  AMA  through  the  following  State 
Medical  Association  or  government  service 

Office  Phone  No 


□ Send  travel  information;  or  call  toll-free  to:  (800) 
621-1046.  except  in  Alaska  and  Hawaii;  in  Illinois  call 
(312)  782-3462 


Return  this  form  today  to  AMA’s  Dept,  of  Membership  Statistics.  535  N.  Dearborn  St.,  Chicago,  IL  60610 
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Abstracts  in  Interlingua 


Tomar,  R.  H.,  Choa,  M.,  Cornwall,  C.,  e Mitchell,  G.: 

Influenza  e pneumonia;  adjutas  pro  le  diagnose  differen- 
tial, New  York  State  J.  Med.  75:  2123  (Octobre)  1975. 

Le  pneumonia  viral  pote  esser  difficile  de  differentiar 
del  pneumpnia  bacterial.  Durante  le  epidemia  de  in- 
fluenza de  1971-2  in  le  parte  nord  de  Nove  York,  8 pa- 
tientes  con  influenza  disveloppate  infiltration  pulmona- 
ri.  Le  test  del  colorante  azur  de  nitrotetrazolium 
(ANT)  e le  culturas  viral  esseva  usate  pro  adjutar  al  de- 
termination del  causa  del  pneumonia.  Altere  que  le 
sanguine  positive  o le  culturas  bacterial  “pure”  del  ex- 
pectoration, le  test  plus  utile  pote  esser  le  colorante 
ANT  perque  non  le  titulos  del  crioagglutininas  e del  an- 
ticorpores  anti-influenza  es  alterate  per  un  pneumonia 
bacterial  superimposta. 

Kazarian,  K.  K.,  Devanesan,  J.  K.,  e Mersheimer,  W. 

L.:  Lavage  peritoneal  diagnostic:  technica,  complica- 
tiones  e interpretationes,  New  York  State  J.  Med.  75: 
2149  (Octobre)  1975. 

In  iste  reporto  es  describite  le  technica  del  lavage  per- 
itoneal diagnostic,  le  uso  del  analyse  microscopic  quanti- 
tative del  liquido  obtenite  e le  evaluation  del  hemoperi- 
toneum  o del  injurias  del  organos  abdominal.  Le  con- 
traindicationes  e le  complicationes  del  procedimento  es 
etiam  discutite. 

Pierog,  S.,  Parthasarathy,  S.,  Rojanaphruk,  S.,  e 
Pryles,  C.:  Incidentia  del  bacteriuria  in  le  neonatos  de 
risco  elevate,  New  York  State  J.  Med.  75:  2152  (Octo- 
bre) 1975. 

Le  culturas  urinari,  facite  in  urina  obtenite  per  aspira- 
tion percutanee  del  vesica,  esseva  studiate  in  304  in- 
fantes nascite  a termino  o premature,  admittite,  consec- 
utivemente,  al  Nurseria  de  Attention  Intensive  del  Hos- 
pital Judeo  e Centro  Medic  de  Brooklyn.  Le  aspiration 
vesical  suprapubic,  successosse  in  283  infantes,  es  un 
procedimento  secur,  mesmo  in  infantes  plus  parve.  Le 
incidentia  del  bacteriuria  esseva  multe  basse,  2.1  pro 
cento,  e le  incidentia  del  infection  urinari  ver,  que  re- 
quireva  therapia  antimicrobial,  esseva  mesmemente 
plus  basse:  minus  que  1 pro  cento.  Le  aspiration  vesi- 
cal percutanee  es  advantagose  pro  confirmar  le  infection 
urinari  in  le  neonatos  de  risco  elevate. 

Wechsler,  M.:  Hydrocelectomia;  evalutation  del  oper- 
ation de  Lord,  New  York  State  J.  Med.  75:  2165  (Octo- 
bre) 1975. 

Le  hydrocelectomia  de  Lord  es  un  procedimento  sim- 
ple e secur;  non  extirpa  se  texito  e le  dissection  es  min- 
ime.  Un  total  de  32  patientes  esseva  tractate  con  iste 
methodo.  Le  hospitalisation  esseva  reducite  a un  mini- 
mum e le  patientes  poteva  retornar  al  travalio  in  2 a 3 
septimanas.  Le  operation  non  es  recommendate  per  le 
patientes  in  que  aspirationes  multiples  ha  essite  facite,  o 
in  illos  in  que  le  tunica  es  engrossate. 
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DARVOCET-N?  100 

propoxyphene  napsylate  with  acetaminophen 

Indication:  For  the  relief  of  mild  to  moderate  pain,  either  alone  or  accompanied  by 
fever 

Contraindications:  Hypersensitivity  to  propoxyphene  or  to  acetaminophen 
Warnings:  Drug  Dependence— Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics.  The  abuse  liability 
of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
less,  and  propoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine 

Usage  in  Ambulatory  Patients—  Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery.  The  patient  should  be  cautioned  accord- 
ingly. 

Usage  in  Pregnancy— Safe  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development.  Therefore,  propoxyphene  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

Usage  in  Children— Propoxyphene  is  not  recommended  for  use  in  children,  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrine  The  central-nervous- 
system  depressant  effect  of  propoxyphene  may  be  additive  with  that  of  other  C.  N.S 
depressants. 

Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation, 
nausea,  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  if 
the  patient  lies  down 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes, 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  dis- 
turbances 

The  chronic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg  per  day  has 
caused  toxic  psychoses  and  convulsions.  (011375] 

DARVON5  COMPOUND-65 

propoxyphene  hydrochloride,  aspirin,  phenacetin,  and  caffeine 
indication:  For  the  relief  of  mild  to  moderate  pain 

Contraindication:  Hypersensitivity  to  propoxyphene,  aspirin,  phenacetin.  or  caf- 
feine. 

Warnings:  Drug  Dependence—  Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance.  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics.  The  abuse  liability 
of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
less,  and  propoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine 

Usage  in  Ambulatory  Patients— Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery.  The  patient  should  be  cautioned  accord- 
ingly. 

Usage  in  Pregnancy— Safe  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development  Therefore,  propoxyphene  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

Usage  in  Children— Propoxyphene  is  not  recommended  tor  use  in  children  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group 
Salicylates  should  be  used  with  extreme  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrine 
The  central-nervous-system  depressant  effect  of  propoxyphene  may  be  additive 
with  that  of  other  C.N  .S  depressants 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  large 
amounts  for  a long  time 

Salicylates  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  uricosuric 
effect  of  uricosuric  agents 

Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation, 
nausea,  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  if 
the  patient  lies  down 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes, 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  dis- 
turbances 

The  chronic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg  per  day  has 
caused  toxic  psychoses  and  convulsions  (om?*) 

Additional  information  available 
to  the  profession  on  request. 
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Eli  Lilly  and  Company,  Inc 
Indianapolis,  Indiana  46206 


Relief  from  his 
fracture  pain 


Darvocet-NlOO 

100  mg  propoxyphene  napsylate  and 
650  mg.  acetaminophen 

contains  no  aspirin 


Darvon 
Compound-65 

65  mg.  propoxyphene  hydrochloride,  227  mg.  aspirin 
162  mg.  phenacetin,  and  32.4  mg.  caffeine 

contains  aspirin 


for  mild  to 
moderate  pain 


See  summary  of  prescribing  information  on  adjoining  page 
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Stroh,  G.,  Katz,  S.  H.,  e Hinman,  A.  R.:  Rationalisa- 
tion per  facer  abortos  in  le  secunde  trimestre  del  gesta- 
tion in  patientes  hospitalisate,  New  York  State  J. 
Med.  75:  2168  (Octobre)  1975. 

Le  information  publicate  supra  le  complicationes  del 
aborto  revela  que  ha  un  risco  augmentate  de  complica- 
tiones a major  etate  gestational,  usante  le  procedimen- 
tos  plus  frequentemente  practicate  pro  facer  abortos  in 
le  secunde  trimestre.  Un  observation  plus  detaliate  de 
iste  information  revela  que  inter  le  11  e le  16  septimanas 
del  gestation  existe  le  frequentia  plus  elevate  de  compli- 
cationes usante  le  curettage  e le  recambio  del  liquido 
amniotic  per  solution  saline,  que  es  le  procedimentos 
plus  communmente  usate.  Un  revista  del  abortos  prac- 
ticate in  le  Stato  de  Nove  York  (exclusive  le  Citate  de 
Nove  York)  revela  que  durante  le  prime  2 annos  e medio 
del  liberation  legal  del  aborto,  plus  que  5 pro  cento  del 
abortos  facite  in  patientes  ambulatori  (foras  del  hospi- 
tal) esseva  practicate  al  etate  gestational  de  90  dies  o 
plus;  le  majoritate  de  iste  abortos  esseva  facite  inter  90 
dies  e 16  septimanas  de  gestation.  Le  information 
etiam  revela  que  le  indice  de  mortalitate  maternal  rela- 
tionate  con  le  abortos  facite  foras  del  hospital  a qualun- 


que  etate  gestational  es  circa  del  duple  que  ille  del  abor- 
tos facite  in  patientes  hospitalisate;  le  abortos  in  le  tri- 
mestre secunde  facite  foras  del  hospital  ha  un  indice  de 
mortalitate  maternal  5 vices  plus  elevate  que  in  le  pa- 
tientes hospitalisate.  Es  evidente  que  le  abortos  depost 
del  prime  trimestre  de  gestation  debe  esser  practicate 
solmente  supra  le  base  de  patientes  hospitalisate. 

Hinman,  A.  R.:  Immunisation  e morbos  in  Nove  York, 
New  York  State  J.  Med.  75:  2172  (Octobre)  1975. 

Le  disveloppamento  e uso  ample  de  vaccinos  ha  alter- 
ate  profundemente  le  occurrentia  de  certe  morbos  com- 
municabile.  Information  specific  es  presentate  supra  le 
variola,  le  tetanus,  le  diphtheria,  le  pertussis,  le  polio- 
myelitis, le  rubeola  (“measles”),  le  parotiditis  e le  rubel- 
la (“rubeola  germanic”).  Nonobstante  le  efficatia  e 
disponibilitate  de  iste  vaccinos,  un  segmento  importante 
del  population  permanece  sin  protection.  Le  parentes  e 
le  suministrantes  de  attention  sanitari  require  augmen- 
tar  su  effortios  pro  asecurar  que  le  practica  simple  e ef- 
fective de  immunisar  sia  plus  ampliamente  usate  pro 
prevenir  morbos  e promover  le  sanitate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


'Fry  not  to  get  agitated  or  irritated  you  need  something  to  get  your  mind  off  your  hobby.” 
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Medical  Meetings 


Symposium  on  “Current  Trends  in 
Sphingolipidoses  and  Allied  Disorders” 

A two-day  Symposium  on  “Current  Trends  in 
Sphingolipidoses  and  Allied  Disorders”  will  be  held  at 
the  Downstate  Medical  Center,  State  University  of  New 
York,  on  Monday  and  Tuesday,  October  20  and  21, 
1975.  Further  information  may  be  obtained  from 
Bruno  W.  Volk,  M.D.,  Director  of  the  Isaac  Albert  Re- 
search Institute,  Rutland  Road  & East  49th  Street, 
Brooklyn,  New  York,  11203.  Telephone  (212)  756-9700. 


Internists  to  study  contemporary  internal 
medicine  at  New  York  City  Course 

The  American  College  of  Physicians  (ACP)  will  spon- 
sor a five-day  postgraduate  course  entitled  “Contempo- 
rary Internal  Medicine”  on  October  20-24,  1975,  in  New 
York  City.  The  course  will  be  held  in  conjunction  with 
Cornell  University  Medical  College. 

The  postgraduate  session  is  one  of  45  to  be  sponsored 
by  the  ACP  in  the  United  States  and  Canada  during  the 
1975-76  academic  year.  Their  purpose  is  to  give  spe- 
cialists in  internal  medicine  and  related  fields  an  oppor- 
tunity to  review  basic  information  and  to  find  out  what 
is  new  in  a particular  area  of  interest. 

The  course  will  deal  with  an  overview  of  the  status  of 
internal  medicine  as  of  1975.  After  reviewing  the 
present  state  of  knowledge  in  a subspecialty,  an  indepth 
review  of  the  more  recent  advances  in  physiology,  pa- 
thology, diagnosis,  and  therapy  will  be  presented. 

The  American  College  of  Physicians  postgraduate 
courses  have  been  approved  by  the  American  Medical 
Association  Advisory  Committee  on  Continuing  Medical 
Education,  and  may  be  used  to  fulfill  Category  # 1 re- 
quirements for  the  AMA  Physicians  Recognition  Award. 

Director  of  the  New  York  City  course  is  Alexander  G. 
Bearn,  M.D.,  F.A.C.P.  The  course  is  being  planned 
under  the  codirection  of  E.  Lovell  Becker,  M.D., 
F.A.C.P. 

For  Information  and  Registration:  Registrar,  Postgrad- 
uate Courses,  ACP  4200  Pine  Street,  Philadelphia,  Pa. 
19104. 

Refresher  course  in  family  practice 

The  New  York  University  Post-Graduate  Medical 
School  and  the  New  York  County  Academy  of  Family 
Physicians  began  a series  of  refresher  courses  in  family 
practice  in  September.  The  last  two  in  the  series  will  be 
held  on  October  23  on  “Office  Gynecology,”  and  Octo- 
ber 30  on  “Clinical  Pathology  ” The  courses  are  held 
from  8 to  10  p.m.  Complete  information  can  be  ob- 
tained from  Office  of  the  Recorder,  Room  4-44-N  LHB, 


When  the  need  is  for  nutritional 
supplementation  with 
B complex  and  vitamin  C, 
BEM'NAL-500  has  what  it  takes: 

• High  potency  B complex 
vitamins 

• 500  mg.  of  vitamin  C 

• No  odor 

• No  aftertaste 

Each  BEMINAL-500  tablet  contains 


Thiamine  mononitrate 
(Vit  BO  25  0 mg 

Riboflavin  CVit  12  5 mg 

Niacinamide  100  0 mg 

Pyridoxine  hydrochloride 
(Vit  B6)  10  0 mg 

Calcium  pantothenate  20.0  mg 

Ascorbic  acid  (Vit  C) 
as  sodium  ascorbate  500  0 mg 
Cyanocobalamin 

(Vit  Bi2)  5 0 meg 


Each  tablet  contains  0 15  mg  saccharin 
as  sodium  saccharin 

Each  tablet  provides  the  following 
multiples  of  the  recognized 
adult  minimum  daily  requirements: 


Thiamine  mononitrate  25 

Riboflavin  10 

Niacinamide  10 

Ascorbic  acid  16 


The  need  for  pyridoxine  hydrochloride, 
calcium  pantothenate,  and  cyanoco- 
balamm  in  human  nutrition  has  not 
been  established. 

USUAL  DOSAGE:  Adults-t  tablet  daily, 
or  as  directed 

SUPPLIED:  No  824 -BEMINAL-500 
Tablets,  in  bottles  of  100 


Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Ayerst, 


AYERST  LABORATORIES 
New  York.  NY  10017 
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Course  810,  New  York  University  Post-Graduate  Medi- 
cal School,  550  First  Avenue,  New  York  City  10016. 

Teaching  days,  1975  to  1976 

Teaching  days  programs  for  1975  to  1976  by  The  Al- 
bany Medical  College  began  in  September.  The  last  one 
in  October,  1975,  will  be  on  October  30  on  “Pulmonary 
Disease:  Modern  Biopsy  Techniques  in  Intrathoracic 
Disease;  T.B.  Update  in  General  Hospital;  Lung  Cancer 
Chemotherapy  ’75,  and  LUNG  Disease  and  the  Envi- 
ronment. 

Further  teaching  day  programs  will  be: 

Thursday,  November  6,  Adolescent  Medicine;  Thurs- 
day, November  20,  Emergency  Management  of  the 
Traumatized  Patient;  Thursday,  December  11,  Hema- 
tology (polycythemia  related  to  smoking)  and  Neurology 
(headache,  syncope  and  drugs  for  epilepsy)  for  the  Pri- 
mary Care  Physician;  Thursday,  January  8,  Anatomy  of 
Malpractice  Actions;  Thursday,  January  15,  Ambulato- 
ry Care — The  Team  Concept;  Thursday,  February  5, 
Endocrinology  (metabolic  bone  disease)  and  Dermatolo- 
gy (cutaneous  lesions  that  manifest  internal  problems 
that  occur  in  your  patients)  for  the  Primary  Care  Physi- 
cian; Saturday,  February  21,  Workshops  in  Learning 
Disabilities;  Thursday,  February  26,  Orthopedics:  Ar- 
thritis; Pediatric  Orthopedic  Problems — Common  and 
Uncommon;  Friday,  March  12,  Pulmonary  Rehabilita- 
tion Through  Physical  Therapy;  Wednesday,  March  31, 
The  Physician’s  Assistant  Program;  Thursday,  April  8, 
Selected  Topics  in  Cardiology;  Thursday,  April  22, 
Management  of  Sexual  Dysfunctions;  Friday,  April  30, 
High  Risk  Obstetrics  & Newborn  Problems;  Thursday, 
May  6,  Problems  in  Pediatrics  for  Primary  Care  Physi- 
cians; and  Friday,  Saturday,  Sunday,  Introduction  to 
Computer  Medicine  May  21,  22,  23. 

FOR  FURTHER  INFORMATION,  CONTACT:  The 
Department  of  Postgraduate  Medicine,  Albany  Medical 
College,  Albany,  New  York  12208,  Tel.  (518)  445-5501. 

Upstate  New  York  and  Ontario  internists  to 
meet 

Specialists  in  internal  medicine  and  related  medical 
fields  will  hold  a two-day  scientific  meeting  on  October 
24  to  25,  1975,  at  the  University  of  Rochester  Medical 
Center  in  Rochester,  N.Y. 

Physicians  who  attend  the  regional  meeting  are  eligi- 
ble for  credit  toward  the  American  Medical  Association 
Physicians  Recognition  Award  in  Category  #1. 

In  charge  of  arrangements  for  the  Upstate  New  York/ 
Ontario  Regional  Meeting  is  Marshall  Clinton,  M.D., 
F.A.C.P.,  Buffalo,  who  serves  as  the  ACP’s  representa- 
tive in  Upstate  New  York. 

For  complete  information  write:  Marshall  Clinton, 

M.D.,  F.A.C.P.,  135  Linwood  Avenue,  Buffalo,  N.Y. 
14209. 


Rudolf  Virchow  Medical  Society  meeting 

The  Rudolf  Virchow  Medical  Society  Meeting  will  be 
held  on  October  28,  1975,  at  the  New  York  Academy  of 
Medicine,  2 East  103rd  Street,  New  York,  New  York 
10029.  Robert  A.  Good,  M.D.,  president  and  director, 
Memorial  Sloan-Kettering  Cancer  Center,  will  speak  on 
“Organization  of  Immunologic  Systems;  Immunodefi- 
ciency and  Malignancy.” 

Symposium  on  “Congenital  Heart  Disease  in 
Infants,  Children,  and  Adults;  current  problems’’ 

A symposium  on  “Congenital  Heart  Disease  in  In- 
fants, Children,  and  Adults;  current  problems”  will  be 
held  on  December  5 and  6,  1975,  at  the  Americana  Hotel 
of  New  York,  Seventh  Avenue  and  52nd  Street,  New 
York,  N.Y.  10019. 

Sponsored  by  Deborah  Heart  and  Lung  Center,  this  is 
the  fourth  Deborah  Symposium.  Physicians  interested 
in  learning  more  about  the  symposium  should  write  to: 
Harry  Goldberg,  M.D.,  Chairman,  Symposium  Commit- 
tee, Suite  1100,  110  East  59th  Street,  New  York,  N.Y. 
10022. 

Continuing  education 

“Sorbents  in  Uremia  and  Hepatic  Failure”  will  be 
presented  November  3,  1975,  and  November  4,  1975,  as 
part  of  the  continuing  education  program  of  the  Down- 
state  Medical  Center.  This  program  is  cosponsored  by 
the  Chronic  Uremia  Program  NIAMDD,  International 
Society  of  Nephrology  Clinical  Dialysis  and  Transplant 
Forum. 

For  complete  information,  write:  Conference  on 

“Sorbents  in  Uremia  and  Hepatic  Failure,”  Ms.  Caroline 
Leto,  Conference  Manager,  Box  52,  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn,  N.Y.  11203,  or 
call  (212)  270-1710. 

Specialists  to  meet 

Specialists  in  internal  medicine  and  related  medical 
fields  will  hold  a one-day  scientific  meeting  on  Novem- 
ber 19,  1975,  at  Rutgers  Medical  College  in  Piscataway, 
N.J. 

The  New  Jersey  Regional  Meeting  of  the  American 
College  of  Physicians  (ACP)  is  designed  to  bring  physi- 
cians up-to-date  on  late  developments  in  the  field  of  in- 
ternal medicine. 

Physicians  who  attend  the  regional  meeting  are  eligi- 
ble for  credit  toward  the  American  Medical  Association 
Physician’s  Recognition  Award  in  Category  #1. 

In  charge  of  arrangements  for  the  New  Jersey  Region- 
al Meeting  is  Norval  F.  Kemp,  M.D.,  F.A.C.P.,  Jersey 
City,  N.J.,  who  serves  as  the  ACP’s  representative  in  the 
State  of  New  Jersey. 
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Remember  Tofranil-PM  imipramine  pamoate 


More  depressed 
patients  will. 


Because  one  capsule 
lasts  from  bedtime 
to  bedtime,  Tofranil-PM 
helps  avoid  forgotten 
doses. 

Tofranil-PM  is  avail- 
able in  a full  range 
of  single  daily  dosage 
strengths,  including 
the  75-  and  150-mg. 
capsules.* 

The  most  effective 
daily  dose  for  many 


patients  may  be 
the  150-mg.  capsule. 

Tofranil-PM  is  for 
single-dose  therapy  in 
depression  when  the 
dosage  is  established. 

Before  prescribing  Tofranil-PM, 
please  see  the  prescribing  informa- 
tion on  the  back  of  this  page 
’ Also  available  in  capsules  of 
100  and  125  mg  Each  capsule  con- 
tains imipramine  pamoate 
equivalent  to  150. 125.  100  or  75  mg. 
of  imipramine  hydrochloride 


Geigy 


Tofranil-PM® 

brand  of  imipramine  pamoate 
Tofranil® 

brand  of  imipramine  hydrochloride 
USP 

Indications:  For  the  relief  of  symp- 
toms of  depression  Endogenous  de- 
pression is  more  likely  to  be  alleviated 
than  other  depressive  states. 
Contraindications:  The  concomitant 
use  of  monoamine  oxidase  inhibiting 
compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive 
seizures  may  occur  in  patients  re- 
ceiving such  combinations.  The  po- 
tentiation of  adverse  effects  can  be 
serious,  or  even  fatal.  When  it  is  de- 
sired to  substitute  Tofranil,  brand  of 
imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should 
elapse  as  the  clinical  situation  will 
allow,  with  a minimum  of  14  days.  Ini- 
tial dosage  should  be  low  and  in- 
creases should  be  gradual  and 
cautiously  prescribed.  The  drug  is 
contraindicated  during  the  acute  re- 
covery period  after  a myocardial 
infarction.  Patients  with  a known 
hypersensitivity  to  this  compound 
should  not  be  given  the  drug.  The 
possibility  of  cross-sensitivity  to  other 
dibenzazepine  compounds  should  be 
kept  in  mind. 

Warnings:  Usage  in  Pregnancy  Safe 
use  of  imipramine  during  pregnancy 
and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to 
pregnant  patients,  nursing  mothers, 
or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards.  Animal 
reproduction  studies  have  yielded  in- 
conclusive results  There  have  been 
clinical  reports  of  congenital  mal- 
formation associated  with  the  use  of 
this  drug,  but  a causal  relationship 
has  not  been  confirmed. 

Extreme  caution  should  be  used  when 
this  drug  is  given  to. 

— patients  with  cardiovascular  dis- 
ease because  of  the  possibility  of 
conduction  defects,  arrhythmias, 
myocardial  infarction,  strokes  and 
tachycardia; 

— patients  with  increased  intraocular 
pressure,  history  of  urinary  reten- 
tion, or  history  of  narrow-angle 
glaucoma  because  of  the  drug  s 
anticholinergic  properties; 

— hyperthyroid  patients  or  those  on 
thyroid  medication  because  of  the 
possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure 
disorder  because  this  drug  has  been 
shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or 
similar  agents  since  imipramine 
may  block  the  pharmacologic  ef- 
fects of  these  drugs 

Usage  in  Children  Pending  evalua- 
tion of  results  from  clinical  trials  in 
children.  Tofranil,  brand  of  imipramine 
hydrochloride,  is  not  recommended  for 
treatment  of  depression  in  patients 
under  twelve  years  of  age 
Tofranil-PM.  brand  of  imipramine  pam- 
oate, should  not  be  used  in  children 
of  any  age  because  of  the  increased 
potential  for  acute  overdosage  due  to 
the  high  unit  potency  (75  mg  100  mg., 
125  mg  and  150  mg .).  Each  capsule 
contains  imipramine  pamoate  equiva- 
lent to  75  mg..  100  mg  125  mg  or 
150  mg.  imipramine  hydrochloride. 
Since  imipramine  may  impair  the  men- 
tal and/or  physical  abilities  required 
for  the  performance  of  potentially 
hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient 
should  be  cautioned  accordingly 
Precautions:  It  should  be  kept  in 
mind  that  the  possibility  of  suicide  in 
seriously  depressed  patients  is  in- 
herent in  the  illness  and  may  persist 
until  significant  remission  occurs. 

Such  patients  should  be  carefully 
supervised  during  the  early  phase  of 
treatment  with  Tofranil,  brand  of 
imipramine  hydrochloride,  and  may 
require  hospitalization  Prescriptions 
should  be  written  for  the  smallest 
amount  feasible 

Hypomanic  or  manic  episodes  may 


occur,  particularly  in  patients  with 
cyclic  disorders.  Such  reactions  may 
necessitate  discontinuation  of  the  drug. 
If  needed,  Tofranil,  brand  of  imipramine 
hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes 
are  relieved.  Administration  of  a 
tranquilizer  may  be  useful  in  con- 
trolling such  episodes 
Prior  to  elective  surgery,  imipramine 
hydrochloride  should  be  discontinued 
for  as  long  as  the  clinical  situation 
will  allow. 

An  activation  of  the  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients  and  may  require  re- 
duction of  dosage  and  the  addition 
of  a phenothiazme 
In  occasional  susceptible  patients  or 
in  those  receiving  anticholinergic 
drugs  (including  antiparkinsonism 
agents)  in  addition,  the  atropine-like 
effects  may  become  more  pro- 
nounced (e  g . paralytic  ileus).  Close 
supervision  and  careful  ad|ustment  of 
dosage  is  required  when  this  drug  is 
administered  concomitantly  with 
anticholinergic  or  sympathomimetic 
drugs 

Avoid  the  use  of  preparations,  such  as 
decongestants  and  local  anesthetics, 
which  contain  any  sympathomimetic 
amine  (e  g.,  adrenalin,  noradrenalin), 
since  it  has  been  reported  that  tri- 
cyclic antidepressants  can  potentiate 
the  effects  of  catecholamines 
Patients  should  be  warned  that  the 
concomitant  use  of  alcoholic  bever- 
ages may  be  associated  with  exagger- 
ated effects 

Both  elevation  and  lowering  of  blood 
sugar  levels  have  been  reported 
Concurrent  administration  of  imipra- 
mine with  electroshock  therapy  may 
increase  the  hazards;  such  treatment 
should  be  limited  to  those  patients 
for  whom  it  is  essential,  since  there  is 
limited  clinical  experience. 

Adverse  Reactions:  Note  Although 
the  listing  which  follows  includes  a 
few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug, 
the  pharmacological  similarities 
among  the  tricyclic  antidepressant 
drugs  require  that  each  of  the  reac- 
tions be  considered  when  imipramine 
is  administered. 

Cardiovascular:  Hypotension,  hyper- 
tension, tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias, 
heart  block,  stroke,  falls. 

Psychiatric  Confusional  states  (es- 
pecially in  the  elderly)  with  hallucina- 
tions, disorientation,  delusions,  anx- 
iety, restlessness,  agitation;  insomnia 
and  nightmares;  hypomania;  exacer- 
bation of  psychosis. 

Neurological:  Numbness,  tingling, 
paresthesias  of  extremities;  incoor- 
dination, ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symp- 
toms; seizures  alterations  in  EEG 
patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  and, 
rarely,  associated  sublingual  adenitis, 
blurred  vision,  disturbances  of  ac- 
commodation, mydriasis;  constipa- 
tion, paralytic  ileus;  urinary  retention, 
delayed  micturition,  dilation  of  the 
urinary  tract. 

Allergic:  Skin  rash,  petechiae,  urti- 
caria. itching,  photosensitization 
(avoid  excessive  exposure  to  sun- 
light); edema  (general  or  of  face  and 
tongue);  drug  fever;  cross-sensitivity 
with  desipramine. 

Hematologic:  Bone  marrow  depres- 
sion including  agranulocytosis; 
eosinophilia;  purpura;  thrombocy- 
topenia Leukocyte  and  differential 
counts  should  be  performed  in  any 
patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  evidence 
of  pathological  neutrophil  depression. 
Gastrointestinal  Nausea  and  vomit- 
ing, anorexia,  epigastric  distress, 
diarrhea,  peculiar  taste,  stomatitis, 
abdominal  cramps,  black  tongue 
Endocrine:  Gynecomastia  in  the  male; 
breast  enlargement  and  galactorrhea 
in  the  female;  increased  or  decreased 
libido,  impotence;  testicular  swelling; 
elevation  or  depression  of  blood  sugar 
levels 


Other:  Jaundice  (simulating  obstruc- 
tive); altered  liver  function;  weight  gain 
or  loss;  perspiration;  flushing ; uri- 
nary frequency;  drowsiness,  dizziness, 
weakness  and  fatigue;  headache; 
parotid  swelling;  alopecia 
Withdrawal  Symptoms:  Though  not 
indicative  of  addiction,  abrupt  cessa- 
tion of  treatment  after  prolonged  ther- 
apy may  produce  nausea,  headache 
and  malaise. 

Dosage  and  Administration:  Lower 
dosages  are  recommended  for  elderly 
patients  and  adolescents  Lower  dos- 
ages are  also  recommended  for  out- 
patients as  compared  to  hospitalized 
patients  who  will  be  under  close 
supervision.  Dosage  should  be  initi- 
ated with  Tofranil,  brand  of  imipra- 
mine hydrochloride,  at  a low  level  and 
increased  gradually,  noting  carefully 
the  clinical  response  and  any  evi- 
dence of  intolerance  Following  re- 
mission, maintenance  medication  may 
be  required  for  a longer  period  of 
time,  at  the  lowest  dose  that  will 
maintain  remission 
Once-a-day  maintenance  dosage  can 
be  provided  with  Tofranil-PM,  brand 
of  imipramine  pamoate,  capsules  if 
this  dosage  has  been  established  as 
explained  above  This  dose  may  be 


given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and 
insomnia  with  this  dosage  regimen, 
the  capsules  may  be  given  in  the 
morning 

Parenteral  administration  should  be 
used  only  for  starting  therapy  in  pa- 
tients unable  or  unwilling  to  use  oral 
medication  The  oral  form  should  sup- 
plant the  injectable  as  soon  as 
possible. 

How  Supplied:  Tofranil,  brand  of 
imipramine  hydrochloride  Round 
tablets  of  25  and  50  mg  , triangular 
tablets  of  10  mg  ; and  ampuls,  each 
containing  25  mg  in2cc  forl.M 
administration 

Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75,  100.  125  and 
150  mg  (Each  capsule  contains  imi- 
pramine pamoate  equivalent  to  75. 

100.  125  or  150  mg  of  imipramine 
hydrochloride.) 

(B)  98-146-850-R  (2/74) 

For  complete  details,  including  dos- 
age and  administration,  please  refer 
to  the  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


Tofranil-PM0  Geigy 

imipramine  pamoate 
Capsules  of  1 50, 1 25, 1 00, 75  mg. 

In  depression: 

One  capsule 
lasts  from  bedtime 
to  bedtime. 


•Each  capsule  contains  imipramine  pamoate  equivalent  to 
150,  125,  100  or  75  mg  of  imipramine  hydrochloride 
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Medical  News 


Announcement 

Pediatricians,  obstetricians,  and  anesthetists  are  in- 
vited to  join  the  newly  formed  Metropolitan  Perinatal 
Society  of  the  New  York,  New  Jersey  and  Connecticut 
region. 

The  goals  of  the  Society  include  the  development  of  a 
forum  for  exchange  of  scientific  information  and  mecha- 
nism for  participating  in  developing  plans  for  regional- 
ized perinatal  care. 

Information  regarding  membership  may  be  obtained 
from — Arthur  I.  Eidelman,  M.D.,  Department  of  Pedi- 
atrics, the  Hospital  of  the  Albert  Einstein  College  of 
Medicine,  1825  Eastchester  Road,  The  Bronx,  New 
York  10461. 

Success  of  acupuncture  still 
being  studied 

After  a series  of  recent  tests,  three  Roswell  Park  Me- 
morial Institute  doctors  have  concluded  that  although 
there  have  been  some  successful  results  with  acupunc- 
ture, there  still  needs  to  be  much  more  clinical  experi- 
ence to  determine  the  success  of  acupuncture  in  reliev- 
ing pain  in  cancer  patients. 

The  study  was  conducted  by  Raymond  Trudnowski, 
M.D.,  chief  of  anesthesiology;  Rodolfo  Rico,  M.D.,  Asso- 
ciate Cancer  Research  Anesthesiologist;  and  Jeanette 
Collins,  Certified  Registered  Nurse  Anesthestist. 

French  and  Italian  medical  school 
students  study  in  U.S. 

Forty  French  and  Italian  medical  school  students  are 
studying  this  summer  at  hospitals  in  New  York,  Balti- 
more, and  Chicago,  as  part  of  a unique  international  ed- 
ucation exchange  program. 

The  externs  are  French  or  Italian  citizens  who  have 
been  provided  fellowships,  including  airfare,  food  and 
lodging,  by  the  Alliance  for  Franco- American  Graduate 
Studies  and  the  Italo-American  Medical  Education 
Foundation. 

The  eight-  to  twelve-week  externship  program,  which 
was  started  in  1973,  is  coordinated  by  the  Institute  of 
International  Medical  Education,  New  York.  Dr.  Na- 
tale  Colosi,  director  of  the  Institute,  is  in  charge  of  the 
exchange  program  and  other  education  projects  for 
American  and  European  medical  students  and  physi- 
cians. 

The  largest  number  of  students,  15  Italians  and  three 
French,  are  at  Mount  Sinai  School  of  Medicine  in  New 
York.  Twelve  Italians  are  at  Columbus-Italian  Hospital 
in  New  York  and  eight  are  at  Columbus-Cuneo-Cabrini 
Medical  Center  in  Chicago.  Two  French  externs  are  at 
Johns  Hopkins  Hospital  in  Baltimore. 

French  medical  schools  require  six  years  of  study  to 
obtain  a medical  degree.  The  externs,  who  are  in  their 
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received  eight  weeks  prior  to  publication  date 


fourth,  fifth,  or  sixth  years,  are  from  medical  schools  in 
Tours,  Rouen,  Lille,  and  Grenoble. 

The  Italian  externs,  who  are  in  the  last  two  years  of  a 
six-year  program,  are  from  medical  schools  in  Rome, 
Torino,  Pisa,  Genoa,  Florence,  Naples,  Palermo,  Trieste, 
Milan,  Padova,  and  other  cities. 

The  Alliance  for  Franco- American  Graduate  Studies 
and  Italo-American  Medical  Education  Foundation  are 
related  organizations,  headquartered  in  New  York,  with 
offices  in  Paris  and  Rome,  which  conduct  medical  ex- 
change programs  to  promote  a closer  collaboration  be- 
tween the  American  and  European  medical  communi- 
ties. The  organizations  offer  outstanding  French  and 
Italian  researchers,  doctors,  and  senior  medical  students 
an  opportunity  to  continue  their  studies  in  the  U.S.  and 
assist  qualified  American  students  in  entrance  to,  and 
orientation  at,  French  and  Italian  medical  schools. 

The  Institute  of  International  Medical  Education  is 
provisionally  chartered  by  the  Regents  of  the  University 
of  the  State  of  New  York  to  help  prepare  graduates  of 
foreign  medical  schools  to  pass  the  necessary  examina- 
tions to  be  eligible  to  practice  medicine  in  the  United 
States. 

The  Institute  currently  is  conducting  courses  in  New 
York,  Rome,  and  Paris  to  prepare  graduates  for  the  Ed- 
ucation Council  for  Foreign  Medical  Graduates 
(ECFMG)  examination,  a necessary  requirement  to  be- 
coming an  intern  in  the  U.S.  The  Institute  also  pro- 
vides a Clinical  Medicine  Curriculum  to  assist  candi- 
dates in  preparing  for  the  final  steps  in  becoming  a prac- 
ticing physician  in  the  U.S. 

Natale  Colosi,  who  has  a doctorate  in  microbiology,  is 
emeritus  professor  of  bacteriology  and  public  health  at 
Wagner  College  and  director  of  education  at  Cabrini 
Health  Care  Center  of  Columbus-Italian  Hospital,  New 
York. 

$2,698,781  worth  of  CMMB  supplies 
shipped  to  46  mission  countries 
thus  far  in  1975 

Since  the  start  of  this  year,  the  Catholic  Medical  Mis- 
sion Board,  10  W.  17  St.,  New  York  City,  has  prepared 
and  sent  86  shipments  of  pharmaceuticals  and  nutri- 
tional supplements  to  needy  hospitals,  clinics,  and  dis- 
pensaries in  46  mission  countries.  Many  of  these  ship- 
ments have  been  made  in  collaboration  with  Catholic 
Relief  Services’  worldwide  program. 

During  the  eight-month  period  of  1975,  1,142  mission 
areas  received  617,759  pounds  of  CMMB  medical 
supplies,  valued  on  the  wholesale  market  at 
$2,698,781— all  provided  free  to  the  receiving  medical 
units. 

Now  approaching  its  forty-eighth  year  of  aiding  over- 
seas medical  missions,  CMMB  relies  on  the  generosity  of 
U.S.  pharmaceutical  companies  and  medical  goods  sup- 
pliers for  a good  portion  of  its  supplies,  which  it  pre- 
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pares  for  shipping  at  its  warehouse  in  Long  Island  City. 

Donations  of  funds  from  its  friends  around  the  world 
have  enabled  CMMB  to  expedite  its  own  purchasing 
program.  To  date  this  year,  the  Board  has  bought 
$550,000  worth  of  medicines,  vitamins,  antibiotics, 
dressings,  soap,  hospital  instruments,  and  equipment, 
and  so  forth — all  purchased  to  further  assist  missiona- 
ries in  providing  relief  and  cures  for  the  sick  poor. 

The  mission  countries  receiving  CMMB  medical  aid 
during  this  1975  eight-month  period  are  as  follows: 

Africa — Angola,  Burundi,  Cape  Verde  Islands,  Ethio- 
pia, Ghana,  Kenya,  Malagasy,  Malawi,  Mauritius,  Nige- 
ria, Rhodesia,  Rwanda,  Sierra  Leone,  Somalia,  Tanza- 
nia, Togo,  and  Zambia.  Asia — Burma,  India,  Indonesia, 
Jordan  (Jerusalem),  Korea,  Philippines,  Taiwan,  Thai- 
land, South  Vietnam,  and  Yemen.  Caribbean — Domin- 
ica, Dominican  Republic,  Haiti,  Nevis,  and  St.  Vincent. 
Latin  America — Bolivia,  Brazil,  Chile,  Colombia,  Ecua- 
dor, Honduras,  Mexico,  Panama,  Paraguay,  and  Peru. 
Oceania — Guam,  The  New  Hebrides,  Papua  New  Guin- 
ea, and  Somoa. 

Increase  in  gonorrhea  during 
first  quarter  of  1975  reported 
by  New  York  City  Health  Department 

Lowell  E.  Beilin,  M.D.,  New  York  City  Department  of 
Health  Commissioner  has  reported  an  increase  in  the 
number  of  cases  of  gonorrhea  and  certain  other  sex- 
ually-related diseases  and  a decrease  in  the  number  of 
syphilis  cases  for  the  first  three  months  of  1975. 

According  to  Vernal  G.  Cave,  M.D.,  Director  of  the 
Health  Department’s  Bureau  of  Venereal  Disease  Con- 
trol, “The  V.D.  problem  has  shown  a marked  upswing 
with  a 10  per  cent  increase  in  reported  gonorrhea  for  the 
first  three  months  of  1975  as  compared  to  the  same  peri- 
od last  year.” 

In  1975,  Dr.  Cave  noted  that  almost  12,000  cases  of 
gonorrhea  were  reported  to  the  New  York  City  Health 
Department  during  the  first  three  months  of  the  year, 
compared  to  10,825  cases  for  the  same  period  in  1974 
and  9,313  cases  for  the  corresponding  period  in  1973. 
Citywide,  a total  of  48,220  cases  of  gonorrhea  were  re- 
ported for  the  entire  twelve-month  period  last  year. 

There  were  1,650  cases  of  syphilis  reported  in  the  first 
three  months  of  this  year  compared  to  1,827  cases  for 
the  same  period  in  1974  and  1,899  cases  in  1973. 

Dr.  Cave  said  that  the  increase  in  gonorrhea  cases  can 
be  attributed  to  better  screening  procedures  in  public 
and  private  health  care  facilities.  He  said  “The  real 
rate  of  gonorrhea  may  be  four  to  five  times  the  number 
of  cases  reported.”  More  than  a quarter  million  New 
Yorkers  may  contract  gonorrhea  in  1975,  or  five  (5) 
times  the  current  reported  incidence. 

In  addition  to  gonorrhea  and  syphilis,  a number  of 


other  sexually  transmitted  diseases  are  causing  concern 
among  city  health  authorities.  Among  these  diseases 
are:  herpes  genitalis,  a virus  infection,  trichomoniasis,  a 
chronic  infection  of  the  genitourinary  tract  which  has 
characteristics  similar  but  not  identical  to  gonorrhea, 
pediculosis,  or  body  and  head  lice,  and  nonspecific  ure- 
thritis, a nongonococcal  infection  often  mistaken  for 
gonorrhea. 

Dr.  Cave  said  that  greater  attention  is  now  being 
given  to  these  diseases.  Although  at  the  present  time, 
no  law  requires  that  they  be  reported  these  diseases  are 
being  seen  with  increasing  regularity  and,  because  of 
their  potentially  damaging  consequences,  may  consti- 
tute a serious  health  hazard. 

For  information  concerning  venereal  disease  call  269- 
5300 

For  further  information  contact:  Susan  Halpern  at 

(212)  566-8040,  Night  & Weekend  (212)  340-4494. 

Personalities 

Appointed.  Kevin  M.  Cahill,  M.D.,  special  assistant  to 
the  Governor  for  Health  Affairs  as  chairman  of  the 
Council  . . . Elliot  F.  Ellis,  M.D.,  as  chairman  of  the  De- 
partment of  Pediatrics  and  Wayne  Johnson,  M.D.,  reap- 
pointed chairman  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  State  University  at  Buffalo  . . . Alvin 
I.  Goodman,  M.D.,  of  Chappaqua,  to  the  Health  Re- 
search Council  of  the  State  of  New  York  . . . Nicholas  J. 
Galluzzi,  M.D.,  as  regional  health  administrator  of  the 
Public  Health  Service,  U.S.  Department  of  Health,  Edu- 
cation, and  Welfare. 

Awarded:  David  Zahn,  M.D.,  a plaque  from  the  Medi- 
cal Board  of  the  Misericordia-Fordham  Hospital  Affilia- 
tion in  honor  of  fifty  years  of  service  in  the  pediatric  de- 
partment of  Fordham  Hospital. 

Elected.  Neal  S.  Bricker,  M.D.,  professor  and  chair- 
man, Department  of  Medicine,  Albert  Einstein  College 
of  Medicine,  to  membership  in  the  Institute  of  Medicine 
of  the  National  Academy  of  Sciences  . . . Anthony  Donn, 
M.D.,  associate  attending  ophthalmologist  at  The  Pres- 
byterian Hospital,  to  the  Hospital’s  Board  of  Trustees. 
Grants.  Twenty-nine  cancer  research  grants  totaling 
$1,568,441  to  Memorial-Sloan  Kettering,  Yeshiva  Uni- 
versity, Rockefeller  University,  New  York  University, 
Mount  Sinai  School  of  Medicine,  Columbia  University, 
Public  Health  Research  Institute  of  the  City  of  New 
York,  and  Montefiore  Hospital  and  the  New  York  Blood 
Center,  from  the  American  Cancer  Society,  New  York 
City  Division,  Inc.  . . . Central  New  York  Regional  Medi- 
cal Program,  $541,951  from  the  U.S.  Department  of 
Health,  Education,  and  Welfare  to  support  programs  in 
17  Central  New  York  and  Northern  Pennsylvania 
counties  and  fund  transitional  activities  relating  to  the 
establishment  of  new  Health  Systems  Agencies  (HSA) 
for  fiscal  1976. 
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Letters  to 
the  Editor 


“Dysthanasia” 

To  the  Editor:  I was  pained  to  read  Dr.  Dock’s  editorial 
on  “Dysthanasia,”*  all  the  more  so  in  view  of  the  well 
deserved  encomium  of  Dr.  Stolfi.  Dr.  Dock  appears  to 
have  equated  the  rational  use  of  present-day  technologi- 
cal medical  advances  with  their  irrational  application  to 
people  who  obviously  are  the  wrong  recipients.  How- 
ever, it  is  well  to  note  that  in  the  discussions  of  eutha- 
nasia (for  this  is  the  central  point)  patients  are  de- 
scribed precisely  in  the  words  used  by  Dr.  Dock:  typi- 
cally, the  hopelessly  ill,  the  terminally  ill,  the  senile 
“sans  everything,”  and  the  patient  “dying  in  agony”  are 
described.  And,  if  the  drive  to  keep  the  patient  alive  at 
all  costs  is  not  ascribable  to  “professional  pride,”  then 
overt  or  covert  allusion  is  made  to  the  physician’s  greed. 

It  is  unfortunate  that  situations  so  vividly  portrayed 
by  Dr.  Dock  do  occur  and  certainly  such  abuses  of  the 
personal  dignity  of  these  patients  must  cease.  However, 
it  is  wrong  to  present  such  cases  in  a manner  to  suggest 
that  they  are  characteristic  or  representative  of  present- 
day  medical  care.  Euthanasia  does  mean  “killing  of  the 
sick,”  Dr.  Dock  to  the  contrary  notwithstanding.  Who 
would  quarrel  with  the  original  meaning  of  the  term 
“painless,  happy  death;  peaceful  manner  of  dying?” 
The  word,  however,  has  come  to  mean  hastening  death — 
a euphemism  for  killing.  This  trend  to  make  eutha- 
nasia an  acceptable  practice  demands  more  than  an 
allusion  to  Ecclesiasticus  or  to  Socrates.  It  is  significant 
to  note  that  in  a recent  symposium  on  “Problems  of 
Older  People”  a discussion  of  an  alternative  to  institu- 
tional care  contained  the  following  statement:  “It  hard- 
ly seems  more  than  a small  step  to  a consideration  of 
whether  society  may  not  abort  some  of  its  older  peo- 
ple.”1 The  “some”  refers  to  senile  dements.  Equally 
significant  is  the  statement  that  “One  need  not  be  a ma- 
terialist to  note  the  enormous  economic  considerations 
involved,  the  pressure  of  which  will  continue  to  grow.”1 

Dr.  Dock’s  editorial  will  serve  to  add  to  the  arguments 
of  the  proponents  of  this  mode  of  ending  life  as  a solu- 
tion of  the  projected  population  explosion  not  at  the  be- 
ginning of  life  but  at  its  end.  I hope  that  this  subject 
will  receive  a less  provocative  and  more  judicious  analy- 
sis. 

CHARLES  R.  MESSELOFF,  M.D.,  F.A.C.P. 

340  East  64th  Street 
New  York , N.Y.  10021 

* Dock.  W.:  Editorial.  Dysthanasia,  New  York  State  J.  Med. 
75:  842  (May)  1975. 

* Rossman,  I.:  Alternatives  to  Institution  care.  Bull.  N.  Y. 
Acad.  Med.  49:  1084  (Dec.)  1973. 
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The 

Pain  Phone 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empinn  Compound  with  Codeine  in 
45  of  the  50  states*  That  includes  No  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 


acute  pain. 


f The  exceptions 
Alaska.  Arizona,  Maine, 
Oregon,  Rhode  Island, 
and  the 

District  of  Columbia 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


EMPIRIN 

COMPOUND 


c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 
No.  3 codeine  phosphate* 
(32.4  mg)gr  Vz 

Each  tablet  also  contains  aspirin 
gr  3V2.  phenacetin  gr  2Vz, 
caffeine  gr  Vfe. 

♦Warning— may  be  habit-forming 
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Preventing  malpractice 

To  the  Editor:  I just  received  my  July  issue  of  the 

Journal  and  read  with  horror  and  outrage  your  editorial 
entitled  “Preventing  malpractice”  and  written  by  Dr. 
Julius  E.  Stolfi.*  I had  to  turn  back  to  the  front  cover 
to  see  whether  I was  really  reading  the  New  York  State 
Journal  of  Medicine  or  the  Journal  of  the  New  York 
State  Trial  Lawyers  Association.  Whose  side  are  you 
on  anyway? 

You  have  very  effectively  delt  a blow  below  the  belt  to 
the  practicing  physicians  as  contrasted  to  those  who  sit 
in  the  ivory  tower  of  your  editorial  office.  I can  just  see 
every  trial  lawyer  quoting  the  “official  opinion”  of  the 
New  York  State  Medical  Society  listing  29  things  that 
the  physician  does  wrong  and  placing  all  the  blame  for 
the  present  malpractice  mess  on  the  physician. 

SIDNEY  A.  BERNSTEIN,  M.D.,  F.A.C.S. 

, 100  East  94th  Street 

New  York,  N.Y.  10028 

Dr.  Stolfi’s  reply 

To  the  Editor:  I must  have  struck  a very  sensitive 

nerve  to  arouse  Dr.  Bernstein,  who  apparently  has  been 
sound  asleep  for  the  last  ten  years.  The  list  of  29  fac- 
tors related  to  malpractice  litigation  included  in  my  edi- 
torial on  “Preventing  malpractice”  are  well  known  and 
have  been  published  many  times  in  several  periodicals. 
None  of  them  originated  in  my  mind,  and  I don’t  see 
why  we  should  act  like  the  ostrich,  as  Dr.  Bernstein  ap- 
parently does,  and  hide  our  heads  in  the  sand  while  ex- 
posing our  bottoms  to  all  sorts  of  assaults.  I am  delight- 
ed in  that  I awakened  an  apathetic  orthopedic  surgeon 
and  hope  that  my  article  stimulates  .300,000  other  physi- 
cians so  that  they  act  to  avoid  the  pitfalls  which  will 
surely  plunge  more  of  us  into  the  malpractice  litigation 
pit. 

The  puritanical  attitude  taken  by  Dr.  Bernstein  is  the 
real  damage  and  not  those  of  us  who  also  love  the  pro- 
fession and  care  enough  to  become  informed  and  suggest 
ways  of  solving  our  problems.  The  destructive,  person- 
alized criticisms  offered  by  him  without  constructive 
suggestions  does  not  help  much.  His  response  proves 
that  my  editorial  was  worthwhile. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

* Stolfi,  J.  E.:  Editorial,  Preventing  malpractice,  New  York 
State  J.  Med.  75:  1198  (July)  1975. 
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Please  see  complete  product  inforr 
tion,  a summary  of  which  follows 

Each  Berocca Tablet  contains: 
Thiamine  mononitrate  (Vitamin  BO  15 

Riboflavin  (Vitamin  B2) 15 

Pyridoxine  HCI  (Vitamin  B6) 

Niacinamide 10C 
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The  silent  disorder: 
Vitamin  deficiency  in 
the  patient  with 
febrile  illness 


Signs  or  symptoms  of  most  fever-related  vitamin 
deficiencies  are  not  seen  because  they  remain  sub- 
clinical.  For  this  reason  the  depletion  of  water-soluble 
vitamins  is  often  very  real  for  your  patient  with  acute 
febrile  illness. 

Synthesis  of  the  B-complex  vitamins  may  be 
disturbed  by  antibiotic  action  upon 
• intestinal  bacteria.  Ascorbic 
acid  may  be  lost  in  large 
quantity  through  the 
urine,  and  demand 
for  vitamins  may  be 
further  increased 
because  the 
daily  need  for 
several  B-com- 
plex  vitamins  is  a 

correlate  of  the  metabolic  rate.  In  addition,  the 
anorexia  that  often  accompanies  febrile  illness  may 
severely  cut  down  your  patient's  nutritional  intake. 

Therapeutic  Berocca Tablets  can  play  an  important 
part  in  your  patient's  dietary  management. They  pro- 
vide balanced  B-complex  as  well  as  500  mg  vitamin  C. 
Also,  because  Berocca  Tablets  are  available  by  Rx 
only,  they  help  keep  vitamin  intake  under  your  control. 

Berocca  Tablets  are  not  intended  for  treatment  of 
pernicious  anemia  or  any  other  anemia. 


To  overcome  the  B and  C deficit 


Please  see  facing  page  for  summary  of  product  information. 


Books  Reviewed 


Microbiology — 1974.  David  Schlesinger,  Editor. 

Washington,  D.C.,  American  Society  for  Microbiology 
Publications  Office,  1975.  Illustrated,  314  pages. 
Cloth,  $16. 

Microbiology  and  its  legitimate  offspring  molecular 
biology  have  experienced  not  only  a renaissance  in  re- 
cent years  but  also  an  information  explosion  unsuspect- 
ed twenty  years  ago.  To  cope  with  this  ever-increasing 
mountain  of  facts  and  to  integrate  it  into  existing 
knowledge  in  an  organized  and  intelligible  manner,  the 
American  Society  of  Microbiology  in  1974  initiated  a se- 
ries of  conferences  to  assess  the  pertinence  of  new 
trends.  “Microbiology — 1974”  is  the  result  of  the  First 
ASM  Conference  on  Extrachromosomal  Elements  in 
Bacteria,  augmented  by  two  symposia  presented  at  the 
annual  meeting  of  the  Society,  one  directed  at  the  clini- 
cal significance  of  Vibrio  parahaemolyticus,  the  other 
at  the  roles  of  iron  in  host-parasite  interactions. 

The  major  part,  two  thirds  to  be  sure,  of  the  volume  is 
devoted  to  the  conference  on  extrachromosomal  DNA  in 
bacteria.  The  immediacy  of  this  subject  to  the  clinical 
aspects  of  medicine  has  been  ignored  by  many  members 
of  the  medical  profession.  The  role  of  plasmid  or  epi- 
some  mediated  antibiotic  resistance  is  perhaps  the  only 
portion  of  this  field  which  has  received  some  cursory  at- 
tention, mostly  forgotten  until  an  old  acquaintance 
sought  medical  assistance  after  returning  from  travels  in 
areas  where  salmonellae,  shigellae,  or  even  escherichiae 
have  acquired  plasmids  which  defy  all  of  the  chemother- 
apeutic agents  extant  and  afforded  the  clinician  an  op- 
portunity, fortunately  rare  in  the  United  States,  to  see 
firsthand  the  full  display  of  the  ravages  described  in 
textbooks  as  typhoid  fever,  dysentery,  and  so  forth. 
“Microbiology — 1974”  provides  a look  at  the  biology 
and  the  consequences  of  these  subcellular  elements  with 
regard  to  the  physiology  of  bacteria  and,  in  some  in- 
stances, in  man  and  animals.  Of  course,  the  participat- 
ing authors  are  the  world’s  leading  experts  in  the  study 
of  extrachromosomal  DNA.  They  have  compressed 
their  collective  knowledge  of  this  field  into  slightly  more 
than  200  pages.  This  effort,  therefore,  cannot  encom- 
pass all  of  the  facets  of  the  discipline  nor  can  it  provide 
a history  or  an  introductory  explanation  of  the  molecu- 
lar biology  involved.  This  latter  point  is  the  sole  criti- 
cism that  this  reviewer  can  direct  at  this  magnificent  ex- 
pose of  extrachromosomal  DNA.  Certainly,  the  conven- 
ers and  the  participants  of  the  conference  had  every 
right  to  assume  that  their  audience  was  conversant  with 
the  subject.  In  publishing  the  transactions  of  this  con- 
ference, one  of  the  many  outstanding  teachers  who  par- 
ticipated (or  who  graces  the  roster  of  the  American  Soci- 
ety for  Microbiology)  should  have  provided  the  proper 
setting  for  the  brilliant  display  of  work  proceeding  at 
the  frontier  of  our  knowledge.  The  various  chapters  on 
the  theme  of  extrachromosomal  DNA  cover  various  clin- 
ical aspects  of  plasmids,  address  their  molecular  and  ge- 
netic analyses,  their  replication  and  life  cycles  within 


bacteria,  as  well  as  their  biological  activities  and  possi- 
ble origins.  One  cannot  absorb  the  facts  and  implica- 
tions of  these  discussions  without  an  expanded  philo- 
sophical approach  of  basic  biology  which  transcends  the 
immediate  concern  of  the  conference  and  raises  ques- 
tions in  such  diverse  areas  as  spontaneous  generation, 
the  origin  of  viruses,  mechanisms  of  neoplasia,  and  sex. 

The  next  section  of  this  volume  is  devoted  to  Vibrio 
parahaemolyticus,  a halophilic  bacterium  little  known 
in  the  U.S.  and  Europe  until  recently  and  recognized 
primarily  in  Japan  as  the  cause  of  severe  bacterial  gas- 
troenteritis in  man.  Since  it  is  usual  that  definition  of  a 
causative  agent  leads  to  its  recognition  by  an  increasing 
number  of  laboratories  and  the  establishment  of  a caus- 
al relationship  between  clinical  observations  and  labora- 
tory results,  this  bacterium  has  been  shown  to  be  dis- 
tributed widely  in  the  oceans  and  along  the  shores  of  all 
continents.  It  has  escaped  earlier  discovery  by  its  obli- 
gate requirement  for  NaCl.  It  expresses  its  pathogenic- 
ity through  a toxin  which  possesses  hemolytic  properties 
and  is  a significant  constituent  of  the  Kanagawa  phe- 
nomenon. In  this  section,  the  occurrence  and  biology, 
toxicity,  laboratory  tests,  and  epidemiology  of  this  sig- 
nificant bacterium  in  human  disease  are  summarized  in 
an  excellent  fashion. 

The  last  section  of  the  volume  addresses  a seemingly 
esoteric  topic,  namely  the  roles  of  iron  in  host-parasite 
interactions.  But,  the  6 articles  in  Part  III  dissuade  the 
reader  readily  from  any  notion  of  the  subject’s  esoteri- 
cism.  Instead,  a significant  role  of  this  cation  in  the 
maintenance  and  disturbance  of  the  host-parasite  equi- 
librium emerges.  The  concept  of  nutrient  competition 
between  host  and  parasite  is  not  new;  unfortunately,  the 
subject  has  been  found  more  suitable  as  a theoretical 
argument  than  a subject  of  investigation.  This  section 
of  the  volume  should  kindle  renewed  interest  in  the 
broadest  aspects  of  host-parasite  nutrient  competition. 
Just  as  significant  are  the  elegant  examples  presented 
which  summarize  the  roles  of  ekkrinosiderophillin,  my- 
cobactin,  heme,  hemoglobin,  transferrin,  enterobactin, 
iron  metabolism  in  mammals  and  various  microorga- 
nisms, and  diet  especially  those  containing  pacifarins. 

This  volume  presents  in  a most  readable  form  signifi- 
cant basic  information  which  must  be  considered  very 
important  not  only  by  those  specifically  interested  in 
microbiology  and  infectious  disease  but  by  the  physician 
and  scientist  in  the  health  care  field.  The  Publications 
Board  of  the  American  Society  for  Microbiology  de- 
serves kudos  for  initiating  this  series.  Henry  D.  Isen- 
berg,  Ph.D. 

Companion  Guide  to  Surgical  Diagnosis.  By  Albert 
B.  Lowenfels,  M.D.  Baltimore,  The  Williams  & Wilkins 
Company,  1975.  Illustrated,  276  pages.  Paperback, 
n.p. 

The  author  of  this  volume  is  an  experienced  surgeon 
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and  has  attempted  the  difficult  task  of  guiding  the  med- 
ical student  or  surgical  house  officer  around  common 
pitfalls,  thus  enabling  him  to  reach  the  correct  surgical 
diagnosis.  Since  most  surgical  texts  deal  either  with  a 
combination  of  diagnosis,  theory,  and  therapy,  or  with 
surgical  technique,  a well  constructed  book  dealing  sole- 
ly with  surgical  diagnosis  is  welcome. 

The  book  stresses,  perhaps  to  the  point  of  belabor- 
ment,  the  correct  concept  that  common  diseases  are 
common.  However,  unless  the  embryonal  surgeon  for 
whom  this  book  is  written  is  exposed  to  the  rarer  disease 
entities  by  frequent  discussion,  he  will  miss  the  unusual 
when  it  is  actually  encountered. 

Although  the  book  is  entirely  written  by  a single  au- 
thor, its  component  chapters  seem  somewhat  uneven. 
For  example,  the  early  chapters  on  “The  Diagnostic 
Process,”  “The  Head  and  Neck,”  and  “Lumps  and 
Bumps,”  seem  lightly  written  and  almost  whimsical. 
They  stand  in  contrast  to  the  more  direct  presentation 
of  “The  Acute  Abdomen”  and  “Gastrointestinal  Bleed- 
ing” which  follow.  Although  a light  style  may  have 
pedagogical  value  on  occasion,  it  is  this  reviewer’s  opin- 
ion that  a medical  text  should  be  written  to  inform  and 
educate  the  reader  rather  than  to  entertain  him.  Some 
of  the  illustrations  which  are  sketches  and  line  drawings 
and  which  Lowenfels  describes  as  “lively”  seem  extrane- 
ous and  might  have  been  better  selected.  For  example, 
there  is  a sketch  of  a doctor  talking  on  the  telephone, 
“Elsewhere  General  Hospital,”  a unicorn  captioned  “A 
rare  disease  is  like  a unicorn — when  is  the  last  time  you 
saw  one?”  On  the  other  hand  intricate  textual  descrip- 
tions of  the  sites  of  presentation  of  various  types  of  her- 
nias are  given  but  no  illustration  is  presented. 

This  262-page  book  contains  a 14-page  index  which 
was  obviously  constructed  by  a professional  indexer  not 
a physician.  For  example,  there  is  a single  entry  for 
shock,  “Shock  and  Abdominal  Pain”  and  a separate 
entry  under  “Septic  Shock”  but  no  cross  reference. 
“Serum  amylase  and  painful  abdomen”  refers  the  reader 
to  page  133,  whereas  “Hyperamylasemia”  refers  the 
reader  to  page  144,  and  no  entry  for  “amylase”  per  se  is 
included. 

In  summary  this  book  may  provide  the  fatigued  house 
officer  some  moderately  useful  reading  but  cannot  be 
recommended  to  practicing  surgeons  or  to  medical  stu- 
dents because  of  its  nonscholarly  approach.  John  M. 
Stein,  M.D. 

Infectious  Diseases:  Epidemiology  and  Clinical 

Practice.  Second  edition.  By  A.  B.  Christie,  M.A., 
M.D.,  F.R.C.P.,  F.F.C.M.,  D.P'h.,  D.C.H.  New  York, 
Churchill  Livingston,  1975.  Pages,  1,095.  Cloth,  $42. 

This  second  edition  on  infectious  diseases  covers  more 
than  just  epidemiology  and  clinical  aspects.  It  is  well 
written  and  gives  a ready  source  of  reference  with  com- 
plete data  and  well-selected  bibliography.  It  is  a book 
of  reference  for  every  physician  and  every  library. 
A.A.A. 

Gynecologic  Endocrinology.  Second  edition.  Jay  J. 
Gold,  M.D.,  F.A.C.P.,  Editor.  Hagerstown,  Maryland, 
Harper  & Row,  1975.  Illustrated,  690  pages.  Cloth, 
$32.50. 

This  is  a well-rounded  compilation  of  subjects  dealing 
with  the  interphase  of  endrocrinology  and  gynecology. 


The  headings  are  specific  and  available  for  ready  refer- 
ence. This  is  a text  that  would  be  used  in  any  library 
and  by  any  and  every  gynecologist.  It  brings  endocri- 
nology home  to  the  specialty.  A. A. A. 

General  Pathology.  Fourth  edition.  By  J.  B.  Walter, 
T.I).,  M.D.,  M.R.C.P.,  F.R.C.  Path.,  and  M.S.  Israel, 
M B.,  M.R.C.P.,  M.R.C.  Path.  D.C.P.  New  York, 
Churchill  Livingston,  1974.  Illustrated,  681  pages. 
Cloth,  $32.50. 

The  fourth  edition  of  this  established  text  brings  it 
up-to-date.  The  illustrations,  though  relatively  few,  are 
carefully  selected  and  informative.  From  the  stand- 
point of  size,  readability,  organization  of  text  material  to 
the  use  of  flow  diagrams  and  source  of  references  too, 
this  is  a student’s  text  that  will  be  well  used  beyond  the 
period  of  study  of  the  subject.  A. A. A. 

Toxicology.  The  Basic  Science  of  Poisons.  Louis  J. 
Casarett,  Ph.D.,  and  John  Doull,  M.D.,  Ph.D.,  Eds. 
New  York,  Macmillan  Publishing  Co.,  Inc.,  1975.  Illus- 
trated, 768  pages.  Cloth,  $23.95. 

This  compilation  of  chapters  by  experts  in  their  indi- 
vidual fields  of  toxicology  offers  an  excellent  opportuni- 
ty to  learn  about  the  newer  concepts  of  toxicology  and 
includes  biochemical  mechanisms  particularly.  More  of 
the  morphological  correlation  would  be  helpful,  particu- 
larly at  the  E.M.  level.  It  is  organized  into  four  separate 
sections,  the  first  dealing  with  methodology  and  metab- 
olism, the  second  with  site  of  action  which  has  some 
morphology,  the  third  and  fourth  sections  dealing  with 
chemical  aspects  and  metabolism  and  broadens  the  ap- 
plication of  toxicology  to  the  field  of  public  health.  The 
index  offers  a ready  reference  mechanism  to  the  presen- 
tations by  the  group  of  35  outstanding  authors.  A wor- 
thy source  of  reference  in  every  library. 

The  Musculoskeletal  System.  Structure  and  Func- 
tion in  Disease.  Monograph  Series.  By  Leon  Soko- 
loff,  M.D.,  and  John  H.  Bland,  M.D.  Baltimore,  Mary- 
land, The  Williams  & Wilkins  Company,  1975.  Illus- 
trated, 161  pages.  Cloth,  $12.50. 

This  text  presents  the  most  concise  and  yet  fully  in- 
formative survey  of  this  specialized  field.  It  is  an  au- 
thoritative presentation  and  despite  its  small  size,  every 
practitioner,  general  or  specialist,  encounters  the  condi- 
tions covered  and  well-illustrated  in  this  little  volume 
which  is  recommended  as  appropriate  for  the  library  of 
all  physicians  for  general  reading  and  for  ready  refer- 
ence. 

Aromatic  Amino  Acids  in  the  Brain.  Ciba  Founda- 
tion Symposium  22  (new  series).  G.  E.  W.  Wolsten- 
holme  and  David  W.  Fitzsimons.  Eds.  Amsterdam,  The 
Netherlands,  Associated  Scientific  Publishers,  1974. 
396  pages.  Cloth,  $23.50. 

This  volume  by  22  participants  in  this  important 
symposium  brings  one  up-to-date  with  the  amino  acid 
metabolism  of  the  nervous  system.  The  biochemical 
and  metabolic  approach  makes  it  an  important  source 
for  information  and  each  of  the  individual  chapter  head- 
ings brings  the  subject  up-to-date,  a feature  of  Ciba 
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PUBLISHED  TO  CORRECT  A PREVIOUS 
ADVERTISEMENT  WHICH  THE  FOOD  AND  DRUG 
ADMINISTRATION  CONSIDERS  MISLEADING 


% Data  from  adequate  and  well-controlled  clinical  studies  are  not  sufficient  to  warrant 


the  use  of  Pondimin  in  the  treatment  of  hypertension  or  permit  a conclusion  that 
it  has  a special  advantage  in  hypertension  associated  with  obesity.  Pondimin,  as  with 
all  anorectic  agents,  is  useful  as  a short  term  adjunct  in  the  treatment  of  obesity. 

PRECAUTION:  Use  only  with  caution  in  hypertension,  with  monitoring  of  blood 
pressure,  since  evidence  is  insufficient  to  rule  out  a possible  adverse  effect  on  blood 
pressure  in  some  hypertensive  patients.  The  drug  is  not  recommended  in  severely 
hypertensive  patients  or  in  patients  with  symptomatic  cardiovascular  disease  in- 
cluding arrythmias.  Pondimin  may  increase  slightly  the  effect  of  antihypertensive 
drugs,  e.g.  guanethidine,  methyldopa,  reserpine. 

In  the  opinion  of  the  FDA,  the  advertisement  addressed  advantages  of  Pondimin  in  “obese 
special  risk”  patients  such  as  diabetics  and  teenagers. 

£ Data  consisting  of  adequate  and  well-controlled  clinical  trials  do  not  support  com- 
parative representations  that  Pondimin  is  safer  or  more  free  of  side  effects  than  other 
anorectic  agents.  While  it  has  little  propensity  for  producing  CNS  stimulation,  the 
drug  has  side  effects  not  common  to  other  anorectics  in  that  it  can  produce  sedation, 
diarrhea,  and  depression. 

In  the  opinion  of  the  FDA,  the  statement  “Moreover,  with  a DEA  rating  of  Schedule  IV, 
its  abuse  potential  is  considered  minimal”  is  regarded  as  misleading. 

$ Because  Pondimin  is  considered  to  have  abuse  potential,  it  has  been  scheduled  by  the 
DEA  as  a controlled  substance.  However,  its  potential,  for  abuse  is  less  than  those 
anorectics  in  Schedule  III. 

See  opposite  page  for  full  prescribing  information. 

IN  ORDER  TO  PREVENT  POSSIBLE  MISINTERPRETATION, 

THE  PREVIOUS  ADVERTISEMENT  HAS  BEEN  DISCONTINUED. 
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Pondimirk 


Prescribing  Information 


Description:  Pondimin  is  a phenethylamine 
with  the  chemical  name,  N-ethyl-a-methyl- 
m-(trifluorom  ethyl)  phenethylamine 
hydrochloride 

Actions:  Fenfluramine  is  a sympa- 
thomimetic amine  the  pharmacologic  ac- 
tivity of  which  differs  somewhat  from  that  of 
the  prototype  drugs  of  this  class  used  in 
obesity,  the  amphetamines,  in  appearing  to 
produce  more  central  nervous  system  de- 
pression than  stimulation. 

Tolerance  has  been  demonstrated  with 
ail  drugs  of  this  class  in  which  this  phe- 
nomenon has  been  looked  for 

Drugs  of  this  class  used  in  obesity  are 
commonly  known  as  "anorectics''  or  "ano- 
rexigenics  " It  has  not  been  established, 
however,  that  the  action  of  such  drugs  in 
treating  obesity  is  primarily  one  of  appetite 
suppression.  Other  central  nervous  system 
actions,  or  metabolic  effects  may  be  in- 
volved, for  example 

Adult  obese  subjects  instructed  in  dieta- 
ry management  and  treated  with  "anorec- 
tic" drugs,  lose  more  weight  on  the  aver- 
age than  those  treated  with  placebo  and 
diet,  as  determined  in  relatively  short-term 
trials 

The  average  magnitude  of  increased 
weight  loss  of  drug-treated  patients  over 
placebo-treated  is  only  a fraction  of  a 
pound  a week.  The  rate  of  weight  loss  is 
greatest  in  the  first  weeks  of  therapy  for 
both  drug  and  placebo  subjects  and  tends 
to  decrease  in  succeeding  weeks.  The  pos- 
sible origins  of  the  increased  weight  loss 
due  to  the  various  drug  effects  are  not  es- 
tablished The  average  amount  of  weight 
loss  associated  with  the  use  of  an  "anorec- 
tic” drug  varies  from  trial  to  trial,  and  the  in- 
creased weight  loss  appears  to  be  related 
in  part  to  variables  other  than  the  drug 
prescribed,  such  as  the  physician-investi- 
gator. the  population  treated  and  the  diet 
prescribed.  Studies  do  not  permit  conclu- 
sions as  to  the  relative  importance  of  the 
drug  and  non-drug  factors  on  weight  loss 

The  natural  history  of  obesity  is  mea- 
sured in  years,  whereas  the  studies  cited 
are  restricted  to  a few  weeks  duration; 
thus,  the  total  impact  of  drug-induced 
weight  loss  over  that  of  diet  alone  must  be 
considered  clinically  limited. 

Indication:  Pondimin  is  indicated  in  the 
management  of  exogenous  obesity  as  a 
short-term  (a  few  weeks)  adjunct  in  a regi- 
men of  weight  reduction  based  on  caloric 
restriction  The  limited  usefulness  of 
agents  of  this  class  (see  "Actions")  should 
be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  de- 
scribed below. 

Contraindications:  Glaucoma,  hypersensi- 
tivity to  fenfluramine  or  other  sympa- 
thomimetic amines.  During  or  within  14 
days  following  the  administration  of  mo- 
noamine oxidase  inhibitors,  since  hyper- 
tensive crises  may  result.  Patients  with  a 
history  of  drug  abuse. 

Warnings:  When  tolerance  to  the  "anorec- 
tic" effect  develops,  the  maximum  recom- 
mended dose  should  not  be  exceeded  in  an 
attempt  to  increase  the  effect;  rather,  the 
drug  should  be  discontinued. 

Fenfluramine  may  impair  the  ability  of  the 
patient  to  engage  in  potentially  hazardous 


activities  such  as  operating  machinery  or 
driving  a motor  vehicle  (see  "Adverse  Re- 
actions”); the  patient  should  be  cautioned 
accordingly 

Drug  Dependence  Fenfluramine  is  re- 
lated chemically  to  the  amphetamines,  al- 
though it  differs  somewhat  pharmacolog- 
ically The  amphetamines  and  related 
stimulant  drugs  have  been  extensively 
abused  and  can  produce  tolerance  and  se- 
vere psychological  dependence,  as  well  as 
other  adverse  organic  and  mental 
changes  In  this  regard,  there  has  been  a 
recent  report  of  abuse  of  fenfluramine  by 
subjects  with  a history  of  abuse  of  other 
drugs  Abuse  of  80  to  400  milligrams  of  the 
drug  has  been  reported  to  be  associated 
with  euphoria,  derealization  and  percep- 
tual changes  Fenfluramine  did  not  pro- 
duce signs  of  dependence  in  animals  and 
appears  to  produce  sedation  more  often 
than  CNS  stimulation  at  therapeutic  doses 
Its  abuse  potential  appears  qualitatively 
different  from  that  of  amphetamines.  The 
possibility  that  fenfluramine  may  induce 
dependence  should  be  kept  in  mind  when 
evaluating  the  desirability  of  including  the 
drug  in  the  weight  reduction  programs  of 
individual  patients 

Usage  in  Pregnancy:  Safe  use  in  preg- 
nancy has  not  been  established  Repro- 
duction studies  in  rats  suggested  an  em- 
bryotoxic  potential.  However,  additional 
reproduction  studies  in  rabbits,  mice  and 
monkeys  yielded  negative  results.  Use  of 
fenfluramine  in  women  who  are  or  may  be- 
come pregnant  requires  that  the  potential 
benefit  be  weighed  against  the  possible 
hazard  to  mother  and  infant. 

Usage  in  Children:  The  safety  and  effica- 
cy of  fenfluramine  in  children  under  12 
years  of  age  have  not  been  established 

Precautions:  Fenfluramine  differs  in  its 
pharmacologic  profile  from  other  "anorec- 
tic" drugs  with  which  the  prescribing  prac- 
titioner may  be  familiar.  Correspondingly, 
there  are  possible  adverse  effects  not  as- 
sociated with  other  "anorectics ";  such  ef- 
fects include  those  of  diarrhea,  sedation, 
and  depression.  The  possibility  of  these  ef- 
fects should  be  weighed  against  the  pos- 
sible advantage  of  decreased  central  ner- 
vous system  stimulation  and/or  abuse 
potential. 

Other  CNS  depressant  drugs  should  be 
used  with  caution  in  patients  taking  fen- 
fluramine, since  the  effects  may  be 
additive. 

Use  only  with  caution  in  hypertension, 
with  monitoring  of  blood  pressure,  since 
evidence  is  insufficient  to  rule  out  a pos- 
sible adverse  effect  on  blood  pressure  in 
some  hypertensive  patients.  The  drug  is 
not  recommended  in  severely  hypertensive 
patients.  The  drug  is  not  recommended  for 
patients  with  symptomatic  cardiovascular 
disease  including  arrhythmias 

Fenfluramine  may  increase  slightly  the 
effect  of  anti  hypertensive  drugs,  eg,  guan- 
ethidine  methyldopa,  reserpine. 

Caution  should  be  exercised  in  prescrib- 
ing fenfluramine  for  patients  with  a history 
of  mental  depression.  Further  depression 
of  mood  may  become  evident  while  the 
patient  is  on  fenfluramine  or  following  with- 
drawal of  fenfluramine. 


Adverse  Reactions:  The  most  common 
secondary  effects  or  adverse  reactions  of 
fenfluramine  are  drowsiness,  diarrhea,  and 
dry  mouth  Less  frequent  adverse  reactions 
reported  in  association  with  fenfluramine 
are: 

Central  Nervous  System  Dizziness;  con- 
fusion; incoordination;  headache;  elevated 
mood;  depression;  anxiety,  nervousness, 
or  tension;  insomnia,  weakness  or  fatigue; 
increased  or  decreased  libido;  agitation, 
dysarthria; 

Gastrointestinal  Constipation,  abdomi- 
nal pain;  nausea; 

Autonomic  Sweating;  chills;  blurred 
vision; 

Genitourinary:  Dysuria;  urinary  frequency; 

Cardiovascular  Palpitation;  hypoten- 
sion, hypertension;  fainting, 

Skin:  Rash;  urticaria;  burning  sensation; 

Miscellaneous  Eye  irritation;  myalgia; 
fever;  chest  pain;  bad  taste 

Dosage  and  Administration:  Therapy  with 
fenfluramine  should  be  initiated  at  a dos- 
age of  one  20  mg  tablet  three  times  daily 
before  meals,  but  thereafter  the  dosage 
should  be  adjusted  to  the  need  and  re- 
sponse of  the  patient  Depending  on  the 
degree  of  effectiveness  and  side  effects, 
the  dosage  may  be  increased  at  weekly  in- 
tervals by  one  tablet  daily  until  a maximum 
dosage  of  two  tablets  three  times  daily  is  at- 
tained In  patients  in  whom  the  initial  dos- 
age is  not  well  tolerated,  dosage  may  be  re- 
duced to  two  tablets  daily  and  thereafter 
gradually  increased  in  order  to  minimize 
the  chance  of  side  effects. 

Overdosage:  Only  limited  data  are  avail- 
able concerning  clinical  effects  and  man- 
agement of  fenfluramine  overdosage  Re- 
ported single  overdoses  have  ranged  from 
300  to  2000  mg;  the  lowest  reported  fatal 
dose  was  a few  hundred  mg  in  a small  child 
and  the  highest  reported  non-fatal  dose 
was  1800  mg  in  an  adult. 

Agitation  and  drowsiness,  confusion, 
flushing,  tremor  (or  shivering),  fever, 
sweating,  abdominal  pain,  hyperventila- 
tion, and  dilated  non-reactive  pupils  seem 
frequent  in  fenfluramine  overdosage.  Re- 
flexes may  be  either  exaggerated  or  de- 
pressed and  some  patients  may  have  rotary 
nystagmus  Tachycardia  may  be  present, 
but  blood  pressure  may  be  normal  or  only 
slightly  elevated  Convulsions,  coma  and 
ventricular  extrasystoles,  culminating  in 
ventricular  fibrillation,  may  occur  at  higher 
dosage 

Treatment  consists  of  supportive  mea- 
sures, if  possible  with  cardiac  monitoring. 
However,  in  the  more  severe  cases,  forced 
diuresis  with  acidification  of  the  urine  may 
be  beneficial  to  hasten  excretion.  Efficacy 
of  peritoneal  dialysis  or  extra-corporeal 
hemodialysis  has  not  been  established  Al- 
though hypertension  has  not  been  a fea- 
ture of  reported  cases  of  overdosage,  if  it 
should  occur,  the  use  of  intravenous  phen- 
tolamine  (Regitine)  has  been  suggested  on 
pharmacologic  grounds. 

How  Supplied:  Pondimin  is  available  in  20 
mg  orange,  scored  compressed  tablets 
monogrammed  AHR,  in  bottles  of  100  and 
500  (NDC  31-6447). 
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Symposium.  This  text  should  be  in  every  medical  li- 
brary. 

Davidson’s  Principles  and  Practice  of  Medicine. 

Eleventh  edition.  John  Macleod,  Ed.  New  York, 
Longman,  Inc.,  1974.  Illustrated,  1,037  pages.  Paper, 
$16. 

This  soft-covered  text  of  the  members  of  the  staff  of 
the  departments  of  medicine  of  the  University  of  Edin- 
burgh, is  surely  the  best  by  far  for  its  cost.  Its  index 
makes  it  helpful  for  quick  reference.  Its  30  contributors 
give  authoritative  up-to-date  material  for  the  general 
practitioner  and  internist.  The  references  for  further 
reading  are  carefully  selected.  A very  worthwhile  text. 

Practical  Psychiatry  for  the  Primary  Physician. 

By  James  R.  Hodge,  M.D.  Chicago,  Illinois,  Nelson- 
Hall  Publishers,  1975.  Cloth,  357  pages.  Price,  $15. 

There  have  been  an  increasing  number  of  courses  and 
some  tests  too  as  guides  for  the  psychiatric  problems  for 
the  primary  physician  or  the  general  practitioner  of  old. 
This  text  is  well  organized  for  complete  cover-to-cover 
reading  by  the  primary  physician  and  can  be  used  for 
reference.  Its  index  is  helpful  for  picking  selected  areas 
of  immediate  interest.  Although  probably  inadequate 
for  specialists  and  psychiatrists,  this  is  recommended 
for  the  library  of  every  good  primary  physician. 

Clinical  Respiratory  Physiology.  By  Luke  Harris, 
M.B.,  B.S.,  M.R.C.P.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1975.  Paper,  69  pages. 
Price,  $9.25. 

This  paperback  presents  clinical  respiratory  physiolo- 
gy in  condensed  and  concise  form.  It  is  not  a primary 
text  for  learning  respiratory  physiology  but  rather  one 
for  review  of  selected  topics  and  should  be  of  use  partic- 
ularly for  those  who  have  a prior  exposure  to  this  field. 
A bit  overpriced  in  this  reviewer’s  judgment. 

Physiology  for  Practitioners.  Second  edition.  Ian  C. 
Roddie,  Ed.  New  York,  Longman,  Inc.,  1975.  Illus- 
trated, 186  pages.  Paper,  $8.75. 

An  excellent  soft-backed  publication,  well  suited  to 
review  of  basic  principles  in  physiology  for  the  physician 
and  a ready  method  for  keeping  abreast  of  some  of  the 
advances  in  selected  fields.  Although  offered  for  the 
general  practitioner  in  particular,  the  specialist  in  inter- 
nal medicine  will  find  this  excellent  text  suited  well  to 
his  purpose  of  keeping  abreast.  This  volume  offers  an 
effective,  ready  means  of  doing  just  that.  Despite  its 
condensed,  concise  presentation,  one  can  detect  that  it 
has  those  satisfactions  that  are  found  in  English  publi- 
cations. 
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Information  for  Authors 


Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright  and  may  not  be  repro- 
duced without  the  written  permission  of  both 
the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere,  and  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
420  Lakeville  Road,  Lake  Success,  New  York 
11040.  Abstracts  should  be  included. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8 ‘A'by-l  1-inch  firm  typewriter  paper,  double 
spaced  throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with  mar- 
gins of  at  least  D/2  inches.  Subheads  should  be 
inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A car- 
bon copy  is  to  be  retained  by  the  author.  The 
manuscript  should  include  the  title  of  the  article 
(titles  are  best  brief  and  concise),  the  full  name 
of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  com- 
plete addresses,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecu- 
tively. Uncommon  and  parochial  or  esoteric 
abbreviations  if  used  must  be  explained  and  the 
generic  as  well  as  the  trade  names  of  pharma- 
ceutical products  given.  Italics  are  rarely  used. 

Tables : Each  table  should  be  typed  on  a sep- 
arate sheet  of  paper,  be  numbered  consecutively, 
have  a brief  descriptive  title,  and  its  position  in 
text  indicated.  Take  care  that  columns  add  up 
correctly  and  that  statistics  are  consistent  in 
both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 
those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 

I 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author(s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author(s) 
and/or  editor(s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num- 
bers corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  gal- 
leys sent  them  for  correction,  these  are  charge- 
able to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


October  1 975/New  York  State  Journal  of  Medicine  21 1 5 


easy  to  take 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


2116 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11040  Tel.  516  488-6100 

COPYKICHT  197.r>  IIY  THK  MEDICAL  .SOCIETY  OF  THE  HTATE  OF  NEW  YORE 

October  1975  Volume  75  Number  12 


“ Dedicated  to  the  continuing  education  of  the  physician" 


75th  year  of  publication 


Published  monthly  by  the  Medical  Society  of  the  State  of  New  York 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  Julius  E.  Stolfi,  M.D.,  Associate  Editor 

Alfred  A.  Angrist,  M.D.,  Editor  Elizabeth  C.  Smith,  Managing  Editor 

Eugene  S.  Dombrowski,  Business  Manager 

PUBLICATION  COMMITTEE 
Albert  H.  Douglas,  M.D.,  Chairman 

Arthur  H.  Diedrick,  M.D.  Milton  Gordon,  M.D. 

Warren  A.  Lapp,  M.D. 

Alfred  A.  Angrist,  M.D.,  ex  officio  Julius  E.  Stolfi,  M.D.,  ex  officio 


ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
Jeremiah  A.  Barondess,  M.D. 
Stuart  Bondurant,  M.D. 
Vincent  P.  Dole,  M.D. 
Steven  D.  Douglas,  M.D. 
Aaron  Feder,  M.D. 

Vincent  J.  Fontana,  M.D. 
Lytt  I.  Gardner,  M.D. 

Carl  M.  Harris,  M.D. 

Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 


Ralph  F.  Jacox,  M.D. 

Ira  Snow  Jones,  M.D. 

James  R.  Jones,  M.D. 

Benton  D.  King,  M.D. 

Samuel  L.  Kountz,  M.D. 

Leslie  A.  Kuhn,  M.D. 

George  J.  Lawrence,  Jr.,  M.D. 
Harry  M.  LeVeen,  M.D. 
Gerald  P.  Murphy,  M.D. 
Stephen  Nordlicht,  M.D. 
Richard  H.  Orr,  M.D. 

Edmund  D.  Pellegrino,  M.D. 


Samuel  J.  Prigal,  M.D. 

Paul  Reznikoff,  M.D. 
Richard  B.  Roberts,  M.D. 
Howard  A.  Rusk,  M.D. 

Joseph  E.  Snyder, M.D. 

Bjorn  Thorbjarnarson,  M.D. 
Robert  Turell,  M.D. 

James  H.  Wall,  M.D. 

Robert  P.  Whalen,  M.D. 
Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 

Alex  W.  Young,  Jr.,  M.D. 


General  Information 

Published  monthly  with  the  Convention  issue 
added  in  January  and  Minutes  of  the  House  of 
Delegates  issue  added  in  September  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial,  circu- 
lation, and  publication  offices:  420  Lakeville  Road, 

Lake  Success,  New  York  11040.  Copyright  1975  by 
the  Medical  Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $3.50  per  year  pay- 
able in  advance.  Single  copies  $0.50.  Back  issues 
will  be  supplied  for  the  past  five  years  at  the  single 
copy  rate  when  available.  Back  issues  prior  to  1957 


are  $2.00  per  copy;  from  1956  to  1966,  $1.00  a copy. 

Change  of  address.  Notice  should  be  sent  to 
the  circulation  office,  420  Lakeville  Road,  Lake 
Success,  New  York  11040.  Old  and  new  addresses 
should  be  included  as  well  as  a statement  whether 
or  not  change  is  permanent.  Six  weeks  is  required 
to  effect  a change  of  address. 

Advertising  Representatives:  United  Media 

Associates,  Inc.,  16  Bruce  Park  Avenue,  Greenwich, 
Connecticut  06830.  Telephone:  203-661-9702. 


October  1 975/ New  York  State  Journal  of  Medicine  2117 


Editorials 


In  many  nursing  homes,  “Water,  water, 
everywhere,  nor  any  drop  to  drink’’ 


With  our  aged  population,  and  those  mentally 
and  physically  disabled  to  the  extent  of  being  inca- 
pable of  taking  care  of  their  simple  elementary 
needs,  we  encounter  a problem  of  serious  nature. 
This  situation  is  all  too  widespread  and  ever-in- 
creasing. In  many  hospitals  patients  admitted, 
from  some  if  not  most  nursing  homes,  are  found  to 
be  markedly  dehydrated.  This  can  be  so  serious 
as  to  cause  urinary  suppression,  uremia,  and 
death.  In  fact,  dehydration  is  often  the  present- 
ing picture. 

Rehydrating  the  patient  may  solve  the  immedi- 
ate problem  temporarily,  returning  him  to  the 
nursing  home,  only  to  have  the  patient  readmitted 
from  the  nursing  home  to  the  hospital  in  a similar 
dehydrated  state.  Moving  the  patient  back  and 
forth  is  expensive;  many  millions  are  expended  by 
Medicare  and  Medicaid  alone.  More  important 
still,  the  dehydration  may  precipitate  other  serious 
physiological  and  pathological  impairments  which 
are  not  so  amenable  to  easy  correction  and  may  be 
lethal  or  require  prolonged  periods  of  care  and 
more  millions  of  dollars. 

The  solution  is  not  simple;  it  requires  more  than 
just  giving  the  patient  water,  that  is,  putting  a 
glass  of  water  on  her  tray.  What  happens  so  often 
is  that  the  next  attendant,  in  due  time,  just  re- 
moves the  water.  There  should  be  a set  require- 
ment to  do  more  than  only  offer  this  imperative, 
necessary,  cold  liquid  refreshment.  Is  it  too  much 
to  ask  that  the  attendant  makes  sure  that  the  pa- 
tient actually  takes  some  of  the  water?  This  re- 
quires only  time  and  patience.  To  see  a patient 


grasp  a glass  and  avidly  drink  a bit  of  water, 
brighten  with  excitement,  and  express  gratitude 
effusively,  is  a reward  indeed,  even  though  it  is  a 
disturbing  experience  to  the  onlooker.  This  hap- 
pens all  too  often. 

This  is  hardly  a brilliant  or  scintillating  subject 
to  present  for  your  consideration,  yet  actually,  it 
goes  to  the  root  of  the  problem  of  nursing  home 
care.  What  better  opportunity  to  demonstrate 
that  the  attendants,  nurses,  and  others  in  the 
nursing  home,  really  do  care?  This  problem  is  al- 
ways there,  and  does  not  require  any  special  fund- 
ing to  correct  it,  or  research.  All  that  is  necessary 
is  for  each  and  every  member  of  the  staff  to  care 
and  to  want  to  help  make  the  patient’s  sad  lot 
more  endurable. 

It  is  true  that  the  dehydrated  patient  does  not 
wet  the  bed  as  often,  especially  if  incontinent. 
That  saves  the  trouble  of  changing  Chucks,  Pam- 
pers, and  sheets  frequently  and  as  well  as  having 
larger  laundry  bills.  Yet,  with  Medicare  and  Med- 
icaid the  allowance  is  sufficient  to  take  care  of  this 
aspect  of  care  and  to  permit  us  to  give  patients  the 
liquids  they  need  so  desperately — it  is  only  water. 
Water  is  free.  Without  due  and  appropriate  con- 
sideration and  correction  of  this  problem,  nothing 
else  matters,  for  it  signifies  that  empathic  care  in 
that  particular  institution  is  lacking.  If  this  basic 
simple  necessity  is  neglected,  it  can  be  presumed 
with  certainty  that  all  other  features  of  nursing 
home  care  are  poor  and  surely  inadequate. 

A.A.A. 


Governor  Carey  prevents  folly  of 
New  York  State  Legislature 
in  banning  use  of  x-ray 
by  chiropractors 

Governor  Carey  has  demonstrated  his  courage 
and  genuine  concern  for  public  health  in  following 
wise  counsel  and  vetoing  the  legislation  passed  by 
both  Houses  of  the  Legislature  which  would  have 


permitted  the  indiscriminate  use  of  x-rays  by  chi- 
ropractors of  the  State. 

We  will  not  go  into  the  merits,  or  rather  lack  of 
merits,  of  chiropractic.  That  has  already  been  es- 
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tahlished  and  expressed  in  an  opinion  and  report 
by  The  Honorable  Albert  Conway,  on  November 
15,  1961,  sitting  as  official  referee  of  Court  of  Ap- 
peals in  the  case  of  Chiropractic  Association  of 
New  York,  Inc.  vs.  Herman  C.  Hilleboe,  Commis- 
sioner of  Health,  forbidding  use  of  x-ray  equip- 
ment by  chiropractors. 

This  report,  incidentally,  was  the  outcome  of  a 
previous  attempt  to  legalize  chiropractic.  Despite 
the  negative  recommendation,  the  Legislature  pro- 
ceeded to  license  chiropractic  and  Governor  Rock- 
efeller signed  this  law,  in  fact,  promoted  it.  Yet 
despite  this,  until  now,  the  chiropractic  cultist  was 
not  permitted  to  use  x-rays  in  an  indiscriminate 
fashion.  The  new  Bill  did  just  that,  and  would 
have  permitted  such  indiscriminate  use  of  x-rays. 
Bear  in  mind  that  the  chiropractic  x-ray  utilizes  a 
aide-field,  exposure,  involving  practically  a large 
part  of  the  body;  also  misinterpretation  is  common 
for  the  films  are  so  poor. 

There  is  no  doubt  whatsoever  that  x-ray  expo- 
sure is  a distinct  hazard  to  health  and  promotes 
the  development  of  cancer  of  the  thyroid,  of  the 
skin,  and  promotes  gene  mutations  and  blood  dys- 
crasias,  including  leukemia.  In  fact,  the  Lung  As- 
sociation has  discontinued  the  use  of  the  “x-ray 
mobile”  for  case  finding  (tuberculosis,  emphyse- 
ma, tumor,  and  so  forth)  because  of  the  serious 


Patient’s  bill  of  rights 

Below  will  be  found  the  Patient’s  Bill  of  Rights 
which  has  been  compiled  by  the  New  York  State 
Department  of  Health  and  has  been  added  to  and 
has  become  part  of  the  approved  Health  Code. 
Two  separate  listings  will  be  noted.  One,  Section 
720.3  deals  with  patients’  rights  who  are  in  hospi- 
tals, and  consists  of  15  headings. 

Immediately  following  will  be  found  Section 
730.17,  the  Patient's  Bill  of  Rights  which  has  been 
promulgated  for  nursing  homes  and  other  long 
term  facilities  and  consists  of  14  headings. 

These  regulations  and  recommendations  have 
been  promulgated  and  approved  by  the  appropri- 
ate authorities  and  the  New  York  State  Health 
Council.  Every  physician  should  acquaint  himself 
with  these  new  regulations. 

Patients’  Bill  of  Rights 

HOSPITALS 

New  York  State  Department  of  Health 

720.3  Patients’  Rights,  (a)  The  hospital  shall  estab- 
lish written  policies  regarding  the  rights  of  patiehts  and 
shall  develop  procedures  implementing  such  policies. 
These  rights,  policies,  and  procedures  shall  afford  pa- 
tients the  right  to: 

(1)  considerate  and  respectful  care, 


dangers  inherent  in  any  x-ray  exposure.  Any  dos- 
age of  x-rays  is  harmful  but  when  used  by  a physi- 
cian there  is,  or  should  be,  a specific  diagnostic  or 
therapeutic  indication  and  always  exposure  is  lim- 
ited to  as  small  a field  as  is  possible,  always  mini- 
mizing the  area  of  exposure  and  the  dosage.  Even 
then,  a physician  balances  the  potential  harm  of 
that  degree  of  exposure,  any  exposure,  with  the  in- 
dicated and  potential  benefits  that  will  accrue 
from  the  particular  x-ray  study  from  the  stand- 
points of  diagnosis  or  therapy. 

It  is  nothing  less  than  sheer  hypocrisy  that  per- 
mits our  legislators  to  pass  such  legislation  when  it 
is  known  so  definitively  to  do  harm,  and  to  disre- 
gard so  irresponsibly  the  welfare  of  the  patient.  It 
is  paradoxical  that  our  legislators  at  the  same  time 
presume  to  be  concerned  about  the  welfare  and 
health  of  the  public  by  demanding  that  physicians 
continue  their  education,  and  be  required  to  keep 
abreast  of  scientific  progress  in  medicine,  and  de- 
mand of  the  licensed  physician  further  study  and 
even  examinations.  How  can  any  legislator,  in 
clear  conscience,  fool  the  public  and  claim  concern 
for  public  welfare  on  the  one  hand,  and  disregard 
it  so  completely  by  promoting  chiropractic  on  the 
other?  Such  action  defies  understanding! 

A. A. A. 


(2)  upon  request,  the  name  of  the  physician  re- 
sponsible for  coordinating  his  care, 

(3)  the  name  and  function  of  any  person  provid- 
ing health  care  services  to  the  patient, 

(4)  obtain  from  his  physician  complete  current  in- 
formation concerning  his  diagnosis,  treatment,  and 
prognosis  in  terms  the  patient  can  be  reasonably  ex- 
pected to  understand.  When  it  is  not  medically  ad- 
visable to  give  such  information  to  the  patient,  the  in- 
formation shall  be  made  available  to  an  appropriate 
person  in  his  behalf, 

(5)  receive  from  his  physician  information  neces- 
sary to  give  informed  consent  prior  to  the  start  of  any 
procedure  or  treatment  or  both  and  which,  except  for 
those  emergency  situations  not  requiring  an  informed 
consent,  shall  include  as  a minimum  the  specific  pro- 
cedure or  treatment  or  both,  the  medically  significant 
risks  involved,  and  the  probable  duration  of  incapaci- 
tation, if  any.  The  patient  shall  be  advised  of  medi- 
cally significant  alternatives  for  care  or  treatment  if 

any. 

(6)  refuse  treatment  to  the  extent  permitted  by 
law  and  to  be  informed  of  the  medical  consequences 
of  his  action, 

(7)  privacy  to  the  extent  consistent  with  providing 
adequate  medical  care  to  the  patient.  This  shall  not 
preclude  discrete  discussion  of  a patient’s  case  or  ex- 
amination of  a patient  by  appropriate  health  care  per- 
sonnel, 
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(8)  privacy  and  confidentiality  of  all  records  per- 
taining to  the  patient’s  treatment,  except  as  otherwise 
provided  by  law  or  third  party  payment  contract, 

(9)  a response  by  the  hospital  in  a reasonable 
manner,  to  the  patient’s  request  for  services  custom- 
arily rendered  by  the  hospital  consistent  with  the  pa- 
tient’s treatment, 

(10)  be  informed  by  his  physician  or  delegate  of 
the  physician  of  the  patient’s  continuing  health  care 
requirements  following  discharge  and  that  before 
transferring  a patient  to  another  facility  the  hospital 
first  informs  the  patient  of  the  need  for  and  alterna- 
tives to  such  a transfer, 

(11)  the  identity,  upon  request,  of  other  health 
care  and  educational  institutions  that  the  hospital  has 
authorized  to  participate  in  his  treatment, 

(12)  refuse  to  participate  in  research  and  that 
human  experimentation  affecting  care  or  treatment 
shall  be  performed  only  with  his  informed  effective 
consent, 

(13)  examine  and  receive  an  explanation  of  his 
bill,  regardless  of  source  of  payment, 

(14)  know  the  hospital  rules  and  regulations  that 
apply  to  his  conduct  as  a patient, 

(15)  treatment  without  discrimination  as  to  race, 
color,  religion,  sex,  national  origin  or  source  of  pay- 
ment. 

(b)  A copy  of  the  provisions  of  this  section  shall  be 
available  to  each  patient  or  patient’s  representatives 
upon  admission  and  posted  in  conspicuous  places  within 
the  hospital. 

Patients’  Bill  of  Rights 
NURSING  HOMES 

New  York  State  Department  of  Health 

730.17  Patient’s  rights,  (a)  The  operator  of  a facility 
shall,  in  consultation  with  patients,  establish  written 
policies  regarding  the  rights  and  responsibilities  of  pa- 
tients and  shall  be  responsible  for  development  of,  and 
adherence  to,  procedures  implementing  such  policies. 
These  policies  and  procedures  shall  be  made  available  to 
patients  or  their  guardian,  next  of  kin,  sponsoring  agen- 
cy or  agencies  or  lawful  representative.  They  shall  also 
be  made  available  to  the  public.  The  staff  of  the  facility 
shall  be  trained  and  involved  in  the  implementation  of 
these  policies  and  procedures.  The  patients’  rights 
policies  and  procedures  shall  ensure  that,  at  least,  each 
patient  admitted  to  the  facility: 

(1)  is  fully  informed,  as  evidenced  by  the  patient’s 
written  acknowledgment,  prior  to  or  at  the  time  of  ad- 
mission and  during  stay,  of  these  rights  and  of  all 
rules  and  regulations  governing  patient  conduct  and 
responsibilities; 

(2)  is  fully  informed,  prior  to  or  at  the  time  of  ad- 
mission and  during  stay,  of  services  available  in  the 
facility,  and  of  related  charges  including  any  charges 
for  services  not  covered  by  sources  of  third-party  pay- 
ments or  not  covered  by  the  facility’s  basic  per  diem 
rate; 

(3)  is  fully  informed,  by  a physician,  of  his  medi- 
cal condition  unless  medically  contraindicated  (as 
documented,  by  a physician,  in  his  medical  record), 
and  is  afforded  the  opportunity  to  participate  in  the 
planning  of  his  medical  treatment  and  to  refuse  to 
participate  in  experimental  research; 


(4)  is  transferred  or  discharged  only  for  medical 
reasons,  or  for  his  welfare  or  that  of  other  patients,  or 
for  non-payment  for  his  stay  (except  as  prohibited  by 
sources  of  third-party  payment),  and  is  given  reason- 
able advance  notice  to  ensure  orderly  transfer  or  dis- 


charge, and  such  actions  are  documented  in  his  medi- 
cal record; 

(5)  is  encouraged  and  assisted,  throughout  his  pe- 
riod of  stay,  to  exercise  his  rights  as  a patient  and  as  a 
citizen,  and  to  this  end  may  voice  grievances  and  rec- 
ommend changes  in  policies  and  services  to  facility 
staff  and/or  to  outside  representatives  of  his  choice, 
free  from  restraint,  interference,  coercion,  discrimina- 
tion, or  reprisal; 

(6)  may  manage  his  personal  financial  affairs,  or 
is  given  at  least  a quarterly  accounting  of  financial 
transactions  made  on  his  behalf  should  the  facility  ac- 
cept his  written  delegation  of  this  reponsibility  to  the 
facility  for  any  period  of  time  in  conformance  with 
State  law; 

(7)  is  free  from  mental  and  physical  abuse,  and 
free  from  chemical  and  (except  in  emergencies)  physi- 
cal restraints  except  as  authorized  in  writing  by  a 
physician  for  a specified  and  limited  period  of  time,  or 
when  necessary  to  protect  the  patient  from  injury  to 
himself  or  to  others; 

(8)  is  assured  confidential  treatment  of  his  per- 
sonal and  medical  records,  and  may  approve  or  refuse 
their  release  to  any  individual  outside  the  facility,  ex- 
cept, in  the  case  of  this  transfer  to  another  health  care 
institution,  or  as  required  by  law  or  third-party  pay- 
ment contract; 

(9)  is  treated  with  consideration,  respect,  and  full 
recognition  of  his  dignity  and  individuality,  including 
privacy  in  treatment  and  in  care  for  his  personal 
needs; 

(10)  is  not  required  to  perform  services  for  the  fa- 
cility that  are  not  included  for  therapeutic  purposes 
in  his  plan  of  care; 

(11)  may  associate  and  communicate  privately 
with  persons  of  his  choice,  and  send  and  receive  his 
personal  mail  unopened,  unless  medically  contraindi- 
cated (as  documented  by  his  physician  in  his  medical 
record); 

(12)  may  meet  with,  and  participate  in  activities  of 
social,  religious,  and  community  groups  at  his  discre- 
tion, unless  medically  contraindicated  (as  docu- 
mented by  his  physician  in  his  medical  record); 

(13)  may  retain  and  use  his  personal  clothing  and 
possessions  as  space  permits,  unless  to  do  so  would  in- 
fringe upon  rights  of  other  patients,  and  unless  medi- 
cally contraindicated  (as  documented  by  his  physician 
in  his  medical  record);  and 

(14)  if  married,  is  assured  privacy  for  visits  by  his/ 
her  spouse;  if  both  are  inpatients  in  the  facility,  they 
are  permitted  to  share  a room,  unless  medically  con- 
traindicated (as  documented  by  the  attending  physi- 
cian in  the  medical  record). 

(b)  All  rights  and  responsibilities  specified  in  para- 
graphs (1)  through  (4)  of  subdivision  (a)  of  this  section, 
as  they  pertain  to  (i)  a patient  adjudicated  incompetent 
in  accordance  with  State  law,  (ii)  a patient  who  is  found, 
by  his  physician,  to  be  medically  incapable  of  under- 
standing these  rights,  or  (iii)  a patient  who  exhibits  a 
communication  barrier,  devolve  to  such  patient’s  guard- 
ian, next  of  kin,  sponsoring  agency  (ies),  or  lawful  re- 
presentative. 
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as  the  stabilizer  dosage: 

When  your  patient  is  approaching  an  edema-free  state,  20  mg  tablets 
let  you  gradually  reduce  dosage. 

as  the  maintenance  dosage: 

When  your  patient  is  stabilized,  you  can  use  20  mg  tablets  in  long- 
term maintenance  of  the  edema-free  state.  Dosage  may  be 
adjusted  to  fit  your  patient’s  needs. 

as  a dosage  increment: 

When  dosage  must  be  adjusted  upward  to  more  fully  mobilize  fluid, 
Lasix®  (furosemide)  20  mg  tablets  let  you  gradually  increase 
dosage  until  your  patient  is  stabilized. 


The  usual  adult  dose  ot  Lasix  Tablets  is 
20  to  80  mg,  administered  as  a single 
dose.  Depending  on  the  patient’s 
response,  a second  dose  can  be 
administered  6 to  8 hours  later.  In 
most  degrees  of  cardiac  edema,  dry 
weight  can  be  maintained  safely  and 
reliably  by  adjusting  the  dose  to  fit 
your  patient’s  needs.  Continued 
monitoring  of  your  patient  is  recom- 
mended. With  doses  exceeding 
80  mg/day  and  given  for  prolonged 
periods,  careful  clinical  and  labora- 
tory observations  are  particularly 
advisable. 


(See  prescribing  information  on  back  of  this  page.) 
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WARNING— Lasix®  (furosemide)  is  a potent  diuretic  which 
if  given  in  excessive  amounts  can  lead  to  a profound 
diuresis  with  water  and  electrolyte  depletion.  Therefore, 
careful  medical  supervision  is  required,  and  dose  and  dose 
schedule  have  to  be  adjusted  to  the  individual  patient’s 
needs.  (See  under  "DOSAGE  AND  ADMINISTRATION.") 
DESCRIPTION— Lasix  is  an  anthranilic  acid  derivative.  Chem- 
ically, it  is  4-chioro-N-furfuryl-5-sulfamoylanthranilic  acid. 
INDICATIONS— Lasix  is  indicated  for  the  treatment  of  the 
edema  associated  with  congestive  heart  failure,  cirrhosis 
of  the  liver,  and  renal  disease,  including  the  nephrotic 
syndrome.  Lasix  is  particularly  useful  when  an  agent  with 
greater  diuretic  potential  than  that  of  those  commonly 
employed  is  desired. 

Hypertension—  Lasix  may  be  used  for  the  treatment  of 
hypertension  alone  or  in  combination  with  other  antihyper- 
tensive drugs.  Hypertensive  patients  who  cannot  be 
adequately  controlied  with  thiazides  will  probably  also  not 
be  adequately  controllable  with  Lasix  alone. 
CONTRAINDICATIONS— Because  animal  reproductive  stud- 
ies have  shown  that  Lasix  (furosemide)  may  cause  fetal 
abnormalities,  the  drug  is  contraindicated  in  women  of 
childbearing  potential. 

Lasix  is  contraindicated  in  anuria.  If  increasing  azotemia 
and  oliguria  occur  during  treatment  of  severe  progressive 
renal  disease,  the  drug  should  be  discontinued.  In  hepatic 
coma  and  in  states  of  electrolyte  depletion,  therapy  should 
not  be  instituted  until  the  basic  condition  is  improved  or 
corrected.  Lasix  is  contraindicated  in  patients  with  a history 
of  hypersensitivity  to  this  compound. 

WARNINGS— Excessive  diuresis  may  result  in  dehydration 
and  reduction  in  blood  volume,  with  circulatory  collapse 
and  with  the  possibility  of  vascular  thrombosis  and  em- 
bolism, particularly  in  elderly  patients.  Excessive  loss  of 
potassium  in  patients  receiving  digitalis  glycosides  may 
precipitate  digitalis  toxicity.  Care  should  also  be  exercised 
in  patients  receiving  potassium  depleting  steroids. 

Frequent  serum  electrolyte,  CO^  and  BUN  determinations 
should  be  performed  during  the  first  few  months  of  therapy 
and  periodically  thereafter,  and  abnormalities  corrected  or 
the  drug  temporarily  withdrawn. 

In  patients  with  hepatic  cirrhosis  and  ascites,  initiation 
of  therapy  with  Lasix  (furosemide)  is  best  carried  out  in  the 
hospital.  Sudden  alterations  of  fluid  and  electrolyte  balance 
in  patients  with  cirrhosis  may  precipitate  hepatic  coma; 
therefore,  strict  observation  is  necessary  during  the  period 
of  diuresis.  Supplemental  potassium  chloride  and,  if  re- 
quired, an  aldosterone  antagonist  are  helpful  in  preventing 
hypokalemia  and  metabolic  alkalosis. 

As  with  many  other  drugs,  patients  should  be  observed 
regularly  for  the  possible  occurrence  of  blood  dyscrasias, 
liver  damage,  or  other  idiosyncratic  reactions. 

In  those  instances  where  potassium  supplementation  is 
required,  an  oral  liquid  preparation  should  be  used  rather 
than  enteric-coated  potassium  salts. 

There  have  been  several  reports,  published  and  unpub- 
lished, concerning  nonspecific  small-bowel  lesions  consist- 
ing of  stenosis,  with  or  without  ulceration,  associated  with 
the  administration  of  enteric-coated  thiazides  with  potas- 
sium salts.  These  lesions  may  occur  with  enteric-coated 
potassium  tablets  alone  or  when  they  are  used  with  non- 
enteric-coated thiazides,  or  certain  other  oral  diuretics. 

These  small-bowel  lesions  have  caused  obstruction, 
hemorrhage,  and  perforation.  Surgery  was  frequently  re- 
quired, and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated 
potassium  salts,  although  lesions  of  this  type  also  occur 
spontaneously.  Therefore,  coated  potassium-containing  for- 
mulations should  be  administered  only  when  indicated,  and 
should  be  discontinued  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occurs. 

Patients  with  known  sulfonamide  sensitivity  may  show 
allergic  reactions  to  Lasix. 

PRECAUTIONS— As  with  any  potent  diuretic,  electrolyte 
depletion  may  occur  during  therapy  with  Lasix,  especially 
in  patients  receiving  higher  doses  and  a restricted  salt 
intake.  Electrolyte  depletion  may  manifest  itself  by  weak- 


ness, dizziness,  lethargy,  leg  cramps,  anorexia,  vomiting 
and/or  mental  confusion. 

In  edematous  hypertensive  patients  being  treated  with 
antihypertensive  agents,  care  should  be  taken  to  reduce  the 
dose  of  these  drugs  when  Lasix®  (furosemide)  is  adminis- 
tered, since  Lasix  potentiates  the  hypotensive  effect  of  anti- 
hypertensive medications. 

Asymptomatic  hyperuricemia  can  occur  and  gout  may 
rarely  be  precipitated.  Reversible  elevations  of  BUN  may 
be  seen.  These  have  been  observed  in  association  with 
dehydration,  which  should  be  avoided,  particularly  in 
patients  with  renal  insufficiency. 

When  parenteral  use  of  Lasix  precedes  its  oral  use,  it 
should  be  kept  in  mind  that  cases  of  reversible  deafness 
and  tinnitus  following  the  injection  of  Lasix  have  been 
reported.  These  adverse  reactions  occurred  when  Lasix  was 
injected  at  doses  exceeding  several  times  the  usual  thera- 
peutic dose  of  20  to  40  mg. 

Periodic  checks  on  urine  and  blood  glucose  should  be 
made  in  diabetics  and  even  those  suspected  of  latent 
diabetes  when  receiving  Lasix.  Increases  in  blood  glucose, 
and  alterations  in  glucose  tolerance  tests  with  abnormali- 
ties of  the  fasting  and  two-hour  postprandial  sugar  have 
been  observed,  and  rare  cases  of  precipitation  of  diabetes 
mellitus  have  been  reported. 

Lasix  (furosemide)  may  lower  serum  calcium  levels, 
and  rare  cases  of  tetany  have  been  reported.  Accordingly, 
periodic  serum  calcium  levels  should  be  obtained. 

Patients  receiving  high  doses  of  salicylates,  as  in  rheu- 
matic diseases,  in  conjunction  with  Lasix  may  experience 
salicylate  toxicity  at  lower  doses  because  of  competitive 
renal  excretory  sites. 

It  has  been  reported  in  the  literature  that  diuretics  such 
as  furosemide  may  enhance  the  nephrotoxicity  of  cephalo- 
ridine.  Therefore,  Lasix  and  cephaloridine  should  not  be 
administered  simultaneously. 

Sulfonamide  diuretics  have  been  reported  to  decrease 
arterial  responsiveness  to  pressor  amines  and  to  enhance 
the  effect  of  tubocurarine.  Great  caution  should  be  exer- 
cised in  administering  curare  or  its  derivatives  to  patients 
undergoing  therapy  with  Lasix,  and  it  is  advisable  to  dis- 
continue Lasix  for  one  week  prior  to  any  elective  surgery. 
ADVERSE  REACTIONS— Various  forms  of  dermatitis,  includ- 
ing urticaria  and  rare  cases  of  exfoliative  dermatitis,  erythema 
multiforme,  pruritus,  paresthesia,  blurring  of  vision,  pos- 
tural hypotension,  nausea,  vomiting,  or  diarrhea,  may  occur. 

Anemia,  leukopenia,  aplastic  anemia,  and  thrombocy- 
topenia (with  purpura)  may  occur.  Rare  cases  of  agranulo- 
cytosis have  occurred  which  responded  to  treatment. 

In  addition,  the  following  rare  adverse  reactions  have 
been  reported;  however,  relationship  to  the  drug  has  not 
been  established  with  certainty:  sweet  taste,  oral  and 
gastric  burning,  paradoxical  swelling,  headache,  jaundice, 
thrombophlebitis  and  emboli  (see  "WARNINGS”),  and 
acute  pancreatitis. 

Lasix  (furosemide)- induced  diuresis  may  be  accom- 
panied by  weakness,  fatigue,  lightheadedness  or  dizziness, 
muscle  cramps,  thirst,  increased  perspiration,  urinary 
bladder  spasm,  and  symptoms  of  urinary  frequency. 

As  far  as  hyperglycemia  is  concerned,  see  "PRECAUTIONS.’ 
DOSAGE  AND  ADMINISTRATION 
ADULTS 

The  usual  dose  of  Lasix  is  20  to  80  mg  given  as  a single 
dose,  preferably  in  the  morning.  Ordinarily,  a prompt  diure- 
sis ensues.  Depending  on  the  patient’s  response,  a second 
dose  can  be  administered  6 to  8 hours  later.  This  dosage  and 
dosage  schedule  can  then  be  maintained  or  even  reduced. 

If  the  diuretic  response  with  a single  dose  of  20  to  80  mg 
is  not  satisfactory,  e.g.,  in  a patient  with  congestive  heart 
failure  refractory  to  maximal  doses  of  thiazides,  the  follow- 
ing schedule  should  be  used:  increase  this  dose  by  incre- 
ments of  20  or  40  mg  not  sooner  than  6 to  8 hours  after  the 
previous  dose  until  the  desired  diuretic  effect  has  been  ob- 
tained. This  individually  determined  single  dose  should  then 
be  given  once  or  twice  daily  (e.g.,  at  8:00  a.m.  and  2:00  p.m.) 
The  dose  of  Lasix  may  be  carefully  titrated  up  to  600  mg  per 
day  in  those  patients  with  severe  clinical  edematous  states. 
Higher  doses  are  currently  under  investigation. 

The  mobilization  of  edema  may  be  most  efficiently  and 
safely  accomplished  by  utilizing  an  intermittent  dosage 
schedule  in  which  the  diuretic  is  given  for  2 to  4 consecu- 
tive days  each  week.  With  doses  exceeding  80  mg/ day  and 
given  for  prolonged  periods,  careful  clinical  and  laboratory 
observations  are  particularly  advisable. 

Hypertension— The  usual  dose  of  Lasix  is  40  mg  twice 
daily  both  for  initiation  of  therapy  and  for  maintenance. 
Careful  observations  for  changes  in  blood  pressure  must  be 
made  when  this  compound  is  used  with  other  antihyperten- 
sive drugs,  especially  during  initial  therapy.  The  dosage 
of  other  agents  must  be  reduced  by  at  least  50  per  cent  as 
soon  as  Lasix  is  added  to  the  regimen  to  prevent  excessive 
drop  in  blood  pressure.  As  the  blood  pressure  falls  under 
the  potentiating  effect  of  Lasix,  a further  reduction  in 
dosage,  or  even  discontinuation,  of  other  antihypertensive 
drugs  may  be  necessary.  It  is  further  recommended,  if 
40  mg  twice  daily  does  not  lead  to  a clinically  satisfactory 
response,  to  add  other  hypotensive  agents,  e.g.,  reserpine, 
rather  than  to  increase  the  dose  of  Lasix. 

INFANTS  AND  CHILDREN 

Pediatric  Administration:  The  usual  initial  dose  of  oral 
Lasix  in  infants  and  children  is  2 mg/  kg  body  weight,  given 
as  a single  dose.  If  the  diuretic  response  is  not  satisfactory 
after  the  initial  dose,  dosage  may  be  increased  by  1 or  2 
mg/ kg  not  sooner  than  6 to  8 hours  after  the  previous  dose. 
Doses  greater  than  6 mg/  kg  body  weight  are  not  recommended 

For  maintenance  therapy  in  infants  and  children,  the 
dose  should  be  adjusted  to  the  minimum  effective  level. 
HOW  SUPPLIED— Lasix  Tablets  40  mg  supplied  as  white, 
round,  monogrammed,  scored  tablets  in  bottles  of  100,  500 
and  unit  dose  100s  (20  strips  of  5). 

Lasix  Tablets  20  mg  supplied  as  white,  oval,  mono- 
grammed tablets  in  bottles  of  100. 

Note:  Dispense  in  dark  containers.  Exposure  to  light 
may  cause  slight  discoloration  which,  however,  does  not 
alter  potency. 
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Pneumonia  associated  with  influenza  remains 
the  fifth  most  common  cause  of  all  deaths  and  the 
leading  cause  of  infectious  disease  deaths  in  the 
United  States.1  Rational  management  of  the  pa- 
tient with  influenza  and  pneumonia  rests  on  dif- 
ferentiating between  primary  influenzal  pneumo- 
nia and  bacterial  pneumonia,  primary  or  superim- 
posed on  a viral  pneumonitis.  The  clinical  and 
roentgenologic  features  often  are  not  diagnostic  of 
either  entity.  During  an  epidemic  of  influenza 
(A2HK68)  in  the  central  New  York  area  between 
late  December,  1971,  and  early  February,  1972,  a 
number  of  patients  with  influenza  developed  viral 
and  bacterial  pneumonia.2  The  purpose  of  this 
report  is  to  review  that  experience  illustrating  the 
difficulty  encountered  in  separating  the  two  en- 
tities, and  describing  those  laboratory  aids  that 
may  be  helpful  in  differentiating  between  them. 

Methods  and  materials 

Viral  isolation.  Throat  cultures  and  material 

" Present  Address:  7333  New  Hampshire  Avenue,  Hyatts- 
ville,  Maryland  20783. 


Viral  pneumonia  may  be  difficult  to  differen- 
tiate from  bacterial  pneumonia.  During  the  epi- 
demic of  influenza  in  1971  to  1972  in  Upstate  New 
York,  8 patients  with  influenza  developed  pulmo- 
nary infiltrates.  The  nitroblue  tetrazolium  dye 
reduction  test,  cold  agglutinin  titer,  serology,  and 
bacterial  and  viral  cultures  were  used  to  help  de- 
termine the  cause  of  the  pneumonia.  Other  than 
positive  blood  or  “pure”  sputum  cultures  for  bacte- 
ria, the  most  useful  assay  may  be  the  NBT  test 
since  neither  cold  agglutinins  nor  anti-influenza 
titers  are  altered  by  a superimposed  bacterial 
pneumonitis. 


from  tissues  for  isolation  were  inoculated  into  tis- 
sue cultures  consisting  of  WI-38  and  primary 
human  embryonic  kidney  and  primary  rhesus 
monkey  kidney.  Hemabsorption  was  reviewed  on 
day  4,  5,  and,  again,  on  day  7,  using  fresh-washed 
guinea  pig  red  blood-cell  suspensions.  Specimens 
giving  positive  hemabsorption  in  rhesus  monkey 
tissue  were  harvested  and  tested  for  hemagglutina- 
tion with  0.5  per  cent  fresh-washed  guinea  pig  and 
chicken  red-blood  cells.  Isolates  were  identified 
by  the  hemagglutination  inhibition  (HI)  titer  test, 
and  forwarded  to  the  State  laboratory  in  Albany.3 
There  were  no  chick  embryo  inoculations. 

Influenza  titers.  Hemagglutination  inhibition 
testing  was  done  using  human  0 cells  as  indicators 
and  pretesting  the  serum  samples  with  receptor- 
destroying  enzyme  of  Vibrio  cholerae.3  Comple- 
ment-fixing antibody  was  measured  by  the  New 
York  State  laboratory;  cold  agglutinin  tests  were 
done  by  the  hospital  laboratory. 

NBT  (nitroblue  tetrazolium)  dye  reduction. 
Heparinized  blood  was  mixed  with  NBT  dye,  final 
concentration  0.05  per  cent,  and  incubated  for  ten 
minutes  at  37°C.,  and  then  another  fifteen  min- 
utes at  room  temperature.  Smears  of  the  prepara- 
tion were  stained  with  Wright’s  dye.  All  samples 
were  done  in  triplicate.  At  least  200  polymorpho- 
nuclear cells  were  counted,  and  the  cells  with  posi- 
tive black  formazan  deposits  expressed  as  percent- 
age of  total  cells  counted.4,5  The  normal  range  for 
this  laboratory  is  0 to  9 per  cent.  A value  of  12  per 
cent  or  greater  was  arbitrarily  considered  positive 
for  these  deposits. 

Patient  selection.  The  8 patients  described  in 
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Positive  throat  culture  for  influenza. 
ND  = not  done. 


A 

▼ 


C 


this  communication  all  were  admitted  between 
December  27,  1971,  and  January  29,  1972,  and  had 
symptoms  characteristic  of  influenza.  All,  4 males 
and  4 females,  had  pulmonary  infiltrates.  The 
ages  ranged  from  twenty  to  seventy-four,  with  a 
mean  of  thirty-eight  and  one-half  years.  Four  had 
significant  previous  disease  involving  the  cardio- 
vascular system,  a fifth  had  a history  of  schizo- 
phrenia, and  a sixth  was  pregnant.  All  had  the  di- 
agnosis of  influenza  (A2HK68),  confirmed  either 
by  virus  isolation  (Case  1),  a change  in  serolbgic  ti- 
ters (Cases  3 and  7),  or  a single  titer  of  hemaggluti- 
nation of  1:20  or  greater  (Cases  3,  4,  5,  6,  and  8), 
and/or  characteristic  changes  at  postmortem  ex- 
amination, as  with  Cases  2 and  3 (Table  I). 


FIGURE  1.  (A)  Case  1.  Patchy  diffuse  infiltrates  present 

in  both  lungs.  (B)  Case  2.  Extensive  pulmonary  consoli- 
dation in  right  upper  and  lower  lobes,  and  patchy  infiltrate 
in  much  of  left  lung.  (C)  Case  4.  Extensive  patchy  bilat- 
eral infiltrates,  and  cavitary  lesion  on  left. 

Comments 

At  the  time  these  8 patients  were  seen,  a full- 
blown epidemic  of  influenza  was  in  progress  in  the 
community.2  Despite  the  fact  that  influenzal 
pneumonia  was  suspected  in  these  patients,  all  re- 
ceived antibiotic  coverage  owing  to  the  difficulty 
in  distinguishing  influenzal  from  bacterial  pneu- 
monia. It  appears  that  4 of  the  8 patients  indeed 
had  supervening  bacterial  pneumonia,  2 with  staph- 
ylcocci  (Cases  4 and  8)  and  2 somewhat  mixed 
flora  (Cases  5 and  7).  Interestingly,  all  these  pa- 
tients recovered.  There  were,  however,  3 deaths;  2 
of  these  3 had  underlying  heart  disease.  The  third 
patient  was  severely  hypoxic  and  moribund  when 
admitted  but  was  not  known  to  have  cardiovascu- 
lar or  respiratory  disease.  None  of  the  8 patients 
had  ever  received  influenza  vaccine.  Only  1 of  the 
6 patients  with  throat  cultures  for  viruses  grew  out 
influenza.  This  may  have  occurred  because  the 
samples  were  not  cultured  in  chick  embryo,  which 
might  have  a somewhat  higher  yield  than  tissue 
culture,  and/or  because  most  of  the  throat  cultures 
were  obtained  well  into  the  patient’s  illness  after 
the  optimal  time  of  recovery  of  the  virus.2’6  Se- 
quential rises  in  the  serologic  findings  were  seen  in 
only  2 patients  for  whom  such  samples  were  avail- 
able. Hemagglutination  inhibition  titers  of  1:20 
or  greater  were  observed  in  4 other  patients.  The 
eighth  patient  died  shortly  after  admission,  but 
had  a history  and  postmortem  changes  character- 
istic of  influenzal  pneumonia.  The  NBT  test  has 
been  utilized  to  differentiate  between  bacterial  in- 
fections and  other  entities.4,5  This  test  was  done 
in  5 of  8 patients.  Three  of  these  tests  showed 
negative  findings,  and  one  of  the  three  later  dis- 
closed positive  findings  when  a superimposed 
staphylococcal  pneumonia  developed  in  Case  4. 
Two  remaining  patients  with  negative  findings  on 
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FIGURE  2.  (A)  Case  2.  Acute  influenzal  pneumonitis.  Note  edema  of  the  alveolar  septae  and  presence  of  hyaline 

membranes  (XI 00).  (B)  Case  3.  Resolving  influenzal  pneumonitis.  Loose  fibrocellular  organization. 


NBT  tests  had  a course  most  consistent  with  viral 
pneumonia  without  evidence  for  bacterial  involve- 
ment, Cases  3 and  6.  Findings  for  two  of  the  NBT 
tests  were  initially  positive,  and  it  was  shown  that 
both  these  patients  had  already  developed  a bacte- 
rial pneumonia  after  an  initial  period  of  influenza 
(Cases  5 and  8).  Thus,  the  NBT  test  may  be  use- 
ful in  helping  to  differentiate  viral  from  bacterial 
pneumonia  and  may  help  determine  the  presence 
of  a superimposed  bacterial  pneumonia. 

Cold  agglutinins  were  obtained  in  6 patients  and 
showed  findings  positive  for  influenza  in  3 of  these 
6.  This  is  in  agreement  with  previous  reports  that 
cold  agglutinins  are  often  elevated  in  patients  with 
influenza.8’9  Titers  for  Mycoplasma  pneumonias 
and  adenoviruses  disclosed  negative  findings  in  all 
6 patients.  The  roentgenographic  findings  of  in- 
fluenzal pneumonia  are  quite  variable,  depending 
on  the  severity  of  the  infection,  the  presence  of 
underlying  cardiac  or  pulmonary  disease,  and  the 
development  of  bacterial  superinfection.  Involve- 
ment ranges  from  minimal  interstitial  inflamma- 
tion seen  as  a patchy  or  streaky  pattern  to  exten- 
sive alveolar  exudation  and  hemorrhagic  pulmo- 
nary edema  which  appears  as  areas  of  confluent 
increased  pulmonary  density  (Fig.  1A  and  B). 
Generalized  hemorrhagic  pulmonary  edema  may 
mimic  the  radiographic  findings  of  acute  conges- 
tive heart  failure.  Cavity  formation  and  the  de- 
velopment of  pleural  effusion,  otherwise  uncom- 
mon in  influenza,  suggest  superinfection  by  py- 
ogenic organisms  such  as  Staphylococcus  aureus 
(Fig  1C).10-11 

The  pathologic  changes  of  influenzal  infection 
vary  with  the  severity  of  the  viral  injury  and  the 
degree  of  bacterial  superinfection.  The  inflamma- 


tion may  be  confined  to  congestion  and  superficial 
mucosal  ulceration  of  the  tracheobronchial  tract. 
With  spread  of  infection  to  the  lungs,  mononuclear 
cells  infiltrate  the  walls  of  the  alveoli,  the  surfaces 
of  which  may  be  coated  by  hyaline  fibrin  mem- 
branes (Fig.  2A).  Focal  hemorrhage  may  be  ex- 
tensive. Loose  fibrocellular  organization,  regener- 
ative changes,  and  clusters  of  hemosiderin-laden 
macrophages  are  seen  with  resolution  (Fig.  2B). 
Regenerating  epithelium  may  appear  metaplastic 
with  large  nuclei,  prominent  nucleoli,  and  scant 
distorted  cytoplasm.  Superinfection  by  bacteria 
produces  a purulent  exudate  with  predominance 
of  neutrophils,  and  may  lead  to  the  formation  of 
microabscesses. 

Conclusion 

Although  there  still  remains  no  available  test  for 
a rapid  diagnosis  of  influenzal  pneumonia,  several 
points  in  differentiation  may  be  helpful: 

1.  A characteristic  preceding  illness  in  an  epidemic 
period. 

2.  Identification  of  other  contacts  with  influenza. 

3.  Negative  culture  data  for  bacterial  pneumonia, 
especially  if  the  patient  has  not  already  been  treat- 
ed with  antibiotics. 

4.  Suggestive  radiologic  chest  examination,  as  men- 
tioned previously. 

5.  Negative  findings  on  NBT  test. 

6.  Positive  cold  agglutinin  test  findings. 

If  available,  anti-influenzal  titers  may  be  help- 
ful. Cultures  positive  for  influenza,  of  course, 
identify  at  least  the  primary  process.  The  diagno- 
sis of  a bacterial  pneumonitis  superimposed  on  in- 
fluenza will  not  be  helped  by  cold  agglutinins  or 
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i serologic  testing.  Both  will  disclose  positive  find- 
ings in  the  face  of  a bacterial  infection,  as  in  Cases 
f 4,  5,  7,  and  8.  Viral  cultures  will  probably  show 
negative  findings  for  influenza  by  the  time  a su- 
pervening pneumonia  occurs,  but,  even  if  the  find- 
ings are  positive,  do  not  rule  out  a secondary  bac- 
terial process.  Of  course,  in  the  presence  of  a pul- 
monary infiltrate,  blood  cultures,  positive  for  bac- 
teria, or  repeated  sputum  and/or  a transtracheal 
aspirate  demonstrating  a predominant  organism 
i by  gram  stain  and  culture,  are  excellent  evidence 
for  a bacterial  pneumonia.  Without  such  direct 
help,  however,  more  indirect  aids  such  as  the  NBT 
test  may  be  employed  and  indeed  may  prove  to  be 
' helpful  in  the  differential  diagnosis,  as  in  Cases  4, 

I 5,  and  8. 
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Overconcentrated  milk  formulas  called  health 
risk  to  infants 

There  is  a serious  health  risk  to  infants  from  overcon- 
centrated milk  formulas,  says  a report  in  the  June  16 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

A medical  group  from  New  York  City  report  on  the 
case  of  a seven-week-old  girl  who  was  fed  undiluted 
evaporated  milk.  The  child  became  severely  ill,  gan- 
grene developed  in  the  feet,  and  both  limbs  were  ampu- 
tated below  the  knee  to  save  her  life.  She  later  learned 
to  walk  with  artificial  legs.  , 

Boiled  skimmed  milk  and  improperly  diluted  pow- 
dered or  evaporated  milk  all  can  cause  serious  health 
problems  in  infants,  says  Cyril  A.  L.  Abrams,  M.D.,  and 
colleagues.  The  problem  comes  when  there  is  not 
enough  liquid  to  maintain  a proper  water  balance  and 
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the  immature  kidney  cannot  excrete  the  big  volume  of 
solids,  says  Dr.  Abrams. 

“The  risk  of  serious  problems  arising  in  infants  re- 
ceiving overconcentrated  formulas  is  perhaps  not  recog- 
nized widely  enough,  and  the  fact  that  errors  still  occur 
in  the  preparation  of  infant  milk  mixtures  is  a matter  of 
some  concern,”  he  reports. 

“A  greater  awareness  of  these  risks  on  the  part  of 
those  caring  for  young  infants  would  help  considerably 
in  the  prevention  of  such  disastrous  events.” 

Dr.  Abrams  called  for  printed  warnings  of  such  dan- 
gers on  the  labels  of  all  commercially  available  pow- 
dered and  evaporated  milk  preparations. 

With  Dr.  Abrams  in  the  study  are  Louise  L.  Phillips, 
Ph.D.,  and  M.D.s  Carol  Berkowitz,  Piers  R.  Blackett, 
and  Cedric  J.  Priebe,  Jr.  The  group  are  from  the  Roo- 
sevelt Hospital  and  College  of  Physicians  and  Surgeons 
of  Columbia  University. 
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SYMPOSIUM 


Stress  and  Adaptation 


introduction 


ALFRED  A.  ANGRIST,  M.D. 

New  York  City 

Chairman  (Emeritus)  and  Professor  of  Pathology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

I am  in  a most  enviable  position  here  today  be- 
cause this  entire  program  was  arranged  by  Ste- 
phen Nordlicht,  M.D.,  and  all  that  remains  for  me 

Presented  at  the  169th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  General  Session,  March  10,  1975. 

Cardiovascular  Diseases 

Role  of  psychogenic  and  behavior 
patterns  in  development  and 
aggravation 

IRVING  S.  WRIGHT,  M.D. 

New  York  City 

National  Chairman,  The  Intersociety  Commission  for  Heart 
Disease  Resources,  and  Clinical  Professor  of  Medicine 
(Emeritus),  Cornell  University  Medical  College 


I have  been  asked  to  discuss  the  present  status  of 
the  effect  of  adaptation  to  stress  as  it  relates  to 
cardiovascular  diseases.  My  summary  will  be  of 
necessity  brief,  but  it  is  based  on  the  combination 
of  fifty  years  of  clinical  experience  with  patients 
suffering  from  cardiovascular  diseases  and  a com- 
puterized survey  with  direct  reference  to  the  perti- 
nent literature  of  the  last  five  years. 

At  this  time  I should  like  to  pay  tribute  to  Hans 

Presented  at  the  169th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  General  Session,  March  10,  1975. 


to  do  is  to  introduce  the  eminent  speakers  he  has 
selected.  I will  not  belabor  you  with  long  intro- 
ductions, for  all  of  these  men  are  well  known  to 
you. 

They  have  made  distinctive  contributions,  one 
and  all,  and  as  for  the  topic,  it  is  always  timely  but 
very  timely  indeed  in  this  time  of  stress,  many 
stresses,  and  therefore  I will  not  stress  our  subject — 
stress — any  further. 
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Selye,  M.D.,  who  is  with  us  today  and  to  Ivan 
Pavlov,  M.D.,  A.  Myasnikoff,  M.D.,  and  other  pi- 
oneers in  this  difficult  field. 

This  subject  has  been  the  focus  of  a remarkable 
degree  of  controversy  based  on  what  is  known  and 
what  is  not  known;  it  has  been  the  subject  of  an  in- 
ordinate amount  of  theorizing  and  a wide  area  of 
gray  including  suggestive  observations,  pet 
hobbies,  and  folklore.  The  literature  is  now  heav- 
ily laden  with  the  results  of  isolated  studies  re- 
garding the  relation  of  stress  to  factors  which  may 
well  contribute  to  the  total  pathogenesis  of  cardio- 
vascular disease  including  blood  pressure,  choles- 
terol levels,  and  platelet  aggregation. 

Type  A behavior 

The  interplay  between  these  and  a host  of  other 
factors  operating  independently  and  interdepen- 
dent^ has  not  been  adequately  explored.  It  is 
probable  that  the  sum  total  of  a number  of  these 
factors  in  operation  over  sufficient  time  produces 
the  end  results  in  what  Friedman  and  Rosenman1 
have  classified  as  the  Type  A person  and  explain 
what  happens  to  him  or  her  as  disease  and  death 
occur  prematurely.  One  unanswered  question 
rests  in  the  possibility  that  some  genetic  messages 
determine  at  least  a basic  template  in  this  life  pat- 
tern. Evidence  suggests  that  many  individuals,  if 
they  do  not  inherit  or  acquire  certain  of  these  fac- 
tors, may  remain  a Type  B individual  and  have  a 
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better  chance  of  postponing  symptomatic  cardio- 
vascular disease.  Friedman  and  Rosenman1  have 
defined  a Type  A behavior  pattern  as  a complex  of 
personality  traits  including  excessive  competitive 
drive,  aggressiveness,  impatience,  and  a hurrying 
sense  of  time  urgency.  Individuals  displaying  this 
pattern  seem  to  be  engaged  in  a chronic,  ceaseless, 
and  often  fruitless  struggle  with  themselves,  with 
others,  with  time,  and  with  life,  and  they  frequent- 
ly exhibit  hostility  and  insecurity.  Experienced 
clinicians  frequently  encounter  such  examples, 
and  they  are  especially  common  in  our  files  under 
headings  of  hypertension,  coronary  heart  disease, 
polycythemia  vera,  asthma  and  emphysema,  and 
strokes.  The  use  of  tobacco  and  excessive  coffee  is 
almost  universal  among  them. 

Levine2  has  reported  that  in  a controlled  dou- 
ble-blind study  the  smoking  of  a single  cigarette 
increased  the  platelet  response  to  a standard  ag- 
gregating stimulus.  This  is  related  to  tobacco 
smoke  and  is  not  produced  by  smoking  cigarettes 
filled  with  lettuce  leaves.  As  we  showed  thirty- 
five  years  ago  this  also  produces  vasospasm  in  the 
peripheral  vessels  and  may  be  associated  with  diz- 
ziness, increased  pulse  rate  and  blood  sugar  levels, 
and  angina  in  some  patients.  If  we  put  this  pic- 
ture all  together  in  a high-tension  Type  A person 
and  then  multiply  the  experience  20  to  60  times  a 
day,  it  is  not  surprising  to  find  a strong  statistical 
relationship  with  coronary  as  well  as  peripheral 
vascular  diseases  especially  relating  to  the  throm- 
botic mechanisms  involved. 

These  Type  A individuals  are  frequently  known 
as  aggressive  leaders  of  industry,  political,  or  evan- 
gelistic action  movements  or,  contrariwise,  as  trou- 
blemakers and  “their  own  worst  enemies.”  Cardi- 
ologists see  them  bent  on  self-destructive  courses 
of  excessive  drive,  inadequate  rest,  constant  over- 
scheduling, and  aggravation  while  their  spouses, 
realizing  they  are  headed  for  disaster,  are  too  often 
unable  to  modify  their  course.  Sometimes  physi- 
cians as  a third,  neutral  party  can  persuade  them 
to  establish  a regimen  with  less  activity,  more  rest, 
and  relaxation,  vacations,  and  medication  which 
will  hopefully  retard  the  destructive  process,  but 
unless  the  patient  is  willing  and  able  to  accept  first 
his  problem,  which  may  require  psychiatric  advice, 
and  then  the  program,  this  is  a futile  exercise. 
Even  if  he  can  be  brought  to  face  the  reality  of  his 
situation,  the  progress  of  his  disease  may  not  be 
affected.  We  are  now  however  beginning  to  ob- 
tain evidence  that  the  control  of  certain  factors, 
notably  diet,  smoking,  and  hypertension,  can  in 
fact  favorably  affect  the  outcome  of  these  diseases, 
especially  coronary  and  cerebral  atherosclerosis 
and  hence  myocardial  infarction  and  stroke.  The 
application  of  this  knowledge  on  an  increasingly 
widespread  scale  may  be  playing  a significant  role 
in  the  downward  trend  in  death  from  coronary 
heart  disease  which  has  been  consistent  since  1968. 


We  would  like  to  believe  this  but  must  be  cautious 
about  accepting  this  conclusion  for  a few  years. 

The  hypothesis  of  the  Type  A and  B behavioral 
patterns  has  been  rather  reluctantly  accepted  by 
many  physicians,  but  that  these  life  patterns  in 
varying  degrees  do  exist  must  now  be  accepted  by 
all  who  treat  cardiovascular  disease.  Both  preju- 
dice and  semantics  have  had  full  play  in  confusing 
this  problem.  It  would  have  probably  been  ac- 
cepted more  easily  if  Friedman  and  Rosenman1 
had  not  been  quite  so  dogmatic  in  stating  that 
they  believed  that  the  Type  A behavior  pattern 
was  the  major  cause  of  coronary  artery  and  heart 
disease,  thus  raising  the  hackles  of  those  who  feel 
equally  strongly  about  cholesterol,  triglycerides, 
tobacco,  and  hypertension. 

The  validity  of  the  effect  of  stress  has  been 
questioned  on  the  basis  of  the  wide  variety  of  pop- 
ulation samples  which  are  not  directly  comparable. 
For  example,  the  increased  incidence  of  hyperten- 
sion in  the  besieged  population  of  Leningrad  has 
been  contrasted  with  the  population  of  Norway  in 
whom  the  incidence  of  hypertension  and  coronary 
heart  disease  was  lower  during  World  War  II. 
While  the  population  of  Norway  was  captive  and 
relatively  undernourished,  and  some  individuals 
were  subjected  to  great  stress,  the  situation  there 
cannot  be  compared  with  that  of  Leningrad  where 
for  three  years  there  was  almost  constant  bom- 
bardment with  starvation  and  death  reaching  the 
level  where  5,000  persons  were  dying  each  day. 

The  work  of  Hinkle  and  his  co-workers3  is  of 
particular  interest  in  that  an  analysis  of  270,000 
Bell  Telephone  employees  revealed  that  managers 
have  less  coronary  heart  disease  than  blue  collar 
workers  and  that  neither  rapid  advance  with  in- 
creased responsibility  nor  higher  education  had  a 
deleterious  effect  on  the  incidence  of  coronary 
heart  disease.  They  concluded  that  the  main 
pathogenic  factors  are  eating  habits,  smoking, 
family  background,  and  body  build.  The  question 
must  still  be  raised  as  to  whether  the  workers  who 
could  not  ascend  the  ladder  to  success  easily  were 
not  more  frustrated  and  subject  to  greater  emo- 
tional stress  than  those  who  have  achieved  the 
more  secure  status.  In  this  instance  the  answers 
still  seem  somewhat  unclear.  Luke4  believes  the 
question  is  still  an  open  one. 

Jenkins,  Rosenman,  and  Zyzanski0  performed  a 
computer  score  test  questionnaire  on  2,750  em- 
ployed men  to  measure  the  coronary-prone  Type 
A behavior  pattern.  They  found  that  high  scorers 
had  twice  the  incidence  of  new  coronary  heart  dis- 
ease as  low  scorers  over  a four-year  period. 
Subjects  with  different  initial  clinical  manifesta- 
tions of  coronary  disease  did  not  differ  from  one 
another  in  their  Type  A test  scores.  They  con- 
cluded that  the  double-blind  design  of  their  stud- 
ies and  the  orderly  relation  of  Type  A scores  to 
coronary  disease  risks  suggest  that  the  coronary- 
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prone  behavior  pattern  is  prospectively  linked  to 
the  pathogenesis  of  coronary  heart  disease  and 
that  the  test  questionnaire  which  they  used  is  a 
valid  method  of  measuring  some  of  the  ways  in 
which  behavior  contributes  to  coronary  risk. 
However,  they  wisely  emphasized  that  “the  Jenk- 
ins activity  survey  still  misclassifies  too  many 
subjects  to  allow  its  use  in  the  usual  clinic  setting 
for  evaluating  coronary  risk  among  individuals  or 
small  groups.  The  Type  A scale  of  the  survey  fails 
to  identify  many  persons  in  whom  coronary  dis- 
ease subsequently  develops  and  labels  many  oth- 
ers as  being  at  high  risk  who  continue  for  years 
without  development  of  disease.” 

Thus  it  fails  in  the  same  respect  as  the  Fried  - 
man-Rosenman  thesis  when  applied  to  single  indi- 
viduals, yet  has  produced  information  in  terms  of 
important  scientific  implications. 

Types  of  stress 

Looking  at  this  problem  from  a somewhat  dif- 
ferent aspect  I suggest  that  we  also  think  of  psy- 
chological stress  under  two  separate  but  general 
categories:  (1)  extrinsic  stress  and  (2)  intrinsic 

stress. 

By  extrinsic  stress  I refer  to  the  constant  bom- 
bardment of  each  individual  by  all  of  the  events  of 
this  now  total  world,  or  the  cosmic  environmental 
challenge.  A century  ago  in  a rural  community 
what  happened  outside  of  a person’s  family  and 
friends,  or  at  most  his  nation,  was  either  never 
known,  or  was  heard  of  long  after  the  event  and 
was  largely  impersonal.  Today,  in  addition  to 
personal  problems  from  minute  to  minute  we  are 
constantly  informed,  involved,  and  often  agitated 
by  tragic  events  occurring  throughout  the  world, 
by  television,  radio,  and  all  types  of  printed  media. 
This  incessant  impact  is  projected  throughout  this 
country,  almost  universally  and  beginning  in  early 
childhood. 

As  Wardwell6  has  pointed  out,  extrinsic  stress 
can  in  addition  be  produced  by  a wide  variety  of 
other  stimuli  including  extreme  temperature 
changes,  excessive  noise,  smoking,  home  tension 
situations,  prolonged  driving  of  a car  under  stress- 
ful traffic  conditions  especially  if  this  is  a daily 
regimen,  other  job-related  problems,  and  social 
and  cultural  conflicts.  Wardwell  studied  a series 
of  hospitalized  patients  suffering  from  a variety  of 
diseases  and  concluded  that  the  patients  with 
myocardial  infarction  did  tend  to  fulfill  the  crite- 
ria of  the  Type  A coronary-prone  behavior  pat- 
tern. The  exact  mechanism  and  whether  or  not 
this  is  really  a manifestation  of  somatization  of  the 
stress  requires  further  study. 

Competitive  race-car  driving  produces  an  excel- 
lent example  of  emotional  stress  combined  with 
physical  effort  and  high  environmental  tempera- 
tures. Baroody,  Thomason,  and  O’Bryan7  moni- 
tored 6 drivers  during  a big  race.  One  driver’s 


heart  rate  rose  to  150  per  minute  before  the  race 
and  reached  200  during  the  race,  averaging  183.2 
per  minute.  Only  brief  atrial  coupling  occurred, 
and  no  symptoms  of  significance  developed.  On 
the  other  hand  there  are  records  of  sudden  death 
during  these  races  documented  with  previous  angi-  ■ 
na  or  symptoms  of  myocardial  infarction  immedi- 
ately prior  to  expiration.  This  represents  an  ex- 
ample of  the  capacity  for  the  normal  heart  to  tol- 
erate stress,  whereas  a man  with  a less  than  nor- 
mal cardiac  status  may  not  tolerate  the  same  de- 
gree of  stress.  The  emotional  factor  cannot  be 
quantitatively  judged  here,  but  it  must  be  consid- 
erable. 

Recently,  Russek8  suggested  that  the  present 
educational  system  is  particularly  competitive  and 
stressful  and  as  such  is  a highly  traumatic  experi- 
ence for  many.  He  has  stated  that  in  this  respect 
the  educational  institutions  in  this  country  cer- 
tainly could  play  a crucial  role  in  preventive  cardi- 
ology. It  may  be  true  that  competition  for  profes- 
sional schools  and  in  some  other  specific  situations 
is  emotionally  stressful,  but  there  has  also  been  a 
marked  downgrading  of  quality  standards  in  many 
educational  institutions.  Examples  of  this  are  the 
common  practices  of  promotion  each  year  regard- 
less of  qualifications  so  that  high  school  seniors  are 
found  with  sixth-grade  reading  scores,  open  ad- 
mission to  colleges  of  these  same  high  school  grad- 
uates, the  abandoning  of  the  grade  system,  and  so 
many  electives  that  students  may  attend  classes 
only  rarely.  I submit  that  for  many  students  the 
extracurricular  activities  engaged  in  during  the 
past  twenty  years  have  been  at  least  as  stressful  as 
the  curricula  themselves.  However,  there  are  no 
hard  data  regarding  either  factor  per  se  in  the  pro- 
duction or  aggravation  of  cardiovascular  disease. 

The  wide  range  of  external  stress  often  produces 
measurable  cardiovascular  reactions  such  as  angi- 
na, or  increase  in  blood  pressure  or  pulse  rate. 
The  Type  A person  tends  to  respond,  to  overreact 
if  you  will,  to  even  distant  events  as  well  as  those 
occurring  in  his  family  and  work  environment.  If 
the  reaction  is  too  constant  or  too  severe  the  result 
may  be  angina  or  even  a myocardial  infarction  or  a 
stroke.  In  autopsy  studies  of  most  but  not  all  of 
these  patients,  evidence  of  severe  atherosclerotic 
disease  is  present.  The  psychogenic  response  ap- 
pears to  have  tipped  the  scale  to  severe  ischemia 
secondary  to  spasm  or  thrombosis,  possibly  caused 
by  platelet  aggregation.  The  effect  of  this  over- 
response to  the  constant  stimuli  we  all  now  receive 
is  difficult  to  measure  statistically,  but  the  evi- 
dence is  accumulating  that  is  real.  In  addition, 
the  Type  A person  is,  as  has  been  said,  in  frequent, 
almost  constant  struggle  with  himself  and  those 
closest  to  him.  We  see  these  people  all  about  us. 
Most  families  and  offices  and  even  hospital  staffs 
have  excellent  examples.  If  they  do  not  have  any 
particular  problem  to  worry  about  they  are  apt  to 
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seek  out  or  to  create  one.  As  a group  they  have 
higher  than  average  cholesterol,  blood  pressure 
levels,  and  pulse  rates.  Why?  Is  it  because  their 
catecholamines  are  released  in  larger  amounts  or 
cerebral  stimuli  are  overactive?  Excessive  levels 
of  catecholamines  which  can  be  released  by  emo- 
tional stress  are  known  to  be  associated  with  hy- 
pertension, intravascular  clotting,  and  hence  vas- 
i cular  wall  damage,  platelet  aggregation,  and  myo- 
cardial damage,  thus  contributing  to  cardiovascu- 
lar disease.9  Their  risk  of  heart  and  cerebral  dis- 
ease is  higher  than  that  of  other  individuals  if 
other  factors  are  statistically  equal.  Why  do  the 
extrinsic  stress  factors  not  produce  a similar  effect 
on  the  others?  Either  by  heredity,  training,  or 
other  factors  many  individuals  can  take  an  enor- 
mous amount  of  external  stress  without  serious 
’ cardiovascular  damage.  Who  could  have  experi- 
enced more  external  stress  in  a lifetime  than  Chur- 
chill, Eisenhower,  Adenauer,  De  Gaulle,  or  Khru- 
shchev, yet  they  all  lived  to  be  old  men,  physically 
and  mentally  active  well  beyond  the  normal  span 
of  life.  Many  leaders  in  all  societies  provide  ex- 
amples of  the  Type  B personality  with  the  associ- 
ated physical  organism  able  to  withstand  external 
stress  to  a remarkable  degree.  Since  in  these  indi- 
viduals intrinsic  stress  is  at  a minimal  level  the  ef- 
fects on  the  cardiovascular  system  are  well  tolerat- 
ed, although  because  of  other  less  well  understood 
factors  there  is  no  such  state  as  total  immunity. 

Most  of  the  studies  in  this  field  have  been  fo- 
cussed on  the  effects  on  coronary  or  cerebral  ar- 
tery disease  of  an  atherosclerotic  nature  because 
they  are  of  such  striking  and  grave  significance. 

Effects  of  stress 

The  effects  of  stress  in  terms  of  myocardial  in- 
farction is  of  interest  on  at  least  two  levels.  The 
first  is  the  effect  in  terms  of  the  pathogenesis  of 
the  disease,  the  development  of  atherosclerosis. 
Here  we  have  a complex  mixture  of  factors  which 
have  been  mentioned  previously,  especially  the  in- 
crease in  cholesterol,  blood  pressure,  tobacco  tox- 
icity, pulse  rate,  release  of  catecholamines,  and 
doubtless  many  others,  which  operating  over  a pe- 
riod of  years  appear  to  be  capable  of  producing 
characteristic  although  variable  changes  in  the 
vascular  wall.  The  second  level  or  phase  is  related 
to  the  acute  stress  of  single  or  successive  episodes 
and  whether  it  is  responsible  for  a sudden  heart 
attack  or  stroke  or  death.  While  this  relationship 
has  been  doubted  over  the  years  by  some  skeptics, 
experienced  clinicians  have  seen  many  examples  in 
which  the  acute  episode,  whether  it  is  the  first  to 
be  recognized  clinically  or  late  in  the  course  of  the 
disease,  can  hardly  be  merely  by  chance  and  unre- 
lated to  the  stressful  event.  In  my  own  experience 
these  have  occurred  many  times  after  business 
failure,  indictment  for  a crime,  death  of  a spouse 
(how  often  a partner  of  many  years  dies  shortly 


after  the  death  of  the  first),  anger  at  a business 
meeting,  and  so  forth.  Sports  events  are  now  rec- 
ognized as  a very  common  precipitating  cause,  so 
much  so  that  mobile  coronary  care  units  are  in- 
creasingly used  at  race  tracks  and  football  stadi- 
ums. 

Their  use  has  been  more  commonly  for  the  spec- 
tators than  the  athletes.  The  age  of  many  specta- 
tors is  probably  a factor  here.  Some  patients  can- 
not even  tolerate  exciting  sports  events  or  other 
stressful  shows  on  television  without  angina  or 
more  serious  reactions. 

Studies  published  many  years  ago  indicated 
that  myocardial  infarction  occurred  about  equally 
in  the  eight-hour  spans  we  divide  between  work, 
recreation,  and  sleep.  Recently  Kavanagh  and 
Shephard10  published  a study  on  the  immediate 
antecedents  of  myocardial  infarction  in  active 
men,  ages  thirty  to  sixty  years.  It  is  of  interest 
that  of  98  primary  attacks,  27  occurred  with  the 
patient  asleep,  21  while  relaxing,  11  at  work,  8 
driving  a car,  7 dining,  10  at  odd  jobs,  9 during  vig- 
orous exercise,  and  8 while  walking. 

However,  antecedent  factors  occurring  the  day 
of  the  attack  included  unusual  annoyance  in  24  of 
102  patients;  unusual  business  problem  in  27  of 
102  patients;  unusual  social  or  domestic  problem 
in  12  of  102  patients;  unusual  financial  problem  in 
4 of  102  patients;  heavy  lifting  in  24  of  102  pa- 
tients; vigorous  physical  activity,  including  5 inci- 
dents of  shovelling  snow,  in  31  of  101  patients; 
being  unwell  prior  to  attack  in  40  of  100  patients; 
and  increased  chest  pain  in  51  of  91  patients.10 

Thus  there  is  strong  evidence  that  both  emo- 
tional and  physical  stress  can  trigger  one  or  more 
mechanisms  which  may  vary  from  platelet  aggre- 
gation to  hypercholesterolemia  or  to  myocardial 
ischemia  even  without  occlusion  of  a subtending 
artery,  although  at  autopsy  70  to  90  per  cent  ex- 
hibit atherosclerotic  stenosis  with  thrombosis. 

However,  under  a variety  of  conditions  the  vas- 
cular system  may  respond  to  stress  both  extrinsic 
and  intrinsic,  and  a wide  spectrum  of  reactions  can 
occur. 

Examples  include  migraine  secondary  to 
changes  in  cerebral  vascular  tone  with  and  without 
temporary  visual  phenomena,  sick  carotid  syn- 
drome, marked  labile  or  permanent  hypertension 
with  secondary  renal  changes  or  stress  polycythe- 
mia and  hypertension,11  hypercholesterolemia, 
aggravation  of  a fragile  diabetic  state  with  vascular 
changes  in  any  portion  of  vascular  system,  in- 
creased platelet  aggregation  with  microthrombosis 
in  the  smaller  arteries  and  arterioles,  hypercoagu- 
lability with  easy  thrombosing  of  the  venous  sys- 
tem, stroke,  myocardial  infarction,  and  vasospasm 
of  the  peripheral  arterioles  producing  cold  hands 
and  feet  and  in  some  patients  the  benign  Ray- 
naud’s syndrome  or  more  serious  Raynaud’s  dis- 
ease. 
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Conclusion 

Psychogenic  and  behavioral  patterns  and  their 
effects  on  the  development  and  aggravation  of  car- 
diovascular diseases  have  been  the  subject  of  spec- 
ulation and  study  for  centuries.  This  has  been  in- 
tensified during  the  past  fifty  years.  Unfortu- 
nately there  has  recently  been  a polarization  of  an 
eclectic  nature  dividing  those  who  maintain  that  a 
behavioral  pattern  characterized  as  Type  A is  the 
major  cause  of  coronary  artery  and  heart  disease 
and  those  who  steadfastly  refuse  to  accept  its  full 
importance  among  the  major  risk  factors  for  which 
there  is  now  strong  evidence  including  hereditary 
or  dietary  hyperlipidemia,  tobacco,  hypertension, 
obesity,  diabetes,  heredity,  inactivity,  and  stress. 
Extreme  positions  at  either  pole  are  counterpro- 
ductive. Extensive  clinical  experience  and  a re- 
view of  the  experimental  and  clinical  research 
clearly  indicate  that  in  patients  the  spectrum  of 
risk  factor  interaction  is  rarely  if  ever  solely  de- 
pendent. In  some  patients  one  or  another  factor 
may  seem  to  be  especially  important,  as  for  exam- 
ple hypercholesterolemia,  a poor  hereditary  histo- 
ry, smoking  two  or  three  packages  of  cigarettes  a 
day,  hypertension  with  a blood  pressure  of  240/120 
mm.  Hg  plus,  or  an  extreme  Type  A behavioral 
pattern;  but  almost  without  exception  several  fac- 
tors are  present  and  contributing  to  the  total 
pathogenesis  of  the  atherothrombotic  disease 
which  afflicts  or  destroys  the  patient.  Therefore 
the  problem  of  the  prevention  and  control  of  this 
major  type  of  cardiovascular  disease  must  be  at- 
tacked on  all  fronts.  Correction  in  Type  A or  in- 
trinsic stress  patterns  is  conceded  to  be  difficult, 
but  many  patients  have  been  induced  to  change 
their  life  styles.  The  need  to  accomplish  changes 
in  the  national  life  styles  in  relation  to  diet,  smok- 
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First  is  that  stress  in  and  of  itself  is  not  bad. 

Second  is  that  the  military  is  concerned  about 
the  military  man’s  reaction  to  stress. 

And  third,  the  results  of  this  concern  have  broad 
implications  to  all  of  us,  whether  in  the  military  or 
in  our  society  at  large. 

First  of  all,  stress  in  and  of  itself  is  not  a bad 
thing,  even  though  it  causes  some  distress.  Per- 
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ing,  relaxation  and  exercise,  and  the  control  of  hy- 
pertension is  at  least  as  difficult  but  vitally  impor- 
tant. This  has  been  previously  reviewed.12’13 

450  East  69  Street 
New  York,  N.Y.  10021 
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haps  being  a pediatrician  as  well  as  a military  man 
has  biased  my  point  of  view.  However,  I have 
been  told  by  mothers  on  occasion  that  labor  and 
delivery  can  be  stressful,  particularly  the  first  time 
around.  And  yet  you  look  at  the  newborn  baby 
and  share  only  the  joyful  reaction  of  the  product  of 
that  stress  with  the  new  mother.  Again  as  a pedi- 
atrician, I frequently  refer  to  The  Prophet  by 
Kahlil  Gibran1  in  counseling  parents  that  they  are 
like  the  bow  that  shoots  the  arrow  that  is  their 
child.  While  many  forces  interfere  with  the  flight 
of  the  arrow,  if  the  bow  is  not  stressed  or  bent,  the 
arrow  will  just  lie  dormant,  and  so  is  life  with  its 
stresses,  anxiety,  and  fear.  Emotions  of  them- 
selves are  not  bad. 

Military  stress 

What  is  of  particular  importance  to  the  military 
man  is  that  we  learn  from  stressful  situations. 
While  everyone  is  subject  to  stress  during  life,  the 
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military  is  unique  in  society  in  having  to  place  in- 
dividuals in  the  stress  of  combat  where  they  can 
get  killed  or  maimed  and,  what  is  even  worse,  this 
is  usually  not  a voluntary  action  on  the  part  of 
most  individuals.  Thus,  the  individual  is  placed 
in  an  involuntary  stressful  situation.  Kern-  put  it 
very  well  when  he  said  that  performance  under 
hazardous  conditions  is  a joint  function  of  techni- 
cal skills  and  relative  strength  of  two  opposing  at- 
titudes: confidence  or  despair. 

Function  of  military 

While  classroom  teaching  increases  knowledge, 
it  does  not  necessarily  increase  performance,  and  a 
soldier  must  know  that  he  knows  how.  What  is 
even  more,  a soldier  must  know  something  about 
his  body’s  reaction  to  stress  and,  again,  not  in  a 
negative  sense.  All  of  us  have  seen  patients  who 
are  anxious  and  get  a rapid  heartbeat  and  palpita- 
tions, and  they  become  frightened.  Yet,  by  the 
same  token,  individuals  who  run  get  a rapid  heart- 
beat and  palpitations,  and  they  realize  that  this  is 
secondary  to  the  exercise  and  it  does  not  bother 
them.  Another  frequently  used  example  is  when 
you  fire  an  astronaut  off  in  a rocket,  his  pulse  ac- 
celerates, but  he  is  trained  and  knowledgeable  and 
for  that  matter  can  even  report  back  these  events 
objectively  and  without  concern. 

Thus,  one  of  the  functions  of  the  military  is  to 
prepare  men  for  physical  stress,  death,  and  injury, 
and  to  prepare  individuals  for  imagined  stress;  in 
short,  to  so  structure  things  that  an  individual  can 
perform  under  hazardous  conditions.  This  is  ter- 
ribly important  for  the  individual,  since  it  is  the 
individual  who  must  exist  with  the  stress  and  not 
fall  apart  because  of  it.  Perhaps  we  should  also 
note  that  the  military  machine  basically  exists  to 
wage  war,  but  the  parts  consist  of  individuals,  and 
with  few  exceptions  the  individuals  in  the  military 
are  human  beings  interested  in  their  species.  For 
the  most  part  they  only  perform  in  the  waging  of 
war  or  the  killing  function  of  their  job  under 
stress — stress  that  is  laid  on  them  by  their  coun- 
try. This  is  important  because  it  is  so  simple  to 
look  at  stress  in  the  military  man  in  terms  of  stress 
of  the  soldier  under  fire  and  so  easy  to  overlook 
the  stress  of  the  individual  who  dispatches  the  sol- 
dier into  battle.  These  are  two  different  stresses, 
perhaps,  but  they  are  both  sources  of  distress.  As 
a matter  of  fact,  Bourne,3  in  measuring  the  urine 
excretion  of  hydroxycorticosteroids  in  a combat 
situation  involving  special  forces  troops,  found 
higher  levels  of  steroids  in  the  officers  who  had  to 
make  the  decision  involving  the  day-to-day  life 
and  death  of  the  troops  than  were  found  in  the 
troops  themselves.  He  postulated  that  this  evi- 
dence of  increased  stress  might  be  due  to  many 
factors,  and  one  of  these  was  the  responsibility  for 
the  welfare  of  the  men  under  them. 

Thus,  as  part  of  the  military  system,  the  mili- 


tary man  is  subjected  to  certain  stresses  in  his 
training.  This  includes  the  stress  of  boot  camp, 
such  as  the  Marines  in  Camp  Lejeune;  for  those 
who  haven’t  experienced  boot  camp,  there  are  in- 
numerable after-midnight  late  shows.  This  is  also 
true  for  the  training  for  officers,  such  as  cadets  at 
West  Point.  Time  does  not  permit  a detailed  dis- 
cussion of  the  Military  Academy  and  some  of  the 
stresses  there,  but  I’d  be  glad  to  answer  any  ques- 
tions following  the  panel  discussion.  Let  it  suffice 
to  say  that  cadets  are  stressed  for  the  purpose  of 
experience,  for  the  purpose  of  converting  a young 
man  into  a professional  soldier,  and  perhaps  to 
identify  cadets  who  cannot  function  under  stress. 
I would  like  to  comment,  however,  that  stress  reac- 
tors at  West  Point  are  of  as  much  concern  to  the 
military  as  are  stress  reactors  in  the  combat  zone, 
and  much  of  what  we  have  learned  in  the  care  of 
stressed  individuals  in  combat  is  utilized  at  West 
Point.  These  include  such  things  as  keeping  a 
man  with  his  unit  and  the  three  basic  principles  of 
(1)  immediacy,  (2)  proximity,  and  (3)  expectancy4; 
which  brings  us  to  the  third  and  most  important 
area  of  stress  in  the  military  man,  and  that  con- 
cerns what  we  have  done  in  the  military  and  some 
of  the  implications  that  this  has  for  overall  com- 
munity care. 

History  of  stress  treatment 

It  is  impossible  to  review  history  in  detail,  but 
there  are  certain  areas  that  I would  like  to  outline. 
Not  so  long  ago  if  a man  became  a stress  casualty 
and  departed  from  combat  of  his  own  volition,  he 
didn’t  represent  much  of  a problem  to  society;  he 
was  merely  apprehended  and  executed.  Some  so- 
cieties still  function  in  this  manner.  Combat  psy- 
chiatry, however,  grew  out  of  the  need  to  care  for 
individuals  who  under  the  stresses  of  battle  suf- 
fered psychological  disintegration.5  William 
Hammond,  M.D.,  the  surgeon  general  of  the  Union 
Army,  first  acknowledged  the  existence  of  combat 
fatigue  as  a clinical  entity  during  the  Civil  War, 
when  he  described  what  he  referred  to  as  “nostal- 
gia.” According  to  Bourne6-'  in  his  book  Men, 
Stress  and  Vietnam,  Hammond  encouraged  the 
retention  of  patients  in  the  combat  zone  with  an 
attempt  to  keep  them  busy  with  steady  but  non- 
stressful work.  It  is  interesting  to  note  that  in  the 
Civil  War  the  incidence  of  nostalgia  in  the  Union 
Army  was  reported  as  2 to  3 cases  per  thousand 
troops.  However,  in  addition,  there  were  20.8  per 
thousand  discharged  with  paralysis,  another  6 per 
thousand  for  insanity,  and,  of  course,  there  were 
some  that  went  over  the  hill.  It  wasn’t  until  the 
Russo-Japanese  War  in  1904  that  mental  illness  in 
the  Army  and  military  personnel  was  treated  by 
specialists  in  psychiatry.6  However,  at  that  time 
the  patients  were  turned  over  to  the  Red  Cross  for 
disposition.  In  World  War  I,  for  the  first  time,  the 
care  of  individuals  who  became  stress  casualties 


October  1 975/New  York  State  Journal  of  Medicine  21  33 


was  preplanned.  Without  much  understanding  of 
the  causes  of  stress  reactions,  many  stress  reactors 
were  felt  to  be  injured  due  to  concussions  from  ex- 
ploding shells,  and  the  term  “shell  shock”  entered 
the  diagnostic  literature.  The  French  separated 
individuals  into  two  categories.  Some  were  diag- 
nosed as  “shell-shocked,”  and  others  were  classi- 
fied as  emotionally  shocked.  The  shell-shocked 
individuals  were  evacuated,  and  those  who  were 
emotionally  shocked  were  kept  in  the  front  lines 
and  treated  with  electric  shock,  threats  of  impris- 
onment, or  death.  The  emotionally  shocked  indi- 
viduals got  better;  the  shell-shocked  individuals 
never  got  better.  The  British  evacuated  everyone 
who  showed  stress  reactions,8  and  many  of  these 
became  wards  of  the  government. 

When  the  United  States  entered  World  War  I, 
Thomas  W.  Salmon,  M.D.,  who  held  a job  equiva- 
lent to  commissioner  of  mental  health  of  the  State 
of  New  York,  was  assigned  as  the  senior  psychiat- 
ric consultant  to  the  surgeon  of  the  American  Ex- 
peditionary Forces  in  France.  He  assigned  a psy- 
chiatrist to  each  United  States  division,  with  the 
following  instructions.  The  psychiatrist  was  to 
examine  and  sort  officers  and  men  returned  from 
“advanced  sanitary  posts”  for  exhaustion,  concus- 
sion by  shell  explosion,  and  war  neuroses  to  con- 
trol their  evacuation.  Second,  he  instructed  them 
to  treat  light  cases  of  exhaustion,  concussion,  and 
war  neurosis  at  the  divisional  level,  or  in  divisional 
sanitary  formations,  as  they  were  called,  to  pre- 
serve the  greatest  number  for  duty.  Third,  the 
psychiatrist  was  to  perform  mental  examinations 
on  prisoners  and  men  suspected  of  having  self-in- 
flicted injuries.  This  radical  idea,  coupled  with 
the  implied  expectancy  that  the  man  would  return 
to  duty,  produced  spectacular  results  with  65  per 
cent  of  the  cases  returned  to  units.8 

Dr.  Salmon’s  ideas  were  drowned  by  the  Oedi- 
pus and  the  phallus,  and  the  United  States  en- 
tered World  War  II  unprepared  to  deal  with  stress 
casualties,  or  neuropsychiatric  casualties  as  they 
began  to  be  called.  It  was  not  until  1944  that  each 
division  was  assigned  a division  psychiatrist.  Un- 
fortunately, during  World  War  II  over  half  a mil- 
lion men  were  discharged  for  psychiatric  reasons 
from  the  service,  and  many  of  these  became  per- 
manently disabled  to  haunt  our  Veterans  Admin- 
istration hospitals  and  our  society.  The  casualty 
rate  became  as  high  as  101  per  thousand  troops 
per  year,  compared  with  37  per  thousand  per  year 
in  Korea  and  12  per  thousand  per  year  in  Vietnam. 
As  a matter  of  fact,  in  September  of  1943,  the 
Army  lost  112,500  enlisted  men  while  inducting 
118,600.  At  this  rate,  the  Army  had  to  induct  100 
men  to  secure  a net  increase  of  5.9  This  was  not 
very  productive. 

Then,  following  World  War  II  all  was  forgotten, 
and  early  in  the  Korean  conflict,  23  per  cent  of  all 
evacuations  were  for  neuropsychiatric  reasons. 


Albert  Glass,  M.D.,  reinstituted  front-line  treat-  t 
ment  centers,  and  the  evacuation  for  stress  reac-  I 
tors  dropped  to  6 per  cent.  Also,  65  per  cent  of  all  i 
the  cases  were  returned  to  full  duty.  This  is  the 
same  as  was  found  in  World  War  I.  It  is  also  in-  \ 
teresting  to  note  that  in  Korea,  for  the  first  time,  >1 
investigators  entered  the  war  zone  for  the  sole  pur- 
pose of  studying  the  effects  of  combat  on  man.  $ 
This  was  done  under  the  direction  of  Rioch,10  from 
Walter  Reed  Army  Institute  of  Research.  For  the 
first  time  a team  collected  blood  and  urine  from 
men  in  combat  to  measure  the  altered  excretion  of 
steroids.  Also  for  the  first  time  we  began  to  pay  s 
very  close  attention  to  stress  reactors,  and  it  be-  1 
came  a permanent  part  of  the  military  to  have  di-  ! 
vision  psychiatrists  as  a permanent  part  of  the 
fighting  force.  Most  important,  for  the  first  time 
we  did  not  forget  some  of  the  lessons  learned  and 
were  more  prepared  not  only  for  the  care  of  stress 
reactors  in  the  Vietnam  conflict  but  also  for  con- 
tinuing the  study  of  men  under  stress  in  combat.11 
There  has  been  a great  deal  of  research,  and  a 
great  deal  has  been  published  on  the  role  of  stress 
in  Vietnam.  As  a matter  of  fact,  the  war  itself  was 
conducted  with  the  idea  of  alleviating  much  of  the 
stress  of  combat. 

Relief  of  stress 

Although  many  examples  of  the  relief  of  stress 
are  available,  I would  like  to  mention  but  three. 

Everyone  entering  the  combat  zone  in  Vietnam 
knew  that  there  was  an  end  to  his  distress;  that  is, 
the  tour  was  twelve  months  long.  Second,  every- 
one was  promised  or  given  at  least  a week’s  leave, 
and  there  was  a great  effort  to  give  people  two  pe- 
riods of  rest  and  relaxation — one  in  the  country 
and  one  at  rest  and  relaxation  centers  in  Hawaii, 
Australia,  and  so  forth.  And  third,  even  while  the 
troops  were  in  the  field,  there  was  a concerted  ef- 
fort to  insure  that  they  were  given  some  of  the 
pleasantries  associated  with  life,  such  as  a hot 
meal  every  day,  and,  would  you  believe,  ice  cream. 
And,  believe  me,  serving  cold  ice  cream  in  the 
tropics  in  a combat  zone  to  a soldier  in  the  middle 
of  the  hot  jungle  was  no  small  task.  The  results 
were  outstanding. 

In  1965  and  1966,  there  were  12  per  thousand 
per  year  excused  from  duty;  in  1967  and  1968,  it 
was  10  per  thousand  troops  per  year.  But  what  is 
perhaps  most  important,  only  2 per  thousand 
troops  per  year  were  evacuated  from  combat  for 
psychiatric  reasons.  This  figure  is  the  same  as  the 
incidence  rate  for  psychiatric  disorders,  Army- 
wide, for  the  past  five  decades.11 

Conclusion 

All  of  this  boils  down  to  the  three  tenets  of  care 
of  stressed  individuals  in  the  military.  Those 
three  are  proximity,  immediacy,  and  expectancy. 
In  other  words,  the  individual  is  treated  with  prox- 


2134  New  York  State  Journal  of  Medicine /October  1975 


stress.  The  treatment  is  immediate,  and  he  is 
treated  with  the  expectancy  that  he  is  going  to 
make  it. 

These  three  tenets  are  not  only  terribly  impor- 
tant in  the  care  of  stress  in  the  military  man,  but 
have  been  utilized  in  crisis  intervention  and  in  the 
care  of  patients  in  the  community.  Before  closing 
I should  make  one  other  point.  We  have  dis- 
cussed combat  stress  and  the  military  man,  but 
the  three  tenets  of  proximity,  immediacy,  and  ex- 
pectancy are  used  to  treat  all  stress  reactors.  Ac- 
tual combat  entails  less  than  0.1  per  cent  of  a ca- 
reer officer’s  time.  The  greatest  stress  for  the  mil- 
itary man  is  related  to  the  preparation  for  combat, 
the  sudden  change  from  a civilian  to  a military  so- 
ciety, and  from  family  problems  and  separations. 
We  are  acutely  aware  of  the  stress  experienced  by 
the  families  of  military  personnel  and  how  this  can 
adversely  affect  the  performance  of  a soldier.  The 
Armed  Forces  are  making  every  possible  effort  to 
alleviate  the  stresses  incurred  by  families  of  ser- 
vicemen. 

In  summary,  I have  pointed  out  that  stress  in  it- 
- self  is  not  necessarily  bad,  that  the  military  is  con- 
cerned about  the  military  man  and  his  reaction  to 
stress,  both  in  combat  and  in  training,  and  finally, 
with  a brief  review  of  history,  pointed  out  some  of 
the  results  of  the  concern  for  the  stress  reactor 
which  have  broad  implications  to  society  in  terms 
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I remembered  that  youth  could  not  last; 

I thought  of  the  future,  whatever  I did, 

That  I might  never  Grieve  for  the  past. 

— Robert  Southey 

From  the  beginning  of  time,  man  has  known 
stress  but  until  relatively  recently  possessed  little 
knowledge  or  understanding  of  it.  Slowly,  how- 
ever, he  is  beginning  to  comprehend  the  enormous 
complexity  of  this  biologic  phenomenon.  In  this 
report,  although  I am  more  concerned  with  the 
psychological  factors  of  stress  on  the  older  person, 
it  should  be  understood  that  the  total  picture  in- 
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of  not  having  a tremendous  load  of  incapacitated 
individuals  returning  from  combat,  and  in  terms  of 
utilizing  some  of  the  tenets  in  crisis  intervention 
and  community  therapy.  I might  end  by  stating 
that  this  concern  is  an  ongoing  one  with  continu- 
ing investigation  of  stress  reactors  and  stressful 
situations  in  the  military  which,  hopefully,  will 
have  further  implications  for  general  medical  use. 

Chief,  Department  of  Pediatrics 
Tripler  Army  Medical  Center 
Honolulu,  Hawaii  APO  96438 
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eludes  the  accompanying  and  demonstrable  physi- 
ologic changes  which  also  take  place.  Each  consti- 
tutes a different  facet  of  this  complex  problem. 

Definition  of  stress 

In  view  of  the  confusion  surrounding  the  mean- 
ing of  stress,  it  would  be  advisable  to  define  it. 
Originally  it  was  regarded  as  the  wear  and  tear  of 
the  body  when  exposed  to  certain  experiences. 
This  could  result  in  discomfort,  fatigue,  illness  or 
even  death.  Many  eminent  scientists,  including 
such  men  as  Claude  Bernard  and  W.  B.  Cannon 
made  major  contributions,  out  it  was  Selye1  who 
was  able  to  develop  a comprehensive  under- 
standing of  stress.  He  recognized  three  distinct 
stages  which  he  classified  as  alarm,  resistance,  and 
finally  exhaustion.  Physiologically  this  was  mani- 
fested by  adrenocortical  stimulation,  thymicolym- 
phatic  atrophy,  and  gastrointestinal  changes.  It 
became  known  as  the  general  adaptation  syn- 
drome or,  when  the  stressor  is  limited  to  a given 
area  of  the  body,  the  local  adaptation  syndrome. 

Stress  and  the  aged 

As  the  person  grows  older,  adaptation  becomes 
more  difficult.  What  in  earlier  years  could  have 
been  dealt  with  relatively  easily  suddenly  appears 
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most  taxing  and  at  times  insurmountable.  There 
are  very  valid  reasons  for  these  alterations,  namely 
a breakdown  of  neural  and  endocrine  integrative 
functioning,  a dropping  out  of  functional  units  in 
vital  organ  systems,  and  a loss  of  functional  capac- 
ities of  many  cells  in  the  body.2  Yet  we  also  ob- 
serve individuals  in  advanced  years  who  in  spite  of 
the  considerable  pathologic  condition  continue  to 
lead  effective  and  productive  lives.  These  inner 
resources  which  can  be  so  mobilized  to  accomplish 
this  are  little  understood  and  will  require  further 
study  and  research. 

In  the  past,  man  as  he  grew  older  could  enjoy 
recognition  and  respect  from  those  around  him; 
but  this  has  changed,  and  instead  he  is  being  treat- 
ed more  frequently  either  with  indifference  or  hos- 
tility. Rejection  in  this  period  of  life  only  intensi- 
fies the  already  existing  feelings  of  isolation  and 
results  in  a further  social  withdrawal. 

With  more  time  being  devoted  to  the  study  of 
the  aged,  it  became  evident  that  the  adaptations 
demanded  are  by  far  more  difficult  than  in  any 
other  period  in  life.  Man  as  he  grows  older  cannot 
avoid  the  painful  deprivations  involving  the  loss  of 
loved  ones,  friends,  position,  income,  health,  and 
also  cognitive  functioning.  These  stressors  are 
sufficiently  severe  to  create  serious  consequences 
but  can  be  ameliorated  by  the  concerned  physi- 
cian’s early  assistance.  More  beneficial  however 
would  be  to  provide  help  before  the  difficulties  are 
experienced.  Our  goal  in  terms  of  preventive 
medicine  is  to  enable  the  person  to  enjoy  better 
mental  health  and  thereby  cope  more  successfully 
with  these  stressors. 

In  our  country,  with  the  emphasis  on  striving  to 
remain  youthful,  it  becomes  inevitable  that  a great 
deal  of  anxiety  will  be  engendered  in  the  process  of 
aging.  Unless  this  thinking  is  modified,  we  can 
accomplish  very  little,  and  the  difficulties  will  con- 
tinue. It  is  of  interest  to  note  but  also  sad  that  in 
1970,  we  spent  more  than  $5  billion  on  beauty 
products  in  contrast  to  the  insignificant  $1.5  bil- 
lion the  Federal  government  appropriated  for  old- 
age  assistance.  It  is  also  imperative  for  us  to  un- 
derstand the  destructiveness  of  our  philosophy 
when  we  arbitrarily  ignore  and  reject  approxi- 
mately 20  million  people  in  our  country.3  These 
are  the  people  whose  age  is  sixty-five  or  over  who 
fall  into  the  category  of  the  “senior  citizen."  Nei- 
ther industry,  government,  or  the  professions  avail 
themselves  of  the  varied  expertise  possessed  by 
these  people.  It  is  time  to  admit  our  mistakes  and 
begin  to  remedy  this.  Utilizing  their  skills  will  not 
only  add  to  the  economic  strength  of  the  commu- 
nity, but  also  will  serve  to  dissipate  the  feelings  of 
isolation  and  rejection  these  people  experience. 
Probably  it  is  not  yet  fully  comprehended  how  de- 
pendent we  are  on  our  occupation  for  social  accep- 
tance.4 This  was  recognized  by  Freud5  when  he 
wrote  about  the  importance  of  work  and  the  at- 


tachment man  has  to  it.  This  constitutes  another 
facet  of  our  life  and  adds  to  our  dimensions  as 
members  of  “the  human  community.” 

The  successful  adjustment  to  growing  old  re- 
quires both  the  preparing  and  training  for  it  from 
the  early  years.  What  concerns  us  is  the  feeling  of 
self-reliance  and  independence  which  can  begin  to 
diminish  and  erode  in  the  older  person.  We  have 
seen  the  benefits  of  preparatory  training  for  future 
mothers  by  obstetricians  and  for  young  parents  by 
pediatricians.  This  can  also  be  accomplished  for 
the  older  person  and  can  enable  him  to  continue 
functioning  independently  and  productively.  By 
improving  the  mental  health  of  these  people  we 
can  provide  them  with  the  means  of  coping  more 
successfully  with  the  stresses  confronting  them. 

The  continued  improvement  in  our  life  expec- 
tancy will  probably  increase  our  older  population 
by  the  year  2000  to  29  million.6  This  will  in  turn 
introduce  a variety  of  new  problems  affecting  the 
family  structure,  medical  care  services,  transporta- 
tion, and  a multitude  of  home  services.  We  can 
now  begin  to  comprehend  the  complexity  of  our 
twentieth  century  progress,  for  the  medical  ad- 
vances can  only  be  successful  if  we  also  resolve  the 
accompanying  socioeconomic  and  behavioral  prob- 
lems. Longevity  alone  is  no  longer  the  only  goal. 
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Emotional  adjustment 

Priority  should  also  now  be  given  to  acquiring  a 
greater  understanding  of  how  the  individual  ad- 
justs to  the  various  changes  in  life.7  These 
changes  or  life  events  create  stress.  The  degree  of 
stress  and  the  coping  capacity  of  the  person  will 
determine  whether  such  experiences  result  in 
health  or  illness.  If  stress  is  already  experienced 
as  a problem  in  the  very  early  years,  the  probabili- 
ty is  that  it  will  continue  to  increase  over  the  years. 
Psychotherapy  should  be  used,  for  the  advanced 
years  can  no  longer  be  considered  a contraindica- 
tion.8 The  older  person  can  benefit,  for  as  the 
anxiety  is  overcome,  there  will  be  the  ability  to 
cope  with  these  changes,  which  previously  ap- 
peared so  threatening  and  disturbing.9-10 

Frequently  encountered  is  the  mistaken  belief 
that  for  most  elderly  people  mental  illness  is  inevi- 
table. Our  statistics  however  do  not  substantiate 
this,  for  all  our  studies  apparently  agree  that  fewer 
than  10  per  cent  are  found  to  be  mentally  ill.11 
Less  than  1 per  cent  of  our  population  over  sixty- 
five  are  patients  in  mental  institutions;  another  1 
or  2 per  cent  reside  in  various  other  institutions, 
and  approximately  7 to  8 per  cent  live  under  su- 
pervision in  the  community.  Depression  in  this 
age  range  however  deserves  even  greater  care  and 
attention,  for  the  rate  of  suicide  is  at  the  highest  in 
this  period.  It  has  been  recognized  that  the  older 
person  attempting  suicide  is  genuinely  serious 
about  this  and  fully  intends  to  die.12  Here,  too, 
we  are  learning  the  value  of  providing  help  early 


10! 

iJf 

ittl 

k 

if] 

il 

ir 

51 

HI 

I 

in 

P» 


Ct 


2136  New  York  State  Journal  of  Medicine /October  1975 


enough  when  the  stresses  first  begin,  rather  than 
delaying  and  then  recognizing  that  we  are  too 
late.13  These  lives  can  be  saved. 

The  older  person,  as  he  observes  the  changes 
taking  place  within  himself,  undergoes  many  emo- 
tional reactions.  Usually  he  finds  them  bewilder- 
ing, confusing,  and  painful.  These  are  stresses  he 
has  never  experienced  before,  and  probably  the 
most  difficult  may  be  hearing  and  visual  impair- 
ments. Feelings  of  alienation  and  isolation  are  in- 
evitable and  may  result  in  major  social  withdraw- 
als. Medical  assistance  should  be  obtained  as 
soon  as  possible  if  we  wish  to  avoid  more  serious 
emotional  complications.  Eisdorfer14  confirmed 
this  with  his  carefully  controlled  study  with  an 
aged  group  suffering  visual  and  auditory  losses. 

The  slowing  of  the  perceptual  and  response  pro- 

I cesses  in  the  aged  is  a fairly  constant  characteris- 
tic. More  time  is  necessary  for  the  transmission 
and  registering  of  each  experience  so  that  the  older 
person  accumulates  less  information  for  simulta- 
neous processing.  This  results  not  only  in  delayed 
responses,  but  they  may  also  be  misinterpreted.15 
Again  unless  we  recognize  this  and  can  be  patient 
and  sympathetic  we  will  only  augment  the  stress 
which  the  older  person  is  already  experiencing. 

As  the  older  person  is  removed  from  the  working 
world,  he  is  relegated  to  a class  outside  the  main- 
stream of  life.  This  separation  in  itself  creates  a 
stress  which  goes  unrecognized  by  society.  It  un- 
doubtedly would  be  less  stressful  if  the  rejection 
were  not  also  part  of  this  dislocation.  These  prob- 
lems have  been  painfully  familiar  to  man  down 
through  the  ages.  In  44  B.C.,  when  Cicero  was 
sixty-two,  he  wrote  that  beloved  essay  on  old  age, 
and  from  it  I quote:  “Old  age  is  respected  only  if 
it  asserts  itself,  preserves  its  rights,  maintains  its 
independence  and  retains  its  sway  to  the  last 
breath.”16 

We  are  apparently  still  grappling  with  these 
problems  but  hopefully  with  more  compassion  and 
also  the  knowledge  that  we  are  capable  of  resolving 
them. 

Conclusion 

Bacon’s1  ‘ dream  of  science  as  the  enlightened 


servant  of  man  will  be  realized  if  man’s  humanity 
continues  to  keep  pace  with  his  technological  ac- 
complishments. The  aged  are  our  responsibility 
and  merit  the  care  and  attention  which  they  do 
not  always  receive.  The  stresses  which  they  expe- 
rience and  which  have  caused  them  great  suffering 
can  be  dealt  with  differently.  Our  concern  for 
them  will  introduce  a new  era  so  that  growing  old 
will  not  instill  fear  but  rather  joy  in  anticipation  of 
the  years  to  come. 

200  East  74th  Street 
New  York,  N.Y.  10021 
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Although  psychic  stress  is  postulated  to  affect 
the  cardiovascular  system,  it  is  very  difficult  to 
document  the  specific  effects  in  normal  man  in  the 
absence  of  a specific  pathologic  condition.  Over 
the  years  we  have  had  the  opportunity  to  study  a 
number  of  normal  individuals  who  presented 
themselves  as  potential  donors.  This  gave  us  a 
unique  opportunity  to  assess  some  of  the  hemody- 
namic and  renal  functional  abnormalities  that  re- 
sult from  this  type  of  psychic  stress.  Our  prelimi- 
nary data  suggest  that  psychic  stress  may  in  some 
individuals  cause  an  elevation  of  blood  pressure,  a 
diminution  of  the  glomerular  filtration  rate  and 
renal  blood  flow,  as  well  as  a retention  of  sodium 
and  water. 

Materials  and  methods 

In  1965  we  began  a program  of  studying  the 
renal  function  of  living  related  and  unrelated  do- 
nors before  and  after  donation.  Patients  were  ad- 
mitted to  the  hospital  for  study.  They  were  seen 
by  the  psychiatrist  as  well  as  the  medical  and  sur- 
gical staffs.  The  changes  in  renal  function  re- 
ported in  Table  I were  obtained  on  patients  who 
were  undergoing  renal  functional  studies,  and  dur- 
ing the  study  the  patients  were  informed  that  they 
were  no  longer  suitable  as  donors.  In  4 instances 
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the  donors  were  rejected  because  of  compatibility 
tests  which  were  not  known  at  the  time  the  study 
was  initiated.  In  the  other  2,  patients  2 and  5, 
cadaveric  kidneys  became  available  which 
matched  the  recipients  after  initiation  of  the 
study.  The  donors  were  catheterized  and  blood 
and  urine  samples  collected  every  twenty  minutes 
for  the  calculation  of  the  glomerular  filtration  rate 
using  inulin  as  the  clearance  substance. 

Results 

Although  a number  of  patients  were  studied, 
only  6 were  told  some  time  during  the  initial  phase 
of  the  study  that  they  were  not  suitable  as  donors. 
In  2 cases  this  was  fortuitous.  In  the  other  4,  the 
studies  were  performed,  and  it  was  decided  to  tell 
the  patients  once  baseline  results  had  been  ob- 
tained. As  can  be  seen  from  Table  I,  most  pa- 
tients were  hypertensive  during  the  study.  The 
notable  exceptions  were  a mother  and  a living  un- 
related donor.  Even  with  a saline  load,  these  2 in- 
dividuals were  the  only  ones  exhibiting  a marked 
diuresis  during  the  first  two  hours.  After  the  pa- 
tients were  informed  that  they  were  no  longer  ac- 
ceptable as  donors,  all  become  relatively  normo- 
tensive  with  a marked  increase  in  urine  output  as 
well  as  an  increase  in  the  glomerular  filtration 
rate.  Similar  changes  were  noted  in  renal  plasma 
flow.  In  analyzing  these  donors  further,  the  psy- 
chiatrists had  determined  that  there  were  inner 
conflicts  regarding  donation,  conflicts  brought 
about  because  of  the  patient’s  relation  to  other 
members  of  his  family.  One  was  a father  who  had 
remarried,  and  his  second  wife  did  not  wish  him  to 
donate  to  a child  by  a previous  marriage.  Two 
siblings  had  spouses  that  were  not  happy  about 
the  donation.  Only  in  the  mother  and  unrelated 
donors  did  we  note  consistently  very  small  or  no 
changes  in  renal  function  or  blood  pressure. 

Comment 

The  results  here  are  quite  suggestive  that  psy- 
chic stress  affects  the  cardiovascular  and  renal  sys- 
tems of  healthy  individuals.  Although  we  have 
not  worked  on  the  mechanism  by  which  this  is 
brought  about,  we  were  initially  impressed  with 
the  marked  immediate  changes  in  these  individu- 
als once  they  were  relieved  of  the  burden  of  being 


TABLE  I.  Effect  of  stress  on  renal  function  in  healthy  donors  before  and  after  rejection  as  donor 


Before \ r After \ 


Patient 

Relationship 

Blood 
Pressure 
(mm.  Hg) 

Urine 

Volume  (ml. 
per  minute) 

Glomerular 

Filtration 

Rate 

Blood 
Pressure 
(mm.  Hg) 

Urine 

Volume  (ml. 
per  minute) 

Glomerular 

Filtration 

Rate 

1 

Father 

180/120 

4.0 

68 

150/95 

7.0 

92 

2 

Sibling 

170/110 

3.5 

72 

140/90 

6.0 

104 

3 

Mother 

180/105 

5.6 

82 

180/110 

6.8 

79 

4 

Unrelated 

130/80 

7.5 

118 

135/78 

7.8 

120 

5 

Sibling 

190/115 

3.2 

64 

140/76 

11.4 

110 

6 

Sibling 

180/105 

2.9 

58 

170/90 

5.8 

72 
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a donor.  Their  normal  values  were  of  long  dura- 
tion in  those  patients  whose  relatives  were  success- 
fully transplanted  using  a cadaver  kidney.  In  gen- 
i eral,  the  most  reliable  donors  have  been  those  of 
maternal  origin  and  the  living  unrelated  donors 
who  seem  to  have  the  least  conflicts  about  dona- 
tion. Three  patients  lost  up  to  6 pounds  in  the 
first  twenty-four  hours,  suggesting  sodium  reten- 
| tion,  and  a follow-up  over  a long  period  of  time  has 
| shown  no  other  abnormalities.  These  findings 
> suggest  to  us  that  donation  of  a kidney  to  a loved 
one  can  produce  stress  which  affects  the  cardiovas- 
cular and  renal  systems.  The  long-term  effects  of 
this  are  unknown,  and  it  is  for  this  reason  that  we 
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Almost  four  decades  of  laboratory  research  on 
the  physiologic  mechanisms  of  adaptation  have 
shown  me  that  Nature  has  foreseen  innumerable 
reactions  through  which  the  orders  to  attack  or  to 
tolerate  poisons  can  be  transmitted  to  our  cells  in 
a chemical  language.  It  seemed  to  me  that  the 
rules  which  act  so  efficiently  at  the  level  of  cells 
and  organs  could  also  be  the  source  of  a natural 
philosophy  of  life,  leading  to  a code  of  behavior 
based  on  scientific  principles,  rather  than  on  su- 
perstition, tradition,  or  blind  subservience  to  the 
commands  of  any  “unquestionable  authority.” 

Throughout  the  centuries,  all  sorts  of  sugges- 
tions have  been  made  about  how  to  achieve  peace 
and  happiness  through  technical  or  political  ad- 
vances, higher  living  standards,  better  law  enforce- 
ment, or  strict  adherence  to  the  commands  or 
teachings  of  a particular  leader,  sage,  or  prophet. 
Yet  history  has  proved,  over  and  over  again,  that 
none  of  these  means  is  reliably  efficacious.  To  my 
mind,  what  man  really  needs  is  more  natural  ideals 
than  those  which  presently  guide  him. 

Any  code  of  behavior  founded  on  biologic  laws 
must  also  recognize  that  work  as  such  is  a basic  ne- 
cessity of  living  matter,  especially  work  whose 
fruits  can  be  accumulated.  The  instinctive  nature 
of  this  drive  is  shown  by  the  very  general  tendency 
to  collect:  food,  wealth,  or  even  stamps,  butter- 
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Summary 

Preliminary  studies  on  6 healthy  donors  suggest 
that  when  there  is  a psychic  conflict  regarding 
donation,  hypertension  and  a decrease  in  renal 
function  may  result  from  the  stress.  These 
changes  can  be  rapidly  reversed  if  individuals  are 
relieved  of  the  burden  of  donation.  The  results 
suggest  that  cadaver  donors  are  the  best  solution 
to  the  problem. 
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flies,  colorful  pebbles,  or  sea  shells.  He  who  fol- 
lows our  doctrine  will  greedily  hoard  wealth  and 
strength,  not  in  the  form  of  money  or  domination 
of  others,  but  by  earning  the  goodwill,  gratitude, 
respect,  and  love  of  those  who  surround  him. 
Then,  even  if  he  has  neither  money  nor  power  to 
command,  he  will  still  become  virtually  unassaila- 
ble and  safe,  for  no  one  would  have  any  reason  to 
destroy  him. 

My  ideas  on  a philosophy  of  gratitude  were  first 
expressed  in  my  book,  The  Stress  of  Life,1  pub- 
lished in  1956  by  McGraw-Hill,  as  afterthoughts  in 
a much  more  extensive,  technical  discussion  of 
stress.  At  that  time,  I did  not  attach  much  impor- 
tance to  such  psychologic  considerations,  since  I 
was  too  preoccupied  with  the  explication  of  the  in- 
tricate biochemical  mechanisms  governing  stress 
and  the  “diseases  of  stress”  or  “diseases  of  adapta- 
tion.” Much  to  my  surprise,  these  rather  subjec- 
tive digressions  from  stress  as  a medical  problem 
have  raised  a disproportionate  amount  of  interest 
among  psychologists,  sociologists,  anthropologists, 
and  even  clergymen  of  different  faiths.  I have  re- 
ceived at  least  as  much  mail  about  the  philosophy 
of  gratitude  as  about  any  of  the  more  tangible, 
medical  subjects  discussed  in  The  Stress  of  Life. 
In  fact,  I,  who  had  never  before  spoken  on  any- 
thing but  medical  subjects,  have  been  asked  to 
elaborate  these  ideas  in  churches  and  synagogues, 
and  at  conventions  of  such  diverse  groups  as  the 
College  de  France,  the  Sorbonne,  the  “American 
Academy  of  Stress  Disorders,”  the  “Young  Presi- 
dent’s Clubs,”  the  “Million  Dollar  Round  Table,” 
and  the  Maharishi  Mahesh  Yogi’s  “International 
Meditation  Society.” 

What  is  stress? 

Stress  is  something  everyone  has  and  everyone 
talks  about,  yet  most  would  be  hard  put  to  define 
exactly  what  it  is.  The  term  means  different 
things  to  different  people.  Certainly,  it  is  a part 
of  our  common  human  experience,  but  it  is  associ- 
ated with  a variety  of  dissimilar  situations.  Is  it 
emotional  arousal,  effort,  fatigue,  pain,  fear,  the 
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need  for  concentration,  the  humiliation  of  censure, 
the  loss  of  blood,  or  even  a great  and  unexpected 
success  which  requires  an  individual  to  reformu- 
late his  lifestyle  completely?  The  answer  is  yes 
and  no,  reflecting  the  difficulty  faced  in  defining 
stress.  All  of  these  conditions  are  capable  of  pro- 
ducing stress,  but  no  single  one  can,  in  itself,  be 
pinpointed  as  being  it. 

Stress  is  present  in  the  businessman  under  con- 
stant pressure,  in  the  athlete  straining  to  win  a 
race,  in  the  harried  air  traffic  controller  who  bears 
moment-to-moment  responsibility  for  hundreds  of 
lives,  in  the  husband  helplessly  watching  his  wife’s 
slow  and  painful  death  from  cancer,  and  in  a race 
horse,  its  jockey,  and  the  spectator  who  bet  on 
them.  Medical  research  has  shown  that  while 
they  may  face  quite  different  problems,  in  some 
respects  their  bodies  respond  in  a stereotyped  pat- 
tern with  identical  biochemical  changes,  which  es- 
sentially involve  coping  with  any  type  of  increased 
demand  on  vital  activity,  particularly  adaptation 
to  change. 

The  stress-producing  factors  are  called  stres- 
sors, and  distinguishing  between  their  differing 
specific  effects  and  the  common  biologic  response 
that  they  elicit  was  an  important  step  in  the  scien- 
tific analysis  of  stress  phenomena. 

Stress  is  the  nonspecific  response  of  the  body  to 
any  demand  made  on  it.  “Nonspecific”  is  the  key 
term  in  this  definition  and  requires  elucidation. 
In  some  respects,  every  demand  made  on  our  body 
is  unique,  that  is,  specific.  Heat,  cold,  joy,  sorrow, 
muscular  exertion,  drugs,  and  hormones  each 
present  a particular  problem  whose  solution  calls 
forth  highly  individualized  responses.  But  all 
such  agents  have  one  thing  in  common:  they 

bring  an  increased  demand  for  readjustment,  for 
performance  of  adaptive,  functions  which  reestab- 
lish normalcy.  This:  heightened  demand  is  non- 
specific, that  is  to  say,  independent  of  the  specific 
activity  which  caused  the  increased  requirement. 
The  essence  of  stress  is  the  demand  for  activity  as 
such. 

From  the  point  of  view  of  its  stress-producing  or 
“stressor”  activity,  it  is  even  immaterial  whether 
the  agent  or  situation  we  face  is  pleasant  or  un- 
pleasant; all  that  counts  is  the  intensity  of  the  de- 
mand for  readjustment  or  adaptation.  The  moth- 
er who  is  suddenly  told  that  her  only  son  died  in 
battle  suffers  a terrible  mental  shock;  if,  years 
later,  it  turns  out  that  the  news  was  false  and  the 
son  unexpectedly  walks  into  her  room  alive  and 
well,  she  experiences  extreme  joy.  The  specific  re- 
sults of  the  two  events,  sorrow  and  joy,  are  com- 
pletely different,  in  fact,  opposite  to  each  other, 
yet  their  stressor  effect,  the  nonspecific  demand  to 
readjust  herself  to  an  entirely  new  situation,  may 
be  the  same. 

It  is  difficult  to  see  how  such  essentially  differ- 
ent things  as  cold,  heat,  drugs,  hormones,  sorrow, 
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EXPERIENCE  CONTINUUM 
FIGURE  1.  “Theoretical  model  regarding  the  relation  be- 
tween physiological  stress,  as  defined  by  Selye,  and  pleas- 
ant, indifferent,  and  unpleasant  experiences  of  various  en- 
vironmental stimuli,  that  is,  'life  change.’  ’’  2 Note  that 
physiological  stress  level  is  lowest  during  indifference  but 
never  goes  down  to  zero;  that  would  be  death.  Pleasant 
as  well  as  unpleasant  emotional  arousal  accompanied  by 
increase  in  physiologic  stress,  but  not  necessarily  in  dis- 
tress. 

and  joy  could  provoke  an  identical  biochemical  re- 
action in  the  body.  Nevertheless,  this  is  the  case; 
it  can  now  be  demonstrated,  by  highly  objective 
quantitative  biochemical  determinations,  that  cer- 
tain reactions  are  totally  nonspecific  and  common 
to  all  types  of  exposure. 

What  stress  is  not 

Because  of  the  confusion  generated  by  the  loose- 
ness of  previous  definitions,  it  will  be  useful  to 
bear  in  mind  what  stress  is  not.  Stress  is  not  iden- 
tical with  emotional  arousal  or  nervous  tension. 
Stress  reactions  occur  during  anesthesia  in  man  as 
well  as  in  lower  animals,  and  even  in  plants,  which 
have  no  nervous  system.  Stress  is  not  always  the 
nonspecific  result  of  aggression  or  damage.  Since 
the  pleasant  or  unpleasant  quality  of  a stressor  is 
immaterial,  any  kind  of  normal  activity,  such  as  a 
game  of  chess  or  a warm  embrace,  can  produce 
considerable  stress  without  causing  harmful  ef- 
fects. Damaging  or  unpleasant  stress  is  “dis- 
tress.” 

Stress  is  not  something  to  be  avoided.  Indeed, 
by  definition,  it  cannot  be  avoided  since  every  sit- 
uation occasions  some  demand  for  life-maintain- 
ing energy.  Even  while  asleep,  your  heart,  respi- 
ratory apparatus,  and  many  other  organs  must 
continue  to  function.  Complete  freedom  from 
stress  is  death  (Fig.  1).  Contrary  to  general  opin- 
ion, one’s  aim  should  not  he  to  avoid  stress  but  to 
master  and  enjoy  it  by  learning  more  about  its 
mechanism  and  adjusting  one’s  philosophy  of  life 
and  code  of  behavior  accordingly. 

Historic  development 

The  origins  of  the  stress  concept  predate  antiq- 
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uity.  Even  prehistoric  man  must  have  recognized 
a common  element  in  the  loss  of  vigor  and  sense  of 
exhaustion  that  overcame  him  after  hard  labor,  ag- 
onizing fear,  lengthy  exposure  to  cold  or  heat,  star- 
vation, loss  of  blood,  or  any  kind  of  disease.  Prob- 
ably, he  soon  discovered  also  that  his  response  to 
prolonged  and  strenuous  exertion  passed  through 
three  stages:  first,  the  task  was  experienced  as  a 
hardship;  then  he  grew  used  to  it;  but  finally  he 
could  stand  it  no  longer.  The  vague  outlines  of 
this  intuitive  perception  were  eventually  brought 
into  sharper  focus  and  translated  into  precise  sci- 
entific terms  that  could  be  appraised  by  intellect 
and  tested  by  reason.  How  could  different  agents 
produce  the  same  result?  Is  there  a nonspecific 
adaptive  reaction  to  change  as  such?  Before  turn- 
ing to  contemporary  answers  to  these  questions,  it 
will  be  helpful  to  outline  some  of  the  intervening 
scientific  developments  which  laid  the  foundation 
for  these  explanations. 

In  ancient  Greece,  Hippocrates,  often  consid- 
ered the  “father  of  medicine,”  clearly  recognized 
the  existence  of  a “vis  medicatrix  naturae”  or  a 
healing  power  of  nature,  made  up  of  inherent  bodi- 
ly mechanisms  for  restoring  health  after  exposure 
to  pathogens.  But  early  students  of  stress  reac- 
tions were  handicapped  by  the  failure  to  distin- 
guish between  distress,  always  unpleasant,  and  the 
general  concept  of  stress  which  also  encompasses 
experiences  of  intense  joy  and  the  pleasure  of  self- 
expression. 

The  nineteenth  century  French  physiologist 
Bernard3  enormously  advanced  the  subject  by 
pointing  out  that  the  internal  environment  of  a 
living  organism  must  remain  fairly  constant,  de- 
spite changes  in  its  external  environment:  “It  is 

the  fixity  of  the  milieu  interieur  which  is  the  con- 
dition of  free  and  independent  life.” 

This  comment  had  enormous  impact;  indeed  the 
Scottish  physiologist  Haldane4  was  of  the  opinion 
that  “no  more  pregnant  sentence  was  ever  framed 
by  a physiologist.”  But  this  influence  was  due 
largely  to  various  meanings  which  were  subse- 
quently read  into  Bernard’s  formulation.  Actual- 
ly, many  inanimate  objects  are  more  independent 
of  their  surroundings  than  are  living  beings. 
What  distinguishes  life  is  adaptability  to  change, 
not  rigid  fixity.  Bernard’s  more  enduring  legacy 
was  the  stimulation  of  later  investigators  to  carry 
forward  his  pioneering  studies  on  the  particular 
adaptive  changes  by  which  the  “steady  state”  of 
normalcy  is  maintained. 

The  German  physiologist  Pfliiger5  crystallized 
the  relationship  between  active  adaptation  and  the 
steady  state  when  he  noted  that:  “The  cause  of 
every  need  of  a living  being  is  also  the  cause  of  the 
satisfaction  of  that  need.” 

The  Belgian  physiologist  Fredericq6  expressed  a 
similar  view:  “The  living  being  is  an  agency  of 

such  sort  that  each  disturbing  influence  induces  by 


itself  the  calling  forth  of  compensatory  activity  to 
neutralize  or  repair  the  disturbance.” 

In  this  century,  the  great  American  physiologist 
Cannon7  suggested  the  name  “homeostasis,”  from 
the  Greek  “homoios”  meaning  similar  and  “stasis” 
meaning  position,  for  “the  coordinated  physiologic 
processes  which  maintain  most  of  the  steady  states 
in  the  organism.”  Homeostasis  might  roughly  be 
translated  as  “staying  power.” 

Cannon’s  classic  studies  established  the  exis- 
tence of  many  highly  specific  mechanisms  for  pro- 
tection against  hunger,  thirst,  hemorrhage,  or 
agents  tending  to  disturb  normal  body  tempera- 
ture, blood  pH,  or  the  plasma  level  of  sugar,  pro- 
tein, fat,  and  calcium.  He  particularly  empha- 
sized the  stimulation  of  the  sympathetic  nervous 
system  with  the  resulting  hormonal  discharge  from 
the  adrenal  glands,  which  occurs  during  acute 
emergencies  such  as  pain  or  rage.  In  turn,  this  au- 
tonomic process  induces  the  cardiovascular 
changes  that  prepare  the  body  for  flight  or  fight. 

It  was  against  this  cumulative  background  that, 
as  a medical  student,  my  attention  was  drawn  to 
the  problem  of  a stereotyped  response  to  any  ex- 
acting task.  The  initial  focus  of  my  interest  was 
what  I thought  of  as  the  “syndrome  of  just  being 
sick.” 

Patients  suffering  from  the  most  diverse  diseas- 
es exhibit  strikingly  similar  signs  and  symptoms, 
such  as  loss  of  weight  and  appetite,  diminished 
muscular  strength,  and  absence  of  ambition  to  ac- 
complish anything. 

In  1936,  the  problem  presented  itself  under  con- 
ditions suited  to  analysis  in  the  course  of  biochem- 
ical experiments  at  McGill  University  in  Montreal. 
While  seeking  a new  ovarian  hormone,  we  injected 
extracts  of  cattle  ovaries  into  rats  to  see  if  their  or- 
gans would  display  unpredictable  changes  that 
could  not  be  attributed  to  any  known  hormone. 
Three  types  of  changes  were  produced:  (1)  the 

cortex,  or  outer  layer,  of  the  adrenal  glands  be- 
came enlarged  and  hyperactive;  (2)  the  thymus, 
spleen,  lymph  nodes,  and  all  other  lymphatic 
structures  shrank;  and  (3)  deep,  bleeding  ulcers 
appeared  in  the  stomach  and  upper  intestines. 
Being  closely  interdependent,  these  changes 
formed  a definite  syndrome  (Fig.  2). 

It  was  soon  discovered  that  all  toxic  substances, 
irrespective  of  their  source,  produced  the  same 
pattern  of  response.  Moreover,  identical  organ 
changes  were  evoked  by  cold,  heat,  infection,  trau- 
ma, hemorrhage,  nervous  irritation,  and  many 
other  stimuli.  Gradually,  I realized  that  this  was 
an  experimental  replica  of  the  “syndrome  of  just 
being  sick.”  Adrenal  enlargement,  gastrointesti- 
nal ulcers,  and  thymicolymphatic  shrinkage  were 
constant  and  invariable  signs  of  damage  to  the 
body  when  it  was  faced  with  the  demand  of  meet- 
ing the  attack  of  any  disease.  These  changes  be- 
came recognized  as  objective  indices  of  stress  and 
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FIGURE  2.  Typical  triad  of  alarm  reaction.  (A)  Adrenals. 
(B)  Thymus.  (C)  Group  of  three  lymph  nodes.  (D)  Inner 
surface  of  stomach.  Organs  on  left  are  those  of  normal 
rat,  those  on  right  of  one  exposed  to  frustrating  psycholog- 
ic stress  of  being  forcefully  immobilized.  Note  marked  en- 
largement and  dark  discoloration  of  adrenals  due  to  con- 
gestion and  discharge  of  fatty  secretion  granules,  intense 
shrinkage  of  thymus  and  lymph  nodes,  and  the  numerous 
blood-covered  stomach  ulcers  in  alarmed  rat.8 

furnished  a basis  for  developing  the  entire  stress 
concept. 

The  reaction  was  first  described  in  Nature  as  “A 
Syndrome  Produced  by  Various  Nocuous  Agents,” 
and  subsequently  it  became  known  as  the  general 
adaptation  syndrome  (GAS)  or  biologic  stress  syn- 
drome.9 In  the  same  report,  I also  suggested  the 
name  “alarm  reaction”  for  the  initial  response, 
arguing  that  it  probably  represents  the  somatic  ex- 
pression of  a generalized  “call  to  arms”  of  the 
body’s  defensive  forces. 

General  adaptation  syndrome 

The  alarm  reaction,  however,  was  evidently  not 


the  entire  response.  On  continued  exposure  to 
any  noxious  agent  capable  of  eliciting  this  reac- 
tion, a stage  of  adaptation  or  resistance  ensues.  In 
other  words,  no  organism  can  be  maintained  con- 
tinuously in  a state  of  alarm.  If  the  agent  is  so 
drastic  that  continued  exposure  becomes  incom- 
patible with  life,  the  animal  dies  during  the  alarm 
reaction  within  the  first  hours  or  days.  If  it  can 
survive,  this  initial  reaction  is  necessarily  followed 
by  the  “stage  of  resistance.”  The  manifestations 
of  this  second  phase  are  quite  different  from,  and 
in  many  instances  the  exact  opposite  of,  those 
which  characterize  the  alarm  reaction.  For  exam- 
ple, during  the  alarm  reaction,  the  cells  of  the 
adrenal  cortex  discharge  their  secretory  granules 
into  the  blood  stream  and  thus  become  depleted  of 
corticoid-containing  lipid  storage  material;  in  the 
stage  of  resistance,  on  the  other  hand,  the  cortex 
becomes  particularly  rich  in  secretory  granules. 
In  the  alarm  reaction,  there  is  hemoconcentration, 
hypochloremia,  and  general  tissue  catabolism, 
whereas  during  the  stage  of  resistance  there  is  he- 
modilution,  hyperchloremia,  and  anabolism,  with 
a return  toward  normal  body  weight. 

Curiously,  after  still  more  exposure  to  the  nox- 
ious agent,  the  acquired  adaptation  is  lost  again. 
The  animal  enters  into  a third  phase,  the  “stage  of 
exhaustion,”  which  inexorably  follows  as  long  as 
the  stressor  is  severe  enough  and  applied  for  a suf- 
ficient length  of  time.  Because  of  its  great  practi- 
cal importance,  it  should  be  pointed  out  that  the 
triphasic  nature  of  the  general  adaptation  syn- 
drome gave  us  the  first  indication  that  the  body’s 
adaptability,  or  “adaptation  energy,”  is  finite 
since,  under  constant  stress,  exhaustion  eventually 
ensues.  We  still  do  not  know  precisely  what  is 
lost,  except  that  it  is  not  merely  caloric  energy, 
since  food  intake  is  normal  during  the  stage  of  re- 
sistance. Hence,  one  would  think  that  once  adap- 
tation has  occurred  and  ample  energy  is  available, 
resistance  should  go  on  indefinitely.  But  just  as 
any  inanimate  machine  gradually  wears  out,  so 
does  the  human  machine  sooner  or  later  become 
the  victim  of  constant  wear  and  tear.  These  three 
stages  are  reminiscent  of  childhood,  with  its  char- 
acteristic low  resistance  and  excessive  responses  to 
any  kind  of  stimulus,  adulthood,  during  which  the 
body  has  adapted  to  most  commonly  encountered 
agents  and  resistance  is  increased,  and  senility, 
characterized  by  loss  of  adaptability  and  eventual 
exhaustion  (Fig.  3). 

Our  reserves  of  adaptation  energy  might  be 
compared  to  an  inherited  fortune  from  which  we 
can  make  withdrawals  but  to  which  there  is  no  evi- 
dence that  we  can  make  additional  deposits. 
After  exhaustion  from  excessively  stressful  activi- 
ty, sleep  and  rest  can  restore  resistance  and  adapt- 
ability very  close  to  previous  levels,  but  complete 
restoration  is  probably  impossible.  Every  biologic 
activity  causes  wear  and  tear;  it  leaves  some  irre- 
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FIGURE  3.  Three  phases  of  general  adaptation  syndrome. 


versible  “chemical  scars”  which  accumulate  to 
constitute  the  signs  of  aging.  Thus,  adaptability 
should  be  used  wisely  and  sparingly  rather  than 
recklessly  squandered  by  “burning  the  candle  at 
both  ends.” 

Discoveries  since  1936  have  linked  nonspecific 
stress  with  numerous  biochemical  and  structural 
changes  of  previously  unknown  origin.  There  has 
also  been  considerable  progress  in  analyzing  the 
mediation  of  stress  reactions  by  hormones.  It  is 
now  generally  recognized  that  only  one  aspect  of 
the  acute  phase  of  the  alarm  reaction  to  stressors 
is  represented  by  the  emergency  discharge  of 
adrenaline.  The  hypothalamus-pituitary-adreno- 
cortical  axis  is  at  least  equally  important  in  main- 
taining homeostasis  and  also  is  probably  instru- 
mental in  regulating  many  disease  phenomena. 

This  coordinated  system  involves  the  hypothal- 
amus, a nerve  center  at  the  base  of  the  brain,  that 
is  connected  to  the  pituitary  gland  or  hypophysis, 
which  regulates  the  activity  of  the  adrenal  cortex. 
In  response  to  excitation  by  a stressor,  the  hypo- 
thalamus releases  a chemical  messenger  that  stim- 
ulates the  pituitary  to  discharge  ACTH  (adreno- 
corticotrophic  hormone)  into  the  blood.  In  turn, 
ACTH  induces  the  adrenal  cortex  to  secrete  hor- 
mones which  I called  corticoids,  such  as  cortisone. 


These  cause  thymus  shrinkage  along  with  other 
changes,  including  atrophy  of  the  lymph  nodes,  in- 
hibition of  inflammatory  reactions,  and  produc- 
tion of  sugar  which  serves  as  a readily  available  en- 
ergy source. 

Development  of  peptic  ulcers  in  the  stomach 
and  intestine,  which  are  also  features  of  the  stress 
reaction,  is  facilitated  by  the  increased  level  of  cor- 
ticoids in  the  blood,  but  the  autonomic  nervous 
system  also  plays  a role  in  eliciting  them. 

Some  maladies  are  due  not  to  any  particular  pa- 
thogen but  to  a faulty  adaptive  response  by  the 
body  to  the  stress  induced  by  the  pathogen.  Such 
maladaptations  are  brought  about  by  derange- 
ments in  hormonal  secretion,  and  we  have  called 
the  resulting  ailments  “diseases  of  adaptation.” 
Included  in  this  category  are  insomnia,  upset 
stomachs,  high  blood  pressure,  gastric  and  duo- 
denal ulcers,  and  certain  allergies,  as  well  as  car- 
diovascular and  kidney  diseases.1 

Syntoxic  and  catatoxic  responses 

In  the  course  of  human  evolution,  the  body  has 
developed  two  basic  mechanisms  for  defense 
against  potentially  injurious  aggressors,  whether  of 
external  or  internal  origin.  These  two  types  of  re- 
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actions,  on  which  homeostasis  mainly  depends,  are 
known  as  syntoxic,  from  syn,  meaning  together, 
and  catatoxic,  from  cata,  meaning  against.  The 
former  help  us  put  up  with  the  aggressor  while  the 
latter  destroy  it.  Syntoxic  stimuli,  acting  as  tissue 
tranquilizers,  create  a state  of  passive  tolerance 
which  permits  peaceful  coexistence  with  aggres- 
sors. In  the  case  of  catatoxic  agents,  chemical 
changes,  mainly  the  induction  of  destructive  en- 
zymes, generate  an  active  attack  on  the  pathogen, 
usually  by  accelerating  its  metabolic  degradation. 

Corticoids,  substances  produced  by  the  adrenal 
cortex,  are  among  the  most  effective  syntoxic  hor- 
mones. Of  these,  the  best  known  are  the  anti-in- 
flammatory group,  including  cortisone,  and  related 
substances  which  inhibit  inflammation  and  many 
essentially  defensive  immune  reactions  such  as  the 
active  rejection  of  grafted  foreign  tissues,  that  is, 
hearts  or  kidneys. 

The  main  purpose  of  inflammation  is  to  prevent 
the  spread  of  irritants  into  the  bloodstream  by  lo- 
calizing them  within  a barricade.  However,  when 
the  foreign  agent  is  itself  innoxious  and  causes  dis- 
ease only  by  inciting  an  exaggerated  defense  reac- 
tion, the  suppression  of  inflammation  is  advanta- 
geous. Thus,  anti-inflammatory  corticoids  have 
proved  effective  in  treating  diseases  whose  major 
complaint  is  inflammation  itself  of  the  joints,  eyes, 
or  respiratory  passages. 

On  the  other  hand,  when  the  aggressor  is  dan- 
gerous, the  defensive  reaction  should  be  increased 
above  the  normal  level.  This  is  accomplished  by 
catatoxic  substances  carrying  a chemical  message 
to  the  tissues  to  destroy  the  invader  even  more  ac- 
tively than  usual. 

The  indirect  production  of  disease  by  inappro- 
priate or  excessive  adaptive  reactions  is  well  illus- 
trated by  the  following  example  drawn  from  every- 
day life.  If  you  meet  a loudly  insulting  but  ob- 
viously harmless  drunk,  nothing  will  happen  if  you 
take  a syntoxic  attitude  by  going  past  and  ignoring 
him.  But  if  you  respond  catatoxically,  by  fighting, 
or  even  only  preparing  to  fight,  the  outcome  may 
be  tragic.  You  will  discharge  adrenaline-type  hor- 
mones that  increase  blood  pressure  and  pulse  rate, 
while  your  whole  nervous  system  becomes  alarmed 
and  tense.  If  you  happen  to  be  a coronary  candi- 
date, you  might  end  up  with  a fatal  brain  hemor- 
rhage or  cardiac  accident.  In  that  case,  your 
death  will  have  been  caused  by  your  own  biologi- 
cally suicidal  choice  of  the  wrong  reaction.  The 
proper  response  to  a stressor  always  depends  on 
the  particular  circumstances. 

One  of  the  most  intriguing  and  significant  find- 
ings in  recent  stress — research  concerns  the  pro- 
phylactic and  therapeutic  potential  of  condition- 
ing to  stress.  It  has  been  demonstrated,  for  exam- 
ple, that  prior  application  of  stress  can  protect 
against  certain  cardiotoxic  agents.  It  remains  to 
be  seen  to  what  extent  these  experimental  results 


are  applicable  to  the  human  diseases  which  they 
are  meant  to  simulate.  But  the  laboratory  obser- 
vations on  the  body’s  methods  for  fighting  distress 
have  already  helped  us  to  lay  the  foundations  for  a 
biologically  justifiable  code  of  behavior,  one  de- 
signed to  achieve  the  pleasant  stress  of  fulfillment, 
known  technically  as  “eustress”  from  the  Greek 
“eu”  meaning  good,  as  in  euphemia  and  euphoria, 
without  the  harmful  consequences  of  damaging 
stress,  that  is,  distress. 

At  first  sight,  it  is  odd  that  the  laws  governing 
life’s  responses  at  such  different  levels  as  a cell,  a 
whole  person,  or  even  a nation  should  be  so  essen- 
tially similar.  Yet,  this  type  of  uniformity  is  true 
of  all  great  laws  of  Nature.  For  example,  in  the 
inanimate  world,  arrangement  of  matter  and  ener- 
gy in  orbits  circulating  around  a center  is  quite 
characteristic  of  the  largest  celestial  bodies  as  well 
as  of  individual  atoms.  Why  is  it  that  on  these  op- 
posite levels,  the  smallest  and  the  largest,  the  sat- 
ellites circling  a huge  planet  and  the  minute  elec- 
trons around  an  atomic  nucleus,  should  go  around 
in  orbits? 

We  find  comparable  similarities  in  the  great 
laws  governing  living  matter.  Countless  phenom- 
ena run  in  cycles,  such  as  the  periodically  recur- 
ring needs  for  food,  water,  sleep,  and  sexual  activi- 
ty. Damage  is  unavoidable  unless  each  cycle  runs 
its  full  course. 

In  terms  of  controllable  human  conduct,  inter- 
ference with  the  fulfillment  and  completion  of 
man’s  natural  drives  lead  to  as  much  distress  as 
the  forced  prolongation  and  intensification  of  any 
activity  beyond  the  desired  level.  Ignoring  these 
rules  leads  to  frustration,  fatigue,  and  exhaustion 
which  can  progress  to  a mental  or  physical  break- 
down. 

In  formulating  a natural  code  of  behavior,  these 
thoughts  are  of  fundamental  importance.  We 
must  not  only  understand  the  deep-rooted  biologic 
need  for  the  completion  and  fulfillment  of  our  as- 
pirations, but  we  must  also  know  how  to  handle 
these  in  harmony  with  our  particular  inherited  ca- 
pacities. Not  everybody  is  born  with  the  same 
amount  of  adaptation  energy. 

Work — a biologic  necessity 

Most  people  consider  their  work  to  be  their  pri- 
mary function  in  life.  For  the  man  or  woman  of 
action,  one  of  the  most  difficult  things  to  bear  is 
enforced  inactivity  during  prolonged  hospitaliza- 
tion or  after  retirement. 

Just  as  our  muscles  become  flabby  and  degener- 
ate if  not  used,  so  our  brain  slips  into  chaos  and 
confusion  unless  we  constantly  use  it  for  some 
work  that  seems  worthwhile  to  us.  The  average 
person  thinks  he  works,  for  economic  security  or 
social  status,  but  at  the  end  of  a most  successful 
business  career  when  he  finally  achieves  this,  there 
remains  nothing  to  fight  for.  There  is  no  hope  for 
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progress  and  only  the  boredom  of  assured  mono- 
tony. The  question  is  not  whether  we  should  or 
should  not  work,  but  what  kind  of  work  suits  us 
best. 

The  Western  world  is  being  racked  by  the  insa- 
tiable demand  for  less  work  and  more  pay.  In 
practice,  the  urgency  of  the  clamor  for  improve- 
ment does  not  depend  so  much  on  the  number  of 
working  hours  or  the  salaries  earned  as  on  the  de- 
gree of  dissatisfaction  with  life.  We  could  do 
much,  and  at  little  cost,  by  fighting  this  dissatis- 
faction. Many  people  suffer  because  they  have  no 
particular  taste  for  anything,  no  hunger  for 
achievement.  These,  and  not  those  who  earn  lit- 
tle, are  the  true  paupers  of  mankind.  What  they 
need  more  than  money  is  guidance. 

If  man  has  no  more  incentive  to  work  out  his 
role  as  homo  faber,  he  is  likely  to  seek  destructive, 
revolutionary  outlets  to  relieve  his  basic  need  for 
self-assertive  activity.  He  may  be  able  to  solve  his 
age-old  problem  of  having  to  live  by  the  sweat  of 
his  brow,  but  the  fatal  enemy  of  all  utopias  is  bore- 
dom. What  we  shall  have  to  do  after  technology 
makes  most  “useful  work”  redundant  is  to  invent 
new  occupations.  It  will  require  a full-scale  effort 
to  teach  “play  professions,”  such  as  the  arts,  phi- 
losophy, crafts,  and  science,  to  the  public  at  large; 
there  is  no  limit  to  how  much  man  can  work  on  the 
perfection  of  his  own  self  and  on  giving  pleasure  to 
others. 

“Earn  thy  neighbor’s  love’’ 

Each  person  must  find  a way  to  relieve  his  pent- 
up  energy  without  creating  conflicts  with  his  fel- 
lowmen.  Such  an  approach  not  only  ensures 
peace  of  mind  but  also  earns  the  goodwill,  respect, 
and  even  love  of  our  fellowmen,  the  highest  degree 
of  security  and  the  most  noble  “status  symbol”  to 
which  man  can  aspire. 

This  philosophy  of  hoarding  a wealth  of  respect 
and  friendship  is  merely  one  reflection  of  the 
deep-rooted  instinct  of  man  and  animals  to  collect. 
It  is  as  characteristic  of  ants,  bees,  squirrels,  and 
beavers  as  of  the  capitalist  who  collects  money  to 
put  away  in  the  bank.  The  same  impulse  drives 
entire  human  societies  to  amass  a system  of  roads, 
telephones,  cities,  and  fortifications  that  strike 


them  as  useful  means  of  accumulating  the  ingredi- 
ents of  future  security  and  comfort. 

In  man,  this  urge  first  manifests  itself  when 
children  start  to  amass  match  boxes,  shells,  or 
stickers;  it  continues  when  adults  gather  stamps  or 
coins.  The  natural  drive  for  collecting  is  certainly 
not  an  artificial,  indoctrinated  tradition.  By  col- 
lecting certain  things,  you  acquire  status  and  secu- 
rity in  your  community.  The  guideline  of  earning 
love  merely  attempts  to  direct  the  hoarding  in- 
stinct towards  what  I consider  the  most  perma- 
nent and  valuable  commodity  that  man  can  col- 
lect: a huge  capital  of  goodwill  which  protects 

him  against  personal  attacks  by  his  fellowmen. 

To  live  literally  by  the  Biblical  command  of 
“Love  thy  neighbor  as  thyself’  only  leads  to  guilt 
feelings,  because  it  cannot  be  reconciled  with  the 
laws  of  objective  science.  Whether  we  like  it  or 
not,  egotism  is  an  inescapable  characteristic  of  all 
living  beings.  But  we  can  continue  to  benefit  by 
the  wisdom  of  this  time-honored  maxim  if,  in  the 
light  of  modern  biologic  research,  we  merely  re- 
word it.  Let  our  guide  for  conduct  be  the  motto: 
“Earn  thy  neighbor’s  love.”10 
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may  be  characterized  by  cylindruria,  oliguria,  proteinuria,  or  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN,  or  creatinine).  Evidence  of 
impairment  in  renal,  vestibular,  orauditory  function  requires  discontinua- 
tion of  the  drug  or  dosage  adjustment. 

Nebcin  should  be  used  with  caution  in  premature  and  neonatal  infants 
because  of  their  renal  immaturity  and  the  resulting  prolongation  of  serum 
half-life  of  the  drug. 

In  the  case  of  overdosage  or  toxic  reactions,  peritoneal  dialysis  or  hemo- 
dialysis will  help  remove  tobramycin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible,  and 
prolonged  concentrations  above  12mcg./ml.  should  be  avoided.  Urine 
should  be  examined  for  increased  excretion  of  protein,  cells,  and  casts. 

Concurrent  and  sequential  use  of  other  neurotoxic  and/or  nephrotoxic 
antibiotics,  particularly  streptomycin,  neomycin,  kanamycin,  gentamicin, 
cephaloridine,  paromomycin,  viomycin,  polymyxin  B,  andcolistin,  should 
be  avoided. 

Nebcin  should  not  be  given  concurrently  with  potent  diuretics.  Some 
diuretics  themselves  cause  ototoxicity,  and  intravenously  administered 
diuretics  enhance  aminoglycoside  toxicity  by  altering  antibiotic  concentra- 
tions in  serum  and  tissue. 

Usage  in  Pregnancy— Safety  of  this  product  for  use  during  pregnancy 
has  not  been  established. 


Description:  Tobramycin  sulfate,  a water-soluble  antibiotic  of  the  aminoglycoside 
group,  is  derived  from  the  actinomycete  Strepfomyces  tenebrariu s.  Nebcin  Injec- 
tion is  a clear  and  colorless  sterile  aqueous  solution  for  parenteral  administra- 
tion. It  is  stable  and  requires  no  refrigeration. 

Indications  and  Usage:  Nebcin  is  indicated  for  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms:  Pseudomonas 
aeruginosa,  Escherichia  coli,  Proteus  sp.  (indole-positive  and  indole-negative), 
Providencia,  Klebsiella-Enterobacter-Serratia  group,  Citrobacter  sp. , group  D 
streptococci,  and  staphylococci,  including  Staphylococcus  aureus  (coagulase- 
positive  and  coagulase-negative). 

Nebcin  is  indicated  in  the  treatment  of  septicemia;  central-nervous-system 
infections,  including  meningitis;  neonatal  sepsis;  serious  lower  respiratory  infec- 
tions; gastrointestinal  infections,  including  peritonitis;  and  serious  skin,  bone, 
and  soft-tissue  infections,  including  burns,  caused  by  the  susceptible  organisms 
listed  above.  Clinical  studies  have  shown  Nebcin  also  to  be  effective  in  serious 
complicated  and  recurrent  urinary  tract  infections  due  to  these  organisms. 
Aminoglycosides,  including  Nebcin,  are  not  indicated  in  uncomplicated  initial 
episodes  of  urinary  tract  infections  unless  thecausative  organisms  are  not 
susceptible  to  antibiotics  having  less  potential  toxicity.  Nebcin  may  be  considered 
in  serious  staphylococcal  infections  when  penicillin  or  other  potentially  less  toxic 
drugs  are  contraindicated  and  when  bacterial  susceptibility  testing  and  clinical 
judgment  indicate  its  use. 

Bacterial  cultures  should  be  obtained  prior  to  and  during  treatment  to  isolate 
and  identify  etiologic  organisms  and  to  test  their  susceptibility  to  tobramycin.  If 
susceptibility  tests  show  that  the  causative  organisms  are  resistant  to  tobramy- 
cin, other  appropriate  therapy  should  be  instituted.  In  patients  in  whom  gram 
negative  septicemia,  neonatal  sepsis,  or  meningitis  is  suspected,  including  those 
in  whom  concurrent  therapy  with  a penicillin  or  cephalosporin  and  an  aminogly 
coside  may  be  indicated,  treatment  with  Nebcin  may  be  initiated  before  the 
results  of  susceptibility  studies  are  obtained.  The  decision  to  continue  therapy 
with  Nebcin  should  be  based  on  the  results  of  susceptibility  studies,  the 
severity  of  the  infection,  and  the  important  additional  concepts  discussed  in  the 
WARNINGS  box  above. 

Contraindication:  A history  of  hypersensitivity  to  tobramycin  is  a contraindication 
to  its  use. 

Warnings:  See  WARNINGS  box  above. 

Precautions:  Specimens  should  be  collected  during  therapy  for  examination,  as 
recommended  in  the  WARNINGS  box. 

Neuromuscular  blockade  and  respiratory  paralysis  have  been  reported  in  cats 
receiving  very  high  doses  of  tobramycin  (40  mg.  / Kg  ).  The  possibility  that  these 
phenomena  may  occur  in  man  should  be  considered  if  tobramycin  is  adminis- 
tered to  patients  who  are  also  receiving  neuromuscular  blocking  agents,  such  as 
succmylcholine  or  tubocurarine. 


Cross-allergenicity  among  aminoglycosides  has  been  demonstrated. 

If  overgrowth  of  nonsusceptible  organisms  occurs,  appropriate  therapy  should 
be  initiated. 

Adverse  Reactions:  Nephrotoxicity— Renal  function  changes,  as  shown  by  rising 
BUN,  NPN,  and  serum  creatinine  and  by  oliguria,  cylindruria,  and  increased 
proteinuria,  have  been  reported,  especially  in  patients  with  a history  of  renal 
impairment  who  are  treated  for  longer  periods  or  with  higher  doses  than  those 
recommended. 

Neurotoxicity— Adverse  effects  on  both  the  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  noted,  especially  in  patients  receiving  high  doses  or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring  in  the 
ears,  and  hearing  loss. 

NOTE:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal  function 
who  do  not  receive  Nebcin  in  higher  doses  or  for  longer  periods  of  time  than 
those  recommended. 

Other  reported  adverse  reactions  possibly  related  to  Nebcin  include  increased 
serum  transaminase  (SGOT,  SGPT)and  increased  serum  bilirubin;  anemia, 
granulocytopenia,  and  thrombocytopenia;  and  fever,  rash,  itching,  urticaria, 
nausea,  vomiting,  headache,  and  lethargy. 

Suggested  Dosage  Guides— I.M./I.V.: 

Usual  dosage  for  adults,  children,  and  older  infants  (normal  renal  function)— 

3 mg. /Kg. /day  administered  in  three  equal  doses  every  eight  hours.  In  life- 
threatening  situations,  the  dosage  may  be  increased  up  to  5 mg.  / Kg.  /day 
administered  in  three  or  four  equal  doses.  This  dosage  should  be  reduced  to 
3 mg. /Kg. /day  as  soon  as  clinically  indicated.  (Refer  to  Table  1 for 
dosage  schedule.) 

Dosage  for  neonate  s up  to  one  week  of  age  (normal  renal  function)— 

Up  to  4 mg. /Kg. /day  may  be  given  in  two  equal  doses  every  twelve  hours. 

The  usual  duration  of  treatment  is  seven  to  ten  days. 

Dosage  guidelines  for  adult  or  pediatric  patients  with  reduced  renal  function— 
After  a loading  dose  of  1 mg.  /Kg.,  subsequent  dosage  must  be  adjusted  either 
with  reduced  doses  at  eight-hour  intervals  or  with  normal  doses  at  prolonged 
intervals.  To  determine  the  reduced  dose  at  eight-hour  intervals,  see  the  conven- 
ient nomogram  in  the  package  literature.*  Tocalculate  normal  dosage  at 
prolonged  intervals  (if  the  creatinine  clearance  rate  is  not  available  and  the 
patient's  condition  is  stable),  the  following  formula  may  be  used: 

1 mg. /Kg.  q.  (6  x serum  creatinine)  h. 

Neither  regimen  should  be  used  when  dialysis  is  being  performed. 

I.V.  Administration— The  usual  volume  of  diluent  for  adults  is  50  to  100  ml.  For 
children,  the  volume  of  diluent  should  be  proportionately  less  than  for  adults. 

The  diluted  solution  usually  should  be  infused  over  a period  of  twenty  to  sixty 
minutes. 

An  alternate  rough  guide  for  determining  reduced  dosage  at  eight-hour  intervals  (for  patients 
whose  steady-state  serum  creatinine  values  are  known)  is  to  divide  the  normally  recommended 
dose  by  the  patient’s  serum  creatinine. 


Table  1 Dosage  Schedule  Guide  for  Adults  with  Normal  Renal  Function 
(Dosage  at  Eight  Hour  Intervals) 


For  Patient 
Weighing 
Kg.  Lb. 

Usual  Dose  for 
Serious  Infections 

1 mg./Kg.q  8h. 
(Total,  3mg./Kg./day) 

Maximum  Dose  for  Life- 
Threatening  Infections 
(Reduce  as  soon  as  possible) 

1.66mg./Kg.  q.8h. 
(Total,  5mg. /Kg. /day)  • 

mg. /dose 

ml./dose+ 

mg. /dose 

ml./dose+ 

q.  8 h. 

q.  8 h. 

120 

264 

120  mg. 

3 ml. 

200  mg. 

5 ml. 

115 

253 

115  mg. 

2.9  ml. 

191  mg. 

4.75ml. 

110 

242 

1 10  mg. 

2.75  ml. 

183  mg. 

4.5  ml 

105 

231 

105  mg. 

2.6  ml. 

175  mg. 

4.4  ml. 

100 

220 

100  mg. 

2.5  ml. 

166  mg. 

4.2  ml. 

95 

209 

95  mg. 

2.4  ml. 

158  mg. 

4 ml. 

90 

198 

90  mg. 

2.25ml. 

150  mg. 

3.75ml. 

85 

187 

85  mg. 

2.1  ml. 

141  mg. 

3.5  ml. 

80 

176 

80  mg. 

2 ml. 

133  mg. 

3.3  ml. 

75 

165 

75  mg. 

1.9  ml. 

125  mg. 

3.1  ml. 

70 

154 

70  mg. 

1.75  ml. 

116  mg. 

2.9  ml. 

65 

143 

65  mg. 

1.6  ml. 

108  mg. 

2.7  ml. 

60 

132 

60  mg. 

1.5  ml. 

100  mg 

2.5  ml. 

55 

121 

55  mg. 

1.4  ml. 

91  mg. 

2.25ml. 

50 

110 

50  mg. 

1.25ml. 

83  mg. 

2.1  ml. 

45 

99 

45  mg. 

1.1  ml 

75  mg. 

1.9  ml. 

40 

88 

40  mg. 

1 ml. 

66  mg. 

1.6  ml. 

1 Applicable  to  all  product  forms  except  Nebcin,  Pediatric.  Inaction  (see  How  Supplied) 


How  Supplied:  Ampoules  Nebcin R (tobramycin  sulfate.  Lilly)  Infection,  80  mg 
(equivalent  to  tobramycin)  per  2 ml.,  2 ml.,  rubber-stoppered. 

Ampoules  Nebcin,  Pediatric,  Infection,  20  mg.  (equivalent  to  tobramycin)  per  2 
ml..  2 ml.,  rubber  stoppered. 

Hyporets R (disposable  syringes,  Lilly)  Nebcin  Injection,  60  mg.  (equivalent  to 
tobramycin)  per  1.5ml.,  1.5  ml.,  and  80  mg.  (equivalent  to  tobramycin)  per  2 
ml..  2 ml.,  in  packagesof  24. 

Each  ml.  also  contains  5 mg.  phenol  as  a preservative,  3.2  mg.  sodium  bisul 
fite,  0. 1 mg.  disodium  edetate,  and  water  for  infection,  q.s.  Sulfuric  acid  and/or 
sodium  hydroxide  may  have  been  added  to  adfust  the  pH.  (06307s] 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lillyand  Company 
Indianapolis,  Indiana  46206 
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Diagnostic 
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From  the  Department  of  Surgery,  New  York  Medical  College, 
Metropolitan  Hospital  Center 

In  consideration  of  blunt  abdominal  trauma,  the 
recognition  that  an  intraperitoneal  injury  exists 
may  be  difficult  to  assess,  and  this  uncertainty 
continues  to  challenge  the  diagnostic  acumen  of 
the  surgeon.  If  there  is  peritoneal  irritation,  ab- 
sent peristalsis,  tenderness,  and  external  evidence 
of  trauma  over  the  abdomen,  the  recognition  of  in- 
traperitoneal injury  may  be  obvious.  However, 
when  severe  multiple  injuries  are  present,  serious 
injury  within  the  abdominal  cavity  may  go  unrec- 
ognized, or  a delay  in  diagnosis  may  occur  because 
of  the  concentration  of  the  surgeon  on  more  ob- 
vious injury.  Head  injuries,  acute  alcoholic  stu- 
por, and  shock  make  evaluation  more  difficult  and 
may  further  complicate  the  diagnostic  problem. 
Unlike  trauma  to  the  extremities  and  thorax, 
where  physical  examination  and  x-ray  films  often 
reveal  the  extent  and  seriousness  of  the  injury,  ab- 
dominal trauma  is  more  difficult  to  assess  and  in- 
terpret for  proper  management. 

Initially,  there  is  no  substitute  for  immediate 
careful  inspection,  complete  physical  examination, 
and  history  evaluation  if  possible.  Patients  sus- 
pected of  having  an  abdominal  injury  are  exposed 
to  two  risks:  delay  in  surgical  intervention,1  or 

unnecessary  celiotomy,2  in  which  no  intra-abdomi- 
nal injury  is  present. 

Presented  at  the  169th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  joint  meeting  with  Session  on  Emergency  Medicine, 
Tuesday,  March  11, 1975. 


Therefore,  attempts  should  be  directed  toward 
early  and  accurate  diagnosis  to  arrive  at  prompt, 
correct  management. 

Diagnostic  methods 

Abdominal  paracentesis.  Abdominal  para- 
centesis is  a safe,  simple  diagnostic  tool  in  the  de- 
tection of  hemoperitoneum  in  patients  with  blunt 
abdominal  trauma;  however,  its  accuracy  is  related 
to  the  amount  of  blood  within  the  peritoneal  cavi- 
ty.3 It  is  estimated  that  an  abdominal  tap  will 
show  positive  findings  in  less  than  20  per  cent  of 
patients  with  200  ml.  of  blood  within  the  perito- 
neal cavity.  Patients  with  500  ml.  of  blood  within 
the  peritoneal  cavity  will  have  a positive  tap  find- 
ing 80  per  cent  of  the  time.  Most  clinical  reports 
reveal  accuracy  rates  of  about  80  per  cent.4  Since 
only  a positive  tap  finding  is  meaningful,  a nega- 
tive finding  does  not  rule  out  the  presence  of  blood 
or  other  types  of  peritoneal  contaminants.5  The 
negative  tap  finding  therefore  signifies  nothing, 
and  may  jeopardize  the  early  detection  of  abdomi- 
nal injury  by  providing  a false  sense  of  security  to 
the  physician.6 

Peritoneal  lavage.  Because  of  the  significant 
number  of  false  negative  results  occurring  with  ab- 
dominal paracentesis,  a more  reliable  test  was 
needed.  A technique  of  peritoneal  lavage  in  pa- 
tients was  described  by  Root  et  al.  in  1965.'  A 
follow-up  study  of  304  patients  in  1970  by  Perry, 
DeMueles,  and  Root8  in  whom  this  technique  was 
utilized  revealed  a 96  per  cent  accuracy  rate. 
Other  clinical  studies  have  reinforced  the  concept 
and  found  it  to  be  rapid,  safe,  and  reliable.2’9-11 

Indications.  Peritoneal  lavage  is  not  performed 
routinely  on  all  patients  seen  with  abdominal  trau- 
ma. Patients  with  unreliable  physical  findings  are 
evaluated  by  aspiration  and  if  the  results  disclose 
negative  findings,  peritoneal  lavage  is  performed. 
Indications  are:  (1)  patients  with  suspected  intra- 
abdominal injuries,  (2)  patients,  unconscious  due 
to  head  injuries,  alcoholism,  or  drugs,  with  blunt 
abdominal  trauma  who  do  not  have  other  indica- 
tions for  celiotomy,  (3)  patients  with  spinal-cord 
injuries  with  unreliable  physical  findings,  and  (4) 
patients  with  equivocal  abdominal  findings. 

Contraindications:  (1)  Multiple  abdominal 

scars:  adhesions  increase  likelihood  of  trapped 

fluid  and  iatrogenic  perforation  of  intestine,  (2) 
pregnancy,  and  (3)  obvious  clinical  indications  for 
operative  intervention  such  as  positive  abdominal 
tap  findings,  with  a needle  or  catheter,  or  pene- 
trating wounds  of  the  abdomen. 

Complications:  (1)  puncture  of  small  and  large 
bowel,  (2)  puncture  of  mesenteric  vessels,  (3)  re- 
troperitoneal hematoma,  and  (4)  puncture  of  uri- 
nary bladder 

Technique.  The  technique  used  is  similar  to 
that  described  by  Perry,  DeMueles,  and  Root8 
(Fig.  1).  The  urinary  bladder  is  emptied;  the  ab- 


October  1 975/  New  York  State  Journal  of  Medicine  2149 


UMBILICUS 


SITE  OF  INSERTION 
OF  LAVAGE  CATHETER, 


FIGURE  1.  Diagnostic  peritoneal  lavage  technique.8 


dominal  wall  is  prepared,  draped,  and  the  stab 
wound  site  is  selected  in  the  midline  about  3 cm. 
below  the  umbilicus.  Local  anesthesia  is  applied 
using  1 per  cent  lidocaine  (Xylocaine)  with  epi- 
nephrine, and  a small  incision  is  made  midline  in 
the  skin.  A standard  adult  peritoneal  dialysis 
catheter*  is  inserted  in  the  incision  and  the  stylet 
advanced  until  the  peritoneum  is  penetrated  and 
the  stylet  removed.  The  catheter  is  then  ad- 
vanced toward  the  pelvis.  A syringe  is  attached  to 
the  catheter,  and  the  peritoneal  cavity  is  aspirated. 
If  nonclotting  blood  is  obtained,  the  tap  reveals 
positive  findings,  and  a celiotomy  is  indicated.  If 
no  fluid  or  blood  is  aspirated,  then  1,000  ml.  of 
balanced  electrolyte  solution  (Ringer’s  lactate  so- 
lution) is  infused  into  the  peritoneal  cavity  (10  ml. 
per  kilogram  in  children)  over  five  to  ten  minutes 
through  intravenous  tubing  attached  to  the  dialy- 
sis catheter.  If  there  is  no  contraindication,  the 
patient  is  turned  side-to-side  for  dispersion  of  the 
fluid.  After  infusion,  the  empty  intravenous  bot- 
tle is  lowered  to  the  floor  and  the  fluid  is  siphoned 
from  the  abdominal  cavity.  The  recovered  fluid  is 
visually  and  quantitatively  analyzed. 

Interpretation  of  lavage  fluid.  A sample  of  the 
recovered  lavage  fluid  is  sent  to  the  laboratory  for 
the  following  tests:  red  blood-cell  and  white 

blood-cell  counts,  amylase  level,  bile,  and  bacteria. 
In  accordance  with  the  criteria  established  by 
Root  et  al .,7  the  peritoneal  lavage  findings  are 
considered  positive  when: 

1.  There  is  aspiration  of  gross  nonclotting  blood 
without  lavage 

2.  Lavage  fluid  contains  100,000  red  blood  cells  per 
cubic  millimeter,  or  more 

3.  Lavage  fluid  contains  500  white  blood  cells  per 
cubic  millimeter,  or  more 

4.  There  is  elevated  amylase  level 

5.  There  is  bile  or  intestinal  content  in  the  lavage 
fluid 

6.  There  are  bacteria  in  the  lavage  fluid 


This  report  outlines  the  technique  of  diagnostic 
peritoneal  lavage,  the  use  of  quantitative  micro- 
scopic analysis  of  the  recovered  fluid,  and  assess- 
ment of  hemoperitoneum  or  injury  of  abdominal 
organs.  Contraindications  and  complications  of 
the  procedure  are  also  discussed. 


Comments 

Peritoneal  lavage  is  rapidly  becoming  an  impor- 
tant diagnostic  measure  in  diagnosing  abdominal 
injury.  It  is  of  particular  importance  in  patients 
who  are  unconscious,  in  shock,  or  with  multiple 
system  injuries,  who  do  not  show  signs  of  perito- 
neal irritation  even  though  there  is  injury  to  the 
viscera. 

Conversely,  patients  who  may  have  physical 
findings  that  suggest  visceral  injury  but  in  reality 
do  not  have  any,  may  be  spared  an  unnecessary  ce- 
liotomy by  virtue  of  negative  findings  in  peritoneal 
lavage.  Diagnostic  peritoneal  lavage  can  provide 
reassuring  information  to  the  surgeon  and  can 
clarify  the  problem  at  hand. 

However,  the  test  can  be  too  sensitive  an  indica- 
tor, and  some  patients  with  minimal  bleeding  from 
trivial  injuries  may  be  operated  on.11 

Olsen,  Redman,  and  Hildreth11  have  suggested 
the  following  classification  in  the  management  of 
patients  who  have  had  quantitative  peritoneal  la- 
vage: 

I.  Lavage  findings  strongly  positive 

A.  Intra-abdominal  injury  likely 

B.  Celiotomy  indicated 

C.  Incidence  of  finding  significant  abdominal  in- 
jury 96  per  cent 

II.  Lavage  findings  weakly  positive 

A.  Intensive  evaluation  necessary  since  approxi- 
mately 33%  per  cent  of  patients  will  have  sig- 
nificant intra-abdominal  injuries 

B.  Celiotomy  on  selective  basis 

III.  Lavage  findings  negative 

A.  Intra-abdominal  injury  unlikely 

B.  Celiotomy  not  necessary  unless  there  are  other 
clinical  indications 

Since  not  all  serious  abdominal  injuries  produce 
hemoperitoneum,  analysis  of  the  lavage  fluid  for 
white  blood  cells,  amylase,  or  bacteria  is  helpful  in 
the  assessment  of  these  injuries.  Elevation  in 
amylase  levels  usually  indicates  perforated  intes- 
tine rather  than  injury  to  the  pancreas. 

Conclusion 


If  any  of  the  preceding  factors  are  found  in  the 
lavage  fluid,  celiotomy  is  indicated. 

* Trocath-McGaw,  V-4900.  McGaw  Products,  Division  of 
the  American  Hospital  Supply  Corporation,  Flushing,  New 
Yrfrk  11355. 


The  diagnosis  of  retroperitoneal  injuries  may  be 
difficult  by  lavage  alone.  Unless  the  posterior 
peritoneum  is  torn,  pancreatic,  duodenal,  urinary 
tract,  and  great-vessel  injuries  may  not  be  detect- 
ed by  lavage.11  Radiographic  studies  such  as  in- 
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travenous  pyelography  and  selective  visceral  angi- 
ography may  be  helpful  in  the  evaluation  of  these 
injuries. 

It  is  important  to  realize  that  special  diagnostic 
procedures  do  not  replace  physical  examination 
and  repeated  clinical  evaluation  of  the  patient. 
Peritoneal  lavage  is  of  value  only  when  performed 
carefully  and  with  meaningful  interpretation  of 
the  results. 

Department  of  Surgery 
New  York  Medical  College-Metropolitan  Hospital  Center 

1901  First  Avenue 
New  York,  New  York  10029 
(DR.  KAZARIAN) 
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The  need  for  early  and  accurate  diagnosis  of  UTI 
(urinary  tract  infection)  in  the  neonate  is  obvious, 
since  unrecognized  infection  may  result  in  chronic 
renal  damage  with  serious  functional  impairment. 
Clinical  signs  may  be  absent  or  variable,  and  accu- 
rate diagnosis  should  be  based  on  actual  demon- 
stration of  bacteria  in  urine.  Since  bacteria  are 
frequently  present  after  collection  of  the  urine 
specimen  by  bag  or  catheter  method,  high  bacteri- 
al counts  do  not  necessarily  indicate  infection.  It 
is  generally  agreed  that  percutaneous  suprapubic 
aspiration  of  the  bladder  in  children  and  newborn 
infants  is  the  best  technique  for  detecting  a signifi- 
cant bacteriuria;  a bacterial  colony  count  as  low  as 
1,000  per  ml.  may  signify  a low-grade  or  early 
UTI.1  4 Any  bacterial  growth  in  urine  collected 
by  percutaneous  bladder  puncture  is  generally 
considered  abnormal. 

In  the  neonatal  period,  the  incidence  of  bacteri- 
uria in  urine  collection  by  bag  and  catheter  meth- 
ods has  been  reported  in  range  from  10  to  25  per 
cent.1,2,5  O’Brien  et  al ,6  reported  an  incidence  of 
bacteriuria  of  0.17  per  cent  in  1,000  normal  infants 
in  the  first  month  of  life  using  the  clean-catch 
technique;  Edelmann  et  al.7  reported  bacteriuria  in 
0.7  per  cent  of  full-term  and  2.9  per  cent  of  prema- 
ture infants  when  the  urine  was  collected  by  both 
the  bag  method  and  by  suprapubic  aspiration. 


Urine  cultures,  taken  by  percutaneous  bladder  as- 
piration, were  studied  in  304  infants,  both  term 
and  preterm,  admitted  consecutively  to  the  inten- 
sive care  nursery  of  the  Jewish  Hospital  and  Medi- 
cal Center  of  Brooklyn.  Suprapubic  bladder  aspi- 
ration, successful  in  283,  is  a safe,  procedure  even 
in  the  smallest  infant.  The  incidence  of  bacteri- 
uria was  very  low,  2.1  per  cent,  and  the  incidence 
of  true  UTI  ( urinary  tract  infection)  requiring  an- 
timicrobial therapy  was  even  lower,  less  than  1 per 
cent.  Percutaneous  bladder  aspiration  is  reward- 
ing in  the  confirmation  of  UTI  in  the  high-risk 
neonate. 

I 

The  incidence  of  bacteriuria  in  a high-risk  nursery 
population  has  not  been  established.  To  evaluate 
the  feasibility  of  routine  screening  for  UTI  in  these 
high-risk  infants,  we  undertook  a bacteriologic 
survey  of  urine  collected  by  suprapubic  aspiration 
on  all  term  and  preterm  infants  of  various  birth 
weights  admitted  during  an  eight-month  period  to 
the  newborn  intensive  care  nursery.8 

Since  Guze  and  Kalmanson9  found  that  15  per 
cent  of  83  bacteriuric  rats  had  bacteremia  fol- 
lowing percutaneous  needle  aspiration  of  the  blad- 
der, blood  cultures  were  also  taken  on  each  infant 
within  fifteen  to  thirty  minutes  after  the  bladder 
aspiration. 

Materials  and  methods 

All  term  and  preterm  infants,  consecutively  ad- 
mitted to  the  intensive  care  nursery  over  an  eight- 
month  period  from  July,  1969,  to  March,  1970, 
were  included  in  the  study.  On  admission,  routine 
cultures  were  taken  from  the  cord,  nose  and 
throat,  and  rectal  areas,  and  a percutaneous  blad- 
der aspiration  was  done;  a blood  culture  from  a pe- 

TABLE  I.  Percutaneous  suprapubic  aspiration 
on  304  infants,  ranging  in  age  from  zero 
to  seven  days 

Number  of 


Characteristics 

infants 

Infants  under  thirty-six  weeks  of  age 

153 

Infants  over  thirty-six  weeks  of  age 

151 

Under  2,500  Gm.  in  weight 

66 

Over  2,500  Gm.  in  weight 

85 

Total  number  of  successful  aspirations 

283* 

On  first  attempt 

187 

On  second  attempt 

91 

On  third  attempt 

5 

Total  number  of  unsuccessful  aspirations 

21 

Number  of  positive  urine  cultures 

6 

Number  of  positive  blood  cultures 

It 

Number  of  positive  blood  and  urine 

It 

cultures 

* Per  cent  of  total  93. 1 . 

t This  infant,  patient  6 on  Table  II,  showed  E.  coli  in  both  cul- 
tures. 
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TABLE  II.  Clinical  history  of  infants  with  positive  urine  cultures  by  percutaneous  bladder  aspiration 


Pa- 

tient 

Num- 

ber 

Sex 

Weight 

(Gm.) 

Clinical 

Diagnosis 

Urine  Cul- 
tures (colonies 
per  milliliter) 

Blood 

Cultures 

Treatment 

Follow-up  or  Genito- 
urinary Investigation 

1 

Female 

6,100 

Full-term  infant 
with  respira- 
tory distress 
syndrome 

S.  albus 
50,000 
per  mil- 
liliter 

No  growth 

None 

Repeat  urine  culture  on 
fifth  day  showed  no 
bacterial  growth 

2 

Female 

2,200 

Full-term  his- 
tory of  pre- 
mature rup- 
ture of  mem- 
brane of  thir- 
teen hours’ 
duration;  no 
amniotitis 

S.  aureus 
1,000 
per  mil- 
liliter 

No  growth 

None 

Repeat  urine  culture  at 
age  eight  and  twenty- 
one  days  showed  no 
growth 

3 

Male 

1,400 

Preterm  infant 
in  good  clini- 
cal condition 

Diph- 
theroids 
20,000 
per  mil- 
liliter 

No  growth 

None 

Repeat  urine  culture  at 
seven  and  twenty-one 
days  showed  no  growth 

4 

Male 

900 

Preterm  infant; 
history  of 
prolonged  rup- 
ture of  mem- 
branes of  six 
days’  duration; 
no  amniotitis 

S.  viridans 
2,000 
per  mil- 
liliter; 
at  age 
ten  days 
S.  viri- 
dans 
25,000 
per  milli- 
liter 

No  growth 

None,  then 
aqueous 
penicillin 

Repeat  urine  cultures  at 
thirteen  and  twenty- 
one  days  showed  no 
bacterial  growth;  intra- 
venous pyelogram 
normal 

5 

Female 

2,722 

Full-term  infant 
with  respira- 
tory distress 
syndrome 

E.  coli 

40.000 
per  milli- 
liter and 
Klebsiella 
species 

14.000 
per  milli- 
liter 

No  growth 

Penicillin 

and 

kanamy- 

cin 

Repeat  urine  cultures  age 
five  and  twenty-one 
days  showed  no  bacte- 
rial growth;  intravenous 
pyelogram  normal 

6 

Female 

1,330 

Preterm  poor 
feeding  leth- 
argy, ab- 
dominal dis- 
tention; sep- 
sis suspected 

E.  coli 
25,000 
per  milli- 
liter 

E.  coli  in 
all  media 

Penicillin 

and 

kanamy- 

cin 

Expired  at  age  two  days; 
autopsy  showed  bron- 
chopneumonia and  sub- 
arachnoid hemorrhage; 
no  renal  anomalies; 
post  mortem  culture  of 
heart  blood  yielded 
E.  coli 

ripheral  vein  was  taken  within  fifteen  to  thirty 
minutes  following  bladder  aspiration.  Urine  sam- 
ples were  collected  and  cultured  using  the  tech- 
nique of  Saccharow  and  Pryles.8  Blood  specimens 
were  cultured  in  trypticase  soy  broth,  dextrose 
phosphate,  and  thioglycolate  broth  at  37.6°C.  for 
seventy-two  hours.  A single  specimen  of  urine 
was  collected  within  forty-eight  hours  after  the 
birth  of  the  infant. 

A significant  bacteriuria  on  culture  of  an  aspi- 
rated sample  is  defined  as  growth  of  one  or  more 
colonies  per  milliliter  of  urine.10  If  the  first  su- 
prapubic aspiration  was  not  successful,  a second, 
third,  and  fourth  attempt  was  made  about  thirty 
minutes  to  one  hour  after  feeding,  or,  if  the  infant 
was  given  intravenous  therapy,  three  hours  after 


each  unsuccessful  attempt.  A routine  urine  speci- 
men, collected  by  bag  method,  was  studied  for  red 
cells  on  the  first  and  third  day  after  percutaneous 
aspiration  was  done. 

Results 

A total  of  304  infants  were  studied,  175  male 
and  129  female:  153  were  less  than  thirty-six  weeks 
of  gestation,  ranging  in  birth  weight  from  500  to 
2,500  Gm.  with  a medium  weight  of  1,970  Gm.,  and 
151  were  term  infants.  Of  the  term  infants,  66,  or 
43.7  per  cent,  weighed  less  than  2,500  Gm.,  and  85, 
57.2  per  cent,  weighed  more  than  2,500  Gm.  Suc- 
cessful aspiration  was  accomplished  in  283  or  93.1 
per  cent  of  the  infants  within  the  first  attempts 
(Table  I). 
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Six  of  283  infants  studied  showed  bacterial 
growth  in  their  bladder  urine.  Table  II  summa- 
rizes their  bacteriologic  and  clinical  data.  Three 
of  the  6 bacteriuric  infants,  infants  1,  2,  and  3 in 
Table  II,  received  no  antimicrobial  treatment,  and 
repeat  urine  cultures  were  clear  of  bacteria;  these 
infants  had  organisms,  Staphylococcus  albus, 
Staphylococcus  aureus  and  diphtheroids,  which 
may  have  represented  skin  contaminants. 

Three  remaining  bacteriuric  infants,  infants  4, 
5,  and  6 in  Table  II,  were  treated  with  antimicro- 
bials. Infant  female  number  6 showed  signs  of 
neonatal  sepsis  with  positive  blood  cultures  of 
Escherichia  coli,  the  same  organism  also  found  in 
her  urine.  Though  they  did  not  show  signs  of 
sepsis,  infant  female  number  5 was  treated  be- 
cause she  had  a urine  sample  positive  for  two  or- 
ganisms, E.  coli  and  Klebsiella  species,  and  infant 
male  number  4 had  persistently  positive  urine 
samples  with  the  organism  Streptococcus  viridans. 

Comment 

During  the  study,  infants  with  a variety  of  clini- 
cal conditions  were  admitted  to  the  newborn  in- 
tensive care  nursery.  We  found  percutaneous  su- 
prapubic bladder  aspiration  to  be  a safe,  effective 
procedure  even  in  the  smallest  infant;  the  only 
complication,  also  noted  in  other  studies,  was  a 
transient,  minimal  hematuria  occurring  within 
twenty-four  hours  of  the  procedure.1,2  Failure  to 
obtain  urine  even  on  a third  or  fourth  attempt  may 
be  due  to  an  inadequate  bladder  volume. 

Three  infants  of  283  had  transient  bacteriuria 
with  organisms  which  may  have  been  skin  contam- 
inants. Pryles  and  his  associates3  reported  2 of  42 
percutaneous  bladder  aspiration  samples  to  be 
contaminated;  this  represents  a low  order  of  con- 
tamination. Only  6 of  283,  or  2.1  per  cent  of  the 
infants  studied,  showed  any  bacterial  growth  in 
their  bladder  urine,  and  of  these  only  1 showed 
definite  signs  of  sepsis  and  2 had  persistently  posi- 
tive urine  cultures.  If  one  considers,  therefore, 
that  only  3 of  283  infants  had  true  symptomatic  or 
asymptomatic  UTI,  the  incidence  in  our  high-risk 
population  is  very  low  at  1 per  cent. 

Our  study,  at  least  as  determined  by  a single 


culture  of  peripheral  blood  immediately  following 
suprapubic  aspiration,  showed  no  invasion  of  the 
blood  stream  by  bacteria  from  the  bladder  during 
a percutaneous  bladder  aspiration.  This  observa- 
tion differs  from  that  of  Guze  and  Kalmanson9 
whose  findings  were  based  on  an  experimental 
model  using  rats. 

The  overall  incidence  of  true  bacteriuria  in  the 
high-risk  neonate,  as  determined  by  the  percuta- 
neous suprapubic  aspiration  of  the  bladder  for 
urine  culture,  is  low.  Therefore,  routine  use  of 
this  procedure  in  a high-risk  nursery  may  not  be 
necessary.  However,  when  true  bacteriuria  needs 
to  be  established  for  a diagnosis  of  UTI,  this  is  the 
only  effective  procedure  that  avoids  the  finding  of 
falsely  positive  urine  cultures. 
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Attempts  to  control  cancer  usually  require  the 
intervention  of  several  different  modalities  of 
therapy.  The  initial  approach  to  cure  the  patient 
is  by  surgery  with  or  without  radiotherapy.  If  dis- 
semination of  the  disease  occurs,  then  hormone  or 
chemotherapy  is  utilized.  The  limiting  factor  in 
chemotherapy  is  the  toxicity  of  the  drug  to  the  pa- 
tient. Toxicity  may  be  reduced  by  the  use  of  com- 
bination chemotherapy,  utilizing  2 or  more  drugs 
with  different  mechanisms  of  action,  thus  permit- 
ting a greater  effect  against  the  cancer  without  a 
corresponding  increase  in  toxicity.  Such  a study 
will  be  presented  in  this  symposium  in  the  therapy 
of  metastatic  breast  cancer.  Eventually  even  with 
combined  chemotherapy  toxicity  supervenes,  and 
therapy  has  to  be  discontinued. 

During  the  past  several  years  new  treatment 
modalities  have  been  introduced  that  do  not  have 
hematopoietic  toxicity.1-4  We  have  previously  re- 
ported the  use  of  the  antitumor  antibiotics,  ther- 
moactin  and  anthramycin,  which  permitted  us  to 
treat  patients  without  the  associated  bone  marrow 
depressant  properties.  Results  with  these  antibi- 
otics compared  favorably  with  the  presently  avail- 
able chemotherapeutic  drugs.  In  addition,  be- 
cause of  the  absence  of  bone  marrow  depressant 
properties  of  these  antibiotics,  they  may  be  used 
when  the  patients  have  leukopenia  or  thrombocy- 
topenia secondary  to  therapy  with  other  chemo- 
therapeutic agents. 

More  recently  we  have  attempted  to  attack  the 

Conference  presented  on  February  27,  1975,  at  the  Kings- 
brook Jewish  Medical  Center,  Brooklyn,  New  York. 


tumor  by  improving  the  immune  competence  of 
the  patient.  MBT  (mixed  bacterial  toxins)  which 
is  a nonspecific  immunologic  stimulant  similar  to 
BCG  (Bacillus  Calmette-Guerin)  was  adminis- 
tered subcutaneously  to  45  terminal  cancer  pa- 
tients. The  MBT  is  a microbial  extract  of  Serra- 
tia  marcescens  and  Streptococcus  pyogenes.  Bio- 
logic activity  is  standardized  by  the  Ehrlich  ascites 
tumor  system.  Three  patients  had  a favorable  re- 
sponse for  over  one  month  and  8 patients  for  less 
than  one  month.  A patient  with  rectal  carcinoma 
metastatic  to  the  liver  had  a ten-month  remission. 
The  side-effects  included  local  inflammatory  re- 
sponse in  12,  chills  followed  by  fever  in  8,  and  nau- 
sea in  2 patients.  Depression  of  the  bone  marrow 
did  not  occur  in  any  patient.  Most  of  the  unre- 
sponsive patients  had  previous  immunosuppress- 
ive chemotherapy,  whereas  none  of  the  responsive 
patients  were  previously  treated  with  these  drugs. 

Hopefully,  immunotherapy  will  complement  the 
increased  successes  of  the  surgical  and  chemother- 
apeutic attack  on  cancer. 
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The  existence  of  tumor-specific  antigens  has 
been  clearly  demonstrated  in  animals.  Immuniza- 
tion of  animals  from  inbred  strains  with  such  anti- 
gens protects  them  from  subsequent  transplanta- 
tion of  malignant  tissues  bearing  the  same  anti- 
gens. In  man,  efforts  are  continuing  to  identify 
similar  substances.  Human  tumor  antigens  have 
been  reported  in  Burkitt’s  lymphoma,  melanoma, 
sarcoma,  neuroblastoma,  and  various  carcinomas, 
including  carcinoma  of  the  breast,  ovary,  colon, 
liver,  and  testes.  To  date,  however,  none  of  the 
tumor-associated  antigens  in  man  has  been  shown 
to  be  specific  for  a single  histologic  type  of  tumor. 
We  have  undertaken  the  study  and  classification 
of  tumor-related  antigens  of  human  sarcomas. 
These  investigations  have  revealed  3 sarcoma  anti- 
gens which  have  been  named  Si,  S2,  and  S3.  Each 
of  these  may  be  useful  for  the  early  diagnosis  of 
this  tumor  category  or  for  assessing  the  adequacy 
of  therapy.  None  of  them  has  been  found  to  be 
limited  in  distribution  to  sarcomas.  Efforts  to 
correlate  prognosis  with  the  level  of  response  to 
the  S antigens  is  underway.  Patients  with  osteo- 
genic sarcoma  treated  with  autologous  tumor  ex- 
tracts did  not  show  an  increase  in  reactivity  to  any 
one  of  these  antigens  during  therapy.  Immuno- 
therapy in  man  directed  against  specific  tumor  an- 
tigens has  been  attempted  many  times,  but  so  far 
there  are  no  reports  of  consistent  success. 

The  only  nonspecific  immune  defect  that  has  re- 
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Although  relatively  rare  in  the  general  popula- 
tion, bone  sarcomas,  notably  Ewing’s  sarcoma  and 
osteogenic  sarcoma,  comprise  the  third  most  com- 
mon malignant  condition  seen  in  the  addlescent 
age  group,  second  only  to  leukemia  and  the  lym- 
phomas. The  classic  survival  rates  with  treatment 
directed  toward  the  primary  tumor  only  has  been 
less  than  20  per  cent.  The  use  of  systemic  chemo- 


peatedly  been  demonstrated  in  populations  of  pa- 
tients bearing  tumors  has  been  a high  prevalence 
of  failure  to  respond  to  primary  sensitization  with 
dinitrochlorobenzene  (DNCB).  This  is  a cell-de- 
pendent,  delayed  immune  reaction.  In  animals, 
agents  which  stimulate  the  reticuloendothelial  sys- 
tem and  delayed  hypersensitivity  also  occasionally 
produce  tumor  regressions.  These  findings  have 
resulted  in  the  initiation  of  clinical  studies  to  de- 
termine the  efficacy  of  materials  such  as  BCG,  Co- 
rynebacterium  parvum,  levamisole,  poly  A:poly  U, 
and  mixed  bacterial  vaccines  in  restoring  immune 
competence  of  both  humoral  and  cell-dependent 
variety  and  suppressing  tumor  growth.  Prelimi- 
nary results  indicate  that  both  BCG  and  C.  par- 
vum, when  directly  injected  into  a cutaneous 
tumor  nodule,  may  produce  complete  local  regres- 
sion. Immunopotentiators  so  far  have  not  been 
found  to  influence  the  proliferation  of  tumor  with- 
in the  viscera  even  if  administered  systemically. 
The  most  appropriate  use  for  immunotherapy  may 
be  in  combination  with  cytotoxic  drugs  or  in  the 
prevention  of  recurrence  following  the  surgical  re- 
moval of  all  known  cancer.  The  toxicity  of  most 
immunoadjuvants  remains  to  be  defined.  That  of 
BCG  is  considerable  and  has  on  occasion  been 
fatal. 

Present  knowledge  of  human  tumor  immunity  is 
still  in  its  infancy.  Although  ultimately  immunol- 
ogy will  open  new  vistas  for  the  care  of  patients 
with  cancer,  it  now  furnishes  only  experimental 
tools  whose  use  is  justified  principally  in  restrict- 
ed, well-controlled  trials. 
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therapy  to  eradicate  metastatic  microfoci  of  dis- 
ease presumed  to  be  present  at  the  time  of  diagno- 
sis has  led  to  a marked  increase  in  the  disease-free 
survival  in  patients  writh  malignant  bone  sarcomas. 

Twenty-one  of  26  patients  with  Ewing's  sarcoma 
treated  with  surgical  ablation  or  radiation  therapy 
to  the  primary  tumor  and  systemic  adjuvant  che- 
motherapy show  no  evidence  of  disease  for  up  to 
four  and  one-half  years  of  follow-up. 

Forty-five  consecutive  patients  with  osteogenic 
sarcoma  were  treated  with  sequential  chemothera- 
py consisting  of  vincristine  sulfate,  high-dose 
methotrexate  with  citrovorum  factor  “rescue,” 
doxorubicin  hydrochloride  (Adriamycin),  cyclo- 
phosphamide, and  surgical  resection  of  disease 
when  possible.  Of  9 Group  I patients,  who  had  a 
primary  tumor  only  and  required  immediate  am- 
putation, 7 have  no  evidence  of  disease  for  from 
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three  to  eleven  months.  Of  19  Group  I-A  patients, 
who  had  chemotherapy  followed  by  en  bloc  resec- 
tion, prosthetic  bone  replacement,  and  adjuvant 
chemotherapy,  15  of  17  measurable  primary  tu- 
mors decreased  in  size  after  chemotherapy,  prior 
to  surgery.  None  have  metastatic  disease  from 
from  three  to  sixteen  months.  Of  8 patients  in 
Group  II,  who  had  surgically  resectable  pulmonary 
metastases,  1 died  of  brain  metastases  at  eighteen 
months,  and  7 of  8 have  no  evidence  of  disease 
from  from  three  to  twenty-eight  months  following 
thoracotomy.  Of  14  Group  III  patients,  with  inop- 
erable pulmonary  and/or  bone  metastases,  4 ex- 
pired, 5 are  alive  with  disease  after  three  to 
twenty-five  months,  and  5 have  no  evidence  of  dis- 
ease after  six  to  twenty-two  months  of  chemother- 
apy; 2 of  the  latter  had  surgical  resection  of  residu- 
al disease  after  responding  to  chemotherapy. 
This  experience  demonstrates  that  chemotherapy 
combined  with  the  local  ablation  of  the  primary 
tumor  and/or  solitary  pulmonary  metastases  offers 
the  best  chance  for  survival  in  all  patients  with 
bone  sarcomas. 

The  successful  management  of  primary  bone 
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In  the  past  two  decades,  advances  have  been 
made  in  the  medical  management  of  patients  with 
advanced  genitourinary  carcinoma.  In  general, 
complete  remissions  have  been  rare,  hut  a fair  per- 
centage of  patients  have  achieved  partial  remis- 
sion in  terms  of  both  shrinkage  of  tumor  mass  and 
useful,  prolonged  survival  time. 

Metastatic  tumors  of  the  adrenal  cortex  have 
been  palliated  by  both  mitotane  (ortho  para' 
DDD)  and  aminoglutethimide.  Adrenal  medulla- 
ry carcinomas  or  malignant  pheochromocytomas 
can  be  treated  with  phenoxybenzamine  hydrochlo- 
ride (Dibenzyline)  and  propanolol  hydrochloride 


cancer  in  children  and  the  subsequent  prolonged 
survival  of  these  patients  makes  it  imperative  that 
we  strive  for  less  mutilating  ways  to  ablate  the  pri- 
mary tumor  completely,  since  we  now  have  to  be 
concerned  with  the  long-term  rehabilitation  of 
these  patients.  This  includes  less  radical  surgery, 
although  perhaps  more  difficult,  and  more  atten- 
tion to  the  dose  of  radiation  therapy  given,  to  pre- 
vent the  devitalization  of  surrounding  soft  tissue. 
New  multidisciplinary  therapeutic  trials  are  now 
underway  to  achieve  these  latter  goals.  The  ap- 
parent early  success  of  bone  replacements  and 
chemotherapy  in  osteogenic  sarcoma  is  an  encour- 
aging realization  of  these  goals  in  patients  with  os- 
teogenic sarcoma. 
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(Inderal).  Children  with  metastatic  neuroblasto- 
mas have  both  certain  immunologic  advantages  as 
well  as  an  ability  to  respond  to  antitumor  drugs 
and  radiation.  The  latter  properties  also  are  true 
of  children  with  Wilms’  tumor.  A small  number 
of  adults  with  metastatic  clear-cell  carcinoma  of 
the  kidney  will  respond  to  progestational  or  andro- 
genic hormone  as  well  as  nitrosourea  derivatives. 
Prostatic  carcinomas,  historically,  have  responded 
well  to  orchiectomy  and/or  estrogens.  More  re- 
cently, cyclophosphamide  and  5-fluorouracil  have 
increased  the  remission  rate.  It  is  extremely  im- 
portant that  testicular  tumors  have  an  accurate 
histologic  diagnosis  as  well  as  an  accurate  clinical 
staging.  Tumor  markers  such  as  chorionic  gona- 
dotropin and  alpha-fetoprotein  can  be  detected  in 
choriocarcinoma  and  embryonal-cell  carcinoma, 
respectively,  and  their  level  often  serves  as  a 
guideline  to  effectiveness  of  therapy.  Both  single- 
agent and  combination-drug  therapy  have  been 
utilized  with  considerable  effectiveness  in  dissemi- 
nated testicular  carcinoma.* 

* Murphy,  G.  P.,  and  Mittelman,  A.,  in  Kugelmass,  I.  N.,  Ed.: 
Chemotherapy  of  Urogenital  Tumors,  Springfield,  Illinois, 
Charles  C Thomas,  1975. 
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Forty-two  patients  with  metastatic  carcinoma  of 
the  breast  who  were  refractory  to  hormonal  or  pre- 
vious immunosuppressive  therapy  were  admitted 
to  this  study  in  which  combination  quadruple  che- 
motherapy was  used.  The  patients  had  either  ex- 
tensive skeletal  metastases  with  hypercalcemia  or 
soft-tissue  disease  involving  the  viscera  or  lymph 
nodes,  producing  a superior  vena  caval  syndrome. 

The  drugs  used  were  500  mg.  5-fluorouracil,  5 
mg.  methotrexate,  100  mg.  cyclophosphamide  (Cy- 
toxan), and  1 mg.  vincristine  sulfate  (Oncovin)  in- 
fused in  250  ml.  of  5 per  cent  dextrose  in  water  in 
one  to  two  hours;  29  patients  received  these  agents 
only.  The  objective  response  rate  was  40  per  cent. 
Glucocorticosteroids  were  added  to  this  regimen 
for  an  additional  13  patients  who  had  either  severe 


Question  link  between  German 
measles,  mental  retardation 

Children  born  to  mothers  who  contracted  rubella 
(German  measles)  during  pregnancy  may  not  be  mental- 
ly retarded  as  previously  believed,  four  University  of  Or- 
egon Medical  School  researchers  have  reported  in  the 
June,  1975,  issue  of  Pediatrics,  the  monthly  scientific 
journal  of  the  American  Academy  of  Pediatrics. 

The  scientists  based  their  conclusions  on  a study  of  92 
such  children  (blind  children  were  excluded)  born  be- 
tween 1964  and  1966.  After  administering  various  tests, 
they  discovered  that  the  mean  IQ  for  the  group  was 
99.46.  Average  IQ  in  “normal”  children  is  approximate- 
ly 100.  In  addition,  they  said  that  the  distribution 
curve  was  comparable  to  a sample  of  “normal”  children, 
with  scores  ranging  from  63  to  153 

The  researchers  also  measured  the  head  circumfer- 
ence of  the  children  in  the  study,  since  “microcephaly,” 
or  smaller  than  normal  head  size,  is  also  supposed  to  be 
a characteristic  of  children  born  of  rubella-infected 
mothers.  They  concluded  that  such  children  “should 
more  appropriately  be  viewed  as  small  children  rather 
than  children  with  small  heads.” 

The  authors  said  their  study  was  prompted  by  obser- 
vations made  while  working  in  a multidisciplinary  clinic 


hypercalcemia,  uremia,  or  cerebral  metastases. 
The  objective  response  rate  in  this  latter  group 
was  85  per  cent.  However,  survival  for  more  than 
one  year  was  better  in  the  group  not  receiving  ste- 
roids, 31  versus  23  per  cent  in  the  steroid-treated 
patients.  The  apparent  higher  rate  of  response 
among  patients  receiving  steroids  may  reside  in 
the  fact  that  this  drug  was  reserved  for  patients 
with  either  hypercalcemia  or  cerebral  metastases, 
conditions  sensitive  to  steroid  therapy. 

Postmenopausal  patients  responded  better  than 
premenopausal  patients.  Drug  toxicity  was  mini- 
mal, occurring  in  only  2 patients  and  consisting  of 
thrombocytopenia  with  purpura  reversible  with 
discontinuing  of  treatment. 

It  is  concluded  that  combination  chemotherapy 
with  the  agents  used  in  this  study  is  beneficial  in 
the  treatment  of  far-advanced  metastatic  carcino- 
ma of  the  breast. 
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dealing  with  children  suffering  from  various  sensory 
handicaps.  “It  was  our  impression  that  although  chil- 
dren with  intrauterine  rubella  might  appear  functionally 
delayed  in  motor,  language,  and  adaptive  skills,  they 
seemed  to  differ  from  children  with  developmental 
delay  due  to  other  causes,”  they  said. 

For  one  thing,  they  noted,  many  of  the  rubella-af- 
fected children  improved  with  age,  causing  frequent 
changes  in  classification.  They  also  noticed  that  staff 
members  at  the  clinic  seemed  to  consistently  “underes- 
timate” the  potential  of  the  rubeda  children. 

The  authors  emphasized  that  they  “wish  in  no  way  to 
minimize  the  severity  and  lifelong  tragedy  of  the  handi- 
caps associated  with  intrauterine  rubella.  Children 
with  deafness,  visual  defect,  or  cerebral  palsy  are  fre- 
quently delayed  functionally  and  educationally  handi- 
capped. 

“We  believe,  however,”  they  concluded,  “that  unwar- 
ranted and  unproven  assumptions  of  intellectual  sub- 
normality are  commonly  being  made  in  children  with 
rubella  syndrome  who  are  already  handicapped  by  sen- 
sory or  motor  defect.  Such  assumptions  can  in  no  way 
assist  a child  to  achieve  his  or  her  greatest  potential  and 
. . . may  lead  to  self-fulfilling  prophecy.” 

Authors  of  the  report  are  David  W.  Macfarlane,  M.D., 
Emily  Tufts,  M.D.,  Robert  D.  Boyd,  Ph.D.,  and  Carl  B. 
Dodrill,  Ph.D. 
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Evaluate  what  you  know 

about  your 
anxious  patient. 


Medical,  family  lmstory; 
physical  exam  results 

Evaluation  of  present  state  of  anxiety 
and  ability  to  cope  with  problems 

Whether  or  not  other  medications 


are  in  current  use 


Whether  or  not  the  addition  of 
a psychotherapeutic  agent  is  appropriate 


Add  what  you  know 

about  \41ium(diazepam) 

and  its  effectiveness. 


Through  the  years,  you’ve  had  an  opportunity 
to  learn  a great  deal  about  Valium  (diazepam). 
And,  in  particular,  about  its  highly  regarded 
antianxiety  effectiveness.  You  know  what  such 
effectiveness  can  mean  in  practical  clinical 
terms. 

Antianxiety  effectiveness.  Clearly,  one 
very  important  reason  for  considering  Valium 
when  reassurance  alone  won’t  calm  the 
anxious  patient. 

Valium  (diazepam)  and  its  prompt  action 

You  know,  too,  that  Valium  goes  to  work 
promptly.  Lessening  of  anxiety  and  tension 
usually  can  be  observed  within  the  first  few 
days  of  therapy.  Most  patients,  of  course,  tend 
to  be  reassured  by  this  prompt  calming  effect. 

For  them,  it’s  immediate,  tangible  proof  that 
their  medication  is  working  — and  that,  if  they 
cooperate  with  your  instructions,  further 
progress  can  be  expected. 

The  characteristically  prompt  action  of 


Valium.  It  could  be  an  important  plus  for  many 
anxious  patients. 

Valium  (diazepam)  and  its  dependability 

Something  else  you’ve  undoubtedly  learned  — 
the  antianxiety  action  of  Valium  is  usually 
consistent  and  reliable.  With  Valium,  you  can 
count  on  pronounced  anxiety- linked  sympto- 
matic relief  in  a variety  of  patients,  whether  the 
anxiety  is  seen  alone  or  accompanying  organic 
illness.  In  addition,  the  safety  profile  of  Valium 
is  characterized  by  excellent  tolerance  and  a 
relatively  low  incidence  of  adverse  reactions. 
Naturally  — as  with  all  CNS-acting  drugs  — 
patients  taking  Valium  should  be  cautioned 
against  driving  or  operating  dangerous  machin- 
ery and,  also,  the  simultaneous  ingestion  of  alco- 
hol. And  physicians  should  be  aware  of  the  pos- 
sibility of  adverse  reactions  in  some  patients  as 
described  in  the  complete  product  information. 

Dependable  response.  It’s  the  quality  you 
may  appreciate  most  about  therapy  with  Valium. 


And  you  can  maximize 
his  response  to  therapy 


Please  turn  page  for  a summary  of  product  information. 


Prompt.  Effective. 
Dependable. 

\cllillin(diazepam)  i 

A prudent  choice  in  psychic 
tension  and  anxiety. 


o 

> 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension,  anxi- 
ety, apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local  pathology;  spasticity  caused  by 
upper  motor  neuron  disorders;  athetosis;  stiff-man  syn- 
drome; convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and  / or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to  those  with 
barbiturates  and  alcohol ) have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal 
and  muscle  cramps,  vomiting  and  sweating).  Keep  addic- 
tion-prone individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women  of  childbearing 
age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  pharma- 
cology of  agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 


depressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and  debil- 
itated to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  depres- 
sion, dysarthria,  jaundice,  skin  rash,  ataxia,  constipation 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as 
needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 
to  1 0 mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients: 
2 to  214  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to 
2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium® (diazepam)  Tablets,  2 mg,  5 r 
and  10  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  1 00,  available  in  trays  of  4 reverse-numberc 
boxesof  25,  and  in  boxes  containing  10  strips  of  10;  Pre 
scription  Paks  of  50,  available  singly  and  in  trays  of  10. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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A hydrocele,  because  of  its  large  size,  can  be  a 
distinct  annoyance  to  a patient.  Essentially  it  is 
an  abnormal  collection  of  fluid  between  the  two 
layers  of  the  tunica  vaginalis;  there  is  thought  to 
be  an  imbalance  between  production  and  resorp- 
tion of  the  fluid.  However,  in  a congenital  hydro- 
cele, it  is  felt  that  the  lymphatics  of  the  tunica  may 
mature  after  the  patent  processus  closes.  It  is  on 
this  basis  that  surgeons  feel  surgery  should  be  de- 
layed until  after  one  year  of  age.1 

The  two  most  common  operations  in  use  today 
are  the  radical  excision  and  the  “bottle  proce- 
dure.” Common  to  both  these  operations  is  the 
attendant  morbidity  from  hematoma,  postopera- 
tive edema,  prolonged  drainage,  and  recurrence; 
both  techniques  utilize  fairly  extensive  dissection. 
In  spite  of  meticulous  hemostasis,  occurrence  of 
these  problems  is  still  possible.  In  1964,  Lord2  de- 
scribed a “bloodless  operation  for  hydrocelec- 
tomy,” which  essentially  was  an  opening  and  im- 
brication of  the  tunica  vaginalis.  Prior  to  this, 
Solomon3  had  described  an  extrusion  operation 
whereby  the  edge  of  the  tunica  was  sutured  to  the 
sinus  epididymis.  This  report  will  describe  the 
technique,  and  review  our  results  with  32  patients 
who  underwent  the  procedure. 

Methods  and  materials 

Over  the  last  five  years,  thirty-two  patients  have 
undergone  the  Lord  procedure;  the  surgery  has 
been  performed  by  both  residents  and  members  of 
the  attending  staff,  exactly  as  described  by  Lord.2 
An  incision  is  made  in  the  scrotum  and  extended 
down  to  the  tunica.  Meticulous  hemostasis  is 
achieved.  An  incision  is  then  made  in  the  mid- 

* This  work  was  supported  in  part  by  the  Given  Pediatric 
Fund  in  the  Department  of  Urology.  Columbia  University,  Col- 
lege of  Physicians  and  Surgeons. 


Lord’s  operation  for  hydrocelectomy  is  a simple 
and  safe  procedure ; no  tissue  is  excised  and  there 
is  minimal  dissection.  Thirty-two  patients  have 
been  treated  in  this  manner.  Hospital  stay  is  kept 
to  a minimum  and  patients  are  able  to  return  to 
work  in  two  to  three  weeks.  The  operation  is  not 
recommended  in  those  patients  who  have  had  mul- 
tiple aspirations  or  a thickened  tunica. 


point  of  the  tunica  along  its  horizontal  axis  (Fig. 
1A).  It  is  important  to  incise  the  tunica  at  least 
the  same  length  as  the  testis,  which  is  then  extrud- 
ed through  the  incision  (Fig.  IB).  Beginning  at 
the  cut  edge  of  the  tunica,  6 to  8 sutures  of  00- 
chromic  atraumatic  gut  are  placed,  reefing  the 
tunica  and  suturing  it  to  the  junction  of  the  testis 
and  the  epididymis  (Figs.  1C  and  D).  It  is  easier 
to  first  place  all  the  sutures  and  then  tie  them; 
then,  applying  gentle  pressure,  the  testis  is  re- 
placed in  the  scrotum.  Occasionally,  this  step 
may  be  difficult,  but  with  firm,  gentle  traction  the 
testis  can  be  returned  to  the  scrotum.  As  a rule, 
no  drains  have  been  used.  A scrotal  support  is 
then  applied. 

Comment 

The  problems  following  hydrocelectomy  have 
been  known  for  many  years.  For  the  most  part, 
attempts  have  been  made  to  improve  postopera- 
tive management.  Young4  enclosed  the  scrotum 
in  a tight-fitting  bandage.  Burkitt5  used  the  ulti- 
mate in  urologic  dressings:  he  enclosed  the  scro- 
tum in  a plaster  of  paris  support.  In  our  patients 
we  have  not  had  to  resort  to  such  exotic  means. 
Although  the  operative  procedure  described  here 
may  seem  complicated,  the  operation  itself  is  very 
simple  to  perform.  Effron  and  Sharkey6  in  their 
series  and  Dahl  et  al.:  in  their  group  of  patients 
reviewed  their  experiences  with  the  Lord2  opera- 
tion and  were  completely  satisfied.  We  have  ana- 
lyzed our  patients  from  the  viewpoint  of  postoper- 
ative morbidity  and  hospital  stay;  the  average  stay 
of  these  patients  was  anywhere  from  two  to  five 
days,  with  more  than  half  the  patients  being  dis- 
charged by  the  third  day.  For  the  most  part,  they 
were  all  back  at  work  in  one  to  two  weeks.  Be- 
cause of  the  limited  dissection,  there  is  a minimal 
amount  of  tissue  trauma  and  oozing;  thus,  a drain 
is  unnecessary.  By  avoiding  the  insertion  of  a for- 
eign body,  all  its  potential  implications  and  risks 
are  eliminated.  In  our  group  of  patients,  there 
were  2 recurrences.  One  of  these  was  a physician’s 
son  who  responded  to  postoperative  aspiration; 
the  other  patient  will  require  further  surgery. 
The  follow-up  has  ranged  from  four  months  to  five 
years,  and  all  patients  were  well  satisfied. 
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FIGURE  1.  Lord’s  surgical  procedure.  (A)  Incision 
through  tunica.  (B)  Testis  everted  with  edge  of  tunica  va- 
ginalis. (C)  Tunica  reefed  to  epididymis.  (D)  Complete 
plication. 


The  operation  cannot  be  performed  on  all  cases 
of  hydrocele.  Those  with  a thickened,  enlarged 
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epididymis  are  not  candidates  for  this  procedure. 
If  a patient  has  had  multiple  injections  of  a scler- 
osing solution  or  aspirations,  he  may  have  a thick- 
walled  tunica.  Replacing  this  mass  of  tissue  leads 
to  a large,  painful,  and  unsightly  bulge  in  the  scro- 
tum. 

The  postoperative  complications  are  minimal 
and  the  results  excellent.  It  is  difficult  to  give  an 
exact  mechanism  for  the  success  of  the  operation; 
Lord2  did  not  attempt  to  explain  its  success. 
However,  we  know  that  the  secreting  surface  of  the 
tunica  is  the  visceral  layer.  Thus,  in  the  course  of 
the  operation  this  surface  is  now  outside  the  sac; 
the  function  may  cease,  or  possibly  the  secretions 
are  more  rapidly  absorbed  owing  to  their  being  ex- 
posed to  a larger  surface  area.  Whatever  the  etiol- 
ogy, it  is  a good  simple  operation  with  minimal 
problems. 

Summary 

Hydrocelectomy  is  a common  surgical  proce- 


dure, with  a moderate  amount  of  postoperative  he- 
matoma, swelling,  and  discomfort.  We  have  em- 
ployed Lord’s  operation  on  32  patients,  all  with  ex- 
cellent results.  The  operation,  its  contraindica- 
tions, and  its  technique,  are  described. 

Department  of  Urology 
College  of  Physicians  and  Surgeons  of  Columbia  University 

620  West  168th  Street 
New  York,  New  York  10032 
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The  increased  risk  of  complications  associated 
with  second-trimester  abortions  has  been  noted  in 
statements  and  guidelines  issued  by  various  au- 
thorities including  the  American  College  of  Obste- 
tricians and  Gynecologists,  the  American  Public 
Health  Association,  the  Medical  Society  of  the 
State  of  New  York,  and  the  New  York  State  Pub- 
lic Health  Council.1”4  All  have  recommended  that 
second-trimester  abortions  be  performed  in  a hos- 
pital, and  New  York  State  law  was  changed  ac- 
cordingly in  1974. 

Prior  to  the  change  in  the  law,  patients  admit- 
ted to  a hospital  in  New  York  State  for  a second- 
trimester  abortion  were  legally  afforded  continued 
inhospital  care;  however,  the  same  was  not  neces- 
sarily true  for  patients  obtaining  second-trimester 
abortions  in  physicians’  offices.  The  New  York 
State  Hospital  Code,  which  applies  to  all  hospitals 
and  licensed  clinics,  stipulated  that  induced  termi- 
nation of  pregnancy  after  the  twelfth  week  of  preg- 
nancy could  not  be  performed  in  a clinic  or  outpa- 
tient department.  In  September,  1973,  the  hospi- 
tal code  was  amended  to  require  that  any  patient 


Published  data  on  complications  of  abortion 
show  an  increased  risk  of  complications  with  great- 
er gestational  age  and  with  procedures  most  fre- 
quently used  in  second-trimester  abortions.  A 
closer  look  at  these  data  reveals  that  the  eleventh 
to  sixteenth  weeks  of  gestation  are  associated  with 
the  highest  frequency  of  complication  with  either 
curettage  or  saline -amniotic  fluid  exchanges,  the 
most  commonly  employed  procedures.  A review  of 
abortions  in  New  York  State,  excluding  New  York 
City,  shows  that  during  the  first  two  and  one-half 
years  of  the  liberalized  abortion  law,  more  than  5 
per  cent  of  out-of-hospital  abortions  were  done  at 
gestational  ages  of  ninety  days  or  more;  most  of 
these  were  done  between  ninety  days  and  sixteen 
weeks’  gestation.  The  data  also  reveal  that  the 
maternal  mortality  rate  associated  with  out-of- 
hospital  abortion  procedures  at  all  gestational  ages 
is  about  twice  as  high  as  for  inhospital  procedures 
and  that  for  second-trimester  abortions  the  out- 
of-hospital  mortality  rate  is  5 times  greater.  It  is 
evident  that  abortions  after  the  first  trimester 
should  only  be  performed  on  an  inpatient  basis. 


admitted  to  a hospital  for  an  abortion  could  not  be 
discharged  until  the  pregnancy  had  been  terminat- 
ed, or  if  the  procedure  failed,  until  adequate  ar- 
rangements had  been  made  for  continued  medical 
supervision.5  A physician’s  office  is  not  subject  to 
the  restrictions  of  the  hospital  code. 

The  purpose  of  this  report  is  to  present  data 
which  were  utilized  in  the  deliberations  leading  to 
the  1974  change  in  New  York  law. 

Methods 

Data  on  abortions  performed  in  New  York  State 
exclusive  of  New  York  City,  that  is,  the  Upstate 
New  York  area,  during  the  first  two  and  one-half 
years  under  the  liberalized  abortion  law,  July,  1970 
to  December,  1972,  were  obtained  from  electro- 
magnetic tapes  of  certificates  of  fetal  deaths  on  file 
in  the  State  of  New  York  Department  of  Health. 
These  data  were  reviewed  to  determine  the  num- 
ber of  abortions  performed  out-of-hospital  after 
the  first  trimester  of  pregnancy.  All  calculations 
of  length  of  gestation  were  determined  from  the 
first  day  of  the  last  menstrual  period  (LMP). 
Ninety  days  after  the  last  menstrual  period  was 
used  as  the  cutoff  point  for  first-trimester  abor- 
tions. Ninety  days  is  one  day  short  of  thirteen 
completed  weeks  of  gestation,  or  approximately 
eleven  weeks  of  pregnancy  if  estimated  from  the 
probable  date  of  conception. 

Records  of  maternal  death  associated  with  abor- 
tion were  reviewed  to  determine  the  rates  of  ma- 
ternal deaths  associated  with  inhospital  versus 
out-of-hospital  abortions. 
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TABLE  I.  Reported  induced  abortions  by  gestation  performed  out-of-hospital, 
Upstate  New  York,  July,  1970,  to  December,  1972 


Period 

Total 

Ninety  Days 
or  Less 

Duration  of  ( 
Over 

Ninety  Days 

gestation 

Not  Stated 

Percentage 
Over  Ninety 
Days 

July  to  December 
1970 

2,804 

2,580 

157 

67 

5.7 

Jan.  to  December 
1971 

26,774 

25,035 

1,370 

369 

5.2 

Jan.  to  December 
1972 

46,421 

43,247 

2,672 

502 

5.8 

Totals 

75,999 

70,862 

4,199 

938 

5.6 

TABLE  II.  Reported  induced  abortions  with  gestation 
over  ninety  days  performed  out-of-hospital  by  type  of 
facility,  Upstate  New  York,  1972 


Type  of  Facility 

Number  of 
Facilities 

Number  and 
Percentage  Distribu- 
tion of  Abortions 
Number  Percentage 

Certified  clinics 

1 

14 

0.5 

Clinics  applying 
for  certification 

3 

419 

16.0 

“Clinics”  not 
applying  for 
certification 

3 

1,704 

65.2 

Private  physi- 
cians’ offices 

17 

475 

18.2 

Totals 

24 

2,612 

99.9 

Results 

Table  I shows  the  distribution,  by  length  of  ges- 
tation, of  abortions  done  out-of-hospital  in  Up- 


state New  York  between  July  1,  1970,  and  Decem- 
ber 31,  1972.  The  proportion  of  abortions  done 
out-of-hospital  after  the  first  ninety  days  of  gesta- 
tion remained  relatively  constant,  in  the  range  of  5 
to  6 per  cent  of  the  total  out-of-hospital  abortions 
performed  throughout  the  thirty-month  period. 

Table  II  indicates  that  of  those  abortions  done 
after  ninety  days’  gestation  out-of-hospital  in 
1972,  16.5  per  cent  were  done  in  clinics  then  li- 
censed or  applying  for  a license  from  the  State  of 
New  York  Department  of  Health.  (A  certified 
clinic  is  bound  by  the  regulations  of  the  New  York 
State  Hospital  Code.) 

Table  III  shows  the  number  of  reported  abor- 
tions done  by  hysterotomy  or  saline-amniotic  fluid 
replacement  performed  out-of-hospital  by  re- 
ported location  of  delivery.  Eighteen  of  the  19  re- 
ported hysterotomies  were  done  by  the  same  phy- 
sician. Thus,  of  all  the  abortions  done  out-of-hos- 


TABLE  III.  Out-of-hospital  second-trimester  abortions  by  saline-amniotic  fluid  exchange  or  hysterotomy 

in  Upstate  New  York,  July,  197C,  to  December,  1972 


/ 

Location  of  Delivery 

\ 

Number  of 

Mother’s 

Physician’s 

Year 

Procedure 

Abortions 

Residence 

“Clinic” 

Office 

Not  Stated 

1972 

Saline 

6 

1 

1 

4 

0 

Hysterotomy 

0 

0 

0 

0 

0 

1971 

Saline 

5 

1 

0 

3 

1 

Hysterotomy 

11 

0 

10 

0 

1 

1970 

Saline 

7 

2 

0 

3 

2 

Hysterotomy 

8 

0 

0 

7 

1 

Summary 

Saline 

18 

4 

1 

10 

3 

Hysterotomy 

19 

0 

10 

7 

2 

Totals 

37 

4 

11 

17 

5 

TABLE  IV.  Maternal  mortality  rate  related  to  abortions  performed  in  and  out  of  hospital  by  gestation, 
Upstate  New  York,  July,  1970,  to  December,  1972* 

/■ Duration  of  Gestation \ 

f Ninety  Days  or  Less N f Over  Ninety  Days ^ / Totals \, 

Abortions  Deaths  Ratet  Abortions  Deaths  Ratet  Abortions  Deaths  Ratet 


Inhospital 

48,740 

1 

2.1 

21,746 

2 

9.2 

70,486 

3 

4.3 

Out-of-hospital 

70,862 

4 

5.6 

4,199 

2 

47.6 

75,061 

6 

8.0 

Totals 

119,602 

5 

4.2 

25,945 

4 

15.4 

145,547 

9 

6.2 

* Excludes  5,640  abortions  for  which  gestation  was  not  reported. 
' Per  1 00,000  abortions. 
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TABLE  V.  Abortions  done  after  ninety  days  from  last 
menstrual  period  and  associated  maternal  mortality  rate 
by  both  inhospital  and  out-of-hospital,  or  outpatient, 
procedures,  New  York  State,*  July,  1970, 
to  December,  1972 


Patient  Data 

Number  of 
Abortions 

Number 
of  Asso- 
ciated 
Deaths 

Deaths  per 
100,000 
Abortions 

Inhospital  patients 

87,998 

15 

17 

Out-of-hospital  or 

7,901 

6 

75.9 

outpatients^ 

— 

Totals 

95,899 

21 

21.9 

* Including  New  York  City. 

' Out-of-hospital  abortions  and  abortions  done  as  hospital  out- 
patient procedures. 


pital  after  the  first  ninety  days  of  gestation,  fewer 
than  1 per  cent  were  done  by  saline-amniotic  fluid 
exchange  or  hysterotomy.  The  others  were  done 
by  sharp  or  suction  curettage.  No  reported  hys- 
terectomies were  done  out-of-hospital. 

Table  IV  compares  the  maternal  mortality  rate 
related  to  legal  abortions  performed  in-  and  out- 
of-hospital  by  gestation.  The  overall  maternal 
mortality  rate  is  about  twice  as  high  for  abortions 
done  out-of-hospital  regardless  of  the  procedure  or 
the  duration  of  pregnancy;  for  abortions  done  after 
ninety  days’  gestation,  the  mortality  rate  is  five 
times  greater  for  abortions  done  out-of-hospital 
than  for  hospital  procedures.  Both  deaths  related 
to  out-of-hospital  second-trimester  abortions  were 
associated  with  hysterotomies  done  by  the  physi- 
cian previously  mentioned. 

Table  V shows  maternal  mortality  rates  associ- 
ated with  abortions  done  after  ninety  days’  gesta- 
tion inhospital,  compared  with  those  done  out-of- 
hospital  or  done  as  hospital  outpatient  procedures. 
These  data  are  from  a special  tabulation  of  mater- 
nal deaths  related  to  abortion  and  include  data 
from  all  of  New  York  State  including  New  York 
City.  The  maternal  mortality  rate  for  hospital  in- 
patient abortion  was  less  than  one  quarter  of  the 
rate  associated  with  hospital  outpatient  or  out-of- 
hospital abortions.  The  differences  in  the  mortal- 
ity rates  are  probably  greater  than  those  shown  in 
Table  V,  since  denominator  data  for  outpatient 
abortions  were  estimated  to  provide  a maximal 
number. 

Comment 

The  JPSA  (Joint  Program  for  the  Study  of 
Abortion)  has  published  detailed  information  on 
abortion  complications  based  on  data  obtained 
from  hospitals  around  the  country.6-7  The  JPSA 
reports  are  the  most  complete  studies  of  complica- 
tions associated  with  legal  abortion  and  were 
based  on  data  collected  from  66  facilities  perform- 
ing abortions  between  July,  1970,  and  June,  1971; 
34  of  the  institutions  are  located  in  New  York 
State.  A brief  review  of  complication  rates  deter- 


TABLE  VI.  Complication  rates  by  abortion  procedure6 


Procedure 

Complication  Rate* 

Suction  curettage 

70 

Dilation  and  curettage 

90 

Saline  amniocentesis 

279 

Hysterotomy 

380 

Hysterectomy 

512 

* Total  complications  for  local  patients  with  follow-up.  Rate 
given  as  complicated  cases  per  1,000  abortions. 

TABLE  VII.  Complication  rate  by  period  of  gestation6 

Gestation  (Weeks) 

Complication  Rate* 

Six 

89 

Seven  to  eight 

63 

Nine  to  ten 

72 

Eleven  to  twelve 

100 

Thirteen  to  fourteen 

193 

Fifteen  to  sixteen 

278 

Seventeen  to  twenty 

289 

* Total  complication  for  local  patients  with  follow-up.  Rate 
given  as  complicated  cases  per  1,000  abortions. 


mined  by  the  JPSA  work  provides  a suitable  back- 
ground for  comparison  with  the  results  we  ob- 
tained. 

Table  VI  shows  the  complication  rate  by  proce- 
dure determined  in  the  JPSA  study.  Since  only 
37  abortions  by  saline-amniotic  fluid  exchange  or 
hysterotomy  were  reported  as  done  out-of-hospital 
in  Upstate  New  York,  it  appears  the  medical  com- 
munity is  aware  of  the  increased  risks  associated 
with  these  procedures  as  shown  by  the  JPSA  de- 
terminations. Although  outpatient  management 
of  saline  abortion  has  been  recommended  in  the 
literature,  a recent  report  of  maternal  death  de- 
scribed the  possible  consequences  of  such  manage- 
ment and  may  have  had  some  influence  in  reduc- 
ing the  number  of  outpatient  saline  abortions  per- 
formed.8-9 Since  the  1973  change  in  the  hospital 
code,  outpatient  management  of  any  second-tri- 
mester abortion  has  been  prohibited  once  the  pa- 
tient has  entered  a hospital  or  clinic. 

Table  VII  shows  the  complication  rate  by  gesta- 
tion, measured  from  the  last  menstrual  period,  as 
determined  by  the  JPSA;  their  data  indicate  that 
second-trimester  complication  rates  are  three 
times  higher  than  first-trimester  complication 
rates.  Published  New  York  City  data  indicate 
that  second-trimester  complication  rates  in  the 
city  were  llh.  times  higher  than  first-trimester 
complication  rates.10  Reported  Upstate  New 
York  complication  rates  on  1972  fetal  death  certif- 
icates corroborate  the  disparity  in  rates  found  in 
New  York  City.  The  reported  second-trimester 
abortion  complication  rate  in  the  Upstate  area  was 
about  eight  times  higher  than  the  first-trimester 
complication  rate.  Even  though  the  increased  risk 
of  complications  associated  with  second-trimester 
abortions  is  widely  reported  in  the  literature,  the 
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FIGURE  1.  Complication  rates  by  gestation  for  abortions 
done  by  saline-amniotic  fluid  exchange  and  suction  curet- 
tage.6-7 


Upstate  area  data  indicate  a consistent  percentage 
of  second-trimester  abortions  done  out-of-hospital 
(Table  I).  Almost  all  the  out-of-hospital  second- 
trimester  abortions  were  done  by  curettage,  indi- 
cating that  some  members  of  the  medical  commu- 
nity are  not  cognizant  of  published  data  contrain- 
dicating use  of  this  technique  after  the  first  tri- 
mester. 

Figure  1 is  a graphic  display  of  JPSA  data  of 
complication  rates  for  suction  curettage  and  sa- 
line-amniotic fluid  exchange  by  gestation.  The 
risk  of  complications  with  either  procedure  is 
greatest  between  the  eleventh  and  sixteenth  week 
of  gestation.  In  fact,  the  rate  of  major  complica- 
tions, that  is,  a complication  with  greater  risk  of 
death  or  permanent  impairment,  associated  with 
curettage  done  later  eventually  exceeds  that  of  sa- 
line-induced abortion  performed  after  the  six- 
teenth week. 

Upstate  area  data  on  abortion-related  maternal 
mortality  rates  indicate  that  any  abortion  done 
out-of-hospital  is  associated  with  greater  risk  of 
death.  The  Upstate  maternal  death  data  for  sec- 
ond trimester  abortions  are  difficult  to  evaluate 
because  the  2 deaths  that  occurred  out-of-hospital 
were  associated  with  1 physician.  However,  when 
Upstate  mortality  data  on  second-trimester  abor- 
tions performed  in  a physician’s  office  and  on  an 
outpatient  basis  are  combined  with  New  York  City 
data,  the  conclusion  is  inescapable  that  later  abor- 
tions should  be  done  on  an  inpatient  basis,  with 
the  patient  remaining  in  the  hospital  from  initia- 
tion of  the  procedure  until  delivery  (Table  V). 


Three  of  the  6 second-trimester  abortion  deaths 
that  occurred  during  hospital  outpatient  proce- 
dures were  due  to  hemorrhage.  Presumably  those 
deaths  could  have  been  prevented  if  the  patient 
had  been  in  the  hospital,  since  facilities  and  staff 
would  have  been  available  to  cope  with  the  compli- 
cation. 

Conclusion 

Two  conclusions  may  be  drawn  from  these  data. 
First,  because  of  the  high  risk  of  complications  as- 
sociated with  abortions  done  by  saline-amniotic 
fluid  exchange,  hysterotomy,  and  hysterectomy, 
these  procedures  should  not  be  done  in  a physi- 
cian’s office.  Curettage  abortions  after  twelve 
weeks’  gestation  have  increasing  risk  of  any  com- 
plication, and  the  risk  of  major  complications  be- 
comes as  high  or  higher  than  that  associated  with 
saline  abortions  done  after  sixteen  weeks’  gesta- 
tion. Because  the  risk  of  complications  begins  in- 
creasing after  the  eleventh  completed  menstrual 
week,  all  second-trimester  abortions  should  be 
done  inhospital  where  facilities  and  staff  are  avail- 
able to  respond  immediately  to  complications. 

Second,  physicians  should  carefully  estimate 
gestation  from  date  of  onset  of  the  last  menstrual 
period,  by  history  and  physical  examination,  and 
evaluate  the  risk  of  complication  to  determine  the 
procedure  of  choice. 


Acknowledgment.  The  authors  wish  to  thank  the  person- 
nel in  the  office  of  biostatistics  of  the  State  of  New  York  De- 
partment of  Health  who  assisted  in  providing  data  from  vital 
records.  Mrs.  Joan  Peek  was  especially  helpful.  Paul 
Schultze,  Jr.,  M.D.,  and  Carl  W.  Tyler,  Jr.,  M.D.,  read  the  man- 
uscript and  offered  useful  comments  and  suggestions. 

References 

1.  Executive  Committee  of  the  American  College  of  Obste- 
tricians and  Gynecologists:  Chicago,  The  American  College  of 
Obstetricians  and  Gynecologists,  Statement  on  Abortion,  Feb- 
ruary 10, 1973. 

2.  Subcommittee  on  Family  Planning  Methods  of  APHA’s 
Committee  Population:  APHA  recommended  program  guide 
for  abortion  services,  Am.  J.  Pub.  Health  63:  639  (July)  1973. 

3.  Abortional  Acts,  Hospital  Memorandum  70-24,  Albany, 
State  of  New  York  Department  of  Health,  May  25,  1970. 

4.  MSSNY  stand  on  abortions  in  2nd  trimester,  News  of 
New  York,  29:  3 (Feb.)  1974. 

5.  State  of  New  York  Hospital  Code;  Subchap.  C,  pt.  721, 
sec.  721.1,  subdiv.  (m). 

6.  Tietze,  C.,  and  Lewitt,  S.:  Joint  program  for  the  studv 
of  abortion  (JPSA):  Early  medical  complications  of  legal  abor- 
tion, Stud.  Fam.  Plann.  3:  97  (1972). 

7.  Idem:  Early  medical  complications  of  abortion  by  sa- 
line: Joint  Program  for  the  Studv  of  Abortion  (JPSA),  ibid.  4: 
6 133  (June)  1973. 

8.  Schulman,  H.,  Kaiser,  I.  H.,  and  Randolph,  G.:  Outpa- 
tient saline  Abortion,  Obst.  & Gynec.  37:  521  (1971). 

9.  Jewett,  J.  F.:  Two  deaths  from  mid-trimester  abortion, 
New  England  J.  Med.  288:  47  (Jan.  4)  1973. 

10.  Pakter,  J.  F.,  O’Hare,  D.,  Nelson,  F.,  and  Svigir,  M.: 
Two  years’  experience  in  New  York  City  with  the  liberalized 
abortion  law — progress  and  problems,  Am.  J.  Pub.  Health  63: 
524  (June)  1973. 


October  1 975/  INI  EW  York  State  Journal  of  Medicine  2171 


Immunization  and 
Disease  in  New  York 

ALAN  R.  HINMAN,  M.D. 

Albany,  New  York 

Director,  Bureau  of  Disease  Control,  New  York  State  Department 
of  Health 


Development  and  widespread  use  of  vaccines 
has  profoundly  altered  the  occurrence  of  certain 
communicable  diseases.  Specific  data  are  pre- 
sented on  smallpox,  tetanus,  diphtheria,  pertussis, 
poliomyelitis,  measles,  mumps,  and  rubella.  De- 
spite the  effectiveness  and  availability  of  these 
vaccines,  a substantial  segment  of  the  population 
remains  unprotected.  Parents  and  health  care 
providers  need  to  increase  their  efforts  to  ensure 
that  the  simple  and  effective  practice  of  immuni- 
zation is  more  widely  used  to  prevent  disease  and 
promote  health. 


The  development  and  use  of  immunizing  agents 
has  profoundly  altered  the  occurrence  of  a number 
of  diseases  throughout  New  York  and  throughout 
the  world.  The  purpose  of  this  report  is  to  discuss 
the  occurrence  of  vaccine-preventable  diseases  in 
New  York  State  and  the  measures  taken  to  coun- 
teract them.  The  diseases  to  be  discussed  are 
smallpox,  tetanus,  diphtheria,  pertussis,  poliomy- 
elitis, measles,  mumps,  and  rubella.  Data  on  the 
occurrence  of  disease  were  obtained  from  reports 
submitted  to  the  City  of  New  York  Department  of 
Health  and  the  State  of  New  York  Department  of 
Health;  data  on  levels  of  immunity  were  obtained 
from  a nationwide  survey  and  a survey  in  New 
York  State  of  school  enterers.1,2 

Smallpox 

Figure  1 shows  the  reported  incidence  of  small- 
pox cases  and  deaths  in  New  York  from  1908  to 
1973.  In  the  ten-year  period  from  1908  to  1917  an 
average  of  492  cases  and  3 deaths  due  to  smallpox 

Presented  in  part  at  a symposium  on  Modern  Concepts  in 
Immunization  at  the  Albany  Medical  Center,  Albany,  New 
York,  September  19,  1974. 


YEAR 

FIGURE  1.  Incidence  of  smallpox  cases  and  deaths  in 
New  York  from  1908  to  1973. 


occurred  every  year.  There  was  a dramatic  drop 
in  the  incidence  of  smallpox  in  the  early  1930s. 
There  has  been  no  smallpox  in  New  York  State 
since  1947  when,  as  a result  of  a case  imported 
from  Mexico,  there  was  a total  of  12  cases  with  2 
deaths.3  New  York’s  experience  is  comparable  to 
that  in  the  rest  of  the  nation;  there  has  been  no 
smallpox  in  the  United  States  since  1949.  Be- 
cause of  the  absence  of  smallpox,  attention  has 
been  turned  to  the  relative  risks  of  smallpox  vacci- 
nation versus  the  risk  of  the  disease. 

The  vaccine  currently  in  use  is  little  different 
from  the  vaccine  first  used  by  Jenner  in  1798  and 
is  a vaccine  conferring  partial  immunity  on  a long- 
lasting  basis.  However,  total  immunity  from  in- 
fection is  not  permanent,  and  vaccination  must  be 
repeated  every  three  years  to  maintain  high  levels 
of  immunity.  Smallpox  vaccination  has  a measur- 
able risk,  and  it  has  been  determined  that  1 death 
occurs  for  approximately  every  1 million  primary 
smallpox  vaccinations  (Table  I).  Although  one 
half  of  the  deaths  due  to  smallpox  vaccination  are 
preventable  through  careful  questioning  of  pa- 
tients and  their  parents  regarding  allergies,  medi- 
cations, skin  conditions,  and  so  forth,  deaths  con- 
tinue to  occur.4  The  fatal  complication  rate  is 
translatable  to  approximately  6 deaths  from  vacci- 
nation per  year  in  the  United  States.  This  must 
be  balanced  against  the  absence  of  smallpox  in  this 
country  for  over  twenty-five  years. 

Several  importations  of  smallpox  have  occurred 
in  Western  Europe  in  the  past  decade  which  give 
some  picture  as  to  the  likely  outcome  of  future  im- 


TABLE  I.  Complication  rates  per  million  primary 
smallpox  vaccinates 


Complication 

Less  Than 
One  Year 

Age 
One  to 
Nineteen 
Years 

All  Ages 

Deaths 

Postvaccinial 

5 

0.5 

1 

encephalitis 

6.5 

2.4 

2.9 
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portation  in  the  United  States  (Table  II).5  For 
the  period  1961  to  1971  in  Western  Europe  there 
was  an  average  of  14  cases  in  2 generations  with  1.7 
deaths  per  importation.  If  the  United  States’  ex- 
perience with  importation  was  to  be  comparable  to 
that  in  Western  Europe,  it  would  require  3 impor- 
tations per  year  to  equal  the  nationwide  death  toll 
of  routine  smallpox  vaccination  of  children.  Be- 
cause of  these  factors  and  because  of  the  declining 
incidence  of  smallpox  in  the  world,  the  Public 
Health  Service  and  the  American  Academy  of  Pe- 
diatrics have  recommended  that  routine  smallpox 
vaccination  of  children  be  discontinued.6-7 

This  recommendation  refers  to  the  routine  vac- 
cination of  children  and  not  to  total  discontinua- 
tion of  smallpox  vaccination.  Clearly,  persons 
traveling  in  countries  where  smallpox  occurs  need 
to  be  protected  against  smallpox  as  do  those  who 
might  be  likely  to  be  exposed  to  smallpox  if  intro- 
duced to  this  country.  These  high-risk  categories 
include  health  personnel  and  those  involved  in 
close  contact  with  international  travelers  at  points 
of  entry  such  as  customs  officials,  immigration  of- 
ficials, and  the  like.  The  American  Hospital  Asso- 
ciation and  the  Public  Health  Service,  among 
other  bodies,  recommend  routine  vaccination  of  all 
hospital  personnel  against  smallpox  every  three 
years,6-8  and  the  New  York  State  Hospital  Code, 
Section  720.6,  requires  such  vaccination  unless 
medically  contraindicated.  Surveys  in  Upstate 
New  York  and  elsewhere  in  the  nation  reveal  that 
less  than  one  half  of  hospital  personnel  are  ade- 
quately protected  against  smallpox.8-10  This  fact 
is  particularly  important  when  considering  the  ex- 
perience in  Western  Europe  which  indicated  that 
53  per  cent  of  secondary  cases  occurring  from  an 
importation  were  hospital  related,  and  of  these,  40 
per  cent  occurred  in  hospital  personnel.5 

The  total  eradication  of  smallpox  from  the  plan- 
et is  likely  to  occur  within  the  next  twelve  to  eigh- 
teen months.  At  present  only  Ethiopia,  India,  and 
Bangladesh  are  infected  with  smallpox,  and  vigor- 
ous eradication  programs  are  reducing  transmis- 
sion in  these  areas.11  Once  total  eradication  is 
achieved,  recommendations  and  requirements  re- 
garding smallpox  vaccination  will  obviously  have 
to  be  reassessed. 

Tetanus 

Figure  2 shows  the  occurrence  of  tetanus  cases 
and  deaths  from  1919  to  1973.  The  incidence  has 
been  declining  since  the  early  1920s  with  a maxi- 
mum of  116  cases  reported  in  1922.  Although  the 
number  of  cases  has  not  been  too  high,  tetanus  has 
had  an  appreciable  mortality  rate.  In  the  ten-year 
period  from  1919  to  1928  an  annual  average  of  84 
cases  of  tetanus  occurred  with  82  per  cent  of  these 
individuals  dying.  Tetanus  toxoid  was  first  intro- 
duced in  1925  but  did  not  come  into  widespread 
use  until  about  1945.  The  character  of  tetanus 


TABLE  II.  Experiences  with  smallpox  importations 
in  Europe 


Time  Period 

Impor- 

tations 

Cases 
per  Im- 
portation 

Deaths 
per  Im- 
porta- 
tion 

Genera- 
tions per 
Importa- 
tion* 

1951  to  1960 

23 

25.8 

Unknown  Unknown 

1961  to  1965 

18 

16.1 

2.4 

2.6 

1966  to  1971 

10 

10.1 

0.5 

1.9 

* Index  case  counted  as  first  generation. 


FIGURE  2.  Occurrence  of  tetanus  cases  and  deaths 
from  1919  to  1973. 


has  changed,  and  it  has  now  become  a disease  of 
the  elderly  and  the  drug  addicted.  In  New  York 
City  from  1950  to  1968  over  one  half  of  the  tetanus 
cases  have  occurred  in  drug  addicts.12  In  New 
York  State  exclusive  of  New  York  City  (Upstate 
New  York)  in  the  past  ten  years  there  have  been 
34  cases  of  tetanus;  20  of  these  were  in  persons 
over  the  age  of  fifty  who  would  not  have  been  ex- 
pected to  receive  routine  tetanus  toxoid  as  infants. 
The  incidence  of  tetanus  will  probably  continue  to 
fall,  but  immunity  must  be  maintained,  since  the 
spores  of  Clostridium  tetani  are  widespread  in  na- 
ture. The  1973  nationwide  immunization  survey 
indicated  that  only  73  per  cent  of  the  population 
aged  one  to  four  years  had  received  3 or  more 
doses  of  DPT  (diphtheria,  pertussis,  tetanus)  vac- 
cine; for  five-  to  nine-year-olds  the  figures  were 
somewhat  higher,  at  82  per  cent.1  Clearly  all 
those  in  need  of  immunization  are  not  being 
reached  with  this  extremely  effective  immunizing 
agent. 

Diphtheria 

Figure  3 shows  the  occurrence  of  diphtheria 
from  1908  to  1973  and  indicates  a striking  decline 
in  incidence  since  the  beginning  of  the  century. 
In  the  ten-year  period  from  1908  to  1917  an  annual 
average  of  over  20,000  cases  of  diphtheria  occurred 
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FIGURE  3.  Occurrence  of  diphtheria  from  1908  to  1973. 


FIGURE  4.  Occurrence  of  pertussis  from  1911  to  1973. 


with  nearly  2,000  deaths.  At  this  time  the  popula- 
tion of  New  York  State  was  only  10  million. 
Diphtheria  toxoid  was  introduced  in  this  country 
in  the  mid  1930s  and  came  into  wide  use  about 
1940.  Thus  it  appears  that  the  incidence  of  diph- 
theria was  declining  prior  to  widespread  use  of  the 
toxoid.  In  the  past  ten  years  there  has  been  an 
average  of  less  than  2 cases  per  year,  and  about 
one  third  of  those  affected  have  died. 

Diphtheria  toxoid  is  not  perfectly  effective  in 
preventing  infection,  carriage,  or  transmission  of 
the  organism.  Consequently,  to  eliminate  diph- 
theria very  high  levels  of  protection  must  be 
achieved  in  the  population.  The  1973  nationwide 
immunization  survey  revealed  DPT  protection  lev- 
els of  73  per  cent  in  one-  to  four-year-olds  and  82 
per  cent  in  five-  to  nine-year-olds.1  In  New  York, 
Public  Health  Law,  Section  2164,  requires  ade- 
quate immunization  against  diphtheria  prior  to 
school  entry.  A survey  of  students  entering  kin- 
dergarten and  first  grade  conducted  in  the  fall  of 
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FIGURE  5.  Incidence  of  poliomyelitis  cases  and  deaths 
from  1912  to  1973. 


1973  indicated  that  83  per  cent  of  students  enter- 
ing public  schools  were  “adequately”  protected 
against  diphtheria,  having  received  at  least  3 doses 
of  diphtheria  toxoid.2 

Pertussis 

Figure  4 depicts  the  occurrence  of  pertussis 
from  1911  to  1973  and  shows  a declining  incidence 
since  about  1940.  A peak  incidence  was  reached 
in  1938  with  nearly  26,000  cases  and  191  deaths  re- 
corded. In  the  past  ten  years  there  has  been  an 
annual  average  of  about  274  cases  with  less  than  1 
death.  Pertussis  is  a disease  particularly  affecting 
the  very  young  and  most  severe  in  this  age  group. 
Pertussis  vaccine  was  introduced  and  put  into 
widespread  use  in  the  1940s;  the  decline  in  occur- 
rence of  pertussis  is  temporally  associated  with  the 
introduction  of  the  vaccine.  Since  pertussis  is  ad- 
ministered along  with  diphtheria  and  tetanus,  it 
can  be  said  that  73  per  cent  of  one-  to  four-year- 
olds  are  protected  against  pertussis. 

Poliomyelitis 

Epidemic  poliomyelitis  is  a disease  of  developed 
nations;  the  first  epidemics  were  reported  in  the 
mid  nineteenth  century  in  northern  Europe.13 
Poliomyelitis  is  a disease  in  which  epidemics  do 
not  occur  until  the  level  of  sanitation  in  the  com- 
munity has  been  raised  to  the  point  that  children 
are  not  infected  universally  soon  after  birth.  A 
pool  of  susceptibles  needs  to  be  built  up  for  epi- 
demic poliomyelitis  to  occur.  Figure  5 indicates 
that  massive  epidemics  of  poliomyelitis  have  oc- 
curred in  New  York  State;  the  largest  occurred  in 
1916  when  over  13,000  cases  of  poliomyelitis  and 
more  than  3,000  deaths  were  reported.  Inactivat- 
ed poliomyelitis  vaccine  was  introduced  in  1955 
and  was  associated  with  a considerable  reduction 
in  the  incidence  of  the  disease.  The  introduction 
of  the  oral  live  attenuated  virus  vaccine  in  1961 
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FIGURE  6.  Reported  incidence  of  measles  from  1908  to 
1973. 


gave  an  even  more  potent  weapon  against  polio- 
myelitis; this  has  also  been  reflected  in  reported 
incidence.  In  the  past  ten  years  there  have  been 
only  19  cases  of  paralytic  poliomyelitis  reported  in 
New  York  State;  11  of  these  occurred  in  1964. 

That  poliomyelitis  is  a disease  which  can  occur 
in  a relatively  well-immunized  population  was 
demonstrated  in  1972  when  an  epidemic  of  polio- 
myelitis occurred  in  Greenwich,  Connecticut,  in  a 
small  school  attended  primarily  by  children  of  par- 
ents whose  religious  beliefs  precluded  immuniza- 
tion.14 The  city  of  Greenwich  had  high  immunity 
levels,  but  only  17  per  cent  of  those  attending  the 
school  were  adequately  immunized  against  polio- 
myelitis. Eleven  out  of  128  students  in  the  school 
were  stricken  with  paralytic  poliomyelitis;  3 of 
them  were  from  New  Y'ork  State.  Although  ade- 
quate immunization  against  poliomyelitis  is  a pre- 
requisite for  school  entry,  the  1973  school  enterers 
survey  indicated  that  only  82  per  cent  of  entering 
students  were  adequately  protected  against  polio- 
myelitis, having  received  3 or  more  doses  of  oral 
poliomyelitis  vaccine.2  Nationwide,  only  60  per 
cent  of  one-  to  four-year-olds  have  received  ade- 
quate protection,  and  of  those  living  in  central 
cities,  the  percentage  is  even  lower.1 

Measles 

Figure  6 shows  the  reported  incidence  of  mea- 
sles from  1908  to  1973  and  clearly  indicates  that 
measles  is  a cyclic  disease  with  peaks  occurring 
every  two  to  three  years.  The  maximum  reported 
cases  of  measles  in  New  York  was  in  1941  when 
over  120,000  cases  and  47  deaths  were  reported. 
Live  measles  virus  vaccine  was  introduced  in  1963 
and  has  clearly  been  associated  with  a reduction  in 
the  incidence  of  the  disease.  The  vaccine  is  effec- 
tive in  preventing  both  the  disease  and  its  fre- 
quent complications,  and  the  vaccine  itself  has  lit- 
tle risk.  In  the  nine-year  period  that  measles 
virus  vaccine  has  been  distributed  through  public 


TABLE  III.  Reported  incidence  of  measles  before 
and  after  immunization 


Time  Period 

Cases 

Deaths 

Prevaccine  1960  to  1965 

189,896 

150 

Postvaccine  1966  to  1971 

27,966 

18 

Difference  (Prevention) 

161,930 

132 

health  facilities  in  New  York  State,  more  than  1.6 
million  doses  of  vaccine  have  been  administered. 
Measles  immunization  is  required  by  State  law  as 
a condition  for  school  entry.  Nonetheless,  the 
1973  school  enterers  survey  indicated  that  only  84 
per  cent  of  students  entering  kindergarten  or  first 
grade  were  immunized.2  Nationwide,  only  61  per 
cent  of  one-  to  four-year-olds,  the  population  at 
greatest  risk  of  complications,  were  protected  in 
1973,  and  in  center  cities  the  proportion  was  even 
lower.1 

In  1972  an  estimation  was  attempted  of  the  sav- 
ings resulting  from  the  measles  vaccination  pro- 
gram in  New  York.15  The  estimate  was  based  on 
techniques  used  in  Massachusetts.16  Assuming 
that  the  measles  experience  for  the  six  years  after 
the  introduction  of  measles  vaccination  in  public 
clinics  would  have  been  expected  to  be  the  same  as 
the  experience  during  the  six  years  immediately 
preceding  the  introduction  of  vaccine,  Table  III  in- 
dicates that  162,000  cases  and  132  deaths  were 
prevented.  Assuming  that  one  half  of  patients 
with  measles  would  see  a physician  at  an  average 
cost  of  $10  per  visit,  $809,650  in  physician  visits 
was  saved.  Approximately  1 out  of  every  200  chil- 
dren with  measles  will  be  hospitalized  for  an  aver- 
age of  eight  and  one-half  days  for  complications 
other  than  encephalitis.  Assuming  a per  diem 
cost  of  $65  a total  of  $446,972  was  saved.  Enceph- 
alitis is  a rare  complication,  occurring  but  once  in 
1,000  cases  but  requiring  hospitalization  for  an  av- 
erage of  14.6  days  and  more  intensive  care  which 
might  be  estimated  at  a per  diem  cost  of  $90. 
Acute  hospitalization  of  patients  with  encephalitis 
would  have  cost  an  additional  $211,554.  Of  those 
with  encephalitis,  one  third  would  be  expected  to 
require  life-long  institutionalization  at  a cost  of 
$61,980.  Thus  over  $3  million,  $3,284,940  to  be 
exact,  was  saved  in  preventing  life-long  institu- 
tionalizations giving  an  overall  savings  of  over  $4.7 
million,  the  exact  figure  being  $4,753,116. 

The  cost  of  the  program  was  a cash  outlay  of 
$1,677,719  for  1,458,886  doses  of  measles  vaccine 
at  $1.15  per  dose,  giving  a net  savings  of 
$3,075,397.  This  figure  does  not  include  any  cost 
estimate  for  the  132  deaths  prevented  or  the  non- 
direct  costs  of  encephalitis  and  mental  retardation 
prevented.  It  also  does  not  include  indirect  costs 
of  the  vaccination  program  nor  does  it  take  into 
account  immunizations  administered  in  the  pri- 
vate sector,  which  were  more  numerous  than  those 
administered  in  public  clinics.  It  also  assumes 


October  1 975/New  York  State  Journal  of  Medicine  2175 


YEAR 

FIGURE  7.  Reported  incidence  of  mumps  cases  and 
deaths  from  1914  to  1973. 


that  all  cases  of  measles  were  reported,  which  is 
known  not  to  be  the  case.  Therefore  the  figures 
must  be  read  with  caution,  but  they  do  indicate  an 
unequivocal  benefit  from  the  program. 

Mumps 

Mumps  has  not  been  consistently  reportable  in 
New  York  State;  there  are  gaps  in  reporting  from 
1932  to  1949  and  from  1959  to  1973  (Fig.  7).  Dur- 
ing the  most  recent  ten-year  period  when  mumps 
was  reportable,  from  1949  to  1958,  an  annual  aver- 
age of  approximately  19,000  cases  with  2 deaths 
was  reported. 

Live  virus  vaccine  against  mumps  was  intro- 
duced in  1968  and  has  gradually  been  accepted 
into  widespread  use  in  private  practice,  although  it 
was  not  used  in  public  clinics  until  1973.  Nation- 
wide estimates  are  that  only  approximately  35  per 
cent  of  one-  to  four-year-olds  have  been  vaccinat- 
ed against  mumps.  This  undoubtedly  is  due  to 
immunization  recommendations  which  have  gen- 
erally stated  that  although  mumps  vaccination  is 
desirable  it  should  not  take  precedence  over  other 
immunizations,  particularly  in  settings  where  it 
may  be  unlikely  that  a child  will  come  back  for  the 
remainder  of  the  series  of  immunizations.17  This 
objection  has  been  overcome  by  the  introduction 
of  combined  measles-mumps-rubella  vaccines  so 
mumps  can  now  be  administered  simultaneously 
with  these  other  more  important  vaccines.  Begin- 
ning in  1973  mumps  vaccine  and  the  combined 
measles-mumps-rubella  vaccines  have  been  dis- 
tributed in  New  York  State  through  public  clinics, 
and  it  is  anticipated  that  protection  levels  against 
mumps  will  rise  significantly. 

Rubella 

Rubella  is  a benign  disease  of  childhood  which 
may  have  unfortunate  consequences  if  it  affects 
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FIGURE  8.  Incidence  of  rubella  from  1914  to  1972. 


pregnant  women.  Figure  8 depicts  the  incidence 
of  rubella  from  1914  to  1972  except  for  the  period 
from  1941  to  1949  when  it  was  not  reportable. 
Two  major  epidemics  have  occurred,  one  in  1935 
with  77,000  cases  reported  and  the  other  in  1964 
with  over  60,000  cases  reported.  As  a result  of  the  i 
nationwide  1964  epidemic  more  than  30,000 
pregnancies  were  damaged  by  rubella.18  This  ex- 
perience led  to  an  intensive  search  for  a rubella 
vaccine,  and  one  was  introduced  in  1969.  Since 
that  time  the  vaccine  has  gained  wide  acceptance 
with  almost  2 million  doses  of  vaccine  having  been 
administered  in  public  clinics  in  New  York  State 
from  1969  to  1973.  The  1973  nationwide  immuni- 
zation survey  indicated  that  56  per  cent  of  one-  to 
four-year-olds  had  received  rubella  immunization. 
In  New  York  State  rubella  immunization  is  re- 
quired by  law  for  school  entry,  and  the  1973  school 
enterers  survey  indicated  that  83  per  cent  of  stu- 
dents entering  kindergarten  or  first  grade  are  pro- 
tected against  rubella.2  With  the  recent  decline  in 
the  number  of  rubella  cases  there  has  been  an  ap- 
parent decline  in  the  incidence  of  congenital  rubel- 
la, indicating  that  the  immunization  program  is 
having  its  desired  effect.19 

Conclusion 

Currently  available  vaccines  have  had  consider 
able  impact  on  the  occurrence  of  vaccine-preven- 
table diseases.  Unfortunately,  universal  deliver} 
of  the  vaccines  has  not  been  achieved,  and  nearly  1 
child  in  5 in  New  York  State  reaches  school  agf 
without  being  adequately  protected  against  one  oi  { 
more  of  the  vaccine-preventable  diseases.  Parents  ■ 
and  health  care  providers  need  to  increase  their  ef  * 
forts  to  ensure  that  this  cost-beneficial  and  effec 
five  means  of  promoting  health  and  preventing 
disease  is  more  widely  used. 
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Measuring  cause  and  effect 


Cause:  High  levels  of  anxiety 

Effect:  Exacerbation  of  irritable  bowel  syndrome 


When  barium  fills  the  whole  colon,  there 
is  also  a reflux  through  the  ileum  so  that 
ileum  is  superimposed  on  colonic  shadows. 
The  tube-type  descending  colon  revealed 
is  normally  associated  with  the  diarrheal 
phase  of  the  irritable  bowel  syndrome. 


Case  History:*  27-year-old  female 

Before  treatment 

Chief  Complaint:  Abdominal  pain  and  diarrhea. 

Present  Illness:  Intermittent,  left-sided,  lower  abdominal 
pain  for  over  a year;  pain,  unassociated  with  men- 
strual periods  or  eating,  lasted  several  hours.  Abdomi- 
nal symptoms  occurred  in  attacks  lasting  1-2  days 
with  remissions  of  3-4  days.  Diarrhea  accompanied 
attacks.  No  weight  loss,  nausea  or  vomiting. 

Personal  History:  Married,  2 children.  Somewhat  rest- 
less, tense  and  anxious. 

Physical  Examination:  8/16/73.  System  review  within 
normal  limits.  Weight  95  lbs.  Petite,  pleasant,  coop- 
erative patient  with  no  obvious  signs  of  illness. 

Abdomen:  Spastic,  tender  sigmoid  colon.  Otherwise 
normal. 

Rectal:  Normal  mucosa  and  stool.  No  rectal  bleeding  or 
excess  mucus  or  fat  in  stools. 

Sigmoidoscopy:  Normal  sigmoid  mucosa. 

Laboratory  tests:  Within  normal  range.  No  occult 
blood  in  3 successive  stool  examinations. 

Impression:  Irritable  bowel  syndrome.  X-rays  7/25/73 
showed  tube-type  descending  colon.  Librax,  one 
capsule  q.i.d.,  prescribed  as  adjunctive  therapy  on 
8/23/73.  Symptoms  of  anxiety  evaluated  with 
Hamilton  Anxiety  Scale  on  same  date. 

‘Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J.  07110. 

Although  this  is  an  actual  case  history,  not  all  cases  of  irritable  bowel 

syndrome  can  be  expected  to  respond  this  rapidly  to  therapy. 
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Undue  anxiety— often  a forerunner 
of  irritable  bowel  syndrome 

Irritable  colon  is  a disorder  commonly  seen  in  the 
average  physician’s  daily  practice.  Expressed  as  diar- 
rhea and / or  constipation,  the  disorder  affects  mainly 
the  colon’s  tonicity.  Usually  spasms  are  produced, 
mediated  through  the  autonomic  nervous  system. 
Such  abnormal  activity  can  easily  derive  from  emo- 
tional stress,  which  causes  parasympathetic  stimula- 
tion. Hence  the  direct  relationship  between  anxiety 
and  irritable  bowel  syndrome.  Reducing  anxiety,  one 


of  the  causative  factors,  can  be  expected  to  counter 
the  effect,  exacerbation  of  irritable  bowel  syndrome. 

Librax  is  the  logical  adjunct  in 
treating  irritable  bowel  syndrome 

□ Dual  action  of  Librax  helps  relieve  both  anxiety 
and  somatic  symptoms. 

□ Librax  alone  provides  both  the  antianxiety  action 
of  Librium®  (chlordiazepoxide  HC1)  and  the  anti- 
secretory-antispasmodic  action  of  Quarzan™  (clidi- 
nium  Br). 
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atient's  first  evaluation  was  made 
23/73  prior  to  treatment.  The  second 
valuation,  made  10/4/73,  shows 
ancurrent  drop  in  anxiety  and 
kamafized  svmptoms. 

Posttreatment 

Total  Score  4 

Anxiety  1 

Somatized  Anxiety  3 

Relief  of  symptoms 
linked  to  relief  of  anxiety 

After  treatment 

Abdominal  pain  and  discomfort  less  troublesome  al- 
though still  some  frequency  and  looseness  of  the  bowels. 
Patient  felt  significantly  better  and  less  anxious.  Bowel 
movements  returned  to  regular  pattern  when  therapy 
discontinued  on  10/4/73. 

10/4/73:  Second  Hamilton  Anxiety  Scale  completed. 
Follow-up  (2  months  later):  Patient  off  all  therapy,  nor- 
mal bowel  function,  no  abdominal  pain,  no  significant 
anxiety  feelings  or  undue  tension  or  nervousness. 


Charted  at  left,  the  Hamilton  Anxiety  Scale  ratings 
show  how  somatized  anxiety  symptoms— especially 
gastrointestinal,  the  complaint  rated  highest— dimin- 
ished along  with  anxiety  symptoms.  The  first  six 
parameters  plus  “behavior  at  interview"  measure  anx- 
iety and  the  remaining  seven,  somatized  anxiety. 
Between  the  first  and  second  evaluations,  the  sum  of 
the  anxiety  and  the  sum  of  the  somatized  symptoms 
each  decreased  by  4 points  on  the  rating  scale. 


□ Both  components  are  conveniently  contained  in  a 
ingle  capsule. 

)□  Dosage  is  adjustable  within  the  range  of  1 or  2 
.apsules  3 or  4 times  daily;  up  to  8 capsules  daily  in 
livided  doses. 

i □ One  capsule  before  each  meal  and  two  at  bedtime 
usually  prescribed. 


Please  see  summary  of  product  information 
)n  following  page. 


Dual-action 
adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 

for  the  anxiety- related  symptoms 
of  irritable  bowel  syndrome 


Dual-action 
adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Initial  Rx 

The  initial  prescription  permits  evaluation 
of  patient  response  to  therapy. 


Follow-up 


Follow-up  therapy  with  a prescription  for 
2 to  3 weeks’  medication  usually  helps 
maintain  patient  gains. 


for  the  anxiety- related  symptoms  of  irritable  bowel  syndrome  • 
duodenal  ulcer  • upper  functional  gastrointestinal  disorders 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 


sion; suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/ or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan™ ) — bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10. 
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The  Winter  meeting  of  the  New  York  Society  Diseases,  New  York  City, 

for  Thoracic  Surgery  was  held  on  February  20,  The  following  report  will  be  given  in  its  entire- 
1915,  at  Memorial  Hospital  for  Cancer  and  Allied  ty. 
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Aneurysms  of  the  thoracic  aorta  due  to  nonpene- 
trating trauma  are  rare  lesions,  associated  with  a 
catastrophic  prognosis.  It  is  estimated  that  only  2 
per  cent  of  the  immediate  survivors  live  long 
enough  to  develop  a chronic  aneurysmal  lesion. 

* By  invitation. 


The  lesions  are  designated  as  chronic  depending 
on  the  interval  between  the  injury  and  surgical  re- 
pair. The  chronic  group  includes  all  patients  op- 
erated on  ninety  days  or  more  after  the  original 
trauma. 

The  following  is  a case  report  of  a patient  with  a 
chronic  dissecting  aneurysm  of  the  aorta  of  four 
years’  duration  in  whom  the  only  symptom  was  the 
acute  onset  of  intermittent  claudication  of  the  left 
lower  extremity. 

Case  report 

A fifty-year-old  male  visiting  New  York  City  from  the 
Dominican  Republic  experienced  a sudden  onset  of  pain 
in  the  lower  back  and  left  lower  extremity.  The  pain 
subsided  rapidly,  but  he  developed  severe  intermittent 
claudication  of  half  a block. 

He  was  admitted  to  The  Brooklyn-Cumberland  Medi- 
cal Center  on  June  20,  1973,  seeking  relief  from  his  clau- 
dication. He  was  known  to  be  hypertensive  and  had 
sustained  a steering  wheel  injury  four  years  prior  to  ad- 
mission. 

Spontaneous  chest  pain  occurred  six  and  two  months 
before  the  onset  of  his  recent  symptoms.  The  pain  was 
thought  to  represent  a myocardial  infarction  and  on 
each  occasion  was  treated  as  such,  although  subsequent 
findings  did  not  substantiate  this  diagnosis.  Physical 
examination  revealed  a well-built  man  with  a blood 
pressure  of  190/118  min.  Hg.  Examination  of  the  neck, 
heart,  lungs,  and  abdomen  did  not  reveal  any  abnor- 
malities. The  examination  of  the  extremities  revealed 
absent  femoral  and  peripheral  pulses  on  the  left  and 
greatly  decreased  oscillations  at  the  below-knee  level. 
Pulsations  and  oscillations  were  normal  on  the  right 
side. 

The  electrocardiogram  findings  were  reported  to  be 
within  limits  of  normal.  Roentgenograms  of  the  chest 
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FIGURE  1.  (A)  Translumbar  aortogram.  Note  complete 

occlusion  of  left  iliac  artery  and  enlarged  right  iliac  where 
spontaneous  fenestration  had  occurred.  (B)  Retrograde 
aortogram  through  axillary  artery.  Note  double  lumen  and 
large  false  lumen  of  thoracic  aorta,  proximal  tear  just 
below  origin  of  left  subclavian  artery. 

revealed  a widening  of  the  mediastinum  with  moderate 
dilatation  of  the  thoracic  aorta.  An  intravenous  pyelo- 
gram  showed  good  function  of  both  kidneys,  but  there 
was  delayed  excretion  on  the  right. 

A translumbar  aortogram  revealed  a dilated  aorta 
with  complete  occlusion  of  the  left  common  iliac  artery 
and  subsequent  visualization  of  the  left  external  iliac 
and  femoral  arteries  through  collaterals  (Fig.  1A).  The 
right  iliac  artery  was  enlarged,  its  diameter  almost 


FIGURE  2.  (A)  Diagrammatic  representation  of  extent  of 

lesions  of  thoracic  and  abdominal  aorta. 

equalling  that  of  the  aorta.  The  right  external  iliac  ar- 
tery appeared  normal. 

Because  the  roentgenographic  findings  were  highly 
suggestive  of  aortic  dissection,  a left  transaxillary  aorto- 
gram was  performed  using  a catheter  (Seldinger)  (Figs. 
IB  and  2A).  The  ascending  and  transverse  portions  of 
the  aortic  arch  and  its  branches  were  normal,  with  the 
left  common  carotid  arising  from  the  brachiocephalic 
trunk. 

A huge  dissecting  aneurysm  of  the  descending  thorac- 
ic aorta  was  present  with  the  intimal  tear  starting  just 
distal  to  the  left  subclavian  artery.  The  true  lumen  of 
the  distal  thoracic  aorta  was  very  narrow,  and  both  the 
coeliac  and  superior  mesenteric  arteries  were  visualized 
from  dye  deriving  from  the  true  lumen. 
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(B)  Establishment  of  partial  cardiopulmonary  bypass  be- 
tween right  ventricle  and  left  iliac  artery. 


The  false  lumen  was  very  large  with  the  thickened  in- 
tima  seen  as  a lucent  line  between  the  true  and  false  lu- 
mens. Thus  the  diagnosis  of  chronic  traumatic  dissect- 
ing aneurysm  type  III  was  made. 

Inasmuch  as  the  only  symptom  was  intermittent  clau- 
dication, relief  could  have  been  obtained  by  simple  fen- 
estration of  the  left  iliac  artery.  This  limited  approach, 
however,  would  have  provided  only  partial  treatment 
since  the  aneurysm  was  shown  to  be  unstabta  A com- 
plete repair  was,  therefore,  recommended,  and  surgery 
was  performed  on  July  10, 1973. 

The  upper  thoracic  aorta  was  exposed  through  a pos- 
terolateral thoracotomy,  while  the  aortic  bifurcation  was 
exposed  simultaneously  through  a left  retroperitoneal 


(C)  Diagrammatic  representation  of  restored  arterial  conti- 
nuity. 


approach.  The  large  aneurysm  was  dissected,  and  prox- 
imal control  was  obtained  between  the  brachiocephalic 
trunk  and  left  subclavian  artery.  The  right  iliac  artery 
was  found  to  be  pulsating  and  was  twice  its  normal  size, 
the  increased  diameter  being  due  to  the  dissecting  pro- 
cess. A spontaneous  reopening  was  present  at  the  distal 
portion  of  the  common  iliac  artery. 

The  dissected  aortic  intima  was  obliterating  the  ori- 
fice of  the  left  common  iliac  artery,  while  distal  to  it  a 
thrombus  was  completely  occluding  its  lumen.  After 
performing  a fenestration  and  a thrombectomy  of  the 
left  common  iliac  artery,  a partial  cardiopulmonary  by- 
pass was  instituted  from  the  right  ventricle  to  the  termi- 
nal aorta  through  the  left  common  iliac  artery  arterioto- 
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my  (Fig.  2B).  The  aneurysmal  lesion  of  the  thoracic 
aorta  was  resected,  and  a 30-mm.  Dacron  woven  graft 
was  inserted  after  obliterating  the  distal  false  lumen  by 
sewing  the  outer  and  inner  walls  together  with  a contin- 
uous suture  (Fig.  2C).  Excellent  restoration  of  blood 
flow  to  both  lower  extremities  was  obtained,  and  after 
surgery  an  uneventful  recovery  followed. 

Postoperatively  the  intravenous  pyelogram  was  re- 
peated; there  was  now  rapid  and  simultaneous  excretion 
of  dye  from  both  kidneys.  There  was  no  change  in 
blood  pressure,  the  patient  remaining  hypertensive.  A 
year  and  a half  after  surgery  the  patient  remains  in  ex- 
cellent health  and  has  resumed  his  normal  working  re- 
sponsibilities. 

Comment 

Review  of  the  literature  reveals  that  138  cases  of 
chronic  traumatic  aneurysmal  lesions  have  been 
reported  so  far.  Bennett  and  Cherry1  found  only 
105  cases  reported  up  to  1967,  while  Fleming  and 
Green2  reported  in  1974  an  additional  33  cases 
from  the  collected  series  of  Walter  Reed  Army 
Medical  Center.  In  both  series  the  unstable  na- 
ture of  the  chronic  aneurysm  was  demonstrated, 
and  a plea  for  resection  was  made. 

In  spite  of  this,  some  physicians  still  pursue  a 
conservative  approach  and  await  the  appearance 
of  symptoms  to  recommend  surgery.  This  case  re- 
port, with  symptoms  appearing  four  years  after  in- 
jury, is  additional  evidence  of  the  unstable  nature 
of  such  lesions. 

The  symptom  of  intermittent  claudication  in  a 
chronic  traumatic  lesion  is  extremely  rare,  and  in 
the  absence  of  any  other  symptomatology  it  may 
easily  lead  to  erroneous  diagnosis  and  treatment, 
ending  in  disaster. 

In  the  cases  so  far  reported  there  has  not  been  a 
single  case  of  chronic  dissecting  traumatic  aneu- 
rysm of  the  thoracic  aorta  that  has  manifested  it- 
self in  such  a fashion.  Consequently,  a high  index 
of  suspicion  and  a very  careful  analysis  of  the  pa- 
tient’s history  are  necessary  if  the  proper  diagnosis 
and  treatment  are  to  be  instituted. 
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Discussion 

E.  Foster  Conklin,  M.D.,  New  York  City.  A 
review  of  certain  autopsy  statistics  indicates  that 
the  majority  of  people  dying  after  violent  trauma 
such  as  are  seen  after  plane  crashes  die  of  nonpen- 
etrating trauma  to  the  aorta.  This  is  not  really  a 
rare  lesion.  Unfortunately,  however,  it  is  the  sur- 
vivors who  are  rare.  I can  only  congratulate  the 
authors  on  their  handling  of  an  extraordinary  case. 
We  continue  to  see  chronic  dissections  usually  in 
connection  with  aortic  insufficiency  that  respond 


quite  nicely  to  aortic  valve  replacement  and  resec- 
tion of  the  ascending  aorta.  But  this  is  the  only 
case  of  which  I have  any  knowledge  of  that  condi- 
tion ever  presented  in  this  fashion.  I understand 
the  patient  is  doing  well  almost  two  years  after 
surgery,  and  again  I congratulate  the  authors  on 
their  successful  result. 

Lari  Attai,  M.D.,  The  Bronx,  New  York.  I too 
wish  to  compliment  the  authors  on  their  presenta- 
tion and  would  like  to  bring  to  your  attention  the 
more  common  type  of  traumatic  aneurysm  result- 
ing from  deceleration  injuries  to  the  thoracic  aorta. 
Montefiore  Hospital  is  not  in  close  proximity  to 
any  major  high-speed  highways,  and  until  recently 
we  did  not  have  ambulance  service.  Therefore, 
our  experience  with  traumatic  aneurysm  is  limited 
to  cases  that  are  referred  from  other  community 
hospitals  that  receive  these  injured  patients.  We 
have  operated  on  4 patients  with  traumatic  aneu- 
rysms involving  the  descending  aorta  without  op- 
erative mortality.  Two  were  chronic  types;  one 
was  operated  on  three  and  one-half  years  after  the 
initial  injury,  and  one  was  operated  on  approxi- 
mately one  year  after  the  trauma.  Both  patients 
were  referred  to  us  for  evaluation  of  a mediastinal 
mass,  and  definitive  diagnoses  were  made  on  aor- 
tography. In  addition  to  these  2 chronic  aneu- 
rysms, we  have  operated  on  2 other  patients,  each 
one  week  after  the  initial  accident.  Both  patients 
had  aneurysms  in  the  same  location,  that  is,  at  the 
site  of  ligamentum  arteriosum.  Against  this 
happy  surgical  experience,  we  have  reviewed  rec- 
ords of  4 patients  who  were  either  dead  on  arrival 
to  our  hospital  or  died  shortly  after  admission  to 
the  emergency  room.  Three  patients  died  of  ex- 
sanguinating hemorrhage  from  rupture  of  the 
traumatic  aneurysm  of  the  descending  aorta.  The 
fourth  patient  had  multiple  injuries  including  rup- 
tured diaphragm  on  the  left  side,  traumatic  hemo- 
pericardium  and  cardiac  tamponade,  severe  head 
injury,  ruptured  spleen,  and  many  other  injuries. 
Aortogram  did  show  evidence  of  a traumatic  aneu- 
rysm, but  death  was  not  related  to  the  aneurysm. 
We  agree  with  the  authors  that  these  patients 
should  be  promptly  diagnosed  and  operated  on, 
for  without  surgery  the  outcome  is  usually  fatal. 
My  only  question  for  the  authors  is  whether  in 
their  case  we  are  dealing  with  traumatic  aneurysm 
or  acute  aortic  dissection  in  a patient  who  had  in- 
jury four  years  ago. 

James  Malm,  M.D.,  New  York  City.  I just 
want  to  make  one  comment.  In  looking  at  the 
x-ray  films  of  the  abdominal  aortic  study,  I 
thought  I saw  two  needles  which  were  translumbar 
needles.  Am  I right?  I thought  that  technique 
was  discarded  after  the  lawsuit  of  Frank  Gerbode, 
M.D.,  in  San  Francisco  ten  years  ago  when  a pa- 
tient developed  hemiplegia  and  the  settlement  was 
over  $1.5  million.  I think  it  has  been  abandoned 
for  medical-legal  reasons,  but  I think  that  in  a pa- 
tient in  whom  dissecting  aneurysms  is  suspected, 
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it  is  particularly  undesirable  to  place  a needle 
through  the  back. 

Richard  Engleman,  M.D.,  New  York  City.  I 
just  wanted  to  mention  some  experiences  that  we 
have  had  at  New  York  University  with  a technique 
for  unheparinized  bypass  of  the  descending  tho- 
racic aorta.  The  initial  case,  Roy  Clauss,  M.D., 
will  remember,  was  back  about  six  years  ago.  Ba- 
sically, you  can  use  a shunt.  In  this  instance  we 
have  had  about  12  cases  in  which  we  employed  a 
Gott  shunt  which  is  a polyvinyl  chloride  tapered 
cannula  coated  with  a heparin  bond,  and  you  can 
completely  obviate,  if  you  so  desire,  the  use  of  any 
systemic  heparinization.  You  place  one  end  of  the 
cannula  in  the  ascending  aorta,  the  other  end  of 
the  cannula  into  the  femoral  artery,  and  bypass 
successfully  with  a minimal  gradient  across  the 
cross  clamp.  You  can,  in  cases  in  which  there  is 
trauma  and  numerous  adhesions,  avoid  the  use  of 
heparin.  It  is  quite  a safe  technique.  Hugh  Law- 
rence, M.D.,  when  he  was  at  the  Mason  Clinic,  re- 
viewed the  country’s  experience  using  the  Gott 
shunt  and  found  about  50  cases,  most  of  those  suc- 
cessfully done,  and  I highly  recommend  the  proce- 
dure. 

Dr.  Papadopoulos:  There  are  certainly  many 
ways  of  shunting  the  thoracic  aorta  besides  the 
classical  total  or  partial  cardiopulmonary  bypass. 
The  left  subclavian  artery  and  left  auricle  to  femo- 
ral artery  shunts  as  well  as  the  femoral  vein  to 
femoral  artery  shunt  have  been  utilized.  I have 
not  employed  the  Gott  shunt,  but  it  certainly  ap- 
pears an  applicable  and  attractive  idea. 

In  reference  to  Dr.  Malm's  remark  I certainly 
agree  that  the  two-needle  or  two-injection  tech- 
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nique  should  be  proscribed.  It  is  certainly  not  a 
technique  that  we  use  at  The  Brooklyn  Hospital. 
This  aortogram  was  not  performed  in  our  hospital, 
and  according  to  the  surgeon  who  performed  it, 
the  first  needle  was  inserted  and  unknowingly  en- 
tered the  false  lumen  resulting,  therefore,  in  very 
poor  flow.  With  the  first  needle  in  place  a second 
was  inserted,  this  time  in  the  true  lumen,  and  the 
injection  was  made.  In  view  of  the  fact  that  up  to 
that  time  the  working  diagnosis  was  aorto-iliac  oc- 
clusive disease,  one  can  understand  the  bewilder- 
ment of  the  surgeon  and  the  use  of  two  needles. 

No  doubt,  Dr.  Gerbode’s  case  in  1959  has  set  the 
example  for  strict  criteria  in  the  performance  of 
translumbar  aortography,  but  I disagree  as  to  the 
amount  assigned  to  the  case,  since  it  was  not  $1.5 
million  but  $250,000,  and  then  again  it  was  suc- 
cessfully appealed. 

I enjoyed  Dr.  Attai’s  presentation,  and  I agree 
that  an  aggressive  approach  is  desirable.  I do  not 
have  any  absolute  evidence  as  to  whether  the  origi- 
nal chest  injury  has  caused  the  dissecting  hemato- 
ma; nevertheless,  the  original  trauma  necessitated 
the  hospitalization  of  the  patient  for  treatment  of 
an  extensive  chest  contusion,  and  it  is  reasonable 
to  correlate  the  two  conditions. 

I enjoyed  the  remarks  of  Dr.  Conklin,  and  in  ref- 
erence to  how  this  patient  is  doing,  I must  admit  it 
is  extremely  rare  that  a surgeon  has  such  a benevo- 
lent patient;  he  voluntarily  agreed  to  fly  from  the 
Dominican  Republic  to  New  York  so  that  he  could 
hear  this  presentation  of  his  case. 

The  following  report  will  be  given  in  its  entire- 
ty. 

Since  May,  1970,  51  patients  have  received 
Mobin-Uddin  intracaval  umbrella  filters  at 
Maimonides  Medical  Center.  A review  of  these 
patients  was  conducted  in  September,  1974,  and 
the  present  report  incorporating  the  results  of  the 
review  concerns  the  fate  of  both  the  patients  and 
their  implanted  filters. 

Patient  selection  and  method 

The  patients  were  initially  accepted  for  filter  in- 
sertion for  one  of  three  reasons,  and  the  results  of 
insertion  were  closely  related  to  these  indications. 

There  were  17  patients  who  had  sustained  mas- 
sive, pulmonary  emboli  to  the  extent  that  they 
were  shocked,  cyanosed,  tachypneic,  and  confused 
or  semicomatose.  These  patients  comprised  the 
emergency,  high-risk  group  A,  and  27  patients 
comprised  the  “elective  implant”  group  B,  made 
up  of  those  who  had  recurrent  emboli  while  on 
“adequate”  anticoagulation  and  those  in  whom  a 
prior  or  present  bleeding  contraindicated  antico- 
agulant therapy. 

Group  C was  made  up  of  7 patients  in  whom  the 
future  risk  of  embolus  was  considered  high,  and 
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filter  insertion  was  carried  out  as  a preventive 
measure. 

This  review  was  designed  to  assess  recovery 
from  and  complications  of  filter  insertion  and  the 
incidence  of  postinsertion  pulmonary  embolism 
and  was  conducted  by  rehospitalization,  catheter- 
ization of  the  right  side  of  the  heart  and  inferior 
vena  cavography  in  some  patients,  and  a detailed 
questionnaire  addressed  to  the  patients’  referring 
physicians  in  other  cases. 

Results 

In  the  first  group  of  massive  embolus  patients,  9 
have  survived  between  six  and  forty-five  months. 
The  specific  factors  which  precipitated  or  preced- 
ed the  emboli  were: 

Myocardial  infarction:  1 survivor  and  2 deaths 
Abdominal  surgery:  2 survivors  and  1 death 
Stroke:  2 survivors 

Isolated  thrombophlebitis  of  the  leg:  1 survivor 
Rheumatic  valvulitis:  1 survivor 
Fractured  leg:  2 deaths 
Carcinoma  of  the  liver:  1 death 
Unknown:  1 survivor  and  2 deaths 

Both  survivors  and  deceased  patients  in  this 
group  were  of  comparable  age  and  had  systemic 
blood  pressures  and  blood  gases  of  similar  range, 
but  pulmonary  hypertension  was  less  marked  at 
the  time  of  implant  in  those  who  survived,  with  a 
mean  of  50  mm.  Hg,  than  in  those  who  died,  who 
had  a mean  of  75  mm.  Hg.  There  was  no  obvious 
discriminating  information  as  regards  survival  in 
the  specific  causes  of  the  embolus. 

The  mode  of  death  was  analyzed.  Four  patients 
had  postembolic  cardiac  arrests  and  were  resusci- 
tated prior  to  filter  insertion,  but  failed  to  im- 
prove, dying  within  hours  of  the  implant.  One  pa- 
tient died  two  hours  after  filter  insertion  from  a 
further  embolus  thought  to  arise  from  above  the 
filter  in  a carcinomatous  liver.  Two  died  from 
myocardial  infarctions,  1 after  two  days  from  ar- 
rhythmia and  the  second  after  seven  days,  and  1 
died  in  a nursing  home  at  one  month  without  fur- 
ther details  being  known.  A final  patient  with  no 
known  cause  for  the  embolus  died  during  the  pul- 
monary angiogram  immediately  preceding  the  im- 
plant, which  was  performed  during  unsuccessful 
resuscitation  attempts.  With  the  exception  of  this 
patient,  all  deaths  occurred  within  hours  to  days  of 
implant  from  the  prior  embolus  or  unrelated 
causes,  and  none  could  be  attributed  to  the  actual 
insertion  procedure.  While  this  reflects  only  53 
per  cent  survival,  the  therapy  is  aimed  at  the  one 
fourth  to  one  third  of  massive  embolus  patients 
who  eventually  succumb  but  are  able  to  compen- 
sate hemodynamically  for  one  to  two  hours  after 
the  embolic  episode.  We  feel  that  these  patients 
do  not  die  from  the  initial  embolus,  but  from  a 
subsequent  one  and  that  filter  insertion  provides 


the  means  of  interrupting  this  sequence  of  events. 

The  survivors  of  Group  A have  all  been  main- 
tained on  anticoagulants.  There  has  been  1 in- 
stance of  unilateral  thrombophlebitis  and  3 of  leg 
edema.  No  other  complications  have  been  ob- 
served. 

Of  the  elective  group,  Group  B,  17  patients  un- 
derwent filter  insertion  because  of  recurrent,  angi- 
ographically  proved  pulmonary  emboli  occurring 
during  optimal  anticoagulant  therapy.  In  10  fur- 
ther patients  pulmonary  emboli  occurred  in  the 
presence  of  a strong  contraindication  to  anticoagu- 
lant therapy.  Such  contraindications  included 
acute  intracerebral  bleeding,  carcinoma  of  the 
stomach,  hemorrhagic  pericardial  effusion,  warfar- 
in sodium  (Coumadin)  allergy,  and  active  gastroin- 
testinal bleeding.  There  was  even  a devout  Jeho- 
vah’s Witness  with  thrombophlebitis  and  embolus 
complicated  by  severe  anemia  secondary  to  a 
bleeding  carcinoma  of  the  cervix. 

Two  patients  were  lost  to  follow-up,  but  16  are 
known  to  survive  and  have  been  followed  from  one 
to  fifty-one  months.  They  tended  to  be  slightly 
younger,  from  twenty-six  to  seventy-seven  years 
with  a mean  of  fifty-four  years,  than  the  9 patients 
who  died,  who  ranged  from  forty-five  to  eighty- 
five  years,  with  a mean  of  sixty-seven  years. 
Death  occurred  from  one  week  to  fourteen  months 
after  implantation.  Of  the  survivors,  there  were  3 
in  whom  chest  pain  and  hemoptysis  persisted  after 
filter  insertion.  These  patients  have  been  consid- 
ered to  have  further  emboli,  although  no  objective 
evidence  was  obtained.  They  all  eventually  set- 
tled down  without  any  specific  treatment. 

A further  3 patients  underwent  inferior  vena 
cava  ligation  subsequent  to  the  filter  insertion.  In 
1 patient,  this  occurred  the  day  after  insertion  on 
the  indication  of  continued  hemoptysis.  The  2 
other  patients,  both  twenty-six  years  old  and  the 
youngest  in  this  series,  had  previous  and  later  psy- 
chiatric disturbances  and  multiple  admissions  to 
numerous  hospitals.  They  continued  to  complain 
of  various  symptoms  that  could  be  related  to  pul- 
monary emboli,  and  both  were  readmitted  to  other 
hospitals  within  weeks  to  months  of  filter  insertion 
for  formal  vena  caval  surgery.  In  1 case  followed 
further,  this  operation  also  failed  to  relieve  symp- 
toms. 

The  patients  who  died  in  Group  B did  so  from 
the  original  and  precipitating  disorder  which  in- 
cluded myocardial  infarction,  cancer,  stroke,  and 
gangrene  of  the  bowel.  One  patient  died  of  un- 
known cause  but  1,  unique  in  the  series,  developed 
progressive  pulmonary  hypertension.  With  pul- 
monary artery  pressures  of  60  to  70  mm.  Hg  at  im- 
plant, the  patient  developed  more  right  ventricu- 
lar hypertrophy  and  tricuspid  insufficiency  fol- 
lowing continued  bilateral  thrombophlebitis, 
edema,  and  chest  pain.  Further  pulmonary  angi- 
ography was  refused,  and  information  concerning 
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FIGURE  1.  Mobin-Uddin  intracaval  umbrella  filters;  28- 
mm.  model  at  left,  23-mm.  model  at  right. 


I the  presence  or  origin  of  the  suspected  further  em- 
| boli  was  not  obtained. 

When  comparing  survivors  and  nonsurvivors  in 
. Group  B,  there  was  no  discriminating  information 
:[  in  the  reasons  and  indications  for  filter  insertion. 

! There  was  no  greater  preinsertion  pulmonary  hy- 
pertension among  the  deaths  than  the  survivors. 

In  the  prophylactic  Group  C,  7 patients  received 
'|  filters  because  of  suspected,  chronic,  predisposing 
1 causes  for  embolism  and  a clinical  suspicion  that 
this  had  occurred  despite  a subsequently  negative 
pulmonary  angiogram.  Although  the  numbers  are 
i,  small,  the  outcome  of  this  prophylactic  use  of  the 
filter  could  be  clearly  related  to  hemodynamic 
data  obtained  at  the  time  of  insertion. 

Two  patients  in  subgroup  1,  characterized  by  le- 
gitimate predisposing  factors  and  normal  hemody- 
namics, particularly  normal  pulmonary  artery  and 
indirect  left  atrial  pressures,  may  have  benefited 
from  the  filter  insertion.  One,  for  example,  was  an 
elderly,  obese  hemiplegic  patient  with  single  leg 
edema,  prostatectomy,  and  myocardial  infarction 
who  lived  without  emboli  for  three  years  and  eight 
months  after  implantation  before  dying  from  a 
further  cerebrovascular  occlusion. 

The  second  subgroup  was  comprised  of  3 pa- 
tients in  whom  an  acute  and  critical  illness  was 
diagnosed  clinically  as  massive  pulmonary  embo- 
lus, but  this  diagnosis  was  not  substantiated  by 
pulmonary  angiography.  In  2 of  these  patients 
pulmonary  artery  pressures  ranged  between  60 
and  70  mm.  Hg  systolic,  and  mean  pulmonary  cap- 
illary wedge  pressures  ranged  between  25  and  30 
mm.  Hg.  Despite  this  obvious  demonstration  of 
failure  of  the  left  side  of  the  heart,  or  in  fact,  be- 
cause of  it,  it  was  elected  to  proceed  with  filter  in- 
sertion on  the  basis  of  the  high  risk  and  the  ob- 
vious serious  consequences  of  subsequent  emboli- 
zation. All  3 patients  died  between  three  and  four 
weeks  later  from  cardiac  disease.  This  demon- 
stration of  the  lack  of  practical  benefit  of  filters  in 
the  presence  of  gross  failure  of  the  left  side  of  the 
heart  has  led  to  this  hemodynamic  finding  being 
currently  considered  a contraindication  foY  inser- 
tion of  filters. 

The  patients  in  subgroup  3 are  characterized  by 
a long  history  and  multiple  hospital  admissions  for 
pulmonary  emboli,  including  1 patient  who  had  a 


now-open  inferior  vena  cava  plication  ten  years 
prior.  These  patients  also  had  atypical  symptoms 
and  negative  clinical  signs,  absence  of  precipitat- 
ing factors,  and  normal  hemodynamics  and  pulmo- 
nary angiogram  findings.  Following  repeated  en- 
treaties from  both  patient  and  attending  physi- 
cian, filters  were  inserted  in  2 such  circumstances, 
and  predictably  the  symptoms  persisted  unabated. 
Patients  in  this  subgroup  are  not  now  accepted  for 
filter  insertion. 

Fate  of  filter 

In  the  first  half  of  this  series  the  23-mm.  model 
of  the  Mobin-Uddin  umbrella  filter  was  implant- 
ed. About  one  half  of  these  were  heparin-bonded. 
In  the  second  half  of  the  series,  the  28-mm.  model, 
also  heparin-bonded,  was  used  exclusively  (Fig.  1). 
None  of  the  filters  have  become  infected  or  a nidus 
for  septicemia,  despite  the  short  limit  of  five  days 
of  preventive  antibiotic  therapy  after  insertion. 

No  filter  has  migrated,  although  1 tilted  early  on 
but  has  subsequently  remained  immobile  for  two 
years.  One  filter  observed  at  autopsy  had  throm- 
bus on  the  upper  surface,  but  this,  as  a site  for  fur- 
ther embolization,  is  uncertain. 

Filters  have  been  observed  to  remain  patent, 
but  only  when  anticoagulants  are  given  postinser- 
tion, and  only  in  a small  proportion  of  cases. 
They  have  also  been  observed  to  remain  partially 
patent  and  to  become  completely  occluded  (Fig. 
2A). 

Even  with  patent  filters  and  absence  of  periph- 
eral edema,  venous  pressure  distal  to  the  filter  has 
been  observed  to  be  elevated  as  high  as  20  mm. 
Hg.  Acute  measurements  at  the  time  of  implant, 
however,  showed  no  reduction  in  cardiac  output. 

Following  acute  occlusion  by  migrating  throm- 
bus, a rich  collateral  venous  supply  linking  the 
iliac  veins  to  the  suprarenal  vena  cava  has  been 
observed  to  develop  in  as  little  as  two  to  three 
weeks  (Fig.  2B). 

Summary 

The  filter  has  not  been  associated  with  implant 
difficulties  or  dislodgment  difficulties  and  has  not 
led  to  infection.  Thrombus  has  been  observed  on 
the  proximal  surface,  but  no  significant  subse- 
quent emboli  have  been  demonstrated.  The  fil- 
ters have  mostly  eventually  occluded  with  the  de- 
velopment of  collateral  venous  channels. 

In  consideration  of  its  use  in  pulmonary  embo- 
lism, we  have  found  it  life-saving  in  those  surviv- 
ing from  one  to  two  hours  from  massive  pulmonary 
vascular  obstruction,  both  as  total  therapy  or  as  an 
adjunct  to  pulmonary  embolectomy;  it  has  pre- 
vented further  emboli  when  anticoagulants  have 
been  ineffective  or  contraindicated,  and  it  has  pos- 
sibly afforded  protection  in  those  patients  with 
high  risk  for  embolus.  It  has  not,  of  course,  al- 
tered the  natural  history  of  the  serious  predispos- 
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FIGURE  2.  (A)  Partially  patent  28-mm.  filter  with  associ- 

ated collateral  veins.  (B)  Occluded  and  tilted  23-mm.  filter 
with  collateral  veins. 


ing  disorders  and  has  been  ineffectual  in  saving 
life  in  the  presence  of  severe  failure  of  the  left  side 
of  the  heart  or  relieving  symptoms  in  those  pa- 
tients with  a chronic  atypical  story,  normal  hemo- 
dynamics, and  clear  pulmonary  angiograms. 

It  is  associated  with  significantly  less  mortality 
and  morbidity  than  conventional  surgical  tech- 
niques, and  in  view  of  the  ease  of  insertion,  the 
minimal  complications,  and  the  application  to  pa- 
tients with  severely  compromised  circulatory 
states,  its  use  has  become  the  method  of  choice  for 
vena  caval  interruption  in  our  institution. 

Discussion 

Seymour  Furman,  M.D.,  The  Bronx,  New 
York.  The  series  of  vena  caval  interruptions  pre- 
sented today  is  indeed  impressive.  Literature  re- 
view indicates  how  excellent  it  is.  The  mortality 
rate  of  the  Maimonides  Hospital  series  is  57  per 
cent  with  14  per  cent  of  patients  dying  within  one 
month  of  implant.  Comparison  with  other  pub- 
lished series  of  vena  cava  filters  for  pulmonary  em- 
bolism reveals  a 14  per  cent  one-month  mortality 
rate  and  a 42  per  cent  rate  in  six  months.  Mobin- 
Uddin  reported  on  his  first  100  patients  with  caval 
filter  interruption  and  found  a mortality  rate  of  16 
per  cent  in  one  month  and  35  per  cent  in  six 
months. 

Comparison  with  the  results  of  vena  cava  liga- 
tion confirm  that  the  one-month  mortality  rate  is 
identical.  Only  1 patient  of  51,  2 per  cent,  in  the 
Maimonides  series  died  immediately  after  place- 
ment of  the  filter,  while  the  mortality  rate  related 
directly  to  vena  cava  ligation  is  4 to  5 per  cent. 
Caval  filtration  thus  seems  more  suitable  for  the 
very  sick  patient.  The  late  mortality  rate  for  vena 
cava  ligation  varies  in  different  reports  from  20  to 
41  per  cent,  although  the  duration  of  follow-up  in 
the  various  reports  is  not  comparable.  The  au- 
thors’ recurrent  embolism  rate  is  6 per  cent,  3 of 
51,  but  2 of  the  3 patients  had  psychiatric  prob- 
lems which  called  into  question  the  symptoms  and 
diagnosis  of  recurrent  embolism.  If  they  are  ex- 
cluded the  recurrent  embolism  rate  is  only  2 per 
cent,  not  significantly  different  from  other  reports 
concerning  vena  cava  ligation  or  placement  of  a 
vena  caval  filter. 

The  Montefiore  Hospital  and  Medical  Center 
series  is  much  smaller,  and  we  have  had  3 compli- 
cations; 1 was  placement  of  the  filter  in  a right 
renal  vein  which  came  from  a kidney  lying  low  and 
in  which  the  vein  lay  in  the  direction  of  the  inferi- 
or vena  cava.  Pulmonary  emboli  ceased,  and  later 
intravenous  pyelogram  showed  normal  renal  func- 
tion. The  second  was  placement  of  the  filter  in 
the  right  iliac  vein,  in  the  presence  of  a massive, 
recurrent  retroperitoneal  tumor  previously  oper- 
ated on  which  had  made  a direct  surgical  approach 
to  the  inferior  vena  cava  especially  hazardous.  As 
the  filter  was  placed,  we  realized  that  the  entire 
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abdominal  venous  system  was  badly  distorted  and 
that  we  would  have  great  difficulty  in  finding  the 
proper  position  for  the  filter.  We  performed  a 
flush  venogram  during  the  procedure  but  without 
adequate  visualization  and  placed  the  filter  in  the 
right  iliac  vein,  without  other  sequelae.  The  pa- 
tient died  during  his  hospitalization  of  tumor  and 
not  of  recurrent  embolism. 

Because  of  that  experience  we  now  insist  on 
having:  (1)  a pulmonary  angiogram,  (2)  an  inferi- 
or vena  cavagram,  and  (3)  an  intravenous  pyelo- 
gram.  The  two  latter  indicate  preoperatively  the 
position  of  the  kidneys  and  the  anatomy  of  the  in- 
ferior vena  cava.  The  three  can  be  obtained  with 
a single  femoral  vein  catheter  which  is  required  for 
the  pulmonary  angiogram.  The  cavagram  is  sim- 
ply a flush  from  the  femoral  vein  and  the  pyelo- 
gram,  one  or  more  films  done  after  the  two  other 
studies. 

Another  patient  underwent  caval  filter  place- 
ment after  having  sustained  a massive  pulmonary 
embolus.  After  filter  placement  he  did  well  for 
several  hours  and  then  began  to  deteriorate  rapid- 
ly. Recurrent  embolization  seemed  to  be  occur- 
ring, and  he  underwent  pulmonary  embolectomv 
with  cardiopulmonary  bypass  during  which  large 
volumes  of  clot  were  removed.  He  did  not  survive 
the  procedure,  and  at  autopsy  the  filter  was  well 
placed  but  there  was  extensive  clot  both  proximal 
and  distal  to  the  filter.  The  filter  was  buried  in 
clot.  This  apparently  successful  placement  of  the 
filter  was  therefore  associated  with  recurrent  em- 
bolization and  death  and  is  the  second  such  in- 
stance of  which  I am  aware. 

Vincent  A.  Piccone  Jr.,  M.D.,  Staten  Island, 
New  York.  My  remarks  are  directed  toward  the 
incidence  of  recurrent  embolism  after  any  type  of 
inferior  vena  caval  interruption.  Several  years 
ago,  at  the  Veteran’s  Administration  Hospital,  we 
looked  at  our  results.  We  followed  72  patients. 
There  were  30  known  survivors,  32  died,  and  10 
were  lost  to  follow-up.  We  regarded  the  indica- 
tions for  vena  caval  interruption  as  proper  by  to- 
day’s criteria  in  27  patients.  Ten  of  these  patients 
had  symptoms  characteristic  of  recurrent  emboli; 
5 had  symptoms  suggestive  of  recurrent  emboli;  12 
had  no  symptoms  of  recurrent  emboli.  Ten  pa- 
tients of  the  32  who  died  had  autopsy-proved  re- 
current emboli.  Six  of  the  remaining  dead,  with- 
out autopsy,  had  histories  suggestive  of  recurrent 
pulmonary  emboli. 

We  recalled  all  patients  in  the  first  group  of  sur- 
vivors and  performed  inferior  vena  cavagrams, 
pulmonary  angiograms,  respiratory  function  stud- 
ies, and  femoral  arteriograms.  Our  roentgeno- 
graphic  findings  revealed  collateral  venous  chan- 
nels around  the  site  of  the  interruption.  Pulmo- 
nary arteriograms  revealed  collateral  channels 
large  enough  to  transmit  medium-sized  pulmonary 
emboli.  Most  of  these  patients  showed  a signifi- 


cantly different  pattern  from  the  original  one  ob- 
served at  the  time  of  caval  ligation.  The  evidence 
all  supported  the  clinical  histories  suggestive  of 
pulmonary  embolization. 

Why,  then,  were  our  results  different  from  those 
reported  by  others,  including  Alton  Ochsner, 
M.D.,  who  believe  that  this  is  an  excellent  and  in 
many  cases  a life-saving  procedure?  First,  we  did 
very  detailed  follow-up  studies.  Second,  we  found 
that  we  were  dealing  with  an  older-age  group  with 
chronic  venous  stasis,  as  compared  with  an  acute 
type  of  embolization  occurring  after  trauma,  par- 
turition on  a surgical  procedure.  In  our  group, 
with  chronic  venous  stasis,  caval  interruption  did 
not  prevent  recurrent  embolization. 

The  results  of  heparin  therapy  alone  are  quite 
good.  Lytic  enzyme  therapy  remains  to  be  ex- 
plored. Perhaps,  as  Dr.  Furman  suggests,  a pro- 
spective randomized  study  categorizing  patients 
according  to  disease  and  matching  heparin  studies 
against  caval  interruption  will  give  us  an  answer. 
I believe  there  will  be  a place  for  caval  interrup- 
tion, and  it  will  be  of  the  type  Dr.  Bloomfield  de- 
scribed. 

I would  like  to  congratulate  the  authors  on  their 
work.  Dr.  Bloomfield  has  managed  some  patients 
for  us.  Of  the  various  interruption  procedures  his 
seems  to  carry  the  lowest  morbidity  and  mortality 
rates. 

Michael  Rohman,  M.D.,  White  Plains,  New 
York.  Do  the  authors  use  anticoagulation  thera- 
py, and  in  what  mode  do  they  use  it  after  having 
placed  the  umbrella? 

Dr.  Bloomfield:  With  the  exception  of  the 

first  patients  in  the  series  and  those  in  whom  con- 
traindication to  anticoagulants  has  been  the  indi- 
cation for  filter  insertion,  all  patients  have  re- 
ceived long-term  warfarin  sodium  therapy  without 
significant  bleeding  problems.  Acutely,  heparin 
therapy  is  restarted  six  hours  after  implantation. 

Robert  Frater,  M.D.,  The  Bronx,  New  York.  I 
would  like  to  ask  Dr.  Bloomfield  what  your  indica- 
tions are  for  pulmonary  embolectomy,  because  the 
group  that  you  have  presented  in  which  you  placed 
the  umbrella  were  patients  with  acute  severe  pul- 
monary embolism  apparently  in  shock.  . All  of 
them  apparently  must  have  had  very  high  pulmo- 
nary artery  pressures,  the  mean  pressure  in  the 
survivors  being  50  and  75  in  those  who  died,  which 
are  extraordinarily  high  levels,  since  studies  done 
in  the  past  on  survival  would  indicate  that  any  pa- 
tient whose  mean  pulmonary  artery  pressure  is 
raised  to  50  is  almost  certain  to  die.  I wonder 
whether  the  proper  indication  for  therapy  in  these 
patients  wasn’t  embolectomy  rather  than  umbrella 
insertion. 

Dr.  Bloomfield:  We  embarked  on  this  proce- 
dure when  emergency  embolectomy  was  not  readi- 
ly available  to  us,  and  in  the  survival  of  8 of  the 
first  10  Group  A patients  we  witnessed  a phenome- 
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non  which  made  us  continue  with  our  less-aggres- 
sive therapy.  We  saw  that  within  hours,  certainly 
within  twelve  hours,  after  filter  insertion  these 
desperately  ill  patients  were  off  vasopressors,  off 
oxygen,  and  virtually  ready  to  sign  themselves  out 
of  the  hospital. 

We  theorized  that  these  patients  who  had  sur- 
vived a massive  embolus  for  the  average  two  hours 
it  took  us  to  suspect,  diagnose,  and  treat  them  had 
effectively  compensated  their  cardiovascular  sys- 
tems, despite  their  high  pulmonary  pressures,  and 
would  only  worsen  and  die  from  a further  embolus. 
This  gave  us  the  rationale  for  and  explained  the 
results  of  filter  insertion,  which  blocked  further 
emboli. 

The  first  patient  in  whom  we  proceeded  to  em- 
bolectomy  did  not  show  that  dramatic  improve- 
ment, and  we  successfully  undertook  a planned, 
nonemergency  operation  after  twelve  hours.  We 
now  recognize  the  indication  for  embolectomy  to 
be  lack  of  improvement  some  hours  after  filter  in- 
sertion. 

To  answer  Dr.  Furman’s  comments  about  mor- 
tality, I would  stress  the  fact  that,  in  the  use  of  the 
umbrella  in  patients  who  are  too  sick  for  even  an 
anesthetic,  we  have  widened  the  indications  for 
vena  caval  interruption.  We  are  considering  a 
rather  different  group  with  a different  mortality 
potential  from  those  previously  reported. 

I agree  with  you  that  pulmonary  angiography  is 
essential.  When  the  pulmonary  artery  pressures 
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are  very  high  we  do  selective,  segmental,  small-vol- 
ume injections  of  contrast  in  those  areas  indicated 
suspicious  on  the  lung  scan.  We  don’t  perform  in- 
ferior vena  cavagrams  for  fear  of  dislodging  unat- 
tached fresh  thrombus  which  is  known  to  be 
present  in  the  femoral  veins  of  40  per  cent  of  those 
who  have  recently  had  pulmonary  embolus. 

I shuddered  somewhat  when  you  spoke  about 
the  femoral  vein  catheter  to  do  your  angiograms. 
I figure  it  to  be  in  the  same  category  as  Dr.  Ger- 
bode’s  needle.  If  shock  is  so  severe  that  the  renal 
pelvis  is  not  outlined  by  the  excreted  pulmonary 
angiogram  contrast  material,  we  do  a selective 
right  renal  venogram  recorded  on  videotape  and 
played  back  at  the  time  of  filter  insertion.  We  do 
all  this  from  the  internal  jugular  vein,  opened  in 
preparation  for  the  filter  insertion. 

I have  one  comment  for  Dr.  Piccone,  in  regard  to 
the  place  for  heparin  and  lytic  therapy.  We  feel 
that  these  agents  act  too  slowly  for  the  Group  A 
patients  where  a matter  of  hours  separate  life  from 
death.  We  feel  that  the  bleeding  complications 
with  these  agents  diminish  their  worth  in  the  pro- 
phylactic Group  C patients.  And  of  course  in  the 
Group  B patients  where  anticoagulants  are  either 
contraindicated  or  ineffective,  there  doesn’t  seem 
to  be  any  other  rational  therapy  than  interruption 
of  the  inferior  vena  cava. 

The  following  report  will  be  given  in  its  entire- 
ty. 

patent  ductus  arteriosus.  These  categories  in- 
clude congenital  or  acquired  aneurysms,  recurrent 
patent  ductus,  local  calcification,  infection,  and 
patent  ductus  associated  with  severe  pulmonary 
hypertension.  Two  patients  with  patent  ductus 
arteriosus  in  whom  operative  difficulties  were  an- 
ticipated were  successfully  treated  by  profound 
hypothermia  and  circulatory  arrest  during  which 
the  ductus  was  repaired.  The  various  methods 
available  for  surgery  of  the  patent  ductus  arterio- 
sus are  classified. 

Case  reports 

Case  1.  A fifty-five-year-old  male,  without  a history 
of  rheumatic  fever  but  with  a heart  murmur  known 
since  childhood,  sustained  repeated  episodes  of  paroxys- 
mal atrial  fibrillation  and  pulmonary  edema.  A diagno- 
sis of  patent  ductus  arteriosus  and  severe  mitral  regurgi- 
tation was  made.  The  pulmonary  artery  pressure  was 
60  to  70/35  to  40mm.  Hg.  The  pulmonary  to  systemic 
blood  flow  ratio  was  2:1  (Fig.  1 A). 

On  July  23,  1971,  the  patient  was  operated  on  through 
a left  thoracotomy  incision.  The  ductus  was  1.5  cm.  in 
external  diameter  with  a calcified  wall.  Dissection  and 
repair  in  the  conventional  manner  was  considered  haz- 
ardous. The  left  iliac  artery  was  exposed  and  cannulat- 
ed,  and  venous  drainage  was  secured  by  cannulation  of 
the  right  atrium. 

Total  cardiopulmonary  bypass  and  circulatory  arrest 
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FIGURE  1.  (A)  Case  1.  Posteroanterior  radiograph  of 

chest  showing  severe  cardiomegaly  due  to  patent  ductus 
arteriosus  and  mitral  regurgitation.  (B)  Case  2.  Pos- 
teroanterior radiograph  of  chest  showing  aneurysmal  dila- 
tion of  pulmonary  artery  due  to  patent  ductus  arteriosus. 


at  20  degrees  permitted  ideal  working  conditions  for  di- 
vision and  repair  of  the  patent  ductus  arteriosus.  Re- 
warming was  accomplished,  and  the  mitral  valve  was  re- 
placed with  a number  4 Starr-Edwards  prosthesis. 
Four  years  following  operation,  the  patient  is  asymp- 
tomatic. 

Case  2.  A twenty-six-year-old  female  with  a life-long 
history  of  heart  murmur  developed  recurrent  laryngeal 
nerve  paralysis  in  January,  1974,  as  the  first  manifesta- 
tion of  her  heart  disease.  This  was  subsequently  diag- 
nosed as  patent  ductus  arteriosus  with  aneurysmal  en- 
largement of  the  pulmonary  arteries.  The  pulmonary 
artery  pressure  was  130/80  mm.  Hg.  The  pulmonary  to 
systemic  blood  flow  ratio  was  2:1  (Fig.  IB). 

Operation  was  performed  May  7,  1974,  through  a left 
thoracotomy  incision.  The  left  iliac  artery  and  vein 
were  cannulated,  and  by  means  of  partial  cardiopulmo- 
nary bypass,  general  body  hypothermia  was  slowly  in- 
duced to  20°C.  Manual  compression  of  the  ductus  was 
required  during  cooling,  and  venting  of  the  left  atrium 
was  performed  after  ventricular  fibrillation  occurred. 
Under  conditions  of  total  circulatory  arrest,  a transaor- 
tic  repair  of  the  patent  ductus  was  accomplished  utiliz- 
ing a Dacron  patch  sewn  to  the  aorta  surrounding  the 
ostium  of  the  patent  ductus  arteriosus.  The  postopera- 
tive course  was  complicated  by  pulmonary  emboli  and 
hypoxemia.  Thereafter,  the  patient  did  well,  and  five 
months  following  surgery  function  of  the  recurrent  la- 
ryngeal nerve  returned  to  normal.  There  has  been  a re- 
duction in  heart  size  and  pulmonary  vascularity.  Re- 
catheterization one  year  following  surgery  showed  the 
ductus  to  be  closed,  and  the  pulmonary  artery  pressure 
was  60  to  70/25  mm.  Hg. 


Comment 

A review  of  the  methods  for  repair  of  the  patent 
ductus  arteriosus  resulted  in  a classification  of 
techniques  available: 

I.  Closed 

A.  Ligation 

B.  2 clamps 

C.  3 clamps 

D.  3 clamps  plus  hypothermia 

II.  Temporary  shunt 

A.  3 clamps  plus  catheter  bypass 

B.  3 clamps  plus  graft  bypass 

III.  Extracorporeal  perfusion 

A.  3 clamps  plus  left  side  of  heart  bypass  (no 
oxygenator) 

B.  3 clamps  plus  femoral-femoral  bypass  (oxy- 
genator) 

C.  3 clamps  plus  total  cardiopulmonary  bypass 
(oxygenator) 

IV.  Hypothermia — circulatory  arrest 

A.  Cardiopulmonary  bypass,  profound  hypo- 
thermia, total  circulatory  arrest  (oxygena- 
tor) 

The  term  “two  clamps”  indicates  occlusion  of 
the  pulmonary  and  aortic  ends  of  the  ductus.  The 
term  “three  clamps”  refers  to  occlusion  of  the 
aorta  above  and  below  the  ductus,  plus  occlusion 
of  the  pulmonary  artery  end  of  the  ductus.  Tem- 
porary shunts  have  been  utilized  to  decompress 
the  proximal  aorta  and  maintain  a circulation 
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below  the  level  of  the  ductus  permitting  prolonged 
aortic  cross  clamping.1  Extracorporeal  circulation 
both  with  and  without  oxygenators  has  been  em- 
ployed,2’3 Profound  hypothermia  and  circulatory 
arrest  have  been  reported  in  single  cases  by  Tutas- 
saura  et  a/.4  and  Lillehei  et  al.5 

Conclusion 

Two  cases  of  patent  ductus  arteriosus  were  suc- 
cessfully repaired  with  the  aid  of  extracorporeal 
circulation,  profound  hypothermia,  and  circulato- 
ry arrest.  A classification  of  alternative  methods 
for  the  repair  of  the  difficult  ductus  is  presented. 

Acknowledgment.  The  authors  are  indebted  to  Barry 
Pomerantz,  M.D.,  and  Donald  Katz,  M.D.,  Spring  Valley,  New 
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Discussion 

Dr.  Malm:  I am  very  pleased  to  comment  on 

this  superb  presentation.  I had  the  privilege  of  re- 
viewing these  data  before.  If  I had  such  a ductus 
to  deal  with  I think  this  would  indeed  be  the  treat- 
ment of  choice,  and  the  two  things  that  are  partic- 
ularly important  are  first  of  all,  the  patch  being 
placed  in  the  aorta  and  not  in  the  pulmonary  ar- 
tery, and  second,  the  avoidance  of  possible  injury 
to  the  recurrent  nerve.  I have  had  no  experience 
with  his  method  but  have  dealt  only  with  a hyper- 
tensive ductus  associated  with  other  cardiovascu- 
lar anomalies  and  have  used  the  left-side  approach 
to  close  the  ductus  and  replace  the  mitral  valve.  I 
think  there  is  one  other  ductus  which  is  difficult, 
and  I am  not  sure  you  mentioned  it.  That  is  the 
“kissing”  ductus  where  there  is  really  no  space 
even  between  the  pulmonary  artery  and  the  aorta. 
One  often  encounters  it  after  one  has  opened  the 
chest  and  starts  to  dissect  out  the  aorta  and  reali- 
zes that  there  is  no  length,  just  fibrous  tissue  be- 
tween the  pulmonary  artery  and  the  aorta.  Under 


these  circumstances  I have  utilized  the  bypass 
graft  technique  which  is  available  without  the  use 
of  bypass.  A graft  is  sutured  to  the  subclavian  ar- 
tery and  the  distal  aorta.  The  three-clamp  meth- 
od is  used,  and  closure  is  by  direct  suture.  I think 
this  has  been  a very  important  report,  particularly 
for  residents  who  haven’t  faced  these  problems 
and  should  know  the  variety  of  methods  that  have 
been  used. 

Dr.  Bloomberg:  To  complete  historically  the 
clamp  technique  I would  like  to  say  that  in  1958  or 
1959  at  the  Cardiological  Institute  in  Mexico  City, 
I saw  Ernest  Chavez  Jr.,  M.D.,  I think,  use  the 
one-clamp  technique.  For  the  simple  ductus,  the 
one-clamp  technique  is  the  simplest;  a Cooley 
clamp  is  placed  about  the  aortic  end  of  the  ductus, 
and  after  it  is  occluded,  a previously  placed  liga- 
ture is  tied  on  the  pulmonary  artery  side  of  the 
ductus. 

Dr.  Robinson:  I wish  to  thank  the  discussors, 
Dr.  Malm  and  Dr.  Bloomberg,  for  their  kind  re- 
marks. It  was  an  oversight  on  my  part  to  omit  two 
references  to  this  technique  that  are  in  the  litera- 
ture. One  was  by  C.  Walton  Lillehei,  M.D.,  many 
years  ago,  in  which  he  salvaged  a ruptured  ductus 
in  the  course  of  the  operation  by  means  of  pro- 
found hypothermia  and  total  circulatory  arrest, 
and  it  is  to  be  found  in  his  report  on  the  subject  of 
total  circulatory  arrest  for  the  solution  of  grave  op- 
erative and  postoperative  problems.  Dr.  Tutas- 
saura had  a problem  with  an  infected  previously  li- 
gated ductus  with  a false  aneurysm.  The  method 
was  successful  in  both  of  these.  The  background 
for  the  utilization  of  this  technique  indicates  that 
Dr.  Malm  and  I may  have  had  some  common  expe- 
rience in  the  past.  Twenty  years  ago,  when  I was 
so  foolish  as  to  take  a pressure  in  the  pulmonary 
artery  associated  with  a hypertensive  ductus  by  in- 
serting a needle  in  it  during  the  course  of  the  oper- 
ation, I spent  the  better  part  of  that  afternoon  and 
again  that  night  trying  to  arrest  the  hemorrhage 
that  started  with  a single  needle  puncture.  A sec- 
ond experience  was  with  a ductus  which  I divided 
without  incident.  That  night  this  child,  who  had 
systemic  pulmonary  hypertension,  cut  through  a 
beautiful  suture  line  previously  placed  earlier  that 
day.  The  pulmonary  end  of  the  ductus  had  lacer- 
ated itself  by  pounding  against  the  suture  line;  I 
was  standing  there  with  a pair  of  broad  forceps, 
holding  the  end  and  wondering  where  I went  from 
there.  I got  a ligature  around  it,  and  nothing  fur- 
ther was  heard  about  that  case;  the  child  did  well. 
Based  on  such  experiences  I thought  maybe  I had 
better  find  something  new  in  the  safe  repair  of  the 
difficult  ductus. 
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Over  a four-year  period,  48  patients  were  found 
to  have  over  50  per  cent  MLC  (main  left  coronary) 
disease.  There  were  47  males  and  1 female.  The 
ages  ranged  from  thirty-six  to  seventy-three  years, 
with  a mean  age  of  fifty-seven  years.  The  mean 
duration  of  symptoms  prior  to  coronary  angiogra- 
phy was  forty-six  months,  with  a range  of  from  one 
month  to  ten  years.  Electrocardiograms  revealed 
anterior  wall  myocardial  infarction  in  6 patients, 
inferior  in  10;  25  patients  had  complete  MLC  ob- 
struction. Intercoronary  collaterals  were  present 
in  30  patients;  37  patients  had  associated  left  ante- 
rior descending  disease,  38  had  right  coronary  ar- 
tery disease,  and  29  had  left  coronary  disease. 
Two-vessel  disease  was  present  in  10  and  three- 
vessel  disease  in  22  patients.  Three  patients  had 
isolated  MLC  disease.  Thirty  patients  had  con- 
traction abnormalities  of  one  or  more  of  the  walls 
of  the  left  ventricle,  and  1 patient  had  severe  mi- 
tral regurgitation.  The  only  death  was  in  1 pa- 
tient during  right  coronary  artery  angiography  be- 
fore MLC  disease  was  revealed.  Forty  patients 
underwent  bypass  surgery;  the  surgical  mortality 
rate  was  3 per  cent,  involving  1 case.  Of  the  7 pa- 
tients not  operated  on,  4 were  dead  in  one  to 
twelve  months.  Of  the  patients  operated  on,  there 
were  no  deaths  in  the  follow-up  period  of  one  to 
thirty-six  months.  Survival  was  not  related  to  the 
severity  of  MLC  disease.  Bypass  angiography 
performed  two  to  four  weeks  postoperatively  in  56 
vessels  revealed  49  patent  and  7 closed  grafts. 

We  conclude  that  the  clinical  picture  in  MLC 
disease  is  variable.  The  risk  of  coronary  angiogra- 
phy in  these  patients  is  low.  Coexisting  disease  of 
other  vessels,  previous  history  of  myocardial  in- 
farction, and  poor  left  ventricular  function  deter- 
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mine  the  prognosis  in  these  patients.  However, 
coronary  bypass  surgery  is  not  associated  with  in- 
creased mortality  or  morbidity  rates.  Surgery 
provides  a better  prognosis  in  operable  cases. 

Discussion 

Dr.  Robinson:  We  have  just  heard  a superb 

presentation.  This  is  an  excellent  report,  and  the 
surgical  results  are  excellent.  It  serves  I think  to 
take  the  mystique  out  of  the  diagnosis  and  man- 
agement of  lesions  of  the  left  main  coronary  ar- 
tery. Heretofore,  they  have  been  regarded  as  hav- 
ing some  kind  of  malignant  fulminating  course 
with  high  risk  for  the  diagnosis  and  great  risk  for 
the  treatment.  This  series  reflects  current  results 
that  can  be  achieved. 

W 'hen  we  look  at  a lesion  projected  by  our  cine 
projectors  and  try  to  estimate  the  per  cent  of  ste- 
nosis, we  get  a spectrum  of  severity  from  the  ob- 
servers as  to  the  percentage  of  occlusion.  Cut 
films  are  much  sharper  than  cines.  I carefully  ex- 
amine the  cut  films  in  the  stenotic  areas  and  the 
adjacent  normal  areas  and  try  to  estimate  the  per 
cent  of  stenosis.  I recommend  that  you  look  at  an 
x-ray  film  that  you  think  is  crystal  clear  and  sharp 
with  a 7-power  magnifying  lens  and  try  to  identify 
the  edge  of  an  artery  or  the  edge  of  a catheter. 
You  cannot  come  close  except  by  guessing  where 
you  think  it  might  be.  So  the  percentage  estimate 
of  these  main  left  lesions  is  only  a rough  approxi- 
mation. 

This  estimate  is  good  enough  however  to  identi- 
fy a group  that  is  at  high  risk  for  medical  treat- 
ment alone.  The  group  has  a 94  per  cent  inci- 
dence of  lesions  of  additional  coronary  arteries  so 
that  it  is  disease  not  only  of  the  main  but  of  the 
various  branch  arteries.  The  group  is  at  high  risk. 

The  unfavorable  results  that  the  authors  re- 
ferred to,  with  mortality  rates  of  15  per  cent  for  di- 
agnosis and  30  per  cent  for  surgery,  were  in  a 
group  that  was  closed  in  1971  for  study  and  came 
from  the  Peter  Bent  Brigham  Hospital.  This  re- 
flects their  early  surgical  experience  with  internal 
artery  implants.  I was  privileged  to  review  a man- 
uscript from  the  same  hospital  just  this  week.  It 
has  not  yet  been  published.  The  authors  are 
Cohen  and  Gorlin,  and  their  experience  is  now  ex- 
panded to  73  patients  representing  4 per  cent  of  all 
diagnostic  studies.  Their  surgical  results  have  im- 
proved considerably,  and  their  diagnostic  mortali- 
ty rate  has  dropped  considerably,  that  is,  in  the  in- 
terval since  the  closure  of  the  last  series. 

We  at  Montefiore  Hospital  do  not  regard  steno- 
sis of  the  left  main  artery  as  a unique  disease. 
The  mortality  in  our  hands  is  not  different  from 
that  of  any  other  patient  coming  for  coronary  ar- 
tery revascularization.  Dr.  Cohen,  whom  I re- 
ferred to  as  the  author  of  that  updated  report  and 
the  previous  one  you  referred  to,  provided  me  with 
slides. 
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He  is  a cautious  and  conservative  cardiologist, 
and  if  he  provides  me  with  this  kind  of  slide  we  are 
in  great  shape.  The  surgical  results  are  clearly  su- 
perior to  nonsurgical  results.  This  is  not  to  be 
misconstrued  as  a controlled  series. 

Dr.  Mehta:  In  our  series  there  has  been  about 
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IABP  (intra-aortic  balloon  pumping)  has  be- 
come the  intraoperative  mechanical  supportive 
treatment  of  choice  for  the  management  of  pa- 
tients with  refractory  left  ventricular  power  fail- 
ure. The  criteria  for  employing  IABP  in  this  set- 
ting include:  (1)  cardiac  index  <2  L.  per  minute 
per  square  meter;  (2)  left  atrial  pressure  >30  mm. 
Hg;  (3)  systolic  blood  pressure  <80  mm.  Hg;  (4)  a 
requirement  for  high-dose  inotropic  support;  and 
(5)  recurrent  ventricular  tachyarrhythmias. 

Over  an  eighteen-month  period,  20  patients 
were  assisted  following  open-heart  surgery;  85  per 
cent  survived  acutely,  and  65  per  cent  were  long- 
term survivors.  All  patients  had  a prompt  fall  in 
left  atrial  pressure,  the  average  being  18  mm.  Hg, 
in  conjunction  with  hemodynamic  stability,  fewer 
arrhythmias,  and  a decreased  requirement  for 
pharmacologic  support.  Those  patients  who  did 
not  respond  to  IABP  had  myocardial  infarction 
and/or  subendocardial  ischemia  of  80  per  cent  or 
more  of  the  left  ventricular  myocardium. 

Among  7 patients  undergoing  coronary  revascu- 
larization, including  4 with  associated  resection  of 
a left  ventricular  aneurysm,  6 survived  and  were 
discharged.  Intraoperative  coronary  blood  flow 
initially  increased  an  average  of  117  per  cent  with 
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an  8 per  cent  incidence  of  left  main  coronary  dis- 
ease in  patients  undergoing  cardiac  catheteriza- 
tion. I agree  with  the  remark  that  frequently  the 
severity  of  the  disease  is  usually  underestimated, 
and  one  should  be  very  careful  in  interpreting  the 
x-ray  film. 

IABP.  One  hour  later,  when  the  patient  was  sta- 
ble, off-and-on  CBF  measurements  demonstrated 
an  average  increase  of  80  per  cent;  they  ranged  be- 
tween 50  and  100  per  cent,  with  a median  of  83  per 
cent.  An  evaluation  of  simultaneous  phasic  coro- 
nary blood  flow  tracings,  measurements  of  suben- 
docardial blood  flow,  and  other  hemodynamic  pa- 
rameters have  confirmed  the  clinical  and  experi- 
mental responses  to  unidirectional  IABP. 

Discussion 

Dr.  Frater:  I would  like  to  try  to  establish 

more  clearly  in  my  mind  some  of  the  indications 
for  the  use  of  the  balloon  pump.  I happen  to 
know  that  Dr.  Bregman  knows  how  to  use  the  bal- 
loon pump  probably  better  than  anybody  else. 
His  obvious  expertise  and  his  obvious  confidence 
in  its  use  probably  contribute  significantly  both  to 
the  freedom  with  which  it  is  used  as  well  as  to  the 
good  results  he  has  achieved.  I am  particularly  in- 
terested in  the  group  in  which  it  is  used  prophylac- 
tically.  Perhaps  to  get  a clearer  idea  in  my  mind 
as  to  what  would  make  me  use  the  pump,  I can 
quote  you  a case  of  my  own  that  I have  operated 
on  in  the  last  ten  days  and  find  out  from  you 
whether  you  would  have  used  the  pump  prophy- 
lactically  and  at  what  stage  you  would  have  used 
it.  This  was  a man  with  left  main  coronary  dis- 
ease with  angina  decubitus,  preinfarction  angina, 
and  a left  ventricular  diastolic  pressure  of  47  mm. 
Hg  which  caused  the  angiographer  to  avoid  doing  a 
left  ventriculogram.  Now,  would  you  have  as-  , 
sumed  that  a man  with  a left  ventricular  diastolic 
pressure  of  47  mm.  Hg  would  certainly  need  bal- 
loon pumping,  and  would  you  start  this  preopera- 
tively,  postoperatively,  or  wait  until  ventricular 
failure  was  evident?  Let  me  quote  his  subsequent 
course  a little  more.  He  had  a very  large  dilated 
ventricle  at  surgery  clearly  moving  very  slightly  on 
direct  observation  and  in  the  early  postoperative 
phase  had  a very  sensitive  left  ventricle  with  a very 
poor  compliance.  It  responded  to  minute  transfu- 
sions of  25  cc.  at  the  time  with  very  dramatic 
changes  in  the  left  atrial  pressure.  And  in  the 
early  postoperative  phase  we  had  at  one  stage  a ra- 
dial pressure  of  100/90  mm.  Hg,  no  palpable  puls- 
es, midsized  pupils  without  reaction  to  light,  un- 
consciousness, and  anuria;  and  but  for  the  fact 
that  one  could  see  a blip  on  the  radial  pulse  being 
monitored  and  could  indeed  hear  a few  heartbeats, 
one  might  well  have  classified  the  patient  as  dead. 
Now,  this  patient  responded  to  the  removal  of 
blood,  massive  administration  of  furosemide 


2194  New  York  State  Journal  of  Medicine/ October  1975 


(Lasix),  correction  at  that  time  of  developing  aci- 
dosis, and  the  use  of  dopamine.  He  ultimately 
had  a left  atrial  pressure  of  9 mm.  Hg  and  left  the 
hospital  ten  days  after  surgery,  extremely  well. 
Here  is  an  example  of  how  medical  management 
can  bring  somebody  with  a very  bad  ventricular 
function  clearly  on  the  descending  limb  of  the 
Starling  curve  around. 

At  what  stage  would  you  have  used  balloon 
pumping  in  that  patient? 

Philip  Sawyer,  M.D.,  Schroon  Lake,  New 
York.  I rise  as  a person  to  whom  this  therapeutic 
modality  is  virtually  of  historic  interest.  We 
started  using  a balloon  pump  in  1968.  We  won- 
dered at  that  time  how  useful  the  procedure  would 
be  in  the  support  of  patients  postoperatively  fol- 
lowing open-heart  surgery.  In  fact,  we  did  the 
first  postoperative  patient  support  in  an  attempt 
to  salvage  them  after  having  put  them  on  balloon 
pump  because  of  cardiogenic  shock.  We  took 
them  to  the  operating  room  to  reconstruct  their 
coronary  arteries  and  balloon-pumped  them  again 
after  reconstruction. 

Our  experience  indicated  that  virtually  all  pa- 
tients could  be  salvaged  by  volume  expansion  and 
appropriate  pharmacologic  therapy  without  bal- 
loon pumping  if  they  did  not  have  triple-vessel 
coronary  artery  disease.  It  also  became  apparent 
that  ultimately  one  would  be  forced  to  use  the  bal- 
loon pump  in  a very  large  percentage  of  patients 
who  really  needed  to  have  their  hearts  replaced, 
that  is,  patients  whose  coronary  arteries  were  so 
diseased  it  was  not  possible  further  to  support 
function  of  the  left  ventricle. 

It  has  been  very  encouraging  to  see  Dr.  Bregman 
and  the  people  at  Massachusetts  General  Hospital 
having  greater  and  greater  success  using  the  bal- 
loon pump  as  a therapeutic  modality  in  the  way 
that  Adrian  Kantrowitz’s  brother  suggested  it 
should  be  used.  He  said  that  everybody  who  had 
a heart  attack  should  be  balloon  pumped  to  de- 
crease the  size  of  the  infarct.  While  it  may  be  true 
that  this  position  appears  a little  extreme,  it  would 
appear  that  we  are  closer  to  that  position  now  than 
we  were  eight  years  ago  when  we  started. 

Dr.  Bregman:  I would  like  to  thank  Dr.  Frater 
and  Dr.  Sawyer  for  their  very  germane  comments. 
I think  if  one  looks  historically  at  the  use  of  the 
intra-aortic  balloon,  it  is  very  interesting  to  see 
how  its  role  has  evolved.  Balloon  pumping  was 
first  utilized  in  patients  with  acute  myocardial  in- 
farction and  shock,  but  the  clinical  series  for  this 
indication  have  not  been  very  rewarding.  The  use 
of  intra-aortic  balloon  pumping  in  shock  has  only 


yielded  a 20  per  cent  survival  rate.  The  more  we 
understand  the  balloon,  the  more  we  now  realize 
that  although  it  can  turn  the  tide  in  many  critical- 
ly ill  cardiogenic  shock  patients,  it  probably  will 
not  ultimately  help  many  of  them  to  survive.  Its 
main  use,  however,  is  in  patients  with  reversible 
lesions  such  as  early  in  the  course  of  acute  myocar- 
dial infarction  shock,  where  a large  ischemic  peri- 
infarction  zone  is  present  with  some  viable  muscle 
left  that  can  be  temporarily  tided  over  with  the 
balloon  pump  and  can  then  be  revascularized.  To 
more  specifically  respond  to  Dr.  Frater’s  case,  let 
me  tell  you  what  I think  the  balloon  pump  should 
be  used  for  in  the  prophylactic  group.  This  was 
our  smallest  patient  group  because  we  are  only  re- 
cently beginning  to  assist  patients  in  this  area. 
Certainly  I think  the  patient  with  crescendo  angi- 
na or  preinfarction  angina  who  is  refractory  to  the 
usual  types  of  medical  therapy  (Inderal,  Isordil, 
and  so  forth)  is  an  excellent  candidate  to  put  on 
the  balloon  pump  and  then  study  while  he  is  still 
on  the  drugs.  The  patient  can  then  be  taken  to 
surgery.  In  fact,  in  a series  of  16  patients  just  re- 
ported from  the  Peter  Bent  Brigham  Hospital  a 
month  ago,  15  of  these  patients  survived  the  whole 
spectrum  of  balloon  pumping,  catheterization,  and 
surgery.  The  2 common  mechanical  lesions  of 
acute  myocardial  infarction  are  ventricular  septal 
defect  and  acute  mitral  insufficiency  secondary  to 
papillary  muscle  rupture  of  dysfunction.  These 
respond  very  nicely  temporarily  to  balloon  pump- 
ing, because  the  balloon  tremendously  decreases 
left  ventricular  afterload.  The  left  ventricle  fa- 
vors pumping  blood  out  the  aorta  rather  than 
across  the  ventricular  septal  defect  or  back  up  into 
the  left  atrium.  In  both  of  these  instances,  intra- 
aortic balloon  pumping  is  excellent  to  tide  the  pa- 
tient over  the  acute  situation,  catheterize  him,  and 
then  bring  him  through  his  operation.  I also  think 
the  type  of  patient  I illustrated  with  severe  conges- 
tive heart  failure  and  coronary  artery  disease  is  a 
good  candidate  for  precatheterization  balloon  sup- 
port. The  point  I would  like  to  make  is  that  Dr. 
Frater’s  patient  survived,  and  there  are  many  pa- 
tients who  will  survive  high-risk  surgery  with  care- 
ful medical  management  without  a balloon  pump. 
It  has,  however,  been  our  impression  that  in  these 
critically  ill  patients,  to  obtain  a complete,  safe 
catheterization,  and  to  support  patients  through 
the  postoperative  period  with  a minor  amount  of 
concurrent  medications,  we  have  found  the  balloon 
to  be  a safe  and  easy  modality  to  employ.  This 
type  of  patient  is  currently  felt  to  be  an  ideal  can- 
didate for  elective  intra-aortic  balloon  pumping. 
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For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.E)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 


PREMARIN.  T he  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  IJ.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  ...  naturally. 
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BRIEF  SUMMARY 

(for  full  prescribing  information,  see  package 

circular.) 

PREMARIN  ■ 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information.  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause:  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
"Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  tnetas- 
tases,  and  this  usually  indicates  progression  of 
bone  mclaslases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbcstrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  dicthylstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  lime.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  I week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Preexisting  uterine  fibromyomata  may  in- 
crease in  sire  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
@ selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets.  U.S.P.) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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In  Part  III  of  this  review,  which  appeared  in  the 
September  issue  of  the  Journal,  the  author  sur- 
veyed information  regarding  ventricular  septal 
perforation.  Part  II,  in  the  August  issue,  covered 
true  aneurysms  subsequent  to  myocardial  infarc- 
tion, and  Part  I,  in  the  July  issue,  dealt  with  pari- 
etal infarct,  acute  hemopericardium  without  pari- 
etal rupture,  parietal  rupture,  and  parietal  pseu- 
doaneurysm. 

Acute  mitral  regurgitation  of  varying  degree  is 
commonplace  after  myocardial  infarction.  Only 
in  extremely  rare  cases  is  it  caused  by  destruction 
of  the  valve  leaflets  or  ring  themselves,  such  as 
from  a dissecting  hematoma  traveling  through  the 
atrioventricular  partition.  Far  more  frequently  it 
ensues  from  some  sort  of  spatial  or  organic  distur- 
bance of  the  valvar  suspensory  machinery.429 

The  predominant  kind  of  postinfarction  mitral 
insufficiency  is  from  ventricular  enlargement 
which  disorients  the  architectonics  of  morphologi- 
cally normal  papillary  muscles.  The  ventricular 
dilation  is  a compensatory  response  to  the  parietal 
infarct  or  to  ventricular  septal  perforation  without 
extension  of  necrosis  to  papillary  muscles.  With 
longtime  cardiomegaly,  such  as  exists  with  an  an- 
eurysm, the  mitral  annulus  may  widen  too,  there- 
by aggravating  malapposition  of  the  valve  leaflets. 

Next  in  frequency  is  malfunction  of  one  or  both 
papillary  muscles  because  of  fibrosis.  Scarring  is 
due  exceptionally  to  isolated  necrosis  of  a papilla- 
ry muscle  trunk  from  a subendocardial  infarct  at 
its  floor,  but  more  often  is  from  the  structure  re- 


siding in  the  enclave  of  a transmural  infarct.  Dis- 
tortion of  valve  closure  depends  on  whether  the  ci- 
catrixed  papillary  muscle  is  stunted  or  elongated, 
whether  it  is  sessile  or  perpendicular,  and  whether 
the  parietal  scar  which  subtends  it  is  stiff  or  mo- 
bile. 

The  least  common  cause  of  postinfarction  mitral 
insufficiency  is  actual  rupture  of  the  subvalvar 
components.  Dehiscence  of  papillary  muscle  may 
be  partial  or  complete,  and  it  may  affect  any  por- 
tion of  the  body  of  the  muscle.  An  unusual 
species  of  rupture  is  that  confined  to  the  chordae 
tendineae,  which  often  is  indistinguishable  ana- 
tomically from  rupture  of  the  head  of  papillary 
muscle.  There  are  grounds  for  suspecting  that 
some  of  the  cases  in  the  literature  of  chordal  rup- 
ture which  have  been  labeled  “idiopathic”  or 
“spontaneous”  were  in  fact  sequels  of  silent  myo- 
cardial infarction. 

Surgery  has  been  undertaken  to  rectify  mitral 
regurgitation  arising  from  all  of  those  mechanisms. 
In  many  instances  of  relative  mitral  incompetence 
from  compensatory  cardiomegaly  there  has  oc- 
curred coincidental  resolution  of  the  incompetence 
just  by  infarctectomy,  aneurysmectomy,  or  coro- 
nary artery  bypass  without  any  manipulations  on 
the  mitral  complex. 126’333_335>399  The  present  sur- 
vey omits  those  cases  and  others  where  similar 
procedures  failed  to  remedy  the  mitral  regurgita- 
tion.168 It  examines  instead  instances  of  opera- 
tions on  the  valve  itself  or  on  the  subvalvar  appa- 
ratus. 

Fibrosis  of  mitral  subvalvar  apparatus 

19,36,37,39,53,54,58-61,71,72,77,78,85,95,126,143,147,166,168, 

173,179-181,183,184,191,213,217,253-255,270,275-280,291, 

319-321,325,326,332-334,337,351,355,362,367,388,399,408,411, 

429,430,432-435,462-464,466,468,472,477,479,507,513,515,516 

Data.  One  hundred  and  forty-seven  patients 
were  operated  on  from  the  years  1965  through 
1973  (Fig.  11).  Men  outnumbered  women  almost 
fivefold.  The  ages  ranged  from  thirty-seven  to 
seventy-six  years:  3.4  per  cent  between  thirty- 

seven  and  forty  years;  21.1  per  cent  between  forty- 
one  and  fifty  years;  52.3  per  cent  between  fifty-one 
and  sixty  years;  17  per  cent  between  sixty-one  and 
seventy  years;  and  6.1  per  cent  between  seventy- 
one  and  seventy-six  years. 

Intractable  heart  failure  was  the  premier  indica- 
tion for  surgery  in  all  cases.  Mostly  it  was  biven- 
tricular, but  in  patients  operated  on  soon  after 
myocardial  infarction  it  was  ordinarily  manifest  as 
florid  pulmonary  congestion  and  accompanied  by 
shock.  Ventricular  dysrhythmias  or  thromboem- 
bolism were  very  rare.72,464  Left  atriomegaly  and/ 
or  atrial  fibrillation  were  present  only  in  chronic 
cases.  About  four  fifths  of  the  patients  had  angi- 
na pectoris  and/or  myocardial  infarcts  antedating 
the  episode  which  was  thought  to  be  responsible 
for  the  mitral  insufficiency.  In  very  few  patients 
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YEAR 

Valvoplasty  S/or  annuloplasty 

Valvoplasty;  coronary  art.  bypass 

Mitral  valve  replacement 

Mitral  valve  replcmt.;  tricuspid  valvoplasty 

Mitral  valve  replcmt.;  int.  mammary  implantation 

Mitral  valve  replcmt.;  coronary  art.  bypass 

Mitral  replcmt.;  coron. endarterect.;  coron.  bypass 

Mitral  replcmt.;  infarctectomy 

Mitral  replcmt.;  infarctect.;  coronary  bypass 

Mitral  replcmt.;  infarctect.;  tricuspid  valvoplasty 

Mitral  replcmt.;  coron.  bypass;  section  of  bundle  branch 

Mitral  replcmt.;  aneurysmectomy 

Mitral  replcmt.;  aneurysmect.;  coronary  bypass 

TOTAL 


1965  1966  1967  1968  1969  1970  1971  1972  1973  TOTAL 
5 2 


12 


7 

4 


22 

1 

2 


I 

15 

24 

I 

3 


8 

15 

47 


47 

I 

3 

4 


10 


16  10  43  49  147 


FIGURE  11.  Surgery  for  mitral  regurgitation  due  to  fibrosis  of  subvalvar  apparatus.  In  last  couple  of  years  concomitant 
coronary  artery  bypass  featured  more  often. 


mitral  regurgitation  declared  itself  without  clinical 
and/or  electrographic  hallmarks  of  myocardial  in- 
farction. 

Tentative  estimates  of  the  date  of  onset  of  mi- 
tral regurgitation  were  made  in  roughly  two  thirds 
of  the  cases.  Preoperative  cardiac  catheterization 
and  companion  investigations  such  as  phonocardi- 
ography were  conducted  in  practically  all  in- 
stances, but  were  repeated  after  surgery  in  just  a 
minority.  In  some  of  the  acute  cases  hemodynam- 
ic measurements  were  done  under  the  protection 
of  mechanical  circulatory  support.58-61’143,191,507 
In  an  occasional  case  mitral  incompetence  was  un- 
suspected clinically  and  only  came  to  light  after 
cardiac  catheterization.179-181  Coronary  arterio- 
grams and/or  ventriculograms  were  obtained  in 
about  two  thirds  of  the  cases.  Echocardiography 
was  not  mentioned. 

The  affected  papillary  muscle  group  corre- 
sponded geographically  to  the  parietal  infarct  de- 
limited by  electrocardiographic  criteria  in  about 
four  fifths  of  the  patients.  In  the  remainder, 
mainly  victims  of  previous  infarctions,  telltale 
electrocardiographic  signs  were  wanting.  No  elec- 
trocardiogram was  viewed  to  be  diagnostic  unique- 
ly of  papillary  muscle  fibrosis. 

The  posteromedial  papillary  trunks  were  dis- 
eased in  129  cases,  the  anterolateral  pillars  in  10, 
and  both  in  8.  Atrophy  of  varying  degrees  was  de- 
scribed. The  most  common  portrayal  was  that  of 
a stunted  papillary  muscle  within  the  premises  of 
a parietal  scar.  With  fresh  infarcts  the  muscles 
were  usually  described  as  being  emaciated  and 
elongated.  In  12  cases  both  the  papillary  muscles 
and  their  chordae  were  found  to  be  shrivelled,  and 
in  another  8 there  was  laxity  of  the  chordae  alone. 
Specific  mention  was  made  of  coexistent  widening 


of  the  mitral  annulus  in  6 cases  and  of  the  tricus- 
pid annulus  in  2 more.173,179-181,183,319-321,408 

Surgery  was  performed  within  the  first  week  of 
the  onset  of  myocardial  infarction  in  4.1  per  cent 
of  the  patients,  within  one  month  in  10.9  per  cent, 
within  three  months  in  16.3  per  cent,  and  beyond 
that  period  in  the  rest  (Fig.  12).  The  soonest  op- 
eration was  done  on  the  second  day  after  infarc- 
tion and  the  latest  eleven  years  after.58-61,72,479 

Prosthetic  replacement  alone  of  the  mitral  valve 
was  done  in  47  cases,  replacement  plus  another 
procedure  in  77,  and  some  form  of  plastic  recon- 
struction in  the  23  others  (Fig.  11).  Tricuspid  val- 
voplasty was  done  twice  in  conjunction  with  mitral 
valve  replacement.179-181  Resection  of  an  infarct 
or  aneurysm  featured  in  26  procedures,  coronary 
artery  bypass  in  71,  and  intramyocardial  implanta- 
tion of  an  internal  mammary  artery  in  1.  Section 
of  the  anterior  radiation  of  the  left  bundle  branch 
was  performed  in  a patient  who  had  exhibited 
recrudescent  ventricular  tachvdysrhythmias.464 
Postoperative  mechanical  circulatory  assistance 
was  given  to  7 patients.36,3 ' ,58-61 

The  early  mortality  rate,  operative  and  within 
one  month  postoperative,  was  29.3  per  cent.  It 
ranged  between  50  and  70  per  cent  for  patients 
who  were  operated  on  less  than  three  months  from 
the  debut  of  infarction  (Fig.  12).  The  majority  of 
inhospital  fatalities  occurred  within  two  weeks  of 
surgery  from  myocardial  infarction,  low  cardiac 
output  state,  renal  failure,  stroke,  and  pulmonary 
embolism.  The  highest  incidence  was  from  incor- 
rigible low  cardiac  output. 

Of  104  patients,  or  70.7  per  cent  of  the  series, 
who  left  the  hospital  alive  6 were  reoperated  on. 
In  3 of  these  a periprosthetic  leak  was 
closed,351,362,466-468  in  another  a new  prosthesis 
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FIGURE  12.  Most  operations  for  fibrosis  of  mitral  subvalvar  structures  done  beyond  third  trimester  after  acute  myocar- 
dial infarction.  Those  done  earlier  associated  with  highest  mortality  rates. 


was  substituted  for  one  which  was  immobilized  by 
clot,184  and  a fifth  returned  for  valve  replacement 
when  aneurysmectomy  alone  did  not  stop  mitral 
regurgitation.39  The  sixth,  who  continued  to  have 
heart  failure  after  mitral  annuloplasty  and  coro- 
nary bypass,  died  following  valve  replace- 
ment.462,463 Survival  in  these  104  patients  ranged 
from  one  month  to  six  years  (Fig.  13).  Fifteen  of 
them,  or  10.2  per  cent  of  the  series,  succumbed 
within  that  period  from  renewed  myocardial  in- 
farction or  progressive  cardiac  decompensation. 
Approximately  one  fourth  of  the  survivors  were  re- 
ported to  be  entirely  asymptomatic,  the  rest  re- 
quiring medication  to  control  angina  pectoris,  con- 
gestive heart  failure,  or  atrial  fibrillation.  Nonfa- 
tal  thromboembolism  developed  in  an  occasional 
patient  after  valve  replacement  in  spite  of  prophy- 
laxis with  anticoagulant  drugs.184 

Analysis  and  Comment.  Age  and  gender. 
There  was  no  apparent  relationship  between  age 
and  gender  and  surgical  results. 

Antecedent  cardiovascular  disease.  It  is  note- 
worthy that  the  percentage  of  people  with  a back- 
ground of  ischemic  cardiomyopathy  was  apprecia- 
bly higher  in  this  series  than  in  the  one  of  those 
with  papillary  muscle  or  chordal  rupture.  This 
difference  was  highlighted  by  angiographic  reports 


of  a greater  prevalence  of  diffuse  coronary  athero- 
sclerosis in  those  with  papillary  muscle  scarring. 
Doubtless,  it  also  accounts  for  the  worse  surgical 
results  in  this  group.  Arterial  hypertension,  when 
cited  to  have  been  present,  had  no  perceptible 
bearing  on  the  outcome  of  surgery. 

Diagnostic  indices.  The  electrocardiogram 
may  be  thought  of  as  an  indirect  index  of  progno- 
sis in  the  sense  that  it  pointed  out  where  the  pari- 
etal infarct  lay  and  so  connoted  with  fair  accuracy 
which  papillary  trunk  was  at  fault.  The  mortality 
rates  in  that  context  were  36.4  per  cent  when  the 
posteromedial  muscles  were  infarcted,  50  per  cent 
for  the  anterolateral,  and  75  per  cent  when  both 
were  involved. 

The  existence  of  gallops  and  the  qualities  of  the 
systolic  murmur  bore  no  relationship  to  what  pa 
pillary  group  was  fibrosed,  nor  to  the  intensity  of 
mitral  regurgitation  or  of  cardiac  decompensation 
Left  atrial  enlargement  and/or  atrial  fibrillatior 
were  fairly  frequent,  but  neither  of  these  factors 
seemed  to  have  any  direct  relevancy  to  the  mortal 
ity  rate,  although  the  quality  of  symptomatic  im 
provement  after  surgery  was  less  good  in  those  pa 
tients  who  had  them. 

The  cardiac  catheterization  data  were  heteroge 
neous,  most  being  based  on  studies  of  the  righ 
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FIGURE  13.  Survival  following  surgery  for  mitral  regurgitation  due  to  fibrosis  of  subvalvar  apparatus.  Most  late  deaths 
were  from  congestive  heart  failure  or  myocardial  infarction  despite  correction  of  valve  incompetence. 


chamber  of  the  heart  and  very  few  citing  determi- 
nants of  left  ventricular  function.  They  were  un- 
revealing with  regard  to  the  apportionment  of  he- 
modynamic aberrations  in  terms  of  the  mitral  re- 
gurgitant flow  or  of  myocardial  contractile  impair- 
ment. For  example,  there  was  no  way  to  tell  defi- 
nitely what  fraction  of  a subnormal  cardiac  output 
derived  from  loss  of  the  regurgitated  volume  and 
what  fraction  from  ventricular  dyssynergy. 

The  ranges  of  those  measurements  cited  most 
often  were  as  follows:  pulmonary  systolic  pres- 

sure, 31  to  112;  tallness  of  V wave,  20  to  71;  cardiac 
index,  1.35  to  3.28;  and  left  ventricular  end-dia- 
stolic pressure,  16  to  40.  By  and  large,  these  fig- 
ures differ  from  those  pertaining  to  patients  with 
papillary  muscle  rupture  in  denoting  a lesser  se- 
verity of  mitral  regurgitation  and  greater  compro- 
mise of  ventricular  function.  They  are  at  variance 
also  with  the  ones  which  generally  characterize 
rheumatic  mitral  valvopathy,  whence  the  differ- 
ence is  imputable  to  the  component  of  parietal 
dyssynergy  inherent  in  ischemic  papillary  mal- 
function.77,78'217 

None  of  these  or  other  hemodynamic  guidelines 
were  infallible  for  predicting  the  immediate  re- 
sponse to  operation  of  individual  patients,  al- 
though some  authors  assigned  positive  values  to 
low  calculated  regurgitant  flow,  low  ventricular 
end-diastolic  volume,  high  ejection  fraction,  low 


arteriovenous  oxygen  difference,  and  so  forth. 
They  were  useful,  nevertheless,  for  assessing  long- 
term prognosis  when  they  were  weighted  vis-a-vis 
kindred  measurements  obtained  after  operation. 
Thus,  in  a few  cases  where  such  a comparison  was 
made,  the  resolution  through  surgery  of  pulmo- 
nary artery  hypertension  without  concomitant  re- 
duction of  elevated  left  ventricular  end-diastolic 
pressure  spelled  cardiogenic  invalidism  or  death 
with  near  certainty. 

Ventriculography  displayed  the  regurgitant 
stream  but  gave  no  inkling  about  which  commis- 
sure or  region  of  leaflet  apposition  was  defective. 
By  picturing  the  state  of  the  coronary  tree  and  of 
ventricular  contractile  performance,  angiograms 
were  valuable  for  guiding  myocardial  revascular- 
ization and  for  estimating  the  operative  risks. 
The  outcome  of  surgery  tended  to  be  as  good  or  as 
bad  as  the  angiographic  profile. 184’270,367  How- 
ever, this  relationship  was  not  unerring.  Among 
persons  with  angiographic  stigmata  of  widely  de- 
ployed coronary  or  myocardial  sclerosis  could  be 
counted  some  who,  while  by  no  means  restored  to 
full  normalcy,  were  at  least  able  to  live  in  fair  com- 
fort after  their  heart  had  been  rid  of  the  super- 
added  workload  from  mitral  incompetence. 

Interval  between  myocardial  infarction  and  pa- 
pillary muscle  fibrosis.  The  data  were  inade- 
quate for  determining  what,  if  any,  sequential 
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trends  fostered  the  development  of  papillary  dys- 
function. As  was  mentioned  earlier,  fibrosis  in  pa- 
pillary muscles  often  blended  imperceptibly  with 
scars  at  their  parietal  floor,  the  implication  being 
that  the  progenitor  infarction  had  struck  both  at 
the  same  time.  But  occasionally  the  papillary  fi- 
brosis was  focal  and  not  intimately  connected  with 
the  parietal  lesion,  this  situation  being  consistent 
with  nonsimultaneous  infarctions. 

The  chronology  of  mitral  incompetence  likewise 
could  not  be  pursued  exactly  on  the  basis  of  the 
available  information.  It  seems  probable  that 
mild  valve  function  was  present  at  the  outset  from 
papillary  muscle  paresis  and  compensatory  ven- 
tricular dilation.  It  gradually  gathered  momen- 
tum and  became  pernicious  hemodynamically  as 
the  cicatrixing  muscle  pillar  retracted,  the  parietal 
infarct  bulged,  or  ventricular  dyssynergy  expand- 
ed. 

The  preoperative  protocols  inferred  that  regard- 
less of  whether  mitral  regurgitation  in  effect  began 
right  away  or  after  a subclinical  interlude,  the  re- 
sultant heart  failure  became  increasingly  en- 
trenched with  the  passage  of  time.  Also,  the  more 
tenacious  the  heart  failure,  the  less  apt  was  it  to 
cede  to  surgery.184’462’463  Unfortunately,  the  data 
do  not  enable  one  to  define  optimalcy  of  operative 
risk  in  terms  of  time  limits  from  the  start  of  mitral 
regurgitation  or  of  frank  heart  failure. 

Interval  between  myocardial  infarction  and 
surgery.  An  axiom  which  has  emerged  from  scru- 
tiny of  operations  for  other  postinfarct  cardiac 
structural  disorders  is  applicable  also  to  surgery 
for  papillary  fibrosis:  namely,  that  the  risk  is 

highest  for  operations  done  very  soon  after  the  be- 
ginning of  infarction. 

For  24  patients,  or  16.3  per  cent  of  the  series, 
who  were  operated  on  during  the  first  trimester 
the  cumulated  early  mortality  rate  was  62.5  per 
cent,  and  the  combined  early  and  late  mortality 
rate  was  66.7  per  cent.  For  the  123  patients,  or 
83.7  per  cent  of  the  series,  who  were  operated  on 
from  the  fourth  month  to  eleven  years  after  infarc- 
tion, the  cumulated  early  mortality  rate  was  22.8 
per  cent,  and  the  combinated  mortality  rate  was 
34.1  per  cent. 

Technical  considerations.  Access  to  the  mitral 
valve  was  gained  either  through  a standard  left 
atriotomy  or  through  the  ventricular  corridor 
created  by  infarctectomy  or  aneurysmectomy.1,275- 
277.433-435  Regardless  of  the  size  of  the  atrium,  it 
was  spacious  enough  that  a low-profile  prosthesis 
was  seldom  inserted.77,78  a number  of  surgeons 
remarked  about  valve  annuli  being  fragile  and  not 
encrusted  with  calcium,  unlike  those  typical  of 
rheumatic  etiology.53,54,77’78  Shredding  of  such 
soft  tissue  was  incriminated  for  periprosthetic 
leaks  and  for  fatal  hemorrhage.278-280 

Combining  parietal  resection  with  valve  manip- 
ulation markedly  influenced  the  surgical  outcome. 


The  mortality  rate  of  procedures  comprising  in- 
farctectomy was  87.5  per  cent  and  of  those  with 
aneurysmectomy  was  61.1  per  cent,  a composite 
mortality  rate  of  69.2  per  cent  for  the  26  cases  fea- 
turing parietal  resection.  The  mortality  rate  for 
procedures  without  parietal  resection  was  60  per 
cent  for  those  done  within  three  months  of  myo- 
cardial infarction  and  30.6  per  cent  for  those  done 
beyond  that  interval,  a composite  mortality  rate  of 
33.1  per  cent  for  these  121  procedures. 

These  figures  are  in  glaring  contrast  to  those 
yielded  by  counterpart  resectional  operations  di- 
rected primarily  at  coronary  or  parietal  pathologic 
conditions,  without  clamant  mitral  regurgitation 
and  in  which  valve  replacement  is  executed  to  en- 
sure that  the  compass  of  parietal  ablation  will  in- 
clude myocardium  whose  viability  is  in  doubt.399 
Also,  the  mortality  rate  associated  with  valve  re- 
placement alone  for  regurgitation  due  to  papillary 
fibrosis  evidently  is  much  greater  than  for  rheu- 
matogenic  valvopathy,  the  observation  of  which 
reaffirms  that  the  keystone  of  the  entity  is  myo- 
cardial disease  rather  than  the  absolute  grade  of 
mitral  incompetence. 

As  will  be  discussed  in  the  next  section,  the  mor- 
tality rates  of  surgery  for  papillary  rupture  were 
42.3  per  cent  net  for  patients  who  were  operated 
on  within  the  first  trimester  after  acute  myocar- 
dial infarction  and  24.7  per  cent  net  for  those  who 
were  operated  on  beyond  that  period.  In  very  few 
of  the  procedures  for  papillary  rupture  was  pari- 
etal resection  coupled  with  valve  replacement,  so 
that  these  numbers  may  be  matched  against  the  60 
and  30.6  per  cent  mortality  rates  calculated  for 
corresponding  time  sets  of  cases  of  papillary  fibro- 
sis in  which  parietal  resection  was  not  done.  The 
better  surgical  results  with  papillary  rupture  than 
with  papillary  fibrosis  cannot  be  ascribed  to  the 
severity  of  mitral  incompetence,  which  was  fairly 
similar  in  both,  but  rather  to  the  greater  inadequa- 
cy of  myocardial  reserve  in  the  papillary  fibrosis 
cohort. 

Myocardial  revascularization.  With  angina 
pectoris  ranking  second  to  congestive  heart  failure 
in  the  semeiology,  and  operation  seldom  being 
emergent,  it  is  little  wonder  that  the  status  of  the 
coronary  tree  should  have  shared  almost  as  much 
attention  as  the  etiopathogenesis  of  the  mitral  in- 
sufficiency. Even  though  myocardial  revascular- 
ization was  not  undertaken  automatically  when 
coronary  artery  stenoses  were  observed,  the  num- 
ber of  operations  that  featured  it  far  exceeded  that 
in  which  it  was  combined  with  procedures  for 
other  postinfarct  cardiac  structural  defects,  aneu- 
rysms excepted. 

Myocardial  revascularization  was  done  in  72 
cases,  or  49  per  cent  of  the  series.  Other  than  a 
solitary  instance  of  intramyocardial  mammary  ar- 
tery implantation,291  it  was  accomplished  by  single 
or  double  coronary  artery  bypass.  Sixty-nine  of 
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FIGURE  14.  Surgery  for  dehiscences  of  mitral  subvalvar  apparatus.  Very  small  number  of  reconstruction  procedures 
attempted. 


i the  72  cases  were  done  from  the  years  1970 
| through  1973. 

The  overall  mortality  rate  of  the  72  procedures 
with  myocardial  revascularization  was  38.9  per 
} cent,  whereas  that  of  the  75  procedures  without  re- 
* vascularization  was  40  per  cent.  There  was,  how- 
ever, a striking  statistical  difference  according  to 
when  operation  was  done;  the  mortality  rate  was 
77.8  per  cent  for  procedures  with  myocardial  re- 
vascularization performed  within  three  months  of 
myocardial  infarction  and  30.2  per  cent  for  those 
done  beyond  the  first  trimester. 

There  has  been  documentation  of  papillary 
muscles  looking  deceptively  normal,  of  their  being 
acquitted  of  complicity  in  the  production  of  mitral 
insufficiency,  of  the  option  of  valve  replacement 
therefore  being  forsaken,  of  preference  turning  in- 
stead to  coronary  artery  bypass  and/or  aneurys- 
mectomy only,  of  death  ensuing,  and  of  microscop- 
ic foci  of  infarction  then  being  uncovered  belatedly 
in  the  papillary  muscles.168  There  is  no  disputing 
that  the  slight  to  modest  mitral  regurgitation 
which  frequently  trails  ischemic  cardiomyopathy 
may  be  abolished  altogether  by  coronary  bypass 
and/or  aneurysmectomy.126’399  Nevertheless,  irre- 
spective of  the  gross  appearance  of  papillary  mus- 
cle, whenever  the  degree  of  mitral  regurgitation  is 
out  of  proportion  to  myocardial  ischemia  it  may  be 
wiser  to  replace  the  valve  preemptively  and  pro- 
ceed as  planned  with  revascularization. 

Mechanical  circulatory  support.  Counterpul- 
sation was  credited  with  interrupting  the  vicious 
cycle  of  myocardial  ischemia  and  necrosis  when  it 
was  instituted  in  a very  few  cases  of  circulatory 
collapse  soon  after  myocardial  infarction.  How- 
ever, in  no  instance  was  it  a proxy  for  surgery  to 
save  life.  Unlike  paracorporeal  circulatory  sup- 
port employed  preoperatively,  that  which  was  im- 
plemented postoperatively  gave  hemodynamic 
benefits  which  lasted  longer. 36,37>58-61’143’191’507 


Since  a subnormal  cardiac  output  may  persist  for 
many  hours  after  emergency  valve  replacement  for 
acute  mitral  regurgitation  and  is  the  chief  cause  of 
death  in  the  immediate  postoperative  period,  me- 
chanical circulatory  support  in  those  circum- 
stances is  a most  useful  adjunct  to  combat  linger- 
ing left  ventricular  power  failure. 

Longevity.  The  mitral  reflux  provoked  by  pa- 
pillary muscle  fibrosis  surely  must  shorten  the  life 
expectancy  of  people  afflicted  with  coronary  ath- 
erosclerosis by  compounding  their  hemodynamic 
troubles.  But  actuarial  graphs  which  plot  the  fate 
of  these  persons  have  yet  to  be  constructed. 
Therefore,  whatever  role  surgical  intervention  may 
play  in  prolonging  life  is  hard  to  ascertain.  The 
results  of  the  present  analysis  vouch  for  the  resto- 
ration of  valve  competence  being  instrumental  in 
curtailing  heart  failure.  Nonetheless,  since  myo- 
cardial reserve  is  the  ultimate  determinant  of  de- 
bility or  survival,  the  paramount  benefits  of  sur- 
gery will  come  from  operating  before  congestive 
failure  overwhelms  the  recuperative  potential  of 
the  heart  and  by  procedures  aimed  both  at  amelio- 
rating the  coronary  circulation  and  eradicating  the 
mitral  reflux 

Rupture  of  mitral  subvalvar  apparatus 

1,4,6,11,14,16,17,19,27,33,54,58-63,70,73-75,77, 

78,87,95,117,120,122,124,143,174,179-181,183,184,191,218,234, 

238,270,282,313,321,334,335,342,343,345,362,364,365,404,408, 

429-432,435,458,462,499,507,509,513,516 

Data.  Considered  here  are  disruptions  of  pa- 
pillary muscle  trunks  as  well  as  those  of  chordae 
tendineae.  Ninety-nine  patients  were  operated  on 
from  the  years  1963  through  1973  (Fig.  14).  The 
ratio  of  men  to  women  was  6.6  to  1.  Their  ages 
ranged  from  forty-one  to  seventy-eight  years: 
13.1  per  cent  between  forty-one  and  fifty  years; 
64.6  per  cent  between  fifty-one  and  sixty  years; 


October  1975/New  York  State  Journal  of  Medicine  2203 


% OF 


INTERVAL  BETWEEN 

No.  OF 

% OF 

NTRAHOSP  DEATHS  « 

% OF 

EARLY 

LATE 

NET  No.  OF 

INFARCTION  8 SURGERY 

PATIENTS  SERIES 

OP.  POSTOP.  TOTAL  GROUP 

DEATHS 

DEATHS  SURVIVORS 

1st  wk. 

8 

8-1 

1 1 

2 

25*0 

10-5 

6 

2nd  wk.  - t mo. 

8 

8-1 

1 1 

2 

25*0 

10*5 

6 

2nd  mo.  -4  mos. 

10 

10- 1 

1 3 

4 

40*0 

21*1 

3 

3 

4th  mo.  -7  mos. 

23 

23-2 

1 5 

6 

26*1 

31*6 

1 

16 

7th  mo.  - / yr. 

36 

36-4 

3 

3 

8*3 

15*8 

5 

28 

2nd  yr.  - 3 yrs. 

10 

10*1 

1 

1 

10*0 

5*3 

1 

8 

3 rd  yr.  - 4 yrs. 

1 

1*0 

0*0 

1 

4 th  yr.  - 7 yrs. 

3 

3*0 

1 

1 

33*3 

5*3 

2 

TOTAL 

99 

4 ]5 

]9 

10 

70 

(19-2% 

(10-1% 

(70-7% 

OF 

OF 

OF 

SERIES) 

SERIES)  (SERIES) 

FIGURE  15.  Generally,  operations  for  papillary  muscle  tears  done  within  first  trimester  after  acute  myocardial  infarction; 
those  for  chordal  rupture  done  beyond  that  date. 


17.2  per  cent  between  sixty-one  and  seventy  years; 
and  5.1  per  cent  between  seventy-one  and  seventy- 
eight  years. 

Heart  failure  from  massive  pulmonary  conges- 
tion was  the  chief  indication  for  surgery.  Shock 
was  featured  mainly  in  people  who  were  operated 
on  within  the  first  week  after  infarction  and  angi- 
na pectoris  mainly  in  those  who  were  operated  on 
months  later.  In  a lone  patient  heart  failure  was 
inaugurated  by  the  supervention  of  bacterial  endo- 
carditis on  a six-week-old  infarct.513  Ventricular 
dysrhythmias  were  quite  rare  and  became  an  an- 
cillary motivation  for  surgical  intervention  only  a 
few  times.54,313 

Dehiscence  of  one  of  the  constituents  of  the  sub- 
valvar machinery  was  a sequel  to  transmural  in- 
farction in  all  but  4 cases.  The  latter  were  as- 
cribed to  selective  fracture  of  papillary  muscles  by 
subendocardial  infarcts  at  their  founda- 
tion 4.33,184,335,458 

The  topography  of  papillary  muscle  or  chordal 
disruption  almost  always  was  mirrored  by  the 
location  of  the  parietal  infarct  mapped  by  electro- 
cardiographic criteria.  Unusually,  instances  of 
rupture  of  posteromedial  papillary  muscles  were 
associated  with  electrocardiograms  consistent  with 
anterior  or  anterolateral  infarcts,  or  vice  versa. 
On  rare  occasions  the  diagnosis  of  myocardial  in- 
farction was  made  in  retrospect.70,124  With  few 
exceptions  the  murmur  indicative  of  papillary 
muscle  rupture  was  heard  within  the  first  week 
after  myocardial  infarction,  whereas  that  of  chord- 
al rupture  could  not  be  traced  as  confidently. 


The  posteromedial  papillary  muscles  or  their 
chordal  attachments  were  torn  in  92  cases,  the  an- 
terolateral bundle  in  6 cases,  and  both  postero- 
medial and  anterolateral  groups  in  1 case.  One  or 
more  chordae  were  detached  in  40  cases.  In  the 
other  59  cases  there  existed  either  subtotal  or  total 
separation  of  a papillary  muscle  somewhere  along 
its  body.  Very  often  description  was  lacking 
about  the  level  and/or  completeness  of  papillary 
muscle  dehiscence,  but  two  varieties  seem  to  have 
been  most  prevalent:  (1)  decollation  of  a single 

member  of  a papillary  bundle  at  or  near  its  sum- 
mit, with  a small  nubbin  of  myocardium  remaining 
linked  to  chordae;  and  (2)  a partial  break  across  a 
column  of  papillary  muscles.  Total  severance  of 
one  or  more  central  muscle  bellies  was  rarely 

seen  77, 78, 117,313, 458,513 

It  is  possible  that  the  majority  of  lesions  desig- 
nated “chordal  ruptures”  may  in  fact  have  been 
decapitations  of  papillary  pillars  at  their  extreme 
tip,  with  or  without  minute  fragments  of  scarred 
myocardium  attached,  because  in  none  of  the  cases 
of  torn  chordae  available  for  microscopic  examina- 
tion were  the  parent  papillary  muscles  proved  to 
be  intact  histologically. 

Most  of  the  patients  underwent  unilateral  or  bi.- 
lateral  cardiac  catheterization.  Some  were 
deemed  to  be  too  sick  to  withstand  the  study,  and 
in  about  one  tenth  it  was  made  possible  by  me-l 
chanical  circulatory  assistance.  Approximately 
one  fourth  had  coronarteriography  and/or  ventric- 
ulography. 

Surgery  was  performed  within  the  first  week  oi  I 
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FIGURE  16.  Overall  survival  rate  following  surgery  for  mitral  subvalvar  dehiscences  was  higher  than  that  following  sur- 
gery for  fibrosis  of  mitral  subvalvar  structures  and  fewer  late  deaths. 


the  onset  of  myocardial  infarction  in  8.1  per  cent 
of  the  patients,  within  one  month  in  16.2  per  cent, 
within  three  months  in  26.3  per  cent,  and  beyond 
that  period  in  the  rest  (Fig.  15).  Only  1 patient 
was  operated  on  on  the  same  day  as  infarction.516 
The  longest  interval  between  infarction  and  sur- 
gery was  six  years.270  The  vast  majority  of  pa- 
tients operated  on  within  three  months  of  infarc- 
tion had  papillary  muscle  rupture  rather  than 
chordal  rupture. 

Prosthetic  replacement  alone  of  the  mitral  valve 
was  done  in  67  patients,  replacement  allied  with 
another  procedure  in  16,  and  some  form  of  plastic 
remodeling  of  the  annulus  and/or  the  valve  sus- 
pensory elements  in  16  (Fig.  14).  Resection  of  an 
infarct  or  aneurysm  was  featured  in  7 and  myocar- 
dial revascularization  in  11.  Preoperative  and/or 
postoperative  mechanical  circulatory  assistance 
was  dispensed  to  about  10  per  cent  of  the  patients. 

The  early  mortality  rate,  operative  and  within 
one  month  postoperative,  was  19.2  per  cent  (Fig. 
15).  The  early  mortality  rate  ranged  between  25 
and  40  per  cent  for  patients  operated  on  less  than 
three  months  from  the  debut  of  infarction.  Most 
of  the  inhospital  fatalities  occurred  within  three 
weeks  of  surgery  from  myocardial  infarction,  ta- 
chydysrhythmias,  low  cardiac  output  syndrome, 
bleeding,  brain  damage,  and  once  from  partial 
dislodgment  of  an  artificial  valve.2'  One  patient 
died  from  cerebral  hemorrhage  attributed  to  pro- 


phylactic anticoagulant  medication  given  in  con- 
nection with  a prosthesis.14 

Of  80  patients,  or  80.8  per  cent  of  the  series,  who 
left  the  hospital  alive,  reoperation  was  done  in  2 
(Fig.  16).  The  valve  was  replaced  in  1 of  them 
who  had  persistent  regurgitation  after  plication 
and  annuloplasty.180’181  A periprosthetic  leak  was 
sealed  in  another  who  developed  signs  of  renewed 
mitral  insufficiency  six  months  after  the  initial  op- 
eration.362 Ten  of  the  80  survivors  died  at  periods 
of  from  forty  days  to  sixty-two  months  after  opera- 
tion, a late  mortality  rate  of  10.1  per  cent  of  the 
original  population  (Fig.  16).  Most  of  the  deaths 
were  from  iterative  myocardial  infarction  or  from 
congestive  heart  failure.  One  of  the  latter  was 
from  a periprosthetic  leak.124  A patient  died  six 
and  one-half  months  after  valve  replacement  from 
cerebral  embolism  traced  to  clot  coating  an  unre- 
sected old  infarct.61 

The  remaining  70  patients,  or  70.7  per  cent  of 
the  series,  were  reported  to  be  alive  from  one  to 
sixty-four  months  after  operation.  Most  of  them 
were  said  to  be  free  of  symptoms.  A few  others 
had  angina  or  cardiac  decompensation  curbed  by 
drug  regimens.  In  some  of  the  latter,  evidence  of 
slight  to  modest  mitral  regurgitation  was  disclosed 
by  auscultation  or  by  repeat  cardiac  catheteriza- 
tion 184,238,334 

Analysis  and  comment.  Age  and  gender. 
The  factors  of  age  and  gender  did  not  decide  can- 
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didacy  for  operation.  The  mortality  rate  was  not 
significantly  higher  in  persons  between  sixty-one 
and  seventy  years  of  age  and  those  younger  than 
that,  but  there  was  only  1 long-term  survivor 
among  the  heptagenarians.  There  was  no  discern- 
ible difference  in  mortality  rate  between  the  two 
sexes. 

Antecedent  cardiovascular  disease.  Myocar- 
dial infarctions  antedating  the  one  indicted  for  the 
papillary  muscle  or  chordal  laceration  were  cited 
in  the  anamnesis  of  about  one  fourth  of  the  pa- 
tients. Arterial  hypertension  was  documented  in 
one  fifth  of  them,  often  the  same  people  who  had  a 
history  of  angina  pectoris  or  previous  myocardial 
infarcts.  Neither  prior  infarction  nor  arterial  hy- 
pertension seemed  to  have  adversely  influenced 
the  surgical  prognosis. 

Diagnostic  indices.  Electrocardiographic  pat- 
terns generally  were  consonant  with  the  location  of 
the  instigator  infarct  and  thus  inferentially  por- 
trayed which  papillary  muscle  complex  was  af- 
fected. In  a small  number  the  cardiograms  were 
equivocal  about  recent  infarction  or  were  adulter- 
ated because  of  the  legacy  of  ancient  myocardial 
scars.  There  were  no  patterns  pathognomonic  ex- 
clusively of  papillary  or  chordal  rupture.  Anterior 
or  anterolateral  parietal  infarction  intimated  a no 
better  surgical  outcome  than  did  posterior  or  dia- 
phragmatic infarction,  an  observation  contrasting 
sharply  with  ventricular  septal  perforation  in 
which  anterior  wall  infarction  spells  more  favor- 
able circumstances  than  inferior  wall  infarction. 

The  cases  of  anterolateral  papillary  muscle  rup- 
ture were  too  few  to  make  any  assertion  about 
whether  these  lesions  truly  augured  better  surgical 
prospects  than  those  of  posteromedial  muscle  rup- 
ture. Of  the  4 patients  with  isolated  papillary 
muscle  rupture  from  subendocardial  infarcts  3 sur- 
vived after  mitral  valve  replacement,  and  the 
fourth  died  after  reimplantation  of  the  divided 
muscle  into  the  ventricular  wall.4,33,184,335,458 

Whereas  cardiac  catheterization  and  ventricu- 
lography were  pivotal  for  eliminating  the  possibili- 
ty of  ventricular  septal  perforation,  they  were  not 
helpful  for  pinpointing  the  specific  agency  respon- 
sible for  mitral  incompetence.  They  did  not,  for 
example,  distinguish  between  papillary  rupture 
and  papillary  fibrosis.  Even  occasional  angio- 
graphic appearances  suggestive  of  rupture  gave  no 
dependable  qualitative  clues  about  the  exact 
whereabouts  of  the  suspected  rent  nor  of  its  scope. 
The  random  phonocardiographic  and  echocardi- 
ographic  studies  did  little  to  shed  light  on  this  as- 
pect either. 

The  hemodynamic  measurements  supplied  by 
different  authors  were  nonhomogeneous.  Many, 
being  acquired  just  from  catheterization  of  the 
right  side  of  the  heart,  were  expressive  of  the  am- 
plitude of  mitral  reflux  with  scant  reference  to  val- 
uation of  left  ventricular  function.  Hiatuses  of  in- 


formation notwithstanding,  analysis  of  the  avail- 
able data  allows  some  general  observations. 

Regarding  the  quoted  parameters  of  mitral  re- 
gurgitation, the  pulmonary  systolic  pressure 
ranged  from  30  to  120,  the  pulmonary  capillary 
wedge  from  15  to  40,  and  the  height  of  the  V in- 
scription from  17  to  85.  These  numbers  were  of 
no  value,  surprisingly,  for  accurately  gauging  the 
depth  of  clinical  heart  failure  or  for  prefiguring 
which  kind  of  rupture  existed.  One  would  expect 
levels  of  dehiscence  of  the  papillary  complex  to  be 
inversely  proportional  to  the  severity  of  mitral  in- 
competence: that  is,  transection  of  a muscle  belly 
would  unhinge  one  half  of  the  suspension  of  both 
leaflets  and  cause  a big  gap  in  their  apposition, 
whereas  a tear  at  the  pinnacle  of  a papillary  trunk 
would  eliminate  just  a few  of  the  moorings  to  one 
or  both  leaflets  and  cause  a discrete  unevenness  in 
apposition.  That  measurements  of  mitral  reflux 
should  have  been  similar  irrespective  of  the  level 
of  dehiscence  suggests  that  the  cases  of  chordal 
rupture  generally  were  more  chronic  than  those  of 
papillary  muscle  rupture.  Indeed,  very  few  of  the 
operations  for  chordal  rupture  were  done  within 
three  months  of  myocardial  infarction. 

The  surgical  prospects  for  individual  patients 
were  not  predicated  on  cardiac  catheterization 
data.  The  mortality  and  survival  rates  were  at 
parity  for  patients  who  were  either  at  the  top  or 
the  bottom  tiers  of  the  hemodynamic  scale  used  to 
measure  the  intensity  of  mitral  reflux.  Generally, 
though,  in  those  persons  who  did  not  have  cathe- 
terization or  angiography  of  the  left  side  of  the 
heart,  sizable  mitral  regurgitation  without  demon- 
strable atriomegaly  was  taken  to  be  a favorable 
omen  of  functional  resiliency  of  the  myocar- 
dium.17,270’335 

Determinants  of  ventricular  function  were  not 
particularly  helpful  from  either  a diagnostic  or  a 
prognostic  standpoint.  The  cardiac  index  ranged 
from  1.1  to  2.6;  it  was  less  than  2 in  two  thirds  of 
the  cases.  The  left  ventricular  end-diastolic  pres- 
sure ranged  from  10  to  28  and  exceeded  15  in  two 
thirds  of  the  cases.  These  figures,  which  are 
somewhat  at  variance  with  those  ordinarily  en- 
countered with  rheumatic  mitral  insufficiency, 
merely  attest  to  how  heart  failure  with  nonrheu- 
matic mitral  incompetence  is  abetted  by  ventricu- 
lar dyssynergy.  However,  neither  they  nor  the  oc- 
casionally cited  residual  fraction  or  ejection  frac- 
tion were  relatable  to  which  papillary  complex  or 
what  segment  of  it  was  torn.  Nor  did  they  corre-  I 
spond  with  unerring  regularity  to  the  results  of  op- 
eration. Several  of  the  survivors  were  among  the 
patients  with  the  worst  numbers  relevant  to  these 
hemodynamic  measurements,  but  so  were  others 
at  the  opposite  end  of  the  spectrum. 

In  short,  there  was  no  formula  applicable  for 
weighing  how  mitral  insufficiency  and  ventricular 
dyssynergy  each  participated  to  produce  the  he-  !| 
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modvnamic  imbalances  denoted  by  the  preopera- 
tive cardiac  catheterization  data.  The  few  occa- 
sions when  postoperative  catheterization  was  done 
served  more  to  indicate  mitigation  or  abolition  of 
mitral  incompetence  than  to  segregate  the  role  of 
regurgitation  from  that  of  defective  myocardial 
contractility. 

Interval  between  myocardial  infarction  and  pa- 
pillary or  chordal  rupture.  As  in  patients  with 
ventricular  septal  perforation,  the  diagnosis  of 
rhexis  of  the  mitral  subvalvar  apparatus  usually 
came  about  after  discovery  of  a systolic  murmur 
during  an  episode  of  clinical  decline.  Sometimes 
suspicion  was  aroused  by  the  development  of  he- 
moptysis or  suffocative  dyspnea,  or  by  a formerly 
heard  minor  murmur  abruptly  acquiring  clamant 
characteristics.74  In  essence,  then,  the  dating  of 
ruptures  was  an  educated  guess  governed  by  both 
subjective  impressions  and  happenstance  physical 
examination. 

Despite  reservations  about  the  correctness  of 
dates,  the  reviewed  articles  collectively  seemed  to 
point  to  a distinct  difference  between  the  time  se- 
quences after  myocardial  infarction  of  papillary 
muscle  rupture  and  of  septal  rupture.  Approxi- 
mately one  third  of  muscle  ruptures  took  place 
during  the  first  week,  another  one  third  during  the 
second  week,  and  practically  all  of  the  rest  within 
the  next  couple  of  months.  In  contradistinction, 
less  than  one  fifth  of  the  chordal  ruptures  were  un- 
masked within  the  first  month,  and  most  were  not 
evident  until  after  the  third  month. 

Conclusions  which  may  be  derived  from  these 
particulars  are: 

1.  Since  necropsy  protocols  of  nonoperated  per- 
sons have  indicated  that  papillary  muscle  rupture 
takes  place  in  75.5  per  cent  within  the  first  week  and 
in  88  per  cent  within  the  first  fortnight  after  infarc- 
tion, the  patients  with  such  a lesion  who  underwent 
surgery  in  this  series  had  already  been  partly  subject- 
ed to  a sort  of  natural  selection. 

2.  There  is  inadequate  knowledge  about  the  fate 

of  nonoperated  people  with  postinfarction  rupture 
confined  to  the  chordae.  However,  since  the  severity 
of  mitral  regurgitation  which  led  to  surgery  in  the 
present  series  was  fairly  alike  irrespective  of  the  level 
of  severance  of  the  papillary  complex,  reasonable  as- 
sumptions which  may  be  made  about  the  natural  his- 
tory of  postinfarction  chordal  rupture  are  that:  ei- 

ther it  is  an  inherently  tardy  phenomenon;  or  its  gene- 
sis occurs  soon  after  infarction,  but  gross  cardiac  de- 
compensation does  not  set  in  right  away  because  the 
mitral  regurgitant  stream  is  discrete  at  first  and  only 
becomes  truly  sizable  in  the  course  of  gradual  cardiac 
enlargement.  This  second  concept  is  adduced  by  the 
more  protracted  chronicity  of  heart  failure  accompa- 
nying chordal  rupture  in  comparison  with  that  trail- 
ing papillary  muscle  rupture.  Also,  dilation  of  the 
left  atrium  and  of  the  mitral  annulus  was  a relatively 
common  finding  with  chordal  dehiscence,  but  not  so 
with  papillary  muscle  bundle  dehiscence,  which  was 


one  of  the  incentives  for  surgeons  to  try  annuloplastic 

reconstructions  more  often  in  the  former  entity. 

Interval  between  papillary  or  chordal  rupture 
and  operation.  No  judgment  can  be  extracted 
from  the  available  information  as  to  how  the  rela- 
tive recency  of  rupture  affected  surgical  mortality 
statistics.  As  was  just  discussed,  the  date  of  rup- 
ture was  reckoned  according  to  circumstantial  evi- 
dence. There  are  good  reasons  for  supposing  that 
in  nearly  all  patients  rupture  actually  occurred 
during  the  first  week  after  myocardial  infarction, 
although  its  full  hemodynamic  impact  may  not 
have  surged  until  days  or  weeks  later.  From  a 
practical  standpoint,  therefore,  the  time  elapsed 
between  papillary  or  chordal  rupture  and  opera- 
tion may  be  thought  of  as  being  almost  identical  to 
that  between  myocardial  infarction  and  operation. 

Interval  between  myocardial  infarction  and  op- 
eration. The  mortality  rates  of  operations  for  pa- 
pillary muscle  or  chordal  dehiscence  correlated 
well  with  the  proximity  of  surgery  to  the  onset  of 
myocardial  infarction  (Fig.  15).  Among  the  26  pa- 
tients who  were  operated  on  within  three  months 
of  infarction  there  were  8 early  deaths  and  3 late 
deaths,  a cumulated  early  mortality  rate  of  30.8 
per  cent  and  overall  mortality  rate  of  42.3  per  cent 
for  that  group.  Thus,  these  26  patients,  who  rep- 
resented 26.3  per  cent  of  the  series,  incurred  42.1 
per  cent  of  all  the  early  deaths  and  37.9  per  cent  of 
accrued  early  and  late  deaths  in  the  series.  These 
figures  are  significantly  lower  than  the  ones  for  in- 
farctectomy  or  repair  of  ventricular  septal  perfora- 
tion. As  mentioned  before,  the  vast  majority  of 
patients  who  were  operated  on  within  the  first  tri- 
mester from  acute  infarction  had  papillary  muscle 
rupture;  the  mortality  rate  approached  50  per  cent 
in  those  with  chordal  rupture  who  underwent  op- 
eration within  that  interval. 

Among  the  73  patients  who  were  operated  on 
beyond  three  months  from  the  infarction  incident 
there  were  11  early  deaths  and  7 late  deaths,  a cu- 
mulated early  mortality  rate  of  15.1  per  cent  and 
overall  mortality  rate  of  24.7  per  cent  for  that 
group.  Thus,  these  73  patients,  who  constituted 
73.7  per  cent  of  the  series,  incurred  57.9  per  cent  of 
all  the  early  deaths  and  62.1  per  cent  of  the  ac- 
crued early  and  late  deaths  in  the  series. 

Technical  considerations.  Mitral  valve  manip- 
ulations incidental  to  infarctectomy  or  aneurys- 
mectomy have  usually  been  executed  across  the 
passageway  conveniently  created  by  the  parietal 
resection.1 2’430’432  In  the  present  context  of  proce- 
dures done  primarily  on  the  mitral  valve  complex, 
access  almost  always  was  via  left  atriotomy,  even 
for  procedures  combined  with  infarctectomy  or  an- 
eurysmectomy. This  route  gave  good  exposure  for 
assessing  the  extant  pathologic  condition.  Also, 
since  mitral  regurgitation  in  the  majority  of  cases 
has  been  of  fairly  long  duration  by  the  time  that 
operation  was  undertaken,  the  atrium  usually  was 
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roomy  enough  so  as  not  to  require  a low-profile 
prosthesis  or  impede  reconstructive  maneuvers. 

Whether  the  transatrial  approach  was  more  ad- 
vantageous than  the  transventricular  one  for  oper- 
ations performed  early  is  open  to  question.  Some 
of  the  deaths  in  that  group  were  due  to  uncontrol- 
lable hemorrhage  from  stitches  cutting  through 
the  friable  mitral  annulus.77’78’435  However,  even 
in  some  of  the  chronic  cases  the  valve  ring  was  not 
firm,  and  this  factor  rather  than  the  exposure 
route  caused  mischief.6’27,54 

There  were  just  16  reconstructive  procedures  in 
the  series,  connoting  the  low  regard  in  which  they 
are  held.  Substitution  of  an  avulsed  papillary 
trunk  with  a prosthesis  is  conceptually  illogical  be- 
cause the  mock  papillary  “muscle,”  being  devoid 
of  contractility,  could  not  possibly  participate  in 
proper  leaflet  coaptation.  Similarly,  sewing  to- 
gether lacerated  papillary  muscle  may  be  tempt- 
ingly feasible  at  times,  but  the  resultant  scar  un- 
avoidably entrains  some  measure  of  valve  dysfunc- 
tion. Those  caveats  explain  why  mitral  valve  re- 
placement is  the  procedure  of  choice  for  any  papil- 
lary muscle  rupture,  whether  partial  or  total,  api- 
cal or  basal.  In  the  instance  of  pure  chordal  rup- 
ture there  may  be  greater  temptation  still  to  at- 
tempt local  correction  of  the  flail  chordae,  but  this 
too  is  usually  inferior  to  valve  replacement. 

Ten  of  the  16  reconstructive  procedures  in  the 
series  were  for  chordal  rupture,  with  a mortality 
rate  of  40  per  cent.77’78’321,335’408,462  Four  of  the 
survivors  had  a lingering  faint  murmur  of  mitral 
insufficiency.238,334  In  another  patient  whose  mi- 
tral regurgitation  persisted  after  valve  plication 
and  annuloplasty,  a subsequent  valve  replacement 
yielded  a good  result.180,181  The  reconstructive 
procedures  for  papillary  muscle  rupture  consisted 
of  2 cases  of  plication  and  annuloplasty, 6,1 74,408  1 
of  reinsertion  by  parietal  transfixion,4  and  3 of  an- 
nulus plication  with  reattachment  of  the  torn  mus- 
cle.238,499 There  were  2 survivors,  both  of  whom 
had  the  aforementioned  procedure,  but  their  post- 
operative hemodynamic  status  was  acknowledged 
to  be  suboptimal. 

Whether  infarctectomy  or  aneurysmectomy 
should  be  allied  routinely  with  correction  of  the 
mitral  incompetence  cannot  be  answered  categori- 
cally from  this  series.  Two  of  the  7 patients  in 
whom  parietal  resection  was  done  died  shortly 
after  operation.77,78-174-234,313-404’408’509’513  In  at 
least  1 case  an  unresected  infarct  was  considered 
to  have  caused  death;  it  pertained  to  a seventy- 
year-old  man  who  had  mitral  valve  replacement  on 
the  second  day  after  infarction,  but  succumbed  six 
and  one-half  months  later  from  cerebral  embolism 
originating  in  a thrombus  which  coated  the  old  in- 
farct.58,74 

Myocardial  revascularization.  Although  coro- 
nary atherosclerosis  was  depicted  in  several  pa- 
tients either  by  preoperative  angiography  or  by 


palpation  at  surgery,  in  only  11  of  them  was 
coronary  endarterectomy  and/or  bypass 
done.14,54’61,87’313’321  There  were  3 deaths,  1 of 
them  due  to  faulty  anticoagulation.14  Survival  in 
the  other  patients  was  noted  from  two  to  eighteen 
months.  Postmortem  examination  of  some  of  the 
persons  who  did  not  have  myocardial  revascular- 
ization uncovered  coronary  artery  obstructions 
which  would  have  been  amenable  to  by- 
pass.70,75,184,234 

Mechanical  circulatory  assistance.  Counter- 
pulsation made  it  possible  in  a few  cases  to  coordi- 
nate appropriate  investigations  and  operation  soon 
after  acute  myocardial  infarction.  Its  utility  was 
just  short-term,  however,  and  the  surcease  from 
hemodynamic  upsets  which  it  yielded  was  not  an 
infallible  test  of  whether  individual  cases  were  sur- 
gically salvageable.61,143,191,345  Postoperative  ap- 
plication of  intra-aortic  balloon  pumping  was  prof- 
itable for  combating  a continuing  state  of  low  car- 
diac output.507 

Longevity.  Actuarial  material  dealing  with 
postinfarction  dehiscence  of  the  mitral  subvalvar 
apparatus  heretofore  has  concentrated  on  deaths 
after  in  toto  rupture  of  papillary  muscle  trunks. 
Autopsy  reviews  of  persons  with  that  entity  who 
were  not  treated  surgically  have  disclosed  that  25 
per  cent  died  within  six  hours,  50  per  cent  within 
one  day,  75  per  cent  within  one  week,  80  per  cent 
within  two  weeks,  and  95  per  cent  within  two 
months.429  There  are  also  on  record  some  cases  of 
patients  who  died  suddenly  while  awaiting  opera- 
tion which  had  been  scheduled.70,73 

Since  in  the  present  survey  only  a minority  of 
patients  were  operated  on  within  the  first  fort- 
night of  infarction  or  rupture,  and  fewer  still  had 
total  columnal  transection  of  papillary  muscle,  the 
influence  of  surgery  on  life  expectancy  cannot  be 
assessed  properly  on  the  basis  of  the  previously 
cited  numbers.  This  does  not  imply  that  surgery 
was  not  convincingly  demonstrated  to  have  suc- 
cored many  people  who  were  either  greatly  dis-  i 
abled  or  on  the  verge  of  dying.  It  means,  rather,  i 
that  truly  valid  comparisons  between  the  fates  of 
operated  and  nonoperated  patients  will  be  feasible 
when  future  series  comprise  a much  larger  propor- 
tion of  procedures  done  within  one  or  two  weeks  of 
infarction,  and  that  most  of  them  will  be  for  cases 
of  through-and-through  truncal  severance  of  pa- 
pillary muscles.  It  is  that  dreaded  category  of  pa- 
pillary rupture  which  makes  very  short  shrift  of  its 
victims  and  mandates  operation  most  urgently. 
For  the  time  being,  prompter  exploitation  of  me- 
chanical circulatory  assistance  devices  offers  the 
only  hope  for  reining  the  hemodynamic  ravages  of 
papillary  muscle  rupture  long  enough  to  make  sur- 
gery possible. 

With  regard  to  the  present  series,  the  inhospital 
death  toll  of  those  operated  on  within  three 
months  of  infarction  was  8 out  of  26 — admittedly 
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high,  but  by  no  means  as  formidable  a penalty  as 
that  inflicted  on  unoperated  population  samples 
with  analogous  mixed  subvalvar  disruptions.  Sur- 
vival of  patients  who  underwent  operation  either 
early  or  late  after  infarction  ranged  from  two  to 
sixty-four  months,  eighteen  months  on  the  aver- 
age, and  with  just  a few  belated  fatalities.  There 
is  no  comparable  survival  record  in  the  literature 
for  nonoperated  persons. 

Cardiomegaly  and/or  mitral  annular  dilation 

87,107,179,183,217,270,321,333,399,429,463 

As  alluded  to  earlier,  mitral  regurgitation  often 
derives  from  cardiomegaly  without  any  gross  ana- 
tomic deformity  of  the  valve  leaflets  or  subvalvar 
complex.  This  variety  of  mitral  insufficiency  is 
encountered  most  commonly  with  the  compensa- 
tory ventricular  enlargement  which  follows  myo- 
cardial infarction.  It  also  accompanies  arterial 
hypertension  and  diverse  cardiomyopathies.  In- 
competence of  the  valve  is  usually  ascribed  to  con- 
comitant annular  dilation,  as  well  as  to  a distortion 
of  the  natural  spatial  relationship  between  the 
leaflets  and  the  subtending  papillary  trunks.  It  is 
probable,  however,  that  this  geometric  disturbance 
is  compounded  by  physiologic  malfunction  of  the 
intact-appearing  papillary  muscles.  The  location 
of  these  structures  at  the  terminus  of  the  coronary 
circulation  makes  them  especially  vulnerable  to 
ischemia,  so  that  any  significant  impairment  of  pa- 
rietal perfusion  cannot  fail  but  to  be  sensed  by  the 
papillary  muscles  too.429  Insufficiency  of  both  mi- 
tral and  tricuspid  valves  with  advanced  cardio- 
megaly from  widespread  coronary  atherosclerosis 
is  evidentiary  of  the  role  that  papillary  ischemic 
myopathy  plays  in  the  autoaggravation  of  conges- 
tive heart  failure.179,270’463  And,  whenever  overt 
ventricular  enlargement  or  annular  widening  has 
been  observed  with  papillary  muscle  or  chordal  fi- 
brosis, the  degree  of  cardiac  decompensation  has 
tended  to  be  more  profound  than  when  fibrosis 
of  these  subvalvar  structures  occurred 
alone.'  '-'8,321,408 

On  many  occasions,  lesser  degrees  of  mitral  re- 
flux arising  from  parietal  ischemia  have  disap- 
peared or  decreased  appreciably  after  coronary  by- 
pass, aneurysmectomy,  or  other  procedures  which 
have  ameliorated  myocardial  vascularity. 126,333,399 
In  other  instances  the  regurgitation  has  been  so 
marked  that  surgery  has  been  directed  primarily 
at  the  valve  itself. 

Those  are  the  cases  which  are  considered  in  this 
section. 

Data.  From  the  years  1968  through  1973, 
about  20  patients  were  reported  to  have  undergone 
surgery  for  mitral  regurgitation  secondary' to  left 
ventricular  enlargement  and/or  dilation  of  the  mi- 
tral valve  ring  without  concomitant  papillary  mus- 
cle fibrosis  or  rupture.  Only  10  of  the  cases  are 
surveyed  here  since  information  provided  about 


the  others  was  inadequate  for  them  to  be  ana- 
lyzed 183,321,333,399 

The  patients’  ages  ranged  from  forty-one  to  sev- 
enty-one years,  mean  fifty-six  years.  Nine  of  the 
10  patients  were  men.  Their  dominant  problem 
was  congestive  heart  failure  which  was  unrespon- 
sive to  medication.  A few  of  them  had  angina  pec- 
toris. The  interval  between  myocardial  infarction 
and  surgery  was  cited  in  2 cases:  one  year  and  fif- 
teen months.  The  duration  of  symptoms  prior  to 
operation  spanned  from  five  months  to  over  three 
years. 

Cardiac  catheterization  data  furnished  by  au- 
thors disclosed  these  ranges:  pulmonary  artery 

pressure,  33  to  60  mm.  Hg;  cardiac  index,  1.2  to  2.7 
L.  per  minute  per  square  meter;  arteriovenous 
oxygen  difference,  7.9  to  9.4  volume  per  cent;  a 
wave,  16  to  18  mm.  Hg;  and  V wave,  33  to  55  mm. 
Hg. 

All  patients  were  found  at  operation  to  have  dis- 
seminated coronary  artery  sclerosis,  left  ventricu- 
lar enlargement,  and/or  mitral  annulus  dilation. 
The  procedures  consisted  of:  mitral  valve  re- 

placement in  6 cases,87,107,217,270  mitral  annulo- 
plasty  in  3 cases,87,107,179  and  mitral  annuloplasty 
plus  double  coronary  artery  bypass  in  1 case.87,107 
In  no  instance  of  valve  replacement  was  a report 
given  of  the  histologic  appearance  of  the  excised 
papillary  and  chordal  apparatus. 

There  occurred  6 deaths,  all  in  the  early  postop- 
erative period,  from  myocardial  infarction  or  re- 
fractory subnormal  cardiac  output.  The  survivors 
comprised  2 patients  who  had  had  mitral  annulo- 
plasty and  1 each  who  had  had  valve  replacement 
and  annuloplasty  plus  coronary  bypass.  The  av- 
erage survival  time  was  one  and  one-half  years, 
and  the  patients  were  said  to  be  well.  Cardiac 
catheterization  two  days  postoperatively  in  the 
lone  survivor  after  valve  replacement  showed  the 
pulmonary  artery  pressure  to  have  decreased  from 
50  to  36  and  the  cardiac  index  to  have  risen  from 
1.6  to  2.5.270 

Analysis  and  comment.  This  small  series  at- 
tests to  the  necessity  of  distinguishing  between 
different  pathogenetic  classes  of  postinfarction  mi- 
tral incompetence.  Probably,  the  reason  that  the 
surgical  mortality  rate  relevant  to  regurgitation 
due  to  ventricular  enlargement  or  annular  dilation 
exceeds  that  pertaining  to  either  fibrosis  or  rup- 
ture of  the  subvalvar  apparatus  is  that  this  cate- 
gory is  the  one  most  likely  to  be  associated  with 
extensive,  “end-stage”  myocardial  disease. 

No  account  was  given  of  the  histologic  appear- 
ance of  any  of  the  resected  valves,  so  that  the  au- 
thors’ prima  facie  reports  that  the  papillary  mus- 
cles were  healthy  must  be  accepted  in  good  faith. 
Even  if  the  papillary  muscles  in  fact  contained  mi- 
croscopic deposits  of  scar,  it  is  evident  that  valve 
replacements  or  reconstructions  otherwise  ade- 
quate for  abolishing  regurgitation  still  were  trailed 
by  a high  mortality  rate.  And  postoperative  cath- 
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eterization  in  the  lone  survivor  after  valve  replace- 
ment revealed  modest  improvement  in  pulmonary 
artery  pressure  and  cardiac  index,  but  not  restora- 
tion of  these  determinants  to  physiologic  normal- 
cy.270 

There  is  no  certain  way  at  present  of  ascer- 
taining preoperatively  whether  chronic  postinfarc- 
tion mitral  insufficiency  is  caused  by  cardiomega- 
ly,  dilation  of  the  mitral  ring,  chordal  or  papillary 
muscle  rupture,  or  fibrosis  of  the  subvalvar  struc- 
tures.429 In  the  absence  of  an  aneurysm  to  ampu- 


tate, plicate,  or  exclude,  a reasonable  corollary  to 
mitral  valve  reconstruction  or  replacement  is  myo- 
cardial revascularization.  A good  result  was 
achieved  in  the  solitary  case  in  the  series  when  this 
was  undertaken.107  It  is  very  unlikely  that  in- 
stances of  massive  heart  failure  due  to  concurrent 
mitral  regurgitation  and  myocardial  ischemia  are 
salvageable  by  surgical  means  unless  both  condi- 
tions can  be  rectified  simultaneously. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 


Note:  References  may  be  obtained  from  the  author. 
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If  your  angina  patient 
isn't  having  3 out  of  4 
better  days  than  usual 
try  Cardilate 

J (ERYTHRITYL  TETRANITRATE) 


• •• 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(‘Warning  may  be  habit-forming). 

1 RussekHI  AM  J M Sc  239  478.  1960 

Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


•Please  note  unsiable  angina  patients  may  be  refractory  ro  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate"  (eryth- 
rityl tetramtrate)  in  48-patient 
study1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon  also  helps  re- 
duce need  for  nitroglycerin 
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Renal  Mass 


Case  history 

Ann  Walzer,  M.D.*:  A fifty-three-year-old 

woman  was  admitted  to  the  urology  service  with  a 
complaint  of  left-flank  pain  for  six  months.  She 
had  noted  occasional  lethargy  during  this  period  as 
well  as  occasional  low-grade  fevers.  There  was  no 
history  of  frequency,  polyuria,  or  hematuria.  On 
admission  she  was  noted  to  have  a temperature  of 
101  °F.  There  was  bilateral  costovertebral  angle 
tenderness,  but  the  physical  examination  was  oth- 
erwise unremarkable.  Her  hematocrit  was  34,  and 
her  white  blood  count  was  12,000.  Many  red  and 
white  blood  cells  were  present  in  her  urine.  Dur- 
ing her  hospitalization  an  intravenous  urogram 
and  a renal  arteriogram  were  performed.  The  pa- 
tient underwent  surgery  on  the  fourth  hospital 
day. 

Shelly  Weiner,  M.D.*:  The  supine  abdominal 
film  demonstrates  a staghorn  calculus  in  the  upper 
pole  of  the  left  kidney  as  well  as  an  upper-pole 
mass.  On  the  urogram  the  right  kidney  is  unre- 
markable, but  the  left  renal  lesion  is  displacing 
portions  of  the  intrarenal  collecting  system,  and  no 
calyces  are  seen  within  it  (Fig.  1A).  The  mass  is 
not  lucent  as  a cyst  would  be,  and  it  is  probably  a 
solid  lesion.  A left  renal  arteriogram  demon- 
strates stretching  of  both  capsular  and  intrarenal 
upper  pole  vessels  around  the  mass  (Fig.  IB).  Its 
central  portion  is  hypovascular,  but  around  the 
margins,  especially  superiorly,  there  are  multiple 
irregular  tortuous  vessels  present  with  puddling  of 
contrast  material  in  the  periphery.  The  borders 
of  the  mass  are  ill  defined  superiorly  but  well  de- 
lineated interiorly  by  some  of  the  stretched  ves- 
sels. The  lower  pole  of  the  left  kidney  is  normal. 

The  presence  of  a localized  renal  mass  with  no 
other  abnormal  area  in  the  urinary  tract  is  an  ex- 
tremely serious  finding.  The  most  common 
causes  of  such  masses  are  neoplasms,  cysts,  ab- 
scesses, and  hematomas.  An  additional  cause,  of 
course,  is  a dilated  collecting  system  secondary  to 
obstruction.  The  presence  of  a calculus  which  is 
seen  on  the  scout  film  might  suggest  such  an  ob- 
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FIGURE  1 (A)  Intravenous  urogram.  Staghorn  calculus 

seen  within  upper  pole  mass  in  left  kidney.  Upper  collect- 
ing system  displaced  downward.  (B)  Left  renal  arterio- 
gram demonstrates  displacement  of  upper  pole  and  cap- 
sular vessels.  Tortuous  vessels  present  along  superola- 
teral margin  of  mass. 
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FIGURE  2.  Coronal  section  through  surgical  specimen 
showing  principal  abscess  cavity,  calculus  in  collecting 
system  (arrow),  and  inflammation  of  upper  half  of  kidney 
with  multiple  xanthogranulomata. 


FIGURE  3.  Light  micrograph  characterizing  mixed  chron- 
ic and  acute  inflammatory  exudate  with  many  large,  pale, 
xanthomatous  macrophages  and  scattered  "cholesterol 
clefts." 


struction;  however,  the  urogram  excludes  this  pos- 
sibility. The  radiographic  findings  indicate  the 
presence  of  a solid  mass,  limiting  the  differential 
possibilities  to  neoplasm  and  inflammatory  mass. 
In  both  cases  there  may  be  “tumor"  vessels  seen 
either  focally  within  the  mass  or  throughout  it. 
The  most  common  renal  neoplasm  is  a hyperne- 
phroma which  is  generally  markedly  vascular. 
Transitional  cell  neoplasms  often  will  be  seen  to 
contain  abnormal  vessels,  but  they  are  generally 
much  less  vascular  than  the  renal-cell  tumors. 
The  extent  of  “tumor"  vasculature  in  renal  ab- 
scesses is  generally  somewhat  less  than  that  seen 
in  hypernephroma.  Frequently  the  central  por- 
tion of  the  abscess  is  necrotic  and  contains  no  ves- 
sels, whereas  the  main  vascular  component  is 
along  the  margin  as  is  true  in  this  case.  Hyperne- 
phromas, however,  can  also  become  necrotic  cen- 
trally, leaving  only  peripheral  tumor  vasculature. 
\\  hile  the  presence  of  a staghorn  calculus  leads  me 
somewhat  toward  a diagnosis  of  an  inflammatory 
process  with  which  stones  may  be  associated,  I 
cannot  be  sure  that  there  is  any  direct  relationship 
between  the  stone  and  the  mass  lesion.  One  type 
of  renal  inflammation  which  often  is  associated 
with  stones  is  xanthogranulomatous  pyelonephri- 
tis which  may  occur  in  either  a diffuse  form 
throughout  the  kidney  or  a more  localized  form. 
Its  radiographic  differentiation  from  renal  neo- 
plasm is  often  extremely  difficult.1 

Considering  the  history  of  chronic  urinary  tract 
infections  as  well  as  findings  which,  although  they 
could  represent  either  neoplasm  or  infection,  are 
somewhat  more  suggestive  of  infection,  I think  the 


most  likely  diagnosis  would  be  a renal  abscess, 
possibly  xanthogranulomatous  pyelonephritis,  and 
the  operation  was  probably  a left  nephrectomy. 

Dr.  Weiner’s  final  diagnosis 

Left  renal  abscess 

Pathologic  discussion 

David  Wolfe,  M.D.*:  The  surgical  specimen  is 
a 620-Gm.  left  kidney  with  perirenal  connective 
tissue  and  a 7-cm.  length  of  ureter  attached.  Co- 
ronal bisection  reveals  an  abscess  cavity  3 cm.  in 
diameter  situated  between  the  renal  hilus  and 
upper  pole  (Fig.  2).  Its  walls  are  shaggy,  mottled 
browm  and  yellow,  and  indurated:  opaque  brown 
liquefied  necrotic  and  purulent  material  fills  the 
cavity,  which  is  not  in  continuity  writh  the  urinary 
space  of  the  collecting  system  or  pelvis.  The  caly- 
ceal system  contains  friable,  granular,  partly  calci- 
fied material.  Virtually  the  entire  upper  half  of 
the  kidney  is  fibrotic  and  displays  multiple  yellow- 
ish foci  of  necrosis  or  granulomatous  inflammation 
which  extend  into  the  perirenal  tissue  and  obliter- 
ate the  involved  renal  cortex  and  medulla. 

Microscopic  sections  from  the  upper  pole  show 
an  inflammatory  destruction  of  the  renal  paren- 
chyma. The  few  remaining  glomeruli  and  tubules 
are  encroached  on  by  massive  interstitial  fibrosis, 
fatty  infiltration,  and  inflammation.  Large  num- 
bers of  acute  and  chronic  inflammatory  cells  are 
present  throughout  the  section  (Fig.  3).  Macro- 
scopic and  microscopic  abscesses  are  strewn 
throughout  the  tissue;  the  wall  of  the  cavity  is  a 
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layer  of  neutrophils  and  necrotic  debris.  A strik- 
ing feature  of  the  chronic  inflammation  is  the 
presence  of  vast  numbers  of  “foamy”  macrophag- 
es. Their  largest  aggregates  correspond  to  the 
grossly  visible  yellow  areas.  Morphologic  evi- 
dence of  specific  types  of  chronic  inflammation, 
such  as  tuberculosis,  and  so  forth,  is  absent  from 
these  sections,  and  there  is  no  neoplasm  present. 

The  importance  of  recognizing  xanthogranulo- 
matous pyelonephritis  is  nicely  exemplified  by  the 
present  case.  The  entity  is  in  essence  a variety  of 
chronic  pyelonephritis  in  which  sudanophilic  mac- 
rophages appear  in  massive  numbers,  often  domi- 
nating the  microscopic  picture  and  forming  granu- 
lomatous aggregates  grossly  visible  as  pasty  yellow 
patches.  The  morphologic  difference  between  or- 
dinary and  chronic  xanthomatous  pyelonephritis, 
in  other  words,  is  quantitative;  variable  numbers 
of  xanthomatous  macrophages,  constantly  present 
in  small  numbers  in  the  former,  predominate  in 
the  latter  condition.  The  finely  vacuolated  cyto- 
plasm of  such  cells  stains  brilliantly  with  routine 
fat  stains,  such  as  oil  red  O,  and  the  like,  and  often 
the  periodic  acid-Schiff  test  result  is  positive.2 
But  their  genesis,  their  biologic  significance,  re- 
mains elusive.  Despite  the  presence  of  complex 
lipids  in  mixtures  like  Freund’s  adjuvant  which 
elicit  chronic  granulomatous  inflammation,  suda- 
nophilic macrophages  are  seldom  a conspicuous 
part  of  the  massive  macrophage  response.  This 
suggests  that  it  is  an  oversimplification  to  attrib- 
ute such  “foamy”  macrophages  to  the  presence  of 
“lipid”  in  some  unqualified  sense.  And  yet  an  as- 
sociation is  inescapable,  as  is  shown  by  the  pre- 
dominance of  fat-laden  sudanophilic  macrophages 
in  cutaneous  xanthelasmas,  lipoid  pneumonia,  re- 
solving infarcts  of  the  central  nervous  system,  cer- 
tain vascular  atheromas,  and  so  forth.  The  pre- 
cise molecular  agent  immediately  responsible  for 
the  formation  of  the  xanthomatous  macrophage  in 
these  instances,  as  in  xanthogranulomatous  pyelo- 
nephritis, remains  to  be  elucidated. 

Final  pathologic  diagnoses 

Xanthogranulomatous  pyelonephritis;  multi- 
ple renal  abscesses;  nephrolithiasis 

Comment 

Dr.  Walzer:  Xanthogranulomatous  pyelone- 

phritis is  an  uncommon  form  of  chronic  renal  in- 


fection most  frequently  caused  by  gram-negative 
organisms  such  as  Proteus  or  Escherichia  coli.  Al- 
though the  underlying  cause  of  this  particular 
manifestation  of  pyelonephritis  has  never  been 
definitely  established,  there  is  a very  high  frequen- 
cy of  correlation  with  an  obstructive  process  either 
at  the  ureteropelvic  junction  or  a more  localized 
obstruction  within  the  kidney.  Generally  these 
obstructions  are  caused  by  stones;  however,  cases 
have  been  recorded  in  association  with  obstructing 
transitional  cell  lesions. 

The  characteristic  radiographic  findings  are  en- 
largement of  the  involved  kidney  with  nonfunction 
of  either  the  entire  kidney  or  a portion  of  it. 
Renal  or  ureteral  calculi  are  seen  in  approximately 
70  per  cent  of  cases.  In  the  “tumefactive”  form,  a 
localized  mass  may  be  seen.  On  the  intravenous 
urogram  this  mass  may  have  characteristics  simi- 
lar to  any  renal  mass  with  abnormality  of  the  renal 
outline  and  displacement  of  the  collecting  system 
as  the  primary  radiographic  findings.  On  angio- 
graphic examination  there  will  be  stretching  and 
narrowing  of  intrarenal  vessels  around  the  mass 
with  abnormal  vessels  extending  into  it.  These 
vessels  are  generally  small  and  tortuous  and  some- 
what less  irregular  than  the  vessels  associated  with 
hypernephroma.3  Arteriovenous  shunting  is  not  a 
usual  feature  of  the  process.  The  abnormal  vascu- 
lature is  generally  at  the  periphery  of  the  lesion 
and  may  be  derived  from  either  intrarenal  or  cap- 
sular vessels.  The  only  serious  differential  consid- 
eration is  necrotic  hypernephroma,  which  may 
have  abnormal  vasculature  at  the  periphery  of  a 
mass  lesion,  but  there  is  generally  more  irregulari- 
ty of  the  tumor  vessels,  pooling  of  contrast  materi- 
al, and  shunting  between  the  arterial  and  venous 
systems. 

The  treatment  for  xanthogranulomatous  pyelo- 
nephritis is  nephrectomy  with  a good  prognosis 
following.  In  this  particular  case  the  patient  un- 
derwent nephrectomy  and  was  discharged  from 
the  hospital  in  good  condition. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B OBER,  M.D.,  Editors 

Lower  Esophageal 
Lesion  with  Bleeding 

Case  presentation 

Hua-Lung  Lin,  M.D.:  A forty-nine-year-old 

white  male  merchant  seaman  was  admitted  with  a 
history  of  dizziness  for  one  week. 

During  the  week  prior  to  hospitalization,  the  pa- 
tient had  noted  dizziness,  palpitation,  and  short- 
ness of  breath  aggravated  by  exertion.  Four  days 
before  admission  his  blood  count  demonstrated  a 
low  hemoglobin,  and  tarry  stools  were  observed  to 
be  positive  for  occult  blood. 

The  past  history  was  not  remarkable;  the  pa- 
tient may  have  passed  dark  or  black  stools  pre- 
viously but  was  not  sure  of  this.  There  was  no 
previous  history  of  skin  rashes  or  pruritus. 

The  father  and  two  uncles  had  peptic  ulcers;  the 
mother  died  of  tuberculosis.  The  patient  drank  2 
to  3 cans  of  beer  daily  for  thirty  years,  but  only  oc- 
casionally in  recent  months. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  110/70  mm.  Hg,  a pulse  rate  of 
100,  and  a respiratory  rate  of  20  per  minute;  the 
temperature  was  98.2° F.  The  conjunctivae  were 
pale.  The  heart  rate  was  variable,  up  to  100  per 
minute;  no  murmurs  were  audible.  Examination 
of  the  abdomen  showed  negative  findings;  the  rec- 
tal examination  revealed  the  presence  of  tarry 
stools.  No  lymph  nodes  were  palpable. 

The  hemoglobin  was  5 Gm.  per  100  ml.,  the  he- 
matocrit 16.5,  and  the  white  blood  count  10,100 
with  84  per  cent  mature  polymorphonuclear  forms. 
The  prothrombin  time  was  15.4  seconds,  the  con- 
trol being  12.8  seconds.  The  partial  thromboplas- 
tin time  was  61.8  seconds,  w'ith  a control  of  60  sec- 
onds. The  platelet  count  was  604,000;  the  reticu- 
locyte count  was  3.6  per  cent.  The  inorganic 
serum  phosphate  was  5.7  per  100  ml.,  the  normal 
range  being  2.5  to  4.5.  The  total  serum  protein 
was  5.6  Gm.  per  100  ml.,  the  normal  ranging  from 
6 to  8 Gm.,  and  the  serum  albumin  was  2.9  Gm., 
the  normal  values  between  3.5  and  5 Gm.  ' 

After  4 units  of  whole  blood,  the  patient’s  hemo- 
globin rose  to  11.1  Gm.  and  the  hematocrit  to  35. 

The  chest  x-ray  film  and  electrocardiogram 
findings  were  within  normal  limits. 


Beekman-Downtown  Hospital 
New  York  City 
May  6,  1975 

Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
SOLANGE  ABU-NASSAR,  M D. 


Discussed  by  SAUL  G.  AGUS,  M D. 


FIGURE.  1.  Ovoid  polypoid  lesion,  2 by  6 cm.  in  dimen- 
sion, lower  portion  of  esophagus. 


The  esophagogram  and  upper  gastrointestinal 
series  revealed  a moderate  amount  of  reflux  from 
the  stomach  into  the  esophagus;  a fairly  well-cir- 
cumscribed ovoid  radiolucent  filling  defect  was 
noted  in  the  lower  esophagus,  measuring  approxi- 
mately 4.5  cm.  in  its  longest  diameter  and  approxi- 
mately 3 cm.  in  transverse  diameter  (Fig.  1).  The 
filling  defect  presented  smooth  margins;  it  ap- 
peared to  be  attached  on  its  anterior  and  left  later- 
al inferior  aspects  to  the  esophageal  wall.  Fluo- 
roscopy revealed  mild  lobulation  and  easy  com- 
pressibility during  the  passage  of  barium.  The 
x-ray  film  study  failed  to  show  definite  mucosal 
invasion  or  destruction.  The  stomach  and  duo- 
denum were  entirely  normal. 

The  patient  remained  afebrile  during  the  one- 
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week  stay  in  the  hospital;  no  further  tarry  stools 
were  noted.  He  denied  abdominal  pain  and  any 
difficulties  in  swallowing.  He  was  discharged  at 
the  end  of  one  week. 

On  return  to  his  native  England,  he  was  prompt- 
ly admitted  to  another  hospital  for  evaluation  of 
the  esophageal  lesion.  Physical  examination  at 
the  time  of  that  admission  showed  normal  results; 
there  was  no  evidence  of  melena.  His  hemoglobin 
was  11.7  Gm.;  the  stool  was  negative  for  occult 
blood;  the  sputum  cytology  showed  no  malignant 
cells.  Esophagoscopy  revealed  a smooth  extramu- 
cosal  mass  approximately  3 cm.  above  the  esopha- 
gogastric junction.  The  instrument  passed  easily 
into  the  stomach,  and  no  additional  abnormalities 
were  seen.  A biopsy  was  taken;  four  days  later  the 
patient  underwent  exploratory  thoracotomy.  The 
operative  note  reads  as  follows: 

The  esophagus  was  mobilized  in  the  lower  15  cm.  of 
the  chest,  was  bulky  and  more  vascular  than  normal, 
and  contained  a mobile  firm  tumor.  The  tumor  could 
be  displaced  below  the  diaphragm  and  could  be  lifted 
to  a position  where  the  lower  margin  was  about  3 cm. 
above  the  diaphragm.  On  opening  the  esophagus,  the 
tumor  was  found  to  be  imbedded  and  adherent  to  the 
muscle  layer  in  its  left  posterior  aspect;  it  was  freed  as 
far  as  possible,  but  its  relationship  to  the  mucosa 
could  not  be  determined,  and  the  mucosa  therefore 
had  to  be  incised.  The  mass  was  felt  to  be  adherent 
to  the  gastric  mucosa,  so  that  the  mucosal  incision 
had  to  be  extended  into  the  stomach.  An  oval  encap- 
sulated tumor  measuring  6 cm.  in  long  axis  and  2 cm. 
in  diameter  was  removed. 

Discussion 

John  T.  Flynn,  M.D.:  The  case  today,  a most 
unusual  one,  was  brought  to  my  attention  by  Sig- 
mund Falk,  M.D.  Saul  Agus,  M.D.,  will  give  us  a 
review  of  the  most  likely  diagnostic  possibilities. 

Saul  G.  Agus,  M.D.*:  This  forty-nine-year-old 
merchant  seaman  had  gastrointestinal  bleeding  for 
at  least  one  week  prior  to  admission.  The  radio- 
graphic  studies  revealed  a large  filling  defect  in  the 
lower  esophagus,  which  led  to  the  eventual  surgical 
excision  of  a 2 by  6-cm.  encapsulated  tumor  from 
the  region  of  the  gastroesophageal  junction.  Of 
note  in  the  history  is  the  lack  of  symptoms  of  ab- 
dominal pain,  weight  loss,  or  obstruction.  He  may 
have  had  previous  bleeding  episodes,  not  severe 
enough  however  to  bring  him  to  medical  attention. 
There  is  a history  of  rather  modest  alcohol  intake, 
hut  this  may  have  been  an  understatement.  Po- 
tentially ulcerogenic  drugs  were  probably  not  in- 
gested by  the  patient. 

The  physical  examination  did  not  reveal  evi- 
dence of  hepatomegaly,  signs  of  chronic  liver  dis- 
ease, or  of  malignant  condition.  The  laboratory 
demonstration  of  leukocytosis,  thrombocytosis, 
and  elevated  reticulocyte  count  is  entirely  consis- 

*  Clinical  Assistant  Attending  Physician,  Beekman-Down- 
town  Hospital. 


tent,  with  the  acute  gastrointestinal  hemorrhage.  I 
assume  that  there  was  no  hypochromia  or  macro- 
cytosis,  both  of  which  would  suggest  more  chronic- 
ity  to  the  anemia.  The  prothrombin  time  was 
slightly  elevated,  suggesting  hepatic  dysfunction 
or  malabsorption;  the  response  to  oral  and  paren- 
teral vitamin  K would  be  helpful  in  that  regard. 
The  lowered  serum  albumin  may  also  be  indicative 
of  chronic  liver  disease  or  protein-losing  enteropa- 
thy. But  in  the  absence  of  hepatomegaly,  spleno- 
megaly, evidence  of  chronic  liver  disease,  and 
knowledge  of  the  bilirubin,  alkaline  phosphatase, 
serum  glutamic  oxaloacetic  transaminase,  and 
serum  glutamic  pyruvic  transaminase,  it  would  be 
very  speculative  to  entertain  a hepatic  disorder. 
Temporary  decrease  in  serum  albumin  in  response 
to  acute  hemorrhage  can  be  due  to  restoration  of 
the  plasma  volume  by  protein-poor  fluids.  Simi- 
larly one  can  see  a modest  depression  of  prothrom- 
bin activity  following  acute  hemorrhage,  even  in 
the  absence  of  hepatic  disease.  Can  we  review  the 
x-ray  films  at  this  time? 

John  Batillas,  M.D.:  The  x-ray  films  demon- 
strate an  ovoid  intraluminal  filling  defect  in  the 
lower  esophagus,  sharply  circumscribed,  approxi- 
mately 3 by  6 cm.  in  size  (Fig.  1).  On  all  of  the 
available  films,  it  remains  within  the  lower  esoph- 
agus. On  at  least  two  films,  one  may  delineate  a 
connection  or  pedicle  at  the  base  of  the  filling  de- 
fect; there  is  an  attachment  to  the  anterior  wall  of 
the  lower  esophagus  on  one  view.  The  findings 
from  an  x-ray  point  of  view  are  those  of  a benign 
tumor  of  the  esophagus,  possibly  leiomyoma.  On 
fluoroscopic  observations,  compressibility  and 
change  in  the  configuration  of  this  mass  raised  the 
question  of  a lipoma.  The  stomach,  duodenal 
bulb,  and  visualized  segments  of  the  small  intes- 
tines appear  normal.  The  chest  was  normal  ex- 
cept for  an  ill-defined  paravertebral  soft-tissue 
shadow  which  corresponds  to  the  location  of  this 
filling  defect  in  the  lower  esophagus. 

Dr.  Agus:  Thank  you,  Dr.  Batillas.  At  endos- 
copy, a smooth  extramucosal  mass  was  visualized  3 
cm.  above  the  esophagogastric  junction  and  a few 
days  later  was  resected  from  this  area. 

The  differential  diagnosis  of  submucosal-ex- 
tramucosal  tumors  of  the  lower  esophagus  is  very 
lengthy  and  includes  many  pathologic  curiosities 
that  are  difficult  to  diagnose  with  precision  preop- 
eratively;  these  include  congenital  cysts  and  mal- 
formations, benign  tumors,  and  primary  and  meta- 
static carcinomas. 

An  isolated  metastatic  lesion  of  the  lower  esoph- 
agus is  very  unusual  in  the  absence  of  other  and 
widespread  metastases.  Malignant  melanoma  and 
hypernephroma  in  particular  can  metastasize  to 
the  gastrointestinal  tract,  giving  rise  to  bulky  sub- 
mucosal tumors;  there  is  no  mention  of  skin  le- 
sions in  this  case,  nor  do  we  have  an  intravenous 
pyelogram.  On  the  flat  plate  of  the  abdomen,  the 
renal  densities  are  apparently  within  normal  lim- 
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its.  Hepatomas  very  rarely  cause  such  a metasta- 
sis; the  absence  of  hepatomegaly  would  be  against 
that  diagnosis. 

Congenital  cysts,  hamartomas,  and  duplications 
in  the  region  of  the  gastroesophageal  junction  are 
rare;  furthermore  they  tend  to  enlarge  posteriorly 
rather  than  project  into  the  lumen,  as  in  our  case. 
Ectopic  pancreatic  tissue  is  generally  found  in  the 
region  of  the  gastric  antrum  and  to  inv  knowledge 
has  not  been  reported  in  this  area  of  the  lower 
esophagus. 

Of  the  primary  malignant  conditions  of  the 
lower  esophagus,  we  can  exclude  carcinoma  on  the 
basis  of  the  endoscopic  and  surgical  findings.  Sar- 
comatous tumors  can  appear  as  either  ulcerative 
lesions  or  as  polypoid  masses;  but  in  almost  all 
cases  by  the  time  that  the  sarcomatous  lesion  has 
grown  to  the  size  of  2 by  6 cm.,  there  are  symptoms 
of  pain,  dysphagia,  obstruction,  weight  loss,  and 
rarely  gastrointestinal  bleeding,  as  in  this  case.  It 
is  very  difficult  to  distinguish  preoperatively  be- 
tween some  of  the  sarcomatous  lesions  such  as 
rhabdomyosarcoma,  melanosarcoma,  carcinosarco- 
ma, leiomyosarcoma,  and  even  reticulum-cell  sar- 
coma. Similarly  some  submucosal  lesions  of  the 
upper  stomach  can  extend  submucosally  into  the 
lower  esophagus,  but  these  generally  cause  pain  or 
obstructive  symptoms;  in  this  category  I would 
mention  malignant  carcinoid  of  the  stomach,  plas- 
macytoma, and  lymphoma  of  the  fundus. 

In  view  of  the  lack  of  prior  symptoms,  the  com- 
pressibility and  encapsulation  of  the  tumor,  and 
the  intactness  of  the  overlying  mucosa,  it  becomes 
likely  that  we  are  dealing  with  a benign  lesion.  Of 
these,  the  leiomyoma  is  the  most  likely  lesion  and 
the  one  that  is  most  apt  to  remain  asymptomatic 
for  long  periods  of  time.  Esophageal  leiomyomas 
very  rarely  bleed  however,  whereas  with  gastric 
leiomyomas  this  is  not  uncommon.  In  our  own 
case  it’s  not  exactly  clear  if  the  lesion  is  of  gastric 
or  esophageal  origin.  Since  the  mass  was  adherent 
to  the  gastric  mucosa,  the  latter  could  have  been 
the  site  of  the  bleeding  and  may  have  been  missed 
by  esophagoscopy.  Fluoroscopically  there  was  a 
demonstration  of  gastroesophageal  reflux.  In  fact 
the  tumor  itself,  because  of  its  location,  may  have 
interfered  with  lower-esophageal  sphincter  func- 
tion, predisposing  to  reflux  and  to  bleeding  from 
esophagitis,  which  healed  by  the  time  of  the 
esophagoscopy. 

A neurofibroma  is  almost  indistinguishable  from 
leiomyoma,  and  in  the  absence  of  general  neurofi- 
.]  bromatosus  it  is  impossible  to  make  this  diagnosis. 

Fibrovascular  polyps  are  curious  lesions  of  a po- 
lypoid nature  containing  various  amounts  of  fi- 
brous tissue,  which  often  assumes  an  ovoid  shape 
j.  corresponding  to  the  esophageal  lumen.  They 
; may  remain  asymptomatic  for  long  periods  of  time 
and  occasionally  can  cause  gastrointestinal  bleed- 
ing as  well.  However  they  are  much  more  com- 


mon in  the  upper  esophagus;  in  addition  they  are 
usually  on  a long  stalk,  so  that  they  can  be  snared 
endoscopically  without  requiring  thoracotomy.  Pe- 
dunculated lipomas  may  be  almost  indistinguisha- 
ble from  fibrovascular  polyps.  Occasionally  one 
finds  foci  of  carcinoma  in  association  with  both  li- 
pomata  and  fibrovascular  polyps.  Hemangiomas 
of  the  esophagus  have  been  reported,  but  these 
generally  have  a very  characteristic  endoscopic  ap- 
pearance with  a blue  coloration. 

There  are  other  submucosal  tumors  of  the 
esophagus  but  they  are  very  rare  and  cannot  be 
distinguished  clinically  from  those  mentioned  pre- 
viously. 

In  view  of  his  occupational  history,  one  would 
expect  an  increased  exposure  to  various  infections 
and  parasitic  agents.  Isolated  hydatid  cysts  can 
be  found  in  the  gastrointestinal  tract,  but  I could 
not  find  an  instance  of  an  isolated  lesion  in  the 
lower  esophagus.  Chagas’  disease  can  affect  the 
lower  esophageal  sphincter,  giving  rise  to  a syn- 
drome indistinguishable  from  achalasia  but  not 
characteristically  forming  submucosal  masses. 
Cysticercus  cysts  will  calcify  and  cause  consider- 
able fibrotic  reaction. 

Tuberculous  esophagitis  generally  involves  the 
midesophagus  and  causes  ulcerations  or  strictures; 
also,  there  is  usually  evidence  of  tuberculosis  else- 
where. A submucosal  syphilitic  gumma  can  be  in- 
distinguishable from  a leiomyoma,  but  generally 
occurs  in  the  upper  esophagus  and  causes  more 
dysphasia. 

In  conclusion,  the  clinical  history,  the  radio- 
graphic  appearance,  the  endoscopic  appearance, 
and  finally  the  surgical  description  are  most  con- 
sistent with  a benign  lesion;  leiomyoma  would  be 
the  most  likely  choice.  In  light  of  the  surgical  de- 
scription, it  is  possible  that  this  lesion  arose  from 
the  upper  stomach  where  bleeding  is  more  com- 
mon, rather  than  from  the  lower  esophagus. 

Seymour  A.  Fink,  M.D.:  From  a roentgen 

standpoint,  this  mass  in  the  lower  end  of  the 
esophagus  appears  to  be  submucosal  and  very 
smooth.  Now  submucosal  masses  may  be  of  many 
kinds  and  very  difficult  to  distinguish  as  to  type. 

Leiomyomas  in  the  esophagus  don’t  have  central 
ulcerations  that  are  so  characteristic  of  the  gastric 
variety. 

I had  the  experience  of  observing  two  primary 
melanomas  of  the  esophagus;  they  looked  different 
in  that  they  were  a little  irregular  in  outline. 

Carcinosarcoma  of  the  esophagus  is  perhaps  a 
little  more  common  than  primary  melanoma  of  the 
esophagus;  carcinosarcomas  are  usually  more  at- 
tached to  the  esophagus  by  pedicle  formation. 
We  can  dismiss  the  possibility  of  an  ordinary  type 
of  esophageal  carcinoma  because  there  is  no 
desmoplastic  reaction,  no  narrowing  of  the  esopha- 
gus, and  no  proximal  dilatation. 

As  I understand  the  protocol,  this  lesion  really 
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FIGURE  2.  Polypoid  mass,  denuded  of  mucosa,  adjacent 
to  esophageal  squamous  epithelium  (hematoxylin  and 
eosin  stain). 


originated  in  the  stomach  and  prolapsed  upward. 
Now  prolapse  of  the  gastric  mucosa  into  the 
esophagus  has  been  reported.  Myomas  of  the 
lower  end  of  the  stomach  which  prolapse  into  the 
duodenum  are  not  uncommon,  and  sometimes  you 
see  the  prolapsed  mass  as  far  down  as  the  third 
portion  of  the  duodenum. 

I personally  have  never  seen  a leiomyoma  of  the 
stomach  with  retrograde  prolapse  into  the  esopha- 
gus; but  I have  to  conclude  and  agree  with  Dr. 
Agus  that  this  is  the  most  likely  diagnosis,  espe- 
cially in  view  of  the  description  of  the  surgical 
specimen. 

Eighty-five  per  cent  of  fibrovascular  polyps,  as 
Dr.  Agus  said,  most  commonly  occur  high  up  in 
the  proximal  esophagus,  and  15  per  cent  are  in  the 
lower  esophagus,  usually  on  a long  stalk. 


Clinical  diagnoses 

Probable  leiomyoma  of  the  distal  esophagus 

Dr.  Agus’  diagnoses 

Probable  leiomyoma  of  lower  esophagus,  or 
upper  stomach  with  prolapse 


Pathologic  discussion 

Solange  Abu-Nassar,  M.D.:  The  only  aspect 
of  this  case  on  which  we  can  agree  with  Dr.  Agus 
and  Dr.  Fink  is  that  the  lesion  is  benign,  which 
after  all  is  the  most  important  thing.  I had  no  op- 
portunity to  see  the  gross  specimen;  the  lesion  was 
reported  as  6 cm.  in  length  and  2 cm.  in  diameter 
in  the  lower  end  of  the  esophagus,  to  some  extent 
encroaching  on  the  stomach  (Fig.  2).  It  was 
grayish  white,  soft,  and  translucent.  Only  the 
tumor  mass  was  removed,  and  no  other  resection 
of  tissue  was  performed.  The  pathology  report  re- 
ceived from  overseas  did  not  report  any  section  of 
the  muscularis  or  the  serosa  in  the  specimen.  The 
sections  which  we  received  contained  both  esopha- 
geal and  gastric  mucosa. 

The  microscopic  sections  of  the  mass  had  a cer- 
tain generally  monotonous  appearance,  which  in- 
cluded three  characteristics: 


1.  An  intense  inflammatory  reaction,  almost  all 
the  cells  of  which  were  eosinophils,  with  occasional 
lymphocytes  and  plasma  cells  (Fig.  3 A and  B). 

2.  A general  background  of  fibrous  tissue,  which 
was  focally  edematous  and  myxoid. 

3.  A large  number  of  vascular  channels,  of  the  cal- 
iber of  small  and  occasionally  medium-sized  arteries, 
veins,  capillaries,  and  lymphatic  spaces. 


In  this  lesion  occasional  blood  vessels  showed 
thickening  of  the  wall  with  narrowing  of  the 
lumen,  of  the  type  which  might  be  found  in  areas 
of  chronic  inflammation;  however,  there  was  no  ev- 
idence of  vasculitis  (Fig.  4A).  No  eosinophils  were 
seen  within  the  blood  vessels  themselves.  Also 
found,  although  infrequently,  in  these  sections 
were  areas  of  granuloma  formation,  often  ill  de- 
fined, with  giant  cells  largely  of  the  foreign-body 
type  (Fig.  4B). 

The  general  characteristics  of  the  polypoid  mass 
can  be  found  underlying  an  intact  esophageal  mu- 
cosa, although  its  surface  was  ulcerated  over  a dis- 
tance of  1.5  cm.,  with  edema,  acute  inflammatory 
cells,  and  cellular  debris;  this  area  no  doubt  was 
the  source  of  the  gastrointestinal  hemorrhage. 


FIGURE  3.  (A)  Intense  inflammatory  reaction  within  polyp,  almost  entirely  due  to  infiltration  by  eosinophils.  (B)  Higher 

power  view  of  eosinophil  infiltration  (Hematoxylin  and  Eosin  Stain) 
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FIGURE  4.  (A)  Thickened  arterial  walls  within  polypoid  mass 

Attempt  at  granuloma  formation  with  foreign-body  giant  cells. 


without  vasculitis.  Stromal  infiltration  by  eosinophils.  (B) 
(Hematoxylin  and  Eosin  Stain) 


The  lesion  was  immediately  subjacent  to  the  mu- 
cosa; an  attempt  at  encapsulation  was  evident 
toward  the  muscularis  propria.  In  the  available 
sections,  the  lesion  was  seen  to  extend  to  within 
0.1  cm.  of  the  gastric  mucosa  and  slightly  into  the 
submucosa.  One  can  safely  say  that  the  lesion  in- 
volved the  lowest  quarter  of  the  esophagus  down 
to  the  esophagogastric  junction;  it  contained  no 
evidence  of  neoplastic  change,  no  obvious  para- 
sites, and  no  foreign  bodies.  Some  of  the  adjacent 
gastric  mucosa  showed  a tendency  to  atrophic 
changes  and  to  intestinalization. 

The  landmark  characteristics  of  this  lesion  is 
the  enormous  number  of  eosinophils.  Normally  a 
certain  number  of  eosinophils  can  be  found  along 
the  gastrointestinal  tract,  with  an  increased  num- 
ber in  the  presence  of  allergic  or  parasitic  diseases 
and  some  malignant  diseases.  However  in  this 
case  the  numbers  of  eosinophils  are  in  excess  of 
those  that  would  be  expected  in  such  conditions 
and  set  this  entity  apart.  I do  not  think  that  this 
type  of  lesion  consists  merely  of  granulation  tissue 
but  is  a special  variety  of  inflammation  unique  by 
itself. 

The  earliest  description  of  these  lesions  simply 
referred  to  them  as  fibromas  with  infiltration  by 
eosinophils.1  Vanek2  subsequently  described  6 
cases  and  decided  they  were  inflammatory  rather 
than  neoplastic,  an  interpretation  now  wddely  ac- 
cepted although  their  classification  remains  indef- 
inite. Ureles  et  al.  in  19613  reviewed  all  such 
cases  with  increased  eosinophilic  infiltration  and 
divided  them  into  two  types — diffuse  and  circum- 
scribed. O’Neill4  more  recently  suggested  a classi- 
fication based  on  the  presence  or  absence  of  pe- 
ripheral eosinophilia.  The  diffuse  type  is  com- 
monly associated  with  peripheral  eosinophilia, 
while  the  circumscribed  type  is  not.5  Table  I com- 
bines both  classifications  with  some  modifications 
and  summarizes  the  pertinent  features  of  the  two 
groups. 

A circumscribed  lesion  with  eosinophilic  infil- 
tration was  described  in  the  esophagus  once  pre- 
viously in  the  English  literature6;  it  was  located  4 


cm.  above  the  diaphragm  and  did  not  abut  the 
esophagogastric  junction.  It  was  not  associated 
with  peripheral  eosinophilia,  was  well  circum- 
scribed, and  was  easily  shelled  out  by  the  surgeon. 

The  pathogenesis  is  still  the  object  of  the  specu- 
lation.7,8 The  overall  view  centers  on  allergy  as 
the  basis  of  both  major  types.  Of  all  the  terms 
used  in  the  literature,  “inflammatory  fibroid  polyp 
w'ith  eosinophilic  infiltration”  is  best  suited  for  the 
circumscribed  type,9  while  “diffuse  eosinophilic 
infiltration  of  the  gastrointestinal  tract”  is  a rea- 
sonable one  for  the  diffuse  type.10  Since  granulo- 
ma formation  is  not  a constant  feature  it  should 
perhaps  be  eliminated  from  the  headings. 

In  summary,  we  are  dealing  with  a patient  with 
a quite  unique  lesion — the  circumscribed  type  of 
eosinophilic  infiltration  of  the  esophagus  and  pos- 
sibly stomach.  This  type  of  lesion  is  entirely  be- 
nign, is  not  to  be  confused  with  eosinophilic  granu- 
lomas such  as  occur  in  bones,  and  does  not  require 
a wide  excision.  Therefore  interpretation  of  the 
frozen  section  is  important  for  the  surgeon  at  the 
time  of  the  operation.  Also  since  excision  will 
cure  this  particular  type,  it  would  not  be  necessary 
to  turn  to  the  use  of  steroids  in  this  case.  I do  not 
anticipate  its  recurrence,  nor  the  presence  of  simi- 
lar lesions  in  the  rest  of  the  gastrointestinal  tract. 

Dr.  Flynn:  This  patient  has  been  quite  well  in 
the  two  years  since  the  operation;  however,  within 
the  past  year  he  has  developed  mild  diabetes  mel- 
litus,  so  it  is  fortunate  that  he  does  not  require  ste- 
roid therapy.  He  has  not  developed  any  other  ob- 
vious illnesses  and  in  particular  no  allergic  condi- 
tions nor  gastrointestinal  symptoms. 

Dr.  Agus:  I recall  the  description  of  this  entity 
only  with  relation  to  its  gastric  localizations.  I 
have  never  heard  of  its  occurrence  in  the  lower 
esophagus,  but  apparently  there  was  at  least  one 
other  such  instance,  our  case  being  possibly  the 
second  one. 

Dr.  Fink:  I have  seen  2 cases  of  eosinophilic 

granuloma  involving  the  stomach  only,  one  in  the 
antral  region  and  the  other  in  the  body  of  the 
stomach.  I’ve  never  seen  one  that  arose  in  the 
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TABLE  I.  Classification  of  “eosinophilic  infiltration”  of  gastrointestinal  tract,  with  tabulation  of  pertinent  findings 


Feature 

Class  I:  Diffuse,  with  Peripheral 

Eosinophilia 

Class  II:  Circumscribed,  without 
Peripheral  Eosinophilia 

Type 

A.  monoenteric;  B.  polyenteric 

Monoenteric  (4  times  as  common 
as  in  Class  I) 

Location 

Entire  gastrointestinal  tract  but 
mostly  in  small  intestine 

Entire  gastrointestinal  tract  but 
antrum  of  stomach  most  fre- 
quent location 

Age 

Commonest  in  second  to  fifth 
decades 

Commonest  in  fourth  to  sixth 
decades 

Ratio  of 

3:2 

Equal 

male:  female 

Symptoms 

Vague  abdominal  complaints; 
diarrhea,  vomiting 

Occasional  ulcer-like  symptoms 
with  gastrointestinal  bleeding 

Duration  of 

One  to  twenty-five  years 

Few  days  to  months 

symptoms 

Associated  allergy 

Common,  mostly  with  asthma 

Absent 

Complications  (may 
also  be  symptoms) 

Depend  on  site  and  extent  with 
involvement  of : (1)  mucosa: 

malabsorption,  protein  losing 
enteropathy,  bleeding;  (2) 
muscularis:  obstruction, 

stenosis,  perforation,  in- 
tussusception; (3) serosa: 
ascites  containing  eosinophils 

Obstruction 

X-ray  films 

May  mimic  regional  enteritis 
or  intestinal  lymphoma 

May  mimic  leiomyoma  or 
adenomatous  polyp 

Preoperative 

Rare:  may  be  suspected  in  pres- 

Rare:  may  be  suspected  on  x-ray 

diagnosis 

ence  of  allergy,  peripheral 
eosinophilia,  and  response 
to  steroids 

films.  Polypoid  lesion  has  sharp 
outline  (adenomatous  polyps 
have  hazy  outline) 

Gross  appearance 

Ill-defined:  ( 1 ) solitary ; (2 ) mul- 

tiple; (3)  disseminated 

Well  defined:  polypoid,  solitary 

Microscopic 

Eosinophilic  infiltrate  diffuse  but 

Eosinophilic  infiltrate  chiefly  or 

appearance 

mostly  in  muscularis;  ± eosino- 
phils in  lumina  of  blood  vessels 

only  submucosal;  no  eosinophils 
in  blood  vessel  lumen 

Treatment 

Good  response  to  steroids 

Surgery:  curative 

Recurrence 

Common 

None  following  removal 

Prognosis 

Good 

Excellent 

proximal  portion  of  the  stomach  or  in  the  esopha- 
gus. 

Dr.  Abu-Nassar:  There  is  no  question  that 

this  lesion  was  almost  entirely  located  in  the 
esophagus  beneath  intact  esophageal  mucosa  ex- 
cept for  the  area  of  ulceration.  The  lesion  was  at- 
tached to  the  muscularis  of  the  esophagus  and  ex- 
tended to  a slight  degree  into  the  stomach  but  did 
not  appear  to  involve  the  stomach  primarily. 
Since  the  lining  of  the  lower  esophagus  can  change 
from  squamous  to  columnar  at  times,  the  micro- 
scopic description  of  the  mucosa  adjacent  to  this 
lesion  cannot  be  relied  on  to  ident  ify  its  position  as 
being  at  or  very  close  to  the  gastroesophageal  junc- 
tion; we  must  rely  on  the  surgeon’s  operative  de- 
scription for  such  localization. 

Dr.  Flynn:  The  peristalsis  in  the  lower  esopha- 
gus would  tend  to  increase  the  mobility  of  this  le- 
sion, very  likely  at  times  displacing  it,  with  its 
overlying  esophageal  mucosa,  down  to  t he  stomach 
below  the  diaphragm. 

Final  diagnosis 

Inflammatory  fibroid  polyp  of  the  esophagus, 
with  eosinophilic  infiltration,  extending  to  the 
es o p h agoga s t ri c jun c L i o n 
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Bronchodilator  tablets 


terbutaline  sulfate 


Highly  effective  oral  bronchodilator. 

Minimal  cardiac  effect. 

Side  effects  are  generally  transient. 

Effectiveness  lasts  from  four  to  eight 
hours. 

Effective  for  long-term  treatment. 
Only  three  tablets  a day. 


Please  see  full  prescribing  information  on  the  back  of  this  page. 


Brethine  Tablets  Geigy 

terbutaline  sulfate 

An  oral  bronchodilatorfor  patients 
with  bronchial  asthma  and  reversible 
bronchospasm  associated  with 
bronchitis  and  emphysema. 


Brethine™ 

brand  of 

terbutaline  sulfate  Tablets  of 

5 mg. 

Prescribing  Information 


Description  Brethine,  brand  of  terbutaline 
sulfate,  a synthetic  sympathomimetic 
amine,  may  be  chemically  described  as 
a-[(terf- butyl  amino)  methyl]-3,5-dihydroxy- 
benzyl  alcohol  sulfate.  The  structural 
formula  is  as  follows: 


-CHCH3NHC(CH3)3 

OH 


•H,SQ, 


Brethine,  brand  of  terbutaline  sulfate,  is  a 
water  soluble,  colorless,  crystalline  solid. 
Tablets  containing  Brethine,  brand  of 
terbutaline  sulfate,  should  be  stored  at 
controlled  room  temperature. 


Each  scored,  white  tablet  contains  5 mg. 
(equivalent  to  4.1  mg.  of  free  base)  of 
Brethine,  brand  of  terbutaline  sulfate. 


Actions  Brethine,  brand  of  terbutaline 
sulfate,  is  a ^-adrenergic  receptor  agonist 
which  has  been  shown  by  in  vitro  and  in 
vivo  pharmacological  studies  in  animals  to 
exert  a preferential  effect  on  adrenergic 
receptors  such  as  those  located  in  bron- 
chial smooth  muscle.  Controlled  clinical 
studies  in  patients  who  were  administered 
the  drug  orally  have  revealed  proportion- 
ally greater  changes  in  pulmonary  function 
parameters  than  in  heart  rate  or  blood 
pressure.  While  this  suggests  a relative 
preference  for  the  receptor  in  man,  the 
usual  cardiovascular  effects  commonly 
associated  with  sympathomimetic  agents 
were  also  observed  with  Brethine,  brand 
of  terbutaline  sulfate. 

Brethine.  brand  of  terbutaline  sulfate,  has 
been  shown  in  controlled  clinical  studies 
to  relieve  bronchospasm  in  chronic  ob- 
structive pulmonary  disease. 

This  action  is  manifested  by  a clinically 
significant  increase  in  pulmonary  function 
as  demonstrated  by  an  increase  of  15%  or 
more  in  FE\A  and  in  FEFa.75%,  Following 
administration  of  Brethine,  brand  of  terbut- 
aline sulfate,  tablets,  a measurable  change 
in  flow  rate  is  usually  observed  in  30  min- 


utes, and  a clinically  significant  improve- 
ment in  pulmonary  function  occurs  at 
60-120  minutes.  The  maximum  effect  usu- 
ally occurs  within  120-180  minutes. 
Brethine,  brand  of  terbutaline  sulfate,  also 
produces  a clinically  significant  decrease 
in  airway  and  pulmonary  resistance  which 
persists  for  at  least  four  hours  or  longer. 
Significant  bronchodilator  action,  as  meas- 
ured by  various  pulmonary  function  deter- 
minations (airway  resistance,  FEF25.75%,  or 
PEFR),  has  been  demonstrated  in  some 
studies  for  periods  up  to  eight  hours. 

Clinical  studies  were  conducted  in  which 
the  effectiveness  of  Brethine,  brand  of 
terbutaline  sulfate,  was  evaluated  in  com- 
parison with  ephedrine  over  periods  up  to 
three  months.  Both  drugs  continued  to 
produce  significant  improvement  in  pul- 
monary function  throughout  this  period 
of  treatment. 

Indications  Brethine,  brand  of  terbutaline 
sulfate,  is  indicated  as  a bronchodilator  for 
bronchial  asthma  and  for  reversible  bron- 
chospasm which  may  occur  in  association 
with  bronchitis  and  emphysema. 

Contraindications  Brethine,  brand  of 
terbutaline  sulfate,  is  contraindicated  when 
there  is  known  hypersensitivity  to  sym- 
pathomimetic amines. 

Warnings  Usage  in  Pregnancy:  Animal 
reproductive  studies  have  been  negative 
with  respect  to  adverse  effects  on  fetal 
development  The  safe  use  of  Brethine, 
brand  of  terbutaline  sulfate,  has  not,  how- 
ever, been  established  in  human  preg- 
nancy. As  with  any  medication,  the  use  of 
the  drug  in  pregnancy,  lactation,  or  women 
of  childbearing  potential  requires  that  the 
expected  therapeutic  benefit  of  the  drug 
be  weighed  against  its  possible  hazards 
to  the  mother  or  child. 

Usage  in  Pediatrics:  Brethine,  brand  of 
terbutaline  sulfate,  tablets  are  not  pres- 
ently recommended  for  children  below  the 
age  of  12  years  due  to  insufficient  clinical 
data  in  this  pediatric  group. 

Precautions  Brethine,  brand  of  terbutaline 
sulfate,  should  be  used  with  caution  in 
patients  with  diabetes,  hypertension,  and 
hyperthyroidism. 

As  with  other  sympathomimetic  broncho- 
dilator agents,  Brethine,  brand  of  terbut- 


aline sulfate,  should  be  administered 
cautiously  to  cardiac  patients,  especially 
those  with  associated  arrhythmias. 

The  concomitant  use  of  Brethine,  brand  of 
terbutaline  sulfate,  with  other  sympatho- 
mimetic agents  is  not  recommended,  since 
their  combined  effect  on  the  cardiovascu- 
lar system  may  be  deleterious  to  the  pa- 
tient. However,  this  does  not  preclude  the 
use  of  an  aerosol  bronchodilator  of  the 
adrenergic  stimulant  type  for  the  relief  of 
an  acute  bronchospasm  in  patients  receiv- 
ing chronic  oral  Brethine,  brand  of  terbut- 
aline sulfate,  therapy. 

Adverse  Reactions  Commonly  observed 
side  effects  include  nervousness  and 
tremor.  Other  reported  reactions  include 
headache,  increased  heart  rate,  palpita- 
tions, drowsiness,  nausea,  vomiting,  and 
sweating.  These  reactions  are  generally 
transient  in  nature  and  usually  do  not 
require  treatment.  The  frequency  of  these 
side  effects  appears  to  diminish  with  con- 
tinued therapy.  In  general,  all  the  side 
effects  observed  are  characteristic  of  those 
commonly  seen  with  sympathomimetic 
amines. 

Dosage  and  Administration  The  usual  oral 
dose  of  Brethine,  brand  of  terbutaline  sul- 
fate, for  adults  is  5 mg.  administered  at 
approximately  six-hour  intervals,  three 
times  daily,  during  the  hours  the  patient  is 
usually  awake.  If  side  effects  are  particu- 
larly disturbing,  the  dose  may  be  reduced 
to  2.5  mg  . three  times  daily,  and  still  pro- 
vide a clinically  significant  improvement 
in  pulmonary  function.  A dose  of  2.5  mg., 
three  times  daily,  also  is  recommended  for 
children  in  the  12-  to  15-year  group. 
Brethine.  brand  of  terbutaline  sulfate,  is 
not  recommended  at  present  for  use  in 
children  below  the  age  of  12  years.  In 
adults,  a total  dose  of  15  mg.  should  not 
be  exceeded  in  a 24-hour  period.  In  chil- 
dren, a total  dose  of  7.5  mg.  should  not 
be  exceeded  in  a 24-hour  period. 

How  Supplied  Brethine,  brand  of  terbut- 
aline sulfate,  tablets  of  5 mg.  are  supplied 
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QUESTION  183.  The  patient  is  a sixty-nine-year-old  male  admitted  following  a syncopal  episode.  The  electrocar- 
diogram was  obtained  on  admission.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  183.  The  rhythm  is  sinus  tachycar- 
dia with  a P-R  interval  of  0.18  second.  The  QRS 
is  widened  to  0.12  second.  There  is  an  rSR'  in  Vi 
and  a qRS  in  V6  compatible  with  right  bundle 
branch  block.  In  the  frontal  plane,  there  is 
marked  right-axis  deviation  (plus  100  degrees), 
with  an  rS  in  lead  I and  a qR  in  lead  III.  These 
latter  changes  indicate  the  presence  of  LPH  (left 
posterior  hemiblock  or  fascicular  block).  When 
LPH  is  present  with  right  bundle  branch  block 
and  the  patient  has  a history  of  syncope,  a perma- 
nent pacemaker  should  be  implanted. 

Question  184.  The  ventricular  rate  is  grossly 
irregular,  and  the  rhythm  is  atrial  fibrillation. 
Beats  3 to  7 are  aberrantly  conducted  with  a regu- 
lar R-R  interval,  and  two  similar  beats  occur  at  the 


end  of  the  tracing.  The  coupling  interval  of  the 
aberrant  beats  is  identical.  The  differential  as  to 
the  origin  of  these  beats  is  either  ventricular  pre- 
mature contractions  with  a burst  of  ventricular 
tachycardia  or  aberrantly  conducted  supraventric- 
ular beats.  Many  of  the  normally  conducted  beats 
have  a short  R-R  interval  and  are  not  aberrantly 
conducted.  This  suggests  that  the  aberrant  beats 
may  arise  in  a lower  ventricular  focus  and  repre- 
sent ventricular  irritability.  The  alternate  possi- 
bility is  the  Ashman  phenomenon.  This  occurs 
when  a short  R-R  interval  follows  a long  R-R  in- 
terval. In  this  situation,  the  beat  following  the 
pause  is  normally  conducted.  There  is  aberration 
of  the  succeeding  beat  with  the  short  interval. 
These  aberrant  beats  often  have  a right  bundle 
branch  block  configuration,  and  their  initial  0.04 
second  resembles  the  beats  without  aberration  as 
in  this  case. 

The  only  means  of  absolute  differentiation  is  to 
obtain  a His  bundle  recording.  If  the  His  spike 
precedes  the  aberrant  QRS,  it  would  prove  the  su- 
praventricular origin  of  the  beat. 
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Malignant  Prostatic 
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Sarcomas  of  the  prostate  are  truly  rare,  difficult 
to  diagnose,  and  even  more  difficult  to  treat.  The 
present  case  has  these  features,  and  presents  a his- 
tologic type  of  tumor  not  previously  reported  that 
apparently  originated  in  a papillary  cystadenoma. 
The  clinical  course  and  literature  review  suggest 
that  radical  surgery  may  be  more  often  considered 
in  these  tumors. 

Case  report 

This  sixty-nine-year  old  man,  a patient  of  G. 
Howley,  M.D.,  was  admitted  to  this  hospital  on 
February  26,  1971,  complaining  of  urinary  bleed- 
ing of  two  days’  duration,  burning  at  the  tip  of  the 
penis,  with  a similar  episode  two  years  before,  as 
well  as  a long  history  of  urinary  hesitancy,  poor 
flow,  frequency,  nocturia,  five  to  six  times  nightly, 
without  fever,  chills,  flank,  or  suprapubic  pain. 
There  was  an  18-pound  weight  loss  in  the  past 
month.  There  was  also  a history  of  a left  inguinal 
hernia  of  many  years’  duration. 

Admission  findings.  Blood  pressure  was  150/ 
82.  Neither  kidney  was  palpable  or  tender,  and 
the  bladder  was  not  tender  or  distended.  The  left 
inguinal  hernia  was  reducible.  Rectal  examina- 
tion showed  an  enlarged  symmetrical  prostate  of 
rubbery  even  consistency,  not  congested.  There 
was  no  nodular  induration.  There  were  no  blad- 
der masses  on  bimanual  palpation. 

Laboratory  findings.  Blood  included  hemato- 
crit 43,  11,200  white  blood  cell  count,  and  normal 
differential.  Urinalysis  revealed  1 plus  albumin; 
microscopic  findings  normal;  stool  results  nega- 
tive; blood  urea  nitrogen  14;  and  alkaline  and  acid 
phosphatases  all  normal.  The  serum  albumin  was 
3.1  Gm.,  globulin  2.6  Gm.  per  100  ml.,  and  sedi- 
mentation rate  (Wintrobe)  6 mm.  per  hour. 
Bleeding,  clotting,  and  prothrombin  times  were 
normal.  Blood  group  was  0 positive.  Urine  cul- 
tures showed  no  growth. 


X-rays.  X-ray  film  findings  showed  chest  with 
bilateral  bullous  changes  in  upper  lobes.  Intrave- 
nous pyelogram  revealed  enlarged  prostate  within 
urinary  bladder  with  infiltration  of  the  bladder 
wall  on  the  left  side,  possibly  a blood  clot  within 
the  bladder.  Retrograde  pyelography  showed  a 
normal  urinary  tract.  Electrocardiogram  showed 
low  voltage  in  lead  I. 

Course.  Cystoscopy  revealed  no  malignant 
neoplasm  in  the  bladder  or  prostate.  Urethral  oc- 
clusion by  the  prostate  was  seen.  That  evening, 
acute  retention  occurred,  and  a Foley  catheter  was 
inserted.  On  March  4,  1971,  a suprapubic  prosta- 
tectomy was  performed  under  spinal  anesthesia, 
together  with  bilateral  vas  deferens  ligation  and 
section.  The  estimated  blood  loss  was  200  cc. 
There  was  no  difficulty  with  enucleation,  but  the 
tissue  removed  was  unusually  soft.  The  suprapu- 
bic catheter  and  skin  sutures  were  removed  on  the 
seventh  day.  The  patient  left  the  hospital  in  ex- 
cellent condition  after  twelve  days,  with  a hemato- 
crit of  41  and  a slightly  bloody  urine  that  later 
cleared.  A final  urine  culture  showed  no  growth. 
The  pathologic  diagnosis  was  prostatic  sarcoma. 

Second  hospital  admission.  On  November  1, 
1971,  the  patient  was  readmitted  because  his  left 
inguinal  hernia  caused  him  great  discomfort,  be- 
coming as  large  as  a fist.  Examination  showed  a 
sliding  left  inguinal  hernia  and  no  evidence  of  the 
prostatic  sarcoma  or  of  urinary  difficulty.  The 
laboratory  tests,  fasting  blood  sugar,  blood  urea 
nitrogen,  phosphatases,  complete  blood  counts, 
and  chest  x-ray  film  findings  were  normal.  On 
November  2,  1971,  a left  inguinal  herniorrhaphy 
was  performed  without  difficulty.  The  sac  was  7 
by  3 by  0.3  cm.,  slightly  scarred  and  inflamed, 
without  any  tumor.  The  patient  was  discharged 
on  November  13,  1971. 

Third  hospital  admission.  On  June  30,  1974, 
the  patient  was  admitted  for  urinary  burning,  fre- 
quency, and  diminished  force  of  urine  stream  of 
two  months’  duration.  Examination  showed 
blood  pressure  of  150/80,  and  heart  and  lungs  un- 
remarkable. Kidneys  were  not  palpable  or  tender. 
The  bladder  was  distended  and  not  tender.  Rec- 
tal examination  showed  a huge  hard  irregular 
prostatic  mass,  with  partial  rectal  occlusion.  The 
external  genitalia  were  normal. 

Laboratory  findings.  Blood  included  hemato- 
crit 43,  white  blood  cell  count  11,100,  and  normal 
differential.  Urinalysis  revealed  1 white  blood  cell 
count  per  high-power  field,  fasting  blood  sugar  97, 
blood  urea  nitrogen  15,  uric  acid  6.2,  and  calcium 
9.1  mg.  Test  results  were  normal  for  serum  elec- 
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FIGURE  1.  Gross  photograph  of  first  specimen  showing 
in  each  fragment  cyst-like  areas  filled  by  papillary  nodules 
which  in  some  areas  are  compressed  into  poorly  arranged 
laminae  that  are  papillae  of  Figure  2. 


FIGURE  2.  Photomicrograph  of  first  specimen  with  large 
papillae,  occasional  solid  nodules,  and  thick  septa  forming 
cyst  lining  (trichrome  stain,  Wratten  B filter). 

trolytes,  acid  and  alkaline  phosphatases,  serum  al- 
bumin, globulin,  bilirubin,  and  coagulation.  Urine 
culture  showed  E.  coli.  Electrocardiogram  showed 
low  voltage  and  later  left  anterior  hemiblock  and 
right  bundle  branch  block. 

X-rays.  Intravenous  pyelogram  showed  huge 
prostatic  mass  intruding  in  the  bladder  and  nor- 
mal upper  urinary  tracts.  On  July  2,  1974,  15  Gm. 
of  tissue  were  removed  by  transurethral  resection 
under  spinal  anesthesia.  The  patient  complained 
of  transient  severe  anterior  chest  pain  during  anes- 
thesia induction.  There  was  no  hypotension. 

On  the  third  postoperative  day,  the  Foley  cathe- 
ter was  removed.  He  left  the  hospital  on  the  sev- 
enth postoperative  day,  afebrile,  with  slight  fre- 
quency, and  urinary  burning.  Chest  x-ray  films 
and  physical  examination  showed  no  metastatic 
tumor.  The  pathologic  diagnosis  was  recurrent 
sarcoma. 

Course.  He  was  followed  at  the  office  and 
treated  with  trimethoprim-sulfamethoxazole  (Bac- 
trim). The  prostatic  mass  continued  to  grow 
slowly.  Further  surgery  was  thought  inadvisable. 


FIGURE  3.  Photomicrograph  of  first  specimen.  Benign 
epithelial  lining  of  papilla  and  striking  sarcomatous  stroma 
(trichrome  stain,  Wratten  B filter,  original  magnification  X 
200). 

The  last  information  received  was  that  he  was  des- 
perately ill  and  being  considered  for  radiation 
therapy  at  a California  hospital  (August,  1975). 

Pathologic  findings.  On  the  first  admission  the 
rather  soft  white  specimen  weighed  45  Gm.,  mea- 
sured 3 by  4 by  5 cm.,  and  showed  definite  papilla- 
ry outgrowths  from  the  capsule  in  many  cystic 
areas.  Close  scrutiny  showed  several  groups  of 
parallel,  or  concentric  flat  tissue  leaves  or  folds 
(Fig.  1).  The  usual  spongy  nodules  of  benign  over- 
growth were  scarcely  seen.  Microscopic  sections 
showed  an  unusual  papillary  proliferation  with  co- 
lumnar epithelium  lining  the  fronds.  Huge  papil- 
lae were  seen  in  open  cystic  spaces  (Fig.  2).  Areas 
of  squamous  metaplasia  were  also  seen,  as  well  as 
corpora  amylacea.  The  stroma  showed  striking 
proliferative  changes  in  which  the  stromal  cells  be- 
came gigantic  and  hyperchromatic,  although  the 
nearby  epithelium  seemed  nonmalignant  (Fig.  3). 
It  was  suggested  that  the  lesion  was  sarcomatous, 
resembling  a breast  cystosarcoma  phyllodes.  The 
slides  were  sent  elsewhere  for  opinions. 

A careful  search  using  trichrome  and  silver 
stains  was  made  for  rhabdomyoblasts,  cartilage, 
and  teratomatous  elements,  but  none  of  these  were 
seen.  The  neoplastic  stromal  cells  were  not  iden- 
tified further.  We  tend  to  believe  that  some  cells 
may  be  myosarcomatous  and  others  fibrosarcoma- 
tous  or  of  myxoid  type.  Fragments  of  normal 
seminal  vesicle  were  found. 

Pathology.  On  the  third  admission  15  Gm.  of 
tissue  were  received.  Many  sections  showed  myx- 
omatous or  clear  spindle-cell  proliferation,  but 
with  fewer  giant  cells  than  before,  and  without  epi- 
thelial cysts  or  glands  (Fig.  4).  Frank  invasion  of 
connective  tissues  and  capsular  elements  was  still 
not  seen.  A small  fragment  of  normal  seminal 
vesicle  was  seen. 

Comment 

Slides  of  this  case  were  sent  to  Frank  W.  Foote, 
M.D.,1  who  wrote  that  he  and  Fred  Stewart,  M.D., 
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FIGURE  4.  Photomicrograph  of  second  prostatic  speci- 
men with  pure  stromal  tumor  of  rather  even  pale  spindle 
cells  and  few  giant  cells.  No  epithelial  papillae  (trichrome 
stain,  Wratten  B filter,  original  magnification  X 400). 

agreed  with  the  suggested  diagnosis;  that  the  le- 
sion looked  like  the  counterpart  of  cystosarcoma 
phyllodes  of  the  breast;  that  they  had  never  seen  a 
lesion  of  this  sort  in  the  prostate;  and,  at  a guess, 
the  lesion  would  not  be  radiosensitive. 

An  extensive  survey  of  the  literature  shows  that 
at  least  325  cases  of  prostatic  sarcoma  have  been 
reported,  including  those  in  reviews.2-5  The  ratio 
of  sarcoma  to  carcinoma  in  the  prostate  is  given  at 
about  1 to  500  according  to  a very  large  series.6 
Classification  of  these  tumors  tends  to  be  elabo- 
rate, but  the  largest  report  by  one  group  offers  the 
following  information:  rhabdomyosarcoma  41.8 

per  cent  (median  age  twenty-two  years);  leiomyo- 
sarcoma 25.5  per  cent  (median  age  fifty-eight 
years);  malignant  lymphoma  16.4  per  cent  (median 
age  fifty  years);  malignant  schwannoma  3.6  per 
cent  (average  age  thirty-two  years);  mixed  mesen- 
chymal tumor  1.8  per  cent  (1  case,  sixty-three 
years);  and  unclassified  (undifferentiated)  tumors 
10.9  per  cent  (median  age  sixty-three  years).4 

No  classification  scheme  of  the  many  articles 
consulted  mentioned  a cystic  papillary  tumor  with 
a stromal  sarcoma,  although  clinically,  the  present 
case  fits  in  with  the  older  age  group  leiomyosarco- 
mas. These  tumors  show  a large  local  mass,  local 
invasion,  slow  blood-borne  metastases,  and  rectal 
obstruction,  with  survivals  up  to  several  years  and 
even  rare  cures.  Malignant  mixed  mesenchymo- 
mas and  carcinosarcomas  are  clearly  described, 
but  none  like  this  case.7’8  The  only  pertinent  ref- 
erences were  to  benign  prostatic  cystic  capillary 
tumors,  which  resemble  both  breast  fibroadeno- 
mata  and  duct  papillomata.  The  closest  case  re- 
semblance was  to  the  cystadeno-leiomyofibroma  of 
the  prostate  described  by  Cox  and  Dawson9  in  a 
forty-one-year-old  man.  They  considered  their 
case  a benign  mixed  tumor  analogous  to  the  giant 
fibroadenoma  of  the  breast.  A study  of  the  refer- 
ences in  that  article  disclosed  no  similar  cases,  al- 


though later,  Douillet  et  al.,10  Kirkland  and 
Bale,11  and  Cummine  and  Johnson,12  each  had  one 
example. 

Stewart,13  and  later  McDivitt,  Stewart,  and 
Berg14  emphasize  that  most  breast  cystosarcomas 
grow  slowly,  invade  locally,  metastasize  late,  and 
that  the  stroma  is  the  tissue  that  occasionally  be- 
comes malignant.  The  present  prostatic  case 
seems  biologically  as  well  as  histologically  to  corre- 
spond with  the  malignant  breast  fibroadenoma- 
tous  tumors.  The  loss  of  epithelial  structure  in 
the  later,  1974,  specimen  is  a phenomenon  also 
seen  in  the  breast  cystosarcomas.  One  difference 
is  that  this  prostatic  case  has  areas  resembling 
both  breast  fibroadenoma  and  duct  papilloma.  It 
is  suggested  that  close  examination  of  early  speci- 
mens of  prostatic  sarcomas  may  uncover  cases 
similar  to  this  one.  A second  suggestion  is  that 
the  slow  growth  and  paucity  of  metastases  may 
impel  earlier  radical  perineal  resections. 

Summary 

A new  type  of  prostatic  sarcoma  greatly  resem- 
bling a malignant  breast  cystosarcoma  is  described 
with  a three-year  survival  in  a sixty-nine-year-old 
man.  The  tumor  was  characterized  by  a sarcoma- 
tous stroma  and  benign  papillary  epithelial  folds, 
unlike  any  reported  cases.  The  important  clinical 
manifestations  were  a slowly  growing  pelvic  mass 
and  urethral  obstruction. 
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The  rising  prevalence  of  hypokalemia  seen  in 
patients  in  recent  years  is  due  principally  to  mis- 
use of  diuretic  therapy.1  Because  of  the  variabili- 
ty and  vagueness  of  symptoms  and  physical  find- 
ings, the  presence  of  hypokalemia  may  go  unrecog- 
nized until  a determination  of  the  serum  potassi- 
um is  made.  The  purpose  of  this  case  report  is 
twofold:  (1)  to  demonstrate  the  potential  devas- 

tating clinical  effects  of  unrecognized  hypokalem- 
ia, and  (2)  to  emphasize  that  the  clinical  manifes- 
tations of  hypokalemia  can  be  obscured  or  go  un- 
recognized, especially  in  patients  who  have  emo- 
tional problems  and  who  misuse  diuretics. 

Case  report 

A forty-year-old  white  female  was  hospitalized 
because  of  profound  weakness  characterized  prin- 
cipally by  inability  to  move  her  extremities  or  to 
hold  her  head  up,  and  by  difficulty  in  breathing. 

There  was  no  history  of  past  medical  illnesses, 
but  in  her  outpatient  clinical  record,  there  was  a 
description  of  her  peculiar  withdrawn  behavior 
diagnosed  as  a schizoid  personality.  During  the 
year  prior  to  admission,  the  patient  took  furosem- 
ide  and  thiazide  diuretics  in  various  combinations 
and  dosages  purely  for  the  purpose  of  weight  re- 
duction. She  described  frequent  polyuria  and  pol- 
ydipsia, and  denied  taking  potassium  supplements 
in  any  form.  She  had  remained  well  until  about 
one  week  prior  to  admission  when  she  experienced 
a gradual  development  of  nausea,  vomiting,  ar- 
thralgia, myalgia,  and  a feverish  feeling.  Diarrhea 
developed,  and  she  consulted  a local  physician 
four  days  prior  to  admission;  he  treated  her  with 
intramuscular  penicillin  after  diagnosing  a “flu- 
like” condition.  Her  symptoms  continued,  she 

* Present  address:  Department  of  Medicine,  Jackson  Me- 

morial Hospital,  Miami,  Florida. 


grew  progressively  weaker,  and  was  brought  to  the 
hospital  emergency  service  complaining  of  general- 
ized weakness.  The  weakness  was  initially  attrib- 
uted to  her  emotional  problems;  a diagnosis  of  hys- 
terical reaction  was  made,  and  she  was  sent  home 
with  a referral  to  a psychiatrist.  At  4:30  A.M.  of 
the  following  morning  she  was  admitted  because  of 
profound  weakness  and  difficulty  in  breathing. 

Physical  examination  revealed  a lethargic  fe- 
male, unable  to  move  her  extremities,  and  experi- 
encing great  difficulty  in  breathing.  Her  tempera- 
ture was  38.5°C.,  pulse  rate  80  per  minute,  respira- 
tion rate  20  per  minute,  and  blood  pressure  100/70 
mm.  Hg.  Her  skin  was  dry  with  decreased  turgor. 
The  lungs  were  clear,  examination  of  the  heart  was 
normal,  and  her  abdomen  was  slightly  protuberant 
with  decreased  bowel  sounds.  Neurologic  exami- 
nation showed  slurring  of  speech,  marked  weak- 
ness of  all  muscles  including  neck  and  extremities, 
proximally  greater  than  distally,  with  intact  volun- 
tary movement  confined  only  to  small  hand  and 
foot  muscles.  General  muscle  tone  was  decreased, 
deep-tendon  reflexes  were  depressed,  and  Chvos- 
tek  and  Trousseau  signs  were  negative. 

Laboratory  studies  showed  the  following  serum 
chemistries:  sodium,  136  mEq.  per  liter;  chlorine, 
99  mEq.  per  liter;  potassium,  1.3  mEq.  per  liter; 
carbon  dioxide,  21  mM.  per  liter;  blood  urea  nitro- 
gen level,  19  mg.  per  100  ml.;  and  creatinine  level, 
0.9  mg.  per  100  ml.  Calcium,  phosphorous,  and 
glucose  levels  were  normal.  Arterial  blood  gases 
at  room  air  showed  a pH.  of  7.56,  oxygen  pressure 
of  81  mm.  Hg,  and  carbon  dioxide  pressure  of  20 
mm.  Hg.  The  hematocrit  was  37,  the  white  blood 
cell  count  was  16,000  per  cubic  millimeter  with 
normal  differential,  and  the  platelets  were  ade- 
quate. Urinalysis  revealed  a specific  gravity  of 
1.012,  a pH  of  8,  and  no  glucose  or  acetone.  Spot 
urine  samples  on  day  of  admission  for  sodium  and 
potassium  were  103  and  31  mEq.  per  liter,  respec- 
tively, and  there  was  no  myoglobulinuria.  A chest 
x-ray  film  and  a lumbar  puncture  revealed  normal 
findings.  The  initial  electrocardiogram  showed 
paroxysmal  atrial  flutter  with  a ventricular  rate 
varying  between  150  and  160  beats  per  minute. 
The  S-T  segment  was  depressed  in  both  limb  and 
precordial  leads.  There  were  prominent  U waves, 
which  merged  with  the  T waves,  simulating  a pro- 
longed Q-T  interval  (Fig.  1A). 

The  patient  received  potassium  infusion  in  the 
form  of  normal  saline,  with  additions  of  potassium 
chloride  totaling  300  mEq.  net  of  potassium  (K  + ) 
during  the  first  day;  under  this  regimen  of  careful 
replacement,  she  underwent  a dramatic  recovery 
of  her  physical  and  neuromuscular  defects  within 
several  hours.  Her  electrocardiogram  still  showed 
prominent  U waves  at  twelve  hours,  and  returned 
to  normal  by  the  end  of  the  first  day  of  treatment 
(Fig.  IB).  Serial  urine  and  serum  electrolytes 
were  monitored  throughout  her  hospital  stay; 
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FIGURE  1.  (A)  Initial  electrocardiogram  shows  paroxysmal  atrial  flutter  with  ventricular  response  varying  between  150  to 
160  beats  per  minute.  S-T  segment  depressed  in  both  limb  and  precordial  leads.  Prominent  U waves  merge  with  T 
wave  simulating  prolonged  Q-T  interval.  (B)  Thirty-six  hours  later,  electrocardiogram  findings  normal. 


there  was  improvement  in  urinary  potassium  from 
levels  on  admission  of  31  mEq.  per  liter  to  levels  of 
86  mEq.  per  liter  by  the  end  of  the  fifth  day  when 
potassium  supplements  were  discontinued.  The 
serum  potassium  similarly  rose  from  1.8  to  4.3 
mEq.  per  liter;  the  hematocrit  decreased  from  37 
per  cent  to  31.5  per  cent,  reflecting  rehydration. 

The  patient  was  discharged  on  the  eleventh  hos- 
pital day,  and  she  returned  to  the  outpatient  clinic 
two  weeks  later.  At  that  time,  the  clinical  and 
laboratory  findings  were  normal,  and  the  serum 
potassium  was  3.5  mEq.  per  liter.  She  was  no 
longer  taking  diuretics,  and  the  electrocardiogram 
disclosed  normal  findings. 

Comment 

The  clinical  manifestations  of  hypokalemia  be- 


come apparent  only  in  severe  cases  or  in  instances 
in  which  there  is  an  acute  fall  in  the  level  of  serum 
potassium.2,3  The  clinical  picture  may  involve  a 
number  of  systems,  primarily  the  gastrointestinal, 
neuromuscular,  and  cardiovascular  systems.  Gas- 
trointestinal involvement  may  be  manifested  by 
anorexia,  nausea,  vomiting,  abdominal  distention, 
constipation,  decreased  bowel  sounds,  and  even 
paralytic  ileus.2  Neuromuscular  involvement  is 
most  striking,  and  is  manifested  by  muscle  weak- 
ness, diminished  or  totally  absent  deep-tendon  re- 
flexes, and  flaccid  paralysis  with  involvement  of 
respiratory  and  speech  muscles.4  Cardiac  distur- 
bances have  been  stated  to  be  less  common  unless 
there  is  concomitant  digitalis  therapy.3  However, 
as  in  our  patient,  even  without  digitalis  one  may 
encounter  hypotension;  ectopic  arrhythmias  such 
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i as  atrial,  junctional,  or  ventricular  tachycardia; 
premature  depolarizations;  and  enhancement  of 
reentrant  arrhythmias  by  depression  of  conduc- 
l tion.5  Digitalis-associated  arrhythmias  in  the 
presence  of  hypokalemia  can  often  be  dramatically 
terminated  by  potassium  administration.6  Meta- 
bolic abnormalities  both  primary  and  secondary 
may  occur,  including  hypochloremic  alkalosis,  hy- 
perglycemia, and  impaired  glucose  tolerance.2 

There  are  a number  of  explanations  that  can  ac- 
count for  the  variability  in  the  clinical  manifesta- 
tions. First,  serum  potassium  concentration  does 
not  always  reflect  total  body  potassium  or  local  in- 
tracellular concentrations  in  special  tissues  such  as 
skeletal  muscle  or  myocardium.5  Second,  there 
frequently  is  a complex  interplay  of  many  factors 
such  as  serum  pH,  state  of  hydration,  concentra- 
tions of  other  electrolytes,  especially  sodium  and 
calcium  in  intracellular  and  extracellular  compart- 
ments, and  the  administration  of  drugs  such  as 
digitalis  which  alter  electrolyte  concentrations 
across  myocardial  cell  membranes  and  across  in- 
tracellular compartments.3’5  Third,  there  is  the 
time  factor  during  which  hypokalemia  develops. 
Acute  serum  changes  are  more  likely  to  result  in 
alterations  in  myocardial  transmembrane  poten- 
tials since  time  for  proper  equilibration  with  intra- 
cellular potassium  has  not  occurred.  Chronic  or 
gradual  potassium  depletion,  on  the  other  hand, 
will  not  affect  transmembrane  action  potentials  as 
markedly. 

The  electrocardiogram  is  a very  valuable  tool  in 
the  detection  of  hypokalemia,  and  can  yield  infor- 
mation much  faster  than  the  time  it  takes  to  ob- 
tain the  serum  potassium  concentration.  This  is 
not  meant  to  imply  that  the  electrocardiogram 
should  in  any  way  replace  the  electrolyte  determi- 
nation. The  appearance  of  the  following  electro- 
cardiographic manifestations  roughly  parallel  de- 
creasing serum  potassium.  The  first  signs  to 
occur  at  concentrations  of  about  3 mEq.  per  liter 
are  an  apparent  increase  in  the  Q-T  interval, 
which  is  actually  a Q-U  interval  formed  by  the  ap- 
pearance of  the  characteristic  U wave,  and  a lower- 
ing and  broadening  of  the  T wave.7’8  Below  this 
level  of  potassium,  the  T wave  continues  to  broad- 
en and  becomes  lower,  eventually  becoming  in- 
verted. Similarly,  the  U wave  becomes  more 
prominent,  eventually  merging  with  the  end  of  the 
T wave.9  A prominent  peaked  P wave  may  appear 
in  the  inferior  leads.10 

The  low’  level  of  serum  potassium  observed  in 
the  patient  reported  here  usually  is  not  brought 
about  through  the  use  of  diuretics  alone,  since 
renal  protective  mechanisms  act  to  conserve  potas- 
sium.1112 An  additional  factor  responsible  fpr  the 
loss  of  potassium  usually  occurs,  for  example,  fluid 
losses  via  the  gastrointestinal  tract  either  by  vom- 


iting or  diarrhea,  or  by  renal  tubular  impair- 
ment.13 The  renal  tubular  impairment  can  be  at- 
tributed to  a hypokalemic  nephropathy  character- 
ized by  the  persistent  presence  of  a low  urinary 
specific  gravity  in  the  face  of  severe  dehydration. 
The  urinary  pH  of  8 associated  with  a normal 
serum  chloride,  or  low  serum  sodium  and  potassi- 
um and  total  serum  carbon  dioxide  of  21  mM.  per 
liter,  suggests  the  presence  of  a distal  renal  tubular 
acidosis;  this  may  have  been  mild  and  gone  unrec- 
ognized until  additional  factors,  namely,  a profuse 
diarrhea  coupled  with  abuse  of  diuretics,  occurred. 
Somewhat  disturbing,  however,  was  the  continual 
finding  of  normal  values  of  urinary  potassium. 

Summary 

Relating  the  clinical  manifestations  to  hypo- 
kalemia demands  of  the  physician  a high  degree  of 
suspicion.  An  electrocardiogram  and  determina- 
tion of  the  serum  potassium  are  invaluable  when 
there  is  any  suspicion  of  hypokalemia.  In  the 
present  report,  the  psychiatric  background  of  the 
patient  delayed  the  correct  diagnosis  until  more 
severe  clinical  manifestations  aroused  suspicion  of 
the  presence  of  hypokalemia. 

Maimonides  Medical  Center 
4802  Tenth  Avenue 
Brooklyn,  New  York  11219 
(DR.  KLEINFELD) 
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Catapres"  (clonidine  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some 
patients  necessitating  a reevaluation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embryo- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possible  adverse  effects  in 
pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
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hydrochloride  therapy  or  by  intravenous 
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tives. Like  any  other  agent  lowering  blood 
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of  the  anterior  leaflet  was  found.  To  our  knowl- 
edge, no  similar  case  of  the  association  of  an  os- 
tium primum  atrial  septal  defect  associated  with  a 
prolapsed  mitral  valve  has  been  reported. 
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Ostium  primum  atrial  septal  defects  are  not  un- 
commonly associated  with  clefts  in  the  anterior 
leaflet  of  the  mitral  valve  and  with  varying  degrees 
of  mitral  insufficiency.1-3  This  report  describes  a 
patient  with  an  ostium  primum  defect  and  severe 
mitral  insufficiency.  Prior  to  cardiac  catheteriza- 
tion, the  clinical  picture  was  considered  typical  of 
ostium  primum  defect  with  a cleft  mitral  valve  and 
severe  mitral  insufficiency.  Cardiac  catheteriza- 
tion, however,  demonstrated  prolapse  of  the  ante- 
rior leaflet  of  the  mitral  valve.  At  surgery  no  cleft 


Case  report 

A fifty-four-year-old  man,  who  had  known  of  a 
heart  murmur  all  his  life,  had  experienced  recur- 
rent palpitations  and  progressive  shortness  of 
breath  during  the  past  five  years.  During  the  past 
year,  he  was  hospitalized  once  for  paroxysmal  atri- 
al tachycardia  and  once  for  pulmonary  edema. 
Because  of  the  progressive  nature  of  the  symptoms 
in  spite  of  medical  therapy,  he  was  referred  for 
cardiac  evaluation. 

Physical  examination  revealed  a small,  some- 
what underdeveloped  man,  height,  167  cm.  and 
weight,  53  Kg.,  looking  his  stated  age.  The  blood 
pressure  was  100/70  mm.Hg,  and  the  pulse  rate  70 
and  irregular.  The  lungs  were  clear  to  ausculta- 
tion and  percussion.  Examination  of  the  heart  re- 
vealed a prominent  left  parasternal  heave,  with 
the  point  of  maximal  impulse  palpable  at  the  fifth 
left  intercostal  space  and  slightly  left  of  the  mid- 
clavicular  line.  The  second  sound  at  the  base  was  | 
widely  split  and  did  not  appear  to  move  with  res-  j 
piration.  A grade  III/VI  ejection  murmur  was  j 
present  at  the  second  and  third  left  parasternal  in- 
tercostal spaces.  A grade  V/VI  holosystolic  blow-  i 
ing  murmur  was  heard  at  the  apex  radiating  to  the 
left  sternal  border  and  axilla.  A third  heart  sound 
was  present. 

An  electrocardiogram  revealed  atrial  fibrillation, 
right  bundle  branch  block,  and  left  anterior  hemi- 
block.  The  vectorcardiogram  demonstrated  a su-  i 
perior  counterclockwise  frontal  loop  with  terminal 
conduction  delay  to  the  right  and  the  anterior. 
Roentgenographic  studies  demonstrated  a promi- 
nent pulmonary  artery,  increased  vasculature,  and 
increased  transverse  diameter  of  the  heart.  Cardi- 
ac catheterization  revealed  a large  left-to-right 


FIGURE  1.  Left  ventricular  angiogram  as  viewed  in  right  anterior  oblique  projection.  (A)  End-diastole.  (B)  End-systole 
Arrow  in  (B)  points  to  prolapsed  mitral  valve  as  well  as  demonstrating  mitral  insufficiency. 
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I shunt  at  the  atrial  level  with  a 3.5  pulmonary-sys- 
? temic  flow  ratio.  The  right  ventricular  systolic 
pressure  was  60  mm.  Hg,  and  the  mean  atrial  pres- 
I sure  was  5 mm.  Hg.  A left  ventricular  angiogram 
demonstrated  prolapse  of  the  anterior  leaflet  of 

< the  mitral  valve  and  severe  mitral  insufficiency 
I (Fig.  1).  Selective  coronary  angiogram  findings 

were  normal. 

The  patient  underwent  open  heart  surgery.  A 
large  atrial  septal  defect  w-as  noted  encompassing 
| the  entire  septum  down  to  the  annulus  of  the  tri- 
j cuspid  valve.  The  mitral  valve  was  observed 
\ through  the  defect  and  did  not  have  any  cleft. 

< The  anterior  leaflet  prolapsed  freely  into  the  left 
atrial  chamber.  The  chordae  tendineae  appeared 
normal  but  somewhat  elongated.  The  mitral 

I valve  was  removed  and  replaced  with  a Starr-Ed- 
wards  prosthetic  valve,  and  the  atrial  septal  defect 
was  closed  with  a Dacron  patch.  The  postopera- 
tive course  was  uneventful,  and  the  patient  was 
discharged  from  the  hospital  two  weeks  after  sur- 
gery. The  pathologic  report  of  the  mitral  valve  in- 
dicated myxomatous  changes. 

Comment 

The  physical  findings,  electrocardiogram,  and 
roentgenographic  findings  in  the  present  case  sug- 
gested the  diagnosis  of  ostium  primum  atrial  sep- 
tal defect  associated  with  cleft  of  the  mitral  valve. 
However,  the  angiographic  and  surgical  findings 
confirmed  the  absence  of  a mitral  valve  cleft  and 
demonstrated  a prolapsed  myxomatous  mitral 
valve.  Prolapse  of  the  mitral  valve  has  been  re- 
ported associated  with  Marfan’s  syndrome  and 
i congenital  heart  disease.4-6  Isolated  reports  have 
described  the  coexistence  of  a prolapsed  mitral 
valve  and  a ventricular  septal  defect  or  patent 
ductus  arteriosus.4  The  most  commonly  associ- 
ated congenital  heart  disease  reported,  however,  is 
ostium  secundum  atrial  septal  defect.4-6  Kern  and 


Tucker'  reported  myxomatous  changes  in  a cleft 
mitral  valve  in  a patient  with  an  ostium  primum 
atrial  septal  defect.  This  present  case  is  the  first 
describing  the  coexistence  of  an  ostium  primum 
defect  with  a prolapsed  mitral  valve  in  the  absence 
of  any  cleft  in  the  anterior  leaflet  of  the  valve. 
Total  surgical  correction  was  successful. 

Summary 

The  case  of  a fifty-four-year-old  man  is  present- 
ed with  a clinical  picture  suggesting  ostium  pri- 
mum atrial  septal  defect  and  a cleft  in  the  mitral 
valve.  Angiographic  and  surgical  findings  re- 
vealed a large  atrial  septal  defect  of  primum  type 
and  prolapse  of  the  mitral  valve,  but  no  cleft  of  the 
anterior  leaflet.  No  similar  case  had  been  re- 
ported previously. 

Cardiology  Division 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park,  New  York  11040 
(DR.  HAMBY) 
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We  have  recently  encountered  an  infant  with  a 
clinical  presentation  of  classical  trisomy  D syn- 
drome. Cytogenetic  studies  were  performed  on 
the  infant  and  on  all  available  members  of  the 
family.  The  case  is  of  interest  since  the  trisomy  D 
syndrome  was  due  to  D/D  translocation  transmit- 
ted from  the  father.  The  distribution  of  the  chro- 
mosomal abnormality  in  this  family,  supported  by 
similar  case  reports  previously  published,  is  of  sig- 
nificance to  those  involved  in  genetic  counseling  of 
families  in  which  this  chromosomal  aberration  is 
present.1-3 

Case  report 

The  patient,  an  infant  girl,  was  born  at  Miseri- 
cordia Hospital  on  April  11,  1972,  to  a thirty-six- 
year-old,  gravida  3,  para  3,  blood  type  0 negative, 
Italian  mother.  The  infant’s  gestational  age  was 
thirty-eight  weeks,  and  the  birth  weight  was  2,564 
Cm.  After  a spontaneous  vertex  delivery,  the  in- 
fant’s Apgar  score  was  5 and  9 at  one  minute  and 
five  minutes  respectively. 

Prenatal  course.  The  mother  had  condyloma 
acuminata  of  the  external  genitalia  and  was  treat- 
ed with  ampicillin  during  the  first  trimester.  She 
also  received  an  antiemetic  agent  (Bendectin)  dur- 
ing the  first  trimester  because  of  vomiting.  No 
other  known  illness  occurred  to  the  mother  during 
her  pregnancy. 

Postnatal  course.  When  the  patient  arrived  at 


the  nursery,  she  was  noted  to  have  multiple  con- 
genital anomalies.  Although  the  infant  appeared 
to  have  an  appropriate  body  size  for  her  gestation- 
al age,  the  head  appeared  disproportionately 
smaller.  The  head  circumference  measured  30.5 
cm.  (below  tenth  percentile),  chest  circumference 
measured  28.0  cm.,  and  the  length  was  46.5  cm. 
(twenty-fifth  percentile).  The  head  was  noted  to 
have  a markedly  slanted  forehead,  as  though  there 
were  no  frontal  development  or  bossing.  Bilateral 
microphthalmia  was  present  with  very  small  pal- 
pebral fissures.  The  eye  slants  were  mongoloid  in 
type,  and  when  she  opened  her  eyelids  it  was  noted 
that  she  had  bilateral  coloboma  of  the  iris.  The 
bridge  of  the  nose  was  wide  and  the  nose  itself  ap- 
peared to  he  flattened  against  the  face.  This  flat- 
tening was  due  to  the  bilateral  cleft  lip  with  a very 
prominent  promaxilla.  The  roof  of  the  mouth  re- 
vealed a cleft  palate  that  was  wide  and  extended 
through  both  the  soft  and  hard  palate.  The  two 
ears  were  low  set  and  malformed.  The  external 
auditory  canal  was  located  somewhat  lower  than 
usual,  almost  at  the  base  of  the  ear.  There  was  a 
grade  II/VI  holosystolic  murmur  heard  along  the 
left  sternal  border.  The  cardiac  rate  was  40  per 
minute.  There  were  bilateral  simian  creases,  and 
when  the  infant  flexed  her  fingers,  overriding  of 
the  digits  could  be  observed.  When  the  hand  was 
extended,  the  fingers  would  assume  a cocked  posi- 
tion. Bilateral  dorsiflexion,  trigger  toe,  of  the  hal- 
lux was  also  noted.  The  overall  clinical  impres- 
sion was  trisomy  D syndrome. 

Family  history.  The  family  of  the  patient  con- 
sists of  a father,  age  twenty-nine,  a mother,  age 
thirty-six,  a brother,  age  four,  and  a sister,  age 
three,  all  of  whom  are  apparently  normal.  Both 
sides  of  the  family  came  from  Italy,  and  it  was  dif- 
ficult to  ascertain  the  number  of  stillbirths,  deaths 
in  infancy,  or  living  members  of  the  family  with 
unusual  characteristics. 

Hospital  course.  At  the  age  of  one  and  one- 
half  hours  the  infant  developed  apnea,  mild  trem- 
ors, and  grunting.  Calcium  and  glucose  levels 
were  normal  at  this  time.  The  grunting  remained 
for  a short  period  of  time  and  gradually  disap- 
peared. The  infant  had  been  initially  placed  in  40 
per  cent  oxygen  and  subsequently  was  maintained 
in  30  per  cent  oxygen. 

Jaundice  was  noted  at  twenty-four  hours,  and  at 
thirty-six  hours  the  bilirubin  reached  13  mg.  per 
100  ml.  Phototherapy  was  started  at  this  time. 
Despite  the  phototherapy,  the  bilirubin  level  rose 
to  an  indirect  fraction  of  19.6  mg.  per  100  ml.  at 
seventy-two  hours.  Exchange  transfusion  was  not 
performed  because  the  parents  refused  permission. 
Shortly  thereafter,  the  bilirubin  levels  began  to  de- 
crease. 

Due  to  possible  cardiac  anomaly,  the  infant  was 
transferred  to  a cardiac  center  where  she  eventual- 
ly died  at  the  age  of  twenty-one  days. 
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FIGURE  1.  Peripheral  smear  showing  multiple  nuclear 
projections  in  polymorphonuclear  leukocytes. 
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FIGURE  2.  Karyotype  of  propositus  showing  D/D  translo- 
cation with  total  of  46  chromosomes. 
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FIGURE  3.  Karyotype  of  father  of  propositus  showing 
D/D  translocation  and  total  of  45  chromosomes. 


men  ovale,  ventricular  septal  defect,  overriding  of 
the  aorta,  bicuspid  pulmonary  valve  with  mild  su- 
pravalvular stenosis,  and  right  ventricular  hyper- 
trophy. 

The  brain  weighed  340  Gm.  (normal  413  Gm.). 
Bilateral  absence  of  the  olfactory  bulb  and  tract 
were  noted,  as  well  as  fusion  of  the  frontal  lobes  in 
the  orbital  surface,  severe  hypoplasia  of  the  corpus 
callosum,  and  absence  of  septum  pellucidum;  the 
lateral  ventricles  rostral  to  the  foramen  of  Monro 
were  rudimentary,  while  the  ventricular  system 
caudal  to  the  foramen  of  Monro  were  markedly  en- 
larged, including  the  fourth  ventricle;  the  hypo- 
plastic fornix  was  identified  only  in  the  posterior 
portion. 


Laboratory  data.  The  patient  had  an  admis- 
sion hemoglobin  of  25  Gm.  per  100  ml.,  hematocrit 
71,  white  blood  cell  count  of  40,200  per  cubic  milli- 
meter, polymorphonuclear  leukocytes  85  per  cent, 
lymphocytes  11  per  cent,  bands  2 per  cent,  mono- 
cytes 2 per  cent,  two  nucleated  red  blood  cells  per 
100  white  blood  cells,  and  platelets  300,000  per 
cubic  millimeter.  Hemoglobin  electrophoresis 
showed  hemoglobin  A 5 per  cent,  and  hemoglobin 
F 95  per  cent.  The  peripheral  smear  showed  mul- 
tiple nuclear  projections  in  the  polymorphonuclear 
leukocytes  (Fig.  I).4  Twelve  per  cent  of  the 
counted  polymorphonuclear  leukocytes  showed  0 
to  1 nuclear  projections,  while  88  per  cent  had  two 
or  more  projections.  There  were  no  spherocytes, 
no  morphologic  abnormalities  of  the  red  blood 
cells,  nor  any  evidence  of  extramedullary  hemato- 
poiesis. Viral  study  results  were  negative. 

Postmortem  findings.  Postmortem  examina- 
tion revealed  that  the  cardiac  deformity  consisted 
of  a patent  ductus  arteriosus,  widely  patent  fora- 


Cytogenetic  studies 

Cytogenetic  studies  were  performed  on  the  pro- 
positus and  on  her  father,  mother,  sister,  and 
brother.  Karyotyping  was  performed  with  a micro 
modification  of  the  method  of  peripheral  blood 
lymphocyte  culture  described  by  Moorhead  et  al.5 
All  chromosome  counts  were  performed  or  3 by  5- 
inch  enlarged  prints  of  photomicrographs  of  meta- 
phase plates. 

Propositus.  The  propositus  demonstrated  a 
modal  chromosome  count  of  46  chromosomes.  Six 
representative  metaphase  plates  were  subjected  to 
karyotype  analysis,  and  all  showed  chromosome 
distribution  as  represented  in  Figure  2.  There  are 
five  D-group  chromosomes  and  one  additional 
large  metacentric  chromosome  resembling  chro- 
mosomes A-3.  This  abnormal  large  chromosome 
obviously  represents  centric  fusion  of  the  long 
arms  of  two  D-group  chromosomes.  The  kar- 
yotype, therefore,  represents  D trisomy  due  to 
D/D  translocation  (46,  XX,  D-,  t DqDq+). 
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FIGURE  4.  Karyotype  of  brother  of  propositus  showing 
D/D  translocation  and  total  of  45  chromosomes. 


Father  of  propositus.  The  modal  chromo- 
some count  was  45.  Four  metaphase  plates  show- 
ing the  modal  count  were  subjected  to  karyotype 
analysis.  All  of  these  showed  four  D group  chro- 
mosomes and  an  extra,  large  metacentric  chromo- 
some similar  to  that  already  described.  The  fa- 
ther, therefore,  is  a carrier  of  a D/D  translocation 
chromosome.  The  karyotype  is  represented  as 
45, XY,  D-D-,  t DqDq+  (Fig.  3). 

Mother  of  propositus.  The  modal  chromo- 
some count  was  46.  Four  typical  metaphase 

plates  were  subjected  to  karyotype  analysis  and  all 
revealed  chromosome  distribution  of  a normal  fe- 
male (46XX). 

Brother  of  propositus.  The  modal  chromo- 
some count  was  45.  Four  typical  metaphase 

plates  were  examined,  and  all  showed  a karyotype 
identical  to  that  of  the  father  (45,  XY,  D-D-,  t 
DqDq  + ) (Fig.  4). 

Sister  of  propositus.  The  modal  chromosome 
count  was  46.  Examination  of  four  typical  meta- 
phase plates  revealed  chromosome  structure  of  a 
normal  female  (46XX). 

Comments 

Trisomy  D syndrome  is  not  as  rare  as  previously 
thought,  having  an  incidence  of  approximately  1 in 
5,000  live  births.6  Since  most  of  these  infants  do 
not  survive  infancy,  they  rarely  pose  a genetic 
threat.6-9  However,  trisomy  D syndrome  due  to 
D/D  translocation  has  been  reported  with  increas- 
ing frequency.1-3,10-1* 

Although  some  of  the  translocation  cases  are 
known  to  have  occurred  sporadically,3,11,12  with  no 
abnormal  chromosomal  patterns  in  the  mother  or 
father,  others  have  an  identifiable  inheritance 
from  translocation  carriers.1  4 Walker  and  Har- 
ris,13 reported  three  generations  of  D/D  transloca- 
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FIGURE  5.  Family  of  propositus. 


tion  carriers  with  no  evidence  of  trisomy  D off- 
spring. In  this  family  there  was  a high  incidence 
of  miscarriages  and  a 1:1  ratio  of  carriers:  normal 
among  offspring.  Translocation  trisomy  D has 
been  reported  as  being  transmitted  from  either  a 
carrier  mother  or  a carrier  father.1,2  In  the 
subject  family  of  our  report  the  father  was  the  car- 
rier, and  the  mother  was  normal.  Recognizing 
that  a deleted  D chromosome  probably  represents 
a lethal  chromosomal  structure,  in  our  case  the  3 
children  of  the  marriage  showed  all  of  the  possible  I 
chromosomal  variants  (Fig.  5).  There  is  a previ- 
ous report  of  another  family  in  which  all  potential 
genetic  variants  were  present  in  the  offspring  of  a 
carrier  mother.3 

While  Walker  and  Harris’s13  report  revealed  no 
cases  of  trisomy  D syndrome  in  a family  in  which 
D/D  translocation  chromosome  was  transmitted, 
other  reports  suggest  a risk  of  trisomy  D syndrome 
in  similar  families.  In  one  of  the  two  families  re- 
ported by  Erkman,  Basrur,  and  Conen,3  1 of  4 chil- 
dren suffered  trisomy  D syndrome  while  in  the 
other  family  described  in  the  same  report,  1 of  2 
children  was  so  afflicted.  One  of  2 children  in  the 
family  studied  by  Dill  and  Miller2  suffered  trisomy 
I)  syndrome.  In  our  own  case  1 of  3 children  of  a 
translocation  carrier  parent  was  afflicted  with  the 
trisomy  syndrome. 

The  mechanism  by  which  the  carrier  father  and 
the  normal  mother  transferred  their  genetic  mate- 
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Summary 

One  of  3 children  of  a father  who  was  a carrier  of 
a D/D  translocation  chromosome  suffered  translo- 
cation type  of  trisomy  D syndrome. 

Another  child  in  the  family  was  a translocation 
carrier,  while  the  mother  and  another  sibling  were 
normal.  The  distribution  of  the  abnormality  in 
this  family  is  compared  with  other  cases  previously 
reported. 


a 


D/D  Translocation  Carrier. 


Trisomy  D Syndrome 


with  D/D  Translocation. 


Normal  chromosomes. 


FIGURE  6.  Schematic  diagram  to  explain  how  3 viable 
chromosomal  variants  were  produced  by  carrier  father 
and  normal  mother. 


rial  to  produce  3 children  with  three  chromosomal 
variants  is  shown  in  Figure  6.  This  could  have  oc- 
curred only  if  the  D/D  translocated  chromosome 
in  the  carrier  father  was  composed  of  two  nonho- 
mologous  chromosomes.  Chromosome  13  was 
probably  one  nonhomologous  chromosome  in- 
volved, while  the  other  was  most  likely  chromo- 
some 14. 

In  spite  of  increasing  recognition  of  D/D  chro- 
mosomal translocation  there  are  as  yet  insufficient 
reported  cases  to  develop  a firm  basis  for  genetic 
prediction  of  involvement  of  offspring.  The  expe- 
rience of  the  family  reported  here  is  similar  to  oth- 
ers previously  reported  and  clearly  indicates  that 
not  only  the  D/D  translocation  carrier  state  but 
also  trisomy  D syndrome  can  be  inherited  from  a 
parent  whose  karyotype  includes  a D/D  transloca- 
tion chromosome. 
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Leiomyosarcoma  of  the  superficial  soft  tissue  is  a 
relatively  uncommon  tumor.  Stout  and  Hill1  re- 
corded 35  cases,  2.3  per  cent,  of  1,567  cases  of  pri- 
mary malignant  tumors  of  external  soft  tissue, 
which  they  studied  up  to  1956.  Pack  and  Ariel2  in 
a series  of  over  700  cases  of  soft  somatic  tissue  tu- 
mors did  not  encounter  a single  case  of  leiomyosar- 
coma of  soft-tissue  origin.  Conway,  Hugo,  and 
Tulenko3  recorded  5 cases  of  leiomyosarcoma  of 
soft  somatic  tissue.  Phelan,  Sherer,  and  Mesa4  re- 
ported on  10  cases.  Others  have  reported  few  or 


FIGURE  1.  Tumor  composed  of  spindle-shaped  cells  run- 
ning in  parallel  or  interlacing  fascicles.  Nuclei  elongated 
with  rounded  ends  and  are  hyperchromatic  and  pleomor- 
phic. Cytoplasm  abundant  and  eosinophilic.  Occasional 
mitotic  figures  noted. 


FIGURE  2.  Recurrent  mass  on  dorsum  of  left  foot. 


isolated  cases  of  leiomyosarcoma  of  the  skin  in  the 
literature.5-9 

The  usual  mode  of  metastasis  is  via  the  blood- 
stream to  the  lungs  and  occasionally  via  the  lym- 
phatic system.5’7,9  We  recently  encountered  a 
case  of  leiomyosarcoma  of  the  superficial  soft  tis- 
sue with  metastasis  not  only  to  the  lungs  but  also 
to  the  bone,  nasal  cavity,  and  antrum.  We  are  re- 
cording it  because  of  its  extreme  rarity. 

Case  report 

A seventy-four-year-old  white  male  with  exten- 
sive Paget’s  disease  of  bones  appeared  in  May, 
1960,  with  a mass  on  the  dorsum  surface  of  the  left 
foot.  It  measured  3 cm.  in  diameter,  painless, 
firm,  and  freely  movable  over  underlying  struc- 
tures. At  surgery,  it  appeared  to  be  an  encapsu- 
lated fibroma.  However,  on  paraffin  section,  the 
mass  was  found  to  be  a leiomyosarcoma  (Fig.  1). 
As  a result,  a wide  local  excision  was  performed. 
There  was  no  evidence  of  clinical  metastasis.  The 
patient  returned  to  the  hospital  in  1969  with  re- 
current mass  at  the  previous  site  of  surgery  similar 
to  the  original  lesion.  Surgery  was  again  per- 
formed with  a wide  excision  of  the  mass  which  was 
said  to  be  encapsulated.  The  histologic  diagnosis 
was  recurrent  leiomyosarcoma,  the  deep  line  of 
excision  showing  tumor.  Again  there  was  no  evi- 
dence of  clinical  metastasis. 

In  January,  1972,  a second  recurrence  of  a mass 
appeared  similar  to  the  previous  one  (Fig.  2).  In 
addition,  the  patient  presented  proptosis  of  the 
left  eye,  swelling  of  the  left  maxilla,  intranasal 
mass,  and  hard  large  fixed  nodules  in  the  skull. 
X-ray  films  of  the  lungs  showed  metastatic  nod- 
ules. The  skull  demonstrated  extensive  Paget’s 
disease  with  multiple  lytic  lesions  consistent  with 
metastasis.  Tomogram  of  the  paranasal  sinuses 
demonstrated  a large  left  intranasal  soft-tissue 
mass  deviating  the  septum  to  the  right  and  ex- 
tending into  the  orbit  and  antrum  (Fig.  3).  The 
medial  wall  of  the  orbit  and  antrum  were  de- 
stroyed. 

Biopsy  of  the  intranasal  mass  revealed  leiomyo-  | 
sarcoma  similar  to  the  histopathologic  condition  of 
the  soft  tissue  mass  of  the  foot  (Fig.  4). 
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FIGURE  3.  Tomogram  of  paranasal  sinuses.  Note  large 
soft-tissue  mass  occupying  left  nasal  cavity  and  extending 
j into  orbit  and  antrum.  Medial  wall  of  orbit  and  antrum  de- 
I stroyed. 

Radiation  therapy  was  given  to  the  intranasal 
mass  for  palliation;  4,600  rads  in  six  weeks  were 
delivered  using  60Co  (radioactive  isotope  of  cobalt) 
at  55-cm.  skin-target  distance  and  a field  size  of  4 
by  6 cm.  The  mass  responded  well  so  that  the  pa- 
tient was  able  to  breathe  through  his  nose. 

?-l 

Comment 


FIGURE  4.  Biopsy  of  intranasal  mass  resembling  primary 
tumor  from  foot. 


phatics.  In  the  cases  reported  by  Stout  and  Hill,1 
19  patients  were  known  to  have  had  metastasis, 
and  all  of  them  had  lung  involvement;  4 had  re- 
gional lymph-node  involvement,  and  4 had  exten- 
sive metastatic  spread  to  the  viscera,  skin,  bones, 
and  dura.  Our  recorded  case  is  one  of  a superficial 
leiomyosarcoma  whose  appearance  and  behavior  is 
characteristic  of  this  entity,  but  in  addition,  pre- 
sents unusual  metastasis,  namely,  to  the  nose,  an- 
trum, bone,  and  orbit. 

Acknowledgment.  The  authors  acknowledge  with  thanks 
the  assistance  of  the  Pathology  Department,  Veterans  Admin- 
istration Hospital,  Rogelio  R.  Valencia,  M.D.,  and  Mr.  Ray 
Kahn. 
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Most  superficial  leiomyosarcomas  develop  in 
' subcutaneous  tissue,  although  rarely  they  develop 
‘ in  the  skin  as  reported  by  Levack  and  Dick7  who 
had  2 instances  of  this  tumor  which  were  confined 
to  the  corium.  Primary  leiomyosarcomas  found  in 
the  skin  arise  from  the  arrectores  pilorum  and 
muscles  of  sebaceous  and  sweat  glands.  Subcuta- 
neous leiomyosarcomas  arise  from  the  muscular 
: coats  of  arterioles  and  veins.  Pain  is  an  infre- 
quent symptom.  A mass  which  arises  de  novo  is 
usually  the  first  symptom  and  is  found  predomi- 
nantly in  the  lower  extremities.  They  tend  to 
' recur  even  though  they  appear  to  be  encapsulated. 

Therefore,  radical  surgery  should  be  attempted. 
* When  leiomyosarcomas  metastasize,  they  do  so 
r mainly  via  the  bloodstream  and  less  often  via  lym- 
1 
.if 
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Should  a 

specially  prepared 
package  insert 
be  made  available  to 

patients? 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a longtime.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand. 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  1 am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


Dialogue 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


nain  purpose  of  drug  information 
or  the  patient  is  to  get  his  coopera- 
ion  in  following  a drug  regimen. 

Reparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
■ocieties,  the  pharmaceutical  indus- 
ry  and  centers  of  medical  learning, 
'he  ultimate  responsibility  for  uni- 
orm  labeling  must,  however,  rest 
vith  the  Food  and  Drug  Administra- 
ion.  There  is  nothing  wrong  with 
his  agency  saying,  “this  informa- 
ion  is  generally  agreed  upon  and 
herefore  it  should  be  used,”  as  long 
lis  our  process  for  getting  the  infor- 
nation  is  sound. 

Distribution  of  the  information 
5 a problem.  In  great  measure  it 
/ould  depend  on  the  medication  in 
uestion.  For  example,  in  the  case 
fan  injectable  long-acting  proges- 
=rone,  we  would  think  it  mandatory 
p issue  two  separate  leaflets— a 

- hort  one  for  the  patient  to  read  be- 
bre  getting  the  first  shot  and  a long 

ne  to  take  home  in  order  to  make  a 
ecision  about  continuing  therapy, 
n this  case,  the  information  might 
e put  directly  on  the  package  and 

- ot  removable  at  all.  But  for  a medi- 
ation like  an  antihistamine  this 
lformation  might  be  issued  sepa- 
ately,  thus  giving  the  physician  the 
ption  of  distribution.  This  could 
reserve  the  placebo  use,  etc. 

nly  the  doctor  can  remove  that  fear 
7 20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
ithhold  any  information  from  the 
atient  because,  first  of  all,  it  would 
: totally  dishonest  and  secondly,  it 
ould  defeat  the  very  purpose  of  the 
sert.  I do  think  that  a patient  on  the 
rth  control  pill  should  know  about 
e incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
e incidence  of  serious  adverse  re- 
gions, then  you  have  to  tell  him 
at  a concerned  medical  decision 
as  made  to  use  a particular  medi- 

i tion  in  his  situation  after  careful 
■nsideration  of  the  incidence  of 
■implications  or  side  effects. 

notionally  unstable  patients  pose 
ipecial  problem 

There  are  patients  who,  be- 
c use  of  severe  emotional  problems, 
uld  not  handle  the  information 
i ntained  in  a patient  package  in- 
rt.  Yet  if  we  are  going  to  have  a 
i ckage  insert  at  all,  we  just  can’t 
I ve  two  inserts.  I think  we  might 
mply  have  to  tell  the  families  of 
i3se  patients  to  remove  the  insert 
i>m  the  package. 

gal  implications  of  the  patient 
1 ckage  insert 

Just  what  effect  would  a pa- 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
anyoutsideinfluenceor  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  cduld  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can't  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  is^ue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry.theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  tnink  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  >t.  I think  the  F.D.A.  has  to  be 
involved,  but  I'd  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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Ventricular 
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Induced  by  malpositioned  central 
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Monitoring  of  the  central  venous  pressure  has 
become  an  important  adjunct  in  the  management 
of  critically  ill  patients,  especially  those  in  shock 
due  to  diverse  etiologies. 

Central  venous  pressure  is  usually  measured 
through  a catheter  in  the  right  atrium  or  in  the  in- 
trathoracic  cava.  The  catheter  is  placed  either  by 
the  percutaneous  technique  or  by  surgical  expo- 
sure of  a peripheral  vein.  The  use  of  central  ve- 
nous catheter  is  not  without  hazards.  Complica- 
tions such  as  local  hematoma,  infection,  sepsis, 
thrombosis  with  or  without  embolism,  and  perfo- 
ration of  the  vein1;  pneumothorax  and  hemotho- 
rax2; air  embolism3’4;  and  embolization  of  a cathe- 
ter segment,5  especially  via  subclavian  venipunc- 


ture and  cardiac  perforation  and  tamponade  have 
been  reported.6’7 

This  report  describes  another  potentially  lethal 
complication  of  iatrogenic  ventricular  fibrillation 
induced  by  a malpositioned  central  venous  cathe- 
ter in  a young  female  patient. 

Case  report 

A twenty-six-year-old  married  white  female  pa- 
tient was  admitted  to  Mercy  Hospital  on  January 
19,  1970,  because  of  general  debility,  rectal  pain, 
and  a draining  rectal  abscess.  Her  past  history  re- 
vealed her  to  have  progressive  chronic  ulcerative 
colitis  for  four  years  which  had  been  treated  with 
salicylazosulfapyridine  (Azulfidine),  adrenocorti- 
cotropic hormones  (ACTH),  and  prednisolone. 
She  had  also  had  a drainage  operation  for  a rectal 
abscess  two  years  ago.  Physical  examination  on 
admission  revealed  a very  ill,  pale,  emaciated,  de- 
hydrated, febrile  female.  There  was  generalized 
abdominal  tenderness,  and  a rectal  examination 
revealed  a large  draining  abscess  on  the  left  side. 
The  rest  of  the  examination  disclosed  no  abnor- 
malities. Under  general  anesthesia,  the  abscess 
was  drained  and  a fistulotomy  performed.  Subse- 
quent studies  revealed  multiple  polypoid  forma- 
tion, with  thickening  and  narrowing  of  the  mid- 
transverse  and  left  colon. 

On  February  4,  1970,  the  patient  underwent  a 
total  colectomy,  proctectomy,  and  ileostomy. 
During  surgery,  the  intravenous  catheter  became 
infiltrated,  and  a cutdown  in  the  left  antecubital 
space  was  performed.  A central  venous  catheter 
was  inserted  to  facilitate  administration  of  fluids 
and  blood  and  to  monitor  the  patient’s  hemody- 
namic condition.  The  surgery  was  otherwise  un- 
eventful. 

In  the  evening,  following  surgery,  the  patient 
suddenly  became  cyanotic  and  developed  ventric- 
ular fibrillation  while  being  turned.  She  was  im- 
mediately placed  on  her  back,  and  was  given  one 
countershock  with  prompt  reversion  to  normal 


FIGURE  1.  (A)  First  postoperative  film  of  chest  taken  on  third  postoperative  day  revealed  central  venous  catheter  in  pul- 

monary outflow  tract  (catheter  outlined  by  artist).  (B)  Second  film  of  chest  taken  after  catheter  retracted  approximately  6 
inches  showed  tip  of  catheter  in  apex  of  right  ventricle. 
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sinus  rhythm.  The  patient  regained  conscious- 
ness quickly,  and  there  was  no  neurologic  damage. 
An  electrocardiogram  revealed  only  sinus  tachy- 
cardia at  130  per  minute,  with  occasional  prema- 
ture ventricular  beats;  there  was  no  evidence  of 
acute  myocardial  damage.  The  central  venous 
pressure  was  14  cm.,  and  the  patient  did  well  for 
the  next  forty-eight  hours.  The  premature  ven- 
tricular beats  were  controlled  by  intravenous  drip 
of  lidocaine  hydrochloride. 

On  the  early  morning  of  February  7,  1970  (the 
third  postoperative  day),  the  patient  suddenly 
went  into  cardiac  arrest  with  recurrent  ventricular 
fibrillation.  She  was  given  2 countershocks  and 
was  successfully  resuscitated.  A first  postopera- 
tive chest  roentgenogram  taken  at  this  time  was 
misinterpreted  to  show  the  catheter  curled  up  in 
the  right  atrium  (Fig.  1A).  The  catheter  was  re- 
tracted approximately  six  inches.  However,  for 
the  next  few  hours  there  were  multiple  premature 
ventricular  beats  and  short  runs  of  ventricular 
tachycardia.  A second  chest  roentgenogram  re- 
vealed the  catheter  tip  to  be  now  in  the  apex  of  the 
right  ventricle  (Fig.  IB).  The  catheter  was  imme- 
diately removed  with  no  further  recurrence  of  pre- 
mature ventricular  beats  or  ventricular  fibrilla- 
tion. The  patient’s  subsequent  hospital  course 
was  uncomplicated,  and  she  was  discharged  on  her 
thirty-fourth  hospital  day. 

Comment 

The  occurrence  of  ventricular  fibrillation  in  the 
young  female  patient  described  in  this  report  was 
clearly  iatrogenic  in  origin.  It  was  induced  by  a 
malpositioned  central  venous  catheter  in  the 
heart. 

This  case  brings  to  attention  another  potentially 
lethal  complication  with  the  use  of  a central  ve- 


nous  catheter.  Unlike  other  reported  complica- 
tions, this  complication  can  easily  be  prevented. 

The  central  venous  catheter  in  this  case  was  in- 
serted during  a major  surgical  procedure.  It  was 
not  possible  to  estimate  accurately  the  position  of 
the  catheter  tip  during  surgery.  The  catheter  tip 
was  actually  inadvertently  pushed  in  to  the  pul- 
monary outflow  tract  instead  of  into  the  right  atri- 
um and  thus  caused  the  ventricular  fibrillation. 

Ideally,  the  tip  of  the  central  venous  catheter 
should  be  positioned  in  the  intrathoracic  cava  near 
or  in  the  right  atrium.  The  position  of  the  cathe- 
ter tip  can  be  determined  accurately  by  a chest 
roentgenogram  or  by  fluoroscopy.  Therefore, 
whenever  central  venous  pressure  monitoring  is 
used,  a chest  roentgenogram  is  recommended  to 
demonstrate  the  position  of  the  catheter  tip  so 
that  the  type  of  iatrogenic  complication  described 
here  may  be  avoided. 

1150  Veterans  Boulevard 
Redwood  City,  California  94063 
(DR.  QUAN) 
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Individual  cases  of  TTP  (thrombotic  thrombocy- 
topenic purpura)  with  associated  NBTE  (nonbac- 
terial thrombotic  endocarditis)  have  been  re- 
ported.1-9 

Reviews  and  articles  dealing  with  general  and 
neuropathologic  complications  of  TTP  pay  scant 
attention  to  the  association  of  NBTE  to  TTP  and 
do  not  consider  the  clinical  or  pathologic  sequelae 
of  systemic  embolization.6’9’10  Engel,  Scheinker, 
and  Humphrey1  suggested  that  systemic  emboliza- 
tion from  NBTE  best  explained  the  renal  infarcts 
and  fundal  hemorrhages.  The  purpose  of  this  re- 
port is  to  present  a case  of  TTP  in  which  no  under- 
lying disease  process  was  present,  to  emphasize  the 
association  of  NBTE  to  TTP,  and  to  bring  atten- 
tion to  concomitant  systemic  embolization. 

Case  report 

A twenty-six-year-old  woman  was  one  month 
postpartum  when  she  noted  easy  bruisability  and 
small  petechiae  on  her  skin.  Two  days  later  she 
experienced  the  sudden  onset  of  headache,  nausea, 
right  hemiplegia,  and  expressive  aphasia.  A 2 to  6 
systolic  murmur  at  the  left  sternal  border  was 
heard  by  several  observers.  Platelet  count  was 
16,000  per  milliliter.  Peripheral  smear  showed  a 
few  fragmented  red  cells  and  a reticulocyte  count 

* Supported  in  part  by  Pathology  Training  Grant  (5  to  1 CM 
00  133)  National  Institute  for  Graduate  Medical  Studies,  Na- 
tional Institutes  of  Health,  Bethesda,  Maryland. 


FIGURE  1.  Anterior  leaflet  mitral  valve,  mulberry  vegeta- 
tion, 1 cm.  in  diameter. 


of  4.9  per  cent.  Hematocrit  was  34.  Total  biliru- 
bin was  1.4  mg.  per  100  ml.  Serum-free  hemoglo- 
bin and  urinary  hemosiderin  were  increased,  while 
serum  haptoglobin  was  decreased.  Pertinent  neg- 
ative laboratory  test  results  included:  Coombs’ 

test,  prothrombin  time,  partial  thromboplastin 
time,  thrombin  time,  fibrinogen,  fibrin  split  prod- 
ucts, antinuclear  factor,  and  lupus  erythematosus 
preparation.  There  were  2 Gm.  of  urinary  protein 
per  twenty-four  hours  and  a few  red  cells  in  the 
sediment  of  a catheterized  urine  sample.  The 
bone  marrow  showed  erythroid  hyperplasia  and 
increased  numbers  of  megakaryocytes.  Three 
blood  cultures  were  negative. 

Initially,  the  patient  was  treated  with  predni- 
sone with  no  response.  Left  lateral  abdominal 
pain  and  guarding  developed  on  the  second  day 
which  was  associated  with  microscopic  hematuria 
and  red  cell  casts.  Because  of  decreasing  plate- 
lets, splenectomy  was  performed  on  the  sixth  hos- 
pital day.  Postoperatively  she  received  20  units  of 
platelets,  and  her  count  rose  to  117,000  per  millili- 
ter one  day  after  surgery,  but  fell  to  9,000  per  mil- 
liliter the  second  day  and  remained  low.  On  the 
sixth  postoperative  day  she  became  more  emotion- 
ally labile  and  lapsed  into  coma.  Hematocrit  was 
22  and  reticulocyte  count  26.4  per  cent.  Electro- 
cardiogram showed  acute  myocardial  infarction. 
She  was  started  on  heparin  and  cyclophosphamide, 
but  became  hypotensive,  oliguric,  and  increas- 
ingly acidotic.  She  died  on  the  fourteenth  hospi- 
tal day,  sixteen  days  after  the  onset  of  symptoms. 

At  autopsy  petechial  hemorrhages  of  skin,  se- 
rous membranes,  myocardium,  and  kidneys  were 
present.  Two  friable  vegetations  were  loosely  at- 
tached to  the  mitral  valve  near  the  line  of  closure 
(Fig.  1).  Microscopically,  they  consisted  of  masses 
of  platelet  aggregates  surrounded  by  a rim  of  fi- 
brin. Direct  Gram  smear,  culture,  and  sections  of 
the  vegetations  showed  no  bacteria  or  fungi.  The 
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FIGURE  2.  Dilated  arterioles  in  myocardium  partially  oc- 
cluded by  eccentrically  located  nodular  lesion  composed 
of  acellular,  hyaline,  or  finely  granular  material,  covered  by 
endothelium  (hematoxylin  and  eosin  stain  X 250). 


kidneys  showed  multiple  wedge-shaped  infarcts. 
There  were  two  developing  cerebral  infarcts,  the 
larger  of  which  corresponded  to  the  distribution  of 
the  left  anterior  cerebral  artery. 

Microscopic  examination  disclosed  widespread, 
typical,  small,  vascular  lesions  of  TTP  in  the 
heart,  kidneys,  pancreas,  adrenal  glands,  lymph 
nodes,  bone  marrow,  and  posterior  pituitary  (Fig. 
2).  They  were  conspicuously  absent  in  more  than 
20  sections  from  the  brain.  With  the  Carstairs’ 
stain  for  fibrin  and  platelets,  the  partially  occlu- 
sive material  was  generally  positive  for  fibrin, 
often  negative  for  both  fibrin  and  platelets,  and 
occasionally  positive  for  both.11  Partially  orga- 
nizing classical  thromboemboli,  morphologically 
similar  to  the  mitral  vegetation,  were  present  in 
medium-sized  muscular  coronary  arteries,  follicu- 
lar arteries  of  the  resected  spleen,  and  arcuate  ar- 
teries of  the  kidney  (Fig.  3).  No  cerebral  emboli 
were  found.  The  anatomic  distribution  of  the  ce- 
rebral infarcts  correlated  well  with  presumptive 
cerebral  emboli. 

Comment 

It  has  been  postulated  that  TTP  is  a syndrome 
secondary  to  several  disorders  such  as  sepsis,  lupus 
erythematosus,  vasculitis,  and  disseminated  intra- 
vascular coagulation.12’13  The  laboratory  .data  in 
this  case  including  the  lupus  erythematosus  cell 
preparations,  antinuclear  factor,  normal  coagula- 
tion studies,  normal  levels  of  fibrin  split  products, 
and  negative  blood  cultures,  are  evidence  against 
the  related  conditions  mentioned.  Furthermore, 
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FIGURE  3.  Occluding  embolus  from  NBTE  in  artery  of 
kidney  (hematoxylin  and  eosin  stain). 


thrombotic  microangiopathic  lesions,  in  the  ab- 
sence of  vasculitis,  in  heart,  kidneys,  pancreas, 
adrenal  glands,  lymph  nodes,  bone  marrow,  and 
posterior  pituitary  confirm  the  diagnosis  of  TTP. 

Of  particular  interest  in  this  patient  was  the  as- 
sociated NBTE  and  its  concomitant  peripheral 
embolization.  The  thromboemboli  were  clearly 
differentiated  from  the  thrombotic  microangio- 
pathic lesion  on  the  basis  of  the  histologic  similarity 
to  cardiac  vegetations  and  the  involvement  of  me- 
dium-sized muscular  arteries  of  heart,  spleen,  and 
kidney.  The  myocardial  infarcts  and  large  wedge- 
shaped  renal  infarcts  correlated  with  thromboem- 
boli. Although  an  embolus  was  not  found  in  the 
cerebral  vessels,  the  large  size  of  the  cerebral  in- 
farct in  the  territory  of  a major  cerebral  artery,  in 
the  absence  of  microangiopathic  lesions,  is  much 
in  favor  of  an  embolus  as  the  etiologic  factor.  The 
sudden  onset  of  right  hemiplegia  and  expressive 
aphasia,  the  definite  electrocardiographic  evidence 
of  an  extensive  myocardial  infarct,  and  the  epi- 
sodes of  acute  abdommal  pain  with  hematuria  are 
unusually  dramatic  clinical  features  for  TTP  and 
are  suggestive  of  peripheral  embolization. 

Summary 

The  clinical  course  and  pathologic  findings  in 
this  young  woman  illustrate  the  previously  docu- 
mented but  underemphasized  association  of 
thrombotic  thrombocytopenic  purpura  and  non- 
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bacterial  thrombotic  endocarditis.  In  this  case 
presumed  cerebral  emboli  with  sudden  onset 
hemiparesis  represented  the  initial  clinical  mani- 
festation in  this  fulminating  case  of  TTP. 

Acknowledgment.  The  authors  would  like  to  thank  Mrs. 
Susan  L.  Brickell  for  her  assistance  in  the  preparation  of  the 
manuscript. 
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“Say,  Fred,  can  they  deduct  medical  expenses  incurred  because  of 
a nervous  condition  brought  on  by  excessive  taxation?" 
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The  development  and  widespread  acceptance 

of  reliable,  implantable  electronic  pacemakers  rep- 
resents one  of  the  major  therapeutic  advances  of 
the  past  decade.  In  addition  to  sharply  reducing 
the  mortality  rate  from  Stokes-Adams  syncope, 
and  facilitating  the  management  of  refractory  ar- 
rhythmias, these  devices  have  greatly  furthered 
our  understanding  of  cardiac  conduction.1,2  How- 
ever, they  occasionally  give  rise  to  rather  unique 
and  vexatious  problems,  the  solution  of  which  may 
rest  more  on  empiricism  than  on  formalized  tech- 
nical knowledge. 

Case  report 

A seventy-six  year  old  male  developed  Stokes- 
Adams  syncope  in  February,  1966,  and  was  re- 
ferred to  the  Brooklyn  Veterans  Administration 
Hospital  by  his  family  physician.  A Medtronic 
Model  5870C  pacemaker  was  implanted  in  the 
right  supraclavicular  region  on  March  3,  1966. 
The  patient  was  readmitted  one  and  a half  years 
later  for  pacemaker  failure  caused  by  a broken 
wire  in  the  pacing  catheter.  At  this  time  both  the 
generator  and  the  defective  catheter  were  replaced 
by  another  Medtronic  Model  5870C. 

In  February,  1970,  the  patient  came  to  the  hos- 
pital for  the  third  time,  complaining  of  dizziness. 
Electrocardiograms  confirmed  the  admission  diag- 
nosis of  third  degree  atrioventricular  block  and 
pacemaker  battery  exhaustion.  The  old  pulse 
generator  was  exchanged  for  a Medtronic  Model 
5841  demand  pacemaker,  which  demonstrated 


faithful  ventricular  capture  at  a rate  of  72  beats 
per  minute  (Fig.  1A). 

The  patient  remained  asymptomatic  until  Au- 
gust 2,  1972,  when  he  experienced  a sudden  attack 
of  dizziness.  On  taking  his  own  pulse  he  found  it 
was  slow.  An  electrocardiogram  taken  at  the  time 
of  admission  showed  complete  heart  block  and 
pacemaker  artefacts  accompanied  by  ventricular 
capture  at  a rate  of  48  beats  per  minute  (Fig.  IB). 
Immediate  replacement  of  the  defective  internal 
pacemaker  was  requested.  When  it  was  learned 
that  this  would  be  delayed  for  several  hours,  a 
temporary  transvenous  pacemaker  electrode, 
USCI  Type  5652,  was  positioned  in  the  apex  of  the 
right  ventricle  with  the  aid  of  an  image  intensifier. 
This  was  attached  to  a Medtronic  Model  5880  ex- 
ternal demand  pacemaker,  observing  the  usual  po- 
larity convention  (distal  electrode  to  the  negative 
terminal;  proximal  electrode  to  the  positive  termi- 
nal). The  external  generator  was  set  at  a rate  of 
72  beats  per  minute  in  an  attempt  to  overdrive  and 
suppress  the  internal  unit.  However,  the  latter 
failed  to  shut  off  in  response  to  the  external  pacing 
impulses.  Furthermore,  the  autonomous  activity 
of  the  internal  pulse  generator  proved  to  be  worri- 
some because  its  electrical  impulses  fell  on  the 
peak  of  the  T wave  (Fig.  1C).  The  latter  problem 
was  corrected  by  increasing  the  rate  of  the  external 
pacemaker  to  90  beats  per  minute,  but  the  internal 
pulse  generator  persisted  in  its  failure  to  be  sup- 
pressed by  the  external  unit.  In  Figure  ID,  im- 
pulses from  the  implanted  pacemaker  are  visible 
0.06  second  after  the  T waves.  In  an  attempt  to 
eliminate  this  competition  between  the  two  pace- 
makers, the  output  of  the  external  pulse  generator 
was  slowly  increased  from  5 to  20  ma.;  the  autono- 
mous activity  of  the  internal  pacemaker  was  not 
suppressed  until  a pacing  current  of  20  ma.  was 
reached  (Fig.  IE).  Unfortunately,  this  approach 
had  to  be  abandoned  when  the  patient  complained 
of  severe  chest  pain  because  of  the  undesirably 
high  current  setting.  At  this  point,  serious  consid- 
eration was  given  to  the  feasibility  of  increasing 
the  rate  of  the  implanted  unit  with  a Keith  skin 
needle  or  performing  an  emergency  skin  incision  to 
either  disconnect  or  cut  the  internal  pacing  wire. 
However,  before  this  could  be  accomplished,  it  was 
recalled  that  better  capture  at  lower  thresholds  is 
occasionally  observed  by  reversing  the  usual  polar- 
ity of  the  pacemaker  connections.  This  maneuver 
was  attempted  as  a last  resort.  The  result  is  de- 
picted in  Figure  IF  which  shows  regular  ventricu- 
lar capture  by  the  external  pacemaker  which  was 
set  at  a rate  of  90  beats  per  minute,  and  a current 
of  only  3 ma.;  the  internal  pulse  generator  had 
been  completely  suppressed.  The  artefacts  from 
the  external  pulse  generator  are  negatively  orient- 
ed in  this  tracing,  compared  with  the  positive  im- 
pulses in  Figure  1,  A to  E.  The  exhausted  internal 
pulse  generator  was  subsequently  replaced  by  a 
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FIGURE  1.  Rhythm  strips.  (A)  Shortly  after  implantation  of  Medtronic  Model  5841  pacemaker,  February,  1970,  showing 
faithful  ventricular  capture  and  complete  atrioventricular  block.  (B)  Admission,  August,  1972,  showing  slowing  of  pace- 
maker rate.  (C)  Competition  between  internal  and  external  pulse  generators.  Note  artefact  from  internal  unit  falling  on 
peak  of  T waves.  External  unit  either  failed  to  fire  or  was  suppressed  at  point  marked  "X."  (D)  Rate  of  external  pace- 
maker increased  to  90  beats  per  minute.  Artefacts  from  internal  unit  now  occur  0.06  second  after  end  of  T waves.  (E) 
Ventricular  capture  and  suppression  of  internal  pulse  generator  by  external  pacemaker  requiring  current  of  20  ma.  Con- 
ventional polarity  of  pacemaker  connections.  (F)  Reversed  polarity  of  external  pacemaker  connections;  distal  electrode 
to  positive  terminal;  proximal  electrode  to  negative  Note  negative  orientation  of  pacemaker  artefact.  Internal  unit  has 
been  suppressed.  Rate  90  beats  per  minute,  3 ma.  current. 


new  unit,  and  the  patient  was  discharged  from  the 
hospital  shortly  thereafter. 

Comment 

In  seeking  an  explanation  for  the  success  that 
attended  simple  reversal  of  the  external  pacemak- 
er’s lead  connections,  a number  of  factors  deserve 
mention.  The  most  important  of  these  is  that 
suppression  of  the  internal  generator  was  crucial 
to  successful  control  of  the  patient’s  rhythm  by  the 
external  unit.  When  the  latter  was  connected  in 
the  conventional  manner,  it  failed  to  suppress  the 
implanted  generator;  instead,  a parasystolic 
rhythm  resulted,  in  which  the  external  and  inter- 
nal pacemakers  alternately  suppressed  one  anoth- 
er. 

On  the  other  hand,  reversing  the  external  pace- 
maker’s lead  connections  succeeded  in  suppressing 
the  internal  generator.  For  this  reason,  the  ma- 
neuver also  resulted  in  ventricular  capture  by  the 
external  unit. 


Conclusion 

There  are  several  possible  explanations  to  account 
for  this  behavior  of  the  implanted  pacemaker. 
The  most  likely  of  these  is  malfunction  of  the 
sensing  circuitry  as  a consequence  of  battery  ex- 
haustion, so’ that  the  internal  generator  was  ren- 
dered insensitive  to  electrical  stimuli  of  one  polari- 
ty, but  not  to  those  of  opposite  polarity.  An  alter- 
native cause  is  the  development  of  a high  resis- 
tance between  the  distal  electrode  and  the  endo- 
cardium; tissue  fibrosis  at  such  sites  is  a well-docu- 
mented phenomenon.  It  is  possible  that  both  of 
these  factors  may  have  played  a role. 
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“If  you  could  pinpoint  the  day  and  hour,  doctor,  it  would  help  me  to  figure  out  who  is  the  father." 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  procaine  penicillin  G.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given  at 
least  30  minutes  prior  to  injection,  is  recom- 
mended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form,  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.  — N.  gonorrhoeae : acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Mental  disturbances,  including  anxiety,  confusion,  agitation, 
depression,  and  hallucinations,  have  been  reported  in  individ- 
uals following  single-dose  schedules  for  gonorrhea.  Reactions 
have  been  transient,  lasting  from  15-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient'  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapuiar  eruptions  to 
exfoliative  dermatitis;  urticaria:  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  "Warnings!') 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration  : Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept,  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  other- 
wise. a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-uptreatmentconsistsof  4,8  million  units 
aqueous  procaine  penicillin  G,  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is  i 
indicated  it  follow-up  cervical  or  rectal  cultures  remain  positive  for 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procaine  penicillin  G daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-cc.  | 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  sag 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5 
lecithin,  0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  methyl 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  vij 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabilize 
aqueous  suspension  with  sodium  citrate  buffer  and  approxim^Jfcl 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povid® 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbl 


monopal  mitate, 
paraben. 


1.2  mg.  methylparaben,  and  0.14 


Five  are  graduating 
with  honors. 

How  many  withVD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 
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IN  SYPHILIS 

INJECTION 

BicillirfL-A 

(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
G sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
cluding sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G. -Venereal  in- 
fections: Syphilis,  yaws,  beiel  and  pmta. 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensit  vity  (ana 
phylactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper 
sensitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
vious hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e g.,  pressor  amines,  antihistamines  and  cod' 
costeroids 


Precautions:  Use  autiously  m individuals  with  histories  of 
significant  allergies  and/or  asthma 
Carefully  avoid  intravenous  or  intraarterial  use.  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism:  otherwise  the  sequelae  of  streptococcal 
disease  may  occur  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi.  Take  appropri  ate  measures 
should  supermfection  occur 

Adverse  Reactions:  Hypersensitivity  reactions  rejxirted  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed  Hemolytic  anemia,  leucopema.  thrombo 
cytopenia  neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphihtics.  Jarisch-Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  - Primary,  secondary  and  latent -2.4  million  units 
(i  dose). 

Late  (tertiary  and  neurosyphilis)  -2.4  million  units  at  7 day 
intervals  for  three  doses 

Congenital -under  2 years  of  age,  50,000  umts/Kg.  body 
weight:  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  b>  deep  intramuscular 
injection  n the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  benzathine  penicillin  G (as  active  in 
gredient):  2.400.000  units  in  4-cc.  single  dose  disposable  syringe 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin.  0.6% 
carboxymethylcellulose,  0.6%  povidone.  0.1%  methylparaben.  and 
0.01%  propylparaben.  300.000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone.  1 mg.  carboxymethylcellulose. 
0.5  mg.  sorbitan  monopalmitate.  0.5  mg.  jxrlyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben.  and  0.14  mg.  propyl- 
paraben. 
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Following  World  War  II  the  “baby  boom”  en- 
couraged hospitals  to  expand  their  obstetric  facili- 
ties to  meet  the  new  demand.  Starting  in  the  late 
1950s,  the  fertility  rate  suffered  a marked  decline 
which  has  become  so  precipitous  that  since  1972 
Americans  have  been  reproducing  at  only  a re- 
placement rate.  The  excess  of  institutional  ob- 
stetric facilities  has  added  to  already  spiraling  hos- 
pital costs  which  are  totally  borne  by  society.  It  is 
the  objective  of  this  report  to  propose  a theoretical 
reallocation  of  obstetric  facilities  in  one  county  in 
Greater  New  York  City  that  will  more  closely  ap- 
proximate the  demand  for  the  services.  The 
model  will  attempt  to  distribute  obstetric  facilities 
so  that  they  are  supplied  in  adequate  numbers  re- 
gionally and  also  demonstrate  potential  savings  in 
institutional  costs. 

The  county  as  a community 

As  in  other  urban  areas,  this  county  (borough) 
contains  4 federally  designated  poverty  areas. 
The  majority  of  the  populations  in  these  areas  are 
black,  older,  or  Spanish-speaking,  and  they  display 
the  usual  catalog  of  inner  city  problems,  including 
those  in  the  health  sphere.  Nevertheless,  the 
county  is  still  predominantly  white  and  middle 
class,  hut  has  representatives  of  black  and  Hispan- 
ic middle  classes  as  well.  A brief  income  and  de- 
mographic summary  of  community  areas  is  avail- 
able in  Table  I. 


TABLE  I.  Queens  demographic  and  income  data  by 
health  planning  district* 


Health 

Planning 

District 

Total 

Population 

Per  Cent 
White 

Family  Family 
Below  With 

Poverty  Female 
Level  Head 

Per  Cent  (Per  cent) 

A 

194,384 

92.08 

7.65 

4.4 

B 

231,515 

84.29 

5.7 

4.5 

C 

249,313 

98.53 

4.1 

2.7 

D 

238,117 

94.90 

3.6 

3.5 

E 

338,147 

96.22 

3.4 

3.4 

F 

223,436 

93.19 

5.3 

3.5 

G 

229,306 

34.9 

8.8 

9.4 

H 

177,613 

81.23 

4.0 

3.8 

I 

98,695 

87.64 

8.6 

5.6 

* Source:  Adapted  from  Community  District  Profiles,  Vol.  I 
and  II,  New  York  City  Planning  Commission,  April-May,  1973. 


Methodology 

Obstetric  facilities  display  patterns  of  use  and 
occupancy  which  closely  approximate  the  Poisson 
model  characteristics.1’2  The  average  daily  census 
(ADC)  of  maternity  beds  will  be  determined  using 
the  Poisson  distribution.3  This  method  allows 
local  or  institutional  variations  in  maternity  bed 
utilization  such  as  duration  of  postpartum  stay, 
premature  birth  rate,  percentage  of  high-risk 
pregnancies,  and  so  forth,  to  be  accommodated. 

The  American  College  of  Obstetricians  and 
Gynecologists  recommends  an  arbitrary  rate  of  500 
deliveries  per  delivery  room,  250  deliveries  per 
labor  room,  and  40  annual  births  per  maternity 
bed  as  reasonable  and  acceptable  rates  of  utiliza- 
tion. In  a national  survey  of  obstetric  practice, 
the  mean  number  of  annual  births  per  maternity 
bed  did  not  reach  the  desired  40  births  until  hospi- 
tals serviced  more  than  500  births  per  year,  and  in- 
creasing utilization  was  demonstrated  in  hospitals 
with  larger  obstetric  services.4  In  another  publi- 
cation, The  American  College  of  Obstetricians  and 
Gynecologists  recommends  utilization  of  materni- 
ty beds  for  approximately  51  cases  per  year,  a rate 
of  70  per  cent  occupancy,  allowing  a five-day  post- 
partum stay.5  Because  of  declining  obstetrics, 
bed  utilization,  and  resulting  increased  patient 
bed  costs,  the  New  York  State  health  commission- 
er has  imposed  Medicaid  reimbursement  penalties 
for  institutions  which  have  maternity  service  occu- 
pancy rates  under  60  per  cent.6  As  a result,  the 
theoretic  model  developed  in  this  study  will  not 
allow  occupancy  to  fall  below  the  60  per  cent  rate. 

In  utilizing  a statistical  description  of  hospital 
facilities,  the  planner  is  required  to  consider  both 
a full  rate  and  a rejection  rate,  which  is  the  rate  at 
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which  all  available  facilities  in  one  institution  are 
in  use  and  the  next  patient  who  requests  service 
cannot  be  accommodated.  Such  a decision  has 
been  made  for  delivery  rooms.7  Since  an  urban 
area  such  as  Queens  offers  a large  number  of  hos- 
pitals within  a relatively  small  area,  the  goal  is  to 
keep  average  occupancy  in  all  facilities  above  the 
State-mandated  60  per  cent  and  the  completely 
filled  status  of  any  institution  at  less  than  one  day 
in  a hundred.1  Obviously,  the  incidence  of  an  in- 
stitution being  completely  full  and  unable  to  ser- 
vice the  next  random  patient  request,  causing  re- 
jection, will  be  less  than  1 per  cent. 

The  model  will  also  work  within  the  additional 
constraints  of  designing  area-wide  obstetric  facili- 
ties so  that  no  additional  postpartum  beds  will 
have  to  be  established  to  implement  the  plan. 
This  implementation  of  the  plan  will  require  no 
investment  in  bed  construction  or  conversion  from 
other  services.  Ideally,  facilities  with  the  most  ob- 
solete physical  plant  would  be  considered  for  dis- 
continuation of  obstetric  services. 

An  obstetrics  patient  with  a Blue  Cross  policy 
and  without  other  financial  resources  effectively 
becomes  medically  indigent  since  Blue  Cross  typi- 
cally does  not  cover  all  inpatient  costs  for  delivery 
and  postpartum  care.  Such  a patient  population 
could  not  be  adequately  serviced  by  a proprietary 
hospital,  and  so  the  economic  status  of  potential 
patients  will  be  considered  in  plan  design.  Popu- 
lation data,  their  characteristics,  and  projections 
developed  by  the  New  York  City  Planning  Com- 
mission were  used  in  making  decisions  regarding 
bed  utilization.  Approximately  27  per  cent  of  the 
hospital  beds  in  the  county  under  study  are  pro- 
prietary, 41  per  cent  voluntary;  the  remainder  are 
part  of  the  HHC  (Health  and  Hospitals  Corpora- 
tion), a form  of  municipal  ownership  (Table  II). 
The  2 municipal  hospitals  (HHC  I and  HHC  II)  in 
this  county  are  legally  mandated  to  accept  all  pa- 
tients regardless  of  ability  to  pay.  The  model  will 
attempt  to  maintain  the  present  balance  estab- 
lished among  the  various  hospital  ownership  cate- 
gories. Patients  deserve  the  right  of  choice  of  fa- 
cilities, accommodations,  and  physicians,  but  pro- 
vision of  diversification  should  not  result  in  defi- 
cits for  the  affected  hospitals  and  population. 

Since  income  might  restrict  access  to  prenatal 
care,  it  will  be  considered  necessary  to  continue  in- 
patient services  at  hospitals  which  maintain  out- 
patient prenatal  facilities.  A hospital  that  already 
supports  a premature  or  neonatal  intensive  care 
unit  will  not  be  subject  to  closure  of  inpatient  ob- 
stetrics facilities.  A broad  range  of  sophisticated 
inpatient  clinical  facilities  and  extensive  outpa- 
tient specialty  clinics  suggests  that  more  efficient 
utilization  of  that  hospital’s  obstetric  and  other  fa- 
cilities will  help  achieve  the  goal  of  lower  infant 
mortality.  The  two  municipal  hospitals  and  one 
of  the  voluntary  hospitals  have  special  premature 


TABLE  II.  Regional  allocation  of  maternity  beds, 
January  1,  1974*  + 


CHPD 

(Beds  Required) 
and  Hospitals 

Ob- 

stetric 

Bed 

Com- 

ple- 

ment 

Aver- 
age Ob- 
stetric 
Daily 
Census 

Action  For  District 

CHPD  A (33) 
1 

30 

12 

Retain  30  beds 

2 

16 

6.7 

Close  hospital  2 

CHPD  B (89) 
3 

23 

14.2 

Retain  81  beds 
Close  hospital  3 

H.H.C.  1 

50 

32.3 

4 

31 

18.9 

CHPD  C (34) 

5 

40 

20.2 

Retain  40  beds 

6 

16 

13.0 

Close  hospital  6 

CHPD  D (64) 
H.H.C.  2 

37 

21.4 

Retain  67  beds 

7 

24 

7.7 

Close  hospital  7 

9 

40 

14.2 

Decrease  hospital  9 

CHPD  E (57) 
11 

36 

20.0 

by  10  beds 
Retain  57  beds 
Close  5 beds  be- 

12 

26 

13.0 

tween  hospitals 
11  and  12 

CHPD  F (36) 
14 

41 

22.1 

Retain  41  beds 

CHPD  G (34) 
16 

17 

10.8 

Retain  38  beds 

17 

21 

9.4 

CHPD  H and  I (67) 
18,  19 

73 

46.3 

Retain  73  beds 

* No  maternity  services  in  hospitals  8,  10,  13,  15,  and  20. 
f Source:  Health  and  Hospital  Planning  Council  of  Southern 
New  York.  Hospital  and  Related  Facilities  in  Southern  New 
York,  1974. 

infant  care  facilities,  and  so  their  obstetric  facili- 
ties will  not  be  subject  to  closure. 

Because  one  corner  of  the  borough  under  survey 
had  no  hospitals,  the  geographically  adjacent  bor- 
ough, another  county,  was  surveyed,  since  two  of 
its  hospitals  serviced  the  population  of  the  original 
county. 

Data  were  collected  from  all  institutions 
through  the  offices  of  the  Health  and  Hospital 
Planning  Council  of  Southern  New  York,  as  pub- 
lished in  Hospitals  and  Related  Facilities  in 
Southern  New  York— 1974.  Maternity  occupan- 
cy rates  varied  from  32  to  81  per  cent.  Almost  two 
thirds  of  the  surveyed  hospitals  did  not  meet  the 
60  per  cent  occupancy  guidelines  of  the  New  York 
State  health  commissioner. 

If  each  hospital  already  having  an  obstetrics  ser- 
vice were  to  continue  but  optimize  its  bed  capacity 
so  it  would  have  100  per  cent  occupancy  only  3.65 
days  per  year,  a greater  than  10  per  cent  reduction 
in  beds  could  occur  in  the  institutions  surveyed. 
Even  this  reduction  would  not  provide  maximum 
economies  because  such  a simple  analysis  ignores 
the  geographic  proximity  of  hospitals.  In  addi- 
tion, such  a simplistic  approach  would  recommend 
the  expansion  or  contraction  of  small  obstetrics 
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units.  In  small  units  it  becomes  statistically  im- 
possible to  provide  a reasonable  supply  of  empty 
beds  for  unscheduled  obstetrics  and  yet  keep  aver- 
age occupancy  above  the  60  per  cent  guideline 
level.  If  some  obstetrics  facilities  are  to  be  par- 
tially closed,  their  beds  may  nevertheless  be  un- 
available for  other  case  types,  such  as  clean 
gynecologic  surgery,  because  of  regulations  limit- 
ing the  physical  mixing  of  cases  in  patient  areas. 
Additionally,  the  overhead  costs  of  delivery  room 
staffing  and  maintenance  is  not  further  shared, 
and  thus  these  costs  remain  exhorbitantly  high  per 
patient  service.  The  goal  of  the  model  will  be  to 
close  physically  old  or  small  units  that  will  then 
convert  to  nursing  units  which  are  in  greater  de- 
mand by  the  county’s  population. 

Introduction  to  regionalization 

To  build  a model  that  overcomes  some  of  the 
deficiencies  discussed  and  one  that  will  benefit 
from  economies  of  scale,  the  data  can  be  reana- 
lyzed with  an  attempt  toward  regionalizing  health 
resources.  The  CHP  (comprehensive  health  plan- 
ning) agency  of  New  York  has  been  mandated  to 
control  program  and  facility  construction  in  New 
York  City.  Each  county  has  been  divided  into 
local  planning  districts.  The  local  comprehensive 
health  planning  agency  will  be  a factor  in  future 
health  decision-making,  although  the  definitive 
roles  and  functions  of  the  local  boards  have  not  yet 
been  determined.  Nevertheless,  the  regional 
boundaries  of  these  boards  will  be  used  so  that 
they  remain  within  the  actual  constraints  of  the 
political  health  process.  We  recognize  the  reality 
of  dealing  within  the  already  designated  health- 
planning districts  because  a further  maximization 
of  use  by  considering  the  county  as  a single  dis- 
trict would  necessitate  geographic  inconvenience 
for  many  patients. 

By  accomplishing  a regional  analysis  of  obstet- 
rics beds  the  number  of  maternity  beds  will  be  dis- 
tributed within  the  appropriate  CHP  district.  In 
this  manner  the  average  daily  census  more  closely 
approximates  the  true  conditions  existing  within 
community  boundaries,  and  less  the  extremely 
local  conditions  existing  within  a hospital.  The 
county-wide  savings  using  this  analysis  totals  94 
beds  or  a reduction  of  more  than  18  per  cent. 

Economies  of  scale 

Hu8  in  an  analysis  of  30  maternity  services  con- 
cluded that,  theoretically,  an  increase  of  admis- 
sions will  reduce  total  cost  until  admissions  grow 
beyond  200  admissions  per  bed  per  year.  Consid- 
ering that  the  usual  postpartum  stay  is  four  or  five 
days,  such  a goal  is  physically  impossible.  Never- 
theless, the  implications  of  economies  of  scale  is 
obvious,  for  example,  if  the  occupancy  rate  is  in- 
creased to  100  per  cent,  and  theoretically  even  be- 


yond 100  per  cent,  the  cost  per  patient  service  will 
decrease.  In  a truly  practical  sense  maximal  econ- 
omies in  resource  reduction  do  not  occur  until  all 
duplication  of  services  is  eliminated. 

One  of  the  aims  of  our  theoretic  plan  is  to  in- 
crease the  occupancy  rate  as  significantly  as  possi- 
ble to  spread  the  fixed  costs  of  physical  facilities 
and  staffing  requirements  more  practically  and 
thus  alleviate  costs  of  duplication.  Statistically 
this  favors  the  establishment  of  larger  services 
which  would  have  a sufficient  reserve  of  beds  for  a 
characteristically  fluctuating  census  while  yet 
maintaining  a high  enough  average  daily  census  to 
keep  patient  costs  down.  Having  fewer  services 
provide  more  care  has  certain  quality-of-care  im- 
plications as  well  as  financial  ones.9 

Regional  reorganization 

Regional  reorganization  of  all  aspects  of  health 
care  has  been  put  forward  by  one  group  or  anoth- 
er. The  institutional  delivery  of  care  is  undergo- 
ing progressive  change,  and  only  by  careful  plan- 
ning will  actual  care  delivered  be  improved.  The 
American  College  of  Obstetricians  and  Gynecolog- 
ists has  recommended  consolidation  of  obstetrics 
services  and  regional  centers  for  high-risk  pa- 
tients.10 In  a prior  analysis,  the  postpartum  bed 
needs  of  each  hospital  was  determined.  Table  II 
lists  the  CHP  districts  with  the  respective  hospi- 
tals, with  their  obstetrics  beds  in  parentheses,  the 
theoretically  calculated  obstetrics  beds  required, 
and  the  theoretical  action  recommended  when  a 
reanalysis  based  on  regional  requirements  is  ac- 
complished. 

CHP  district  A has  a calculated  need  for  33 
beds.  It  is  recommended  that  the  smaller  of  the 
two  hospitals  close  its  obstetrics  services  since 
they  are  in  close  proximity  to  each  other  and,  as 
presently  constituted,  neither  can  maintain  ade- 
quate occupancy.  CHP  district  B has  a calculated 
bed  need  of  89.  By  completely  closing  the  small- 
est obstetrics  service,  81  beds  can  be  retained. 
The  municipal  hospital  located  in  CHPD  B and 
whose  legally  mandated  catchment  area  includes 
CHPD  A,  B,  C,  and  D will  have  to  remain  active 
because  of  its  service  to  indigent  patients  and  be- 
cause of  its  premature  nursery  facilities.  The  hos- 
pital with  the  larger  obstetrics  service,  CHPD  C, 
will  continue  to  operate.  Hospital  6 should  close 
because  its  small  size  makes  it  unlikely  that  it  will 
be  able  to  provide  the  service  needed  in  the  dis- 
trict. CHPD  D is  scheduled  to  retain  64  beds,  and 
to  do  so  the  smallest  unit  of  25  beds  should  be 
closed,  thus  allowing  67  beds  to  remain.  The  sec- 
ond municipal  hospital  is  scheduled  to  remain 
open  to  service  indigent  patients,  but  the  age  and 
obsolescent  nature  of  its  facilities  recommend  that 
they  be  replaced  or  rebuilt,  if  proper  service  is  to 
be  provided  to  patients. 

CHPD  E is  reasonably  well  matched  between 
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prospective  need  and  present  capacity  so  only  a 
small  reduction  in  bed  capacity  should  be  made. 
District  F is  already  well  matched  between  de- 
mand and  facilities. 

A recent  administrative  consolidation  of  hospi- 
tals 18  and  19  force  the  consideration  of  CHPD  H 
and  I as  a single  district  with  both  physical  plants 
remaining  available. 

Since  the  initial  data  collection  and  analysis 
that  preceded  this  publication,  the  number  of 
postpartum  maternity  beds  in  the  county  under 
study  has  declined  by  46.  Due  to  a general  decline 
in  maternity  bed  occupancy,  the  recommendations 
for  retention  of  services  have  had  to  undergo  a 
downward  revision.  Despite  consolidations  and 
closings,  the  model  presented  predicts  further 
modification  of  available  obstetrics  facilities  in  the 
future.  These  modifications  are  dictated  by  eco- 
nomic reality  but  have  been  predictable.  We  hope 
that  regional  health  planning  will  prove  to  be  such 
a useful  tool  that  planning  model  results  will  be 
used  as  a guide  for  action.  In  this  way  we  hope 
that  institutions  will  remain  financially  sound  and 
thus  best  be  able  to  serve  their  communities. 

As  a further  example  of  planned  regionalization 
of  health  care  services,  most  of  the  hospitals  in  this 
county  could  be  considered  primary  care  facilities. 
Hospitals  that  should  be  considered  secondary 
care  institutions  are  both  municipal  hospitals  and 
the  voluntary  hospital  that  has  a premature  inten- 
sive care  unit.  These  institutions  offer  outpatient 
care  facilities,  premature  care  facilities,  renal  dial- 
ysis services,  availability  of  drug  and/or  alcohol 
treatment  programs,  and  family  planning  ser- 
vices.11 All  hospitals  with  training  programs  in 
obstetrics  have  had  their  bed  complement  pre- 
served, and  with  the  proposed  decrease  in  compet- 
ing hospitals  these  programs  should  offer  even  bet- 
ter training  opportunities. 

Program  implementation 

It  is  not  the  purpose  of  this  report  to  demand 
the  implementation  of  the  program  discussed  here. 
While  theoretic  in  nature,  it  indicates  the  relative- 
ly small  adjustments  which  must  be  made  to  modi- 
fy existing  service  patterns.  The  proposed  plan 
requires  the  closure  of  only  4 obstetrics  services 
out  of  20.  Needless  to  say,  changes  cannot  be  dic- 
tated by  fiat  from  an  omnipotent  agency.  Several 
solutions  to  similar  dilemmas  have  been  found 
throughout  the  country,  and  while  a regional  ap- 
proach is  larger  in  scope,  cooperative  measures  can 
be  taken  to  equalize  the  effects  of  service  modifi- 
cations. Owners,  trustees,  medical  staffs,  and  ad- 
ministrators determine,  to  a large  extent,  the  suc- 
cess of  regional  planning.  In  a cooperative  effort 
the  day-to-day  deliverers  of  hospital  care  can 


probably  make  the  best  decisions  concerning  con- 
straints to  planning  proposals.  Age  of  facilities, 
method  of  physician  appointments,  quality  of 
equipment,  and  religious  considerations  are  signif- 
icant issues  in  the  merger  of  just  two  obstetric  ser- 
vices. A larger  proposal  compounds  these  difficul- 
ties, but  such  problems  have  proved  surmountable 
in  the  past.12  The  impetus  for  any  changes  will  be 
financial  with  the  goal  of  institutional  survival 
being  prominent  in  the  minds  of  owners,  trustees, 
medical  staffs,  and  administrators.  Regionaliza- 
tion requires  the  active  participation  of  these  indi- 
viduals. Regionalization  of  obstetric  services  has 
also  been  shown  to  be  effective  in  providing  social 
and  facility  economies  for  both  patients  and  physi- 
cians.13 

The  conversion  of  unused  obstetric  units  to 
functioning  and  needed  postcardiac  and  intensive 
care  units  or  nursing  facility  beds  are  options  open 
to  all  hospitals.  Indeed,  the  proprietary  facility 
requires  revenue-generating  services  more  than 
other  ownership  categories.  To  maintain  a viable 
stance  in  health  care  delivery  the  investor-owned 
facilities  must  adapt  services  to  the  definitive 
community  needs.  All  hospitals  should  view  re- 
gional plans  not  as  a penalty,  but  as  a rationaliza- 
tion of  services  for  both  the  community  and  insti- 
tution. 
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New  York  State  passed  four  pieces  of  narcotic 
legislation  in  the  late  nineteenth  century  prohib- 
iting opium  smoking  (1882),  forbidding  the  refill- 
ing of  prescriptions  containing  harmful  drugs 
(1893),  providing  information  about  narcotics  to 
public  school  children  (1895),  and  prohibiting  pos- 
session with  intent  to  administer  to  another  per- 
son without  a physician’s  prescription  (1897). 1 In 
1907  an  anticocaine  measure  was  passed  dealing 
with  distribution,  sale,  and  dispensing.  This  legis- 
lation was  further  amended  in  1908,  1910,  and 
1913,  when  unauthorized  possession  was  prohib- 
ited. A 1913  New  York  State  act  amended  the  In- 
sanity Law,  and  provided  that  a judge  of  a court  of 
record  where  an  addict  resided  might  commit  such 
an  addict  as  an  inebriate  to  any  private  licensed 
institution  for  the  insane  on  the  request  of  an  in- 
terested person,  providing  that  the  request  was 
supported  by  proper  evidence  of  addiction.2 

Apparently  the  1913  legislation  making  cocaine 
possession  illegal,  and  a subsequent  flurry  of  police 
activities  to  enforce  this  legislation,  led  into  the 
New  York  courts  a large  influx  of  cases  prosecuted 
for  unlawful  possession  and  sale  of  cocaine.3 
Many  users  were  found  to  be  in  possession  of  her- 
oin also,  but  the  courts  were  powerless  to  deal  with 
them  except  under  municipal  provisions  prohib- 
iting unauthorized  sale,  since  there  was  not  yet 
any  State  legislation  specifically  dealing  with  her- 
oin. 

Concerned  about  the  apparent  increase  in  drug 
use,  the  Vanderbilt  Committee,  a committee  in  the 
public  interest,  composed  of  members  of  civic  or- 
ganizations, physicians,  judges,  and  private  indi- 
viduals, met  in  1913  and  1914  to  study  the  prob- 
lem of  addiction  and  to  plan  for  an  agitation  of 
public  interest  to  secure  legislation.4  The  result 
was  the  passage  of  the  Boylan  Law  in  New  York 
State,  April,  1914.5  This  legislation  was  amended 
and  made  more  restrictive  in  January,  1915. 

Boylan  Law  and  sequelae 

By  the  provisions  of  the  Boylan  Law,  all  profes- 
sionals dealing  in  narcotics,  including  heroin  and 
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cocaine,  had  to  keep  the  names  and  addresses  of 
persons  to  whom  such  drugs  were  dispensed. 
Every  physician  and  institution  using  narcotics 
was  required  to  keep  a record  of  the  quantity  of 
drugs  prescribed  or  furnished  to  habitual  users. 
Ordering  of  drugs  was  to  be  made  in  triplicate  on 
official  blanks  furnished  by  the  State  of  New  York 
Department  of  Health,  and  copies  were  to  be  kept 
by  the  buyer,  seller,  and  the  department.  Posses- 
sion of  a hypodermic  syringe  was  legal  only  if  ac- 
companied by  a certificate  from  a physician.  This 
law  also  defined  illegal  possession  and  provided  for 
commitment  of  addicts  under  the  amendment  to 
the  old  Insanity  Law. 

The  Boylan  Law  prohibited  the  prescribing  and 
dispensing  of  narcotics  by  physicians  except  in 
cases  of  disease,  injury,  or  deformity,  and  it  also 
specifically  made  possession  of  narcotics  a viola- 
tion of  the  law.  The  legislation  included  pharma- 
cists within  its  prohibitory  and  record-keeping 
provisions.  It  also  gave  no  express  permission  for 
physicians  to  treat  cases  of  addiction.  Not  sur- 
prisingly, some  of  the  effects  of  the  Boylan  Law 
and  the  preceding  cocaine  legislation  were  to  in- 
crease further  the  number  of  arrests  and  convic- 
tions of  addicts,  physicians,  and  pharmacists;  to 
frighten  physicians  away  from  prescribing  or  dis- 
pensing narcotics  to  addicts;  and  to  encourage  the 
growth  of  illicit  traffic  and  peddling  in  narcotics. 

In  New  York  City  alone,  the  arrest  of  addicts  for 
possession  and  selling  rose  from  106  in  1913,  to 
1,415  in  1914,  to  1,503  in  1915,  and  to  1,686  in 
1916.  In  December,  1914,  the  Federal  Harrison 
Narcotic  Act  was  passed.  This  Act,  less  stringent 
than  the  Boylan  legislation  which  preceded  it  by 
eight  months,  permitted  the  physician  to  dispense 
or  distribute  controlled  substances  in  the  course  of 
his  professional  practice  only.  Possession  of  such 
drugs  by  nonregistered  persons  was  allowed  if 
these  substances  were  prescribed  in  good  faith. 
The  Harrison  Act  contained  no  specific  provisions, 
either  favorable  or  prohibitory,  for  the  treatment 
of  persons  already  addicted  to  narcotics  or  for 
those  who  would  become  addicted.  The  practical 
effects  of  the  Harrison  Act  and  of  the  series  of  in- 
terpretative decisions  promulgated  by  the  Trea- 
sury Department,  which  had  been  given  power  in 
the  legislation  to  regulate  and  rule  on  provisions  of 
the  Act,  were  the  narrowing  of  medical  treatment 
of  addiction  to  reduction  and  withdrawal,  prohib- 
iting maintenance  of  any  amount  of  narcotic  for 
ambulatory  patients,  institutionalization  for  ad- 
diction treatment,  and  an  abandonment  by  private 
physicians  of  addiction  cases.  Real  changes  in 
medical  practice  and  the  treatment  of  patients 
were  thereby  effected.6 

The  consequences  in  many  state  localities  which 
were  totally  unprepared  for  stringent  law  enforce- 
ment or  for  the  drying  up  of  drug  sources  may  be 
judged  by  a report  from  Rochester,  New  York, 
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1914.  This  report  indicates:  (1)  what  types  of  ad- 
dicts were  being  caught  in  the  net  of  enforcement; 
(2)  something  of  the  epidemiology  of  early  twenti- 
eth century  addiction;  and  (3)  something  of  the 
then-current  “establishment”  opinion  of  addic- 
tion': 

A number  of  half-crazed  men  and  women  habitues 
of  these  drugs  were  discovered  and  66  of  them  treated 
at  the  Municipal  Hospital  along  with  11  alcoholics. 
Among  these  were  young  boys  who  had  become  heroin 
habitues  through  bad  association;  homeless  or  derelict 
men  cast  upon  the  human  scrap  heap;  poor  and  ne- 
glected old  women  whose  only  solace  was  a laudanum 
bottle  or  some  morphine.  There  were  people  who  had 
been  racked  with  pain  and  those  who  had  become  in- 
fected with  venereal  disease.  All  those  who  came 
were  offered  a chance.  Few  of  them  had  enough 
moral  stamina  to  refrain  for  long  from  the  use  of  the 
drug  after  being  discharged  from  the  hospital  with  the 
habit  broken. 

Whitney  Committee 

Because  of  lack  of  consensus  in  the  medical  pro- 
fession about  the  treatment  of  addiction  cases  and 
about  what  was  actually  permitted  and  sanctioned 
by  law,  certain  dilemmas  were  created  for  both 
physicians  and  addict-patients  by  state  and  feder- 
al legislation.  In  September,  1916,  New  York 
State  appointed  a legislative  committee,  the  Whit- 
ney Committee,  to  reexamine  the  extent  of  the  ad- 
diction problem,  and  to  recommend  further  State 
legislation  to  reform  and  ameliorate  the  medico- 
legal situation.  Hearings  were  held  in  Manhattan, 
Brooklyn,  Buffalo,  Syracuse,  Albany,  and  other  lo- 
calities, and  testimony  was  taken  from  physicians, 
enforcement  officials,  and  addicts.  Much  of  the 
testimony  of  Ernest  Bishop,  M.D.,  a proponent  of 
the  belief  in  addiction  as  a disease  and  in  narcotic 
maintenance,  found  its  way  into  the  preliminary 
report  of  the  Whitney  Committee,  February, 
1917.8 

The  recommendations  in  this  report  began  by 
recognizing  that  there  was  an  increasing  preva- 
lence of  the  disease,  addiction,  in  the  criminal 
classes  and  an  apparent  lack  of  medical  help.  The 
committee  stated  that  the  addict  was  obtaining  his 
supply  of  narcotics  illegally  because  most  physi- 
cians and  pharmacists  have  refused  to  prescribe  or 
dispense  narcotic  drugs  to  the  sufferer.  The  com- 
mittee recommended  that  New  York  State  estab- 
lish a supply  of  narcotic  drugs  to  which  the  con- 
firmed addict  should  have  access  under  proper 
State  regulation,  pending  the  establishment  of  ra- 
tional and  recognized  scientific  treatment  of  ad- 
diction disease. 

First  Whitney  Act 

The  First  Whitney  Act  coming  out  of  the  Whit- 
ney Committee’s  recommendations  in  1917  incor- 
porated several  provisions  of  the  earlier  Boylan 


Law  but  ostensibly  modified  restrictions  on  physi- 
cians, and  specifically  permitted  the  medical  treat- 
ment of  addicts  as  long  as  prescriptions  for  narcot- 
ics stated  the  purpose  of  the  medication.  Among 
the  provisions  was  one  which  required  that  per- 
sons having  narcotics,  syringes,  or  needles  in  their 
possession  carry  with  them  at  all  times  a physi- 
cian’s certificate  stating  their  need  for  such  items. 
This  Act  also  permitted  local  boards  of  health  to 
provide  free  prescriptions  to  indigent  addicts,  and 
to  dispense  narcotics  under  the  regulations  of  the 
New  York  State  Board  of  Health,  two  items  which 
provided  the  legislative  raison  d’etre  for  the  abor- 
tive experience  with  narcotic  clinics  in  New  York 
State  between  1919  and  1920. 

In  the  final  report  of  the  Whitney  Committee, 
March,  1918,  the  findings  were  that  the  Boylan 
Law  was  so  complicated  and  verbose  in  language 
that  an  intelligent  construction  of  its  provisions  is 
almost  impossible  for  an  attorney  and  is  impossi- 
ble for  a layman.9 

Under  it,  there  is  grave  doubt  whether  a physician 
can  dispense  any  of  these  drugs,  and  even  their  ad- 
ministration must  be  accompanied  with  so  much  rec- 
ord keeping  and  detail  that  few  physicians  will  have 
anything  to  do  with  them  Like  the  physicians, 

very  few  apothecaries  will  dispense  any  of  these  drugs 
where  a separate  record  or  certificate  or  label  is  re- 
quired and  then  only  at  extortionate  prices,  the  ex- 
cuse being  given  that  with  the  various  statutory  re- 
quirements, some  of  which  are  conflicting  and  many 
of  which  they  do  not  understand,  they  cannot  afford 
for  any  reasonable  compensation  to  take  a chance  of 
getting  into  trouble. 

The  report  also  noted  that  there  was  no  fixed 
enforcement  policy  within  New  York  State,  but 
that  enforcement  was  left  virtually  in  the  hands  of 
local  police  officers  who  looked  on  the  narcotics 
user  as  a degenerate  and  criminal,  not  as  a person 
afflicted  with  a disease.  The  report  encouraged 
medical  treatment  of  addiction  which  is  essentially 
a problem  to  be  solved  by  physicians  and  not  by 
the  legislature. 

Second  Whitney  Act 

While  the  general  tenor  of  both  reports  of  the 
Whitney  Committee  seemed  to  be  quite  liberal, 
the  Second  Whitney  Act,  May,  1918,  was  liberal 
only  in  that  it  specifically  provided  that  a physi- 
cian could  properly  treat  an  addict.10  Beyond 
that  allowance,  this  legislation  was  complex  and 
elaborate.  It  contained  many  conflicting  provi- 
sions and  was  as  obfuscating  as  the  Boylan  Law. 

The  Second  Whitney  Act  provided  for  unofficial 
prescription  blanks  for  limited  quantities  of  pre- 
scribed narcotics,  and  official  serially  numbered 
prescription  blanks  in  triplicate  for  larger  quan- 
tities. Limited  quantities  could  be  dispensed  ei- 
ther in  or  out  of  the  physician’s  office,  but  dispens- 
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ing  amounts  exceeding  certain  limits  in  either 
place  required  official  dispensing  blanks  in  tripli- 
cate. The  same  kind  of  record  keeping  was  re- 
quired for  purchasing  narcoticsrofficial  order 
blanks.  Physicians  handling  narcotics  were  re- 
quired to  be  registered  with  the  State  and  to  pay  a 
registration  fee  in  addition  to  similar  requirements 
under  the  Federal  Harrison  Act.  By  July,  1919, 
more  than  a year  after  passage  of  this  legislation, 
only  8,000  of  the  17,000  professionals  in  New  York 
State  had  complied  with  these  requirements.11 

Narcotic  Drug  Control  Commission 
and  narcotic  clinics 

The  Second  Whitney  Act  also  established  as  its 
administrative  arm  the  NDDC  (New  York  State 
Narcotic  Drug  Control  Commission)  whose  direc- 
tor was  empowered  to  promulgate  decisions  inter- 
preting this  legislation.  This  was,  in  effect,  a 
State  parallel  to  the  Treasury  Department  deci- 
sions of  the  Federal  government  under  the  Harri- 
son Act.  Although  the  aim  of  the  NDCC  was  pre- 
sumably to  monitor  the  medical  use  of  narcotics 
and  to  oversee  addiction  maintenance  by  private 
physicians  and  in  narcotic  clinics  established  with- 
in the  State,  this  commission  soon  mirrored  the 
punitive  attitudes  of  the  Treasury  Department 
toward  addicts  and  the  use  of  narcotics  in  private 
practice. 

Early  NDCC  regulations  required  the  registra- 
tion of  addicts  within  the  State  of  New  York  De- 
partment of  Health  by  all  professionals  who  had 
contact  with  such  patients,  even  on  suspicion  of 
addiction.  Further  regulations  were  directed  spe- 
cifically at  New  York  City  and  called  for  the  self- 
registration of  all  addicts  within  the  city.  In  1920, 
the  unofficial  blanks  allowing  the  physician  to  pre- 
scribe limited  quantities  of  narcotics  were  abol- 
ished. The  NDCC  claimed  that  the  unofficial 
blanks  made  it  impossible  to  prevent  the  addict 
from  visiting  different  physicians  and  obtaining 
larger  quantities  of  narcotics  for  which  there  was 
then  no  record.  From  this  date  on,  all  narcotics  of 
whatever  quantity  and  for  whatever  purpose  had 
to  be  prescribed  on  triplicate  official  blanks,  copies 
of  which  had  to  be  sent  to  the  State  of  New  York 
Department  of  Health  within  twenty-four  hours  of 
dispensing.12 

New  York  State  made  a lumbering  attempt  to 
implement  the  spirit  of  the  Whitney  Committee 
by  allowing  the  establishment  of  narcotic  clinics 
for  maintaining  addicts.  It  was  an  abortive  and 
short-lived  attempt.  The  New  York  City  clinic 
operated  for  only  about  ten  months  between  April, 
1919,  and  January,  1920.  Its  functions  were  in- 
creasingly paralyzed  by  physicians  and  adminis- 
trators basically  opposed  to  the  idea  of  mainte- 
nance for  ambulatory  addict-patients.  Stringent 
interference  from  Federal  and  State  governments 


did  not  help,  exacerbated  by  widespread  peddling, 
street  sales,  and  scrip  writing,  and  by  the  confu- 
sion of  addicts  and  physicians  about  the  require- 
ments and  sanctions  of  existing  legislation. 
Added  to  these  elements,  the  practical  effects  of  a 
series  of  Supreme  Court  decisions  interpreting  the 
Harrison  Act  were  gradually  to  limit  the  treatment 
of  addiction  to  total  withdrawal  from  drugs,  pref- 
erably out  of  the  physician’s  office  or  clinic  and  in 
an  institution  and,  in  fact,  to  discourage  the  pre- 
scribing of  even  limited  amounts  of  narcotics  to 
patients  who  might  turn  out  to  be  habitual  users. 
A not  inconsequential  number  of  physicians  were 
entrapped  by  over-zealous  law  enforcement  offi- 
cers and  found  guilty  of  violating  the  Harrison  Act 
irrespective  of  their  intent  or  belief.13,14 

Repeal  of  narcotic  legislation  in  New  York  State 

The  burgeoning  number  of  restrictive  interpre- 
tations, continuing  demands,  and  proposals  for 
further  narcotic  legislation,  and  a deepening  con- 
fusion about  what  was  legally  permissible  to  the 
private  physician  in  the  treatment  of  addiction 
and  in  the  use  of  narcotics  in  his  practice,  led  to 
the  total  repeal  of  all  narcotic  legislation  in  New 
York  State  on  May  13,  1921.  Gov.  Nathan  L.  Mil- 
ler said: 

Being  unable  to  resolve  that  conflict  of  opinion,  I 
have  deemed  it  the  safest  course  to  leave  the  subject 
to  be  governed  by  the  Federal  statute  until  such  time 
at  least  as  it  shall  more  clearly  appear  in  what  way 
that  statute  may  be  wisely  supplemented  by  the 
State.  I have  therefore  approved  the  simple  repeal- 
ing act  and  disapproved  the  others.15 

The  State,  except  for  the  Harrison  Act,  re- 
mained without  any  narcotic  legislation  until  1927 
when  a similar  round  of  repressive  legislation  and 
its  consequences  began  again. 

Controlled  Substances  Act,  1973 

Chapter  878  of  the  Laws  of  New  York,  the  Con- 
trolled Substances  Act,  became  effective  on  April 
1,  1973.  This  legislation  requires  practitioners 
who  wish  to  prescribe,  administer,  or  dispense  any 
of  the  controlled  substances  listed  in  four  of  five 
schedules,  including  opium  and  its  derivatives, 
coca  leaves  and  derivatives,  amphetamines  and 
barbiturates,  to  do  so  in  good  faith  and  in  the 
course  of  their  professional  practice  only.  Sub- 
stances in  Schedule  I,  hallucinogens,  cannabis,  and 
so  forth,  are  strictly  limited  to  use  in  research  or  in 
instructional  or  analytical  activities  under  certain 
very  narrowly  specified  conditions. 

Controlled  substances  must  be  prescribed  for  a 
recognized  medical  purpose.  They  may  not  be 
prescribed  to  addicts  except  during  emergency 
treatment  unrelated  to  addiction,  or  to  addicts 
who  are  bona  fide  patients  suffering  from  incura- 
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ble  or  fatal  diseases,  or  to  those  addicts  who  are 
aged,  infirm,  or  suffering  from  such  serious  injury 
or  illness  that  withdrawal  would  endanger  life  or 
impede  recovery;  Physicians  must  report  to  the 
authorities  any  patient  who  is  an  addict  or  an  ha- 
bitual user. 

The  use  of  methadone  or  other  excepted  sub- 
stances designated  as  appropriate  is  allowed  while 
an  addict  is  on  a waiting  list  for  entry  into  an  au- 
thorized maintenance  program,  or  as  part  of  a regi- 
men specifically  designed  or  intended  to  withdraw 
the  addict  from  drugs.  Methadone  or  other  sub- 
stances may  not  be  used  for  maintenance  purposes 
unless  their  usage  is  part  of  a certified  and  autho- 
rized program  in  the  public  interest,  in  which  the 
directing  physician  and  his  staff  must  be  of  good 
moral  character. 

The  practitioner  must  use  only  official  New 
York  State  triplicate  prescription  forms.  These 
official  forms  are  prepared  and  issued  by  the  State 
of  New  York  Department  of  Health  in  serially 
numbered  groups  of  100,  at  a cost  of  $10,  to  those 
legally  entitled  to  use  them.  All  substances  re- 
quiring an  official  New  York  State  prescription 
must  be  written  on  one  of  these  triplicate  forms. 
The  law  specifies  in  detail  what  information  must 
appear  on  these  forms  and  requires  that  the  prac- 
titioner shall  retain  one  copy  of  the  prescription 
for  five  years,  and  shall  give  the  others  to  the  ulti- 
mate user  who  will,  in  turn,  take  them  to  a phar- 
macist. The  legislation  also  specifies  in  detail 
procedures  for  purchasing,  dispensing,  and  record 
keeping  for  those  practitioners  who  wish  them- 
selves to  dispense  some  of  these  substances.  An 
official  New  York  State  prescription  may  not  be 
refilled. 

Looking  backward 

It  does  seem  that  those  who  do  not  learn  the  les- 
sons of  history  are  bound  to  repeat  them.  Some 
eighty  years  after  the  first  attempts  by  New  York 
State  to  solve  a complex  sociomedical  problem  by 
controlling  medical  practice,  patients,  and  the 
medical  use  of  narcotics,  similar  legislation  is  still 
being  passed.  The  physician  and,  more  impor- 
tantly, the  patient  lose.  The  gains  to  society  re- 
main questionable. 

Conclusion 

There  is  a lesson  to  be  learned  from  examining 
parallels  between  some  long-forgotten  early  twen- 
tieth century  narcotic  legislation  in  New  York 
State  and  the  Controlled  Substances  Act  of  1973. 
The  earlier  laws  were  passed  in  a punitive  and  mor- 
alistic social  context  and  were  attempts  to  cope 
with  the  newly  recognized  and  little  understood 
problem  of  narcotic  addiction.  This  legislation 
and  its  implementation  had  real  effects  on  the 
practice  of  medicine  in  New  York  State.  Physi- 
cians gradually  turned  away  from  prescribing  for 


addict-patients,  from  using  proscribed  substances 
for  their  other  patients,  and  from  maintaining  ad- 
dicts on  limited  quantities  of  narcotics,  although 
all  these  modalities  had  been  previously  used  in 
the  course  of  professional  practice.  Physicians’ 
confusion,  fear  of  arrest  and  harassment,  and  an- 
noyance with  burgeoning  paperwork,  and  the  ap- 
parent growth  in  the  number  of  addicts  and  illegal 
street  sales  which  the  legislation  certainly  did  not 
curtail  and  may  have  abetted,  led  to  the  total  re- 
peal of  narcotic  laws  in  the  State  of  New  York  in 
1921  and  a six-year  hiatus  before  any  more  such 
legislation  was  passed.  The  content  of  the  Con- 
trolled Substances  Act  of  1973  is  surprisingly  simi- 
lar in  wording,  concept,  and  implication  to  the  ear- 
lier laws.  Questions  may  legitimately  be  raised 
about  what  we  have  learned  in  the  last  seventy 
years. 
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Pelham  Parkway  South  and  Eastchester  Road 
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Iodine  (from  Potassium  Iodide)  0.075  mg. 
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Phosphorus  (from  Dicalcium 
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Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 

Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  femaie 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICAT  IONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 

TESTAND  B INJECTABLE:  Vials  of  10  cc. 
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A hormonal,  nutritional  supplement 
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Physicians,  pharmacists,  pharmacologists, 

nurses,  the  pharmaceutical  industry,  and  the  gov- 
ernment all  have  roles  to  play  in  assisting  patients 
to  comply  with  therapeutic  regimens.  Unfortu- 
nately, such  assistance  costs  money  or  its  equiva- 
lent, time.  Still,  if  we  believe  that  these  agencies 
and  our  advice  do  in  fact  help  the  patient,  then  we 
should  be  willing  to  take  the  time  to  improve  com- 
pliance. 

The  following  thoughts  are  based  on  what 
health  professionals  and  the  pharmaceutical  in- 
dustry can  do  to  improve  compliance  by  dealing 
directly  with  the  reasons  patients  have  given  for 
their  failure  to  adhere  to  their  therapeutic  plans. 

Role  of  pharmaceutical  industry 

One  reason  given  for  noncompliance  is  that  pa- 
tients may  misunderstand  or  get  confused  about 
their  medications  and  make  inadvertent  errors, 
even  if  they  intend  to  follow  the  correct  schedule. 

The  pharmaceutical  industry  can  contribute  in  a 
variety  of  ways  to  decreasing  such  confusion.  Al- 
though it  will  end  up  being  more  expensive  be- 
cause of  investment  in  new  equipment,  the  use  of 
different  sizes  and  shapes  of  tablets  will  help  pa- 
tients discriminate  between  treatments,  thus  mak- 
ing fewer  errors.  Mazzullo  and  Lasagna1  have  dis- 
cussed how  even  their  nearly  blind  patients  could 
distinguish  chlorpropamide  (Diabinese)  'by  its 
shape,  a D for  diabetes,  or  color,  and  ethacrynic 
acid  by  its  oblong  shape.  They  used  these  prepa- 
rations instead  of  tolbutamide  (Orinase)  and  furo- 

* Presented  in  part  at  the  Massachusetts  College  of  Pharma- 
cy, October  15, 1974. 


semide  (Lasix),  which  have  the  same  shape  and 
color  and  are  nearly  equal  in  size. 

An  example  of  this  type  of  error  came  up  in  our 
study  of  the  role  of  compliance  in  determining 
serum  digoxin  concentrations.2  We  informed  a 
physician  that  his  patient’s  serum  contained  a low 
digoxin  concentration.  During  his  next  visit  the 
patient  was  urged  to  ta“ke  his  medicine  on  sched- 
ule. Two  weeks  later  he  returned  not  feeling  very 
well.  He  had  indeed  taken  his  medications  as  di- 
rected. He  made  just  one  mistake:  confusing  2 

similar  tablets.  He  took  3 digoxin  tablets  and  1 
furosemide  tablet  per  day.  On  repeat  testing  his 
serum  digoxin  concentration  was  in  the  toxic 
range. 

Improved  labeling  of  medications  by  the  manu- 
facturer should  include  the  amount  of  drug  in  each 
tablet,  or  milliliter.  Many  tablets  have  an  identi- 
fication number  imprinted  on  them.  This  may 
help  patients  who  carry  a variety  of  medications  in 
a pill  box. 

Better  and  more  commonly  available  sustained- 
release  preparations  can  improve  compliance  by 
decreasing  confusion  and  errors  caused  by  having 
to  take  a large  number  of  doses  each  day.  New 
agents  with  a longer  effective  life  would  accom- 
plish the  same  goal.  The  new  prolonged-release 
potassium  chloride  tablets,  recently  marketed  in 
the  United  States,  are  not  associated  with  either 
ulcers  or  unpleasant  tastes.  They  will  definitely 
affect  compliance- and  may  even  result  in  hyperka- 
lemia if  exact  transfer  of  dosage  from  liquid  prepa- 
rations is  made. 

Developing  less  toxic  congeners  of  currently 
available  medications,  or  new  classes  of  agents 
with  fewer  unpleasant  effects,  also  will  counteract 
noncompliance  caused  by  toxic  or  nuisance  fac- 
tors. Amoxicillin,  a new  semisynthetic  penicillin, 
is  an  example  of  a new  drug  which  may  improve 
compliance.  It  can  be  taken  with  meals,  a com- 
mon, easily  remembered  schedule.  Other  oral 
penicillins  must  be  taken  one  hour  before  or  two 
hours  after  meals,  a cumbersome,  confusing  sched- 
ule. Current  efforts  to  improve  the  palatahility  of 
liquid  preparations  should  continue  and  be  inten- 
sified. 

Less  expensive  drugs  (all  levels  in  the  economic 
chain  must  share  in  this)  may  also  increase  com- 
pliance even  though  medication  costs  make  up 
only  a small  part  of  total  personal  health  expendi- 
tures, in  fact,  less  than  7 per  cent. 

Some  of  these  changes  will  be  expensive  but  will 
help  improve  therapeutics  through  improved  com- 
pliance. 

Role  of  physicians 

Physicians  can  affect  many  of  the  factors  given 
as  reasons  for  noncompliance  by  patients.  Mak- 
ing the  correct  diagnosis  and  designing  a simple, 
effective  regimen  begins  the  process.  Clear,  pre- 
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cise  treatment  directions  tailored  to  the  vagaries 
and  necessities  of  the  patient’s  life  will  also  im- 
prove compliance.  Mazzullo,  Lasagna,  and  Grin- 
er3  have  shown  that  patients  have  great  difficulty 
understanding  some  types  of  directions,  a source 
of  correctable  errors.  Physicians’  prescriptions 
should  be  legible,  with  precise  dosage  intervals 
substituted  for  ambiguous  Latin  abbreviations. 

People  who  eat  once  or  four  times  per  day  will 
not  receive  the  amount  of  medication  expected  if 
three  doses,  one  with  each  meal,  are  intended. 
Similarly,  prescribing  a drug  with  meals  and  at 
bedtime  may,  in  a person  fasting  until  after  sun- 
down, as,  for  example,  a Moslem  during  Ramadan, 
provide  a sudden  large  dose  followed  by  no  drug 
for  twenty  or  so  hours.  Jobs,  hobbies,  sports, 
traveling,  and  so  forth,  may  disturb  schedules  or 
make  adherence  impossible.  If  these  factors 
would  be  considered,  perhaps  a more  convenient 
regimen  could  be  designed  that  would  still  accom- 
plish the  therapeutic  goals.  The  main  point,  too 
rarely  confronted,  is  to  find  out  about  patients’ 
habits  that  may  affect  drug  administration. 

In  our  study  of  compliance  and  serum  digoxin 
concentrations,  the  physician  whose  patients  had 
the  best  compliance  record  uses  an  excellent  sys- 
tem for  assuring  adherence.2  At  follow-up  visits 
he  has  the  patient  go  over  each  medication,  giving 
the  purpose,  dose,  and  adverse  and  desired  thera- 
peutic effects,  almost  a catechism.  Then  he  com- 
pares notes  taken  during  this  recitation  with  what 
he  had  written  in  the  patient’s  chart.  If  there  are 
any  discrepancies,  he  corrects  them  and  discusses 
problems  in  maintaining  the  regimen.  Many  au- 
thors, writing  in  the  compliance  field,  believe  some 
sort  of  patient  education  is  crucial  to  improving 
compliance.  They  believe  that  if  people  are  given 
knowledge  about  an  issue,  they  will  make  the  right 
decision.  We  continue  to  cling  to  this  theory  de- 
spite recurring  proof  of  its  failure.  Data  from  my 
own  studies  indicate  the  frequent  failure  of  educa- 
tion to  improve  adherence  to  medication  sched- 
ules. However,  as  in  the  example  just  stated,  pa- 
tient education  may  work  for  some  physicians  and 
with  some  patients. 

Education  may  counteract  a very  basic  tendency 
running  through  most  of  the  explanations  given  by 
patients  for  failing  to  comply.  This  is  fear.  Fear 
may  be  engendered  by  the  disease  state  or  even  by 
the  possibility  of  death  implied  by  needing  to  take 
medications.  Patients  fear  addiction  and  adverse 
effects  as  well.  Transmittal  of  factual  information 
may  not  work  because  of  the  emotional  level  in- 
volved in  such  situations.  However,  education  in 
a higher  sense  than  mere  transmittal  of  informa- 
tion, used  rather  to  transmit  the  ability  to  see 
questions,  issues,  or  facts  in  various  lights,  may  in- 
deed be  useful  in  improving  compliance.  This 
type  of  education  gives  the  recipient  an  opportuni- 
ty for  intellectual  growth  and  the  emergence  of 


new  thought  patterns.  The  trust  underlying  the 
therapeutic  relationship  may  also  be  fostered. 
Patients  who  feel  that  health  professionals  care 
enough  about  them  as  people  to  take  time  and  ex- 
pend energy  in  discussing  their  medications  with 
them,  may  be  more  likely  to  accept  the  value  of 
the  medications  and  the  need  to  take  them  on  a 
certain  schedule.  Understanding  the  effect  of  a 
drug  on  renin  production  is  unlikely  to  sway  a pa- 
tient’s emotions.  Transmittal  of  the  belief  that 
treatment  of  hypertension  is  beneficial  in  the  long 
run,  despite  some  present  discomfort,  may  result 
in  better  patient  compliance. 

These  remarks  may  give  the  impression  that 
people  needing  to  take  medications  are  children, 
needing  guidance  from  the  all-knowing  hands  of 
physicians,  pharmacists,  and  nurses.  This  is  not 
true.  We  are  advisors;  patients  control  their  own 
bodies  and  are  ultimately  responsible  for  their  own 
health.  On  the  other  hand,  we  should  not  overes- 
timate the  patient’s  understanding  of  disease  pro- 
cesses and  medications.  If  we  believe  in  the  value 
of  our  work,  we  should  transmit  this  feeling  to  the 
patients.  Frequently,  we  must  accept  facts  and 
concepts  on  trust  or  faith  also.  We  also  have  our 
doubts.  Reflecting  such  uncertainty,  our  advice 
should  not  be  cloaked  in  absolutism  but  in  honest 
doubt.  This  type  of  communication  may,  one 
hopes,  result  in  a relationship  which  will  be  appro- 
priate for  most  people. 

Physicians  must  also  remember  that  patients 
may  improve  for  reasons  other  than  their  therapy. 
In  our  digoxin  study  all  of  the  patients  were 
thought  to  be  adequately  digitalized,  even  those 
who  turned  out  to  have  no  detectable  digoxin  in 
their  serum.  Leaving  aside  the  point  that  digoxin 
concentrations  below  the  sensitivity  of  the  assay 
may  be  enough  for  some  patients,  it  is  obvious  that 
diuretics,  the  natural  history  of  the  underlying  dis- 
ease, salt  restriction,  vague  criteria  for  grading  im- 
provement, and  other  factors  resulted  in  these  pa- 
tients being  assessed  as  properly  treated.  Some, 
in  fact,  had  stopped  digoxin  weeks  before  because 
they  suspected  that  they  did  not  need  it — correct- 
ly, it  turned  out. 

One  of  the  sadder  aspects  of  the  digoxin  study  is 
that  physicians  had  little  idea  of  whether  or  not 
their  patients  actually  were  taking  the  drugs.  It 
never  even  occurred  to  them  that  patients  were 
not  following  directions.  On  the  other  hand,  pa- 
tients did  not  tell  the  physicians  that  they  took 
their  medications  irregularly  or  not  at  all.  This 
capriciousness  of  dosing  is  almost  more  worrisome 
than  total  noncompliance,  since  patients  are  ex- 
posed to  the  adverse  effects  of  a drug,  especially 
the  allergic  or  idiosyncratic  ones,  without  receiving 
the  commensurate  benefit  of  the  therapeutic  ac- 
tions of  the  drug.  Physicians  did  not  explain  why 
a daily  dose  was  important,  nor  did  patients  tell 
physicians  why  they  took  no  drug  at  all  on  Mon- 
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day  and  several  doses  on  Tuesday. 

Frequently,  we  hear  that  physicians  are  too  busy 
to  discuss  therapy  with  the  patients.  Time  spent 
discussing  the  diagnosis  and  therapeutic  plans 
may  be  more  important  than  doing  repeated  phys- 
ical examinations  on  patients  in  a pro  forma  man- 
ner. 

Role  of  pharmacists 

Another  lack  of  communication  that  affects  pa- 
tients’ adherence  to  therapeutic  regimens  often  oc- 
curs in  the  triangle  between  pharmacist,  physician, 
and  patient.  The  pharmacist  may  see  an  illogical 
prescription,  or  one  in  which  the  directions  seem 
odd.  He  should  check  with  the  physician  who 
wrote  a q.i.d.  (four  times  a day)  schedule  perhaps 
meaning  q.o.d.*  (every  other  day)  schedule.  The 
patient  may  confide  in  the  pharmacist  about  his 
money  problems;  he  can  only  buy  three  days’  sup- 
ply of  ampicillin,  not  the  ten  days’  supply  ordered. 
He  may  ask  about  side-effects  or  drug  interactions 
which  affect  compliance.  Pharmacists  should 
know  about  all  of  the  patient’s  medications  from 
his  records.  These  may  indicate  a conflicting  or 
interacting  drug  prescribed  by  another  physician. 
The  pharmacist  also  knows  more  about  the  color, 
shape,  and  size  of  various  preparations  than  the 
physician.  He  should  share  this  knowledge,  espe- 
cially when  the  patient  must  take  several  similar 
preparations  on  various  schedules.  Tickler  files, 
reminders  keyed  to  a date,  can  also  be  used  by 
pharmacists  to  tell  if  patients  on  chronic  medica- 
tions have  begun  defaulting;  they  will  not  be  refill- 
ing their  prescriptions.  Two  recent  studies  pub- 
lished in  the  American  Journal  of  Hospital  Phar- 
macy indicate  that  patient  education  conducted 
by  pharmacists  can  be  effective  in  increasing  pa- 
tient compliance.4,5  Clear  labeling  also  helped,  al- 
though the  7 per  cent  of  patients  who  did  not  have 
their  prescriptions  filled  in  one  of  the  studies 
could  not  benefit  from  these  aids. 

Patients  may  feel  overmedicated;  talk  of  drug 
abuse  and  dependence  tends  to  make  people  feel 
guilty  about  their  medications.  We  may,  in  fact, 
have  a paradox  of  undermedicated  people  living  in 
the  “overmedicated  society.”  All  health  profes- 
sionals, but  especially  pharmacists,  can  try  to  allay 
these  fears  and  make  clear  the  distinction  between 
dependence  on  heroin  and  the  need  for  antihyper- 
tensive medications. 

Even  pharmacists’  pricing  practices  can  be  a 
source  of  patient  confusion  causing  decreased 
compliance.  If  the  cost  of  a prescription  is  differ- 
ent from  what  the  patient  or  friends  paid  at  the 
same  pharmacy,  the  patient  may  worry  abbut  re- 
ceiving the  correct  medication.  Pharmacists  can 
easily  explain  cost  differences  while  still  maintain- 
ing discretionary  discounts  and  passing  along  sav- 

*  An  abbreviation  that  is  bastardized  Latin  at  that! 


ings  from  bulk  purchases,  decreases  in  drug  prices, 
and  so  forth. 

Hospital  pharmacists  have  begun  experiments 
in  which  patients  give  themselves  medications  in 
the  hospital.  Problems  with  directions  and  confu- 
sion can  be  worked  out  early,  increasing  compli- 
ance later. 

Role  of  nurses 

Nurses  have  a role  somewhat  like  that  of  the 
physician,  but  also  like  that  of  the  pharmacist. 
They  can  act  as  educators  and  reinforce  the  regi- 
men, pointing  out  problems  to  both  physician  and 
patient.  Nurses’  efforts  can  and  should  begin 
early  in  the  course  of  hospitalization. 

Role  of  government 

The  government  has  already  become  deeply  in- 
volved in  therapeutics.  There  is  a constructive 
role  for  government  in  improving  patient  compli- 
ance. Our  government  has  had  an  educative  func- 
tion for  many  years.  This  may  be  indirect,  as  in 
sponsoring  the  search  for  new  knowledge  and  the 
dissemination  of  knowledge  in  institutions,  or  di- 
rect education  through  agricultural  county  agents, 
the  Government  Printing  Office  pamphlets,  safety 
testing,  and  so  forth.  In  drug-related  areas,  spe- 
cialized transmittal  of  information  such  as  “Dear 
Doctor”  letters,  the  FDA  (Food  and  Drug  Admin- 
istration) bulletins,  and  health  professional  level 
package  inserts  also  have  a direct  educative  func- 
tion. The  formation  of  groups  like  the  Office  of 
Technologic  Assessment  (OTA)  for  informing  con- 
gressmen and  senators  about  technical  questions, 
including  drug-related  material,  may  serve  an  im- 
portant educative  function.  It  is  suggested  that 
the  efforts  of  the  FDA  or  other  agencies  should  be 
expanded  into  general  public  information  areas. 
The  idea  of  patient-oriented  package  inserts  is  one 
aspect  of  such  a direction.  Any  regulations  re- 
quiring patient-oriented  package  inserts  should  be 
viewed  as  what  they  really  are,  experiments.  The 
basic  rules  for  controlled  experiments  are  not 
often  followed  in  the  promulgation  of  governmen- 
tal decrees.  Several  members  of  the  Department 
of  Pharmacology  and  Toxicology  at  the  University 
of  Rochester  are  investigating  the  usefulness  of  the 
patient-oriented  package  insert  in  contraceptive 
medications.  Others  are  seeking  to  find  out  what 
patients  would  like  to  know  about  their  medica- 
tions, such  as  the  risks  and  benefits.  To  my 
knowledge,  the  FDA  has  no  publications  oriented 
toward  the  general  public.  This  has  not  been  part 
of  their  mission,  but  they  are  now  said  to  be  plan- 
ning consumer-education  programs. 

Finally,  government  may  help  by  continuing  to 
streamline  procedures  for  evaluation  and  approval 
of  new  agents. 

Eventually,  this  may  result  in  better  compliance 
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if  the  agents  are  more  efficacious,  less  toxic,  or 
more  convenient  to  take. 

Role  of  clinical  pharmacologists 

What  of  the  clinical  pharmacologists?  It  is  time 
for  them  to  stop  defining  the  problem  of  noncom- 
pliance and  to  begin  to  use  new  approaches  to 
therapeutics  to  improve  the  situation. 

More  and  better  pharmacokinetic  (absorption, 
distribution,  metabolism,  and  excretion  of  drugs) 
data  may  help  in  the  design  of  easier  medication 
regimens  which  are  just  as  effective  as  those  cur- 
rently in  use.  For  example,  giving  diphenylhy- 
dantoin  (Dilantin)  three  times  a day  is  unneces- 
sary. Its  long  half-life  allows  for  dosing  once  a 
day,  with  effective  concentrations  maintained 
throughout  the  day. 

We  have  a role  in  teaching  medical  students  to 
write  clear  and  intelligent  prescription  directions 
and  to  design  simple  rational  regimens  tailored  to 
the  patient’s  life  as  well  as  his  disease. 

In  our  research  we  can  attempt  to  define  who 
will  respond  to  a medication  and  who  is  at  risk 
from  an  adverse  reaction.  We  can  improve  the  as- 


sessment of  pharmacologic  response  so  that  an  op- 
timum dosage  schedule  and  choice  of  medication 
will  be  possible. 

There  is  thus  much  for  all  to  do  if  we  are  willing 
to  direct  our  energies  toward  assisting  the  patient 
to  comply  with  the  therapeutic  regimen. 

University  of  Rochester 
School  of  Medicine  and  Dentistry 
260  Crittenden  Boulevard 
Rochester,  New  York  14642 
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Obituaries 


John  Paul  Ameres,  M.D.,  of  Ridgewood,  died  on  Au- 
gust 1.  Dr.  Ameres  graduated  in  1968  from  New  York 
Medical  College. 

Elias  Bander,  M.D.,  of  New  York  City,  died  on  June  20 
at  the  age  of  seventy.  Dr.  Bander  received  his  medical 
degree  from  Charles  University,  Prague,  in  1930.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ludwig  L.  Bergner,  M.D.,  of  Williamson,  died  on  July 
15  at  the  age  of  sixty-six.  Dr.  Bergner  received  his  med- 
ical degree  from  the  University  of  Vienna  in  1933.  He 
was  an  honorary  family  practitioner  at  Park  Avenue 
Hospital  and  an  attending  physician  at  Myers  Commu- 
nity Hospital  (Sodus).  Dr.  Bergner  was  a member  of 
the  American  Academy  of  Family  Physicians,  the 
Wayne  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Ugo  Boccaletti,  M.D.,  of  The  Bronx,  died  on  July  27. 
Dr.  Boccaletti  received  his  medical  degree  from  the  Uni- 
versity of  Rome  in  1962. 

Bernard  Temple  Brown,  M.D.,  of  Cazenovia,  died  on 
January  27  at  the  age  of  seventy-eight.  Dr.  Brown  grad- 
uated in  1920  from  Syracuse  University  College  of  Med- 
icine. He  was  a member  of  the  American  Thoracic  Soci- 
ety, the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Paul  Cannizzaro,  M.D.,  of  Westbury,  died  on 
July  25  at  the  age  of  sixty-five.  Dr.  Cannizzaro  gradu- 
ated in  1936  from  Georgetown  University  School  of 
Medicine.  He  was  an  assistant  attending  family  practi- 
tioner at  Nassau  Hospital.  Dr.  Cannizzaro  was  a mem- 
ber of  the  American  Academy  of  Family  Practice,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

William  Allen  Console,  M.D.,  of  Roslyn  Heights,  died 
on  June  23  at  the  age  of  sixty-two.  Dr.  Console  gradu- 
ated in  1937  from  Long  Island  College  of  Medicine.  He 
was  a visiting  psychiatrist  at  Kings  County  Hospital 
Center.  Dr.  Console  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychoanalytic  Association, 
the  American  Psychiatric  Association,  the  Nassau  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harry  Abraham  Dick,  M.D.,  of  Lake  Mahopac,  died 
on  July  21  at  the  age  of  sixty-three.  Dr.  Dick  graduated 
in  1927  from  the  Medical  College  of  Virginia.  He  was  a 


member  of  the  American  Academy  of  Family  Physi- 
cians, the  New  York  Cardiological  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

James  Howard  Dwinelle,  M.D.,  of  Rye,  died  on  April 
10  at  the  age  of  seventy-four.  Dr.  Dwinelle  graduated  in 
1924  from  Syracuse  University  College  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Dermatology, 
Inc.,  and  a member  of  the  American  Academy  of  Derma- 
tology, the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  William  Eisfelder,  M.D.,  of  Vero  Beach,  Flori- 
da, formerly  of  Syosset,  died  on  July  17  at  the  age  of 
seventy-seven.  Dr.  Eisfelder  graduated  in  1931  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  had  been  an  attending  general  practition- 
er at  Syosset  Hospital.  Dr.  Eisfelder  was  a member  of 
the  Academy  of  Psychosomatic  Medicine,  the  American 
Academy  of  General  Practice,  the  American  Geriatrics 
Society,  the  Endocrine  Society,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Herbert  Elias,  M.D.,  of  New  York  City,  died  on  July  29 
at  the  age  of  ninety.  Dr.  Elias  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1909.  He  was  a 
Fellow  of  the  American  College  of  Cardiology  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Thomas  Eugene  Flynn,  M.D.,  of  New  York  City, 
died  on  August  14  at  the  age  of  fifty.  Dr.  Flynn  gradu- 
ated in  1948  from  Temple  University  School  of  Medi- 
cine. He  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Kurt  George  Frachtman,  M.D.,  of  New  York  City, 
died  on  July  8 at  the  age  of  seventy-two.  Dr.  Fracht- 
man received  his  medical  degree  from  the  University  of 
Vienna  in  1926.  He  was  an  assistant  obstetrician  and 
gynecologist  at  Flower  and  Fifth  Avenue  Hospitals  and 
an  attending,  emeritus,  obstetrician  and  gynecologist  at 
Metropolitan  Hospital.  Dr.  Frachtman  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy and  a member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Halley  H.  Friederwitzer,  M.D.,  of  The  Bronx,  died  on 
January  19  at  the  age  of  sixty-nine.  Dr.  Friederwitzer 
graduated  in  1929  from  New  York  Homeopathic  Medi- 
cal College  and  Flower  Hospital.  He  was  a member  of 
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the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Austin  Lawrence  Germaine,  M.D.,  of  Selden,  Haup- 
pauge,  and  Lake  Ronkonkoma,  died  on  July  23  at  the 
age  of  forty-six.  Dr.  Germaine  received  his  medical  de- 
gree from  the  University  of  Padova  in  1964.  He  was  an 
attending  obstetrician  and  gynecologist  at  Smithtown 
General  Hospital.  Dr.  Germaine  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Louis  F.  Gitlin,  M.D.,  of  Jamaica  and  Holiis,  died  on 
January  31.  Dr.  Gitlin  graduated  in  1943  from  Middle- 
sex University  School  of  Medicine.  He  was  a clinical  as- 
sistant physician  at  Bellevue  Hospital.  Dr.  Gitlin  was  a 
member  of  the  American  Rheumatism  Association. 

Edwin  Joseph  Grace,  M.D.,  of  Brooklyn,  died  on  Au- 
gust 3 at  the  age  of  eighty.  Dr.  Grace  graduated  in  1919 
from  Fordham  University  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of  the  In- 
ternational College  of  Surgeons,  and  a member  of  the 
American  Association  for  Thoracic  Surgery,  the  Pan 
American  Medical  Association,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Gerard  P.  J.  Griffin,  M.D.,  of  Garden  City,  died  on 
July  26  at  the  age  of  sixty-four.  Dr.  Griffin  graduated 
in  1935  from  Long  Island  College  of  Medicine.  He  was 
a consulting  physician  in  internal  medicine  at  Mercy 
Hospital  (Rockville  Centre),  a consulting  physician  at 
Nassau  Hospital  and  at  South  Nassau  Communities 
Hospital.  Dr.  Griffin  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  a Fellow  of  the  American  College 
of  Chest  Physicians,  and  a member  of  the  Pan  American 
Medical  Association,  the  New  York  Academy  of  Gastro- 
enterology, the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Nicholas  Haynal,  M.D.,  of  Rye,  died  on  July 
30  at  the  age  of  sixty-one.  Dr.  Haynal  received  his  med- 
ical degree  from  the  University  of  Budapest  in  1938. 
He  was  a medical  specialist  at  Dunlap-Manhattan  Psy- 
chiatric Hospital. 

James  Garrett  Hilton,  M.D.,  of  The  Bronx,  died  on 
March  18.  Dr.  Hilton  graduated  in  1945  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
an  attending  physician  at  St.  Lukes  Hospital  Center  and 
St.  Barnabas  Hospital  for  Chronic  Diseases.  Dr.  Hilton 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  American  Society  of  Clinical 
Investigation,  the  American  Geriatrics  Society,  the  En- 
docrine Society,  and  the  New  York  Academy  of  Medi- 
cine. 

Wolcott  Ingham,  M.D.,  of  Bemus  Point,  died  on  July 
22  at  the  age  of  seventy-five.  Dr.  Ingham  graduated  in 


1925  from  Syracuse  University  College  of  Medicine.  He 
was  an  honorary  surgeon  at  Jamestown  General  and 
Woman’s  Christian  Association  Hospitals.  Dr.  Ingham 
was  a Fellow  of  the  American  College  of  Surgeons,  a Fel- 
low of  the  International  College  of  Surgeons,  and  a 
member  of  the  Chautauqua  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Kertesz,  M.D.,  of  Vancouver,  Canada,  formerly 
of  The  Bronx,  died  on  August  8 at  the  age  of  seventy- 
five.  Dr.  Kertesz  received  his  medical  degree  from  the 
University  of  Padua  in  1926.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Abraham  A.  Langsam,  M.D.,  of  Brooklyn,  died  on  Jan- 
uary 23.  Dr.  Langsam  graduated  in  1936  from  New 
York  University  Medical  College.  He  was  chief  of  gas- 
troenterology at  the  Brooklyn  Veterans  Administration 
Hospital.  Dr.  Langsam  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine,  a Fellow  of  the  Ameri- 
can College  of  Gastroenterology,  and  a member  of  the 
New  York  Academy  of  Gastroenterology. 

Robert  Nelson  Lindsay,  M.D.,  of  Old  Forge,  died  on 
August  19  at  the  age  of  eighty-two.  Dr.  Lindsay  gradu- 
ated in  1921  from  Syracuse  University  College  of  Medi- 
cine. He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Utica  Academy  of  Medicine,  the 
Herkimer  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Lance  Richard  Lipitz,  M.D.,  of  Smithtown,  died  on 
February  24  at  the  age  of  thirty-four.  Dr.  Lipitz  gradu- 
ated in  1966  from  the  State  University  of  New  York 
Downstate  Medical  Center  at  Brooklyn.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Peter  Magenheimer,  M.D.,  of  Waterloo,  died 
on  June  9 at  the  age  of  sixty-two.  Dr.  Magenheimer 
graduated  in  1944  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  chief  of  radiology  at  Taylor- 
Brown  Memorial  Hospital  and  a consulting  radiologist 
at  Willard  State  Hospital  and  Sampson  Division  (Wil- 
lard). Dr.  Magenheimer  was  a Diplomate  of  the  Ameri- 
can Board  of  Radiology  and  a member  of  the  Society  of 
Nuclear  Medicine,  the  Seneca  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Richard  A.  Mandelbaum,  M.D.,  of  Yonkers,  died  on 
February  17  at  the  age  of  seventy-nine.  Dr.  Mandel- 
baum received  his  medical  degree  from  the  University  of 
Freiburg  in  1922.  He  was  an  honorary  member  of  the 
medical  staff  at  Yonkers  Professional  Hospital.  Dr. 
Mandelbaum  was  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists  and  a member  of  the 
Yonkers  Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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Cyril  Carlisle  Marcus,  M.D.,  of  New  York  City,  died 
in  July,  1975,  at  the  age  of  forty-five.  Dr.  Marcus  grad- 
uated in  1954  from  State  University  Upstate  Medical 
Center.  He  was  an  associate  obstetrician  and  gynecolo- 
gist at  The  New  York  Hospital.  Dr.  Marcus  was  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  A Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Fertility  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Stewart  Lee  Marcus,  M.D.,  of  New  York  City,  died  in 
July  at  the  age  of  forty-five.  Dr.  Marcus  graduated  in 
1954  from  State  University  of  New  York  Upstate  Medi- 
cal Center.  He  was  an  associate  obstetrician  and 
gynecologist  at  The  New  York  Hospital.  Dr.  Marcus 
was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member  of  the 
American  Fertility  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Irving  S.  Mendelson,  M.D.,  of  New  York  City,  died  on 
August  6 at  the  age  of  forty-four.  Dr.  Mendelson  re- 
ceived his  medical  degree  from  the  University  of  Geneva 
in  1957.  He  was  an  assistant  attending  gastroenterolo- 
gist at  Beth  Israel  Hospital.  Dr.  Mendelson  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Vincent  T.  Montemarano,  M.D.,  of  Brooklyn,  died  on 
July  4 at  the  age  of  sixty-five.  Dr.  Montemarano  gradu- 
ated in  1935  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  an  adjunct  surgeon 
at  Samaritan  Hospital  of  Brooklyn  and  an  assistant  gen- 
eral practitioner  at  Victory  Memorial  Hospital.  Dr. 
Montemarano  was  a member  of  the  American  Academy 
of  Family  Physicians. 

Ezekial  Edward  Nelson,  M.D.,  of  Buffalo,  died  on 
March  12  at  the  age  of  ninety-one.  Dr.  Nelson  gradu- 
ated in  1918  from  Boston  University  School  of  Medi- 
cine. 

Cyril  C.  Ollivierre,  M.D.,  of  New  York  City,  died  on 
| July  14  at  the  age  of  seventy-two.  Dr.  Ollivierre  gradu- 
ated in  1929  from  Howard  University  College  of  Medi- 
I cine.  He  was  an  adjunct  ophthalmologist  at  the  Hospi- 
, tal  for  Joint  Diseases  and  an  associate  ophthalmologist 
at  Harlem  Hospital  Center.  Dr.  Ollivierre  was  a mem- 
: ber  of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frank  Hart  Peters,  M.D.,  of  Sharon,  Connecticut,  for- 
, merlv  of  New  York  City,  died  on  August  3 at  the  age  of 
| seventy-eight.  Dr.  Hart  graduated  in  1920  from  Colum- 
bia University  College  of  Physicians  and  Surgeons.  He 
was  a consulting  physician  at  Roosevelt  Hospital  and  an 
attending  physician  at  Bellevue  and  Doctors  Hospitals. 
Dr.  Peters  was  a Fellow  of  the  American  College  of  Phy- 
sicians and  a member  of  the  American  Academy  of  Al- 


lergy, the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Fred  S.  Porter,  M.D.,  of  Fleischmanns,  died  in  July  at 
the  age  of  seventy-nine.  Dr.  Porter  received  his  medical 
degree  from  the  University  of  Vienna  in  1929.  He  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rose  Marie  Pucci,  M.D.,  of  Tucson,  Arizona,  formerly 
of  Rochester,  died  on  July  25  at  the  age  of  seventy-five. 
Dr.  Pucci  graduated  in  1926  from  the  University  of 
Pittsburgh  Medical  School.  She  was  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

David  Martin  Richards,  M.D.,  of  Buffalo,  died  on 
May  28  at  the  age  of  thirty-nine.  Dr.  Richards  gradu- 
ated in  1962  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  assistant  attending  orthopedic 
surgeon  at  Children’s  and  Buffalo  General  Hospitals 
and  a member  of  the  orthopedic  staff  of  the  Veterans 
Administration  Hospital.  Dr.  Richards  was  a Diplo- 
mate of  the  American  Board  of  Orthopedic  Surgery  and 
a member  of  the  American  Academy  of  Orthopaedic 
Surgeons,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Natale  Andrew  Sabatino,  M.D.,  of  Brooklyn,  died  on 
August  10  at  the  age  of  sixty-seven.  Dr.  Sabatino  grad- 
uated in  1933  from  Jefferson  Medical  College  of  Phila- 
delphia. He  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Angelo  Salvato,  M.D.,  of  Valley  Stream,  died  on  July 
15  at  the  age  of  seventy-one.  Dr.  Salvato  received  his 
medical  degree  from  the  University  of  Rome  in  1931. 
He  was  a general  practitioner  on  the  medical  staff  at  Lu- 
theran Medical  Center,  Brooklyn.  Dr.  Salvato  was  a 
member  of  the  American  Academy  of  Family  Physi- 
cians, the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  H.  Sherry,  M.D.,  of  Hempstead,  died  on  Au- 
gust 4 at  the  age  of  sixty.  Dr.  Sherry  graduated  in  1939 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  attending  orthopedic  surgeon  at 
Hempstead  General  Hospital.  Dr.  Sherry  was  a Diplo- 
mate of  the  American  Board  of  Orthopedic  Surgery  and 
member  of  the  American  Academy  of  Orthopaedic  Sur- 
geons. 

I.  Spencer  Silverstein,  M.D.,  of  Hollywood,  Florida, 
formerly  of  Brooklyn,  died  on  July  7 at  the  age  of  sev- 
enty-six. Dr.  Silverstein  graduated  in  1924  from  New 
York  Homeopathic  Medical  College  and  Flower  Hospi- 
tal. He  was  a member  of  the  Radiological  Society  of 
New  York  State,  the  New  York  Roentgen  Society,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
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ciety  of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Joseph  Bernard  Torre,  M.D.,  of  Lynbrook,  died  on 
July  7.  Dr.  Torre  graduated  in  1920  from  Fordham 
University  School  of  Medicine.  He  was  a Fellow  of  the 
American  College  of  Surgeons. 

Frank  H.  Valone,  M.D.,  of  Rome,  died  on  August  12  at 
the  age  of  eighty.  Dr.  Valone  graduated  in  1919  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  a 
senior  emeritus  member  of  the  medical  staff  at  Rome 
Hospital  and  Murphy  Memorial  Hospital.  Dr.  Valone 
was  a Diplomate  of  the  American  Board  of  Otolaryngol- 
ogy and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Pan  American  As- 
sociation of  Ophthalmology,  the  Utica  Academy  of  Med- 
icine, the  Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  V.  Walsh,  M.D.,  of  Buffalo,  died  on  July  10  at  the 
age  of  sixty-five.  Dr.  Walsh  graduated  in  1937  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an 
associate  attending  general  practitioner  at  Sisters  of 
Charity  Hospital  of  Buffalo.  Dr.  Walsh  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Edward  William  Weber,  M.D.,  of  Fort  Lauderdale, 
Florida,  formerly  of  White  Plains,  died  on  August  6 at 
the  age  of  ninety-four.  Dr.  Weber  graduated  in  1903 
from  Cornell  University  College  of  Medicine.  He  was 
an  emeritus  director  of  White  Plains  Hospital  Associa- 
tion, a consulting  physician  at  The  New  York  Hospital, 
Westchester  Division,  and  an  honorary  physician  at 
Westchester  County  Medical  Center.  Dr.  Weber  was  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Daniel  Edward  Welch,  M.D.,  of  Salem,  Massachu- 
setts, formerly  of  Brooklyn,  died  on  May  4 at  the  age  of 
ninety.  Dr.  Welch  graduated  in  1910  from  Tufts  Uni- 
versity School  of  Medicine.  He  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Julius  Yellen,  M.D.,  of  Brooklyn,  died  on  August  1 at 
the  age  of  sixty-eight.  Dr.  Yellen  graduated  in  1934 
from  the  University  of  St.  Andrews  Conjoint  Medical 
School  (St.  Andrews  and  Dundee).  He  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


HOT  LINE  TELEPHONE  FOR  PHYSICIANS’  COMMITTEE 

Physicians’  Committee  has  a direct  “hot  line”  telephone  to  provide  assistance  to  sick  physicians  having  prob- 
lems with  drug  abuse,  alcoholism,  or  mental  illness.  The  Committee’s  secretary  takes  only  the  caller’s  name  and 
phone  number  and  a Committee  member  contacts  the  original  caller,  thereby  beginning  the  process  of  aiding  the 
“sick”  physician. 

THE  NUMBER  IS:  516-488-61 1 1 
All  calls  are  confidential  and  NO  RECORDS  ARE  KEPT. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications  Children  14  years  or  less, 
senile  patients;  history  or  symptoms  of  G.l  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia  history  or 
presence  of  drug  allergy,  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion. thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug; 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings  Age.  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity.of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions  The  disease  con- 
dition itself  is  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accom- 
plished at  regular  intervals  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results,  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia, nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis, fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome,  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions, giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information 

GEIGV  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley.  New  York  10502 

BU  10259 


ANNUAL 
CONVENTION 

Medical  Society  of  the  State  of  New  York 

NOVEMBER  7 through  11,  1976 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  NOVEMBER  7 through  WEDNESDAY,  NOVEMBER  10 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Albert  H.  Douglas,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  December  30,  1975 

Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Thomas  S.  Bumbalo,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 

Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  George 
•J.  Lawrence,  Jr.,  M.D.,  Director,  Division  of  Scientific  Ac- 
tivities. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 
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Month  in  Washington 


Congress  deserted  Washington  for  a summer  holiday 
leaving  behind  not  only  the  August  heat  of  the  Potomac 
swamplands  but  also  most  of  it’s  planned  health  legisla- 
tion still  hanging  up  in  the  humid  air. 

With  passage  of  national  health  insurance  (NHI) 
written  off  for  this  year,  both  the  Senate  and  House  on 
return  will  tackle  a variety  of  health  or  health-related 
matters  including  health  manpower,  already  passed  by 
the  House,  amendments  to  the  Health  Maintenance  Or- 
ganizations Act  (HMO),  and  possible  changes  to  the 
Medicare  law. 

While  the  health  subcommittee  of  the  House  Ways 
and  Means  Committee  has  scheduled  public  hearings  on 
NHI  for  October  28,  subcommittee  chairman  Daniel  D. 
Rostenkowski  (D.,  111.)  stated  “the  considerable  lead 
time  needed  to  forge  a NHI  bill”  as  the  unexpected  rea- 
son for  hearings  this  year. 

Pressing  problems  with  Medicare,  however,  have 
prompted  Rep.  Rostenkowski  to  schedule  hearings  on 
possible  changes  to  that  law  on  September  19. 

“Recent  oversight  hearings  concerned  certain  HEW 
regulations,  including  those  on  utilization  review  and 
the  8V2  per  cent  nursing  care  differential.  As  we  consid- 
er Medicare  changes,  I expect  that  we  will  explore  the 
possibility  of  major  modifications  in  the  way  hospitals 
are  reimbursed.  And  we  will  look  at  how  Medicare  may 
help  hospitals  facing  steep  increases  in  malpractice  in- 
surance rates,”  Rep.  Rostenkowski  said. 

The  slating  of  an  additional  hearing  indicates  the  sub- 
committee will  probably  draft  legislation  to  change 
some  of  the  present  Medicare  regulations.  There  may 
not  be  time  for  final  Congressional  action  this  year,  but 
legislation  could  clear  Congress  next  year. 

Many  of  the  revisions  the  subcommittee  members  are 
considering  would  be  welcome  to  the  medical  profession. 

Listed  as  one  topic  of  the  hearing  was  the  present 
law’s  requirement  that  physicians’  Medicare  reimburse- 
ment be  tied  to  a type  of  cost-of-living  index  and  geared 
to  the  75th  percentile  of  normal  and  customary  charges. 
The  American  Medical  Association  has  challenged  the 
fairness  of  HEW’s  proposed  index  and  warned  that  the 
regulation  could  drive  increasing  numbers  of  physicians 
away  from  assignment.  Another  hearing  subject  is 
“physicians’  services  reimbursement — possible  basic 
changes  in  present  ‘reasonable  charge’  system.” 

Two  other  controversial  Medicare  regulations  are  up 
for  review — possible  revisions  in  Professional  Standards 
Review  Organizations  (PSRO)  provisions,  and  utiliza- 
tion review  requirements  for  hospitals,  the  latter  under 
temporary  injunction  hy  the  Federal  courts  as  a result  of 
an  AMA  court  protest. 

Other  issues  to  be  considered  by  the  subcommittee: 

* Termination  of  the  8V2  per  cent  nursing  differential 
in  hospital  costs; 

* Redefinition  of  reasonable  cost  level  for  hospitals 

Prepared  hy  the  Washington,  D.C.,  office  of  the  American 

Medical  Association. 
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Whenever  an  APC/narcotic  is  indicated. 


Each  yellow,  scored  tablet  contains  4.50  mg  oxycodone  HCI  (Warning: 
May  be  habit  forming).  0.38  mg.  oxycodone  terephthalate  (Warning 
May  be  habit  forming),  224  mg.  aspirin,  1 60  mg.  phenacetm,  and  32  mg. 
caffeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce  drug  de- 
pendence of  the  morphine  type  and,  therefore,  has  the  potential 
for  being  abused  Psychic  dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of  Percodan,  and  it 
should  be  prescribed  and  administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications,  Percodan  is  subject  to  the 
Federal  Controlled  Substances  Act 

Usage  in  ambulatory  patients  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using 
Percodan  should  be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  depressants  Patients 
receiving  other  narcotic  analgesics,  general  anesthetics,  phenothiazmes. 
othertranquilizers,  sedative-hypnotics  or  other  CNS  depressants  (includ- 
ing alcohol)  concomitantly  with  Percodan  may  exhibit  an  additive  CNS 
depression.  When  such  combined  therapy  is  contemplated,  the  dose  of 
one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not  been  established 
relative  to  possible  adverse  effects  on  fetal  development.  Therefore, 
Percodan  should  not  be  used  in  pregnant  women  unless,  in  the  judgment 
of  the  physician,  the  potential  benefits  outweigh  the  possible  hazards. 
Usage  m children  Percodan  should  not  be  administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer 
or  coagulation  abnormalities. 

PRECAUTIONS  Head  m/ury  and  increased  intracranial  pressure  The 
respiratory  depressant  effects  of  narcotics  and  their  capacity  to  elevate 
cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions  or  a pre-existing  increase 
in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reac- 
tions which  may  obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of  Percodan  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  in  patients  with 
acute  abdominal  conditions 

Special  nsk  patients  Percodan  should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in 
excessive  amounts  for  a long  time 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse  reac- 
tions include  light-headedness.  dizziness,  sedation,  nausea  and  vomiting. 
Some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted  accord- 
ing to  the  severity  of  the  pain  and  the  response  of  the  patient  It  may 
occasionally  be  necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients  who  have  become 
tolerant  to  the  analgesic  effect  of  narcotics.  The  usual  adult  dose  is  one 
tablet  every  six  hours  as  needed  for  oain 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of  Percodan  may 
be  additive  with  that  of  other  CNS  depressants.  See  WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect 
of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms  Serious 
overdose  with  Percodan  is  characterized  by  respiratory  depression, 
extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur.  The  ingestion  of  very  large  amounts  of  Percodan 
may,  in  addition,  result  in  acute  salicylate  intoxication 
Treatment  Primary  attention  should  be  given  to  the  reestablishment  of 
adequate  respiratory  exchange  through  provision  of  a patent  airway  and 
the  institution  of  assisted  or  controlled  ventilation.  The  narcotic  antag 
omsts  naloxone,  nalorphine  or  levallorphan  are  specific  antidotes  against 
respiratory  depression  which  may  result  from  overdosage  or  unusual 
sensitivity  to  narcotics,  including  oxycodone  Therefore,  an  appropriate 
dose  of  one  of  these  antagonists  should  be  administered,  preferably  by 
the  intravenous  route,  simultaneously  with  efforts  at  respiratory  resus- 
citation. Since  the  duration  of  action  of  oxycodone  may  exceed  that  of 
the  antagonist,  the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as  needed 
to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  meas- 
ures should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 
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□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 

□ oxycodone,  the  principal  ingredient 

of  Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

□ one  tablet  q. 6 h* 


Each  yellow,  scored  tablet  contains  4.50  mg,  oxycodone  HCI.  (Warning: 

May  be  habit  forming),  0.38  mg.  oxycodoneterephthalate  (Warning:  May  f || 
be  habit  forming),  224  mg.  aspirin,  160  mg.  phenacetin.and  32  mg.  caffeine. 

See  facing  page  for  Brief  Summary 
“See  dosage  and  administration  section  of  Brief  Summary 
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• 

Thoracic  Surgery 
Depression  in  Old  Age 
Central  Nervous  System  Infections 
Ectopic  Kidney 

Electrocardiograms  of  the  Month 

Drugs  Ingested  in  Suicide  Attempts 
Too  Many  Ts  and  As  ? 

Spinal  Cord  Hypothermia 
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(90th  to  80th  percentile  and  revised  hospital  classifica- 
tion system); 

* Nurse  staffing  requirements  in  rural  hospitals  (au- 
thority to  waive  certain  requirements  with  respect  to 
nurse  staffing  requirements  in  rural  hospitals  expires  on 
January  1,  1976). 

* Medicare  relationship  to  Federal  Employee  Health 
Program  (no  payment  may  be  made  under  Medicare, 
beginning  January  1,  1976,  for  services  provided  to 
members  of  the  Federal  Employee  Plan  unless  a system 
of  coordination  between  two  programs  is  developed 
under  present  law). 

* Revisions  in  hemodialysis  and  kidney  transplant 
provision  to  improve  administration  and  enhance  cost 
effectiveness. 

* Revisions  in  home  health  care  provisions. 

* Medicare  Part  B premium  increase  provision — cor- 
rection of  technical  error  in  present  law  which  precludes 
increasing  the  premiums. 

* Institutional  services  reimbursement — possible 

basic  changes  from  the  present  retroactive  reasonable 
cost  reimbursement. 

* Consideration  of  a specific  proposal,  with  respect  to 
malpractice,  to  permit  hospitals  to  self-insure  and 
charge  such  costs  to  Medicare. 

* Revisions  in  current  coverage  of  ambulance  services. 

* Coverage  of  pap  smears  under  Medicare  Part  B. 

* Possible  changes  in  payment  methods  for  physi- 
cians’ services  when  patient  is  deceased. 

Similar  hearings  will  get  underway  in  the  Senate  this 
fall.  The  Senate  Finance  Subcommittee  on  Health,  ac- 
cording to  Chairman  Herman  Talmadge  (D.,  Ga.),  plans 
sessions  “to  resolve  some  of  the  reimbursement  and  re- 
lated problems  in  Medicare  and  Medicaid,  and  some  of 
the  more  arbitrary  and  inequitable  regulations  which 
have  been  promulgated  by  HEW.” 


Radiographic  Manifestations  of  Teratoma 
Anesthesia  Care 

Correlation  Conferences  in  Radiology 
and  Pathology 

Diabetes  Mellitus  and  Impaired 
Atrioventricular  Conduction 
Clinicopathologic  Conferences 
Hypercapnia  in  Metabolic  Alkalosis 
Carcinoma  of  Uterine  Cervix 
Unrealistic  Patient 
Drug  Information 


* * * 

A bill  relaxing  some  of  the  Federal  requirements  for 
Health  Maintenance  Organizations  (HMO’s)  to  receive 
Federal  aid  has  been  approved  by  the  Health  Subcom- 
mittee of  the  House  Commerce  Committee.  The  legis- 
lation was  spurred  by  the  lagging  start  of  the  once- 
vaunted  HMO  program  which  has  been  stalled  despite 
high  hopes  of  backers  it  would  prove  popular  and  be- 
come a viable  alternative  to  regular  health  insurance 
and  fee-for-service. 

No  full  committee  action  was  taken  prior  to  the  Au- 
gust recess.  Senate  committee  consideration  won’t 
begin  until  after  House  action,  putting  a time  squeeze 
on  the  bill  as  far  as  final  action  this  year  is  concerned. 

The  AMA  had  urged  the  House  Commerce  Subcom- 
mittee headed  by  Rep.  Paul  Rogers  (D.,  Fla.)  not  to  re- 
duce the  present  HMO  program  to  a subsidy  for  prepaid 
group  practice  plans. 

The  Subcommittee  bill  amended  the  controversial 
“dual  option”  clause  in  the  law  that  requires  employers 
to  give  individual  workers  their  choice  between  an  HMO 
plan  and  private  health  insurance.  Labor  has  protested 
this  interferes  with  collective  bargaining.  The  amend- 
ment gives  union  representatives  the  right  to  veto  an 
HMO  option,  hut  not  to  veto  a regular  health  insurance 
option.  Thus,  Labor  would  have  power  to  block  an 
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HMO  but  not  to  accept  one  for  all  employers  at  the  ex- 
clusion of  fee-for-service  health  insurance. 

The  provision  averted  the  danger  that  labor  unions 
could  force  all  employees  in  a company  to  accept  a 
union-formed  and/or-controlled  HMO. 

Another  important  action  was  elimination  of  the 
present  “open  enrollment”  provision  for  HMO’s,  a pro- 
vision designed  to  avoid  having  HMO’s  able  to  skim  the 
cream  and  take  only  low-risk  groups  or  individuals. 
However,  the  subcommittee  bill  retains  present  require- 
ments that  HMO’s,  to  qualify  for  aid,  must  “enroll  per- 
sons who  are  broadly  representative  of  the  various  age, 
social  and  income  groups  within  the  area  it  serves  ...  .” 

The  bill  allows  HMO’s  to  offer  as  optional  rather  than 
mandatory  some  HMO  services  and  to  limit  the  preven- 
tive health  services  which  would  have  to  be  offered  as 
basic  services. 

* * * 

Another  blow  to  the  belly  has  been  delivered  to  na- 
tional health  insurance  plans  relying  on  Social  Security 
financing.  The  General  Accounting  Office,  supervisor 
of  Federal  spending  and  operations  for  Congress,  re- 
ports Social  Security’s  trust  funds  “face  exhaustion  in 
the  near  future  because  of  increased  benefit  levels  due 
to  inflation,  and  high  unemployment  causing  reduced 
contributions ...  .” 

According  to  GAO,  projections  covering  the  next  sev- 
enty-five years  show  that  the  system  will  also  incur  a 
large,  long-range  deficit  because  of  the  decreasing  birth 
rate  and  the  rising  cost  of  living. 

In  order  to  alleviate  the  situation,  GAO  pointed  out. 
Congress  will  have  to  approve  some  of  the  remedies  al- 
ready suggested  by  various  advisory  bodies,  including  fi- 
nancing of  Medicare  Part  A out  of  general  revenues,  the 
equivalent  of  adding  a new  $9-billion  annual  spending 
program.  The  money  saved  for  Social  Security,  $9  bil- 
lion, would  be  used  to  support  other  Social  Security  pro- 
grams, primarily  the  main  retirement  disability  pro- 
gram. Social  Security  taxes  would  not  be  changed,  but 
Federal  corporate  and  income  levies  presumably  would 
have  to  furnish  an  extra  $9  billion. 

Unless  such  steps  are  taken,  General  Accounting 
warned,  “there  may  be  no  alternative  to  increasing  (So- 
cial Security)  taxes”  or  the  wage  base  or  both. 

* * * 

A Federal  Court  ruling  threatens  to  crimp  the  Food 
and  Drug  Administration’s  plan  to  make  it  easier  for 
“generic  drug”  makers  to  market  their  products  quickly 
after  patent  protection  runs  out  on  brand  names. 

An  order  by  U.S.  District  Court  Judge  June  Green  in 
Washington,  D.C.,  blocked  FDA  from  allowing  Zenith 
Laboratories,  Inc.,  Northvale,  N.J.,  to  market  a generic 
version  of  chlordiazepoxide  without  first  obtaining  a 
new  drug  application.  The  ruling  was  sought  by  Hoff- 
man-La  Roche  Inc.,  Nutley,  N.J.,  which  markets  the 
product  as  Librium. 

Judge  Green  said  the  NDA  requirement  for  generic 
drugs  has  an  anticompetitive  effect,  but  “the  overriding 
interest  in  insuring  the  health  and  safety  of  the  public 
through  compliance  . . . requires  the  result  reached 
here.” 

Securing  an  NDA  for  a product  is  a lengthy  and  ex- 
pensive procedure,  requiring  test  data,  and  so  forth,  and 


When  the  need  is  for  nutritional 
supplementation  with 
B complex  and  vitamin  C, 
BEMINAL-500  has  what  it  takes: 

• High  potency  B complex 
vitamins 

• 500  mg.  of  vitamin  C 

• No  odor 

• No  aftertaste 


Each  BEMINAL-500  tablet  contains 
Thiamine  mononitrate 


(Vit  B.) 

25  0 mg 

Riboflavin  (Vit  B2) 

12  5 mg 

Niacinamide 
Pyridoxine  hydrochloride 

100  0 mg 

(Vit  B6) 

10.0  mg 

Calcium  pantothenate 
Ascorbic  acid  (Vit  C) 

20  0 mg 

as  sodium  ascorbate 
Cyanocobalamm 

500  0 mg 

(Vit  B12) 

5 0 meg 

Each  tablet  contains  0 15  mg  saccharin 
as  sodium  saccharin 

Each  tablet  provides  the  following 
multiples  of  the  recognized 
adult  minimum  daily  requirements : 


Thiamine  mononitrate  25 

Riboflavin  10 

Niacinamide  10 

Ascorbic  acid  16 


The  need  for  pyridoxme  hydrochloride 
calcium  pantothenate  and  cyanoco- 
balamm  in  human  nutrition  has  not 
been  established 

USUAL  DOSAGE : Adults  - 1 tablet  daily 
or  as  directed 

SUPPLIED:  No  824 -BEMINAL-500 
Tablets,  in  bottles  of  100 
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Officers/County  Medical  Societies/1975 — July  15,  1975 

County  President  Secretary  Treasurer 


Albany 

J.  W.  Abbuhl  . . . 

Albany 

A.  P.  Tartaglia 

Allegany  .... 

T.  Pamukcoglu  . . 

Wellsville 

I.  Felsen 

Wellsville 

K.  Zinner 

Bronx 

N.  M.  Greenstein  . 

Bronx 

F.  A.  Migliorelli 

Broome 

R.  J.  Weiss 

. . . Binghamton 

R.  R.  Taylor,  Jr 

P E O’Hara 

Cattaraugus  . . 

C.  D.  Widger.  . . . 

Salamanca 

M.  R.  Raja 

B.  S.  Yurick 

Cayuga 

R.  W.  Taylor,  Jr.  . 

Auburn 

F.  R.  O’Brien 

Chautauqua  . . 

W.  T.  Ellis 

....  Jamestown 

L.  F.  Kibler 

Jamestown 

J.  R.  Forbes 

Dunkirk 

Chemung  .... 

F.  W.  Barton.  . . . 

Elmira 

T.  W.  Atkins 

Elmira 

D.  L.  Brooks,  Jr.  . . 

Elmira 

Chenango.  . . . 

E.  G.  Jacobi  .... 

Norwich 

C.  L.  Dubuar 

V.  E.  Dean 

....  Bainbridge 

Clinton 

H.  A.  Walker.  . . . 

....  Plattsburgh 

F.  P.  Ryan 

J.  W.  Heins 

Columbia.  . . . 

G.  P.  Moront  . . . 

Hudson 

J.  Bellamy 

Hudson 

J.  Bellamy 

Hudson 

Cortland  .... 

D.  Farber 

Cortland 

R.  D.  Olson 

P.  R.  Chang 

Cortland 

Delaware  .... 

P.  J.  Hust 

Sidney 

H.  W.  Jayne 

H.  W. Jayne 

Dutchess  .... 

R.  W.  Ballard 

Hopewell  Junction 

R.  1.  Scileppi 

. . . Poughkeepsie 

M.  De  Lorenzo  . . . 

Fishkill 

Erie 

R.  J.  Argen 

....  Tonawanda 

J.  J.  Giardino 

J.  J.  Giardino  .... 

Buffalo 

Essex 

F.  C.  Evans 

. . . Ticonderoga 

H.  V.  W.  Bergamini  . . 

Lake  Placid 

H.  V.  W.  Bergamini 

....  Lake  Placid 

Franklin  .... 

A.  M.  Decker  . . . 

. . .Saranac  Lake 

J.  Rosenstein 

. . . .Saranac  Lake 

J.  Rosenstein  .... 

. . .Saranac  Lake 

....  Johnstown 

Genesee  .... 

S.  E.  Carmody  . . 

Batavia 

W.  B.  Pierce 

Batavia 

G.  H.  Jeffery  .... 

E.  G.  Weisenburn. 

Coxsackie 

B.  K.  Vosburgh 

Rhinebeck 

B.  K.  Vosburgh  . . . 

....  Rhinebeck 

Herkimer .... 

J.  Posada 

....  Little  Falls 

K.  K.  Vadlamudi .... 

Ilion 

J.  B.  Dachary  .... 

....  Little  Falls 

Jefferson  .... 

M.  H.  Gardner.  . . 

....  Watertown 

L.  C.  Battista,  II  ...  . 

Watertown 

L.  C.  Battista,  II  . . 

....  Watertown 

M.  Markowitz  . . . 

Brooklyn 

R.  E.  Gordon 

Brooklyn 

A.  C.  Lamos 

Brooklyn 

W.  S.  Reed 

J.  H.  Brooks 

Lowville 

J.  H.  Brooks 

Lowville 

Livingston  . . . 

E.  Cho 

Dansville 

G.  E.  Learn  

Mt.  Morris 

G.  E.  Learn 

Oneida 

G.  T.  Bourns 

Oneida 

F.  Matthias 

Rochester 

R.  J.  Peartree  .... 

Rochester 

Montgomery.  . 

J.  R.  McNulty.  . . 

....  Amsterdam 

T.  D.  Rapello 

Amsterdam 

B.  H.  Button 

Bethpage 

S.  E.  Edwards .... 

. . . Garden  City 

New  York  . . . 

I.  L.  Bennett,  Jr.  . 

New  York 

A.  S.  Lyons 

New  York 

J.  R.  Nealon 

New  York 

D.  F.  Falsetti 

. . . . Niagara  Falls 

W.  P.  Fricke 

Lockport 

T.  C.  Max 

Utica 

. . New  Hartford 

Onondaga  . . . 

G.  F.  Reed 

R.  A.  Konys 

D.  L.  Poushter  . . . 

Geneva 

W.  H.  Newman  . . . 

Geneva 

A.  H.  Margolis 

. . . Highland  Falls 

A.  H.  Margolis.  . . . 

. . Highland  Falls 

Albion 

G.  N.  Jelinek  .... 

G H Taft 

D.  P.  Norfleet 

Oswego 

D.  P.  Norfleet .... 

Oswego 

W F Karl 

Oneonta 

R.  S.  Sisson 

M C.  Young 

Carmel 

F.  G.  Kojis 

M.  M.  Kurtz 

Flushing 

F.  N.  Flatau 

Flushing 

Rensselaer  . . 

M.  T.  Amirana  . . 

Troy 

T.  F.  D’Aurio 

Troy 

R.  M.  Verdile,  Jr..  . 

Troy 

Richmond  . . . 

G.  Evans 

. . . . Staten  Island 

H.  W.  Smith 

. . . . Staten  Island 

M.  H.  Schuman  . . . 

Rockland .... 

J.  J.  Rand 

. . . . Upper  Nyack 

H.  F.  Salowey 

New  City 

D.  S.  Waldorf  .... 

St.  Lawrence  . 

C.  W.  Clark,  Jr.  . . 

F.  J.  Citro 

Potsdam 

M.  J.  Elder 

Massena 

Saratoga  .... 

F.  A.  Phillips,  Jr.  . . . 

R.  F.  Yates 

. .Saratoga  Springs 

M.  J.  F.  Kinosian.  . 

.Saratoga  Springs 

Schenectady.  . 

S.  C.  Wagoner  . . . 

. . . . Schenectady 

W.  J.  Farrell 

. . . . Schenectady 

J.  L.  Best 

. . . Schenectady 

Schoharie.  . . . 

F.  S.  Reilly 

T.  W.  Greenlees 

T.  W.  Greenlees.  . . 

Cobleskill 

Schuyler  .... 

F.  Landsberg  . . 

. . .Watkins  Glen 

M.  S.  Norton 

M.  S.  Norton  .... 

. . Montour  Falls 

Romulus 

D.  W.  Bidwell 

. . . . Seneca  Falls 

D W.  Bidwell 

....  Seneca  Falls 

Savona 

J.  E.  Horn 

. . . . Painted  Post 

W.  J.  MacFarland.  . 

Hornell 

Suffolk 

H.  L.  Madell 

Patchogue 

S.  A.  Steckler  .... 

....  Smithtown 

Sullivan 

F.  Schwartz  .... 

Liberty 

P.  V.  Abraham 

Waverly 

P.  V.  Abraham  . . . 

Waverly 

Tompkins  . . 

P.  H.  Besancon  . . 

Ithaca 

D.  E.  Wright 

Ithaca 

L.  K.  Young 

Ithaca 

Ulster 

D.  N.  Mesches 

F.  W.  Holcomb,  Jr.  . . 

Kingston 

C.  A.  Galyon  .... 

Warren 

V.  H.  Paganelli  . . 

Glens  Falls 

J.  E.  Cunningham,  Jr.. 

Glens  Falls 

B.  L.  Voelker  .... 

....  Glens  Falls 

Washington  . . 

D.  A.  Wasser.  . . . 

Cambridge 

C.  R.  Villafuerte,  Jr..  . 

Cambridge 

J.  W.  Edison 

Whitehall 

T H Goff 

A.  T.  Pulvino 

Newark 

A.  T.  Pulvino  .... 

Newark 

Westchester  . . 

T.  D.  Rizzo  .... 

Bronxville 

C.  A.  Bertrand 

. . . . White  Plains 

B.  J.  Oppenheimer. 

Yonkers 

Wyoming.  . . 

G.  J.  Diesfeld  . . . 

R.  T.  Williams 

Warsaw 

R.  T.  Williams.  . . . 

Warsaw 

Yates 

R.  J.  llarpending  . 

Penn  Yan 

V.  Sirmenis 

Penn  Yan 

V.  Sirmenis 

Penn  Yan 
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new 

Cebralt? 

I I ♦ I I ^*+1  capsules 

ethaverine  HCI 


Opens  new  possibilities 
for  the  patient  with 
cerebral  ischemia  due 
to  vasospasm 

■ Direct  vasodilating  effect  on  cerebral 
vasculature 

■ Practically  devoid  of  effects  on  central 
nervous  system 

■ Long-term  use  particularly  feasible  because 
of  rare  incidence  of  side  effects 

■ May  be  useful  in  symptoms  of  cerebral 
insufficiency  when  secondary  to  temporary 
arterial  spasm  such  as  transient  visual 
disturbances,  poor  coordination  and 
weakness  of  the  extremities,  memory  lapses 
and  speech  difficulties. 


Kenwood  Laboratories,  Inc. 

New  Rochelle,  New  York  10801 

developers  and  suppliers  of  l*L*X  Bl2”and  Kengesirf 


Indications:  For  the  relief  of  cerebral  and  peripheral  ischemia 
associated  with  arterial  spasm. 

Contraindications:  The  use  of  ethaverine  hydrochloride  is 
contraindicated  in  the  presence  of  complete  atrioventricular 
dissociation. 

Precautions:  Use  with  caution  in  patients  with  glaucoma. 
Hepatic  hypersensitivity  has  been  reported  with  gastrointesti- 
nal symptoms,  jaundice,  eosinophilia  and  altered  liver  function 
tests.  Discontinue  drug  if  these  occur. 

The  safety  of  ethaverine  hydrochloride  during  pregnancy  or 
lactation  has  not  been  established;  therefore  it  should  not  be 
used  in  pregnant  women  or  in  women  of  childbearing  age 
unless,  in  the  judgment  of  the  physician,  its  use  is  deemed 
essential  to  the  welfare  of  the  patient. 

Adverse  Reactions:  Although  occurring  rarely,  the  reported 
side  effects  of  ethaverine  include  nausea,  abdominal  distress, 
hypotension,  anorexia,  constipation  or  diarrhea,  skin  rash, 
malaise,  drowsiness,  vertigo,  sweating,  and  headache. 

Dosage  and  Administration:  One  capsule  three  times  a day. 
How  Supplied:  1 00  mg  capsules  in  bottles  of  50  and  500. 


continued  from  page  2277 

would  delay  for  a long  period  introduction  of  competi- 
tive “generic”  drugs  in  cases  where  patents  have  lapsed. 

If  upheld  by  higher  courts,  the  ruling  could  hurt  the 
HEW  Department’s  controversial  Maximum  Allowable 
Cost  (MAC)  program  intended  to  foster  purchase  of 
generic  drugs  by  Medicaid  patients.  MAC  has  been 
challenged  in  Federal  Court  by  the  AM  A. 

* * * 

The  Food  and  Drug  Administration  heard  strong 
arguments  for  and  against  warning  labels  for  oral  dia- 
betic drugs  at  an  unusual  one-day  hearing  on  one  of  the 
Agency’s  keenest  medical-scientific  controversies  over 
the  past  five  years. 

A new  British  study  and  the  testimony  of  one  of  the 
original  American  investigators  cast  some  doubt  on  the 
validity  of  the  scientific  data  FDA  has  been  relying  on  in 
its  effort  to  crack  down  on  oral  hypoglycemics.  On  the 
I other  hand,  one  of  Ralph  Nader’s  health  teams  contend- 
ed the  warning  label  was  insufficient  and  called  for  writ- 
ten consent  by  patients  taking  the  oral  products.  > 

The  hearing  was  called  to  further  air  the  differences 
1 of  opinion  on  the  FDA’s  proposed  warning  that  there 
may  be  increased  risk  of  cardiovascular  death  in  diabet- 
ic patients  treated  with  the  oral  drugs.  The  proposal  is 
j based  on  a 1961-1970  clinical  study  by  the  University 


Group  Diabetes  Program  (UGDP)  which  claimed  that 
heart  disease  death  rate  was  twice  as  high  among  pa- 
tients treated  with  the  oral  drugs  compared  with  those 
on  insulin  or  on  special  diets. 

A double-blind  study  by  University  of  London  profes- 
sor Harry  Keen  suggested  evidence  of  long-term  bene- 
fits from  tolbutamide  and  phenformin  and  no  long-term 
cardiovascular  toxicity.  An  FDA  official  said  this  latest 
study,  carried  out  over  an  eight- year  period,  will  require 
close  consideration. 

The  UGDP  study  may  have  been  prejudiced  by  a con- 
flict of  interests  on  the  part  of  one  of  the  investigators,  a 
researcher  in  the  study  testified. 

Angela  Bowen,  M.D.,  Olympia,  Washington,  told  the 
FDA  “it  would  be  on  mighty  thin  ice”  if  it  goes  forward 
with  its  plan  to  require  warning  labels  without  first  in- 
vestigating whether  the  study  was  valid. 

Describing  herself  as  a “very  reluctant  witness,”  Dr. 
Bowen  told  the  investigation  took  on  almost  a vendetta 
approach  where  tolbutamide  was  involved.  In  addition, 
she  said  some  of  the  deaths  ascribed  to  that  drug  ap- 
peared to  have  been  caused  by  factors  unrelated  to  the 
diabetic  conditions  of  the  patients. 

J.  Richard  Crout,  M.D.,  Director  of  the  FDA’s  Bureau 
of  Drugs,  said  he  found  the  allegations  “a  little  astound- 
ing” and  would  have  to  evaluate  them. 
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THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Presents  for  members  and  their  families 
A FIVE-DAY  “LONG  WEEKEND”  OF  SHEER  RELAXATION  IN 

CANCUN 

THE  NEW  1000-YEAR-OLD  ISLAND  IN  THE  MEXICAN  CARIBBEAN 

Special  Braniff  International  Charter  Flight 
Depart  New  York  November  18th, 

Return  November  22nd. 1975 


Please  note 
change  in  dates 


Uninhabited  until  a few  years  ago,  Cancun  today  is  a 
man-made  paradise  with  14  miles  of  almost  unexplored 
powdery  sand  beaches  washed  by  a clear  turquoise 
sea,  its  own  championship  golf  course,  unlimited  pos- 
sibilities for  all  sports,  including  deep-sea  fishing,  and  a 
fantastic  array  of  modern  conveniences. 

Relax  in  20th-century  elegance  where  Mayan  kings 
wintered  over  a thousand  years  ago.  We’ll  spend  four 
nights  at  the  new  luxurious  Hotel  Cancun  Caribe.  Its 
dramatic  architecture,  tastefully  decorated  comfortable 
rooms,  restaurants  serving  international  and  local 
specialties  and  hospitable  staff  will  make  your  weekend 
on  this  centuries-old  island  truly  memorable. 

Relax  and  do  nothing— soak  up  the  sunshine  by  day, 
listen  to  the  soft  guitars  in  the  evening— or  visit  the 
nearby  Mayan  sites  of  Tulum  and  Chichen-ltza  for  a 
closer  look  at  this  mysterious  ancient  civilization. 


Our  special  Braniff  International  charter  flight  departs 
New  York  November  18,  returning  November  22, 1975. 

The  all-inclusive  trip  rate  is  $495.00  per  person.  Space 
is  limited;  make  your  reservations  today.  We  look  for- 
ward to  joiningyou  and  yourfamily  in  Cancun. 


Make  check  payable  to:  Travel  Dynamics,  Inc. 

And  mail  to:  Medical  Society  of  the  State  of  New  York 
Division  of  Insurance  & Membership  Benefits 
420  Lakeville  Road 
Lake  Success,  New  York  11040 


REGISTRATION 


Enclosed  is  my  check  for  $ ($100  per  person)  as  deposit.  I (we)  understand  that  final  payment  is  due 

sixty  (60)  days  prior  to  departure.  Also  the  deposit  will  be  refunded  in  full  if  I (we)  cancel  at  least  sixty  (60)  days 
before  the  departure  date. 


Name 

Address 

City  State 

Zip  Telephone  ( ) 

I request  single  accommodation 
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Index  to  Advertised  Products  EQUIPMENT 


Analgesics 

Darvon  (Eli  Lilly  & Company)  2098,  2099 

Percodan  (Endo  Laboratories)  2274,  2275 

Anorectics 

Pondamin  (A  H Robins  Company)  2112,  2113 

Antacids 

Maalox  (William  H Rorer)  2225 

Antiarthritics 

Butazolidin  (Geigy  Pharmaceuticals)  2271-2272 

Antibiotics 

Keflex  (Eli  Lilly  & Company)  2116 

Nebcin  (Eli  Lilly  & Company)  2146,  2147,  2148 

Wycillin/Biciilin  (Wyeth  Laboratories)  2252,  2253 

Antidiarrheal  antispasmodics 

Donnagel  (A.  H.  Robins  Company) 2155 

Antihypertensives 

Catapres  (Boehringer  Ingelheim)  2232.  2233 

Antihypertensive  diuretics 

Combipres  (Boehringer  Ingelheim) 2088,  2089 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company)  2107 

Bronchodilators 

Brethine  (Geigy  Pharmaceuticals)  2221-2222 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Robitussin  (A.  H.  Robins  Company)  21 56,  2157 

Cerebrovascular  dilators 

Cerbral  (Kenwood  Laboratories)  2279 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  & Company)  2211 

Diuretics 

Lasix  (Hoechst-Roussel  Pharmaceuticals)  2121-2122 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories)  2196,  2197 

Hormonal  nutritional  supplement 

Testand-B  (Geriatric  Pharmaceutical  Corp.) 2262 

Mood  elevators 

T ofranil  (Geigy  Pharmaceuticals)  2 1 03,  2 1 04 

Multivitamins 

Beminal  (Ayerst  Laboratories)  2101,  2277 

Potassium  sparing  diuretics 

Dyazide  (Smith,  Kline  & French  Laboratories)  2087 

Selective  vasodilator 

Cafergot  (Sandoz  Pharmaceuticals)  4th  cover 

Tranquilizers 

Valium  (Roche  Laboratories) 2162,  2163,  2164 

Tranquilizer  Antispasmotics 

Librax  (Roche  Laboratories) 2178,  2179,  2180 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 2108,  2109 

Cervi-Bid  (Geriatric  Pharmaceutical  Corp.) 2093 


OFFICE  EQUIPMENT  AVAILABLE:  3M  STATEMENT  MACHINE  MOI) 
el  r47,  mint  condition,  (cost  $520  new).  Service  paid  through  7/76  $300  firm. 
(212)  249  0622. 


INTERNIST  RETIRING,  BECAUSE  OF  HEALTH  ALL  OFFICE  FURNISH 
ings  & equipment  for  sale;  300  M.A.  2-tube  X-ray  Schultze  spot  device;  office 
lease  available.  Excellent  opportunity  for  internist,  gastroenterologist  or 
generalist.  Jamaica  near  Mary  Immaculate  Hospital.  (212)  526-0614. 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals  Moil  billhead  for 
details  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y 10036 
LO  5-2943 


RUDOLF  VIRCHOW  MEDICAL  SOCIETY  MEETING:  OCTOBER  28,  1975 
(n  8:30  p.m.  The  New  York  Academy  of  Medicine,  2 East  103rd  St.,  New 
S’ork,  N.Y.  Guest  speaker:  Robert  A.  Good,  Ph.D.,  M.D.,  President  & Di- 
rector, Memorial-Sloan-Kettering  Cancer  Center.  Topic:  “Organization  of 
Immunological  Systems,  Immunodeficiency  and  Malignancy”. 


POSITIONS  WANTED 


MEDICAL  RESEARCH  LIBRARIAN  AVAILABLE  ON  AN  HOURLY  BASIS 
to  prepare  references,  compile  bibliographies,  research  topics,  assemble  ma- 
terials, abstract  articles.  Also  available  to  set  up  personal  reference  files. 
Call  or  write  Barbara  Katz,  404  East  55th  St.,  Apt.  14A,  New  York,  N.Y.  10022. 
Call  (212)  838-4574. 


ATTENTION,  NASSAU  & SUFFOLK  M.D.s:  DOCTOR’S  OFFICE  NURSE 
& medical  technician,  12  years  experience  in  various  fieldsof  medicine — EKGS, 
injections,  veni  puncture,  lab  work,  BPs,  assisting,  etc.  All  secretarial  work  & 
insurance  forms.  Superior  in  nurse/patient  business  relationships.  Excellent 
references.  Phone  eves  (516)  421-4124. 


BOARD  CERTIFIED  ANESTHESIOLOGIST  WITH  TEN  YEARS  TEACH 
ING  experience  seeks  change  of  locale.  Desires  to  be  within  50  mile  radius  of 
Syracuse.  Willing  to  assume  departmental  responsibility.  Dept.  503,  c/o 
NYSJM. 


PRACTICES  AVAILABLE 


PEDIATRIC  PRACTICE,  HOME-OFFICE  COMBINATION.  ESTAB- 
lished  13  yrs.  University  affiliated  hospital.  Prestigious  area,  Roslyn.  L.I., 
V2  hour  from  NYC.  Call  (516)  621  -0260. 


FAMILY  PRACTICE  WELL  ESTABLISHED  AND  ACTIVE.  AVAILABLE  IN 
Sayville,  Long  Island.  Adaptable  for  internist  and/or  pediatrician.  12 
rooms,  moderate  rent.  Dept.  500,  c/o  NYSJM. 


AVAILABLE:  LONG  ESTABLISHED.  LUCRATIVE  FAMILY  PRACTICE, 
Levittown,  L.I.  Converted,  expanded,  fully  equipped,  Levitt  Cape  Cod.  One 
block  from  main  thoroughfare,  shops,  schools,  libi'ary.  Will  stay  to  introduce. 
Dept.  502,  c/o  NYSJM. 


FREE.  LUCRATIVE  PRACTICE  WITH  PURCHASE  OF  8 ROOM  SPLIT 
level  with  separate  5 room  attached  office.  100  x 100  active  corner  location. 
So.  Merrick,  L.I.  Many  extras.  No  repairs  needed.  Will  introduce  Must  be 
seen  to  appreciate.  (516)  868-5633. 
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LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED  — CONT  D 


BUSY  PRACTITIONER,  DIPLOMATE  OF  AMERICAN  BOARD  OF  Ft 
ily  Practice,  needs  help  G.P  . internist,  or  family  practitioner  wanted 
O.B.  Excellent  opportunity  in  middle  income,  seashore  community.  ■ 
end  of  Long  Island.  Superior  community  hospital  nearby.  Manhattai 
minutes  away.  Arrangements  negotiable.  Dept.  487,  c/o  NYSJM. 


UPSTATE  N.Y.  EMERGENCY  MEDICINE  F T.  COVERAGE,  4 M I 
group  practice,  excellent  benefits,  20,000+  visits,  modernization  and  U 
facility  to  open  5/76,  Northwestern  Catskills,  university  town,  exce 
schools  and  recreation;  Frank  M.  Isbell.  Administrator,  A.  O.  Fox  Mem 
Hospital,  1 Norton  Ave.,  Oneonta,  N.Y.  13820.  Call  collect  (607)  432-2000 


FAMILY  PRACTITIONERS:  GOOD  OPPORTUNITY  FOR  THREE  OR 

four  physicians  to  assume  well  established  practice  left  vacant  due  to  illness 
and  other  commitments.  Unlimited  potentials  in  a progressive  setting  located 
on  beautiful  Mille  Lacs  Lake,  85  miles  north  of  Minneapolis.  Modern  clinics 
and  -JCAH  73-bed  hospital  and  ECF;  excellent  income;  exceptional  consultant 
staff,  away  from  the  madding  crowd,  yet  not  too  far  away;  good  schools;  clean, 
uncrowded  environment:  forests  and  lakes  to  enjoy  and  live  on;  unfettered 
living.  We  need  you!  Contact  Mr.  Marshall  E.  Engstrom,  Administrator, 
Community  Mercy  Hospital.  Onamia,  Minnesota  56359,  or  call  collect  (612) 
532-3154  (office),  or  (612)  532-3693  (home);  or  contact  Mr.  Robert  Mickus, 
Administrative  Assistant,  at  hospital  (612)  532-3154,  or  at  home  (612)  532- 
3243. 


WANTED:  GENERAL  SURGEON,  BOARD  CERTIFIED.  PREFERABLY 

with  Gyn  training  and/or  experience,  under  age  50.  Present  surgeon  disabled. 
Opportunity  to  take  over  25  year  old  surgical  practice;  immediate  occupancy  if 
desired.  Call  (305)  293-9150,  or  write  A.  P.  Maybarduk,  M.D.,  710  East 
Colonial  Dr.,  Orlando,  Florida  32803. 


INTERNIST/GP  SALARY  $30,000  RANGE  PLUS  BENEFITS.  LOCATED  IN 
Finger  Lakes  Region,  gracious  country  living.  Non-discrimination  in  employ- 
ment- Malpractice  insurance  not  necessary.  Contact  Chief  of  Staff,  VA  Cen- 
ter, Bath,  New  York  14810. 


ROCHESTER,  N.Y.  PSYCHIATRIST,  BOARD  ELIGIBLE  OR  QUALIFIED, 
for  group  practice  in  an  HMO  setting.  M.  P.  Coulter,  M.D.,  Medical  Director, 
Jordan  Health  Center,  Rochester,  N.Y.  14603.  (716)  454-2400. 


SEVEN  MAN  G.P.  GROUP  SEEKS  REPLACEMENT.  G.P.  OR  INTERNIST, 
for  partner.  Cover  every  seventh  night  and  weekend.  Beautiful  college  town 
90  miles  from  New  York  City.  Excellent  hospitals.  Early  partnership.  Va- 
cation area.  Joseph  F.  Krivda,  Medical  Associates  of  New  Paltz,  P.C..  New 
York  12561. 


INTERNIST  OR  FAMILY  PRACTITIONER  FOR  DELIGHTFUL  NEAR  M ID- 
western  small  city.  Will  combine  two  active  practices  going  full  steam.  Ex- 
cellent JCAH  hospital  Q mile;  recreation,  schools,  churches,  etc.  Easy  drive 
from  university  medical  centers.  Income  six  figures;  malpractice  insurance 
available;  women  M.D.'s  well  accepted.  Curriculum  vitae  first  letter,  refer- 
ences. Dept.  496,  c/o  NYSJM. 


PHYSICIAN  TO  WORK  FULL  TIME  IN  MULTI-LEVEL  GERIATRIC  CEN 
ter.  including  nursing  home,  health  related  facility,  and  apartment  complex. 
Contact  Eli  A.  Leven,  M.D.,  Medical  Director.  St.  John’s  Home,  150  Highland 
Ave..  Rochester,  N.Y.  14620.  Tel:  (716)  271-5413. 


ONE  PEDIATRICIAN,  GENERAL  PRACTITIONER.  FAMILY  PRACTI- 
t inner  and  or  an  internist  needed  for  group  in  Western  New  York  community 
with  102-bed  hospital  Population  11,000;  drawing  area  25,000.  1 % hours 

from  two  large  cities  and  Finger  Lake  region.  Nestled  among  rolling  hills  with 
excellent  skiing,  fishing,  hunting  and  boating  opportunities.  Two  universities 
in  immediate  area  Good  school  system  Salary  negotiable  with  experience, 
minimum  $35,000.  Send  resume  to  Administrator,  Genesee  Medical  Group, 
22  West  State  St.,  Wellsville,  N.Y.  14895. 


ANESTHESIOLOGIST  WANTED:  FULL  TIME  AND  PART  TIME  POSI 
lions  available  at  a small  hospital  in  Queens,  N.Y.  Send  curr.  vitae  Dept. 
195, < o NYSJM 


WAN  TED  PHYSICIAN  FOR  INDUSTRIAL  POSITION  COMPETI  TIVE 
salary  with  excellent  fringe  benefits  including  stock  purchase  plan,  dues,  in- 
surance, retirement  Active  staff  of  several  physicians,  full  nursing  staff  and 
ancillary  personnel  Upstate  New  York.  200  miles  from  New  York  City. 
Beautiful  hunting,  camping  and  fishing  area.  Dept . 498,  c/o  NYSJM. 


UPSTATE  N.Y  ANESTHESIOLOGIST  TO  WORK  WITH  EXIST 
anesthesiologist  in  an  expanded  and  growing  surgical  case  load  situa 
Northwestern  Catskills,  university  town,  excellent  schools  and  recrea 
Frank  M.  Isbell.  Administrator,  A.O.  Fox  Memorial  Hospital,  1 Norton 
Oneonta.  N.Y.  13820.  Call  collect  (607)  432-2000. 


EMERGENCY  DEPARTMENT  PHYSICIAN:  A BEAUTIFUL  COMIV 
ity  located  in  Upstate  New  York  has  an  immediate  opening  for  a New 
State  licensed  physician.  Forty-hour  work  week  with  excellent  fringe 
fits.  Beginning  salary  of  $40,000.  Contact:  Irving  Cramer.  M.D..  Me 

Director.  St.  Luke's-Memorial  Hospital  Center.  P.0  Box  479.  Chat 
Road.  Utica.  N.Y.  13503. 


ANESTHESIOLOGIST.  BOARD  CERTIFIED  OR  ELIGIBLE  TO 
three  in  fee  for  service  department  in  beautiful  Hudson  Valley,  50  miles 
New  York  City.  Minimum  guarantee.  Send  resume  to  A.  H.  Margolis, 
Director.  Dept,  of  Anesthesiology.  Cornwall  Hospital.  Cornwall.  N.Y.  125 


GOWANDA:  OPPORTUNITIES  FOR  PSYCHIATRISTS  WITH  SALAD  | 
$41,450  & general  practitioners  with  salary  to  $32,406.  Must  be  been 
hold  ECFMG  & LMCC.  Gowanda  is  an  accredited  psychiatric  hospit 
by  the  N.Y.S.  Dept,  of  Mental  Hygiene  south  of  Buffalo,  N.Y.  It  carries  ■ 
active  community  treatment  program  & provides  outpatient  services  f<  T 
county  area.  Benefits  include  3%  weeks  paid  leave  & 11  paid  holidays  i 
1st  year  of  employment:  liberal  non-contributory  retirement  plan.  C f 
Director.  Gowanda  Psychiatric  Center.  Helmuth.  N.Y.  14079. 


WANTED:  GENERAL  SURGEON,  BOARD  CERTIFIED.  PREFER] 

with  Gyn  training  and/or  experience,  under  age  50.  Present  surgeon  dis 
possibly  permanently.  Opportunity  to  take  over  25  year  old  surgical  p i 
in  6-9  months.  Call  (305)  293-9150  or  write  Alex  P.  Maybarduk,  M.I  | 
East  Colonial  Dr..  Orlando,  Florida  32803. 


INTERNIST  WITH  SUBSPECIALTY,  PREFERABLY  GASTROENT 
ogy,  to  work  with  a group  in  New  York  State.  Dept.  501,  c/o  NYSJM. 


PRIMARY  CARE  PHYSICIANS.  INTERNISTS  AND/OR  FAMILY 
titioners  needed  for  small,  progressive  hospital  based  group  practice  inj 
tauqua  Lake  region  of  Southwestern  New  York.  Send  curriculum 
George  W.  Lewis.  M.D..  Director,  Family  Health  Center,  Jamestown  (| 
Hospital,  Jamestown,  N.Y.  14701 . 


FI 


TIME  GYNECOLOGIST/OBSTETRICIAN.  SALARY,  PLUS 
fits,  advancement,  in  out -of  hospital  diagnostic,  treatment  renter  pi 
HMO,  35  minutes  from  Manhattan.  Please  contact  Mr.  Arlington  Ro| 
Executive  Director,  17  Broadway.  Haverstraw,  N.Y.  1914)  429-5343. 


PEDIATRICIAN,  NEEDED  IN'  COLLEGE  TOWN  WI  TH  DRAWING 
lation  of  25,000  located  tit  intersection  of  1-79  and  1-80.  Growing 


lation  ot  go, on ii  located  at  intersection  ot  i .o  anu  i-ou.  mowing  air 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  ,\ 
Colaizzi,  Administrator,  Grove  City  Hospital.  Grove  City,  Pa.  16127. 


1 412)  458-7132. 


CHALLENGING  OPPORTUNITY  FOR  GENERAL  PRACTITIOgl 
ternist  part-time  in  outpatient  clinic  and  part  time  in  exciting,  new  ot| 
program.  Veterans  Administration  Hospital,  Canandaigua,  N.Y. 
.lames  Gilbert,  M.I)  (315)  394-2000. 
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PHYSICIANS  WANTED— CONT’D 


JEN  SURGEON.  CERTIFIED  l.ARC.K  Ml  LT1  SPECIALIT  GROUP 
with  active  office  and  hospital  practice.  Salary  $50,000  to  $60,000  range,  mal 
practice,  retirement  and  all  other  benefits  paid,  teaching  opportunities.  Ex- 
cellent schools,  cultural  activities  and  outdoor  sports  Full  vitae  and  refer 
ences  invited  Rox  8<)1(X),  Saint  I’aul.  Minnesota  55108. 


ANESTHESIOLOGIST.  NEEDED  IN  COLLEGE  Iiiwn  Wil  li  DRAWING 
population  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area. 
• clean  air.  good  schools  in  Western  Pa  Substantial  guarantee  Contact:  Mr 
•I  A.  Colaizzi.  Administrator.  Grove  City  Hospital.  Grove  City.  Pa.  16127 
Phone  14121  458-71.12 


, JRTHOPEDIC  SURGEON.  NEEDED  IN  COLLEGE  TOWN  WITH 
drawing  population  of  25,000  located  at  intersection  of  I - 79  and  1-80  Grow 
ing  area,  clean  air.  good  schools  in  Western  Pa  Substantial  guarantee.  Con 
tact:  Mr  I A Colaizzi.  Administrator.  Grove  City  Hospital,  Grove  Citv 

Pa.  10127.  Phone  (412)  458-7132 


IEAL  ESTATE  FOR  SALE  OR  RENT 


ENTAL  EAST  ii:lRD  STREET  MODERN  LUXURY  BUILDING  SF.PA 
rate  street  entrance  and  rear  entrance,  central  air  conditioning  Very  large 
rooms,  including  consultation  room,  one  or  two  examining  rooms,  secretarial 
office  To  share  beautifully  appointed,  large  reception  room  Available 
. October  1975  (212)  753-8300 


SW  JERSEY  BASKING  RIDGE.  SOMERSET  COl'NTY.  OFFICE  SPACE 
available  in  new.  modern  professional  building  Home  of  AT&T  Corporate 
headquarters.  Growing  area,  good  location.  Ideal  lor  specialist.  Available 
immediately  Phone  (201 1 766-01 1 1.  or  (201)  273-2372. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


SIX  ROOM  PROFESSIONAL  SITTE  FOR  RENT  IN  PRESTIGE  MEDICAL 
building  on  Long  Island.  Available  immediately.  Centrally  located  near 
major  hospitals.  Call  (2121  894-2190. 


JAMAICA  HILLCREST  ONE  OF  THE  BEST  LOCATIONS  IN  QUEENS. 
Near  St  Johns  College,  Queens  General  Hospital  & Triboro  Hospital.  Walk 
to  subway,  all  schools.  Charming  Colonial  one  family.  3 bedrooms,  l1^  baths, 
detached  garage,  patio,  extras.  Has  structural  advantages  for  home-occupa- 
tional office.  Principals  only.  Asking  $47, 9<X).  (212)297-1212. 


800  SQ  FT  PROFESSIONAL  OFFICE  SPACE.  LUXURY,  AIR  CONDI- 
tioned  building  Excellent  location.  Near  hospital  and  all  transportation. 
144-63  35th  Avenue,  corner  146th  St..  Flushing.  N Y.  (212)  275-8550. 


FOR  SALE:  JAMAICA  NORTH.  BEAUTIFUL  BRICK  COLONIAL  TOWN- 
house  7 rooms.  4 bedrooms,  modern  eat-in  kitchen,  formal  dining  room, 
fireplace.  220  wiring  A short  walk  to  -Jamaica  and  Mary  Immaculate  Hos- 
pitals; a short  ride  to  most  others  in  Queens.  One  block  to  subway.  Asking 
low  40s  All  inquiries  to  Dept  499,  c/oNYSJM. 


LOW  ER  DUTCHESS  COL'NTY  POSH  COMMUNITY  NEEDS  ANOTHER 
doctor  Charming  Colonial  consisting  of  waiting  room,  office,  2 examination 
rooms,  powder  room.  Living  room  with  fireplace,  dining  room.  2 bedrooms, 
new  kitchen,  bath,  garage,  basement.  Low  taxes.  Asking  $65,000.  Offered 
by  Rafaela  Stern.  Broker.  (914)  225-3181. 


DOCTORS  COMPLEX,  BLOCKFRONT  17  TO  18  STS-3RD  AVE.,  ONE 
block  from  5 hospitals.  Professional  offices  in  newly  erected  31  -story  build- 
ing; 3500  sq.  ft.  Perfect  for  medical  group.  Will  build  to  suit.  Goodstein 
Management  Co.,  4 Park  Ave.,  N.Y.C.  10016.  Martin  Goodstein  (212)  532- 
9550. 


ILLY  EQUIPPED  MEDICAL  OFFICE  FOR  RENT:  ) 1.000  SQ.  FT  ).  WAIT 
ng.  consultation  and  three  examining  rooms,  small  lab  Hospitals  in  prox 
mity.  Growing  family  practice  can  be  assumed.  Leaving  for  residency 
Reasonable  rent  Miller  Place.  L I (516)928-5252. 


PROTECT  WITH  ACREAGE,  APPRECIATION  AND  TAX  ADVANTAGES, 
5-55  acre  parcels,  short  and  long  term  situations,  Hamptons,  Long  Island. 
Send  for  maps  and  terms,  Allen  Schiffman,  Route  24,  Hampton  Bays,  N.Y. 
11946. 


Y SHORE.  LI.  HOME-OFFICE  COMBINATION  ALMOST  ON  E ACRE 
•’irst  floor:  6 rooms.  2 half  baths,  central  a c.  carpeted  Duplex  apt:  4 bed- 
ixmts.  living  room,  kitchen.  2 full  baths,  laundry  room  Full  basement:  fire 
ilarm  throughout;  30-car  parking  lot.  Two  hospitals  within  minutes. 
•80,000.  Owner  will  hold  mortgage.  (516)265-1026. 


SAN  JUAN.  PUERTO  RICO  CONDOMINIUM  FOR  INVESTMENT  AND/ 
or  personal  use.  Luxurious  ocean  front  apartment  at  famous  Condado  Del 
Mar  Completely  furnished.  Sleeps  four;  two  terraces:  Olympic  pool;  kiddie 
pool;  tennis  court;  private  parking.  Priced  for  quick  sale  $37,000.  (212)  746- 
8372. 


USHING  NORTH.  FOR  SALE.  ONE  FAMILY.  BRICK  COLONIAL.  4 
edrooms.  2G  baths.  2 enclosed  porches,  living  room  with  fireplace.  English 
avern  replica  finished  basement;  beautifully  landscaped  72  x loo  plot.  Room 
' or  expansion;  2-car  garage  plus  off  street  parking.  Near  Parsons  Blvd.  & 
layside  Ave..  11  miles  to  Midtown  & 5 miles  to  Bronx.  Price:  $95,000.  Re 
ired  owner.  For  appointment  12121  539-8942. 


GREAT  NECK  (KENSINGTON):  DOCTOR’S  HOME  FOR  SALE:  8 

rooms.  3^  baths;  convenient  to  North  Shore  and  L.l  Jewish  Hospitals,  and 
expressways.  Privacy;  close  to  community  pool;  air  conditioned;  low  taxes. 
(516)  482-0614. 


R RENT:  SPACE  AVAILABLE  FOR  OB/GYN  IN  BEAUTIFUL  NORTH 
rn  New  -Jersey.  28  miles  from  New  York  Citv  Kinnelon  Medical  Center 
iennelon.  N . J . ( 201 ) 838-0188 


W MEDICAL  BLDG..  SOMERS.  X Y (UPPER  WESTCHESTER 
aunty).  Fall  occupancy.  3,100  unit  condominium  under  construction  near- 
c.  Exceptional  opportunity  for  G.P..  internist,  pediatrician  etc  (914)  >77- 
)30. 


SE  FOR  SALE:  SOUTHOLD  PRIVATE  COMMUNITY.  BEACH  & 
>at  basin.  Almost  new.  four  bedroom,  three  bath,  living,  dining,  large 
tchen.  paneled  den.  two-car  garage,  patio,  fireplace  in  living  room,  carpet 
g.  appliances.  Low  tax.  excellent  condition.  866.000.  (516)765-9258. 

N HA  I TAX  TO  SHARE  4 ROOM  EQUIPPED  OFFICE:  ANY  SPECIAL 
go "d  location.  J.  L Linden.  M.D.  (phvsiatrist  I.  65  Central  Park  West. 
5 .1  10023  or  call  a.m.  (212)  621-3309.  or  after  5 p.  m.  873-7878.  , 

SALE:  GREAT  NECK  ESTATES.  LONG  ISLAND.  CUSTOM.  BRICK 
nch  home  office,  over  5/8  acre.  Enclosed  level,  landscaped  plot;  living 
>m.  dining  room.  den.  three  bedrooms,  kitchen,  dinette,  two  full  tile  bath 
i>ms.  plaster  walls;  two  room  office  with  separate  entrance:  full  basement; 
-es.  shrubs,  pool.  park.  dock,  all  year  tennis  Mam  extras  $130,000.  ne- 
tiable.  (516)482-2363. 


FULLY  FJQUIPPED  OFFICE  OF  FAMILY  PRACTITIONER  CONSISTING 
of  eight  rooms:  also  reception  area  and  nurses’  station,  large  waiting  room, 
consultation  room,  three  examining  rooms,  one  room  for  EKG’s  and  one  also 
for  physiotherapy,  kitchen  and  lab  combined.  Excellent  opportunity  for 
walking  in  office  and  to  start  practice  of  medicine.  Fully  established  practice 
for  42  y'ears.  Frank  G.  Leone.  M.D..  1025  Park  Ave.,  Utica.  N.Y.  (315)  733- 
0660. 


OFFICE  SPACE:  2 ROOMS  PLUS  COMMON  WAITING  ROOM.  IN 

Merrick  Village.  Long  Island.  Lost  seven  general  practitioners  in  3 years. 
Lovelv  residential  community  Rent  reasonable.  Phone  weekdays  between 
2-3  p.m.  (516)378-0467. 


INTERNATIONAL  COVERAGE 

• Cassette  Recording  & Duplication 

• Simultaneous  Wireless  Interpretations 

• Verbatim  Stenotype  Reporting  including  Typed 

Transcriptions 

Nation-Wide  Reporting  Coverage 
5 Beekman  Street,  N.Y.  10038 
Phone  212-964-7590 
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Symposium 

on 

Congenital  Heart  Disease 
In  Infants,  Children  and  Adults 
“Current  Problems” 

Topics  To  Be  Discussed 


• Complex  Anatomical  Defects 

• Heredity  and  Congenital  Heart 

Disease 

• Complete  Transposition  of  the 

Great  Vessels 

• Myocardial  Function 

•Hypertrophic  Obstructive 
Cardiomyopathy 

• The  Patient  with  Pulmonary 

Hypertension 


• The  Symptomatic  Infant  with 

Congenital  Heart  Disease 

• Surgery  in  the  Symptomatic 
Infant 

• Post-operative  Care 

• Non-invasive  Techniques 

• Late  Results  of  Surgery  for 

Cyanotic  Defects 

• Recent  Advances  in  Surgical 

Therapy 


Dates:  December  5 and  6,  1975  (9  A. M. -4:30  P.M.) 
Place:  Americana  Hotel,  New  York  City 
Registration  Fee:  $75  (includes  two  luncheons) 


Sponsored  by 

DEBORAH  HEART  AND  LUNG  CENTER 

(Browns  Mills,  N.J.) 

A Voluntary , Non-Profit  Institution 


NOTE:  Program  acceptable  for  1 1 hours,  Category  1 Credit,  AMA  Physician’s  Recognition  Award 

Free  Admission  to  residents,  fellows,  interns,  medical  students  and  nurses 

For  further  information,  please  write  to:  Fourth  Deborah  Symposium,  Suite  1 1 00,  110  East  59th 
Street,  New  York,  N Y 10022 
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WHAT  GOES  ON 

in  medicine 


NEW  YORK  STATE 


NOVEMBER  1975 


CONTENTS 


New  York  City  2 

Nassau  County  Area 6 

Albany  6 

Buffalo  6 


Out-Of-State 7 


Out-Of-USA  7 


Physicians'  Placement 

Opportunities  7 


NEW 

DEADLINE  DATES  FOR  WHAT  GOES  ON 


Meeting  Dates 

Deadline  Dates 

February  1976 

December  1,  1975 

March  1976 

December  30,  1975 

April  1976 

February  1,  1976 

May  1976 

March  1,  1976 

June  1976 

April  1,  1976 

July  1976 

May  1,  1976 

August  1976 

June  1,  1976 

September  1976 

July  1,  1976 

October  1976 

August  1,  1976 

November  1976 

September  1,  1976 

December  1976 

October  1,  1976 

January  1977 

November,  1,  1976 

SPECIALTY  INDEX 


Allergy  5 

Anesthesiology 2 

Cardiology  5,  6 

Dermatology 2,  6 

Emergency  Medicine  6,  7 

Gastroenterology  4 

General  Practice 4,  6,  7 
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Obstetrics/Gynecology  3,  6 

Ophthalmology  2,  3 

Pathology  4 

Pediatrics  4 
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Public  Health 2 

Radiology  6 

Rehabilitation  2 

Surgery 3,  7 

Urology 5 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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NEW  YORK  CITY 


November  1 / 21,  1975 

Monthly  Course  listing  for  the  Post-Graduate 
Institute  of  the  New  York  Eye  and  Ear  Infirmary 

310  E 14th  Street 

* CREDIT:  AMA  Physicians  Recognition  Award  (Cat.  1) 
approved  for  the  following  courses. 

November  1,  Saturday,  9:00  a. m. -5:00  p.m. 

CORNEAL  CONTACT  LENSES 

FEE:  $75. 

November  3-8,  Monday-Saturday  8:00  a. m. -5:00  p.m. 

PLASTIC  EYE  SURGERY 

FEE:  $250. 

November  10,  Monday,  9:00  a. m. -5:00  p.m. 

OCULAR  GENETICS 

FEE:  $75. 

November  11,  Tuesday,  9:00  a. m. -5:00  p.m. 

PRACTICAL  PEDIATRIC 
OPHTHALMOLOGY 

FEE:  $100. 

November  12-14,  Wednesday-Friday,  9:00  a. m. -5:00  p.m. 

STRABISMUS  SURGERY 

FEE:  $200. 

November  15,  Saturday,  9:00  a. m. -5:00  p.m. 

CLINICAL  PERIMETRY 

FEE:  $100. 

November  17,  Monday,  9:00  a. m. -5:00  p.m. 

PRESENT  STATUS  OF  THE  PLASTIC 
CORNEA 

FEE:  $75. 

November  18,  Tuesday,  9:00  a. m. -5:00  p.m. 

ENUCLEATION  AND  EVISCERATION 

FEE:  $75. 

November  18,  Tuesday,  4:00  p.m. -5:00  p.m. 

ADVANCES  IN  OCULAR  PROSTHESES 

This  course  is  given  at  the  conclusion  of  the  above  course. 
November  19,  Wednesday,  8:00  a. m. -5:00  p.m. 

MICROSURGERY  IN  CATARACT, 

CORNEA  AND  GLAUCOMA 

FEE:  $125. 

November  20-21,  Thursday-Friday,  8:30  a m. -5:00  p.m. 

DIAGNOSIS  AND  MANAGEMENT  OF 
OCULAR  AND  ORBITAL  TUMORS 

FEE:  $150. 

For  further  information  on  the  above  courses  contact  Ms. 
Jane  Stark,  Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  Infirmary,  310  E 14th  Street,  New  York  10003. 


(November  3 / December  3,  1975) 

Monthly  program  for  the  New  York  Academy  of 
Medicine 

2 East  103rd  Street 
November  3,  Monday,  5:00  p.m. 

Committee  on  Public  Health 

HUMAN  BLOOD  IN  NEW  YORK  CITY 

AUGUST  H.  GROESCHEL,  M.D.,  AARON  KELLNER,  M.D. 
Community  Blood  Council  of  Greater  New  York 

November  4,  Tuesday,  7:00  p.m: 

Section  on  Dermatology  and  Syphilology 

1.  Presentation  of  Cases 

2.  Executive  Session 

3.  Discussion  of  Cases 

November  5-6,  Wednesday-Thursday,  9:00  a. m. -12:30  p.m. 

Committee  on  Public  Health 

CONFERENCE  ON  SEXUALLY 
TRANSMITTED  DISEASES 

November  5,  Wednesday,  6:30  p.m. 

Section  on  Anesthesiology  & Resuscitation 
HUMIDIFICATION  OF  ANESTHESIA 
GASES 

1.  Low  Humidity  and  Damage  to  Tracheal 
Mucosa 

2.  Comparison  & Use  of  Humidifiers  in 
Anesthesia 

3.  Problems  with  Existing  Humidifiers 

November  5,  Wednesday,  8:00  p.m. 

Section  on  Physical  Medicine  & 
Rehabilitation 

RECOVERY  OF  FUNCTION  AFTER 
BRAIN  INJURY:  EXTENT  AND  LIMITS 
OF  NEURAL  PLASTICITY 

November  17,  Monday,  8:00  p.m. 

Section  on  Ophthalmology 

NEW  AND  CONTROVERSIAL  ASPECTS 
OF  STRABISMUS  SURGERY 

November  20,  Thursday,  8:00  a. m.  -5:00  p.m. 

Section  on  Medicine 

A SYMPOSIUM  ON  THE  THYROID  1975 

1.  Thyroid  Hormone  Effects  on  the  Cellular 
and  Subcellular  Levels. 

2.  Mechanisms  of  Action  of  Thyroid 
Hormone 

3.  Thyroid  Hormone  Action  Including 
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Effects  Upon  the  Mitochondria 

4.  Thyroid  Hormone  Effects  on  Steroid 
Hormone  Metabolism  and  on  Other 
Hormones 

5.  Autoimmunity  in  Thyroid  Disease  States 

6.  Hyperthyroidism:  Varied  Presentations 

7.  Ocular  Manifestations  of  Graves 
Disease:  Therapeutic  Approaches 

8.  Hypothyroidism:  Diagnosis  and 

Treatment 

9.  Thyroid  Nodules:  Experience  with 
Needle  Biopsy 

10.  Thyroid  Carcinoma 

11.  Panel  Discussion 

* * Registration  is  required  by  November  13,  1975. 

November  20,  Thursday.  8:00  p.m. 

The  Harvey  Society  in  affiliation  with  the  New 
York  Academy  of  Medicine 

Caspary  Hall 
Rockefeller  University 

GENE  AMPLIFICATION 

November  25.  Tuesday.  8:15p.m. 

Section  on  Biomedical  Engineering  with  the 
Section  on  Historical  Medicine 

3600  Years  of  Biomedical  Engineering:  The  History  of  the 
Corset  Biomedically  Considered  (from  the  Cretan  Snake  Goddess 
to  the  Astronaut) 

December  3.  Wednesday.  9:00  a m. 

* * Registration  prior  to  November  26  is  required. 

Section  on  Obstetrics  & Gynecology 

SYMPOSIUM  ON  ADVANCED  CONCEPTS 
IN  BIOPHYSICAL  INTRAPARTUM  FETAL 
SURVEILLANCE 

1.  Maternal  and  Fetal  Cardiovascular 
Pathophysiology 

a.  Systolic  Time  Intervals 

b.  Current  Concepts  of  Etiology  of 
Periodic  Patterns 

c.  Beat  to  Beat  Interval  Differences 

d.  Management  of  Cord  Compression 

e.  Capabilities  and  Problems  of 
Instrumentation 

2.  Fetal  Metabolism 

a.  New  Methods  in  Fetal  Metabolic , 
Surveillance 

b.  Correlation  Biophysical  and 
Biochemical  Surveillance 

3.  Physiology  of  Uterine  Activity 


a.  On-Line  Analysis  of  Uterine  Activity 

b.  Tocolytic  Agents  in  Management  of 
Fetal  Distress 

CREDIT: 

* ' This  symposium  approved  for  (10)  cognants  American 
College  Ob/Gyn  & 7 hrs  AMA  Cat.  1 Physicians  Recognition 
Award. 

FEE:  $75 

Make  checks  payable  to  American  College  of  Obstetricians  & 
Gynecologists,  Dept,  of  Continuing  Education,  1 East  Wacker 
Drive,  Chicago,  III.  60601. 


November  3 / 19,  1975 

Monthly  course  listing  for  the  Downstate 
Medical  Center,  SUNY 

450  Clarkson  Avenue 
Brooklyn 

November  3-4,  Monday  & Tuesday 

SORBENTS  IN  UREMIA 

CREDIT:  AMA  Cat.  1(14  hrs)  with  AAFP  pending 

For  further  information  contact  Eli  A.  Freidman,  M.D.,  Box  52, 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn, 
11203.  Tel:  212-270-1710. 

November  15,  Saturday,  8:00  a m. -1:00  p.m. 

The  Coney  Island  Hospital 

2601  Ocean  Parkway 
Brooklyn 

PERIPHERAL  VASCULAR  SURGERY 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (5  hrs) 

AAFP  pending 

For  further  information  contact  Alan  Kane,  M.D.,  the  Coney 
Island  Hospital,  2601  Ocean  Parkway,  Brooklyn,  11235. 

November  19,  Wednesday,  9:00  a. m. -5:00  p.m. 

TEACHING  DAY  IN  RHEUMATIC 
DISEASE:  MANAGEMENT  OF 
RHEUMATOID  ARTHRITIS 

NO  FEE  CREDIT:  AMA  Cat.  1 (7  hrs) 

AAFP  (pending) 

For  further  information  contact  Office  of  Continuing 
Education,  Box  51,  450  Clarkson  Avenue,  Brooklyn,  1 1203. 
Tel:  212-270-2421. 

Psychiatry  courses  are  scheduled  individually  according  to 
number  of  applicants  etc.  For  further  information  concerning 
psychiatry  course  contact  Jerry  Weisfogel,  M.D.,  Brooklyn 
Psychiatric  Society,  Inc,  Seven  East  85th  Street,  New  York 
10028.  Tel:  2 12/UL- 1-7337. 


November  3,  1975 

6:30  p.m. -8:00  p.m.  Monday 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

DISORDERS  OF  THE  CORNEAL 
EPITHELIUM 
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1.  The  Diagnosis  and  Treatment  of  the  Dry 
Eye 

2.  Corneal  Filaments.  Their  Relation  to 
External  Diseases 

3.  Recurrent  Epithelial  Erosions 

For  further  information  contact  Jack  M.  Dodick,  M.D.,  531 
Park  Avenue,  New  York  10021. 


November  4 / 25,  1975 

9:00  a.m. -10:00  a.m.  Tuesdays 

Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 
Little  Neck 

GASTROENTEROLOGY 

November  4 

Evaluation  of  Liver  Function 

November  1 1 

Differential  Diagnosis  of  Jaundice 

November  18 

Inflammatory  Bowel  Disease 

November  25 

Diagnosis  & Management  of  Gl  Bleeding 

CREDIT:  AMA  Cat.  1 (19  hrs.) 

AAFP  19  hrs.  applied  for. 

For  further  information  contact  Robert  Lowry,  M.D.,  Deepdale 
General  Hospital,  55-15  Littleneck  Parkway,  Little  Neck, 
11362.  Tel:  212/428-3000. 


November  5 / 26,  1975 

1 1 :00  a.m.  Wednesdays 

St.  John’s  Episcopal  Hospital 

480  Herkimer  Street 
Brooklyn 

November  5 

FLUIDS  AND  ELECTROLYTES— 
MAINTENANCE  THERAPY 

G.  NIGRIN,  M.D 
St.  Vincent's  Hospital 

November  12 

DIABETES  MELLITUS  IN  INFANTS  AND 
CHILDREN 

S.  Castells,  M.D. 

SUNY,  Downstate 

November  19 

FLUIDS,  ELECTROLYTES  AND  ACID- 
BASE  PROBLEMS  IN  THE  I.C.U. 

R.  EHRLICH,  M.D. 

SUNY,  Downstate 

November  26 


TORCH  SYNDROME 

H.  EVANS,  M.D. 

SUNY,  Downstate 

For  further  information  contact  Bernard  H.  Shulman,  M.D.,  St. 
John’s  Episcopal  Hospital,  480  Herkimer  Street,  Brooklyn, 
11213.  Tel:  212/467-7000. 


Novembers  / 19,  1975 

4:00  p.m.-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St  Peters  Avenue 
Bronx 

November  5 

PERSONALITY  DISORDERS 

JAMES  SPIKES,  M.D. 

Montefiore  Hospital 

NO  FEE  CREDIT:  AAFP 

November  19 

SENILITY  AND  THE  ORGANIC  BRAIN 
SYNDROME 

STEVEN  MATTIS,  M.D. 

Montefiore  Hospital 

NO  FEE  CREDIT:  AAFP  V/2 


November  6 / 20,  1975 

10:30  a.m.-l  1:30  a.m.  Thursdays 

Williamsburgh  General  Hospital 

757  Buskwick  Avenue 
Brooklyn 

November  6 

METABOLIC  CHANGE  IN  THE 
CRITICALLY  ILL  PATIENT 

November  13 

USE  AND  ABUSE  OF  ANTIBIOTICS 

November  20 

CLINICAL  PATHOLOGICAL  CONFERENCE 

For  further  information  contact  William  Le  Strange,  M.D., 
Williamsburgh  General  Hospital,  757  Bushwick  Avenue, 
Brooklyn,  11221.  Tel:  212/455-9000. 


November  6-8,  1975 

St.  Vincent’s  Hospital  and  Medical  Center  of 
N.Y. 

153  West  1 1th  Street 

CONTACT  LENS,  CONTACT  DEVICE  & 
INTRAOCULAR  LENS  SYMPOSIUM 

ROBERT  A.  D'AMICO,  M.D.  & G.  PETER  HALBERG,  M.D. 
FEE:  $175.  * Ophthalmology  Residents  $75. 
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For  further  information  contact  Mrs.  Marie  Marano,  Dept,  of 
Ophthalmology,  St.  Vincent's  Hospital  and  Medical  Center  of 
New  York.  153  West  11th  Street,  New  York  10011. 


November  6-7,  1975 

9:00  a m. -5:00  p.m.  Thursday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

CLINICAL  CHEST  DISEASES 

ALVIN  S.  TEIRSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150.  CREDIT:  AMA  Cat.  1 14  hrs. 


November  11,  1975 

8:00  p.m. -10:00  p.m.  Tuesdays 

Union  Hospital 

260  E 188th  Street 
Bronx 

NEWER  DRUGS  IN  CLINICAL 
CARDIOLOGY 

MARTIN  COHEN,  M.D. 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital,  260  E 188th  Street,  Bronx.  10458.  Tel:  212/295- 
1100. 


November  12,  1975 

8:30  p.m.- 10:00  p.m.  Wednesday 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

SPECIALTY  TRAINING  PROGRAM  IN 
PSYCHOANALYTIC  MEDICINE 
PSYCHOTIC  TRANSFORMATION 

JOHN  W.  PERRY,  M.D. 

University  of  California 

NO  FEE  CREDIT:  AMA  Cat.  1 (lV2  hr.) 

For  further  information  contact  Mrs.  Lilly  Gutheil, 

Postgraduate  Center  for  Mental  Health,  124  East  28th  Street, 
New  York  10016.  Tel:  212/MU-9-7700. 


November  12,  1975 

8:00  p.m.  Wednesday 

New  York  Allergy  Society 

Hotel  Commodore 

ALPHA- 1 -ANTITRYPSIN 

GERALD  M.  TURINO,  M.D. 

Columbia  University  College  of  P & S 

For  further  information  contact  Arie  Ribon,  M.D.,  New  York 
City  Metropolitan  Hospital  Center,  1901  First  Avenue,  New 
York  10029.  Tel:  212/360-6262. 


November  13,  1975 

9:00  a. m. -4:00  p.m.  Thursday 

Center  of  Forensic  Psychiatry  of  New  York 
University 

New  York  University  Medical  Center 
550  First  Avenue 

THE  SECOND  ANNUAL  SYMPOSIUM  ON 
LEGAL  AND  ETHICAL  ISSUES  IN  THE 
PRACTICE  OF  PSYCHIATRY 

For  further  information  contact  Henry  C.  Weinstein,  M.D., 
Center  of  Forensic  Psychiatry,  550  First  Avenue,  New  York, 
10016.  Tel:  212/561-4811. 


November  14,  1975 

8:30  p.m.  Friday 

Semmelweis  Scientific  Society 

The  New  York  Academy  of  Medicine 
2 East  103rd  Street 

USES  OF  MATHEMATICS  AND 
COMPUTING  IN  MEDICINE 

PETER  D.  LAX,  PH.D. 

The  National  Academy  of  Sciences 

For  further  information  contact  George  S.  Radney,  M.D.,  35 
East  85th  Street,  New  York  10028.  Tel:  212/535-9455. 


November  19,  1975 

8:30  p.m.  Wednesday 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

A DIRECT  APPROACH  TO  THE 
PSYCHOANALYTIC  TREATMENT  OF 
OBESITY 

DOUGLAS  H.  INGRAM,  M.D. 

Karen  Horney  Psychoanalysis  Institute  and  Center 

For  further  information  contact  the  Karen  Horney  Clinic,  329 
East  62nd  Street,  New  York  10021.  Tel:  212/PL-2-5267. 


November  20-23,  1975 
National  Kidney  Foundation 

New  York  Hilton  Hotel 

25  ANNUAL  MEETING  OF  THE 
NATIONAL  KIDNEY  FOUNDATION 

For  further  information  contact  the  National  Kidney 
Foundation,  116  E 27th  Street,  New  York  10016. 


November  20-21,  1975 

Institute  of  Human  Nutrition  of  Columbia 
University  College  of  P & S 

Commodore  Hotel 
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Lexington  Avenue  at  42nd  Street 

NUTRITIONAL  DISORDERS  OF 
AMERICAN  WOMEN 

The  purpose  of  this  meeting  is  to  review  the  important  data 
pertaining  to  the  most  common  and  perplexing  nutritional 
problems  of  American  women;  to  explore  the  special 
nutritional  requirements  of  adolescence,  pregnancy  and  old 
age,  to  examine  in  depth  how  nutrients  interact  with 
contraceptive  pills;  to  discuss  the  obesity  problem  in 
American  women — how  it  starts,  and  the  best  way  to  treat  it. 
Among  other  topics  to  be  discussed  will  be  the  prevalence  of 
iron  deficiency  anemia  and  why  anorexia  nervosa  and 
osteoporosis  are  primarily  seen  in  women. 

For  further  information  contact  Director,  Institute  of  Human 
Nutrition,  Columbia  University,  511  West  166th  Street,  New 
York  10032.  Tel:  212/568-6162. 


November  21,  1975 

8:30  p.m.  Friday 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

PROBLEM  MARRIAGES  OR  PROBLEM 
PEOPLE? 

BENJAMIN  J.  BECKER,  M.D. 

Karen  Horney  Clinic 

For  further  information  contact  the  Association  for  the 
Advancement  of  Psychoanalysis,  329  East  62nd  Street,  New 
York  10021.  Tel:  212/PL-2-5267. 


November  22-23,  1975 

Albert  Einstein  College  of  Medicine  and  the 
Institute  for  the  Study  of  Human  Knowledge 

The  Roosevelt  Hotel 

BIOFEEDBACK,  MEDITATION  AND  SELF- 
REGULATORY  THERAPIES 

Leading  researchers  will  review  recent  scientific 
developments  in  the  self-control  of  psychophysiological 
processes  and  will  assess  the  therapeutic  applications  of 
mind-body  self  regulation  in  areas  such  as  hypertension, 
cardiac  arrhythmias,  stress  syndrome,  muscular  rehabilitation 
and  drug  use. 

FEE:  $65.  ($30.  for  full-time  students,  interns,  residents) 

CREDIT:  AMA  Cat.  1 Physicians  Recognition  Award  12  hrs. 

For  further  information  contact  Dr.  Mel  Roman,  Albert 
Einstein  College  of  Medicine,  1 165  Morris  Park  Avenue, 
Bronx,  10461.  Tel:  212/597-1000.  ext.  201. 


November  25,  1975 

Long  Island  Dermatology  Society 

Long  Island  Jewish-Hillside  Medical  Center 
270-05  76th  Avenue 
New  Hyde  Park 

DERMATOLOGY  SOCIETY  MEETING 


For  further  information  contact  Joel  C.  Fink,  M.D.,  75 
Edgewood  Avenue,  Smithtown  1 1787.  Tel:  516/AN-5- 
1351. 


NASSAU  COUNTY  AREA 


November  1,  1975 

Nassau  County  Medical  Center 
The  Long  Island  Radiologic  Society 

2201  Hempstead  Turnpike 
East  Meadow 

PRACTICAL  APPLICATIONS  OF 
RADIOLOGIC  PHYSICS  IN  DIAGNOSTIC 
RADIOLOGY 

L.  N.  ROTHENBERG,  PH  D.;  R.  DOBRIN,  PH.D. 

EDWARD  WEBSTER,  PH.D.;  JESSE  LITTLETON,  M.D. 

CREDIT:  AMA  Cat.  1.  applied  for. 

For  further  information  contact  Mortimer  B.  Heller,  Ph.D., 
Nassau  County  Medical  Center,  2201  Hempstead  Turnpike, 
East  Meadow,  11554.  Tel:  516/542-0123. 


ALBANY  AREA 


November  6 / 20,  1975 

The  Albany  Medical  College  of  Union  University 

Albany 
November  6 

ADOLESCENT  MEDICINE 

November  20 

EMERGENCY  MANAGEMENT  OF  THE 
TRAUMATIZED  PATIENT 

For  further  information  contact  The  Dept,  of  Postgraduate 
Medicine,  Albany  Medical  College,  Albany,  12208.  Tel: 
518/445-5501. 


BUFFALO  AREA 


November  8-9,  1975 

Division  of  Continuing  Medical  Education 

State  University  of  New  York 
Buffalo 

PHYSICAL  EXAMINATION  OF  THE 
CARDIAC  PATIENT 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Office  of  Continuing  Medical 
Education,  SUNYAB,  2211  Main  Street,  Buffalo,  14214.  Tel: 
716/831-5526. 
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Medical  School  of  Hadassah 


OUT-OF-STATE 


HOUSTON,  TEXAS 


December  4-5,  1975 

Depi.  of  Psychiatry 
Baylor  College  of  Medicine 

Shamrock  Hilton  Hotel 
Houston 

PHENOMENOLOGY  AND  TREATMENT  OF 
DEPRESSION 

CREDIT:  AMA  Cat.  1 (151/,  hrs.) 

AAFP  15’^  hrs. 

For  further  information  contact  the  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  Texas  77025.  Tel:  713/790-4941. 


HONOLULU,  HAWAII 

December  5-9,  1975 

The  International  College  of  Surgeons 

Honolulu,  Hawaii 

BLINDING  DISEASES— RATIONALE  OF 

SUCCESSFUL  THERAPY 

(40  Years  of  Original  Research) 

For  further  information  contact  Arthur  A.  Knapp,  M.D.,  The 
Volney,  23  East  74th  Street,  New  York  10021.  Tel:  212/ 
LE-5-3500. 


OUT-OF-USA 


ONTARIO,  CANADA 


November  12,  1975 

McMaster  University  Medical  Centre 

1200  Main  Street  W 
Hamilton,  Ontario 

DAY  IN  MEDICINE  FOR  FAMILY 
PHYSICIANS 

For  further  information  contact  Dr.  W.  C.  Nicholas,  Dept,  of 
Medicine,  McMaster  University  Medical  Centre,  1200  Main 
Street  W,  Hamilton,  Ontario  L8S  4J9. 


TEL  AVIV,  ISRAEL 


December  19-30,  1975 

Albert  Einstein  College  of  Medicine 


INTERNATIONAL  CRITICAL  CARE 
CONFERENCE 

CREDIT:  AMA  Cat.  1(15  hrs). 

For  further  information  contact  the  Institute  for  Continuing 
Education.  P O Box  1 1083,  2405  Westwood  Avenue, 
Richmond,  Va.  23230. 


February  16-27,  1976 
11  DAY  CRUISE 

POST  GRADUATE  MEDICAL  SEMINAR 
ALBANY  MEDICAL  COLLEGE 

LEAVES  FROM  NEW  YORK  CITY 

Ports  of  call:  San  Juan,  St.  Maarten,  Martinique,  St.  Lucia, 
St  Thomas 

CREDIT:  AMA  approved  & AAFP  applied  for. 

For  further  information  contact  Frank  M.  Woolsey,  Jr.,  M.D., 
Dept,  of  Postgraduate  Medicine,  Albany  Medical  College, 
Albany,  12208. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York, 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040  Telephone: 
(516)  488-6100.  This  is  a free  service. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  716/589-71 17. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  need- 
ed. 
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CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 
13021.  Tel.  315/253-3388  (call  collect). 


group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic  

Surgeon  and  Neurologist/Neurosurgeon. 

CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 

Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343-  CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 

6030,  ext.  211  or  212.  Health  Services,  Cato,  N.Y.  1303$?.  Tel.  315/626-6401. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen’s  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  1 1212.  Tel.  212/240-6126. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 


CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 


COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  1 16,  Colton,  N.Y. 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 
Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N.Y.  14901.  Tel:  607/734-5117. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 
CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 
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GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene.  N Y.  13778.  Tel:  607/656-4115. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass't  Adm.,  Tompkins  County 
Hospital.  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 


MAHOPAC,  N.Y.,  Putman  County.  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac,  N.Y.  10541.  Tel:  914/628- 
3473. 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

\ 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


MASSENA,  N.Y.,  Lawrence  County.  E.N.T.  and  F.P.’s. 


CONTACT.  Mr  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr  B.  J.  Short.  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr  James  Abbott,  Adm.,  St.  Joseph's  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 
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RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 
Mary’s  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel:  518/346-7748. 


SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed 
Two  Internists  and  a Pediatrician  for  Tri  Town  area. 

CONTACT:  Mr.  E.  B.  Watson,  Pres.,  Board  of  Managers;  or  Mr. 
J.  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  N.Y. 
13838.  Tel:  607/563-9934. 


SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or  Sur- 
geon. Guarantee  available. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N.Y. 

14551.  Tel:  315/483-9136. 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT:  Everett  Forman,  M.D  , Stamford,  N.Y.  12167.  Tel: 
607/652-7324. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.'s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel;  31.3/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 
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MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


ANESTHESIOLOGIST 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologi- 
st. For  further  information  contact  Irving  Cramer,  M.D.,  St. 
Luke's  Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency 
Room  Physician.  A semi-retired  physician  is  preferred  for  this 
position  which  offers  a furnished  house  on  hospital  grounds 
For  further  information  contact  The  Medical  Society  State  of 
New  York,  Physicians'  Placement  Bureau.  420  Lakeville  Road, 
Lake  Success,  N.Y.  11040.  Tel:  516/488-6100.  ext  241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency 
Room  physician.  Position  offers  excellent  benefits.  For  fur- 
ther information  contact  Irving  Cramer,  M.D.,  St.  Luke's  Hos- 
pital Center,  Box  479  Champlin  Rd.,  Utica,  13502. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physi- 
cian. For  further  information  contact  Mr.  Patrick  Cannistra, 
Director  of  Personnel  at  St  Lukes  Memorial  Hospital  Center, 
Box  479  Champlin  Road,  Utica,  13503. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  Ms.  Emily  Dinkelacker,  Village  of 
Athens. 

BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  For 
further  information  contact  William  Ferris.  Executive  Director, 
Gillam  Community  Center,  Bergen  14416.  Tel:  716/494- 

1621. 

BROOKLYN,  N.Y.  needs  a Family  Physician  or  an  Internist.  Mal- 
practice insurance  covered  and  excellent  benefits  provided. 
For  further  information  contact  Ms.  Nadmi  Trier,  Sephardic 
Home  for  the  Aged,  2266  Cropsey  Avenue,  Brooklyn,  11214. 
Tel:  212/CO-6-6100. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician.  For 
further  information'contact  Mrs.  William  R.  Macfarlane,  West- 
winds,  East  Chatham  12060.  Tel:  518/781-4434. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mr.  Donald  Shadic,  Town  of  Co- 
pake,  Copake,  12516. 

GRANVILLE,  N.Y.,  Washington  County  needs  a Family  Physician, 
Internist  or  Pediatrician.  For  further  information  contact  Rob- 
ert Vander  Minder,  Telescope  Furniture  Co.,  Granville. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  For  further  information  con- 
tact Donald  R.  Gibbs,  M.D.,  Cortland  Tel:  607/756-9941. 

HERKIMER,  N.Y.  needs  an  Internist  or  a Family  Physician.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-3464. 


HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician.  For 
further  information  contact  Watson  L.  Walden,  Business  Man- 
ager, Karl  Medical  Group,  P C.,  20  Elm  Street,  Hornell,  14843 
Tel:  607/324-1571. 

HUNTER,  N.-Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  David  Jacobs,  Sec.,  Mountain  Top 
Medical  Building  Inc.,  Hunter,  12442. 

JAMESTOWN,  N.Y.  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital- 
based  group  practice.  For  further  information  contact  George 
W Lewis,  M D,  Director,  Family  Health  Center,  51  Glasgow 
Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
For  further  information  contact  Arthur  Howard,  M.D.,  Chair- 
man, Physician  Recruitment  Committee,  Johnstown  Hospital, 
201  S Melcher  Street,  Johnstown,  12095 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

PATCHOGUE,  N.Y.  Suffolk  County  needs  a Family  Physician 
and  an  Internist.  For  further  information  contact  Dr.  Morton 
Jagust,  South  Brookhaven  Health  Center,  Bayview  Drive, 
Mastic  Beach,  11951.  Tel:  516/281-1830. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
For  further  information  contact  Clinton  J.  Mossman,  Mayor, 
Municipal  Building,  Box  00,  Philmont,  12565.  Tel:  518/672- 
7032. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physiciario. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  Lake  12983. 
Tel:  518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage  . For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  For  further  Infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  For 
further  information  contact  Mr.  Frederick  Kauffman,  Adm., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly 
14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monroe  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 


October  1 975/New  York  State  Journal  of  Medicine  2295 

WGO-11 


ester.  For  further  information  contact  Jason  O.  Cook,  M.D., 
193  West  Main  Street,  Webster  14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  For  further  infor- 
mation contact  Mr.  Robert  Arnold,  Willsboro,  12996. 


DIRECTOR  OF  MEDICAL  EDUCATION 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a part-time  physician 
to  initiate  and  coordinate  graduate  medical  education  pro- 
grams for  physicians,  dentists,  podiatrists,  nurses  and  allied 
health  personnel.  The  services  would  not  exceed  24  hours 
per  week.  Contact:  St.  John’s  Smithtown  General  Hospital, 
Smithtown,  11787. 


GENERAL  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  a General  Surgeon.  For 
further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 


INTERNISTS: 

BROOKLYN,  N.Y.  needs  an  Internist  or  a Family  Physician.  Mal- 
practice insurance  covered  and  excellent  benefits  provided. 
For  further  information  contact  Ms.  Nadmi  Trier,  Sephardic 
Home  for  the  Aged,  2266  Cropsey  Avenue,  Brooklyn,  11214. 
Tel:  212/CO-6-6100. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stevenson,  Ass’t  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street, 
14203.  TEL:  716/845-7490. 

GRANVILLE,  N.Y.,  Washington  County  needs  an  Internist.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-2464. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121 

PATCHOGUE,  N.Y.  Suffolk  County  needs  an  Internist  and  a 
Family  Physician.  For  further  information  contact  Dr.  Morton 
Jagust,  South  Brookhaven  Health  Center,  Bayview  Drive, 
Mastic  Beach,  11951.  Tel:  516/281-1830. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  For  further  information  contact  Mrs.  Alice 
Hersh,  Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Ave- 
nue, Poughkeepsie,  12603. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 


formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 


OBSTETRICIAN/GYNECOLOGISTS: 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island  2 Ob/Gyn.  seek- 
ing 3rd  Ob/Gyn  for  group.  For  further  information  contact 
Charles  I.  Rosenblum,  M.D.,  41  Brentwood  Rd.,  Bayshore, 
11751.  Tel:  516/665-0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  For  further  information  contact  Gorden  Stenhouse, 
M.D.,  Hornell  Medical  Center,  Canistel  Street,  Hornell,  14843. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  For  further  information  contact 
Mr.  Stewart  Redman,  Adm.,  Community  Hospital,  Harper 
Street,  Stamford  12167.  Tel  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  For  further  information  contact  Thomas  E.  Lavell, 
M.D.,  Delaware  Valley  Hospital,  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-4101. 


OPHTHALMOLOGIST 

NEW  YORK  CITY,  N.Y.  needs  an  Ophthalmologist  for  an  out-pa- 
tient clinic  to  provide  medical  care  for  hotel  workers  and  their 
families.  For  further  information  contact  F.  P.  Guidotti,  M.D., 
Medical  Director,  Health  Center  Family  Medical  Office,  321  W 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 


ORTHOPEDIC  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
For  further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 


NEUROSURGEON 
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SMITHTOWN,  N Y.,  Suffolk  County  needs  a Neurosurgeon.  For 
further  information  contact  A G Zippin,  M.D.,  100  Maple  Av- 
enue, Smithtown,  1 1787.  Tel:  516/265-0606 


PEDIATRICIANS: 

GRANVILLE,  N.Y.,  Washington  County  needs  a Pediatrician.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co..  Granville 

MONTOUR  FALLS.  N Y.  Schuyler  County  needs  a Pediatrician 
For  further  information  contact  John  J.  McDonald.  Adm., 
Schuyler  Flospital,  Montour  Falls,  14865  Tel:  607/535- 

7121. 

SYRACUSE,  N Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202  Tel: 
315/424-3863 


PSYCHIATRIST 

CORTLAND.  N Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  For  further  information  contact  Mr.  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place.  New 
York,  10038. 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic. 

INTERNIST  needed  to  serve  in  Surakarta,  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016.  Tel:  212/686-3110. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians'  Placement  Service,  535 
N Dearborn  Street,  Chicago,  III.  60610  Tel:  312/751-6000 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040  or  Tel  516/488- 
6100.  ext.  241. 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 


TO:  Subscribers  to  "What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 


' WHAT  GOES  ON" 
SUBSCRIPTION  ORDER  BLANK 


RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 


Make  checks  payable  to 
"What  Goes  On" 


□ I enclose  payment  v Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 

(zip) 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 


Hospitals_ 


Residency^ 


Hospitals_ 


Specia  lty_ 


Licensed  in  what  States?_ 
Applied  for 


American  Board  Certificates  held?_ 

E 1 igible 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships 

Are  you  in  practice  at  present? What  type  of  practice  are  you  Interested  in? 

Solo Associate Industrial Group Institutional 


Other 


Dote  you  will  be  available  for  practice_ 

orscticed  


Former  locations  in  which  you  have 
(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 


2298  New  York  State  Journal  of  Medicine/October  1975 
WGO-14 


Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains  Aerosporin1  brand  Polymyxin  B Sulfate  5 000  units,  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base) 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms  as  in 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo  ecthyma,  sycosis  vulgaris,  paronychia),  • secondarily 
infected  dermatoses  (eczema  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection 
Pjophylactically . the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML 
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Wyeth  Laboratories 
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There’s  something  new 
in  the  cards  tor  control  ot 
Angina  Pectoris 


A totally  new  and  improved 

delivery  system 

lor  isosorblde  Dinitrate 


(ISOSORBIDE  DINITRATE)40  mg.  Capsules. ..in  twice-a-day  dosage 

SUSTAINED  RELEASE  THROUGH  MICRO-DIALYSIS  DIFFUSION 

New  ISO-BID  can  help  to  reduce  the  frequency  and  intensity  of  angina 
attacks  through  microdialysis  diffusion  (controlled  sustained  release). 

Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosor- 
bide  dinitrate  for  up  to  12  hours  at  a smooth,  continuous,  predictable, 
controlled  rate.  Micro-dialysis  is  dependent  only  upon  the  presence 
of  fluid  in  the  G.l.  tract  and  not  on  pH  or  other  variables.  ISO-BID  is 
particularly  advantageous  in  the  prevention  of  nocturnal  angina. 

Prescribe  ISO-BID.  There  is  nothing  else  just  like  it ...  because 
MICRO-DIALYSIS  DIFFUSION  MAKES  THE  DIFFERENCE. 

DOSAGE:  One  ISO-BID  capsule  every  12  hours  on  an  empty  stomach 
according  to  need,  for  continuous  24-hour  therapy.  Not  intended  for 
sublingual  use.  Supplied  in  bottles  of  30, 100  and  500  ISO-BID  capsules. 

Consult  product  brochure  before  prescribing. 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 
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Combipres 

©and© 


Each  tablet  contains: 

Catapres®,  brand  of  clonidine  hydrochloride 
0.1  or  0.2  mg  and  chlorthalidone,  15  mg 


The  only  major  new 
combination  antihypertensive 
in  a decade 


^^nonreserpme  m 

Combipres©© 

Each  tablet  contains:  * 

Catapres.'  brand  of  clonidme  hydrochloride, 

0 1 or  0 2 mg  and  chlorthalidone,  15  mg 


Works  better  than  either 
component  in  equivalent 
doses* 

Works  in  mild  to  severe 
hypertension 

Works  conveniently  for 
patients  who  need  more 
than  one  drug* 

Works  for  less  than  the 
cost  of  separate  Rxs* 

Works  and  works  and 
works  - convenience  and 
economy  promote  long- 
term patient  compliance 


•Combipres  is  not  indicated  for  initial  therapy  of 
hypertension.  It  is  indicated  for  hypertensive 
patients  who  need  more  than  one  drug  for  ade- 
quate lowering  of  blood  pressure  and  who  have 
proved  to  be  responsive  to  its  components  given 
separately  in  dosages  equivalent  to  those  in 
the  combination. 


Warning:  This  fixed  combination  drug  is  not 
indicated  for  initial  therapy  of  hypertension. 
Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination 
represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


Indication:  The  drug  is  indicated  in  the  treatment 
of  hypertension  (see  box  warning). 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  chlorthalidone  and  patients  with 


severe  renal  or  hepatic  diseases 
Warnings:  Tolerance  may  develop  in  some 
instances  necessitating  a reevaluation  of  therapy. 
Usage  in  Pregnancy  In  view  of  embryotoxicity 
findings  in  animals,  and  since  information  on 
possible  adverse  effects  in  pregnant  women  is 
limited  to  uncontrolled  clinical  data,  the  drug  is 
not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefit 
outweighs  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children  No  clinical  experience  is  avail- 
able with  the  use  of  Combipres  in  children. 
Precautions:  When  discontinuing  Combipres.  re- 
duce the  dose  gradually  over  2 to  4 days  to  avoid 
a possible  rapid  rise  in  blood  pressure  and  asso- 
ciated subjective  symptoms  such  as  nervousness, 
agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  con- 
sulting their  physician  Rare  instances  of  hyper- 
tensive encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has  not 
been  established  in  these  cases.  It  has  been 
demonstrated  that  an  excessive  rise  in  blood 
pressure,  should  it  occur,  can  be  reversed  by  re- 
sumption of  Combipres  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in  potentially 
hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative 
effect  of  the  clonidine  hydrochloride  component. 
This  drug  may  enhance  the  CNS-depressive 
effects  of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  antihypertensive  agent, 
Combipres  should  be  used  with  caution  in 
patients  with  severe  coronary  insufficiency, 
recent  myocardial  infarction,  cerebrovascular 
disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Combipres  should  receive 
periodic  eye  examinations.  While,  except  for 
some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmological  findings  have  been 
recorded  with  Catapres,  in  several  studies  the 
drug  produced  a dose-dependent  increase  in  the 
incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated 
for  6 months  or  longer. 

Patients  predisposed  toward  or  affected  by 
diabetes  should  be  tested  periodically  while 
receiving  Combipres,  because  of  the  hyper- 
glycemic effect  of  chlorthalidone. 

Because  of  the  possibility  of  progression  of  renal 
failure,  periodic  determination  of  the  BUN  is 
indicated.  If,  in  the  physician's  opinion,  a rising 
BUN  is  significant,  the  drug  should  be  stopped. 
The  chlorthalidone  component  of  Combipres  may 
lead  to  sodium  and/or  potassium  depletion. 
Muscular  weakness,  muscle  cramps,  anorexia, 
nausea,  vomiting,  constipation,  lethargy  or  mental 
confusion  may  occur.  Severe  dietary  salt  restric- 
tion is  not  recommended  in  patients  receiving 
Combipres. 

Periodic  determinations  of  the  serum  potassium 
level  will  aid  the  physician  in  the  detection  of 
hypokalemia  Extra  care  should  be  given  to 
detection  of  hypokalemia  in  patients  receiving 
adrenal  corticosteroids,  ACTH  or  digitalis.  Hypo- 
chloremic alkalosis  often  precedes  other  evi- 
dence of  severe  potassium  deficiency.  Frequently, 
therefore,  more  sensitive  indicators  than  the 
potassium  serum  level  are  the  serum  bicarbonate 
and  chloride  concentrations.  Also  indicative  of 
potassium  depletion  can  be  electrocardiographic 
alterations  such  as  changes  in  conduction  time, 
reduction  in  amplitude  of  the  T wave;  ST  segment 
depression;  prominent  U wave  These  abnormali- 
ties may  appear  with  potassium  depletion  before 
the  serum  level  of  potassium  decreases.  To  lessen 
the  possibility  of  potassium  deficiency,  the  diet, 
in  addition  to  meat  and  vegetables,  should  in- 
clude potassium-rich  foods  such  as  citrus  fruits 
and  bananas.  If  significant  potassium  depletion 
should  occur  during  therapy,  oral  potassium 
supplements  in  the  form  of  potassium  chloride 
(3  to  4.5  gm/day),  fruit  juice  and  bananas  should 
be  given. 

Adverse  Reactions:  The  most  common  reactions 
are  dry  mouth,  drowsiness  and  sedation.  Consti- 
pation, dizziness,  headache,  and  fatigue  have 
been  reported.  Generally  these  effects. tend  to 
diminish  with  continued  therapy. 


Clonidme  hydrochloride:  Anorexia,  malaise,  nau- 
sea, vomiting,  parotid  pain,  mild  transient  abnor- 
malities m liver  function  tests;  one  case  of  possible 
drug-induced  hepatitis  without  icterus  and  hyper- 
bilirubinemia in  a patient  receiving  clonidine 
hydrochloride,  chlorthalidone  and  papaverine 
hydrochloride.  Weight  gain,  transient  elevation  of 
blood  glucose,  or  serum  creatine  phosphokinase; 
congestive  heart  failure,  Raynaud's  phenomenon; 
vivid  dreams  or  nightmares,  insomnia,  other 
behavioral  changes,  nervousness,  restlessness, 
anxiety  and  mental  depression.  Also  rash,  angio- 
neurotic edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash;  impo- 
tence, urinary  retention;  increased  sensitivity  to 
alcohol,  dryness,  itching  or  burning  of  the  eyes, 
dryness  of  the  nasal  mucosa,  pallor,  gynecomas- 
tia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested 
as  Wenckebach  period  or  ventricular  trigeminy. 
Chlorthalidone:  Symptoms  such  as  nausea,  gas- 
tric irritation,  anorexia,  constipation  and  cramp- 
ing, weakness,  dizziness,  transient  myopia  and 
restlessness  are  occasionally  observed.  Head- 
ache and  impotence  or  dysuria  may  occur  rarely. 
Orthostatic  hypotension  has  been  reported  and 
may  be  potentiated  when  chlorthalidone  is  com- 
bined with  alcohol,  barbiturates  or  narcotics. 

Skin  rashes,  urticaria  and  purpura  have  been 
reported  in  a few  instances. 

A decreased  glucose  tolerance  evidenced  by 
hyperglycemia  and  glycosuria  may  develop  in- 
consistently This  condition,  usually  reversible  on 
discontinuation  of  therapy,  responds  to  control 
with  antidiabetic  treatment.  Diabetics  and  those 
predisposed  should  be  checked  regularly. 

As  with  other  diuretic  agents  hypokalemia  may 
occur  (see  Precautions).  Hyperuricemia  may  be 
observed  on  occasion  and  acute  attacks  of  gout 
have  been  precipitated.  In  cases  where  pro- 
longed and  significant  elevation  of  blood  uric 
acid  concentration  is  considered  potentially  de- 
leterious, concomitant  use  of  a uricosuric  agent 
is  effective  in  reversing  hyperuricemia  without 
loss  of  diuretic  and/or  antihypertensive  activity. 
Idiosyncratic  drug  reactions  such  as  aplastic 
anemia,  thrombocytopenia,  leukopenia,  agranu- 
locytosis, and  necrotizing  angiitis  have  occurred, 
but  are  rare. 

The  remote  possibility  of  pancreatitis  should  be 
considered  when  epigastric  pain  or  unexplained 
gastrointestinal  symptoms  develop  after  pro- 
longed administration. 

Other  adverse  reactions  which  have  been 
reported  with  this  general  class  of  compounds 
include:  jaundice,  xanthopsia,  paresthesia 
and  photosensitization. 

Overdosage:  Catapres  (clonidine  hydrochloride): 
Profound  hypotension,  weakness,  somnolence, 
diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  by 
several  children  from  19  months  to  5 years  of 
age.  Gastric  lavage  and  administration  of  an  ana- 
leptic and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous  doses 
of  10  mg  at  30-minute  intervals  abolishes  all 
effects  of  Catapres  overdosage. 

Chlorthalidone:  Symptoms  of  overdosage  include 
nausea,  weakness,  dizziness,  and  disturbances 
of  electrolyte  balance.  There  is  no  specific  anti- 
dote, but  gastric  lavage  is  recommended,  fol- 
lowed by  supportive  treatment.  Where  necessary, 
this  may  include  intravenous  dextrose  and  saline 
with  potassium  administered  with  caution 
How  Supplied:  Combipres®  0.1  (Each  tablet 
contains  clonidine  hydrochloride  0.1  mg  + 
chlorthalidone  15  mg).  It  is  available  as  pink, 
oval,  single-scored  compressed  tablets  in  bottles 
of  100. 

Combipres®  0.2  (Each  tablet  contains  clonidine 
hydrochloride  0.2  mg  4-  chlorthalidone  15  mg). 

It  is  a\  ailable  as  blue,  oval,  single-scored  com- 
pressed tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing 
information. 

Under  license  from  Boehringer  Ingelheim  GmbH 

Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd. 

Elmsford,  New  York  10523 
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Invitation  to  join  two 
orchestras 

Physicians,  dentists,  members  of  allied  professions, 
families,  and  friends  are  invited  to  join  two  orchestras. 
The  Brooklyn  Doctors’  Symphony  rehearses  Wednesday 
evenings  in  the  Nurse’s  Auditorium,  Clarkson  and  New 
York  Avenues,  Kings  County  Hospital  Center,  Brook- 
lyn, New  York.  The  Doctors’  Orchestral  Society  of  New 
York  meets  Thursday  evenings  in  the  Auditorium  of 
Stuyvesant  High  School,  East  15th  Street  between  1st 
and  2nd  Avenues,  New  York.  Rehearsals  are  held  8:15 

I to  10:15  p.m.  during  October  through  May.  Please  con- 
tact Benjamin  A.  Rosenberg,  M.D.,  909  President 
Street,  Brooklyn,  New  York.  212-NE  8-2370 

Physicians  Martial  Arts  Association 
activated 

The  New  York  State  Chapter  of  the  Physicians  Mar- 
tial Arts  Association  has  recently  been  activated.  Ac- 
tive membership  in  this  organization  is  limited  to  physi- 
cians and  dentists  who  are  active  participants  in  any 
formal  martial  arts  program,  that  is,  karate,  judo,  aiki- 
do, and  so  forth.  The  parent  organization  is  based  in 
Honolulu  and  there  are  at  this  time  approximately  eight 
states  represented  in  the  country.  Any  person  qualified 
l and  interested  is  invited  to  contact:  Leonard  C.  Bur- 
son,  M.D.,  F.A.C.S.,  11  Old  Field  Lane,  Lake  Success, 

| N.Y.  11020. 

Program  director  wanted 

The  Joint  Commission  on  Accreditation  of  Hospitals 
(JCAH)  recently  formed  the  Accreditation  Council  for 
Ambulatory  Health  Care  (AC/AHC).  A Search  Com- 
| mittee  is  currently  recruiting  for  the  position  of  Pro- 
I gram  Director  of  the  Council’s  accreditation  program. 

Persons  interested  in  applying  for  the  position  of  Pro- 
I gram  Director  of  AC/AHC  should  contact  Richard  V. 
I Grant,  Ph.D.,  Chairman,  Search  Committee,  4101  E. 
I Louisiana  Avenue,  Denver,  Colorado  80222,  telephone 
I (303)  753-1111,  or  A.  Walter  Hoover,  M.D.,  Associate 
• Director,  JCAH,  875  N.  Michigan  Avenue,  Chicago,  Illi- 
I nois  60611,  telephone  (312)  642-6061. 

The  collected  letters  of 
Charles  Darwin 

A comprehensive  edition  of  the  letters  of  Charles  Dar- 
j win  is  being  planned  with  the  sponsorship  of  the  Ameri- 
I can  Council  of  Learned  Societies  and  with  support  from 
I the  National  Endowment  for  the  Humanities  and  the 
| National  Science  Foundation. 

The  edition  will  be  arranged  in  chronological  order 
j with  full  texts  and  annotations  and  will  include  letters 
I to  Darwin  as  well  as  those  from  him. 

Frederick  Burkhardt,  President  Emeritus  of  the 

Material  for  inclusion  in  the  medical  news  section  must  be 
I received  eight  weeks  prior  to  publication  date. 


American  Council  of  Learned  Societies,  and  Sydney 
Smith,  Fellow  and  Tutor  of  St.  Catharine’s  College  and 
University  Lecturer  in  Zoology,  University  of  Cam- 
bridge, are  Co-editors  of  the  Collected  Letters. 

Although  extensive  collections  of  Darwin’s  correspon- 
dence are  available  at  the  American  Philosophical  Soci- 
ety, in  the  Cambridge  University  Library,  and  in  other 
research  libraries  and  archives,  the  edition  can  be  made 
definitive  only  through  the  generous  cooperation  of  the 
possessors  of  smaller  lots  of  Darwin’s  widely  scattered 
correspondence.  It  is  hoped  that  librarians,  collectors, 
scholars,  antiquarian  booksellers,  and  others  with 
knowledge  of  Darwiniana  will  feel  disposed  to  contrib- 
ute their  help  to  this  project,  which  will  make  available 
for  the  first  time  materials  that  will  be  basic  to  future 
scholarship  on  Darwin  and  the  history  of  nineteenth 
century  science. 

Please  direct  all  correspondence  to  Dr.  Frederick 
Burkhardt,  R.F.D.  1,  Bennington,  Vermont  05201 
U.S.A.,  or  to  Dr.  Sydney  Smith,  St.  Catharine’s  College, 
Cambridge  CB2  1RL,  England. 

Volunteer  opportunities 

The  Great  Lakes  Area  Ecumenical  Medical  Volun- 
teers in  Mission  is  offering,  to  medical  specialists,  volun- 
teer service  opportunities  in  Sudan,  North  Africa. 

A.  Medical  specialists  for  the  School  of  Medicine, 
University  of  Khartoum — This  phase  may  include  an 
exchange  whereby  physicians  from  the  University  of 
Khartoum  may  visit  hospitals  in  the  United  States. 
Specialists  of  nearly  all  categories  are  applicable. 

B.  Medical  specialists  for  the  Provincial  Hospital  for 
Upper  Nile  Province  at  Malakal.  There  is  possibility 
for  physician  exchange  in  this  phase  also.  Areas  of  Spe- 
cialization are:  1.  Medicine,  2.  Surgery,  3.  Orthopedics, 
4.  Pediatrics,  5.  Obstetrics-Gynecology,  6.  Hemotology, 
and  7.  Pathology. 

There  is  opportunity  for  registered  and  practical 
nurse  involvement  in  this  phase. 

C.  General  practitioners,  internists,  and  surgeons  for 
Regional  Hospital  Assignment  and  Area  Clinics. 

D.  Mobile  river  unit  assignment — This  phase  re- 
quires one  physician  and  one  laboratory  technician  to 
serve  a minimum  of  one  month  at  all  months  of  the  year. 
A native  medical  assistant  and  unit  operation  and  main- 
tenance person  is  a part  of  this  phase.  This  unit  travels 
the  Sobot-Akobo  Rivers  providing  surgical,  laboratory, 
and  supplemental  medical  service  at  the  various  govern- 
ment clinics  along  the  river. 

A small  motor  boat  is  attached  that  will  make  weekly 
trips  from  the  River  Unit  and  between  Malakal  and  the 
clinics  to  deliver  medicines  and  supplies  that  have  been 
shipped  from  the  United  States. 

Interested  physicians  should  send  their  name,  ad- 
dress, type  of  regular  practice,  type  of  volunteer  service, 
preferred  month  and  year,  and  name  and  age  of  family 
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members  to:  Great  Lakes  Area  Ecumenical  Medical 

Volunteers  In  Missions  Program,  250  West  Seventh 
Street,  Erie,  Pennsylvania  16501,  Phone:  1-814-456- 

4243. 

Professorship  established 

Announcement  of  the  establishment  of  the  Howard  A. 
Rusk  Professorship  of  Rehabilitation  Research  at  the 
Institute  of  Rehabilitation  Medicine,  New  York  Univer- 
sity Medical  Center,  was  made  on  September  9,  1975,  by 
Dr.  Ivan  L.  Bennett  Jr.,  provost  and  dean.  Joseph 
Goodgold,  M.D.,  professor  of  rehabilitation  medicine, 
has  been  named  to  the  Chair. 


Journal  of  Medicine 

• 

The  Unrealistic  Patient 
Depression  in  Old  Age 
Tuberculosis  in  Alcoholic  Patient 


Alcoholic  treatment  facility 
opened 

A 76-bed  alcoholic  treatment  facility  has  been  opened 
at  Brunswick  Hospital  Center,  Amityville,  Long  Island, 
New  York.  The  new  hospital  division  provides  detoxifi- 
cation and  rehabilitation  treatment  for  alcoholics. 
Known  as  Brunswick  House,  the  alcoholism  hospital 
contains  16  beds  for  the  detoxification  of  alcoholics  and 
60  beds  for  those  undergoing  rehabilitation. 


Ectopic  Kidney 

Electrocardiograms  of  the  Month 

Hypercapnia  in  Metabolic  Alkalosis 
Drugs  and  Suicide 
Clinicopathologic  Conferences 
Hypertension  in  High  School  Students 
Carcinoma  of  Uterine  Cervix 
Drug  Information 
Diabetes  Mellitus  and  Impaired 
Ventricular  Conduction 
Surface  Markers  of  T and  B Lymphocytes 
Radiopathologic  Conferences 
Physician  Referral  Failure 
Adrenal  Imaging  with  131 1 - 1 9 Iodocliolesterol 
Making  Rhythm  Work 
Prinzmetal’s  Variant  Angina  with  Syncope 
Tumors  of  Genitourinary  Tract 
Geriatrics 

Ameloblastic  Odontoma 
Behavior  Modification  in  Psychiatry 


Mother  of  dead  retardate 
who  choked  to  death 
dedicates  life  to  saving  others 

Mrs.  Anne  Kraus,  whose  retarded  son,  Melvin,  age 
twenty-five,  choked  to  death  on  food  on  September  13th 
(at  Letchworth  Village)  has  started  a one-woman  cam- 
paign to  prevent  people  from  choking  to  death  on  food. 

Mrs.  Kraus,  who  is  the  coordinator  of  Volunteer  Ser- 
vices for  the  Association  for  the  Help  of  Retarded  Chil- 
dren, and  its  former  president,  demonstrated  the  revolu- 
tionary Heimlich  Maneuver,  which  is  so  instrumental  in 
saving  the  lives  of  people  who  choke,  at  the  Association’s 
headquarters,  200  Park  Avenue  South,  New  York  City. 
Mrs.  Kraus,  who  is  a registered  nurse,  will  go  all  over 
New  York  State  with  her  crusade. 

American  Association  for 
Cancer  Research 

An  up-to-date  list  of  the  members  of  the  Association, 
along  with  their  addresses,  is  scheduled  for  publication 
in  the  “PROCEEDINGS  of  the  American  Association 
for  Cancer  Research”  to  be  issued  in  March  1976. 

Names — brands,  generics 

• r 

Everything’s  got  a name;  an  identification  to  set  it 
apart  from  something  else.  Without  names,  life  would 
be  quite  confusing.  For  example,  if  you  wanted  to  go  to 
Oxford,  you  could  end  up  at  an  English  university  or  a 
city  in  Ohio. 

Many  prescription  medicines  have  three  names: 
chemical,  generic,  and  brand.  Here’s  a typical  case:) 
Chemical  name — 7-(D-alpha-amino-alpha-phenylace- 

tamido)-3-methyl-3-cephem-4-carboxylic  acid,  monohy- 
drate; Generic  name — cephalexin  monohydrate;  Brand 
name — Keflex. 

The  first  two  names  identify  the  chemical  only.J 
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There  is  no  clue  as  to  the  manufacturer.  This  is  the  role 
of  the  brand  name.  It  tells  you  who  made  the  medicine 
as  well  as  what  the  medicine  is.  Generic  names  are  fine, 
but  they  are  not  specific.  They’re  like  buying  a ticket 
for  Oxford  without  specifying  whether  you  are  headed 
for  England  or  Ohio. 

Because  there  are  several  ways  to  identify  a particular 
drug  product,  physicians  will  write  prescriptions  one  of 
three  ways:  by  brand  name,  by  generic  name  and  speci- 
fying a particular  manufacturer,  or  by  generic  name 
only. 

Nutritionist  volunteers  her  services 
to  New  York  City  Health  Department 

A new  position,  based  on  voluntary  services,  Nutri- 
tionist-in-Residence,  has  been  established  by  the  New 
York  City  Health  Department  under  the  guidance  of  the 
Director  of  the  Bureau  of  Nutrition,  Catherine  Cowell. 
Miss  Cowell  in  announcing  the  appointment  of  Eliza- 
beth Johnson,  Ph.D.,  to  the  post  said,  “The  interest 
shared  by  Dr.  Johnson  and  myself  in  community  nutri- 
tion, with  the  need  for  effective  communication  between 
those  delivering  nutrition  services  and  those  teaching 
nutrition,  led  to  the  arrangement  whereby  Dr.  Johnson 
is  using  her  sabbatical  leave  from  Oregon  State  Univer- 
sity to  gain  field  experience  in  public  health  nutrition.” 

In  her  new  assignment,  Dr.  Johnson  who  is  associate 
professor,  School  of  Home  Economics,  is  donating  her 
services  to  the  City.  She  will  give  priority  to  nutritional 
services  for  mothers,  infants,  and  young  children.  Dr. 
Johnson  will  be  directly  involved  with  the  Health  De- 
partment’s WIC  Program,  which  provides  supplemental 
feeding  through  Federal  funds,  for  women,  infants,  and 
children.  The  Health  Department  is  participating  in 
this  project  through  its  74  Child  Health  Stations  by  pro- 
viding a WIC  food  kit  to  9,500  mothers  and  their  infants 
throughout  the  five  boroughs.  The  WIC  food  kit  deliv- 
ered to  the  infant’s  home,  contains  concentrated  iron- 
fortified  formula,  infant  cereals,  and  citrus  juice  or  vita- 
min C enriched  fruit  juice. 

Miss  Cowell  said  that  legislation  is  pending  in  Wash- 
ington to  continue  and  extend  the  WIC  program  for  the 
benefit  of  mothers,  infants,  and  young  children  at  high 
risk  in  the  population. 

For  information  contact:  Helen  S.  Stone  at  (212) 

566-8040;  Night  and  Weekend  (212)  340-4494. 

Lighthouse  low  vision  service 
to  expand  training  program 

The  Lighthouse,  The  New  York  Association  for  the 
Blind,  plans  to  establish  a formal  training  center  for  low 
vision  personnel  early  next  year  at  the  agency  headquar- 
ters, 111  E.  59th  Street,  New  York  City,  Executive  Di- 
rector Wesley  D.  Sprague  announced.  Exact  timing  will 
depend  on  funding. 

It  will  involve  setting  up  a program  for  the  instruction 
of  low  vision  assistants  as  well  as  expanding  the  continu- 
ing education  program  for  ophthalmologists  and  op- 
tometrists. The  new  center  will  be  under  the  direction 
of  Eleanor  E.  Faye,  M.D.,  F.A.C.S.,  ophthalmological  di- 
rector of  the  Lighthouse  Low  Vision  Service,  and  Clare 
M.  Hood,  R.N.,  M.A.,  administrator  of  the  Service. 

According  to  Mr.  Sprague,  NYAB  had  already  ar- 
ranged for  an  affiliation  with  the  State  University  of 


New  York  College  of  Optometry  to  participate  in  this 
program  and  is  working  out  other  accreditation  and  cer- 
tification details  with  appropriate  medical  authorities. 
It  is  also  exploring  funding  sources. 

The  Lighthouse  Low  Vision  Service  is  the  oldest  (es- 
tablished 1953)  and  largest  (more  than  12,000  patients 
since  its  inception)  ophthalmologically  directed  and 
staffed  clinic  in  the  world.  It  has  gained  worldwide  rec- 
ognition for  its  clinical  services  and  for  the  techniques 
and  personnel  developed  in  this  long  experience. 

For  the  past  ten  years,  the  Lighthouse  Low  Vision 
Service  has  had  a resident  training  program  for  ophthal- 
mological residents  of  11  New  York  City  hospitals  who 
have  rotated  through  its  clinic.  It  has  trained  approxi- 
mately 300  residents  and  300  ophthalmologists  as  well 
as  paraprofessionals  and  administrators  of  clinics  in 
other  parts  of  the  U.S.  who  were  interested  in  setting  up 
low  vision  clinics.  It  has  also  trained  16  optometrists  in 
the  field. 

The  new  training  center  will  fill  an  acute  need,  Mr. 
Sprague  said,  because  there  is  currently  no  formal  clini- 
cal and  educational  program  available  to  meet  the  de- 
mand for  low  vision  staff  personnel. 

The  need  for  such  personnel  has  expanded  in  recent 
years  because  of  the  increasing  aging  population  with  re- 
duced vision,  the  medical  and  surgical  advances  that 
prevent  total  blindness,  and  the  technological  advances 
in  the  field  of  optics  which  have  resulted  in  better  aids 
and  devices  to  help  a person  make  better  use  of  residual 
vision. 

The  New  York  Association  for  the  Blind  has  found 
that  an  increasing  number  of  its  clients  have  some  sight, 
Mr.  Sprague  reported,  and  it  seemed  a logical  extension 
of  its  rehabilitation  program  to  expand  the  Low  Vision 
Service  and  share  its  expertise  and  experiences  with 
others  throughout  the  country  who  are  engaged  in  as- 
sisting persons  with  limited  or  residual  vision. 

Personalities 

Appointed.  Charles  Davenport  Cook,  M.D.,  formerly 
professor  and  chairman  of  pediatrics,  Yale  University 
School  of  Medicine,  as  chairman  of  pediatrics,  and  Rob- 
ert Dickes,  M.D.,  professor  of  psychiatry,  as  chairman  of 
the  Department  of  Psychiatry,  at  Downstate  Medical 
Center  . . . Donald  B.  Effler,  M.D.,  to  the  staffs  of  St.  Jo- 
seph’s Health  Center  and  the  Upstate  Medical  Center, 
effective  January  1,  1976,  in  the  collaborative  develop- 
ment of  an  expanded  and  integrated  heart  surgery  pro- 
gram with  Watts  R.  Webb,  M.D.,  professor  and  chair- 
man of  the  Department  of  Surgery  at  Upstate  Medical 
Center  . . . Michael  Goldfarb  as  executive  director,  Asso- 
ciation for  the  Help  of  Retarded  Children,  New  York 
City  Chapter  . . . Rudolph  M.  Williams,  assistant  to  the 
dean,  State  University  at  Buffalo’s  School  of  Medicine, 
as  assistant  dean  in  the  newly  created  office  of  Medical 
Education. 

Awarded.  Baruch  Samuel  Blumberg,  M.D.,  Ph.D., 
and  Alfred  M.  Prince,  M.D.,  to  share  the  1975  Karl 
Landsteiner  Memorial  Award  of  the  American  Associa- 
tion of  Blood  Banks  . . . Douglas  M.  Huestis,  M.D.,  the 
John  Elliot  Memorial  Award  of  the  American  Associa- 
tion of  Blood  Banks  . . . the  Ivor  Dunsford  Memorial 
Award  to  W.  Laurence  Marsh,  F.I.M.L.S.,  M. I. Biol.,  by 
the  American  Association  of  Blood  Banks  . . . Selma 
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Snyderman,  M.D.,  F.A.A.P.,  professor  of  pediatrics, 
New  York  University  School  of  Medicine,  to  receive  the 
1975  Borden  Award  gold  metal  and  $1,000  from  the 
American  Academy  of  Pediatrics. 

Grants.  During  July  and  August,  1975,  Downstate 
Medical  Center  received  48  research  and  training  grants 
totalling  $3,460,845,  providing  for  13  new  projects,  20  re- 
newals, and  15  supplements  . . . the  Family  Health 
Foundation  of  America  from  the  W.  K.  Kellogg  Founda- 
tion, Battle  Creek,  Michigan,  $172,623. 

Installed.  John  F.  Daly,  M.D.,  as  president  of  the 
11,000  member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology  on  September  23,  1975  . . . 
Merritt  B.  Low,  M.D.,  F.A.A.P.,  as  the  46th  president  of 
the  American  Academy  of  Pediatrics  on  October  21, 
1975. 

Visiting  professor.  Nathaniel  E.  Reich,  M.D.,  during 
the  month  of  August,  1975,  at  Sri  Lanka,  Ceylon. 


Medical  Meetings 


Cardiovascular  teaching  day 

Diagnostic  and  therapeutic  advances  in  cardiology 
will  be  the  theme  of  the  St.  Peter’s  Hospital  11th  Annu- 
al Cardiovascular  Teaching  Day  on  Thursday  afternoon, 
December  4,  1975,  in  Albany,  N.Y.  All  physicians  are 
invited,  and  there  is  no  charge.  The  program  begins  at 
1:00  p.m.  in  Cusack  Auditorium. 

Raymond  Harris,  M.D.,  chief  of  the  Subdepartment 
of  Cardiovascular  Medicine  at  St.  Peter’s  Hospital,  and 
clinical  associate  professor  of  medicine  at  Albany  Medi- 
cal College,  is  the  general  chairman.  The  main  speakers 
and  their  topics  include:  Warren  J.  Taylor,  M.D., 

F.A.C.C.,  associate  clinical  professor  of  surgery,  Boston 
University  Medical  School,  and  president-elect  of  the 
American  College  of  Cardiology:  “Advances  in  the 

Management  of  Patients  Undergoing  Cardiac  Surgery: 
Selection,  Nutrition,  and  Other  Factors  Affecting  Mor- 
bidity”; Leonard  S.  Dreifus,  M.D.,  F.A.C.C.,  chief  of 
the  Cardiopulmonary  Department  at  The  Lankenau 
Hospital,  Philadelphia,  and  professor  of  medicine  at  Jef- 
ferson Medical  College  of  Thomas  Jefferson  University: 
“Advances  in  the  Treatment  of  Cardiac  Arrhythmias 
with  Drugs  and  Pacemakers”;  and  Pravin  M.  Shah, 
M.D.,  F.A.C.C.,  professor  of  medicine  and  associate  pro- 
fessor of  pediatrics  at  University  of  Rochester  School  of 
Medicine,  Rochester,  N.Y.:  “Diagnostic  Uses  of  Echo- 
cardiography.” 

Course  on  internal  medicine 

New  York  University  Post-Graduate  Medical  School 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 
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DARVOCET-Ns  100 

propoxyphene  napsylate  with  acetaminophen 

Indication:  For  the  relief  of  mild  to  moderate  pain,  either  alone  or  accompanied  by 
fever. 

Contraindications:  Hypersensitivity  to  propoxyphene  or  to  acetaminophen 
Warnings:  Drug  Dependence— Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics  The  abuse  liability 
of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
less,  and  propoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine 

Usage  in  Ambulatory  Patients— Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery.  The  patient  should  be  cautioned  accord- 
ingly 

Usage  in  Pregnancy— Safe  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development  Therefore,  propoxyphene  should  not 
be  used  in  pregnant  women  unless,  in  the  |udgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

Usage  in  Children—  Propoxyphene  is  not  recommended  for  use  in  children,  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrine  The  central-nervous- 
system  depressant  effect  of  propoxyphene  may  be  additive  with  that  of  other  C.N.S 
depressants 

Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation, 
nausea,  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  if 
the  patient  lies  down. 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes, 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  dis- 
turbances. 

The  chronic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg,  per  day  has 
caused  toxic  psychoses  and  convulsions  [ 011375] 

DARVON"  COMPOUND-65 

propoxyphene  hydrochloride,  aspirin,  phenacetm,  and  caffeine 
Indication:  For  the  relief  of  mild  to  moderate  pain 

Contraindication:  Hypersensitivity  to  propoxyphene,  aspirin,  phenacetin,  or  caf- 
feine 

Warnings:  Drug  Dependence—  Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and.  'ess  frequently,  physical  dependence 
and  tolerance.  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics  The  abuse  liability 
of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
less,  and  propoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine. 

Usage  In  Ambulatory  Patients—  Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery  The  patient  should  be  cautioned  accord- 
ingly 

Usage  in  Pregnancy— Safe  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development  Therefore,  propoxyphene  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

Usage  in  Children— Propoxyphene  is  not  recommended  for  use  in  children  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group 
Salicylates  should  be  used  with  extreme  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrine 
The  central-nervous-system  depressant  effect  of  propoxyphene  may  be  additive 
with  that  of  other  C N S depressants 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  large 
amounts  for  a long  time 

Salicylates  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  uricosuric 
effect  of  uricosuric  agents. 

Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation 
nausea,  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  if 
the  patient  lies  down 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes, 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  dis- 
turbances. 

The  chronic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg  per  day  has 
caused  toxic  psychoses  and  convulsions,  [011375] 
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Darvocet-N  lOO 

100  mg.  propoxyphene  napsylote  and 
650  mg.  acetaminophen 

contains  no  aspirin 


Darvon 

Compound-65 

65  mg.  propoxyphene  hydrochloride,  227  mg.  aspirin 
162  mg.  phenacetin  and  32  4 mg.  caffeine 

contains  aspirin 
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moderate  pain 


Abstracts 


Deibel,  R.,  Flanagan,  T.  D.,  and  Smith,  V.:  Central 
nervous  system  infections  in  New  York  State;  etiologic 
and  epidemiologic  observations,  1974,  New  York  State 
J.  Med.  75:  2337  (Nov.)  1975 

In  an  ongoing  surveillance,  the  frequency  and  distri- 
bution of  CNS  (central  nervous  system)  infections  of 
suspected  viral  etiology  were  studied  in  residents  of  New 
York  State,  exclusive  of  New  York  City.  Diagnostic 
findings  were  obtained  in  197  patients.  CNS  infections 
associated  with  enteric  and  influenza  viruses  had  a sea- 
sonal distribution.  An  unusually  high  incidence  of 
Reye’s  syndrome  coincided  with  the  prevalence  of  in- 
fluenza B.  In  patients  with  meningitis,  with  or  without 
encephalitis,  Echo  4 virus,  and  lymphocytic  choriomen- 
ingitis virus  were  the  most  frequently  indicated. 


Holland,  M.,  Massie,  M.  J.,  Grant,  C.,  and  Plumb,  M. 

M.:  Suicide  attempts  and  fatal  outcome;  drugs  ingest- 
ed, New  York  State  J.  Med.  75:  2343  (Nov.)  1975. 

Three  hundred  and  eighty-five  consecutive  suicide  at- 
tempts by  drug  ingestion,  confirmed  by  toxicologic  anal- 
ysis of  blood  and  urine,  were  studied  for  drug(s)  ingest- 
ed and  for  clinical  course:  Five  patients  died,  a 1.3  per 
cent  mortality  rate.  Two  hundred  and  seventy-five  pa- 
tients had  taken  a single  drug;  in  order  of  frequency, 
they  were  barbiturates,  followed  by  nonprescription 
drugs,  alcohol,  glutethimide,  and  miscellaneous  pre- 
scription drugs,  such  as  diphenylhydantoin  sodium  (Di- 
lantin), digitalis,  minor  tranquilizers,  phenothiazines, 
methyprylon;  poisons,  such  as  Pine-Sol,  lighter  fluid; 
and  hallucinogens.  Two  patients  died  in  the  single- 
drug ingestion  group,  an  8.7  per  cent  mortality  rate; 
both  had  ingested  glutethimide.  One  hundred  and  ten 
patients  had  taken  mixed-drug  overdoses,  usually  two 
compounds:  in  order  of  frequency  they  were  alcohol,  in 
almost  two  thirds  of  the  cases,  barbiturates,  minor  tran- 
quilizers, nonprescription  drugs,  methyprylon,  pheno- 
thiazines, miscellaneous  prescription  drugs,  and  1 case 
each  of  different  poisons  and  hallucinogens.  In  the 
mixed-overdose  group,  3 patients  died.  Glutethimide, 
ingested  by  13  mixed-overdose  patients,  was  present  in 
the  3 such  cases  who  died,  a 13  per  cent  mortality  rate. 


One  death  occurred  with  ingestion  of  glutethimide  with 
alcohol  (with  unsuccessful  hemodialysis),  1 with  glu- 
tethimide, alcohol  and  phenothiazine  (followed  by  a cer- 
ebrovascular accident  during  acute  intoxication),  and  1 
death  occurred  with  ingestion  of  fatal  levels  of  barbitu- 
rate with  small  amounts  of  glutethimide.  Glutethimide 
was  ingested  36  times  (9  per  cent  of  ingestions)  and  was 
present  in  the  five  deaths  among  the  385  overdose  cases, 
a 13.9  per  cent  mortality  rate.  Although  other  variables 
may  have  contributed  to  the  high  mortality  rate  in  pa- 
tients who  died  with  glutethimide  present  as  1 or  more 
of  the  drugs  taken  in  overdose,  its  contributory  role 
must  be  questioned.  Appearance  of  seizures  which  were 
difficult  to  control  appeared  to  increase  the  seriousness 
of  glutethimide  ingestion.  Use  of  glutethimide  as  a rou- 
tine clinical  hypnotic  is  questioned,  particularly  in  psy- 
chiatrically  disturbed  individuals,  due  to  both  addictive 
qualities  and  low  safety  margin  in  overdose.  Safer  hyp- 
notics with  a far  wider  safety  margin  in  overdose  are 
available. 

Pantoja,  E.,  Wendth,  A.  J.,  and  Cross,  V.  F.:  Radio- 
graphic  manifestations  of  teratoma,  New  York  State  J. 
Med.  75:  2353  (Nov.)  1975 

The  radiographic  signs  of  the  most  common  terato- 
mas have  been  reviewed.  These  signs  depend  on  the 
presence  of  radiographically  identifiable  tumor  ele- 
ments: teeth,  well-formed  bones,  fat,  calcifications,  air 
in  the  case  of  mediastinal  dermoid  cysts  with  bronchial 
communication,  and  occasionally  the  wall  of  an  ovarian 
dermoid,  or  halo  sign.  Other  radiographic  manifesta- 
tions of  teratoma  depend  on  the  location  of  the  tumor 
and  its  effect  on  adjacent  organs. 

Negrin,  J.,  Jr.:  Spinal  cord  hypothermia;  neurosurgi- 
cal management  of  immediate  and  delayed  post-trau- 
matic neurologic  sequelae,  New  York  State  J.  Med.  75: 
2387  (Nov.)  1975 

The  technique  and  instrumentation  of  spinal  cord  hy- 
pothermia are  discussed.  Our  experience  in  the  past 
twelve  years  with  local  hypothermia  in  the  neurosurgical 
management  of  spinal  cord  traumatic  injuries  with  acute 
and  chronic  neurologic  sequelae  are  presented. 
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on  balance.  It’s  better 


• more  effective  — 49%  more  acid  neutral- 
izing capacity  than  the  next  leading 
antacid.* 

• greater  patient  acceptance  — over  25 
; years’  experience  with  millions  of  patients. 

I * less  costly—  5(K  less  per  bottle  than  the 
! next  leading  antacid. 


• less  sodium—  36%  less  sodium  than  the 
next  leading  antacid. 


Minty  Maalox.  Well  tolerated,  month  after 
month. . .year  after  year. 

‘per  minimum  recommended  dose. 
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Abstracts  in  Interlingua 


Deibel,  R.,  Flanagan,  T.  D.,  e Smith,  V.:  Le  infec- 
tiones  del  systema  nervose  central  in  le  Stato  de  Nove 
York;  observationes  etiologic  e epidemiologic  in  1974, 
New  York  State  J.  Med.  75:  2337  (Novembre)  1975. 

In  un  studio  totavia  in  progresso,  le  frequentia  e dis- 
tribution del  infectiones  del  systema  nervose  central 
(SNC)  de  etiologia  viral  suspectate  esseva  studiate  in  le 
residentes  del  Stato  de  Nove  York,  exclusive  le  Citate  de 
Nove  York.  Trovatos  diagnostic  esseva  obtenite  in  197 
patientes.  Le  infectiones  del  systema  nervose  central 
associate  con  viruses  enteric  e del  influenza  habeva  un 
distribution  stational.  Un  incidentia  extrememente  ele- 
vate del  syndrome  de  Reye  coincideva  con  le  prevalentia 
del  influenza  B.  In  patientes  con  meningitis,  con  o sin 
encephalitis,  le  virus  Echo  4 e ille  del  choriomeningitis 
lymphocytic  esseva  le  plus  frequentemente  trovate. 

Holland,  M.,  Massie,  M.  J.,  Grant,  C.,  e Plumb,  M. 

M.:  Intentos  suicide  e termination  fatal;  drogas  inger- 
ite,  New  York  State  J.  Med.  75:  2343  (Novembre) 
1975. 

Esseva  studiate  le  drogas  ingerite  e le  curso  clinic  de 
385  intentos  suicide  consecutive  e le  drogas  ingerite, 
omne  confirmate  toxicologicmente  con  analyses  del  san- 
guine e urina.  Cinque  (5)  patientes  moreva  (1.3  pro 
cento  de  mortalitate).  Un  sol  droga  esseva  ingerite  per 
275  patientes.  In  ordine  de  frequentia,  le  drogas  inger- 
ite esseva  barbiturates,  seguite  de  drogas  non  prescribi- 
bile  per  medicos,  alcohol,  glutethimida  e diverse  drogas 
prescribibile  per  medicos  como  diphenylhydantoina 
sodic,  digitalis,  tranquilizantes  minor,  phenothiazinas, 
methylpryon,  venenos  como  “Pine-Sol,”  fluido  de  in- 
cendedores,  e agentes  hallucinogenic.  Duo  (2)  patientes 
moreva  intra  le  gruppo  de  individuos  que  ingereva  un 
sol  droga;  ambe  patientes  habeva  ingerite  glutethimida 
(8.7  por  cento  de  mortalitate).  Cento-dece  (110)  pa- 
tientes ingereva  superdoses  de  mixturas  de  drogas,  com- 
munmente  duo  compostos.  In  ordine  de  frequentia,  le 
drogas  esseva  alcohol  (in  quasi  duo-tertios  del  casos), 
barbiturates,  tranquilizantes  minor,  drogas  non  prescri- 
bibile per  medicos,  methylpryon,  phenothiazinas,  di- 
verse drogas  prescribibile  per  medicos,  un  caso  con  ven- 
eno  e altere  caso  con  agentes  hallucinogenic.  Intra  le 
gruppo  que  ingerite  superdoses  de  mixturas  de  drogas,  3 
patientes  moreva.  In  13  patientes  que  ingereva  super- 
doses de  mixturas  de  drogas,  le  glutethimida  esseva  tro- 
vate in  le  3 patientes  que  moreva  (13  pro  cento  de  mor- 
talitate). Un  patiente  moreva  depost  le  ingestion  de 


glutethimida  con  alcohol  (le  hemodialysis  non  esseva 
successose).  Un  patiente  moreva  depost  le  ingestion  de 
glutethimida,  alcohol  e phenothiazina  (le  ingestion  del 
agentes  toxic  esseva  seguite  de  un  accidente  cerebrovas- 
cular durante  le  intoxication  acute).  Altere  patiente 
moreva  depost  le  ingestion  de  un  dose  fatal  de  barbitur- 
ates e un  dose  parve  de  glutethimida.  Le  glutethimida 
esseva  ingerite  36  vices  (9  pro  cento  del  ingestiones)  e 
esseva  presente  in  9 casos  fatal  intra  385  casos  de  super- 
doses (13.9  pro  cento  de  mortalitate).  Ben  que  altere 
variabiles  pote  haber  contributite  al  elevate  mortalitate 
in  le  patientes  que  moreva  y que  habeva  glutethimida  in 
le  organismo  como  un  o plus  del  drogas  ingerite  in  su- 
perdose, su  rolo  contributori  debe  esser  questionate.  Le 
apparition  de  convulsiones  que  esseva  difficile  de  con- 
trolar  pareva  que  augmentava  le  severitate  del  ingestion 
de  glutethimida.  Le  uso  del  glutethimida  como  un  ag- 
ente  hypnotic  clinic  de  rutina  es  questionate,  particular  - 
mente  in  individuos  psychiatricmente  disturbate  debite 
al  qualitates  addictive  e al  basse  margine  de  securitate 
del  superdose.  Agentes  hypnotic  de  un  margine  de 
securitate  plus  large  con  respecto  al  superdose  es  dispo- 
nibile. 

Pantoja,  E.,  Wendth,  A.  J.,  e Cross,  V.  F.:  Manifesta- 
tiones  radiographic  del  teratoma,  New  York  State  J. 
Med.  75:  2353  (Novembre)  1975. 

Le  signos  radiographic  del  teratomas  plus  commun  es 
revistite.  Iste  signos  depende  del  presentia  de  elemen- 
tos  tumoral  identificabile  radiographicmente:  dentes, 

ossos  ben  formate,  grassia,  calcificationes,  aere  in  caso 
de  cystes  dermoide  mediastinal  con  communication 
bronchial  e,  occasionalmente,  le  pariete  de  un  dermoide 
ovaric,  o le  signo  del  halo.  Altere  manifestationes  radio- 
graphic  del  teratomas  depende  del  location  del  tumor  e 
su  effecto  supra  le  organos  adjacente. 

Negrin,  J.:  Hypothermia  del  corda  spinal;  tractamento 
neurochirurgic  del  sequelae  neurologic  post-traumatic 
immediate  e tardive,  New  York  State  J.  Med.  75:  2387 
(Novembre)  1975. 

Le  technica  e le  instrumentation  pro  le  hypothermia 
del  corda  spinal  es  describite.  Nostre  experientia  in  le 
ultime  12  annos,  usante  le  hypothermia  local  pro  le  trac- 
tamento neurochirurgic  del  injurias  traumatic  del  corda 
spinal,  seguite  de  sequelae  neurologic  acute  e chronic,  es 
presentate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Bronchodilator  tablets 


Highly  effective  oral  bronchodilator. 

Minimal  cardiac  effect. 

Side  effects  are  generally  transient. 

Effectiveness  lasts  from  four  to  eight 
hours. 


Effective  for  long-term  treatment. 
Only  three  tablets  a day. 

Please  see  full  prescribing  information  on  the  back  of  this  page. 


BrethineT  Tablets  Geigy 

terbutaline  sulfate 

An  oral  bronchodilator  for  patients 
with  bronchial  asthma  and  reversible 
bronchospasm  associated  with 
bronchitis  and  emphysema. 


Brethine™ 

brand  of 

terbutaline  sulfate  Tablets  of 

5 mg. 

Prescribing  Information 


Description  Brethine,  brand  of  terbutaline 
sulfate,  a synthetic  sympathomimetic 
amine,  may  be  chemically  described  as 
a-[(rerf-butylamino)  methyl]-3,5-dihydroxy- 
benzyl  alcohol  sulfate.  The  structural 
formula  is  as  follows: 


-CHCH2NHC(CH3)3 

OH 


•H,SQ. 


Brethine.  brand  of  terbutaline  sulfate,  is  a 
water  soluble,  colorless,  crystalline  solid. 
Tablets  containing  Brethine,  brand  of 
terbutaline  sulfate,  should  be  stored  at 
controlled  room  temperature. 


Each  scored,  white  tablet  contains  5 mg. 
(equivalent  to  4.1  mg,  of  free  base)  of 
Brethine,  brand  of  terbutaline  sulfate. 


Actions  Brethine,  brand  of  terbutaline 
sulfate,  is  a /3-adrenergic  receptor  agonist 
which  has  been  shown  by  in  vitro  and  in 
vivo  pharmacological  studies  in  animals  to 
exert  a preferential  effect  on  adrenergic 
receptors  such  as  those  located  in  bron- 
chial smooth  muscle.  Controlled  clinical 
studies  in  patients  who  were  administered 
the  drug  orally  have  revealed  proportion- 
ally greater  changes  in  pulmonary  function 
parameters  than  in  heart  rate  or  blood 
pressure.  While  this  suggests  a relative 
preference  for  the  /i2  receptor  in  man,  the 
usual  cardiovascular  effects  commonly 
associated  with  sympathomimetic  agents 
were  also  observed  with  Brethine,  brand 
of  terbutaline  sulfate. 


Brethine,  brand  of  terbutaline  sulfate,  has 
been  shown  in  controlled  clinical  studies 
to  relieve  bronchospasm  in  chronic  ob- 
structive pulmonary  disease. 

This  action  is  manifested  by  a clinically 
significant  increase  in  pulmonary  function 
as  demonstrated  by  an  increase  of  15%  or 
more  in  FEV,  and  in  FEF25.75%.  Following 
administration  of  Brethine,  brand  of  terbut- 
aline sulfate,  tablets,  a measurable  change 
in  flow  rate  is  usually  observed  in  30  min- 


utes, and  a clinically  significant  improve- 
ment in  pulmonary  function  occurs  at 
60-120  minutes.  The  maximum  effect  usu- 
ally occurs  within  120-180  minutes. 
Brethine,  brand  of  terbutaline  sulfate,  also 
produces  a clinically  significant  decrease 
in  airway  and  pulmonary  resistance  which 
persists  for  at  least  four  hours  or  longer. 
Significant  bronchodilator  action,  as  meas- 
ured by  various  pulmonary  function  deter- 
minations (airway  resistance,  FEF25.7S%,  or 
PEFFt),  has  been  demonstrated  in  some 
studies  for  periods  up  to  eight  hours. 

Clinical  studies  were  conducted  in  which 
the  effectiveness  of  Brethine,  brand  of 
terbutaline  sulfate,  was  evaluated  in  com- 
parison with  ephedrine  over  periods  up  to 
three  months.  Both  drugs  continued  to 
produce  significant  improvement  in  pul- 
monary function  throughout  this  period 
of  treatment. 

Indications  Brethine.  brand  of  terbutaline 
sulfate,  is  indicated  as  a bronchodilator  for 
bronchial  asthma  and  for  reversible  bron- 
chospasm which  may  occur  in  association 
with  bronchitis  and  emphysema. 

Contraindications  Brethine,  brand  of 
terbutaline  sulfate,  is  contraindicated  when 
there  is  known  hypersensitivity  to  sym- 
pathomimetic amines. 

Warnings  Usage  in  Pregnancy : Animal 
reproductive  studies  have  been  negative 
with  respect  to  adverse  effects  on  fetal 
development.  The  safe  use  of  Brethine, 
brand  of  terbutaline  sulfate,  has  not,  how- 
ever, been  established  in  human  preg- 
nancy. As  with  any  medication,  the  use  of 
the  drug  in  pregnancy,  lactation,  or  women 
of  childbearing  potential  requires  that  the 
expected  therapeutic  benefit  of  the  drug 
be  weighed  against  its  possible  hazards 
to  the  mother  or  child. 

Usage  in  Pediatrics:  Brethine,  brand  of 
terbutaline  sulfate,  tablets  are  not  pres- 
ently recommended  for  children  below  the 
age  of  12  years  due  to  insufficient  clinical 
data  in  this  pediatric  group. 

Precautions  Brethine,  brand  of  terbutaline 
sulfate,  should  be  used  with  caution  in 
patients  with  diabetes,  hypertension,  and 
hyperthyroidism. 

As  with  other  sympathomimetic  broncho- 
dilator agents,  Brethine,  brand  of  terbut- 


aline sulfate,  should  be  administered 
cautiously  to  cardiac  patients,  especially 
those  with  associated  arrhythmias. 

The  concomitant  use  of  Brethine,  brand  of 
terbutaline  sulfate,  with  other  sympatho- 
mimetic agents  is  not  recommended,  since 
their  combined  effect  on  the  cardiovascu- 
lar system  may  be  deleterious  to  the  pa- 
tient. However,  this  does  not  preclude  the 
use  of  an  aerosol  bronchodilator  of  the 
adrenergic  stimulant  type  for  the  relief  of 
an  acute  bronchospasm  in  patients  receiv- 
ing chronic  oral  Brethine,  brand  of  terbut- 
aline sulfate,  therapy. 

Adverse  Reactions  Commonly  observed 
side  effects  include  nervousness  and 
tremor.  Other  reported  reactions  include 
headache,  increased  heart  rate,  palpita- 
tions, drowsiness,  nausea,  vomiting,  and 
sweating.  These  reactions  are  generally 
transient  in  nature  and  usually  do  not 
require  treatment.  The  frequency  of  these 
side  effects  appears  to  diminish  with  con- 
tinued therapy.  In  general,  all  the  side 
effects  observed  are  characteristic  of  those 
commonly  seen  with  sympathomimetic 
amines. 

Dosage  and  Administration  The  usual  oral 
dose  of  Brethine,  brand  of  terbutaline  sul- 
fate, for  adults  is  5 mg.  administered  at 
approximately  six-hour  intervals,  three 
times  daily,  during  the  hours  the  patient  is 
usually  awake.  If  side  effects  are  particu- 
larly disturbing,  the  dose  may  be  reduced 
to  2.5  mg,,  three  times  daily,  and  still  pro- 
vide a clinically  significant  improvement 
in  pulmonary  function.  A dose  of  2.5  mg., 
three  times  daily,  also  is  recommended  for 
children  in  the  12-  to  15-year  group. 
Brethine,  brand  of  terbutaline  sulfate,  is 
not  recommended  at  present  for  use  in 
children  beiow  the  age  of  12  years.  In 
adults,  a total  dose  of  15  mg.  should  not 
be  exceeded  in  a 24-hour  period.  In  chil- 
dren, a total  dose  of  7.5  mg.  should  not 
be  exceeded  in  a 24-hour  period. 

How  Supplied  Brethine,  brand  of  terbut- 
aline sulfate,  tablets  of  5 mg.  are  supplied 
in  bottles  of  100. 

98-146-060-B  (5/75)  667001 

Distributed  by: 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
Printed  in  U.S.A.  (9/75)  BR  11150 
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Clinical  Clues 


Wheneveran  APC/narcotic  is  indicated. 


— Symptoms  of  frequent  micturition,  incontinence,  and 
urgency  may  be  early  clues  to  tumors  of  the  frontal 
lobes  (J.  Neurol.  Neurosurg.  Psychiat.  37:  431  (1974)). 

— Lithium-induced  myxedema  should  not  be  mistaken 
for  a depressive  relapse.  On  the  other  hand,  the  hand 
tremor  resulting  from  lithium  may  be  mistaken  for 
hyperthyroidism.  At  present  there  is  no  treatment 
for  lithium-induced  polyuria  and  polydipsia. 

— Paresthesias  are  frequently  early  symptoms  of  perni- 
cious anemia.  Between  10  to  15  per  cent  of  the  pa- 
tients will  report  numbness  and  tingling  in  their  feet. 
The  pins  and  needles  sensation  is  constant  and  sym- 
metrically distributed;  the  paresthesias  rarely  extend 
above  the  knee.  The  patient  may  have  the  same  sen 
sation  in  his  fingertips  and  experience  difficulty  in 
working  with  his  hands. 

— Large  ear  lobes  may  be  a sign  of  pernicious  anemia. 

— Folic  acid  deficiency  may  occur  in  patients  who  take 
diphenylhydantoin  sodium  (Dilantin)  or  oral  contra- 
ceptive drugs. 

— A patient  with  hemolytic  anemia  will  have  a reticulo- 
cyte count  that  remains  persistently  high  day  after 
day. 

— The  reticulocyte  count  enables  you  to  make  a key  de- 
termination, whether  anemia  is  a consequence  of  un- 
derproduction of  red  blood  cells  by  the  bone  marrow 
or  of  overdestruction  or  loss  of  red  cells  by  hemor- 
rhage. 

— If  you  see  fragmented  red  cells  in  a smear  of  a febrile, 
severely  ill  patient,  consider  gram-negative  septice- 
mia. 

— Fragmented  cells  are  also  seen  in  microangiopathic 
hemolytic  anemia,  in  smears  taken  after  insertion  of 
prosthetic  valves  in  the  great  vessels,  and  in  vasculitis. 

— When  looking  for  macrocytosis,  use  a microscope  with 
which  you  are  familiar  and  have  a normal  smear  on 
hand  for  comparison. 

— The  presence  of  multilobar  neutrophils — averaging 
more  than  3.5  lobes  per  cell — in  addition  to  macrocy- 
tosis should  suggest  megaloblastic  anemia  due  to  per- 
nicious anemia. 

— The  finding  of  even  one  nucleated  red  cell  in  a patient 
indicates  an  abnormality  of  the  bone  marrow  and  re- 
quires a thorough  work-up  for  underlying  disease. 

— In  a patient  with  congestive  heart  failure,  a nucleated 
red  cell  is  a bad  prognostic  sign;  it  implies  severe  tis- 
sue anoxia. 

— Women  attempt  suicide  more  often  than  men;  men 
succeed  more  often  than  women. 


NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 


Percodan  c 

tach  yellow,  scored  tablet  contains  4.50  mg  oxycodone  HCI  (Warning  May 
be  habit  forming).  0 38  mg  oxycodone  terephthalate  (Warning  May  be 
habit  forming).  224  mg  aspirin.  160  mg  phenacetm.  and  32  mg  caffeine 
INDICATIONS:  Forthe relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin  or  caffeine 

WARNINGS:  Drug  Dependence  Oxycodone  can  produce  drug  dependence  of 
the  morphine  type  and.  therefore,  has  the  potential  for  being  abused  Psychic 
dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated 
administration  of  Percodan.  and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate  to  the  use  of  other  oral  narcotic- 
containing  medications  Like  other  narcotic-containing  medications.  Percodan 
is  subject  to  the  Federal  Controlled  Substances  Act 
Usage  m ambulatory  patients  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery  The  patient  using  Percodan  should 
be  cautioned  accordingly 

Interaction  with  other  central  nervous  system  depressants  Patients  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines.  other  tran- 
quilizers, sedative-hypnotics  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  Percodan  may  exhibit  an  additive  CNS  depression  When 
such  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should 
be  reduced 

Usage  m pregnancy  Safe  use  in  pregnancy  has  not  been  established  relative 
to  possible  adverse  effects  on  fetal  development  Therefore.  Percodan  should 
not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the 
potential  benefits  outweigh  the  possible  hazards 
Usage  in  children.  Percodan  should  not  be  administered  to  children 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities. 

PRECAUTIONS:  Head  injury  and  increased  intracranial  pressure:  The  respi- 
ratory depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
iniury,  other  intracranial  lesions  or  a pre-existing  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 
Acute  abdominal  conditions  The  administration  of  Percodan  or  other  narcotics 
may  obscure  the  diagnosis  or  clinical  course  in  patients  with  acute  abdominal 
conditions 

Special  risk  patients  Percodan  should  be  given  with  caution  to  certain  pa- 
tientssuch  as  the  elderly  or  debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  and  prostatic 
hypertrophy  or  urethral  stricture 

Phenacetm  has  been  reported  to  damage  the  kidneys  when  taken  in  exces- 
sive amounts  for  a long  time 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse  reactions 
include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting  Some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according 
to  the  severity  of  the  pain  and  the  response  of  the  patient  It  may  occasion- 
ally be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of 
more  severe  pain  or  in  those  patients  who  have  become  tolerant  to  the  anal- 
gesic effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six  hours  as 
needed  for  pain 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of  Percodan  maybe  addi- 
tive with  that  of  other  CNS  depressants  See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect  of 
uricosuric  agents 

MANAGEMENT  OF  0VER00SAGE:  Signs  and  Symptoms:  Serious  overdose 
with  Percodan  is  characterized  by  respiratory  depression,  extreme  somno- 
lence progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension  In  severe  overdos- 
age. apnea,  circulatory  collapse,  cardiac  arrest  and  death  may  occur  The 
ingestion  of  very  large  amounts  of  Percodan  may,  in  addition,  result  in  acute 
salicylate  intoxication 

Treatment  Primary  attention  should  be  given  to  the  reestablishment  of  ade- 
quate respiratory  exchange  through  provision  of  a patent  airway  and  the 
institution  of  assisted  or  controlled  ventilation  The  narcotic  antagonists 
naloxone,  nalorphine  or  levallorphan  are  specific  antidotes  against  respiratory 
depression  which  may  result  from  overdosage  or  unusual  sensitivity  to 
narcotics,  including  oxycodone  Therefore,  an  appropriate  dose,  of  one  of  these 
antagonists  should  be  administered,  preferably  by  the  intravenous  route, 
simultaneously  with  efforts  at  respiratory  resuscitation  Since  the  duration 
of  action  of  oxycodone  may  exceed  that  of  the  antagonist,  the  patient  should 
be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
should  be  administered  as  needed  to  maintain  adequate  respiration 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  measures 
should  be  employed  as  indicated 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 


£ndo  Laborotories.lnc. 

Subsidiary  of  E I du  Pont  de  Nemours  & Co  (Inc  ) 
Garden  City.  N Y 11530 
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Pain:  a call  to  action. 

Jfl  ■-  ta  iv 


D rapid  acting 

3 effective,  reliable  oral  analgesia  in  moderate 
to  moderately  severe  pain 

3 oxycodone,  the  principal  ingredientof 
Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

3 one  tablet  q. 6 h* 


Each  yellow,  scored  tablet  contains  4,50  mg.  oxycodone  HCI  (Warping: 
May  be  habit  forming),  0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit  forming),  224  mg.  asoirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 


See  facing  page  for  Brief  Summary 
'See  dosage  and  administration  section  of  Brief  Summary 


-1  658' 


Whenever  an  APC/narcotic  is  indicated. 


continued  from  page  2310 

is  offering  a course  entitled  “Internal  Medicine:  An  In- 
Depth  Review,”  which  began  in  October,  1975,  and  con- 
tinues through  April,  1976. 

The  course,  held  on  Wednesdays  from  5:15  to  6:45 
p.m.,  is  designed  to  provide  a sophisticated,  detailed, 
and  comprehensive  review  of  the  entire  field  of  internal 
medicine  for  Metropolitan  New  York  Area  physicians 
wishing  to  become  conversant  with  basic  principles  and 
recent  advances.  The  course  material  is  particularly 
appropriate  for  physicians  wishing  to  prepare  for  certifi- 
cation or  recertification  by  the  American  Board  of  Inter- 
nal Medicine. 

The  material  is  presented  through  lectures  and  audio- 
visual aids  and  each  session  allows  adequate  discussion 
time.  Required  reading  includes  the  Medical  Knowl- 
edge Self-Assessment  Program  III  of  the  American  Col- 
lege of  Physicians.  The  resources  of  the  24  depart- 
ments of  New  York  University  School  of  Medicine  are 
utilized  in  the  curriculum.  Flexibility  also  provides  the 
allowance  of  time  for  review  of  topics  requested  by  reg- 
istrants. 

This  course  is  approved  for  forty-five  hours  credit  in 
Category  I for  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

The  course  director  is  Saul  J.  Farber,  M.D.,  Nathan 
Friedman  Professor  of  Medicine  and  chairman  of  the 
Department  of  Medicine.  Codirectors  are  Clement  E. 
Marks  Jr.,  M.D.,  and  Louis  Shenkman,  M.D.,  both  assis- 
tant professors  of  medicine  at  the  NYU  School  of  Medi- 
cine. 

For  information  please  write  Office  of  the  Associate 
Dean,  NYU  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York,  N.Y.  10016;  telephone  (212)  679- 
3200,  ext.  4037. 

Thomas  William  Salmon 
lectures 

The  Salmon  Committee  on  Psychiatry  and  Mental 
Hygiene  announces  the  forty-third  series  of  Thomas 
William  Salmon  Lectures  to  be  given  by  Walle  J.  H. 
Nauta,  M.D.,  Ph.D.,  Institute  Professor,  Massachusetts 
Institute  of  Technology.  Dr.  Nauta  will  discuss:  “The 
Limbic  System  of  the  Mammalian  Brain;  an  anatomical 
survey.” 

The  lectures  will  be  held  on  Thursday,  December  4, 

1975,  afternoon  and  evening  at  the  New  York  Academy 
of  Medicine,  2 East  103rd  Street,  New  York,  New  York 
10029.  The  afternoon  lecture  begins  at  4:30  p.m.  and 
will  be  on  “Definition  of  the  Limbic  System,”  and  at  8 
p.m.  “Ramifications  of  the  Limbic  System”  will  be  dis- 
cussed. 

Pediatric  cardiology 
postgraduate  course 

“Medical  and  Surgical  Management  of  Congenital 
and  Rheumatic  Heart  Disease,”  sponsored  by  Depart- 
ment of  Pediatrics  and  Department  of  Surgery,  N.Y.U. 
Post-Graduate  Medical  School  and  St.  Vincent’s  Medi- 
cal Center  of  Staten  Island.  Weekly  session  Friday, 
9:10  to  10:30  a.m.,  January  6th  through  February  13th, 

1976.  Program  coordinators  are  Eugenie  F.  Doyle, 
M.D.,  and  Albina  A.  Claps,  M.D. 

This  course  is  approved  for  eight  hours  credit  in  Cate- 


gory I for  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

For  further  information  write:  Eugenie  F.  Doyle, 

M.D.,  N.Y.U.  Medical  Center,  550  First  Avenue,  New 
York,  N.Y.  10016  or  Albina  A.  Claps,  M.D.,  St.  Vincent’s 
Medical  Center  of  Richmond,  355  Bard  Avenue,  Staten 
Island,  N.Y.  10310 

U.S.-Canadian  Division  of  the 
international  Academy  of  Pathology: 

Long  course  on  “Inflammatory  and  Neoplastic 
Disease  of  the  Gastrointestinal  Tract 

A comprehensive  program  on  “Inflammatory  and 
Neoplastic  Disease  of  the  Gastrointestinal  Tract”  will  be 
given  by  a faculty  of  14  authorities  at  the  Annual  Meet- 
ing of  the  U.S.-Canadian  Division  of  the  International 
Academy  of  Pathology  in  Boston,  Massachusetts.  The 
course  will  be  given  Thursday  25  March  1976  at  the 
Sheraton -Boston  Hotel. 

Course  Directors  are:  Dr.  John  H.  Yardley,  Depart- 
ment of  Pathology,  Johns  Hopkins  Hospital,  Baltimore, 
Maryland  21205;  and  Dr.  Basil  C.  Morson,  Pathology 
Department,  St.  Mark’s  Hospital,  City  Road,  London 
ECIV  2 PS  England. 

Further  information  may  be  obtained  from  Mrs.  J. 
Preston,  IAP  Registrar,  Armed  Forces  Institute  of  Pa- 
thology, Room  4090,  Washington,  D.C.  20306.  Tele- 
phone (202) 576-2969. 

The  annual  meeting 

The  65th  Annual  Meeting  will  be  held  at  the  Shera- 
ton-Boston  Hotel  in  Boston,  Massachusetts,  from  Tues- 
day evening  23  March  through  Saturday  27  March, 
1976.  The  annual  Maude  Abbott  lecture  entitled  “Mel- 
anoma; Its  Histogenesis  and  Spontaneous  Regression” 
will  be  delivered  on  Wednesday  24  March  by  Dr.  V.  J. 
McGovern,  Director,  Fairfax  Institute  of  Pathology, 
Royal  Prince  Alfred  Hospital,  Camperdown,  Australia. 

Eighty  scientific  papers,  6 pathology  specialty  confer- 
ences, 47  short  courses,  a special  seminar  honoring  Dr.  ! 
William  M.  Shelley  “Carcinoma  of  the  Breast,”  a special 
course  on  “Immunofluorescence  in  Diagnostic  Patholo- 
gy,” a special  course  on  “Electron  Microscopy,”  and  the 
long  course  on  “Inflammatory  and  Neoplastic  Disease  of 
the  Gastrointestinal  Tract,”  directed  by  Dr.  John  H. 
Yardley  and  Dr.  Basil  C.  Morson  will  be  given  during 
the  meeting. 

Further  information  about  the  meeting  may  be  ob- 
tained from  Dr.  Leland  D.  Stoddard,  Secretary-Treasur- 
er, U.S.-Canadian  Division,  International  Academy  of 
Pathology,  Department  of  Pathology,  Medical  College  of 
Georgia,  Augusta,  Georgia  30902.  Telephone  (404) 
724-2973. 

Information  about  Short  Courses,  the  IF  Course  to  be 
given  Friday  26  March,  the  EM  Course  Friday  26  Marcl 
and  Saturday  27  March  1976,  and  the  long  course  ma\ 
be  obtained  from  Mrs.  J.  Preston,  IAP  Registrar,  Armac 
Forces  Institute  of  Pathology,  Room  4090,  Washington  v 
D.C.  20306.  Telephone  (202)  576-2969. 

Second  international  conference 

The  Second  International  Conference  on  the  “Diag 
nosis  and  Treatment  of  Craniofacial  Anomalies”  will  b 
held  at  the  New  York  University  Medical  Center,  Ne\ 
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York,  New  York  on  May  3 to  5,  1976.  The  conference  is 
organized  under  the  auspices  of  the  Educational  Foun- 
dation of  the  American  Society  of  Plastic  and  Recon- 
structive Surgeons. 

The  Conference  will  focus  on  four  major  subject  areas: 
orbitocephalic  malformations,  including  orbital  clefts 
and  hypertelorism,  craniofacial  synostosis  syndromes, 
mandibulofacial  dyostosis  (Treacher-Collins  Syn- 
drome), and  craniofacial  microsomia  (maldevelopment 
of  the  first  and  second  branchial  arches).  Emphasis  will 
be  placed  on  etiology,  embryology,  genetics,  classifica- 
tion, pathology,  and  the  role  of  the  different  clinical 
specialties  in  the  diagnosis  and  treatment  of  these 
anomalies. 

For  detailed  information  please  write:  John  Marquis 
Converse,  M.D.,  Director,  Institute  of  Reconstructive 
Plastic  Surgery,  550  First  Avenue,  New  York,  New  York 
10016. 

American  Association  for 
Cancer  Research,  Inc. 

The  scientific  sessions  of  the  67th  Annual  Meeting  of 
the  American  Association  for  Cancer  Research,  Inc.,  will 
be  held  at  the  Four  Seasons — Sheraton,  Toronto,  Cana- 
da, from  8:30  a.m.,  Thursday,  May  6,  until  5:00  p.m.,  i 
Saturday,  May  8,  1976.  Incorporated  into  this  meeting 
will  be  a symposium  on  “Environmental  Carcinogene- 
sis” being  arranged  by  the  National  Cancer  Institute  of 
Canada  for  the  Biennial  Meeting  of  the  International 
Union  Against  Cancer  and  representing  the  Eleventh 
Canadian  Cancer  Research  Conference.  The  meeting  of 
the  Association  will  be  preceded  by  that  of  the  American 
Society  of  Clinical  Oncology,  to  be  held  at  the  immedi- 
ately adjacent  Hotel  Toronto  on  May  4 and  5. 

Registration  for  the  Association  meeting  will  be  con- 
ducted the  afternoons  and  evenings  of  May  4 and  5 and 
throughout  the  course  of  the  meeting.  Nonmembers 
may  obtain  programs  and  purchase  abstracts  of  the  pa- 
pers at  the  time  of  registration. 

A copy  of  the  detailed  regulations  involving  submis- 
sion of  abstracts  and  presentation  of  papers  was  sent  to 
each  active  member  of  the  Association  as  part  of  the 
, customary  Annual  Letter  issued  in  October,  1975.  Cor- 
responding members  and  nonmembers  may  obtain  cop- 
ies of  the  regulations  and  hotel  reservation  cards  from 
the  Secretary-Treasurer.  The  deadline  for  receipt  of 
abstracts  is  December  20,  1975.  Abstracts  that  are  sub- 
mitted in  conformity  with  the  regulations  and  are  con- 
sidered of  acceptable  quality  will  be  published  in  the 
I March  1976  PROCEEDINGS  of  the  American  Associa- 
,j  tion  for  Cancer  Research,  which  will  be  mailed  by  the 
publisher  to  all  paid-up  subscribers  to  the  journal  CAN- 
CER RESEARCH.  Hugh  J.  Creech,  Secretary-Trea- 
..  surer,  American  Association  for  Cancer  Research,  The 
Institute  for  Cancer  Research,  Fox  Chase,  Philadel- 
phia, Pa.  19111. 

Announcement 

vd, 

Vlllth  international  Congress  on  Cybernetics 

The  International  Association  for  Cybernetics  is  orga- 
nizing the  Vlllth  International  Congress  on  Cybernet- 
ics. It  will  take  place  in  Namur  (Belgium)  from  6th  to 
11th  September,  1976.  Subjects  of  the  Congress:  1. 

Principles  of  Cybernetics  and  General  Theory  of  Sys- 
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The 

Pain  Phone 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states*  That  includes  No  4.  which 
provides  a full  grain  of  codeine  for  more  intense, 
acute  pain 


1 The  exceptions 
Alaska.  Arizona,  Maine, 
Oregon,  Rhode  Island, 
and  the 

District  of  Columbia. 


Wellcome 


c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  V2 

Each  tablet  also  contains  aspirin 
gr  3V2,  phenacetin  gr  2Vz, 
caffeine  gr  V2. 

* Warning-may  be  habit-forming. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Adequate  Frequent 

fluid  voiding 

intake 


2322 


Gantanol 

.sulfamethoxazole) 

3.I.D. 

:our  tablets  (0.5  Gm  each)  STAT- 
hen  2 tablets  D.I.D.  for  10-14  days 


Jasic  therapy  with 
convenience  for 
icute  nonobstructed 
cystitis 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  non- 
obstructed urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis,  and  cystitis),  due  to  susceptible 
organisms.  Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic  and  clinical 
response:  add  aminobenzoic  acid  to  follow-up  cul- 
ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 
100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystal luria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
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orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS reactions  (headache, 
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ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E  phenomenon).  Due  to  certain  chemical 
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Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
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Letters  to  the  Editor 


Malpractice  insurance 

To  the  Editor:  Many  of  the  points  listed  by  Ralph 

Argen,  M.D.,  in  the  President’s  Page  message,  in  the 
Bulletin  of  the  Medical  Society  of  the  County  of  Erie, 
July,  1975,  page  5,  issue,  are  incorrect  and  misleading 
and,  thus,  his  letter  is  a distinct  misservice  to  the  mem- 
bers of  his  county  medical  society. 

The  MSSNY  fully  agrees  that  the  recent  legislative 
changes  made  in  the  malpractice  system  are  not  ade- 
quate to  control  spiralling  costs  of  such  insurance. 
However,  it  should  be  noted  that  the  changes  obtained 
were  greater  than  those  made  in  any  other  state  in  the 
country.  More  changes  are  needed  and  a MSSNY  legis- 
lative program  is  currently  being  formulated  and  will  be 
submitted  for  consideration  during  the  1976  New  York 
State  legislative  session.  The  Governor  has  appointed  a 
special  commission,  whose  members  have  excellent  cre- 
dentials, to  review  the  malpractice  problem.  It  will 
present  its  recommendations  before  the  start  of  the  1976 
legislative  session. 

Dr.  Argen’s  message  stated  that  only  10,000  of  a possi- 
ble 28,000  physicians  had  joined  the  Medical  Liability 
Mutual  Insurance  Company  (MLMIC)  which  “suggests 
that  the  majority  of  New  York  State  physicians  feel  as 
we  do  (‘this  county  fought  desperately  against  the  con- 
cept of  a MSSNY  mutual  insurance  company’).”  First, 
there  were  never  more  than  21,000  physicians  partici- 
pating in  the  MSSNY  malpractice  insurance  program. 
As  of  this  date,  more  than  15,000  physicians  have  joined 
the  MLMIC,  while  only  3,300  have  joined  the  JUA. 
This  hardly  suggests  that  the  majority  of  physicians  in 
the  State  support  the  Erie  County  position  of  support 
for  the  JUA  as  Dr.  Argen  suggests. 

The  MLMIC  surplus  funds  are  now  over  $26.5  mil- 
lion. In  its  first  year,  MLMIC  is  larger  than  two  thirds 
of  all  mutual  property-casualty  insurance  companies  in 
the  country  (based  on  1974  premiums).  The  MLMIC 
rates  already  have  been  reduced  from  a 20  per  cent  in- 
crease to  only  a 15  per  cent  increase,  while  the  JUA  pre- 
mium increase  of  20  per  cent  plus  an  additional  20  per 
cent  surcharge  to  raise  the  $50  million  surplus  fund  ac- 
tually amounts  to  a 44  per  cent  increase  in  the  first  year. 
The  doctors  who  have  taken  policies  with  the  JUA  will 
continue  paying  the  20  per  cent  surcharge  until  the  $50 
million  surplus  is  reached.  The  JUA  also  can  request  a 
rate  increase  after  only  six  months,  which  can  be  made 
retroactive. 

There  is  no  question  that  the  formation  of  the 
MLMIC  was  self-serving.  It  is  intended  to  serve  doc- 
tors. Through  the  company,  doctors  will  be  able  to 
fight  against  unjustified  malpractice  suits — it  won’t  be 
settling  suits.  This  will  keep  insurance  premium  costs 
down  and,  thus,  the  overhead  expenses  passed  on  to  pa- 
tients in  increased  medical  costs. 

Planning  for  the  MLMIC  began  in  January,  since  it 


was  a fact  that  no  insurance  company  would  provide  in- 
surance without  at  least  a 200  per  cent  increase.  Even 
then,  many  people  said  it  was  impossible  to  start  a total- 
ly new  insurance  company  in  only  six  months.  But 
MSSNY  mustered  the  best  people  in  all  fields  and  on 
July  1 every  doctor  who  wanted  to  participate  in  the 
MLMIC  program  had  coverage.  The  MLMIC  is  our 
own  company  and  we  doctors  will  now  have  more  con- 
trol over  our  destiny. 

I quote  Dr.  Argen’s  last  paragraph:  “Some  of  the 

membership  feel  strongly  that  the  MSSNY’s  MLMIC  is 
a more  favorable  insurance  approach.  At  least,  now, 
both  are  available.  The  physicians  do  have  a choice  and 
the  better  plan  will  ultimately  survive.” 

MSSNY  is  glad  that  the  JUA  is  in  operation  as  it  does 
provide  each  doctor  with  a choice.  We  believe  the  15  to 
3 ratio  of  policy  holders  demonstrates  the  doctors  feel 
that  MLMIC  is  the  best  arrangement. 

ANDREW  H.  PATTERSON,  M.D.,  Chairman 
Subcommittee  to  Review  All  Facets 
of  the  Malpractice  Problem 

Alcoholism 

To  the  Editor:  Let’s  get  back  to  basics  on  alcoholism. 

Alcohol  is  the  single  specific  and  essential  cause  of  al- 
coholism. 

Alcoholism  will  never  be  controlled  until  the  full  costs 
of  control,  treatment,  and  rehabilitation  fall  directly  and 
completely  on  the  industry  that  produces  and  distrib- 
utes alcohol:  until  the  industry  that  is  in  business  to 
produce  and  profit  from  the  very  cause  of  the  disease  is 
held  fully  and  directly  accountable  and  responsible  for 
the  ill  effects  of  its  product. 

If  alcoholism  is  really  a disease,  it  is  the  only  disease 
on  record  whose  existence  we  insist  on  perpetuating, 
whose  causative  necessary  agent  we  produce  under  li- 
cense and  distribute  more  effectively  than  food,  whose 
agent  we  hold  necessary  to  reasonable  social  functions: 
the  only  disease  for  which  we  absolve  the  distributors  of 
the  necessary  agent  from  any  responsibility  in  cure  and 
rehabilitation,  the  only  disease  where  we  don’t  even 
question  the  producers  and  distributors  advertising 
budgets  and  costs  when  the  budget  requests  of  the 
health  agencies  go  in  to  combat  the  effects  of  that  adver- 
tising. 

The  industry  spends  more  to  advertise  alcohol  than 
the  public  can  tax  itself  to  pick  up  the  broken  social 
pieces  of  “the  alcoholism  problem.” 

Alcohol  will  be  far  less  available  to  those  who  can’t 
handle  it  if  the  burden  of  their  care  falls  on  the  industry 
that  profits  from  their  problems.  If  that  means  that  re- 
sponsible users  pay  a little  more  for  their  drinks,  it  is  at 
least  fairer  than  asking  nondrinkers  to  pick  up  a big 
share  of  the  tab.  There  is  no  reason  why  an  industry 
that  can  afford,  and  is  allowed,  to  advertise  and  push 
our  most  prevalent  and  abused  drug  cannot  also  be  re- 
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quired  to  accept  responsibility  for  the  inevitable  drug 
abuse  problems  it  occasions. 

I suggest  that  a major  reason  for  physicians’  reluc- 
tance to  become  involved  in  the  care  of  alcoholics  is  the 
clear  fact  that  the  odds  are  stacked  against  them  and  in 
favor  of  the  disease.  For  every  patient  they  can  help, 
the  alcohol  industry  is  trying  to  create  several  new  con- 
sumers and  potential  new  patients.  For  every  effort 
made  to  limit  access  to  alcohol  for  those  who  can’t  han- 
dle it,  there  are  the  patients  friends,  and  civil  libertar- 
ians protesting  the  curtailment  of  the  patient’s  liberty — 
while  denying  any  responsibility  for  helping  him. 

I am  not  a teetotaller,  but  I am  completely  fed  up 
with  labeling  as  a disease  a condition  which  society  pro- 
motes and  encourages;  a condition  in  which  we  absolve 
the  basic  causative  industry  of  any  responsibility.  I will 
help  its  victims — alcoholics — to  the  extent  that  I am 
able,  but  I have  seen  no  meaningful  efforts  to  take  ob- 
vious preventive  or  palliative  action  through  putting 
basic  responsibility  where  it  belongs:  on  the  entire  alco- 
hol industry. 

GEORGE  W.  BROWNING,  M.D. 

180  Sawmill  Dr. 

Pen  field,  N.Y.  14526 

Pedunculated  malignant  colonic  polyps 

To  the  Editor:  This  is  with  reference  to  an  article  in 
Radiology,  Volume  115,  June,  1975,  on  “Pedunculated 
Malignant  Colonic  Polyps  with  Superficial  Invasion  of 
the  Stalks”  by  Theodore  R.  Smith.*  In  the  1974  edition 
of  Pathologic  Basis  of  Disease  by  Robbins,  page  963,  the 
term  “polypoid  hyperplasia”  (formerly  called  polypoid 
change)  is  discussed.  In  looking  at  Dr.  Smith’s  cases,  I 
think  that  one  could  say  that  polypoid  hyperplasia  could 
account  for  the  appearances.  Although  Dr.  Smith’s 
cases  appear  to  show  invasion  into  the  underlying  fi- 
brous core,  I think  that  the  way  the  polyp  was  cut  may 
well  have  something  to  do  with  this  apparent  invasion. 

I wonder  if  you  do  accept  the  polypoid  hyperplasia 
that  Dr.  Robbins  talks  about. 

J.  W.  AGNOS,  M.D.,  D.M.R.,  F.R.C.PJC.) 

Chief  of  Service,  Radiology 
Department  of  Radiology 
Westminster  Hospital 
London,  Ontario 

Dr.  Bennett’s  reply 

To  the  Editor:  The  relationship  of  colonic  polyps  to 
carcinoma  of  the  colon  has  been  a controversial  one  for 
many  years.1  Although  it  is  clearly  established  that  vil- 
lous adenomas  are  frequently  the  point  of  origin  of  a 
carcinoma  and  hence  are  premalignant  lesions,  adenom- 
atous polyps  are  generally  held  not  to  be  premalignant 
but,  instead,  are  thought  merely  to  be  correlated  with 
the  presence  of  a carcinoma  elsewhere  in  the  large 
bowel.  Recent  publications,  however,  seem  to  indicate 
a change  in  this  view.  Reports  by  Lane  and  his  asso- 
ciates2 and  by  Morson3  provide  evidence  that  probably 
all  colon  carcinomas  (with  the  exception  of  those  arising 
in  ulcerative  colitis)  arise  from  previously  existing  “co- 
lonic adenomas”  which  may  be  either  villous  adenomas 
or  adenomatous  polyps.  Distinguishing  the  two  on  mi- 

* Letter  to  Boyce  Bennett,  M.D.,  Albert  Einstein  College  of 
Medicine. 
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croscopic  grounds  is  difficult  since  both  consist  of  cy- 
tologically  identical  cells,  and  both  may  produce  tubular 
structures  or  fronds  in  varying  proportions.  In  their 
typical  form  their  gross  appearance  is  distinct,  but  fre- 
quently their  appearance  is  not  clearly  one  or  the  other. 
It  may  be  well  then  that  both  are  the  same  neoplasm 
having  undergone  a growth  alteration  into  either  a pe- 
dunculated “adenomatous  polyp”  or  a broad-based, 
sessile  “villous  adenoma,”  depending  on  as  yet  poorly 
understood  factos  as,  for  example,  growth  rate.  The  im- 
portance of  blurring  the  line  separating  these  two  neo- 
plasms is  that  both  should  be  considered  premalignant. 

Our  experience  at  The  Hospital  of  the  Albert  Einstein 
College  of  Medicine,  especially  since  the  use  of  fibro- 
optic  colonoscopy,  has  tended  to  confirm  these  conten- 
tions in  the  following  respects: 

1.  Since  the  lesions  are  frequently  fragmented  when 
received,  we  are  generally  unable  to  classify  them  clearly 
as  villous  adenomas  or  adenomatous  polyps  from  their 
gross  appearance.  Furthermore,  the  neoplasm  may 
form  fronds  and  tubules  together,  and  hence  we  fre- 
quently apply  an  intermediate  diagnosis  of  “villoglandu- 
lar  polyps.” 

2.  The  individual  cells  making  up  either  lesion  are 
indistinguishable  cytologically. 

3.  We  have  found  carcinoma  in-situ  and  invasive 
carcinoma  in  these  lesions  with  increasing  frequency,  in- 
cluding a good  number  of  those  which  are  grossly  poly- 
poid lesions  typical  of  adenomatous  polyps. 

It  therefore  appears  that  both  are  the  same  lesion 
which  by  an  aberration  of  formation  become  one  or  an- 
other gross  configuration.  It  may  be  that  adenomatous 
polyps  become  polypoid  as  a result  of  a relatively  slower 
growth  rate  than  villous  adenomas;  perhaps  adenoma- 
tous polyps  abort  before  they  show  malignant  change, 
and  hence  the  adenomatous  polyp  has  a lower  incidence 
of  malignancy  than  the  villous  adenoma.  This  remains 
to  be  determined.  One  additional  point  is  that  hyper- 
plastic polyps  are  distinct  lesions  which  are  not  pre- 
malignant and  which  are  generally  readily  distinguished 
microscopically  from  colonic  adenomas.2 

This  whole  field  should  bear  careful  pathological  re- 
evaluation.  The  clinical  implications  are  striking:  if  it 
is  correct  that  all  “colonic  adenomas,”  no  matter  which 
type,  are  premalignant,  and  that  all  colon  carcinomas 
arise  from  these  lesions,  then  all  such  lesions  should  be 
resected.  Fortunately  the  fibro-optic  colonoscope  pro- 
vides a relatively  atraumatic  means  of  doing  so.4 

BOYCE  BENNETT,  M.D. 

Albert  Einstein  College  of  Medicine 

1.  Castleman,  B.,  and  Krickstein,  H.  I.:  Do  adenomatous 
polyps  of  the  colon  become  malignant?,  New  England  J.  Med. 
267:469  0962). 

2.  Fenoglio,  C.  M.,  and  Lane,  N.:  The  anatomical  precur- 
sor of  colorectal  carcinoma,  Cancer  (suppl.)  34:  819  (Sept.)  1974. 

3.  Morson,  B.  C.:  Evolution  of  cancer  of  the  colon  and  rec- 

tum, ibid.  34:  845  (Sept.)  1974. 

4.  Wolff,  W.  I.,  and  Shinya,  H.:  Endoscopic  polypectomy; 

therapeutic  and  clinical  aspects,  ibid.  36:  683  (1975). 

Basal  cell  carcinoma 

To  the  Editor:  Regarding  the  article  “Basal-Cell  Carci- 
noma in  Office  Practice,”  New  York  State  Journal  of 
Medicine  75:  1427  (Aug.)  1975,  I would  like  to  make  the 
following  comments: 

1.  Fluorouracil  is  not  recommended  for  the  treat- 


ment of  basal-cell  carcinomas.  It  is  only  for  the  treat- 
ment of  some  solar  keratoses.  I participated  in  a study 
of  fluorouracil  in  the  treatment  of  basal-cell  carcinoma 
which  we  abandoned  due  to  a high,  (one  third),  noncure 
rate.  I have  also  seen  5 such  basal-cell  carcinomas  in  3 
patients  who  had  been  treated  with  fluorouracil. 

2.  I believe  many  radiologists  and  dermatologists 
would  prefer  radiation  factors  as  follows  0.9  mm.  Al. 
(not  0.6)  half-value  layer,  0.5  mm.  aluminum  filter, 
3400R  in  6-10  divided  doses.  Using  these  factors,  a 
greater  depth  dose  and  less  surface  dose  is  achieved  and 
one  gets  a better  cure  rate  and  better  long-term  cosmet- 
ic result. 

3.  While  we  have  no  objection  to  electrodesiccation 
X2,  and  curettage  X3,  we  generally  excise  and  suture 
basal-cell  carcinomas  in  the  office,  saving  desiccation 
and  curettage  for  those  not  amenable  to  excision  and 
saving  radiation  for  those  on  the  nose  (especially  alae 
nasue)  and  margin  of  the  eyelids  (the  body  of  the  eyelid 
gives  excellent  results  with  excision  and  sutures). 

All  three  (3)  of  these  techniques  are  performed  as  of- 
fice procedures. 

ROBERT  AUERBACH,  M.D.,  F.A.C.P. 

440  East  57th  Street 
New  York,  N.  Y.  10022 

To  the  Editor:  We  appreciate  Dr.  Robert  Auerbach’s 
comments  concerning  our  paper  entitled  “Basal-Cell 
Carcinoma  in  Office  Practice”  and  we  would  like  to 
make  our  response  as  follows: 

1.  We  do  not  advocate  the  use  of  fluorouracil  in  the 
management  of  basal-cell  carcinomas.  We  simply  stat- 
ed under — Evaluation  of  Treatment  Methods — that  it 
has  a place  in  the  management  of  multiple  superficial 
basal-cell  carcinomas  and  we  went  on  to  state  that  even 
some  of  these  lesions  show  no  response  whatsoever  to 
fluorouracil. 

2.  We  are  well  aware  of  the  fact  that  radiologists  use 
somewhat  harder  x-rays  in  the  management  of  basal-cell 
carcinoma.  At  times  their  half-value  layer  may  be  as 
high  as  1.5  mm.  aluminum  for  the  reasons  given  by  Dr. 
Auerbach.  Dermatologists  who  own  Universal  x-ray 
machines  often  use  the  intrinsic  half-value  layer  .6  to  .7 
mm.  aluminum  of  the  machine.  We  use  1 mm.  alumi- 
num filter  for  lesions  1/2  cm.  or  more  above  the  skin,  for 
a half-value  layer  of  1.4  mm.  aluminum.  We  may  add, 
that  of  the  99  patients  that  we  have  treated  with  super- 
ficial x-ray  and  followed  for  five  years  or  longer,  the  re- 
currence rate  has  not  been  higher  than  reported  in  other 
large  studies  and  the  cosmetic  results  were  satisfactory. 

3.  Just  as  Dr.  Auerbach  has  no  objections  to  desicca- 
tion and  curettage,  neither  are  we  adverse  to  the  use  of 
excision  in  the  management  of  basal-cell  carcinoma. 
However,  we  feel  as  most  dermatologists  do  in  this  coun- 
try, that  the  advantages  of  desiccation  and  curettage  far 
outweigh  the  disadvantages.  Drs.  Popkin  and  Bart* 
discuss  this  subject  in  the  Journal  of  Dermatologic  Sur- 
gery. 

Finally  we  would  like  to  state  that  since  we  have  been 
sending  our  recall  cards  to  patients  that  have  been  treat- 
ed in  the  past  ten  years,  we  are  able  to  compare  on  long- 
term basis,  cosmetic  results  in  patients  treated  by  x-ray 
vs.  desiccation  and  curettage.  We  are  more  convinced 

* Popkin,  G.  L.,  and  Bart,  R.- S.:  Excision  versus  curettage 
and  electrodesiccation  as  dermatologic  office  procedures  for  the 
treatment  of  basal-cell  carcinomas,  J.  Dermat.  Surg.  1:  1 (Mar.) 
1975 
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Editorials 


Skyrocketing  malpractice — fly  me  to  the  moon 


There  are  at  the  present  time,  and  there  will 
continue  to  be  in  the  future,  certain  individuals, 
who  when  viewing  malpractice  insurance,  will 
place  it  in  the  perspective  of  Haley’s  comet.  For 
these  the  item  will  be  a product  once  prominent  on 
the  horizon  and  subsequently  seen  fading  into  the 
void.  When  the  packet  next  puts  in  a reappear- 
ence,  hopefully  sooner  than  its  cosmic  counterpart, 
the  visionaries  will  wish  that  its  reentry  will  be 
gentle.  For  no  longer  will  it  be  the  substantial  pie 
in  the  sky,  never  again  will  it  be  found  to  be  as  in- 
destructible as  it  was.  For  all  the  attentive,  their 
simple,  earnest  prayer  will  be  that  the  contract  is 
attainable.  To  add  to  their  problems,  on  its  way 
down,  the  elusive  product  will  have  gone  up  in 
price. 

Some  of  the  indiscriminate  among  the  stargaz- 
ers will  be  fulfilled  at  the  new  sighting  and  grateful 
for  the  apparent  bounty.  Others,  numbered 
among  the  more  discerning,  will  find  the  fat  in  its 
composition  indigestible.  Where  are  the  Simple 
Simons  who  are  well  enough  endowed  to  afford  the 
pieman’s  terms?  The  skyrocketing  costs  of  mal- 
practice insurance  will  exceed  the  means  of  a large 
body  of  medical  practitioners. 

There  are  many  in  medicine  who  are  disturbed 
at  this  prospect.  They  have  become  watchers  of 
the  skies.  This  group  includes  a segment  of  physi- 
cians whose  practices  are  marginal.  Other  mem- 
bers of  the  contingent  are  those  physicians  nearing 
retirement.  This  aggregate  is  joined  by  starry- 
eyed  younger  physicians  who  are  at  the  threshold 
of  their  new  dimension.  These  are  the  medical 
categories  in  the  new  astronomy.  The  matter  is 
also  of  concern  to  those  in  the  middle  light  years  of 
their  careers. 

To  a man  they  ask  themselves  one  question: 
will  I be  able  to  meet  this  expense?  For  a number 
of  reasons  there  are  numerous  practitioners  who 
are  concerned  that  they  will  be  deprived  of  this 
coverage.  From  the  dual  causality  of  the  first  cat- 
egory, an  impending  disenfranchisement,  and  the 
second,  a prolonged  lunar  exposure;  for  those  in- 
volved a number  of  psychological  states  prevail. 
The  quasi-disease  entities  produced  in  this  fashion 
are  novel  and  exhibit  significant  variations.  Psy- 
choses are  not  part  of  the  pattern.  The  victims  do 
not  require  hospitalization,  yet  they  and  their  ab- 
errations are  manifest  in  every  hospital.  The  vec- 


tor for  the  disease  is  found  wherever  physicians  as- 
semble. The  subjects  under  study  are  the  afflict- 
ed medical  personnel.  Four  distinct  syndromes 
comprise  the  clinical  picture. 

The  Old  Soldier  syndrome:  Scars  from  a lifetime 
of  patently  patient  patient  encounters  are  a prom- 
inent feature  in  these  specimens.  If  male,  they  are 
necessarily  balding.  A paunch  is  a common  de- 
nominator. In  those  of  proper  gender,  the  pros- 
tate gland  is  larger  than  it  should  be.  There  is  a 
widespread  distribution  of  hypertrophic  arthritis. 
Blood  chemistries  do  not  fit  the  normal  parame- 
ters. High  levels  of  blood  cholesterol  prevail  too. 
Their  equities  have  a low  value.  From  repeated 
trauma  the  participants  are  pale.  Their  stock  cer- 
tificates, some  the  color  of  campaign  ribbons,  are 
molding  in  safe  deposit  boxes.  Like  their  counte- 
nance, this  bonanza,  too,  has  faded  with  time. 
Psychologically  they  are  more  repetitive  than  for- 
getful. Their  chief  complaint  is  economic.  Their 
voices  have  a querulous  tone.  They  are  disposed 
to  multiple  complaints:  the  insurance  companies 
have  priced  malpractice  insurance  beyond  a 
buyers  range;  retirement  is  impossible;  the  tax 
structure  is  confiscatory.  A dejected  lot — they  de- 
scribe themselves  as  losers.  Their  sallies  into 
Keogh  and  incoporation  have  been  all  too  brief  to 
allow  the  acquisition  of  any  booty.  Time,  ever  the 
adversary,  has  rusted  their  financial  shield  and 
lessened  their  intellectual  dimensions. 

The  Evangeline  syndrome:  In  these  there  are  no 
distinctive  facies  except  those  of  the  young.  Their 
remote  minds  are  uniform  with  the  delusion  that 
there  are  wonders  far  away.  They  are  equipped 
with  restless  legs.  As  a group  they  are  remarkably 
misinformed  about  geography.  They  are  pro- 
found but  only  one  directional  thinkers:  they 

wonder  what  the  skiing  is  like  in  the  bayou  coun- 
try. Railroad  timetables  they  can  quote  verbatim. 
Airline  schedules  are  to  be  found  buried  in  the 
convolutions  of  their  cerebral  hemispheres.  Being 
mathematically  oriented,  they  can  calculate  the 
price  of  moving  to  any  community  within  a radius 
of  1,000  miles.  Endowed  with  an  appropriate  ex- 
pertise, they  know  in  which  communities  hospital 
privileges  can  be  had  for  the  asking.  They  can 
chart  the  latitude  and  longitude  of  whole  sections 
of  the  country  uninfested  by  lawyers.  On  a map, 
they  can  pinpoint  areas  where  a benign  medical 
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population  never  sues.  They  cannot  carry  a note 
but  they  know  where  malpractice  insurance  can  be 
obtained  for  a song.  Oddly  garbed,  they  are  par- 
tial to  gypsy  styles. 

The  Empty  Hand — King  Lear  syndrome:  An 

ambivalent  lot,  they  never  know  whether  it  is  bet- 
ter to  give  or  to  receive.  On  inspection,  they  are 
hard  to  distinguish:  they  have  assumed  a protec- 
tive coloration  by  divesting  themselves  of  all  they 
own.  In  saintly  fashion,  they  have  surpassed  St. 
Nicholas  in  munificence:  a wife  and  children  own 
all  their  assets.  They  suffer  from  echolalia.  Each 
bystander  they  address.  They  ask  again  and 
again:  who  would  sue  a pauper?  Inadequate  ves- 
sels, they  are  riddled  with  doubt.  They  repeat  the 
same  queries:  are  women  constant?  Is  the  distaff 
side  inclined  to  be  generous?  Do  sons  and  daugh- 
ters remember  a benefactor?  Their  children  are 
automotive  minded  and  can  be  seen  wheeling  like 
locusts  in  a Jaguar  or  Mercedes.  Some  of  their 
daughters,  preferring  jeans  to  naval  garb,  never- 
theless are  on  around  the  world  cruises,  and  their 
sons  copying  the  daughter’s  style,  occupy  house- 
boats in  Shalimar.  Their  wives  are  world-wide 
travellers:  never  at  home,  the  ladies  may  be  found 
in  all  the  resort  areas.  Discerning  shoppers,  the 
absent  spouses  patronize  the  finest  female  estab- 
lishments. The  dispossessed  husbands  and  fa- 
thers are  in  contrast:  tooling  around  in  three- 

year-old  Toyotas,  cramped  and  untanned  in  the 
conveyances,  their  personality  and  their  raiment 
worn  and  threadbare. 

The  Warm-Womb  syndrome:  these  have  fetal 

characteristics.  They  may  be  observed  insinuat- 
ing themselves  into  the  security  of  an  established 
institution.  Some  prefer  the  safety  supplied  in 
public  health  services.  Others  are  snug  and  reclu- 
sive in  the  busy  confinement  of  a hospital  emer- 
gency room.  And  others,  less  demanding  than  Ol- 
iver, are  satisfied  with  one  small  serving:  they  do 
insurance  physicals  and  the  company  supplies  the 
wherewithal.  And  there  are  the  immature  who 
talk  in  baby  talk  of  the  advantages  of  being  em- 
ployed as  a detail  man  for  a drug  company.  Some 
in  this  group  are  at  kindergarten  level,  yet  affec- 
tedly grandiose  in  pretension,  they  prattle  of  as- 
suming teaching  roles  in  medical  schools.  Every- 
where in  this  collection,  pacifiers  predominate. 
There  is  one  constant  in  the  assemblage:  babe 

after  babe  they  will  let  someone  else  worry  about 
their  malpractice  insurance. 

Sir  Galahad  syndrome:  Select  residents  of  Came- 


lot,  they  have  never  been  sued.  This  establishes 
their  citizenship  in  this  dreamy  locale.  Returning 
from  the  medical  wars,  they  boast  that  they  have 
never  been  unseated  in  the  joustings.  On  each 
visit  to  the  Round  Table  they  find  that  there  are 
more  unoccupied  places.  Gallants  that  they  are,  if 
it  becomes  necessary,  they  will  venture  into  the 
fray  unarmed;  even  without  malpractice  insurance. 
This  commitment  is  inscribed  on  their  pennants. 
Their  trumpets  blare  this  announcement  in  the 
doctor’s  lounge.  Still  they  are  restless  knights 
with  troubled  days,  in  search  of  equanimity  and 
the  Holy  Grail.  To  further  their  ends,  they  have 
recently  commited  themselves  to  new  vows. 

1.  If  there  is  any  possibility  of  a complication  in  a 
patient  undergoing  treatment,  I swear  that  I will 
transfer  the  patient  to  another  colleague  immedi- 
ately. 

2.  I swear  that  I will  seek  consultation  for  every 
patient  that  has  a complaint.  Especially  with  re- 
gard to  common  colds,  poison  ivy,  headaches  that 
last  more  than  three  minutes,  and  chronic  back- 
ache of  more  than  one-hour  duration. 

3.  I swear  that  I will  never  accept  a patient  with  a 
genuine  disease. 

4.  If  at  times  the  need  for  surgery  is  inevitable,  I 
will  perform  the  operation.  I swear  that  at  the 
first  sign  of  a problem  I will  transfer  the  patient  to 
the  nearest  medical  center. 

5.  The  hospital  laboratory  and  radiology  depart- 
ment are  underutilized.  I swear  that  they  will 
work  overtime  and  in  every  case. 

Odd  knights,  sometimes  perplexed,  they  will  tell  a 
worried  Guinevere  not  to  share  their  despair.  No 
agency  will  come  to  repossess  the  chattel.  They 
confide  in  her  their  real  position:  they  would  not 
practice  a day  without  malpractice  insurance. 
Summary  and  conclusion:  The  anxieties  and  ten- 
sions associated  with  the  problem  of  obtaining 
malpractice  insurance  have  produced  a number  of 
pseudo-disease  states  in  some  physicians.  The 
syndromes  are  described. 

This  paper  confirms  a previous  study  done  by  that 
eminent  ministrator  to  Communism,  Karl  Marx, 
in  which  he  concludes:  das  Seinbestimmung,  das 
Bewusstsein, — which  may  be  translated,  your  sit- 
uation in  life  determines  your  thinking. 
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Oh  lawyers,  lawyers  everywhere  about  this 
problem  think  . . . 


. . Mrs.  Marie  M.  Lambert,  president  of  the 
New  York  State  Trial  Lawyers  Association,”  says 
State  physicians  “are  trying  to  create  a crisis  so 
they  can  abolish  malpractice  suits.  Then  they  can 
kill  anybody  and  it  won’t  make  a difference.” 
(New  York  Times,  Sunday,  January  19,  1975,  page 
one,  column  two) 

Words,  a lawyers  tool  or  weapon,  convince 
cracks  in  sidewalks  to  shift  for  a suit,  and  attack 
the  physicians’  Achilles  heel  with  perfect  aim. 
Richard  Shandell,  malpractice  lawyer,  “won  more 
than  $83,000  as  his  share  of  a $250,000  jury  award 
in  a recent  case  resulting  from  a burst  appendix 
. . . .”  “That  kind  of  fee,  he  says,  also  has  to  cover 
the  cases  he  loses.”  (New  York  Times,  January 
29,  1975,  page  36,  column  5)  What  might  he  have 
done  if  appendicitis  symptoms  resulted  in  surgery 
and  a healthy  appendix  emerged?  Same  suit? 
Same  settlement?  Same  “meager”  sum  for  him? 

Where  does  the  physician  go  to  recoup  his  mon- 
etary losses  from  unpaid  bills,  mounting  cost  of 
supplies,  nurse’s  salary,  office  overhead,  free  clinic 
services?  Who  pays  him  for  his  emotional  scars 
when  erroneously  accused? 

“Dr.  Stone’s  not  in  the  office  yet,”  I said  into  the 
telephone  receiver.  My  husband’s  receptionist 
was  sick;  I was  replacing  her  for  the  day.  He 
wasn’t  sleeping,  though  he’d  been  up  all  night  with 
a patient  in  renal  failure,  and  he  wasn’t  golfing, 
skiing,  or  whatever  sport  was  in  season.  He  was 
teaching  students.  He  had  already  spent  several 
hours  running  the  artificial  kidney  machine  on  a 
chronically  ill  patient.  It  was  not  yet  late  morn- 
ing. 

Though  the  office  was  “closed”  for  lunch  hour, 
only  fifteen  minutes  was  spent  with  a hamburger. 
He  checked  on  a patient,  found  a consultant  for 
another,  took  three  phone  calls. 

Twelve  hours  from  the  time  he  took  his  coat 
from  the  hall  closet,  he  rehung  it.  It  was  a typical 


day.  I hoped  it  would  be  a quiet  night.  Illness 
and  fear  have  no  time  clock. 

License  to  kill?  Oh,  God,  I’ve  cradled  his  head 
as  futility  and  frustration  forced  contained  tears  to 
spill.  I have  kept  the  children  quiet  while  he  read; 
researched;  resolved  enigmas.  I have  seen  that 
special  glow  of  gratitude  for  having  been  able  to 
sustain  life. 

“Please  tell  the  doctor  I can’t  pay  him  for 
awhile;  I’ve  been  laid  off.”  Unlike  a gas  company 
“Fuel  Price  Up,  Bills  Unpaid,  Heat  Cut  Off’  (New 
York  Times,  front  page,  January  18,  1975)  a physi- 
cian protects  a person’s  health.  “The  companies 
are  not  required  to  continue  service  ...  .”  (New 
York  Times,  January  18,  1975,  page  14,  column 
16) 

Would  a medical  man  or  woman  permit  people 
to  freeze,  do  without  hot  water,  curl  up  before  haz- 
ardous space  heaters? 

High  insurance  has  forced  some  physicians  to 
select  an  alternative  to  private  practice.  The  mal- 
practice question  in  this  State  has  not  been  settled 
but  merely  tabled  for  a year. 

Lawyers,  lawyers:  look  at  this  waste  of  skill, 

training,  brilliance!  Why  aren’t  you  angry  about 
the  loss  of  precious  ability?  Are  you  so  invulnera- 
ble to  illness  it  won’t  penetrate  your  protection? 
Can  you  emotionally  afford  to  phone  a physician 
while  feeling  he  wants  your  cadaver? 

Why  aren’t  you  angry  enough  with  utilities  who 
cut  off  heat,  no  credit  supermarkets,  and  so  forth? 
Unique  legal  talent  could  reverse  tragedy’s  mask. 

Help!  Public  Relations  expert:  medicine  men 
have  no  finesse  in  handling  matters  of  others  mis- 
guided morality.  Can  you  aim  the  arrow  at  the 
bull’s  eye  instead  of  the  bull’s  excreta? 

LOIS  GREENE  STONE 
5 Wide  Waters  Lane 
Pittsford,  New  York  14534 
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hen  you  control  urine  volume  in  your  patients... 


it’s  what's 
not  in  the  urine... 


that  makes 

LASIX  (FIIROSEMIDE) 

( > \ logical  long-term 
^diuretic  therapy  for 
cardiac  edema 


■**&&*&* 


The  Lasix®  site  of  action  is  a dis- 
tinctive advantage— for  it  results  in 
fewer  electrolytes  in  each  liter  of  urine 
than  with  other  commonly  used  diu- 
retics.1,2 That  is  why,  if  you  control  urine 
volume  through  individual  dosage  ad- 
justment, you  may  face  fewer  problems 
with  electrolyte  disturbances.3  As  with 
any  diuretic,  electrolyte  depletion  can 
occur  during  therapy  with  furosemide. 
Careful  clinical  and  laboratory  observ- 
ations are  advisable. 

The  primary  site  of  Lasix®  action— at  the  loop 
of  Henle— distinguishes  Lasix  from  other  commonly 
used  diuretics.  The  action  at  this  site  enables  Lasix 
to  produce  a dilute  urine,4  which  may  be  the  basis 
for  its  relative  freedom  from  electrolyte  disturbances 
(hypokalemia).3  When  the  edematous  patient  has 
been  stabilized,  excessive  diuresis  can  usually  be 


avoided  by  simple  dosage  adjustment.  And, 
through  regulation  of  urine  volume  by  this  dosag 
adjustment,  you  can  control  electrolyte  excretion 
Careful  medical  supervision  is  required. 

J **** 

Wide  dose-related  effectiveness  for 
precise  control  of  diuretic  response.  The 

Lasix®  effect  is  dose-related.  A prompt  diuresis 
usually  ensues  with  a single  dose  of  20  to  80  mg, 
given  preferably  in  the  morning.  Depending  on  the 
patient's  response,  a second  dose  may  be  admin- 
istered 6 to  8 hours  later.  Clinical  and  laboratory 
observations  are  advisable  when  doses  exceeding 
80  mg/day  are  given  for  prolonged  periods.  When 
maintenance  of  the  edema-free  state  is  desired, 
dosage  may  be  adjusted  to  as  low  as  20  mg. 

(Please  see  the  dosage  and  administration 
section  on  the  last  page  of  this  advertisement.) 

Highly  effective/ short  acting.  The 

effectiveness  of  Lasix®  has  been  clearly  establishec 
in  hundreds  of  thousands  of  patients  in  a decade  o 
clinical  experience.  Consequently,  Lasix  is  the 
most  selected  diuretic  agent  today  in  the  treatmen 
of  edemas  associated  with  congestive  heart  failun 


because  fewer  electrolytes 
get  into  each  liter  of 
urine  than  with  other  commonly 
used  diuretics... 

LASIX(FIIROSEMIDE) 

the  diuretic  for  both 
initial  & maintenance 
therapy 

in  cardiac  edema 


The  onset  of  diuresis  usually  occurs  within  an 
t ur  and  is  usually  complete  within  6 to  8 hours; 
|js,  patient  inconvenience  is  minimized. 

Useful  in  patients  with  renal  impair- 
ment and  severely  depressed  renal  func- 


References:  1.  Peltola,  P.:  Furosemide  (Lasix®)  as  a diuretic,  Acta  Medica 
Scandinavica,  177: 6,  1965.  2.  Mudge,  G.H.,  in  Goodman,  L.S.  and  Gilman, 
A.  (eds.),  The  Pharmacological  Basis  of  Therapeutics,  4th  ed.,  1970,  p.  852. 
3.  Manner,  R.J.,  Brechbill,  D O.,  and  DeWitt,  Karen:  Prevalence  of  hypo- 
kalemia in  diuretic  therapy,  Clin.  Med.  79:19,  November  1972.  4.  Schrier, 
R.W.,  ef  a/.:  Effect  of  furosemide  on  free  water  excretion  in  edematous 
patients  with  hyponatremia,  Kidney  Int.  3:30,  1973.  5.  Muth,  R.G.:  Diuretic 
response  to  furosemide  in  the  presence  of  renal  insufficiency,  J.A.M.A. 
1 95:1066,  March  1966. 


■ m.  Unlike  other  commonly  used  diuretics,  Lasix® 
in  be  useful  in  patients  with  renal  impairment 
id  severely  depressed  renal  function.  Even  in  the 
lisence  of  renal  insufficiency  with  depressed 
l>merular  filtration,  acidosis,  alkalosis  or  hypo- 
numinemia,  Lasix  has  been  found  effective  and 
\ II  tolerated.5  If  increasing  azotemia  and  oliguria 
rur  during  treatment  of  severe  progressive  renal 
lease,  the  drug  should  be  discontinued. 

I (See  next  page  for  prescribing  information.) 


the  basic  unit 

LASIX  40 

(FUROSEMIDE) 

unsurpassed  effectiveness 
for  prompt  reduction 
of  edema 
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tablets 


the  adjuster  unit 

LASIX  20 

(FUROSEMIDE) 

convenient  dosage  adjustment 
for  maintenance  therapy 
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logical  long-term  diuretic  therapy 
for  cardiac  edema 


WARNING  — Lasix®  (furosemide)  is  a potent  diuretic  which  if  given  in  ex- 
cessive amounts  can  lead  to  a profound  diuresis  with  water  and  electro- 
lyte depletion.  Therefore,  careful  medical  supervision  is  required,  and 
dose  and  dose  schedule  have  to  be  adjusted  to  the  individual  patient's 
needs.  (See  under  "DOSAGE  AND  ADMINISTRATION.”) 

DESCRIPTION— Lasix  is  an  anthranilic  acid  derivative.  Chemically,  it  is 
4-chloro-N-furfuryl-5-sulfamoylanthranilic  acid. 

INDICATIONS— Lasix  is  indicated  for  the  treatment  of  the  edema  associ- 
ated with  congestive  heart  failure,  cirrhosis  of  the  liver,  and  renal  disease, 
including  the  nephrotic  syndrome.  Lasix  is  particularly  useful  when  an 
agent  with  greater  diuretic  potential  than  that  of  those  commonly  employed 
is  desired. 

Hypertension— Lasix  may  be  used  for  the  treatment  of  hypertension 
alone  or  in  combination  with  other  antihypertensive  drugs.  Hypertensive 
patients  who  cannot  be  adequately  controlled  with  thiazides  will  probably 
also  not  be  adequately  controllable  with  Lasix  alone. 

CONTRAINDICATIONS  — Because  animal  reproductive  studies  have  shown 
that  Lasix  (furosemide)  may  cause  fetal  abnormalities,  the  drug  is  con- 
traindicated in  women  of  childbearing  potential. 

Lasix  is  contraindicated  in  anuria.  If  increasing  azotemia  and  oliguria 
occur  during  treatment  of  severe  progressive  renal  disease,  the  drug  should 
be  discontinued.  In  hepatic  coma  and  in  states  of  electrolyte  depletion, 
therapy  should  not  be  instituted  until  the  basic  condition  is  improved  or 
corrected.  Lasix  is  contraindicated  in  patients  with  a history  of  hypersen- 
sitivity to  this  compound. 

WARNINGS— Excessive  diuresis  may  result  in  dehydration  and  reduction 
in  blood  volume,  with  circulatory  collapse  and  with  the  possibility  of  vas- 
cular thrombosis  and  embolism,  particularly  in  elderly  patients.  Excessive 
loss  of  potassium  in  patients  receiving  digitalis  glycosides  may  precipitate 
digitalis  toxicity.  Care  should  also  be  exercised  in  patients  receiving  potas- 
sium depleting  steroids. 

Frequent  serum  electrolyte,  C02  and  BUN  determinations  should  be  per- 
formed during  the  first  few  months  of  therapy  and  periodically  thereafter, 
and  abnormalities  corrected  or  the  drug  temporarily  withdrawn. 

In  patients  with  hepatic  cirrhosis  and  ascites,  initiation  of  therapy  with 
Lasix  (furosemide)  is  best  carried  out  in  the  hospital.  Sudden  alterations 
of  fluid  and  electrolyte  balance  in  patients  with  cirrhosis  may  precipitate 
hepatic  coma;  therefore,  strict  observation  is  necessary  during  the  period  of 
diuresis.  Supplemental  potassium  chloride  and,  if  required,  an  aldosterone 
antagonist  are  helpful  in  preventing  hypokalemia  and  metabolic  alkalosis. 

As  with  many  other  drugs,  patients  should  be  observed  regularly  for  the 
possible  occurrence  of  blood  dyscrasias,  liver  damage,  or  other  idiosyn- 
cratic reactions. 

In  those  instances  where  potassium  supplementation  is  required,  an 
oral  liquid  preparation  should  be  used  rather  than  enteric-coated  potas- 
sium salts. 

There  have  been  several  reports,  published  and  unpublished,  concern- 
ing nonspecific  small-bowel  lesions  consisting  of  stenosis,  with  or  without 
ulceration,  associated  with  the  administration  of  enteric-coated  thiazides 
with  potassium  salts.  These  lesions  may  occur  with  enteric-coated  potas- 
sium tablets  alone  or  when  they  are  used  with  nonenteric-coated  thia- 
zides, or  certain  other  oral  diuretics. 

These  small-bowel  lesions  have  caused  obstruction,  hemorrhage,  and 
perforation.  Surgery  was  frequently  required,  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium  salts, 
although  lesions  of  this  type  also  occur  spontaneously.  Therefore,  coated 
potassium-containing  formulations  should  be  administered  only  when  indi- 
cated, and  should  be  discontinued  immediately  if  abdominal  pain,  disten- 
tion, nausea,  vomiting,  or  gastrointestinal  bleeding  occurs. 

Patients  with  known  sulfonamide  sensitivity  may  show  allergic  reac- 
tions to  Lasix. 

PRECAUTIONS— As  with  any  potent  diuretic,  electrolyte  depletion  may 
occur  during  therapy  with  Lasix,  especially  in  patients  receiving  higher 
doses  and  restricted  salt  intake.  Electrolyte  depletion  may  manifest  itself 
by  weakness,  dizziness,  lethargy,  leg  cramps,  anorexia,  vomiting,  and/or 
mental  confusion. 

In  edematous  hypertensive  patients  being  treated  with  antihypertensive 
agents,  care  should  be  taken  to  reduce  the  dose  of  these  drugs  when 
Lasix  is  administered,  since  Lasix  potentiates  the  hypotensive  effect  of 
antihypertensive  medications. 

Asymptomatic  hyperuricemia  can  occur  and  gout  may  rarely  be  pre- 
cipitated. Reversible  elevations  of  BUN  may  be  seen.  These  have  been 
observed  in  association  with  dehydration,  which  should  be  avoided,  par- 
ticularly in  patients  with  renal  insufficiency. 

When  parenteral  use  of  Lasix  precedes  its  oral  use,  it  should  be  kept  in 
mind  that  cases  of  reversible  deafness  and  tinnitus  following  the  injection 
of  Lasix  have  been  reported.  These  adverse  reactions  occurred  when  Lasix 
was  injected  at  doses  exceeding  several  times  the  usual  therapeutic  dose 
of  20  to  40  mg. 

Periodic  checks  on  urine  and  blood  glucose  should  be  made  in  diabetics 
and  even  those  suspected  of  latent  diabetes  when  receiving  Lasix.  In- 
creases in  blood  glucose,  and  alterations  in  glucose  tolerance  tests  with 
abnormalities  of  the  fasting  and  two-hour  postprandial  sugar  have  been 
observed,  and  rare  cases  of  precipitation  of  diabetes  mellitus  have  been 
reported. 


Lasix®(furosemide)  may  lower  serum  calcium  levels,  and  rare  cases 
tetany  have  been  reported.  Accordingly,  periodic  serum  calcium  lev 
should  be  obtained. 

Patients  receiving  high  doses  of  salicylates,  as  in  rheumatic  diseas 
in  conjunction  with  Lasix  may  experience  salicylate  toxicity  at  lower  do 
because  of  competitive  renal  excretory  sites. 

It  has  been  reported  in  the  literature  that  diuretics  such  as  furoserr 
may  enhance  the  nephrotoxicity  of  cephaloridine.  Therefore,  Lasix  , 
cephaloridine  should  not  be  administered  simultaneously. 

Sulfonamide  diuretics  have  been  reported  to  decrease  arterial  resp 
siveness  to  pressor  amines  and  to  enhance  the  effect  of  tubocurar 
Great  caution  should  be  exercised  in  administering  curare  or  its  der 
tives  to  patients  undergoing  therapy  with  Lasix,  and  it  is  advisable  to 
continue  Lasix  for  one  week  prior  to  any  elective  surgery. 

ADVERSE  REACTIONS— Various  forms  of  dermatitis,  including  urtic 
and  rare  cases  of  exfoliative  dermatitis,  erythema  multiforme,  pruri 
paresthesia,  blurring  of  vision,  postural  hypotension,  nausea,  vomiting 
diarrhea,  may  occur. 

Anemia,  leukopenia,  aplastic  anemia,  and  thrombocytopenia  (with  | 
pura)  may  occur.  Rare  cases  of  agranulocytosis  have  occurred  which 
sponded  to  treatment. 

In  addition,  the  following  rare  adverse  reactions  have  been  reported;  h 
ever,  relationship  to  the  drug  has  not  been  established  with  certainty:  sv 
taste,  oral  and  gastric  burning,  paradoxical  swelling,  headache,  jaunc 
thrombophlebitis  and  emboli  (see  "WARNINGS” ),  and  acute  pancreat 

Lasix-induced  diuresis  may  be  accompanied  by  weakness,  fatigue,  li 
headedness  or  dizziness,  muscle  cramps,  thirst,  increased  perspiral 
urinary  bladder  spasm,  and  symptoms  of  urinary  frequency. 

As  far  as  hyperglycemia  is  concerned,  see  "PRECAUTIONS.” 

DOSAGE  AND  ADMINISTRATION 
ADULTS 

The  usual  dose  of  Lasix  is  20  to  80  mg  given  as  a single  dose,  prefer; 
in  the  morning.  Ordinarily,  a prompt  diuresis  ensues.  Depending  on 
patient's  response,  a second  dose  can  be  administered  6 to  8 hours  1 1 
This  dosage  and  dosage  schedule  can  then  be  maintained  or  even  reduci 

If  the  diuretic  response  with  a single  dose  of  20  to  80  mg  is  not  satis 
tory,  e.g.,  in  a patient  with  congestive  heart  failure  refractory  to  maxi 
doses  of  thiazides,  the  following  schedule  should  be  used:  increase 
dose  by  increments  of  20  or  40  mg  not  sooner  than  6 to  8 hours  after 
previous  dose  until  the  desired  diuretic  effect  has  been  obtained.  | 
individually  determined  single  dose  should  then  be  given  once  or  t 
daily  (e.g.,  at  8:00  a.m.  and  2:00  p.m.).  The  dose  of  Lasix  may  be  c 
fully  titrated  up  to  600  mg  per  day  in  those  patients  with  severe  clii 
edematous  states.  Higher  doses  are  currently  under  investigation. 

The  mobilization  of  edema  may  be  most  efficiently  and  safely  act 
plished  by  utilizing  an  intermittent  dosage  schedule  in  which  the  diu 
is  given  for  2 to  4 consecutive  days  each  week.  With  doses  excee 
80  mg/ day  and  given  for  prolonged  periods,  careful  clinical  and  labor;  < 
observations  are  particularly  advisable. 

Hypertension— The  usual  dose  of  Lasix  is  40  mg  twice  daily  both  foi 
tiation  of  therapy  and  for  maintenance.  Careful  observations  for  cha  1 
in  blood  pressure  must  be  made  when  this  compound  is  used  with  c I 
antihypertensive  drugs,  especially  during  initial  therapy.  The  dosag 
other  agents  must  be  reduced  by  at  least  50  per  cent  as  soon  as  La; 
added  to  the  regimen  to  prevent  excessive  drop  in  blood  pressure.  A; 
blood  pressure  falls  under  the  potentiating  effect  of  Lasix,  a further  re 
tion  in  dosage,  or  even  discontinuation,  of  other  antihypertensive  d I 
may  be  necessary.  It  is  further  recommended,  if  40  mg  twice  daily 
not  lead  to  a clinically  satisfactory  response,  to  add  other  hypoter 
agents,  e.g.,  reserpine,  rather  than  to  increase  the  dose  of  Lasix. 
INFANTS  AND  CHILDREN 

Pediatric  Administration:  The  usual  initial  dose  of  oral  Lasix  in  inf 
and  children  is  2 mg/ kg  body  weight,  given  as  a single  dose.  If  the 
retie  response  is  not  satisfactory  after  the  initial  dose,  dosage  may  b 
creased  by  1 or  2 mg/ kg  not  sooner  than  6 to  8 hours  after  the  pre\ 
dose.  Doses  greater  than  6 mg/ kg  body  weight  are  not  recommended. 

For  maintenance  therapy  in  infants  and  children,  the  dose  shoul 
adjusted  to  the  minimum  effective  level. 

HOW  SUPPLIED— Lasix  Tablets  40  mg  supplied  as  white,  round  rr 
grammed,  scored  tablets  in  bottles  of  100,  500  and  unit  dose  100s 
strips  of  5). 

Lasix  Tablets  20  mg  supplied  as  white,  oval,  monogrammed  table 
bottles  of  100. 

Note:  Dispense  in  dark  containers.  Exposure  to  light  may  cause  s 
discoloration  which,  however,  does  not  alter  potency. 
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A surveillance  of  viral  CNS  (central  nervous  sys- 
tem) infections  was  initiated  by  New  York  State  in 
1949  with  the  aim  of  obtaining  data  on  prevalence 
of  neuropathogenic  viruses  and  on  the  conse- 
quences of  these  infections.1-3  The  surveillance 
also  monitors,  in  effect,  for  the  appearance  of  new 
viruses4  and  for  major  failures  of  vaccination  pro- 
grams for  neuropathogenic  viral  agents  such  as  po- 
liomyelitis and  measles  viruses.5  Over  the  years,  a 
marked  age  and  sex  dependence  has  been  noted; 
CNS  infections  occur  more  often  in  children  than 
in  adults  and  more  often  in  males  than  in  females. 
Enteroviruses  have  been  consistently  the  major 
group  of  pathogens,  but  the  prevalence  of  the  indi- 
vidual serotypes  has  varied.  More  than  one  type 
of  virus  may  be  prevalent  in  a given  year,2’3  the 
same  type  may  be  prevalent  in  consecutive 
years,1,2,6  or  there  may  be  years,  such  as  1973, 
without  an  apparent  prevalent  virus,  as  personal 
observation  has  indicated. 

For  the  1974  surveillance,  clinical  and  epidemio- 
logic data  were  gathered  on  818  patients  with  CNS 
infections  in  New  York  State,  exclusive  of  New 


In  an  ongoing  surveillance,  the  frequency  of  distri- 
bution of  CNS  (central  nervous  system)  infections 
of  suspected  viral  etiology  were  studied  in  resi- 
dents of  New  York  State,  exclusive  of  New  York 
City.  Diagnostic  findings  were  obtained  in  197  pa- 
tients. CNS  infections  associated  with  enteric 
and  influenza  viruses  had  a seasonal  distribution. 
An  unusually  high  incidence  of  Reye’s  syndrome 
coincided  with  the  prevalence  of  influenza  B.  In 
patients  with  meningitis,  with  or  without  encepha- 
litis, Echo  4 virus  and  lymphocytic  choriomeningi- 
tis virus  were  the  most  frequently  indicated. 


York  City,  in  a cooperative  effort  by  the  State 
virus  laboratory,  with  541  patients,  and  the  Erie 
County  virus  laboratory,  with  277  patients.  We 
regret  that  summaries  of  New  York  City  data  for 
1974  are  not  available. 

Aseptic  meningitis,  encephalitis,  and  menin- 
goencephalitis were  the  most  common  diagnoses. 
Reye’s  syndrome  was  observed  in  an  unusual  num- 
ber of  patients;  the  majority  of  these  occurred  dur- 
ing a State-wide  outbreak  of  influenza  B from  Jan- 
uary to  May.  Enteroviruses  were,  as  in  the  past, 
the  most  frequently  isolated  agents.  An  extraor- 
dinary number  of  serologic  and  virologic  findings 
for  lymphocytic  choriomeningitis  virus  were  ob- 
tained.7 

Techniques  for  virus  identification8  and  serolog- 
ic studies,  which  include  CF  (complement  fixa- 
tion),9’10 HI  (hemagglutination  inhibition),11’12 
and  neutralization  tests13’14  have  been  described. 
Antibodies  for  mumps,  herpes  simplex,  varicella, 
cytomegalovirus,  lymphocytic  choriomeningitis, 
and  adenoviruses  and  Mycoplasma  pneumoniae 
were  determined  by  CF  only.  Antibodies  for 
myxo-  and  measles  viruses  were  assayed  by  CF  or 
HI  tests  and  those  for  rubella  and  California  en- 
cephalitis viruses  by  CF  and  HI  tests.  Antibodies 
for  other  arboviruses  were  determined  by  HI  only. 
All  sera  showing  HI  reaction  with  arbovirus  anti- 
gen were  also  tested  by  neutralization.  The  fol- 
lowing arbovirus  antigens  were  used:  Western 

equine  encephalomyelitis,  Eastern  equine  en- 
cephalomyelitis, St.  Louis  encephalitis,  Powassan, 
California  encephalitis,  and  Cache  Valley  of  the 
Bunyamwera  group. 

Cell  cultures  used  for  isolation  at  the  State  virus 
laboratory  were  PMK  (primary  rhesus  monkey 
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TABLE  I.  Laboratory  diagnostic  findings  in  patients  with  central  nervous  system  disease,  New  York  State  exclusive 

of  New  York  City 


Number 

of 

Laboratory  Diagnostic  Category  Patients  Agents  Indicated  (Number  of  Cases) 


Confirmed  diagnoses 
4-fold  or  greater  antibody  rise 

Virus  isolations  from 
CSF*  and/or  tissue 
CSF  and  stool  and/or  throat  swab 
Urine 

Total  confirmed  diagnoses 
Presumptive  diagnoses 
4-fold  or  greater  CF  antibody 
decline  or  unusual  antibody 

Virus  isolations  from 
stool  or  throat  swab 


Stool  and  throat  swab 

Total  presumptive  diagnoses 
TOTAL 


35  Influenza  A (3),  parainfluenza  2(2),  mumps  (9),  adeno  (1),  herpes  simplex  (8), 
varicella  (2),  Mycoplasma  pneumoniae  (1),  lymphocytic  choriomeningitis  (9) 

40  Coxsackie  B2  (3),  Coxsackie  B3  (3),  Coxsackie  B4  (1),  Echo  4 (21),  Echo  5 (1), 

12  Echo  6 (1),  Echo  9 (4),  Echo  11  (3),  mumps  (4),  rubella  (1),  herpes  simplex  (6), 

1 cytomegalovirus  (1),  lymphocytic  choriomeningitis  (2),  unidentified  (2) 

88 

34  Influenza  A (1),  influenza  B (4),  mumps  (2),  measles  (2),  California  encephalitis 
(3),  Powassan  (1),  herpes  simplex  (9),  varicella  (2),  lymphocytic 
choriomeningitis  (10) 

80  Polio  1 (1),  polio  2 (2),  polio  3 (1),  Coxsackie  A4  (2),  Coxsackie  A7  (1), 

Coxsackie  A9  (1),  Coxsackie  B2  (6),  Coxsackie  B3  (6),  Coxsackie  B4  (2), 

Echo  4 (29),  Echo  6 (2),  Echo  11  (1),  Echo  16  (8),  Echo  17  (1),  Echo  25  (1), 
Echo  31  (1),  influenza  A (1),  influenza  B (1),  parainfluenza  2 (1),  mumps  (3), 
adeno  2 (1),  adeno  5 (1),  adeno  7 (1),  herpes  simplex  (4),  unidentified  (2) 

6_  Coxsackie  A6  (1),  Echo  4 (1),  Echo  16  (2),  adeno  1 (1),  adeno  2 (1) 

120 

208t 


* CSF  = cerebrospinal  fluid. 

t The  208  findings  were  obtained  in  1 97  patients,  in  10  of  whom  multiple  findings  were  observed. 


kidney),  primary  African  green  monkey  kidney, 
HEp2  (diploid  human  embryonic  lung),  and  pri- 
mary human  amnion  cells.  At  the  Erie  County 
laboratory,  there  were  PMK,  HEp2,  and  two  con- 
tinuous lines  derived  in  the  Erie  County  laborato- 
ry from  rabbit  kidney  cells  and  African  green  mon- 
key kidney  cells.15’16 

Assays  for  virus  and  virus  antibody  at  the  col- 
laborating laboratories  followed  the  protocols  ac- 
cepted by  public  health  laboratories.  However, 
local  conditions,  including  availability  of  funds 
and  space,  necessitated  some  differences  in  the 
testing  of  the  specimens.  At  the  Erie  County  lab- 
oratory, serologic  tests  included  HI  assays  only  for 
rubella,  influenza  A and  B,  mumps,  and  measles 
and  CF  tests  for  cytomegaloviruses.  At  the  State 
virus  laboratory,  antibody  to  influenza  A and  B, 
mumps,  and  measles  was  assayed  by  CF  only. 

Findings 

Laboratory  diagnostic  findings  were  obtained  in 
specimens  from  197  patients,  179  from  the  State 
laboratory  and  18  from  the  Erie  County  laboratory 
(Table  I).  All  were  residents  of  New  York  State. 
An  active  infection  was  confirmed  by  serum  con- 
version or  by  isolation  from  cerebrospinal  fluid, 
tissue,  or  urine  in  43  per  cent  of  the  patients  with 
diagnostic  findings.  For  the  others,  antibody 
findings  at  unusual  levels  or  of  unusual  type  or  iso- 
lation of  virus  from  stool  or  throat  swabs  suggested 
an  active  or  recent  infection  and  thus  supported 
the  presumptive  diagnosis.  The  possibility,  how- 
ever remote,  of  passenger  viruses  should  also  be 
considered  in  patients  with  virus  isolations  from 
stool  or  swabs  only.  As  in  the  surveillance  in  1972, 
more  patients  were  studied  from  the  more  densely 
populated  counties. 


The  highest  incidence  of  CNS  disease  was  ob- 
served during  July,  August,  and  September  (Table 
II).  In  this  period,  Echo  4 virus  was  the  most  fre- 
quently encountered  virus;  its  prevalence  was  first 
noted  in  June.  A sporadic  occurrence  of  infection 
with  numerous  other  entero-  and  nonenteroviruses 
during  the  summer  resulted  in  the  highest  month- 
ly diagnostic  rates  in  individuals  with  laboratory 
diagnostic  studies  of  37  and  36  per  cent  in  July 
and  August.  High  diagnostic  rates,  29  and  33  per 
cent  respectively,  were  also  noted  in  January  and 
February,  when  lymphocytic  choriomeningitis 
virus  and  myxoviruses  such  as  influenza  A and  B 
and  mumps  were  prevalent.  Among  the  nonenter- 
oviruses, herpes  group  viruses  had  the  highest  in- 
cidence and  showed  no  seasonal  preference. 

As  in  the  past,  more  than  half  of  the  CNS  infec- 
tions occurred  in  children  fifteen  years  of  age  or 
under  (Table  III).  In  this  group  and  among  pa- 
tients over  sixty  years  old,  males  were  more  fre- 
quently affected  than  females.  Otherwise,  in  con- 
trast to  previous  years,  females  were  more  fre- 
quently affected  than  males,  especially  those  six- 
teen to  thirty  years  of  age.  No  sex  preference  was 
noted  for  individual  viruses,  with  the  exception  of 
herpes  simplex  virus,  which  in  sixteen-  to  sixty- 
year-old  patients  was  indicated  in  12  of  152  fe- 
males and  in  only  1 of  1 12  males. 

The  diagnoses  supplied  by  the  physicians  are 
correlated  with  the  laboratory  diagnostic  findings 
in  Table  IV.  Aseptic  meningitis  was  the  clinical 
diagnosis  for  51  per  cent  of  the  197  patients  with 
diagnostic  findings,  encephalitis  for  17  per  cent, 
meningoencephalitis  for  18  per  cent,  and  Reye’s 
syndrome  for  3.5  per  cent.  The  rates  of  laboratory 
diagnostic  findings  in  these  groups  were  32,  20,  55, 
and  27  per  cent,  respectively.  Diagnoses  of  en- 
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TABLE  II.  Seasonal  distribution  of  patients  with  central  nervous  system  disease  and  of  the  diagnostic  findings,  New 

York  State  exclusive  of  New  York  City 


1974 
Month  of 
Onset  of 
Illness 

Number  of 
CNS  Patients 
with  Virologic 
and/or 
Serologic 
Studies 

Total 

Number  of 
Laboratory 
Diagnostic 
Findings 

Echo  4 

LCM*  Other 

January 

49 

14 

5 

Influenza  B (1),  mumps  (3),  measles  (1), 
rubella  (1),  adeno  untyped  (1),  adeno  5 
(1),  herpes  simplex  (1) 

February 

49 

16 

9 

Influenza  A (1),  influenza  B (1),  mumps 
(2),  adeno  2 (1),  herpes  simplex  (1), 
varicella  (1) 

March 

68 

9 

1 

Influenza  A (2),  influenza  B (1),  mumps 
(1),  adeno  1 (1),  herpes  simplex  (2), 
varicella  (1) 

April 

65 

18 

5 

Influenza  A (1),  influenza  B (2),  mumps 
(3),  herpes  simplex  (5),  varicella  (1), 
cytomegalovirus  (1) 

May 

47 

7 

Echo  6 (1),  mumps  (2),  measles  (1), 
herpes  simplex  (3) 

June 

61 

19 

8 

Echo  6 (1),  Echo  16  (1),  influenza  A (1), 
mumps  (2),  parainfluenza  2 (2),  Califor- 
nia encephalitis  (1),  herpes  simplex  (2), 
varicella  (1) 

July 

87 

32 

17 

Coxsackie  A4  (1),  Coxsackie  A6  (1), 
Coxsackie  A9  (1),  Coxsackie  B2  (2), 
Coxsackie  B4  (1),  Echo  11  (1),  Echo  16 
(4),  Echo  25  (1),  mumps  (1),  herpes 
simplex  (2) 

August 

140 

50 

19 

Polio  2 (2),  polio  3 (1),  Coxsackie  A7  (1), 
Coxsackie  B2  (3),  Coxsackie  B3  (6), 
Coxsackie  B4  (1),  Echo  5 (1),  Echo  6 

(1) ,  Echo  9 (2),  Echo  11  (2),  Echo  16 

(2) ,  Echo  17  (1),  parainfluenza  2 (1), 
California  encephalitis  (1),  Powassan 
(1),  herpes  simplex  (3),  unidentified  (2) 

September 

94 

21 

4 

Coxsackie  A4  (1),  Coxsackie  B2  (3), 
Coxsackie  B3  (2),  Coxsackie  B4  (1), 
Echo  9 (2),  Echo  11  (1),  Echo  16  (3), 
Echo  31  (1),  adeno  2 (1),  herpes 
simplex  (1),  unidentified  (1) 

October 

63 

9 

1 

1 

Coxsackie  B3  (1),  mumps  (1),  California 
encephalitis  (1),  herpes  simplex  (3) 
unidentified  (1) 

November 

51 

7 

1 

Adeno  7 (1),  herpes  simplex  (4), 
Mycoplasma  pneumoniae  (1) 

December 

44 

6 

1 

Polio  1 (1),  Coxsackie  B2  (1),  mumps  (3) 

Totals 

818 

208 

51 

21 

Herpes  simplex  (27),  mumps  (18),  Echo 
16  (10),  other  (81) 

* LCM  = lymphocytic  choriomeningitis. 


cephalitis  and  meningoencephalitis  were  relatively 
more  frequent  in  patients  with  Echo  4,  mumps, 
and  herpes  simplex  virus  infections.  Meningitis 
was  the  most  common  diagnosis  in  patients  infect- 
ed with  lymphocytic  choriomeningitis  virus,  the 
second  most  frequently  indicated  agent  in  this  di- 
agnostic category.  In  patients  with  Reye’s  syn- 
drome influenza  B virus  was  found  in  5 individuals 
and  varicella  and  adenovirus  in  1 each.  No  in- 
fluenza B findings  were  obtained  with  any  of  the 
other  patients  studied. 

In  16  cases  the  disease  took  a fatal  course.  Six 
boys  and  4 girls,  all  between  three  and  eighteen 
years  of  age,  had  a diagnosis  of  Reye’s  syndrome, 


and  in  3 of  these  patients,  high  levels  of  influenza 
B antibody  were  detected,  in  2 males,  fourteen  and 
eighteen  years  of  age,  and  1 twelve-year-old  girl. 
The  remaining  6 patients  who  died  had  menin- 
goencephalitis, in  1 case,  or  encephalitis  in  the  re- 
maining 5 cases.  Herpesvirus  etiology  was  con- 
firmed in  all  5 patients  with  fatal  encephalitis:  by 
serum  conversion  in  1 nineteen-year-old  female 
and  1 seven-year-old  male;  by  virus  isolation  from 
tissue  in  2 females,  twenty-four  and  forty  years 
old;  and  by  serum  conversion  and  virus  isolation 
from  tissue  in  1 forty-four  year-old  female.  A con- 
firmation of  a viral  etiology  was  also  obtained  by 
isolation  and  serum  conversion  in  3 patients  who 
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TABLE  III.  Laboratory  diagnostic  findings  by  age  and  sex  of  patient,  New  York  State  exclusive  of  New  York  City 


Age  Group 
(Years  and 
Sex) 

Number  Total 

of  Patients  Number 
with  Lab-  of  Lab- 
oratory oratory 

Diagnostic  Diagnostic 
Studies  Findings 

Enteroviruses  Nonenteric  Viruses 

0 to  5 

F 

104 

18 

Coxsackie  A4  (1),  Coxsackie  A6  (1), 
Coxsackie  B2  (2),  Coxsackie  B3  (3), 
Echo  9 (1),  Echo  16  (1),  Echo  25 
(1),  unidentified  (1 ) 

Mumps  (2),  adeno  untyped  (1), 
adeno  5(1),  herpes  simplex  (2), 
varicella  (1) 

M 

148 

40 

Polio  1 (1),  polio  2 (2),  polio  3 (1), 
Coxsackie  B2  (3),  Coxsackie  B3  (4), 
Coxsackie  B4  (1),  Echo  4 (3),  Echo 
9 (1),  Echo  11  (1),  Echo  16  (3), 
Echo  17  (1),  unidentified  (2) 

Mumps  (6),  rubella  (1),  California 
encephalitis  (2),  adeno  1 (1), 
adeno  2 (1),  adeno  7 (1),  herpes 
simplex  (4),  varicella  (1) 

Unknown 

2 

1 

Adeno  2 (1) 

6 to  15 

F 

85 

25 

Echo  4 (11),  Echo  6 (1),  Echo  11  (1) 

Influenza  B (3),  mumps  (1), 
herpes  simplex  (2),  cytomegalo- 
virus (1),  lymphocytic  chorio- 
meningitis (5) 

M 

122 

28 

Coxsackie  A7  (1),  Coxsackie  A9  (1), 
Coxsackie  B2  (1),  Echo  4 (12), 

Echo  6 (1),  Echo  9 (2),  Echo  11  (1), 
Echo  31  (1) 

Influenza  B (1),  mumps  (5),  mea- 
sles (1),  Powassan  (1) 

16  to  30 

F 

95 

32 

Coxsackie  A4  (1),  Coxsackie  B2  (1), 
Coxsackie  B3  (1),  Echo  4 (11),  Echo 
5 (1),  Echo  6 (1),  Echo  16  (3) 

Mumps  (1),  parainfluenza  2 (1), 
California  encephalitis  (1), 
herpes  simplex  (7),  lymphocytic 
choriomeningitis  (2),  unidenti- 
fied (1) 

M 

63 

18 

Coxsackie  B4  (2),  Echo  4 (4),  Echo 
16(2) 

Influenza  B (1),  mumps  (3),  para- 
influenza 2 (2),  measles  (1), 
herpes  simplex  (1),  lymphocytic 
choriomeningitis  (2) 

31  to  60 

F 

57 

13 

Echo  4 (2) 

Influenza  A (1),  herpes  simplex 
(5),  varicella  (1),  Mycoplasma 
pneumoniae  (1),  lymphocytic 
choriomeningitis  (3) 

M 

49 

7 

Coxsackie  B2  (1),  Echo  4 (2),  Echo 
16(1) 

Lymphocytic  choriomeningitis  (3) 

>60 

F 

13 

1 

Herpes  simplex  (1) 

M 

21 

5 

Influenza  A (2),  herpes  simplex 
(3) 

Unknowm 

F 

37 

13 

Coxsackie  B3  (1),  Echo  4 (4) 

Influenza  A (2),  herpes  simplex 
(1),  varicella  (1),  lymphocytic 
choriomeningitis  (4) 

M 

22 

7 

Coxsackie  B2  (1),  Echo  4 (2), 
Echo  11 (1) 

Herpes  simplex  (1),  lymphocytic 
choriomeningitis  (2) 

Summary 

F 

391 

102 

M 

425 

105 

Unknown 

2 

1 

Totals 

818 

208 

recovered  from  meningoencephalitis:  parain- 

fluenza 2 in  a two-year-old  male  and  lymphocytic 
choriomeningitis  in  a fourteen-year-old  girl  and  a 
forty-three-year-old  male. 

In  6 patients  there  was  evidence  of  either  simul- 
taneous or  closely  spaced  dual  or  triple  viral  infec- 
tion: (1)  isolation  of  Echo  6 from  the  stool  and 

serum  conversion  for  parainfluenza  2 in  a twenty- 
year-old  female  with  meningitis;  (2)  isolation  of 


Coxsackie  A6  from  the  throat  swab  and  stool  and 
Coxsackie  B2  from  the  stool  of  a one-year-old  fe- 
male infant  with  febrile  seizures  of  sudden  onset; 
(3)  isolation  of  Echo  4 and  Coxsackie  B2  from  the 
stool  of  a fifteen-year-old  boy  with  meningitis;  (4) 
isolation  of  herpes  simplex  from  vesicle  scrapings 
and  of  poliovirus  types  2 and  3 from  the  stool  of  a 
seven-day-old  boy  with  meningoencephalitis  and 
without  history  of  poliomyelitis  vaccination  or 
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TABLE  IV.  Laboratory  diagnostic  findings  by  diagnosis 
of  patient,  New  York  State  exclusive  of  New  York  City 


Agent  Indicated 

E 

ME 

M P R NS 

Total 

Polio 

l 

1 

l 

2 

2 

2 

3 

1 

1 

Coxsackie 

A4 

l 

l 

2 

A6 

i 

1 

A7 

i 

1 

A9 

i 

1 

Coxsackie 

B2 

1 

7 

i 

9 

B3 

2 

7 

9 

B4 

2 

i 

3 

Echo 

4 

7 

11 

33 

51 

5 

1 

1 

6 

1 

2 

3 

9 

1 

3 

4 

11 

4 

4 

16 

i 

8 

l 

10 

17 

1 

1 

25 

i 

1 

31 

i 

1 

Influenza 

A 

2 

2 

l 

5 

B 

5 

5 

Mumps 

8 

4 

5 

i 

18 

Parainfluenza  2 

2 

1 

3 

Measles 

i 

1 

2 

Rubella 

l 

1 

California 

1 

2 

3 

encephalitis 

Powassan 

1 

1 

Adeno 

untyped 

1 

1 

1 

i 

1 

2 

1 

l 

2 

5 

1 

1 

7 

1 

1 

Herpes  simplex 

14 

8 

5 

27 

Varicella  /zoster 

1 

2 

1 

4 

Cytomegalovirus 

i 

1 

Lymphocytic 

4 

10 

7 

21 

choriomen- 

ingitis 

Unidentified 

1 

1 

2 

4 

Mycoplasma 

1 

1 

pneumoniae 

Summary 

208t 

Findings 

35 

41 

103 

2 

7 

20 

Patients  studied 

179 

74 

324 

14 

26 

201 

818 

Percentage  with 

20 

55 

32 

14 

27 

10 

25.4 

diagostic  find- 
ings 

* E = encephalitis;  ME  = meningoencephalitis;  M = aseptic  men- 
ingitis, includes  abacterial  meningitis;  P = paralytic  disease;  R = 
Reye’s  syndrome;  NS  = neurologic  symptoms  and  others. 

T Observed  in  197  patients. 


known  contact  with  vaccinees,  (5)  serum  conver- 
sion for  influenza  A and  high  levels  of  herpes  sim- 
plex antibody  in  a sixty-one-year-old  male  with 
meningitis;  and  (6)  high  levels  of  herpes  simplex 
and  varicella  antibody  in  a seven-year-old  male 
with  meningoencephalitis. 

Comment 

As  in  the  past  years,  enteroviruses  were  the 
most  frequently  encountered  and  widespread  neu- 
ropathogenic  viruses;  from  103  patients  enterovi- 
ruses were  isolated.  Echoviruses  4 and  16  were 
the  most  prevalent  types.  Among  the  nonenteric 
viruses,  herpes  simplex  was  the  most  important. 
For  this  virus,  a sex  preference  was  noted  among 
adults;  twice  as  many  females  were  affected  as 


males.  This  observation  and  the  one  that  4 of  the 
5 fatal  herpes  encephalitis  cases  were  women 
suggest  a greater  neuropathogenicity  of  herpes 
simplex  virus  in  females. 

Only  3 cases  of  California  encephalitis  and  1 
case  of  Powassan  virus  infection  were  observed.  It 
is  tempting  to  speculate  that  this  decline  of  arbo- 
virus infections  from  17  such  cases  in  1972  may  be 
the  result  of  community  and  State-directed  mos- 
quito control  programs  in  areas  where  the  continu- 
ing surveillance  program  had  detected  the  occur- 
rence of  arboviruses.  However,  in  view  of  the  rela- 
tively low  number  of  patients  and  the  incomplete 
knowledge  of  the  ecology  and  natural  cycles  of  ar- 
boviruses, variations  in  their  prevalence  may  be 
the  consequence  of  natural  factors  unknown  at 
this  time  rather  than  of  control  programs.  In  ei- 
ther case,  continued  surveillance  of  pathogenic  ar- 
thropod-borne viruses  is  indispensable. 

An  unusual  finding  was  the  great  number  of 
lymphocytic  choriomeningitis  virus  infections  in 
patients  with  CNS  disease.  All  but  2 cases  were 
observed  during  a State-wide  outbreak  of  such  in- 
fections, most  of  which  occurred  with  an  influen- 
zalike clinical  picture  and  were  associated  with  pet 
hamsters.'1.  The  2 remaining  patients  had  had 
contact  with  hamsters  used  in  a research  institu- 
tion. This  virus  is  a rodent  agent  and  can  be  car- 
ried and  excreted  by  hamsters  in  the  absence  of 
clinical  disease  in  these  animals.  It  is  an  unusual 
pathogen  in  man,  and  its  detection  by  the  surveil- 
lance led  to  prompt  identification  and  elimination 
of  the  source  of  the  virus. 

Among  the  16  fatal  cases,  an  etiology  of  herpes 
simplex  virus  was  confirmed  in  all  5 patients  with 
encephalitis,  emphasizing  the  serious  hazard  of 
neurologic  complications  in  such  infections. 
Three  of  10  fatal  cases  of  Reye’s  syndrome  were 
associated  with  findings  suggesting  a recent  in- 
fluenza B infection.  In  addition,  2 of  16  patients 
who  recovered  from  Reye’s  syndrome  had  influen- 
za B findings  by  serology  or  virus  isolation.  Fur- 
thermore, 23  of  the  26  patients  with  Reye’s  syn- 
drome were  struck  during  an  influenza  B epidem- 
ic. Although  this  epidemic  overlapped  with  out- 
breaks of  influenza  A and  lymphocytic  choriomen- 
ingitis, neither  of  the  latter  viruses  were  implicat- 
ed in  any  of  the  cases  involving  Reye’s  syndrome. 
Two  of  the  patients  with  Reye’s  syndrome  with 
serum  conversions  for  varicella  or  adenovirus  were 
also  ill  during  the  influenza  B epidemic.  The 
striking  association  of  Reye’s  syndrome  with  the 
occurrence  of  influenza  B is  consistent  with  the  ex- 
perience of  others,18  but  the  role  this  virus  or  other 
viral  agents  plays  in  the  etiology  of  the  disease  is 
still  unknown. 

The  potential  of  parainfluenza  virus  type  2 for 
neuropathogenicity  is  suggested  by  the  confirmed 
diagnosis  of  this  virus  in  a two-year-old  boy  with 
meningoencephalitis.  In  addition,  a serum  con- 
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version  for  parainfluenza  2 was  observed  in  a 
twenty-year-old  female  with  meningitis.  The  lat- 
ter patient,  however,  also  excreted  Echo  6 in  the 
stool,  and  in  patients  with  dual  findings  the  etio- 
logic  role  of  each  virus  is  difficult  to  assess.  This 
is  also  true  for  the  5 other  patients  with  evidence 
of  closely  spaced  or  multiple  infections.  In  the  ab- 
sence of  a vaccination  history  or  other  inocula- 
tions, the  isolation  of  poliovirus  types  2 and  3 from 
the  stool  of  a seven-day-old  infant  with  menin- 
goencephalitis suggests  that  we  are  dealing  with 
vaccine  strains  most  likely  contracted  by  first-  or 
secondhand  contact  with  a vaccinee.  Strain  char- 
acterization studies  are  under  way  at  the  Center 
for  Disease  Control,  Atlanta,  Georgia.  The  clini- 
cal picture  was  probably  caused  by  the  herpes  sim- 
plex virus,  which  was  isolated  from  vesicular  mate- 
rial and  which  is  known  to  cause  serious  neurologic 
complications  in  newborns. 

In  1974  diagnostic  rates  for  the  3 major  catego 
ries,  encephalitis,  meningoencephalitis,  and  asep- 
tic meningitis,  20,  55,  and  32  per  cent,  respectively, 
were  similar  to  those  in  1972,  at  27,  52,  and  34  per 
cent,  respectively  and  in  1973,  at  24,  68,  and  23  per 
cent. 

Summary 

In  1974  virus  diagnostic  findings  were  obtained 
in  197  patients  in  New  York  State  with  CNS  (cen- 
tral nervous  system)  disease.  Children  and  ado- 
lescents were  more  affected  than  adults  and  boys 
more  than  girls.  Among  adults,  women  were  more 
affected  than  males.  Enteroviruses,  the  major 
group  of  pathogens,  were  found  in  103  patients; 
Echo  4 was  the  prevalent  agent.  The  most  fre- 
quently encountered  nonenteric  viruses  were 
herpes  simplex,  in  27  patients,  lymphocytic  cho- 
riomeningitis, in  21  patients,  mumps,  in  18  pa- 
tients, influenza  A,  in  5 patients,  and  influenza  B, 
also  in  5 patients.  All  influenza  B findings  were 
obtained  in  patients  with  Reye’s  syndrome. 
Herpes  simplex  virus  was  more  frequently  found 
in  women  than  in  men.  The  most  frequent  clini- 
cal diagnoses  among  patients  with  diagnostic  virus 
findings  were  aseptic  meningitis  in  51  per  cent,  en- 
cephalitis in  17  per  cent,  meningoencephalitis  in 
18  per  cent,  and  Reye’s  syndrome  in  3.5  per  cent. 
Sixteen  fatal  cases  were  observed.  Herpes  sim- 
plex virus  was  involved  in  the  etiology  in  all  of  5 
fatal  encephalitis  cases.  In  3 of  10  patients  who 
died  with  a diagnosis  of  Reye’s  syndrome,  influen- 
za B antibody  of  an  unusually  high  level  was  ob- 


served. No  diagnostic  virus  findings  were  ob- 
served in  a patient  with  fatal  meningoencephalitis. 
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The  most  common  means  of  attempting  suicide 
in  the  United  States  is  by  drug  overdose.1  Ironi- 
cally, the  drugs  most  commonly  used  are  sedatives 
or  hypnotics  ordered  by  a physician,  often  for  in- 
somnia. This  communication  reports  clinical 
course  and  outcome  in  a large  series  of  consecutive 
drug  overdose  patients  admitted  to  a county 
teaching  hospital,  with  particular  relationship  to 
drug(s)  ingested,  and  outcome.  Attention  is 
drawn  to  the  presence  of  glutethimide  (Doriden) 
in  suicide  attempts  by  drug  overdose.  Several 
prior  reports  have  been  made  of  the  particularly 
unpredictable  clinical  course  of  patients  after  glu- 
tethimide overdose  and  problems  in  management.2- 
8 Coma  may  be  prolonged  and  there  is  a poor  cor- 
relation between  plasma  levels  of  glutethimide  and 
the  clinical  course  of  the  patient.  Explanation  of 
the  severity  of  the  intoxication  has  been  suggested 
to  be  due  to  accumulation  of  a potent,  active  me- 
tabolite, 4-HG.9  Several  reports  have  also  de- 
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Three  hundred  and  eighty-five  consecutive  suicide 
attempts  by  drug  ingestion,  confirmed  by  toxico- 
logic analysis  of  blood  and  urine,  were  studied  for 
drug(s)  ingested  and  for  clinical  course:  Five  pa- 
tients died,  a 1.3  per  cent  mortality  rate.  Two 
hundred  and  seventy-five  patients  had  taken  a 
single  drug;  in  order  of  frequency,  they  were  barbi- 
turates, followed  by  nonprescription  drugs,  alco- 
hol, glutethimide,  and  miscellaneous  prescription 
drugs,  such  as  diphenylhydantoin  sodium  (Dilan- 
tin), digitalis,  minor  tranquilizers,  phenothiazines, 
methyprylon;  poisons,  such  as  Pine-Sol,  lighter 
fluid;  and  hallucinogens.  Two  patients  died  in  the 
single-drug  ingestion  group,  an  8.7  per  cent  mor- 
tality rate;  both  had  ingested  glutethimide.  One 
hundred  and  ten  patients  had  taken  mixed-drug 
overdoses,  usually  two  compounds:  in  order  of  fre- 
quency they  were  alcohol,  in  almost  two  thirds  of 
the  cases,  barbiturates,  minor  tranquilizers,  non- 
prescription drugs,  methyprylon,  phenothiazines, 
miscellaneous  prescription  drugs,  and  1 case  each 
of  different  poisons  and  hallucinogens.  In  the 
mixed-overdose  group,  3 patients  died.  Glutethi- 
mide, ingested  by  13  mixed-overdose  patients,  was 
present  in  the  3 such  cases  who  died,  a 13  per  cent 
mortality  rate.  One  death  occurred  with  ingestion 
of  glutethimide  with  alcohol  (with  unsuccessful  he- 
.modialysis),  1 with  glutethimide,  alcohol  and  phe- 
nothiazine  (followed  by  a cerebrovascular  accident 
during  acute  intoxication),  and  1 death  occurred 
with  ingestion  of  fatal  levels  of  barbiturate  with 
small  amounts  of  glutethimide.  Glutethimide  was 
ingested  thirty-six  times  (9  per  cent  of  ingestions) 
and  was  present  in  the  five  deaths  among  the  385 
overdose  cases,  a 13.9  per  cent  mortality  rate.  Al- 
though other  variables  may  have  contributed  to 
the  high  mortality  rate  in  patients  who  died  with 
glutethimide  present  as  1 or  more  of  the  drugs 
taken  in  overdose,  its  contributory  role  must  be 
questioned.  Appearance  of  seizures  which  were 
difficult  to  control  appeared  to  increase  the  seri- 
ousness of  glutethimide  ingestion.  Use  of  glu- 
tethimide as  a routine  clinical  hypnotic  is  ques- 
tioned, particularly  in  psychiatricaily  disturbed 
individuals,  due  to  both  addictive  qualities  and  low 
safety  margin  in  overdose.  Safer  hypnotics  with  a 
far  wider  safety  margin  in  overdose  are  available. 


scribed  its  addictive  qualities  and  withdrawal 
symptoms.10-15 

An  attempt  to  compare  morbidity  and  mortality 
rates  as  related  to  drugs  taken  in  overdose  is  ad- 
mittedly difficult  to  evaluate  for  many  reasons. 
Patients  and  relatives  frequently  give  an  incom- 
plete or  misleading  history  concerning  both  the 
identity  and  the  quantity  of  the  drug  or  drugs  in- 
gested. The  fact  that  multiple  drugs  are  often  in- 
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gested,  and  that  alcohol  is  often  involved,  further 
complicates  accurate  identification  and  assess- 
ment of  the  effect  of  any  single  drug.  Time  from 
ingestion  of  the  drug  to  arrival  at  a hospital  may 
be  a guess,  or  even  be  unknown.  A patient  may  be 
transferred  from  one  hospital  to  another  before 
definite  treatment  is  instituted.  Efforts  to  re- 
trieve an  ingested  drug  by  gastric  lavage  may  also 
vary  greatly,  from  desultory  to  vigorous,  depend- 
ing on  the  time  available  and  the  philosophy  of  the 
physician  on  duty.  Availability  of  laboratory  pro- 
cedures, to  identify  the  ingested  drug  and  rule  out 
the  presence  of  other  drugs,  is  highly  variable,  not 
only  between  hospitals  but  at  different  times  in 
the  same  hospital.  Suicide  attempts  occur  com- 
monly at  night  and  on  weekends  when  laboratories 
are  most  poorly  staffed  for  performing  toxicologic 
studies. 

Overdose  patients  are  frequently  ignorant  of  the 
lethality  of  substances  they  ingest;  they  may  die 
from  a substance  they  assumed  to  be  relatively  in- 
nocuous, or  may  survive  an  overdose  they  expected 
to  be  lethal.  Since  psychologic  lethality  of  the  at- 
tempt and  medical  lethality  may  be  quite  differ- 
ent, the  relative  frequency  of  use  of  certain  drugs 
in  overdose  and  actual  mortality  rates  is  an  appro- 
priate area  of  study.  The  present  communication 
addresses  these  issues. 

Method 

During  a thirteen-month  period,  385  consecu- 
tive admissions  to  the  hospital  of  adults,  age  six- 
teen or  over,  for  suicide  attempt  by  drug  overdose 
were  surveyed.  No  patients  were  included  whose 
toxicologic  workups  were  inconclusive  or  in  whom 
the  effects  of  the  overdose  were  so  slight  that  they 
were  sent  home  from  the  emergency  room  several 
hours  later  after  observation  and  psychiatric  con- 
sultation. 

Each  patient  admitted  for  suicide  attempt  by 
drug  or  poison  ingestion  was  identified  and  fol- 
lowed during  his  course  in  the  hospital.  At  the 
close  of  the  study  period,  hospital  records  of  all 
patients  were  again  reviewed  to  determine  and 
evaluate  the  drug  or  combination  of  drugs  taken, 
toxicologic  findings,  clinical  course,  and  outcome. 
Data  obtained  were  tabulated  to  indicate  inges- 
tions of  a single  drug  in  overdose,  combination  of 
drugs  (mixed  overdoses),  and  finally  totals  of  each 
drug  used  by  the  patient  sample,  either  as  a single 
drug  or  in  combination  form.  Review  of  the  cases 
in  which  death  resulted  received  intensive  study, 
including  autopsy  findings,  when  available. 

Patients  were  brought  to  the  emergency  room  of 
a county  teaching  hospital  where  emergency  pro 
cedures  were  initiated  by  the  emergency  room 
staff,  when  appropriate.  In  the  emergency  room, 
ipecac  was  given  to  induce  vomiting  if  the  patient 
was  awake  and  alert,  or  gastric  lavage  was  per- 
formed if  the  time  since  ingestion  was  under  four 


TABLE  I.  Drug  ingested  and  outcome  in  275 
single-drug  overdoses 


Drug 

Times 

Ingested 

Alone 

Present  Mor- 
in Fatal  tality 
Cases  (Per  Cent) 

Barbiturates 

94 

0 

0 

Over-the-counter  drugs, 

43 

0 

0 

Sominex,  aspirin 

Alcohol,  whiskey,  beer; 

40 

0 

0 

despite  history  of  drug 
ingestion,  only  alcohol 
confirmed 

Glutethimide 

23 

2 

8.7 

Miscellaneous  medications 

20 

0 

0 

digitalis,  sodium 
diphenylhydantoin 

Minor  tranquilizers 

19 

0 

0 

Phenothiazines 

16 

0 

0 

Methyprylon 

7 

0 

0 

Poisons  (Pine  Sol, 

7 

0 

0 

lighter  fluid) 

Hallucinogens 

6 

0 

0 

Totals 

275 

2 

hours.  In  the  case  of  a comatose  patient,  an  air- 
way, intravenous  catheter,  and  Foley  catheter  were 
placed  before  transfer  to  the  intensive  care  unit. 
Standard  analytical  laboratory  techniques,  as  well 
as  gas  chromatographic  studies  on  serum,  were 
done  to  screen  for  barbiturates,  alcohol,  glutethi- 
mide,  methyprylon,  chloral  hydrate,  meproba- 
mate, and  diazepam-like  substances16;  the  urine 
was  tested  for  phenothiazines.  When  suggested 
by  history,  other  drugs  and  poisons  were  specifi- 
cally tested  for.  Medical  and  anesthesia  services 
shared  clinical  care  of  critically  ill  patients.  The 
dialysis  team  was  available  for  peritoneal  dialysis 
or  hemodialysis  when  clinically  indicated. 

Results 

In  275  overdoses,  the  use  of  a single  drug  was 
found.  The  frequency  of  use  of  different  agents  is 
shown  in  Table  I.  Barbiturates  led  the  list  with  94 
ingestions,  followed  by  nonprescription  drugs  such 
as  sleeping  aids  (Sominex),  aspirin,  43,  and  alco- 
hol, 40.  No  identifiable  additional  drug  other 
than  alcohol  was  detected  on  toxicologic  screening 
of  these  40  patients,  despite  their  history  of  pill- 
taking while  drinking  alcohol;  glutethimide  was 
the  next  drug  most  commonly  ingested  by  23  pa- 
tients. Miscellaneous  prescription  drugs,  such  as 
digitalis  and  sodium  diphenylhydantoin  (Dilan- 
tin), were  next,  ingested  20  times,  then  minor  tran- 
quilizers 19  times,  phenothiazines  16,  methyprylon 
(Noludar)  7,  poisons  such  as  a disinfectant  (Pine 
Sol)  or  lighter  fluid  7,  and  hallucinogens  6 times. 
Two  deaths  occurred  among  the  single-drug  inges- 
tions; glutethimide  was  present  in  both  cases. 

More  than  1 drug  was  identified  in  110  inges- 
tions; 107  had  two  identifiable  drugs,  and  only  3 
patients  ingested  more  than  2 identifiable  sub- 
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TABLE  II.  Drug  ingested  and  outcome  in  110 


mixed  overdoses 

Ingested  Present 

Mor- 

with 

in  3 

tahty 

Another 

Fatal 

Rate 

Drug 

Substance 

Cases  (per  cent) 

Alcohol 

73 

3 

4.1 

Barbiturates 

51 

1 

1.9 

Minor  tranquillizers 

34 

0 

0 

Over-the-counter  drugs 

15 

0 

0 

Glutethimide 

13 

3 

23 

Methyprylon 

13 

0 

0 

Phenothiazines 

10 

1 

10.0 

Miscellaneous  medications 

12 

0 

0 

Poison 

1 

0 

0 

Hallucinogen 

1 

0 

0 

TOTALS 

223* 

* Most  mixed  overdoses  identified  2 substances  only. 


stances.  Alcohol  was  involved  in  almost  two 
thirds,  73-,  of  the  cases,  followed  by  barbiturates, 
51,  minor  tranquillizers,  34,  and  nonprescription 
drugs,  15  (Table  II).  Methyprylon  in  13  cases, 
phenothiazines  in  10,  and  miscellaneous  medica- 
tions in  12  were  followed  by  single  cases  of  poisons 
and  hallucinogens. 

Three  deaths  occurred.  Glutethimide  ingested 
in  13  mixed-drug  overdose  cases,  12  per  cent,  was 
present  in  the  3 deaths,  23  per  cent.  In  1 case, 
glutethimide  and  alcohol  were  present.  In  the 
second,  glutethimide,  alcohol,  and  a phenothiazine 
were  present.  In  the  third  case,  the  barbiturate 
level  was  in  the  lethal  range  with  low  levels  of  glu- 
tethimide and  alcohol.  Complications  unrelated 
to  glutethimide  were  present  in  all  3;  however,  the 
presence  of  glutethimide  in  the  3 patients  must  be 
noted. 

Table  III  presents  the  frequencies  with  which 
various  drugs  were  used,  either  alone  or  in  combi- 
nation, in  the  385  patients  studied,  and  gives  the 
mortality  rates  associated  with  each  drug.  Barbi- 
turates, alcohol,  over-the-counter  drugs,  and 
minor  tranquilizers  were,  in  that  order,  ingested 
with  greatest  frequency.  The  total  number  of  sep- 
arate drugs,  taken  either  alone  or  with  another 
drug,  ingested  in  the  385  patients  was  498.  Glu- 
tethimide was  ingested  36  times,  alone  or  in  com- 
bination, representing  7.2  per  cent  of  the  total  498 
drugs  ingested,  and  it  was  present  in  385  or  9.6  per 
cent  of  the  total  suicide  attempts. 

Barbiturates  and  phenothiazines  were  each  in- 
gested in  1 of  the  5 deaths,  resulting  in  a mortality 
rate  of  0.69  per  cent  and  3.8  per  cent,  respectively, 
in  the  series.  Alcohol  had  been  ingested  in  3 
deaths  2.7  per  cent,  and  glutethimide  in  all  5 
deaths,  13.8  per  cent. 

A summary  of  ingestions  of  glutethimide,  de- 
scribed further  in  the  case  histories,  revealed  that 
Case  1 had  experienced  an  unknown  period  after 
ingestion  of  16  Gm.  of  glutethimide,  a potentially 
lethal  amount,  and  may  have  represented  a pro- 


TABLE III.  Drugs,  single  and  mixed,  ingested  in  385 
suicide  attempts 


Drug 

Total 

Alone 

Com- 

bina- 

tion 

Pres- 
ent 
in  5 
Deaths 

Mor- 

tality 

Rates 

(per 

cent) 

Barbiturate 

145 

94 

51 

1 

0.69 

Alcohol 

113 

40 

73 

3 

2.7 

Over-the-counter 

58 

43 

15 

0 

0 

drugs 

Minor 

53 

19 

34 

0 

0 

tranquilizers 

Glutethimide 

36 

23 

13 

5 

13.88 

Miscellaneous 

32 

20 

12 

0 

0 

medications 

Phenothiazines 

26 

16 

10 

1 

3.8 

All  others 

35 

20 

15 

0 

0 

Totals 

498 

275 

223 

longed  period  of  drug  intoxication  with  resulting 
cerebral  hypoxia  and  pneumonia  when  brought  to 
the  hospital.  He  did,  however,  respond  on  the 
third  day,  then  suddenly  became  apneic  and  died. 
Case  2,  who  was  known  to  take  glutethimide 
chronically,  recovered  quickly  from  ingestion  of  20 
Gm.,  and  three  days  later,  after  transfer  to  a psy- 
chiatric floor,  suffered  a grand  mal  seizure  as- 
sumed to  be  due  to  withdrawal;  she  aspirated,  and 
then  died  after  several  weeks.  Case  3 was  a pa- 
tient who,  on  admission,  had  a level  of  glutethi- 
mide of  4.7  mg.  per  100  ml.  and  60  mg.  per  100  ml. 
of  alcohol.  She  was  hemodialyzed  and  developed 
retroperitoneal  bleeding  related  to  the  surgical 
procedure.  She  improved,  but  later  developed 
pneumonia,  grand  mal  seizures,  cardiac  arrest,  and 
expired.  Case  4 is  considered  a barbiturate  death, 
with  glutethimide  with  alcohol  present  as  contrib- 
utory factors. 

Case  5 was  a patient  with  an  overdose  of  glu- 
tethimide and  alcohol  during  which  it  was  as- 
sumed that  the  patient  experienced  a brain-stem 
hemorrhage  leading  to  death. 

Although  there  are  other  contributory  factors  in 
all  cases,  it  is  of  considerable  interest  that  the  5 
deaths  in  the  series  occurred  in  those  who  had  in- 
gested glutethimide.  Seizures  were  present  in  3 
patients,  and  status  epilepticus  was  resistant  to  or- 
dinary anticonvulsant  medication  and  contributed 
to  the  fatal  outcome  in  all  3.  Although  cerebral 
hypoxia  could  be  an  additional  cause  of  seizures  in 
2 cases,  the  death  of  Case  2 patient  was  followed 
by  a withdrawal  seizure  with  aspiration  and  as- 
phyxia. 

Table  IV  presents  characteristics  of  the  inges- 
tion, blood  and  urine  findings,  and  clinical  compli- 
cations in  the  5 fatal  cases;  autopsies  were  per- 
formed on  3 of  the  5 patients.  The  clinical  and 
autopsy  findings  for  these  5 patients  are  summa- 
rized in  Table  V. 

Following  are  case  summaries  of  the  5 patients 
who  died. 
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TABLE  IV.  Clinical  data  on  fatal  cases 


Cases 

Reported 

Amounts 

Ingested 

Admission  Blood  Levels 

(mg.  per  100  ml.) 

Coma 

Seizures 

Apnea 

1 

16  Gm. 

Glutethimide 

1.6 

X* 

X* 

X* 

2 

20  Gm. 

Glutethimide 

0.7 

X* 

X* 

3 

Glutethimide,  alcohol 

4.7,  60 

X* 

X* 

4 

Glutethimide,  pheno- 
barbital, pento- 
barbital, alcohol 

0.3,  10.3,  1.3, 
trace 

X* 

5 

Glutethimide,  alcohol, 
urine  phenothiazine 

0.7,  107.0, 
positive  find- 
ings 

X* 

*Existent. 


Case  reports 

Case  1.  A twenty-four-year-old  stone  mason,  sepa- 
rated from  his  wife,  was  found  deeply  comatose  with  an 
empty  bottle  of  glutethimide,  which  had  contained  32 
tablets,  16  Gm.,  lying  beside  him.  He  had  not  been  seen 
for  forty-eight  hours  when  found  in  his  apartment.  On 
admission,  he  was  unresponsive  and  hypotensive;  an 
electroencephalogram  revealed  a slow  diffuse  pattern. 
Pupils  were  dilated  and  fixed;  reflexes  were  active;  chest 
x-ray  films  showed  fine  infiltrates  in  both  lung  fields; 
serum  glutethimide  was  1.6  mg.  per  100  ml.;  and  no 
other  drug  appeared  on  the  toxicologic  screen.  Repeat- 
ed seizures  developed  on  the  second  day  with  only  tem- 
porary response  to  diazepam,  10  mg.  intravenously,  and 
diphenylhydantoin.  Renal  failure  and  congestive  cardi- 
ac failure  developed;  a tracheostomy  was  performed  for 
respiratory  difficulty.  The  patient  began  to  respond  to 
his  name  and  blink  his  eyes  on  the  third  day,  then  sud- 
denly became  apneic  and  died.  Autopsy  findings  are 
listed  in  Table  V. 

Case  2.  A forty-six-year-old  woman  had  made  sev- 
eral previous  suicide  attempts.  She  was  brought  to  the 
emergency  room  three  and  one-half  hours  after  report- 
edly taking  40  glutethimide  tablets,  20  Gm.,  in  a suicide 
attempt.  She  had  had  a prescription  for  glutethimide 
for  several  months  and  was  known  to  take  it  regularly, 
although  her  daily  dosage  was  not  known.  She  was  re- 
sponsive on  admission,  and  lavage  recovered  no  pills. 
Serum  level  of  glutethimide  was  0.7  mg.  per  100  ml;  no 
other  drugs  were  detected  in  the  blood  or  urine.  After 
twenty-four  hours,  she  was  transferred  from  the  inten- 
sive care  unit  to  the  medical-psychiatric  ward.  On  the 
third  day,  when  apparently  fully  recovered,  she  sudden- 
ly developed  a grand  mal  seizure  and  inhaled  food  and 
vomitus,  resulting  in  asphyxia  and  cardiac  arrest.  She 
was  resuscitated,  but  developed  status  epilepticus;  this 
continued  intermittently  for  fifteen  days,  followed  by  a 
decorticate  state  with  deep  coma  until  her  death  five 
months  later  from  infection  and  renal  failure.  Clinical 
findings  are  summarized  in  Table  V.  No  autopsy  was 
performed. 

Case  3.  A fifty-one-year-old  woman  was  admitted 
eight  hours  after  ingesting  an  unknown  amount  of  glu- 
tethimide. Gastric  lavage  was  done  at  another  hospital 
where  serum  glutethimide  was  noted  to  be  4.7  mg.  per 
100  ml.  and  alcohol  60  mg.  per  100  ml.  On  arrival  at 
this  hospital,  she  was  comatose  and  hypotensive,  with 
diminished  bowel  sounds  and  diffuse  moist  rales  in  the 


chest.  Hemodialysis  was  instituted  three  hours  after 
admission  due  to  ineffective  response  to  other  support- 
ive measures.  Bleeding  occurred  in  the  retroperitoneal 
space  related  to  the  femoral  cut-down  site.  Five  units 
of  blood  were  replaced  and  peritoneal  dialysis  was  then 
instituted.  Serum  glutethimide  level  diminished  to  1.1 
mg.  per  100  ml.,  and  the  patient  began  to  respond  to 
commands.  Aspiration  pneumonia  developed,  however, 
and  a tracheostomy  was  required  to  relieve  respiratory 
distress.  Five  cardiac  arrests  and  two  grand  mal  sei- 
zures occurred  prior  to  the  tenth  day  when  she  died. 
Autopsy  findings  are  listed  in  Table  V. 

Case  4.  A fifty-eight-year-old  woman,  who  had  made 
many  prior  suicide  attempts,  was  brought  to  the  emer- 
gency room  in  a comatose  state.  She  was  known  to  have 
prescriptions  for  phenobarbital,  glutethimide,  secobar- 
bital, and  digitalis.  Her  toxicologic  screen  findings  re- 
vealed phenobarbital  1.3  mg.  per  100  ml.,  glutethimide 
0.3  mg.  per  100  ml.,  and  a trace  of  alcohol.  Peritoneal 
dialysis  was  instituted.  Bradycardia  and  ventricular  ir- 
ritability developed  and  were  treated  with  lidocaine 
(Xylocaine)  and  a heating  blanket.  She  began  to  awak- 
en on  the  third  day,  but  developed  bilateral  broncho- 
pneumonia and  a fall  in  hematocrit  from  43  to  30  with- 
out evident  bleeding.  Her  condition  deteriorated  until 
cardiac  arrest  occurred  on  the  twenty-first  day.  Autop- 
sy findings  revealed  rheumatic  mitral  stenosis  and  gen- 
eralized arteriosclerosis,  in  addition  to  bronchopneumo- 
nia, gastric  erosions,  and  edema  of  the  kidneys,  spleen, 
and  tissues.  Clinical  and  autopsy  findings  are  listed  in 
Table  V. 

Case  5.  A fifty-seven-year-old  woman  was  found  co- 
matose at  home  by  her  husband,  approximately  two  and 
one-half  hours  after  ingesting  unknown  medications. 
She  had  prescriptions  for  thioridazine  hydrochloride,  di- 
azepam, nortriptyline  hydrochloride,  and  glutethimide. 
On  admission,  she  was  comatose  and  unresponsive  to 
deep  pain.  Gastric  lavage  was  performed.  Toxicologic 
findings  revealed  0.7  mg.  per  100  ml.  glutethimide  and 
107  mg.  per  100  ml.  alcohol.  The  urine  findings  were 
positive  for  phenothiazine.  Thirty-six  hours  later  she 
developed  hyperpyrexia  and  asymmetric  deep-tendon 
reflexes.  No  response  to  painful  stimuli  could  be  elic- 
ited, and  the  pupils  became  fixed,  reacting  only  slightly 
to  light.  The  presumptive  diagnosis  was  hypothalamic 
and  brain-stem  hemorrhage*  following  drug  overdose. 
Clinical  findings  are  summarized  in  Table  V.  No  au- 
topsy was  performed. 
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TABLE  V.  Clinical  and  autopsy  findings  in 
fatal  overdoses 


Clinical  Diagnosis 

Autopsy  Findings 

Case  I 

1.  Glutethimide  over- 

1.  Cerebral  edema 

dose 

2.  Shock 

2.  Acute  bronchopneu- 
monia 

3.  Grand  mal  seizures 

3.  Cor  pulmonale,  slight 

4.  Acute  tubular 

4.  Congestion  of  inter- 

necrosis 

nal  organs 

5.  Bilateral  broncho- 

5.  Aspiration  of  gastric 

pneumonia 

contents 

Case  2* 

1.  Glutethimide  over- 

dose 

2.  Status  epilepticus 

with  coma 

3.  Bronchopneumonia 

4.  Renal  failure 

Case  3 

1.  Glutethimide  over- 

1.  Cerebral  edema 

dose  with  moderate 
alcohol  intoxication 

2.  Cardiac  arrest 

2.  Massive  retroperi- 
toneal hematoma 

3.  Bilateral  aspiration 

3.  Congestion  of  spleen 

pneumonia 

and  kidneys 

4.  Pneumothorax  with 

4.  Lobar  pneumonia 

bronchopleural 

fistula 

5.  Retroperitoneal  hema- 

5.  Scattered  hemorrha- 

toma  secondary  to 

ages  of  adrenal 

hemodialysis 

glands 

6.  Terminal  renal  failure 

6.  No  pneumothorax 

Case  4 

1.  Barbiturate,  glutethi- 

1.  Severe  confluent 

mide  overdose  with 

bronchopneumonia 

trace  of  alcohol 

2.  Bronchopneumonia 

2.  Multiple  bleeding 
erosions  of  the 
stomach 

3.  Cardiac  arrest 

3.  Rheumatic  mitral 
stenosis 

4.  Generalized  edema 
of  the  tissues 

5.  Congestion  of  spleen 
and  kidneys 

6.  Moderate  generalized 
atherosclerosis 

Case  5* 

1.  Glutethimide,  alcohol, 

and  phenothiazine 
overdose 

2.  Possible  hemorrhage 

in  brain  stem  and 
hypothalamus 

3.  Possible  pulmonary 

embolus 

4.  Possible  myocardial 

infarction 

* Autopsy  not  done. 


Comment 

This  report  confirms  that  of  Shapiro  and 
Smith17  that  barbiturates  are  taken  most  fre- 
quently by  patients  in  drug  overdoses.  Barbitu- 
rate, however,  was  present  in  only  1 fatal  case,  a 
mortality  rate  of  0.69  per  cent,  in  which  phenobar- 


bital  and  pentobarbital  levels  were  in  the  lethal 
range,  and  glutethimide  and  alcohol  were  both 
present  in  small  amounts.  Alcohol,  in  turn,  was 
the  second  most  commonly  used  drug,  a finding 
that  confirms  the  report  of  Murphy  and  Robins18 
of  the  association  between  alcohol  consumption 
and  increased  suicidal  risk.  The  presence  of  alco- 
hol in  the  3 mixed-drug  overdoses  of  the  5 fatal 
cases  in  the  current  series,  a 2.7  per  cent  mortality 
rate,  again  attest  to  the  importance  of  its  psycho- 
pharmacologic  role  in  suicide  attempt,  as  well  as 
its  potentiating  effect  of  other  sedative  drugs,  par- 
ticularly glutethimide. 

Over-the-counter  preparations,  such  as  aspirin, 
analgesics  (Bufferin),  and  methapyrilene  (Nytol), 
were  third  in  frequency  of  use  and  had  no  deaths 
associated  with  them.  The  categories  of  minor 
tranquilizers,  miscellaneous  products,  such  as  dis- 
infectants and  lighter  fluids,  and  hallucinogens, 
such  as  lysergic  acid  (LSD),  were  also  not  associ- 
ated with  fatality.  Phenothiazines,  present  in  26 
attempts,  were  associated  with  one  mixed-over- 
dose death,  a 3.8  per  cent  mortality  rate,  in  which 
glutethimide  and  alcohol  were  also  present. 

It  is  of  considerable  interest  that  glutethimide, 
ingested  36  times  in  the  385  attempts,  was  present 
in  all  5 deaths  in  the  series.  Uncontrolled  bias  ap- 
pears to  be  excluded  as  an  explanation  since  con- 
secutive admissions  during  a finite  time  span  were 
surveyed,  and  rules  for  exclusion  from  the  study 
were  not  ambiguous  and  were  consistently  applied. 
Although  limited  by  the  analytic  techniques  for 
screening  of  only  certain  groups  of  drugs,  the  same 
laboratory  procedures  were  applied  to  all  cases. 
The  problem  of  drugs  that  might  have  been 
present  but  not  identified  cannot  be  underestimat- 
ed, but  the  same  problem  existed  in  all  cases. 
Until  better,  rapid,  and  more  complete  screening 
procedures  are  developed,  undetected  drugs  re- 
main a hidden  variable  in  overdose  research. 

Several  contributory  factors  must  be  considered 
in  the  5 deaths.  One  important  factor  is  the  time 
lapse  from  ingestion  to  hospitalization.  This  fac- 
tor may  have  contributed  strongly  to  the  fatal  out- 
come in  Case  1.  Case  3 may  have  had  a fatal 
course  due  in  part  to  complications  of  her  surgical 
cutdown  with  bleeding.  Chazan  and  Garella19 
have  recently  shown  that  glutethimide  ingestions 
do  as  well  or  better  with  conservative  management 
than  with  hemodialysis.  Cases  4 and  5 had  other 
factors  of  importance  in  determining  fatal  out- 
come. Case  4 had  taken  a lethal  amount  of  a bar- 
biturate, with  small  amounts  of  alcohol  and  glu- 
tethimide, all  this,  in  a fifty-eight-year-old  woman 
with  stenotic  heart  disease.  Case  5 had  experi- 
enced an  overdose  and,  while  comatose,  developed 
a brain-stem  hemorrhage.  The  contributory  role 
of  the  drug  ingestion  in  the  last  2 cases  must  be 
strongly  considered. 

All  3 patients  who  developed  seizures  with  sta- 
tus epilepticus  were  resistant  to  usual  anticonvul- 
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sant  medications.  Seizures  on  withdrawal  from 
low  levels  of  glutethimide10  in  the  range  of  1 to  3 
Gm.,  2 to  6 tablets  per  day,  are  reported.15  Cere- 
bral hypoxia  cannot  be  ruled  out  as  a cause  for  sta- 
tus epilepticus  in  the  overdose  patients.  It  is  of 
interest  that  while  Case  4 had  a lethal  bar- 
biturate level,  3 other  patients  in  the  present  series 
who  ingested  barbiturates  alone  survived  higher 
levels.  Presence  of  a trace  of  alcohol  and  a low 
level  of  glutethimide  may  have  been  contributory 
factors. 

Only  Case  3 had  a serum  glutethimide  level  on 
admission  in  the  putative  plasma  level  range  of 
over  3 to  4 mg.  per  100  ml.  for  possible  complica- 
tion and  death.2’3  Glutethimide,  however,  is 
known  to  reach  a peak  blood  level  soon  after  inges- 
tion, and  levels  obtained  in  the  hospital  do  not  al- 
ways reflect  actual  peak  blood  levels  that  may 
have  been  present  earlier.  The  ingestion  of  10.5  to 
12  Gm.  of  glutethimide  appears  to  be  potentially 
lethal  within  a short  period  of  time,  so  that  gastric 
lavage  may  not  be  effective  several  hours  later. 
Lavage  within  four  hours  after  ingestion  of  30  Gm. 
of  glutethimide  in  Case  2 failed  to  recover  the  drug 
despite  slowed  gastrointestinal  motility. 

An  additional  difficulty  with  glutethimide  is  the 
lack  of  predictability  of  the  clinical  course  in  rela- 
tion to  levels  of  drug  in  blood.  In  a study  of  31 
cases  of  acute  glutethimide  poisoning,  Wright  and 
Roscoe2  noted  that  it  was  not  possible  to  predict 
the  onset  of  complications  or  death  from  a knowl- 
edge of  the  plasma  glutethimide  levels.  This  ex- 
perience is  further  supported  by  the  present  study. 
Markello,20  in  studying  70  overdoses  admitted  to 
an  intensive  care  unit,  found  40  per  cent  of  those 
ingesting  glutethimide  had  medical  complications 
as  opposed  to  21  per  cent  who  had  ingested  other 
hypnotic  drugs. 

Acute  glutethimide  intoxication2-8  and  the  ad- 
dictive potential  of  glutethimide  have  been  noted 
repeatedly.1015 

Management  of  glutethimide  intoxication  is  now 
considered  to  be  best  handled  with  conservative 
management  by  support  of  vital  functions19  in 
contrast  with  earlier  recommended  use  of  hemodi- 
alysis and  lipid  dialysis.5’7’8  Case  4 in  our  series  of 
5 deaths  might  have  survived  with  conservative 
management  and  no  attempt  at  hemo-  or  perito- 
neal dialysis.  (This  case  was  treated  in  1969  when 
hemodialysis  was  regarded  as  the  treatment  of 
choice  in  severe  intoxication.  The  medical  staff 
currently  treats  glutethimide  intoxication  by  sup- 
portive care).  Supportive  medical  care  without 
dialysis  can  be  life-saving,  as  it  was  in  several  of 
our  patients  with  severe  glutethimide  intoxication 
who  did  not  succumb.  Careful  monitoring  of  vital 
signs  and  clinical  state  is  basic  to  the  hospital  rou- 
tine, since  early  recognition  of  complications  of 
glutethimide  poisoning  may  allow  for  more  effec- 
tive management. 

Over  150  articles  reporting  the  high  addictive 


potential  of  glutethimide  or  its  low  margin  of  safe- 
ty in  suicide  attempts  have  now  been  published.21 
Taintor  and  D’Amanda22  recently  have  noted  that 
glutethimide  was  the  most  common,  27  per  cent, 
prescription  drug  first  abused  by  280  heroin  ad- 
dicts. They  recommend  a voluntary  prescribing 
ban  on  glutethimide.22 

The  present  series  of  385  suicide  attempts,  with 
a total  mortality  rate  of  1.3  per  cent,  revealed  that 
glutethimide,  present  in  9 per  cent  of  attempts, 
was  present  in  the  5 deaths  that  occurred.  Effica- 
cy of  drugs  must  be  evaluated  not  only  in  terms  of 
therapeutic  effect  but  also  in  terms  of  lethality 
index.  Glutethimide,  with  a higher  morbidity  and 
mortality  rate  in  overdose,  is  nevertheless  often 
prescribed  for  patients  who,  in  addition  to  insom- 
nia, have  psychiatric  difficulties  including  depres- 
sion and  are  already  at  a disproportionate  risk  of 
suicide.  In  the  present  series,  3 of  the  5 patients 
with  fatal  outcome  had  made  previous  suicide  at- 
tempts. In  all  5 cases,  a review  of  prescriptions  re- 
vealed that  glutethimide  had  been  prescribed  by  a 
physician  in  amounts  large  enough  to  prove  fatal 
in  a single  overdose.  We  believe  it  should  never 
be  prescribed  for  use  by  suicidal  or  potentially  sui- 
cidal patients,  and  never  in  an  amount  large 
enough  to  be  fatal  in  1 dose.  Glutethimide  is  also 
known  to  be  highly  addictive  at  low  therapeutic 
levels  and  is  therefore  inappropriate  for  known  or 
suspected  drug  abusers  and  alcoholic  persons. 

Safer  sedative  hypnotic  drugs  exist,  which  have 
at  least  equivalent  potency  and  duration  of  action, 
and  which  also  have  outstanding  safety  margins  as 
hypnotic  drugs.  The  prescription  of  glutethimide 
entails  risk  by  the  low  safety  margin  in  overdose. 
While  therapeutically  effective,  glutethimide  can- 
not be  recommended  as  a hypnotic  drug  of  choice 
for  routine  clinical  use.  Repeated  admonitions  in 
the  literature  about  the  safety  of  the  use  of  this 
sedative-hypnotic  drug,  appearing  over  several 
years,  should  be  heeded.2’9’22-26 
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Measuring  cause  and  effect 

Cause:  High  levels  of  anxiety 

Effect:  Exacerbation  of  irritable  bowel  syndrome 


When  barium  fills  the  whole  colon,  there 
is  also  a reflux  through  the  ileum  so  that 
ileum  is  superimposed  on  colonic  shadows. 
The  tube-type  descending  colon  revealed 
is  normally  associated  with  the  diarrheal 
phase  of  the  irritable  bowel  syndrome. 


Case  History:*  27-year-old  female 

Before  treatment 

Chief  Complaint:  Abdominal  pain  and  diarrhea. 

Present  Illness:  Intermittent,  left-sided,  lower  abdominal 
pain  for  over  a year;  pain,  unassociated  with  men- 
strual periods  or  eating,  lasted  several  hours.  Abdomi- 
nal symptoms  occurred  in  attacks  lasting  1-2  days 
with  remissions  of  3-4  days.  Diarrhea  accompanied 
attacks.  No  weight  loss,  nausea  or  vomiting. 

Personal  History:  Married,  2 children.  Somewhat  rest- 
less, tense  and  anxious. 

Physical  Examination:  8/16/73.  System  review  within 
normal  limits.  Weight  95  lbs.  Petite,  pleasant,  coop- 
erative patient  with  no  obvious  signs  of  illness. 

Abdomen:  Spastic,  tender  sigmoid  colon.  Otherwise 
normal. 

Rectal:  Normal  mucosa  and  stool.  No  rectal  bleeding  or 
excess  mucus  or  fat  in  stools. 

Sigmoidoscopy:  Normal  sigmoid  mucosa. 

Laboratory  tests:  Within  normal  range.  No  occult 
blood  in  3 successive  stool  examinations. 

Impression:  Irritable  bowel  syndrome.  X-rays  7/25/73 
showed  tube-type  descending  colon.  Librax,  one 
capsule  q.i.d.,  prescribed  as  adjunctive  therapy  on 
8/23/73.  Symptoms  of  anxiety  evaluated  with 
Hamilton  Anxiety  Scale  on  same  date. 

*Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J.  07110. 

Although  this  is  an  actual  case  history,  not  all  cases  of  irritable  bowel 

syndrome  can  be  expected  to  respond  this  rapidly  to  therapy. 
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Undue  anxiety— often  a forerunner 
of  irritable  bowel  syndrome 

Irritable  colon  is  a disorder  commonly  seen  in  the 
average  physician’s  daily  practice.  Expressed  as  diar- 
rhea and/or  constipation,  the  disorder  affects  mainly 
the  colon’s  tonicity.  Usually  spasms  are  produced, 
mediated  through  the  autonomic  nervous  system. 
Such  abnormal  activity  can  easily  derive  from  emo- 
tional  stress,  which  causes  parasympathetic  stimula- 
ion  Hence  the  direct  relationship  between  anxiety 
and  irritable  bowel  syndrome.  Reducing  anxiety,  one 


of  the  causative  factors,  can  be  expected  to  counter 
the  effect,  exacerbation  of  irritable  bowel  syndrome. 

Librax  is  the  logical  adjunct  in 
treating  irritable  bowel  syndrome 

□ Dual  action  of  Librax  helps  relieve  both  anxiety 
and  somatic  symptoms. 

□ Librax  alone  provides  both  the  antianxiety  action 
of  Librium®  (chlordiazepoxide  HC1)  and  the  anti- 
secretory-antispasmodic  action  of  Quarzan™  (clidi- 
nium  Br). 
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Relief  of  symptoms 
linked  to  relief  of  anxiety 


Hamilton  Anxiety  Scale 

Parameters 

After 

Evaluation 

Anxious  Mood 

2 

3 

4 

Tension 

*► 

2 

3 

4 

Fears 

0 

FT 

2 

3 

4 

Intellectual 

0 

l 

2 

3 

4 

Depressed  Mood 

0 

l 

2 

3 

4 

Insomnia 

0 

l 

2 

3 

4 

Somatic  (muscular) 

0 

2 

3 

4 

Somatic  (sensory’) 

0 

► 

2 

3 

4 

Cardiovascular  Symptoms 

0 

FT 

2 

3 

4 

Respiratorv  Symptoms 

0 

d 

2 

3 

4 

G.I.  Symptoms 

2 

3 

4 

G.U.  Symptoms 

°fi 

2 

3 

4 

Autonomic  Svmptoms 

°> 

2 

3 

4 

Behavior  at  Interview 

2 

3 

4 

Patient's  first  evaluation  was  made 
8/23/73  prior  to  treatment.  The  second 
evaluation,  made  10/4/73,  shows 
concurrent  drop  in  anxietv  and 
somatized  symptoms. 

Posttreatment 

Total  Score  4 

Anxiety  1 

Somatized  Anxietv  3 

After  treatment 

Abdominal  pain  and  discomfort  less  troublesome  al- 
though still  some  frequency  and  looseness  of  the  bowels. 
Patient  felt  significantly  better  and  less  anxious.  Bowel 
movements  returned  to  regular  pattern  when  therapy 
discontinued  on  10/4/73. 

10/4/73:  Second  Hamilton  Anxiety  Scale  completed. 
Follow-up  (2  months  later):  Patient  off  all  therapy,  nor- 
mal bowel  function,  no  abdominal  pain,  no  significant 
anxiety  feelings  or  undue  tension  or  nervousness. 


Charted  at  left,  the  Hamilton  Anxiety  Scale  ratings 
show  how  somatized  anxiety  symptoms— especially 
gastrointestinal,  the  complaint  rated  highest— dimin- 
ished along  with  anxiety  symptoms.  The  first  six 
parameters  plus  “behavior  at  interview”  measure  anx- 
iety and  the  remaining  seven,  somatized  anxiety. 
Between  the  first  and  second  evaluations,  the  sum  of 
the  anxiety  and  the  sum  of  the  somatized  symptoms 
each  decreased  by  4 points  on  the  rating  scale. 


□ Both  components  are  conveniently  contained  in  a 
single  capsule. 

□ Dosage  is  adjustable  within  the  range  of  1 or  2 
capsules  3 or  4 times  daily;  up  to  8 capsules  daily  in 
divided  doses. 

□ One  capsule  before  each  meal  and  two  at  bedtime 
usually  prescribed. 


Please  see  summary  of  product  information 
on  following  page. 


Dual-action 
adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 

for  the  anxiety- related  symptoms 
of  irritable  bowel  syndrome 


Dual- action 
adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Initial  Rx 

The  initial  prescription  permits  evaluation 
of  patient  response  to  therapy. 


Follow-up 


Follow-up  therapy  with  a prescription  for 
2 to  3 weeks’  medication  usually  helps 
maintain  patient  gains. 


for  the  anxiety-related  symptoms  of  irritable  bowel  syndrome  • 
duodenal  ulcer  • upper  functional  gastrointestinal  disorders 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or 
functional  gastrointestinal  disorders;  and  as  adjunctive  therapy 
in  the  management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable 
bowel  syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride)  to  known  addic- 
tion-prone individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in  pregnancy,  lacta- 
tion, or  in  women  of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depres- 


sion; suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established  clinically. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported  with  Librax  are 
typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan™  )— bottles  of  100  and  500;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Radiographic 
Manifestations  of 


The  radiographic  signs  of  the  most  common  terato- 
mas have  been  reviewed.  These  signs  depend  on 
the  presence  of  radiographically  identifiable  tumor 
elements:  teeth,  well-formed  bones,  fat,  calcifica- 
tions, air  in  the  case  of  mediastinal  dermoid  cysts 
with  bronchial  communication,  and  occasionally 
the  wall  of  an  ovarian  dermoid,  or  halo  sign. 
Other  radiographic  manifestations  of  teratoma  de- 
pend on  the  location  of  the  tumor  and  its  effect  on 
adjacent  organs. 


Teratoma 


ENRIQUE  PANTOJA,  M.D.a 

Albany,  New  York 
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No  other  tumor  known  to  man  can  be  so  accu- 
rately identified  radiographically  and  so  often  as  is 
the  teratoma.  This  is  so  regardless  of  where  the 
lesion  is  located,  and  teratomas  have  been  re- 
ported in  virtually  every  part  of  the  body  except 
the  extremities.  In  this  report  we  hope  to  illus- 
trate the  value  of  radiography  in  sorting  out  these 
lesions  from  all  others  that  may  simulate  them 
clinically. 

Although  some  radiographic  features  may  be 
shared  by  teratomas  anywhere,  the  expression  of 
these  features  is  usually  determined  by  the  loca- 
tion of  the  tumor.  Therefore,  in  the  discussion 
that  follows  we  will  consider  these  tumors  sepa- 
rately according  to  their  location.  The  four  most 
common  sites,  in  order  of  frequency,  are  the  ovary, 
sacrococcygeal  region,  mediastinum,  and  retroper- 
itoneum. 

Types  of  teratoma 

Ovarian  teratoma.  It  has  been  three  quarters 
of  a century  since  the  publication  of  the  first  work 
dealing  with  radiography  of  ovarian  teratoma  by 
Wilms1  and  sixty-five  years  since  the  first  roent- 
genographic  diagnosis.2  Refinements  in  diag- 
nostic techniques  have  since  indicated  this  diagno- 
sis in  73  per  cent  of  the  cases.3 

The  present  radiographic  study  was  conducted 
in  conjunction  with  a clinical  analysis  of  222  pa- 
tients with  ovarian  dermoids4  and  12  patients  with 


solid  ovarian  teratomas  reported  elsewhere.5  In 
88  of  these  cases  radiographs  of  adequate  quality 
were  available,  and  these  were  studied  retrospec- 
tively. In  46  cases,  52  per  cent,  this  radiographic 
analysis  allowed  a presumptive  diagnosis  of  ovari- 
an teratoma;  in  approximately  one  half  of  these 
the  diagnosis  could  have  been  made  with  certainty 
based  on  strictly  roentgenographic  criteria. 

Both  the  benign  dermoid  cyst  and  the  generally 
malignant  solid  ovarian  teratoma  grow  to  consid- 
erable size,  and  the  presence  of  a pelvic  or  abdomi- 
nal mass  is  the  most  common  radiographic  sign,  al- 
though a rather  nonspecific  one.  Because  of  the 
fatty  contents  a large  dermoid  will  cast  a relatively 
radiolucent  image  which  may  allow  positive  identi- 
fication, but  in  the  smaller  tumors  and  in  the  pre- 
dominantly solid  ones  this  sign  may  be  vague  and 
inconclusive.  A subtle  but  more  reliable  criterion 
is  the  so-called  halo  sign.  The  halo  represents  the 
wall  of  the  cyst  outlined  by  the  greasy  contents  in- 
side and  the  normal  fatty  tissues  around  it  (Fig.  1). 

In  1 of  our  cases  the  contents  of  the  dermoid 
were  aggregated  into  thousands  of  solid  pill-like 
concretions  (Fig.  2).  These  have  occasionally  been 
reported  in  ovarian  dermoids6  and  in  some  extra- 
gonadal  teratomas,"  but  nothing  has  been  said  re- 
garding the  roentgenographic  appearance  of  der- 
moids filled  with  such  concretions.  Unfortunate- 
ly, no  preoperative  radiographs  were  available  in 
our  case. 

Another  reliable  sign,  and  one  that  may  coexist 
with  a halo  as  shown  in  Figure  1,  is  the  presence  of 
teeth  in  various  phases  of  development.  Molars, 
incisors,  canines,  and  so  forth,  have  all  been  iden- 
tified in  dermoids.  Not  only  do  these  teeth  grow 
and  erupt  inside  the  cyst,  as  seen  in  Figure  3,  but 
they  are  also  subject  to  caries  as  are  normal  teeth, 
and  in  time  they  fall  off  and  join  the  cyst  con- 
tents.8 Whether  fixed  or  floating  within  the  cavi- 
ty these  dental  elements  easily  betray  the  presence 
of  teratomatous  tumors.  Although  occasionally 
the  teeth  are  deformed,  identification  of  a crown, 
root,  and  root  canal  is  often  possible,  as  shown  in 
Figure  4,  and  this  is  enough  to  make  a diagnosis.9 

Teeth  may  be  associated  with  another  radio- 


November  1975/New  York  State  Journal  of  Medicine  2353 


FIGURE  1.  Wall  of  dermoid  cyst,  halo  sign,  seen  below 
right  kidney;  tooth  can  be  found  in  lower  part  of  cyst.  An- 
other dermoid  with  teeth  in  pelvis  causing  mild  hydrone- 
phrosis. 


FIGURE  2.  Dermoid  cyst  of  ovary  containing  thousands 
of  solid  pill-like  concretions. 

graphically  important  teratomatous  element, 
bone.  When  the  two  coexist  in  the  same  tumor 
the  teeth  usually  arise  from  socket-like  spaces  sim- 
ulating a maxillary  alveolus.  Teratomatous  bone 
may  also  be  amorphous,  or  it  may  resemble  some 


FIGURE  3.  Embryonic  stage  of  three  teeth  in  dermoid. 
One  seen  in  cross  section  in  upper  part  of  figure,  and 
there  is  molar  near  left  lower  corner  and  canine  tooth  on 
right  side  of  picture,  both  cut  lengthwise.  Note  ameloblas- 
tic layer  with  dark  mesenchymal  pulp  on  one  side  and 
clear  stellate  reticulum  on  other. 


FIGURE  4.  Intrapelvic  ovarian  dermoid  with  cluster  of 
teeth  showing  crown,  root,  and  root  canals.  Opacified 
ureter  seen  on  left. 


other  normal  bony  structure  in  shape.  Rarely, 
multiple  bones  may  be  present  suggesting  a de- 
formed and  so-called  parasitic  fetus.10 

The  cyst  wall  of  some  ovarian  dermoids,  espe- 
cially in  old  women,  may  undergo  extensive  calci- 
um deposition  and  ossification.  One  of  our  pa- 
tients, an  eighty-five-year-old  woman,  had  a 
densely  radiopaque  pelvic  tumor  discovered  on  ab- 
dominal radiographs  (Fig.  5).  The  excised  tumor, 
an  ovarian  dermoid,  was  rock  hard  and  very  diffi- 
cult to  section  because  of  ossification  of  its  wall. 

Heavily  ossified  ovarian  teratomas  are  also  seen 
at  the  other  extreme  of  life,  but  in  this  age  group 
they  are  likely  to  be  solid  teratomas,  not  der- 
moids.11 We  saw  such  a tumor  in  the  ovary  of  a 
three-year-old  girl  (Fig.  6).  The  heavily  ossified 
teratoma  in  this  girl  appeared  radiographically, 
not  as  a pelvic,  but  as  a freely  movable  abdominal 
mass.  This  extrapelvic  location  is  not  unusual  for 
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FIGURE  5.  Heavily  ossified  ovarian  dermoid  in  eighty- 
five-year-old  woman. 


the  most  common  tumor  of  the  infantile  ovary,  the 
teratoma.11  Since  these  tumors  are  congenital, 
they  may  reach  a significant  size  at  an  early  age 
and  interfere  with  the  normal  descent  of  the  ovary 
into  the  pelvis.  Their  long  pedicle  allows  them  a 
remarkable  mobility  within  the  abdomen. 

The  so-called  parasitic  ovarian  dermoid  may 
similarly  be  present  as  a calcified  and  mobile  mass 
in  the  upper  abdomen,  but  usually  in  an  older  pa- 
tient. This  is  a cystic  ovarian  teratoma  which, 
after  twisting  its  pedicle,  becomes  detached  from 
the  ovary  and  develops  a new  blood  supply  from 
adhesions  to  another  abdominal  organ.12  In  the 
process  it  often  undergoes  partial  necrosis  and  cal- 
cifications which  facilitate  radiographic  diagnosis. 

Calcifications  may  also  occur  in  the  secondary 
peritoneal  seedings  of  a ruptured  ovarian  dermoid, 
and  these  may  be  visible  on  x-ray  films.13  Anoth- 
er complication  of  this  tumor,  rupture  into  a hol- 
low viscus,  usually  the  bladder  or  rectum,  may  be 
expected  to  have  characteristic  radiographic  signs, 
but  we  are  not  aware  of  any  reports  discussing  the 
radiologic  aspects  of  this  rare  event. 

A more  common  and  far  more  serious  complica- 
tion of  cystic  ovarian  teratomas  is  malignant  de- 
generation, but  its  radiologic  manifestations  are 
very  vague  indeed.  Nine  tumors  in  our  series  of 
222  patients  with  ovarian  dermoids  underwent 
malignant  change,  yet  the  only  radiologic  evidence 
of  this  was  ureteral  obstruction  with  hydrone- 
phrosis, a nonspecific  and  late  sign  of  the  compli- 
cation. 

Sacrococcygeal  teratoma.  Although  the  sa- 
crococcygeal tumor  may  be  suspected  clinically, 
especially  during  infancy,  roentgenography  con- 
tributes significantly  to  the  differential  diagnosis 
of  most  sacrococcygeal  masses  and  to  the  detection 
of  the  intrapelvic,  intraspinal,  and  retroperitoneal 
extensions  which  may  occur  when  the  mass  is  tera- 


FIGURE  6.  Ossified  ovarian  teratoma  in  three-year-old 
girl. 


tomatous.  In  infancy  this  tumor  usually  appears 
in  the  postsacral  region  and  must  be  differentiated 
from  a meningocele,  a lesion  with  which  it  may 
also  coexist.  The  presence  of  calcium,  reported  in 
43  per  cent14  to  60  per  cent15  of  the  cases,  suggests 
a teratoma,  and  if  bones  are  detected  this  diagno- 
sis is  almost  certain.  However,  to  exclude  the  pos- 
sibility of  an  associated  meningocele  a myelogra- 
phic  study  may  be  necessary. 

The  presence  of  a spina  bifida  or  other  vertebral 
anomalies  has  been  regarded  in  favor  of  meningo- 
cele; however,  these  anomalies  have  also  been  re- 
ported with  sacrococcygeal  teratomas.16  In  fact, 
some  form  of  spinal  abnormality  is  almost  invari- 
ably associated  with  these  tumors  if  we  count  the 
coccygeal  deformities  and  aplasia  together  with 
the  more  severe  sacral  and  lumbosacral  anomalies 
seen.17  These  anomalies  may  or  may  not  be  asso- 
ciated with  extension  of  the  teratoma  into  the  spi- 
nal canal.14 

In  the  event  of  intraspinal  extension  the  radio- 
graphic  manifestations  include  widening  of  the 
canal  by  separation  and  flattening  of  the  vertebral 
pedicles  as  well  as  pressure  defects  in  the  vertebral 
bodies  and  neural  arches.18  These  bony  changes 
are  best  shown  by  laminography.18 

The  sacrococcygeal  lesion  in  the  adult  must  be 
distinguished  from  other  tumors  in  this  region, 
notably  chordomas,  giant-cell  tumors,  and  ependy- 
momas,14’17 and  from  benign  anorectal  disorders, 
particularly  perirectal  abscess  and  fistula.19 
While  chordomas  and  giant-cell  tumors  appear  as 
bone  lesions  with  an  intraosseous  type  of  bone  de- 
struction,17 the  benign  teratoma  produces  either 
extrinsic  pressure  absorption  or  aplasia  of  the 
bone.  It  must  be  mentioned,  however,  that  tera- 
tomas, when  malignant,  may  also  invade  bone. 
The  ependymomas  are  distinguished  by  their  ten- 
dency to  cause  widening  of  the  neural  canal,1' 
something  which  only  the  rare  teratoma  with  in- 
traspinal extension  will  do. 

Sacrococcygeal  teratomas  often  have  a presacral 
component,  and  most  or  all  of  the  tumor  may  be 
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FIGURE  7.  Presacral  teratoma  in  five-year-old-girl.  (A) 
Note  compression  and  displacement  of  opacified  bladder 
and  rectosigmoid  to  left.  Lateral  view  showed  anterior 
displacement  of  both.  (B)  Inguinal  nodes  developing  while 
surgical  wound  heals.  Clinical  course  fulminating. 


intrapelvic,  especially  in  the  adult.19  In  these 
cases  radiographic  studies  may  be  decisive  in  ar- 
riving at  a correct  preoperative  diagnosis.20  The 
compression  and  anterior  displacement  of  both 
bladder  and  rectum  trace  the  origin  of  the  tumor 
to  the  retrorectal  space,  actually  to  the  coccyx.20 
Lateral  displacement  of  these  viscera  may  occur 
due  to  asymmetric  growth  as  seen  in  Figure  7A, 
the  urethra  or  ureters  may  be  compressed  and 
blocked,21  and,  particularly  in  malignant  lesions, 


FIGURE  8.  Retroperitoneal  extension  in  postsacral  tera- 
toma of  infancy  appearing  as  surgical  surprise  and  being 
removed  “the  hard  way”  through  posterior  approach.  Ex- 
tension could  have  been  detected  radiographically  before 
operation. 


complete  rectal  encirclement  sometimes  results  in 
acute  bowel  obstruction.20’22 

While  these  teratomas  in  the  adult  are  often 
presacral,  dermoid  in  type,  and  generally  be- 
nign,19’20 in  children  the  purely  intrapelvic  loca- 
tion is  rare  and  usually  indicates  cancer  (Fig. 
7B).22A  The  dumbbell-shaped  tumor,  however, 
with  intrapelvic  and  postsacral  components  joined 
by  an  isthmus  passing  through  the  lesser  sacroscia- 
tic  notch,  is  not  rare  in  children  and  in  early  infan- 
cy, particularly  in  girls,  is  generally  benign.  Ra- 
diographic detection  of  the  occult  intrapelvic  or 
retroperitoneal  component  may  guide  the  ap- 
proach to  a complete  removal  in  early  infancy  be- 
fore malignant  transformation  has  taken  place. 
Furthermore,  a thorough  roentgenographic  work- 
up may  obviate  an  unpleasant  surgical  surprise 
when  a large  retroperitoneal  extension  is  associ- 
ated with  a sacrococcygeal  teratoma  (Fig.  8). 20 

Angiography  too  can  contribute  to  a safe  and 
smooth  operation  by  revealing  the  number  and 
location  of  the  feeding  vessels.  These  are  usually 
the  midsacral  vessels23;  however,  occasionally  a 
branch  of  the  hypogastric  artery  contributes  blood 
to  the  tumor.24  Identification  and  early  ligation 
of  the  blood  supply  reduces  blood  loss  which  is  the 
most  important  single  factor  in  the  operative  mor- 
tality of  sacrococcygeal  teratoma.23 

Mediastinal  teratoma.  The  term  mediastinal 
teratoma,  as  used  in  the  literature,  refers  to  lesions 
of  varying  structure,  from  the  well-differentiated 
dermoid  cyst  to  the  solid  malignant  teratoma.  All 
tumors  of  teratoid  composition  lying  from  the  dia- 
phragm to  the  thoracic  inlet  and  between  the  two 
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FIGURE  9.  Malignant  mediastinal  teratoma  in  twenty- 
year-old  man.  Blood  and  tumor  cells  mixed  together  in 
spaces  lined  by  tumor  cells. 


pleural  spaces  would  seem  to  qualify  for  this  desig- 
nation, although  the  majority  of  them  lie  in  the  an- 
terior mediastinum.  They  include:  (1)  the  der- 

moid cyst,  occurring  in  both  male  and  female  and 
histologically  benign,  but  prone  to  lethal  complica- 
tions, such  as  rupture,  infection,  bleeding,  and  ma- 
lignant change;  (2)  malignant  teratoma,  as  shown 
in  Figure  9,  predominantly  solid,  histologically  un- 
differentiated, and  occurring  almost  exclusively  in 
men;  and  (3)  intrapericardial  teratomas,  which  are 
usually  encountered  in  children  and  generally 
arise  from  the  adventitia  of  the  root  of  the  aorta.25 

Plain  radiography.  Plain  radiography  has  been 
employed  in  the  study  of  these  tumors  since  1903, 
when  von  Tuerk26  and  Madelung27  tried  it  unsuc- 
cessfully in  2 cases.  It  was  not  until  six  years  later 
that  the  first  correct  x-ray  diagnosis  of  mediastinal 
teratoma  was  made,28  and  ever  since,  roentgenog- 
raphy has  assumed  a major  role  in  the  detection 
and  diagnosis  of  this  tumor.  The  lesion  is  often 
discovered  unexpectedly  in  asymptomatic  pa- 
tients; it  has  been  diagnosed  on  routine  preem- 
ployment radiographs,29  photofluorographic  sur- 
veys for  tuberculosis,30  and  in  chest  radiographs 
done  for  something  else.31*32  When  the  lesion  is 
located  in  the  anterior  mediastinum  immediately 
behind  the  sternum,  as  seen  in  Figure  10,  the  posi- 
tion alone  is  suggestive  of  the  diagnosis,  this  being 
one  of  the  most  common  tumors  in  this  region.33 

On  plain  films  the  roentgenographic  signs  de- 
pend on  the  recognition  of  calcifications,  bone, 
teeth,  and  fat  within  the  tumor.  The  wall  of 
mediastinal  dermoids  may  calcify,  sometimes 
quite  densely,32  and  in  the  solid  portion  of  the 
tumor  one  or  more  bones  may  be  present,  occa- 
sionally resembling  a parasitic  fetus.33,34  Teeth 
may  be  seen  growing  from  the  bone;  however,  un- 
less the  films  are  properly  exposed,  these  struc- 
tures may  escape  radiographic  detection'.33 

The  radiolucency  due  to  the  fatty  contents  of 
dermoid  cysts  may  betray  their  nature,  particular- 
ly when  associated  with  radiopaque  elements  as 


FIGURE  10.  Left  lateral  chest  tomogram  showing  retro- 
sternal teratoma  hardly  visible  in  conventional  films. 


well.  Some  of  these  tumors  contain,  in  addition  to 
fat,  a watery  fluid,34  and  if  allowed  to  stand,  the 
fat  and  fluid  separate  into  two  layers.  Thus,  by 
keeping  the  patient  motionless  for  a few  minutes 
and  then  x-raying  the  mediastinum  with  a hori- 
zontal beam,  Phemister  et  al ,35  succeeded  in  dem- 
onstrating a so-called  fat-water  line  in  a patient 
with  this  tumor.  Subsequent  authors  have  failed 
to  elicit  this  sign,  but  they  also  fail  to  mention  the 
requisites,  emphasized  by  Phemister  et  al.,35  that 
the  exposure  be  made  with  a horizontal  beam  and 
that  the  patient  be  kept  motionless  for  a few  min- 
utes before  the  examination.  Once  disturbed  by 
motion,  a water-fat  layering  may  not  be  reestab- 
lished as  quickly  as  an  air-fluid  level. 

An  air-fluid  level  may  also  be  seen  in  a mediasti- 
nal dermoid;  it  usually  indicates  perforation  of  the 
cyst  into  the  bronchial  tree,  but  it  has  been  re- 
ported in  the  absence  of  this  complication.36 

The  malignant  mediastinal  teratoma  usually  ap- 
pears as  a solid  tumor  and  lacks  the  distinctive  ra- 
diographic features  of  the  classical  mediastinal 
dermoid.  Either  tumor  may  appear  as  a hilar 
mass,  displacing  the  pleura  as  it  grows  toward  the 
lung  and  simulating  bronchogenic  carcinoma  (Fig. 
II).25  They  both  may  seem  to  pulsate  under  fluo- 
roscopy owing  to  strong  adhesions  to  the  pericar- 
dium and  great  vessels.37  These  tumors  have 
been  mistaken  for  cardiomegaly  and  for  aortic  an- 
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FIGURE  11.  Malignant  mediastinal  teratoma  in  twenty- 
five-year-old  male  blending  with  cardiac  image.  (A)  Front 
view.  (B)  Lateral  view. 

eurysm  on  the  basis  of  clinical  findings  and  chest 
roentgenograms. 

Contrast  studies.  Mediastinal  dermoids  of  long 
standing  tend  to  bulge  at  the  base  of  the  neck  and 
may  rupture  through  the  skin,  forming  a sinus 


A 


FIGURE  12.  (A)  Benign  mediastinal  dermoid  in  forty-year- 

old  woman  appearing  as  left  hilar  mass.  (B)  Sectioned 
specimen  after  cleaning  fatty  contents.  Calcifications 
present,  but  did  not  show  in  chest  film. 


which  may  drain  dermoid  matter  for  years.  In 
1909  one  such  sinus  was  injected  with  the  then- 
popular  contrast  agent,  milk  of  bismuth,  and  the 
origin  of  the  sinus  was  traced  radiographically  to  a 
dermoid  cyst  in  the  anterior  mediastinum.38  Con- 
trast radiography  had  been  ushered  into  the  study 
of  mediastinal  teratoma. 

Although  these  tumors  often  rupture  into  and 
communicate  with  the  bronchial  tree,  bronchogra- 
phic  studies  rarely  show  this  communication. 
Bronchography,  however,  has  been  valuable  in 
identifying  the  bronchiectasis  which  is  commonly 
associated  with  them.37 
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FIGURE  14.  Retroperitoneal  teratoma,  classical  location 
but  unusual  age.  Calcified  lesion  above  upper  pole  of  left 
kidney  in  forty-year-old  man.  Lesion  partly  obscured  by 
gastric  air  bubble  above  it. 


Air  studies  of  the  pleural  and  pericardial  cavi- 
ties have  been  very  informative.  Mediastinal  ter- 
atomas which  blend  with  the  cardiac  image  have 
been  correctly  identified  when  air  injected  into  the 
pleural  space  dissects  the  tumor  away  from  the 
heart  and  lungs.39  40  The  identification  of  a pedi- 
cle outlined  by  air  and  traceable  to  the  chest  wall 


or  to  a mediastinal  structure  is  strong  evidence  in 
favor  of  mediastinal  teratoma.39 

Similarly,  pericardial  tap  and  pneumopericardi- 
ography  help  in  the  identification  of  a lesion  grow- 
ing in  this  cavity.  Unlike  the  extrapericardial  ter- 
atoma which  bulges  visibly  into  the  lung,  as  seen  in 
Figures  11  and  12,  the  intrapericardial  lesion  bul- 
ges inconspicuously  into  the  cardiac  chambers.25’41 
The  resulting  deformity  can  best  be  appreciated 
by  angiocardiography,41  pneumopericardiogra- 
phy,42  or  a combination  of  both. 

Retroperitoneal  teratomas  may  grow  into  the 
mediastinum  through  the  diaphragm.32  This  pos- 
sibility must  be  excluded  with  lesions  appearing  in 
the  lower  part  of  the  mediastinum,  and  a pneumo- 
peritoneum may  help  rule  this  out  (Fig.  13). 

Retroperitoneal  teratoma.  Retroperitoneal 
teratoma  is  rare;  the  first  case  in  the  literature  was 
reported  about  one  hundred  years  ago,43  and  in 
1949  Palumbo  et  a/.44  found  only  58  acceptable 
cases  recorded  in  the  world  literature.  The  lesion 
is  most  commonly  found  in  the  left  upper  retro- 
peritoneal space,  especially  in  females  during  in- 
fancy.44 It  may  occur  in  adults,  but  it  is  rare  past 
the  age  of  thirty.45  The  present  series  included  2 
cases  of  retroperitoneal  teratoma,  a seventeen- 
year-old  girl  and  a forty-year-old  man  (Fig.  14). 
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This  lesion  is  generally  asymptomatic,  its  pres- 
ence betrayed  only  by  either  a painless  mass  or 
simply  by  increased  abdominal  girth.46  However, 
there  may  be  pressure  symptoms,  such  as  abdomi- 
nal distention,  pain,  nausea,  and  vomiting,  partic- 
ularly in  older  patients.46  When  the  lesion  is  ma- 
lignant, which  happens  in  6.8  per  cent  of  the 
cases,47  severe  symptoms  may  occur.  One  of  our 
cases,  the  seventeen-year-old  girl,  had  a malignant 
teratoma,  severe  pain,  and  a rapidly  fatal  course. 

Radiographic  studies  can  establish  the  retroper- 
itoneal location  of  this  tumor,  provided  the  char- 
acteristic displacement  of  the  bowel  anteriorly,  the 
liver  upward,  and  the  kidney  downward  can  be 
demonstrated.  Most  retroperitoneal  teratomas 
occur  in  the  vicinity  of  the  kidney,  typically  in  the 
region  of  the  upper  pole,  and  they  displace  this 
organ  downward.  Occasionally,  the  kidney  may 
be  elongated,  flattened,  and  wrapped  around  the 
tumor,  but  without  being  directly  involved.48  In- 
trarenal  teratomas  do  occur,  but  these  are  not 
properly  considered  as  retroperitoneal  lesions. 

In  female  infants  particularly,  the  radiographic 
detection  of  a retroperitoneal  mass  suggests  the 
possibility  of  a teratoma.  In  the  adult,  on  the 
other  hand,  this  is  a remote  possibility  unless  bone 
or  calcifications  are  present  in  the  mass  (Fig.  14). 
Teeth  are  extremely  rare  in  this  location,  but 
bones  and  calcifications  are  often  found.23’49-51 
Cheesy  matter  and  sebum  may  also  be  found,23 
but  apparently  not  in  enough  quantity  to  cast  a ra- 
diolucent  image  in  x-ray  films.  These  teratomas 
may  be  “lean,”  and  if  they  also  lack  calcified 
tissues,  they  may  be  located  but  not  positively 
identified  by  radiologic  means. 

Summary 

We  have  reviewed  the  literature  dealing  with 
the  radiographic  diagnosis  of  teratomas  of  the 
ovary,  sacrococcygeal  region,  mediastinum,  and  re- 
troperitoneum,  the  four  most  common  primary 
sites,  in  conjunction  with  a clinicoradiographic 
evaluation  of  246  patients  with  teratomas  in  these 
locations.  In  the  great  majority  of  them  the  tumor 
was  ovarian,  with  222  cystic  and  12  solid  terato- 
mas. Five  were  mediastinal,  5 were  sacrococcy- 
geal, and  2 were  retroperitoneal  teratomas.  The 
radiographic  criteria  recorded  in  the  literature 
have  been  discussed  and  correlated  with  our  own 
clinical  material,  emphasizing  the  contribution  of 
roentgenography  to  the  diagnosis  and  manage- 
ment of  this  tumor. 

St.  Peter’s  Hospital 
315  South  Manning  Boulevard 
Albany,  New  York  12208 
(DR.  PANTOJA) 


Acknowledgment.  The  authors  thank  Bernard  S.  Epstein, 
M.D.,  Director  of  Radiology,  Long  Island  Jewish  Hospital,  for 
reviewing  this  manuscript. 


References 

1.  Wilms,  M.:  Verwertung  der  Roentgenographie  zum 

Studium  der  Geschwuelste,  Beitr.  Geburtsh.  u.  Gynak  3:  367 
(1900). 

2.  Josephson,  C.  D.:  The  roentgen  diagnosis  of  ovarian 

cysts  with  twisted  pedicle,  Hygiea  78: 1056  (1915). 

3.  Burfield,  G.  A.,  and  Kemp,  F.  H.:  The  radiological  in- 
vestigation of  dermoid  cysts  of  the  ovary,  Brit.  J.  Radiol.  28: 
199  (1955). 

4.  Pantoja,  E.,  et  al.:  Ovarian  dermoids  and  their  compli- 
cations. Comprehensive  historical  review,  Obst.  & Gynec. 
Surv.  30:  1 (Jan)  1975. 

5.  Pantoja,  E.,  et  al.:  Solid  ovarian  teratomas.  Report  of 
twelve  cases,  Bol.  Asoc.  med.  Puerto  Rico,  67:  124  (May)  1975. 

6.  McMeans,  J.  W.:  Fatty  concretions  in  ovarian  der- 

moids, Am.  J.  Obst.  70:  33  (1914). 

7.  Brines,  R.  J.:  A large  teratoma  containing  rudimentary 
arm  bones  and  hand,  J.A.M.A.  103:  338  (1934). 

8.  Main,  D.  M.:  Tooth  identity  in  ovarian  teratomas, 

Brit.  Dental  J.  129:  328  (1970). 

9.  Spillman,  R.:  Dermoid  cysts  of  the  ovary.  Roentgen 
observations,  A.M.A.  Arch.  Surg.  18: 1298  (1929). 

10.  Pantoja,  E.,  et  al.:  Complications  of  dermoid  tumors  of 
the  ovary,  Obst.  & Gynec.  45:  89  (Jan.)  1975. 

11.  Lisa,  J.  R.,  Hinton,  J.  W.,  Wimpfheimer,  S.,  and  Gioia, 
J.  D.:  Malignant  ovarian  teratomas  in  the  first  two  decades  of 
life,  Am.  J.  Surg.  81:  453  (1951). 

12.  Thornton,  J.  K.:  Rotation  of  ovarian  tumors.  Its  etiol- 
ogy, pathology,  diagnosis  and  treatment,  Am.  J.  M.  Sc.  96:  357 
(1888). 

13.  Kistner,  R.  W.:  Intraperitoneal  rupture  of  benign  cys- 
tic teratomas;  review  of  the  literature  with  a report  of  two 
cases,  Obst.  & Gynec.  Surv.  7:  603  (1952). 

14.  ' Gross,  R.  E.,  Clatworthy,  H.  W.,  Jr.,  and  Meeker,  I.  A., 
Jr.:  Sacrococcygeal  teratomas  in  infants  and  children;  a report 
of  40  cases,  Surg.  Gynec.  & Obst.  92:  341  (1951). 

15.  Tolins,  5.  H.,  and  Cooper,  P.:  Presacral  teratoma,  Am. 
J.  Surg.  115:  734  (1968). 

16.  Gwinn,  J.  L.,  Dockerty,  M.  B.,  and  Kennedy,  R.  L.: 
Presacral  teratomas  in  infancy  and  childhood,  Pediatrics  16: 
239  (1955). 

17.  Laird,  D.  R.:  Presacral  cystic  tumors,  Am.  J.  Surg.  88: 
793  (1954). 

18.  Dillard,  B.  M.,  et  al.:  Sacrococcygeal  teratoma  in  chil- 
dren, J.  Pediat.  Surg.  5:  53  (1970). 

19.  Marcuse,  P.  M.:  Malignant  presacral  teratoma  in  an 
adult,  Cancer  12:  889  (1959). 

20.  Eklof,  O.:  Roentgenographie  findings  in  sacrococcygeal 
teratoma,  Acta  radiol.  (diag.)  3:  41  (1965). 

21.  Woodruff,  S.  R.,  and  Begner,  J.  A.:  Sacrococcygeal  ter- 
atoma in  an  infant  of  five  months  causing  acute  urinary  ob- 
struction, J.  Urol.  54: 177  (1945). 

22.  Hickey,  R.  C.,  and  Layton,  J.  M.:  Sacrococcygeal  tera- 
toma; emphasis  on  the  biological  history  and  early  therapy, 
Cancer  7:  1031  (1954). 

22A.  Conklin,  J.,  and  Abell,  M.  R.:  Germ  cell  neoplasms  of 
sacrococcygeal  region,  ibid.  20:  2105  (1967). 

23.  Smith,  B.,  Passaro,  E.,  and  Clatworthy,  H.  W.,  Jr.:  The 
vascular  anatomy  of  sacrococcygeal  teratomas:  its  significance 
in  surgical  management,  Surgery  49:  534  (1961). 

24.  Priebe,  C.  J.,  Jr.:  Sacrococcygeal  teratoma  in  a new- 

born girl  with  massive  intra-abdominal  extensions:  combined 
abdominosacral  approach,  ibid.  60:  1090  (1966). 

25.  White,  J.  J.,  Kaback,  M.  M.,  and  Haller,  J.  A.,  Jr.:  Di- 
agnosis and  excision  of  an  intrapericardial  teratoma  in  an  in- 
fant, J.  Thorac.  Cardiovasc.  Surg.  55:  704  (1968). 

26.  von  Tuerk:  Zur  therapie  der  Dermoide  des  Mediasti- 
num anticum,  Arch.  klin.  Chir.  71:  575  (1903). 

27.  Madelung,  O.  W.:  Ueber  Extirpation  eines  Dermoid 

des  Mediastinum  anticum,  Beitr.  klin.  Chir.  41:  217  (1903). 

28.  Kaestle,  C.:  Ein  Beitrag  zur  Kenntnis  der  Dermoide 

des  Mediastinum  anticum,  Miinchen.  med.  Wchnschr.  38:  1952 
(1909). 

29.  Dabbs,  C.  H.,  Peirce,  E.  C.,  II,  and  Rawson,  F.  L.:  In- 
trapericardial interatrial  teratoma  (bronchogenic  cyst):  report 
of  a case  correctly  diagnosed  and  successfully  removed,  New 
England  J.  Med.  256:  541  (1957). 

30.  Fralick.  F.  T.,  and  Welsman,  H.  S.:  Mediastinal  terato- 
ma, Dis.  Chest  19:  209  (1951). 

31.  LeRoux,  B.  T.:  Mediastinal  teratomata,  Thorax  15: 

333  (1960). 

32.  Maier,  H.  C.:  Dermoid  cysts  and  teratomas  of  the  me- 


2360  New  York  State  Journal  of  Medicine/ November  1975 


diastinum  with  unusual  features,  A.M.A.  Arch.  Surg.  57:  154 
(1948). 

33.  Peabody,  J.  W.,  Jr.,  Strug,  L.  H.,  and  Buechner,  H.  A.: 
Skin-covered  mediastinal  teratoma  simulating  a fetal  parasite; 
a review  of  mediastinal  teratogenesis.  Am.  J.  Med.  23:  153 
(1957). 

34.  Harrington,  S.  W.:  Surgical  treatment  in  16  cases  of 

anterior  mediastinal  teratoid  tumors,  J.  Thorac.  Surg.  7:  191 
(1937-1938). 

35.  Phemister,  D.  B.,  et  al .:  A roentgenologic  criterion  of 
dermoid  cyst,  Am.  J.  Roentgenol.  36:  14  (1936). 

36.  Robertson,  C.,  and  Brown,  R.  E.:  Dermoid  cyst  of  the 
mediastinum,  Brit.  J.  Surg.  17: 197  (1929-1930). 

37.  Rusby,  N.  L.:  Dermoid  cysts  and  teratomata  of  the 
mediastinum,  J.  Thorac.  Surg.  13:  169  (1944). 

38.  Morone,  G.:  Di  una  voluminosa  cisti  dermoide  del 

mediastino,  Gaz.  Osp.  Clin.  30:  673  (1909). 

39.  Akman,  L.  C.:  Mediastinal  mass  simulating  enlarged 
heart;  intracardiac  catheterization  in  diagnosis,  Ann.  Int.  Med. 
28:  1048(1948). 

40.  Fry,  W.,  Klein,  C.  L.,  and  Barton,  H.  C.:  Malignant 
mediastinal  teratoma  simulating  cardiovascular  disease,  Dis. 
Chest  27:  537  (1955). 

41.  Legnami,  F.  A.,  and  Corwin,  R.  D.:  Intrapericardial 


’Clinical  Clues 


— There  are  people  whose  leukocyte  counts  are  normally 
at  a level  that  is  well  below  the  textbook’s  lower  nor- 
mal limit.  It  occurs  more  commonly  in  blacks;  it  is 
often  familial. 

— Subjects  who  used  an  oral  irrigation  device  developed 
bacteremia  in  27  per  cent.  The  bacteria  were  identi- 
fied as  Streptococcus  sanguis,  Staphylococcus  epider- 
midis,  Bacteroides,  Streptococcus  mitis,  and  Pepto- 
streptococcus  intermedius.  It  is  suggested  that  the 
use  of  an  oral  irrigation  device  be  contraindicated  in 
patients  known  to  be  at  risk  for  bacterial  endocarditis. 

— Eyeball  bruits  may  be  audible  in  temporal  arteritis 
and  usually  will  disappear  after  treatment. 

— Colchicine  in  a dosage  of  0.6  mg.  orally  three  times  a 
day  may  be  an  effective  treatment  for  familial  Medi- 
terranean fever. 

— Magnesium  deficiency  is  a complication  now  recog- 
nized in  cardiac  patients  being  treated  with  diuretics. 
Many  patients  with  heart  failure  are  already  magne- 
sium-depleted before  the  start  of  drug  treatment, 


teratoma.  Report  of  a case,  Am.  Heart  J.  65:  674  (1963). 

42.  Wilson,  J.  R.,  Wheat,  M.  W.,  Jr.,  and  Arean,  V.  M.: 
Pericardial  teratoma,  J.  Thorac.  Cardiovasc.  Surg.  45:  670 
(1963). 

43.  Dickinson,  W.  H.:  Mesenteric  tumor,  Tr.  Path.  Soc. 

London  22:  296  (1871). 

44.  Palumbo,  L.  T.,  et  al : Primary  teratomas  of  the  lateral 
retroperitoneal  spaces,  Surgery  26: 149  (1949). 

45.  Mercray,  P.  M.,  and  Frazier,  W.  D.:  Retroperitoneal 
teratoma,  Arch.  Surg.  35:  358  (1937). 

46.  Engel,  R.  M.,  Elkins,  R.  C.,  and  Fletcher,  B.  D.:  Retro- 
peritoneal teratoma.  Review  of  the  literature  and  presentation 
of  an  unusual  case,  Cancer  22:  1068  (1968). 

47.  Arnheim,  E.  E.:  Retroperitoneal  teratomas  in  infancy 
and  childhood,  Pediatrics  8:  309  (1951). 

48.  Johnson,  J.  R.,  and  Lawrence,  T.  W.:  Retroperitoneal 
teratoma  connected  with  the  spinal  canal,  Proc.  Roy.  Soc.  Med. 
3:  43  (1909-1910). 

49.  Gale,  C.  W.,  and  Willis,  R.  A.:  A retroperitoneal  digit- 
containing  teratoma,  J.  Path.  & Bact.  56:  403  (1944). 

50.  Campbell,  M.  F.:  Pararenal  teratoma  in  an  infant,  J. 
Urol.  29:  677  (1933). 

51.  Partlow,  W.  F.,  and  Taybi,  H.:  Teratomas  in  infants 
and  children,  Am.  J.  Roentgenol.  112: 155  (1971). 


since  secondary  aldosteronism  results  in  increased 
urine  magnesium  losses.  In  addition,  long-term  di- 
uretic therapy  has  been  shown  to  lead  to  further  mag- 
nesium depletion. 

—Magnesium  depletion  predisposes  to  ventricular  ex- 
trasystoles and  may  exacerbate  digitalis  toxicity. 
Other  clinical  manifestations  of  magnesium  depletion 
include  muscular  cramps,  paresthesias,  nausea,  and 
vomiting.  Interestingly,  low  potassium  concentra- 
tions in  muscle  may  be  corrected  by  magnesium  re- 
placement. Measurement  of  serum  magnesium  con- 
centration is,  then,  worthwhile,  for  when  low  it  usual- 
ly signifies  depletion  of  whole  body  stores.  Perhaps 
in  the  not  too  distant  future  we  shall  be  giving  our  pa- 
tients on  diuretics  not  only  potassium  supplements 
but  magnesium  too. 

— The  efficacy  of  nitroglycerin  in  decreasing  myocardial 
oxygen  demands  is  enhanced  when  the  patient  taking 
the  drug  is  in  an  upright  position. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy.  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy.  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem.  For  exam- 
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therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued.  Usually  the  anemia  remits 
promptly.  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered.  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted.  When  methyldopa  causes 
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the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
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Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
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direct  Coombs  test  will  be  positive.  A positive  direct 
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cross  matching.  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy, 
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function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
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bromsulphalem  retention  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  iniury  can  not  be  excluded. 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of.  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites. 


Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Hypertension  has  recurred  after  dialysis  in  patients 
on  methyldopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system: 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient;  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism,  Bell’s  palsy,  decreased 
mental  acuity,  involuntary  choreoathetotic  move- 
ments; psychic  disturbances,  including  nightmares 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage)  Edema  (and  weight  gain)  usually  relieved 
by  use  of  a diuretic.  (Discontinue  methyldopa  if 
edema  progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black"  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia  Leukopenia,  granulocytopenia,  throm- 
bocytopenia. 

Allergic:  Drug-related  fever,  myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides.  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy;  in- 
creased dosage  or  adding  a thiazide  frequently 
restores  effective  control.  Patients  with  impaired 
renal  function  may  respond  to  smaller  doses.  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease;  this  may  be  avoided  by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyldopa  each,  in  bottles  of  100;  Tablets,  contain- 
ing 250  mg  methyldopa  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000, 
Tablets,  containing  500  mg  methyldopa  each,  in 
single-unit  packages  of  100  and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  informa 
tion.  Merck  Sharp  & Dohme,  Division  of  Merck  & 
Co.,  he.,  West  Point,  Pa  19486 
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Spring  Session 


The  Spring  meeting  of  the  New  York  Society  for 
Thoracic  Surgery  was  held  on  May  15,  1975,  at 
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A specially  designed  stereotatic  biopsy  appara- 
tus was  utilized  to  biopsy  pulmonary  lesions.  The 
stereotatic  apparatus  could  guide  a biopsy  needle 
to  any  specific  point  in  the  lung.  Hopefully  this 
technique  could  obviate  thoracotomy  in  patients 
with  nonmalignant  pulmonary  nodules. 

The  apparatus  was  similar  in  principle  to  those 
used  in  neurosurgery  and  consisted  of  a flat  sur- 
face containing  radiopaque  ruled  grid  and  a mova- 
ble arm  which  contained  one  biopsy  needle.  The 
horizontal  and  vertical  coordinates  for  a pulmo- 
nary lesion  were  obtained  by  taking  a chest  x-ray 
film  with  the  patient  lying  on  the  grid.  The  for- 
ward distance  of  the  pulmonary  lesion  from  the 
ruled  grid  was  obtained  by  tomograms  which  were 
taken  at  the  same  time  as  the  standard  chest  x-ray 
film.  The  base  of  the  movable  arm  which  con- 
tained the  biopsy  needle  was  then  raised  forward 
from  the  grid  according  to  the  distance  indicated 
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by  the  tomogram.  The  arm  containing  the  biopsy 
needle  formed  a segment  of  circle  so  that  the  nee- 
dle was  inserted  tangentially  to  the  curvature 
which  was  transected  at  a single  central  point. 
Thus,  if  a rib  or  scapula  obstructed  penetration  of 
the  biopsy  needle  from  one  direction,  the  arm 
could  be  moved  to  a point  where  access  was  sim- 
pler and  still  biopsied  at  the  designated  point. 
The  entire  apparatus  was  mounted  on  an  x-ray 
table  used  for  tomography,  and  biopsies  were  per- 
formed with  the  patient  under  general  anesthesia. 

Ten  solitary  pulmonary  nodules  were  biopsied 
with  the  stereotatic  device,  and  x-ray  films  were 
taken  showing  the  needle  insertion  into  the  pul- 
monary lesions.  The  results,  complications,  and 
potentials  of  this  technique  are  discussed. 

Discussion 

Stanley  Fell,  M.D.,  The  Bronx,  New  York.  I 
would  like  to  know  if  you  had  complications  such 
as  pneumothorax  or  bleeding. 

Dr.  Leveen:  We  should  have  the  same  compli- 
cations that  others  have,  but  there  are  some  differ- 
ences. To  stop  motion,  these  biopsies  are  taken 
with  the  patient  asleep  and  apneic;  also,  only  one 
quick  thrust  is  made  since  the  tumor  is  precisely 
on  target.  It  takes  only  one  or  two  seconds  to 
make  the  biopsy.  It  is  unnecessary  for  us  to  move 
around  with  the  needle;  laceration  is  avoided. 
The  direction  is  precisely  toward  the  tumor  so  the 
worries  about  possibly  entering  a very  large  vessel 
which  might  happen  with  blind  biopsies  do  not 
occur.  In  other  words,  it  may  not  be  by  luck  that 
complications  are  avoided.  I have  been  amazed  at 
the  lack  of  serious  complications  following  this 
procedure. 
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Alfred  Jaretski,  III,  M.D.,  New  York  City.  I 
would  just  like  to  ask  a question  and  then  make  a 
comment.  What  size  needle  and  what  kind  of  a 
needle  do  you  use? 

Dr.  Leveen:  All  of  these  needles  have  to  be 

specially  made  for  the  equipment  because  they 
have  to  be  the  right  length.  Originally,  the  radius 
of  our  circle  that  we  chose  was  13  inches,  so  we 
have  to  have  a 13-inch  biopsy  needle.  We  use  a 
regular  Trucut  or  an  ordinary  Silverman  needle 
which  are  made  to  order  for  us.  I believe  the  biop- 
sy needles  are  16-gauge. 

Dr.  Jaretski:  I believe  the  ability  to  localize 
the  lesion  accurately,  as  has  been  demonstrated, 
should  be  extremely  valuable  inasmuch  as  most 
other  techniques  are  really  quite  inaccurate. 
However,  I would  be  surprised  if  this  technique 
did  not  produce  pneumothoraces,  even  though  the 
patient  is  apneic  and  anesthetized,  and  produce 
hemorrhage,  especially  in  the  central  lesions.  The 
thing  that  concerns  me  most,  and  I cannot  help 
but  speak  out,  is  putting  a needle  percutaneously 
into  a lung  abscess  in  a situation  where  there  may 
be  a free  pleura.  I would  be  very  concerned  about 
putting  a needle  blindly  into  a lung  abscess  as  was 
shown;  I do  not  know  how  the  rest  of  the  members 
in  the  Society  feel,  but  I feel  very  strongly  that  one 
has  to  prove  pleural  symphysis  first. 

Dr.  Leveen:  Well,  the  pneumothorax  that  has 
occurred  is  very  minimal.  Such  minimal  pneumo- 
thorax can  hardly  be  considered  a complication. 
There  may  have  been  some  bleeding  as  well.  Oc- 
casionally obliteration  of  the  costophrenic  angle  is 
seen  but  nothing  which  I would  consider  as  a com- 
plication is  demonstrated.  Now  as  far  as  the  biop- 
sy and  putting  the  needle  into  an  abscess  are  con- 
cerned, this  is  a situation  where  antibiotic  concen- 
trations in  the  proper  place  cannot  be  achieved. 
Direct  instillation  achieves  this.  What  other  ap- 
proach is  there  to  an  abscess  which  does  not  re- 
solve itself?  If  the  abscess  has  been  there  for 


some  time,  it  would  automatically  become  fixed  to 
the  pleura.  If  it  doesn’t  fix  the  pleura  and  if  you 
did  have  spillage  into  the  pleura  you  wouldn’t  be 
any  worse  off  than  you  were  originally,  because 
some  form  of  surgical  drainage  would  have  to  be 
considered  in  this  particular  situation.  In  our  case 
no  surgical  drainage  was  required. 

George  N.  J.  Sommer,  Jr.,  M.D.,  Trenton, 
New  Jersey.  In  reference  to  the  danger  suggested 
of  contaminating  the  pleura  during  needle  biopsy 
of  a lung  abscess,  the  discussor  would  like  to  recall 
to  those  present  the  work  of  2 able  and  distin- 
guished members  and  presidents  of  the  New  York 
Society  for  Thoracic  Surgery.  Harold  Neuhof, 
M.D.,  and  Arthur  S.  W.  Touroff,  M.D.,  during  the 
third  decade  of  this  century,  described  so  well  the 
pathologic  anatomy,  the  cause,  and  the  treatment 
of  putrid  and  other  abscesses  of  the  lung. 

They  demonstrated  that  pulmonary  abscesses 
always  lie  just  beneath  the  visceral  pleura,  since 
these  abscesses  are  due  to  minute  bronchial  emboli 
lodging  in  the  peripheral  bronchioles  and  permit- 
ting the  proliferation  of  anaerobic  streptococci. 
The  visceral  and  parietal  pleurae  rapidly  become 
adherent  thus  permitting  early  one-stage  drainage 
and  safe  aspiration  if  only  the  proper  point  of  in- 
troduction of  the  needle  is  chosen.  The  use  of  an- 
tibiotics today  will  prevent  the  danger  of  chest 
wall  infection  following  aspiration  of  an  abscess; 
such  infections  deterred  aspiration  of  abscesses  in 
the  preantibiotic  era. 

At  this  moment  further  discussion  of  pulmonary 
abscess  must  be  stopped  for  lack  of  time.  The  lis- 
tener and  reader  are  referred  to  the  writing  of 
Neuhof  and  Touroff  and  of  Brock*  regarding  the 
localization  of  abscesses. 

* Brock,  R.  C.:  Lung  Abscess,  Springfield,  Illinois,  Charles  C 
Thomas,  1952. 

The  following  report  will  be  given  in  its  entire- 
ty- 
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The  most  common  cause  of  aneurysm  of  the 
heart  is  myocardial  infarction  due  to  coronary  ar- 
tery disease.  The  other  causes,  such  as  congenital, 
infectious,  iatrogenic,  and  traumatic  are  relatively 
rare.1,2  Both  blunt  and  penetrating  injuries  to  the 
chest  are  known  to  cause  aneurysm  of  the  left  ven- 
tricle, although  the  incidence  is  very  small.3  In 
1969,  Killen  et  al.A  were  able  to  correct  16  pre- 
viously reported  cases  and  added  3 of  their  own.4 
Although  the  incidence  of  the  aneurysm  following 
blunt  chest  trauma  is  fairly  small,  the  chest  injury 
is  increasing  in  its  frequency.  It  is  very  important 
to  recognize  the  possibility  of  myocardial  injury  at 
the  time  of  chest  trauma  and  also  to  follow  these 
patients  carefully.5,6  The  purpose  of  the  present 
study  is  to  report  on  a patient  with  post-traumatic 
aneurysm  of  the  left  ventricle  due  to  blunt  trauma 
who  had  a successful  operative  repair  eleven  years 
after  injury. 

Case  report 

This  forty-three-year-old  former  policeman  was 
transferred  from  the  Veterans  Administration 
Hospital  in  San  Juan  to  the  Bronx  Veterans  Ad- 
ministration Hospital  on  October  11,  1972,  with  a 
diagnosis  of  left  ventricular  aneurysm  of  traumatic 
origin.  His  past  medical  history  was  unremark- 
able except  for  his  present  illness.  In  February, 
1961,  he  was  involved  in  an  automobile  accident 
during  a high-speed  chase.  He  struck  a telephone 
pole  and  sustained  a blunt  chest  injury.  He  was 
admitted  to  the  local  hospital  where  he  remained 
for  two  months.  He  was  told  that  he  had  a heart 
injury  at  that  time,  although  unfortunately  the  de- 
tails of  the  hospital  record  are  not  available. 
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There  was  no  fracture  of  the  ribs  nor  the  sternum. 
On  December  16,  1961,  he  was  admitted  to  the 
Veterans  Administration  Hospital  at  San  Juan, 
Puerto  Rico,  with  his  chief  complaints  being  short- 
ness of  breath,  intermittent  episodes  of  tachycar- 
dia, and  dizziness  for  a two-month  duration. 
Physical  examination  at  that  time  revealed  blood 
pressure  of  110/70  mm.  Hg,  pulse  76.  He  was  in 
no  distress. 

Examination  of  the  eyes  gave  negative  results, 
including  fundi.  Lungs  were  clear  to  percussion 
and  auscultation.  The  heart  was  not  enlarged  to 
percussion.  There  was  normal  sinus  rhythm,  no 
murmur,  and  no  gallop.  The  remainder  of  the 
physical  examination  showed  essentially  negative 
findings.  Laboratory  results  were  within  normal 
limits.  Chest  x-ray  films  revealed  an  irregularly 
calcified  oval-shaped  structure,  3 by  4 cm.  in  di- 
ameter, in  the  antero-inferior  portion  of  the  left 
ventricle.  In  addition  to  mottled  calcification  in 
it,  it  was  apparently  surrounded  by  a thin  shell  of 
calcium.  The  electrocardiogram  findings  on  ad- 
mission revealed  regular  sinus  rhythm  with  occa- 
sional premature  ventricular  contraction.  S-T 
segment  was  elevated  across  the  pericardium.  A 
few  days  after  admission  to  the  hospital,  the  pa- 
tient developed  several  episodes  of  ventricular 
tachycardia  which  was  controlled  with  intravenous 
procainamide  hydrochloride  (Pronestyl).  There- 
after he  was  placed  on  a maintenance  dose  of  pro- 
cainamide hydrochloride  250  mg.  every  six  hours. 
He  was  discharged  in  January,  1962,  with  a diag- 
nosis of  ventricular  aneurysm  secondary  to  old 
myocardial  infarction.  Since  that  time,  he  had 
several  admissions  to  the  Veterans  A.dministration 
Hospital  in  San  Juan  for  the  next  ten  years.  In 
the  mid  1960s,  he  developed  signs  of  congestive 
heart  failure  in  addition  to  the  problem  of  ventric- 
ular arrhythmia.  He  had  been  on  diuretics,  digi- 
talis, and  anti-arrhythmic  drugs.  In  August,  1972, 
he  was  again  admitted  to  the  Puerto  Rico  Veterans 
Administration  Hospital  where  a cardiac  catheter- 
ization was  carried  out.  The  findings  were:  (1) 

calcified  left  ventricular  aneurysm  at  apex;  (2) 
normal  coronary  angiogram;  and  (3)  elevated  left 
ventricular  endodiastolic  pressure  of  20  mm.  Hg. 
He  was  transferred  to  the  Veterans  Administra- 
tion Hospital  at  The  Bronx  for  further  treatment. 
On  admission  to  the  Bronx  hospital,  blood  pres- 
sure was  120/76,  mm.  Hg,  and  the  point  of  maxi- 
mum intensity  was  at  the  fifth  intercostal  space  at 
midclavicular  line.  No  murmur,  no  arrhythmia, 
and  no  gallop  was  observed.  The  remaining  phys- 
ical examination  was  unremarkable.  The  electro- 
cardiogram results  showed  normal  sinus  rhythm 
with  multiple  premature  ventricular  contraction 
and  evidence  of  inferior-  and  lateral  wall  infarction 
of  undetermined  age  (Fig.  1).  Chest  x-ray  films 
showed  that  the  lungs  were  clear.  There  was  a 
calcified  mass  at  the  apex  of  heart  (Fig.  2).  Ad- 
mission laboratory  study  results  were  within  nor- 
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FIGURE  1.  Electrocardiogram  findings,  October,  1972, 
showed  multiple  premature  ventricular  contraction  and  old 
inferior  and  lateral-wall  infarction. 


mal  limits.  The  patient  was  taken  to  the  operat- 
ing room  on  October  25,  1972,  when  the  resection 
of  the  left  ventricular  aneurysm  was  carried  out 
under  cardiopulmonary  bypass.  Median  sternot- 
omy was  used.  The  aneurysm  was  located  at  the 
apex  of  the  left  ventricle,  measuring  about  5 cm.  in 
diameter  with  thick  calcification.  The  neck  of  the 
aneurysm  measured  about  1.5  cm.  There  were  a 
few  thrombi  in  it  (Fig.  3).  The  remaining  heart 
was  normal.  The  amount  of  adhesions  between 
the  epicardium  and  pericardium  was  minimum  ex- 
cept for  the  area  of  the  aneurysm.  His  postopera- 
tive course  was  unremarkable,  and  he  was  trans- 
ferred back  to  the  San  Juan  Veterans  Administra- 
tion Hospital  on  November  28,  1972,  in  satisfacto- 
ry condition.  At  the  time  of  discharge  he  was  on 
no  cardiac  medication. 

Comment 

The  incidence  of  cardiac  injury  secondary  to 
nonpenetrating  trauma  has  been  increasing.  The 
incidence  ranges  from  10  to  65  per  cent.3  It  is 
very  important  to  recognize  the  possible  cardiac 
injury  after  nonpenetrating  chest  injury,  especially 
the  steering  wheel  type  of  injury.6-7  It  is  also  very 
important  to  recognize  that  heart  injury  could  be  a 
silent,  occult  lesion  especially  in  the  shadow  of 
other  major  injuries.6  The  various  types  of  in- 
juries of  the  heart  may  may  result  from  nonpene- 
trating chest  trauma  as  shown  by  the  clinical  and 
experimental  studies.8-9  The  injury  ranges  from 
the  small  epicardial  hematoma  to  the  rupture  of 
the  heart.3-7-8-10  The  most  common  type  of  injury 
is  a contusion  of  the  myocardium.5  Serious  com- 
plication and  death  may  result  from  a contusion  of 
the  heart  in  its  acute  stage.3  Bright  and  Beck8  re- 
ported that  myocardial  contusion  could  heal  with- 
out leaving  any  injury  in  three  to  four  months. 
On  the  other  hand,  Potter  et  al.9  reported  that  the 
larger  contusion  led  to  necrosis,  followed  by  scar- 


FIGURE  2.  Chest  x-ray  film,  October,  1972,  showed  cal- 
cified mass  at  apex  of  heart. 


FIGURE  3.  Excised  specimen  showing  narrow  neck  and 
thrombi  in  lumen. 


ring  which  was  indistinguishable  from  a myocar- 
dial infarction.  This  was  seen  in  11  animals 
among  17  survivors  after  experimental  injury.9 
This  was  supported  by  others.5  Following  an  inju- 
ry there  is  softening  and  fibrotic  replacement  of 
the  contused  myocardium.  Thinning  of  this  area 
may  lead  to  an  aneurysm.11  In  the  present  case, 
series  of  electrocardiograms  since  1962  were  re- 
ported as  showing  old  myocardial  infarctions  of 
the  anterior  and  inferior  wall,  although  his  coro- 
nary arteries  were  totally  normal  which  was 
proved  by  cine  coronary  angiogram  in  1972.  In- 
juries to  the  coronary  artery  itself  are  very  rare.3-12 
The  symptoms  are  essentially  the  same  as  those  of 
any  other  type  of  aneurysm.  It  mainly  consists  of 
arrhythmias,  heart  failure,  and  systemic  embo- 
li 4,12,13  Physical  findings  may  vary  depending  on 
the  types  of  aneurysm.4-14  The  most  common 
type  following  a blunt  trauma  is  a true  aneurysm, 
whereas  a false  aneurysm  follows  100  per  cent  of 
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the  time  after  penetrating  injury.4  These  two 
types  and  their  characteristic  findings  have  been 
well  described.  In  brief,  the  post-traumatic  true 
aneurysm  mimics  the  true  aneurysm  following  a 
myocardial  infarction.  On  the  other  hand,  the 
post-traumatic  false  aneurysm  presents:  (1)  his- 

tory of  injury;  (2)  globular  extension  of  the  left 
ventricle  with  paradoxical  motion;  (3)  frequently 
an  ejection  systolic  murmur;  (4)  minimal  electro- 
cardiogram change;  and  (5)  narrow  communicating 
neck.4,14  The  present  case  carries  some  of  the 
characteristics  of  both  types,  but  it  is  more  likely  a 
true  aneurysm  since  the  pericardium  was  not  in- 
volved as  a part  of  the  aneurysm.15  Cardiac  cath- 
eterization with  coronary  angiogram  will  confirm 
the  diagnosis;  usually  coronary  arteries  are  nor- 
mal.16 Early  surgical  intervention  is  advisable 
since  the  prognoses  without  surgery  are  very 
grave,15  although  a patient  who  survived  thirteen 
years  had  been  reported.13  In  the  series  of  Killen 
et  al.,4  only  2 out  of  13  blunt  injury  cases  survived 
more  than  three  years.  The  modes  of  death  are 
rupture,  arrhythmia,  congestive  heart  failure,  and 
emboli.4,13'1  ‘ Once  the  aneurysm  is  excised,  the 
prognosis  appears  to  be  good,  since  the  rest  of 
myocardium  is  normal  in  usual  cases.16,18 

Summary 

A patient  with  left  ventricular  aneurysm  fol- 
lowing blunt  chest  trauma  who  underwent  the  re- 
section of  aneurysm  successfully  eleven  years  after 
injury  was  reported.  The  literature  was  reviewed. 
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The  following  report  will  be  given  in  its  entire- 
ty- 


Case  reports 

Case  1.  A fifty-nine-year-old  man  with  a two 
and  one-half-month  history  of  dysphagia  from  car- 
cinoma of  the  middle  third  of  the  esophagus  was 
admitted  to  Roosevelt  Hospital.  A feeding  gas- 
trostomy had  been  performed  for  the  malignant 
condition  one  week  before  admission.  He  present- 
ed a large  mass  in  his  left  neck  and  a subphrenic 
collection  from  a leaking  gastrostomy. 

He  underwent  exploratory  laparotomy  with 
drainage  of  his  abscess  and  closure  of  the  leak  in 
his  gastrostomy.  At  bronchoscopy  biopsy  of  the 
wall  of  the  left  main  bronchus  revealed  tumor  of 
the  submucosa  representing  extension  from  the 
esophagus. 

Radiation  therapy  was  started,  and  because  of 
his  tendency  to  aspirate  his  secretions  into  his  lung 
his  esophagus  was  excluded.  This  was  done  by  di- 
viding the  esophagus  through  the  neck  in  the  su- 
perior mediastinum,  bringing  the  cut  end  out  pos- 
terior to  the  sternocleidomastoid  muscle  on  the 
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right,  and  closing  the  distal  esophagus  in  the  medi- 
astinum. 

One  month  later  at  bronchoscopy  no  fistula  was 
noted,  but  because  of  regurgitation  from  his  stom- 
ach he  underwent  a second  exploratory  laparot- 
omy, and  the  distal  esophagogastric  junction  was 
closed.  He  progressively  went  downhill  and  died 
twenty-three  days  later  of  cachexia. 

Points  to  be  noted  in  the  handling  of  this  pa- 
tient include: 

1.  If  the  bronchus  is  involved  with  tumor  exten- 
sion from  the  esophagus  and  x-ray  therapy  is  em- 
ployed, an  immediate  cervical  esophageal  exterioriza- 
tion should  be  done  before  fistula  has  developed  so  as 
to  anticipate  fistula  with  inundation  of  the  bronchial 
tree  with  esophageal  contents. 

2.  Similarly,  while  feeding  gastrostomy  is  being 
done,  a concomitant  ligation  of  the  esophagus  at  the 
gastroesophageal  junction  should  be  performed  in  an- 
ticipation of  future  fistula  formation. 

Case  2.  A sixty-year-old  Spanish-speaking 
man,  with  a three-month  history  of  dysphagia  due 
to  carcinoma  of  the  middle  third  of  the  esophagus, 
was  given  barium  by  mouth  to  study  his  disease; 
both  lungs  filled  promptly  with  barium.  He  sur- 
vived the  insult,  was  esophagoscoped,  and  was 
bronchoscoped  to  aspirate  all  the  barium  from  the 
secondary  branch  bronchi.  He  underwent  cervical 
esophagostomy  in  the  right  neck  with  division  of 
esophagus  and  closure  of  distal  esophagus  in  the 
superior  mediastinum.  The  patient  also  underwent 
feeding  gastrostomy  at  which  time  the  celiac  nodes 
were  noted  to  be  involved  with  carcinoma.  The 
liver  was  not  involved  with  tumor. 

During  the  next  week  he  began  to  bleed  from  his 
trachea,  so  his  chest  was  explored  through  a right 
thoracotomy,  and  esophagectomy  and  right  lower 
lobectomy  was  performed  with  the  removal  of  the 
bronchoesophageal  fistula. 

The  patient  did  fairly  well  in  spite  of  suffusion 
of  barium  in  his  remaining  lung,  and  on  his  elev- 
enth day  post  esophagectomy  he  was  started  on  a 
course  of  radiation  therapy  to  include  the  celiac 
plexus  and  the  mediastinum.  During  this  period 
he  developed  a bronchopleural  fistula  and  empy- 
ema that  required  drainage.  This  closed  in  ten 
days  at  which  time  it  was  found  that  his  nodes 
were  no  longer  evident  in  the  abdomen,  and  he  un- 
derwent left  colon  subcutaneous  bypass  to  the  cer- 
vical esophagus  and  lower  stomach  with  pyloro- 
plasty and  colocolostomy. 

Postoperatively  after  his  colon  bypass,  he  did 
well.  His  gastrostomy  tube  was  removed  on  his 
seventeenth  postoperative  day.  On  the  twenty- 
fourth  day  his  anastomosis  was  studied  with  bari- 
um and  found  to  have  no  mechanical  obstruction. 
He  did  experience  difficulty  with  his  swallowing 
which  was  complicated  by  the  persistent  broncho- 
pneumonia that  was  present  in  his  left  chest. 
This  gradually  worsened,  and  one  month  after  his 


bypass  he  aspirated  his  secretions  to  which  he  suc- 
cumbed. 

At  autopsy  it  was  noted  that  he  had  four  small 
areas  of  tumor  involvement  in  the  liver  that  had 
not  been  seen  at  exploration.  There  was  a tumor 
in  his  right  middle  lobe  that  also  could  not  be  dis- 
tinguished from  barium  at  thoracotomy.  He  also 
had  extensive  bronchopneumonia  from  the  re- 
tained barium  that  was  in  both  right  and  left 
lungs. 

This  patient  emphasizes  a few  points: 

1.  If  a fistula  is  suspected,  absorbable  dye  such  as 
propyliodone  (Dionosil)  should  be  used  first  to  pre- 
vent flooding  with  barium. 

2.  Immediate  upper  and  lower  esophageal  exteri- 
orization is  necessary. 

3.  Excisional  surgery  in  conjunction  with  radia- 
tion allows  removal  of  the  fistula  with  the  primary 
tumor  and  after  a suitable  interval,  bypass  will  estab- 
lish the  continuity  of  the  gastrointestinal  tract  to  per- 
mit swallowing. 

Case  3.  A twenty-two-year-old  Puerto  Rican 
girl  with  mediastinal  Hodgkin’s  disease  developed 
a tracheoesophageal  fistula  six  weeks  after  the 
1,500  rads  of  x-ray  therapy  and  one  and  one-half 
courses  of  MOPP  (1.5  cycles  of  combined  chemo- 
therapy using  nitrogen  mustard,  oncovin,  procar- 
bazine, and  prednisone)  therapy  three  years  ago. 
Two  previous  attempts  at  closure  of  the  fistula 
were  unsuccessful  at  another  hospital,  and  so  she 
was  admitted  for  a third  attempt.  She  appeared 
with  a feeding  gastrostomy  and  a tracheostomy 
with  an  intratracheal  balloon  cannula  that  served 
to  block  off  her  communication  and  allow  her  to 
take  fluids  by  mouth. 

This  patient  underwent  esophageal  division  and 
esophagostomy  in  the  left  neck  with  closure  of  dis- 
tal upper  esophagus  in  the  mediastinum  below  the 
fistula.  The  opening  in  the  trachea  was  then  su- 
tured and  reinforced  with  a free  flap  of  muscle  to 
fill  the  space  behind  the  trachea.  This  closed  the 
fistula  and  was  sufficiently  successful  to  allow  her 
to  undergo  a subcutaneous  left  colon  bypass  from 
the  cervical  esophagus  to  her  stomach.  This  was 
done  subcutaneously  rather  than  substernally  to 
avoid  the  radiated  mediastinum  and  previously  in- 
fected area.  The  patient  did  well  and  three 
months  later  required  duodenojejunostomy  since 
she  had  partially  blocked  off  the  fourth  portion  of 
the  duodenum  by  the  midcolic  pedicle.  The  pa- 
tient gained  weight  and  subsequently  suffered 
from  episodes  of  bronchitis  and  infections  until 
nine  months  later  when  she  was  noted  to  have  de- 
veloped a diverticulum  of  the  trachea  at  the  site  of 
her  fistula.  She  was  therefore  reexplored,  and  the 
fistula  that  had  been  reestablished  with  the  distal 
esophagus  was  reentered  and  removed.  Also,  a 
permanent  fasciomuscle  free  graft  taken  from  glu- 
teus medius  was  sutured  to  close  the  residual  fistu- 
la in  the  floor  of  the  membraneous  trachea.  This 
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was  performed  one  year  ago,  and  she  now  has  no 
further  trouble  from  either  her  previous  fistula, 
from  her  colon  bypass  that  is  functioning  satisfac- 
torily, or  from  her  Hodgkin’s  disease  that  con- 
tinues to  remain  quiescent  approximately  forty 
months  after  being  first  seen. 

Summary 

In  summary  it  is  to  be  stressed  that  the  develop- 
ment of  a fistulous  communication  between  the 
tracheobronchial  tree  and  the  esophagus  is  a major 
complication  and  needs  immediate  control.  This 
includes  a division  of  the  esophagus  in  the  neck 
above  the  fistula  and  closure  of  the  distal  upper 
esophagus  in  the  mediastinum  and  of  the  lower 
esophagus  at  the  esophagogastric  junction,  prefer- 
ably at  the  time  of  feeding  gastrostomy.  Subse- 
quent radiation  can  be  followed  by  resection  and 
bypass  if  indicated  by  the  status  of  the  patient’s 
disease. 

428  East  59th  Street 
New  York,  N.Y.  10019 

Discussion 

Dr.  Fell:  I enjoyed  Dr.  Lambert’s  report  and 
admire  his  technical  skill.  Under  the  best  circum- 
stances, carcinoma  of  the  esophagus  is  a terrible 
disease,  and  under  the  worst  circumstances,  name- 
ly fistula  or  perforation,  it  is  even  worse.  I am  a 
firm  believer  in  resection  and  esophagogastros- 
tomy  in  patients  who  do  not  have  liver  metastases 
or  the  complication  described  here.  When  these 
complications  are  present,  I feel  that  palliation  is 
best  afforded  by  prosthetic  intubation,  which  re- 
stores the  swallowing  mechanism  and  bridges  the 
fistula. 

The  following  4 patients  exhibit  prosthetic  intu- 
bation: the  first  had  tracheal  involvement  with 

impending  fistula,  the  second  had  perforation  into 
the  mediastinum  with  abscess  formation,  the  third 
had  an  H fistula  to  the  trachea,  and  the  fourth  had 
an  esophagopleurocutaneous  fistula. 

All  were  effectively  palliated  by  prosthetic  intu- 
bation. All  were  discharged  from  the  hospital  in  a 
week  to  ten  days.  The  survival  period  ranged 
from  three  to  five  months.  I have  intubated  12 
such  patients. 

Morally  and  economically,  I believe  we  are 
obliged  to  spare  these  totally  incurable  patients 
the  burden  of  spending  their  few  remaining 
months  migrating  from  the  intensive  care  unit  to 
the  operating  room  for  multiple  procedures  when 
they  can  be  palliated  by  a simpler  means. 

Edward  J.  Beattie,  Jr.,  M.D.,  New  York  City. 
We  reviewed  our  experiences  at  Memorial  Hospi- 
tal with  acquired  carcinomatous  esophagotracheal 
fistulas.  At  that  time  we  collected  106' patients. 
The  overwhelming  majority  had  cancer  of  the 
esophagus,  although  there  were  some  who  had  can- 
cer of  the  lung.  We  also  had  some  other  kinds  of 


tumors,  such  as  Hodgkin’s  disease.  In  the  early 
part  of  the  series  no  specific  treatment  was  used 
for  these  particular  patients.  We  found  that  a pa- 
tient with  tracheo-esophageal  fistula  who  was  un- 
treated died  within  one  month.  They  usually  died 
of  aspiration  pneumonia  and  died  rather  misera- 
bly. One  interesting  finding  by  Nael  Martini, 
M.D.,  was  that  when  these  cases  came  to  autopsy, 
50  per  cent  of  the  patients  had  disease  confined  to 
the  chest.  This  suggested  we  might  do  more  with 
better  salvage  than  we  had  heretofore. 

We  don’t  disagree  with  what  Dr.  Fell  said. 
However,  there  is  often  a poor  lumen  through  the 
tumor,  and  we  have  had  difficulty  getting  the  tube 
through.  We  tend  to  get  into  the  fistula  more  eas- 
ily than  we  get  into  the  distal  esophagus  so  that  we 
can  splint  the  opening.  We  would  agree  with  Dr. 
Lambert  that  if  you  cannot  use  the  tube  you  have 
to  defunctionalize  the  esophagus.  Unfortunately 
there  is  no  other  way  but  to  close  the  esophagus 
above  and  below  the  fistula  by  creating  a cervical 
esophagostomy  plus  gastrostomy. 

We  have  had  a few  patients  in  very  good  condi- 
tion in  whom  we  have  done  emergency  colon  by- 
passes. These  patients  were  home  in  a couple  of 
weeks.  We  have  had  3 patients  with  colon  bypass 
who  have  gone  for  one  year  or  more.  Unfortu- 
nately they  do  succumb  to  the  tumor  because  the 
tumor  is  bad.  We  have  also  had  1 patient  with  so 
much  disease  in  the  upper  abdomen  that  Dr.  Mar- 
tini couldn’t  get  the  colon  moved  behind  the  stom- 
ach. As  you  pointed  out  it  is  important  to  get  the 
loop  behind  the  stomach  since  otherwise  the  mid- 
dle colic  or  the  blood  supply  to  the  colon  can  ob- 
struct the  gastric  outlet.  You  probably  should  do 
a gastrojejunostomy  then.  This  patient  came  back 
some  months  later,  vomiting.  He  died  of  aspira- 
tion pneumonia,  with  a perfectly  normal  function- 
ing colon,  because  the  stomach  was  obstructed.  It’s 
discouraging  surgery  but  I admire  your  persis- 
tence, especially  in  that  third  patient. 

Dr.  Jaretzki:  In  general  I agree  with  Dr.  Fell;  I 
have  found  his  prosthesis  extremely  useful.  I 
think  most  of  us  have  had  problems  with  bleeding 
associated  with  it,  and  this  is  usually  a terminal 
event.  The  point  should  be  made,  however,  that 
there  are  different  types  of  patients,  and  each  type 
should  be  treated  differently.  The  third  patient 
that  Dr.  Lambert  presented  is  very  different  from 
the  type  we  are  talking  about  on  the  whole.  She  is 
a young  girl  with  Hodgkin’s  disease  who  has  a po- 
tentially curable  malignant  condition,  certainly  a 
low-grade  one.  An  indwelling  tube  is  not  appro- 
priate in  this  instance,  and  I agree  that  an  attempt 
at  reconstruction  along  the  lines  described  by  Dr. 
Lambert  is  entirely  appropriate.  Another  group, 
those  with  carcinoma  of  the  esophagus  and  tra- 
cheo-esophageal fistulas  who  are  good  risks  surgi- 
cally and  who  apparently  have  controlled  disease, 
should  also  be  considered  for  surgery  since  an  in- 
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dwelling  tube  may  shorten  an  otherwise  useful  life. 
The  majority  of  the  patients,  however,  by  the  time 
they  develop  tracheo-esophageal  fistulas  associ- 
ated with  carcinoma,  have  extensive  disease;  they 
are  done  a disservice  by  attempting  extensive  sur- 
gery. In  these  instances  we  should  do  something 
simple  that  allows  them  to  go  home  quickly  and  al- 
lows them  to  swallow  for  the  short  period  of  time 
they  have  to  live. 

Dr.  Sakurai:  I agree  with  Dr.  Fell’s  viewpoint. 
These  patients  with  malignant  tracheo-esophageal 
fistula  are  desparately  ill  and  have  a very  poor 
prognosis.  Also,  one  important  consideration  in 
the  management  of  this  type  of  patient  is  the  pa- 
tient’s social  and  economic  status.  Many  of  these 
patients  are  elderly  and  have  no  one  to  help  them 
take  care  of  their  tube  feedings,  changing  their 
dressings,  and  so  on.  At  the  Bronx  Veterans  Ad- 
ministration Hospital  we  have  more  than  half  a 
dozen  patients  with  malignant  tracheo-esophageal 
fistula  treated  with  esophageal  intubation.  Natu- 
rally the  outcome  of  these  patients  was  very  grave, 
but  they  have  immediate  relief  of  their  problem 
and  spend  reasonably  confortable  lives.  I would 
like  to  thank  the  Society  for  having  the  privilege  of 
discussing  this  interesting  report. 

Congenital  Esophageal 
Atresia  and 
Tracheo-Esophageal 
Fistula 

Fifteen-year  experience 


S.  FRANK  REDO,  M.D. 

New  York  City 

Attending  Surgeon,  New  York  Hospital 

Fifty-two  patients  with  esophageal  atresia  were 
encountered  at  the  New  York  Hospital-Cornell 
Medical  Center  from  1960  through  1974.  Thirty- 
two  were  males,  and  20  were  females;  50  were 
white,  and  2 were  black.  The  age  at  which  the  pa- 
tients were  seen  and  diagnosis  made  varied  from 
less  than  eight  hours  in  15  cases,  nine  to  twenty- 
four  hours  in  20  cases,  twenty-five  to  forty-eight 
hours  in  8 cases,  forty-nine  to  ninety-six  hours  in  4 
cases,  and  more  than  ninety-six  hours  in  5 cases. 
Forty-two  patients  had  C type  of  atresia,  5 the  A 
type,  4 the  E or  “H”  fistula,  and  1 the  D form. 


Dr.  Lambert:  In  relation  to  Dr.  Fell’s  remarks, 
I have  used  the  tube  in  an  occasional  patient  with 
cancer  of  the  esophagus  with  obstruction  who  is 
otherwise  inoperable.  I feel,  however,  that  there 
is  no  indication  for  its  use  in  handling  malignant 
tracheoesophageal  fistula.  The  establishment  of 
gastrointestinal  continuity  with  a tube  will  not 
prevent  surrounding  leakage  into  the  trachea  if  a 
fistula  is  already  present,  and  the  presence  of  a 
foreign  body  in  a malignant  esophagus  may  even 
lead  to  fistula  formation.  In  answer  to  Dr.  Jaret- 
sky,  it  is  important  before  undertaking  closure  of 
the  fistula  to  have  the  malignant  condition  con- 
trolled. In  this  respect  Hodgkin’s  disease,  which 
responds  more  readily  to  therapy,  may  differ  from 
carcinoma  of  the  esophagus,  but  the  principles  of 
treatment  are  the  same. 

To  reiterate,  these  include  division  and  exclu- 
sion of  the  esophagus  above  and  below  the  fistula 
with  cervical  esophagostomy  and  feeding  gastros- 
tomy as  a primary  procedure,  followed  by  radia- 
tion and  closure  of  the  tracheal  defect,  with  subse- 
quent colon  bypass  for  permanent  continuity  of 
the  gastrointestinal  tract. 

The  following  report  will  be  given  in  its  entire- 
ty■ 


Twenty-four  patients  had  pulmonary  complication 
as  revealed  on  initial  chest  x-ray  films.  In  25  the 
lung  fields  were  clear.  Three  died  before  any  ex- 
amination could  be  performed.  Fifteen,  or  30  per 
cent  of  the  patients  had  associated  cardiovascular 
anomalies  including  tetralogy  of  Fallot,  coarcta- 
tion of  aorta,  transposition  of  great  arteries,  hypo- 
plastic left  heart  syndrome,  patent  ductus  arterio- 
sus, atrioventricular  canal,  and  ventricular  septal 
defect.  Fifteen,  30  per  cent,  had  additional  gas- 
trointestinal anomalies  including  duodenal  atresia 
in  8,  annular  pancreas  in  1,  ileal  atresia  in  2,  and 
imperforate  anus  in  4.  Two  patients  had  both  du- 
odenal atresia  and  imperforate  anus.  Eight  in- 
fants had  severe  genitourinary  tract  anomalies  in- 
cluding ureteropelvic  obstruction,  horseshoe  kid- 
ney, bladder-neck  obstruction,  renal  hypoplasia, 
and  agenesis. 

Materials  and  Methods 

Twenty-two  patients  weighed  less  than  2,300 
Gm.,  15  of  these  less  than  2,000  Gm.  The  remain- 
ing 30  were  mature,  greater  than  2,300  Gm.  by 
weight.  Six  patients  died  before  any  surgery 
could  he  performed,  5 weighing  less  than  2,000 
Gm.,  2 of  severe  cardiovascular  anomalies,  2 of 
genitourinary  anomalies  (bilateral  renal  agenesis 
in  1,  unilateral  renal  agenesis  and  contralateral 
polycystic  kidney  in  1),  and  1 of  hyaline  membrane 
disease;  1 patient  weighing  2,800  Gm.  died  because 
of  erythroblastosis  fetalis  despite  2 exchange 
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transfusions.  Four  infants  weighing  less  than 
2,000  Gm.  the  smallest  weighing  1,100  Gm,  died 
two  to  three  days  after  a staging  procedure  was 
begun.  In  2 gastrostomy  alone  was  done;  the  re- 
maining 2 had  undergone  division  and  closure  of  a 
tracheoesophageal  fistula  as  well.  Two  of  these 
had  severe  cardiac  defects  that  led  to  their  demise, 
one  developed  a bleeding  diathesis,  and  the  last 
had  immature  kidneys.  Two  patients  died  fol- 
lowing definitive  repair,  an  infant  weighing  1,940 
Gm.  and  one  weighing  1,750  Gm.  The  former  had 
kernicterus  at  postmortem,  the  latter  multiple 
anomalies  including  cardiac,  genitourinary  tract, 
duodenal  atresia,  and  imperforate  anus. 

Results 

Thus  of  the  entire  group  of  52,  6 died  without 
surgery,  4 died  after  staging  was  begun,  and  2 died 
after  definitive  surgery,  a total  of  13  deaths,  or  25 
per  cent.  All  but  one  of  these,  12  infants,  weighed 
less  than  2,000  Gm.;  5 weighed  1,500  Gm.  or  less. 
Four  premature  infants  weighing  1,250,  2,000,  and 
1,600  Gm.  respectively  underwent  staged  correc- 
tion of  esophageal  atresia  and  survived.  Four  pa- 
tients with  type  A atresia  underwent  staged  cor- 
rection with  ultimate  colon  interposition  and  have 
done  well.  One  additional  patient  with  type  A 
atresia  underwent  lengthening  of  the  upper  pouch, 
the  Howard  technique,  and  definitive  reconstruc- 
tion; the  patient  is  well  but  required  postoperative 
esophageal  dilatation.  Four  infants  with  type  E, 
the  H fistula,  were  treated  successfully  using  a cer- 
vical incision  in  3 and  a transthoracic  approach  in 
1.  One  patient  with  type  D atresia  underwent 
successful  division  and  closure  of  the  fistulas  and 
definitive  reconstruction  and  has  done  well. 
Forty-two  patients  with  type  C atresia  had  defini- 
tive reconstruction,  with  2 deaths  as  indicated  ear- 
lier; 8 of  these  infants  were  vigorous  premature 
births  in  whom  it  was  felt  safe  to  proceed  with  im- 
mediate definitive  correction.  In  24  of  these 
babies  ancillary  or  precorrective  gastrostomy  was 
performed  because  of  existing  pulmonary  compli- 
cations. In  2 patients  gastrostomy  was  performed 
later  to  permit  retrograde  dilatations.  In  16  pa- 
tients gastrostomy  was  not  required.  Four  pa- 
tients developed  small  anastomotic  leaks  which 
were  recognized  and  treated  early.  All  survived 
but  developed  some  degree  of  esophageal  stricture 
at  the  site  of  anastomosis.  Twelve  additional  pa- 
tients, a total  of  16,  40  per  cent,  of  the  40  survivors 
of  definitive  repair,  including  the  staged  prema- 
ture infants,  required  esophageal  dilatation  in  the 
postoperative  period,  some  for  only  a few  months, 
others  for  as  long  as  three  years.  One  late  death 
occurred,  the  1,250-Gm.  premature  infant  who  un- 
derwent staged  correction  successfully.  At  the  age 
of  eight  and  one-half  months  he  was  discovered  to 
have  a Wilms’  tumor  which  was  resected.  Despite 
postoperative  treatment  with  radiation  and  che- 


motherapy, he  died  of  widespread  metastases  at 
age  ten  months.  His  esophageal  anastomosis  was 
well  healed  but  had  required  dilatations  due  to 
narrowing. 

Summary 

In  summary,  52  patients  with  esophageal  atresia 
have  been  encountered  at  New  York  Hospital-Cor- 
nell  Medical  Center  in  the  period  1960  to  1974. 
Six  of  these  died  before  surgery  could  be  done,  4 
premature  infants  died  during  staging  procedures, 
and  2 premature  births  died  after  definitive  cor- 
rection. This  constitutes  a total  of  12  deaths  or  a 
mortality  rate  of  25  per  cent  of  the  entire  group. 
If  nonoperative  deaths  are  excluded,  7 of  46  pa- 
tients died,  an  overall  surgical  mortality  rate  of  15 
per  gent.  Of  the  42  patients  who  underwent  de- 
finitive correction  there  were  2 deaths  and  1 late 
death,  a mortality  rate  of  3 of  42  or  7 per  cent. 
Thirty-nine  of  the  entire  group  of  52,  75  per  cent, 
are  alive  and  well  five  months  to  fifteen  years 
postoperatively.  These  results  suggest  that  in- 
fants with  esophageal  atresia  may  be  treated  surgi- 
cally with  a high  degree  of  success.  Survival  rates, 
excluding  those  infants  with  associated  severe 
anomalies  or  marked  prematurity,  should  exceed 
80  per  cent.  In  our  series  the  survival  rate  was  93 
per  cent  in  those  infants  able  to  undergo  definitive 
correction.  The  survival  rate  of  all  infants  with 
esophageal  atresia,  including  premature  infants 
and  those  with  serious  associated  anomalies  will 
probably  not  exceed  70  to  75  per  cent.  A planned, 
logical  method  of  management  will  help  to  achieve 
this  rate  of  success.  Treatment  must  be  individu- 
alized and  based  on  the  size  and  clinical  state  of 
the  infant,  the  type  of  atresia,  presence  or  absence 
of  pulmonary  complications  at  the  time  of  diagno- 
sis, and  the  associated  anomalies. 

525  East  68th  Street 
New  York,  N.Y.  10021 

Discussion 

Selden  Jerome  Dickinson,  M.D.,  New  York 
City.  I was  honored  to  be  asked  by  Dr.  Redo  to 
discuss  his  very  fine  presentation  of  his  experi- 
ences with  this  most  fascinating  of  pediatric  surgi- 
cal problems.  The  variety  of  the  anomalies  that 
he  sees  are  quite  comparable  to  figures  reported 
elsewhere.  It  was  said,  about  five  years  ago,  that 
the  overall  survival  rate  for  a full-term  baby  with- 
out another  major  anomaly  should  be  95  per  cent 
or  better,  and  so,  when  Dr.  Redo  presents  a 93  per 
cent  survival  rate  of  all  comers,  including  the  pre- 
mature infants  and  those  with  associated  anoma- 
lies, I think  it  is  quite  to  his  credit.  In  the  last  five 
years  the  outlook  for  the  premature  baby  with  a 
tracheo-esophageal  fistula  has  been  entirely  differ- 
ent because  we  have  acquired  new  techniques  such 
as  monitoring,  total  intravenous  feeding,  the  abili- 
ty to  stage  these  operations,  which  we  were  not 
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able  to  do  a few  years  ago,  the  development  of  spe- 
cial pediatric  intensive  care  units,  the  stretching 
procedure,  about  which  I will  say  more  later,  and 
the  development  of  special  suction  tubes  to  keep 
the  upper  pouch  empty.  Today,  no  2 pediatric 
surgeons  will  agree  on  handling  the  complex  prob- 
lems because  of  the  variety  of  methods  of  treat- 
ment. I was  pleased  to  hear  Dr.  Redo  advocate 
treating  these  babies  as  soon  as  the  diagnosis  is 
made.  I am  not  quite  that  enterprising;  I don’t 
think  I would  do  one  at  2:00  A.M.,  but  certainly  a 
baby  born  Friday  night  should  be  treated  Satur- 
day morning  and  not  wait,  as  some  centers  advo- 
cate, until  Monday.  I was  glad  to  see  that  he  per- 
forms gastrostomies  only  as  indicated.  I disagree 
with  recent  articles  advocating  routine  preopera- 
tive gastrostomies  under  local  anesthetic  to  pre- 
vent distention  during  induction  of  anesthesia. 
This  should  be  prevented  by  the  care  and  skill  of 
the  anesthesiologist.  I have  gone  back  to  the  re- 
tropleural  approach,  for  no  particular  reason  that  I 

Pregnancy  in  Women 
with  Prosthetic 
Heart  Valves 

GEORGE  R.  HOLSWADE,  M.D. 

New  York  City 

LUCIEN  ARDITI,  M.D.* 

New  York  City 

From  the  Surgical  Service,  New  York  Hospital 


At  The  New  York  Hospital-Cornell  Medical 
Center  4 patients  with  artificial  heart  valves  have 
had  5 successful  pregnancies.  One  patient  had  a 
Starr-Edwards  aortic  valve;  the  other  3 had  mitral 
prostheses:  Starr-Edwards,  DeBakey,  and  Cut- 

ter-Smelloff,  respectively.  The  patient  with  the 
DeBakey-disk  mitral  valve  received  no  anticoagu- 
lants during  her  2 pregnancies.  The  other  3 pa- 
tients all  received  warfarin  sodium  (Coumadin) 
throughout  their  pregnancies.  Although  warfarin 
sodium  has  been  suspected  of  being  a teratogenic 
agent,  all  5 infants  were  normal.  Eight  months 
postpartum  the  patient  with  the  Cutter-Smelloff 
mitral  valve  developed  partial  thrombosis  and 
subacute  bacterial  endocarditis  involving  her  pros- 
thesis and  required  replacement  with  a low-profile 
Beall  valve.  Consideration  should  be  given  to  the 
use  of  valves  not  requiring  anticoagulants  in 
women  of  child-bearing  ages. 

Discussion 

S.  Francis  Ryan,  M.D.,  New  York  City.  It  is  a 
well-known  fact  that  when  one  is  not  feeling  well, 

* By  invitation 


can  assign,  and  I agree  heartily  with  Dr.  Redo  that 
it  makes  no  difference.  I certainly  think  that  if 
you  are  having  any  kind  of  difficulty  finding  the 
structures,  or  even  getting  a good  anastomosis,  one 
should  abandon  a retropleural  approach.  Dr. 
Redo  did  not  mention  the  current  argument 
among  pediatric  surgeons  between  the  end-to-end 
Haight  type  anastomosis  and  the  end-to-side  Du- 
hamel  approach.  I myself  have  used  the  Duhamel 
approach  for  the  last  two  years  and  have  been 
quite  pleased  with  it.  Only  time  will  tell  about 
this.  Dr.  Redo,  I hope  you  won’t  be  too  disillus- 
ioned by  stretching  techniques.  I don’t  think  the 
colon  interposition  is  any  bed  of  roses  for  the  baby 
to  live  with  afterward,  whatever  the  baby  may 
have  to  go  through  during  the  stretching.  It  is 
also  useful  if  you  are  staging  for  some  other  reason 
to  stretch  the  upper  pouch  and  thereby  make  your 
final  anastomosis  that  much  more  secure.  I en- 
joyed the  report  very  much,  and  I thank  you  for 
the  privilege  of  discussing  it. 

the  libido  decreases;  even  the  proverbial  headache 
has  been  known  to  reduce  sexual  activity. 

Those  of  you  who  perform  cardiac,  renal,  or 
other  surgery  that  greatly  improves  the  health  of 
women  in  the  child-bearing  years,  must  be  aware 
that  she  will  test  your  art  by  a return  to  normal 
sexual  activity,  and  those  who  were  anovulatory 
because  of  the  underlying  disease  may  now  become 
fertile. 

It  is  therefore  the  responsibility  of  the  surgeon 
to  see  that  the  desirability  and  the  timing  of  the 
pregnancy  be  discussed  and  that  the  patient  re- 
ceive instruction  in  contraception  techniques. 

Dr.  Holswade  has  shown  some  of  the  congenital 
anomalies  produced  by  the  administration  of  cou- 
marin  (Dicumarol)  in  the  first  trimester  of  preg- 
nancy. He  has  also  shown  that  some  patients  do 
very  well  without  being  anticoagulated. 

Therefore  the  first  decision  in  the  management 
is  whether  or  not  to  anticoagulate.  If  it  is  decided 
that  the  patient  requires  anticoagulation  therapy, 
this  should  be  by  heparin  which  does  not  cross  the 
placenta.  Coumarin  may  be  introduced  for  the  sec- 
ond and  third  trimesters. 

Just  as  the  pregnancy  should  be  planned,  so 
should  the  delivery.  The  patient  should  be  admit- 
ted to  the  hospital  two  weeks  before  delivery.  She 
may  be  switched  from  warfarin  to  heparin  and 
begun  on  antibiotic  therapy.  When  the  fetus  is 
mature  and  the  cervix  ripe,  the  patient  should  be 
delivered  at  a time  when  a team  is  available  to  give 
optimum  care  to  both  mother  and  child.  The  sec- 
ond stage  of  labor  should  be  shortened  by  a low 
forceps  delivery. 

In  essence,  the  obstetric  management  is  to  plan 
both  conception  and  delivery  and  not  to  leave 
these  two  important  steps  to  the  whim  of  mother 
nature. 
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introducing 

B-complex  with  C 

an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 

New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 

Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 

DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  . GER-O-FOAM  • TESTAND-B 
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THE 

NATURAL 
WAY 


For  more  than  thirty  years 
PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

For  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 


PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 
PREMARIN  . . . naturally. 
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BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-Nalional  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause:  senile  vaginitis  and 
kraurosis  vulvac.  with  or  without  pruritus. 
"Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  arc  at  least 
5 years  postmenopausal:  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions: (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases.  and  this  usually  indicates  progression  of 
bone  mctastascs.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibrotnyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
pat ients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  I Iris  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed 
ing.  In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  est  ogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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We  have  long  been  convinced  that  the  analysis 
of  simple  statistical  information  is  insufficient  to 
draw  definite  conclusions  retrospectively  about 
the  anesthetic  care  rendered  in  this  country  during 
the  last  number  of  years.  Factors  other  than  nu- 
merical have  come  into  the  forefront  that  were  not 
being  taken  seriously  only  a few  years  ago. 

Therefore,  postanesthetic  evaluation  should 
bring  new  points  and  novel  ideas  to  make  a retro- 
spective evaluation  complete  and  worthwhile.  A 
study  of  conclusions  that  would  make  the  every- 
day practice  in  all  corners  of  this  country  of  ours 
quite  different  from  what  we  used  to  know  as  “cus- 
tomary practice  in  your  community”  is  justified. 

Before  I call  on  the  members  of  the  panel  to 
present  their  contributions,  I wish  to  express  my 
views  on  the  influence  of  proper  rapport  between 
consultant  and  anesthesiologist  in  an  effort  tc  de- 
crease the  possibility  of  malpractice  litigation. 

High-quality  health  care  is  the  right  of  every  cit- 
izen. He  is  also  entitled  to  have  it  delivered  to 
him  at  a cost  he  is  able  to  afford.  We  physicians, 
who  practice  with  the  utmost  care,  are  also  enti- 
tled to  do  it  free  of  the  ever-increasing  problem  of 
“malpractice,”  an  issue  that  has  just  reached  crisis 
proportions. 

Retrospective  evaluation  of  all  anesthetic  care 
should  therefore  be  extended  and  include  a deep 
and  thorough  examination  of  the  most  likely 

Presented  at  the  169th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Anes- 
thesiology, March  9,  1975. 


causes  of  litigation.  It  is  beyond  the  scope  of  this 
report  to  comment  on  all  possible  causes.  I would 
like  to  restrict  my  remarks  to  those  where  unre- 
solved divergence  in  the  opinions  of  a consultant, 
most  frequently  medical  or  cardiac,  and  that  of  the 
anesthesiologist  may  appear  on  the  chart  and  thus 
can,  in  some  cases,  contribute  to  the  initiation  of  a 
malpractice  suit. 

Divergent  findings  of  a consultant  and  yours 
have  to  be  resolved  before  embarking  on  the  ad- 
ministration of  anesthesia.  This  is  not  always 
easy.  In  elective  surgical  cases  there  is  time  to 
discuss  and  eliminate  the  problem.  The  solution 
becomes  much  harder  when  a patient  is  scheduled 
and  comes  to  the  operating  room  for  emergency 
surgery  at  a time  of  the  day  or  night  when  the  con- 
sultant is  unavailable. 

I would  like  to  make  my  point  with  2 case  re- 
ports. 

Case  reports 

Case  1.  A sixty-four-year-old  male  came  to  the 
operating  room  for  transurethral  resection  of  his 
prostate  gland.  He  was  known  to  be  hypertensive 
and  had  at  least  two  myocardial  infarctions.  He 
had  been  in  heart  failure  and  was  on  digitalis  and 
diuretics.  Because  of  intractable  angina  he  was 
given  200  mg.  propranolol  hydrochloride  daily. 
The  cardiologic  consultant’s  note  considered  the 
patient  an  acceptable  risk  and  recommended  spi- 
nal anesthesia.  At  the  time  of  the  patient’s  arrival 
at  the  operating  room  his  heart  rate  was  42  per 
minute.  The  electrocardiogram  taken  at  the  time 
showed  first-degree  heart  block  with  sinus  brady- 
cardia. I objected  to  the  recommendation  of  the 
consultant  as  to  choice  of  anesthesia  and  thought 
that  a heart  rate  of  42  per  minute  was  not  inducive 
to  start  an  elective  procedure.  Spinal  anesthesia 
might  have  aggravated  his  low  heart  rate  further. 
I requested  that  the  case  be  postponed,  the  car- 
diologic consultant  reevaluate  the  patient,  and  if 
agreeable  to  him,  cut  the  propanolol  hydrochloride 
to  a smaller  dose  and  leave  out  from  his  note  any 
suggestion  or  recommendation  as  to  the  type  of 
anesthesia.  We  all  agreed.  The  patient  came 
back  two  days  later  with  a heart  rate  of  70  per 
minute;  low  spinal  anesthesia  was  then  given,  and 
he  did  very  well. 

Case  2.  A seventy-four-year-old  female  came 
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for  emergency  surgery.  She  needed  an  explorato- 
ry laparotomy  in  the  middle  of  the  night  because 
of  suspected  perforation  of  a viscus  and  peritoni- 
tis. The  cardiologist  wrote  a note  stating  that  the 
patient  had  had  chronic  premature  ventricular 
contractions  that  were  resistant  to  lidocaine.  As 
her  heart  rate  at  the  time  of  the  consultation  a few 
hours  earlier  was  86  per  minute,  he  did  not  recom- 
mend any  treatment  and  saw  no  reason  why  the 
surgery  could  not  proceed.  For  good  measure  he 
also  added,  “there  should  be  no  problem.”  Prob- 
lems there  were  just  as  soon  as  she  arrived  in  the 
operating  room.  The  resident  assigned  to  the  case 
reported  that  the  patient  had  runs  of  premature 
ventricular  contractions  with  episodes  of  hypoten- 
sion, very  responsive  to  lidocaine.  One  incident  of 
ventricular  tachycardia  was  likewise  treated  suc- 
cessfully. This  time  her  heart  rate  was  150  to  160 
per  minute.  It  was  of  extreme  importance  to 
know  whether  or  not  this  patient  had  digitalis  tox- 
icity causing  the  arrhythmia.  In  the  absence  of  a 
good  history,  we  accepted  the  resident’s  notes  and 
started  lidocaine.  Since  the  chart  indicated  that 
the  patient  did  have  her  digitalis  on  the  day  of  the 
proposed  surgery,  we  attempted  to  control  her 
heart  rate  with  a small  dose  of  propanolol  hydro- 
chloride. The  heart  rate  came  down  after  the  sec- 
ond dose  of  0.25  mg.  of  propanolol  hydrochloride; 
surgery  commenced  and  was  uneventful.  Need- 
less to  say,  the  attending  surgeon  agreed  with  all 
the  decisions  and  was  willing  to  countersign  our 
notes  to  this  effect,  in  which  we  indicated  the 
changed  circumstances  and  the  reasons  for  our  de- 
cision. 

It  would  be  of  extreme  interest  to  see  if  there  are 
any  malpractice  suits  originating  from  cases  han- 
dled as  described  here. 

Comment 

There  are  several  ways  to  eliminate  litigation. 
A consultant  should  never  embark  on  recommend- 
ing or  even  suggesting  a certain  type  of  anesthesia. 
If  he  has  anything  in  his  mind,  he  should  commun- 
icate with  the  anesthesiologist  in  person  and  dis- 
cuss it  instead  of  writing  it  on  the  chart.  Even 
then,  a plan  agreed  to  by  all  physicians  concerned 
and  then  explained  to  the  patient  and/or  his  fami- 
ly should  be  conditional.  It  should  be  made  clear 
to  the  patient  or  to  his  guardian  that  we  have  to 


keep  our  options  open,  since  we  may  have  to 
change  our  plans  just  before  surgery  if  conditions 
at  the  time  of  induction  of  anesthesia  warrant  such 
a change. 

While  respecting  the  opinion  of  any  consultant, 
we  must  be  quick  in  making  our  point  so  that  he 
understands  the  difficulties  his  patient  might  face, 
were  we  to  follow  his  recommendation.  The  need 
for  altering  our  original  plan  may  come  up  most 
frequently  in  cardiac  and  pulmonary  pathologic 
conditions  related  or  unrelated  to  the  proposed 
surgery.  Conditions  may  change  suddenly  and 
without  warning. 

All  physicians  involved  in  a surgical  procedure 
must  realize  that  in  many  cases  it  is  the  anesthesi- 
ologist, taking  care  of  the  patient  in  the  operating 
room,  who  is  able  to  diagnose,  propose,  and  carry 
out  treatment  for  sudden  emergencies,  be  those 
cardiac,  pulmonary,  or  allergic  in  nature,  just  to 
name  a few.  He  is  the  best  trained  and  experi- 
enced among  those  in  the  operating  room  in  fluid 
and  electrolyte  balance  and  their  maintenance, 
and  he  is  in  the  best  position  to  judge  the  adequa- 
cy of  circulation,  ventilation,  and  acid-base  bal- 
ance. 

For  all  the  reasons  outlined  here,  the  anesthesi- 
ologist should  have  the  initiative,  after  proper  ex- 
planation to  the  surgeon  or  any  other  specialist 
connected  with  the  case.  He  should  state  the  rea- 
sons for  his  planned  actions  and  obtain,  if  possible, 
their  concurrence. 

Outside  of  the  operating  room,  in  the  recovery 
room,  in  the  intensive  care  unit,  or  on  the  floor, 
when  being  called  on  to  treat  a patient  or  render 
emergency  services,  the  principles  described  here 
should  also  stand. 

Data  collection,  including  medical-legal  consid- 
erations, may  very  well  bring  out  the  most  likely 
causes  for  litigation,  should  there  be  any  unre- 
solved differences  in  the  opinion  of  the  anesthesi- 
ologist and  any  other  consultant.  It  should  also 
show  whether  cooperation  and  joint  decisions 
would  significantly  decrease  causes  for  the  patient 
to  file  malpractice  suits. 

Having  completed  my  thoughts,  I will  now  call 
on  the  symposium  members  to  give  their  points  of 
view. 

369  Park  Avenue 
New  York,  N.Y.  10028 
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Continuing  medical  education  is  today’s  rallying 
cry  in  all  specialities.  We  in  anesthesia  consider 
this  nothing  new.  Several  years  ago,  the  anesthe- 
sia section  of  the  Nassau  Academy  of  Medicine 
recognized  this  fact  and  reawakened  a method  of 
continuing  education  that  had  been  hibernating 
for  several  years:  namely,  its  Morbidity  and  Mor- 
tality Committee.  As  the  specter  of  malpractice 
enlarged,  the  mortality  conference  became  less  ap- 
parent and  finally  disappeared.  Since  the  consen- 
sus of  the  Fellows  of  the  Academy  was  that  as  a re- 
trospective method  of  study,  it  had  proved  to  be 
invaluable  in  the  past,  we  decided  to  try  it  again. 
With  the  cooperation  of  the  county  coroner’s  office 
the  deaths  in  Nassau  County  for  the  previous  ten 
years  were  reviewed.  From  these  cases  were  sifted 
the  suspected  anesthetic  deaths.  Where  feasible 
the  anesthesiologist  was  interviewed  by  a member 
of  the  committee  and  the  case  reviewed.  Since  we 
were  looking  for  educational  material  and  not  to 
be  critical  or  punitive,  the  cooperation  for  the 
most  part  was  excellent.  In  this  way  we  compiled 
several  interesting  and  stimulating  cases.  Each 
case  was  presented  to  the  committee  by  the  mem- 
ber who  compiled  the  information.  At  that  time 
we  had  a miniconference  and  chose  2 or  3 cases  to 
present  at  the  regular  meeting.  Together  we 
changed  the  nonpertinent  data,  to  prevent  recog- 
nition, and  prepared  a list  of  questions  to  interject 
in  the  meeting  if  the  discussion  waned.  Our  pur- 
pose in  choosing  a case  was  to  create  a difference 
of  opinion  and  hold  the  interest  of  the  attending 
anesthesiologists.  The  vast  majority  of  the  prac- 
ticing anesthesiologists  in  Nassau  County  are  fee- 
for-service  clinicians.  They  enthusiastically  re- 
sponded to  this  type  of  presentation  even  though 
we  interjected  material  in  the  discussion  that  was 
esoteric  and  often  basic  physiology,  anatomy,  and 
pathology.  Our  experience  convinced  us  that  the 
success  of  such  a program  is  dependent  on  the 
amount  of  time  spent  on  picking  and  preparing  the 
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cases  for  discussion.  To  this  date  we  have  no  evi- 
dence of  litigation  occurring  in  response  to  a pre- 
sented case. 

Case  report 

This  was  the  first  and  emergency  admission  to 
this  hospital  of  a thirty-seven-year-old  female, 
gravida  7,  para  6 for  emergency  cesarean  section. 
The  patient  had  6 uneventful  full-term  pregnan- 
cies, following  which  she  developed  a severe  cysto- 
cele  and  underwent  an  anterior  repair  eighteen 
months  prior  to  this  admission.  When  she  be- 
came pregnant  again,  it  was  decided  to  do  a cesare- 
an section  and  tubal  ligation  to  preserve  the  repair 
and  prevent  further  pregnancies.  She  was  sched- 
uled for  elective  cesarean  section,  but  went  into 
labor  three  hours  prior  to  admission. 

The  prenatal  course  was  uneventful,  and  she 
had  last  ingested  solid  or  liquid  four  hours  prior  to 
admission.  Physical  examination  revealed  a 4- 
foot  10-inch  female,  weight  220  pounds,  apprehen- 
sive, pregnant,  two  weeks  prior  to  term.  The  com- 
plete blood  count  was  normal;  the  urine  examina- 
tion gave  negative  results.  Premedication  was 
pentobarbital  (Nembutal)  100  mg.  and  scopola- 
mine hydrobromide  0.4  mg.  intramuscularly  at 
9:30  A.M. 

A spinal  anesthetic  was  administered  at  10:20 
A.M.  with  tetracaine  (Pontocaine),  8 mg.  and  dex- 
trose 10  per  cent,  0.8  cc.,  administered  with  a num- 
ber 22  needle  introduced  between  the  fourth  and 
fifth  lumbar  vertebrae  in  lateral  decubitus  posi- 
tion. Blood  pressure  was  120/80  mm.  Hg,  pulse 
was  90,  and  respiration  was  22  prior  to  anesthesia. 

She  received  Ringer’s  lactate  with  5 per  cent 
glucose  intravenously  and  was  delivered  at  10:35 
A.M.  of  a living  female,  Apgar  9 in  one  minute  and 
Apgar  10  in  five  minutes.  At  this  point  she  had 
received  1,000  cc.  of  Ringer’s  solution  and  a second 
bottle  of  Ringer’s  solution  containing  1 ampule  of 
oxytocin  (Pitocin)  was  started.  At  10:41  A.M.  as 
the  placenta  was  being  delivered,  the  patient  said 
she  was  dizzy  and  had  a generalized  mild  convul- 
sion and  lost  consciousness  for  about  sixty  sec- 
onds. 

She  awakened  with  no  apparent  ill  effects  and 
had  no  change  in  pulse  or  blood  pressure.  She  re- 
mained awake,  saw  her  baby,  and  appeared  to  do 
well.  At  11:15  A.M.  while  the  dressing  was  being 
applied  she  again  became  dizzy,  convulsed,  lost 
consciousness,  and  became  apneic  in  about  thirty 
seconds. 

She  was  intubated  and  noted  to  have  no  pulse  or 
blood  pressure  in  the  next  thirty  seconds.  A car- 
diac arrest  was  called,  and  appropriate  procedures 
were  instituted.  She  was  pronounced  dead  thirty 
minutes  later. 

An  autopsy  revealed  a massive  pulmonary  em- 
bolus blocking  the  arterial  supply  to  both  lungs. 
There  was  no  evidence  of  any  emboli  to  the  brain 
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and  no  gross  evidence  of  abnormality  in  the  pelvis 
or  lower  extremities. 

Comment 

After  this  case  was  presented  the  discussion 
evolved  about  these  questions:  (1)  general  versus 
regional  anesthesia  in  emergency  cesarean  section; 
(2)  pulmonary  embolus,  its  diagnosis  and  treat- 
ment, and  embolectomy  teams  in  general  hospi- 
tals; (3)  pulmonary  physiology  and  pathophysiolo- 
gy of  the  small  and  large  embolic  phenomena;  and 
(4)  oxytocic  drugs,  their  use  with  or  without  vaso- 
pressors, and  complications  with  their  use. 

Retrospective 
Evaluation  of 
Anesthesia  Care 


MAXIMILIAN  SCHAPIRA,  M.D. 

The  Bronx,  New  York 

Director  of  Anesthesiology,  Montefiore-Morrisania  Affiliation,  and 
Associate  Professor  of  Anesthesiology,  Albert  Einstein  College  of 
Medicine 

Any  retrospective  evaluation  of  anesthesia  care 
has  to  take  into  consideration  the  men  and  women 
who  practice  anesthesia,  especially  the  M.D.  anes- 
thesiologists. 

As  you  know,  anesthesia  is  a relatively  new  spe- 
cialty. Up  to  the  nineteenth  century  alcohol  and 
opium  derivatives  were  used  to  reduce  the  pain 
during  surgery.  Speed  was  the  most  important 
asset  of  a surgeon.  In  the  early  part  of  the  nine- 
teenth century  Humphrey  Davy1  pointed  out  that 
nitrous  oxide  could  produce  a state  of  insensibility. 
In  1844  Horace  Wells,2  a dentist,  used  nitrous 
oxide  as  an  anesthetic  agent  for  tooth  extractions. 
In  1842  Crawford  W.  Long,  M.D.,3  a Georgia  phy- 
sician, used  ether  for  the  first  time  for  general  an- 
esthesia but  did  not  publicize  this  fact.  The  cred- 
it for  the  first  ether  administration  went  to  W.  T. 
G.  Morton,4  a dentist,  who  gave  ether  anesthesia 
to  a patient  at  the  Massachusetts  General  Hospi- 
tal, and  so  the  ether  dome  at  Massachusetts  Gen- 
eral Hospital  became  the  symbol  of  modern  anes- 
thesia. 

In  1847,  another  potent  anesthetic  agent,  chlo- 
roform, was  used  for  the  first  time  by  James  Y. 
Simpson,  M.D.,  of  England,5  and  for  the  rest  of  the 
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nineteenth  century  these  two  agents,  ether  and 
chloroform,  dominated  the  anesthetic  scene. 

However,  anesthesia  remained  a rather  neglect- 
ed specialty  until  I.  W.  Magill  and  E.  S.  Rowboth- 
am6  of  Great  Britain,  who  were  attached  to  plastic 
surgical  units  during  World  War  I,  introduced  en- 
dotracheal intubation  as  part  of  inhalation  anes- 
thesia. This  new  technique  made  head  and  neck 
surgery  much  safer.  Although  endotracheal  intu- 
bation presented  a definite  advance  in  anesthesia, 
its  full  value  became  evident  only  after  the  advent 
of  muscle  relaxants  in  1942  made  intubation  a rel- 
atively easy  and  atraumatic  procedure. 

During  World  War  II  demands  for  anesthesia 
had  increased  tremendously,  and  after  the  end  of 
the  war  many  physicians  who  had  been  exposed  to 
anesthesia  continued  with  the  practice  of  anesthe- 
sia and  contributed  to  the  development  of  present- 
day  anesthesia,  which  now  has  become  a highly 
scientific  and  sophisticated  specialty  with  a large 
margin  of  safety. 

This  rapid  development  of  anesthesia  has  en- 
abled surgical  specialties  such  as  chest  surgery, 
neurosurgery,  pediatric  surgery,  and  open-heart 
surgery  to  make  advances  in  their  own  fields  and 
to  reduce  mortality  rates  to  a point  believed  im- 
possible only  a few  years  ago.  Today’s  anesthesi- 
ologist is  a physician  who  is  not  merely  a clinical 
pharmacologist,  but  is  also  trained  to  be  a cardiol- 
ogist, pulmonary  physiologist,  and,  if  need  be,  the 
expert  in  cardiopulmonary  resuscitation  in  the  op- 
erating room. 

Many  of  today’s  anesthesiologists  have  gone  into 
anesthetic  subspecialties  and  concentrate  their  ef- 
forts in  anesthesia  for  neurosurgery,  cardiovascu- 
lar surgery,  pediatric  surgery,  or  obstetrics  and 
have  formed  societies  for  the  advancement  of  their 
subspecialties. 

Others  have  left  the  confines  of  the  operating 
room  and  participate  in  the  management  of  pa- 
tients in  the  intensive  care  unit  and  the  respira- 
tory care  unit.  Being  familiar  with  the  anatomy 
and  physiology  of  respiration  and  having  acquired 
a thorough  knowledge  in  the  management  of  un- 
conscious patients,  with  or  without  endotracheal 
intubation  and  the  use  of  mechanical  ventilators, 
many  have  become  medical  directors  of  intensive 
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care  units  and  respiratory  care  units.  Many  anes- 
thesiologists have  become  experts  in  the  manage- 
ment of  patients  with  acute  and  chronic  respira- 
tory obstructive  disease,  requiring  detailed  knowl- 
edge of  intubation  of  the  trachea  and  of  mechani- 
cal ventilators. 

The  following  case  report  demonstrates  the  kind 
of  expertise  today’s  anesthesiologist  frequently  has 
to  use  in  the  management  of  a patient  with  severe 
respiratory  obstructive  disease. 

Case  report 

A fifty-eight-year-old  Negro  male  was  admitted 
to  Morrisania  City  Hospital  on  June  30,  1967,  with 
the  diagnosis  of  severe  status  asthmaticus.  He 
had  been  admitted  to  Morrisania  City  Hospital  on 
4 previous  occasions  for  the  treatment  of  asthma. 

Physical  examination  revealed  a short,  stocky 
Negro  male  in  severe  respiratory  distress  with  a 
respiratory  rate  of  24  per  minute,  a pulse  rate  of 
110  per  minute,  blood  pressure  of  130/100  mm.Hg, 
and  a temperature  of  102°F. 

Examination  of  the  chest  showed  an  enlarge- 
ment of  the  anteroposterior  diameter,  bilaterally 
diminished  breath  sounds,  and  rhonchi  audible 
over  both  lungs.  The  hematocrit  on  the  day  of  ad- 
mission was  46,  the  white  blood  cell  count  was 
7,900  per  cubic  millimeter  with  5 per  cent  eosino- 
phils. The  serum  sodium  was  134,  potassium  4.3, 
and  chlorides  97  mEq.  per  liter.  The  carbon  diox- 
ide content  was  36  mM.  per  liter.  The  urine  was 
acid,  its  specific  gravity  was  1.012,  and  it  con- 
tained a trace  of  protein. 

Chest  roentgenograms  showed  the  lungs  to  be 
congested,  and  a mild  pleural  reaction  was  noted 
at  the  right  base,  blunting  the  right  costophrenic 
angle. 

The  electrocardiogram  findings  were  normal  ex- 
cept for  sinus  tachycardia.  A sputum  smear 
showed  gram-positive  diplococci,  many  white 
blood  cells,  and  a few  eosinophils.  Examination  of 
blood  gases  in  arterial  blood,  carried  out  shortly 
after  admission  at  2:00  P.M.,  showed  the  following: 
pH  7.3;  carbon  dioxide  pressure  75  mm.Hg;  a base 
excess  of  zero;  a standard  bicarbonate  of  24  mM 
per  liter;  oxygen  pressure  40  mm.Hg;  and  oxygen 
saturation  69  per  cent. 

Immediately  after  the  patient  was  admitted  to 
the  intensive  care  unit  treatment  was  begun  with 
intravenous  fluids  of  5 per  cent  glucose  in  0.2  per 
cent  normal  saline,  500  mg.  of  aminophylline,  and 
25  mg.  of  methylprednisolone  sodium  succinate 
(Solu-Medrol)  in  the  intravenous  solution  for  a pe- 
riod of  twenty-four  hours.  The  patient  was  placed 
on  a Bird  respirator  and  received  intermittent  pos- 
itive pressure  breathing  with  1:200  isoproterenol 
(Isuprel),  2 ml.  diluted  in  4 ml.  of  normal  saline 
every  two  hours.  For  sedation  the  patient  re- 
ceived 100  mg.  of  phenobarbital  intramuscularly 
twice  a day.  Sodium  ampicillin  2 Gm.  was  added 


to  the  intravenous  solution  every  six  hours  to  com- 
bat suspected  pneumonia  of  the  lower  lobe  of  the 
right  lung.  In  spite  of  this  intensive  treatment  the 
patient’s  condition  worsened,  and  only  minimal 
respiratory  exchange  could  be  noted  on  visual  in- 
spection of  the  chest  and  on  auscultation.  Exami- 
nation of  blood  gases,  taken  at  5:00  P.M.  showed 
the  following:  a pH  of  7.23;  carbon  dioxide  pres- 
sure 77  mm.Hg.;  a base  excess  of  zero;  standard  bi- 
carbonate 24  mM.  per  liter,  oxygen  pressure  49 
mm.Hg;  and  oxygen  saturation  76  per  cent.  The 
patient  was  cyanotic  and  extremely  restless.  A 
member  of  the  anesthesia  department  was  called 
into  consultation.  The  patient  was  manually  oxy- 
genated immediately  by  means  of  an  Ambu  resus- 
citator,  and  a cuffed  size  34  endotracheal  tube  was 
inserted  orally  into  the  trachea.  The  endotracheal 
tube  was  connected  to  a Mark  8 Bird  respirator. 
Assisted  respiration  was  then  carried  out  with  the 
Bird  respirator  set  at  an  inspiratory  end  pressure 
of  25  cm.  of  water.  To  facilitate  synchronization 
of  the  Bird  respirator  with  the  respirations  of  the 
patient,  50  mg.  of  meperidine  hydrochloride  every 
four  hours,  if  necessary,  was  ordered.  Within  the 
next  hour  the  patient’s  condition  improved.  He 
was  suctioned  at  frequent  intervals  for  short  peri- 
ods of  time.  Four  drops  of  2.25  per  cent  racemic 
epinephrine  in  50  drops  of  normal  saline  were 
placed  in  the  nebulizer  every  four  hours  to  reduce 
the  edema  of  the  tracheobronchial  tree  and  to  pro- 
duce vasoconstriction  of  the  bronchial  blood  ves- 
sels. Humidification  of  the  patient’s  tracheobron- 
chial tree  was  achieved  by  means  of  a normal  sa- 
line drip  which  was  connected  to  the  Bird  nebuliz- 
er by  means  of  a number  27  hypodermic  needle. 

Within  a few  hours  after  the  patient  was  intu- 
bated and  placed  on  the  Bird  respirator,  his  condi- 
tion improved  considerably.  By  the  next  day  he 
was  breathing  much  more  comfortably  and  was 
permitted  to  breathe  spontaneously  for  ten  to  fif- 
teen minutes  each  hour,  while  in  the  remainder  of 
the  hour  his  respirations  were  assisted  by  the  Bird 
respirator.  Three  days  after  admission,  the  pa- 
tient was  found  afebrile.  Examination  of  his  chest 
revealed  that  he  was  moving  air  well  on  spontane- 
ous respiration;  there  were  still  some  scattered  bi- 
lateral rhonchi  on  auscultation,  but  no  wheezing 
could  be  heard.  He  was  considered  well  enough  to 
have  the  endotracheal  tube  removed  and  to  have 
respirator  treatment  discontinued.  Treatment  of 
the  patient  with  methylprednisolone  and  ampicil- 
lin was  continued.  Examination  of  blood  gases  at 
this  time  showed  a pH  of  7.38,  carbon  dioxide 
pressure  35  mm.Hg,  oxygen  pressure  75  mm.Hg, 
standard  base  of  22  mM.  per  liter,  base  excess  of 
minus  3,  and  an  oxygen  saturation  of  88  volume 
per  cent.  The  patient  remained  in  the  hospital  a 
few  more  days  to  assure  complete  recovery  from 
his  episode  of  status  asthmaticus. 

Eleven  days  after  admission  roentgenographic 
examination  of  the  chest  revealed  heart  and  lungs 


2382  New  York  State  Journal  of  Medicine/ November  1975 


to  be  unremarkable,  and  examination  of  blood 
gases  presented  normal  findings.  All  medications 
were  discontinued  with  the  exception  of  cortico- 
steroids and  aminophylline  suppositories.  Shortly 
afterward,  the  patient  was  discharged  from  the 
hospital  in  good  condition  for  follow-up  in  the  out- 
patient department. 

1 1 1 East  210th  Street 
The  Bronx,  New  York  10467 
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There  is  no  doubt  that  most  of  us  can  take  just 
pride  in  our  anesthetic  skills.  Through  the  years 
of  experience,  we  have  become  proficient  in  plac- 
ing intravenous  apparatus,  inserting  endotracheal 
tubes,  and  performing  regional  blocks.  We  can 
ensure  rapid  and  pleasant  induction  of  anesthesia, 
good  operating  conditions,  quick  recovery  of  vital 
reflexes,  and  provide  safety  for  our  patients  and 
satisfaction  for  our  surgeons.  Let  us  never  under- 
estimate the  importance  of  good  technique  and 
clinical  judgment.  However,  we  have  to  admit 
that  many  of  our  skills  can  be  acquired  by  a good 
nurse,  or  a person  of  adequate  training  and  intelli- 
gence. The  real  test  comes  when  things  begin  to 
go  wrong,  such  as  when  we  are  faced  with  a criti- 
cally ill  patient  and  when  unusual  complications 
occur;  in  fact,  these  are  the  times  when  we  have  to 
depart  from  routine.  In  our  retrospective  evalua- 
tion of  anesthesia  care,  we  should  consider  not 
only  our  skill,  but  also  our  knowledge  as  physicians 
who  can  handle  this  type  of  patient. 

Recent  years  have  witnessed  a tremendous  in- 
crease in  medical  knowledge,  and  we  can  be  proud 
of  the  share  of  anesthesiology  in  this  advance. 
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Consequently  the  anesthesiologist  has  become  a 
respiratory  physiologist  and  a clinical  pharmacolo- 
gist. In  addition,  he  needs  a good  understanding 
of  circulatory,  renal,  metabolic,  neuro-,  and  endo- 
crine physiology.  He  needs  a good  background  in 
medicine,  surgery,  obstetrics,  and  pathology.  He 
works  with  surgeons  of  every  specialty,  obstetri- 
cians, cardiologists,  internists,  pediatricians,  radi- 
ologists, psychiatrists,  and  others.  He  sees  pa- 
tients in  their  rooms  pre-  and  postoperatively  and 
treats  them  in  the  operating  room,  obstetric  floor, 
recovery  room,  intensive  care  unit,  x-ray  depart- 
ment, cardiac  catheterization  laboratory,  and  pain 
clinic.  Whereas  the  anesthesiologist  cannot  be  ex- 
pected to  compete  with  all  other  specialists  in 
their  respective  fields,  he  still  needs  to  acquit  him- 
self as  a knowledgeable  physician  who  can  com- 
municate with  other  specialists  as  a true  specialist 
in  his  own  right. 

Let  us  consider  three  areas  where  the  anesthesi- 
ologist has  to  function  as  a physician. 

Preoperative  evaluation 

The  purpose  of  the  preoperative  visit  is  to  pre- 
pare the  anesthesiologist  for  the  patient  and  the 
patient  for  the  anesthetic. 

Emotional  preparation.  Preparation  includes 
adequate  explanation  of  the  proposed  anesthetic 
technique  and  suitable  reassurance;  it  forms  the 
basis  of  “informed  consent.”  It  is  important  that 
the  anesthesiologist  give  his  recommendation  with 
sufficient  authority.  I recall  one  patient  who  be- 
came quite  distressed  following  a resident’s  visit 
prior  to  elective  hemorrhoidectomy.  The  resident 
gave  him  the  choice  of  a spinal  or  a general  anes- 
thetic. The  patient  called  his  internist,  saying,  “I 
don’t  know  which  to  chose.  If  he  doesn’t  know 
which  is  better  how  can  I?”  On  the  other  hand,  if 
there  are  no  medical  reasons  to  the  contrary,  we 
should  respect  the  patient’s  strong  wishes  for  or 
against  a particular  technique. 

Medical  evaluation.  In  addition  to  the  stan- 
dard information  relating  to  the  patient’s  history, 
physical  findings,  blood  pressure,  hematocrit,  uri- 
nalysis, chest  x-ray,  electrocardiogram,  and  blood 
chemistry,  we  should  enquire  concerning  the  pa- 
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tient’s  height  and  weight,  exercise  tolerance,  past 
and  present  medications,  and  smoking  and  drink- 
ing habits.  We  should  look  at  the  teeth  and  jaw  in 
anticipation  of  a possible  difficult  intubation  and 
examine  any  area  where  regional  anesthesia  is  to 
be  performed.  We  should  also  be  alert  to  condi- 
tions which  might  suggest  that  the  patient  is  dia- 
betic or  that  he  might  have  had  recent  treatment 
with  corticosteroids.  It  is  good  to  enquire  con- 
cerning a patient’s  previous  anesthetic  experiences 
and  complications;  this  could  reveal  a drug  sensi- 
tivity such  as  succinylcholine  apnea.  Finally,  the 
importance  of  a good  comment  in  the  patient’s 
chart  cannot  be  overemphasized. 

Anesthetic  management 

If  the  science  of  anesthesia  is  physiology  and 
pharmacology,  then  the  art  of  anesthesia  is  skill, 
anticipation,  and  timing.  In  addition  to  giving  the 
anesthetic,  the  anesthesiologist  is  in  charge  of 
monitoring  and  thus  is  also  concerned  with  the 
electric  safety  of  the  patient.  Monitoring  may  in- 
clude auscultation,  electrocardiogram,  tempera- 
ture, and  where  indicated,  electroencephalogram, 
the  insertion  and  monitoring  of  central  venous  and 
arterial  lines,  arterial  blood  gases,  and  the  use  of  a 
peripheral  nerve  stimulator  for  the  assessment  of 
degree  of  neuromuscular  blockade  and  its  reversal. 

Fluid  management  during  surgery  should  be 
handled  by  the  anesthesiologist,  as  also  the  admin- 
istration of  diuretics,  catecholamines,  steroids,  and 
antiarrhythmic  agents  as  indicated.  This  is  not  to 
say  that  the  surgeon  or  the  internist  are  excluded 
from  such  decisions,  but  we  have  to  be  prepared  to 
initiate  treatment  where  indicated.  Ideally,  the 
surgeon  should  feel  free  to  concentrate  on  the  op- 
eration, restful  in  the  knowledge  that  the  anesthe- 
siologist is  taking  care  of  the  patient’s  condition. 
His  understanding  of  respiratory  and  circulatory 
physiology  and  the  interaction  of  the  effects  of  an- 
esthesia and  surgery  uniquely  fit  him  for  this  task. 


It  is  vital  that  the  anesthesia  chart  should  re- 
cord not  only  the  routine,  but  also  the  unusual  or 
even  adverse  features  of  an  anesthetic.  Another 
anesthesiologist,  faced  with  the  same  patient  on  a 
subsequent  occasion,  will  be  better  prepared  if  he 
knows  the  difficulties  that  were  encountered  pre- 
viously. 

Postoperative  management 

It  is  customary  for  the  anesthesiologist  to  con- 
tinue supervision  of  the  patient  in  the  recovery 
room,  where  he  is  responsible  for  respiratory  care, 
fluid  balance,  and  analgesic  medication.  It  is  his 
responsibility  to  determine  when  a patient  is  ready 
to  be  transferred  from  the  recovery  room  to  the 
floor.  A transfer  note  of  the  patient’s  condition  is 
written  in  the  patient’s  chart  or  the  anesthetic 
sheet  at  this  time.  The  patient  is  also  visited  a 
day  or  two  following  the  operation  to  discover  pos- 
sible complications  and  to  get  the  patient’s  ap- 
praisal of  his  anesthesia  experience.  Again,  a 
postoperative  note  should  be  left  in  the  chart  by 
the  anesthesiologist. 

Perhaps  the  anesthesiologist’s  greatest  opportu- 
nity as  a physician  is  in  the  field  of  intensive  care. 
Here  he  supervises  all  forms  of  respiratory  therapy 
and  management,  including  recently  introduced 
modalities  such  as  PEEP  (positive  end-expiratory 
pressure),  continuous  positive  airway  pressure, 
and  intermittent  mandatory  ventilation.  He  can 
function  in  a key  position  in  an  interdisciplinary 
unit,  dealing  together  with  other  specialists  with 
various  forms  of  respiratory  and  circulatory  insuf- 
ficiency; drug  intoxication;  hematologic,  renal, 
metabolic,  endocrine,  and  neurologic  problems; 
trauma,  burns,  and  sepsis;  and  the  postoperative 
care  of  cardiac,  vascular,  and  other  major  surgical 
procedures.  In  so  doing,  he  will  acquire  new 
knowledge  which  in  turn  will  make  him  more  use- 
ful and  more  respected  in  the  operating  room. 

Ill  East  210th  Street 
The  Bronx,  New  York  10467 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia) ; dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema.  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications:  Children  14  years  or  less, 
senile  patients,  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy:  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion, thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug ; 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy, exisfance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug.  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l.  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination, Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discon'. nue  drug 
Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia, nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis, fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme, 
Stevens-Johnson  syndrome,  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement. 

(B)98-  146-070-J  (10/71) 

For  complete  details , including  dosage,  please 
see  lull  prescribing  information. 
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Spinal  Cord 
Hypothermia 

Neurosurgical  management  of 
immediate  and  delayed 
post-traumatic  neurologic  sequelae 


The  technique  and  instrumentation  of  spinal  cord 
hypothermia  are  discussed.  Our  experience  in  the 
past  twelve  years  with  local  hypothermia  in  the 
neurosurgical  management  of  spinal  cord  traumat- 
ic injuries  with  acute  and  chronic  neurologic  se- 
quelae are  presented. 


taneously  in  the  epidural  spaces  after  a laminec- 
tomy. Postoperative  cooling  may  be  done,  if  nec- 
essary, for  long  periods  without  the  need  of  local  or 
general  anesthesia  simply  by  reconnecting  the  Hy- 
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A method  to  obtain  local  hypothermia  of  the  cen- 
tral nervous  system  by  extravascular  perfusion  of 
cold  solutions  has  been  used  since  1960  in  clinical 
neurosurgery.1,2  With  this  technique,  the  whole 
cord  or  a part  of  it  can  be  cooled.  Spinal  cord  hy- 
pothermia as  an  adjunct  to  the  treatment  of  acute 
and  delayed  post-traumatic  neurologic  sequelae 
will  be  presented. 

Method 

The  “Hypothermostat”  was  used  to  obtain  spi- 
nal cord  hypothermia  (Fig.  I).3  This  instrument 
has  the  following  parts: 

1.  A container  to  store  and  distribute  a cooling  liq- 
uid through  a tube  coil  system. 

2.  A perfusion  pump  to  circulate  the  liquid  at  a con- 
trolled speed  and  pressure  with  a flow  rate  of  from  25 
ml.  to  1,000  ml.  per  minute. 

3.  A refrigeration  compressor  pump  unit  that  main- 
tains the  temperature  of  the  circulating  liquid  at  prede- 
termined levels. 

4.  A push-button  switch  system  that  allows  auto- 
matic patient  monitoring  and  temperature  and  pressure 
control  of  the  perfusate  at  the  operative  field. 

Spinal  cord  hypothermia  is  accomplished  by 
bathing  preselected  segments  or  the  whole  spinal 
cord  with  circulating  cold  fluids  such  as  normal  sa- 
line, Ringer’s  solution,  cerebrospinal  fluid,  glycer- 
ol, lactate,  glucose  solutions,  and  so  forth  (Fig.  2). 
In  the  patients  to  be  discussed,  normal  saline  was 
perfused  only  through  the  subarachnoid  or  simul- 

Presented  at  the  169th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Neu- 
rosurgery, Sunday,  March  9,  1975. 


FIGURE  1.  Hypothermostat. 
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FIGURE  2.  (A)  Direct  local  spinal  cord  hypothermia  by  extravascular  subarachnoid  perfusion  of  cold  solution  at  level  of 

laminectomy.  (B)  Total  spinal  cord  hypothermia  obtained  by  perfusion  of  cold  solution  through  catheters  placed  in  sub- 
arachnoid spaces  cephalad  and  dorsal  to  laminectomy.2  3 


pothermostat  to  the  catheter  system  left  in  place 
at  the  time  of  surgery. 

Urea,  mannitol,  local,  general,  spinal,  or  hypo- 
tensive anesthesia,  and  moderate  systemic  hypo- 
thermia by  way  of  a cooling  mattress  are  compat- 
ible with  this  technique. 

The  following  selected  cases  will  illustrate  our 
experience  with  the  use  of  spinal  cord  hypother- 
mia in  the  management  of  post-traumatic  neuro- 
logic sequelae. 

Case  reports 

Case  1.  A forty-five-year-old  male  sustained  a com- 
minuted fracture  and  forward  dislocation  of  the  fourth 
and  fifth  thoracic  vertebrae  with  sudden  paraplegia  and 
a corresponding  sensory  level  of  anesthesia  following  a 
car  accident  on  September  4,  1961.  He  was  admitted  to 
the  neurosurgical  service  of  Flushing  Hospital  after  his 
accident.  A decompression  laminectomy  was  done  ap- 
proximately five  hours  after  the  injury.  The  dura  was 
not  opened.  Postoperative  epidural  cooling  was  done 
for  three  periods  of  forty-five  minutes  each  on  the  sec- 
ond, third,  and  fourth  postoperative  days.  No  anesthe- 
sia was  used,  and  there  was  full  cooperation  with  the  pa- 
tient during  the  procedure  which  was  carried  out  with 
the  usual  bedside  sterile  precautions.  There  were  no 
complications.  A complete  flaccid  paraplegia  has  per- 
sisted up  to  this  time,  about  fourteen  years  after  injury. 

This  case  was  the  first  one  in  which  we  attempt- 
ed to  treat  a traumatic  spinal  cord  injury  with 
local  hypothermia.  Since  then  cooling  periods 
have  been  maintained  for  longer  periods  of  time 
and  continuously  for  up  to  several  days  when  nec- 
essary. As  in  injuries  treated  with  standard  de- 
compression only,  the  dura  is  never  opened  when 
it  is  suspected  that  the  cord  is  under  pressure, 
macerated,  and  may  extrude  through  an  opened 
dura.  The  dura  does  not  interfere  with  the  trans- 


mission of  cold,  and  when  cold  fluids  are  perfused 
epidurally,  the  cord  is  cooled  with  only  a slight 
delay  as  compared  with  the  subarachnoid  tech- 
nique. 

Case  2.  A twenty-nine-year-old  male  was  admitted 
to  Flushing  Hospital  and  Medical  Center  after  he  fell 
down  an  elevator  shaft  on  January  6,  1964.  He  sus- 
tained a comminuted  compression  fracture  of  the  sev- 
enth and  eighth  dorsal  vertebrae  and  developed  an  al- 
most complete  paraplegia.  There  was  improvement  of 
motor  power  for  a few  hours  followed  by  progression  of 
paraplegia.  A decompression  laminectomy  on  January 
7,  1964,  with  combined  epidural  cooling  two  segments 
above  and  below  the  laminectomy  and  subarachnoid 
segmental  cooling  of  the  exposed  cord,  was  done  for  one 
hour.  There  was  an  uneventful  postoperative  course. 
Within  eight  weeks  the  patient  walked  with  the  help  of  a 
lumbosacral  brace  only  and  had  a normal  gait  without 
assistance  fourteen  weeks  after  the  laminectomy.  Nine 
months  after  his  injury,  about  six  months  after  normal 
ambulation,  and  over  a period  of  eight  weeks,  he  devel- 
oped almost  complete  paraplegia  with  urinary  retention 
and  constipation  but  no  sensory  level  of  hypoesthesia. 
A revision  of  the  previous  laminectomy  was  done  on  Oc- 
tober 11,  1964.  A large  epidural  granuloma  compressing 
the  cord  mainly  at  the  level  of  the  seventh  and  eighth 
intervertebral  space  was  removed.  Cephalad  to  the 
granuloma,  the  subdural  space  was  explored  through  a 
5-mm.  incision  in  the  dura,  and  arachnoiditis  with  a rich 
vascular  plexus  was  seen.  No  further  subdural  explora- 
tion was  done.  A thoracic  fusion  was  carried  out. 
There  was  no  immediate  postoperative  improvement  of 
motor  power.  A few  hours  after  the  fusion,  the  patient 
developed  spasticity,  bilateral  ankle  clonus,  knee  clonus, 
and  painful  involuntary  muscle  contractures  of  both 
lower  extremities.  Two  weeks  later  on  October  26, 
1964,  a reexploration  was  done,  and  the  dura  was  incised 
to  expose  the  cord.  The  dura  was  hypertrophic.  It 
compressed  the  cord,  reducing  its  width  to  about  20  per 
cent  of  normal  size  for  a length  of  about  3 cm.  Sub- 
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arachnoid  hypothermia  was  performed  over  the  exposed 
segments  and  cephalad  and  caudally  to  them  for  one 
hour.  The  dura  was  not  closed.  The  previous  thoracic 
fusion  was  not  interfered  with  and  was  left  untouched. 
The  remaining  surgical  incision  was  closed  in  layers. 
Immediately  after  the  patient  recovered  from  general 
anesthesia,  it  was  noted  that  the  painful  muscle  spasms 
were  no  longer  present  and  that  the  spasticity  and 
motor  power  of  both  lower  extremities  were  considera- 
bly improved.  A few  weeks  later,  on  December  22,  1964, 
the  patient  left  the  hospital  with  his  sphincter  control 
normal,  walking  with  a back  brace  for  support  and  the 
aid  of  a cane. 

The  patient’s  gait  continued  to  improve.  Six  months 
later  it  became  normal,  and  he  required  no  back  support 
or  other  assistance.  At  the  time  of  his  last  evaluation, 
five  and  one-half  years  later,  he  still  had  no  neurologic 
symptoms.  Two  years  ago  we  were  informed  verbally 
that  his  gait  was  still  normal. 

This  patient  presents  an  unusual  combination  of 
acute,  subacute,  and  delayed  neurologic  deficit  fol- 
lowing a traumatic  injury  to  the  spinal  cord  and  il- 
lustrates that  painful  muscle  spasms  can  be  re- 
lieved after  spinal  cord  cooling. 

Case  3.  An  eighteen-year-old  male  was  involved  in  a 
car  accident  in  May,  1965,  and  was  admitted  while  in 
coma  to  St.  Vincent’s  Hospital,  Connecticut,  where  he 
was  treated  for  shock  and  had  a tracheotomy.  The  pa- 
tient remained  in  coma  or  semicoma  for  about  four 
months  with  spastic  quadriplegia;  multiple  cerebral, 
brain-stem,  and  cervical  cord  contusion  lacerations;  and 
a fracture  of  the  right  tibia  and  femur.  Six  months 
after  his  accident  he  was  transferred  to  Columbia  Pres- 
byterian Medical  Center  in  New  York.  After  three 
weeks’  evaluation  he  was  sent  to  Gaylord  Hospital  in 
Connecticut.  In  November,  1965,  he  was  at  Yale  New 
Haven  Hospital  for  eight  weeks  and  had  a left  motor 
neurotomy  and  tenotomy  of  the  left  semimembranous 
and  semitendinous  muscles.  On  February  8,  1966,  he 
was  admitted  to  Massachusetts  General  Hospital  where 
it  was  noted  that  the  previous  tenotomies  were  unsuc- 
cessful. He  was  advised  to  have  a rhizotomy,  which  was 
refused,  and  he  was  then  transferred  to  Lenox  Hill  Hos- 
pital in  New  York. 

At  that  time  the  patient  continued  to  present  the 
original  spastic  quadriplegia.  Passive  extensions  of  all 
extremities  were  impossible  because  of  extreme  rigidity 
and  pain.  There  was  minimal  voluntary  extension  and 
flexion  of  the  right  lower  extremity  and  minimal  move- 
ments of  the  right  upper  extremity.  Perception  of 
touch  and  pain  was  unreliable.  He  had  a global  aphasia 
and  a left  facial  weakness.  The  left  palpebral  fissure 
was  smaller.  The  tenth  and  twelfth  cranial  nerves  were 
bilaterally  involved.  There  was  a bilateral  Babinski’s 
sign.  The  left  abdominal  reflexes  were  absent.  The 
tracheostomy  stump  was  open.  Both  trochanteric  re- 
gions presented  extensive  infected  decubiti.  A Foley 
catheter,  which  he  had  at  various  intervals  following  the 
original  injury,  was  removed  and  found  to  be  surround- 
ed by  purulent  material.  The  fractured  right  tibia  and 
femur  were  malunited,  deformed,  and  painful.  The  pa- 
tient was  completely  bedridden  and  a serious  nursing 
problem.  The  decubiti  ulcers  and  urinary  infection 
were  treated  and  the  tracheostomy  stoma  closed.  A la- 


minectomy of  the  seventh  cervical  to  first  thoracic  ver- 
tebrae was  performed  on  May  6,  1966,  followed  by  sub- 
arachnoid cooling  of  the  spinal  cord  with  fluid  tempera- 
tures of  7°  to  8°C.  perfused  for  forty-five  minutes.  In- 
tradural catheters  were  left  in  place  for  possible  postop- 
erative cooling.  They  were  removed  three  days  later  be- 
cause of  a superficial  local  infection  which  cultured 
Staphylococcus  aureus  and  gram-negative  rods.  A com- 
bination of  dimethoxyphenyl  penicillin  sodium  (Sta- 
phcillin),  sulfa,  and  erythromycin  controlled  the  infec- 
tion. A subcutaneous  tenotomy  was  done  on  June  1, 
1966,  high  on  the  left  thigh  to  further  improve  the  spas- 
tic flexion  adduction. 

Three  weeks  later  the  patient  was  able  to  sit  in  a 
chair,  and  the  spastic  paraplegia  was  much  improved. 
He  began  to  use  braces  and  stand  up.  His  right  upper 
extremity  improved  to  the  point  where  he  could  feed 
himself.  At  the  time  of  his  last  evaluation,  three  years 
later,  his  improvement  had  been  maintained. 

This  patient  demonstrates  the  effectiveness  of 
spinal  cord  hypothermia  even  when  traumatic  le- 
sions extend  to  posterior  fossa  and  supratentorial 
structures.  It  also  emphasizes  that  a multidisci- 
plinary approach,  including  orthopedic  proce- 
dures, may  be  necessary  to  obtain  better  results. 

Comment 

Hypothermia  as  a valuable  adjunct  to  the  treat- 
ment of  cerebral  lesions  has  been  well  established 
for  many  years.4  When  the  brain  is  cooled,  there 
is  a decrease  in  oxygen  consumption  and  subse- 
quent protection  against  anoxia  during  impaired 
or  arrested  circulation.5,6  Furthermore,  there  is  a 
decrease  in  brain  volume  and  cerebrospinal  fluid 
pressure.  Cerebral  edema  is  decreased  or  arrest- 
ed. Resistance  of  brain  tissue  to  traumatic  ma- 
nipulation and  surgical  trauma  are  markedly  in- 
creased, and  bleeding  is  easier  to  control.8  The 
freezing  temperatures  used  in  cryosurgery  are 
never  reached  in  hypothermia.  Consequently, 
complications  secondary  to  freezing  are  avoided.9 

Hypothermia  for  the  neurosurgical  management 
of  cerebral  lesions  has  been  obtained  by  cooling 
the  whole  body  with  cold  baths,10,11  cooling  mat- 
tresses,12 or  by  intra-arterial  perfusions  of  recircu- 
lating cold  blood.13  Ventricular  fibrillations  and 
cardiac  standstill  may  appear  at  90°F.,  or  about 
32°C.,  whereas  the  brain  may  reach  41°F.,  or  5°C., 
without  permanent  neurologic  complication.  This 
difference  in  tolerance  to  low  temperature  leaves  a 
large  margin  of  low  temperatures,  with  its  inherent 
benefits,  that  cannot  be  used  when  systemic  cool- 
ing is  done.  To  reach  low  temperature  in  a nor- 
mothermic  body,  cold  capsules  or  ice  have  been 
applied  directly  to  the  cerebral  hemisphere.4 
Also,  the  arterial  supply  to  the  brain  has  been 
cooled  by  intra-arterial  perfusion  of  cold  blood 
into  the  carotid  system.13  With  cold  applications, 
including  sporadic  irrigation  of  the  brain  surface 
with  cold  solutions,  only  a slow,  transitory,  uncon- 
trollable, moderate  hypothermia  of  too  small  an 
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area  can  be  obtained.  Intra-arterial  perfusions  to 
obtain  systemic  or  local  cerebral  cooling  require  an 
additional  major  surgical  procedure  and  increase 
morbidity  and  mortality  rates.14 

With  the  aim  of  avoiding  the  complications  of 
other  techniques  and  retaining  the  beneficial  ef- 
fects of  hypothermia,  a method  was  developed  to 
permit  cerebral  cooling  in  a normothermic  body  by 
extravascular  perfusion  of  cold  solutions.15 

By  the  early  1950s  we  had  already  noted  the  ab- 
sence of  experimental  or  clinical  studies  on  the 
clinical  potentialities  of  spinal  cord  hypothermia. 
It  appeared  that  hypothermia  should  have  similar 
effects  on  spinal  cord  nerve  tissue  as  on  the  brain 
and  therefore  be  useful  in  the  surgical  manage- 
ment of  lesions  affecting  the  spinal  cord.  With 
the  intention  of  attempting  to  confirm  this  hy- 
pothesis, and  since  no  observations  were  then 
available  on  studies  of  spinal  cord  cooling  leading 
to  possible  application  in  clinical  neurosurgery,  a 
method  to  obtain  local  hypothermia  of  the  spinal 
cord  or  a portion  of  the  cord  in  the  dog  was  first 
developed.  Even  after  several  hours  of  continuous 
hypothermia  at  10°  to  15°C.  with  this  technique, 
there  were  no  ill  effects.15 

To  determine  whether  or  not  this  method  could 
have  any  of  the  practical  applications  surmised, 
additional  experiments  were  undertaken.  Con- 
current with  cardiovascular  surgical  research,  ex- 
tensive studies  were  carried  out  on  the  dog  on  the 
effect  of  systemic  hypothermia  in  preventing  neu- 
rologic sequelae  following  spinal  cord  ischemia 
produced  by  clamping  the  thoracic  aorta.  Local 
hypothermia,  as  described,  provided  protection 
against  hind  leg  paralysis  in  the  dog  following  ex- 
perimental ischemia  and  was  more  effective  in 
doing  so  than  systemic  hypothermia.16  There  was 
also  protection  against  experimental  edema  and 
compression.  That  local  spinal  cord  cooling  on 
the  dog  is  feasible  and  safe  to  5°C.  was  demon- 
strated later  by  other  investigators.1718 

In  the  human  being  we  have  never  reached  spi- 
nal cord  temperatures  below  5°C.  or  41°F.,  and  in 
the  dog,  at  15°C.  or  5°F.  there  were  no  permanent 
neurologic  sequelae  noted.  This  presumably  indi- 
cates that  there  is  a wide  margin  of  safety  between 
the  hypothermic  levels  used  in  human  beings  and 
the  deeper  ones  in  the  dog,  if  it  is  assumed  that  the 
spinal  cord  in  both  species  have  a similar  function- 
al response  and  recovery  ability  to  the  same  tem- 
perature gradients. 

Local  hypothermia,  as  used  by  the  author,  does 
not  change  the  temperature  of  the  body  core  or 
surface.  Therefore,  cardiac  arrest  and  problems 
present  in  deep  systemic  hypothermia  have  not 
been  observed. 

Neurologic  sequelae  after  traumatic  lesions  of 
the  spinal  cord  are  often  secondary  to  ischemia, 
compression,19  and  edema.  Since  spinal  cord  hy- 
pothermia was  safe  in  the  dog  and  prevented  neu- 
rologic complications  following  experimental  isch- 


emia, compression,  and  edema,  it  appeared  to  be  a 
technique  deserving  clinical  application.  We  first 
used  such  method  at  the  time  of  a laminectomy 
and  postoperatively  in  the  treatment  of  traumatic 
injuries  of  the  spinal  cord  in  a paraplegic  patient, 
Case  1.  We  also  found  spinal  cord  cooling  to  be 
effective  in  certain  patients  with  chronic  traumatic 
paraplegia  when  some  of  their  spasticity  and  rigid- 
ity was  relieved,  as  in  Cases  2 and  3.  Such  allevia- 
tion of  spasticity  appears  to  bring  about  a motor 
capability  that  may  have  been  suppressed  by  mus- 
cle hypertonia.  Motor  improvement  can  result  in 
normal  ambulation,  as  in  Case  2,  after  almost  com- 
plete paraplegia. 

Other  workers  in  this  field  have  confirmed  that 
spinal  cord  hypothermia  is  feasible  and  useful  in 
clinical  management  of  acute  spinal  cord  trauma.20- 
22  To  our  knowledge,  no  observations  have  yet 
been  published  on  its  beneficial  effect  in  the  relief 
of  post-traumatic  neurologic  sequelae  of  long 
standing  such  as  spasticity  when  present  alone  or 
accompanied  by  pain,  as  in  Cases  2 and  3.  Some- 
time after  we  started  the  use  of  local  cooling  for 
clinical  traumatic  spinal  cord  lesion  problems,  ex- 
perimental studies  from  other  laboratories  were 
published  which  demonstrated  its  effectiveness  in 
arresting  the  development  of  severe  neurologic 
damage  due  to  spinal  cord  injury  when  instituted 
four  hours  after  trauma.23  It  appears  from  our  ex- 
perience that  the  time  mentioned  can  be  extended 
considerably,  since  neurologic  sequelae  developing 
days  and  months  after  trauma  have  been  treated 
successfully  with  local  spinal  cord  cooling  in  the 
human  being,  as  shown  in  Cases  2 and  3. 

It  is  open  to  question  whether  or  not  there  is  a 
rise  in  concentration  of  norepinephrine  and  con- 
comitant decrease  of  dopamine  after  trauma.24-26 
Therefore,  the  possibility  that  local  cooling  results 
in  a lower  concentration  of  norepinephrine  and 
subsequent  diminution  in  hemorrhagic  necrosis27 
awaits  further  confirmatory  studies. 

Muscle  rigidity  and  spasticity  appear  to  be  re- 
lieved by  spinal  cord  hypothermia  not  only  when 
present  after  trauma  but  also  in  cerebral  palsy,28 
multiple  sclerosis,29  and  cerebrovascular  insuffi- 
ciency.30,31 To  explain  this  phenomenon,  it  has 
been  assumed  that  low  temperatures  may  produce 
structural  changes  of  intraspinal  or  intradural  ex- 
tramedullary components  of  the  tonic  stretch  re- 
flex with  a subsequent  decrease  in  spasticity.  In 
this  manner  it  may  be  that  newly  formed  or  repro- 
grammed modulators  inhibit  or  suppress  excitato- 
ry activity  of  the  tonic  stretch  reflex.  Such  modu- 
lators or  excitation  pacemakers  might  be  located 
at  cellular,  fibrillar,  synaptic,  or  background,  as  in 
water  and  so  forth,  structures  and  possibly  act 
singly  or  in  any  combination.  Another  possibility 
is  that  posthypothermia  structural  changes  may 
result  in  a complete  or  partial  destruction  of  path- 
ways conducting  excitatory  stimuli  to  the  tonic 
stretch  reflex  with  subsequent  decrease  or  disap- 
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FIGURE  3.  Nonsurgical  technique  for  spinal  cord  hypo- 
thermia using  subarachnoid  and/or  epidural  catheters  with 
or  without  needles.  Above,  with  closed-circuit  recircula- 
tion; below,  nonrecirculated  perfused  fluid.1 


pearance  of  hypertonia. 

Regardless  of  what  further  experimental  and 
clinical  research  may  uncover  regarding  the  under- 
lying mechanisms  that  relieve  muscle  rigidity  and 
spasticity  after  spinal  cord  hypothermia,  it  has 
been  effective  in  relieving  both  upper  and  lower 
extremity  spasticity.  This  is  of  particular  impor- 
tance because  muscle  rigidity  and  spasticity  of  the 
upper  extremities,  regardless  of  cause,  is  a most 
challenging  and  too  often  insoluble  problem. 

There  was  disappearance  of  pain  following  spi- 
nal cord  hypothermia  in  Cases  2 and  3.  In  1965  a 
similar  result  was  noted  in  some  patients  with 
multiple  sclerosis.28  Such  observation  renewed 
our  past  interest  in  the  possibility  of  relieving  in- 
tractable pain  with  local  direct  spinal  cord  hypo- 
thermia. We  have  found  this  procedure  an  effec- 
tive treatment  for  the  type  of  pain  often  present  in 
arthritis  of  the  vertebral  column  with  radicular 
symptoms,  carcinomatosis,  arachnoiditis  following 
failed  disk  surgery,  and  so  forth.  In  some  in- 
stances, laminectomy  can  be  avoided  by  using  a 
simplified  nonsurgical  technique  to  cool  the  sub- 
arachnoid space  (Fig.  3).1  With  modifications  of 
this  method,  other  observers  have  noted  that  spi- 
nal cord  hypothermia  is  effective  in  the  treatment 
of  pain.32-35 

Relief  of  pain  by  spinal  cord  cooling  may  be  due 
to  a mechanism  similar  to  the  one  surmised  to  ex- 
plain the  relief  of  muscle  hypertonia,  when  cold 
acts  at  medullary  spine  sites  of  perception,  con- 
duction, or  neural  integrative  transmission  or  for- 
mation of  the  sensation  of  pain. 

Satisfactory  neurophysiologic  concepts  to  ex- 
plain these  phenomena  are  lacking.  However,  the 


clinical  results  are  undeniable,  and,  in  our  opinion, 
this  approach  should  be  available  in  the  neurosur- 
gical management  of  hypertonia  and  pain  compli- 
cating traumatic  paraplegia.  Its  use  should  be 
considered  prior  to  other  neurosurgical  techniques 
which  produce  irreversible  anatomic  changes  of 
the  brain,  spinal  cord,  peripheral  nerves,  muscles, 
or  tendons. 

As  past  reservations  about  the  concept  of  spinal 
cord  hypothermia  and  its  possible  clinical  applica- 
tions are  undergoing  reconsideration,  we  look  for- 
ward to  an  increasing  number  of  properly  con- 
trolled laboratory  and  clinical  observations  that 
will  confirm,  question,  or  deny35  some  of  the  pre- 
liminary observations  we  have  previously  reported. 
Based  on  our  experience  we  believe  that  spinal 
cord  cooling  will  gain  wider  acceptance  as  a practi- 
cal addition  to  modern  treatment  of  spinal  cord 
traumatic  injuries  to  relieve  recent,  late-devel- 
oping, and  chronic  neurologic  sequelae. 

Summary 

The  technique  and  instrumentation  to  obtain 
local  hypothermia  of  the  spinal  cord  by  extravas- 
cular  subarachnoid  or  epidural  perfusion  of  cold 
solutions  are  presented. 

The  usefulness  of  spinal  cord  hypothermia  in 
the  management  of  acute  and  delayed  post-trau- 
matic neurologic  sequelae  is  illustrated  and  dis- 
cussed. Experimental  observations  and  possible 
underlying  neurophysiologic  principles  are  briefly 
reviewed. 

108  East  81st  Street 
New  York,  N.Y.  10028 
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Clinical  Clues 

— Following  acute  myocardial  infarction,  cardiogenic 
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with  more  than  40  per  cent  of  the  left  ventricular 
mass  infarcted. 

— Pericardial  effusion  occurs  commonly  in  patients  with 
Dressler’s  syndrome  (postmyocardial  infarction  syn- 
drome), but  tamponade  is  unusual,  unless  anticoagu- 
lants are  being  administered  concomitantly. 

— A common  cause  for  failure  of  cardiopulmonary  re- 
suscitation is  systemic  acidosis.  Such  acidosis  can  be 
averted  by  the  administration  of  sodium  bicarbonate 
intravenously  in  doses  of  44  mEq.  every  ten  minutes. 

— Atrial  flutter  is  vaguely  defined  but  generally  refers  to 
a rate  of  280  to  320  beats  per  minute  and  a 2:1  atrio- 
ventricular conduction.  It  is  most  commonly  encoun- 
tered in  persons  over  forty  years  of  age  who  have  isch- 
emic heart  disease.  It  complicates  less  than  5 per 
cent  of  myocardial  infarctions  and  may  be  a complica- 
tion of  digitalis  toxicity  and  quinidine,  procainamide 
treatment,  and  pulmonary  embolism. 

— Papillary  muscle  rupture  occurs  secondary  to  acute 
myocardial  infarction  in  about  1 per  cent  of  patients 
and  may  result  in  some  degree  of  mitral  regurgitation. 
The  posterior  papillary  muscle  ruptures  more  often 
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than  the  anterior.  Rupture  of  a right  ventricular 
papillary  muscle  is  rare. 

— Chronic,  excessive  ingestion  of  vitamin  A may  stimu- 
late fibrogenesis  and  lead  to  a disorder  resembling  he- 
patic cirrhosis.  Any  patient  with  chronic  liver  disease 
of  unknown  cause  thus  should  be  checked  for  possible 
hypervitaminosis  A (New  England  J.  Med.  291:  435 
(Aug.  29)  1974). 

— Hypersegmented  neutrophils  in  the  absence  of  eryth- 
roid  macrocytosis  occurs  often  enough  in  patients 
with  folate  or  vitamin  B12  deficiencies  or  with  uremia 
to  warrant  careful  screening  for  neutrophilic  hyper- 
segmentation in  the  blood.  Cytotoxic  drugs  can  also 
produce  hypersegmentation. 

— The  kinky  hair  syndrome  is  a neurodegenerative  dis- 
ease that  affects  males  and  is  thought  to  be  sex-linked 
and  recessive  in  inheritance.  Copper  deficiency 
seems  to  be  responsible  for  all  the  disease’s  main  fea- 
tures. The  hair  of  these  patients  is  stubby,  coarse, 
scanty,  and  ivory  white.  Radiologic  findings  include 
symmetrical  metaphyseal  spurring  and  diaphyseal 
periosteal  reaction  of  the  long  bones.  Anterior  rib 
flaring,  a malformed  cerebral  arterial  system,  and 
subdural  effusion  also  are  found. 
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QUESTION  185.  What  is  the  diagnosis?  The  patient  was  a twenty-nine-year-old  woman  with  a history  of  repeated 
episodes  of  fainting  usually  occurring  following  strenous  exertion.  Her  son,  age  nine,  had  similar  symptoms. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  185.  The  electrocardiogram  shows 
unique  Q-T  prolongation  with  the  Q-T  measuring 
0.62  second.  The  bizarre  prolongation  was  vari- 
able in  this  patient,  and  at  times  the  Q-T  appeared 
almost  normal.  Such  marked  changes  in  the  Q-T 
interval  occurring  in  a patient  with  syncopal  sei- 
zures has  been  termed  the  syndrome  of  the  pro- 
longed Q-T  interval  and  has  often  terminated  fa- 
tally due  to  ventricular  fibrillation.  Attempts  at 
control  with  medications  such  as  diphenylhydan- 
toin  (Dilantin)  or  propranolol  hydrochloride  have 


been  of  variable  value.  There  have  been  reports 
of  patients  successfully  treated  with  cervical  sym- 
pathectomy. The  syndrome  is  often  accompanied 
by  deafness  and  is  heritable. 

Question  186.  P waves  are  present  at  a rate  of 
155  per  minute  and  are  regular.  A P wave  pre- 
cedes the  first  QRS  with  a P-R  interval  of  0.16  sec- 
ond. The  second  P wave  is  blocked.  The  third  P 
wave  is  conducted  with  a P-R  interval  of  0.16  sec- 
ond. The  fourth  P wave  is  conducted  with  a P-R 
interval  of  0.26  second.  The  fifth  P wave  is 
blocked.  The  process  is  then  repeated.  This  is 
second-degree  heart  block,  Mobitz  type  I (Wenck- 
ebach periods),  with  2:1  alternating  with  3:2  atrio- 
ventricular block.  The  atrial  mechanism  is  proba- 
bly atrial  tachycardia. 


“I’m  concerned  about  the  doctor.  He’s  been  complaining  about  something  being  wrong  with  him  but  I can’t  get  him  to  go  see  a lawyer 

about  a will.” 
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and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE 


Trademark 
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FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly. check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutelv  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fe^al  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  'Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 
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Jaundice  and 
Splenomegaly 

Case  history 

Patrick  J.  Bryan,  M.D.,  B.C.H.,  F.R.C.R.*:  A 

sixty-six-year-old  white  female  presented  a history 
of  abdominal  pain  for  two  and  one-half  years  and  a 
40-pound  weight  loss,  20  pounds  of  which  she  had 
lost  in  the  previous  two  months.  She  also  com- 
plained of  malaise,  jaundice,  pruritus,  and  of  pass- 
ing loose,  pale,  foul-smelling  stools. 

Physical  examination  revealed  a wasted  appear- 
ance and  moderately  deep  jaundice.  Hepatome- 
galy and  a left  upper-quadrant  mass  were  present. 
Pertinent  laboratory  findings  included  an  alkaline 
phosphatase  of  83  King-Armstrong  units,  a serum 
glutamic  oxaloacetic  transaminase  of  138,  and  a 
total  serum  bilirubin  of  21.6  mg.  per  100  ml.  Pan- 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 


creatic  disease  was  suspected,  and  an  abdominal 
sonogram  was  performed,  followed  by  an  upper 
gastrointestinal  series  and  an  endoscopic  retro- 
grade cholangiogram. 

John  P.  Marangola,  M.D.b  With  the  history 
of  jaundice  and  a palpable  abdominal  mass,  one 
thought  would  be  a neoplasm  obstructing  the  bil- 
iary tree.  The  common  bile  duct  is  a frequent  site 
of  obstruction  and  is  often  associated  with  a dilat- 
ed gallbladder.  A sonogram  of  the  abdomen 
would  be  most  helpful  in  evaluating  gallbladder 
size  and  determining  whether  a mass  in  the  pan- 
creas is  the  cause  of  the  obstruction. 

Two  cross-sectional  images  of  the  abdomen 
from  the  sonogram  show  the  spleen  to  be  markedly 
enlarged.  In  the  first  section,  the  left  lobe  of  the 
liver  is  quite  large,  and  there  is  a very  strong  echo 
from  the  region  of  the  bifurcation  of  the  intrahe- 
patic  biliary  ducts  and  portal  vein  (Fig.  1A).  The 
second  section,  at  a higher  level,  shows  two  dilated 
fluid-containing  channels  within  the  liver  (Fig. 
IB).  These  could  be  large  portal  venous  radicles 
or  enlarged  biliary  ducts. 

+ Assistant  Professor,  Department  of  Radiology. 


FIGURE  1.  (A)  Transverse  sonogram  at  4 cm.  below  level  of  xiphisternum.  Spleen  grossly  enlarged.  Left  lobe  of  liver 

also  enlarged.  Echo-producing  mass  (arrows)  seen  in  region  of  porta  hepatis.  (B)  Transverse  sonogram  at  slightly  higher 
level  than  (A).  Distended  bile  duct  seen  as  echo-free  structure  (arrows)  in  left  lobe  of  liver.  (L  = liver;  Sp  = spleen;  V = 
vertebra;  a = aorta;  vc  = inferior  vena  cava). 
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FIGURE  2.  An  upper  gastrointestinal  series  shows  extrin- 
sic mass  effect  on  stomach  by  both  enlarged  left  lobe  of 
liver  and  spleen. 


Further  serial  scans  show  that  the  gallbladder  is 
not  enlarged,  and  there  is  no  apparent  enlarge- 
ment of  the  pancreas  or  common  bile  duct.  The 
etiology  for  the  obstructive  jaundice  must  then  be 
intrahepatic  obstruction  of  the  biliary  system. 
The  strong  echoes  in  the  region  of  the  bifurcation 
of  the  biliary  ducts  could  represent  a primary  he- 
patic neoplasm  or  a metastatic  tumor  to  the  liver 
obstructing  the  biliary  system  at  this  level. 

The  radiograph  of  the  abdomen  with  barium  in 
the  stomach  and  proximal  small  bowel  demon- 
strates extrinsic  compression  on  the  stomach  by 
the  large  left  lobe  of  the  liver  and  an  enlarged 
spleen  (Fig.  2).  The  mucosal  pattern  of  the  stom- 
ach and  duodenum  are  normal. 

Radiographs  made  following  retrograde  cannu- 
lation  of  the  common  bile  duct  show  severe  nar- 
rowing of  the  bile  ducts  at  the  junction  of  the  right 
and  left  main  hepatic  branches  (Fig.  3).  The  loca- 
tion of  the  high-grade  obstruction  of  the  bile  ducts 
suggests  two  possibilities. 

One  is  sclerosing  cholangitis,  an  inflammatory 
condition  of  the  bile  ducts  which  frequently  nar- 
rows the  ducts  and  causes  obstruction  of  one  or 
more  biliary  radicles.  The  second  possibility,  cho- 
langiocarcinoma,  can  give  an  identical  radiograph- 
ic picture  of  focal  narrowing  or  obstruction  of  the 
biliary  system.  The  bifurcation  of  the  biliary 
ducts  is  a very  common  site  for  cholangiocarcino- 
ma,  and  on  that  basis  I would  favor  that  diagnosis. 
How  splenomegaly  fits  in  with  either  one  of  these 
diagnoses  is  not  clear.  Possibly  the  portal  venous 
radicles  could  be  obstructed  by  the  inflammatory 


FIGURE  3.  (A)  Delayed  film  in  anteroposterior' projection  following  endoscopic  retrograde  cholangiography.  Marked  nar- 

rowing (arrow)  of  left  hepatic  duct  at  junction  with  common  hepatic  duct,  with  proximal  dilatation  of  left  hepatic  duct  due  to 
obstruction.  (B)  Lateral  projection  of  same  study,  also  showing  tapered  narrowing  (arrow)  of  left  hepatic  and  common  he- 
patic ducts. 
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FIGURE  4.  (A)  Photomicrograph  of  lymph  node  showing  well-formed  glandular  elements  lined  by  well-differentiated  high 

cuboidal  to  columnar  epithelium.  (B)  Photomicrograph  of  liver  demonstrating  central  vein  of  lobule  with  two  large  bile 
plugs  seen  just  below  central  vein.  Cellular  exudate  not  prominent  in  this  field.  (Hematoxylin  and  Eosin  Stain,  original 
magnification  X 190). 


or  neoplastic  process  involving  the  bile  ducts  caus- 
ing passive  congestion  of  the  spleen. 

Another  possibility  to  link  the  splenomegaly 
with  the  bile-duct  obstruction  would  be  that  of 
neoplastic  involvement  of  the  spleen  with  a metas- 
tasis to  the  biliary  bifurcation.  I would  expect 
that  lymphomatous  enlargement  of  the  spleen 
with  a metastasis  to  the  liver  could  give  a similar 
radiographic  appearance. 

In  summary,  there  is  an  obstruction  of  the  bil- 
iary tree  at  the  bifurcation  of  the  biliary  ducts  and 
massive  splenomegaly. 

Dr.  Marangola’s  diagnoses 

1.  Cholangiocarcinoma  with  splenomegaly 
due  to  passive  congestion 

2.  Sclerosing  cholangitis  with  splenomegaly 
due  to  passive  congestion 

3.  Lymphoma  with  metastasis  to  the  liver  ob- 
structing the  biliary  system 

Dr.  Bryan:  The  patient  was  brought  to  surgery, 
and  the  presence  of  a tumor  involving  the  bifurca- 
tion of  the  common  hepatic  duct  was  confirmed. 
This  was  biopsied,  as  were  enlarged  lymph  nodes 
present  in  the  porta  hepatis  and  omentum.  A 
liver  biopsy  was  also  obtained. 

A cholecystectomy  was  carried  out,  and  a T tube 
was  inserted  to  effect  drainage  of  bile  across  the 
tumor. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  Several  surgical 

specimens  were  submitted  for  pathologic  study  in 
this  case,  including  gallbladder,  lymph  nodes,  an 
omental  nodule,  and  liver  biopsy.  Pertinent  ob- 
servations on  the  gross  specimens  included  nodes 
which  were  firm  in  consistency  and  had  a gray- 

* Associate  Professor.  Department  of  Pathology. 


white  appearance  on  cut  section,  liver  biopsy  with 
a mottled  green  and  tan  color,  and  a firm  serosal 
nodule  situated  near  the  cystic  duct. 

Microscopic  examination  of  sections  taken  from 
these  specimens  reveal  metastatic  well-differen- 
tiated adenocarcinoma  in  the  lymph  nodes,  omen- 
tum, and  a gallbladder  nodule  which  turned  out  to 
be  a lymph  node  replaced  by  metastatic  carcinoma 
(Fig.  4A).  The  liver  biopsy  exhibited  obstructive 
cholestasis  with  a mixed  acute  and  chronic  peri- 
portal cellular  exudate  and  early  portal  fibrosis 
(Fig.  4B). 

The  pattern  of  these  findings  in  the  liver  was 
consistent  with  early  biliary  cirrhosis.  The  histo- 
logic appearance  of  the  adenocarcinoma  is  most 
compatible  with  a primary  lesion  arising  in  the 
hepatobiliary  tree  or  the  pancreas.  It  is  impossi- 
ble to  differentiate  the  exact  origin  of  these  tumors 
on  a histologic  basis,  and  their  spread  is  usually  so 
diffuse  in  the  area  of  the  extrahepatic  ducts  and 
proximal  pancreas  that  one  cannot  determine  the 
actual  site  of  origin. 

The  diagnosis  in  this  case  is  metastatic  well-dif- 
ferentiated adenocarcinoma  consistent  with  bile 
duct  origin  associated  with  jaundice  and  obstruc- 
tive cholestasis  in  the  liver. 

Comment 

Dr.  Bryan:  Techniques  for  investigating  ob- 

structive jaundice  have  improved  greatly  in  recent 
years.  Ultrasound  has  become  a valuable  tool  in 
this  area  with  the  development  of  gray-scale 
equipment,  and  we  can  now  appreciate  intrahepat- 
ic  structures  such  as  bile  ducts  and  portal  vein 
radicles  which  we  could  not  evaluate  with  conven- 
tional bistable  equipment.1-3  In  a bistable  display 
every  echo  is  recorded  as  a dot  of  equal  brightness. 
With  gray-scale  display,  echoes  of  differing 
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strengths  are  recorded  as  varying  shades  of  gray. 
The  latter  enables  a much  wider  range  of  echo 
strengths  to  be  displayed  simultaneously. 

Since  ultrasonography  does  not  depend  on  liver 
function,  it  is  extremely  useful  in  the  jaundiced 
patient  in  determining  whether  or  not  there  is  di- 
latation of  the  bile  ducts  and/or  gallbladder.  It 
can  also  detect  a pancreatic  mass  such  as  carcino- 
ma or  chronic  pancreatitis  should  this  be  the  cause 
of  the  jaundice.  In  the  case  of  lymphomatous 
nodes  in  the  porta  hepatis  compressing  the  gall- 
bladder, coexisting  para-aortic  nodes  and/or  sple- 
nomegaly can  usually  be  seen. 

In  this  case  ultrasound  was  very  valuable;  it 
showed  the  level  of  obstruction  to  be  above  the  ori- 
gin of  the  cystic  duct  since  the  gallbladder  was  not 
distended  and  in  fact  showed  the  actual  obstruct- 
ing lesion  in  the  porta  hepatis.  Ultrasonic  exami- 
nation is  simple,  nontraumatic,  and  does  not  in- 
volve any  discomfort  to  the  patient.  It  should  be 
the  first  investigation  of  choice  in  the  evaluation  of 
the  jaundiced  patient. 

Endoscopic  retrograde  pancreaticocholangiogra- 
phy  is  an  exciting  new  addition  to  our  diagnostic 
armamentarium.  Successful  cannulation  of  the 
common  bile  duct  or  pancreatic  duct  has  been  re- 
ported in  as  high  as  96  per  cent  of  cases,  but  this 
very  high  degree  of  proficiency  in  the  technique 
requires  considerable  experience,  and  a success 
rate  of  about  80  per  cent  is  probably  more  typical.4- 
6 It  is  a rather  time-consuming  procedure  but  is 
the  method  of  choice  for  direct  visualization  of  the 
bile  ducts  in  the  jaundiced  patient.  It  avoids  the 
hazard  of  bile  peritonitis  which  occasionally  occurs 
following  percutaneous  transhepatic  cholangiogra- 
phy.7-8 

The  coming  of  computed  axial  tomography  may 
well  prove  to  be  the  biggest  advance  of  all  in  the 
diagnosis  of  the  jaundiced  patient. 

Cholangiocarcinoma  is  a difficult  diagnosis  to 
make,  and  2 separate  series  report  incorrect  diag- 
noses at  operation  in  5 out  of  8 cases  and  8 out  of 
11  cases  respectively.8-9  The  most  frequent  misdi- 
agnosis in  those  series  was  sclerosing  cholangitis 


which  can  give  a similar  appearance  of  preopera- 
tive or  operative  cholangiography.  As  sclerosing 
cholangitis  is  a far  less  common  condition  than 
cholangiocarcinoma,  it  should  probably  not  be 
diagnosed  without  histologic  confirmation.10 

An  unusual  feature  of  this  case  was  the  presence 
of  massive  splenomegaly  due  to  portal  vein  ob- 
struction. This  has  been  reported  to  occur  in  13 
per  cent  of  cases  of  cholangiocarcinoma,  an  inci- 
dence which  is  far  lower  than  with  hepatoma,  45 
per  cent.11  This  low  incidence  of  portal  vein  ob- 
struction is  surprising  in  view  of  the  close  associa- 
tion of  cholangiocarcinoma  with  the  portal  vein. 
The  incidence  of  portal  vein  obstruction  with  met- 
astatic carcinoma  lies  between  those  of  cholangio- 
carcinoma and  hepatoma. 

Final  diagnosis 

Cholangiocarcinoma  with  portal  vein  obstruc- 
tion 
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PUBLISHED  TO  COR  RECTA  PREVIOUS 
ADVERTISEMENT  WHICH  THE  FOOD  AND  DRUG 
ADMINISTRATION  CONSIDERS  MISLEADING 


# Data  from  adequate  and  well-controlled  clinical  studies  are  not  sufficient  to  warrant 


the  use  of  Pondimin  in  the  treatment  of  hypertension  or  permit  a conclusion  that 
it  has  a special  advantage  in  hypertension  associated  with  obesity.  Pondimin,  as  with 
all  anorectic  agents,  is  useful  as  a short  term  adjunct  in  the  treatment  of  obesity. 

PRECAUTION:  Use  only  with  caution  in  hypertension,  with  monitoring  of  blood 
pressure,  since  evidence  is  insufficient  to  rule  out  a possible  adverse  effect  on  blood 
pressure  in  some  hypertensive  patients.  The  drug  is  not  recommended  in  severely 
hypertensive  patients  or  in  patients  with  symptomatic  cardiovascular  disease  in- 
cluding arrythmias.  Pondimin  may  increase  slightly  the  effect  of  antihypertensive 
drugs,  e.g.  guanethidine,  methyldopa,  reserpine. 

In  the  opinion  of  the  FDA,  the  advertisement  addressed  advantages  of  Pondimin  in  “obese 
special  risk”  patients  such  as  diabetics  and  teenagers. 

# Data  consisting  of  adequate  and  well-controlled  clinical  trials  do  not  support  com- 
parative representations  that  Pondimin  is  safer  or  more  free  of  side  effects  than  other 
anorectic  agents.  While  it  has  little  propensity  for  producing  CNS  stimulation,  the 
drug  has  side  effects  not  common  to  other  anorectics  in  that  it  can  produce  sedation, 
diarrhea,  and  depression. 

In  the  opinion  of  the  FDA,  the  statement  “Moreover,  with  a DEA  rating  of  Schedule  IV, 
its  abuse  potential  is  considered  minimal”  is  regarded  as  misleading. 

# Because  Pondimin  is  considered  to  have  abuse  potential,  it  has  been  scheduled  by  the 
DEA  as  a controlled  substance.  However,  its  potential,  for  abuse  is  less  than  those 
anorectics  in  Schedule  III. 

See  opposite  page  for  full  prescribing  information. 

IN  ORDER  TO  PREVENT  POSSIBLE  MISINTERPRETATION, 

THE  PREVIOUS  ADVERTISEMENT  HAS  BEEN  DISCONTINUED. 
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Pondimin 


Prescribing  Information 


Description:  Pondimin  is  a phenethylamine 
with  the  chemical  name,  N-ethyl-o-methyl- 
m-(trifluorom  ethyl)  phenethylamine 

hydrochloride 

Actions:  Fenfluramine  is  a sympa- 
thomimetic amine  the  pharmacologic  ac- 
tivity of  which  differs  somewhat  from  that  of 
the  prototype  drugs  of  this  class  used  in 
obesity,  the  amphetamines,  in  appearing  to 
produce  more  central  nervous  system  de- 
pression than  stimulation 

Tolerance  has  been  demonstrated  with 
all  drugs  of  this  class  in  which  this  phe- 
nomenon has  been  looked  for. 

Drugs  of  this  class  used  in  obesity  are 
commonly  known  as  anorectics''  or  "ano- 
rexigenics  " It  has  not  been  established, 
however,  that  the  action  of  such  drugs  in 
treating  obesity  is  primarily  one  of  appetite 
suppression.  Other  central  nervous  system 
actions,  or  metabolic  effects  may  be  in- 
volved. for  example. 

Adult  obese  subjects  instructed  in  dieta- 
ry management  and  treated  with  "anorec- 
tic" drugs,  lose  more  weight  on  the  aver- 
age than  those  treated  with  placebo  and 
diet,  as  determined  in  relatively  short-term 
trials. 

The  average  magnitude  of  increased 
weight  loss  of  drug-treated  patients  over 
placebo-treated  is  only  a fraction  of  a 
pound  a week  The  rate  of  weight  loss  is 
greatest  in  the  first  weeks  of  therapy  for 
both  drug  and  placebo  subjects  and  tends 
to  decrease  in  succeeding  weeks  The  pos- 
sible origins  of  the  increased  weight  loss 
due  to  the  various  drug  effects  are  not  es- 
tablished. The  average  amount  of  weight 
loss  associated  with  the  use  of  an  anorec- 
tic" drug  varies  from  trial  to  trial,  and  the  in- 
creased weight  loss  appears  to  be  related 
in  part  to  variables  other  than  the  drug 
prescribed,  such  as  the  physician-investi- 
gator, the  population  treated  and  the  diet 
prescribed.  Studies  do  not  permit  conclu- 
sions as  to  the  relative  importance  of  the 
drug  and  non-drug  factors  on  weight  loss 

The  natural  history  of  obesity  is  mea- 
sured in  years,  whereas  the  studies  cited 
are  restricted  to  a few  weeks  duration; 
thus,  the  total  impact  of  drug-induced 
weight  loss  over  that  of  diet  alone  must  be 
considered  clinically  limited 

Indication:  Pondimin  is  indicated  in  the 
management  of  exogenous  obesity  as  a 
short-term  (a  few  weeks)  adjunct  in  a regi- 
men of  weight  reduction  based  on  caloric 
restriction  The  limited  usefulness  of 
agents  of  this  class  (see  "Actions”)  should 
be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  de- 
scribed below. 

Contraindications:  Glaucoma,  hypersensi- 
tivity to  fenfluramine  or  other  sympa- 
thomimetic amines.  During  or  within  14 
days  following  the  administration  of  mo- 
noamine oxidase  inhibitors,  since  hyper- 
tensive crises  may  result  Patients  with  a 
history  of  drug  abuse. 

Warnings:  When  tolerance  to  the  "anorec- 
tic" effect  develops,  the  maximum  recom- 
mended dose  should  not  be  exceeded  in  an 
attempt  to  increase  the  effect;  rather,  the 
drug  should  be  discontinued. 

Fenfluramine  may  impair  the  ability  of  the 
patient  to  engage  in  potentially  hazardous 


activities  such  as  operating  machinery  or 
driving  a motor  vehicle  (see  "Adverse  Re- 
actions"); the  patient  should  be  cautioned 
accordingly. 

Drug  Dependence  Fenfluramine  is  re- 
lated chemically  to  the  amphetamines,  al- 
though it  differs  somewhat  pharmacolog- 
ically The  amphetamines  and  related 
stimulant  drugs  have  been  extensively 
abused  and  can  produce  tolerance  and  se- 
vere psychological  dependence,  as  well  as 
other  adverse  organic  and  mental 
changes  In  this  regard,  there  has  been  a 
recent  report  of  abuse  of  fenfluramine  by 
subjects  with  a history  of  abuse  of  other 
drugs  Abuse  of  80  to  400  milligrams  of  the 
drug  has  been  reported  to  be  associated 
with  euphoria,  derealization  and  percep- 
tual changes  Fenfluramine  did  not  pro- 
duce signs  of  dependence  in  animals  and 
appears  to  produce  sedation  more  often 
than  CNS  stimulation  at  therapeutic  doses 
Its  abuse  potential  appears  qualitatively 
different  from  that  of  amphetamines  The 
possibility  that  fenfluramine  may  induce 
dependence  should  be  kept  in  mind  when 
evaluating  the  desirability  of  including  the 
drug  in  the  weight  reduction  programs  of 
individual  patients. 

Usage  in  Pregnancy:  Safe  use  in  preg- 
nancy has  not  been  established  Repro- 
duction studies  in  rats  suggested  an  em- 
bryotoxic  potential.  However,  additional 
reproduction  studies  in  rabbits,  mice  and 
monkeys  yielded  negative  results.  Use  of 
fenfluramine  in  women  who  are  or  may  be- 
come pregnant  requires  that  the  potential 
benefit  be  weighed  against  the  possible 
hazard  to  mother  and  infant. 

Usage  in  Children:  The  safety  and  effica- 
cy of  fenfluramine  in  children  under  12 
years  of  age  have  not  been  established 

Precautions:  Fenfluramine  differs  in  its 
pharmacologic  profile  from  other  "anorec- 
tic” drugs  with  which  the  prescribing  prac- 
titioner may  be  familiar.  Correspondingly, 
there  are  possible  adverse  effects  not  as- 
sociated with  other  "anorectics";  such  ef- 
fects include  those  of  diarrhea,  sedation, 
and  depression.  The  possibility  of  these  ef- 
fects should  be  weighed  against  the  pos- 
sible advantage  of  decreased  central  ner- 
vous system  stimulation  and/or  abuse 
potential. 

Other  CNS  depressant  drugs  should  be 
used  with  caution  in  patients  taking  fen- 
fluramine, since  the  effects  may  be 
additive. 

Use  only  with  caution  in  hypertension, 
with  monitoring  of  blood  pressure,  since 
evidence  is  insufficient  to  rule  out  a pos- 
sible adverse  effect  on  blood  pressure  in 
some  hypertensive  patients.  The  drug  is 
not  recommended  in  severely  hypertensive 
patients.  The  drug  is  not  recommended  for 
patients  with  symptomatic  cardiovascular 
disease  including  arrhythmias. 

Fenfluramine  may  increase  slightly  the 
effect  o'  antihypertensive  drugs,  e g.,  guan- 
ethidine  methyldopa,  reserpine. 

Caution  should  be  exercised  in  prescrib- 
ing fenfluramine  for  patients  with  a history 
of  mental  depression.  Further  depression 
of  mood  may  become  evident  while  the 
patient  is  on  fenfluramine  or  following  with- 
drawal of  fenfluramine. 


Adverse  Reactions:  The  most  common 
secondary  effects  or  adverse  reactions  of 
fenfluramine  are  drowsiness,  diarrhea,  and 
dry  mouth.  Less  frequent  adverse  reactions 
reported  in  association  with  fenfluramine 
are 

Central  Nervous  System:  Dizziness;  con- 
fusion; incoordination;  headache;  elevated 
mood;  depression;  anxiety,  nervousness, 
or  tension;  insomnia;  weakness  or  fatigue; 
increased  or  decreased  libido;  agitation, 
dysarthria; 

Gastrointestinal  Constipation,  abdomi- 
nal pain;  nausea; 

Autonomic:  Sweating;  chills;  blurred 
vision; 

Genitourinary:  Dysuria;  urinary  frequency; 

Cardiovascular:  Palpitation;  hypoten- 
sion; hypertension;  fainting; 

Skin:  Rash;  urticaria;  burning  sensation; 

Miscellaneous  Eye  irritation;  myalgia; 
fever;  chest  pain;  bad  taste. 

Dosage  and  Administration:  Therapy  with 
fenfluramine  should  be  initiated  at  a dos- 
age of  one  20  mg  tablet  three  times  daily 
before  meals,  but  thereafter  the  dosage 
should  be  adjusted  to  the  need  and  re- 
sponse of  the  patient  Depending  on  the 
degree  of  effectiveness  and  side  effects, 
the  dosage  may  be  increased  at  weekly  in- 
tervals by  one  tablet  daily  until  a maximum 
dosage  of  two  tablets  three  times  daily  is  at- 
tained In  patients  in  whom  the  initial  dos- 
age is  not  well  tolerated,  dosage  may  be  re- 
duced to  two  tablets  daily  and  thereafter 
gradually  increased  in  order  to  minimize 
the  chance  of  side  effects. 

Overdosage:  Only  limited  data  are  avail- 
able concerning  clinical  effects  and  man- 
agement of  fenfluramine  overdosage.  Re- 
ported single  overdoses  have  ranged  from 
300  to  2000  mg;  the  lowest  reported  fatal 
dose  was  a few  hundred  mg  in  a small  child 
and  the  highest  reported  non-fatal  dose 
was  1800  mg  in  an  adult. 

Agitation  and  drowsiness,  confusion, 
flushing,  tremor  (or  shivering),  fever, 
sweating,  abdominal  pain,  hyperventila- 
tion, and  dilated  non-reactive  pupils  seem 
frequent  in  fenfluramine  overdosage.  Re- 
flexes may  be  either  exaggerated  or  de- 
pressed and  some  patients  may  have  rotary 
nystagmus.  Tachycardia  may  be  present, 
but  blood  pressure  may  be  normal  or  only 
slightly  elevated.  Convulsions,  coma  and 
ventricular  extrasystoles,  culminating  in 
ventricular  fibrillation,  may  occur  at  higher 
dosage. 

Treatment  consists  of  supportive  mea- 
sures, if  possible  with  cardiac  monitoring. 
However,  in  the  more  severe  cases,  forced 
diuresis  with  acidification  of  the  urine  may 
be  beneficial  to  hasten  excretion.  Efficacy 
of  peritoneal  dialysis  or  extra-corporeal 
hemodialysis  has  not  been  established.  Al- 
though hypertension  has  not  been  a fea- 
ture of  reported  cases  of  overdosage,  if  it 
should  occur,  the  use  of  intravenous  phen- 
tolamine  (Regitine)  has  been  suggested  on 
pharmacologic  grounds. 

How  Supplied:  Pondimin  is  available  in  20 
mg  orange,  scored  compressed  tablets 
monogrammed  AHR,  in  bottles  of  100  and 
500  (NDC  31-6447). 
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A number  of  reports  have  appeared  during  the 
past  few  years  calling  attention  to  the  occurrence 
of  acute  leukemia  in  patients  with  multiple  myelo- 
ma who  have  received  long-term  therapy  with  mal- 
phalan  (Alkeran).  A patient  described  in  1967  de- 
veloped acute  myeloblastic  leukemia  after  his  mul- 
tiple myeloma  had  been  treated  with  urethane, 
x-ray  therapy,  and  cyclophosphamide.1  A previ- 
ous larger  series  described  2 instances  of  acute  my- 
eloblastic leukemia  and  5 of  acute  lymphoblastic 
leukemia  occurring  in  310  cases  of  myeloma.2  The 
occurrence  of  the  disorders  was  considered  coinci- 
dental.3 Kyle,  Pierre,  and  Rayrd4  described  4 
cases  of  acute  monomyelocytic  leukemia  following 
the  use  of  L-phenylalanine  mustard  in  multiple 
myeloma  and  called  attention  to  the  possible  etio- 
logic  role  of  the  drug.  Holland5  cited  5 additional 
patients  with  myeloma  treated  with  melphalan,  all 
of  whom  also  received  x-radiation,  who  developed 
acute  myelocytic  leukemia.  Another  patient 
treated  with  melphalan  for  thirty-three  months 
also  developed  acute  myelocytic  leukemia,  which 
was  then  brought  into  remission  by  thioguanine 
and  arabinosylcytosine  (Cytosar).6 

In  the  18  cases  described,  acute  myelocytic  or 
acute  monomyelocytic  leukemia  developed  in  pa- 
tients treated  for  multiple  myeloma  with  melpha- 
lan after  a period  of  from  fourteen  to  seventy-two 
months.  This  report  concerns  a similar  patient 
treated  with  melphalan  for  forty  months  who  de- 

* This  work  was  assisted  by  the  David  Weisbard  Leukemia 
Fund. 


veloped  acute  erythroleukemia.  The  findings 
were  sufficiently  striking  to  warrant  description. 

Case  report 

A fifty-eight-year-old  physician  was  first  seen  at 
Maimonides  Medical  Center  in  April,  1968,  be- 
cause of  chest  pain,  fatigue,  and  weight  loss  of 
three  months’  duration.  Physical  examination 
findings  were  within  normal  limits  except  for  dif- 
fuse tenderness  over  the  thoracic  cage  and  spine. 
The  hemoglobin  was  9.9  Gm.  per  100  ml.,  the 
white  blood-cell  count  9,900  cells  per  cubic  milli- 
meter with  a normal  differential,  and  the  platelet 
count  290,000  per  cubic  millimeter.  The  blood 
urea  nitrogen  level  was  65  mg.,  creatinine  3.6  mg., 
and  serum  calcium  12.4  mg.  per  100  ml.  A diagno- 
sis of  multiple  myeloma  was  established  on  the 
basis  of  hypogammaglobinemia  in  the  serum  and  a 
paraprotein  found  in  the  urine  on  paper  electro- 
phoresis. X-ray  films  of  the  skeleton  revealed 
lytic  lesions  in  the  skull  and  spine  and  pathologic 
fractures  of  the  left  sixth  rib  and  first  lumbar  ver- 
tebral body.  A bone-marrow  aspirate  contained 
50  per  cent  immature  plasma  cells;  granulopoiesis 
and  erythropoiesis  appeared  normal.  Daily  treat- 
ment with  melphalan,  2 mg.,  and  prednisone,  15 
mg.,  was  begun  in  April,  1968.  The  prednisone 
was  discontinued  after  sixty  days,  and  the  melpha- 
lan was  continued  in  a dose  of  2 mg.  three  times 
weekly  for  forty  months.  The  patient  showed  dra- 
matic improvement  associated  with  weight  gain 
and  disappearance  of  pain.  In  December,  1968,  he 
was  without  symptoms  and  his  physical  examina- 
tion was  within  normal  limits.  The  hemoglobin 
was  12  Gm.  per  100  ml.,  hematocrit  36,  blood  urea 
nitrogen  level  20  mg.  per  100  ml.,  uric  acid  6.5  mg. 
per  100  ml.,  and  calcium  9.2  mg.  per  100  ml. 
Bone-marrow  aspiration  revealed  5 per  cent  plas- 
ma cells  with  normal  erythropoiesis  and  granulo- 
poiesis. The  serum  gamma  globulin  remained 
low,  but  the  urine  paraprotein  was  no  longer 
present.  In  August,  1970,  the  hemoglobin  rose  15 
mg.  per  100  ml.,  and  hematocrit  to  42.  The  leuko- 
cyte and  platelet  counts  were  normal. 

In  August,  1971,  the  hemoglobin  dropped  to  10 
Gm.  per  100  ml.,  the  white  blood-cell  count  was 
4,100  per  cubic  millimeter,  and  5 per  cent  nucleat- 
ed red  blood  cells  per  100  leukocytes  were  ob- 
served on  the  peripheral  smear.  A bone-marrow 
examination  revealed  megaloblastic  red-cell  pre- 
cursors. Melphalan  was  discontinued.  The  pa- 
tient was  given  folic  acid,  5 mg.  daily,  and  vitamin 
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FIGURE  1.  (A)  Bone  marrow  showing  megaloblastic  and  multinucleated  red  cell  precursors  with  prominent  nucleoli.  (B) 

Bone  marrow  showing  giant  multinucleated  erythroid  precursor  and  megaloblastic  red  blood  cells.  (Wright-Giemsa  stain, 
original  magnification  X 1,100). 


Bj2»  1,000  mg.  intramuscularly,  weekly,  for  two 
months  without  improvement.  By  November, 
1971,  the  hemoglobin  fell  to  7 Gm.  per  100  ml.,  the 
white  blood-cell  count  was  5,200  per  cubic  milli- 
meter, and  the  platelet  count  180,000  per  cubic 
millimeter.  The  peripheral  blood  film  revealed  10 
nucleated  red  cells  per  100  leukocytes.  A bone- 
marrow  aspiration  showed  increased  cellularity, 
with  20  per  cent  blast  forms  and  many  bizarre 
multinucleated  megaloblastic  cells  (Fig.  1).  Three 
per  cent  mature  plasma  cells  were  seen;  the  mega- 
karyocytes were  decreased  in  number.  Serum  and 
urine  paper  electrophoreses  revealed  no  parapro- 
tein; a complete  bone  survey  showed  normal  find- 
ings at  this  time.  A diagnosis  of  ervthroleukemia 
was  made,  and  the  patient  was  treated  with  pred- 
nisone (Deltasone),  10  mg.  orally,  three  times  daily 
for  two  months.  In  January,  1972,  he  was  given 
6-mercaptopurine  (Purinethol),  50  mg.  daily,  but 
this  was  discontinued  after  two  weeks  because  of 
severe  leukopenia.  The  prednisone  was  contin- 
ued. 

The  patient  was  readmitted  to  the  hospital  in 
March,  1972,  because  of  increasing  anemia  and  se- 
vere thrombocytopenia.  Bone-marrow  aspiration 
revealed  44  per  cent  myeloblasts  and  megaloblas- 
tic red-cell  changes  (Fig.  2).  He  was  given  a five- 
day  course  of  cytosine  arabinoside,  100  mg.  intra- 
venously daily.  One  week  later  the  bone  marrow 
was  hypoplastic,  and  the  leukocyte  count  was 
1,600  cells  per  cubic  millimeter.  He  developed 
septicemia  and  died  on  March  23,  1972.  An  au- 
topsy disclosed  an  increased  number  of  blast  cells 
in  the  bone  marrow  and  spleen,  but  no  infiltrative 
changes  elsewhere.  There  was  no  evidence  of 
multiple  myeloma. 

Comment 

Increasing  attention  has  been  directed  to  the 
possible  leukemogenic  role  of  alkylating  agents 
used  for  the  treatment  of  neoplastic  disease.  Ex- 


FIGURE  2.  Bone  marrow  showing  terminal  acute  myelo- 
blastic  phase  of  leukemia  (Wright-Giemsa  stain,  original 
magnification  X 1,100). 


posure  to  ionizing  radiation  is  well  documented  as 
a cause  of  leukemia,  and  alkylating  agents  have 
long  been  said  to  mimic  the  effect  of  x-radiation  by 
the  release  of  free  organic  radicals.  Melphalan  is 
one  of  the  most  potent  alkylating  agents  in  use 
today.  Holland0  has  mentioned  that  leukemia  fol- 
lowing melphalan  therapy  may  exhibit  an  abnor- 
mal erythroblastic  morphologic  condition  in  the 
marrow.  Weitzel,7  in  a review  of  patients  with 
malignant  plasma  cell  disorders  autopsied  at  the 
Mallory  Institute  of  Pathology  from  1930  to  1956, 
found  19.3  per  cent  of  the  cases  to  have  had  a 
coexistent  carcinoma.  This  indicates  an  unusual- 
ly high  association  of  carcinoma  with  multiple 
myeloma  and  associated  plasma  cell  disorders.  In 
the  patient  reported  here,  the  erythroid  abnor- 
malities were  so  extreme  as  to  resemble  those  seen 
in  DiGuglielmo’s  acute  erythremic  myelosis. 

Subsequently,  the  abnormal  marrow  findings 
changed  into  the  more  usual  picture  seen  in  acute 
myeloid  leukemia  with  less  marked  megaloblastic 
changes. 
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Conclusion 

The  patient  described  had  an  unusually  good  re- 
sponse to  melphalan  and  remained  asymptomatic 
in  complete  remission  for  three  years.  X-radia- 
tion therapy  was  not  used  at  any  time.  There  was 
no  clinical,  chemical,  or  postmortem  evidence  of 
the  disease.  He  survived  forty-seven  months  from 
the  time  of  diagnosis  of  multiple  myeloma  to  his 
death  from  acute  leukemia.  Although  the  use  of 
melphalan  and  other  potent  alkylating  agents  may 
increase  the  risk  of  patients  developing  leukemia, 
it  is  possible  that  the  prolongation  of  life  in  pa- 
tients w'ith  multiple  myeloma  may  allow  for  the 
natural  development  of  a secondary  malignant 
tumor. 

Division  of  Hematology 
Maimonides  Medical  Center 
4802  Tenth  Avenue 


Brooklyn,  New  York  11219 
(DR.  RITZ) 
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A high  index  of  suspicion  and  definitive  action 
remain  the  critical  factors  in  the  diagnosis  of  the 
so-called  maltreatment  syndrome  and  the  preven- 
tion of  its  inevitable  consequence,  the  battered 
child.  A persistent  failing  in  the  education  of 
emergency  room  personnel,  a resistance  to  involve- 
ment, and  simple  negligence  continue  to  render  a 
deceptively  low  reported  incidence  of  this  syn- 
drome. 

The  following  report  represents  one  of  the  more 
disconcerting  varieties  of  this  pediatric  problem, 
that  is,  sexual  abuse. 


Case  report 

An  eighteen-month-old  Negro  girl  was  admitted 
to  the  Kings  County  Hospital  because  of  vomiting, 
fever,  and  painful  urination  of  several  days  dura- 
tion. Twice  in  the  preceding  ten  days  she  had 
been  seen  in  the  outpatient  department  because  of 
recurrent  vulvar  swelling.  On  the  basis  of  numer- 
ous white  blood  cells  found  in  the  urine,  a tenta- 
tive diagnosis  of  urinary  tract  infection  had  been 
entertained  and  sulfisoxazole  (Gantrisin)  was  pre- 
scribed. 

On  admission,  the  child  was  noted  to  be  in  ob- 
vious distress,  weighing  only  18  pounds  and  15 
ounces.  Vital  signs  revealed  an  apical  heart  rate 
of  150  per  minute,  a respiratory  rate  of  44  per  min- 
ute, and  a temperature  of  103.4°  F.  Other  perti- 
nent physical  findings  included  a distended  al- 
though only  slightly  tender  abdomen  with  a large 
suprapubic  mass  extending  to  3 fingerbreadths 
below  the  umbilicus.  Pelvic  examination,  per- 
formed after  the  administration  of  adequate  seda- 
tion, revealed  bilaterally  prominent  labia  majora 
pudendi,  a patulous  introitus  which  easily  admit- 
ted an  adult  speculum,  and  an  elongated  vaginal 
canal.  Bimanual  examination  confirmed  the  pres- 
ence of  a pelvic  mass. 

Laboratory  data.  The  hemoglobin  was  8.4 
Gm.  per  100  ml.,  the  hematocrit  was  32,  and  the 
white  blood-cell  count  was  21,800  per  cubic  milli- 
meter. A sickle-cell  preparation  revealed  normal 


FIGURE  1.  (A)  Intravenous  pyelogram  demonstrating  extrinsic  pressure  and  lateral  displacement  of  urinary  bladder.  (B) 

Barium  enema  demonstrating  stretching  and  displacement  of  sigmoid  colon. 
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FIGURE  2.  Typical  nongonorrheal  salpingitis,  demonstrat- 
ing normal  mucosa,  heavy  infiltration  of  musculature,  and 
peritubular  serous  exudate. 

findings.  A catheterized  urine  specimen  disclosed 
5 to  10  white  blood  cells  per  high-power  field  and 
no  bacteria.  Serum  chemistry  profile  and  lumbar 
puncture  findings  were  normal.  A culture  of  the 
vagina  disclosed  the  presence  of  Aerobacter  aero- 
genes  species;  specimens  of  blood,  urine,  and  cere- 
bral spinal  fluid  failed  to  grow  any  bacteria. 
Roentgenographic  studies  of  the  chest  disclosed 
normal  findings,  but  an  abdominal  film  indicated 
the  presence  of  a large  mass  located  centrally  in 
the  lower  abdomen  and  pelvis.  Intravenous  py- 
elographic  and  barium  enema  findings  demon- 
strated extrinsic  pressure  on  the  bladder  and  sig- 
moid colon,  respectively  (Fig.  1). 

Hospital  course.  Consultations  obtained  from 
the  urologic,  gynecologic,  pediatric  surgical,  and 
radiologic  services  concluded  that  the  patient  had 
an  acute  abdominal  condition,  and  she  was  pre- 
pared for  the  operating  room. 

On  entering  the  peritoneal  cavity  at  the  time  of 
laparotomy,  no  free  fluid  was  encountered.  A 
mass  consisting  of  multiple  loops  of  small  intestine 
encircling  an  abscess  cavity  was  found  in  the  mid- 
line at  the  level  of  the  sacral  prominence.  In  the 
process  of  lysing  adhesions  and  freeing  the  several 
loops  of  small  intestine,  the  abscess  cavity  was  en- 
tered and  a specimen  for  culture  and  sensitivity 
was  immediately  obtained.  A tubular  structure 
was  noted  in  the  midst  of  the  abscess  cavity  and 
was  determined  to  he  the  right  fallopian  tube. 

The  uterus,  bladder,  and  left  adnexa  were  in- 
volved in  an  intensive  inflammatory  process,  al- 


though exposure  of  the  appendix  revealed  it  to  be 
normal. 

A right  salpingo-oophorectomy  and  coincidental 
appendectomy  were  performed  together  with 
drainage  of  the  abscess  cavity  utilizing  a number 
16  red  rubber  catheter  brought  through  a separate 
stab  wound  of  the  abdomen.  Hemostasis  was  per- 
formed, the  peritoneal  cavity  was  irrigated  with  a 
solution  of  normal  saline  containing  kanamycin 
(Kantrex),  and  the  abdomen  was  closed. 

The  patient  tolerated  the  procedure  quite  well 
and  had  an  essentially  uneventful  postoperative 
course  complicated  only  by  a wound  infection. 
The  organism  isolated  on  specimens  obtained  both 
at  the  time  of  surgery  and  from  the  wound  infec- 
tion to  follow  was  again  Aerobacter  aerogenes. 

The  final  pathologic  report  was  acute  hemor- 
rhagic salpingitis  and  perisalpingitis  (Fig.  2).  Sec- 
tions obtained  from  the  appendix  revealed  chronic 
peritonitis. 

Not  until  several  weeks  later  was  the  medical 
record  of  the  Jewish  Hospital  and  Medical  Center 
of  Brooklyn  received  and  further  information  ac- 
quired. 

The  patient  was  born  prematurely  weighing 
1,600  Gm.  following  an  uncomplicated  maternal 
antepartum  course.  At  the  age  of  seven  months, 
she  was  readmitted  with  the  presumptive  diagno- 
sis of  battered-child  syndrome  requiring  the  appli- 
cation of  a spica  cast  performed  under  general  an- 
esthesia for  the  correction  of  bilaterally  slipped 
capital  femoral  epiphyses. 

Four  months  thereafter,  she  was  seen  in  the  out- 
patient department  because  of  vaginal  bleeding. 
Although  no  history  of  trauma  was  ascertained,  a 
cursory  inspection  revealed  lacerations  of  both 
labia  and  the  hymen.  Moreover,  one  month  prior 
to  her  Kings  County  Hospital  admission,  the  child 
was  again  seen  in  the  same  outpatient  department 
because  of  vulvar  swelling  and  excoriation  of  the 
external  genitalia  for  which  symptomatic  treat- 
ment was  prescribed. 

Consequently,  the  matter  was  referred  to  the 
City  of  New  York  Bureau  of  Children’s  Welfare, 
ultimately  resulting  in  a court  decision  granting 
custodial  care  of  the  patient  to  her  maternal 
grandmother. 


Comment 

It  is  a sad  commentary  that,  in  spite  of  a grow- 
ing awareness  of  child  abuse  as  witnessed  by  an  in- 
creasing number  of  reports  on  the  subject  within 
the  past  decade,  cases  such  as  this  often  go  unrec- 
ognized until  the  patient  has  suffered  sufficient  in- 
jury to  demand  a thorough  investigation. 

Kempe  et  a/.,1  reporting  the  results  of  a 1962 
nationwide  survey  of  hospitals  and  law  enforce- 
ment agencies,  initially  drew  attention  to  this  for- 
midable entity.  By  1966,  49  states  had  enacted 

continued  on  page  2415 
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Intra-osseous  cyst-like  radiolucent  lesions  are 
frequently  noted  in  patients  with  neurofibroma- 
tosis.1-4 Several  authors  have  found  neurofibro- 


matous  tissue  on  biopsy  examination  of  these  le- 
sions, but  in  most  instances  microscopic  examina- 
tion demonstrates  fibrous  tissue  in  the  bone  lesion 
without  evidence  of  intra-osseous  neurofibroma.5-9 
The  purpose  of  this  article  is  to  present  a patient 
with  neurofibromatosis  and  a radiolucent  lesion  in 
the  right  femur.  On  biopsy  and  examination,  the 
lesion  proved  to  be  a nonosteogenic  fibroma. 

Case  report 

A thirteen-year-old  boy  was  admitted  to  the 
Medical  Center  Hospital  in  Burlington,  Vermont, 
in  November,  1968,  with  a cyst-like  lesion  in  his 
right  distal  femur  (Fig.  1).  Prior  to  this  hospital 
admission,  he  had  sustained  a pathologic  fracture 
with  uneventful  healing  of  the  fracture. 

Physical  examination  revealed  a well-nourished 
boy,  somewhat  short  in  stature,  with  multiple 
patches  of  brown  pigmentation  scattered  over  his 
trunk  and  lower  extremities.  The  largest  of  the 
pigmented  lesions,  which  was  located  on  the  right 
anterior  chest  wall,  was  6 by  2.5  cm.  His  extremi- 
ties were  symmetrical.  There  was  no  evidence  of 
deformity  or  localized  tenderness  over  the  right 
femur.  Radiologic  survey  of  the  skeleton  revealed 


FIGURE  1.  Roentgenograms.  (A)  Anteroposterior,  of  right  femur  demonstrates  extensive  loculated  lesion.  Medial  cor- 
tex thinned  and  expanded  by  nonosteogenic  fibroma  abutting  against  it.  (B)  Lateral,  shows  lesion  eccentrically  placed 
toward  posterior  aspect  of  shaft.  Eccentric  location  is  usual  roentgenograph  appearance  of  nonosteogenic  fibroma. 
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FIGURE  2.  Roentgenograms.  (A)  Right  distal  femur  four  years  following  initial  biopsy  and  grafting.  Original  lesion 
moved  into  diaphysis  where  new  less-loculated  lesion  developed  in  metaphysis.  (B)  Lateral  view  shows  increased  sclero- 
sis along  posterior  cortex  at  site  of  previous  grafting.  Lytic  area  in  metaphysis  continues  to  be  eccentrically  located. 


no  other  bony  lesions.  His  skeletal  age  was  four 
months  less  than  his  chronologic  age.  Presump- 
tive diagnosis  prior  to  the  biopsy  was  monostotic 
fibrous  dysplasia.  Microscopic  examination  of  the 
biopsy  specimen  revealed  the  lytic  lesion  to  be  a 
nonosteogenic  fibroma.  The  lesion  was  curetted 
and  grafted  with  cancellous  bone  obtained  from 
the  ilium.  The  graft  consolidated  over  the  next 
several  months  eradicating  the  bone  lesion.  Fol- 
low-up examinations  revealed  the  reappearance  of 
a cystic  area  just  proximal  to  the  site  of  previous 
curettage  and  grafting  (Fig.  2). 

The  patient  was  readmitted  in  April,  1972,  for 
additional  curettage  and  grafting.  At  the  second 
admission,  physical  examination  revealed  the 
presence  of  a single  nodular  skin  lesion  on  the 
right  anterior  chest  wall.  The  skin  lesion  mea- 
sured 2.5  by  1 cm.,  and  biopsy  examination  showed 
the  lesion  to  be  a neurofibroma.  Laboratory  data 
results,  including  serum  calcium,  phosphorus,  al- 
kaline phosphatase,  and  thyroid  function  studies, 
were  within  normal  limits.  His  skeletal  age,  using 
the  Greulich  and  Pyle  Atlas,  was  three  months  less 
than  his  chronologic  age.  At  reoperation,  the  bone 
lesion  was  again  curetted.  Microscopic  findings 
were  similar  to  the  previous  biopsy  findings. 


Most  of  the  areas  consisted  of  a spindle-cell  stro- 
ma with  numerous  multinucleated  giant  cells  (Fig. 
3).  In  other  areas,  there  was  a predominance  of  fi- 
broblastic and  collagenous  tissue,  often  with  he- 
mosiderin deposition.  Diagnosis  of  nonosteogenic 
fibroma  was  confirmed  by  the  Armed  Forces  Insti- 
tute of  Pathology.  Bone  grafting  with  iliac  bone 
was  carried  out,  and  on  last  follow-up  examination 
in  November,  1972,  the  graft  was  consolidating 
well.  The  final  diagnosis  was  Von  Recklinghau- 
sen’s neurofibromatosis  with  incidental  nonosteo- 
genic fibroma. 

Comment 

In  approximately  30  to  50  per  cent  of  patients 
with  neurofibromatosis,  some  form  of  skeletal  ab- 
erration is  associated.9  In  their  survey  of  skeletal 
lesions  in  neurofibromatosis,  Holt  and  Wright3 
listed  the  following  characteristic  findings:  (1) 

erosive  defects  due  to  the  presence  of  neurofibro- 
mas contiguous  to  bone,  (2)  scoliosis,  (3)  disorders 
of  growth,  including  both  over-  and  underdevelop- 
ment, (4)  bowing  and  pseudarthrosis  of  the  lower 
leg,  (5)  intra-osseous  cystic  lesions,  and  (6)  con- 
genital anomalies.  McCarroll10  concurred  with 


2408  New  York  State  Journal  of  Medicine/ November  1975 


llB 


•m> 


FIGURE  3.  Photomicrograph  of  biopsy  from  lesion  shown 
in  Figure  2.  Note  number  of  multinucleated  giant  cells 
amid  spindle-shaped  stromal  cells  which  is  common  find- 
ing in  nonosteogenic  fibroma  (original  magnification  X 
100). 


these  findings  in  his  survey,  but  only  2 of  46  pa- 
tients had  cystic  lesions. 

Hunt  and  Pugh,9  in  a later  survey,  felt  that  cys- 
tic lesions  represented  the  most  controversial  skel- 
etal anomaly  in  neurofibromatosis.  They  stated: 
“In  view  of  the  rarity  of  intra-osseous  cystic  skele- 
tal lesions  in  neurofibromatosis,  and  the  small 
number  of  cases  histologically  proved  to  contain 
intra-osseous  neurofibromatous  tissue,  it  is  appro- 
priate to  delete  such  cysts  from  the  list  of  charac- 
teristic skeletal  lesions  in  the  disease.” 

More  recently,  Sane,  Yunis,  and  Greer11  re- 
ported an  additional  case  of  bone  cyst  proved  by 
biopsy  examination  to  contain  neurofibromatous 
tissue,  and  they  reviewed  the  other  documented 
cases  reported  in  the  literature.  Such  cases 
should  be  considered  an  integral  part  of  the  dis- 
ease process.  In  those  patients  demonstrated  to 
have  fibrous  tissue  lesions,  many  have  been  diag- 
nosed to  be  nonosteogenic  fibroma.4-8’12  Jaffe12 
states  that  cases  of  disseminated  nonosteogenic  fi- 
broma in  patients  with  cafe-au-lait  pigmentation 
may  represent  a “forme  fruste”  of  neurofibroma- 
tosis. 

Only  rarely  do  the  cystic  radiolucent  skeletal  le- 


sions in  neurofibromatosis  contain  an  intra-os- 
seous neurofibroma.0  In  the  usual  case,  the  bone 
defect  in  neurofibromatosis  is  one  of  fibrosis  with 
scattered  regions  resembling  fibrous  cortical  de- 
fect, and  we  present  this  case  report  to  supplement 
that  contention.2 

Summary 

A thirteen-year-old  boy  with  neurofibromatosis 
and  a large  nonosteogenic  fibroma  of  the  right  dis- 
tal femur  is  presented.  Intra-osseous  radiolucent 
lesions  are  a frequent  finding  among  the  skeletal 
abnormalities  of  neurofibromatosis.  Microscopic 
documentation  of  these  bone  lesions  containing 
neurofibromatous  tissue  is  rare.  When  cystic  le- 
sions are  shown  to  be  nonosteogenic  fibromas, 
their  relationship  to  the  basic  disease  of  neurofi- 
bromatosis is  coincidental. 

59  Kirby  Street 
Fort  Rucker,  Alabama  36360 
(DR.  GOODNOUGH) 


References 

1.  Brooks,  B.,  and  Lehman,  E.  P.:  The  bone  changes  in 
Recklinghausen’s  neurofibromatosis,  Surg.  Gynec.  & Obst.  38: 
587  (1924). 

2.  Findlay,  M.,  and  Denny,  M.  B.:  Radiological  features 
of  neurofibromatosis,  South  African  M.  J.  29:  375  (1955). 

3.  Holt,  J.  F.,  and  Wright,  E.  M.:  The  radiologic  features 
of  neurofibromatosis,  Radiology  51:  647  (1948). 

4.  Crenshaw,  A.  H.,  Ed.:  Campbell’s  Operative  Orthope- 
dics, St.  Louis,  Missouri,  C.  V.  Mosby  Company,  1971. 

5.  Dahlin,  D.  C.:  Bone  Tumors.  General  Aspects  and  an 
Analysis  of  2276  Cases,  Springfield,  Illinois,  Charles  C Thomas, 
Publishers,  1967. 

6.  Friedman,  M.  M.:  Neurofibromatosis  of  bone,  Am.  J. 
Roentgenol.  51:  623  (1944). 

7.  Hensley,  C.  D.,  Jr.:  The  rapid  development  of  a sub- 
periosteal bone  cyst  in  multiple  neurofibromatosis,  J.  Bone  & 
Joint  Surg.  35-A:  197  (1953). 

8.  Harkin,  J.  C.,  and  Reed,  R.  J.:  Tumors  of  the  Peripher- 
al Nervous  System,  Washington,  D.C.,  Armed  Forces  Institute 
of  Pathology,  1969. 

9.  Hunt,  J.  C.,  and  Pugh,  D.  G.:  Skeletal  lesions  in  neuro- 
fibromatosis, Radiology- 76:  1 (1961). 

10.  McCarroll,  H.  R.:  Clinical  manifestations  of  congenital 
neurofibromatosis,  J.  Bone  & Joint  Surg.  32-A:  601  (1950). 

11.  Sane,  S.,  Yunis,  E.,  and  Greer,  R.:  Subperiosteal  or 
cortical  cyst  and  intramedullary  neurofibromatosis — uncom- 
mon manifestations  of  neurofibromatosis.  A case  report,  ibid. 
53-A:  1194  (1971). 

12.  Jaffe,  H.  L.:  Tumors  and  Tumorous  Conditions  of  the 
Bones  and  Joints,  Philadelphia,  Lea  and  Febiger,  1968. 


November  1975/New  York  State  Journal  of  Medicine  2409 


Should  a 

specially  prepared 
package  insert 
be  made  available  to 
patients? 


a 

© 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


G 


o 


Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 
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The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand. 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 
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nain  purpose  of  drug  information 
or  the  patient  is  to  get  his  coopera- 
ion  in  following  a drug  regimen. 

Reparation  and  distribution  of 
jatient  drug  information 

We  would  hope  to  amass  infor- 
nation  from  physicians,  medical 
;ocieties,  the  pharmaceutical  indus- 
ry  and  centers  of  medical  learning, 
"he  ultimate  responsibility  for  uni- 
orm  labeling  must,  however,  rest 
vith  the  Food  and  Drug  Administra- 
ion.  There  is  nothing  wrong  with 
his  agency  saying,  “this  informa- 
ion  is  generally  agreed  upon  and 
herefore  it  should  be  used,”  as  long 
is  our  process  for  getting  the  infor- 
nation  is  sound. 

Distribution  of  the  information 
s a problem.  In  great  measure  it 
/ould  depend  on  the  medication  in 
luestion.  For  example,  in  the  case 
f an  injectable  long-acting  proges- 
erone,  we  would  think  it  mandatory 
o issue  two  separate  leaflets— a 
hort  one  for  the  patient  to  read  be- 
ore  getting  the  first  shot  and  a long 
ne  to  take  home  in  order  to  make  a 
ecision  about  continuing  therapy. 
t this  case,  the  information  might 
e put  directly  on  the  package  and 
ot  removable  at  all.  But  for  a medi- 
ation like  an  antihistamine  this 
iformation  might  be  issued  sepa- 
ately,  thus  giving  the  physician  the 
ption  of  distribution.  This  could 
reserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  'aboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


nly  the  doctor  can  remove  that  fear 
y 20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
ithhold  any  information  from  the 
atient  because,  first  of  all,  it  would 
e totally  dishonest  and  secondly,  it 
ould  defeat  the  very  purpose  of  the 
isert.  I do  think  that  a patient  on  the 
rth  control  pill  should  know  about 
le  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
le  incidence  of  serious  adverse  re- 
gions, then  you  have  to  tell  him 
lat  a concerned  medical  decision 
as  made  to  use  a particular  medi- 
ation in  his  situation  after  careful 
ansideration  of  the  incidence  of 
amplications  or  side  effects. 

motionally  unstable  patients  pose 
special  problem 

There  are  patients  who,  be- 
iuse  of  severe  emotional  problems, 
auld  not  handle  the  information 
antained  in  a patient  package  in- 
art.  Yet  if  we  are  going  to  have  a 
ackage  insert  at  all,  we  just  can’t 
ave  two  inserts.  I think  we  might 
mply  have  to  tell  the  families  of 
ese  patients  to  remove  the  insert 
om  the  package. 

agal  implications  of  the  patient 
ickage  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry.theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 
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Practically  every  known  type  of  jaundice  can 
occur  during  pregnancy,  whether  hemolytic,  hepa- 
tocellular, or  obstructive.  However,  some  types  of 
jaundice  seem  to  be  predisposed  to  by  the  preg- 
nancy state  or  are  more  or  less  specific  to  pregnan- 
cy. Among  the  latter  is  a recurrent  form  of  jaun- 
dice variously  called  recurrent  jaundice  of  preg- 
nancy,1 intrahepatic  cholestasis  of  pregnancy,2  en- 
dogenous hepatotoxemia,2  idiopathic  cholestasis  of 
pregnancy,3  cholestatic  hepatosis,3  and  icterus  gra- 
vidarum.3 This  interesting  condition  often  recurs 
in  subsequent  pregnancies,  follows  a clinically  be- 
nign course,  and  disappears  rapidly  after  the  end 
of  pregnancy. 

The  purpose  of  this  report  is  to  present  a typi- 
cal, histologically  proved  case  that  occurred  on  our 
service  and  to  review  the  clinical  features,  labora- 
tory findings,  diagnosis,  and  cause  of  the  syn- 
drome. 

Case  report 

A twenty-six-year-old  black  female  para  0-1-0-0 
was  admitted  to  Queens  General  Hospital  from 
our  prenatal  clinic  on  June  27,  1972,  at  the  twenty- 
fourth  week  of  pregnancy,  complaining  of  general- 
ized itching  of  the  skin  for  four  weeks,  yellow  col- 
oration of  the  skin  for  two  weeks,  and  light-colored 
stools  for  one  week.  She  had  no  other  symptoms. 
Her  last  menstrual  period  was  on  January  3,  1972. 
She  first  reported  to  our  prenatal  clinic  on  April 
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FIGURE  1.  Serum  chemistries  during  first  pregnancy  and 
puerperium. 


13,  1972,  and  was  found  to  have  a fourteen-week 
intrauterine  pregnancy  with  no  abnormalities. 

Her  laboratory  data  at  this  first  visit  were  as  fol- 
lows: hematocrit  32,  BUN  (blood  urea  nitrogen) 

16  mg.  per  100  ml.,  serum  creatinine  1.1  mg.  per 
100  ml.,  total  bilirubin  0.5  mg.  per  100  ml.,  SGOT 
(serum  glutamic  oxaloacetic  transaminase)  34  mU. 
per  milliliter,  and  serum  alkaline  phosphatase  171 
mU.  per  milliliter.  She  was  seen  on  two  subse- 
quent occasions  at  the  prenatal  clinic  and  was  ad- 
mitted following  the  third  visit  because  of  pru- 
ritus, jaundice,  and  light-colored  stools.  Her  pre- 
vious menstrual  and  gynecologic  histories  showed 
negative  findings  except  for  the  fact  that  she  had 
been  on  birth-control  pills  from  January  to  Octo- 
ber, 1971. 

Previous  obstetric  history.  In  October,  1970, 
the  patient  was  admitted  to  Queens  General  Hos- 
pital Center  medical  service,  when  she  was  twenty- 
eight  weeks  pregnant,  with  jaundice  and  pruritus 
of  one  month’s  duration  and  left  costovertebral 
pain  for  one  week  prior  to  admission.  Laboratory 
studies  revealed  a urinary  tract  infection,  a hemat- 
ocrit of  25,  SGOT  of  42  mU.  per  milliliter  rising  in 
five  days  to  160  mU.  per  milliliter,  prothrombin 
time  of  16  to  14  seconds,  alkaline  phosphatase  over 
50  King-Armstrong  units,  and  elevated  serum  bili- 
rubin of  2.2  mg.  per  100  ml.  (Fig.  1).  Hematology 
work-up  revealed  an  iron-deficiency  anemia.  She 
was  treated  with  oral  iron  and  ampicillin  for  two 
weeks  and  was  then  discharged.  She  was  readmit- 
ted to  the  obstetric  service  when  she  was  thirty- 
two  weeks  pregnant,  in  early  labor,  with  ruptured 
membranes,  absent  fetal  heart  sounds,  and  jaun- 
dice. She  had  a spontaneous  delivery  of  a still- 
born female  infant,  weighing  4 pounds,  7 ounces. 
Following  delivery  she  was  transferred  to  the  med- 
ical service  for  evaluation  and  management  of  the 
jaundice.  She  also  had  an  offensive  vaginal  dis- 
charge and  fever.  She  was  treated  with  intrave- 
nous sodium  cephalothin  (Keflin).  Cholecysto- 
gram  revealed  a normal  gallbladder.  She  devel- 
oped oliguria,  but  responded  well  following  treat- 
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FIGURE  2.  Serum  chemistries  during  second  pregnancy 
and  puerperium. 


ment  in  the  intensive  care  unit  with  return  of  the 
bilirubin  and  alkaline  phosphatase  to  normal  lev- 
els within  ten  days.  A liver  biopsy  was  planned, 
but  the  patient  refused  this  procedure  and  left  the 
hospital  at  her  own  risk,  three  weeks  postpartum. 
At  that  time  she  appeared  to  be  completely  recov- 
ered from  her  renal  and  hepatic  conditions.  Pre- 
vious medical  history  showed  negative  findings  for 
diabetes  mellitus,  tuberculosis,  anemia,  sickle-cell 
disease,  jaundice,  and  allergies. 

Present  admission  and  course.  On  admission 
the  patient  was  found  to  be  fully  conscious,  weigh- 
ing 130  pounds,  with  clinical  jaundice.  Her  blood 
pressure  was  110/70  mm.  Hg,  her  pulse  was  84  per 
minute,  and  she  was  afebrile.  The  uterus  corre- 
sponded in  size  to  that  of  a twenty-six-week  preg- 
nancy, with  a good  fetal  heart.  Her  hematocrit 
was  27,  the  urine  contained  2 plus  protein  and 
many  white  blood  cells;  lupus  erythematosus  prep- 
aration, VDRL,  Australian  antigen,  and  glucose- 
6-phosphate  dehydrogenase  tests  all  gave  negative 
results.  Liver  studies  revealed  SGOT  405  mU.  per 
milliliter,  alkaline  phosphatase  500  mU.  per  milli- 
liter, total  bilirubin  4.8  mg.  per  100  ml.,  and  pro- 
thrombin time  17  to  14  seconds  (Fig.  2).  Liver 
scan  showed  normal  findings.  The  patient  com- 
plained continuously  of  pruritus  and  weakness. 
The  stool  color  was  normal,  and  no  blood  or  para- 
sites were  found  in  the  stool.  The  total  bilirubin 
and  alkaline  phosphatase  remained  high,  but  the 
SGOT  level  decreased.  She  was  treated  with  a 
high  protein  and  carbohydrate  diet,  oral  iron,  cho- 
lestyramine, and  diphenhydramine  hydrochloride 
(Benadryl).  Three  weeks  after  admission  the 
urine  culture  was  positive  for  active  infection,  and 
she  was  treated  with  ampicillin.  Needle  biopsy  of 
the  liver  was  done  four  weeks  after  admission. 
The  pathology  report  indicated:  “The  relation- 


FIGURE 3.  Photomicrograph  of  liver  biopsy.  Liver  cell 
shows  no  inflammatory  exudate  or  other  pathologic 
changes.  Bilary  stasis  in  bile  canaliculis  seen  in  center  of 
picture. 


ship  between  central  vein  and  portal  fields  is  pre- 
served, but  the  liver  cell  plates  show  a cobblestone 
appearance  and  even  a suggestion  of  rosette  for- 
mation around  bile  thrombi.  Kupffer  cells  are 
quite  prominent.  The  portal  fields  are  unremark- 
able. There  is  no  inflammatory  exudate  notice- 
able (Fig.  3).” 

The  patient’s  pruritus  improved,  but  the  jaun- 
dice and  impaired  renal  function  persisted.  On 
August  17,  1972,  she  went  into  labor  and  was  deliv- 
ered spontaneously  of  a premature  baby  girl, 
weighing  3 pounds,  12  ounces,  with  an  Apgar  score 
of  5 at  one  minute  and  7 at  five  minutes;  the  pla- 
centa appeared  normal.  Exploration  of  the  uterus 
revealed  that  it  was  bicornuate.  On  the  first  post- 
partum day  she  was  given  72  mg.  chlorotrianisene 
(Tace)  twice  a day  for  one  day  to  suppress  lacta- 
tion. Her  vital  signs  remained  stable.  Hemato- 
crit dropped  to  18.6;  fibrinogen  was  510  mg.  per 
100  ml.  Hematology  work-up  showed  an  iron-de- 
ficiency anemia  which  was  treated  with  oral  iron 
but  no  transfusion.  There  was  a significant  post- 
partum increase  in  the  SGOT  and  alkaline  phos- 
phatase, but  these  gradually  decreased  (Fig.  2). 
She  was  finally  discharged  from  the  hospital  on 
September  11,  1972,  thre3  weeks  after  delivery, 
with  a hematocrit  of  32. 

She  was  seen  again  at  the  medicai  service  six 
weeks  postpartum.  She  was  asymptomatic,  with 
no  visible  jaundice  and  with  the  following  labora- 
tory findings:  total  bilirubin  0.6  mg.  per  100  ml., 
SGOT  39  mU.  per  milliliter,  BUN  28  mg  per  100 
ml.,  creatinine  1.7  mg.  per  100  ml.,  and  alkaline 
phosphatase  elevated  at  445  mU.  per  milliliter. 

Comment 

This  patient  developed  jaundice  in  both  of  her 
two  pregnancies.  The  condition  was  proved  histo- 
logically to  be  due  to  cholestasis  and  showed  a be- 
nign course  with  apparently  complete  recovery. 
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TABLE  I.  Causes  of  jaundice  in  pregnancy7 


Diagnosis 

Thorl- 

ing8 

Shee- 

han5 

(Sur- 

vivors) 

Siegler 

and 

Keyser6 

Total 

(per 

cent) 

Number  of  patients 

72 

36 

23 

100 

Recurrent  jaundice 

38 

19 

1 

44 

of  pregnancy 
Viral  hepatitis 

26 

7 

10 

34 

Drugs 

5 

3 

6 

Obstruction 

3 

2 

4 

Hemolytic  anemia 

2 

1 

1 

3 

Infection 

2 

3 

Hyperemesis 

6 

2 

3 

Other 

1 

2 

The  incidence  of  jaundice  in  pregnancy  has  been 
variously  reported  as  1 in  1,500, 4 1 or  2 in  3, 000, 5 
or  1 in  3,500.6  At  the  Queens  General  Hospital 
the  incidence  appears  to  be  lower;  during  the  past 
five  years  this  is  the  only  case  of  jaundice  in  preg- 
nancy we  encountered,  giving  an  incidence  of  1 in 
10,000  pregnancies.  Although  practically  any  type 
of  jaundice  can  complicate  pregnancy,  Iber,7  in  a 
series  of  131  cases,  demonstrated  that  “recurrent 
jaundice  of  pregnancy”  was  by  far  the  commonest 
cause;  it  occurred  in  58  cases.  Viral  hepatitis  was 
the  second  most  common  type,  being  responsible 
for  43  of  the  cases  (Table  I). 

In  1883  Ahlfeld9  described  a benign  type  of 
jaundice  occurring  during  pregnancy  with  a ten- 
dency to  recur  in  subsequent  pregnancies.  Addi- 
tional reports  established  the  condition  as  a clini- 
cal and  pathologic  entity,  and  the  present  case  ap- 
pears to  meet  all  the  criteria  of  the  syndrome. 

The  clinical,  laboratory,  and  pathologic  find- 
ings, both  by  light  and  electron  microscopy,  of  re- 
current jaundice  of  pregnancy  are  well  defined. 
The  condition  usually  occurs  in  the  last  trimester. 
It  is  characterized  by  generalized  pruritus  and 
jaundice  of  the  nonsurgical  obstructive  type,  which 
disappears  soon  after  parturition  and  frequently 
recurs  in  subsequent  pregnancies.  In  patients 
who  had  had  this  disease  during  pregnancy,  simi- 
lar jaundice  has  occurred  following  the  intake  of 
oral  contraceptives.10  The  maternal  prognosis  is 
good. 

According  to  Ikonen11  and  Eliakim  et  al. 12  the 
tendency  to  prematurity  is  increased.  However, 
in  Svanborg’s13  series  of  7 cases,  only  1 had  a pre- 
mature delivery  at  thirty-four  week’s  gestation; 
the  rest  had  full-term  deliveries  at  thirty-seven  or 
more  weeks.  The  two  premature  deliveries  of  the 
present  case  may  well  be  related  to  the  bicornuate 
uterus  and  pyelonephritis  rather  than  to  cholesta- 
tic hepatosis. 

Treatment  includes  control  of  pruritus.  Cho- 
lestyramine, an  oral  ion-exchange  resin,  has  been 
reported  to  be  effective14;  our  patient  obtained  re- 
lief from  it.  A high-carbohydrate  and  high-pro- 


TABLE II.  Laboratory  features  of  recurrent  jaundice 
of  pregnancy 


Laboratory  Studies 

< 

Thorl- 

ing8 
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Svanborg 

and 

Ohlsson15 
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en1 1 

Total 

(per 

cent) 

Number  of  cases 

38 

22 

51 

studied 

Abnormal  serum 

92 

100 

96 

96 

bilirubin  (per 
cent) 

Abnormal  alkaline 

100 

100 

96 

98.2 

phosphatase  (per 
cent) 

Abnormal  transami- 

92 

92 

nase  SGOT  (per 
cent) 


tein  diet  is  also  recommended.  Oral  contracep- 
tives and  medications  that  impair  liver  function 
should  be  avoided.  If  the  prothrombin  time  is 
prolonged,  vitamin  K may  be  given  prophylactical- 
ly.  The  pregnancy  should  be  allowed  to  continue 
until  spontaneous  delivery  occurs. 

Of  the  111  cases  reported  in  the  literature,  96 
per  cent  had  elevated  total  serum  bilirubin,  98.2 
per  cent  had  increased  alkaline  phosphatase,  and 
92  per  cent  had  SGOT  levels  above  the  normal 
(Table  II).  Evidence  of  inflammation,  based  on 
laboratory  reports,  is  lacking. 

The  pathologic  picture  is  dominated  by  signs  of 
biliary  stasis,  that  is,  dilatation  of  the  bile  ducts 
and  accumulation  of  masses  of  bile  pigment. 
There  is  no  evidence  of  primary  inflammation  or 
degeneration  of  the  liver  parenchyma.15 

Electron  microscopic  findings  show  different  de- 
grees of  dilatation  of  most  of  the  bile  canaliculi.16 
The  maximal  observed  width  is  5 by  8 microns. 
Most  of  the  microvilli  are  lost.  The  mitochondria 
are  of  different  sizes  and  shapes  and  are  always 
surrounded  by  a normal  outer  three-layered  mem- 
brane. The  number  of  the  so-called  eosinophilic 
droplets  in  mitochondria  seems  to  be  greater  in 
the  icteric  phase.  The  ultrastructure  of  the  liver 
parenchyma  is  normal. 

The  cause  of  the  condition  remains  unknown. 
However,  there  is  much  evidence  that  the  hormon- 
al changes  in  pregnancy  may  be  the  precipitating 
factor.  Kreek  et  al.10  administered  ethinyl  estra- 
diol to  7 patients  with  a history  of  pruritus  and 
jaundice  during  pregnancy.  This  precipitated  the 
appearance  of  symptoms  similar  to  those  that  they 
had  experienced  previously  during  pregnancy. 
Liver  function  was  also  significantly  impaired.  A 
condition  similar  to  recurrent  jaundice  of  pregnan- 
cy, both  clinically  and  pathologically,  has  been  de- 
scribed in  women  taking  oral  contraceptives  such 
as  norethvnodrel  with  mestranol  (Enovid),1'  and 
norethindrone  and  ethinyl  estradiol  (Anovlar).18 

The  worsening  of  the  condition  in  the  early 
postpartum  period  and  the  delay  in  the  recovery  of 
our  patient  are  not  typical  of  the  disease.  The 
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temporary  deterioration  could  probably  be  attrib- 
uted to  the  ingestion  of  chlorotrianisene,  a long- 
acting  estrogenic  substance,  which  was  prescribed 
the  day  following  delivery  to  control  lactation.  It 
is  interesting  that  a similar  train  of  events  oc- 
curred in  a patient  described  by  Kreek,  Sleisenger, 
and  Jeffries.19  In  their  case,  following  postpartum 
administration  of  ethinyl  estradiol,  the  serum  bili- 
rubin and  alkaline  phosphatase,  which  had  initial- 
ly dropped,  rose  again. 

Summary 

A case  of  recurrent  jaundice  of  pregnancy  is  de- 
scribed. The  condition  manifested  itself  in  two 
successive  pregnancies  and  ran  a benign  course, 
with  complete  recovery  postpartum.  There  was  a 
temporary  relapse  after  the  second  delivery,  fol- 
lowing the  administration  of  an  estrogenic  com- 
pound to  suppress  lactation.  Recurrent  jaundice 
of  pregnancy  is  the  commonest  type  of  jaundice 
during  pregnancy.  It  is  an  obstructive  type  of 
jaundice,  shown  by  light  and  electron  microscopy 
to  be  due  to  stasis  and  dilatation  of  the  bile  ducts 
with  no  parenchymal  pathologic  condition.  The 
cause  is  unknown,  but  there  is  evidence  suggesting 
that  the  hormonal  changes  of  pregnancy  may  be 
involved  in  the  pathogenesis. 
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child-abuse  laws.  Legislation,  however,  is  not  a 
panacea.  Rather,  a precise  medical  history  and 
detailed  physical  examination  effecting  a provi- 
sional diagnosis  and  initiating  a decisive  social  ser- 
vice investigation  is  essential  to  assure  that  chil- 
dren receive  the  full  benefit  of  the  newly  enacted 
laws.  Indeed,  if  these  cases  are  ignored,  the  conse- 
quences are  likely  to  be  disastrous.  Fontana2  esti- 
mates that  1 of  every  2 battered  children  dies  soon 
after  being  returned  to  his  parents. 

Attention  in  the  past  has  focused  on  case  re- 
ports of  children  manifesting  readily  visible  signs 
of  trauma,  such  as  soft-tissue  lacerations,  hemato- 
mas, burns,  and  multiple  fractures.  Such  lesions 
certainly  justify  suspicion  by  an  examining  physi- 
cian. This  report,  however,  concerns  a patient 
who  was  brought  to  the  hospital  three  times  within 
the  month  prior  to  admission  because  of  vulvar 
swelling  and  excoriation,  a not  infrequent  child- 
hood complaint.  Although  the  more  common 
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causes  of  nonspecific  vulvovaginitis  in  premenar- 
chal  girls  include  poor  perineal  hygiene,  intestinal 
parasites,  and  foreign  bodies,  the  physician  must 
bear  in  mind  the  possibility  of  sexual  molestation 
and  rape,  thereby  hopefully  averting  the  occasion- 
al complication  of  pelvic  inflammatory  disease. 

Summary 

An  unusual  instance  of  sexual  molestation 
symptomatic  of  nonspecific  vulvovaginitis  and  cul- 
minating in  pelvic  inflammatory  disease  is  pre- 
sented. Such  cases  often  go  undetected  since  phy- 
sicians tend  to  deny  such  abhorrent  behavior. 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 


In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  procaine  penicillin  G.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given  at 
least  30  minutes  prior  to  injection,  is  recom- 
mended. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G ,—N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therap_y. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Mental  disturbances,  including  anxiety,  confusion,  agitation, 
depression,  and  hallucinations,  have  been  reported  in  individ- 
uals following  single-dose  schedules  for  gonorrhea.  Reactions 
have  been  transient,  lasting  from  15-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermallyO.1  cc.  ofal  to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in.  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darktield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  "Warnings/) 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration  : Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection, 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  other 
wise,  a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procaine  penicillin  G,  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procaine  penicillin  G daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-cc. 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0.' 
lecithin,  0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  meW 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  vi 
contains  per  cc.  300,000  units  procaine  penicillin  Gina  stabili 
aqueous  suspension  with  sodium  citrate  buffer  and  approxim, 

7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg,  poind 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbU 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.|  proj 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 


On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


IN  SYPHILIS 


I 


INJECTION 

BicillirfL-A 


(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
: G sensitive  microorganisms  that  are  susceptible  to  the  low  and 

* very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in 
eluding  sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G -Venereal  in- 
fections: Syphilis,  yaws,  beiei  and  pmta 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitn  ty  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
phylactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenterai  therapy  but  has  occurred  with  oral 

• penicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
i with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  m patients  with  history  of  penicillin  hvper 
sensitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre 
vious  hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e g . pressor  amines,  antihistamines  and  com 
■ costeroids. 


Precautions:  Use  cautiously  n individuals  with  histories  of 
Significant  allergies  and/or  asthma 
Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism,  otherwise  the  sequelae  o*  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  eported  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed  Hemolytic  anemia,  leucopenia.  thrombo 
cytopenia  neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphihtics.  Jansch  Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis -Primary,  secondary  and  latent— 2.4  million  units 
(i  dose). 

Late  (tertiary  and  neurosyphihs)  —2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital -under  2 years  of  age.  50,000  units/Kg  body 
weight;  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
Injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated,  vary  the  injection  site.  Before 
miectmg  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  benzathine  penicillin  G (as  active  in 
gredient):  2.400.000  units  in  4-cc.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin.  0.6% 
carboxymethylcellulose.  0.6%  povidone.  0.1%  methylparaben,  and 
0.01%  propylparaben.  300.000  units  per  cc.-10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone.  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorb'tan  monopalmitate.  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate.  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 
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She’s  a graduate  of  Columbia  with  a Masters 
in  literature. 


She’s  a vice  president  of  a publishing  company. 

She’s  watched  television  programs  and  read 
dozens  of  pamphlets  and  articles  about  early 
cancer  detection. 

She  has  relatives  and  close,  personal  friends 
who  have  had  mastectomies. 

She’s  about  as  aware  of  the  need  for  breast  self- 
examination  as  any  intelligent  woman  could  be. 

Yet  she  does  not  get  regular  checkups  nor 
does  she  even  examine  her  own  breasts. 

Why?  Because  her  doctor  never  told  her  to. 


But  92%  of  the  women  who  receive  personal  instruction 
from  their  doctors  do  regularly  practice  BSE.* 

You  don’t  have  to  be  told  how  important  early  detection  is. 
But  maybe  you  need  this  reminder  that  a few  personal 
words  from  you  can  often  mean  more  than  the  millions  of 
words  that  go  into  publicity  and  television  programs. 

'Based  on  a Gallup  study  conducted  for  the  American  Cancer  Society. 
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Correction  of  drooling  in  cerebral 
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b Assistant  Professor  of  Rehabilitation  Medicine;  Associate 
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Cerebral  palsy  is  a nonprogressive  disorder  of 

movement  control  due  to  brain  damage  to  control 
centers  during  periods  of  formation,  growth,  and 
development.  The  motor  handicap  in  cerebral 
palsied  children  usually  follows  definite  patterns 
of  topographic  distribution,  such  as  hemiplegia  or 
quadriplegia.  In  many  children,  despite  a spastic 
quadriparesis,  there  is  minimal  disability  in  ambu- 
lation and  in  the  use  of  upper  extremities,  while 
their  swallowing  deficit  results  in  a devastating 
problem:  drooling.  The  act  of  swallowing  is  a 

highly  coordinated,  almost  reflex  act  dependent  on 
several  control  centers  to  orchestrate  a sequential 
combination  of  muscle  movements  involving  lips, 
tongue,  palate,  jaws,  pharynx,  larynx,  and  respira- 
tory muscles.  Drooling  in  cerebral  palsy  results 
not  from  overproduction  of  saliva,  but  from  inter- 
ference in  swallowing  or  deglutition  muscular  pat- 
terns. The  symptomatology  depends  on  several 
factors.  Primitive,  infantile  sucking  and  swallow- 
ing reflexes  may  be  retained.  There  may  be  a fail- 
ure of  development  of  mature,  coordinated  oro- 
pharyngeal movement  or  a release  of  involuntary 
movements  which  interfere  with  volitional  activi- 
ty, particularly  in  the  dyskinetic  type  of  cerebral 
palsy.  Inattention  associated  with  distractability, 
mental  retardation,  or  the  need  for  concentration 
on  more  immediate  needs  may  also  play  a part. 

These  children,  who  may  possess  normal  or 
near-normal  intelligence,  suffer  the  social  stigma 
of  failure  to  control  their  saliva.  The  unaccepta- 
bility of  this  symptom  is  emphasized  by  its  associ- 


ation with  infancy  and  mental  incompetence.  The 
family  and  school  problem  may  be  critical,  charac- 
terized by  the  need  for  bibs  and  large  quantities  of 
tissues,  napkins,  and  frequent  changes  of  clothing. 
Although  a loss  of  metabolites  and  electrolytes  has 
not  been  shown  to  be  a problem,  it  can  be  inferred 
that  the  continued  loss  of  saliva  is  harmful. 

Recurrent,  nonsuppurative  parotitis,  gustatory 
sweating  and  flushing  following  parotidectomy  or 
parotid  abscess,1  salivary  fistula,  parotid  duct  ste- 
nosis, and  drooling  following  massive  resections  of 
oral  carcinomas  are  conditions  for  which  the  surgi- 
cal control  of  salivary  gland  function  has  been  de- 
scribed. Lysis  of  the  auriculotemporal  nerve,2  su- 
perficial parotid  lobectomy,3  ligation  of  the  par- 
otid duct,4  tympanic  neurectomy,5  and  other  pro- 
cedures have  been  utilized  for  these  conditions. 
Clearly, ^cerebral  palsy  represents  a special  situa- 
tion because  of  the  absence  of  salivary  gland  dis- 
ease, its  occurrence  in  children,  and  the  need  for 
bilateral  control  of  salivation.  Wilkie,  in  1967, 6 
described  a two-stage  procedure  for  rerouting  the 
parotid  ducts  to  the  tonsillar  fossas  followed  by 
submandibular  gland  resection.  Laage-Hellman, 
in  1969,'  described  repositioning  of  Wharton’s 
ducts  to  the  palatal  arches.  Both  of  these  proce- 
dures have  been  utilized  in  the  treatment  of  drool- 
ing in  cerebral  palsy  patients.  Goode  and  Smith, 
in  1970, 8 suggested  the  intratympanic  approach  to 
this  problem,  and  described  bilateral  tympanic 
neurectomy  and  lysis  of  both  chorda  tympani 
nerves  in  the  treatment  of  sialorrhea  in  5 patients, 
none  of  whom  had  cerebral  palsy.  At  Elmhurst 
Hospital  bilateral  tympanic  neurectomy  and  uni- 
lateral chorda  tympaneurectomy  has  been  per- 
formed on  2 patients  with  cerebral  palsy  with  ex- 
cellent results. 

To  our  knowledge,  these  are  the  first  patients 
reported  to  have  undergone  this  procedure  for  this 
indication. 

Rationale 

Within  the  middle  ear  cleft,  or  tympanum,  re- 
side parasympathetic  nerves  which  control  both 
the  parotid  and  submandibular  salivary  gland  se- 
cretions. The  tympanic  or  Jacobson’s  nerve 
carries  parasympathetic  preganglionic  fibers  des- 
tined to  synapse  in  the  otic  ganglion  with  postgan- 
glionic fibers  which  are  conducted  via  the  auricu- 
lotemporal nerve  to  the  parotid  gland.  The 
chorda  tympani  carries  preganglionic  parasympa- 
thetic fibers  as  well  as  special  visceral  afferent  fi- 
bers mediating  taste.  The  parasympathetic  fibers 
are  directed  to  the  submandibular  and  sublingual 
glands  via  the  lingual  nerve  and  submaxillary  gan- 
glion. It  follows  that  interruption  of  these  nerves 
will  interrupt  the  secretomotor  pathways  to  the 
major  salivary  glands  and  thereby  halt  the  salivary 
flow  from  one,  two,  three,  or  four  glands  as  neces- 
sary. 
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FIGURE  1.  Parasympathetic  connections  of  parotid 
gland.  Tympanic  plexus  shown  diagramatically  in  middle 
ear. 


Anatomy 

The  tympanic  plexus  is  an  arborization  of 
nerves  on  the  promontory  of  the  middle  ear.  It  is 
formed  by  the  junction  of  the  tympanic  branch  of 
the  glossopharyngeal  nerve  and  caroticotympanic 
branch  of  the  internal  carotid  plexus.  The  tym- 
panic branch  of  the  glossopharyngeal,  known  as 
Jacobson’s  nerve,  carries  secretomotor,  parasym- 
pathetic preganglionic  fibers  originating  in  the  in- 
ferior salivatory  nucleus  in  the  medulla.  These  fi- 
bers travel  with  the  ninth  nerve  via  the  petrosal 
ganglion  and  leave  the  ninth  nerve  to  enter  the 
middle  ear  through  a canaliculus  between  the  in- 
ternal jugular  vein  and  internal  carotid  artery. 
The  nerve  passes  vertically,  anterior  to  the  round 
window  niche  in  a groove  on  the  promontory 
where  it  may  be  covered  by  mucosa  only,  may  lie 
in  a semicanal,  or  may  be  completely  surrounded 
by  bone.  It  receives  a relatively  large  branch  from 
the  internal  carotid  plexus  called  the  caroticotym- 
panic branch,  and  sends  tendrils  to  middle-ear 
mucosa,  eustachian  tube,  mastoid  air  cells,  and  a 
branch  which  enters  an  opening  near  the  fenestra 
vestibuli  and  joins  the  greater  petrosal  nerve. 
Sensory  branches  are  distributed  to  the  oval  and 
round  window  areas.  There  are  no  cochlear 
branches.  The  tympanic  nerve  then  continues 
vertically  until  it  reaches  a small  canal  below  the 
canal  for  the  tensor  tympani,  and  traversing  this 
canal,  continues  as  the  lesser  superficial  petrosal 
nerve,  receiving  a branch  from  the  geniculate  gan- 
glion. It  reaches  the  anterior  surface  of  the  tem- 
poral bone  through  a small  opening  lateral  to  the 
hiatus  for  the  greater  petrosal  nerve.  The  lesser 
petrosal  nerve  leaves  the  middle  cranial  fossa  ei- 
ther through  the  foramen  ovale  or  through  a sepa- 
rate opening  called  the  emissary  sphenoidal  fora- 
men. It  then  joins  the  otic  ganglion  near  the  base 
of  the  skull  medial  to  the  mandibular  division  of 
the  trigeminal  nerve.  Preganglionic  parasympa- 
thetic fibers  synapse  with  postganglionic  fibers 
and  leave  the  ganglion  to  join  the  auriculotempo- 
ral nerve  where  they  are  conducted  to  the  parotid 


gland  (Fig.  1).  Sympathetic  fibers  pass  with  the 
auriculotemporal  nerve  to  supply  blood  vessels  of 
the  parotid  gland.  These  fibers  are  said  to  arise  in 
the  superior  cervical  ganglion  and  travel  with  the 
middle  meningeal  artery  as  postganglionic  roots  to 
the  otic  ganglion,  where  they  pass  through  and  join 
the  postganglionic  parasympathetics  in  the  auricu- 
lotemporal nerve. 

Parasympathetic  secretomotor  preganglionic  fi- 
bers originating  in  the  superior  salivatory  nucleus 
travel  with  the  nervus  intermedius  in  the  facial 
canal.  These  fibers  are  conducted  with  the  facial 
nerve  through  the  geniculate  ganglion  and,  curv- 
ing, continue  posteriorly  in  a canal  or  semicanal  on 
the  promontory  of  the  middle  ear,  passing  just 
above  the  oval  window.  The  nerve  then  enters  the 
mastoid  above  the  vestibule  of  the  bony  labyrinth 
and  curves  interiorly.  The  chorda  tympani 
emerges  from  the  facial  nerve  in  its  descending  in- 
tramastoid  course,  a few  millimeters  above  the  sty- 
lomastoid foramen.  It  passes  anterosuperiorly 
across  the  tympanic  cavity  embedded  in  the  mu- 
cous membrane  layer  of  the  eardrum.  It  then 
crosses  between  the  handle  of  the  malleus  and  the 
incudomalleolar  articulation,  emerging  through 
the  medial  exit  of  the  petrotympanic  fissure.  It 
crosses  medial  to  the  sphenoid  spine  and  joins  the 
lingual  nerve  on  the  lateral  surface  of  the  medial 
pterygoid  muscle.  It  is  then  conducted  with  the 
lingual  to  the  submaxillary  ganglion  where  the 
parasympathetic  preganglionic  fibers  synapse  with 
postganglionic  parasympathetic  fibers  and  are  dis- 
tributed to  the  submandibular  and  sublingual 
glands. 

Physiologic  considerations 

In  1968  Wallenborn9  reported  the  production  of 
parotid  atrophy  in  rabbits  following  destruction  of 
the  tympanic  plexus.  Slight  to  moderate  atrophy 
occurred  as  early  as  five  weeks  postneurectomy, 
and  after  twenty-five  weeks  all  glands  removed 
showed  moderate  or  marked  atrophy  with  progres- 
sively more  atrophy  shown  after  twenty-nine 
weeks.  The  atrophy  consisted  of  reduction  and 
eventual  degeneration  of  all  the  parotid  paren- 
chyma with  no  cellular  reaction  in  or  around  the 
parotid  gland.  This  experiment  demonstrated  the 
validity  of  the  theory  that  interrupting  the 
parasympathetic  innervation  to  the  parotid  gland 
will  result  in  cessation  of  function  and  atrophy 
Wallenborn  called  for  followup  clinical  research  to 
confirm  the  effectiveness  of  this  method  as  a mo- 
dality of  therapy  in  human  beings. 

Considerable  speculation  exists  concerning  the 
role  of  the  chorda  tympani  in  parotid  secretion. 
Reichert  and  Poth,10  Yannoulis  and  Manolidis,11 
and  Rauch,12  all  demonstrated  diminished  secre- 
tion of  both  submandibular  and  parotid  glands  fol- 
lowing chorda  tympani  section  or  injury.  Di- 
amant  and  Wiberg,13  in  an  excellent  study,  showed 
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FIGURE  2.  Incision  in  external  ear  canal. 

marked  reduction  of  parotid  secretion  in  the  ma- 
jority of  their  patients  who  had  undergone  chorda 
tympani  section  or  injury  during  surgery  for  oto- 
sclerosis. They  pointed  out  the  possibility  of  tym- 
panic plexus  injury,  but  felt  that  this  did  not  occur 
in  the  patients  studied.  Golding-Wood,  in  1962, 5 
also  ascribed  a parotid  secretory  function  to  the 
chorda  tympani.  Clearly,  the  chorda  tympani  is 
responsible  for  at  least  submandibular  gland 
parasympathetic  innervation,  and  must  be  consid- 
ered when  evaluating  the  effects  of  tympanic  plex- 
us resection  for  parotid  dysfunction. 

Surgical  procedure 

The  procedure  utilized  is  a modification  of  the 
technique  proposed  by  Lempert.  A tympanomea- 
tal  flap  is  elevated  utilizing  a “V”-shaped  incision 
extending  from  12:00  to  6:00  o’clock  with  the  apex 
pointed  posteriorly,  the  limbs  of  the  “V”  meeting  3 
mm.  posterior  to  the  tympanic  annulus  (Fig.  2). 
Elevation  of  this  flap  produces  a short  flap  with 
immediate  visualization  of  the  chorda  tympani 
and  round  window  area.  The  chorda  tympani 
may  be  sectioned  immediately  or  may  be  left  in  its 
bony  semicanal  on  the  posterior  canal  wall.  It  is 
spared  in  the  ear  which  is  operated  on  first  and 
taken  in  the  second  ear  to  make  certain  that  at 
least  one  chorda  is  spared.  A sickle-knife  or  right- 
angle  hook  is  used  to  section  the  nerve  (Fig.  3). 

Unlike  stapedectomy,  tympanic  neurectomy  re- 
quires no  visualization  of  the  incus  or  incudosta- 
pedial  joint.  When  the  plexus  is  visualized  the 
caroticotympanic  and  all  the  named  branches  are 
identified,  and  the  nerve  is  avulsed  using  a Kerr 


FIGURE  3.  After  eardrum  is  elevated  chorda  tympani 
nerve  immediately  visualized  and  may  be  sectioned. 


FIGURE  4.  Tympanic  plexus  avulsed  using  low-speed 
drill. 

drill  at  low  rates  per  minute  (Fig.  4).  It  should  be 
stressed  that  the  greatest  care  must  be  exercised 
that  a high-speed  drill  is  not  utilized  and  that 
great  pressure  is  not  applied  with  the  drill,  since  it 
is  possible  to  perforate  the  promontory  with  a 
drill,  and  high-frequency  vibrations  associated 
with  high  rates  per  minute  can  create  a severe  neu- 
rosensory  hearing  loss.  It  is  not  necessary  to  raise 
a mucosal  flap,  since  mucosa,  nerve  fibers,  and 
thin  overlying  tympanic  canal  bone  are  instantly 
destroyed.  A biopsy  is  usually  taken  prior  to  avul- 
sion. When  all  the  branches  and  the  main  trunk 
are  no  longer  present,  the  canal  remnant  is  filled 
with  bone  wax  applied  on  the  tip  of  a spatula. 
The  tympanomeatal  flap  is  then  replaced,  Gel- 
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foam  is  placed  at  the  incision  site,  and  the  external 
auditory  canal  is  filled  with  ointment. 

Case  reports 

Case  1.  A thirteen-year-old  female  with  cere- 
bral palsy  manifested  by  mild  spastic  quadripa- 
resis  and  massive  drooling  participated  in  school 
athletic  events  including  track  meets.  She  and 
her  grandmother  were  troubled  by  the  need  for 
several  bibs,  gauze  sponges,  and  tissues  each  day 
to  control  her  drooling.  Surgery  was  performed 
on  May  17,  1972.  Bilateral  tympanic  neurectomy 
and  right  chorda  tympaneurectomy  produced  im- 
mediate cessation  of  drooling.  No  further  pads  or 
bibs  were  necessary.  The  patient  remains  drool- 
ing free  one  and  one-half  years  following  surgery 
with  no  further  complaints.  She  and  her  family 
are  delighted  with  this  result. 

Case  2.  A four-year-old  male  had  cerebral 
palsy,  spastic  quadriparesis,  and  excess  drooling. 
Bibs,  napkins,  and  frequent  clothing  changes  were 
necessary  to  cope  with  this  problem,  and  the  irri- 
tative effects  of  saliva  were  evident  on  this  child’s 
face,  chin,  and  neck.  Surgery  was  performed  on 
February  28,  1973.  Bilateral  tympanic  neurec- 
tomy and  left  chorda  tympaneurectomy  resulted 
in  immediate  cessation  of  drooling.  This  result 
has  persisted  for  six  months,  and  both  the  patient 
and  family  are  delighted  with  the  result. 

Comments 

These  2 patients  hardly  represent  a significant 
series,  and  no  extravagant  claims  should  be  made 
for  this  procedure.  However,  the  utility  of  the  in- 
tratympanic  approach  has  been  demonstrated  by 
many  surgeons  for  a variety  of  conditions.  We 
have  recently  reported  13  cases  in  which  patients 
have  undergone  tympanic  neurectomy  for  sialor- 
rhea, the  Frey  syndrome,  parotitis,  and  aural 
pain.14  Twelve  of  the  13  have  had  good  results 
four  to  twenty-five  months  postoperatively.  The 
principal  advantage  of  the  procedure  is  its  ease  of 
performance,  lack  of  morbidity,  and  the  opportu- 
nity it  affords  to  avoid  more  extensive  surgical 
procedures,  such  as  duct  transposition  or  ligation, 
lysis  of  the  auriculotemporal  nerve,  parotidec- 
tomy, or  resection  of  the  submandibular  gland. 
These  procedures  are  all  major  undertakings,  par- 
ticularly in  children. 

Problems  which  may  be  anticipated  are  re- 
growth of  the  tympanic  nerve  or  reinnervation  of 
the  chorda  tympani  from  its  connections  with  the 
greater  petrosal  nerve.  So  far,  this  has  not  oc- 
curred, although  in  one  of  our  patients  who  under- 
went tympanic  neurectomy  for  recurrent  punctate 
sialadenitis,  complete  cessation  of  parotitis  gave 


way  to  a mild  recurrence  of  symptoms  two  months 
following  surgery.  The  autonomic  nervous  system 
is  characterized  by  its  propensity  for  regrowth  and 
reinnervation. 

Another  problem  has  been  pointed  out  by  Eric- 
son,  Nordblom  and  Ekedahl,15  who  reviewed  a se- 
ries of  cerebral  palsied  children  following  retro- 
positioning  of  the  submandibular  ducts  to  the 
palatal  arches.  These  investigators  reported  an 
increase  in  the  susceptibility  of  these  patients  to 
dental  caries  following  surgery.  They  found  1.5 
times  the  protein  and  hexosamine  content  and  4 
times  the  concentration  of  neutral  sugars  in  the  sa- 
liva. It  is  well  known  that  children  with  cerebral 
palsy  have  an  increased  susceptibility  to  dental 
caries  before  surgery,  and  at  this  time  it  is  difficult 
to  evaluate  this  problem.  Further  follow-up  is 
necessary.  A degree  of  subjective  evaluation  by 
our  patients  necessarily  influences  our  opinion. 
Still,  the  elimination  of  drooling  in  these  children 
without  having  to  resort  to  more  extensive  surgery 
indicates  the  continued  use  of  this  procedure  in 
our  opinion. 

City  Hospital  Center  at  Elmhurst 
79-01  Broadway 
Elmhurst,  New  York  11373 
(DR.  FRIEDMAN) 
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If  your  angina  patient 
isn't  having  3 out  of  4 
better  days  than  usual 
try  Cardilate 

*'  (ERYTHRITYL  TETRANITRATE) 


• •• 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris, since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 

Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  [like  that  of  nitro- 
glycerin] may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 

Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5,  10  and  15  mg  scored 
tablets  in  bottles  of  100.  10  mg  scored 
tablets  also  supplied  in  bottle  of  1.000 

Also  available  Cardilate-  P brand 
Erythrityl  Tetranitrate  with  Phenobarbital* 
["Warning:  may  be  habit-forming). 

1 Russek  HI  AM  J M Sc  239:478  1960 

/ Burroughs  Wellcome  Co. 

1 ( > / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


•Please  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate'  (eryth- 
rityl  tetranitrate)  in  48-patient 
study.1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available. 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin. 
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Nurse  practitioners  have  entered  a wide  variety 
of  expanded  roles  in  health  care  delivery,  ranging 
from  closely  defined  care  of  patients  in  certain  age 
groups  or  in  specified  diagnostic  categories  to  com- 
prehensive ambulatory  care  of  patients  in  all  age 
groups.  Since  preparation  of  nurses  for  these  ex- 
panded roles  varies  widely,  assessment  of  their 
clinical  performance  is  of  present  importance. 

Based  on  a protocol  for  the  diagnosis  and  man- 
agement of  acute  urinary  tract  infection  and  de- 
tailed audit  of  clinical  records,  we  have  evaluated 
the  clinical  performance  of  6 nurse  practitioners  in 
a neighborhood  health  center.  Sequential  audits 
show  significant,  objective  improvement  in  several 
parameters.  However,  some  important  problems 
regarding  the  documentation  of  acceptable  medi- 
cal care  are  apparent. 

Setting  and  methods 

The  clinical  setting  was  a neighborhood  health 
center  where  comprehensive  primary  care  was  pro- 
vided by  family  nurse  practitioners  working  on 
teams  with  community  outreach  workers.1  All 
clinical  notes  were  written  by  the  nurses,  in  prob- 
lem-oriented format.2  Protocols  prepared  by  the 

* This  work  was  supported  in  part  by  Grant  02-H-000,  310- 
04  from  Community  Health  Service,  U.S.  Department  of 
Health,  Education,  and  Welfare. 


clinical  staff  gave  explicit  criteria  for  diagnosis, 
treatment,  and  follow-up  of  various  common  dis- 
eases.3 

Adult  urinary  tract  infection  was  selected  for 
audit  because  it  occurred  frequently  in  this  patient 
population  and  had  clearly  definable  criteria  for 
diagnosis  and  treatment.  The  liberal  criteria  for 
treatment  were  chosen  by  the  clinicians  because 
they  anticipated  the  need  to  begin  treatment  with 
minimum  delay  in  a patient  group  that  placed  em- 
phasis on  immediate  therapy  and  frequently  failed 
to  keep  return  appointments. 

Following  is  an  outline  of  the  initial  protocol 
employed  for  diagnosis  and  treatment  of  acute  uri- 
nary tract  infection  in  adult  patients. 

I.  Diagnostic  evaluation 

A.  Documentation  of  symptoms 

B.  Documentation  of  inquiry  regarding  previ- 
ous urinary  tract  infection 

C.  Urinalysis 

D.  Quantitative  urine  culture 

II.  Treatment.  Minimum  ten-day  course  of  one  of 

several  specified  antibiotics 

III.  Follow-up  evaluation 

A.  Forty-eight  hours  after  beginning  treat- 
ment: urinalysis 

B.  Five  days  after  completion  of  treatment: 
inquiry  for  symptoms,  urinalysis,  and  quan- 
titative urine  culture 

The  diagnostic  criteria  for  initiation  of  treat- 
ment were: 

I.  Urine  culture  growing  greater  than  105  colonies 
per  milliliter  of  a recognized  urinary  pathogen,  or 

II.  Urine  culture  growing  less  than  105  colonies  per 
milliliter  of  a recognized  urinary  pathogen,  plus 
either  pyuria  or  bacilluria,  or  urinary  tract  symp- 
toms, such  as  dysuria  with  or  without  frequency, 
hematuria,  strangury,  or  costovertebral  angle 
pain 

The  audits  were  performed  by  a physician  and  a 
research  assistant,  with  frequent  cross-checking  to 
insure  reliability.  Data  were  collected  regarding 
completeness  of  diagnostic  evaluation,  therapeutic 
regimen,  and  posttreatment  follow-up.  Detailed 
information  was  collected  regarding  the  nurses’ 
compliance  with  the  protocol  and  the  patients’ 
compliance  with  the  therapeutic  regimen  and  ap- 
pointment keeping. 

It  was  anticipated  that  in  certain  cases,  severity 
of  symptoms  would  lead  the  nurse  to  initiate  treat- 
ment at  the  first  visit.  Compliance  with  the  pro- 
tocol in  these  cases  required  that  a pretreatment 
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FIGURE  1.  Patients  with  acute  urinary  tract  infections.  A = first  audit  group;  B = second  audit  group. 


urine  culture  and  analysis  be  obtained,  the  data 
reviewed  as  soon  as  they  were  available,  and  the 
decision  to  continue  therapy  be  in  accord  with  the 
preset  criteria  for  treatment  previously  outlined. 

For  the  first  audit,  all  clinical  records  that  in- 
cluded dysuria  or  urinary  tract  infection  on  the 
problem  list  and  that  met  the  diagnostic  criteria 
were  reviewed  not  sooner  than  twenty  days  after 
meeting  these  criteria;  these  records  comprise  the 
first  audit  group.  The  data  obtained  were  sum- 
marized and  reviewed  with  the  clinical  staff. 
Problems  and  deficiencies  in  patient  care  delin- 
eated by  the  audit  were  discussed.  On  the  basis  of 
this  discussion,  the  protocol  was  appropriately  re- 
vised. 

Clinical  records  for  the  second  group  were  se- 
lected by  the  same  method  from  patients  seen  dur- 
ing the  seven-month  period  following  the  protocol 
revision.  No  clinical  records  included  in  the  first 
group  were  included  in  the  second  group. 

Results 

The  first  audit  group  included  46  patients  with 
urinary  tract  infection,  and  the  second  audit  group 
included  49  patients.  Diagnostic  evaluation  was 
complete  for  26,  57  per  cent,  of  the  46  patients  in 
the  first  audit  group  as  compared  with  29,  59  per 
cent,  of  the  49  patients  in  the  second  audit  group. 
In  general,  laboratory  data  were  more  complete 
than  was  the  recording  of  patients’  histories.  In 
particular,  documented  inquiry  regarding  previous 
urinary  tract  infection  was  frequently  missing. 

Median  time  from  diagnosis  to  initiation  of 
treatment  was  five  days  for  the  first  group  and  two 


days  for  the  second  group.  This  difference  was 
statistically  significant  (p  < 0.05).  All  treated  pa- 
tients in  both  groups  received  an  acceptable  drug 
and  dosage.  However,  5 of  46  patients  in  the  first 
group  and  6 of  49  patients  in  the  second  group 
were  not  treated. 

All  records  in  which  treatment  was  prescribed 
were  audited  for  follow-up.  In  the  first  audit 
group,  a urinalysis  to  be  performed  forty-eight 
hours  after  initiation  of  treatment  was  never  ob- 
tained. By  consensus  of  the  clinicians  subsequent 
to  discussion  of  the  data  from  the  first  audit,  this 
urinalysis  was  deleted  from  the  revised  protocol. 

Significantly  more  patients  in  the  second  audit 
group  had  complete  evaluation  following  comple- 
tion of  treatment  than  in  the  first  audit  group, 
that  is,  25  or  58  per  cent  of  43  patients  as  com- 
pared with  15  or  37  per  cent  of  41  patients  (p  < 
0.05)  (Fig.  1).  Furthermore,  significantly  fewer 
patients  in  the  second  group  had  no  posttreatment 
evaluation,  that  is,  6 or  14  per  cent  of  43  patients 
as  compared  with  17  or  41  per  cent  of  41  patients 

(p<0.01). 

Follow-up  data  were  never  obtained  premature- 
ly in  the  second  group,  whereas  there  were  5 such 
instances  in  the  first  group. 

All  episodes  in  which  treatment  was  prescribed 
were  classified  as  to  clinical  outcome,  the  defini- 
tions of  which  are: 

Resolved.  There  is  no  growth  on  the  urine  cul- 
ture, or  there  are  less  than  105  colonies  per  millili- 
ter of  a urinary  pathogen  but  the  patient  is  asymp- 
tomatic and  urinalysis  normal. 

Unresolved.  The  criteria  for  treatment  are 
met. 
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TABLE  I.  Comparison  of  clinical  outcomes  in 
treated  patients  only 


Clinical  Outcome 

Number  of 
Patients  in 
First  Audit 
Group 

Number  of 
Patients  in 
Second  Audit 
Group 

Resolved 

14 

16 

Unresolved 

5 

8 

Chronic 

4 

7 

Indeterminate 

18 

12 

Totals 

41 

43 

Chronic.  There  is  evidence  for  recurrent  or 
persistent  infection. 

Indeterminate.  There  is  insufficient  clinical 
data  to  assign  the  patient  to  one  of  the  other  cate- 
gories. This  includes  instances  in  which  appropri- 
ate data  were  not  requested  or  reported,  or  in 
which  patients  were  lost  to  follow-up. 

Despite  the  evidence  for  more  complete  and 
prompt  follow-up  in  the  second  audit  group,  the 
pattern  of  clinical  outcomes  was  similar  for  the 
two  groups,  with  less  than  half  the  urinary  tract 
infections  documented  as  resolved  (Table  I). 

All  clinical  records  in  the  first  audit  group  were 
reaudited  a minimum  of  six  months  later,  to  evalu- 
ate further  the  clinical  course  of  these  patients. 
Thirteen  records  contained  no  entries  subsequent 
to  the  date  of  first  audit.  In  18  of  the  remaining 
32  records  that  contained  further  follow-up  data, 
recurrence  or  reinfection  was  documented.  Eight 
of  these  infections  occurred  in  patients  whose  pre- 
vious infection  had  been  classified  as  resolved. 

Comment 

Evaluation  of  clinical  performance  can  be  objec- 
tive only  if  well-defined  criteria  exist  against 
which  performance  can  be  measured.  Since  wide- 
ly accepted  specific  criteria  for  ambulatory  care  do 
not  yet  exist,  we  defined  provisional  criteria  for 
our  particular  clinical  setting.  Data  obtained 
from  medical  audit  were  then  used  to  assess  clini- 
cal performance  of  the  nurses  and  also  appro- 
priateness of  the  various  criteria. 

Audit  revealed  that  the  nurses  frequently  failed 
to  document  patient  history  in  the  clinical  record. 
Corrective  steps  included  presentation  of  the  data 
from  the  first  audit  to  the  clinical  staff,  with  dis- 
cussion of  the  importance  of  recording  patient  his- 
tory. Tape  recorders  were  provided  with  the  ex- 
pectation that  greater  ease  in  recording  progress 
notes  would  lead  to  more  complete  notes.  Such  a 
favorable  effect  did  not  appear  in  the  second 
audit.  We  suspect  that  patient  history  is  often 
obtained  by  interview  but  not  recorded,  particu- 
larly if  the  history  is  noncontributory.  Neverthe- 
less, incomplete  documentation  of  patient  history 
remained  an  important  problem  requiring  further 
attention. 


Improvement  was  evident  in  the  appropriate  use 
and  completeness  of  laboratory  tests,  documented 
both  in  progress  notes  and  by  laboratory  reports 
entered  in  the  clinical  record.  The  nurses  no  long- 
er used  qualitative  or  screening  urine  cultures  as 
definitive  tests  to  determine  the  presence  of  infec- 
tion. Patient  management  was  planned  so  that 
follow-up  urine  cultures  were  never  obtained  too 
soon  after  treatment.  Both  urine  culture  and  uri- 
nalysis were  obtained  instead  of  the  culture  alone. 

The  nurses  further  demonstrated  greater  com- 
petency in  the  management  of  urinary  tract  infec- 
tion following  the  first  audit  in  that  they  initiated 
treatment  more  promptly  and  obtained  more  com- 
plete posttreatment  patient  evaluation.  The  lat- 
ter was  rendered  difficult  by  a 40  per  cent  broken- 
appointment  rate  and  by  a high  frequency  of  pa- 
tients with  multiple  illnesses  and/or  severe  socio- 
economic problems. 

Both  audits  show  a persistent  inconsistency  re- 
garding criteria  for  initiating  treatment.  Al- 
though the  protocol  specified  that  patients  should 
be  treated  when  the  urine  culture  grew  less  than 
105  colonies  per  milliliter  of  a urinary  pathogen  in 
the  presence  of  urinary  tract  symptoms,  pyuria,  or 
bacilluria,  11  of  45  patients  meeting  these  criteria 
were  not  treated;  why  some  were  treated  and  oth- 
ers were  not  was  not  apparent  from  the  clinical 
record.  Informal  discussion  with  the  clinicians  in- 
dicated that,  despite  the  protocol  they  had  ap- 
proved, they  had  used  these  criteria  as  an  option 
rather  than  as  a mandate  for  initiating  treatment. 
Instead,  they  depended  on  a variety  of  subjective 
criteria,  such  as  severity  of  symptoms  or  estimate 
of  a particular  patient’s  likelihood  to  take  medica- 
tion, to  make  their  decision  regarding  treatment. 
On  the  other  hand,  they  considered  a urine  culture 
colony  count  of  greater  than  105  per  milliliter  as  a 
mandate  for  treatment. 

Only  1 of  the  50  patients  meeting  this  criterion 
was  not  treated. 

Based  on  the  audit  data  pertinent  to  the  nurses’ 
clinical  performance,  the  patients’  compliance 
with  appointment  keeping,  and  the  high  frequency 
of  recurrence  or  reinfection,  a more  feasible  and 
appropriate  revision  of  the  protocol  was  intro- 
duced. 

The  following  outlines  the  revised  protocol  for 
diagnosis  and  treatment  of  acute  urinary  tract  in- 
fection, with  the  minimal  acceptable  criteria  for  all 
patients.  Additional  criteria  include  a rectal  ex- 
amination for  male  patients  and  an  intravenous 
pyelogram  in  specified  circumstances. 

I.  Diagnostic  evaluation 

A.  Documentation  of  symptoms 

B.  Documented  inquiry  regarding  previous 
urinary  tract  infection 

C.  Urinalysis 

D.  Quantitative  urine  culture 
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II.  Treatment.  Minimum  ten-day  course  of  one  of 
several  specified  antibiotics 

III.  Follow-up  evaluation  five  days  after  completion 
of  treatment  and  again  thirty  days  after  comple- 
tion of  treatment 

A.  Documentation  of  symptoms 

B.  Urinalysis 

C.  Quantitative  urine  culture 

Revised  Criteria  for  initiation  of  treatment 

Treatment  is  indicated  if  urine  culture  grows 
more  than  105  colonies  per  milliliter  of  a urinary 
pathogen. 

Treatment  is  optional  if  urine  culture  grows  less 
than  10s  colonies  per  milliliter  of  a urinary  patho- 
gen, in  the  urinary  tract  symptoms,  presence  of 
pyuria,  or  bacilluria. 

The  urinalysis  to  be  obtained  forty-eight  hours 
after  beginning  treatment  was  omitted  because  the 
clinicians  agreed  that  the  effort  required  to  obtain 
this  test  outweighed  its  clinical  value.  On  the 
other  hand,  clinical  outcome  data  indicated  need 
for  more  prolonged  posttreatment  follow-up.  Ac- 
cordingly, a thirty-day  posttreatment  evaluation 
was  added  to  the  protocol.  Criteria  for  treatment 
were  modified  so  that  treatment  is  optional  when  a 
urine  culture  contains  less  than  105  colonies  per 
milliliter  of  a urinary  pathogen  in  the  presence  of 
symptoms,  pyuria,  or  bacilluria.  In  such  in- 
stances, however,  the  reason  why  treatment  was  or 
was  not  given  should  be  apparent  from  the  clinical 
record.  Reasons  for  absent  posttreatment  follow- 


Acupuncture only  partially 
successful  in  relief  of  pain 

Acupuncture  will  relieve  pain  in  some  people  for  a 
time,  but  it’s  still  next  to  impossible  to  say  how  it  does 
so. 

In  a carefully  planned  study  of  use  of  acupuncture  to 
relieve  chronic  pain,  a Florida  research  group  performed 
979  acupuncture  treatments  in  261  patients. 

A substantial  number  of  patients  stated  that  they  had 
relief  immediately  following  a series  of  four  acupuncture 
treatments.  It  did  not  matter  whether  the  needles  were 
placed  in  the  traditional  meridian  locations  or  in  arbi- 
trary fixed  control  points. 

Although  many  gained  relief  from  pain,  four  weeks 
following  treatment  65  per  cent  of  the  patients  reported 
little  or  no  reduction  in  pain,  17  per  cent  reported  only  a 
50  per  cent  reduction,  and  18  per  cent  at  least  a 75  per 
cent  reduction. 

Since  pain  returned  in  the  majority  of  the  patients,  it 


up  data  should  be  clearly  stated  in  the  clinical  rec- 
ord, together  with  plans  for  future  follow-up  or 
reasons  why  follow-up  will  not  be  done.  Only  in 
this  way  can  acceptable  medical  management  be 
documented. 

A possible  refinement  of  this  method  of  evaluat- 
ing clinical  performance  would  be  a scoring  system 
similar  to  that  used  by  Morehead,4  in  which  vari- 
ous components  of  the  medical  care  process  are 
weighted  according  to  their  relative  importance. 
Since  the  weighting  process  is  highly  subjective, 
we  wonder  if  the  precision  of  weighting  figures  is 
more  apparent  than  real.  The  data  from  our  au- 
dits were  adequate  to  identify  deficiencies  in  clini- 
cal performance  both  in  the  group  of  nurses  and  in 
specific  individuals.  A scoring  system  was  de- 
vised, but  did  not  contribute  importantly  to  the 
usefulness  of  the  audit  data. 

Department  of  Medicine 
Albany  Medical  College  of  Union  University 
Albany,  New  York  12208 
(DR.  DUTTON) 
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may  be  a waste  of  time  to  employ  a technique  that  is  at 
best  marginally  successful,  they  say.  On  the  other 
hand,  the  researchers  point  out,  one  could  emphasize 
the  fact  that  18  per  cent  of  patients  who  had  failed  to  re- 
ceive adequate  relief  from  \Vestern-type  therapy  re- 
sponded favorably  to  acupuncture  therapy 

The  conclusion  does  nothing  to  establish  the  credibil- 
ity of  acupuncture  therapy  on  a scientific  or  physiologic 
basis.  It  suggests,  however,  that  acupuncture  therapy 
may  have  a place  among  treatment  methods  for  patients 
with  chronic  pain  that  is  resistant  to  other  methods. 

It  is  possible  that  acupuncture  does  produce  a placebo 
effect,  but  it  may  be  stronger  than  that  customary  with 
tablets,  since  the  patient  perceives  the  needle  prick  and 
electrical  stimulus.  Acupuncture  also  distracts  the  pa- 
tient from  his  pain. 

The  report  is  from  an  anesthesiology  group  at  the 
University  of  Florida  College  of  Medicine,  Gainesville: 
M.D.’s  Peter  Ky  Lee,  Thorkild  W.  Anderson,  Jerome  H. 
Modell,  II,  and  Segundia  A.  Saga. 
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Tonsillectomy  and 
Adenoidectomy 

Are  too  many  being  done  ? 


SAMUEL  KARELITZ,  M.D. 

New  Hyde  Park  New  York 

Emeritus  Director  of  Pediatrics,  Long  Island 
Jewish-Hillside  Medical  Center 


In  1958  Bakwin,1  then  professor  of  pediatrics  at 
the  New  York  University  School  of  Medicine, 
wrote  “The  Tonsil-Adenoidectomy  Enigma.” 
Some  time  thereafter,  Goldbloom,2  professor  of 
pediatrics  at  McGill  University  School  of  Medi- 
cine, wrote  “Tonsillitis  and  Tonsil  Surgery.” 
Their  points  of  view  were  similar:  noting  that 

many  more  tonsil  and  adenoid  operations  were 
being  done  than  were  indicated  and  that  in  the 
overwhelming  majority  of  cases  they  were  proba- 
bly useless  procedures.  Years  later,  I agree  with 
their  observations  and  conclusions.  It  is  my  feel- 
ing now,  as  it  has  been  for  at  least  twenty-five 
years  and  probably  much  longer,  that  too  many  T 
& As  (tonsillectomy  and  adenoidectomies)  are  per- 
formed. 

A questionnaire  was  sent  to  3,441  practicing 
physicians  by  Wolman.3  These  practitioners  lim- 
ited their  care  largely  to  children.  One  of  Wol- 
man’s  questions  was,  “What  do  you  consider  indi- 
cations for  tonsillectomy  and  adenoidectomy?” 
Thirteen  indications  were  given,  and  in  the  order 
of  frequency  they  were: 

Recurrent  or  chronic  otitis  media 
Prominent  mouth  breathing  or  snoring  due  to  large 
tonsils  and/or  adenoids 
Recurrent  or  chronic  cervical  adenitis 
Quinsy,  peritonsillar  abscess 

Recurrent  or  chronic  asthma  induced  by  respiratory 
infections 

Tendency  toward  rheumatic  fever 
Recurrent  or  chronic  sinusitis 
Recurrent  or  chronic  lung  infections 
Scarlet  fever 
Cryptic  tonsils 

A very  small  group  indicated  T & A was  “rou- 
tine.” Another  2.7  per  cent  had  other  reasons, 
such  as  speech  defects  associated  with  excessive 
adenoid  and  tonsillar  hypertrophy,  foul  breath, 
diphtheria  carriers,  snoring,  high-arched  palate, 
pigeon  breast,  pyelitis,  and  retarded  mental  devel- 


opment due  to  anoxia;  also,  such  unlikely  things  as 
nightmares  and  night  sweats. 

Both  Bakwin1  and  Goldbloom2  indicated  that 
the  overwhelming  majority  of  children  were  oper- 
ated on  for  one  or  more  of  three  reasons:  first,  pa- 
rental pressure  for  the  operation;  second,  large 
tonsils  and  adenoids;  and  third,  frequent  upper- 
respiratory  infection. 

Rationale 

Despite  much  propaganda  against  indiscrimi- 
nate tonsillectomies  in  the  past  three  to  four  dec- 
ades, parents  still  pressure  strongly  for  operations. 
There  is  a widespread  impression  among  the  laity 
that  in  some  ways  T & A is  a desirable  health  mea- 
sure and  protects  against  colds.  It  might  be  of 
some  interest  that  at  a time  when  there  were  about 
350  so-called  “boarders”  in  New  York  City  hospi- 
tals, an  effort  was  made  by  the  city  social  service 
and  welfare  departments  to  move  these  children  to 
child-caring  institutions.  A stipulation  in  one  in- 
stitution was  that  children  would  not  be  admitted 
unless  their  tonsils  and  adenoids  had  been  re- 
moved. 

Several  years  ago,  a mother  with  3 young  chil- 
dren, approximately  three,  six,  and  eight  years  of 
age,  was  lost  on  the  floor  of  the  children’s  ward.  I 
asked  if  I could  be  helpful.  She  informed  me  that 
she  had  them  there  for  T & A operations.  I ex- 
claimed, “All  three?”  She  replied,  “Yes.”  “Have 
they  all  been  sick?”  I asked.  She  replied,  “The 
five-year-old  has  had  many  colds,  but  since  he  was 
going  to  have  the  operation,  I thought  it  better  to 
have  them  all  done  at  the  same  time  to  avoid  com- 
ing back  twice  more  to  have  the  others  done.”  I 
can  understand  the  lack  of  knowledge  about  such 
things  on  the  part  of  the  mother,  but  I was  sur- 
prised that  a surgeon  would  be  willing  to  operate 
on  one  child  who  might  have  had  a remotely  rea- 
sonable indication  and  on  the  2 sibs  who  had  no 
indications  whatsoever.  Newspapers  have  re- 
ported that  5 or  more  siblings  of  a family  have 
been  admitted  to  a hospital,  all  for  T & A surgery. 
It  is  hard  for  me  to  understand  why  some  physi- 
cians are  willing  to  undertake  “family”  surgery  of 
this  nature.  The  usual  answer  one  gets  about 
changing  such  practice  is  usually  the  following, 
“Well,  Dr.  Karelitz,  you  know  if  I don’t  do  it,  the 
mother  will  go  around  until  she  finds  someone  who 
will;  she  is  determined  to  have  all  the  children 
tonsillectomized  at  the  same  time.”  This  explana- 
tion is  not  satisfying.  Imagine  a family  coming  in 
to  have  mass  appendectomies? 

Otitis  media 

Recurrent  or  chronic  otitis  media  does  not  nec- 
essarily indicate  a T & A operation.  Antibiotics 
are  now  available  that  can  eliminate  most  of  the 
cases  of  otitis  media.  However,  treatment  must 
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be  longer  than  is  customary.  Chronic  otitis  media 
can  be  cured  with  antibiotics  provided  the  bacteria 
causing  it  can  be  eliminated  by  the  antibiotic  se- 
lected, based  on  culture  and  sensitivity  findings, 
and  treatment  for  an  adequate  time.  Even  mas- 
toiditis can  be  cured  with  antibiotics  without  sur- 
gery if  treatment  is  continued  for  several  weeks, 
six  or  longer,  as  indicated  in  osteomyelitis  in  other 
bones. 

Treatment  for  recurrent  otitis  media  and  acute 
otitis  media  should  be  continued  until  the  in- 
volved tympanic  membrane  looks  normal,  pain  is 
gone,  the  temperature  is  normal,  there  is  no  mas- 
toid tenderness,  and  hearing  is  good.  Then,  the 
antibiotic  therapy  should  be  continued  for  four  to 
five  days  more  in  catarrhal  otitis  media  and  two 
weeks  or  longer  in  purulent  otitis  media  and  recur- 
rent otitis  media. 

Nonmedical  factors 

The  frequency  of  T & A is  not  uniform.  Thus, 
the  chief  medical  officer  of  the  Ministry  of  Educa- 
tion for  England  and  Wales  for  the  years  1952  and 

1953  found  that  in  Leeds  the  chances  of  a child 
having  had  a tonsillectomy  in  1953  were  ten  times 
greater  than  in  nearby  Sheffield.4  Similarly,  the 

1954  figures  reported  by  the  Registrar  General  in- 
dicated that  a child  in  Rutlandshire  is  19  times 
more  likely  to  have  a T & A than  one  in  the  neigh- 
boring Cambridgeshire.5  Here  in  New  York  State, 
Schlesinger6  reported  that  in  1957  the  proportion 
of  children  three  to  nine  years  who  had  T & A was 
three  times  higher  in  Newburgh  than  in  adjacent 
Kingston. 

The  socioeconomic  grouping  of  a community  is 
also  significant.  Downes'  found  that  in  Westches- 
ter County,  New  York,  children  of  the  professional 
and  managerial  classes  were  much  more  likely  to 
have  T & A operations  than  children  of  the  semi- 
skilled and  unskilled  groups.  Wolman3  noted  that 
a relatively  small  portion  of  physicians  were  doing 
a disproportionately  large  number  of  operations. 
These  observations  suggest  that  there  are  many 
factors  other  than  strict  medical  indications  which 
decide  the  frequency  of  T & A surgery  in  children. 

Poliomyelitis 

When  poliomyelitis  was  common  in  the  United 
States,  it  was  observed  by  several  that  of  the  chil- 
dren who  had  developed  bulbar  poliomyelitis,  a 
considerable  number  had  had  tonsillectomies  in 
the  past  month  and  some  in  the  past  six  months.8- 
10  This  resulted  in  a recommendation  by  the 
health  department  of  New  York  that  tonsillecto- 
mies should  not  be  done  during  the  period  when 
poliomyelitis  is  likely  to  be  present,  unless  these 
children  have  previously  been  immunized  against 
all  three  types  of  the  poliovirus  at  least  a month 
before  surgery.  In  our  hospital,  we  did  not  permit 


a child  to  have  a T & A unless  he  or  she  had  re- 
ceived all  three  doses  of  the  triple  poliomyelitis 
vaccine  at  least  a month  before  surgery.  Thus, 
fewer  T & As  were  done  during  the  period  from 
May  to  December.  Since  poliomyelitis  is  still 
present  in  many  less-developed  countries,  the  pre- 
ceding information  is  still  significant  there. 

Pros  and  cons 

Several  controlled  studies  have  been  done  in  the 
past  to  determine  the  result  of  T & A.  Kaiser11 
studied  several  thousand  children,  many  of  whom 
had  had  tonsillectomies  and  a similar  number  who 
had  not  and  who  served  as  controls,  to  determine 
the  results  of  T & A on  infection.  Other  large 
studies  were  done  by  Paton12  in  England  and  by 
Mertz13  in  Westchester  County,  New  York.  In 
general  the  results  reported  were  similar.  Kaiser 
noted  that  diphtheria  and  scarlet  fever  were  less 
frequent  after  tonsillectomy,  that  tonsillitis  and 
cervical  adenitis  were  less  frequent  in  those  whose 
tonsils  and  adenoids  had  been  removed,  but  that 
bronchitis  had  become  more  common  after  T & A. 

Complications 

Asthma.  It  has  been  observed  that  some  chil- 
dren who  probably  had  a tendency  to  develop 
asthma,  had  the  first  attack  shortly  after  T & A. 
A six-year-old  boy  had  his  first  attack  of  asthma 
within  two  hours  after  return  to  his  room  from  the 
operating  room  where  a T & A was  done  under 
ether  anesthesia.  He  did  have  some  allergies,  but 
never  had  asthma  before.  I have  also  observed  the 
first  episodes  of  asthma  several  days  to  a week  or 
longer  following  T & A. 

When  a child  is  brought  to  me  for  an  opinion  of 
whether  or  not  T & A is  indicated,  I question 
whether  the  child  is  allergic.  If  the  answer  is  yes, 
be  it  eczema,  hay  fever,  or  whatever,  I usually  rec- 
ommend delaying  the  T & A until  the  allergies  are 
adequately  treated  because  of  the  possibility  of 
asthma.  In  many  such  instances,  the  T & A has 
been  postponed  indefinitely.  For  some  of  these 
children,  I have  recommended  a change  of  climate 
and/or  antibiotic  prophylaxis  during  the  winter 
and  early  spring. 

Rheumatic  fever.  Kaiser11  observed  that 
rheumatic  fever  was  not  diminished  after  T & A. 
He  concluded  that  “the  surgical  treatment  of  the 
tonsil  regardless  of  the  age  of  the  child,  offers  no 
certainty  of  preventing  infection  and  apparently 
does  not  reduce  the  number  of  recurrences  of 
rheumatic  fever,”  nor  of  new  cases  of  rheumatic 
fever. 

Anesthesia.  T & A done  under  general  anes- 
thesia is  by  no  means  a benign  and  harmless  oper- 
ation. There  is  a considerable  morbidity  associ- 
ated with  it  and,  unfortunately,  also  mortality. 
One  of  the  great  dangers  is  hemorrhage  in  some 
little  children.  Asphyxia  may  result  from  the 
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tongue  falling  back  after  the  anesthesia.  At  one 
time,  ether  anesthesia  in  children  was  followed  by 
death  in  one  in  4,000.  Bakwin14  reviewed  the  T & 
As  done  in  New  York  City  hospitals  in  1957  and 
found  some  54,000  T & As  were  done,  with  14 
deaths,  most  of  them  associated  with  ether  anes- 
thesia. This  postanesthesia  mortality  rate  has 
dropped  a great  deal  since  halothane  has  been 
used,  according  to  recent  studies. 

Emotional  reactions.  General  anesthesia, 
with  or  without  surgery,  can  be  followed  by  emo- 
tional disturbances  in  a child.  Levy,15  a well- 
known  child  psychiatrist,  noted  that  all  types  of 
behavior  disturbances  developed  following  T & A, 
more  frequently  among  the  younger  child  around 
three  years  of  age. 

In  the  late  1940s,  when  the  City  of  New  York 
was  frightened  by  an  outbreak  of  smallpox,  more 
than  4 million  people  were  vaccinated  against 
smallpox.  Adults  as  well  as  children  were  includ- 
ed. It  was  my  custom  to  cleanse  the  site  of  the 
arm  with  acetone  where  I would  apply  the  vaccine. 
For  a few  days,  I had  no  acetone  in  my  office  and, 
therefore,  used  ether  to  cleanse  the  skin.  On  sev- 
eral occasions  when  I applied  the  ether,  the  child 
shrieked  with  fear.  I asked  those  who  were  old 
enough  to  answer,  “Why  did  you  shriek?,”  and 
usually  the  answer  was,  “I  hate  that  stuff.” 
“What  stuff?”  I asked.  “The  stuff  you  put  on 
my  arm,”  they  replied.  The  next  question  I asked 
was,  “Did  you  ever  have  an  operation?”  “Yes,  my 
tonsils  were  taken  out.”  “Was  that  when  you  first 
smelled  this  stuff?”  “Yes,  and  I hate  it.”  Some 
of  these  children  had  their  tonsils  and  adenoids  re- 
moved some  five  to  eight  years  before,  yet  they  re- 
membered the  smell  so  vividly  and  associated  it 
with  the  whole  ordeal  of  the  T & A. 

Conclusion 

A large  percentage  of  T & As  are  done  unneces- 
sarily and  do  not  usually  correct  the  condition 
about  which  the  mother  complains.  Occasionally 
it  does  help.  However,  it  is  not  a harmless  proce- 
dure and  can  lead  to  severe  complications,  even 
death,  in  an  appreciable  number.  My  attitude  can 
in  no  way  be  expanded  to  a broad  statement  that 
T & A should  not  be  done  at  all.  In  some  in- 
stances, children  with  very  poor  appetites  have  im- 
proved tremendously  after  T & A,  but  this  is  by  no 
means  a certain  benefit.  When  a child’s  hearing 
has  become  poor  and  masses  of  adenoid  tissue 
have  blocked  the  eustachian  tube,  there  has  been 
improvement. 

A confusing  topic  is  the  incidence  of  tonsillitis. 
It  has  become  very  common  for  the  practicing 
physician  to  say  that  the  child  had  tonsillitis  when 
in  fact  it  was  an  upper-respiratory  infection,  and 
there  was  no  follicular  tonsillitis,  nor  exudate,  and 
no  edema  nor  severe  redness  of  the  tonsils.  When 
asked  pointedly  how  often  a child  has  had  tonsils 


with  white  spots  on  them,  the  mother  may  re- 
spond. “Oh,  perhaps  once  in  the  past  year  or 
two,”  hardly  enough  to  indicate  surgery.  The  di- 
agnosis of  tonsillitis  ought  to  be  made  on  the  basis 
of  more  specific  findings,  and  the  etiologic  bacteria 
should  be  determined  by  a throat  culture,  particu- 
larly when  real  follicular  tonsillitis  is  seen.  Many 
attacks  of  follicular  tonsillitis  during  a year  are  an 
indication  for  a tonsillectomy  as  is  quinsy  or  ton- 
sillar abscess. 

Do  tonsils  have  function? 

The  old  idea  that  tonsils  and  adenoids  lack 
function  is  not  quite  true.  We  now  know  that 
gamma  A,  a globulin  associated  with  frequent 
upper-respiratory  infections,  is  found  on  the  ton- 
sils of  an  eight-month  fetus  and  in  newborns  and 
older  infants  and  children.16  Removal  of  the  ton- 
sils does  produce  temporary  loss  of  gamma  A in 
the  pharynx  and  possibly  increases  the  tendency 
to  infection.  Gamma  M may  be  increased  at  this 
time,  but  as  it  returns  to  normal  levels,  the  gamma 
A increases.  Gamma  M usually  indicates  a recent 
or  new  infection.  Thus,  tonsils  do  have  a signifi- 
cant role  in  the  immunity  to  some  bacteria. 

In  conclusion,  if  actual  indications  for  T & A 
were  better  observed,  there  would  be  fewer  done 
and  complications,  and  even  death,  reduced. 

Long  Island  Jewish-Hillside  Medical  Center 
_ . New  Hyde  Park,  New  York  11040 
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Obituaries 


Antonio  Acosta-Velarde,  M.D.,  of  New  York  City, 
died  on  July  30  at  the  age  of  seventy-two.  Dr.  Acosta- 
Velarde  graduated  in  1931  from  the  Medical  College  of 
Virginia.  He  was  a clinical  assistant  in  medicine  at  St. 
Luke’s  Hospital  Center.  Dr.  Acosta-Velarde  was  a Fel- 
low of  the  American  College  of  Chest  Physicians  and  a 
member  of  the  American  Thoracic  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Joseph  Alexander,  M.D.,  of  New  York  City,  died  on 
September  12  at  the  age  of  seventy-seven.  Dr.  Alexan- 
der graduated  in  1921  from  Syracuse  University  College 
of  Medicine.  He  was  a consulting  physician  in  pulmo- 
nary diseases  at  Sea  View  Hospital  and  Home,  an  honor- 
ary member  of  the  medical  staff  at  the  Hospital  for  Spe- 
cial Surgery,  and  an  assistant  attending  physician  at 
Flower  and  Fifth  Avenue  Hospitals.  Dr.  Alexander  was 
a member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Leon  Andrzejewski,  M.D.,  of  Colden,  died  on  May  1 at 
the  age  of  seventy-nine.  Dr.  Andrzejewski  graduated  in 
1919  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leslie  Orrell  Ashton,  M.D.,  of  Astoria,  died  on  Sep- 
tember 2,  at  the  age  of  eighty-two.  Dr.  Ashton  gradu- 
ated in  1917  from  Harvard  University  Medical  School. 
He  was  a Diplomate  of  the  American  Board  of  Pediat- 
rics and  a member  of  the  American  Academy  of  Pediat- 
rics, the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Association. 

Ernst  Bloch,  M.D.,  of  New  York  City,  died  on  August 
31  at  the  age  of  eighty-two.  Dr.  Bloch  received  his  med- 
ical degree  from  the  University  of  Berlin  in  1919.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Edgar  Block,  M.D.,  of  Red  Hook,  died  on  Au- 
gust 25  at  the  age  of  seventy-one.  Dr.  Block  graduated 
in  1938  from  Long  Island  College  of  Medicine.  He  was 
an  attending  physician  in  general  practice  at  Northern 
Dutchess  Hospital.  Dr.  Block  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Dutchess 
County  Medical  Society,  the  Medical  Socjety  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Fred  Bock,  M.D.,  of  Jamaica,  died  on  August  24  at  the 


age  of  seventy.  Dr.  Bock  graduated  in  1932  from  Long 
Island  College  of  Medicine.  He  was  a consulting  obste- 
trician and  gynecologist  at  Jamaica  Hospital  and 
Queens  Hospital  Center.  Dr.  Bock  was  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jane  Rosina  Breese,  M.D.,  of  Buffalo,  died  on  Sep- 
tember 20  at  the  age  of  ninety-one.  Dr.  Breese  gradu- 
ated in  1916  from  the  University  of  Buffalo  School  of 
Medicine.  She  was  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Adam  Buecheler,  M.D.,  of  Syracuse,  died  on 
July  13  at  the  age  of  ninety-four.  Dr.  Buecheler  gradu- 
ated in  1906  from  Syracuse  University  College  of  Medi- 
cine. He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Eric  Rodney  Clarke,  M.D.,  of  Newark,  New  Jersey, 
formerly  of  New  York  City,  died  on  May  28  at  the  age  of 
sixty.  Dr.  Clarke  graduated  in  1942  from  Meharry 
Medical  College.  He  was  a senior  clinical  assistant  oto- 
laryngologist at  Brooklyn  Eye  and  Ear  Hospital  and  an 
adjunct  otolaryngologist  at  the  Hospital  for  Joint  Dis- 
eases. Dr.  Clarke  was  a member  of  the  New  York  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Henry  Baker  Crawford,  M.D.,  of  Rochester,  died  on 
September  12  at  the  age  of  seventy-two.  Dr.  Crawford 
graduated  in  1929  from  Harvard  University  Medical 
School.  He  was  a consulting  orthopedic  surgeon  at 
Rochester  General  Hospital.  Dr.  Crawford  was  a Diplo- 
mate of  the  American  Board  of  Orthopedic  Surgery  and 
a member  of  the  American  Orthopaedic  Association,  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Roch- 
ester Academy  of  Medicine,  the  Monroe  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Isaac  Kermit  Darby,  M.D.,  of  New  York  City,  died  on 
August  31  at  the  age  of  seventy-one.  Dr.  Darby  gradu- 
ated in  1929  from  Meharry  Medical  College.  He  was  an 
assistant  attending  gyr  ecologist  at  Harlem  Hospital 
Center.  Dr.  Darby  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Herman  Datyner,  M.D.,  of  New  York  City,  died  on 
September  7 at  the  age  of  eighty-nine.  Dr.  Datyner  re- 
ceived his  medical  degree  from  the  University  of  Berlin 
in  1911.  He  was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  American  Urological  As- 
sociation, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Edelman,  M.D.,  of  Ozone  Park,  died  on  Au- 
gust 25  at  the  age  of  seventy-five.  Dr.  Edelman  gradu- 
ated in  1924  from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  a family  practitioner  at  Whitestone  General  Hospi- 
tal. Dr.  Edelman  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Anny  Elston,  M.D.,  of  New  York  City,  died  on  March  3 
at  the  age  of  seventy-nine.  Dr.  Elston  received  her 
medical  degree  from  the  University  of  Kiel  in  1919.  She 
was  an  emeritus  pediatrician  at  the  New  York  Infirma- 
ry. Dr.  Elston  was  a Diplomate  of  the  American  Board 
of  Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  American  Medical  Women’s  Association, 
the  Pan  American  Medical  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jerome  Engel,  M.D.,  of  Ravena,  died  on  September  23 
at  the  age  of  sixty-six.  Dr.  Engel  graduated  in  1933 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  Albany  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ismail  Hakki  Eroglu,  M.D.,  of  Elmhurst,  died  on  Sep- 
tember 21  at  the  age  of  fifty-six.  Dr.  Eroglu  received 
his  medical  degree  from  the  University  of  Istanbul  in 
1943.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  Feinstein,  M.D.,  of  Buffalo,  died  on  August  24 
at  the  age  of  sixty-seven.  Dr.  Feinstein  graduated  in 
1931  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  psychiatrist  at  the  Veterans  Ad- 
ministration Hospital.  Dr.  Feinstein  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association,  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Sigmund  L.  Friedman,  M.D.,  of  Brooklyn  and  New 
York  City  died  on  September  11  at  the  age  of  sixty-six. 
Dr.  Friedman  graduated  in  1933  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a member 
of  the  American  Public  Health  Association  and  the  New 
York  Academy  of  Medicine. 

Alfred  Gallinek,  M.D.,  of  The  Bronx,  died  on  August 
20  at  the  age  of  seventy-three.  Dr.  Gallinek  received  his 


medical  degree  from  the  University  of  Berlin  in  1927. 
He  was  an  associate  (inactive)  neurologist  at  The  Pres- 
byterian Hospital.  Dr.  Gallinek  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Academy  of  Neurology,  the 
American  Psychiatric  Association,  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the  American 
Society  of  Clinical  Hypnosis,  the  New  York  Academy  of 
Medicine,  the  New  York  Neurological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Anthony  B.  Gedroiz,  M.D.,  of  Saranac  Lake,  died  on 
March  28  at  the  age  of  sixty-nine.  Dr.  Gedroiz  gradu- 
ated in  1930  from  Georgetown  University  School  of 
Medicine.  He  was  an  attending  physician  in  general 
practice  at  General  Hospital  of  Saranac  Lake.  Dr.  Ge- 
droiz was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Franklin  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Geiger,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 13  at  the  age  of  eighty-five.  Dr.  Geiger  gradu- 
ated in  1916  from  Fordham  University  School  of  Medi- 
cine. He  was  an  emeritus  physician  in  medicine  at 
Lenox  Hill  Hospital  and  a consulting  physician  in  medi- 
cine at  Lincoln  Hospital.  Dr.  Geiger  was  a Diplomate  of 
the  American  Board  of  Pathology  and  a member  of  the 
American  Society  of  Clinical  Pathologists,  the  New  York 
Academy  of  Medicine,  the  New  York  Pathological  Soci- 
ety, the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  F.  D.  Gibbs,  M.D.,  of  Seneca  Falls,  died  on 
March  7 at  the  age  of  seventy-seven.  Dr.  Gibbs  gradu- 
ated in  1923  from  Syracuse  University  College  of  Medi- 
cine. He  was  an  attending  surgeon  at  Taylor-Brown 
Memorial  Hospital  (Waterloo).  Dr.  Gibbs  was  a Fellow 
of  the  American  College  of  Surgeons  and  a member  of 
the  Geneva  Academy  of  Medicine,  the  Seneca  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Raymond  Gosselin,  M.D.,  of  Southbury,  Connecticut, 
formerly  of  New  York  City,  died  on  August  20  at  the  age 
of  seventy-six.  Dr.  Gosselin  graduated  in  1923  from  Al- 
bany Medical  College.  He  was  a member  of  the  Ameri- 
can Psychiatric  Association,  the  American  Psychoana- 
lytic Association,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  Y ork,  and 
the  American  Medical  Association. 

Leon  H.  Griggs,  M.D.,  of  Manlius,  died  on  September 
17  at  the  age  of  eighty.  Dr.  Griggs  graduated  in  1918 
from  Syracuse  University  College  of  Medicine.  He  was 
a senior  dermatologist  at  Crouse-Irving  Memorial  Hos- 
pital. Dr.  Griggs  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  and  a member  of  the  Amer- 
ican Academy  of  Dermatology,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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Nathan  Grosof,  M.D.,  of  Brooklyn,  died  on  September 
26  at  the  age  of  seventy-three.  Dr.  Grosof  graduated  in 
1925  from  the  Long  Island  College  Hospital.  He  was  an 
attending  emeritus  surgeon  at  Brookdale  Hospital  Cen- 
ter and  an  associate  surgeon  at  Lefferts  General  Hospi- 
tal. Dr.  Grosof  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Vladimir  Gurewich,  M.D.,  of  New  York  City,  died  on 
February  18,  at  the  age  of  seventy-three.  Dr.  Gurewich 
received  his  medical  degree  from  the  University  of 
Heidelberg  in  1927.  He  was  an  associate  physician  at 
Metropolitan  Hospital  and  an  assistant  attending  physi- 
cian at  Flower  and  Fifth  Avenue  Hospitals.  Dr.  Gure- 
wich was  a Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  Academy  of  Psychoso- 
matic Medicine,  the  American  Geriatrics  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Godel  I.  Hunter,  M.D.,  of  New  York  City,  died  on  Au- 
gust 19  at  the  age  of  eighty-two.  Dr.  Hunter  graduated 
in  1921  from  Cornell  University  Medical  College.  He 
was  a senior  clinical  assistant  (off  service)  pediatrician 
at  The  Mount  Sinai  Hospital.  Dr.  Hunter  was  a Diplo- 
mate of  the  American  Board  of  Pediatrics  and  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Saul  Knopf,  M.D.,  of  Katonah,  died  on  September  15 
at  the  age  of  eighty-eight.  Dr.  Knopf  graduated  in  1906 
from  Long  Island  College  Hospital.  He  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  American  Academy  of  Facial  Plastic  and 
Reconstruction  Surgery,  the  New  York  Academy  of 
Medicine,  the  New  York  Rhino-Otolaryngological  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benedict  Kurshan,  M.D.,  of  Huntington,  died  in  Sep- 
tember at  the  age  of  seventy-one.  Dr.  Kurshan  gradu- 
ated in  1935  from  New  York  University  Medical  College. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Lederfeind,  M.D.,  of  North  Miami,  Florida,  for- 
merly of  Yonkers,  died  on  May  4 at  the  age  of  seventy- 
seven.  Dr.  Lederfeind  graduated  in  1931  from  the  Uni- 
versity of  Edinburgh  Faculty  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Daniel  Pierri,  M.D.,  of  Long  Island  City,  died 
on  August  11  at  the  age  of  fifty-seven.  Dr.  Pierri  gradu- 
ated in  1942  from  New  York  Medical  College.  He  was 
an  associate  attending  physician  at  City  Hospital  Center 
at  Elmhurst.  Dr.  Pierri  was  a member  of  the  Medical 


Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Ralph  G.  Rohner,  M.D.,  of  New  York  City,  died  on 
September  1 at  the  age  of  sixty-eight.  Dr.  Rohner  grad- 
uated in  1936  from  the  Medical  College  of  Virginia.  He 
was  an  associate  orthopedic  surgeon  at  the  Hospital  for 
Joint  Diseases.  Dr.  Rohner  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Amer- 
ican Geriatrics  Society,  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

J.  Frederick  Rommel,  Jr.,  M.D.,  of  Oneida,  died  on 
September  14,  at  the  age  of  sixty-three.  Dr.  Rommel 
graduated  in  1939  from  the  University  of  Vermont  Col- 
lege of  Medicine.  He  was  a consulting  surgeon  and  an 
attending  obstetrician  and  gynecologist  at  Oneida  City 
Hospital.  Dr.  Rommel  was  a member  of  the  Madison 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Rosenblum,  M.D.,  of  New  York  City,  died  on 
August  23  at  the  age  of  eighty-one.  Dr.  Rosenblum 
graduated  in  1921  from  Cornell  University  Medical  Col- 
lege. He  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  C.  Scanio,  M.D.,  of  Buffalo,  died  on  September 
18  at  the  age  of  sixty-nine.  Dr.  Scanio  graduated  in 
1930  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a consulting  otolaryngologist  at  Children’s  Hos- 
pital and  the  Edward  J.  Meyer  Memorial  Hospital.  Dr. 
Scanio  was  a Diplomate  of  the  American  Board  of  Oto- 
laryngology and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Benjamin  S.  Shapley,  M.D.,  of  Flushing,  died  on  Sep- 
tember 21  at  the  age  of  seventy-four.  Dr.  Shapley  grad- 
uated in  1927  from  the  University  of  Illinois  College  of 
Medicine.  He  was  a member  of  the  American  Academy 
of  Family  Physicians,  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ainsworth  L.  Smith,  M.D.,  of  Miller  Place,  died  on 
September  17  at  the  age  of  seventy-seven.  Dr.  Smith 
graduated  in  1922  from  Cornell  University  Medical  Col- 
lege. He  was  a senior  surgeon  at  Brooklyn-Cumberland 
Medical  Center.  Dr.  Smith  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Clinical  Society,  New  York 
Diabetes  Association,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Reginald  R.  Steen,  M.D.,  of  Hempstead,  died  on  Sep- 
tember 3 at  the  age  of  seventy-two.  Dr.  Steen  gradu- 
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ated  in  1927  from  Harvard  University  Medical  School. 
He  was  a consulting  psychiatrist  at  Nassau  Hospital  and 
Nassau  County  Medical  Center.  Dr.  Steen  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and  Neurolo- 
gy (Psychiatry)  and  a member  of  the  American  Psychi- 
atric Association,  the  Nassau  County  Medical  Society 
(and  a past  president),  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Irwin  Maxwell  Stillman,  M.D.,  of  Brooklyn,  died  on 
August  26  at  the  age  of  seventy-nine.  Dr.  Stillman 
graduated  in  1918  from  New  York  Homeopathic  Medi- 
cal College  and  Flower  Hospital.  He  was  a consulting 
physician  in  medicine  at  Coney  Island  Hospital.  Dr. 
Stillman  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  American  Geriat- 
rics Society,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Francis  C.  Ward,  M.D.,  of  Odessa,  died  on  February  16 
at  the  age  of  seventy-one.  Dr.  Ward  graduated  in  1930 
from  Syracuse  University  College  of  Medicine.  He  was 
a member  of  the  Schuyler  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Myron  Lloyd  Weinstein,  M.D.,  of  New  Rochelle,  died 
on  September  23  at  the  age  of  forty-four.  Dr.  Weinstein 
graduated  in  1956  from  Chicago  Medical  School.  He 
was  an  associate  attending  obstetrician  and  gynecologist 
at  New  Rochelle  Hospital  Medical  Center,  an  assistant 
attending  obstetrician  and  gynecologist  at  Albert  Ein- 
stein and  Bronx  Municipal  Hospital  Center.  Dr.  Wein- 
stein was  a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology,  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  West- 
chester County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


Charles  F.  Wolf,  M.D.,  of  Beacon,  died  on  August  30  at 
the  age  of  sixty-eight.  Dr.  Wolf  graduated  in  1932  from 
University  and  Bellevue  Hospital  Medical  College.  He 
was  an  attending  surgeon  at  Highland  Hospital  and  a 
consulting  surgeon  at  Matteawan  State  Hospital.  Dr. 
Wolf  was  a Fellow  of  the  International  College  of  Sur- 
geons and  a member  of  the  International  Academy  of 
Proctology,  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


(An  apology) 

The  Journal  regrets  that  the  obituary  on  Otto  Milton  Bergen,  M.D.,  which  appeared  in  the  August  1975 
issue  on  page  1577  was  incorrect  and  herewith  is  publishing  a correct  one. 

Otto  Milton  Bergen,  M.D.,  of  New  York  City,  died  on  April  29  at  the  age  of  seventy-one.  Dr.  Bergen  re- 
ceived his  medical  degree  from  the  University  of  Vienna  in  1930.  He  was  an  emeritus  member  of  the  medical 
staff  at  Metropolitan  Hospital  and  an  associate  attending  physician  at  Flower  and  Fifth  Avenue  Hospitals. 
Dr.  Bergen  was  a member  of  the  American  Geriatrics  Society,  the  New  York  Academy  of  Medicine,  the  New 
York  Cardiological  Society,  the  New  York  County  Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


AN  APOLOGY:  David  Bloom,  M.D.,  of  New  York  City,  delegate  from  the  Section  on  Dermatology 

and  Syphilology  in  1961  to  the  House  of  Delegates,  is  erroneously  listed  on  page  1857 
of  the  Journal,  volume  11,  September  1975,  as  deceased.  Dr.  Bloom  is  very  much 
alive  and  we  are  distressed  that  this  has  been  published  to  the  contrary. 
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Remember  Tofranil-PM'  imipramine  pamoate 


More  depressed 
patients  will. 


Because  one  capsule 
lasts  from  bedtime 
to  bedtime,  Tofranil-PM 
helps  avoid  forgotten 
doses. 

Tofranil-PM  is  avail- 
able in  a full  range 
of  single  daily  dosage 
strengths,  including 
the  75-  and  150-mg. 
capsules.* 

The  most  effective 
daily  dose  for  many 


patients  may  be 
the  150-mg.  capsule. 

Tofranil-PM  is  for 
single-dose  therapy  in 
depression  when  the 
dosage  is  established. 

Before  prescribing  Tofranil-PM, 
please  see  the  prescribing  informa- 
tion on  the  back  of  this  page 
’ Also  available  in  capsules  of 
100  and  125  mg  Each  capsule  con- 
tains imipramine  pamoate 
equivalent  to  150,  125,  100  or  75  mg, 
of  imipramine  hydrochloride 


Geigy 


Tofranil-PM; 

brand  of  imipramine  pamoate 
Tofranil® 

brand  of  imipramine  hydrochloride 
USP 

Indications:  For  the  relief  of  symp- 
toms of  depression.  Endogenous  de- 
pression is  more  likely  to  be  alleviated 
than  other  depressive  states. 
Contraindications:  The  concomitant 
use  of  monoamine  oxidase  inhibiting 
compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive 
seizures  may  occur  in  patients  re- 
ceiving such  combinations.  The  po- 
tentiation of  adverse  effects  can  be 
serious,  or  even  fatal.  When  it  is  de- 
sired to  substitute  Tofranil,  brand  of 
imipramine  hydrochloride,  in  patients 
receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should 
elapse  as  the  clinical  situation  will 
allow,  with  a minimum  of  14  days.  Ini- 
tial dosage  should  be  low  and  in- 
creases should  be  gradual  and 
cautiously  prescribed  The  drug  is 
contraindicated  during  the  acute  re- 
covery period  after  a myocardial 
infarction.  Patients  with  a known 
hypersensitivity  to  this  compound 
should  not  be  given  the  drug.  The 
possibility  of  cross-sensitivity  to  other 
dibenzazepine  compounds  should  be 
kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe 
use  of  imipramine  during  pregnancy 
and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to 
pregnant  patients,  nursing  mothers, 
or  women  of  childbearing  potential, 
the  potential  benefits  must  be  weighed 
against  the  possible  hazards.  Animal 
reproduction  studies  have  yielded  in- 
conclusive results.  There  have  been 
clinical  reports  of  congenital  mal- 
formation associated  with  the  use  of 
this  drug,  but  a causal  relationship 
has  not  been  confirmed 
Extreme  caution  should  be  used  when 
this  drug  is  given  to; 

- patients  with  cardiovascular  dis- 
ease because  of  the  possibility  of 
conduction  defects,  arrhythmias, 
myocardial  infarction,  strokes  and 
tachycardia; 

- patients  with  increased  intraocular 
pressure,  history  of  urinary  reten- 
tion, or  history  of  narrow-angle 
glaucoma  because  of  the  drug's 
anticholinergic  properties; 

- hyperthyroid  patients  or  those  on 
thyroid  medication  because  of  the 
possibility  of  cardiovascular  toxicity; 

- patients  with  a history  of  seizure 
disorder  because  this  drug  has  been 
shown  to  lower  the  seizure  threshold 

- patients  receiving  guanethidine  or 
similar  agents  since  imipramine 
may  block  the  pharmacologic  ef- 
fects of  these  drugs 

Usage  in  Children  Pending  evalua- 
tion of  results  from  clinical  trials  in 
children,  Tofranil,  brand  of  imipramine 
hydrochloride,  is  not  recommended  for 
treatment  of  depression  in  patients 
under  twelve  years  of  age. 

Toframl-PM,  brand  of  imipramine  pam- 
oate, should  not  be  used  in  children 
of  any  age  because  of  the  increased 
potential  for  acute  overdosage  due  to 
the  high  unit  potency  (75  mg.,  100  mg  . 
125  mg  and  150  mg  ).  Each  capsule 
contains  imipramine  pamoate  equiva- 
lent to  75  mg  100  mg  125  mg  or 
150  mg,  imipramine  hydrochloride. 
Since  imipramine  may  impair  the  men- 
tal and/or  physical  abilities  required 
for  the  performance  of  potentially 
hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient 
should  be  cautioned  accordingly 
Precautions:  It  should  be  kept  in 
mind  that  the  possibility  of  suicide  in 
seriously  depressed  patients  is  in- 
herent in  the  illness  and  may  persist 
until  significant  remission  occurs 
Such  patients  should  be  carefully 
supervised  during  the  early  phase  of 
treatment  with  Tofranil,  brand  of 
imipramine  hydrochloride,  and  may 
require  hospitalization  Prescriptions 
should  be  written  for  the  smallest 
amount  feasible 

Hypomanic  or  manic  episodes  may 


occur,  particularly  in  patients  with 
cyclic  disorders.  Such  reactions  may 
necessitate  discontinuation  of  the  drug. 
If  needed,  Tofranil,  brand  of  imipramine 
hydrochloride,  may  be  resumed  in 
lower  dosage  when  these  episodes 
are  relieved.  Administration  of  a 
tranquilizer  may  be  useful  in  con- 
trolling such  episodes. 

Prior  to  elective  surgery,  imipramine 
hydrochloride  should  be  discontinued 
for  as  long  as  the  clinical  situation 
will  allow. 

An  activation  of  the  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients  and  may  require  re- 
duction of  dosage  and  the  addition 
of  a phenothiazme 
In  occasional  susceptible  patients  or 
in  those  receiving  anticholinergic 
drugs  (including  antiparkinsonism 
agents)  in  addition,  the  atropine-like 
effects  may  become  more  pro- 
nounced (e  g.,  paralytic  ileus).  Close 
supervision  and  careful  adjustment  of 
dosage  is  required  when  this  drug  is 
administered  concomitantly  with 
anticholinergic  or  sympathomimetic 
drugs 

Avoid  the  use  of  preparations,  such  as 
decongestants  and  local  anesthetics, 
which  contain  any  sympathomimetic 
amine  (e  g.,  adrenalin,  noradrenalin), 
since  it  has  been  reported  that  tri- 
cyclic antidepressants  can  potentiate 
the  effects  of  catecholamines. 

Patients  should  be  warned  that  the 
concomitant  use  of  alcoholic  bever- 
ages may  be  associated  with  exagger- 
ated effects. 

Both  elevation  and  lowering  of  blood 
sugar  levels  have  been  reported. 
Concurrent  administration  of  imipra- 
mine with  electroshock  therapy  may 
increase  the  hazards;  such  treatment 
should  be  limited  to  those  patients 
for  whom  it  is  essential,  since  there  is 
limited  clinical  experience. 

Adverse  Reactions:  Note  Although 
the  listing  which  follows  includes  a 
few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug, 
the  pharmacological  similarities 
among  the  tricyclic  antidepressant 
drugs  require  that  each  of  the  reac- 
tions be  considered  when  imipramine 
is  administered. 

Cardiovascular:  Hypotension,  hyper- 
tension, tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias, 
heart  block,  stroke,  falls. 

Psychiatric:  Confusional  states  (es- 
pecially in  the  elderly)  with  hallucina- 
tions, disorientation,  delusions;  anx- 
iety, restlessness,  agitation;  insomnia 
and  nightmares;  hypomania;  exacer- 
bation of  psychosis. 

Neurological:  Numbness,  tingling, 
paresthesias  of  extremities;  incoor- 
dination. ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symp- 
toms; seizures,  alterations  in  EEG 
patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  and, 
rarely,  associated  sublingual  adenitis, 
blurred  vision,  disturbances  of  ac- 
commodation, mydriasis;  constipa- 
tion, paralytic  ileus;  urinary  retention, 
delayed  micturition,  dilation  of  the 
urinary  tract 

Allergic:  Skin  rash,  petechiae,  urti- 
caria, itching,  photosensitization 
(avoid  excessive  exposure  to  sun- 
light); edema  (general  or  of  face  and 
tongue);  drug  fever;  cross-sensitivity 
with  desipramine. 

Hematologic:  Bone  marrow  depres- 
sion including  agranulocytosis; 
eosinophilia;  purpura;  thrombocy- 
topenia. Leukocyte  and  differential 
counts  should  be  performed  in  any 
patient  who  develops  fever  and  sore 
throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  evidence 
of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomit- 
ing, anorexia,  epigastric  distress, 
diarrhea,  peculiar  taste,  stomatitis, 
abdominal  cramps,  black  tongue 
Endocrine  Gynecomastia  in  the  male; 
breast  enlargement  and  galactorrhea 
in  the  female,  increased  or  decreased 
libido,  impotence;  testicular  swelling , 
elevation  or  depression  of  blood  sugar 
levels 


Other  Jaundice  (simulating  obstruc- 
tive) ; altered  liver  function;  weight  gain 
or  loss;  perspiration;  flushing,  uri- 
nary frequency;  drowsiness,  dizziness, 
weakness  and  fatigue;  headache; 
parotid  swelling;  alopecia. 

Withdrawal  Symptoms:  Though  not 
indicative  of  addiction,  abrupt  cessa- 
tion of  treatment  after  prolonged  ther- 
apy may  produce  nausea,  headache 
and  malaise. 

Dosage  and  Administration:  Lower 
dosages  are  recommended  for  elderly 
patients  and  adolescents.  Lower  dos- 
ages are  also  recommended  for  out- 
patients as  compared  to  hospitalized 
patients  who  will  be  under  close 
supervision.  Dosage  should  be  initi- 
ated with  Tofranil,  brand  of  imipra- 
mine hydrochloride,  at  a low  level  and 
increased  gradually,  noting  carefully 
the  clinical  response  and  any  evi- 
dence of  intolerance.  Following  re- 
mission, maintenance  medication  may 
be  required  for  a longer  period  of 
time,  at  the  lowest  dose  that  will 
maintain  remission. 

Once-a-day  maintenance  dosage  can 
be  provided  with  Toframl-PM,  brand 
of  imipramine  pamoate,  capsules  if 
this  dosage  has  been  established  as 
explained  above.  This  dose  may  be 


given  at  bedtime  For  the  occasional 
patient  who  manifests  stimulation  and 
insomnia  with  this  dosage  regimen, 
the  capsules  may  be  given  in  the 
morning 

Parenteral  administration  should  be 
used  only  for  starting  therapy  in  pa- 
tients unable  or  unwilling  to  use  oral 
medication.  The  oral  form  should  sup- 
plant the  injectable  as  soon  as 
possible 

How  Supplied:  Tofranil,  brand  of 
imipramine  hydrochloride:  Round 
tablets  of  25  and  50  mg. ; triangular 
tablets  of  10  mg, ; and  ampuls,  each 
containing  25  mg.  in  2 cc,  for  l.M. 
administration 

Tofranil-PM,  brand  of  imipramine 
pamoate:  Capsules  of  75,  100,  125  and 
150  mg.  (Each  capsule  contains  imi- 
pramine pamoate  equivalent  to  75. 

100,  125  or  150  mg  of  imipramine 
hydrochloride.) 

(B)  98-146-850-R (2/74) 

For  complete  details,  including  dos- 
age and  administration,  please  refer 
to  the  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


Tofranil-PM®  Geigy 

imipramine  pamoate 
Capsules1  of  1 50, 1 25, 1 00, 75  mg. 

In  depression: 

One  capsule 
lasts  from  bedtime 
to  bedtime. 


•Each  capsule  contains  imipramine  pamoate  equivalent  to 
150,  125,  100  or  75  mg  of  imipramine  hydrochloride 
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ARTICLE  I.  NAME  AND  PURPOSE 

The  name  and  title  of  the  State  Society  shall  be  the 
Medical  Society  of  the  State  of  New  York.  The  pur- 
poses of  the  State  Society  shall  be:  to  federate  into  one 
organization  the  medical  profession  of  the  State  of  New 
York;  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine;  to  establish  the  Principles 
of  Professional  Conduct  which  shall  be  binding  on  the 
members  of  the  Medical  Society  of  the  State  of  New 
York,  the  members  of  the  component  county  medical  so- 
cieties, and  the  members  of  the  component  district 
branches,  in  all  matters  in  their  relation  to  each  other 
and  to  the  public;  to  enhance  the  delivery  of  medical 
care  of  high  quality  to  all  people  in  the  most  economical 
manner;  to  promote  the  betterment  of  community 
health;  and  to  enlighten  and  direct  public  opinion  in  re- 
gard to  the  problems  of  medicine  and  health  for  the  best 
interests  of  the  people  of  the  State. 

ARTICLE  II.  MEMBERSHIP 

SECTION  1.  CLASSES 

The  membership  in  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  five  classes:  (a)  ac- 
tive, (b)  junior,  (c)  life,  (d)  honorary,  and  (e)  student. 

Active  and  junior  membership  shall  be  limited  to 
graduates  of  recognized  medical  or  osteopathic  schools 
who  have  completed  not  less  than  four  satisfactory  years 
of  at  least  eight  months  each,  or  the  equivalent,  in  a 
medical  or  osteopathic  school  in  the  United  States  of 
America  or  Canada  registered  as  maintaining  at  the 
time  a standard  satisfactory  to  the  medical  or  osteo- 
pathic licensing  authorities  of  the  State  of  New  York,  or 
in  a medical  or  osteopathic  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that  prescribed 
for  medical  schools  in  this  State. 

Junior  members  shall  be  those  members  who  have 
been  graduated  from  medical  or  osteopathic  college  not 
more  than  five  calendar  years,  not  counting  active  ser- 
vice in  the  armed  forces  of  the  United  States  or  in  the 
United  States  Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  training.  In  no 
case  may  junior  membership  continue  more  than  seven 
years  after  the  date  of  graduation  from  medical  or  osteo- 
pathic school. 

The  active  and  junior  members  shall  be  all  active  and 
junior  members  in  good  standing  of  the  component 
county  medical  societies.  A copy  of  the  roster  of  such 
members,  certified  to  be  correct  by  the  respective  secre- 


tary of  each  component  county  medical  society,  shall  be 
evidence  of  the  right  of  the  members  whose  names  ap- 
pear therein  to  membership  in  the  Medical  Society  of 
the  State  of  New  York. 

Junior  members  may  become  active  members  at  any 
time  during  the  period  of  allocated  time  deferment  by 
paying  the  dues  and  assessments  to  their  respective 
component  county  medical  societies  and  the  State  Soci- 
ety. 

A junior  member  shall  automatically  become  an  ac- 
tive member  of  his  component  county  medical  society, 
and  the  Medical  Society  of  the  State  of  New  York  on  the 
expiration  of  the  allocated  time  and  the  payment  of  the 
current  active  membership  dues  and  assessments  of  his 
component  county  medical  society  and  the  State  Soci- 
ety. 

Student  members  shall  be  those  members  enrolled  in 
recognized  medical  schools  in  the  State  of  New  York, 
who  are  pursuing  a course  of  study  leading  to  the  degree 
of  Doctor  of  Medicine.  Eligible  students  may  become 
members  of  the  Medical  Society  of  the  State  of  New 
York.  Concurrent  membership  in  a component  county 
society  and  the  American  Medical  Association  is  not  a 
requirement  for  student  membership.  They  shall  apply 
for  student  membership  on  a form  supplied  by  the  sec- 
retary together  with  such  dues  as  are  fixed  by  the  House 
of  Delegates.  When  a student  member  ceases  to  be  en- 
rolled in  a recognized  school  of  medicine  in  the  State  of 
New  York  pursuing  a course  of  study  leading  to  a degree 
of  Doctor  of  Medicine,  he  shall  be  considered  to  have  re- 
signed from  membership  in  the  Medical  Society  of  the 
State  of  New  York. 

A student  member  who  is  suspended  from  the  rights 
and  privileges  of  his  medical  school  shall  likewise  be  sus- 
pended for  the  same  period  from  the  Medical  Society  of 
the  State  of  New  York. 

An  active  member  in  good  standing  for  the  five  con- 
secutive years  before  reaching  the  age  of  seventy  years, 
unless  there  are  extenuating  reasons  such  as  illness,  or 
an  active  member  in  good  standing  for  five  consecutive 
years  or  more  who  is  permanently  disabled,  may  apply 
for  life  membership.  He  shall  apply  for  such  life  mem- 
bership to  the  component  county  medical  society  of 
which  he  is  a member.  His  application  shall  be  gov- 
erned by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  membership. 

His  application  shall  be  signed  by  the  president  and 
the  secretary  of  the  component  county  medical  society 
of  which  he  is  a member  and  sent  to  the  secretary  of  the 
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State  Society  for  presentation  to  the  Council  for  approv- 
al. 

The  honorary  members  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  such  distinguished  physi- 
cians residing  outside  the  State  of  New  York  as  may  be 
elected.  Nominations  for  honorary  membership  shall 
be  endorsed  by  three  members  of  the  State  Society  and 
forwarded  to  the  secretary  of  the  State  Society  for  pre- 
sentation to  the  House  of  Delegates.  A two-thirds  vote 
of  the  House  of  Delegates  present  and  voting  shall  be 
necessary  for  election  to  honorary  membership. 

SECTION  2.  PRIVILEGES 

Active  members  vote  and  hold  office  in  the  Medical 
Society  of  the  State  of  New  York. 

They  shall  be  entitled  to  receive  the  New  York  State 
Journal  of  Medicine,  the  News  of  New  York,  and  the 
Medical  Directory  of  New  York  State. 

Junior  members  shall  be  privileged  to  attend  all  meet- 
ings of  their  component  county  medical  societies,  where 
they  shall  have  voice  in  all  discussions  but  no  vote. 
They  shall  be  entitled  to  receive  the  New  York  State 
Journal  of  Medicine  and  the  News  of  New  York  but  not 
the  Medical  Directory  of  New  York  State. 

Life  members  shall  not  be  subject  to  Medical  Society 
of  the  State  of  New  York  dues  or  assessments  but  shall 
be  accorded  all  the  rights  and  privileges  of  active  mem- 
bership. They  shall  be  entitled  to  receive  the  New  York 
State  Journal  of  Medicine  and  the  News  of  New  York, 
but  the  Medical  Directory  of  New  York  State  only  on 
request. 

Student  members  shall  be  entitled  to  receive  the  New 
York  State  Journal  of  Medicine  and  the  News  of  New 
York  but  not  the  Medical  Directory  of  New  York  State. 

Honorary  members  shall  be  entitled  to  the  privilege  of 
attending  the  meetings  of  the  Medical  Society  of  the 
State  of  New  York. 

For  a member  elected  after  October  1,  all  rights  and 
privileges  of  membership  shall  date  from  the  time  of 
election. 

State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  succeed- 
ing year. 

A member  of  one  component  county  medical  society 
shall  not  be  permitted  to  transfer  to  membership  in  an- 
other component  county  medical  society  until  he  has 
paid  the  current  annual  dues  and  assessments  to  the  for- 
mer component  county  medical  society  and  has  estab- 
lished a legal  residence  or  practices  in  the  county  to 
which  he  desires  transfer,  except  as  provided  in  Article 
XVIII,  “Component  County  Medical  Societies,”  Section 
2.  The  question  of  legal  residence  or  locus  of  practice 
shall  be  verified  by  the  component  county  medical  soci- 
ety to  which  the  member  desires  transfer. 

Any  member,  except  a member  who  is  eligible  and  has 
applied  for  life  membership,  whose  component  county 
medical  society  and  Medical  Society  of  the  State  of  New 
York  dues  are  unpaid  after  May  1 of  any  current  year  or 
whose  assessments  are  unpaid  by  the  specified  time  is 
not  in  good  standing  and  shall  be  deemed  to  be  in  ar- 
rears. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
ciety dues  and  State  Society  dues  or  assessments  shall 
not  be  eligible  for  any  office  or  delegacy  or  be  entitled  to 
vote  for  any  officer,  councilor,  trustee,  or  delegate. 


A member  whose  dues  are  unpaid  after  June  1 or 
whose  assessments  are  unpaid  one  month  after  the  spec- 
ified date  shall  be  dropped  from  the  rolls  of  membership 
of  his  component  county  medical  society  and  the  Medi- 
cal Society  of  the  State  of  New  York  upon  reasonable 
notice  to  such  member  by  his  component  county  medi- 
cal society,  or  the  State  Society,  and  without  further  ac- 
tion on  the  part  of  either  the  component  county  medical 
society  or  the  State  Society,  and  on  such  date  he  shall 
automatically  cease  to  be  a member  of  both  the  compo- 
nent county  medical  society  and  the  State  Society. 

A member  who  has  been  dropped  from  the  roll  of  a 
component  county  medical  society  by  reason  of  failure 
to  pay  dues  shall  not  be  accepted  by  another  component 
county  medical  society  except  by  regular  transfer  after 
reinstatement  in  the  original  component  county  medical 
society. 

Medical  Society  of  the  State  of  New  York  dues  of  a 
member  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  all  rights  and  privileges  of  member- 
ship, however,  dating  from  the  time  of  reinstatement; 
but  no  member  dropped  for  nonpayment  of  dues  and  as- 
sessments shall  be  reinstated  until  he  has,  in  addition, 
paid  his  dues  and  assessments  for  the  year  in  which  he 
was  dropped. 

A member  convicted  in  a court  of  law  of  a crime  evi- 
dencing moral  turpitude  shall  thereupon  cease  to  be  a 
member  of  the  Medical  Society  of  the  State  of  New 
York. 

A member  expelled  from  his  component  county  medi- 
cal society  or  suspended  from  its  rights  and  privileges 
shall  likewise  be  expelled  or  suspended  for  the  same  pe- 
riod from  the  Medical  Society  of  the  State  of  New  York. 
The  right  of  appeal  to  the  State  Society  shall  not  be  im- 
paired. Members  not  in  good  standing  or  ceasing  to  be 
members  of  their  component  county  medical  society 
shall  ipso  facto  have  the  same  status  in  the  State  Soci- 
ety. 

ARTICLE  III.  HOUSE  OF  DELEGATES 

There  shall  be  a House  of  Delegates  which  shall  be  the 
legislative  body  of  the  Medical  Society  of  the  State  of 
New  York  and  shall  be  charged  with  the  general  man- 
agement, superintendence,  and  control  of  the  State  So- 
ciety and  its  affairs  and  shall  have  such  general  powers 
as  may  necessarily  be  incident  thereto,  except  as  other- 
wise specifically  provided  by  the  Bylaws. 

SECTION  1.  COMPOSITION 

The  House  of  Delegates  shall  be  composed  of:  (a) 

duly  designated  delegates  from  the  component  county 
medical  societies;  (b)  officers  of  the  Medical  Society  of 
the  State  of  New  York,  councilors  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d)  a 
duly  designated  delegate  from  each  scientific  section;  (e) 
duly  designated  delegate  from  the  student  membership; 

(f)  the  Commissioner  of  Health  of  the  State  of  New 
York,  or  a deputy  designated  by  him,  provided  that  any 
representative  shall  be  a member  of  the  State  Society; 

(g)  past  presidents  of  the  State  Society  who  shall  be 
members  for  life;  and  (h)  a representative  from  each  of 
the  medical  schools  in  New  York  State,  provided  said 
representative  is  a member  of  the  Medical  Society  of  the 
State  of  New  York. 

The  number  of  delegates  to  which  each  component 
county  medical  society  is  entitled  shail  be  determined 
by  one  of  the  two  following  optional  methods: 
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(a)  Each  component  county  medical  society  shall  be 
entitled  to  as  many  delegates  as  there  shall  be  State  as- 
sembly districts  in  such  county  at  the  time  of  election, 
but  each  county  medical  society  shall  be  entitled  to  elect 
at  least  1 delegate; 

(b)  Any  component  county  medical  society,  which  ac- 
cording to  the  rolls  of  the  Medical  Society  of  the  State  of 
New  York  on  May  1 of  the  previous  calendar  year,  shall 
have  had  up  to  99  members,  shall  be  entitled  to  1 dele- 
gate. Any  component  county  medical  society  having 
100  to  199  members  shall  be  entitled  to  2 delegates. 
Any  component  county  medical  society  having  200  to 
349  members  shall  be  entitled  to  3 delegates.  Any  com- 
ponent county  medical  society  having  350  to  499  mem- 
bers shall  be  entitled  to  4 delegates.  Any  component 
county  medical  society  having  500  to  749  members  shall 
be  entitled  to  5 delegates.  Any  component  county  med- 
ical society  having  750  to  999  members  shall  be  entitled 
to  6 delegates.  Any  component  county  medical  society 
having  1,000  or  more  members  shall  be  entitled  to  at 
least  7 delegates  and  1 additional  delegate  for  each  addi- 
tional 300  members.  Each  component  county  medical 
society  shall  be  entitled  to  designate  at  least  1 delegate, 
but  no  component  county  medical  society  shall  be  enti- 
tled to  designate  more  than  30  delegates. 

A delegate  to  the  House  of  Delegates  shall  not  be  con- 
sidered in  good  standing  or  entitled  to  vote  in  the  House 
of  Delegates  if  the  component  county  medical  society  by 
which  he  was  elected  is  in  default  of  the  payment  of  any 
dues  or  assessments  imposed  by  the  House  of  Delegates, 
and  said  component  county  medical  society  has  been 
duly  notified  of  such  default,  or  if  such  component 
county  medical  society  shall  at  the  time  be  under  sen- 
tence of  suspension  imposed  by  the  House  of  Delegates, 
or  if  such  delegate  is  not  in  good  standing  in  the  Medical 
Society  of  the  State  of  New  York,  or  in  the  component 
county  medical  society  to  which  he  belongs. 

The  term  of  a delegate  duly  designated  by  a compo- 
nent county  medical  society,  district  branch,  scientific 
section,  or  medical  school  shall  begin  at  the  first  annual 
meeting  of  the  House  of  Delegates  subsequent  to  his 
designation. 

A delegate  shall  practice  or  maintain  residence  or  an 
office  in  the  State  of  New  York.  Otherwise  his  office  as 
a delegate  in  the  Medical  Society  of  the  State  of  New 
York  shall  be  declared  vacant  by  the  Council. 

The  student  members  of  each  medical  school  in  New 
York  State  shall,  at  least  sixty  days  prior  to  the  annual 
meeting  of  the  House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  elect  two  members  from 
among  their  number  to  represent  them  at  the  business 
meeting  of  the  student  members  which  shall  be  held  im- 
mediately prior  to  the  convening  of  the  House  of  Dele- 
gates. At  such  meeting  the  representatives  shall  elect 
five  members;  a chairman,  vice-chairman,  secretary,  del- 
egate, and  alternate  delegate.  No  member  shall  hold 
more  than  one  such  office.  The  chairman,  vice-chair- 
man, and  secretary  shall  conduct  the  business  meeting 
and  the  delegate  and  alternate  delegate  shall  represent 
the  student  members  at  the  first  annual  meeting  of  the 
House  of  Delegates  subsequent  to  their  designation. 

SECTION  2.  DUTIES 

The  House  of  Delegates  formulates  policy  for  the 
Medical  Society  of  the  State  of  New  York.  No  officer, 
councilor,  board,  commission,  committee,  or  employe 
shall  initiate  any  policy  or  commit  the  State  Society  to 


any  policy  unless  such  policy  has  been  expressly  ap- 
proved by  the  House  of  Delegates  or  by  the  Council. 

It  shall  elect  the  officers,  councilors,  and  trustees  of 
the  State  Society  and  the  delegates  to  the  American 
Medical  Association. 

Credentials  signed  by  the  president  and  secretary 
shall  be  issued  to  delegates  to  the  American  Medical  As- 
sociation. 

It  shall  pass  on  the  credentials  and  qualifications  of 
delegates  and  shall  decide  who  are  entitled  to  be  mem- 
bers of  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York. 

It  shall  have  authority  and  power  to  suspend  or  other- 
wise discipline  its  own  members,  district  branches,  com- 
ponent county  medical  societies,  or  any  members  of  the 
Medical  Society  of  the  State  of  New  York  charged  with 
special  duties  for  and  under  authority  of  the  State  Soci- 
ety. 

It  shall  provide  for  a division  of  the  scientific  work  of 
the  Medical  Society  of  the  State  of  New  York  into  ap- 
propriate sections;  for  the  organization  of  the  district 
branches;  for  rules  and  regulations  for  its  own  govern- 
ment, and  for  the  administration  of  the  affairs  of  the 
State  Society. 

It  shall  provide  for  the  issuance  of  charters  to  compo- 
nent county  medical  societies  in  affiliation  with  the 
Medical  Society  of  the  State  of  New  York. 

It  shall  have  authority  to  appoint  special  committees 
from  among  members  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  3.  MEETINGS 

The  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  and  the  annual  meeting  of  the  House 
of  Delegates  shall  be  held  at  the  call  of  the  speaker. 

Such  annual  meetings  may  be  held  during  the  annual 
convention  of  the  Medical  Society  of  the  State  of  New 
York  though  this  is  not  required. 

The  sessions  of  the  House  of  Delegates  may  be  ad- 
journed from  time  to  time  as  may  be  necessary.  At  least 
30  days  before  the  annual  meeting  of  the  House  of  Dele- 
gates, the  speaker  shall  announce  a schedule  of  the  ad- 
journed sessions  of  the  House  of  Delegates.  This  sched- 
ule may  be  amended  by  the  House  of  Delegates  during 
its  meeting. 

No  new  resolution  shall  be  introduced  at  the  last 
scheduled  session  except  by  a unanimous  vote  of  the 
House  of  Delegates. 

Special  meetings  of  the  House  of  Delegates  shall  be 
called  by  the  speaker  on  the  request  in  writing  by  25  per 
cent  of  the  duly  accredited  delegates  of  the  previous  an- 
nual meeting  of  the  House,  or  at  the  request  of  the 
Council;  and  in  case  of  the  failure,  inability,  or  refusal  of 
the  speaker  to  act,  such  meetings  may  be  called  by  a no- 
tice thereof  subscribed  by  25  per  cent  of  duly  accredited 
delegates. 

The  notices  of  the  annual  and  special  meetings  of  the 
House  of  Delegates  shall  state  the  date,  place,  hour,  and 
items  of  business  that  will  be  considered.  These  shall 
be  mailed  first  class  postpaid  to  each  delegate  not  less 
than  ten  nor  more  than  fifty  days  before  such  a meeting. 

Publication  of  the  notice  of  the  annual  meeting  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  considered  as  complying  with  this 
provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  delegate  shall  be  deemed  sufficient  proof 
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of  the  service  on  each  and  every  delegate  for  any  and  all 
purposes. 

A quorum  shall  consist  of  100  members  of  the  House 
of  Delegates. 

The  following  shall  be  the  order  of  business  at  the  ses- 
sions of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Credentials 

5.  Report  by  the  secretary  as  to  the  presence  or  ab- 
sence of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  of  the  minutes  of  the  previous  meeting 
by  title 

8.  Address  by  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

11.  Reports  of  Council  commissions  and  committees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Society 

21.  Unfinished  business 

22.  New  business 

23.  Adjournment 

This  order  of  business  may  be  altered  by  the  speaker 
with  the  approval  of  the  House  of  Delegates  and  may  be 
suspended  by  two-thirds  vote  of  the  House. 

No  delegate  shall  speak  on  any  question  before  the 
House  of  Delegates  for  longer  than  five  minutes  nor 
more  than  once  on  any  subject  except  by  the  consent  of 
a majority  vote  of  the  House. 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  the  trustees  of  the  Medical  Society 
of  the  State  of  New  York,  and  the  delegates  to  the 
American  Medical  Association  shall  be  nominated  and 
elected. 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  House  of  Dele- 
gates in  all  cases  in  which  they  are  not  inconsistent  or  in 
conflict  with  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  or  the  standing  or  special  rules  of  the 
House  of  Delegates. 

ARTICLE  IV.  COUNCIL 

There  shall  be  a Council  which  shall  exercise  all  the 
rights  and  duties  of  the  House  of  Delegates,  consistent 
with  the  Bylaws  of  the  State  Society,  when  the  House  of 
Delegates  is  not  in  session. 

SECTION  1.  COMPOSITION 

The  Council  shall  be  composed  of  the  president,  pres- 
ident-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees,  and  12  councilors  elected  by  the  Hovlse  of  Del- 
egates. 

The  trustees,  the  executive  vice-president,  the  deputy 
executive  vice-president,  and  the  general  counsel  of  the 


Medical  Society  of  the  State  of  New  York  shall  attend 
all  meetings  of  the  Council  with  voice  but  without  vote. 

Four  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates,  at  which  time  the  House  of  Delegates  shall 
elect  a councilor  to  fill  the  unexpired  term. 

No  person  shall  serve,  consecutively,  more  than  two 
terms  as  councilor.  An  unexpired  term  shall  not  be  con- 
strued as  a term  of  office. 

The  councilors  shall  assume  office  on  election  and 
shall  hold  office  until  their  successors  are  duly  elected 
and  qualified. 

A councilor  shall  practice  or  maintain  a residence  or 
an  office  in  the  State  of  New  York.  Otherwise  his  posi- 
tion in  the  Medical  Society  of  the  State  of  New  York 
shall  be  declared  vacant  by  the  Council. 

If  a councilor  is  absent  from  three  consecutive  regular 
meetings  of  the  Council  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 


SECTION  2.  DUTIES 

The  Council  shall  take  such  action  as  is  necessary  to 
carry  out  the  Bylaws  and  to  give  full  effect  to  any  reso- 
lution or  vote  of  the  House  of  Delegates. 

It  shall  also  have  power  to  legislate  as  a House  of  Del- 
egates, when  the  latter  is  not  in  session,  on  all  matters 
consistent  with  the  Bylaws. 

It  shall  have  the  authority  to  make  policy  for  the 
Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session. 

The  Council’s  resolutions  and  actions  shall  be  decisive 
and  final  except  that  all  resolutions  and  actions  of  the 
Council  are  subject  to  review  by  the  House  of  Delegates. 
Its  actions  shall  be  governed  by  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  the  rules  and 
regulations  of  the  House  of  Delegates. 

The  Council  shall  have  power  to  fill  any  vacancy 
which  may  occur  in  any  elective  office  not  otherwise 
provided  for,  until  the  next  meeting  of  the  House  of  Del- 
egates. 

It  shall  prepare  an  annual  budget  for  submission  to 
the  Board  of  Trustees. 

The  Council  shall,  with  the  approval  of  the  Board  of 
Trustees,  appoint  an  executive  vice-president,  who  shall 
be  the  chief  executive  officer  of  the  Medical  Society  of 
the  State  of  New  York,  to  manage  and  direct  the  activi- 
ties of  the  State  Society  including  disbursement  of  its 
funds  when  duly  authorized.  He  shall  be  a member  of 
all  boards,  commissions,  and  committees  with  voice  but 
without  vote.  The  executive  vice-president  shall  ap- 
point a deputy  executive  vice-president  subject  to  the 
approval  of  the  Council. 

The  Council  shall  act  on  the  applications  for  life 
membership  which  have  been  submitted  by  the  compo- 
nent county  medical  societies.  A majority  vote  of  the 
Council  present  and  voting  shall  be  necessary  for  elec- 
tion to  life  membership. 

The  Council  shall  have  responsibility  for  all  publica- 
tions of  the  Medical  Society  of  the  State  of  New  York 
and  their  distribution.  For  the  purpose  of  required  an- 
nouncements, the  official  publication  of  the  State  Soci- 
ety shall  be  the  New  York  State  Journal  of  Medicine. 
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Special  committees  shall  report  to  the  Council  and 
shall  be  subject  to  the  Council  unless  otherwise  instruct- 
ed by  the  House  of  Delegates. 

The  Council,  with  the  aid  of  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York,  shall  examine 
the  constitution  and  bylaws  of  component  county  medi- 
cal societies  and  district  branches  and/or  all  amend- 
ments thereto  which  shall  be  submitted  to  the  Council 
for  approval  and  shall  approve  or  disapprove  of  said 
amendments. 

The  duties  of  the  Council  shall  include  the  supervi- 
sion of  all  commissions,  committees,  and  activities  of  the 
Medical  Society  of  the  State  of  New  York. 

The  Council  shall  also  keep  constantly  advised  of  the 
activities  of  and  collaborate  with  the  health  and  social 
service  departments  of  the  State  and  with  hospitals, 
clinics,  and  social  service  agencies  in  furthering  the 
health  of  the  community. 

Commissions  and  committees  of  the  Council  may  in- 
clude any  member  of  the  Medical  Society  of  the  State  of 
New  York  who  shall  be  appointed  by  the  president 
subject  to  the  approval  of  the  Council. 

The  Council  shall  control  all  arrangements  for  the  an- 
nual convention  of  the  Medical  Society  of  the  State  of 
New  York. 

SECTION  3.  TRIALS  FOR  MALFEASANCE 

The  Council  shall  sit  as  a trial  body  for  hearings  on 
charges  of  malfeasance  and/or  nonfeasance. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  an  officer,  councilor,  trustee,  or  mem- 
ber of  a board,  commission,  or  committee  of  the  Medical 
Society  of  the  State  of  New  York  shall  be  transmitted  to 
the  president  in  writing.  The  president  shall  order  a 
trial  on  said  charges  by  the  Council,  or  a committee 
thereof. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  the  president  shall  be  transmitted  in 
writing  to  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  and  shall  be  considered  by  the  Coun- 
cil with  the  vice-president  presiding. 

The  accused  shall  be  given  at  least  ten  days’  notice  of 
such  trial  and  of  the  charges  against  him  and  shall  have 
full  opportunity  to  defend  himself,  but  no  such  officer, 
councilor,  trustee,  or  member  of  a board,  commission,  or 
committee  shall  be  removed  or  otherwise  disciplined  ex- 
cept by  a three-fourths  vote  of  the  Council. 

In  case  any  such  officer,  councilor,  trustee,  or  member 
of  a board,  commission,  or  committee  shall  be  removed, 
he  may  appeal  from  the  decision  of  the  said  Council  to 
the  House  of  Delegates;  but,  pending  the  determination 
of  such  appeal,  he  shall  not  exercise  the  functions  of  his 
office. 

SECTION  4.  EXECUTIVE  COMMITTEE 

The  Council  shall  establish  an  executive  committee  to 
be  composed  of  the  president,  the  president-elect,  the 
immediate  past-president,  the  secretary,  the  treasurer, 
and  two  additional  members  of  the  Council  appointed 
by  the  president  with  the  approval  of  the  Council. 

This  committee  shall  be  appointed  by  the  president 
and  shall  serve  only  during  his  tenure  as  president. 

The  executive  committee  shall  have  the  authority  to 
take  action  in  case  of  emergency  arising  in  the  interim 
between  the  meetings  of  the  Council  to  protect  the  in- 
terests and  purposes  of  the  Medical  Society  of  the  State 
of  New  York  as  set  forth  in  these  Bylaws.  In  times  of 
such  emergency,  the  executive  committee  shall  have  all 


the  powers  and  duties  which  are  conferred  on  the  Coun- 
cil, and  it  shall  at  all  times  assist  the  Council.  Any  ac- 
tion taken  by  the  executive  committee  shall  be  reported 
in  full  to  the  Council  at  its  next  meeting. 

SECTION  5.  MEETINGS 

The  newly  elected  Council  shall  meet  at  the  close  of 
the  annual  meeting  of  the  House  of  Delegates.  The 
Council  and  Executive  Committee  shall  meet  at  regular 
intervals  at  times  and  places  that  shall  be  fixed  by  the 
president  with  the  approval  of  the  Council.  Twenty- 
five  per  cent  of  the  members  of  the  Council  in  writing 
may  require  the  president  to  call  a special  meeting  for 
such  time  and  place  as  he  shall  designate,  within  ten 
days  of  his  receipt  of  such  notice. 

The  notices  of  the  regular  meetings  of  the  Council 
shall  state  the  date,  place,  hour,  and  shall  be  mailed 
postpaid  to  each  member  by  first  class  mail  not  less  than 
ten  nor  more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  Council  member  shall  be  deemed  suffi- 
cient proof  of  the  service  on  each  and  every  Council 
member  for  any  and  all  purposes. 

Council  members  must  receive  at  least  three  days’  no- 
tice by  letter  or  telegram  from  the  State  Society’s  office 
of  a special  meeting,  which  shall  state  the  date,  place, 
hour,  and  items  of  business  that  will  be  considered. 

A quorum  shall  consist  of  14  members  of  the  Council. 

The  following  shall  be  the  order  of  business  at  meet- 
ings of  the  Council,  which  may  be  altered  by  the  chair- 
man with  the  consent  of  the  Council: 

1.  Calling  the  meeting  to  order 

2.  Roll  call 

3.  Reading  of  minutes 

4.  Communications 

5.  Report  of  the  Executive  Committee 

6.  Report  of  the  president 

7.  Report  of  the  secretary 

8.  Report  of  the  treasurer 

9.  Report  of  the  chairman  of  the  Board  of  Trustees 

10.  Reports  of  councilors 

11.  Report  of  the  executive  vice-president 

12.  Reports  of  commissions  and  committees 

13.  Unfinished  business 

14.  New  business 

15.  Adjournment 

ARTICLE  V.  OFFICERS 

The  officers  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  a president,  a president-elect,  a vice- 
president,  a secretary,  an  assistant  secretary,  a treasur- 
er, an  assistant  treasurer,  a speaker  and  a vice-speaker 
of  the  House  of  Delegates.  They  shall  take  office  at  the 
termination  of  the  annual  meeting  at  which  they  are 
elected  and  shall  serve  for  one  year  or  until  their  succes- 
sors have  been  duly  chosen. 

No  person  may  serve,  consecutively,  more  than  five 
terms  as  secretary,  treasurer,  assistant  secretary,  assis- 
tant treasurer,  speaker,  or  vice-speaker.  An  unexpired 
term  shall  not  be  construed  as  a term  of  office. 

No  salaried  employe  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  an  elected  officer  of  the 
Medical  Society  of  the  State  of  New  York.  For  the  pur- 
poses of  this  article  an  honorarium  shall  not  be  consid- 
ered as  a salary. 


2442  New  York  State  Journal  of  Medicine/November  1975 


SECTION  1.  VACANCIES  AND  SUCCESSION 

An  officer  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  office  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

The  president-elect  shall  succeed  to  the  presidency  at 
the  end  of  his  term  as  president-elect. 

In  the  event  of  the  president’s  death,  resignation,  re- 
moval, permanent  incapacity,  or  refusal  to  act,  the  vice- 
president  shall  succeed  him  and  shall  serve  for  the  re- 
mainder of  the  unexpired  term. 

If  the  president  is  temporarily  incapacitated  for  ser- 
vice by  injury,  ill  health  of  himself  or  his  family,  impor- 
tant professional  duties,  or  any  other  mandatory  ab- 
sence, the  vice-president  shall  become  acting  president 
for  the  duration  of  such  incapacity  of  the  president. 
The  president  shall  promptly  notify  the  vice-president 
of  his  incapacity  and  request  his  attention  to  the  duties 
of  the  office  and  shall  also  promptly  notify  the  vice- 
president  of  the  end  of  the  period  of  temporary  incapac- 
ity before  resuming  the  office  of  the  presidency. 

If  the  office  of  vice-president  becomes  vacant  for  any 
reason  whatsoever  the  Council  shall  elect  a successor  for 
the  unexpired  term. 

If  the  office  of  president-elect  becomes  vacant,  it  shall 
remain  so  until  the  next  annual  meeting  of  the  House  of 
Delegates,  at  which  an  eligible  member  shall  be  elected 
to  become  president.  A president-elect  to  succeed  him 
at  the  end  of  his  term  shall  also  be  elected  at  the  same 
meeting. 

The  assistant  secretary,  the  assistant  treasurer,  and 
the  vice-speaker  shall  serve  as  the  secretary,  the  treasur- 
er, and  the  speaker,  respectively,  whenever  these  senior 
officers  are  incapacitated  for  service  by  injury,  ill  health 
of  themselves  or  families,  important  professional  duties, 
or  any  other  mandatory  absences.  This  shall  be  con- 
strued so  as  to  include  duty  at  or  during  meetings  of  the 
Board  of  Trustees  as  well  as  the  other  official  duties  des- 
ignated for  the  senior  officer.  The  senior  officer  shall 
promptly  notify  the  junior  officer  of  his  incapacity  and 
request  his  attention  to  said  duties.  When  the  period  of 
incapacity  is  ended,  the  senior  officer  shall  promptly  no- 
tify the  junior  officer  of  the  end  of  the  period  of  tempo- 
rary incapacity  before  resuming  office. 

If  the  offices  of  secretary,  treasurer,  or  speaker,  be- 
come vacant,  for  any  reason  whatsoever,  these  officers 
shall  be  succeeded  by  the  assistant  secretary,  assistant 
treasurer,  and  vice-speaker,  respectively,  for  the  unex- 
pired term. 

If  an  elected  officer  is  absent  from  three  consecutive 
regular  meetings  of  the  Council,  without  proper  excuse, 
the  Council  shall  declare  his  office  vacant.  The  vacancy 
shall  be  filled  as  provided  in  the  Bylaws. 

Any  elected  officer  of  the  Medical  Society  of  the  State 
of  New  York  who  is  called  into  active  service  in  the 
armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service  may,  on  application  to  the 
Council,  be  granted  leave  of  absence  for  any  portion  of 
his  term  of  office  during  which  he  is  on  active  service. 
During  such  absence,  his  duties  shall  be  delegated  as  the 
Council  may  direct  except  where  such  delegation  is  al- 
ready provided  for  elsewhere  in  the  Bylaws. 

SECTION  2.  DUTIES 
President 

The  president  shall  set  the  dates  and  place  of  regular 
meetings  of  the  Council  and  Executive  Committee  and 


shall  preside  at  all  meetings  of  the  Medical  Society  of 
the  State  of  New  York,  the  Council,  and  the  Executive 
Committee. 

He  shall  name  the  appointive  members  of  the  Execu- 
tive Committee  and  appoint  the  chairmen  and  members 
of  all  committees  and  the  chairmen  of  all  commissions 
of  the  Council  with  the  approval  of  the  Council.  He 
shall  appoint  all  other  committees  not  otherwise  provid- 
ed for,  with  the  approval  of  the  Council. 

Within  three  months  after  assuming  the  office  of 
president,  he  shall  appoint,  as  prescribed  in  Article  XI. 
Section  2,  a nominating  committee,  whose  names  he 
shall  cause  to  be  published  in  the  official  publication  of 
the  Medical  Society  of  the  State  of  New  York. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote. 

With  the  approval  of  the  Council,  he  shall  appoint  a 
member  to  the  Judicial  Council  to  succeed  the  member 
with  an  expiring  term,  and  in  the  event  of  a vacancy  oc- 
casioned otherwise,  he  shall  appoint  a member  for  the 
unexpired  term. 

He  shall  appoint,  with  the  approval  of  the  Council, 
representatives  to  other  medical  societies  or  similar  bod- 
ies as  the  interests  of  the  Medical  Society  of  the  State  of 
New  York  may  require. 

He  shall  appoint  a sufficient  number  of  delegates  or 
alternate  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  when  the  full  quota  of 
those  elected  is  not  available,  as  provided  in  the  Bylaws, 
Article  VIII,  paragraphs  3 and  4. 

He  shall  appoint,  with  the  approval  of  the  Council,  a 
chairman  and  a secretary  for  each  organized  session  of 
the  Medical  Society  of  the  State  of  New  York. 

When  charges  by  a member  of  malfeasance  or  non- 
feasance are  preferred  against  any  other  officer,  council- 
or, trustee,  or  member  of  a board,  commission,  or  com- 
mittee of  the  Medical  Society  of  the  State  of  New  York 
and  are  transmitted  to  the  president  in  writing,  he  shall 
order  a trial  on  said  charges  by  the  Council,  or  a com- 
mittee thereof. 

He  shall  assign  the  special  branches  of  work  for  which 
the  members  of  the  Council  shall  be  responsible,  with 
the  approval  of  the  Council. 

He  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. 

He  shall  deliver  an  address  at  the  annual  meeting  of 
the  House  of  Delegates.  He  shall  perform  such  other 
duties  as  the  House  of  Delegates  or  the  Council  shall  re- 
quire. 

He  shall  attend  all  meetings  of  the  House  of  Delegates 
of  the  American  Medical  Association. 

President-Elect 

The  president-elect  shall  perform  such  duties  as  may 
be  requested  by  the  president. 

The  president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Vice-Presiden  t 

The  vice-president  shall  perform  the  duties  of  the 
president  in  the  latter’s  absence. 

He  shall  preside  over  the  Council  when  it  is  deliberat- 
ing on  charges  of  malfeasance  or  nonfeasance  preferred 
against  the  president. 
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Secretary 

The  secretary  shall  attend  all  meetings  of  the  Medical 
Society  of  the  State  of  New  York,  the  House  of  Dele- 
gates, the  Council,  the  Board  of  Trustees,  and  the  Judi- 
cial Council,  and  shall  keep  minutes  of  their  respective 
proceedings.  These  minutes  shall  be  copied  from  a ste- 
nographer’s notes  with  such  deletion  only  as  will  not 
modify,  alter,  or  becloud  the  history  of  the  actions  of  the 
said  bodies.  The  stenographer’s  typewritten  copy  shall 
be  preserved  until  ordered  destroyed  by  the  House  of 
Delegates. 

He  shall  perform  such  other  duties  as  may  be  pre- 
scribed from  time  to  time  by  the  House  of  Delegates  or 
the  Council.  He  shall  attend  all  meetings  of  the  House 
of  Delegates  of  the  American  Medical  Association. 

The  secretary  shall  be  the  custodian  of  the  seal  of  the 
Medical  Society  of  the  State  of  New  York  and  of  all 
books  of  records  and  papers  belonging  to  the  State  Soci- 
ety, except  such  as  properly  belong  to  the  treasurer,  and 
shall  keep  an  account  of  and  promptly  turn  over  to  the 
treasurer  all  funds  of  the  State  Society  which  come  into 
his  hands. 

He  shall  record  the  name  and  date  of  admission  of 
each  member  of  the  Medical  Society  of  the  State  of  New 
York. 

He  shall  provide  for  the  registration  of  the  members 
at  all  conventions  of  the  Medical  Society  of  the  State  of 
New  York.  With  the  aid  and  cooperation  of  the  secreta- 
ries of  the  component  county  medical  societies,  he  shall 
keep  a proper  register  of  all  registered  physicians  of  the 
State  by  counties. 

He  shall  conduct  the  official  correspondence,  noti- 
fying members  of  meetings,  officers,  councilors,  trustees, 
and  board  members  of  their  election,  and  commissions 
and  committees  of  their  appointments  and  duties. 

He  shall  affix  the  seal  of  the  Medical  Society  of  the 
State  of  New  York  to  the  credentials  of  delegates  to  the 
American  Medical  Association  and  to  such  other  papers 
and  documents  as  may  require  the  same. 

He  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. Acting  in  cooperation  with  the  Council,  he  shall 
prepare  and  issue  all  programs. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote. 

Assistant  Secretary 

The  assistant  secretary  shall  aid  the  secretary  in  the 
work  of  his  office. 

Treasurer 

The  treasurer  shall  keep  accurate  books  of  accounts  of 
all  moneys  of  the  Medical  Society  of  the  State  of  New 
York  which  he  may  receive  and  shall  disburse  or  cause 
to  be  disbursed  the  same  when  duly  authorized.  He 
shall  be  the  official  custodian  of  all  securities  and  the  in- 
come thereof  owned  by  the  State  Society,  subject  to  the 
direction  and  disposition  of  the  Board  of  Trustees.  The 
Board  of  Trustees  may  select  a bank  or  trust  company 
to  act  as  custodian  in  the  place  of  the  treasurer  of  all  or 
any  part  of  such  securities  and  to  act  as  agent  of  the 
State  Society  in  collecting  the  income  therefrom. 

He  shall  collect,  on  or  before  the  first  day  of  May  in 
each  year,  from  the  treasurer  of  each  component  county 
medical  society,  the  Medical  Society  of  the  State  of  New 
York  per  capita  annual  dues.  He  shall  collect  any  as- 


sessments voted  by  the  House  of  Delegates  or  the  Coun- 
cil. He  shall,  at  the  expense  of  the  Medical  Society  of 
the  State  of  New  York,  give  a bond  for  the  faithful  per- 
formance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  amount,  form,  and  surety.  He 
shall  make  an  annual  report  to  the  House  of  Delegates 
and  report  to  the  Council  at  each  of  its  meetings.  He 
shall  be  an  ex  officio  member  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  with  voice 
but  without  vote. 

Assistant  Treasurer 

The  assistant  treasurer  shall  aid  the  treasurer  in  the 
work  of  his  office. 

He  shall,  at  the  expense  of  the  Medical  Society  of  the 
State  of  New  York,  give  a bond  for  the  faithful  perfor- 
mance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  the  amount,  form,  and  surety. 

Speaker 

The  speaker  shall  preside  at  all  meetings  of  the  House 
of  Delegates.  He  shall  appoint  all  committees  to  serve 
during  the  meeting  of  the  House  of  Delegates  at  least 
thirty  days  in  advance  of  the  meeting.  All  resolutions 
submitted  by  component  county  medical  societies,  dis- 
trict branches,  scientific  sections,  and  medical  schools  to 
be  presented  to  the  House  of  Delegates  should  be  for- 
warded to  the  speaker  at  least  forty-five  days  in  advance 
of  the  annual  meeting  of  the  House  and  referred  by  him 
to  the  appropriate  reference  committees;  and  all  resolu- 
tions sent  in  subsequent  to  forty-five  days  should  be 
presented  to  the  House  and  referred  to  the  appropriate 
reference  committees. 

Vice-Speaker 

The  vice-speaker  shall  perform  the  duties  of  the 
speaker  when  so  requested  by  the  speaker. 

ARTICLE  VI.  TRUSTEES 

There  shall  be  a Board  of  Trustees  which  shall  have 
charge  of  all  property  including  trust  funds  and  shall  su- 
pervise the  financial  affairs  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  1.  COMPOSITION 

The  Board  of  Trustees  shall  consist  of  seven  members 
elected  by  the  House  of  Delegates.  The  president,  sec- 
retary, treasurer,  executive  vice-president,  deputy  exec- 
utive vice-president,  and  general  counsel  shall  sit  with 
the  Board  of  Trustees  with  voice  but  without  vote. 

One  trustee  shall  be  elected  annually  for  a term  of  five 
years,  but  whenever  the  terms  of  two  trustees  expire  in 
the  same  year,  two  trustees  shall  be  elected  each  for  five 
years. 

To  be  eligible  for  election  as  trustee  a member  shall 
have  served  at  least  two  years  as  an  officer,  or  at  least 
three  years  as  a councilor,  or  at  least  five  years  as  a 
member  of  the  House  of  Delegates. 

No  person  shall  serve  more  than  one  term  as  a trustee. 
An  unexpired  term  shall  not  be  construed  as  a term  of 
office. 

A trustee  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  position  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

If  a trustee  is  absent  from  three  consecutive  regular 
meetings  of  the  Board,  without  proper  excuse,  the 
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Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

In  the  event  of  a vacancy,  a trustee  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates  at  which  time  the  House  of  Delegates  shall 
elect  a trustee  to  fill  the  unexpired  term. 

SECTION  2.  DUTIES 

The  annual  budget  estimate,  prepared  by  the  Com- 
mittee on  Budget  and  Finance,  after  its  approval  bv  the 
Council,  shall  be  submitted  to  the  Board  of  Trustees  for 
its  approval. 

All  resolutions  or  recommendations  of  the  House  of 
Delegates  or  Council  pertaining  to  expenditures  of 
money  must  be  approved  by  the  Board  of  Trustees  be- 
fore the  same  shall  become  effective. 

The  Board  of  Trustees  shall  make  and  execute  all 
contracts  for  the  Medical  Society  of  the  State  of  New 
York.  The  fiscal  year  shall  begin  January  1 and  end 
December  31  of  each  calendar  year. 

All  moneys  of  the  Medical  Society  of  the  State  of  New 
York  received  by  the  Board  of  Trustees,  Council,  or  any 
member  or  agent  thereof,  shall  be  paid  to  the  treasurer 
of  the  State  Society.  The  Board  of  Trustees  shall  ap- 
prove the  bond  of  the  treasurer  and  the  assistant  trea- 
surer as  to  amount,  form,  and  surety,  and  shall  employ  a 
certified  public  accountant  licensed  by  the  State  of  New 
York  to  audit  the  accounts  of  the  treasurer  and  secre- 
tary and  other  agents  of  the  State  Society  and  present  a 
statement  of  the  same  in  its  annual  report  to  the  House 
of  Delegates. 

The  chairman  of  the  Board  of  Trustees  shall  make  a 
report  to  the  House  of  Delegates  of  its  transactions  for 
the  year  and  of  the  amount  of  money  belonging  to  the 
Medical  Society  of  the  State  of  New  York  under  its  con- 
trol. 


SECTION  3.  MEETINGS 

The  Board  of  Trustees  shall  meet  immediately  at  the 
close  of  the  annual  meeting  of  the  House  of  Delegates, 
and  shall  organize  under  the  temporary  chairmanship  of 
the  member  senior  in  service  on  the  Board,  elect  a per- 
manent chairman,  and  fix  the  time  and  place  of  its  regu- 
lar meetings.  Should  two  trustees  have  similar  seniori- 
ty, choice  between  them  for  temporary  chairmanship 
shall  be  by  lot. 

The  Board  of  Trustees  shall  meet  at  least  bimonthly, 
except  in  July  and  August. 

The  notices  of  the  regular  and  special  meetings  of  the 
Board  of  Trustees  shall  state  the  date,  place,  and  hour 
and  shall  be  mailed  first  class  postpaid  to  each  member 
not  less  than  ten  nor  more  than  fifty  days  before  a regu- 
lar meeting  and  at  least  five  days  before  a special  meet- 
ing. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  trustee  shall  be  deemed  sufficient  proof 
of  the  service  on  each  and  every  trustee  for  any  and  all 
purposes. 

Any  three  members  of  the  Board  of  Trustees  may  re- 
quire the  chairman  to  call  a special  meeting  at  the  office 
of  the  Medical  Society  of  the  State  of  New  York  for  such 
time  as  shall  be  designated  by  them  in  writing. 

A quorum  shall  consist  of  four  members  of  the  Board 
of  Trustees. 


The  following  shall  be  the  order  of  business  at  the 
meetings  of  the  Board  of  Trustees,  which  may  be  altered 
by  the  chairman  with  the  approval  of  the  Board: 

1.  Calling  the  meeting  to  order 

2.  Roll  call  by  the  secretary 

3.  Reading  of  minutes 

4.  Communications 

5.  Reports 

6.  Unfinished  business 

7.  New  business 

8.  Adjournment 

ARTICLE  VII.  JUDICIAL  COUNCIL 

There  shall  be  a Judicial  Council  which  shall  have  ju- 
risdiction to  hear  and  determine  all  appeals  from  deci- 
sions on  discipline  of  component  county  medical  so- 
cieties or  decisions  of  such  societies  which  may  involve 
the  privileges,  rights,  or  standing  of  members,  whether 
in  relation  to  one  another  or  to  component  county  medi- 
cal societies  or  to  the  Medical  Society  of  the  State  of 
New  York. 

It  shall  hear  also  from  applicants  on  appeals  from  the 
action  of  a component  county  medical  society  in  exclud- 
ing them  from  membership. 

SECTION  1.  COMPOSITION 

The  Judicial  Council  shall  consist  of  five  appointed 
members.  One  member  shall  be  appointed  by  the  presi- 
dent each  year  for  a term  of  five  years  with  the  approval 
of  the  Council. 

No  member  shall  serve  for  more  than  two  consecutive 
terms,  but  a member  appointed  to  serve  an  unexpired 
term  shall  not  be  regarded  as  having  served  a term  un- 
less he  has  served  three  or  more  years. 

A member  of  the  Judicial  Council  shall  practice  or 
maintain  a residence  or  an  office  in  the  State  of  New 
York,  otherwise  his  position  on  the  Judicial  Council 
shall  be  declared  vacant. 

In  the  event  of  a vacancy,  a member  shall  be  appoint- 
ed by  the  president  for  the  unexpired  term  with  the  ap- 
proval of  the  Council. 

The  president  and  secretary  of  the  Medical  Society  of 
the  State  of  New  York  shall  be  ex  officio  members  of  the 
Judicial  Council  with  voice  but  no  vote.  The  executive 
vice-president,  the  deputy  executive  vice-president,  and 
the  general  counsel  of  the  Medical  Society  of  the  State 
of  New  York  shall  sit  with  the  Judicial  Council  with 
voice  but  without  vote. 

SECTION  2.  DUTIES  AND  PROCEDURES 

A member  of  a component  county  medical  society 
who  shall  have  been  disciplined  or  directed  to  suffer  dis- 
cipline in  any  degree  by  any  final  decision  of  his  compo- 
nent county  medical  society  and  who  shall  have  ex- 
hausted his  right  of  appeal,  if  any,  with  a component 
county  medical  society,  feeling  aggrieved  by  the  decision 
of  such  society,  may  appeal  to  the  Judicial  Council  of 
the  Medical  Society  of  the  State  of  New  York  from  the 
decision  of  such  component  county  medical  society  by 
filing  a notice  of  appeal  with  the  secretary  of  the  State 
Society  and  with  the  secretary  of  such  component  coun- 
ty medical  society  within  three  months  after  such  final 
decision  by  such  component  county  medical  society. 

An  applicant  for  membership  in  a component  county 
medical  society  who  has  been  excluded  from  member- 
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ship  in  such  society  may  likewise  appeal  from  the  action 
of  said  society. 

The  Judicial  Council  shall  investigate  also  all  charges 
preferred  (a)  by  a member  of  a component  county  medi- 
cal society  against  a component  county  medical  society 
of  which  he  is  not  a member;  and  (b)  by  a component 
county  medical  society  against  another  such  component 
county  medical  society  or  a member  thereof. 

A notice  of  appeal  shall  set  forth  in  writing  the  name 
of  the  appellant,  the  name  of  such  component  county 
medical  society  and  the  date  and  substance  of  the  deci- 
sion appealed  from,  and  shall  indicate  the  ground  or 
grounds  upon  which  such  appeal  is  taken.  If  the  appel- 
lant desires  to  be  present,  with  or  without  counsel,  at 
the  hearing  of  said  appeal,  the  notice  of  appeal  must  so 
state.  In  that  event,  the  appellant  must  file  with  the 
notice  of  appeal  a bond  in  the  sum  of  $500  to  cover  the 
costs  of  said  appeal.  If  the  appellant  fails  to  appear  in 
person  or  be  represented  by  counsel  on  hearing  of  said 
appeal,  he  shall  forfeit  to  the  Medical  Society  of  the 
State  of  New  York  such  shares  of  said  bond  as  repre- 
sents necessary  expenditures  incident  to  convening  the 
Judicial  Council  for  the  hearing  of  said  appeal. 

On  filing  a notice  of  appeal,  the  appellant  and  the 
component  county  medical  society  shall  submit  to  the 
secretary  of  the  Judicial  Council  all  records,  minutes, 
letters,  papers,  and  all  written  evidence,  including  a di- 
gest of  all  testimony  not  stenographically  reported  relat- 
ing to  the  matter.  All  data  so  submitted  shall  be  avail- 
able only  to  the  Judicial  Council. 

The  Judicial  Council  shall  consider  the  appeal  on  the 
data  so  submitted  to  it  and  may  affirm,  modify,  or  re- 
verse the  decisions  so  appealed  from  by  a majority  vote 
of  the  members  present  and  voting.  If,  in  its  opinion, 
the  taking  of  further  evidence  is  advisable,  the  Judicial 
Council  may  summon  witnesses  and  proceed  to  take 
such  evidence  in  such  manner  as  it  may  deem  proper 
and  render  its  decision  by  a majority  vote  of  those 
present  and  voting,  which  decision  shall  be  final  and 
binding.  A member  shall  have  the  right  of  appeal  to  the 
Judicial  Council  of  the  American  Medical  Association. 

Whenever  the  Judicial  Council  has  met,  the  secretary 
shall  report  the  proceedings  to  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York  at  its  next  regular 
meeting. 

The  chairman  shall  submit  an  annual  report  of  the 
Judicial  Council  to  the  House  of  Delegates. 

SECTION  3.  MEETINGS 

Immediately  at  the  close  of  the  annual  meeting  of  the 
House  of  Delegates  the  Judicial  Council  shall  organize 
and  elect  its  own  chairman. 

The  secretary  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  the  secretary  of  the  Judicial  Council. 

The  Judicial  Council  shall  meet  on  the  call  of  the 
chairman.  The  notices  of  the  meetings  of  the  Judicial 
Council  shall  state  the  date,  place,  and  hour  and  shall  be 
mailed  postpaid  to  each  member  not  less  than  ten  nor 
more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  of  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  of  the  Judical  Council  shall  be 
deemed  sufficient  proof  of  the  service  on  each  and  every 
member  for  any  and  all  purposes. 

A quorum  shall  consist  of  three  members  of  the  Judi- 
cial Council. 


ARTICLE  VIII.  ELECTIONS 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  trustees  of  the  Medical  Society  of 
the  State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  be  nominated  and  elected. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
ciety dues  or  State  Society  dues  or  assessments  shall  not 
be  eligible  for  nomination  to  any  office,  the  Council,  the 
Board  of  Trustees,  or  as  a delegate  to  the  American 
Medical  Association,  or  entitled  to  vote  for  any  officer, 
councilor,  trustee,  or  delegate. 

The  delegates  to  the  American  Medical  Association 
shall  be  elected  in  the  calendar  year  preceding  the  meet- 
ing of  the  House  of  Delegates  of  the  American  Medical 
Association  to  which  they  are  elected.  One  half  of  the 
allotted  number  of  delegates  and  alternate  delegates 
shall  be  elected  each  year. 

Nominations  for  delegate  to  the  American  Medical 
Association  shall  be  made  for  not  less  than  double  the 
full  number  of  delegates  to  be  elected. 


SECTION  1.  BALLOTING 

After  the  appointment  of  a sufficient  number  of  tell- 
ers by  the  speaker  and  after  all  nominations  have  been 
made,  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  shall  cause  to  be  displayed  in  full  sight  of 
the  House  of  Delegates  a list  of  nominees  for  each  office 
of  the  Medical  Society  of  the  State  of  New  York  and  for 
delegates  to  the  American  Medical  Association,  ar- 
ranged in  alphabetical  order,  and  shall  also  cause  to  be 
distributed  a sufficient  number  of  blank  ballots  for  the 
use  of  the  House  of  Delegates.  These  ballots  shall  have 
printed  or  stamped  thereon  the  appropriate  headings 
for  each  office  with  spaces  thereunder  in  which  may  be 
written  the  name  of  the  candidate  or  candidates  to  be 
voted  for. 

All  elections  for  offices  of  the  State  Society  and  dele- 
gates to  the  American  Medical  Association  shall  be  by 
ballot,  each  member  of  the  House  of  Delegates  deposit- 
ing his  ballot  on  roll  call  individually.  When  after  the 
call  for  nominations  from  the  floor,  there  is  only  one 
candidate  for  an  office,  the  speaker  shall  direct  the  sec- 
retary to  cast  one  ballot  on  behalf  of  the  delegates.  If 
there  are  more  than  two  nominees  for  an  office,  with  the 
exception  of  that  of  delegate  to  the  American  Medical 
Association,  and  none  receives  a majority  of  votes  on  the 
first  ballot,  the  nominee  receiving  the  lowest  number  of 
votes  shall  be  dropped  and  a new  ballot  taken  for  that 
office.  This  procedure  shall  be  continued  until  one  of 
the  nominees  receives  a majority  of  the  votes  cast  when 
he  shall  be  declared  elected. 

For  the  election  of  delegates  to  the  American  Medical 
Association,  the  delegates  shall  be  declared  elected  in 
the  order  of  the  highest  number  of  votes  cast  until  the 
allotted  number  shall  have  been  chosen;  a corresponding 
number  in  the  next  highest  order  of  votes  cast  shall  be 
declared  alternate  delegates. 

When  the  full  quota  of  elected  delegates  or  alternate 
delegates  is  not  available  for  attendance  at  the  meeting 
of  the  House  of  Delegates  of  the  American  Medical  As- 
sociation, the  president  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  and  certify  a sufficient 
number  to  complete  the  quota. 
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A duly  elected  delegate  to  the  American  Medical  As- 
sociation who  does  not  serve  as  such  because  of  reduc- 
tion in  number  of  delegates  to  which  the  Medical  Soci- 
ety of  the  State  of  New  York  is  entitled  shall  fill  any  va- 
cancy which  may  occur  in  the  delegation  before  alter- 
nate delegates  are  designated  for  that  purpose. 

The  delegates  and  alternate  delegates  shall  take  office 
at  the  beginning  of  the  calendar  year  following  their 
election  and  shall  serve  for  a term  of  two  years. 

ARTICLE  IX.  REFERENDUM 

At  any  meeting  of  the  House  of  Delegates  two-thirds 
of  the  members  present  and  voting  may  order  a referen- 
dum vote  of  the  Medical  Society  of  the  State  of  New 
York  on  any  question  consistent  with  the  Bylaws  and  in 
accordance  with  such  regulations  respecting  the  submis- 
sion of  the  question  as  the  House  of  Delegates  may  pre- 
scribe. 

The  members  of  the  Medical  Society  of  the  State  of 
New  York  shall  vote  thereon  by  mail.  The  polls  shall  be 
closed  at  the  expiration  of  fifteen  days  after  the  mailing 
of  the  question;  and  if  the  members  voting  shall  com- 
prise a majority  of  all  the  active  and  life  members  of  the 
Medical  Society  of  the  State  of  New  York,  a majority  of 
such  vote  shall  determine  the  question  and  be  binding 
on  the  State  Society  and  the  House  of  Delegates. 

When  the  House  of  Delegates  is  not  in  session  the 
Council  may  in  a similar  manner  order  such  a referen- 
dum by  a two-thirds  vote. 

ARTICLE  X.  COMMITTEES  OF  THE 
HOUSE  OF  DELEGATES 

SECTION  1.  REFERENCE  COMMITTEES 

At  least  one  month  before  the  meeting  of  the  House  of 
Delegates  the  speaker  shall  appoint  and  publish  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New  York  such  reference  committees  as  he  shall 
deem  expedient  for  the  purposes  of  the  meeting.  Im- 
mediately after  the  organization  of  the  House  of  Dele- 
gates he  shall  formally  announce  the  appointments  of 
the  committees.  Only  members  of  the  House  of  Dele- 
gates shall  be  eligible  for  appointment  to  the  reference 
committees.  Such  committees  shall  each  consist  of  five 
members,  three  members  constituting  a quorum,  and 
shall  serve  during  the  meeting  of  the  House  of  Delegates 
for  which  they  are  appointed. 

Annual  reports  of  officers,  Council  commissions  and 
committees,  Board  of  Trustees,  Judicial  Council,  district 
branches,  and  special  committees  shall  be  printed  at 
least  one  month  before  the  meeting  of  the  House  of  Del- 
egates and  sent  to  the  members  of  the  reference  com- 
mittees appointed  according  to  paragraph  1,  for  their 
preliminary  consideration. 

All  recommendations,  resolutions,  measures,  and 
propositions  presented  to  the  House  of  Delegates  and 
which  have  been  duly  seconded  shall  be  referred  by  the 
speaker  to  the  appropriate  reference  committees,  except 
that  reports  of  committees  of  the  House  of  Delegates 
may,  at  the  discretion  of  the  House,  be  presented  direct- 
ly to  the  House  without  referral  to  the  reference  com- 
mittees. 

Each  reference  committee  shall  consider;  such  busi- 
ness as  may  have  been  referred  to  it  and  shall  report 
promptly  to  the  House. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  in  good  standing  shall  have  the  right  to  ap- 


pear before  any  reference  committee  and  participate  in 
its  deliberations. 

SECTION  2.  COMMITTEE  ON  BYLAWS 

The  House  Committee  on  Bylaws  shall  be  appointed 
annually  by  the  speaker.  It  shall  consist  of  at  least  five 
members  including  a chairman,  all  of  whom  shall  be 
members  of  the  House.  The  president,  secretary,  and 
the  speaker  shall  be  ex  officio  members  with  voice  and 
vote.  The  executive  vice-president,  deputy  executive 
vice-president,  and  general  counsel  of  the  Medical  Soci- 
ety of  the  State  of  New  York  shall  be  members  of  the 
committee  with  voice  but  without  vote. 

It  shall  be  the  duty  of  the  committee  to  study  all  pro- 
posed amendments  to  the  Bylaws  and  the  Principles  of 
Professional  Conduct  of  the  State  Society  and  to  report 
thereon  at  the  annual  meeting  of  the  House  of  Delegates 
following  the  meeting  at  which  such  amendments  are 
proposed.  The  committee  shall  include  in  its  report 
recommendations  for  action  on  the  proposed  amend- 
ments with  reasons  for  such  recommendations. 

It  shall  be  the  duty  of  the  committee  to  suggest 
amendments  to  or  revisions  of  the  Bylaws  and  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York. 

The  report  of  the  House  Committee  on  Bylaws  shall 
be  presented  directly  to  the  House,  without  referral  to  a 
reference  committee. 

SECTION  3.  SPECIAL  COMMITTEES 

Special  committees  may  be  created  by  the  House  of 
Delegates  to  perform  the  special  functions  for  which 
they  are  created.  They  shall  be  appointed  by  the 
speaker  or  other  officer  presiding  pro  tempore  over  the 
meeting  at  which  the  committee  is  authorized. 

ARTICLE  XI.  COUNCIL  COMMISSIONS 
AND  COMMITTEES 

SECTION  1.  ORGANIZATION 

Committees  of  the  Council  are  grouped  by  the  related 
nature  of  their  purposes  and  functions.  A commission 
is  composed  of  the  chairmen  of  all  committees  within 
such  a group. 

Subject  to  the  approval  of  the  Council,  the  president 
shall  appoint  the  chairmen  and  members  of  all  of  its 
committees  and  the  chairmen  of  the  commissions. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  is  eligible  for  membership  on  committees  and 
commissions  of  the  Council. 

All  chairmen  of  such  commissions  and  committees 
shall  have  the  right  to  present  their  reports  in  person  to 
the  Council  and  to  engage  in  the  discussion  of  such  re- 
ports. Members  of  such  commissions  and  committees 
shall  have  the  privilege  of  presenting  minority  reports, 
and  both  the  majority  and  minority  reports  shall  be 
published. 

Any  ex  officio  member  of  a committee  who  enjoys 
that  status  by  being  a duly  elected  officer  of  the  Medical 
Society  of  the  State  of  New  York  shall  have  all  the 
rights,  responsibilities,  and  duties  of  any  other  member 
of  the  committee. 

SECTION  2.  NOMINATING  COMMITTEE 

The  Nominating  Committee  shall  be  appointed  by 
the  president  from  a list  of  not  less  than  three  or  more 
than  five  names  submitted  by  the  respective  district 
branches,  in  conformity  with  Article  V,  Section  2,  para- 
graph 3.  It  shall  consist  of  11  members,  1 from  each 
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district  branch  and  2 members  at  large.  It  shall  be  the 
duty  of  this  committee  to  propose  and  nominate  mem- 
bers of  the  Medical  Society  of  the  State  of  New  York  for 
all  vacancies  to  be  filled  at  the  ensuring  annual  meeting 
of  the  House  of  Delegates.  These  recommendations 
shall  be  made  to  the  House  of  Delegates  in  the  same 
manner  as  prescribed  in  Article  X,  Section  1,  paragraph 
2. 

SECTION  3.  PROFESSIONAL  MEDICAL 
LIABILITY  INSURANCE  AND  DEFENSE 
BOARD 

A committee  to  be  known  as  the  Professional  Medical 
Liability  Insurance  and  Defense  Board  shall  be  appoint- 
ed by  the  president  with  the  approval  of  the  Council.  It 
shall  consist  of  nine  members  including  a chairman, 
each  appointed  for  a three-year  term.  No  member  shall 
serve  for  more  than  two  consecutive  terms.  A vacancy 
created  by  expiration  of  a term  shall  be  filled  by  the 
president,  with  the  approval  of  the  Council,  by  appoint- 
ment of  a member  for  three  years.  Other  vacancies 
shall  be  filled  for  the  unexpired  term  in  similar  manner. 
The  secretary  shall  be  an  ex  officio  member  of  the  com- 
mittee with  voice  and  vote.  The  treasurer  shall  be  an  ex 
officio  member  of  the  committee  with  voice  but  without 
vote.  The  general  counsel  and  indemnity  representa- 
tive shall  attend  all  meetings  with  voice  but  without 
vote.  It  shall  be  the  duty  of  the  committee  to  study  and 
supervise,  on  behalf  of  the  Medical  Society  of  the  State 
of  New  York,  all  matters  having  to  do  with  professional 
medical  liability  insurance  and  defense. 

SECTION  4.  COMMITTEE  ON  PRIZE  ESSAYS 

A Committee  on  Prize  Essays  shall  be  appointed  by 
the  president  with  the  approval  of  the  Council.  It  shall 
consist  of  three  members,  including  the  chairman.  It 
shall  be  the  duty  of  this  committee  to  receive  all  essays 
offered  in  competition  for  prizes  which  may  be  offered 
by  the  Medical  Society  of  the  State  of  New  York.  The 
committee  shall  make  all  necessary  rules  and  regula- 
tions for  the  awarding  of  prizes,  subject  to  the  terms  of 
the  deeds  of  gift,  and  shall  report  the  result  at  the  next 
annual  meeting  of  the  House  of  Delegates.  It  shall  give 
notice  through  the  official  publication  of  the  State  Soci- 
ety or  by  other  methods  of  the  amount  of  the  prize  and 
when  the  essays  shall  be  submitted  to  the  committee. 

ARTICLE  XII.  SECTIONS  AND  SESSIONS 

As  designated  by  the  House  of  Delegates,  there  shall 
be  sections  devoted  to  the  scientific  work  of  the  Medical 
Society  of  the  State  of  New  York  and  sessions  devoted 
to  scientific,  cultural,  historical,  or  economic  subjects. 
Both  sections  and  sessions  shall  meet  during  the  annual 
convention  of  the  State  Society,  under  the  supervision 
of  the  Council. 

SECTION  1.  SECTIONS 

The  scientific  sections  designated  by  the  House  of 
Delegates  shall  organize  at  their  annual  meetings  by  the 
election  of  officers.  Officers  to  be  elected  shall  include 
a chairman,  a vice-chairman,  a secretary,  and  a delegate 
to  the  House  of  Delegates.  The  chairman,  the  vice- 
chairman,  and  the  delegate  shall  be  elected  for  one-year 
terms;  the  secretary  for  such  term  as  the  section  may 
deem  fit. 

To  participate  in  the  election  of  any  section,  a mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
must  be  registered  with  such  section. 


Should  the  delegate  of  a scientific  section  be  unable  to 
serve  in  the  House  of  Delegates,  the  chairman  of  the  sec- 
tion shall  designate  a substitute  delegate  and  shall  so 
notify  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  in  writing. 

The  officers  of  the  various  sections  shall  prepare  pro- 
grams for  their  section  under  the  direction  and  subject 
to  the  approval  of  the  Council. 

No  new  section  shall  be  created  by  the  House  of  Dele- 
gates unless  a session  devoted  to  its  subject  matter  or 
specialty  shall  have  been  held  at  at  least  two  successive 
annual  conventions. 

SECTION  2.  SESSIONS 

A session  shall  be  a single  meeting  of  a group  to  dis- 
cuss scientific,  cultural,  historical,  or  economic  subjects, 
under  the  direction  and  subject  to  the  approval  of  the 
Council. 

Each  session  shall  have  a chairman  and  a secretary 
who  shall  be  appointed  by  the  president  with  the  ap- 
proval of  the  Council. 

ARTICLE  XIII.  MEETINGS 

SECTION  1.  ANNUAL  CONVENTION 

There  shall  be  an  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  to  be  held  at  a time 
and  place  designated  by  the  House  of  Delegates  or  by 
the  Council. 

This  convention  shall  include  the  annual  scientific 
program  which  shall  include  the  annual  meetings  of  the 
sections  and  sessions,  scientific  motion  pictures,  and  ex- 
hibits, and  such  other  activities,  and  presentations  as 
the  House  of  Delegates  or  Council  may  direct. 

The  annual  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  the  House  of  Delegates  may  or 
may  not  be  held  at  such  convention  pursuant  to  the  pro- 
visions of  Article  III,  Section  3 of  these  Bylaws. 

SECTION  2.  ANNUAL  MEETING  OF 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK 

The  Medical  Society  of  the  State  of  New  York  shall 
hold  its  annual  meeting  at  the  last  scheduled  session  of 
the  House  of  Delegates,  while  the  House  is  recessed  fol- 
lowing the  annual  elections.  The  president  shall  pre- 
side at  this  annual  meeting  of  the  State  Society,  which 
shall  include  the  induction  of  the  incoming  president. 
The  incoming  president  shall  deliver  his  inaugural  ad- 
dress at  the  annual  meeting  of  the  State  Society. 

Following  the  adjournment  of  the  annual  meeting,  the 
House  of  Delegates  shall  reconvene  to  complete  its  agen- 
da and  receive  the  report  of  the  tellers. 

SECTION  3.  SPECIAL  MEETINGS 

Special  meetings  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  called  by  the  president  on  the  re- 
quest in  writing  of  members  entitled  to  cast  ten  per  cent 
of  the  total  number  of  votes  entitled  to  be  cast  at  such 
meeting.  Such  request  must  specify  the  date  and 
month  of  such  meeting,  which  shall  not  be  less  than  two 
nor  more  than  three  months  from  the  date  of  such  writ- 
ten demand.  The  president  of  the  Society  upon  receiv- 
ing the  written  request  shall  direct  the  secretary  to 
promptly  give  notice  of  such  meeting.  If  the  secretary 
shall  fail  to  give  such  notice  within  five  business  days  of 
such  request,  any  member  signing  such  request  may  give 
the  required  notice. 
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SECTION  4.  ORGANIZATION  AND 
PROCEDURES 

The  notices  of  the  annual  convention  and  annual  and 
special  meetings  of  the  Medical  Society  of  the  State  of 
New  York  shall  state  the  date,  place,  and  hour  and  shall 
be  mailed  postpaid  to  each  member  by  first  class  mail 
not  less  than  ten  nor  more  than  fifty  days  before  a meet- 
ing. 

Publication  of  such  notice  in  the  official  publication 
of  the  Medical  Society  of  the  State  of  New  York  shall  be 
considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  shall  be  deemed  sufficient  proof 
of  the  service  upon  each  and  every  member  for  any  and 
all  purposes. 

Each  member  in  attendance  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York  shall 
enter  his  name  and  the  name  of  the  component  county 
medical  society  to  which  he  belongs  in  a register  to  be 
kept  by  the  secretary  of  the  State  Society  for  that  pur- 
pose. No  member  shall  take  part  in  any  of  the  proceed- 
ings of  such  convention  until  he  shall  have  complied 
herewith. 

All  members  in  good  standing  so  registered  may  at- 
tend and  participate  in  the  proceedings  and  discussions 
of  the  scientific  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  of  the  sections  and  sessions. 

A distinguished  physician  of  a foreign  country  or  a 
physician  not  a resident  of  this  State  who  is  a member  of 
his  own  state  medical  association  may  become  a guest 
during  any  annual  convention  upon  the  invitation  of  the 
president  or  officers  of  the  Medical  Society  of  the  State 
of  New  York,  and  may  be  accorded  the  privilege  of  par- 
ticipating in  all  the  scientific  programs  of  the  conven- 
tion. 

No  address  or  paper  before  the  Medical  Society  of  the 
State  of  New  York,  except  those  of  the  president  and 
president-elect,  shall  occupy  more  than  twenty  minutes 
in  its  delivery. 

All  papers  read  before  the  Medical  Society  of  the 
State  of  New  York  at  its  annual  convention  by  its  mem- 
bers shall  become  the  property  of  the  State  Society. 
Whenever  such  paper  shall  be  deemed  not  acceptable 
for  publication  in  the  New  York  State  Journal  of  Medi- 
cine it  shall  be  returned  to  the  author  as  promptly  as 
possible  after  its  receipt  in  the  publication  office  of  the 
State  Society. 

The  following  shall  be  the  order  of  business  at  the  an- 
nual meeting  of  the  Medical  Society  of  the  State  of  New 
York: 

1.  Calling  the  State  Society  to  order 

2.  Reading  of  minutes  of  the  last  meeting  by  title 

3.  Induction  of  incoming  president 

4.  Inaugural  address  by  incoming  president 

5.  Adjournment 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  Medical  Society 
of  the  State  of  New  York  in  all  cases  in  which  they  are 
not  inconsistent  or  in  conflict  with  the  Bylaws  of  the 
State  Society. 

ARTICLE  XIV.  FUNDS 

Funds  shall  be  raised  by  annual  dues  levied  on  each 


active  member  at  a uniform  per  capita  rate  throughout 
the  State.  Funds  may  also  be  raised  in  any  other  man- 
ner approved  by  the  House  of  Delegates  or  by  the  Coun- 
cil when  the  said  House  of  Delegates  shall  not  be  in  ses- 
sion. The  dues  or  assessments  of  each  junior  member 
shall  be  one-third  the  amount  levied  on  each  active 
member. 

The  approval  of  the  Council  and  of  the  Board  of 
Trustees  shall  be  necessary  for  the  expenditure  of  any 
funds  of  the  Medical  Society  of  the  State  of  New  York, 
except  that  the  said  Board  may  delegate,  to  such  person 
or  persons  as  it  sees  fit,  the  authority  to  expend  funds  of 
the  State  Society  in  amounts  and  under  conditions  to  be 
determined  by  said  Board,  on  recommendation  of  the 
Council. 


ARTICLE  XV.  DUES 

The  annual  dues  shall  be  determined  by  the  House  of 
Delegates. 

Assessments  can  be  levied  by  the  House  of  Delegates 
or  the  Council  and  shall  be  payable  within  a period  of 
time  specified  by  them. 

Life  and  honorary  members  shall  not  be  required  to 
pay  dues  or  assessments  to  the  Medical  Society  of  the 
State  of  New  York. 

Annual  dues  are  due  and  payable  on  the  first  day  of 
January  each  year.  The  dues  year  shall  coincide  with 
the  calendar  year,  January  1 to  December  31. 

Any  member,  except  a member  who  is  eligible  for  and 
has  applied  for  life  membership,  whose  component 
county  medical  society  and  State  Society  dues  are  un- 
paid after  May  1 of  any  current  year  or  whose  assess- 
ments are  unpaid  by  the  specified  time  is  not  in  good 
standing  and  shall  be  deemed  to  be  in  arrears. 

A member  whose  dues  are  unpaid  after  June  1 of  any 
current’  year  or  whose  assessments  are  unpaid  one 
month  after  the  specified  date  shall  be  dropped  from 
the  roles  of  membership  of  his  component  county  medi- 
cal society  and  the  Medical  Society  of  the  State  of  New 
York  upon  reasonable  notice  to  such  member  by  his 
component  county  medical  society  or  the  State  Society, 
and  without  further  action  on  the  part  of  either  the 
component  county  medical  society  or  the  State  Society, 
and  on  such  date  he  shall  automatically  cease  to  be  a 
member  of  the  component  county  medical  society  and 
State  Society. 

Dues  and  State  Society  assessments  of  a member 
elected  or  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  but  no  member  dropped  for  non- 
payment of  dues  and  assessments  shall  be  reinstated 
until  he  has,  in  addition,  paid  his  dues  and  assessments 
for  the  year  in  which  he  was  dropped. 

The  dues  of  an  active,  junior,  or  student  member  of 
the  State  Society  may  be  remitted  for  the  current  year 
by  action  by  the  Council  on  account  of  Jlness,  financial 
hardship,  or  temporary  active  service  in  the  armed  forc- 
es of  the  United  States  or  in  the  United  States  Public 
Health  Service,  when  the  request  for  such  remission  is 
made  by  the  member’s  component  county  medical  soci- 
ety, except  in  the  case  of  student  members  who  shall 
make  application  for  remission  directly  to  the  secretary. 
Such  a request  shall  be  accompanied  by  a brief  summa- 
ry of  the  reasons  therefor.  Remission  of  dues  due  to  ill- 
ness or  financial  hardship  shall  be  reviewed  annually. 
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ARTICLE  XVI.  EXPENSES 

Allowances  for  expenses  incurred  in  the  actual  perfor- 
mance of  official  duties  by  officers,  councilors,  trustees, 
members  of  the  Judicial  Council  and  of  commissions 
and  committees,  delegates  to  the  American  Medical  As- 
sociation, and  employes  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  made  in  conformity  with  the 
following  conditions. 

The  president  and  the  president-elect  shall  be  al- 
lowed a per  diem  and  expenses  when  engaged  on  official 
business.  The  amount  of  the  per  diem  shall  be  set  by 
the  House  of  Delegates. 

All  other  officers,  councilors,  trustees,  members  of  the 
Judicial  Council,  delegates  to  the  House  of  Delegates  of 
the  American  Medical  Association  or  an  alternate  dele- 
gate who,  at  the  direction  of  the  Council,  attends  a 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association,  members  of  commissions  and  com- 
mittees of  the  Council,  and  of  all  special  committees, 
members  of  the  Medical  Society  of  the  State  of  New 
York  appointed  by  the  president  or  the  Council  to  carry 
out  special  assignments  for  the  State  Society,  and  em- 
ployes of  the  State  Society  shall  be  allowed  traveling  ex- 
penses when  engaged  on  official  business. 

Members  for  life  of  the  House  of  Delegates,  delegates 
of  the  district  branches,  scientific  sections,  and  student 
members,  sitting  in  the  House  of  Delegates,  shall  be  al- 
lowed necessary  expenses  by  the  Medical  Society  of  the 
State  of  New  York. 

Proper  vouchers  roust  be  filed  with  the  secretary  of 
the  Medical  Society  of  the  State  of  New  York  before  any 
of  the  above  allowances  shall  be  made. 

There  shall  be  no  allowances  for  the  expenses,  travel- 
ing or  otherwise,  for  members  of  any  reference  commit- 
tee. 

Each  district  branch  shall  be  entitled  to  receive  a sum 
not  to  exceed  $1,000  exclusive  of  the  work  done  by  the 
Medical  Society  of  the  State  of  New  York  regarding  no- 
tices, programs,  and  so  on,  to  defray  the  expenses  of 
such  district  branch,  provided  a proper  statement  of 
such  expenses  shall  have  been  presented  to  the  secre- 
tary. 

All  bills,  claims,  or  vouchers  herein  provided  for  shall 
be  filed  within  thirty  days  after  the  date  of  the  incurring 
of  such  expense.  This  time  may  be  extended  for  any 
cause  by  the  Board  of  Trustees. 

ARTICLE  XVII.  DISTRICT  BRANCHES 

SECTION  1.  DIVISION 

The  membership  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  nine  district  branches, 
as  follows: 

The  First  District  Branch  shall  comprise  the  members 
of  the  Medical  Societies  of  the  Counties  of  Bronx, 
Kings,  New  York,  Queens,  and  Richmond. 

The  Second  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Nassau 
and  Suffolk. 

The  Third  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Albany, 
Columbia,  Greene,  Rensselaer,  Schoharie,  Sullivan,  and 
Ulster. 

The  Fourth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Clinton, 
Essex,  Franklin,  Fulton,  Hamilton,  Montgomery,  Sara- 
toga, Schenectady,  Warren,  and  Washington. 


The  Fifth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Cayuga, 
Chenango,  Herkimer,  Jefferson,  Lewis,  Madison,  Onei- 
da, Onondaga,  Oswego,  and  St.  Lawrence. 

The  Sixth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Broome, 
Chemung,  Cortland,  Delaware,  Otsego,  Schuyler,  Tioga, 
and  Tompkins. 

The  Seventh  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Living- 
ston, Monroe,  Ontario,  Seneca,  Steuben,  Wayne,  and 
Yates. 

The  Eighth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Alle- 
gany, Cattaraugus,  Chautauqua,  Erie,  Genesee,  Niagara, 
Orleans,  and  Wyoming. 

The  Ninth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Dutch- 
ess, Orange,  Putnam,  Rockland,  and  Westchester. 

Changes  in  the  number  or  membership  of  these  dis- 
trict branches  may  be  made  by  a two-third  vote  of  the 
House  of  Delegates  at  any  annual  meeting  thereof. 

SECTION  2.  AIMS  AND  ORGANIZATION 

The  objectives  of  the  district  branches  shall  be  to  pro- 
mote the  scientific,  social,  cultural,  and  other  interests 
of  the  medical  profession  within  the  district  and  to  co- 
operate with  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  in  any  way  which  that  body  may  ad- 
vise. 

Each  district  branch  may  adopt  a constitution  and 
bylaws  for  its  government  and  may  amend  them.  The 
Constitution,  Bylaws,  and  amendments  shall  not  be  in 
conflict  with  the  Bylaws  of  the  State  Society  and  before 
becoming  effective  they  shall  be  approved  by  the  Coun- 
cil. 

SECTION  3.  OFFICERS  AND  ELECTIONS 

Each  district  branch  shall  elect  a president  for  two 
years  and  a delegate  to  the  House  of  Delegates  for  two 
years,  but  with  the  approval  of  the  Council  a district 
branch  may  elect  a president  for  one  year. 

Each  district  branch  shall  elect  such  other  officers  as 
are  provided  for  in  its  bylaws.  They  shall  attend  the 
business  meetings  of  the  branch. 

In  the  case  of  the  inability  of  the  delegate  of  a district 
to  serve,  the  vice-president  shall  serve  as  delegate,  and  if 
the  vice-president  is  unable  so  to  function,  the  president 
shall  designate  a substitute  delegate  to  serve  and  shall 
so  notify  in  writing  the  secretary  of  the  Medical  Society 
of  the  State  of  New  York. 

Any  elected  officer  of  a district  branch  who  is  called 
into  active  service  in  the  armed  forces  of  the  United 
States  or  the  United  States  Public  Health  Service  may, 
on  application  to  the  Council,  be  granted  leave  of  ab- 
sence for  any  portion  of  his  term  of  office  during  which 
he  is  on  active  service.  During  such  absence  his  duties 
shall  be  designated  as  the  Council  may  direct,  except 
where  such  delegation  is  already  provided  for  elsewhere 
in  the  Bylaws. 

The  president  of  each  district  branch  shall  visit  the 
component  county  medical  societies  of  the  district  at 
least  once  during  his  tenure  of  office  and  make  a careful 
inquiry  of  the  condition  of  the  profession  in  each  county 
in  his  district  and  shall  report  thereon  to  the  House  of 
Delegates. 
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ARTICLE  XVIII.  COMPONENT  COUNTY 
MEDICAL  SOCIETIES 

SECTION  1.  DEFINITION 

The  term  “component  county  medical  society”  shall 
include  all  county  medical  societies  now  in  affiliation 
with  the  Medical  Society  of  the  State  of  New  York  or 
which  may  hereafter  be  organized  and  chartered  by  the 
House  of  Delegates.  There  shall  be  but  one  component 
county  medical  society  in  each  county  affiliated  with  the 
State  Society.  If  there  should  be  an  insufficient  num- 
ber of  physicians  in  any  of  the  counties  of  this  State  to 
form  themselves  into  a component  county  medical  soci- 
ety, such  physicians  may  become  members  of  the  com- 
ponent county  medical  society  of  an  adjoining  county 
when  eligible  by  the  constitution  and  bylaws  of  such 
component  county  medical  society. 

SECTION  2.  MEMBERSHIP 

Eligibility  for  membership  in  a component  county 
medical  society  shall  be  determined  by  that  society. 
Except  by  the  approval  of  the  Council  no  physician  shall 
be  an  active  or  junior  member  in  a component  county 
medical  society  other  than  that  of  the  county  in  which 
he  practices  or  maintains  legal  residence. 

Whenever  an  active  or  junior  member  in  good  stand- 
ing or  a life  member  in  any  component  county  medical 
society  removes  to  another  county  in  this  State,  his 
name  on  his  request  shall  be  transferred  to  the  roster  of 
the  component  county  medical  society  of  the  county  to 
which  he  removes,  without  cost  to  him,  provided  that  he 
files  a certificate  with  the  secretary  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  signed  by  the  president 
and  secretary  of  the  component  county  medical  society 
from  which  he  removes  as  to  his  good  standing  in  such 
society,  and  provided  his  application  for  membership 
has  been  acted  on  favorably  by  the  members  of  the  com- 
ponent county  medical  society  of  the  county  to  which  he 
has  removed. 

No  member  shall  be  active  or  junior  member  of  more 
than  one  component  county  medical  society,  nor  shall 
any  component  county  medical  society  accept  as  a mem- 
ber a physician  who  does  not  practice  or  have  a resi- 
dence in  that  county  in  any  other  way  than  in  accor- 
dance with  the  law  governing  transfers. 

SECTION  3.  DUTIES  OF  OFFICERS 

The  secretary  of  each  component  county  medical  soci- 
ety shall  keep  a roster  of  its  members  in  which  shall  ap- 
pear the  full  name  of  each  of  said  physicians,  the  date  of 
his  admission  to  such  society,  his  residence,  and  the  date 
when  his  license  to  practice  medicine  in  this  State  was 
granted.  He  shall  note  any  changes  in  said  roster  by 
reason  of  removal,  death,  or  change  of  name,  revocation 
of  license,  or  other  disqualification. 

He  shall  forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each  of  the  of- 
ficers of  said  society  and  the  names  and  residences  of 


each  delegate  to  the  House  of  Delegates  from  said  soci- 
ety to  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  at  least  ninety  days  before  the  date  of  the 
annual  meeting  of  said  House  of  Delegates. 

The  treasurer  of  each  component  county  medical  soci- 
ety shall  forward  to  th'e  treasurer  of  the  Medical  Society 
of  the  State  of  New  York  the  amount  of  the  State  Soci- 
ety per  capita  dues  and/or  assessments  and  the  amount 
of  all  American  Medical  Association  dues  collected  from 
members  of  his  component  county  medical  society  as 
promptly  as  possible  but  in  any  event  before  the  first 
day  of  May  of  each  year. 

SECTION  4.  MEETINGS 

Each  component  county  medical  society  shall  hold  an 
annual  meeting  for  the  purpose  of  electing  officers  and  a 
delegate  or  delegates  to  represent  it  in  the  House  of  Del- 
egates of  the  Medical  Society  of  the  State  of  New  York 
in  accordance  with  the  Bylaws. 

The  annual  meeting  of  each  component  county  medi- 
cal society  shall  be  held  between  January  1 and  July  1 of 
each  year  at  a time  which  it  shall  determine. 

All  officers  of  the  component  county  medical  society 
shall  enter  on  their  official  duties  between  May  1 and 
July  1 at  a date  determined  by  the  component  county 
medical  society  and  shall  serve  for  a term  of  one  year  or 
until  their  successors  shall  have  been  duly  elected  and 
qualified. 

SECTION  5.  RESIGNATIONS 

An  active,  junior,  or  life  member  in  good  standing 
whose  resignation  from  membership  in  his  component 
county  medical  society  shall  have  been  duly  accepted, 
shall  be  considered  to  have  resigned  from  the  Medical 
Society  of  the  State  of  New  York. 

When  a member  in  good  standing,  other  than  a life  or 
honorary  member,  ceases,  between  May  1 and  December 
31  of  any  year,  to  reside  and  practice  in  the  State  of  New 
York,  he  shall  be  considered  to  have  resigned  from 
membership  effective  as  of  that  December  31.  If  such 
cessation  to  reside  and  practice  occurs  between  January 
1 and  May  1 of  any  year,  he  shall,  provided  he  has  been 
in  good  standing  for  the  prior  calendar  year,  be  consid- 
ered to  have  resigned  from  membership  effective  as  of 
the  previous  December  31. 

On  resignation,  a member  shall  forfeit  all  rights  and 
title  to  any  share  in  the  privileges  and  property  of  the 
Medical  Society  of  the  State  of  New  York,  the  district 
branch,  and  his  component  county  medical  society. 

SECTION  6.  CONSTITUTION  AND  BYLAWS 

Each  component  county  medical  society  shall  adopt  a 
constitution  and/or  bylaws  for  regulation  of  its  affairs 
and  may  amend  them.  -The  constitution,  bylaws,  and 
amendments  shall  not  be  in  conflict  with  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 
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ARTICLE  XIX.  SEAL  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK 

The  seal  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  as  follows: 


ARTICLE  XX.  AMENDMENTS 

Amendments  to  the  Bylaws  or  to  the  Principles  of 
Professional  Conduct,  except  such  as  are  obligatory  by 
law,  shall  be  made  only  at  an  annual  meeting  of  the 
House  of  Delegates  after  having  been  submitted  in  writ- 
ing at  a previous  annual  meeting  and  having  been  pub- 
lished in  the  official  publication  of  the  Medical  Society 
of  the  State  of  New  York  at  least  once  and  at  least  one 
month  before  the  annual  meeting  at  which  action  shall 
be  taken. 

The  affirmative  vote  of  two-thirds  of  the  House  of 
Delegates  present  and  voting  shall  be  necessary  for 
adoption  of  any  amendment. 

Amendments  made  necessary  by  law  shall  be  made  ei- 
ther by  the  Council  or  House  of  Delegates  whenever 
such  necessity  exists. 
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now  than  we  were  when  we  began  our  study  that  the  cos- 
metic results  after  surgery  are  superior  to  radiation 
therapy. 

LASLO  BIRO,  M.D. 

ELY  PRICE,  M.D. 
7502  Ridge  Boulevard 
Brooklyn,  N.Y.  11209 

Teenage  sexuality 

To  the  Editor:  I was  deeply  distressed  to  read  in  your 
August  1975  issue  of  the  New  York  State  Journal  of 
Medicine  the  article  “Medical  Consequences  of  Teenage 
Sexuality.”  Comment  on  legal  parameters — paragraph 
I,  #1,  paragraph  6811  (8)  of  the  Education  Law  being 
quoted  as  still  being  enforced.  1 am  enclosing  a copy  of 
the  New  York  Times  article  of  July  3,  1975,  indicating 
that  the  State  law  was  unconstitutional  and  therefore 
striking  it. 

I would  strongly  suggest  that  your  readers  avail  them- 
selves of  a reprint  of  the  article  by  Harriet  F.  Pilpel, 
Nancy  F.  Wechsler,  and  Eve  W.  Paul  published  in  the 
New  York  Law  Journal  on  February  27  and  February 
28,  1975.  It  is  an  up-to-date  review  of  rights  under  New 
York  law.  Although  the  rights  of  the  teenager  are  far 
from  absolute,  the  article  is  much  more  helpful  and  to 
the  point  than  Dr.  Hinman  and  his  associates  article. 

Possibly  the  article  was  submitted  long  before  some  of 
the  changes  took  place.  I am  sorry  that  an  addendum 
had  not  been  requested  by  the  authors.  The  medical 
profession  has  enough  burden  as  it  is  not  to  be  misin- 
formed about  the  legal  right  of  their  patients,  especially 
with  all  the  pressures  and  worry  regarding  malpractice 
insurance. 

(MRS.)  MONIQUE  LeF.  DIETHELM 
Executive  Director 
Youth  Consultation  Service 
136  East  57th  Street 
New  York,  N.  Y.  10022 

Dr.  Hinman's  reply 

To  the  Editor:  Ms.  Diethelm’s  letter  correctly  points 
out  that  a Federal  District  Court  has  ruled  Section 
6811(8)  of  the  Education  Law  is  unconstitutional  where- 
as our  article  “Medical  Consequences  of  Teenage  Sexua- 
lity” indicated  that  the  law  was  in  force.  The  published 
article  was  based  on  a presentation  given  October  10, 
1974,  with  the  manuscript  being  submitted  in  early 
April  of  1975.  It  was  accepted  by  the  Journal  on  May 
14  and  galley  proofs  were  returned  on  June  20,  1975. 
All  of  this  occurred  prior  to  the  Federal  District  Court 
ruling. 

The  article  by  Pilpel  et  al.  represented,  at  the  time  it 
was  written,  the  opinion  of  the  authors  and  was  not  uni- 
versally recognized  as  the  law  of  the  land.  The  fact  that 
court  suit  was  necessary  to  rule  on  the  constitutionality 
of  the  law  is  an  indication  of  this.  I would  also  point 
out  that  the  Attorney  General  is  appealing  this  decision. 

I hope  it  was  clear  in  the  article  that  we  felt  it  neces- 
sary to  remove  barriers  restricting  teenagers  access  to 
contraceptives.  However,  at  the  time  the  article  was 
written  and  the  galleys  were  reviewed,  Section  6811(8) 
was  the  law  of  the  State. 

ALAN  R.  HINMAN,  M.D. 

Assistant  Commissioner 
Director,  Bureau  of  Personal  Health  Services 


Tennessee  Department  of  Public  Health 
Nashville,  Tennessee  37219 

Chronic  disease  hospital 

To  the  Editor:  We  were  heartened  to  see  the  article  by 
Drs.  I.  Jay  Brightman,  Robert  L.  Yeager,  and  W.  G.  C. 
Munroe,  on  the  “Chronic  Disease  Hospital:  Role  as 

Health  Provider  Agency,”  in  the  July,  1975,  issue  of  the 
New  York  State  Journal  of  Medicine,  page  1318.  Their 
survey  of  patients  in  the  Summit  Park  Hospital  docu- 
ments the  need  for  such  a chronic  disease  hospital  which 
“plays  a vital  role  as  health  provider,  somewhere  in  be- 
tween the  general  hospital  and  the  nursing  home,  and 
distinctly  different  from  each,  with  its  own  unique  ser- 
vices and  skills  and  its  own  standards  for  admission  and 
discharge.”  Our  experience,  supported  by  inhouse  sur- 
veys, bears  out  their  findings,  and  emphasizes  the  need 
for  at  least  one  such  chronic  hospital  setting  to  serve 
each  major  population  center  or  region.  Although  our 
354  long-term  care  beds  are  licensed  by  the  State  De- 
partment of  Health  as  “skilled  nursing  facility,”  a sur- 
vey in  April,  1972,  indicated  that  60  per  cent  of  the  pa- 
tients required  more  care  than  typical  nursing  homes  or 
skilled  nursing  facilities  could  provide.  A second  survey 
in  February,  1974,  indicated  that  the  number  requiring 
care  beyond  the  capabilities  of  typical  nursing  homes 
had  increased  to  84.6  per  cent.  Our  impression  is  that 
patients  being  admitted  now  are  even  more  severely  and 
complexly  ill  than  a year  ago. 

Our  judgments  have  been  based  on  medical  and  nurs- 
ing review  of  the  health  services  requirements  of  our  pa- 
tients, including  assessment  of  19  different  items  plus 
an  overall  judgment  of  the  total  picture  of  each  patient’s 
needs  (which  may  differ  at  times  from  the  simple  sum  of 
individual  items). 

Without  a chronic  disease  hospital  setting  like  Sum- 
mit Park  or  our  Hospital,  patients  needing  this  type  of 
care  would  either  be  inadequately  cared  for  in  a nursing 
facility  not  able  to  meet  their  needs,  or  would  be  in  an 
acute  general  hospital,  also  a setting  quite  unsuited  to 
their  needs  for  long-term  care. 

T.  FRANKLIN  WILLIAMS,  M.D. 

Medical  Director 
ANTHONY  J.  IZZO,  M.D. 
Associate  Medical  Director 
DeFOREST  T.  WHIPPLE 
Executive  Health  Administrator 
BRENTA  SULLIVAN,  R.N. 

Director  of  Nursing 
Monroe  Community  Hospital 
435  E.  Henrietta  Road  P.O.  Box  905 
Rochester,  N.Y.  14603 

Insect  sting  kits 

To  the  Editor:  I would  like  to  compliment  you  on  the 
high  quality  of  the  Allergy  Meeting  which  you  spon- 
sored, and  which  I attended,  in  Virginia,  April  21 
through  24,  1975.* 

The  presentations  were  very  lucid,  and  most  helpful. 

One  of  the  questions  I neglected  to  ask  you  during  our 
evening  question  and  answer  session,  was  what,  if  any- 
thing, you  are  able  to  do  about  school  systems  that  do 
not  allow  Insect  Reaction  Kits  to  be  kept  on  the  premis- 
es, whether  or  not  a school  nurse  is  in  attendance. 

In  other  words,  in  the  case  of  the  child  who  plays  out- 

* Letter  to  Claude  A.  Frazier,  M.D.,  P.A. 

continued  on  page  2456 
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doors  in  gym  class,  and  is  sensitive  to  a stinging  insect, 
my  feeling  has  always  been  that  a syringe  filled  with 
Adrenalin  should  be  available,  and  should  be  adminis- 
tered by  a school  nurse  if  possible,  but  in  lieu  of  that, 
anyone. 

My  personal  experience,  is  that  usually  this  is  impos- 
sible, because  the  school  systems  in  this  State,  are  not 
willing  to  accept  the  responsibility  for  a lay  person  giv- 
ing an  injection  of  Adrenalin,  even  under  dire  emergen- 
cy conditions. 

FRANCIS  J.  FARRELL,  M.D. 

161  Clinton  Street 
Watertown,  N.Y.  13601 


To  the  Editor:  Recently  I have  been  conducting  what  is 
seemingly  a one  man  crusade  about  the  inadequate 
knowledge  of  the  use  of  the  insect  sting  emergency  first- 
aid  kit,  and  also  its  being  unavailable  to  those  who 
should  have  it  on  hand  in  case  of  a severe  insect  sting  re- 
action. For  example,  the  following  groups  of  people 
usually  do  not  have  the  kit  nor  the  knowledge  of  its  use 
and  yet  they  are  more  likely  to  be  faced  with  this  situa- 
tion: school  nurses  or  principals,  forest  rangers,  scout 
masters,  golf  pros,  swimming  instructors,  and  tennis 
pros.  I feel  that  some  deaths  could  have  been  prevent- 
ed by  making  this  kit  available  to  these  people,  with  in- 
structions for  its  use. 

I have  been  given  to  understand  that  it  is  against  the 
law  for  these  people  to  give  injections  and  yet  we  physi- 
cians give  insect  sting  kits  to  our  insect  allergy  patients 
and  train  them  in  their  use.  I think  that  the  law  should 
be  changed.  These  people  should  be  trained  in  the  use 
of  the  emergency  insect  sting  kit  and  allowed  to  give  the 
medication  in  cases  of  a life  or  death  situation.  I hope 
others  feel  the  same  as  I and  will  help  to  get  the  laws 
changed  so  that  this  can  be  done. 

I know  of  two  instances  where  the  use  of  this  kit  could 
have  prevented  death  in  the  individual  who  suffered  the 
severe  reaction.  I would  appreciate  hearing  from  others 
who  know  of  similar  cases  in  which  the  use  of  an  insect 
sting  kit  would  have  prevented  the  death  of  a person. 

This  morning  I saw  a nine-year-old  boy  who  had  had  a 
severe  systemic  reaction  to  the  sting  of  a yellow  jacket. 
The  child  was  skin  tested  and  desensitization  was  start- 
ed. Medication  and  an  emergency  kit  was  prescribed 
for  immediate  use  for  a severe  reaction  of  this  type. 

The  mother  asked  me,  “What  can  be  done  about  this 
as  we  have  been  told  the  school  personnel  are  not  al- 
lowed to  administer  any  type  of  injection  or  medication 
at  the  school — not  even  an  aspirin.”  They  told  her  all 
they  could  do  would  be  to  call  her,  or  the  Rescue  Squad, 
and  the  parent’s  home  and  the  school  are  at  least  a 
twenty-minute  ride  away  from  the  emergency  room. 

I do  feel  something  should  be  done  about  this  situa- 
tion as  death  could  occur  within  five  to  ten  minutes. 

CLAUDE  A.  FRAZIER,  M.D.,  P.A. 

Doctors  Park — Bldg. 

Asheville,  N.C.  28801 

To  the  Editor:  I recently  wrote  a “Letter  to  the  Editor” 
concerning  insect  sting  kits.  Just  today  I saw  another 
patient  who  serves  as  a good  example  of  why  this  kit 
should  be  made  available  to  forest  rangers. 

I am  enclosing  a copy  of  this  case  report  which,  if 
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Month  in  Washington 


Members  of  the  House  Ways  and  Means  Committee’s 
subcommittee  on  health  have  heard  testimony  from  for- 
eign physicians  extremely  critical  of  the  federalized  na- 
tional health  insurance  (NHI)  systems  in  their  native 
lands  and  from  seven  U.S.  phj'sicians  who  urged  law- 
makers not  to  allow  this  country  to  stumble  down  the 
same  path. 

All  witnesses  were  selected  by  subcommittee  Republi- 
can minority  members  to  counterpoise  arguments  made 
by  liberal  witnesses  produced  during  the  summer  by 
Democrat  colleagues. 

The  major  theme  of  the  American  Physicians  was  that 
Federal  interference  should  be  kept  to  a minimum. 
Five  of  the  seven  physicians  suggested  that  some  form  of 
catastrophic  insurance  might  be  beneficial. 

Clinton  S.  McGill,  M.D.,  Portland,  Oregon,  told  the 
subcommittee  that  “freedom  within  the  widest  possible 
latitudes  in  the  practice  of  medical  care  is  an  ingredient 
absolutely  essential  to  the  success  of  any  NHI  program.” 

John  Hamilton,  M.D.,  Rochester,  N.Y.,  urged  elimi- 
nation of  administrative  red  tape  and  proposed  a cata- 
strophic plan  based  on  patients’  ability  to  pay. 

Marvin  N.  Lvmberis,  M.D.,  Charlotte,  N.C.,  also 
spoke  favorably  of  catastrophic  coverage,  warning  that 
an  omnibus  bill  might  bankrupt  the  government  and 
leave  the  present  health  system  in  a shambles. 

John  Burkhardt,  M.D.,  Knoxville,  Tennessee,  said 
NHI  must  be  carefully  planned,  cannot  be  all  encom- 
passing, and  must  not  interfere  with  the  doctor-patient 
relationship. 

David  Masland,  M.D.,  Carlisle,  Pennsylvania,  warned 
of  a possible  paper  work  explosion  if  NHI  is  enacted, 
urged  use  of  private  carriers  rather  than  a Federal  bu- 
reaucracy, and  noted  that  social  factors  have  the  biggest 
impact  on  the  health  of  the  nation. 

Brooker  Masters,  M.D.,  Freemont,  Michigan,  said  the 
nation  does  not  have  the  resources  at  present  for  NHI. 
Rationing  of  services  would  be  required,  resulting  in 
“medical  care  dictated  by  edicts  in  the  Federal  Regis- 
try” which  would  lead  to  “chaos.” 

Donald  Quinlan,  M.D.,  Northfield,  Illinois,  read  a 
strongly-worded  statement  opposing  any  new  Federal 
programs  as  “compulsory  politicized  medicine.”  He  ac- 
cused the  Administration  and  Congress  of  the  “great 
rip-off’  of  deficit  financing. 

The  domestic  panel  was  questioned  by  subcommittee 
chairman  Dan  Rostenkowski  (D.,  111.)  and  Representa- 
tives John  Duncan  (R.,  Tenn.),  James  Martin  (R.,  N.C.), 
and  Philip  Crane  (R.,  111.).  They  praised  the  panel 
members  for  their  testimony. 

Asked  by  Representative  Charles  Vanik  (D.,  Ohio)  to 
give  a show  of  hands  on  how  many  would  support  a cata- 
strophic plan,  six  of  the  witnesses  raised  their  hands, 
but  none  did  when  he  asked  for  their  sentiments  on  cat- 
astrophic health  insurance  operated  by  Social  Security. 
Vanik  contended  that  the  public  is  pushing  Congress  on 
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NHI,  asserting  that  the  lawmakers  are  not  the  innova- 
tors. 

The  foreign  panel  consisted  of  two  British  physicians, 
a British  medical  writer,  a former  Swedish  physician, 
and  a Canadian  physician — Max  Gammon,  M.D.,  Lon- 
don; Reginald  S.  Murley,  M.D.,  London;  Anthony  Le- 
jeune,  Middlesex,  England,  medical  writer;  Sigmund  J. 
Lofstead,  M.D.,  Chicago;  and  Bette  Stephenson,  M.D., 
Toronto. 

As  a group  they  urged  Congress  not  to  permit  govern- 
mental control  of  medicine  in  this  country. 

The  British  witnesses  painted  a black  picture  of  the 
situation  in  England.  Dr.  Murley  said  almost  all  physi- 
cians in  England  are  totally  opposed  to  the  policies  of 
the  government  and  predicted  a “massive  confronta- 
tion” soon. 

Dr.  Lofstead,  who  had  practiced  in  Sweden,  said 
health  care  has  become  regimented  and  politicized  in 
that  country.  Most  people  in  the  U.S.  he  said,  have  fi- 
nancial access  to  the  best  and  most  sophisticated  health 
care  in  the  world. 

Dr.  Stephenson  was  less  critical  of  the  Canadian  pro- 
gram, but  said  any  NHI  program  should  involve  as  little 
distortion  of  the  present  U.S.  system  as  possible.  She 
said  fee-for-service  is  the  most  efficient  and  fairest 
method  of  payment. 

Dr.  Gammon  said  it  is  imperative  that  the  U.S.  resist 
the  socialization  of  medicine  “for  the  good  of  the  rest  of 
the  free  world.”  He  said  that  “if  you  believe  that  the 
state  is  better  able  to  control  the  affairs  of  individuals 
than  they  are,  then  the  prospects  of  freedom  for  the  rest 
of  the  world  are  very  dim.” 

* * * 

Despite  continued  optimism  on  the  part  of  some 
members  of  House  Ways  and  Means  that  a NHI  bill  can 
be  drafted  this  year,  Capitol  Hill  oddsmakers  are  still 
betting  it  can’t  be  done. 

Besides  the  scarcity  of  time — at  least  400  witnesses 
will  be  heard  by  Ways  and  Means  alone — the  jurisdic- 
tional battle  between  Ways  and  Means  and  House  Com- 
merce is  far  from  solved. 

Senior  staffers  of  both  committees  are  being  quoted 
as  saying  “effective  NHI  cannot  come  out  of  a Congress 
with  the  present  messed-up  jurisdiction”  and  “it  simply 
can’t  be  done  in  two  committees.” 

Nonetheless,  the  chance  always  remains  that  House 
leadership  under  the  pressures  of  an  election  year  could 
knock  heads  together  until  a hurried  bill  was  produced. 

★ * * 

The  Administration  has  opposed  a domestic  draft  of 
young  physicians  for  service  in  shortage  areas  and  urged 
Congress  to  phase-out  capitation  grant  support  for  the 
Nation’s  medical  schools. 

Testifying  before  the  Senate  Health  Subcommittee  as 
it  opened  hearings  on  health  manpower  legislation, 
Theodore  Cooper,  M.D.,  Assistant  Secretary  for  Health 
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space  permits,  I would  like  to  have  added  as  a postscript 
to  my  “Letter  to  the  Editor.” 

I am  also  enclosing  a copy  of  a related  news  story. 

Case  history — September  11,  1975.  The  patient,  a 
fifty-six-year-old  white  woman,  has  been  stung  in  the 
past  by  a honey  bee,  yellow  jacket,  and  wasp  with  no  re- 
action. 

On  August  5,  1975,  she  was  on  a field  trip  with  the 
Forest  Service  and  stepped  on  a nest.  She  was  stung 
twice,  one  time  on  each  hand  by  a yellow  jacket.  She 
wasn’t  sure  if  the  stinger  were  embedded  but  the  nest 
was  on  the  ground  and  was  identified  as  a yellow  jacket’s 
nest. 

Within  ten  minutes  she  had  a weak  feeling,  felt  like 
she  couldn’t  breathe,  completely  passed  out,  and  was 
taken  to  a local  hospital.  In  her  own  words,  “It  all  hap- 
pened so  quickly  the  only  thing  I remember  a few  min- 
utes after  being  stung,  is  their  putting  the  solution,  or 
whatever  that  was,  on  my  arm,  and  I remember  nothing 
except  coming  to  and  then  losing  consciousness  again 
and  vaguely  remember  being  in  a car  on  a mountain  and 
then  again  lost  consciousness.”  At  the  hospital  they 
were  told  she  was  in  “shock”  and  she  was  given  injec- 
tions (injections  not  specified).  It  required  two  or  three 
hours  for  her  symptoms  to  clear  but  she  felt  weak  about 
twenty-four  hours. 

When  she  was  stung,  a vial  which  the  Forest  Rangers 
carry  with  them  was  broken  open  and  applied  on  the 
sting  site  but  this  did  not  prevent  a reaction. 

The  patient  states  “the  Forest  Service  is  concerned 
regarding  the  employees  having  sting  reactions  since 


they  spend  much  time  in  the  woods.  They  have 
employees  in  the  woods  all  the  time.” 

Dr.  Frazier  feels  Forest  Rangers  should  have  emer- 
gency insect  sting  kits,  containing  epinephrine  for  injec- 
tion for  these  reactions,  to  keep  with  them  at  all  times. 

Today,  the  patient  was  skin  tested  and  hyposensitiza- 
tion to  stinging  insects  was  started. 

CLAUDE  A.  FRAZIER,  M.D.,  P.A. 

Doctors  Park — Bldg.  4 
Asheville,  N.C.  28801 

Bladder  stone  disease 

To  the  Editor:  Naysan  et  al.  ( New  York  State  Journal 
of  Medicine  75:  1288  [July]  1975)  have  reported  an  in- 
teresting case  of  bladder  stone  disease  in  an  eight-year- 
old  Puerto  Rican  boy.  However,  the  authors  have  failed 
to  note  the  considerable  number  of  research  activities  in 
the  field  of  bladder  stones  which  have  taken  place  in  re- 
cent years.  In  particular,  readers  of  this  case  report 
should  not  be  left  with  the  impression  that  the  major 
determinant  in  the  causation  of  bladder  stone  disease  is 
urinary  tract  infection.  There  is  growing  evidence 
which  indicates  that  bladder  stone  disease  should  be  re- 
garded primarily  as  a metabolic  disease,  probably  relat- 
ed to  infant  dietary  and  feeding  practices.  In  countries 
such  as  Thailand,  this  disease  is  a high  priority  national 
health  problem,  and  studies  of  its  epidemiology  and  eti- 
ology make  fascinating  reading.1-4 

MICHAEL  M.  STEWART,  M.D.,  M.P.H. 

Director.  Dept,  of  Ambulatory  Care 
and  Community  Medicine,  City  Hospital 
Center  at  Elmhurst ; and 
continued  on  page  2462 
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at  the  Health,  Education,  and  Welfare  Department, 
said: 

“We  are  seriously  concerned  that  the  general  tax- 
payer— by  means  of  Federal  taxes — will  be  called  upon 
to  subsidize  in  perpetuity  the  professional  training  of 
physicians,  dentists,  and  other  well-paid  health  profes- 
sionals.” 

Dr.  Cooper  told  the  Subcommittee,  headed  by  Sena- 
tor Edward  Kennedy  (D.,  Mass.),  that  legislation  backed 
by  Kennedy  that  calls  for  $5  billion  in  aid  over  the  next 
five  years  is  “unnecessary  to  elicit  adequate  numbers  of 
students  for  schools  which  today  accommodate  only  one 
out  of  every  two  to  three  qualified  applicants.” 

The  Administration  “strongly  opposes”  the  compul- 
sory service  feature  in  the  legislation  requiring  all  grad- 
uates to  serve  in  shortage  areas.  “This  requirement 
could  mean  that  in  the  very  near  future  the  Federal 
Government  would  have  the  responsibility  for  placing 
and  monitoring  the  professional  activities  of  thousands 
of  individuals  in  the  health  system.”  Dr.  Cooper  pro- 
posed instead  to  strengthen  the  National  Health  Service 
Corps  scholarship  program. 

The  Assistant  Secretary  also  attacked  provisions  im- 
posing a Federal  regulatory  scheme  to  control  the  num- 
bers and  allocation  of  training  positions  for  graduate 
medical  education  and  to  institute  a national  licensure 
system  for  physicians  and  dentists.  “We  feel  that  there 
is  little  basis  for  initiating  this  far-reaching  regulatory 
mechanism  at  this  time,”  Dr.  Cooper  said. 

By  1985  the  U.S.  will  have  from  207  to  217  physicians 
per  100,000  population,  he  testified,  placing  this  nation 
“near  the  top  of  all  the  industrialized  nations  in  terms  of 
overall  physician  supply.” 

* * * 

The  president  of  the  American  Insurance  Association 
believes  it  may  become  necessary  to  separate  two  ele- 
ments involved  in  the  medical  malpractice  insurance 
system — the  compensation  of  those  who  suffer  loss  be- 
cause a doctor  or  hospital  fails  to  perform  in  accordance 
with  acceptable  standards  of  practice,  and  the  incentive 
for,  and  discipline  of,  medical  practitioners. 

T.  Lawrence  Jones  said  “we  think  that  the  public  will 
resist  limitations  on  their  legal  rights  unless  coverage  for 
the  patient  is  improved  in  some  other  respect  and  some 
substitute  measure  for  disciplining  doctors  and  hospi- 
tals is  created.” 

Jones,  whose  association  includes  many  of  the  firms 
that  write  professional  liability,  said  divorce  of  the  two 
functions  “will  not  be  an  easy  job.” 

He  told  a National  Press  Club  breakfast  in  Washing- 
ton, D.C.,  that  no  one  yet  knows  what  the  outlines  of  the 
two  replacement  systems  should  be,  let  alone  the  specif- 
ic features  of  either.  Many  tradeoffs  will  be  necessary. 
Cooperation  among  the  professions  will  be  essential. 
But  the  present  problems  with  medical  malpractice  in- 
surance is  so  complex  and  so  full  of  implication  for  the 
overall  health  care  of  the  public  that  bold  solutions  of  all 
kinds  must  be  pursued. 

Jones  said  he  believes  that  Professional  Standards 
Review  Organizations  (PSRO’s)  offer  a promise  of  amel- 
iorating the  malpractice  crisis. 

* * * 

Scores  of  health  organizations  have  protested  loudly 
to  Congress  about  the  red  tape  and  inequities  in  the 


Medicare  program  and  have  urged  the  Ways  and  Means’ 
subcommittee  on  health  to  straighten  out  the  mess. 

The  Subcommittee,  headed  by  Representative  Dan 
Rostenkowski  (D.,  111.),  called  two  days  of  hearings  to 
consider  the  flood  of  complaints  about  HEW’s  regulato- 
ry operations  over  the  past  year.  The  Subcommittee  is 
expected  to  draft  legislation  to  correct  some  of  the  trou- 
ble spots  identified  at  the  hearings. 

The  American  Medical  Association  declared  “the  con- 
tinuing frustrations  of  the  public  and  the  economic  limi- 
tations on  resorting  to  the  courts  for  all  remedial  action 
must  be  viewed  seriously  by  this  subcommittee  and  this 
Congress.” 

Edgar  T.  Beddingfield,  M.D.,  Vice  Chairman  of  the 
AMA’s  Council  on  Legislation,  referring  to  HEW’s  index 
for  figuring  physicians’  fees  under  Medicare,  said  “if  the 
administrative  process  is  to  be  unbridled  and  is  to  be 
permitted  to  disregard  the  rights  of  individuals  and  ar- 
bitrarily to  establish  essential  factors  without  adequate 
compliance  with  the  law,  then  a discussion  of  the  provi- 
sions enacted  by  Congress  in  essence  becomes  moot.” 

Charging  “abuse  of  the  regulatory  process”  by  HEW, 
Dr.  Beddingfield  said  “effects  of  the  economic  index  will 
be  to  lower  reimbursement  rates  for  many  procedures 
below  the  rates  recognized  by  the  program  in  fiscal 
1975.” 

The  1972  Social  Security  Amendments  Law  which  set 
Medicare  payment  controls  at  the  75th  percentile  with 
future  adjustments  tied  to  an  index  determined  by 
HEW  is  “clearly  discriminatory,”  the  AMA  witness  said. 
“We  are  not  aware  of  any  segment  of  society  against 
which  similar  controls  are  imposed  by  Congress.”  Up- 
shot of  such  controls,  he  warned,  “will  be  to  shift  an  in- 
creasing financial  burden  on  the  beneficiaries.” 

Dr.  Beddingfield  urged  acceptance  of  the  AMA’s  19 
amendments  to  the  Professional  Standards  Review  Or- 
ganization (PSRO)  program  and  postponement  of  the 
January  1,  1976,  deadline  for  professional  associations 
to  form  PSRO’s. 

C.  Willard  Camalier,  M.D.,  Chairman  of  the  AMA’s 
Council  on  Medical  Service,  described  the  AMA’s  court 
fight  and  negotiations  with  HEW  over  utilization  review 
in  hospitals.  He  asked  repeal  of  the  law’s  provisions 
dealing  with  UR  on  the  subject  of  the  Medicare  end 
stage  renal  disease  program. 

Dr.  Camalier  said,  “Medicare  has  attempted  to  inter- 
fere with  the  practice  of  medicine  by  interposing  itself 
between  the  patient  and  the  physician  by  refusing  to 
recognize  that  services  for  kidney  treatment  should  be 
reimbursed  in  a manner  consistent  with  other  physician 
services,  and  that  local  determination  and  medical  re- 
view are  not  only  preferable,  but  also  the  only  feasible 
program  for  provision  of  any  medical  service.”  This 
program  emphasizes  the  difficulties  encountered  when  a 
disease  category  is  made  the  basis  for  Medicare  cover- 
age. 

The  provision  authorizing  HEW  to  mandate  “reason- 
able costs”  for  hospitals  gives  the  government  the  right 
to  determine  in  effect  whether  services  are  medically 
necessary,  the  AMA  official  said.  “We  must  adamantly 
object  to  any  attempt  on  the  part  of  the  HEW  Secretary 
to  make  determinations  as  to  the  necessity  of  health 
care  services  required  in  proper  patient  care.” 

* * * 

A practicing  physician  has  told  Congress  that  pending 

continued  on  page  2462 
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lobbying  legislation  would  go  far  in  discouraging  valu- 
able communications  to  Congress  from  medical  profes- 
sionals and  from  patients. 

Alvin  Goldfarb,  M.D.,  St.  Louis,  Missouri,  obstetri- 
cian-gynecologist, said  as  a physician  he  has  an  interest 
in  a wide  range  of  health  legislation  and  regulations 
which  have  “a  marked  influence,  whether  favorable  or 
unfavorable,  upon  my  own,  as  well  as  that  of  all  other 
physicians’  practice.” 

He  told  a House  Judiciary  subcommittee  that  under 
proposals  to  tighten  the  lobby  laws  “I  could  be  consid- 
ered a lobbyist,  and  would  have  to  provide  detailed 
quarterly  reports.  My  failure  to  comply  could  result  in 
fines  or  jail  sentences.” 

The  physician  said  the  bills  define  lobbying  as  a com- 
munication with  Federal  officials,  either  legislative  or 
executive,  to  influence  the  policy-making  process. 

Said  Dr.  Goldfarb:  “I  can  assure  you  that  I as  a spe- 
cialist and  practicing  physician  have  a great  interest  in 
those  Federal  programs  that  affect  my  practice.  I have 
an  interest  not  only  in  how  they  impinge  on  my  manner 
of  practice  but  also  in  how  they  affect  my  patients  as 


continued  from  page  2459 

Associate  Professor  of  Community  Medicine, 
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1.  Halstead,  S.  B.,  and  Valyasevi,  A.:  Studies  of  bladder 
stone  disease  in  Thailand.  I.  Introduction  and  description  of 
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terns;  2.  Cybernetics  in  Social  Systems;  3.  Cybernetics 
in  Mechanical  Systems;  4.  Cybernetics  in  Biology  and 
Medicine. 

All  those  who  are  interested  by  the  subjects  of  the 
Congress  may  take  part  at  the  Congress. 


beneficiaries  of  the  programs. 

“I  feel  as  if  it  is  my  right  as  an  individual,  as  well  as  my 
duty  as  a physician,  to  communicate  with  members  of 
Congress  and  with  the  bureaucracy  and  at  times  to  urge 
others  to  do  so  to  make  my  voice  heard  in  the  legislative 
and  regulatory  process  which  will  affect,  either  favor- 
ably or  unfavorably,  my  practice  or  my  patients.  I am 
sure  you  would  agree  with  me  that  when  physicians 
seem  to  get  the  legislative  process  in  order  to  protect  or 
to  improve  the  state  of  health  care,  this  is  a goal  which 
should  not  be  threatened  by  obstacles.” 

Dr.  Goldfarb  asked  “on  whom  would  the  burden  of 
complying  really  fall,  the  professional  lobbyist  or  the  in- 
experienced, nonprofessional  individual  who  would  be  a 
lobbyist  only  because  of  the  broad  definition  of  the  bill? 
Who  really  needs  to  be  regulated,  the  person  who  for 
pay  can  lobby  on  any  subject  or  a member  of  the  public 
who  has  a vast  reservoir  or  experience  in  his  own  field 
and  who  is  willing  to  share  this  information  in  an  at- 
tempt to  assure  intelligent  legislation?  Would  I be  con- 
sidered a lobbyist  if  I urge  my  patients  to  write  their 
Congressmen  concerning  legislation  or  to  the  bureau- 
cracy concerning  regulations?” 


area  studied.  Am.  J.  Clin.  Nutrition  20:  1312  (1967). 

2.  Idem:  Studies  of  bladder  stone  disease  in  Thailand, 

3.  Epidemiologic  studies  in  Ubol  province,  ibid.  20:  1329 
(1967). 

3.  Valyasevi,  A.,  et  ai:  Studies  of  bladder  stone  disease  in 
Thailand.  IV.  Dietary  habits,  nutritional  intake,  and  infant 
feeding  practices  among  residents  of  a hypo-  and  hyperendemic 
area,  ibid.  20:  1340  (1967). 

4.  Halstead,  S.  B.,  Valyasevi,  A.,  and  Umpaivit,  P.:  Stud- 
ies of  bladder  stone  disease  in  Thailand.  V.  Dietary  habits  and 
disease  prevalence,  ibid.  20:  1352  (1967). 


Authors  of  papers  are  requested  to  send  the  title  and 
a summary  of  the  papers  before  January  1,  1976. 

Information  and  documentation  about  the  Congress 
are  available  at  the  Secretariat  of  the  International  As- 
sociation for  Cybernetics,  Palais  des  Expositions,  Place 
Andre  Rijckmans,  B-5000  NAMUR  (Belgium). 
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CHALLENGING  OPPORTUNITY  FOR  GENERAL  PRACTITIONER/IN- 
ternist  part-time  in  outpatient  clinic  and  part-time  in  exciting,  new  out -reach 
program.  Veterans  Administration  Hospital,  Canandaigua,  N.Y.  Contact 
James  Gilbert,  M.D.  (315)  394-2000. 


ANESTHESIOLOGIST,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING 
population  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area, 
clean  air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr. 
J.  A.  Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127. 
Phone  (412)  458-7132. 


ORTHOPEDIC  SURGEON,  NEEDED  IN  COLLEGE  TOWN  WITH 
drawing  population  of  25,000  located  at  intersection  of  1-79  and  1-80.  Grow- 
ing area,  clean  air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Con- 
tact: Mr.  J.  A.  Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City, 
Pa.  16127.  Phone  (412)  458-7132. 


WANTED:  OBSTETRICAL  ANESTHESIOLOGIST.  ACTIVE  O.B.  SER- 

vice  with  twenty-six  hundred  deliveries  per  year.  Opportunity  to  work  with 
neonatologist  in  progressive  department.  Good  recreation  with  fishing,  ski- 
ing, lakes  and  cultural  centers.  Apply:  Richard  Roberts,  M.D.,  Department 
of  Anesthesia,  Community  General  Hospital,  Broad  Road,  Syracuse,  N.Y. 
13215. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE.  LICENSED  IN  NEW  YORK. 
Voluntary  hospital  in  Brooklyn.  Reply  to  Box  224,  Lefferts  Station,  Brooklyn, 
N.Y.  11225. 


ANESTHESIOLOGIST  WANTED  TO  JOIN  SIX  MAN  GROUP  WITH  SIX 
CRNA’S.  Seven  thousand  cases  per  year.  Active  community  hospital  with 
medical  center  affiliation.  All  services  except  open  heart.  Upstate  New  York 
with  recreation  and  cultural  opportunities.  Apply:  Richard  Roberts,  M.D., 
Dept,  of  Anesthesia,  Community  General  Hospital,  Broad  Road,  Syracuse, 
N.Y.  13215. 


PHYSICIAN  WANTED:  EMERGENCY  ROOM  POSITION  AVAILABLE  AS 
of  November  3,  1975.  Full  time,  7 a.m.  to  3 p.m.  position  to  cover  the 
emergency  room  and  patient  floors.  Annual  salary  $30,000.  Write  or  call  col- 
lect, Robert  Reisch,  DeGraff  Memorial  Hospital,  North  Tonawanda,  N.Y. 
14120.  (716)694-4500. 


EMERGENCY  ROOM  PHYSICIANS;  FULL  TIME  POSITIONS  AVAILABLE 
in  a 300+  bed  hospital.  You  will  be  a part  of  an  8 man  rotating  team,  with 
full  hack-up  coverage  in  all  specialties;  40  hour  work  week;  salary  $40,000  per 
year;  plus  many  fringe  benefits  including  4 weeks  vacation,  one  week  study 
leave;  New  York  State  license  required;  send  curriculum  vitae  to  Sister  Rose 
Vincent,  Executive  Administrator,  St.  Elizabeth  Hospital,  2209  Genesee  St., 
Utica,  N.Y.  13501,  or  phone  (315)  798-5123. 


PHYSICIANS  WANTED— CONT  D 


PHYSICIANS — W'ELL  STAFFED  (70%  BOARD  CERTIFIED)  695-BED  GE 
eral  hospital  with  active  inpatient  and  outpatient  services  is  in  need  of  an 
ternist,  general  surgeon,  psychiatrist,  and  family  practioner,  all  with  Bo 
certification.  Full  malpractice  coverage  provided.  Excellent  library  i 
educational  programs.  Joint  house  staff  and  CME  programs  with  Scott  i 
White  Clinic.  Recent  affiliation  with  new  medical  school.  Progressive  cit; 
35,000  with  excellent  schools,  recreation,  and  cultural  activities  with  rei 
access  by  rail,  air,  or  interstate  highway  to  Dallas,  Houston,  San  Antoi 
Austin,  etc.  Moderate  climate  with  smog  free  environment.  Salary  comp  I 
tive  with  liberal  vacation,  sick  leave,  and  fringe  benefits.  Equal  employm 
opportunity  agency.  Apply  Chief  of  Staff,  V.A.  Center,  Temple,  Texas  765(  j 


GENERAL  PRACTITIONER  NEEDED:  ANNUAL  SALARY  PAID  IN  1 j! 
cess  of  doctor’s  private  practice.  Health  center  available  to  the  doctor  i 
nished  by  the  town.  Three  new  hospitals  within  a 30  minute  drive.  New  C 
tral  High  School.  Summer  and  winter  vacation  area.  Three  famous  ski  ar 
one  in  our  town,  rest  in  neighboring  towns.  Advantageous;  present  doctoi 
tired.  John  A.  6rr,  Jr.,  Wells,  N.Y.  12190.  Call  (518)024-20§3. 


ANESTHESIOLOGIST.  PROGRESSIVE  550-BED  N.Y.  SUBURBAN,  V( 
untary  hospital  seeks  a Board  certified  or  Board  eligible  physician  who  nr 
have  experience  in  open-heart  surgery.  Send  curriculum  vitae  to:  Dept.  I 
c/o  NYSJM. 


FAMILY  MEDICINE  IS  ALIVE,  WELL,  AND  THRIVING  IN  KAUKAUb 
Wisconsin.  Additional  family  physicians  are  being  sought.  Good  opporti 
ity  for  partnership  with  modern  clinic  building  or  other  arrangements  can 
made.  Ideal  Northeastern  Wisconsin  location  with  excellent  cultural  a 
recreation  facilities.  Offers  good  opportunity  for  unlimited  general  pract 
with  back-up  of  specialties  if  necessary.  Inquiries  and  visits  welcomed.  C< 
tact  Administrator,  Kaukauna  Community  Hospital,  Kaukauna,  Wiscon 
54130  or  call  collect  (414)  766-4211. 

IMMEDIATE  OPENING  FOR  A FULLY  TRAINED  ANESTHESIOLOGY 
Board  certified  or  eligible  and  licensed  in  New  York  State,  to  join  a group 
six  anesthesiologists.  300  bed  hospital.  General  surgery  and  OB.  Metrop- 
tan  area.  Call  Dr.  Porter  at  (914)  357-5772,  or  write  to  M.  Porter,  M. 
Anesthesia  Department,  Good  Samaritan  Hospital,  Suffern,  N.Y.  10901. 


REAL  ESTATE  FOR  SALE  OR  RENT 


RENTAL:  EAST  63RD  STREET.  MODERN  LUXURY  BUILDING;  SEF 
rate  street  entrance  and  rear  entrance;  central  air  conditioning.  Very  la 
rooms,  including  consultation  room,  one  or  two  examining  rooms,  secretai 
office.  To  share  beautifully  appointed,  large  reception  room.  Availa 
October  1975.  (212)  753-8300. 


NEW  JERSEY-BASKING  RIDGE,  SOMERSET  COUNTY.  OFFICE  SPA 
available  in  new,  modern  professional  building.  Home  of  AT&T  Corpo 
headquarters.  Growing  area,  good  location.  Ideal  for  specialist.  Avails 
immediately.  Phone  (201)  766-0111,  or  (201)  273-2372. 


FULLY  EQUIPPED  MEDICAL  OFFICE  FOR  RENT:  (1,000  SQ.  FT.),  WA 
ing,  consultation  and  three  examining  rooms,  small  lab.  Hospitals  in  pi 
imity.  Growing  family  practice  can  be  assumed.  Leaving  for  resider 
Reasonable  rent.  Miller  Place,  L. I.  (516)928-5252. 


BAY  SHORE,  L.I.,  HOME-OFFICE  COMBINATION.  ALMOST  ONE  AC! 
First  floor:  6 rooms,  2 half  baths,  central  a/c,  carpeted.  Duplex  apt:  4 t 
rooms,  living  room,  kitchen,  2 full  baths,  laundry  room.  Full  basement; 
alarm  throughout;  30-car  parking  lot.  Two  hospitals  within  minu 
$80,000.  Owner  will  hold  mortgage.  (516)  265-1026. 


FLUSHING  NORTH.  FOR  SALE,  ONE  FAMILY,  BRICK  COLONIAI 
bedrooms,  2V2  baths,  2 enclosed  porches,  living  room  with  fireplace,  Eng 
tavern  replica  finished  basement;  beautifully  landscaped  72  X 100  plot.  Rc 
for  expansion;  2-car  garage  plus  off  street  parking.  Near  Parsons  Blvd 
Bayside  Ave.,  11  miles  to  Midtown  & 5 miles  to  Bronx.  Price:  $95,000. 
tired  owner.  For  appointment  (212)  539-8942. 


SAN  JUAN,  PUERTO  RICO  CONDOMINIUM— FOR  INVESTMENT  AN 
or  personal  use.  Luxurious  oceap  front  apartment  at  famous  Condado  I 
Mar.  Completely  furnished.  Sleeps  four;  two  terraces;  Olympic  pool;  kidc 
pool;  tennis  court;  private  parking.  Priced  for  quick  sale  $37,000.  (212)  74 
8372. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


NEW  MEDICAL  BLDG..  SOMERS.  NY.  (UPPER  WESTCHESTER 
County)  Fall  occupancy.  3,100  unit  condominium  under  construction  near- 
by. Exceptional  opportunity  for  G.P..  internist,  pediatrician,  etc.  (914)  277- 
3030. 

80()  SQ  FT  PROFESSIONAL  OFFICE  SPACE.  LUXURY.  AIR  CONDI 
tioned  building.  Excellent  location  Near  hospital  and  all  transportation. 
144-63  35th  Avenue,  corner  146th  St.,  Flushing.  N.V  . (212)  275-8550. 


DOCTOR’S  COMPLEX,  BLOCKFRONT  17  TO  18  STS-3RD  AVE  . ONE 
block  from  5 hospitals.  Professional  offices  in  newly  erected  31-story  build- 
ing; 3500  sq.  ft.  Perfect  for  medical  group.  Will  build  to  suit.  Goodstein 
Management  Co.,  4 Park  Ave.,  N.Y.C.  10016.  Martin  Goodstein  (212)  532- 
9550. 


GREAT  NECK  ESTATES:  BUILDER’S  OWN  DREAM  HOUSE  CANTI 
levered  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
architectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
interiors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
entry,  3 huge  bedrooms,  2 baths,  entertain-in  kitchen  with  fireplace.  All  over- 
sized rooms;  on  2/3  acre.  Pool,  tennis,  dock  priveleges.  $195,000.  (516) 

482-3905. 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)  861-9000. 


LAWRENCE,  L.I.,  N Y.  INTERNIST  RETIRING  FOR  HEALTH  REASONS. 
Separate  custom-built,  7Ni  room  office  wing  suitable  for  2 doctors.  Air  con- 
ditioned; burglar  alarm;  nurses  call  system;  large  lead-lined  X-ray  room. 
Ample  parking.  Gracious  8 room,  3 bedroom  home  with  30'  living  room,  46' 
master  bedroom  wing.  2Ni  baths;  lovely  details.  2 story  2-car  garage  Sepa- 
rate burglar  alarm.  Excellent  area  for  transportation,  hospitals,  golf,  boating. 
Must  be  seen  to  be  appreciated.  Box  99.  Lawrence,  N.Y.  11559. 

BRONX.  N.Y.,  PELHAM  PARKWAY  AREA.  HOUSE  FOR  SALE  AND/OR 
medical  office  for  rent.  Three-story  detached,  corner  brick  house  includes 
medical  office  with  private  entrance,  two  4*^  room  apartments  (one  with  2 
terraces  and  fireplace)  and  2-car  garage.  Call  (212)  792-4051. 


124  EAST  40  ST.,  NYC:  SUBLET  4 ROOMS,  ALLERGISTS  OFFICE.  .AIR 
cond.;  flex  terms;  avail.  Mon..  Wed.,  Thurs..  Sat.;  adj.  parking  lot.  Contact: 
H.  Wolfe,  M.D.  (212)  687-5770. 


SIX  ROOM  PROFESSIONAL  SUITE  IN  PRESTIGE  MEDICAL  BUILDING 
in  Lvnbrook.  L.I.  Heat  and  air  conditioning.  Available  immediately.  Cen- 
trally located  near  major  hospitals.  Call  (212)  894-2190  or  write  Danglo  Es- 
tates, Inc.,  56-24  58  St..  Maspeth.  N.Y.  11378. 


FREEPORT.  95  N.  MAIN  ST.;  SUBLET  5 ROOMS;  AIR  COND.;  FLEX 
terms;  basic  equipment  available;  adj.  parking  lot.  Contact:  H.  Wolfe, 

M.D.,  (212)687-5770. 


SMITHTOWN.  285  MIDDLE  COUNTRY  RD.:  OFFICE  IN  MEDICAL 

bldg.:  sublet  4 rooms;  to  be  arranged  as  desired;  air  cond.;  utilities  included; 
flex  hrs.;  ample  parking;  near  hospitals.  Contact:  H.  Wolfe.  M.D.,  (516) 

265-5145  or  (212)  687-5770. 


145  WEST  86TH  ST.  FULLY  EQUIPPED  OFFICE  TO  SHARE.  X-RAYS 
and  rehabilitation  facilities  available.  $500  per  month.  Call  weekdays  after 
6 p.m.  212-628-6157. 


DOCTOR  S HOME  FOR  SALE.  NASSAU  COUNTY  NEAR  KENNEDY  AIR- 
port.  30  minutes  to  Manhattan.  5 room  equipped  and  furnished  office,  now- 
rented.  Cathedral  ceiling  living  room;  fireplace  in  den-slate  flooring.  4 bed- 
rooms. 2^2  baths,  central  air  conditioning.  Finished  basement.  Excellent 
School  District  =14.  Many  extras.  $110,000.  Dept.  506,  c o NYSJM. 


FOR  RENT:  MT.  VERNON.  N.Y.  7 ROOM  SUITE.  865  SQ.  FT..  MODERN 
professional  building  immediately  adjacent  to  hospital.^  Fine  layout,  panelled 
walls,  lavatory  , air  conditioned,  furniture  if  desired.  Supt.  on  premises,  105 
Stevens  Ave..  or  contact  John  Holzinger  (212)  575-1180. 


Great  Location  for  Manhattan 
Doctor  Group 
Or  Other  Medical  Services 

Close  to  New  York  University  Medical  Center,  Belle- 
vue, and  V.A.  Hospitals.  Corner  2nd  Ave.  and  36th 
St.  Store-Offices.  238  East  36th  St.  has  1,800  sq.  ft. 
main  level,  1,800  sq.  ft.  lower  level;  657  2nd  Ave., 
800  sq.  ft.  main  level,  710  sq.  ft.  lower  level.  Will  lease 
separately  or  remove  walls  and  build  to  suit  tenant 
for  combined  space. 

Pan  Am  Rentals  28  West  15th  St.  (212)  741-2919 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


PUERTO  RICO,  LUQUILLO  BEACH  HOUSE,  3 BEDROOMS.  FOR  RENT 
weekly.  Edward  Pinney,  M.D.,  148  East  78th  St.,  NYC  10021.  (212)  879- 
8870. 


ADIRONDACKS,  N.Y.:  INVESTMENT  ACREAGE.  HIDE-AWAY  CAMPS, 
ski  or  lakefront  homes.  Write  for  free  catalog,  giving  specifics.  We  have 
pleased  many  medical  men  with  need  for  privacy  and  recreation.  Lake  George  ■ 
to  Lake  Placid.  Gore  Mt.  Ski  Town,  pharmacy  available.  50%  down,  mort- 

fage  on  balance.  North  Carolina:  Mt.  or  ocean  properties.  Also  Biltmore  . 

orest  Estates,  retirement  or  second  homes  near  Asheville,  Hendersonville,  j 
Highlands  or  Emerald  Isle  on  ocean.  Give  price  range,  type  of  property  and  ! 
preferred  location.  Alpen  Dorf  Realty,  David  J.  Fox,  Realtor,  Star  Route,  i 
North  Creek,  N.Y.  12853. 


ROCKVILLE  CENTRE,  N.Y.  HI  RANCH,  11  YEAR,  CUSTOM.  IDEALLY 
located  corner  plot.  Professional  offices  with  separate  entrance  street  level; 
six  rooms,  bath  upper  level.  Landscaped;  appliances;  carpeting;  storms; 
screens;  two  car  garage.  Low  taxes;  convenient  transportation;  move-in 
condition;  Wilson  School.  Offered  for  quick  sale.  (516)  766-3198. 


HICKSVILLE.  L.I..  N.Y.  FOR  RENT:  FULLY  EQUIPPED  MEDICAL  OF- 
fice  of  deceased  physician.  Practice  at  this  location  for  34  years.  Four  rooms, 
V2  bath,  and  small  lab  room.  Call  early  a.m.  or  evening  (516)  931-0424. 


FOR  SALE:  GREAT  NECK  ESTATES,  LONG  ISLAND,  CUSTOM  BRICK 
ranch  home/office.  Enclosed  level  landscaped  plot  over  5/8  acre.  Living 
room,  dining  room,  den,  3 bedrooms,  kitchen,  dinette;  two  room  office  with 
separate  entrance;  pool,  park,  dock,  all  year  tennis.  Reduced  to  $125,000. 
Many  extras.  (516)  482-2363. 


LARGE  OFFICE  SUITABLE  FOR  OB  GYN  OR  INTERNIST.  SPACE 
available  for  all  day  Wednesday  and  Saturday,  plus  all  evenings.  Central 
location,  Levittown,  N.Y.  por  information  call  (516)  PE5-1116. 


SUTTON  PLACE  SOUTH.  CO-OP  APARTMENT.  LOVELY  4 LARGE 
rooms,  bathroom,  powder  room,  terrace,  magnificent  river  view.  Facing  East 
and  South.  Monthly  maintenance  $449.  Price  $37,500.  (212)  PL  5-1616. 


PROFESSIONAL  OFFICE  DESIGN  SERVICE 

Existing  and  new  professional  offices  innovatively  and  efficiently  planned, 
furnished  and  recycled. 

• Space  utilization  studies  • Presentation  and  specifications  • Interior 
furniture  and  furnishings  • Supervision  of  construction  and  installation 
• Guaranteed  budget 

Gloria  Jaroff,  A.S.I.D.,  16  Upland  Lane,  Armonk,  N.Y.  914-271-957S 
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One  track  mind 


In  the  1860’s,  Amer- 
icans wanted  to  put  their 
young  country  on  the 
right  track. 

After  several  years, 
much  hard  work,  and  lots 
of  money  from  govern- 
ment securities  bought 
by  Americans,  the  golden 
spike  was  driven  at 
Promontory  Point,  Utah. 
On  May  10,  1869,  the 
east  coast  linked  with 
the  west. 


Today,  over  9 Vi-  million 
Americans  are  helping  to 
keep  this  country  together 
by  buying  United  States 
Savings  Bonds  through 
the  Payroll  Savings  Plan 
where  they  work. 

Get  on  the  right  track. 
Look  into  our  specially 
designed  Bicentennial 
Series  E Bonds.  And  buy 
them  where  you  work  or 
bank. 


Now  E Bonds  pay  6%  interest  when  held  to  maturity  of 
5 years  (41  j%  the  first  year).  Lost,  stolen  or  destroyed 
Bonds  can  be  replaced  if  records  are  provided.  When 
needed.  Bonds  can  be  cashed  at  your  bank.  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption. 


in^merica. 


200  years  at  the  same  location. 


A public  service  of  this  publication 
and  The  Advertising  Council, 
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WGO-1 


NEW  YORK  CITY 


December  1,  1975 

6:30  p.m.-8:00  p.m.  Monday 

New  York  Society  for  Clinical  Ophthalmology 

N.Y.  Academy  of  Medicine 
2 East  103rd  Street 

CORNEAL  CHANGES  FOLLOWING 
PHAKOEMULSIFICATION 

SOME  ASPECTS  IN  THE  EVALUATION 
OF  CHOROIDAL  MELANOMAS 

For  further  information  contact  Jack  M.  Dodick,  M.D.,  531 
Park  Avenue,  New  York  10021. 


December  1-6,  1975 

10:00  a. m. -5:00  p.m.  Monday-Saturday 

Columbia  University  College  of  P & S 

630  West  1 68th  Street 

MEDICAL  HYPNOSIS  (Basic) 

FEE:  $350. 

For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 


December  2 / 16,  1975 

1 1:00  a. m. -12:00  noon  Tuesdays 

Beth  Abraham  Hospital 

Allerton  Avenue  at  Bronx  River  Parkway 
Bronx 

December  2 

VENOUS  THROMBOSIS  PROPHYLAXIS, 
DIAGNOSIS  MANAGEMENT 

December  9 

ANTIMICROBIAL  THERAPY  OF  COMMON 
INFECTIOUS  DISEASE  SYNDROMES  IN 
THE  ELDERLY 

December  16 

SENILE  DEMENTIAS 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital  at  above  address  Bronx  10467.  Tel:  212/ 
920-6013. 


December  2 / 16,  1975 

9:00  a m. -10:00  a.m.  Tuesdays 

Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 
Little  Neck 

PULMONARY  DISEASE— 
STANLEY  SPELLMAN,  M.D. 

December  2 

Evaluation  of  Pulmonary  Function 


December  9 

Blood  Gases  and  Therapeutic  Application 

December  16 

Management  of  Respiratory  Failure 

CREDIT:  AMA  (AAFP  applied  for.) 

For  further  information  contact  Deepdale  General  Hospital  at 
above  address  Little  Neck  11362.  Tel:  2 1 2/428-3000. 


December  3 / 17,  1975 

Monthly  course  listing  for  the  New  York 
Academy  of  Medicine 

2 East  1 03rd  Street 

December  3,  Wednesday  9:00  a.m. 

Section  on  Obstetrics  & Gynecology 

SYMPOSIUM  ON  ADVANCED  CONCEPTS 
IN  BIOPHYSICAL  INTRAPARTUM  FETAL 
SURVEILLANCE 

**  Registration  before  November  26,  1975  is  required. 
December  3,  Wednesday  8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation 

RECENT  ADVANCES  IN  AMPUTATION 
REHABILITATION 

1.  The  semi-rigid  (UNNA)  amputation 
dressing 

R.  I.  GHIULAMILA,  M.D.— Albany  Medical 
College 

2.  The  pneumatic  airleg 

FRANCIS  J.  BONNER,  M.D.— Sacred 
Heart  Hospital,  Pa. 

* Reception  6:00  Subscription  Dinner  6:30  p.m. 

December  13,  Saturday  2:00  p.m. 

New  York  Academy  of  Medicine  with  the  Mount 
Sinai  School  of  Medicine 

THE  ANESTHESIOLOGIST,  THE  FETUS 
AND  THE  NEONATE 

1.  The  longitudinal  follow-up  of  high  risk 
infants. 

2.  Cardiac  arrest  in  the  newborn  during 
anesthesia. 

3.  Effect  of  obstetrical  anesthesia  on  the 
infant  during  the  first  two  days  of  life. 

4.  Anesthesia  for  surgery  on  the  human 
fetus. 

FEE:  $5.  includes  reception  CREDIT:  NYSSA  3 hrs 

December  15,  Monday  4:30  p.m. 
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Section  on  Radiology  with  the  New  York 
Roentgen  Society 

COMPUTERIZED  TOMOGRAPHY  OF  THE 
HEAD 

1.  The  orbits 

SADEK  K.  HILAL,  M.D. — Columbia-Presbyterian 
Medical  Center 

2.  The  physical  aspects  of  computerized 
tomography 

PETER  M.  JOSEPH,  M.D. — Columbia-Presbyterian 
Medical  Center 

3.  Hyrdocephalus 

IRVIN  I.  KRICHEFF,  M.D.— New  York  University 
Medical  Center 

4.  Vascular  and  hemorrhagic  lesions 

NORMAN  E.  LEEDS,  M.D. — Montefiore  Hospital  and 
Medical  Center 

5.  Brain  tumors 

ALBERT  V.  MESSINA.  M.D  — New  York  Hospital 

**  Reception  & Dinner  6:00-7:00  p.m. 

December  15,  Monday  8:00  p.m. 

Section  on  Radiotherapy 
SOFT-PARTS  SARCOMA 

HERMAN  SUIT,  M.D.—  Mass.  General  Hospital 

ANDREW  HUVOS,  M.D. — Memorial  Sloan-Kettering  Cancer 

Center 

December  15,  Monday  8:00  p.m. 

Section  on  Ophthalmology 

CORNEAL  EDEMA— CAUSES— MEDICAL 
AND  SURGICAL  TREATMENT 

JORGE  BUXTON,  M.D  .—Moderator 
GERALD  DEVOE,  M.D. — Columbia-Presbyterian  Medical 
Center 

ANTHONY  DONN,  M.D. — Columbia  University  College 
of  P&S 

CLAES  DOHLMAN,  M.D. — Harvard  Medical  School 
FRANK  HOEFLE,  M.D. — Columbia-Presbyterian  Medical 
Center 

**  Reception  & Dinner  6:00-7:00  p.m. 

December  17,  Wednesday  8:15  p.m. 

Section  on  Psychiatry  with  the  Section  on 
Historical  Medicine 

FROM  COLONIAL  AMERICA  TO 
BICENTENNIAL  AMERICA:  TWO 
CENTURIES  OF  VICISSITUDES  IN  THE 
INSTITUTIONAL  CARE  OF  MENTAL 
PATIENTS 

**  Reception  & Dinner  6:30-7:00  p.m. 


December  3 / 10,  1975 


1 1 :00  a.m.  Wednesdays 

St.  John’s  Episcopal  Hospital 

480  Herkimer  Street 
Brooklyn 

PEDIATRIC  LECTURE  SERIES 

December  3 

Fluids  and  Electrolytes — Deficit  Therapy 

December  10 

Abdominal  Masses  in  Infants  and  Children 

For  further  information  contact  Bernard  H.  Shulman,  M.D.,  St. 
John's  Episcopal  Hospital,  at  above  address,  Brooklyn  1 1213. 
Tel:  212/467-7000. 


December  3 / 17,  1975 

4:00  p.m. -5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

December  3 

ECHOCARDIOGRAPHY 

NO  FEE  CREDIT:  AAFP  iy2hrs 

December  1 7 

FIBEROPTICS  IN  GASTROENTEROLOGY 

NO  FEE  CREDIT:  AAFP  iy2hrs 

Monthly  listing  for  the  Page  and  William  Black 
Post-Graduate  School  of  Medicine  of  the  Mount 
Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  & 1 00th  Street 

December  4-5,  1975 

9:15  a.m. -5:00  p.m.  Thursday 
9:15  a.m. -1:00  p.m.  Friday 

CURRENT  TOPICS  IN  CLINICAL 
MICROBIOLOGY 

FEE:  $75.  Credit:  AMA  Cat.  1 (10y2  hrs) 

December  4,  1975/June  3,  1976 
6:30  p.m. -8:00  p.m.  Thursdays 

LECTURES  IN  OPHTHALMIC  PLASTIC 
SURGERY 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (10y2  hrs) 

December  11-13,  1975 

9:00  a.m. -5:00  p.m.  Thursday-Saturday 

NEUROCHEMISTRY 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (21  hrs) 


December  4 / 18,  1975 

10:30  a.m.-l  1:30  a.m.  Thursdays 

Williamsburgh  General  Hospital 
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757  Bushwick  Avenue 
Brooklyn 

December  4 

COMPLICATIONS  IN  THE  DIABETIC 
PATIENT 

December  11 

ARRHYTHMIAS 

December  18 

HYPERTENSION 

For  further  information  contact  Williamsburgh  General 
Hospital  at  the  above  address  Brooklyn  1 1221.  Tel:  212/ 
455-9000. 

December  5,  1975 
Calvary  Hospital 

1600  Macombs  Road 
Bronx 

Issues  in  Bio-medical  Ethics  for  the  Health 
Services  Administrator 
* Registration  required  at  least  one  week 
before  meeting. 

For  further  information  contact  Mrs.  Ruth  L.  Frazier,  Medical 
Adm.,  Equitable  Life  Assurance  Society  of  the  U.S.,  1285 
Avenue  of  the  Americas,  New  York  10019. 

December  6,  1975 

8:15  a. m. -5:00  p.m.  Saturday 

Harlem  Hospital  Center 

506  Lenox  Avenue 

LOWERING  MORBIDITY  AND  MORTALITY 
IN  BURNED  PATIENTS 

1.  Preventive  measures  in  burns 

2.  The  management  of  respiratory  tract 
injury 

3.  Fluid  management  problems 

4.  The  burn  wound — enzymatic  vs. 
mechanical  debridement  and  skin  grafting 
procedures 

5.  Sepsis 

6.  Overview  of  burn  nursing  care 

7.  Escharotomy — IV  catheters  and 
complications — control  of  scarring 

8.  Tracheostomy — burn  encephalopathy — 
problems  in  burned  children 

FEE:  $35. — Surgeons 

NO  FEE:  Residents  & Medical  Students 

CREDIT:  AMA  Cat.  1.  (7  hrs) 

For  further  information  contact  James  E.  C.  Norris,  M.D., 
Harlem  Hospital  Center,  506  Lenox  Avenue,  New  York 
10037.  Tel:  212/621-3523. 

December  8 / 13,  1975 

9:00  a m. -5:00  p.m.  Monday-Saturday 

Post  Graduate  Institute  of  the  New  York 
Eye  & Ear  Infirmary 


310  East  14th  Street 

REVIEW  IN  BASIC  SUBJECTS  IN 
OPHTHALMOLOGY 

The  following  subjects  will  be  reviewed: 

1.  The  principles  of  physical  optics  and 
refraction  (including  contact  lens  as  well 
as  spectacle  refraction) 

2.  The  diseases  of  the  cornea  and 
conjunctiva 

3.  Histopathology  of  the  eye  (lectures  and 
slides  only) 

4.  Ocular  motility:  classification,  sensory 
evaluation  and  treatment 

5.  Orbital  anatomy  with  special  emphasis 
on  the  anatomy,  physiology  and 
disturbances  on  the  lacrimal  apparatus 

6.  The  eye  in  medical  diseases 

7.  Developmental  anomalies 

8.  Neuro-ophthalmology 

9.  Physiology  and  pharmacology 

10.  The  diagnosis  of  retinal  diseases 

FEE:  $450.  'Limited  enrollment 

For  further  information  contact  Jane  Stark,  Registrar,  Post- 
Graduate  Institute  of  the  New  York  Eye  & Ear  Infirmary,  at 
above  address,  New  York  10003. 


December  9,  1975 

8:00  p.m. -10:00  p.m.  Tuesdays 

Union  Hospital 

260  E.  188th  Street 
Bronx 

SLIM  CHANCE  IN  A FAT  WORLD. 
SUCCESSFUL  TREATMENT  OF  OBESITY 

RICHARD  BERNSTEIN,  M.D. 

CREDIT  AMA  & AAFP 

For  further  information  contact  Mr.  Daniel  S. 

Fruchter.  Union  Hospital,  at  above  address  Bronx  10458. 
Tel:  212/295-1100. 


December  10-12,  1975 
Columbia  University  College  of  P & S 

630  West  168th  Street 
Registration  December  10,  8:30  a m 

INFECTIOUS  DISEASES  OF  INFANTS 
AND  CHILDREN 

Under  the  direction  of  MICHAEL  KATZ,  M.D. 

FEE:  $175.  Interns  & Residents  $100. 

For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 
Tel:  212/579-3682. 
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December  10,  1975 

8:30  p.m. -10:00  p.m.  Wednesday 

Post  Graduate  Center  for  Mental  Health 

124  East  28th  Street 

Specialty  Training  Program  in  Psychoanalytic  Medicine 

THE  TRANSFORMING  MOMENT 

HAROLD  KELMAN,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (\%) 

For  further  information  contact  the  Postgraduate  Center  for 
Mental  Health  at  above  address.  New  York  10016  Tel: 
212/MU-9-7700. 


December  14-17,  1975 

8:00  a m. -4:00  p.m.  Sunday-Wednesday 

The  New  York  State  Society  of 
Anesthesiologists,  Inc. 

New  York  Hilton  Hotel 

XXIX  POSTGRADUATE  ASSEMBLY  IN 
ANESTHESIOLOGY 

The  sessions  commence  Sunday,  14  at  2:00  p.m.  and 
continue  through  Wednesday  17.  Scientific  & technical 
exhibits  open  Sunday  1 1:00  a m.  prior  to  scientific  sessions 
A workshop  will  be  given  Tuesday  on  Acid-Base:  A Practical 
Approach. 


* Registration  for  NYSSA  Members  $25. 

Non  Member  Physicians  $35. 

CRNA  & Graduate  Therapist $10. 

Residents No  Fee 

Guests  No  Fee 

* Registration  for  Workshop  . $15. 

Anesthesiology  Residents No  Fee 


For  further  information  contact  The  New  York  State  Society 
of  Anesthesiologists,  Inc.,  30  East  42nd  Street,  New  York 
10017.  Tel:  212/867-7140.  For  Advanced  Registration 
write  to  above  address  not  later  than  November  28,  1975. 


December  19,  1975 

8:30  p.m.  Friday 

Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  & Center 

329  East  62nd  Street 

THE  PARADOX  OF  DIVORCE  IN  HUMAN 
RELATIONSHIPS 

LEONIDAS  SAMOUILIDIS.  M.D. 

For  further  information  contact  the  Karen  Horney  Clinic 
Building,  329  East  62nd  Street,  New  York  10021.  Tel: 
212/PI-2-5267. 


December  3,  1975 

10:30  a m - 12:00  noon  Wednesday 

Kings  Park  Psychiatric  Center 

Day  Treatment  Center  (Building  23) 

Kings  Park 

SLEEP  STUDIES  IN  MENTAL  ILLNESS 

DAVID  R.  HAWKINS,  M.D. 

University  of  Virginia,  School  of  Medicine 

NO  FEE 


SUFFOLK  COUNTY  AREA 


December  5 / 12,  1975 

8:00  a m. -9:00  a m. 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

December  5 

GASTROENTEROLOGY  II 

RICHARD  BERMAN,  M.D. 

December  12 

CANCER  OF  THE  BREAST  I 

JAMES  FINNERTY,  M.D. 

CREDIT:  AAFP 

For  further  information  contact  Brookhaven  Memorial  Hospital 
at  above  address  Patchogue  1 1772.  Tel:  516/GR-5-5000. 


ALBANY 

December  11,  1975 
Albany  Medical  College 

Albany 

HEMATOLOGY  (polycythemia  related  to 
smoking)  and  NEUROLOGY  (headache, 
syncope  and  drugs  for  epilepsy)  for  the 
primary  care  physician. 

For  further  information  contact  the  Dept,  of  Postgraduate 
Medicine,  Albany  Medical  College,  Albany  12208.  Tel: 
518/445-5501. 


NASSAU  COUNTY  AREA 


BUFFALO 


December  2-3,  1975 
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8:15  a.m.-5:00  p.m.  (6:00  p.m.  Reception  & Dinner)  Tuesday 
9:00  a. m. -5:00  p.m.  Wednesday 

Dept,  of  Gynecology  and  Obstetrics 
School  of  Medicine  (SUNYAB) 

Statler  Hilton  Hotel 
Buffalo 

GYNECOLOGIC  SURGERY 

1.  Diagnosis  and  Treatment  of  Urethral 
Diverticula 

2.  Complications  of  Vaginal  Reconstructive 
Surgery 

3.  “PREP”  Rituals  Revisited— What  is  Fact 
and  What  is  Fancy  in  1975? 

4.  Laparoscopy  vs.  Culdoscopy — An 
Analysis  of  4,000  Cases 

5.  Hysteroscopy 

6.  Panel  Discussion 

7.  Surgery  for  Pelvic  Infection 

8.  Individualization  for  Treatment  of 
Vesicovaginal  Fistulae 

9.  Breast  Disease  and  the  Gynecologist 

10.  Use  of  Non-Absorbable  Suture  in 
Gynecology 

11.  Endometrial  Carcinoma — Diagnosis  and 
Treatment 

12.  Panel  Discussion 

FEE:  $100.  includes  tuition,  covers  cost  of  iuncheons, 
dinner  and  other  amenities  involved  in  program. 

CREDIT:  AMA  & AAFP  14  hrs. 

For  further  information  and  registration  contact  Faculty 
Student  Association  of  SUNYAB,  Coninuing  Medical 
Education,  2211  Main  Street,  Buffalo  14214.  Tel:  716/ 
831-5526. 


December  11,  1975 

Roswell  Park  Memorial  Institute 
American  Cancer  Society,  NYS  Division,  Inc. 

Research  Studies  Center 
Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo 

ADVANCES  IN  CANCER  OF  THE 
URINARY  TRACT  AND  MALE  GENITAL 
TRACT 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 
14263. 


December  4 / 11,  1975 

1 1:00  a.m.  Thursdays 

Upstate  Medical  Center 


Syracuse 

Wilson  Memorial  Hospital 
33-57  Harrison  Street 
Johnson  City 

December  4 

COMPLEMENT 

ROGER  E.  SPITZER,  M.D. 

December  7 1 

INORGANIC  DUST  PNEUMOCONIOSIS 

JOHN  KEIGHLEY,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mucio  R.  Valenca,  M.D., 
Associate  Director  of  Medical  Education,  Wilson  Memorial 
Hospital,  33-57  Harrison  Street,  Johnson  City,  13790.  Tel: 
607/773-6391. 


OUT-OF-STATE 


HOUSTON,  TEXAS 


December  4-5,  1975 

Baylor  College  of  Medicine 
Houston,  Texas 

The  Shamrock  Hilton  Hotel 
Houston 

PHENOMENOLOGY  AND  TREATMENT  OF 
DEPRESSION 

FEE:  $150.  CREDIT:  AMA  Cat.  1 ( 1 5 V2  hrs) 

AAFP  15y2hrs 

For  further  information  contact  the  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  Houston,  Texas 
77025.  Tel:  713/790-4941.  * Accommodations  should 

be  arranged  directly  with  the  Shamrock  Hilton  Hotel  prior  to 
November  21. 


LEXINGTON,  KENTUCKY 


December  19-20,  1975 

University  of  Kentucky  Medical  Center 

Lexington,  Kentucky 

RHEUMATIC  DISEASE:  MANAGEMENT 
OPTIONS 

FEE:  $75. 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Continuing  Education  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506.  Tel:  606/233-5162. 


ANN  ARBOR,  MICHIGAN 
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December  3,  1975 

The  University  of  Michigan  Medical  Center 

The  Towsley  Center  for  Continuing  Medical  Education 
Ann  Arbor,  Michigan 

CARDIOLOGY  FOR  FAMILY  PHYSICIANS 

For  further  information  contact  Robert  K.  Richards,  Director, 
Dept,  of  Postgraduate  Medicine  and  Health  Professions 
Education,  University  of  Michigan,  Ann  Arbor,  Mi  48104. 


OUT-OF-U.S.A. 


MONTEGO  BAY,  JAMAICA 

December  9-13,  1975 
Dept,  of  Pediatrics 

Long  Island  Jewish-Hillside  Medical  Center 
& Health  Sciences  Center  SUNY  at  Stony 
Brook 

Inter-Continental  Hotel 
Montego  Bay,  Jamaica 

CONCERNS  IN  CLINICAL  PEDIATRICS 

For  further  information  contact  Philip  Lanzkowsky,  M.D., 
Chairman  of  Pediatrics,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  New  York  1 1040.  * Registration 

limited. 


PLANNING  AHEAD  FOR  JANUARY 
OUT-OF-STATE  & OUT-OF-USA 


SNOWMASS,  COLORADO 

January  24-31,  1976 

Upstate  Medical  Center 

2ND  ANNUAL  MEETING  IN 
HEMATOLOGY  AND  ONCOLOGY 

CREDIT:  AM  A Cat.  1(19%  hrs). 


DISNEY  WORLD,  FLORIDA 

January  28-February  1,  1976 

Orange  County  Medical  Society  in  Cooperation 
with  Florida  Academy  of  Family  Physicians 

Courses:  1.  Dermatology  2.  Cardiology  3. 
Gastroenterology  4.  Medical  Malpractice 


BARBADOS,  W.l. 


January  8-15,  1976 


Dept,  of  Family  Practice, 

Medical  College  of  Va. 

Virginia  Commonwealth  University 

HUMAN  BEHAVIOR  AND  THE  LIFE 
CYCLE 

CREDIT:  AMA  Cat.  1 (20  hrs) 

AAFP  20  hrs 


For  further  information  on  the  above  three  listings: 
Colorado,  Florida  and  Barbados  contact  the  Institute  for 
Continuing  Education,  P.O.  Box  11083,  2405  Westwood 
Avenue,  Richmond  Va.  23230. 


December  4,  1975 

9:15  a.m. — 4:30  p.m.  Thursday 

The  Monroe  County  Medical  Society  in 
conjunction  with  the  Medical  Society  of  the 
State  of  New  York 

Rochester  Academy  of  Medicine 

BETTER  PATIENT  CARE  IN  THE 
NURSING  HOME:  ROLE  OF  THE 
MEDICAL  DIRECTOR 

FEE:  $15.  CREDIT:  AAFP  4 elective  hrs. 

Make  checks  payable  to  Monroe  County  Medical  Society. 
Mail  to  1441  East  Avenue,  Rochester,  14610. 


NEW 

DEADLINE  DATES  FOR  WHAT  GOES  ON 


Meeting  Dates 

Deadline  Dates 

March  1976 

December  30,  1975 

April  1976 

February  1,  1976 

May  1976 

March  1,  1976 

June  1976 

April  1,  1976 

July  1976 

May  1,  1976 

August  1976 

June  1,  1976 

September  1976 

July  1,  1976 

October  1976 

August  1,  1976 

November  1976 

September  1,  1976 

December  1976 

October  1,  1976 

January  1977 

November,  1,  1976 

February  1977 

December  1,  1976 

SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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1976  MEDICAL  ASPECTS 

OF 

SPORTS  SYMPOSIUM 


CATSKILL  AREA 


January  22,  / 24,  1976 

The  Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports  in 
conjunction  with  the  38th  Annual  Conference 
of  the  New  York  State  Association  for  Health, 
Physical  Education  and  Recreation 

Concord  Hotel 
Kiamesha  Lake 

THE  9th  ANNUAL  SYMPOSIUM 
MEDICAL  ASPECTS  OF  SPORTS 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  716/589-71 17. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  need- 
ed. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 

13021.  Tel.  315/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


Included  in  attendance  will  be  the  New  York  State  Public 
High  School  Athletic  Association,  the  Eastern  Athletic 
Trainers  Association,  and  the  New  York  State  Coaches 
Association.  The  Conference  Planning  Committee  with 
the  cooperation  of  those  representing  the  Committee  on 
the  Medical  Aspects  of  Sports  has  developed  a program 
which  will  offer  the  1500  to  2000  conferees  an  interesting 
schedule  of  lectures,  workshops,  demonstrations, 
cracker-barrel  sessions  under  the  leadership  of  physi- 
cians and  trainers  experienced  in  the  field  of  sports  medi- 
cine. 


For  further  information  and  program,  please  write:  Com- 
mittee on  Medical  Aspects  of  Sports,  Medical  Society  of 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Suc- 
cess, New  York  11040.  Tel.  516/488-6100  x 208. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.’s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 
Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm  , Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 
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CONTACT:  Mr  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N Y 
14716. 


BRONX,  N Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College 

CONTACT:  Marion  DiFiglis,  M D or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N Y.  10466  Tel  212/653-3000. 


BROOKLYN,  N Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M D , Med  Dir  , Brookdale  Hospital 
Center,  Brooklyn,  N Y.  11212.  Tel.  212/240-6126 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 

group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo.  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Heimann  Hospital, 
Callicoon.  N.Y.  12723.  Tel.  914/887-5490. 


CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 


COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  1 16,  Colton,  N.Y. 
13625. 


CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 


for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist 

CONTACT.  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 
Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira.  N.Y.  14901.  Tel:  607/734-5117. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr  Paul  A.  Hoyt,  Fulton,  N.Y.  13069  Tel:  315/ 
592-2224. 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  ^1r.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Clim.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass't  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 
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LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 


MAHOPAC,  N.Y.,  Putman  County.  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac,  N.Y.  10541.  Tel:  914/628- 
3473. 


MAINE,  N.Y.,  Broome  County.  Family  Physician  for  a 
partnership. 

CONTACT:  Morris  Eber,  M.D.,  2 Church  Street,  Maine,  N.Y. 
12802.  Tel:  607/862-3251. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  and  FP’s 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel'  315/ 
384-4531 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph's  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203 
Tel:  315/474-6011. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820  Tel 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 
Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT'  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel:  518/346-7748. 
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SIDNEY,  N.Y.,  Delaware  County.  Family  Physicians  needed 
Two  Internists  and  a Pediatrician  for  Tri  Town  area 

CONTACT:  Mr  E.  B Watson,  Pres  , Board  of  Managers:  or  Mr 
J.  W.  Sands,  Adm.,  The  Hospital.  Pearl  Street,  Sidney.  N Y. 
13838.  Tel:  607/563-9934 


STAMFORD,  N.Y.,  Delaware  County.  Associate  G.P.,  F.P.,  or 
Internist. 

CONTACT:  Everett  Forman,  M.D..  Stamford,  N Y.  12167.  Tel: 
607/652-7324. 


STAR  LAKE.  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr  Richard  Murray,  Pres..  Board  of  Managers, 
Cranberry  Lake.  N Y.  12927.  TEL:  315/848-2428  or  Mrs 
Doris  Hall,  R.N.,  Adm  , Clifton  Fine  Hospital,  Star  Lake,  N Y. 
13690  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.'s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


\ 

WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 


Whitesboro,  N.Y.  13492.  Tel:  315/736-1815 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788  Tel:  914/434-7652. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


ANESTHESIOLOGIST 

BUFFALO,  N.Y.  Erie  County  needs  an  Anesthesiologist  to  join 
group  of  doctors  and  nurse  anesthetists.  For  further  infor- 
mation contact  Dept,  of  Anesthesiology,  Deaconess  Hospital, 
1001  Humboldt  Pkwy,  Buffalo  14208.  Tel:  716/886-4400. 
Ext.  447. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologi- 
st __  For  further  information  contact  Irving  Cramer,  M.D.,  St. 
Luke's  Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist  Surgeon 
and  Family  Physicians.  For  further  information  contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians’  Procurement  Commit- 
tee, 157  Ross  Street,  Auburn  13021.  Tel:  315/253-3388. 


DIRECTOR  OF  MEDICAL  EDUCATION 

SMITHTOWN,  N.Y.  Suffolk  County  needs  a part-time  physician 
to  initiate  and  coordinate  graduate  medical  education  pro- 
grams for  physicians,  dentists,  podiatrists,  nurses  and  allied 
health  personnel.  The  services  would  not  exceed  24  hours 
per  week.  Contact:  St.  John's  Smithtown  General  Hospital, 
Smithtown,  11787. 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency 
Room  Physician.  A semi-retired  physician  is  preferred  for  this 
position  which  offers  a furnished  house  on  hospital  grounds. 
For  further  information  contact  The  Medical  Society  State  of 
New  York  Physicians'  Placement  Bureau,  420  Lakeville  Road, 
Lake  Success,  N.Y.  11040  Tel:  516/488-6100.  ext  241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency 
Room  physician.  Position  offers  excellent  benefits.  For  fur- 
ther information  contact  Irving  Cramer,  M.D.,  St.  Luke's  Hos- 
pital Center,  Box  479  Champlin  Rd.,  Utica,  13502. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physi- 
cian. For  further  information  contact  Mr.  Patrick  Cannistra, 
Director  of  Personnel  at  St.  Lukes  Memorial  Hospital  Center, 
Box  479  Champlin  Road,  Utica,  13503. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  Ms.  Emily  Dinkelacker,  Village  of 
Athens. 

BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  For 
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further  information  contact  William  Ferris,  Executive  Director, 
Gillam  Community  Center,  Bergen  14416.  Tel:  716/494- 

1621. 

BROOKLYN,  N.Y.  needs  a Family  Physician  or  an  Internist.  Mal- 
practice insurance  covered  and  excellent  benefits  provided. 
For  further  information  contact  Ms.  Nadmi  Trier,  Sephardic 
Home  for  the  Aged,  2266  Cropsey  Avenue,  Brooklyn,  11214. 
Tel:  212/CO-6-6100. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mrs.  William  R.  Macfarlane,  West- 
winds,  East  Chatham  12060.  Tel:  518/781-4434. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mr.  Donald  Shadic,  Town  of  Co- 
pake,  Copake,  12516. 

GRANVILLE,  N.Y.,  Washington  County  needs  a Family  Physician, 
Internist  or  Pediatrician.  For  further  information  contact  Rob- 
ert Vander  Minder,  Telescope  Furniture  Co.,  Granville. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  For  further  information  con- 
tact Donald  R.  Gibbs,  M.D.,  Cortland  Tel:  607/756-9941. 

HERKIMER,  N.Y.  needs  an  Internist  or  a Family  Physician.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician.  For 
further  information  contact  Watson  L.  Walden,  Business  Man- 
ager, Karl  Medical  Group,  P C.,  20  Elm  Street,  Hornell,  14843. 
Tel:  607/324-1571. 

HUNTER,  N."Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  David  Jacobs,  Sec.,  Mountain  Top 
Medical  Building  Inc.,  Hunter,  12442. 

JAMESTOWN,  N.Y.  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital- 
based  group  practice.  For  further  information  contact  George 
W.  Lewis,  M.D.,  Director,  Family  Health  Center,  51  Glasgow 
Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
For  further  information  contact  Arthur  Howard,  M.D.,  Chair- 
man, Physician  Recruitment  Committee,  Johnstown  Hospital, 
201  S.  Melcher  Street,  Johnstown,  12095. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830 

PATCHOGUE,  N.Y.  Suffolk  County  needs  a Family  Practice  Phy- 
sician. For  further  information  contact  Joseph  Lomicky,  Adm., 
Patchogue  Medical  Group,  one  East  Roe  Boulevard,  Patchog- 
ue  11772.  Tel:  516/475-3900. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
For  further  information  contact  Clinton  J.  Mossman,  Mayor, 
Municipal  Building,  Box  00,  Philmont,  12565.  Tel:  518/672- 
7032. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 

876-4070. 


ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  Lake  12983. 
Tel:  518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage  . For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  For  further  Infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  For 
further  information  contact  Mr.  Frederick  Kauffman,  Adm., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly 
14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monroe  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 
ester. For  further  information  contact  Jason  O.  Cook,  M.D., 
193  West  Main  Street,  Webster  14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 

WILLSBORO,  N.Y.  Essex  County  needs  Family  Physicians  for 
beautiful  health  care  center.  For  further  information  contact 
Bob  Arnold,  Willsboro,  N.Y.  Tel:  518/963-7982. 


GENERAL  SURGEON 

AUBURN,  N.Y.  Cayuga  County  needs  a Surgeon,  a Dermatologist 
and  Family  Physicians.  For  further  information  contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians’  Procurement  Commit- 
tee, 157  Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 

MEDINA,  N.Y.  Orleans  County  needs  a General  Surgeon.  For 
further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 


INTERNISTS: 

BROOKLYN,  N.Y.  needs  an  Internist  or  a Family  Physician.  Mal- 
practice insurance  covered  and  excellent  benefits  provided. 
For  further  information  contact  Ms.  Nadmi  Trier,  Sephardic 
Home  for  the  Aged,  2266  Cropsey  Avenue,  Brooklyn,  11214. 
Tel:  212/CO-6-6100. 

BROOKLYN,  N.Y.  Internist  needed.  For  further  information  con- 
tact Mr.  Carl  Kunz,  602  A.  3rd  Street,  Brooklyn  11215.  Tel: 
212/788-7568. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
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further  information  contact  W H.  Stevenson,  Ass't  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street, 
14203.  TEL:  716/845-7490 

GRANVILLE,  N.Y.,  Washington  County  needs  an  Internist.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville 

HERKIMER,  N Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420 
Tel:  315/369-2464 

MARGARETVILLE,  N Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  avail- 
able. For  further  information  contact  Margaretville  Memorial 
Hospital  Administrator  at  Tel:  914/586-2631  or  914/586- 

4807. 

MONTOUR  FALLS.  N.Y.  Schuyler  County  needs  an  Internist 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

PATCHOGUE,  N.Y.  Suffolk  County  needs  an  Internist  and  a 
Family  Physician.  For  further  information  contact  Dr  Morton 
Jagust,  South  Brookhaven  Health  Center,  Bayview  Drive, 
Mastic  Beach,  11951.  Tel:  516/281-1830 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty  For  further  information  contact  Mrs  Alice 
Hersh,  Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Ave- 
nue, Poughkeepsie,  12603. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 


NEUROSURGEON 

SMITHTOWN,  N.Y.,  Suffolk  County  needs  a Neurosurgeon.  For 
further  information  contact  A.  G.  Zippin,  M.D.,  100  Maple  Av- 
enue, Smithtown,  1 1787.  Tel:  516/265-0606. 


OBSTETRICIAN/GYNECOLOGISTS: 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island  2 Ob/Gyn.  seek- 
ing 3rd  Ob/Gyn  for  group.  For  further  information  contact 
Charles  I.  Rosenblum,  M.D.,  41  Brentwood  Rd.,'  Bayshore, 
11751.  Tel:  516/665-0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  For  further  information  contact  Gorden  Stenhouse, 


M.D.,  Hornell  Medical  Center,  Canistel  Street,  Hornell,  14843. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  For  further  information  contact 
Mr  Stewart  Redman,  Adm.,  Community  Hospital,  Harper 
Street,  Stamford  12167  Tel  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  For  further  information  contact  Thomas  E.  Lavell, 
M.D.,  Delaware  Valley  Hospital,  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-4101. 


OPHTHALMOLOGIST 

NEW  YORK  CITY,  N.Y.  needs  an  Ophthalmologist  for  an  out-pa- 
tient clinic  to  provide  medical  care  for  hotel  workers  and  their 
families.  For  further  information  contact  F.  P.  Guidotti,  M.D., 
Medical  Director,  Health  Center  Family  Medical  Office,  321  W 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 


ORTHOPEDIC  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
For  further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 


PEDIATRICIANS: 

BROOKLYN,  N.Y.  Pediatricians  needed.  For  further  information 
contact  Mr.  Carl  Kunz,  602  A.  3rd  Street,  Brooklyn  11215. 
Tel:  212/788-7568. 

GRANVILLE,  N.Y.,  Washington  County  needs  a Pediatrician.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Fa'ls,  14865.  Tel:  607/535- 

7121. 

SODUS,  N.Y.  Wayne  County.  Pediatrician  needed  for  group 
practice,  affiliated  with  500  bed  teaching  hospital  in  Roches- 
ter. For  further  information  contact  Thomas  W.  Kuebler, 
M.D.,  Med.  Dir.,  Wayne  County  Rural  Health  Program,  Box  A, 
Sodus  14551.  Tel:  315/483-9133.  Ext.  54 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist. 
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For  further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


RADIOLOGIST 

NEW  YORK  CITY  AREA,  Radiologist  needed  part-time  for  Asso- 
ciate practice.  Physician  must  have  N.Y.  and  New  Jersey  li- 
cences. For  further  information  write  Desk  222  Room  208, 
303  W 42nd  Street,  New  York  10036. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  For  further  information  contact  Mr.  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place,  New 
York,  10038. 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic 

INTERNIST  needed  to  serve  in  Surakarta,  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016.  Tel:  2 1 2/686-3 1 1 0. 


MSSNY’S  PHYSICIANS’  PLACEMENT 
BUREAU 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians’  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians’  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  ' 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York,* 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  wl 
(516)  488-6100.  This  is  a free  service. 


TO:  Subscribers  to  What  Goes  On  In  Medicine" 
FROM:  The  Editor 


As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 


‘ WHAT  GOES  ON’’ 
SUBSCRIPTION  ORDER  BLANK 


RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
“What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State  — 

(zip) 
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□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 

□ oxycodone,  the  principal  ingredient 

of  Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

□ one  tablet  q.6  h* 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning:  /'iT' 
May  be  habit  forming).  0.38  mg.  oxycodone  terephthalate  (Warning;  May  ( || 
be  habit  forming),  224  mg.  aspirin.  160  mg.  phenacetin.  and  32  mg.  caffeine. 

See  Brief  Summary 

*See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated. 


Each  yellow,  scored  tablet  contains  4 50  019.  oxycodone  HCI  IWaming:  May 
be  habit  forming).  0 38  mg  oiycodone  terephthalate  IWaming  May  be 
habit  forming).  224  mg.  aspirin.  160  mg.  phenacetin,  and  32  mg  caffeine 
INDICATIONS:  For  the  relief  ol  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin or  caffeine 

WARNINGS  Drug  Dependence  Oiycodone  can  produce  drug  dependence  ot 
the  morphine  type  and.  therefore,  has  the  potential  for  being  abused  Psychic 
dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated 
administration  of  PERCODAN,  and  it  should  be  prescribed  and  adminis- 
tered with  the  same  degree  of  caution  appropriate  to  the  use  of  other  oral 
narcotic-containing  medications  Like  other  narcotic-containing  medica- 
tions. PERCODAN  is  subiect  to  the  Federal  Controlled  Substances  Act 
Usage  m ambulatory  parents  Oiycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  3 car  or  operating  machinery  The  pa'ieni  using  PERCODAN 
should  be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  depressants  Pa  t , ents  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines,  other  tran- 
quilizers. sedative-hypnotics  or  other  CNS  depressants  (including  alcoholl 
concomitantly  with  PERCODAN  may  exhibit  an  additive  CNS  depression 
When  such  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents 
should  be  reduced 

Usage  rn  pregnancy  .Safe  use  in  pregnancy  has  not  been  established  relative 
to  possible  adverse  effects  on  fetal  development  Therefore.  PERCODAN 
should  not  be  used  in  pregnant  women  unless,  in  the  ludgment  of  the  physi- 
cian. the  potential  benefits  outweigh  the  possible  hazards. 

Usage  mchildren  PERCODAN  shouldnot  be  administered  to  children 
Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities. 


PRECAUTIONS:  Head  m/ury  and  increased  intracranial  pressure:  The  respi- 
ratory depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a pre-existing  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  ob- 
scure the  clinical  course  of  patients  with  head  injuries. 

Acme  abdominal  conditions:  The  administration  of  PERCODAN  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  in  patients  with 
acute  abdominal  conditions 

Special  risk  patients:  PERCODAN  should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism.  Addison's  disease,  and 
prostatic  hypertrophy  or  urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  exces- 
sive amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions 
include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting. Someof 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down 

Other -adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according 
to  the  severity  of  the  pain  and  the  response  of  the  patient.  It  may  occasion- 
ally be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of 
more  severe  pain  or  in  those  patients  who  have  become  tolerant  to  the  anal- 
gesic effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six  hours  as 
needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  PERCODAN  may  be 
additive  with  that  of  other  CNS  depressants.  See  WARN1NGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect  of 
uricosuric  agents. 


MANAGEMENT  OF  OVERDOSAGE:  Signs  and Symptoms:  Serious  over- 
dose with  PERCODAN  is  characterized  by  respiratory  depression,  extreme 
somnolence  progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold 
and  clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In  severe 
overdosage,  apnea,  circulatory  col  lapse,  cardiac  arrest  and  death  may  occur 
The  ingestion  ot  very  large  amounts  of  PERCODAN  may.  in  addition,  result 
in  acute  salicylate  intoxication. 

Treatment:  Primary  attention  should  be  given  to  the  reestablishment  of  ade- 
quate respiratory  exchange  through  provision  of  a patent  airway  and  the 
institution  of  assisted  or  controlled  ventilation.  The  narcotic  antagonists 
naloxone,  nalorphine  or  leval lorphan  are  specific  antidotes  against  respira- 
tory depression  which  may  result  from  overdosage  or  unusual  sensitivity  to 
narcotics,  including  oiycodone  Therefore. an  appropr  ate  dose  ot  one  of  these 
antagonists  should  be  administered,  preferably  by  the  intravenous  route, 
simultaneously  with  efforts  at  respiratory  resuscitation  Since  the  duration 
of  action  of  oxycodone  may  exceed  that  of  the  antagonist,  the  oatient  should 
be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
should  be  administered  as  needed  to  maintain  adequate  respiration 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  measures 
should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 
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Abstracts 


Charatan,  F.  B.:  Depression  in  old  age.  New  York 

State  J.  Med.  75:  2505  (Dec.)  1975 

Depression  is  increasingly  common  in  old  age,  partic- 
ularly in  women.  Two  types  may  be  distinguished. 
The  first  is  similar  to  the  endogenous  depression;  the 
second,  more  common,  is  reactive.  Although  biochemi- 
cal theories  of  depression  have  attracted  attention  in  re- 
cent years,  the  psychopathology  of  loss  in  old  age  is  also 
most  important.  Depression  may  masquerade  as  hypo- 
chondriasis. Treatment  should  be  holistic  and  carefully 
planned.  Certain  principles  distinguish  the  psychia- 
trist’s approach  to  the  elderly  compared  with  younger 
patients,  both  psychodynamically,  and  in  the  use  of  an- 
tidepressants. 

Piver,  M.  S.:  Invasive  carcinoma  of  uterine  cervix;  di- 
agnostic and  therapeutic  changes,  New  York  State  J. 
Med.  75:  2510  (Dec.)  1975 

The  use  of  the  Papanicolaou  smear  has  dramatically 
lowered  the  incidence  of  invasive  carcinoma  of  the  uter- 
ine cervix.  However,  there  has  been  no  significant  im- 
provement over  the  past  quarter  of  a century  in  the 
number  of  women  surviving  five  years  after  treatment 
for  invasive  cervical  cancer.  Six  studies  are  presented 
dealing  with  recent  changes  in  diagnostic  and  therapeu- 
tic modalities  for  carcinoma  of  the  uterine  cervix:  (1) 

radical  hysterectomy;  (2)  surgical  staging;  (3)  hydroxy- 
urea; (4)  para-aortic  nodal  irradiation;  (5)  lymphangiog- 
raphy; and  (6)  pelvic  exenterative  surgery. 


Rubier,  S.,  Reicher-Reiss,  H.,  and  Pulini,  M.:  Dia- 
betes mellitus  and  impaired  atrioventricular  conduction, 
New  York  State  J.  Med.  75:  2517  (Dec.)  1975 

Sixty-nine  patients  with  evidence  of  complete  or  par- 
tial heart  block  were  studied  to  evaluate  the  evidence  of 
abnormal  glucose  metabolism.  Fourteen  had  arterio- 
sclerotic heart  disease,  7 had  hypertensive  cardiovascu- 
lar disease,  2 had  alcoholic  cardiomyopathy,  and  1 had 
idiopathic  myocardial  disease.  In  45  patients  no  de- 
monstrable cause  was  evident.  There  were  17  subjects 
out  of  the  69,  25  per  cent,  who  were  known  diabetics, 
and  18,  26  per  cent,  had  abnormal  fasting  and/or  post- 
prandial glucose  levels.  In  those  with  idiopathic  heart 
block,  10  out  of  45  patients,  22  per  cent,  were  diabetic, 
and  15,  or  34  per  cent,  had  abnormal  glucose  levels.  In 
a group  of  25  age-matched  control  subjects  without  evi- 
dence of  conduction  disturbance  there  was  a markedly 
and  statistically  smaller  incidence  of  diabetes,  12  per 
cent,  and  of  abnormal  glucose  levels,  also  12  per  cent. 

Delson,  B.:  Ectopic  kidney  in  obstetrics  and  gynecolo- 
gy, New  York  State  J.  Med.  75:  2522  (Dec.)  1975. 

Six  cases  of  ectopic  pelvic  kidney  are  reported.  This 
infrequently  occurring  pelvic  mass  presents  diagnostic 
problems  and,  unrecognized,  can  be  followed  by  serious 
obstetric  and  gynecologic  consequences.  The  symptoms 
of  this  condition  are  not  specific.  It  may  be  accompa- 
nied by  congenital  malformations  of  the  genital  tract 
and  the  bony  pelvis.  This  entity  poses  special  problems 
if  pelvic  irradiation  proves  to  be  necessary. 


Abstracts  in  Interlingua 


Charatan,  F.  B.:  Depression  in  ancianos,  New  York 
State  J.  Med.  75:  2505  (Decembre)  1975. 

Le  depression  es  crescientemente  commun  in  le  an- 
cianitate,  particularmente  in  feminas.  Es  possibile  dist- 
inguer  duo  typos.  Le  prime  es  similar  al  depression  en- 
dogene;  le  secundo,  plus  commun,  es  reactive.  Ben  que 
le  theorias  biochemic  del  depression  ha  attrahite  le  at- 
tention in  le  ultime  annos,  le  psychopathologia  del  per- 
dita  in  le  ancianos  es  etiam  importante.  Le  depression 
pote  occultar  le  hypochondriasis.  Le  tractam,ento  debe 
esser  integral  e planate  attentivemente.  Certe  princi- 
pios  differentia  le  approche  del  psychiatrico  pro  le  anci- 
anos de  illes  pro  le  patientes  plus  juvene,  e etiam  pro  le 
uso  de  antidepressantes. 


Piver,  M.  S.:  Carcinoma  invasive  del  collo  uterine; 

diagnose  e cambios  therapeutic,  New  York  State  J. 
Med.  75:  2510  (Decembre)  1975. 

Le  uso  del  frotis  de  Papanicolaou  ha  reducite  drama- 
ticmente  le  frequentia  del  carcinoma  invasive  del  collo 
uterine.  Nonobstante,  non  ha  essite  observate  un  mel- 
ioramento  significative,  durante  le  ultimo  25  annos,  del 
numero  de  feminas  supervivente  5 annos  depost  le  trac- 
tamento  del  carcinoma  invasive  cervical.  Es  presentate 
6 studios  supra  le  cambioj  ultime  in  le  diagnose  e moda- 
litates  therapeutic  de  iste  cancer  del  utero:  (1)  hyst- 

erectomia  radical,  (2)  chirurgia  sectional,  (3)  hydroxy- 
urea; (4)  radiation  del  nodulos  paraaortic,  (5)  lymphan- 

continued  on  page  2491 
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Continuing  medical  education  program 

A series  of  20  lectures  for  the  Continuing  Medical  Ed- 
ucation Program  on  “Recent  Advances  in  Family  Medi- 
cine” began  on  October,  1975,  and  will  continue  until 
March  28,  1976,  on  Sunday  mornings,  9:00  a.m.  to  12:00 
NOON,  at  the  Peninsula  Hospital  Center  under  the  aus- 
pices of  the  Downstate  Medical  Center,  cosponsored  by 
the  Queens  County  Academy  of  Medicine. 

On  satisfactory  completion  of  the  course,  a certificate 
will  be  issued  for  sixty  (60)  hours  of  prescribed  Category 
I Credit  for  the  A.A.F.P.  The  credits  may  also  be  ap- 
plied towards  the  requirement  for  the  AMA  Physician 
Recognition  Award. 

Additional  information  may  be  obtained  from  Ed- 
ward H.  Davis,  M.D.,  Chairman,  Continuing  Medical 
and  Graduate  Education  Committee,  Peninsula  Hospi- 
tal Center,  51-15  Beach  Channel  Drive,  Far  Rockaway, 
New  York  11691. 

First  American-German 
postgraduated  medical  congress 

The  First  American-German  Postgraduate  Medical 
Congress  will  take  place  between  December  26,  1975, 
and  January  9,  1976,  at  the  Holiday  Inn  in  Nassau  fol- 
lowed by  a Caribbean  cruise.  Fifteen  qualified  universi- 
ty professors  from  the  United  States  and  Germany,  all 
bilingual,  will  participate  in  teaching  seminars  recom- 
mended for  practicing  physicians,  internists,  cardiolo- 
gists, family  physicians. 

Further  details  may  be  obtained  by  writing  to:  S. 

Heyden,  M.D.,  Department  of  Community  Health  Sci- 
ences, Duke  University  Medical  Center,  Durham,  North 
Carolina  27710. 

Conference  on  chronic 
cannabis  use 

A “Conference  on  Chronic  Cannabis  Use”  sponsored 
by  The  New  York  Academy  of  Sciences  will  be  held  Jan- 
uary 26  to  28,  1976,  at  the  Roosevelt  Hotel,  New  York 
City.  The  conference  will  include  reviews  of  chemistry 
and  pharmacology  of  cannabis,  animal  data,  acute  stud- 
ies in  short-term  users,  studies  in  “created”  chronic 
populations.  These  reviews  will  present  behavioral, 
medical,  physiological,  and  psychological  effects  of  can- 
nabis use. 

Other  areas:  patterns  and  legalities  of  use,  studies  in 
Jamaica,  Greece,  Costa  Rica,  Egypt,  and  India  with  a 
rapprochement  between  casual  and  long-term  use  at- 
tempted, and  problems  of  legalization  and  social  impli- 
cations of  legalization. 

Rhea  L.  Dornbush,  M.D.,  Department  of  Psychiatry, 
New  York  Medical  College,  New  York,  New  York  10029 
will  chair  the  conference. 

Materia)  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 
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giographia,  e (6)  exenteration  chirurgie  del  pelvis. 

Rubier,  S„  Reicher-Reiss,  H.,  e Pulini,  M.:  Diabetes 
mellitus  e conduction  atrioventricular  perturbate.  New 
York  State  J.  Med.  75:  2517  (Decembre)  1975. 

Esseva  studiate  69  patientes  con  block  cardiac  com- 
plete o partial  pro  evalutar  le  possibilitate  de  un  meta- 
bolismo  abnormal  del  glucosa.  De  iste  patientes,  14  ha- 
beva  arteriosclerosis  cardiac;  7,  hypertension  cardiovas- 
cular; 2,  cardiomyopathia  alcoholic,  e 1,  myocarditis  id- 
iopathic. In  45  patientes  non  habeva  un  causa  demon- 
strabile.  Dece-septe  (17)  patientes  de  69  (25  pro  cento), 
esseva  diabetic,  e 18  (26  pro  cento)  habeva  concentra- 
tiones  abnormal  del  glucosa  pre  o postprandial.  In  le 
gruppo  de  patientes  con  block  cardiac  idiopathic,  10  de 
45  (22  pro  cento)  esseva  diabetic  e 15  (34  pro  cento)  ha- 
beva nivellos  abnormal  del  glucosa.  In  un  gruppo  de  25 
individuos  de  controlo,  del  mesme  etate,  sin  disturbam- 
ento  del  conduction,  esseva  observate  un  incidentia  de 
diabetes  marcate  e statisticmente  plus  basse  (12  pro 
cento)  e etiam  concentrationes  abnormal  del  glucosa  in 
altere  12  pro  cento. 

Delson,  B.:  Ren  ectopic  in  obstetritia  e gynecologia, 

New  York  State  J.  Med.  75:  2522  (Decembre)  1975. 

Sex  (6)  casos  de  ren  ectopic  pelvic  es  reportate.  Iste 
massa  pelvic  de  occurrentia  pauc  frequente  presenta 
problemas  diagnostic  e,  quando  non  es  recognoscite, 
pote  esser  seguite  de  consequentias  obstetric  e gynecolo- 
gic grave.  Le  symptomas  de  iste  stato  es  inespecific. 
Pote  esser  accompaniate  de  malformationes  congenital 
del  tracto  genital  e del  pelvis  ossee.  Iste  entitate  posa 
problemas  special  si  le  radiation  pelvic  es  considerate 
necessari. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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For  further  information,  contact  Conference  Depart- 
ment, The  New  York  Academy  of  Sciences,  2 East  63rd 
Street,  New  York,  New  York  10021,  212-838-0230. 

International  study  group  for  the 
detection  and  prevention 
of  cancer 

The  third  international  symposium  on  detection  and 
prevention  of  cancer  will  be  held  in  New  York  City, 
April  26  to  May  1,  1976,  at  the  Americana  Hotel.  The 
scientific  program  is  cosponsored  by  The  Page  and  Wil- 
liam Black  Postgraduate  School  of  Medicine  of  Mount 
Sinai  School  of  Medicine  of  The  City  University  of  New 
York  and  is  acceptable  for  credit  hours  in  Category  # 1 
on  an  hour  for  hour  basis  for  the  Physician’s  Recogni- 
tion Award  of  the  American  Medical  Association. 

For  additional  information  and  registration  forms 
write:  H.  E.  Nieburgs,  M.D.,  Mount  Sinai  School  of 

Medicine  of  the  City  University  of  New  York,  Fifth  Ave- 
nue and  100th  Street,  New  York,  New  York  10029, 
U.S.A.;  Cable:  DEPANCER  New  York;  Telephone: 

212-534-4991. 
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Riboflavin  (Vit  B2)  12.5  mg 

Niacinamide  100  0 mg 

Pyridoxine  hydrochloride 
(Vit  Be)  10.0  mg. 

Calcium  pantothenate  20.0  mg. 

Ascorbic  acid  (Vit.  C) 
as  sodium  ascorbate  500  0 mg 

Cyanocobalamin 

(Vit  Bi2)  5 0 meg 

Each  tablet  contains  0.15  mg.  saccharin 
as  sodium  saccharin 

Each  tablet  provides  the  following 
multiples  of  the  recognized 
adult  minimum  daily  requirements: 


Thiamine  mononitrate 25 

Riboflavin  10 

Niacinamide 10 

Ascorbic  acid  16 


The  need  for  pyridoxine  hydrochloride, 
calcium  pantothenate,  and  cyanoco- 
balamin  in  human  nutrition  has  not 
been  established 

USUAL  DOSAGE:  Adults  - 1 tablet  daily 
or  as  directed 

SUPPLIED:  No.  824-BEM1NAL-500 
Tablets,  in  bottles  of  100. 
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Medical  News 


Medical  journal  award  and 
education  program  announced 
by  Sandoz 

An  annual  award  program  for  state  and  county  medi- 
cal journals  will  be  conducted  by  Sandoz  Pharmaceuti- 
cals. 

The  awards  are  part  of  a year-round  effort  to  develop 
journalistic  skills  among  physicians  and  others  on  the 
staffs  of  over  200  local  medical  publications.  The 
project  includes  workshops,  a newsletter,  and  other 
techniques  specifically  oriented  to  the  needs  of  these  ed- 
itors. 

The  Sandoz  Medical  Journal  Awards  are  for  out- 
standing appearance  and  editorial  content  in  four  cate- 
gories: state  journals  with  a circulation  over  3,000,  state 
journals  with  a circulation  under  3,000,  county  and  city 
journals  with  a circulation  over  2,000,  and  county  and 
city  journals  with  a circulation  under  2,000. 

Each  publication  will  receive  $500  and  a plaque.  The 
judges  are  Paul  Fisher,  Ph.D.,  professor  of  journalism  at 
the  University  of  Missouri  School  of  Journalism,  Colum- 
bia, Missouri;  Howard  Hudson,  editor  of  Newsletter  on 
Newsletters,  Rhinebeck,  N.Y.;  and  Richard  Weiner, 
journalist  and  public  relations  counsel,  New  York  City. 

“State  and  county  medical  journals  generally  operate 
with  limited  budgets,  and  their  quality — which  is  not  al- 
ways correlated  with  cost — ranges  from  superb  to  medi- 
ocre,” noted  Craig  D.  Burrell,  M.D.,  vice  president,  San- 
doz, Inc.  “The  Sandoz  Awards  recognize  the  unique 
importance  of  local  medical  publications  and  are  part  of 
a program  to  stimulate  and  develop  improved  design 
and  readability.  We  hope  that  the  Sandoz  program  will 
be  helpful  to  medical  societies,  which  publish  most  of 
the  journals,  the  full-  and  part-time  staffs  of  the  publi- 
cations, and,  most  important,  the  physicians  who  are  the 
readers,”  stated  Dr.  Burrell. 

During  the  last  year,  Sandoz  has  conducted  three 
workshops  for  the  staffs  of  local  medical  journals.  The 
meetings  were  held  at  the  journalism  schools  at  the  Uni- 
versity of  Missouri,  Ohio  University,  and  University  of 
Florida.  Other  workshops  were  held  in  Austin,  Texas; 
Los  Angeles,  and  New  York  City. 

Information  about  the  free  workshops  and  the  awards 
can  be  obtained  from  Craig  D.  Burrell,  M.D.,  Sandoz, 
Inc.,  East  Hanover,  New  Jersey  07936. 


Need  for  high  risk 
maternal  and  newborn  care 


The  Committee  on  Maternal  and  Child  Care  of  the 
American  Medical  Association,  meeting  on  September  8, 
1975,  believes  that  it  is  urgent  and  important  that  effec- 
tive state  committees  be  formed  without  delay  to  meet 
emerging  responsibilities  for  high  risk  maternal  and 
newborn  care.  This  letter  is  to  acquaint  you  with  the 


Material  for  inclusion  in  the  medical  news  section  must  be 
received  eight  weeks  prior  to  publication  date. 


DARVOCET-N5  100 

propoxyphene  napsylate  with  acetaminophen 

Indication:  For  the  relief  of  mild  to  moderate  pain,  either  alone  or  accompanied  by 
fever. 

Contraindications:  Hypersensitivity  to  propoxyphene  or  to  acetaminophen 
Warnings:  Drug  Dependence— Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics  The  abuse  liability 
of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
less,  and  oropoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine 

Usage  in  Ambulatory  Patients— Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery  The  patient  should  be  cautioned  accord- 
ingly 

Usage  in  Pregnancy— Safe  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development.  Therefore,  propoxyphene  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

Usage  in  Children— Propoxyphene  is  not  recommended  for  use  in  children,  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrme  The  central-nervous- 
system  depressant  effect  of  propoxyphene  may  be  additive  with  that  of  other  C.N  S 
depressants. 

Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation, 
nausea,  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than 
In  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  if 
the  patient  lies  down 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes, 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  dis- 
turbances 

The  chronic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg  per  day  has 
caused  toxic  psychoses  and  convulsions  ( 011375] 


DARVON®  COMPOUND-65 

propoxyphene  hydrochloride,  aspirin,  phenacetin,  and  caffeine 
Indication:  For  the  relief  of  mild  to  moderate  pain 

Contraindication:  Hypersensitivity  to  propoxyphene,  aspirin,  phenacetin,  or  caf- 
feine 

Warnings:  Drug  Dependence—  Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics.  The  abuse  liability 
of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
less,  and  propoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine. 

Usage  in  Ambulatory  Patients—  Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery  The  patient  should  be  cautioned  accord- 
ingly. 

Usage  in  Pregnancy— Safe  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development  Therefore,  propoxyphene  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

Usage  in  Children— Propoxyphene  is  not  recommended  for  use  in  children  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group 

Salicylates  should  be  used  with  extreme  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrme 

The  central-nervous-system  depressant  effect  of  propoxyphene  may  be  additive 
with  that  of  other  C N S depressants 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  large 
amounts  for  a long  time 

Salicylates  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  uricosuric 
effect  of  uricosuric  agents 

Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation, 
nausea,  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  if 
the  patient  lies  down 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes, 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  dis- 
turbances 

The  chronic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg  per  day  has 
caused  toxic  psychoses  and  convulsions  (011375) 

Additional  information  available 
to  the  profession  on  request 

Eli  Lilly  and  Company,  Inc 
Indianapolis,  Indiana  46206 
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Relief  from  his 
fracture  pain 


Darvocet-N  lOO 

100  mg,  propoxyphene  napsylote  and 
650  mg.  acetaminophen 

contains  no  aspirin 


Darvon 
Compound-65 

65  mg.  propoxyphene  hydrochloride,  227'mg  aspirin 
162  mg  phenacetin,  and  32.4  mg  caffeine 

contains  aspirin 


for  mild  to 
moderate  pain 


See  summary  of  prescribing  information  on  adjoining  page 


Month  in  Washington 


The  American  Medical  Association  brought  the  con- 
cerns of  American  medicine  to  the  attention  of  the  Con- 
gress a number  of  times  during  the  season  of  the  harvest 
moon. 

At  a hearing  before  a House  Judiciary  Subcommittee 
looking  into  the  charge  that  Federal  agencies  may  be 
taking  too  much  power  into  their  own  hands,  the  AMA 
testified  that  “although  potentially  inherent  in  many 
agencies,  abuses  have  become  more  obvious  in  the 
health  agencies  during  the  past  ten  years.” 

Raymond  T.  Holden,  M.D.,  chairman  of  the  AMA 
Board  of  Trustees,  said  the  many  health  programs  Con- 
gress approved  during  this  time  “because  of  the  com- 
plexity of  the  solutions  inherent,  were  often  mere  skele- 
tons. In  its  haste  to  provide  operational  programs,  Con- 
gress often  has  allowed  executive  agencies  and  bureaus 
to  add  the  flesh.” 

As  a result,  Dr.  Holden  said,  the  final  program  often  is 
“unrecognizable”  from  what  Congress  had  in  mind.  He 
charged  there  has  been  intentional  nonconformance 
with  Congress’  intent,  “an  insatiable  appetite  for  more 
regulation”  in  which  the  bureaucracy  “runs  amok  by  at- 
tempting to  regulate  any  activity  which  touches  upon, 
influences,  or  is  affected  by  the  Congressional  program.” 
The  time  is  long  overdue  to  put  a stop  to  regulatory 
abuse,  the  AMA  official  told  the  Subcommittee. 

Dr.  Holden  pointed  to  the  Health,  Education,  and 
Welfare  Department’s  actions  on  Utilization  Review. 
After  withdrawing  the  initial  proposal  for  hospital 
preadmission  certification,  strongly  opposed  by  the 
AMA,  the  Department  went  ahead  with  final  rules  that 
were  “equally  objectionable”  in  requiring  review  of  all 
patients  within  twenty-four  hours.  Dr.  Holden  said 
provisions  of  the  basic  Medicare  law  were  “improperly 
invoked”  and  irrelevant  provisions  of  other  programs 
were  “imperiously  used”  by  HEW.  The  AMA  brought 
suit  and  was  successful  in  obtaining  a preliminary  in- 
junction upheld  on  appeal. 

Edgar  T.  Beddingfield,  M.D.,  vice  chairman  of  the 
AMA’s  Council  on  Legislation,  told  the  Subcommittee 
the  AMA  is  backing  a measure  to  amend  the  Adminis- 
trative Procedures  Act  to  require  agencies  to  follow  cer- 
tain procedures.  The  bill,  introduced  by  Rep.  Thomas 
Kindness  (R.,  Ohio),  calls  for  adequate  time  for  com- 
ment, and  expands  the  type  of  governmental  actions 
that  would  come  under  the  rule-making  regulations. 
The  bill  (H.R.  10301)  requires  the  agency  to  include 
“the  rationale  in  accepting,  rejecting,  or  accepting  in 
modified  form  the  comments  received  by  the  interested 
parties.”  Dr.  Beddingfield  said  this  is  to  “assure  that 
the  agency  not  indulge  further  in  its  practice,  often  uti- 
lized, of  rejecting  out-of-hand  comments  with  which  it 
does  not  agree  ...  .”  Any  final  rule  substantially 

changed  from  its  proposed  form  would  have  to  go 
through  the  process  as  a proposed  rule  to  allow  com- 
ment, he  said. 

* * * 

Prepared  by  the  Washington,  D.G.,  Office  of  the  American 
Medical  Association. 


The  AMA  told  Congress  it  is  time  to  improve  the 
health  of  Indians. 

“The  Association  believes  that  today,  when  the  nation 
appears  ready  to  correct  some  of  the  wrongs  done  the 
first  Americans,  there  is  an  opportunity  to  bring  the 
health  status  of  the  American  and  Alaskan  native  to  the 
level  of  the  general  population,  rather  than  remaining 
decades  behind.” 

Robert  B.  Hunter,  M.D.,  a member  of  the  AMA  Board 
of  Trustees,  said  the  Indian  Health  Service”  has  done 
well  with  what  it  has,  but  it  does  not  have  enough.”  Dr. 
Hunter,  testifying  before  the  House  Subcommittee  on 
Indian  Affairs,  endorsed  legislation  before  the  House 
and  Senate  to  improve  health  services  for  Indians. 

In  the  past,  increases  in  the  budget  for  Indian  health 
services  have  done  little  more  than  keep  up  with  infla- 
tion, the  physician  told  the  lawmakers.  “They  have  en- 
abled the  Service  to  maintain  its  health  care  system,  but 
not  to  improve  it.”  Only  a few  new  facilities  have  been 
built  or  old  ones  modernized,  Dr.  Hunter  noted. 

Based  on  extensive  studies  by  the  AMA  and  others, 
Dr.  Hunter  said,  one  solution  to  the  manpower  needs 
must  be  to  attract  more  Indians  to  the  health  profes- 
sions. He  supported  provisions  in  the  measures  to  train 
more  Indian  physicians  through  scholarships  and  in 
other  ways. 

Changes  were  recommended  to  allow  employment  of 
private  health  professionals  on  a contract  basis  to  meet 
backlogs  in  health  care  services  needed  by  Indians.  An 
immediate  construction  and  modernization  program  for 
health  facilities  was  endorsed  as  well  as  provisions  re- 
quiring Indian  participation  in  planning  and  program 
operation. 

He  urged  passage  of  a provision  for  a one-year  study 
to  investigate  alcoholism  and  mental  health  among  Indi- 
ans. 

* * * 

Bills  before  Congress  to  impose  additional  regulations 
on  lobbying  activities  were  opposed  by  the  AMA  as  “un- 
necessary and  discriminatory.” 

The  goal  of  the  legislative  proposals  for  “open  govern- 
ment” could  be  defeated  by  the  reform  plans  which 
could  stifle  legitimate  and  needed  contacts  of  citizens 
and  their  organizations  with  the  Government,  Execu- 
tive, and  Congress,  the  AMA  said. 

In  a statement  for  the  House  Judiciary  Subcommittee 
considering  the  issue,  the  AMA  noted  the  multitude  of 
Federal  health  programs  that  involve  communications 
by  physicians  and  their  organizations  with  the  Govern- 
ment. “This  access  is  necessary  in  the  future  to  assure 
the  maximum  input  of  the  expertise  and  experience  of 
the  physician  and  of  his  practical  concern  for  the  indi- 
vidual beneficiary,”  the  AMA  said.  “This  input  must 
not  be  subject  to  unnecessary  regulation.” 

One  upshot  of  the  legislation  would  be  to  bring  under 
Federal  controls  great  numbers  of  organizations  and 
people  who  heretofore  have  not  been  considered  lob- 
byists, including  state  and  local  medical  organizations. 
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A provision  of  a major  lobbying  bill  could  control  or- 
ganizations with  periodic  publications  which  report  on 
legislative  and  regulatory  affairs,  the  AMA  said.  Such 
organizations  would  have  the  alternative  of  complying 
with  the  reporting  and  other  burdens  imposed  by  the 
bill,  or  to  cease  reporting  on  regulatory  and  legislative 
affairs  of  legitimate  interest  to  members,  according  to 
the  AMA  statement. 

Another  provision  could  require  the  reporting  of  all 
members  of  organizations  who  contribute  more  than 
$100  during  a year,  possibly  including  dues.  "Such  a re- 
quirement would  be  extremely  onerous  and  in  many  sit- 
uations compliance  would  be  impossible,”  said  the 
AMA.  “These  provisions  of  the  bill  would  be  harsh  and 
unfair  and  could  serve  little  or  no  purpose  except  ha- 
rassment.” 

In  discouraging  communications  with  Congress,  the 
goal  of  open  government  would  be  defeated,  the  state- 
ment declared. 

* * * 

A resolution  backed  by  the  AMA  has  been  introduced 
in  Congress  to  authorize  the  President  to  designate  the 
week  of  April  4,  1976,  as  National  Rural  Health  Week. 
The  resolution,  aimed  at  spurring  Congressional  and 
public  interest  in  rural  health  problems,  was  introduced 
in  the  House  by  Rep.  Ed  Jones  (D.,  Tenn.)  and  eight  co- 
sponsors. A resolution  is  slated  to  be  introduced  in  the 
Senate  soon.  Other  House  sponsors  were  Reps.  Bob 
Bergland,  (D.,  Minn.),  John  Breckinridge,  (D.,  Tenn.), 
Tim  Lee  Carter,  M.D.,  (R.,  Ky.),  Allan  Howe,  (D., 
Utah),  James  Jeffords,  (R.,  Vt.),  Matthew  McHugh,  (D., 
N.Y.),  Gunn  McKay,  (D.,  Utah),  and  Don  Young,  (R., 
Alaska). 

* * * 

The  American  Medical  Political  Action  Committee 
has  asked  the  Federal  Election  Commission  to  permit 
political  groups  to  solicit  support  or  endorsement  of 
Federal  candidates  through  communications  with  mem- 
bers without  having  to  subject  such  expenditures  to  the 
disclosure  requirements  of  the  law. 

Rex  Kenyon,  M.D.,  a member  of  the  AMPAC  Board 
of  Directors,  told  the  Commission  the  Elections  Law  ap- 
proved by  Congress  provides  that  contributions  or  ex- 
penditures “shall  not  include  communications  by  a cor- 
poration to  its  stockholders  and  their  families  or  by  a 
labor  organization  to  its  members  and  their  family  on 
any  subject.”  Another  section  provides  that  expendi- 
ture does  not  include  “any  communication  by  a mem- 
bership organization  ...  to  its  members  ...  .” 

However,  Dr.  Kenyon  said,  the  Elections  Commission 
would  appear  to  limit  the  directive  of  Congress  allowing 
communications  on  any  subject  to  prohibit  the  endorse- 
ment or  solicitation  of  support  for  a Federal  candidate 
or  officeholder.  “We  believe  this  is  unwise,”  he  said. 

Stressing  that  AMPAC  “has  no  objection  whatever  to 
the  full  disclosure  of  any  and  all  of  its  activities,”  Dr. 
Kenyon  said  AMPAC  would  like  to  assure  its  members 
“that  they  can  participate  openly  and  freely  without 
fear  of  being  in  violation  of  unduly  restrictive  laws  and 
regulations.” 

* * * 

\ 

Quick  action  has  been  urged  by  the  House  Health 
Subcommittee  staff  to  block  rollbacks  in  Medicare  reim- 
bursement rates  for  physicians  during  the  current  fiscal 
year. 


Charging  that  the  HEW  Department’s  index  for  cal- 
culating reimbursement  has  had  the  “unintended  and 
unanticipated  effect”  of  pushing  some  current  payment 
levels  below  those  of  last  year,  the  staff  said  in  a report 
that  Congress  will  have  to  move  quickly  “in  order  to 
make  it  as  administratively  feasible  as  possible  to  modi- 
fy the  current  situation.” 

The  subcommittee,  headed  by  Rep.  Dan  Rostenkow- 
ski  (D.,  111.),  voted  tentative  agreement  on  amending  the 
index  “so  as  to  preclude  any  rollback  of  fiscal  year  1976 
prevailing  fees  below  fiscal  year  1975  prevailing  fees.” 

The  change  was  one  of  the  major  goals  sought  by  the 
AMA  in  testimony  before  the  Subcommittee  last  month. 
The  administration  had  acknowledged  the  problem,  but 
refused  to  support  legislation  to  correct  it,  merely  noting 
that  the  rollback  problem  would  not  reoccur  in  future 
updates  of  prevailing  charge  screens. 

In  a staff  document,  the  Ways  and  Means  Subcom- 
mittee noted  that  the  economic  index  for  physicians’ 
fees  was  not  issued  by  HEW  until  last  April.  Almost 
two  and  a half  years  since  the  enabling  legislation  was 
passed.  Only  thirty  days  were  then  allowed  for  com- 
ment from  interested  parties,  a time  squeeze  that  gener- 
ated such  criticism  that  the  regulations  were  the  subject 
of  hearings  by  the  Subcommittee  June  12  and  then  last 
month. 

“It  should  be  pointed  out  that  if  HEW  had  not  de- 
layed so  long  in  implementing  the  regulations,  there 
would  not  have  been  any  rollbacks  in  prevailing  charg- 
es,” the  report  said. 

One  of  the  major  criticisms  leveled  at  the  rollback  by 
the  staff  was  the  effect  on  physician  acceptance  of  as- 
signment under  Medicare. 

“It  is  predictable  that  the  rollbacks  will  further  dis- 
courage physicians  from  accepting  assignment”  and  “re- 
sult in  an  even  further  decrease  in  the  assignment  rate 
with  the  consequence  that  beneficiaries  will  pay  an  even 
larger  proportion  of  their  medical  bills  out-of-pocket,” 
said  the  report. 

To  illustrate  how  the  rollback  operates,  the  report 
said  a beneficiary  or  a physician  who  was  paid  $20  for  an 
office  visit  in  fiscal  year  1975  may  get  only  $18  in  the 
current  fiscal  year  1976. 

Beyond  the  rollback  question,  the  staff  pointed  out 
that  members  of  the  medical  profession  (including  the 
AMA)  “expressed  great  concern  over  the  individual  in- 
dices used  to  make  up  the  overall  index”  which  was  de- 
signed to  gear  Medicare  reimbursement  with  rising  costs 
of  living  in  general.  Critics  contended  that  the  indices 
“did  not  fairly  represent  their  increases  in  practice  ex- 
penses. In  particular,  the  index  does  not  allow  for  the 
increases  in  malpractice  insurance  premiums  physicians 
have  experienced.” 

Edgar  T.  Beddingfield,  M.D.,  vice  chairman  of  the 
AMA’s  Council  on  Legislation  told  the  Subcommittee 
last  month  that  the  physician’s  fee  index  developed  by 
HEW  was  an  “abuse  of  the  regulatory  process.”  Dr. 
Beddingfield  urged  that  the  economic  index  be  repealed. 
* * * 

A catastrophic-oriented  national  health  insurance 
plan  has  been  introduced  into  the  Senate  by  Russell 
Long  (D.,  La.)  and  Abraham  Ribicoff  (D.,  Conn.). 

The  bill,  much  the  same  as  last  year’s  version,  was  co- 
sponsored by  11  other  Senators  including  Senate  Major- 
ity Leader  Mike  Mansfield  (D.,  Mont.),  Senate  GOP 

continued  on  page  2588 
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Editorials 


Thurman  Boyd  Givan,  M.D. 


Thurman  Boyd  Givan, 

M.D.,  Past  President  of  the 
Medical  Society  of  the 
State  of  New  York  and  of 
the  Medical  Society  of  the 
County  of  Kings,  died  on 
October  21,  1975,  at  his 
home  in  Hilton  Head 
Island,  South  Carolina.  He 
participated  actively  in  the 
efforts  of  organized  medi- 
cine throughout  his  career. 

He  was  chairman  of  the 
Board  of  Trustees  of  the 
Medical  Society  of  the 
County  of  Kings;  Delegate,  Councilor,  and  Trustee 
of  the  Medical  Society  of  the  State  of  New  York, 
and  a Delegate  from  1953  to  1968,  inclusive,  from 
the  Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association. 

Dr.  Givan  was  clinical  professor  of  pediatrics  for 
many  years  at  the  Long  Island  College  of  Medicine 
and  the  State  University  of  New  York,  Downstate 
Medical  Center.  He  was  a native  of  Tennessee 
but  an  active  practitioner  of  his  specialty  in 
Brooklyn  for  his  entire  career.  A graduate  of  Van- 
derbilt University  in  1914,  he  interned  at  Nash- 
ville’s St.  Thomas  Hospital;  served  as  a Lieutenant 
in  the  United  States  Army  Medical  Corps  during 
World  War  I and  after  his  discharge,  in  1919,  he 
settled  in  Brooklyn  and  served  his  residency  in  pe- 
diatrics at  Long  Island  College  Hospital. 

He  was  one  of  the  pioneers  in  this  specialty  in 
its  formative  days  and  stimulated  many  young 
physicians  to  enter  this  specialty,  as  well  as  medi- 
cine in  general,  training  many  of  them.  He  was 
President  and  Founder  of  the  Brooklyn  Academy 
of  Pediatrics;  served  as  President  of  the  Brooklyn 


Pediatric  Society;  and  was  New  York  State  Chair- 
man of  the  American  Academy  of  Pediatrics. 

Dr.  Givan  was  a quiet,  modest,  perceptive  physi- 
cian and  a stimulating  sympathetic  teacher.  He 
loved  the  children  he  cared  for  so  conscientiously 
and  meticulously.  His  interest  in  medicine  was 
outstanding.  He  brought  to  medicine  an  empathy 
of  old — being  a scientist,  physician  and  an  en- 
dearing human  being.  He  possessed  to  the  fullest 
the  attributes  of  love  and  devotion  to  his  fellow 
man,  and  the  sick  child  in  particular.  Always,  too, 
he  possessed  full  understanding  of  the  feelings  and 
the  anxieties  of  the  families. 

His  wife  always  assisted  him  in  his  office.  It  is 
of  interest  to  know  that  she  drove  an  ambulance 
for  the  Methodist  Hospital  and  the  Long  Island 
College  Hospital  unit  during  World  War  II.  Dr. 
Givan  had  two  daughters  and  a son  who  is  carrying 
on  the  tradition  of  the  family  in  medicine  by  prac- 
ticing pediatrics  in  Huntington,  Long  Island. 

As  a community  leader  Dr.  Givan  was  active  in 
the  Brooklyn  Rotary  Club  Boys  Camp  for  the  Un- 
derprivileged; he  served  on  the  Board  of  the  Com- 
munity College  of  Brooklyn;  and  the  Eagle  Scouts 
of  Brooklyn.  He  was  a member  of  the  Brooklyn 
Medical  Club,  Brooklyn  Club,  and  the  American 
Legion.  During  World  War  II  he  was  Chief  of  four 
Selective  Service  Boards  in  the  Brooklyn  area  and 
directed  the  efforts  of  57  examining  physicians. 

He  gave  of  himself  to  his  patients  and  his  col- 
leagues with  the  affability  and  charm  of  the 
Southern  gentleman.  He  contributed  much  wis- 
dom and  a steadying  hand  to  the  Councils  of  the 
Medical  Society  of  the  State  of  New  York,  always 
offering  constructive  assistance  and  criticism  and 
genuine  personal  concern.  How  difficult  it  will  be 
to  replace  him! 

AAA. 
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William  R.  Carson,  M.D 


It  is  with  heavy  hearts  that 
we  note  the  passing  of  Wil- 
liam R.  Carson,  M.D.,  a 
member  of  the  House  of 
Delegates  for  many  years, 
on  November  2,  1975.  He 
contributed  much  to  the 
deliberations  of  the  House 
in  a constructive  and  help- 
ful manner.  Many  of  us 
can  recall  how  an  apt  quo- 
tation or  spontaneous  re- 
mark or  poetic  takeoff  by 
Bill  would  break  the  ten- 
sions of  the  moment  and  re- 
store good  humor,  and  with  it  peace  and  equanimi- 
ty. He  was  the  erudite  and  philosophic  jester  of 
the  House. 

His  broad  spectrum  of  interests  is  attested  to  in 
his  corpus  of  some  50  essays,  many  of  them  con- 
cerning “Ole  Doc”  and  written  in  the  manner  of 
the  Sir  Roger  de  Couerley  Papers,  entitled  “Bills- 
bord.”  These  appeared  in  the  Journal  from  July 
1,  1963,  through  November  1,  1968. 

Dr.  Carson  was  a radiologist  at  the  Potsdam 
Hospital  in  Potsdam,  New  York.  He  graduated 
from  Tufts  Medical  School  in  1926,  and  was  a 
Diplomate  in  his  specialty  of  radiology.  His  broad 
perspective  toward  life  can,  in  part  at  least,  be  at- 
tributed to  his  interest  and  specialization  in  psy- 
chiatry. He  was  a member  of  the  specialty  so- 
cieties in  radiology  and  psychiatry. 

Bill  loved  the  northern  part  of  the  State,  the 
Adirondacks  and  the  Lake  Champlain  area,  and 
was  an  historian  of  these  sections.  Many  of  his  es- 
says recount  the  joys  of  camping  in  the  north 
woods  and  the  glories  of  the  changing  seasons. 


A few  quotations  from  “Billsbord”  might  best 
recall  the  flavor  of  his  words: 

A good  doctor  is  one  who  knows  about  disease  but 
treats  people.  (64:  1998[1964]) 

Most  of  the  time  you  can’t  whittle  even  a sliver  off 
the  cross  your  patient  carries,  and  all  that  is  left  to 
you  is  to  stiffen  his  back.  (64:  1999[1964]) 

As  long  as  man  is  free  to  think  he  will  come  to  ap- 
preciate the  venality  of  government  even  if  it  be  his 
own  ...  . Free  to  think  he  realizes  that  enveloping 

cotton  wool  will  limit  his  movements  as  much  as  will 
chains.  (63:  3148[1963]) 

The  press  is  full  of  the  exciting  news  of  successful 
heart  transplants;  now  if  they  would  find  a way  to 
transplant  guts.  (68: 1183(1968]) 

When  trouble  comes  to  any  one  of  us  . . . our  first 
impulse  is  to  cry  wildly  for  help;  but  if  one  is  to  sur- 
vive and  not  become  a dropout  of  life,  he  must  even- 
tually turn  to  himself.  (67:  3149(1967]) 

I just  want  them  (the  experts)  to  admit  when  they 
are  wrong  and  sprinkle  a little  humility  on  their  pon- 
tifical pronouncements  or,  better  still,  just  quit  and  go 
to  work.  (68:  2815(1968]) 

Could  it  be  that  the  time  has  come  when  we  should 
stop  thinking  of  ourselves  as  Hawks  or  Doves  and 
start  thinking  of  ourselves  as  Eagles?  (67: 1915(1967]) 

We  owe  him  a great  debt  for  the  pragmatism  he 
shared  with  us  and  the  material  assistance  he  gave 
in  adding  sanity  to  many  a charged  atmosphere, 
saving  us  from  the  blunders  that  can  result  from 
the  human  foibles  and  eccentricities  that  are 
bound  to  appear  in  heated  debate  on  important 
and  trying  issues.  We  will  all  miss  his  humor  and 
his  empirical  discussions. 

Despite  his  physical  handicap,  he  did  far  more 
than  his  due  share  and  more  than  most  other 
members  of  the  Society. 

A.A.A. 


Bringing  health  care  to  the  underserved 


It  seems  apparent  now  that  before  1980  our 
medical  schools  will  be  producing  enough  physi- 
cians to  equal  or  surprass  the  “so-called”  ideal 
physician/population  ratio.  Numbers  alone  will 
not  appreciably  influence  practice  site  selection  by 
new  practitioners.  Only  a great  over  abundance, 
accompanied  by  severe  depression,  will  compel 
them  to  serve  in  less  desirable  communities  and  no 
one  wants  that  to  happen. 

The  variety  of  programs  and  plans  that  are 
being  espoused  by  legislators  for  delivering  health 
care  to  ghettos  and  rural  regions  are  such  that  one 
is  tempted  to  say,  “forgive  them  for  they  know  not 
what  they  do.” 


Before  making  a proposal,  it  would  be  appropri- 
ate to  correct  an  improperly  used  and  shopworn 
phrase,  even  though  claimed  by  some,  “Good 
health  care  is  a right.”  Good  health  and  ideal  care 
is  no  more  or  less  a right  than  good  legal  advice, 
good  sanitation  service,  good  fire  and  police  pro- 
tection, and  so  forth.  Each  case  depends  on  many 
variables,  not  the  least  of  which  are  individual 
competence  and  conscience.  The  quality  of  care  is 
difficult  to  measure,  and  ideal  medical  care  is  al- 
most impossible  to  supply  universally.  It  is  more 
appropriate  to  refer  to  the  accessibility  or  avail- 
ability of  good  medical  care.  We  are  obligated 
professionally  to  attempt  to  provide  that  for  all  of 
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the  sick  and  injured.  For  many,  this  just  cannot 
be  done  as  yet  and  that  is  the  problem  under  dis- 
cussion here. 

I have  been  closely  associated  with  students  all 
of  my  professional  life  and  have  been  asked  by 
many,  after  they  finished  their  postgraduate  train- 
ing, for  advice  in  setting  up  an  office  for  the  pri- 
vate practice  of  medicine.  Therefore,  I find  it 
easy  to  picture  myself  as  one  of  them  in  June, 
1975. 

Having  completed  my  training  period,  I would 
be  married  and  have  at  least  one  child.  Being 
aware  of  the  present  social  and  economic  climate 
in  this  country,  a search  would  be  made  for  an  at- 
tractive location  with  a good  school  system  and 
pleasant  climate.  A low  crime  area,  close  to  ade- 
quate hospital  facilities,  and  a stimulating  medical 
educational  center  would  be  my  first  preference. 

If  I had  been  supported  while  in  medical  school 
by  a repayable  loan  or  grant,  I would  borrow  to 
satisfy  it,  rather  than  serve  in  a place  selected  by 
someone  else.  Tax  incentives,  free  homes,  and  of- 
fice space  would  entice  me  only  if  no  alternative 
existed.  Should  I be  compelled  to  practice  in  an 
unattractive,  underserved  area,  my  happiness 
would  affect  my  performance  adversely  and  might, 
at  least  partially,  override  a sincere  and  conscien- 
tious desire  to  help  the  sick.  I would  impatiently 
await  the  end  of  my  period  of  “servitude”  and  “es- 
cape” as  rapidly  as  possible. 

This  portrayal,  in  my  opinion,  accurately  de- 
scribes the  thought  process  of  the  vast  majority  of 
new  practitioners  including  representatives  of  mi- 
nority groups  and  of  foreign  medical  graduates.  A 
few  of  the  latter,  unable  to  pass  a state  licensing 
examination,  will  continue  to  seek  income  produc- 
ing positions  as  full-time  physicians  in  institutions 
where  special  legislation  or  regulations  permit 
them  to  practice  without  a state  license. 

Prestige  and  sufficient  income  are  so  easy  to  ob- 
tain that  they  present  no  problems  in  the  United 
States  at  this  time.  Only  governmental  mandate, 
which  is  undesirable  and  unacceptable  to  most 
Americans,  will  force  them  to  serve  in  rural  or 
other  disadvantaged  areas  or  otherwise  undesir- 
able communities.  When  a member  of  a minority 
group  escapes  from  a ghetto,  he  is  not  likely  to  re- 
turn voluntarily,  and  it  is  difficult  to  blame  such 
individuals.  Unfortunately,  too  few  of  us  are  mis- 
sionary minded. 

Our  profession  should  use  another  approach  for 
this  major  problem.  WTe  must  develop  new  meth- 
ods of  making  good  health  care  available  and  ac- 
cessible to  all.  In  a few  states,  and  in  some  small 
communities,  excellent  programs  have  been  in  op- 
eration as  pilot  projects  and  they  are  useful  and 
informative;  when  effective  they  should  be  funded 
and  expanded.  Many  involve  the  use  of  mobile 
units  and  that  is  at  the  hub  of  this  proposal. 

The  mobile  van,  supplemented  by  air  transpor- 


tation and  sophisticated  communications  systems, 
can  be  developed  and  can  be  organized  to  satisfy 
the  needs  of  medically  underserved  communities 
within  the  cities  and  in  rural  areas.  We  now  have 
sufficient  knowledge  and  experience  to  standard- 
ize the  vehicle  and  equip  and  staff  it  appropriate- 
ly. Although  I admire  and  respect  the  accom- 
plishments of  the  mobile  coronary  care  units  in 
Seattle,  Jacksonville,  and  New  York  City,  and 
favor  their  continued  operation,  they  would  not 
serve  the  purpose  in  mind.  Economically,  they 
are  impractical  and  limited  to  cardiac  catastro- 
phies.  We  need  a unit  equipped  and  staffed  to 
make  them  equivalent,  on  a smaller  scale,  to  a hos- 
pital emergency  room.  The  one  in  Brooklyn, 
bearing  the  acronym,  MERVAN  (Mobile  Emer- 
gency Room  Van),  contains  cardiac  resuscitative 
as  well  as  emergency  treatment  equipment.*  It 
has  been  used  in  disasters  and  for  medical  screen- 
ing programs  between  such  emergency  calls.  Ac- 
tually, it  is  larger  (31  by  7 by  8 feet)  than  is  neces- 
sary for  this  plan  and  could  be  reduced  easily  to 
one  half  the  size.  National  coverage  would  require 
a large  group  of  such  units  and  one  or  more  should 
be  based  in  medical  centers  geographically  close  to 
the  area  to  be  served.  A small  community  or  a 
part  of  one  (ghetto)  might  require  only  one,  while 
a larger  area  would  need  several.  The  hospitals 
selected  as  bases  of  operation  must  be  funded 
properly  by  the  community,  city,  or  state  govern- 
ment and  they  would  be  responsible  for  equipping, 
staffing,  and  maintaining  each  vehicle  under  their 
jurisdiction.  The  area  to  be  served  would  be  tai- 
lored to  meet  specific  needs  and  the  governing 
bodies  of  each  institution. 

The  staff,  ideally,  should  consist  of  a physician, 
nurse,  and  two  trained  technicians.  One  of  the 
latter  would  serve  as  the  driver.  They  could  be  ro- 
tated periodically  and  substitution  of  allied  health 
personnel  permitted  if  needed.  Radio  and  teleme- 
try would  permit  consultation  with  specialists  at 
the  home  base  and  helicopters  and  ambulance 
planes  could  transport  the  seriously  ill  and  injured 
in  outlying  areas  to  the  mother  institution  or  a fa- 
cility best  equipped  to  treat  the  patient. 

This  plan,  if  adopted  on  a wide  scale,  would 
make  the  accessibility  to  good  health  care  a realis- 
tic right  for  all  of  our  sick  and  injured  and  do  so 
efficiently  and  relatively  inexpensively. 

In  conclusion,  I believe  that  increasing  the  out- 
put of  physicians,  forced  service,  repayable  grants, 
health  corps,  or  any  other  scheme  created  by  legis- 
lation in  the  United  States  will  not  satisfy  our 
medical  needs.  We  must  literally  take  health  care 
to  the  people  and  that  can  be  done  by  implement- 
ing mobile  van  programs  on  a local  and  statewide 
basis.  This  presents  an  excellent  opportunity  for 
governmental  agencies  to  join  with  organized  med- 

* Stolfi,  J.  E.,  Holloway,  R.  M.,  and  Zeins,  W.:  Design  of  a 
mobile  emergency  unit,  New  York  State  J.  Med  72:  630  (1972). 
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icine  and  academic  centers  to  improve  the  delivery 
of  health  care  to  the  disadvantaged. 


JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


Ethical  considerations  for  the  physician  in 
completing  insurance  forms 


The  advent  of  health  insurance  and  other  third 
party  payments  in  American  medicine,  along  with 
its  benefits  to  patient  care,  has  caused  a serious 
erosion  in  the  confidentiality  of  the  physician-pa- 
tient relationship  and  the  right  to  privacy  of  every 
individual.  It  is  a vital  concern  of  every  physician 
that  this  erosion  be  kept  to  a minimum. 

No  one  will  question  the  right  of  the  insurance 
carrier  to  receive  sufficient  information  to  deter- 
mine eligibility  for  benefits.  However,  since  medi- 
cal ethics  require  physicians  to  guard  the  confi- 
dences which  they  receive  with  “the  most  scrupu- 
lous fidelity  and  honor”  (MSSNY  Principles  of 
Professional  Conduct,  1974)  it  is  incumbent  on  the 
medical  profession  to  release  such  information 
only  in  such  a manner  that  best  insures  that  these 
confidences  are  not  abused.  To  put  it  another 
way,  it  is  a responsibility  of  the  medical  profession 
to  see  to  it  that  the  system  by  which  they  release 
sensitive  information,  and  the  way  in  which  that 
information  is  handled,  provides  for  the  maximum 
preservation  of  confidentially. 

Present  practice  in  this  regard  is  very  lax  and 
open  to  myriad  abuses.  Many  insurance  plans 
routinely  request  that  claim  forms  for  an  employee 
and  his  family  (including  diagnosis  and  prognosis) 
be  submitted  by  the  treating  physician  to  the  pa- 
tient’s employer  or  union,  usually  his  personnel 
department.  This  material  is  then  read,  photo- 
copied, and  used  by  the  employer  in  any  way  he 
wishes. 

These  forms  cover  such  conditions  as  mental  ill- 
ness, cancer,  alcoholism,  and  abortion.  Clerical 
and  personnel  office  staff  see  the  reports  and  often 
gossip  or  reveal  the  information.  Management 
may  use  the  information  about  an  employee  (and 
his  family)  to  influence  decisions  on  advancement, 
initiate  new  security  clearances,  and  in  other  prej- 
udicial ways.  The  employer  is  in  no  way  bound  by 
a code  of  medical  ethics  to  protect  this  informa- 
tion. In  fact,  it  would  be  contrary  to  human  na- 
ture if  he  did  not  use  it.  In  other  cases,  claim 
forms  are  routinely  photocopied  and  sent  to  the 
patient  with  exact  diagnosis  and  prognosis  as  re- 
corded. 


The  fact  that  the  patient  signs  a consent  form 
for  release  of  information  protects  the  physician 
legally,  but  does  not  relieve  his  ethical  responsibil- 
ity. Patients  have  every  right  to  assume  that  the 
confidentiality  of  such  data  will  be  safeguarded. 
They  are  forced  to  sign  these  consents  in  order  to 
collect  the  benefits  for  which  they  have  paid. 
These  releases  are  not  truly  informed  consent 
since  they  release  information  which  may  not  be 
fully  known  to  the  patient  to  be  handled  by  per- 
sons unknown  and  used  for  purposes  which  cannot 
be  controlled. 

We  must  realize  that  it  is  only  the  medical  pro- 
fession, physicians  and  the  staff  under  their  direct 
control,  that  is  bound  by  ethics  to  protect  the  con- 
fidentiality of  medical  information.  Therefore,  it 
follows  that  the  only  safe  method  of  releasing  sen- 
sitive confidential  information  for  the  purpose  of 
third-party  payment  is  that  the  treating  physician 
send  this  information  directly  to  the  medical  di- 
rector of  the  insurance  carrier. 

Medical  ethics  dictate  that  the  physician  refuse 
to  route  such  information  through  employers  or 
unions  and  personnel  departments. 

The  medical  profession  also  must  take  all  appro- 
priate measures  to  prevent  the  further  release  of 
such  confidential  information  by  its  recipients,  ei- 
ther through  data  banking  or  secondary  revelation 
of  the  information.  The  individual  physician 
should  stamp  all  released  information  “confiden- 
tial, further  disclosure  prohibited.” 

Conclusions:  Medical  ethics  concerning  the 

physician’s  responsibility  to  protect  the  confiden- 
tiality of  the  information  known  to  him  regarding 
his  patients  dictate  that  in  releasing  such  informa- 
tion for  the  purposes  of  third-party  payment,  such 
information  be  sent  only  to  the  medical  director 
of  the  insurance  carrier  or  his  department,  and  not 
routed  through  the  employer  or  union  of  the  pa- 
tient or  a member  of  his  family. 


SHEILA  B.  BLUME,  M.D. 
MSSNY  Subcommittee  on  Confidentiality  of  the  Committee 

on  Alcoholism 


The  Editors  and  the  staff  of  the  New  York  State  Journal  of  Medicine  wish  all  of  our  readers  and  their  families  a 
Happy  Holiday  Season  and  a Healthy  and  Productive  New  Year. 
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“My  retirement? 


“Best  thing  I ever  did  was  plan 
ahead  where  I Save  Wisely...  at  Empire.” 


NOW 


is  the  time  to  take  advantage  of 
Empire’s 

TAX-SAYING  RETIREMENT  PLAN 

(Up  to  $7,500  a year  tax  deferred) 


The  new,  liberalized  Pension  Reform  Act  (Keogh  Plan)  permits  you  to  de- 
posit as  much  as  $7500  per  year  (or  as  much  as  15%  of  your  annual  income, 
whichever  is  less)  into  a tax-deferred  savings  plan  for  your  retirement. 

And  of  course,  when  your  plan  is  arranged  by  Empire,  your  yearly  deposits 
earn  the  maximum  interest  allowed  by  law  as  well  as  Federal  Deposit  Insur- 
ance Corporation  coverage. 

By  taking  advantage  of  our  plan  you  can  save  thousands  of  tax  dollars  dur- 
ing the  years  you  participate;  you  avoid  paying  taxes  on  the  money  as  you 
set  it  aside,  and  you  are  not  taxed  on  deposits  or  interest  until  the  time  of 
your  retirement  when  you  probably  will  be  in  a lower  tax  bracket. 

So  stop  in  at  any  of  our  10  convenient  offices  in  the  greater  metropolitan 
area  now.  Let  us  explain  how  easily  we  can  put  this  plan  to  work  for  you. 


Just  one  more  way  to 

at  7 

Empire  Savings  Bank 


Mam  Office 
221  WEST  57th  Street 
Just  East  of  Broadway 
(Near  Carnegie  Hall) 


2 PARK  AVENUE  at  33rd  Street 
1 258  SECOND  AVENUE  at  66th  Street 
830  THIRD  AVENUE  at  51st  Street 
1250  BROADWAY  at  32nd  Street 
1407  BROADWAY  at  39th  Street 
231  WEST  125th  Street 
3377  BROADWAY  at  137th  Street 


401  No.  CENTRAL  PARK  AVE  , Hartsdale.  N Y 
Phone  (914  ) 948-3020 
915  ATLANTIC  AVENUE.  Baldwin,  L I 
Phone  (516)  223-3700 


! Customer  Service  Dept. 

! Empire  Savings  Bank 
221  West  57th  St. 

New  York,  N.Y.  10019 
i Gentlemen: 

Please  send  me  more  information  about  Empire's  new  liberalized 
i Tax  Saving  Retirement  Plan  for  Self-Employed  individuals. 

I Name  _ _ 


Street 


City State Zip 

JOM-12  ; 


Phone  (212)  247-8100 


Member  F D I C 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


DW1DE 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


* 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  tne  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


*lndications:  Edema  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  nepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mKq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKhne  Corporation 
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Scientific  Articles 


Depression  in 
Old  Age 

FRED  B.  CHARATAN,  M.D. 

Syosset,  New  York 

Chief  of  Psychiatry,  Jewish  Institute  for  Geriatric  Care,  Long 
Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New  York 


What  do  we  mean  by  aging?  The  simplest  an- 
swer is  that  aging  means  progressive  change  in  the 
human  being  with  the  passage  of  time.  It  may 
also  be  defined  as  any  process  occurring  in  a per- 
son that  renders  that  person  more  likely  to  die  in  a 
given  time  interval.  In  1825,  Gompertz  showed 
that  the  logarithm  of  deaths  per  year  per  thousand 
population  is  a linear  function  of  age.1  This  figure 
rises  from  20  per  thousand  per  year  at  age  thirty, 
to  130  per  thousand  per  year  at  age  eighty.2  Thus, 
the  concept  of  age  is  closely  linked  to  mortality 
rates.  Anxiety  over  aging  then  is  only  a forerun- 
ner of  the  anxiety  of  death. 

Sigmund  Freud  thought  that  the  death  instincts 
oppose  the  erotic  instincts  and  lead  what  is  living 
back  into  an  inorganic  state.  In  one  sense  then, 
old  age  is  a way  station  on  that  journey  to  the  inor- 
ganic state  to  which  all  living  organisms  must  ulti- 
mately return.  We  are  each  a biologic  clock,  the 
mechanism  of  which  is  running  down.  Human 
beings  know  they  are  aging,  and  this  awareness  in 
itself  can  be  depressing.  The  new  wrinkles  seen  in 
the  morning  mirror,  the  thinning  and  graying  of 
the  hair,  the  appearance  of  age  spots  in  the  skin, 
the  knowledge  that  one  can  no  longer  play  18  holes 
without  resting  are  all  depressing  reminders  of  age 
and  mortality.  For  most  of  us,  old  age  represents 
a painful  narcissistic  wound. 

The  argument  of  whether  youth  or  old  age  is  the 
happier  and  more  worthwhile  state  is  as  old  as  his- 
tory. Old  age  is  seen  as  sad  and  despondent,  full 
of  wintry  longings  for  a vanished  youth.  Young 
people  shrink  from  close  contact  with  those  whose 
presence  stimulates  fears  in  them  of  wjiat  they 
themselves  will  one  day  become.  Society,  more  by 
its  actions  than  by  its  words,  views  old  age  as  a de- 
pressing time,  and  equates  it  with  the  evening  of 
life.  Elderly  persons  are  expected  to  be,  at  least  in 


Depression  is  increasingly  common  in  old  age,  par- 
ticularly in  women.  Two  types  may  be  distin- 
guished. The  first  is  similar  to  the  endogenous  de- 
pression', the  second,  more  common,  is  reactive. 
Although  biochemical  theories  of  depression  have 
attracted  attention  in  recent  years,  the  psycho- 
pathology of  loss  in  old  age  is  also  most  important. 
Depression  may  masquerade  as  hypochondriasis. 
Treatment  should  be  holistic  and  carefully 
planned.  Certain  principles  distinguish  the  psy- 
chiatrist’s approach  to  the  elderly  compared  with 
younger  patients,  both  psychodynamically,  and  in 
the  use  of  antidepressants. 


western  society,  invisible,  noncontributory,  and 
sexually  inactive.  The  message  they  receive  and 
interpret  all  too  well  is:  “Stay  quiet  ’til  you  die!”  3 
Throughout  recorded  history,  the  ambivalence  felt 
about  growing  old  has  been  expressed  in  prose  and 
poetry: 

Qui  n’a  pas  l’esprit  de  son  age 
De  son  age  a tout  le  malheur. 

— Voltaire 

Youth  is  a blunder,  manhood  a struggle,  old  age  a re- 
gret. 

— Disraeli 

An  old  man  no  longer  discovers  new  ideas.  All  that  is 
left  to  him  is  self-repetition. 

— Freud 

Yet  the  poet  Longfellow  could  write  this  won- 
derfully optimistic  stanza  in  Morituri  Salutamus: 
Ah,  nothing  is  too  late, 

Till  the  tired  heart  shall  cease  to  palpitate. 

Cato  learned  Greek  at  eighty;  Sophocles 
Wrote  his  grand  Oedipus,  and  Simonides 
Bore  off  the  prize  of  verse  from  his  compeers, 

When  each  had  numbered  more  than  fourscore  years. 
Simone  de  Beauvoir  has  vividly  described  soci- 
ety’s attitude  toward  aging,  which  may  be  regard- 
ed as  the  period  after  age  sixty-five,  and  which 
may  last  fifteen  to  thirty  years.4  This  period  of 
life  has  its  own  important  sources  of  conflict  and 
stress,  with  which  the  individual  must  struggle. 

Types  of  depression 

Depression  in  old  age  is  twice  as  common  in 
women  as  in  men.  In  older  patients  there  are  two 
main  types  of  depression.  The  first  is  like  the  en- 
dogenous depression,  and  has  an  affinity  with  the 
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classic  manic-depressive  psychosis.  The  clinical 
features  are  retardation,  guilt,  and  self-depreca- 
tion, together  with  hypochondriacal  ideas  or  soma- 
tic delusions.  The  depression  is  worse  in  the 
morning,  and  there  is  early  morning  awakening. 
The  second  type,  the  neurotic  or  reactive  depres- 
sion, shows  less  profound  emotional  disturbance;  a 
clear  diurnal  mood  variation  is  absent.  There  is 
initial  insomnia  or  fitful  sleep  throughout  the 
night.  Fully  two  thirds  of  depressions  in  old  age 
follow  within  a few  days,  weeks,  or  months  of  some 
outstanding  event  in  the  life  of  the  patient.  Thus, 
the  majority  of  depressions  of  old  age  are  reactive. 
Related  to  the  frequency  of  external  causative 
events,  a family  history  positive  for  the  affective 
reaction  type  was  less  often  obtained  in  late-onset 
depression  than  in  patients  with  first  attacks  oc- 
curing  before  the  age  of  fifty.  External  factors  are 
more  important  and  heredofamilial  factors  less  im- 
portant in  the  depressions  of  late  life  compared 
with  those  seen  in  younger  patients.5 

Depression  is  very  common  in  old  age,  and  in  a 
geriatric  psychiatric  outpatient  clinic  52  per  cent 
of  diagnoses  were  of  an  affective  disorder,  primari- 
ly psychotic  depression,  16  per  cent,  and  depres- 
sive neurosis,  32  per  cent.  Busse  and  Pfeiffer6 
found  depressive  mood  changes  in  48  per  cent  of 
people  over  age  sixty  who  were  unable  to  work, 
who  attended  outpatient  clinics  for  various  physi- 
cal diseases,  and  who  suffered  financial  hardship. 
Hypochondriasis  in  the  form  of  unjustified  physi- 
cal complaints  or  a conviction  of  physical  illness 
occurred  in  about  two  thirds  of  these  persons. 
The  occurrence  of  hypochondriacal  symptoms  in 
elderly  persons  for  the  first  time  in  their  lives, 
after  a physical  examination  has  failed  to  show  ev- 
idence of  somatic  disease,  is  a warning  sign  of  de- 
pression.6 

In  recent  years,  the  biochemical  disturbances 
underlying  depression  have  attracted  much  atten- 
tion. Evidence  has  accumulated  to  suggest  that 
depression  is  associated  with  a functional  deple- 
tion of  norepinephrine  or  serotonin  at  synaptic 
endings,  especially  in  the  hypothalamus.  Drugs 
such  as  phenelzine  sulfate  (Nardil),  and  tranyl- 
cypromine (Parnate),  which  inhibit  the  enzyme 
MAO  (monoamine  oxidase),  could  reverse  the  ef- 
fect of  reserpine  in  causing  depression,  and  they 
have  earned  a place  as  effective  antidepressants. 
The  tricyclic  antidepressants,  imipramine  hydro- 
chloride and  amitriptyline  hydrochloride,  were 
later  shown  to  prevent  the  re-uptake  of  discharged 
norepinephrine  and  serotonin  by  the  nerve  cell, 
hence  preventing  these  biogenic  amines  from 
being  broken  down  by  MAO  within  the  cell.  A 
further  piece  of  evidence  was  the  fact  that  de- 
pressed patients  may  respond  better  to  a combina- 
tion of  tryptophan,  the  precursor  of  serotonin, 
with  an  MAO  inhibitor.7  Interestingly  enough, 
levels  of  MAO  have  been  found  to  increase  in 


blood  and  brain  with  age,  especially  in  the  fifth  to 
seventh  decades.  Women,  who  are  more  vulnera- 
ble to  depression,  have  higher  levels  than  do  men.8 
It  has  also  been  thought  that  electroshock  may  act 
through  increasing  the  metabolic  turnover  rate  of 
norepinephrine. 

Losses  of  old  age 

The  psychopathology  of  depression  in  old  age 
may  be  summarized  in  the  single  word,  loss — 
whether  actual,  threatened,  or  fantasied.  Losses 
may  be  any  of  the  following  types: 

Physical  vigor  and  stamina 

Mental  energies  and  capacities  (alertness,  mem- 
ory) 

Sensory  input  (sight,  hearing,  taste,  smell) 
Sources  of  affection  (spouse,  family,  friends, 
contemporaries) 

Peer  group  (in  employment) 

Status  (especially  after  retirement) 

Income 

Location  (after  retirement,  the  empty-nest  syn- 
drome) 

Nutrition  (in  extreme  poverty) 

The  most  destructive  loss  of  all  is  the  loss  of  a 
spouse.  It  has  been  shown  statistically  that  be- 
reavement in  old  age  increases  the  risk  of  death  of 
the  survivor.  The  grief  reaction  or  prolonged  de- 
pression, especially  in  older  men  suddenly  wid- 
owed after  perhaps  fifty  years  of  happy  marriage, 
may  lead  to  self-neglect,  malnutrition,  alcoholism, 
and  “accidents”  which  may  well  represent  covert 
suicidal  attempts.  Bereavement  destroys  the  mu- 
tually protective  behavior  of  a long-married  cou- 
ple, increasing  the  mortality  rate  of  the  survivors 
compared  with  the  same-aged,  nonbereaved  co- 
hort. It  is  to  be  noted  that  the  average  suicide 
rate  in  the  United  States  is  11  per  100,000.  For  el- 
derly white  males,  the  rate  is  four  to  six  times  as 
high.  Suicide  in  the  last  fifty  years  has  become  in- 
creasingly a disorder  of  elderly  people.  As  the 
present  century  has  advanced,  the  elderly  may 
have  found  their  environment  more  hostile  than 
have  the  young.  Not  long  ago,  a prominent  elder- 
ly couple,  leaders  in  American  theological  life,  en- 
tered into  a suicide  pact,  rather  than  face  a debili- 
tating final  period  of  their  lives.  In  general,  an 
older  person  can  tolerate  the  loss  of  love  objects 
better  than  he  can  a decline  in  physical  health.  It 
should  be  noted  that  the  losses  of  old  age,  in  con- 
trast to  losses  sustained  earlier  in  life,  are  but  little 
compensated  for  by  gains.  Indeed,  when  an  aged 
person  has  lost  a love  object,  and  tries  to  re-estab- 
lish his  equilibrium  by  attempting  to  reinvest  his 
freed  libido  in  new,  and  perhaps  younger,  love 
objects,  he  often  runs  into  a wall  of  resistance  and 
is  rebuffed.  The  damage  to  his  self-esteem  in- 
creases his  depression. 
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Manifestations  of  depression 

The  symptoms  of  depression  can  be  divided  per- 
haps somewhat  artificially  into  psychic  and  biolog- 
ic. The  psychic  symptoms  include  an  abject  and 
painful  sadness  and  a generalized  withdrawal  of 
interest,  with  a general  inhibition  of  activity.  The 
typical  story  is  that  the  previously  interested  and 
involved  seventy-five-year-old  man  gave  up  read- 
ing the  New  York  Times.  There  is  also  a severely 
diminished  self-esteem  and  a gloomy  evaluation  of 
one’s  future. 

The  biologic  signs  are  very  well  known.  They 
are  insomnia  which  may  be  severe  and  intractable, 
loss  of  weight,  and  loss  of  appetite.  The  weight 
loss  may  be  so  rapid  and  severe  that  cancer  is  sus- 
pected. Recently,  I saw  2 patients  in  whom  de- 
pression was  accompanied  by  marked  weight  loss, 
due  to  each  patient’s  belief  that  he  could  not  swal- 
low the  food,  which  would  rot  inside  and  not  nour- 
ish him.  Both  these  patients  had  esophagoscopic 
examinations  performed  in  a search  for  cancer,  so 
profound  was  the  weight  loss  and  emaciation. 
Both  patients  recovered  after  electroshock  treat- 
ments, with  a remarkably  rapid  gain  in  weight. 
The  patient  may  suffer  from  extreme  fatigue 
which  may  cause  him  to  lie  on  his  bed  or  couch  for 
the  whole  day.  Constipation  is  very  common,  and 
may  even  lead  to  impaction  of  feces.  Less  com- 
monly, there  may  be  diarrhea.  Psychomotor  re- 
tardation is  the  rule,  more  rarely  agitation.  There 
is  a daily  repetition  of  a mood  cycle,  with  marked 
depression  early  in  the  day,  with  the  mood  lifting 
somewhat  as  the  day  goes  on. 

It  is  important  to  differentiate  depression  as  a 
purely  affective  disorder  from  the  so-called  “or- 
ganic” depression,  which  is  occasionally  a begin- 
ning episode  in  arteriopathic  dementia.  Sugges- 
tive features  here  are  transient  confusion,  disori- 
entation, and  paranoid  features  based  on  amnesia. 
There  may  have  been  episodes  suggesting  tran- 
sient ischemic  attacks  in  the  past.  On  examina- 
tion, there  may  be  neurologic  signs,  and  signs  of 
arteriosclerosis  elsewhere,  especially  of  the  extra- 
cerebral arteries,  for  example,  a carotid  bruit.  It 
appears,  too,  that  imipramine  hydrochloride  and 
the  other  tricyclic  antidepressants  lead  more  com- 
monly to  confusion  in  the  organic  depressive  per- 
son. Unfortunately,  the  presence  of  minor  neuro- 
logic signs  does  not  distinguish  between  those  de- 
pressed patients  who  will  or  will  not  go  on  to  de- 
mentia. One  must  also  be  aware  of  depression  oc- 
curring as  part  of  a well-advanced  metabolic  dis- 
ease, particularly  myxedema  and  pernicious  ane- 
mia. Hidden  cancers,  especially  of  the  pancreas, 
can  also  present  depressive  symptoms.  In  such 
cases,  the  depressive  features  may  be  of  a fluctuat- 
ing fragmentary  kind.  Organic  features  such  as 
clouding  or  memory  defect  may  be  prominent  or 
absent. 

The  hypochondriac  type  of  depression  is  some- 


times termed  the  depressive  equivalent.6  An  el- 
derly patient  complains  of  a severe  pain,  usually 
headache,  neckache,  or  backache.  Typically,  the 
patient  was  in  good  previous  health.  There  is 
often  a history  of  self-medication  for  the  pain 
which  may  have  been  experienced  as  severe.  Al- 
though the  patient  may  appear  depressed,  he 
stoutly  denies  it,  but  inquiry  may  reveal  other  bio- 
logic signs  of  depression  such  as  weight  loss,  an- 
orexia, decline  in  sexual  interest,  and  disinterest  in 
the  world  generally.  At  times,  specific  precipitat- 
ing events  can  be  identified.  These  patients  hold 
high  expectations  of  themselves,  cannot  admit  fail- 
ure, and  dynamically  “prefer”  to  be  in  physical 
rather  than  in  psychologic  pain.  Thus,  three  psy- 
chologic mechanisms  may  be  operating  in  such  pa- 
tients: 

1.  A withdrawal  of  psychic  interest  from  other 
persons  and  objects,  and  a centering  of  this  interest 
on  oneself,  one’s  own  body,  and  its  functioning. 

2.  A shift  of  anxiety  from  a specific  psychic  area 
to  a less-threatening  concern  with  body  pain  or  dis- 
comfort. 

3.  Use  of  physical  symptoms  as  a means  of  self- 
punishment and  atonement  for  unacceptable  hostile 
or  vengeful  feelings  toward  persons  close  to  the  indi- 
vidual. 

Contrary  to  expectation,  only  about  1 in  5 of 
hypochondriacal  depressives  had  shown  unusual 
concerns  over  their  physical  health  before  they 
broke  down.  It  is  most  important  to  recognize 
this  type  of  depressive  illness  early,  because  sui- 
cidal tendencies  are  commoner  with  hypochondri- 
asis. 

Favorable  prognostic  features  in  depression  in 
old  age  are: 

1.  Age  at  time  of  illness  less  than  seventy. 

2.  Family  history  positive  for  affective  disorder. 

3.  Recovery  of  earlier  attacks  before  age  fifty, 
especially  where  severe  enough  to  warrant  admission 
to  hospital. 

4.  Extraverted  personality  with  ties  and  activities 
reaching  beyond  immediate  family. 

5.  Even  temperament  without  cyclothymic- 
dysthymic  trends. 

6.  Severe,  even  schizophreniform  symtoms. 
Unfavorable  prognostic  features  are: 

1.  Pathologic  brain  change. 

2.  Any  serious  or  disabling  disease  in  any  part  of 
the  body. 

3.  General  appearance  of  senile  decrepitude,  espe- 
cially in  women  over  seventy  years  of  age. 

4.  Patients  hardly  ever  do  well  if  continuously  ill 
for  more  than  two  years. 

Treatment  of  depression  in  old  age 

The  treatment  of  depression  in  aged  persons  re- 
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solves  itself  into  psychologic  and  somatic  ap- 
proaches, perhaps  an  artificial  division  when  both 
are  usually  combined.  It  is  essential  to  adhere  to 
certain  principles  when  working  with  this  age 
group.  One  needs  to  set  much  more  modest  treat- 
ment goals,  such  as  limited  symptom  relief.  At 
the  same  time,  one  should  avoid  therapeutic  nihil- 
ism, and  maintain  a continued  interest  in  the  pa- 
tient, even  if  at  first  one’s  efforts  are  not  success- 
ful. An  elderly  patient  will  forgive  you  everything* 
except  indifference  or  loss  of  interest.  In  fact, 
Turner  and  Goldfarb9  go  so  far  as  to  say  that  even 
lack  of  success  is  acceptable  and  can  be  turned  to 
advantage;  this  puts  the  patient  in  the  superior  po- 
sition, especially  since  the  physician  is  usually 
younger.  The  psychiatrist’s  deference  may  actu- 
ally enhance  the  patient’s  self-esteem. 

The  basic  strategy  in  working  with  elderly  de- 
pressives  is: 

1.  Formulate  the  limited  objectives  of  treatment. 

2.  Elicit  the  current  focal  problem,  for  example, 
conflicts  with  the  children,  resentment  over  retire- 
ment, and  so  forth,  and  help  the  patient  express  his 
feeling  about  them.  Try  to  relate  current  methods  of 
problem  solving  with  those  the  patient  has  used  in  the 
past.  It  is  worth  remembering  that  as  great  an  au- 
thority as  Abraham10  in  1919  wrote  a study  titled 
“The  Applicability  of  Psycho-Analytic  Treatment  to 
Patients  at  an  Advanced  Age,”  and  commented  there: 
“To  my  surprise,  a considerable  number  of  them 
reacted  very  favorably  to  the  treatment.” 

3.  Never  be  afraid  to  be  spontaneous  with  elderly 
people,  and  permit  some  of  the  social  niceties  in  an  of- 
fice visit.  As  the  special  senses  of  sight  and  hearing 
become  impaired  in  elderly  persons,  touch  becomes 
much  more  important  and  gratifying  to  them.  The 
handshake,  the  caress,  the  pat  on  the  shoulder,  all  be- 
come dynamically  much  more  significant. 

4.  Do  not  dissolve  the  transference;  say  au  revoir, 
but  not  goodbye. 

5.  One  does  not  need  to  adhere  slavishly  to  the 
fifty-minute  hour.  Brief  sessions  are  quite  effective 
with  the  elderly. 

6.  Do  not  be  upset  by  repetition.  With  memory 
impairment  so  common,  the  therapist  can  expect  an 
older  person  to  bring  up  subjects  previously  dealt 
with  as  if  they  were  entirely  new. 

The  major  form  of  individual  psychotherapy 
with  older  people  is  supportive,  often  directive, 
and  may  focus  around  specific  issues  such  as  de- 
pendency, the  handling  of  loss,  and  how  the  pa- 
tient comes  to  terms  with  physical  illness  or  disa- 
bility. 

Group  psychotherapy  has  been  found  to  be  use- 
ful in  working  with  some  elderly  depressive  pa- 
tients who  tend  to  focus  much  on  physical  symp- 
toms and  narcissistic  preoccupations.  They 
may  engage  in  a game  with  the  therapist  in  an  at- 
tempt to  show  him  up,  or  to  put  themselves  in  a 
more  favorable  position.  Those  working  with 
older  depressed  patients  learn  to  accept  being  “put 


down,”  which  may  actually  have  therapeutic  value 
for  the  patient,  and  which  does  not  require  inter- 
pretation. The  group  offers  the  elderly  patient  an 
actual  social  group  with  which  he  can  identify  at  a 
time  in  his  life  when  he  has  been  robbed  of  mem- 
bership in  other  so-called  natural  groups  such  as 
his  work  group  or  family  group.  Certain  topics  are 
favored  by  these  groups.  They  are: 

1.  The  good  old  times,  representing  a failure  by 
the  old  person  to  accept  fully  his  own  aging. 

2.  Social  and  economic  difficulties. 

3.  Feelings  of  rejection  by  one’s  own  family. 

4.  The  loneliness  of  old  age. 

5.  Physical  complaints,  by  hypochondriacal  pa- 
tients. 

One  will  have  occasion  to  counsel  with  the  fami- 
ly of  the  patient;  not  uncommonly  they  will  ex- 
press dissatisfaction  with  one’s  efforts.  There 
may  be  unconscious  reasons  for  this.  Behind  the 
facade  of  the  suburban  matron,  behind  the  well- 
dressed  businessman,  there  still  remains  the  child 
of  the  now  elderly  parent.  This  child  may  be 
saying  through  his  complaints:  “I  challenge  you 

to  be  a better  and  more  dutiful  son  to  my  father,  or 
to  my  mother,  than  I was!”  Thus,  sibling  rivalry 
expressed  by  the  relatives  is  directed  at  the  ther- 
pist  as  the  unconsciously  hated  and  feared  child- 
hood antagonist. 

Pharmacotherapy  involves  the  use  of  antide- 
pressants which  include  the  tricyclics,  the  MAO 
inhibitors,  and  the  amphetamines.  For  practical 
purposes,  only  the  tricyclics  can  be  safely  used  in 
treating  the  depressions  of  old  age.  The  MAO  in- 
hibitors are  inherently  toxic,  and  also  predispose 
to  interactive  toxicity  with  other  drugs  and  with 
foods  containing  large  amounts  of  tyramine,  for 
example,  cheese,  pickled  herring,  and  so  forth. 
They  may  thereby  induce  hypertensive  crises 
which  pould  have  fatal  consequences  in  elderly  pa- 
tients with  cerebrovascular  or  cardiovascular  dis- 
ease. The  amphetamines,  although  mood  elevat- 
ing, are  followed  by  a low  mood,  a rebound,  and 
may  have  undesirable  side-effects  such  as  irritabil- 
ity, paranoid  feelings,  and  may  sometimes  lead  to 
habituation. 

Imipramine  (Tofranil),  and  amitriptyline  (Ela- 
vil) are  both  effective  antidepressants;  doxepin  (Si- 
nequan)  is  a more  recently  developed  drug  with 
useful  antianxiety  as  well  as  antidepressant  activi- 
ty. It  seems  particularly  well  tolerated  by  older 
patients,  and  the  incidence  of  side-effects  is  low. 
In  prescribing  antidepressants  for  the  elderly,  it  is 
best  to  begin  with  a dose  of  10  mg.,  three  times  a 
day,  and  gradually  build  up  the  dose.  The  side- 
effects  are  related  to  anticholinergic  activity;  they 
comprise  dry  mouth,  drowsiness,  tremor,  fatigue, 
weakness,  blurred  vision,  urinary  retention,  consti- 
pation, tachycardia,  orthostatic  hypotension,  an- 
orexia, excess  perspiration,  dizziness,  headache, 
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numbness  and  tingling  in  the  extremities,  epigas- 
tric distress,  nausea  and  vomiting,  and  occasional- 
ly a skin  rash.  One  must  be  especially  cautious  in 
giving  these  drugs  to  patients  with  glaucoma,  uri- 
nary difficulties,  and  pyloric  stenosis.  It  is  also 
known  that  these  drugs  may  cause  prolonged 
atrioventricular  conduction  time  leading  to  first- 
degree  heart  block.11  Recently  it  has  been  found 
that  T-3  (triiodothyronine)  potentiates  the  effect 
of  tricyclic  antidepressants.12  It  has  also  been 
pointed  out  that  neostigmine  methylsulfate  (Pros- 
tigmin)  injected  intramuscularly  in  doses  of  1 to  2 
mg.  will  rapidly  relieve  confusion  due  to  the  cen- 
tral anticholinergic  effect  of  the  tricyclic  antide- 
pressants.13 As  is  well  known,  one  must  wait  at 
least  ten  to  fourteen  days  to  observe  the  full  effect 
of  the  drug,  and  it  is  advisable  to  allow  a month’s 
trial  before  discontinuing  it  if  it  proves  ineffective. 
One  can  give  the  full  dose  to  the  geriatric  patient  if 
this  is  worked  up  to  gradually,  to  the  limit  of  the 
patient’s  tolerance,  and  with  close  observation  at 
all  times  for  side-effects.  Some  combinations  of  a 
phenothiazine  with  a tricyclic  antidepressant  have 
been  found  useful,  especially  in  the  treatment  of 
agitated  depressions.  Thus,  perphenazine  agents 
(Triavil  and  Etrafon)  combine  perphenazine  in 
doses  of  2 to  4 mg.  with  amitriptyline  in  doses  of 
10  to  25  mg.  The  thioxanthine  derivative  thi- 
othixene (Navane)  is  also  useful  in  these  patients, 
since  it  is  effective  in  low  doses  and  has  both  tran- 
quilizing  and  antidepressant  effects. 

In  selected  patients,  electroshock  treatment  can 
be  as  effective  in  terminating  depressive  episodes 
in  the  old-age  group  as  it  is  in  the  younger-age 
group.  Routine  clearance  consists  of  physical  ex- 
amination, full  blood  count,  urinalysis,  x-ray  films 
of  chest  and  thoracolumbar  spine,  and  an  electro- 
cardiogram. Treatment  is  given  twice  weekly  to 
minimize  postshock  confusion,  to  a total  of  8 to  10 
treatments.  Age  by  itself  is  not  a contraindica- 
tion, and  good  results  have  been  obtained  in  pa- 
tients as  old  as  ninety  years.  The  electroshock 
treatment  is  given  after  a small  sleep  dose  of  sodi- 
um methohexital  (Brevital  sodium),  with  succinyl- 
choline  chloride  (Anectine)  to  modify  the  muscle 
contractions  and  avoid  fracture.  An  anesthetist  is 
in  attendance  to  monitor  respiration  and  cardiac 
status. 

Occupational  therapy  is  a valuable  adjunct  to 
the  treatment  of  depression  in  elderly  patients  in 
hospitals  and  institutions.  One  appeals  to  the  in- 
terest of  the  older  person  in  craft  work  where  time 
and  output  are  of  secondary  consideration.  Often 
the  patient  is  pleased  to  make  a gift  for  a grand- 
child. Women  are  skilled  at  making  afghans,  ski 
caps,  mittens,  and  other  useful  items  likely  to  ap- 
peal to  the  young.  One  can  invoke  the  past,  so 
that  cultural  and  historic  origins  shape  the  form  of 
the  finished  article. 


No  institutional  program  for  depressed  elderly 
persons  would  be  complete  without  inservice 
training  for  the  nursing  staff.  The  weekly  staff 
conference  chaired  by  the  psychiatrist  is  the  best 
method  of  providing  this.  Discussions  of  the  pa- 
tient’s behavior,  its  meaning,  and  its  modification 
all  increase  the  nurses’  insight  and  help  reduce 
nonconstructive  attitudes  which  may  be  present. 
As  Turner  and  Goldfarb9  said,  we  try  to  stop 
nurses  from  becoming  unloving  critics  or  uncritical 
lovers  of  the  elderly  persons. 

Conclusion 

In  conclusion,  let  it  be  said  that  the  baby  boom 
is  being  replaced  by  the  senior  citizen  explosion. 
By  the  year  2000,  over  1 in  10  of  our  citizens  will 
be  over  sixty-five.  It  is  well  known  that  in  every 
species,  including  man,  the  female  outlives  the 
male.  This  means  that  more  and  more  elderly  de- 
pressed females  will  be  attending  psychiatric  out- 
patient clinics,  community  mental  health  centers, 
and  psychiatrists’  offices.  If  we  are  ready,  and 
have  prepared  ourselves  to  meet  this  demand,  we 
have  a great  opportunity  to  relieve  much  human 
misery,  and  help  to  make  old  age,  as  Cicero  wrote 
two  thousand  years  ago,  the  consummation  of  life. 

44  Convent  Road 
Syosset,  New  York  11791 
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The  five-year  survival  rate  for  all  cervix  cancer 
patients  has  not  significantly  changed  over  the 
past  twenty-five  years  as  reported  by  the  end  re- 
sults section,  National  Cancer  Institute1:  59  per 
cent  surviving  from  1950  to  1964  and  56  per  cent 
surviving  during  the  1965  to  1969  era.  Moreover, 
Fletcher  and  Rutledge2  in  comparing  their  earlier 
results,  from  1948  to  1954,  using  kilovoltage  radio- 
therapy, with  their  later  results,  from  1954  to  1963, 
utilizing  megavoltage  radiotherapy,  could  not 
demonstrate  any  significant  increase  in  five-year 
survival  in  all  stages  of  cervical  cancer  utilizing 
megavoltage  radiotherapy. 

We  feel  that  within  each  stage  of  cervical  cancer 
there  are  recent  refinements  in  therapy  that  may 
lead  to  increased  five-year  survival  rates.  The 
purpose  of  this  report  is  to  review  six  studies  com- 
pleted at  Roswell  Park  Memorial  Institute  in  the 
treatment  of  primary  and  recurrent  cervical  can- 
cer: (1)  radical  hysterectomy  for  early  cervical 

cancer;  (2)  surgical  staging  para-aortic  lymphade- 
nectomy  for  locally  advanced  cervical  cancer;  (3) 
hydroxyurea  as  a radiosensitizer;  (4)  para-aortic 
nodal  irradiation;  (5)  lymphangiography;  and  (6) 
pelvic  exenterative  surgery  for  recurrent  cervical 
cancer. 

Radical  hysterectomy 

Two  hundred  and  eighty-nine  radical  hysterec- 
tomies were  performed  for  Stage  IB,  cervix,  and 
Stage  1 1 A,  cervix  and  upper  vagina,  and  recurrent 
cervical  cancer  from  1957  to  1967. :i  In  women 
with  Stages  IB  and  II A cervical  cancer  the  fol- 
lowing parameters  were  evaluated:  (1)  size  of  the 
cervical  lesion  and  lymph-node  metastases;  (2)  size 


of  cervical  lesion  and  five-year  survival;  and  (3) 
lymph-node  metastases  and  five-year  survival. 

Stage  IB.  Lesions  less  than  3 cm.  were  associ- 
ated with  an  overall  incidence  of  lymph-node  me- 
tastases of  21.2  per  cent,  or  20  of  94  cases;  lesions 
greater  than  3 cm.  had  an  incidence  of  lymph-node 
metastases  of  35.2  per  cent,  or  19  of  51  cases.  The 
five-year  survival  rate  in  patients  with  cervical  le- 
sions of  less  than  3 cm.  ranged  from  84  per  cent  for 
those  lesions  less  than  or  equal  to  1 cm.  to  90.1  per 
cent  for  those  between  2 and  3 cm.  However,  in 
patients  with  lesions  greater  than  3 cm.  the  five- 
year  survival  rate  decreased  to  less  than  66  per 
cent.  The  five-year  survival  rates  in  women  whose 
pelvic  nodes  were  negative  for  metastases  was  90.9 
per  cent,  or  90  of  99  patients.  This  decreased  to 
55.2  per  cent,  or  21  of  38  patients,  when  one  or 
more  lymph  nodes  contained  metastatic  cancer. 

Stage  IIA.  Lesions  less  than  3 cm.  were  associ- 
ated with  an  incidence  of  pelvic  node  metastases  of 
21  per  cent,  or  8 of  38  cases.  This  doubled  to  42.1 
per  cent,  or  24  of  57  cases,  when  the  cervical  lesion 
was  greater  than  3 cm.  The  five-year  survival  rate 
in  patients  with  cervical  lesions  less  than  3 cm. 
ranged  from  72  per  cent,  for  lesions  between  2 and 
3 cm.  to  81.8  per  cent,  for  lesions  less  than  or  equal 
to  1 cm.  However,  in  patients  with  lesions  greater 
than  3 cm.  the  five-year  survival  rate  decreased  to 
less  than  42  per  cent.  Thirty-eight  of  57  patients, 
or  66.6  per  cent,  survived  five  years  free  of  disease 
who  did  not  have  lymph-node  metastases.  How- 
ever, when  one  or  more  nodes  were  found  to  con- 
tain metastatic  cancer,  the  five-year  survival  rate 
decreased  to  29  per  cent,  or  9 of  31  patients. 

Recurrent  cervical  cancer.  Of  33  selected 
cases  with  small  central  recurrences  treated  by 
radical  abdominal  hysterectomy  with  or  without 
pelvic  lymphadenectomy,  31  per  cent  survived  five 
years  without  evidence  of  recurrence. 

Comment.  In  women  with  Stage  IB  cervical 
cancer  the  excellent  five-year  survival  rate  of  84  to 
90.1  per  cent  in  women  with  lesions  less  than  3 cm. 
speaks  for  the  use  of  this  operation  in  such  in- 
stances in  young  women.  However,  the  very  poor 
results  in  lesions  greater  than  3 cm.,  66  per  cent  or 
less,  militates  against  its  use  for  larger  lesions. 
The  90  per  cent  five-year  survival  rate  in  women 
without  lymph-node  metastases,  as  compared  with 
the  poor  survival  rate,  55.2  per  cent,  when  one  or 
more  lymph  nodes  contain  metastatic  cancer  after 
radical  hysterectomy  and  lymphadenectomy, 
speaks  for  a change  in  treatment.  It  is  advocated, 
therefore,  that  if  lymph  nodes  are  found  to  be  pos- 
itive for  cancer  at  the  time  of  pelvic  lymphadenec- 
tomy and  radical  hysterectomy,  that  postoperative 
pelvic  radiation  be  employed  in  an  endeavor  to  im- 
prove the  five-year  survival  rate. 

The  very  poor  survival  rate  in  Stage  IIA  cervical 
cancer,  less  than  42  per  cent,  for  lesions  greater 
than  3 cm.  militates  against  this  operation  in  le- 
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The  use  of  the  Papanicolaou  smear  has  dramati- 
cally lowered  the  incidence  of  invasive  carcinoma 
of  the  uterine  cervix.  However,  there  has  been  no 
significant  improvement  over  the  past  quarter  of  a 
century  in  the  number  of  women  surviving  five 
years  after  treatment  for  invasive  cervical  cancer. 
Six  studies  are  presented  dealing  with  recent 
changes  in  diagnostic  and  therapeutic  modalities 
for  carcinoma  of  the  uterine  cervix:  (1)  radical 

hysterectomy;  (2)  surgical  staging;  (3)  hydroxy- 
urea; ( 4 ) para-aortic  nodal  irradiation;  (5) 
lymphangiography;  and  (6)  pelvic  exenterative 
surgery. 


sions  of  this  size.  Although  the  five-year  survival 
rate  in  lesions  less  than  3 cm.  in  women  with  Stage 
II A cervical  cancer  was  acceptable,  ranging  from 
72  to  81.8  per  cent,  it  is  possible  that  this  could  be 
improved  on  by  the  use  of  radiation  therapy  as  pri- 
mary therapy. 

Para-aortic  lymphadenectomy  in  staging 

An  explanation  for  some  of  the  radiotherapeutic 
failures  in  locally  advanced  cervical  cancer  is  the 
presence  of  unsuspected  aortic  node  metastases 
which  are  beyond  the  usual  pelvic  radiation  fields 
used  for  cervical  cancer.  During  a twentv-four- 
month  period,  56  patients  with  locally  advanced 
cervical  cancer  underwent  pretherapy  diagnostic 
para-aortic  lymphadenectomy  or  aortic  node  biop- 
sy.4 Of  32  patients  with  clinically  established 
Stage  IIIB,  pelvic  wall  disease,  37.5  per  cent  had 
metastases  to  the  para-aortic  nodes.  Forty  per 
cent,  or  2 of  5,  had  aortic  node  metastases  when 
the  tumor  had  extended  to  the  bladder  mucosa, 
Stage  IVA.  Only  a small  percentage,  5.2  per  cent, 
had  metastases  to  the  para-aortic  nodes  when  the 
disease  extended  only  to  the  parametrium,  Stage 
IIB.  There  was  no  death  in  this  series  and  only 
one  major  complication  that  delayed  radiation 
therapy  significantly.  Nearly  80  per  cent  of  the 
women  were  referred  for  radiation  therapy  within 
one  week  of  exploratory  laparotomy. 

Comment.  It  is  now  apparent  that  one  reason 
for  the  lack  of  progress  in  advanced  cervical  can- 
cer, Stage  IIIB  and  IVA,  is  the  fact  that  approxi- 
mately 40  per  cent  of  such  patients  have  aortic 
node  metastases  which  are  out  of  the  usual  pelvic 
radiation  field.  A form  of  therapy  must  be 
evolved. 

Hydroxyurea  as  radiosensitizer 

Sinclair5  using  in  vitro  cell  survival  studies, 
demonstrated  that  hydroxyurea  (HU)  would  sensi- 
tize Chinese  hamster  cells  to  the  effects  of  radia- 
tion. Using  third-generation  isotransplants  of  a 
spontaneous  CaH/He  mouse  mammary  carcinoma 
and  fractionated  irradiation  and  hydroxyurea,  we 
demonstrated  that  when  the  irradiation  was  ad- 
ministered under  hypoxic  conditions  there  was  a 
significant  (p  <0.05)  radiosensitizing  effect  on  the 
tumor  in  the  group  that  received  concomitant  hy- 
droxyurea as  compared  with  saline  controls.6 

Therefore,  a prospective  randomized  double 
blind  study  on  women  with  locally  advanced  cervi- 
cal cancer  was  carried  out  to  evaluate  the  combi- 
nation of  hydroxyurea  and  irradiation  therapy.7 
These  patients  were  not,  however,  definitively, 
surgically  staged.  Patients  were  randomly  as- 
signed to  hydroxyurea  or  placebo.  Hydroxyurea 
was  administered  at  a dose  of  80  mg.  per  kilogram 
every  third  day  starting  on  the  first  day  of  radia- 
tion therapy  and  continued  for  twelve  weeks.  The 
placebo  group  received  identical-appearing  cap- 


sules. All  patients  received  megavoltage  radiation 
therapy  to  the  pelvis  at  a dose  of  1,000  rads  per 
week  for  200  rads  per  fraction.  Intracavitary  and 
vaginal  radium  were  subsequently  employed  to 
give  an  additional  3,000  to  4,500  rads  for  a com- 
bined total  dose  of  external  irradiation  of  approxi- 
mately 8,500  rads  to  the  paracervical  area.  Tumor 
status  was  evaluated  in  all  patients  at  two  years 
after  therapy. 

Stage  IIB.  At  two  years,  6 of  13,  or  46.1  per 
cent,  women  in  the  placebo  group  were  without  ev- 
idence of  disease  as  compared  with  7 of  9,  77.7  per 
cent,  in  the  hydroxyurea  group  (p  = 0.03). 

Stage  IIIB.  In  the  placebo  group  only  1 of  9 
patients,  11.1  per  cent,  had  no  evidence  of  disease 
for  two  years  as  compared  with  50  per  cent  of  the 
hydroxyurea  group,  3 of  6,  who  were  without  evi- 
dence of  recurrent  cervical  cancer  at  two  years  (p 
= 0.13). 

Of  the  total  women  who  received  hydroxyurea 
66.6  per  cent,  10  of  15,  were  without  evidence  of 
disease  at  two  years  versus  31.8  per  cent,  7 of  22,  of 
the  placebo  group  (p  = 0.0014). 

Comments.  Although  the  total  number  of 
women  in  the  hydroxyurea  group  surviving  two 
years  without  recurrence  was  statistically  very  sig- 
nificant (p  = 0.0014)  as  compared  with  the  placebo 
group,  the  final  evaluation  of  a prospective  double 
blind  study  combining  radiation  therapy  and  hy- 
droxyurea or  placebo  must  include  those  patients 
surgically  staged  who  then  have  the  entire  extent 
of  their  cervical  cancer  treated  by  radiation  thera- 
py. If  the  results  then  demonstrate  a significant 
increase  in  survival  in  the  hydroxyurea-treated  pa- 
tients as  compared  with  the  placebo,  then  all  such 
patients  with  advanced  cervical  cancer  should  re- 
ceive hydroxyurea  in  combination  with  radiation 
therapy. 

Lymphangiography 

By  using  very  strict  criteria  in  evaluating  lymph- 
angiography in  patients  with  carcinoma  of  the 
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uterine  cervix,  we  have  been  able  in  two  separate 
studies  to  have  a greater  than  95  per  cent  accuracy 
in  those  lymphogram  findings  felt  to  be  positive 
for  metastatic  disease.8’9  The  place  of  lymphangi- 
ography, however,  as  a diagnostic  method  in  evalu- 
ating cervical  cancer  . patients  has  never  been  fully 
established.  This  is  mainly  the  result  of  two  fac- 
tors: (1)  strict  criteria  are  not  followed  in  making 
definite  diagnosis  of  metastatic  disease;  and  (2) 
false  negative  studies.  In  our  first  retrospective 
analysis  diagnosing  41  of  42  patients,  97.6  per  cent, 
as  demonstrating  positive  metastatic  disease, 
which  was  confirmed  by  biopsy  of  the  lymph 
nodes,  was  made  possible  by  the  following  strict 
criteria:  positive  lymphogram  was  only  diagnosed 
when  two  criteria  were  met,  and  these  included  a 
filling  defect,  or  partial  replacement,  in  a node  not 
traversed  by  the  lymphatic  channel,  or  lymphatic 
obstruction.8 

To  evaluate  specifically  the  accuracy  of  para- 
aortic lymphangiography,  24  women  were  evalu- 
ated who  were  felt  to  have  aortic  node  metastases 
as  demonstrated  on  lymphangiography  using  the 
previously  mentioned  strict  criteria.9  All  24 
women  underwent  selected  aortic  node  biopsy  or 
para-aortic  lymphadenectomy.  In  23  of  24,  95.8  of 
the  cases,  the  histologic  results  confirmed  the 
lymphangiographic  findings. 

Only  a diagnosis  of  definitely  positive  metasta- 
sis is  of  any  clinical  use;  metastases  less  than  3 
mm.  in  diameter  will  not  cause  a significant  defect 
in  the  lymph  nodes  that  can  be  detected  by  roent- 
genographic  examination.  Moreover,  all  pelvic 
and  aortic  nodes  are  not  filled  by  contrast  materi- 
al, and,  therefore,  all  nodes  are  not  evaluated. 
These  two  facts  explain  why  lymphogram  findings 
could  be  called  negative  and  subsequent  biopsy  re- 
sults be  positive. 

Comment.  All  patients  with  moderately  ad- 
vanced cervical  cancer,  Stages  IIB  to  IVA,  should 
undergo  pretherapy  lymphangiographic  evalua- 
tion. Using  the  very  strict  criteria  mentioned  here 
for  diagnosing  definitely  positive  metastatic  dis- 
ease, subsequent  therapy  can  be  tailored  to  in- 
clude these  areas. 

Para-aortic  node  irradiation 

Twenty  women  with  previously  untreated  cervi- 
cal cancer  received  radical  radiation  to  the  para- 
aortic lymph  nodes  and  pelvis,  after  the  diagnosis 
of  para-aortic  lymph  node  metastases  was  estab- 
lished by  surgical  staging.10  Ninety  per  cent  re- 
ceived 6,000  rads  to  the  para-aortic  nodes  and  pel- 
vis in  eight  weeks  using  a split-course  technique. 
Updating  the  results  from  our  initial  report  reveals 
that  30  per  cent  have  died  from  complications  of 
this  therapy,  45  per  cent  have  died  from  recurrent 
disease,  and  only  25  per  cent  are  surviving  free  of 
disease  for  sixteen,  eighteen,  twenty-four,  and 
thirty-six  months  respectively. 


Comment.  The  results  of  therapy  using  6,000 
rads  in  eight  weeks  by  split-course  technique  are 
not  acceptable  because  of  a high  mortality  rate 
from  complications,  such  as  sensitivity  of  intesti- 
nal tract,  and  the  poor  survival  rate.  The  necessi- 
ty for  an  acceptable  method  of  therapy  for  women 
with  aortic  metastases  from  cervical  cancer  is  cer- 
tain, since  approximately  40  per  cent  of  women 
with  moderately  advanced  cervical  cancer  will 
have  demonstrable  aortic  node  metastases.  How- 
ever, to  date  the  proper  delivery  of  such  therapy 
must  await  future  trials.  It  is  possible  that  future 
trials  will  demonstrate  that  radiosensitizing  drugs, 
such  as  hydroxyurea,  in  combination  with  lesser 
amounts  of  radiation,  such  as  5,000  rads  in  five 
weeks,  will  result  in  the  eradication  of  proved  aor- 
tic node  metastases. 

Pelvic  exenterative  surgery 

Since  pelvic  exenteration  remains  the  primary 
method  of  cure  for  many  women  unsuccessfully 
treated  by  radiation  therapy  for  cervical  cancer, 
refinements  in  operative  technique  and  postopera- 
tive management  are  needed  which  will  lead  to  the 
decline  in  mortality  and  morbidity  rates  from  this 
procedure.  During  the  years  1957  to  1974,  87  pel- 
vic exenterations  were  performed.11  Twenty-five 
per  cent,  22  of  87  of  these  women,  died  of  prob- 
lems related  to  surgical  procedures.  Urinary  and 
intestinal  tracts  were  the  locations  of  the  vast  ma- 
jority of  complications.  Eight  factors  have  been 
identified  in  a review  of  these  84  cases  which  relate 
to  a significant  increase  in  mortality  and  morbidi- 
ty rate:  (1)  dose  of  prior  pelvic  radiation;  (2)  in- 

ternal iliac  artery  ligation;  (3)  pelvic  lymphadenec- 
tomy; (4)  type  of  urinary  diversion;  (5)  type  of  pel- 
vic lid;  (6)  sepsis;  (7)  blood  loss;  and  (8)  length  of 
operative  procedure. 

The  importance  of  preventing  sepsis  is  pointed 
out  by  the  fact  that  of  12  early  postoperative 
deaths,  4,  33  per  cent,  were  from  septic  shock. 
Operations  lasting  over  seven  hours  or  blood  loss 
exceeding  3,000  cc.  were  associated  with  80  per 
cent  of  cardiopulmonary  complications  in  this  se- 
ries. 

Prior  pelvic  radiotherapy.  One  third  of  pa- 
tients who  had  less  than  4,000  rads  developed  sig- 
nificant complications,  whereas  those  of  4,000  to 
6,000  rads  were  associated  with  68  per  cent  com- 
plications, and  at  6,000  rads  or  above  all  patients 
had  significant  complications. 

Pelvic  lymphadenectomy  and  exenterative 
surgery.  The  survival  data  for  patients  with  pel- 
vic node  involvement  was  5.8  per  cent,  or  1 of  17 
cases.  However,  the  27  per  cent  survival  rate  of 
patients  not  having  pelvic  lymphadenectomy  in 
our  series,  6 of  22  cases,  equals  the  survival  of 
those  patients  who  had  this  procedure  and  whose 
nodes  were  negative  for  tumor,  11  of  41  cases. 
Moreover,  pelvic  lymphadenectomy  added  more 
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than  one  and  one-half  hours  to  the  exenteration, 
and  all  episodes  of  serious  postoperative  pelvic 
bleeding,  including  4 deaths  from  this  complica- 
tion, occurred  in  patients  having  this  procedure. 

Ligation  of  the  internal  iliac  artery  in  this  study 
rather  than  isolation  of  individual  branches  of  the 
internal  iliac  artery  was  associated  with  a 51  per 
cent  incidence  of  severe  pelvic  complications  as 
compared  with  33  per  cent  in  those  women  who 
had  individual  branches  ligated.  It  did  not  lead  to 
decreased  intraoperative  blood  loss.  Those  pelvic 
tissues,  whose  vascularity  is  compromised  by  pre- 
vious radiation  therapy,  as  well  as  extensive  dis- 
section required  in  the  exenterative  procedure  it- 
self, do  not  tolerate  well  a further  major  compro- 
mise in  blood  supply.  Individual  branches  of  the 
hypogastric  artery,  such  as  superior  vessels,  uter- 
ine, and  the  like,  are  therefore  ligated. 

Some  form  of  pelvic  lid  is  necessary  in  these  op- 
erations to  prevent  small-bowel  and  urinary  tract 
adherence,  resulting  in  obstruction  and  fistulation. 
Our  most  successful  technique  is  the  use  of  the 
omentum  as  the  pelvic  lid.  Only  1 case,  5.5  per 
cent,  of  small  bowel  obstruction  and  no  fistulas 
were  seen  in  18  patients  having  this  type  of  pelvic 
occlusion.  This  is  compared  with  18  cases  of 
bowel  perineal  fistula  and  12  cases  of  small-bowel 
obstruction  in  patients  not  having  omental  lids. 

Diversion  of  the  urinary  tract  into  the  function- 
al colon  resulted  in  a 46  per  cent  mortality  rate,  6 
of  13  patients,  secondary  to  hyperchloremic  acido- 
sis and  uremia.  Ileal  and  sigmoid  conduits  in  our 
series  proved  to  be  an  effective  urinary  diversion 
associated  with  a low  rate  of  complications.  Re- 
current pyelonephritis  and/or  uremia  were  princi- 
pally secondary  to  ureteral  stenosis.  With  the 
more  recent  use  of  silastic  splints  at  the  ureteral 
intestinal  anastomosis,  this  complication  has  sig- 
nificantly lessened. 

Comment.  Certain  factors  related  to  pelvic  ex- 
enterative surgery  can  be  improved  on  to  lessen 
the  mortality  and  morbidity  rates  from  these  pro- 
cedures. Those  techniques  which  will  shorten  the 
operative  time  and  lessen  the  blood  loss  should  be 
utilized.  Women  who  have  had  6,000  rads  pelvic 
irradiation  should  be  possibly  considered  too  high 
a risk  for  this  type  of  surgery.  Methods  which  will 
reduce  sepsis  should  be  utilized:  careful  intestinal 
cleansing,  use  of  preoperative  and  postoperative 
antibiotics,  and  temporary  ureteral  splints  to  pre- 
vent stenosis  at  the  ureteral  intestinal  anastomosis 
with  the  resultant  pyelonephritis.  Individual  ves- 
sel ligation  should  be  substituted  for  hypogastric 
artery  ligation.  In  those  women  with  clinically 
negative  pelvic  nodes,  deletion  of  pelvic  lymphade- 
nectomy  should  result  in  a significant  lessening  of 
serious  complications.  Implantation  of  ureters 
into  the  functioning  colon  should  be  replaced  by 
the  use  of  urinary  conduits.  Finally,  for  the  re- 
duction of  intestinal  obstruction  and  fistulization, 


the  use  of  omental  lid  to  cover  the  denuded  pelvis 
would  seem  to  be  the  preferred  method. 

Conclusion 

Although  the  overall  survival  rates  for  women 
with  invasive  carcinoma  of  the  uterine  cervix  has 
not  significantly  changed  over  the  past  twenty-five 
years,  it  is  believed  that  recent  refinements  in  di- 
agnostic and  therapeutic  modalities  may  lead  to 
improvements  in  five-year  survival  rates.  Radio- 
therapy remains  the  primary  therapy  for  women 
with  invasive  cervical  cancer.  However,  young  pa- 
tients with  small  cervical  lesions,  less  than  3 cm., 
can  be  treated  by  radical  hysterectomy  and  pelvic 
lymphadenectomy  with  a cure  rate  equal  to  that 
achieved  by  radiation  therapy.  In  our  series  of 
157  patients  treated  by  radical  hysterectomy  and 
pelvic  lymphadenectomy  for  Stage  IB  cervical  can- 
cer, lesions  equal  to  or  less  than  1 to  3 cm.,  the 
five-year  survival  rate  without  recurrence  was  84 
to  90.1  per  cent.  This  surgical  approach  allows  for 
preservation  of  ovarian  function  in  young  women. 

In  Stages  IIB,  parametrial,  III,  pelvic  wall,  and 
IVA,  bladder  or  rectum,  cervical  cancer,  the  find- 
ings of  unsuspected  aortic  nodal  metastases  par- 
tially accounts  for  the  lack  of  improvement  in  five- 
year  survival  rates  by  the  use  of  pelvic  radiothera- 
py. The  detection  of  such  aortic  node  metastases 
can  be  accomplished  by  para-aortic  lymphadenec- 
tomy or  to  a lesser  extent  by  lymphangiography. 
The  importance  of  this  is  clear,  since  approximate- 
ly 40  per  cent  of  women  with  Stages  III  and  IVA 
cervical  cancer  will  have  aortic  nodal  metastases 
which  are  not  included  within  the  pelvic  irradia- 
tion treatment  fields. 

Although  all  aortic  lymph  nodes  are  not  filled  by 
contrast  material,  and  lymph-node  metastases  less 
than  3 mm.  will  not  be  detected,  aortic  lymph 
nodes  containing  larger  metastases  can  be  accu- 
rately detected,  more  than  95  per  cent  of  the  time, 
by  using  strict  criteria  in  diagnosing  lymph  nodes 
positive  for  metastases  by  lymphangiography. 
Both  methods  then  allow  for  including  within  the 
field  of  irradiation  all  pelvic  and  aortic  lymph 
nodes  containing  known  metastases. 

In  a preliminary  randomized  study  comparing 
hydroxyurea  and  irradiation  therapy  versus  place- 
bo and  irradiation  therapy  in  clinical  stages  IIB 
and  IIIB  cervical  cancer,  66.6  per  cent  of  the 
women  receiving  hydroxyurea  and  radiation  had 
no  evidence  of  disease  at  two  years  as  compared 
with  only  31.8  per  cent  in  the  placebo  group  (p  = 
0.0014).  This  study  is  being  continued  in  women 
surgically  staged  and  therefore  having  the  entire 
known  extent  of  their  cervical  cancer  and  nodal 
metastases  treated.  It  is  possible  that  hydroxy- 
urea as  a radiosensitizer  will  thus  allow  for  the  use 
of  lesser  amounts  of  radiation  to  known  aortic 
nodal  metastases  and  thus  improved  survival  rate 
without  the  high  unacceptable  complication  rate 
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as  reported  in  our  initial  study  using  6,000  rads  to 
the  pelvis  and  para-aortic  areas. 

Pelvic  exenterative  surgery  remains  the  primary 
method  of  treating  women  unsuccessfully  treated 
by  radiotherapy  for  cervical  carcinoma.  Improve- 
ments in  survival  can  be  accomplished  by  reducing 
the  15  to  25  per  cent  mortality  rate  related  to  the 
surgical  procedure.  The  following  parameters 
were  associated  in  our  series  of  87  such  operations 
with  a high  mortality  and  morbidity  rate:  (1)  pa- 
tients receiving  6,000  rads  pelvic  irradiation;  (2) 
sepsis;  (3)  pelvic  lymphadenectomy;  (4)  ligation  of 
the  internal  iliac  artery;  (5)  type  of  urinary  diver- 
sion; (6)  blood  loss;  (7)  length  of  operative  proce- 
dure; and  (8)  type  of  pelvic  lid. 

Patients,  therefore,  who  have  received  6,000 
rads  of  pelvic  irradiation  are  not  candidates  for 
pelvic  exenterative  surgery.  Methods  to  lessen 
postoperative  sepsis  such  as  careful  mechanical 
bowel  preparation,  pre-  and  postoperative  antibi- 
otics, and  silastic  splints  at  the  ureteral  intestinal 
anastomosis  should  be  employed.  The  use  of 
omental  lid  in  our  series  to  occlude  the  denuded 
pelvis  resulted  in  a significant  decrease  in  intesti- 
nal obstruction  and  no  intestinal  fistulas.  Liga- 
tion of  the  internal  iliac  artery  was  associated  with 
a high  incidence  of  pelvic  complications,  and, 
therefore,  ligation  of  the  individual  branches  of 
the  internal  iliac  artery  is  recommended.  The 
place  of  pelvic  lymphadenectomy  in  exenterative 
surgery  remains  unsettled.  In  our  series,  women 
with  clinically  negative  pelvic  nodes  who  did  not 
undergo  pelvic  lymphadenectomy  achieved  the 
same  five-year  survival  rate  as  those  having  the 
procedure  and  whose  nodes  were  histologically 
negative.  However,  the  complication  rates  from 
the  pelvic  lymphadenectomy  were  significant,  and 


Record  number  of  students  enroll  in  medical 
schools 

By  the  end  of  September  there  was  an  estimated 
14,874  new  first-year  medical  students  enrolled  in  114 
U.S.  medical  schools,  the  American  Medical  Association 
reported. 

The  new  first-year  total  is  once  again  a record  enroll- 
ment, an  increase  of  438  new  first-year  students  over 
last  year’s  total,  as  compiled  by  the  AMA’s  Medical  Ed- 
ucation Department. 

By  June,  1976,  another  four  medical  schools  will  grant 
the  M.D.  degree  for  the  first  time:  U.  of  South  Ala- 

bama, Mayo  Medical  School,  U.  of  North  Dakota  (for- 
merly a two-year  school),  and  Eastern  Virginia  Medical 


therefore  deletion  of  pelvic  lymphadenectomy  in 
women  with  clinically  negative  nodes  should  result 
in  a significant  lessening  of  serious  complications. 
Finally,  ileal  or  sigmoid  conduits  remain  the  meth- 
od of  choice  for  urinary  diversion,  and  implanta- 
tion of  the  ureters  into  the  functioning  colon  is 
mentioned  only  to  be  condemned. 

666  Elm  Street 
Buffalo,  New  York  14263 
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School. 

That  brings  the  total  of  degree  granting  institutions 
to  111  by  next  spring,  compared  to  107  degree-granting 
schools  last  June  and  103  degree-granting  schools  in 
June,  1973. 

An  estimated  13,595  students  will  receive  the  M.D. 
degree  next  spring,  compared  to  12,714  this  year,  an  in- 
crease of  881.  In  1973  there  were  11,613  graduates. 

Total  enrollment  this  fall  in  all  classes  was  expected 
to  be  55,797,  compared  to  last  year’s  total  enrollment  of 
53,735. 

The  four  medical  schools  which  granted  their  first 
M.D.  degrees  last  June  were  U.  of  Southern  Illinois,  with 
24  graduates;  U.  of  Hawaii,  with  62;  Brown  U.,  with  58, 
and  U.  of  South  Florida,  with  48. 
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Maybe  the  patient’s  self-tliagno- 
sis  is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 

f oM  or 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  ‘'diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  DlMETAPP 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Atterffif? 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  relieve  stuffiness,  drip  and  congestion.* 


INDICATIONS 

Based  on  a review  of  this  drug  by.the 
National  Academy  of  Sciences  — 
National  Research  Council  and/or 
other  information,  FDA  has  classified 
the  following  indications  as  lacking 
substantial  evidence  of  effectiveness 
as  a fixed  combination:  Dimetapp 
Extentabs  are  indicated  for  symptom- 
atic relief  of  allergic  manifestations  of 
upper  respiratory  illnesses,  such  as  the 
common  cold,  seasonal  allergies, 
sinusitis,  rhinitis,  conjunctivitis  and 
otitis.  In  these  cases  it  quickly  reduces 
inflammatory  edema,  nasal  congestion 
and  excessive  upper  respiratory  secre- 
tions, thereby  affording  relief  from 
nasal  stuffiness  and  postnasal  drip. 


CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 


respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 

Dinwtapp 

M'.vliithibs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


mines  should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension,  headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressantand  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


AH'ROBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2,  3,  or  4 contains-  Phenobarbital  (Vi  gr),  16  2 mg.  (warning: 
may  be  habit  forming);  Aspirin  [2Va  gr.),  162.0  mg  ; Phenacetin  (3  gr.),  194.0  mg  ; Codeine 
phosphate,  % gr.  (No.  2),  Va  gr  (No  3)  or  1 gr.  (No  4)  (warning  may  be  habit  forming) 
indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
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Sixty-nine  patients  with  evidence  of  complete  or 
partial  heart  block  were  studied  to  evaluate  the  ev- 
idence of  abnormal  glucose  metabolism.  Fourteen 
had  arteriosclerotic  heart  disease,  7 had  hyperten- 
sive cardiovascular  disease,  2 had  alcoholic  cardio- 
myopathy, and  1 had  idiopathic  myocardial  dis- 
ease. In  45  patients  no  demonstrable  cause  was 
evident.  There  were  17  subjects  out  of  the  69,  25 
per  cent,  who  were  known  diabetics,  and  18,  26  per 
cent,  had  abnormal  fasting  and/or  postprandial 
glucose  levels.  In  those  with  idiopathic  heart 
block,  10  out  of  45  patients,  22  per  cent,  were  dia- 
betic, and  15,  or  34  per  cent,  had  abnormal 
glucose  levels.  In  a group  of  25  age-matched  con- 
trol subjects  without  evidence  of  conduction  dis- 
turbance there  was  a markedly  and  statistically 
smaller  incidence  of  diabetes,  12  per  cent,  and  of 
abnormal  glucose  levels,  also  12  per  cent. 
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Early  reports  of  complete  heart  block  and  bundle 
branch  blocks  clearly  established  the  role  of  arteri- 
osclerotic heart  disease  in  the  etiology  of  this  en- 
tity.1-6 Indeed,  disease  of  the  major  coronary  ar- 
teries is  still  considered  a major  factor  in  the  pro- 
duction of  this  disorder.  However,  other  entities 
such  as  cardiomyopathy,  myocarditis,  and  hyper- 
tension have  been  implicated  as  etiologic  agents, 
and  it  is  now  apparent  that  there  is  a residual 
group  of  patients  in  whom  no  obvious  cause  has 
been  found.  It  is  this  idiopathic  form  of  the  dis- 
ease that  is  now  deemed  by  some  to  constitute  a 
significant  majority  of  all  cases  of  heart  block.7-9 

As  a result  of  our  studies  of  myocardial  fibrosis 
and  small-vessel  disease  in  the  diabetic  patient,* 1 2 3 * * * * * * 10 
we  postulated  that  not  only  the  working  myocar- 
dium but  the  conducting  tissue  of  these  subjects 
also  might  be  affected  by  the  process,  and  we 
therefore  commenced  to  evaluate  the  glucose  me- 
tabolism of  patients  with  complete  heart  block  or 
bifascicular  block. 

Material  and  methods 

The  study  consisted  of  69  patients  referred  to 
the  cardiology  section  of  New  York  Medical  Col- 
lege from  July,  1971,  to  September,  1974,  with 
electrocardiographic  evidence  of  partial  or  com- 
plete heart  block  for  whom  adequate  records  were 

* Present  address:  Cardiovascular  Section,  Philadelphia 

General  Hospital,  Philadelphia,  Pennsylvania  19104. 


available  for  evaluation.  Conduction  defects  were 
defined  as  follows: 

1.  Left  bundle  branch  block  (LBBB):  QRS  com- 
plex 0.12  second  or  more  in  the  standard  leads;  notch- 
ing of  the  QRS  with  late  peaking  of  R and  absence  of 
Q in  left-side  leads;  ST-T  waves  displaced  opposite  to 
the  main  QRS  deflection. 

2.  Right  bundle  branch  block  (RBBB):  QRS  pro- 
longed to  0.12  second  or  longer,  with  delayed  right 
ventricular  activation  manifested  by  S waves  in  lead  I 
and  Vg  and  RSr'  in  Vj. 

3.  Left  axis  deviation  (LAD):  Mean  QRS  axis  to 

the  left  and  superior  to  the  —30-degree  axis. 

There  were  69  patients  in  the  study.  Group  I 
consisted  of  69  patients  with  conduction  distur- 
bances. There  were  35  females  and  34  males,  and 
their  mean  age  was  seventy-one  years.  Twenty  - 
four  members  of  this  group  had  a known  cause  for 
the  conduction  delay:  14  of  these  had  arterioscle- 
rotic heart  disease.  This  constituted  the  major 
entity  and  was  associated  with  chronic  pulmonary 
disease  in  one  instance,  with  aortic  stenosis  in  a 
second,  and  with  hypertension  in  a third.  Two 
patients  had  alcoholic  cardiomyopathy,  7 had  hy- 
pertensive cardiovascular  disease,  and  1 had  idio- 
pathic cardiomyopathy  with  pulmonary  embolism 
(Table  I).  Forty-five  patients  had  no  known  cause 
for  their  conduction  disturbance.  None  had  hy- 
pertension, angina,  nor  electrocardiographic  evi- 
dence of  myocardial  infarction. 

The  records  of  all  patients  were  analyzed  for  the 

following  data:  history  of  diabetes,  blood  glucose 

levels,  cholesterol  levels,  and  associated  diseases. 

Group  II  consisted  of  25  subjects  without  con- 
duction abnormalities  who  were  selected  at  ran- 
dom as  age-matched  controls.  Their  ages  ranged 

from  forty-seven  to  ninety-seven  years,  mean 
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TABLE  I.  Etiology  of  partial  or  complete  heartblock:  age  and  sex  of  patients  in  total  group 


/ Number N Mean  Age 


Type  of  Disease 

Number 

PerCent 

Male 

Female 

( Yearsf 

Arteriosclerotic  heart  disease 

14 

20.3 

7 

7 

66.2 

Hypertensive  heart  disease 

7 

10.1 

2 

5 

68.5 

Alcoholic  cardiomyopathy 

2 

2.9 

2 

0 

62.5 

Idiopathic  cardiomyopathy  with  pulmonary  embolism 

1 

1.5 

1 

0 

83 

Idiopathic 

45 

65.2 

22 

23 

73 

Totals 

69 

100 

34 

35 

71 

TABLE  1 1.  Incidence  of  conduction  defects 
in  idiopathic  group 


Types 

Number 
of  Patients 

Left  bundle  branch  block 

7 

Left  bundle  branch  block  and  first  degree 

heart  block 

4* 

Right  bundle  branch  block  and  left  axis 

deviation 

28 

Right  bundle  branch  block,  left  axis  devia- 

tion,  and  first-degree  heart  block 

2 

Right  bundle  branch  block  with  atrial 
fibrillation  and  high-grade  atrioventricular 

block 

3 

Left-axis  deviation  and  first-degree  block 

1 

Second  degree  heart  block  (Mobitz  II) 

2 

Complete  heart  block 

22 

Total 

69 

* One  patient  was  receiving  digoxin. 


sixty-seven  years,  and  included  10  females  and  15 
males  with  no  cardiac  disease.  Fasting  blood  glu- 
cose above  120  mg.  per  100  ml.  and  random  blood 
glucose  levels  above  200  mg.  per  100  ml.  were  con- 
sidered abnormal. 

Blood-sugar  determinations  were  made  by  cu- 
pric phenanthroline  (Neocuproine)  modification 
by  Brown11  of  the  Bittner  and  McCleary12  meth- 
od. Cholesterol  determinations  were  done  by  the 
modification  of  the  Lieberman-Burchard  method 
by  Huang  et  a/.13  The  statistical  method  em- 
ployed was  the  chi-square  test  2 times  2 contingen- 
cy table. 

Results 

In  this  series  of  69  patients,  the  following  atrio- 
ventricular disturbances  were  noted  (Table  II): 


1.  Eleven  patients  had  left  bundle  branch  block,  4 
of  whom  had  a prolonged  P-R  interval  as  well;  1 was 
maintained  on  digoxin. 

2.  Thirty  subjects  had  right  bundle  branch  block 
and  left  anterior  hemiblock  including  2 with  a pro- 
longed P-R  interval. 

3.  One  patient  had  left  anterior  hemiblock  and 
prolonged  P-R  interval. 

4.  Three  patients  had  right  bundle  branch  block, 
atrial  fibrillation,  and  a high  degree  of  atrioventricu- 
lar block. 

5.  Two  had  second-degree  heart  block  (Mobitz 
Type  II). 

6.  Twenty-two  patients  had  complete  heart  block. 

As  seen  in  Table  III,  17  patients,  25  per  cent, 
were  known  to  have  diabetes  mellitus,  or  Type  A, 
and  18  additional  patients,  26  per  cent,  were  found 
to  have  abnormal  glucose  levels  according  to  the 
criteria  listed  here,  or  Type  B.  Thirty-four  pa- 
tients, 49  per  cent,  had  normal  glucose  levels,  or 
Type  C.  Separate  analysis  of  the  45  patients  with 
idiopathic  conduction  disturbances,  as  shown  in 
Table  IV,  revealed  that  10,  22  per  cent,  had  diabe- 
tes mellitus,  15,  34  per  cent,  had  abnormal  glucose 
levels,  and  20,  44  per  cent  were  normal.  Of  the 
control  subjects,  Group  II,  3,  or  12  per  cent,  were 
known  diabetics,  and  3,  12  per  cent,  had  abnormal 
fasting  or  postprandial  levels.  Nineteen,  76  per 
cent,  had  glucose  levels  consistently  within  the 
normal  range  (Fig.  1). 

Comparison  of  the  difference  between  Groups  I 
and  II  demonstrated  that  the  number  of  patients 
with  either  diabetes  mellitus  or  frankly  abnormal 
glucose  levels  in  patients  without  previously  diag- 
nosed diabetes  mellitus  was  significantly  different 
(p  <0.01).  Similarly,  the  difference  between  the 
patients  with  idiopathic  heart  block  and  control 


TABLE  III.  Incidence  of  glucose  responses 


Type  of  Glucose  Response 

Patients  with 
Conduction 
Disturbances 
(Group  I) 

Per  Cent 
of  Total 

Patients  Without 
Conduction 
Disturbances 
(Group  II ) 

Per  Cent 
of  Total 

(A)  Known  diabetic  patients 

17 

25 

3 

12 

(B)  Abnormal  glucose  levels 

18 

26 

3 

12 

(C)  Normal 

34 

49 

19 

76 

Totals 

69 

100 

25 

100 
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TABLE  IV.  Glucose  tolerance  of  patients  with 
idiopathic  conduction  disturbances  compared 
with  control  subjects 


Type  of  Glucose  Response 

Patients  with 
Conduction 
Disturbances 
(Group  I) 

Per  Cent 
of  Total 

(A)  Known  diabetics 

10 

22 

(B)  Abnormal  glucose  levels 

(Not  known  diabetics) 

15 

34 

(C)  Normal 

20 

44 

Totals 

45 

100 

group  was  also  significant  (p  <0.01).  The  mean 
cholesterol  values  between  subjects  with  conduc- 
tion disturbances  and  their  control  group  was  es- 
sentially at  the  same  level,  214.5  and  210.4  mg.  per 
100  ml.  respectively. 

Twenty-seven  subjects  required  the  implanta- 
tion of  a permanent  pacemaker  during  the  period 
of  observation. 

Comment 

Complete  heart  block  and  fascicular  blocks  were 
initially  attributed  to  arteriosclerotic  heart  dis- 
ease.1-6 In  a study  of  672  cases  in  which  a patho- 
logic and  electrocardiographic  analysis  was  made, 
Grant3  observed  that  160  cases  of  left-axis  devia- 
tion could  be  attributed  to  myocardial  infarction. 
Only  17  elderly  patients  had  no  known  disease. 
Lenegre2  examined  500  interventricular  septae 
and  found  bilateral  bundle  branch  block  in  62 
cases.  Of  this  group  45  were  noted  to  have  either 
coronary  artery  or  hypertensive  disease.  There 
were  28  instances  of  myocardial  infarction  in  this 
group.  Friedberg,  Donoso,  and  Stein1  also  ob- 
served that  coronary  artery  disease,  hypertension, 
or  acute  myocardial  infarction  was  the  predomi- 
nant cause  of  nonsurgical  heart  block  but  stated 
that  28  per  cent  of  the  cases  were  due  to  unknown 
cause.  Furthermore,  he  concurred  with  Curd  et 
al.14  who  also  found  a group  of  patients  with  idio- 
pathic changes,  15  per  cent,  and  stated  that  where 
coronary  artery  disease  was  present  it  could  be  a 
coexistent  rather  than  a causative  agent.  Lev15 
postulated  that  a sclerosis  of  the  left  side  of  the 
cardiac  skeleton  occurred  with  advancing  age.  He 
observed  that  progressive  fibrosis  and  calcification 
of  the  mitral  valve  annulus,  the  central  fibrous 
body,  and  the  base  of  the  aorta  could  also  involve 
the  summit  of  the  muscular  ventricular  septum 
and  the  bundle  branches.  He  attributed  the 
changes  to  wear  and  tear  and  felt  that  this  would 
not  occur  before  the  age  of  forty  and  that  this  enti- 
ty was  indeed  the  most  common  cause  of  heart 
block. 

Many  etiologic  factors  have  been  implicated  in 
other  investigations,  such  as  nonobstructive  and 
obstructive  cardiomyopathies,  scleroderma,  amy- 


GLUCOSE  TOLERANCE  OF  PATIENTS  WITH 
IDIOPATHIC  CONDUCTION  DISTURBANCES 
AS  COMPARED  TO  CONTROL  SUBJECTS 


GROUP  I 

FIGURE  1.  Diagramatic  representation  of  difference  in 
incidence  of  abnormal  glucose  levels  in  patients  with  and 
without  atrioventricular  conduction  disturbances. 


loid,  hemochromatosis,  and  rhematoid  arthri- 
tis.2-5,15  In  otherwise  healthy  aviators  20  cases  of 
right  bundle  branch  block  and  6 of  left  bundle 
branch  block  were  reported.16  In  the  series  of 
Haft,  Herman,  and  Gorlin17  involving  28  patients 
with  left  bundle  branch  block  on  whom  catheter- 
ization was  performed  71  per  cent  had  normal  cor- 
onaries; 7 had  significant  coronary  artery  disease. 

The  most  intriguing  group  of  cases  are  those  of 
unknown  cause.  No  authors  have  offered  a more 
cogent  review  of  complete  heart  block  in  relation 
to  this  group  than  Davies  and  Harris.9  In  their 
study  this  idiopathic  form  of  the  disease  was  most 
common  and  was  noted  in  26  of  the  patients.9 

Furthermore,  in  his  study  designed  to  elucidate 
the  histology  of  the  conducting  system  in  complete 
heart  block,  Davies18  reported  that  while  the  atrio- 
ventricular node  alone  was  involved  in  6 cases,  the 
bundle  branches  were  diseased  in  36  cases.  In  the 
latter  group  there  were  19  instances  of  idiopathic 
fibrosis.  Trevino  and  Beller19  surveyed  distur- 
bances of  left  bundle  branch  conduction  and  con- 
cluded that  primary  disease  affecting  this  struc- 
ture was  the  most  common  cause  of  chronic  com- 
plete heart  block  and  suggested  that  although  the 
process  might  be  caused  by  lesions  of  the  small 
coronary  branches  of  microcirculation  supplying 
the  conducting  system,  such  as  vascular  lesion, 
could  not  be  included  within  the  entity  of  coronary 
disease.  However,  when  James20  sought  an  an- 
swer to  the  causes  of  arrhythmia,  he  examined  cor- 
onary vasculature  of  the  magnitude  of  100  to  1,000 
u.  supplying  the  atrioventricular  node,  His  bundle, 
and  ventricular  septum.  He  found  that  many  sys- 
temic diseases  could  be  associated  with  changes  in 
these  vessels.  Furthermore,  he  suggested  that  di- 
abetes mellitus  might  affect  the  small  arteries  in 
older  patients.  In  5 patients  with  juvenile  diabe- 
tes, he  found  that  1 had  only  small-vessel  occlu- 
sions without  involvement  of  the  larger  arteries. 
The  existence  of  diabetes  mellitus  in  the  case  of 
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idiopathic  fibrosis  has  been  alluded  to  in  the  past, 
but  only  brief  mention  has  been  made  of  this  dis- 
ease. Smith  et  a/.16  reported  that  the  glucose 
level  in  patients  with  left  bundle  branch  block  was 
higher  than  in  a control  group  of  subjects. 

Different  clinical  settings  and  varying  standards 
adapted  to  the  older  patient  make  it  difficult  to 
determine  the  true  incidence  of  diabetes  mellitus 
in  the  aged.  Characteristically,  the  fasting  glucose 
remains  normal  with  advancing  age,  below  120  mg. 
per  100  ml.  Andres21  suggests  a sliding  scale  for 
two-hour  postprandial  glucose  with  advancing  age. 

We  therefore  concluded  that  patients  with  a 
fasting  blood  sugar  above  120  mg.  per  100  ml.  or  a 
random  or  two-hour  postprandial  glucose  level 
above  200  mg.  per  100  ml.  were  probably  abnor- 
mal. Our  results  as  outlined  here  indicated  a 
striking  incidence  of  abnormal  glucose  response  in 
individuals  with  conduction  disturbances  includ- 
ing those  of  the  idiopathic  type.  The  occurrence 
of  known  diabetes  in  17  patients  out  of  69,  25  per 
cent,  and  in  10  out  of  45  subjects  with  the  idio- 
pathic form,  22  per  cent,  is  of  note.  The  preva- 
lance of  elevated  glucose  levels  in  26  per  cent  of 
patients  not  previously  known  to  be  diabetic  is 
also  of  interest. 

The  relationship  between  carbohydrate  metabo- 
lism and  disease  of  the  bundle  branches  is  by  no 
means  clear.  Various  possible  mechanisms  could 
be  involved  to  explain  the  association.  The  pro- 
cess of  aging  is  known  to  be  accelerated  in  diabet- 
ics, and  if  aging  plays  a role  in  the  development  of 
heart  block  as  Lev15  has  suggested,  the  incidence 
of  this  disorder  might  be  exaggerated  in  those  with 
abnormal  carbohydrate  metabolism.  Without 
coronary  angiography  one  cannot  be  certain  about 
the  status  of  the  coronary  vasculature  in  a group  of 
elderly  patients.  However,  advanced  age  was 
noted  in  the  patients  of  Harris  et  al ? in  whom 
only  bilateral  bundle  branch  fibrosis  was  found. 
In  Johannson’s6  series  as  well,  the  highest  inci- 
dence of  primary  heart  block  was  in  the  eighth 
decade.  Therefore,  large  coronary  artery  disease 
need  not  be  implicated  in  the  production  of  such 
pathologic  conditions  of  the  bundle  branches.  In- 
deed, lack  of  relationship  between  the  pathologic 
condition  of  the  conducting  system  and  areas  of 
ischemic  damage  suggests  that  heart  block  and 
coronary  artery  disease  may  be  associated  findings 
in  advanced  age  without  being  directly  related  to 
one  another. 

In  our  report  of  small-vessel  disease  in  the  dia- 
betic heart,  we  presented  cases  that  illustrated  sig- 
nificant fibrosis  throughout  the  myocardium  in 
conjunction  with  small  vessel  disease.  Intimal 
thickening  with  positive  periodic  acid-Schiff  stain- 
ing material  and  reduplication  of  the  basement 
membrane  of  the  arteries  were  noted.  However, 
in  this  prior  study,  the  conducting  system  was  not 
available  for  examination.  It  is  not  improbable 


that  this  pathologic  condition  could  have  extended 
to  the  bundle  of  His  or  the  bundle  branches,  and  a 
prospective  study  is  planned. 

Our  observations  lead  us  to  the  conclusion  that 
patients  with  partial  or  complete  heart  block  have 
a significantly  increased  incidence  of  diabetes  mel- 
litus. Although  this  may  indeed  be  a consequence 
of  arteriosclerotic  heart  disease  as  indicated  by  the 
prevalence  in  patients  with  manifestations  of  coro- 
nary artery  disease,  there  may  be  other  factors  as 
well  that  affect  the  conducting  system  as  evi- 
denced by  the  increased  incidence  of  abnormal 
conduction  in  individuals  with  the  idiopathic  form 
of  conduction  disturbances.  These  factors  may 
include  the  direct  effect  of  abnormal  carbohydrate 
metabolism  on  the  myocardium  and  the  conduct- 
ing tissue  or  may  indicate  the  presence  of  small- 
vessel  disease. 

Summary 

Sixty-nine  patients  with  partial  or  complete 
heart  block  were  studied  in  relation  to  their  glu- 
cose levels.  Fourteen  had  arteriosclerotic  heart 
disease,  7 hypertensive  cardiovascular  disease,  2 
had  alcoholic  cardiomyopathy,  1 had  idiopathic 
cardiomyopathy  with  pulmonary  emboli,  and  45 
had  an  idiopathic  form  of  block. 

Of  the  entire  group,  17  subjects,  25  per  cent, 
were  known  diabetic  patients,  and  18,  26  per  cent, 
had  abnormal  fasting  and/or  postprandial  glucose 
levels.  The  comparable  figures  for  the  group  of  45 
patients  with  idiopathic  heart  block  were  as  fol- 
lows: 10  patients,  22  per  cent,  diabetic  individu- 

als, and  15,  34  per  cent,  with  abnormal  glucose  lev- 
els. In  a group  of  25  age-matched  subjects,  Group 
II,  without  conduction  disturbances  there  were  3 
known  diabetics,  12  per  cent,  and  3 cases,  12  per 
cent,  with  abnormal  glucose  levels.  Comparison 
of  differences  in  glucose  metabolism  between 
subjects  with  or  without  atrioventricular  conduc- 
tion disturbances  was  statistically  significant  (p 
<0.01).  Similarly,  statistically  different  values 
were  also  noted  between  the  group  of  patients  with 
idiopathic  heart  block  and  the  controls  (p  <0.01). 

New  York  Medical  College 
1249  Fifth  Avenue 
New  York,  N.Y.  10029 
(DR.  REICHER-REISS) 
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AMA  distributes  PSRO  guidelines 

One  of  the  key  elements  in  the  implementation  of  the 
controversial  “Professional  Standards  Review  Organiza- 
tion” (PSRO)  law,  a compendium  of  medical  care  guide- 
lines, has  been  distributed  by  the  American  Medical  As- 
sociation to  nearly  12,000  American  hospitals  and  other 
interested  agencies  and  individuals. 

The  794-page  volume  details  screening  criteria  for  the 
admission,  treatment,  and  evaluation  of  care  for  Medi- 
care and  Medicaid  hospital  patients.  The  book  covers 
75  per  cent  of  all  causes  for  hospital  admission. 

Claude  E.  Welch,  M.D.,  senior  consultant  in  surgery 
at  Boston’s  Massachusetts  General  Hospital  and  chair- 
man of  the  AMA  committee  that  directed  the  work  of  35 
specialty  and  professional  societies  responsible  for  the 
guidelines,  said:  “These  screening  criteria  do  not  define 
rigid  standards  of  care.  Nor  are  they  intended  to  serve 
as  a basis  for  fiscal  evaluation  of  whether  a claim  involv- 
ing a particular  service  should  be  paid.”  Welch  empha- 
sized that  the  book  must  not  be  viewed  as  a bar  to  a 
physician  using  innovation  in  his  treatment  of  a patient. 
It  also  does  not  provide  a complete  review  system  to  an- 
alyze and  evaluate  fully  the  quality  of  care  given  a pa- 
tient. 

The  book  spells  out  clearly  these  limitations  on  the 
criteria.  The  AMA  House  of  Delegates  has  also  di- 
rected the  editors  of  the  book  to  print  on  each  page  of 
the  final  version  a disclaimer  indicating  that  the  criteria 
are  specimens  of  care  and  not  standards  of  care. 

The  project  was  funded  under  a contract  from  H.E.W. 
The  task  of  coordination  was  performed  by  the  AMA 
while  the  model  screening  criteria  were  actually  devel- 
oped by  the  participating  specialty  and  professional  so- 
cieties. 

“It  must  be  emphasized,”  Dr.  Welch  said,  “that  while 
these  model  screening  criteria  aid  in  the  measurement  of 
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quality  medical  care,  they  deal  primarily  with  the  clini- 
cal aspects  of  health  care  delivery.  Valid  measurement 
of  the  quality  of  the  entire  spectrum  of  medical  care 
must  not  overlook  the  importance  of  the  human  aspects 
of  medicine  in  terms  of  the  patient-physician  relation- 
ship.” 

The  book  is  actually  only  a first  draft.  The  criteria 
contained  in  the  book  will  be  evaluated  and  tested  at 
community  levels  before  a revised  draft  is  published  in 
mid-1976.  It  is  also  stressed  that  the  criteria  are  in- 
tended to  be  guidelines  only.  The  local  hospital  and 
medical  community  is  expected  to  revise  and  refine  the 
criteria  in  keeping  with  the  special  needs  and  problems 
of  each  locale. 

This  first  draft  of  the  book  has  been  completed  well  in 
advance  of  the  January  1,  1976,  deadline  for  the  devel- 
opment of  PSRO’s  by  physicians.  The  program  has 
been  plagued  in  the  past  by  inadequate  financing  and 
turnover  of  personnel  so  the  meeting  of  that  deadline  is 
questionable  at  this  time. 

Jay  M.  Arena,  M.D.,  professor  of  pediatrics  at  Duke 
University  Medical  Center,  Durham,  N.C.,  and  a mem- 
ber of  the  AMA  committee,  said:  “These  screening  cri- 
teria are  intended  to  allow  local  medical  review  com- 
mittees to  select,  from  a large  number  of  cases  being  re- 
viewed, a small  number  for  which  peer  review  is  appro- 
priate. This  will  save  physician  review  time. 

“On  the  other  hand,”  said  Dr.  Arena,  “I  want  to  em- 
phasize that  if  a case  does  not  meet  the  screening  crite- 
ria it  does  not  necessarily  mean  that  the  patient  received 
poor  quality  care.  It  is  intended  only  to  indicate  that 
under  these  circumstances  physician  review  is  required. 
Such  review  could  well  disclose  other  factors  justifying 
the  treatment  rendered.” 

“We  hope  to  receive  many  comments  from  local  medi- 
cal communities  pointing  out  how  these  guidelines  can 
be  improved.” 
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The  ectopic  kidney,  an  uncommon  pelvic  entity, 
merits  the  attention  of  the  obstetrician  and 
gynecologist  to  help  avoid  grievous  harm  to  the  pa- 
tient as  well  as  to  prevent  misdiagnosis  by  the 
physician. 

In  the  recent  past,  a group  of  6 cases  were  en- 
countered on  our  service  at  the  Queens  Hospital 
Center;  this  demonstrates  several  important  as- 
pects of  the  problem  as  encountered  in  gynecology 
and  obstetric  services. 

Case  reports 

Case  1.  A twenty-eight-year-old  black  female  was 
admitted  to  the  gynecology  service  complaining  of  non- 
specific right  lower  quadrant  pain.  Her  past  history  re- 
vealed rheumatic  fever  in  childhood  for  which  she  was 
hospitalized  for  two  years.  Pelvic  examination  dis- 
closed a uterus  of  normal  size,  shape,  consistency,  and 
anteverted.  The  right  adnexa  was  cystic,  nonmobile, 
with  a nontender  mass  in  the  cul-de-sac  area,  approxi- 
mately 5 by  5 cm.  in  size.  The  impression  on  admission 
was  right  hydrosalpinx,  or  possibly  a right  ovarian  cyst. 

A gynecogram  revealed  findings  consistent  with  bilat- 
eral hydrosalpinx;  a hysterogram  showed  evidence  of  a 
hydrosalpinx  of  the  right  side.  An  intravenous  pyelo- 
gram  revealed  a left  ectopic  kidney  in  the  sacral  area 
without  hydronephrosis  but  with  some  blunting  of  the 
calyces.  A dilatation  and  curettage  examination,  under 
anesthesia,  and  a laparoscopy  were  performed.  Find- 
ings were  bilateral  hydrosalpinx.  The  left  ectopic  kid- 
ney could  not  be  visualized  (Fig.  1). 

Case  2.  A forty-five-year-old  black  female  was  ad- 
mitted to  Queens  Hospital  Center  on  November  29, 
1971,  for  a pelvic  mass  that  was  known  to  have  been 
present  for  the  preceding  three  years.  Her  chief  com- 
plaint consisted  of  occasional  nonspecific  pain  in  the 
right  lower  quadrant  and  some  menorrhagia.  The  past 
history  essentially  included  the  fact  that  she  suffered 


FIGURE  1.  Case  1.  Intravenous  pyelogram  shows  left 
ectopic  kidney  in  sacral  area. 


from  diabetes  mellitus  and  had  had  an  intrauterine  con- 
traceptive device  inserted. 

Her  blood  pressure  was  150/100.  Pelvic  examination 
revealed  a small  anteverted  uterus  with  threads  of  an  in- 
trauterine contraceptive  device  protruding.  On  the 
right  side  of  the  pelvis  and  somewhat  posterior  to  the 
uteru3  was  a firm,  smooth  mass,  approximately  8 cm.  in 
diameter,  only  slightly  mobile,  and  nontender.  The 
upper  border  of  this  mass  could  not  be  mapped  out. 
The  adnexa  could  not  be  palpated.  Blood  chemistries, 
a complete  blood  count,  and  urinalysis  disclosed  normal 
findings. 

The  initial  diagnosis  was  a tumor  of  the  right  ovary, 
or  possibly  an  ectopic  kidney.  An  intravenous  pyelo- 
gram revealed  the  mass  to  be  an  ectopic  pelvic  kidney 
located  in  the  sacral  area  on  the  right  side.  No  caleo- 
pyelectasia  was  visualized.  A dilatation  and  curettage 
and  an  abdominal  bilateral  tubal  ligation  were  per- 
formed, and  a 10-cm.  right  ectopic  kidney  was  found  in 
the  true  pelvis  as  described  here.  The  renal  fossa  was 
found  to  be  empty.  The  right  tube,  ovary,  and  round 
ligament  were  congenitally  absent.  The  patient  was 
discharged  on  the  seventh  postoperative  day  (Fig.  2). 

Case  3.  A thirty-seven-year-old  black  female  was 
transferred  to  the  Queens  Hospital  Center  from  another 
hospital  with  a diagnosis  of  epidermoid  carcinoma  of  the 
cervix  stage  II A.  The  transferring  hospital  had  per- 
formed an  exploratory  laparotomy  and  discovered  a 
right  ectopic  kidney. 

It  was  decided  to  close  the  abdomen  and  refer  this  pa- 
tient for  radiation  therapy.  An  intravenous  pyelogram 
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FIGURE  2.  Case  2.  Intravenous  pyelogram  of  right  ec- 
topic kidney  over  sacral  area.  Lippes  loop  noted  in  left 
side  over  bladder. 


revealed  that  the  ectopic  kidney  contained  an  atopic  col- 
lecting system  and  was  located  over  the  wing  of  the  sa- 
crum. 

This  patient  was  presented  at  a tumor  conference  at 
the  Queens  Hospital  Center.  The  prevailing  opinion 
was  that  the  malignant  lesion  was  too  far  advanced  for 
surgical  removal  and  that  the  proper  mode  of  therapy 
would  be  radiation. 

Since  the  radiation  dose  would  amount  to  6,000  rads, 
and  since  the  kidney  could  only  tolerate  about  2,300 
rads,  the  question  was  posed  as  to  whether  or  not  the  ec- 
topic kidney  should  be  removed  or  transplanted  prior  to 
radiation  therapy,  lest  the  ectopic  kidney  be  damaged, 
and  in  a secondary  fashion  the  other  kidney  could  also 
be  affected.1 

A urologic  consultation  opinion  advised  against  kid- 
ney surgery,  either  removal  or  transplantation,  because 
the  incidence  of  hypertension  following  radiation  of  a 
kidney  is  less  than  30  per  cent.  It  was  suggested,  how- 
ever, that  after  radiation  therapy  the  patient  be  fol- 
lowed every  month  with  urinalysis  and  blood  urea  nitro- 
gen, serum  creatinine,  and  blood  pressure  determina- 
tions. In  the  event  of  the  development  of  hypertension, 
nephrectomy  should  be  considered. 

Case  4.  A twenty-three-year-old  black  female  first 
attended  the  antenatal  dystocia  clinic  on  December  16, 
1971.  Her  last  menstrual  period  was  on  September  8, 
1971,  and  the  estimated  date  of  confinement  was  June 
17,  1972.  Past  history  revealed  that  the  patient  had 
been  diagnosed  as  having  had  a right  solitary  pelvic  kid- 
ney compressing  bladder  and  uterus,  the  latter  being 
unicornuate.  This  was  first  discovered  in  Georgia.  She 


Six  cases  of  ectopic  pelvic  kidney  are  reported. 
This  infrequently  occurring  pelvic  mass  presents 
diagnostic  problems  and,  unrecognized,  can  be  fol- 
lowed by  serious  obstetric  and  gynecologic  conse- 
quences. The  symptoms  of  this  condition  are  not 
specific.  It  may  be  accompanied  by  congenital 
malformations  of  the  genital  tract  and  the  bony 
pelvis.  This  entity  poses  special  problems  if  pelvic 
irradiation  proves  to  be  necessary. 


had  had  two  premature  children,  one  with  a harelip  and 
cleft  palate,  both  alive  and  well.  Her  last  infant  was 
born  in  1970,  weighed  7 pounds,  one-half  ounce,  and 
died  shortly  after  birth  following  difficulty  with  an 
after-coming  head  in  a breech  delivery.  She  was  preec- 
lamptic at  that  time. 

She  experienced  two  convulsive  seizures  during  this 
pregnancy,  at  four  months  and  at  term,  respectively, 
and  on  June  19,  1972,  she  delivered  spontaneously,  from 
right  occipitoanterior  position,  a stillborn  infant  weigh- 
ing 5 pounds,  3 ounces. 

The  patient  signed  a release  to  go  home  on  the  third 
postpartum  day. 

Case  5.  A seventeen-year-old  white  female  was  first 
admitted  on  March  19,  1971,  to  Queens  Hospital  Center, 
complaining  of  sudden  sharp  onsets  of  abdominal  pain, 
lasting  for  a short  time  and  then  subsiding.  Her  last 
menstrual  period  was  on  December  24,  1970,  at  which 
time  her  urinary  chorionic  gonadotropin  disclosed  posi- 
tive findings. 

The  past  history  was  noncontributory.  Physical  ex- 
amination revealed  normal  abdominal  findings.  On 
pelvic  examination,  the  uterus  was  found  to  be  gesta- 
tional and  ten  to  twelve  weeks  in  size.  A mass  in  the 
left  adnexal  area,  10  cm.  in  size,  was  palpated  and  found 
to  be  somewhat  tender  and  cystic.  The  mass  was 
judged  to  be  an  ovarian  cyst,  and  the  patient  was  dis- 
charged but  cautioned  to  return  to  the  hospital  in  sever- 
al weeks  for  a laparotomy. 

The  patient  was  readmitted  on  April  19,  1971,  and  at 
that  time  the  uterus  was  felt  to  be  sixteen  to  eighteen 
weeks  in  size  and  was  deviated  to  the  right.  To  the  left 
of  the  uterus  and  superior  to  it  was  a “cystic”  nontender 
mass,  the  upper  border  of  which  extended  to  the  level  of 
the  umbilicus. 

A laparotomy  was  performed  on  April  22,  1971,  at 
which  time  the  findings  revealed  a gestational  uterus 
sixteen  to  eighteen  weeks  in  size;  at  the  left  pelvic  brim, 
a retroperitoneal  mass  measuring  10  by  5 by  4 cm.  and 
presenting  a bean-shaped  irregular  surface  was  revealed. 
On  urologic  consultation,  this  was  diagnosed  as  a left 
solitary  ectopic  kidney.  Other  findings  at  laparotomy 
were  the  absence  of  the  left  fallopian  tube  and  a streak- 
like organ  which  was  felt  to  be  a vestigial  left  ovary. 

The  patient  was  discharged  on  April  24,  1971,  and  was 
readmitted  on  August  18,  1971,  because  of  regular  labor 
contractions.  The  cervix  was  2 to  3 cm.  dilated  and  ap- 
proximately 90  per  cent  affected  and  with  a bulging  bag 
of  water.  The  fetus  was  felt  to  be  approximately  5 
pounds  and  in  breech  presentation. 
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FIGURE  3.  Case  5.  Intravenous  pyelogram  revealing  left 
solitary  ectopic  kidney  outside  of  true  obstetric  pelvis. 


A low-flap  cesarean  section  was  performed  for  mater- 
nal and  fetal  indications,  and  a breech-positioned  infant 
was  delivered.  Pelvic  inspection  confirmed  the  congen- 
ital absence  of  the  right  fallopian  tube  and  ovary  and 
absence  of  the  right  kidney.  The  left  kidney  was  15  by 
8 by  6 cm.  in  size  and  was  located  at  the  level  of  the  left 
pelvic  brim  (Fig.  3). 

Case  6.  A seventeen-year-old  black  female  was  ad- 
mitted to  Queens  Hospital  Center  on  November  29, 
1970,  in  active  labor;  her  last  menstrual  period  date  was 
unknown.  Her  uterus  was  felt  to  be  thirty-six  to  thirty- 
eight  weeks  in  size. 

In  her  past  history,  her  previous  record  revealed  a left 
ectopic  supernumerary  kidney  at  the  fourth  lumbar  ver- 
tebra. A normal  spontaneous  delivery  from  the  right 
occipitoanterior  position,  of  a male  term  infant  weighing 
7 pounds,  10  and  one-half  ounces,  occurred  after  a labor 
of  sixteen  hours  and  twenty-seven  minutes. 

The  patient  and  infant  were  discharged  on  the  fourth 
postpartum  day  in  good  condition  (Fig.  4). 

Comment 

As  these  cases  indicate,  it  is  of  importance  to 
rule  out  or  to  be  aware  of  the  presence  of  the  ec- 
topic kidney  so  that  the  tragedy  of  mistaking  it  for 
a pelvic  tumor  and  unnecessarily  removing  it  or 
subjecting  the  patient  to  needless  surgery  or  other 
harmful  procedures  can  be  avoided. 

Also,  in  Case  3,  the  presence  of  an  undetected 


FIGURE  4.  Case  6.  Retrograde  pyelogram  revealing  left 
ectopic  supernumerary  kidney  at  fourth  lumbar  vertabra. 


ectopic  kidney  can  expose  it  to  a disastrous  dose  of 
x-radiation  in  the  treatment  of  pelvic  cancers. 
Such  an  excessive  dose  to  the  kidney  can  cause 
acute  and  chronic  nephritis  and  benign  and  malig- 
nant hypertension.  Experiments  involving  unilat- 
eral renal  irradiation  have  shown  that  hyperten- 
sion causes  changes  in  arteries  of  various  sizes  in 
the  nonirradiated  kidney.1 

Cause,  incidence,  and  embryologic  development 

Ectopic  kidneys  are  necessarily  congenital  dis- 
placements of  the  kidney,  whereas  dystopic  kid- 
neys are  organs  that  originally  were  in  normal  po- 
sition but  have  subsequently  developed  an  ac- 
quired ptosis  for  various  reasons.  There  are  sev- 
eral features  that  aid  in  differentiating  these  two 
types. 

The  ectopic  kidney  has  a short  ureter,  an  abnor- 
mal blood  supply,  is  fixed,  and  is  only  slightly 
movable.  It  is  also  hypoplastic  with  a poor  adi- 
pose capsule.  Additionally,  the  ectopic  kidney 
may  appear  triangular,  disk-like,  or  irregularly 
oval.2 

In  most  cases  it  is  rotated  axially,  displaced  me- 
diad,  and  has  fetal  lobulation.  The  dystopic  kid- 
ney, with  acquired  displacement  on  the  other 
hand,  is  more  mobile,  has  a ureter  of  normal 
length,  and  has  a normal  anatomic  blood  vascular 
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supply. 

Ectopic  kidneys  are  frequently  associated  with 
genital  malformations,  the  reported  incidence 
being  18  and  38  per  cent.3  Also  noted  are  malfor- 
mations of  pelvic  bones. 

The  congenital  ectopic  kidney  can  be  found  in 
various  positions  as  outlined  here;  from  one-third 
to  two-thirds  are  found  in  the  true  pelvis. 

I.  Lumbar  ectopia 

A.  High,  above  second  lumbar  vertebra 

B.  Low,  between  iliac  bone  and  third  lumbar 

vertbra 

C.  Iliolumbar  at  iliac  crest 

II.  Iliacal,  at  level  of  iliac  fossa 

III.  Iliopelvic,  at  pelvic  inlet 

IV.  Pelvic,  in  the  true  pelvis 

Ectopic  kidneys  may  be  unilateral  or  bilateral; 
the  latter  are  often  horseshoe  kidneys.  Rarely, 
the  so-called  crossed  renal  ectopia  may  occur 
where  the  kidney  is  displaced  to  the  other  side,  but 
the  ureter  crosses  the  midline  and  enters  the  blad- 
der on  the  original  side.4 

Dystopic  kidneys,  since  they  can  be  displaced 
and  elevated  from  their  acquired  position,  are  in- 
frequently a cause  for  obstetric  difficulties. 

The  clinical  incidence  of  these  congenital  organs 
runs  from  0.1  per  1,000  to  1 to  2 per  1,000.  Autop- 
sy figures  of  large  series  however  have  shown  an 
occurrence  of  1 to  3,142  (Thomas  Barton  1936). 3 
More  are  detected  in  women  than  in  men,  because 
the  former  are  subjected  to  more  frequent  pelvic 
examinations.  It  has  been  stated  that  once  in 
22,000  cases,  aplasia  occurs  on  one  side  at  the  same 
time  that  ectopia  occurs  in  the  other.3 

The  fetal  kidney  progresses  in  a cephalad  direc- 
tion, closely  connected  with  the  genital  organs, 
and  becomes  abdominal  at  the  eighth  week.  In  its 
upward  movement,  the  source  of  the  blood  vascu- 
lar supply  changes  and  the  kidney  is  temporarily 
and  successively  supplied  at  its  different  levels 
from  the  sacral,  hypogastric,  external  iliac,  com- 
mon iliac  vessels,  and  the  aorta.  When  it  arrives 
near  its  final  destination,  it  obtains  its  permanent 
blood  supply.  The  final  position  does  not  occur 
until  the  second  year  of  life,  the  upper  border  of 
the  left  kidney  at  the  eleventh  thoracic  vertebra 
and  the  upper  border  of  the  right  kidney  at  the 
twelfth  thoracic  vertebra. 

Ectopic  kidney  as  encountered  in  gynecology 

Unfortunately,  the  diagnosis  of  ectopic  kidney  is 
more  often  made  at  laparotomy.  Symptoms  pre- 
sented by  ectopic  kidneys  are  sparse  and  un- 
characteristic. The  most  prominent  symptom  is 
pain  that  is  diffuse  and  may  be  located  in  the  lum- 
bar region  or  in  the  legs,  or  pain  may  obcur  in  the 
nature  of  dysmenorrhea.  The  symptom  of  pain  is 
often  recurrent,  and  may  be  the  result  of  drainage 
from  the  ectopic  kidney  being  incomplete  due  to 


pressure  at  the  ureteropelvic  juncture  from  anom- 
alous blood  vessels.5 

Many  of  these  kidneys  are  diseased  because 
their  positions  favor  urinary  stasis;  although 
healthy  and  diseased  kidneys  produce  symptoms, 
the  healthy  ones  show  a smaller  incidence  and  are, 
therefore,  more  difficult  to  diagnose.  The  diagno- 
sis is  also  difficult  to  make  because  of  the  inci- 
dence of  other  conditions  such  as  fibromyoma 
uteri  and  ovarian  tumors.  They  can  also  be 
wrongly  diagnosed  as  ileocecal  tumors,  tuberculo- 
sis, mesenteric  cysts,  ectopic  pregnancy,  and  ap- 
pendicitis. 

These  ectopic  kidneys  cannot  be  palpated  ab- 
dominally but  can  be  detected  on  pelvic  examina- 
tion. The  upper  border  is  difficult  to  map  out.  It 
has  been  suggested  that  finger  pressure  on  the  pel- 
vic kidney  for  a few  minutes  will  produce  albumin- 
uria. 

The  diagnosis  is  truly  made  by  means  of  the  in- 
travenous pyelogram.  During  pregnancy,  in 
strongly  suspicious  cases,  a one-shot  intravenous 
pyelogram  might  be  attempted  preceded  by  a flat- 
plate  film  of  the  lower  abdomen  and  pelvis. 

Ectopic  kidney  and  pregnancy 

Pregnancy  predisposes  to  urinary  tract  stasis 
due  to  hormonal  effect  and  pressure  on  the  ureter 
as  well  as  to  the  fact  that  the  bladder  is  prone  to 
overdistention  at  this  time.  Moreover,  recent 
work  has  shown  that  the  fundal  location  on  the 
placenta  in  the  uterus  may  be  a cause  of  hydrone- 
phrosis.6,7 It  is  felt  that  with  increasing  parity, 
thus  subjecting  the  kidney  to  increasing  disease, 
the  pelvic  kidney  may  eventually  become  larger 
(hydronephrosis)  and  that  the  congenital  ectopic 
kidney  may  also  develop  a further-acquired  dysto- 
pia, and  thus  sink  lower  in  the  pelvis.  Hence,  the 
first  few  deliveries  may  go  well,  but  subsequent 
ones  may  cause  obstructive  difficulties. 

Pregnancy  may  be  influenced  by  the  hyperten- 
sive effect  of  a diseased  kidney.  In  addition,  when 
the  kidney  lies  medially  in  the  pelvis  it  creates  a 
worse  obstruction  than  when  it  lies  laterally. 

In  case  series  reported  after  1950,  it  has  been 
claimed  that  50  per  cent  of  pregnancies  deliver 
spontaneously,  and  the  cesarean-section  rate  has 
been  37  per  cent.3 

In  regard  to  future  prognosis  for  the  mother,  ap- 
proximately 15  per  cent  develop  renal  complica- 
tions. Hydronephrosis  and  pyelonephritis  can 
cripple  the  kidney  and  in  addition  may  give  rise  to 
hypertension  which  can  affect  the  eventual  life 
span  of  the  mother. 

If  all  the  kidney  tissue  lies  in  the  true  pelvis, 
pregnancy  and  labor  can  cause  irreparable  kidney 
damage.  Under  such  conditions,  sterilization  and 
abortion  may  be  indicated  if  the  first  pregnancy 
develops  serious  complications. 

In  general,  it  is  increasingly  difficult  for  the 
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fetus  to  pass  the  ectopic  pelvic  kidney  with  an  in- 
crease in  number  of  pregnancies,  not  only  for  rea- 
sons previously  mentioned,  but  also  because  sub- 
sequent infants  may  tend  to  be  larger.  The  com- 
plication rate  in  multiparas  is  61.3  per  cent,  and 
the  overall  rate  is  51  per  cent.8 

The  abortion  frequency  is  around  15  per  cent. 
This  may  be  due  not  only  to  ectopic  kidneys  but 
also  to  associated  genital  malformations.  Celios- 
copy  and  sonar  may  offer  additional  diagnostic 
aids. 

Ectopic  kidney  during  pregnancy  is  generally 
treated  conservatively.  The  indication  for  cesare- 
an section  should  be: 

1.  In  patients  in  whom  the  entire  kidney  tissue 
lies  in  the  true  pelvis. 

2.  If  the  ectopic  kidney  is  wedged  between 
head  and  pelvis;  if  the  ectopic  kidney  is  uni- 
lateral, then  spontaneous  delivery  may  be 
attempted. 

3.  Elderly  primigravidae  with  questionable 
pelvic  measurements,  toxemia,  or  breech 
presentation. 


Loud  talking  children  get  vocal  cord  nodules 

That  loud  mouth  kid  who  talks  incessantly  and  shouts 
everybody  down  might  develop  nodules  on  his  vocal 
cords  that  will  cause  a hoarse,  raspy  voice,  say  reports  in 
the  publications  of  the  American  Medical  Association. 

“You  might  call  them  the  screamers,”  says  an  editorial 
in  the  September  15  1975,  issue  of  the  Journal  of  the 
AMA  by  Hugh  H.  Hussey,  M.D.,  editor  emeritus.  The 
editorial  comments  on  a report  that  appeared  in  the  Oc- 
tober issue  of  Archives  of  Otolaryngology. 

In  the  Archives,  Robert  J.  Toohill,  M.D.,  of  the  Medi- 
cal College  of  Wisconsin,  Milwaukee,  reports  that  some 
1 per  cent  of  all  children  develop  vocal  nodules.  Boys 
outnumber  girls  by  more  than  3 to  1.  Peak  years  are  be- 
tween five  and  ten.  Therapy  of  various  types  some- 
times is  successful,  but  the  problem  usually  disappears 
anyway  at  puberty,  Dr.  Toohill  says. 

The  screaming  child  often  is  more  immature  and  less 
able  to  handle  stressful  situations  than  his  peers.  Anxi- 
ety and  stress  within  the  family  or  at  school  contribute 
to  his  problem.  Of  the  77  children  in  the  Wisconsin 
study,  63  had  older  brothers  or  sisters  or  both.  The 
younger  ones  felt  they  had  to  shout  to  get  attention  at 
home  and,  later,  at  school. 


It  is  dangerous  to  attempt  to  draw  a head  past 
an  ectopic  kidney  with  forceps. 

Long  Island  Jewish-Hillside  Medical  Center 
82-68  164th  Street 
Jamaica,  New  York  11432 
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Parents  of  62  of  the  77  children  described  their 
youngsters  as  screamers.  They  were  likely  to  be  aggres- 
sive, hyperactive,  nervous,  tense,  frustrated,  or  emotion- 
ally disturbed. 

A few  of  the  children  could  trace  their  vocal  nodules 
directly  to  a stress  situation.  There  was  a nine-year-old 
quarterback  who  shouted  signal  calls  for  plays,  an 
eleven-year-old  boy  who  became  hoarse  from  singing, 
and  twelve-year-old  girl  who  strained  her  voice  acting  an 
intense  role  in  a play.  But  most  of  the  nodule  group 
were  just  plain  screamers.  Some  of  the  children  would 
have  good  voice  quality  in  the  morning,  but  would  be 
hoarse  and  whispering  by  evening,  after  a day  of  over- 
loud  talking  and  shouting. 

Therapy  was  administered  variously  by  school  speech 
therapists,  professional  speech  therapists,  or  through 
parental  involvement  and  counseling  with  psychological 
help.  Some  improved,  but  some  who  received  no  help 
whatever  did  as  well  as  those  treated. 

Since  the  nodules  disappear  with  the  voice  change  of 
puberty,  Dr.  Hussey  points  out  that,  although  deserving 
of  therapy  in  an  effort  for  improvement,  “one  might 
consider  the  dictum  of  many  a physician,  especially  as 
regards  members  of  his  own  family,  namely,  ‘Let  it  alone 
and  it  will  go  away,’” 
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QUESTION  187.  This  sixty-six-year-old  woman,  in  generally  good  health,  was  admitted  for  preoperative  evaluation 
prior  to  an  elective  surgical  procedure.  What  is  the  interpretation  of  this  electrocardiogram? 


QUESTION  188.  The  patient  was  an  eighty-four -year-old  man  with  heart  block,  and  a ventricular  synchronous 
pacemaker  had  been  inserted.  The  top  strip  was  obtained  shortly  aftferward.  The  middle  strip  was  taken  six  months 
after  insertion  at  an  emergency  room  following  a syncopal  episode.  The  bottom  strip  was  obtained  the  next  day  fol- 
lowing another  syncopal  episode.  What  is  the  interpretation ? 


Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  187.  The  rhythm  is  regular  sinus;  the 
standard  limb  leads  are  within  normal  limits.  In 
Vi,  the  R wave  is  5 mv.  in  height.  The  S wave  is 
small.  The  remainder  of  the  V leads  are  normal. 
The  finding  of  an  isolated  dominant  R wave  in  Vi 
is  suspicious  of  old  posterolateral  infarction,  since 
this  rarely  occurs  in  normal  individuals.  While 
this  tracing  does  not  conclusively  indicate  old 
damage,  it  is  strongly  suggestive.  Right  ventricu- 
lar hypertrophy  can  produce  a large  R wave  in  Vj 


but  is  usually  accompanied  by  right-axis  deviation 
of  at  least  100  degrees. 

Question  188.  The  top  strip  shows  a regular 
pacemaker  spike  at  a rate  of  70  per  minute.  Each 
spike  is  followed  by  ventricular  depolarization. 
The  pacer  is  functioning  properly  in  a fixed  rate 
mode.  The  middle  strip  shows  regular  pacer 
spikes,  each  followed  by  ventricular  depolariza- 
tion. However,  the  rate  of  the  pacemaker  has  de- 
creased to  55  per  minute.  The  bottom  strip  shows 
complete  heart  block  at  a rate  of  25  per  minute.  A 
spike  is  superimposed  on  each  spontaneous  QRS. 

Sudden  slowing  of  the  escape  rate  of  a demand 
pacemaker,  or  the  fixed  rate  of  a fixed-rate  pace- 
maker of  over  2 beats  per  minute,  indicates  im- 
pending pacemaker  failure.  The  patient  should 
have  the  pacemaker  pack  changed.  This  was  not 
done  in  this  case  at  the  time  of  the  second  strip. 


Circumcision  not  essential:  American 
Academy  of  Pediatrics 

“There  is  no  absolute  medical  indication  for  routine 
circumcision  of  the  newborn,”  an  Ad  Hoc  Task  Force  of 
the  American  Academy  of  Pediatrics  has  concluded  in  a 
statement  published  in  the  October,  1975,  issue  of  Pedi- 
atrics, the  Academy’s  monthly  scientific  journal. 

The  Task  Force  was  created  to  review  data  regarding 
the  advantages  and  disadvantages  of  circumcision. 
Among  their  findings: 

• “There  is  evidence  that  carcinoma  (cancer)  of  the 
penis  can  be  prevented  by  neonatal  circumcision. 
There  is  also  evidence  that  optimal  hygiene  confers  as 
much,  or  nearly  as  much,  protection.” 

• “There  is  presently  no  convincing  scientific  evi- 
dence to  substantiate  the  assertion  that  circumcision  re- 
duces the  eventual  incidence  of  cancer  of  the  prostate.” 

• “Adequate  studies  to  determine  the  relationship 
between  circumcision  and  the  incidence  of  venereal  dis- 
ease have  not  been  performed.” 

The  Task  Force  also  said  that  physicians  should 
stress  the  necessity  for  lifelong  penile  hygiene  with  par- 
ents who  choose  not  to  have  their  sons  circumcised.  It 


said  that  prematurity,  neonatal  illness,  congenital 
anomalies,  and  bleeding  problems  are  “absolute  con- 
traindications” to  circumcision  in  the  newborn  infant. 
The  Task  Force  said  circumcision  should  not  be  per- 
formed in  the  delivery  room  immediately  after  birth, 
but  should  wait  until  the  infant  is  at  least  twelve  to 
twenty-four  hours  old. 

“A  program  of  education  leading  to  continuing  good 
personal  hygiene  would  offer  all  the  advantages  of  rou- 
tine circumcision  without  the  attendant  surgical  risk,” 
the  Task  Force  said.  “Therefore,  circumcision  of  the 
male  neonate  cannot  be  considered  an  essential  compo- 
nent of  adequate  total  health  care.” 

The  statement  noted  that  cultural  and  religious  fac- 
tors play  a part  in  the  decision  of  whether  to  circumcise, 
and  said  “it  is  the  responsibility  of  the  physician  to  pro- 
vide parents  with  factual  and  informative  medical  op- 
tions regarding  circumcision.  The  final  decision  is 
theirs  (the  parents),  and  should  be  based  on  true  in- 
formed consent.” 

The  Task  Force  was  chaired  by  Hugh  C.  Thompson, 
M.D.,  a former  President  of  the  Academy.  Other  mem- 
bers were  Doctors  Lowell  R.  King,  Eric  Knox,  and  Shel- 
don B.  Korones. 
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Blood-Tinged  Diarrhea 


Case  history 

Jeng  Yul  Gu,  M.D.*:  This  fifty-nine-year-old 
male  had  had  several  previous  admissions  to  the 
Syracuse  Veterans  Administration  Hospital  for 
treatment  of  psychotic  depression,  gangrenous  ul- 
cerations of  both  legs,  chronic  obstructive  pulmo- 
nary disease  with  associated  pneumonitis  and  ab- 
scess, diverticulosis,  and  bleeding  hemorrhoids. 
He  was  most  recently  readmitted  for  complaints  of 
blood-tinged  sputum,  shortness  of  breath,  and  di- 
arrhea. He  had  been  having  5 to  7 blood-tinged 
stools  per  day  for  the  last  two  months. 

Physical  examination  revealed  an  increased  an- 
teroposterior diameter  of  the  chest.  There  was 
dullness  to  percussion  at  both  bases,  rales  at  the 
left  base,  and  diffuse  rhonchi  over  the  right  lung. 
Abdominal  examination  revealed  hepatomegaly 
and  a diffusely  tender  lower  abdomen,  especially 
the  left  lower  quadrant.  There  was  no  evidence  of 
peritoneal  irritation. 

Pulmonary  function  test  results  were  compat- 
ible with  chronic  obstructive  airway  disease. 

Laboratory  examination  results  were  as  follows: 
complete  blood  count  included  a total  red  blood 
count  of  3.41  times  106;  hematocrit  of  29;  hemoglo- 
bin of  9.8  Gm.  per  100  ml.;  white  blood  count  of 
11.7  times  103  with  33  per  cent  neutrophil  seg- 
ments and  56  per  cent  neutrophil  bands;  and  6 per 
cent  lymphocytes  and  5 per  cent  monocytes.  The 
patient  had  a total  bilirubin  of  3.6  mg.  per  100  ml. 
The  direct  was  1.4  mg.  per  100  ml.;  he  had  a serum 
glutamic  oxaloacetic  transaminase  of  10  I.U.  per 
liter,  a lactic  dehydrogenase  of  231  I.U.  per  liter, 
and  an  alkaline  phosphatase  of  131  I.U.  per  liter. 

A barium  examination  was  then  performed,  and 
a previous  barium  enema  was  reviewed. 

Edward  J.  Lane,  M.D.+:  Radiographs  from  a 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy. Staff  Radiologist,  Veterans  Administration  Hospital. 

f Assistant  Professor,  Department  of  Radiology. 


barium  enema  performed  six  months  previously 
show  diverticulosis  and  limited  distensibility  in- 
volving the  left  side  of  the  colon  (Fig.  1).  The  re- 
cent barium  enema  shows  different  findings  (Fig. 
2).  The  previously  seen  diverticula  are  no  longer 
visible.  While  there  is  again  poor  distensibility  of 
the  descending  colon  and  rectosigmoid  area,  multi- 
ple tiny  ulcerations  are  now  present  in  the  de- 
scending colon  as  well  as  the  distal  one  third  of  the 
transverse  colon.  There  is  a suggestion  of  some 
pseudopolypoid  formations.  The  haustral  mark- 
ings appear  edematous  in  the  proximal  part  of  the 
involved  colon  and  are  not  well  seen  at  all  in  the 
distal  part  of  the  involved  colon.  A spot  film 
shows  barium  within  the  wall  of  the  sigmoid  colon 
(Fig.  3).  No  segmental  stenoses,  skipping,  or 
thumbprinting  is  present.  The  presence  of  bari- 
um outside  the  lumen  of  the  colon  in  a patient 
with  known  diverticulosis  suggests  diverticulitis 
with  intramural  abscess  formation.  In  addition, 
the  colon  shows  findings  typical  of  ulcerative  coli- 
tis. Therefore,  the  patient  has  two  colonic  pro- 
cesses occurring  together,  an  unlikely  coincidence. 

Dr.  Lane’s  diagnoses 

1.  Acute  diverticulitis  with  intramural  ab- 
scess 

2.  Ulcerative  colitis 

Dr.  Gu:  Following  unsuccessful  attempts  at 

medical  management,  a total  colectomy  was  per- 
formed. 

Pathologic  discussion 

Chaidong  Cho,  M.D.**:  The  surgical  speci- 

men consisted  of  the  entire  colon  to  the  sigmoid 
with  an  attached  2-cm.  segment  of  terminal  ileum 
and  appendix.  On  opening  the  colon  longitudinal- 
ly, the  mucosal  surface  was  noted  to  be  diffusely 
edematous  and  appeared  moist  and  glistening  with 
some  adherent  mucoid  material.  Other  than  a few 
diverticula,  no  grossly  evident  lesion  was  found  in 
the  ascending  colon.  In  the  midportion  of  the  de- 

**  Assistant  Professor,  Department  of  Pathology.  Patholo- 
gist, Veterans  Administration  Hospital. 
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FIGURE  1.  First  barium  enema.  (A)  Anteroposterior 
view  shows  multiple  diverticula  and  limited  distensibility  in- 
volving left  colon.  (B)  Lateral  view. 


FIGURE  2.  Recent  barium  enema.  Poor  distensibility  of 
left  side  of  colon.  Multiple  tiny  ulcers  and  few  pseudopo- 
lypoid  formations  present.  Intramural  barium  collection 
seen  in  sigmoid  colon. 

scending  colon,  the  lumen  became  considerably 
narrowed,  and  the  bowel  wall  was  moderately 
thickened.  The  mucosal  surface  here  showed  po- 


FIGURE  3.  Spot  film  of  sigmoid.  Area  of  abnormal  co- 
lonic mucosa  with  multiple  ulcerations.  Intramural  barium 
collection  medial  wall  of  sigmoid  colon. 


lypoid  areas  alternating  with  many  small  shallow 
ulcers  (Fig.  4).  The  serosal  surface  at  this  same 
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FIGURE  4.  Gross  specimen  colon.  Larger  portion  of  co- 
lonic mucosa  edematous  with  attached  exudate.  Portion 
of  descending  and  sigmoid  colon  considerably  narrowed 
with  thick  wall  and  "pseudopolyps." 

level  was  markedly  indurated.  A linear  fistula 
tract  approximately  3 cm.  in  length  was  identified 
on  histologic  examination.  The  tract  was  found  to 
be  directly  connected  with  a ruptured  diverticu- 
lum (Fig.  5).  Microscopic  examination  of  the  ad- 
jacent mucosa  showed  many  crypt  abscesses,  a few 
pseudopolyps,  and  abundant  mononuclear  infil- 
trates confined  to  the  lamina  propria  and  submu- 
cosa. 

Comment 

Dr.  Gu:  Collins1  first  described  the  combina- 
tion of  ulcerative  colitis  and  colonic  diverticulitis 
in  1960.  In  1961  he  reported  16  patients  with  ul- 
cerative colitis  engrafted  on  acute  diverticulitis 
coli.2  These  were  the  only  cases  of  this  twin  entity 
he  found  in  a review  of  1,140  cases  of  acute  colonic 
diverticulitis.  Only  1 of  the  16  cases  had  had  a 
prior  attack  of  acute  ulcerative  colitis.  It  was  his 
feeling  that  because  of  the  severe  mortality  rate  in 
his  series,  62.5  per  cent,  optimum  therapy  called 
for  an  immediate  permanent  ileostomy,  a subse- 
quent colectomy,  and  a combined  abdominoperi- 
neal resection  of  the  rectum  and  anus. 

He  further  compared  the  clinical  presentations 
of  these  cases  with  his  cases  of  diverticulitis  coli 
without  superimposed  ulcerative  colitis.3  He 
found  that  the  former  patients  were  younger,  were 
more  frequently  beset  with  the  complication  of  co- 
lonic perforation,  and  had  15  times  the  operative 
mortality  rate. 

Bates  and  Kaminsky4  in  reporting  4 cases  of  di- 
verticulitis and  ulcerative  colitis  stressed  the  need 
for  repeat  sigmoidoscopy  if  there  was  a definite 
change  in  the  patient’s  clinical  picture. 

In  an  article  printed  in  the  journal  Radiology  in 
1965,  Beranbaum,  Yaghmai,  and  Beranbaum5 
added  4 more  cases  and  discussed  their  radio- 


FIGURE  5.  Mucosal  portion  of  diverticulum.  Directly 
communicates  with  pericolonic  fistulous  tract  (hematoxylin 
and  eosin  stain). 


graphic  findings  in  some  detail.  They  concluded 
that  the  x-ray  manifestations  of  the  two  diseases 
varied  depending  on  the  stage  of  development  of 
the  two  entities.  If  the  manifestations  of  either  of 
the  two  entities  predominated,  they  would  obscure 
the  other  disease.  For  example,  the  inflammatory 
state  of  ulcerative  colitis  may  cause  the  diverticula 
to  become  completely  necrotic  to  the  extent  that 
their  lumina  are  barely  visible.  In  those  cases 
where  the  diverticular  disease  is  more  prominent, 
fine  ulcerations  in  the  diverticula  themselves 
might  be  the  only  clue  to  the  correct  diagnosis. 
The  diverticula  may  be  markedly  distorted  by  the 
inflammatory  process.  Also,  longer  segments  of 
the  colon  are  usually  involved  in  ulcerative  colitis 
than  in  uncomplicated  diverticular  disease  of  the 
colon.  In  those  cases  where  the  ulcerative  colitis 
becomes  chronic,  the  diverticula  may  not  be  iden- 
tified radiographically  due  to  scarring  over  of  their 
ostia.  More  often  the  colonic  diverticula  antedate 
the  ulcerative  colitis.  If  a previous  enema  exami- 
nation is  available  for  review,  the  progression  of 
events  becomes  obvious.  That  is  the  case  in  the 
instance  reported  here. 

Final  diagnoses 

1.  Ulcerative  colitis 

2.  Diverticulitis  coli 
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I 

Drug  Information* 


Questions  and  Answers 

What  is  the  recommended  influenza  vaccine  for  the 
1975-1976  season?  Is  it  different  from  that  available 
last  year?  What  is  the  recommended  schedule  for  vac- 
cination? 

The  Bureau  of  Biologies,  Food  and  Drug  Administra- 
tion, reviews  influenza  vaccine  formulation  regularly 
and  recommends  reformulation  with  contemporary  anti- 
gens when  indicated.  Influenza  virus  vaccine,  bivalent 
immunizing  antigen,  for  1975-1976  differs  from  the 
1974-1975  influenza  vaccine  in  the  A influenza  virus 
component.  The  1975-1976  vaccine  contains  no  less 
than  1,200  CCA  (chick  cell  agglutinating)  units  per 
human  dose  (0.5  ml.)  in  the  recommended  ratio  of  350 
CCA  units  of  the  A influenza  virus  component  represen- 
tative of  A/Port  Chalmers/1/73  (H3N2),  350  CCA  units 
of  the  A influenza  virus  component  representative  of 
A/Scotland/840/74  (H3N2),  and  500  CCA  units  of  the  B 
influenza  virus  component  representative  of  B/Hong 
Kong/5/72.1 

For  1974-1975,  the  vaccine  contained  in  each  adult 
dose  (0.5  ml.)  was  not  less  than  1,200  CCA  units  of  anti- 
gen in  the  following  proportion:  700  CCA  units  of  a 

type  A strain  comparable  to  the  prototype,  A/Port  Chal- 
mers/1/73 (H3N2),  and  500  units  of  a type  B strain,  B/ 
Hong  Kong/5/72.2 

Influenza  control  through  widespread  vaccination  is 
not  currently  a public  health  objective,  but  the  Advisory 
Committee  on  Immunization  Procedures  of  the  U.S. 
Public  Health  Service  recommends  seasonal  immuniza- 
tion for  persons  in  the  following  categories:  (1)  persons 
suffering  from  chronic  health  problems  such  as  rheu- 
matic heart  disease  (especially  with  mitral  stenosis), 
other  cardiovascular  disorders  such  as  arteriosclerotic 
heart  disease  and  hypertension  (especially  those  with 
evidence  of  frank  or  incipient  cardiac  insufficiency), 
chronic  bronchopulmonary  disease  (such  as,  chronic 
asthma,  chronic  bronchitis,  bronchiectasis,  pulmonary 
emphysema,  pulmonary  tuberculosis),  chronic  renal  dis- 
ease, patients  with  diabetes  mellitus  and  other  chronic 
metabolic  disorders,  and  patients  with  Addison’s  dis- 
ease; (2)  patients  residing  in  nursing  homes,  chronic  dis- 
ease hospitals,  or  in  other  such  environments  who  are 
considered  at  particular  risk  since  the  living  arrange- 

*  The  “Questions  and  Answers”  column  is  compiled  jointly 
by  the  Brookdale  Inter-Regional  Pharmaceutic  and  Therapeu- 
tic Drug  Information  Center  of  Brooklyn  College  of  Pharmacy, 
Long  Island  University,  and  the  New  Jersey  Regional  Medical 
Program  Pharmaceutic  and  Therapeutic  Drug  Information 
Center,  The  Valley  Hospital,  Ridgewood,  New  Jersey.  The 
centers  provide  therapeutic  and  pharmaceutic  information  not 
readily  available  to  physicians,  pharmacists,  and  related  health 
professionals  at  no  charge  and  with  minimal  time  involvement. 
Walter  Modell,  M.D.,  Fmeritus  Professor  of  Pharmacology  at 
Cornell  University  Medical  College,  is  pharmacologist  consul- 
tant. The  service  is  available  from  9:00  A.M.  to  4:30  P.M., 
Monday  through  Friday,  at  (212)622-8989. 


ments  may  allow  greater  spread  of  disease  if  an  outbreak 
is  established;  and  (3)  older-age  groups,  such  as,  persons 
over  forty-five,  and  particularly  those  over  sixty-five. 

In  addition,  seasonal  vaccination  may  be  advisable, 
when  epidemic  influenza  is  forecast,  for  those  groups 
providing  essential  community  services,  and  who, 
through  their  occupations,  are  exposed  to  high-risk  sit- 
uations: hospital  and  other  health  service  personnel 

and  public  safety  personnel.1 

The  primary  series  of  influenza  virus  vaccine,  biva-  I 
lent,  has  traditionally  been  two  doses  given  at  an  inter-  i 
val  of  approximately  two  months.  In  1973  the  Advisory 
Committee  on  Immunization  Practices  advised  that, 
based  on  preliminary  data,  the  second  dose  provides  lit- 
tle additional  benefit  and  that  it  is  reasonable  to  give  a 
single  dose  of  vaccine  for  either  primary  or  annual 
booster  vaccination.  In  either  dosage  regimen,  vaccina- 
tion should  be  completed  by  mid-November.  The  dose 
for  an  adult  or  child  over  ten  years  of  age  is  0.5  ml.  I 
Fractional  doses  for  primary  immunization  may  be  ad- 
ministered according  to  the  following  schedule:  (1) 

children  from  three  months  to  six  years  of  age,  two  in- 
jections of  0.05  to  0.1  ml.  each,  one  to  two  weeks  apart,  ! 
followed  by  a third  dose  of  0.05  to  0.1  ml.  two  months 
later;  (2)  children  between  six  and  ten  years  of  age,  two 
injections  of  0.25  ml.  each,  given  at  least  two  months 
apart.  A single  booster  injection  at  the  dosage  volumes 
here  recommended  may  be  administered  to  infants  and 
children  who  have  been  vaccinated  previously.1 

1.  New  formulation,  Pharm.  Index  17: 10  (July)  1975. 

2.  Recommendation  of  the  Public  Health  Service  Advisory 
Committee  on  Immunization  Practices,  Morbid.  Mortal.  Week-  i 
ly  Rep.  23:  215  (June  15)  1974. 

Recent  reports  in  the  New  York  Times  and  New  York 
Post  stated  that  metronidazole  (Flagyl)  has  been 
shown  to  cause  malignant  tumors  in  mice  and  rats.  * 
Please  provide  information  concerning  same. 

Metronidazole  is  a systemic  trichomonicide  and  ame- 
bacide  which  had  been  used  extensively  since  1960  and 
has  recently  been  shown  to  be  active  against  various  an-  i 
aerobic  bacteria,  including  organisms  which  demon-  ft 
strated  significant  resistance  to  many  antimicrobial 
agents.1 

In  long-term  studies,  metronidazole  has  been  reported 
to  increase  the  incidence  of  lung  tumors  and  malignant 
lymphomas  in  Swiss  mice,  the  incidence  of  mammary 
tumors  in  female  Sprague  Dawley  rats,2  and  the  muta-  I 
tion  rate  in  some  strains  of  bacteria.3  For  this  reason, 
Ralph  Nader’s  Health  Research  Group  of  Washington, 
D.C.,  urged  the  FDA  “to  take  prompt  action  against  the 
use  of  metronidazole  for  the  treatment  of  trichomonas 
vaginitis  because  the  drug  causes  cancer,  gene  muta-  I 
tions,  and  birth  defects.”  It  must,  however,  be  noted 
that  there  are  no  reports  of  metronidazole  inducing  tu- 
mors in  human  beings.4  • 

In  conclusion,  although  to  date  there  are  no  reports  of 
metronidazole  inducing  tumors  in  human  beings,  it  has 
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been  shown  to  be  carcinogenic  in  rodents  and  mutagenic 
in  bacteria.  Until  this  question  of  carcinoma  is  re- 
solved, it  appears  that  metronidazole  should  not  be  used 
in  treating  conditions  which  respond  to  other  conven- 
tional therapy. 

1.  Tallv,  F.  P.,  et  al .:  Metronidazole  versus  anaerobes, 

Calif.  Med'.  117:  22  (1972). 

2.  American  Hospital  Formulary  Service,  American  Society 
of  Hospital  Pharmacists,  Washington,  D.C.,  1974,  vol  8,  p.  32. 

3.  Is  Flagyl  dangerous?  M.  Letter  17:  53  (June  20)  1975. 

4.  Based  on  personal  correspondence  with  G.  D.  Searle  & 
Co.,  Chicago,  Illinois. 

Do  you  have  reports  of  myocardial  infarctions  being 
associated  with  withdrawal  of  propranolol  in  patients 
with  angina  pectoris? 

Propranolol  (Inderal)  may  be  used  in  patients  with 
moderate  to  severe  angina  pectoris  who  have  not  re- 
sponded to  conventional  measures.  Sudden  withdrawal 
of  propranolol  from  patients  with  stable  angina  pectoris 
may  result  in  a syndrome  which  is  manifested  by 
marked  increase  in  the  severity  and  frequency  of  angina 
and,  in  some  instances,  myocardial  infarction.1-3  Al- 
though this  syndrome  has  been  described  in  proprano- 
lol’s labeling  for  the  past  several  years,  owing  to  its  seri- 
ousness and  several  recently  published  reports  of  its  oc- 
currence, the  FDA  has  added  the  following  box  warning 
to  propranolol’s  labeling: 

There  have  been  reports  of  exacerbation  of  angi- 
na and  myocardial  infarction  following  abrupt  dis- 
continuance of  propranolol.  Therefore,  when  dis- 
continuance of  propranolol  is  planned,  the  dosage 
should  be  gradually  reduced  and  the  patient  care- 
fully monitored.  In  addition,  when  propranolol  is 
prescribed,  the  patient  should  be  cautioned  against 
interruption  and  cessation  of  therapy  without  the 
physician’s  advice.  Since  coronary  artery  disease 
may  be  unrecognized,  it  may  be  prudent  to  follow 
the  above  advice  in  older  patients  given  propranolol 
for  other  indications. 

In  a recent  report  by  Alderman  et  al.,4  they  found 
that  6 patients  with  stable  exertional  angina  pectoris 
immediately  developed  unstable  angina  after  cessation 
of  propranolol  therapy.  The  character  and  frequency  of 
the  pain  episodes  were  significantly  worse  than  those 
the  patients  had  experienced  either  before  or  during 
propranolol  treatment.  Four  patients  had  acute  coro- 
nary events  (myocardial  infarction  in  3 and  sudden 
death  in  1)  after  two  to  twenty-one  days  of  continuing 
unstable  angina.  Two  patients  returned  to  their  usual 
clinical  state  when  propranolol  therapy  was  recom- 
menced. All  patients  had  moderately  severe  angina  be- 
fore treatment  and  had  shown  excellent  clinical  re- 
sponses to  propranolol  therapy. 

Olson  et  al.5  in  a double  blind  study  evaluated  the  ef- 
fects of  sudden  propranolol  withdrawal  in  20  patients 
with  coronary  artery  disease  and  severe  angina  pectoris 
who  were  receiving  propranolol,  160  to  320  mg.  per  day, 
for  from  six  to  eight  consecutive  weeks.  Within  two 
weeks  after  discontinuing  propranolol,  12  patients 
showed  an  increase  in  weekly  angina  attacks  from  seven 
to  eleven,  3 patients  developed  unstable  angina  and 
were  hospitalized,  1 patient  was  hospitalized  with  ven- 
tricular tachycardia,  1 patient  had  a massive  myocardial 
infarction  and  subsequently  died,  and  1 patient  died 
suddenly. 


In  conclusion,  the  true  incidence  of  this  syndrome  is 
not  known,  and  to  date  angina  has  not  been  reported 
following  withdrawal  of  propranolol  from  patients  treat- 
ed for  conditions  other  than  angina  pectoris.6  However, 
when  discontinuance  of  propranolol  is  planned,  the  dos- 
age should  be  gradually  reduced  and  the  patient  careful- 
ly monitored.  The  patient  should  be  cautioned  against 
interruption  and  cessation  of  therapy  without  the  physi- 
cian’s advice. 

1.  Slome,  R.:  Withdrawal  of  propranolol  and  myocardial 

infarction,  Lancet  1:  156  (Jan.  20)  1973. 

2.  N'ellen.  M.:  ibid.  1:  558  (Mar.  10)  1973. 

3.  Diaz,  R.  G.,  et  al. : ibid.  1: 1068  (May  12)  1973. 

4.  Alderman,  E.  L.,  et  al.:  Coronary  artery  syndromes 

after  sudden  propranolol  withdrawal,  Ann.  Int.  Med.  81:  625 
(Nov.)  1974. 

5.  Olson,  H.  G.,  et  al.:  The  propranolol  withdrawal  re- 
bound phenomenon:  Acute  and  catastrophic  exacerbation  of 

symptoms  and  death  following  the  abrupt  cessation  of  large 
doses  of  propranolol  in  coronary  artery  disease,  Am.  J.  Cardiol. 
35:  162  (Jan.)  1975. 

6.  Sudden  withdrawal  of  propranolol  dangerous,  FDA  Drug 
Bull.  5:  6 (Apr. -June)  1975. 

Should  patients  receiving  major  tranquilizer  therapy 
receive  antiparkinson  drugs  prophylactically? 

The  antipsychotic  agents  produce  a wide  variety  of 
untoward  effects  including  extrapyramidal  reactions. 
The  piperazine  compounds*  and  haloperidol  (Haldol) 
more  often  than  the  aliphatic  compounds1  produce  a 
parkinsonian  syndrome  and  akathisia.  The  piperidine 
compounds**  are  least  likely  to  produce  these  reactions. 
The  piperazine  compounds  and  haloperidol  also  are 
more  likely  to  induce  dyskinetic  reactions,  especially  in 
younger  patients.  A rare  syndrome,  tardive  dyskinesia 
(rhythmic  movements  of  tongue,  jaw,  and  face),  occurs 
in  older  patients  after  prolonged  administration  of  anti- 
psychotic agents  and  may  persist  after  termination  of 
therapy.1 

To  control  these  drug-induced  extrapyramidal  reac- 
tions, a number  of  synthetic  antispasmodics  with  anti- 
cholinergic activity  have  been  prescribed.  These  an- 
tiparkinson agents  proved  so  successful  in  reducing  or 
relieving  these  extrapyramidal  reactions,  that  they 
began  to  be  used  routinely  and  extensively  for  patients 
given  antipsychotic  medications.2  Recent  studies  have 
suggested  that  the  prophylactic  use  of  antiparkinson 
agents  may  be  unnecessary.2-5  In  addition,  it  has  been 
hypothesized  that  a deficiency  of  acetylcholine  activity 
exists  in  patients  with  tardive  dyskinesia.  An  anticho- 
linergic agent  which  further  antagonizes  acetylcholine 
would  be  expected  to  increase  the  patient’s  risk  of  devel- 
oping this  syndrome,  which  is  frequently  irreversible.5-6 

During  a two-year  period  al  the  Massachusetts  Men- 
tal Health  Center,  62  per  cent  of  555  patients  admitted 
were  placed  on  pharmacotherapy  of  which  38  per  cent 
were  also  given  antiparkinson  drugs.  Of  the  latter 
group,  59  per  cent  received  an  antiparkinson  agent  after 
a side-effect  had  been  observed,  but  38  per  cent  were 
started  on  an  antiparkinson  drug  at  the  same  time  they 
initially  received  a psychotropic  drug.  The  lowest  inci- 
dence of  side-effects  were  noted  in  those  patients  who 

* The  piperazine  group  of  antipsychotic  compounds  include, 
fluphenazine  (Prolixin,  Permitil),  perphenazine  (Trilafon),  pro- 
chlorperazine (Compazine)  and  trifluoperazine  (Stelazine). 

1 The  aliphatic  group  of  antipsychotic  compounds  include, 
chlorpromazine  (Thorazine),  promazine  (Sparine)  and  triflu- 
promazine  (Vesprin). 

**  The  piperidine  group  of  antipsychotic  agents  include, 
thioridazine-  (Mellaril),  and  mesoridazine  (Serentil). 
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never  received  an  antiparkirtson  drug,  and  after  examin- 
ing the  incidence  of  extrapyramidal  symptoms  in  the 
other  groups,  it  was  obvious  that  the  administration  of 
antiparkinson  drugs  did  not  preclude  the  occurrence  of 
these  symptoms.  In  fact,  rigidity  and  akathisia  actually 
was  observed  slightly  more  frequently  in  patients  who 
had  undergone  the  prophylactic  regimen.2 

Stratas  et  al.3  evaluated  88  female  patients  receiving 
antiparkinson  drugs  secondary  to  phenothiazines  for  ex- 
trapyramidal movement  disorders.  When  the  antipark- 
inson drugs  were  discontinued  over  a nine-week  period, 
64  per  cent  showed  no  extrapyramidal  symptoms.  The 
remaining  24  patients  were  divided  as  follows:  16  were 
placed  on  reduced  dosages  of  the  same  phenothiazines, 
and  8 were  switched  to  thioridazine.  Of  the  16  patients 
placed  on  reduced  dosage,  13  were  free  of  extrapyra- 
midal symptoms  when  re-evaluated  at  two  weeks;  the 
remaining  3 responded  to  thioridazine.  All  8 patients 
placed  directly  on  thioridazine  lost  their  extrapyramidal 
symptoms.  The  author  concluded  that  75  per  cent  of 
patients  receiving  phenothiazines  do  not  need  antipark- 
inson agents,  and  the  remaining  25  per  cent  respond  to 
reduction  of  dosage  or  transfer  to  thioridazine. 

Orlov  et  al.4  withdrew  the  antiparkinson  medication 
from  78  patients  also  receiving  antipsychotic  medica- 
tions. Only  9 per  cent  showed  a recurrence  of  symp- 
toms requiring  the  restarting  of  the  antiparkinson  medi- 
cations. 

In  conclusion,  studies  have  shown  that  it  is  not  neces- 
sary to  administer  antiparkinson  drugs  prophylactically 
to  all  patients  at  the  outset  of  major  tranquilizer  thera- 
py. In  fact,  antiparkinson  drugs  may  increase  the  inci- 
dence of  tardive  dyskinesia  by  lowering  the  threshold 
for  the  appearance  of  these  movements.5,7  If  an  an- 
tiparkinson agent  is  administered  after  the  onset  of  ap- 
propriate symptoms,  it  should  be  discontinued  after 
four  to  six  weeks,  and  the  patient  re-evaluated.5 

1.  AMA  Drug  Evaluation,  2nd  ed.,  Massachusetts,  Publish- 
ing Sciences  Group,  Inc.,  1973,  p.  326. 

2.  DeMasiro,  A.:  Toward  a more  rational  use  of  antipark- 
inson drugs  in  psychiatry,  Drug  Ther.  1:  23  (1971). 

3.  Stratas,  N.  E.,  Phillips,  R.  D.,  Walker,  P.  A.,  and  Sandi- 
fer,  M G.:  A study  of  drug  induced  parkinsonism,  Dis.  Nerv. 
System  24:  180  (1963). 

4.  Orlov,  P.,  et  al.:  Withdrawal  of  antiparkinson  drugs, 
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5.  Fann,  W.  E.,  et  al.:  Drug  induced  parkinsonism;  A re- 
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6 Fann,  W.  E.,  and  Lake,  C.  R.:  On  the  coexistence  of  par- 
kinsonism and  tardive  dyskinesia,  ibid.  35:  324  (Mar.)  1974. 
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What  information  do  you  have  regarding  the  use  of 
nitroglycerin  in  acute  myocardial  infarction ? 

The  fear  of  hypotension  associated  with  acute  myo- 
cardial infarction  is  understandable  when  one  considers 
the  poor  prognosis  of  patients  who  develop  cardiogenic 
shock.  In  such  patients  the  hypotension  often  results 
from  pump  failure  due  to  massive  myocardial  damage. 
Diminished  arterial  pressure  undoubtedly  plays  a role  in 
the  high  mortality  rate  associated  with  cardiogenic 
shock. 

Until  recently  the  dogma  that  the  hypotension  pro- 
duced by  nitroglycerin  contraindicates  its  use  in  pa- 
tients with  acute  myocardial  infarction  went  untested. 
Surprisingly,  several  studies  now  suggest  that  certain 


vasodilators,  in  spite  of  their  hypotensive  effect  which 
may  be  deleterious,  still  can  be  of  overall  benefit  by  pre- 
serving borderline  ischemic  myocardium  thus  reducing 
infarction  size.1  The  amount  of  myocardial  ischemia 
can  be  measured  by  a technique  which  quantitates  the 
elevation  of  S-T  segments  utilizing  serial  precordial 
mapping  studies.2  The  exact  mechanism  by  which  ni- 
troglycerin and  other  vasodilators  exert  this  beneficial 
effect  is  unknown.  Although  the  relationship  between 
hypotension  and  ischemic  injury  is  complex,  nitroglycer- 
in appears  to  increase  blood  flow  through  collateral  arte- 
ries and  to  redistribute  blood  flow  toward  the  endocar- 
dium, both  of  which  should  favor  survival  of  ischemic 
areas. 

Redwood,  Smith,  and  Epstein3  assessed  the  effects  of 
nitroglycerin  on  experimentally  produced  ischemic  inju- 
ry to  the  myocardium  of  dogs,  and  showed  that  nitro- 
glycerin resulted  in  dimunition  of  injury. 

Williams  et  al.4  gave  0.4  mg.  of  nitroglycerin  sub- 
lingually to  16  supine  patients  during  the  first  seventy- 
two  hours  of  acute  myocardial  infarction,  and  deter- 
mined the  hemodynamic  effects  serially  over  thirty  min- 
utes. Nitroglycerin  was  effective  in  decreasing  hemody- 
namic determinants  of  myocardial  oxygen  demand. 

Flaherty  et  al.1  gave  intravenous  infusions  of  nitro- 
glycerin, a product  not  commercially  available,  to  12  pa- 
tients with  acute  myocardial  infarction.  In  all  6 pa- 
tients for  whom  serial  precordial  mapping  studies  were 
done,  findings  were  suggestive  of  improved  left  ventricu- 
lar function  and  of  decreased  myocardial  ischemia. 
Delgado  et  al.5  suggest  similar  findings  in  certain  pa- 
tients utilizing  0.3  mg.  of  sublingual  nitroglycerin. 

In  conclusion,  the  longstanding  clinical  admonition 
not  to  administer  nitroglycerin  to  patients  with  acute 
myocardial  infarction  needs  reevaluation.  Nitroglycer- 
in may  prove  to  be  useful  in  select  patients  during  acute 
myocardial  infarction,  since  the  drug  has  been  shown  to 
decrease  myocardial  ischemia.  Further  study  is  needed 
to  select  those  patients  who  may  benefit  from  nitroglyc- 
erin therapy  during  acute  myocardial  infarction. 
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Is  there  any  advantage  of  continuous  infusion  ad- 
ministration of  heparin  over  the  intermittent  bolus? 

Because  of  unpredictable  absorption  of  heparin  from 
extravascular  sites,  most  authorities  favor  the  intrave- 
nous route  for  heparin  administration  in  therapeutic 
doses,  and  subcutaneous  injection  is  reserved  for  “mini- 
dose” prophylaxis  against  venous  thromboembolism.1 
There  is,  however,  disagreement  concerning  the  pre- 
ferred method  of  intravenous  injections,  that  is  continu- 
ous versus  intermittent  injections  and  the  safety  and  ef- 
ficacy of  these  two  techniques  of  intravenous  adminis- 
tration. 
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Spracklen  et  al.2  pointed  out  that  one  of  the  most  im- 
portant disadvantages  with  intermittent  therapy  is  the 
rapid  peak  of  heparin  following  bolus  infusion  and  the 
rapid  decline  in  blood  levels  to  below  therapeutic  levels, 
leaving  the  patient  “unprotected”  for  the  last  period. 
The  period  immediately  following  the  injection  also 
subjects  the  patient  to  grossly  prolonged  clotting  times 
which  might  predispose  the  patient  to  hemorrhagic 
complications. 

Salzman  et  al . 1 conducted  two  studies  to  compare  the 
effects  of  intermittent  and  continuous  infusion  heparin 
therapy.  Before  starting  the  continuous  infusion  study, 
100  patients  receiving  conventional  intermittent  intra- 
venous heparin  boluses  at  four-hour  intervals  were  ob- 
served. Major  bleeding  occurred  in  21,  and  minor 
bleeding  in  16.  Two  patients  died  from  bleeding,  and  2 
had  recurrent  pulmonary  embolism.  Major  hemorrhage 
occurred  in  21  per  cent  when  therapy  was  regulated  with 
whole-blood  clotting  time  and  in  20  per  cent  when  hepa- 
rin was  given  without  clotting  tests. 

In  a subsequent  prospective  trial,  patients  received 
heparin  by  intermittent  intravenous  injection  with  or 
without  laboratory  control  according  to  the  partial 
thromboplastin  time  or  continuously  by  intravenous 
infusion  with  laboratory  control.  Recurrent  thrombo- 
embolism occurred  once  in  each  group.  Major  bleeding 
was  seven  times  more  frequent  with  intermittent  injec- 
tion than  with  continuous  infusion.  Control  with  the 
partial  thromboplastin  time  did  not  prevent  major 
bleeding  in  patients  receiving  intermittent  injections. 
With  continuous  infusion,  one-fourth  less  heparin  was 
required  than  with  intermittent  injections. 

Kingdon,3  however,  pointed  out  that  if  continuous 
therapy  was  given  by  intravenous  drip,  the  practical 
question  of  the  adequacy  of  monitoring  the  rate  of  drip 
arises.  Frequently,  the  intravenous  solution  runs  too 
fast  or  too  slow,  so  that  the  heparinization  is  erratic. 
This  problem  can  be  solved  by  the  use  of  a continuous 
infusion  pump,  but  these  pumps  are  expensive,  and  it 
may  be  difficult  to  provide  enough  for  all  the  patients  in 
a hospital  who  require  them. 

Swanson  and  Cacace4  listed  the  following  as  the  ad- 
vantages of  a continuous  infusion  method  over  the  inter- 
mittent bolus: 

1.  Clotting  time  can  be  maintained  continuously  in 
therapeutic  range. 

2.  Neutralization  with  protamine  sulfate,  if  neces- 
sary, is  immediate. 

3.  Less  heparin  is  required  by  this  method  than  by 
any  other. 

4.  Clotting  time  can  be  done  at  any  time. 

5.  Flexibility  in  dose  adjustment  exists. 

6.  Clotting  time  returns  to  normal  levels  one  to  two 
hours  after  drip  has  stopped. 

7.  Fewer  hemorrhagic  complications  occur.1 

In  conclusion,  it  appears  that  the  administration  of 
heparin  by  continuous  infusion  is  safer  than  intermit- 
tent injection  and  is  no  less  effective  for  prevention  of 
thromboembolism. 
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3.  Kingdon,  H.  S.:  Anticoagulants:  A guide  for  practition- 
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tinuous intravenous  infusion,  Am.  J.  Hosp.  Pharm.  28:  792 
(1971). 

Please  supply  information  concerning  the  use  of  pso- 
ralens in  the  treatment  of  psoriasis. 

Methoxsalen  (8-methoxypsoralen),  a photoactive  pso- 
ralen compound,  is  commercially  available  as  10-mg. 
capsules  and  as  a 1 per  cent  lotion  (Oxsoralen).  The 
drug  is  indicated  to  enhance  pigmentation,  to  protect 
against  sunburn,  and  to  repigment  vitiliginous  areas.  It 
has  been  suggested  that  methoxsalen  administered  ei- 
ther systemically  or  topically  in  combination  with  long- 
wave ultraviolet  radiation  may  offer  a new  and  more 
highly  effective  therapeutic  modality  in  psoriasis  since 
the  photoexcited  molecule  leads  to  inhibition  of  DNA 
(deoxyribonucleic  acid)  synthesis  which  in  turn  inhibits 
epidermal  mitosis  and  proliferation. 

Weber1  treated  74  patients  with  varying  forms  of  pso- 
riasis with  0.15  per  cent  solution  of  methoxsalen  topical- 
ly and  black  light;  the  maximum  wave  length  is  360  nm. 
compared  with  conventional  ultraviolet  therapy  which  is 
270  to  320  nm.  The  solution  was  brushed  on  the  psoria- 
sis lesions,  and  after  an  interval  of  one  hour  the  photo- 
therapy with  black  light  was  given.  In  34  patients  the 
skin  lesions  healed,  and  in  23  patients  they  improved 
considerably.  Eleven  patients  showed  only  a moderate 
regression  of  the  lesions.  In  6 patients  treatment  was 
discontinued  for  various  reasons  during  the  first  phase. 
The  relapses  were  not  resistant  to  further  similar  treat- 
ment. 

Parrish  et  al.2  treated  21  hospitalized  patients  having 
generalized  psoriasis  covering  at  least  50  per  cent  of  the 
body  with  oral  methoxsalen  (20  to  50  mg.  according  to 
the  patient’s  weight)  followed  two  hours  later  by  expo- 
sure to  a high-intensity  long-wave  ultraviolet  light  (320 
to  390  nm.).  Twelve  to  18  treatments  resulted  in  a com- 
plete and  rapid  clearing  of  generalized  psoriatic  lesions 
in  all  patients.  When  clearing  of  psoriasis  was  achieved, 
patients  were  discharged  to  receive  the  same  treatment 
on  an  outpatient  basis,  three  times  weekly  at  first,  then 
gradually  reduced  to  a maintenance  level  of  once  week- 
ly. The  patients  were  followed  up  to  seven  months.  In 
a paired  comparison  study  of  16  patients,  methoxsalen 
followed  by  long-wave  ultraviolet  light  was  more  effec- 
tive than  conventional  ultraviolet  therapy.  The  authors 
believed  that  their  results  were  preliminary  and  a longer 
follow-up  period  was  necessary  before  their  method 
could  be  accepted  as  a treatment  for  generalized  psoria- 
sis.2 

Oral  methoxsalen  may  produce  minor  side-effects, 
and  local  application  may  produce  severe  edema,  ery- 
thema, blistering,  and  pain  when  the  skin  areas  are  sub- 
sequently exposed  to  ultraviolet  light.3  Ocular  damage 
and  epidermal  tumors  associated  with  psoralen  photo- 
sensitization has  been  reported  in  animal  studies.4 

The  systemic  use  of  methoxsalen  followed  by  long- 
wave ultraviolet  light  may  prove  to  be  a promising  treat- 
ment for  psoriasis. 
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AMA  to  develop  medical  care  programs  for  jail 
inmates  under  a justice  department  grant 

The  American  Medical  Association  has  accepted  a 
grant  from  the  Federal  Law  Enforcement  Assistance 
Administration  (a  branch  of  the  U.S.  Department  of 
Justice)  to  organize  model  projects  in  six  states  to  im- 
prove health  care  in  the  states’  jails.  According  to 
James  H.  Sammons,  M.D.,  Executive  Vice  President, 
“The  pilot  program  will  point  the  way  for  a long-term 
effort  to  upgrade  the  health  care  of  inmates  in  correc- 
tional institutions — an  area  sorely  neglected  by  society 
in  the  past.” 

Medical  care  guidelines  will  be  developed  from  the 
program  which  can  then  be  implemented  in  all  50  states. 
Eventually,  it  is  expected  that  health  care  facilities  and 
programs  in  jails  will  be  certified,  similar  to  accredita- 
tion programs  for  hospitals  and  medical  schools. 

The  program  announced  August  31,  1975,  to  run  for 
at  least  two  years,  will  be  underwritten  by  $448,000  a 
year  in  LEAA  grant  funds.  The  AMA  will  contribute 
additional  funds. 

“The  six  states  that  will  take  part  in  the  model 
projects  will  be  announced  later,”  said  Mr.  Bernard  P. 
Harrison,  Director  of  AMA’s  Division  of  Medical  Prac- 
tice. “The  model  projects  will  be  developed  with  the 
aid  of  state  and  local  medical  societies  and  we  invite  in- 
terested states  to  join  with  the  AMA  by  submitting 
projects  that  they  believe  would  be  helpful  to  the  pro- 
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gram.” 

At  the  beginning  of  the  pilot  program  state  and  local 
medical  societies  will  survey  the  jails  in  their  areas  to 
determine  the  adequacy  of  health  care  now  being  pro- 
vided to  inmates.  Based  on  their  surveys,  programs  will 
be  developed  according  to  the  jails’  specific  needs. 
“Various  ways  of  delivering  health  care  will  be  explored, 
such  as  visiting  or  on-call  physicians,  participation  of 
medical  school  faculty  and/or  hospital  staff,  and  use  of 
medical  assistants  and  paramedical  personnel,”  Mr. 
Harrison  said. 

The  pilot  projects  will  be  limited  to  correctional  facili- 
ties where  prisoners  are  held  for  medium-length  sen-  i 
tences.  Neither  long-term  prisons,  such  as  state  pris- 
ons,  nor  short-term  jails,  such  as  overnight  “lockups,”  ] 
will  be  included. 

A 1972  survey  by  the  AMA  disclosed  that  medium-  | 
sentence  jails  are  frequently  unable  to  provide  adequate 
health  care  to  their  inmates,  due  to  lack  of  planning,  fa- 
cilities, or  personnel. 

If  successful,  the  pilot  project  will  be  extended  to  a 
national  program  for  certification  of  jails  as  to  their  I 
medical  care  and  health  services,  including  the  adequacy 
of  the  facilities. 

“Well  planned  and  executed,  such  a national  program 
can  make  great  strides  towards  alleviating  this  one  area 
of  major  concern  in  criminal  justice.  It’s  something  we 
believe  the  AMA  can  and  should  do,”  said  Dr.  Sam- 
mons. 
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Occurrence  of  true  chylous  pleural  effusion  is 

a distinctly  rare  but  well-recognized  complication 
of  the  malignant  lesions  of  the  mediastinum. 
However,  its  association  with  leukemia  is  rather 
unusual  and,  to  my  knowledge,  previously  unre- 
ported. The  purpose  of  the  present  article  is  to 
describe  a case  of  acute  myelomonocytic  leukemia 
with  chylothorax  which  resolved  completely  fol- 
lowing chemotherapy. 


Case  report 

A forty-eight-year-old  white  female  was  admit- 
ted to  the  hospital  for  the  first  time  because  of  in- 
creasing shortness  of  breath.  The  patient  was  in 
good  health  until  about  four  weeks  prior  to  admis- 
sion when  she  noted  generalized  weakness  and 
aches  all  over  her  body.  Two  weeks  prior  to  entry 
she  developed  sore  throat,  low-grade  fever,  and  in- 
creasing fullness  of  her  abdomen.  During  the 
week  before  her  admission  she  became  progres- 
sively short  of  breath  on  exertion,  and  on  the  day 
of  admission  she  was  breathless  even  at  rest. 

On  physical  examination,  the  patient  appeared 
quite  ill  and  dyspneic;  her  temperature  was 
101°F.,  pulse  128  and  respiration  36  per  minute, 
and  blood  pressure  120/80;  the  throat  appeared 
congested;  and  a 3-cm.  enlarged,  firm,  and  discrete 
lymph  node  was  palpable  in  the  left  supraclavicu- 
lar region.  The  abdomen  appeared  somewhat  dis- 
tended; the  liver  was  enlarged  6 cm.  and  spleen  4 
cm.  below  the  costal  margin;  chest  examination  re- 
vealed signs  of  moderate  pleural  effusion  on  the 
right  side. 

Laboratory  data  included  a hematocrit  of  40, 
white  blood  cell  count  68,000  with  27  neutrophils, 
3 bands,  2 metamyelocytes,  12  lymphocytes,  3 mo- 


FIGURE  1.  Roentgenogram.  (A)  Showing  moderate  pleural  effusion  on  right  side.  (B)  Showing  normal  findings. 
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nocytes,  and  53  per  cent  blasts  which  appeared  to 
be  of  myelomonocytic  type  in  morphology;  the 
platelet  count  was  198,000;  urinalysis  and  blood 
chemistry  test  results  were  reported  to  be  normal 
except  for  a moderate  increase  in  the  serum  uric 
acid  and  lactic  dehydrogenase  levels.  The  chest 
x-ray  films  revealed  a moderate  pleural  effusion  on 
the  right  side  (Fig.  1A);  an  electrocardiogram 
showed  sinus  tachycardia.  A bone-marrow  aspi- 
rate disclosed  its  almost  total  replacement  by 
blasts  similar  to  those  seen  in  the  peripheral  blood 
smear.  Approximately  1,000  ml.  of  chylous  fluid 
were  obtained  on  thoracentesis;  its  specific  gravity 
was  1.023,  triglycerides  7,080  mg.  per  100  ml.,  and 
cholesterol  140  mg.  per  100  ml.;  the  cell  count  was 
38,200  with  92  per  cent  lymphocytes;  no  blasts 
were  identified;  the  smear  and  cultural  examina- 
tion of  the  fluid  were  negative  for  any  pathogens. 
The  enlarged  lymph  node  in  the  left  supraclavicu- 
lar region  was  excised  for  biopsy  and  was  reported 
to  show  only  leukemic  infiltrates. 

Following  thoracentesis,  the  patient  showed 
much  subjective  improvement.  The  specimens  of 
blood,  urine,  and  throat  swab  were  obtained  for 
cultures  and  the  patient  placed  on  sodium  cepha- 
lothin  (Keflin)  1.5  Gm.  every  six  hours  intrave- 
nously, and  allopurinol  100  mg.  every  six  hours  by 
mouth.  On  the  seventh  hospital  day  all  the  cul- 
tures were  negative  for  any  pathogens,  but  the  pa- 
tient continued  to  be  febrile;  the  temperature  was 
102°F.;  the  size  of  liver  and  spleen  had  remained 
essentially  unchanged.  The  hematocrit  was  30, 
white  blood  cell  count  71,400  with  75  per  cent 
blasts,  and  platelets  92,000.  Sodium  cephalothin 
was  discontinued,  and  she  was  started  on  combi- 
nation chemotherapy  including  cytosine  arabino- 
side  100  mg.  per  square  meter  body  surface  area  by 
intravenous  infusion  over  an  eight-hour  period 
and  cyclophosphamide  100  mg.  per  square  meter 
intravenously  by  push  every  day  for  a planned 
five-day  course.  However,  at  the  end  of  four  days 
of  chemotherapy  her  white  blood  cell  count  was 
1,900  and  platelet  count  17,000,  and  the  fifth  dose 
of  treatment  was  withheld.  Five  days  after  com- 
pletion of  the  chemotherapy  course  the  patient  felt 
markedly  improved;  she  was  afebrile  and  there  was 
over  75  per  cent  reduction  in  the  size  of  hepato- 
splenomegaly  and  the  pleural  effusion.  The  he- 
matocrit was  27,  white  blood  cell  count  1,100,  and 
the  platelets  90,000;  she  was  given  2 units  of 
packed  cells  and  discharged  at  her  own  request. 

Nine  days  later  the  patient  was  readmitted  be- 
cause of  extreme  dyspnea.  Physical  examination 
revealed  temperature  99.4°F.,  a 4-cm.  enlarged 
firm  liver,  3-cm.  enlarged  spleen,  and  a large  pleu- 
ral effusion  on  the  right  side.  Important  laborato- 
ry data  included  hematocrit  31,  white  blood  cell 
count  66,000,  with  51  per  cent  blasts,  and  platelets 
116,000;  marked  elevation  in  serum  lactic  dehy- 
drogenase level;  and  the  chest  x-ray  film  showed 
pleural  effusion  on  the  right  side  filling  up  nearly 


60  per  cent  of  the  space.  Thoracentesis  was  per- 
formed on  the  day  of  admission,  and  800  ml.  of 
cloudy  fluid  was  removed  with  much  subjective 
improvement;  the  fluid  analysis  revealed  triglycer- 
ides 640  mg.  per  100  ml.,  protein  3.4  Gm.  per  100 
ml.,  and  cells  12,800,  predominantly  lymphocytes 
and  no  blasts.  The  next  day  the  patient  received 
a second  course  of  chemotherapy  with  cytosine  ar- 
abinoside  and  cyclophosphamide  for  a period  of 
four  days.  Once  again,  a dramatic  response  was 
obtained  with  much  subjective  and  objective  im- 
provement. On  the  eleventh  hospital  day  and  six 
days  after  the  completion  of  the  second  course  of 
chemotherapy,  the  patient  was  asymptomatic, 
liver  and  spleen  were  barely  palpable,  and  the 
chest  x-ray  films  showed  only  a small  effusion  on 
the  right  side;  the  hematocrit  was  31,  platelet 
count  34,000,  and  white  blood  cell  count  875  with 
no  blasts  seen  in  peripheral  blood  smear.  Once 
again  the  patient  gained  discharge  from  the  hospi- 
tal. 

Subsequently,  she  was  seen  in  the  outpatient 
clinic  at  weekly  intervals  and  showed  continued 
improvement  in  her  condition  both  clinically  and 
by  laboratory  reports.  Nearly  three  weeks  after 
discharge  from  the  hospital  her  blood  counts  were 
normal,  and  she  was  started  on  maintenance  che- 
motherapy with  cytosine  arabinoside  100  mg.  per 
square  meter  subcutaneously  and  cyclophospham- 
ide 100  mg.  per  square  meter  intravenously  every 
week.  Nearly  five  months  later,  the  patient  was 
still  in  complete  clinical  and  hematologic  remis- 
sion; her  peripheral  blood  counts  and  white  cell 
morphology,  blood  chemistries,  bone  marrow,  and 
the  chest  x-ray  films  (Fig.  IB)  remained  within 
normal  limits. 

Comment 

Although  there  is  some  confusion  in  the  medical 
literature  regarding  the  use  of  various  terms  de- 
scribing a milky  fluid,  such  as  chylous,  chyliform, 
pseudochylous,  and  so  forth,  the  presence  of  ex- 
ceedingly high  levels  of  triglycerides,  over  7,000 
mg.  per  100  ml.  in  this  case,  would  appear  to  clinch 
its  true  chylous  nature.  Perhaps,  except  in  a very 
rare  instance  of  idiopathic  chylothorax,  the  pres- 
ence of  chylous  fluid  in  the  pleural  cavity  is  almost 
invariably  the  result  of  compression  and/or  rup- 
ture of  the  thoracic  duct.  In  20  cases  reported  by 
Bower,1  the  most  common  cause  of  the  compres- 
sion of  the  duct  was  a mediastinal  tumor,  whereas 
surgical  trauma  accounted  for  most  cases  of  rup- 
ture of  the  duct;  the  former  was  almost  as  common 
on  the  left  side  as  the  right,  but  all  the  chylothorax 
cases  following  surgical  trauma  occurred  on  the 
left  side.  Presence  of  effusion  on  the  right  side  in 
the  present  case  is,  therefore,  not  at  all  surprising. 
In  the  case  presented  here  the  lack  of  any  signifi- 
cant radiologic  evidence  of  mediastinal  lymphade- 
nopathy  that  might  have  caused  the  thoracic  duct 
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compression  was  indeed  intriguing.  However,  ex- 
tensive tissue  infiltration  is  not  uncommon  in 
acute  myelomonocytic  leukemia  of  Naegeli  type 
and  was  apparently  responsible  for  the  involve- 
ment of  the  thoracic  duct  in  this  particular  case; 
the  complete  resolution  of  chylothorax  with  the  in- 
duction of  remission  in  the  leukemic  process  would 
appear  to  support  such  a mechanism. 

Nonchylous  pleural  effusion,  resulting  either 
from  direct  seeding  of  the  leukemic  cells  in  the 
pleura  or  enlarged  mediastinal  lymph  nodes,  is  not 
infrequent  in  leukemia.  Klatte,  et  al.2  in  their 
study  of  341  cases  of  leukemia,  found  radiological- 
ly  demonstrable  pleural  effusion  in  11  per  cent  of 
the  patients;  no  case  of  chylous  effusion  was  re- 
ported in  this  study. 


Tips  offered  on  how  to  spot  child  with  learning 
problems 

With  the  start  of  another  school  year,  many  American 
families  will  be  faced  with  the  problem  of  a child  who 
has  difficulty  in  learning. 

Several  million  American  school  children  have  learn- 
ing problems,  says  a report  in  the  September  issue  of 
Today’s  Health,  the  magazine  of  the  American  Medical 
Association.  Three  fourths  of  them  are  boys,  and  the 
problem  frequently  runs  in  families. 

Today’s  Health  lists  some  signs  that  can  help  alert 
parents  as  to  whether  their  child  has  a learning  prob- 
lem— inappropriate  behavior  for  age,  distractibility,  ap- 
parent laziness,  withdrawal,  short  attention  span,  un- 
willingness to  cooperate,  poor  memory,  poor  coordina- 
tion, inability  to  sit  still,  trouble  remembering  what  he 
sees  or  hears,  tendency  to  work  from  right  to  left,  gener- 
al confusion  about  direction,  writes  letters  upside  down 
or  backwards,  and  walks,  runs,  hops,  skips,  ,or  jumps 
more  awkwardly  than  his  playmates.  If  the  child  has 
trouble  bringing  his  hands  together  to  catch  a ball,  he 
may  have  trouble  writing  on  the  blackboard.  If  the  par- 
ent feels  there  is  reason  for  concern  over  the  child’s  de- 


Summary 

A case  of  acute  myelomonocytic  leukemia  with 
chylous  pleural  effusion  is  reported.  Following 
chemotherapy  with  cytosine  arabinoside  and  cy- 
clophosphamide, the  patient  achieved  complete 
clinical  and  hematologic  remission  with  resolution 
of  chylothorax. 

Charles  S.  Wilson  Memorial  Hospital 
33-57  Harrison  Street 
Johnson  City,  New  York  13790 
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velopment,  he  is  urged  to  talk  with  the  family  pediatri- 
cian and  with  officials  at  the  school. 

Whether  there  is  a learning  problem  or  not,  the  child 
often  can  benefit  from  parental  help  in  learning.  Here 
are  some  suggestions  from  Today’s  Health: 

* Provide  a regular  environment  with  orderly  habits 
of  sleeping,  eating,  schoolwork,  and  play  that  the  child 
can  count  on. 

* Minimize  distractions  and  choices.  Give  him  his 
own  room  and  arrange  it  simply.  If  an  object  is  forbid- 
den, remove  it  rather  than  lecture  him  on  not  playing 
with  it. 

* Assign  simple  tasks,  with  simple  directions,  one  step 
at  a time.  Show  him  what  to  do  rather  than  rely  on  lan- 
guage. Better  yet,  do  it  with  him. 

* Avoid  overtiredness  and  overstimulation. 

* Reinforce  his  schoolwork  in  informal  ways.  Read  to 
him  to  expand  his  vocabulary  and  grasp  of  concepts. 
Use  maps,  clocks,  and  calendars  to  help  him  understand 
time,  space,  and  direction. 

* Help  him  to  develop  his  coordination  with  eye-hand 
games  like  pickup  sticks  and  jacks;  install  a basketball 
hoop  and  a horizontal  bar  in  the  backyard. 

* Most  important,  show  him  he  is  loved,  even  if  he  is 
different. 
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Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 


these  are  what  I call  eye-glazing  ex-  j 
ercises.  I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 


The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 


[ 


this  information  is  almost  always 


\ 


bad  or  irrelevant  to  the  case  at  hand. 


Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


■ 
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Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn't  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 
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ain  purpose  of  drug  information 
• the  patient  is  to  get  his  coopera- 
n in  following  a drug  regimen. 

eparation  and  distribution  of 
tient  drug  information 

We  would  hope  to  amass  infor- 
ation  from  physicians,  medical 
cieties,  the  pharmaceutical  indus- 
/ and  centers  of  medical  learning. 
ie  ultimate  responsibility  for  uni- 
rm  labeling  must,  however,  rest 
th  the  Food  and  Drug  Administra- 
in.  There  is  nothing  wrong  with 
is  agency  saying,  "this  informa- 
i in  is  generally  agreed  upon  and 
erefore  it  should  be  used,"  as  long 
our  process  for  getting  the  infor- 
ation  is  sound. 

Distribution  of  the  information 
a problem.  In  great  measure  it 
puld  depend  on  the  medication  in 
r ‘ lestion.  For  example,  in  the  case 
an  injectable  long-acting  proges- 
rone,  we  would  think  it  mandatory 
issue  two  separate  leaflets— a 
: lort  one  for  the  patient  to  read  be- 
re  getting  the  first  shot  and  a long 
leto  take  home  in  order  to  make  a 
acision  about  continuing  therapy, 
this  case,  the  information  might 
; put  directly  on  the  package  and 
)t  removable  at  all.  But  for  a medi- 
ition  like  an  antihistamine  this 
formation  might  be  issued  sepa- 
tely,  thus  giving  the  physician  the 
Dtion  of  distribution.  This  could 
- eserve  the  placebo  use,  etc. 


; ii'  ily  the  doctor  can  remove  that  fear 
/ 20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
ithhold  any  information  from  the 
atient  because,  first  of  all,  it  would 
i a totally  dishonest  and  secondly,  it 
auld  defeat  the  very  purpose  of  the 
serf.  I do  think  that  a patient  on  the 
rth  control  pill  should  know  about 
ie  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
ie  incidence  of  serious  adverse  re- 
gions, then  you  have  to  tell  him 
lat  a concerned  medical  decision 
as  made  to  use  a particular  medi- 
: ation  in  his  situation  after  careful 
ansideration  of  the  incidence  of 
amplications  or  side  effects. 

motionally  unstable  patients  pose 
special  problem 

There  are  patients  who,  be- 
ause  of  severe  emotional  problems, 
auld  not  handle  the  information 
antained  in  a patient  package  in- 
art. Yet  if  we  are  going  to  have  a 
ackage  insert  at  all,  we  just  can’t 
ave  two  inserts.  I think  we  might 
mply  have  to  tell  the  families  of 
'ese  patients  to  remove  the  insert 
om  the  package, 

egal  implications  of  the  patient 
ackage  insert 

Just  what  effect  would  a pa- 


It is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
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Since  quinidine  was  introduced  by  Frey  in  1918, 
it  has  become  one  of  the  major  antiarrhythmic 
agents.  In  recent  years  it  has  been  used  extensive- 
ly to  maintain  sinus  rhythm  after  successful  con- 
version and  for  the  prophylaxis  of  certain  arrhyth- 
mias. 

Sudden  death  has  long  been  recognized  as  one  of 
the  major  hazards  of  quinidine  therapy.1-4  Re- 
cently it  has  been  shown  that  paroxysms  of  ven- 
tricular tachycardia  and  ventricular  fibrillation 
play  the  major  role  in  quinidine-induced  deaths.5-8 
However  it  is  not  well  recognized  that  quinidine 
syncope  can  occur  after  modest  doses  of  quinidine 
and  in  the  presence  of  low  quinidine  blood  levels. 

The  purpose  of  this  report  is  to  discuss  the  pos- 
sible mechanisms  of  arrhythmias  produced  with 
therapeutic  doses  of  quinidine  and  the  beneficial 
role  that  lidocaine  can  play  in  their  treatment. 

Case  report 

A fifty-four-year-old  female  was  admitted  from 
the  cardiac  clinic  on  September  6,  1972,  for  an 
elective  cardioversion.  She  was  asymptomatic 
until  1968  when  she  experienced  palpitations.  A 
physician  then  informed  her  for  the  first  time  that 
she  had  the  murmur  of  mitral  stenosis  as  well  as 
atrial  fibrillation.  However,  normal  sinus  rhythm 
spontaneously  returned,  and  she  was  discharged 
on  no  medication.  She  remained  well  until  1969 
when  transient  atrial  fibrillation  was  again  docu- 
mented. She  was  then  started  on  200  mg.  of  quin- 
idine, three  times  a day,  to  maintain  her  in  normal 
sinus  rhythm.  She  remained  on  this  therapy  until 


eight  weeks  prior  to  admission  when  persistent 
atrial  fibrillation  occurred.  Quinidine  was  discon- 
tinued and  digoxin  0.5  mg.  per  day  was  given.  In 
spite  of  this  therapy,  the  patient  developed  dys- 
pnea on  exertion.  She  was  therefore  admitted  for 
cardioversion.  Physical  examination  at  that  time 
revealed  a blood  pressure  of  120/88  mm.  Hg  and 
an  irregular  pulse  rate  of  104.  The  lungs  were 
clear.  The  point  of  maximal  cardiac  impulse  was 
in  the  fifth  intercostal  space  at  the  midclavicular 
line.  There  was  a middiastolic  apical  murmur 
grade  III/VI.  The  liver  was  not  palpable,  and 
there  was  no  peripheral  edema.  An  electrocardio- 
gram revealed  a frontal  plane  QRS  axis  of  plus  70 
degrees  and  nonspecific  ST-T  wave  changes.  The 
Q-T  interval  was  0.44  second.  The  chest  x-ray 
films  revealed  no  abnormalities.  The  urinalysis 
result  was  negative.  The  hemoglobin  was  13.3 
Gm.  per  100  ml.  The  white  cell  count  was  6,500 
with  50  per  cent  neutrophils,  40  per  cent  lympho- 
cytes, 8 per  cent  monocytes,  and  2 per  cent  eosino- 
phils. The  potassium  was  4.3  mEq.,  the  sodium 
142  mEq.,  the  chloride  105  mEq.,  and  the  carbon 
dioxide  26  mEq.  per  liter. 

The  patient  was  anticoagulated  with  warfarin 
sodium  (Coumadin).  Quinidine  was  started  on 
September  12,  1972,  with  a dose  of  300  mg.  four 
times  a day,  and  digoxin  was  discontinued.  On 
September  13  the  patient  was  successively  car- 
dioverted  with  a discharge  of  100  watt  seconds. 
The  dose  of  quinidine  was  then  increased  to  400 
mg.  four  times  a day.  Digitalis  was  not  reinsti- 
tuted. An  electrocardiogram  at  this  time  showed 
a normal  sinus  rhythm;  the  Q-T  interval  was  still 
0.44  second.  On  September  15,  at  2:15  A.M.,  the 
patient  was  found  on  the  floor  in  a confused  state. 
The  pulse  was  noted  to  be  64  per  minute  and  irreg- 
ular. An  electrocardiogram  was  not  taken,  and  it 
was  assumed  that  atrial  fibrillation  had  returned. 
At  12:25  P.M.,  members  of  the  cardiology  team  ex- 
amined the  patient  and  noted  that  she  was  having 
brief  lapses  of  unconsciousness.  An  electrocardio- 
gram now  revealed  periodic  episodes  of  ventricular 
tachycardia  and  ventricular  fibrillation  (Fig.  1).  A 
cardiac  arrest  then  occurred;  however,  with  the  ad- 
ministration of  50  mg.  of  lidocaine  intravenously, 
normal  sinus  rhythm  again  returned.  Ten  min- 
utes later  ventricular  tachycardia  and  ventricular 
fibrillation  again  occurred  which  responded  to  an 
additional  50-mg.  dose  of  lidocaine.  A blood  quin- 
idine level  at  this  time  showed  a value  of  2.5  mg. 
per  liter.  The  normal  range  in  our  laboratory 
varies  from  3 to  6 mg.  per  liter.  A lidocaine  infu- 
sion was  then  started  at  an  infusion  rate  of  4 mg. 
per  minute,  which  maintained  her  in  normal  sinus 
rhythm.  After  twelve  hours  the  lidocaine  infusion 
was  terminated,  and  the  arrhythmia  did  not  recur. 
The  Q-T  interval  at  this  time  was  0.56  second.  On 
September  18  the  Q-T  interval  had  returned  to 
0.48  second.  Occasional  atrial  premature  beats 
were  now  seen  in  the  electrocardiogram,  and  150 
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FIGURE  1.  Lead  II  of  electrocardiogram  shows  ventricular  tachycardia  and  ventricular  fibrillation. 


mg.  of  quinidine  were  administered  four  times  a 
day  with  suppression  of  this  arrhythmia.  She  was 
discharged  on  this  quinidine  dose  on  September 
22,  and  she  remains  asymptomatic  in  normal  sinus 
rhythm. 

Comment 

Quinidine  has  for  many  years  been  considered 
the  prototype  of  an  effective  antiarrhythmic  agent. 
In  spite  of  its  beneficial  actions,  idiosyncrasy  to 
quinidine  has  necessitated  the  use  of  an  initial  test 
dose  before  commencing  treatment.  Signs  of  idio- 
syncrasy include  febrile  reactions,  skin  eruptions, 
thrombocytopenia,  and  respiratory  distress.  The 
more  common  side-effects  of  quinidine  therapy 
are  known  as  cinchonism  and  include  impairment 
of  hearing,  tinnitus,  blurred  vision,  light  headed- 
ness,  giddiness,  and  tremor. 

Sudden  death  is  an  unpredictable  hazard  of 
quinidine  therapy.  Viko,  Marvin,  and  White1  an- 
alyzed the  first  large  series  of  cases  in  1923.  They 
reported  sudden  death  in  6 out  of  484  patients 
treated  with  quinidine.  They  presumed  embolism 
was  the  basis  of  their  patients'  demise.  In  1929, 
Parkinson  and  Campbell2 *  found  the  sudden  death 
rate  was  4 per  cent  in  554  cases.  These  authors 
noted  at  autopsy  that  embolism  was  conspicuously 
absent.  Askey8  in  reviewing  his  data  in  1946 
found  a mortality  rate  of  2.1  per  cent  on  839  pa- 
tients receiving  quinidine.  The  most  recent  sta- 
tistical evaluation  was  performed  by  Thompson  in 
1956.4  He  reported  in  611  cases  an  overall  mortal- 
ity rate  of  3.3  per  cent.  Death  due  to  embolism 
was  implicated  in  only  3 cases. 

Only  in  the  past  ten  years  has  it  been  recognized 
that  quinidine-induced  syncope  is  commonly  due 
to  ventricular  tachycardia  and  ventricular  fibrilla- 
tion.5-8 Selzer  and  Wray  have  postulated  that 
quinidine  produces  in  certain  individuals  a specific 
sensitization  of  the  myocardium  by  reducing  the 
fibrillation  threshold.  However,  recent  investiga- 
tions on  the  electrophysiologic  effects  of  quinidine 
have  thrown  new  light  on  possible  mechanisms  of 
arrhythmia  production. 

The  principal  electrophysiologic  actions  of  the 
drug  may  be  summarized  as  follows: 

1.  The  sinus  rate  is  unaffected. 

2.  Atrial  automaticity,  excitability,  and  conduc- 

tivity are  all  depressed,  and  the  refractory  period  is 

prolonged. 


3.  Therapeutic  concentrations  have  little  or  no  ef- 
fect on  conduction  velocity  through  the  atrioventricu- 
lar junction. 

4.  Automaticity  is  depressed,  conduction  velocity 
slowed,  and  the  refractory  period  prolonged  in  the 
His-Purkinje  system. 

5.  Ventricular  excitability  and  conductivity  are 
depressed.9 

High  doses  of  quinidine  can  produce  conduction 
disturbances  and  ectopic  rhythms  due  to  an  en- 
hancement of  phase  4 depolarization.10  However', 
therapeutic  doses  of  quinidine  can  also  produce 
ectopic  beats  due  to  depression  of  conduction  with 
the  resultant  adverse  effects  such  as  decremental 
conduction  or  block  in  previously  normal  cardiac 
tissues.11  Such  apparent  increases  in  drug  sensi- 
tivity most  often  occur  in  diseased  hearts.  Singer 
and  Ten  Eick10  postulate  that  the  increased  sensi- 
tivity of  diseased  hearts  to  the  therapeutic  doses  of 
quinidine  may,  at  least  in  part,  be  due  to  an  in- 
creased incidence  of  partially  depolarized  cells  in 
one  or  more  of  the  specialized  tissues. 

Detection  of  the  patient  who  may  develop  quini- 
dine-induced syncope  is  very  difficult.  The  elec- 
trocardiogram characteristically  does  not  show 
findings  compatible  with  quinidine  toxicity.  In- 
deed the  QRS  duration  is  usually  normal.  Hyper- 
sensitivity to  the  drug,  such  as  fever  or  skin  erup- 
tion, is  not  a feature  of  the  patient  with  quinidine- 
induced  syncope.  There  is  no  relationship  be- 
tween the  dose  employed  and  the  likelihood  of 
syncope.'  Further,  Selzer  and  Wray'  were  able  to 
measure  the  level  of  quinidine  in  the  plasma  in  5 
of  their  patients  on  the  day  of  the  attack  and 
found  that  in  three  subjects  it  varied  from  2.8  to 
6.3  mg.  per  liter.  Thus,  syncope  usually  occurs 
after  modest  doses  of  quinidine  and  in  the  pres- 
ence of  relatively  low  quinidine  blood  levels. 
Electrical  defibrillation  has  been  employed,  with 
success,  in  the  emergency  treatment  of  the  quini- 
dine-induced ventricular  tachycardia  and  fibrilla- 
tion. 

Our  patient  had  taken  600  mg.  of  quinidine  per 
day  for  three  years  without  any  complications. 
Thus  an  idiosyncratic  reaction  cannot  be  invoked. 
The  dose  of  quinidine  was  increased  one  day  prior 
to  cardioversion,  and  a prolongation  of  the  Q-T  in- 
terval was  subsequently  noted.  This  was  believed 
to  be  an  electrocardiographic  manifestation  of 
quinidine  effect.  A blood  level  of  only  2.5  mg.  per 
liter  was  obtained  during  the  episode  of  quinidine 


December  1975/  New  York  State  Journal  of  Medicine  2543 


syncope.  It  has  been  held  that  the  toxic  effects  of 
quinidine  are  largely  related  to  the  serum  quini- 
dine  levels.12  However,  quinidine  syncope  can  in- 
deed occur  with  normal  blood  quinidine  levels. 
The  attacks  of  ventricular  tachycardia  and  fibrilla- 
tion were  paroxysmal  and  repetitive  in  nature.  It 
is  possible  that  the  cardioversion  played  a role  in 
producing  the  ventricular  arrhythmia.  Direct  cur- 
rent countershock  has  been  shown  to  depress 
atrioventricular  and  intraventricular  conduction 
velocity.13  This  alteration  in  conduction  could  eas- 
ily have  set  the  stage  for  the  subsequent  quinidine 
reaction.  It  is  of  interest  that  the  administration 
of  lidocaine  rapidly  corrected  the  ventricular  ar- 
rhythmia in  our  patient.  Since  we  have  noted 
that  quinidine,  in  therapeutic  doses,  can  impair 
conduction  with  the  resultant  appearance  of  ven- 
tricular premature  beats,  then  theoretically  lido- 
caine can  be  of  benefit.  This;  is  supported  by  the 
observation  that  at  the  Purkinje  fiber-ventricular 
muscle  junction,  lidocaine  can  accelerate  conduc- 
tion, thereby  abolishing  unidirectional  and  bidi- 
rectional block.14 

When  the  patient  was  stable  and  the  Q-T  inter- 
val had  decreased,  quinidine  was  again  introduced 
in  a dose  of  150  mg.  four  times  a day.  The  total 
daily  dose  was  identical  to  the  amount  that  she 
had  tolerated  safely  for  three  years.  It  was  felt 
that  a potential  risk  was  involved  in  the  reinstitu- 
tion of  the  drug.  However  it  was  known  that  an 
asymptomatic  cardiac  state  in  this  patient  was  as- 
sociated with  a normal  sinus  rhythm,  while  atrial 
fibrillation  produced  severe  cardiac  symptoms. 
Further,  any  deleterious  cardioversion  effects  were 
now  probably  dissipated.  On  follow-up  examina- 
tions for  one  year  in  the  cardiac  clinic,  the  patient 
remains  in  sinus  rhythm  and  is  completely  asymp- 
tomatic. 

Davies,  Leak,  and  Oram8  have  summarized 
quite  succinctly  the  difficulties  one  encounters  in 
preventing  sudden  death  with  quinidine:  “We 

should  emphasize  that  precautions  regarding  quin- 
idine therapy,  including  admission  to  hospital,  a 
test  done  the  previous  day,  prior  digitalization,  ab- 
olition of  all  signs  of  congestive  heart  failure  prior 
to  quinidine  therapy,  and  cathode-ray  oscilloscope 
bedside  monitoring,  may  all  be  carried  out  careful- 


ly and  yet  the  patient  may  suddenly  and  unexpect- 
edly die.” 

Summary 

A fifty-four-year-old  female  was  hospitalized  for 
an  elective  cardioversion.  She  had  taken  600  mg. 
of  quinidine  a day  for  three  years  without  any 
problems.  One  day  prior  to  the  electrical  conver- 
sion, quinidine  was  administered  in  a dose  of  300 
mg.  four  times  a day.  Two  days  after  the  proce- 
dure recurrent  episodes  of  ventricular  tachycardia 
and  fibrillation  were  observed.  The  serum  quini- 
dine level  at  this  time  was  2.5  mg.  per  liter.  With 
the  administration  of  lidocaine  intravenously,  the 
arrhythmia  was  terminated.  The  mechanism  of 
the  arrhythmia  and  the  role  of  lidocaine  in  the 
treatment  of  this  disorder  are  discussed. 
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Recently,  an  increased  incidence  of  osteomalacia 
has  been  observed  in  patients  receiving  anticon- 
vulsant drug  therapy.  We  have  had  the  opportu- 
nity of  examining  a patient  who  developed  marked 
rachitic  changes  while  on  long-term  anticonvul- 
sant therapy.  The  presentation  of  that  case  and  a 
commentary  on  the  metabolic  changes  associated 
with  similar  cases  form  the  basis  of  this  report. 

Case  report 

A twelve-year-old  black  boy  was  admitted  for 
the  first  time  to  the  Mental  Retardation  Institute 
for  control  of  seizures.  He  was  born  at  term  after 
a normal  pregnancy  and  uncomplicated  low  for- 
ceps delivery.  Birth  weight  was  6 pounds,  14 
ounces. 

At  six  weeks  of  age,  he  began  having  major 
motor  seizures  for  which  he  was  admitted  to  an- 
other hospital,  but  no  specific  cause  for  seizures 
could  be  found.  He  was  started  on  phenobarbital. 
At  eight  months  of  age,  he  developed  pigmented 
and  depigmented  lesions  of  the  trunk.  Psychomo- 
tor retardation  was  obvious  at  one  year  of  age. 

At  about  three  and  one-half  years  of  age,  the 
child  was  admitted  to  another  hospital  for  a diag- 
nostic work-up  of  his  recurrent  seizures.  X-ray 
films  of  long  bones  revealed  no  abnormality.  Skin 
biopsy  was  compatible  with  tuberous  sclerosis. 
Laboratory  studies  revealed  a normal  spinal  fluid, 
normal  calcium  and  phosphorus,  and  normal  alka- 
line phosphatase.  The  child  was  discharged  on 
phenobarbital  and  sodium  diphenylhydantoin  (Di- 
lantin). Because  his  seizures  were  uncontrolled, 


methsuximide  (Celontin)  and  primidone  (Myso- 
line)  were  added  to  the  regimen  at  ten  years  of  age. 

At  the  time  of  his  last  admission  in  July,  1972, 
he  appeared  as  a profoundly  retarded  child.  His 
height  was  60  inches  and  weight  was  67  pounds. 
The  fundi  were  normal.  Numerous  depigmented 
and  hyperpigmented  lesions  of  varying  sizes  were 
present  on  the  head,  chest,  trunk,  and  extremities, 
and  adenoma  sebaceum  was  visible  on  the  face. 

Laboratory  examination  disclosed  a white  blood 
count  of  4,600  with  36  per  cent  polymorphonuclear 
leukocytes.  Urinalysis,  amino  acid  chromatogra- 
phy, and  sequential  multiple  analyzer  6 test  re- 
sults were  normal.  Calcium  was  8.2  mg.  per  100 
ml.,  the  normal  being  8.5  to  10.5,  inorganic  phos- 
phate was  3.6  mg.  per  100  ml.,  normal  values  from 
2.5  to  4.5,  and  alkaline  phosphatase  was  over  700 
mlU.  per  milliliter,  the  normal  ranging  from  30  to 
85. 

Films  of  the  wrists  on  September  6,  1972,  re- 
vealed marked  rachitic  changes  in  the  metaphyses. 
(Fig.  1A).  Dietary  vitamin  D and  calcium  levels 
were  normal.  On  September  29,  1972,  he  was 
started  on  vitamin  D2,  50,000  units  daily.  Follow- 
up radiographic  examination  on  October  23,  1972 
revealed  a considerable  decrease  in  the  rachitic 
changes  (Fig.  IB).  Blood  work  at  that  time  re- 
vealed a calcium  of  8.6  mg.  per  100  ml.,  phospho- 
rus of  5.5  mg.  per  100  ml.,  and  alkaline  phospha- 
tase over  350  mlU.  per  milliliter.  The  patient  was 
continued  on  the  same  dose  of  vitamin  D2  (Fig. 
1C).  Reexamination  on  April  10,  1973,  revealed 
complete  resolution  of  the  rachitic  changes. 
Blood  chemistries  revealed  a calcium  of  9 mg.  per 
100  ml.,  a phosphorus  of  4.8  mg.  per  100  ml.,  and 
alkaline  phosphatase  over  250  mlU.  per  milliliter. 
Vitamin  D was  reduced  to  25,000  units  per  day. 
During  the  period  of  treatment  with  vitamin  D the 
anticonvulsant  therapy  was  continued  because  of 
frequent  seizures. 

Comment 

Altered  calcium  metabolism  in  both  children 
and  adults  receiving  anticonvulsant  therapy  has 
been  documented  in  several  recent  studies.  In 
1968,  Kruse1  reported  the  occurrence  of  rickets  as 
a complication  of  long-term  anticonvulsant  thera- 
py. Subsequent  to  that  he  has  seen  11  cases  in 
children  aged  seven  to  fifteen  years.  These  pa- 
tients had  a normal  or  slightly  decreased  serum 
calcium,  a low  serum  phosphorus,  and  an  elevated 
alkaline  phosphatase. 

In  1970,  Dent  et  al.2  reported  the  occurrence  of 
osteomalacia  associated  with  anticonvulsant  ther- 
apy in  4 patients  aged  sixteen  to  sixty-one  years. 
Recent  studies  by  Richens  and  Rowe3  and  Hunter 
et  al.4  reveal  that  approximately  30  per  cent  of  pa- 
tients on  anticonvulsants  have  a lowered  serum 
calcium  and  an  elevated  serum  alkaline  phospha- 
tase. Low  serum  phosphorus  was  less  common. 


December  1975/New  York  State  Journal  of  Medicine  2545 


Radiographically,  in  children,  one  sees  classical 
rachitic  changes  with  metaphyseal  fraying  and 


FIGURE  1.  Wrist  films.  (A)  Film  on  September  6,  1972, 
demonstrates  marked  rachitic  changes.  (B)  Film  on  Octo- 
ber 23,  1973,  after  twenty-five  days  of  vitamin  D therapy. 
(C)  Film  on  April  10,  1973,  shows  complete  resolution  of 
rachitic  changes. 

cupping.  In  adults,  loss  of  trabeculation  in  the 
proximal  femur5  and  multiple  fractures2  have  been 
described.  However,  no  evidence  of  Looser’s 
zones,  or  pseudofractures,  had  been  described  in 
association  with  anticonvulsant  therapy  until  a 
case  reported  in  September,  I973.6  This  was  a 
documented  case  of  osteomalacia  in  a twenty-two- 
year-old  woman  with  sickle-cell  disease.  She  was 
treated  for  ten  years  with  anticonvulsants  because 
of  seizures  which  developed  following  a cerebral 
infarct.  Serum  alkaline  phosphatase  was  elevat- 
ed, and  serum  calcium  and  phosphorus  were  low 
normal  to  subnormal.  Looser’s  zones  were  present 
in  the  scapula,  femur,  and  radius.  Osteomalacia 
was  confirmed  by  bone  biopsy.  Other  causes  of 
osteomalacia  were  ruled  out.  Anticonvulsant 
therapy  was  discontinued,  and  improvement  in  the 
metaholic  and  roentgenographic  findings  occurred 
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within  two  months  without  vitamin  D therapy. 
This  represents  convincing  evidence  of  a causal  re- 
lationship between  anticonvulsant  therapy  and  os- 
teomalacia. 

Not  all  patients  who  have  biochemical  changes 
will  have  bone  changes.  A low  serum  calcium  cor- 
related best  with  bone  changes.  The  biochemical 
and  bone  changes  have  been  observed  both  in  pa- 
tients receiving  only  phenylhydantoin,  and  in  pa- 
tients receiving  phenobarbitone,  primidone,  and 
phenacemide,  alone  or  in  combination.  Studies  in 
children  suggest  a correlation  between  the  dura- 
tion of  anticonvulsant  therapy  and  the  likelihood 
of  altered  calcium  metabolism.  However,  a recent 
study  in  adults  failed  to  show  such  a correlation.5 

The  work  of  Richens  and  Rowe3  and  Hunter  et 
al ,4  suggests  that  the  hypocalcemia  and  osteoma- 
lacia are  the  result  of  a vitamin  D deficiency. 
This  in  turn  may  result  from  microsomal  enzyme 
induction  in  the  liver  which  accelerates  the  break- 
down of  vitamin  D to  inactive  metabolites. 
Therefore,  if  dietary  levels  of  vitamin  D and  expo- 
sure to  sunlight  are  not  adequate  to  compensate 
for  the  increased  demand  caused  by  hepatic  en- 
zyme induction,  osteomalacia  will  result.  The 
paucity  of  reports  of  this  complication  in  the  Unit- 
ed States  as  compared  with  Europe  may  be  ex- 
plained on  the  basis  of  vitamin  D fortification  of 
food  in  this  country  which  provides  a large  daily 
intake. 

Treatment  of  the  rachitic  changes  has  been  tried 
with  both  oral  and  intravenous  vitamin  D.  It  is 
interesting  that  in  some  patients  the  bone  changes 
have  resolved  with  as  little  as  400  to  800  units  per 
day.  However,  many  patients  have  required 
50,000  to  60,000  units  per  day,  similar  to  those 
with  “resistant”  rickets. 

We  have  been  puzzled  by  the  fact  that  a signifi- 
cantly disproportionate  number  of  cases  reported 
in  the  literature  thus  far  with  this  entity,  including 
our  patient,  have  tuberous  sclerosis.  It  is  our  im- 


pression that  perhaps  these  patients  with  tuberous 
sclerosis  have  a specific  metabolic  alteration  which 
enhances  the  metabolic  effect  of  the  anticonvul- 
sants described  here  and  renders  them  susceptible 
to  this  condition.  An  alternative  hypothesis 
would  be  that  the  development  of  rickets  in  pa- 
tients with  tuberous  sclerosis  is  unrelated  to  anti- 
convulsants. Unfortunately,  the  frequency  and 
severity  of  their  seizures  usually  preclude  discon- 
tinuing the  anticonvulsants  to  test  that  hypothe- 
sis, such  as  in  our  case.  In  regard  to  our  patient, 
whose  case  is  described  here,  we  have  attributed 
the  osteomalacia  to  the  anticonvulsant  therapy  be- 
cause other  known  causes  of  osteomalacia  such  as 
dietary,  renal,  and  so  forth,  were  excluded. 

Summary 

An  increased  incidence  of  osteomalacia  has  been 
observed  in  patients  receiving  anticonvulsant  drug 
therapy.  Such  an  association  is  described  in  a pa- 
tient with  tuberous  sclerosis.  The  metabolic 
changes  in  this  and  similar  cases  are  discussed. 
The  pathogenesis  of  the  osteomalacia  appears  to 
be  the  production  of  a relative  deficiency  of  active 
forms  of  vitamin  D secondary  to  hepatic  micro- 
somal enzyme  induction  caused  by  anticonvul- 
sants. 
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The  occurrence  of  a leukemoid  reaction  in  hema- 
togenous disseminated  tuberculosis  is  common  in 
both  adults  and  children.  These  patients’  symp- 
toms may  be  transiently  misdiagnosed  as  chronic 
myelogenous  leukemia  until  the  true  diagnosis  is 
established  by  a normal  bone  marrow  and  positive 
cultures  for  Mycobacterium  tuberculosis. 

On  the  other  hand,  the  rare  pneumonic  consoli- 
dations and  atelectases  due  to  leukemic  infiltra- 
tions may  obscure  the  diagnosis  of  acute  leukemia 
when  primary  tuberculosis  coexists  with  the  leuke- 
mia. Although  leukemic  infiltrations  of  the  lung 
at  autopsy  have  been  reported  in  20  to  66  per  cent 
of  all  types  of  leukemia,  only  4 per  cent  to  8 per 
cent  of  cases  have  any  roentgenologic  findings,  and 
less  than  3 per  cent  have,  at  some  time  during  the 
course  of  their  leukemia,  any  clinical  symptoms  re- 
ferable to  their  respiratory  involvement.1,2  The 
majority  of  these  patients  have  had  chronic  lym- 
phatic leukemia,  a condition  that  is  almost  never 
found  in  the  pediatric  age  group. 

Clinical  symptomatology  from  leukemic  pulmo- 
nary infiltrations  as  a presenting  complaint  in 
acute  leukemia  is  even  rarer.  A search  of  the 
medical  literature  revealed  only  18  individuals,  14 
adults  and  4 children,  with  clinical  and  roentgeno- 
logic evidence  of  leukemic  pulmonary  parenchy- 
mal disease  at  the  onset  of  their  acute  leukemia. 2- 
17  The  occurrence  of  primary  tuberculosis,  leuke- 
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mic  pneumonic  consolidation  with  atelectasis,  and 
an  initial  nondiagnostic  marrow  in  a one-year-old 
child  resulting  in  extreme  difficulty  in  the  diagno- 
sis of  the  leukemic  process  forms  the  basis  for  the 
following  case  presentation. 

Case  report 

A twelve-month-old  black  female  was  admitted 
for  the  second  time  following  respiratory  distress 
of  five  days’  duration.  Her  first  admission,  at  the 
age  of  ten  months,  was  for  diarrhea  due  to  entero- 
pathogenic  Escherichia  coli,  type  0111:B4.  At 
that  time  her  hemogram  showed  a mild  hypo- 
chromic, microcytic  anemia  and  normal  platelets, 
white  blood  count,  and  differential.  Her  tubercu- 
lin test,  5 toxic  units,  gave  negative  results.  Elev- 
en days  after  discharge  from  the  hospital  she  de- 
veloped measles  and  otitis  media.  Despite  antibi- 
otic therapy  for  five  days,  fever  and  cough  persist- 
ed. Respiratory  distress  and  anorexia  developed, 
becoming  more  severe  over  the  next  four  days. 
There  was  no  family  history  of  tuberculosis. 

On  physical  examination,  the  patient  had  mod- 
erate respiratory  distress,  the  respiratory  rate 
being  60  per  minute.  The  pulse  was  140  per  min- 
ute, her  temperature  was  39.4°C.,  and  her  weight 
was  8.05  Kg.  The  cervical  nodes  were  enlarged. 
Impaired  resonance,  decreased  breath  sounds,  ex- 
piratory wheezes,  and  crepitant  rales  were  present 
over  the  right  upper  lobe  anteriorly.  The  liver 
was  palpable  2 cm.  and  the  spleen  3 cm.  below  the 
costal  margins.  The  remainder  of  the  examina- 
tion showed  negative  findings.  The  chest  roent- 
genograms showed  a pneumonic  consolidation  and 
atelectasis  in  the  right  upper  lobe,  clouding  in  the 
right  middle  and  lower  lobes,  and  hilar  adenopa- 
thy (Fig.  1). 

Following  an  80-cc.  transfusion  of  whole  blood, 
the  pediatric  hematology  division  was  consulted. 
A hemogram  on  the  second  hospital  day  revealed  a 
hypochromic,  microcytic  anemia,  leukocytosis,  and 
a leukemoid  reaction  (Table  I).  A bone  marrow 
study  showed  normal  results.  Following  5-cc.  of 
intramuscular  iron  therapy,  her  hemoglobin  rose 
to  12  Gm.  per  100  ml.,  and  subsequent  differen- 
tials no  longer  showed  a leukemoid  reaction  (Table 

I). 

Thoracentesis  revealed  a straw-colored  fluid 
with  600  white  blood  cells  per  cubic  millimeter,  all 
mononuclear  cells.  Cultures  of  the  pleural  fluid, 
blood,  and  spinal  fluid  were  negative  for  bacterial 
or  acid-fast  organisms.  All  results  of  5 purified 
protein  derivatives,  5 toxic  units,  were  negative 
while  5 of  11  purified  protein  derivatives,  250  toxic 
units,  were  positive,  one  of  which  showed  13-mm. 
induration.  One  of  9 gastric  washings,  obtained 
prior  to  therapy,  grew  out  M.  tuberculosis.  An- 
tituberculous therapy  consisting  of  isoniazid  and 
para-aminosalicylic  acid  was  administered  from 
the  twenty-fourth  hospital  day  and  streptomycin 
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idation  and  atelectasis.  (B)  On  following  day  showing  right  pleural  effusion;  clouding  of  right  middle  and  right  lower  lobes 
and  splenomegaly. 


TABLE  I.  Hematologic  data,  second  hospital  admission 


Test 

1 

2 

54*  110 

118 

122 

Peripheral  blood 
Hemoglobin 
(Gm.  per 
100  ml.) 

7.3 

8.8 

12.0 

8.9 

6.9 

6.9 

Platelet  (per 
cubic  milli* 
meter) 

Adequate 

Adequate 

72,000 

110,000 

White  blood 
cells  (per 
cubic  milli- 
meter) 

18,700 

24,000 

12,700 

32,000 

29,000 

Polymorpho- 

nucleotides 

32 

32 

70 

28 

37 

Stabs 

4 

20 

4 

2 

13 

Metamyelo- 

cytes 

3 

- 

7 

17 

Myelocytes 

3 

Myeloblasts 

3 

3 

2 

Eosinophils 

2 

6 

2 

Basophils 

1 

4 

Monocytes 

11 

8 

2 

21 

16 

Lymphocytes 

53 

33 

22 

26 

11 

Normoblasts 
(per  100 
white  blood 
cells) 

8 

3 

4 

Bone  marrow 
Blasts 

2 

18 

20 

Promyelo- 

cytes 

5 

Myelocytes 

12 

6 

15 

Metamyelo- 

cytes 

25 

17 

7 

Polymorpho- 
nuclear neu- 
trophils 

25 

29 

24 

Lymphocytes 

6 

5 

6 

Monocytes 

3 

Normoblasts 

25 

22 

. .A 

28 

Myeloid-ery- 

throcyte 

ratio 

2.8:1 

3.2:1 

2.4:1 

* Representative  of  hemograms  occuring  between  thirtieth  and  one  hundredth  hos- 
pital day. 


from  the  ninety-third  hospital  day  until  her  death. 
Despite  this,  her  chest  roentgenograms  showed  no 
change  over  a four-month  period  other  than  fur- 
ther collapse  of  the  right  upper  lobe. 

On  the  one  hundred  tenth  day,  her  liver  was  pal- 
pable 6 cm.  and  her  spleen  4 cm.  below  the  costal 
margins.  Gingivostomatitis  was  present.  Pete- 
chiae  were  noted  on  her  face,  neck,  and  buccal  mu- 
cosa. The  pediatric  hematology  division  was  con- 
sulted for  the  second  time.  Her  hemogram  again 
revealed  anemia,  a leukemoid  reaction,  and  throm- 
bocytopenia. A bone  marrow  aspirate  showed  18 
per  cent  myeloblasts  with  the  remainder  of  the  dif- 
ferential within  normal  limits  (Table  I).  Mega- 
karyocytes were  scarce.  Prednisone  40  mg.  per 
day  was  administered.  On  the  one  hundred 
twenty-second  hospital  day  petechiae  were  again 
noted;  her  liver  was  now  palpable  to  10  cm.,  and 
her  spleen,  8 cm.  below  the  costal  margins.  A re- 
peat bone  marrow  showed  essentially  the  same  dif- 
ferential, 20  per  cent  myeloblasts,  as  previously. 
Because  of  her  steadily  deteriorating  clinical 
course,  prednisone  was  increased  to  60  mg.  per 
day.  The  child  died  the  following  day. 


Autopsy  summary 

There  was  marked  hepatosplenomegaly;  the 
liver  weighed  620  Gm.,  normal,  331  Gm.,  and  the 
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FIGURE  2.  Photograph  of  right  middle  lobe  of  lung. 
Arrow  points  to  calcified  lymph  node.  Fleshy  infiltrates 
seen  around  hilar  vessels  and  bronchi. 


spleen  weighed  200  Gm.,  normal  28  Gm.  Micro- 
scopically, both  organs  were  infiltrated  with  im- 
mature myeloid  cells  with  a large  proportion  of 
blasts.  Both  kidneys,  twice  normal  in  size,  as  well 
as  the  pancreas,  lymph  nodes,  and  gastrointestinal 
lymphatic  tissue  were  extensively  infiltrated  by 
leukemic  cells. 

The  lungs  weighed  273  Gm.,  normal,  136  Gm. 
The  right  upper  lobe  was  atelectatic.  Although 
the  peribronchial  lymph  nodes  were  enlarged, 
there  was  no  bronchial  obstruction.  A small  calci- 
fied lymph  node  was  found  in  the  hilar  area  drain- 
ing the  right  middle  lobe  (Fig.  2).  Postmortem 
cultures  of  the  lung  and  lymph  nodes  were  nega- 
tive for  acid-fast  bacilli,  and  there  was  no  histolog- 
ic evidence  of  active  tuberculosis.  Microscopical- 
ly, an  infiltrate  of  leukemic  cells  was  found  in  the 
alveolar  septae  and  surrounding  the  bronchi  and 
bronchioles  of  the  atelectatic  right  lobe  (Fig.  3). 
The  pleura  was  thickened  by  a similar  infiltrate. 

The  bone  marrow  was  hypercellular,  showing  in- 
tense granulocytic  activity  with  numerous  blasts. 
The  proportion  of  blasts  varied  from  area  to  area 
of  the  marrow  with  some  sections  having  only  a 
slight  increase  above  normal,  while  other  areas 
were  almost  completely  replaced  by  blasts. 


FIGURE  3.  Photomicrograph  of  right  upper  lobe  showing 
typical  peribronchiolar  infiltration  of  leukemic  cells  (hema- 
toxylin and  eosin  stain). 


The  final  anatomic  diagnosis  was:  (1)  atypical 

acute  myelogenous  leukemia  with  leukemic  infil- 
tration of  the  liver,  spleen,  kidneys,  lung,  lymph 
nodes,  myocardium,  pancreas,  and  gastrointestinal 
tract;  (2)  atelectasis  of  the  right  upper  lobe  secon- 
dary to  leukemic  infiltrations;  and  (3)  primary  tu- 
berculosis, healed,  with  calcified  lymph  node  of 
the  right  middle  lobe. 

Comment 

Our  inability  to  obtain  a diagnostic  marrow,  to- 
gether with  the  possibility  of  a measles  pneumonia 
initially  and  later  of  a tuberculous  pneumonia  with 
hematogenous  dissemination  to  the  liver  and 
spleen,  led  to  the  delay  in  diagnosing  myelogenous 
leukemia.  Since  there  had  been  an  excellent  re- 
sponse to  iron  therapy  for  anemia  and  a normal 
bone  marrow  aspirate,  the  initial  peripheral  blood 
picture  was  attributed  to  a leukemoid  reaction  sec- 
ondary to  infection.  When  the  findings  on  puri- 
fied protein  derivative,  250  toxic  units,  became 
positive  and  M.  tuberculosis  was  cultured  from  the 
gastric  washings,  the  chest  service  made  a diagno- 
sis of  pulmonary  tuberculosis  with  hematogenous 
dissemination  to  the  liver  and  spleen  despite  the 
absence  of  miliary  lesions  in  the  lung.  During  the 
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four-month  course,  the  lack  of  anemia  and  throm- 
bocytopenia and  the  change  in  the  differential  to 
one  consistent  with  infection  but  no  longer  leuke- 
moid  further  delayed  the  diagnosis.  Only  during 
the  last  two  weeks  of  life,  when  anemia,  a leuke- 
moid  reaction,  and  thrombocytopenia  developed, 
was  myelogenous  leukemia  reconsidered.  Al- 
though there  were  now  petechiae,  gingivostomati- 
tis, and  increasing  hepatosplenomegaly,  the  clini- 
cal course  for  acute  myelogenous  leukemia  in 
childhood  was  atypical.  The  pulmonary  picture  of 
consolidation  and  atelectasis  was  more  consistent 
with  tuberculosis  than  myleogenous  leukemia. 

The  bone  marrows  preterminally  were  not  com- 
pletely diagnostic.  There  were  only  18  and  20  per 
cent  myeloblasts  with  no  increase  of  promyelo- 
cytes or  myelocytes  and  a normal  myeloid-erythro- 
cyte ratio.  Therefore,  antileukemic  therapy  was 
not  begun,  and  the  entire  clinical  picture,  includ- 
ing the  thrombocytopenia  and  increasing  hepato- 
splenomegaly, were  attributed  to  tuberculosis  re- 
sistant to  therapy. 

Patients  with  acute  leukemia  rarely  present  leu- 
kemic parenchymal  pulmonary  disease.  Usually 
any  pulmonary  involvement  is  due  to  superim- 
posed bacterial,  viral,  or  fungal  infection  during 
the  terminal  phase  of  the  disease.  Of  the  107 
cases  of  leukemia,  Hodgkin’s  disease,  and  other 
lymphomas  diagnosed  in  children  at  Kings  County 
Hospital  during  the  past  sixteen  years,  only  4,  3.7 
per  cent,  had  a positive  tuberculin  test  result  and/ 
or  active  tuberculosis  at  the  time  of  diagnosis  of 
their  blood  dyscrasia.  This  percentage  of  positive 
tuberculin  test  findings  in  patients  with  leukemia- 
lymphoma  lies  near  the  2 per  cent  incidence  in  leu- 
kemic females  and  the  7 per  cent  incidence  in  leu- 
kemic males  described  from  Memorial  Hospital  in 
New  York  City.18  Of  our  107  patients,  only  1,  the 
present  case,  had  clinical  and  roentgenologic  evi- 
dence of  pneumonia  and  atelectasis  initially.  This 
pulmonary  involvement  at  autopsy  proved  to  be 
leukemic  involving  all  3 sites  that  Nathan  and 
Sanders2  found  to  be  infiltrated  in  their  cases: 
subpleurally,  around  the  small  bronchi,  and  in  the 
interalveolar  septa. 

Only  18  patients  with  acute  leukemia  were 
found  in  the  medical  literature  in  whom  there  was 
both  clinical  and  x-ray  film  evidence  of  pulmonary 
parenchymal  disease  at  the  time  of  their  initial  di- 
agnosis.2,3,5_17  Two  of  the  18  patients  presented 
roentgenologic  evidence  of  pneumonic  consolida- 
tion and  atelectasis  similar  to  that  seen  in  our  pa- 
tient.10’15 The  remainder  of  the  patients  showed 
diffuse  miliary  infiltrations,  nodules,  reticulonodu- 
lar  pattern,  or  increased  interstitial  markings 
which  progressed  to  miliary  infiltrates.  Fifteen  of 
the  18  patients,  including  the  4 children,  had  acute 
myelogenous  or  acute  monocytic  leukemia.2,3,5- 

8,10-17 

The  initial  bone  marrow  studies  were  diagnostic 
in  all  except  the  child  reported  by  Mikulowski.15 


This  patient’s  bone  marrow  had  only  9 per  cent 
myeloblasts  and  8 per  cent  myelocytes  initially; 
later,  the  marrow  became  diagnostic,  having  36  per 
cent  myeloblasts.  The  normal  marrow  obtained 
initially  in  our  child  and  the  preterminal  one  with 
only  18  and  20  per  cent  myeloblasts  were  probably 
due  to  the  varying  degree  of  marrow  replacement 
by  leukemic  cells  which  was  noted  at  postmortem. 
This  variation  in  blastic  transformation  of  the 
marrow  from  one  site  to  another,  although  unusu- 
al, has  been  reported  in  leukemia  previously.19 

The  concept  of  a preleukemic  phase  of  leukemia 
has  been  accepted  by  most  oncologists  since  the 
report  of  Block,  Jacobson,  and  Bethard.20  This 
preleukemic  phase  is  of  varying  duration  lasting 
from  several  months  to  several  years.  The  leuke- 
mic phase  is  frequently  heralded  by  monocytosis 
such  as  was  seen  in  our  patient.  Most  of  these 
preleukemic  patients  ultimately  develop  acute  my- 
elogenous, myelomonocytic,  or  monocytic  leuke- 
mia. Interestingly,  a form  of  myelogenous  or 
monocytic  leukemia  was  diagnosed  in  our  patient 
and  in  15  of  the  18  patients  in  the  literature  with 
symptomatic  pulmonary  parenchymal  leukemic 
infiltrates  at  the  time  of  diagnosis  of  their  leuke- 
mia. Perhaps  these  patients  had  a preleukemic 
phase  of  a long  enough  duration  to  permit  the  ac- 
cumulation of  abnormal  myeloid  elements  in  their 
lungs.  Certainly  the  physician  should  consider 
leukemia  in  his  differential  diagnosis  if  a patient 
with  suspected  bacterial  or  tuberculous  pulmonary 
infiltrates  does  not  respond  to  therapy  as  antici- 
pated. 

Summary 

A case  of  acute  myelogenous  leukemia  is  de- 
scribed in  a twelve-month-old  Negro  child  in 
whom  the  initial  findings  were  compatible  with  a 
diagnosis  of  protracted  hematogenous  disseminat- 
ed tuberculosis.  Parenchymal  lung  involvement,  a 
positive  tuberculin  test  result,  isolation  of  M.  tu- 
berculosis from  gastric  washings,  and  an  initial 
normal  bone  marrow  study  delayed  the  diagnosis 
of  leukemia,  although  the  peripheral  blood  studies 
showed  a leukemoid  picture.  Bone  marrow  stud- 
ies two  weeks  and  one  day  prior  to  the  patient’s 
demise  suggested  the  diagnosis  of  leukemia.  Post- 
mortem examination  revealed  that  all  clinical 
findings  were  due  to  leukemic  infiltration.  In  ad- 
dition, a small  calcified  tuberculous  hilar  lymph 
node  was  found. 
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Among  the  many  possibilities  in  the  diagnosis  of 
neck  masses,  the  cervical  thymic  cyst  has  been  ne- 
glected and  probably  is  more  frequent  than  the 
total  of  22  resected  cases  previously  reported. 
The  first  successfully  resected  case  of  a cervical 
thymic  cyst  was  reported  by  Hyde,  Sellers,  and 
Owen  in  1944, 1 although  previous  partial  excisions 
had  been  reported  by  Pollosson  and  Piery  in  19012 
and  Pezcoller  in  1929. 3 

Case  report 

A five  and  one-half-year-old  male  was  seen  in 
our  clinic  with  a two  and  one-half-year  history  of  a 
soft  mass  in  the  left  neck  that  seemed  larger  at 
times,  especially  when  he  ate  or  strained.  The  re- 
maining history,  except  for  occasional  sore  throats 
treated  with  penicillin,  was  uninformative.  Ex- 
amination revealed  a 3 by  2.5-cm.  compressible 
mass  in  the  left  upper  anterior  neck  extending 
from  beneath  the  anterior  border  of  the  sternoclei- 
domastoid medially  toward  the  thyroid  cartilage. 
The  mass  could  be  compressed  almost  completely 
toward  the  thyroid  cartilage  and  would  reappear 
on  straining.  X-ray  film  findings  of  the  neck  and 
chest  were  normal.  A tine  test  result  was  nega- 
tive. Hematocrit  was  39.  White  blood  count  was 
5,900  with  normal  differential.  Initial  diagnosis 
was  a branchial  cleft  cyst. 

The  specimen  consisted  of  a bilobed  heart- 
shaped  cystic  2.5  by  2 cm.  in  size  filled  with  clear 
fluid  (Fig.  1A).  Microscopically,  the  tissue  was 
normal  thymic  tissue  having  the  usual  configura- 
tion of  a juvenile  thymus  gland  with  prominent 
Hassall’s  corpuscles  (Fig.  IB).  The  latter  were  in 
both  normal  and  degenerative  stages,  and  several 
giant  cells  were  present.  The  main  cyst  was  lined 
with  flattened  squamous  epithelium,  which  in  sev- 
eral areas  showed  some  underlying  squamous 


metaplasia  and  in  one  wall  a cholesterol  granuloma 
(Fig.  1C).  Normal  thymic  tissue  surrounded  the 
cystic  structure  on  three  sides.  The  second  more 
solid  lobe  was  composed  of  normal  thymus  tissue 
with  several  dilated  cystic  spaces  lined  by  flat- 
tened squamous  epithelium  and  filled  with  clear 
fluid.  There  was  no  thyroid  or  parathyroid  tissue 
in  the  specimen. 

Embryology 

According  to  Patten,4  the  thymus  gland  in  man 
develops  almost  entirely  from  ventral  outgrowths 
of  the  third  pharyngeal  pouches  which  appear  late 
in  the  sixth  week  of  development.  The  fourth 
pharyngeal  pouch  contributes  in  some  mammals, 
but  in  man  it  is  inconsistent.  Initially,  the  thymic 
primordia  have  cleft-like  lumina  which  are  lost  in 
the  seventh  week  as  they  increase  in  bulk  and 
elongate.  By  the  end  of  the  eighth  week,  the  dis- 
tal tips  of  the  thymic  primordia  have  contacted 
each  other  and  begun  their  descent  into  the  supe- 
rior mediastinum.  Thus,  accessory  or  residual 
thymic  tissue  could  persist  anywhere  along  a line 
extending  from  the  angle  of  the  mandible  medially 
to  the  midline  of  the  neck,  the  hyoid,  and  descend- 
ing into  the  anterior  mediastinum  as  far  as  the 
pericardium. 

Comment 

The  majority  of  cervical  thymic  cysts  resected 
have  appeared  as  an  asymptomatic  neck  mass  of 
several  months’  duration  and  were  initially  diag- 
nosed as  branchial  cleft  cyst,  thyroid  adenoma,  or 
cystic  hygroma.  Although  neither  benign  nor  ma- 
lignant tumors  have  been  reported  in  association 
with  a cervical  thymic  cyst,  there  have  been  re- 
ports of  both  occurring  in  solid  ectopic  cervical 
thymus.5  Myasthenia  gravis  has  been  reported  in 
1 case  of  cervical  thymoma.6  A cervical  thymic 
cyst  was  reported  encircling  the  vagus.7  Both  cys- 
tic and  noncystic  varieties  have  been  found  with 
hyperplasia.8,9 

The  pathogenesis  of  thymic  cysts  has  not  been 
clarified  completely.  In  1832,  cystic  thymic 
changes  were  attributed  to  tuberculosis,  and  in 
1850,  the  cause  was  thought  to  be  congenital  syph- 
ilis.10 Thereafter,  several  necropsy  reports  ap- 
peared in  the  European  literature  linking  such  al- 
terations to  syphilis;  however,  as  early  as  1900  a 
congenital  theory  was  advanced  by  Westenryk.11 

Gilmour12  demonstrated  that  thymic  remnants 
may  be  present  anywhere  along  the  original  line  of 
thymic  descent,  and  Wenglowski  in  191913  demon- 
strated with  serial  sections  and  corrosive  prepara- 
tions of  the  neck  small  thymic  rests  including  cysts 
in  2 of  10  adults  and  21  of  64  children  at  autopsy. 
A few  of  the  thymic  rests  were  connected  to  the 
pharynx  near  the  epiglottis. 

Speer  in  193814  proposed  five  etiologic  origins 
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FIGURE  1.  (A)  Surgical  specimen  of  bilobed  thymic  cyst. 

(B)  Low-power  micrograph  showing  Hassell’s  corpuscles 
in  wall  of  cyst.  (C)  Cholesterol  granuloma  in  wall  of  cyst. 


for  thymic  cysts:  (1)  from  embryonal  remnants  of 
bronchial  clefts,  thymic  tubules,  or  thymopharyn- 
geal ducts;  (2)  from  degenerating  Hassall’s  corpus- 
cles; (3)  from  sequestration  production  in  patho- 
logic involution  of  thymus;  (4)  from  neoplastic 
processes  in  the  lymphoid,  cytoreticular,  or  con- 
nective tissues;  and  (5)  from  lymph  vessels,  blood 
vessels,  or  connective  tissue  in  various  stages  of 
thymic  development,  hyperplasia,  or  involution. 

Bieger  and  McAdams15  stated  that  persistence 
of  the  thymopharyngeal  duct  accounts  for  all  the 
aspects  of  thymic  cysts  and  demonstrated  that 
cystic  Hassall’s  corpuscles  never  possess  an  intrin- 
sic wall  and  were  deemed  unrelated  by  position 
and  appearance  to  thymic  cysts. 

In  conclusion,  the  ectopic  thymus  and  thymic 
cyst  should  be  considered  in  any  differential  diag- 
nosis of  neck  masses,  especially  in  children,  and  is 
a diagnosis  which  is  undoubtedly  more  common 
than  is  generally  supposed.  Ectopic  thymic  tissue 
can  be  found  at  any  point  along  the  original  line  of 
descent  of  the  thymus  gland,  and  cystic  changes  in 
this  structure  are  probably  best  explained  on  the 
basis  of  persistence  of  the  thymopharyngeal  duct 
or  its  remnants.  In  light  of  the  immunologic  role 
assigned  to  the  thymus  gland  by  recent  investiga- 
tors, the  importance  of  considering  the  cervical 
thymus  becomes  more  apparent. 

1752  Merriam  Drive 
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The  occurrence  of  repeated  episodes  of  diabetic 
ketoacidosis  in  the  same  patient  is  a well-known 
phenomenon.  The  case  described  herein  is  re- 
markable for  the  number  of  admissions  for  ketoac- 
idosis, 44,  and  for  the  severity  of  the  acidemia. 

Case  report 

A twenty-three-year-old  black  male  was  admit- 
ted in  a stuporous  state  with  a history  of  four  days 
of  malaise,  nausea,  polyuria,  and  polydipsia. 
There  was  no  history  of  previous  illnesses.  The 
patient’s  mother  and  one  of  10  siblings  had  diabe- 
tes mellitus.  At  the  time  of  admission,  the  patient 
had  a temperature  of  101. 2°F.,  a heart  rate  of  110 
per  minute,  a blood  pressure  of  90/50  mm.  Hg,  and 
a respiratory  rate  of  35  per  minute.  He  was  noted 
to  be  stuporous  and  severely  dehydrated.  Both 
pupils  reacted  promptly  to  light  directed  into  the 
right  eye  but  sluggishly  to  light  directed  into  the 
left  eye;  the  entire  left  fundus  was  white  and 
atrophic.  Deep  tendon  reflexes  in  the  extremities 
were  hypoactive  and  equal.  The  physical  exami- 
nation was  otherwise  within  normal  limits.  Blood 
glucose  was  750  mg.  per  100  ml.  and  blood  pH  (hy- 
drogen ion  concentration)  was  6.97.  Urine  sugar 
and  acetone  were  4 plus  and  large  respectively, 
using  copper  sulphate,  sodium  hydroxide,  and 
heat-producing  agents  (Clinitest),  and  sodium  ni- 
troprusside,  sodium  phosphate,  aminoacetic  acid, 
and  lactose  (Acetest)  and  occasionally  the  corre- 
sponding strip  tests  for  sugar  and  ketones.  The 
serum  sodium  was  140  mEq.  per  liter  and  the 
serum  potassium  was  7.0  mEq.  per  liter.  The  elec- 
trocardiogram showed  a sinus  tachycardia  with 
tall,  symmetrically  peaked  T waves.  Th^  patient 
was  treated  for  diabetic  ketoacidosis,  receiving  500 
units  of  insulin  within  the  first  twenty-four  hours 
of  hospitalization. 

Over  the  succeeding  forty-nine-month  period 


there  were  44  admissions  for  diabetic  ketoacidosis. 
He  had  no  other  hospital  admissions. 

Pretreatment  arterial  blood  pH  values  were 
available  for  27  of  the  44  admissions.  The  mean 
pretreatment  arterial  blood  pH  was  6.98  plus  or 
minus  0.09  (±  1 standard  deviation)  with  a range 
of  6.83  to  7.16.  On  25  occasions  mental  status  and 
pH  were  simultaneously  recorded.  The  mean  pH 
when  the  patient  was  initially  alert  (7.03  ± 0.07,  11 
values)  was  higher  than  the  mean  pH  recorded 
when  the  patient’s  mental  status  was  in  any  way 
depressed  (6.94  ± 0.08,  14  values).  Twenty-four 
pretreatment  arterial  carbon  dioxide  pressure 
values  ranged  from  10  to  25  mm.  Hg  with  a mean 
of  16  plus  or  minus  4 mm.  Hg. 

Forty-three  initial  blood  glucose  values  varied 
from  255  to  910  mg.  per  100  ml.  with  a mean  of  514 
plus  or  minus  171  mg.  per  100  ml.  (normal,  60  to 
110  mg.  per  100  ml.).  Initial  serum  bicarbonate 
was  10  mEq.  per  liter  or  less  31  times  out  of  35 
available  values.  Lactic  acid  levels  were  deter- 
mined before  therapy  during  the  nineteenth  and 
twenty-first  admissions,  and  both  were  within  nor- 
mal limits.  Urine  sugar  and  acetone  determina- 
tions were  4 plus  and  “large”  respectively  on  38  of 
the  admissions,  and  at  least  3 plus  or  4 plus  and 
“moderate”  on  the  remaining  5 admissions.  No 
values  were  available  from  the  thirty-second  ad- 
mission. 

The  mean  of  42  available  pretreatment  blood 
urea  nitrogen  values  was  22  plus  or  minus  7 mg. 
per  100  ml.  The  mean  posttreatment  blood  urea 
nitrogen  values  from  32  different  admissions  was 
14  plus  or  minus  4 mg.  per  100  ml.  The  mean  of 
13  serum  creatinine  determinations  done  during 
11  admissions  was  1.7  plus  or  minus  0.7  mg.  per 
100  ml.  Examination  of  the  urine  for  protein 
(Labstix)  during  the  first  day  of  therapy  revealed  1 
plus  proteinuria  or  more  on  22  of  32  initial  speci- 
mens examined.  There  were  8 urine  protein  de- 
terminations done  during  or  after  the  second  day 
of  hospitalization  and  not  one  of  these  had  1 plus 
proteinuria  or  greater. 

Serum  amylase  determinations  were  done  on  8 
different  admissions.  On  7 occasions  the  values 
done  on  the  first  hospital  day  ranged  from  70  to 
176  Somogyi  units  per  100  ml.  (mean,  115  ± 36 
Somogyi  units  per  100  ml.).  Normal  serum  amy- 
lase was  less  than  160  Somogyi  units  per  100  ml. 
On  the  ninth  admission  the  initial  serum  amylase 
was  760  units  per  100  ml.  and  the  value  on  the  sec- 
ond day  was  240  units  per  100  ml.  This  was  the 
only  admission  during  which  significantly  abnor- 
mal serum  amylase  values  were  found. 

Pretreatment  serum  potassium  levels,  available 
from  40  of  the  admissions,  were  repeatedly  elevat- 
ed with  a mean  of  6.4  plus  or  minus  0.9  mEq.  per 
liter  (range,  4.1  to  8.0  mEq.  per  liter).  On  20  of  34 
occasions  where  initial  electrocardiograms  were 
available,  there  were  symmetrically  peaked  T 
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waves  attributed  to  hyperkalemia.  Except  for  one 
occasion  when  there  was  decreased  P wave  ampli- 
tude, there  were  no  other  electrocardiographic 
signs  of  hyperkalemia.  Prior  to  leaving  the  hospi- 
tal, the  patient’s  potassium  level  ranged  between 
3.3  and  5.4  mEq.  per  liter  on  the  41  admissions  in 
which  repeated  potassium  determinations  were 
available. 

Insulin  requirements  during  the  first  twenty- 
four  hours  of  therapy  varied  from  60  to  500  units. 
The  mean  dose  was  183  plus  or  minus  90  units. 
The  amount  of  intravenous  fluid  administered  in 
the  first  twenty-four  hours  averaged  7.2  L.  Intra- 
venous sodium  bicarbonate  was  administered  on 
14  occasions,  always  within  the  first  eight  hours  of 
therapy.  The  dose  varied  from  44  to  178  mEq. 
Serial  electrocardiograms,  taken  approximately 
every  hour  during  the  first  three  to  eight  hours, 
were  used  as  a guide  to  potassium  therapy  on  11 
admissions.  The  mean  amount  of  potassium  chlo- 
ride given  during  the  first  twenty-four  hours  was 
129  plus  or  minus  64  mEq.  (data  from  36  admis- 
sions). 

Mental  status  varied  considerably.  The  admit- 
ting physicians  described  him  as  alert  19  times, 
lethargic  or  drowsy  18  times,  stuporous  or  semico- 
matose  once,  and  comatose  once.  The  patient  was 
evaluated  by  psychiatrists  on  5 different  occasions 
and  was  variously  described  as  passive-aggressive 
and  schizophrenic.  During  one  admission  he 
spent  twenty  days  on  the  psychiatric  ward. 

On  37  of  the  admissions,  the  patient  was  asked 
directly  whether  he  took  his  insulin  correctly.  On 
21  occasions  the  patient  indicated  that  he  had 
omitted  his  insulin  dose  one  or  two  days  prior  to 
admission,  and  on  16  occasions  he  claimed  that  he 
had  administered  the  proper  dose. 

Pulmonary  tuberculosis  was  diagnosed  when 
Mycobacterium  tuberculosis  was  cultured  from  a 
routine  sputum  specimen  taken  during  the 
twenty-seventh  admission.  Four  months  later  M. 
tuberculosis  was  again  cultured  from  another  spu- 
tum specimen.  Seven  other  sputum  specimens 
obtained  during  the  year  following  the  twenty-sev- 
enth admission  were  negative  on  culture.  All 
smears  of  sputum  were  negative  for  acid-fast  bacil- 
li. Between  the  thirty-first  and  the  thirty-second 
admissions,  four  months  after  the  twenty-seventh 
admission,  a hazy  infiltrate  approximately  8 cm.  in 
diameter  appeared  in  the  left  midlung  field.  The 
tuberculin  test,  which  was  reported  as  showing  2-, 
0-,  and  0-mm.  induration  on  the  third,  fifteenth, 
and  twenty-fifth  admissions  respectively,  became 
positive  after  the  thirty-first  admission.  Between 
the  thirty-first  and  thirty-second  admissions  ther- 
apy with  isoniazid  and  ethambutol  was  begun. 

During  the  six  months  before  antituberculous 
therapy  was  started  the  patient  denied  having 
night  sweats,  chills,  fever,  and  weakness,  and  his 
weight  was  stable.  During  14  of  the  first  27  ad- 
missions the  patient  was  specifically  questioned 


about  a cough.  A history  of  a chronic,  occasional- 
ly productive  cough  was  elicited  on  11  of  the  14  ad- 
missions. His  chronic  cough  antedated  his  first 
admission.  He  smoked  2 packs  of  cigarettes  per 
day,  a habit  which  began  five  years  before  his  first 
admission. 

No  abnormalities  on  physical  examination  of 
the  chest  were  ever  discovered  during  the  period 
when  the  patient  had  active  tuberculosis.  The 
number  of  admissions  for  diabetic  ketoacidosis  re- 
mained consistently  at  10  or  11  per  year  before 
and  after  the  onset  of  antituberculous  therapy. 
Within  three  months  after  the  onset  of  therapy, 
the  infiltrates  seen  on.  the  chest  x-ray  films  had 
disappeared  and  the  chest  x-ray  films  were  again 
normal.  Chest  tomograms  failed  to  demonstrate 
any  cavities.  The  patient  completed  fourteen 
months  of  therapy  without  complications.  He 
stated  that  he  had  taken  both  the  isoniazid  and 
the  ethambutol  at  least  4 times  per  week  during 
the  fourteen  months. 

The  patient’s  excessive  alcohol  intake  began  at 
approximately  age  seventeen  when  he  began 
drinking  regularly  mainly  on  weekends.  At  the 
time  of  his  first  admission  at  age  twenty-three  he 
was  working  as  a stock  clerk  although  he  contin- 
ued to  drink  over  2 quarts  of  liquor  each  weekend. 
After  his  first  admission  he  never  again  worked 
steadily,  and  within  one  year  he  was  drinking  at 
least  one  pint  of  wine  or  whiskey  per  day,  a prac- 
tice which  he  continued  whenever  he  was  able. 

The  initial  white-cell  count  was  greater  than 
10,000  on  30  of  41  available  values,  including  9 
counts  that  were  over  20,000  (range,  5,100  to 
38,000).  Thirty-one  of  39  differential  counts 
(counting  100  cells)  indicated  greater  than  75  per 
cent  neutrophils  (combining  mature  and  immature 
forms).  A second  white-cell  count  done  after  at 
least  twenty-four  hours  of  therapy  was  recorded  on 
24  occasions.  With  one  exception,  admission  15, 
these  second  counts  all  fell  between  4,000  and 
9,000.  The  percentage  of  neutrophils  on  the  sec- 
ond counts  was  less  than  75  on  22  of  24  determina- 
tions. These  second  counts  were  done  on  the  sec- 
ond hospital  day  15  times  and  on  the  third  to  the 
sixth  hospital  day  9 times.  Hematocrit  levels,  oc- 
casionally elevated  initially,  were  always  normal 
after  therapy. 

Microscopic  examination  of  the  urine  was  done 
on  the  first  day  on  31  admissions.  There  were 
fewer  than  5 white  blood  cells  per  high-power 
field,  at  400  magnification,  in  all  but  2 of  these 
samples.  Red  blood  cells  were  seen  in  9 of  these 
31  specimens,  and  only  once  were  there  more  than 
5 red  blood  cells  per  high-power  field.  Occasional 
casts,  type  unspecified,  were  seen  on  8 urinalyses. 
Many  casts  were  reported  once. 

Rectal  temperatures*  recorded  before  treatment 
or  within  two  hours  of  the  beginning  of  treatment, 

* On  6 hospitalizations  it  was  not  known  whether  tempera- 
tures were  taken  orally  or  rectally. 
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were  available  for  38  of  the  admissions.  On  20  of 
these  38  admissions,  53  per  cent,  the  initial  tem- 
perature was  greater  than  99.0° F.  The  highest  of 
these  20  initial  temperature  elevations  was 
101. 2°F.  Mean  pretreatment  temperature  was 
99.2  plus  or  minus  1.0°F.  The  temperature  re- 
corded seventy-two  hours  after  the  initial  temper- 
ature, or  as  close  to  seventy-two  hours  as  possible, 
sixty-four  to  eighty  hours,  was  taken  as  the  post- 
treatment temperature.  The  actual  time  of  the 
recording  varied  throughout  the  day  as  the  time  of 
admission  varied.  Thirty-one  posttreatment 
values  were  available.  They  ranged  from  97.0° F. 
to  99.4°F.  with  a mean  of  98.5  plus  or  minus  0.6°F. 

The  patient  received  antibiotics,  excluding  an- 
tituberculous drugs,  during  6 admissions,  numbers 
2,  15,  18,  29,  34,  and  35,  because  of  the  physicians’ 
impression  that  infection  was  present.  No  infec- 
tion was  ever  proved  during  these  six  admissions. 
Pneumonia  was  suspected  4 times,  pharyngitis 
once,  and  a urinary  tract  infection  once. 

Outpatient  management  of  the  patient’s  hyper- 
glycemia was  complicated  by  chronic  alcoholism, 
personality  problems,  and  dietary  indiscretion. 
Five  blood  sugar  determinations  done  while  the 
patient  was  attending  the  outpatient  clinic,  ranged 
from  253  to  400  mg.  per  100  ml.  His  usual  daily 
insulin  dose  was  55  units  of  NPH  isophane  insulin. 

Physical  examination  done  one  month  after  his 
last  admission  was  within  normal  limits  except  for 
an  atrophic  left  fundus  and  markedly  decreased 
visual  acuity  in  the  left  eye,  which  has  allegedly 
been  present  since  a childhood  eye  injury.  At- 
tempts at  preventing  these  repeated  episodes  of 
ketoacidosis  through  education  and  exhortation  of 
the  patient  failed. 

Comment 

The  mortality  rate  for  severe  diabetic  ketoaci- 
dosis has  varied  between  9 and  16  per  cent  in  the 
larger  series  reported  in  the  last  twenty  years.1 
The  patient  described  in  this  report  has  survived 
44  episodes  of  severe  ketoacidosis.  He  is  similar 
to  the  patient  reported  by  Peck  and  Peck2  who 
had  42  episodes  of  ketoacidosis.  He  fits  well  into 
the  category  of  younger  diabetics  described  by 
Beigelman1  who  have  relatively  mild  hyperglyce- 
mia, little  or  no  azotemia,  few  complications,  and  a 
much  higher  survival  rate. 

On  every  admission  the  patient’s  initial  signs, 
symptoms,  and  laboratory  data  readily  suggested 
the  diagnosis  of  diabetic  ketoacidosis.  However, 
he  was  deeply  comatose  only  once  and  stuporous 
only  once.  On  37  other  occasions  he  was  either 
lethargic  or  alert.  Thus,  his  repeated  recoveries 
were  associated  with  relatively  benign  mental 
states,  an  association  known  for  many  years.3,4 
Even  though  all  the  initial  pH  values  were  low, 
mean,  6.98,  the  mean  pH  recorded  when  the  pa- 
tient was  alert,  7.03,  was  significantly  different  (p 


less  than  0.02)  from  the  mean  pH  recorded  when 
the  patient  was  not  alert,  6.94. 

With  the  development  of  the  modern  glass  pH 
electrodes,  serial  determinations  of  the  blood  pH, 
actually,  the  plasma  pH,  have  become  important 
in  the  diagnosis  and  management  of  diabetic  ke- 
toacidosis. Observation  of  this  patient  indicates 
that  the  severity,  such  as  the  threat  to  life,  of  dia- 
betic ketoacidosis  cannot  be  measured  by  the 
change  in  the  blood  pH  alone.  From  the  1920s  to 
the  present,  the  serum  bicarbonate  has  been  used 
as  one  measure  of  the  severity  of  diabetic  ketoaci- 
dosis. However,  the  serum  bicarbonate  level  is, 
even  at  best,  a relatively  poor  indicator  of  progno- 
sis in  diabetic  ketoacidosis.5,6  It  remains  to  be 
seen  whether  or  not  the  blood  pH  is  a more  reli- 
able indicator  of  prognosis. 

Pretreatment  serum  potassium  values  in  pa- 
tients with  diabetic  ketoacidosis  vary  from  ex- 
tremely high  to  extremely  low  levels  despite  the 
fact  that  total  body  potassium  stores  are  deplet- 
ed.7,8 Consequently,  general  recommendations 
concerning  the  timing  of  potassium  administration 
and  the  amount  of  potassium  to  be  given  have  lim- 
ited usefulness  in  the  individual  patient.  Serial 
electrocardiograms  were  used  as  a guide  to  potassi- 
um therapy  on  11  admissions.  On  the  rest  of  the 
admissions  physicians  relied  on  experience,  the 
initial  electrocardiogram,  and  on  laboratory  re- 
ports of  serum  potassium  in  determining  potassi- 
um therapy. 

When  immediate  potassium  determinations  are 
not  available,  serial  electrocardiograms  have  been 
recommended  as  a method  of  detecting  potassium 
deficiency  or  toxicity.9,10  Others  have  stated  that 
the  electrocardiogram  is  of  no  value  in  assessing 
serum  potassium  concentrations.11  However,  sev- 
eral studies  indicate  that  the  electrocardiogram  is 
useful  in  detecting  extremely  high  or  extremely 
low  serum  potassium  concentrations.12-15  The  ex- 
ceptions, in  which  the  electrocardiogram  alone 
would  mislead  the  physician,  occur  often  enough 
to  make  knowledge  of  both  the  serum  potassium 
and  the  electrocardiogram  advisable.12,16 

There  were  reports  of  pretreatment  electrocar- 
diograms from  34  admissions.  On  the  13  occa- 
sions on  which  the  initial  electrocardiogram  was 
reported  to  he  normal,  the  initial  serum  potassium 
varied  between  5.0  and  6.8  mEq.  per  liter.  Tall, 
symmetrically  peaked  T waves  were  described  20 
times,  and  on  these  20  admissions  the  initial  po- 
tassium values  ranged  from  4.6  to  8.0  mEq.  per 
liter.  Nonspecific  T-wave  abnormalities  were 
noted  during  the  twelfth  admission.  Although  the 
electrocardiogram  was  generally  an  unreliable  in- 
dicator of  moderate  hyperkalemia,  during  extreme 
hyperkalemia,  9 occasions  when  serum  potassium 
levels  were  6.9  mEq.  per  liter  or  greater  and  elec- 
trocardiograms were  available,  symmetrically 
peaked  T waves  were  always  present. 

The  state  of  the  art  today  regarding  bicarbonate 
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therapy  in  diabetic  ketoacidosis  is  similar  to  the 
state  of  the  art  fifty  years  ago.  In  1922,  Camp- 
bell,17 working  with  Banting  and  Best  and  using 
some  of  the  first  insulin  extracts,  evaluated  the 
problem  of  alkali  therapy.  He  concluded  that 
“the  judicious  use  of  alkali  may  prove  of  value  in 
some  cases  of  diabetic  coma.”  The  more  recent 
warnings  about  the  dangers  of  bicarbonate  therapy 
support  Campbell’s17  cautious  approach. 11>18>19 

Before  insulin  was  available,  bicarbonate  ad- 
ministration was  a mainstay  of  therapy  for  diabet- 
ic ketoacidosis.  In  1898  Fitz  and  Joslin20  observed 
that  bicarbonate  administration  caused  transient 
improvement  in  a few  patients  with  diabetic  ke- 
toacidosis. Excesses  in  bicarbonate  usage  led  Jos- 
lin21 to  conclude  in  1918  that  he  had  prevented  re- 
covery by  giving  too  much  bicarbonate.  When  in- 
sulin became  available,  Joslin,  et  al.22  stopped 
using  bicarbonate  entirely. 

During  the  14  admissions  when  bicarbonate  was 
given  to  this  patient  there  were  no  set  criteria 
being  followed  regarding  the  timing  of  the  admin- 
istration or  the  amount  given.  Various  formulas 
have  been  proposed  for  calculating  the  amount  of 
bicarbonate  needed.23’24  More  recently,  bicarbon- 
ate therapy  in  limited  amounts  has  been  suggested 
for  patients  with  arterial  pH  levels  below  certain 
arbitrary  values,  such  as,  7.25  and  7.O.11’25’26 
These  recommendations  are  based  on  the  premise 
that  severe  acidosis  itself  is  life-threatening. 

In  most  large  series  of  patients  with  diabetic  ke- 
toacidosis infection  and  inadequate  insulin  thera- 
py were  the  two  most  common  precipitating  fac- 
tors.9 In  this  case,  omission  of  insulin  was  report- 
edly a precipitating  factor  on  at  least  21  admis- 
sions. The  patient  was  suspected  of  omitting  his 
insulin  on  several  other  admissions  as  well.  The 
effects  of  an  unrestricted  diet  and  alcoholism  are 
difficult  to  assess.  Interestingly,  infection,  ex- 
cluding tuberculosis,  was  suspected  on  only  6 occa- 
sions. There  was  no  increase  in  the  frequency  of 
admission  during  the  time  that  the  patient  had  ac- 
tive tuberculosis. 

The  initial  white-cell  count  cannot  be  used  as  an 
indicator  of  infection  because  of  the  leukocytosis 
and  leftward  shift  in  the  differential  count  that 
often  occur  in  diabetic  ketoacidosis  even  without 
infection.27’28  The  frequency  of  the  leukocytosis, 
the  rapid  return  of  the  white-cell  count  to  normal 
on  23  of  24  occasions,  and  the  return  of  the  neutro- 
phil count  to  normal  on  22  of  24  occasions  suggest 
that  this  patient’s  persistent  leftward-shifted  leu- 
kocytosis was  caused  by  ketoacidosis  and  not  by 
infection. 

Mild  hyperthermia,  temperature  between 
99.2°F.  and  101. 2°F.  inclusive,  was  present  initial- 
ly during  20  of  38  admissions,  53  per  cent.  Sev- 
enty-two hours  after  admission  only  3 of  31  tem- 
perature recordings,  10  per  cent,  were  above 
99.0°F.  This  transient  hyperthermia  could  not  be 
attributed  to  infection.  The  mean  pretreatment 


temperature,  99.2°F.,  was  higher  than  the  mean 
posttreatment  temperature,  98.5° F.  These  mean 
temperatures  did  not  change  even  when  the  6 ad- 
missions during  which  antibiotics  were  given  were 
excluded  from  the  calculations.  Thus,  the  hyper- 
thermia appeared  to  be  a manifestation  of  diabetic 
ketoacidosis. 

The  patient’s  numerous  episodes  of  ketoacidosis 
seemed  to  be  related  to  emotional  instability. 
Farberow  et  al  29  studied  12  patients  with  repeat- 
ed admissions  for  diabetic  ketoacidosis  and  divid- 
ed them  into  two  groups.  One  group  used  their 
illness  to  achieve  their  goals  and  manipulate  oth- 
ers around  them.  The  second  group  showed  no 
conscious  or  unconscious  use  of  their  illness  but 
rather  exhibited  survival-directed  or  impulse-grat- 
ifying behavior.  This  patient,  with  his  alcoholism, 
passivity,  lack  of  cooperation,  and  immature  per- 
sonality fits  into  this  latter  group. 

The  episodes  of  diabetic  ketoacidosis  in  this  pa- 
tient resulted  in  a fairly  consistent  and  repetitive 
pattern.  On  admission  he  was  usually  alert  or 
lethargic,  not  comatose.  The  initial  blood  pH  was 
between  6.83  and  7.16  with  the  serum  bicarbonate 
usually  10  mEq.  per  liter  or  less.  Blood  glucose 
was  never  higher  than  910  mg.  per  100  ml.  The 
urine  almost  always  showed  4 plus  sugar  and  large 
acetone.  The  pretreatment  proteinuria  disap- 
peared with  therapy.  Usually  the  blood  urea  ni- 
trogen was  elevated  initially  and  then  fell  to  below 
20  mg.  per  100  ml.  with  therapy.  The  pretreat- 
ment white-cell  count  was  usually  elevated  with 
increased  numbers  of  neutrophils  and  both  the 
count  and  the  differential  returned  to  normal  after 
therapy.  The  mild  hyperthermia  also  disappeared 
with  therapy.  The  amount  of  insulin  required  in 
the  first  twenty-four  hours  of  hospitalization  was 
285  units  or  less  in  93  per  cent  of  the  admissions. 
Finally,  the  therapy  for  these  multiple  episodes  of 
ketoacidosis  was  successful  on  all  admissions. 


Conclusion 

Patients  with  diabetic  ketoacidosis  present  a 
wide  range  of  physical  findings,  laboratory  values, 
and  treatment  requirements,  ’f'he  patient  de- 
scribed in  this  report,  however,  has  had  a fairly 
narrow  and  consistent  spectrum  of  abnormal  find- 
ings and  treatment  requirements. 

1093  E.  Fifth  Avenue 
Escondido,  California  92025 
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Current  concepts  of  obesity 

Obesity  is  defined  as  an  excessive  accumulation  of  ad- 
ipose tissue  which  contains  stored  fat  in  the  form  of  tri- 
glyceride. The  etiology  of  obesity  is  complex;  it  may  be 
viewed  as  an  anomaly  of  normal  body  weight  regulation. 
The  problem  of  childhood  obesity  is  receiving  wide- 
spread attention  because  excessive  weight  gain  during 
early  infancy  has  been  associated  with  obesity  in  later 
childhood  and  adulthood.  Discussed  is  the  concept  that 
obesity  is  related  to  the  number  and  size  of  adipose  cells, 
which  has  brought  about  the  classification  of  obesity 
into  hyperplastic  or  hypertrophic.  This  concept  also 
states  that  the  number  of  fat  cells  becomes  fixed  and 
constant  before  adulthood,  but  just  when  during  human 
development  is  as  yet  unknown.  There  is  evidence  that 
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reveals  obesity  may  be  associated  with  certain  diseases 
of  the  cardiovascular  system  and  diabetes.  Prevention 
of  obesity  is  definitely  better  than  treatment.  The 
treatment  for  obesity  involves  different  approaches  in- 
cluding jejunoileal  bypass  surgery;  use  of  hormones, 
drugs,  and  other  aids;  as  well  as  dietary  and  exercise  reg- 
imens. The  most  successful  approach  to  control  of  obe- 
sity seems  to  be  that  of  dietary  restriction  coupled  with 
increased  physical  activity.  The  dietary  regimen  cho- 
sen should  be  nutritionally  adequate  yet  limited  in  calo- 
ric content.  Adherence  to  this  pattern  educates  or  re- 
educates the  obese  patient  into  correct  eating  habits. 
Methods  of  behavior  modification  have  been  regarded 
as  effective  means  of  treating  obesity.  Dairy  Council 
Digest:  46:  21  (no.  4)  (July-Aug.)  1975,  ISSN  0011-5568 
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BRIEF  SUMMARY 

(for  full  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Scicnces-National  Research  Council 
and/or  other  information.  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
"Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  svomen  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  svomen  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
arc  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hvpercalccmia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases.  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  dieihylstilbcstrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (Sec  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed 
ing.  In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  est-ogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 ,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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Webster  defines  ethics  as  the  discipline  dealing 
with  what  is  good  and  bad,  and  with  moral  duty 
and  obligation.  Until  recent  times,  there  was 
much  popular  and  professional  confusion  over  eth- 
ics because  of  a frequent  tendency  to  think  of 
medical  etiquette  as  medical  ethics.  The  earliest 
legal  code  of  which  we  have  record  was  instituted 
by  Hammurabi  around  2,000  B.C.  This  code  set 
fees  to  be  charged  for  medical  services,  and  in- 
voked the  principle  of  “an  eye  for  an  eye”  and  “a 
tooth  for  a tooth.” 

The  Hippocratic  Oath  has  been  responsible  in 
large  part  for  promoting  and  maintaining  high 
moral  principles  in  medical  practice.  The  Geneva 
modification  of  the  Hippocratic  Oath  has  been  an 
attempt  to  update  the  document  and  make  it  rela- 
tive to  our  times,  at  least  in  respect  to  human  ex- 
perimentation and  genocide. 

Principles  of  medical  ethics 

The  present  Principles  of  Medical  Ethics  of  the 
American  Medical  Association  adhered  to  by  the 
Medical  Society  of  the  State  of  New  York,  is  a se- 
ries of  guidelines  which  offers  advice  to  the  physi- 
cian in  resolving  both  ethical  and  moral  problems 
encountered  during  his  professional  career.  Medi- 
cal ethics  in  the  everyday  practice  of  medicine  in- 
volves both  the  professional  conduct  of  the  physi- 
cian as  well  as  the  moral,  philosophic,  and  social 
implications  of  his  practice.  The  interpretations 
of  the  Principles  of  Medical  Ethics  change  with 
time,  and  it  is  these  changes  that  are  of  concern  to 
the  physician  and  the  public,  because  the  purpose 
of  these  Principles  is  to  protect  both  the  patient 
and  the  physician. 


At  the  present  time  there  is  much  popular  and 
professional  confusion  over  medical  ethics.  As  a 
result,  we  find  today  a new  discipline  called 
bioethics.  The  ethicist  believes  he  should  seek  the 
answers  to  modern  ethical  problems  in  the  prac- 
tice of  medicine  and  that  he  should  be  the  one  to 
teach  medical  ethics.  The  medical  ethicist  brings 
to  his  discipline  contributions  of  philosophers, 
theologians,  attorneys,  and  “ivory  tower”  physi- 
cians. The  ethicist  ignores  the  more  practical  eth- 
ical topics  of  interest  to  the  average  practicing 
physician  and  emphasizes  the  esoteric,  theoretic, 
and  philosophic  problems  in  medicine. 

The  education  of  the  physician  as  well  as  the 
public  about  medical  ethics,  both  practical  and 
philosophic,  is  long  overdue.  Education  of  the 
physician  in  this  field  was  proposed  by  the 
A.M.A.’s  House  of  Delegates  in  1961.  It  was  pro- 
posed that  each  medical  school  develop  and 
present  a required  course  in  ethics.  At  the 
present  time  there  are  only  a few  schools  through- 
out the  country  which  have  started  teaching  ethics 
to  their  students.  I believe  that  each  state  medi- 
cal society  should  attempt  to  stimulate  the  inter- 
est of  the  medical  schools  in  their  state  in  this  field 
of  medicine,  and  urge  them  to  have  courses  in  eth- 
ics covering  both  the  professional  conduct  of  the 
physician  as  well  as  the  moral,  philosophic,  and  so- 
cial problems  encountered  in  present-day  medical 
practice. 

It  is  my  belief  that  these  courses  should  be 
taught  by  practicing  physicians  knowledgeable  in 
both  aspects  of  medical  ethics,  and  by  ethicists 
who  have  rationalized  answers  to  the  esoteric,  the- 
oretic, and  philosophic  problems  encountered  in 
medicine.  Therefore,  it  is  the  obligation  of  all 
medical  schools  to  establish  a combined  committee 
of  physicians  and  ethicists  to  determine  the  details 
of  such  a joint  effort  in  the  teaching  of  ethics  to  fu- 
ture physicians. 

It  is  also  of  importance  that  interns,  residents, 
practicing  physicians,  and  hospital-based  physi- 
cians be  given  the  opportunity  to  learn  the  an- 
swers to  the  many  ethical  problems  encountered 
by  them.  The  public,  to  whom  we  have  a great  re- 
sponsibility, must  be  given  an  opportunity  to  ob- 
tain the  necessary  information  to  understand  cer- 
tain situations  that  appear  in  the  course  of  an  ill- 
ness. Postgraduate  serpinars  given  by  teachers  of 
medical  ethics  and  public  seminars  can  meet  these 
needs. 
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Problems  and  answers 

I will  attempt  to  describe  some  of  the  practical 
problems  and  answers  that  may  be  encountered  by 
the  practicing  physician. 

The  very  important  issue  of  confidentiality  has 
been  brought  into  the  limelight  both  by  the  accep- 
tance of  the  use  of  computers  by  many  hospitals 
and  medical  men  and  by  the  attempts  made  by  the 
courts  to  have  psychiatrists  reveal  their  records 
concerning  their  patients.  This  issue  has  been 
brought  before  many  state  legislatures  by  state 
psychiatric  societies  to  have  laws  passed  to  pre- 
serve the  confidentiality  of  the  physician-patient 
relationship. 

The  use  of  proper  advertising  has  come  before 
the  Committee  on  Ethics  on  many  occasions  dur- 
ing the  past  year.  It  is  the  opinion  of  the  Commit- 
tee on  Ethics  that  the  component  county  medical 
society  must,  in  the  final  analysis,  determine  what 
practice  is  in  accord  with  local  custom;  but  in 
doing  so,  they  must  also  make  sure  that  physicians 
or  groups  of  physicians  or  clinics  resort  only  to  the 
most  limited  use  of  advertising,  and  then  only  to 
the  extent  necessary  to  serve  the  common  good 
and  improve  the  health  of  the  community,  and  not 
be  primarily  self-serving.  In  relation  to  govern- 
ment clinics  or  health  maintenance  organizations, 
it  is  both  the  government’s  and  the  Committee  on 
Ethic’s  opinion  that  there  should  be  no  advertising 
which  identifies,  refers  to,  or  makes  any  qualita- 
tive judgment  concerning  any  health  professional 
who  provides  services  for  a health  maintenance  or- 
ganization or  other  clinic,  and  qualitative  and 
comparison  judgments  about  their  own  health 
maintenance  organizations  with  others  can  be  odi- 
ous and  may  be  unethical. 

A change  in  the  interpretation  of  our  code  of 
ethics  concerning  professional  courtesy  was  neces- 
sary when  medical  care  insurance,  such  as  Blue 
Shield  and  Medicare,  came  into  existence.  A phy- 
sician who  renders  medical  or  surgical  care  may 
accept  the  insurance  benefits  and  yet  not  be  vio- 
lating the  traditional  ethical" practice  of  physicians 
caring  for  the  medical  needs  of  colleagues  and 
their  dependents  without  charge. 

During  the  past  decade  many  physicians  have 
become  full-time  salaried  physicians  at  many  hos- 
pitals. One  of  the  problems  thus  created  was  the 
question  of  the  use  of  due  process,  a proceeding 
which  has  also  been  overlooked  by  many  medical 
societies  and  hospitals.  Our  code  of  ethics  states 
the  following: 

The  basic  principles  of  a fair  and  objective  hearing 
should  always  be  accorded  to  the  physician  whose 
professional  conduct  is  being  reviewed.  These  basic 
guarantees  are:  a specific  charge,  adequatemotice  of 
hearing,  the  opportunity  to  be  present  and  to  hear  the 
evidence  and  to  present  a defense.  Whenever  physi- 
cians sit  in  judgment  on  physicians,  and  whenever 
that  judgment  affects  a physician’s  reputation,  pro- 


fessional status  or  livelihood,  these  principles  of  fair 
play  must  be  observed.  Medical  societies  and  hospi- 
tal medical  staffs  are  urged  to  review  the  constitution 
and  bylaws  of  the  society  or  staff  to  make  sure  that 
these  instruments  provide  for  such  safeguards* 

The  same  safeguards  are  now  being  urged  on  all 
hospitals  by  the  Joint  Commission  on  Accredita- 
tion of  Hospitals. 

Some  of  the  moral,  philosophic,  and  social  prob- 
lems confronting  physicians  in  their  practice  are 
abortion,  artificial  insemination,  euthanasia,  the 
right  of  the  patient  to  know  the  truth,  the  right  of 
the  patient  to  die  with  dignity,  and  the  definition 
of  death.  With  these  problems  come  the  ques- 
tions: who  decides  when  to  turn  off  life-sustain- 

ing machinery?  When  may  a person  be  permitted 
to  die  with  dignity?  Under  what  circumstances 
may  an  organ  be  donated  or  accepted?  Is  it  ethi- 
cal to  do  research  on  an  aborted  fetus?  When  is  it 
moral  to  perform  psychosurgery  or  transsexual 
surgery?  These  dilemmas,  and  many  more,  from 
the  trivial  to  the  profound,  have  now  become  fa- 
miliar to  physicians  and  patients.  These  ethical 
and  moral  dilemmas,  stemming  from  scientific  and 
technologic  advances,  have  created  an  intense  new 
interest  in  such  problems  by  physicians,  scientists, 
theologians,  lawyers,  and  other  professionals 
across  the  country. 

Artificial  insemination  has  brought  up  not  only 
ethical  questions  but  also  questions  of  a legal  na- 
ture involving  illegitimacy,  inheritance  rights,  and 
family  relationships.  A law  concerning  the  legiti- 
macy of  children  born  by  artificial  insemination 
was  passed  by  the  New  York  State  Legislature  and 
signed  by  Gov.  Malcolm  Wilson  on  May  17,  1974, 
and  is  known  as  Chapter  303,  Laws  of  1974.  The 
main  portion  of  this  law  is  as  follows:  “Any  child 
born  to  a married  woman  by  means  of  artificial  in- 
semination performed  by  persons  duly  authorized 
to  practice  medicine,  and  with  the  consent  in  writ- 
ing of  the  woman  and  her  husband,  shall  be 
deemed  the  legitimate,  natural  child  of  the  hus- 
band and  his  wife  for  all  purposes.” 

Organ  transplantation,  which  has  reached  a high 
plateau  of  success  during  the  past  decade,  has 
given  origin  to  conflicting  interpretations  of  some 
of  the  ethical  problems  which  confront  the  recipi- 
ents, the  donors,  the  respective  families,  the  mem- 
bers of  the  health  professions,  and  the  public.  It 
has  also  brought  up  the  question  of  a satisfactory 
definition  of  death.  The  Council  of  the  Medical 
Society  of  the  State  of  New  York,  at  its  March  28, 
1974,  meeting  approved  of  the  following  definition 
of  death  (Resolution  74-40  had  been  approved  by 
the  House  of  Delegates  in  February,  1974,  and  re- 
ferred to  the  Council  for  further  evaluation);  the 
essence  of  the  resolution  is  as  follows: 

The  diagnosis  of  death  shall  be  determined  by  the 
* Opinions  and  Reports  of  the  Judicial  Council  of  A.M.A.,  sec- 
tion 4,  para.  15,  p.  20. 
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clinical  judgment  of  the  physician  using  the  necessary 
available  and  currently  acceptable  criteria  . . . the  per- 
manent cessation  of  spontaneous  heart  beat  and  res- 
piration ...  a physician  may  use  brain  death  to  pro- 
nounce a patient  legally  dead  when  extraordinary 
measures,  such  as  modern  drugs  and/or  mechanical 
devices  are  used  to  mask  the  permanent  cessation  of 
spontaneous  breathing  and  heart  beat.  The  diagnosis 
of  brain  death  in  those  who  have  been  placed  on  life 
supporting  systems  must  be  based  on  accepted  crite- 
ria such  as  the  criteria  of  the  Ad  Hoc  Committee  of 
the  Harvard  Medical  School,  as  follows: 

Criteria 

1.  unreceptivity  and  unresponsivity  to  externally 
applied  stimuli  and  inner  need; 

2.  no  spontaneous  muscular  movements  or  spon- 
taneous respiration; 

3.  no  elicitable  brain  reflexes; 

4.  flat  electroencephalogram; 

5.  the  above  to  be  repeated  in  24  hours; 

6.  the  existence  of  hypothermia  and  CNS  depres- 
sants to  be  excluded. 

The  problem  of  euthanasia,  and  the  problem  of 
the  right  of  a patient  to  die  with  dignity  when 
there  is  no  chance  of  recovery,  have  stirred  many 
controversies  throughout  the  country.  In  Nassau 
County,  New  York,  a physician,  who  had  been  ac- 
cused by  many  of  having  used  euthanasia  on  a pa- 
tient, was  indicted  by  a grand  jury,  went  on  trial, 
and  was  found  not  guilty  by  the  jury. 

We,  as  physicians,  are  obliged  to  use  ordinary 
remedies  to  sustain  life,  but  we  are  not  always  re- 
quired to  apply  extraordinary  measures  and  cer- 
tainly we  are  not  obliged  morally  or  legally  to  go 
beyond  this  or  to  do  that  which  is  useless.  In  fact, 
in  some  instances  it  can  be,  and  is  morally  wrong, 
to  employ  extraordinary  means  to  prolong  the  life 
of  the  body.  This  was  the  contention  of  the 


present  Pope  Pius  in  an  encyclical.  We,  therefore, 
believe  that  the  law  should  recognize  that  a physi- 
cian, with  a patient’s  prior  and/or  a relative’s 
present  permission,  can  discontinue  extraordinary 
means  of  sustaining  life,  when  clinical  death  is  in- 
evitable and  there  is  irrefutable  evidence  that 
there  is  no  possibility  of  recovery. 

It  was  recently  revealed  that  a physician’s  view 
on  death  and  treatment  of  a fatal  disease  depend- 
ed on  his  cultural  background  and  religion.* 
Therefore,  a physician  should  examine  his  own  at- 
titude toward  these  questions  to  prevent  his  cul- 
tural and  religious  viewpoints  from  interfering 
with  the  care  he  delivers  to  fatally  ill  patients. 

Conclusion 

I must  repeat  that  the  absence  of  explicit  in- 
struction in  medical  ethics  and  fundamental  moral 
reasoning  is  no  longer  tolerable  in  medical  educa- 
tion in  this  age.  Physicians  need  guidance  and 
training  now  if  they  are  to  provide  helpful  leader- 
ship later  as  ethical  problems  develop.  The  edu- 
cation of  the  public  about  these  questions  in  ethics 
is  also  long  overdue.  I believe  that  the  medical 
profession  should  assume  leadership  in  attempting 
to  bring  together  at  the  same  table  both  ethicists 
and  physicians  to  broaden  the  field  of  medical  eth- 
ics and  utilize  the  knowledge  and  approach  of  the 
two  professions,  medicine  and  bioethics,  and  thus 
try  to  solve  the  practical  and  philosophic  problems 
that  exist  today  and  will  arise  in  the  future  of 
medicine. 

222  Riverside  Boulevard 

P.O.Box  30  { 
Long  Beach,  N.Y.  11561  I 

* Inter-American  Congress  of  Psychology,  Panama  City,  t 
Panama,  1971. 
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Once  freedom  was  institutionalized,  subsequent 
generations  had  only  to  enjoy  this  precious  heri- 
tage. The  vagaries  of  history,  however,  have 
called  on  some  generations,  while  also  reaping  the 
harvest  of  ancestral  plantings,  to  preserve  it 
against  outside  attack.  Our  generation  is  being 
called  on  to  meet  a threat  to  freedom  from  within; 
some  of  us  would  eliminate  it  as  our  way  of  life. 

Preservation  of  freedom 

For  those  of  us  who  have  become  aware  of  this 
sacred  gift  of  the  past,  and  for  those  of  us  who 
have  rediscovered  it  as  indeed  the  finest  basis  by 
which  to  relate  to  one  another  politically,  it  has  be- 
come imperative  to  insure  its  preservation  for  our- 
selves and  for  future  generations.  To  accomplish 
this,  we  must  fully  understand  the  nature  of  what 
we  are  dealing  with;  we  must  understand  the  es- 
sence of  freedom. 

Freedom’s  fundamental  characteristic  is  that  it 
is  an  inalienable  quality  of  man.  This  means  it 
cannot  be  given  to  a person,  but  rather  a person 
has  it.  No  state  can  grant  it;  no  state  can  take  it 
away.  The  only  thing  that  can  happen  is  that 
freedom  can  be  exercised  or  be  prevented  from 
being  exercised.  The  Declaration  of  Indepen- 
dence stated,  for  all  time,  this  inalienability  of 
freedom  for  man,  and  the  Bill  of  Rights  spelled 
out  specifically  the  freedoms  with  which  nothing 
must  interfere.  So  fundamental  was  this  realiza- 
tion of  man’s  nature,  that  it  called  for  the  redefin- 
ing of  the  role  of  government  itself  to  secure  the 
blessing  of  liberty. 

Some  people,  in  the  area  of  medicine,  would 
forego  this  basis  and  institute  numerous  procedures 
that  would  impair  the  freedom  of  patients  and 
physicians.  Seemingly  well-meaning  people,  con- 
cerned with  better  health  care,  while  appreciating 
the  value  of  health,  do  not  seem  to  be  able  yet  to 
appreciate  the  value  of  freedom.  Or,  if  they  can, 
they  give  it  a lesser  value  than  has  been  the  judg- 
ment of  past  generations  who  have  given  up  their 


health,  become  maimed,  and  even  given  up  their 
lives  so  that  freedom  shall  prevail. 

With  most  of  the  threats  to  our  free  way  of  life, 
the  enemy  was  obvious,  such  as  the  attack  on  Pearl 
Harbor,  as  well  as  how  to  deal  with  him.  This  tur- 
bulence and  eddy  of  history  has  placed  us  in  a sit- 
uation in  which  the  enemy  is  our  seemingly  benign 
neighbor,  and  so  the  tactic  for  preserving  freedom 
does  not  readily  come  to  us. 

The  particular  characteristic  of  this  situation  is 
that  it  would  seem  that  a large  number  of  people 
are  for  regimenting  medicine.  While  polls  do  not 
confirm  this  statistically,  there  are  enough  people 
who  either  want  to  regiment  medicine,  or  who 
nonetheless  are  pushing  for  it,  or  whose  push 
carries  weight,  that  legislators  are  on  the  verge  of 
attempting  to  nationalize  medicine.  What  is  the 
tactic  then  when  the  vagaries  of  a cherished,  freely 
operating,  democratic  society  seems  to  turn  to 
foregoing  freedom  itself?  How  can  a minority 
bring  about  the  preservation  of  freedom? 

Another  characteristic  of  this  current  turbu- 
lence is  that  physicians,  by  a very  large  majority, 
when  polled  about  their  own  convictions,  believe 
in  a free  way  of  life.  Some,  however,  would  none- 
theless forego  it  because  they  feel  obliged  to  com- 
ply with  what  appears  to  be  the  wishes  of  the  pub- 
lic. The  tactical  question  becomes  one  then  of 
how  physicians,  small  in  number  compared  with 
an  apparently  large  and  weighty  public  group,  can 
prevail  for  freedom. 

To  help  us  make  the  effective  tactical  choice,  we 
have  the  benefit  of  the  experience  of  colleagues  in 
foreign  countries,  where  certain  methods  did  not 
succeed.  We  also  have  been  using  certain  ap- 
proaches in  the  past  decade  which  have  been  un- 
successful in  abating  the  gradual  regimentation  of 
medicine.  We  know,  or  should  know,  therefore, 
what  tactics  haven’t  worked. 

We  have  relied  on  the  well-earned  respect  and 
prestige  that  the  profession  of  medicine  has  held 
for  centuries  in  legislative  halls.  Whatever  force  is 
producing  this  turbulence  in  history,  it  is  causing  a 
disregard  for  the  professional  expertness  and  sta- 
tus of  the  physician. 

We  have  tried  partnership  with  government  and 
negotiating,  only  to  find  the  government  wielding 
the  big  sticks  of  executive  decree  and  legislative 
command  to  deprive  patients  and  physicians  of 
their  freedom. 

Physicians  in  foreign  countries,  and  recently  in 
Canada,  waited  for  the  final  ax  to  fall,  struck,  and 
crumbled  their  own  strike.  Their  opposition 
seemed  to  stem  from  the  heat  of  the  moment,  and 
did  not  carry  the  sustained  strength  of  a firm  con- 
viction regarding  the  free  way  of  life.  The  instru- 
ments of  sagacious  wisdom,  the  courts,  which  usu- 
ally keep  the  ship  of  state  on  an  even  keel  and  on 
the  course  of  freedom,  have  been  unable  to  grapple 
with  this  ill  wind. 
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If  our  own  hearts  did  not  tell  us  this  about  free- 
dom right  from  the  beginning,  we  can  plainly  see 
that  freedom  cannot  lean  on  professional  prestige; 
freedom  cannot  be  placed  in  the  hands  of  someone 
who  carries  a big  stick  over  us;  freedom  cannot  be 
risked  by  being  put  up  for  negotiation;  and,  alas, 
freedom  cannot  be  entrusted  even  to  those  who  are 
usually  wise.  The  fountain  of  freedom  gushes 
rather  from  the  realization  of  the  preciousness  of 
an  immense  gift  that  has  been  given  to  us,  or  from 
the  discovery  of  it  coursing  through  our  veins.  Ei- 
ther of  these  feelings,  once  experienced,  makes  it 
the  only  way  of  life  for  us. 

These  feelings,  tell  us  immediately  exactly  what 
must  be  done  to  preserve  it.  We  preserve  it  by  liv- 
ing it  ourselves;  we  preserve  it  by  exercising  our  in- 
alienable freedom;  we  preserve  it  by  continuing  to 
practice  free  medicine  in  our  offices  and  hospitals 
no  matter  what. 

Seeing  such  genuine  behavior,  legislators  will  be 
awakened  to  the  fact  that  there  are  people  in  this 
country  who  cannot  be  denied  their  inalienable 
freedom  by  executive  decree  or  by  legislation. 

Should  this  force  continue  to  divert  them  so 
that  they  do  not  see  our  handwriting  on  the  wall, 
and  should  they  try  to  “pull  a Canada”  here,  our 
prior  search  of  our  own  hearts  will  keep  us  well 
fortified.  Unlike  the  Canadian  physicians  who 
were  caught  ill-prepared  and  impotently  reversed 
a momentary  stand,  we  will  now  have  ourselves 


Paint  removal  method  needed  to  halt  lead 
poisoning 

An  inexpensive  method  for  removal  of  lead-based 
paint  in  older  homes  is  essential  to  control  the  problem 
of  lead  poisoning  among  children,  declares  a new  book 
from  the  American  Medical  Association. 

It  is  possible  with  present  techniques  to  remove  most 
of  the  paint  from  older  homes,  but  the  process  is  tedious 
and  expensive,  and  does  not  always  do  a complete  job, 
says  J.  A.  Bell  of  the  AMA’s  Department  of  Environ- 
mental, Public  and  Occupational  Health.  Bell  is  author 
of  the  new  book,  “The  Physician’s  Guide  to  Inorganic 
Environmental  Pollutants.” 


well  prepared  for  the  course  we  must  maintain,  no 
matter  what. 

Unless  we  mean  “no  matter  what,”  and  unless 
we  mean  jail  and  inordinate  fines  to  which  the  Ca- 
nadian physicians  were  subjected,  then  we  do  not 
really  believe  in  freedom.  However  if  the  search 
of  our  own  hearts  does  find  freedom  there,  there  is 
no  force  on  earth  that  can  deter  this  indomitable 
conviction.  For  such  is  the  nature  of  freedom. 
Lincoln  knew  it  when  he  said:  “.  . all  the  armies  of 
Europe,  Asia,  and  Africa  combined  could  not  force 
take  a drink  from  the  Ohio  or  make  a track  on  the 
Blue  Ridge  in  a thousand  years  ...  If  destruction 
be  our  lot,  we  must  ourselves  be  its  author  and  fin- 
isher. As  a nation  of  freemen  we  must  live 
through  all  times  or  die  by  suicide.” 

Conclusion 

We  have  had  the  good  fortune  to  live  in  an  age 
after  history  opened  the  eyes  of  man  to  this  es- 
sence of  his  being.  We  have  been  bequeathed  the 
institutions  to  preserve  a life  of  freedom.  We  can 
give  them  up  and  live  again  as  slaves  or  augment 
the  free  way  of  life. 

We  can  choose  either  the  living  death  of  reg- 
imentation or  the  free  life.  We  can  be  the  genera- 
tion that  vanquished  the  threat  from  within. 

Suicide  or  freedom. 

The  choice  is  ours.  19  Hillside  Avenue 

Roslyn  Heights,  N.Y.  11577 


New  paint  now  in  use  either  has  no  lead,  or  the  lead 
content  is  greatly  reduced,  and  the  main  danger  comes 
from  older  homes  when  small  children  eat  flakes  of 
paint  from  walls  and  sills,  he  says. 

Lead  also  is  found  elsewhere  in  the  environment  and 
in  the  air  from  auto  exhausts,  but  the  major  source  in  se- 
rious poisoning  of  children  is  old  paint. 

Lead  is  one  of  25  metals,  ranging  from  antimony  to 
zinc,  that  are  included  in  the  new  book.  The  properties 
and  uses  of  each  metal  are  explained  and  their  effects  on 
health  care  summarized.  Environmental  standards  of 
maximum  exposure  to  each  metal  are  included. 

The  booklet  is  available  from  Order  Department, 
American  Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 
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We  are  about  to  enter  the  last  quarter  of  the 
twentieth  century  and  are  rapidly  approaching  the 
twenty-first  century.  Today  we  are  closer  in  time 
to  the  year  2000  than  we  are  to  the  end  of  World 
War  II.' 

Review  of  health  advances 

During  the  past  twenty-five  years,  we  have  seen 
the  introduction  of  penicillin  and  a host  of  other 
antibiotics  and  their  widespread  use  for  the  specif- 
ic treatment  of  bacterial  infections.  Poliomyelitis 
immunization  has  virtually  eliminated  the  disease. 
Rubella  immunization  has  prevented  thousands  of 
children  from  being  born  with  congenital  defects. 
Smallpox  has  been  eliminated  from  the  United 
States  and  all  but  five  countries  in  the  world. 
Family  planning  has  been  revolutionized  with  the 
use  of  oral  contraceptives,  intrauterine  devices, 
and  the  revision  of  antiquated  abortion  regula- 
tions. Kidney  dialysis,  open-heart  surgery,  kidney 
and  heart  transplantation,  total  hip-joint  replace- 
ment, and  the  successful  reattachment  of  com- 
pletely amputated  limbs  have  all  made  spectacular 
headlines.  Patients  with  hemophilia  and  other 
bleeding  disorders  can  now  live  relatively  normal 
lives  by  taking  blood  concentrate  products  as 
needed.  Acute  lymphocytic  leukemia  of  child- 
hood is  no  longer  a disease  resulting  in  certain 
death  within  months.  Half  of  the  children  now 
being  treated  for  this  illness  can  now  be  expected 
to  live  five  years.  Lung  cancer,  the  leading  cause 
of  cancer  deaths,  could  be  virtually  eliminated  if 
the  simple  preventive  measures  recommended  ten 
years  ago  by  the  Surgeon  General  were  followed. 

* Presented  at  the  Annual  Meeting  of  the  New  York  State 
Public  Health  Association,  Western  New  York  affiliate,  Blas- 
dell,  New  York,  November  22,  1974. 


These  dramatic  advances  and  a number  of  oth- 
ers have  highlighted  the  health  field  during  the 
past  quarter  of  a century.  But  in  spite  of  all  of 
them,  the  ultimate  measure  of  human  health,  the 
average  expected  life  span,  has  changed  very  little 
over  the  course  of  these  years.  A child  born  in 
1950  had  an  average  life  expectation  of  68.2  years; 
while  a child  born  in  1971  had  an  average  life  ex- 
pectation of  71.1  years,  an  increase  of  only  2.9 
years  over  a span  of  twenty-one  years.  Compare 
this  with  the  fact  that  from  1900  to  1950,  the  life 
expectation  from  birth  increased  from  49.2  years 
to  68.2  years. 

In  comparative  terms,  the  average  annual  rate  of 
improvement  in  life  expectancy  from  birth  was 
more  than  two  and  one-half  times  higher  during 
the  first  fifty  years  after  1900  than  in  the  years 
1950  to  1971. 

The  emphasis  in  this  review  of  health  advances 
in  the  United  States  in  the  past  quarter  of  a centu- 
ry may  be  questioned  in  relation  to  the  topic  of 
this  article.  The  point  is  this:  There  are  proba- 
bly no  more  easy  victories.  No  matter  how  dra- 
matic the  health  advances  of  the  next  twenty-five 
years  will  be,  it  is  unlikely  that  they  will  have  the 
same  large-scale  life-preserving  effect  as  those 
which  were  introduced  in  the  century  before  1950. 
Even  if  in  1975  the  annual  mortality  rate  were  sud- 
denly reduced  to  zero  for  all  people  in  our  country 
under  age  twenty-five,  there  would  be  but  a barely 
noticeable  improvement  in  the  mortality  rate  for 
the  population  as  a whole.  The  life  expectancy 
from  birth  would  rise  to  73.6  years.  Why  is  this 
true?  Because  now  few  persons  die  before  age 
twenty-five  as  compared  with  deaths  in  the  popu- 
lation as  a whole. 

From  my  county  perspective,  I see  us  spending 
too  high  a percentage  of  our  limited  public  health 
resources,  at  the  county,  state,  and  Federal  levels, 
on  programs  that  have  a low  yield  in  potential 
health  dividends,  and  too  low  a percentage  on  the 
most  important  causes  of  death  and  disability. 
Private  sewage  disposal  may  be  a nuisance,  but  it 
would  be  foolhardy  for  anyone  to  claim  that  55,000 
people  died  and  more  than  1 million  were  disabled 
last  year  from  private  sewage  violations.  Yet  that 
was  the  toll  from  automobile  accidents  in  1973. 
Home  health  agency  work  is  important,  but  it  re- 
quires a lot  of  nursing  time  to  visit  very  few  pa- 
tients, most  of  whom  have  severe  degenerative 
conditions.  In  comparison,  what  percentage  of 
the  time  and  budget  of  your  health  department  is 
being  used  for  the  early  detection  of  breast  and 
cervical  cancer  which  together  killed  more  than 
40,000  women  last  year;  or  for  the  prevention  of 
lung  cancer  which  killed  75,000  men  and  women. 
Heart  disease,  cancer,  stroke,  and  accidents  are  re- 
sponsible for  3 out  of  every  4 deaths  occurring  in 
the  United  States.  The  entire  list  of  the  ten  lead- 
ing causes  of  death  contains  only  one  item  consid- 
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ered  to  be  a communicable  disease,  influenza  and 
pneumonia. 

Leading  causes  of  death 

I would  like  to  review  the  ten  leading  causes  of 
death:  heart  disease,  cancer,  stroke,  accidents,  in- 
fluenza and  pneumonia,  diseases  of  early  infancy, 
diabetes  mellitus,  arteriosclerosis,  cirrhosis  of  the 
liver,  and  bronchitis,  emphysema,  and  asthma; 
then  try  to  telate  them  to  recent  advances  in  pub- 
lic health  at  the  county  level.  Several  points  are 
immediately  obvious.  For  many  of  these  causes  of 
death,  no  satisfactory  method  of  prevention  or 
treatment  is  available.  For  those  causes  for  which 
a satisfactory  preventive  measure  exists,  it  is  not 
generally  acceptable  to  the  population  at  risk. 

Heart  disease  is  the  leading  cause  of  death,  ac- 
counting for  almost  three  quarters  of  a million 
deaths  last  year.  The  most  important  risk  factors 
linked  to  death  from  heart  disease  are  smoking, 
obesity,  hypertension,  lack  of  exercise,  and  strep- 
tococcal sore  throats.  Cancers  are  the  second 
leading  cause  of  death.  Of  these,  lung  cancer  is 
causally  related  to  cigarette  smoking  and  cervical 
cancer  is  easily  detectable  by  a Papanicolaou 
smear  test.  Strokes,  the  third  leading  cause  of 
death,  are  partially  related  to  hypertension. 
Motor  vehicle  accident  deaths  are  related  to  exces- 
sive driving  speeds,  alcoholic  beverage  consump- 
tion, and  reluctance  to  utilize  automobile  safety 
devices.  Influenza  deaths  in  the  elderly  could  be 
significantly  reduced  through  widespread  annual 
immunization.  Diseases  of  early  infancy,  diabetes 
mellitus,  and  arteriosclerosis  are  not  currently  sus- 
ceptible to  significant  improvement.  Cirrhosis  of 
the  liver  is  linked  to  alcohol  consumption.  Bron- 
chitis, emphysema,  and  asthma  are  linked  to  ciga- 
rette smoking  and  atmospheric  pollution  and 
workplace  hazards. 

We  who  are  public  health  professionals  need  to 
remind  ourselves  regularly  of  the  basic  justifica- 
tion for  public  health  as  a profession:  to  eliminate 
or  reduce  the  frequency  and/or  the  severity  of  the 
bodily  afflictions  of  groups  of  people,  either 
through  our  own  efforts  or  the  influence  we  bring 
to  bear  on  the  efforts  of  others.  How  well  can  we 
relate  the  activities  of  our  health  departments  to 
the  ten  leading  causes  of  death?  I,  for  one,  am  not 
satisfied  when  I examine  my  performance  in  this 
way. 

National  programs 

There  is  a fallacy  sweeping  the  country  today. 
It  contends  that  if  national  health  insurance  were 
instituted  and  health  maintenance  organizations 
were  introduced  universally,  the  health  of  the 
American  people  would  dramatically  improve. 
Public  health  professionals,  and  local  health  de- 
partments in  particular,  feel  intimidated  and  con- 


fused. Their  support  is  being  eroded  as  politi- 
cians focus  on  more  glamorous  and  appealing  as- 
pects of  the  health  scene.  They  are  not  sure 
whether  to  climb  on  the  bandwagon  or  to  stand  off 
and  continue  to  defend  the  traditional  public 
health  ways  of  doing  things.  My  contention  is 
that  we  must  be  involved  with  both.  But,  we  can 
neither  stand  by  defending  our  traditional  pro- 
grams nor  blindly  climb  aboard  the  vehicle. 

There  are  2 basic  elements  to  the  preceding 
statement  about  public  health:  “eliminate  and  re- 
duce the  frequency  and/or  the  severity  of  the  bodi- 
ly afflictions  of  groups  of  people  ...”  The  first 
part  pertains  to  the  elimination  of  afflictions  of 
which  death  is  the  most  serious  manifestation. 
The  second  part  pertains  to  the  reduction  in  the 
disability  of  those  who  are  afflicted.  Neither  our 
traditional  public  health  programs  nor  these  glam- 
orous new  proposals  for  financing  and  providing 
health  care  services  address  themselves  satisfacto- 
rily to  both  the  aspect  of  improving  human  health 
and  of  protecting  life.  Universal  insurance  and 
more  widely  distributed  medical  services  will  have 
some  effect  on  reducing  the  severity  of  bodily  af- 
flictions and  improving  the  quality  of  life  of  peo- 
ple. But  they  will  not  of  themselves  significantly 
reduce  deaths  from  most  of  the  ten  leading  causes. 
Their  main  effect  will  be  to  inflate  the  cost  of  med- 
ical care  because  of  greatly  increased  public  de- 
mand. 

The  national  Medicaid  program,  which  has  since 
1966  provided  universal  health  insurance  to  the 
poor  at  a cost  of  billions  of  dollars  annually,  is  an 
excellent  example  of  the  fact  that  a universal 
health  insurance  program  provides  more  money 
for  highly  sophisticated  medical  technology,  but 
does  not  significantly  affect  health  and  illness  pat- 
terns unless  public  health  concepts  are  made  an 
integral  part  of  the  program.  Great  Britain  has 
had  universal  health  insurance  for  twenty-six 
years,  but  here  again  a primarily  traditional,  cura- 
tive model  has  been  used  rather  than  a preventive 
one,  and  the  British  indices  of  health  after  twenty- 
six  years  under  the  national  health  services  are  not 
significantly  better  than  ours  in  America.  Contin- 
ued support  for  traditional  public  health  programs 
will  also  have  some  effect  on  reducing  morbidity, 
but  very  little  effect  on  mortality.  If  you  are  not 
convinced,  review  the  list  of  the  ten  leading  causes 
of  death  again  and  try  to  relate  them  to  the  priori- 
ties of  your  health  department. 

Local  health  departments  should  be  the  primary 
agencies  in  their  communities  for  promoting  better 
health  and  a reduction  in  medical  impairments  to 
life  and  functioning.  This  is  a tremendous  re- 
sponsibility and  one  that  has  never  been  really  un- 
derstood by  government  appropriating  bodies  or 
the  community  as  a whole.  They  tend  to  view  the 
health  department  in  the  unappealing,  restricted 
role  of  a regulatory  agency  and  as  a provider  of 
limited  services  to  the  poor.  In  1972,  all  govern-  j 
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TABLE  I.  Per  capita  national  health  expenditures* 


1934 

1939 

1949 

1954 

1959 

1964 

1969 

1971 

Government 

to 

to 

to 

to 

to 

to 

to 

to 

Public  Health 

1935 

1940 

1950 

1955 

1960 

1965 

1970 

1972 

Total 

$22.04 

$28.83 

$78.35 

$103.76 

$141.63 

$197.81 

$328.17 

$394.16 

Activities 
Activities  as 

0.87 

1.16 

2.29 

2.30 

2.19 

3.41 

6.93 

9.92 

per  cent  of 
total 

4 

4 

2.9 

2.3 

1.6 

1.7 

2.1 

2.5 

•Source:  Wilson,  F.  A.,  and  Neuhauser,  D.:  Health  Services  in  the  United  States,  Cambridge,  Massachusetts,  Ballinger  Co.,  1 974. 


ment  public  health  activities,  Federal,  state,  and 
local,  represented  only  2.5  per  cent  of  the  total  na- 
tional health  expenditures,  2.1  billion  dollars  out 
of  a total  of  83.4  billion  dollars.  This  is  approxi- 
mately equal  to  the  amount  spent  that  same  year 
for  eyeglasses  and  appliances,  2 billion  dollars.  It 
averages  out  to  $9.92  per  person.  In  fact,  govern- 
ment public  health  activities  in  the  1970s  repre- 
sent a smaller  percentage  of  total  national  health 
expenditures  than  in  the  two  decades  from  1930  to 
1950  (Table  I). 

The  trend  is  once  again  toward  gradually  in- 
creasing public  health  expenditures.  However,  it 
does  not  appear  that  there  will  be  any  dramatic  in- 
creases. Both  Sweden  and  England  have  had  uni- 
versal health  insurance,  government-owned  hospi- 
tals, and  intermittently  socialist  governments  for 
many  years.  Yet,  neither  country  apportioned  a 
higher  percentage  of  its  total  health  expenditures 
in  1965  for  public  health  activities  than  did  the 
United  States. 

County  health  departments  will  continue  in  the 
foreseeable  future  to  operate  from  limited  budgets. 
National  health  insurance  may  actually  result  in  a 
relative  decrease  in  Federal  allocations  for  public 
health  if  it  causes  the  Federal  government  to  be 
confronted  with  a sudden  increase  in  the  demand 
for  medical  care  services  and  an  increase  in  costs. 
Therefore,  county  health  departments  will  have  to 
be  careful  in  setting  their  priorities  and  not  com- 
mit themselves  to  large  additional  operational  ex- 
penditures for  low-yield  programs. 

Local  health  departments 

The  most  important  function  that  a local  health 
department  can  perform  is  that  of  a catalyst  for 
improved  health  and  reduction  in  mortality  rates. 
If  national  health  insurance  legislation  is  enacted 
in  this  country  before  1976,  as  it  is  likely  to  be, 
local  health  departments  must  be  willing  and  pre- 
pared to  direct  the  greatly  increased  demand  for 
health  services  in  ways  that  will  yield  the  greatest 
health  improvements  to  the  population.  Hopeful- 
ly, with  adequate  funding  assured,  other  commu- 
nity health  agencies,  including  hospitals,  clinics, 
and  individual  practitioners,  will  be  convinced  to 
accept  the  responsibility  for  providing  early 
screening  and  detection  facilities  on  a large  scale. 


However,  if  they  don’t,  the  local  health  depart- 
ment should  accept  the  responsibility. 

Let  us  concentrate  briefly  once  more  on  the 
leading  causes  of  death  which  are  most  susceptible 
to  improvement  by  applying  current  knowledge, 
and  review  what  is  being  done  and  should  be  done 
by  the  county  health  department.  Death  from 
heart  disease,  lung  cancer,  and  bronchitis/emphy- 
sema is  causally  related  to  cigarette  smoking.  Yet 
in  1974,  cigarette  consumption  is  almost  equal  to 
what  it  was  in  1965.  Three  of  the  ten  leading 
causes  of  death  are  associated  with  the  smoking 
habit,  but  most  county  health  departments  devote 
far  greater  resources  to  the  inspection  of  private 
sewage  than  they  do  to  the  elimination  of  cigarette 
smoking.  There  are  several  things  that  county 
health  departments  can  do  in  this  area.  They  can 
lobby  for  the  prohibition  or  restriction  of  smoking 
in  all  public  areas.  They  can  lobby  for  the  enact- 
ment of  prohibitive  cigarette  taxes  at  the  state 
level.  They  can  operate  or  encourage  the  develop- 
ment of  smoker  therapy  groups.  They  can  hold 
frequent  discussion  groups  with  students,  teach- 
ers, businessmen,  local  government  officials,  and 
members  of  the  public  media.  The  goal  of  all 
these  efforts  is  to  motivate  individuals  and  groups 
to  decrease  the  prevalence  of  a lethal  habit. 

Alcohol  consumption  is  causally  related  to  more 
than  50  per  cent  of  all  motor  vehicle  deaths  and  a 
high  percentage  of  deaths  from  cirrhosis  of  the 
liver.  Of  course,  it  is  a major  public  health  prob- 
lem, and  it  is  our  responsibility  to  foster  a greater 
sense  of  awareness  in  the  public  as  well  as  a great- 
er sense  of  responsibility  for  the  consequences  of 
drinking.  This  includes  cooperative  work  with 
local  law  enforcement  agencies,  mental  health  clin- 
ics, schools,  businesses,  and  politicians.  Perhaps 
your  health  department  should  itself  initiate  or 
encourage  the  development  of  alcohol  therapy 
groups  by  local  hospitals  or  other  organizations. 
All  arrests  for  driving  while  intoxicated  should  be 
followed  up  by  either  the  health  department  or  an- 
other agency. 

Three  of  the  leading  causes  of  cancer  deaths  are 
amenable  to  early  detection  and  cure.  Breast  can- 
cer was  responsible  for  33,000  deaths  last  year. 
But,  if  all  adult  women  practiced  careful  monthly 
breast  self-examination,  most  breast  cancers 
would  not  be  fatal.  Ten  thousand  women  died  of 
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cervical  cancer  last  year.  An  annual  Papanicolaou 
smear  examination  would  have  prevented  most  of 
those  deaths,  but  in  my  county  last  year  fewer 
than  one  half  of  the  susceptible  women  had  “Pap” 
smear  tests,  and  5 died  of  cervical  cancer.  Colon 
and  rectal  cancer  can  be  initially  detected  in  many 
cases  by  testing  for  occult  blood  in  the  stool  and 
simple  rectal  examination,  but  that  is  not  being 
done  on  any  large  scale.  Many  cancers  of  the  skin, 
mouth,  lips,  and  tongue  could  be  easily  detected  if 
looked  for. 

What  role  should  the  county  health  department 
play  in  cancer  detection?  That  depends  on  the 
county,  its  medical  society,  cancer  society  chapter, 
and  hospitals.  All  counties  should  have  frequent, 
accessible,  and  affordable  female  cancer-screening 
clinics.  In  some  counties  they  could  be  operated 
by  the  local  hospitals,  in  others  by  the  cancer  soci- 
ety or  the  health  department.  However,  their  ex- 
istence should  not  be  considered  a political  foot- 
ball to  be  tossed  about  by  county  medical  societies. 
The  health  department  should  see  to  it  that  these 
clinics  exist  and  be  responsible  for  educating  the 
public  to  attend.  All  women,  beginning  in  high 
school,  should  be  instructed  and  reinstructed  in 
breast  examination.  This  can  be  done  by  health 
department  nurses,  hospital  clinic  nurses,  school- 
nurse  teachers,  and  paramedical  personnel.  Ob- 
viously, this  will  be  very  time  consuming.  But,  30 
women  died  from  breast  cancer  in  Chautauqua 
County  last  year  who  perhaps  would  have  not 
died. 

Hypertension  is  known  to  increase  the  risk  of 
dying  from  heart  attack  and  stroke.  Yet,  it  is  esti- 
mated that  several  million  Americans  have  un- 
treated hypertension.  There  is  no  known  cure  for 
most  forms  of  the  disease;  however,  adequate 
treatment  will  increase  life  expectancy.  The  sit- 
uation is  similar  to  diabetes  mellitus,  which  also  is 
not  curable,  but  requires  lifetime  treatment  to  pre- 
vent or  delay  its  complications. 

Since  February,  1974,  the  Chautauqua  County 
Department  of  Health  has  been  operating  hyper- 
tension screening  clinics  at  three  sites  several 
times  weekly.  Approximately  4,000  individuals 
have  been  screened  in  ten  months  out  of  a total 
county  population  of  147,000.  Between  10  and  20 
per  cent  have  elevated  blood  pressure,  using  a sys- 
tolic pressure  of  160  and  a diastolic  pressure  of  100 


as  limits  of  normal.  All  of  these  people  are  noti- 
fied by  mail,  as  are  their  physicians.  Those  who 
have  no  physician  are  assisted  in  contacting  one. 
This  type  of  program  has  several  functions.  It 
serves  to  educate  the  public  through  large-scale 
participation.  It  provides  a preventive  health  ser- 
vice of  significant  importance  to  large  numbers  of 
people.  It  acts  as  a catalyst  to  encourage  patients 
with  hypertension  to  keep  their  blood  pressures 
under  control,  and  to  their  physicians  to  maintain 
them  under  closer  surveillance.  So  far,  close  to 
500  notices  have  been  sent  out  to  patients  and 
physicians  with  no  adverse  feedback. 

Last  autumn  a concerted  effort  was  made  by  the 
health  department  to  immunize  large  numbers  of 
elderly  people  against  influenza.  Publicity  was 
given  via  frequent  newspaper  articles,  radio  an- 
nouncements, contacts  with  senior  citizens  groups, 
and  the  county  office  for  the  aging.  Two  thou- 
sand persons  over  age  sixty-five  were  immunized 
by  health  department  personnel,  representing  al- 
most 10  per  cent  of  the  over  sixty-five  population. 
Most  paid  the  voluntary  fee  of  one  dollar.  Many 
expressed  open  appreciation  for  the  service  being 
extended  to  them.  The  clinics  were  held  at  health 
department  offices,  senior  citizens  clubs,  senior 
citizens  feeding  sites,  and  proprietary  homes  for 
the  aged.  Nurses  immunized  home  care  patients 
at  home.  In  addition  to  these  clinics,  letters  were 
sent  to  all  physicians,  hospital  administrators,  and 
nursing  home  administrators,  urging  them  to  im- 
munize their  staffs  and  elderly  patients. 

Summary 

I would  like  to  reemphasize  that  the  primary  justi- 
fication for  public  health  as  a profession  is  to  pre- 
vent, reduce,  or  eliminate  the  bodily  afflictions  of 
groups  of  people.  The  highest  priority  in  person-  ■ 
nel  and  funds  should  be  given  to  those  afflictions 
which  are  causing  death  and  disability  in  the 
greatest  number  of  people.  County  health  depart- 
ments can  and  should  be  acting  as  leaders  in  their 
respective  localities  to  implement  and/or  serve  as 
catalysts  to  encourage  the  implementation  of  pro- 
grams and  policies  which  will  improve  the  health 
and  increase  the  life  expectancy  of  the  American 
people. 

Mayville,  New  York  14757 
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English  Medicine 


JUDITH  M.  TAYLOR,  M.D. 

Scarsdale,  New  York 

Assistant  Clinical  Professor  of  Neurology, 

Albert  Einstein  College  of  Medicine,  The  Bronx,  New  York 

A very  remarkable  group  of  men  flourished  in 
Birmingham  at  the  latter  part  of  the  eighteenth 
century.  Initially  it  seemed  to  be  by  chance  that 
they  were  gathered  there,  but  gradually  they  drew 
others  of  the  same  kind  there  intentionally. 
Scholars  and  scientists,  physicians  and  engineers, 
businessmen  and  craftsmen,  they  all  shared  a pro- 
found interest  in  applied  science,  and  sought  after 
knowledge  for  its  own  sake.  Schofield1  describes 
them  as  the  Lunar  circle  originally,  when  they 
were  but  a congenial  coterie.  Subsequently  they 
became  known  as  the  Lunar  Society.  It  was  a so- 
ciety without  walls  and  without  bylaws;  it  elected 
no  president,  secretary,  or  treasurer.  The  men 
met  each  month  at  one  of  their  homes,  to  discuss 
mutual  scientific  endeavors  and  present  the  re- 
sults of  their  experiments.  They  chose  the  night 
of  the  full  moon  each  time,  hence  their  name. 
Roddis2  has  pointed  out  that  the  selection  of  this 
meeting  time  was  not  based  on  primitive  or  occult 
reasoning  as  might  be  deduced.  On  the  contrary, 
it  was  a most  obvious  thing  to  do  at  a time  when 
street  lighting  did  not  exist  and  roads  were  not 
paved,  to  say  nothing  of  malevolent  footpads  who 
might  be  lurking  in  shadowy  corners. 

“Lunaticks” 

These  men,  or  “Lunaticks”  as  they  were  fondly 
known,  left  very  few  specific  records  of  their  soci- 
ety. Much  of  what  is  known  about  their  activities 
is  derived  from  their  correspondence  and  publica- 
tions. The  memoirs  of  Mary  Anne  Schimmel- 
Penninck3  (Samuel  Galton’s  daughter),  written 
about  sixty  years  later,  help  to  fill  in  some  of  the 
more  pedestrian  information  about  their  meetings, 
personalities,  and  other  qualities.  A list  of  their 
names  makes  one  realize  what  a profound  influ- 
ence they  had  on  the  so-called  Industrial  Revolu- 
tion. Josiah  Wedgwood  was  concerned  with  mak- 
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ing  better  pottery,  and  constantly  experimented 
with  clay  and  earth,  founding  a factory  which  en- 
riched his  descendants  for  generations.  In  his 
search  to  improve  his  business,  he  struck  on  nu- 
merous ways  of  improving  ceramic  work  in  gener- 
al, such  as  special  types  of  glaze,  an  accurate  meth- 
od of  measuring  temperature,  and  other  valuable 
information.  He  was  one  of  14  men  who  often 
worked  jointly  to  resolve  common  problems.  In 
1966  the  Birmingham  Mint  struck  a silver  com- 
memorative medal  of  these  Lunaticks,  whose  ef- 
forts had  established  Birmingham  as  the  center  of 
industrial  growth  and  power. 

Matthew  Boulton  is  not  widely  known  today 
among  ordinary  people,  but  James  Watt’s  name  is 
still  remembered,  as  the  inventor  of  the  steam  en- 
gine. Watt  could  never  have  brought  his  steam 
engine  to  fruition  without  the  assistance  of  Boul- 
ton, both  financially  and  psychologically.  Watt 
had  begun  as  an  instrument  maker,  and  was  start- 
ing to  design  a steam  engine  in  Edinburgh,  backed 
by  Dr.  John  Roebuck.  Roebuck  stuck  with  it  for 
ten  years,  but  eventually  went  bankrupt.  Watt 
looked  about  for  another  source  of  support,  and  a 
man  named  Erasmus  Darwin  came  to  his  aid.  Er- 
asmus Darwin,  grandfather  of  Charles  Darwin  and 
Francis  Galton,  was  an  exceedingly  significant  Lu- 
natick,  both  for  his  own  achievements  and  for  his 
catalytic  influence,  bringing  a man  like  Watt  down 
to  Birmingham  at  just  the  right  time. 

Boulton  was  an  extremely  ambitious  and  ener- 
getic manufacturer  of  metal  products,  particularly 
elegant  ormolu  urns.  He  had  great  difficulty  in 
procuring  a reliable  source  of  power  for  his  pumps 
and  other  equipment.  He  was  prepared  to  invest 
very  heavily  in  Watt,  and  continued  to  pour  what- 
ever money  he  made  into  constantly  expanding  his 
works  at  Soho.  He  deserves  to  be  remembered  for 
his  role  in  developing  the  steam  engine,  which  he 
originally  needed  to  solve  a particular  problem  of 
his  own.  Ultimately  the  firm  of  Boulton  and  Watt 
became  very  prosperous.  James  Boswell  visited 
them  in  1776,  and  he  reported:  “I  shall  never  for- 
get Mr.  Boulton’s  expression  to  me  when  survey- 
ing the  works.  ‘I  sell  here,  Sir,  what  all  the  world 
desires  to  have — power!’  ” 

In  a way,  Watt’s  invention  changed  the  world, 
but  whether  desirably  or  not  is  still  a matter  for 
debate.  Theirs  was  the  age  of  enlightenment,  and 
they  surged  forward  as  fast  as  possible.  When  Jo- 
seph Priestley  needed  a position  after  falling  out 
with  Lord  Shelburne,  they  arranged  for  him  to 
come  to  Birmingham.  They  later  subscribed  re- 
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peated  sums  of  money  to  support  his  chemical  ex- 
periments. He  felt  no  qualms  in  accepting  the 
money,  and  often  repaid  them  by  solving  their 
practical  problems. 

Although  he  later  was  driven  away  from  Bir- 
mingham because  of  his  unpopular  political  be- 
liefs, he  always  looked  back  at  his  time  there  as  a 
perfect  interlude.  The  behavior  of  Birmingham’s 
civil  authority  in  permitting  the  mob  to  destroy 
Priestley’s  home,  laboratory,  and  library  has  re- 
mained suspect  to  this  day.  Here  was  a man  who 
developed  the  chemistry  of  gases  to  new  peaks, 
isolating  hydrochloric  acid,  carbon  monoxide,  and 
many  other  important  chemicals.  Yet  he  ended 
up  having  to  emigrate  to  this  country  in  his  later 
years,  unable  to  be  supported  in  England  any  fur- 
ther. He  died  in  rural  Pennsylvania.  Now  his 
reputation  is  immortal. 

Among  these  men,  there  were  three  eminent 
physicians.  One  of  them  died,  and  this  was  the 
occasion  for  the  physician  I am  describing  to  be 
brought  into  the  society.  Dr.  Small  has  left  be- 
hind almost  no  papers  or  evidence  of  his  worth,  yet 
most  of  the  society’s  members  considered  him 
their  greatest  scientist.  Before  going  on  with  my 
story,  it  is  worth  a brief  digression  to  discuss  Dr. 
Small,  whose  death  actually  opens  my  narrative. 

He  was  a Scottish  physician  who  went  out  to 
teach  natural  philosophy  at  the  College  of  William 
and  Mary  in  Virginia.  He  introduced  mathemati- 
cal and  scientific  lectures  at  the  college,  and  was 
considered  to  be  a remarkable  instructor.  He  was 
responsible  for  Thomas  Jefferson’s  “destinies,” 
and  Jefferson  wrote  of  him  with  enthusiasm  and 
gratitude.  Unfortunately,  then  as  now,  faculty 
feuds  were  a major  problem,  and  Dr.  Small  had 
some  unpleasant  colleagues.  He  tried  to  stay 
there  for  a few  years,  but  when  an  opportunity 
came  to  return  to  the  British  Isles,  to  purchase  a 
large  amount  of  scientific  equipment  for  the  col- 
lege, he  came  back,  placed  the  order,  but  resigned 
his  post. 

Benjamin  Franklin  had  visited  Birmingham  in 
1758  to  meet  John  Baskerville  the  printer,  with 
whom  he  had  much  in  common.  He  was  one  of 
the  original  subscribers  to  Baskerville’s  work. 
Baskerville  was  not  a Lunatick,  but  worked  con- 
temporaneously with  them.  Franklin  met  Boul- 
ton, liked  him,  and  corresponded  with  bim,  finding 
him  stimulating  and  congenial.  When  Dr.  Small 
turned  to  Franklin  for  help  in  getting  a situation, 
Franklin  sent  him  to  Boulton:  “I  beg  leave  to  in- 
troduce my  friend  Doctor  Small  to  your  acquaint- 
ance, and  to  recommend  him  to  your  civilities  . . . 
You  will  thank  me  for  adding  to  the  number  of 
those  who  from  their  knowledge  of  you  must  re- 
spect you,  one  who  is  both  an  ingenious  philoso- 
pher, and  a most  worthy  honest  man.” 

Boulton  immediately  liked  Small  and  took  him 
on  as  his  family  physician.  They  had  mutual  re- 
spect for  each  other’s  skill  and  intelligence.  From 


then  until  Small’s  death  in  1775,  Boulton  repeat- 
edly asked  Small’s  advice  on  all  scientific  and  me- 
chanical matters.  Small  was  not  always  happy  in 
his  position,  but  all  held  him  in  the  highest  es- 
teem. 

Effect  of  Darwin 

Shortly  after  Small’s  death,  the  indefatigable 
Darwin  wrote  another  very  useful  letter.  He  had 
heard  of  an  excellent  young  physician  at  the  Staf- 
ford Infirmary,  one  given  to  dabbling  in  meteorol- 
ogy, geology,  chemistry,  and  botany.  It  is  not 
clear  how  he  came  to  hear  about  him,  but  Stafford 
was  not  too  far  from  Birmingham. 

He  wrote:  “I  am  at  this  moment  returned  from 
a melancholy  scene,  the  death  of  a friend  who  was 
most  dear  to  me,  Dr.  Small  of  Birmingham.  . . . 
Mr.  Boulton  suffers  an  inconceivable  loss  from  the 
doctor’s  mechanical  as  well  as  medical  abilities. 
. . . If  you  should  choose  that  situation  (Dr.  Small’s 
practice)  your  philosophical  taste  would  give  you 
the  friendship  of  Mr.  Boulton  which  would  operate 
all  that  for  you  which  it  did  Dr.  Small  . . . .”  Dar- 
win, who  was  also  worldly  and  shrewd,  described 
the  possibilities  of  earning  a good  income  in  the 
progressive  city  of  Birmingham,  as  well  as  the 
charms  and  stimuli  of  their  society.  The  letter 
ended  with  an  injunction  to  discretion,  since  other 
persons  favored  a different  replacement  for  Dr. 
Small. 

Relations  between  Darwin  and  his  protege  were 
excellent  for  a long  while,  but  subsequently  they 
fell  out  over  scientific  matters.  Darwin  was  a very 
remarkable  man,  of  prodigious  energy  and  enthu- 
siasm, able  to  do  profound  work  in  many  disci- 
plines. He  actually  lived  in  Lichfield,  a few  miles 
outside  Birmingham.  It  was  the  town  where  Dr. 
Samuel  Johnson  grew  up.  Darwin  had  a large, 
busy  medical  practice,  and  one  of  his  sons  also  be- 
came a physician.  They  wrote  several  medical  pa- 
pers together,  a fact  that  was  to  be  of  some  impor- 
tance later.  Darwin  was  well  educated  and  pros- 
perous, and  tended  to  have  a synthetic,  organizing 
mind  rather  than  a truly  creative  one.  He  did 
many  experiments  in  chemistry,  geology,  and  so 
on,  and  was  actually  one  of  the  few  Lunaticks  who 
published  articles  on  meteorology.  It  was  his  in- 
terest in  “fiery  chariots”  (steam  carriages)  which 
made  him  aware  of  Watt.  He  wrote  several  long 
scientific  poems  describing  all  his  work,  as  well  as 
the  many  activities  of  the  Lunar  Society.  His 
Zoonomia,  Phytologia , and  Botanical  Garden 
were  well  regarded  for  a long  time.  Nowadays  we 
don’t  think  of  poetry  as  a vehicle  for  scientific 
work,  but  the  eighteenth  century  poets  frequently 
seized  on  agriculture,  physiology,  chemistry,  and 
meteorology  as  appropriate  subjects.  Conse- 
quently there  is  little  lyric  poetry  in  the  English 
eighteenth  century  corpus,  rather  passing  from  the 
grandeur  of  Pope  and  Dryden  to  the  rococco  con- 
ceits of  shepherdesses,  snuff  boxes,  fans,  milk- 
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maids,  lace  ruffles,  and  so  forth,  with  little  of  real 
depth  other  than  Blake’s  work  until  Keats  and 
Shelley  arose. 

Unfortunately  for  Darwin,  his  bubble  was 
pricked  by  a very  wicked  parody.  The  stilted  cou- 
plets were  an  easy  mark,  and  his  Love  of  the 
Plants  was  satirized  in  the  Love  of  the  Triangles. 
Recent  research  has  suggested  that  it  was  no  less  a 
personage  than  George  Canning  who  wrote  the 
lampoon.  Here  is  a passage  from  The  Botanical 
Garden: 

Botanic  Muse!  Who  in  this  latter  age 

Led  by  your  airy  hand  the  Swedish  sage, 

Bade  his  keen  eye  your  secret  haunts  explore 

On  dewy  dell,  high  wood  and  winding  shore; 

Say  on  each  leaf  how  tiny  graces  dwell; 

How  laugh  the  pleasures  in  a blossom’s  bell; 

How  insect  loves  arise  on  cobweb  wings, 

Aim  their  light  shafts,  and  point  their  little  stings. 

There  was  something  about  Darwin  that  some 
people  did  not  like.  He  could  not  help  being  lame 
and  corpulent,  but  he  was  given  to  sarcasm  which 
made  him  unpopular.  Yet  his  friends  loved  him 
for  his  “inquiring  and  benevolent  spirit,”  and  he 
was  married  twice,  very  happily  both  times.  Even 
if  he  had  only  brought  together  the  significant 
members  of  the  Lunar  Society,  he  would  have  been 
remembered,  but  he  did  much  more.  One  of  his 
special  interests  was  botany.  He  eventually 
bought  some  land  at  Lichfield,  and  started  a bo- 
tanical garden  in  1778.  He  founded  the  Lichfield 
Botanical  Society,  a rather  small  group  comprised 
of  himself,  Brooke  Boothby  who  was  “incurable 
lazy,”  and  the  Rev.  Joseph  Jackson  who  did  most 
of  the  work.  This  too  was  to  be  very  important 
later.  The  society  undertook  to  translate  the 
works  of  Carl  Linnaeus  into  English,  and  Jackson 
bore  the  brunt  of  this  labor.  There  were  several 
Linnaean  treatises,  and  it  turned  out  that  the  one 
they  actually  produced  was  not  the  one  they  had 
advertised  they  were  doing. 

Darwin  was  one  of  the  earliest  of  the  Lunaticks 
to  become  a Fellow  of  the  Royal  Society,  although 
his  protege  soon  followed  him.  He  was  also  a Fel- 
low of  the  Royal  College  of  Physicians  and  con- 
tributed to  the  medical  transactions.  Charles 
Darwin  loved  his  grandfather,  and  left  a delightful 
portrait  of  him  in  his  own  autobiography.  Canon 
Seward’s  daughter,  Anna  Seward,  the  “Swan  of 
Lichfield”  and  poet,  was  not  so  enamoured.  Her 
memoirs  show  some  of  the  warts,  whereas  Maria 
Edgeworth,  Richard  Edgeworth’s  daughter,  always 
wrote  of  him  with  kindness. 

New  physician 

These  enlightened  citizens  of  Birmingham  used 
to  approach  the  civic  needs  of  their  city  with  the 
same  direct  spirit  they  approached  scientific  prob- 
lems. Because  of  the  antiquated  political  system 
in  England  at  the  time,  Birmingham  had  almost 


no  status  as  a city.  If  they  wanted  something 
done,  they  did  it  themselves,  rather  than  go 
through  endless  red  tape  at  Whitehall,  and  have 
nothing  as  a result.  In  1776,  they  built  a hospital, 
the  Birmingham  Infirmary,  now  the  General  Hos- 
pital. John  Ash,  M.D.,  was  its  chief  physician, 
and  evidently  Dr.  Small  had  assisted  him  to  some 
extent.  The  new  physician  rapidly  took  over 
much  of  the  responsibility  for  the  Infirmary,  some- 
times seeing  2,000  or  3,000  outpatients  a year. 

He  had  been  working  very  hard  at  Stafford  In- 
firmary, founded  at  almost  the  same  time,  but  his 
private  practice  did  not  prosper,  and  he  was  short 
of  money.  In  time  he  was  to  become  quite  rich,  al- 
though never  in  the  same  league  as  the  famous 
London  practitioners  or  Dr.  Dimsdale,  who  vacci- 
nated Catherine  the  Great  and  her  family.  Staf- 
ford was  not  too  far  from  Wellington  in  Shrop- 
shire, his  birthplace.  Probably  his  father’s  repu- 
tation had  been  of  some  importance  in  his  ap- 
pointment to  the  new  infirmary,  although  he  had 
already  demonstrated  his  professional  skill  by  cur- 
ing a prominent  local  citizen  at  just  the  right  time. 

His  father  was  a capable  physician,  and  his 
mother  came  from  a medical  family.  Her  brother, 
Brooke  Hector,  M.D.,  of  Lichfield,  had  delivered 
Samuel  Johnson.  Once  more  there  was  a connec- 
tion with  Lichfield.  The  boy  was  educated  by  the 
local  parson,  a common  method  in  those  days.  He 
learned  some  Latin  and  Greek  and  a little  mathe- 
matics, enough  to  prepare  him  for  university  en- 
trance. He  chose  Edinburgh  as  a place  to  study 
medicine  since  new  life  and  excitement  were  ani- 
mating the  university.  The  teachers  were  famous 
beyond  the  university  and  attracted  brilliant,  ca- 
pable students.  Joseph  Black  taught  chemistry, 
and  Alexander  Monro,  Primus  and  Secundus,  both 
taught  anatomy.  They  gave  their  name  to  a well- 
known  foramen.  Later  there  would  be  a Monro 
Tertius,  grandson  of  Monro  Primus,  and  thus  one 
family  spanned  a hundred  and  twenty  years  of 
leadership.  David  Hume  the  philosopher  and 
William  Robertson  the  historian  lent  renown  in 
their  respective  departments. 

A man  who  may  have  made  the  greatest  mark  on 
those  students  was  William  Cullen,  professor  of 
medicine.  It  is  worth  another  brief  digression  to 
mention  his  life  and  attainments.  Both  he  and 
William  Hunter  were  exceedingly  poor,  coming 
from  the  same  small  town  in  Scotland.  They 
made  a pact  that  one  would  work  and  pay  for  the 
other  to  study  at  the  university,  and  then  switch 
for  the  next  two  years,  until  both  obtained  univer- 
sity degrees.  Cullen  was  the  first  professor  in  the 
British  Isles  to  lecture  in  English  rather  than 
Latin.  He  was  always  very  much  interested  in 
chemistry  and  encouraged  his  students  to  follow 
his  interest.  His  textbooks  were  used  for  almost  a 
hundred  years  after  his  death,  particularly  his 
System  of  Medicine,  in  which  he  was  the  first  per- 
son to  use  the  word  hysteria  as  we  use  it  today. 
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Botany  was  a required  course  for  medical  stu- 
dents. The  professor  of  botany  at  Edinburgh  was 
a Dr.  Hope,  an  exponent  of  Linnaeus.  It  seems  he 
did  not  fully  inspire  this  particular  student  who 
wrote  to  his  father  in  1764  “.  . . The  Botanical  Pro- 
fessor gives  annually  a gold  medal  to  such  of  his 
students  as  are  most  industrious  in  that  branch  of 
science.  An  incitement  of  this  kind  is  often  pro- 
ductive of  the  greatest  emulation  in  young  minds, 
though,  I confess,  it  will  hardly  have  charm  enough 
to  banish  the  disagreeable  ideas  I have  formed  of 
the  study  of  botany.”  Strange  paradox,  since  this 
student  subsequently  became  renowned  for  his 
knowledge  of  botany  and  was  known  as  “the  flower 
of  English  Medicine.” 

Nevertheless  he  did  become  interested  in  bota- 
ny while  still  in  Edinburgh,  but  by  a friendship 
with  a man  not  formally  his  teacher.  Several  re- 
markable students  were  his  contemporaries,  such 
as  Rogerson,  and  Percival,  the  subsequent  reform- 
er in  sanitation.  These  students  inspired  each 
other,  and  found  kindred  spirits  in  the  city.  Rich- 
ard Pulteney  was  an  eminent  botanist  with  whom 
he  became  very  close,  and  one  must  assume  that 
this  aroused  his  interest.  Pulteney  was  author  of 
The  Historical  and  Biographical  Sketches  of  the 
History  of  Botany  in  England,  which  had  already 
become  a standard  source  book. 

He  loved  all  things  Scottish,  taking  up  golf  and 
learning  to  play  the  bagpipes.  If  this  were  not  in- 
tended to  be  a serious  historical  and  scientific  arti- 
cle, it  would  be  fun  to  trace  the  traditional  medical 
sport  of  golf  back  to  him!  He  used  his  vacations  to 
travel  through  different  parts  of  the  English  coun- 
tryside, becoming  familiar  with  the  vegetation  and 
rock  formations  of  the  Derbyshire  Peak  district 
and  wildest  Yorkshire.  In  all  these  travels  he 
stored  up  valuable  impressions  and  knowledge,  as 
well  as  making  new  friends.  In  York  he  met 
Thomas  Fowler,  already  known  for  his  liquor  pot- 
assii  arsenitis  while  still  a country  apothecary. 

In  spite  of  Cullen,  Latin  remained  necessary  for 
a physician  to  complete  his  studies,  but  he  had 
some  amusing  things  about  the  drudgery  of  learn- 
ing it:  he  could  not  “but  deem  it  a heavy  task, 

during  the  short  space  of  our  existence,  to  be  com- 
pelled to  learn  so  many  signs  to  indicate  the  same 
thing.” 

By  1767  he  was  ready  to  practice  and  went  to 
Stafford.  The  enthusiasm  imparted  to  him  by 
Cullen  and  Pulteney  was  maintained  and  even 
broadened  in  those  early  years.  The  infirmary  did 
not  fully  occupy  his  time,  and  there  was  a limit  to 
the  amount  of  golf  and  bagpiping  he  could  do.  He 
enjoyed  howls,  and  participated  in  amateur  pro- 
ductions of  Shakespeare,  but  devoted  much  time 
and  energy  to  natural  history,  geology,  and  meteo- 
rology. His  interest  in  the  latter  was  partly  stimu- 
lated by  James  Thomson’s  The  Seasons.  This 
was  another  of  those  semididactic  poems  which 
have  already  been  briefly  discussed.  His  weather 


recordings  remain  available  and  were  very  accu- 
rate. Unlike  Darwin  he  did  not  publish  anything 
in  this  field. 

The  final  important  stimulus  to  his  deepening 
studies  in  botany  came  from  a desire  to  please  his 
fiancee.  In  1772  he  married  Helena  Cooke,  a 
young  lady  who  loved  to  draw  and  paint  flowers  of 
all  kinds.  While  she  was  recovering  from  an  ill- 
ness one  summer  he  searched  the  countryside  for 
specimens  to  cheer  her  and  fill  the  idle  hours. 

Textbook  of  botanical  arrangement 

Three  years  later  they  went  to  Birmingham. 
During  the  early  years  at  Stafford  he  must  have 
worked  very  steadily  at  his  botany,  because  in 
1776  he  published  his  Botanical  Arrangement  of 
all  the  Vegetables  naturally  growing  in  Great 
Britain  according  to  the  system  of  the  celebrated 
Linnaeus,  with  an  easy  introduction  to  the  study 
of  Botany.  This  book  was  originally  in  two  vol- 
umes, but  was  so  popular  that  it  was  reissued  six 
more  times  in  four  volumes.  The  seventh  edition 
appeared  in  1830.  Few  modern  physicians  are 
aware  of  this  work  or  of  its  considerable  success. 
Up  until  that  time,  botanical  information  was  in- 
adequately disseminated.  The  old  herbals  had 
been  superseded  by  the  more  accurate  works  of 
Ray  and  Johnson,  but  much  remained  to  be 
learned  and  explained.  Most  writing  on  botany 
was  still  in  Latin,  and  this  made  an  immediate 
barrier  for  the  average  person  trying  to  learn  about 
plants.  As  he  said  in  the  opening  section  of  his 
text,  The  Design, 

Botany  in  an  English  dress  would  become  a favorite 
amusement  with  the  ladies,  many  of  whom  are  very 
considerable  proficients  in  the  study,  in  spite  of  every 
difficulty  ....  Botanical  enquiries  in  particular  have 
been  confined  to  a few  individuals;  partly  from  the 
difficulties  which  attended  them,  and  partly  from  an 
opinion  that  they  were  only  useful  to  the  professors  of 
medicine;  but  the  establishement  of  the  Linnaean 
System  hath  called  forth  a number  of  votaries  to  cul- 
tivate this  amiable  science;  and  the  pupils  of  that 
great  man  hath  taught  mankind,  that  the  medicinal 
properties  of  plants,  are  far  from  the  only  circum- 
stances worthy  their  attention. 

He  commented  that  knowing  only  one  learned 
language  was  not  enough  to  understand  Linnaeus, 
since  the  novelty  of  the  subject  drove  the  latter  to 
invent  a variety  of  new  terms.  This  meant  that  a 
person  wishing  to  learn  botany  needed  an  “acade- 
mical education”  to  understand  him. 

In  this  situation  of  things,  what  can  be  done  by 
those  who  from  nature  or  from  accident,  find  them- 
selves possessed  with  a taste  for  Botanical  knowledge? 
They  study  Botanical  plates:  but  bad  plates  convey 
false  or  insufficient  ideas;  and  good  ones  are  too  ex- 
pensive for  general  use.  If  they  apply  to  old  volumi- 
nous herbals;  the  want  of  method,  the  deficiencies  and 
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the  requisite  long  continued  attention,  fatigue  the 
most  industrious  disposition. 

He  very  clearly  gauged  his  audience  and  knew 
what  was  needed.  Linnaeus  had  had  an  immense 
impact  all  over  Europe  and  had  set  many  scientific 
expeditions  in  motion,  trying  to  fit  all  known  and 
unknown  plants  into  his  rigid  system.  The  bino- 
mial nomenclature  he  taught,  and  the  system  of 
classifying  flowers  by  the  number  and  structure  of 
their  sexual  apparatus,  gave  the  science  a founda- 
tion it  had  hitherto  lacked. 

The  author  of  Botanical  Arrangement  . . . wise- 
ly added  the  following  to  his  introduction. 

Those  who  wish  to  know  the  curious  facts  which 
gave  birth  to  this  celebrated  system  may  consult  the 
Philosophica  Botanica  . . . where  they  will  meet  with 
many  other  very  interesting  Philosophical  disquisi- 
tions. All  controversies  about  system  are  studiously 
avoided  (in  his  book  that  is.)  Mankind  are  weary  of 
such  unprofitable  disputes;  every  system  yet  invent- 
ed, undoubtedly  may  glory  in  its  peculiar  beauties, 
and  with  no  less  reason,  blush  for  its  particular  de- 
fects. 

In  this  work,  as  in  so  many  other  aspects  of 
Lunar  Society  projects,  there  was  extra  help  avail- 
able to  him.  Jonathan  Stokes,  M.D.,  had  also 
qualified  in  medicine  at  Edinburgh  and  become 
very  interested  in  botany.  According  to  Schofield, 
Stokes  was  better  trained  and  more  knowledgeable 
than  the  author  of  Botanical  Arrangement  . . . . 
He  lent  a hand  in  the  formulation  and  organiza- 
tion of  the  material.  The  author  did  acknowledge 
very  considerable  help  from  many  sources,  espe- 
cially in  succeeding  editions.  Scholars  from  sever- 
al countries  wrote  and  offered  new  information, 
and  correction  of  points  he  mistook,  and  he  was 
grateful.  By  the  third  edition,  marked  changes 
appeared  in  the  format.  The  first  volume  was  still 
devoted  to  an  outline  of  botany  for  beginners,  but 
it  also  boasted  an  extensive  bibliography  and  a 
Latin-English  glossary.  The  illustrations  were  not 
too  good  in  any  of  the  editions,  rather  dry  line 
drawings  without  much  artistic  merit.  Dr.  Stokes 
was  responsible  for  these  early  pictures.  Later 
editions  employed  other  artists. 

After  the  third  edition,  the  author’s  health  de- 
clined, and  his  son  took  over  the  editorship.  His 
son  was  a lawyer,  but  also  became  a member  and 
Fellow  of  the  Linnaean  Society.  When  Cushny4 
writes  of  the  charm  of  the  old  botanical  text,  I 
think  he  had  in  mind  these  later  editions,  which 
are  enlivened  by  classical  quotations  and  long, 
flowery  footnotes.  The  last  edition  appeared  in 
1830,  giving  the  book  almost  sixty  years  of  service. 

Technically,  there  was  a vast  improvement  in 
coverage  too.  In  the  first  edition,  some  1,687 
species  of  plants  were  accurately  described,  with 
590  being  cryptogams.  By  the  seventh  edition, 
2,786  species  were  discussed  with  1,402  crypto- 


gams. Mycology  was  beginning  to  expand  during 
that  era,  but  since  fungi  were  very  difficult  to  clas- 
sify he  put  in  a brief  deprecatory  note  about  not 
delving  too  deeply  into  their  study.  He  apologized 
for  this,  saying  would  it  need  another  volume,  and 
that  anyway,  finding  them  was  “fully  available 
only  to  the  lynx-eyed  few.” 

The  book  was  very  popular  and  very  useful. 
Doubtless  it  was  a source  of  income  too,  and  it  is 
rather  amusing  to  read  a very  discreet  advertise- 
ment in  it  for  the  sale  of  a botanical  microscope  he 
had  perfected:  “.  . . which  is  more  portable  and 

convenient  than  any  other,  is  now  manufactured 
by  Mr.  Beilby,  optician,  Clare  Street,  Bristol.” 

After  this  book  came  out,  other  people  were 
stimulated  to  provide  improved  botanical  texts, 
with  better  pictures.  One  such  production  was  by 
Joseph  Sowerby,  artist,  with  a text  by  Sir  Joseph 
Edward  Smith.  Smith  too  was  an  Edinburgh  phy- 
sician, and  had  actually  won  Hope’s  Gold  Medal, 
so  much  despised  by  the  subject  of  this  discussion. 
Sowerby’s  pictures  were  accurate  and  pretty,  with 
hand  coloring  painstakingly  provided.  Even 
today,  almost  two  hundred  years  later,  the  colors 
remain  fresh.  The  first  edition  was  in  1791,  with 
37  volumes.  It  was  reissued  a hundred  years  later, 
in  1890,  also  in  an  enormous  number  of  volumes. 
Smith  was  a little  less  cold  and  scientific,  and 
more  chatty.  An  example  of  his  discussion,  or 
“occasional  remarks”  will  show  this  difference. 
He  is  considering  Erica  dabeoci  (Irish  heath):  . . . 
“Ray  tells  us  in  his  History  of  Plants  that  this  is 
called  St.  Dabeoc’s  heath  . . . and  that  the  Irish 
girls  gird  themselves  with  its  long  trailing  branches 
as  a protection  to  their  chastity — with  what  suc- 
cess he  unluckily  has  omitted  to  inform  us.” 

Later  work 

The  botanical  text  was  an  important  part  of  the 
physician’s  life  work,  but  his  energies  and  scientif- 
ic curiosity  were  not  limited  by  it.  Apart  from  an 
extraordinarily  busy  and  successful  medical  prac- 
tice, he  delved  into  chemistry  with  much  enthusi- 
asm. Possibly  he  might  have  done  more  in  this 
field,  but  Priestley  was  so  preeminent  that  it  did 
not  make  too  much  sense.  He  was  content,  he 
said,  “to  leave  that  monster  Phlogiston  to  Priest- 
ley.” Partly  because  of  Josiah  Wedgwood’s  ce- 
ramic works,  they  all  studied  earth  and  clay  exten- 
sively. He  separated  “terra  ponderosa”  into  its 
two  components  which  are  now  known  as  barium 
sulphate  and  barium  carbonate.  He  actually  was 
groping  his  way  toward  an  understanding  of  the 
use  of  barytes  in  the  identification  of  sulfuric  acid, 
long  before  it  became  established  as  a laboratory 
test. 

Unfortunately  his  health  was  not  good,  and 
worse  still,  he  was  considered  politically  unortho- 
dox. The  mob  abhorred  Priestley  whom  it  consid- 
ered to  be  on  the  side  of  the  sans-culottes  in  the 
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French  Revolution.  In  1797,  Priestley’s  house  was 
destroyed  by  insensate  mob  action,  leaving  him 
without  home,  library,  or  laboratory.  His  friend’s 
house  was  similarly  sacked,  but  he  at  least  had 
some  warning,  and  could  smuggle  sufficient  of  his 
possessions  away  in  a wagon. 

He  went  to  live  in  Lisbon  for  a time,  thinking  it 
would  improve  his  pulmonary  disease.  The  first 
winter  was  successful,  but  not  the  second.  On  his 
return,  he  leased  Edgbaston  Hall,  Lord  Cal- 
thorpe’s  home,  just  outside  Birmingham,  and  al- 
most sealed  himself  into  it,  hoping  to  overcome  his 
rapidly  deteriorating  chest  disease.  This  was  pre- 
sumably tuberculosis,  and  it  is  significant  that  he 
had  some  suspicion  of  its  being  contagious  and  not 
hereditary. 

He  made  the  library  his  sanctuary,  and  toward 
the  end  never  left  it.  The  flues  were  arranged  in 
such  a way  that  there  was  a constant  temperature 
of  65°F.  Double  windows  helped  to  keep  this 
temperature  stable,  preventing  the  drafts  that  all 
eighteenth-century  persons  found  so  distressing. 
In  spite  of  his  best  efforts,  he  could  not  arrest  the 
disease,  and  died  in  1799. 

During  all  this  time,  he  had  been  medical  direc- 
tor of  the  Birmingham  Infirmary,  running  a large 
clinic  as  well  as  supervising  the  wards.  He  was 
able  to  try  out  various  remedies  on  the  clinic  pa- 
tients, although  he  engagingly  admits  that  he  did 
not  always  keep  careful  and  thorough  notes  on 
their  progress.  His  professional  reputation  was 
extensive,  and  he  was  widely  sought  for  his  opinion 
even  before  the  publication  of  his  magnum  opus. 
Benjamin  Franklin  once  sent  him  5 guineas  to  get 
an  opinion  about  his  symptoms  of  stone.  There  is 
no  question  that  he  did  very  well  financially  after 
settling  in  Birmingham.  In  case  anyone  thinks 
that  high  fees  are  a modern  phenomenon,  they 
should  absorb  the  information  that  Erasmus  Dar- 
win once  charged  a family  100  guineas  for  a con- 
sultation about  their  son’s  fever.  That  was  at  a 
time  when  he  could  do  nothing  more  than  blood 
letting  or  cupping,  since  they  were  totally  ignorant 
of  the  nature  of  the  disease,  its  etiology,  or  patho- 
genesis. A hundred  guineas  in  those  days  was 
worth  vastly  more  than  now. 

Hydrotherapy  was  beginning  to  be  fashionable, 
both  internal  and  external.  The  physician  trans- 
lated Bergman’s  tract  on  natural  waters,  and  even 
reproduced  one  type  of  therapeutic  water  experi- 


mentally. With  Priestley’s  help,  he  was  able  to 
dissolve  carbonic  acid  in  water,  to  derive  an  effer- 
vescent solution. 

Darwin’s  wife  died,  and  he  then  married  the 
widow  of  one  of  his  patients.  They  removed  to 
Derbyshire,  and  Schofield1  indicates  that  it  was 
probably  just  as  well,  since  his  protege  had  turned 
out  to  be  a shade  too  successful  and  prosperous. 
There  was  in  fact  a veiled  feud  between  them. 
The  distance  from  Derby  to  Birmingham  was  not 
insuperable,  and  Darwin  frequently  rode  over  to 
see  his  old  friends.  Nevertheless  it  helped  to  pre- 
vent an  open  breach.  Darwin’s  medical  ethics 
were  not  translucently  pure  as  you  will  see  in  the 
denouement. 

In  1785,  the  physician  travelled  more  than  6,000 
miles  by  carriage,  over  impossible  roads,  to  treat 
all  the  patients  who  requested  his  services.  This 
was  in  addition  to  the  hospital  practice.  He  was 
also  the  author  of  a useful  treatise,  An  Account  of 
the  Scarlet  Fever  and  Sore  Throat,  or  Scarlatina 
Anginosa,  particularly  as  it  appeared  in  Birming- 
ham in  1778.  It  shows  clearly  that  he  grasped  the 
fact  that  scarlet  fever  was  contagious,  like  measles 
and  chickenpox,  and  that  medical  thought  of  that 
time  was  approaching  a germ  theory  of  disease. 
His  treatment  was  simple  and  practical,  attempt- 
ing to  rid  the  patient’s  throat  of  the  diseased  mem- 
brane. He  believed  that  the  patients  could  be 
safety  nursed  at  home,  provided  they  were  in  sepa- 
rate rooms  and  did  not  mingle  with  the  healthy 
members  of  their  families. 

His  life  has  been  fairly  well  documented,  but  in 
spite  of  his  many  accomplishments,  there  was 
nothing  sufficiently  dramatic  about  him  to  attract 
much  biographical  work.  Cushny,4  who  was  an 
eminent  pharmacologist  at  Edinburgh,  found  him 
interesting.  If  William  Osier,  M.D.,  had  lived 
longer,  he  might  have  written  his  biography:  he 

left  behind  preparatory  notes.  Dr.  Osier  did  own 
a delightful  collection  of  his  letters  which  were 
sold  to  him  by  an  unknown  dealer. 

The  physician  was  buried  at  Edgbaston  in  the 
Old  Church’s  cemetery.  His  tomb  reflects  the 
work  for  which  his  name  has  remained  immortal. 
A portrait  of  him  is  still  at  the  Birmingham  Gener- 
al Hospital,  as  a symbol  of  his  great  and  lasting 
contribution  to  medicine. 

For  the  answer  turn  to  page  2581 
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John  Van  Alstyne 


His  Book 

A medical  student’s  lecture  notes  in 
1S22 


ABRAHAM  BLINDERMAN,  Ph.D. 

Levittown,  New  York 

Professor  of  English,  State  University  of  New  York  at 
Farmingdale 


Through  the  graciousness  of  Mrs.  Esther  Fry, 
the  wife  of  Franklin  Fry,  M.D.,  who  practices  med- 
icine in  Hempstead,  New  York,  the  “quaint  and 
curious”  manuscript  notebook  of  John  Van  Al- 
styne, a medical  student  who  presumably  ascend- 
ed to  doctorhood,  since  his  notes  commence  in 
1822  and  continue  to  at  least  1851,  is  now  in  the 
John  N.  Shell  Library  at  the  Nassau  Academy  of 
Medicine  in  Garden  City,  New  York  (Fig.  1).  En- 
closed in  a glass  showcase  with  other  interesting 
memorabilia,  Alstyne’s  book  and  Mrs.  Fry’s  brief 
synopsis  of  its  essence  and  history  attracted  my  at- 
tention several  months  ago.  To  my  delight,  Anita 
Wechsler,  a most  efficient  and  helpful  librarian, 
invited  me  to  examine  the  fragile  notebook,  and  I 
eagerly  accepted  this  opportunity  to  delve  for  an 
hour  into  the  early  annals  of  our  medical  history. 
I hope  that  the  lectures  of  Professor  White,  the 
unidentified  mentor  of  Alstyne,  will  have  some  sig- 
nificance to  medical  historians. 

Mrs.  Fry  writes  that  “this  old  book  . . . was  given 
to  me  by  an  elderly  woman  friend  in  Kinderhook, 
New  York,  in  the  mid  1940’s.  How  she  came  by  it 
I don’t  know  for  her  name  was  not  Van  Alstyne 
which  is  the  name  of  the  medical  student  John 
Van  Alstyne.”  Believing  that  this  manuscript  is 
“an  interesting  momento  of  long  ago  medicine,” 
Mrs.  Fry  decided  to  put  the  book  into  a place  for 
safe  keeping  since  “there  cannot  be  too  many  in 
existence  today.” 

Student  Alstyne  must  have  transcribed  Profes- 
sor White’s  lectures  in  haste  for  many  of  his  gram- 
matical usages  are  questionable  and  his  spelling  is 
amusingly  unorthodox.  But  Alstyne  was  in  good 
company  orthographically.  Washington,  Jackson, 
Herman  Melville,  and  even  scholarly  Thomas  Jef- 
ferson frequently  committed  spelling  impro- 
prieties. Excellence  in  spelling  was  not  then,  as  it 
is  not  now,  a requisite  for  success  in  the  young  re- 
public. There  were  more  urgent  accomplishments 


required  of  the  dynamic  builders  of  a new  nation. 

Early  medical  education 

The  state  of  medical  education  and  medical 
achievement  in  America  from  the  early  colonial 
period  to  about  1820  was  not  a happy  one  accord- 
ing to  William  Smith’s  History  of  New  York,  a 
book  written  on  the  eve  of  the  American  Revolu- 
tion: 

Few  physicians  among  us  are  eminent  for  their 
skill.  Quacks  abound  like  locusts  in  Egypt,  and  too 
many  have  recommended  themselves  to  a full  and 
profitable  practice  and  subsistence.  This  is  less  to  be 
wondered  at,  as  the  profession  is  under  no  obligation. 
Loud  as  the  call  is,  to  our  shame  be  it  remembered 
that  we  have  no  law  to  protect  the  lives  of  the  King’s 
subjects  from  the  malpractice  of  pretenders.  Any 
man  at  his  pleasure  sets  up  for  physician,  apothecary, 
and  chirurgeon.  No  candidates  are  either  examined 
or  licensed,  or  even  sworn  to  fair  practice.1 

There  is  no  hint  in  Alstyne’s  notebook  of  his  at- 
tendance at  clinical  or  operative  demonstrations. 
Unfortunately,  medical  idealism  in  colonial  and 
post-Revolutionary  America  was  unable  to  atten- 
uate the  strong  commercial  tone  that  pervaded  the 
profession.  Medical  lectures  were  sponsored  by 
schools  incompetent  to  teach  medicine.  Some 
avid  dons  gave  five  lectures  a day  Out  rarely  invit- 
ed their  disciples  to  accompany  them  on  their  clin- 
ical rounds  or  to  witness  their  dissections  of 
human  corpses.2  Even  as  late  as  1840,  the  90 
medical  students  of  Geneva  College  were  not  re- 
quired to  attend  lectures,  and  those  who  sat 
through  the  dreary  readings  usually  heard  verba- 
tim echoes  of  Robley  Dunglinson,  M.D.,  and  other 
medical  giants  of  the  age.3 

Since  Alstyne  does  not  mention  the  name  of  any 
medical  college  in  his  notebook,  it  is  possible  that 
he  earned  his  degree  through  apprenticeship  and 
attendance  at  medical  lectures  for  several  years. 
There  were  many  roads  to  a medical  career  in  the 
1820s,  and  the  hesitancy  of  state  legislatures  to 
enact  severe  licensing  qualifications  encouraged 
charlatanism  in  the  profession.  Early  medical 
schools  attempted  to  impose  respectable  standards 
for  matriculating  medical  students.  At  the  Uni- 
versity of  Philadelphia,  founded  in  1765,  the  Bach- 
elor of  Medicine  degree  was  granted  to  the  under- 
graduate after  one  year  of  subscription  to  the  med- 
ical school’s  lectures.  To  earn  the  coveted  M.D. 
degree,  an  ambitious  lad  had  to  defend  a thesis 
publicly  after  surviving  three  years  of  lectures.4 
In  some  states  the  M.D.  degree  was  not  granted  to 
graduates  under  twenty-two  years  of  age.  Since 
the  possessor  of  an  M.B.  degree  was  scorned  by  his 
more  elevated  M.D.  peers,  the  M.B.  degree  gradu- 
ally was  eliminated  by  all  American  medical 
schools. 

But  for  many  sons  of  Aesculapius,  the  easiest 
road  to  a medical  license  was  via  apprenticeship. 
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FIGURE  1.  Photocopies  of  pages  of  book,  John  Van  Alstyne,  His  Book;  original  in  John  N.  Shell  Library,  Nassau  Acade- 
my of  Medicine,  Garden  City,  Long  Island,  New  York. 
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As  late  as  1800  only  four  medical  schools  pros- 
pered in  the  United  States.2  Affluent  questers  of 
the  M.D.  degree  went  abroad,  to  Edinburgh  for  ex- 
ample, to  study  with  great  European  masters.  In 
the  United  States,  however,  a poor  lad  of  fourteen 
could  apprentice  himself  to  a physician  for  from 
three  to  seven  years,  attend  lectures  for  two  years 
at  a medical  school,  and  submit  himself  to  a licens- 
ing board  for  examination  in  the  practice  of  medi- 
cine. Unfortunately,  in  some  states,  apprentices 
went  directly  from  their  masters’  offices  and 
“commenced  their  professional  career,  without  at- 
tending lectures  or  even  obtaining  a license  from 
any  department  of  the  government.”2  In  New 
York  City,  for  example,  an  apprentice  could  be  li- 
censed to  practice  medicine  without  an  earned 
medical  degree  after  three  years  of  indentureship 
with  a reputable  practitioner.  Even  after  the  dec- 
ade 1820  to  1829,  when  4,338  medical  students 
were  awarded  M.D.s,  the  apprenticeship  system 
persisted3;  but  as  more  medical  schools  were  es- 
tablished and  more  effective  licensing  laws  were 
passed  by  state  legislatures,  the  apprenticeship 
system  died  out. 

Medical  historians  have  been  consistently  criti- 
cal of  the  lecture  system  in  early  American  medical 
education.  The  lectures  were  often  didactic  and 
repetitious.  The  second  year  of  medical  lectures 
was  usually  repetitions  of  the  first.  They  rarely 
imparted  new  information  to  the  bored  young 
men.3  Nor  was  there  an  exhilarating  plenty  of 
medical  publications  from  1790  to  1820.4  Perhaps 
modest  physicians  then  thought  like  Emily  Dick- 
inson “that  publication  is  the  auction  of  the 
human  mind.”  Perhaps  physicians  in  the  forma- 
tive years  of  the  republic  were  too  busy  to  record 
their  case  histories,  theories,  and  experiments. 
There  was  a land  to  build  and  many  ill  people  to 
cure  and  keep  well. 

His  book 

The  lectures  inscribed  in  John  Van  Alstyne  His 
Book,  and  the  additional  notes  on  medical  practice 
that  he  included  as  he  pursued  his  career,  cover 
many  medical  areas.  Alstyne  left  us  an  impressive 
epitomization  of  Professor  White’s  dicta  on  morti- 
fication, erysipelas,  boils,  anthrax,  hemorrhage, 
punctures,  gunshot  wounds,  ulcers,  sarcomatous 
tumors,  fistula  lacrimalis,  ulcers  of  the  cornea,  cat- 
aract, ulcers  of  the  antrum  maxillare,  trepanning, 
lithotomy,  castration,  harelip,  hydroceles,  hernia, 
midwifery,  flour  alba,  cancer  of  the  uterus,  jaun- 
dice, intermittent  fever,  obstinate  vomiting,  and 
last,  but  surely  not  the  least,  the  clap. 

The  excerpts  from  Alstyne’s  notebook  are  faith- 
ful to  his  original  orthography  and  grammar.  I 
have  excerpted  passages  from  the  manuscript 
which  are,  I hope,  vignettes  of  medical  history  that 
were  ephemeral  before  Mrs.  Fry  deposited  the 
book  for  all  to  see  at  the  John  N.  Shell  Library. 


Operation  trepania.  Have  your  patient  placed  upon 
a table  with  an  assistant  holding  his  head  shave  off  the 
hair  then  make  a free  incision  through  the  scalp  5 or  4 
inches  at  one  stroke  with  your  scalpel  drawing  it  toward 
you  then  dissect  back  the  scalp  as  free  as  you  would  skin 
an  ox,  scrape  off  pericranium  if  the  dura  mater  be  not 
affected  there  will  be  bleeding  on  removing  the  peri- 
cranium. If  the  duramater  be  effected  there  will  be  no 
bleeding  which  is  an  invariable  rule.  Then  apply  the 
trepan  with  the  perferator  as  soon  as  the  saw  has  re- 
quired a sufficient  hold  then  withdraw  the  perferator — 
frequently  examine  with  your  tooth  prick  or  probe  to 
know  whether  you  have  pierced  through  the  bone  in  any 
place  if  you  have  to  incline  your  saw  to  the  other  side 
after  you  have  loosened  the  bone,  remove  it  with  the  ele- 
vator. 

Operation  for  cataract.  Manner  of  opperating. 
Place  the  patient  in  a chair  so  that  the  light  of  a window 
may  fall  obliquely  on  the  eye  of  the  patient,  grasp  some 
part  of  the  chair  with  his  hand  which  may  be  secured  by 
an  assistant. — An  assistant  should  also  firmly  hold  his 
head  under  the  chin,  the  patient  should  be  seated  in  a 
low  chair,  an  assistant  to  raise  the  upper  eyelid  with  his 
middle  and  for  finger  and  he  is  to  press  the  tarsus 
against  the  upper  orbit  of  the  eye.  the  operator  should 
sit  a little  higher  than  the  patient  hold  the  needle  as  you 
would  a writing  pen,  carry  your  needle  forward  till  you 
come  near  the  eye  then  plung  it  suddenly  into  the  eye 
through  the  sclerotic  coat  within  a line  and  a half  or  two 
lines  of  posterior  portion  of  the  cornea,  then  carry  it  for- 
ward with  great  caution  so  so  as  not  to  wound  the  iris, 
then  tear  up  as  much  of  the  capsule  as  possible  after 
withdrawing  the  needle  close  the  eye  lids  and  apply  a 
light  compress  if  the  patient  complains  of  pain  always 
give  him  a slight  anodyne  injection  of  2 grains  of  opium 
at  first  which  you  may  increase  opium  should  never  be 
given  through  the  mouth. 

Opperation  of  lithotomy,  castration,  and  amputa- 
tion of  the  penis.*  Always  before  proceding  to  the  op- 
peration you  should  use  the  sound.  The  stone  may  be 
felt  today  in  the  bladder,  tomorrow  it  may  have  made  its 
way  into  the  abomen. 

Instruments  necessary  for  the  opperation.  one  or 
two  scalpels,  sound  director,  forceps,  syrange,  warm 
milk  and  water,  a bowl  of  warm  water  and  spone,  tenac- 
ulum, needles  and  ligature,  lint  compresses  and  banda- 
ges. 

Situation  of  patient.  The  patient  is  to  be  placed 
upon  a common  flat  table  supported  by  pillows  with  his 
nates  extended  a little  beyond  the  edge  of  the  table, 
apply  a garter  to  each  wrist  by  means  of  a hook  let  this 
patient  then  grasp  the  soles  of  the  feet  with  his  hands 
which  should  be  firmly  secured  in  that  position  by  the 
garters.  The  patient  should  be  supported  in  this  posi- 
tion by  two  assistants. 

The  opperation.  Introduce  your  sound  director 
which  should  be  held  by  an  assistant  with  his  left  hand, 
and  with  his  right,  hand  draw  the  scrotum  towards  the 
right  hold  your  scalpel  as  you  would  a writing  pen  com- 
mence your  first  incision  one  inch  and  % below  the  pubis 
carry  it  forward  obliqueing  a little  to  the  left  between 
the  anus  and  the  antrum  3 or  four  inches  in  length  di- 

* The  writer  whose  degree  is  in  English  and  not  in  medicine, 
is  thankful  that  the  lecture  notes  on  lithotomy  end  here  and 
that  he  was  spared  the  intimate  description  of  castration  and 
penis  amputation. 
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viding  the  integuements  byone  bold  stroke  of  your  scal- 
pel, then  divide  the  cellular  substance  and  transverse 
muscle.  In  cutting  into  the  bladder  through  the  urethra 
and  prostate  gland  I prefer  the  scalpel.  Cutting  into  the 
groove  carry  the  edge  of  the  knife  upward  and  inwards 
according  to  Mr.  Cooper.  I prefer  carrying  it  obliquely 
downwards  and  outwards  in  this  manner  your  internal 
incision  will  correspond  with  your  external  one  and  you 
will  avoid  wounding  the  rectum  and  other  parts  you 
should  not. 

Irritable  ulcers  of  the  legs.  I will  state  a case.  I 
had  a patient  eight  or  ten  years  ago  after  trying  all  the 
sedative  and  emolient  I could  think  of  for  the  space  of 
one  year  or  more  without  any  success  the  ulcer  continu- 
ing to  spread,  to  get  rid  of  the  patient  I advised  him  to 
go  to  the  springs  whilst  he  was  there  a physician  from 
New  York  advised  him  to  make  use  of  bandages  he  cam 
home  with  his  legs  rotted  with  bandages  and  the  ulcers 
continuing  to  spread,  he  came  to  see  me  once  more  to 
know  I could  not  think  of  something  else  for  in  that  sit- 
uation he  must  soon  die,  I told  him  if  he  would  put  him- 
self under  my  care  for  two  or  three  months  I would  try,  I 
immediately  put  him  under  a course  of  mercury.  I com- 
menced with  small  doses  and  increased,  and  to  my  as- 
tonishment without  affecting  the  mouth  he  would  take 
mercury  as  free  as  a healthy  man  would  eat  . . . however 
I continued  it  in  large  dose  till  at  length  his  gums  be- 
came affected  and  his  ulcers  then  began  to  heal.  I con- 
tinued the  mercurial  action  till  his  sores  were  complete- 
ly cicatrized, . . . 

Lecture  seven,  erisipelaz.  Inflamitory  affection  of 
the  skin  and  some  timez  of  the  cellular  substance.  It 
has  been  divided  by  different  authors  into  many  kinds 
but  I consider  them  all  the  same  in  different  degrees  of 
tensity.  It  may  be  considered  as  two  classes  of  sympa- 
thetic and  Idiopathic  . . . They  may  be  divided  into  two 
stages  Those  that  commence  with  inflamation  and 
runn  through  a whole  grade  and  those  which  terminate 
in  tiphus  or  tiphoid  type. 

Treatment.  Antimonial  preparation,  nitrate  od 
potas,  tart  antimony,  cold  starch  or  flour.  If  there  be 
great  frustration  of  strength,  tongue  coated  with  a dark 
or  yellow  fur,  bitter  taste  in  the  moith,  and  nauseous  of 
the  stomach  I would  give  an  emetic  first,  then  antimo- 
nial preparation  and  tonics. 

Rx  for  cancers.  Take  ashes  made  from  the  red  oak 
bark.  Boil  them  to  the  consistency  of  molasses  Cover 
the  cancer  with  it  about  one  hour  after  over  lay  it  with  a 
plaster  of  tar  which  must  be  removed  after  a few  days 
and  if  any  protuberance  remains  in  the  wound  apply 
more  potash  to  them  and  the  plaster  again  untill  they 
shall  disappear  After  which  heal  the  would  with  com- 
mon salve. 

Contusion  of  poisonous  wounds.  Contusions 
should  never  be  opened  if  they  are  opened  the  edges  of 
the  wound  become  rigid  and  a violent  degree  of  inflma- 
tion  takes  place  and  frequently  death  I will  state  a case 
I was  called  in  to  see  a contusion  of  the  knee.  I gave  my 
advice  and  went  away.  The  next  day  another  physician 
was  called  in  who  opened  it,  the  consequence  was  the 
parts  became  rigid  a high  degree  of  inflamation  and 
mortification  and  the  patient  came  near  loosing  his  life 
however  the  patient  got  well  after  a long  confinement 
under  my  care, 

Treatment.  Combat  inflamation  and  promote  the 


action  of  the  absorbients.,  if  the  patient  be  plethorc,  give 
mild  cathartics,  ext,  a solution  of  the  muriate  of  soda  or 
muriate  of  amonia  vinegar  spirits,  volatile  liniment, 
camphorated  liniment . . . 

Gunshot  wounds.  The  symptoms  are  produced  by 
the  contusion  of  the  propeled  body  and  are  in  propor- 
tion to  the  vilosity  of  the  propeled  body. 

Cure  for  hydrophobia.  Wash  the  wound  with  warm 
vinegar  or  tepid  water  then  drop  in  a few  drops  of  muri- 
atic acid  which  will  neutralize  the  virus. 

Chronic  opthalmy.  2 pts  of  castile  soap  1 of  chalk 
tobacco  juice  sufficient  to  form  a paste  and  about  the 
same  quantity  of  brandy.  Apply  to  the  cornea  of  the 
eyes  if  too  strong  dilute  with  water. 

Antidote  for  venereal  disease.  Mercury  ...  is  per- 
haps one  of  the  most  universal  salutants  with  which  we 
are  acquainted.  This  is  one  of  the  most  certain  anti- 
dotes for  venereal  disease. 

Diet  for  corpulence.  Breakfast.  4 or  5 oz.  of  beef, 
mutton,  kidneys,  or  boiled  fish  or  bacon  or  cold  meat  of 
any  kind  except  pork.  Large  cup  of  tea — no  milk  or 
sugar — a little  biscuit  or  a little  dry  toast. 

Dinner.  5 or  6 oz.  of  any  fish  except  salmon — any 
meat  except  pork  any  veg  except  potatoes — one  oz  of 
dry  toast  fruit  out  of  a pudding  any  kind  of  poultry  or 
game  and  two  or  three  glasses  of  Clarret  Sherry  or  Mad- 
aria,  no  champagne  port  or  beer 

Tea.  2 or  3 oz  fruit,  tea,  no  milk  or  sugar. 

Supper.  3 or  4 oz  meat  or  fish  1 or  2 glasses  of  Claret. 

Nightcap.  Tumbler  of  grog,  gin,  whiskey,  or  Brandy — 
no  sugar  a glass  or  two  of  good  claret  or  sherry. 

Conclusion 

Professor  White’s  lectures  are  occasionally  pic- 
turesque. He  advises  the  surgeon  performing  a 
“trepania”  to  “dissect  the  scalp  as  free  as  you 
would  skin  an  ox,”  instructs  the  cataract  “oppera- 
tor”  to  “hold  the  needle  as  you  would  a writing  pen 
. . . then  plung  it  suddenly  into  the  eye,  “and  freely 
admits  that  after  failing  to  cure  a patient  of  ulcer- 
ated legs,  “to  get  rid  of  the  patient  I advised  him 
to  go  to  the  springs  . . .” 

Thanks  to  Mrs.  Fry  and  Mrs.  Wechsler,  John 
Van  Alstyne’s  record  of  his  professor’s  lectures  is 
now  prominently  exposed  to  visitors  at  the  John 
N.  Shell  Library.  Because  the  book  is  brittle  it 
cannot  be  handled  by  those  who  should  like  to 
read  and  study  it.  It  deserves  a wide  circulation; 
perhaps  only  a facsimile  publisher  might  give  it 
the  recognition  it  warrants. 

47  Tanager  Lane 
Levittown,  New  York  11756 
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Answer 


William  Withering,  1741  to  1799,  spent  ten 
years  in  testing  digitalis  before  publishing  any- 
thing about  it.  He  was  given  a “receipt”  for  cur- 
ing “the  dropsy”  by  an  old  Shropshire  woman,  who 
sometimes  succeeded  where  orthodox  physicians 
failed.  The  prescription  contained  about  20  in- 
gredients, but  he  readily  recognized  the  fact  that 
digitalis  was  its  only  active  principal.  His  botani- 
cal studies,  as  well  as  the  excellent  training  by  Cul- 
len, made  him  keenly  aware  of  the  active  proper- 
ties of  plants.  Foxgloves  were  very  abundant  in 
the  midlands,  particularly  in  Derbyshire  and  Staf- 
fordshire, and  he  could  easily  study  their  uses. 
Initially  the  root  was  used,  but  he  knew  that  the 
root  of  a biennial  plant  was  not  a reliable  source  of 
active  ingredients.  By  empiric  methods  he  went 
from  a decoction  of  the  leaves  to  an  infusion  of  the 
leaves,  leaves  which  were  most  effective  when 
gathered  at  the  peak  of  the  plant’s  flowering. 

The  dosage  was  another  matter  of  importance. 
In  the  semisecret  prescription  of  the  old  woman, 
the  patient  had  to  become  nauseated  and  vomit 
before  it  was  considered  to  be  effective.  Wither- 
ing recognized  that  this  was  not  necessary.  He 
found  that  it  could  be  very  effective  without  these 
unpleasant  effects.  In  his  description  of  its  use, 
he  indicates  that  nausea  and  vomiting  are  quite 
undesirable  side-effects,  and  that  dosages  must  be 
adjusted  to  stop  short  of  them.  One  reason  that 
his  Account  of  the  Foxglove  . . . remains  a medical 
classic  is  that  he  clearly  recognized  all  the  features 
of  the  use  of  digitalis  which  are  still  important 
today.  At  a time  when  medicine  still  tended  to  be 
uncritical  and  anecdotal,  he  studied  the  effects  of 
a powerful  drug  on  a large  number  of  patients  and 
drew  correct  conclusions  from  this.  Ackerknecht5 
has  pointed  out  how  very  difficult  it  must  have 
been  to  understand  the  mode  of  action  of  a drug  at 
that  time,  with  nothing  but  a chronometer  to 
count  the  pulse  and  long,  careful  clinical  observa- 
tion. 

In  the  Account,  he  mentions  that  Dr.  Darwin 
called  him  in  to  consult  on  a middle-aged  woman 
whose  condition  was  terminal.  Withering  was  ac- 
tually afraid  to  “exhibit”  digitalis  in  such  a seri- 
ously ill  woman,  for  fear  that  her  death  would  be 
laid  to  its  action.  After  watching  her  for  a few 
days,  he  decided  to  try  it  anyway.  Within  twenty- 
four  hours,  her  respirations  became  easier,  and  she 
began  to  void  copious  amounts  of  urine.  The 
woman’s  life  was  saved,  and  she  survived  for  many 
years  thereafter.  Her  disease  was  evidently 
chronic,  and  whenever  she  developed  severe  drop- 
sy, she  made  her  own  infusion  of  foxglove  leaves, 
and  dosed  herself  without  Withering’s  or  Darwin’s 
supervision. 


Withering  recognized  the  action  of  digitalis  as  a 
diuretic  but  had  a notion  that  the  heart  was  proba- 
bly being  affected,  because  of  the  changes  in  the 
pulse.  He  knew  that  only  soft  dropsy  was  im- 
proved, whereas  the  firm  dropsy  of  an  ovarian  cyst 
was  unresponsive.  He  published  his  account  in 
1785,  after  being  thoroughly  satisfied  that  it 
worked  well  in  specific  conditions.  Digitalis  was 
recognized  to  be  an  active  drug  even  in  Galen’s 
time,  and  the  medieval  botanists  also  mentioned 
it.  They  did  not  recognize  its  peculiar  diuretic 
and  cardiotonic  properties  as  Withering  did,  but 
believed  it  was  helpful  in  myriad  diseases. 

His  friend  Darwin6  also  believed  in  its  proper- 
ties and  very  sneakily  rushed  into  print  in  1785  as 
well.  A report  appeared  in  the  Medical  Transac- 
tions of  the  Royal  College  of  Physicians  of  that 
year  in  which  Darwin  describes  several  cases  he 
treated  successfully  with  digitalis.  He  referred 
back  to  a pamphlet  he  had  written  in  1780,  de- 
scribing its  therapeutic  effects.  The  pamphlet 
was  largely  written  by  his  son,  Robert  Waring  Dar- 
win: Withering  crossed  swords  with  the  son  as 

well,  subsequently,  presumably  avenging  himself 
for  past  slights.  Darwin’s  cases  were  different 
from  Withering’s,  and  do  not  include  the  particu- 
lar woman  already  mentioned,  whom  Withering 
treated  in  July,  1776,  at  Darwin’s  request.  Darwin 
stated  that  he  was  going  to  add  another  20  or  more 
cases  to  the  6 he  had  published  previously.  He 
went  on  to  add  that  the  patients  should  take 
opium  every  day  after  he  began  the  digitalis  treat- 
ment. They  were  to  pay  particular  attention  to 
their  diet,  and  stick  to  wine  or  small  beer,  and 
carefully  avoid  strong  spiritous  liquors.  He  did 
comment  on  the  same  thing  that  Withering  point- 
ed out,  “that  a much  less  quantity  of  the  medicine 
produces  the  effect  every  time  he  finds  it  neces- 
sary to  apply  to  it;  also  with  less  nausea  or  other 
disagreeable  sensation.”6  Darwin  went  on  to  add 
that  he  had  cured  patients  of  scrofula  and  “ab- 
dominal dropsy”  with  foxglove,  and  so  clearly  indi- 
cated that  he  did  not  perceive  its  actions  as 
shrewdly  as  Withering  did. 

Withering  had  mentioned  his  drug  to  many  col- 
leagues. It  was  discussed  at  Edinburgh  with  great 
interest.  The  principal  of  Brasenose  College  at 
Oxford  was  cured  by  digitalis  root,  very  early  in 
the  tale.  Darwin  did  not  mention  Withering  at  all 
in  his  1785  report,  allowing  it  to  be  assumed  that 
he  had  made  this  very  useful  discovery. 

Withering’s  description  of  Darwin’s  approach  to 
the  sick  woman  of  1776  suggests  that  the  latter 
was  totally  unfamiliar  with  the  uses  of  digitalis. 
With  devastating  professional  courtesy  he  wrote. 
“I  have  been  more  particular  in  the  narrative  of 
this  case,  partly  because  Dr.  Darwin  has  related  it 
rather  imperfectly  in  the  notes  to  his  son’s  posthu- 
mous publication,  trusting,  I imagine,  to  memory 

Schofield,1  in  the  very  scholarly  Lunar  Society, 
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describes  the  controversy  in  great  detail,  leaning 
more  to  Darwin’s  side  than  Withering’s.  Evident- 
ly both  men  behaved  badly,  and  in  public  too, 
causing  considerable  embarrassment  to  their 
friends  and  colleagues.  This  is  why  it  was  fortu- 
nate that  Darwin  moved  away. 

Schofield1  also  illuminates  the  relations  of  Dar- 
win and  his  Lichfield  Botanical  Society  to  Wither- 
ing’s textbook  of  botany.  There  were  some  un- 
pleasant claims  and  counter  claims  over  which  of 
them  had  really  done  a better  job  in  translating 
and  interpreting  Linnaeus.  It  appears  that  the 
seeds  of  the  later  acrimony  were  sown  at  that  time. 
Darwin  was  cleverer  than  Withering  and  had  a 
better  sense  of  publicity,  which  he  used  to  good  ef- 
fect with  his  botanical  work.  He  carefully  pre- 
pared the  ground  for  its  reception  by  flattering 
well-known  botanists  of  the  day.  By  the  time 
Withering’s  book  appeared,  there  were  some  criti- 
cal comments  which  infuriated  him,  particularly 
one  which  waspishly  suggested  he  had  merely 
translated  Hudson’s  Flora  Anglica. 

Most  medical  historians  are  content  to  let  With- 
ering keep  the  credit  for  digitalis.  The  advantage 
of  knowing  about  these  disputes  is  the  fact  that  he 
and  Erasmus  Darwin  appear  as  human  beings, 
with  faults  and  tempers,  rather  than  as  sublime 
demigods,  possessed  only  of  virtues.  I think  it 
makes  them  seem  much  more  lovable.  Darwin’s 
descendants  have  had  such  a spectacular  impact 
on  knowledge  and  science,  that  I think  it  should  be 
known  that  the  old  fellow  was  less  than  perfect. 

Once  again  I should  like  to  draw  attention  to  the 
deep  and  solid  foundations  which  lay  behind 
Withering’s  contribution  to  science  and  medicine. 


Pain  drug  used  in  many  suicides 

Darvon,  a widely  prescribed  pain  drug,  is  replacing 
sleeping  pills  as  a favorite  agent  used  in  suicides,  says  a 
report  from  the  Office  of  the  Chief  Medical  Examiner  of 
North  Carolina  in  the  September  22,  1975,  issue  of  the 
Journal  of  the  American  Medical  Association. 

Drs.  Arthur  J.  McBay  and  Page  Hudson  of  Chapel 
Hill,  N.C.,  report  that  “we  are  observing  an  alarming  in- 
crease in  North  Carolina  in  the  number  of  deaths  attrib- 
utable to  propoxyphene.  We  doubt  that  the  phenome- 
non is  peculiar  to  this  state.” 

Propoxyphene  is  a prescription  pain  reliever  second 
only  to  aspirin  in  popularity.  Darvon  is  the  most  com- 
monly known  trade  name,  but  it  also  is  marketed  as  Do- 
lene,  Pro-Gesic-65,  and  SK-65. 

Drs.  McBay  and  Hudson  attribute  the  increase  in  in- 
dividuals taking  Darvon  in  suicides  to  several  factors — 
restrictions  on  the  availability  of  sleeping  pills,  stricter 
controls  on  “the  much  less  lethal  codeine,”  a misconcep- 


It was  not  a case  of  a country  practitioner  making 
a chance  observation,  just  as  I pointed  out  in  my 
notes  on  Jenner.  Withering  prepared  himself  in- 
tellectually with  considerable  rigor.  He  was  a man 
of  the  enlightenment  who  joined  with  others  in 
seeking  rational  solutions  to  scientific  problems. 
Jenner  took  a piece  of  country  lore  and  trans- 
formed it  into  a scientific  reality  because  of  the 
combination  of  good  training  and  confidence  in  his 
observations.  Others  had  tried  digitalis  in  the 
previous  centuries,  but  again  it  was  Withering  who 
combined  the  necessary  qualities  to  do  more  than 
continue  its  indiscriminate  use  as  a peasant  pana- 
cea. 

When  he  lay  dying,  one  of  his  colleagues  com- 
mented that  “the  flower  of  English  medicine  is  in- 
deed withering.” 

Harwood  Building 
Scarsdale,  New  York  10583 
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tion  on  the  part  of  many  physicians  that  propoxyphene 
is  essentially  harmless,  and  “the  situation  that  Medicare 
will  pay  for  propoxyphene  prescriptions  but  will  not  pay 
for  aspirin.” 

They  report  that  15  to  20  capsules  of  propoxyphene 
may  cause  death,  and  in  somewhat  smaller  amounts  if 
taken  with  alcoholic  drinks. 

The  North  Carolina  State  Medical  Examiner  System 
detected  21  deaths  in  1972  and  21  in  1973  attributable 
to  propoxyphene.  There  were  30  deaths  in  1974  and  16 
more  in  the  first  quarter  of  1975.  Most  of  the  propoxy- 
phene deaths  have  been  suicidal  overdoses;  some  have 
been  accidents,  they  report. 

“AMA  Drug  Evaluations,  Second  Edition,”  the 
AMA’s  handbook  for  physicians  on  drugs,  points  out 
that  “serious  overdosage  is  manifested  by  respiratory 
depression,  extreme  somnolence  progressing  to  stupor  or 
coma,  pupillary  constriction,  and  acute  circulatory  fail- 
ure.” Death  has  resulted  from  overdose,  the  AMA 
handbook  declares. 
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Obituaries 


Richard  Baruch,  M.D.,  of  Sun  City,  California,  for- 
merly of  Yonkers,  died  on  October  7 at  the  age  of  sev- 
enty-seven. Dr.  Baruch  received  his  medical  degree 
from  the  University  of  Berlin  in  1922.  He  was  a con- 
sulting ophthalmologist  at  Yonkers  Professional  Hospi- 
tal. Dr.  Baruch  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
Pan  American  Association  of  Ophthalmology,  the  Yon- 
kers Academy  of  Medicine,  the  New  York  Society  for 
Clinical  Ophthalmology,  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herbert  M.  Bergamini,  M.D.,  of  Lake  Placid,  died  on 
October  23  at  the  age  of  eighty-five.  Dr.  Bergamini 
graduated  in  1917  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  honorary  member 
of  the  medical  staff  at  Placid  Memorial  Hospital  and  a 
consulting  trauma  surgeon  at  Mercy  General  Hospital 
(Tupper  Lake).  Dr.  Bergamini  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  As- 
sociation for  the  Surgery  of  Trauma,  the  American  Tho- 
racic Society,  the  New  York  Academy  of  Medicine,  the 
New  York  Surgical  Society,  the  Franklin  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Bruce  Franklin  Boklan,  M.D.,  of  Manhasset,  died  on 
October  5 at  the  age  of  thirty-eight.  Dr.  Boklan  gradu- 
ated in  1962  from  New  York  University  School  of  Medi- 
cine. He  was  an  hematologist  on  the  medical  staff  at 
Long  Island  Jewish-Hillside  Medical  Center,  a senior  as- 
sistant hematologist  at  North  Shore  Hospital,  an  at- 
tending physician  in  hematology  at  Deepdale  General 
Hospital,  and  a consulting  physician  in  hematology  at 
St.  Francis  (Roslyn)  Hospital.  Dr.  Boklan  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine  (He- 
matology) and  a member  of  the  International  Society  of 
Hematology,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Michael  Samuel  Burman,  M.D.,  of  New  York  City, 
died  on  October  10  at  the  age  of  seventy-three.  Dr. 
Burman  graduated  in  1926  from  the  University  of  Mich- 
igan Medical  School.  He  was  a consulting  orthopedic 
surgeon  at  the  Hospital  for  Joint  Diseases  and  Hunting- 
ton  Hospital.  Dr.  Burman  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery  and  a member 
of  the  American  Academy  of  Orthopaedic  Surgeons,  the 
American  Rheumatism  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  R.  Carson,  M.D.,  of  Helena,  died  on  Novem- 
ber 2 at  the  age  of  seventy-two.  Dr.  Carson  graduated 


in  1926  from  Tufts  University  School  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Radiology 
(Diagnostic  Radiology),  a Fellow  of  the  American  Col- 
lege of  Physicians,  a Fellow  of  the  American  College  of 
Radiology,  and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  St.  Lawrence  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Onofrio  Cirillo,  M.D.,  of  New  York  City,  died  on  Octo- 
ber 7 at  the  age  of  eighty-seven.  Dr.  Cirillo  received  his 
medical  degree  from  the  University  of  Naples  in  1914. 
He  was  an  emeritus  general  practitioner  at  Columbus 
Hospital.  Dr.  Cirillo  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  T.  Cornacchia,  M.D.,  of  Flushing,  died  on  Octo- 
ber 3 at  the  age  of  sixty.  Dr.  Cornacchia  graduated  in 
1941  from  Marquette  University  School  of  Medicine. 
He  was  an  attending  general  practitioner  at  Parsons 
Hospital.  Dr.  Cornacchia  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Michael  Mihaly  Dacso,  M.D.,  of  New  York  City,  was 
killed  in  an  automobile  accident  on  October  11  at  the 
age  of  sixty-six.  Dr.  Dacso  received  his  medical  degree 
from  the  University  of  Budapest  in  1934.  He  was  a con- 
sulting physician  in  physical  medicine  and  rehabilita- 
tion at  Goldwater  Memorial  Hospital.  Dr.  Dacso  was  a 
Diplomate  of  the  American  Board  of  Physical  Medicine 
and  Rehabilitation,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation,  the  American 
Public  Health  Association,  the  American  Geriatrics  So- 
ciety, the  New  York  Academy  of  Medicine,  the  New 
York  Society  for  Physical  Medicine  and  Rehabilitation, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Sidney  Davidson,  M.D.,  of  Plainview,  died  on  October 
8 at  the  age  of  seventy-two.  Dr.  Davidson  graduated  in 
1928  from  Long  Island  College  Hospital.  He  was  codi- 
rector of  surgery  at  Central  General  Hospital.  Dr.  Da- 
vidson was  a Diplomate  of  the  American  Board  of  Sur- 
gery, a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  de  Filippi,  M.D.,  of  Brooklyn,  died  on  October 
25  at  the  age  of  seventy-seven.  Dr.  de  Filippi  received 
his  medical  degree  from  the  University  of  Rome  in  1922. 
He  was  a member  of  the  Medical  Society  of  the  County 
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of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Emma  Duro,  M.D.,  of  The  Bronx,  died  on  April  21  at 
the  age  of  seventy-six.  Dr.  Duro  received  her  medical 
degree  from  the  University  of  Budapest  in  1921. 

E.  Alden  Ellison,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 12  at  the  age  of  sixty.  Dr.  Ellison  graduated  in 
1941  from  Cornell  University  Medical  College.  He  was 
an  attending  psychiatrist  at  The  Roosevelt  Hospital  and 
The  Roosevelt  Hospital  Outpatient  Department.  Dr. 
Ellison  was  a member  of  the  American  Psychiatric  Asso- 
ciation, the  New  York  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Fritz  Falk,  M.D.,  of  New  York  City,  died  on  October  9 
at  the  age  of  seventy-six.  Dr.  Falk  received  his  medical 
degree  from  the  University  of  Munich  in  1925.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Willard  Ferree,  M.D.,  of  Pleasantville,  died  on 
October  24  at  the  age  of  seventy-one.  He  was  a Diplo- 
mate  of  the  American  Board  of  Preventive  Medicine 
(Public  Health),  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College  of  Preven- 
tive Medicine,  and  a member  of  the  American  Public 
Health  Association. 

Thurman  Boyd  Givan,  M.D.,  of  Hilton  Head  Island, 
South  Carolina,  formerly  of  Brooklyn,  died  on  October 
21  at  the  age  of  eighty-eight.  Dr.  Givan  graduated  in 
1914  from  Vanderbilt  University  School  of  Medicine. 
He  was  a consulting  pediatrician  at  Long  Island  College 
Hospital,  Brookdale  Hospital  Center,  Lutheran  Medical 
Center,  Bay  Ridge  and  St.  Joseph’s  (Far  Rockaway) 
Hospitals,  and  a consulting  syphilologist  at  Brooklyn 
Eye  and  Ear  Hospital.  Dr.  Givan  was  a Diplomate  of 
the  American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Medical  Society  of 
the  County  of  Kings  (and  a past  president),  the  Medical 
Society  of  the  State  of  New  York  (and  a past  president), 
and  the  American  Medical  Association. 

Robert  Purcell  Horne,  M.D.,  of  Auburn,  died  on  Octo- 
ber 14  at  the  age  of  sixty.  Dr.  Horne  graduated  in  1939 
from  Syracuse  University  College  of  Medicine.  He  was 
an  attending  physician  in  medicine  at  Auburn  Memorial 
Hospital.  Dr.  Horne  was  a Diplomate  of  the  American 
Board  of  Family  Practice  and  a member  of  the  Ameri- 
can Academy  of  Family  Physicians,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Otis  Kopel,  M.D.,  of  Syracuse,  died  on  Octo- 
ber 5 at  the  age  of  sixty-six.  Dr.  Kopel  graduated  in 
1933  from  Syracuse  University  Medical  College.  He 
was  an  attending  pediatrician  at  Crouse-Irving  Memori- 
al Hospital,  Upstate  Medical  Center,  and  Community- 
General  Hospital  of  Greater  Syracuse.  Dr.  Kopel  was  a 
Diplomate  of  the  American  Board  of  Pediatrics  and  a 


member  of  the  American  Academy  of  Pediatrics,  the 
Syracuse  Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Joseph  Marvin  Krainin,  M.D.,  of  Bedford,  died  on  Oc- 
tober 3 at  the  age  of  fifty-seven.  Dr.  Krainin  graduated 
in  1943  from  New  York  Medical  College.  He  was  an  as- 
sociate physician  in  medicine  at  Northern  Westchester 
Hospital.  Dr.  Krainin  was  a member  of  American 
School  Health  Association,  the  Westchester  Academy  of 
Medicine,  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Abraham  H.  Margolis,  M.D.,  of  Highland  Falls,  died 
on  October  5 at  the  age  of  fifty-four.  Dr.  Margolis  grad- 
uated in  1946  from  New  York  Medical  College.  He  was 
an  attending  anesthesiologist  at  Cornwall  Hospital.  Dr. 
Margolis  was  a Diplomate  of  the  American  Board  of  An- 
esthesiology, a Fellow  of  the  American  College  of  Anes- 
thesiologists, and  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  New  York  State  Society  of 
Anesthesiologists,  the  Orange  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Martin  Alvin  Murphy,  M.D.,  of  Hoosick  Falls,  died  on 
September  21  at  the  age  of  eighty-two.  Dr.  Murphy 
graduated  in  1915  from  Albany  Medical  College.  He 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine  (Cardiovascular  Diseases),  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
Rensselaer  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Frederick  Nardone,  M.D.,  of  Niagara  Falls, 
died  on  October  2 at  the  age  of  sixty.  Dr.  Nardone 
graduated  in  1943  from  Georgetown  University  School 
of  Medicine.  He  was  a Diplomate  of  the  American 
Board  of  Preventive  Medicine,  Inc.,  (Occupational  Med- 
icine), a Fellow  of  the  American  College  of  Preventive 
Medicine,  and  a member  of  the  American  Academy  of 
Occupational  Medicine,  the  Industrial  Medicine  Associ- 
ation, the  American  Geriatrics  Society,  the  New  York 
State  Society  of  Industrial  Medicine,  the  Niagara  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  Sym  Newman,  M.D.,  of  Fort  Lauderdale,  Flor- 
ida, formerly  of  New  York  City,  died  on  September  26  at 
the  age  of  seventy-nine.  Dr.  Newman  graduated  in 
1920  from  University  and  Bellevue  Hospital  Medical 
College.  He  had  been  an  attending  urologic  surgeon  at 
Midtown  Hospital  and  an  assistant  urologist  (off  ser- 
vice) at  French  and  Polyclinic  Medical  School  and 
Health  Center.  Dr.  Newman  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

John  Michael  Nicklas,  M.D.,  of  Baltimore,  Maryland, 
formerly  of  Saranac  Lake,  died  on  September  26  at  the 
age  of  eighty-two.  Dr.  Nicklas  graduated  in  1918  from 
the  University  of  Maryland  School  of  Medicine  and  Col- 
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lege  of  Physicians  and  Surgeons.  He  was  a Fellow  of 
the  American  College  of  Physicians,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a member  of 
the  American  Thoracic  Society,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Richard  J.  O’Connell,  Jr.,  M.D.,  of  Huntington,  died 
on  August  5 at  the  age  of  eighty-three.  Dr.  O’Connell 
graduated  in  1925  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  American 
Academy  of  Compensation  Medicine,  Inc.,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

William  Page  Reed,  M.D.,  of  Larchmont,  died  on  Oc- 
tober 21  at  the  age  of  seventy-one.  Dr.  Reed  graduated 
in  1930  from  Harvard  Medical  School.  Dr.  Reed  was  an 
attending  physician  at  New  Rochelle  Hospital  Medical 
Center  and  a consulting  physician  in  internal  medicine 
at  Grasslands  Hospital  (Westchester  County  Medical 
Center).  Dr.  Reed  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  Internation- 
al Society  of  Internal  Medicine,  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  Westchester  Academy  of 
Medicine,  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Magda  Rona-Dacso,  M.D.,  was  killed  in  an  automobile 
accident  on  October  11  at  the  age  of  sixty-five.  Dr. 
Rona-Dacso  received  her  medical  degree  from  the  Uni- 
versity of  Budapest  in  1934.  She  was  an  associate  pa- 
thologist at  Queens  Hospital  Center  and  an  honorary 
consulting  pathologist  at  Morrisania  City  Hospital.  Dr. 
Rona-Dacso  was  a Diplomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy),  a Fellow  of  the  Col- 
lege of  American  Pathologists,  and  a member  of  the 
American  Society  of  Clinical  Pathologists,  the  New  York 
Pathological  Society,  the  Bronx  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Justin  Rosenbusch,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 26  at  the  age  of  sixty-three.  Dr.  Rosenbusch  re- 
ceived his  medical  degree  from  the  University  of  Bern  in 
1938.  He  was  a general  practitioner  on  the  medical 
staff  at  Lefferts  General  Hospital.  Dr.  Rosenbusch  was 
a member  of  the  American  Academy  of  Family  Physi- 
cians, the  Medical  Society  of  the  County  of  Kings,  the 


Medicine  in  art 

The  New  York  Physicians’  Art  Association  would  like 
to  invite  physicians  who  are  painters,  sculptors,  and 
photographers  to  submit  their  work  for  display  at  the 
Forty-First  ANNUAL  EXHIBITION.  This  will  be 
held  at  the  New  York  Academy  of  Medicine,  2 East 
103rd  Street,  New  York  City  10029,  from  January  26th 
through  January  30th,  1976. 


Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jeanette  Sakheim  M.D.,  of  New  York  City,  died  on 
September  21  at  the  age  of  eighty-five.  Dr.  Sakheim  re- 
ceived her  medical  degree  from  the  University  of  Berlin 
in  1920.  She  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Louis  A.  Scinta,  M.D.,  of  Lockport,  died  on  September 
21  at  the  age  of  sixty-eight.  Dr.  Scinta  graduated  in 
1933  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  surgeon  at  Lockport  Memorial 
Hospital.  Dr.  Scinta  was  a member  of  the  Lockport 
Academy  of  Medicine,  the  Niagara  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  the  New  York, 
and  the  American  Medical  Association. 

Casimir  Joseph  Simcik,  M.D.,  of  Elmhurst,  died  on 
September  24  at  the  age  of  fifty-seven.  Dr.  Simcik 
graduated  in  1944  from  Long  Island  College  of  Medi- 
cine. He  was  an  assistant  physician  in  medicine  at  St. 
John’s  Queens  Hospital.  Dr.  Simcik  was  a member  of 
the  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Emery  A.  Wahl,  M.D.,  of  New  York  City,  died  on  Octo- 
ber 12  at  the  age  of  eighty-five.  Dr.  Wahl  received  his 
medical  degree  from  the  University  of  Budapest  in  1913. 
He  was  a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Faith  Shelford  Wohnus,  M.D.,  of  Hollis,  died  on  Octo- 
ber 7 at  the  age  of  seventy-eight.  Dr.  Wohnus  gradu- 
ated in  1918  from  New  York  Medical  College  and  Hospi- 
tal for  Women.  She  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Monroe  Yudell,  M.D.,  of  Scarsdale,  died  on  October  7 
at  the  age  of  seventy-four.  Dr.  Yudell  graduated  in 
1925  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  associate  consulting  physi- 
cian at  Bronx-Lebanon  Hospital  Center.  Dr.  Yudell 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


We  will  also  have  the  privilege  of  showing  our  Forty- 
First  Annual  Exhibition  of  Physicians’  Art  at  the  Metro- 
politan Museum  of  Art  throughout  the  month  of  April, 
1976.  No  additions  or  changes  will  be  permissible. 

Further  information  on  arrangements  regarding  this 
exhibit  will  be  sent  out  to  members  in  February. 
Secretary-Treasurer:  Alfred  A.  Richman,  M.D.  Presi- 
dent: Stephen  Nordlicht,  M.D. 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

in  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  procaine  penicillin  G.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given  at 
least  30  minutes  prior  to  injection,  is  recom- 
mended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deeD  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Mental  disturbances,  including  anxiety,  confusion,  agitation, 
depression,  and  hallucinations,  have  been  reported  in  individ- 
uals following  single-dose  schedules  for  gonorrhea.  Reactions 
have  been  transient,  lasting  from  15-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermallyO.1  cc.  ofal  to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity,  Sensitivity  should  be  treated  by  tne  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reaction, 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  "Warnings.") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration  : Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated) -Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  other- 
wise, a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endccervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procaine  penicillin  G,  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procaine  penicillin  G daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  unjts  (4-cc. 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  §4 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5 
lecithin, 0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  methy 
paraben,  and  0,01%  propylparaben.  The  multiple-dose  10-cc.  vj] 
contains  per  cc.  300,000  units  procaine  penicillin  Gina  stabiliz 
aqueous  suspension  with  sodium  citrate  buffer  and  approxim^' 

7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povidl 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbil 
monopalmitate,  1.2  mg.  methyl  paraben,  and  0.14  mg.j  prop 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


IN  SYPHILIS 

INJECTION 

Bicillin  L~A 

(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in 
eluding  sensitivity  tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G. -Venereal  in- 
fections: Syphilis,  yaws,  beiei  and  pmta. 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
phylactoid)  reactions  have  been  reported.  Anaphylaxis  is  more 
frequent  following  parenterai  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  m individuals 
with  history  of  sensitivity  to  multiple  allergens 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper- 
sensitivity. Before  penicillin  therapy,  carefully  inquire  into  pre- 
vious hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e.g..  pressor  ami nes.  antihistamines  and  corti- 
costeroids. 


Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and/or  asthma 
Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism:  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed  Hemolytic  anemia,  leucopenia.  thrombo 
cytopenia.  neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics.  Jarisch  Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  —2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital -under  2 years  of  age.  50,000  units/Kg.  body 
weight:  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  n the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref 
erable.  When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  benzathine  penicillin  G (as  active  in- 
gredient): 2,400,000  units  in  4-cc.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose.  0.6%  povidone,  0.1%  methylparaben,  and 
0.01%  propylparaben.  300,000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone.  1 mg.  carboxymethylcellulose. 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 
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Leader  Hugh  Scott  of  Pennsylvania,  and  Senator  Her- 
man Talmadge  (D.,  Ga.),  chairman  of  the  Finance  Sub- 
committee on  Health. 

The  Long-Ribicoff  bill  has  been  the  dark  horse  chal- 
lenger in  the  NHI  picture,  opposed  by  all  of  the  major 
outside  groups  offering  NHI  programs.  It  is  especially 
repugnant  to  labor,  and  has  been  fought  by  the  Admin- 
istration. As  the  bipartisan  list  of  Long-Ribicoff  spon- 
sors indicates,  however,  the  measure  has  a lot  going  for 
it  in  the  Senate  where  it  ranks  with  organized  labor’s 
Health  Security  Act  championed  by  Sen.  Edward  Ken- 
nedy (D.,  Mass.)  as  a contender. 

Long  waited  a long  time  to  put  in  his  bill  this  year, 
prompting  speculation  he  figured  NHI  was  a dead  issue 
or  that  he  had  changed  his  mind  about  his  bill.  As  it 
turned  out,  Long  chose  an  introduction  time  when  inter- 
est appeared  to  be  reviving  on  Capitol  Hill  for  a cata- 
strophic approach  to  NHI. 

Cost  of  the  bill  was  put  at  $7  billion  yearly. 

The  Administration  held  off  submission  of  an  NHI 
plan  this  year,  but  is  almost  sure  to  offer  a plan  next 
year  similar  to  the  Administration’s  old  CHIP  bill.  The 
other  major  NHI  recommendations  before  Congress  in- 
clude the  American  Medical  Association’s  Comprehen- 
sive Health  Care  Insurance  Act,  Labor’s  bill,  the  Ameri- 
can Hospital  Association’s  plan,  and  the  Health  Insur- 
ance companies’  NHI  proposal. 

Under  the  Long  bill: 

* All  people  would  be  covered  by  a catastrophic  pro- 
tection provision  that  would  pay  for  everything  above 
the  cost  of  sixty  days  in  a hospital  or  $2,000  in  expenses. 

* A uniform  national  benefit  and  eligibility  structure 
with  heavier  Federal  contributions  that  would  reshape 
the  present  Medicaid  program  and  broaden  it  to  include 
the  “working  poor.” 

* Private  health  insurance  carriers  would  have  to 
meet  government  standards  to  qualify  for  participation 
in  the  catastrophic  and  other  Federal  health  programs. 

The  catastrophic  insurance  could  be  provided  by  ei- 
ther the  government  through  a one  per  cent  payroll  tax 
or  through  employers’  own  insurance  plans  in  which 
case  employers  could  receive  a 50  per  cent  tax  rebate.  A 
separate  Social  Security  trust  fund  would  finance  this 
provision. 

* * * 

Private  health  insurance  organizations  do  a better 
and  cheaper  job  of  handling  Medicare  bills  than  the  So- 
cial Security  Administration,  according  to  a General  Ac- 
counting Office  (GAO)  report. 

High  Federal  pay  and  administrative  inefficiencies 
were  blamed  for  Social  Security’s  poor  showing  in  com- 
parison with  private  organizations. 

The  report  was  sent  to  the  House  Ways  and  Means 


Committee  which  requested  it  last  year.  The  Ways  and 
Means  Health  Subcommittee  will  open  Autumn  legisla- 
tive hearings  soon  on  National  Health  Insurance.  A 
major  issue  is  whether  a Social  Security-financed  cata- 
strophic program  should  be  part  of  NHI. 

The  GAO  is  an  agency  of  Congress  that  investigates 
the  activities  of  the  Federal  Government  as  a function  of 
Congress’  oversight  role. 

GAO  compared  the  SSA’s  Bureau  of  Health  Insur- 
ance performance  and  cost  for  1973  with  that  of  four 
contract  intermediaries — Mutual  of  Omaha,  Travelers, 
the  Maryland  Blue  Cross  Plan,  and  Hospital  Service 
Corporation  (the  Chicago  Blue  Cross  Plan). 

The  GAO  report  found  that  the  average  cost,  exclud- 
ing audit,  of  a bill  processed  by  SSA  was  $12.39  com- 
pared to  $7.31  for  Travelers,  $7.28  for  Mutual,  $3.81  for 
Chicago,  and  $3.55  for  Maryland. 

Social  Security  and  intermediaries  like  Travelers  and 
Mutual  serve  providers  in  a number  of  states,  thus  re- 
quiring field  offices,  and  serve  a higher  percentage  of 
skilled,  nursing  facilities,  whose  bills  are  considered 
more  difficult  to  process  than  hospital  bills,  GAO  said. 
“Such  intermediaries  can  be  expected  to  have  higher 
costs  than  Blue  Cross  Plans,  which  primarily  serve  hos- 
pitals in  only  one  state  or  part  of  a state,”  the  report 
said. 

GAO  said  it  believes  the  Committee  should  allow 
HEW  to  redesignate  an  intermediary  “when  because  of 
geographic  dispersion,  the  provider’s  selection  appears 
to  inhibit  efficient  administration.” 

The  report  said  Social  Security’s  Administrative  costs 
“substantially  exceed  the  costs  of  Mutual  and  Travelers. 
Higher  salaries  and  lower  productivity  appear  to  be 
major  reasons  for  the  higher  costs  of  the  division,  which, 
unlike  the  private  intermediaries,  had  no  production 
standards.” 

Social  Security  “generally  took  longer  than  the  pri- 
vate intermediaries  to  pay  bills  and  make  final  settle- 
ments with  providers.  Its  error  rate  was  about  aver- 
age,” the  report  asserted. 

Noting  that  personnel  costs  account  for  about  65  per 
cent  of  an  intermediary’s  expenses,  GAO  said  Social  Se- 
curity personnel  were  consistently  higher  paid  than  per- 
sonnel in  comparable  jobs  with  the  four  private  inter- 
mediaries.” For  example,  accountants  and  auditors  at 
Social  Security  were  paid  $21,600  compared  with  an  av- 
erage $15,900  in  the  private  groups.  Social  Security 
claims  examiners  got  $11,600  compared  with  $7,900;  reg- 
istered nurses  $13,600,  compared  with  $11,700. 

Social  Security’s  annual  compensation  exceeded  the 
average  annual  compensation  of  the  four  private  inter- 
mediaries by  36  per  cent  for  accountants  and  auditors, 
47  per  cent  for  claims  examiners,  and  16  per  cent  for 
registered  nurses,  the  report  said. 
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There’s  something  new 
in  the  cards  for  control  of 
Angina  Pectoris 


A totally  new  and  improved 

delivery  system 

for  isosorbide  Dinitrate 


(ISOSORBIDE  DINITRATE)40  mg.  Capsules. ..in  twice-a-day  dosage 

SUSTAINED  RELEASE  THROUGH  MICRO-DIALYSIS  DIFFUSION 

New  ISO-BID  can  help  to  reduce  the  frequency  and  intensity  of  angina 
attacks  through  microdialysis  diffusion  (controlled  sustained  release). 

Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosor- 
bide dinitrate  for  up  to  12  hours  at  a smooth,  continuous,  predictable, 
controlled  rate.  Micro-dialysis  is  dependent  only  upon  the  presence 
of  fluid  in  the  G.l.  tract  and  not  on  pH  or  other  variables.  ISO-BID  is 
particularly  advantageous  in  the  prevention  of  nocturnal  angina. 

Prescribe  ISO-BID.  There  is  nothing  else  just  like  it ...  because 
MICRO-DIALYSIS  DIFFUSION  MAKES  THE  DIFFERENCE. 

DOSAGE:  One  ISO-BID  capsule  every  12  hours  on  an  empty  stomach 
according  to  need,  for  continuous  24-hour  therapy.  Not  intended  for 
sublingual  use.  Supplied  in  bottlesof  30, 100 and  500  ISO-BID  capsules. 

Consult  product  brochure  before  prescribing. 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA.  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 
ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite-  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  ihe  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and  ' 
or  exfoliative  dermatitis  is  occasionally  seen. 
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Committee’s  recommendations  and  to  solicit  your  sup- 
port. 

In  the  formation  of  national  health  planning  goals  and 
the  programs  that  will  follow,  the  Committee  believes 
that  the  development  of  multi-institutional  systems  for 
coordination  or  consolidation  of  institutional  health  ser- 
vices will  receive  priority  attention.  There  is  no  ques- 
tion that  maternal  and  child  care  will  be  among  the  first 
priorities  of  these  programs  and,  in  this  area,  regional 
planning  for  high  risk  maternal  and  newborn  care  will 
be  near  the  top  of  the  list.  Indeed  we  are  informed  that 
some  state  health  departments  now  have  planning 
groups  formed  without  adequate  representation  of  those 
providing  care,  and  others  are  on  the  way.  For  these 
reasons,  the  Committee  is  recommending  that  state 
committees  be  formed  without  delay  and  that  these 
committees  participate  in,  and  if  possible  direct,  the 
early  planning  of  high  risk  maternal  and  newborn  care. 

The  state  medical  society,  we  believe,  is  the  medical 
organization  with  the  most  immediate  and  influential  li- 
aison with  state  legislative  bodies  and  administrative 
agencies.  It  is  therefore  appropriate  that  the  society 
should  take  an  active  leadership  role  in  the  formation  of 
these  committees. 

The  president  of  each  state  medical  society  is  request- 
ed to  call  a meeting  as  soon  as  possible  of  appropriate 
representatives  of  his  society,  and  representatives  of  the 
state  section  or  chapter  of  the  American  Academy  of 
Family  Practice,  American  Academy  of  Pediatrics,  and 
the  American  College  of  Obstetricians  and  Gynecolo- 
gists. The  purpose  of  the  meeting  would  be  to  initiate 
Action  for  the  formation  of  an  appropriate  committee 
composed  of  representatives  of  the  foregoing  disciplines. 

As  a top  level  committee  representing  the  medical 
profession,  it  should  be  available  and  ready  to  provide 
advice  and  assistance  in  the  regional  planning  for  high 
risk  maternal  and  newborn  care,  regardless  of  what  na- 
tional health  planning  goals  are  to  be  implemented  and 
regardless  of  the  type  of  operation  of  state  and  area 
health  planning  programs  that  may  emerge.  The  pro- 
posed committee,  in  the  opinion  of  the  Committee, 
should  set  in  immediate  motion  a plan  to  (1)  evaluate  at 
both  state  and  regional  level  current  patterns  in  the 
management  of  high  risk  maternal  and  newborn  care; 
(2)  determine  what  facilities  and  personnel  are  currently 
available  for  high  risk  care;  (3)  make  recommendations 
for  the  future  planning  of  such  care;  and  (4)  establish  a 
mechanism  for  the  continuing  evaluation  of  the  effec- 
tiveness of  planning  and  of  patient  care  in  this  area. 

It  is  suggested  that  two  approaches  for  forming  the 
proposed  committee  might  be  explored.  One  involves 
the  existing  state  medical  society  committee  that  has  re- 
sponsibility in  the  field  of  maternal  and  child  care;  these 
committees  might  be  assigned  additional  responsibili- 
ties and  functions  that  are  proposed  in  this  letter.  This 
might  require  enlargement  or  reorganization  of  the  ex- 
isting committee.  In  this  connection,  the  AMA  Com- 
mittee’s Action  Guide  for  Maternal  & Child  Care  Com- 
mittees was  sent  to  each  state  medical  society  in  April, 
1975,  to  assist  its  committee  to  identify  and  respond  to 
maternal  and  child  care  problems. 

The  second  approach  would  be  the  creation  of  a new 
committee.  In  any  event,  the  proposed  committee 
should  represent  the  medical  profession  within  the  state 
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Each  yellow,  scored  tablet  contains  4 50  mg.  oxycodone  HCI  (Warning 
May  be  habit  forming),  0 38  mg  oxycodone  terephthalate  (Warning 
May  be  habit  forming),  224  mg  aspirin.  1 60  mg  phenacetin,  and  32  mg 
caffeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone,  aspirin,  phenac 
etm  or  caffeine 

WARNINGS  Drug  Dependence  Oxycodone  can  produce  drug  de 
pendence  of  the  morphine  type  and.  therefore,  has  the  potential 
for  being  abused  Psychic  dependence,  physical  dependence  and  toler 
ance  may  develop  upon  repeated  administration  of  Percodan,  and  it 
should  be  prescribed  and  administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications.  Percodan  is  subject  to  the 
Federal  Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using 
Percodan  should  be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  depressants  Patients 
receiving  other  narcotic  analgesics,  general  anesthetics,  phenothiazines, 
other  tranquilizers,  sedative  hypnotics  or  other  CNS  depressants  (includ- 
ing alcohol)  concomitantly  with  Percodan  may  exhibit  an  additive  CNS 
depression  When  such  combined  therapy  is  contemplated,  the  dose  of 
one  or  both  agents  should  be  reduced 

Usage  m pregnancy:  Safe  use  in  pregnancy  has  not  been  established 
relative  to  possible  adverse  effects  on  fetal  development  Therefore. 
Percodan  should  not  be  used  in  pregnant  women  unless,  in  the  judgment 
of  the  physician,  the  potential  benefits  outweigh  the  possible  hazards 
Usage  m children  Percodan  should  not  be  administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer 
or  coagulation  abnormalities. 

PRECAUTIONS  Head  m/ury  and  increased  intracranial  pressure  The 
respiratory  depressant  effects  of  narcotics  and  their  capacity  to  elevate 
cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  pres- 
ence of  head  injury,  other  intracranial  lesions  or  a pre-existing  increase 
in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reac- 
tions which  may  obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions:  The  administration  of  Percodan  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  in  patients  with 
acute  abdominal  conditions. 

Special  risk  patients  Percodan  should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated,  and  those  with  severe  impair 
ment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in 
excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse  reac 
tions  include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting 
Some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted  accord 
mg  to  the  severity  of  the  pain  and  the  response  of  the  patient  It  may 
occasionally  be  necessary  to  exceed  the  usual  dosage  recommended 
below  m cases  of  more  severe  pain  or  in  those  patients  who  have  become 
tolerant  to  the  analgesic  effect  of  narcotics.  The  usual  adult  dose  is  one 
tablet  every  six  hours  as  needed  for  pain 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of  Percodan  may 
be  additive  with  that  of  other  CNS  depressants.  See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect 
of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms  Serious 
overdose  with  Percodan  is  characterized  by  respiratory  depression, 
extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur.  The  ingestion  of  very  large  amounts  of  Percodan 
may,  in  addition,  result  in  acute  salicylate  intoxication 
Treatment  Primary  attention  should  be  given  to  the  reestablishment  of 
adequate  respiratory  exchange  through  provision  of  a patent  airway  and 
the  institution  of  assisted  or  controlled  ventilation.  The  narcotic  antag 
omsts  naloxone,  nalorphine  or  levallorphan  are  specific  antidotes  against 
respiratory  depression  which  may  result  from  overdosage  or  unusual 
sensitivity  to  narcotics,  including  oxycodone  Therefore,  an  appropriate 
dose  of  one  of  these  antagonists  should  be  administered,  preferably  by 
the  intravenous  route,  simultaneously  with  efforts  at  respiratory  resus- 
citation. Since  the  duration  of  action  of  oxycodone  may  exceed  that  of 
the  antagonist,  the  patient  should  be  kept  under  continued  surveillance 
and  repeated  doses  of  the  antagonist  should  be  administered  as  needed 
to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  meas- 
ures should  be  employed  as  indicated 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 

£n  do  Loborotofies.lnc. 

Subsidiary  of  E I du  Pont  de  Nemours  & Co.  (Inc  ) 

Garden  City  N Y 11530 


Pain:  a call  to  action 


□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 

□ oxycodone,  the  principal  ingredient 

of  Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

□ one  tablet  q. 6 h* 


Percodan 

Each  yellow,  scored  tablet  contains  4.50  mg,  oxycodone  HCI.  (Warning: 

May  be  habit  forming),  0.38  mg.  oxycodone  terephthalate  (Warning:  May  f || 
be  habit  forming),  224  mg.  aspirin,  160 mg.  phenacetin,  and  32  mg.  caffeine 

See  facing  page  for  Brief  Summary 
*See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated. 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 


NOVEMBER  7 through  11,  1976 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  NOVEMBER  7 through  WEDNESDAY,  NOVEMBER  10 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Albert  H.  Douglas,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  December  30,  1975 

Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Thomas  S.  Bumbalo,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  George 
J.  Lawrence,  Jr.,  M.D.,  Director,  Division  of  Scientific  Ac- 
tivities. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 
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The  Avis 
“Club  Car.” 

An  economical  leasing  program 
especially  designed  for  the 
Medical  Society  of 

Congratulations. 

You  just  got  a special  discount  on  the 
already  low  retail  cost  of  an  Avis  long-term 
car  lease. 

It's  the  Avis  "Club  Car"  Lease. 

The  "Club  Car"  program  was  created 
by  Avis  especially  for  your  organization.  And 
any  member  is  eligible. 

Oh,  we  know  what  you  may  be  thinking. 

But  don't  say  you  don't  need  a lease  until 
you've  found  out  what  you  get.  And  what 
you  don't. 

For  instance,  you  don't  make  a big 
down  payment.  There's  no  taking  out  a loan. 

No  responsibilities  of  ownership. 

You  simply  choose  the  car  you  want. 

Whatever  make,  model  and  options. 

We'll  deliver  the  car  through  a local 
dealer,  fully  warranteed. 

You  pay  a low  monthly  leasing  charge 
at  the  reduced  rate  based  on  the  special 
discount  agreement. 

(It's  a rate  that  can  save  you  up  to 
hundreds  of  dollars  over  the  life  of  the  lease.J 

You  can  provide  routine  preventive 
maintenance. 

(Or  Avis  will  service  and  maintain  the 


the  State  of  New  York. 


car  at  a slightly  higher  cost.) 

You  can  keep  the  car  for  two  or  three 
years.  Or  for  keeps,  depending  on  the  type 
of  lease  you  choose. 

Just  mail  the  coupon  below.  We'll  give 
you  the  facts  and  the  discount. 

Of  course,  there's  no  obligation.  But  you 
may  find  out  it  just  doesn't  pay  to  own  a 
car  any  more. 


AVIS 


CAR  LEASING 


Mr.  Bernard  M.  Jackson,  C.L.U. 

Director,  Insurance  and  Membership  Benefits 
Medical  Society  of  the  State  of  NewYork 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

Yes,  I'm  interested  in  learning  more  about  the 
advantages  of  an  Avis  “Club  Car"  Lease. 

Please  call  me. 

name 


ADDRESS  _ 
CITY 


^ STATE  _ 


_ZIP_ 


□home  □ business  phone 

For  immediate  service  call  Larry  Moldauer 
at  (212)  977-3318. 


Avis  rents  and  leases  all  makes  features  cars  engineered  by  Chrysler. 
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and  should  include  representation  from  each  of  the  sev- 
eral interested  medical  disciplines. 

The  AMA  Committee  on  Maternal  and  Child  Care  in- 
cludes representatives  from  the  AAFP,  AAP,  and 
ACOG.  These  representatives  have  agreed  to  coordi- 
nate our  Association’s  effort  by  requesting  their  respec- 
tive national  organizations  to  simultaneously  contact 
their  state  or  chapter  chairmen  with  a similar  announce- 
ment of  the  plan  suggested  in  this  letter. 

With  this  combined  effort  and  with  prompt  action  by 
physicians  in  each  state,  we  are  confident  that  the 
health  care  planning  and  programming  for  high  risk  ma- 
ternal and  newborn  care  will  take  place  under  the  direc- 
tion of,  rather  than  around  or  in  spite  of,  those  who  are 
most  immediately  involved  in  patient  care. 

When  the  committee  is  formed,  would  you  see  that  its 
organization  and  the  name  of  the  chairman  be  furnished 
to  Frank  W.  Barton,  Secretary,  AMA  Committee  on 
Maternal  and  Child  Care,  American  Medical  Associa- 
tion, 535  N.  Dearborn  Street,  Chicago,  Illinois  60610,  so 
that  we  can  maintain  contact,  (signed)  James  M.  Sam- 
mons, M.D. 

New  research  facility 

for  Memorial  Sloan-Kettering  Cancer  Center 

The  Arnold  and  Marie  Schwartz  Fund  for  Education 
and  Health  Research  has  pledged  a major  gift  to  Memo- 
rial Sloan-Kettering  Cancer  Center  to  transform  the  for- 
mer James  Ewing  Pavilion  of  Memorial  Hospital  to  a 
modern  clinical  research  facility. 

“The  gift  will  make  possible  the  development  of  an 
important  facility  which  we  anticipate  will  have  a signif- 
icant impact  in  understanding  and  controlling  cancer,” 
said  Laurance  S.  Rockefeller,  chairman  of  the  board  of 
the  Center,  in  accepting  the  generous  contribution. 

In  recognition  of  the  pledge,  the  James  Ewing  Pavil- 
ion will  be  renamed  the  Arnold  and  Marie  Schwartz  In- 
ternational Hall  of  Science  for  Cancer  Research,  in 
honor  of  Mr.  and  Mrs.  Schwartz. 

The  building  will  be  devoted  primarily  to  research  in 
the  field  of  human  cancer  therapy.  When  completed,  it 
will  enable  the  Center  to  consolidate  and  expand  a vari- 
ety of  clinical  research  programs  in  human  cancer  in 
which  new  ideas  in  cancer  therapy  can  be  carried  out  by 
chemotherapists,  radiation  therapists,  surgeons,  immu- 
notherapists,  and  other  clinical  specialists. 

Arthritis  Foundation  announces 
1975  writing  awards  competition 

“The  Russell  L.  Cecil  Arthritis  Writing  Awards  com- 
petition for  1975  is  now  underway  and  entries  already 
are  coming  in,”  announced  Clifford  M.  Clarke,  executive 
director  of  The  Arthritis  Foundation. 

The  national  health  organization  offers  annual  awards 
of  $1,000  for  outstanding  writing  on  arthritis  in  four 
media  categories:  newspapers,  magazines,  radio,  and 

television.  Winners  also  receive  a plaque  and  all  ex- 
penses paid  to  the  awards  ceremony. 

Entries  are  judged  by  a panel  of  media  authorities 
and  are  chosen  for  accuracy,  originality,  and  potential 
for  stimulating  greater  public  understanding  of  the  na- 
tionwide problem  of  arthritis. 

All  entries  must  be  published  or  broadcast  in  media 
available  to  the  general  public  between  January  1 and 


December  31,  1975.  Deadline  for  submission  is  January 
31,  1976. 

Mr.  Clarke  recommended  that  writers  in  need  of  in- 
formation on  arthritis  or  entry  blanks  for  the  contest 
contact  The  Arthritis  Foundation,  475  Riverside  Drive, 
New  York,  N.Y.  10027,  or  any  of  its  72  local  Chapters 
across  the  country. 

The  competition  was  established  in  1956  to  honor  the 
late  pioneer  rheumatologist,  Russell  L.  Cecil,  M.D.,  and 
to  encourage  writing  on  arthritis. 

Kellogg  funding  set,  RAP 
gears  for  project  start 
in  January 

The  Residency  Assistance  Program  (RAP)  nears  im- 
plementation as  plans  take  shape  to  begin  operation  in 
January,  1976.  Impetus  was  added  to  the  program’s  de- 
velopment in  July,  1975,  in  the  form  of  a $172,623  grant 
from  the  W.  K.  Kellogg  Foundation.  The  grant,  which 
was  made  to  the  Family  Health  Foundation  of  America 
(FHFA)  for  this  purpose,  will  ensure  fiscal  viability  dur- 
ing the  program’s  start-up  phase  and  for  a three-year 
period. 

RAP’s  function  will  be  to  provide  an  ongoing  consul- 
tative service  to  directors  of  family  practice  residency 
programs  who  request  help  in  meeting  the  requirements 
of  the  Residency  Review  Committee  for  Family  Prac- 
tice. It  will  serve  as  a program  improvement  mecha- 
nism in  areas  of  need. 

Sponsors  of  the  program  are  the  American  Academy 
of  Family  Physicians,  the  American  Board  of  Family 
Practice  (ABFP),  the  Society  of  Teachers  of  Family 
(FM),  and  the  FHFA.  AAFP  Reporter,  Oct.,  1975,  vol. 

II,  No.  10. 

Newly-formed  advisory  committee 
on  toxicology  announced 

The  Food  and  Drug  Administration  on  October  9, 
1975,  announced  the  membership  of  its  newly-formed 
Toxicology  Advisory  Committee. 

The  purpose  of  the  committee  is  to  advise  FDA  on 
matters  relating  to  the  safety  of  chemicals  present  in 
foods,  drugs,  cosmetics,  and  medical  devices.  The  com- 
mittee will  conduct  independent  scientific  reviews  of  po- 
tentially toxic  chemicals  and  methods  for  toxicity  test- 
ing of  such  materials.  Its  membership  is  composed  of 
experts  in  the  fields  of  toxicology,  pharmacology,  carci- 
nogenesis testing,  and  related  subjects. 

New  installation  at  Downstate 

A one-million  electron-volt  linear  accelerator  (Clinac 
4 Me  V),  which  permits  high-energy  radiation  therapy 
of  tumors  with  minimal  damage  to  normal  tissue — and 
in  one  fourth  the  time  required  by  other  x-ray  equip-  I 
ment — has  been  installed  in  State  University  Hospital,  ! 
Downstate  Medical  Center  (State  University  of  New 
York),  Brooklyn. 

Medicaid  executive  renews  request 
for  disclosure  of  abuses 

John  T.  Gentry,  M.D.,  Executive  Medical  Director  of 
the  New  York  City  Health  Department’s  Medicaid  Unit 
renewed  his  request  to  physicians  and  clinic  staff  to  step 
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forward  and  disclose  the  abuses  that  exist  in  shared 
health  facilities.  He  said,  “We  need  evidence  that  can 
be  used  by  the  District  Attorneys’  Offices  against  the 
owners  of  these  facilities  for  the  purpose  of  prosecuting 
them  and  putting  an  end  to  referral  of  patients  for  un- 
necessary services  and  other  commonly  practiced  Medi- 
caid abuses.” 

Requiring  practitioners  to  make  unnecessary  refer- 
rals, Dr.  Gentry  stated,  constitutes  conspiracy  to  de- 
fraud. He  emphasized  that  indictment  and  prosecution 
of  this  type  of  dishonest  owner  is  the  best  weapon  the 
City  has  to  stop  patient  abuses  in  shared  health  facili- 
ties. Dr.  Gentry  explained  that  the  City  is  restrained  by 
the  courts  from  enforcing  its  regulations  that  would 
have  held  owners  accountable  for  abusive  practices  in 
their  centers.  “We  can  and  do  act  to  suspend  the  indi- 
vidual practitioner  when  this  is  indicated.  However, 
the  owner  merely  replaces  the  practitioner  and  con- 
tinues as  before.  Until  abuses  by  the  owners  are  con- 
trollable by  law,  the  Medicaid  program  will  continue  to 
hold  only  the  physicians  fully  accountable.”  Dr.  Gentry 
concluded. 

Despite  these  handicaps  the  Medicaid  Unit  reported 
that  during  the  past  year  23  practitioners  have  been  re- 
ferred for  criminal  prosecution;  administrative  hearings 
with  providers  are  being  held  at  the  rate  of  two  a day 
and  the  amount  of  money  ($1.7  million)  practitioners 
are  being  required  to  return  to  the  City,  is  double  the 
amount  returned  the  previous  year. 

Among  the  factors  responsible  for  the  Health  Depart- 
ment’s stepped-up  efficiency  in  its  “Watchdog  Opera- 
tion” are  new  auditing  techniques  that  involve  confir- 
mation of  services  by  patients  and  the  establishment  of 
a Consumer  Advisory  Committee  that  works  to  inform 
patients  about  good  care  and  calls  on  them  to  report*  im- 
proper practices  to  Medicaid  authorities.  In  addition, 
Medicaid  is  assembling  data  with  which  to  prosecute 
practitioners  providing  unnecessary  x-rays  and  over- 
prescribing  of  drugs  and  other  measures  which  pose  a 
threat  to  health  and  safety  under  the  New  York  City 
Health  Code.  For  information  contact:  Helen  Stone  at 
(212)  566-8040;  Night  Number  (212)  340-4494. 

C.  Robert  Thompson 
Memorial  Fellowship 

Applications  for  the  $1,200  C.  Robert  Thompson  Me- 
morial Fellowship  of  the  American  Cancer  Society,  New 
York  State  Division,  Inc.,  are  now  being  accepted  from 
physicians,  it  was  announced  in  October,  1975,  by  An- 
drew B.  Adams,  M.D..  Chairman  of  the  Division  Profes- 
sional Education  Committee. 

The  fellowship  offers  a physician  in  private  practice 
the  opportunity  to  become  better  acquainted  w'ith  prog- 
ress in  the  field  of  oncology.  Physicians  residing  in  the 
54  counties  of  Upstate  New  York,  which  comprise  the 
Society’s  New  York  State  Division,  are  eligible  for  the 
fellowship.  Excluded  are  Nassau,  Queens,  Suffolk, 
Westchester,  Kings,  Richmond,  Bronx,  and  New  York 
Counties. 

Mr.  Thompson,  for  whom  the  fellowship  is  named, 
died  of  cancer  on  November  17,  1970.  Vice-President  of 
WBEN,  Inc.,  Buffalo,  he  had  served  as  President  of  the 
New  York  State  Division  and  was  a delegate  to  the  Na- 
tional Society.  He  had  been  an  active  volunteer  in  the 
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The 

Pain  Phone 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  statest  That  includes  No.  4.  which 
provides  a full  grain  of  codeine  for  more  intense, 


acute  pain 


f The  exceptions 
Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island, 
and  the 

District  of  Columbia. 


EMPIRIN 

COMPOUND 

c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)  gr  V2 

Each  tablet  also  contains  aspirin 
gr  31/2,  phenacetin  gr  2Vz, 
caffeine  gr  VE 

* Warning— may  be  habit-forming. 


hi 

Wellcome  / No 


Troughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Letters  to  the  Editor 


Dr.  Dock’s  reply* 

To  the  Editor:  The  pain  my  editorial  gave  Dr.  Messe- 
loff*  is  trivial;  the  agony  of  the  shackled  sick,  which  he 
admits  does  occur,  is  very  great  and  may  last  for  days — 
twenty-four-hour  days!  He  then  takes  off  on  other  top- 
ics and  other  authors,  whose  views  he  and  I abhor.  He 
concludes  my  editorial  will  “add  to  the  arguments”  of 
those  who  approve  mercy  killings  and  abortions.  Since 
the  devil  is  said  to  quote  scripture  effectively,  and  Nixon 
was  at  divine  services  the  days  our  bombers  carried  out 
his  orders  to  make  war  hell  in  Hanoi,  of  course  Dr.  Mes- 
seloff  is  right.  Indeed,  in  using  an  editorial  tying  con- 
scious, protesting,  moribund  patients  to  their  beds  as  an 
excuse  to  attack  other  abuses,  he  shows  how  it  is  done. 

WILLIAM  DOCK,  M.D.,  M.A.C.P. 

* Messeloff,  C.  R.:  Letter  to  the  editor.  New  York  State  J. 
Med.  75:2107  (Oct.)  1975. 

Painful  fabella  syndrome* 

To  the  Editor:  This  article  concerns  2 cases  done  in 

1963  and  1968  and  is  published  in  a 1975  issue.  The  ar- 
ticle may  have  been  submitted  to  the  Journal  in  1974 
but  that  is  not  pertinent.  The  article  lacks  a reasonably 
recent  follow-up  report  on  the  2 patients. 

Personally,  I don’t  believe  the  “fabella  syndrome”  ex- 
ists. 

Tenderness  and  pain  in  the  popliteal  area,  whether  it 
be  medial  or  lateral,  can  result  from  a vascular  condition 
such  as  a popliteal  aneurysm,  a Baker’s  cyst,  or  a trau- 
matic condition  such  as  a hamstring  rupture  or  sprain, 
or  from  osteoarthritis  of  the  knee. 

With  a long  stretch  of  the  imagination  I could  expect 
the  fabella  to  be  tender  and  painful  in  a starving  person 
with  nothing  but  “skin  and  bones”  and  where  the  fabel- 
la is  not  protected  by  the  gastrocnemius  and  lies  alone 
between  the  femur  and  the  skin. 

Next,  this  condition,  if  indeed  it  does  exist  and  I will 
allow  license  to  the  authors  and  to  those  mentioned  in 
the  bibliography,  then  it  must  be  so  rare  that  it  has  no 
place  in  a medical  journal  such  as  the  New  York  State 
Journal  of  Medicine. 

I would  expect  that  orthopedic  subjects  for  a Journal 
of  your  type  would  be  those  concerning  fractured  hips, 
legs,  femurs,  total  hips,  or  total  knees,  and  so  forth. 

Unfortunately,  I am  constrained  to  feel  that  the  judg- 
ment used  in  choosing  this  article  for  publication  leaves 
much  to  be  desired. 

BENJAMIN  E.  LANIER,  M.D.,  F.A.C.S. 

925  Ocean  Avenue 
Brooklyn,  N .Y . 11226 

* Barenf'eld,  P.  A.,  and  Weseley,  M.  S.:  Painful  fabella  syn- 
drome, New  York  State  J.  Med.  75:  1735  (Sept.)  1975. 

Dr.  Weseley’s  reply 

To  the  Editor:  In  reply  to  Dr.  Benjamin  E.  Lanier’s  let- 
ter of  October  9,  1975,  concerning  our  article,  “Painful 


Fabella  Syndrome,”  I can  only  take  for  granted  that  Dr. 
Lanier  did  not  take  great  care  in  reading  the  short  re- 
port of  our  2 interesting  cases. 

As  we  noted,  in  1952,  2 cases  of  painful  fabellae  which 
were  attributed  to  chondromalacia  were  reported  by 
Drs.  Goldenberg  and  Wild  in  the  Journal  of  Bone  and 
Joint  Surgery .a  As  in  our  cases,  the  roentgenologic 
findings  were  normal.  Subsequently,  Goldenberg  re- 
ported 4 similar  cases. 

If  Dr.  Lanier  had  also  taken  the  trouble  to  read  fur- 
ther on  in  our  article,  Zimny  and  Redler,  in  Clinical 
Orthopaedics,  in  1972, b not  only  reported  findings  of 
chondromalacia  in  the  fabellae,  but  found  different  elec- 
tron microscopic  changes  as  compared  to  the  patella. 

Other  authors,  as  we  have  indicated,  have  found  other 
and  similar  painful  conditions  in  the  fabella. 

As  I have  no  doubt  that  the  Journal  of  Bone  and 
'Joint  Surgery,  and  Clinical  Orthopaedics  and  Related 
Research  are  considered  highly  reputable  journals  in  the 
orthopedic  fields,  I cannot  understand  Dr.  Lanier’s  vi- 
triolic attack  on  the  New  York  State  Journal  of  Medi- 
cine. 

I would  also  like  to  reiterate  that  1 of  the  patients  re- 
ported on  in  our  article  was  seen  by  another  orthopedic 
surgeon  who  misdiagnosed  the  condition  as  Baker’s  cyst, 
which  Dr.  Lanier  has  indicated  to  be  a cause  of  pain  and 
tenderness  in  the  popliteal  area,  and  in  failing  to  make  a 
proper  diagnosis,  gave  the  patient  no  relief. 

Finally,  to  be  more  specific,  the  fabella  is  located  in 
the  lateral  head  of  the  gastrocnemius  muscle,  and  is  not 
in  the  popliteal  space. 

I do,  however,  thank  Dr.  Lanier  for  the  interest  he  has 
expressed  in  our  article. 

MARTIN  S.  WESELEY,  M.D. 

478  Bay  Ridge  Parkway  | 
Brooklyn,  N.Y.  1 1209 
a Goldenberg,  R.  R.,  and  Wild,  E.  L.:  Chondromalacia  fabel- 
lae, J.  Bone  & Joint  Surg.  24-A:  688  (1952). 

b Zimny,  M.  L.,  and  Redler,  I.:  An  ultrastructural  study  of  i 
chondromalacia  fabellae,  Clin.  Orthop.  82:  37  (1972). 

Child  abuse 

To  the  Editor:  Definitions:  Child  Abuse:  “Under 

sixteen  years  of  age,  who  has  suffered  (or  is  likely  to  • 
suffer)  physical  injury  to  the  extent  of  substantially  : 
risking  physical  or  emotional  health  by  nonaccidental 
means  when  under  the  care  of  parent  or  guardian.” 

Child  Neglect:  “Under  eighteen  years  of  age,  whose  ( 

physical,  mental,  or  emotional  condition  is  in  dan- 
ger as  a result  of  improper  care  by  parent  or  guard-  | 
ian  to  such  an  extent  that  he  or  she  loses  self  con- 
trol.” 

Goal:  Early  recognition,  protection  of  child,  rehabil- 

itation of  family,  and  prevention  of  further  trauma 
to  the  child. 

Incidence:  50,000  cases  predicted  for  1974,  of  which 

30  per  cent  will  have  permanent  injury  and  4 per 
cent  will  die. 
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— 45  per  cent  are  one  to  four  years  of  age;  28  per 
cent  under  one  year;  25  per  cent  five  to  sixteen 
years  old. 

— of  all  children  seen  in  emergency  rooms  under 
four  years  of  age  with  trauma,  in  as  many  as  15 
per  cent  the  etiology  is  probably  abuse. 

— The  American  Academy  of  Pediatrics  considers 
child  abuse  a national  epidemic. 

Recognition:  A HIGH  INDEX  OF  SUSPICION  IS 

NECESSARY 

1.  Injury  inconsistent  with  history. 

2.  Inappropriate  delay  in  seeking  help. 

3.  Multiple  lesions  in  different  stages  of  healing. 

4.  Shape  of  instrument  on  skin. 

5.  X-rays:  old  or  unexplained  fractures. 

Common  Parent  Profile:  Young 

Emotionally  immature 
Impulsive 

Burdened  with  economic  and  marital  problems 
Unwilling  and  unable  to  accept  family  responsibili- 
ty 

Narcissistic 

Egocentric 

Demanding 

Emergency  Room  Management:  Should  be  simple 

and  straightforward. 

1.  Consider  this  diagnosis  in  all  cases  of  trauma  to 
small  children. 

2.  If  the  diagnosis  is  seriously  suspected,  ADMIT. 
Say,  "The  injury  requires  further  studv  and 
evaluation.”  NEVER  ACCUSE  OR  CON- 
FRONT PARENTS.  Consult  attending  physi- 
cian or  social  worker  with  experience  in  this 
area. 

3.  Obtain  detailed  history  of  injury.  Are  there  in- 
consistencies between  history  and  physical 
exam? 

Legal  Aspects:  The  law  requires  physicians  (or  any- 

one else)  to  report  suspicion  of  child  abuse  or  ne- 
glect. Failure  to  do  so  is  a Civil  Misdemeanor. 
The  final  determination  of  abuse  is  a legal  matter. 
The  physicians  role  is  primarily  to  protect  the  child 
and  to  provide  medical  information  which  will  aid 
in  reaching  a legal  decision.  He  suggests  rather 
then  accuses. 

Complications:  Several  studies  indicate  a mortality 

in  25  to  50  per  cent  of  those  children  who  have  been 
abused,  seen  in  emergency  rooms  with  trauma, 
where  the  diagnosis  of  abuse  has  been  missed,  and 
released  to  the  home  where  further  battering  re- 
curs. 

The  physicians  role  is  to  protect  the  child  and  reha- 
bilitate the  family. 

Telephone  numbers  of  agencies  to  call  are  as  follows: 
New  York  City  (the  five  boroughs):  Children’s  Special 
Services,  24  hours  daily,  431-4681;  Nassau  County  call: 
New  York  State-800-342-3720;  and  Suffolk  County: 
Child  Protective  Services,  516-348-4096. 

MARVIN  L.  BLUMBERG,  M.D. 
Chairman,  Committee  on  Youth 
ROY  HOROWITZ,  M.D. 
Chairman,  Subcommittee  on  Child  Abuse 
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Society  from  1948  until  his  death. 

The  fellowship  provides  a two-week  minimum  period 
at  Roswell  Park  Memorial  Institute,  Buffalo,  or  the  Uni- 
versity of  Rochester  Cancer  Center,  Rochester,  on  a full- 
time basis  as  an  observer. 

Included  are  attendance  at  conferences  and  other 
meetings,  ward  rounds,  and  visits  to  various  laborato- 
ries, both  with  researchers  and  with  those  responsible 
for  the  clinical  management  of  cancer  patients.  This 
program  is  individualized  according  to  the  particular  in- 
terest of  the  recipient  of  the  fellowship. 

Selection  of  the  fellowship  recipient  will  be  made  by 
the  Professional  Education  Committee  of  the  American 
Cancer  Society,  New  York  State  Division,  Inc.  Applica- 
tions will  be  accepted  through  April  1,  1976.  Inquiries 
concerning  the  fellowship  should  be  addressed  to  An- 
drew B.  Adams,  M.D.,  Chairman,  Professional  Educa- 
tion Committee,  American  Cancer  Society,  New  York 
State  Division,  Inc.,  P.0.  Box  7,  East  Syracuse,  New 
York  13057. 

Proposed  Federal  regulations 
for  designation  and  funding 
of  a nationwide  network 

The  Department  of  HEW  announced  on  October  17, 
1975,  proposed  Federal  regulations  for  designation  and 
funding  of  a nationwide  network  of  Health  Systems 
Agencies. 

A Health  Systems  Agency  (HSA)  is  either  a private, 
nonprofit  corporation,  a public  regional  planning  body, 
or  a single  unit  of  general  local  government  responsible 
for  health  planning  and  development.  Under  the  Na- 
tional Health  Planning  and  Resources  Development  Act 
of  1974,  P.L.  93-641,  one  such  agency  is  to  be  named  for 
each  of  about  200  health  service  areas. 

The  HSA  will  be  generally  responsible  for  preparing 
and  implementing  plans  designed  to  improve  the  health 
of  the  residents  of  its  health  service  area;  to  increase  the 
accessibility,  acceptability,  continuity,  and  quality  of 
health  services  in  the  area;  to  restrain  increases  in  the 
cost  of  providing  health  services;  and  to  prevent  unnec- 
essary duplication  of  health  resources. 

The  proposed  regulations,  printed  in  the  October  17, 
1975,  Federal  Register,  set  forth  the  eligibility  and  oper- 
ational requirements  for  Health  Systems  Agencies  and 
describe  Federal  grants  to  help  support  their  operation. 
HEW  will  consider  comments  received  in  the  next  30 
days  before  publishing  final  regulations. 

Applications  for  designation  and  funding  may  be  sub- 
mitted prior  to  publication  of  final  regulations  in  accor- 
dance with  application  requirements  included  in  the 
Notice  of  Proposed  Rulemaking.  Application  forms 
and  further  information  may  be  obtained  from  the  Re- 
gional Health  Administrator,  DHEW — Region  II,  26 
Federal  Plaza,  New  York,  New  York  10007. 

Physicians  should  warn  patients 
about  dangers  of  smoking 

In  the  fall  issue  of  “Clinical  Notes  on  Respiratory  Dis- 
eases,” an  American  Lung  Association  Christmas  Seal 
publication,  Richard  D.  Fosburg,  M.D.,  outlines  his  own 
office-centered  approach  to  helping  patients  kick  the 
habit.  Dr.  Fosburg  is  chairman  of  the  Department  of 


Cardiothoracic  Surgery,  Naval  Regional  Center,  San 
Diego,  California  and  a captain,  U.S.  Navy. 

Face-to-face  with  the  patient,  the  doctor  stressed  that 
quitting  can  result  in  repair  of  some  damage  by  the 
body’s  own  recuperative  powers. 

He  recommends  the  “Smoker’s  Self-Testing  Kit,”  to 
help  assess  individual  reasons  for  smoking,  what  kind  of 
smoker  the  patient  is,  and  whether  or  not  he  or  she  real- 
ly wants  to  quit.  The  kit  is  a government  publication 
available  through  the  lung  association. 

Dr.  Fosburg’s  article,  “Help  Your  Patients  Become 
Non-Smokers,”  and  information  about  the  “Smoker’s 
Self-Testing  Kit”  is  available  from  the  American  Lung 
Association,  1740  Broadway,  New  York,  N.Y.  10019,  or 
by  asking  local  lung  associations  for  the  fall,  1975  issue 
of  “Clinical  Notes  on  Respiratory  Diseases.” 

Milton  Helpern  International  Center 
of  Forensic  Sciences 

The  Milton  Helpern  International  Center  for  the  Fo- 
rensic Sciences  was  dedicated  on  the  campus  of  Wichita 
State  University  in  Wichita,  Kansas,  on  Friday,  October 
24,  1975,  and  was  named  after  America’s  foremost  foren- 
sic scientist,  Dr.  Milton  Helpern,  retired  chief  medical 
examiner  of  the  City  of  New  York.  It  will  provide  a def- 
inite reference  source  for  students  of  administration  of 
justice.  This  is  a unique  organization  which  serves  as 
the  international  collecting  point  for  information  and 
communication  between  the  world’s  forensic  scientists. 
It  has  been  established  through  the  cooperation  and 
support  of  the  authorities  of  the  Wichita  State  Universi- 
ty and  with  the  permission  of  the  Board  of  Regents  of 
the  State  of  Kansas  at  Wichita. 

Wichita  State  University  Alumni  Association  gave 
honorary  membership  to  Dr.  Helpern  “in  grateful  recog- 
nition of  his  outstanding  services  to  the  forensic  sciences 
and  his  personal  contributions  leading  to  the  establish- 
ment of  the  Center  which  bears  his  name  at  Wichita 
State  University. 

The  Milton  Helpern  Lectureship  on  International  Fo- 
rensic Sciences  was  also  established  and  Dr.  Helpern 
gave  the  first  lecture. 

International  rehabilitation 
associates  inc. 

International  Rehabilitation  Associates  is  a company 
that  plans  and  coordinates  comprehensive  rehabilitation 
services  and  medical  management  programs.  Its’  ser- 
vices are  utilized  by  insurance  companies,  self-insureds, 
private  companies,  physicians  and  attorneys.  These 
services  are  available  throughout  the  United  States  and 
Canada  with  the  home  office  located  in  Philadelphia, 
Pennsylvania. 

IRA  was  founded  in  1970  by  George  T.  Welch,  Presi- 
dent, who  saw  the  need  for  improvement  in  insurance 
rehabilitation.  The  services  are  coordinated  by  a staff 
of  registered  nurses  called  Rehabilitation  Specialists. 

The  contact  for  this  agency  in  New  York  would  be 
their  District  Office-International  Rehabilitation  Asso- 
ciates, 3700  James  Street,  Syracuse,  New  York,  315- 
437-9959. 

Personalities 

Appointed:  Arthur  L.  Rose,  M.D.,  director,  pediatric 
neurology,  Downstate  Medical  Center,  and  the  faculty 
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of  the  Brooklyn  institution  as  associate  professor  of  neu- 
rology and  he  will  also  direct  the  postgraduate  training 
program  in  pediatric  neurology  . . . David  Sabatini, 
M.D.,  chairman,  Department  of  Cell  Biology,  New  York 
University  School  of  Medicine,  as  the  first  Frederick  L. 
Ehrman  Professor  in  cell  biology  . . . Alan  R.  Shalita, 
M.D.,  as  associate  professor  and  head,  Division  of  Der- 
matology, Department  of  Medicine,  Downstate  Medical 
Center. 

Elected:  Richard  Ament,  M.D.,  of  Buffalo,  as  presi- 

dent-elect, the  American  Society  of  Anesthesiologists, 
on  October  15,  1975. 

Promoted:  Matthew  N.  Harris,  M.D.,  chief,  Tumor 

Service,  Bellevue  Hospital  Center,  to  professor  of  clini- 
cal surgery  at  New  York  University  School  of  Medicine. 
Elected:  S.  Mouchly  Small,  M.D.,  chairman  and  pro- 
fessor, Department  of  Psychiatry,  State  University  of 
New  York  at  Buffalo,  a director  of  the  American  Board 
of  Psychiatry  and  Neurology. 


Books  Reviewed 


Atlas  of  Surgical  Operations.  Fourth  edition.  By 
Robert  M.  Zollinger,  M.D.,  and  Robert  M.  Zollinger,  Jr., 
M.D.  New  York,  Macmillan  Publishing  Co.  Inc.,  1975. 
Illustrated,  392  pages.  Fabrikoid,  $45. 

The  second  edition  of  this  Atlas  contains  description 
and  drawings  of  many  common  surgical  procedures. 
The  emphasis  is  on  abdominal  surgery,  but  there  are 
also  sections  on  vascular,  gynecological,  and  other  mis- 
cellaneous procedures.  As  in  the  first  edition  the  draw- 
ings are  excellent  and  the  description  of  the  operative 
steps  very  complete  and  easy  to  follow.  The  important 
aspects  of  pre-  and  postoperative  care  are  also  covered. 
This  will  be  a welcome  addition  to  any  surgeon’s  library 
but  especially  valuable  as  a gift  to  a surgical  resident. 
G.  L. 

Clinical  Haematology.  By  R.  D.  Eastham.  Balti- 
more, The  Williams  & Wilkins  Company,  1974.  Fourth 
edition.  Paperback,  275  pages.  Price,  $7.25. 

This  handbook  of  clinical  hematology  is  4 by  7 inches, 
and  almost  three  quarters  of  an  inch  thick.  It  is 
crammed  full  of  facts,  tables,  and  flow  charts  that  are 
well-arranged,  well-indexed,  and  clearly  printed.  In- 
tended for  junior  hospital  staff,  it  will  also  find  welcome 
in  the  jacket  pocket  of  the  clinical  hematologist.  This 
book  is  not  a reference  text,  but  a surprisingly  complete, 
up-to-date,  and  handy  bedside  guide.  A.  Sawitsky, 
M.D. 

Learning  Electrocardiography:  A Complete 

Course.  By  J.  Constant,  M.D.  Boston,  Little,  Brown 
and  Company,  1975.  Illustrated,  585  pag&s.  Cloth, 
$25. 

This  new  and  practical  book,  by  the  author  of  “Bed- 
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side  Cardiology,”  continues  the  Socratic  method  and  ex- 
cellent indexing  which  characterized  the  earlier  work. 
As  a first  edition  should  be,  it  is  refreshingly  free  from 
traces  of  older  “pattern”  electrocardiography  that  bur- 
dened middle-aged  physicians  in  their  formative  years. 
The  book  skillfully  uses  modest  amounts  of  theory  to 
build  a logical  memorable  framework  into  which  the  in- 
numerable facts  of  electrocardiography  can  be  fitted, 
and  teaches  the  hexaxial  system  approach  in  a way  une- 
qualed by  any  other  book  in  the  field.  The  attempt  to 
display  12  leads  in  a logical  way  is  partially  successful; 
it  will  probably  be  welcomed  by  more  junior  EKG  read- 
ers, but  may  produce  negative  feelings  in  older  experi- 
enced readers,  so  the  book  may  perhaps  be  character- 
ized as  a young  man’s  approach  to  the  electrocardio- 
gram. Viewed  in  this  light  it  is  remarkably  comprehen- 
sive, with  sections  on  how  to  take  a good  EKG,  system- 
atic approaches  to  arrhythmic  and  nonarrhythmic 
EKG’s,  exercise  testing,  Bundle  of  His  electrocardiogra- 
phy, vectorcardiography,  and  a tabulation  of  when  the 
vectorcardiogram  is  particularly  likely  to  be  useful. 
Both  as  a reference  work  and  as  a study  manual  it  can 
be  recommended  to  serious  students  of  clinical  electro- 
cardiography from  the  early  clinical  years  to  the  fully- 
trained  “refresher-time”  years.  Colin  Grant,  M.D. 

Joint  Disease:  All  the  Arthropathies.  By  E.  C. 

Huskisson  and  F.  Dudley  Hart.  Second  edition.  Bris- 
tol, England,  John  Wright  and  Sons;  Ltd.,  and  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company  (ex- 
clusive U.S.  agents),  1975.  Paperback,  152  pages. 
Price,  $10.75. 

This  book  is  a unique,  authoritative,  informative, 
comprehensive,  and  an  accurate  compilation  of  one-page 
or  occasionally  two-page  reviews  of  173  diseases  that 
have  rheumatic  manifestations.  The  information  on 
each  disease  is  subdivided  in  outline  form  into  a defini- 
tion of  the  disease,  its  incidence,  joints  affected,  symp- 
toms, signs,  course  of  the  underlying  disease,  associa- 
tions with  nonrheumatic  manifestations,  variants  of  the 
condition,  radiological  findings,  useful  laboratory  tests 
and  their  expected  values,  treatment  (dosages,  indica- 
tions, and  precautions),  and  a few  references.  As  the 
authors  state,  the  book  “is  not  intended  for  reading,  but 
for  consultation  when  information  is  required.”  There 
are  no  pictures.  Every  reader  will  find  diseases  that 
were  unknown  to  him  and  diseases  whose  rheumatic 
manifestations  were  unknown  to  him.  Every  rheuma- 
tologist should  have  this  book,  and  most  physicians  will 
find  it  interesting  and  useful.  Donald  A.  Gerber,  M.D. 


For  further  information  and  program,  write: 

Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  New  York  1 1040 
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Oral  contraceptives 

Ovral  (Wyeth  Laboratories) 2487 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories)  2504 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals)  4th  cover 

Vasodilators 

Iso-Bid  (Geriatric  Pharmaceutical  Corp.)  2589 


i'  £ 
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GIVE, 

TO  HELP  OTHERS. 


CARE-  New  York,  N.Y.  10016  or  regional  offices 


Give  to 

Conquer  Cancer 


Rx  for  Physicians  Only 


1976  Cadillac  Coupe  deVille 
1976  Cadillac  Seville 


S197.00  per  month 
$287.00  per  month 

The  36  month  lease  that  permits  you  any  time  after 
the  first  twelve  months  to: 

1.  Repurchase  your  car 

2.  Terminate  your  lease  in  favor  of  a new  car 

3.  Or,  just  keep  your  car  three  years  and  own  it 

at  the  end 

All  cars  fully  equipped.  Insurance  & maintenance 
available.  45,000  miles  included.  ALL  CHARGES  ARE 
DETERMINED  IN  ADVANCE.  Ask  for  our  Medical  De- 
partment. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)248-9041 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals— Mml  billhead  for 
details  Crane  Discount  Corp.,  251  W 42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943 


IF  YEARLY  GAINS  OF  17  TO  30%  APPEAL  TO  YOU,  LET  ME  HELP  YOU 
invest  in  rare  coins.  Coins  selected  for  growth  potential  and  placed  in  your 
hands  for  appreciation  Will  advise  you  all  the  way.  Vincent  Iacobelli,  M.D., 
5 David  Court,  Port  Jefferson,  N.Y.  11777. 


The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics,  announces  a 
POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 

With  James  H.  Cyriax,  M.D.,  Visiting  Professor  of  Orthopaedic  Medicine 

March  8th  through  1 1th,  1976 

For  further  information  please  contact: 

Department  of  Orthopaedics.  University  of  Rochester  Medical  Center,  601 
Elmwood  Ave.,  Rochester,  N.Y.  14642.  (716)  275-5168 


PRACTICES  WANTED 


INTERNIST  (D.I.M.)  WITH  FOLLOWING,  INTERESTED  IN  PURCHASING 
practice  in  mid-town  Manhattan.  Association  with  other  physician  consid- 
ered. Dept.  505,  c/o  NYS-JM. 


Brooklyn  Ophthalmological  Society 

presents 

Symposium  On  Intraocular  Tumors 

Monday,  January  26,  1976  ...  6 p.m. 
at  the 

State  University  of  New  York,  College 
of  Medicine,  Basic  Science  Building, 

450  Clarkson  Ave.,  Brooklyn,  N.Y. 
Moderator:  Fred  Gottlieb,  M.D. 

• Recent  Advances  in  the  Treatment  of  Retinoblastoma, 
David  Abramson,  M.D. 

• Conditions  Mistaken  for  Malignant  Melanoma  of  the 
Choroid,  Fred  Got'lieb,  M.D. 

• The  Use  of  Ultrasound  in  the  Differential  Diagnosis  of 
Intraocular  Tumors,  Yale  Fisher,  M.D. 

• Recent  Refinements  in  the  Differential  Diagnosis  of 
Malignant  Melanoma,  Jerry  Shields,  M.D. 
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LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 


POSITIONS  WANTED 


GP  FP,  WIDELY  EXPERIENCED,  N.Y.  LICENSE.  SEEKING  PARTNER- 
ship  or  association  leading  to  early  partnership  with  another  G.P.  or  medical 
group.  -Prefer  Brooklyn.  Queens,  Nassau,  Suffolk,  but  will  consider  other 
locations.  Dept.  508,  c/o  NYSJM. 


THERAPEUTIC  RADIOLOGIST,  CERTIFIED,  N.Y.  LICENSE,  SEEKING 
one  or  more  positions,  fee  for  service  or  partnership  in  radiological  group  or 
groups  to  do  your  radiotherapy.  Dept.  509,  c/o  NYSJM. 


CONSERVE  TIME  AND  ENERGY.  UTILIZE  MEDICAL  BIBLIOGRAPHIC 
Service.  Bibliographies,  literature  searches.  Work  performed  by  experienced 
medical  librarian.  Fast,  accurate  professional  service.  Reasonable  rates. 
Write  Dept.  511,  c/o  NYSJM. 


RADIOLOGIST.  EXCELLENT  ACADEMIC  BACKGROUND,  CLINICAL 
radiology,  teaching,  administration,  research,  publications,  desires  position  as 
director  of  radiology  in  hospital  interested  in  good  quality  service.  Dept.  513, 
c/o  NYSJM. 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT  D 


PHYSICIAN  WANTED:  EMERGENCY  ROOM  POSITION  AVAILABLE 
of  November  3,  1975.  Full  time,  7 a.m.  to  3 p.m,  position  to  cover 
emergency  room  and  patient  floors.  Annual  salary  $30,000.  Write  or  call  ( 
lect,  Robert  Reisch,  DeGraff  Memorial  Hospital,  North  Tonawanda,  N 
14120.  (716)694-4500. 


EMERGENCY  ROOM  PHYSICIANS;  FULLTIME  POSITIONS  AVAILAB 
in  a 300+  bed  hospital.  You  will  be  a part  of  an  8 man  rotating  team,  w 
full  back-up  coverage  in  all  specialties;  40  hour  work  week;  salary  $40,000  | 
year;  plus  many  fringe  benefits  including  4 weeks  vacation,  one  week  stu 
leave;  New  York  State  license  required;  send  curriculum  vitae  to  Sister  Ri 
Vincent,  Executive  Administrator,  St.  Elizabeth  Hospital,  2209  Genesee  8 
Utica,  N.Y.  13501,  or  phone  (315)  798-5123. 


PHYSICIANS — WELL  STAFFED  (70%  BOARD  CERTIFIED)  695-BED  GE 
eral  hospital  with  active  inpatient  and  outpatient  services  is  in  need  of  an 
ternist,  general  surgeon,  psychiatrist,  and  family  practioner,  all  with  Bo:, 
certification.  Full  malpractice  coverage  provided.  Excellent  library  a' 
educational  programs.  Joint  house  staff  and  CME  programs  with  Scott  a. 
White  Clinic.  Recent  affiliation  with  new  medical  school.  Progressive  city 
35,000  with  excellent  schools,  recreation,  and  cultural  activities  with  rea 
access  by  rail,  air,  or  interstate  highway  to  Dallas,  Houston,  San  Anton 
Austin,  etc.  Moderate  climate  with  smog  free  environment.  Salary  compe 
tive  with  liberal  vacation,  sick  leave,  and  fringe  benefits.  Equal  employmi 
opportunity  agency.  Apply  Chief  of  Staff,  V.A.  Center,  Temple,  Texas  7650 


FAMILY  MEDICINE  IS  ALIVE,  WELL,  AND  THRIVING  IN  KAUKAUf 
Wisconsin.  Additional  family  physicians  are  being  sought.  Good  opport 
ity  for  partnership  with  modern  clinic  building  or  other  arrangements  can 
made.  Ideal  Northeastern  Wisconsin  location  with  excellent  cultural  ; 
recreation  facilities.  Offers  good  opportunity  for  unlimited  general  pract  i| 
with  back-up  of  specialties  if  necessary.  Inquiries  and  visits  welcomed.  C 
tact  Administrator,  Kaukauna  Community  Hospital,  Kaukauna,  Wiscon 
54130  or  call  collect  (414)  766-4211. 


WANTED:  GENERAL  SURGEON,  BOARD  CERTIFIED,  PREFERABLY 

with  Gyn  training  and/or  experience,  under  age  50.  Present  surgeon  disabled. 
Opportunity  to  take  over  25  year  old  surgical  practice;  immediate  occupancy  if 
desired.  Call  (305)  293-9150,  or  write  A.  P.  Maybarduk,  M.D.,  710  East 
Colonial  Dr.,  Orlando,  Florida  32803. 


INTERNIST/GP  SALARY  $30,000  RANGE  PLUS  BENEFITS.  LOCATED  IN 
Finger  Lakes  Region,  gracious  country  living.  Non-discrimination  in  employ- 
ment. Malpractice  insurance  not  necessary.  Contact  Chief  of  Staff,  VA  Cen- 
ter, Bath,  New  York  14810. 


INTERNIST  WITH  SUBSPECIALTY,  PREFERABLY  GASTROENTEROL- 
ogy,  to  work  with  a group  in  New  York  State.  Dept.  501,  c/o  NYSJM. 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr  J.  A. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)  458-7132. 


CHALLENGING  OPPORTUNITY  FOR  GENERAL  PRACTITIONER/IN- 
ternist  part-time  in  outpatient  clinic  and  part-time  in  exciting,  new  out-reach 
program.  Veterans  Administration  Hospital,  Canandaigua,  N.Y.  Contact 
James  Gilbert,  M.D.  (315)  394-2000. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y 11552 

516-483-0577 


IMMEDIATE  OPENING  FOR  A FULLY  TRAINED  ANESTHESIOLOGI 
Board  certified  or  eligible  and  licensed  in  New  York  State,  to  join  a grou 
six  anesthesiologists.  300  bed  hospital.  General  surgery  and  OB.  Metrof 
tan  area.  Call  Dr.  Porter  at  (914)  357-5772,  or  write  to  M.  Porter,  M 
Anesthesia  Department,  Good  Samaritan  Hospital,  Suffern,  N.Y.  10901. 


UPSTATE  N.Y.:  F.T.  COVERAGE.  4 M.D.  S FEE  FOR  SERVICE  GRO 
practice,  20,000+  visits;  modernization  and  larger  faciity  to  open  3/ 
Northwestern  Catskills,  university  town,  excellent  schools  and  recreati 
Frank  M.  Isbell,  Administrator,  A.O.  Fox  Memorial  Hospital,  1 Norton  A- 
Oneonta.  N.Y.  13820.  Call  collect  (607)  432-2000. 


PSYCHIATRIST:  NEW  YORK  STATE  CERTIFIED  PSYCHIATRI 

needed  to  practice  in  beautiful  recreational  area  of  southwestern  New  Yi 
State.  Excellent  opportunity  for  private  practice.  New  short-term  inpatii 
psychiatric  unit  in  an  innovative,  growing  hospital.  Reply  to  Robert  M_H 
mann.  Administrator,  Jamestown  General  Hospital,  Jamestown,  N.Y.  14701 


PHYSICIAN  DURING  JULY  AND  AUGUST,  1976  FOR  CHILDREN'S  CAI 
located  at  Beach  Lake,  Pa.;  accommodates  350  campers,  ages  6-16;  compl 
modern  health  center;  2 R.N.’s  in  attendance;  will  accept  one  M.D.  for  ei 
month;  no  children  accepted;  that  is,  of  camp  age.  Camp  opens  June  30  t 
closes  August  25.  Private  room  and  facilities.  Write,  and  include  your  phi 
number,  to  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brook! 
N.Y.  11201. 


CORTLAND:  STAFF  PSYCHIATRIST,  BOARD  CERTIFIED  OR  ELI 

ble,  for  Community  Mental  Health  Center  in  Finger  Lakes  Region  ot  N 
York  State.  Salary  open.  Excellent  fringe  benefits.  Contact:  Barti  lc 

Spano,  Ph.D.,  Director.  Mental  Health  Services,  15  Court  St.,  Cortla 
N.Y.  13045.  Phone  (607)  756-7523. 


WANTED:  OBSTETRICIAN /GYNECOLOGIST.  BOARD  ELIGIBLE/CE 
tified  Ob/Gyn,  interested  in  sharing  well  established  obstetrical  practice  a 
developing  own  Gyn  following.  Guaranteed  income  with  no  overhead.  I 
mutual  coverage  and  surgical  assistance.  North  Shore,  Long  Island,  N 
York.  Personal  and  professional  resume  first  letter.  Dept.  510,  c/o  NYSJM 
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’HYSICIANS  WANTED  — CONT  D 


IYPERTENSION  CONTROL  PROGRAM:  INTERNIST.  BOARD  ELIGI 
ble  or  certified  for  clinical  direction  of  community-based  university  program. 
NYC  Half  or  full  time  Send  curriculum  vitae  to:  M.  H.  Alderman.  M.D., 
Cornell  Univ.  Med.  College.  411  East  69th  St.,  N.Y..  N.Y.  10021.  Tel:  (212) 
472-5240. 


iOWANDA.  OPPORTUNITIES  FOR  PSYCHIATRISTS  WITH  SALARY  TO 
$41,450,  medical  specialists  with  salary  to  $38,375,  & clinical  physicians  with 
salary  to  $32,406.  Must  be  licensed  or  hold  ECFMG  & LMCC  Gowanda  is 
an  accredited  psychiatric  hospital  run  by  the  NYS  Dept,  of  Mental  Hygiene. 
I south  of  Buffalo,  N.Y.  It  carries  on  an  active  community  treatment  program 
I & provides  outpatient  services  for  a 3-county  area.  Benefits  include  3**>  weeks 
I paid  leave  & 11  paid  holidays  during  1st  year  of  employment;  liberal  non- 
| contributory  retirement  plan.  Contact  Director,  Gowanda  Psychiatric  Center, 
Helmuth.  N.Y.  14079. 


3EAL  ESTATE  FOR  SALE  OR  RENT 


NEW  JERSEY-BASKING  RIDGE,  SOMERSET  COUNTY.  OFFICE  SPACE 
available  in  new,  modern  professional  building  Home  of  AT&T  Corporate 
headquarters.  Growing  area,  good  location.  Ideal  for  specialist.  Available 
immediately.  Phone  (201)  766-011 1,  or  (201)  273-2372. 


i TILLY  EQUIPPED  MEDICAL  OFFICE  FOR  RENT:  (1.000  SQ.  FT  ),  WAIT- 
ing.  consultation  and  three  examining  rooms,  small  lab.  Hospitals  in  prox- 
imity. Growing  family  practice  can  be  assumed.  Leaving  for  residency. 
Reasonable  rent.  Miller  Place.  L.I.  (516)928-5252. 


>AN  JUAN,  PUERTO  RICO  CONDOMINIUM— FOR  INVESTMENT  AND/ 
or  personal  use.  Luxurious  ocean  front  apartment  at  famous  Condado  Del 
Mar.  Completely  furnished.  Sleeps  four;  two  terraces;  Olympic  pool;  kiddie 
pool;  tennis  court;  private  parking.  Priced  for  quick  sale  $37,000.  (212)  746- 
8372. 


'JEW  MEDICAL  BLDG..  SOMERS.  N.Y.  (UPPER  WESTCHESTER 
County).  Fall  occupancy.  3,100  unit  condominium  under  construction  near- 
by. Exceptional  opportunity  for  G.P..  internist,  pediatrician,  etc.  (914)  277- 
3030. 


(00  SQ.  FT.  PROFESSIONAL  OFFICE  SPACE.  LUXURY.  AIR  CONDI- 
tioned  building.  Excellent  location.  Near  hospital  and  all  transportation. 
144-63  35th  Avenue,  comer  146th  St..  Flushing.  N.Y.  (212)  275-8550. 


DOCTOR'S  COMPLEX,  BLOCKFRONT  17  TO  18  STS-3RD  AVE.,  ONE 
block  from  5 hospitals.  Professional  offices  in  newly  erected  31-story  build- 
ing; 3500  sq.  ft.  Perfect  for  medical  group.  Will  build  to  suit.  Goodstein 
Management  Co.,  4 Park  Ave..  N.Y.C.  10016.  Martin  Goodstein  (212)  532- 
9550. 


’OR  RENT:  MT.  VERNON,  N.Y.  7 ROOM  SUITE.  865  SQ.  FT..  MODERN 
professional  building  immediately  adjacent  to  hospital.  Fine  layout,  panelled 
walls,  lavatory,  air  conditioned,  furniture  if  desired.  Supt.  on  premises,  105 
Stevens  Ave..  or  contact  John  Holzinger  ( 212) '575-1 180. 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped.  24  hour  answering  service:  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


OR  RENT:  NO  INVESTMENT  REQUIRED.  COMPLETELY  FUR- 

nished  and  equipped  new  medical  office  in  Highland  Falls,  Orange  County, 
New  York.  Town  of  10.000.  adjacent  to  West  Point,  urgently  needs  general 
practitioner.  Opportunity  for  lucrative  practice  in  cosmopolitan  college 
town,  one  hour  from  N.Y.C.  Box  178,  Highland  Falls,  N.Y.  10928,  or  call 
1-446-2067. 

1REAT  NECK  ESTATES  BUILDER  S OWN  DREAM  HOUSE  CANTI- 
levered  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
architectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
interiors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
entry,  .3  huge  bedrooms.  2 baths,  entertain-in  kitchen  with  fireplace.  All  over- 
sized rooms;  on  2 3 acre.  Pool,  tennis,  dock  privileges.  (516)482-3905. 


PROFESSIONAL  OFFICE  DESIGN  SERVICES 

Existing  and  new  professional  offices  innovatively  planned,  furnished 
and  rehabilitated  by  skilled  team  of  design  professionals. 

Space  utilization  studies— Feasibility  studies— Interior  furniture  & furnish- 
ings—Preparation  of  construction  drawings  & specifications— Design  of 
electro-mechanical  systems— Assistance  in  selection  of  contractors— 
Supervision  of  construction  & installation  of  furniture  & equipment. 

Gloria  Jaroff,  A.S.I.D.,  16  Upland  Lane,  Armonk,  N.Y.  914-273-9S7S 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


FORT  MYERS.  FLA.  DISTINCTIVE  AIRCOND.  SUITE  NEW  MEDICAL 
center,  including  X-ray  lab.  Ten  present  doctor  tenants.  Only  four  dollars 
per  square  foot  yearly.  Financial  assistance  available.  Write  POB  2242, 
Fort  Myers,  Fla.  33902. 


FOR  RENT  IN  SAYVILLE,  L.I  , N.Y  PROFESSIONAL  SUITE  SUITABLE 
1 or  2,  %'s  equipped  Excellent  and  busy  area.  Recently  vacated  and 
decorated  Has  own  dark  room.  Minimum  expenses  guaranteed.  Physician 
urgently  needed  in  area.  Dept.  512,  c/o  NYSJM. 


HARTSDALE.  N.Y.  PROFESSIONAL  OFFICE,  EXCELLENT  LOCATION, 
heavily  populated  area;  5 minute  walk  to  Hartsdale  train  station.  (914)  948- 
5800. 


NORTH  WOODMERE:  PHYSICIAN'S  HOME  AND  OFFICE,  NO  EQUIP  - 
ment;  sacrifice  sale  due  to  economic  reasons.  14  room  house,  street  to  street, 
heated  swimming  pool,  5 room  office,  95  x 105,  air  cond.,  sprinkler,  3 full  baths, 
2 powder  rooms,  5 bedrooms,  woodburning  fireplace.  Tremendous  opportun- 
ity; principals  only.  (516)  791-6257. 


LUXURY  VACATION  HOME,  2 YRS.  OLD,  IN  POCONO  MOUNTAINS, 
one  acre,  fireplace,  all  appliances,  fully  winterized  and  furnished.  Close  to 
skiing,  own  well  & septic.  Walk  to  outdoor  pool,  trout  stream,  2 lakes  w/boat- 
ing.  L’nder  construction  indoor  pool,  sauna,  gym.  tennis  courts.  Two  hours 
from  NYC;  moving.  $52,500.  Call  after  6 p.m.  (212)941-5318. 


OFFICE  SPACE.  1200  SQUARE  FEET.  IN  NEW  MEDICAL  OFFICE  BUILD - 
ing  adjacent  to  Albert  Einstein  Hospital.  Will  build  to  suit.  (212)  863-4254. 


EQUIPMENT 


OFFICE  EQUIPMENT  AVAILABLE:  3M  STATEMENT  MACHINE  MOD- 
el  r47,  mint  condition,  (cost  $520  new).  Service  paid  through  7/76 — $300  firm. 
(212)  249-0622. 


INTERNIST  RETIRING.  BECAUSE  OF  HEALTH.  ALL  OFFICE  FURNISH - 
ings  & equipment  for  sale:  300  M.A.  2-tube  X-rav  Schultze  spot  device;  office 
lease  available.  Excellent  opportunity  for  internist,  gastroenterologist  or 
generalist.  Jamaica  near  Mary  Immaculate  Hospital  (212)  JA6-3488. 


FOR  SALE:  EXAMINING  COUCH,  PERFECT  SHAPE,  BEIGE  NAUGA- 
hide,  new  in-look,  good  condition.  $100.  Write  Dr.  Goldschmidt.  11  Sunrise 
Plaza,  Valley  Stream,  N.Y.  11581  or  call  (516)  LO  1-6766. 


INTERNATIONAL  COVERAGE 

• Cassette  Recording  & Duplication 

• Simultaneous  Wireless  Interpretations 

• Verbatim  Stenotype  Reporting  including  Typed 

Transcriptions 

Nation-Wide  Reporting  Coverage 
5 Beekman  Street,  N.Y.  10038 
Phone  212-964-7590 
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New  Y>rk  Doctors 
banks  with  Chemical. 

Maybe  it’s  our  Professional  Services  Program. 


Chemical  has  a group  of  financial 
specialists  who  spend  all  their  time  helping 
doctors  like  you  with  your  varied 
banking  and  financial  needs  from  the 
moment  you  start  your  professional 
education  right  through  your 
retirement. 

Chemical  says  “Yes  ” — to  as  much  as 
$15,000,  $20,000,  $30,000  or  more  — 
to  a lot  of  things  doctors  need. 

Like  an  Office  Set-up  Loan;  a specially- 
tai  )red  loan  package  to  help  you 
exp  ind  your  practice;  a plan  to  help  you 
lease  the  most  innovative  equipment. 

And  we  don't  stop  there.  Chemical 
can  assist  your  patients’  financing  with 
a Chemical  Master  Charge  system.  For 
your  personal  financial  counseling  needs 
there’s  the  objective  investment  advice 
of  ChemBank  Chemvest  Service. 


Want  to  find  out  for  yourself  why 

1 out  of  4 New  York  Doctors  prefer  to 
use  Chemical’s  Professional  Services 
Program7  Phone  George  Wenskus, 
Program  Director,  Professional  Services, 
at  212/922-3510  or  write  to: 
Professional  Services 

Chemical  Bank 

2 Penn  Plaza 

New  York,  N.Y  10001 
Attn:  Mr.  George  Wenskus 
Program  Director 

CkmicalBaink 

“Yes”  is  a Chemical  reaction. 


Member  FDIC 


The  changing  philosophy 
of  medical  care 


The  changing  philosophy  of  medical  care,  with  its 
impact  on  obstetrics,  is  discussed  in  many  professional 
journals  today.  One  of  the  most  cognitive  articles  on 
this  subject  was  “ The  Challenge  to  the  Medical  Gradu- 
ate in  the  Modern  Era,”  by  Dr.  Alfred  A.  Angrist  of  the 
Albert  Einstein  College  of  Medicine  in  New  York,  pub- 
lished in  the  Bulletin  of  the  New  York  Academy  of 
Medicine,  February,  1963.  Briefs  (the  official  publica- 
tion of  the  Maternity  Center  Association)  27:  74  (1963) 
digested  Dr.  Angrist’s  point  of  view  and  also  commented 
that  the  complete  article  was  worth  the  reading. 

The  task  of  the  physician  today  is  much  more  difficult 
than  in  the  past,  according  to  Dr.  Angrist.  This  is  so 
because  in  the  modern  era,  the  material  has  taken  prior- 
ity over  the  spiritual,  things  over  people,  volume  of  pro- 
duction and  publication  over  scholarship.  Also,  knowl- 
edge involving  human  relations  has  not  kept  pace  with 
the  great  technical  advances.  Social  progress  has  lagged 
far  behind  achievements  in  chemistry,  electronics, 
atomic  energy,  and  plumbing.  This  is  as  true  of  medi- 
cine as  of  all  other  fields. 

The  medical  scene  has  changed  more  in  the  last  few 


Human  Research  Regulations 

To  protect  the  people  of  the  State  of  New  York 
against  the  unnecessary  and  improper  risk  of  pain,  suf- 
fering, or  injury  resulting  from  human  research  con- 
ducted without  the  full  knowledge  and  consent  of  the 
subject,  the  Legislature  has  passed  and  Governor  Carey 
has  signed  into  law,  Chapter  450  of  the  Laws  of  1975. 
This  law  adds  a new  Article  24-A  to  the  Public  Health 
Law  entitled,  “ Protection  of  Human  Subjects.”  The 
law  was  effective  September  1,  1975. 

Article  24-A  of  the  Public  Health  Law,  as  added, 
broadly  defines  “ human  research”  and  requires  that 
persons  conducting  human  research  be  affiliated  with 
an  institution  or  agency  having  a human  research  re- 
view committee.  Each  institution  or  agency  proposing 
to  conduct  human  research  must  establish  a human  re- 
search review  committee  of  at  least  five  persons  ap- 
proved by  the  State  Commissioner  of  Health.  The  in- 
stitution or  agency  must  promulgate  a statement  of 
principle  and  policy  which  also  must  be  approved  by 
the  research  review  committee  and  the  Commissioner 
of  Health  before  it  may  take  effect. 

In  addition  to  the  voluntary  informed  consent  re- 
quired of  a human  subject,  specific  consent  of  the  com- 
mittee and  of  the  Commissioner  is  required  for  human 
research  involving  minors,  incompetent  persons,  men- 
tally disabled  persons,  and  prisoners.  Approval  is  not 
required  of  those  projects  which  are  in  compliance  with 
regulations  of  an  agency  of  the  Federal  government. 

It  is  not  the  intent  of  the  Department  of  Health  to  du- 
plicate the  work  of  the  Federal  government  or  establish 
redundant  guidelines  or  regulations.  However,  our  in- 
terpretation of  the  statute  and  our  understanding  of  the 
intent  of  the  Legislature  dictate  the  followi'ng  minimum 
requirements: 

1)  All  research  which  falls  within  the  definition  of 

Article  24-A  must  comply  with  the  terms  of  the  Pub- 


decades  than  in  all  previous  time.  The  day  when  the 
physician  alone  in  his  home  or  office  could  care  for  all 
the  needs  of  his  patients  is  gone  forever.  Medicine  has 
become  too  complex  for  any  one  person  to  encompass  it 
all.  Also,  medical  care  now  requires  many  professional 
and  nonprofessional  skills,  and  expensive  instrumenta- 
tion, available  only  in  group  centers  or  hospitals.  Every 
physician  is  now  dependent  on  his  colleagues  and  hospi- 
tals in  his  practice  of  medicine. 

The  specialized  industrial  worker  formed  a union  to 
regain  some  of  the  independence  and  security  he  lost 
when  he  surrendered  his  former  individual  total  self- 
sufficiency.  The  safeguarding  of  medicine’s  profession- 
al status  lies  not  in  united  action  for  shorter  hours  and 
better  wages,  he  believes,  but  rather  in  uniting  and  inte- 
grating all  of  the  necessary  skills,  which  can  be  obtained 
only  by  specialization,  to  achieve  superior  scientific  and 
devoted  service  for  the  patient.  The  discharge  of  this 
duty  will  determine  the  ultimate  preservation  of  the 
intimate  and  fundamental  relationship  of  physician  to 
patient,  and  of  idealistic  medicine  in  an  aggressive  ma- 
terialistic society. 


lie  Health  Law  effective  immediately. 

2)  Membership  of  all  human  research  review  com- 
mittees and  principle  and  policy  statements  must  be 
submitted  now  for  approval  by  the  Commissioner  of 
Health  and  updated  when  changed. 

3)  Human  research  review  committee  memberships 
and  statements  of  principle  and  policy  which  meet  the 
requirements  of,  or  are  actually  in  DHEW  approved 
compliance  with,  “Protection  of  Human  Subjects,” 
Part  46  of  Title  45  of  the  Code  of  Federal  Regulations 
as  amended  March  13,  1975  ( DHEW  Assurance ),  will 
be  acceptable  to  and  approved  by  the  Department  of 
Health. 

4)  Institutions  and  agencies  where  any  human  re- 
search is  subject  to,  and  in  compliance  with,  policies 
and  regulations  of  an  agency  of  the  Federal  govern- 
ment should  insure  that  all  human  research  for  which 
the  institution  or  agency  is  responsible  is  so  regulated 
and  should  so  certify  to  the  Department  of  Health  at 
the  time  of  submission  of  the  federally  approved 
membership  and  policy  statements.  Such  a submis- 
sion will,  according  to  § 2445  of  Article  24-A,  exempt 
human  research  at  such  an  institution  or  agency  from 
the  provisions  of  Article  24-A,  e.g.  the  need  for  Com- 
missioner’s approval  of  research  involving  minors,  etc. 
Exemption  under  § 2445  must  be  documented  as  indi- 
cated above. 

5)  For  institutions  and  agencies  without  Federal 
funding  and  with  need  for  advice,  the  Department 
will  provide  copies  of  Part  46  of  Title  45,  Code  of  Fed- 
eral Regulations,  and  other  advice  as  requested. 
Such  institutions  and  agencies  not  covered  by  Federal 
approvals  should  read  Article  24-A  of  the  Public 
Health  Law  with  care  as  they  cannot  qualify  for  the 
exemption  of  § 2445  and  all  sections  of  the  law  will 
apply.  In  preparing  submissions  to  the  Department 
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of  Health,  adherence  to  Federal  regulations  is  not  re- 
quired by  the  Department  of  Health;  however,  the 
Department  will  rely  on  the  above  referenced  regula- 
tions and  their  use  by  institutions  is  suggested  as  a 
convenience. 

Please  address  correspondence  to  Mrs.  Mary  Dugan, 


Council  seeks  increase 
in  primary  care  physicians 

The  overall  problem  of  enough  physicians  is  now 
being  met,  but  there  still  is  a shortage  of  family  physi- 
cians and  other  primary  care  physicians,  and  this  short- 
age will  get  worse  unless  something  is  done. 

These  are  the  conclusions  of  a new  report  from  the 
Coordinating  Council  on  Medical  Education  (CCME),  a 
new  parent  group  of  five  major  associations  concerned 
with  medical  education  in  the  U.S. 

The  CCME  offers  three  recommendations  to  develop 
more  primary  care  physicians — 

1.  U.S.  medical  schools  should  be  encouraged  to  ac- 
cept voluntarily  a responsibility  for  encouraging  stu- 
dents to  select  careers  in  primary  care.  The  initial  tar- 
get should  be  50  per  cent  of  graduates  selecting  these  ca- 
reers. 

2.  Hospitals  and  other  centers  of  graduate  medical 
education  should  be  encouraged  to  establish  residencies 
in  family  practice,  internal  medicine,  and  pediatrics, 
with  orientation  toward  primary  care. 

3.  Educational  institutions  should  be  encouraged  to 
develop  better  methods  for  delivery  of  primary  care. 

The  Coordinating  Council  on  Medical  Education  is 
composed  of  representatives  from  the  American  Board 
of  Medical  Specialties,  the  American  Hospital  Associa- 
tion, the  American  Medical  Association,  the  Association 
of  American  Medical  Colleges,  and  the  Council  of  Medi- 
cal Specialty  Societies. 

Medical  schools  may  take  one  or  both  of  two  possible 
routes  to  boost  their  teaching  of  primary  care,  says 
CCME.  They  could  either  create  new  departments  of 
family  medicine,  or  revamp  the  present  departments  of 
internal  medicine  and  pediatrics  toward  more  emphasis 
on  primary  care.  Or  they  could  do  both. 

Hospitals  should  give  special  emphasis  to  the  creation 
and  support  of  appropriate  physicians’  office  settings 
for  the  teaching  of  family  practice,  internal  medicine, 
and  pediatrics.  The  primary  care  physicians  should  be 
taught  how  to  function  with  other  health  professionals 
to  increase  the  effectiveness  and  qualtiy  of  care. 

However  the  patterns  of  care  develop  in  the  future,  it 
must  be  emphasized  that  there  is  currently  a serious 
need  for  more  primary  care  physicians  and  this  need  will 


Office  of  the  Deputy  Commissioner  for  Research  and 
Medical  Care,  New  York  State  Department  of  Health, 
Empire  State  Plaza  Tower,  Albany,  New  York  12237. 

(Signed)  Robert  P.  Whalen,  M.D.,  Commissioner  of 
Health 


increase  in  the  years  immediately  ahead. 

“Major  efforts  and  financial  support  should  therefore 
be  provided  for  increasing  the  number  of  family  physi- 
cians, internists,  and  pediatricians  committed  to  the  de- 
livery of  primary  care.  Support  for  this  development 
should  be  provided  in  addition  to,  and  not  at  the  ex- 
pense of,  the  support  for  existing  programs.” 

If  the  present  output  capacity  of  American  medical 
schools  is  maintained  and  if  the  influx  of  foreign  medi- 
cal graduates  continues  at  its  present  level,  the  total 
number  of  physicians  will  approach  500,000  by  1980, 
says  the  CCME  report. 

But,  “Of  considerable  importance  is  the  problem  of 
having  the  right  physician  in  the  right  place  at  the  right 
time.  A psychiatrist  is  of  limited  utility  when  obstetri- 
cal services  are  needed.  Excessive  numbers  of  special- 
ists will  not  meet  the  need  for  an  adequate  number  of 
primary  care  physicians.  The  distribution  of  physicians 
by  medical  specialty  is  comparable  in  importance  to  the 
total  number  and  their  geographical  distribution.” 

CCME  favors  a voluntary  approach  to  the  problem 
through  establishment  of  incentives,  rather  than  a gov- 
ernment effort  to  force  the  issue. 

A primary  care  physician  is  one  who  establishes  a re- 
lationship with  an  individual  or  a family  for  whom  he 
provides  continuing  surveillance  of  their  health  care 
needs,  comprehensive  care  for  the  acute  and  chronic  dis- 
orders which  he  is  qualified  to  care  for,  and  access  to  the 
health  care  delivery  system  for  those  disorders  requiring 
the  services  of  other  specialists. 

Those  meeting  this  definition  are  general  or  family 
physicians,  general  internists,  and  general  pediatricians. 
To  some  degree  other  specialists  also  provide  primary 
care. 

The  shortage  of  primary  care  physicians  may  get 
worse,  unless  the  recommendations  are  carried  out,  says 
CCME.  The  type  of  graduate  education  that  is  now  at- 
tracting most  graduates  will  lead  to  fewer  physicians  in 
primary  care  and  more  in  the  specialities.  There  has 
been  growth  in  training  programs  for  primary  care  doc- 
tors, but  not  nearly  enough,  says  CCME.  Meantime  the 
average  age  of  family  physicians  is  getting  steadily  high- 
er. 
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— GASTROINTESTINAL  SYMPOSIUM— 

New  York  City  GASTRITIS  AND  DUODENITIS 


January  6 / 29,  1975 

2:30  p.m. -6:30  p.m. 

Columbia  University 

College  of  P & S 
630  West  168th  Street 

UROLOGICAL  PATHOLOGY 

This  course  is  preparatory  for  Board  Examinations.  The 
pathology  of  the  genito-urinary  tract,  the  adrenal  glands,  and 
the  retroperitoneum  is  discussed  in  detail,  with  particular 
attention  given  to  the  study  of  gross  specimens  and 
microscopic  sections,  and  urine  sediments  and  cultures. 

FEE:  $250.  Students  must  make  $200.  deposit  in  addition 
to  fee  for  materials.  Deposit  is  refunded  when  materials 
returned  in  good  condition. 

For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  630  West  168th  Street,  10032.  Tel: 
212/579-3682. 


January  6 / 28,  1975 

Monthly  program  for  the  New  York  Academy  of 
Medicine 

2 East  103rd  Street 
January  6,  Tuesday,  8:00  p.m. 

Section  on  Dermatology  & Syphilology 

CUTANEOUS  CHANGES  INDICATIVE  OF 
GASTROINTESTINAL  DISEASE 

HAROLD  O.  PERRY,  M.D. 

Mayo  Clinic  (Rochester,  Minnesota) 

Reception  6:30  p.m. — Dinner  7:15  p.m. 

January  7,  Wednesday,  8:00  p.m. 

Section  on  Physical  Medicine  & Rehabilitation 
with  the  New  York  Society  of  Physical 
Medicine  & Rehabilitation 

THE  NEUROPATHIC  FOOT  IN  DIABETES 
MELLITUS 

HEINZ  I.  LIPPMANN,  M.D. 

Albert  Einstein  College  of  Medicine 

Reception  6:00  p.m. — Dinner  6:30  p.m. 

January  8,  Thursday,  8:00  p.m. 

The  Harvey  Society  with  the  N.Y.  Academy  of 
Medicine 

Rockefeller  University  (Caspary  Hall) 

York  Avenue  & 66th  Street 

THE  HYPOTHALAMIC  HORMONES 
(Their  Physiological  & Clinical  Significance) 

ROGER  GUILLEMIN,  M.D. 

The  Salk  Institute  (California) 

January  19,  Monday,  4:30  p.m. 

Section  on  Radiology  with  the  New  York 

Roentgen  Society 


Reception  & Dinner  6:00-7:00  p.m. 

8:00  p.m. 

RADIOLOGIC  DIAGNOSIS  OF  BREAST 

DISEASE 

GERALD  D.  DODD,  M.D.  (Texas  Medical  Center) 

January  19,  Monday,  8:00  p.m. 

Section  on  Ophthalmology  with  the  New  York 

Society  for  Clinical  Ophthalmology 

CATARACT  SURGERY 

1.  Intracapsular  Cataract  Surgery — When  & 
Why? 

2.  Extracapsular  Cataract  Surgery — When 
& Why? 

3.  The  Management  of  Optically  Obstructive 
Membranes  Opposed  to  Cataract 
Surgery. 

4.  The  Optical  Effects  of  Retained  Capsule 
Post-Cataract  Surgery. 

5.  Results  of  Objective  Measurement  of 
Aphakic  Eyes. 

6.  Early  Experiences  with  the  Intraocular 
Lens. 

Reception  6:00  p.m.  Subscription  Dinner  7:00  p.m. 

January  20,  Tuesday,  8:00  p.m. 

Section  on  Medicine 

SYMPOSIUM  ON  ACUTE 

POSTSTREPTOCOCCAL 

GLOMERULONEPHRITIS 

1.  Studies  on  the  Pathogenetic  Mechanism 
of  Acute  Post-Streptococcal 
Glomerulonephritis. 

2.  Studies  on  the  Involvement  of 
Streptococcal  Components  in  the 
Pathogenesis  of  Acute  Glomerulonephritis 
Implications  For  Future  Preventive 
Therapy. 

3.  Epidemiology  of  Acute  Poststreptococcal 
Glomerulonephritis. 

4.  The  Long-Term  Course  of  Acute 
Poststreptococcal  Glomerulonephritis 

5.  Subclinical  Glomerulonephritis  Following 
Streptococcal  Infections. 

January  21,  Wednesday,  8:00  p.m. 

Section  on  Urology 

RENAL  CARCINOMA:  MODERN 

APPROACHES  TO  DIAGNOSIS  & 

TREATMENT 

1.  Arterial  Embolization  and  Computerized 
Axial  Tomography 
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2.  Immunologic  and  Chemotherapeutic 
Implications 

3.  Treatment  of  Bony  Metastasis  Utilizing 
Cryosurgery  and  New  Internal  Fixation 

Reception  6:30  p.m. — Subscription  Dinner  7:00  p.m. 
January  22.  Thursday.  8:30  p.m. 

Section  on  Psychiatry  with  the  Council  of  Area 
II  District  Branches  American  Psychiatric 
Association  & the  New  York  County  District 
Branch  American  Psychiatric  Association 


January  14,  Tuesday,  10:00  a m. -1 1:00  a m. 

ANAEROBIC  INFECTIONS 

January  20,  Tuesday,  10:00  a m.  -1 1:00  a m. 

ANOREXIA 

January  21,  Wednesday,  10:00  a m.- 1 1:00  a m. 

MALABSORPTION  syndrome 

January  27,  Tuesday,  10:00  a m.  -1 1:00  a m. 

OBESITY 

January  28,  Wednesday,  10:00  a m. -1 1:00  a m. 

CLINICAL  PATHOLOGIC  CONFERENCE 


THE  FUTURE  SHAPE  OF  MENTAL  AND 
RETARDATION  SERVICES 

Reception  7:30  p.m 
January  28,  Wednesday,  8:15  p.m. 

Section  on  Historical  Medicine 

FRANZ  PETER  SCHUBERT:  MUSIC  OF 
YOUTH,  AND  EARLY  DEATH 

Reception  6:15  p.m.  Subscription  Dinner  7:15  p.m. 


January  6 / 27,  1976 

9:00  a m. -10:00  a m.  Tuesdays 

Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 
Little  Neck 


January  6 


luary  b 

DIFFERENTIAL  DIAGNOSIS  OF  ANEMIAS 


NO  FEE  tor  any  of  the  above  courses  For  further 
information  contact  Dr  V.  J Adams,  Director  of  Medicine, 
Wyckoff  Heights  Hospital,  374  Stockholm  Street,  Brooklyn, 
Tel:  212  963-7586 


January  7 / 28,  1976 

1 1:00  a m.  Wednesdays 

St.  John’s  Episcopal  Hospital 

480  Herkimer  Street 
Brooklyn 

January  7 

DWARFISM  AND  GIGANTISM 

January  14 

LETHAL  AND  NON-LETHAL  DWARFING 
IN  THE  NEWBORN 


January  2 1 


luary  4 1 

COLLAGEN  DISEASES 


January  13 

THE  BLEEDING  PATIENT 


January  28 

CLINICAL  IMMUNOLOGY 


January  20 

HODGKINS  DISEASE  AND  LYMPHOMAS 

January  27 

ANTI-COAGULANT  THERAPY 

CREDIT:  AMA  Cat.  1 & A AFP  applied  for. 

For  further  information  contact  Deepdale  General  Hospital, 
55-15  Little  Neck  Parkway,  Little  Neck,  1 1362.  Tel:  212/ 
428-3000. 


January  6 / 28,  1976 

Monthly  course  listing  for  Wyckoff  Heights 
Hospital 

374  Stockholm  Street 
Brooklyn 

January  6,  Tuesday,  10:00  a.m.-l  1:00 a. m. 

IMMUNOCHEMISTRY 

January  7,  Wednesday,  10:00  a.m.-l  1:00  am. 

VIRAL  NEOPLASIA  AND  IMMUNO 
THERAPY 

January  9,  Friday,  10:30  a.m.- 1 1:30  a.m. 

CHROMOSOMES  AND  GENETIC 
COUNSELING 


For  further  information  contact  Bernard  H.  Shulman,  M.D.,  St 
John's  Episcopal  Hospital,  480  Herkimer  Street,  Brooklyn 
11213.  Tel:  212/467-7000. 


January  7 / 28,  1976 
Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis 

January  7 

IMMUNOCHEMISTRY 

January  14 

BASIC  VIROLOGY 

January  2 1 

CLINICAL  PATHOLOGICAL  CONFERENCE 

January  28 

THEORY  AND  PRACTICE  OF 
PSYCHOPHARMACOLOGY 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  the  Terrace  Heights  Hospital, 
87-37  Palermo  Street,  Hollis,  1 1423.  Tel:  212/SP-6-1000. 


January  7 / March  10,  1976 
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3:00-6:00  p.m.  Wednesdays 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

RHINOPLASTY,  OTOPLASTY, 
MAXILLOFACIAL  SURGERY 

The  course  is  designed  tor  otolaryngologists  and  physicians  in 
related  fields  particularly  interested  in  traumatic,  plastic  and 
reconstructive  surgery.  The  principles  and  techniques  of 
rhinoplasty,  otoplasty,  and  maxillofacial  surgery  will  be. 
covered,  including  surgery  of  the  face  and  management  of 
nasal,  maxillary  and  mandibular  deformities. 

FEE:  $550.  Payable  when  submitting  preregistration  form. 

CREDIT:  AMA  Cat.  1 (30  hrs). 

For  further  information  contact  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  10016.  Tel:  212/679-3200. 
ext  4037. 


January  7 / 21,  1976 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

January  7 

ASSESSMENT  OF  PULMONARY 
FUNCTION 

NO  FEE  CREDIT:  AAFP  V/2 

January  2 1 

CURRENT  MANAGEMENT  OF 
PULMONARY  DISEASE 


Hospital,  757  Bushwick  Avenue,  Brooklyn  11221.  Tel: 
212/455-9000. 


January  9 / February  13,  1976 

9:10-10:30  a.m. 

New  York  University  Post  Graduate  Medical 
School  & St.  Vincent’s  Medical  Center  of 
Richmond 

St.  Vincent's  Medical  Center 
355  Bard  Avenue 
Staten  Island 

RECENT  ADVANCES  IN  MEDICAL  AND 
SURGICAL  MANAGEMENT  OF 
CONGENITAL  AND  RHEUMATIC  HEART 
DISEASE 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (8  hrs) 

AAFP 

For  further  information  contact  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  10016.  Tel:  212/679-3200 
ext  4037. 


January  9 / 23,  1976 

8:30  p.m. 

The  Association  for  the  Advancement  of 
Psychoanalysis 

329  E 62nd  Street 
January  9 

HOW  WORRYING  CAN  PAY  OFF 

January  23 

CREATIVE  WAYS  TO  INSIGHT 


NO  FEE  CREDIT:  AAFP  lV2 


January  8 / 29,  1976 

10:30  a.m. -1 1:30  a.m.  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

January  8 

LEGAL  ASPECTS:  HEALTH  CARE 
ADMINISTRATION 

January  15 

BENIGN  AND  MALIGNANT  LESIONS  OF 
BREAST 

January  22 

TREATMENT  OF  MASSES  IN  THE 
BREAST 

Radical  Vs.  Simple  Mastectomy 
Ancillary  Treatment  with  Colbalt  and 
Chemicals 

For  further  information  contact  Williamsburgh  General 


For  further  information  contact  the  Association  for  the 
Advancement  of  Psychoanalysis,  329  E 62nd  Street,  New 
York  10021.  Tel:  212/PL-2-5267. 


January  11  / 25,  1976 

9:00  a.m.-12:00  noon  Sundays 

Peninsula  Hospital  Center 

51-15  Beach  Channel  Drive 
Far  Rockaway 

January  1 1 

DIABETES 

January  18 

ENDOCRINE  DISEASE 

January  25 

OFFICE  GYNECOLOGY 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Edward  H.  Davis,  M.D., 
Peninsula  Hospital  Center,  51-15  Beach  Channel  Drive,  Far 
Rockaway,  11691.  Tel:  212/945-7100. 


January  12  / May  28,  1976 
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Institute  of  International  Medical  Education 

222  East  19th  Street 

BASIC  MEDICAL  SCIENCES 
CURRICULUM 

* Primarily  designed  for  American  students  in  foreign  medical 
schools  preparing  for  Part  I examination  of  the  National  Board 
of  Medical  Examiners,  for  transfer  to  a U.S.  medical  school, 
or  for  FLEX,  State  Board  and  other  such  examinations 

For  further  information  contact  Natale  Colosi,  Ph  D.,  Institute 
of  International  Medical  Education,  222  East  19th  Street,  New 
York  10003.  Tel:  212/677-4728. 


January  13,  1976 

8:00  p.m. -10:00  p.m.  Tuesdays 

Union  Hospital 

260  E 188th  Street 
Bronx 

THYROID  DISEASE:  DIAGNOSIS  AND 
MANAGEMENT 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital.  260  E 188th  Street,  Bronx,  10458.  Tel:  212/295- 
1100. 


Monthly  course  listing  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  & 100th  Street 

January  15-16,  1976 

9:00  a m. -5:00  p.m.  Thursday  & Friday 

OPHTHALMIC  PLASTIC  SURGERY 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (14  hrs) 

January  16,  Friday,  9:00  a. m. -5:00  p.m. 

PANCREATIC  INFLAMMATORY  DISEASE 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (7  hrs) 

January  16-17,  Friday  & Saturday 
9:00  a. m. -5:00  p.m. 

9:00  a.m.- 12:30  p.m. 

HYPERTENSION— A SYMPOSIUM 

FEE:  $15.  CREDIT:  AMA  Cat.  1 (10V2  hrs) 

January  21-23,  Wednesday-Friday 
9:00  a.m. -5: 00  p.m. 

INTENSIVE  CARE  OF  SURGICAL 
PROBLEM  CASES 

FEE:  $350.  CREDIT:  AMA  Cat.  1 (21  hrs) 

January  19-23,  Monday-Friday 
8:30  a.m. -5: 30  p.m. 

SURGERY  OF  THE  PARANASAL  SINUSES 

FEE:  $450.  CREDIT:  AMA  Cat.  1 (40  hrs) 

January  24,  Saturday,  8:30  a.m. -5:00  p.m. 

New  York  Metropolitan  Breast  Cancer  Group 
The  Cancer  Research  Institute  Inc. 

The  American  Cancer  Society  (NYC  Division, 
Inc.) 


The  Mount  Sinai  School  of  Medicine 

Stern  Auditorium 

The  Mount  Sinai  Medical  Center 

FOUR  CONTROVERSIAL  ASPECTS  OF 
BREAST  CANCER 

NO  FEE  CREDIT:  AMA  Cat.  1 (7  hrs) 

AAFP  (7  hrs.) 


January  16,  1976 

8:30  p m.  Friday 

Semmelweis  Scientific  Society 

The  New  York  Academy  of  Sciences 
2 East  63rd  Street 

1.  Management  of  Abortion  in  the  First  and 
Second  Trimester 

2.  Effect  of  Narcotics  and  their  Antagonists 
on  the  Fetus  and  Neonate 

3.  Overripeness  of  the  Ovum 

4.  Prenatal  Diagnosis  of  Genetic  Diseases 

For  further  information  contact  Paul  A.  Radnay,  M.D., 
Semmelweis  Scientific  Society. 


January  21,  1976 

8:30  p.m.  Wednesday 

Association  for  the  Advancement  of 
Psychoanalysis 

Carnegie  International  Center 
345  East  46th  Street 

PSYCHIATRIC  ASSESSMENT  OF 
POLITICAL  DISSIDENTS  IN  THE  SOVIET 
UNION 

For  further  information  contact  the  Association  for  the 
Advancement  of  Psychoanalysis,  329  East  62nd  Street  New 
York  10021.  Tel:  212/PL-2-5267 


January  21,  1976 

8:30  p.m. -10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

THE  TRANSFORMATION  PROCESS  IN 
PSYCHOTHERAPY 

NO  FEE  CREDIT:  AMA  Cat.  1 (1%  hrs) 

For  further  information  contact  the  Postgraduate  Center  for 
Mental  Health,  124  East  28th  Street,  New  York  10016.  Tel: 
212/MU-9-7700. 


January  22,  1976 

3:00-5:00  p.m.  Thursday 

The  New  York  Hospital — Cornell  Medical 
Center 

525  East  68th  Street 

PSYCHOANALYSIS:  ITS  IMPACT  ON 


December  1975/ New  York  State  Journal  of  Medicine  2633 

WGO-5 


AMERICAN  CULTURE 


For  further  information  contact  the  New  York  Wospital-Cornell 
Medical  Center,  525  East  68th  Street,  New  York  10021.  Tel: 
212/879-9000. 


January  22,  1976 

8:30  p.m.  Thursday 

The  Schilder  Society  for  Psychotherapy  and 
Psychopathology 

Lenox  Hill  Hospital 
100  East  77th  Street 

Schilder  Memorial  Meeting 


January  22,  1976 

1:00  p.m. -8:00  p.m.  Thursday 

The  Brooklyn  Neurological  Society 

The  Basic  Sciences  Building  of  Downstate  Medical  Center 

450  Clarkson  Avenue 

Brooklyn 

EMI  SCANS:  INTERPRETATION, 
RESULTS,  AND  COMPARISON  WITH 
CONVENTIONAL  RADIOGRAPHY 

* Reception  & Dinner  6:00-8:00  p.m.  for  members  only. 


January  24,  1976 

8:30  a. m. -5:00  p.m.,  Saturday 

New  York  Metropolitan  Breast  Cancer  Group, 
the  Cancer  Research  Institute  Inc.,  The 
American  Cancer  Society  & the  Mount  Sinai 
School  of  Medicine 

Stern  Auditorium 

Mount  Sinai  Medical  Center 

Fifth  Avenue  & 100th  Street 

FOUR  CONTROVERSIAL  ASPECTS  OF 
BREAST  CANCER 

NO  FEE  CREDIT:  AMA  Cat.  I.  (7  hrs) 

AAFP  7 hrs. 

For  further  information  contact  Mrs.  Minerva  Brown,  Mount 
Sinai  School  of  Medicine,  5th  Avenue  & 100th  Street,  New 
York  10029. 


January  24,  1976 

9:00  a m. -5:00  p.m.  Saturday 

William  Alanson  White  Institute 

20  West  74th  Street 

SIGNS  SYMBOLS  AND  LANGUAGE 
(Commissurotomy  and  Influence  on 
Behavior) 

For  further  information  contact  The  William  Alanson  White 
Institute,  20  West  74th  Street,  New  York  10023.  Tel:  212/ 
873-0725. 


NASSAU  COUNTY  AREA 


January  7,  1976 

10:30  a. m. -12:00  noon  Wednesday 

Kings  Park  Psychiatric  Center 

Kings  Park 

DEPRESSION  AND  OLD  AGE 

For  further  information  contact  G.  V.  Laury,  M.D.,  Chief  of 
Education  & Training,  Kings  Park  Psychiatric  Center,  Kings 
Park,  11754. 


CATSKILL  AREA 


January  22,  / 24,  1976 

The  Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports  in 
conjunction  with  the  38th  Annual  Conference 
of  the  New  York  State  Association  for  Health, 
Physical  Education  and  Recreation 

Concord  Hotel 
Kiamesha  Lake 

THE  9th  ANNUAL  SYMPOSIUM 
MEDICAL  ASPECTS  OF  SPORTS 

Included  in  attendance  will  be  the  New  York  State  Public 
High  School  Athletic  Association,  the  Eastern  Athletic 
Trainers  Association,  and  the  New  York  State  Coaches 
Association.  The  Conference  Planning  Committee  with 
the  cooperation  of  those  representing  the  Committee  on 
the  Medical  Aspects  of  Sports  has  developed  a program 
which  will  offer  the  1500  to  2000  conferees  an  interesting 
schedule  of  lectures,  workshops,  demonstrations, 
cracker-barrel  sessions  under  the  leadership  of  physi- 
cians and  trainers  experienced  in  the  field  of  sports  medi- 
cine. 

For  further  information  and  program,  please  write:  Com- 

mittee on  Medical  Aspects  of  Sports,  Medical  Society  of 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Suc- 
cess, New  York  11040  Tel.  516/488-6100  x 208. 


SMITHTOWN,  LONG  ISLAND 


January  20,  1976 

8:30  a. m. -10:00  a m.  Tuesday 

St.  John’s  Smithtown  Hospital 

Smithtown 

NEW  CONCEPTS  IN  THE  TREATMENT 
OF  ACUTE  MYOCARDIAL  INFARCTION 

For  further  information  contact  Mrs.  Carol  Lumley,  Tel:  516/ 
360-2124 


ALBANY  AREA 
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January  8 & 15,  1976 

The  Albany  Medical  College  of  Union  University 

Albany 
January  8 

ANATOMY  of  malpractice  actions 

January  15 

AMBULATORY  CARE— THE  TEAM 
CONCEPT 

For  further  information  contact  the  Dept,  of  Postgraduate 
Medicine,  Albany  Medical  College,  Albany,  12208  Tel: 
518/445-5501. 


BUFFALO  AREA 


January  7,  1976 

9:00  a m. -4:00  p m.  Wednesday 

The  Buffalo  Academy  of  Medicine 

Buffalo  General  Hospital 
Hamlin  House  Auditorium 
1 1 2 Goodrich  Street 
Buffalo 

MYOCARDIAL  IMAGING 

CREDIT:  AMA  & AAFP. 

For  further  information  contact  the  Buffalo  Academy  of 
Medicine,  2211  Main  Street,  Buffalo  14214.  Tel:  716/838- 
5526. 


January  13,  1976 

Roswell  Park  Memorial  Institute 
American  Cancer  Society,  NYS 

Research  Studies  Center 
Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo 

RECENT  ADVANCES  IN  DIAGNOSIS  AND 
TREATMENT  OF  LUNG  CANCER 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street.  Buffalo, 
14214. 


ROCHESTER  AREA 


January  28,  29,  1976 

University  of  Rochester  School  of  Medicine  & 
Highland  Hospital 

335  Mt.  Vernon  Avenue 
Rochester 

A Symposium  on  the  Rochester  Family 
Medicine  Program 

FEE:  $125.  CREDIT:  AAFP  10  hrs. 

For  further  information  contact  the  University  of  Rochester 


School  of  Medicine  & Highland  Hospital,  335  Mt  Vernon 
Avenue.  Rochester,  14620.  Tel-  716/442-7470. 


OUT-OF-STATE 


LAS  VEGAS,  NEVADA 


January  30-February  1,  1976 

* Registration  January  29,  5:00-9:00  a m. 

Contact  Lens  Association  of  Ophthalmologists, 
Inc. 

Sahara  Hotel 
Las  Vegas,  Nevada 

1.  Intraocular  Lenses 

2.  Quality  Control  of  Contact  Lenses  and 
Intraocular  Lenses 

3.  Contact  Lenses  and  Industrial  Safety 

4.  Soft  Contact  Lens  Hygiene 

5.  Therapeutic  Soft  Contact  Lenses 

6.  Continuous  Wearing  of  Soft  Contact 
Lenses 

FEE:  $100.  member  physicians 

$150.  non-member  physicians 

$75.  resident  physicians  in  ophthalmology 

For  room  reservations  write  to  the  Sahara  Hotel,  Las  Vegas, 
Nevada  89114. 


FUTURE  EVENTS 


Columbia  University  College  of  P & S 

630  West  168th  Street 
May  10-12,  1976 

HEAD  & NECK  SURGERY 

For  further  information  contact  Jose  M.  Ferrer  Jr.,  M.D., 
Columbia  University  College  of  P & S,  630  West  168th  Street, 
New  York  10032. 


NEW 

DEADLINE  DATES  FOR  WHAT  GOES  ON 


Meeting  Dates 

Deadline  Dates 

March  1976 

December  30,  1975 

April  1976 

February  1,  1976 

May  1976 

March  1,  1976 

June  1976 

April  1,  1976 

July  1976 

May  1,  1976 

August  1976 

June  1,  1976 

September  1976 

July  1,  1976 

October  1976 

August  1,  1976 

November  1976 

September  1,  1976 

December  1976 

October  1,  1976 

January  1977 

November,  1,  1976 

February  1977 

December  1.  1976 
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PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N Y.  14411.  Tel.  716/589-71 17. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N Y. 
14802  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  need- 
ed. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 

13021.  Tel.  315/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass’t.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BOONVILLE,  N.Y  , Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y 
13309.  Tel.  315/942-2053. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.’s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  NY,  Monroe  County  Family  Physician, 


Anesthesiologist,  and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 
CONTACT:  Mr.  Alfred  F Sunday,  24  Park  Street,  Brocton  N Y 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 

group  including  nurse  anesthetists. 

CONTACT:  Niall  P MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511 


CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 


COLTON,  N Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  1 16.  Colton,  N.Y. 
13625. 
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CORNING,  N.Y.,  Steuben  County  Orthopedic  Surgeon 

CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 
Association,  Corning,  N Y.  14830  Tel:  607/936-9971 


DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr  Donald  Davies.  Dannemora,  N Y.  12929  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist 

CONTACT:  Mr  Frank  Lotz,  Adm..  O'Connor  Hospital,  Andes 
Road,  Delhi,  N Y.  13753.  Tel  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and 
Anesthesiologists. 

CONTACT:  William  K Nowill.  M.D.,  Arnot-Ogden  Memorial 
Hospital,  Elmira,  N Y.  14901.  Tel:  607/734-5117. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group 

CONTACT:  Mr  Paul  A.  Hoyt.  Fulton,  N Y.  13069  Tel:  315/ 
592-2224 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D..  North  Chenango  Street, 
Greene.  N.Y.  13778.  Tel:  607/656-4115. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 


607/274-4444 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000 


LONG  LAKE,  N.Y.,  Hamilton  County  Family  Physician  urgently 
needed 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 


MAHOPAC,  NY.,  Putman  County.  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac,  N Y 10541.  Tel:  914/628- 
3473. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  and  FP’s 

CONTACT:  Mr  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice 

CONTACT:  James  H Morey,  Administrator,  Medina  Memorial 
Hospital.  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr  B J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph's  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
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11777.  Tel:  516/473-2800  N.Y.  12302.  Tel:  518/346-7748. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 
Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER.  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  tor 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 
Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.’s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WELLSVILLE,  N.Y.,  Allegany  County.  Internist  / F.P.  for 
Ambulatory  Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D.,  Dir.,  Jamestown  Medical 
Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 
664-3706. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 
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ANESTHESIOLOGIST 

BUFFALO,  N Y.  Erie  County  needs  an  Anesthesiologist  to  join 
group  of  doctors  and  nurse  anesthetists.  For  further  infor- 
mation contact  Dept,  of  Anesthesiology,  Deaconess  Hospital, 
1001  Humboldt  Pkwy,  Buffalo  14208  Tel:  716/886-4400 
Ext.  447. 

NEW  HARTFORD,  N Y.  Oneida  County  needs  an  Anesthesiologi- 
st. For  further  information  contact  Irving  Cramer,  M D , St. 
Luke's  Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502 

SIDNEY,  N Y.  Delaware  County  needs  an  Anesthesiologist  and 
4 Family  Physicians  for  Tri  Town  area  Contact  John  W 
Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney  13838  Tel: 
607/563-9934 


DERMATOLOGIST 

AUBURN,  N Y.  Cayuga  County  needs  a Dermatologist  Surgeon 
and  Family  Physicians.  For  further  information  contact  Mr 
Charles  D.  Hicks,  Director,  Physicians'  Procurement  Commit- 
tee, 157  Ross  Street,  Auburn  13021.  Tel:  315/253-3388 


DIRECTOR  OF  NURSING  HOME: 

BRONX,  N.Y.  Medical  Director  needed  for  modern  geriatric  fa- 
cility. Contact  Administrator,  Kingsbridge  Heights  Nursing 
Home  & Manor,  3400  Cannon  Place,  Bronx.  10463.  Tel: 
212/549-9025 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency 
Room  Physician  A semi-retired  physician  is  preferred  for  this 
position  which  offers  a furnished  house  on  hospital  grounds. 
For  further  information  contact  The  Medical  Society  State  of 
New  York,  Physicians'  Placement  Bureau,  420  Lakeville  Road, 
Lake  Success.  N.Y.  11040.  Tel:  516/488-6100.  ext241 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency 
Room  physician.  Position  offers  excellent  benefits.  For  fur- 
ther information  contact  Irving  Cramer,  M.D.,  St.  Luke's  Hos- 
pital Center,  Box  479  Champlin  Rd.,  Utica,  13502. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physi- 
cian. For  further  information  contact  Mr.  Patrick  Cannistra, 
Director  of  Personnel  at  St.  Lukes  Memorial  Hospital  Center, 
Box  479  Champlin  Road,  Utica,  13503. 


ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett 
Road,  Cedarhurst  1 1559.  Tel:  516/239-8008. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  Ms.  Emily  Dinkelacker,  Village  of 
Athens. 

BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  For 
further  information  contact  William  Ferris,  Executive  Director, 
Gillam  Community  Center,  Bergen  14416.  Tel:,  716/494- 
1621. 

BROOKLYN,  N.Y.  needs  a Family  Physician  or  an  Internist.  Mal- 
practice insurance  covered  and  excellent  benefits  provided. 


For  further  information  contact  Ms.  Nadmi  Trier,  Sephardic 
Home  for  the  Aged,  2266  Cropsey  Avenue,  Brooklyn,  11214 
Tel:  212/CO-6-6100. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings. 
Contact  Mr  Rosenfeld,  Adm.,  South  Bronx  Health  Services, 
272  Willis  Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y  , Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mrs.  William  R.  Macfarlane,  West- 
winds.  East  Chatham  12060  Tel:  518/781-4434 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mr  Donald  Shadic,  Town  of  Co- 
pake,  Copake,  12516 

GRANVILLE,  N.Y.,  Washington  County  needs  a Family  Physician, 
Internist  or  Pediatrician.  For  further  information  contact  Rob- 
ert Vander  Minder,  Telescope  Furniture  Co.,  Granville. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice  For  further  information  con- 
tact Donald  R.  Gibbs,  M D.,  Cortland  Tel:  607/756-9941. 

HERKIMER,  N.Y.  needs  an  Internist  or  a Family  Physician.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-3464 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician.  For 
further  information  contact  Watson  L.  Walden,  Business  Man- 
ager. Karl  Medical  Group,  P C.,  20  Elm  Street,  Hornell,  14843. 
Tel:  607/324-1571 

HUNTER,  N.’Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  David  Jacobs,  Sec.,  Mountain  Top 
Medical  Building  Inc.,  Hunter,  12442. 

JAMESTOWN,  N.Y.  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital- 
based  group  practice.  For  further  information  contact  George 
W.  Lewis,  M.D.,  Director.  Family  Health  Center,  51  Glasgow 
Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
For  further  information  contact  Arthur  Howard,  M.D.,  Chair- 
man, Physician  Recruitment  Committee,  Johnstown  Hospital, 
201  S.  Melcher  Street,  Johnstown,  12095. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
For  further  information  contact  Clinton  J.  Mcssman,  Mayor, 
Municipal  Building,  Box  00,  Philmont,  12565.  Tel:  518/672- 
7032. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
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General  Hospital  of  Saranac  Lake,  Saranac  Lake  12983. 
Tel:  518/891-4141. 

SIDNEY,  N.Y.  Delaware  County  needs  4 Family  Physicians  and 
an  Anesthesiologist  for  Tri  Town  area.  Contact  John  W. 
Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  13838.  Tel: 
607/563-9934. 

SYRACUSE,  N.Y  , needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage  . For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  For  further  Infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  For 
further  information  contact  Mr.  Frederick  Kauffman,  Adm., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly 
14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monroe  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 
ester. For  further  information  contact  Jason  O.  Cook,  M.D., 
193  West  Main  Street,  Webster  14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 

WILLSBORO,  N.Y.  Essex  County  needs  Family  Physicians  for 
beautiful  health  care  center.  For  further  information  contact 
Bob  Arnold,  Willsboro,  N.Y.  Tel:  518/963-7982. 


GENERAL  SURGEON 

AUBURN,  N.Y.  Cayuga  County  needs  a Surgeon,  a Dermatologist 
and  Family  Physicians.  For  further  information  contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians’  Procurement  Commit- 
tee, 157  Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 

MEDINA,  N.Y.  Orleans  County  needs  a General  Surgeon.  For 
further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 

ROCHESTER,  N.Y.  Monroe  County  needs  General  Surgeons  and 
Urologists.  Contact  A.  J.  Graziani,  M.D.,  Chm.  Dept,  of  Sur- 
gery. St.  Mary’s  Hospital,  89  Genesee  Street,  Rochester 
14611.  Tel:  716/328-3300. 


INTERNISTS: 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Av- 
enue, Bronx  10454.  Tel:  212/292-2260. 

BROOKLYN,  N Y.  needs  an  Internist  or  a Family  Physician.  Mal- 
practice insurance  covered  and  excellent  benefits  provided. 
For  further  information  contact  Ms.  Nadmi  Trier,  Sephardic 
Home  for  the  Aged,  2266  Cropsey  Avenue,  Brooklyn,  11214. 


Tel:  212/CO-6-6100. 

BROOKLYN,  N.Y.  Internist  needed.  For  further  information  con- 
tact Mr.  Carl  Kunz,  602  A.  3rd  Street,  Brooklyn  11215.  Tel: 
212/788-7568. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stevenson,  Ass't  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street, 
14203.  TEL:  716/845-7490. 

GRANVILLE,  N.Y.,  Washington  County  needs  an  Internist.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-2464. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  avail- 
able. For  further  information  contact  Margaretville  Memorial 
Hospital  Administrator  at  Tel:  914/586-2631  or  914/586- 

4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  For  further  information  contact  Mrs.  Alice 
Hersh,  Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Ave- 
nue, Poughkeepsie,  12603. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con- 
tact Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 


NEUROSURGEON 

SMITHTOWN,  N.Y.,  Suffolk  County  needs  a Neurosurgeon.  For 
further  information  contact  A.  G.  Zippin,  M.D.,  100  Maple  Av- 
enue, Smithtown,  11787.  Tel:  516/265-0606. 


OBSTETRICIAN/GYNECOLOGISTS: 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island  2 Ob/Gyn  seek- 
ing 3rd  Ob/Gyn  for  group.  For  further  information  contact 
Charles  I Rosenblum,  M.D.,  41  Brentwood  Rd.,  Bayshore, 
11751.  Tel:  516/665-0808. 
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HORNELL,  N Y Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice  For  further  information  contact  Gordon  Stenhouse, 
M.D.,  Hornell  Medical  Center,  Canistel  Street,  Hornell,  14843. 

MONTOUR  FALLS,  N Y Schuyler  County  needs  an  Ob/Gyn 
For  further  information  contact  John  J.  McDonald,  Adm  , 
Schuyler  Hospital.  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

STAMFORD,  N Y Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital  For  further  information  contact 
Mr  Stewart  Redman,  Adm.,  Community  Hospital,  Harper 
Street,  Stamford  12167  Tel  607/652-7521. 

SYRACUSE,  N Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202  Tel: 
315/424-3863 

WALTON.  N Y Delaware  County  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York  Salary  excellent,  fringe  benefits.  JCAH 
hospital  For  further  information  contact  Thomas  E Lavell, 
M.D.,  Delaware  Valley  Hospital,  1 Titus  Place,  Walton,  13856 
Tel:  607/865-4101. 


OPHTHALMOLOGIST 

NEW  YORK  CITY,  N Y.  needs  an  Ophthalmologist  for  an  out-pa- 
tient clinic  to  provide  medical  care  for  hotel  workers  and  their 
families.  For  further  information  contact  F.  P.  Guidotti,  M.D., 
Medical  Director,  Health  Center  Family  Medical  Office,  321  W 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 


ORTHOPEDIC  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
For  further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 


PEDIATRICIANS: 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Ave- 
nue, Bronx  10454.  Tel:  212/292-2260. 

BROOKLYN,  N.Y.  Pediatricians  needed.  For  further  information 
contact  Mr.  Carl  Kunz,  602  A.  3rd  Street,  Brooklyn  11215. 
Tel:  212/788-7568. 

GRANVILLE,  N.Y.,  Washington  County  needs  a Pediatrician.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

SODUS,  N.Y.  Wayne  County.  Pediatrician  needed  for  group 
practice,  affiliated  with  500  bed  teaching  hospital  in  Roches- 
ter. For  further  information  contact  Thomas  'W.  Kuebler, 
M.D.,  Med.  Dir.,  Wayne  County  Rural  Health  Program,  Box  A, 
Sodus  14551.  Tel:  315/483-9133.  Ext.  54. 

SYRACUSE,  N.Y.  needs  Pediatricians.  For  further  information 


contact  Mr  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863 


PSYCHIATRIST 

CORTLAND,  N Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  PhD.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


RADIOLOGIST 

NEW  YORK  CITY  AREA,  Radiologist  needed  part-time  for  Asso- 
ciate practice.  Physician  must  have  N.Y.  and  New  Jersey  li- 
cences. For  further  information  write  Desk  222  Room  208, 
303  W 42nd  Street,  New  York  10036. 


UROLOGIST 

ROCHESTER,  N Y.  Monroe  County  needs  Urologists  and  Gener- 
al Surgeons.  Contact  A.  J.  Graziani,  M.D.,  Chm.  Dept,  of 
Surgery,  St.  Mary’s  Hospital,  89  Genesee  Street,  Rochester 
14611.  Tel:  716/328-3300. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group  For  further  information  contact  Mr  Lou  Good- 
man, St.  James  Medical  Center,  25  St.  James  Place,  New 
York,  10038. 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic. 

INTERNIST  needed  to  serve  in  Surakarta,  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016.  Tel:  212/686-3110. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians’  Placement  Service,  535 
N Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA 


Physicians  who  wish  to  apply  to  the  MSSNY’s  Physicians’  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians’  Placement  Bureau,  420 
Lakevilie  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 
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QUESTIONNAIRE  TOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name  Date 


Address 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status 
Medical  School 
Internship 

Hospitals 

Residency 

Hospitals 

Specialty 

Licensed  in  what  States? 

Applied  for_ 

American  Board  Certificates  held? 


(Telephone  Number) 


Marital  Status 
Year  Graduated 


Dates 


Dates 


Eligible Certified 

Do  you  have  a New  York  State  License?  Date  of  Certificate 

Military  Status 

-Professional  Organization  Memberships 

Are  you  In  practice  ot  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Indus  tria  1 Group __Institutional 

Other 

Date  you  will  be  available  for  practice Former  locations  in  which  you  have 

prect  iced 

(Give  dates) 


'./hen  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11040.  Tel.  516/  488-6100. 
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Chordal  rupture:  inventory  of  surgical  operations  for  cardiac 
structural  sequels  of  myocardial  infarction;  part  IV,  2198 
Chorioretinitis:  infectious  mononucleosis;  retinopathy,  fixed 

pupils,  and  seizure  complications,  1547 
Chromosome,  D/D  translocation,  transmission  of;  trisomy  D 
syndrome,  2236 

Chronic  Disease  Hospital;  Role  as  Health-Provider  Agency 
(Brightman,  Yeager,  and  Munroe),  1318 
Chronic  Myelogenous  Leukemia;  Disseminated  Intravascular 
Coagulation  and  Chloromas  Containing  Sea-Blue  Histiocytes 
(Seligman,  Rosner,  and  Solomon),  1271 
Chronic  Traumatic  Dissecting  Aortic  Aneurysms;  Four- Year 
Delay  in  Recognition  and  Treatment  (Papadopoulos,  Potter, 
Manoli,  and  Chacko)  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  2181 
Chylothorax:  chylous  pleural  effusion  in  acute  myelomonocyt- 
ic leukemia,  2537 

Chylous  Pleural  Effusion  in  Acute  Myelomonocytic  Leukemia 
(Gajwani),  2537 

Circulation,  coronary,  after  myocardial  infarction,  repair  of 
ventricular  aneurysm,  septal  perforation,  and,  1282 
Circulatory  arrest,  profound  hypothermia  and;  surgical  treat- 
ment of  difficult  patent  ductus  arteriosus  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Surgery] 
2190 

Circumcision  and  Penile  Carcinoma  (Leiter  and  Lefkovits), 
1520 

Cirrhosis:  massive  recurrent  abdominal  ascites  [Clinicopatho- 
logic Conference],  1713 

Cirrhosis  of  liver:  amebiasis;  unusual  location  in  lung,  1542 
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Claudication;  chronic  traumatic  dissecting  aortic  aneurysms; 
four-year  delay  in  recognition  and  treatment  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Surgery], 
2181 

Clavicular  lesion,  asymptomatic  [Correlation  Conferences  in 
Radiology  and  Pathology],  1710 

Clindamycin;  questions  and  answers  [Drug  Information],  1334 
Clinical  Clues  (Series),  1225,  1228,  1336,  2318 
Clinical  pharmacologists:  promoting  patient  compliance;  role 
of  health  professionals,  government,  and  the  pharmaceutical 
industry,  2263 

Clinicopathologic  Conference  (Series),  1238,  1496, 1713,  2215 
Clinitest:  questions  and  answers  [Drug  Information],  1334 
Clomiphene  citrate:  questions  and  answers  [Drug  Informa- 

tion], 1723 

Clostridial  infections:  gas  gangrene  (abscess)  of  heart,  1766 
Closure  of  large  anterior  chest-wall  defects,  omental  pedicle 
graft  in  [Abstracts,  Discussions,  Proceedings,  New  York  So- 
ciety for  Thoracic  Surgery],  1705 
Coagulation,  disseminated  intravascular,  and  chloromas  con- 
taining sea-blue  histiocytes;  chronic  myelogenous  leukemia, 
1271 

Colitis:  blood-tinged  diarrhea  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  2529 

Communicable  Diseases  Across  the  Oceans  (Landsberger)  [His- 
tory of  Medicine],  1568 

Communicable  diseases:  central  nervous  system  infections  in 
New  York  State;  etiologic  and  epidemiologic  observations, 
1974,  2337 

Conduction,  impaired  atrioventricular,  diabetes  mellitus  and, 
2517 

Congenital  cataracts:  developmental  cataracts,  1757 
Congenital  Esophageal  Atresia  and  Tracheo-Esophageal  Fistu- 
la; Fifteen- Year  Experience  (Redo)  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  2372 
Congestion:  jaundice  and  splenomegaly  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  2396 
Contingent  Fees;  A Lawyer’s  Viewpoint  (Friedman),  1301 
Contingent  legal  fee,  medical  practice  and,  1295 
Continuing  medical  education,  case  histories  in  [Anesthesia 
Care]  (Symposium),  2380 

Contraceptives:  candicidin  tablets  and  ointment  in  treatment 
of  candidal  vaginitis,  1443 

Controlled  Substances  Act:  narcotic  legislation  in  New  York 
State,  2258 

Convulsive  seizure,  arthrokatadysis  of  hip  following,  1267 
Copper  reduction:  questions  and  answers  [Drug  Information], 
1334 

Coronary  artery,  descending  septal,  1755 

Coronary  artery  disease,  main  left;  risk  of  coronary  angiogra- 
phy and  bypass  surgery  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2193 
Coronary  artery  stenosis,  caused  by;  intermittent  diastolic  mur- 
mur, 1536 

Coronary  bypass  as  primary  method  of  myocardial  revascular- 
ization; internal  mammary  artery  graft,  1211 
Coronary  circulation  after  myocardial  infarction,  repair  of  ven- 
tricular aneurysm,  septal  perforation,  and,  1282 
Coronary  disease:  cardiovascular  diseases;  role  of  psychogenic 
and  behavior  patterns  in  development  and  aggravation 
[Stress  and  Adaptation]  (Symposium),  2128 
Corpus  callosum:  severe  polydipsia  and  polyuria  [Clini- 

copathologic Conference],  1496 

Correlation  Conferences  in  Radiology  and  Pathology  (Series), 
1710,  2212,2396,2529 

Counterelectrophoresis:  large-scale  blood-screening  program 

lor  hepatitis  B,  1693 

County  perspective,  recent  developments  from  a;  public 
health,  2567 

Cryosurgery:  basal-cell  carcinoma  in  office  practice,  1427 
Curettage:  performing  second-trimester  abortions;  rationale 

for  inpatient  basis,  2168 

Cyst:  asymptomatic  clavicular  lesion  [Correlation  Conferences 
in  Radiology  and  Pathology],  1710 


Cyst,  cervical  thymic,  2553 

Cystosarcoma  phyllodes,  malignant  prostatic,  2226 
Cysts:  medical  problems  of  ear  piercing,  1460 
Cytology:  radiologically  occult  lung  cancer  [Abstracts,  Discus- 
sions, Proceedings,  New  York  Society  for  Thoracic  Surgery], 
1699 

D/D  translocation  chromosome,  transmission  of;  trisomy  D 
syndrome,  2236 

Debridement  and  anterior  spine  fusion,  treatment  by;  spinal 
tuberculosis,  1527 

Degenerative  cyst:  asymptomatic  clavicular  lesion  [Correla- 

tion Conferences  in  Radiology  and  Pathology],  1710 
Dementia:  Alzheimer’s  disease;  evaluation  of  immunologic  in- 
dices, 1222 

Dementia,  presenile,  1493 
Depression  in  Old  Age  (Charatan),  2505 
Depression:  lithium  prophylaxis  in  affective  disorders,  1219 
Dermatology:  basal-cell  carcinoma  in  office  practice,  1427 
Descending  Septal  Coronary  Artery  (Lipchik  and  Moss),  1755 
Desiccation  and  curettage:  basal-cell  carcinoma  in  office  prac- 
tice, 1427 

Detoxification:  New  York  State  task  force  on  alcohol  prob- 

lems; position  paper  on  treatment,  1794 
Developmental  Cataracts  (Kraus),  1757 
Diabetes:  questions  and  answers  [Drug  Information],  1334 
Diabetes  insipidus:  severe  polydipsia  and  polyuria  [Clini- 

copathologic Conference],  1496 

Diabetes  Mellitus  and  Impaired  Atrioventricular  Conduction 
(Rubier,  Reicher-Reiss,  and  Pulini),  2517 
Diabetes  mellitis:  massive  recurrent  abdominal  ascites  [Clini- 
copathologic Conference],  1713 
Diabetic  ketoacidosis,  repeated  episodes  of,  2555 
Diagnostic  Peritoneal  Lavage;  Technique,  Complications,  and 
Interpretations  (Kazarian,  Devanesan,  and  Mersheimer), 
2149 

Diarrhea,  blood-tinged  [Correlation  Conferences  in  Radiology 
and  Pathology],  2529 

Diastolic  murmur,  intermittent;  caused  by  coronary  artery  ste- 
nosis, 1536 

Diazepam:  questions  and  answers  [Drug  Information],  1334 
Dilatation  of  heart:  massive  recurrent  abdominal  ascites  [Clin- 
icopathologic Conference],  1713 

Dilation:  inventory  of  surgical  operations  for  cardiac  structur- 
al sequels  of  myocardial  infarction;  part  IV,  2198 
Dinitrochlorobenzene:  immunologic  approaches  to  diagnosis 

and  treatment  of  cancer  [Cancer  Chemotherapy]  (Sympo- 
sium), 2159 

Diphenylhydantoin:  questions  and  answers  [Drug  Informa- 

tion], 1723 

Diphtheria:  immunization  and  disease  in  New  York,  2172 
Disease,  Alzeimer’s;  evaluation  of  immunologic  indices,  1222 
Disease  hospital,  chronic;  role  as  health-provider  agency,  1318 
Disease,  immunization  and,  in  New  York,  2172 
Disease,  main  left  coronary  artery;  risk  of  coronary  angiography 
and  bypass  surgery  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  2193 
Disease,  metabolic  bone,  skeletal  remodeling  physiology  and  its 
relation  to,  1656 

Diseases,  cardiovascular;  role  of  psychogenic  and  behavior  pat- 
terns in  development  and  aggravation  [Stress  and  Adapta- 
tion] (Symposium),  2128 

Diseases,  communicable,  across  the  oceans  [History  of  Medi- 
cine], 1568 

Diseases,  hepatic;  unsuspected  before  surgery,  1278 
Dislocation:  arthrokatadysis  of  hip  following  convulsive  sei- 

zure, 1267 

Disorders,  affective,  lithium  prophylaxis  in,  1219 
Dissecting  aortic  aneurysms,  chronic  traumatic;  four-year  delay 
in  recognition  and  treatment  [Abstracts,  Reports,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery],  2181 
Disseminated  intravascular  coagulation  and  chloromas  con- 
taining sea-blue  histiocytes;  chronic  myelogenous  leukemia, 
1271 
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Distal  esophagus:  lower  esophageal  lesion  with  bleeding  [Clin- 
icopathologic  Conference),  2215 
Diuretic  therapy:  self-induced  hypokalemia,  2229 
Diverticulitis  coli:  blood-tinged  diarrhea  [Correlation  Confer- 
ences in  Radiology  and  Pathology),  2529 
Donors,  healthy,  acute  effects  of  stress  on  renal  function  in; 
preliminary  report  [Stress  and  Adaptation)  (Symposium), 
2138 

Downstream  Bacterial  Emboli  (Zevon,  Cohen,  and  Frank),  1552 
Drainage,  large-tube,  of  malignant  pleural  effusion,  1550 
Drooling,  correction  of,  in  cerebral  palsy;  tympanic  neurec- 
tomy, 2419 
Drug  abuse 

New  York  State  task  force  on  alcohol  problems;  position 
paper  on  treatment,  1794 

turn  in  pushers;  analysis  and  course  of  action,  1801 
Drug  Information  (Series),  1334,  1723,  2532 
Drug  therapy:  gynecomastia;  interstitial  cell  tumor  of  testis  as 
etiologic  factor,  1752 

Drug  treatment:  psychiatrists’  prescription  practices;  compar- 
ative survey,  with  incidence  data  from  California,  New  York, 
Pennsylvania,  and  Texas,  1327 
Drugs,  anticonvulsant,  osteomalacia  associated  with,  2545 
Drugs  Ingested  in  Suicide  Attempts  and  Fatal  Outcome  (Hol- 
land, Massie,  Grant,  and  Plumb),  2343 
Drugs:  the  Swiss  connection,  1509 

Ductus  arteriosus,  difficult  patent,  surgical  treatment  of;  pro- 
found hypothermia  and  circulatory  arrest  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Surgery), 
2190 

Duodenum:  strongyloidiasis  with  massive  hyperinfection,  1230 
Dusting  powder:  starch  granulomatous  peritonitis,  1743 
Dye-light  procedure:  questions  and  answers  [Drug  Informa- 

tion), 1723 

Dysphagia:  surgical  management  of  malignant  tracheo-esoph- 
ageal  fistula  [Abstracts,  Reports,  Proceedings,  New  York  So- 
ciety for  Thoracic  Surgery),  2369 
Dyssynergy:  inventory  of  surgical  operations  for  cardiac  struc- 
tural sequels  of  myocardial  infarction;  part  1, 1201 

Ear  piercing,  medical  problems  of,  1460 

Echo  4:  central  nervous  system  infections  in  New  York  State; 

etiologic  and  epidemiologic  observations,  1974,  2337 
Echocardiographic  pseudostenosis  of  mitral  and  tricuspid 
valves;  severe  pulmonary  hypertension,  1772 
Ectopic  Kidney  in  Obstetrics  and  Gynecology  (Delson),  2522 
Edema,  postictal  pulmonary,  1257 

Education,  medical,  case  histories  in  [Anesthesia  Care]  (Sym- 
posium), 2380 

Effusion,  chylous  pleural,  in  acute  myelomonocytic  leukemia, 
2537 

Effusion,  malignant  pleural,  large-tube  drainage  of,  1550 
Effusion,  malignant  pleural,  selection  of  therapy  for  [Abstracts, 
Discussions,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  1703 

Electrocardiograms  of  the  Month  (Series),  1247,  1507,  1721, 
2223,  2393,  2527 

Elizabeth  I,  Virgin  Queen  (Fitzgerald)  [History  of  Medicine], 
1818 

Emboli,  downstream  bacterial,  1552 

Emboli:  intractable  heart  failure  [Clinicopathologic  Confer- 

ence], 1238 

Embolism,  amniotic  fluid;  respiratory  problem,  1517 
Embolization,  systemic,  from  nonbacterial  thrombotic  endocar- 
ditis; thrombotic  thrombocytopenic  purpura,  2246 
Embolus:  case  histories  in  continuing  medical  education  [An- 
esthesia Care]  (Symposium),  2380 
Embolus,  pulmonary,  intracaval  umbrella  filter  therapy  for 
pulmonary  embolus;  long-term  results  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  2185 
Embryonal  cell  carcinoma:  Alpha-fetoprotein  'assay;  signifi- 

cance and  clinical  applications,  1403 
Emergency  cesarean  section:  case  histories  in  continuing  med- 
ical education  [Anesthesia  Care]  (Symposium),  2380 


Encephalitis:  central  nervous  system  infections  in  New  York 
State;  etiologic  and  epidemiologic  observations,  1974,  2337 
Encephalopathy:  questions  and  answers  [Drug  Information), 
1723 

Endocarditis:  downstream  bacterial  emboli,  1552 
Endocarditis,  nonbacterial  thrombotic,  systemic  embolization 
from;  thrombotic  thrombocytopenic  purpura,  2246 
Endosteal  villonodular  synovitis:  asymptomatic  clavicular  le- 
sion [Correlation  Conferences  in  Radiology  and  Pathology], 
1710 

English  medicine,  the  flower  of  [History  of  Medicine),  2571 
Enteritis:  strongyloidiasis  with  massive  hyperinfection,  1230 
Enteroviruses:  central  nervous  system  infections  in  New  York 
State;  etiologic  and  epidemiologic  observations,  1974,  2337 
Epidemiologic  observations,  etiologic  and,  1974;  central  ner- 
vous system  infections  in  New  York  State,  2337 
Epidemiology:  medical  problems  of  ear  piercing,  1460 
Episodes,  repeated,  of  diabetic  ketoacidosis,  2555 
Erythematosus,  systemic  lupus;  bilateral  aseptic  necrosis  of 
hip,  1523 

Erythematosus,  systemic  lupus,  thymoma  associated  with  met- 
astatic skin  cancer  and,  1538 

Erythroleukemia;  Following  Melphalan  Therapy  for  Multiple 
Myeloma  (Fishman  and  Ritz),  2402 
Esophageal  atresia,  congenital,  and  tracheo-esophageal  fistula; 
fifteen-year  experience  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2372 
Esophageal  lesion  with  bleeding,  lower  [Clinicopathologic  Con- 
ference], 2215 

Esophagus,  primary  malignant  melanoma  of  [Abstracts,  Dis- 
cussions, Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery], 1706 
Estrogen 

prostatic  carcinoma;  treated  at  categorical  center,  1960-1969, 
1663 

skeletal  remodeling  physiology  and  its  relation  to  metabolic 
bone  disease,  1656 

Ethics;  Modern  Concepts  and  Interpretations  (Zimring),  2562 
Etiologic  and  epidemiologic  observations,  1974;  central  nervous 
system  infections  in  New  York  State,  2337 
Evaluation,  retrospective,  of  all  anesthetic  care  [Anesthesia 
Care]  (Symposium),  2378 

Evaluation,  retrospective,  of  anesthesia  care  [Anesthesia  Care] 
(Symposium),  2381 

Exanthemata:  bronchiectasis;  disappearing  pulmonary  lesion, 
1683 

Experience  forms,  aging  and  [Geriatrics]  1556 
Experimental  Cancer  Chemotherapy  (Korman  and  Tendler) 
[Cancer  Chemotherapy]  (Symposium),  2158 
Extension  tumor,  surgical  management  of  intra-atrial  [Ab- 
stracts, Discussions,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  1701 

Extremity,  ischemic  lower,  limb  salvage  in,  1649 
Extrinsic  stress:  cardiovascular  diseases;  role  of  psychogenic 

and  behavior  patterns  in  development  and  aggravation 
[Stress  and  Adaptation]  (Symposium),  2128 

Fabella  syndrome,  painful,  1735 
Facilities  in  New  York  City,  shared  professional,  1306 
Fat  pad  biopsy,  scalene;  special  indication,  1532 
Fee,  contingent  legal,  medical  practice  and,  1295 
Fees,  contingent:  a lawyer’s  viewpoint,  1301 
Fibrillation:  glucose,  insulin,  and  potassium  therapy  for  heart 
disease;  history  of  GIK  therapy,  1463 
Fibrillation,  paroxysmal  ventricular,  treated  with  lidocaine; 
quinidine  syncope,  2542 

Fibrillation,  recurrent  iatrogenic  ventricular;  induced  by  mal- 
positioned  central  venous  catheter,  2244 
Fibroid  polyp:  lower  esophageal  lesion  with  bleeding  [Clini- 

copathologic Conference],  2215 

Fibroma,  nonosteogenic,  with;  Von  Recklinghausen’s  neurofi- 
bromatosis, 2407 

Fibrosis:  inventory  of  surgical  operations  for  cardiac  structur- 
al myocardial  infarction;  part  IV,  2198 
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Filter  therapy,  intracaval  umbrella,  for  pulmonary  embolus; 
long-term  results  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  2185 
Fistula,  malignant  tracheo-esophageal,  surgical  management  of 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2369 

Fistula,  tracheo-esophageal,  congenital  esophageal  atresia  and; 
fifteen-year  experience  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2372 
5-Fluorouracil:  basal-cell  carcinoma  in  office  practice,  1427 
Flower  of  English  Medicine  (Taylor)  [History  of  Medicine], 
2571 

Fluid  embolism,  amniotic;  respiratory  problem,  1517 
Foreign  technical  assistance,  medical  programs  in,  1315 
Freedom,  the  objective  is,  2565 

Function  of  Anesthesiologist;  Physician  Rather  than  Techni- 
cian (Forbat)  [Anesthesia  Care]  (Symposium),  2383 
Fusion,  anterior  spine,  treatment  by  debridement  and;  spinal 
tuberculosis,  1527 

Ganglion:  asymptomatic  clavicular  lesion  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  1710 
Gangrene  (abscess),  gas,  of  heart,  1766 
Gas  Gangrene  (Abscess)  of  Heart  (Guneratne),  1766 
Gastric  Sarcoidosis  (Berens  and  Montes),  1290 
Gastrocnemius:  painful  fabella  syndrome,  1735 
General  adaptation  syndrome:  implications  of  stress  concept 
[Stress  and  Adaptation]  (Symposium),  2139 
Genetics:  trisomy  D syndrome;  transmission  of  D/D  transloca- 
tion chromosome,  2236 

Geriatric  patient’s  indentity,  maintaining  the;  physician’s  role 
[Geriatrics],  1252 

Geriatrics:  depression  in  old  age,  2505 
Geriatrics  (Series),  1252,  1556 

GIK  therapy,  history  of;  glucose,  insulin,  and  potassium  thera- 
py for  heart  disease,  1463 

Gland,  thyroid,  carcinoma  of;  associated  with  systemic  amyloi- 
dosis and  nephrotic  syndrome,  1770 
Glioma:  severe  polvdipsia  and  polyuria  [Clinicopathologic 

Conference],  1496  ’ 

Globulin:  alpha-fetoprotein  assay;  significance  and  clinical  ap- 
plications, 1403 

Glove  lubricants:  starch  granulomatous  peritonitis,  1743 
Glucose,  Insulin,  and  Potassium  Therapy  for  Heart  Disease; 

History  of  GIK  Therapy  (Kones),  1463 
Glucose  oxidase:  questions  and  answers  [Drug  Information], 

1334 

Glutethimide 

drugs  ingested  in  suicide  attempts  and  fatal  outcome,  2343 
the  Swiss  connection,  1509 
Gonococcemia:  downstream  bacterial  emboli,  1552 
Gonorrhea:  questions  and  answers  [Drug  Information],  1723 
Government,  health  professionals,  and  the  pharmaceutical  in- 
dustry, role  of;  promoting  patient  compliance,  2263 
Graft,  internal  mammary  artery;  coronary  bypass  as  primary 
method  of  myocardial  revascularization,  1211 
Graft,  omental  pedicle,  in  closure  of  large  anterior  chest-wall 
defects  [Abstracts,  Discussions,  Proceedings,  New  York  Soci- 
ety for  Thoracic  Surgery],  1705 
Grand-mal  seizures:  postictal  pulmonary  edema,  1257 
Granular-Cell  Myoblastoma  in  Pancreas  (Wellmann,  Tsai,  and 
Reyes),  1270 

Granuloma:  scalene  fat  pad  biopsy;  special  indication,  1532 
Granuloma  annulare:  systemic  lupus  erythematosus;  bilateral 
aseptic  necrosis  of  hip,  1523 
Granulomatous  peritonitis,  starch,  1743 
Gynecology 

candicidin  tablets  and  ointment  in  treatment  of  candidal 
vaginitis,  1443 

invasive  carcinoma  of  uterine  cervix;  diagnostic  and  thera- 
peutic changes,  2510 

Gynecology,  obstetrics  and,  ectopic  kidney  in,  2522 
Gynecomastia:  chronic  myelogenous  leukemia;  disseminated 

intravascular  coagulation  and  chloromas  containing  sea  blue 


histiocytes,  1271 

Gynecomastia;  Interstitial  Cell  Tumor  of  Testis  as  Etiologic 
Factor  (Rous  and  Rovner),  1752 

Halo  effect:  radiology  of  hepatic  abscess,  1417 
Halothane-associated  anesthesia:  hepatic  diseases;  unsuspect- 
ed before  surgery,  1278 

Health  care  delivery:  nurse  practitioners;  clinical  performance 
in  diagnosis  and  treatment  of  urinary  tract  infection,  2424 
Health  professionals,  government,  and  the  pharmaceutical  in- 
dustry, role  of;  promoting  patient  compliance,  2263 
Health,  public;  recent  developments  from  a county  perspective, 
2567 

Health-care  delivery  system:  maintaining  the  geriatric  pa- 

tient’s identity;  physician’s  role  [Geriatrics],  1252 
Health-provider  agency,  role  as;  chronic  disease  hospital,  1318 
Heart  block:  diabetes  mellitus  and  impaired  atrioventricular 
conduction,  2517 

Heart,  gas  gangrene  (abscess)  of,  1766 
Heart 

cardiovascular  diseases;  role  of  psychogenic  and  behavior 
patterns  in  development  and  aggravation  [Stress  and  Ad- 
aptation] (Symposium),  2128 

internal  mammary  artery  graft;  coronary  bypass  as  primary 
method  of  myocardial  revascularization,  1211 
inventory  of  surgical  operations  for  cardiac  structural  sequels 
of  myocardial  infarction;  part  I,  1201;  part  II,  1448;  part 
III,  1672;  part  IV,  2198 

left  ventricular  aneurysm  due  to  blunt  trauma  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery], 2367 

management  of  pacemaker  malfunction,  2249 
recurrent  iatrogenic  ventricular  fibrillation;  induced  by  mal- 
positioned  central  venous  catheter,  2244 
repair  of  ventricular  aneurysm,  septal  perforation,  and  coro- 
nary circulation  after  myocardial  infarction,  1282 
Heart  disease,  glucose,  insulin,  and  potassium  therapy  for;  his- 
tory of  GIK  therapy,  1463 

Heart  disease:  massive  recurrent  abdominal  ascites  [Clini- 

copathologic Conference],  1713 
Heart  failure 

glucose,  insulin,  and  potassium  therapy  for  heart,  disease; 
history  of  GIK  therapy,  1463 

massive  recurrent  abdominal  ascites  [Clinicopathologic  Con- 
ference], 1713 

Heart  failure,  intractable  [Clinicopathologic  Conference],  1238 
Heart  valves,  prosthetic,  pregnancy  in  women  with  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery], 2374 

Hemopericardium:  inventory  of  surgical  operations  for  cardiac 
structural  sequels  of  myocardial  infarction;  part  I,  1201 
Hemoperitoneum:  diagnostic  peritoneal  lavage;  technique, 

complications,  and  interpretations,  2149 
Heparin:  questions  and  answers  [Drug  Information],  2532 
Hepatic  abscess,  radiology  of,  1417 

Hepatic  angiography:  radiology  of  hepatic  abscess,  1417 
Hepatic  cancer,  skin  metastases  and,  in  childhood,  1728 
Hepatic  coma:  questions  and  answers  [Drug  Information], 

1723 

Hepatic  Diseases;  Unsuspected  Before  Surgery  (Wataneey- 
awech  and  Kelly),  1278 

Hepatic  encephalopathy:  questions  and  answers  [Drug  Infor- 
mation], 1723 

Hepatic  vein  thrombosis:  massive  recurrent  abdominal  ascites 
[Clinicopathologic  Conference],  1713 
Hepatitis 

medical  problems  of  ear  piercing,  1460 
questions  and  answers  [Drug  Information],  1723 
Hepatitis  B,  large-scale  blood-screening  program  for,  1693 
Hepatocellular  carcinoma:  alpha-fetoprotein  assay;  signifi- 

cance and  clinical  applications,  1403 
Herpes  simplex 

central  nervous  system  infections  in  New  York  State;  etiolog- 
ic and  epidemiologic  observations,  1974,  2337 


2616  New  York  State  Journal  of  Medicine/  December  1975 


questions  and  answers  |Drug  Information],  1723 
Hip,  arthrokatadysis  of,  following  convulsive  seizure,  1267 
Hip,  bilateral  aseptic  necrosis  of;  systemic  lupus  erythemato- 
sus, 1523 

Histiocytes,  sea-blue,  disseminated  intravascular  coagulation 
and  chloromas  containing;  chronic  myelogenous  leukemia, 
1271 

Histories,  case,  in  continuing  medical  education  (Anesthesia 
Care]  (Symposium),  2380 
History  of  Medicine  (Series),  1568,  1815,  2571 
Hodgkin’s  disease:  surgical  management  of  malignant  tra- 

cheo-esophageal  fistula  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2369 
Hormone,  thyrotropin-releasing;  clinical  uses,  1413 
Hospital,  chronic  disease;  role  as  health-provider  agency,  1318 
Hospitals,  physician  access  to;  right  or  privilege?,  1807 
House  staff:  immorality  of  New  York  physicians’  strike,  1782 
Housestaff  Strike;  Immoral  or  Inevitable?  (Dobkin),  1784 
Humidification  During  Anesthesia  (Weeks),  1216 
Hump,  splenic,  versus  renal  mass,  1760 
Hunter,  John,  a pupil  of  (History  of  Medicine],  1815 
Hvdrocelectomy;  Evaluation  of  Lord’s  Operation  (Wechsler), 
2165 

Hydrocephalus:  severe  polydipsia  and  polyuria  [Clinicopatho- 
logic  Conference],  1496 

Hydroxyurea:  invasive  carcinoma  of  uterine  cervix;  diagnostic 
and  therapeutic  changes,  2510 
Hyperinfection,  strongyloidiasis  with  massive,  1230 
Hypertension:  cardiovascular  diseases;  role  of  psychogenic 

and  behavior  patterns  in  development  and  aggravation 
[Stress  and  Adaptation]  (Symposium),  2128 
Hyperthyroidism:  thvrotropin-releasing  hormone;  clinical 

uses,  1413 

Hypergonadotropic  hypogonadism:  gynecomastia;  interstitial 

cell  tumor  of  testis  as  etiologic  factor,  1752 
Hyperplasia:  gynecomastia;  interstitial  cell  tumor  of  testis  as 
etiologic  factor,  1752 

Hypertension,  severe  pulmonary;  echocardiographic  pseudoste- 
nosis of  mitral  and  tricuspid  valves,  1772 
Hyperthyroidism:  gynecomastia;  interstitial  cell  tumor  of  tes- 
tis as  etiologic  factor,  1752 

Hypertrophy:  massive  recurrent  abdominal  ascites  [Clini- 

copathologic  Conference],  1713 

Hypocalcemia:  questions  and  answers  [Drug  Information], 

1723 

Hypoglycemia:  developmental  cataracts,  1757 
Hypogonadism:  gynecomastia;  interstitial  cell  tumor  of  testis 
as  etiologic  factor,  1752 
Hypokalemia,  self-induced,  2229 

Hypophosphatemia:  questions  and  answers  [Drug  Informa- 

tion], 1723 

Hypoplasia:  thymoma  associated  with  metastatic  skin  cancer 
and  systemic  lupus  erythematosus,  1538 
Hypothalamic-pituitary-thyroid  disorders:  thyrotropin-releas- 
ing hormone;  clinical  uses,  1413 
Hypothalamus 

implications  of  stress  concept  [Stress  and  Adaptation]  (Sym- 
posium), 2139 

thyrotropin-releasing  hormone;  clinical  uses,  1413 
Hypothermia,  profound,  and  circulatory  arrest;  surgical  treat- 
ment of  difficult  patent  ductus  arteriosus  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Surgery], 
2190 

Hypothermia,  spinal  cord;  neurosurgical  management  of  imme- 
diate and  delayed  post-traumatic  neurologic  sequelae,  2387 
Hypothermostat:  spinal  cord  hypothermia;  neurosurgical 

management  of  immediate  and  delayed  post-traumatic  neu- 
rologic sequelae,  2387 

Hypothyroidism,  primary,  pituitary  tumor  with;  possible  etio- 
logic relationship,  1737 

Hypoxia:  glucose,  insulin,  and  potassium  therapy  for  heart 

disease;  history  of  GIK  therapy,  1463 
Hysterectomy:  invasive  carcinoma  of  uterine  cervix;  diag- 

nostic and  therapeutic  changes,  2510 


Hysterotomy:  performing  second-trimester  abortions;  ratio- 

nale for  inpatient  basis,  2168 

Iatrogenic  ventricular  fibrillation,  recurrent;  induced  by  mal- 
positioned  central  venous  catheter,  2244 
Immorality  of  New  York  Physicians’  Strike  (Rosner),  1782 
Immunization  and  Disease  in  New  York  (Hinman),  2172 
Immunoglobulins:  Alzheimer’s  disease;  evaluation  of  immuno- 
logic indices,  1222 

Immunologic  Approaches  to  Diagnosis  and  Treatment  of  Can- 
cer (Hirshaut)  [Cancer  Chemotherapy]  (Symposium),  2159 
Immunologic  indices,  evaluation  of;  Alzeimer’s  disease,  1222 
Immunology:  alpha-fetoprotein  assay;  significance  and  clinical 
applications,  1403 

Impaired  atrioventricular  conduction,  diabetes  mellitus  and, 
2517 

Implications  of  Stress  Concept  (Selye)  [Stress  and  Adaptation] 
(Symposium),  2139 

Incidence  of  Bacteriuria  in  High-Risk  Neonate  (Pierog,  Partha- 
sarathy,  Rojanaphruk,  and  Pryles),  2152 
Indices,  evaluation  of  immunologic;  Alzeimer’s  disease,  1222 
Infarctectomy:  inventory  of  surgical  operations  for  cardiac 

structural  sequels  of  myocardial  infarction;  part  1, 1201 
Infarction:  glucose,  insulin,  and  potassium  therapy  for  heart 
disease;  history  of  GIK  therapy,  1463 
Infarction,  myocardial,  inventory  of  surgical  operations  for  car- 
diac structural  sequels  of;  part  I,  1201;  part  II,  1448;  part  III, 
1672;  part  IV,  2198 

Infarction,  myocardial,  repair  of  ventricular  aneurysm,  septal 
perforation,  and  coronary  circulation  after,  1282 
Infection:  medical  problems  of  ear  piercing,  1460 
Infection,  urinary  tract,  clinical  performance  in  diagnosis  and 
treatment  of;  nurse  practitioners,  2424 
Infections,  central  nervous  system,  in  New  York  State;  etiologic 
and  epidemiologic  observations,  1974,  2337 
Infectious  diseases:  influenza  and  pneumonia;  aids  in  differen- 
tial diagnosis,  2123 

Infectious  Mononucleosis;  Retinopathy,  Fixed  Pupils,  and  Sei- 
zure Complications  (Richard),  1547 
Inferior  Vena  Cava;  Roentgen  Appearance  in  Tricuspid  Insuffi- 
ciency (Voges  and  Finby),  1777 
Inflammation:  medical  problems  of  ear  piercing,  1460 
Inflammatory  disease,  pelvic;  rare  sequela  of  battered-child 
syndrome,  2405 

Influenza  and  Pneumonia;  Aids  in  Differential  Diagnosis 
(Tomar,  Choa,  Cornwall,  and  Mitchell),  2123 
Influenza:  central  nervous  system  infections  in  New  York 

State;  etiologic  and  epidemiologic  observations,  1974,  2337 
Influenza  vaccine:  questions  and  answers  [Drug  Information], 
2532 

Innominate  artery,  tortuous,  simulating  thyroid  nodule,  1276 
Inpatient  basis,  rationale  for;  performing  second-trimester 
abortions,  2168 

Insulin,  glucose,  and  potassium  therapy  for  heart  disease;  histo- 
ry of  GIK  therapy,  1463 

Intermittent  bolus:  questions  and  answers  [Drug  Informa- 

tion], 2532 

Intermittent  Diastolic  Murmur;  Caused  by  Coronary  Artery 
Stenosis  (Aintablian,  Etess,  and  Hamby),  1536 
Internal  Mammary  Artery  Graft;  Coronary  Bypass  as  Primary 
Method  of  Myocardial  Revascularization  (Vidne,  Bunnell, 
Greene,  Lajos,  Lee,  and  Schimert),  1211 
Interns 

housestaff  strike;  immoral  or  inevitable?,  1784 
immorality  of  New  York  physicians’  strike,  1782 
Interstitial  cell  tumor  of  testis  as  etiologic  factor;  gynecomastia, 
1752 

Intra-aortic  balloon  pumping,  management  with  intraoperative 
unidirectional;  left  ventricular  power  failure  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Surgery], 
2194 

Intra-atrial  extension  tumor,  surgical  management  of  [Ab- 
stracts, Discussions,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  1701 


December  1975/New  York  State  Journal  of  Medicine  2617 


Intracaval  Umbrella  Filter  Therapy  for  Pulmonary  Embolus; 
Long-Term  Results  (Bloomfield,  Jomain,  and  Cerruti)  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  2185 

Intractable  Heart  Failure  [Clinicopathologic  Conference],  1238 
Intraosseous  ganglion:  asymptomatic  clavicular  lesion  [Corre- 
lation Conferences  in  Radiology  and  Pathology],  1710 
Intravascular  coagulation,  disseminated,  and  chloromas  con- 
taining sea-blue  histiocytes;  chronic  myelogenous  leukemia, 
1271 

Intrinsic  stress:  cardiovascular  diseases;  role  of  psychogenic 

and  behavior  patterns  in  development  and  aggravation 
[Stress  and  Adaptation]  (Symposium),  2128 
Introduction  (Angrist)  [Stress  and  Adaptation]  (Symposium), 
2128 

Invasive  Carcinoma  of  Uterine  Cervix;  Diagnostic  and  Thera- 
peutic Changes  (Piver),  2510 

Inventory  of  Surgical  Operations  for  Cardiac  Structural  Se- 
quels of  Myocardial  Infarction  (Schechter);  Part  I,  1201;  Part 
II,  1448;  Part  III,  1672;  Part  IV,  2198 
Ischemia:  glucose,  insulin,  and  potassium  therapy  for  heart 

disease;  history  of  GIK  therapy,  1463 
Ischemic  lower  extremity,  limb  salvage  in,  1649 

Jaundice  and  Splenomegaly  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  2396 
Jaundice  of  pregnancy,  recurrent,  2412 
Jaundice:  questions  and  answers  [Drug  Information],  1723 
Jejunum:  strongyloidiasis  with  massive  hyperinfection,  1230 
John  Van  Alstyne  His  Book;  A Medical  Student’s  Lecture 
Notes  in  1822  (Blinderman)  [History  of  Medicine],  2577 

Keloid:  medical  problems  of  ear  piercing,  1460 
Ketoacidosis,  diabetic,  repeated  episodes  of,  2555 
Kidney,  ectopic,  in  obstetrics  and  gynecology,  2522 
Kidney:  splenic  hump  versus  renal  mass,  1760 
Klinefelter’s  syndrome:  gynecomastia;  interstitial  cell  tumor 

of  testis  as  etiologic  factor,  1752 

Lactulose:  questions  and  answers  [Drug  Information],  1723 
Large-Scale  Blood-Screening  Program  for  Hepatitis  B (Der- 
rick, Young,  and  Pert),  1693 

Large-Tube  Drainage  of  Malignant  Pleural  Effusion  (Braun 
and  Schlang),  1550 

Lavage,  diagnostic  peritoneal;  technique,  complications,  and 
interpretations,  2149 
Lawyer’s  viewpoint;  contingent  fees,  1301 

Lecture  notes,  a medical  student’s,  in  1822;  John  Van  Alstyne 
his  book  [History  of  Medicine],  2577 
Left  renal  abscess:  renal  mass  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  2212 

Left  Ventricular  Power  Failure;  Management  with  Intraopera- 
tive Unidirectional  Intra-Aortic  Balloon  Pumping  (Bregman, 
Parodi,  Edie,  Bowman,  Jr.,  Reemtsma,  and  Malm)  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  2194 

Legal  fee,  contingent,  medical  practice  and,  1295 
Left  Ventricular  Aneurysm  Due  to  Blunt  Trauma  (Sakurai, 
Lukban,  Litwak,  and  Pereyo)  [Abstracts,  Reports,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery],  2367 
Leiomyoma:  lower  esophageal  lesion  with  bleeding  [Clini- 

copathologic Conference],  2215 

Leiomyosarcoma  of  Superficial  Soft  Tissue  with  Unusual  Me- 
tastasis (Kaplan  and  Varga),  2240 
Lens  opacities:  developmental  cataracts,  1757 
Lesion,  asymptomatic  clavicular  [Correlation  Conferences  in 
Radiology  and  Pathology],  1710 
Lesion,  disappearing  pulmonary;  bronchiectasis,  1683 
Lesion,  lower  esophageal,  with  bleeding  [Clinicopathologic 
Conference],  2215 
Lesion 

chylous  pleural  effusion  in  acute  myelomonocytic  leukemia, 
2537 


invasive  carcinoma  of  uterine  cervix;  diagnostic  and  thera- 
peutic changes,  2510 
Lesions 

chronic  traumatic  dissecting  aortic  aneurysms;  four-year 
delay  in  recognition  and  treatment  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery], 
2181 

radiographic  manifestations  of  teratoma,  2353 
stereotaxis  biopsy  for  pulmonary  surgery  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery], 2365 

Von  Recklinghausen’s  neurofibromatosis;  with  nonosteogen- 
ic  fibroma,  2407 

Leukemia,  acute  myelomonocytic,  chylous  pleural  effusion  in, 
2537 

Leukemia,  atypical  myelogenous,  simulating  tuberculous  pneu- 
monia, 2548 

Leukemia,  chronic  myelogenous;  disseminated  intravascular 
coagulation  and  chloromas  containing  sea-blue  histiocytes, 
1271 

Leukemia:  erythroleukemia;  following  melphalan  therapy  for 
multiple  myeloma,  2402 

Levodopa:  questions  and  answers  [Drug  Information],  1723 
Librium:  questions  and  answers  [Drug  Information],  1334 
Lidocaine,  paroxysmal  ventricular  fibrillation  treated  with; 
quinidine  syncope,  2542 

Limb  Salvage  in  Ischemic  Lower  Extremity  (Baron),  1649 
Lithium  Prophylaxis  in  Affective  Disorders  (Fieve),  1219 
Liver:  radiology  of  hepatic  abscess,  1417 

Liver  damage:  questions  and  answers  [Drug  Information], 

1723 

Liver  disorders:  hepatic  diseases;  unsuspected  before  surgery, 
1278 

Lord’s  operation,  evaluation  of;  hydrocelectomy,  2165 
Lower  Esophageal  Lesion  with  Bleeding  [Clinicopathologic 
Conference],  2215 

Lower  extremity,  ischemic,  limb  salvage  in,  1649 
Lung:  surgical  management  of  intra-atrial  extension  tumor 

[Abstracts,  Discussions,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  1701 

Lung  abscess:  bronchiectasis;  disappearing  pulmonary  lesion, 
1683 

Lung  cancer,  radiologically  occult  [Abstracts,  Discussions,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  1699 
Lung,  unusual  location  in;  amebiasis,  1542 
Lungs,  with  metastases  to;  carcinoma  of  thyroid,  1544 
Lupus  erythematosus,  systemic;  bilateral  aseptic  necrosis  of 
hip,  1523 

Lupus  erythematosus,  systemic,  thymoma  associated  with  met- 
astatic skin  cancer  and,  1538 

Lupus  nephritis:  cellulitis;  caused  by  Neisseria  mucosa,  1265 
Lymphadenectomy:  invasive  carcinoma  of  uterine  cervix;  di- 

agnostic and  therapeutic  changes,  2510 
Lymphangiography:  invasive  carcinoma  of  uterine  cervix;  di- 

agnostic and  therapeutic  changes,  2510 
Lymphocytic  choriomeningitis:  central  nervous  system  infec- 
tion in  New  York  State;  etiologic  and  epidemiologic  observa- 
tions, 1974,  2337 

Lymphoma:  jaundice  and  splenomegaly  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  2396 

Main  Left  Coronary  Artery  Disease;  Risk  of  Coronary  Angiog- 
raphy and  Bypass  Surgery  (Mehta,  Hamby,  Voletti,  Wisoff, 
and  Hartstein)  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  2193 
Maintaining  the  Geriatric  Patient’s  Identity;  Physician’s  Role 
(Harris)  [Geriatrics],  1252 

Malaria:  communicable  diseases  across  the  oceans  [History  of 
Medicine],  1568 

Male  breast,  carcinoma  of,  1226 

Male  breast:  gynecomastia;  interstitial  cell  tumor  of  testis  as 
etiologic  factor,  1752 

Male  infertility:  questions  and  answers  [Drug  Information], 

1723 


2618  New  York  State  Journal  of  Medicine  / December  1975 


Male  urogenital  cancer,  chemotherapy  of  [Cancer  Chemothera- 
py) (Symposium),  2160 

Malignant  Blue  Nevus;  Occurrence  with  Aggressive  Behavior 
(Reiss  and  Gray),  1749 

Malignant  melanoma  of  esophagus,  primary  [Abstracts,  Discus- 
sions, Proceedings,  New  York  Society  for  Thoracic  Surgery), 
1706 

Malignant  pleural  effusion,  large-tube  drainage  of,  1550 
Malignant  pleural  effusion,  selection  of  therapy  for  [Abstracts, 
Discussions,  Proceedings,  New  York  Society  for  Thoracic 
Surgery),  1703 

Malignant  Prostatic  Cystosarcoma  Phyllodes  (Gueft  and 
Walsh),  2226 

Malignant  tracheo-esophageal  fistula,  surgical  management  of 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2369 

Malignant  tumors:  questions  and  answers  [Drug  Information), 
2532 

Malpositioned  central  venous  catheter,  induced  by;  recurrent 
iatrogenic  ventricular  fibrillation,  2244 
Malpractice  Crisis  (Masur),  1554 
Malpractice 

contingent  fees;  a lawyer’s  viewpoint,  1301 
medical  practice  and  contingent  legal  fee,  1295 
retrospective  evaluation  of  all  anesthetic  care  [Anesthesia 
Care]  (Symposium),  2378 

Mammary  artery  graft,  internal;  coronary  bypass  as  primary 
method  of  myocardial  revascularization,  1211 
Management  of  Pacemaker  Malfunction  (Thompson,  Torres, 
and  Glass),  2249 

Management,  surgical,  of  malignant  tracheo-esophageal  fistula 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2369 

Manic  depression:  lithium  prophylaxis  in  affective  disorders, 
1219 

Mass,  renal  [Correlation  Conferences  in  Radiology  and  Pathol- 
ogy], 2212 

Mass,  renal,  splenic  hump  versus,  1760 

Massive  Recurrent  Abdominal  Ascites  [Clinicopathologic  Con- 
ference], 1713 
Measles 

communicable  diseases  across  the  oceans  [History  of  Medi- 
cine], 1568 

immunization  and  disease  in  New  York,  2172 
Mediastinal  neoplasm:  thymoma  associated  with  metastatic 

skin  cancer  and  systemic  lupus  erythematosus,  1538 
Mediastinum 

chylous  pleural  effusion  in  acute  myelomonocytic  leukemia, 
2537 

radiographic  manifestations  of  teratoma,  2353 
Medical  Consequences  of  Teenage  Sexuality  (Hinman,  Stroh, 
Gesche,  and  Whitaker),  1439 

Medical  education,  case  histories  in  [Anesthesia  Care]  (Sympo- 
sium), 2380 

Medical  ethics:  ethics;  modern  concepts  and  interpretations, 
2562 

Medical  Practice  and  Contingent  Legal  Fee  (Blackman),  1295 
Medical  Problems  of  Ear  Piercing  (Biggar  and  Haughie),  1460 
Medical  Programs  in  Foreign  Technical  Assistance  (Zaki),  1315 
Medical  student’s  lecture  notes  in  1822;  John  Van  Alstyne  his 
book  [History  of  Medicine],  2577 
Medicine,  English,  the  flower  of  [History  of  Medicine],  2571 
Melanoma:  malignant  blue  nevus;  occurrence  with  aggressive 
behavior,  1749 

Melanoma  of  esophagus,  primary  malignant  [Abstracts,  Discus- 
sions, Proceedings,  New  York  Society  for  Thoracic  Surgery], 
1706 

Mellitus,  diabetes,  and  impaired  atrioventricular  conduction, 
2517 

Melphalan  therapy  for  multiple  myeloma,  following;  erythro- 
leukemia,  2402 

Meningioma:  severe  polydipsia  and  polyuria  [Clinicopatholog- 
ic Conference],  1496 

Meningitis:  central  nervous  system  infections  in  New  York 


State;  etiologic  and  epidemiologic  observations,  1974,  2337 
Meningococcemia:  downstream  bacterial  emboli,  1552 
Mental  health:  psychiatrists’  prescription  practices;  compara- 
tive survey,  with  incidence  data  from  California,  New  York, 
Pennsylvania,  and  Texas,  1327 

Mental  health,  stress,  aging,  and  [Stress  and  Adaptation] 
(Symposium),  2135 

Meperidine  hydrochloride:  the  Swiss  connection,  1509 
Meprobamate:  questions  and  answers  [Drug  Information], 

1334 

Metabolic  bone  disease,  skeletal  remodeling  physiology  and  its 
relation  to,  1656 

Metastases:  malignant  blue  nevus;  occurrence  with  aggressive 
behavior,  1749 

Metastases,  skin,  and  hepatic  cancer  in  childhood,  1728 
Metastases  to  lungs,  with;  carcinoma  of  thyroid,  1544 
Metastatic  breast  cancer,  chemotherapy  of  [Cancer  Chemo- 
therapy] (Symposium),  2161 

Metastatic  skin  cancer  and  systemic  lupus  erythematosus,  thy- 
moma associated  with,  1538 

Metastasis,  leiomyosarcoma  of  superficial  soft  tissue  with  un- 
usual, 2240 
Metastasis 

jaundice  and  splenomegaly  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  2396 

prostatic  carcinoma;  treated  at  categorical  center,  1960-1969, 
1663 

Methoxsalen:  questions  and  answers  [Drug  Information],  2532 
Methyldopa:  questions  and  answers  [Drug  Information],  1723 
Methylphenidate  hydrochloride:  the  Swiss  connection,  1509 
Metronidazole:  questions  and  answers  [Drug  Information], 

1334,  2532 

Military  Man  (Patterson)  [Stress  and  Adaptation]  (Sympo- 
sium), 2132 

Mitral  and  tricuspid  valves,  echocardiographic  pseudostenosis 
of;  severe  pulmonary  hypertension,  1772 
Mitral  annular  dilation:  inventory  of  surgical  operations  for 

cardiac  structural  sequels  of  myocardial  infarction;  part  IV, 
2198 

Mitral  subvalvular  apparatus:  inventory  of  surgical  operations 
for  cardiac  structural  sequels  of  myocardial  infarction;  part 
IV, 2198 

Mitral  valve  prolapse,  associated  with;  ostium  primum  atrial 
septal  defect,  2234 

Mononucleosis,  infectious;  retinopathy,  fixed  pupils,  and  sei- 
zure complications,  1547 
Mucosa,  caused  by  Neisseria;  cellulitis,  1265 
Multidiscipline  Management  of  Bone  Sarcomas  (Rosen)  [Can- 
cer Chemotherapy]  (Symposium),  2159 
Mumps:  immunization  and  disease  in  New  York,  2172 
Murmur,  intermittent  diastolic;  caused  by  coronary  artery  ste- 
nosis, 1536 

Myelogenous  leukemia,  atypical,  simulating  tuberculous  pneu- 
monia, 2548 

Myelogenous  leukemia,  chronic;  disseminated  intravascular 
coagulation  and  chloromas  containing  sea-blue  histiocytes, 
1271 

Myeloma,  multiple,  following  melphalan  therapy  for;  erythro- 
leukemia,  2402 

Myelomonocytic  leukemia,  acute,  chylous  pleural  effusion  in, 
2537 

Myoblastoma,  granular-cell,  in  pancreas,  1270 
Myocardial  infarct:  gas  gangrene  (abscess)  of  heart,  1760 
Myocardial  infarction,  cardiac  structural  sequels  of,  inventory 
of  surgical  operations  for;  part  I,  1201;  part  II,  1448;  part  III, 
1672;  part  IV,  2198 

Myocardial  infarction,  repair  of  ventricular  aneurysm,  septal 
perforation,  and  coronary  circulation  after,  1282 
Myocardial  infarction 

cardiovascular  diseases;  role  of  psychogenic  and  behavior 
patterns  in  development  and  aggravation  [Stress  and  Ad- 
aptation] (Symposium),  2128 

glucose,  insulin,  and  potassium  therapy  for  heart  disease; 
history  of  GIK  therapy,  1463 
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intermittent  diastolic  murmur;  caused  by  coronary  artery 
stenosis,  1536 

left  ventricular  aneurysm  due  to  blunt  trauma  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery], 2367 

massive  recurrent  abdominal  ascites  [Clinicopathologic  Con- 
ference], 1713 

questions  and  answers  [Drug  Information],  2532 
Myocardial  revascularization,  coronary  bypass  as  primary 
method  of;  internal  mammary  artery  graft,  121 1 
Myocardial  revascularization:  inventory  of  surgical  operations 
for  cardiac  structural  myocardial  infarction;  part  II,  1448 
Myxedema:  gynecomastia;  interstitial  cell  tumor  of  testis  as 

etiologic  factor,  1752 

Narcotic  Drug  Control  Commission:  narcotic  legislation  in 

New  York  State,  2258 

Narcotic  Legislation  in  New  York  State  (Sadowsky),  2258 
Narcotics 

the  Swiss  connection,  1509 

turn  in  pushers;  analysis  and  course  of  action,  1801 
Neck  masses:  cervical  thymic  cyst,  2553 

Necrosis  of  hip,  bilateral  aseptic;  systemic  lupus  erythemato- 
sus, 1523 

Necrosis:  questions  and  answers  [Drug  Information],  1723 
Neisseria  mucosa,  caused  by;  cellulitis,  1265 
Neonate,  high-risk,  incidence  of  bacteriuria  in,  2152 
Neonatology;  trisomy  D syndrome;  transmission  of  D/D  trans- 
location chromosome,  2236 

Neoplasm:  thymoma  associated  with  metastatic  skin  cancer 

and  systemic  lupus  erythematosus,  1538 
Nephrolithiasis:  renal  mass  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  2212 

Nephrotic  syndrome,  associated  with  systemic  amyloidosis  and: 
carcinoma  of  thyroid  gland,  1770 
Nervous  system,  central,  infections  in  New  York  State;  etiolog- 
ic and  epidemiologic  observations,  1974,  2337 
Neurectomy,  tympanic;  correction  of  drooling  in  cerebral  palsy, 
2419 

Neuroblastoma  in  Adolescence  and  Adulthood  (Tang  and 
Hajdu),  1434 

Neurofibromatosis,  Von  Rechlinghausen’s;  with  nonosteogenic 
fibroma,  2407 

Neurologic  sequelae,  neurosurgical  management  of  immediate 
and  delayed  post-traumatic;  spinal  cord  hypothermia,  2387 
Neurology:  presenile  dementia,  1493 

Neurosurgical  management  of  immediate  and  delayed  post- 
traumatic  neurologic  sequelae;  spinal  cord  hypothermia, 

2387 

Neutral  red:  questions  and  answers  [Drug  Information],  1723 
Nevus,  malignant  blue;  occurrence  with  aggressive  behavior, 
1749 

New  York  City  borough,  theoretic  model  in;  obstetrics  facili- 
ties, 2254 

New  York  City,  shared  professional  facilites  in,  1306 
New  York,  immunization  and  disease  in,  2172 
New  York  physicians’  strike,  immorality  of,  1782 
New  York  State,  central  nervous  system  infections  in;  etiologic 
and  epidemiologic  observations,  1974,  2337 
New  York  State,  narcotic  legislation  in,  2258 
New  York  State  Task  Force  on  Alcohol  Problems;  Position 
Paper  on  Treatment  (Zimberg),  1794 
Nitroglycerin:  questions  and  answers  [Drug  Information], 

1723,  2532 

Nodule,  thyroid,  tortuous  innominate  artery  simulating,  1276 
Nomenclature:  communicable  diseases  across  the  oceans  [His- 
tory of  Medicine],  1568 

Nonbacterial  thrombotic  endocarditis,  systemic  embolization 
from;  thrombotic  thrombocytopenic  purpura,  2246 
Nonosteogenic  fibroma,  with;  Von  Recklinghausen’s  neurofi- 
bromatosis, 2407 

Nurse  Practitioners;  Clinical  Performance  in  Diagnosis  and 
Treatment  of  Urinary  Tract  Infection  (Dutton,  Hoffman, 
and  Ryan),  2424 


Nurses:  promoting  patient  compliance;  role  of  health  profes- 
sionals, government,  and  the  pharmaceutical  industry,  2263 

Objective  is  Freedom  (Meyerhoff),  2565 
Obstetrics  and  gynecology,  ectopic  kidney  in,  2522 
Obstetrics  Facilities;  Theoretic  Model  in  New  York  City  Bor- 
ough (Milliken,  Leszkiewicz,  and  Milliken),  2254 
Obstetrics:  recurrent  jaundice  of  pregnancy,  2412 
Occlusion:  limb  salvage  in  ischemic  lower  extremity,  1649 
Occult  lung  cancer,  radiologically  [Abstracts,  Discussions,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  1699 
Oceans,  communicable  diseases  across  the  [History  of  Medi- 
cine], 1568 

Ocular  complications:  infectious  mononucleosis;  retinopathy, 

fixed  pupils,  and  seizure  complications,  1547 
Office  practice,  basal-cell  carcinoma  in,  1427 
Ointment,  candicidin  tablets  and,  in  treatment  of  candidal  vag- 
initis, 1443 

Old  age,  depression  in,  2505 

Omental  Pedicle  Graft  in  Closure  of  Large  Anterior  Chest-Wall 
Defects  (Carberry  and  Ballantyne)  [Abstracts,  Discussions, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  1705 
Open-heart  surgery:  glucose,  insulin,  and  potassium  therapy 

for  heart  disease;  history  of  GIK  therapy,  1463 
Operation,  Lord’s,  evaluation  of;  hydrocelectomy,  2165 
Operations  for  cardiac  structural  sequels  of  myocardial  infarc- 
tion, inventory  of  surgical;  part  I,  1201;  part  II,  1448;  part  III, 
1672;  part  IV,  2198 

Ophthalmology:  developmental  cataracts,  1757 
Oral  contraceptives 

Candicidin  tablets  and  ointment  in  treatment  of  candidal 
vaginitis,  1443 

recurrent  jaundice  of  pregnancy,  2412 
Orchiectomy:  prostatic  carcinoma;  treated  at  categorical  cen- 
ter, 1960-1969,  1663 

Orthopedic  surgery:  painful  fabella  syndrome,  1735 
Osteoblasts:  skeletal  remodeling  physiology  and  its  relation  to 
metabolic  bone  disease,  1656 

Osteoclasts:  skeletal  remodeling  physiology  and  its  relation  to 
metabolic  bone  disease,  1656 

Osteomalacia  Associated  with  Anticonvulsant  Drugs  (Klein 
and  Deguia),  2545 

Ostium  Primum  Atrial  Septal  Defect;  Associated  With  Mitral 
Valve  Prolapse  (Menachemi,  Aintablian,  and  Hamby),  2234 
Otitis  media:  tonsillectomy  and  adenoidectomy;  are  too  many 
being  done?,  2428 

Outpatient  services:  New  York  State  task  force  on  alcohol 

problems;  position  paper  on  treatment,  1794 
Ovary:  radiographic  manifestations  of  teratoma,  2353 
Overdose:  drugs  ingested  in  suicide  attempts  and  fatal  out- 

come, 2343 

Oxytocic  drugs:  case  histories  in  continuing  medical  education 
[Anesthesia  Care]  (Symposium),  2380 

Pacemaker  malfunction,  management  of,  2249 
Pad  biopsy,  scalene  fat;  special  indication,  1532 
Painful  Fabella  Syndrome  (Barenfeld  and  Weseley),  1735 
Palsy,  cerebral,  correction  of  drooling  in;  tympanic  neurectomy, 
2419 

Pancreas,  granular-cell  myoblastoma  in,  1270 
Papillary  cystadenoma:  malignant  prostatic  cystosarcoma 

phyllodes,  2226 

Papillary  muscle  rupture:  inventory  of  surgical  operations  for 
cardiac  structural  sequels  of  myocardial  infarction;  part  IV, 
2198 

Para-aortic  node  irradiation:  invasive  carcinoma  of  uterine 

cervix;  diagnostic  and  therapeutic  changes,  2510 
Paracentesis:  diagnostic  peritoneal  lavage;  technique,  compli- 
cations, and  interpretations,  2149 
Paraplegia:  spinal  tuberculosis;  treatment  by  debridement 

and  anterior  spine  fusion,  1527 

Parathyroid  hormone:  skeletal  remodeling  physiology  and  its 
relation  to  metabolic  bone  disease,  1656 
Paroxysmal  ventricular  fibrillation  treated  with  lidocaine; 
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quinidine  syncope,  2542 

Parietal  aneurysm:  inventory  of  surgical  operations  for  cardiac 
structural  sequels  of  myocardial  infarction;  part  II,  1448 
Parietal  infarct:  inventory  of  surgical  operations  for  cardiac 

structural  sequels  of  myocardial  infarction;  part  I,  1201 
Parietal  pseudoaneurysm:  inventory  of  surgical  operations  for 
cardiac  structural  sequels  of  myocardial  infarction;  part  I, 
1201 

Parietal  resection:  inventory  of  surgical  operations  for  cardiac 
structural  sequels  of  myocardial  infarction;  part  III,  1672 
Parietal  rupture:  inventory  of  surgical  operations  tor  cardiac 

structural  sequels  of  myocardial  infarction;  part  I,  1201 
Patent  ductus  arteriosus,  difficult,  surgical  treatment  of;  pro- 
found hypothermia  and  circulatory  arrest  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Surgery], 
2190 

Patient  compliance,  promoting;  role  of  health  professionals, 
government,  and  the  pharmaceutical  industry,  2263 
Pediatrics 

bladder  stone  in  childhood,  1288 
incidence  of  bacteriuria  in  high-risk  neonate,  2152 
skin  metastases  and  hepatic  cancer  in  childhood,  1728 
trisomy  D syndrome;  transmission  of  D/D  translocation 
chromosome,  2236 

Pedicle  graft,  omental,  in  closure  of  large  anterior  chest-wall 
defects  [Abstracts,  Discussions,  Proceedings,  New  York  Soci- 
ety for  Thoracic  Surgery],  1705 

Pelvic  exenterative  surgery:  invasive  carcinoma  of  uterine  cer- 
vix; diagnostic  and  therapeutic  changes,  2510 
Pelvic  Inflammatory  Disease;  Rare  Sequela  of  Battered-Child 
Syndrome  (Caruso),  2405 

Pelvic  mass:  malignant  prostatic  cystosarcoma  phyllodes,  2226 
Penicillin:  questions  and  answers  [Drug  Information],  1334 
Penicillin  G;  questions  and  answers  [Drug  Information],  1723 
Penile  carcinoma,  circumcision  and,  1520 
Penology,  today’s  problems  in,  1812 

Percutaneous  bladder  aspiration:  incidence  of  bacteriuria  in 

high-risk  neonate,  2152 

Perforation:  inventory  of  surgical  operations  for  cardiac  struc- 
tural sequels  of  myocardial  infarction;  part  III,  1672 
Perforation,  septal,  and  coronary  circulation  after  myocardial 
infarction,  repair  of  ventricular  aneurysm,  1282 
Performing  Second-Trimester  Abortions;  Rationale  for  Inpa- 
tient Basis  (Stroh,  Katz,  and  Hinman),  2168 
Perfusion:  spinal  cord  hypothermia;  neurosurgical  manage- 

ment of  immediate  and  delayed  post-traumatic  neurologic 
sequelae,  2387 

Peritoneal  lavage,  diagnostic;  technique,  complications,  and  in- 
terpretations, 2149 

Peritonitis,  starch  granulomatous,  1743 

Personality:  lithium  prophylaxis  in  affective  disorders,  1219 

Pertussis 

bronchiectasis;  disappearing  pulmonary  lesion,  1683 
immunization  and  disease  in  New  York,  2172 
Pharmaceutical  industry,  role  of  health  professionals,  govern- 
ment, and  the;  promoting  patient  compliance,  2263 
Pharmacists:  promoting  patient  compliance;  role  of  health 

professionals,  government,  and  the  pharmaceutical  industry, 
2263 

Phenmetrazine  hydrochloride:  the  Swiss  connection,  1509 
Phenobarbitol:  questions  and  answers  [Drug  Information], 

1723 

Photodynamic  therapy:  questions  and  answers  [Drug  Infor- 

mation], 1723 

Phyllodes,  malignant  prostatic  cystosarcoma,  2226 
Physician  Access  to  Hospitals;  Right  or  Privilege?  (Milliken 
and  Milliken),  1807 

Physician  rather  than  technician;  function  of  anesthesiologist 
[Anesthesia  Care]  (Symposium),  2383 
Physician’s  role;  maintaining  the  geriatric  patient’s  identity 
[Geriatrics],  1253 

Physicians  avoid  early  diagnosis  of  alcoholism,  why,  1788 
Physicians:  promoting  patient  compliance;  role  of  health  pro- 
fessionals, government,  and  the  pharmaceutical  industry. 


2263 

Physicians’  strike,  New  York,  immorality  of,  1782 
Physiology,  skeletal  remodeling,  and  its  relation  to  metabolic 
bone  disease,  1656 

Pinealoma:  severe  polydipsia  and  polyuria  [Clinicopathologic 
Conference],  1496 

Pituitary  Tumor  with  Primary  Hypothyroidism;  Possible  Etio- 
logic  Relationship  (Balsam  and  Oppenheimer),  1737 
Placebo:  questions  and  answers  [Drug  Information],  1723 
Pleural  effusion,  chylous,  in  acute  myelomonocytic  leukemia, 
2537 

Pleural  effusion,  malignant,  large-tube  drainage  of,  1550 
Pleural  effusion,  malignant,  selection  of  therapy  for  (Abstracts, 
Discussions,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  1703 

Pleurisy:  thymoma  associated  with  metastatic  skin  cancer  and 
systemic  lupus  erythematosus,  1538 
Pneumonia,  influenza  and;  aids  in  differential  diagnosis,  2123 
Pneumonia,  tuberculous,  atypical  myelogenous  leukemia  simu- 
lating, 2548 

Pneumonia:  intractable  heart  failure  [Clinicopathologic  Con- 
ference], 1238 

Pneumonitis:  bronchiectasis;  disappearing  pulmonary  lesion, 

1683 

Poliomyelitis 

immunization  and  disease  in  New  York,  2172 
tonsillectomy  and  adenoidectomy;  are  too  many  being  done?, 
2428 

Polyarthralgias:  systemic  lupus  erythematosus;  bilateral  asep- 
tic necrosis  of  hip,  1523 
Polyarthritis 

systemic  lupus  erythematosus;  bilateral  aseptic  necrosis  of 
hip,  1523 

thymoma  associated  with  metastatic  skin  cancer  and  system- 
ic lupus  erythematosus,  1538 

Polydipsia  and  polyuria,  severe  [Clinicopathologic  Conference], 
1496 

Polyp:  lower  esophageal  lesion  with  bleeding  [Clinicopatholog- 
ic Conference],  2215 

Polypharmacy:  psychiatrists’  prescription  practices;  compara- 
tive survey,  with  incidence  data  from  California,  New  York, 
Pennsylvania,  and  Texas,  1327 

Polyuria,  severe  polydipsia  and  [Clinicopathologic  Conference], 
1496 

Popliteal  pain:  painful  fabella  syndrome,  1735 
Portal  vein  obstruction:  jaundice  and  splenomegaly  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  2396 
Postictal  Pulmonary  Edema  (Greene,  Platt,  and  Matz),  1257 
Potassium,  glucose,  insulin,  and,  therapy  for  heart  disease;  his- 
tory of  GIK  therapy,  1463 
Potassium;  self-induced  hypokalemia,  2229 
Powder:  starch  granulomatous  peritonitis,  1743 
Practice,  medical,  and  contingent  legal  fee,  1295 
Practices,  psychiatrists’  prescription;  comparative  survey,  with 
incidence  data  from  California,  New  York,  Pennsylvania, 
and  Texas,  1327 

Practitioners,  nurse;  clinical  performance  in  diagnosis  and 
treatment  of  urinary  tract  infection,  2424 
Pregnancy 

amniotic  fluid  embolism;  respiratory  problem,  1517 
ectopic  kidney  in  obstetrics  and  gynecology,  2522 
medical  consequences  of  teenage  sexuality,  1439 
questions  and  answers  [Drug  Information],  1334 
Pregnancy  in  Women  with  Prosthetic  Heart  Valves  (Holswade 
and  Arditi)  [Abstracts,  Reports,  Proceedings,  New  York  So- 
ciety for  Thoracic  Surgery],  2374 
Pregnancy,  recurrent  jaundice  of,  2412 

Prescription  practices,  psychiatrists’;  comparative  survey,  with 
incidence  data  from  California,  New  York,  Pennsylvania, 
and  Texas,  1327 

Presenile  Dementia  (Charlton),  1493 

Primary  dementia:  Alzheimer’s  disease;  evaluation  of  immu- 
nologic indices,  1222 

Primary  hepatocellular  carcinoma:  alpha-fetoprotein  assay; 
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significance  and  clinical  applications,  1403 
Primary  hypothyroidism,  pituitary  tumor  with;  possible  etio- 
logic  relationship,  1737 

Primary  Malignant  Melanoma  of  Esophagus  (Yang,  Shin,  Ma- 
thur,  and  Senderoff)  [Abstracts,  Discussions,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  1706 
Primum  atrial  septal  defect,  ostium;  associated  with  mitral 
valve  prolapse,  2234 

Probenicid:  questions  and  answers  [Drug  Information],  1723 
Professional  facilities  in  New  York  City,  shared,  1306 
Proflavine:  questions  and  answers  [Drug  Information],  1723 
Programs,  medical,  in  foreign  technical  assistance,  1315 
Prolapse:  lower  esophageal  lesion  with  bleeding  [Clinicopatho- 
logic  Conference],  2215 

Prolapse,  mitral  valve,  associated  with;  ostium  primum  atrial 
septal  defect,  2234 

Promoting  Patient  Compliance;  Role  of  Health  Professionals, 
Government,  and  the  Pharmaceutical  Industry  (Weintraub), 
2263 

Propanolol:  questions  and  answers  [Drug  Information],  2532 
Prophylaxis  in  affective  disorders,  lithium,  1219 
Prostatic  Carcinoma;  Treated  at  Categorical  Center,  1960-1969 
(Murphy,  Saroff,  Joiner,  and  Gaeta),  1663 
Prostatic  cystosarcoma  phyllodes,  malignant,  2226 
Prosthetic  heart  valves,  pregnancy  in  women  with  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery], 2374 

Pruritis:  recurrent  jaundice  of  pregnancy,  2412 
Pseudoaneurysm:  inventory  of  surgical  operations  for  cardiac 

structural  sequels  of  myocardial  infarction;  part  I,  1201 
Pseudostenosis,  echocardiographic,  of  mitral  and  tricuspid 
valves;  severe  pulmonary  hypertension,  1772 
Psoralens:  questions  and  answers  [Drug  Information],  2532 
Psychiatrists’  Prescription  Practices;  Comparative  Survey, 
with  Incidence  Data  From  California,  New  York,  Pennsylva- 
nia, and  Texas  (Sheppard,  Moan,  Fracchia,  and  Merlis),  1327 
Psychiatry 

depression  in  old  age,  2505 
lithium  prophylaxis  in  affective  disorders,  1219 
stress,  aging,  and  mental  health  [Stress  and  Adaptation] 
(Symposium),  2135 

Psychic  stress:  acute  effects  of  stress  on  renal  function  in 

healthy  donors;  preliminary  report  [Stress  and  Adaptation] 
(Symposium),  2138 

Psychobiology:  aging  and  experience  forms  [Geriatrics],  1556 
Psychogenic  and  behavior  patterns,  role  of,  in  development  and 
aggravation;  cardiovascular  diseases  [Stress  and  Adaptation] 
(Symposium),  2128 

Psychotherapy:  maintaining  the  geriatric  patient’s  identity; 

physician’s  role  [Geriatrics],  1252 
Psychotropic  drugs:  psychiatrists’  prescription  practices;  com- 
parative survey,  with  incidence  data  from  California,  New 
York,  Pennsylvania,  and  Texas,  1327 
Public  Health;  Recent  Developments  from  a County  Perspec- 
tive (Mazur),  2567 

Pulmonary  edema:  amniotic  fluid  embolism;  respiratory  prob- 
lem, 1517 

Pulmonary  edema  and  congestion:  severe  polydipsia  and  poly- 
uria [Clinicopathologic  Conference],  1496 
Pulmonary  edema,  postictal,  1257 

Pulmonary  emboli:  intractable  heart  failure  [Clinicopatholog- 
ic Conference],  1238 

Pulmonary  embolus:  case  histories  in  continuing  medical  edu- 
cation [Anesthesia  Care]  (Symposium),  2380 
Pulmonary  embolus,  intracaval  umbrella  filter  therapy  for  pul- 
monary embolus;  long-term  results  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  2185 
Pulmonary  hypertension,  severe;  echocardiographic  pseudoste- 
nosis of  mitral  and  tricuspid  valves,  1772 
Pulmonary  lesion,  disappearing;  bronchiectasis,  1683 
Pulmonary  resection:  surgical  management  of  intra-atrial  ex- 
tension tumor  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1701 
Pulmonary  surgery,  stereotaxis  biopsy  for  [Abstracts,  Reports, 


Proceedings,  New  York  Society  for  Thoracic  Surgery],  2365 
Pupil  of  John  Hunter  (Taylor)  [History  of  Medicine],  1815 
Pupils,  fixed,  retinopathy,  and  seizure  complications;  infectious 
mononucleosis,  1547 

Purpura,  thrombotic  thrombocytopenic;  systemic  embolization 
from  nonbacterial  thrombotic  endocarditis,  2246 
Pushers,  turn  in;  analysis  and  course  of  action,  1801 
Pyogenic  liver:  radiology  of  hepatic  abscess,  1417 

Questions  and  Answers  [Drug  Information],  1334,  1723,  2532 
Quinidine  Syncope;  Paroxysmal  Ventricular  Fibrillation  Treat- 
ed with  Lidocaine  (Gould,  Reddy,  and  Gomprecht),  2542 

Radiation:  basal-cell  carcinoma  in  office  practice,  1427 
Radiographic  Manifestations  of  Teratoma  (Pantoja,  Wendth, 
and  Cross),  2353 
Radioimmunoassay 

alpha-fetoprotein  assay;  significance  and  clinical  applica- 
tions, 1403 

large-scale  blood-screening  program  for  hepatitis  B,  1693 
Radiologically  Occult  Lung  Cancer  (Martini,  Bains,  and  Beat- 
tie)  [Abstracts,  Discussions,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  1699 

Radiology  of  Hepatic  Abscess  (Madayag,  Lefleur,  Braunstein, 
Beranbaum,  and  Bosniak),  1417 
Radiolucent  lesion:  Von  Recklinghausen’s  neurofibromatosis; 

with  nonosteogenic  fibroma,  2407 
Radiosensitizer:  invasive  carcinoma  of  uterine  cervix;  diag- 

nostic and  therapeutic  changes,  2510 
Recovery  Following  Massive  Self-Poisoning  with  Aspirin 
(James  and  Matinak),  1512 

Recurrent  abdominal  ascites,  massive  [Clinicopathologic  Con- 
ference], 1713 

Recurrent  Iatrogenic  Ventricular  Fibrillation;  Induced  by  Mal- 
positioned  Central  Venous  Catheter  (Quan  and  Monaco), 
2244 

Recurrent  Jaundice  of  Pregnancy  (Jong,  Gastillo,  Chakrabarty, 
and  Benjamin),  2412 

Rehabilitation:  New  York  State  task  force  on  alcohol  prob- 

lems; position  paper  on  treatment,  1794 
Remodeling  physiology,  skeletal,  and  its  relation  to  metabolic 
bone  disease,  1656 

Renal  function,  acute  effects  of  stress  on,  in  healthy  donors; 
preliminary  report  [Stress  and  Adaptation]  (Symposium), 

2138 

Renal  Mass  [Correlation  Conferences  in  Radiology  and  Pathol- 
ogy], 2212 

Renal  mass,  splenic  hump  versus,  1760 

Repair  of  Ventricular  Aneurysm,  Septal  Perforation,  and  Coro- 
nary Circulation  After  Myocardial  Infarction  (Barman,  Gera- 
ci,  and  Selman),  1282 

Repeated  Episodes  of  Diabetic  Ketoacidosis  (Tornabene),  2555 
Resection 

inventory  of  surgical  operations  for  cardiac  structural  sequels 
of  myocardial  infarction;  part  II,  1448;  part  III,  1672 
omental  pedicle  graft  in  closure  of  large  anterior  chest-wall 
defects  [Abstracts,  Discussions,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1705 
Residents 

housestaff  strike;  immoral  or  inevitable?,  1784 
immorality  of  New  York  physicians’  strike,  1782 
Respiration:  humidification  during  anesthesia,  1216 
Respiratory  disorder:  retrospective  evaluation  of  anesthesia 

care  [Anesthesia  Care]  (Symposium),  2381 
Respiratory  problem;  amniotic  fluid  embolism,  1517 
Respiratory  tract  infections:  bronchiectasis;  disappearing  pul- 
monary lesion,  1683 

Retinopathy,  fixed  pupils,  and  seizure  complications;  infectious 
mononucleosis,  1547 

Retroperitoneum:  radiographic  manifestations  of  teratoma, 

2353 

Retrospective  Evaluation  of  All  Anesthetic  Care  (Radnay)  [An- 
esthesia Care]  (Symposium),  2378 
Retrospective  Evaluation  of  Anesthesia  Care  (Schapira)  [Anes- 


2622  (Mew  York  State  Journal  of  Medicine/  December  1975 


thesia  Care]  (Symposium),  2381 

Revascularization,  coronary  bypass  as  primary  method  of  myo- 
cardial; internal  mammary  artery  graft,  1211 
Revascularization 

inventory  of  surgical  operations  for  cardiac  structural  sequels 
of  myocardial  infarction;  part  11,  1+48;  part  III,  1672 
limb  salvage  in  ischemic  lower  extremity,  1649 
Reye’s  syndrome:  central  nervous  system  infections  in  New 

York  State;  etiologic  and  epidemiologic  observations,  1974, 
2337 

Rheumatic  fever:  tonsillectomy  and  adenoidectomy;  are  too 

many  being  done?,  2428 

Rheumatic  heart  disease:  severe  pulmonary  hypertension; 

echocardiographic  pseudostenosis  of  mitral  and  tricuspid 
valves,  1772 
Rickets 

osteomalacia  associated  with  anticonvulsant  drugs,  2545 
Rickets:  questions  and  answers  (Drug  Information],  1723 
Roentgen  appearance  in  tricuspid  insufficiency,  inferior  vena 
cava,  1777 

Rubella:  immunization  and  disease  in  New  York,  2172 
Rupture:  inventory  of  surgical  operations  for  cardiac  structur- 
al sequels  of  myocardial  infarction;  part  1, 1201 

Sacrococcygeal  region:  radiographic  manifestations  of  terato- 
ma, 2353 

Salicylate  intoxication:  recovery  following  massive  self-poi- 

soning with  aspirin,  1512 

Saline-amniotic  fluid  exchanges:  performing  second-trimester 
abortions;  rationale  for  inpatient  basis,  2168 
Salvage,  limb,  in  ischemic  lower  extremity,  1649 
Sarcoidosis,  gastric,  1290 

Sarcoidosis:  scalene  fat  pad  biopsy;  special  indication,  1532 
Sarcomas,  bone,  multidiscipline  management  of  [Cancer  Che- 
motherapy] (Symposium),  2159 
Sarcomas:  malignant  prostatic  cystosarcoma  phyllodes,  2226 
Scalene  Fat  Pad  Biopsy;  Special  Indication  (Alexander,  Nuss- 
baum,  and  Estacion),  1532 

Scalene  node:  scalene  fat  pad  biopsy;  special  indication,  1532 
Scars:  medical  problems  of  ear  piercing,  1460 
Schizophrenia:  lithium  prophylaxis  in  affective  disorders, 

1219 

Sclerosing  cholangitis:  jaundice  and  splenomegaly  [Correla- 

tion Conferences  in  Radiology  and  Pathology],  2396 
Second-trimester  abortions,  performing;  rationale  for  inpatient 
basis,  2168 

Seizure  complications,  retinopathy,  fixed  pupils,  and;  infec- 
tious mononucleosis,  1547 

Seizure,  convulsive,  arthrokatadysis  of  hip  following,  1267 
Seizures:  postictal  pulmonary  edema,  1257 
Selection  of  Therapy  for  Malignant  Pleural  Effusion  (Pool  and 
Wang)  [Abstracts,  Discussions,  Proceedings,  New  York  Soci- 
ety for  Thoracic  Surgery],  1703 
Self-Induced  Hypokalemia  (Kleinfeld  and  Rozanski),  2229 
Self-poisoning  with  aspirin,  recovery  following  massive,  1512 
Sellar  enlargement:  pituitary  tumor  with  primary  hypothy- 

roidism: possible  etiologic  relationship.  1737 
Septal  coronary  artery,  descending,  1755 

Septal  defect,  ostium  primum  atrial;  associated  with  mitral 
valve  prolapse,  2234 

Septal  perforation,  and  coronary  circulation  after  myocardial 
infarction,  repair  of  ventricular  aneurysm,  1282 
Septal  rupture:  inventory  of  surgical  operations  for  cardiac 

structural  sequels  of  myocardial  infarction;  part  III,  1672 
Septicemia:  severe  polydipsia  and  polyuria  [Clinicopathologic 
Conference],  1496 

Sequela,  rare,  of  battered-child  syndrome;  pelvic  inflammatory 
disease,  2405 

Sequelae,  neurologic,  neurosurgical  management  of  immediate 
and  delayed  post-traumatic;  spinal  cord  hypothermia,  2387 
Sequels  of  myocardial  infarction,  cardiac  structural,  inventory 
of  surgical  operations  for;  part  I,  1201;  part  II,  1448;  part  III, 
1672;  part  IV.  2198 

Severe  Polydipsia  and  Polyuria  [Clinicopathologic  Conference], 


1496 

Severe  Pulmonary  Hypertension;  Echocardiographic  Pseudo- 
stenosis of  Mitral  and  Tricuspid  Valves  (Goldberg  and  Cha- 
ithiraphan),  1772 

Sexual  activity:  candicidin  tablets  and  ointment  in  treatment 
of  candidal  vaginitis,  1443 
Sexuality,  teenage,  medical  consequences  of,  1439 
Shared  Professional  Facilities  in  New  York  City  (Cimino, 
Schwarz,  and  Metsch),  1306 

Shunt:  severe  polydipsia  and  polyuria  [Clinicopathologic  Con- 
ference], 1496 

Skeletal  aberrations:  Von  Recklinghausen’s  neurofibroma- 

tosis; with  nonosteogenic  fibroma,  2407 
Skeletal  Remodeling  Physiology  and  Its  Relation  to  Metabolic 
Bone  Disease  (Heaney),  1656 
Skin  cancer:  basal-cell  carcinoma  in  office  practice,  1427 
Skin  cancer,  metastatic,  and  systemic  lupus  erythematosus, 
thymoma  associated  with,  1538 

Skin  Metastases  and  Hepatic  Cancer  in  Childhood  (Helson  and 
Garcia),  1728 
Smallpox 

communicable  diseases  across  the  oceans  [History  of  Medi- 
cine], 1568 

immunization  and  disease  in  New  York,  2172 
Smoking:  cardiovascular  diseases;  role  of  psychogenic  and  be- 
havior patterns  in  development  and  aggravation  [Stress  and 
Adaptation]  (Symposium),  2128 
Sodium  pentobarbital:  the  Swiss  connection,  1509 
Soft  tissue,  superficial,  leiomyosarcoma  of,  with  unusual  metas- 
tasis, 2240 

Spectinomycin:  questions  and  answers  [Drug  Information], 

1723 

Spinal  Cord  Hypothermia;  Neurosurgical  Management  of  Im- 
mediate and  Delayed  Post-Traumatic  Neurologic  Sequelae 
(Negrin,  Jr.),  2387 

Spinal  Tuberculosis;  Treatment  by  Debridement  and  Anterior 
Spine  Fusion  (Ghobadi,  Potenza,  and  DiBenedetto),  1527 
Spine  fusion,  anterior,  treatment  by  debridement  and;  spinal 
tuberculosis,  1527 

Spironolactone:  questions  and  answers  [Drug  Information], 

1723 

Splenic  Hump  Versus  Renal  Mass  (Pressman,  Green,  and 
McClennan),  1760 

Splenomegaly,  jaundice  and  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  2396 

Splenomegaly:  thymoma  associated  with  metastatic  skin  can- 
cer and  systemic  lupus  erythematosus,  1538 
Sputum  cytology:  radiologically  occult  lung  cancer  [Abstracts, 
Discussions,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  1699 

Squamous-cell  carcinoma:  thymoma  associated  with  metastat- 
ic skin  cancer  and  systemic  lupus  erythematosus,  1538 
Staphylococcus  albus:  severe  polydipsia  and  polyuria  [Clini- 
copathologic Conference],  1496 

Starch  Granulomatous  Peritonitis  (Pazcoguin,  Wahrenberger, 
and  Gaspar),  1743 

Stenosis,  coronary  artery,  caused  by;  intermittent  diastolic 
murmur,  1536 

Stereotaxis  Biopsy  for  Pulmonary  Surgery  (Leveen,  Larkin, 
Sparandero,  and  Piccone,  Jr.)  [Abstracts,  Reports,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery],  2365 
Stomach 

gastric  sarcoidosis,  1290 

lower  esophageal  lesion  with  bleeding  [Clinicopathologic 
Conference],  2215 
Stone,  bladder,  in  childhood,  1288 

Stress,  acute  effects  of,  on  renal  function  in  healthy  donors; 
preliminary  report  [Stress  and  Adaptation]  (Symposium), 
2138 

Stress,  Aging,  and  Mental  Health  (Nordlicht)  [Stress  and  Ad- 
aptation] (Symposium),  2135 
Stress  and  Adaptation  (Symposium),  2128 
Stress  concept,  implications  of  [Stress  and  Adaptation]  (Sym- 
posium), 2139 
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Stress 

cardiovascular  diseases;  role  of  psychogenic  and  behavior 
patterns  in  development  and  aggravation  [Stress  and  Ad- 
aptation] (Symposium),  2128 

the  military  man  [Stress  and  Adaptation]  (Symposium),  2132 
Strike,  housestaff;  immoral  or  inevitable?,  1784 
Strike,  New  York  physicians’,  immorality  of,  1782 
Strongyloidiasis  with  Massive  Hyperinfection  (Dwork,  Jaffe, 
and  Lieberman),  1230 

Student’s,  medical,  lecture  notes  in  1822;  John  Van  Alstyne  his 
book  [History  of  Medicine],  2577 
Subvalvular  apparatus:  inventory  of  surgical  operations  for 

cardiac  structural  sequels  of  myocardial  infarction;  part  IV, 
2198 

Suicide  attempts,  drugs  ingested  in,  and  fatal  outcome,  2343 
Suicide 

recovery  following  massive  self-poisoning  with  aspirin,  1512 
today’s  problems  in  penology,  1812 
Superficial  soft  tissue,  leiomyosarcoma  of,  with  unusual  metas- 
tasis, 2240 

Surgery,  bypass,  risk  of  coronary  angiography  and;  main  left 
coronary  artery  disease  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2193 
Surgery,  pulmonary,  stereotaxis  biopsy  for  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  2365 
Surgery,  unsuspected  before;  hepatic  diseases  1278 
Surgical  gloves:  starch  granulomatous  peritonitis,  1743 
Surgical  Management  of  Intra-atrial  Extension  Tumor  (Mada- 
ni)  [Abstracts,  Discussions,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  1701 

Surgical  Management  of  Malignant  Tracheo-Esophageal  Fistu- 
la (Lambert)  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  2369 
Surgical  operations,  inventory  of,  for  cardiac  structural  sequels 
of  myocardial  infarction;  part  I,  1201;  part  II,  1448;  part  III, 
1672;  part  IV,  2198 

Surgical  Treatment  of  Difficult  Patent  Ductus  Arteriosus;  Pro- 
found Hypothermia  and  Circulatory  Arrest  (Robinson,  Con- 
dit,  and  Attai)  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  2190 
Survey,  comparative,  with  incidence  data  from  California,  New 
York,  Pennsylvania,  and  Texas;  psychiatrists’  prescription 
practices,  1327 

Swallowing:  tympanic  neurectomy;  correction  of  drooling  in 

cerebral  palsy,  2419 

Swiss  Connection  (Whalen  and  Silverman),  1509 
Syncope,  quinidine;  paroxysmal  ventricular  fibrillation  treated 
with  lidocaine,  2542 

Syndrome,  battered-child,  rare  sequela  of;  pelvic  inflammatory 
disease,  2405 

Syndrome,  nephrotic,  associated  with  systemic  amyloidosis 
and;  carcinoma  of  thyroid  gland,  1770 
Syndrome,  painful  fabella,  1735 

Syndrome,  trisomy  D;  transmission  of  D/D  translocation  chro- 
mosome, 2236 

Synovitis:  asymptomatic  clavicular  lesion  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  1710 
Syntoxic  responses:  implications  of  stress  concept  [ Stress  and 
Adaptation]  (Symposium),  2139 
Syphilis:  communicable  diseases  across  the  oceans  [History  of 
Medicine],  1568 

Systemic  amyloidosis  and  nephrotic  syndrome,  associated  with; 

carcinoma  of  thyroid  gland,  1770 
Systemic  embolization  from  nonbacterial  thrombotic  endocar- 
ditis; thrombotic  thrombocytopenic  purpura,  2246 
Systemic  Lupus  Erythematosus;  Bilateral  Aseptic  Necrosis  of 
Hip  (Grossman,  Koval,  and  Condemi),  1523 
Systemic  lupus  erythematosus,  thymoma  associated  with  meta- 
static skin  cancer  and,  1538 

Tablets,  candicidin,  and  ointment  in  treatment  of  candidal  vag- 
initis, 1443 

Tachydysrhythmia:  inventory  of  surgical  operations  for  cardi- 
ac structural  sequels  of  myocardial  infarction,  1448 


Technical  assistance,  foreign,  medical  programs  in,  1315 
Technician,  physician  rather  than;  function  of  anesthesiologist 
[Anesthesia  Care]  (Symposium),  2383 
Teenage  sexuality,  medical  consequences  of,  1439 
Teeth:  radiographic  manifestations  of  teratoma,  2353 
Teratoma,  radiographic  manifestations  of,  2353 
Teratoma:  severe  polydipsia  and  polyuria  [Clinicopathologic 
Conference],  1496 

Tes-Tape:  questions  and  answers  [Drug  Information],  1334 
Testicular  atrophy:  massive  recurrent  abdominal  ascites 

[Clinicopathologic  Conference],  1713 
Testicular  tumors:  gynecomastia;  interstitial  cell  tumor  of  tes- 
tis as  etiologic  factor,  1752 

Testis,  interstitial  cell  tumor  of,  as  etiologic  factor;  gynecomas- 
tia, 1752 

Tetanus:  immunization  and  disease  in  New  York,  2172 
Tetracycline:  questions  and  answers  [Drug  Information],  1334 
Tetracycline  hydrochloride:  questions  and  answers  [Drug  In- 
formation], 1723 

Therapeutic  regimens:  promoting  patient  compliance;  role  of 
health  professionals,  government,  and  the  pharmaceutical  in- 
dustry, 2263 

Therapy,  intracaval  umbrella  filter,  for  pulmonary  embolus; 
long-term  results  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  2185 
Therapy,  selection  of,  for  malignant  pleural  effusion  [Abstracts, 
Discussions,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  1703 

Thrombi:  intractable  heart  failure  [Clinicopathologic  Confer- 
ence], 1238 

Thrombocytopenic  purpura,  thrombotic;  systemic  embolization 
from  nonbacterial  thrombotic  endocarditis,  2246 
Thromboembolism:  inventory  of  surgical  operations  for  cardi- 
ac structural  sequels  of  myocardial  infarction;  part  II,  1448 
Thrombophlebitis:  intractable  heart  failure  [Clinicopathologic 
Conference],  1238 

Thrombotic  Thrombocytopenic  Purpura;  Systemic  Emboliza- 
tion from  Nonbacterial  Thrombotic  Endocarditis  (Vilanova, 
Norenberg,  and  Stuard),  2246 
Thymic  cyst,  cervical,  2553 

Thymoma  Associated  with  Metastatic  Skin  Cancer  and  Sys- 
temic Lupus  Erythematosus  (Agus,  Kristt,  Gumport,  and 
Sunshine),  1538 

Thymus:  thymoma  associated  with  metastatic  skin  cancer  and 
systemic  lupus  erythematosus,  1538 
Thyroid,  carcinoma  of;  with  metastases  to  lungs,  1544 
Thyroid  giand,  carcinoma  of;  associated  with  systemic  amyloi- 
dosis and  nephrotic  syndrome,  1770 
Thyroid  nodule,  tortuous  innominate  artery  simulating,  1276 
Thyroidal  deficiency:  pituitary  tumor  with  primary  hypothy- 
roidism; possible  etiologic  relationship,  1737 
Thyrotropin-Releasing  Hormone;  Clinical  Uses  (Yao),  1413 
Tissue,  superficial  soft,  leiomyosarcoma  of,  with  unusual  me- 
tastasis, 2240 

Today’s  Problems  in  Penology  (Malcolm),  1812 
Tonsillectomy  and  Adenoidectomy;  Are  Too  Many  Being 
Done?  (Karelitz),  2428 

Tortuous  Innominate  Artery  Simulating  Thyroid  Nodule  (Po- 
lachek),  1276 

Toxicity:  experimental  cancer  chemotherapy  [Cancer  Chemo- 
therapy] (Symposium),  2158 

Tracheo-esophageal  fistula,  congenital  esophageal  atresia  and; 
fifteen-year  experience  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2372 
Tracheo-esophageal  fistula,  malignant,  surgical  management  of 
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1976  ANNUAL  CONVENTION 

November  7 to  11,  1976  at  The  Americana  Hotel,  New  York  City 


For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 


Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 


Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 

BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg,  phenobarbltal  8 mg  (warning  may  be  hablt-formlng) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
minimal  However,  frequent  or  prolonged  use  may  cause  nervousness,  rest- 
lessness, or  sleeplessness  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism  Drowsiness  may 
occur  Ephedrine  may  cause  urinary  retention,  especially  in  the  presence  of 
partial  obstruction,  as  in  piostatism 

RECOMMENDED  DOSAGE  One  tablet  every  3 or  4 hours,  not  to  exceed  five 
times  daily  Children  over  6 one  half  adult  dose 

SUPPLIED  Bottles  of  100  and  1000  scored  tablets 
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For  the  most  common 
forms  of  insomnia 

■ Awake  too  long 

■ Awake  too  often 

■ Awake  too  early 

Dalmane 

(flurazepamHCI) 


30*t 


Objectively  proved  in  the  sleep 
research  laboratory,  Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours  of 
sleep,  on  average,  without 
repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HC1),  please  consult  complete  product 
information,  a summary'  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary'  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HC1. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 


years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 


Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HC1. 
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A common  complaint  from 
elderly  insomnia  patients 


Sleep  research  laboratory  profile  showing  early  morning  awakening 
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Stage  3 


Stage  4 


Hours 


6 
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Increased  total  sleep  time 

Early  morning  awakening  occurs  in  about 
14%  of  the  general  population,1  predominantly 
among  patients  over  50.2  For  common 
insomnia  requiring  sleep  medication, 
Dalmane  ( flurazepam  HC1)  increases  total 
sleep  time,  reduces  nighttime  awakenings 
and  induces  sleep  rapidly.3'6  Also,  it  is 
effective  night  after  night.1 

Patients  tolerate  Dalmane  well,  seldom 
experiencing  morning  "hang-over."  The  usual 
adult  dose  is  30  mg  h.s.,  though  15  mg  may 
suffice.  For  the  elderly  and  debilitated, 
initiate  treatment  with  15  mg  to  preclude 
oversedation,  dizziness  or  ataxia.  Before 
prescribing,  please  weigh  potential  benefits 
against  possible  risks. 


For  the  most  common 
forms  of  insomnia 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

Objectively  proved  in  the  sleep 
research  laboratory: 

□ 7 to  8 hours  of  sleep,  on  average,  without 
repeating  dosage 

□ fewer  nighttime  awakenings 

□ sleep  within  17  minutes,  on  average 


Please  see  reverse  side  for  summary  of  product  information. 
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For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 

Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 

Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 

BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg, 
theophylline  100  mg;  phenobarbital  8 mg  (warning;  may  be  habit-forming) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
minimal  However,  frequent  or  prolonged  use  may  cause  nervousness,  rest- 
lessness, or  sleeplessness  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism  Drowsiness  may 
occur  Ephedrine  may  cause  urinary  retention,  especially  in  the  presence  of 
partial  obstruction,  as  in  piostatism 

RECOMMENDED  DOSAGE  One  tablet  every  3 or  4 hours,  not  to  exceed  five 
times  daily  Children  over  6 one  half  adult  dose 

SUPPLIED  Bottles  of  100  and  1000  scored  tablets 
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Hamilton  paid  up. 
And  it  sure  paid  off. 


The  War  of  Independence 
had  put  us  in  the  red  for 
$27  million  in  securities. 

It  would  have  been  easy 
to  shortchange  the  public 
by  paying  them  off  at 
depressed  market  value. 
But  Hamilton  said  no. 

You  see,  he  had  pretty 
definite  ideas  about 
keeping  the  people’s  trust. 
After  all,  he  was  the  first 
Secretary  of  the  Treasury. 

So  he  insisted  that  every 
debt  be  paid  in  full.  And 
they  were. 

Over  the  years^  it’s  paid 


off.  Tod  ay,  over  9V2  million 
Americans  buy  U.S.  Savings 
Bonds  through  their 
Payroll  Savings  Plan  at 
work. 

They  know  Bonds  are 
safe,  secure  and  pay  off  at 
a good  rate  of  interest.  6% 
when  held  to  maturity 
in  5 years. 

Here’s  a tip  that’s  guaran- 
teed to  pay  off. 

Take  stock  in  America. 
With  the  specially  designed 
BicentennialSeriesEBonds. 

Don’t  shortchange  your 
future. 


Now  E Bonds  pay  6%  interest  when  held  to  maturity  of 
5 years  (41 2%  the  first  year).  Lost,  stolen  or  destroyed 
Bonds  can  be  replaced  if  records  are  provided.  When 
needed,  Bonds  can  be  cashed  at  your  bank.  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption. 


in^merica. 


200  years  at  the  same  location. 


A public  service  of  this  publication 
and  The  Advertising  Council. 


Disorderly  behouior... 
sudden  ihonges  in 
mood...  impairment 
of  orientation 

Mellaril  helps  calm  the  agitated  geriatric  patient.  It  not  only 
reduces  agitation  but  also  diminishes  anxiety,  excitement, 
and  hypermotility.  Of  course,  neurologic  deficit  cannot  be 
repaired,  but  the  patient  with  senile  psychosis  due  to  organic 
brain  syndrome  can  frequently  obtain  meaningful 
symptomatic  relief  with  Mellaril. 

for  the  agitated 
geriatric  uiith 
senile  psychosis 

mellaril 

[thioridazine] 

TABLETS:  50  mg.  thioridazine  HCI,  U.S.P. 


Before  prescribing  or  administering,  see  Sandoi  literature  for  full  product 
information.  The  following  is  a brief  summary. 

Contraindications:  Severe  central  nervous  system  depression,  comatose 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have  previously  exhibited 
a hypersensitivity  reaction  (e.g.,  blood  dyscrasias,  jaundice)  to  phenothia- 
zines.  Phenothiazines  are  capable  of  potentiating  central  nervous  system 
depressants  (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine 
and  phosphorus  insecticides;  carefully  consider  benefit  versus  risk  in  less 
severe  disorders.  During  pregnancy,  administer  only  when  the  potential 
benefits  exceed  the  possible  risks  to  mother  and  fetus. 


Precautions:  There  have  been  infrequent  reports  of  leukopenia  and/or 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticon- 
vulsant medication  should  also  be  maintained.  Pigmentary  retinopathy, 


observed  primarily  in  patients  receiving  larger  than  recommended  doses 
is  characterized  by  diminution  of  visual  acuity,  brownish  coloring  of  vision 
and  impairment  of  night  vision;  the  possibility  of  its  occurrence  may  be 
reduced  by  remaining  within  recommended  dosage  limits.  Administei 
cautiously  to  patients  participating  in  activities  requiring  complete  mental 
alertness  (e.g.,  driving),  and  increase  dosage  gradually.  Orthostatic  hy 
potension  is  more  common  in  females  than  in  males.  Do  not  use  epineph- 
rine in  treating  drug-induced  hypotension  since  phenothiazines  may  induce 
a reversed  epinephrine  effect  on  occasion.  Daily  doses  in  excess  of  300  mg. 
should  be  used  only  in  severe  neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— Drowsiness,  especially  with  large 
doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and  other  ex 
trapyramidal  symptoms;  rarely,  nocturnal  confusion,  hyperactivity,  lethargy, 
psychotic  reactions,  restlessness,  and  headache.  Autonomic  Nervous  System 
—Dryness  of  mouth,  blurred  vision,  constipation,  nausea,  vomiting,  diar- 
rhea, nasal  stuffiness,  and  pallor.  Endocrine  System- Galactorrhea,  breasl 
engorgement,  amenorrhea,  inhibition  of  ejaculation,  and  peripheral  edema. 
SAv'/r-Dermatitis  and  skin  eruptions  of  the  urticarial  type,  photosensitivity 
Cardiovascular  System—  ECG  changes  (see  Cardiovascular  Effects  below) 
Other— Rare  cases  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  should  be 
considered:  Autonomic  Reactions—  Miosis,  obstipation,  anorexia,  paralytic 
ileus.  Cutaneous  Reactions— Erythema,  exfoliative  dermatitis,  contact  der- 
matitis. Blood  Dyscrasias- Agranulocytosis,  leukopenia,  eosinophilia,  throm 
bocytopenia,  anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions- 
Fever,  laryngeal  edema,  angioneurotic  edema,  asthma.  Hepatotoxicity- 
Jaundice,  biliary  stasis.  Cardiovascular  FY/ec/s-Changes  in  terminal  por 
tion  of  electrocardiogram,  including  prolongation  of  Q-T  interval,  lowering 
and  inversion  of  T-wave,  and  appearance  of  a wave  tentatively  identified 
as  a bifid  T or  a U wave  have  been  observed  with  phenothiazines,  including 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and  due  to  altered 
repolarization,  not  myocardial  damage.  While  there  is  no  evidence  of  a 
causal  relationship  between  these  changes  and  significant  disturbance 
of  cardiac  rhythm,  several  sudden  and  unexpected  deaths  apparently  due  to 
cardiac  arrest  have  occurred  in  patients  showing  characteristic  electro- 
cardiographic changes  while  taking  the  drug.  While  proposed,  periodic 
electrocardiograms  are  not  regarded  as  predictive.  Hypotension,  rarely 
resulting  in  cardiac  arrest.  Extrapyramida!  Symptoms— Akathisia,  agitation, 
motor  restlessness,  dystonic  reactions,  trismus,  torticollis,  opisthotonus, 
oculogyric  crises,  tremor,  muscular  rigidity,  and  akinesia.  Persistent  Tardive 
Dyskinesia-?ers\%ten{  and  sometimes  irreversible  tardive  dyskinesia 
characterized  by  rhythmical  involuntary  movements  of  the  tongue,  face,  : 
mouth,  or  jaw  (e.g.,  protrusion  of  tongue,  puffing  of  cheeks,  puckering  ol 
mouth,  chewing  movements)  and  sometimes  of  extremities  may  occur 
on  long-term  therapy  or  after  discontinuation  of  therapy,  the  risk  being 
greater  in  elderly  patients  on  high-dose  therapy,  especially  females;  il 
symptoms  appear,  discontinue  all  antipsychotic  agents.  Syndrome  may  be 
masked  if  treatment  is  reinstituted,  dosage  is  increased,  or  antipsychotic  K 
agent  is  switched.  Fine  vermicular  movements  of  tongue  may  be  an  early 
sign,  and  syndrome  may  not  develop  if  medication  is  stopped  at  that  time. ' 
Endocrine  Disturbances-Menstiua\  irregularities,  altered  libido,  gyneco-  9 
mastia,  lactation,  weight  gain,  edema,  false  positive  pregnancy  tests. 
Urinary  Disturbances— Retention,  incontinence.  Others- Hyperpyrexia;  be- 
havioral effects  suggestive  of  a paradoxical  reaction,  including  excitement, 
bizarre  dreams,  aggravation  of  psychoses,  and  toxic  confusional  states; 
following  long-term  treatment,  a peculiar  skin-eye  syndrome  marked  by 
progressive  pigmentation  of  skin  or  conjunctiva  and/or  accompanied  by 
discoloration  of  exposed  sclera  and  cornea;  stellate  or  irregular 
opacities  of  anterior  lens  and  cornea;  systemic  lupus 
erythematosus-like  syndrome.  74.197R  A^r\  I 
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